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Editorial 

Take  It  Away,  Asclepius 


Most  potent,  grave,  and  reverend  sign- 
iors,  my  very  noble  and  approved  good 
masters,  fellow  physicians  of  the  Medical 
Society  of  the  State  of  New  York,  greet- 
ings. In  this  year,  1941,  in  obedience  to 
the  mandate  of  your  late  House  of  Dele- 
gates, in  a resolution  introduced  by  the 
New  York  County  delegation,  your 
Voice  ascending  high  over  the  radio  will 
be  heard  in  the  land. 

In  days  gone  by,  medicine  followed  the 
advice  of  Horatio  to  Hamlet:  “Be  thou 

familiar,  but  by  no  means  vulgar 

Beware  of  entrance  to  a quarrel;  but  be- 
ing in,  . . . . give  every  man  thy  ear,  but 
few  thy  voice  ....  take  each  man’s  cen- 
sure, but  reserve  thy  judgment.”  So 
look  you,  gentle  Sirs,  if  quarrel  there  be, 
how  it  is  not  of  our  seeking;  we  “don’t 
complain  of  Betsy  or  any  of  her  acts,  ex- 
ceptin’ when  we’ve  quarreled  and  told 
each  other  facts.”  Medicine  has  listened 
these  many  years.  Now  it  must  speak. 

But  with  what  voice?  The  “ big  manly 
voice,  turning  again  toward  childish 
treble”  piping  and  whistling  in  his  sound? 
A “distant  voice  in  the  darkness”?  The 
voice  that  “sounds  like  a prophet’s  word” ; 


and  in  its  hollow  tones  are  heard  “The 
thanks  of  millions  yet  to  be”?  Shall  it  be 
“a  monstrous  little  voice”?  Or  will  we 
“roar  you  as  gently  as  any  sucking  dove; 
we  will  roar  you,  an’t  were  any  nightin- 
gale”? For  look  you,  Sirs,  you  cannot 
speak  without  a voice,  be  you  men  or 
angels. 

What  then  is  to  be  done?  How  grapple 
with  this  problem  of  “microphonetics”? 
The  tongue  of  medicine  has  always  been 
the  pen  of  a ready  writer.  Now  that 
medicine  in  person  must  step  up  to  the 
microphone  in  its  own  and  in  the  public 
interest  it  can  ill  afford  to  speak  with 
“The  watch  dog’s  voice  that  bayed  the 
whispering  wind,”  and  yet  in  all  the  days 
of  our  years  no  one  has  taught  us  how  to 
speak.  And  speak  we  must.  Plainly, 
without  affectation;  simply,  but  without 
monotony;  agreeably,  as  one  who  would 
persuade.  In  short,  medicine  must  now 
add  to  its  curriculum  the  study  of  com- 
prehensible speech,  the  art  of  good  Eng- 
lish diction.  The  Journal  suggests  that 
plans  for  such  study  and  practice  might 
well  be  formulated  for  the  coming  year  by 
the  Council  Committee  on  Publicity. 


Third  Annual  Congress  on  Industrial  Health 


Arrangements  have  been  completed  for 
the  third  Annual  Congress  on  Industrial 
Health,  sponsored  by  the  American 
Medical  Association,  to  be  held  Monday 


and  Tuesday,  January  13  and  14,  1941, 
at  the  Palmer  House  in  Chicago. 

These  meetings  are  open  to  all  physi- 
cians and  others  interested  in  the  indus- 
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trial  health  movement.  There  is  no 
registration  fee. 

Industrial  health  is  of  the  utmost  im- 
portance to  the  Nation  at  all  times,  but 
more  especially  at  this  time  when  na- 
tional preparedness  depends  so  greatly  on 
industrial  production.  Designed  to  ac- 
quaint the  physician  and  others  with  the 
rapidly  expanding  importance  of  preven- 
tive medicine  and  surgery,  this  congress 
should  be  of  vital  concern  to  all  those  in- 
terested in  the  welfare  of  industrial  or- 
ganization. 

“ Since  every  man-hour  of  production 
is  vital  at  this  time,  the  program  of  the 
congress  is  intended  to  be  as  helpful  as 
possible  to  physicians  called  on  to  con- 
trol those  factors  which  in  the  past  have 
contributed  greatly  to  the  incidence  and 
costs  of  industrial  absenteeism.  In  the 
field  of  trauma  the  hand  and  the  eye  have 
proved  to  be  particularly  vulnerable. 
Symposiums  have  therefore  been  devel- 
oped to  present  the  best  current  opinion 
on  the  management  of  these  costly  forms 
of  industrial  disability.  Of  the  occupa- 
tional diseases,  dermatitis  has  long  been 
recognized  as  the  most  troublesome.  A 
series  of  demonstrations  has  been  planned 
to  include  discussion  of  the  criteria  for 
diagnosis  of  industrial  cutaneous  disorders 
as  well  as  accepted  methods  for  the  treat- 
ment and  placement  of  susceptible  em- 
ployees. Among  non-occupational  dis- 
eases the  common  cold  and  influenza  an- 
nually exact  an  enormous  toll  through 
loss  of  earning  capacity  and  disruption 
of  production  schedules.” 

The  question  of  the  availability  of 
trained  personnel  in  industrial  health 
is  a serious  one.  The  character  of  the 
work  is  intermediate  between  private 
practice  and  public  health.  It  requires 
knowledge  of  the  engineering  problems 
and  of  the  processes  involved  in  the  par- 


ticular industry  in  which  the  worker  is 
employed. 

“This  problem  also  will  be  discussed 
from  the  point  of  view  of  the  essential 
economics,  the  possibilities  of  control 
through  air  conditioning  and  the  role  of 
the  physician  in  industry  and  in  private 
practice.  Since  many  able-bodied  men 
will  probably  be  inducted  into  military 
service,  industry  may  need  to  recruit 
workers  from  the  physically  handicapped 
and  from  the  aging  groups.  These  de- 
velopments, of  enormous  medical  and 
social  significance,  will  be  featured  at  the 
congress.  Assignment  of  this  type  of 
worker  into  industry  with  proper  con- 
sideration of  physical  ability  and  mental 
aptitude  will  be  fully  considered.  Con- 
cern has  been  expressed  about  the  avail- 
ability of  trained  personnel  in  industrial 
health,  the  subject  of  an  early  resolution 
by  the  Committee  on  Medical  Prepared- 
ness of  the  American  Medical  Association. 
A session  will  be  devoted  to  determining 
what  shortages  exist  and  the  best  means 
for  correction.  It  is  hoped  that  concrete 
proposals  for  better  training  for  the  in- 
dustrial nurse,  the  industrial  hygienist, 
the  safety  engineer  and  the  physician  in 
industry  may  grow  out  of  these  discus- 
sions. A means  will  also  be  provided  for 
the  interchange  of  experience  and  results 
of  recent  activity  by  committees  on  in- 
dustrial health  in  state  and  county  medi- 
cal societies. 

“The  congress  promises  to  provide  an 
unusual  opportunity  to  the  medical  pro- 
fession to  grasp  a sense  of  its  potential 
contribution  to  improved  physical  well- 
being among  the  employed  population.” 

We  cannot  urge  too  strongly  that  all 
those  who  can  arrange  to  do  so  attend  the 
meetings  of  the  congress.  For  the  in- 
formation of  all  who  are  interested  we  are 
publishing  the  program  on  page  74. 


Fitness  of  Drafted  Men 

As  men  are  called  for  the  draft,  it  is  others  have  collaborated  on  a campaign 
inevitable  that  there  will  be  many  re-  urging  periodic  health  examinations, 

jected  as  physically  disqualified.  For  Every  facility  has  been  offered  which  the 

years,  physicians,  educators,  and  many  ingenuity  of  man  could  devise  to  induce 
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public  cooperation  in  such  a movement. 
To  which  the  public  response  has  been: 
Nuts! — or  a reasonable  facsimile  thereof, 
such  as  the  Bronx  cheer. 

So  what?  So  now  physicians  in  the 
New  York  area  reject  one-third  of  the 
men  applying  for  Army  service,  and  an 
earlier  analysis  of  Navy  volunteers  shows 
71  per  cent  of  rejects.  So  the  office  boy 
leaves  on  our  desk  daily  papers  with 
headlines,  for  a joke  or  something;  and 
some  of  our  socialist  acquaintances  start 
right  away  to  yell  louder  for  State  Medi- 
cine for  the  lack  of  which,  if  we  don’t 
have  it  right  away,  the  country  is  going 
to  hell.  Also,  Mr.  W.  Kaempffert  of  the 
New  York  Times  cries:  “Dear,  dear, 

alack-a-day;  all  is  lost  save  group  medi- 
cine,” in  meticulously  correct  English. 

So  the  vie wers- wi t h-alarm , the  head- 
shakers,  the  fingerwaggers,  and  the 
whither-are-we-drifting  grifters  sharpen 
their  pencils  and  wet  their  pens  and 
drink  black  coffee  so  they  can  give 
medicine  the  works.  Hence  it  looks 
like  a natural  from  the  publicity  angle 
for  the  State  Medicine  boys  and  the 
jolly  scriveners. 

However,  as  the  facts  gradually  sift  in 
between  the  headlines  we  find  that  a good 
many  of  the  local  draft  boards  have  been 
passing  men  who  have  then  been  turned 
down  by  the  army  examiners.  A large 
number  of  these  rejects  have  been  found 
to  be  psychologically  unfitted  for  combat 
service.  This  is  not  to  any  great  extent 
a remediable  defect,  but  it  can  be  a 
costly  one  for  the  government.  Men  are 
being  accepted  for  training  for  one  year 
now,  and  thereafter  will  constitute  the 
Army  reserve  for  nine  years.  Service- 
connected  disability  contracted  during 
those  years  constitutes  a hen  on  govern- 
ment pensions  and  hospital  and  medical 
care.  For  this  reason  army  standards 
of  acceptance  are  being  kept  as  high  as 
possible,  far  higher  than  would  be  the 
case  if  the  Nation  were  at  war  and  could 
not  be  so  meticulous  by  choice. 

There  is  reason  to  believe  that  we  are 
far  healthier  now  than  at  the  time  of  the 
last  war.  Tuberculosis,  for  instance,  has 
declined  as  a cause  of  mortality  75  per 


cent  more  or  less  in  the  last  twenty-five 
years,  “among  men  of  draft  ages  insured 
in  the  Industrial  Department  of  the 
Metropolitan  Life  Insurance  Company. 
...  .At  the  draft  ages  the  reduction  in 
heart  disease  mortality  . . . .has  been  40 
per  cent  for  white  and  60  per  cent  for 
colored  men  between  1911-15  and  1939. 
...  .As  an  indication  of  health  conditions 
at  ages  25  to  44  . . . .the  mortality  of 
white  policy  holders  has  decreased  by 
two  thirds— from  11.1  per  1,000  in  1911, 

to  3.6  in  1939 The  most  substantial 

contribution  toward  the  reduction  in  the 
total  mortality  rates  comes  from  the 
marked  improvement  in  the  death  rate 
from  tuberculosis  . . . .the  death  rates 
(from  1911  to  1939)  per  100,000  fell  from 

509.0  to  61.8  for  white  males  and  from 

277.1  to  40.6  for  white  females The 

mortality  from  syphilis,  appendicitis  .... 
has  fallen  markedly.  . . . .The  death  rates 
for  the  group  under  review,  per  100,000 
for  organic  heart  disease  among  white 
males,  have  dropped  from  61.9  in  1929 
to  50.2  in  1939;  for  cerebral  hemorrhage 
from  12.0  to  10.6;  and  for  chronic 
nephritis  from  .28.6  to  15.3. ”l 

Thus,  in  certain  respects  there  need  be 
no  serious  concern  about  the  present 
health  conditions  of  the  nation  between 
the  ages  of  25  and  44.  The  defects  for 
which  men  are  being  rejected  by  the 
Army  examiners  are  those  structural  and 
psychologic  weaknesses  upon  which  the 
strenuous  nature  of  field  training  could 
be  expected  to  have  a detrimental  effect. 
The  point  of  view  of  the  Army  and  of 
civilian  medical  examiners  might  be  ex- 
pected to  vary  considerably  concerning 
the  acceptability  of  certain  risks  and  thus 
to  account  for  the  high  percentage  of 
rejections.  They  should  not  be  taken 
too  seriously  in  our  belief,  even  by  con- 
stitutional pessimists.  And,  after  all, 
what  can  be  done  for  flat  feet,  bow  legs, 
and  perforated  eardrums? 

1 Statistical  Bulletin,  Metropolitan  Life  Insurance  Co. 
21:  No.  11  (Nov.)  1940. 
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Correspondence 

HEALTH  INSURANCE  VERSUS  SICKNESS  INSURANCE 
Columbia  University  College  op  Physicians  and  Surgeons 

De  Lamar  Institute  op  Public  Health 
600  West  168th  Street,  New  York 


To  the  Editor: 

I hope  that  in  the  future  you  will  not  allow 
articles  dealing  with  sickness  insurance  to  appear 
under  the  deceptive  and  fallacious  title  of  health 
insurance. 

Also  in  editorials  I believe  it  wise  and  correct 
to  use  the  term  sickness  insurance  when  discuss- 
ing the  voluntary  or  compulsory  type. 

There  is  no  such  thing  as  health  insurance 
offered  anywhere,  nor  can  there  ever  be  in  the 
nature  of  things. 

It  would  help  to  prevent  the  laity  kidding  it- 
self about  health  which  is  popular,  front-page 


stuff  when  they  should  be  getting  down  to  basic 
facts  of  insurance  to  meet  the  cost  of  medical 
care  in  sickness. 

Yours,  as  always, 

December  5,  1940  Haven  Emerson,  M.D. 

[Touche!  Since  we  agree  thoroughly  with  the 
points  made  by  Dr.  Emerson  we  must  admit 
that  we  have  fallen  into  the  all  too  common  error 
of  using  these  terms  in  loose  fashion.  This  is 
an  instance  in  which  precision  in  language  is  most 
important — Editor.  ] 


TREASURY  DEPARTMENT  BUREAU  OF  NARCOTICS 
NEW  YORK,  N.  Y. 


To  All  Members  of  the  Medical  Profession  in 
New  York  City: 

For  some  time  there  has  been  an  acute  short- 
age of  illicit  narcotic  drugs  available  to  the  under- 
world in  New  York  City.  Numerous  narcotic 
addicts  have  undergone  involuntary  cures  be- 
cause of  their  inability  to  secure  drugs.  In 
many  such  cases  the  withdrawal  of  drugs  has  not 
been  particularly  difficult  for  the  reason  that  no 
great  tolerance  has  been  established  by  the  use 
of  the  extremely  diluted  narcotics  which  the  ad- 
dict was  able  to  obtain  in  the  illicit  traffic. 

Other  addicts  and  dealers  in  illicit  narcotics 
have  been  resorting  to  the  medical  profession  in 
an  endeavor  to  secure  narcotics  for  addiction 
purposes  and  sale.  Many  of  these  persons  are 
skilled  in  simulating  symptoms  of  illnesses  for 
which  narcotics  are  prescribed;  some  suggest  to 
the  physician  that  he  prescribe  for  them  an 
initial  large  supply  of  drugs  for  an  “ambulatory 
reduction  treatment”  and  by  going  from  physi- 


cian to  physician  have  been  able  to  acquire  a 
substantial  supply  of  drugs  for  the  gratification 
of  their  addiction  and  for  sale  to  others.  Most  of 
these  addicts  are  of  the  criminal  type;  many  of 
them  are  adept  forgers  and  may  steal  the  physi- 
cian's prescription  blanks  for  the  purpose  of  forg- 
ing narcotic  prescriptions  if  these  blanks  are 
within  reach  in  the  doctor's  office. 

Present  conditions  are  such  that  it  is  believed 
the  physician  is  justified  in  using  extreme  caution 
in  dealing  with  any  stranger  who  might  approach 
him  in  the  manner  described. 

This  circular  is  issued  as  informative  and  in  the 
hope  that  our  mutual  efforts  may  keep  at  a mini- 
mum the  amount  of  drugs  available  to  the  illicit 
narcotics  traffic. 

Very  truly  yours, 
Garland  Williams, 
November  5,  1940  District  Supervisor 


CONFERENCES  ON  THERAPY 


To  the  Editor: 

I believe  that  the  conferences  on  therapy  that 
you  propose  to  publish  from  time  to  time  will 
serve  a very  useful  purpose  and  judging  by  the 
present  one  on  fever  it  is  evident  that  the  subject 
is  to  be  presented  in  a scientific  manner  and  from 
a practical  standpoint. 

I write  you  this  letter  with  the  idea  in  mind 
that  discussions  of  the  subject  should  be  con- 
tinued by  your  readers  in  such  letters  as  this. 

My  training  dates  back  to  the  day  when 
therapeutics  was  much  stressed  and  it  is  my  im- 
pression that  within  recent  years  therapy,  except 
for  a few  specifics,  has  been  relegated  to  a posi- 


tion unworthy  of  its  importance.  I am  in  hopes 
that  the  publication  of  conferences  on  therapy 
will  aid  in  restoring  this  subject  to  its  proper 
place. 

Regarding  fever,  it  has  been  my  impression 
that  toxemia  whether  it  be  bacterial,  metabolic, 
chemical,  or  thermal  in  nature  is  the  direct  cause 
of  temperature  response  owing  to  its  effect  on  the 
temperature  center  in  the  brain  and  it  would  seem 
that  the  resulting  fever  not  only  registers  the  de- 
fensive mechanism  of  the  organism,  but  also  the 
extent  of  the  toxemia  to  which  that  organism 
is  subjected.  All  means  at  our  command  should 
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be  used  in  counteracting  this  toxemia  and, 
among  these,  excessive  fluids  are  extremely  im- 
portant to  make  up  for  body  loss  of  fluid  in  fever 
as  well  as  to  dilute  circulating  toxins  so  that  the 
effect  on  other  organs  such  as  the  kidneys  may  be 
minimized.  In  bacterial  diseases  I have  always 
felt  that  drugs  (and  these  include  quinine,  acet- 
phenetidine,  salicylates,  etc.)  play  a very  im- 
portant part.  It  has  been  my  impression  that 
these  drugs  act  not  only  on  the  temperature 
center  but  rather  do  they  have  a direct  effect  in 
controlling  the  growth  of  bacteria  by  which  the 
production  of  toxins  is  reduced  to  a minimum 
and  nature  can  then  rid  the  body  of  these  toxins 
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already  present.  This  is  entirely  my  bedside 
impression  of  the  action  of  these  drugs  and  yet  for 
practical  purposes  their  use  has  stood  me  as  well 
as  many  others  in  good  stead. 

I hope  that  other  readers  will  give  their  ideas 
pro  and  con  on  this  subject  and  that  a discussion 
may  be  stimulated  which  will,  I am  sure,  serve 
a very  useful  purpose. 

May  I congratulate  you  and  the  discussers  in 
the  conferences  on  the  able  way  in  which  the 
management  of  fever  was  presented. 

Yours  very  truly, 

Monroe  B.  Kitmstler,  M.D. 

December  5,  1940 


(^ERRATUM 


Attention  has  been  called  to  a regrettable  mistake  in  the  December  15,  1940,  issue, 
page  1814.  In  the  article  on  the  Medical  Expense  Fund  of  New  York,  Inc.,  it  was  stated 
that  the  New  York  Herald  Tribune  had  published  an  editorial  entitled  “Another  Medical 
Plan.”  This  editorial  appeared  not  in  the  New  York  Herald  Tribune  but  in  the  New 
York  Times. — Editor. 


WINTER  IN  ENGLAND— WHAT  WILL  IT  BE  LIKE? 

\ 

Great  Britain  has  made  no  secret  of  its  fear  of  widespread  epidemics  in  the  cold,  wintry 
months  ahead.  Crippled  water  supply  systems,  damp  air-raid  shelters,  shattered  homes, 
and  bombed  hospitals  contribute  to  the  growing  menace  of  sickness  and  disease.  Brit- 
ain’s limited  store  of  medical  and  surgical  equipment  is  being  dangerously  depleted. 

Britain’s  Civilian  Wounded  Are  Crying  for  Your  Help! 

The  Medical  and  Surgical  Supply  Committee  of  America,  with  headquarters  at  420 
Lexington  Avenue,  New  York  City,  composed  of  more  than  265  physicians  and  surgeons 
in  principal  cities  throughout  the  United  States,  is  calling  upon  all  doctors  and  their 
friends  to  contribute  toward  purchasing  1,000  emergency  operating  sets  in  khaki  canvas 
rolls  and  1,000  fitted  first-aid  metal  cases  to  be  shipped  to  Great  Britain. 

The  price,  insurance  and  delivery  of  these  units  to  England  is : 

1 emergency  operating  unit 
1 first-aid  fitted  case 

Each  set  will  bear  a plate  with  the  donor’s  name,  if  desired. 

PLEASE  SEND  YOUR  CONTRIBUTIONS  TODAY  TO  ARTHUR  KUNZINGER 
TREASURER,  MEDICAL  AND  SURGICAL  SUPPLY  COMMITTEE  OF 
AMERICA,  420  LEXINGTON  AVENUE,  NEW  YORK  CITY 


$200.00 
$ 70.00 


Suggestions  for  Contributors 
to  the 

New  York  State  Journal  of  Medicine 


The  New  York  State  Journal  of 
Medicine  asks  its  contributors  to  follow 
the  suggestions  listed  below  in  the  prepa- 
ration of  their  articles.  In  this  way 
they  will  greatly  facilitate  the  expeditious 
publication  of  the  Journal.  These  sug- 
gestions have  been  devised  in  order  to 
save  correspondence,  avoid  return  of 
papers  for  changes,  minimize  the  work  of 
preparation  for  the  printer,  and  save  the 
high  costs  of  corrections  made  on  galley 
proof. 

Size  of  Articles. — It  is  earnestly  desired  that 
scientific  articles  shall  not  exceed  ten  Journal 
pages  at  the  outside.  Even  that  number  of 
pages  tends  to  lower  reader  interest.  An  average 
of  five  or  six  seems  to  be  the  most  desirable  from 
this  point  of  view.  Calculation  can  readily  be 
made  by  multiplying  the  number  of  double 
spaced  typewritten  manuscript  pages  by  the 
fraction  two-fifths. 

Manuscripts.— Papers  must  be  typewritten 
on  one  side  only  of  white  sheets  consecutively 
numbered,  and  be  double  spaced  with  one-inch 
margins.  They  should  be  prepared  with  great 
care  so  as  to  be  typographically  correct.  All 
headings,  titles,  subtitles,  and  subheadings 
should  be  typed  flush  with  the  left-hand  margin. 

Titles. — The  title  should  be  brief  and  typed  in 
capital  letters.  The  subtitle  can  be  longer  and 
should  be  typed  in  cap  and  lower  case  letters. 
Under  the  title,  or  subtitle,  if  there  is  one,  should 
appear  the  name  of  the  author  and  city  in  which 
he  lives. 

Subheadings. — Subheadings  should  be  in- 
serted by  the  author  at  appropriate  intervals. 

References. — It  is  the  unfailing  practice  of  the 
New  York  State  Journal  of  Medicine  to  use 
specific  “references”  rather  than  “bibliography.” 
There  should  appear  in  the  text  reference  num- 
bers, typed  above  and  to  the  right  of  the  word  to 
which  there  is  a reference.  A list,  consecutively 
numbered,  should  include  the  following  items. 

a.  Books — author’s  surname  followed  by 
initials;  title  of  book;  edition;  location 
and  name  of  publisher;  year  of  publica- 
tion; volume;  and  page  number.  Thus, 
Osier,  W. : Modern  Medicine,  ed.  3, 


Philadelphia,  Lea  & Febiger,  1927,  vol.  5, 
p.  57. 

b.  Periodicals — author’s  surname  followed  by 
initials;  name  of  periodical,  volume,  page, 
month  (day  if  necessary),  year  of  publica- 
tion. Thus,  Leahy,  Leon  J.:  New  York 
State  J.  Med.  40:  347  (Mar.  1)  1940. 

Note:  The  Journal  does  not  include  titles 
of  articles. 

Case  Reports. — Instead  of  abstracts  of  hos- 
pital histories,  authors  should  write  these  reports 
in  a narrative  style  with  properly  completed 
sentences.  All  unimportant  details  should  be 
deleted  with  such  general  negative  statements  as 
fit  the  case. 

Tables. — While  tables  are  very  useful  on 
lantern  slides  in  the  reading  of  papers,  they  fail 
of  this  purpose  to  a large  extent  in  the  printed 
page.  For  that  reason  it  is  urged  that  they  be 
incorporated  in  the  text. 

Illustrations. — These  should  be  kept  to  the 
minimum  necessary  to  make  clear  the  points  to 
be  registered  by  the  author.  In  some  instances 
they  are  imperative  to  proper  understanding,  in 
others  they  are  merely  picturesque. 

Where  illustrations  are  to  be  used  they  should 
accompany  manuscripts  and  each  should  always 
be  referred  to  in  the  text,  preferably  by  number. 
Drawings  or  graphs  should  not  be  larger  than 
12  X 16  inches,  and  must  be  made  with  jet  black 
India  ink  on  white  paper  or  tracing  cloth.  Do 
not  use  typewriter  for  lettering.  The  smallest 
lettering  on  8 X 10  inch  copy  should  be  no  less 
than  y4  inch  high.  Cross-section  paper  (white 
with  black  lines)  may  be  used,  but  should  not 
have  more  than  4 lines  per  inch.  If  finer  ruled 
paper  is  used,  the  major  division  lines  should  be 
drawn  in  with  black  ink,  omitting  the  finer 
divisions.  In  the  case  of  finely  ruled  paper,  only 
blue-lined  paper  can  be  accepted.  Lettering 
and  all  markings  must  be  large  enough  to  be 
readable  after  reduction.  Mail  rolled  or  flat. 
Photographs  should  have  clear  black  and  white 
contrasts  and  be  on  glossy  white  paper. 

Whenever  possible  “crop”  photographs,  i.e., 
mark  portion  that  can  be  excluded  when  repro- 
duced. Crop  marks  should  be  on  margin  of 
photographs — not  on  the  photographs. 

It  is  important  to  mark  the  top  of  the  illustra- 
tion on  the  back,  also  its  number  as  referred  to 
in  the  text,  thus,  Fig.  1,  2,  and  the  name  and 
address  of  the  author. 

Legends  should  be  typewritten  on  one  sheet  of 
paper  and  attached  to  the  illustrations. 


6 


THE  MEDICAL  RESERVE  OFFICER  OF  THE 
UNITED  STATES  NAVY 

Comdr.  Ernest  R.  Eaton,  MC-V(S),*  USNR,  New  York  City 


[This  article  is  particularly  timely  because  of 
the  Navy’s  dire  need  of  doctors  ( see  announce- 
ment on  page  66. — Editor] 

SEVERAL  months  ago  the  President  of  the 
United  States  urged  Congress  to  act 
speedily  in  regard  to  the  matter  of  compulsory 
military  training  and  intimated  that  before 
long  the  medical  profession  at  large  would  be 
required  to  meet  the  need  of  the  progressively 
increasing  number  of  citizens  who  would  be 
called  from  civilian  life  into  active  military 
service  in  behalf  of  our  country.  The  first 
peacetime  compulsory  military  training  in  the 
history  of  the  United  States  is  now  an  ac- 
cepted fact. 

Because  of  emergency  measures  the  United 
States  Navy  has  increased  from  approxi- 
mately 175,000  to  225,000.  This  increase 
necessitates  additional  commissioned  medical 
officers.  At  the  present  time  there  is  an  op- 
portunity for  officers  of  the  Medical  Corps  of 
the  United  States  Naval  Reserve  to  enter  ac- 
tive service. 

The  maintenance  of  good  health  of  the 
Navy  personnel  is  the  ultimate  objective  of 
the  Medical  Corps  of  the  United  States  Navy. 
Briefly,  this  objective  is  reached  by  the  follow- 
ing means: 

1.  The  maintenance  of  a high  standard  of 
health  and  physical  fitness  of  all. 

2.  The  care  of  the  sick  and  of  the  wounded 
in  battle. 

3.  The  dispensing  of  immunizing  agents, 
especially  smallpox  and  typhoid  vac- 
cination to  the  personnel. 

4.  The  administering  of  prophylactic 
agents. 

5.  The  instruction  of  personnel  in  matters 
of  first-aid  treatment,  hygiene,  and 
sanitation. 

6.  The  maintenance  of  health  records  of 
officers  and  men. 

7.  The  annual  physical  examination  of  all 
officers  for  the  conservation  and  pro- 
motion of  their  health  and  to  determine 
their  fitness  to  perform  all  the  duties  of 
their  grade  at  sea. 


* Medical  Corps — Volunteer  Reserve  (Specialist  Duty) . 
Organizer  of  the  Long  Island  Naval  Reserve  Hospital, 
Unit  Number  15,  Third  Naval  District. 


8.  The  care,  management,  and  custody  of 
hospitals,  ambulances,  and  medical 
and  surgical  supplies. 

9.  The  sanitation  of  ships,  buildings,  and 
grounds. 

10.  The  care  of  water  supply,  food,  and 
clothing. 

11.  The  making  of  suitable  recommenda- 
tions to  improve  conditions  of  health 
of  the  officers,  such  as  exercises  ordered 
for  the  conservation  of  health.  These 
consist  of  regular  physical  exercises 
taken  by  all  officers  in  the  open  air  for 
thirty  minutes  daily. 

An  officer  of  the  Medical  Corps  of  the 
United  States  Naval  Reserve,  when  the  time 
comes  for  him  to  be  assigned  to  active  duty, 
will  be  required  to  cooperate  in  carrying  out 
the  preceding  plans,  and  he  must  fulfill  his 
duties  in  regard  to  these  plans  in  the  same 
manner  as  would  befit  a medical  officer  of  the 
Regular  Navy.  The  Medical  Officer  of  the 
Naval  Reserve  who  is  called  to  active  duty 
must  be  prepared  to  do  his  work  in  an  earnest 
manner,  endeavoring  to  enter  into  his  duties 
as  though  he  had  been  trained  from  his  earliest 
years  in  discipline  and  efficiency,  doing  what 
he  is  told  to  do,  going  where  he  is  told  to  go, 
and  in  general  following  Navy  customs,  tra- 
ditions, rules,  and  regulations. 

An  officer  of  the  Regular  Navy  is  not  lacking 
in  his  duty  to,  and  his  understanding  of,  the 
Naval  Reserve  officer,  and  when  asked  for 
help  and  advice  he  will  give  assistance  in  a 
generous  and  courteous  fashion.  The  Navy 
knows  that  efficiency  means  self-reliance  and 
initiative  and  will  seek  to  develop  these  im- 
portant qualities  in  the  officer  of  the  Medical 
Corps  of  the  Naval  Reserve  in  active  service. 
There  are  many  sound  principles  in  the  Navy 
but  none  so  deserving  of  such  high  commenda- 
tion as  the  Navy  sense  of  comradeship  and  de- 
sire to  help  others  in  their  loyalty  and  effi- 
ciency. Especially  is  this  true  with  respect 
to  those  who  seek  knowledge  in  their  work 
from  those  in  command. 

A conspicuous  and  fundamental  feature  of 
our  governmental  policy  is  the  maintenance  of 
our  Navy  to  uphold  the  United  States  in  its 
national  and  international  trade  and  to  pro- 
tect the  territorial  possessions  of  the  United 
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ERNEST  R.  EATON 


[N.  Y.  State  J.  M. 


States.  The  defense  of  our  coast  is  an  impor- 
tant part  in  the  preparation  of  naval  war 
plans,  and  included  in  this  plan  is  a definite 
service  expected  of  officers  of  the  Medical 
Corps  of  the  Naval  Reserve. 

The  United  States  Naval  Reserve  was  con- 
ceived in  1916  and  reorganized  in  the  years  of 
1925  and  1938.  It  is  a constituent  part  of 
the  United  States  Navy.  Naval  Reserve 
officers  are  commissioned  by  the  President  to 
serve  in  the  same  grade  and  rank  as  officers  of 
the  Regular  Navy.  Appointments  are  made 
in  conformity  with  the  law  enacted  by  Con- 
gress which  made  the  Naval  Reserve  a com- 
ponent part  of  the  Navy,  with  prescribed 
rules  and  regulations  administered  by  the 
Secretary  of  the  Navy. 

The  Bureau  of  Medicine  and  Surgery  main- 
tains a complete  medical  record  of  all  the 
personnel  of  the  Navy,  Marine  Corps,  and 
Naval  Reserve.  It  was  created  by  an  act  of 
Congress  on  August  31,  1842;  maintains 
hospitals,  supply  depots,  medical  laboratories, 
dispensaries,  and  technical  schools  for  the 
Medical,  Dental,  and  Hospital  Corps;  and  is 
charged  with  the  administration  of  the  Nurse 
Corps.  Furthermore,  it  is  allied  with  the  Red 
Cross  and  the  Veteran’s  Bureau. 

The  Surgeon  General  is  the  head  of  the  Bu- 
reau of  Medicine  and  Surgery  and  is  appointed 
by  our  President  for  a term  of  four  years. 
The  Bureau  of  Medicine  and  Surgery  under 
the  direction  of  the  Surgeon  General  directly 
governs  the  Navy  Medical  Reserve,  adminis- 
tering appointments,  promotions,  physical 
examinations,  retirements,  discharges,  etc. 

Officers  of  the  Medical  Corps  of  the  Naval 
Reserve  in  active  duty  are  subject  to  the  same 
laws,  rules,  and  regulations  as  the  officers  of 
the  Regular  Navy.  A book  of  United  States 
Navy  Regulations  and  Naval  Instructions  is 
issued  in  accordance  with  the  provisions  of 
Section  1547  of  the  Revised  Statutes  of  the 
United  States  for  the  government  of  all  per- 
sons attached  to  the  Naval  Service.  This 
book  states  that  all  officers  and  other  persons 
belonging  to  the  Navy  are  directed  and  re- 
quired to  make  themselves  acquainted  with 
the  regulations  which  set  forth  the  duty,  re- 
sponsibility, authority,  distinctions,  and  rela- 
tions of  the  various  bureaus,  offices,  and  indi- 
vidual officers  each  to  the  other. 

The  task  assigned  to  the  Navy  Medical 
Reserve  Corps  in  war  or  in  national  emer- 
gency in  peacetime  is  the  medical  and  surgical 
care  of  the  personnel  of  the  Navy  and  Marine 
Corps.  This  is  comparable  to  the  services 


given  in  municipalities  by  physicians,  dentists, 
nurses,  pharmacists,  and  hospitals. 

The  Navy  Medical  Center  in  Washington, 
D.  C.,  established  by  General  Order  No.  70, 
dated  June  20,  1935,  is  a unity  organization 
that  functions  as  a medical,  diagnostic,  and 
educational  center  directly  under  the  control 
of  the  Bureau  of  Medicine  and  Surgery,  with 
an  officer  of  the  Medical  Corps  of  the  United 
States  Navy  in  command.  Originally  the 
Medical  Center  consisted  of  two  subordinate 
administrative  units — namely,  the  United 
States  Naval  Hospital  and  the  United  States 
Naval  Medical  School.  The  Dental  School 
was  organized  as  a distinct  unit  on  April  1, 
1936,  under  a separate  subordinate  command. 

These  institutions  afford  to  members  of  the 
medical  and  dental  personnel  of  the  Navy 
such  courses  of  instruction  as  may  from  time 
to  time  be  determined  by  the  Bureau  of  Medi- 
cine and  Surgery  in  keeping  with  the  current 
needs  of  the  service.  A competent  staff  of  in- 
structors is  maintained,  and  officers  of  the 
Medical  and  Dental  Corps,  as  well  as  enlisted 
personnel  of  the  Hospital  Corps,  are  ordered 
to  duty  for  the  purpose  of  attending  these 
courses  as  the  exigencies  of  the  service  may 
permit. 

The  laboratories  of  the  Navy  Medical  Cen- 
ter are  available  for  members  of  the  personnel 
who  desire  to  undertake  research  work  and  for 
the  examination  of  pathologic  specimens. 
Further,  clinical  diagnostic  facilities  in  the 
Medical  School  are  provided  for  use  by  the 
Medical  Center  and  the  service  at  large. 

An  extensive  medical  library  available  for 
the  Navy  personnel  is  maintained  at  the 
Medical  Center. 

During  attendance  at  the  school,  be  he 
officer  or  enlisted  man,  the  student  becomes 
familiar  with  the  traditions  and  achievements 
of  the  Navy  and  is  given  a better  understand- 
ing of  the  environment  in  which  he  must  live 
and  work.  Aviation  medicine,  gas  warfare, 
and  tropical  medicine  are  taught,  as  well  as 
the  medical  and  surgical  emergencies  charac- 
teristic of  and  pertaining  to  Naval  service. 
Also,  the  newly  commissioned  officer  is  in- 
structed in  the  intricacies  of  the  paper  work 
of  the  Navy,  in  the  medical  and  personal 
equipment  necessary  for  sea  duty,  and,  in 
general,  in  the  performing  of  the  duties  of  a 
medical  officer  afloat. 

The  Naval  Reserve  occupies  an  important 
place  in  plans  for  national  defense,  and  defi- 
nite duties  and  positions  are  assigned  to  it 
which  it  is  not  possible  for  the  Regular  Navy 
under  its  peacetime  strength  to  execute  or  fill. 
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The  United  States  Naval  Reserve  is  intended 
to  augment  the  Regular  Navy  immediately 
upon  the  outbreak  of  war  and,  with  the 
Regular  Navy,  bears  the  first  brunt  of  battle 
with  the  enemy  at  sea. 

The  primary  aim  of  the  Naval  Reserve  is 
to  make  ready  beforehand  a force  of  qualified 
officers  and  enlisted  men  who  will  be,  and  are, 
available  for  immediate  mobilization  in  the 
event  of  a national  emergency  and  who,  to- 
gether with  the  active  and  retired  personnel 
of  the  Regular  Navy,  will  be,  and  are,  able 
to  meet  effectively  the  needs  of  the  expanding 
naval  establishment  while  an  adequate  flow 
of  newly  trained  personnel  is  being  established. 
It  is  a component  part  of  the  United  States 
Navy  and  consists  of  the  following:  (1)  the 
Fleet  Reserve,  (2)  the  Organized  Reserve, 
(3)  the  Volunteer  Reserve,  and  (4)  the  Mer- 
chant Marine  Reserve. 

1.  The  purpose  of  the  Fleet  Reserve  is  to 
provide  in  the  initial  stages  of  mobilization 
an  available  reserve  of  ex-officers  and  ex-en- 
listed men  of  the  Regular  Navy  who  may  be 
utilized  without  further  training  to  fill  those 
billets  requiring  experienced  personnel. 

The  officer  personnel  of  the  Fleet  Reserve 
consists  of  both  ex-commissioned  and  ex- 
warrant officers  of  the  Regular  Navy  who  have 
been  discharged  honorably  therefrom  after 
not  less  than  four  years  of  service  therein  and 
who,  with  their  own  consent,  have  been  ap- 
pointed in  the  Fleet  Naval  Reserve  by  the 
Secretary  of  the  Navy  in  the  permanent  rank 
last  held  by  them.  In  time  of  peace  such 
officers  who  are  kept  in  the  Reserve  receive  a 
small  salary  or  pay  but  are  not  obliged  to 
perform  training  or  drill  duty  during  that 
period.  These  commissioned  officers  include 
both  medical  and  dental  officers,  designated, 
respectively,  MC-F  and  DC-F. 

2.  The  desired  object  of  the  Organized 
Reserve  is  to  provide  a trained  force  of  officers 
and  men  which,  added  to  the  qualified  per- 
sonnel from  other  sources,  will  be  adequate  in 
numbers  and  composition  to  complete  the 
war  organization  of  the  United  States  Fleet. 
This  class  of  the  Naval  Reserve  consists  of 
officers  and  men  who  are  required  to  perform 
annual  training  and  other  duties  and  who  shall 
be  available  for  immediate  mobilization. 
The  officer  personnel  includes  medical  officers, 
both  commissioned  and  warrant  (including 
pharmacists)  and  are  designated  MC-O. 

3.  The  purpose  of  the  Volunteer  Reserve 
is  to  prepare  a force  of  qualified  workers  and 
men  in  such  numbers  that  if  added  to  the 
officers  and  men  in  other  branches  of  the  Re- 


serve they  will  be  adequate  to  fulfill  the  in- 
tent of  the  Naval  Reserve.  It  is  composed 
of  those  members  of  the  Naval  Reserve  not 
assigned  to  the  Fleet  Reserve,  the  Organized 
Reserve,  or  the  Merchant  Marine  Reserve, 
who  are  qualified  or  partially  qualified  for 
prescribed  mobilization  duties.  In  addition 
to  commissioned  and  warrant  officers  and 
enlisted  men,  the  Volunteer  Reserve  includes 
aviation  cadets,  midshipmen,  and  nurses. 

The  officers  of  the  medical  personnel  may 
be  summarized  briefly  as  follows:  (a)  Medical 
officers,  commissioned  and  warrant  (including 
pharmacists),  qualified  for  general  duties 
afloat  or  ashore — designated  MC-V(G).  (b) 
Medical  officers  qualified  for  specialists  duties 
— designated  MC-V(S).  (c)  Commissioned 
dental  officers  qualified  for  general  detail 
afloat  or  ashore — designated  DC-V(G).  (d) 
Commissioned  dental  officers  qualified  for 
specialists  duties — designated  DC-V(S). 

Each  Naval  District  has  a quota  of  Medical 
Specialists  Units  composed  of  medical  and 
dental  officers  of  the  Volunteer  Reserve. 
These  units  are  intended  to  provide  groups  of 
qualified  medical  and  dental  officers  in  time  of 
war  or  of  national  emergency.  These  units 
may  be  assigned  to  hospital  ships,  station 
ships,  or  base  hospitals  as  the  staff  thereof  or 
to  augment  the  staff  of  the  Regular  Navy. 

Each  Medical  Specialists  Unit  is  composed 
of  eight  medical  officers  and  one  dental  officer 
of  the  Specialist  Reserve  group.  In  addition 
and  at  such  time  as  these  units  are  called 
into  active  service,  six  nurses  of  the  Naval 
Reserve  Nurse  Corps  are  assigned  to  each 
unit  in  which  their  services  are  desired. 

A Medical  Reserve  Specialists  Unit  is  com- 
posed of  the  following  specialists,  one  of  whom 
serves  as  the  “organizer”  of  the  Unit:  (a)  sur- 
geon, (b)  ophthalmo-otolaryngologist,  (c)  urol- 
ogist, (d)  psychiatrist,  (e)  internist,  (f)  roent- 
genologist, (g)  clinical  pathologist,  (h)  orthope- 
dist, and  (i)  prosthodontist. 

In  each  unit  “alternates”  for  the  various 
specialists  are  set  apart  in  accordance  with 
the  quota  limit  in  each  district.  “Alternates” 
is  the  term  given  in  a Medical  Specialist  Unit 
for  younger  men  who  are  qualified  in  the  vari- 
ous specialties  but  who  are  not  called  for  ac- 
tive service  with  the  units  unless  circum- 
stances prevent  the  principals  from  serving. 
However,  in  time  of  national  emergency,  pro- 
vided their  services  are  not  required  with  the 
units,  “alternates”  may  be  transferred  to 
mobilization  stations  as  unassigned  medical 
specialists. 
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In  addition  to  the  specialists  units  as  desig- 
nated above,  Laboratory  Research  Units  may, 
in  time  of  war  or  national  emergency,  be  al- 
lotted to  hospital  ships,  base  hospitals,  or 
other  medical  department  activities  to  prose- 
cute laboratory  research  work  as  required. 
Each  unit  is  made  up  of  medical  officers  of  the 
specialists  class  and  twelve  pharmacist’s 
mates,  Class  V6,  who  are  qualified  laboratory 
research  workers. 

The  Naval  Reserve  Nurse  Corps  is  a part 
of  the  Volunteer  Reserve  and  is  composed  of 
graduate,  unmarried,  female  nurses,  having 
registry  in  one  or  more  states.  The  appli- 
cants must  be  citizens  of  the  United  States 
or  its  insular  possessions,  and  by  an  accept- 
ance of  an  appointment  in  the  Naval  Reserve 
they  obligate  themselves  to  serve  the  Navy 
in  wartime  or  when  a national  peacetime 
emergency  exists.  If  required  to  do  so,  they 
must  serve  throughout  the  war  or  until  the 
national  emergency  ceases  to  exist. 

4.  The  ultimate  object  of  the  Merchant 
Marine  Reserve  is  to  provide  officers  and  men 
for  service  on  merchant  vessels  and  to  provide 
officers  directly  connected  with  the  operation 
and  managements  of  such  vessels  when  com- 
missioned in  the  Navy.  So  far  as  practicable 
such  officers  and  men  will  be  assigned  to  duty 
in  their  own  vessels. 

The  Merchant  Marine  Reserve  is  composed 
of  those  members  of  the  Naval  Reserve  who 
follow,  or  who  for  three  years  followed,  the  sea 
as  an  occupation  or  those  who  are  employed 
in  connection  with  the  seafaring  profession. 
The  commissioned  personnel  includes  medical 
officers  who  are  designated  MC-M. 

To  retain  his  commission  in  the  service  and 
to  advance  in  rank  in  his  corps,  it  is  essential 
that  a medical  officer  of  the  Naval  Reserve 
exhibit  such  active  interest  as  may  be  possible 
under  the  circumstances.  Whenever  an  op- 
portunity offers  itself — when  appropriations 
are  available  or  at  his  own  discretion  without 
pay — he  should  take  training  duty  and  attend 
lectures  and  conferences  and  prepare  papers  on 
specific  subjects.  Study  assignments  should 
be  promptly  completed. 

The  Navy  provides  certain  courses  of  in- 
struction for  Naval  Reserve  officers.  In  the 
case  of  officers  of  the  Organized  and  Volunteer 
Reserve,  enrollment  in  these  study  courses  is 
obligatory,  the  minimum  requirement  being  a 
correspondence  course  in  Navy  Regulations. 
In  addition  to  the  correspondence  courses  in 
professional  subjects  the  Naval  War  College 
conducts  a special  course  in  strategy  and  tac- 
tics for  Naval  Reserve  officers.  A reading 


course  also  is  provided  by  the  Bureau  of 
Navigation. 

Candidates  for  appointment  as  medical 
officers  in  the  Naval  Reserve  must  be  citizens 
of  the  United  States  and  must  be  over  21 
years  of  age.  Medical  officers  in  the  classes 
MC-O,  MC-V(G),  and  MC-V(S)  may  be 
appointed  upon  presentation  of  satisfactory 
credentials  as  set  forth  below,  which  may 
be  accepted  in  lieu  of  a professional  exami- 
nation : 

(a)  Letters  or  certificates  from  three  or 
more  persons  of  good  repute  testifying 
from  personal  knowledge  to  good  hab- 
its and  moral  character  of  the  candi- 
date. 

(b)  Certificate  of  medical  education.  This 
certificate  must  be  from  a Grade  A 
school,  give  the  date  of  graduation  of 
the  candidate,  and  be  signed  by  the 
dean  or  registrar. 

(c)  Certificate  from  the  president  or  secre- 
tary of  a state  or  local  medical  society 
to  the  effect  that  the  applicant  is  a 
member  in  good  standing. 

(d)  Certificate  of  license  to  practice  medi- 
cine. 

(e)  Certificate  from  the  proper  hospital 
official  indicating  type  and  duration  of 
internship. 

(f ) If  the  candidate  has  had  hospital  serv- 
ice or  special  educational  or  profes- 
sional advantages,  certificates  to  this 
effect,  signed  by  the  proper  authorities, 
should  be  forwarded. 

In  addition  to  the  foregoing  conditions  of 
entrance  into  the  MC-V(S)  class,  evidence 
of  qualification  in  his  specialty  must  be  pre- 
sented by  the  candidate. 

The  limiting  border  of  ages  for  original  ap- 
pointments in  the  Naval  Reserve  are  as  fol- 
lows: 

Volun- 

teer 


Organ- 

Volun- 

Special 

(Mini- 

Mer- 

ized 

teer 

chant 

Reserve 

General 

mum) 

Marine 

Commander 
Lieut.  Com- 

45 

30-54 

mander 

37 

27-52 

Lieut. 

31 

24-50 

Lieut.  (J.  G.) 

21-32 

21-32 

25 

21-44 

Ensign 

Ensign  (Proba- 

21-28 

21-28 

21-26 

21 

tional) 

The  grade  and  rank  in  which  candidates  for 
class  MC-V(S)  are  appointed  is  determined 
by  the  candidate’s  age,  professional  standing, 
and  academic  seniority.  These  must  be  ap- 
propriated to  the  duties  of  the  mobilization 
assignment.  After  entrance  into  the  Navy 
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service,  the  officer  is  automatically  promoted 
to  the  next  higher  grade,  providing  he  dem- 
onstrates an  honest  and  earnest  interest  in  the 
service  to  which  he  is  attached  and  maintains 
a clear  record  as  to  naval  offenses. 

The  pay  of  officers  of  the  Naval  Reserve  on 
active  duty  is  identical  with  that  of  the  Regu- 
lar Navy  officers  of  equal  rank  and  length  of 
service.  In  addition  to  the  base  pay  certain 
allowances  are  granted  to  officers  not  occupy- 
ing government  quarters  and  also  to  those 
officers  who  have  dependents.  The  annual 
combined  pay  and  allowances  range  from  a 
minimum  of  $2,199  for  a newly  appointed 
Ensign  to  a maximum  of  $7,200  for  a Captain, 
the  highest  rank  attained  in  the  Medical 
Corps  of  the  Naval  Reserve.  The  lowest 
grade  in  which  a medical  officer  is  appointed 
is  that  of  Lieutenant  (junior  grade),  with  pay 
and  allowances  of  $3,158  per  annum  if  married 
and  not  occupying  government  quarters. 
In  addition  to  the  preceding  pay  and  allow- 
ances the  Naval  Reserve  officers  are  granted 
a cash  clothing  allowance  when  first  reporting 
for  active  duty. 

The  applicant  must  be  proved  to  be  physi- 
cally qualified  to  perform  the  duties  of  his  rank 
at  sea  and  on  shore  by  passing  a complete  and 
thorough  physical  examination.  The  stand- 
ard of  physical  examination  for  Medical  Re- 
serve officers  is  the  same  as  for  officers  of  the 
Regular  Navy.  These  standards  exclude  all 
pathologic  conditions  that  would  interfere 
with  the  performance  of  the  duty  required  in 
the  service  or  those  that,  as  a result  of  service, 
may  be  especially  liable  to  undergo  progres- 
sive change  or  to  become  the  basis  of  a claim 
against  the  government  in  the  event  of  the 
officer  being  called  in  active  service.  Among 
these  are:  (a)  feeble  constitution,  general 

poor  physique,  or  impaired  general  health; 

(b)  any  disease  or  deformity,  either  congeni- 
tal or  acquired,  that  would  impair  efficiency 
of  the  body  or  any  of  its  organs  or  parts;  and 

(c)  any  acute  disease  will  be  sufficient  cause 
for  rejection  of  an  applicant. 

Standards  of  physical  examination  are : 
Eyes — 12/20  in  each  eye  unaided  by  lenses 
and  capable  of  correction  by  lenses  to  20/20; 
color — the  applicant  shall  be  required  to  read 
all  plates  in  the  color  vision  test  book;  hear- 
ing— 15/15  whispered  voice  and  40/40  watch; 
height — minimum  66  inches,  maximum  76 
inches;  weight — minimum  132  pounds  (more 
than  15  per  cent  above  the  prescribed  weight 
disqualifies  an  applicant);  chest — minimum 
expansion  of  21/2  inches ; and  teeth — minimum 
of  20  vital,  serviceable,  permanent  teeth  of 


which  there  shall  be  four  opposing  molars, 
two  of  which  shall  be  on  each  side  of  the  me- 
dian line,  and  four  directly  opposed  incisors. 

In  certain  branches  the  physical  examina- 
tion is  followed  by  a written  one.  After  the 
applicants  are  passed,  names  are  listed  in  the 
order  of  the  examination  marks  received. 
Thus  is  determined  the  order  of  seniority. 
As  already  intimated,  in  the  case  of  the  MC- 
V(S),  a written  professional  examination  may 
be  waived  in  lieu  of  the  establishment  of  pro- 
fessional qualifications  of  the  applicant,  which 
qualifications  are  essential  and  are  required  by 
law  to  be  submitted.  Upon  acceptance  of  a 
commission  in  the  Medical  Corps  of  the 
United  States  Naval  Reserve,  an  officer  agrees 
that  in  time  of  war  and  in  a national  peace- 
time emergency  he  will  serve  his  country. 
Our  President  has  declared  that  this  present 
period  of  our  history  is  a national  peacetime 
emergency. 

Information  for  persons  desiring  appoint- 
ment as  officers  or  for  enlistment  in  the  Medi- 
cal Corps  of  the  United  States  Naval  Reserve 
is  published  in  a circular  by  the  Bureau  of 
Medicine  and  Surgery,  Navy  Department. 
The  titles  and  addresses  of  the  commandants 
of  the  various  Naval  Districts  to  whom  appli- 
cation may  be  made  are  as  follows: 

Commandant,  1st  Naval  District,  Navy 
Yard,  Boston.  (States  of  Maine,  Massa- 
chusetts, New  Hampshire,  Vermont,  and 
Rhode  Island,  including  Block  Island.) 

Commandant,  3rd  Naval  District,  90 
Church  Street,  New  York  City.  (States 
of  New  York,  Connecticut,  and  upper 
New  Jersey,  including  counties  of  Mer- 
cer, Monmouth,  and  all  counties  north 
thereof;  also  Nantucket  Shoals  Light- 
ship.) 

Commandant,  4th  Naval  District,  Navy 
Yard,  Philadelphia.  (States  of  Pennsyl- 
vania, southern  part  of  New  Jersey,  in- 
cluding counties  of  Burlington,  Ocean, 
and  all  counties  south  thereof ; Delaware, 
including  Winter  Quarter  Shoal  Light 
Vessel.) 

Commandant,  5th  Naval  District,  Naval 
Operating  Base,  Norfolk,  Va.  (States 
of  Maryland,  Virginia,  West  Virginia, 
and  the  counties  of  Currituck,  Camden, 
Pasquotank,  Gates,  Perquimans,  Cho- 
wan, and  Dare  in  North  Carolina,  also 
the  Diamond  Shoal  Lightship.) 

Commandant,  6th  Naval  District,  Navy 
Yard,  Charleston,  S.  C.  (States  of 
South  Carolina,  Georgia,  and  North 
Carolina,  except  the  counties  of  Curri- 
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tuck,  Camden,  Pasquotank,  Gates,  Per- 
quimans, Chowan,  and  Dare.) 

Commandant,  7th  Naval  District,  Navy- 
Yard,  Charleston,  S.  C.  (States  of 
Florida,  counties  of  east  of  Apalachi- 
cola River,  Alabama,  Tennessee,  Louisi- 
ana, Mississippi,  Arkansas,  Oklahoma, 
and  Texas.) 

Commandant,  8th  Naval  District,  Navy 
Yard,  Charleston,  S.  C.  (States  of  Flor- 
ida, counties  west  of  Apalachicola  River, 
Alabama,  Tennessee,  Louisiana,  Missis- 
sippi, Arkansas,  Oklahoma,  and  Texas.) 

Commandant,  9th  Naval  District,  Naval 
Training  Station,  Great  Lakes,  111. 
(States  of  Ohio,  Michigan,  Kentucky, 
Indiana,  Illinois,  Wisconsin,  Minnesota, 
Iowa,  Missouri,  North  Dakota,  South 
Dakota,  Nebraska,  and  Kansas.) 

Commandant,  11th  Naval  District,  Naval 
Station,  San  Diego,  Cal.  (States  of 
New  Mexico,  Arizona,  southern  part  of 
California,  including  counties  of  Santa 
Barbara,  Ventura,  Los  Angeles,  and  San 
Bernardino,  and  all  counties  south 
thereof.) 

Commandant,  12th  Naval  District,  San 
Francisco.  (States  of  Colorado,  Utah, 
Nevada,  northern  part  of  California,  in- 
cluding counties  of  San  Luis  Obispo, 
Kern,  Inyo,  and  all  counties  north 
thereof.) 

Commandant,  13th  Naval  District,  553  Fed- 
eral Building,  Seattle.  (States  of  Wash- 
ington, Oregon,  Idaho,  Montana,  Wyo- 
ming, and  Territory  of  Alaska.) 

Commandant,  Navy  Yard,  Washington, 
D.  C.  (Washington,  D.  C.) 

Whether  the  duty  be  that  of  Medical 
Officer  afloat  or  ashore,  the  following  instruc- 
tions prepared  by  the  present  Senior  Medical 
Officer  of  the  Third  Naval  District  will  be  of 
value  in  giving  a general  outline  of  the  proce- 
dure to  be  followed  by  officers  reporting  for 
duty.  The  list  covers  most  of  the  points 
to  be  considered  when  reporting  on  board  a 
large-type  vessel.  The  list  would  be  con- 
densed and  some  points  omitted  when  report- 
ing on  board  a destroyer  or  a similar  vessel. 

1.  When  reporting  on  board  in  civilian 
clothes,  have  uniform,  sword,  and 
gloves  in  luggage  with  you. 

2.  Report  to  the  Officer-of-the-Deck. 
Give  him  a copy  of  your  official  orders 
for  record  in  the  ship’s  log. 

3.  Obtain  your  stateroom  assignment. 
The  First  Lieutenant  of  the  ship  usually 
is  in  charge  of  assigning  officers’ 


rooms.  Normally,  the  Officer-of-the 
Deck  will  either  obtain  this  information 
for  you  or  have  his  messenger  escort 
you  to  the  First  Lieutenant’s  office. 

4.  Change  into  uniform. 

5.  Report  to  the  Executive  Office  with 
your  orders.  The  Executive  Officer 
will  give  you  brief  instructions  covering 
your  duty  on  that  vessel  and  usually 
will  give  you  instructions  in  regard  to 
time  and  uniform  for  calling  on  Cap- 
tain. 

6.  Turn  in  your  orders  to  the  Ship’s  Secre- 
tary in  the  Captain’s  office  for  endorse- 
ment. 

7.  Report  to  Senior  Medical  Officer. 

8.  Stow  clothes  and  outfit  (or  have  mess 
attendant  stow)  in  stateroom. 

9.  Obtain  combination  of  your  room  safe 
from  First  Lieutenant.  Reset  com- 
bination. 

10.  Obtain  linen  for  bed  and  blankets  from 
First  Lieutenant. 

11.  Pay  mess  entrance  fee  and  mess  bill 
to  Wardroom  Mess  Treasurer. 

12.  Purchase  a share  in  Cigar  Mess  from 
Cigar  Mess  Treasurer  (optional). 

13.  Draw  Ship  Organization  Book,  Ship’s 
Battle  Organization  Book , and  any 
other  ship’s  instructions  from  Ship’s 
Secretary.  Stow  same  in  stateroom 
safe. 

14.  Learn  your  station  and  duties  for: 
general  quarters,  fire  quarters,  abandon 
ship,  quarters  for  master,  collision 
quarters,  fire  and  rescue;  and  other 
emergency  exercises  for  which  bills 
have  been  prepared  on  that  ship. 

15.  Learn  ship’s  daily  and  weekly  routine. 

16.  When  your  orders  are  returned  to  you 
by  Ship’s  Secretary  after  having  been 
endorsed  by  the  Captain,  take  them  to 
the  Disbursing  Officer  with  Transfer 
Pay  Account  in  order  to  be  taken  up 
on  the  payrolls  of  that  vessel.  If  first 
reporting  for  active  duty,  you  will  not 
have  a transfer  pay  account,  and  it 
will  be  necessary  for  the  Commanding 
Officer  to  write  an  order  to  the  Dis- 
bursing Officer  directing  the  latter  to 
take  you  up  on  the  payrolls. 

17.  Furnish  Disbursing  Office  with  origi- 
nal orders  and  required  numbers  of 
copies  for  payment  of  travel  allowance. 

The  preceding  observations  are  not  to  be 
construed  as  official  or  reflecting  the  views  of 
the  Navy  Department  or  the  Naval  Service  at 
large.  Divested  so  far  as  possible  of  techni- 
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calities,  principal  points  of  information  have 
been  emphasized  in  the  hope  that  if  the  reader 
does  not  find  the  information  too  disconnected 


he  may  be  helped  in  better  understanding  the 
Medical  Officer  of  the  United  States  Naval 
Reserve.  53  West  83rd  Street 


OSLER  WAS  AN  OBSTINATE  MAN 

So  declared  Dr.  Joseph  McFarland,  who  spoke 
on  “Osier  as  I Knew  Him”  at  the  dedication  of 
the  Osier  Memorial  Building  at  the  Philadel- 
phia General  Hospital,  “Old  Blockley,”  on  June 
8.  “Osier  at  Old  Blockley,”  Dean  Cornwell’s 
oil  painting  depicting  a scene  during  “the  be- 
loved physician’s”  career  while  at  Philadelphia 
General  Hospital,  was  given  its  first  public  show- 
ing at  the  dedication.  The  painting  was  also 
shown,  together  with  “Beaumont  and  St. 
Martin,”  Cornwell’s  earlier  medical  painting,  at 
the  American  Medical  Association  meeting  in 
New  York.  “Osier  at  Old  Blockley”  is  the 
second  in  the  series,  “Pioneers  of  American  Medi- 
cine,” which  is  being  produced  by  John  Wyeth  & 
Brother,  Inc.,  of  Philadelphia,  to  dramatize  the 
contributions  of  Americans  to  the  advancement 
of  medicine. 

The  old  “Post  House”  in  which  Osier  per- 
formed many  autopsies  during  his  Blockley 
years  had  been  unused  for  twenty  years.  A 
committee  of  Blockley  graduates  decided  to  re- 
store it  to  its  original  state  and  maintain  it  as  the 
first  American  memorial  to  the  famous  Dr. 
William  Osier.  A grant  from  John  Wyeth  & 
Brother,  Inc.,  enabled  its  completion. 

More  than  a thousand  physicians  gathered  on 
the  grounds  of  Philadelphia  General  Hospital  for 
the  dedication. 

Osier  was  not  only  obstinate,  recalls  Dr. 
McFarland,  as  reported  in  the  Medical  Record, 
but  his  views  were  “frequently  brought  out  with 
the  added  force  of  irony  and  sarcasm.” 

“For  example,  I remember  one  of  his  bedside 
talks.  All  of  his  teaching  was  at  the  bedside,  the 
bed  being  wheeled  into  the  lecture  room  before 
the  whole  class  of  students  in  the  University 
Hospital,  or  a group  of  students  going  into  the 
ward  with  him  in  the  Blockley  Hospital.  This 
lecture  was  on  cirrhosis  of  the  liver.  We  had  an 
advanced  case  with  ascites  and  also  marked  cir- 
culatory obstruction;  and  after  all  phases  of  the 
disease  had  been  dwelled  upon  and  the  treat- 
ment reached,  he  turned  to  one  of  the  students 
and  said,  ‘Now,  what  shall  we  do  for  this  man?’ 
The  student,  remembering  the  instruction  re- 
ceived in  other  departments,  unhesitatingly  re- 
sponded, ‘Administer  potassium  iodide  to  ab- 
sorb the  connective  tissue  of  his  liver.’  Assum- 
ing an  erect  and  somewhat  belligerent  attitude 
and  emphasizing  each  word  with  an  extended 
forefinger,  Osier  said,  ‘You  might  as  well  admin- 
ister iodide  of  potassium  to  absorb  a lead  pencil 
in  the  man’s  vest  pocket  as  to  absorb  the  con- 
nective tissue  in  his  liver.’ 

“These  words  I have  never  forgotten,  though 
I do  not  remember  what,  if  any,  treatment  was 
prescribed.  He  probably  recommended  no  medi- 
cation of  any  kind.  Indeed,  that  was  his  usual 
method.  ‘Keep  the  patient  in  bed,  carefully 
regulate  his  diet,  keep  his  bowels  comfortably 


moving’,  were  apt  to  be  his  only  recommenda- 
tions. This  led  to  the  charge  that  he  was  a 
therapeutic  nihilist,  that  he  only  studied  his  pa- 
tients and  did  not  treat  them,  and  brought  upon 
his  head  the  execration  of  those  members  of  the 
class  who  had  begun  to  study  medicine  through 
pharmacy  and  working  in  drugstores,  serving  as 
drug  clerks,  all  of  whom  knew  a large  number  of 
elegant  formulas,  of  much  greater  advantage 
to  the  pharmacist  than  to  the  patient,  and  who 
came  into  the  profession  because  they  believed 
that  practice  consisted  of  the  administration  of 
drugs 

“It  was  difficult  to  understand  some  of  Osier’s 
attitudes,  especially  toward  the  cardiac  cases. 
In  all  of  the  other  clinics,  and  by  almost  every 
other  one  of  our  teachers,  every  case  of  cardiac 
disease  was  immediately  given  digitalis.  Osier 
pronounced  it  digitalis  and  used  it  very  spar- 
ingly. His  remedy  for  most  cases  was  rest  in 
bed,  careful  diet,  and  tincture  of  cardamom 
compositus.  He  was  accustomed  to  say,  ‘What 
this  heart  needs  is  rest  and  food.  It  doesn’t  want 
to  be  whipped  up  and  driven  to  further  exhaus- 
tion.’ And  in  regard  to  the  cardamom  he  said, 
‘It  is  pleasing  in  appearance,  has  a pleasant  odor, 
a distinctive  aromatic  taste,  is  readily  accepted 
by  the  patient,  and  does  neither  harm  nor  good. 
Give  it  until  you  find  out  what  else  it  may  be 
desirable  to  do.’ 

“He  was  also  insistent  upon  not  treating  the 
patient  until  you  knew  what  ailed  him.  This 
principle  was  once  carried  so  far  that  it  almost 
brought  about  his  expulsion  from  Blockley.  It 
was  in  1880,  only  five  years  before,  that  Laveran 
discovered  the  plasmodium  of  malaria,  and  I 
suppose  that  its  announcement  in  this  country 
was  received  with  the  same  widespread  skepti- 
cism as  the  tubercle  bacillus.  During  my  whole 
course  in  medicine  I never  saw  anyone  who  looked 
for  it  in  the  blood  as  a curiosity  or  sought  for  it 
for  the  purpose  of  making  a diagnosis  of  malarial 
fever.  Let  me  add  in  passing  that  at  the  time  of 
which  I speak  the  microscope  was  scarcely  used 
in  clinical  medicine  except  for  the  examination* 
of  urinary  sediments.  But  Osier  took  his  micro- 
scope into  the  hospital  wards  and  searched  the 
blood  of  all  fever  patients  for  malarial  parasites, 
or  whatever  else  he  might  find,  giving  them  no 
quinine  when  no  parasites  were  found,  continuing 
to  examine  the  blood  from  day  to  day,  often 
delaying  the  administration  of  the  specific  until 
he  had  studied  all  phases  of  the  cycle  of  parasitic 
development. 

“The  Guardians  of  the  Poor  considered  it  an 
unpardonable  neglect  of  the  sick  poor  and  ar- 
ranged to  let  Dr.  Osier  know  that  if  he  continued 
such  careless  practice  he  would  be  requested  to 
yield  his  position  to  someone  else.  He,  however, 
continued  in  much  the  same  way;  he  was  an 
obstinate  man.” 


ENTEROPATHY  IN  DEFICIENCY  STATES 

David  Adlersberg,  M.D.,  and  Michael  Weingarten,  M.D.,  New  York  City 


IT  HAS  long  been  known  that  nutritional 
deficiency  produces  functional  and  organic 
changes  in  the  gastrointestinal  tract.  The 
clinical  picture  of  a deficiency  state  is  fre- 
quently the  result  of  deficiency  of  more  than 
one  factor.  For  instance,  cases  of  beriberi 
often  present  symptoms  of  scurvy  and  pel- 
lagra. In  pellagra  and  in  beriberi,  fatty  stools, 
so  characteristic  of  sprue,  may  be  observed. 
A person  affected  with  pellagra  may  show 
scorbutic  symptoms  as  well  as  evidences  of 
vitamin  A deficiency. 

While  the  fully  developed  clinical  pictures 
of  avitaminosis  involving  the  gastrointestinal 
tract  (sprue  and  pellagra)  are  relatively  infre- 
quent in  this  part  of  the  country,  there  can  be 
little  doubt  that  milder,  subclinical  forms  oc- 
cur with  great  frequency.  Yet  relatively  little 
emphasis  has  been  placed  on  the  recognition 
of  these  subclinical  deficiencies,  especially  in- 
sofar as  they  manifest  themselves  through 
gastrointestinal  symptoms.  This  is  probably 
due  to  the  lack  of  definite  criteria  for  the  diag- 
nosis of  these  conditions.  The  recognition  of 
subclinical  scurvy  has  been  greatly  aided  by 
the  availability  of  a quantitative  chemical 
determination  of  vitamin  C in  the  blood  and 
urine.  Unfortunately,  there  are  no  simple 
laboratory  procedures  available  at  present  for 
the  determination  of  the  various  components 
of  the  vitamin  B complex  in  the  body.  Here 
the  recognition  of  a subclinical  deficiency  has 
to  be  based  solely  on  the  clinical  analogy  to 
the  classic  deficiency  states  with  prominent 
gastrointestinal  symptoms. 

It  is  our  belief  that  many  patients  who  do 
not  present  the  well-defined  pictures  of  sprue 
and  pellagra  are,  nevertheless,  suffering  from 
milder  forms  of  nutritional  deficiency.  This 
. belief  is  based  on  the  similarity  of  symptoms 
and  of  roentgenologic  findings,  particularly  in 
the  small  intestine,  and  the  therapeutic  re- 
sponse to  the  same  agents  that  favorably  in- 
fluence the  course  of  sprue  and  pellagra.  The 
study  of  this  problem  has  led  us  to  believe 
that  it  is  the  explanation  for  many  obscure 
and  frequently  undiagnosed  gastrointestinal 
conditions.  We  have  found  signs  of  deficiency 
in  patients  whose  gastrointestinal  tract  was 

Presented  in  part  at  a joint  meeting  of  the  Section  on 
Gastroenterology  and  Proctology  and  of  the  Section  on 
Radiology  of  the  A.M.A.,  St.  Louis,  May  19,  1939. 

From  the  Gastrointestinal  Service  (Dr.  H.  A.  Rafsky) 
of  Beth  Israel  Hospital. 


injured  by  mechanical,  chemical,  or  infec- 
tious agents  that  impaired  absorption  or  as 
a result  of  improper  nutrition  per  se.  Pro- 
longed dietary  insufficiency,  alcoholic  excess, 
the  roughage  fad,  and  irrational  reducing 
diets  are  among  the  producing  causes.  Im- 
paired gastric  function  with  achylia,  or  after 
gastric  resection  or  gastroenterostomy,  and 
organic  disease  of  the  stomach  or  colon  (not- 
ably ulcerative  colitis1)  are  predisposing  fac- 
tors. It  will  be  recalled  that  the  factors  enu- 
merated, when  intensified  and  prolonged  in  their 
action,  may  produce  the  picture  of  “secondary 
pellagra.” 

In  the  advanced  case  of  sprue  and  in  well- 
developed  pellagra,  the  intestinal  symptoms 
are  very  similar:  diarrhea,  distention,  flatu- 
lence, borborygmi,  and  vague  abdominal 
pains.  In  pellagra,  spruelike  stools  have  been 
described,  and  we  have  observed  microscopic 
evidence  of  impaired  fat  digestion  in  our 
cases.  The  advanced  case  of  sprue  is  charac- 
terized by  a marked  steatorrhea,  but  it  must 
be  remembered  that  some  milder  cases  of 
sprue  with  otherwise  typical  manifestations 
of  the  disease  may  have  no  anemia  or  diar- 
rhea, and,  during  a remission,  they  may  even 
be  constipated,  may  have  formed  stools,  and 
may  show  only  microscopic  evidence  of  im- 
paired fat  digestion  (Miller  and  Barker2). 

The  cases  of  mild  nutritional  deficiency 
which  we  have  observed  have  at  no  time  dur- 
ing their  course  shown  the  fully  developed 
picture  of  sprue  or  pellagra.  It  is  difficult, 
therefore,  to  classify  them  with  either  of  these 
entities,  although  it  may  be  possible  to  con- 
sider some  of  them  at  least  as  a “forme  fruste” 
of  one  of  these  diseases.  Most  of  the  cases, 
however,  do  not  lend  themselves  to  even  such 
a designation  and  must,  in  the  present  state  of 
our  knowledge,  be  considered  cases  of  “nutri- 
tional deficiency  involving  the  gastrointestinal 
tract.” 

Clinical  Picture 

The  chief  complaints  are  a feeling  of  heavi- 
ness and  distention  in  the  abdomen  with  a 
marked  increase  in  gas  formation;  borbo- 
rygmi with  “splashing,  gurgling  noises”  in  the 
abdomen,  belching,  and  flatulence.  There  is 
a sense  of  abdominal  unrest  and  pain  which 
varies  in  intensity  from  mild  to  cramplike 
sensations,  which  are  usually  localized  in  the 
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umbilical  region.  Nausea  may  occur  a few 
hours  after  meals,  and  poor  appetite  is  fre- 
quent. Constipation  is  often  present,  but  the 
bowel  movements  may  be  regular  with  either 
formed  or  semiformed  stools.  However,  di- 
arrhea may  occur,  especially  when  the  fat  and 
roughage  intake  are  excessive.  Glossitis  may 
be  present.  Denudation  of  the  epithelial  lin- 
ing, superficial  ulcerations,  varying  degrees  of 
swelling  of  the  tongue,  and  disturbance  of 
taste  are  found.  Fissures  and  scaling  of  the 
corners  of  the  mouth  (cheilosis)  may  also  be 
found.  Neuritis  of  the  peripheral  type,  as 
well  as  other  signs  of  deficiency,  may  be  as- 
sociated. 

It  often  happens  that  these  patients  have 
for  years  been  regarded  as  neurotics  or  that 
they  have  been  treated  for  peptic  ulcer,  gas- 
tritis, chronic  appendicitis,  or  “spastic  coli- 
tis.” Nevertheless,  this  form  of  deficiency 
may  be  associated  with  gastritis,  peptic  ulcer, 
gallbladder  disease,  and  the  various  forms  of 
colitis. 

The  stools  (formed,  semiformed,  or  loose) 
contain  large  amounts  of  fatty  acids  and  soaps. 
In  evaluating  this,  it  is  important  that  the 
total  daily  intake  of  fat  is  not  excessive 
(about  80  Gm.),  because,  if  large  amounts 
of  fat  are  taken  even  by  a normal  indi- 
vidual, there  will  be  a certain  amount  of 
unabsorbed  fat  in  the  stool.  Also,  it  is  neces- 
sary to  rule  out  the  presence  of  pancreatic  dis- 
ease. In  the  latter  case  the  stools  are  charac- 
teristically more  bulky,  and  the  fat  is  chiefly  in 
the  form  of  unsplit,  neutral  fat. 

Roentgenologic  Findings 

On  roentgenologic  examination,  gastric 
atony  is  a frequent  finding.  Hypermotility, 
but  more  often  hypomotility,  of  the  small 
intestine  may  be  observed.  In  either  case 
there  is  an  irregular,  smudged  filling  of  the 
coils,  and  deep  spasms  and  peristaltic  contrac- 
tions may  be  observed,  both  fluoroscopically 
and  roentgenographically.  Instead  of  the 
smooth,  continuous  filling  normally  observed, 
isolated  coils  are  found,  and  there  are  varia- 
tions in  the  contours  and  caliber  of  the  intes- 
tinal segments.  Dilated  as  well  as  narrow 
loops  are  seen.  Occasionally,  a loop  may  be 
so  markedly  dilated  as  to  simulate  the  colon 
in  appearance.  The  mucosal  pattern  is  thick- 
ened in  the  narrowed  loops  and  shows  disap- 
pearance of  the  markings  in  the  dilated  loops. 
Such  changes  have  been  described  in  cases  of 
sprue  by  Pillai  and  Murthi,3  and  Snell,  and 
Camp,4  and  in  pellagra  by  Weber  and  Rirx- 
lin.5  Mackie  and  Pound1  have  fomntthein  in 


Fig.  1.  Pellagra,  white  male,  aged  24. 
Mental  changes,  typical  dermatitis,  diarrhea. 
Small  intestine  four  hours  after  barium  meal: 
dilated,  narrowed,  segmented  and  isolated  loops. 
Hypersecretion  and  gas. 

a series  of  cases  of  ulcerative  colitis  and  have 
related  them  to  the  deficiency  state. 

It  is  necessary  to  exclude  the  effect  of  drugs 
before  interpreting  the  small  intestinal  pic- 
ture. For  example,  a saline  laxative  may  pro- 
duce changes  in  the  appearance  and  increase 
the  normal  motility.  On  the  other  hand,  mor- 
phine produces  delayed  motility  and  gas  in 
the  small  intestine  for  twenty-four  hours  and 
sometimes  as  long  as  five  days  (Pendergrass6) . 

Two  factors  are  apparently  concerned  in 
the  disturbance  of  motility  observed:  (1)  the 
irritation  of  the  intestinal  mucosa  tending  to 
cause  hypermotility  and  (2)  the  alteration  of 
the  neuromuscular  control  which  tends  to 
produce  hypotonicity  and  hypomotility  of  the 
entire  gastrointestinal  tract.  The  resultant 
of  these  two  factors  determines  the  final  motil- 
ity of  the  small  intestine,  so  that  we  may  have 
cases  of  hypermotility,  hypomotility,  and  even 
normal  motility  associated  with  very  definite 
signs  of  small  intestinal  involvement.  It 
should  also  be  remembered  that  the  gastric 
and  colonic  motility  may  influence  the  empty- 
ing of  the  small  bowel.  Atony  and  dilatation 
of  the  colon  with  large  amounts  of  gas  may  be 
observed. 

The  changes  in  pattern  and  motility  of  the 
small  intestine  found  in  deficiency  states  may 
also  be  present  in  inflammatory,  granulo- 
matous or  neoplastic  lesions,  and  in  steatorrhea 
of  pancreatic  origin.  They  are  by  no  means 
specific.  Nevertheless,  they  form  an  important 
part  of  the  syndrome  of  deficiency  as  it  affects 
the  gastrointestinal  tract  and  are  of  special 
’;alue*9sJa  diagnostic  lead  in  milder  states  of 
deficiency  (see.  figures). 
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Fig.  2.  Fig.  3. 

Fig.  2.  Deficiency  syndrome  with  nutritional  enteropathy;  restricted  diet  for  many  years;  sciatic 
neuritis;  occasional  diarrhea;  large  amounts  of  fatty  soaps  and  acids  in  stool.  Small  intestine  two 
hours  after  barium  meal:  patchy  filling  of  jejunum;  segmented,  dilated,  narrowed  loops. 

Fig.  3.  Deficiency  syndrome  with  nutritional  enteropathy;  restricted  diet  due  to  gallbladder 
disease  and  “nervous  indigestion”;  flatulence,  distention,  vague  periumbilical  pains;  glossitis;  neuri- 
tis. Small  intestine  three  and  one-half  hours  after  barium  meal : patchy  filling,  irregular  contours, 
segmented  loops. 


Discussion 

A consideration  of  the  possible  cause  of  the 
changes  found  in  the  subclinical  deficiencies 
may  well  begin  with  a discussion  of  the  ob- 
servations made  in  sprue  and  pellagra 

Pathology  of  the  Gastrointestinal  Tract  in 
Deficiency  States. — It  is  now  universally  ac- 
cepted that  pellagra  and  sprue  are  primarily 
due  to  nutritional  deficiency.  The  pathologic 
changes  in  the  gastrointestinal  tract  in  both 
diseases  show  striking  similarities.  Glossitis 
is  a common  feature. 

In  pellagra,  MacNeal7  has  described  “an 
inflammation  throughout  the  intestine,  patchy 
in  distribution  Strips  of  hyperaemic  intestine 
several  feet  in  length  alternated  with  strips 
fairly  normal  in  appearance.”  Vascular  en- 
gorgement, hyperplasia  of  lymphoid  tissue, 
edema,  and  infiltration  of  the  mucosa  with 
wandering  cells  were  seen.  Loss  of  superficial 
epithelium  was  extensive,  ulceration  com- 
monly occurred  in  the  lower  ileum,  caput  coli, 
and  rectum.  Lynch,8  describing  similar 
changes,  asserts  that  “the  state  of  the  intestine 
described  is  the  outstanding  structural  change 
in  pellagra.  It  constitutes  thus  far  the  only 
visible  characteristic  evidence  of  the  disease, 
except  the  dermatitis,  at  post-mortem  exam- 
ination.” , « , 

In  sprue,  Faber9  and  MansoprB^hf1^  held 
that  the  essential  pathologic  bhange  is  an  in- 


flammation of  the  intestinal  wall  especially 
involving  the  small  intestine.  Faber  was  able 
to  show  the  presence  of  diffuse  and  sometimes 
ulcerative  enterocolitis  in  sprue.  His  findings 
were  confirmed  by  Manson-Bahr,  who  states 
that  “evidence  is  accumulating  that  the  essen- 
tial primary  lesion  of  sprue  is  an  ulceration  of 
the  small  intestine  chiefly  affecting  the  lower 
end  of  the  ileum.”  The  findings  in  a typical 
case  were:  catarrhal  changes  in  the  duo- 
denum and  hyperemia  and  ulceration  of  the 
lower  jejunum  and  ileum.  Microscopically, 
there  was  atrophy  of  the  villi  due  to  fibrosis, 
diffuse  round  cell  infiltration  of  the  whole 
mucosa,  and  general  fibrosis  of  the  submucosa. 
Justi,11  Fischer  and  von  Hecker,12  and  Reed13 
report  similar  findings  in  cases  of  sprue. 

On  the  other  hand,  Thaysen14  is  an  expo- 
nent of  the  view  that  the  intestinal  changes 
observed  in  sprue  are  variable  and  that  sprue 
may  persist  for  a great  number  of  years  with- 
out organic  findings.  He,  as  well  as  Mackie 
and  Fairley,15  interprets  the  intestinal  wall 
changes  found  in  some  cases  as  being  of  a 
secondary  nature,  either  produced  by  invasion 
of  microorganisms  of  low  virulence  or  by  an 
irritation  of  the  mucous  membrane  by  the 
abnormal  intestinal  contents.  More  recent 
examinations  of  cases  of  nontropical  sprue 
by  c Rosen  thaj 16  and  Luksch  and  Sachs17 
showed  definite  chronic  inflammatory  changes 
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Fig.  4.  Nutritional  enteropathy  following  gastric  resection  for  duodenal  ulcer;  restricted  diet 
due  to  residual  pain;  bloating,  distention,  flatulence,  achlorhydria,  no  marginal  ulcer.  Small  intes- 
tine: immediate  film,  overloading  of  jejunum,  dilated  loops;  two  and  one-half  hours  after  barium 

meal:  patchy  filling,  isolated  coils,  irregular  contours. 


of  the  small  intestine  and  cecum,  with  ulcer- 
ations and  scar  formations. 

In  an  experimental  study  on  monkeys  fed 
on  autoclaved  food,  polished  rice,  and  onions, 
McCarrison18  found  congestive,  necrotic,  and 
inflammatory  changes  in  the  mucous  mem- 
brane, sometimes  involving  the  entire  gastro- 
intestinal tract,  sometimes  limited  to  areas  of  it; 
degenerative  changes  in  the  neuromuscular  ap- 
paratus, resulting  in  dilatation  of  the  stomach; 
ballooning  of  areas  of  small  and  large  bowel; 
degenerative  changes  in  the  secretory  ele- 
ments; hemorrhagic  infiltration;  and  atrophy 
of  the  lymphoid  elements.  Despite  the  im- 
portance of  these  observations,  we  have  been 
unable  to  find  any  confirmation  or  denial  of 
them. 

Role  of  Vitamins . — Consideration  of  the 
pathologic  changes  in  sprue  and  pellagra,  as 
well  as  in  the  experimentally  induced  defici- 
ency states,  may  lead  to  the  conclusion  that 
the  structural  integrity  and  normal  function 
of  the  gastrointestinal  tract  are  dependent 
upon  an  adequate  supply  of  vitamins.  The 
vitamin  B complex  seems  to  be  of  particular 
importance  but  a normal  supply  of  other  vita- 
mins is  necessary.  Vitamin  A deficiency  pro- 
duces keratinization  of  epithelial  structures 
with  increased  susceptibility  to  infection. 
This  has  been  observed  especially  in  the  lacri- 
mal glands,  the  bronchial  tree,  the  renal  pel- 
vis, and  also  in  the  gastrointestinal  tract. 
There  are  some  experimental  observations  of 
changes  in  the  gastrointestinal  tract  in  vita- 
min A deficiency  in  animals.19  However, 


there  is  no  conclusive  evidence  of  such  changes 
in  man  in  a pure  vitamin  A deficiency.  Vita- 
min Bi  deficiency  has  been  shown  to  produce 
hypotonicity  and  diminished  motor  activity 
of  the  entire  gastrointestinal  tract,  possibly 
through  its  effect  on  the  neuromuscular  ap- 
paratus. The  most  striking  clinical  gastro- 
intestinal symptom  is  anorexia.  Deficiency 
of  nicotinic  acid  is  associated  with  pellagra 
and  secondary  pellagra.  The  improvement 
of  the  gastrointestinal  symptoms  of  sprue 
upon  the  administration  of  liver  extract  rich 
in  vitamin  B2,  as  well  as  the  beneficial  effect 
of  liver  extract  and  nicotinic  acid  on  the 
diarrhea  of  pellagra,  is  well  established.  Cer- 
tainly all  the  factors  of  the  vitamin  B 
complex  are  not  known  at  present.  A recent 
study  indicates  that  an  unknown  nutritional 
factor,  tentatively  called  “vitamin  M,”  is 
necessary  to  prevent  pellagra  in  monkeys  in 
addition  to  nicotinic  acid,  riboflavin,  and 
thiamin,  and  other  known  components  of  the 
vitamin  B complex  (Langston,  Darby,  Shuk- 
ers,  and  Day20).  The  nature  and  functions  of 
the  various  components  of  the  vitamin  B 
complex  are  still  in  the  process  of  evaluation. 
Recently,  attention  has  been  called  to  choline 
as  a possible  component  of  the  vitamin  B 
complex. 

As  to  vitamin  C,  Einhauser21  found  that  it  is 
stored  in  the  walls  of  the  small  intestine  and 
that  in  patients  with  gastrointestinal  catarrh 
the  utilization  of  this  vitamin  is  impaired.  It 
has  been  found  easier  to  produce  tuberculous 
infection  of  the  small  intestine  in  animals  de- 
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prived  of  vitamin  C than  in  the  nonscorbutic 
controls  (Greene,  Steiner,  and  Kramer22). 

The  steatorrhea  and  the  negative  calcium 
balance  found  in  tropical  and  nontropical 
sprue  and  in  celiac  disease  have  been  related 
to  vitamin  D deficiency.  However,  this  ap- 
parent vitamin  D deficiency  may  be  secondary 
to  a failure  of  absorption  of  fats  and  fat-soluble 
vitamins  as  a result  of  vitamin  B2  deficiency. 
The  important  role  of  vitamin  B2  in  fat  ab- 
sorption has  been  emphasized  by  Verzar,23 
based  on  the  work  of  Mottram,  Cramer,  and 
Drew24  and  Cramer  and  Ludford,25  who  dem- 
onstrated the  abnormal  histologic  picture  of 
fat  absorption  in  animals  suffering  from  lack 
of  vitamin  B2.  However,  this  work  has  not 
been  confirmed  as  yet. 

Pathogenesis. — Two  modes  of  pathogenesis 
have  to  be  considered  in  cases  of  deficiency 
involving  the  gastrointestinal  tract. 

1.  A group  of  patients  may  show  at  first 
no  symptoms  of  deficiency  because  the  vita- 
min supply  has  been  adequate.  An  irritation 
of  the  wall  may  result  from  mechanical,  chemi- 
cal, or  infectious  injuries  to  the  gastroin- 
testinal tract,  and  this  may  cause  gastrointesti- 
nal dy sf  unction . Involvement  of  the  small  in- 
testine results  in  an  impairment  of  absorption 
of  fats,  carbohydrates,  proteins,  and  vitamins 
supplied  with  the  food.  When  the  inflamma- 
tory process  causes  hypermotility  of  the  small 
intestine,  this  factor  in  itself  may  impair  the 
absorption  to  a great  extent,  since  the  absorp- 
tive capacity  of  the  colon  is  very  limited.  In 
cases  with  a normal  or  delayed  small  intestinal 
motility,  physicochemical  changes  due  to  the 
inflammatory  process  may,  in  themselves,  alter 
the  complicated  mechanism  of  absorption  of 
nutritional  elements  as  well  as  of  vitamins. 
The  secondary  deficiency  thus  produced 
diminishes  the  resistance  of  the  tissues  to  fur- 
ther injury,  giving  rise  to  a vicious  circle: 
primary  irritation — secondary  deficiency — 
further  irritation  (secondary  to  deficiency). 

2.  In  another  group  of  patients  nutri- 
tional deficiency  presents  itself  at  the  outset. 
Here  we  find  those  who  have  for  a long  time 
taken  unbalanced  modifications  of  various 
diets  (e.g.,  Sippy,  low  residue,  gallbladder, 
and  colitis  diets),  persons  suffering  from 
alcoholism  whose  vitamin  and  food  supply 
have  been  diminished  by  the  caloric  value  of 
the  consumed  alcohol,  and  otherwise  normal 
individuals  who,  due  to  misinformation  or  poor 
economic  conditions,  have  failed  to  consume 
foods  that  are  essential  for  an  adequate  vita- 
min supply.  Here,  a special  role  might  be 
attributed  to  the  vitamin  B complex,  the  lack 


of  which  may  cause  a disturbance  in  absorp- 
tion of  other  vitamins,  thus  producing  the 
picture  of  a polyavitaminosis  with  diminished 
resistance  to  infection  and  other  noxious  fac- 
tors. The  superimposed  inflammation  of  the 
intestinal  wall  in  this  group  is  secondary  to  a 
primary  nutritional  deficiency  and  results 
from  bacterial  infection  and  irritation  by  ab- 
normal intestinal  contents.  The  vicious  circle 
in  this  group  presents  itself  as:  primary  de- 
ficiency— secondary  inflammation — further 

deficiency  (secondary  to  inflammation). 

Although  the  sequence  of  etiologic  factors  is 
different,  the  result  is  the  same,  and  the  final 
clinical  and  roentgenologic  picture  of  both 
groups  is  that  of  a chronic  enteropathy. 

The  concept  of  the  relation  of  gastrointes- 
tinal disorders  to  nutritional  deficiency  pre- 
sented here  resembles  a recent  development 
in  another  field  of  medicine.  The  discovery 
that  many  forms  of  polyneuritis  were  related 
to  vitamin  Bi  deficiency  led  to  the  work  of 
Weiss  and  Wilkins,26  who  demonstrated  the 
not  infrequent  occurrence  in  this  country  of 
“beri-beri  heart”  in  association  with  various 
forms  of  neuritis.  Similarly,  we  find  that 
changes  in  the  small  intestine  resembling  those 
found  in  both  sprue  and  pellagra  appear  in 
association  with  other  symptoms  of  nutri- 
tional deficiency  in  many  patients  with  gastro- 
intestinal symptoms. 

In  a previous  publication  we  have  referred 
to  the  small  intestinal  changes  in  deficiency 
as  being  due  to  a “chronic  enteritis.”27  The 
use  of  the  term  enteritis  in  this  connection  ap- 
peared to  us  to  be  as  justified  as  the  use  of  the 
terms  “glossitis”  and  “neuritis”  to  describe 
the  lingual  and  neural  changes  found  in  as- 
sociation with  deficiency.  However,  similar 
changes  in  the  small  intestine  have  been  found 
in  various  types  of  steatorrhea.  In  view  of 
this  fact,  of  the  controversy  as  to  the  actual 
changes  in  the  intestinal  wall  in  sprue  and 
pellagra,  and  of  the  complete  absence  of  ana- 
tomic examinations  of  the  intestine  in  the 
milder  deficiency  states,  we  consider  the 
term  “chronic  enteropathy”  to  be  more  ap- 
propriate. Whether  the  changes  observed  by 
us  in  the  milder  subclinical  deficiency  states 
are  functional  or  organic  in  origin,  they  con- 
stitute a recognizable  clinical  and  roentgeno- 
logic entity  to  which  the  term  “chronic  enter- 
opathy” may  be  applied  until  further  study  per- 
mits a more  exact  evaluation  of  the  basic  path- 
ology. 

Therapy. — The  therapy  of  intestinal  symp- 
toms in  deficiency  states  must  attempt  to 
break  the  vicious  circle  by  attacking  it  at  its 


January  1,  1941] 


ENTEROPATHY  IN  DEFICIENCY  STATES 


19 


two  poles:  inflammation  and  deficiency.  It 
consists  in  the  use  of  measures  intended  to  al- 
leviate the  irritation  of  the  intestinal  wall  and 
to  supply  an  adequate  amount  of  vitamins. 
The  diet  used  is  a high  vitamin,  high  protein, 
low  residue  diet.  In  a group  of  cases,  ad- 
dition of  lecithin  to  the  diet  exerted  a favor- 
able influence  on  food  absorption  (particularly 
fat,  possibly  vitamins)  and  on  intestinal  motil- 
ity. Soy  bean  lecithin  in  amounts  of  10  to  20 
Gm.  daily  was  given.  Whether  this  effect  is 
caused  solely  by  improved  absorption  or  by 
the  action  of  choline  (in  the  lecithin)  is  under 
study. 

Mild  astringents,  such  as  colloidal  aluminum 
hydroxide  preparations  or  bismuth  subgallate, 
may  be  used.  Liver  extract  and  vitamin  Eh 
(thiamin  chloride)  should  be  given,  preferably 
parenterally,  because  of  the  disturbed  absorp- 
tion. It  is  necessary  to  give  large  doses  and 
for  a long  time.  Treatment  must  not  be  dis- 
continued even  after  the  symptoms  have  im- 
proved, as  there  is  a marked  tendency  to  re- 
currence. Nicotinic  acid  and  riboflavin  have 
also  been  found  to  be  useful  in  combination 
with  liver  extract  and  thiamin  chloride. 

Summary 

Emphasis  has  been  placed  upon  the  recogni- 
tion of  subclinical  deficiency  states,  especially 
insofar  as  they  manifest  themselves  through 
gastrointestinal  symptoms,  thus  resembling 
mild  cases  of  sprue  and  pellagra. 

Evidence  of  a chronic  enteropathy  as  pre- 
sented above  should  call  attention  to  the 
possible  existence  of  a deficiency  state  in  the 
same  way  that  a neuritis  may  furnish  a clue 


to  the  existence  of  a latent  or  incompletely 
evolved  beriberi. 

136  East  64th  Street 
180  East  3rd  Street 
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THANKS  TO  A DOCTOR 
By  Elizabeth  Willcox  Kidwell 

It  seems  a very  little  thing 
That  still  my  child  can  sing. 

That  earth’s  small  voices  speak  to  her: 

The  robin’s  call,  the  muted  churr 
Of  locust  through  the  meadow  haze; 

That  yet  her  blithe  and  restless  toes 
Scorn  the  reluctant  ground, 

And  still  before  me  goes 

Her  wit’s  bright  flame  lighting  the  round 

Of  the  slow  wheeling  days. 

It  seems  a very  trifling  thing 
In  a great  world  distraught, 

And  yet  in  ancient  times  a healer  taught 
That  a child  twice  given 
Is  proof  of  heaven. 

Reprinted  in  the  Westchester  Medical  Bulletin  by  special 
permission  of  The  Saturday  Evening  Post,  copyright  1940, 
by  The  Curtis  Publishing  Company. 


DOCTOR’S  WIFE  HAS  HER  OWN  TEN 
COMMANDMENTS 

She  must  not  know  the  meaning  of  the  word 
“jealous.” 

She  must  never  gossip. 

She  must  run  a cafeteria,  serving  meals  at  all 
hours  for  her  husband. 

She  must  be — like  Caesar’s  wife — above  re- 
proach. 

She  must  have  self-reliance  and  self-control. 

She  must  be  able  to  think  quickly  and  sanely 
in  emergencies. 

She  must  be  a diplomat,  see  all,  hear  all,  say  a 
lot,  yet  say  nothing. 

She  must  learn  to  bear,  stoically  and  without 
complaint,  disappointments  in  her  personal  plans. 

She  must  be  a good  mother  and  father,  be- 
cause doctors  are  often  too  busy  to  discipline 
their  own  children. 

She  must  be  a good  "doctor”  because  doctors 
never  take  time  to  doctor  themselves. 

— Author  Unknown,  Wichita  Medical  Bulletin 


THE  CLINICAL  FACTORS  OF  THE  VITAMIN  B CONTENT* * 

Morris  L.  Drazin,  M.D.,  Jackson  Heights,  Long  Island,  New  York 


VITAMIN  B”  which  at  one  time  was 
thought  to  be  a single  vitamin  is  now 
known  as  a highly  complex  substance.1  At 
present  a number  of  its  constituents  have  been 
identified.  However,  it  is  fair  to  assume  that 
further  research  will  split  the  remaining 
portions  into  more  fractions.  The  diagram 
(Fig.  1)  illustrates  the  composition  of  the 
vitamin  B complex. 

There  are  two  main  divisions  of  the  vita- 
min B complex,  thermostable  and  thermo- 
labile  : 

Thermostable : 

Chick  dermatitis  factor  identified  in  1935 
(pantothenic  acid). 

Antigray  hair  factor  identified  in  1938. 

Bi,  pigeon  weight  and  rat  growth  factor. 

B5,  rat  dermatitis  factor  isolated  and  identi- 
fied in  1938  (pyridoxin). 

B2  (G),  riboflavin  identified  in  1933  and 
synthesized  in  1935. 

Nicotinic  acid,  antiblacktongue  and  pellagra 
factor  identified  in  1911,  rediscovered  in 
1937. 

Unknown  factors. 

Thermolabile : 

B3,  pigeon  weight  and  antigizzard  erosion 
factor  identified  in  1928. 

B4,  rat  antiparalysis  factor  identified  in  1929. 
Factor  W,  growth  factor  identified  in  1936. 
Bi,  thiamin  chloride  isolated  in  1926,  synthe- 
sized in  1936. 

Lecture  given  before  the  Section  of  Internal  Medicine 
and  Pathology  of  the  Queens  County  Medical  Society  on 
March  7,  1939. 

From  the  Medical  Service  and  Nutrition  Clinic  of  the 
Queens  General  Hospital,  Dr.  A.  Victor,  director. 

* Since  this  paper  was  submitted  for  publication,  a 
number  of  reports  have  appeared  in  the  literature  indi- 
cating that  vitamin  B6  is  of  importance  in  human  nutri- 
tion. 

Spies,  Bean,  and  Ashe  [“Note  on  the  Use  of  Vitamin  Be 
in  Human  Nutrition,  J.A.M.A.  112:  23  (June  10)  1939] 
described  a syndrome  characterized  by  “extreme  ner- 
vousness, insomnia,  irritability,  abdominal  pain,  weak- 
ness, and  difficulty  in  walking.”  This  disappeared  on 
injecting  50  mg.  of  vitamin  Be  intravenously. 

Antopol  and  Schotland  [“The  Use  of  Vitamin  Be  in 
Pseudohypertrophic  Muscular  Dystrophy,”  J.A.M.A. 
114:  12  (Mar.  23)  1940]  report  favorable  results  from  the 
use  of  vitamin  Be  in  pseudohypertrophic  muscular  dystro- 
phy. 

Jollife  [quoted  by  Spies,  T.  D.,  Hightower,  D.  P., 
and  Hubbard,  L.  N.:  “Some  Recent  Advances  in 

Vitamin  Therapy,”  J.A.M.A.  115:4  (July  27)  1940]  em- 
ployed vitamin  Be  in  certain  cases  of  paralysis  agitans. 
These  reports  are  very  promising  and  suggest  that  vitamin 
Be  is  a clinically  useful  substance. 


Riboflavin 

The  first  of  the  substances  to  be  isolated  was 
riboflavin.  It  was  recovered  from  milk  in 
the  form  of  pure  crystals.  In  1935  its  for- 
mula was  established  and  its  synthesis  was 
accomplished.  Riboflavin  prevents  cataract 
formation  in  rats  and  promotes  their  growth. 
It  also  prevents  dermatitis  in  turkeys.  There 
is  evidence  that  it  forms  the  coenzyme  of  a 
yellow  respiratory  enzyme  that  functions  as  a 
dehydrogenase.  The  exact  clinical  function 
of  riboflavin  is  not  known.  However,  in 
December,  1938,  Sebrell  and  Butler2  reported 
that  riboflavin  is  important  in  human  nutri- 
tion. Vilter,  Vilter,  and  Spies3  reported  that 
4 cases  of  pellagra,  whom  they  kept  on  a 
pellagra-producing  diet  supplemented  by 
nicotinic  acid  and  thiamin  chloride,  began 
to  lose  weight  and  developed  a dermatitis, 
but  the  administration  of  small  doses  of 
riboflavin  resulted  in  well-being  and  in  the 
improvement  of  the  cutaneous  lesions.  Jol- 
life4 feels  that  riboflavin  deficiency  may  ac- 
count for  the  sudden  death  of  certain  beriberi 
patients.  Sydenstricker,  Geeslin,  Temple- 
ton, and  Weaver5  confirmed  the  work  of 
Sebrell  and  Butler  and  described  5 human 
cases  of  riboflavin  deficiency.  These  patients 
showed  a dermatitis  at  the  corners  of  the 
mouth  (or  cheilitis)  and  an  atypical  derma- 
titis of  the  hands.  These  authors  adminis- 
tered, parenterally,  doses  as  high  as  60  mg.  of 
riboflavin  daily.  However,  further  work  will 
be  needed  to  determine  the  exact  role  of 
riboflavin  in  human  nutrition. 

Nicotinic  Acid 

Nicotinic  acid  was  isolated  from  rice  polish- 
ings and  yeast  in  1911  by  Funk  during  his 
studies  on  beriberi.  However,  when  he  found 
it  did  not  cure  beriberi,  he  paid  no  further 
attention  to  it.  Elvehjem,6  during  his  stud- 
ies on  blacktongue  in  dogs,  isolated  nicotinic 
acid  from  liver  extract  and  found  that  it  was 
useful  in  curing  pellagra.  Nicotinic  acid 
derives  its  name  from  the  fact  that  one  way  of 
preparing  it  is  by  oxidation  of  nicotine.  How- 
ever, nicotinic  acid  is  not  poisonous  and  is  to 
be  considered  a vitamin.7 

Occurrence  in  Foods. — There  is  evidence 
that  nicotinic  acid  is  present  in  a number  of 
foods:  chiefly,  liver,  yeast,  and  lean  meat. 
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The  amounts  are  small — yeast  contains  0.018 
per  cent. 

Physiologic  Significance. — There  is  evidence 
that  nicotinic  acid  is  a constituent  of  the 
respiratory  enzyme  cozymase.  Vilter,  Vilter, 
and  Spies3  found  that  in  the  blood  of  persons 
suffering  from  pellagra  cozymase  is  present 
in  insufficient  quantities  to  support  the  growth 
of  the  Bacillus  influenzae.  The  blood  of 
normal  individuals  and  of  pellagra  patients 
receiving  nicotinic  acid  or  its  amide  has  the 
ability  to  support  the  growth  of  B.  influenzae, 
but  nicotinic  acid  as  such,  when  added  to  a 
transplant  of  B.  influenzae,  will  not  support 
its  growth.  Hence,  these  authors  conclude 
that  nicotinic  acid  is  utilized  in  the  human 
body  as  a component  of  an  enzyme  group. 

Clinical  Use. — Nicotinic  acid  is  used  both 
for  the  prevention  of  pellagra  as  well  as  the 
treatment  for  it.  Fouts8  also  Spies9-10  report 
the  use  of  nicotinic  acid  in  doses  from  100  to 
1,000  mg.  for  the  prevention  and  treatment 
of  pellagra.  They  found  the  substance  ef- 
fective in  a large  group  of  persons  with  pel- 
lagra. They  point  out  that  nicotinic  acid 
will  relieve  only  symptoms  due  to  the  de- 
ficiency of  nicotinic  acid  alone.  Polyneuritis 
or  the  other  deficiency  states  that  compli- 
cate pellagra  require  additional  supplements 
to  the  diet.  Spies9-  10»n  and  also  Schmidt  and 
Sydenstricker12  assert  that  nicotinic  acid  alone 
cannot  be  expected  to  cure  pellagra  perma- 
nently, but  a 4,000-calorie  high  vitamin  and 
high  protein  diet  is  necessary  for  the  mainte- 
nance of  the  cure.  Nicotinic  acid  may  be  em- 
ployed in  any  case  of  suspected  pellagra. 
Stomatitis  and  glossitis13-14  are  indications 
for  the  use  of  nicotinic  acid.  It  should  be 
given  after  food  in  doses  of  100  mg.  every 
two  hours  to  tolerance.  It  is  soluble,  can  be 
taken  in  water  or  any  other  liquid,  and  can  be 
injected  parenterally.  The  symptoms  of 
intolerance  are  flushing  of  the  skin,  nausea, 
and  occasional  vomiting.15  Thus  far,  no 
serious  toxic  symptoms  have  been  encoun- 
tered. The  flushing  of  the  skin  is  temporary. 
Individuals  vary  in  their  tolerance  of  nico- 
tinic acid.  However,  it  is  best  to  give  large 
doses  up  to  1,000  mg.  in  divided  doses  on  the 
first  day  and  then  give  as  much  of  the  drug 
as  the  patient  will  tolerate  on  the  second  day. 
The  dose  is  reduced  to  a maintenance  level, 
the  guide  being  the  tolerance  of  the  patient. 
The  author  administered  500  mg.  to  patients 
for  several  weeks  without  untoward  symp- 
toms. 

A few  interesting  observations  were  made 
during  the  work  with  nicotinic  acid:  (1) 


Vitamin  B Complex 

Thermostable  Thermolabile 


Fig.  1.  Diagram  Illustrating  Constituents  of  the 
Vitamin  B Complex. 


The  patient  receiving  it  develops  a sense  of 
well-being.  (2)  The  sensorium  clears.  (3) 
The  dermatitis  lightens.  (4)  The  stomatitis 
and  glossitis  disappear.  (5)  The  appetite  im- 
proves. (6)  The  desire  for  smoking  in  heavy 
smokers  seems  to  be  lessened.  (7)  The  re- 
sponse of  a patient  to  nicotinic  acid  may  be  of 
prognostic  significance,  for  cases  where  nico- 
tinic acid  is  of  transient  or  no  effect  as  a rule 
do  not  recover. 


Thiamin  Chloride 

Thiamin  chloride  or  vitamin  Bi  was  iso- 
lated by  Jansen  and  Donath  in  1926.  R.  R. 
Williams  in  1936  synthesized  the  vitamin. 
It  is  a crystalline  powder,  is  soluble  in  water, 
and  has  a yeasty  taste. 

Occurrence  in  Foods. — Thiamin  chloride  is 
present  in  most  animal  and  plant  tissues.1 
For  the  most  part  it  is  contained  in  minute 
quantities  about  1:2,000,000.  On  the  whole, 
this  vitamin  is  present  in  submarginal  quanti- 
ties “so  that  nature  has  a struggle  to  make 
and  maintain  adequate  supplies  of  the  vita- 
min to  keep  life  moving  forward  at  an  opti- 
mal pace.”1  The  best  food  sources  of  thia- 
min chloride  are  the  whole  seeds  of  plants  and 
cereals,  yeast,  and  certain  animal  tissues  such 
as  pork,  liver,  heart,  and  kidney.  A well- 
balanced  daily  diet  contains  about  1 mg.  of 
thiamin  chloride.16  However,  most  American 
diets  fall  below  the  above  figure  in  thiamin 
content.17 

Physiologic  Significance. — Thiamin  chloride 


22 


MORRIS  L.  DRAZIN 


[N.  Y.  State  J.  M. 


is  essential  for  the  metabolism  of  all  cells. 
It  is  intimately  connected  with  the  carbo- 
hydrate metabolism.  Thiamin  chloride  is  a 
constituent  of  several  enzyme  systems  con- 
cerned with  the  oxidation  of  carbohydrate 
metabolites,  such  as  pyruvic  and  lactic  acids, 
etc.,  to  carbon  dioxide  and  water.1*18  There 
is  evidence  that  there  is  an  accumulation  of 
pyruvic  acid  and  related  substances  when  a 
thiamin  chloride  deficiency  exists.19  The 
more  physiologically  active  a cell  is,  the  more 
need  it  has  for  thiamin  chloride.1  This  may 
explain  why  a deficiency  of  thiamin  so  pro- 
foundly affects  the  tissues  of  the  nervous  and 
circulatory  systems.  Thiamin  is  stored  in 
the  tissues  especially  in  liver,  kidney,  heart, 
and  brain.  On  deficient  diets  the  amounts 
stored  decline  rapidly  at  first,  but  the  last 
minimal  amounts  are  retained  quite  per- 
sistently.1 The  brain  conserves  its  supply 
even  at  the  expense  of  other  tissues.1 

Clinical  Uses  of  Thiamin  Chloride. — Wil- 
liams and  Spies1  state  that  thiamin  is  not  a 
specific  substance  for  any  one  disease  but  is 
nevertheless  of  help  in  numerous  affections. 
This  they  explain  by  the  universality  of  the 
need  of  thiamin  chloride  on  the  part  of  all  the 
tissues.  The  classic  use  of  thiamin  chloride 
is  in  beriberi.  It  is  effective  in  the  dry  or 
polyneuritic  form,  as  well  as  the  wet  or  cir- 
culatory form  where  edema  is  the  predominat- 
ing factor.  Polyneuritis  in  any  form  is  prob- 
ably an  indication  for  the  use  of  thiamin  chlo- 
ride. Jollife  and  his  coworkers20*21  proved 
that  alcoholic  polyneuritis  is  similar  to  beri- 
beri as  it  occurs  in  the  Orient  and  that  it 
responds  to  treatment  with  thiamin  chlo- 
ride. Thiamin  chloride  may  be  administered 
orally,  subcutaneously,  intramuscularly,  and 
intravenously.  Williams  and  Spies  have 
given  500  mg.  daily  for  a month  to  normal 
people  without  ill  effects.1  The  author  has 
employed  doses  as  high  as  100  mg.  intrave- 
nously for  a week  without  ill  effects.  There 
is  a wide  range  between  the  therapeutic  and 
toxic  dose,  so  that  for  ordinary  purposes  thia- 
min chloride  can  be  regarded  as  nontoxic. 
Recently,  however,  herpes  zoster22  was  re- 
ported as  a complication  following  the  ad- 
ministration of  thiamin  chloride. 

When  definite  clinical  manifestations  such 
as  polyneuritis  exist,  it  is  the  consensus  among 
the  workers  in  this  field  that  the  doses  should 
be  high.  Injections  of  less  than  20  mg.  daily 
are  probably  inadequate  to  produce  a prompt 
result,  and  doses  much  higher  than  this 
may  be  needed.  When  the  patient  is  very 
ill  or  when  there  is  any  doubt  about  the  ab- 


sorptive capacity  of  the  gastrointestinal  tract, 
the  vitamin  must  be  administered  parenter- 
ally.  Intravenous  injections  are  apparently 
harmless  and  are  quite  efficacious.  Since 
there  are  at  present  no  simple  clinical  tests 
to  judge  the  sufficiency  of  thiamin  chloride 
therapy,  one  must  guide  himself  by  the  clinical 
results  and  gage  the  dosage  accordingly  . 

When  should  thiamin  chloride  be  employed? 
Aside  from  beriberi  when  the  indication  is 
clear,  thiamin  chloride  may  be  employed  to 
advantage  in  any  condition  where  a dietary 
deficiency  exists,  in  cases  with  heightened  me- 
tabolism such  as  fever,  hyperthyroidism,  pneu- 
monia, etc.  Diabetes  offers  a fruitful  experi- 
mental field  for  the  employment  of  thiamin 
chloride.  If  in  a routine  examination  the 
patient  exhibits  such  signs  as  marked  muscle 
tenderness,  especially  calf  tenderness,  plantar 
hyperalgesia  with  hyperactive,  or  absent 
deep  reflexes,  thiamin  chloride  may  be  of  use. 
There  is  no  clinical  contraindication  to  its  use. 
There  is,  however,  an  important  drawback 
to  its  indiscriminate  employment — it  is 
expensive.  Therefore,  thiamin  chloride  should 
be  used  judiciously  so  as  to  conserve  the 
patient’s  resources  but  unhesitatingly  and  in 
sufficient  amounts  when  indicated. 

Thiamin  chloride  will  not  help  any  other 
deficiency  state.  Hence,  the  patient  must  be 
searched  for  evidences  of  deficiencies  of  other 
nutrients,  and,  if  present,  these  should  be 
treated.  Again  diet  is  the  mainstay  in  treat- 
ing thiamin  chloride  deficiency  as  it  is  in  the 
therapy  of  any  deficiency  state.  The  follow- 
ing cases  are  cited  as  illustrations: 

Case  Reports 

Case  1. — C.  R.,  white  man,  aged  60,  was  oper- 
ated on  for  a hypertrophied  prostate.  He  was  dis- 
charged with  an  abdominal  sinus  through  which 
urine  came  out.  When  he  left  the  hospital, 
he  lived  in  a furnished  room,  and  then  for  some 
time  he  was  homeless  so  that  he  was  compelled 
to  sleep  in  the  park.  When  he  was  readmitted 
to  the  hospital,  about  a month  after  he  left,  he 
appeared  chronically  ill.  He  was  mentally  de- 
pressed and  retarded  and  somewhat  disoriented. 
He  ate  poorly.  His  tongue  was  dry.  The  skin 
of  the  dorsum  of  the  hands  to  above  the  wrists 
was  bilaterally  and  symmetrically  excoriated, 
thickened,  and  reddened.  The  diagnosis  of  pel- 
lagra complicating  a persisting  urinary  sinus 
was  made.  He  was  given  500  mg.  of  nicotinic 
acid  and  a 4,000-calorie,  high  protein  diet. 
Within  forty-eight  hours  he  became  rational 
and  cheerful.  His  appetite  improved  so  that  he 
consumed  all  the  food  given  to  him.  The  skin 
gradually  cleared  and  he  was  discharged  at  the 
end  of  two  months.  His  urinary  sinus  still 
persisted,  but  his  weight  increased  from  131  to 
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143lA  pounds.  His  mentality  was  lucid,  and 
his  skin  was  normal. 

Case  2. — M.  Q.,  white  man,  aged  43,  was 
admitted  to  the  hospital  with  a history  of  rheu- 
matic heart  disease  of  sixteen  years’  duration. 
He  had  been  in  bed  for  n/2  years  prior  to  admis- 
sion to  the  hospital.  He  had  been  treated  at 
home  with  digitalis,  mercupurin,  and  intra- 
venous glucose.  He  had  received  considerable 
amounts  of  pantopon,  and  he  was  sensitive  to 
morphine.  His  wife  related  that  during  his 
illness  he  received  about  1,000  hypodermic  injec- 
tions of  one  kind  or  another.  He  hardly  con- 
sumed any  food  at  home.  There  was  no  alco- 
holic history.  On  admission  he  appeared  very 
ill.  He  was  entirely  disoriented  and  had  visual 
and  temporal  hallucinations,  delusions,  and 
confabulations.  There  was  edema  of  the  feet 
and  legs  and  a right  hydrothorax  was  present. 
The  heart  was  enlarged.  Mitral  stenosis,  mitral 
insufficiency,  aortic  stenosis,  and  aortic  insuf- 
ficiency were  present.  A bilateral  peripheral 
neuritis  involving  the  lower  extremities  with  a 
bilateral  foot  drop  was  noted.  The  knee  and 
ankle  jerks  were  absent  and  there  was  marked 
muscle  tenderness.  The  diagnosis  was  rheu- 
matic heart  disease  complicated  by  a thiamin 
chloride  deficiency.  Fifty  milligrams  of  thiamin 
chloride  was  given  the  first  day,  intravenously. 
Within  twenty-four  hours  he  was  mentally 
clear  and  the  edema  of  the  legs  and  feet  was 
much  less.  This  dose  was  continued  for  five 
days.  Twenty-five  milligrams  was  given  for 
two  days  and  10  mg.  was  given  for  about  ten 
days,  and  then  this  dose  was  reduced  to  5 mg. 
daily.  He  improved  considerably,  the  edema 
disappeared,  the  sensorium  cleared,  the  hydro- 
thorax lessened  some,  and  he  ate  better  and  be- 
came stronger.  The  foot  drop  also  improved  to 
such  an  extent  that  for  the  first  time  in  11A 
years  he  was  permitted  to  leave  the  bed.  He 
even  stood  on  his  feet.  About  one  week  before 
his  death  he  developed  a sudden  toothache  of 
such  severity  that  one  of  the  interns  had  to  ad- 
minister morphine  to  him.  Shortly  thereafter, 
he  became  drowsy,  developed  heart  failure, 
coughed  up  some  rusty  material,  and  died  after 
several  days.  Postmortem  showed  an  enlarged 
heart,  an  old  lung  infarct,  and  mitral  and  aortic 
disease. 

This  case  is  mentioned  here  because  of  the 
temporary  response  of  the  patient  to  thiamin 
chloride  despite  the  gravity  of  the  underlying 
illness. 

Case  3. — J.  G.,  white  man,  aged  23,  was  ad- 
mitted to  the  hospital  because  of  an  extensive 
tuberculosis  for  which  a thoracoplasty  was  done 
in  two  stages.  When  first  seen  at  the  hospital, 
he  was  extremely  emaciated.  The  tongue  and 
buccal  mucous  membrane  presented  an  extensive 
grayish  white  patchy  slough  with  intervening 
areas  of  deep  red.  Because  of  this  he  was  prac- 
tically unable  to  swallow  anything,  since  swallow- 
ing was  very  painful.  There  was  considerable 
muscular  atrophy.  The  muscles  were  also 


tender.  There  was  marked  plantar  hyperesthe- 
sia, and  he  was  very  irritable.  The  thoraco- 
plasty wound  was  open  and  discharging  and  he 
had  a bed  sore  on  his  back.  The  sputum  was 
positive  for  Bacillus  tuberculosis.  The  follow- 
ing doses  of  nicotinic  acid  were  given  on  succes- 
sive days:  1,000,  800,  600,  300,  400,  200,  100, 
100,  50,  and  50  mg.  The  latter  dose  was  con- 
tinued for  two  weeks  and  then  stopped  because 
he  developed  symptoms  of  intolerance.  About 
two  weeks  later  the  nicotinic  acid  was  resumed 
in  50-mg.  doses  and  was  given  daily  for  almost 
two  months.  On  the  second  day,  twenty-four 
hours  after  the  administration  of  nicotinic  acid, 
there  was  an  improvement.  The  patient  was 
now  able  to  take  orange  juice  and  other  fluid 
nourishment,  and  within  a few  days  he  was 
able  to  take  solid  food.  The  mouth  lesions  dis- 
appeared after  a period.  In  addition  to  nico- 
tinic acid  he  received  two  doses  of  thiamin  chlo- 
ride, 25  mg.  intramuscularly  and  75  mg.  by 
mouth.  Then  Brewer’s  yeast  was  given  for 
eight  days  in  doses  of  1/2  to  2 ounces,  but  the 
patient  refused  to  take  the  yeast.  He  was  also 
given  at  least  1 pint  of  citrus  juices  daily  and 
30  drops  of  percomorph  oil  daily.  A high  pro- 
tein and  high  vitamin  diet  was  given.  His 
average  intake  of  calories  was  from  2,000  to 
3,200  a day.  After  a stormy  course  of  several 
months,  he  became  ambulatory,  gained  fifteen 
pounds  in  weight,  and  was  well  enough  to  be 
discharged  to  a tuberculosis  hospital. 

Summary 

Vitamin  B is  a generic  term  that  includes  a 
number  of  constituents.  Nicotinic  acid,* 
thiamin  chloride,*  riboflavin,*  and  probably 
pyridoxin  are  of  importance  in  human  nutrition. 

Nicotinic  acid,  thiamin  chloride,  and  ribo- 
flavin are  components  of  enzyme  systems 
that  are  of  great  importance  in  tissue  metabo- 
lism. Consequently,  a deficiency  of  these 
substances  produces  profound  changes  in  the 
living  organism. 

Nicotinic  acid  and  thiamin  chloride  and 
probably  riboflavin  when  used  in  indicated 
cases  and  in  proper  doses  are  therapeutically 
effective  and  important  substances. 
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STORED  BLOOD  FOR  TRANSFUSION 

From  the  Emergency  Blood  Transfusion  Serv- 
ice of  Edinburgh  and  southeast  Scotland  C.  P. 
Stewart  reports  in  the  Edinburgh  Medical  Journal 
studies  on  the  use  of  stored  blood  in  427  transfu- 
sions. He  points  out,  as  summarized  in  a Lon- 
don letter  to  the  J.A.M.A.,  that  for  certain  pur- 
poses the  therapeutic  value  of  blood  must  stead- 
ily decrease  during  storage.  Thus  the  disap- 
pearance of  leukocytes,  reported  by  several  ob- 
servers, means  that  blood  should  not  have  been 
more  than  two  days  in  storage  if  one  of  the  objects 
for  which  it  is  used  is  to  supply  leukocytes. 

But  if  the  object  is  to  supply  fluid  and  oxygen 
carrying  power  there  seems  no  reason,  on  the 
basis  of  laboratory  examinations  of  stored  blood, 
why  it  should  not  be  used  after  as  much  as  thirty 
days  of  storage.  However,  clinical  trial  is  essen- 
tial and  it  is  extremely  difficult  to  judge  the  rela- 
tive value  of  stored  and  fresh  blood.  In  surgical 
cases  the  therapeutic  results  appear  to  be  inde- 
pendent of  the  age  of  the  blood.  But  in  such 
conditions  as  leukemia,  various  types  of  anemia, 
septicemia,  and  toxemia,  blood  is  now  used  which 
has  been  in  storage  as  short  a time  as  possible,  and 
the  results  have  greatly  improved. 

All  the  transfusions  in  this  series  were  done 
with  blood  which  had  been  withdrawn  into  3.8 
per  cent  sodium  citrate  solution  with  a final  con- 
centration of  0.38  per  cent  citrate,  stored  at  a 
temperature  of  from  2 to  5 C.  In  most  cases  it 
had  been  filtered  after  being  stored  for  forty- 
eight  hours. 

In  the  427  cases  there  were  58  reactions,  of 
which  9 were  fatal;  16  were  only  febrile,  7 were 
transient  jaundice,  and  26  were  rigors.  The  total 
percentage  of  reactions  was  13.6,  which  in  the  259 
cases  of  the  series  of  transfusions  done  in  the 
present  year  was  reduced  to  10.4  with  only  one 
death.  This  reduction  of  incidence  of  reactions 


coincided  with  the  use  of  blood  of  lower  average 
“age.” 

The  deaths  appeared  to  be  due  to  acute  cardiac 
failure  following  injection  of  fluid  and  not  to  any 
factors  which  could  be  attributed  to  the  use  of 
stored  blood,  though  some  followed  a transfusion 
reaction  (rigor).  One  writer,  V.  H.  Riddell, 
states  in  his  book  on  blood  transfusion  that 
deaths  from  circulatory  failure  after  transfusion 
with  fresh  blood  are  much  commoner  than  is 
generally  supposed,  although  they  are  rarely  re- 
ported. 

Stewart  investigated  the  relation  between  the 
incidence  of  reactions  and  the  time  of  storage  by 
classifying  the  cases  into  five-day  periods.  Un- 
der twenty-four  hours  the  percentage  was  12.5, 
from  one  to  five  days  14,  from  six  to  ten  days  5.2, 
from  eleven  to  fifteen  days  15.6,  from  sixteen  to 
twenty  days  22,  from  twenty-one  to  twenty-five 
days  15,  and  from  twenty-five  to  thirty  days 
26. 

When  the  cases  were  further  analyzed  accord- 
ing to  the  storage  time  in  days  from  none  to  four- 
teen, it  was  found  that  blood  stored  from  four  to 
ten  days  was  safer  than  blood  stored  for  a shorter 
time  or  even  than  fresh  blood.  The  reason  for 
this  was  not  clear,  but  it  might  be  related  to  the 
disappearance  of  leukocytes  during  the  first  few 
days  of  storage.  The  increased  reaction  inci- 
dence after  the  tenth  day  may  be  associated  with 
the  disruption  of  erythrocytes. 

It  appears  that  stored  blood  is  no  more  likely 
to  produce  reactions  during  the  first  fortnight 
than  is  fresh  blood.  But  after  that  period  the 
likelihood  of  reaction  is  increased.  Therefore, 
while  it  is  possible  to  use  in  cases  of  emergency 
blood  stored  longer  than  a fortnight,  it  seems  bet- 
ter in  ordinary  cases  to  regard  this  period  as  the 
maximum. 


MISSISSIPPI  VALLEY  MEDICAL  SOCIETY  1941  ESSAY  CONTEST 


The  Mississippi  Valley  Medical  Society  offers 
annually  a cash  prize  of  $100,  a gold  medal,  and 
a certificate  of  award  for  the  best  unpublished 
essay  on  any  subject  of  general  medical  interest 
(including  medical  economics)  and  practical 
value  to  the  general  practitioner  of  medicine. 
Certificates  of  merit  may  also  be  granted  to  the 
physicians  whose  essays  are  rated  second  and 
third  best.  Contestants  must  be  members  of  the 
American  Medical  Association  who  are  residents 
of  the  United  States.  The  winner  will  be  invited 
to  present  his  contribution  before  the  next  an- 
nual meeting  of  the  Mississippi  Valley  Medical 
Society  at  Cedar  Rapids,  Iowa,  October  1,  2,  3, 


1941,  the  Society  reserving  the  exclusive  right  to 
first  publish  the  essay  in  its  official  publication — 
the  Mississippi  Valley  Medical  Journal  (incor- 
porating the  Radiologic  Review ).  All  contribu- 
tions shall  not  exceed  5,000  words,  be  type- 
written in  English  in  manuscript  form,  submitted 
in  five  copies,  and  must  be  received  not  later  than 
May  1,  1941.  The  winning  essay  of  the  1940 
contest  appears  in  the  January,  1941,  issue  of  the 
Mississippi  Valley  Medical  Journal  (Quincy, 
111.)  Further  details  may  be  secured  from 

Harold  Swanberg,  M.D.,  Secretary 
Mississippi  Valley  Medical  Society 
209-224  W.  C.  U.  Building,  Quincy,  111. 


DACRYOCYSTITIS  OF  THE  NEWBORN 

Harry  V.  Judge,  M.D.,  Albany,  New  York 


A PERUSAL  of  the  textbooks  dealing  with 
ophthalmology  reveals  that  the  subject 
we  are  considering  is  listed  under  the  heading 
“congenital  dacryocystitis.”  With  such  a 
terminology  we  are  to  assume  that  a child  so 
affected  was  born  with  an  inflammation  of  the 
lacrimal  sac.  Our  knowledge  of  the  subject 
contradicts  this  assumption. 

The  primary  pathology  which  gives  rise  to 
the  condition  is  embryologic  in  origin.  It  is 
due  to  an  incomplete  or  delayed  canalization 
of  the  nasolacrimal  duct.  Associated  with 
these  defects  may  be  the  presence  of  a collec- 
tion of  cells  at  the  lower  end  of  the  lacrimal 
canal  which  have  become  separated  from  the 
walls  of  the  canal  during  their  later  stages  of 
development  and  have  come  to  lie  at  the  lower 
end  of  the  duct,  either  just  within  or  without 
the  opening  of  the  canal.  In  the  former  situa- 
tion they  are  probably  being  held  back  by  the 
presence  of  a small  band  of  tissue  in  an  imper- 
forate opening  in  the  nasal  mucosa  where 
canalization  was  incomplete,  or  in  the  latter 
situation,  having  been  extruded  from  the 
patent  duct,  they  have  come  to  lodge  about 
its  opening.  The  presence  of  these  cells  may 
act  further  as  a contributing  factor  to  obstruc- 
tion of  the  canal  by  producing  a turgescence 
of  the  nasal  mucosa  in  their  immediate  neigh- 
borhood, thus  further  impeding  normal  drain- 
age through  the  canal.  It  is  to  the  latter  fac- 
tor that  reference  will  be  made  again  when 
another  method  of  treatment  will  be  suggested 
for  the  relief  of  this  condition. 

According  to  Zentmayer,1*2  other  etiologic 
factors  are  considered:  (1)  faulty  develop- 
ment of  the  cartilages;  (2)  partial  occlusion  by 
pressure  from  the  inferior  turbinate;  and  (3) 
stenosis  from  pressure  exerted  on  the  bones  of 
the  face  during  instrumental  labor. 

Irgeshimer  is  the  author  of  the  statement 
that  many  of  these  cases  are  due  to  hereditary 
syphilis. 

In  view  of  the  numerous  permanent  cures 
which  are  reported  as  a result  of  spontaneous 
opening  or  other  relief  measures,  the  incidence 
of  these  more  commonly  unaccepted  causes 
must  be  relatively  small. 

It  is  difficult  or  impossible  at  the  start  to 
know  with  which  factor  we  are  dealing.  It  is 
only  with  a progressive  series  of  diagnostic 
and  therapeutic  procedures  that  we  are  able 
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then  to  assume  with  which  type  we  have  been 
confronted.  This  approach  will  be  described. 

From  the  clinical  point  of  view  two  types 
may  be  assumed  to  occur: 

(1)  Simple:  represented  by  a low-grade 
infection  of  the  sac.  Some  of  these  are  be- 
lieved to  be  cured  spontaneously  when  the 
mechanical  obstruction  at  the  lower  end  of 
the  duct  is  relieved  by  nature  itself.  In  this 
same  class  may  be  considered  those  cases 
that  are  relieved  rather  promptly  by  expres- 
sion of  the  sac  supplemented  by  irrigation 
and  the  installation  of  an  antiseptic. 

(2)  This  is  a more  difficult  group  that  fails 
to  respond  to  the  usual  simpler  approaches 
and  that  ordinarily  responds  promptly  to 
the  introduction  of  a probe.  These  must 
be  considered  cases  of  imperforate  openings. 
With  the  mechanical  factor  more  evident 
in  this  group  and  with  patency  of  the  duct 
not  established,  complications  are  more 
likely — the  development  of  an  acute  dacryo- 
cystitis or  a transition  of  the  case  into  one 
of  chronic  dacryocystitis. 

Attention  is  first  drawn  to  the  eyes  several 
days  after  birth  when  a small  amount  of  lacri- 
mation  will  be  observed.  There  may  be  a 
small  collection  of  tears  in  the  lacus  lacri- 
malis  as  the  lids  are  separated.  Not  infre- 
quently we  observe  a small  amount  of  muco- 
purulent material  matting  the  cilia  together. 
There  is  a conspicuous  absence  of  any  inflam- 
matory signs  of  the  bulbar  or  palpebral  con- 
junctiva. In  the  majority  of  cases  these  signs 
are  so  slight  that  a diagnosis  of  the  real  condi- 
tion might  be  overlooked  unless,  as  a routine 
procedure  in  the  examination  of  the  catarrhal 
eye  of  the  newborn,  pressure  be  made  over  the 
lacrimal  sac.  In  cases  in  which  regurgitation 
is  not  elicited  at  the  first  examination,  it  is 
wise  to  repeat  it.  In  other  cases  there  are 
slight  inflammatory  signs  of  the  bulbar  and 
palpebral  conjunctiva,  and  in  some  there  is 
observed  an  acute  inflammation  of  the  sac 
with  redness  and  swelling  of  the  region.  The 
natural  tendency  of  the  conjunctival  sac  is 
to  drain  toward  the  puncta  and  frequently 
leads  to  the  collection  of  purulent  material 
at  the  inner  canthus  of  the  eye,  and,  unless 
this  is  removed  prior  to  the  time  pressure  is 
made  over  the  sac,  it  may  be  difficult  to  ob- 
serve whether  the  pus  had  been  regurgitated 
from  the  puncta  or  had  collected  at  the  inner 
canthus  over  the  plica.  The  task  is  enhanced 
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by  the  smallness  of  the  structures,  lids,  and 
puncta,  and  the  act  of  manipulating  them  into 
proper  position  to  show  eversion  of  these  parts 
is  sometimes  trying. 

To  facilitate  one’s  observation,  the  use  of 
the  Berger  loupe  is  urged.  The  head  of  the 
child  should  be  steadied  by  an  assistant.  A 
wooden  applicator  is  wound  with  a small 
amount  of  cotton  so  arranged  that  a small 
bulbous  end  is  developed.  After  the  eyelids 
have  been  wiped  dry  with  a small  amount  of 
cotton,  they  are  separated  by  means  of  the 
thumb  and  index  finger  of  the  left  hand  so  as 
to  expose  each  punctum.  At  this  point  pres- 
sure is  made  over  the  sac  in  the  region  corre- 
sponding to  the  internal  palpebral  ligament, 
and  regurgitation  through  the  puncta  is  looked 
for. 

One  will  be  greatly  surprised  at  the  wide 
variance  in  the  amount  of  material  that  will 
be  expressed.  In  some  cases  it  will  be  ex- 
tremely scant,  just  a drop  or  two,  while  in 
others  a surprisingly  large  amount  will  be  re- 
covered. It  is  in  this  latter  group  that  Creigler 
described  his  forceful  expression  of  the  sac. 
In  the  earliest  days  the  secretion  is  of  a clear, 
watery,  or  mucoid  character,  but  after  a short 
interval,  when  secondarily  infected,  the  secre- 
tion takes  on  a mucopurulent  or  purulent 
character.  It  is  then  that  we  may  see  cases 
presenting  a slight  or  a moderate  degree  of 
conjunctivitis  or  a slight  swelling  or  erythema 
of  the  skin  in  the  region  of  the  lacrimal  sac. 
It  is  the  latter  group,  unless  relieved,  that  may 
lead  to  the  unusual  complication  of  lacrimal 
abscess.  Bilateral  involvement  may  occur 
but  is  not  common. 

Differential  diagnosis  is  limited  to  three 
other  conditions: 

(1)  Silver  nitrate  reaction:  This  is  usually 
accompanied  by  an  active  reaction  of  the 
bulbar  and  palpebral  conjunctiva  as  ex- 
pressed by  slight  or  moderate  congestion. 
The  stained  secretions  are  negative  for  gono- 
cocci, and  the  signs  usually  disappear  in 
several  days. 

(2)  Gonorrheal  infection:  Here  the  prompt 
swelling  of  the  fids  is  marked  with  a profuse, 
creamy,  purulent  discharge  and  the  finding 
of  the  organisms  in  the  smear. 

(3)  Inclusion  blennorrhea:  This  is  a mild 
inflammation  of  the  eye  of  the  newborn, 
appearing  several  days  after  birth,  ac- 
companied by  only  slight  swelling  of  the 
fids.  The  presence  of  inclusion  bodies  may 
be  detected  with  a Giemsa  or  Wright  stain 
of  the  secretion. 

The  above  conditions  are  likely  to  be  bilat- 


eral and  regurgitation  of  the  sac  contents  is 
absent  in  all. 

It  must  be  recalled  that  many  of  these 
cases  will  cure  themselves  without  any  treat- 
ment. Such  is  the  experience  recorded  by 
obstetricians.  These  indicate  a spontaneous 
opening  of  the  lacrimal  canals  or  the  clearance 
of  epithelial  debris  from  the  nose  through  the 
act  of  sneezing  or  aspiration. 

In  the  approach  of  the  other  group  of  cases 
the  following  procedure  is  recommended: 

When  the  presence  of  dacryocystitis  is  es- 
tablished, a small  nasal  applicator  is  wound 
tightly  with  a minimum  of  cotton — just 
enough  to  cover  the  metal  probe.  This  is  ad- 
vanced along  the  floor  of  the  nose  on  the  af- 
fected side,  and  in  the  act  of  withdrawal  it  is 
made  to  hug  under  the  lower  surface  of  the 
inferior  turbinate  bone.  One  will  frequently 
be  surprised  to  find  on  withdrawal  of  the  ap- 
plicator a collection  of  mucus,  epithelial  cells, 
and  debris.  The  mass  may  be  soft  or  some- 
what inspissated.  It  is  frequently  accom- 
panied by  a sticky,  tenacious  secretion.  If 
one  is  fortunate  enough  to  meet  such  findings, 
no  further  treatment  is  applied,  and  the 
mother  is  directed  to  return  with  the  infant 
on  the  following  day.  If  this  offending  debris 
had  been  the  causative  agent  for  the  improper 
drainage  through  the  canal,  one  may  be  agree- 
ably surprised  to  find  the  sac  dry  on  the  fol- 
lowing day,  and,  if  not  entirely  dry,  only  the 
slightest  amount  of  mucous  material  may  still 
be  expressed.  If  the  latter  is  present,  it  is  as- 
sumed that  the  failure  of  immediate  response 
is  due  to  the  presence  of  a turgescence  of  the 
mucous  membrane;  on  the  incidence  of  its 
disappearance  the  drainage  is  established,  and 
on  the  second  or  third  day  no  regurgitation  will 
be  apparent. 

In  the  literature  reviewed  I have  seen  no 
reference  to  such  an  approach  in  dealing  with 
dacryocystitis  of  the  newborn.  A somewhat 
analagous  procedure  was  noted  by  Zent- 
mayer1  in  which  he  remarks:  “A  successful 
method,  not  recommended  by  any  writer,  was 
witnessed  by  Capez,  according  to  Van  Duyze 
(Ann.  Soc.  de  Med.  de  Gaud,  1892,  LXXI, 
Pages  11  to  19).  This  author  saw  a lachrymal 
tumor  rapidly  cured  by  the  nurse  applying 
mouth  suction  to  the  nose  of  the  infant.”  In 
lieu  of  such  a procedure,  it  must  be  assumed 
that  such  a cure  was  effective  in  a case  where 
epithelial  cells  and  debris  were  the  offending 
agents.  An  imperforate  canal  could  not  be 
opened  by  such  a procedure. 

The  second  approach,  expression,  can  be 
carried  out  by  one  of  two  methods:  In  the 
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first,  repeated  expressions  of  the  lacrimal  sac 
are  made  several  times  a day,  followed  by 
boric  acid  irrigations  and  the  installation  of  an 
antiseptic.  A 1 per  cent  aqueous  ethylhydro- 
cuprein  hydrochloride  solution  has  afforded 
excellent  results. 

Creigler  has  described  a method  for  expres- 
sing the  contents  of  the  lacrimal  sac  downward 
in  an  effort  to  open  the  nasolacrimal  duct  by 
hydrostatic  pressure.  Occasionally  this  hap- 
pens unintentionally  in  the  act  of  examining 
the  sac  for  regurgitation.  Creigler’s  method 
is  described  in  his  own  words: 

“Method  of  Procedure” 

“1.  The  tear  sac  is  allowed  to  become  fully 
distended.  We  caution  the  mother  not  to  wipe 
the  eye  or  in  any  way  to  press  on  the  sac  before 
coming  to  the  clinic  or  office.  She  is  given  a 25 
per  cent  solution  of  protargin  mild  (argyrol)  or 
other  antiseptic  eye  lotion,  to  be  dropped  into 
the  culdesac  three  times  a day,  to  protect  the  eye- 
ball from  infection. 

“2.  The  infant’s  head  is  held  between  the 
surgeon’s  knees  in  a manner  similar  to  the  method 
in  vogue  of  inspecting  the  eyeball.  Assuming 
that  it  is  the  right  sac  that  is  affected,  he  places 
his  right  thumb  over  the  sac  in  a way  to  shut  off 
the  return  flow  through  the  puncta.  This  is  done 
by  holding  the  thumb  sidewise,  with  the  thumb 
nail  outward  and  forming  an  acute  angle  with  the 
plane  of  the  iris.  The  edge  of  the  thumb  is  now 
pressed  downward  over  the  puncta,  compressing 
it  against  the  rim  of  the  orbit;  with  this  point  of 
pressure  maintained,  the  thumb  is  rotated  to  the 
right,  at  the  same  time  pressing  downward, 
abruptly  over  the  sac.  The  fluid,  now  being 
compressed  by  the  thumb,  transmits  the  pressure 
to  the  walls  of  the  sac,  which  must  give  way  at  its 
weakest  point,  which  happens  to  be  the  site  of 
the  nasal  opening.  Repeated  cures,  after  one 
manipulation  of  this  sort,  and  no  failures  so  far, 
extending  over  a period  of  seven  years,  convince 
me  that  the  probe  should  never  be  resorted  to 
except  as  a last  resort. 

“The  salient  points  to  be  remembered  are: 

“(1)  Pressure  must  be  made  over  the  sac 
only  when  it  is  distended. 

“(2)  Care  should  be  taken  that  the  thumb 
is  applied  in  such  a way  as  to  prevent  regurgi- 
tation into  the  conjunctival  sac. 

“(3)  Sudden  pressure  over  the  sac  causes  the 
retained  fluid  to  burst  through  the  persistent 
fetal  membrane  which  separates  the  mucous 
lining  of  the  nose  from  that  of  the  nasal  duct.” 

After  two  to  three  weeks  of  conscientious 
expression  as  advised  under  the  first  group  of 
this  phase  of  treatment,  the  use  of  the  probe 
should  be  advised.  The  probing  of  the  duct 
of  the  newborn  is  usually  not  attended  with 
difficulty.  While  the  maneuver  can  be  ac- 


complished without  the  aid  of  an  anesthetic, 
preference  is  for  a very  light  ether  anesthesia 
sufficient  to  secure  quiet  of  the  head,  particu- 
larly in  babies  over  6 to  8 weeks  of  age.  The 
use  of  the  Berger  loupe  is  urged  again  to  ac- 
centuate the  anatomic  markings.  Having 
evacuated  the  contents  of  the  sac,  the  con- 
junctiva is  flushed  with  boric  acid  solution. 
To  enlarge  the  lower  punctum  a Wilder’s  long 
taper  punctum  dilator  is  introduced  gently  for 
about  2 to  3 mm.  This  should  not  be  carried 
beyond  this  point;  otherwise,  with  the  in- 
creasing taper  of  the  instrument,  the  sphincter 
muscle  surrounding  the  punctal  opening 
might  be  ruptured  and  the  capillary  action  of 
this  structure  be  destroyed.  For  the  same 
reason  slitting  of  the  canaliculus  is  deprecated. 
A No.  1 Bowman  probe  is  advocated.  After 
introduction  into  the  punctum,  the  probe  is 
carried  inward  on  a horizontal  plane  to  meet 
the  nasal  bone.  At  this  latter  point  the  instru- 
ment is  steadied  by  gentle  pressure,  turned  to 
the  vertical,  and  passed  downward  in  the 
canal,  its  course  prescribed  by  a line  drawn 
from  the  inner  canthus  to  the  corresponding 
nasolabial  fold.  It  must  be  remembered  that 
its  course  is  short,  5 to  6 mm.  representing  the 
distance  from  the  lacrimal  fossa  to  the  floor  of 
the  nose.  Ordinarily  the  probe  is  passed  with 
ease  and  is  soon  felt  to  meet  resistance  on  the 
floor  of  the  nose.  To  make  sure  that  the  probe 
has  reached  the  nasal  cavity,  a second  probe 
can  be  introduced  along  the  floor  of  the  nose 
and  made  to  course  along  the  outer  wall.  If 
the  first  probe  has  reached  the  floor,  a metallic 
click  can  be  felt  and  sometimes  heard  when  the 
second  probe  engages  the  first.  In  addition, 
a movement  of  the  upper  end  of  the  first 
probe  is  apparent  when  agitated  from  below. 
In  other  instances,  the  probe  can  occasionally 
be  seen  with  the  aid  of  a nasal  mirror  and  a 
small  nasal  speculum. 

No  complete  statistics  as  to  its  incidence  are 
available.  Zeigler  saw  2 cases  in  twenty  years 
of  practice.  In  the  combined  private  practice 
and  the  Rostock  clinic  practice  of  Professor 
Peter  only  17  cases  were  observed  between  1901 
and  1908.  In  the  course  of  three  and  one-half 
years,  15  cases  were  treated  at  the  women’s 
clinic  in  Dortmund.  Robert  A.  Campbell  re- 
ports 5 cases  observed  over  a period  of  twelve 
years.  I have  observed  26  cases  in  the  course 
of  eleven  years.  This  higher  incidence  may  be 
explained  by  my  association  with  a maternity 
hospital  and  with  the  obstetric  department  of 
a general  hospital. 

The  age  of  the  infant  at  the  time  of  the  first 
visit  in  the  practice  of  others  was  a variable 
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factor,  usually  from  6 to  14  weeks.  In  my 
practice  the  average  age  was  7 weeks,  al- 
though they  have  been  seen  as  early  as  1 to  2 
weeks.  Four  cases  with  a diagnosis  of  chronic 
dacryocystitis  were  observed  in  the  first 
years  of  life  as  a result  of  neglect  or  improper 
treatment.  All  4 gave  histories  involving  the 
lacrimal  apparatus  shortly  postpartum.  Two 
of  these  were  relieved  by  extirpation  of  the  sac. 
Treatment  was  deferred  in  the  other  2 cases. 

A gradual  approach  in  the  form  of  treat- 
ment is  recommended,  advancing  from  the 
simplest  to  the  more  radical.  By  this  method 
probing  may  be  avoided  in  approximately  50 
per  cent  of  the  cases,  25  per  cent  responding 
to  the  nasal  approach  and  the  other  25  per 
cent  by  expression.  The  promptest  relief  is 
obtained  by  probing,  although  this  may  oc- 
casionally have  to  be  repeated  in  order  to 
effect  a cure.  Those  responding  to  the  method 
advocated  by  Creigler  and  the  others  who  were 
relieved  by  the  nasal  approach  were  cured  in 
from  two  to  three  days. 

Cure  by  repeated  expression  was  slower, 
averaging  about  eleven  days,  but  in  some  in- 
stances cure  was  delayed  slightly  beyond  this 
time. 
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Discussion 

Dr.  Mortimer  A.  Lasky,  Brooklyn — Dr.  Judge 
is  to  be  congratulated  for  his  excellent  presenta- 
tion of  the  etiology  and  methods  of  treatment  for 
this  not  uncommon  ailment.  This  condition  has 
been  sadly  neglected  in  most  of  the  texts  and  in 
scientific  meetings.  It  is  very  easy  to  minimize 
such  cases,  and,  as  we  know,  many  cases  of 
chronic  dacryocystitis  with  all  its  accompanying 
suffering,  inconveniences,  and  complications  re- 
sult from  careless  neglect  or  inadequate  treat- 
ment. With  such  a simple  procedure  as  Dr. 
Judge  describes,  it  should  be  unnecessary  for  the 
great  majority  of  these  conditions  to  fail  being 
cured  when  still  in  their  early  stages. 

The  technic  is  not  complicated  and  is  appar- 
ently very  successful.  The  mere  removal  of  a 
mass  of  mucus  and  cellular  debris  from  the  nasal 
end  of  the  nasolacrimal  duct  serves  to  establish 
drainage  and  obviate  any  further  treatment.  It 
is  a means  of  treatment  that  does  not  require  the 
services  of  an  ophthalmologist.  All  general 


practitioners  and  obstetricians  should  be  made 
cognizant  of  this  procedure  so  that  they  will 
apply  it  as  soon  as  a watery  eye  is  discovered. 
Thus,  there  would  be  no  tendency  to  procrasti- 
nate and  wait  for  nature  to  repair  a defect  that 
might  be  more  serious  than  realized.  If  the  con- 
dition is  not  corrected  by  this  early  treatment, 
the  practitioner  should  certainly  become  con- 
cerned enough  to  seek  the  advice  of  an  ophthal- 
mologist and  not  wait  for  an  inflammation  to 
supervene. 

Dr.  Judge  objects  to  the  commonly  used  term 
“congenital  dacryocystitis/’  which  implies  that 
the  infant  so  affected  was  born  with  an  inflam- 
mation of  the  lacrimal  sac.  This  is  a valid  ob- 
jection for  the  great  majority  of  these  cases. 
However,  I have  personally  seen  a newborn  who 
had  an  acute  dacryocystitis  at  birth.  The  region 
of  the  sac  was  red  and  distended  and  the  eye  was 
watery.  The  tumor  mass  was  incised  on  the 
second  day  and  a thick  creamy  pus  was  obtained. 
It  proved  to  be  a staphylococcic  infection  which 
cleared  up  very  promptly  after  a bacteriophage 
solution  was  injected  into  the  sac  through  the 
skin  incision,  resulting  in  a sudden  flow  of  mucus 
and  pus  out  of  the  nose.  I feel  that  this  was 
merely  a mechanical  cure. 

I wish  to  thank  Dr.  Judge  for  giving  us  this 
new  method  which  is  certainly  a very  useful 
adjunct  to  our  therapeutic  armamentarium  and 
which  will  probably  result  in  many  earlier  cures 
and  make  unnecessary  the  too  frequent  reliance 
on  probing  or  irrigations  with  their  often  un- 
avoidable exposure  of  an  infant  to  the  dangers  of 
a general  anesthetic. 

Dr.  James  I.  Farley,  Utica,  New  York — It  has 
been  a pleasure  to  have  read  Dr.  Judge’s  paper 
on  “Dacryocystitis  of  the  Newborn.”  He  has 
covered  the  subject  quite  completely.  He  does 
make  this  statement,  “The  incidence  of  these 
more  commonly  unaccepted  causes  must  be  rela- 
tively small,”  and  I would  like  to  ask  him  to 
explain  it  more  fully. 

I have  had  no  experience  in  the  treatment  he 
describes  in  which  he  uses  a nasal  applicator, 
wound  tightly  with  cotton,  to  clean  out  the  area 
beneath  the  inferior  turbinate  bone.  During  the 
past  seven  years  I have  seen  8 infants  on  whom  I 
have  made  a diagnosis  of  dacryocystitis  of  the 
newborn.  Five  of  these  responded  to  expression, 
and  3 had  to  be  probed  before  showing  a cure. 
With  all  patients  the  mother  was  advised  to 
douche  the  eye  at  least  morning  and  night  with 
boric  acid  solution  and  to  instill  a drop  of  2 per 
cent  mercurochrome  following  the  douching. 
At  the  time  of  each  feeding,  I had  the  mother  in- 
still a drop  of  per  cent  of  zinc  sulfate  solution. 
Before  the  douching  she  was  instructed  to  exert 
pressure  on  the  lacrimal  sac,  pressing  backward, 
inward,  and  slightly  downward,  and  she  was  told 
the  reason  why.  If  any  matter  regurgitated  from 
the  sac,  it  was  removed  by  the  douching.  If 
after  6 months  of  age  there  was  still  a blockage, 
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probing  was  resorted  to.  In  those  cases  where 
probing  has  not  been  necessary,  a cure  has  been 
obtained  within  two  or  three  weeks  of  treatment. 
Ether  anesthesia  was  used  in  the  3 patients  in 
which  the  probe  was  passed. 

Dr.  Jason  L.  Wiley,  Auburn,  New  York — I 
have  little  to  add  to  Dr.  Judge’s  excellent  presen- 
tation of  this  subject.  I have  seen  10  cases  in  a 
practice  of  twenty  years.  Two  of  these  were 
cured  by  expression  and  8 by  the  probe.  I have 
not  been  in  the  habit  of  expressing  as  long  as  Dr. 
Judge  advocates.  I wonder  if  this  is  entirely 
devoid  of  danger.  With  proper  care,  probing 
seems  to  me  almost  without  danger.  May  I ask 
Dr.  Judge  if  he  has  seen  any  definite  permanent 
damage  from  the  use  of  the  probe?  I question 
the  value  of  any  antiseptic  three  times  a day  in 
a conjunctival  sac  that  is  bathed  with  pus 
twenty-four  hours  a day. 


Dr.  Judge  says  nothing  about  cases  of  a solid 
bony  obstruction.  While  I have  never  seen  this 
condition,  Dr.  Benedict,  of  Rochester,  has  re- 
ported it  and  says  he  believes  it  is  usually  due  to 
congenital  syphilis.  In  1 case  I was  unable  to 
pass  a probe  through  the  lower  canaliculus  but 
met  with  no  difficulty  through  the  upper  cana- 
liculus, and  the  condition  was  as  satisfactorily 
cured  as  any  of  my  other  cases.  I have  not  seen 
a bilateral  case  nor  have  I seen  an  acute  abscess 
in  these  patients. 

I am  grateful  to  Dr.  Judge  for  his  paper  and 
especially  for  the  suggestion  that  a goodly  per- 
centage of  these  cases  can  be  cured  by  swabbing 
under  the  lower  turbinate  of  the  affected  site. 
This  is  new  to  me,  and  I shall  try  it  in  all  cases 
in  the  future.  I think  a suction  apparatus  with 
a small  tip  might  be  more  efficient  for  this  pur- 
pose. 


THE  N.  Y.  ACADEMY  ELECTS  OFFICERS 
The  election  of  the  following  officers  of  The 
New  York  Academy  of  Medicine  took  place  on 
December  5,  1940:  president  for  a term  of  two 

years,  Malcolm  Goodridge,  M.D.;  vice-presi- 
dent for  a term  of  three  years,  Henry  Cave,  M.D. ; 
two  trustees  for  a term  of  five  years,  George 
Baehr,  M.D.,  and  Arthur  F.  Chace,  M.D.;  three 


members  of  committee  on  library  for  a term  of 
three  years,  Alfred  E.  Cohn,  M.D.,  Howard  R. 
Craig,  M.D.,  and  Jerome  P.  Webster,  M.D.; 
four  members  of  committee  on  admission  for  a 
term  of  three  years,  J.  William  Hinton,  M.D., 
John  E.  Scarff,  M.D.,  William  E.  Studdiford, 
M.D.,  and  Edward  Tolstoi,  M.D. 
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JLo  carry  forward  its  work,  the  Physicians’  Home  is  dependent 
on  friends  in  the  Profession.  These  turbulent  and  fateful  days 
demand  that  this  work  shall  not  falter. 

Help  us  “carry  forward”  with  a good-will  New  Year’s  contri- 
bution, memorial  gift,  or  a bequest  in  your  will. 

Such  help  will  add  to  our  present  inadequate  endowment  and 
thus  give  security  and  comfort  to  a greater  number  of  guests. 


Join  with  us  in  remembering  your  less  fortunate  colleagues 
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THE  INHIBITING  ACTION  OF  TESTOSTERONE  PROPIONATE 
IN  POSTPARTUM  LACTATION 

Alfred  M.  Hellman,  M.D.,  F.A.C.S.,  and  Leonard  F.  Ciner,  M.D.,  New  York  City 


THE  male  sex  hormone,  testosterone  pro- 
pionate, has  been  used  to  some  extent 
and  with  varying  results  in  the  treatment  of 
certain  disorders  of  the  mammary  gland  in 
both  male  and  female. 

Wernicke11  reported  the  use  of  this  hormone 
in  4 cases  (3  with  atrophied  left  testicle)  hav- 
ing unilateral  gynecomastia.  Testosterone 
propionate  was  employed  in  doses  of  from 
2y2  mg.  twice  weekly  to  25  mg.  three  times 
weekly  according  to  response.  Although  the 
normal  case  in  his  series  was  unresponsive,  of 
the  3 with  atrophied  testicle,  2 were  favorably 
influenced.  Hoffman6  also  employed  testo- 
sterone in  the  treatment  of  males  with  breast 
hypertrophy.  Twenty-eight  patients  (ages 
11  to  73)  were  injected  with  5 to  25  mg.  twice 
a week  with  resultant  regression  in  size  of  the 
mass  in  14  and  a degree  of  regression  exceeding 
75  per  cent  occurring  in  9 cases.  The  elapsed 
time  before  complete  regression  occurred 
varied  from  two  to  five  months,  and  the  num- 
ber of  injections  averaged  twenty-eight.  It 
was  not  unusual  to  note  a regression  of  50  per 
cent  during  the  first  four  weeks  of  treatment. 
Bender2  treated  12  cases  of  premenstrual  mas- 
topathia  with  testosterone  propionate  over  a 
period  of  six  months  according  to  the  follow- 
ing schedule:  two  to  three  days  previous  to 
the  anticipated  onset  of  breast  symptoms 
each  patient  received  four  injections  of  5 mg. 
on  alternate  days,  the  date  for  initiating  ther- 
apy being  selected  so  that  treatment  would  be 
discontinued  two  days  prior  to  menstruation. 
Four  cases  in  his  series  were  completely  and 
permanently  relieved  of  their  mastopathy,  6 
were  greatly  benefited,  and  2 were  unrespon- 
sive. Desmarest  and  Capitain4  also  adminis- 
tered testosterone  propionate  to  women  with 
premenstrual  mastopathy  and  obtained  uni- 
formly good  results.  Irregular  and  painful 
menstruation  concomitant  with  the  mastop- 
athy was  relieved  and  cystic  mammary  swell- 
ing diminished.  They  noted  that  the  normal 
menstrual  cycle  was  not  affected  by  therapeu- 
tic doses.  Spence9  employed  testosterone  pro- 
pionate in  the  treatment  of  16  cases  of  masti- 
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tis,  using  doses  of  25,  50,  and  100  mg.  usually 
twice  a week  for  several  months.  Fourteen  of 
these  cases  were  relieved  of  pain,  nodules  dis- 
appeared in  3 cases  and  in  5 cases  there  was  a 
reduction  in  size  of  nodules. 

Postpartum  engorgement  of  the  mammary 
gland  is  a common  disorder  and  one  fre- 
quently accompanied  by  considerable  discom- 
fort. In  this  condition,  which  appears  from 
one  to  four  days  after  delivery,  the  breasts 
are  heavy,  swollen,  painful,  and  tender,  and 
the  overlying  skin  presents  a reddish  blue, 
mottled  appearance.  The  nipples  often  are 
retracted  to  such  a degree  that  the  very  means 
designed  by  nature  to  bring  relief — namely, 
natural  withdrawal  of  the  milk  secretion — be- 
comes impossible.  The  usual  measures  for 
combating  this  disorder  are  elevation  of  the 
breasts,  application  of  cold  (occasionally  heat) 
and  a tightly  fitting  binder,  restriction  of 
fluids,  low  caloric  diet,  saline  cathartics,  and 
the  administration  of  sedative  drugs.  De- 
spite these  active  ministrations,  the  discom- 
fort experienced  during  the  first  few  days 
postpartum  is  often  recalled  with  greater 
clarity  than  that  suffered  during  labor  itself. 
Although  the  cause  of  breast  engorgement  in 
these  cases  is  largely  due  to  venous  stasis  and 
interference  with  the  lymphatic  circulation, 
nevertheless  a definite  amount  of  milk  secre- 
tion is  present  and  adds  measurably  to  the 
extent  of  the  discomfort.  Under  stimulation 
of  the  lactogenic  hormone  elaborated  by  the 
cells  of  the  anterior  pituitary  gland,  swelling 
of  the  acinar  cells  of  the  breast  takes  place,  the 
lymphatics  become  engorged,  and  the  indi- 
vidual milk  ducts  become  palpable.  If  nurs- 
ing is  possible  or  if  withdrawal  of  the  breast 
contents  is  affected  by  other  means,  the  gland 
cells  are  split  into  globules  of  fat,  and  milk  is 
elaborated  from  the  neighboring  lymphatics. 
Though  the  entire  process  is  physiologic,  it  is 
frequently  carried  to  an  unpleasant  extreme, 
especially  in  primiparas.  Abarbanel,1  in  a 
series  of  50  patients  with  severe  and  painful 
engorgement,  was  able  to  effect  practically 
complete  relief  in  92  per  cent  of  the  cases  with 
the  use  of  10  mg.  doses  of  testosterone  propio- 
nate. Kurzrok  and  O’Connell,7  in  a series  of  21 
cases  to  avoid  the  painful  manifestations  of 
lactation,  obtained  a 90  per  cent  result  with 
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regard  to  symptomatology.  In  both  series 
no  actual  inhibition  of  lactation  was  noted. 
In  an  effort  partially  to  control  pain  and  par- 
tially to  effect  suppression  of  lactation  in 
selected  cases  and  bearing  in  mind  the  depress- 
ing action  of  the  male  sex  hormone  upon  the 
function  of  the  anterior  pituitary  gland,  we 
also  have  employed  testosterone  propionate  in 
varying  doses,  both  prophylactically  and  thera- 
peutically, in  a series  of  cases  postpartum. 

Seventy-seven  mothers,  mostly  private 
patients,  varying  in  age  from  19  to  45  years 
(average  age  28  years),  and  consisting  of  41 
primiparas  and  36  multiparas,  were  given  in- 
jections of  testosterone  propionate  from  eight 
to  120  hours  postpartum  (average  forty- 
eight  hours)  depending  upon  effect  desired 
and  degree  of  breast  engorgement  if  present. 
With  this  group  no  restrictions  were  placed  on 
their  fluid  intake  or  dietary  regimen.  Some 
cases  were  treated  only  when  mammary  en- 
gorgement became  noticeable,  but  others 
whose  histories  indicated  previous  difficulties 
of  like  nature  or  in  whom,  for  one  reason  or 
another,  lactation  was  not  desirable  were 
treated  prophylactically.  The  dosage  schedule 
employed  varied  from  10  to  50  mg.  daily,  with 
total  dosage  ranging  from  40  to  275  mg. 
(Table  1).  The  majority  of  cases  received  50 
mg.  daily  on  two  successive  days,  the  average 
total  dosage  for  the  series  being  87  mg.  Ob- 
jective breast  symptoms,  such  as  engorge- 
ment, tenderness,  lumpiness,  and  redness,  were 
observed  and  recorded  on  a zero  to  3 plus 
basis,  representing  the  prominence  of  each 
symptom.  In  the  same  manner  subjective 
symptoms,  such  as  general  discomfort,  full- 
ness, soreness,  heaviness,  pain,  and  malaise, 
also  were  elicited  and  recorded.  The  per- 
centage incidence  of  these  symptoms  is  dis- 
played in  the  accompanying  table  (Table  4). 
Complete  suppression  of  lactation  was  effected 
in  35  cases  (50  per  cent),  while  in  24  cases  (34 
per  cent)  only  slight  secretion  resulted  (Table 
2).  The  remaining  cases  either  were  unaf- 
fected or  leakage  of  milk  lasted  over  five  days. 
A number  of  the  latter  showed  slight  to  moder- 
ate secretion  from  five  to  ten  days  then  ceased 
lactating  entirely.  Menses  returned  with  sur- 


TABLE  1. — Dosage  Range  and  Time  Instituted 


Daily  dosage  range 

Total  dosage  range 

Average  total  dosage 

Time  therapy  instituted  postpartum 

Average  time  therapy  instituted  postpartum 

10-50  mg. 
40-275  mg. 
87  mg. 
8-120  hr. 
48  hr. 

TABLE  2. — Results  When  Used  Prophylactically 

Cases 

Percentage 

Total 

70 

Total  inhibition  of  lactation 

35 

50 

Slight  inhibition 

24 

34 

Unaffected  or  lactation  lasting  over 
5 days 

11 

16 

TABLE  3. — Tabulation  op 

' Results 

Cases 

Percentage 

Total 

77 

Poor 

9 

11 

Fair 

12 

16 

Good 

56 

73 

prising  rapidity  in  most  instances.  Two  pa- 
tients menstruated  within  four  weeks  post- 
partum, and  practically  all  had  their  menses 
within  two  months. 

Analysis  of  symptoms  shows  engorgement 
and  tenderness  to  be  the  most  common  ob- 
jective symptoms,  whereas  the  incidence  of 
rubor  was  practically  nil.  Heaviness  was  the 
chief  subjective  symptom  elicited,  while  the 
percentage  incidence  of  malaise  was  low.  Re- 
sults were  evaluated  as  poor,  fair,  and  good, 
and  the  following  brief  case  histories  illustrate 
the  method  used  and  contain  the  criteria  ap- 
plied for  proper  classification  (Table  3). 

Case  Reports 

Case  1. — Para  I,  aged  30,  had  a low  forceps 
delivery.  There  was  a normal  puerperium  ex- 
cept for  breast  symptoms.  She  complained  of 
general  discomfort,  marked  fullness,  and  soreness 
and  heaviness  of  breasts  which  on  examination 
were  found  to  be  slightly  reddened,  moderately 
engorged,  tender,  and  lumpy.  Beginning  twenty- 
eight  hours  postpartum,  testosterone  propionate 
in  25  mg.  doses  was  given  intramuscularly  twice 
daily  for  four  days.  Although  discomfort  per- 
sisted for  only  twelve  hours,  the  breasts  con- 
tinued to  secrete  for  eight  days.  This  result  was 
considered  poor. 

Case  2.—~ Para  II,  aged  25,  had  a low  forceps 
delivery.  She  complained  of  pain,  soreness  and 
heaviness  of  breasts,  and  general  discomfort. 


TABLE  4. 


None 

Slight 

Moderate 

Severe 


- — Objective  Symptoms  in  77  Cases — . - 

General 

Engorge-  Tender-  Lumpi-  Red-  dis- 

ment,  ness,  ness,  ness,  comfort, 

per-  per-  per-  per-  per- 
centage centage  centage  centage  centage 

23-30  31-40  36-47  69-89  51-66 

30-39  30-39  25-32  7-  9 15-19 

16-21  15-19  14-18  1-  1.3  10-13 

8-10  1-1.3  2-2.6  1-1.3 


-Subjective  Symptoms  in  77  Cases- 


Full- 

Sore- 

Heavi- 

Malaise, 

ness, 

ness, 

ness, 

Pain, 

per- 

per- 

per- 

per- 

per- 

centage 

centage 

centage 

centage 

centage 

24-31 

32-42 

18-23 

53-69 

64-83 

34-44 

30-39 

39-51 

18-23 

11-14 

10-13 

9-12 

11-14 
4-  5 

16-21 
4-  5 

6-  8 

2-  2.6 
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Her  breasts  were  moderately  tender,  slightly 
engorged,  and  lumpy.  Beginning  thirty-three 
hours  postpartum,  testosterone  propionate,  50 
mg.,  was  given  on  the  first  day  followed  by  25- 
mg.  doses  on  each  of  the  next  two  days.  Al- 
though no  leakage  of  milk  occurred,  the  severity 
of  subjective  and  objective  symptoms  led  to  the 
classification  of  the  result  in  this  case  as  only 
fair. 

Case  3. — Para  I,  aged  23,  had  a spontaneous 
delivery  with  total  absence  of  subjective  and  ob- 
jective symptoms.  Beginning  thirty-seven  hours 
postpartum,  testosterone  propionate  was  ad- 
ministered according  to  the  following  schedule: 
50  mg.  during  the  first  twenty-four  hours  and  25 
mg.  daily  for  the  next  two  days.  All  symptoms 
remained  in  abeyance  and  no  lactation  occurred. 
Results  in  this  case  were  classified  as  good. 

Case  4- — Para  II,  aged  31,  had  a spontaneous 
delivery.  There  was  a normal  puerperium  with 
exception  of  breast  symptoms.  Although  the 
patient  complained  of  no  general  discomfort,  the 
breasts  were  seen  to  be  definitely  engorged  and 
were  tender  to  pressure.  Beginning  sixty-five 
hours  postpartum,  testosterone  propionate  in  25- 
mg.  daily  doses  was  administered  for  three  days. 
No  other  measures  were  employed.  The  fact 
that  all  symptoms  subsided,  that  the  breasts 
began  to  soften  in  twenty-four  hours,  and  that 
very  slight  lactation  persisted  for  only  three 
days  led  to  the  classification  of  results  obtained 
in  this  case  as  good. 

Case  5. — Para  I,  aged  32,  had  a high  forceps 
delivery.  There  was  an  entirely  normal  puer- 
perium. Beginning  thirty-six  hours  postpartum, 
testosterone  propionate  in  50  mg.  doses  was 
administered  daily  for  two  days.  There  were 
absolutely  no  breast  symptoms,  either  objective 
or  subjective,  and  no  leakage  of  milk.  Result 
was  classified  as  good. 

Case  6. — Para  II,  aged  34,  had  a spontaneous 
delivery.  There  was  a normal  puerperium  ex- 
cept for  breast  symptoms.  Six  and  one-half 
days  postpartum,  during  which  time  patient  had 
attempted  unsuccessfully  to  nurse  infant,  breasts 
became  painfully  engorged,  tender,  and  moder- 
ately heavy  and  lumpy.  One  injection  of  testo- 
sterone propionate,  25  mg.,  brought  about  com- 
plete relief  within  twelve  hours.  The  results 
obtained  in  this  case,  therefore,  were  classified 
as  good. 

Case  7. — Para  XIII,  aged  45,  had  a breech 
delivery.  There  was  a normal  puerperium. 
Despite  the  fact  that  the  patient  had  success- 
fully nursed  10  babies,  the  administration,  be- 
ginning forty  hours  postpartum,  of  testosterone 
propionate  in  50-mg.  doses  on  two  successive 
days  forestalled,  in  large  measure,  the  develop- 
ment of  usual  breast  symptoms,  and  secretion  of 
milk  was  entirely  prevented.  The  results  were 
classified  as  good. 

Case  8. — Para  I,  aged  26,  had  a spontaneous 
delivery.  There  was  a normal  puerperium  ex- 
cept for  breast  symptoms  which  developed  on 
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the  third  postpartum  day.  A total  of  125  mg. 
of  testosterone  propionate  was  administered 
without  apparent  effect.  The  results  were  classi- 
fied as  poor. 

Case  9. — Para  I,  aged  29,  had  a midforceps 
delivery.  The  puerperium  was  complicated  by 
development  of  endometritis.  Administration  of 
testosterone  propionate  (75  mg.)  beginning 
seventy-two  hours  postpartum  was  followed  by 
only  slight  breast  engorgement  which  persisted 
for  about  eight  hours.  There  was  no  milk  secre- 
tion. The  results  were  classified  as  fair. 

Case  10. — Para  II,  aged  32,  had  a cesarian 
section.  There  was  a normal  puerperium  ex- 
cept for  breast  symptoms  as  described.  Treat- 
ment was  started  forty-eight  hours  postpartum. 
Breasts  were  soft  and  unengorged  until  the  end 
of  fifth  day  when  they  filled.  They  softened  im- 
mediately with  further  therapy,  but  upon  cessa- 
tion they  again  became  engorged,  again  softened 
with  more  testosterone,  and  remained  soft  there- 
after. A total  of  275  mg.  was  given.  The  re- 
sults were  considered  fair  but  very  interesting 
because  of  the  response  to  therapy. 

Many  cases  responded  dramatically  to  treat- 
ment with  testosterone  propionate  during  the 
puerperium,  symptoms  both  subjective  and 
objective  being  held  entirely  in  abeyance  and 
the  secretion  of  milk  being  effectively  arrested. 
One  case  gave  a perfect  response  to  only  four 
daily  injections  of  10  mg.  each,  secretion  being 
controlled  and  normal  menses  beginning  six 
weeks  postpartum.  On  the  other  hand,  1 case, 
a Para  II,  aged  32,  required  the  administra- 
tion of  275  mg.  in  divided  daily  doses  to  con- 
trol her  breast  symptoms  which  finally  sub- 
sided on  the  eighth  day. 

Discussion 

In  many  instances  it  is  highly  desirable  to 
suppress  postpartum  lactation.  Patients  with 
persistent  soreness  or  deformation  of  the  nip- 
ples and  with  histories  of  breast  disorders  dur- 
ing previous  pregnancies,  patients  whose  in- 
fants expired  sometime  previous  to  or  actually 
during  labor,  and  patients  who  for  various 
social  or  economic  reasons  refuse  to  nurse  their 
offspring,  all  these  welcome  the  application  of 
effective  milk  inhibiting  measures. 

Inhibition  of  lactation  and  prevention  of 
breast  engorgement  during  the  puerperium 
were  effected  in  an  important  percentage  of 
our  cases  by  the  use  of  the  male  sex  hormone, 
testosterone  propionate.  The  mechanism  of 
action  may  be  one  of  depression  of  function  of 
the  anterior  pituitary,  thereby  reducing  the 
amount  of  circulating  lactogenic  hormone. 
On  the  other  hand,  Reece  and  Mixner8  em- 
ployed testosterone  propionate  in  200  gamma 
daily  doses  for  fifteen  days  on  sexually  ma- 
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tured  spayed  rats  and  found  that  the  pituitary 
lactogen  content  was  augmented.  They  feel, 
therefore,  that  the  action  of  the  male  sex 
hormone  in  suppressing  lactation  is  due  neither 
to  suppression  of  lactogen  secretion  nor  to 
suppression  of  its  discharge  into  the  blood 
stream.  Testosterone  propionate  may  con- 
ceivably act  directly  through  the  circulatory 
system  upon  the  lymphatics  and  veins  of  the 
mammary  gland  which,  of  course,  become  tre- 
mendously engorged  a few  days  after  delivery. 
Early  menstruation  in  a number  of  cases, 
however,  would  speak  for  disappearance  of 
the  corpus  luteum,  and  this  in  turn  would  seem 
to  indicate  withdrawal  of  the  protecting  in- 
fluence of  the  lactogenic  hormone,  i.e.,  action 
of  testosterone  directly  upon  the  anterior 
pituitary. 

Cacciarelli3  reported  the  use  of  an  ovarian 
extract  and  a preparation  containing  both 
ovarian  and  anterior  pituitary  extracts  in  a 
series  of  cases  for  the  purpose  of  suppressing 
postpartum  lactation.  The  rationale  of  em- 
ploying a whole  ovarian  extract  without  es- 
trogenic activity  in  this  indication  is  not 
quite  clear,  though  results  obtained  were  said 
to  be  satisfactory.  The  use  of  an  anterior 
pituitary  preparation  without  galactotropic 
properties  rests  upon  a sounder  theoretical 
basis,  since  by  stimulation  of  ovarian  function 
the  resultant  elaboration  of  material  with  es- 
trogenic activity  would  provide  an  inhibitor  of 
anterior  pituitary  lactogenic  action  with  re- 
sultant suppression  of  lactation.  A function 
of  the  ovarian  hormones  is,  of  course,  to  build 
breast  tissue,  the  estrogenic  principle  encour- 
aging development  of  the  duct  system  and  the 
corpus  luteum  principle  leading  to  alveolar 
and,  hence,  lobular  growth.  As  long  as  these 
hormones  are  circulating  in  sufficient  concen- 
tration in  the  blood,  however,  the  process  of 
lactation  itself  is  held  in  abeyance.  The  ac- 
tion of  the  male  sex  hormone  is  similar  in 
character. 


Summary 

1.  The  male  sex  hormone,  testosterone 
propionate,  was  employed  to  suppress  post- 
partum lactation  in  a selected  but  representa- 
tive group  of  77  mothers. 

2.  Breast  symptoms,  both  subjective  and 
objective  (if  slight  complaints  are  ignored), 
were  prevented  in  a large  percentage  of  pa- 
tients where  the  administration  of  testoster- 
one was  begun  early  and  was  employed  as  a 
prophylactic  measure.  A high  percentage  of 
patients  already  lactating  responded  promptly 
to  the  application  of  testosterone. 

3.  Forty-eight  hours  postpartum  was 
found  to  be  the  average  optimum  time  for 
initiating  therapy  in  this  indication,  though 
an  occasional  case  would  seem  to  demand 
earlier  medication  for  effective  suppression  of 
secretion  and  prevention  of  untoward  symp- 
toms. 

4.  An  average  dose  of  87  mg.  per  patient 
was  found  to  have  optimum  milk  inhibiting 
activity,  though  dosage  schedules  were  natu- 
rally varied  to  meet  individual  requirements. 

5.  No  undesirable  aftereffects  of  testoster- 
one medication  were  noted  in  any  of  our  cases. 

44  East  78th  Street 
110  East  87th  Street 
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PREVALENCE  OF  TRICHINOSIS 
The  surprising  estimate  that  one  out  of  every 
six  Americans  is  infected  with  the  trichinosis 
parasite  is  made  by  the  United  States  Public 
Health  Service,  according  to  a release  sent  out 
by  Senator  Thomas  C.  Desmond,  chairman  of 
the  New  York  State  Trichinosis  Commission, 
first  of  its  kind  in  the  country.  He  says : 

“Our  commission  will  investigate  all  phases  of 
trichinosis,  including  five  suggested  preventives: 
(1)  skin  tests  on  hogs  to  determine  whether  or 
not  they  are  infected ; (2)  compulsory  cooking  of 
garbage  before  it  is  fed  to  hogs;  (3)  microscopic 
inspection  of  all  pork  products;  (4)  required 


refrigeration  of  hogs  immediately  after  slaughter ; 
and  (5)  state  meat  inspection  similar  to  the  fed- 
eral service. 

“One  of  the  first  activities  of  the  State  Trichi- 
nosis Commission  will  be  to  examine  hundreds 
of  hot  dogs,  hamburgers,  pork  sausages,  and  other 
pork  products  made  and  sold  in  New  York  State. 
This  examination  will  help  determine  whether 
processing  of  intrastate  pork  to  eliminate  the 
trichinosis  parasite  should  be  required  and 
whether  the  mixing  of  pork  in  hamburgers,  often 
mentioned  by  medical  authorities  as  a cause  of 
trichinosis,  should  be  stopped.” 


ATYPICAL  PNEUMONIAS 

Harry  Fredd,  M.D.,  Brooklyn 


VOLUMES  have  been  written  on  the 
pneumonias . Tremendous  advances  have 
been  made  in  the  study  and  conquest  of 
these  diseases.  And  yet  the  clinical  picture 
given  us  by  Hippocrates1  of  “acute  fever, 
cough,  pain,  sputum  and  tendency  to  get  well 
in  a week”  remains  essentially  our  clinical 
picture  today. 

Today,  the  emphasis  in  pneumonia  is  on 
etiology  rather  than  the  clinical  picture,  for 
our  serotherapy,  and  to  a lesser  extent  chemo- 
therapy, depends  upon  the  causative  agent. 

Nevertheless,  if  we  are  to  get  a true  con- 
cept of  the  incidence  of  pneumonia,  some 
emphasis  must  be  placed  upon  the  recog- 
nition of  all  atypical  types. 

It  is  true  that  many  atypical  pneumonias 
have  been  described.  The  common  ones  are 
well  known,  and  yet  we  have  been  impressed 
by  an  atypical  type  of  pneumonia  that  has 
not  been  clearly  defined.  This  type  is 
afebrile,  is  asymptomatic,  and  depends  upon 
x-ray  study  of  the  chest  for  its  discovery. 

A review  of  the  literature  yields  little  refer- 
ence to  this  type  of  atypical  pneumonia. 

As  far  back  as  1910  Tuller2  called  attention 
to  an  afebrile  type  of  pneumonia  occurring 
in  certain  individuals.  However,  his  cases 
did  not  quite  correspond  to  ours.  His  find- 
ings occurred  only  in  debilitated  individuals, 
and  persons  suffering  from  alcoholism,  nephri- 
tis, etc.  Furthermore,  he  felt,  that  the 
normal  temperature  of  his  patients  was  be- 
low 98.6  degrees.  Therefore,  a temperature 
of  100  degrees  might  correspond  to  a tempera- 
ture of  102  degrees  in  so-called  normal  indi- 
viduals. In  all  his  cases  some  severe  sys- 
temic intoxication  antedated  the  onset  of  the 
pneumonia. 

Similarly,  Farroni3  recorded  an  afebrile 
pneumonia  in  1910.,  but  the  picture  he  de- 
scribed was  one  of  typical  pneumonia  without 
fever  and  was  in  no  way  similar  to  the  cases 
we  will  describe. 

In  1927  Majors4  called  attention  to  atypi- 
cal pneumonias  without  temperature  disturb- 
ance, without  chill,  and  with  little  or  no  pain. 
However,  his  discussion  of  atypical  pneumonia 
concerned  itself  mainly  with  the  gastroin- 
testinal, meningitic,  and  abdominal  symp- 
toms in  pneumonic  children  rather  than  the 

From  the  Central  Chest  Clinic,  Bureau  of  Tubercu- 
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classic  textbook  symptoms  of  pneumonia. 
Nevertheless,  his  conclusion  was  that  “numer- 
ous cases  of  atypical  pneumonia  come  under 
our  care,  terminating  either  in  death  or  re- 
covery, without  our  being  able  to  detect  the 
existence  of  the  disease.”  We  are  in  com- 
plete agreement  with  this  statement,  al- 
though none  of  our  patients  have  died. 

Probably  the  cases  we  are  about  to  describe 
fit  in  best  with  those  so  carefully  discussed  by 
Allen5  in  1936.  He  grouped  these  cases 
under  the  name  “acute  pneumonitis.”  These 
he  defined  as  “respiratory  infections,  benign  in 
course,  with  few  physical  signs,  and  x-ray  evi- 
dence of  localized  pulmonary  involvement.” 

In  his  excellent  paper  Allen  described  a 
group  of  68  cases.  However  his  patients 
were  febrile,  had  all  the  classic  symptoms  of 
influenza,  apparently  required  hospitaliza- 
tion, and  some  developed  complications. 
But  the  diagnosis  of  pneumonia  in  his  cases, 
could  be  made  only  by  x-ray — a finding  iden- 
tical with  ours. 

Similarly,  Bowen6  stated  that  5 to  25  per 
cent  of  influenza  cases  developed  “pneu- 
monitis.” He  felt  that  systematic  x-ray  of 
even  mild  influenza  cases  (headache,  back- 
ache, malaise,  temperature  above  100  degrees, 
injected  pharynx,  etc.)  would  show  a “pneu- 
monitis.” In  his  opinion  this  occurred  in  a 
high  percentage  of  cases,  and  resolution  was 
complete  within  two  weeks.  However,  his 
records  revealed  many  severe  cases  that  ulti- 
mately had  typical  pneumonic  symptoms  and 
signs,  and  death  occurred  in  some  of  these. 
Our  cases  resemble  his  closely,  at  least  from 
the  roentgenologic  point  of  view.  However, 
our  patients  had  no  definite  influenza  so  far 
as  we  could  determine,  they  took  much 
longer  to  resolve,  and  none  died. 

While  this  paper  was  being  prepared,  we 
were  happy  to  find  an  article  by  Smiley  and  his 
associates7  on  “acute  interstitial  pneumoni- 
tis.” However,  his  cases  were  febrile,  more 
communicable,  and  more  toxic.  Here,  too, 
the  x-ray  pictures  described  by  him  were  very 
similar  to  our  own.  Without  a doubt  our 
cases  probably  represent  a mild  grade  of  the 
condition  he  described. 

Similarly,  Reimann8  described  cases  that 
resembled  ours  from  the  x-ray  point  of  view. 
But  his  atypical  pneumonias  were  more  toxic, 
dyspneic,  and  febrile. 
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Figs.  1 and  2.  Case  3. 


In  the  survey,  consultation,  and  diagnostic 
service  rendered  by  the  Bureau  of  Tuberculo- 
sis of  the  Department  of  Health,  we  have  oc- 
casion to  see  and  interpret  the  chest  x-rays 
of  many  thousands  of  people.  These  people 
range  in  age  from  infancy  to  old  age  and  repre- 
sent a reasonably  accurate  cross  section  of  the 
poor  and  middle-class  population  of  New  York 
City. 

In  these  x-ray  plates  we  have  been  im- 
pressed by  the  not  infrequent  finding  of  radio- 
logic  densities,  undoubtedly  abnormal,  without 
the  patient  showing  any  constitutional  disturb- 
ances. These  findings  appear,  progress,  and 
resolve  in  a period  of  weeks  or  months. 
From  the  x-ray  point  of  view  they  resemble 
most  closely  those  cases  described  by  Smiley7 
and  Bowen.6 

From  the  clinical  point  of  view  they  corre- 
spond most  closely  to  those  suggested  by  Ma- 
jors4, Bowen6,  and  to  a lesser  extent  Allen.5 

We  hasten  to  add  that  these  cases  are  by 
no  means  completely  studied.  It  is  beyond 
the  scope  of  the  Chest  Service  to  do  blood 
counts,  cultures,  sputum  typing,  etc.,  or  even 
follow  these  cases  for  an  indefinite  period  of 
time.  Nevertheless,  insofar  as  we  have  been 
able  to  observe — the  radiologic  appearance  and 
disappearance  of  the  lesion,  the  course  of  the 
disease,  the  physical  signs,  complete  resolu- 
tion in  a comparatively  short  time,  etc. — we 
feel  that  these  cases  belong  somewhere  in  the 
family  of  the  pneumonias,  despite  the  fact  that 
they  were  afebrile  and  asymptomatic  and 
that  resolution  occurred  without  therapy. 

The  cases  that  follow  were  studied  at  the 
various  consultation  and  diagnostic  clinics 
of  the  Board  of  Health  of  the  City  of  New 
York. 

Case  Reports 

Case  1. — M.  T.,  white  man,  aged  22,  reported 
to  the  Central  Chest  Clinic  on  May  12,  1939, 


because  a survey  x-ray  taken  on  April  3,  1939, 
revealed  an  infiltration  in  the  fourth  and  fifth 
left  interspaces  near  the  periphery.  This  area 
was  soft  and  mottled.  He  stated  that  he  felt 
fine.  He  admitted  that  he  had  a slight  cold  in 
April  when  his  first  x-ray  was  taken  but  denied 
being  ill  with  it.  He  vigorously  denied  any  ill- 
ness within  the  past  few  months.  His  past  his- 
tory revealed  a pleuropneumonia  of  the  lower 
lobe  of  the  right  lung  four  years  ago.  He  also  ad- 
mitted being  susceptible  to  occasional  “grippe.” 
He  had  lost  no  weight,  had  no  chronic  cough, 
never  had  hemoptysis,  etc.  His  family  history 
was  essentially  negative. 

Physical  examination  revealed  a well-nour- 
ished man.  His  temperature  was  98  degrees; 
pulse,  78  per  minute;  and  respirations,  20  per 
minute.  His  weight  was  156  pounds  and  height 
was  5 feet  10  inches.  There  was  no  dyspnea  or 
cyanosis.  Chest  examination  revealed  some 
impairment  of  resonance  over  the  lower  lobe  of 
the  left  lung  with  few  transient  subcrepitant 
rales.  The  Mantoux  test  (0.10  mg.)  with  old 
tuberculin  was  negative,  and  1.0  mg.  two  days 
later  was  only  slightly  positive.  Repeated  spu- 
tums  for  tubercle  bacilli  were  negative.  Sputum 
typing  revealed  pneumococci  above  type  XXXII. 
An  x-ray  at  this  time,  May  12, 1939,  showed  com- 
plete clearing  of  the  area  described  above. 

Case  2. — D.  L.,  white  girl,  aged  18,  was  called 
to  the  Central  Chest  Clinic  because  a routine 
survey  chest  x-ray  on  March  30,  1939,  revealed 
patchy  infiltration  of  upper  lobes  of  both  lungs, 
most  marked  in  the  right  lung. 

She  appeared  at  the  clinic  on  May  11,  1939, 
and  stated  she  felt  fine,  had  no  cough,  no  fever, 
no  sweats,  and  no  loss  in  weight.  She  admitted 
having  had  a cold  in  March,  1939.  Her  past 
history  and  family  history  were  negative. 

Examination  revealed  a well-nourished  girl, 
not  apparently  ill.  Her  weight  was  116  pounds 
and  height  was  5 feet  3 inches.  Her  temperature 
was  99.4;  pulse,  100;  and  respirations,  20. 
There  were  no  abnormal  physical  signs.  An  x- 
ray  taken  at  this  time  revealed  clearing  of  the 
affected  areas.  Sputums  were  negative  for  the 
tubercle  bacillus,  and  no  organisms  were  re- 
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vealed  when  her  sputums  were  sent  for  study  and 
typing. 

Case  3. — S.  S.,  white  boy,  aged  16,  was  called 
into  the  Central  Chest  Clinic  because  a routine 
chest  x-ray  on  February  7,  1939,  revealed  a 
questionable  increase  in  the  transverse  diameter 
of  the  heart. 

He  came  in  on  March  9,  1939,  and  stated 
that  he  had  had  a cold  for  the  past  week,  with 
moderate  expectoration  and  some  pain  in  the 
right  lower  part  of  the  chest.  He  had  had  no 
fever,  was  not  short  of  breath,  and  did  not  feel 
bad  in  any  way.  His  past  and  family  history 
were  negative. 

Physical  examination  revealed  a well-nourished 
boy,  weight  157  and  height  5 feet  10  inches.  His 
temperature  was  98  degrees;  pulse,  78;  and 
respirations,  18.  Examination  of  the  chest  re- 
vealed dullness  over  the  upper  lobe  of  the  right 
lung  with  few  rales.  An  x-ray  at  this  time 
(Figs.  1 and  2)  revealed  a fan-shaped  area  of 
infiltration  with  apex  toward  the  hilum.  His 
sputums  were  negative  for  tubercle  bacilli. 

He  was  recalled  on  March  27,  1939,  and  the 
affected  area  had  completely  resolved.  No  fur- 
ther sputum  study  could  be  made  as  the  patient 
would  not  cooperate. 

Case  4- — D.  U.,  white  man,  aged  44,  reported 
on  April  20,  1939,  for  a check-up  because  of  a 
healed  tuberculous  lesion  at  the  right  apex.  He 
stated  that  he  had  been  coughing  for  the  past 
few  weeks,  with  moderate  expectoration.  He  ad- 
mitted that  he  had  had  a few  blood  specks  in  his 
sputum  during  the  past  month.  His  past  his- 
tory dated  from  1918  when  he  was  “gassed” 
in  the  World  War  and  subsequently  learned  that 
he  had  a few  scars  at  the  right  apex  and  in  the 
right  lung. 

Physical  examination  revealed  him  to  be 
moderately  well-nourished  and  apparently  not 
ill.  There  were  dullness,  diminished  breath 
sounds,  and  numerous  rales  in  the  lower  lobe  of 
the  right  lung.  His  temperature  was  98  de- 
grees; pulse,  100;  and  respirations,  20.  Re- 
peated concentrated  sputums  were  negative  for 
tubercle  bacilli.  An  x-ray  at  this  time  revealed 
mottled  infiltration  in  the  right  second,  third, 
and  fourth  interspaces.  There  was  a small 
nodular  infiltration  of  the  right  apex. 

On  May  8,  1939,  he  had  gained  3 pounds,  still 
had  his  cough,  and  felt  weak.  An  x-ray  showed 
a complete  clearing  of  the  affected  area. 

Case  5. — I.  S.,  white  man,  aged  58,  was  called 
into  the  Central  Chest  Clinic  because  a routine 
survey  x-ray  on  April  17,  1939,  revealed  a fan- 
shaped area  of  infiltration  in  the  right  second  and 
third  interspaces  with  the  apex  toward  the  hilum. 
The  patient  complained  of  some  cough  with 
moderate  expectoration,  which  he  attributed  to 
the  “grippe.”  His  past  and  family  history  were 
negative.  Examination  and  x-ray  on  May  31, 
1939,  revealed  a clearing  of  the  affected  area. 

Sputums  were  negative  for  tubercle  bacilli 
and  revealed  pneumococci  above  type  XXXII. 


Case  6. — E.  E.,  Negress,  aged  12,  came  into  the 
Diagnostic  Service  on  January  7,  1939,  com- 
plaining of  cough  of  four  days’  duration,  moder- 
ate expectoration,  and  a cold  for  two  weeks. 
Her  temperature  was  98  degrees;  pulse,  102; 
respirations,  24;  and  weight,  83  pounds.  Physi- 
cal examination  revealed  a moderately  well- 
nourished  girl,  not  acutely  ill.  There  were  dull- 
ness and  numerous  crepitant  rales  over  the  lower 
lobe  of  the  left  lung.  Sputums  were  negative 
for  tubercle  bacilli.  An  x-ray  at  this  time  re- 
vealed an  irregular  area  of  patchy  infiltration 
in  the  lower  lobe  of  the  left  lung.  The  patient 
returned  on  February  23,  1939,  and  had  gained 
9 pounds  in  weight,  the  lung  signs  had  disap- 
peared, and  the  area  in  question  had  cleared  on 
x-ray  study. 

Case  7. — M.  K.,  Negress,  aged  33,  came  into 
the  Diagnostic  Clinic  on  June  29,  1938,  com- 
plaining of  cough  and  moderate  expectoration. 
Repeated  sputums  were  negative  for  tubercle 
bacilli.  Her  temperature  was  99  degrees; 
pulse,  100;  and  respirations,  22.  An  x-ray  at 
this  time  revealed  a small  area  of  patchy  con- 
solidation in  the  median  one-third  of  the  lower 
lobe  of  the  right  lung.  There  was  dullness 
over  this  area  and  a few  rales.  Two  weeks  later 
she  returned,  and  the  area  shown  on  x-ray  was 
apparently  clearing.  Resolution  was  complete 
on  August  12,  1938. 

Case  8. — K.  J.,  Negress,  aged  31,  complaining 
of  cough  of  two  weeks’  duration  with  moderate 
expectoration,  which  she  attributed  to  a post- 
nasal drip.  Physical  examination  revealed  her 
to  be  well-nourished  and  not  acutely  ill.  Her 
temperature  was  98  degrees;  pulse,  80;  respira- 
tions, 20;  and  weight  149  pounds.  Dullness 
and  numerous  rales  were  present  over  the  lower 
left  lung  field,  posteriorly. 

On  February  23,  1939,  the  infiltration  ap- 
peared more  extensive  in  the  lower  lobe  of  the 
left  lung,  but  three  weeks  later  an  x-ray  showed 
this  area  to  be  entirely  cleared.  All  sputums 
were  negative  for  tubercle  bacilli. 

Case  9. — B.  D.,  white  man,  aged  29,  com- 
plained of  a cough  of  one  week’s  duration  which 
was  short,  hacking,  and  irritating  but  not  pro- 
ductive. His  temperature  was  99  degrees, 
pulse,  80;  and  respirations,  18.  Scattered  rales 
were  present  over  the  lower  lobe  of  the  left 
lung.  At  this  time,  April  20,  1939,  an  x-ray 
revealed  a patchy  infiltration  in  the  chest  over 
the  lower  lobe  of  the  left  lung,  anteriorly.  The 
blood  count  showed  19,000  white  cells  of  which 
85  per  cent  were  polymorphonuclear  leukocytes. 
Sputums  were  negative  for  tubercle  bacilli. 
Streptococcus  hemolyticus  was  found  in  the 
sputums.  On  April  27,  1939,  this  area  had  en- 
tirely resolved.  This  patient  had  been  put  to 
bed,  although  he  was  afebrile,  and  had  had  sulfa- 
pyridine  therapy  for  three  days. 

Case  10. — A.  D.,  Negro,  aged  25,  had  com- 
plained of  a cold  of  two  weeks’  duration,  with 
questionable  fever.  He  came  to  the  Con- 
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sultation  Service  for  diagnosis  on  April  12,  1939. 
Examination  revealed  an  undernourished  man, 
not  acutely  ill.  His  temperature  was  98  de- 
grees; pulse,  82;  respirations,  24;  weight,  118 
pounds;  and  height,  5 feet  5 inches.  An  x-ray 
plate  revealed  patchy  infiltration  in  the  left 
third  and  fourth  interspaces,  with  parenchymal 
mottling  from  the  hilum  to  the  periphery.  Spu- 
tums  were  negative  for  tubercle  bacilli.  Resolu- 
tion was  complete  on  May  11, 1939. 

Case  11. — R.  R.,  white  boy,  aged  6,  came  into 
the  Diagnostic  Clinic  on  April  20,  1939,  com- 
plaining of  cough  and  moderate  expectoration  of 
one  week’s  duration.  His  temperature  was  98 
degrees;  pulse,  94;  and  respirations,  24.  Dull- 
ness and  rales  were  present  over  the  lower  right 
lung  field.  An  x-ray  revealed  comfluent  densi- 
ties along  the  right  border  of  the  heart  in  the 
medial  portion  of  the  lower  lobe  of  the  right 
lung.  On  May  20,  1939,  roentgenologic  study 
showed  this  area  to  have  completely  resolved. 

Case  12. — M.  G.,  white  man,  aged  37,  com- 
plaining of  cough  and  copious  expectoration  of 
three  weeks’  duration  came  to  the  Diagnostic 
Clinic  on  November  16,  1938.  His  temperature 
was  98  degrees;  pulse,  100;  respirations,  22; 
and  weight  143  pounds.  Dullness,  crepitant 
rales,  and  bronchovesicular  breathing  were 
present  over  the  lower  right  lung  field.  An 
x-ray  (Fig.  3)  at  this  time  revealed  broncho- 
pneumonic  infiltration  of  the  lower  lobe  of  the 
right  lung.  On  December  7,  1938,  all  signs  had 
cleared.  An  x-ray  confirmed  this  clearing. 

Case  13. — V.  R.,  white  boy,  aged  9 was  exam- 
ined as  a contact  in  1936,  1937,  and  1938.  The 
Mantoux  test  was  negative.  Sputums  and  x- 
ray  were  negative  on  February  21,  1939,  and  the 
patient  was  discharged.  On  January  10,  1938, 
he  had  developed  an  area  of  infiltration,  patchy 
in  distribution,  in  the  left  fourth  and  fifth  inter- 
spaces. He  had  had  a cough,  but  was  not  ill 
and  had  had  no  fever.  This  area  cleared  com- 
pletely in  two  months  and  his  Mantoux  test 
and  sputums  remained  negative. 

Case  Ilf. — M.  G.,  Negro,  aged  36,  came  into  the 
Diagnostic  Clinic  on  November  16,  1938,  com- 
plaining of  cough  and  expectoration.  His  tem- 
perature was  99  degrees;  pulse,  96;  and  respira- 
tions, 24.  Examination  revealed  dullness,  bron- 
chovesicular breathing,  and  numerous  rales  over 
the  upper  left  lung  field  (Fig.  3).  Sputums  were 
negative  for  tubercle  bacilli.  An  x-ray  revealed 
an  area  of  density  from  the  third  to  the  fourth 
left  anterior  ribs  extending  from  the  periphery 
to  the  hilum.  The  diagnosis  at  this  time  was 
lobar  pneumonia.  An  x-ray  on  January  10, 1939, 
showed  this  area  to  be  entirely  cleared. 

Case  15. — B.  L.,  white  girl,  aged  20,  came  into 
the  clinic  for  diagnosis  on  March  30,  1939.  Her 
chief  complaints  were  cough  and  pain  in  the  left 
chest  of  two  months’  duration.  Her  tempera- 
ture was  99  degrees;  pulse,  100;  respirations,  22; 
weight,  150  pounds;  and  height,  5 feet  5 inches. 
Repeated  sputum  examinations  were  negative 


Fig.  3.  Case  14. 


for  tubercle  bacilli.  No  typing  was  done. 
Physical  examination  revealed  a well-nourished 
girl,  not  acutely  ill.  There  was  some  impair- 
ment of  the  resonance  over  the  upper  lobe  of 
left  lung,  anteriorly,  with  a few  subcrepitant 
rales  (Figs.  4 and  5).  An  x-ray  showed  infiltra- 
tion in  the  left  first  and  second  interspaces.  This 
patient  returned  on  May  8,  1939.  An  x-ray  and 
examination  at  this  time  showed  complete  clear- 
ing. 

Case  16. — C.  D.,  white  girl,  aged  7,  came  into 
the  Diagnostic  Clinic  on  February  27,  1939, 
complaining  of  cough  with  yellowish  expectora- 
tion of  three  weeks’  duration.  Her  tempera- 
ture was  98.8  degrees;  pulse,  84;  and  respira- 
tions, 20.  Examination  revealed  an  under- 
nourished girl,  not  acutely  ill.  Dullness  was 
present  over  the  right  side  of  the  chest,  poste- 
riorly. Numerous  moist  rales  were  present  here. 
These  rales  were  also  audible  over  the  lower  lobe 
of  the  left  lung,  posteriorly.  An  x-ray  at  this 
time  revealed  patchy  infiltration  over  lower 
lobes  of  both  lungs.  Her  sputums  were  negative 
for  tubercle  bacilli.  No  typing  was  done.  She 
returned  on  April  21,  1939,  and  had  gained  7 
pounds.  Examination,  as  well  as  x-ray  at  this 
time,  revealed  complete  clearing. 

Case  17. — M.  W.,  white  girl,  aged  20,  was 
called  to  the  clinic  because  a survey  x-ray  on 
May  10,  1939,  revealed  a uniform  dense  area  over 
the  left  sixth  and  seventh  interspaces,  anteriorly, 
near  the  periphery  of  the  lung.  Sputums  were 
negative  for  tubercle  bacilli.  When  she  reported 
on  June  8,  1939,  typing  of  sputums  revealed  no 
organism.  She  denied  all  recent  or  present  ill- 
ness. Physical  examination  revealed,  at  this 
time,  bronchovesicular  breathing,  dullness  over 
the  lower  left  lung  field,  but  no  rales.  She  stated 
that  she  had  had  a cold  with  moderate  expectora- 
tion on  May  10,  1939  (when  the  survey  x-ray 
was  taken).  An  x-ray  on  June  8,  1939,  was 
entirely  negative. 

Case  18. — I.  P.,  white  boy,  aged  19,  had  a sur- 
vey x-ray  taken  on  May  12,  1939,  which  revealed 
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Figs.  4 and 


bronchopneumonic  infiltration  in  the  right  lung 
in  the  region  of  the  fifth  and  sixth  anterior  inter- 
spaces. 

He  reported  to  us  on  June  13,  1939.  There 
was  no  history  of  any  pneumonia,  no  infection 
of  the  upper  part  of  the  respiratory  tract,  and 
no  sinus  infection.  There  was  no  cough  and  no 
expectoration.  No  fever  and  no  loss  in  weight 
could  be  elicited.  Examination  at  this  time 
revealed  a well-nourished  boy,  not  apparently  ill. 
There  were  no  abnormal  chest  findings.  An 
x-ray  at'this  time  revealed  clearing  of  the  affected 
area.  Sputums  were  negative  for  tuberculosis. 

Case  19. — H.  M.,  Negress,  aged  20,  was  called 
into  the  Central  Clinic  because  a survey  x-ray 
plate  in  May,  1939,  revealed  definite  infiltration 
in  the  left  second  and  third  anterior  interspaces 
near  the  periphery  of  the  lung.  Her  history 
revealed  no  evidence  of  infection  of  the  upper 
part  of  the  respiratory  tract  and  no  sign  of  sinus 
infection.  There  was  no  history  of  pneumonia 
or  tuberculosis.  She  had  lost  no  weight  and 
felt  fine.  There  were  no  sweats,  no  fever,  no 
pain,  and  no  amenorrhea.  Examination  on  June 
11,  1939,  revealed  her  to  be  undernourished 
but  not  apparently  ill.  There  were  no  abnormal 
physical  signs,  and  an  x-ray  revealed  complete 
clearing.  All  sputums  were  negative  for  tubercle 
bacilli. 

Discussion 

In  order  to  find  the  prevalence  of  this  type 
of  “pneumonia,”  we  analyzed  a group  of 
23,465  chest  x-rays  and  reports,*  taken  in 
Lower  Harlem  Health  Center  between  1936 
and  1938.  This  group  was  obtained  from  a 
larger  series  of  65,459  cases  that  had  been  x- 
rayed  and  studied  to  determine  the  preva- 
lence of  pulmonary  tuberculosis. 

* Statistics  taken  from  records  compiled  by  W.P.A. 
funds  for  the  Chest  Service  of  the  Department  of  Health 
of  the  City  of  New  York. 


».  Case  15. 


We  found  64  cases  of  radiologic  opacities 
in  this  group.  They  had  no  constitutional 
disturbances,  no  symptoms,  and  were  com- 
pletely resolved  within  two  months.  Fully 
one-third  of  these  fell  in  the  adult  negro  group. 
These  cases,  we  feel,  are  atypical  pneumonias. 
While  this  incidence  is  not  great  (0.272  per 
cent),  it  must  be  remembered  that  these  cases 
were  discovered  accidentally,  among  so- 
called  “well”  people.  It  is  probable  that  if 
serial  x-rays  were  taken,  especially  during 
seasons  when  respiratory  diseases  are  com- 
mon, many  more  cases  might  be  found. 

The  differential  diagnosis  of  roentgenologic 
opacities  as  described  above  is  quite  difficult. 
Atelectasis,  epituberculosis,  exudative  tuber- 
culosis, infarcts,  etc.,  cannot  always  be  ruled 
out.  Nevertheless,  in  studying  the  cases 
compiled,  we  feel  that  none  of  these  diagnoses 
could  satisfactorily  explain  these  cases. 

Furthermore,  we  feel  that  these  cases  do 
not  belong  under  the  atypical  pneumonias 
described  in  textbooks:  the  abortive  type 
with  the  acute  fever,  herpes,  cough,  and  rapid 
resolution;  the  asthenic  type  in  old  people 
with  little  fever  and  marked  constitutional 
disturbances;  the  hypostatic  type  or  ter- 
minal pneumonia;  or  even  the  allergic  type 
with  its  history  of  allergy,  eosinophilia,  and 
epinephrine  response. 

It  is  our  opinion  that  there  is  a mild  type  of 
pneumonia  of  inconstant  etiology  occurring  in 
individuals  who  have  mild  infections  of  the 
upper  part  of  the  respiratory  tract  presenting 
no  constitutional  disturbances  and  that  it  is 
discovered  only  by  x-rays  of  the  chest. 

This  x-ray  evidence  will  present  at  least  a 
hazy  opacity  in  the  lung.  At  times  this 
may  take  on  the  appearance  of  a mottled  fan 
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or  a rounded  area  of  moderate  density,  be- 
ginning at  the  hilum,  extending  to  the  pe- 
riphery, and  usually  appearing  in  the  basal 
portion  of  a lobe. 

We  feel  that  these  represent  a true  infiltra- 
tion of  the  lung  rather  than  an  allergic  response 
as  Davidson9  feels. 

Conclusion 

1.  A series  of  23,463  chest  x-rays  were 
studied,  and  64  cases  of  asymptomatic  “pneu- 
monia” were  discovered. 

2.  These  cases  were  represented  by  radio- 
logic  densities  with  no  constitutional  dis- 
turbances and  obscure  physical  signs  of  pneu- 
monic involvement. 

3.  These  findings  appear,  progress,  and 
resolve  completely  without  any  therapy  within 
two  months. 

4.  Differentiation  from  atelectasis,  epi- 
tuberculosis,  exudative  tuberculosis,  and  in- 
farcts is  difficult,  but  none  of  these  diagnoses 
could  explain  these  cases  satisfactorily. 

5.  The  importance  of  chest  x-ray  in  gen- 
eral infections  (Davidson9)  and  most  par- 


ticularly in  so-called  infections  of  the  upper 
part  of  the  respiratory  tract  cannot  be  over- 
emphasized. We  are  convinced  that  many 
cases  of  lung  involvement,  now  unrecognized, 
would  in  this  way  be  discovered. 


I wish  to  thank  Dr.  H.  R.  Edwards,  Direct- 
tor  of  the  Bureau  of  Tuberculosis  of  the  De- 
partment of  Health,  City  of  New  York,  for 
his  constructive  criticism. 

1289  Carroll  Street 
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THE  MEDICAL  SIMILE 

From  a critique  by  S J.  Perelman  in  P.M. 

The  sensations  one  undergoes  while  reading  a 
movie  magazine  are  like  nothing  else  on  earth. 
They  are  somewhat  akin  to  inhaling  dental  gas 
or  being  cupped  by  an  inexpert  barber,  and  yet 
they  suggest  eating  a banana  under  the 
water. 

The  stifling  pressure,  the  intolerable  suspicion 


that  the  brain  has  burst,  and  the  creeping  paraly- 
sis of  the  motor  nerves  are  as  marked  as  though 
you  were  suffering  an  attack  of  the  “bends.” 
For  all  I know  somebody  may  have  invented  a 
decompression  chamber  to  accustom  the  mind  by 
degrees  to  movie  magazines.  There’s  room  for 
one. — J.A.M.A. 


Prize  Essays 

The  Lucien  Howe  Prize  will  be  open  for  competition  at  the  next  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  April  28,  1941,  in  Buffalo.  This  prize  of 
$100  will  be  presented  for  the  best  original  contribution  on  some  branch  of  surgery,  pref- 
erably ophthalmology.  The  author  need  not  be  a member  of  the  Medical  Society  of  the 
State  of  New  York.  The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  and  the  only  means  of  identification  of  the 
author  shall  be  a motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed 
envelope  having  on  the  outside  the  same  motto  or  device  and  containing  the  name 
and  address  of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  the  prize,  it 
will  not  be  awarded. 

Any  essay  that  may  win  the  prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  no  later  than  February  1,  1941,  and  sent  to  the  Chair- 
man of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New 
York,  292  Madison  Avenue,  New  York. 

Chas.  Gordon  Heyd,  M.D.,  Chairman,  Committee  on  Prize  Essays 


THE  INCIDENCE  OF  TYPES  OF  PNEUMOCOCCI  IN  SPUTUM 
FROM  PATIENTS  WITH  RESPIRATORY  INFECTIONS 
OTHER  THAN  PNEUMONIA 

Ilie  Ardelean,  M.D.,  Cluj,  Rumania 


DATA  in  regard  to  the  types  of  pneumo- 
cocci that  are  harbored  by  various 
groups  of  individuals  are  of  importance  as  a 
basis  for  evaluating  the  significance  of  labora- 
tory findings  in  the  study  of  specimens  from 
patients  with  pneumonia.  With  this  in 
mind,  a survey  was  undertaken  of  specimens 
of  sputum  submitted  to  be  examined  for 
tubercle  bacilli  from  individuals  with  respira- 
tory infections  other  than  pneumonia.  The 
purpose  of  the  investigation  was  to  add  to 
the  data  compiled  by  other  workers1-7  who 
have  attempted  to  evaluate  the  etiologic 
significance  of  the  so-called  higher  types  of 
pneumococci  encountered  in  the  sputum  of 
patients  with  lobar  or  bronchopneumonia. 
Another  purpose  was  to  determine  whether 
these  higher  types  of  pneumococci  have  any 
epidemiologic  significance  in  the  pathogenesis 
of  the  disease. 

Procedure 

During  a six-month  period  (October, 
1937,  to  March,  1938)  from  four  to  six  speci- 
mens were  chosen  at  random  from  among 
those  received  daily  in  the  diagnostic  labora- 
tories from  various  parts  of  New  York  State 
for  routine  examination  for  tubercle  bacilli. 
Those  in  transit  for  more  than  two  or  three 
days  were  not  considered.  Care  was  taken 
to  include  but  one  specimen  from  a patient, 
only  first  specimens  being  selected. 

From  the  accompanying  history  forms, 
data  regarding  the  clinical  condition  of  the 
patient  were  recorded.  In  nearly  all  cases, 
respiratory,  subacute,  or  chronic  symptoms 
and  positive  physical  findings  were  noted. 
The  physicians’  diagnoses  were:  suspected 
tuberculosis,  definite  tuberculosis,  or  “prob- 
ably not  tuberculosis.” 

The  technic  was  similar  to  that  employed 
for  typing  pneumococci  in  sputum  from 
patients  with  pneumonia.  Each  specimen 
was  tested  by  the  Neufeld  method  with  the 
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thirty  types  of  serum  (Cooper8).*  Specimens 
that  failed  to  show  pneumococci  by  this 
means  and  the  majority  of  those  in  which 
types  were  determined  were  injected  intra- 
peritoneally  into  mice.  One  milliliter  of 
sputum  diluted  1:2  with  saline  solution  was 
used.  All  animals  that  had  not  died  spon- 
taneously within  forty-eight  hours  were 
chloroformed  at  this  period,  and  the  peri- 
toneal washings  were  examined  by  the  Neu- 
feld procedure.  Cultures  on  blood-agar  plates 
were  prepared  from  the  peritoneal  exudate 
and  from  the  heart’s  blood  of  all  the  mice. 
Single  colonies  were  fished  when  the  colonial 
characteristics  indicated  the  presence  of  more 
than  one  type  of  pneumococcus;  the  fishings 
were  placed  in  dextrose-serum  broth  and 
tested  by  the  Neufeld  reaction  after  eight 
hours’  incubation.  When  a reaction  was  ob- 
tained with  more  than  one  type  of  serum, 
single  colonies  were  isolated  in  pure  culture  to 
determine  whether  more  than  one  type  of 
pneumococcus  was  present  in  the  same  speci- 
men or  whether  one  strain  reacted  with  two  or 
more  types  of  serum.  If  no  type  was  identi- 
fied with  the  thirty  standard  types  of  serum, 
bile-solubility  and  inulin-fermentation  tests 
were  made  before  any  microorganism  was  con- 
sidered an  unclassified  strain  of  pneumococcus. 
No  attempt  was  made  to  isolate  and  type 
pneumococci  by  culturing  the  sputum  on 
blood-agar  plates  or  in  Avery’s  broth. 

Results  Obtained  in  a Study  of  500 
Specimens 

The  results  obtained  in  a study  of  500  speci- 
mens have  been  analyzed  according  to : find- 

ings obtained  by  the  Neufeld  method  for 
pneumococcus-type  differentiation;  the  in- 
cidence of  types  and  their  distribution  with 
relation  to  epidemiologic  data — for  example, 
season,  patient’s  age,  and  sex;  frequency  of 
types  in  sputum  containing  tubercle  bacilli; 
multiple  types  in  the  same  specimen;  cross 
reactions;  and  unclassified  strains. 

Findings  Obtained  by  the  Neufeld  Method. — 
Pneumococci  were  found  in  337  specimens 
(67.4  per  cent).  From  these  specimens  394 

* Types  XXVI  and  XXX  are  considered  closely  re- 
lated to  or  identical  with  types  VI  and  XV,  respectively. 
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TABLE  1. — Findings  Obtained  by  the  Neufeld  Technic,  Grouped  According  to  Age  of  Specimen 


- — Strains  Typed  by  Neufeld  Technic — - 
Specimens  Strains  of  Direct  examina-  Peritoneal  exudate 

Containing  Pneumococci  tion  of  sputum  from  inoculated 


Time  Between 

Pneumococci 

Identified 

mouse  t 

Collection 

Total 

Per- 

Per- 

Per- 

Per- 

and 

Speci- 

Num- 

cent- 

Num- 

cent- 

Num- 

cent- 

Num- 

cent- 

Examination 

mens 

ber 

age 

ber 

age 

Total 

ber 

age 

ber 

age 

One  day 

221 

153 

69.2 

181 

118.3 

170 

85 

50.0 

85 

50.0 

Two  days 

229 

157 

68.6 

186 

118.5 

181 

98 

54.1 

83 

45.9 

Three  or  more 

days 

50 

27 

54.0 

27 

100.0 

26 

16 

61.5 

10 

38.5 

Total 

500 

337 

67.4 

394 

116.9 

377* 

199 

52.8 

178 

47.2 

*Seventeen  additional  strains  were  not  classified. 

t A few  strains  were  typed  by  the  Neufeld  reaction  on  cultures  from  heart’s  blood  only. 


TABLE  2. — Monthly  Distribution  and  Incidence  by  Type  of  394  Strains  of  Pneumococci  Found  in  the  Study 

of  500  Specimens 


Type 

Oct. 

Nov. 

Dec. 

Jan. 

Feb. 

Mar. 

Total 

Percentage 

I 

1 

1 

4 

2 

8 

2.0 

II 

2 

2 

0.5 

III 

7 

8 

8 

6 

7 

5 

41 

10.4 

IV 

1 

3 

1 

1 

4 

10 

2.5 

V 

1 

1 

2 

0.5 

VI 

2 

3 

6 

6 

5 

22 

5.6 

VII 

1 

2 

4 

7 

1.8 

VIII 

3 

3 

1 

2 

7 

5 

21 

5.3 

IX 

1 

1 

2 

2 

3 

9 

2.3 

X 

1 

5 

2 

2 

2 

2 

14 

3.6 

XI 

1 

1 

2 

5 

4 

8 

21 

5.3 

XII 

1 

1 

2 

0.5 

XIII 

3 

2 

2 

3 

3 

4 

17 

4.3 

XIV 

2 

1 

2 

5 

1.3 

XV 

4 

4 

6 

7 

1 

2 

24 

6.1 

XVI 

1 

5 

2 

1 

5 

14 

3.6 

XVII 

3 

3 

3 

3 

12 

3.0 

XVIII 

2 

2 

2 

3 

2 

4 

15 

3.8 

XIX 

5 

3 

6 

3 

2 

10 

29 

7.4 

XX 

5 

2 

2 

4 

4 

4 

21 

5.3 

XXI 

2 

1 

2 

1 

1 

3 

10 

2.5 

XXII 

3 

2 

3 

4 

12 

3.0 

XXIII 

3 

2 

3 

2 

10 

2.5 

XXIV 

1 

2 

1 

4 

2 

10 

2.5 

XXV 

2 

2 

0.5 

XXVII 

1 

1 

1 

1 

1 

5 

1.3 

XXVIII 

1 

2 

1 

1 

2 

7 

1.8 

XXIX 

2 

2 

3 

5 

2 

5 

19 

4.8 

XXXI 

3 

1 

1 

5 

1.3 

XXXII 

1 

1 

0.2 

Unclassified 

7 

2 

1 

3 

4 

17 

4.3 

Grand  Total 

50 

49 

68 

65 

64 

98 

394 

100.0 

strains  were  identified  (116.9  per  cent) — 
199  by  direct  examination  and  178  by  mouse 
inoculation.  Seventeen  strains  were  unclassi- 
fied. 

The  interval  between  collection  and  ex- 
amination of  a specimen  was  of  no  importance 
in  the  success  of  determining  pneumococci 
when  the  time  was  less  than  two  days.  When 
three  or  more  days  had  elapsed,  however, 
pneumococci  were  found  in  fewer  specimens, 
and  fewer  types  were  identified.  A com- 
parison of  the  findings  by  direct  exami- 
nation and  by  animal  inoculation  with  refer- 
ence to  the  age  of  the  specimen  is  given  in 
Table  1.  The  data  indicate  that  with  older 
specimens  one  may  expect  to  find  pneumococci 


more  readily  by  the  direct  Neufeld  test  than 
by  mouse  inoculation.  Of  181  strains  in 
specimens  two  days  old,  98  were  typed  on 
direct  examination  and  83  by  mouse  inocula- 
tion; of  26  strains  found  in  specimens  three 
or  more  days  old,  16  were  typed  on  direct  ex- 
amination and  only  10  by  mouse  inoculation. 

Incidence  by  Serologic  Type. — The  inci- 
dence, in  order  of  frequency,  by  serologic 
type  of  the  377  strains  identified  was  as 
follows:  types  III,  XIX,  XV,  VI,  VIII, 
XI,  XX,  XXIX,  XIII,  XVIII,  X,  XVI, 
XVII,  XXII,  IV,  XXI,  XXIII,  XXIV,  IX, 
I,  VII,  XXVIII,  XIV,  XXVII,  XXXI,  II, 
V,  XII,  XXV,  and  XXXII.  Seventeen  addi- 
tional strains  were  unclassified. 
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TABLE  3. — Distribution  According  to  Sex  of 
Patient,  of  394  Strains  of  Pneumococci  from  500 
Specimens 


Specimens 

Pneumococci  Found 
Per- 

Strains  Identified 
Per- 

Examined 

Number 

centage 

Number 

centage 

298  Men 

221 

74.2 

268 

121.2 

202  Women 

116 

57.4 

126 

108.6 

Total 

337 

67.4 

394 

116.9 

Seasonal  Variation  in  Prevalence  of  Pneu- 
mococci.— During  the  six-month  period,  the 
number  of  specimens  in  which  pneumococci 
were  found  varied  from  month  to  month. 
There  was  a marked  increase  from  a minimum 
incidence  in  October  (54.5  per  cent)  to  a 
maximum  in  March  (77.4  per  cent).  The 
greatest  percentage  of  strains  was  found  in 
February,  when,  in  48  specimens  containing 
pneumococci,  64  strains  were  identified.  The 
distribution  of  the  types  most  prevalent  in 
this  series  was  relatively  uniform  in  the  various 
months.  The  types  less  frequently  identi- 
fied—I,  II,  Y,  VII,  XIY,  XXIII,  XXV,  and 
XXXII — were  found  in  December,  January, 
February,  and  March  (Table  2). 

Distribution  of  Pneumococci  According  to 
Sex  of  Patients. — The  prevalence  of  pneu- 
mococci in  specimens  from  men  was  higher 
than  in  those  from  women.  Not  only  did 
the  percentage  of  specimens  containing  pneu- 
mococci differ  (74.2  per  cent  men,  57.4  per 
cent  women)  but  also  the  number  of  strains 
typed  (121.2  per  cent  against  108.6  per  cent) 
(Table  3). 

Distribution  of  Types  According  to  Age  of 
Patients. — Since  the  majority  of  the  patients 
were  adults  and  relatively  few  were  under  10 
to  19  years  of  age,  the  distribution  of  types 
according  to  age  groups  is  less  significant. 
Perhaps  the  fact  that  types  I,  II,  VII,  and 
XIY  occurred  only  in  persons  under  49  years 

TABLE  4 


old  should  be  mentioned,  because  the  other 
types  prevailed  with  more  or  less  fluctuation 
through  all  age  groups. 

Distribution  of  Types  in  Specimens  Con- 
taining Tubercle  Bacilli. — Tubercle  bacilli 
were  found  in  66  (13.2  per  cent)  of  500  speci- 
mens examined  by  the  Ziehl-Neelsen  stain. 
In  34  of  these  specimens,  42  strains  of  pneumo- 
cocci were  identified;  the  incidence  of  types 
was  in  general  the  same  as  in  the  entire  series. 

Multiple  Pneumococcus  Types. — More  than 
one  type  occurred  in  50  or  14.8  per  cent  of  the 
specimens  in  which  pneumococci  were  found; 
in  44  specimens,  two  different  types  were 
identified;  in  5,  three;  and  in  1,  four.  The 
107  strains  are  listed  in  Table  4 according  to 
their  distribution  in  the  specimens. 

Cross  Reactions. — Forty  strains  (10.2  per 
cent)  were  found  to  give  a reaction  either  by  a 
Quellungsreaktion  or  agglutination  with  two 
types  of  serum.  The  number  of  such  strains 
and  types,  as  well  as  the  reaction  obtained, 
is  illustrated  in  Table  5.  The  importance  of 
this  problem  is  more  than  theoretic. 

Unclassified  Strains. — Of  394  strains  of 
pneumococci  identified,  17  did  not  react  with 
the  standard  types  of  serum,  although  12  of 
them  were  found  to  agglutinate  in  serums 
produced  from  3 unclassified  strains  isolated 
previously — 7 with  one,  3 with  a second, 
and  2 with  a third.  In  addition  to  the  12 
strains  identified  with  the  serums  mentioned, 
5 strains  remain  unclassified,  which  in  the 
total  strains  represent  a percentage  of  1.3. 

Discussion 

Although  the  incidence  of  various  types  of 
pneumococci  in  lobar  pneumonia  varies 
from  year  to  year,3-6  nevertheless,  each  type 
may  hold  a fairly  uniform  position  in  order  of 
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frequency.  Thus,  from  the  consistent  re- 
sults of  Finland3  and  Bullowa  and  Wilcox,6 
Lord  and  Heffron9  reached  the  conclusion 
that  types  I,  III,  II,  V,  VIII,  VII,  IV,  XIV, 
IX,  and  XVIII  were,  in  the  order  named, 
the  most  common  types  encountered  as  in- 
citants  of  lobar  pneumonia  in  adults.  Of 
these,  types  III,  VIII,  XVIII,  IV,  and  IX 
prevail  also  in  a significant  percentage  in  the 
nasopharynx  of  carriers5-10  and  of  individuals 
with  respiratory  infections  other  than  pneu- 
monia.3-6 Consequently,  little  epidemiologic 
importance  can  be  attributed  to  the  last  types 
mentioned.  The  results  obtained  in  the 
present  survey  are  in  agreement  with  the 
classification  of  pneumococci  in  specimens 
from  normal  persons,  since  in  the  frequency 
range  of  the  thirty  types,  type  I is  twentieth; 
type  III,  first;  type  II,  twenty-sixth;  type 
V,  twenty-seventh;  type  VIII,  fifth;  type 
VII,  twenty-first;  type  IV,  fifteenth;  type 
XIV,  twenty-third;  type  IX,  nineteenth; 
and  type  XVIII,  tenth.  Furthermore,  types 
I,  II,  V,  VII,  and  XIV  were  found  in  those 
months  in  which  the  incidence  of  lobar  pneu- 
monia is  highest. 

Difference  in  the  prevalence  of  pneumococci 
in  the  throats  of  healthy  people  according  to 
sex  is  mentioned.  Gundel  and  Okura11 
found  much  more  frequent  occurrence  of  these 
bacteria  in  boys  than  in  girls.  In  groups  of 
men,  Powell,  Atwater,  and  Felton12  encoun- 
tered pneumococci  in  66  and  67  per  cent  of  the 
individuals  studied  and  53  per  cent  in  groups 
of  women.  Too  much  importance  cannot 
be  placed  on  this  difference,  however,  as  an 
explanation  of  the  much  higher  incidence  of 
pneumonia  in  men  than  in  women.13 

The  difficulty  that  arises  when  more  than 
one  type  is  recovered  from  the  sputum  of 
individuals  with  lobar  pneumonia  is  evident. 
Andrews4  found  more  than  one  type  in  the 
throats  of  half  of  the  children  with  lobar 
pneumonia — an  incidence  far  higher  than 
Finland  reported  for  adults.14 

Problems  presented  by  cross  reactions  due 
to  the  serum  used  for  typing  in  the  Neufeld 
or  agglutination  tests  can  be  eliminated  to  a 
certain  extent  by  determining  the  Quellungs- 
reaktion  and  agglutination  titer  of  serum 
against  the  homologous  type — that  is,  by 
testing  the  serum  adequately  for  such  reac- 
tions before  it  is  used  in  diagnostic  examina- 
tions. When  the  cross  reaction  results  from 
an  antigenic  relationship  of  some  of  the  types 
— for  example,  types  III  and  VIII,  II  and  V — 
the  demonstration  of  such  a relationship  might 
aid  in  estimating  the  etiologic  significance 


TABLE  5. — Strains  of  Pneumococci  That  Reacted 
with  Heterologous  Types  of  Antipneumococcus 
Serums 
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1 

of  the  types  and  be  of  value  in  the  study  of 
the  antigenic  properties  of  the  pneumococ- 
cus. 

Summary 

A survey  was  undertaken  during  a six- 
month  period  (October,  1937,  to  March,  1938) 
of  the  prevalence  and  distribution  of  the 
types  of  pneumococci  in  sputum  submitted  to 
be  examined  for  tubercle  bacilli;  the  Neufeld 
method  was  used  for  the  type  differentiation. 

In  337  (67.4  per  cent)  of  500  specimens 
studied,  394  (116.9  per  cent)  strains  of  pneu- 
mococci were  identified — 199  on  direct  ex- 
amination and  178  by  mouse  inoculation. 

The  time  interval  between  collection  and 
examination  of  the  specimens  was  of  no 
importance  in  the  success  of  determining 
pneumococci  when  the  time  was  one  or  two 
days;  when  three  or  more  days  elapsed, 
fewer  were  typed. 

The  incidence  of  types  in  order  of  frequency 
was:  III,  XIX,  XV,  VI,  VIII,  XI,  XX, 
XXIX,  XIII,  XVIII,  X,  XVI,  XVII,  XXII, 
IV,  XXI,  XXIII,  XXIV,  IX,  I,  VII,  XXVIII, 
XIV,  XXVII,  XXXI,  II,  V,  XII,  XXV,  and 
XXXII. 

Seventeen  strains  did  not  react  with  the 
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standard  types  of  serum.  Twelve  of  them 
were  found  to  agglutinate  in  serums  from  3 
unclassified  strains  isolated  previously. 

The  seasonal  incidence  of  pneumococci 
varied  markedly  from  a minimum  in  October 
to  a maximum  in  February  and  March. 
Types  I,  II,  Y,  VII,  XIV,  XXIII,  XXV,  and 
XXXII  were  found  in  the  months  of  Decem- 
ber, January,  February,  and  March. 

The  prevalence  of  pneumococci  was  higher 
in  men  than  in  women. 

The  distribution  of  various  types  according 
to  age  groups  was  more  or  less  uniform,  with 
the  possible  exception  of  types  I,  II,  VII,  and 
XIV,  which  were  found  only  in  patients 
under  49  years  of  age. 

In  specimens  containing  tubercle  bacilli  the 
incidence  of  types  was  relatively  the  same 
as  in  the  entire  series. 

Multiple  pneumococcus  types  occurred  in 
14.8  per  cent  of  the  specimens  in  which  pneu- 
mococci were  found. 


Some  of  the  strains  (10.2  per  cent)  reacted 
with  varying  intensity  with  two  types  of 
serum. 
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INTELLECTUAL  GLANDS  OF  ANTIQUITY 
Behold  the  mighty  dinosaur. 

Famous  in  prehistoric  lore, 

Not  only  for  his  weight  and  strength 
But  for  his  intellectual  length. 

You  will  observe  by  these  remains 
The  creature  had  two  sets  of  brains; 

One  in  his  head,  the  usual  place. 

The  other  at  his  spinal  base. 

Thus  he  could  reason  a priori, 

As  well  as  posteriori ; 

No  problem  bothered  him  a bit, 

He  made  both  head  and  tail  of  it. 

So  wise  he  was,  so  wise  and  solemn, 

Each  thought  filled  just  a spinal  column ; 

If  one  brain  found  the  pressure  strong, 

It  passed  a few  ideas  along. 

If  something  slipped  his  forward  mind, 

It  was  rescued  by  the  one  behind ; 

And  if  in  error  he  was  caught, 

He  had  a saving  afterthought. 

As  he  thought  twice  before  he  spoke, 

He  had  no  judgment  to  revoke; 

And  he  could  think  without  congestion 
Upon  both  sides  of  any  question. 

O gaze  upon  this  model  beast — 

Defunct  ten  million  years  at  least. 

— Colorado  School  of  Mines  Magazine 


THE  WAR  AND  DRUG  SUPPLIES 

The  Netherlands,  the  Netherland  colonies, 
and  Belgium  are  important  sources  of  drugs  used 
in  all  countries,  the  supply  of  which  is  now  cut 
off  or  reduced.  The  most  important  drug  to  be 
affected  is  quinine,  for  its  world  market  is  con- 
trolled from  Amsterdam  and  more  than  95  per 
cent  of  the  cinchona  bark  used  in  its  production 
comes  from  the  Netherland  island  of  Java. 
Fortunately  it  seems  that  ample  reserves  of  the 
alkaloid  are  in  the  military  stores  of  the  Allies 
and  sufficient  for  civilian  needs  are  warehoused 
in  England,  says  a London  letter  in  the  J.A.M.A . 
The  market  for  caffeine  and  theobromine  is 
also  dominated  by  Netherland  production;  the 
former  is  extracted  from  tea  and  coffee  waste 
and  the  latter  from  cocoa  husk.  A byproduct  of 
the  manufacture  of  cocoa,  cacao  butter,  is  also 
an  important  commodity  of  Netherland  com- 
merce. So  also  are  the  oils  of  caraway  seed  and 
nutmeg  and  gum  benzoin,  of  which  the  tree 
Styrax  benzoin  grows  in  Sumatra.  The  best 
variety  of  aloes  is  produced  in  Netherland 
islands. 

In  Belgium  many  vegetable  drugs,  such  as 
valerian  and  dandelion  roots,  marshmallow, 
and  henbane,  are  cultivated.  Now  of  course  this 
source  also  is  affected. 


THE  ROOT  OF  WISDOM 

“To  know  when  one  does  not  know  is  best. 

To  think  one  knows  when  one  does  not  know  is  a 
dire  disease. 

Only  he  who  recognizes  this  disease  as  a disease 

Can  cure  himself  of  the  disease. 

The  Sage’s  way  of  curing  disease 

Also  consists  in  making  people  recognize  their 
diseases  as  diseases  and  thus  ceasing  to  be 
diseased.” — Tao  Te  Ching,  quoted  in  Current 
Medical  Digest 


MEDICINE  CAN  NEVER  BE  A TRADE 
“Charity  is  the  eminent  virtue  of  the  medical 
profession.  Show  me  the  garret  or  the  cellar 
which  its  messengers  do  not  penetrate;  tell  me 
of  the  pestilence  which  its  heroes  have  not  braved 
in  their  errands  of  mercy ; name  to  me  the  prac- 
titioner who  is  not  ready  to  be  the  servant  of 
servants  in  the  case  of  humanity  and  whose 
footsteps  you  will  find  in  the  path  of  every 
haunt  of  stricken  humanity.” — Oliver  Wendell 
Holmes 


SUBACUTE  BACTERIAL  ENDOCARDITIS 


Treatment  with  Sulfapyridine  and  Intravenous  Injections  of 
Typhoparatyphoid  Vaccine 

Harry  A.  Solomon,  M.D.,  New  York  City 


IN  THE  light  of  clinical  experience  it  is 
evident  that  the  treatment  of  subacute 
bacterial  endocarditis  with  the  sulfonamides 
alone  has  been  disappointing.1’2’3  The  im- 
provement in  the  general  condition  of  the 
patient  which  often  follows  the  administra- 
tion of  the  drug  is  of  short  duration,  and  in 
those  cases  that  have  recovered  following 
this  chemotherapy  (an  infrequent  but  never- 
theless significant  occurrence)  the  infection 
was  mild  or  the  treatment  was  instituted  early 
in  the  course  of  the  disease.4’5  That  a condi- 
tion in  which  the  nidus  of  bacterial  infection  is 
protected  from  the  influence  of  the  circulating 
blood  by  a fibrin-platelet  capsule  favorable 
to  bacterial  growth  should  prove  resistant  to 
any  form  of  chemotherapy  is  quite  under- 
standable. To  overcome  this  difficulty  of  a 
protective  barrier  around  the  bacterial  nidus, 
a method  of  therapy  that  combines  heparin 
and  sulfapyridine  has  been  recommended.6 

Since  the  excellent  report  of  White  and 
Parker7  wherein  by  a series  of  noteworthy  ex- 
periments it  was  conclusively  demonstrated 
that  in  vitro  at  temperatures  above  39  C. 
for  three  hours  or  longer  the  effect  of  sulfanil- 
amide on  various  strains  of  hemolytic  strep- 
tococci changed  from  inhibition  to  steriliza- 
tion, we  employed  combined  sulfonamide 
chemotherapy  with  protein  shock  therapy 
produced  by  the  injection  intravenously  of 
typhoparatyphoid  vaccine  with  gratifying 
results.  Persistent  cases  of  infectious  ar- 
thritis, suppurative  bronchitis  and  pneumoni- 
tis, etc.,  which  did  not  respond  to  either 
chemotherapy  or  intravenous  injections  of 
typhoparatyphoid  vaccine  alone,  promptly 
cleared  when  the  two  methods  of  treatment 
were  used  together.  The  purpose  of  this 
communication  is  to  make  a preliminary  re- 
port of  the  results  obtained  in  8 cases  of  sub- 
acute bacterial  endocarditis  treated  by  this 
combined  method  of  therapy. 

Case  Reports 

Case  1. — N.  L.  was  admitted  to  the  Medical 
Service  of  Beth  David  Hospital,  Dr.  Louis 

Presented  at  the  meeting  of  the  Beth  David  Hospital 
Clinical  Society,  May  20,  1940. 

From  the  Medical  Service  and  Laboratories  of  Beth 
David  Hospital.  Consulting  physician,  U.  S.  Marine 
Hospital,  Stapleton,  Staten  Island. 


Hauswirth,  Director,  on  November  22,  1938 

Two  weeks  before  admission  she  had  developed 
a “grippe”  infection  with  fever,  nausea,  vomit- 
ing, headache,  anorexia,  and  fleeting  pains  in 
the  joints.  Ten  days  before  admission  she  had 
had  a severe  chill  followed  by  high  fever,  which 
had  persisted,  together  with  severe  pains  in  back 
of  the  head,  lower  spine,  and  chest,  as  well  as 
shortness  of  breath  and  marked  weakness. 

At  the  age  of  9 she  had  had  chorea,  and  at 
the  age  of  12  she  had  been  bedfast  with  rheu- 
matic fever  for  five  months. 

The  patient  was  a 19-year-old  white  girl 
appearing  acutely  ill  with  fever  and  slight 
dyspnea  and  cyanosis.  There  was  a petechial 
hemorrhage  in  the  right  lower  conjunctival  sac. 
Over  her  back,  arms,  and  chest  anteriorly,  crops 
of  small  petechiae  were  noted.  The  pharynx 
was  congested,  the  teeth  were  in  good  condition, 
and  the  lungs  were  clear. 

The  heart  was  slightly  enlarged  to  the  left. 
A presystolic  thrill  and  double  murmur  were 
present  over  the  mitral  area.  The  pulmonic 
second  was  accentuated,  the  rhythm,  regular. 

The  edge  of  the  liver  was  two  fingers  breadth 
below  the  costal  margin  and  that  of  the  spleen 
palpable  one  finger  breadth  below  the  ribs. 
Painful,  discolored,  indurated  spots  were  present 
on  the  distal  pads  of  several  fingers  and  one  toe. 
There  was  no  edema  or  neuro-organic  signs. 

Laboratory  Data. — The  temperature  was  101 
F.;  pulse,  100;  respiratory  rate,  20;  blood 
pressure,  110/75.  An  analysis  of  the  urine 
showed  a trace  of  albumin,  3-5  red  blood  cells 
per  high  power  field,  and  specific  gravity  1.010. 
An  analysis  of  the  blood  showed  a hemoglobin 
of  80  per  cent;  red  blood  cells,  4,200,000;  white 
blood  cells,  27,800;  polymorphonuclears,  75 
per  cent;  lymphocytes,  23  per  cent;  monocytes, 
2 per  cent.  Urea  nitrogen  was  16  mg.,  cre- 
atinine was  1.6  mg.,  and  blood  sugar  was  155 
mg.  The  blood  culture  showed  many  colonies 
of  Streptococcus  viridans. 

The  clinical  picture  of  Str.  viridans  endo- 
carditis engrafted  upon  rheumatic  heart  disease 
was  probably  of  less  than  three  weeks’  duration. 
The  temperature  continued  to  spike  to  103  F. 
until  sulfanilamide  was  started  on  the  fourth 
day  of  admission  when  it  remained  around  100 
F.  On  the  sixth  day  of  admission  an  intrave- 
nous injection  of  0.5  minim  of  typhoparatyphoid 
vaccine  was  given  which  produced  a rise  in  tem- 
perature to  104.5  F.  for  several  hours.  Similar 
injections  of  the  vaccine  were  given  on  the  two 
subsequent  days,  after  which  the  vaccine  was 
stopped  for  two  days  but  the  sulfanilamide 
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continued.  Two  more  injections  of  vaccine  were 
given,  but  the  sulfanilamide  was  continued  for  a 
total  of  two  weeks  in  doses  of  1 Gm.  every  four 
hours. 

All  signs  of  infection  subsided  following  the 
week  of  combined  chemotherapy  and  foreign 
protein  therapy.  The  anemia  increased  during 
the  two  weeks  of  active  treatment  but  improved 
rapidly  with  the  discontinuance  of  sulfanilamide 
and  the  help  of  transfusions.  Repeated  blood 
cultures  have  all  been  sterile.  The  patient  has 
been  repeatedly  examined  and  found  to  be  free 
from  any  indication  of  active  endocarditis, 
bacterial  or  otherwise.  There  are  no  signs  of  a 
“bacteria-free”  stage  of  subacute  bacterial  endo- 
carditis, and  her  general  condition  has  been  con- 
sistently normal  now  for  over  one  and  a half  years. 

Case  2. — J.  M.,  a 40-year-old  white  unem- 
ployed ambulance  driver,  was  admitted  to  the 
Medical  Service  of  Beth  David  Hospital  on 
February  7,  1939,  complaining  of  shortness  of 
breath,  fever,  sweats,  weight  loss,  and  weakness 
of  two  months’  duration.  Two  weeks  before 
admission  many  large  joints  had  become  tender, 
and  one  day  before  admission  he  had  suddenly 
developed  weakness  of  the  right  arm  and  leg 
and  difficulty  in  speech. 

At  the  age  of  10  he  had  suffered  from  rheu- 
matic fever,  and  between  the  years  of  1919  and 
1934  he  had  been  bedridden  on  several  occasions 
with  polyarthritis  for  from  three  to  six  months 
at  a time.  Since  1934  he  had  noticed  dyspnea 
and  palpitation  on  exertion. 

The  patient  presented  the  wasted,  toxic  ap- 
pearance of  chronic  sepsis.  There  were  several 
petechiae  in  both  lower  conjunctival  fornices, 
and  the  sclera  was  slightly  icteroid.  The  heart 
was  enlarged  to  the  left.  Double  aortic  and 
double  mitral  murmurs  were  present.  A few 
moist  rales  were  heard  over  the  right  infra- 
scapular region.  The  liver  edge  was  two  fingers 
breadth  below  the  costal  margin,  and  the 
rounded  edge  of  a firm  spleen  was  easily  palpable. 
Besides  a few  scattered  petechiae  on  the  arms 
there  was  a splinter  hemorrhage  beneath  the 
nail  of  the  fourth  finger  of  the  right  hand. 
Clubbing  of  the  fingers  was  also  noted. 

Laboratory  Data. — The  temperature  was  103.8 
F.;  pulse,  110;  respiratory  rate,  24;  blood 
pressure,  140/80.  A urine  analysis  showed 
a trace  of  albumin,  moderate  white  blood  cells, 
occasional  red  blood  cells,  and  specific  gravity 
1.024.  The  blood  count  showed  a hemoglobin 
of  11.8  Gm.;  red  blood  cells,  4,100,000;  white 
blood  cells,  16,900;  polymorphonuclears,  90 
per  cent  (30  per  cent  nonsegmented) ; lympho- 
cytes, 10  per  cent.  The  urea  nitrogen  was  11.7 
mg.;  the  creatinine  1.3  mg.;  the  uric  acid,  3.1 
mg.;  icterus  index  3.1.  The  blood  culture  was 
positive  in  forty-eight  hours  and  showed  eight 
colonies  per  cubic  centimeter,  gram-positive 
cocci  in  short  chains,  and  nonhemolytic  strepto- 
cocci. 

Sulfanilamide  therapy  was  instituted  on  the 


fifth  day  of  admission,  starting  with  2 Gm.  every 
four  hours  for  six  doses  and  afterward  1 Gm. 
every  four  hours.  After  twenty-four  hours  of 
sulfanilamide  therapy,  intravenous  triple  typhoid 
vaccine  was  given  every  evening  for  seven  days. 
The  temperature  was  maintained  over  105  F. 
for  three  hours  or  longer  with  each  daily  course 
of  protein  shock  therapy  and  usually  returned 
to  normal  during  the  rest  of  the  day.  Chemo- 
therapy was  stopped  after  ten  days  of  uninter- 
rupted administration. 

The  general  well-being  of  the  patient  improved 
rapidly,  all  signs  of  infection  subsided,  weight 
increased,  and  the  patient  left  the  hospital  ap- 
parently well  on  March  21,  1939,  after  four  weeks  ‘ 
of  normal  temperature. 

Case  3. — J.  C.,  a 27-year-old  single  white  girl, 
beautician  by  occupation,  entered  Beth  David 
Hospital  on  October  7,  1939.  Shortly  after 
the  extraction  of  several  teeth  in  April,  1939, 
she  had  noticed  increasing  weakness,  anorexia, 
chills,  sweats,  and  loss  of  weight.  Six  weeks 
before  she  had  been  operated  upon  for  appendi- 
citis. She  had  continued  to  grow  weaker,  various 
joints  became  painful  without  swelling,  and 
during  the  past  two  weeks  there  had  been 
episodes  of  sharp  pain  in  the  left  lower  chest. 
Of  significance  in  the  past  history  was  an  attack 
of  “rheumatism”  in  childhood. 

The  patient  appeared  very  ill,  toxic,  and  pale. 
Two  elliptic  hemorrhages  with  white  centers  were 
present  in  the  retina  of  the  left  eye.  The  heart 
was  enlarged  to  the  left,  the  apex  being  outside 
the  midclavicular  line  in  the  fifth  intercostal 
space.  A systolic  murmur  transmitted  to  the 
axilla  was  present  over  the  mitral  area.  Over 
the  aortic  valve  area  there  was  a rough  systolic 
murmur  and  a soft  diastolic  murmur.  The 
liver  was  enlarged  two  fingers  breadth  down- 
ward, and  the  edge  of  the  spleen  was  felt  at  the 
costal  margin  on  inspiration. 

Laboratory  Data. — The  temperature  was  104.6; 
pulse,  116;  respiratory  rate,  24;  blood  pressure, 
110/80.  An  analysis  of  the  urine  revealed  a 
few  white  blood  cells  and  specific  gravity  1.014. 
The  blood  count  showed  a hemoglobin  of  49 
per  cent;  red  blood  cells,  2,480,000;  white  blood 
cells,  8,700;  polymorphonuclears,  70  per  cent 
(16  per  cent  nonsegmented).  Three  daily  blood 
cultures  were  positive  for  Str.  viridans  averaging 
over  twenty  colonies  per  cubic  centimeter  of 
blood. 

After  six  days,  during  which  time  the  signs  of 
infection  were  essentially  unchanged,  sulfa- 
pyridine  was  administered,  first  in  2-Gm.  doses 
every  four  hours  for  one  day  and  then  a 1-Gm. 
dose  every  four  hours.  The  temperature  re- 
mained normal  under  chemotherapy  for  forty- 
eight  hours,  and  on  the  third  day  triple  typhoid 
vaccine  therapy  was  instituted.  By  this  means 
the  temperature  was  kept  elevated  from  105  to 
106  F.  for  three  hours  every  night  for  seven 
paroxysms,  and  then  both  chemotherapy  and 
protein  shock  therapy  were  discontinued. 
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The  sulfapyridine  concentration  of  the  blood 
varied  from  12.5  to  4 mg.  per  hundred  cubic 
centimeters.  The  white  blood  count  averaged 
18,000  for  the  first  five  days  of  treatment,  but 
on  the  tenth  day  the  white  count  dropped  to 
2,000.  Following  discontinuation  of  the  com- 
bined treatment,  the  general  condition  of  the 
patient  was  strikingly  improved,  the  tempera- 
ture remained  normal,  and  repeated  blood  cul- 
tures were  sterile.  The  patient  left  the  hospital 
four  weeks  after  admission  in  what  appeared  to 
be  excellent  health. 

She  was  readmitted  one  week  later  seriously 
ill  with  agranulocytosis.  She  had  received 
sulfanilamide  at  home  for  a sore  throat  which 
she  presumably  contracted  from  a member  of 
her  family.  She  died  three  days  after  her  sec- 
ond admission  of  agranulocytosis,  but  intensive 
clinical  and  bacteriologic  study  revealed  no  evi- 
dence of  the  original  infection.  Permission  for 
an  autopsy  could  not  be  obtained. 

Case  4- — N.  R.,  a 41-year-old  dentist,  was 
referred  to  Beth  David  Hospital  by  Dr.  George 
Cole  on  August  31,  1939.  About  six  months 
prior  to  admission  he  had  noticed  increasing 
difficulty  in  carrying  on  his  work  because  of 
weakness,  listlessness,  and  fleeting  joint  pains 
and,  since  an  attack  of  “grippe”  one  month 
later,  he  was  practically  bedridden.  The 
“rheumatic  pains”  had  increased,  weakness  had 
become  more  marked,  bouts  of  fever  had  been 
frequent,  and  weight  loss  had  progressed. 
About  two  weeks  before  admission,  difficulty  in 
speech  had  developed  suddenly.  There  was 
no  history  of  rheumatic  fever.  Seventeen  years 
ago  he  had  had  a “breakdown  due  to  overwork.” 
He  had  had  a number  of  gallbladder  attacks, 
and  there  had  been  x-ray  evidence  of  calculi  in 
the  gallbladder.  Left-sided  calculous  pyelone- 
phritis with  hypertension  had  also  been  known 
to  be  present  for  the  past  four  years.  The  tonsils 
had  been  removed  three  years  before  because 
of  recurrent  sore  throat  episodes. 

The  general  appearance  was  that  of  an  adult 
white  man  with  a very  sallow  complexion, 
apathetic,  toxic,  and  emaciated.  Slight  dysar- 
thria and  weakness  of  the  lower  part  of  right  side 
of  the  face  was  present.  Petechial  hemorrhages 
were  present  in  the  folds  of  both  lower  con- 
junctival sacs,  and  Roth  spots  were  present  in 
both  retinas.  The  teeth  were  in  good  condition 
and  the  lung  signs  were  normal.  A few  scat- 
tered petechiae  were  present  over  the  upper 
part  of  the  chest. 

The  heart  was  rapid  and  regular.  The  apex 
beat  was  in  the  sixth  space  outside  the  mid- 
clavicular  line.  A loud  systolic  blowing  murmur 
over  the  mitral  area  replaced  the  first  sound  and 
was  transmitted  to  the  left. 

The  abdomen  was  normal  except  for  the  spleen 
which  was  just  palpable  on  deep  inspiration. 

Laboratory  Data. — The  temperature  was  101.4 
F.;  pulse,  100;  respiratory  rate,  20;  blood 
pressure,  95/80.  A urine  analysis  showed  a 


2 plus  albumin,  a few  red  and  white  blood  cells, 
and  specific  gravity  1.018.  The  blood  count 
showed  a hemoglobin  of  51  per  cent;  red  blood 
cells,  2,710,000;  white  blood  cells,  6,600;  poly- 
morphonuclears,  88  per  cent  (40  per  cent  non- 
segmented);  lymphocytes,  10  per  cent;  mono- 
cytes, 2 per  cent.  The  blood  cultures  were 
positive  for  Str.  viridans  on  many  occasions  be- 
fore admission. 

The  clinical  picture  was  that  of  subacute 
bacterial  endocarditis  due  to  Str.  viridans  with 
at  least  five  months  of  a severe  septic  state  and 
serious  embolization. 

Treatment  was  begun  on  the  day  after  ad- 
mission by  giving  2 Gm.  of  sulfapyridine  every 
four  hours  for  six  doses  and  then  1 Gm.  every 
four  hours  thereafter.  Thirty-six  hours  after 
chemotherapy  was  started,  triple  typhoid  vac- 
cine was  administered  intravenously  each  night 
for  a series  of  six  injections,  after  which  all  treat- 
ment was  stopped  because  of  uncontrollable 
vomiting.  The  sulfapyridine  concentration  of 
the  blood  varied  from  1.7  to  7 mg.  per  hundred 
cubic  centimeters.  The  white  blood  count 
averaged  about  11,000  during  the  treatment. 

For  one  week  after  the  combined  therapy  was 
stopped,  the  temperature  was  normal  and  the 
general  condition  of  the  patient  was  improved. 
Signs  of  infection,  however,  reappeared  but  with 
less  severity.  Another  course  of  similar  therapy 
for  five  days  was  tried  one  month  after  the  first 
one,  but  the  control  of  the  general  infection  was 
again  only  of  short  duration.  The  patient  died 
of  cerebral  hemorrhage  on  December  1,  1939. 

An  autopsy  performed  by  Dr.  Milton  Helpern, 
pathologist  of  Beth  David  Hospital,  revealed 
that  the  vegetations  on  the  mitral  valve  and 
endocardium  were  very  extensive  and  plastered 
down  in  a thin,  firm,  flattened  layer. 

Case  5. — A.  P.,  a 19-year-old  Italian  girl,  was 
referred  to  Beth  David  Hospital  by  Dr.  Morris 
Oken  on  January  25,  1940.  Four  weeks  before 
admission  she  had  developed  a “grippe”  infec- 
tion as  manifested  by  chills,  irregular  fever, 
general  aches,  and  prostration.  Sulfanilamide 
therapy  had  been  tried  during  the  first  week  of 
illness,  but  it  did  not  influence  the  fever  or  im- 
prove the  general  condition.  The  septic  state 
had  continued  in  a severe  form.  Two  days 
before  admission  the  blood  culture  was  reported 
positive  for  Str.  viridans.  Sulfapyridine  had 
been  administered  for  two  days  at  home  before 
the  patient  was  transferred  to  the  hospital. 

At  the  age  of  10  the  patient  had  been  bedfast 
for  four  months  with  rheumatic  polyarthritis 
and  carditis.  Despite  several  operations  for 
removal  of  tonsils  she  suffered  from  frequent 
throat  infections. 

The  patient  appeared  acutely  ill,  poorly  nour- 
ished, dehydrated,  extremely  toxic,  and  pale. 
There  was  a fresh  petechial  hemorrhage  in  the 
left  conjunctival  fold  and  several  painful  Osier 
nodes  in  the  pads  of  several  finger  tips  and  both 
heels.  The  teeth  and  gums  were  in  excellent 
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condition.  The  pulsations  of  the  neck  were 
prominent  and  rapid.  The  heart  was  enlarged 
downward,  and  a systolic  murmur  over  the  mitral 
area  and  a double  murmur  over  the  aortic  area 
were  present.  The  lungs  were  clear.  The  edge 
of  the  spleen  extended  one  inch  below  the 
costal  margin. 

Laboratory  Data. — The  temperature  was  100.8 
F.;  pulse,  108;  respiratory  rate,  24;  blood 
pressure,  136/60.  Urine  analysis  showed  a trace 
of  albumin,  a few  white  blood  cells,  and  specific 
gravity  1.019.  The  blood  count  showed  3,680,- 
000  red  blood  cells;  white  blood  cells,  13,800; 
polymorphonuclears,  80  per  cent  (nonsegmented 
18%);  lymphocytes,  18  per  cent;  monocytes, 
2 per  cent.  Sulfapyridine  concentration  of  the 
blood  was  6 mg.  per  hundred  cubic  centimeters. 

The  patient  presented  all  the  clinical  and 
bacteriologic  criteria  for  a diagnosis  of  subacute 
bacterial  endocarditis  due  to  Str.  viridans. 
Because  she  received  adequate  doses  of  sulfa- 
pyridine for  several  days  before  admission,  the 
drug  was  continued  at  1 Gm.  every  four  hours, 
and  the  intravenous  triple  typhoid  vaccine 
series  was  started  on  the  night  of  the  day  of  ad- 
mission to  the  hospital.  Seven  nightly  typhoid 
vaccine  series  were  given,  the  temperature  being 
maintained  from  104.5  to  106  F.  for  over  three 
hours  at  a time  daily.  Sulfapyridine  was  con- 
tinued for  only  one  day  after  the  typhoid  vaccine 
was  stopped  because  of  the  development  of  men- 
tal symptoms  due  no  doubt  to  the  sulfapyridine. 
In  this  case  sulfapyridine  was  given  for  ten  days 
with  the  concentration  of  the  drug  in  the  blood 
averaging  around  6 mg.  per  hundred  cubic 
centimeters.  The  daily  white  blood  count 
varied  from  30,000  to  16,000,  and  the  poly- 
morphonuclear cells  averaged  85  per  cent. 

Since  discontinuation  of  the  treatment  on 
the  tenth  hospital  day,  the  patient  has  been 
free  from  any  signs  or  symptoms  of  infection. 
Repeated  blood  cultures  are  normal,  tempera- 
ture is  not  elevated,  the  urine  is  free  from  any 
indication  of  renal  damage,  there  is  no  anemia, 
and  her  general  condition  is  excellent. 

Case  6. — L.  O.,  a 22-year-old  white  man,  was 
referred  by  Dr.  Julius  Tannenbaum  and  ad- 
mitted to  the  Doctors  Hospital,  March  14, 
1940. 

His  present  illness  had  begun  about  four 
months  before  admission,  with  malaise,  irregular 
fever,  pain  and  swelling  of  the  joints,  and  pro- 
gressive loss  of  weight.  He  had  been  in  failing 
health  manifested  by  weakness,  loss  of  weight, 
anorexia,  fleeting  joint  pains  for  five  months. 
Two  months  before  admission  he  had  developed 
chills,  high  fever,  drenching  sweats,  vomiting, 
and  severe  pains  over  spleen  and  kidney  regions. 
He  was  known  to  have  had  a heart  murmur 
since  infancy  and  a duodenal  ulcer  for  the  past 
five  years. 

He  had  the  appearance  of  a well-developed 
young  man  who  showed  the  effects  of  chronic 
sepsis — viz.,  cachexia,  pallor,  toxemia,  and 


listlessness.  Characteristic  embolic  phenomena 
were  present  in  large  numbers  in  the  retinas 
and  skin,  especially  in  the  palms  of  the  hands, 
soles  of  the  feet,  and  around  the  ankles.  The 
teeth  and  gums  were  well  kept. 

The  heart  was  enlarged  transversely.  Over 
the  base  of  the  heart  a loud  rough  systolic  mur- 
mur was  heard  over  a wide  area.  An  aortic 
diastolic  murmur  was  also  present.  The  lungs 
were  clear.  The  spleen  extended  two  fingers 
below  the  costal  margin,  and  its  firm  rounded 
edge  was  tender. 

The  right  ankle  was  swollen,  tender,  and 
ecchymotic;  the  right  posterior  tibial  pulsation 
was  absent.  There  was  marked  clubbing  of 
the  fingers.  There  were  no  neuro-organic  signs. 

Laboratory  Data. — The  temperature  was 
105  F.;  pulse,  126;  respiratory  rate,  28;  blood 
pressure,  140/40.  Urine  analysis  showed  a 2 
plus  albumin,  many  red  and  white  blood  cells, 
and  specific  gravity  1.016.  The  blood  culture 
showed  over  twenty-five  colonies  of  Str.  viridans 
per  cubic  centimeter  of  blood. 

This  severe  and  long  standing  case  of  Str. 
viridans  endocarditis  was  probably  engrafted 
upon  a congenital  type  of  heart  disease  with  an 
interventricular  septum  defect. 

Treatment  was  instituted  as  in  the  previous 
cases  with  sulfapyridine,  and  one  day  later  intra- 
venous triple  typhoid  vaccine  injections  were 
started.  Only  six  series  of  vaccine  injections 
could  be  given  because  of  uncontrollable  vomit- 
ing and  hematemesis. 

For  eight  days  after  the  continued  therapy 
was  stopped  the  temperature  remained  normal, 
and  the  general  condition  of  the  patient 
improved  greatly.  Later,  however,  signs  of 
infection  reappeared,  and  it  became  evident 
both  clinically  and  bacteriologically  that  the 
infection  had  recurred,  although  on  a lower  level 
of  activity. 

Case  7. — E.  S.,  a 14-year-old  white  school 
boy,  was  referred  to  the  Medical  Service  of  Beth 
David  Hospital  by  Dr.  Harry  Sherman  on 
March  20,  1940,  and  discharged  May  4,  1940. 
Three  and  one-half  weeks  before  admission  he 
had  developed  a sore  throat,  high  fever,  marked 
weakness,  and  palpitation.  After  a few  days  the 
symptoms  had  appeared  to  diminish  only  to 
recur  with  increased  intensity. 

He  had  had  measles  and  pertussis  in  infancy. 
At  six  years  of  age  he  had  developed  scarlet 
fever  which  had  been  followed  by  acute  nephritis 
with  generalized  edema  and  smoky  urine.  These 
had  subsequently  cleared  entirely.  He  suffered 
frequent  colds  and  sore  throats.  Five  separate 
operations  for  diseased  recurrent  tonsils  had  been 
performed,  and  a left  mastoidectomy  had  been 
necessary  at  four  years  of  age. 

He  was  a well-developed  but  thin  boy  who 
appeared  acutely  ill,  pale,  and  septic.  Pulsations 
of  the  neck  and  precordium  were  markedly  ex- 
aggerated. Petechial  hemorrhages  were  noted 
on  the  palate  and  floor  of  the  mouth  as  well  as  in 
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crops  over  both  shoulders,  chest,  and  arms. 
The  teeth  were  not  infected. 

The  heart  was  enlarged  to  the  left  and  its 
rhythm  regular.  A soft  systolic  murmur  over 
the  apex  was  transmitted  to  the  axilla,  and  a low 
pitched  diastolic  murmur  over  the  aortic  area 
was  transmitted  downward.  The  lungs  were 
clear,  the  liver  edge  was  palpable,  and  the  spleen 
was  suspiciously  palpable  at  the  costal  margin. 
There  were  a few  painful  red  areas  on  the  toes 
and  heels. 

Laboratory  Data. — The  temperature  was  104 
F.;  pulse,  100;  respiratory  rate,  24;  blood  pres- 
sure, 135/25.  Urine  analysis  showed  a faint 
trace  of  albumin,  few  red  and  white  blood  cells, 
and  specific  gravity  1.012.  The  blood  count 
showed  a hemoglobin  of  7.6  Gm.;  red  blood  cells 
2,400,000;  white  blood  cells,  15,000;  polymorpho- 
nuclears,  70  per  cent  (8  per  cent  nonsegmented) ; 
lymphocytes,  26  per  cent;  monocytes,  4 per 
cent.  Urea  nitrogen  was  17  mg.;  creatinine, 
1.6  mg.;  blood  sugar,  110  mg.  The  blood  cul- 
ture was  positive  after  twenty-four  hours’  in- 
cubation and  revealed  fifteen  colonies  of  Str. 
viridans. 

The  rather  severe  manifestations  of  bacterial 
endocarditis  due  to  Str.  viridans  were  of  about 
one  month’s  duration  before  treatment  was  in- 
stituted. Six  grams  of  sulfapyridine  were  ad- 
ministered per  os  during  the  twenty-four  hours 
before  triple  typhoid  vaccine  was  injected  intra- 
venously. Temperature  over  105  F.  for  three 
hours  was  maintained  once  every  night  for 
eight  nights.  On  the  tenth  day  after  admission 
both  chemotherapy  and  typhoid  vaccine  injec- 
tions were  discontinued  because  the  white  count, 
which  varied  between  24,000  and  31,000,  dropped 
to  3,200  on  the  ninth  day  of  treatment.  The 
sulfapyridine  concentration  varied  between  10 
to  2.8  mg.  per  hundred  cubic  centimeters. 

After  treatment  was  stopped  blood  cultures 
taken  every  three  days  were  all  negative.  His 
temperature,  blood  count,  urine,  and  general 
condition  remain  normal  to  date. 

Case  8. — B.  S.  entered  Beth  David  Hospital 
on  April  4,  1940,  and  was  discharged  May  17, 
1940.  His  present  illness  had  begun  six  weeks 
before  admission  with  chilliness,  irregular  fever 
to  104  F.,  pains  in  back  and  legs,  headache,  and 
malaise.  He  had  been  treated  at  home  by  his 
private  physician  for  over  three  weeks,  having 
received  10  Gm.  of  sulfapyridine  during  part  of 
the  last  week  of  this  period.  He  had  been  ad- 
mitted to  the  Bronx  Hospital,  New  York  City, 
on  March  18,  1940,  where  he  had  remained  for 
seventeen  days.  Here  his  condition  had  been 
diagnosed  as  subacute  bacterial  endocarditis 
due  to  Str.  viridans  as  evidenced  by  a severe 
septic  state,  rheumatic  heart  disease  with  aortic 
insufficiency,  embolic  phenomena,  splenomegalia, 
and  positive  blood  cultures.  Sulfanilamide  had 
been  given  during  his  stay  at  this  institution 
without  any  influence  on  the  infectious 
state. 


Aside  from  a history  of  scarlet  fever  at  9 years 
of  age,  the  past  history  was  entirely  negative. 

On  examination  at  Beth  David  Hospital  this 
37-year-old  white  man  was  extremely  septic, 
wasted,  and  exhausted.  The  scleras  were  dis- 
tinctly icteric.  The  teeth  were  discolored  and 
loose,  and  the  gums  were  swollen  and  exuding 
pus.  The  heart  was  enlarged  to  the  sixth  inter- 
costal space.  A short  systolic  and  a soft  low- 
pitched  diastolic  murmur  were  present  over  the 
aortic  area.  The  lungs  gave  no  abnormal  signs. 

The  liver  was  diffusely  enlarged  almost  to  the 
umbilicus,  tender,  and  surface  smooth.  The 
edge  of  the  spleen  was  felt  about  two  inches  be- 
low the  costal  margin.  There  was  a splinter 
hemorrhage  under  the  nail  of  the  right  fourth 
finger,  and  several  discolored  painful  nodes  were 
present  over  both  insteps  and  heels. 

Laboratory  Data. — The  temperature  was  103.8 
F.;  pulse,  112;  respiratory  rate,  22;  blood  pres- 
sure, 110/60.  Urine  analysis  showed  a trace  of 
albumin,  a few  red  blood  cells,  moderate  white 
blood  cells,  and  specific  gravity  1.018.  The 
blood  count  showed  a hemoglobin  of  9.8  Gm.; 
red  blood  cells,  3,750,000;  white  blood  cells, 
13,350;  polymorphonuclears,  80  per  cent  (12 
per  cent  nonsegmented);  lymphocytes,  14  per 
cent;  monocytes,  4 per  cent;  myelocytes,  2 per 
cent;  reticulocytes,  1 per  cent.  Urea  nitrogen 
was  12  mg.;  creatinine,  1.5  mg.;  uric  acid,  3 mg.; 
blood  sugar,  120  mg.;  icterus  index  30. 

A severe  toxic  hepatitis,  probably  due  to  the 
chemotherapy,  complicated  this  rather  severe 
case  of  subacute  bacterial  endocarditis.  Never- 
theless, the  combined  treatment  of  sulfapyridine 
and  intravenous  triple  typhoid  vaccine  was  in- 
stituted in  the  usual  manner,  reinforced  by  in- 
fusions of  hypertonic  glucose  and  normal  saline 
solutions.  Ten  nightly  series  of  vaccine  were 
given  over  a period  of  eleven  days  with  three- 
hour  periods  of  fever  ranging  from  105  to  107.2 
F.  Chemotherapy  was  continued  for  one  week 
after  the  vaccine  was  stopped.  Sulfapyridine 
concentration  of  the  blood  varied  from  8.8  to  5 
mg.  per  hundred  cubic  centimeters.  The  white 
cells  varied  from  27,000  during  the  first  week  of 
treatment  to  9,800  during  the  second  week  of 
treatment. 

Blood  cultures  taken  every  three  days  during 
and  following  treatment  were  all  sterile.  With 
cessation  of  the  combined  treatment  the  fever 
remained  normal  and  the  general  condition  im- 
proved strikingly.  The  patient  gained  over  30 
pounds  when  he  left  the  hospital  and  has  re- 
mained in  excellent  condition. 

Comment 

The  use  of  typhoparathyphoid  vaccine  by 
intravenous  injection  has  been  universally 
known  as  a valuable  form  of  treatment  in 
certain  resistant  forms  of  infection.  It  is  a 
safe,  economical,  and  simple  method  of  ther- 
apy. Its  effectiveness  probably  depends  on 
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the  production  of  a “shock”  reaction,  artifi- 
cial fever,  increased  circulatory  flow  with 
vasodilation,  stimulation  of  cellular  (reticulo- 
endothelial) and  glandular  activity,  increased 
polymorphonuclear  leukocytosis  with  de- 
creased lymphocytosis,  as  well  as  stimulation 
of  other  factors  in  the  mechanism  of  im- 
munity.8 

The  sulfonamide  group  of  drugs  has,  in 
general,  failed  as  effective  therapeutic  agents 
against  the  infections  causing  subacute  bac- 
terial endocarditis.  The  mode  of  action  of 
this  form  of  chemotherapy,  while  not  com- 
pletely known,  is  clearly  one  of  bacteriostasis 
with  little  or  no  bactericidal  effect. 

By  combining  foreign  protein  shock  therapy 
with  the  sulfonamides,  the  effectiveness  of 
the  drug  is  enhanced  not  only  by  the  hyper- 
pyrexia produced,  which  in  itself  renders  the 
drug  bactericidal  instead  of  bacteriostatic, 
but  also  by  the  addition  of  many  factors  in 
immunity,  some  not  clearly  understood, 
which  are  activated  at  the  same  time. 

The  results  obtained  by  this  combined 
method  of  therapy  in  8 cases  of  subacute  bac- 
terial endocarditis,  7 of  which  were  due  to 
Str.  viridans  and  1 to  nonhemolytic  strepto- 
coccus during  the  past  twenty-one  months, 
has  been  extremely  encouraging.  The  cases 
presented  adequate  criteria  for  a diagnosis  of 
active  bacterial  endocarditis  including  at 
least  one  positive  blood  culture  in  each  case. 
Five  of  the  cases  are  well;  1 for  eighteen 
months,  1 for  fifteen  months,  1 for  three 
months,  and  2 for  over  two  months.  One 
patient  died  of  agranulocytosis  one  month 
after  leaving  the  hospital  but  showed  no  clini- 
cal or  bacteriologic  evidence  of  a recurrence 
of  the  original  infection.  In  2 cases  the 
treatment  failed,  although  a temporary  im- 
provement in  the  general  condition  did  occur. 
In  one  of  these  unsuccessful  cases  the  infec- 
tion existed  over  four  months  and  was  prob- 
ably superimposed  on  congenital  defect  of  the 
interventricular  septum.  In  the  second  un- 
successful case  the  disease  existed  over  six 
months  and  at  autopsy  showed  firm,  flat  vege- 
tations plastered  extensively  over  the  endo- 
cardium. As  both  of  these  cases  had  received 
a great  deal  of  sulfonamide  chemotherapy  for 
a long  time  before  the  combined  form  of  treat- 
ment was  instituted,  the  question  of  bacterial 
resistance  to  the  therapeutic  agent  is  sug- 
gested. However,  Case  8 is  illustrative  of  the 
fast  that  the  combined  therapy  may  still 
prove  effective  even  after  prolonged  sulfon- 
amide therapy  alone  has  failed. 


The  method  of  therapy  was  as  follows: 
sulfapyridine  in  2-Gm.  doses  every  four  hours 
was  given  for  two  doses  and  then  reduced  to  1 
Gm.  every  four  hours.  On  the  night  of  the 
second  day  of  sulfapyridine  therapy  an  intra- 
venous injection  of  l/t  minim  of  typhopara- 
typhoid  vaccine  was  given,  and  the  same  dose 
was  repeated  in  one  or  two  hours  if  neces- 
sary in  order  to  maintain  the  temperature 
above  104  F.  for  at  least  three  hours  continu- 
ously. The  vaccine  was  continued  each  night 
for  from  seven  to  ten  days,  the  amount  of  vac- 
cine being  increased  as  required  to  produce  the 
designated  degree  and  duration  of  the  hyper- 
pyrexia. The  injections  were  given  several 
hours  after  the  last  meal  of  the  day  so  that  the 
reaction  of  the  shock  therapy  should  not  inter- 
fere with  the  intake  of  nourishment.  Acces- 
sory measures,  such  as  infusions,  transfusions, 
high  calorie  diet,  extra  salt  and  vitamins,  seda- 
tives, etc.,  were  all  utilized  as  indicated.  Of 
course,  adequate  blood  and  urine  examinations 
to  follow  the  concentration  of  the  drug  in  the 
blood  and  to  discover  early  evidence  of  toxic 
effects  were  carried  out  routinely.  Sulfa- 
pyridine was  usually  given  for  a week  or  less 
after  the  vaccine  therapy  was  discontinued. 

Summary 

In  a series  of  8 cases  of  subacute  bacterial 
endocarditis,  the  results  obtained  with  a 
method  of  therapy  that  employs  intravenous 
injections  of  typhoparatyphoid  vaccine  as 
an  adjuvant  to  sulfapyridine  therapy  have 
been  favorable.  In  submitting  this  prelimi- 
nary report  of  a new  method  of  treatment  for 
subacute  bacterial  endocarditis,  the  necessity 
for  early  recognition  and  prompt  treatment 
of  the  disease  cannot  be  too  strongly  empha- 
sized. 
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BUROW’S  SOLUTION 

A New  Method  of  Preparing  Liquor  Aluminum  Acetate  (N.  F.) 
F.  C.  Combes,  M.D.,  New  York  City 


IN  A recent  review1  dealing  with  the  value 
of  Burow’s  solution  in  diseases  of  the  in- 
tegument, the  several  deficiencies  of  the  Na- 
tional Formulary  preparation  were  reviewed. 
These  objectionable  features  may  be  briefly 
stated  as  follows: 

1.  Excess  lead  in  the  filtrate.  According 
to  the  National  Formulary ,2  liquor  aluminum 
acetate  is  prepared  as  follows: 

Lead  acetate  150  Gm. 

Aluminum  sulfate  87  Gm. 

Water  sufficient  to  make  1,000  cc. 

The  author  has  previously  shown  that  on  a 
basis  of  molecular  weights,  when  150  Gm.  of 
lead  acetate  are  used,  the  amount  of  aluminum 
sulfate  necessary  to  precipitate  all  the  lead 
and  achieve  molecular  equilibrium  is  87.84 
Gm.  If  only  87  Gm.  are  used  as  specified, 
there  is  an  excess  of  lead  acetate  in  the  fin- 
ished solution  amounting  to  1.45  Gm.  This 
is  equivalent  to  0.079  Gm.  of  lead  per  hundred 
cubic  centimeters.  Routine  examinations  of 
samples  prepared  and  dispensed  by  various 
pharmacists  have  shown  these  figures  to  be  as 
high  as  0.240  Gm.  per  hundred  cubic  centi- 
meters. 

The  National  Formulary  Committee  has 
never  specified  any  restrictions  on  the  lead 
content.  However,  the  present  committee 
has  ruled  that,  in  the  future,  solutions  must 
pass  the  following  test  which  will  detect  lead 
in  amounts  in  excess  of  0.04  Gm.  per  hundred 
cubic  centimeters.  One  cubic  centimeter  of 
dilute  sulfuric  acid  is  added  to  5 cc.  of  liquor 
aluminum  acetate.  There  should  be  no  visible 
precipitate. 

To  achieve  this  it  is  not  unreasonable  to  as- 
sume that  the  pharmacist  or  manufacturer 
will  add  an  excess  of  aluminum  sulfate  result- 
ing in  free  sulfates  for  which  there  is  no  assay 
requirement  and  which,  from  a therapeutic 
standpoint,  are  as  objectionable  as  the 
lead. 

2.  Variations  in  the  hydrogen-ion  concen- 
tration. Routine  tests  done  on  eighteen 
lots  purchased  in  the  market  showed  varia- 
tions between  pH  3.70  and  4.45. 

3.  Variations  in  aluminum  acetate  content. 

From  the  Department  of  Dermatology,  New  York 
University  College  of  Medicine,  and  the  Dermatological 
Service  of  the  Third  (New  York  University)  Medical 
Division,  Bellevue  Hospital. 


Similar  tests  showed  variations  between  4.5 
and  5.9  per  cent. 

4.  Lack  of  stability  resulting  in  precipita- 
tion of  basic  aluminum  acetate  associated 
with  a decrease  in  acidity  of  the  solution  and 
in  the  aluminum  acetate  content. 

5.  Frequent  irritation  of  the  skin,  which  is 
in  part  responsible  for  the  hesitancy  of  many 
physicians  to  use  the  National  Formulary 
preparation. 

Karl  August  von  Burow  proposed  the  origi- 
nal formula  with  directions  for  its  preparation 
as  follows : 

1.  Lead  acetate  (crystalline)  100  Gm. 


Distilled  water  300  Gm. 

2.  Alumen  66  Gm. 

Sodium  sulfate  12  Gm. 

Distilled  water  500  Gm. 


The  two  solutions  should  be  mixed  cold,  al- 
lowed to  stand  for  two  days  at  a temperature 
of  10  C.,  and  then  filtered  without  washing 
the  precipitate. 

Numerous  changes  have  been  made  in  the 
National  Formulary  preparation  since  Burow’s 
solution  was  first  included,  but,  notwith- 
standing the  superiority  of  the  present  prepa- 
ration, it  still  does  not  conform  to  the  requisite 
that  should  be  demanded  of  such  a valuable 
medication.  The  Deutsches  Arznei  Buch, 
which  in  Germany  corresponds  to  our  pharma- 
copoeia, cognizant  many  years  ago  of  its  ob- 
jectionable features,  introduced  a substitute 
for  the  original  Burow’s  solution  in  “Essig- 
saure  Tonerde.”  Sulzberger3  has  said  that 
he  “discovered  our  Burow’s  solution  was  often 
if  not  inferior  in  action  to  the  Essigsaure 
Tonerde,  at  least  much  more  uncertain  and  ir- 
regular in  its  effects.”  It  is  a reflection  on  the 
pharmaceutic  profession  in  this  country  that 
many  pharmacists  in  small  towns  and  villages 
have  never  heard  of  Burow’s  solution,  and 
how  often  difficulty  is  encountered  in  finding 
a pharmacist  who  has  any  available  for  dis- 
pensing purposes.  Furthermore,  every  drug 
clerk  seems  to  have  his  own  method  of  prepa- 
ration. 

In  search  for  a solution  of  aluminum  acetate 
which  would  be  standard,  stable,  and  at  the 
same  time  free  of  the  objectionable  features 
which  stigmatize  the  National  Formulary 
preparation,  the  author  has  examined  and 
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TABLE  1 


Date  analyzed 
pH 

Specific  gravity  at  25  C. 

Al(OAc)s 
Free  acid 
Lead  (Pb) 

Sulfate 

H*BOa 


New  Burow’s 
Solution 
6/4/40 
3.9 
1.016 

1.375  Gm.  per  100 
cc. 

5.4  Gm.  per  100  cc. 

Trace 

None 

0.0006  Gm.  per  100 
cc. 

Less  than  0.56  Gm. 
per  100  cc. 


Official 

Burow’s  No.  1 
6/4/40 
4.0 

1 . 36  Gm.  per  100  cc. 

5.42  Gm.  per  100  cc. 
Slightly  basic 
0.010  Gm.  per  100 
cc. 

0.256  Gm.  per  100 
cc. 

None 


Official 

Burow’s  No.  2 
4/24/40 
4.1 

1 . 27  Gm.  per  100  cc. 

5.08  Gm.  per  100  cc. 
Slightly  basic 
0.035  Gm.  per  100 
cc. 

0.096  Gm.  per  100 
cc. 

None 


Official 

Burow’s  No.  3 
9/19/40 
4.3 

1.23  Gm.  per  100  cc. 

4.9  Gm.  per  100  cc. 
Slightly  basic 
0.052  Gm.  per  100 

0.012  Gm.  per  100 
cc. 

None 


TABLE  2 


Percentage 

pH 

N/10 

N/100 

N/10 

N/10 

N/100 

N/ 

Maximum 

Liquor  aluminum  acetate  (N. 

ALO3 

NaOH 

NaOH 

NazCOa 

HC1 

HC1 

HOAc 

Variation 

F.) 

Liquor  aluminum  acetate  (N. 

1.27 

4.1 

4.5 

4.2 

4.5 

3.8 

4.1 

3.7 

0.8 

F.)  diluted  1-10 

0.127 

4.4 

11.5 

4.7 

7.9* 

1.7 

4.2 

3 1 

9 8 

New  Burow’s  solution 

New  Burow’s  solution  diluted 

1.37 

3.9 

4.3 

4.0 

4.3 

3.6 

4.0 

3.5 

0.8 

1-10 

0.137 

4.2 

10.1 

4.4 

6.4* 

1.6 

3.9 

3.0 

8.5 

* Precipitate. 


tried  several  modifications  prepared  by  differ- 
ent methods,  including  the  addition  of  various 
stabilizers.  A satisfactory  solution  seems 
to  have  been  found  in  one  that  is  prepared 
without  lead  and  in  which  boron  is  added  as  a 
stabilizer. 

There  is  no  assay  requirement  for  lead  and 
sulfates  in  the  National  Formulary  prepara- 
tion. This  fact  made  it  necessary  to  decide 
upon  a certain  hypothetic  set  of  standards 
before  attempting  to  prepare  a solution, 
basically  the  same.  These  standards  follow: 

1.  It  should  contain  no  lead. 

2.  Aluminum  sulfate  should  be  kept  to  a 
minimum. 

3.  It  should  be  standard  as  regards  hydro- 
gen-ion concentration  and  aluminum  ace- 
tate content. 

4.  It  should  be  nonirritating  and  capable  of 
exerting  a buffer  action  equal  or  superior  to 
that  exhibited  by  liquor  aluminum  acetate 
(N.  F.). 

5.  It  should  show  a minimum  amount  of 
precipitation  on  standing. 

6.  If  precipitation  occurs,  it  should  not  ap- 
preciably affect  the  pH  or  the  aluminum 
acetate  content. 

7.  It  should  conform  to  the  National 
Formulary  requirements  with  regard  to  its 
aluminum  acetate  content. 

The  solution  that  fills  practically  all  these 
requirements  has  been  given  an  extensive 
clinical  trial  and  has  been  found  equal  if  not 
superior  to  the  National  Formulary  solution 
in  its  effects  on  the  skin.  The  “New  Burow’s 
Solution”  can  be  prepared  by  the  manufac- 


turer from  a stable  base  that  is  not  made  by 
the  precipitation  method. 

Physicochemical  Properties. — For  compara- 
tive purposes  the  new  Burow’s  solution  was 
compared  with  bulk  liquor  aluminum  acetate 
(N.  F.)  as  prepared  by  three  manufacturing 
chemists  (see  Table  1). 

It  will  be  noted  that  the  physicochemical 
properties  of  the  new  Burow’s  solution  com- 
pare favorably  with  the  official  solutions. 
It  has  the  added  advantage  that  no  lead  is 
used  in  its  preparation,  so  that  the  finished 
product  is  free  of  lead  and  sulfates  except  in 
amounts  estimated  as  less  than  traces. 

Buffer  Action. — One  of  the  major  properties 
of  liquor  Burowi  is  its  ease  of  dissociation  and 
its  ability  to  remain  in  a state  of  continuous 
ionization,  thus  rendering  it  capable  of  cor- 
recting variations  in  the  pH  values  of  the 
skin.  Comparative  tests  of  this  buffer  action 
to  equal  volumes  of  standard  solutions  were 
made  (see  Table  2) . 

It  may  be  seen  from  this  table  that  the  un- 
diluted solution  shows  the  same  maximum 
variation  as  the  National  Formulary  solution, 
but  that  the  new  Burow’s  solution,  diluted 
with  ten  volumes  of  water,  shows  a maximum 
variation  of  pH  1.3  less  than  the  National 
Formulary  solution.  Its  buffer  qualities  are, 
therefore,  far  superior  to  this  preparation. 

Stability. — One  disadvantage  of  all  alumi- 
num acetate  solutions  is  precipitation  on 
standing.  This  begins  at  normal  tempera- 
tures in  from  two  to  three  months.  This  pre- 
cipitate consists  of  basic  aluminum  acetate 
and  is  associated  with  a corresponding  de- 
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TABLE  3. — Variations  in  Aluminum  Acetate  Con- 
tent over  a Period  op  Approximately  Ten  Weeks 


May  4, 

July  22, 

1940 

1940 

Percentage  AI2O3 

Total  caustic  soda  titration  as  acetic 

1.37% 

1.34% 

acid 

4.84% 

4.78% 

pH  value 

pH  value  diluted  to  10  per  cent  with 

3.9 

4.0 

water 

4.2 

4.2 

Aluminum  acetate 

5.4% 

5.3% 

crease  in  potential  acidity.  Several  samples 
have  shown  variations  over  a three-month 
period  ranging  up  to  pH  1 . The  new  Burow’s 
solution  showed  a variation  of  0.1,  decreasing 
from  pH  3.9  to  4.0.  In  addition  there  was  no 
appreciable  change  in  the  aluminum  acetate 
content  or  in  its  buffer  action  (see  Tables  3 
and  4). 

Clinical  Tests  and  the  Reaction  of  Normal 
Skin. — Fifty-two  subjects  were  patch  tested 
with  the  solution  diluted  with  ten  volumes  of 
water  with  no  reaction  after  forty-eight 
hours. 

Twenty-five  subjects  were  patch  tested 
with  the  solution  undiluted.  None  showed 
any  reaction  after  forty-eight  hours. 

Effect  on  Inflamed  Skin. — Fifty  patients 
presenting  various  dermatologic  and  surgical 
conditions  were  treated  with  the  solution  as  a 
wet  compress.  It  was  found  that  the  best 
results  followed  the  use  of  dilutions  of  1-20 
with  water.  Within  certain  limits  dilution 
increases  the  buffer  action  and  does  not  ap- 
preciably disturb  the  hydrogen-ion  concentra- 
tion. Conditions  responding  favorably  in- 
cluded the  following:  dermatitis  venenata 

(contact  dermatitis  due  to  various  mechani- 
cal, thermal,  chemical,  and  plant  irritants); 
urticaria;  cellulitis;  insect  bites;  cutaneous 
abrasions;  abscesses  and  carbuncles;  ec- 
thyma; pompholyx;  acute  dermatophytosis ; 
vesicular  and  bullous  microbids;  paronychia 


TABLE  4. — Variations  in  Buffer  Action  over  a 
Period  of  Approximately  Ten  Weeks 


. — May  4,  1940 — . July  22,  1940 — - 


N/10  NaOH 

Un- 

diluted 

4.3 

Diluted 

10.1 

Un- 

diluted 

4.4 

Diluted 

9.0 

N/100  NaOH 

4.0 

4.4 

4.1 

4.6 

N/10  NazCOs 

4.3 

6.4* 

4.3 

6.3* 

N/10  HC1 

3.6 

1.6 

3.8 

1.7 

N/100  HC1 

4.0 

3.9 

4.0 

4.2 

N/  Acetic 

3.5 

3.0 

3.5 

2.9 

* Precipitate. 

The  dilutions  were  made  to  10  per  cent  with  distilled 
water. 

The  buffering  action  with  alkalies  and  acids  is  shown  by 
the  pH  values  of  equal  volumes  of  test  solutions  and  al- 
kalies and  acids. 


(acute);  erysipelas;  balanitis  and  chancroid; 
lymphangitis;  sycosis  vulgaris;  suppurat- 
ing lymphadenitis;  and  conjuctivitis. 

In  many  instances  it  was  possible  to  com- 
pare the  new  Burow’s  with  the  official  solu- 
tion by  applying  them,  respectively,  to  differ- 
ent portions  of  the  inflamed  integument  on  the 
same  subject,  i.e.,  either  leg  or  either  hand. 
There  was  no  visible  subjective  or  objective 
difference  in  their  effect,  although  several 
patients  volunteered  that  the  new  solution  felt 
more  comfortable. 


Summary 

A new  Burow’s  solution  is  recommended 
which  conforms  to  the  assay  requirements  of 
the  National  Formulary.  It  is  superior  to  the 
old  preparation  in  many  of  its  clinical  and 
therapeutic  properties,  especially  in  that  it 
contains  no  free  lead  and  only  a faint  trace  of 
sulfates  and  is  superior  as  a buffer  solution. 
For  therapy  it  is  diluted  1-20  or  more  with 
water. 
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HELPFUL  BOOKLET  ON  GONORRHEA 
The  United  States  Public  Health  Service  is 
distributing  a new  booklet  entitled  “20  Questions 
on  Gonorrhea.”  It  was  developed  with  the  ac- 
tive assistance  of  officers  and  members  of  the 
Neisserian  Medical  Society,  is  written  in  lay- 
man’s language,  and  will  be  valuable  to  the  phys- 
cian  who  wants  to  know  how  to  tell  the  story  of 


gonorrhea  in  nontechnical  terms.  It  could  be  a 
valuable  aid  to  the  physician  to  give  to  his  pa- 
tients. The  booklet  is  illustrated  with  schematic 
anatomic  drawings  and  is  available  from  the 
Superintendent  of  Documents,  Washington, 
D.  C.,  for  five  cents  per  copy  and  with  a 25  per 
cent  reduction  on  orders  of  100  or  more. 


SOMEBODY  QUITE  DIFFERENT 

Dr.  Hugh  Cabot  would  have  us  plunge  into 
group  practice,  divided  responsibilities,  buck 
passing,  and  all,  because  we  are  such  an  immoral 
group  of  individuals  without  principle  or  high 


standards!  Boston  still  may  be  the  home  of  the 
bean  and  the  cod,  but  the  Cabots  no  longer  show 
evidence  of  talking  only  with  God. — J.  Con- 
necticut Med.  Soc. 


Therapeutics 


CONFERENCES  ON  THERAPY 

'T'HE  first  of  this  series  appeared  in  the  December  1 issue.  These  are  stenographic 
reports,  slightly  edited,  of  conferences  by  the  members  of  the  Departments  of 
Pharmacology  and  of  Medicine  of  Cornell  University  Medical  College  and  the  New  York 
Hospital,  with  collaboration  of  other  departments  and  institutions.  The  questions 
and  discussions  involve  participation  by  members  of  the  staff  of  the  college  and  hospi- 
tal, students,  and  visitors.  These  conferences  will  appear  in  each  issue  published  on 
the  first  of  the  month.  The  next  report  will  concern  “Treatment  of  Pneumonia.” 


The  Management  of  Nephritis 


Dr.  Eugene  F.  DuBois:  We  are  particu- 
larly fortunate  in  having  as  guests  two  men 
from  the  New  York  University  College  of 
Medicine.  In  our  sister  institution  the  De- 
partments of  Medicine  and  Physiology  have 
been  performing  some  of  the  most  fundamen- 
tal work  in  nephritis  and  the  physiology  of  the 
kidney.  The  clinical  aspects  will  first  be  dis- 
cussed by  Dr.  Goldring. 

Dr.  William  Goldring:  My  part  of  the 
discussion  will  have  to  do  with  the  treatment 
of  diffuse  glomerulonephritis,  that  type  of 
renal  disease  which  has  been  defined  as  a bi- 
lateral nonsuppurative  inflammation  of  the 
kidneys.  The  etiology  of  diffuse  glomerulo- 
nephritis is  still  in  doubt.  There  is  some  infor- 
mation leading  to  the  supposition  that  an  al- 
lergic response  on  the  part  of  the  renal  tissue 
is  the  cause  of  the  manifestations,  particularly 
the  fact  that  most  occur  in  the  convalescent 
period  following  an  acute  infection.  There  is 
also  sufficient  evidence  that  infection,  that  is, 
the  nephrotoxin  of  the  hemolytic  streptococ- 
cus, is  the  cause.  The  hemolytic  streptococ- 
cus is  not  the  only  organism  associated  with 
the  disease,  although  it  is  the  most  frequent. 

Acute  diffuse  glomerulonephritis  is  not  a 
very  serious  disease  because  about  70  per  cent 
recover  completely.  Only  about  5 per  cent 
die  in  the  acute  attack,  and  the  remaining  25 
per  cent  either  become  latent  or  pass  into  the 
chronic  stage. 

One  of  the  principal  difficulties  that  I have 
in  discussing  the  treatment  results  from  the 
fact  that  the  etiology  or  the  mechanism  of  the 
changes  is  unknown.  For  that  reason  the 
treatment  is  essentially  symptomatic.  It 
might  be  of  use  to  distinguish  the  manifesta- 
tions of  the  disease  which  threaten  fife  and 
require  immediate  and  prompt  attention  from 
those  that  are  unimportant  as  far  as  treatment 
is  concerned.  Among  the  more  important 
ones  are  acute  left  ventricular  failure,  conges- 


tive heart  failure,  encephalopathy,  anuria, 
and  uremia;  and  among  the  less  important 
are  edema  and  hypertension  without  enceph- 
alopathy. I will  consider  these  as  well  as 
certain  general  questions— such  as,  when  the 
patient  should  be  allowed  out  of  bed,  what  to 
do  about  suspected  foci  of  infection,  and  fi- 
nally, diet. 

Acute  diffuse  glomerulonephritis  is  most 
often  a disease  which  sets  in  abruptly  in  the 
convalescent  stage  of  an  infectious  disease. 
Paroxysmal  dyspnea  may  mark  the  onset. 
This  is  probably  the  result  of  the  sudden  rise 
in  blood  pressure  with  strain  on  the  left  ven- 
tricle. There  is  some  reason  to  believe  that 
the  diffuse  vascular  injury,  which  is  part  of 
this  disease,  affects  the  coronary  vessels  as 
well  as  the  renal  and  other  systemic  vessels. 
The  treatment  of  acute  paroxysmal  dyspnea 
as  it  occurs  at  the  onset  is  not  very  important, 
since  most  patients  recover  from  this  without 
treatment.  The  acute  phase  of  that  manifes- 
tation rarely  lasts  for  more  than  one  day  and 
exceptionally  may  go  as  long  as  four  or  five 
days.  Morphine  helps  to  tide  them  over. 
Venesection  has  been  suggested  in  acute  left 
ventricular  failure  when  it  occurs  in  persons 
with  organic  heart  disease,  because  the  re- 
moval of  a volume  of  blood  makes  it  easier  for 
the  left  ventricle  to  adjust  itself.  However,  I 
have  never  seen  it  used  in  the  acute  left  ven- 
tricular failure  of  acute  diffuse  glomerulo- 
nephritis and  I do  not  think  it  plays  the  same 
important  role  as  it  does  in  organic  heart  dis- 
eases. 

Congestive  heart  failure  occurring  at  the 
onset  of  an  acute  diffuse  glomerulonephritis 
is  a rare  occurrence,  probably  due  either  to 
sudden  increase  in  blood  pressure  or  to  capil- 
lary or  vascular  damage  in  the  myocardium  it- 
self. Congestive  heart  failure  may  be  dif- 
ficult to  recognize  because  edema  is  so  often 
a part  of  the  renal  disease,  but  enlargement 
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of  the  liver,  distention  of  the  jugular  veins, 
and  increase  in  venous  pressure  suggest  that 
congestive  heart  failure  has  occurred.  In 
that  case  I think  the  treatment  should  be  im- 
mediate and  drastic,  and  it  is  our  practice  to 
use  ouabain,  intravenously,  in  a dose  of  0.5 
mg.  at  first  and  perhaps  a dose  of  0.3  mg. 
after  four  or  six  hours.  Usually  on  the  second 
and  third  day  after  the  onset  there  is  no  need 
for  further  digitalization.  If  there  is,  give 
digitalis  by  mouth  in  doses  of  usually  six  cat 
units  the  first  day  and  then,  depending  upon 
the  patient's  condition,  three  cat  units  daily 
for  the  next  few  days. 

In  an  analysis  recently  made  of  our  first 
100  patients  with  this  disease,  only  1 had  acute 
cardiac  decompensation.  It  does  not,  there- 
fore, present  a very  frequent  therapeutic  prob- 
lem. 

Convulsive  seizures,  occasionally  with  coma, 
which  sometimes  occur  at  the  onset  of  the  dis- 
ease, are  probably  due  to  increased  intra- 
cranial pressure.  It  may  be  due  to  cerebral 
vascular  spasm  and  edema  of  the  brain.  The 
treatment  is  important  because  many  of  the 
deaths,  the  sudden  deaths,  which  occur  in  the 
acute  stage  of  the  disease  are  related  to  some 
encephalopathic  manifestation — coma  or  re- 
peated convulsive  seizures.  It  is  extremely 
difficult  to  evaluate  therapy,  because  even 
these  encephalopathic  manifestations  tend  to 
correct  themselves  and  they  rarely  continue 
longer  than  the  first  twenty-four  or  thirty-six 
hours  after  the  onset.  Magnesium  sulfate, 
intravenously,  appears  to  be  of  some  value. 
It  is  our  practice  to  give  4 cc.  of  a 50  per  cent 
solution  intravenously  and  repeat  in  two  or 
three  hours  if  the  convulsive  seizure  recurs. 
When  there  is  coma,  spinal  tap  should  be  done. 
The  coma  also  tends  to  correct  itself,  but  one 
hesitates  to  allow  it  to  continue.  We  have 
seen  patients  come  out  of  coma  very  promptly 
after  a slow  drip  spinal  tap.  Never  do  we  al- 
low the  fluid  to  run  out  fast. 

Anuria  is  another  manifestation  of  the  dis- 
ease which  calls  for  treatment.  Anuria  is 
not  a common  complication  and,  when  it  oc- 
curs, rarely  lasts  for  more  than  forty-eight 
hours.  Anuria  that  proves  fatal  is  usually 
that  type  which  develops  later  in  the  disease — 
that  is,  a recurrence  in  the  second  and  third 
weeks.  Anuria  at  the  onset,  however,  is  a 
short-lived  process,  accompanied  usually  by 
stupor,  symptoms  of  uremia,  and  nitrogenous 
retention.  It  is  an  advantage  to  get  the  urine 
to  flow,  but  I do  not  know  of  any  treatment 
that  insures  that  result. 

Renal  decapsulation  has  been  suggested. 


It  is  now  done  much  less  frequently  than  it  was 
fifteen  or  twenty  years  ago.  Because  the 
anuria  tends  to  correct  itself  spontaneously, 
one  is  never  certain  that  the  operation  has 
made  the  difference.  Short-wave  diathermy 
and  other  forms  of  local  application  of  heat 
have  been  tried  with  results  that  are  not  con- 
vincing. Hypertonic  infusions,  sucrose  and 
now  perhaps  mannitol  and  dulcitol,  and  50 
per  cent  glucose  solutions  have  been  tried  and, 
it  seems  to  me,  without  any  rational  back- 
ground. If  the  mechanism  of  anuria  is  due  to 
deficient  blood  flow  through  the  glomeruli, 
which  it  probably  is,  it  is  hard  to  see  how  any 
kind  of  a solution,  even  a hypertonic  solution, 
would  correct  that  functional  disturbance. 

The  occurrence  of  uremia  in  acute  diffuse 
glomerulonephritis  at  its  onset  is  not  a serious 
manifestation  as  far  as  the  outcome  is  con- 
cerned. Young  patients  with  this  disease  in  a 
stage  in  which  there  is  fixation  of  the  specific 
gravity  of  the  urine  and  extremely  high  non- 
protein nitrogen  in  the  blood  make  a complete 
recovery  in  about  the  same  time  as  those  in 
whom  uremia  is  not  an  initial  feature.  The 
symptoms  are  sometimes  alarming.  Treat- 
ment is  mostly  empirical,  with  infusions  of 
hypertonic  solutions.  Acidosis  and  dyspnea 
that  may  result  from  the  retention  of  acid 
phosphate  and  other  acid  products  may  some- 
times be  corrected  at  least  temporarily  by  the 
intravenous  infusion  of  sodium  bicarbonate 
and  normal  saline. 

Among  the  less  important  symptoms  is 
edema.  I say  less  important  because  it  does 
not  matter  very  much  in  this  disease  whether 
one  corrects  the  edema  or  not.  I think  it  is 
more  important  to  do  what  one  can  to  prevent 
the  edema  from  progressing.  There  is  no 
diuretic  mechanism  with  which  I am  familiar 
that  will  correct  the  edema  of  acute  diffuse 
glomerulonephritis.  Presumably  this  disease 
is  a diffuse  vascular  inflammation  in  which 
the  vascular  system  of  the  kidney  is  merely 
incidentally  involved,  and  the  edema  most 
likely  is  due  to  the  increased  capillary  per- 
meability in  the  area  injured  by  the  hem- 
olytic streptococcic  toxin.  Since  we  know  of 
no  means  of  reducing  the  permeability  of 
capillaries  under  these  conditions,  no  meas- 
ures can  be  directed  toward  that  mechanism. 
Restriction  of  sodium  is  of  some  value.  There 
appears  to  be  no  necessity,  from  a physiologic 
point  of  view,  for  the  limitation  of  fluids, 
since  with  restriction  of  sodium  the  fluids 
taken  in  are  excreted.  In  fact,  Yolhard  at 
one  time  suggested  as  the  treatment  for  the 
edema  the  ingestion  of  1,500  cc.  of  water,  after 
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which  he  frequently  noted  a diuresis.  We 
have  not  used  that  because  we  hesitate  to 
put  so  much  water  into  the  circulation  at  a 
time  when  very  little  is  being  excreted.  The 
restriction  of  sodium  is  the  only  rational  mode 
of  attack  on  this  type  of  edema. 

The  mechanism  of  the  hypertension  is 
poorly  understood.  At  one  time  it  was 
thought  to  be  due  to  injury  of  the  systemic 
vessels  resulting  in  spasm.  In  the  light  of 
Goldblatt’s  work,  the  mechanism  may  be 
impaired  renal  blood  flow.  As  the  mechanism 
is  still  not  established,  the  treatment  of  hyper- 
tension is  still  without  rational  basis.  As  I 
have  already  mentioned,  the  encephalopathic 
manifestations  such  as  convulsive  seizures  and 
coma  associated  with  hypertension  may  be 
controlled  by  reduction  of  intracranial  pres- 
sure. In  some  instances  the  blood  pressure 
tends  to  fall,  at  least  temporarily,  when  mag- 
nesium sulfate  is  given  intravenously. 

There  are  differences  of  opinion  as  to  when 
the  patient  may  be  allowed  to  be  up  and 
about.  It  is  my  belief  that  patients  should  be 
allowed  out  of  bed  when  the  hypertension  and 
the  edema  have  disappeared.  The  persistence 
of  urinary  abnormalities  is  no  indication  for 
keeping  a patient  in  bed.  Proteinuria  and 
hematuria  may  last  three  to  six  months  longer, 
even  in  those  patients  who  ultimately  recover. 
It  does  not  seem  reasonable  to  keep  them  con- 
fined to  bed  for  that  period  of  time. 

As  to  the  question  of  the  removal  of  sus- 
pected foci  of  infection,  it  is  the  general  be- 
lief, and  has  been  my  experience,  that  the 
course  of  the  disease  remains  uninfluenced  by 
the  removal  of  suspected  foci  of  infection. 
There  is  little  question  about  what  to  do  when 
there  is  peritonsillar  abscess  or  localizations 
of  pus  which  are  obvious  and  can  be  reached. 
They  should  be  removed  promptly.  Their 
removal  should  not  be  delayed  until  the  dis- 
ease has  subsided. 

The  general  feeling  is  that  suspected  foci, 
such  as  tonsils  that  look  as  though  they 
might  be  infected  or  on  culture  show  large 
numbers  of  a beta  hemolytic  streptococcus, 
are  often  removed  too  soon.  In  30  or  40  per 
cent  of  such  patients  there  is  a recurrence  or 
an  exacerbation  of  the  nephritic  manifesta- 
tions, and  tonsillectomy  is  followed  by  recur- 
rence not  only  of  hematuria  but  even  of  edema 
and  hypertension.  It  is  now  believed  that 
where  suspected  foci  are  not  obviously  puru- 
lent infections  they  should  be  removed  four 
to  six  months  or  even  longer  after  the  subsi- 
dence of  the  systemic  signs  of  the  disease. 

There  is  no  general  agreement  concerning 


diet  in  the  acute  stage  of  diffuse  glomerulo- 
nephritis. The  view  that  protein  is  harmful  to 
kidneys  rests  on  observations  made  on  smaller 
animals  which,  I think,  now  would  not  be 
considered  valid.  There  seems  to  be  no  clean- 
cut  evidence  in  man  that  protein  injures  the 
kidneys  in  any  stage  of  renal  disease.  Fur- 
thermore, it  is  beneficial  in  one  form  of  renal 
disease  or  one  stage  of  it.  The  recent  experi- 
mental work  of  Smadel  and  Farr,  in  which 
nephrotoxic  nephritis  terminated  in  uremia 
when  a high  protein  diet  was  used  while  the 
same  disease  in  animals  on  a low  protein  diet 
went  on  to  recovery,  makes  the  question  of 
proteins  in  the  diet  a little  more  pertinent  at 
the  moment,  but  again  this  is  an  observation 
in  animals  which  may  or  may  not  be  appli- 
cable to  man. 

Our  practice  at  Bellevue  is  to  allow  the 
patient  in  an  acute  diffuse  glomerulonephritis 
to  take  a regular  ward  diet  and  to  restrict 
sodium.  We  have  never  made  any  attempt  to 
put  the  patients  on  any  kind  of  a dietary  regi- 
men, and  our  morbidity  and  mortality  fig- 
ures correspond  favorably  with  figures  ob- 
tained on  patients  treated  with  strict  regi- 
mens. 

I might  say  there  is  no  real  objection  to 
keeping  patients  on  a low  protein,  high  carbo- 
hydrate diet,  but  there  does  not  seem  to  be 
any  sound  basis  for  taking  it  too  seriously.  So 
much  then  for  the  acute  state  of  the  disease. 

About  20  to  25  per  cent  of  these  patients 
will  pass  into  a chronic  stage  which  may  take 
one  of  two  forms:  either  the  nephrotic  form 
or  the  hypertensive  and  also,  of  course,  com- 
binations of  both.  The  nephrotic  stage  of  the 
disease  is  the  result  of  persistent  loss  of  pro- 
tein in  the  urine  with  depletion  of  plasma  pro- 
tein at  a time  when  the  hematuria  and  the 
hypertension  have  disappeared,  resulting  in  a 
diminution  of  plasma  protein  and  low  osmotic 
pressure.  The  result  is  massive  edema.  The 
rational  treatment  would  appear  to  be  the  re- 
placement of  the  protein  which  is  lost  in  the 
urine.  That,  as  you  know,  is  the  basis  of  the 
high  protein  feeding  in  this  stage  of  renal  dis- 
ease. From  my  own  experience  the  adminis- 
tration of  a high  protein  diet  is  not  often  as- 
sociated with  any  recognizable  increase  in 
plasma  protein  or  diminution  of  edema. 
However,  the  diet  should  be  high  in  protein  on 
the  grounds  of  general  nutrition. 

The  edema  calls  for  treatment  because  the 
patient  wants  it  and  not  because  it  is  of  any 
real  importance  so  far  as  the  course  of  the  dis- 
ease is  concerned.  Sometimes  the  edema  be- 
comes so  massive  that  patients  must  have 
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something  done.  The  usual  course  of  events 
is  the  use  of  the  high  protein  diet,  perhaps  in 
addition  to  thyroxin  or  thyroid  by  mouth  to 
hasten  the  effect  on  plasma  protein  regenera- 
tion, but  without  avail.  One  must  usually 
resort  to  the  diuretics.  In  my  experience  the 
mercurial  diuretics  are  by  far  the  most  ef- 
fective. The  diuretic  effect  is  temporary;  the 
edema  almost  invariably  returns  within  a short 
time  unless  the  diuretics  are  continued  until 
the  patient  either  recovers,  which  occasion- 
ally happens,  or  goes  into  the  hypertensive 
stage  where  the  edema  disappears  spontane- 
ously. In  such  cases  the  fibrosis  of  the  kidney 
with  destruction  of  glomeruli  results  in  a 
smaller  loss  of  protein  and  a greater  concen- 
tration in  the  blood.  In  time  this  leads  to  the 
spontaneous  disappearance  of  the  edema. 

The  use  of  a mercurial  diuretic  always  calls 
for  discussion  because  mercury  compounds 
are  known  to  be  nephrotoxic.  The  statement 
is  made — and  I think  fairly  generally — that 
if  a patient  has  any  degree  of  renal  insuf- 
ficiency as  judged,  for  example,  by  loss  of 
concentrating  power  or  if  there  is  blood  in  the 
urine,  even  microscopic  hematuria,  the  mer- 
cury diuretics  are  contraindicated.  My  own 
feeling  is  that  the  mercurial  diuretic  is  not 
harmful  provided  it  can  be  excreted.  It  is 
harmful  if  it  is  retained.  It  is  our  practice  to 
give  1 cc.  of  mercupurin  intravenously.  If 
there  is  no  diuretic  effect  at  the  end  of  twenty- 
four  or  thirty-six  hours,  we  give  2 cc.  intra- 
venously. If  this  causes  no  effect,  the  diuretic 
is  discontinued.  But  as  long  as  the  mercurial 
diuretic  produces  diuresis,  I have  no  fear  that 
it  will  do  any  real  damage,  and  I give  it  in  the 
presence  of  renal  insufficiency,  in  the  presence 
of  hematuria,  and  in  the  chronic  stage  of  the 
disease  where  it  is  necessary  to  relieve  the 
edema  for  the  patient’s  comfort.  However, 
I do  not  expect  it  to  alter  in  any  way  the  course 
of  the  disease. 

Sometimes  it  becomes  necessary  to  remove 
fluid  mechanically.  This  is  rare  and  is  always 
beset  with  danger  because  of  the  possibility 
of  infection.  It  is  very  easy  to  infect  edema- 
tous tissue.  Southey’s  tubes  and  needles, 
which  were  used  years  ago,  frequently  caused 
cellulitis  and  in  some  cases  erysipelas.  We 
now  resort  to  the  mechanical  removal  of  fluid 
only  from  the  pleural  spaces  and  from  the 
peritoneal  or  pericardial  cavity  when  it  is 
present  there  in  such  amounts  as  to  cause  dis- 
tress. 

I will  finish  by  saying  that  in  the  hyperten- 
sive stage  of  the  disease  there  is  no  rational 
treatment.  The  hypertension  cannot  be  in- 


fluenced when  it  has  become  permanent  in  the 
stage  of  the  contracted  kidney.  The  anemia  is 
almost  impossible  to  control  with  iron,  liver, 
or  any  kind  of  treatment.  Transfusions  have 
been  recommended,  but  their  effects  are  tem- 
porary and  do  not  alter  the  course  of  the  dis- 
ease. The  diet  in  the  hypertensive  stage  of 
the  disease,  I think,  should  be  unlimited;  the 
patient  should  be  allowed  to  make  his  own 
choice.  If  there  is  edema,  again  sodium  should 
be  restricted.  If  there  is  protein  loss,  the 
patient  should  be  encouraged  to  take  more 
protein  than  the  normal,  perhaps  about  100 
or  125  Gm.  a day;  but  apart  from  those  two 
changes  it  is  my  experience  that  the  diet  might 
just  as  well  be  left  to  the  patient  to  insure 
as  much  comfort  as  possible  during  the  re- 
maining days  of  his  life. 

Dr.  DuBois:  Dr.  Shannon  will  continue 
with  the  physiologic  aspects. 

Dr.  James  A.  Shannon:  At  the  present 

time  it  is  impossible  to  establish  a rational  basis 
for  therapy  in  glomerulonephritis,  since  knowl- 
edge of  the  disease  process,  in  terms  of  physi- 
ologic mechanisms,  is  inadequate.  We  can, 
however,  define  the  therapeutic  problem.  The 
acute  process,  although  important  in  itself, 
derives  its  major  significance  from  the  fact 
that  it  initiates,  in  some  25  per  cent  of  the 
cases,  a condition  that  will  eventuate  in  renal 
insufficiency.  Function  in  these  cases  as 
measured  by  gross  renal  function  tests  may  re- 
main within  normal  limits  for  a number  of 
years  following  the  acute  process.  There  is 
present,  nevertheless,  a progressive  destruc- 
tive lesion.  The  therapeutic  problem  is  two- 
fold: first,  the  devising  of  means  to  prevent 
the  acute  process  from  entering  the  progres- 
sively destructive  stage,  and,  second,  the  in- 
terruption of  the  progress  of  the  latter  follow- 
ing its  inception. 

It  is  obvious  that  such  therapy,  if  rational, 
must  rest  upon  a knowledge  of  the  factors 
that  tend  to  enhance  or  oppose  the  funda- 
mental processes  responsible  for  the  progress 
of  the  disease.  This  knowledge  is  not  avail- 
able at  the  present  time.  I do  believe,  how- 
ever, that  there  is  sufficient  in  the  way  of  ex- 
perimental evidence  to  permit  us  to  speculate 
a little  on  what  these  factors  may  be. 

First  we  must  decide  whether  chronic  dif- 
fuse glomerulonephritis  is  characteristically 
episodic  in  nature  or  whether  it  may  be  con- 
sidered to  be  a disease  that,  once  initiated, 
may  progress  to  its  final  termination  in  the 
absence  of  the  initiating  agent.  I believe 
that  many  or  most  clinicians  and  pathologists 
will  accept  the  probability  of  the  latter  alter- 
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native  with  respect  to  the  disease  in  man. 
Certainly  the  work  of  many  in  the  field  of 
experimental  pathology  shows  this  to  be  true 
in  a variety  of  experimental  nephritides— 
that  is,  having  once  injured  the  kidney  by  one 
means  or  another,  a sequence  of  events  is 
initiated  which  in  itself  will  eventuate  in 
renal  failure.  If  this  be  true  in  man,  then  it  is 
logical  that  we  look  for  some  series  of  variables 
within  the  normal  economy  of  the  body  which 
are  the  propagating  factors  in  the  disease 
following  its  inception. 

It  is  common  knowledge  that  surgical  abla- 
tion of  renal  tissue  is  followed  by  compensa- 
tory hypertrophy  of  the  remainder  and  that 
this  hypertrophy  is  accompanied  by  an  in- 
crease in  renal  blood  flow  to  serve  the  regener- 
ating tissue.  Furthermore,  Chanutin,  Addis, 
and  others  have  demonstrated  in  the  rat  that 
an  important  variable  determining  both  the 
rate  and  extent  of  this  compensatory  hyper- 
trophy is  the  protein  content  of  the  diet. 
That  protein  is  important  in  the  renal  economy 
is  evidenced  by  other  observations.  Many 
years  ago  MacKay  demonstrated  in  a series 
of  animals  including  the  dog  that  there  is  a 
close  correlation  between  protein  intake  and 
renal  weight.  Also  of  importance  in  this  rela- 
tion are  the  observations  of  Van  Slyke  and 
his  collaborators  and  ourselves  that  in  the 
dog  both  renal  blood  flow  and  glomerular 
filtration  rate  is  drastically  affected  by  the 
protein  content  of  the  diet.  When  I say 
drastically  I mean  to  the  extent  of  some  300 
per  cent. 

I would  quote  the  observations  of  Smadel 
and  Farr  in  a slightly  different  manner  than 
used  by  Dr.  Goldring.  They  demonstrated 
that  following  an  initial  renal  insult,  the  result 
of  an  injection  of  a specific  nephro toxin,  the 
addition  of  protein  to  the  diet  caused  pro- 
gression of  the  renal  lesion  to  final  insuf- 
ficiency. This  effect  occurred  in  only  one  of 
three  strains  of  rats,  but  it  is  to  be  expected 
that  the  inbreeding  used  in  the  development 
of  a strain  will  naturally  tend  to  enhance  or 
suppress  a susceptibility  such  as  this.  These 
observations  are  important  in  part  because 
the  disease,  as  described  histologically,  simu- 
lates in  many  ways  glomerulonephritis  but 
more  so  because  the  agent  they  used  to  cause 
this  progression  of  the  disease,  protein,  is  one 
which  we  know  controls  to  a considerable 
degree  both  the  regeneration  of  renal  tissue 
and  renal  blood  flow.  Although  these  con- 
clusions are  derived  from  experimental  ani- 
mals, it  is  unlikely  that  they  will  not  obtain 
for  the  renal  tissue  of  man. 


If  one  can  accept  the  view  that  acute  dif- 
fuse glomerulonephritis  is  a disease  charac- 
terized by  renal  tissue  ablation  by  one  means 
or  another  and  at  the  same  time  by  impair- 
ment of  the  lability  of  the  renal  vascular  bed 
because  of  specific  injury,  one  has  the  variables 
that  at  least  theoretically  could  cause  progres- 
sion of  the  condition  to  ultimate  renal  insuf- 
ficiency. The  sequence  of  events  from  this 
point  of  view  would  be:  first,  a glomerulitis 
with  ablation  of  some  renal  tissue  directly  by 
the  disease  process  or  indirectly  through 
anoxia;  then,  a compensatory  hypertrophy 
associated  with  relative  renal  ischemia  due 
to  the  initial  impairment  of  the  renal  circula- 
tion; and  later,  the  development  of  vascular 
hypertonus,  local  or  general,  or  the  enhance- 
ment of  existing  hypertonus  along  the  fines  of 
the  Goldblatt  principle,  resulting  in  the  de- 
struction of  more  renal  tissue  and  so  on  into 
renal  failure.  The  crux  of  this  hypothesis  is 
that  due  to  a vascular  injury  occurring  with 
the  renal  tissue  ablation  the  expansion  in  the 
renal  blood  supply  cannot  keep  pace  with  the 
tendency  of  the  renal  tissue  to  undergo  com- 
pensatory hypertrophy. 

The  therapeutic  indication,  if  this  be  the 
case,  is  obviously  the  interruption  of  this 
vicious  cycle  or  the  prevention  of  its  inception. 
I hesitate  to  mention  the  restriction  of  protein 
intake  as  a possible  therapeutic  measure,  but 
logic  demands  its  consideration. 

Addis  suggests  that  the  renal  hypertrophy 
that  follows  the  ablation  of  tissue  by  the  dis- 
ease is  a feature  in  the  compensation  to  the 
disease  process  which  is  to  be  encouraged.  He 
suggests  a dietary  regimen  that  gives  protein 
to  aid  in  the  regeneration  of  renal  tissue  yet 
does  not  yield  such  substances  as  creatinine, 
uric  acid,  etc.,  which  will  increase  the  osmotic 
work  of  urine  formation.  I would  not  suggest 
that  we  have  such  a superabundance  of  renal 
tissue  that  we  can  lightly  lose  large  quantities 
and  suffer  no  physiologic  handicap.  I would 
suggest,  however,  that  there  is  little  need  in  the 
ordinary  case  of  acute  diffuse  glomerulo- 
nephritis to  worry  about  the  immediate  loss  of 
renal  tissue  and  that  therapy  should  be  guided 
by  the  more  remote  consequences  of  this  loss. 
In  our  point  of  view  the  important  indication 
is  to  permit  a normal  restoration  of  the  bal- 
ance between  renal  tissue,  normal  and  regen- 
erating, and  the  renal  blood  flow  or  rather  to 
aid  in  the  restoration  of  the  balance,  since  it 
apparently  is  satisfactorily  struck  in  some  75 
per  cent  of  the  cases.  It  may  be  that  if  one 
were  to  slow  up  the  regenerative  process  by  a 
limitation  of  dietary  protein  the  renal  vascu- 
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lar  bed,  impaired  as  it  may  be,  could,  given  a 
longer  time,  expand  to  satisfy  the  tissue 
need. 

If  this  were  so,  we  would  be  able  to  interrupt 
the  sequence  of  events  which  results  in  the 
eventual  destruction  of  the  renal  tissue  as  pre- 
viously outlined. 

I do  not  feel  that  as  the  result  of  these  con- 
siderations we  are  now  in  a position  to  advise  the 
restriction  of  protein  intake  as  the  logical 
therapy  in  this  disease,  particularly,  since 
there  is  already  loss  of  considerable  amounts 
of  protein  in  the  urine  and  since  the  restriction 
of  protein  intake  carries  many  consequences 
that  have  nothing  whatsoever  to  do  with  the 
processes  going  on  in  the  kidney.  We  do 
suggest  the  following:  that  the  forces  acting 
in  the  normal  individual  and  in  the  normal 
kidney  have  the  potentiality  of  converting  an 
initial  process  into  one  that  is  then  more  or 
less  self-propagating;  that  regulation  of  dietary 
protein  may  be  a means  by  which  we  can 
control  these  forces;  and,  finally,  that  with 
the  aid  of  the  precise  functional  methods 
available  at  the  present  time  these  proposi- 
tions can  be  put  to  test,  first  experimentally 
and  then  clinically.  I am  aware  that  in 
certain  respects  this  formulation  conflicts  with 
the  views  of  Dr.  Goldring. 

Dr.  DuBois:  We  are  particularly  anxious 
to  bring  out  differences  in  principle  between 
the  experimental  work  of  the  laboratory  and 
the  observations  in  wards  with  patients  and 
so,  Dr.  Goldring,  perhaps  you  would  like  to 
come  back  now. 

Dr.  Goldring:  Not  right  away. 

Dr.  DuBois:  The  meeting  is  open  then 
for  a general  discussion.  Are  there  questions 
on  either  of  these  presentations? 

Dr.  Ephraim  Shorr:  I wondered  whether 
Dr.  Goldring  could  tell  us  if  chemotherapy  is 
indicated  in  the  acute  Bright’s  disease  or 
whether  he  regards  the  process  as  past  the 
infectious  stage  and  hence  past  influence  by 
such  substances  as  sulfapyridine  and  sulfanil- 
amide. One  now  and  then  hears  of  what  seem 
to  be  striking  results,  and  I wondered  whether 
your  experience  confirms  them. 

Dr.  Goldring:  I have  had  no  experience 
with  chemotherapy  in  acute  nephritis,  but  it 
would  be  my  impression  that  the  renal  lesion 
having  been  initiated  would  not  be  influenced 
by  such  therapy. 

Dr.  Harry  Gold:  If  you  had  a patient 
with  an  acute  tonsillitis  or  septic  sore  throat 
who  developed  acute  diffuse  glomerulonephri- 
tis, would  you  use  sulfanilamide  with  the 
idea,  first,  of  influencing  the  primary  infec- 


tion, and,  second,  of  preventing  the  involve- 
ment of  the  kidney? 

Dr.  Goldring:  I would  not  hesitate  to 
use  it  in  the  presence  of  a renal  lesion.  I 
expect  it  probably  would  help  the  local  infec- 
tion, but  I doubt  very  much  if  it  would  in- 
fluence the  process  in  the  kidney  that  has  al- 
ready begun. 

Dr.  John  E.  Deitrick:  When  the  use  of 
sulfanilamide  was  first  introduced,  several 
clinics  tried  it  and  I believe  they  thought,  if 
anything,  it  made  the  patient  worse.  I under- 
stand further  clinical  trials  were  planned  at 
the  Johns  Hopkins  Hospital  and  at  Roches- 
ter, but  I have  not  heard  of  the  outcome  of 
their  second  trial.  Have  you? 

Dr.  Goldring:  The  results  have  not  been 
encouraging. 

Dr.  McKeen  Cattell:  The  damage  in 
general  is  supposed  to  be  a toxic  process  rather 
than  a direct  infection  of  the  kidney  paren- 
chyma, is  it  not? 

Dr.  Goldring:  That  may  be  the  answer. 

Dr.  Gold:  Is  there  anything  to  be  said 
about  the  pH  of  the  urine  in  nephritis?  In 
experimental  nephritis,  MacNider  found  that 
sodium  bicarbonate  exerted  a beneficial  ef- 
fect on  the  course  of  the  kidney  damage. 
Does  that  apply  to  humans?  I wonder 
whether  the  acidosis  that  occurs  in  the  late 
stages  of  nephritis  might  not  be  due  to  the 
protective  excretion  of  large  quantities  of 
base  in  the  course  of  the  disease,  and,  if  so, 
would  sodium  bicarbonate  or  other  alkali 
prove  beneficial? 

Dr.  Goldring:  When  we  go  back  to  some 
observations  by  Osman,  made  a good  many 
years  ago,  it  appears  that  he  was  convinced 
at  that  time  and  he  still  believes  that  the  alka- 
linizing  treatment  is  a very  useful  treatment 
in  nephritis.  I do  not  know  of  anyone  who  has 
repeated  his  observations. 

Dr.  Deitrick:  In  Baltimore  in  Dr.  Long- 
cope’s  clinic,  they  were  using  the  alkaline  ash 
diet  in  every  patient  with  nephritis. 

Is  there  not  experimental  work  in  animals 
to  show  that  the  kidneys  when  putting  out  an 
alkaline  urine  do  less  work?  If  arterial  and 
venous  oxygen  saturation  of  the  blood  is 
measured  and  if  the  amount  of  oxygen  used  is 
calculated,  the  work  done  when  the  kidney 
excretes  an  alkaline  urine  is  less  per  cubic 
centimeter  of  urine  for  the  same  concentration 
than  would  be  expended  on  an  acid  urine.  Is 
that  correct? 

Dr.  Shannon:  Before  answering  Dr. 

Deitrick’s  question  directly,  I should  like  to 
stress  two  physiologic  facts  which  are  too  fre- 
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quently  overlooked  when  questions  such  as 
these  arise.  In  the  first  place,  the  physiologic 
work  of  the  kidney  is  so  complex  that  it  is 
usually  difficult  to  relate  a change  in  the 
energy  consumption  of  the  organ  as  a whole  to 
any  specific  experimental  variable.  Van  Slyke 
and  his  collaborators  have  demonstrated  in 
the  unanesthetized  dog  almost  direct  propor- 
tionality between  renal  blood  flow  and  oxygen 
consumption.  Other  than  this  I know  of  no 
well-established  correlation  relating  to  energy 
consumption,  and  even  here  it  seems  likely 
that  the  changes  in  these  two  variables  may 
have  been  the  result  of  a third  factor.  Second, 
in  terms  of  the  composition  of  the  blood  and 
urine,  the  energy  expended  in  urine  excretion 
is  only  a small  fraction,  about  2 to  4 per  cent, 
of  the  energy  turnover  as  calculated  from  renal 
oxygen  consumption.  Now  when  one  speaks 
of  an  alkaline  urine,  one  speaks  relatively, 
since  the  limit  of  alkalinity  is  about  equal  to 
pH  8.0.  An  alkaline  ash  diet  would  produce  a 
urine  with  a pH  somewhere  in  the  neighbor- 
hood of  7.0.  It  may  be  that  the  operations 
that  result  in  an  acid  urine  are  costly  in  terms 
of  energy  expended,  whereas  the  formation  of 
a urine  at  pH  7.0  would  require  no  work  to  be 
done  on  the  hydrogen  ion.  It  is  difficult  to 
see,  however,  how  this  specific  operation  can 
be  important  in  terms  of  the  energetics  of  the 
organ  as  a whole. 

Dr.  Deitrick:  Our  main  idea  was  the 
same  as  bedrest — that  is,  getting  the  kidney 
to  do  as  little  work  as  possible. 

I should  like  to  hear  more  discussion  on  the 
question  of  rest  of  a patient  as  a means  of 
diminishing  the  work  of  the  kidney. 

Dr.  Gold:  Bearing  on  Dr.  Dei  trick's 
question  is  the  observation  that  kidney  func- 
tion tests  show  a fairly  marked  fall  of  renal 
function  after  violent  exercise  in  athletes. 

Dr.  Shannon:  I feel  that  here  again  one 
is  defeated  by  the  complexity  of  the  mech- 
anism of  urine  formation.  Theoretically  one 
must  consider  that  the  most  restful  condition 
for  the  kidney  is  a state  of  moderate  diuresis, 
and  this  is  probably  so  in  practice.  Actually, 
however,  measurements  of  oxygen  consump- 
tion during  periods  of  diuresis  and  concen- 
tration show  little  difference  in  the  energy 
turnover  in  the  two  states.  This  point  of  view 
is  stressed  by  the  consideration  that  in  a day 
about  180  L.  of  water  and  1 Kg.  of  salt  are 
filtered,  of  which  all  but  about  a liter  of  water 
and  a few  millimols  of  salt  are  reabsorbed. 
Other  similar  operations,  which  must  similarly 
be  described  by  almost  astronomic  figures, 
find  no  representation  in  the  urine  at  all.  It 


is  almost  certain  that  the  vast  majority  of 
renal  work  goes  into  this  type  of  process.  It 
follows  from  this  that  when  we  attempt  to 
relate  a urinary  finding  to  the  energetics  of  the 
organ  as  a whole  it  makes  up  too  small  a part 
of  the  complete  cost  of  urine  formation  for  us 
to  gain  a satisfactory  correlation.  I feel  that 
many  therapeutic  aims  (such  as  giving  the 
kidney  rest),  though  they  seem  superficially 
feasible,  are  by  the  very  nature  of  the  organ 
impossible.  I do  not  mean  to  say  that  these 
therapeutic  aims  and  measures  are  in  them- 
selves incorrect,  but  I do  say  that  they  must 
find  their  justification  from  clinical  or  experi- 
mental trial  rather  than  theoretic  considera- 
tions. 

Dr.  Deitrick:  We  do  not  like  to  limit 
fluids  in  a patient  with  an  acute  diffuse  glo- 
merulonephritis and  even  avoid  doing  a con- 
centration test.  One  of  the  best  diuretics  is 
water  and  if  we  can  keep  the  kidney  well  sup- 
plied we  feel  we  have  done  something.  In  the 
light  of  our  present  knowledge  do  you  think 
it  would  be  best  to  give  the  alkaline  ash  diet 
with  the  maximum  amount  of  fluid  that  can 
be  tolerated  without  producing  edema?  As 
to  protein,  we  give  them  a regular  diet  as  you 
do. 

Dr.  Shannon:  I do  not  believe  that  there 
is  any  theoretic  objection  to  an  alkaline  ash 
diet,  and  there  is  certainly  none  to  the  adminis- 
tration of  adequate  amounts  of  water.  With 
respect  to  the  alkaline  ash  diet,  however,  it 
is  a question  in  my  mind  whether  or  not  one 
can  justify  it  on  any  other  basis  than  the  fact 
that  it  seems  to  do  the  patient  some  good. 
However,  if  this  is  true,  it  is  j ustification  enough . 

Dr.  DuBois:  I think  your  statement,  Dr. 
Shannon,  that  the  kidney  does  least  work  in 
moderate  diuresis  is  one  that  would  be  new  to 
most  clinicians.  It  seems  to  me  that  that  is 
an  important  point  of  view  that  has  been 
brought  out  by  the  newer  physiology.  Is  the 
difference  significant  clinically? 

Dr.  Shannon:  I do  not  believe  so.  I feel 
that  the  amount  of  energy  that  goes  into  the 
formation  of  a concentrated  urine  as  compared 
to  the  energy  consumption  of  the  organ  as  a 
whole  is  too  small.  On  the  other  hand,  there 
may  well  be  other  advantages  to  be  gained  in 
presenting  a dilute  rather  than  a concen- 
trated urine  to  the  cells  of  the  distal  portions 
of  the  tubules. 

Dr.  DuBois:  It  seemed  to  me  that  Dr. 
Goldring  in  his  suggestion  of  treatment  con- 
centrated on  the  complications  that  came  up 
when  certain  aspects  of  acute  nephritis  be- 
came very  prominent  but  that  in  the  ordinary 
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case  I gather  you  do  relatively  little  therapeu- 
tically except  keep  the  patient  absolutely 
quiet  and  provide  a diet  with  low  sodium. 

Dr.  Goldring:  Yes. 

Dr.  DuBois:  Then  treatment  has  not 
changed  so  much  in  the  last  thirty  or  forty 
years.  That  is  about  what  was  done  before 
when  the  Imperial  drink,  or  alkaline  drink, 
was  used.  That  has  been  given  up. 

Dr.  Goldring:  That  has  been  given  up  as 
far  as  I know. 

Dr.  DuBois:  But  it  may  come  back. 

Dr.  Goldring  • It  may  come  back. 

Dr.  DuBois:  The  clinicians  have  had  all 
these  years  to  try  out  various  methods  of 
treatment.  Nothing  impressive  in  the  way  of 
preventive  measures  has  as  yet  appeared,  has 
it? 

Dr.  Goldring:  Not  as  far  as  I know. 

Dr.  DuBois:  It  looks  as  if  we  would  have 
to  wait  for  more  experimental  work,  Dr. 
Shannon,  the  type  of  work  that  you  are  doing. 

Dr.  Shannon:  Of  course  my  point  of  view 
is  generated  largely  from  the  fact  that  nothing 
has  been  developed  that  seems  to  have  any 
influence  on  the  course  of  this  disease  whether 
the  therapy  is  based  upon  bacteriologic,  im- 
munologic, biochemical,  or  clinical  considera- 
tions. If  this  is  the  case,  it  seems  to  me  to  be 
fair  evidence  that  we  may  have  inherent  in  the 
functional  makeup  of  the  kidney  the  necessary 
variables  which,  once  brought  into  play  in  the 
proper  manner,  can  be  self-propagating  to  a 
final  termination.  Whether  or  not  the  vari- 
ables I have  mentioned  are  the  ones  is,  of 
course,  another  story. 

Dr.  DuBois:  I have  one  final  question  of 
Dr.  Goldring.  Are  the  clinicians  doing  things 
now  that  may  be  damaging  to  the  kidney  in 
acute  nephritis? 

Dr.  Goldring:  I do  not  think  so.  I 
think,  as  Dr.  Shannon  does,  that  this  condi- 
tion, whatever  it  is,  this  diffuse  vascular  dis- 
ease, starts  and  runs  a set  course,  and  I do 
not  think  it  is  within  the  doctor’s  power  to  do 
much  harm  or  much  good. 

Dr.  DuBois:  Dr.  Goldring,  will  you  sum- 
marize the  ground  covered  in  this  confer- 
ence? 

Dr.  Goldring:  The  material  presented  at 
this  conference  leads  to  the  conclusion  that 


nephritis  in  its  chronic  stages  is  a progressive 
disease,  which  is  very  little  influenced  by  any 
regimen  of  treatment.  Further,  it  appears 
that  little  can  be  done  to  alter  the  percentage 
of  cases  of  acute  glomerulonephritis  which 
become  chronic.  The  discussion  of  the  under- 
lying pathology  indicates  that  we  are  still  in 
the  dark  regarding  the  underlying  mechanisms 
in  the  disease,  but  it  appears  probable  that 
anatomic  and  physiologic  factors  inherent  in 
the  kidney  provide  a self-propagating  system 
which  eventually  results  in  a degree  of  renal 
failure  incompatible  with  life.  Thus,  if  the 
vascular  supply  failed  to  keep  pace  with  the 
hypertrophic  parenchymal  changes,  a vicious 
circle  would  be  set  up,  resulting  in  a progres- 
sive decrease  in  functioning  renal  tissue. 

Experimental  evidence  was  cited  indicating 
that  a high  protein  diet  tends  to  cause  hyper- 
trophy of  the  kidney  and  this  with  the  obser- 
vation of  a lower  survival  rate  in  rats,  follow- 
ing renal  damage,  when  the  diet  is  high  in 
protein,  suggests  that  a certain  amount  of 
control  might  be  exerted  by  regulation  of  the 
protein  intake.  We  do  not  know  to  what  ex- 
tent these  results  can  be  transferred  to  man, 
and,  because  of  other  possible  undesirable  con- 
sequences of  a low  protein  diet  and  the  failure 
to  influence  mortality  statistics,  limitation  of 
proteins  in  nephritis  is  not  recommended. 
Further,  no  advantage  appears  to  be  gained 
by  limiting  fluids.  The  treatment  of  edema  is 
not  regarded  as  important  unless  it  is  causing 
the  patient  discomfort,  and  the  only  rational 
therapy  is  the  restriction  of  sodium  salts. 

Treatment  then  is  almost  entirely  sympto- 
matic. Useful  therapeutic  procedures  are: 
for  paroxysmal  dyspnea,  morphine,  and  phle- 
botomy; for  congestive  heart  failure,  intra- 
venous ouabain  supplemented  with  digitalis 
by  mouth ; for  convulsive  seizures,  magnesium 
sulfate;  for  coma  in  an  acute  attack,  slow 
drip  spinal  tap;  for  anuria,  there  is  no  useful 
procedure;  for  uremia,  infusion  of  hypertonic 
solutions;  for  acidosis  and  dyspnea,  intra- 
venous sodium  bicarbonate  and  normal  saline; 
for  edema,  sodium  restriction  and  the  mer- 
curial diuretics. 

It  may  be  again  emphasized  that  as  yet  we 
have  no  therapy  that  has  an  appreciable  in- 
fluence on  the  course  of  the  disease. 


THE  GREAT  LOVER 

Gently,  he  pushed  her  quivering  shoulders  back  her  parted  lips,  the  breath  came  in  short,  wrench- 
against  the  chair.  She  raised  beseeching  eyes  in  ing  gasps.  Reassuringly,  he  smiled  at  her. 

which  faint  hope  and  fear  were  struggling.  From  Bzzzzz,  went  the  dentist’s  drill. — Widow 
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A 7TSUAL  disturbances  accompanying  the  ad- 
* ministration  of  tryparsamide  have  been  re- 
ported by  many  observers  in  various  parts  of 
the  world,  but  the  case  about  to  be  described 
presents  certain  unusual  features. 


Case  Report 

Mr.  A.  G.  D.,  aged  47,  a widower,  was  first 
seen  November  5,  1932.  He  had  retired  because 
of  ill  health  from  the  restaurant  business  one 
and  one-half  years  before  this  date.  In  March, 
1932,  he  had  a “stroke”  that  paralyzed  the  right 
side  of  the  face,  right  arm,  and  right  leg,  although 
consciousness  was  retained.  He  partially  re- 
covered and  was  able  to  walk  by  dragging  the 
right  foot.  On  November  4,  1932,  he  developed 
weakness  of  the  right  half  of  the  body  and  be- 
came unable  to  get  out  of  bed.  There  was  re- 
tention of  urine  and  incontinence  of  feces.  The 
patient  had  always  been  well  but  admitted  a 
primary  chancre  at  the  age  of  18.  The  family 
history  was  unimportant. 

Physical  examination  showed  a rather  small 
man  of  fair  development  and  nutrition.  His 
mind  functioned  slowly,  and  he  responded  to 
questions  deliberately  but  accurately.  The 
left  pupil  was  greatly  dilated;  neither  pupil 
reacted  to  light  and  only  slightly  to  accommo- 
dation. His  blood  pressure  was  130/90.  The 
lungs  and  heart  were  negative.  The  urinary 
bladder  reached  half  way  to  the  umbilicus.  The 
right  arm  and  leg  presented  spastic  paralysis, 
and  the  left  arm  and  leg  revealed  marked  mus- 
cular weakness.  Both  knee  jerks  were  exag- 
gerated, especially  the  right.  Right  ankle  clonus 
and  left  Gordon  were  obtained.  Bilateral  Ba- 
binski  reflexes  were  present.  He  was  unable  to 
turn  in  bed  or  help  himself.  The  blood  Wasser- 
mann  was  3 plus,  both  antigens;  spinal  Wasser- 
mann  4 plus,  both  antigens,  very  faintly  hazy; 
globulin  faintly  positive.  The  cell  count  was 
32.  The  urine  was  clear:  specific  gravity, 

I. 015;  albumin,  0;  sugar,  0;  rare  lenocyte. 

He  was  placed  upon  alternating  courses  of  iodo- 

bismitol  and  sulfarsphenamine  intramuscularly. 
After  several  months  of  treatment  remarkable 
improvement  was  evident.  He  regained  good 
use  of  the  left  arm  and  leg,  with  considerable 
motion  in  the  spastic  right  arm  and  leg  so  that  he 
could  walk  to  the  toilet  with  assistance.  Control 
of  the  bladder  and  rectal  sphincters  had  become 
normal,  and  the  mental  retardation  had  entirely 
cleared.  By  March,  1934,  after  sixteen  months 
of  nearly  continuous  treatment,  he  was  able  to 
go  downstairs  and  walk  on  the  street  with  the 
aid  of  a cane.  The  right  foot  turned  inward 
and  the  right  hand  was  partially  flexed. 

An  eye  examination  (by  D.  F.  G.)  on  March 

II,  1938,  revealed:  external  eyes  normal;  vision — 

Professor  of  Clinical  Medicine  and  Professor  of 
Ophthalmology,  respectively,  College  of  Medicine, 
Syracuse  University. 


right  eye,  20/15  and  left  eye,  20/15;  muscles 
normal.  The  right  pupil  reacted  slightly  to 
intense  light;  the  left  pupil,  three  times  as 
large,  had  no  reaction  to  light;  both  reacted  to 
accommodation  (attempted)  and  convergence — 
early  Argyll  Robertson  pupils.  Media  were 
clear.  Fundi  had  slight  yellow  tinge,  and  disks; 
nasal  half  was  yellow-white,  with  an  old  peri- 
vasculitis (pigment  along  sheaths  of  some 
vessels).  He  had  paresis  of  accommodation. 
Confrontation  fields  were  beginning  to  contract; 
color  perception  was  normal.  The  diagnosis 
was  early  optic  atrophy  (Fig.  1).  On  March  27, 

1933,  he  was  given  glasses  for  reading:  +2.75 
oculus  uterque. 

A course  of  ten  weekly  intravenous  injections 
of  tryparsamide  was  started  April  29,  1934,  be- 
ginning with  a dose  of  1 Gm.  and  soon  increasing 
to  2 Gm. 

An  eye  examination  (by  D.  F.  G.)  on  June 
25,  1934,  showed:  vision — right  eye,  20/15  and 
left  eye,  20/15;  pupils  unchanged;  fields  charted; 
primary  optic  atrophy.  On  September  11, 

1934,  vision  in  the  right  eye  was  20/30  and  in 
the  left  was  20/25;  the  fields  were  charted.  On 
January  2,  1935,  vision  in  the  right  eye  was 
20/30  and  in  the  left  was  20/25;  the  fields  were 
charted.  There  were  no  other  changes. 

Meanwhile  he  had  received  alternate  courses 
of  iodobismitol  (2  Gm.)  and  tryparsamide  (2 
Gm.)  with  rest  periods  between.  By  October 
20,  1936,  two  and  one-half  years  later,  he  had 
been  given  a total  of  eighty  tryparsamide  in- 
jections, seventy  of  which  were  3-Gm.  doses. 
After  tryparsamide  was  stopped  he  took  courses 
of  sulfarsphenamine,  iodobismitol,  or  bismuth 
subsalicylate  twice  a year  with  longer  rest  in- 
tervals between. 

An  eye  examination  (by  D.  F.  G.)  on  April 
19,  1938,  revealed:  vision — right  eye,  20/30  and 
left  eye,  20/25.  The  fields  are  shown  in  Fig.  2. 

Soon  after  this  eye  examination,  two  years 
after  the  last  dose  of  tryparsamide,  the  decision 
was  made  to  administer  further  treatment  with 
this  drug  in  an  effort  to  halt  the  optic  atrophy 
which  had  slowly  progressed.  Inasmuch  as 
ophthalmic  reactions  from  tryparsamide  almost 
invariably  occur  within  the  first  ten  injections 
and  because  the  patient  had  already  tolerated 
eighty  doses  with  perfect  ease,  no  apprehension 
was  felt. 

On  April  24,  1938,  he  was  given  an  intravenous 
injection  of  1.5  Gm.  of  tryparsamide.  No  un- 
toward effects  were  noted,  and  ten  days  later, 
on  May  4,  3 Gm.  was  given.  The  next  day 
he  noted  dimness  of  vision  as  if  he  were  looking 
through  a frosted  window  pane.  Impairment 
rapidly  increased.  Things  looked  cloudy  as  if 
in  a snow  bank,  and  he  had  difficulty  in  seeing 
trees  across  the  street.  He  was  able  to  dis- 
tinguish fingers  at  3 feet  with  some  effort.  A 
few  days  later  the  patient  became  unable  to 
recognize  faces  at  10  feet  and  when  looking  out- 
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Fig.  1. 


Fig.  2. 


doors  could  recognize  objects  only  at  about  the 
same  distance.  Within  two  weeks  the  vision 
gradually  improved,  the  scotomas  disappeared, 
and  the  patient  regained  his  previous  visual 
acuity  inside  of  a month.  The  peripheral  fields 
remained  practically  unchanged.  The  following 
methods  of  treatment  were  directed  against  the 
tryparsamide  amblyopia:  intravenous  injections 
of  sodium  thiosulfate,  50  per  cent  sucrose  solu- 
tion by  vein,  potassium  iodide  by  mouth,  and 
spinal  puncture.  He  was  seen  at  home  four 
days  after  the  eighty-second  dose  of  tryparsa- 
mide. An  eye  examination  (by  D.  F.  G.)  was 
made  on  May  8,  1938.  The  optic  disks  re- 
mained a faint  yellow-white,  had  sharp  outlines 
and  were  but  little  excavated;  in  fact  they  had 
remained  unchanged  from  the  previous  exami- 
nation. The  subjective  symptoms  revealed  a 
visual  acuity  reduced  to  H/M  at  18  inches  and  a 
large  central  scotoma  for  form  and  colors  (taken 
on  an  improvised  screen).  The  diagnosis  was 
retrobulbar  neuritis. 

An  eye  examination  (by  D.  F.  G.)  on  July  14, 
1938,  showed:  whole  of  disk  yellow-white  with 
sharp  outline,  fine  changes  in  each  macula,  right 
more  than  left.  The  optic  atrophy  appeared 
about  the  same.  Vision  was  20/30  in  right  eye 
and  20/40+  in  left  eye.  They  were  corrected  to 
20/20  in  right  eye  and  20/30  in  left  eye.  There 
was  a good  recovery  from  attack  of  retrobul- 
bar neuritis.  The  fields  are  shown  in  Fig.  3. 

Primary  syphilitic  optic  atrophy  is  a pro- 
gressive lesion  often  ending  in  blindness.  It  is 
one  of  the  few  manifestations  of  syphilis  that  is 
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infrequently  checked  by  antisyphilitic  therapy. 
Much  difference  of  opinion  exists  as  to  the 
proper  place  of  arsenicals  in  treatment.  Some 
feel  that  they  further  endanger  vision,  while 
others  believe  that  they  offer  some  hope  of  ar- 
resting the  lesion. 

Tryparsamide  is  a white,  odorless,  crystalline 
substance,  readily  soluble  in  water  and  con- 
taining 25  per  cent  of  arsenic.  It  is  related  to 
atoxyl  and  arsacetin.  The  drug  is  rapidly  elim- 
inated, 88  to  95  per  cent  in  twenty-five  hours 
(Stokes1),  and  it  is  remarkably  noncumulative. 
It  is  a pentavalent  arsenical  in  contrast  to  tri- 
valent  arsphenamine  and  neoarsphenamine. 
Stokes1  quotes  Young  and  Loevenhart  to  the 
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effect  that  the  biochemical  reason  for  the  pro- 
duction of  optic  nerve  lesions  by  tryparsamide 
is  the  general  rule  that  the  presence  of  the  amino 
groups  in  the  para  position  to  the  arsenic,  re- 
gardless of  its  valence,  induces  tropism  for  the 
optic  nerve.  In  man,  optic  nerve  injury  is  mark- 
edly more  frequent  in  the  presence  of  previous 
injury  to  the  optic  tract  by  syphilis — the  third 
neurone  of  the  optic  tract  is  involved. 

Allergy  to  drugs  has  been  described  by  Tuft2 
as  a condition  of  hypersensitiveness  in  which  an 
amount  of  a medicinal  agent,  nontoxic  for  an 
average  individual,  is  followed  by  an  unusual 
but  characteristic  reaction.  It  is  distinguished 
from  the  toxic  action  of  the  drug  because  the 
latter  produces  symptoms  that  are  in  exaggera- 
tion of  the  normal  physiologic  action.  Large 
doses  of  salicylates  produce  ringing  in  the  ears  of 
most  individuals.  In  our  intern  days  the  treat- 
ment of  rheumatic  fever  included  the  adminis- 
tration of  large  doses  of  salicylates  until  “the 
birds  began  to  sing.”  On  the  other  hand,  a 
single  5-grain  tablet  of  acetyl  salicylic  acid  may 
cause  death  in  an  allergic  individual.  The 
symptoms  produced  by  the  toxic  or  physiologic 
action  of  a drug  differ  widely  according  to  its 
chemical  constitution.  The  symptoms  of  drug 
allergy,  however,  regardless  of  the  drug  given, 
are  more  or  less  the  same  with  certain  exceptions. 
They  consist  chiefly  of  fever,  multiform  skin 
eruptions,  edema,  arthritic  or  muscular  pains, 
adenitis,  and  leukopenia.  The  duration  is  usually 
short  and  the  course  self-limited.  It  is  interest- 
ing to  note  that  the  symptoms  of  serum  sickness 
induced  by  the  therapeutic  injection  of  animal 
serums  are  similar  to  the  manifestations  of 
drug  allergy.* 

Tuft2  further  states  that,  as  a rule,  sensitivity 
exists  to  only  one  element  or  chemical  group  in 
a given  drug.  Sensitivity  to  quinine  usually 
involves  only  the  levorotary  groups,  whereas 
the  dextrorotary  relatives,  such  as  quinidine, 
may  be  well  tolerated.  In  patients  who  have 
become  sensitized  to  pentavalent  tryparsamide, 
the  trivalent  arsenicals  (arsphenamine  or  neoars- 
phenamine)  may  possibly  be  well  borne. 

The  chemical  substances  that  produce  drug 
allergy  are  of  low  molecular  weight  and  probably 
under  ordinary  circumstances  possess  no  anti- 
genic activity.  This  is  in  contradistinction  to 
antigenic  proteins  of  large  molecular  size  which 
induce  the  formation  of  antibodies  and  cause 
anaphylaxis.  Landsteiner3  believes  that  a drug 
or  chemical  molecule  may  attach  itself  to  a 
protein  molecule  within  the  body,  thereby  form- 
ing a new  protein  that  may  stimulate  the  forma- 
tion of  specific  antibodies.  On  subsequent  con- 
tact an  allergic  drug  reaction  may  result.  Land- 
steiner is  of  the  opinion  that  the  existence  of  some 
kind  of  antibodies  fixed  in  or  on  the  cells  is  not 
disproved  by  our  failure  to  find  them  with  pres- 
ent methods. 

*See  Editorial,  “Tattoo,”  in  the  Journal  for  December 
15  on  page  1761. — Editor 


The  reaction  to  tryparsamide  described  in  this 
communication  does  not  fall  in  the  group  of  ex- 
aggerated physiologic,  i.e.,  toxic,  reactions  nor 
does  it  belong  among  the  known  symptoms  of 
drug  allergy  in  general.  The  episode  was  not 
accompanied  by  severe  headache,  rise  in  blood 
pressure,  erythematous  blush,  or  convulsions  as 
has  been  reported  in  similar  reactions.  There 
was  no  typical  optic  neuritis,  but  there  was  a 
transitory  retrobulbar  neuritis  that  left  the  pa- 
tient with  his  former  visual  acuity,  fields,  good 
color  sense,  light  adaptation,  and  improved  ac- 
commodation. The  matter  of  tropism  for,  or 
specificity  of,  action  on  a tissue  or  organ  of  the 
body  comes  into  consideration. 

The  paper  of  Sugg4  presents  some  pertinent  ob- 
servations. In  susceptible  persons  cinchophen 
seems  to  have  a selective  affinity  for  the  liver, 
producing  a toxic  cirrhosis  which  may  be  asso- 
ciated with  acute  yellow  atrophy  and  a fatal 
ending.  Many  doses  of  cinchophen  over  a long 
period  of  time  may  appear  to  be  well  tolerated 
when  unexpectedly  toxic  symptoms  appear. 
The  drug  may  be  well  taken  for  an  indefinite 
time,  be  discontinued,  and  then  be  followed  by 
alarming  symptoms  when  again  administered, 
even  after  a lapse  of  months  or  years.  This 
resembles  our  experience  with  our  patient,  A. 
G.  D.  Sugg  reminds  us  of  the  observation  that 
a drug  may  be  well  tolerated  for  a long  time  when 
for  an  unknown  reason  the  individual  becomes 
sensitized  to  it  and  toxic  symptoms  occur — the 
refractory  or  delayed  period  of  sensitization 
which  may  last  days,  weeks,  or  years.  Some  of 
his  reported  patients  took  cinchophen  in  a wide 
range  of  doses  without  symptoms,  and  later 
when  a smaller  dose  was  taken,  they  became 
toxic.  Sugg  suggests  three  possibilities:  (1) 
The  liver  damage  may  follow  an  abnormal  sus- 
ceptibility because  of  certain  local  predisposing 
conditions;  (2)  silent  liver  damage  may  have 
been  caused  by  earlier  doses,  and  accentuation 
of  the  damage  occurs  upon  readministration 
after  months  or  years;  (3)  the  toxic  manifesta- 
tions may  be  allergic  in  nature. 

Drug  allergy  may  be  of  two  types — hereditary 
or  acquired.  In  the  hereditary  or  pathologic 
form,  a person  who  has  never  before  taken  a par- 
ticular drug  has  an  immediate  allergic  reaction, 
often  of  severe  degree,  on  its  first  administration. 
It  is  assumed  that  sensitivity  to  a chemical  radi- 
cal in  the  drug  has  been  transmitted  through  the 
germ  plasm  or  possibly  has  been  acquired  in  utero 
through  the  mother’s  blood.  The  patient  knows 
of  no  previous  contact  with  the  drug  in  question. 
In  the  more  common  acquired  or  physiologic 
type  of  drug  allergy,  symptoms  usually  occur 
after  several  or  many  doses  of  the  drug.  There 
is  always  a period  of  incubation  which  may  be 
days,  months,  or  years  in  duration.  Serum  sick- 
ness, which  closely  resembles  drug  allergy  in  its 
symptoms,  is  also  an  acquired  allergy.  If  con- 
centrated refined  serum  is  given  in  small 
amounts,  the  number  of  serum  reactions  be- 
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comes  greatly  reduced,  but,  if  unrefined  and  un- 
concentrated serum  is  given  in  large  amounts, 
serum  sickness  may  be  induced  in  over  90  per 
cent  of  individuals.  In  the  field  of  contact  sen- 
sitivity the  experiments  of  Bloch  quoted  by 
Landsteiner3  are  of  interest.  Under  natural 
conditions  only  a few  persons  become  sensitive 
to  Primula,  but  by  treatment  with  concentrated 
extracts  almost  anybody  can  be  sensitized — an 
acquired  allergic  state. 

In  the  case  of  drug  allergies,  some  persons 
show  evidence  of  sensitivity  after  one  or  two 
doses,  whereas  others  may  require  numerous 
contacts  before  sensitization  occurs.  Reactions 
to  tryparsamide  usually  occur  within  the  first 
ten  injections.  Moore5  goes  so  far  as  to  state 
that  “if  more  than  twelve  injections  are  toler- 
ated without  reaction,  its  subsequent  appear- 
ance need  not  be  feared.”  Nevertheless,  in  our 
reported  case,  eighty  injections  were  well  toler- 
ated, an  interval  of  two  years  elapsed,  two  in- 
jections were  given,  and  a severe  visual  reaction 
occurred. 

Fitz-Hugh6  considers  agranulocytic  angina 
to  be  due  to  an  acquired  sensitivity  of  the  leu- 
kocytes to  certain  drugs  and  other  allergens. 
He  makes  use  of  the  theory  of  “conditioned 
deficiency,”  described  by  Castle  in  pernicious 
anemia  where  there  is  a specific  gastric  defect; 
the  lack  of  this  specific  substance  prevents  the 
individual  from  utilizing  even  a superior  diet 
to  form  normal  blood  elements.  Fitz-Hugh 
applies  this  idea  to  drug  allergy  and  alters  it  by 
supposing  influences  that  divert  and  modify 
normal  action  into  an  effect  of  conditioned  tox- 
icity which  changes  the  usual  effect  of  the  drug 
into  an  allergic  response.  Among  states  that 
may  condition  hematologic  sensitization  are 
mentioned  disorders  of  the  liver  and  spleen,  vita- 
min deficiency,  genetic  factors  (atopy),  en- 
docrine influences,  intestinal  putrefaction,  states 
of  fatigue  and  shock,  and  prior  hemopoietic 
disease.  Rhoads  and  Miller7'8  showed  that  dogs 
conditioned  by  a deficient  diet  (called  the  black- 
tongue  diet)  became  anemic  when  they  were 
given  aminopyrine  or  crystalline  indole.  Neither 
the  deficient  diet  alone,  aminopyrine,  nor  in- 
dole would  produce  the  same  result. 

Leinfelder10  reports  the  case  of  a man,  aged 
52,  who  was  given  a single  intravenous  injection 
of  1 Gm.  of  tryparsamide.  Three  days  later  he 
became  blind.  He  died  of  uremia  nine  days 
after  tryparsamide  was  administered.  Autopsy 
showed  acute  degeneration  of  the  ganglion  cells 
of  the  retina  and  of  cells  in  the  inner  nuclear 
layer.  No  evidence  of  acute  degeneration  was 
found  in  the  optic  nerves  and  tract.  The  central 
nervous  system  and  the  remainder  of  the  organs 
showed  no  related  changes.  A striking  fact  in 
reports  of  pathologic  changes  in  tryparsamide 
reactions  is  the  absence  of  tissue  changes  outside 
the  eye  and  optic  pathways.  Leinfelder  felt 
that  his  case  suggested  idiosyncrasy  to  the  drug. 

It  is  our  thought  that  it  can  be  regarded  as  drug 


allergy,  either  due  to  sensitization  from  the 
previous  administration  of  arsenic  or  possibly 
to  hereditary  allergy. 

The  frequency  of  visual  reactions  to  trypars- 
amide is  by  no  means  great  enough  to  warrant 
the  assumption  that  the  drug  in  itself  is  toxic  for 
humans.  Sloan  and  Woods11  reported  that  of 
241  patients  treated  with  the  drug  10.2  per 
cent  showed  subjective  visual  reactions  and 
5.5  per  cent  showed  objective  evidence  of  dam- 
age. They  quote  Lillie  to  the  effect  that  of  2,087 
patients  treated  with  tryparsamide,  5.33  per 
cent  had  subjective  eye  reactions  and  3.53  per 
cent  had  objective  eye  reactions.  In  1929, 
Phelps,12  of  the  United  States  Navy,  reported 
4,488  doses  of  tryparsamide  given  in  the  Navy 
with  no  visual  reactions. 

If  the  drug  is  withdrawn  at  the  first  evidence 
of  trouble,  recovery  is  the  rule,  but,  if  its  use  is 
persisted  in,  more  serious  results  may  follow. 
In  rare  instances  the  occurrence  of  dermatitis 
has  been  reported. 

Allergic  reactions  to  drugs  and  chemicals 
appear  to  fall  into  two  groups:  (1)  general  re- 
actions— which  are  frequently  seen  and  include 
fever,  polymorphous  skin  rashes,  joint  pains, 
edema,  and  leukopenia;  and  (2)  local  reactions — 
less  often  encountered  in  a localized  tissue  or 
special  shock  organ.  An  example  of  a typical 
action  of  an  allergen  on  a shock  organ  is  seen  in 
pollinosis  where  the  respiratory  tract  is  almost 
exclusively  involved — the  upper  part  in  hay 
fever  and  the  lower  portion  in  asthma.  In  the 
case  of  drug  allergy  due  to  aminopyrine,  the 
hemopoietic  system  seems  to  be  the  shock  organ 
and  agranulocytosis  results.  With  cinchophen 
sensitivity,  the  liver  usually  bears  the  brunt 
of  the  burden.  Tryparsamide  reactions  affect 
the  visual  tract  almost  exclusively.  As  new 
chemical  compounds  are  discovered  and  used, 
additional  allergic  responses  are  sure  to  occur. 

Summary 

A case  of  syphilitic  meningoencephalitis  is  re- 
ported. Within  two  years  the  patient  received 
a total  of  eighty  injections  of  tryparsamide 
(approximately  220  Gm.)  with  no  unfavorable 
symptoms  whatever.  After  an  interval  of  two 
years,  tryparsamide  treatment  was  again  re- 
sumed. Following  the  second  injection  a try- 
parsamide amblyopia  occurred,  followed  by  event- 
ual recovery. 

The  symptoms  of  drug  allergy  are  usually  gen- 
eral in  nature  and  somewhat  similar  for  most 
drugs.  They  consist  principally  of  fever,  poly- 
morphous skin  eruptions,  arthritic  and  muscular 
pains,  etc. 

A smaller  group  of  drugs  appears  to  produce 
allergic  symptoms  chiefly  in  a localized  tissue  or 
a single  organ.  Tryparsamide  appears  to  fall 
in  this  class. 

608  East  Genesee  Street 
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Physicians  for  the  Navy 

Physicians  are  needed  in  the  Regular  Navy  and  the  Naval  Reserve. 

REGULAR  NAVY : Applicants  must  be  under  thirty-two  years  of  age 
and  must  have  completed  one  year’s  internship.  They  are  commissioned  as 
lieutenant  (junior  grade)  and  paid  $2,699  per  year  if  having  no  dependents, 
or  $3,158  per  year  if  having  dependents. 

A limited  number  of  FOURTH  YEAR  MEDICAL  STUDENTS  are 
admitted  on  acting  appointments,  with  the  same  pay,  given  one  year’s 
internship  in  the  Navy  after  graduation  and  then  commissioned. 

The  next  examination  for  both  these  classes  will  be  held  on  January  6, 
1941.  Applications  must  be  submitted  early  in  December. 

VOLUNTEER  NAVAL  RESERVE:  Members  are  not  subject  to  the 
Selective  Service  Draft  but  obligate  themselves  to  serve  in  time  of  war  or 
national  emergency.  If  they  request  it,  they  may  be  given  active  duty  at 
other  times. 

There  are  two  classes  of  the  Volunteer  Reserve: 

(A)  Volunteer  General  Service  Class:  Applicants  must  be  under  thirty- 
five  years  of  age.  They  are  commissioned  as  lieutenant  (junior  grade) 
(equal  to  1st  Lieutenant  in  the  Army)  or,  if  of  sufficient  age  and  experience, 
as  lieutenant  (equal  to  Captain  in  the  Army).  Many  will  be  given  aviation 
training  at  government  expense  if  they  request  it.  INTERNS  and 
RESIDENTS  are  eligible  to  enroll  in  this  class  of  the  Reserve. 

The  Surgeon  General  places  all  interns  and  residents  on  the  deferred 
list,  and  they  will  not  be  called  to  active  duty  before  finishing  their  intern- 
ship or  residency  except  in  extreme  urgency. 

(B)  Volunteer  Special  Service  Class:  This  class  is  composed  of  doctors 
who  have  had  special  training  and  are  under  fifty  years  of  age.  A limited 
number  of  general  practitioners  are  also  commissioned  in  this  class.  The 
rank  is  heu tenant  (junior  grade),  lieutenant,  or  lieutenant  commander, 
dependent  upon  age,  professional  standing,  and  academic  seniority.  If 
mobilized,  they  would  be  assigned  to  special  service  within  the  United 
States  or  its  possessions  or  on  hospital  ships. 

For  further  information  apply  by  letter,  telephone,  or  call  in  person  at 
the  District  Medical  Office,  Headquarters  Third  Naval  District,  Federal 
Office  Building,  90  Church  Street,  New  York  City. 


Medical 

County 

Albany  County 

Governor  Lehman  spoke  on  “Your  Health  as  a 
National  Asset  During  Mobilization”  on  Decem- 
ber 12  at  Albany  Law  School  in  the  first  of  a 
series  of  community  meetings  sponsored  by 
Albany  Medical  College,  Albany  Hospital,  Al- 
bany County  Medical  Society,  and  the  Hospital 
Council  of  Albany. 

The  meetings,  which  will  take  up  all  phases  of 
community  health  during  defense  mobilization, 
will  have  recognized  experts  as  leaders.  Each 
will  stress  a phase  of  health  maintenance. 

Subsequent  addresses  will  outline  the  place  of 
the  family  doctor  in  community  health  main- 
tenance, how  to  achieve  best  possible  nutrition, 
prevention  of  epidemics,  control  of  dangerous 
insect  pests,  and  how  to  protect  a community 
from  effects  of  anxiety,  uncertainty,  and  fatigue. 

The  annual  meeting  and  election  of  officers  of 
the  county  society  were  held  on  December  11. 
The  annual  dinner  was  given  on  December  18  in 
the  DeWitt  Clinton  Hotel  Crystal  Room.  The 
speaker  was  Lilian  T.  Mowrer,  wife  of  Edgar 
Ansel  Mowrer  and  author  of  Journalist's 
Wife. 

Bronx  County 

A six-point  plan  for  economic  help  to  physi- 
cians absent  on  military  duty  was  adopted  by  the 
county  society  at  a recent  executive  session. 

The  plan  includes  the  safeguarding  of  appoint- 
ments and  seniority  rights  of  staff  members  ab- 
sent on  military  duty  at  the  following  Bronx 
hospitals:  Montefiore,  St.  Francis,  St.  Joseph’s, 
Fordham,  Bronx,  Morrisania,  Lebanon,  and 
Lincoln,  and  the  formulation  of  a model  contract 
between  the  doctor  in  active  service  and  his  sub- 
stitute, including  a half-and-half  distribution  of 
all  funds  collected  between  both  doctors,  under 
the  supervision  of  a special  committee  of  the 
society. 

The  plan  also  provides  that  the  society  remit, 
in  whole  or  in  part,  the  dues  of  any  member  called 
into  active  service. 

The  officers  of  the  county  society  for  1941  are 
as  follows:  president,  Dr.  Joseph  Golomb; 

president-elect,  Dr.  Abner  Stern;  vice-president, 
Dr.  Morris  Cohen;  secretary,  Dr.  Henry  Fried- 
land;  treasurer,  Dr.  J.  Adlai  Keller;  counsel, 
Dr.  Maxwell  Booxbaum;  and  executive  officer, 
Dr.  Edward  C.  Podvin.  On  the  board  of  censors 
are  Drs.  Goodlatte  B.  Gilmore,  Samuel  Weiskopf, 
Frank  La  Gattuta,  Samuel  Epstein,  Vincent  S. 
Hayward,  and  Abraham  J.  Fleischer,  with  Mrs. 
Joseph  Rosenheck  as  counsel.  Elected  to  the 
board  of  trustees  are  Drs.  Milton  J.  Goodfriend, 
chairman;  Joshua  Leiner,  secretary;  Harry 
Aranow;  Philip  Eichler;  and  Clarence  H.  Smith. 

Broome  County 

The  annual  dinner  meeting  and  election  of 
officers  of  the  county  society  were  held  at  the 
Binghamton  Club  on  December  10.  The  scien- 
tific program  was  as  follows:  speakers — Dr. 

Victor  W.  Bergstrom  and  Dr.  Ulysses  S.  Kann 
and  subject — Boeck’s  Sarcoid — Report  of  a Case 


News 

News 

Involving  Skins  and  Bones,”  shown  with  lan- 
tern slides. 

Chemung  County 

Negotiations  between  the  county  society  and 
Elmira  city  and  relief  officials  on  care  of  relief 
patients  will  be  continued,  the  society  decided 
on  November  27  at  the  Arnot-Ogden  Hospital. 

The  society  also  re-elected:  president,  Dr. 
George  R.  Murphy;  vice-president,  Dr.  John  H. 
Burke,  Sr.;  secretary,  Dr.  F.  S.  Hassett;  and 
treasurer,  Dr.  Sven  L.  Larson. 

The  officers  constitute  the  committee  negotiat- 
ing with  city  and  county  officials  on  the  relief 
patient  problem. 

One  important  question  is  whether  physicians 
should  be  paid  by  the  city  and  county  for  care  of 
relief  patients  in  the  hospitals.  Under  the  pres- 
ent system  they  do  not  charge  for  such  service. 

The  physicians  also  believe  that  the  mechanics 
of  treating  indigents  outside  .the  hospitals,  and 
receiving  payment,  should  be  simplified.  An- 
other question  is  whether  duties  of  the  city 
physician  should  be  curtailed  or  continued  on  the 
present  basis.  Some  physicians  believe  that  re- 
lief patients  seeking  free  treatment  at  the  City 
Hall  clinic  should  be  permitted  to  select  their 
own  doctors  instead  of  going  automatically  to 
the  city  clinic. 

Society  officers  will  have  another  conference 
with  city  and  county  officials  and  report  at  a 
later  society  meeting. 

Vitamin  deficiency  diseases  were  discussed  by 
Dr.  Thomas  T.  Mackie  of  the  Post-Graduate 
Medical  School  of  New  York  City  at  a joint 
dinner  of  the  Chemung  County  Medical  and 
Dental  Societies  at  the  Mark  Twain  Hotel  in 
Elmira  on  December  6. 

Delaware  County 

Homer  Folks  Hospital  was  host  to  the  county 
society  for  its  annual  meeting,  in  the  form  of  a 
dinner  in  the  hospital  auditorium  on  December 
1 1 . Dr.  Rene  J.  Dubos,  of  Rockefeller  Institute 
for  Medical  Research,  spoke  on  “The  Vulnerable 
Structures  of  the  Bacterial  Cell.” 

Erie  County 

The  county  society  held  its  annual  meeting 
and  election  of  officers  at  the  Hotel  Statler  on 
December  16. 

Dr.  Critchlow,  director  of  the  Western  New 
York  Medical  Plan,  states  that  it  has  now  over 
1,000  members  and  that  the  outlook  is  very 
favorable.  Some  750  doctors  are  enrolled. 

Dr.  Richard  Cattell,  of  Boston,  addressed  the 
Buffalo  Academy  of  Medicine  on  December  4 on 
“Common  Duct  Surgery.” 

Genesee  County 

Dr.  Charles  M.  Graney,  of  Batavia,  was  elected 
president  of  the  county  society  to  succeed  Dr. 
E.  G.  Ribby,  of  Byron,  when  25  members  gath- 
ered for  the  annual  meeting  at  the  Batavia  Club 
on  December  5.  Dr.  Raymond  L.  Warn,  of 
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Oakfield,  was  chosen  vice-president,  and  Dr. 
Peter  J.  DiNatale,  of  Batavia,  will  continue  as 
secretary  and  treasurer.  Dr.  DiNatale  was 
appointed  delegate  to  the  meeting  of  the  State 
Society. 

A Rochesterian,  Dr.  F.  W.  Geib,  was  the  guest 
speaker. 

Herkimer  County 

The  county  society  held  its  annual  meeting, 
banquet,  and  election  of  officers  at  the  Mohawk 
Valley  Country  Club  on  December  10.  Dr.  G. 
J.  Frank  delivered  the  presidential  address. 

The  county  society  has  asked  the  board  of 
supervisors  for  power  to  recommend  the  appoint- 
ment of  the  county  consultant  in  the  care  of  re- 
lief cases  needing  medical  attention. 

The  present  county  consultant  is  Dr.  E.  E. 
Kelley,  Middleville.  He  and  his  predecessors 
have  been  recommended  in  past  years  by  the 
county  welfare  committee  of  the  supervisors. 
Appointments  are  made  by  the  supervisors. 
The  consultant  receives  a yearly  salary  of 
81,400. 

The  county  society  now  asks  that  it  be  en- 
titled to  recommend  the  doctor  for  the  county 
office,  instead  of  the  welfare  committee.  The 
society  would  submit  to  the  supervisors  the 
names  of  three  doctors  from  which  the  super- 
visors would  appoint  one. 

The  office  of  the  county  medical  consultant 
carries  with  it  broad  discretionary  powers.  A 
physician  attending  a patient  on  relief  cannot 
undertake  any  care  or  prescribe  medical  attention 
or  an  operation  without  first  conferring  with  the 
county  consultant  regarding  the  relief  case. 

The  county  society  declared:  “The  appoint- 

ment of  the  consultant  by  the  county  has  hereto- 
fore been  made  without  recommendations  by  the 
county  medical  society,  and,  therefore,  precludes 
any  check  that  the  profession  should  have  upon 
the  decision  of  the  consultant,  and  lays  our 
county  wide  open  as  to  a suit  for  damages,”  as  a 
result  of  the  decision  by  one  physician  without 
the  endorsement  of  a legitimate  and  recognized 
agency  of  the  medical  profession. 

“We  believe  that  we  can  give  to  and  receive 
from  the  county  of  Herkimer  much  more  co- 
operation resulting  in  much  better  mutual  satis- 
faction, if  the  county  medical  society  be  given  the 
sponsoring  power  of  such  appointment,  and 
thereby  be  as  much  responsible  for  the  diligence, 
efficiency  and  fairness  of  the  appointee  as  our 
county,”  the  resolution  of  the  doctors  stated. 

The  communication  was  read  to  the  super- 
visors, and  referred  to  the  committee  on  public 
welfare  for  consideration. 

Jefferson  County 

The  county  society  met  on  December  12  at  the 
Black  River  Valley  Club  and  listened  to  a paper 
on  “The  Clinical  Uses  of  Oxygen,”  by  Dr. 
Howard  N.  Cooper. 

Kings  County 

Dr.  William  Levine  was  unanimously  elected 
president  of  the  East  New  York  Medical  Society, 
on  December  2.  Installation  will  take  place 
January  7. 

Other  officers  elected  were:  Dr.  Morris  Ant 

and  Dr.  George  Dorff,  vice-presidents;  Dr. 
Mortimer  Kopp,  corresponding  secretary;  Dr. 


[N.  Y.  State  J.  M. 

Harry  E.  Beller,  recording  secretary;  and  Dr. 
Max  Dannenberg,  treasurer. 

Monroe  County 

Industry’s  defense  problems  and  the  failure  of 
health  insurance  plans  in  other  cities  are  given 
as  principal  reasons  why  the  county  society  is 
delaying  action  on  a nonprofit  medical  expense 
indemnity  insurance  plan. 

Dr.  Albert  D.  Kaiser,  society  president,  said, 
as  quoted  in  the  Rochester  Times-Union,  that 
the  physicians  here  had  not  abandoned  the  idea 
of  health  insurance  and  still  hope  to  develop  a 
satisfactory  plan,  but  he  did  not  expect  any  ac- 
tion before  1941.  Plans  are  still  being  studied. 

Experience  with  health  insurance  programs  in 
other  communities  has  not  been  too  satisfactory, 
Dr.  Kaiser  said.  Several  have  been  abandoned. 

Industry,  burdened  with  problems  arising  from 
defense  needs,  also  is  loath  to  undertake  any- 
thing in  the  nature  of  an  experiment  at  this  time, 
Dr.  Kaiser  added. 

The  county  society  began  studying  health 
insurance  two  years  ago.  In  May,  1940,  a lay- 
men’s advisory  committee,  headed  by  Marion  B. 
Folsom,  submitted  a tentative  plan  which  has 
since  been  under  consideration. 

The  public  safety  committee  of  the  county 
society  plans  an  intensive  educational  campaign 
in  first-aid  methods  and  procedure  in  Rochester’s 
drive  against  the  mounting  toll  of  traffic  crashes 
and  injuries.  The  county  society  is  also  partici- 
pating in  the  educational  program  to  prepare  for 
air  raids  and  gas  attacks. 

Montgomery  County 

A series  of  lectures  on  general  medicine  has 
been  provided  for  county  society  members  by  the 
State  Society,  starting  December  3 and  conclud- 
ing on  January  14.  The  topic  on  January  7 will 
be  “Rheumatic  Fever,”  presented  by  Dr.  Homer 
F.  Swift,  and  on  January  14  the  topic  will  be 
“Nephritis,”  by  Dr.  John  D.  Lyttle. 

Nassau  County 

A postgraduate  course  in  pediatrics  is  being 
given  at  Long  Beach  Hospital,  made  possible 
through  the  cooperation  of  the  county  society. 
Similar  courses  are  given  at  Nassau  Hospital  in 
Mineola,  Meadowbrook  Hospital,  and  the  South 
N assau  Communities  Hospital.  Physicians  from 
Nassau  County  meet  once  a month  to  hear 
prominent  pediatricians  discuss  the  most  recent 
advances  in  medical  problems. 

New  York  County 

Dr.  Malcolm  Goodridge,  professor  of  clinical 
medicine  at  Cornell  University,  was  re-elected 
president  of  The  New  York  Academy  of  Medi- 
cine for  a two-year  term  on  December  5. 

Dr.  Henry  Cave,  assistant  professor  of  surgery 
at  Columbia  University,  was  elected  vice-presi- 
dent. 

Dr.  George  Baehr  and  Dr.  Arthur  F.  Chace 
were  named  as  trustees  for  five  years. 

This  scientific  program  was  presented: 
“Newer  Knowledge  of  Liver  Disease”:  (a) 

Surgical  aspects  by  Dr.  I.  S.  Ravdin,  the  George 
Lieb  Harrison  Professor  of  Surgery,  University  of 
Pennsylvania  School  of  Medicine;  (b)  Evalua- 
tion of  laboratory  methods  by  Dr.  Alexander  B. 
Gutman,  assistant  physician,  Presbyterian  Hos- 
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pital;  (c)  Clinical  methods  by  Dr.  Franklin  M. 
Hanger,  associate  physician,  Presbyterian  Hos- 
pital. 

Dr.  John  Augustus  Hartwell,  noted  surgeon, 
formerly  director  of  The  New  York  Academy  of 
Medicine  and  its  president  for  two  terms,  died 
suddenly  on  November  30  of  a heart  attack  on 
the  grounds  of  the  South  Side  Sportsmen’s  Club. 
He  was  73. 

Dr.  Henry  E.  Sigerist,  of  Johns  Hopkins,  will 
speak  on  “Paracelsus  in  the  Light  of  Four 
Hundred  Years'’  on  January  23  at  The  New 
York  Academy  of  Medicine  in  the  course  of 
“Lectures  to  the  Laity  on  the  Art  and  Romance 
of  Medicine.” 

Onondaga  County 

The  following  officers  were  elected  at  the  an- 
nual meeting  of  the  county  society  on  December 
3:  president,  Dr.  Leo  E.  Gibson;  vice-presi- 

dent, Dr.  Ambrose  T.  Lawless;  secretary,  Dr. 
Dwight  Y.  Needham;  treasurer,  Dr.  A.  Carl 
Hofmann;  censors — Drs.  Ellery  G.  Allen  and 
Arthur  N.  Curtiss;  delegate — Dr.  William  W. 
Street;  alternate — Dr.  Frederick  S.  Wetherell. 

At  a dinner  meeting  that  followed  there  was 
group  singing  and  entertainment,  including  pic- 
tures of  the  Syracuse-Colgate  game. 

In  his  annual  secretary’s  report,  Dr.  Needham 
brought  out  that  465  physicians  now  reside  or 
practice  in  Onondaga  County  and  that  the  so- 
ciety’s membership  has  increased  from  394  to  404 
in  the  last  year. 

Seven  doctors  he  listed  as  engaged  in  active 
military  service  are  Drs.  L.  J.  Chronis,  F.  O. 
Harbach,  J.  R.  Kallet,  W.  J.  Liccione,  C.  D. 
Reid,  F.  L.  Ritter,  and  J.  D.  Thomson. 

Oswego  County 

Dr.  Harwood  Hollis,  of  Lacona,  has  been  ap- 
pointed superintendent  of  the  Oswego  County 
Tuberculosis  Sanitorium  at  Orwell  and  will  suc- 
ceed his  father,  Dr.  Leroy  F.  Hollis,  67,  who  re- 
cently resigned  after  serving  for  twenty-two 
years. 

Queens  County 

The  Physicians  Art  Club  of  the  county  society 
held  an  exhibition  at  the  society  building  at 
Forest  Hills  from  November  26  to  December  10. 

The  Friday  Afternoon  Talks  in  December 
were  as  follows:  December  6 — “Common  Dis- 

orders in  Genito-Urinary  Practice,”  by  Dr. 
Frank  Coleman  Hamm,  urologist,  St.  Mary’s 
and  Bushwick;  associate  urologist,  Brooklyn 
Hospital;  December  20 — “Disorders  of  the 
Feet,”  by  Dr.  Herbert  C.  Fett,  orthopedic  sur- 
geon, Long  Island  College  Hospital. 

Rockland  County 

Dr.  Matthew  J.  Sullivan,  of  Haverstraw,  for 
many  years  village  and  township  health  officer 
was  elected  president  of  the  county  society  on 
December  4,  succeeding  Dr.  Russell  E.  Blaisdell, 
superintendent  of  the  Rockland  State  Hospital. 

Dr.  E.  Armand  Scala,  of  Suffern,  was  named 
vice-president,  filling  the  vacancy  created  by  the 
upward  step  of  Dr.  Sullivan.  Dr.  Dean  Milti- 
more,  of  Nyack,  was  renamed  treasurer,  and  Dr. 
William  J.  Ryan,  superintendent  of  Summit 
Park  Hospital,  was  re-elected  secretary. 


Dr.  Walter  S.  McClellan,  director  of  the  New 
York  State  Spa  Commission  at  Saratoga,  was  the 
principal  speaker.  He  gave  a brief  illustrated 
talk  on  the  value  of  spa  therapy.  Brief  ad- 
dresses were  also  made  by  the  retiring  and  in- 
coming presidents. 

Saratoga  County 

The  county  society  is  sponsoring  a postgradu- 
ate course  of  lectures  on  common  diseases  at  the 
Saratoga  Hospital,  from  November  27  to  January 
29. 

Schenectady  County 

The  county  society  held  its  annual  meeting  and 
election  of  officers  at  the  Mohawk  Golf  Club  on 
December  12. 

Dr.  Henry  A.  Kurth,  of  Schenectady,  who  died 
on  December  7 at  the  age  of  77,  had  practiced 
50  years.  One  of  the  oldest  practitioners  in 
Schenectady,  Dr.  Kurth  was  one  of  the  three  area 
physicians  honored  when  the  county  society 
feted  its  “50-year  men”  at  the  semi-annual 
meeting  in  June.  Illness,  however,  prevented 
Dr.  Kurth  from  attending  the  dinner. 

Steuben  County 

Dr.  Richard  O’Brien,  of  Corning,  presided  at 
the  annual  meeting  of  the  county  society  on 
November  28  at  Bath.  The  meeting  followed  a 
luncheon  attended  by  more  than  40  members. 

Included  in  the  scientific  program  was  a paper 
by  Dr.  John  Alsever,  of  Syracuse,  on  “Organiza- 
tion of  a Plasma  and  Blood  Transfusion  Service 
at  the  Medical  Center  of  Syracuse  University.” 
A paper  was  also  given  by  Dr.  C.  M.  Brust,  of 
Syracuse,  on  “Diagnosis  of  Rectal  Diseases.” 

At  the  election  following  the  luncheon  Dr.  W. 
J.  MacFarland,  of  Corning,  was  named  president; 
Dr.  Joseph  B.  Mathewson,  of  Bath,  vice-presi- 
dent; Dr.  Rudolph  Shafer,  of  Corning,  secretary- 
treasurer;  Dr.  L.  M.  Kysor,  of  Hornell,  and  Dr. 
Herbert  B.  Smith,  of  Corning,  delegates  to  the 
annual  meeting  of  the  State  Society. 

Tioga  County 

The  annual  meeting  of  the  county  society  was 
held  at  the  Green  Lantern  Inn  in  Owego  on 
December  3,  and  these  officers  were  elected: 
president,’ Dr.  C.  T.  V.  Redding;  vice-president, 
Dr.  J.  B.  Schamel;  secretary-treasurer,  Dr.  I.  N. 
Peterson;  delegate,  Dr.  W.  A.  Moulton;  alter- 
nate, Dr.  A.  C.  Hartnagle;  and  censors,  Drs.  F. 
H.  Spencer,  F.  A.  Carpenter,  and  W.  B.  Gregory. 

Mr.  Robert  Bassett  of  the  Selective  Service 
Draft  Board  spoke  briefly  on  problems  of  that 
body.  Dr.  Betowski,  examining  physician  for 
the  board,  spoke  on  his  problems  and  asked  for 
cooperation. 

Dr.  Raymond  Douglas,  of  Biggs  Memorial 
Hospital  Staff,  addressed  the  society  on  “Tu- 
berculosis and  the  General  Practitioner,”  and  his 
talk  was  discussed  by  the  members. — Reported  by 
Ivan  N.  Peterson , M.D.,  Secretary. 

Ulster  County 

Dr.  William  J.  Cranston,  for  many  years  a 
practitioner  in  Kingston  and  who  has  just  retired 
after  an  active  practice  of  46  years,  was  given  a 
notable  tribute  on  November  19  when  a testi- 
monial dinner  was  given  for  him  at  the  Governor 
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Clinton  Hotel  by  members  of  the  staff  of  the 
Benedictine  Hospital. 

Wayne  County 

Dr.  James  L.  Davis,  Newark,  was  elected 
president  of  the  county  society  at  the  annual 
meeting  at  the  Hotel  Wayne  in  Lyons  on  Decem- 
ber 3. 

Other  officers  elected  are  as  follows:  Dr. 

George  Pasco,  first  vice-president;  Dr.  Frank 
Wood,  second  vice-president;  Dr.  Thomas  C. 
Hobbie,  secretary  and  treasurer;  Dr.  Allen,  Dr. 
Besemer,  and  Dr.  M.  Carmer,  censors;  Dr. 
Ralph  Sheldon,  delegate;  and  Dr.  S.  Houston, 
alternate. 

Dr.  Lloyd  Griffith  Lewis,  associate  professor  of 


urology  in  The  Johns  Hopkins  Medical  School, 
Baltimore,  presented  a paper  on  “Danger  Signals 
in  Urology.”  Dr.  William  Eikner,  of  Clifton 
Springs  Sanitarium,  and  Dr.  Albert  Crance,  of 
Geneva,  also  were  present  and  discussed  the 
paper.  The  society  plans  to  run  a postgraduate 
lecture  series  during  the  coming  year. 

Westchester  County 

The  White  Plains  Medical  Society  held  a regu- 
lar meeting  at  the  Gedney  Country  Club  on 
November  12.  Mr.  H.  D.  Margolies,  author  of 
the  book,  “Guide  to  Workmen’s  Compensa- 
tion,” spoke  on  the  “Medical  and  Legal  Aspects 
of  Workmen’s  Compensation  Practice.”  About 
40  members  attended. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Arthur  R.  Addy 

70 

P.  & S.  N.  Y. 

December  12 

Brooklyn 

Joseph  A.  Capozzi 

44 

P.  & S.  N.  Y. 

December  6 

Bronx 

Clark  E.  Congdon 

72 

L.  I.  C.  Hosp. 

November  25 

Fort  Plain 

William  F.  Conners 

90 

N.  Y.  Univ. 

November  14 

Fulton 

Robert  Cordner 

67 

P.  & S.  N.  Y. 

November  26 

Middletown 

Frederick  J.  Cox 

74 

Albany 

December  5 

Albany 

Herbert  Engel 

46 

Berlin 

December  5 

Massena 

Nathan  D.  Garnsey 

76 

Albany 

December  4 

Kinderhook 

Corden  T.  Graham 

59 

Michigan 

November  27 

Rochester 

John  A.  Hartwell 

71 

Yale 

November  30 

Manhattan 

Henry  A.  Kurth 

77 

P.  & S.  N.  Y. 

December  7 

Schenectady 

Wilmoth  Osborne 

44 

Oregon 

September  14 

Manhattan 

George  0.  Pobe 

65 

L.  I.  C.  Hosp. 

December  4 

Port  Jervis 

Margaret  K.  Preston 

49 

Syracuse 

November  24 

Willard 

Paul  F.  Schilder 

54 

Vienna 

December  8 

Manhattan 

Israel  Trachtenberg 

59 

P.  & S.  Baltimore 

November  21 

Bronx 

Walter  J.  Wellington 

65 

L.  I.  C.  Hosp. 

November  29 

Rye 

Thomas  C.  Williams 

82 

N.  Y.  Horn. 

December  5 

Manhattan 

IT’S  A SOLDIERS’  BATTLE 

The  success  of  our  present  and  future  plans  of 
medical  practice  will  depend  in  the  final  analysis 
on  the  interest  and  activity  of  the  officers,  the 
committees,  and  the  members  in  each  county 
society. — From  the  annual  report  of  LeRoy  A. 
Wilkes,  M.D.,  executive  officer,  Medical  Society 
of  New  Jersey 


MAN-MADE  SUNSTROKE  FOR  TB.  BUGS 
Artificial  sunlight  can  swiftly  clear  the  air  of 
tuberculosis  germs  floating  about  in  it.  Ultra- 
violet rays,  within  three  seconds,  killed  96  per 
cent  of  the  tuberculosis  germs  suspended  in  the 
air  in  experiments  reported  by  Drs.  William  F. 
Wells  and  Max  B.  Lurie,  University  of  Pennsyl- 
vania. 


HURT  FASTER,  HEAL  FASTER 

British  and  French  medical  journals  report  that 
wounds  suffered  by  Allied  troops  are  cleaner  and 
infections  fewer  than  in  the  World  War.  It  is  be- 
lieved that  this  is  due  to  the  greater  velocity  of 
the  German  missiles,  which  “go  clear  through  the 
body,  carrying  fewer  particles  of  tissue  with 
them.” 


THE  BIG-BORE  SPEAKER 

Professor  (who  has  spoken  for  two  hours): 
“I  shall  not  keep  you  much  longer.  I am 
afraid  I have  spoken  at  rather  great  length. 
There  is  no  clock  in  the  room,  and  I must  apolo- 
gize for  not  having  a watch  with  me.” 

Student:  “There’s  a calendar  behind  you, 

doctor.” — Medical  World 


Hospital  News 


Confidential  Character  of  Hospital 
Records  Confirmed 

THE  Court  of  Appeals,  in  a 5-to-2  decision 
handed  down  in  Albany  on  November  26, 
reversed  an  Appellate  Division  ruling  and  held 
that  the  Commissioner  of  Hospitals  was  not  re- 
quired to  produce  confidential  medical  records 
before  the  City  Council  committee  investigating 
charges  of  maladministration  at  Lincoln  Hospi- 
tal, Concordia  Avenue  and  141st  Street,  the 
Bronx. 

When  the  investigation  began  last  spring  the 
committee,  headed  by  Councilman  Louis  Cohen, 
Bronx  Democrat,  demanded  certain  hospital 
records  that  were  deemed  confidential  by  Dr.  S. 
S.  Goldwater,  former  hospital  commissioner,  and 
by  Dr.  Rudolph  Rapp,  superintendent  of  Lin- 
coln Hospital.  Dr.  Goldwater  and  Dr.  Rapp 
refused  to  produce  the  records.  The  committee 
asserted  its  right  to  see  them,  and  when  the 
case  was  litigated  Justice  Julius  Miller,  of  the 
Supreme  Court,  ruled  on  May  3 that  the  com- 
mittee was  right.  His  decision  was  upheld  by 
the  Appellate  Division  on  June  30.  An  appeal 
was  then  taken  to  the  Court  of  Appeals. 

The  majority  opinion  of  the  court  was  written 
by  Chief  Judge  Irving  Lehman  and  concurred 
in  by  Associate  Judges  John  T.  Loughran, 
Harlan  W.  Rippey,  Charles  B.  Sears,  and  Ed- 
mund H.  Lewis.  The  dissenting  opinion,  written 
by  Associate  Judge  Edward  R.  Finch,  was  con- 
curred in  by  Judge  Albert  Conway. 

Inquiry  to  Continue 

Councilman  Cohen  said  that  the  decision  would 
not  halt  the  investigation.  Many  important 
records,  he  said,  are  still  available  to  the  com- 
mittee. 

Judge  Lehman  held  that  the  statutory  pro- 
hibition against  the  disclosure  of  medical  in- 
formation applied  in  the  case  of  the  Council  in- 
vestigation. 

“The  policy  of  the  legislative  prohibition 
against  the  disclosure  of  information  obtained 
under  the  seal  of  professional  confidence,”  Judge 
Lehman  wrote,  “as  provided  in  Sections  351  to 
354  of  Article  33  (civil  practice  act)  would  not  be 
carried  out  if  the  court  read  into  those  sections 
a limitation  which  would  render  them  inapplic- 
able in  any  proceedings  brought  pursuant  to  the 
provisions  of  the  same  article  to  compel  such  dis- 
closure. 

“The  statute  does  not  provide  such  a limita- 
tion in  express  terms,  and  there  is  no  ground 
for  reading  such  a limitation  into  the  statute  by 
implication.  That  would  not  be  a ‘broad  and 
liberal  construction  of  the  statute’  but  a dis- 
tortion of  its  language  and  purpose.” 

Finch  Dissents 

In  his  dissenting  opinion  Judge  Finch  held 
that  “it  does  not  seem  to  me  that  wTe  are  com- 
pelled by  statutory  mandate  to  deny  to  a leg- 
islative committee  whose  avowed  purpose  is  to 
uncover  abuses,  the  right  to  ascertain  the  facts.” 
Judge  Finch  said  he  was  “unwilling  to  assent 
to  the  proposition  that  the  State  Legislature  or 


its  delegated  authority,  the  City  Council,  are 
so  circumscribed  that  the  alleged  maladministra- 
tion may  continue  unchecked  by  virtue  of  a 
‘liberal  construction’  of  Section  352  of  the  Civil 
Practice  act.” 

On  Oct.  1 Dr.  Willard  Cole  Rappleye,  Dean  of 
the  College  of  Physicians  and  Surgeons  of  Co- 
lumbia University,  was  appointed  Commissioner 
of  Hospitals,  succeeding  Dr.  Goldwater,  who  re- 
signed to  give  full  time  to  his  duties  as  president 
of  the  Associated  Hospital  Service  of  New  York. 
Mr.  Cohen  said  the  replacement  of  Dr.  Goldwater 
by  Dr.  Rappleye  would  not  affect  the  investiga- 
tion. 

Duty  of  the  Hospital  in  Care  of  the 
Indigent 

'THE  medical  staff  of  a hospital  that  receives 
payment  from  public  funds  for  the  care  of 
the  indigent  sick  has  two  important  responsibili- 
ties, according  to  a statement  recently  prepared 
by  the  medical  board  of  the  Albany  Hospital, 
Albany,  New  York,  as  reported  in  The  Modern 
Hospital. 

“First,  and  more  important,”  says  the  report, 
“the  staff  must  supply  medical  and  surgical  skill 
of  a high  caliber  to  the  public  and  to  the  medi- 
cally indigent  groups,  and,  second,  it  must  supply 
such  services  as  economically  as  is  consistent 
with  adequate  care  of  the  sick.” 

In  nearly  all  cases,  the  medical  staff  must  de- 
cide whether  a patient  needs  to  be  admitted  to 
inpatient  accommodations  or  can  be  treated  in 
the  outpatient  department.  This  has  an  im- 
portant effect  upon  costs.  The  use  of  drugs  and 
x-ray  and  laboratory  services  also  affects  the 
cost.  The  policy  adopted  at  Albany  seems  to 
be  a good  one. 

The  administration  also  has  important  re- 
sponsibilities. Either  the  admitting  or  the  social 
service  department  must  attempt  to  discover 
possible  sources  of  income  and  to  determine 
whether  these  may  properly  be  drawn  upon  to 
pay  for  needed  medical  service. 

When  welfare  departments  are  called  upon  to 
pay  for  the  hospital  and  clinic  service  of  indi- 
gent patients,  complaints  are  likely  to  arise  on 
each  side.  The  hospitals  may  complain  that 
welfare  departments  are  slow  in  making  pay- 
ments, do  not  always  accept  cases  that  seem  to 
be  clearly  their  responsibility,  or  require  too 
much  red  tape.  Also,  they  frequently  set  rates 
that  are  excessively  low. 

Welfare  directors,  on  the  other  hand,  state  that 
hospitals  often  consider  any  case  as  a public 
responsibility  if  there  is  the  slightest  difficulty 
in  obtaining  payment  in  advance,  thus  convert- 
ing the  welfare  departments  into  “collection 
agencies”  for  the  hospitals.  Some  hospitals 
abuse  the  privilege  of  admitting  emergency  pa- 
tients without  prior  authorization  and  label  an 
excessive  proportion  of  their  patients  as  “emer- 
gencies.” Difficulties  also  arise  sometimes  be- 
tween hospitals  and  welfare  agencies  over  special 
charges. 

Usually,  the  best  solution  to  these  problems  is 
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to  arrange  for  periodic  conferences  between  a 
committee  of  the  state  hospital  association  and 
representatives  of  the  state  and  local  welfare 
organizations.  Professional  advisory  commit- 
tees, composed  of  leading  physicians,  dentists, 
nurses,  and  hospital  administrators,  may  well 
be  appointed  by  the  welfare  department  at  both 
the  state  and  local  levels.  Such  committees 
can  help  to  solve  difficulties  without  undue  fric- 
tion. 

Fair  play  should  be  the  slogan  on  both  sides. 
Most  of  these  problems  can  soon  be  solved  if 
they  are  approached  in  this  spirit. 

A Joyriding  Skeleton 

THE  skeleton  in  most  hospital  closets  is 
grinning  but  well  behaved,  not  at  all  like 
Old  Bones  at  Dixon  Public  Hospital,  Dixon, 
Illinois.  It  recently  took  a joyride  about  the 
town,  as  told  in  The  Modern  Hospital. 

For  teaching  purposes  the  hospital  invested 
in  a new  skeleton  and  lightheartedly  decided  to 
discard  the  old  friend  that  had  served  faithfully 
for  many  years.  The  janitor  was  forthwith 
instructed  to  take  it  apart  and  burn  it  in  the 
furnace. 

Shortly  thereafter,  the  chief  of  police  called  to 
inquire  if  by  chance  the  hospital  was  missing  a 
skeleton.  “No”  was  the  reply. 

“Well,  we  picked  up  a drunk  who  was  touring 
the  town  with  a skeleton  on  the  seat  beside  him. 
We  thought  it  might  belong  to  you.  Said  he 
picked  it  up  at  the  city  dump.” 

A grim  suspicion  entered  the  superintendent’s 
mind.  She  summoned  the  janitor  and  asked  if 
he  had  burned  the  old  skeleton.  Reluctantly,  he 
admitted  that  the  labor  involved  in  unwiring 
the  joints  had  seemed  an  unfair  demand  upon 
his  time  and  that  he  had  surreptitiously  placed  the 
gentleman’s  bony  framework  into  the  garbage 
intact. 

By  way  of  penance  the  janitor  was  sent  to 
police  headquarters  to  retrieve  the  wandering 
skeleton,  which  he  sheepishly  did.  He  then 
burned  it  under  the  superintendent’s  supervi- 
sion. 

Newsy  Notes 

At  least  two  counties  with  residents  as  pa- 
tients in  the  Homer  Folks  Tuberculosis  Hospital 
at  Oneonta  do  not  intend  to  pay  the  bills  being 
levied  against  them  for  the  care  of  these  patients, 
according  to  reports  in  the  local  newspapers. 
Following  a conference  with  Chenango  County 
officials,  who  said  Chenango  County  does  not 
intend  to  pay  any  bills  of  the  Oneonta  institu- 
tion, Madison  supervisors  voted  unanimously 
on  December  2 to  follow  the  same  procedure. 

Both  counties  will  cooperate  in  defending  liti- 
gation which  the  state  is  expected  to  bring  in  an 
effort  to  collect  the  hospitals  bills.  Madison 
County’s  bill  is  approximately  $81,000  and  Chen- 
ango County’s  about  $45,000.  Delaware  County 
has  been  billed  for  $50,000,  and  a committee  has 
been  appointed  to  consider  the  claim. 


The  suburban  villages  of  Lakewood,  Falconer, 
and  Celeron,  which  have  received  free  public 


health  laboratory  service  from  the  municipal 
laboratory  at  Jamestown  for  many  years,  soon 
will  be  required  to  pay  the  full  cost  of  such  serv- 
ice as  a result  of  action  taken  by  the  board  of 
municipal  laboratory  managers  at  Jamestown 
General  Hospital  on  November  19. 

The  action  came  as  a direct  result  of  the  re- 
fusal by  the  Chautauqua  County  Board  of  Super- 
visors to  take  action  on  a proposal  recommended 
by  the  county  medical  society  for  providing 
laboratory  service  for  all  villages  and  towns, 
which,  until  now,  have  used  the  facilities  of 
Jamestown  and  Dunkirk  laboratories  without 
charge. 

The  service  which  the  Jamestown  Laboratory 
has  been  providing  for  its  neighboring  villages  in- 
cludes routine  examinations  of  water  and  milk 
supplies,  regarded  as  a prime  safeguard  of  the 
public  health. 


A new  private  hospital,  the  Sunnyside  Sani- 
tarium, to  take  30  to  35  patients,  has  been 
opened  on  Staten  Island.  The  medical  staff 
consists  chiefly  of  local  physicians. 


The  Gowanda  State  Hospital  Employees 
Federal  Credit  Union  has  lent  over  $105,000 
to  its  members  since  its  organization  five  years 
ago,  says  its  official  report.  The  group  has  saved 
$51,540,  paid  dividends  of  $2,468  to  themselves, 
and  saved  interest  rates  and  finance  charges 
estimated  at  $10,050. 


Mobile  lending  libraries  were  presented  to  the 
Olean  General  Hospital  and  to  St.  Francis  Hos- 
pital by  the  Junior  Group  of  the  Daughters  of 
the  American  Revolution  and  the  Rotary  Wo- 
men’s Club  on  November  30. 

Rotary  furnished  books  and  magazines  and 
the  Junior  D.  A.  R.  provided  the  carts.  Members 
of  the  latter  organization  operate  the  libraries  at 
each  hospital  two  afternoons  a week. 


The  Board  of  Managers  of  the  Oneida  County 
Hospital  have  voted  not  to  admit  reporters  to 
their  meetings,  except  by  invitation. 


Ellis  Hospital  at  Schenectady  has  arranged  to 
have  electric  current  supplied  from  two  independ- 
ent sources.  The  switchboard  has  automatic 
changeover  equipment  that  will  operate  im- 
mediately upon  the  interruption  of  either  source 
of  supply,  transferring  the  entire  hospital  load 
to  the  remaining  service. 


Doctors  on  the  staff  at  Sterling  Public  Hos- 
pital, Sterling,  Illinois,  have  voted  to  fine  them- 
selves for  late  or  incomplete  records.  The 
superintendent  reports  the  procrastinators  to  a 
staff  officer  and  the  names  are  read  at  the  monthly 
staff  meeting. 
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Improvements 

Herkimer  Memorial  Hospital  plans  to  build  a 
new  wing  to  add  20  to  25  beds  to  the  present  30. 


The  Bassett  Hospital  at  Cooperstown  has  in- 
stalled new  x-ray  equipment. 


About  $25,000  was  raised  at  the  annual  dinner 
of  the  Israel  Zion  Hospital  of  Brooklyn  to  re- 
sume construction  of  an  additional  building 
started  in  1936  and  postponed  for  lack  of  funds. 


Plans  for  a new  New  York  City  cancer  hospital 
on  a site  at  163rd  Street  and  Fort  Washington 
Avenue  were  advanced  on  December  5 when  the 
Board  of  Estimate  referred  an  agreement  be- 
tween the  city,  Columbia  University,  and  Presby- 
terian Hospital  to  the  City  Planning  Commission 
for  a report. 

Under  the  agreement  the  trustees  of  the 
university  and  the  hospital  would  convey  the 
two-and-a-half  acre  site,  valued  at  $750,000,  to 
the  city  without  charge.  Dr.  Willard  C.  Rap- 
pleye,  hospitals  commissioner,  told  the  board 
that  a ten-story  institution  with  315  beds  could 


be  built  there  at  a cost  of  $2,650,000,  adding  that 
$600,000  already  had  been  authorized  for  plans 
and  specifications. 

He  estimated  that  the  building  could  be  com- 
pleted in  1942.  Completion  of  the  new  building 
would  permit  the  city  to  tear  down  the  Cancer 
Institute  on  Welfare  Island  and  the  Cancer 
Clinic  at  124  East  Fifty-ninth  Street. 


The  Methodist  Episcopal  Hospital,  on  Sixth 
Street,  Seventh  to  Eight  Avenues,  Brooklyn,  is  to 
build  an  eight-story  addition  alongside  its  present 
structure  at  a prospective  cost  of  $950,000. 


Cornerstones  of  the  two  principal  buildings 
of  the  new  Hillside  Hospital,  264th  Street  and 
Union  Turnpike,  near  Little  Neck,  Queens,  in 
New  York,  were  laid  on  November  17  before 
1,000  spectators  by  Lucius  N.  Littauer,  Glovers- 
ville  and  New  York  philanthropist,  and  Henry 
Kaufmann,  of  Pittsburgh,  the  two  principal  don- 
ors to  the  fund  for  construction  of  the  hospital. 


The  cornerstone  of  the  new  $200,000  addition 
to  Faxton  Hospital,  Utica,  was  laid  on  December 
15. 


At  Albanj’-,  New  York,  November  6,  there  was 
organized  the  Northeastern  Society  of  Anesthe- 
siology, consisting  of  physicians  interested  in 
this  subject  from  Northeastern  New  York  and 
the  Western  New  England  States.  The  officers 


selected  were:  Dr.  F.  A.  D.  Alexander,  Albany, 
chairman;  Dr.  W.  J.  Martin,  Albany,  secretary- 
treasurer;  Dr.  W.  M.  Moriarta,  Saratoga  Springs, 
chairman  of  program  committee.  The  Society 
wall  meet  once  monthly  in  Albany. 


POINT  OF  ATTACK  FOR  THE  POINT  OF 
' A TACK 

A story  is  recalled  of  the  hillbilly  sitting  under- 
neath the  tree  and  howling  with  pain.  A sym- 
pathetic passerby  watched  for  a few  minutes  and 
then  said,  “What  is  the  matter?” 

The  hillbilly  replied,  “I’m  sitting  on  a tack.” 

Almost  every  doctor  of  medicine  is  howling 
with  rage  because  the  quacks  use  the  term  “doc- 
tor.” There  are  none  of  the  barnacles  on  the 
ship  of  Healing  Arts  who  dare  to  use  the  degree 
M.D. 

Why  not  move  off  the  tack? 

Use  “M.D.”  on  your  door  and  stationery! — 
J.  Michigan  M.  Soc. 


DELINQUENT  PATIENT  IS 
PROSECUTED 

Recently,  an  uncooperative  patient  with  early 
syphilis  was  brought  before  Judge  William  N. 
Edwards,  of  Rye,  on  the  charge  of  failure  to  obey 
the  lawful  order  of  a health  officer.  Although 
directed  to  attend  clinic  weekly  for  treatment,  the 
patient  had  not  appeared  at  clinic  for  more  than 
a month.  The  defendant  was  found  guilty  as 
charged  and  sentenced  to  one  year  imprisonment 
and  $2,000  fine  (the  maximum  under  the  law), 
after  which  sentence  was  suspended  provided  the 
patient  attended  clinics  as  ordered.  In  case  of 
failure  to  attend,  the  sentence  will  be  imposed. — 
Westchester’s  Health 


PROTECT  THE  FAMILIES 

The  individual  physician  must  protect  the 
families  in  his  care  and  through  them  the  com- 
munity by  urging  physical  examination  of  domes- 
tic employees.  Repeated  emphasis  on  the  neces- 
sity of  this  should  result  in  the  earlier  diagnosis 
of  tuberculosis  and  in  the  prevention  of  exposure 
to  infants  and  children  from  this  source  of  infec- 
tion. An  annual  health  certificate  declaring 
freedom  from  syphilis,  gonorrhea,  and  tubercu- 
losis should  be  the  requisite  for  the  position  of 
nursemaid. — David  V.  Shar,  M.D.,  Journal- 
Lancet,  June,  1940 


A WARNING 

WAR.  . . .makes  pleasant  news  for  the  tubercle 
bacillus.  As  the  deaths  from  T.N.T.  increase 
those  from  tuberculosis  lag  not  far  behind.  In 
the  World  War  all  countries  showed  this  phe- 
nomenon whether  under  arms  or  not.  What 
effect  on  our  efforts  to  eradicate  tuberculosis  will 
these  grim  months  ahead  bring  forth?.  . .Unless 
we  find  a way  to  redouble  the  offensive  against 
our  hidden  enemy,  the  sad  story  of  twenty  years 
ago  will  be  told  again  and  we  will  find  ourselves 
facing  a record  of  lost  ground. — Kendall  Emerson, 
M.D. 


THE  THIRD  ANNUAL  CONGRESS  ON  INDUSTRIAL  HEALTH 
January  13  and  14,  Palmer  House,  Chicago 


Topics  and  speakers  are  as  follows: 

Opening  Session,  Monday,  9:45  A.M. 
Report  of  the  Council  on  Industrial  Health. 

Stanley  J.  Seeger,  M.D.,  Chairman,  Mil- 
waukee. 

The  Physician  in  Industry  and  National  Defense. 

Irvin  Abell,  M.D.,  Chairman,  Health  and 
Medical  Committee  in  the  Council  of  Na- 
tional Defense,  Louisville,  Ky. 

Current  Needs  in  Industrial  Hygiene  Research. 

Philip  Drinker,  Professor  of  Industrial  Hy- 
giene, Harvard  University,  Boston. 

The  Special  Nature  of  Industrial  Practice. 

C.  O.  Sappington,  M.D.,  Chicago. 

Disability  Evaluation  in  Silicosis. 

J.  L.  Blaisdell,  M.D.,  Porcupine  Clinic  for 
Silicosis  Research,  St.  Mary’s  Hospital, 
Timmins,  Ontario. 

Red  Lacquer  Room 
Monday,  2 P.M. 

HAND  INJURIES 

Anatomic  Diagnosis  of  Injuries  of  the  Hand. 

James  M.  Winfield,  M.D.,  Associate  Profes- 
sor of  Surgery,  Wayne  University  College  of 
Medicine,  Detroit. 

Treatment  of  Superficial  Hand  Injuries  and  Burns. 

Harvey  S.  Allen,  M.D.,  Chicago. 

Division  of  the  Nerves  and  Tendons  of  the  Hand. 

Michael  Mason,  M.D.,  Chicago. 

Importance  of  Purposeful  Splinting  Following 
Injuries  of  the  Hand. 

Henry  C.  Marble,  M.D.,  Boston. 

Prevention  and  Treatment  of  Hand  Infections. 

Sumner  L.  Koch,  M.D.,  Chicago. 

Red  Lacquer  Room 

Monday,  2:30  P.M. 
AVAILABILITY  OF  TRAINED 
INDUSTRIAL  HEALTH  PERSONNEL 
The  Trained  Industrial  Nurse. 

Ruth  Houlton,  R.N.,  Secretary,  Industrial 
Nursing  Section,  National  Organization  for 
Public  Health  Nursing,  New  York. 

The  Industrial  Hygiene  Engineer. 

(Speaker  to  be  announced.) 

The  Safety  Engineer. 

W.  H.  Cameron,  Managing  Director,  National 
Safety  Council,  Inc.,  Chicago. 

The  Medical  Industrial  Hygienist. 

Paul  A.  Neal,  M.D.,  Chief  of  the  Division  of 
Industrial  Hygiene,  National  Institute  of 
Health,  U.  S.  Public  Health  Service, 
Bethesda,  Md. 

The  Physician  in  Industry. 

Robert  T.  Legge,  M.D.,  University  of  Cali- 
fornia, Berkeley,  Cal. 

Room  8 

Monday,  6:30  P.M. 

An  informal  dinner  and  round  table  discus- 
sion intended  primarily  for  state  and  county 
medical  society  committees  on  industrial  health 
will  be  held.  The  subject  matter  for  discussion 
will  include  problems  of  organization  and  plans 
for  future  activity. 


Tuesday,  9:30  A.M. 

Employment  of  the  Physically  Handicapped. 

D.  L.  Lynch,  M.D.,  President,  American  As- 
sociation of  Industrial  Physicians  and  Sur- 
geons, Boston. 

Aging  as  a Problem  of  Industrial  Health. 

Edward  J.  Stieglitz,  M.D.,  Research  Associ- 
ate in  Gerontology,  National  Institute  of 
Health,  U.  S.  Public  Health  Service, 
Bethesda,  Md. 

ACUTE  RESPIRATORY  DISEASE  IN 
INDUSTRY 

Incidence  and  Costs  of  Acute  Respiratory  Disease 
in  Industry. 

Anthony  J.  Lanza,  M.D.,  Assistant  Medical 
Director,  Metropolitan  Life  Insurance  Com- 
pany, New  York. 

Respiratory  Disease  and  Air  Conditioning. 

Carey  P.  McCord,  M.D.,  Chairman,  Com- 
mittee on  Air  Conditioning  of  the  American 
Medical  Association,  Detroit. 

The  Role  of  the  Physician  in  Industry  in  the  Con- 
trol of  Acute  Respiratory  Disease. 

George  M.  Piersol,  M.D.,  Philadelphia. 

Red  Lacquer  Room 

Tuesday,  2 P.M. 

INDUSTRIAL  OPHTHALMOLOGY 
Economic  Importance  of  Visual  Disability  in 
Industry. 

Leonard  Greenburg,  M.D.,  Chairman,  In- 
dustrial Advisory  Committee  of  the  Na- 
tional Society  for  the  Prevention  of  Blind- 
ness, New  York. 

Essentials  of  First  Aid  and  Later  Management  of 
Industrial  Eye  Injuries. 

Sydney  Walker,  Jr.,  M.D.,  Chicago. 
Detection  and  Control  of  Defective  Vision  in  Indus- 
try. 

Arthur  M.  Culler,  M.D.,  Dayton,  Ohio. 
Protective  Equipment  for  Eyes  in  Industry. 

Thomas  D.  Allen,  M.D.,  Associate  Clinical 
Professor  of  Ophthalmology  at  Rush  Medi- 
cal College,  Chicago. 

Henry  F.  Carman,  M.D.,  San  Francisco. 

Red  Lacquer  Room 

Wednesday,  January  15 

On  the  day  following  the  congress,  the  Chicago 
Medical  Society  will  conduct  clinics  illustrating 
practical  problems  in  industrial  medicine,  indus- 
trial hygiene,  and  traumatic  surgery. 

On  the  same  day  the  Chicago  Medical  Society 
will  hold  a dinner  and  evening  meeting  on  the 
relationship  of  the  private  practitioner  to  the 
industrial  health  movement.  The  program  will 
be: 

Industrial  Health — A Medical  Opportunity. 

Stanley  J.  Seeger,  M.D.,  Chairman,  Council 
on  Industrial  Health,  American  Medical 
Association,  Milwaukee. 

Medical  Service  for  the  Small  Plant. 

Anthony  J.  Lanza,  M.D.,  New  York. 

The  Control  of  Syphilis  in  Industry. 

Harold  A.  Vonachen,  M.D.,  Peoria,  111. 
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Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 

A message  from  our  program  chairman — 


The  program  of  the  Woman’s  Auxiliary  to  the 
State  Medical  Society  offers  its  members  a fine 
opportunity  for  service  to  our  sponsoring  So- 
ciety. Founded  as  our  organization  is  upon  the 
principle  that  an  informed  group  of  women 
could:  (1)  interpret  the  aims  of  the  medical 
profession  to  other  organizations  interested  in 
health  education;  (2)  that  they  could  assist  in 
entertaining  at  the  sessions  of  the  American 
Medical  Association;  (3)  that  they  could  pro- 
mote friendliness  among  families  of  the  medical 
profession;  and  (4)  that  they  could  carry  on 
work  approved  by  the  Advisory  Council — the 
Woman’s  Auxiliary  has  already  earned  its  right 
to  existence  as  an  organization . The  program  has 
three  aspects — educational,  social,  and  economic. 

Under  the  first  heading,  educational,  comes 
the  planning  in  each  county  society  of  a series 
of  meetings  at  which  topics  of  general  interest 
in  the  health  field  may  be  discussed  by  qualified 
speakers  so  that  our  members  may  be  equipped 
with  the  information  so  often  sought  from  phy- 
sicians’ wives,  or,  if  not  fully  informed,  may  at 
least  refer  the  applicant  to  the  proper  source  for 
the  information.  The  choice  of  topics  for  the 
monthly  meeting  is  very  broad  but  should  always 
be  dictated  by  the  specific  needs  and  interests  of 
the  community.  Approval  of  any  major  project 
should,  of  course,  be  secured  from  the  county 
medical  society.  Speakers  may  usually  be  se- 
cured from  the  county  society,  and  each  county 
auxiliary  should  keep  on  file  the  list  of  speakers 
and  their  addresses.  Following  the  formal  pre- 
sentation a general  discussion  will  prove  bene- 
ficial but  this  should  always  be  arranged  with  the 
speaker  before  the  program  begins.  The  educa- 
tional purposes  may  also  be  carried  on  by  study 
groups  formed  of  members  who  are  prepared 
to  lead  informal  discussions  on  selected  topics. 
This  method  may  also  be  applied  to  the  study  of 
the  economic  aspect  of  our  program.  Topics 
such  as  health  insurance  and  socialized  medicine 
will  awaken  the  interest  of  many  otherwise 
inactive  members,  and  make  them  aware  of  the 
threat  to  the  economic  security  of  the  medical 
profession  and  the  danger  to  the  public  of  the 
resultant  impairment  in  public  health  services. 

The  social  aspect  of  the  organization  has  re- 
quired very  little  aid  in  producing  the  desired 

County 

Albany.  Since  the  last  report  the  auxiliary 
has  been  very  busy.  A bridge  tea  and  bake  sale 
attended  by  ninety-five  physicians’  wives 
started  the  activities  for  the  year.  Dr. 
Robert  Cunningham,  professor  and  dean  of 
Albany  Medical  College,  addressed  the  group 
on  medical  education.  He  told  of  the  important 
changes  that  have  taken  place  in  medicine 
and  the  need  for  doctors’  wives  to  know  about 
them.  A reception  in  honor  of  Dr.  and  Mrs. 
Cunningham  followed.  Wives  of  the  faculty 
members  were  invited  as  special  guests.  In  the 


friendliness  among  physicians’  families  and  in 
assisting  at  the  entertainment  at  medical  meet- 
ings. To  supplement  the  usual  formal  program 
by  an  hour  of  sociability  over  a cup  of  tea — al- 
though originally  not  thought  important  or 
even  desirable — has  been  found  quite  construc- 
tive in  producing  an  atmosphere  of  cordial  good- 
will and  friendly  understanding.  The  fruits  of 
these  contacts  will  be  evident  when  the  county 
medical  society  includes  the  ladies  in  the  invi- 
tation to  their  annual  dinner,  or  when  the  next 
District  Branch  Meeting  brings  doctors  and  their 
wives  together.  A great  deal  of  variation  is  pos- 
sible in  the  planning  of  the  social  program  and 
each  county  can  best  decide  its  own  particular 
activities.  No  program  service  could  be  com- 
plete without  including  some  specific  form  of  so- 
cial work  such  as  an  active  interest  in,  and  regu- 
lar contributions  to,  the  Physicians’  Home,  or 
help  rendered  to  the  local  physicians’  families 
in  need  of  temporary  assistance.  In  the  present 
world  crisis  Red  Cross  activities  should  find  a 
definite  place  in  our  planned  program.  In  co- 
operation with  the  Public  Health  and  Public  Re- 
lations Committee  a survey  may  be  made  of  the 
organizations  in  which  the  members  participate; 
a mailing  list  may  be  obtained  from  each  of  these 
and  when  health  meetings  of  interest  to  the  pub- 
lic are  planned,  notices  may  be  sent  to  all  per- 
sons on  the  various  lists  and  their  attendance 
urged.  Cooperation  with  such  groups  as  the 
Tuberculosis  and  Public  Health  Association,  the 
Society  for  the  Control  of  Cancer  and  the  Ameri- 
can Red  Cross  will  be  found  of  mutual  benefit. 

This  outline  of  what  our  program  may 
include  should  not  be  considered  mandatory  in 
any  respect.  Flexibility  is  a most  desirable  at- 
tribute in  any  plan  of  work.  Cooperation  with 
the  Public  Health  and  Public  Relations  Com- 
mittee and  the  Legislation  Committee  of  the 
State  Medical  Society  will  often  indicate  varia- 
tion from  the  plan  laid  out  at  the  beginning  of 
the  year.  We  must  ever  be  on  the  alert  to  em- 
brace any  opportunity  to  assist  our  State  Medical 
Society  through  whom  we  obtain  membership 
in  the  Auxiliary,  by  promoting  their  aims  and 
interests  with  all  the  force  at  our  command. 

(Mrs.  Albert  M.)Isabel  C.  Bell 
State  Program  Chairman 

News 

receiving  fine  were:  Mrs.  Louis  Hocker,  mem- 
bership chairman;  Mrs.  William  Fitzgerald, 
president-elect,  and  Mrs.  A.  L.  Madden,  presi- 
dent. For  the  November  meeting  Mrs.  J.  S. 
Lyons,  program  chairman,  arranged  for  Dr. 
Louis  Bauer,  Hempstead,  Long  Island,  to  speak 
on  the  medical  preparedness  policy.  Dr.  Bauer 
is  speaker  of  the  House  of  Delegates  and  a mem- 
ber of  the  Preparedness  Council  of  the  State 
Society.  Albany  was  fortunate  in  having  a man 
so  well  qualified  to  present  a topic  of  such  vital 
importance.  On  December  10  a rare  treat  was 
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afforded  the  members  of  Albany,  Columbia, 
Saratoga,  Rensselaer,  and  Schenectady  counties 
with  an  opportunity  to  hear  Dr.  Peter  Irving  of 
New  York  City,  secretary  and  general  manager 
of  the  New  York  State  Medical  Society  and  the 
editor  of  the  New  York  State  Journal  of 
Medicine.  He  stressed  three  subjects  of  the 
utmost  importance  at  the  moment  to  the  State 
Society  and  the  sixty-one  component  county 
medical  societies:  (1)  The  Revision  of  the 

School  Health  Program  for  the  State  of  New 
York;  (2)  Medical  Care  of  the  Indigent,  the 
Near  Indigent,  and  also  the  Lower  Income 
Group  just  above;  and  (3)  Medical  Preparedness. 
Considerable  work  is  being  done  by  the  State 
Society  in  all  these  phases.  Dr.  Irving  advised 
physicians’  wives  to  be  on  the  alert  to  inform 
the  lay  people  on  “what  we  think  can  and  should 
be  done  to  achieve  the  best  results  in  these 
fields.”  The  audience  was  greatly  impressed 
by  the  delightful  manner  in  which  Dr.  Irving 
presented  his  topic  which  is  of  keen  interest  to 
auxiliary  members. 

Queens.  Mrs.  Michael  Schultz  of  Hollis, 
Long  Island,  was  named  president,  and  Mrs. 
William  Godfrey  of  Flushing,  president-elect  at 
a meeting  of  the  woman’s  auxiliary  in  the  Medi- 
cal Building,  Forest  Hills.  Mrs.  Schultz  suc- 
ceeds Mrs.  R.  H.  Murphy.  Other  officers  elected 
and  installed  with  Mrs.  Schultz  at  a reception 
held  by  the  Auxiliary  in  the  Medical  Building 
on  December  14,  include:  Mrs.  J.  M.  Dobbins, 
first  vice-president;  Mrs.  P.  B.  Shuey,  recording 
secretary;  Mrs.  Howard  Meail,  treasurer;  Mrs. 
Harold  Foster,  assistant  treasurer;  Mrs.  T.  M. 
d’ Angelo,  historian.  District  representatives: 
Mesdames  Edward  Steiner,  Guiseppe  D’Andrea, 
J.  Gibson  Hall,  W.  J.  Lynch,  Hillard  Bresky, 
Charles  Levin,  Geo.  Jantzen,  Frank  Mazzola. 
Mrs.  Harry  P.  Mencken  was  chairman  of  the 


nominating  committee.  Following  the  installa- 
tion there  was  a musical  program  given  by 
the  doctors’  orchestra.  Mrs.  Paul  B.  Schuey  is 
chairman  of  the  Installation  Committee.  Mrs. 
Murphy  at  the  meeting  on  November  26  an- 
nounced that  she  would  hold  a tea  at  the  Medi- 
cal Building  for  the  outgoing  and  incoming 
officers  on  December  3. 

Washington.  It  is  always  a pleasure  to  repre- 
sent a new  county  for  “our  page.”  Real  prog- 
ress was  made  by  the  Washington  County 
Auxiliary  this  fall.  The  first  regular  meeting 
convened  at  the  home  of  Mrs.  Edward  V.  Far- 
rell, Whitehall.  The  officers  selected  for  the 
year  were  president,  Mrs.  Irvin  V.  Decker,  Sa- 
lem; vice-president,  Mrs.  E.  V.  Farrell,  White- 
hall; secretary,  Mrs.  Wallace  F.  MacNaughton, 
Ft.  Edward;  treasurer,  Mrs.  Roy  E.  Borrowman, 
Ft.  Edward.  Plans  were  made  at  the  first  ex- 
ecutive board  meeting  at  the  home  of  Mrs 
MacNaughton  to  broaden  the  scope  and  activity 
of  the  auxiliary,  to  have  diversified  programs, 
sponsoring  outstanding  speakers  and  to  hold  a 
luncheon  or  dinner  meeting  annually.  Due  to 
the  long  distance  between  towns  in  Washington 
County,  as  is  the  difficulty  in  so  many  upstate 
organizations,  four  meetings  will  be  held  yearly. 
On  December  10,  Mrs.  W.  MacNaughton  was 
hostess  to  sixteen  members  and  three  new  mem- 
bers for  a social  and  business  meeting.  Mrs.  I. 
Decker  appointed  Mrs.  Thomas  C.  Healy  to 
compile  material  from  medical  magazines,  es- 
pecially Hygeia  and  the  Auxiliary  Bulletin , in 
this  way  creating  the  interest  of  doctors’  wives 
in  medical  literature.  At  the  social  hour  Mrs. 
D.  M.  Vickers  sang  and  was  accompanied  by 
Mrs.  G.  H.  Hiney  of  Cambridge — thus  conclud- 
ing an  afternoon  which  made  everybody  feel 
happy  to  be  one  of  this  large  organization. 


DON’T  FORGET  OUR  NATIONAL  BULLETIN 
It  is  not  too  late  to  subscribe! 


AWARDS  FOR  OBSERVATIONS  ON  EPILEPSY 


Two  annual  awards  of  $100  each  are  offered  by 
the  Laymen’s  League  against  Epilepsy  for  the 
best  original  unpublished  observations  or  investi- 
gations bearing  on  the  subject  of  epilepsy.  One 
of  these  is  for  work  done  in  a state  epileptic  colony 
or  mental  hospital;  the  other  is  for  work  done 
elsewhere.  Since  one  object  of  the  award  is  the 
encouragement  of  junior  workers,  the  committee 
will  take  into  consideration  the  facilities  of  the 
authors;  clinical  as  well  as  laboratory  studies 
will  be  welcomed.  Awards  will  be  made  by  a 
committee  of  three,  composed  of  the  president  of 
the  American  League  against  Epilepsy,  the  chair- 


man of  the  Section  on  Convulsive  Disorders  of 
the  American  Psychiatric  Association,  and  a third 
physician  chosen  by  the  officers  of  the  Laymen’s 
League  against  Epilepsy.  It  is  hoped  that  win- 
ning contributions  will  be  presented  before  the 
annual  joint  scientific  session  of  the  first  two  of 
these  organizations.  At  the  discretion  of  the 
committee  awards  may  be  divided  or  post- 
poned. 

Additional  information  can  be  obtained 
from  the  secretary  of  the  Laymen’s  League 
against  Epilepsy,  Mrs.  N.  Bond  Fleming,  25  Shat- 
tuck  Street.  Boston. 


Rastas:  “Sambo,  does  yo’  all  know  why 

dere  am  such  an  affinity  ’tween  a colored  man  an’ 
a chicken?” 

Sambo:  “Must  be  ’cause  one  am  descended 

from  Ham  an’  de  odder  from  eggs.” — Pathfinder 


A man  reviving  from  an  anesthetic  was  being 
very  sentimental.  The  wife  nearby  said  to  the 
nurse:  “I  have  not  heard  him  talk  like  that 

since  our  honeymoon;  where  do  you  buy  the 
dope?” — The  Doctor  and  Od  Quarterly 


INSTITUTE  ON  RADIOLOGY 
Syracuse  University  College  of  Medicine 
Syracuse,  New  York 
Saturday,  January  18,  1941 

Presented  under  the  auspices  of  Central  New  York  Roentgen  Ray  Society;  Medical 
Society  of  the  State  of  New  York;  Syracuse  University  College  of  Medicine;  Division  of 
Cancer  Control  of  the  New  York  State  Department  of  Health. 


1:45  p.m. 

PROGRAM 
January  18,  1941 

Syracuse  University  College  of  Medicine,  Syracuse 
Meeting  called  to  order  at  1:30  p.m.  by 
Albert  Lenz,  M.D.,  President 
Central  New  York  Roentgen  Ray  Society 

Opening  Remarks 
James  M.  Flynn,  M.D.,  President 
Medical  Society  of  the  State  of  New  York 

Chairman  of  the  Meeting 
Herman  G.  Weiskotten,  M.D.,  Dean 
Syracuse  University  College  of  Medicine 
"Physics  of  Radiation  for  the  Radiologist" 

Edith  H.  Quimby,  Sc.D.,  Associate  Physicist 
Memorial  Hospital,  New  York  City 

2:30  p.m. 

"Roentgenological  Aspects  of  Brain  Tumors,  Diagnosis  and  Treatment" 
Merrill  C.  Sosman,  M.D.,  Roentgenologist 
Peter  Bent  Brigham  Hospital,  Boston,  Mass. 

3:15  p.m. 

"Indications  and  Results  of  Roentgen  Therapy" 
Ursus  V.  Portmann,  M.D.,  Radiation  Therapist 
Cleveland  Clinic,  Cleveland,  Ohio 

4:00  p.m. 

"Radiosensitivity  of  Tumors" 

Fred  W.  Stewart,  M.D.,  Pathologist 
Memorial  Hospital,  New  York  City 

4:45  p.m. 

"The  Cyclotron" 

Stafford  L.  Warren,  M.D.,  Chief  Radiologist 

Strong  Memorial  Hospital,  Rochester,  New  York 
Discussion  conducted  by  Louis  C.  Kress,  M.D.,  Director  Division  of  Cancer  Control, 
New  York  State  Department  of  Health 


7:00  p.m. 

DINNER  MEETING  (Informal) 

Small  Ballroom,  Hotel  Syracuse,  Syracuse,  New  York 
Toastmaster — James  M.  Flynn,  M.D. 
Introduction  of  Speaker  by 
Edward  S.  Godfrey,  Jr.,  M.D.,  Commissioner 
New  York  State  Department  of  Health 
Speaker 

R.  R.  Spencer,  M.D.,  Assistant  Chief,  National  Cancer  Institute,  United  States  Public 

Health  Service 

Local  Committee  on  Arrangements 
Carlton  F.  Potter,  M.D.,  Chairman 

Donald  S.  Childs,  M.D.;  Lucas  S.  Henry,  M.D.;  Foster  C.  Rulison,  M.D. 

While  the  Institute  is  planned  especially  for  radiologists,  all  physicians  in  the  state  are 
cordially  invited  to  attend.  The  price  of  the  dinner  is  $2.00.  No  other  fees  will  be 
charged.  The  sponsoring  agencies  are  very  anxious  to  know  how  many  plan  to  attend 
the  afternoon  session  and  how  many  will  be  at  the  dinner.  Reservations  should  be  ad- 
dressed to: 

O.  W.  H.  Mitchell,  M.D.,  Chairman 
Council  Committee  on  Public  Health  and  Education 
Medical  Society  of  the  State  of  New  York 
428  Greenwood  Place,  Syracuse,  New  York 
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Books 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers 


The  Poison  Trail.  By  William  F.  Boos,  M.D. 
Octavo  of  380  pages.  New  York,  Hale,  Cush- 
man & Flint  through  the  American  Can  Com- 
pany, 1939.  Cloth,  $3.00. 

This  volume  of  reminiscences  of  a Massachu- 
setts’ toxicologist  contains  much  popularized 
information  about  poisons.  It  may  prove  of 
interest  to  amateur  toxicologists  and  aid  readers 
of  stories  of  crime  detection.  Despite  a supple- 
ment containing  a description  of  various  analy- 
ses, there  is  little  to  interest  the  scientist.  The 
style  is  sensational,  sometimes  interesting,  and 
always  devoid  of  distinction. 

Milton  Plotz 

It  Is  Your  Life.  Keep  Healthy,  Stay  Young, 
Live  Long.  By  Max  M.  Rosenberg,  M.D. 
Octavo  of  450  pages,  illustrated.  New  York, 
The  Scholastic  Book  Press,  1940.  Cloth,  $2.50. 

This  is  a book  on  health  written  for  the  laity 
by  a physician.  Thus  it  has  a better  background 
of  medical  information  than  the  many  volumes  on 
this  subject  written  by  physical  directors,  nurses, 
and  what  have  you. 

The  subjects  covered  in  this  book  are  legion 
but  for  the  most  part  are  topics  on  which  the 
people  should  be  informed.  Generally  speaking, 
the  subject  matter  is  presented  in  simple  lan- 
guage ; at  least,  where  the  author  evidently  feels 
that  he  is  too  technical,  an  attempt  is  made  to 
explain  the  points  more  clearly. 

Emergency  and  simple  measures  to  be  used  for 
ordinary  ailments  are  described  but  beyond  this 
point  the  services  of  a physician  are  urged. 

A.  E.  Shipley 

The  Foot  and  Ankle.  Their  Injuries,  Diseases, 
Deformities  and  Disabilities.  By  Philip  Lewin, 
M.D.  Octavo  of  620  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1940.  Cloth,  $9.00. 

A book  of  some  six  hundred  pages  devoted 
entirely  to  the  human  foot  and  covers  diseases, 
injuries,  deformities,  and  disabilities.  In  a word 
it  is  a comprehensive  study  of  the  foot  and  fills 
a long-felt  need  in  medical  literature. 

It  is  well  written,  the  illustrations  are  ample, 
and  the  bibliography  is  large.  There  is  nothing 
quite  like  it  in  the  literature,  and  it  will  become 
a standard  reference  book  on  the  subject. 

Dr.  Philip  Lewin  is  to  be  congratulated  on 
presenting  to  the  medical  profession  so  valuable 
a contribution. 

Ja.  C.  Rushmore 

Fractures  and  Other  Bone  and  Joint  Injuries. 

By  R.  Watson-Jones,  F.R.C.S.  Octavo  of  723 
pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1940.  Cloth,  $13.50. 

The  author  has  had  a large  experience  in  the 
treatment  of  fractures  and  allied  injuries.  As 
a result  of  this  wide  experience,  he  has  developed 
a personal  technic  and  methods  of  handling  these 
injuries.  Most  of  them  are  simple  and  can  be 
easily  followed  by  the  average  surgeon.  Al- 
though the  book  is  essentially  devoted  to  the 
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methods  devised  by  the  author,  there  are  numer- 
ous instances  where  he  advocates  the  technic 
devised  by  others  which  he  has  found  to  be  ef- 
ficient. It  is  one  of  the  best  books  published  on 
the  subject.  It  is  well  illustrated  by  excellent 
drawings  and  photographs  and  is  recommended 
for  all  who  do  traumatic  surgery,  whether  of  a 
minor  or  major  character. 

J.  B.  L’Episcopo 

Clinical  Practice  in  Infectious  Diseases.  For 

Students,  Practitioners  and  Medical  Officers. 
By  E.  H.  R.  Harries,  M.D.,  and  M.  Mitman, 
M.D.  Octavo  of  468  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1940.  Cloth, 
$6.00. 

So  many  advances  have  been  made  in  the  field 
of  the  acute  infectious  diseases  within  recent 
years  that  there  is  a place  for  a textbook,  like 
this,  which  appears  comprehensive  and  modern 
in  all  respects  and  which  certainly  is  of  timely  in- 
terest. 

It  is  novel  to  have  described,  in  one  volume, 
practically  the  entire  group  of  the  acute  infec- 
tious diseases  or  fevers  which  are  apt  to  be  en- 
countered even  in  time  of  war.  This  is  a depar- 
ture from  the  usual  method  but  is  beyond  ques- 
tion a welcome  one  and  should  receive  the  com- 
mendation it  deserves.  The  authors,  in  giving  a 
modern  clinical  description  of  these  diseases  and 
of  their  care  and  treatment,  provide  us  also  from 
their  own  personal  experiences  with  a critical 
commentary  particularly  with  regard  to  the 
practical  application  of  certain  of  the  more  im- 
portant advances  made. 

In  the  first  eleven  chapters  of  the  book,  cer- 
tain general  aspects  of  the  acute  infectious  dis- 
eases are  covered  including  infection  and  re- 
sistance, hypersensitivity  and  allergy,  transmis- 
sion and  diagnosis,  epidemiology  and  control, 
and,  finally,  general  management  and  diet.  The 
following  chapters  not  only  describe  diphtheria, 
the  exanthemas,  whooping  cough,  and  mumps 
but  also  glandular  fever,  hemolytic  streptococcic 
infections,  fusospirillosis,  the  acute  infectious 
diseases  of  the  nervous  system,  cerebrospinal 
fever,  acute  poliomyelitis,  epidemic  encephalitis, 
as  well  as  certain  ingestion  diseases,  dysentery, 
enteric  fever,  undulant  fever,  and  psittacosis, 
infectious  jaundice,  influenza,  tetanus,  and  epi- 
demic louse-borne  diseases.  Finally,  there  is  a 
chapter  on  control  of  infectious  diseases  in  hos- 
pitals. 

Originality  is  also  shown  in  the  type  of  illusr 
tration,  and  a logical  method  of  presentation,  es- 
pecially for  teaching,  is  evident  throughout  the 
book  In  this  volume  the  practitioner,  the  pub- 
lic health  officer,  and  the  student  will  find  a most 
useful  text  containing  a wealth  of  information 
concerning  the  epidemic  infectious  diseases  or 
fevers. 

Joseph  C.  Regan 

Organized  Payments  for  Medical  Services.  A 
Report  Prepared  by  Bureau  of  Medical  Eco- 
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nomics  of  the  American  Medical  Association. 
Octavo  of  185  pages.  Chicago,  American  Medi- 
cal Association,  1939.  Paper. 

It  would  stretch  the  imagination  of  a social 
planner  to  devise  any  scheme  for  the  organized 
payment  for  medical  services  that  is  not  described 
in  this  publication.  Several  hundred  plans  for 
medical  care  of  the  indigent  involving  govern- 
mental support  and  medical  society  manage- 
ment are  explained. 

The  House  of  Delegates  of  the  American  Medi- 
cal Association  has  endorsed  cash  indemnity  pre- 
payment plans  but  has  not  sought  to  prohibit 
any  of  its  component  societies  from  cooperating 
with  or  organizing  other  types  of  prepayment 
for  medical  service  provided  their  character  is 
not  such  as  to  render  it  impossible  to  give  good 
medical  service. 

The  number  and  variety  of  the  plans  for  medi- 
cal services — operating  and  proposed,  postpay- 
ment and  prepayment,  service  and  cash,  spon- 
sored by  a medical  society  and  other  organization 
— give  proof  of  the  efforts  that  are  being  made  to 
supplement  the  private  practice  of  medicine,  and 
indicate  a desire  to  discover,  by  social  experi- 
mentation, a solution  of  local  medical  problems. 

Handbook  of  Bacteriology.  For  Students  and 
Practitioners  of  Medicine.  By  Joseph  W.  Big- 
ger, M.D.  Fifth  edition.  Octavo  of  466  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $4.25. 

The  new  edition  of  this  excellent  handbook 
contains  short  but  quite  complete  descriptions 
of  the  pathogenic  microorganisms.  The  sections 
on  immunology  are  also  adequate  for  the  pur- 
pose for  which  they  are  intended.  By  elimination 
of  most  of  the  controversial  material  and  burden- 
some data  the  author  has  succeeded  in  compiling 
a volume  which  very  well  meets  the  needs  of  the 
general  practitioner. 

Alvin  Hollander 

A Synopsis  of  Surgical  Anatomy.  By  Alex- 
ander L.  McGregor,  F.R.C.S.  Fourth  edition. 
Duodecimo  of  664  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1939.  Cloth,  $6.00. 

This  small  book  contains  a wealth  of  useful  in- 
formation for  surgical  diagnosis  and  treatment. 
In  a concise  manner  and  with  an  abundance  of 
excellent  diagrams  it  covers  the  field  of  normal 
and  abnormal  anatomy  as  the  practitioner  must 
know  it. 

For  quick  reference  it  is  an  excellent  book  to 
have  at  hand. 

Edward  P.  Dunn 

Fundamentals  of  Biochemistry  in  Relation  to 
Human  Physiology.  By  T.  R.  Parsons,  M.A. 
Sixth  edition.  Duodecimo  of  461  pages,  illus- 
trated. Baltimore,  William  Wood  & Co.,  1939. 
Cloth,  $3.00. 

The  fact  that  this  book  has  reached  its  sixth 
edition,  coupled  with  the  fact  that  the  fifth  edi- 
tion had  to  be  reprinted  twice,  is  sufficient  evi- 
dence of  its  popularity  and  usefulness.  The 
reason  for  this  is  immediately  perceived  on  read- 
ing it.  A treatise  on  chemistry  is  expected  to  be 
dry  as  dust  and  studying  it  a tiresome  mental 
exercise.  Instead  this  book  reads  almost  like  a 
novel  and  affords  mental  relaxation.  Particu- 
larly interesting  are  the  little  quotations  at  the 


head  of  each  chapter.  The  author  quotes  not 
only  from  scientific  writers  but  lines  from  Shake- 
speare, Nietzsche,  Gray,  and  St.  Paul  are  found 
which  apply  to  the  subject  under  discussion. 
This  serves  to  connect  a supposedly  pure  science 
with  philosophy  and  religion — indeed  with  life 
and  living. 

A new  chapter  on  sterols  is  particularly  timely, 
and  it  will  probably  be  greatly  expanded  in  future 
editions. 

All  in  all  it  is  a welcome  revisit  of  an  old  friend. 

Benjamin  Davidson 

Argyria.  The  Pharmacology  of  Silver.  By 
William  R.  Hill,  M.D.,  and  Donald  M.  Pills- 
bury,  M.D.  Octavo  of  172  pages.  Baltimore, 
Williams  & Wilkins  Co.,  1939.  Cloth,  $2.50. 

The  authors  have  covered  the  subject  in  a 
thorough  and  comprehensive  manner.  The 
bibliography  is  exhaustive — 601  references  are 
listed.  They  point  out  the  necessity  for  more 
enlightenment  of  physicians  and  pharmacists 
regarding  this  complication  of  silver  therapy. 
The  public,  too,  should  be  warned  on  the  labels 
of  containers  of  silver  compounds  dispensed  on 
prescription  or  taken  as  self-medication. 

Charles  Solomon 

Psychiatry  for  Nurses.  By  Louis  J.  Karnosh, 
M.D.,  and  Edith  B.  Gage,  R.N.  Octavo  of  327 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1940.  Cloth,  $2.75. 

This  is  an  elementary  textbook  for  nurses 
which  tends  to  present  in  a simple  and  concise, 
though  adequate  manner,  the  salient  points  of 
psychiatry  so  that  the  pupil  nurse  may  get  an 
adequate  appraisal  of  the  facts  in  the  nursing  of 
mentally  sick  patients.  It  is  written  with  the 
view  of  enabling  the  nurse  to  familiarize  herself 
quickly  with  the  symptoms  and  treatment  of  the 
more  common  psychoses.  It  tends  to  follow  the 
psychobiologic  school  of  psychiatry  more  than 
any  other  school.  A special  chapter  discusses 
shock  therapy  in  mental  diseases,  and  special 
chapters  are  devoted  to  medicolegal  aspects  of 
psychiatry  and  to  mental  hygiene. 

It  is  a good  book  that  recommends  itself  to  the 
average  pupil  nurse. 

Irving  J.  Sands 

The  New  International  Clinics.  Original  Con- 
tributions: Clinics;  and  Evaluated  Reviews  of 
Current  Advances  in  the  Medical  Arts.  Edited 
by  George  M.  Piersol,  M.D.  Volume  I,  New 
Series  Three.  Octavo  of  319  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1940.  Cloth, 
$3.00. 

The  latest  issue  of  The  New  International 
Clinics  contains  as  usual  many  valuable  clinical 
articles.  The  Review  of  Recent  Progress  is  that 
by  Cantarow  in  the  field  of  the  vitamins.  There 
is  a symposium  from  the  University  of  Penn- 
sylvania in  which  the  most  provocative  paper  is 
that  by  Fits-Hugh  on  “Precordial  Migraine.” 
In  this  issue,  too,  is  the  first  half  of  an  excellent 
comprehensive  review  of  jaundice  by  Held  and 
Goldbloom. 

Milton  Plotz 

Trial  of  Field  and  Gray.  Edited  by  Winifred 
Duke.  Octavo  of  302  pages,  illustrated.  Lon- 
don, William  Hodge  & Co.,  86  Hatton  Garden, 
1939.  Cloth,  10/6. 
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Among  the  notable  British  trial  series,  that 
of  Field  and  Gray  represents  expediency  and 
thoroughness  with  which  British  criminal  sub- 
jects are  brought  to  justice. 

The  book  has  been  edited  by  an  expert  in  de- 
scriptive sequence  and  covers  the  period  from  the 
date  that  the  homicide  was  committed  to  the 
time  of  apprehension  of  the  defendants  and 
thence  to  the  conviction  of  the  latter  by  cir- 
cumstantial evidence. 

This  case  is  worthy  of  publication  because  of 
the  personalities  of  the  counsel  and  that  of  the 
presiding  justice,  and  also  because  of  the  pathetic 
attempts  of  the  accused  to  build  up  an  alibi. 

This  volume  will  be  of  interest  to  those  who 
appreciate  jurisprudence  in  medicine. 

S.  Ingram  Hyrkin 

Population,  Race  and  Eugenics.  By  Morris 
Siegel,  M.D.  Duodecimo  of  206  pages.  Hamil- 
ton, Ontario,  The  Author,  546  Barton  Street,  E., 
1939.  Cloth,  $3.00. 

This  small  volume  is  interesting  and  educa- 
tional to  all,  whether  they  know  little  or  much 
about  the  subject  of  eugenics.  Most  people 
know  too  little  about  it,  and  those  who  give  a 
few  hours  to  the  study  of  this  book  will  find 
themselves  amply  repaid. 

The  author  divides  his  work  into  two  parts: 
positive  eugenics  and  negative  eugenics.  The 
section  on  positive  eugenics  considers  factors  and 
problems  as  to  why  the  more  educated  part  of 
our  population  have  fewer  offspring  than  those 
who  are  not  so  well  qualified,  either  mentally  or 
economically,  for  procreation.  The  second  part 
of  the  book  deals  with  the  negative  side  of  the 
question.  Here  a study  is  made  of  what  groups 
of  people  are  not  best  fitted  for  parenthood. 

What  shall  be  done  about  this  interesting  and 
vital  subject?  Read  the  book  and  let  the  author 
give  you  his  views.  You  will  find  it  worthwhile. 

Wm.  Sidney  Smith 

Observations  Made  During  the  Epidemic  of 
Measles  on  the  Faroe  Islands  in  the  Year  1846. 

By  Peter  Ludwig  Panum,  M.D.  (Translated 
from  the  Danish  by  Ada  S.  Hatcher)  with  a Bio- 
graphical Memoir  by  Julius  Jacob  Petersen, 
M.D.  (Translated  from  the  Danish  by  Joseph 
Dimont.)  Octavo  of  111  pages.  Delta  Omega 
Society.  Distributed  through  American  Public 
Health  Association,  New  York,  1940.  Cloth. 

This  book  is  an  English  translation  by  Mrs. 
Ada  Hatcher  from  the  original  Danish  manu- 
script by  Dr.  Peter  L.  Panum  on  the  epidemiol- 
ogy of  measles.  A disastrous  epidemic  of  mea- 
sles occurred  on  the  island  of  Faroe  in  the  early 
part  of  1846.  Dr.  Panum  was  chosen  by  the 
Danish  government  to  check  the  raging  epi- 
demic. This  island  had  been  free  from  any 
measles  invasion  since  the  year  1761.  The 
natural  isolation  of  the  island  and  the  restriction 
of  commerce  more  or  less  enforced  by  the  Danish 
government  resulted  in  the  exclusion  of  measles 
for  sixty-five  years.  But  when  the  epidemic 
broke  out  in  1846  it  attacked  nearly  85  per  cent 
of  the  population. 

Dr.  Panum  made  a thorough  study  of  the 
origin,  mode  of  introduction,  and  its  high  con- 
tagiousness. He  advocated  strict  isolation  of  the 
attacked  and  quarantine  enforcement.  The 
scattered  population  and  a number  of  small 
islands  separated  by  deep  and  swiftly  running 


channels  made  it  more  favorable  for  the  strict 
enforcement  of  the  quarantine. 

Dr.  Panum  made  a contribution  to  the  sci- 
ence of  epidemiology  which  will  remain  a classic. 
The  investigations  are  based  upon  personal  in- 
quiries and  accurate  investigation  of  the  minut- 
est details.  The  Delta  Omega  Society  must  be 
heartily  congratulated  for  the  perfect  selection 
of  this  manuscript  for  the  third  series  of  publica- 
tions of  public  health  classics. 

William  Rachlin 

Cancer  in  Childhood  and  a Discussion  of  Cer- 
tain Benign  Tumors.  Edited  by  Harold  W. 
Dargeon,  M.D.  Quarto  of  114  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby,  1940.  Cloth,  $3.00. 

This  is  a comprehensive  survey  of  malignant 
diseases  in  infants  and  children  contributed  to  by 
several  authorities  and  is  well  illustrated  by 
charts  and  photographs. 

Although  cancer  is  a rare  disease  in  children, 
it  is  an  important  cause  of  death.  The  most 
common  tumors  in  infancy  and  children  are: 
retinal  glioma,  Wilm’s  tumor  of  the  kidney, 
adrenal  neurocytoma,  and  brain  tumor  (medullo- 
blastoma). The  great  majority  are  strictly 
embryonal.  Bone  sarcomas  in  their  various 
forms  (especially  Ewing’s  sarcoma)  show  a dis- 
tinct predilection  for  children.  Hodgkin’s  dis- 
ease, lymphosarcoma,  leukemia,  and  allied  con- 
ditions run  a very  malignant  course. 

This  book  should  be  in  the  possession  of  every 
pediatrician. 

Harry  Mandelbaum 

Treatment  of  Some  Common  Diseases  (Medi- 
cal and  Surgical).  By  Various  Authors.  Edited 
by  T.  Rowland  Hill,  M.D.  Octavo  of  398  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $5.00. 

The  individual  chapters  of  this  volume  con- 
tain sound,  well- written  advice  on  treatment. 
They  are  written  entirely  by  members  of  the 
staff  of  the  Southend  General  Hospital  in  Eng- 
land and  are  edited  by  T.  Rowland  Hill  who 
contributes  the  sections  on  anemia  and  cerebral 
vascular  disease.  The  book’s  chief  defect  is 
that,  as  its  title  implies,  only  selected  topics  are 
touched  on,  and  the  book  cannot  in  any  sense  be 
considered  a textbook  of  treatment.  Its  value  is, 
therefore,  sharply  limited.  There  is  also  some 
failure  of  proportion  in  that,  for  example,  the 
treatment  of  cardiac  infarction  is  considered  in 
less  than  a page  and  over  twenty  pages  are  de- 
voted to  malignant  disease  of  the  pharynx — 
a chapter,  however,  which  is  by  far  the  best  of  all. 

Milton  Plotz 

Massage  and  Remedial  Exercises  in  Medical 
and  Surgical  Conditions.  By  Noel  M.  Tidy. 
Fourth  edition.  Octavo  of  458  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $5.25. 

This  fourth  edition  closely  follows  the  third. 
It  reviews  fractures,  dislocations,  and  diseases 
and  injuries  of  the  muscular,  nervous,  and  osse- 
ous systems,  including  their  aftercare  and  emer- 
gency and  physical  methods  of  treatment. 

A short  description  follows  each  type  of  in- 
jury and  the  surgical  technic  to  be  employed. 

The  chapters  on  diseases  of  the  bones  and 
joints,  fractures  and  dislocations  are  thoroughly 
discussed. 
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It  is  a handy  reference  book  for  those  pre- 
scribing aftercare  in  orthopedic  and  traumatic 
surgery. 

Joseph  I.  Nevins 

Textbook  of  Public  Health.  (Formerly  Hope 
and  Stallybrass.)  By  W.  M.  Frazer,  M.D.,  and 
C.  O.  Stallybrass,  M.D.  Tenth  edition.  Oc- 
tavo of  504  pages,  illustrated.  Baltimore,  Wil- 
liams and  Wilkins  Co.,  1940.  Cloth,  $6.50. 

The  tenth  edition  of  the  book  that  began  its 
career  in  1874  gives  a comprehensive  view  of 
public  health  as  it  is  organized  in  England  at 
the  present  time.  Chapter  I gives  the  official 
organization  of  public  health  facilities  in  the 
country. 

The  several  chapters  on  environmental  sani- 
tation cover  the  usual  subjects  found  in  such 
textbooks  published  in  this  country,  but  much 
more  elaborate  technical  detail  is  given. 

The  space  given  to  such  subjects  as  town 
planning  and  housing  indicates  that  such  activi- 
ties occupy  an  important  place  in  public  health 
administration  in  England. 

Hospital  administration  is  also  given  con- 
siderable attention. 

An  interesting  feature  of  the  book  is  the  sub- 
ject matter  of  the  concluding  chapter  which  deals 
with  the  medical  aspects  of  civil  air  defense. 

F.  L.  Moore 

Psychology  and  Psychotherapy.  By  William 
Brown,  M.D.  Fourth  edition.  Octavo  of  260 
pages.  Baltimore,  Williams  & Wilkins  Co., 
1940.  Cloth,  $4.75. 

This  is  the  fourth  edition  of  a work  that  first 
appeared  in  1920.  It  has  had  a wide  circulation 
and  has  been  generally  acknowledged  as  a prac- 
tical presentation  of  the  subject  of  psychother- 
apy as  practiced  by  a distinguished  and  experi- 
enced psychiatrist.  He  has  surveyed  the  sphere 
of  various  theories  of  psychotherapy  and  has 
gathered  from  each  those  vital  points  which  he 
felt  could  be  utilized  for  the  benefit  of  the  patient 
and  has  woven  it  more  or  less  into  a method  of 
his  own.  The  book  deals  with  psychotherapy  of 
common  neurotic  disorders  encountered  in  every- 
day practice  and  also  with  other  subjects  such 
as  the  psychology  of  peace  and  war,  the  psy- 
chology of  personal  influence,  the  psychoneuroses 
of  war,  and  the  relation  of  mind  to  brain. 

It  is  a valuable  book  that  is  challenging  in 
many  ways  and  will  be  found  useful  not  only  by 
psychiatrists  but  also  by  the  general  practitioner 
of  medicine.  It  is,  therefore,  highly  recom- 
mended for  the  progressive  doctor  as  well  as  for 
the  specialist  in  mental  disorders. 

Irving  J.  Sands 

The  Life  and  Death  Instincts.  (The  Vita  and 
the  Fatum.)  By  Arthur  N.  Foxe,  M.D.  Octavo 
of  64  pages.  New  York,  Monograph  Editions, 
1939.  Cloth,  $2.00. 

This  very  small  volume  will  hardly  interest  the 
general  practitioner.  However,  it  does  contain 
thought-provoking  material  for  the  psycho- 
analyst, even  though  the  latter  may  not  entirely 
subscribe  to  the  author’s  deductions. 

The  writer  was  a psychiatrist  in  a prison  for 
several  years  and  analyzed  many  of  the  inmates 
according  to  the  Freudian  technic. 

As  an  interesting  attempt  to  explain  the  de- 


velopment of  the  “criminoses”  from  the  psycho- 
analytic point  of  view  it  is  worth  reading. 

Joseph  L.  Abramson 

Trattato  Di  Biotipolopia  Umana  Individuale  E 
Sociale.  By  Professor  Nicola  Pende.  Quarto  of 
665  pages,  illustrated.  Milano,  Dottor  Francesco 
Vallardi,  1939.  Paper. 

The  author  has  coined  a new  word  to  describe 
not  only  the  different  forms  but  also  the  character 
of  each  individual.  He  defines  “biotypeology” 
as  that  branch  of  medical  science  which  deals 
with  all  the  complex  vital  manifestations  (i.e.,  the 
anatomic,  functional,  endocrinologic,  and  psy- 
chologic), from  which  we  can  recognize  the  struc- 
tural dynamic  type  of  each  individual  (i.e.,  the 
particular  characteristics  of  each  individual  that 
differentiate  him  from  another).  In  other 
words,  “biotypeology”  is  the  science  of  the  archi- 
tecture and  engine  of  each  individual  human 
body  and  includes  the  study  of  individual  and 
racial  hereditary  factors,  the  surroundings  that 
influence  an  individual  during  the  formative 
years  after  birth,  the  action  of  hormones,  vita- 
mins, electrolytes,  etc.,  and  the  dominating  neuro- 
psychologic factors. 

The  author  reviews  thoroughly  the  historical 
background  of  the  subject,  and,  although  he 
describes  the  work  of  previous  students,  the  book 
is  devoted  almost  entirely  to  his  own  method  of 
study  to  diagnose  the  individual  biotypes.  He 
does  this  in  great  detail,  giving  charts  and  forms 
used  for  the  study  of  each  individual  from  birth 
to  adult  life. 

A considerable  portion  of  the  book  is  devoted 
to  the  application  of  “biotypeology”  to  clinical 
medicine  and  a small  portion  to  “biotypeology” 
as  related  to  criminology. 

This  book  may  be  called  the  biology  of  man,  in 
other  words,  the  study  of  his  morphology,  physi- 
ology, and  psychology.  The  author  is  a pioneer 
in  this  work,  and  the  book  indicates  a tremendous 
amount  of  effort  devoted  to  the  subject.  It  is  a 
valuable  addition  to  the  literature  and  should 
prove  useful  as  a work  of  reference. 

J.  B.  L’Episcopo 

Accepted  Foods  and  Their  Nutritional  Signifi- 
cance. Containing  Descriptions  of  the  Products 
Which  Stand  Accepted  by  the  Council  on  Foods 
of  the  American  Medical  Association.  Octavo  of 
492  pages.  Chicago,  American  Medical  Associa- 
tion, 1939.  Cloth,  $2.00. 

Accepted  Foods  and  Their  Nutritional  Sig- 
nificance contains  descriptions  and  detailed  in- 
formation regarding  the  chemical  composition 
of  more  than  3,800  accepted  products,  together 
with  a discussion  of  the  nutritional  significance 
of  each  class  of  foods.  The  book  provides  also 
the  Council’s  opinion  on  many  topics  in  nutri- 
tion, dietetics,  and  the  proper  advertising  of 
foods. 

This  book  will  be  a welcome  reference  book 
for  all  persons  interested  in  securing  authorita- 
tive information  about  foods,  especially  the  proc- 
essed and  fabricated  foods  which  are  widely 
advertised. 

Epidemiology  in  Country  Practice.  By  Wil- 
liam N.  Pickles,  M.D.  Octavo  of  110  pages, 
illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1939.  Cloth,  $2.50. 
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This  original  little  book  is  the  result  of  the  ob- 
servations made  and  recorded  over  many  years 
by  Dr.  Pickles  on  certain  epidemic  outbreaks 
that  he  has  observed  in  his  practice  in  Wensley- 
dale,  England.  The  primary  object  of  the 
author  is  to  stimulate  other  country  doctors  to 
keep  records  of  epidemic  disease  by  impressing 
on  them  the  unique  advantages  they  enjoy  in 
“natural-history”  investigation  of  such  diseases, 
as  well  as  to  show  how  laymen  may  be  inter- 
ested and  may  assist  in  these  observations. 

The  book  contains  eight  chapters  and  a refer- 
ence bibliography.  In  Chapter  4 the  commoner 
diseases  are  considered;  grouped  together  are 
influenza,  measles,  scarlet  fever,  whooping 
cough,  and  mumps.  Chapter  5 is  devoted  to  the 
epidemiologic  relationship  of  chicken  pox  and 
shingles.  Chapters  7 and  8,  dealing  with  epi- 
demic catarrhal  jaundice  and  epidemic  myalgia, 
respectively,  are  of  much  interest  and  contain 
epidemiologic  and  clinical  data  of  importance. 

The  book  shows  clearly  that  the  country  physi- 
cian can  make  significant  contributions  to  our 
knowledge  of  epidemiology. 

Joseph  C.  Regan 


On  Oxidation,  Fermentation,  Vitamins, 
Health  and  Disease.  By  Albert  V.  Szent- 
Gyorgyi,  M.D.  (Abraham  Flexner  Lectures 
Series  Number  Six.)  Octavo  of  109  pages. 
Baltimore,  Williams  & Wilkins  Co.,  1939. 
Cloth,  $2.00. 

This  volume  contains  the  five  Abraham  Flex- 
ner lectures  delivered  by  Dr.  Szent-Gyorgyi  at 
Vanderbilt  last  year  and  summarizes  his  ex- 
periments in  the  field  of  biologic  oxidation  during 
the  past  fifteen  years.  The  lectures  are  “Prin- 
ciples of  Biological  Oxidation,”  “Respiration  of 
Muscle,”  “On  Fermentation  and  Intermediary 
Metabolism,”  “Vegetable  Oxidation,”  and  “Vita- 
mins, Health  and  Disease.”  They  comprise 
required  reading  for  all  interested  in  metabolism 
and  the  vitamins. 

Milton  Plotz 


Sexual  Disorders  in  the  Male.  By  Kenneth 
Walker,  F.R.C.S.,  and  Eric  B.  Strauss,  D.M. 
Octavo  of  248  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1939.  Cloth,  $3.00. 

Kenneth  Walker  has  rewritten  his  book 
with  the  cooperation  of  Eric  B.  Strauss  who  is  a 
specialist  in  medical  psychology. 

Impotence  is  the  main  subject,  and  it  is  fully 
and  competently  covered.  Other  ailments  dis- 
cussed are  premature  ejaculations,  pollutions, 
masturbation,  homosexualism,  and  fetishism. 

The  authors  are  convinced  that  the  cause  of 
these  disorders  in  the  vast  majority  of  cases  is 
functional,  and  their  therapeutic  efforts  are, 
therefore,  mainly  psychologic.  They  approve  of 
replacement  therapy  with  testosterone  if  it  is 
indicated.  They  are  critical  though  of  other 
physical  therapeutic  technics,  as,  for  example,  of 
Huhner’s  silver  nitrate  instillations,  of  Stein- 
ach’s  vasoligations,  and  of  Lowsley's  plication 
operations. 

The  reader  will  be  impressed  by  the  vast  ex- 
perience and  the  sane  judgment  of  the  senior 
author.  Because  of  this  the  book  is  in  a class  by 
itself  and  should  be  read  by  every  medical  prac- 
titioner. 


There  is  a concise  but  up-to-date  bibliography. 

H.  L.  Wehrbein 


Heil  Hunger!  Health  Under  Hitler.  By  Dr. 

Martin  Gumpert.  Translated  from  the  German 
by  Maurice  Samuel.  Octavo  of  128  pages. 
New  York,  Alliance  Book  Corp.,  1940.  Cloth, 
$1.75. 

This  isn't  just  one  more  anti-Nazi  propaganda 
volume.  The  author  has  analyzed  national 
statistics  and  activities  as  officially  published  or 
gathered  from  medical  statistics  appearing  in 
publications  published  in  Germany,  appar- 
ently without  propaganda  purposes.  His  198 
references  should  enable  anyone  to  make  a 
similar  analysis. 

It  has  been  assumed  by  many  that  the  claim 
of  Hitler  that  the  totalitarian  state  completely 
regimented  leads  the  people  to  health  and 
physical  strength  is  a fact.  Dr.  Gumpert  states 
in  his  foreword  that  he  is  revealing  to  American 
readers  that  dictatorship  is  a sickness  which 
drives  all  concerned  to  inevitable  physical  break- 
down and  proceeds  to  show  that  six  years  of 
Nazi  rule  have  achieved: 

“an  increased  death-rate,  a falling  birth-rate, 
a declining  fecundity,  an  increase  in  rickets, 
the  physical  incapacity  of  the  youth,  90  per 
cent  flat  feet,  a growing  criminality,  an  in- 
crease in  drunkenness,  a doubling  of  mental 
diseases,  an  increase  in  venereal  diseases,  a 
rise  in  tuberculosis  for  man  and  beast,  an 
increase  in  epidemics,  food  poisoning,  puer- 
peral fever,  an  increasing  mortality  rate  in  the 
hospitals,  a piling  up  of  fatal  accidents,  a 
decline  in  working  capacity,  new  occupational 
diseases,  injury  by  compulsory  sports,  an 
increase  in  female  labour,  undernourishment, 
a shortage  of  vitamins,  misery  among  the 
farmer  class,  the  ruin  of  science,  the  decline 
of  military  power.” 

This  is  a book  that  will  greatly  interest  the 
medical  reader. 

Alec  N.  Thomson 


The  Ophthalmoscope  and  Studies  of  the 
Fundus  Oculi  in  Important  Pathological  Condi- 
tions. Octavo  of  32  pages,  illustrated.  South- 
bridge,  Massachusetts,  American  Optical  Com- 
pany, 1939.  Paper. 

The  name  of  no  individual  author  appears 
on  the  flyleaf  of  this  pamphlet  published  by  the 
American  Optical  Company.  The  foreword 
says  among  other  things  that  the  publishers 
believe  it  is  to  be  an  “important  contribution  to 
current  literature.” 

The  reviewer  does  not  feel  that  the  aim  is 
accomplished.  The  first  few  pages  are  de- 
voted to  generalities  of  doubtful  value  and  little 
interest.  Next  follows  a few  words  about  the 
construction  of  the  ophthalmoscope  and  the  re- 
sults of  its  use. 

Eleven  pages,  including  illustrations,  are  de- 
voted to  a normal  and  pathologic  eyeground 
features.  The  illustrations  are  reproduced  so 
poorly  as  to  be  almost  valueless. 

The  reviewer  cannot  recommend  this  pamphlet 
as  a worthwhile  contribution,  and  it  has  no 
appeal  as  good  advertising  matter 

John  N.  Evans 
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Racephedrine  is  synthetic  racemic  ephedrine.  On  local  appli- 
cation to  nasal  mucous  membranes,  a 1%  solution  contracts 
the  capillaries  to  a moderate  degree  and  thus  diminishes 
hyperemia  and  swelling.  It  is  used  in  the  nostrils  to  shrink 
the  congested  mucosa  in  rhinitis  and  sinusitis. 

Solution  Racephedrine  Hydrochloride  may  be  applied  to  the 
nasal  mucous  membranes  as  a spray  or  with  a dropper. 

Solution  Racephedrine  Hydrochloride  consists  of  1%  of  the 


When  using  the  dropper,  it  is  recommended  that  instillation  be  made  with 
the  patient  in  the  lateral,  head-low  posture  described  by  Parkinson.* 


drug  in  a modified  Ringer’s  solution  containing  sodium 
chloride  0.85%,  potassium  chloride  0.03%,  calcium  chloride 
0.02  5%,  magnesium  chloride  0.01%,  and  chlorobutanol 
0.5%  (for  stabilization  purposes). 

*Arch.  Otolaryng.  17:787,  1933 


Solution  Racephedrine  Hydro- 
chloride 1%  is  available  in  one  ounce 
dropper  bottles  for  prescription  pur- 
poses, and  in  pint  bottles  for  office  use. 

Capsules  Racephedrine  Hydro- 
chloride, grain,  are  packaged  in 
bottles  of  40  and  250  capsules. 
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More  Humane  Treatment 

Better  End  Results 

in  BURNS 


THE  accompanying  illustra- 
tions typify  the  favorable 
response  to  treatment  of  1st, 
2nd,  and  3rd  degree  burns  with 

FOI LLE 

Cross-section  conclusions  fol- 
lowing its  use  in  industrial 
as  well  as  private  practice  show 
that  Foille 

(1)  Avoids  delay  of  debride- 
ment while  immediately  con- 
trolling pain  and  mitigating 
initial  shock. 


(2)  Moderately  coagulates  se- 
rous exudate  yet  permits 
needed  drainage  and  free 
mobility  for  burned  areas. 

(3)  Consistently  controls  sepsis 
while  speeding  epitheliza- 
tion  and  stimulating  granula- 
tion. 

(4)  Admits  earlier  skin  graft- 
ing to  accomplish  quicker 
repair  with  less  scarring 
and  contracture. 

Make  a test  of  Foille.  We  in- 
vite you  to  send  for  a profes- 
sional sample. 
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Milk  and  the 
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0 

The  Bureau  of  Milk  Publicity  calls  adults’  atten- 
tion to  the  importance  of  proper  acid-alkaline 
balance  of  the  system,  urges  daily  use  of  fresh 
milk  as  an  ideal  alkaline-ash  food  due  to  its  high 
calcium  salts  content. 

It  is  our  belief  that  the  physicians  of  the  State  will 
concur  in  the  Bureau’s  work,  and  our  hope  that 
it  will  prove  of  assistance  to  them  in  the  protection 
of  public  health. 
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THE  SUN-RAYED  CO.,  Frankfort,  Ind. 

New  York  Agent:  Seggerman  Nixon  Corp. 

Ill  Eighth  Avenue 


Mother  Nature  dates  a tomato 
for  flavor,  she  paints  it  ruby  red.  Not  pink, 
but  red!  Red  is  nature’s  sign  of  vine-ripened 
readiness  for  Kemp’s  Sun-Rayed  brand  to- 
mato juice  because  that’s  when  vitamin  A 
and  C values  are  greatest.  Expert  Kemp 
pickers  make  daily  harvests,  gathering  the 
choicest  tomatoes  which  are  converted  into 
juice  within  a few  hours.  All  the  tender, 
vitamin-rich  solids  of  the  whole,  cored  to- 
mato are  utilized  in  Kemp’s  patented  proc- 
ess (No.  1746657),  which  makes  the  juice 
non-separating,  and  never  thin  or  watery. 
Kemp’s  Sun-Rayed  is  the  tomato  juice  you 
can  always  recommend  with  confidence. 
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A significant  contribution 
to  the  treatment  of 

GONOCOCCIC 

INFECTIONS 


Gonococci  in 

Urethral 

Discharge 


The  introduction  of  sulfanilamide  in  the  treatment 
of  gonorrhea  admittedly  represented  a notable  thera- 
peutic advance.  More  recently,  however,  clinical 
studies  have  indicated  that  sulfapyridine  may  be 
even  more  effective  than  sulfanilamide  in  the  treat- 
ment of  this  condition. 

The  great  majority  of  patients  with  gonococcic 
urethritis  treated  with  sulfapyridine  experience  a 
rapid  subsidence  of  clinical  signs  and  symptoms. 


Within  a few  days  after  the  institution  of  sulfapyri- 
dine therapy,  smears  and  cultures  become  negative 
for  gonococci,  the  urine  becomes  clear,  and  urethral 
discharge  ceases.  Several  cases  which  had  failed  to 
respond  to  sulfanilamide  have  later  been  treated 
successfully  with  sulfapyridine. 

Thus  it  appears  that  in  sulfapyridine  the  physician 
commands  a potent  therapeutic  weapon  for  com- 
bating this  widespread  and  distressing  disease. 
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Sulfapyridine  is  manufactured  by  Merck  & Co.  Inc.  under  license  from  the  originators  of  the  product,  May  & 
Baker,  Ltd.,  of  London.  Supplies  are  available  to  the  medical  profession  through  their  druggists  under  the  labels 

of  other  leading  manufacturers. 


MERCK  & CO.  Inc. 
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A High  Potency  B Complex 
in  Nailed  Balance 

Since  the  common  occurrence  of  vitamin  B deficiency  became  gen- 
erally recognized,  the  physician  has  wished  for  a high  potency  natural 
vitamin  B complex  of  sufficient  concentration  to  permit  adequate, 
convenient  dosage  of  all  the  important  factors. 

To  meet  this  demand  our  laboratories  are  now  making  available 

B E Z O N 

Trade-Mrrk 

Bezon  presents  the  factors  of  B Complex  in  natural  balance  and  high  potency 

Each  capsule  contains: 

Thiamin  (Vitamin  BJ  750  micrograms 

Riboflavin  (Vitamin  G)  1000  micrograms 

Pyridoxine  (Vitamin  B6)  35  micrograms 

Pantothenic  Acid  (Filtrate  Factor)  225  micrograms 

Dose:  one  capsule  per  day  or  as  prescribed  by  physician. 

Bezon  is  available  for  your  prescription  in 
bottles  of  30  capsules— a month’s  supply. 


HERE. ..AT  LAST 


Made  by  the  manufacturers  of  Ertron 


NDTRITION  RESEARCH  LAHORATORIES 

332  S.  MICHIGAN  AVENUE  • CHICAGO,  ILLINOIS 
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hydrochloride 


Dilaudid  hydrochloride  is  a quickly  acting  and  effective 
cough  sedative.  For  the  average  prescription  add  1/2  gr. 
Dilaudid  hydrochloride  to  4 ounces  of  suitable  vehicle 
and  give  in  doses  of  1/2  to  I teaspoonful.  This  dosage 
may  be  increased  or  decreased  according  to  the  severity 
of  the  cough,  and  the  age  of  the  patient. 


DILAUDID  hydrochloride  (dihydromorphinone  hydrochloride)  Council  Accepted 
Hypodermic  and  oral  tablets,  rectal  suppositories,  and  soluble  powder 


• Dilaudid  hydrochloride  comes  within  the  scope  of  the  Federal  narcotic  regulations. 

Dilaudid,  Trade  Mark  Teg.  U.  S.  Pat.  Off. 


Bl LHUBER- KNOLL  CORP.  ORANGE,  NEW  JERSEY. 


J.  E.  HANGER,  INC. 

104  Fifth  Ave.  established  80  years  New  York  City 

Inventors  and  Manufacturers 

ENGLISH  WILLOW  AND  DURAL  LIGHT  METAL 
ARTIFICIAL  LIMBS 

Hanger  Limbs  have  been  selected  by: 

Monty  Stratton,  Whitesox  Baseball  Pitcher 

Rip  Collins,  Newark  Football  Player 

Val  Bialas,  Utica  Champion  Ice  Skater 

Jimmie  Horning,  Parachute  Jumper 

Jessie  Simpson  Stewart,  Miss  New  Jersey  of  1936, 

and  other  persons  of  prominence. 

Expert  fitting — Superior  Design — Quality  Construction. 

Factories  in  principal  cities.  Literature  upon  request. 
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FROM  ALL  OTHER  BREAST  MILK  SUBSTITUTES 
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SIMILTAC 


A FOOD  FOR 


INFANTS 


M&R  Dietetic  Laboratories,  Inc 
columbus.owio. 

- net  weight  one  pound 


SIMILAC } 


The  fat  of  Similac  has  a phys- 
ical and  chemical  composition 
that  permits  a fat  retention 
comparable  to  that  of  breast 
milk  fat.*  ...  In  Similac  the 
proteins  are  rendered  soluble 
to  a point  approximating  the 
soluble  proteins  in  human 
milk.  ...  In  Similac  the  salt 
balance  is  altered  to  approxi- 
mate that  of  human  milk.  . . . 
Similac,  like  breast  milk,  has  a 
consistently  zero  curd  tension 
— hence  it  is  physically,  as 
well  as  metabolically,  suited  to 
the  infant's  requirements.  . . . 
No  other  breast  milk  substitute 
resembles  breast  milk  in  all 
of  these  respects. 

* Holt,  Tidwell  & Kirk  — 

Acta  Pediatrica  Vol.  16,  1933 


Made  Irora  Iresh  skim  milk 
(casein  modified)  with  added 
lactose,  salts,  milk  fat,  and 
vegetable  and  codliver  oils. 


SIMILAR  TO 
BREAST  MILK 


M&R  DIETETIC  LABORATORIES,  INC.  • COLUMBUS,  OHIO 


Complete  information  mailed  on  request 

* JOHN  WYETH  & BROTHER,  INCORPORATED  * ^ 

PHILADELPHIA,  PA.»^ 


Silver  Picrate  is  a definite  crystalline 
compound  of  silver  and  picric  acid. 
Available  in  the  form  of  crystals  and 
soluble  trituration  for  the  preparation 
of  solutions;  suppositories;  water-sol- 
uble jelly;  and  powder  for  insufflation. 
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Combined  advantages  of  Pyridium-- safety,  elimination  by 
the  urinary  tract,  local  analgesic  effect,  minimal  toxicity, 
absence  of  irritation,  effectiveness  in  both  acid  and  alkaline 
urine,  convenience  of  administration —have,  been  featured 
in  published  literature  for  more  than  a decade.  To  this 
has  been  added  the  advantage  accruing  from  recent 
investigations  by  Morrissey,  and  Spinelli  (An  experi- 
mental study  of  the  anesthetic  and  analgesic  properties  of 
pyridium  J.  Urol.  Sept.  1940),  who  in  a series  of  cases 
obtained  satisfactory  results  from  the  use  of  the  Pyridium 
solution  for  surface  anesthesia  in  cystoscopy. 


A decade  of  service 
in  urogenital 
infections 


Illustrated  literature  on  request 


TRADE  MARK 

( Phenyla*o-Alpha- Alpha- Diamino 
Pyridine  Mono-Hydrochloride) 


MERCK  & CO.  Inc.  ct urin y Ci&Aem idtl  RAHWAY,  N.  J. 
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REFRIGERATION  THER 
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• HYPOTHERMIA  (crymotherapy)  is  now  being  employed  by  several 
of  the  leading  medical  schools  and  hospitals  in  the  treatment  of  malig- 
nancy, drug  addiction,  neuralgic  head  pains  and  headaches,  infection 
control  and  psychiatric  derangement  cases. 

• We  offer  a complete  line  of  Refrigeration  Equipment  including  a 
large  unit  for  General  and  a small  unit  for  Local  treatment  as  well  as 
Blankets,  Capsules  and  Applicators. 

We  invite  your  inquiry 

THERM-O-RITE  PRODUCTS  CO.  BUFFALO,  N.  Y. 


To  Assure  Quick  Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


DUB  IN  A MINODHYIjDIN 


'Jhe&phulUrie.  - SthuleivexUamirLe 


American  Made  from  American  Materials 


H.  E.  DUBIN  LABORATORIES 

250  E.  43rd  St.  incorporated  New  York,  N.  Y. 
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REGISTERED  U.  S.  PAT.  OFFICE 


• Three  little  Hematinic  Plastules  Plain  is  the  suggested  daily 
dose  for  secondary  anemias. 

Small,  easy  to  take  and  well  tolerated,  this  modern  iron  therapy 
appeals  to  the  physician  who  desires  effective  treatment  at  a rea- 
sonable cost  to  the  patient. 

ISk  HEMATINIC  PLASTULES  PLAIN 

Suggested  dosage — 1 T.l.  D.  after  meals, 
or 

HEMATINIC  PLASTULES  with  LIVER  CONCENTRATE 

Suggested  dosage — 2 T.  I.  D.  after  meals. 

BOTTLES  OF  50  AND  100 


THE  BOVININE  COMPANY 


8134  McCORMICK  BOULEVARD 

_ 


• CHICAGO,  ILLINOIS 
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DEEP  PENETRATION  EQUAL  TO 
MILD  DIATHERMIA 


F.  D.  A.  PHENOL  COEFFICIENT  10  Th 

The  irritating 

offers  high  germicidal  potency  S £5 Jr 

with  virtual  freedom  from  toxicity  Applicable 

wherever  heat 
is  needed 

Used  in  Cornell 
University,  Uni- 
versity of  Michi- 
gan, University 
of  Detroit,  Butler 
University,  and 
many  other  hos- 
pitals and  colleges. 

I tiquirc  oj  your 
mcdtca  supply 
house  or  write 
direct  to  us. 


SUM 

RAY  LAMP 


A New  Filtered  Inira-red 
hay — the  first  and  only 
95%  infra-red  ray  lamp 
produced.  Does  not  burn, 
blister  or  discolor.  Treat 
long  as  tour  uours. 


Among  the  important  uses  of  Amphyl  are: 

1.  Cold  disinfection  of  instruments  and 
appliances. 

2.  As  an  adjunct  in  heat  sterilization  of 
instruments. 

3.  General  disinfection  of  premises. 

4.  Wet  dressings. 

5.  Irrigations  of  wounds  and  body  cavities. 

One  of  the  great  virtues  of  Amphyl  is  its  non-specific 
germicidal  character— its  potency  against  a wide  variety 
of  pathogenic  organisms  and  fungi.  In  contrast  to  this, 
some  other  disinfectants  are  active  against  certain  bac- 
teria and  less  active  (or  practically  inactive)  against 
others. 

Amphyl  is  very  economical  because  it  permits  dilution 
with  water  to  a considerable  degree.  For  example, 
5 fluidrachms  diluted  with  one  gallon  of  water  makes 
one  gallon  of  0.5%  solution,  which  is  an  adequate  germi- 
cidal solution  for  many  purposes. 

Amphyl  is  the  result  of  years  of  scientific  research  by 
the  laboratories  of  Lehn  & Fink  Products  Corporation. 

Amphyl  owes  its  germicidal  efficiency  to  a combina- 
tion of  certain  alkyl  and  halogen  phenol  derivatives 
(p-chloro-symm.  m-dimethyl  hydroxybenzene,  p-tert. 
amyl  hydroxybenzene)  of  synthetic  origin  and  of  a high 
degree  of  purity. 

A monograph  on  Amphyl  for  the  Medical 
and  Dental  professions,  together  with  a sam- 
ple sufficient  to  permit  a practical  test,  will 
be  sent  to  any  physician  on  request.  Address 
Lehn  & Fink  Products  Corporation,  Bloom- 
field, New  Jersey. 

Copr.  1941  by  Lehn  & Fink  Products  Corp. 


SUM  PRODUCTS  CO. 

14408  Grand  River  Detroit,  Michigan 


INAUGURATE 

“ NEW  YORK'S 


i4U  , f is* 


ERE  is  an  inaugural  ceremony  for 
you  personally  to  arrange  ! On  your 
next  trip  to  this  city  just  check  in  at 
The  Lexington  and  you’ll  find  “New 
York’s  Friendly  Hotel’  ready  to  take 
an  oath  to  provide  personalized  service  at  all 
times  during  1941  and  for  so  long  a term 
as  you  desire.  And  remember,  that  applies 
whether  you  take  a minimum-rate  §4  room  or 
a de  luxe  suite ! When  may  we  expect  you  ? 

fexfaafcm 

LEXINGTON  AVE.  at  48th  ST.,  NEW  YORK 
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IN  MAINTAINING  A WELL-BALANCED  RATION 
FOR  THE  LIQUID  DIET- 


HORLICK’S 


IS  BENEFICIAL 


EVERY  physician  constantly 
meets  this  problem.  How  to 
arrive  at  sound  balanced  basic 
nutrition  for  patients  on  a liquid 
diet.  Horlick’s  Malted  Milk  is 
an  ideal  food  drink  in  such  cases. 

Horlick’s  contributes  an  excellent 
balance  between  biologically  complete 
protein,  butter  fat  and  pre-digested 
carbohydrates.  Horlick's  with  water 
has  a nil  curd  tension,  with  milk  it  pro- 
duces a soft  curd.  When  Horlick’s 
Malted  Milk  is  mixed  with  fluid  milk, 
all  three  properties  closely  approxi- 
mate the  optimum  as  shown  by  this 
table: 


Percent  Calorie  Distribution 

HORLICK’S 

MILK 

PROTEIN 

FAT 

CARBOHYDRATE 

V2  oz. 

IV2  fid.  oz. 

19.3 

40.8 

39.9 

1 oz. 

IV2  fld.  oz. 

18.4 

35.9 

45.6 

IV2  oz: 

7V2  fld.  oz. 

18.0 

32.8 

49.2 

Whether  you  are  prescribing  liquid 
diet  for  convalescence  . . . post-oper- 
ative . . . senescence  ...  or  digestive 
disturbances — you  can  rely  on  Horlick’s 
to  help  maintain  a well-balanced,  low- 
residue  ration. 


HORLICK’S  MALTED  MILK  CORPORATION 


RACINE 


WISCONSIN 
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Prolonged  Vasod.lat.on 

in  Essential  Hypertension 
and  Angina  Pectoris 


THE  SUPERIORITY  of  Maxitate 
lies  in  the  fact  that  its  action 
persists  longer  than  any  other  vaso- 
dilator of  the  nitrite  group.  With 
proper  regulation  of  dosage  the  initial 
period  of  vasodilation,  5-6  hours,  may 
be  prolonged  considerably.  The  action 
of  Maxitate  is  beneficial  to  patients 
because  there  is  no  sudden  reduction 
of  pressure  with  accompanying  ill 
effects;  instead  the  action  is  gradual. 


Write  For  Folder 
No.  8 

R.  J.  STRASENBURGH  CO. 

Since  1886 

Rochester,  New  York 


maxitate] 


The  Longest  Acting 
‘Vasodilator  of  the 


I Nitrite  Group  | 


BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERiBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


Grapefruit 
and  the  Winter  Diet 


Ouring  the  cold  months  the  average 
American  diet  tends  toward  fats  and 
carbohydrates  in  larger  quantities,  with 
a corresponding  decrease  in  fresh  fruits 
and  green  vegetables. 

Thus,  during  these  months,  the  impor- 
tance of  citrus  in  the  diet  becomes  even 
more  marked. 

Grapefruit  and  grapefruit  juice  are 
prime  sources  of  Vitamin  C,  and  good 
sources  of  thiamin  and  riboflavin.  They 
help  the  body  assimilate  more  of  the  cal- 
cium supplied  in  other  foods. 

Fresh  grapefruit  is  one  of  the  least 


costly  sources  of  ascorbic  acid  (Vita- 
min C),  while  canned  juice  is  the  cheapest 
of  all,  with  the  sole  exception  of  cabbage. 

The  fresh,  tart  flavor  of  grapefruit 
pleases  most  people,  and  large  quantities 
of  it  can  be  taken  without  cloying  the 
appetite. 

Members  of  the  medical  profession  de- 
siring a complete  and  authoritative  trea- 
tise on  the  health  benefits  of  grapefruit 
are  invited  to  use  the  coupon  for  a com- 
plimentary copy  of  the  recent  publication 
of  the  Florida  Citrus  Commission,  en- 
titled “Citrus  Fruits  and  Health.” 

Florida  Citrus  Commission 
State  of  Florida 


Florida  Citrus  Commission  Dept.  32-E 

Lakeland,  Florida 
Gentlemen : 

Please  send  me  your  book,  CITRUS  FRUITS 
AND  HEALTH. 

Name 

Address. 

City State 

Prof essi  on . 
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As  the  physician  or  surgeon  builds  up,  or  adds  to  his  store  of  knowledge  and  ex- 
perience, his  value  and  standing  in  his  profession  is  enhanced  accordingly.  These 
qualifications  are  desirable  also  in  the  making  and  fitting  of  surgical  appliances. 


T-.OSS 


The  POMEROY  Frame  Truss  embodies  the  knowledge  and  experience  of  seventy  years . 
Its  time-proven  effectiveness  in  retaining  herniae  through  passive  resistance,  rather  than 
through  active  pressure,  has  won  the  recognition  and  approbation  of  countless 
physicians  through  three  generations. 

There  is  no  guarantee  of  truss  satisfaction  greater  than  the  combination  of  POMEROY 
skill  and  experience  as  exemplified  in  the  POMEROY  FRAME  TRUSS. 


Pome/uuf 


16  EAST  42ND  STREET,  NEW  YORK  208  LIVINGSTON  STREET,  BROOKLYN 

BOSTON  • SPRINGFIELD  • NEWARK  • DETROIT  • WILKES-BARRE 


THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Telephone  MO  4-6455  NEW  YORK.  N.  Y. 

r N.y.SJr.1 


OR  safety  and  reliability  use  composite  Radon  seeds  in  your 
cases  requiring  interstitial  radiation.  The  Composite  Radon 
Seed  is  the  only  type  of  metal  Radon  Seed  having  smooth, 
round,  non-cutting  ends.  In  this  type  of  seed,  illustrated 
here  highly  magnified.  Radon  is  under  gas-tight,  leak-proof 
seal.  Composite  Platinum  (or  Gold)  Radon  Seeds  and 
loading-slot  instruments  for  their  implantation  are  available 
to  you  exclusively  through  us.  Inquire  and  order  by  mail, 
or  preferably  by  telegraph,  reversing  charges. 
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It’s  professional  to  let  your  taste 
prescribe  the  Scotch  of  its  own 
choosing . . . fine-flavoured  Johnnie 
Walker.  For  there’s  no  finer  whisky 
than  Scotch  and  Johnnie  Walker 
is  Scotch  at  its  smooth,  mellow  best. 


ITS  SENSIBLE  TO  STICK  WITH 

Johnnie 

\Yalker 

BLENDED  SCOTCH  WHISKY 


CANADA  DRY  GINGER  ALE,  INC.,  NEW  YORK,  N.  Y. 


SOLE  IMPORTER 


HYCLORITE 

* ANTISEPTIC 


For  irrigating,  swabbing,  and 
dressing  infected  cases  wherever 
an  antiseptic  is  needed. 

For  Hand  and  Skin  Sterilization 
To  Make  a Dakin’s  Solution 
of  Correct  Hypochlorite 
Strength  and  Alkalinity. 
NON-POISONOUS  Practically  NON-IRRITATING 
Comprehensive  literature  on  request 

BETHLEHEM  LABORATORIES 


Accepted  by  the  Council  on 
Pharmacy  and  Chemistry 
of  the  American  Medical 
Association  (N.  N.  R.) 


INCORPORATED 


300  Century  Building 


Pittsburgh,  Pa. 


MILITARY  DUTY 


An  ethical,  sound  plan  for  the  orderly 
liquidation  of  bills  due  you  for  profes- 
sional services  contracted  prior  to  your 
call  to  military  duty. 

Send  card  or  prescription  blank  for  details. 


CRANE  DISCOUNT  CORPORATION 

“A  Bonded  Institution" 

230  W.  41st  St..  New  York  City 


in  price, 
quality. 


AND 

efficiency 


THE  IMPROVED  OTOSCOPE 


Streamlined  design  — in  walnut  case,  complete  with  3 specula,  medium 
battery  handle,  extra  lamp  — now  at  the  lowest  price  on  the  market. 
KARA  SURGICAL  SUPPLY  CO. 

5 EAST  GUN  HILL  RD.,  BRONX,  N.  Y.,  OLINVILLE  2-2810 


New  York  State  Champagne 
and  fine  still  wines 


When  a patient  requires  a superior  champagne  or 
a fine  wine  during  convalescence,  specify  "Great 
Western." 


Most  good  stores  sell  genuine  "Great  Western." 

Pleasant  Valley  Wine  Co. 

Established  1 860  - - Rheims,  N.  y. 
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Where  the  Natural  Mineral  Waters 
of  Saratoga  Spa  differ  from 

Artificial  Mineral  Waters 


The  minerals  are  present  in  complex  combinations  im 
possible  of  laboratory  duplication. 


The  natural  carbonation  and  mineralization  of  the  Sara- 
toga Waters  take  place  under  conditions  of  pressure, 
temperature  and  duration  which  are  only  possible  with 
Mother  Nature,  and  with  Saratoga  Spa. 


The  great  quantities  of  C02  allow  for  the  ingestion  of 
many  of  the  mineral  elements  in  a form  which  favors  their 
rapid  absorption  and  utilization  in  the  body.  This  is 
particularly  true  of  iron. 


The  labile  form  of  the  salts  in  solution  is  demonstrated  by 
the  fact  that  they  undergo  change  upon  evaporation  in  the 
air,  and  become  in  part  insoluble. 


That  is  why  the  State  bottles  them  by  special  processes  which 
prevent  all  contact  with  air — and  makes  them  available  with 
the  catalytic  quality  of  the  waters  protected 
until  the  bottle  is  uncapped  for  use. 


5©gg/& 


THE  BOTTLED  WATERS  OF 


am 


THE  NATURAL  MINERAL  WATERS  OF  SARATOGA  SPA  ARE 
OWNED  AND  BOTTLED  BY  W THE  STATE  OF  NEW  YORK 


For  further  commentary  on  the 
Waters  and  the  indications  for 
their  use,  see  Spa  Publication 
No.  9 of  which  copies  will  be 
sent  on  request.  Address  your 
inquiry  to  W.  S.  McClellan, 
M.D.,  Medical  Director,  Sara- 
toga Spa,  155  Saratoga 
Springs,  N.  Y. 


iEYSER  • HI  AT  HORN  • 
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• Petrolagar  Plain,  is  a bland  emulsion  of  high  grade 
mineral  oil.  It  helps  to  soften  the  feces  and  promotes 
the  formation  of  an  easily  passed  stool. 

Petrolagar  Plain  helps  maintain  regular  bowel  move- 
ment without  the  use  of  harsh  laxatives. 


Suggested  dosage: 

Adults — Tablespoonful  morning  and  night  as  required 
Children — Teaspoonful  once  or  twice  daily  as  required 


sf: Petrolagar — The  trademark  of  Petrolagar  Laboratories,  Inc., 
brand  emulsion  of  mineral  oil  ...  Liquid  petrolatum  65  cc. 
emulsified  i vith  0.4  gm.  agar  in  menstruum  to  make  100  cc. 


Petrolagar  Laboratories,  Inc.  • 8134  McCormick  Boulevard 

c« at -VTTTTAr  vrvmr  om  x m-r*  TATmunr  /~\r?  \ rr^T^T/^Tvrr* 


Chicago, 


IllillO 
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Editorial 

As  a Matter  of  Fact 


In  the  New  York  Times  of  December  17, 
1940,  Mrs.  Roosevelt  is  reported  to  have 
said  that  the  rejection  of  men  physically 
not  fitted  for  military  service  would  “give 
impetus  to  the  movement  for  a compre- 
hensive and  nationwide  health  program. 
The  discovery  of  the  need  is  the  first  step 

toward  creating  a demand the  rejection 

of  men  for  service  dramatizes  the  need .”* 

A nationwide  health  program,  com- 
prehensive, well  considered  and  planned, 
devoid  of  political  considerations,  based 
on  demonstrable  need  and  adjusted  to  the 
ability  of  the  people  to  pay  for  it,  would  un- 
questionably have  the  support  of  the 
medical  profession.  Speaking  through- 
out the  Nation  in  1940  Dr.  Nathan  B. 
Van  Etten,  president  of  the  A.M.A.,  has 
said  and  reiterated:  “In  advocating  a 
new  health  program,  I believe  that  a Na- 
tional Department  of  Health  with  a 
Secretary  of  Health  in  the  cabinet  is  as 
important  as  a War  Department  with  a 
Secretary  of  War. 

“Defense  against  disease  is  as  important 

as  defense  against  a military  enemy ” 

On  the  need  for  a new  health  program 
there  is  general  agreement,  and  this 
Journal  advocates  it  and  will  support 
such  a movement  to  the  limit  of  its  ability 
and  influence.  Mrs.  Roosevelt  says: 

“ The  discovery  of  the  need  is  the  first 

step  toward  creating  a demand ”* 

With  this  idea  we  can  agree.  But  we 
must  insist  that  such  evidence  as  is  ad- 

*  Italics  ours. — Editor 


duced  in  support  of  the  need  be  factual. 
If  Mrs.  Roosevelt  will  base  her  discovery 
of  the  need  on  Dr.  Van  Etten’s  statement: 
“ Our  mental  unfitness  is  revealed  by  500,- 
000  hospital  beds  occupied  by  the  insti- 
tutionalized insane.  Our  physical  unfit- 
ness by  a half  million  active  syphilitics,” 
her  discovery  will  be  solidly  based  on  fact. 

But  as  to  the  statement:  11  the  rejection 
of  men  for  service  dramatizes  the  need”  we 

can  concede  only  that  it  is dramatic. 

For,  on  December  17,  1940,  Colonel  Mc- 
Dermott, director  of  the  Selective  Service 
in  New  York  City,  released  to  the  press 
an  analysis  of  the  causes  for  rejections 
compiled  by  the  Medical  Division  which 
gives  the  details  of  the  medical  causes  for 
rejection  by  120  local  boards  and  the  local 
induction  centers.  This  sampling  of  regis- 
trants comprised  1,643  men  of  whom  1,213 
were  accepted  for  full  military  duty. 
There  were  430  rejected  as  disqualified  for 
full  military  duty  or  designated  for  limited 
duty  only.  For  the  information  of  our 
readers  we  publish  herewith  the  causes  for 
rejection  of  the  430  men: 


Causes  for  Rejections 

Primary 

Secondary 

Underweight 

26 

17 

Overweight 

11 

12 

Deficient  height 

2 

1 

Poor  chest  expansion 

0 

5 

Defective  vision 

74 

32 

Chronic  otitis  media 

19 

4 

Impaired  hearing 

4 

9 

Nasal  defects 

3 

5 

Infected  tonsils 

0 

3 

Speech  defect 

0 

5 

Insufficient  teeth 

88 

20 

105 
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Causes  for  Rejections  Primary  Secondary 


Disease  of  gums 

4 

1 

Deformity  of  jaw 

1 

0 

Rheumatic  heart  disease 

15 

2 

Valvular  heart  disease 

30 

7 

Myocarditis 

1 

2 

Hypertension 

8 

21 

Tachycardia 

3 

12 

Congenital  heart  disease 

2 

1 

Hypotension 

0 

1 

Enlarged  heart 

3 

9 

Systolic  heart  murmur 

3 

6 

Angina  pectoris 

1 

0 

Hernia 

16 

9 

Peptic  ulcer 

3 

1 

Hemorrhoids 

0 

10 

Pilonidal  sinus 

1 

1 

Varicocele 

4 

6 

Hydrocele 

0 

3 

Disease  of  skin 

1 

1 

Deformity  of  head 

1 

0 

Deformity  of  spine 

4 

12 

Loss  of  limb 

4 

0 

Loss  of  toe  or  finger 

1 

1 

Paralysis  of  limb 

18 

3 

Defective  joint 

5 

1 

Deformity  of  limb 

10 

5 

Varicose  veins 

2 

7 

Flat  feet 

1 

16 

Osteomyelitis 

2 

0 

Hammer  toe 

0 

1 

Pulmonary  tuberculosis 

15 

0 

Chronic  bronchitis 

2 

1 

Bronchial  asthma 

1 

0 

Pleurisy 

1 

0 

Spontaneous  pneumothorax 

1 

0 

Hemoptysis 

0 

1 

Deformity  of  chest 

0 

3 

Undescended  testicle 

2 

1 

Syphilis 

6 

90 

(Positive 

Wasser- 

mann) 

Doubtful  Wassermann 

0 

26 

Gonorrhea 

0 

1 

Albumin  in  urine 

0 

2 

We  shall  draw  no  conclusions  from  this 
sampling;  we  present  it  merely  in  evi- 
dence, marked  Exhibit  A,  for  study.  As 
a guide,  let  us  ask : 

1.  Does  this  sampling  even  remotely 
suggest  any  great  need  for  a health  pro- 
gram? 

2.  In  the  judgment  of  any  competent 
physician  do  the  rejections  by  cause  indi- 
cate that  more  than  a very  small  percent- 
age of  the  defects  could  have  been  pre- 
vented by  previous  medical  care  or  atten- 
tion? 

3.  Are  not  the  majority  of  the  rejec- 
tions due  to  causes  beyond  the  help  ol 
medical  care?  Are  they  not  of  a kind 
which  even  the  most  extensive  health 
program  could  not  obviate? 

If  statistics  as  they  become  available 
from  the  rest  of  the  Nation  parallel  this 
regional  sampling,  even  the  most  expert 
dramatists  will  apparently  be  able  to  find 
little  material  for  their  art  in  the  rejection 
of  men  as  unsuited  for  military  service. 
However,  as  they  wait  for  further  reports 
from  Selective  Service  headquarters,  may 
we  call  their  attention  again  to  the  500,000 
hospital  beds  occupied  by  the  institution- 
alized insane  and  the  half-million  people 
suffering  from  active  syphilis  mentioned 
by  Dr.  Van  Etten?  Surely  here  is  stark 
tragedy  enough  to  dramatize  the  need  for 
an  effective  national  health  program 
without  going  further  afield,  but,  if  go 
they  must,  then  how  about  the  insane 
who  are  not  institutionalized?  Or,  are 
there  none  here? 


Physical  Education 


Medicine  has  a lively  interest  in  the 
subject  of  physical  education.  In  the 
State  of  New  York,  physical  instruction  in 
the  public  school  system  is  a function  of 
the  State  Department  of  Education  of 
which  a special  division  is  responsible  for 
its  administration.  Instruction  is  given 
in  all  the  local  schools  to  all  the  children 
of  the  various  school  districts  who  are  not 
disqualified  to  receive  it.  Presumably 
there  is  a statewide  program  promulgated 


by  the  Department  based  on  a rational 
philosophy  and  founded  in  the  need  of 
American  youth  for  physical  instruction. 

What  is  the  program?  How  broad  is 
it?  What  are  its  objectives?  A goodly 
number  of  physical  instructors  are  work- 
ing daily  in  a vast  number  of  schools 
throughout  the  state  to  help  prepare  a 
great  number  of  children  for  something. 
For  what?  For  an  adult  life  to  be  spent 
largely  in  riding  comfortably  in  motor 
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vehicles,  airplanes,  trains,  and  busses? 
For  an  adult  life  otherwise  devoted  to 
operating  machine  tools,  typewriters,  fil- 
ing systems,  dictaphones,  or  Diesels?  For 
adult  evenings  playing  bridge,  going  to 
the  moving  pictures,  drinking  at  bars,  or 
dancing  on  floors  so  crowded  as  to  make  a 
subway  guard  blush?  Or  perhaps  for 
Army  or  Navy  life? 

Our  system  of  American  education  in 
general  has  been  and  possibly  still  is  based 
largely  on  the  phi  osophy  of  success.  Ac- 
cording to  Dr.  E.  N.  Ferris  “it  covers  the 
ground  without  cultivating  anything  in 
it.”  What  does  it  contribute  toward 
making  life  endurable,  even  enjoyable,  for 
those  who  consider  themselves  or  are  con- 
sidered by  others  as  failures?  Dr.  Carrel 
and  many  thinking  psychologists  empha- 
size the  fact  that  mere  muscular  efficiency 
is  inadequate  to  living.  How  then  is  the 
system  of  physical  education  in  our  public 


schools  to  be  integrated  with  the  other 
factors — mental,  spiritual,  and  recrea- 
tional? By  an  expansion  and  broaden- 
ing of  the  program  of  physical  education? 
Perhaps  Dr.  Ehrlanger  of  Columbia  Uni- 
versity might  have  something  to  con- 
tribute to  a discussion  of  this  na- 
ture. 

The  national  emergency  is  forcing  upon 
us  the  necessity  for  serious  discussion  of 
objectives.  A national  health  program  is 
at  least  in  contemplation.  In  such  a pro- 
gram, the  physical  educators  of  the  various 
states  will  play  a conspicuous  part  as  will 
the  physicians  of  the  Nation.  Is  it  not 
time  for  both  these  groups  to  define  more 
clearly  the  objectives  and  methods  by 
which  the  national  interest  will  be  more 
effectively  served  and  the  individual  be 
educated  by  a curriculum  which  not  only 
covers  the  ground  but  which  also  culti- 
vates something  in  it? 


Home  Sweet  Home 


One  by  one  our  old-fashioned,  cher- 
ished illusions  fall  like  thin  slices  of  bo- 
loney before  the  keenly  cutting  edge  of 
factual  research.  Home  and  mother! 
To  how  many  childish  minds  have  these 
words  conjured  up  a picture  of  safety,  se- 
curity, comfort?  Yes,  and  to  how  many 
adult  imaginations,  parched  by  desert 
heat,  lost  in  dread  jungles,  lonely  in 
countless  cruel,  throbbing  cities,  or  parked 
against  some  sordid,  tear-splashed  bar 
have  they  brought  a nostalgic,  sentimen- 
tal comfort?  Possibly  even  to  you, 
gentle  reader,  but  not  to  the  United 
States  Public  Health  Service. 

“More  than  23,000  deaths  occur  an- 
nually as  a result  of  accidents  in  the  house, 
or  nearly  2 per  cent  of  all  deaths  in  the 
United  States  and  23  per  cent  of  acciden- 
tal deaths  (all  places  of  occurrence). 
Although  outranked  by  certain  major 
causes  of  death,  home  accidents  are  the 
cause  of  more  deaths  than  diphtheria, 
scarlet  fever,  whooping  cough,  and 
measles  combined;  of  more  than  appen- 
dicitis; of  nearly  as  many  deaths  as  dia- 
betes; of  over  two-thirds  as  many  deaths 


as  automobile  accidents;  and  of  over  a 
third  as  many  deaths  as  tuberculosis; 
a large  proportion  of  these  home  ac- 
cidents occurred  among  children  and  . . . 
adults  in  the  most  productive  ages ; . . . . 
many  of  the  persons  surveyed  had  per- 
manent orthopedic  impairments  or  were 
blind  as  a result;  ....  housewives  them- 
selves sustain  one-third  of  all  serious  home 
accidents.”* 

Here  is  a problem  of  major  seriousness, 
the  gravity  of  which,  it  seems  to  us,  has 
not  been  recognized  by  physicians.  We 
urge  our  readers  to  study  the  entire  re- 
port carefully,  especially  the  tables  show- 
ing the  accident  rate  in  relation  to  income 
levels.  There  is  here  a severe  indictment 
of  housing  conditions  with  appalling- 
conclusions  to  be  drawn.  It  is  inevitable 
that  with  the  speed-up  of  industry  the 
industrial  accident  toll  should  rise  sharply. 
There  is  a means,  however,  of  combating 
this  rise  in  the  established  safety-first 
campaigns — by  education  and  factory 
safety  inspection.  No  such  programs 

* Accidents  in  the  Urban  Home  as  recorded  in  the 
National  Health  Survey:  Pub.  Health  Rep.  55:  No.  45, 
pp.  2083-2084. 
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exist  to  our  knowledge  by  which  accident- 
prevention  in  the  home  is  being  publi- 
cized. Why  should  such  a campaign  not 
be  undertaken? 

Here  is  a fertile  field  for  the  exercise  of 
the  radio  mandate  by  the  Society. 


There  are  few  homes  to  which  the  radio 
does  not  permeate.  It  seems  to  us  that 
the  opportunity  is  open  for  good,  dra- 
matic presentation  of  this  material 
under  the  sponsorship  of  the  profes- 
sion. 


Stilbestrol  in  a Sex  Offender 


It  seems  premature  to  comment  upon  the 
action  of  an  estrogenic  substance  which  is  still 
under  investigation  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical 
Association.  However,  the  publication  of 
Dunn* 1  in  a recent  issue  of  the  J.A.M.A.  is 
worthy  of  comment. 

Others  have  recorded  the  action  of  stil- 
bestrol on  gynecomastia,  on  the  fiver,  and  on 
several  phases  of  the  menstrual  cycle.  Un- 
toward symptoms  have  been  reported,  notably 
gastric  distress,  lassitude,  headache,  and  skin 
eruptions. 

Dunn  treated  with  stilbestrol  a male  sexual 
criminal  who  was  sentenced  to  prison  for  re- 
peated offenses  against  minor  females.  Ex- 
amination of  this  individual  showed  a high 
urinary  secretion  of  testicular  hormone  and  the 
gonadotropic  factor.  This  excluded  the  cen- 

1 Dunn,  C.  W.:  J.A.M.A.  115:  2263  (Dec.  28)  1940. 


tral  nervous  system  as  the  exciting  cause. 
Physical  examination  revealed  an  oversized 
penis  and  testes. 

Upon  administration  of  5 mg.  of  stil- 
bestrol daily  until  a total  of  480  mg.  was 
taken  over  a period  of  ninety-six  days,  a sensi- 
tiveness in  both  nipples  and  a lump  in  each 
breast  were  evident.  This  enlargement  of  the 
breast  corresponded  to  the  development  pro- 
duced in  young  females  who  had  taken  stil- 
bestrol. Of  greater  moment  is  the  therapeutic 
effect  which  the  author  achieved.  The  penis 
and  testes  were  reduced  in  size  by  one  third. 
“The  patient  states  that  there  is  an  absence  of 
libido  and  that  masturbation  does  not  produce 
an  ejaculation  of  seminal  fluid.”  This  altera- 
tion from  a criminal  hypersexual  to  what,  for 
this  individual,  might  be  considered  a hypo- 
sexual  state  by  the  use  of  stilbestrol,  is  a 
valuable  contribution  to  forensic  medicine. 


Psychic  Esophageal  Spasm 


The  somatic  responses  to  emotional  upsets 
are  indeed  varied.  More  and  more,  we  are  be- 
ginning to  realize  that  psychic  factors  can  ac- 
count for  a multitude  of  symptoms  that  ordi- 
narily are  attributed  to  organic  disorders.  In 
a previous  issue  of  the  Journal,1  we  alluded 
to  the  work  of  Stokes,  Beerman,  and  Ingra- 
ham2 concerning  the  psychoneurogenic  com- 
ponent in  the  allergic  states.  Faulkner3  has 
visualized  bronchoscopically  alternate  widen- 
ing and  contraction  of  the  bronchi  in  response 
to  suggestion. 

By  further  study,  Faulkner  has  shown  that 
alterations  in  the  functional  activity  and 
anatomic  status  of  the  esophagus  can  be 
brought  about  through  suggestions  that  call 
for  such  emotional  response  as  grief,  anxiety, 
fear,  and  anger.  Conversely,  these  spastic 
phenomena  can  be  relieved  by  inducing  emo- 
tions of  happiness,  enthusiasm,  and  security. 

1 N.  Y.  State  J.  Med.  40:  1764  (Dec.  15)  1940. 

1 Stokes,  J.  H.,  Beerman,  H.,  and  Ingraham,  N.  R.: 
Am.  J.  M.  Sc.  200:  560  (Oct.)  1940. 

* Faulkner,  Jr.,  W.  B.:  Am.  J.  M.  Sc.  200:  796  (Dec.) 

1940. 


He  has  studied  13  cases,  all  of  which  were 
referred  for  esophagoscopy  because  of  symp- 
toms referable  to  interference  in  swallowing  or 
to  recurrent  vomiting  of  blood.  He  distin- 
guishes five  groups,  none  of  which  is  clearly 
separable  from  the  others.  In  all  of  them, 
spasm  could  be  either  aggravated  or  relieved 
depending  upon  the  type  of  emotion  aroused. 
All  the  patients  experienced  a sense  of  insecur- 
ity or  impending  danger,  either  religious,  so- 
cial, marital,  or  financial.  The  esophageal 
spasm  stands  in  direct  relationship  to  the  in- 
tensity of  the  psychic  problem.  That  this  re- 
flex phenomenon  is  due  to  psychic  factors  is 
shown  by  the  fact  that  problems  which  are  of 
no  vital  interest  to  the  subject  will  elicit  no 
esophageal  reflex. 

The  work  of  Faulkner  indicates  the  neces- 
sity for  detailed  study  by  esophagoscopy  of  all 
cases  wherein  a dysfunction  of  this  structure  is 
evident.  While  strictures,  ulcers,  malig- 
nancies, and  foreign  bodies  are  the  common 
causes  of  dysphagia  it  must  be  borne  in  mind 
that  psychic  episodes  may  produce  similar 
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clinical  pictures.  Undoubtedly,  other  viscera 
are  subject  to  similar  emotional  stim- 
uli. 

Where  sedatives  and  antispasmodics  such  as 
atropine  bring  no  relief,  medicinal  therapy  will 


merely  prolong  the  identification  of  the  etio- 
logic  factor  responsible  for  the  esophageal 
disturbance.  Esophagoscopy,  skillfully  per- 
formed, differentiates  the  organic  from  the 
inorganic  lesions. 


Correspondence 


The  Connecticut  State  Medical  Journal 
54  Church  Street,  Hartford,  Connecticut 


December  3,  1940 

To  the  Editor: 

Your  editorial,  “Coals  to  Newcastle,”  hit  the  bull’s  eye  all  right.  Let  me  tell  you  how  much  I 
appreciate  your  complimentary  remarks  on  our  Medical  Preparedness  Number.  When  I finished 
with  the  dummy  and  had  everything  put  to  bed  that  belonged  in  it  I felt  that  it  was  rather  a poor 
job,  not  nearly  as  good  a one  as  I had  hoped  to  turn  out.  Several  of  our  prospective  writers  for  that 
number,  however,  did  not  come  across  for  one  reason  and  another. 

About  the  question  of  insurance  for  the  doctor  during  wartime,  or,  in  fact,  during  the  present  peace- 
time training.  I was  really  quite  concerned  with  your  comments  on  the  subject  as  they  seemed  too 
misleading  to  allow  to  go.  Many  other  State  Journals  have  picked  up  your  editorial  and  copied  it. 
I hope  in  the  January  number  to  have  the  benefit  of  our  insurance  talent  in  this  city  expressed  in  no 
uncertain  terms  so  that  the  matter  may  be  clarified.  In  all  this  I have  only  the  greatest  respect  for 
you  and  the  way  you  are  carrying  on  in  a position  that  I know  is  anything  but  easy. 

Just  by  way  of  a little  comeback  and  to  remind  you  that  other  printers  sometimes  forget  their  quota- 
tion marks  I submit  the  following: 


C.S.M.J.  4:  399 

We  learn  from  the  Journal  of  the  South  Caro- 
lina Medical  Association  that  there  are  many 
small  communities  in  that  State  interested  in 
finding  good  doctors  who  will  locate  in  their 
midst.  For  the  past  two  years  the  requests  have 
been  extremely  urgent  and  only  recently  it  was 
noted  that  the  South  Carolina  Medical  Journal 
carried  an  advertisement  announcing  a field 
open  to  a young  physician  “who  had  had  and  is 
inclined  toward  surgical  experience.”  This 
opportunity  may  appeal  to  one  who  dislikes  the 
rugged  New  England  winters.  South  Carolina  is 
making  rapid  strides  in  scientific  medicine 

Best  regards. 


N.Y.S.J.M.  40:  1585 

The  Journal  of  the  South  Carolina  Medical 
Association  reports  that  there  are  many  small 
communities  in  that  State  interested  in  finding 
good  doctors  who  will  locate  there.  For  the 
past  two  years  the  requests  have  been  extremely 
urgent,  and  only  recently  the  South  Carolina 
Medical  Journal  carried  an  advertisement  an- 
nouncing a field  open  to  a young  physician  “who 
had  had  and  is  inclined  toward  surgical  experi- 
ence.” This  opportunity  may  appeal  to  one  who 
dislikes  the  rugged  northern  winters.  South 
Carolina  is  making  rapid  strides  in  scientific 
medicine. 


Your  Journal  has  improved  100  per  cent  since  the  reorganization. 

Sincerely  yours, 

Stanley  B.  Weld,  M.D.,  Editor 


1941  ANNUAL  MEETING 

Attention  is  called  to  the  change  in  dates  for  the  1941  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New  York.  It  will  be — and  this  is 
final — on  April  28,  29,  30,  and  May  1,  in  Buffalo,  at  the  Hotel  Statler. 


Suggestions  for  Contributors 
to  the 

New  York  State  Journal  of  Medicine 


The  New  York  State  Journal  of 
Medicine  asks  its  contributors  to  follow 
the  suggestions  listed  below  in  the  prepa- 
ration of  their  articles.  In  this  way 
they  will  greatly  facilitate  the  expeditious 
publication  of  the  Journal.  These  sug- 
gestions have  been  devised  in  order  to 
save  correspondence,  avoid  return  of 
papers  for  changes,  minimize  the  work  of 
preparation  for  the  printer,  and  save  the 
high  costs  of  corrections  made  on  galley 
proof. 

Size  of  Articles. — It  is  earnestly  desired  that 
scientific  articles  shall  not  exceed  ten  Journal 
pages  at  the  outside.  Even  that  number  of 
pages  tends  to  lower  reader  interest.  An  average 
of  five  or  six  seems  to  be  the  most  desirable  from 
this  point  of  view.  Calculation  can  readily  be 
made  by  multiplying  the  number  of  double 
spaced  typewritten  manuscript  pages  by  the 
fraction  two-fifths. 

Manuscripts. — Papers  must  be  typewritten 
on  one  side  only  of  white  sheets  consecutively 
numbered,  and  be  double  spaced  with  one-inch 
margins.  They  should  be  prepared  with  great 
care  so  as  to  be  typographically  correct.  All 
headings,  titles,  subtitles,  and  subheadings 
should  be  typed  flush  with  the  left-hand  margin. 

Titles. — The  title  should  be  brief  and  typed  in 
capital  letters.  The  subtitle  can  be  longer  and 
should  be  typed  in  cap  and  lower  case  letters. 
Under  the  title,  or  subtitle,  if  there  is  one,  should 
appear  the  name  of  the  author  and  city  in  which 
he  lives. 

Subheadings. — Subheadings  should  be  in- 
serted by  the  author  at  appropriate  intervals. 

References. — It  is  the  unfailing  practice  of  the 
New  York  State  Journal  of  Medicine  to  use 
specific  “references”  rather  than  “bibliography.” 
There  should  appear  in  the  text  reference  num- 
bers, typed  above  and  to  the  right  of  the  word  to 
which  there  is  a reference.  A list,  consecutively 
numbered,  should  include  the  following  items. 

a.  Books — author’s  surname  followed  by 
initials;  title  of  book;  edition;  location 
and  name  of  publisher;  year  of  publica- 
tion; volume;  and  page  number.  Thus, 
Osier,  W. : Modem  Medicine,  ed.  3, 


Philadelphia,  Lea  & Febiger,  1927,  vol.  5. 
p.  57. 

b.  Periodicals — author’s  surname  followed  by 
initials;  name  of  periodical,  volume,  page, 
month  (day  if  necessary),  year  of  publica- 
tion. Thus,  Leahy,  Leon  J.:  New  York 
State  J.  Med.  40:  347  (Mar.  1)  1940. 

Note:  The  Journal  does  not  include  titles 
of  articles. 

Case  Reports. — Instead  of  abstracts  of  hos- 
pital histories,  authors  should  write  these  reports 
in  a narrative  style  with  properly  completed 
sentences.  All  unimportant  details  should  be 
deleted  with  such  general  negative  statements  as 
fit  the  case. 

Tables. — While  tables  are  very  useful  on 
lantern  slides  in  the  reading  of  papers,  they  fail 
of  this  purpose  to  a large  extent  in  the  printed 
page.  For  that  reason  it  is  urged  that  they  be 
incorporated  in  the  text. 

Illustrations. — These  should  be  kept  to  the 
minimum  necessary  to  make  clear  the  points  to 
be  registered  by  the  author.  In  some  instances 
they  are  imperative  to  proper  understanding,  in 
others  they  are  merely  picturesque. 

Where  illustrations  are  to  be  used  they  should 
accompany  manuscripts  and  each  should  always 
be  referred  to  in  the  text,  preferably  by  number. 
Drawings  or  graphs  should  not  be  larger  than 
12  X 16  inches,  and  must  be  made  with  jet  black 
India  ink  on  white  paper  or  tracing  cloth.  Do 
not  use  typewriter  for  lettering.  The  smallest 
lettering  on  8 X 10  inch  copy  should  be  no  less 
than  y4  inch  high.  Cross-section  paper  (white 
with  black  fines)  may  be  used,  but  should  not 
have  more  than  4 fines  per  inch.  If  finer  ruled 
paper  is  used,  the  major  division  fines  should  be 
drawn  in  with  black  ink,  omitting  the  finer 
divisions.  In  the  case  of  finely  ruled  paper,  only 
blue-fined  paper  can  be  accepted.  Lettering 
and  all  markings  must  be  large  enough  to  be 
readable  after  reduction.  Mail  rolled  or  flat. 
Photographs  should  have  clear  black  and  white 
contrasts  and  be  on  glossy  white  paper. 

Whenever  possible  “crop”  photographs,  i.e., 
mark  portion  that  can  be  excluded  when  repro- 
duced. Crop  marks  should  be  on  margin  of 
photographs — not  on  the  photographs. 

It  is  important  to  mark  the  top  of  the  illustra- 
tion on  the  back,  also  its  number  as  referred  to 
in  the  text,  thus,  Fig.  1,  2,  and  the  name  and 
address  of  the  author. 

Legends  should  be  typewritten  on  one  sheet  of 
paper  and  attached  to  the  illustrations. 


110 


SPECIFIC  TREATMENT  OF  PNEUMONIA 

With  Special  Reference  to  Chemotherapy  and  Antipneumococcus  Serum* * 

Edward  S.  Rogers,  M.D.,  Loudonville,  David  D.  Rutstein,  M.D.,  and 
Alexander  D.  Langmuir,  M.D.,  Albany,  New  York 


IT  IS  essential  for  the  physician  to  be  ac- 
quainted with  the  field  of  usefulness  and 
with  the  limitations  of  two  agents  in  the  spe- 
cific treatment  of  pneumonia  and  other  pneu- 
mococcic  infections.  These  are:  drugs  of  the 
sulfonamide  group  and  specific  antipneumo- 
coccus serums.  The  drugs  that  have  been  of 
greatest  value  in  the  treatment  of  such  infec- 
tions are  sulfapyridine  and  sulfathiazole. 

Even  though  the  use  of  chemotherapy  alone 
may  be  intended,  it  is  an  essential  of  good 
treatment  to  be  prepared  to  give  serum,  if 
necessary,  by  obtaining  sputum  for  typing 
and  blood  for  culture  before  drug  treatment  is 
begun.  If  severe  toxic  manifestations  necessi- 
tating interruption  of  drug  therapy  occur,  if 
the  patient  is  exhausted  from  nausea  or  vomit- 
ing, if  the  response  to  the  drug  is  not  satis- 
factory, or  if  it  is  impossible  to  secure  ade- 
quate intake  of  the  drug,  the  switch  to  serum 
therapy  can  then  be  made  with  a minimum  of 
delay. 

Chemotherapy 

Indications. — In  the  absence  of  definite  con- 
traindications, sulfapyridine  or  sulfathiazole 
should  be  given  to  every  case  of  pneumonia  as 
soon  as  the  diagnosis  has  been  established  and 
specimens  of  sputum  and  blood  have  been 
obtained  for  submission  to  a laboratory  for 
typing  and  culturing.  Drug  treatment  has  a 
particular  advantage  in  the  treatment  of  infec- 
tions in  which  multiple  pneumococcic  types 
occur  and  in  some  instances  in  which  mixed 
infections  of  pneumococci  and  other  micro- 
organisms are  found.  When  pneumococci 
cannot  be  obtained  on  careful  bacteriologic 
examination,  a therapeutic  test  with  either 
sulfapyridine  or  sulfathiazole  for  thirty-six  to 
forty-eight  hours  should  be  attempted.  If  no 
benefit  occurs,  drug  therapy  should  then  be 
discontinued. 

From  the  Bureau  of  Pneumonia  Control,  Division  of 
Communicable  Diseases,  New  York  State  Department 
of  Health,  Albany.  The  authors  are  particularly  in- 
debted for  the  suggestions  and  criticisms  of  the  following 
authorities  in  pneumonia:  Drs.  Jesse  G.  M.  Bullowa, 

Russell  L.  Cecil,  Lloyd  D.  Felton,  Maxwell  Finland, 
Colin  MacLeod,  and  Norman  Plummer. 

* Due  to  the  rapid  development  of  both  serum  and 
chemotherapy,  the  following  discussion  regarding  their 
relative  merits  must  be  considered  as  somewhat  tentative, 
and  changes  in  point  of  view  may  be  indicated  as  more 
information  becomes  available. 


At  present  there  is  insufficient  information 
to  establish  the  relative  superiority  of  sulfa- 
pyridine or  sulfathiazole.  While  they  appear 
to  have  equal  therapeutic  effect,  they  display 
characteristic  differences  which  usually  serve 
to  direct  their  choice  in  a given  case.  Al- 
though sulfanilamide  may  have  some  effect, 
especially  in  type  III  pneumococcic  pneu- 
monia, dramatic  response  to  its  use  such  as  is 
seen  with  sulfapyridine,  sulfathiazole,  or 
serum  is  rare.  Sulfanilamide  is  less  toxic  than 
the  other  drugs  and  might  be  recommended 
for  the  treatment  of  pneumonia  due  to  hemo- 
lytic streptococcus.  Although  the  hemolytic 
streptococcus  may  cause  pneumonia,  it  is  fre- 
quently found  in  normal  throats  or  in  the 
sputum  as  a contaminant.  Since  sulfapyri- 
dine is  equally  effective  in  the  treatment  of  in- 
fections with  hemolytic  streptococcus,  in 
general  it  is  preferable  not  to  use  sulfanilamide 
in  the  treatment  of  an  acute  pneumonic  infec- 
tion where  there  may  be  the  slightest  chance 
of  its  being  caused  by  the  pneumococcus. 
Pneumonias  due  to  Staphylococcus  aureus 
should  be  treated  with  sulfathiazole. 

Contraindications. — A history  of  serious 
toxic  reaction  to  any  of  the  drugs  of  the  sulfon- 
amide group  constitutes  a major  contraindica- 
tion to  the  use  of  sulfapyridine  and  sulfathi- 
azole. Chemotherapy  also  may  be  contra- 
indicated in  patients  with  renal  disease,  es- 
pecially in  the  presence  of  nitrogen  retention, 
in  patients  with  persistent  vomiting  or  in 
whom  pneumonia  develops  after  an  operation 
on  the  gastrointestinal  tract  where  vomiting 
might  be  dangerous,  or  in  those  with  hepatic 
disease.  These  contraindications  must  be 
considered  in  relation  to  the  severity  of  the  ill- 
ness and  the  effectiveness  of  the  alternate 
forms  of  therapy.  There  are  very  ill  patients 
for  whom  serum  therapy  either  is  not  available 
or  is  ineffective  and  in  whom  the  dangers  of  a 
drug  reaction  must  be  risked  in  order  to  at- 
tempt to  save  life.  Pre-existing  severe  anemia 
is  not  a contraindication,  provided  the  hemo- 
globin is  maintained  at  a safe  level  by  repeated 
small  transfusions. 

Dosage. — The  oral  dosage  of  both  sulfapyri- 
dine and  sulfathiazole  is  fairly  well  standard- 
ized— an  initial  dose  of  2 Gm.  for  the  average 
adult  repeated  in  four  hours  and  1 Gm.  every 
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four  hours  thereafter.*  Patients  receiving 
sulfathiazole  tend  to  have  lower  blood  levels 
of  the  drug  than  those  receiving  sulfapyridine, 
although  the  lower  level  of  the  former  seems  to 
be  equally  effective.  In  general,  sulfathiazole 
tends  to  become  acetylated  less  than  does 
sulfapyridine.  This  would  appear  to  be  an 
advantage  since  the  acetylated  form  of  either 
is  therapeutically  inactive. 

It  is  important  to  continue  the  administra- 
tion of  either  drug  for  thirty-six  to  forty-eight 
hours  following  apparent  recovery  by  crisis  or 
lysis.  Premature  cessation  of  drug  treatment 
may  be  followed  by  a recrudescence  following 
excretion  of  the  drug  through  the  kidneys. 
The  temptation  to  interrupt  drug  therapy  as 
soon  as  the  pulse  and  temperature  approach 
normal  levels  must  be  avoided,  as  fatalities 
that  might  have  been  prevented  occasionally 
occur  under  these  circumstances.  Since  pro- 
longed administration  of  small  amounts  of 
these  chemotherapeutic  agents  may  allow  the 
infecting  microorganism  to  become  drug  fast, 
termination  of  drug  treatment  should  be 
abrupt.  If  a recrudescence  of  the  infection 
occurs  following  interruption  of  therapy, 
treatment  should  be  resumed  with  a large  dose 
(4  Gm.). 

Most  patients  benefited  by  chemotherapy 
will  show  rapid  improvement.  Neither  drug 
should  be  continued  for  more  than  seventy- 
two  hours  in  the  absence  of  any  response,  as 
the  danger  of  toxic  reactions  rapidly  in- 
creases. If  an  obviously  favorable  response 
does  not  follow  eighteen  to  twenty-four  hours 
of  adequate  therapy  with  sulfapyridine  or 
twenty-four  to  thirty-six  hours  of  sulfathia- 
zole, it  is  not  likely  to  do  so.  Serum  therapy 
should  be  started  at  the  first  indication  that 
drug  treatment  alone  may  not  succeed, 
especially  in  the  presence  of  pneumococci  of 
types  I,  II,  IV,  V,  VII,  VIII,  or  XIV.  In  drug 
refractory  cases  of  other  pneumococcus  types, 
especially  when  such  types  are  found  on  in- 
direct (mouse)  sputum  examination,  decision 
as  to  therapy  may  be  difficult.  Serum  for  the 
type  suggested  may  be  tried,  but  it  is  desirable 
also  to  determine  the  amount  of  free  drug 
present  in  the  blood  of  the  patient.  If  the 
level  is  below  4 mg.  per  hundred  cubic  centi- 
meters, the  administration  of  the  drug  should 
be  continued  with  larger  dosage. 

Concentration  in  the  Blood—  The  absorption, 
excretion,  and  degree  of  acetylation  of  these 
drugs  are  irregular  and  unpredictable  in  differ- 

*  An  alternate  method  sometimes  advised  is  the  initial 
administration  of  4 Gm.  followed  by  1 Gm.  every  four 
hours. 


ent  patients.  It  is  considered  desirable  to 
have  a blood  concentration  of  the  “free”  drug 
of  4 mg.  per  hundred  cubic  centimeters  or 
more,  although  many  patients  recover  with 
lower  levels . Nausea  and  vomiting  may  make 
it  difficult  to  estimate  the  absorption  of  the 
drug,  and  variations  in  renal  efficiency  make 
it  equally  difficult  to  predict  the  excre- 
tion. 

A sample  of  4 milliliters  of  oxalated  venous 
blood  is  satisfactory  for  the  determination  of 
both  the  free  and  total  drug  levels.  A con- 
siderable number  of  diagnostic  laboratories  in 
New  York  State  are  now  in  a position  to  make 
such  quantitative  determinations.  Physicians 
should  inquire  of  their  local  laboratory  director 
where  tests  of  this  nature  can  be  under- 
taken. 

Parenteral  Administration. — Although  oral 
medication  is  satisfactory  for  most  patients, 
there  are  soluble  derivatives  of  these  drugs 
(sodium  sulfapyridine  and  sodium  sulfathi- 
azole) which  can  be  given  parenterally.  Par- 
enteral administration  should  be  used  only: 
(1)  when  the  patient  is  so  acutely  ill  that  it 
would  be  unwise  to  wait  the  necessary  few 
hours  for  the  orally  administered  drug  to  at- 
tain an  adequate  blood  concentration;  (2) 
when  there  is  failure  of  absorption  of  the  drug 
after  adequate  oral  dosage;  or  (3)  when  there 
is  intractable  vomiting.  Routine  use  of  these 
salts  or  their  continued  administration 
throughout  the  course  of  the  illness  is  not 
recommended.  If  the  intravenous  dose  of  4 
Gm.  for  a 150-pound  adult  is  supplemented  by 
an  oral  dose  of  either  of  these  drugs  of  1 Gm. 
every  four  hours,  an  adequate  level  of  the  drug 
will  be  maintained  in  most  cases. 

After  calculating  the  necessary  amount  of 
the  drug  depending  upon  the  body  weight  of 
the  patient,  the  proper  amount  of  the  dry 
powder  is  weighed  out  under  sterile  precau- 
tions and  dissolved  in  sterile  distilled  water  to 
make  a 5 per  cent  solution.  The  injection 
may  be  started  with  a small  amount  of  sterile 
normal  salt  solution  in  order  to  make  certain 
that  the  needle  is  well  within  the  vein  and  that 
no  fluid  is  leaking  out  into  the  subcutaneous 
tissues.  The  solution  of  sodium  sulfapyridine 
may  then  be  added  and  allowed  to  run  in 
slowly  (a  period  of  twenty  minutes  is  ad- 
vised) . 

The  last  portion  of  the  drug  solution  is  then 
washed  through  the  intravenous  set  with  a 
small  amount  of  salt  solution.  No  other  sol- 
vent such  as  glucose  solution  or  blood  for  trans- 
fusion should  be  used.  Use  of  the  latter  has 
been  associated  with  sudden  fatality. 
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It  has  been  reported  that  dilute  solutions  of 
these  salts  (0.5  per  cent)  may  be  given  by 
hypodermoclysis  without  local  reactions,  and 
it  is  claimed  that  such  administration  prolongs 
the  period  during  which  an  effective  blood 
level  may  be  maintained.  Rectal  administra- 
tion also  has  been  reported,  but  it  is  not  rec- 
ommended as  it  is  impossible  in  the  usual 
practice  to  determine  the  total  amount  of  drug 
absorbed.  Intrathecal  administration  of  the 
sodium  salts  of  either  sulfapyridine  or  sulfa- 
thiazole  in  the  treatment  of  meningitis  must  not 
be  used  as  it  has  been  followed  by  thromboses 
of  the  vessels  in  the  spinal  cord. 

Toxic  Reactions. — The  common  toxic  effects 
of  both  drugs  are  now  fairly  well  recognized. 
Most  common  are  nausea,  which  occurs  in 
about  two-thirds,  and  vomiting,  which  occurs 
in  about  one-third  of  the  patients  receiving 
sulfapyridine.  It  is  usual  to  find  that  the 
patient  feels  poorly  and  depressed  during  the 
entire  period  of  drug  administration,  even 
though  the  acute  symptoms  of  the  disease  may 
have  subsided.  The  nausea  and  vomiting 
following  sulfathiazole  therapy  is  less  frequent 
and  less  severe,  and  the  mental  depression  is 
not  so  marked.  These  symptoms  usually  are 
not  avoided  by  parenteral  administration. 
Some  alleviation  occasionally  is  afforded  by 
administering  the  drug  in  powdered  form  in 
milk  or  mixed  with  semisolid  food.  In  some 
patients  it  is  almost  impossible  to  continue 
oral  therapy  without  extreme  discomfort.  In 
other  patients,  vomiting  and  even  nausea  sub- 
side while  the  drug  is  being  taken  regularly. 
These  symptoms  are  not  dangerous  in  them- 
selves, but  their  secondary  effects  may  be, 
since  their  occurrence  often  makes  it  psycho- 
logically difficult  to  continue  the  treatment  of 
a patient  who  has  apparently  recovered  but  in 
whom  the  danger  of  recurrence  still  might  be 
present  if  drug  administration  were  to  be 
stopped.  Moreover,  nausea  and  vomiting 
occasionally  make  it  difficult  to  maintain  an 
adequate  fluid  intake. 

Hemolytic  anemia  of  varying  severity  infre- 
quently follows  the  use  of  these  drugs  and  can 
be  detected  by  careful  clinical  examination  or 
hemoglobin  determinations.  Anemia  asso- 
ciated with  sulfapyridine  or  sulfathiazole  ad- 
ministration probably  is  less  frequent  than 
that  associated  with  sulfanilamide.  When 
mild  it  usually  can  be  controlled  by  transfu- 
sions without  the  interruption  of  drug  therapy, 
but  when  severe  the  immediate  cessation  of 
drug  therapy  is  indicated. 

Care  should  be  taken  in  interpreting  the 
significance  of  a low  white  count.  Leukopenia 


without  granulocytopenia  is  not  uncommon. 
It  may  occur  early  and  usually  is  transient  if 
drug  administration  is  interrupted.  The 
occurrence  of  leukopenia  without  granulocyto- 
penia prior  to  drug  administration  does  not 
contraindicate  the  administration  of  these 
drugs,  especially  if  no  other  therapy  is  avail- 
able. It  may  even  be  advisable  to  continue 
drug  administration,  since  such  circumstances 
indicate  a poor  prognosis.  On  the  other  hand, 
a sudden  leukopenia  associated  with  granulo- 
cytopenia occurring  during  drug  administra- 
tion contraindicates  further  drug  therapy. 
Such  reactions  rarely  occur  during  the  early 
period  of  drug  administration.  However, 
after  the  third  or  fourth  day  of  drug  treatment, 
daily  counts  of  the  white  blood  cells  should  be 
made  if  this  serious  complication  is  to  be  rec- 
ognized in  time.  A preliminary  white  count 
and  blood  smear  before  starting  drug  therapy 
may  prove  essential  to  the  interpretation  of 
subsequent  changes. 

The  diagnosis  of  drug  fever  often  is  difficult. 
It  occurs  late  in  the  disease  when  other  con- 
fusing conditions  might  exist,  such  as  focalized 
infection,  extension  of  the  pulmonary  process, 
or  serum  sickness  if  specific  serum  has  been 
used.  The  drug  may  be  continued  with  cau- 
tion if  the  occurrence  of  the  fever  is  associated 
with  the  reappearance  of  the  extension  of  the 
pulmonary  process  or  when  there  are  signs  of 
fluid  in  the  chest,  leukocytosis,  or  other  evi- 
dence of  focal  complications  which  are,  in 
themselves,  sufficient  to  account  for  the  fever. 
In  the  absence  of  such  evidence  it  may  be 
necessary  to  discontinue  the  drug  in  order  to 
determine  its  relationship  to  the  fever. 

Drug  rashes  have  been  noted  following  ad- 
ministration of  sulfapyridine  and  sulfathi- 
azole. In  the  case  of  sulfapyridine  these 
usually  are  morbilliform  and  occasionally 
scarlatiniform  in  nature.  Rashes  are  more 
frequent  and  varied  among  patients  receiving 
sulfathiazole.  Especially  noteworthy  is  the 
occurrence  of  a rash  which  cannot  be  differ- 
entiated from  erythema  nodosum.  A careful 
daily  examination  of  the  patient's  skin  should 
be  made.  A rash  without  other  toxic  mani- 
festations is  felt  to  constitute  a relative  con- 
traindication to  further  chemotherapy.  It  is 
occasionally  possible  to  interrupt  drug  ad- 
ministration until  the  rash  disappears  and  then 
reintroduce  therapy  without  a recurrence  of 
the  rash.  If  it  is  necessary  to  continue  drug 
administration,  the  patient  should  be  watched 
for  other  toxic  manifestations  such  as  drug 
fever,  jaundice,  anemia,  or  granulocytopenia. 

Sulfathiazole  administration  occasionally  is 
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followed  by  severe  conjunctivitis  and  scleritis 
which  contraindicate  further  therapy.  This 
toxic  complication  has  not  been  noted  follow- 
ing the  administration  of  sulfapyridine. 

Cyanosis  has  been  considerably  less  frequent 
following  sulfapyridine  and  sulfathiazole  than 
after  sulfanilamide,  and  its  occurrence  does 
not  contraindicate  further  chemotherapy. 

There  have  been  occasional  reports  of  ap- 
parent hepatic  damage  associated  with  sulfa- 
pyridine administration.  However,  interpre- 
tation is  extremely  difficult  due  to  the  fact 
that  toxic  hepatitis  with  jaundice  may  occur 
in  pneumonia  in  the  absence  of  either  drug  or 
serum  therapy. 

One  of  the  most  important  complications  of 
therapy  with  these  drugs  concerns  kidney 
function.  Hematuria  has  been  noted  with 
considerable  frequency  and  often  has  been 
associated  with  symptoms  suggesting  renal 
colic.  Nitrogen  retention  and  edema,  with 
or  'without  hematuria,  and  even  complete 
anuria  have  also  been  noted,  and  fatalities  due 
to  this  complication  have  occurred.  These 
conditions  may  appear  at  any  time  during  the 
course  of  the  treatment.  In  most  instances 
when  a renal  complication  is  recognized  early, 
discontinuance  of  the  drug  and  the  adminis- 
tration of  large  quantities  of  fluid  and  salt 
result  in  prompt  improvement. 

Determination  of  the  amount  of  the  daily 
excretion  of  urine  is  of  great  value  and  can  be 
performed  easily.  In  the  home,  any  conveni- 
ent household  measure  may  be  used.  The 
fluid  intake  should  be  sufficient  to  maintain  an 
output  of  at  least  a liter  a day.  Drug  treat- 
ment should  be  stopped  if,  during  drug  ther- 
apy, a sudden  drop  in  urine  volume  occurs  in  a 
patient  who  is  receiving  an  adequate  fluid 
intake. 

Microscopic  hematuria  and  crystals  of  the 
acetylated  form  of  the  drug  frequently  have 
been  found  in  the  urine  of  patients  receiving 
drug  treatment.  This  finding  does  not  indi- 
cate cessation  of  drug  therapy,  but  is  a warning 
sign.  Patients  receiving  these  drugs  should 
have  a daily  urine  examination,  and  whenever 
possible  a microscopic  examination  of  the 
sediment  should  be  performed. 

Symptoms  of  nitrogen  retention,  such  as 
drowsiness  or  coma,  indicate  the  need  for  a 
determination  of  the  nonprotein  or  blood  urea 
nitrogen  and  cessation  of  drug  treatment  if 
nitrogen  retention  is  demonstrated . Through- 
out drug  administration  the  fluid  intake  must 
be  maintained,  by  parenteral  routes  if  neces- 
sary, in  order  to  avoid  renal  irritation  or  ob- 
struction from  the  concentrated  drug. 


Patients  receiving  the  sodium  salts  of  these 
drugs  are  equally  subject  to  the  same  toxic 
manifestations. 

It  should  be  re-emphasized  that  relapses 
may  occur  with  premature  discontinuation  of 
these  drugs  following  evidence  of  recovery  on 
the  part  of  the  patient.  Hence,  these  drugs 
should  be  continued  until  such  a time  as 
natural  immunity  develops.  Since  this  time 
varies  so  widely  in  different  patients,  no  cate- 
goric statement  can  be  made  as  to  the  opti- 
mum time  for  stopping  treatment.  On  the 
other  hand,  the  longer  treatment  is  continued, 
the  more  opportunities  there  are  for  serious 
toxic  effects  to  occur.  Where  immunity  is 
given  artificially  by  means  of  specific  anti- 
pneumococcus serums,  the  danger  of  relapses, 
at  least  with  the  same  microorganisms,  is 
probably  lessened. 

Meningitis. — In  pneumococcus  meningitis, 
adequate  doses  of  sodium  sulfapyridine  should 
be  given  intravenously  to  obtain  and  maintain 
a blood  level  of  free  drug  of  at  least  10  mg.  per 
hundred  cubic  centimeters.  Oral  administra- 
tion alone  may  not  be  sufficient.  Sulfathi- 
azole should  not  be  used  in  pneumococcus 
meningitis,  since  the  level  of  this  drug  in  the 
spinal  fluid  at  a given  level  of  the  free  drug 
in  the  blood  is  much  lower  than  that  obtain- 
able with  sulfapyridine. 

Serum  Therapy 

Indications.  — Specific  antipneumococcus 

serums  have  proved  effective  in  reducing  the 
death  rate  and  bringing  about  rapid  clinical 
cures  in  cases  of  pneumonia  due  to  pneumo- 
cocci of  many  types,*  particularly  types  I,  II, 
V,  VII,  and  VIII  in  adults  and  type  XIV  in 
infants  and  children.  Some  caution  should  be 
observed  in  interpreting  the  significance  in  the 
sputum  of  types  other  than  these.  Pneumo- 
cocci identified  by  the  direct  (Neufeld) 
method  of  sputum  typing  are  considerably 
more  likely  to  be  the  etiologic  agent  than  are 
microorganisms  that  can  be  found  only  by 
indirect  methods  such  as  mouse  inoculation. 
However,  at  least  two  satisfactory  specimens 
of  sputum  should  be  examined  before  the 
attempt  to  obtain  a positive  result  on  direct 
examination  is  abandoned. 

Combined  specific  serum  and  chemotherapy 
may  prove  lifesaving  in  patients  with  bacter- 
emia, in  pregnant  women,  in  patients  over  50 
years  of  age  who  are  severely  ill,  in  patients 


* At  the  present  time  type-specific  antipneumococcus 
serums  are  supplied  by  the  New  York  State  Department 
of  Health  for  the  treatment  of  nearly  all  the  recognized 
types  of  pneumococcic  pneumonia. 
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seen  late  in  the  course  of  the  disease  who  still 
are  very  sick,  in  patients  with  type  III  pneu- 
raococcic  pneumonia,  and  in  those  with  exten- 
sive pulmonary  involvement.  Past  experi- 
ence points  to  the  gravity  of  these  conditions. 
Therefore,  until  such  a time  as  acceptable  evi- 
dence may  indicate  a different  course,  it  would 
seem  desirable  in  their  presence  to  combine 
serum  and  drug  treatment.  Furthermore, 
from  theoretic  considerations,  the  use  of  com- 
bined drug  and  specific  treatment  may  shorten 
the  period  of  drug  administration  and  may 
decrease  the  amount  of  serum  necessary  to 
obtain  an  adequate  therapeutic  response. 

Contraindications. — Because  of  the  risks  of 
untoward  immediate  reactions,  serum  therapy 
should  be  used  with  hesitation  in  patients  with 
a history  of  allergy  to  horse  or  rabbit  proteins, 
patients  who  have  positive  sensitivity  tests  to 
the  animal  serum,  patients  with  congestive 
cardiac  failure,  or  patients  who  are  moribund. 

Dosage. — Serum  therapy  is  type-specific. 
It  requires  careful  bacteriologic  control.  The 
dose  of  specific  serum  must  be  adequate  and 
will  vary  with  the  individual  case.  In  most 
instances,  uncomplicated  pneumonia  in  a per- 
son under  25  or  30  years  of  age,  of  four  days’ 
duration  or  less,  responds  with  a rapid  crisis 
to  the  introduction  of  50,000  to  100,000  units 
of  serum.  In  infants  and  small  children,  doses 
of  25,000  to  50,000  units  often  are  adequate. 
These  doses  generally  are  sufficient  for  most 
types  other  than  type  II,  which  usually  re- 
quires 100,000  to  250,000  units  for  uncompli- 
cated adult  cases.  The  required  dosage  in- 
creases with  age,  with  delay  in  treatment, 
when  the  pulmonary  process  is  extensive,  in 
patients  with  bacteremia,  in  patients  who  are 
pregnant,  or  in  those  in  whom  there  is  reason 
to  believe  that  purulent  complications  have 
begun  while  the  pulmonary  lesion  is  still  ac- 
tive. 

Various  methods  for  the  objective  evalua- 
tion of  the  adequacy  of  serum  dosage  have 
been  devised.  The  best  of  these  are  the  Fran- 
cis (specific  pneumococcus  carbohydrate)  skin 
test  and  the  slide  agglutination  test  of  blood 
antibody  content  as  advocated  by  Bullow'a. 
While  both  of  these  tests  have  points  of  real 
merit,  they  are  sufficiently  complicated  and 
their  interpretation  is  sufficiently  confused  by 
conditions  and  exceptions  to  render  them 
somewhat  impracticable  for  use  outside  of 
hospital  practice.  Clinical  judgment  and  ex- 
perience must  be  employed  in  the  successful  use 
of  these  tests  as  well  as  in  the  control  of  serum 
dosage  without  them,  and  these  attributes  of 
the  physician  remain  the  key  to  successful 


treatment.  A drop  in  pulse  rate  associated 
with  a drop  in  temperature  is  the  best  objec- 
tive clinical  sign  of  recovery. 

The  dosage  that  in  total  amount  may  appear 
to  be  adequate  but  the  administration  of 
which  is  spread  out  over  too  long  a period  of 
time  may  prove  to  be  inadequate.  One 
hundred  thousand  units  given  within  a period 
of  four  hours  to  an  ordinary  case  is  consider- 
ably more  effective  than  the  same  number  of 
units  given  in  20,000-unit  doses  every  eight 
to  twelve  hours  over  a period  of  two  to  three 
days.  This  is  especially  important  in  severe 
cases,  since  a dose  of  200,000  units  in  a bac- 
teremic  patient  may  bring  about  an  immediate 
recovery,  whereas  400,000  or  even  500,000 
units  spread  over  a period  of  two  to  five  days 
may  have  little  effect. 

The  occurrence  of  purulent  complications  of 
pneumonia  or  systemic  complications  not  re- 
lated to  the  pneumonia  may  interfere  with 
successful  serum  therapy.  Careful  physical 
examination  usually  will  reveal  them  if  pres- 
ent. 

It  has  been  reported  that  recovery  has 
followed  the  administration  of  repeated  small 
transfusions  (300  milliliters)  in  patients  who 
seemingly  failed  to  respond  to  large  doses  of 
specific  serum  in  the  absence  of  other  explana- 
tions for  serum  failure. 

Procedure  in  Refractory  Cases. — In  all  cases 
that  fail  to  respond  within  eighteen  to  twenty- 
four  hours  to  apparently  adequate  doses  of 
antiserum,  the  following  steps  should  be  taken: 

(1)  Repeat  sputum  examination  for  possible 
error  in  typing  or  for  mixed  infection.  Cul- 
ture sputum  for  presence  of  hemolytic  strepto- 
coccus and  other  possible  infecting  micro- 
organisms. 

(2)  Ascertain  result  of  original  blood  culture 
and  take  additional  culture. 

(3)  Make  a search  for  localized  infection  or 
other  cause  of  persistent  symptoms. 

(4)  Institute  drug  treatment  if  that  has  not 
already  been  done. 

(5)  Continue  serum  administration  unless 
changes  in  therapy  are  specifically  indicated. 

Immediate  Serum  Reactions. — Immediate 
reactions  to  serum  are  fairly  frequent  but  are 
usually  amenable  to  control.  They  may  be 
divided  into  four  groups*:  thermal  or  chill; 
anaphylactic;  circulatory;  and  a residual 
group  of  heterogeneous  character.  More 
than  one  of  these  groups  of  reactions  may 
occur  in  the  same  patient. 

* The  study  upon  which  this  classification  of  immediate 
serum  reactions  is  based  will  be  published  in  the  Archives 
of  Internal  Medicine. 
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The  thermal  or  chill  reaction  is  character- 
ized by  chilly  sensations  or  a shaking  chill 
followed  by  a temperature  rise.  The  term 
also  includes  sudden  elevations  of  temperature 
without  recognizable  chill  occurring  during  or 
shortly  after  serum  administration.  This 
reaction  apparently  is  not  associated  with  pro- 
tein hypersensitivity  but  is  related  to  certain 
substances  in  the  serum  which  are  capable  of 
causing  reactions  in  susceptible  persons. 
Cyanosis  and  dyspnea  frequently  accompany 
the  chill,  and  the  sharp  rise  in  temperature  is 
transient  and  usually  returns  to  the  previous 
level  within  one  or  two  hours  after  the  onset  of 
the  reaction.  Some  patients  have  recurrent 
chills  following  a single  dose  or  each  of  several 
doses  of  serum.  Treatment  is  symptomatic, 
consisting  of  external  heat  and  blankets  during 
the  chill  and  cooling  drinks  and  alcohol 
sponges  during  the  hyperthermic  phase. 
Rarely  are  heroic  measures,  such  as  ice  water 
enemas  and  an  electric  fan  turned  on  the  pa- 
tient who  is  sponged  frequently  with  alcohol 
and  wrapped  in  a warm  wet  sheet,  necessary 
to  prevent  the  temperature  from  reaching 
dangerous  levels.  Epipephrine  is  of  no  value 
and  may  even  be  contraindicated  in  the  treat- 
ment of  thermal  reactions.  It  is  important 
not  to  give  another  dose  of  serum  following  a 
chill  reaction  until  the  temperature  has  re- 
turned approximately  to  its  previous  level, 
because  repeated  thermal  reactions  superim- 
posed on  a high  basic  temperature  might  prove 
fatal.  A chill  reaction  does  not  contraindicate 
further  serum  therapy,  but  it  is  advisable  to 
change  to  a different  lot  of  serum. 

Anaphylactic  reactions  are  characterized  by 
itching,  urticaria,  asthma,  angioneurotic 
edema  or  laryngeal  edema,  occurring  singly  or 
in  combination.  Circulatory  changes  usually 
accompany  severe  reactions  of  this  type. 

True  fatal  anaphylactic  shock  following 
serum  administration  in  man  is  rare  when 
proper  precautions  have  been  observed.  It 
has  occurred  most  commonly  following  the 
administration  of  horse  or  rabbit  serum  to  pa- 
tients who  are  known  to  be  sensitive  or  who 
give  a history  suggesting  specific  sensitivity  to 
horse  or  rabbit  proteins  (hair,  fur,  dander, 
hide,  or  serum).  Such  sensitivity  may  have 
been  of  spontaneous  origin  or  artificially  de- 
rived as  a result  of  previous  and  recent  serum 
treatment.  The  former  generally  is  the  more 
serious  and  the  latter  of  importance  for  a vari- 
able period  of  time  from  five  days  to  six 
months  usually,  although  induced  sensitivity 
may  persist  for  longer  periods. 

Probably  the  most  important  precautionary 


measure  is  the  carefully  taken  history  for 
specific  (horse  or  rabbit)  sensitivity  as  indi- 
cated by  asthma,  hay  fever,  urticaria,  or 
edema.  A positive  history  of  such  manifesta- 
tions following  exposure  to  horse  or  rabbit 
protein  contraindicates  any  attempt  to  treat 
and  often  even  to  test  with  the  serum  in  ques- 
tion. A history  of  previous  recent  serum 
treatment  indicates  extreme  caution.  A his- 
tory of  sensitivity  of  specific  origin  other  than 
the  animal  in  question,  such  as  ragweed  hay 
fever,  house  dust  asthma,  or  strawberry  urti- 
caria, does  not  constitute  an  absolute  contra- 
indication but  does  indicate  caution  in  skin 
testing  and  treatment. 

Skin  tests  to  normal  animal  serums  (such  as 
horse  or  rabbit)  which  consist  only  of  ery- 
thema probably  have  little  significance,  al- 
though caution  in  the  early  stages  of  serum 
administration  certainly  is  advisable  in  such 
cases.  If,  however,  the  test  shows  wheal 
formation  with  blanching  or  pseudopodia 
and  erythema,  dangerous  sensitivity  may  be 
present.  A positive  eye  (ophthalmic)  test 
(reddening,  itching,  and  tearing)  usually  is 
interpreted  as  indicating  a high  degree  of 
sensitivity.  In  the  case  of  a positive  eye  or  a 
strongly  positive  skin  test,  the  patient  should 
be  treated  with  chemotherapeutic  agents. 
If  serum  treatment  also  is  needed,  antiserum 
obtained  from  a different  animal  may  be  tried. 
If  no  serum  of  different  origin  is  available  and 
serum  therapy  is  imperative,  cautious  and 
gradual  administration  may  have  to  be  under- 
taken. Minute  doses  of  highly  diluted  serum 
should  be  given  at  first  intradermally  and  then 
subcutaneously,  intramuscularly,  and  finally 
intravenously.  During  this  slow  method  of 
administration,  sometimes  referred  to  as  “de- 
sensitization/ ’ the  rate  of  increase  in  dosage  is 
judged  entirely  by  the  patient’s  local  or  gen- 
eral reaction — the  latter  should  not  be  per- 
mitted to  occur  if  possible.  Epinephrine 
(1:1,000)*  should  always  be  kept  ready  for 
instant  use.  Some  authorities  advise  preced- 
ing treatment  by  the  subcutaneous  injection 
of  0.25  to  0.5  milliliter  of  epinephrine  (1:1,000) 
about  five  to  ten  minutes  before  starting  the 
administration  of  the  serum  and  recommend 
epinephrine  at  intervals  during  treatment. 

Sudden  circulatory  changes  may  occur  in 
certain  patients  showing  no  evidence  of  the 
specific  symptoms  of  anaphylaxis.  These 
changes  may  produce  a rapid  thready  or 
irregular  pulse,  asystole,  “shock,”  “vascular 
collapse”  sometimes  associated  with  coma, 

* Active  solutions  are  water-clear — discoloration  indi- 
cates oxidation  and  loss  of  activity. 
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profuse  cold  perspiration,  constrictive  chest 
pain,  drop  in  blood  pressure,  or  sudden  death. 
Circulatory  reactions  occur  primarily  in  older 
individuals  or  those  with  a history  of  pre- 
existing cardiovascular  disease,  may  simulate 
medical  shock  and  occasionally  are  fatal. 
They  are  correlated  neither  with  a positive 
history  of  allergy  nor  positive  protein  sensi- 
tivity tests.  Caution  should  be  observed  in 
the  administration  of  serum  to  persons  over  50 
years  of  age  or  those  with  pre-existing  cardio- 
vascular disease.  Epinephrine  seems  to  be  of 
some  value  in  the  treatment  of  circulatory  re- 
actions. Further  serum  therapy  is  contra- 
indicated, and  reliance  may  then  have  to  be 
placed  upon  chemotherapy  alone.  If,  how- 
ever, it  becomes  imperative  to  give  the  patient 
more  serum,  a different  lot  of  antiserum 
should  be  used. 

There  remains  a miscellaneous  group  of  reac- 
tions including  those  minor  symptoms  that  at 
present  cannot  be  assigned  on  a logical  basis  to 
one  of  the  first  three  groups.  These  symp- 
toms include  pain  in  the  back,  lumbar  region 
or  extremities,  muscular  rigidity,  nausea, 
vomiting,  abdominal  pain,  desire  to  defecate, 
headache,  coma,  dizziness,  faintness,  throb- 
bing of  the  head,  blurred  vision,  flushing,  sen- 
sation of  heat,  profuse  perspiration,  dyspnea, 
cyanosis,  choking,  or  change  in  the  rate  or 
rhythm  of  respirations  exclusive  of  asthmatic 
breathing.  Reactions  of  this  nondescript 
group  are  not  of  serious  import  in  themselves 
but  are  very  disturbing  to  the  patient.  Epi- 
nephrine may  give  relief  to  some  of  these 
symptoms.  Usually  they  are  transient  in 
nature  and  clear  spontaneously,  but  they  rarely 
are  prodromes  of  more  serious  reactions. 

The  dilution  of  serum  with  salt  solution  does 
not  decrease  the  incidence  of  immediate  reac- 
tions of  any  of  the  above  groups.  From  the 
practical  point  of  view  it  is  often  easier  to  in- 
ject viscous  serum  if  it  is  diluted  with  a small 
amount  of  sterile  physiologic  salt  solution. 
However,  intravenous  injections  of  very  large 
volumes  of  salt  solution  may  prove  dangerous, 
especially  in  patients  with  cardiovascular  dis- 
ease. When  the  injection  of  even  a small 
quantity  of  intravenous  fluid  may  be  danger- 
ous (e.g.,  acute  coronary  thrombosis),  intra- 


muscular injection  of  concentrated  serum  may 
be  the  method  of  choice. 

Serum  Sickness. — Serum  sickness  (serum 
disease)  occurs  in  about  one-third  of  all  pa- 
tients treated  with  serum.  The  time  of  onset 
is  variable,  but  it  usually  begins  about  one 
week  after  serum  is  given.  In  extreme  in- 
stances it  may  occur  on  the  day  of  treatment  or 
over  two  weeks  after  therapy.  The  disease 
may  consist  of  fever,  urticaria,  lymphaden- 
opathy,  and  arthritis,  singly  or  in  combination. 
All  of  these  are  self-limited  and  usually  dis- 
appear in  from  a few  days  to  a week.  Neuritis 
and  carditis  are  rare  but  are  serious  when  they 
do  occur.  Therapy  consists  of  reassurance 
and  analgesics  such  as  acetylsalicylic  acid  and 
codeine.  For  arthritis,  oil-of-wintergreen 
wrappings  and  a heated  cradle  over  the 
affected  parts  may  also  help.  Severe  and  in- 
tractable urticaria  may  cause  the  patient  ex- 
treme discomfort.  Treatment  of  this  condi- 
tion is  purely  symptomatic  and  generally  not 
very  satisfactory.  Epinephrine  gives  only 
transient  relief  and  so  often  seems  to  be  fol- 
lowed by  more  intense  itching  that  many  pa- 
tients soon  refuse  it.  The  patient  should  re- 
main at  complete  rest  in  bed  during  the  course 
of  serum  sickness. 

With  modern  refined  serums,  serum  sickness 
is  not  only  much  less  frequent  than  formerly, 
but  the  majority  of  cases  are  mild  and  of  four 
days  or  less  in  duration. 

Other  Methods  of  Therapy 

Hydroxyethylapocupreine  administration 
has  been  reported  to  be  of  value  in  the  treat- 
ment of  pneumococcic  pneumonia.  Its  supe- 
riority over  sulfapyridine,  sulfathiazole,  or  spe- 
cific antiserum,  however,  has  not  yet  been 
demonstrated. 

Claims  have  been  made  for  the  effectiveness 
of  many  other  agents  in  the  treatment  of  pneu- 
monia. These  include  diathermy,  deep  x-ray, 
deuteroproteose,  artificial  pneumothorax,  vac- 
cines, and  quinine.  No  carefully  controlled 
studies  of  the  effectiveness  of  these  agents  have 
as  yet  been  presented.  They  should  not  be 
used  in  the  treatment  of  pneumococcic  pneu- 
monia to  the  exclusion  of  agents  of  established 
value. 


NECESSARY  PRELIMINARY 
Admiring  Friend:  I see  that  you  are  now 

practicing  medicine. 

Frank  Fledgling:  No  sir,  I appear  to  be 
practicing  medicine,  but  I am  really  practicing 
economy. — Case  and  Comment 


BANISH  THE  THOUGHT 

Customer:  “How  about  it — any  vitamins 

in  this  food?” 

Waitress:  “I  hardly  think  so,  sir.  You  see 

we  have  a man  come  every  night  who  sprinkles 
powder  around  and  kills  them.” — The  Doctor 
and  Od  Quarterly 


THE  TREATMENT  OF  LEUKORRHEA  WITH 
OZONIDE  OF  OLIVE  OIL 

David  Nye  Barrows,  M.D.,  F.A.C.S.,  New  York  City 


OZONIDE  of  olive  oil  in  olive  oil,*  which 
furnishes  a highly  available  amount  of 
oxygen  in  chemical  combination  with  a bland 
oil,  has  been  used  by  us  to  treat  over  150 
unselected  cases  of  leukorrhea.  We  have 
found  it  very  effective  as  a remedy  and  also 
have  found  that  it  measures  up  to  Savitz, 
Golerb,  and  ShelanskiV  criteria  for  a vaginal 
cleanser,  i.e.,  it  is  nontoxic,  nonirritating,  and 
not  objectionable  because  of  corrosiveness, 
toxicity,  irritating  properties,  or  general 
ineffectiveness. 

Literature 

We  follow  Plass2  (Iowa  City)  in  the  belief 
that  the  discovery  of  a single  etiologic  factor 
in  a case  of  leukorrhea  does  not  necessarily 
remove  the  possibility  of  other  pathogenic 
agents,  but  we  have  tried  to  classify  our 
cases  according  to  the  outstanding  factor 
present.  He  feels  that  chronic  cervicitis  is 
the  most  common  cause  of  this  complaint, 
but  under  this  heading  he  includes  erosions, 
eversions,  and  cervical  polyps. 

Moench3  found  only  13  per  cent  in  his 
series  to  be  positive  for  Trichomonas  vaginalis. 
Our  series  has  shown  over  20  per  cent.  Vagi- 
nal infestation  by  Monilia,  especially  albicans, 
has  not  been  found  causative  in  our  group 
of  patients  during  this  investigation  to  date. 

Reed,4  quoting  from  Sutton,6  emphasizes 
the  probability  of  deep  penetration  by  vege- 
table oils  into  the  skin  and  feels  that  by  its 
capillary  network  the  cervix  and  vaginal 
wall  should  exceed  the  skin  surface  in  per- 
meability. This  may  account  for  the  supe- 
rior oxygenating  action  of  the  ozonide  of  olive 
oil  as  compared  to  permanganate  and  per- 
borate douches. 

Bactericidal  and  Nonirritating  Proper- 
ties of  an  Ozonide  of  Olive  Oil 

We  have  found  this  preparation  to  be 
neither  corrosive,  toxic,  nor  cosmetically 
unsatisfactory  because  of  the  staining  of  skin 
or  utensils,  and  it  is  effective  in  relieving  the 

* The  preparation  employed  is  manufactured  by  the 
Latimer  Laboratory,  New  York  City.  It  is  made  to 
contain  approximately  1 per  cent  available  oxygen  by 
weight.  It  is  marketed  under  the  trade  name  of  STA-O- 
GEN;  the  suppositories  are  called  STA-O-GEN  Vag-I- 
Caps.  We  are  indebted  to  the  manufacturers  for  the 
material  used  in  these  tests  and  for  incidental  laboratory 
tests. 


patient’s  symptoms.  Stevens6  calls  it  a 
“nontoxic,  soothing,  bland  germicide.”  Pa- 
tients sensitive  to  arsenic,  picric  acid,  etc., 
frequently  develop  disappointing  reactions 
to  these  drugs.  The  ozonide  has  given  no 
irritation  in  over  200  cases  treated  under  our 
immediate  supervision.  Its  use  in  a supposi- 
tory has  proved  valuable  and  allows  for  home 
treatment  without  the  bother  of  frequent 
douching. 

Laboratory  Tests  on  Monilia  Albicans 
and  Trichomonas  Vaginalis 

Laboratory  tests  of  the  action  of  the 
preparation  on  Monilia  albicans  and  Tri- 
chomonas vaginalis  in  vitro  have  shown  the 
following: 

Killing  Time  Test*  ( Monilia  Albicans). — 
A 5-cc.  portion  of  the  test  sample  was  placed  in  a 
test  tube  and  held  in  the  incubator  until  the 
contents  were  warmed  to  37  C.;  0.5  cc.  of  a 
Monilia  albicans  suspension  (ninety-six-hour 
agar  slant  in  saline)  was  then  added  to  the 
test  sample  and  thoroughly  mixed.  The  mix- 
ture was  held  at  37  C.,  and  at  the  designated 
intervals  a loopful  was  removed  and  inoculated 
into  sterile  tubes  of  nutrient  broth. 

GROWTH 

Exposure  in  Minutes  to  Test  Sample 
1 2 3 5 10  15  20 

From  the  above  data  it  can  be  seen  that  the 
test  sample  kills  Monilia  albicans  in  two  minutes 
but  not  in  one  minute. 

Killing  Time  Test*  ( Trichomonas  Vaginalis). — 
To  determine  the  killing  time  of  the  test  sample 
against  Trichomonas  vaginalis,  the  following 
modified  spermatocidal  test  was  carried  out. 
Fresh  vaginal  swabs  were  taken  of  women  sus- 
pected of  harboring  the  flagellates.  These  swabs 
were  then  shaken  up  with  a small  quantity  (2 
cc.)  of  a modified  Locke’s  solution  (see  below) 
to  obtain  a good  suspension.  A drop  of  this 
suspension  was  then  examined  microscopically 
to  determine  the  presence  and  viability  of  the 
organisms.  When  a suitable  suspension  was  ob- 
tained, 1 drop  of  the  suspension  was  mixed 
intimately  with  1 drop  of  the  test  sample,  and  the 
time  for  complete  cessation  of  motility  deter- 
mined. A drop  of  the  suspension  above  was  used 
as  a control. 

The  above  technic  was  resorted  to  because  of 
the  difficulty  experienced  in  obtaining  and  cul- 
turing the  flagellates.  Various  isolation  sources 
and  several  tj'pes  of  mediums  used  failed  to  yield 
successful  results.  Loffler’s  blood  serum  slants 
immersed  in  Locke’s  solution  and  a modified 

* Harvey  A.  Seil,  Ph.D.,  of  Seil,  Putt  and  Rusby,  Inc. 
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TABLE  1. — Result  of  Treatment  with  Ozonide  of  Olive  Oil 


Total 

Irri- 

No. 

tation 

Chronic  cervicitis 

20 

9 

10 

Recurrent  Trichomonas 

18 

15 

vaginalis  vaginitis 

Eroded  cervix* 

18 

2 

Atrophic  vaginitis 

5 

5 

Cervicitis  with  fibroid 

4 

uterus 

Cervicitis  postabortal 

2 

2 

Cervicitis  with  mild 

2 

2 

prolapse 

Trichomonas  vaginalis 

3 

3 

vaginitis  in  pregnancy 

Postgonorrhea  dis- 

1 

1 

charge  infant 

Dis- 

Foul 

Pelvic 

Elimi- 

Re- 

charge 

Odor 

Pain 

nation 

duction 

9 

9 

10 

1 

1 

1 

1 

3 

12 

15 

1 

1 

14 

1 

1 

18 

18 

2 

3 

4 

4 

2 

2 

2 

3 

1 

1 

* Sterility.  Three,  one  pregnant  during  treatment. 

Locke's  solution  (NaCl  0.6  per  cent,  KC1  0.01 
per  cent,  NaHC03  0.01  per  cent,  CaCl2  0.01 
per  cent,  and  Loffler’s  blood  serum  0.4  per  cent) 
as  used  by  Rakoff  [Am.  J.  Obst.  & Gynec.  37: 
265-72  (1939)],  both  with  and  without  the  addi- 
tion of  10  per  cent  sterile  ascitic  fluid,  were  tried. 
It  was  not  determined  whether  the  failure  to 
obtain  good  growth  was  caused  by  the  mediums 
used  or  the  isolations.  The  results  of  the  test 
were  as  follows: 

Time  Motility  of  Trichomonas  Vaginalis 

in  Test  sample  + 

Minutes  suspension  Suspension 


Motility  was  graded  by  the  limits  zero  to  4 
plus.  The  above  readings  are  the  averages  of 
three  tests.  A warm  stage  on  the  microscope 
was  held  at  37  C.  for  all  the  tests.  From  the 
above  data  it  can  be  seen  that  the  test  sample 
kills  Trichomonas  vaginalis  in  two  minutes. 

Clinical  Material 

In  our  series  of  150  cases  are  included  the 
common  types  of  leukorrheas  seen  in  office 
and  clinic  practice.  In  no  case  has  the  ozo- 
nide failed  to  give  the  patient  some  degree  of 
relief  of  symptoms,  and  in  many  cases  the 
results  have  been  striking. 

In  our  most  cooperative  group  we  had  19 
cases  of  chronic  cervicitis,  9 of  which  fol- 
lowed supravaginal  hysterectomy.  Nine  of 
these  complained  of  irritation  as  well  as  dis- 
charge. This  irritation  was  eliminated  or 
markedly  reduced  in  all,  the  discharge  being 
reduced  in  amount  and  quality  as  well. 

Of  18  recurrent  Trichomonas  cases,  the  ir- 
ritation was  entirely  eliminated  in  3 of  long- 
standing obstinate  type,  the  discharge  was 
reduced  in  14,  and  pelvic  pain  was  relieved  in 
1. 

Of  5 cases  of  atrophic  vaginitis,  irritation 


was  reduced  in  all  and  completely  eliminated 
in  2. 

Of  18  eroded  cervix  cases,  the  discharge  was 
reduced  in  quantity  and  quality  in  all,  and  1 
who  complained  of  sterility  became  pregnant 
while  under  treatment. 

In  a group  of  8 cases  of  cervicitis,  3 of 
which  were  classed  as  postabortal,  1 who  had  a 
highly  odorous  discharge  was  relieved  of  odor, 
and  discharge  was  reduced  in  all. 

In  4 cases  with  fibroid  uterus  and  in  2 asso- 
ciated with  mild  prolapse,  the  discharge  was 
reduced,  and  in  1 of  the  latter  an  annoying 
feeling  of  weight  was  relieved  (see  Table  1). 

Several  cases  are  particularly  worth  noting: 

1.  Old  infantile  gonorrhea.  Spreads  nega- 
tive for  gonococcus  for  eighteen  months;  per- 
sistent, irritating,  odoriferous  discharge.  After 
one  week  of  daily  installation  of  1 cc.  of  the  liquid 
ozonide  of  olive  oil  with  a medicine  dropper,  the 
discharge  and  irritation  had  entirely  disap- 
peared. 

2.  A fastidious  patient  with  recurrent  neibo- 
thian  cysts.  The  discharge  following  cauteriza- 
tion of  these  cysts  greatly  annoyed  her.  Treat- 
ment after  last  cauterization  with  a tampon  mois- 
tened with  this  material,  followed  by  daily  sup- 
positories, relieved  her  annoyance. 

3.  An  itching,  annoying  discharge  with  a 
mild  recurrent  cervicitis  apparently  dependent 
upon  relaxed,  parous  vaginal  walls  in  a patient 
refusing  vaginal  repair  was  relieved  to  such  an 
extent  < by  tamponade,  as  above,  on  two  occa- 
sions that  the  patient  returns  for  treatment  only 
at  monthly  intervals  instead  of  once  or  twice  a 
week. 

4.  A patient  too  much  embarrassed  by  office 
examination  to  report  for  treatment  for  over  a 
year,  a long-standing  case  of  Trichomonas  vagina- 
lis vaginitis,  suddenly  decided  to  get  married. 
She  came  to  the  office  for  a contraceptive  dia- 
phragm. Its  insertion,  though  done  with  the 
greatest  care,  caused  such  extreme  discomfort, 
because  of  the  irritated  condition  of  the  vaginal 
walls  and  the  consequent  narrowing  of  the 
canal,  that  intercourse  was  obviously  impossible 
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Fig.  1.  All  the  slides  were  prepared  by  the  identical  technic.  The  discharge  in  the  second  slide 
is  much  less  viscous  and  less  adherent  to  the  slide.  The  top  slide,  left  column,  has  directly  under  it 
the  slide  taken  after  treatment;  likewise,  the  third  slide  was  taken  before  treatment  and  the  fourth, 
after.  The  right  column  follows  the  same  arrangement. 


as  was  tamponade.  The  walls  were  painted 
lightly  with  the  medication,  and  nightly  sup- 
positories were  prescribed.  One  week  later  the 
patient  reported  intercourse  without  discom- 
fort, and  at  the  end  of  the  second  week,  the 
thick,  creamy  discharge  had  disappeared  and  a 
nearly  clear  mucus  of  limited  amount  was  all 
that  remained. 

5.  A profuse,  thick,  greenish  discharge  of  a 
recurrent  Trichomonas  was  cleared  to  the  pa- 
tient’s entire  satisfaction  by  nightly  supposi- 
tories for  two  weeks,  with  only  two  douches  dur- 
ing that  period  and  after  one  office  treatment  at 
the  start. 

6.  An  unfortunate  patient  of  cleanly  habits 
who,  in  spite  of  a daily  douche,  had  such  a strong 
and  disagreeable  odor  from  the  vulva  that  pelvic 
examination  was  extremely  unpleasant  both  for 
the  doctor  and  his  nurse-assistant  standing  at  the 


patient’s  side.  Two  tampons  three  days  apart, 
saturated  in  the  ozonide  cleared  up  the  odor  so 
that  both  doctor  and  nurse  remarked  on  the 
change. 

7.  Three  cases  of  severe  Trichomonas  vagina- 
lis vaginitis  in  pregnancy  have  responded  very 
satisfactorily. 

Methods  and  Results  of  Treatment 

The  gross  change  in  the  character  and  quan- 
tity of  a profuse  opaque,  milky  leukorrhea 
after  one  or  two  weeks  of  treatment  to  nearly 
clear  mucus  has  proved  to  be  practically  a 
routine  result.  The  decrease  in  the  amount  of 
vulvar  itching,  irritation,  and  soiling  of  the 
clothing  has  been  remarked!  by  [ all  of  our 
patients,  the  degree  of  relief  apparently  being 


January  15,  1941] 


OZONIDE  OF  OLIVE  OIL — LEUKORRHEA 


121 


proportionate  to  the  quantity  and  quality  of 
the  discharge  at  the  beginning  of  treatment. 

The  prophylactic  use  of  daily  suppositories 
during  and  for  one  week  after  several  subse- 
quent menstrual  periods  has  decreased  recur- 
rences in  our  cases. 

We  feel  that  much  of  the  relief  from  the 
symptoms  caused  by  a thick,  often  profuse, 
leukorrhea  is  dependent  upon  the  decrease  of 
other  organisms  commonly  found  in  vaginal 
and  cervical  secretions.  The  review  of  a 
series  of  spreads  (Gram’s  stain)  taken  before 
treatment  and  after  a week  or  two  of  treat- 
ment lead  Dr.  Sumner  Price  to  the  conclusion 
that  the  viscosity  of  the  discharge  and  the 
pus  cells  were  reduced  in  most  instances — 
thinned  discharge  gave  less  adherent  mate- 
rial on  second  slide  (Fig.  1) . His  chart  showed 
that  no  particular  groups  of  organisms  were 
proved  to  be  most  susceptible  to  the  medica- 
tion. but  no  attempt  was  made  to  identify 
the  specific  organisms. 

Our  usual  treatment  routine  is  as  follows: 
The  vagina  is  cleansed  gently  with  a cotton 
swab.  If  not  completely  successful,  green 
soap,  caroid  powder,  etc.,  are  used  to  remove 
adherent  mucus,  particularly  from  the  cervix. 
Erosions,  ectropion,  neibothian  cysts,  etc., 
are  cauterized  chemically  or  with  the  actual 
cautery.  The  vaginal  walls  and  cervix  are 
painted  gently  with  the  ozonide. 

A soft  wool  tampon,  all  or  part  of  it  satu- 
rated in  the  preparation,  is  then  inserted  deep 
in  the  vagina.  The  patient  is  instructed  to 
remove  this  after  forty-eight  hours  or  as  soon 
as  it  causes  discomfort.  A bland  or  plain 
water  douche  may  be  taken  after  removal. 
One  suppository  is  then  to  be  inserted  as 
deeply  as  possible  on  retiring  each  night, 
using  a small  plug  of  cotton  inside  the  in- 
troitus  to  prevent  leakage  of  the  oil.  This 
avoids  possible  soiling  of  the  bedding  or  night 
garments.  A douche,  as  above,  may  be  taken 
before  inserting  each  new  suppository.  Often 
the  suppositories  can  be  used  every  second 
night  to  give  the  oil  more  time  to  act  on  the 
vaginal  areas.  If  the  patient  complains  that 


the  suppository  is  slow  to  dissolve,  we  advise 
her  to  puncture  the  suppository  with  a pin 
before  insertion. 

The  office  treatment  is  repeated  at  bi- 
weekly or  weekly  intervals  as  the  occasion 
demands. 

In  cases  where  the  vaginitis  is  so  severe  that 
tamponade  is  undesirable,  the  ozonide  is  ap- 
plied gently  in  the  office  at  daily  or  less  fre- 
quent intervals,  and  the  suppositories  are 
employed  as  early  as  practicable,  and  are 
followed  by  tamponade  later — as  soon  as  it 
will  not  cause  mechanical  irritation. 

If  chemical  cauterization  of  the  cervical 
or  vaginal  lesions  is  indicated,  these  measures 
can  be  carried  out  before  the  application  of  the 
ozonide,  bearing  in  mind  its  lack  of  chemical 
incompatibilities,  since  it  provides  nascent 
oxygen  from  a bland  vegetable  oil  vehicle. 

Conclusions 

(1)  Ozonide  of  olive  oil  in  olive  oil  is  ef- 
fective in  the  treatment  of  leukorrhea  in 
general:  (a)  it  eliminates  unpleasant  odor 
of  discharge;  (b)  it  cuts  down  or  eliminates 
the  irritation  inside  and  about  the  vagina; 
and  (c)  it  reduces  the  quantity  and  density  of 
the  discharge,  including  that  following  cau- 
terization. 

(2)  It  is  nonirritating  and  nontoxic  in 

contradiction  to  the  arsenic  and  picrate  prepa- 
rations, equally  effective  and  actually  sooth- 
ing, especially:  (a)  in  the  infantile  vagina; 

(b)  in  the  senile  vagina;  and  (c)  in  Tri- 
chomonas vaginalis  vaginitis  of  pregnancy. 

These  are  the  conclusions  based  on  the 
treatment  of  over  150  patients. 

130  East  56th  Street 
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Lectures  in  obstetrics  for  practitioners  are  being 
held  at  The  New  York  Academy  of  Medicine  on 
Wednesday  afternoons  at  4:30. 

On  January  8,  1941,  the  lecture  was  on  “The 
Immediate  Treatment  of  Obstetric  Hemor- 
rhage,’’ by  Dr.  Charles  A.  Gordon,  director  of  ob- 
stetrics and  gynecology,  Long  Island  College  of 
Medicine. 

The  lectures  will  be  given  as  follows:  January 
15,  1941,  “Urinary  Tract  Complications  in 
Pregnancy,  Labor  and  the  Puerperium,”  by  Dr. 
Arthur  J.  Murphy,  associate  attending  surgeon 


and  assistant  urologist,  Woman’s  Hospital; 

January  22,  1941,  “Diabetes  in  Pregnancy,”  by 
Dr.  Herman  Mosenthal,  clinical  professor  of 
medicine,  New  York  Post-Graduate  Medical 
School,  Columbia  University;  January  29, 

1941,  “Asphyxia  in  the  Newborn,”  by  Dr. 

Nicholson  J.  Eastman,  obstetrician-in-chief, 

The  Johns  Hopkins  Hospital;  and  February  5, 

1941,  “Metabolism  in  Pregnancy,  Including 
Vitamin  Deficiency,”  by  Dr.  Philip  F.  Williams, 
assistant  professor  of  obstetrics,  University  of 
Pennsylvania  School  of  Medicine. 
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THE  TREATMENT  OF  PNEUMONIA  WITH  SULFAPYRIDINE 

Morris  Fogel,  M.D.,  Brooklyn 


THE  medical  profession  is  familiar  with 
the  experimental  work  and  recent  reports 
concerning  the  toxicity  of  sulfapyridine  and  its 
efficacy  in  the  treatment  of  pneumonia  and 
other  coccic  infections.  Therefore,  a review 
of  the  literature  would  be  superfluous  at  this 
time  and  we  have  limited  ourselves  to  a pres- 
entation of  the  results  following  the  use  of  the 
drug  at  the  Coney  Island  Hospital. 

Plan  of  Study 

We  present  44  cases  of  pneumonia  treated 
from  January  to  March,  1939.  These  were 
taken  from  the  medical,  pediatric,  surgical,  and 
urologic  services  (male  and  female).  They 
were  selected  as  to  day  of  onset,  degree  of 
toxicity,  febrile  reaction,  and  type  of  infecting 
organism.  Sulfapyridine* *  was  administered 
to  those  who  were  admitted  in  the  third  or 
fourth  day  of  their  illness  or  earlier,  with  the 
few  exceptions  where  the  febrile  reaction  was 
severe  and  the  involvement  was  massive. 
Wherever  possible,  treatment  was  withheld 
until  the  clinical  diagnosis  was  confirmed  by  x- 
ray  and  the  sputum  had  been  typed.  In  the 
early  cases  treated,  blood  levels  for  free  sulfa- 
pyridine were  not  determined,  since  standards 
had  not  as  yet  been  prepared  by  our  labora- 
tory. The  later  cases,  however,  had  daily 
determinations  by  the  Marshall  method  for 
the  determination  of  sulfanilamide  with  the 
substitution  of  sulfapyridine  in  the  standard. 
White  and  differential  blood  counts  were  done 
on  admission  and  daily  during  the  course  of 
therapy.  The  clinical  course  of  the  patients 
was  checked  by  frequent  physical  and  x-ray 
examinations.  Repeat  sputum  examinations 
were  done  on  a number  of  cases  to  check  up  on 
reports  that  type  specificity  of  the  infecting 
organism  was  lost.  The  dose  of  the  drug  used 
was  that  suggested  by  Bullowa,  which  is  some- 
what higher  than  that  used  by  the  various 
British  investigators.1  In  adults  4 Gm.  was 
given  as  an  initial  dose,  followed  by  1 Gm. 
every  four  hours  during  the  day  and  night. 
In  children  it  was  given  on  the  basis  of  weight: 
up  to  25  pounds,  2 Gm.;  up  to  40  pounds,  3 
Gm.;  and  50  pounds  or  over,  4 Gm.  as  an 
initial  dose  to  be  followed  by  1 Gm.  per  10 

Resident  in  medicine,  associated  with  Dr.  Philip  I. 
Nash,  director  of  medicine,  Coney  Island  Hospital. 

* The  sulfapyridine  used  in  this  work  was  supplied 
through  the  courtesy  of  Merck  & Company  under  the 
trade  name  of  “Dagenan.” 


pounds  body  weight  divided  into  six  equal 
doses  and  given  within  twenty-four  hours. 
In  no  case  was  more  than  1 Gm.  given  every 
four  hours.  The  drug  was  continued  until  the 
temperature  was  100  F.  or  below  for  forty- 
eight  hours.  It  was  given  crushed  and  sus- 
pended in  milk  or  water  and  was  repeated  if 
vomiting  occurred  in  less  than  one-half  hour. 
In  1 case  because  of  severe  vomiting  it  was 
given  by  rectum  suspended  in  mineral  oil. 

Age  Groups  and  Involvement 

Of  the  44  cases  of  lobar  pneumonia  treated, 
20  were  children  whose  ages  ranged  from  S1/2 
months  to  8 years.  There  were  11  boys  and  9 
girls,  with  an  average  age  of  2.97  and  2.03 
years,  respectively.  The  average  number  of 
lobes  involved  was  1.35  with  1 to  2 lobes  per 
case.  Two  cases  had  fluid  on  admission. 

In  the  adult  group  there  were  18  men  and  16 
women  whose  ages  ranged  from  13  to  65  years 
with  an  average  of  33  and  40.5  years,  respec- 
tively. The  average  number  of  lobes  in- 
volved was  1.77  with  1 to  4 lobes  per  case. 

Sputum  Types 

The  types  encountered  in  the  children  were 
as  follows:  I,  3;  III,  3;  VI,  2;  VII,  2;  VIII, 
1;  XIV,  2;  XXIII,  1;  and  6 did  not  type  out. 

Repeat  sputum  examinations  and  gastric 
extractions  were  not  done,  but  Pneumococci 
type  III  were  recovered  from  the  chest  con- 
tents of  one  of  the  cases  that  had  had  fluid  on 
admission  and  went  on  to  empyema. 

In  the  adult  group  the  following  types  were 
obtained:  I,  4;  III,  12;  VII,  2;  XIV,  1; 
XVI,  1;  XVIII,  1;  mixed,  2 (IV,  V,  and  VI) 
(VII  and  VIII) ; and  streptococcus  hemolyti- 
cus,  1. 

Repeat  sputum  typings  were  obtained  in  3 
cases  of  type  III  pneumonia  and  in  1 case  of 
mixed  infection.  One  of  the  type  III  cases 
developed  a type  III  pneumococcic  meningitis 
after  he  had  been  on  sulfapyridine  for  eighteen 
days.  Type  III  organisms  were  cultured  re- 
peatedly from  a case  of  pneumococcic  menin- 
gitis secondary  to  an  acute  mastoid  infection. 
In  the  other  cases,  although  pneumococci  were 
seen,  they  did  not  type  out  after  sulfapyridine 
had  been  given.  The  finding  of  even  a few 
cases  in  which  sputum  typings  were  obtained 
after  the  drug  was  given  is  in  contrast  to  the 
work  of  the  British  investigators  who  found 
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that  none  of  the  spu turns  typed  out  after 
therapy.2-3 

Effects  on  White  Blood  Count 

Great  stress  has  been  laid  upon  the  effects  of 
sulfapyridine  on  the  white  blood  count,  so 
that  particular  attention  was  paid  to  this 
point.  Counts  were  done  on  admission  and 
daily  during  the  time  that  sulfapyridine  was 
administered.  Of  the  children  all  but  2 re- 
vealed a change  in  leukocyte  status.  One 
dropped  from  23,700  with  83  per  cent  poly- 
morphonuclears  to  6,600  with  50  per  cent 
polymorphonuclears,  whereupon  the  drug  was 
discontinued.  The  other  showed  a rise  from 
10,000  with  54  per  cent  polymorphonuclears 
to  18,550  with  36  per  cent  polymorphonu- 
clears. It  is  interesting  to  note  that  although 
the  total  white  count  was  elevated  the  number 
of  granulocytes  was  diminished. 

In  the  adult  group  all  but  6 showed  no 
change  in  count.  Of  these,  4 almost  doubled 
their  count  with  the  number  of  granulocytes 
remaining  constant  (88  to  91  per  cent).  Of 
the  remaining  2,  1 dropped  from  28,000  with 
94  per  cent  polymorphonuclears  to  4,950  with 
58  per  cent  polymorphonuclears  but  rose  again 
after  the  drug  was  discontinued  to  6,000  with 
76  per  cent  polymorphonuclears.  The  other 
dropped  from  20,000  with  95  per  cent  poly- 
morphonuclears to  1,600  with  no  polymorpho- 
nuclears being  found  on  the  smear.  This  oc- 
curred several  days  after  the  drug  was  dis- 
continued. This  patient  had  a streptococcus 
hemolyticus  pneumonia,  developed  empyema, 
and  was  transferred  to  the  surgical  service  for 
thoracotomy.  He  had  received  84  Gm.  of  the 
drug.  He  was  treated  for  agranulocytosis 
and  responded  favorably  to  the  use  of  pent- 
nucleotide. Whether  this  agranulocytic  state 
would  have  occurred  in  the  absence  of  sulfa- 
pyridine is  a moot  question  in  view  of  the  fact 
that  Evans  and  Gaisford1  reported  just  such 
an  occurrence  in  one  of  their  control  cases. 

Effect  on  Temperature 

Although  the  total  duration  of  temperature 
from  the  time  of  onset  of  the  disease  to  the 
time  at  which  it  became  normal  is  much 
shorter  than  that  resulting  from  treatment 
with  sulfanilamide  or  other  nonspecific  drugs, 
this  cannot  be  judged  accurately  at  this  time 
insofar  as  treatment  was  withheld  in  most 
cases  until  a sputum  typing  could  be  obtained. 
However,  the  efficacy  of  the  drug  may  be 
judged  by  the  duration  of  temperature  after 
the  institution  of  sulfapyridine. 

In  the  children  the  average  duration  of  tem- 


perature after  treatment  was  started  was 
twenty-four  and  four-tenths  hours  and  ranged 
from  sixteen  to  fifty-two  hours.  This  is  exclu- 
sive of  1 case  who  was  extremely  toxic,  ran  a 
low-grade  temperature  at  all  times,  and  finally 
expired;  another  had  a postoperative  hernior- 
rhaphy whose  temperature  came  down  after 
sixty-eight  hours;  and  2 cases  had  fluid  on  ad- 
mission and  showed  no  change  in  their  irregu- 
lar temperature  after  treatment.  Both  went 
on  to  empyema  and  were  subsequently  trans- 
ferred to  the  surgical  service  where  closed 
thoracotomies  were  done  with  recovery. 
Staphylococcus  aureus  was  recovered  from 
the  first  and  Pneumococcus  type  III  from 
the  second. 

In  the  adult  group  the  average  duration  of 
temperature  after  institution  of  therapy  was 
nineteen  and  seven-tenths  hours.  This  is  ex- 
clusive of  3 cases  who  had  delayed  resolution ; 
2 cases  who  expired ; 1 case  complicated  by  a 
lacerated  bladder,  fractured  pelvis,  and  post- 
operative cystotomy;  1 case  of  pneumonia 
that  went  on  to  meningitis  and  expired;  and 
the  case  of  streptococcus  pneumonia  who  de- 
veloped empyema  and  agranulocytosis. 

Total  Drug  Used 

As  stated  earlier  in  this  paper,  the  dose  em- 
ployed was  uniform  in  all  cases  in  an  effort  to 
determine  the  total  dose  required  and  to  note 
the  differences  obtained,  if  any,  in  the  concen- 
tration of  free  sulfapyridine  in  the  blood  of  pa- 
tients treated  with  the  drug.  In  the  children 
an  average  of  6.79  Gm.  was  given.  In  the 
adult  group  an  average  of  30.1  Gm.  per  case 
was  given.  This  figure  includes  those  cases 
complicated  by  empyema,  delayed  resolution, 
meningitis,  and  reinstitution  of  therapy  follow- 
ing a secondary  rise  in  temperature.  If  these 
are  excluded,  the  average  total  dose  per  un- 
complicated case  becomes  20.95  Gm.  Both 
these  figures  closely  approximate  the  total 
dose  of  25  Gm.  recommended  by  the  British 
investigators. 

Blood  Concentration 

It  was  surprising  indeed  to  observe  the  wide 
variation  in  blood  concentration  of  free  sulfa- 
pyridine. It  was  noted  also  that  the  rapidity 
of  fall  of  temperature  and  the  degree  of  clinical 
improvement  bore  no  relation  to  the  concen- 
tration of  free  sulfapyridine  in  the  blood.  In 
the  pediatric  group  the  levels  varied  from  2 to 
9.3  mg.  per  hundred  cubic  centimeters. 
These  ranges  are  computed  from  the  average 
levels  in  each  case.  Actually,  the  individual 
determinations  in  each  case  and  from  case  to 


124 


MORRIS  FOGEL 


[N.  Y.  State  J.  M. 


case  varied  from  0.5  to  11  mg.  per  hundred 
cubic  centimeters.  It  was  found  that  the 
blood  was  cleared  of  the  drug  forty-eight  hours 
after  it  was  discontinued. 

Spinal  fluid  determinations  were  done  in  2 
cases.  The  average  concentration  was  found 
to  be  41  per  cent  of  the  blood  level  in  1 and  76 
per  cent  in  the  other. 

Complications 

In  the  pediatric  group  2 were  admitted  with 
evidence  of  fluid,  did  not  respond  to  treat- 
ment, and  went  on  to  empyema;  another  had 
a sharp  drop  in  white  blood  count  and  a second- 
ary rise  in  temperature  after  the  drug  was 
discontinued.  The  temperature  dropped  to 
normal  in  four  hours  spontaneously. 

In  the  adult  group  1 developed  empyema 
and  agranulocytosis,  1 developed  pneumo- 
coccic  meningitis,  3 had  delayed  resolution, 
and  3 had  secondary  rises  in  temperature. 

Of  those  adults  who  had  secondary  rises  in 
temperature,  1 had  had  a normal  temperature 
for  only  twenty-four  hours  when  the  medica- 
tion was  stopped.  Twenty-four  hours  later 
his  temperature  rose  to  its  original  height  of 
105  F.,  and  it  was  found  that  the  area  of  con- 
solidation had  increased  in  size.  The  concen- 
tration of  sulfapyridine  in  his  blood  was  zero 
at  this  time.  His  response  to  a second  course 
of  treatment  was  as  rapid  as  originally  (sixteen 
hours),  and  he  made  an  uneventful  recovery. 
Another  developed  a small  amount  of  inter- 
lobar fluid  which  absorbed  spontaneously. 
The  third  had  a rise  in  temperature  with 
neither  spread  nor  fluid.  She  responded  to 
further  administration  of  the  drug. 

Deaths 

There  was  1 death  in  the  pediatric  group. 
This  was  an  infant,  aged  2 months,  who  was 
cachectic  on  admission  and  ran  a continuous 
low-grade  temperature  ranging  from  99  to  101 
F.  and  up  to  102  F.  on  four  occasions.  A typ- 
ing could  not  be  obtained,  although  sputum, 
throat  smear,  and  gastric  contents  were  ex- 
amined. 

In  the  adult  group  there  were  3 deaths.  All 
were  type  III  pneumonias.  Of  these,  1 had 
been  chronically  ill  for  the  past  nine  years  and 
was  admitted  to  the  surgical  service  with  an 
acute  abdomen.  He  was  also  suffering  from 
arteriosclerotic  heart  disease  and  avitaminosis 
B.  His  blood  culture  was  positive  for  type  III 
pneumococci.  He  expired  twenty-four  hours 
after  treatment  had  been  started.  The  third 
died  of  type  III  pneumococcic  meningitis;  his 
pneumonia  had  cleared  as  shown  by  x-ray. 


Acute  pneumococcic  meningitis  had  developed 
during  the  treatment  of  the  pneumonia  with 
sulfapyridine. 

Toxic  Reactions 

In  most  cases  there  was  nausea.  Six  of  the 
pediatric  cases  had  frank  vomiting  and  1 had 
a transient  hematuria.  In  the  adult  group 
only  5 had  no  reaction  following  the  use  of  the 
drug.  The  remainder  had  gastric  upsets  vary- 
ing from  mild  nausea  to  such  extreme  vomiting 
that  the  drug  was  given  in  1 case  per  rectum 
suspended  in  mineral  oil.  Cyanosis,  weak- 
ness, and  mental  confusion  were  seen  in  several 
cases.  One  had  frank  hematuria.  Four 
cases,  3 of  which  survived,  became  com- 
pletely irrational  for  several  days.  Two  cases 
of  skin  rashes  developed:  1 had  a form  of 
diffuse  erythema,  pruritic  in  nature  and  re- 
sembling giant  wheals  and  the  other  had  a 
morbilliform  rash.  The  latter  cleared  as  soon 
as  the  drug  was  discontinued. 

Other  Cases 

In  addition  to  the  1 case  of  type  III  pneumo- 
coccic meningitis  complicating  pneumonia, 
2 other  cases  of  pneumococcic  meningitis  were 
treated.  The  first  was  a boy,  aged  5,  ad- 
mitted with  the  diagnosis  of  meningitis  and  in 
whose  spinal  fluid  type  XIX  organisms  were 
found.  He  expired  twelve  hours  after  institu- 
tion of  therapy.  Since  he  was  seen  late  in  his 
illness  and  had  had  only  6.5  Gm.  of  the  drug, 
it  was  felt  that  the  treatment  could  not  be 
evaluated.  The  second  was  a white  man, 
aged  30,  who  developed  type  III  pneumococcic 
meningitis  three  weeks  following  an  episode  of 
acute  mastoiditis  from  which  type  III  organ- 
isms were  recovered  at  operation.  Type  III 
organisms  were  cultured  repeatedly  from  his 
spinal  fluid.  He  received  a total  of  133  Gm.  of 
sulfapyridine  and  developed  the  diffuse  rash 
mentioned  above.  He  expired  twenty-five 
days  after  the  onset  of  meningitis. 

One  case  of  pneumococcic  meningitis  follow- 
ing concussion  of  the  brain  was  treated  suc- 
cessfully with  sulfapyridine.  Organisms  were 
seen  but  did  not  type  out. 

One  case  of  subacute  bacterial  endocarditis 
was  treated  with  no  improvement.  A case  of 
staphylococcic  septicemia  was  also  treated.6 
Repeated  blood  cultures  have  been  sterile 
since  treatment  was  started,  although  his 
condition  is  still  poor. 

Summary 

Forty-three  cases  of  pneumococcic  and  1 
case  of  streptococcic  pneumonia  were  treated. 
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The  group  included  20  children  and  24 
adults. 

In  a number  of  cases  the  sputum  could  be 
retyped  after  treatment. 

The  types  treated  were:  I;  III;  VI; 
VIII;  XIV;  XVI;  XVIII;  XXIII;  mixed 
(IV,  V,  and  VI)  (VII  and  VIII),  a group  that 
did  not  type  out;  and  1 case  of  streptococcus 
hemolyticus  pneumonia. 

The  majority  of  cases  showed  no  change  in 
the  total  white  count.  Elevation  as  well  as 
fall  in  counts  were  noted. 

The  average  duration  of  temperature  after 
treatment  was  started  was  twenty-five  and 
four-tenths  hours  in  the  children  and  nineteen 
and  seven-tenths  hours  in  the  adults. 

The  average  total  dose  of  the  drug  given  in 
uncomplicated  cases  was  20.95  Gm. ; 30.1  Gm., 
if  the  case  was  complicated,  were  included. 

Blood  concentrations  varied  widely  and 
bore  no  relation  to  the  rate  of  recovery. 

Complications  noted  were  delayed  resolu- 


tion, spread  of  infection,  secondary  rises  in 
temperature,  empyema,  and  meningitis. 

There  were  4 deaths,  1 in  the  pediatric  group 
and  3 in  the  adult  group. 

The  toxic  reactions  encountered  were  nau- 
sea, vomiting,  weakness,  mental  confusion, 
hematuria,  and  skin  manifestations. 

Four  cases  of  pneumococcic  meningitis  were 
treated  with  1 recovery.  The  results  in  our 
cases  of  pneumococcic  meningitis  do  not  seem 
to  compare  favorably  with  those  obtained  in 
England.4*5 

161  West  16th  Street 
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NEW  YORK  STATE  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  MEETS  JANUARY  17  IN  NEW  YORK  CITY 


The  meeting  will  be  held  at  the  Hotel  Bilt- 
more,  and  the  program  is  printed  below. 

Dr.  Edgar  Mayer,  of  New  York  City,  is 
chairman  of  the  Morning  Session. 

9: 15 — Registration  of  members  and  guests 
9:30 — “Bronchoscopy  in  Diseases  of  the  Chest” 
Dr.  Chevaher  L.  Jackson,  professor  of 
broncho-esophagology,  Temple  Uni- 
versity Medical  School,  Philadelphia. 
10:15 — “Surgery  of  Carcinoma  of  the  Lung” 

Dr.  W.  Emory  Burnett,  professor  of 
clinical  surgery,  Temple  University 
Medical  School,  Philadelphia;  asso- 
ciate surgeon  and  thoracic  consultant, 
Philadelphia  General  Hospital. 

Clinical  Discussion  of  Carcinoma  of  the 
Lung  by 

Dr.  George  G.  Ornstein,  associate  pro- 
fessor of  clinical  medicine,  New  York 
Post-Graduate  Medical  School  and 
Hospital,  New  York  City;  director  of 
medicine,  Seaview  Hospital,  and  direc- 
tor of  tuberculosis.  Metropolitan 
Hospital,  New  York  City. 

Surgical  Discussion  of  Carcinoma  of  the 
Lung  by 

Dr.  Samuel  Alcott  Thompson,  asso- 
ciate professor  of  surgery,  New  York 
Medical  College  and  director,  Depart- 
ment of  Thoracic  Surgery,  Metro- 
politan Hospital,  New  York  City. 

Pathologic  Discussion  of  Carcinoma  of 
the  Lung  by 

Dr.  Frank  W.  Konzelmann,  professor 
of  clinical  pathology,  Temple  Univer- 
sity School  of  Medicine,  Philadelphia. 
11:45 — “Industrial  Pulmonary  Diseases” 

Dr.  Leonard  Greenburg,  executive 
director,  Division  of  Industrial  Hy- 
giene, Department  of  Labor,  State  of 
New  York. 


12 : 30 — Lunch 

Nelson  W.  Strohm,  Buffalo,  is  chairman  of  the 

Afternoon  Session. 

2:00 — “Tuberculosis  in  the  Army  Under  the 
Present  Epidemiologic  Conditions” 
Dr.  Edgar  Mayer,  assistant  professor 
of  clinical  medicine,  Cornell  Medical 
School,  New  York  City. 

Discussion  by  Dr.  Israel  Rappaport, 
New  York  City 

2 : 45 — “Postoperative  Atelectasis-Diagnosis- 

Prevention  and  Treatment” 

Dr.  Arthur  Q.  Penta,  lecturer  on  the 
mycotic  and  fuso-spirochetal  infections 
of  the  lungs,  Temple  University  Medi- 
cal School,  Philadelphia;  director, 
Department  of  Bronchoscopy,  Sche- 
nectady City  Hospital,  Schenectady. 

3:15 — “Artificial  Pneumothorax  in  the  Treat- 
ment of  Pulmonary  Tuberculosis” 
(Sound  Motion  Picture) 

Dr.  James  S.  Edlin,  adjunct  clinical 
professor  of  medicine,  Polyclinic  Medi- 
cal School;  director,  Department 
Thoracic  Diseases,  Polyclinic  Hospital, 
New  York  City. 

Collaborators:  Dr.  Sydney  Bassin, 

assistant  attending,  Municipal  Sana- 
torium, Otisville,  New  York,  and  Dr. 
Walter  Lichtenberg,  assistant  attend- 
ing, City  Hospital,  New  York  City. 

4:15 — Business  Meeting 

The  officers  of  the  New  York  State  Chapter  of 
American  College  of  Chest  Physicians  follows: 


President Dr.  Edgar  Mayer 

Vice-President Dr.  Nelson  W.  Strohm 

Secretary Dr.  Arthur  Q.  Penta 


Governor  of  the  College  for  the 

State  of  New  York Dr.  George  Ornstein 

Regent  of  the  College  for  the 
State  of  New  York. . .Dr.  Edward  P.  Eglee 


A NEW  METHOD  FOR  THE  PREPARATION  OF  DILUTE  BLOOD 
PLASMA  AND  THE  OPERATION  OF  A COMPLETE  TRANSFUSION 
SERVICE 

John  B.  Alsever,  M.D.,  and  Robert  B.  Ainslie,  M.D.,  Syracuse,  New  York 


IN  VIEW  of  the  increasing  interest  in  the 
preparation  and  therapeutic  use  of  blood 
plasma  and  in  the  preservation  of  whole  blood 
for  transfusions,  it  seems  desirable  to  present 
a new  method  for  plasma  preparation  that 
involves  changes  and  simplifications  in  blood 
bank  technic. 

During  our  experiences  with  the  preserva- 
tion and  uses  of  placental  blood,1  it  occurred 
to  us  that  it  might  be  possible  to  obtain  satis- 
factory plasma  by  simply  aspirating  the  clear 
supernatant  layer  from  the  diluted  placental 
blood  after  a short  period  of  storage.  It  was 
found  that  two  weeks  was  sufficient  time  for 
complete  settling  of  the  red  cells  and  clearing 
of  the  supernatant  plasma  and  that  in  that 
length  of  time  no  appreciable  amount  of 
hemolysis  occurred.  The  use  of  placental 
blood  is  not  very  practical  because  of  the  small 
amount  of  blood  (average  85  cc.)  to  be  ob- 
tained by  any  one  collection;  therefore  we 
decided  to  apply  this  method  to  adult  blood. 
We  believed  it  would  considerably  simplify  the 
technic  for  obtaining  dilute,  preserved  plasma 
and  would  make  possible  a simpler  and  better 
system  of  blood  banking.  With  such  a 
method  for  taking  plasma  in  good  condition 
from  relatively  old  blood,  that  most  recently 
collected  could  always  be  used  for  the  whole 
blood  transfusions. 

In  order  to  make  such  a method  practical  it 
was  desirable  to  devise  a technic  whereby  the 
whole  procedure  could  be  carried  out  in  a 
closed  system,  thereby  reducing  to  a minimum 
the  danger  of  contamination  which  is  present 
to  some  degree  in  all  other  methods  in  cur- 
rent use.  It  was  considered  that  the  Baxter 
transfusovac  equipment,  with  certain  slight 
modifications,  would  make  this  possible.  A 
preservative  would  have  to  be  used  which 
would  provide  the  most  effective  preservation 
of  the  blood  during  the  necessary  period  of 
storage  and  in  which  there  would  be  a rapid 
sedimentation  of  the  red  cells  and  sufficient 
clearing  of  the  supernatant  plasma.  Other- 
wise centrifugation  would  be  necessary  to 
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obtain  an  adequate  amount  of  clear  plasma, 
as  is  true  of  simple  citrated  blood.  There 
were  two  solutions  which,  it  seemed,  might 
meet  these  requirements.  One  was  De- 
Go  win’s  solution,2  which  undoubtedly  is  the 
best  blood  preservative  yet  devised,  but  it 
has  the  disadvantage  of  having  to  be  ice 
cold  at  the  time  of  the  collection  of  blood  to 
prevent  rather  frequent  loss  due  to  immediate 
hemolysis.  The  other  was  the  solution  that 
we  had  developed  for  placental  blood.  This 
contained  enough  dextrose  to  prevent  appre- 
ciable hemolysis  for  three  weeks  and  could  be 
used  at  room  temperature  for  the  collection 
of  this  blood.  We  expected,  because  of  the 
greater  specific  gravity  of  DeGowin’s  solu- 
tion, that  the  sedimentation  of  the  red  cells 
and  clearing  of  the  plasma  would  occur  more 
slowly  than  in  our  solution  but  would  per- 
mit a longer  period  of  storage.  We  were  not 
certain  of  the  value  of  our  solution  for  adult 
blood  or  of  the  time  necessary  to  obtain  a 
clear  plasma.  Therefore,  both  solutions  were 
used  in  the  preliminary  work. 

Twenty-five  volunteer  donors*  were  en- 
rolled, and  blood  was  collected  after  twelve  to 
eighteen  hours  of  fasting.  Using  the  stand- 
ard Baxter  donor  valve  sets,  we  drew  500  cc.  of 
blood  from  each  donor  into  1,000-cc.  transfuso- 
vacs  containing  500  cc.  of  preservative.! 
Eleven  of  these  contained  a modification  of 
DeGowin’s  solution  and  were  cooled  to  35  F. 
at  the  time  of  collection.  We  reduced  the 
total  volume  of  preservative  recommended 
for  each  pint  of  blood  from  750  to  500  cc. 
but  maintained  the  same  general  proportions, 
using  40.3  Gm.  of  anhydric  dextrose  and  5.76 
Gm.  of  dihydric  sodium  citrate  per  liter  of 
solution.  This  meant  that  we  could  not  ex- 
pect to  keep  the  blood  quite  so  long  as  is  pos- 
sible using  the  larger  amount  of  preservative, 
for  volume  seems  to  be  a factor.2  However, 
the  specific  gravity  of  the  mixture  of  blood 
and  solution  was  not  altered  significantly, 
and,  therefore,  the  rate  of  red  cell  sedimenta- 
tion and  clearing  of  the  plasma  was  not  af- 
fected. Fourteen  of  the  flasks  contained  our 
preservative  500  cc.  in  volume,  made  up  of 

* From  the  American  Legion  members  of  Syracuse, 
f Material  supplied  by  the  Baxter  Laboratories.  Glen-  < 
view,  Illinois. 
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18.66  Gm.  of  anhydric  dextrose,  4.18  Gm.  of 
sodium  chloride,  and  5.76  Gm.  of  dihydric 
sodium  citrate  per  liter  of  solution.  Five  of 
these  were  iced  at  the  time  of  collection  and 
nine  were  at  room  temperature.  There  was  no 
apparent  difference  between  these  two  groups 
during  the  experiment,  and,  therefore,  they 
will  be  considered  as  one.  Further  work  has 
reaffirmed  the  fact  that  it  is  not  necessary  to 
refrigerate  our  solution  before  use  and  has 
shown  that  it  will  preserve  adult  blood  up  to 
three  weeks  without  a significant  degree  of 
hemolysis. 

This  group  of  twenty-five  bloods  wTas  ob- 
served over  a period  of  sixteen  days.  Eight 
of  them  were  removed  at  intervals  for  attempts 
at  plasma  aspiration  during  this  time.  Con- 
sequently, at  the  end  of  the  experiment  there 
were  remaining  ten  flasks  containing  our  solu- 
tion and  seven  containing  DeGowin’s.  No 
appreciable  hemolysis  occurred  in  any  of  these 
bloods.  The  cell  volume  was  read  each  day, 
and  the  clarity  of  the  supernatant  plasma 
was  noted.  All  of  the  cell  and  plasma  vol- 
umes in  the  following  discussion  are  based  on  a 
total  volume  of  1,000  cc.  The  average  red 
cell  volume  and  the  degree  of  clearing  of  the 
supernatant  plasma  in  the  two  solutions  dur- 
ing the  period  of  storage  are  shown  in  Table  1. 
The  plasma  in  the  flasks  containing  our  solu- 
tion always  had  a larger  volume  and  showed 
more  complete  clearing  at  all  times  during  the 
sixteen  days. 

The  supernatant  plasma  dilution  was  as- 
pirated from  the  1,000-cc.  flasks  into  empty 
500-cc.  transfusovacs  by  means  of  a donor 
valve  set  that  had  been  altered  by  replacing 
the  15-gage  venipuncture  needle  with  a 
square,  pointed,  6-inch,  15-gage  needle.  The 
rubber  stopper  in  the  transfusovac  flasks 
has  recently  been  changed  so  that  there  is  a 
thin  layer  of  rubber,  continuous  with  the 
stopper,  closing  both  the  air  vent  and  fluid 
outlet  holes.  This  new  closure  is  advanta- 
geous, for  it  maintains  the  vacuum  in  the  flask 
and  the  sterility  of  its  contents  even  though 
the  inner  rubber  dam  has  been  removed  or 
damaged.  In  addition,  it  permits  the  flask 
to  be  filled  to  the  top,  if  desired,  without 
danger  of  breaking  the  sterile  seal.  Because 
the  rubber  closing  the  fluid  outlet  hole  is 
heavy  enough  to  make  a reasonably  tight  fit 
around  the  aspirating  needle,  all  the  air  that 
enters  the  flask  as  the  plasma  is  withdrawn 
must  come  through  the  air  filter  which  is 
placed  through  the  rubber  stopper.  This 
enables  us  to  maintain  a completely  closed 
system  from  the  time  of  collection  of  blood 


TABLE  1. — The  Volume  of  the  Settled  Red  Cells 
and  the  Degree  of  Clearing  of  the  Plasma  During 
Storage 


Days  of 
Storage 

6 

10 

12 

16 

463  cc. 

414  cc. 

391  cc. 

384  cc. 

DG 

+ 

+ 

+ + 

+ + + 

388  cc. 

356  cc. 

348  cc. 

338  cc. 

JA 

+ 

+ + 

+ + + 

+ + + + 

DG : blood  collected  in  DeGowin’s  solution. 

JA:  blood  collected  in  our  solution. 

+ : slight  clearing  of  the  supernatant  plasma. 

+ + + + : almost  complete  clearing  of  the  super- 

natant plasma. 

through  to  the  finished  flask  of  plasma.  We 
have  found  that  it  makes  no  difference  in  the 
speed  of  red  cell  sedimentation  or  clearing  of 
the  plasma  whether  or  not  the  vacuum  re- 
maining in  the  flask  after  the  collection  of 
blood  is  released  before  storage.  Therefore, 
as  is  to  be  preferred,  the  collections  of  blood 
are  stored  under  a vacuum. 

In  an  effort  to  determine  how  quickly  satis- 
factory plasma  could  be  obtained,  both  with 
regard  to  clarity  and  volume,  we  aspirated 
one  flask  of  each  type  at  the  end  of  two,  four, 
six,  and  ten  days.  None  of  these  had  a satis- 
factory volume,  and  there  were  both  red  cells 
and  large  amounts  of  fibrin  present  up  to  six 
days  of  storage  and  considerable  fibrin  still 
in  the  plasma  at  ten  days.  Within  two  weeks 
after  aspiration  the  fibrin  and  cells  formed  a 
rather  heavy  precipitate  in  these  plasmas. 
At  twelve  days  the  plasma  was  reasonably 
satisfactory,  but,  because  of  the  greater 
volume  and  the  appreciably  increased  clarity 
of  the  plasma  layer,  we  feel  that  fourteen  to 
sixteen  days  of  storage  are  necessary,  pref- 
erably sixteen.  Continued  observation  up 
to  twenty-two  days  has  shown  but  little 
change  in  the  plasma  layer.  We  attempted  to 
clear  turbid  plasma  solution  at  the  time  of 
aspiration  by  filtration  through  the  regular 
filter  drip  screen  (200  mesh  to  the  inch), 
through  a special  300-mesh  screen,  and 
through  a 3-  by  1-inch  column  of  packed  wet 
cotton.  None  of  these  seemed  to  make  any 
difference  in  the  clarity  of  the  product, 
whether  the  cloudiness  was  due  to  incomplete 
clearing  during  early  storage  or  to  lipemia, 
which  is  encountered  occasionally  in  blood 
from  donors  allegedly  fasting  for  three  or  four 
hours. 

There  was  a distinct  difference  in  the  plasma 
solution  prepared  from  the  two  preservatives. 
First,  while  both  usually  became  crystal  clear, 
that  made  from  collections  in  DeGowin’s 
preservative  solution  was  not  as  satisfactory 
because  it  almost  always  had,  within  three 
■weeks  after  aspiration,  a moderate  amount  of 
precipitate,  presumably  fibrin,3  which  was  of  a 
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Fig.  1.  Fig.  2. 

Fig.  1.  The  1,000-cc.  transfusovac  containing  500  cc.  of  preservative. 

Fig.  2.  Appearance  of  diluted  blood  after  fourteen  to  sixteen  days  storage.  Note  the  clarity  of 
the  supernatant  plasma  layer.  The  density  of  the  fibrin  layer  above  the  red  cells  is  accentuated 
photographically  by  posterior  illumination. 


fairly  coarse  nature  and  would  not  resuspend 
well.  That  made  from  our  solution  almost 
always  had  only  a small  amount  of  finely 
divided  precipitate  that  easily  and  completely 
resuspended  in  the  plasma,  making  it  appear  as 
it  had  on  the  day  of  aspiration,  and  it  was  too 
fine  to  be  taken  out  by  the  filter  drip  screen. 
Second,  the  yield  was  consistently  larger  with 
our  solution.  The  average  for  the  group  from 
DeGowin’s  solution  was  554  cc.  and  was  615 
cc.  from  ours.  We  compared  these  amounts 
with  that  recoverable  by  centrifugation  of  the 
blood  in  both  solutions.  It  was  found  that 
we  were  obtaining  86  per  cent  of  the  total  pos- 
sible yield  from  our  solution  and  81  per  cent 
from  DeGowin’s.  That  this  86  per  cent 
yield  ’in  our  solution  is  satisfactory  is  sub- 
stantiated by  the  total  protein  values  of  the 
diluted  plasma.  Duplicate  determinations  on 
six  flasks  by  the  macrokjeldahl  method  showed 
a variation  of  2.6  to  2.9  Gm.  with  an  average 


of  2.8  Gm.  of  protein  per  hundred  cubic  centi- 
meters. This  means  that  we  are  obtaining 
about  17  Gm.  of  protein  in  the  dilute  plasma, 
and  the  total  present  in  the  serum  from  an 
equal  amount  of  blood  is  only  about  20  Gm. 
(using  7 Gm.  of  protein  per  hundred  cubic 
centimeters  and  a 43  per  cent  hematocrit  as 
normal). 

Because  of  the  rare  appearance  of  a few 
small  soft  clots  in  the  earlier  collections,  we 
increased  the  percentage  of  citrate  in  the  ulti- 
mate mixture  of  blood  and  preservative  from 
0.25  to  about  0.4  per  cent,  and  the  preserva- 
tive solution  formula  is  now  18.66  Gm.  of  an- 
hydric  dextrose,  4.18  Gm.  of  sodium  chloride, 
and  8.0  Gm.  of  dihydric  sodium  citrate  per 
liter,  making  a slightly  hypertonic  solution. 
Since  this  was  done,  we  have  had  little  trouble 
with  filters  becoming  clogged  by  the  presence 
of  small  clots  in  the  stored  blood.  This 
change  has  had  no  deleterious  effect  on  the 
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preservation  of  the  blood  or  on  the  quality 
or  the  yield  of  plasma. 

The  recommended  technic  for  plasma  pro- 
duction by  this  method  is  as  follows:  A 
suitable  donor  is  selected  by  means  of  a care- 
ful history  and  physical  examination.  We 
prefer  to  use  male  donors,  and  they  shall 
have  been  fasting  for  at  least  four  hours  at  the 
time  of  collection.  The  best  vein  is  selected 
and  the  arm  prepared  in  the  usual  manner, 
using  iodine  and  70  per  cent  alcohol.  The 
vein  site  is  anesthetized  with  1 per  cent  pro- 
caine solution,  and  a sphygmomanometer  cuff 
is  applied  to  the  arm  and  inflated  to  about  50 
mm.  of  mercury  pressure.  A sterile  donor 
valve  set  is  prepared  for  use,  the  1,000-cc. 
transfusovac  containing  500  cc.  of  preserva- 
tive (Fig.  1)  is  agitated  thoroughly  to  wet 
completely  the  inner  surface,  and  the  metal 
cap  and  outer  rubber  dam  are  removed. 
The  closed  valve  is  then  inserted  through  the 
cross  mark  on  the  rubber  stopper,  the  point 
of  the  needle  is  placed  through  the  skin,  and 
the  valve  is  opened  and  closed  quickly  to 
produce  a slight  vacuum  in  the  rubber  tubing. 
(The  needle  should  be  held  in  position  during 
this  maneuver  to  prevent  rotation  of  the 
bevel,  for  this  might  interfere  with  the  veni- 
puncture.) Then  the  needle  is  introduced 
into  the  vein,  and  blood  flows  into  the  tubing 
at  once  because  of  the  partial  vacuum  present. 
This  makes  venipuncture  simpler  and  quicker. 
As  soon  as  blood  is  in  the  tubing,  the  valve  is 
again  opened  and  the  flow  of  blood  regulated. 
During  the  collection  the  flask  must  be  con- 
stantly agitated  to  insure  proper  mixing  of 
blood  and  preservative.  This  prevents  clot- 
ting due  to  the  presence  of  unmixed  blood. 
When  500  cc.  has  been  obtained,  the  valve  is 
closed  and  the  pressure  in  the  sphygmomanom- 
eter cuff  released.  The  needle  is  now  with- 
drawn from  the  vein  and  placed  in  a clean  dry 
test  tube.  The  valve  is  removed  from  the 
stopper,  and  the  blood  that  remains  in  the 
tubing  (about  7 cc.)  is  drained  into  the  test 
tube.  This  sample  is  used  for  the  serologic 
tests  and  for  blood  grouping  and  cross  match- 
ing if  the  collection  is  to  be  stored  for  potential 
use  as  whole  blood.  The  flask  is  now  re- 
capped by  first  replacing  the  outer  rubber  dam 
and  then  the  metal  disk  and  ring.  The  latter 
is  held  in  place  by  adhesive  tape.  This 
protects  the  stopper  and  keeps  it  clean.  The 
diluted  blood  is  now  gently  but  thoroughly 
mixed  again,  labeled,  and  placed  at  once  in 
the  refrigerator  at  35  F.  It  remains  there  in 
storage  for  two  weeks.  During  this  time  the 
serologic  tests  will  have  been  done.  Be- 


tween the  fourteenth  and  sixteenth  day, 
usually  the  latter,  the  flask  is  removed  from 
storage  for  aspiration  of  the  plasma  layer. 
The  cap  is  removed,  the  inner  rubber  dam 
taken  off,  and  the  stopper  wiped  with  70 
per  cent  alcohol.  The  vacuum  is  released  by 
placing  an  air  filter  through  the  fluid  outlet 
hole  (Fig.  2).  This  location  is  used  to  split 
the  rubber  so  that  the  blunt  aspirating  needle 
can  easily  be  inserted.  The  air  tube  hole 
is  not  disturbed,  for  the  passage  of  any  air 
through  it  would  at  once  stir  up  the  settled 
red  cells.  The  air  filter  is  withdrawn  from 
the  fluid  outlet  hole  and  reinserted  through 
the  cross  mark  on  the  stopper  so  that  air  may 
enter  as  the  plasma  is  aspirated.  An  18- 
gage  instead  of  the  customary  20-gage  needle 
is  used  on  the  air  filter  because  it  is  strong 
enough  to  puncture  the  rubber  stopper  easily. 
A donor  valve  set  with  the  flat  pointed,  fl- 
inch needle  is  opened,  and  the  long  needle  is 
placed  through  the  pierced  closure  of  the  fluid 
outlet  hole  so  that  the  point  is  about  1 inch 
below  the  surface  of  the  plasma.  The  closed 
valve  is  inserted  in  an  empty  500-cc.  trans- 
fusovac, and  the  aspiration  is  begun  (Fig.  3). 
At  first  it  can  be  carried  out  quite  rapidly, 
but,  when  the  fluid  level  gets  to  within  an 
inch  of  the  red  cell  layer,  the  speed  should  be 
slowed  to  avoid  stirring  up  the  settled  fibrin 
and  red  cells.  The  end  of  the  needle  must 
always  be  kept  below  the  surface  of  the 
plasma,  for,  if  much  air  is  allowed  to  replace 
the  vacuum  in  the  500-cc.  flask,  the  aspiration 
cannot  be  completed.  A small  amount  of 
loosely  settled  fibrin  that  lies  over  the  red 
cell  layer  (Fig.  2)  is  unavoidably  included  in 
the  aspirated  plasma  if  maximum  yield  is  de- 
sired, for  with  reasonable  care  the  plasma  can 
be  drawn  off  until  only  about  75  cc.  remains 
over  the  red  cells  (Fig.  4) . The  valve  is  closed 
as  soon  as  the  desired  amount  of  plasma  has 
been  obtained,  and  the  aspirating  set  is  re- 
moved. If  there  is  question  as  to  the  steril- 
ity of  the  collection,  the  fluid  remaining  in  the 
aspirating  set  can  be  used  for  cultures. 

It  is  emphasized  that  adequate  refrigera- 
tion is  essential.  The  temperature  should  be 
35  F.  and  should  not  vary  more  than  2 or  3 
degrees.  The  refrigerator  should  be  roomy 
and  uncrowded  and  should  have  a fan  to 
provide  circulation  of  the  air  and  maintain  a 
constant  temperature  throughout  the  box. 
The  cooling  unit  should  have  a greater  ca- 
pacity than  is  standard  for  a domestic  re- 
frigerator of  the  same  size,  because  the  main- 
tenance of  35  F.  temperature  requires  more 
refrigeration.  The  unit  should  be  used  solely 
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Fig.  3.  Fig.  4. 

Fig.  3.  The  beginning  of  aspiration  of  the  dilute  plasma. 
Fig.  4.  The  completion  of  aspiration  of  the  dilute  plasma. 


for  the  storage  of  blood.  A constant  tempera- 
ture cannot  be  maintained  when  the  door  is 
opened  frequently. 

It  is  possible  to  draw  plasma  from  more  than 
one  flask  with  the  same  aspirating  set  without 
danger  of  contamination.  At  the  end  of  the 
first  collection  the  valve  is  closed  and  the  end 
of  the  aspirating  needle  pulled  up  slightly  to 
avoid  contact  with  the  red  cells.  The  second 
flask  of  blood  is  prepared  as  described,  using 
the  air  filter  taken  from  the  first  one.  The 
aspirating  needle  is  removed  from  the  first 
and  at  once  placed  into  the  second.  An 
empty  500-cc.  flask  is  opened  and  the  valve 
transferred  from  the  one  just  filled.  The  col- 
lection of  plasma  now  proceeds  as  before. 
With  this  method  there  has  been  minimum 
handling  of  the  aspirating  set,  the  needles 
have  touched  only  the  sterile  stoppers  of  the 
flasks,  and  their  exposure  to  room  air  has 
been  only  momentary.  We  have  found  this 
procedure  satisfactory,  and  it  saves  time  in 
making  multiple  collections  and  in  main- 
taining the  equipment. 

The  500-cc.  empty  transfusovacs  with  the 
new  type  stopper  will  hold  the  entire  yield  of 
plasma  from  one  flask  of  blood.  The  pos- 
sibility of  contamination  is  practically  nil  if 
reasonable  care  is  used,  because  this  system  is 
completely  closed  and  only  filtered  air  is 


allowed  to  enter  it.  However,  we  are  adding 
merthiolate  to  a concentration  of  1 to  10,000 
as  is  customary  with  other  methods  for 
plasma  production.3  This  is  done  by  allow- 
ing the  remaining  vacuum  to  pull  the  proper 
amount  of  a 1 to  100  solution  of  merthiolate 
into  the  plasma  from  a sterile  glycerinated 
syringe  inserted  through  the  cross  mark  on  the 
stopper  (Fig.  5).  It  is  likely  that  this  step  is 
not  necessary,  but,  when  the  plasma  is  to  be 
stored  at  room  temperature  or  for  long  periods, 
it  gives  the  maximum  protection  from  bac- 
terial growth.3  Now  the  flask  of  diluted 
plasma  is  closed  by  the  method  described  for 
the  1,000-cc.  flasks  of  blood,  is  labeled  with  the 
identifying  number  of  the  whole  blood,  and  is 
dated.  It  is  now  ready  for  immediate  use  or 
for  storage.  The  maximum  safe  period  of 
storage  seems  to  be  indefinite  and  is  at  least 
two  years.3 

Except  for  the  presence  of  lipemia,  plasma 
prepared  by  this  method  is  quite  clear  at  the 
time  of  aspiration  and  becomes  crystal  clear 
after  about  two  weeks  (Fig.  6),  with  only  the 
small  amount  of  precipitate  described.  Its 
other  physical  characteristics  have  been 
stated,  and  it  is  similar  to  plasma  prepared  by 
the  method  of  Elliott.4  That  there  is  an  in- 
crease in  the  potassium  content  of  the  plasma 
during  storage  of  whole  blood  is  well  known, 
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Fig.  5.  Fig.  6. 

Fig.  5.  The  addition  of  merthiolate. 

Fig.  6.  The  photographic  appearance  of  the  dilute  plasma  now  crystal  clear  after  the  small 
amount  of  fibrin  present  at  aspiration  has  settled  out. 


but  from  our  experience  with  preserved  pla- 
cental blood1  and  from  work  done  by  De- 
Go  win5  we  feel  that  this  is  not  a detrimental 
factor  in  the  use  of  preserved  blood  or  the 
plasma  made  from  it.  It  has  also  been  demon- 
strated that  there  are  no  reactions  peculiar  to 
the  use  of  stored  blood.6 

Although  the  small  amount  of  fine  pre- 
cipitate present  in  this  plasma  is  not  thera- 
peutically harmful,  it  may  be  the  opinion  of 
some  that  it  should  be  removed.  This  can 
readily  be  accomplished,  but  it  adds  to  the 
technical  procedures  and  lengthens  the  period 
of  preparation  to  about  four  weeks.  To  do 
this,  the  plasma  from  three  or  four  flasks  is 
aspirated  into  one  empty  2,000-cc.  transfuso- 
vac  by  a technic  similar  to  that  described  for 
multiple  collections.  Merthiolate  is  added, 
and  the  flask  of  pooled  plasma  is  allowed  to 


stand  at  room  temperature,  whereby  clearing 
occurs  more  rapidly.  This  usually  takes 
about  two  weeks.  Then  the  cleared  plasma  is 
reaspirated  into  the  empty  500-cc.  flasks, 
leaving  all  of  the  precipitate  and  a small 
amount  of  plasma  in  the  2,000-cc.  flask. 
This  does  produce  a more  uniform  product; 
there  is  no  precipitate;  the  agglutinins  are, 
of  course,  also  pooled  and  their  titers  in  con- 
stituent plasmas  still  further  reduced.  We 
have  found  that  pooling  will  produce  a maxi- 
mum clearing  of  lipemic  plasma. 

In  July,  1940,  a transfusion  service  was  or- 
ganized for  the  Syracuse  University  Medical 
Center  hospitals,  and  it  has  been  using  the 
new  method  for  plasma  production.  There 
are  four  adjacent  hospitals:  two  general 
hospitals  of  250  beds  each  and  one  contagious 
and  one  psychopathic  unit  of  about  sixty 
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TABLE  2. — Requisition  Card 


Recipient’s  Name:  . 

Diagnosis: 

Reason  for  Request: 


Latest  Blood  Study: 


University  Medical  Center  Transfusion  Service 
Requisition  For  Blood 

To  be  Filled  in  by  Physician 


Date 


Ward:  . . . 
Age: 

Sex: 

Hospital: 


A.M. 

Time p.m. 


Amount  of  Blood  Required:  cc. 

Kind  Needed: Signed:  . . . . 


Time  Wanted: 


M.D. 

Resident  or  Attending  Physician 


Note:  This  card  completely  filled  out  on  this  side  Approved: 
to  be  sent  to  blood  laboratory  accompanied  by 
5 to  10  cc.  of  recipient’s  whole  blood.  Arrange- 
ment must  be  made  for  prospective  donors  to 

come  to  the  blood  laboratory  between  4 to  6 p.m.,  

fasting. 


M.D. 

Transfusion  Service 


Recipient’s  Blood  Type: 

Date  examined:  

Cross  matching  with  No 

Date:  

Donor’s  Type:  


To  be  Filled  in  by  Laboratory 


blood: 


Landsteiner 


Requisition  filled: 

Date:  Time: 

Amount  of  blood  supplied:  cc. 

Transfusion  given  by  whom: 


A.M. 

. P.M. 

Reaction: 


Notes 


beds  each.  The  transfusion  laboratory  is 
located  in  one  of  the  general  hospitals,  has 
its  own  staff,  and  operates  on  a twenty-four- 
hour  basis.  All  of  the  blood  is  collected  and 
stored  in  the  laboratory,  and  blood  or  plasma 
is  transported  to  the  other  hospitals  of  the 
group  in  canvas  carrying  bags.  The  service 
is  prepared  to  furnish  fresh  blood,  preserved 
blood,  fresh  plasma  (either  diluted  or  un- 
diluted), and  dilute  preserved  plasma.  The 
indications  for  the  use  of  fresh  blood  or  fresh 
plasma  are  the  blood  dyscrasias  and  infec- 
tions. Undiluted  plasma  is  used  in  the  treat- 
ment of  edema  in  the  presence  of  a low  blood 
protein  level.  Preserved  blood  and  diluted 
preserved  plasma3  are  satisfactory  for  most 
other  conditions.  We  consider  that  a sig- 
nificant degree  of  anemia  is  the  principal, 
if  not  the  exclusive,  indication  for  the  use  of 
whole  blood.  All  types  of  shock,  even  in 
the  face  of  profuse  hemorrhage,  can  and  should 
be  treated  with  plasma  until  the  state  of  shock 
is  relieved.  Then,  if  sufficient  anemia  is 
present,  whole  blood  can  be  administered. 
However,  it  is  clinically  obvious  at  times  that 
red  cells  are  needed.  Dilute  plasma  is  pref- 
erable for  the  treatment  of  shock  because  it 
can  be  used  in  any  required  amount,  does  not 


need  grouping  or  cross  matching,  can  be 
given  much  more  rapidly  than  whole  blood 
because  of  its  lower  viscosity,  and  supplies 
needed  fluid  and  electrolytes  as  well  as  blood 
protein.  For  emergency  use  we  maintain  a 
supply  of  plasma  and  a set  for  its  administra- 
tion in  each  operating  suite,  emergency  re- 
ceiving room,  and  the  obstetric  delivery  suite. 

The  regulations  governing  use  of  the  service 
are  designed  to  aid  its  efficiency.  A requisi- 
tion card  (shown  in  Table  2)  must  be  filled  out 
by  the  physician  in  charge  of  the  case  and 
sent  to  the  laboratory  with  5 cc.  of  the  pa- 
tient’s blood.  He  also  arranges  for  a suitable 
number  of  donors  to  come  to  the  laboratory 
to  give  blood  at  one  of  the  periods  regularly 
designated  for  that  purpose.  Prospective 
donors  are  instructed  to  report  after  having 
fasted  for  at  least  four  hours.  Special  ar- 
rangements are  made  for  those  few  who  can- 
not come  at  a regularly  scheduled  time.  Do- 
nors for  emergency  use  are  taken  care  of  at  any 
time.  Except  for  emergencies,  no  blood  or 
plasma  is  issued  outside  of  regular  labora- 
tory hours,  and  donors  are  to  be  sent  in  to 
replace  the  amount  requisitioned  prior  to  the 
expected  time  of  use  if  possible.  This  we  find 
maintains  an  adequate  whole  blood  and 
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TABLE  3. — Donor  Card 


University  Medical  Center  Transfusion  Service 

Blood  Donation  No.: 

Donor’s  Name: Age: 

Address:  Sex:  Service: 

Color: Ward:  .. 

In  Interest  of:  At Hospital  Priv: 


Physical  Examination  of  Donor:  Physical  Findings: 

History: 

A physical  examination  of  this  donor  shows  no  contraindication  to  the  donation  of  the  quantity  of  blood  described 
herein. 

Date:  Signed: M.D 


Amount  Donated:  Date: 

Date: Blood  Wassermann: 

Type: (Landsteiner)  Blood  Flocculation:. 

Date  Typed: Date  Examined: 

Signed: By: 


I,  the  donor  described  herein,  voluntarily  donate  my  blood  to  the  Transfusion  Service,  to  be  used  as  decided  by  the  said 
service. 

Date:  Signed: 


Recipient: 


Hospital: 


Service: 


plasma  supply.  It  means  that  all  routine 
needs  should  be  anticipated  two  or  three  days. 
Whole  blood  transfusions  are  routinely  pre- 
ceded by  the  infusion  of  about  200  cc.  of  sixth 
molar  sodium  r lactate,  and  about  100  cc. 
more  is  used  to  flush  the  last  of  the  blood 
through  the  recipient  set.  This  guards 
against  kidney  damage  by  free  hemoglobin 
released  by  an  unforeseen  or  accidental 
hemolytic  reaction  because  it  produces  an 
alkaline  urine.1,7 

We  find  that,  as  a rule,  friends  or  relatives 
of  the  patients  appear  in  sufficient  numbers  to 
supply  more  than  enough  blood  to  replace  the 
amount  used.  There  are,  of  course,  a few 
patients  who  can  neither  supply  a voluntary 
donor  nor  afford  a professional  one.  These 
we  care  for,  if  need  be,  through  a number  of 
volunteer  donors  whom  we  have  listed  accord- 
ing to  their  blood  groups.  We  also  have  a list 
of  professional  donors  who  are  readily  avail- 
able for  those  who  desire  them. 

Blood  is  drawn  in  the  manner  described  pre- 
viously for  plasma  preparation.  All  routine 
collections  are  made  in  the  1,000-cc.  flasks  con- 
taining the  preservative.  To  supply  requests 
for  fresh  blood,  we  use  the  regular  500-cc. 
transfusovac  or  the  250-cc.  centrivac,  depend- 
ing on  the  amount  wanted.  Fresh  plasma  is 
prepared  by  centrifugating  freshly  collected 
blood  for  one  hour  at  2,000  revolutions  per 
minute.  It  is  then  allowed  to  stand  in  the 
refrigerator  long  enough  so  that  the  swirl  of 
cells,  which  sometimes  occurs  when  the 
centrifuge  stops,  will  have  settled  out.  The 
clear  supernatant  plasma  is  then  aspirated 
into  the  500-cc.  plasmavac  which  contains 
250  cc.  of  isotonic  saline  as  the  diluent.  Un- 


diluted plasma  is  made  in  the  same  way,  ex- 
cept that  it  is  aspirated  into  an  empty  flask. 
We  prefer  to  collect  blood  for  these  two  pur- 
poses in  the  centrivacs  because  they  can  be 
placed  directly  into  the  centrifuge  and  the 
plasma  can  be  aspirated  by  the  same  closed 
technic  described  for  the  1,000-cc.  flasks. 
Elliott’s  original  method4  can  be  used  if 
centrivacs  are  not  available,  but  it  is  neither  as 
easy  nor  as  safe  from  contamination  as  the 
centrivac  method.  All  fresh  blood  and 
plasma  are  used  as  soon  after  preparation  as 
is  possible  and  are  stored  at  35  F.  during  the 
interval.  We  feel  that  twenty-four  hours 
must  elapse  before  such  preparations  are  to 
be  considered  no  longer  fresh. 

Donors  are  questioned  as  to  their  fasting 
state,  and  all  the  necessary  information  is 
obtained  and  recorded  on  the  donor  card 
(shown  in  Table  3).  They  are  required  to 
sign  the  statement  on  the  reverse  side  of  the 
card  (lower  half  of  Table  3).  This  avoids 
any  possible  difficulty  in  the  future  use  of  the 
blood.  The  test  tube  containing  the  7 cc.  of 
blood,  collected  as  described  earlier,  is  centrifu- 
gated, and  enough  serum  is  pipetted  off  to  do 
an  emergency  flocculation  test  and  to  fill  two 
capillary  pipets  for  use  in  subsequent  cross 
matching.  Red  cells  are  taken  from  the 
clot,  the  donor’s  blood  group  is  determined, 
and  a fairly  heavy  suspension  of  cells  is  made 
in  a small,  properly  labeled  test  tube  contain- 
ing about  1 cc.  of  the  preservative.  The 
capillary  pipets  of  serum  are  placed  in  this 
tube  which  is  then  attached  to  the  flask  of 
blood  by  a rubber  collar  (Fig.  7).  In  this 
manner  the  cells  and  serum  from  each  blood 
are  kept  constantly  with  the  proper  flask  and 
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Fig.  7.  Flask  of  freshly  collected  blood  (in 
preservative)  showing  the  tube  containing  the 
cell  suspension  and  the  capillaries  of  serum  at- 
tached to  the  flask. 

are  readily  available  for  cross  matching.  The 
remainder  of  the  7 cc.  of  blood  is  sent  on  for 
the  routine  serologic  tests,  which  are  those 
approved  for  the  Public  Health  Laboratories 
of  the  State  of  New  York.  All  collections  are 
numbered  serially,  and  each  number  is  pre- 
ceded by  the  blood  group  letter  (Landsteiner), 
which  gives  each  one  an  identifying  unit 
number.  This,  together  with  the  above  data 
concerning  the  blood  and  the  name  of  the 
person  who  does  each  test,  is  recorded  on  the 
donor  card.  The  results  of  the  regular  sero- 
logic tests  are  added  as  they  are  reported  to  us. 
Each  flask  of  blood  is  marked  with  the  donor’s 
name,  date,  and  the  unit  number.  The  com- 
pleted donor  cards  are  filed  according  to  the 
blood  group.  When  a collection  of  blood 
has  been  stored  for  fourteen  to  sixteen  days, 
the  plasma  is  drawn  off  and  the  donor  card  is 
placed  in  the  plasma  file.  It  is  possible  to 
increase  the  preliminary  storage  period  to 
twenty  days  if  necessary. 

In  order  to  facilitate  the  utilization  of 
blood  collections,  we  perform  a rapid  floccula- 
tion test  for  evidence  of  syphilis.  This  is  a 
procedure  devised  by  Dr.  0.  D.  Chapman, 
and  it  has  been  used  here  in  Syracuse  in  its 
present  form  as  an  emergency  test  for  the 
past  two  years.*  It  is  simple,  safe,  easy  to 

* The  technic  is  soon  to  be  published. 


read,  and  takes  only  about  twenty  minutes  to 
carry  out.  This  test  is  done  on  all  of  our  col- 
lections. We  do  it  as  many  times  a day  as  is 
necessary  to  make  blood  available  for  use, 
and  we  have  found  it  exceptionally  satisfac- 
tory. 

On  receipt  of  a requisition  card,  if  it  is  felt 
that  the  indications  for  the  kind  of  blood  or 
plasma  requested  are  not  clear,  the  case  is 
discussed  with  the  physician-in-charge  before 
approval  is  given.  If  whole  blood  is  needed, 
the  patient’s  blood  group  is  determined,  the 
proper  kind  of  a homologous  blood  is  ob- 
tained, and  the  two  are  cross-matched.  These 
data  and  the  unit  number  of  the  blood  to  be 
used  are  recorded  on  the  reverse  of  the 
requisition  card  and  signed  by  the  person 
doing  the  tests.  The  recipient’s  name,  hos- 
pital, and  ward  or  room  number  are  entered 
on  the  back  of  the  donor  card.  If  plasma  is 
required,  the  proper  kind  is  obtained  and  the 
same  data  are  recorded  on  the  two  cards  (ex- 
cept that  grouping  and  cross  matching  are  not 
necessary).  The  blood  or  plasma,  with  the 
requisition  card  and  a filter  drip  veniclysis 
set,  is  sent  to  the  patient’s  ward  at  the  time 
requested.  The  physician  giving  the  trans- 
fusion must  fill  in  a report  in  the  space  pro- 
vided on  the  back  of  the  requisition  card  with  a 
detailed  description  of  a reaction,  should  one 
occur.  All  reactions  are  investigated  by 
the  service,  and  a complete  rechecking  is 
made  if  necessary.  The  requisition  card  is 
returned  to  the  laboratory  and  is  joined  to 
the  proper  donor  card.  The  two  are  then 
filed  under  the  patient’s  name. 

All  of  the  grouping  and  cross  matching  is 
done  by  the  vaseline  sealed,  hanging  drop 
method  and  must  be  observed  for  thirty 
minutes,  with  a minimum  of  twenty  permis- 
sible in  emergencies.  The  so-called  “univer- 
sal donor”  blood  is  only  used  in  case  no  homol- 
ogous blood  can  be  made  available.  We  do 
not  allow  the  heating  of  any  blood  or  plasma 
before  or  during  its  administration  and  wish 
to  emphasize  that  this  applies  to  these  fluids 
after  refrigeration.  That  even  extremely  cold 
blood  is  not  harmful  and  that  warming  it 
causes  some  reactions  have  been  demon- 
strated.1,8 All  transfusions  of  whole  blood  are 
begun  slowly  at  not  more  than  60  drops  a 
minute  for  the  first  fifteen  to  twenty  minutes. 
After  this  period,  when  the  greatest  danger  of  a 
serious  reaction  has  passed,  the  rate  of  flow 
can  be  speeded  to  suit  the  needs  of  the  case. 
Plasma  may  be  given  as  rapidly  as  seems 
necessary,  since  no  reactions  (except  those  due 
to  pyrogens)  have  been  reported  with  its  use. 
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Every  effort  is  made  to  exclude  pyrogens  from 
our  equipment  by  using  the  Vacoliter  solu- 
tions for  infusions  and  by  having  the  collec- 
tion of  blood  and  the  maintenance  of  all 
equipment  used  in  the  transfusion  work 
supervised  and  done  in  one  place.  Only 
freshly  distilled  water  and  fresh,  sterile  iso- 
tonic saline  are  used  in  cleansing  and  preparing 
the  equipment.  Tap  water  is  never  used 
for  such  purposes. 

During  the  first  three  months  of  this  serv- 
ice we  gave  over  300  transfusions  of  the 
various  preparations  of  blood  and  plasma  with 
no  adverse  reactions.  Sixty-five  flasks  of  the 
dilute  preserved  plasma  have  been  used  with 
excellent  clinical  results. 

Conclusions 

We  have  described  what  might  be  con- 
sidered a complete  transfusion  service.  It 
has  all  the  advantages  of  a simple  blood 
bank  and  also  supplies  fresh  blood,  fresh 
plasma  (whole  or  dilute),  and  preserved 
diluted  plasma.  It  provides  a valuable 
store  of  preserved  blood  and  plasma  for  emer- 
gencies and  a new  plasma  method  that  utilizes 
the  older  collections,  eliminates  centrifuga- 
tion, and  makes  possible  the  routine  use  of  the 
freshest  blood  in  each  group  for  whole  blood 
transfusions.  The  preservation  of  blood  is 


certainly  advantageous  in  emergencies,  but 
the  shorter  the  period  of  whole  blood  stor- 
age the  better  it  will  be  as  such  for  therapeutic 
use.  We  have  found  that  with  this  technic 
the  preserved  blood  that  we  use  for  transfu- 
sions is  rarely  over  four  days  old,  and  the  ex- 
ceptions that  do  occur  are  usually  with  bloods 
of  the  two  rare  groups. 

The  new  method  for  the  preparation  of 
dilute  blood  plasma  which  we  have  presented 
has  proved  entirely  satisfactory.  It  is  easier, 
cheaper,  and  safer  than  any  method  yet  de- 
scribed. It  enables  any  hospital  to  prepare 
plasma  with  a minimum  of  equipment. 
The  method  should  be  of  particular  value  for 
the  small  hospitals  and  for  mass  production  for 
military  use. 
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COURSE  ON  THE  TREATMENT  OF  COMMON  DISEASES 


Dr.  Clayton  W.  Greene,  of  Buffalo,  has  ar- 
ranged a course  on  the  treatment  of  common  dis- 
eases for  the  Saratoga  County  Medical  Society  at 
the  Saratoga  Hospital  in  Saratoga  Springs.  All 
the  lectures  have  and  will  be  given  at  3:30 

P.M. 

The  following  have  been  completed:  Novem- 

ber 27, 1940,  “Treatment  of  Precordial  Pain,”  Dr. 
Clayton  W.  Greene;  December  4,  “Treatment 
of  Dyspnoea,”  Dr.  Frederick  T.  Schnatz; 
December  11,  “Treatment  of  Low  Back  Pain,” 
Dr.  Frank  N.  Potts;  December  18,  “Treatment 
of  Epigastric  Distress  Following  Meals,”  Dr.  A. 


H.  Aaron;  January  8,  1941,  “Treatment  of 
Common  Skin  Lesions,”  Dr.  Earl  D.  Osborne; 
and  January  15,  “Results  of  Modern  Methods 
in  the  Treatment  of  Anemia,”  Dr.  Francis  D. 
Leopold,  all  of  Buffalo. 

On  January  22,  Dr.  Arthur  Purdy  Stout,  of 
New  York  City,  will  discuss  “Problems  in  Tumor 
Diagnosis,”  and  on  January  29  “Problems  of 
Gastric  Cancer”  will  be  given  by  Dr.  Harold  D. 
Harvey,  of  New  York  City. 

The  last  two  lectures  in  this  course  (the  ones  on 
malignant  disease)  are  given  in  cooperation  with 
the  State  Department  of  Health. 


COURSE  ON  PEDIATRICS 

Dr.  Charles  Hendee  Smith,  professor  of  pedi- 
atrics, New  York  University  College  of  Medi- 
cine, New  York  City,  has  arranged  a course  on 
pediatrics  for  Chemung  County  Medical  Society. 
The  lectures  are  held  at  the  Mark  Twain  Hotel, 
Elmira,  at  6:30  p.m. 

On  January  8 “The  Pneumonias  of  Childhood” 
were  discussed  by  Dr.  Charles  Hendee  Smith. 
The  following  lectures  are  still  to  be  given: 
February  12,  “Rheumatic  Fever,  Chorea  and 


Heart  Disease,”  by  Dr.  Katherine  Dodge,  pro- 
fessor of  pediatrics,  New  York  University  College 
of  Medicine;  and  March  12,  “Preventive  Pedi- 
atrics and  the  Periodic  Health  Examination,”  by 
Dr.  Gaylord  W.  Graves,  clinical  professor  of 
pediatrics,  New  York  University  College  of 
Medicine. 

A last  lecture  in  this  course  (one  on  “The 
Growing  Feet  of  Children”)  has  not  been  defi- 
nitely arranged. 


CURRENT  PROBLEMS  IN  DIPHTHERIA 

Erich  Seligmann,  M.D.,  New  York  City 


DIPHTHERIA  is  one  of  the  best  studied 
communicable  diseases.  The  etiologic 
agent  is  known,  and  the  mechanism  of  its 
pathogenicity  through  the  production  of  toxin 
is  well  understood.  Effective  treatment  by 
antitoxin  is  available.  Attempts  to  free  man- 
kind from  this  disease  through  specific  pro- 
phylaxis, especially  by  means  of  active  im- 
munization, have  been  promising.  Never- 
theless, many  unsolved  problems  remain 
which  arise  with  renewed  emphasis  from 
time  to  time.  Thus,  epidemiologic,  thera- 
peutic, and  immunologic  considerations  are 
under  discussion  now  as  they  have  been  in  the 
past. 

The  severity  of  the  disease  changes  con- 
tinuously in  different  countries,  rising  here 
and  falling  there,  and  the  evolution  of  the 
morbidity  curve  in  a given  country  is  more 
or  less  an  object  of  speculation.  We  are  in  no 
position  to  undertake  experimental  epidemi- 
ologic studies  such  as  have  been  made 
with  mice  in  other  infectious  diseases,  since 
animals  spontaneously  susceptible  to  diph- 
theria are  not  known.  Climate,  latitude, 
standards  of  living,  heredity,  artificial  im- 
munization, all  these  factors  seem  to  influence 
the  spread  of  the  disease.  From  a historical 
point  of  view,  times  of  no  interest  (almost  no 
knowledge  of  the  disease)  alternated  with 
times  of  the  greatest  concern.  Some  coun- 
tries were  ravaged  by  severe,  long-lasting  epi- 
demics, and  other  countries  were  almost  com- 
pletely spared.  The  ingenious  assumption  of 
Gottstein,1  which,  in  addition  to  seasonal  and 
annual  periodicity,  calls  attention  to  the 
existence  of  so-called  secular  curves  of  diph- 
theria, though  very  interesting,  fails  to  pro- 
vide us  with  more  than  a statement  of  facts. 

The  shift  in  age  distribution  in  many  areas 
has  been  ascribed  to  social  factors  as  well  as 
to  increased  artificial  immunization.  The  lat- 
ter, however,  as  judged  by  antitoxin  level  or 
negative  Schick  reaction,  is  not  always  con- 
comitant with  insusceptibility  to  attack. 
Strangely  enough,  there  is  even  doubt  as  to  the 
development  of  immunity  following  recovery 
from  the  disease. 

Two  topics  seem  to  us  of  particular  sig- 
nificance in  attempts  to  explain  the  epidemic 
waves  of  diphtheria: 

From  the  Delamar  Institute  of  Public  Health  and  the 
Department  of  Bacteriology,  College  of  Physicians  and 
Surgeons,  Columbia  University. 


(I)  The  bacteriologic  differentiation  of 
Corynebacterium  diphtheriae  as  re- 
lated to  clinical  and  epidemiologic  ob- 
servations. 

(II)  The  manifestations  of  immunity,  es- 
pecially the  so-called  natural  im- 
munity, as  shown  by  specific  immune 
reactions. 

I. — Modern  bacteriology  is  inclined  to  di- 
vide a given  bacterial  species  into  type  strains 
that  differ  in  serology,  morphology,  or  bio- 
chemistry, with  a view  to  correlating  such 
differences  with  the  pathology  and  epi- 
demiology of  the  disease.  The  majority  of 
pathogenic  bacteria  and  viruses  are  now  being 
considered  in  this  way.  By  way  of  reference 
to  the  pneumococci,  Salmonella  group,  ba- 
cilli of  dysentery,  encephalitis,  and  influenza 
viruses,  it  is  obvious  that  some  progress  has 
been  made. 

Attempts  have  been  made  along  similar 
lines  with  the  diphtheria  bacillus  for  almost 
fifty  years,  previously  in  order  to  separate 
the  diphtheroids  from  the  diphtheria  bacillus, 
later  to  subdivide  Corynebacterium  diphthe- 
riae itself.  Some  of  the  most  frequently  used 
methods  of  differentiation  related  to  (1)  viru- 
lence and  toxin  production,  (2)  serologic  tests, 
(3)  bacteriophage  activities,  and  (4)  cultural 
characteristics  and  metabolic  activities. 

(1)  Virulence  as  determined  in  guinea  pigs 
or  rabbits  is  variable.  The  occurrence  of 
avirulent  forms  is  beyond  doubt,  but  one  may 
find  virulent  and  avirulent  strains  side  by 
side  in  the  same  patient.  Slightly  virulent 
or  avirulent  strains  with  some  unusual  mor- 
phologic features  may  be  recovered  from 
convalescents.  This  leads  to  the  fundamental 
question  already  asked  by  Roux  and  von 
Behring.  “Is  there  a transformation  from 
the  real  Diphtheria-Bacillus  to  the  Diphthe- 
roids during  recovery  of  the  patient?”  We 
are  not  sure  that  virulence  in  guinea  pigs  and 
in  man  are  the  same,  but  we  must  admit  the 
occurrence  of  all  grades  of  virulence  in  real 
diphtheria  bacilli  and  the  loss  of  virulence  in 
cultures  (we  have  no  knowledge  of  acquisition 
of  virulence  by  nonvirulent  strains).  As  a 
method  of  differentiating  strains  or  types  such 
differences  are  of  no  value.  The  experiences 
with  diphtheria  toxin  are  very  similar.  Ex- 
isting differences  in  toxin  production,  such  as 
they  are,  do  not  help  in  a differentiation 
within  the  group. 
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(2)  The  results  of  agglutination  tests  are 
not  conclusive.  Eagleton  and  Baxter,2  Ham- 
merschmidt,3  Ewing,4  Nishimoto,6  Murray,6 
Robinson  and  Peeny7  divided  the  diphtheria 
group  into  at  least  ten  to  fifteen  different  sero- 
logic types  with  a number  of  strains,  either 
remaining  outside  of  these  groups  or  being 
inagglutinated  altogether.  The  serologic  in- 
dividuality of  the  bacilli  is  nearly  as  strongly 
marked  as  with  influenza  bacilli.  No  sign  of 
real  type  differentiation  appears  to  be  con- 
nected with  the  agglutinative  type.  The  same 
is  to  be  said  about  complement-fixation , at- 
tempted by  Bandi8  as  early  as  1903,  by 
Menton,  Cooper,  and  Fussell9  in  1933,  and  by 
Labranca10  in  1938.  All  these  serologic  re- 
actions do  not  appear  to  be  characteristic  of 
biologic  types  and  are  not  stabilized.  No 
less  unstable  and  of  no  greater  value  in  differ- 
entiation are  the  hemolytic  and  hemodigestive 
qualities  of  diphtheria  bacilli  and  their  differ- 
ent behavior  toward  different  sorts  of  blood. 

Type-specific  polysaccharides  have  been  re- 
covered by  Chinese  authors  (Wong  and 
Tung11).  These  products  behaved  like  poly- 
saccharides of  pneumococci,  being  antigenic 
and  giving  specific  reactions  in  precipitation 
and  absorption  tests;  however,  the  principle 
was  not  applicable  to  differentiation,  as  these 
sugars  happened  to  occur  in  different  groups 
even  in  diphtheroids. 

(3)  The  existence  of  type-specific  bacterio- 
phages has  been  claimed  by  Keogh,  Simmons, 
and  Anderson12  in  Melbourne  (Australia, 
1938).  These  authors  found  two  kinds  of 
bacteriophages  in  cultures;  they  conclude 
from  their  experiences  that  there  may  be  dif- 
ferences in  the  susceptibility  to  and  the  origi- 
nating of  phages  in  different  cultures,  as 
Stone  and  Hobby13  demonstrated  in  1934. 
The  Australian  authors  connect  those  differ- 
ences with  group  differentiation.  It  is  yet  too 
early  to  judge  these  data  in  spite  of  the  large 
number  of  strains  investigated. 

(4)  Diphtheria  bacilli  may  be  cultivated  in 
a variety  of  mediums,  and  in  many  of  them 
they  show  differences  of  growth.  In  broth 
we  see  cultures  thoroughly  turbid,  others  with 
clear  fluid  and  pellicles  on  the  surface,  still 
others  with  granular  deposits.  The  forma- 
tion of  pellicles  is  often  regarded  as  an  indica- 
tor of  good  toxin-producing  power.  In  1931 
Dimitrijevicz-Speth  and  Jovanovicz14  claimed 
that  strains  coming  from  cases  with  laryngeal 
stenoses  always  made  the  broth  turbid,  while 
other  strains  growing  in  broth  left  the  fluid 
clear.  On  plates  of  agar,  or  blood  plates,  or 
on  those  of  very  poor  mediums,  one  meets  dif- 


ferent forms  of  colonies  like  the  well-known 
rough  and  smooth  forms  of  other  bacteria. 
Hammerschmidt,15  as  early  as  1924,  described 
three  different  colonial  forms  obviously  cor- 
responding to  the  newly  reported  colonial 
forms  of  English  authors.  In  1928  Parker16 
differentiated  on  trypsin-serum-agar  plates: 
the  light  growers  with  normal  toxogenicity; 
the  rough  heavy  growers  with  little  toxo- 
genicity; the  smooth  heavy  growers  with  high 
toxogenicity.  The  use  of  tellurite,  initiated 
by  Conradi17  (1912),  aimed  at  the  differenti- 
ation from  diphtheroids  and  was  widely 
utilized  (like  the  addition  of  cysteine)  for  the 
improvement  of  diphtheria  mediums.  Other 
methods  referred  to  carbohydrate  fermenta- 
tion. The  results  seemed  to  be  contradictory 
within  the  diphtheria  group  itself  but  rather 
uniform  for  the  separation  of  the  diphtheroids. 
This  method  is  now  again  becoming  more 
valuable  in  the  differentiation  of  diphtheria 
types,  although  Frobisher18  recently  em- 
phasized that  no  well-differentiated  biochemi- 
cal groups  were  revealed  by  his  careful  studies. 

Finally,  there  are  studies  of  the  metabolism 
of  the  bacilli  and  the  use  of  synthetic  mediums. 
These  studies  go  back  to  Uschinsky19  in  1893. 
Good  work  has  been  done  by  Braun  and  Hof- 
meyer,20  who  were  successful  in  obtaining  syn- 
thetic mediums  and  who  studied  the  food- 
stuffs that  were  vitally  needed.  They  found 
pretentious  and  unpretentious  varieties  among 
these  strains  and  noted  this  as  a matter  of 
physiologic  interest  and  not  of  differentiation. 

In  this  country  Pappenheimer,  Mueller, 
Cohen,  Evans,  Happold,  21-24  and  others  re- 
cently reopened  these  studies  with  synthetic 
mediums  using  a series  of  amino  acids,  lactic 
acid,  cysteine,  and  traces  of  heavy  metal 
ions.  They  obtained  toxin  production,  but 
they  admit  that  optimum  conditions  for  prac- 
tical application  and  for  the  use  of  all  strains 
have  not  as  yet  been  developed. 

In  their  excellent  work  Anderson,  Happold, 
McLeod,  Cooper,  and  Thomson25’26  took 
advantage  of  these  methods  of  differentiation. 
They  used  a tellurite  agar  containing  boiled 
blood  (chocolate  agar)  for  colonial  form  and 
examined  growth  in  broth,  alkali  production, 
sugar  fermentation,  and  hemolysis.  In  this 
manner  three  forms  were  differentiated: 

(1)  Coarse,  grayish  colonies,  flat  with 
crenated  edge  on  plates,  growing  with 
pellicle  in  clear  broth,  fermenting 
starch;  morphologically:  short  rods 
poorin  granules. 

(2)  Black-domed  shining  colonies;  uni- 
form turbidity  in  broth,  does  not  fer- 
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ment  starch;  morphologically:  long 
rods  with  well-marked  granules. 

(3)  Fine  growth  of  flat  colonies  with  black 
center  and  translucent  margin,  granu- 
lar growth  in  broth;  morphologically: 
barred  bacilli  with  variable  amount  of 
granules. 

When  a systematic  effort  was  made  to 
correlate  the  occurrence  of  these  types  with 
clinical  and  epidemiologic  observations,  it 
was  found  that  the  first  organism  was  isolated 
mostly  from  severe  cases,  the  second  was  more 
frequently  recovered  from  mild  cases,  and  the 
third  again  most  frequently  from  the  severe 
cases  of  the  disease.  The  statistical  data  ap- 
peared to  be  convincing:  In  a first  survey  of 
1,500  diphtheria  cases  they  stated  a lethality 
of  15  per  cent  in  cases  with  the  first  organism, 
0.5  per  cent  in  cases  with  the  second,  and  7.5 
per  cent  in  cases  with  the  third.  Thus,  they 
felt  justified  in  designating  as  gravis  the  first 
type,  as  mitis  the  second  type,  and  as  inter- 
mediate the  third  type.  In  Germany,  where 
the  numerical  incidence  of  types  has  been 
carefully  checked  in  times  of  rising  epidemics, 
differences  varying  from  40  to  80  per  cent 
gravis  have  been  observed  in  different  locali- 
ties (Pesch,27  in  Cologne,  Schiff  and  Werber,28 
in  Berlin).  All  three  types  have  been  found 
in  the  more  widespread  epidemics,  whereas 
in  an  outbreak  of  a localized  character  in  al- 
most all  instances  not  more  than  one  single 
type  has  been  recovered.  The  patient,  as  well 
as  his  contacts,  carried  the  same  type  until 
recovery,  although  there  are  some  exceptions. 

Pathologic,  anatomic,  and  statistical  in- 
vestigations indicate  that  special  symptoms 
apparently  coincide  more  or  less  frequently 
with  the  types.  In  a review  issued  in  193629 
and  covering  more  than  6,000  of  these  cases, 
the  English  authors  summarize  these  data  as 
follows : 

Gravis  Intermediate  Mitis 


Lethality 

13.3% 

8.6% 

Paralysis 

17  % 

9.9% 

Croup 

2.3% 

1-3% 

Hemorrhages 

3.5% 

3.7% 

2.3% 

4.5% 

7.5% 

0.4% 


More  recently,  McLeod  and  his  collabora- 
tors,30 investigating  autopsy  findings  on  a 
large  scale,  emphasize  that  mitis  may  be  a 
mighty  producer  of  large  membranes,  gravis 
working  more  in  an  inflammatory  way  and 
as  a cause  of  lung  complications.  Therefore, 
the  assumption  seems  to  be  justified  that 
these  types  are  independent  characteristic 
types  within  the  species  Corynebacterium 
diphtheriae. 

All  types  produce  toxins  that  are  qualita- 


tively identical.  The  mitis  seems  to  be  the 
best  toxin  producer  of  all,  in  spite  of  its  lower 
aggressiveness  (Parish,  Watley,  and  O’- 
Brien31). Virulence  in  guinea  pigs  and  rab- 
bits is  proved  in  each  of  the  groups,  although 
sometimes  failing  in  mitis  and  intermediate, 
whereas  virulence  is  almost  regularly  present 
in  the  gravis.  Gravis  bacilli  are  more  fre- 
quently found  postmortem  in  man  than  either 
of  the  other  types  (McLeod,  Orr,  and  de 
Woodcock32).  The  same  is  true  following 
experimental  inoculation  of  guinea  pigs  (Zinne- 
mann  and  Zinnemann,33  Robinson  and  Mar- 
shall34). If  this  were  a sign  of  higher  invasive 
power,  it  might  be  checked  by  special  ex- 
periments. Gundel  and  Erzin35  infected 
guinea  pigs  with  gravis  and  mitis  strains  and 
sometime  later  injected  them  with  diphtheria 
antitoxin.  They  were  able  to  protect  the 
gravis-infected  animals  from  death  only  if  the 
serum  was  administered  within  eight  to 
twenty-four  hours  after  infection;  the  mitis- 
infected  animals  still  survived  when  pro- 
tective doses  of  serum  were  given  as  late  as 
ninety-six  to  144  hours  after  infection.  Pre- 
ventive doses  of  serum  proved  efficient  for  a 
period  up  to  ten  days  before  infection  with 
gravis  and  up  to  twenty  days  with  mitis. 
Even  in  human  beings  the  gravis  and  inter- 
mediate seem  to  overcome  immunity  to  a 
greater  extent  than  the  mitis.  Thus,  in  Cork, 
Leeds,  and  Manchester  the  strains  recovered 
from  so-called  immune  or  immunized  persons 
belonged  to  gravis  type  in  107  cases,  inter- 
mediate type  in  20  cases,  mitis  type  in  8 cases, 
and  atypical  form  in  1 case;  or  of  2,103  gravis 
cases,  5.1  per  cent  occurred  in  immunized  (of 
these  fatal  or  severe  2.4  per  cent);  of  815 
intermediate  cases,  2.5  per  cent  occurred  in 
immunized  (of  these  fatal  or  severe  1.1  per 
cent);  of  916  mitis  cases,  1.3  per  cent  occurred 
in  immunized  (of  these  fatal  or  severe  none).29 
And  if  we  add  that  (according  to  Weiland  and 
Leinbrock36  in  1939)  resistance  against  heat 
and  disinfectants  decreases  from  gravis  to 
intermediate  to  mitis,  we  seem  to  have  a clear 
gradation — gravis  and  intermediate  as  the 
more  formidable  organisms  with  greater  in- 
vasive power,  greater  resistance,  and  perhaps, 
as  has  been  assumed  but  not  yet  proved  by 
the  British  authors,  with  some  enhancement 
of  their  toxin-producing  ability.  On  the  other 
hand,  new  experiments  with  spermophils 
(Dimitrijevicz-Speth  and  Arsenijevicz37)  and 
white  mice  (Zinnemann38),  however,  show 
that  the  pathogenic  potency  of  the  three  types 
in  these  animals  does  not  correspond  with  their 
behavior  in  man  or  guinea  pigs. 
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In  this  country  information  has  come 
mainly  through  the  work  of  Frobisher,39’40 
in  Baltimore,  who  pointed  out  interesting 
contrasts  as  to  biologic  properties  of  the  ba- 
cillus and  type  incidence  in  different  parts  of 
this  country.  The  following  generalization 
seems  permissible:  In  countries  with  wide- 
spread epidemics  and  severe  outbreaks  the 
existence  of  sharply  differentiated  types  of 
diphtheria  bacilli,  often  clinically  in  agreement 
with  the  nomenclature  of  the  British  authors, 
is  readily  confirmed.  In  countries  with  mild 
epidemics  and  low  morbidity,  difficulties  in 
differentiating  types  are  often  encountered, 
and,  if  types  are  found,  they  do  not  seem  to  be 
of  any  clinical  significance.  In  such  areas  one 
observes  many  avirulent  and  atypical  strains 
that  cannot  be  classified  as  belonging  to  any 
one  of  the  described  types.  Such  deviations 
have  also  been  described  in  Germany,  Eng- 
land, and  elsewhere;  Wright  and  Christison,41 
for  instance,  enumerate  six  instead  of  four 
types,  and  other  workers  suggest  that  there 
may  be  many  more. 

Opinions  differ  as  to  the  clinical  importance 
of  the  types  irrespective  of  their  epidemiologic 
distribution.  Clauberg42  once  proposed  that 
the  mitis  type  in  carriers  was  insignificant 
from  the  public  health  point  of  view,  a sug- 
gestion which  has  found  no  support  any- 
where. There  are  other  authors  who  deny 
any  correlation  with  clinical  findings.  Gun- 
del,43  in  Germany,  claims  that  46  per  cent  of 
his  gravis  strains  were  found  in  mild  cases. 
Many  experienced  workers  have  observed 
very  severe  and  fatal  cases  in  diphtheria 
caused  by  the  mitis  type.  In  consequence  of 
these  contradictions,  some  authors  propose 
to  do  away  with  the  terms  gravis,  mitis,  and 
intermediate  and  to  replace  them  with  letters 
A,  B,  C,  or  with  figures  I,  II,  III,  etc. 
(Stuart,44  Gundel,43  and  von  Bormann45 
a.o.). 

The  status  of  the  atypical  or  indetermi- 
nate strains  is  as  yet  uncertain.  Frobisher 
is  absolutely  right  in  stressing  the  necessity 
of  agreeing  upon  type  characterization.  But 
these  characteristics  seem  to  vary  in  different 
countries,  epidemics,  and  laboratories  ac- 
cording to  the  type  of  mediums  used.  More 
than  half  a dozen  suggestions  have  been 
offered  for  suitable  nutrient  mediums.  The 
differences  concern  methods  of  preparation, 
such  as  the  kind  of  agar  base,  the  sort  and 
treatment  of  blood,  the  presence  or  absence 
of  tellurite,  etc.  Not  a few  authors  emphasize 
that  no  reliance  can  be  placed  upon  the  ap- 
pearance of  sharply  differentiated  colonial 


forms  and  that  preference  should  be  given  to 
the  starch-fermentation  reaction  as  a more 
reliable  test;  other  workers  have  more  con- 
fidence in  the  type  of  growth  in  broth  or  in  a 
combination  of  several  methods  of  differen- 
tiation. Frobisher  insists  that  all  seven 
described  characteristics  must  be  present  to 
classify  a strain  as  a gravis  type;  von  Bor- 
mann, on  the  other  hand,  does  not  believe  in 
this  classification  because  these  seven  char- 
acteristics are  not  always  present.  We  may 
well  appreciate  the  difficulties  when  we  learn 
that  the  famous  Park- Williams  Number  8 
strain,  cultured  in  most  of  the  world’s  labora- 
tories, has  been  classified  as  a mitis  as  well  as 
an  intermediate! 

The  question  therefore  arises:  Are  these 
types  really  established  types  or  are  they 
“Standorts-Varietaeten”  (variants  locally  re- 
stricted); do  they  remain  the  same  under 
observation  in  cultural  mediums,  in  the  body 
of  animals,  and  in  human  beings?  A number 
of  variations  has  been  described  by  many 
authors,  rough  and  smooth  dissociation,  pa- 
pilla formations,  etc.,  but  the  few  authors  who 
have  worked  with  single-cell  cultures  insist 
upon  the  stability  of  the  types  in  vitro.  As  to 
stability  in  the  body,  one  is  reminded  of  the 
older  publications  of  Bernhardt,46  and  it  seems 
that  these  experiments  should  be  continued. 
The  observations  made  by  Weigmann  and 
Koehn,47  that  types  may  change  in  vitro 
when  in  contact  with  human  saliva,  are  not 
convincing.  Those  adhering  to  the  point  of 
view  of  variability  must  bring  the  burden  of 
proof.  Up  to  the  present  the  more  orthodox 
concept  prevails. 

Observations  of  great  interest  were  made  in 
groups  of  individuals.  Members  of  the  same 
family  usually  carry  the  same  type,  patients 
as  well  as  healthy  carriers.  The  recovered 
patient  generally  has  the  same  type  at  various 
intervals.  But  there  are  exceptions:  From 
5 to  10  per  cent  of  the  convalescents  show  a 
change  of  type  at  home,  or  two  types  occur  at 
a later  date.  These  figures  rise  to  25  per  cent 
and  more  if  patients  are  held  in  diphtheria 
wards  and  to  68  per  cent  if  patients  remain 
longer  than  two  months  in  these  wards  (Glass 
and  Wright48).  It  was  concluded  that  these 
changes  do  not  indicate  the  occurrence  of 
variation  or  mutation  but  are  the  result  of 
cross  infection  much  more  frequent  in  hos- 
pitals than  in  homes.  The  British  authors 
have,  therefore,  demanded  that  special  wards 
be  assigned  to  gravis-infected  patients.  Under 
such  a regimen  the  duration  of  the  carriership 
may  be  shortened,  new  infection  with  other 
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types  may  be  prevented,  and  perhaps  the 
dreaded  return  cases  may  eventually  disappear. 

To  summarize:  The  differentiation  of  diph- 
theria types  is  most  important  from  the  point 
of  view  of  bacteriology,  pathology,  and  epi- 
demiology, but  the  wide  variations  obtained 
by  observers  in  different  localities  make  it 
difficult  to  define  any  basic  standards.  More- 
over, the  extent  of  epidemics,  as  well  as  cli- 
matic factors  and  the  intervention  of  host 
resistance,  may  have  some  influence  upon  the 
germ’s  “phenotypus.” 

II. — Problems  of  immunity  rank  next  in 
our  discussion.  Admittedly,  passive  adminis- 
tration of  antitoxin  is  a certain  preventive 
against  the  disease,  and  active  immunization 
seems  to  be  very  successful,  especially  in  this 
country.  This  success  has  been  determined 
not  only  by  the  trend  of  morbidity  and  mor- 
tality but  is  also  corroborated  by  the  results 
of  immunologic  tests.  The  presence  of  anti- 
toxin in  the  blood  and  a negative  Schick  reac- 
tion are  customarily  looked  upon  as  a gauge  of 
the  efficacy  of  immunization.  The  same  bio- 
logic tests  have  been  taken  as  criteria  of  pro- 
tection of  whole  population  groups  not  sub- 
jected to  artificial  immunization,  assuming 
that  the  appearance  of  antibodies  in  such 
instances  is  the  result  of  repeated  subclinical 
infections.  Schick  reaction,  presence  of  anti- 
toxin, and  susceptibility  are  all  mentioned  in 
the  same  breath,  but  the  causal  relationships 
between  these  factors  have  not  been  conclu- 
sively proved. 

Three  questions  must,  therefore,  be  an- 
swered: (1)  Is  there  any  demonstrable  im- 
munity after  recovery  from  the  disease? 
More  than  twenty  years  ago  I postulated  that 
no  such  immunity  exists.  The  frequency  of 
second  clinical  attacks,  as  well  as  the  failure 
of  consecutive  immunologic  responses,  argues 
against  such  an  assumption  (Seligmann49). 
As  early  as  1916,  Park  and  Zingher50  found 
that  more  than  65  per  cent  of  diphtheria  con- 
valescents were  Schick  positive.  Recent 
investigations  have  confirmed  this  observa- 
tion (Rosling51).  Vejnar52  reported  that  natu- 
ral increase  of  antitoxin  develops  more 
slowly  in  convalescent  children  within  the 
next  two  years  than  in  children  of  the  same 
age  who  did  not  have  the  disease.  Therefore, 
the  majority  of  convalescents  possess  neither 
antibodies  nor  show  a negative  Schick  reac- 
tion. 

(2)  Does  the  Schick  reaction  run  parallel 
with  antibody  titer?  It  was  formerly  as- 
sumed that  a negative  Schick  reaction  was  ob- 
served when  a certain  minimum  amount  of 


antibody  exists  in  the  blood,  and  the  level  was 
established  at  about  0.01  to  0.03  units  per 
cubic  centimeter  of  serum.  Today  we  know 
that  this  is  not  correct.  Antibody  titer  can 
differ  in  the  blood  and  in  the  tissues.  Sen- 
sitiveness of  the  skin,  as  well  as  physiologic 
fluctuations  (menstruation),  also  plays  a role 
(Jungeblut  and  Bailly53).  Newborn  babies 
and  infants  invariably  exhibit  negative  Schick 
reactions  in  the  absence  of  the  slightest  trace 
of  antibodies  (Okell,54  Glenny55).  Magara56 
found  negative  Schick  tests  in  young  children 
in  which  the  antibody  level  was  less  than 
V200.  An  incapacity  to  react  on  the  part  of  the 
child’s  skin  may  explain  some  of  these  ob- 
servations, but  even  in  older  children  signifi- 
cant differences  have  been  reported,  espe- 
cially in  vaccinated  children.  Bundesen57  saw 
negative  reactions  with  less  than  V250  unit  per 
cubic  centimeter,  and  Parish,  Edin,  and 
Wright58  found  Schick  negativeness  with  anti- 
toxin titers  even  below  Vsoo  unit  per  cubic 
centimeter.  They  concluded,  as  did  Jensen,59 
that  negative  Schick  reactions  may  occur  with 
less  than  1/2,ooo  antitoxic  unit  in  the  blood  of 
immunized  persons.  “There  is  no  fixed  anti- 
toxin titer  at  which  individuals  pass  from  the 
negative  to  the  positive  group,  or  vice  versa.” 
Finally,  Sigurjonson,60  referring  to  varying 
susceptibility  of  the  tissues,  claimed  that  in 
a transition  zone  of  0.004  to  0.01  antitoxic 
units  per  cubic  centimeter  of  serum  positive 
as  well  as  negative  reactions  may  be  possible. 
We  know  that  even  this  broad  transition  zone 
is  too  narrowly  limited.  The  only  fact  that 
can  be  asserted  with  certainty  is  that  the 
average  titer  of  antitoxin  is  higher  in  Schick- 
negative than  in  Schick-positive  individuals. 

(3)  Does  a negative  Schick  reaction  and  an 
established  antibody  titer  mean  clinical 
protection?  As  a matter  of  fact,  attacks  of 
diphtheria  have  been  observed  in  individuals 
with  a high  amount  of  antitoxin  in  the  blood, 
resulting  either  from  natural  or  artificial  im- 
munization. Not  long  ago  Prochazka61  re- 
ported diphtheria  in  about  40  persons  who 
had  from  V26  to  1 unit  before  their  attack. 
Moreover,  hundreds  of  cases  have  been  re- 
ported among  successfully  immunized  chil- 
dren. 

It  becomes  clear  that  certain  epidemiologic 
questions  in  diphtheria  require  further  study 
before  one  can  say  whether  acquired  protec- 
tion is  specific  or  nonspecific  in  character. 
Thus,  the  appearance  of  antitoxin  or  a turn 
in  the  Schick  reaction  have  been  correlated 
with  age  distribution,  morbidity  rates,  eco- 
nomic level,  density  of  population,  geograph- 
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ical  latitude,  and  racial  differences.  We  may 
be  certain  only  that  occurrence  of  antitoxin 
is  more  frequent  in  adults  than  in  young  chil- 
dren and  that  the  incidence  of  diphtheria  is  the 
reciprocal  of  this.  However,  this  parallelism 
need  not  reflect  cause  and  effect,  the  more  so 
since  we  know  of  diseases  that  exhibit  no 
difference  in  age  selection  in  spite  of  an  in- 
crease in  antibodies  with  age.  The  same  is  to 
be  seen  in  animals  that  are  not  at  all  suscep- 
tible to  diphtheria  but  that  show  a similar  in- 
crease of  antibodies  with  age.  The  more 
widespread  the  disease  is,  it  was  claimed,  the 
greater  is  the  opportunity  of  contact  with 
diphtheria  bacilli  and  of  the  acquisition  of 
immunity  through  inapparent  infections. 
This  general  statement,  however,  fails  to  ex- 
plain the  increase  of  diphtheria  over  a large 
number  of  years  in  certain  countries  and  the 
spectacular  decrease  at  the  same  time  in  other 
countries. 

Since  the  famous  investigations  of  Zingher, 
Park,  and  others,  it  is  generally  known  that  in 
civilized  countries  the  children  of  the  well- 
to-do  possess  less  diphtheria  antitoxin  than 
children  of  the  same  age  of  lower  social  stand- 
ing. It  has  been  taken  for  granted  that  more 
densely  populated  urban  areas  show  invari- 
ably higher  amounts  of  antibodies  than  thinly 
populated  rural  ones.  Not  so  long  ago,  how- 
ever, observations  by  Chason62  in  rural  Ala- 
bama proved  a higher  percentage  of  Schick- 
negative children  in  the  less  dense  areas.  In 
these  areas  68  per  cent  of  6-year-old  children 
and  92  per  cent  of  ten-year-old  children  were 
negative,*  figures  even  higher  than  they  are 
in  metropolitan  congested  areas. 

Diphtheria  is  a disease  of  the  temperate 
zones,  decreasing  toward  the  equator  and 
toward  the  poles.  For  a long  time  the  dis- 
ease was  not  believed  to  exist  at  all  in  the 
tropics  or  in  the  arctic  regions.  On  the  other 
hand,  there  are  numerous  observations  of  a 
very  high  percentage  of  negative  Schick  reac- 
tions and  of  circulating  antitoxin  in  natives 
of  tropical  countries;  these  natural  antibodies 
also  occur  in  populations  of  islands  in  the 
northern  zones.  A report  of  100  per  cent 
negative  Schick  reactions  in  inhabitants  of 
the  island  of  Koguljew  (69  degrees  northern 
latitude)  is  accompanied  by  the  statement 
that  there  are  neither  diphtheria  cases  nor 
carriers  in  this  isolated  population  (Asbelew 
and  Margo64).  Summarizing  the  very  large 
number  of  observations  f and  comparing  them 
with  the  figures  coming  from  countries  with 

* Recently  confirmed  by  Gill.63 

t See  Ramon66  and  Jensen.66 


widespread  diphtheria,  we  find  that  in  the 
temperate  zones  immunity  increases  up  to  the 
fifteenth  to  eighteenth  year  of  life,  reaching 
an  endpoint  of  about  70  per  cent  in  adults; 
in  tropical  countries  such  amounts  are  already 
reached  in  the  fifth  year  of  life,  and  the  adult 
endpoint  is  as  high  as  90  to  100  per  cent.  In 
the  Arctic  zone  the  increase  of  antibodies  is 
generally  slower  with  age,  and  the  level 
reached  in  adults  rarely  surpasses  60  to  70  per 
cent.  The  amazing  fact  therefore  emerges 
that  in  countries  where  the  incidence  of  diph- 
theria and  the  occurrence  of  diphtheria  bacilli 
are  very  rare  natural  immunity  is  either  ex- 
tremely high  (tropics)  or  not  much  lower  than 
in  the  Temperate  Zones  (Arctic  zone). 

Several  theories  have  been  advanced  to  ex- 
plain this  aforementioned  fact:  (1)  differ- 
ences in  racial  susceptibility  to  diphtheria  and 
in  individual  ability  to  produce  antibodies; 
and  (2)  climatic  influences  on  the  host  or  the 
operation  of  other  exogenous  factors  on  diph- 
theria bacilli  transforming  them  into  harm- 
less saprophytes  without  loss  of  antigenicity. 
Both  possibilities  seem  to  be  of  some  sig- 
nificance. Observations  on  white  people  in 
tropical  countries  and  on  colored  people  in  the 
United  States  point  to  differences  of  races,  but 
no  definite  decision  has  as  yet  been  arrived  at. 
On  the  whole,  the  observations  agree  upon  a 
lower  percentage  of  immune  white  people 
living  in  the  tropics  as  compared  with  the 
native  population;  in  this  country,  however, 
Doull67  claims  to  have  obtained  more  positive 
Schick  reactions  with  Negroes  in  Baltimore. 
A purely  racial  influence  does  not  seem  to  be 
buttressed  extremely  well,  climatic  and  social 
conditions  apparently  being  of  greater  im- 
portance. Thus,  in  Baltimore  the  morbidity 
of  the  Negroes,  in  spite  of  a lesser  degree  of 
natural  immunity,  stands  below  that  of  the 
white  population  (Doull);  in  New  York,  on 
the  contrary,  a distinctly  higher  morbidity 
among  Negroes  has  been  demonstrated  by 
Emerson.68 

In  addition  to  the  facts  already  discussed, 
it  is  interesting  to  note  that  authors  like  von 
Groer  and  Kassowitz,69  Friedberger,  Bock, 
and  Fuerstenheim,70  and  Hirszfeld71  consider 
normal  antibodies  a consequence  of  physiologic 
processes  and  a function  of  age  or  serologic 
maturation  rather  than  an  effect  of  immuni- 
zation of  any  kind.  Factors  of  heredity  were 
taken  into  account  by  Eigenbrodt72  in  rela- 
tion to  susceptibility  and  by  Park,  Zingher, 
and  Serota73  in  relation  to  Schick  reaction. 
Hirszfeld  postulated  the  existence  of  some 
relationship  between  blood  groups  and  the 
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potentiality  of  antibody  production.  How- 
ever, it  is  well  known  that  transmission  of  the 
disease  from  the  first  case  to  other  members 
of  the  same  household  does  not  occur  very 
frequently,  in  spite  of  the  presence  of  pre- 
sumably susceptible  children.  While  my  own 
experience  in  Berlin  showed  that  the  disease 
spreads  to  other  members  only  in  about  12  per 
cent  of  the  affected  families,  the  figures  of 
Moldovan74  in  Rumania  reveal  a still  lower 
percentage,  i.e.,  7 per  cent.  When,  finally, 
consideration  is  given  to  the  fact  that  diphthe- 
ria antitoxin  has  been  found  in  horses  and  in 
some  species  of  monkeys,  here  too  increasing 
with  age,  the  relatively  simple  assumption  of 
a specific  immunization  arising  through  latent 
infections  becomes  less  and  less  tenable.  Our 
difficulties  in  providing  a satisfactory  expla- 
nation are  further  enhanced  by  haphazard 
occurrence  of  atypical  strains,  biologic  trans- 
formation, and  dissociation  of  the  diphtheria 
bacillus  which  seem  to  occur  with  particular 
frequency  in  countries  with  a low  diphtheria 
morbidity. 
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And  spent  his  wealth 
To  get  his  health  again.” 

— Quoted  by  President  of  Southern  Medical 
Auxiliary  at  Greenville,  S.  C. 


STREPTOCOCCUS  VIRIDANS  PNEUMONIA 

Report  of  Eight  Cases 


Fred  F.  Senerchia,  Jr.,  M.D.,  and  Horace  R.  Livengood,  M.D.,  F.A.C.P., 
Elizabeth,  New  Jersey 


IT  IS  our  impression  that  many  practitioners 
feel  that  any  Streptococcus  viridans  in- 
fection is  invariably  fatal.  Since  we  are 
unable  to  find  any  case  reports  in  the  American 
literature  on  Str.  viridans  pneumonia,  it  may 
be  of  interest  to  report  8 cases. 

During  the  early  winter  of  1939  in  a series 
of  36  consecutive  pneumonias  at  the  Elizabeth 
General  Hospital  and  Dispensary,  8 cases  re- 
acted a typically  and  were  found  by  sputum 
culture  to  be  Str.  viridans  pneumonias. 

While  we  realize  that  a diagnosis  of  Str. 
viridans  pneumonia  from  sputum  culture 
alone  may  be  cause  for  criticism  because  the 
organism  is  occasionally  found  in  routine 
throat  cultures,  yet  we  feel  that  the  following 
observations  justify  the  diagnosis: 

(a)  Atypical  clinical  course  of  the  pneu- 
monia. 

(b)  Absence  of  typing  with  all  available 
types  of  pneumococcus. 

(c)  Absence  of  response  to  sulfapyridine. 

(d)  Florid  growths  of  Str.  viridans  from 
all  the  sputums  except  in  1 case  in 
which  there  were  growths  of  both 
Streptococcus  hemolyticus  and  Str. 
viridans. 

(e)  Florid  growth  of  Str.  viridans  from 
pleural  exudate  in  the  only  case  in 
which  thoracocentesis  was  indicated. 

In  each  of  these  cases  routine  orders  of  the 
medical  service  were  carried  out  as  follows: 
(1)  sputum  typing;  (2)  blood  culture;  (3) 
complete  blood  count;  (4)  urinalysis;  (5) 
x-ray  of  chest;  and  (6)  sputum  cultures  for 
nonpneumococci c pneumonias.  These  orders 
were  carried  out  on  all  of  the  cases  except  1 
in  which  the  patient  expired  before  an  x-ray 
was  obtained. 

Case  Reports 

Case  1. — A.  S.,  a white  man,  aged  29,  first 
became  ill  six  days  prior  to  admission,  at  which 
time  he  complained  of  pain  in  the  chest  and 
cough.  He  was  under  the  care  of  his  family 
physician  for  several  days  and,  showing  no  im- 
provement, was  hospitalized.  On  admission  the 
chest  observations  were  not  distinct.  On  the 

From  the  Medical  Department,  Elizabeth  General 
Hospital  and  Dispensary. 
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following  day,  however,  there  were  increased 
voice  sounds  and  rales  over  the  left  base.  These 
observations  were  corroborated  by  x-ray.  The 
Neufeld  reaction  for  all  available  groups  done  on 
the  day  of  admission  was  negative.  The  white 
blood  count  was  slightly  elevated,  and  the  urine 
showed  nothing  unusual.  Serology  and  blood 
cultures  were  negative.  The  sputum  was  rusty 
colored  and  negative  for  tuberculosis.  Three 
hundred  grains  of  sulfapyridine  were  given,  a 
small  amount  of  it  by  rectum  because  of  the 
extreme  nausea.  The  highest  temperature  was 
104.8  F.  This  gradually  came  down  by  lysis 
and  became  flat  on  the  twenty-seventh  day  of 
hospitalization.  He  was  discharged  in  good  con- 
dition on  the  thirty-sixth  day  of  hospitalization. 
The  pneumonia  was  of  the  lobar  type.  Sputum 
culture  on  the  nineteenth  day  of  hospitalization 
revealed  a florid  growth  of  Str.  viridans. 

Case  2. — J.  LeM.,  a white  man,  aged  45, 
became  ill  three  weeks  prior  to  hospitalization 
with  cough  productive  of  yellowish  sputum, 
malaise,  difficulty  in  breathing,  and  lack  of 
appetite.  Upon  admission  his  temperature 
was  103  F.  Physical  examination  showed  a 
definite  lag  of  the  left  chest.  There  was  no 
evidence  of  any  consolidation.  However,  there 
were  high-pitched  sibilant  rales  throughout  the 
entire  chest,  with  moist  rales  at  both  bases 
posteriorly.  X-ray  revealed  a mottling  of  both 
lungs  resembling  a nontuberculous  infection. 
The  Neufeld  reaction  with  all  available  groups 
was  negative.  The  white  count  on  admission 
was  17,300  with  79  per  cent  polymorphonuclears, 
10  per  cent  lymphocytes,  2 per  cent  monocytes, 
1 per  cent  eosinophils,  and  8 per  cent  stab 
forms.  The  red  count  showed  nothing  unusual. 
Sputum  smears  were  negative  for  pneumococci 
and  tuberculous  bacilli.  Sputum  cultures 
showed  a florid  growth  of  Str.  viridans.  Blood 
cultures  were  negative.  Blood  chemistry,  uri- 
nalysis, renal  function  tests,  and  agglutinations 
for  typhoid,  paratyphoid,  undulant  fever,  and 
tularemia  were  all  negative.  Electrocardiogram 
was  within  normal  limits.  Two  separate  courses 
of  sulfapyridine  were  given  with  no  apparent 
effect  on  the  temperature  or  the  course  of  the 
disease.  He  received  410  grains  in  all.  Follow- 
ing the  second  course,  he  developed  an  exfoliative 
dermatitis  which  we  attributed  to  the  drug. 
The  highest  temperature  was  103.8  F.  The  fall 
was  by  lysis  and  did  not  become  flat  until  the 
fifty-eighth  hospital  day.  He  was  discharged 
on  the  sixty-first  day  as  improved.  The 
pneumonia  here  was  of  the  bronchopneumonic 
type. 
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Case  3. — W.  A.,  a white  boy,  aged  13,  first 
became  ill  with  a cold  two  weeks  prior  to  ad- 
mission. Two  days  before  hospitalization,  the 
patient  complained  of  severe  pain  in  the  left 
chest  and  began  coughing  up  rusty  sputum. 
Physical  examination  on  admission  revealed  a 
pleuritic  rub  at  the  left  base  posteriorly  with 
bronchial  breathing  in  the  axilla  and  coarse  rales. 
There  were  moist  rales  throughout  the  right  side 
of  the  chest.  The  white  count  on  admission 
showed  a marked  elevation.  The  red  count 
was  within  normal  limits.  The  Neufeld  re- 
action with  all  available  groups  was  negative. 
Blood  culture  was  negative.  Sputum  culture 
showed  a florid  growth  of  Str.  viridans.  Urine 
was  negative,  and  x-ray  showed  a pneumonic 
process  at  the  left  base.  Temperature  on  admis- 
sion was  104.8  F.  Three  hundred  and  sixty- 
five  grains  of  sulfapyridine  were  given  during 
the  first  eight  days  of  the  illness  and  was  dis- 
continued when  the  temperature  was  100  F. 
The  temperature  became  flat  on  the  twenty- 
third  hospital  day,  and  the  patient  was  dis- 
charged on  the  twenty-fifth  day  as  improved. 
The  pneumonia  was  of  the  lobar  type. 

Case  4- — M.  L.,  a white  boy,  aged  19,  first 
became  ill  two  days  prior  to  admission  when 
he  complained  of  indefinite  malaise,  headache, 
and  slight  nausea.  The  following  day  he  vomited 
on  numerous  occasions  and  began  to  expectorate 
yellowish  sputum  at  first  and  then  rusty  sputum. 
On  deep  inspiration  there  was  pain  at  the  left 
base.  Upon  admission  the  patient  was  extremely 
toxic  with  signs  of  consolidation  at  the  right 
base.  The  white  count  was  markedly  elevated, 
and  the  red  count  showed  a mild  secondary 
anemia.  The  Neufeld  reaction  with  all  available 
groups  was  negative.  Sputum  cultures  showed 
a florid  growth  of  Str.  viridans.  Blood  culture 
was  negative.  Lung  aspiration  was  reported 
as  Staphylococcus  aureus  and  thought  to  be 
due  to  contamination.  Temperature  on  admis- 
sion was  102.8  F.  The  patient  expired  the 
following  day.  In  all  he  received  75  grains  of 
sulfapyridine.  The  pneumonia  was  lobar  in 
type. 

Case  5. — E.  H.,  a white  woman,  aged  54,  first 
became  ill  ten  days  prior  to  admission.  At  that 
time  she  complained  of  a cough  and  sore  throat. 
Her  condition  gradually  became  worse,  with  fever 
and  dyspnea.  Just  prior  to  admission  she 
complained  of  pain  in  the  left  side  of  the  chest. 
Physical  examination  revealed  dullness  of  the 
left  base  posteriorly,  with  bronchial  breathing 
and  tactile  fremitus.  The  white  blood  count 
showed  a moderate  elevation,  and  the  red 
count  was  within  normal  limits.  There  was  no 
Neufeld  reaction  with  all  available  groups.  The 
sputum  culture  showed  a mixed  growth  of  Str. 
hemolyticus  and  Str.  viridans.  The  urine 
showed  occasional  traces  of  albumin.  X-ray 
of  the  chest  revealed  infiltration  of  the  base  of 
the  lung.  The  temperature  on  admission  was 
103.2  F.  and  dropped  in  twenty-four  hours  to 


100  F.,  where  it  remained  for  six  days  and  then 
became  flat.  In  spite  of  subjective  improvement 
the  signs  persisted  in  the  chest  until  the  twenty- 
second  hospital  day,  at  which  time  she  signed 
her  release  against  our  advice.  She  received  in 
all  220  grains  of  sulfapyridine.  The  pneumonia 
was  of  the  lobar  type. 

Case  6. — S.  L.,  a white  man,  aged  51,  first  be- 
came ill  two  days  prior  to  admission,  with  pain 
in  the  left  side  of  the  chest,  cough,  and  expectora- 
tion of  thick  greenish  sputum.  The  patient, 
suffering  from  chronic  alcoholism,  was  intoxicated 
the  day  before  he  became  ill  and  fell,  striking  the 
left  side  of  his  chest.  On  admission  physical 
signs  revealed  coarse  and  fine  crackling  rales 
throughout  both  bases,  decreased  breath  sounds, 
and  slight  impairment  to  percussion  over  these 
areas.  There  was  also  patchy  distribution  of 
increased  vocal  fremitus.  The  white  blood 
count  was  moderately  elevated,  and  the  red 
count  was  within  normal  limits.  The  Neufeld 
reaction  with  all  available  groups  was  negative. 
Sputum  culture  showed  Str.  viridans.  Urinaly- 
sis was  negative.  X-ray  of  the  chest  showed 
congestion  about  both  roots  with  infiltration  of 
the  lower  lobe  of  the  right  lung.  His  tem- 
perature on  admission  was  102  F.  and  dropped 
to  100  F.  on  the  next  day.  It  remained  so  until 
the  twentieth  hospital  day.  He  was  discharged 
as  improved  on  the  twenty-third  day.  This 
patient  did  not  receive  any  sulfapyridine.  The 
pneumonia  was  bronchopneumonic  in  type. 

Case  7. — V.  C.,  a white  girl,  aged  18,  com- 
plained of  not  feeling  well  a few  days  prior  to 
admission.  On  the  day  of  admission  she  com- 
plained of  sore  throat,  cough,  malaise,  and  pain 
in  the  right  side  of  the  chest.  Physical  examina- 
tion at  this  time  revealed  very  few  signs  in 
the  lungs.  On  the  following  day  there  was 
diminished  breathing  at  the  right  base  with 
slightly  increased  vocal  fremitus.  On  the  third 
day  there  were  frank  pneumonic  signs  at  the 
right  base.  The  white  blood  count  was  moder- 
ately elevated,  and  the  red  count  was  within 
normal  limits.  The  Neufeld  reaction  was  nega- 
tive with  all  available  groups.  Sputum  cultures 
revealed  Str.  viridans.  There  were  no  tuber- 
culous bacilli  found  on  sputum  smears.  Blood 
cultures  were  negative.  Urinalyses  were  nega- 
tive except  for  occasional  traces  of  albumin. 
The  first  x-ray  of  the  chest  revealed  a pneu- 
monic involvement  of  the  lower  lobe  of  the  right 
lung.  Subsequent  films  showed  a probable  col- 
lection of  a small  amount  of  fluid  in  the  right 
lung.  Culture  of  fluid  obtained  by  thoracocentesis 
revealed  a florid  growth  of  Str.  viridans.  The 
temperature  on  admission  was  102  F.,  went  up 
to  105  F.,  and  then  became  a spiked  one.  She 
had  five  transfusions.  In  all  she  received  1,140 
grains  of  sulfapyridine.  She  expired  on  the 
forty-ninth  day,  at  which  time  a loud  pericardial 
rub  was  heard.  The  pneumonia  was  of  the  lobar 
type. 

Case  8. — L.  H.,  a white  man,  aged  26,  com- 
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TABLE  1. — Showing  Amount  of  Sulfapyridine  Given,  the  Highest  Temperature,  the  Day  of  Hospitalization 
on  Which  the  Temperature  Became  Flat,  the  Day  of  the  Disease  on  Which  the  Temperature  Became  Flat, 

and  the  Final  Outcome 


Case 

Sulfapyridine, 

Grains 

Highest 

Temperature 

Hospital  Day, 
Temperature  Flat 

Day  of  Disease, 
Temperature  Flat 

Outcome 

1 

275 

105 

27th 

33rd 

Improved 

2 

410 

103.8 

58th 

79th 

Improved 

3 

365 

105.4 

23rd 

25th 

Improved 

4 

75 

106.4 

Never 

Never 

Expired 

5 

220 

103.2 

6th 

16th 

Signed  release 

6 

None 

102 

20th 

22nd 

Improved 

7 

1,140 

105 

Never 

Never 

Expired 

8 

584 

103 

15th 

25th 

Improved 

plained  of  headache,  generalized  aches  and  pains, 
and  anorexia  ten  days  prior  to  admission.  Seven 
days  before  admission  he  had  a temperature  of 
104  F.  and  complained  of  chilliness.  Three 
days  before  admission  he  had  pain  in  the  right 
lower  part  of  his  back,  and  he  coughed  up  blood- 
tinged  sputum.  When  hospitalized  the  patient 
exhibited  classic  signs  of  consolidation  of  the 
entire  lower  two-thirds  of  the  right  lung  pos- 
teriorly. The  white  count  on  admission  was 
moderately  elevated,  and  the  red  count  was 
within  normal  limits.  The  Neufeld  reaction  for 
all  available  groups  was  negative.  Sputum  cul- 
ture revealed  Str.  viridans.  Blood  cultures  were 
negative,  as  was  the  urine  except  for  occasional 
traces  of  albumin.  X-ray  showed  pneumonic 
consolidation  of  the  middle  and  lower  lobes  of 
the  right  lung.  Temperature  on  admission  was 
102.4  F.  It  came  down  gradually  and  was 
flat  on  the  fifteenth  day.  He  was  discharged 
as  improved. 

Comment 

In  reviewing  the  clinical  behavior  of  the 
cases,  one  notes  that  in  6 the  physical  findings 
were  those  of  lobar  pneumonia  and  that  in  2 
the  findings  were  of  the  bronchopneumonic 
type.  However,  in  none  of  the  cases  was 
there  a crisis.  The  temperature  in  the  re- 
covered cases  came  down  slowly  by  lysis 
except  in  1,  Case  5,  where  the  temperature 
became  flat  on  the  sixth  day  of  hospitalization 
and  the  sixteenth  day  of  the  disease  (Table  1). 
This  patient  signed  her  release  on  the  twenty- 
second  day  of  hospitalization  at  which 
time,  although  there  was  marked  clinical  im- 
provement, the  pneumonic  signs  in  the  chest 
persisted.  Of  interest  in  this  case  also  is  the 
fact  that  it  was  the  only  one  in  the  series 
which  showed  an  organism  on  culture  other 
than  the  Str.  viridans.  Here  the  sputum 
culture  showed  both  Str.  viridans  and 
Str.  hemolyticus.  The  sputum  cultures  in 
all  the  other  cases  showed  a florid  growth 
of  Str.  viridans  only.  Blood  cultures  in  all 
of  the  cases  were  negative.  The  only  complica- 
tion due  to  the  disease  was  observed  in  1 of 
the  2 deaths  of  the  series.  In  Case  7 there 
developed  a small  pleural  effusion  which  on 


culture  revealed  Str.  viridans  and  also  a 
pericarditis  just  prior  to  death  on  the  fifty- 
first  day  of  hospitalization.  In  all  she  re- 
ceived 1,140  grains  of  sulfapyridine.  The 
other  death,  Case  4,  had  been  ill  for  two  days 
prior  to  hospitalization  and  died  twenty-four 
hours  after  admission.  He  had  received  75 
grains  of  sulfapyridine  in  all.  Both  of  these 
cases  were  of  the  lobar  type. 

From  this  small  series  of  cases  it  seems 
that  the  Str.  viridans  does  not  produce  a 
definite  clinical  picture  in  lung  infections; 
however,  it  should  be  suspected  in  all  cases  of 
atypical  pneumonia. 

As  to  the  value  of  sulfapyridine  in  these 
cases,  all  we  are  in  a position  to  say  from  our 
very  small  series  is  that  the  response  to  the 
drug  was  not  the  definitely  gratifying  response 
we  got  in  the  pneumococcic  pneumonias. 
Calmels,1  before  the  advent  of  sulfapyridine, 
reported  2 deaths  in  a series  of  11  Str.  viridans 
lung  infections.  In  our  series  of  7 cases  in 
which  sulfapyridine  was  used  there  were  2 
deaths,  1 occurring  within  twenty-four  hours 
after  admission  to  the  hospital. 

Conclusions 

1.  Eight  cases  of  Str.  viridans  pneumonia 
are  reported,  2 of  which  expired. 

2.  Sulfapyridine  was  given  in  7 of  the  8 
cases,  including  the  2 which  expired.  It  did 
not  produce  the  dramatic  drop  in  temperature 
which  we  observed  in  our  pneumococcic 
pneumonias,  nor  did  it  seem  to  alter  the 
clinical  course  of  the  disease. 

3.  In  all  the  cases  the  temperature  came 
down  by  lysis,  and  the  time  required  for  the 
temperature  to  become  flat  varied  from  sixteen 
to  seventy-nine  days. 
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ANURIA  DUE  TO  COMPLETE  BILATERAL  URETERAL 
IMPACTION  WITH  CONCRETIONS  FOLLOWING  THE  USE 
OF  SULFAPYRIDINE  IN  PNEUMONIA 

Ralph  L.  Dourmashkin,  M.D.,  and  Morris  Worton,  M.D.,  New  York  City 


THAT  sulfapyridine  has  a marked  tendency 
to  crystallize  within  the  upper  urinary  tract 
and  form  concretions  has  definitely  been  es- 
tablished both  by  animal  experimentation 
and  clinical  reports.  Antopol  and  Robinson1 
found  urolith  formation  in  the  urinary  tract  of 
24  out  of  25  monkeys  that  were  fed  on  sulfa- 
pyridine and  had  similar  results  in  a series  of 
150  rats  and  rabbits  with  larger  doses.  Their 
work  showed  that  the  histology  and  gross 
pathology  depends  upon  the  degree  of  urinar}^ 
stasis,  and  their  findings  were  those  of  cal- 
culous ureteritis,  pyelitis,  and  pyelonephritis 
in  advanced  cases.  Simultaneously,  Gross, 
Cooper,  and  Lewis2  reported  similar  findings. 
Mollitor  and  Robinson3  found  the  concretions 
to  be  an  acetyl  derivative  of  the  drug.  This 
acetylation  or  conjugation  probably  repre- 
sents an  attempt  on  the  part  of  the  liver  to 
detoxicate  it.  Marshall4  states  that  this  de- 
toxification is  a failure,  and  he  bases  his  be- 
lief on  an  experiment  in  which  7 out  of  8 
dogs  died  within  forty-eight  hours  after  an 
intravenous  injection  of  sodium  acetylsulfa- 
pyridine.  Since  all  of  his  dogs  showed,  on 
necropsy,  crystalline  deposits  in  the  collect- 
ing tubules  and  stones  in  the  urinary  tract, 
findings  which  were  confirmed  in  reported 
autopsies  of  human  cases,  we  are  in  complete 
agreement  with  Browm,  Thornton,  and  Wilson5 
that  death  resulted  from  interference  with 
renal  drainage  rather  than  actual  tissue  dam- 
age due  to  toxicity  of  the  drug. 

Clinically,  Brown  and  his  co-workers5 
reported  a carefully  selected  and  controlled 
series  of  100  cases  (of  which  94  were  pneu- 
monias) in  which  sulfapyridine  was  adminis- 
tered. Twenty-six  patients  in  this  series  de- 
veloped urinary  tract  symptoms  such  as  oli- 
guria, anuria,  and  hematuria.  Because  of  the 
marked  tendency  of  the  conjugated  sulfa- 
pyridine to  form  urinary  concretions  due  to 
its  great  insolubility,  they  advocate  forcing 
of  fluids  and  administration  of  intravenous 
injections  of  hypertonic  solution  of  dextrose 
to  prevent  supersaturation  of  urine  in  cases 
showing  diminution  of  urinary  output  and  in- 
crease of  the  total  and  free  sulfapyridine  con- 
centration in  blood. 

According  to  Long  and  Wood,6  crystalline 
deposits  of  acetylsulfapyridine  are  found  in 


the  urine  of  all  patients  receiving  the  drug, 
so  that  their  presence  is  of  no  great  clinical 
importance.  This  observation  was  corrobo- 
rated by  Brown  and  his  associates.5  A marked 
increase  in  the  crystal  content  of  the  urine 
indicates  rapid  conjugation  of  the  drug,  and 
patients  with  this  finding  should  be  carefully 
watched. 

It  would  seem  to  us  that  the  symptoms  of 
bladder  irritability  and  the  presence  of  hema- 
turia are  concomitant  manifestations  of 
“sand”  in  the  urinary  tract  analogous  to 
uric  acid  gravel  or  well-formed  calculi 
of  any  other  commonly  known  chemical 
composition.  The  experimental  and  clinical 
data  accumulated  in  the  literature  within  the 
period  of  a little  more  than  a year  and  the 
study  of  our  own  case  point  definitely  to  the 
fact  that  hematuria  is  not  a manifestation  of 
toxic  nephritis  induced  by  the  drug  but  is  the 
result  of  local  tissue  laceration  and  that  it 
may  originate  anywhere  in  the  urinary  tract. 

The  acetylsulfapyridine  crystals  are  pre- 
cipitated from  both  acid  and  alkaline  urines, 
and  according  to  Brown5  the  rate  of  precipita- 
tion cannot  be  altered  by  administration  of 
alkalies.  In  our  case  the  pH  of  right  and  left 
urine  was  7.5. 

Leaving  aside  such  theoretic  considera- 
tions as  the  rapidity  with  which  the  drug  is 
conjugated,  its  dosage  is  an  important  factor 
in  causation  of  acetylsulfapyridine  uroliths. 
However,  the  degree  of  urinary  stasis  may 
greatly  depend  upon  purely  local  ability  of 
the  urinary  tract  to  get  rid  of  accumulated 
concretions.  In  Brown’s5  series  22  out  of  60 
patients  who  received  more  than  25  Gm. 
of  the  drug  developed  urinary  symptoms, 
which  included  all  of  the  4 cases  of  anuria, 
while  only  4 patients  in  40  showed  any  evi- 
dence of  urinary  tract  disturbance  when  the 
dosage  of  the  drug  was  less  than  25  Gm. 
However,  in  our  case  of  a complete  anuria 
found  on  cystoscopic  investigation  to  be  due 
to  plugging  of  both  ureters  with  concretions, 
only  6.5  Gm.  of  the  drug  had  been  adminis- 
tered over  a period  of  two  days.  On  the 
other  hand,  in  the  remarkable  case  cited  by 
SchifTrin,7  the  patient  received  as  much  as  246 
Gm.  of  the  drug  over  a period  of  sixty-three 
days,  81  Gm.  of  which  were  given  intra- 
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venously,  without  apparent  interference  with 
urinary  drainage,  although  the  autopsy 
showed  that  both  pelves  and  all  calices  were 
filled  with  mushy,  gritty  acetylsulfapyridine 
concretions.  The  patient,  until  death,  passed 
large  amounts  of  urine  which  reached  as  much 
as  44  ounces  in  twenty-four  hours.  She  had, 
however,  a continuous  marked  hematuria. 
The  case  was  that  of  subacute  bacterial  endo- 
carditis, and  it  was  thought  that  the  hema- 
turia was  due  to  a renal  infarct.  The  ab- 
sence of  renal  enlargement  and  hydronephrosis 
on  autopsy  pointed  to  the  fact  that  the  pa- 
tient’s ureters,  which  were  found  to  be  some- 
what dilated,  were  particularly  patent. 

Other  clinical  manifestations  are  those  of 
ureteral  obstruction  and  may  vary  from 
slight  unilateral  or  bilateral  costovertebral 
pain  to  a typical  colic  with  all  its  accompany- 
ing symptoms  such  as  nausea,  vomiting,  and 
general  prostration.  In  the  latter  the  reten- 
tion of  urine  above  the  site  of  ureteral  ob- 
struction is,  as  a rule,  complete.  It  must  be 
remembered,  however,  that  complete  reten- 
tion may  be  associated  with  little  or  no  pain  at 
all.  This  has  been  the  observation  of  one  of 
us  (R.  L.  D.)  in  a large  series  of  ureteral 
calculi.  In  the  case  reported  here  the  pain 
was  more  predominant  on  the  right  side, 
although  the  obstruction  was  more  marked 
on  the  left  side. 

Oliguria  undoubtedly  indicates  an  incom- 
plete bilateral  obstruction  and  should  call  for 
cystoscopic  drainage  when  it  becomes  evident 
that  it  cannot  be  relieved  by  administration  of 
large  amounts  of  fluid  by  mouth  and  intra- 
venous injections  of  dextrose.  Oliguria,  as  a 
rule,  precedes  anuria  which  ensues  when  both 
ureters  become  completely  occluded.  The 
recognition  of  the  mechanical  nature  of  this 
condition  is  extremely  important,  as  timely 
cystoscopic  intervention  may  be  a lifesaving 
procedure.  In  a case  reported  by  Tsao,8 
death  occurred  in  an  8-year-old  child  from 
marked  oliguria  following  sulfapyridine  ad- 
ministration. The  autopsy  showed  com- 
plete obstruction  of  both  ureteral  orifices 
with  sandlike  material.  The  patient  had 
hematuria  and  passed  only  80  cc.  of  urine 
during  the  week  prior  to  death,  the  symptoms 
being  attributed  to  hemorrhagic  glomerulo- 
nephritis dr  chemical  nephrosis.  Tsao  states : 
“Had  we  had  the  knowledge  and  suspicion 
when  the  patient  began  to  suffer  anuria  and 
tried  cystoscopic  manipulation  of  the  ureter 
or  even  emergency  nephrostomy,  the  life  of 
the  patient  may  very  well  have  been  saved.” 
Carroll,9  on  the  other  hand,  in  a more  recent 


report  cites  a case  of  complete  anuria  due  to 
bilateral  ureteral  obstruction  which  followed 
the  use  of  sulfapyridine  in  which  he  was  able 
to  re-establish  kidney  drainage  by  ureteral 
catheterization.  In  his  case  (a  man,  aged  42, 
who  was  treated  for  pneumonia),  cystoscopy 
revealed  a protruding  concretion  from  the 
left  ureteral  orifice  and  a gritty  sensation  on 
passing  catheters  into  both  ureters.  The 
patient  made  immediate  clinical  improvement, 
and  the  urinary  output  returned  to  normal 
following  cystoscopy. 

It  is  possible  that  anuria  may  be  produced 
by  massive  deposition  of  crystals  in  the  col- 
lecting tubules,  and  in  such  an  event  cysto- 
scopic intervention  obviously  could  not  bring 
about  the  re-establishment  of  renal  drainage. 
In  one  of  the  4 cases  of  anuria  reported  by 
Brown  and  his  co-workers,5  the  patient  died 
and  the  autopsy  showed  deposition  of  acetyl- 
sulfapyridine crystals  in  the  collecting  tubules. 
The  authors  do  not  state,  however,  whether 
any  search  was  made  for  impacted  concre- 
tions in  the  ureters,  especially  in  their  intra- 
mural portions. 

Acetylsulfapyridine  concretions  are  non- 
opaque to  x-rays,  but  filling  defects  in  the 
ureteropelvic  tracts  either  on  instrumental 
or  intravenous  pyelograms  may  indicate 
their  presence.  The  intravenous  pyelography 
may  often  be  inconclusive,  as  the  dye  may  not 
be  visualized  in  cases  of  acute  retention  on  ac- 
count of  temporary  renal  suppression;  the 
ureters  even  under  normal  conditions  are  fre- 
quently not  outlined. 

Case  Report 

L.  B.,  a white  man,  aged  71,  night  watchman 
by  occupation,  was  seen  on  May  8,  1940.  Pre- 
vious history  was  irrelevant.  He  was  particu- 
larly free  from  any  symptoms  of  bladder  reten- 
tion. The  onset  of  his  present  illness  was 
sudden,  with  severe  pain  in  lower  right  side  of 
the  chest  aggravated  on  deep  inspiration, 
cough,  expectoration  of  greenish  sputum,  and 
fever  (104.6  F.).  On  examination,  dullness, 
tubular  breathing,  and  some  leathery  rales 
were  elicited  over  the  lower  right  side  of  the 
chest  anteriorly  and  posteriorly.  The  pulse  was 
90  and  respiration  34.  Sputum  examination  by 
the  Department  of  Health  revealed  type  III 
pneumococcus.  The  patient  received  70  grains 
of  sulfapyridine  for  the  first  twenty-four  hours 
and  20  grains  more  during  the  following  day. 
The  temperature  began  to  drop  and  his  respira- 
tion was  much  improved.  On  May  11  the 
patient  began  to  complain  of  severe  pain  in  the 
lower  right  side  of  the  chest,  and,  because  of  a 
friction  rub,  it  was  thought  to  be  due  to  pleuritic 
involvement.  On  the  following  day  the  patient 
was  relieved  of  pain  but  developed  an  abdominal 
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distention.  He  did  not  void  for  twenty-four 
hours,  and  on  catheterization  30  cc.  of  blood- 
tinged  urine  was  obtained.  He  developed 
twitching  of  the  facial  muscles  and  became  quite 
drowsy.  The  temperature,  pulse,  and  respira- 
tion were  normal.  He  vomited  on  several  occa- 
sions. On  May  13,  he  continued  to  be  drowsy, 
vomited  several  times,  and  toward  evening  be- 
came very  toxic.  He  failed  to  pass  any  urine, 
and  catheterization  yielded  45  cc.  of  dark  brown 
urine.  On  May  14,  he  continued  to  be  anuric 
and  abdominal  distention  recurred.  The  tongue 
was  moist,  which  indicated  that  the  anuria  was 
probably  not  due  to  renal  suppression.  The 
chest  showed  signs  of  pneumonic  resolution  on 
the  right  side.  Considerable  tenderness  was 
elicited  over  the  right  costovertebral  angle, 
while  the  left  side  was  but  slightly  tender.  No 
flatness  was  elicited  over  the  bladder  region, 
and  on  catheterization  but  a few  drops  of  dark 
bloody  urine  were  obtained.  The  patient  had 
now  been  anuric  for  nearly  three  days. 

Toward  evening  the  patient  was  removed  to 
Manhattan  General  Hospital  in  an  ambulance 
which  traveled  a distance  of  nearly  220  city 
blocks.*  Four  and  one-half  hours  after  cathe- 
terization, before  anything  else  was  done  for  the 
patient,  he  voided  71A  ounces  of  bloody  urine. 
He  became  very  much  brighter,  and  within  the 
next  nine  hours  he  passed  59  ounces  of  urine. 
On  the  following  morning  he  suddenly  began  to 
complain  of  severe  pain  in  the  right  costoverte- 
bral angle  and  developed  an  abdominal  dis- 
tention. He  became  completely  anuric  for  the 
next  twenty-eight  hours,  although  he  had  re- 
ceived two  intravenous  injections  of  50  cc.  of  50 
per  cent  dextrose  solution  and  2,370  cc.  of  fluids 
by  mouth.  The  abdominal  distention  and 
drowsiness  returned.  The  blood  count  showed 
80  per  cent  hemoglobin,  4,400,000  red  blood 
cells,  14,000  white  blood  cells,  of  which  84  per 
cent  were  polymorphonuclears  with  72  per  cent 
segmented  cells.  The  blood  chemistry  revealed 
90.9  mg.  of  glucose,  2.8  mg.  of  creatinine,  and 
64.2  mg.  of  nonprotein  nitrogen  per  hundred 
cubic  centimeters.  The  urine  voided  on  the 
previous  day  had  a specific  gravity  of  1.015,  was 
alkaline  in  reaction,  had  a trace  of  albumin,  and 
contained  numerous  red  blood  cells  but  no  pus 
cells.  The  blood  pressure  was  150  systolic  and 
90  diastolic.  The  x-ray  showed  moderate  lateral 
curvature  of  the  spine  but  no  evidence  of  calculi 
in  the  urinary  tract.  The  silhouettes  of  both 
kidneys,  because  of  excessive  presence  of  gas 
in  the  intestinal  tract,  could  not  be  made  out. 

Cystoscopic  examination  on  May  16,  twenty- 
eight  hours  after  the  last  passage  of  urine,  re- 
vealed the  following:  Not  a drop  of  urine  was 

obtained  through  the  sheath  of  the  cystoscope. 

* On  numerous  occasions  one  of  us  (R.  L.  D.)  has  noted 
that  a severe  renal  colic  due  to  ureteral  stone  impaction 
may  subside  following  a prolonged  automobile  ride. 
This  is  probably  due  to  the  fact  that  the  shaking  of  the 
patient  may  cause  a dislodgment  of  the  calculus  within 
a ureter,  thus  allowing  the  passage  of  retained  urine. 


The  bladder  mucosa  was  considerably  reddened 
in  the  region  of  the  trigon.  There  was  no  evi- 
dence of  vesical  neck  obstruction  which  was  in 
conformity  with  the  previous  rectal  examination 
that  showed  no  prostatic  enlargement.  The  left 
ureteral  mound  was  markedly  reddened  and 
edematous,  and  through  a minute  orifice  a 
grayish  white  concretion  was  seen  to  protrude. 
The  right  orifice  was  also  minute  but  otherwise 
looked  normal.  A number  6 Charriere  catheter 
was  introduced  with  difficulty  into  the  left  ureter 
for  a distance  of  3 cm.,  when  suddenly  long  ure- 
teral casts  of  sandlike  material  began  to  escape 
into  the  bladder  alongside  the  catheter.  The 
latter  was  slowly  worked  with  to  and  fro  mo- 
tions into  the  ureter  for  another  5 or  6 cm.,  re- 
leasing more  of  the  above  casts  which  broke 
up  into  innumerable  minute  particles  within  the 
bladder.  With  continued  difficulty  the  catheter 
was  finally  passed  way  up  to  the  kidney  pelvis,  a 
gritty  sensation  being  elicited.  As  the  eyes  of 
the  catheter  were  undoubtedly  clogged  in  their 
passage  over  the  sandy  impaction  in  the  ureter, 
no  urine  was  at  first  obtained,  but,  as  soon  as 
the  patency  of  the  catheter  lumen  was  re-estab- 
lished by  injection  of  a few  cc.  of  sterile  water, 
clear  urine  began  to  drip  in  a rapid  flow,  indicat- 
ing retention.  On  the  right  side  a similar  cathe- 
ter was  passed  for  a distance  of  24  cm.  before  a 
definite  obstruction  was  encountered.  This  ob- 
struction was  passed  by  with  difficulty.  Here 
again  the  patency  of  the  catheter  lumen  had  to 
be  restored  before  clear,  watery  urine  began  to 
escape  in  a rapid,  almost  continuous  flow. 
Phenolsulfonphthalein,  injected  intravenously, 
appeared  at  the  end  of  eight  minutes  in  both 
urines  in  equal  and  fair  concentration.  The 
segregated  specimens  of  urine  showed  a pH  of  7.5 
on  both  sides,  urea — 1.2  Gm.  per  one  cubic  centi- 
meter on  the  right  side  and  1 Gm.  per  one  cubic 
centimeter  on  the  left  side.  The  microscopic  ex- 
amination revealed  a few  red  blood  cells,  but 
neither  pus  cells  nor  microorganisms  were  found. 
A few  crystals  of  acetylsulfapyridine  were  noted 
in  both  specimens,  and  on  chemical  examination 
only  faint  traces  of  the  conjugated  drug  were 
found.  This  was  undoubtedly  due  to  the  fact 
that  at  the  time  of  the  cystoscopic  examination 
the  patient  had  conjugated  practically  all  of  the 
drug  which  had  precipitated  in  both  ureters. 
The  cultures  showed  no  growths  at  the  end  of 
forty-eight  hours.  We  were  so  absorbed  in  the 
effort  to  re-establish  kidney  drainage  that,  unfor- 
tunately, no  attempt  was  made  to  recover  the 
concretions  that  escaped  from  the  left  ureter 
into  the  bladder  for  a chemical  and  microscopic 
examination.  Immediately  after  ureteral  cathe- 
terization, pain  in  the  right  kidney  disappeared. 
The  catheters  were  allowed  to  remain  indwell- 
ing in  both  ureters  for  twenty-four  hours,  and 
during  this  time  34  ounces  of  urine  were  obtained 
from  the  right  kidney  and  30  ounces  from  the  left, 
in  addition  to  a few  ounces  which  he  voided 
voluntarily.  His  general  condition  began  to  im- 
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prove  rapidly.  The  catheters  were  washed  when- 
ever drainage  slowed  up  to  insure  against  the  clog- 
ging of  their  lumens.  On  removal  of  catheters 
considerable  grating  was  elicited  only  on  the  left 
side.  Thereafter  his  urinary  output  became 
normal  and  he  was  discharged  from  the  hospital 
on  May  19. 

Summary  and  Conclusions 

1.  Animal  experiments  and  clinical  re- 
ports show  definitely  that  sulfapyridine  has  a 
marked  tendency  to  crystallize  within  the 
urinary  tract  with  formation  of  acetylsulfa- 
pyridine  concretions. 

2.  The  recognition  of  mechanical  nature 
of  the  interference  with  urinary  drainage  in 
cases  of  oliguria  of  complete  anuria  following 
the  use  of  the  drug  is  extremely  important. 
Timely  ureteral  catheter  drainage  through 
the  cystoscope  may  be  a lifesaving  procedure. 

3.  Hematuria  should  not  be  regarded  as  a 
manifestation  of  toxic  nephritis  induced  by 
the  drug.  It  is  due  to  local  tissue  laceration 
and  may  originate  anywhere  in  the  urinary 
tract. 


4.  Even  a small  dosage  of  sulfapyridine 
may  give  rise  to  complete  bilateral  obstruc- 
tion with  anuria  if  local  urinary  tract  condi- 
tions favor  the  retention  of  crystalline  de- 
posits. 

5.  A case  is  reported  in  which  anuria 
resulted  from  complete  plugging  of  both 
ureters  with  concretions  following  adminis- 
tration of  only  6.5  Gm.  of  sulfapyridine  for 
pneumonia.  Bilateral  ureteral  catheteriza- 
tion brought  about  re-establishment  of  kidney 
drainage  and  complete  recovery  of  the  patient. 
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PHYSICAL  EXAMINATION  OF  ARMY  RECRUITS 


The  physical  selection  and  care  of  the  army,  a 
task  which  always  necessitates  the  most  exact- 
ing and  unremitting  work  on  the  part  of  highly 
trained  men,  in  time  of  emergency  requires 
even  greater  organization  and  teamwork,  Dr. 
George  A.  Skinner,  Berkeley,  California,  points 
out  in  the  October  issue  of  Hygeia , the  Health 
Magazine. 

“It  is  still  necessary,”  he  declares,  “to  have  an 
army  largely  composed  of  carefully  selected, 
physically  fit  youth,  if  it  is  to  operate  success- 
fully under  all  conditions,  particularly  the  un- 
expected ones  that  always  develop  in  actual 
combat.”  The  substitution  of  older  men  or 
of  those  who  are  partially  incapacitated  physi- 
cally, he  says,  will  not  work  because  such  men 
rapidly  break  down  under  stress,  requiring  at 
least  one  man  and  often  two  or  three  to  care  for 
each  disabled  individual.  Men  who  have 
passed  the  entrance  examination  generally 
resist  most  of  the  usual  causes  of  disability. 

The  examination  usually  begins  by  putting 
the  candidates  through  various  exercises  to 
determine  whether  all  joints  are  normal.  “The 
general  examination  for  hernia,  hemorrhoids, 
condition  of  the  feet,  skin  and  glands  may  then 
be  made,”  Dr.  Skinner  says.  “The  eyes,  ears, 
nose,  throat,  teeth,  heart,  lungs  and  nervous 
system  are  examined  individually  by  specialists 
in  these  fields. 

“At  each  point  the  printed  physical  examina- 
tion form  which  the  man  keeps  with  him  during 
the  examination  is  taken  by  an  attendant  and 
a record  of  observations  is  made.  At  any  point 
in  the  examination,  if  a question  arises,  the 
candidate  is  referred  to  a board  of  specialists 
for  further  examination.  When  all  the  findings 
are  approximately  normal,  military  clothing  is 
provided  for  the  individual.  For  this  he  is 


carefully  measured,  particularly  his  feet.  He  is 
required  to  stand  on  each  foot  while  a load 
approximating  his  pack  is  placed  on  his  back. 
The  shoes  he  is  given  are  larger  than  those  he 
has  been  accustomed  to  wearing,  but  after  he 
has  marched  during  physical  training  exercises, 
he  soon  realizes  the  comfort  of  these  more  roomy 
shoes. 

“New  men  are  vaccinated  as  soon  as  possible 
against  smallpox  and  typhoid  fever.  Tetanus 
(lockjaw)  preventive  may  also  be  added. 

“Military  training  starts  at  once  and  the  men 
are  gradually  accustomed  to  physical  exercise. 
Many  minor  defects  exist  among  accepted  men 
and  these  are  listed  for  correction  by  the  medical 
department  as  rapidly  as  possible.  Personal 
cleanliness  and  the  care  of  the  feet  and  teeth 
must  be  part  of  every  soldier’s  training. 

“The  food  supply  of  the  army  is  most  im- 
portant. One  of  the  duties  of  the  medical  de- 
partment is  to  inspect  food,  not  only  before  it 
is  prepared  but  during  the  preparation  and  serv- 
ing. 

“With  every  group  of  men,  contagious 
diseases  soon  appear.  This  is  so  predictable 
that  it  is  often  customary  to  isolate  all  new 
arrivals  at  training  centers  until  a reasonable 
quarantine  period  has  passed.  With  the  first 
appearance  of  symptoms  of  a contagious  dis- 
ease, the  suspect  is  at  once  removed  to  the 
hospital  for  further  observation. 

“It  is  not  easy  to  keep  an  army  physically  fit, 
but  it  can  be  done  to  an  extent  that  would 
have  been  unbelievable  to  army  leaders  two 
generations  ago.  Disease  is  now  expected  to 
cause  less  disability  than  injuries,  but  this  has 
only  been  accomplished  within  the  last  half 
century.  Previously  battle  injuries  were  far 
less  than  the  disabilities  caused  by  sickness.” 


Diagnosis 

npHIS  new  Journal  section  will  carry  case  reports  that  have  been  made  the  subject  of 
discussion  from  the  point  of  view  of  the  diagnostic  process  needed  and  the  post- 
mortem evidence.  All  the  cases  will  be  selected  because  of  some  unusual  interest.  Two 
hospitals  in  this  city  have  very  kindly  offered  to  supply  this  material,  each  six  times  a 
year.  Reports  from  the  New  York  Post-Graduate  Hospital  will  alternate  with  reports 
from  Bellevue  Hospital,  Fourth  Medical  Division.  These  reports  form  a companion 
piece  to  the  Cornell  Medical  College  Conferences  on  Therapeutics. — Editor 

CLINICOPATHOLOGICAL  CONFERENCES 
DEPARTMENTS  OF  MEDICINE  AND  PATHOLOGY 

New  York  Post-Graduate  Medical  School  and  Hospital,  Columbia  University 


Date:  November  19,  1940 

Presiding:  Dr.  Irving  S.  Wright 

History 

Dr.  Robert  McGrath.  This  patient  was 
treated  in  the  dispensary  and  wards  over  a 
period  of  twenty-three  months.  During  this 
time  there  were  six  hospital  admissions. 

First  Admission. — A 43-year-old,  white 
American  woman  entered  the  hospital  for  the 
first  time  complaining  of  vomiting  of  one 
week’s  duration  and  of  jaundice  which  had 
been  present  constantly  for  two  years.  She 
previously  had  jaundice  for  about  one  month 
sometime  between  12  and  17  years  of  age  but 
was  unable  to  give  further  details  concerning 
any  associated  symptoms.  At  the  age  of  29 
she  was  told  she  had  syphilis  and  was  given 
about  nine  intravenous  treatments  of  an  un- 
known drug  with  no  untoward  reactions. 
After  this  time  all  serologic  tests  for  syphilis 
were  negative.  At  30  years  of  age  she  had  an 
attack  of  severe  right  upper  quadrant  pain 
with  fever  and  jaundice  which  passed  off  in 
several  days.  At  37  she  had  a similar  ill- 
ness but  had  jaundice  for  six  months.  Dur- 
ing this  episode,  she  was  admitted  to  Hospital 
A where  operation  was  advised  but  refused. 
A letter  from  Hospital  A gave  the  following 
significant  data:  icteric  index  65;  blood 
Wassermann  negative;  stools  were  light 
colored  but  not  acholic;  and  x-ray  examina- 
tion of  the  chest  and  long  bones  was  normal. 
No  abdominal  x-ray  studies  were  made. 
When  41  years  of  age,  the  patient  experienced 
a similar  attack  from  which  she  never  made  a 
complete  recovery.  Her  icterus  persisted  and 
deepened.  There  was  a weight  loss  of  77 
pounds  over  a period  of  one  year,  associated 
with  asthenia  and  anorexia,  her  usual  weight 
being  197  lbs.  She  also  noted  the  develop- 
ment of  “yellowish  spots”  in  her  skin  located 


particularly  on  the  eyelids  and  fingers  but  to 
some  extent  over  the  entire  body.  At  this 
time  she  entered  Hospital  B for  observation 
where  she  was  told  that  surgical  intervention 
should  not  be  done  and  was  discharged  in  a 
relatively  unchanged  condition.  Significant 
laboratory  data  obtained  from  this  institution 
was  the  finding  of  an  elevated  icteric  index 
and  a blood  cholesterol  of  725  mg.  per  hundred 
cubic  centimeters. 

Family  history  was  of  interest — her  mother 
died  at  the  age  of  70  with  jaundice  of  unknown 
origin  and  her  father  died  of  tuberculosis  at 
43. 

Physical  examination  showed  an  emaciated 
woman  whose  skin  was  colored  a peculiar  dark 
grayish  yellow.  There  were  slightly  ele- 
vated orange-yellow  plaques  in  the  skin  of 
the  eyelids,  elbows,  knees,  and  body.  Ex- 
amination of  the  neck,  chest,  and  heart  was 
normal.  A small  epigastric  hernia  was  found. 
The  liver  edge  was  felt  10  cm.  below  the  costal 
margin.  It  was  firm,  nontender,  and  smooth. 
The  lower  margin  of  the  spleen  was  palpated  3 
cm.  below  the  costal  margin.  No  other 
masses  were  felt. 

Urinalysis  showed  a plus  protein  and  a 4 
plus  foam  test  for  bile.  The  hemoglobin 
was  11.0  Gm.  per  hundred  cubic  centimeters 
with  a red  cell  count  of  3,200,000  per  cubic 
millimeter.  The  reticulocyte  count  and  fra- 
gility of  the  red  blood  cells  were  within  normal 
limits.  Platelets  numbered  84,000  per  cubic 
millimeter.  The  white  cell  count  and  dif- 
ferential were  normal.  Bleeding  and  clotting 
time  were  within  the  normal  range.  The 
serum  van  den  Bergh  was  8.8  mg.  of  bilirubin 
per  hundred  cubic  centimeters,  with  a direct, 
positive  reaction.  The  icteric  index  was  83. 
The  findings  for  blood  cholesterol  and  cho- 
lesterol esters  were  450  and  125  mg.  per  hun- 
dred cubic  centimeters,  respectively,  with  a 
ratio  of  37  per  cent.  Blood  nonprotein  nitro- 
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gen  and  sugar  were  normal.  Tests  for  bile 
pigments  in  the  stool  were  positive.  Brom- 
sulfalein  test  (2  mg.  per  Kg.)  showed  a 100 
per  cent  retention  at  five  minutes  and  a 50 
per  cent  retention  at  thirty  minutes.  Blood 
Wassermann  and  Kahn  tests  were  negative 
for  syphilis.  Roentgenologic  examination  of 
the  long  bones,  skull,  chest,  and  pelvis  was 
normal.  Visualization  studies  of  the  gall- 
bladder revealed  a diminished  concentration 
of  dye.  No  biliary  calculi  were  seen.  Duo- 
denal drainage  was  attempted  but  was  un- 
successful probably  because  of  marked  pyloro- 
spasm.  Further  attempts  at  drainage  were 
refused.  Patient  was  given  symptomatic 
treatment.  Surgical  intervention  was  ad- 
vised but  also  refused  by  the  patient,  and  she 
was  discharged  on  the  twenty-fourth  day  of 
hospitalization  in  an  essentially  unchanged 
condition. 

During  the  next  twenty-three  months  the 
patient  was  hospitalized  on  five  different  oc- 
casions. Her  complaints  on  these  admissions 
consisted  of  her  usual  symptoms  which  were 
nausea,  right  upper  quadrant  discomfort, 
dyspepsia,  and  persistent  jaundice.  Her 
stools  during  this  period  contained  bile  pig- 
ments. Her  fourth  admission  was  com- 
plicated by  a lobar  pneumonia  which  re- 
sponded to  sulfapyridine. 

The  findings  on  physical  examination  dur- 
ing these  periods  of  hospitalization  were 
essentially  similar  to  those  on  admission. 

During  this  period  of  observation  much 
laboratory  data  were  obtained.  The  serum 
van  den  Bergh  varied  between  2 and  9.5  mg. 
of  bilirubin  per  hundred  cubic  centimeters 
with  a direct  positive  reaction.  The  icteric 
indices  fluctuated  between  34  and  53.  Stool 
examinations  showed  only  small  amounts 
of  urobilin.  Blood  cholesterol  and  cho- 
lesterol esters  were  consistently  elevated,  the 
level  of  the  former  averaging  480  and  the 
latter  120  mg.  per  hundred  cubic  centimeters 
with  a ratio  of  25  per  cent.  Numerous 
urine  analyses  showed  a 4 plus  foam  test  for 
bile.  Hemoglobin  remained  at  about  11.0 
Gm.  per  hundred  cubic  centimeters  with  a red 
cell  count  of  3,000,000  per  cmm.  A slight 
leukopenia  was  present  during  this  period,  the 
white  cell  count  averaging  4,800  per  cmm. 
The  differential  count  was  not  remarkable  ex- 
cept on  one  occasion  when  a 12  per  cent  eosino- 
philia  was  found.  Examination  of  one  of  the 
orange-yellow  plaques  removed  at  biopsy  was 
reported  by  the  pathologist  as  “a  cholesterol 
granuloma.” 

Final  Admission. — At  this  time  the  patient 


was  hospitalized  because  of  drowsiness  in 
addition  to  her  usual  complaints.  During 
the  interim  of  seven  months  between  her  fifth 
and  final  admission  she  also  noted  progres- 
sive increase  in  the  size  of  her  abdomen  and 
slight  ankle  edema.  There  were  periods 
during  which  she  noted  right  upper  quad- 
rant pain  associated  with  a spike  in  tempera- 
ture usually  lasting  twenty-four  hours.  Phys- 
ical examination  revealed  no  pronounced 
change  in  the  intensity  of  her  icterus.  The 
patient  was  semicomatose,  rousing  only  to 
vigorous  stimuli.  The  orange-yellow  plaques 
of  the  skin  previously  noted  were  still  present. 
The  abdomen  was  moderately  distended. 
There  was  shifting  dullness  in  both  flanks, 
and  a fluid  wave  was  easily  elicited.  Abdomi- 
nal paracenteses  were  performed  on  two  occa- 
sions with  the  release  of  1,100  and  2,700  cc. 
of  a clear,  amber  fluid.  Following  the  taps 
the  liver  edge  could  be  palpated  10  cm.  below 
the  costal  margin.  It  was  smooth,  firm,  and 
somewhat  tender.  The  tip  of  the  spleen  was 
felt  8 cm.  below  the  costal  margin. 

The  patient’s  course  in  the  hospital  was  one 
of  gradual  decline  despite  active  therapy. 
Coma  appeared  on  the  tenth  day  and  was 
associated  with  a sudden  rise  in  temperature 
to  105  F.  (40.5  C.)  Exitus  occurred  on  the 
same  day. 

Serum  bilirubin  during  this  period  was  24 
mg.  per  hundred  cubic  centimeters.  The 
icteric  index  had  risen  to  136.  The  total 
serum  proteins  were  6.7  Gm.  per  hundred 
cubic  centimeters  consisting  of  2.7  Gm.  of 
albumin  and  4.0  Gm.  of  globulin  with  an  A/G 
ratio  of  0.7.  Blood  cholesterol,  which  had 
been  uniformly  high  previously,  dropped  to 
205  mg.  per  hundred  cubic  centimeters.  The 
cholesterol  esters  were  35  mg.  per  hundred 
cubic  centimeters.  Examination  of  the  ascitic 
fluid  revealed  a specific  gravity  of  1.010,  a total 
protein  content  of  1.4  Gm.  per  hundred  cubic 
centimeters  and  contained  bile.  Bacterio- 
logic  examination  of  the  ascitic  fluid  was  nega- 
tive for  Bacillus  tuberculosis  and  bacterial 
growth.  A cell  count  could  not  be  done  be- 
cause of  clotting,  but  the  predominating  cells 
were  lymphocytes. 

Discussion 

Dr.  Carl  H.  Greene.  This  is  the  case  of  a 
woman  43  years  of  age  who  came  to  the  hos- 
pital because  of  recurrent  attacks  of  jaundice 
which  dated  from  her  adolescence.  The  early 
history  was  rather  uncertain,  for  at  one  time 
she  said  she  had  her  first  attack  at  the  age  of  17 
and  an  other  occasion  she  said  it  was  at  the 
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age  of  12.  She  had  had  four  major  attacks 
prior  to  her  first  admission  to  the  New  York 
Post-Graduate  Hospital.  Several  of  these 
were  associated  with  fever  and  jaundice. 
These  attacks  were  sufficiently  severe  so  that  a 
diagnosis  of  acute  cholecystitis  with  stones 
was  made  at  another  hospital.  Following  the 
early  attacks  the  jaundice  cleared  up,  and  she 
was  well  during  the  interval.  The  jaundice 
persisted  for  two  years  prior  to  her  final  ad- 
mission to  the  hospital.  After  a year  of 
jaundice  she  was  studied  in  a third  hospital 
when  chemical  studies  showed  a blood  cho- 
lesterol of  725  mg.  per  hundred  cubic  centi- 
meters. This  figure  was  outstanding  since 
the  normal  blood  cholesterol  usually  varies 
between  180  and  230  mg.  per  hundred  cubic 
centimeters.  The  highest  blood  cholesterol 
that  has  been  found  in  the  laboratories  of  the 
New  York  Post-Graduate  Hospital  is  2,100 
mg.  per  hundred  cubic  centimeters.  This 
was  in  a patient  who  had  an  acute  pancreatitis, 
diabetes  mellitus,  and  xanthomatosis.  In 
the  present  patient  the  reading  of  the  blood 
cholesterol,  therefore,  is  significant  because  of 
its  elevation,  but  it  is  by  no  means  excep- 
tional. 

The  physical  examination  on  admission  re- 
vealed a large  firm  liver,  a large  spleen,  and 
jaundice.  The  appearance  of  the  skin  was 
noteworthy,  because  in  addition  to  the  yellow 
color  of  jaundice  she  showed  the  generalized 
deposition  of  melanin  pigment  that  is  so  often 
associated  with  long  standing  chronic  jaundice. 
In  her  case  the  skin  color  seemed  to  be  due  to  a 
combination  of  bilirubin  and  melanin  (black 
jaundice)  without  any  marked  greenish  com- 
ponent. This  darkening  of  the  skin  further 
accentuated  the  striking  appearance  of  the 
xanthomatous  spots  around  the  eyes,  fingers, 
knees,  and  other  places  on  the  body. 

Because  of  the  history  of  recurrent  attacks 
of  upper  abdominal  colic  associated  with  fever 
and  jaundice,  a preliminary  diagnosis  of 
chronic  cholecystitis  with  stone  and  a prob- 
able stone  in  the  common  duct  was  made. 
Operation  was  advised  but  refused  by  the 
patient. 

Other  causes  of  jaundice  were  taken  into 
consideration  in  the  differential  diagnosis. 
Because  of  the  early  age  of  onset  (12  years  ?), 
the  large  spleen,  and  the  history  of  jaundice 
in  the  mother  at  the  time  of  her  death,  famil- 
ial hemolytic  j aundice  was  considered . It  was 
felt,  however,  that  this  could  be  eliminated 
completely.  In  the  first  place  the  develop- 
ment of  jaundice  in  the  mother  at  the  age  of 
70  was  a strong  argument  against  the  familial 


type.  This  patient’s  freedom  from  jaundice 
during  early  childhood,  the  normal  character 
of  the  erythrocytes,  and  the  absence  of 
reticulocytosis  and  spherocytosis  would  seem 
to  exclude  hemolytic  jaundice,  although  it 
must  be  recognized  that  a considerable  pro- 
portion of  patients  with  congenital  hemolytic 
jaundice  develop  gallstones.  When  a patient 
has  obstructive  jaundice  superimposed  on  a 
hemolytic  jaundice  the  laboratory  findings 
cease  to  be  characteristic  of  the  latter. 

Biliary  cirrhosis  or  chronic  hepatitis  was 
considered  in  the  differential  diagnosis,  par- 
ticularly in  view  of  the  story  of  antisyphilitic 
treatment  at  29  years  of  age.  This  was  dis- 
counted because  of  the  first  attack  of  jaundice 
possibly  antedating  puberty,  and  there  was  no 
history  of  continued  exposure  to  alcohol  or 
other  hepatotoxic  material.  It  is  not  un- 
usual for  a case  of  cirrhosis  to  have  such  a 
prolonged  history  with  recurring  exacerbations 
such  as  was  reported  in  this  case. 

When  this  patient  was  first  admitted  to  the 
New  York  Post-Graduate  Hospital  she  was 
demonstrated  before  the  medical  conference  as 
a possible  case  of  generalized  xanthomatosis 
with  associated  biliary  cirrhosis  of  the  type 
described  by  Thannhauser  and  Magendantz.1 
In  their  article  Thannhauser  and  Magendantz 
describe  in  detail  the  various  clinical  pictures 
presented  by  disturbances  in  function  of  the 
reticulo-endothelial  system  such  as  Gaucher’s 
disease  with  the  deposition  of  sphingomyelin 
in  the  foam  cells  of  the  reticulo-endothelial 
system.  These  authors  explain  xanthomato- 
sis on  the  basis  of  the  active  production  of 
various  lipoids  in  foci  of  xanthoma  cells  in 
the  body.  Thus,  the  condition  of  systemic 
xanthomatosis  can  be  looked  on  as  a pri- 
mary disturbance  of  lipoid  metabolism.  It  is 
further  explained  that  biliary  cirrhosis  is 
secondary  to  destruction  of  the  finer  radicals 
of  the  bile  ducts  by  deposits  of  cholesterol  in 
their  walls.  These  latter  are  similar  to  the 
deposits  of  cholesterol  in  the  wall  of  the  gall- 
bladder in  cases  of  cholesterosis  or  so-called 
“strawberry  gallbladder.”  This  view  of 
Thannhauser  and  Magendantz  has  not  been 
generally  accepted,  and  Montgomery2  takes 
exception  to  the  view  that  generalized  xan- 
thomatosis represents  a primary  disturbance  in 
cholesterol  metabolism.  He  agrees  that  xan- 
thomatosis is  sometimes  seen  in  association 
with  hepatic  disease,  but  he  points  out  that 
this  is  particularly  so  in  association  of  cases 

1 Thannhauser,  S.  J.,  and  Magendantz,  H.:  Ann. 

Int.  Med.  11:  1662  (1938). 

a Montgomery,  H.:  Ann.  Int.  Med.  13:  671  (1939). 
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with  obstructive  jaundice  due  to  constric- 
tion of  the  common  duct  whether  inflamma- 
tory or  neoplastic  in  origin.  Montgomery 
believes  that  the  etiology  of  neoplastic  or 
systemic  xanthomatosis  remains  to  be  deter- 
mined and  that  no  one  theory  satisfactorily 
explains  all  the  different  forms. 

I am  personally  in  accord  with  Mont- 
gomery’s view.  Many  patients  wth  cu- 
taneous xanthomata  show  no  change  in  the 
blood  cholesterol  levels.  It  has  been  recog- 
nized that  increased  blood  cholesterol  in  dia- 
betes meflitus  may  or  may  not  be  associated 
with  an  active  lipemia  and  that  there  is  no 
direct  relationship  between  the  level  of  the 
blood  cholesterol  and  cutaneous  xanthomato- 
sis. The  most  striking  illustrations  of  cu- 
taneous xanthomatosis  are  seen  in  the  medical 
textbooks  of  half  a century  ago.  Such  books 
as  J.  Wickham  Legg’s3  have  illustrated  ex- 
amples of  extensive  cutaneous  xanthomatosis 
associated  with  gallstones.  It  is  my  belief 
that  the  surgeons  are  the  cause  of  the  infre- 
quency of  these  cases  at  the  present  time. 
The  average  patient  with  jaundice  is  operated 
on  early,  and  so  it  is  only  occasionally  (as  in 
the  present  instance)  that  cases  of  long  con- 
tinued obstructive  jaundice  are  seen.  These 
latter  are  very  apt  to  show  hypercholesterole- 
mia independent  of  the  nature  of  the  obstruct- 
ing lesion. 

The  diagnosis  in  this  patient  would  have 
been  made  more  certain  if  it  had  been  pos- 
sible to  do  a satisfactory  duodenal  drainage  in 
order  to  examine  the  bile  for  crystals  and 
bacterial  flora.  In  our  experience  the  finding 
of  Bacillus  coli  and  of  calcium  bilirubinate 
crystals  in  the  duodenal  drainage  is  usually 
pathognomonic  of  stone  in  the  common  duct.4 
Enlargement  of  the  spleen  is  not  commonly 
seen  in  the  early  stages  of  obstructive  jaun- 
dice, but,  when  obstruction  has  lasted  suf- 
ficiently long,  the  development  of  a secondary 
obstructive  fibrosis  occurs  (obstructive  biliary 
cirrhosis)  and  splenomegaly  then  develops. 

My  final  clinical  diagnosis  is  chronic  chole- 
cystitis with  stones,  probable  stone  in  the 
common  duct,  obstructive  biliary  fibrosis 
with  secondary  congestive  splenomegaly, 
generalized  xanthomatosis,  and  hepatic  in- 
sufficiency. 

Dr.  Wright.  Dr.  Greene,  do  you  believe 
that  there  is  such  a syndrome  as  primary 
xanthomatosis?  If  not,  how  do  you  explain 

* Legg,  J.  Wickham:  On  the  Bile,  Jaundice  and  Bili- 

ous Diseases,  New  York,  Appleton  and  Company,  1880. 

« Carter,  R.  F.,  Greene,  Carl  H.,  and  Twiss,  J;  R.: 
Diagnosis  and  Management  of  Diseases  of  the  Biliary 
Tract,  Lea  and  Febiger,  Philadelphia,  1939. 


the  small  xanthomatous  plaques  frequently 
seen  on  the  eyelids  of  patients  with  no  evi- 
dence of  biliary  pathology?  Should  these 
plaques  be  considered  a definite  indication  for 
a complete  liver  and  gallbladder  study  when 
unaccompanied  by  other  signs  or  symptoms? 

Dr.  Greene.  Yes.  I do  think  that  there 
is  a syndrome  as  primary  xanthomatosis. 
The  mere  presence  of  xanthomatous  plaques 
is  not  adequate  indication  for  a complete  fiver 
and  gallbladder  study.  The  patient  should 
exhibit  symptoms  referable  to  these  systems 
in  order  to  warrant  such  an  investigation. 

Clinical  Impressions 

Primary  disseminated  xanthomatosis  or 
chronic  cholecystitis  with  cholelithiasis  and 
obstruction  to  common  bile  duct  with  second- 
ary xanthomatosis. 

Biliary  cirrhosis. 

Dr.  Greene’s  Diagnosis 

Chronic  cholecystitis  with  stones. 

Probable  common  duct  stone. 

Obstructive  biliary  fibrosis  with  second- 
ary congestive  splenomegaly. 

Generalized  xanthomatosis. 

Hepatic  insufficiency. 

Pathology 

Dr.  Maurice  N.  Richter.  The  lesions  of 
principal  interest  are  in  the  biliary  system. 
The  liver  is  enlarged,  weighing  2,000  Gm. 
It  is  deeply  jaundiced  and  presents  the  picture 
of  biliary  cirrhosis.  The  gallbladder  is  con- 
tracted and  scarred  and  communicates  almost 
directly  with  the  common  bile  duct.  Nine 
calculi  are  found  in  the  gallbladder.  Al- 
though no  stones  are  found  in  the  common 
duct,  obstruction  has  evidently  been  present, 
for  the  common  and  hepatic  ducts  are  dilated 
and  their  mucosas  are  bile-stained. 

The  spleen  weighs  925  Gm.  and  is  soft  and 
flabby. 

Microscopically  the  fiver  lesion  is  that  of 
biliary  cirrhosis.  Bile  pigment  is  found  in 
both  fiver  and  Kupfer  cells,  especially  in  the 
region  of  the  efferent  veins.  A slight  increase 
in  number  of  bile  ducts  and  an  occasional 
vacuolated  cell  is  noted  in  the  portal  areas. 
Practically  no  lipid  is  demonstrable  with 
Sudan  IV  or  osmic  acid,  and  examination  of 
frozen  sections  with  polarized  fight  shows  no 
anisotropic  material.  No  xanthomata  are 
seen  in  the  fiver  or  in  the  extrahepatic  bile 
ducts.  The  skin  lesions,  however,  are  typical 
xanthomata  with  cholesterol  deposits. 

The  spleen  shows  moderate  diffuse  fibrosis, 
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presumably  from  portal  congestion.  This 
picture  is  modified  by  an  acute  splenic  tumor 
and  by  the  presence  of  occasional  foci  of 
developing  blood  cells.  No  “xanthoma  cells” 
are  seen. 

It  is  our  interpretation  that  these  findings 
indicate  biliary  cirrhosis  from  common  duct 
obstruction  and  that  this  obstruction  was 
due  to  calculi  and  not  to  xanthomata  in  the 
biliary  system.  On  this  basis  the  hyper- 
cholesterolemia and  the  xanthomata  in  the 
skin  are  the  result,  rather  than  the  cause,  of 
the  obstructive  lesion. 

Dr.  Wright.  I should  like  to  ask  Dr. 
Richter  whether  he  thinks  there  is  such  a 
thing  as  biliary  cirrhosis  due  to  obstruction  by 
xanthomata  in  the  bile  ducts. 


Dr.  Richter.  I have  not  seen  it.  In  the 
present  instance  this  was  not  the  case. 

Pathological  Diagnosis 

Chronic  cholecystitis. 

Cholelithiasis  (calculi  in  gallbladder). 
Biliary  cirrhosis. 

Icterus. 

Ascites. 

Splenomegaly  due  to  portal  congestion. 
Xanthomatosis  of  the  skin. 


Editorial  Committee 

J.  Scott  Butterworth,  M.D. 

Maurice  R.  Chassin,  M.D. 

Herman  0.  Mosenthal,  M.D.,  Chairman 


A LEGAL  KINK  IN  MEDICAL  CARE  FOR  REFUGEE  CHILDREN 


A physician  in  an  Ohio  community  was  called 
to  attend  a small  child  who  had  been  brought 
to  this  country  from  England  for  placement  in 
an  American  home  to  escape  the  dangers  of  war, 
and,  as  reported  in  the  J.A.M.A. , he  found  that 
the  child  was  suffering  from  badly  diseased  ton- 
sils and  adenoids.  He  recommended  an  opera- 
tion but  was  advised  that  the  surgical  pro- 
cedures contemplated  could  not  be  undertaken 
lawfully  until  consent  was  obtained  from  the 
child’s  parents  in  England.  As  more  and  more 
European  children  are  placed  in  American  homes 
the  problem  that  confronted  this  physician  will 
necessarily  constantly  recur.  Any  unnecessary 
delay  in  providing  medical  care  for  the  children 
would  be  most  unfortunate.  The  United  States 
Committee  for  the  Care  of  European  Children, 
in  which  now  centers  the  responsibility  of  secur- 
ing American  homes  for  the  young  refugees, 
has  given  this  matter  of  authorization  of  medical 
care  considerable  thought.  The  committee 
realizes  the  importance  of  the  matter  and  is  work- 
ing on  a plan  to  effect  a definite  solution  to  the 
problem.  Pending  the  completion  of  this  plan, 
however,  the  committee  thus  expresses  the  view 
that  there  need  not  now  be  any  such  delay  as 
was  suggested  to  the  Ohio  physician: 

“Pending  a more  permanent  arrangement,  the 
United  States  Committee  and  any  foster  parents, 
however,  are  not  left  completely  remediless. 
We  feel  that  there  is  a degree  of  factual  back- 
ground which  would  enable  a foster  parent,  on 


the  basis  of  general  American  law,  to  consider 
himself  as  acting  in  loco  parentis.  Among 
such  factors  are  that  the  English  parents  of  their 
own  volition  sent  their  child  to  an  American 
home  and  assumed  all  the  risks  inherent  therein, 
that  the  American  foster  parents  have  taken 
the  child  into  their  home,  have  supported  it, 
have  cared  for  it,  and  generally  have  exercised 
custodial  powers  over  it.  Certainly,  it  would 
seem  such  foster  parents  could  exercise  their 
rights  over  the  child  as  against  any  other  indi- 
viduals, with  the  exception  of  the  child’s  actual 
parents.  Bearing  such  factors  in  mind  it  would 
appear  likely  that  American  courts  would  hold 
that  the  American  foster  parent,  having  assumed 
all  these  rights,  duties,  and  obligations,  would 
likewise  have  the  power  to  consent  to  any  neces- 
sary medical  or  surgical  treatment  of  the  child. 

“We  feel  that  there  are  also  two  further 
mitigating  circumstances.  In  the  first  place  it 
is  highly  unlikely  that  the  question  would  ever 
be  raised  except  by  the  English  parents  them- 
selves and  it  is  extremely  doubtful,  in  view  of 
all  the  circumstances,  that  they  would  complain. 
In  the  second  place,  we  feel  that  an  American 
court  would  be  reluctant  to  hold  the  United 
States  Committee  or  the  foster  parents  liable 
for  such  a given  consent  when  the  whole  picture 
of  this  emergency  child  care  movement  was 
adequately  and  forcefully  presented.  If,  on  the 
other  hand,  the  foster  parents  were  negligent  in 
handling  the  matter  they  should  be  held  liable.” 


SIGHT  FOR  SORE  EYES 

A number  of  years  ago  an  elderly  colored 
woman  presented  herself  at  my  clinic  with  a 
cataract,  relates  an  Iowa  doctor  in  Modern 
Medicine.  I operated  and  after  about  ten  days 
she  was  ready  to  go  home.  I decided  I would  see 
how  much  vision  the  old  lady  had,  following  the 
removal  of  the  cataract.  I put  a trial  frame  with 
some  lenses  in  my  pocket  and  went  to  the  hos- 
pital. I said  to  my  nurse,  “Come  with  me  and 
we  will  see  how  much  vision  our  patient  has.” 


We  went  to  the  ward  and  the  nurse  removed 
the  bandage  while  I slipped  the  trial  frame  in 
place  and  dropped  in  the  lenses  that  would  give 
her  approximate  correction.  I said,  “Now, 
Auntie,  what  can  you  see?” 

She  twisted  her  head  around  until  she  got  the 
proper  focus  and  then  said,  “Well,  doctah,  I 
sees  that  you  ah  a pow’ful  han’som  man.” 
The  nurse  took  all  the  joy  out  of  the  remark  by 
saying,  “She  can  see  better  than  I can.” 


Special  Article 

A STUDY  OF  COUNTY  SOCIETY  ACTIVITIES 

Joseph  S.  Lawrence,  M.D.,  Albany,  New  York 


THE  County  Medical  Society  is  the  unit 
of  organized  medicine.  This  being  true, 
it  is  most  desirable  that  the  members  of  such 
society  should  realize  the  necessity  of  keeping 
it  a strong,  active  component  of  the  larger 
state  organization. 

In  New  York  State  there  is  an  active  so- 
ciety in  every  county  but  one.  That  county 
is  Hamilton,  in  the  Adirondack  Mountains, 
and  its  limited  population  is  located  in  a few 
small  centers  or  near  to  its  boundary  so  that 
adequate  medical  care  is  provided  by  a few 
resident  physicians  (too  few  to  organize  a 
society),  and  others  residing  near  the  border 
of  neighboring  counties. 

The  sixty-one  county  societies  range  in 
membership  from  eleven  physicians  in  Schuyler 
County  to  approximately  five  thousand  in 
New  York  County.  Twenty-four  societies 
have  fifty  or  fewer  members  and  another 
eighteen  range  between  fifty-one  and  one 
hundred.  Three  have  more  than  one  thou- 
sand members.  In  some  of  the  rural  counties 
100  per  cent  of  the  physicians  are  members  of 
the  society,  while  in  some  of  the  densely 
populated  counties  the  proportion  of  members 
is  as  low  as  60  per  cent.  Physicians  locating 
in  rural  counties  usually  seek  membership  in 
the  county  society  as  early  as  possible  after 
registration  of  their  licenses  and  location  of 
offices.  Membership  is  sought  not  only  for 
scientific  advantages  and  fraternal  associa- 
tions but  to  establish  a reputation  for  merit 
and  regularity  and  also  to  benefit  from  the 
protection  the  society  provides  against  charges 
of  malpractice. 

A society’s  efficiency  will  depend,  in  part 
at  least,  upon  the  number  of  times  it  con- 
venes. When  the  prime  objective  of  a meet- 
ing of  the  society  was  to  hear  a scientific 
address  and  join  in  the  discussion,  it  was  no 
serious  matter  if  the  meetings  were  not  held 
regularly  or  if  the  interim  between  meetings 
was  great;  but  today  the  society  has  impor- 
tant business  obligations  and  must,  therefore, 
meet  frequently  and  regularly.  If  the  secre- 
tary of  a society  that  meets  but  twice 
a year  receives  a letter  shortly  after  the 
meeting,  he  will  not  be  able  to  get  the  so- 
ciety’s consideration  of  it  for  six  months,  and 
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by  that  time  action  may  be  too  late.  Eleven 
societies  have  but  two  regular  meetings  an- 
nually; another  twenty-two  meet  four  times 
a year.  Twenty-one  meet  eight  or  more 
times;  two  of  these  meet  monthly  through- 
out the  year.  It  would  seem  that  all  societies 
should  try  to  meet  at  least  six  times  a year  for 
the  purpose  of  transacting  business.  Of 
course,  if  there  is  exceedingly  urgent  business 
to  be  transacted,  a special  meeting  is  called. 
Some  societies  hold  a short  business  session 
in  connection  with  the  lectures  when  they  are 
having  one  of  the  postgraduate  courses; 
others  may  have  a majority  of  members  on 
the  staff  of  a certain  hospital  and  take  ad- 
vantage of  a clinical  conference  day  to  have  a 
special  meeting.  Too  few  take  as  seriously 
as  it  deserves  the  business  part  of  their  meet- 
ings, i.e.,  the  consideration  of  communica- 
tions, of  committee  reports,  and  of  the  reports 
of  their  delegates  to  meetings  or  committee 
conferences  of  the  State  Society.  Some  of  the 
societies  endeavor  to  transact  their  business 
in  the  half  hour  before  the  time  set  for  the 
scientific  session,  and,  if  a quorum  does  not 
arrive  or  there  is  too  much  business  for  that 
time,  the  meeting  is  adjourned  until  after  the 
scientific  session  closes,  when  another  des- 
perate effort  is  made  to  secure  a quorum. 
Of  course,  where  the  county  society  has  a 
comitia  minora  authorized  to  do  certain  busi- 
ness, there  is  need  only  for  the  acceptance  of 
its  report  with  the  transaction  of  such  busi- 
ness as  it  requests  in  the  general  business 
meeting. 

In  recent  years  societies  are  devoting  more 
time  to  the  discussion  of  problems  arising  out 
of  changing  social  conditions.  Occasionally, 
a society  will  devote  an  entire  meeting  to  a 
discussion  of  problems  incident  to  medical 
care  of  indigent  sick,  practice  under  the 
Workmen’s  Compensation  Law,  or  medical 
preparedness. 

Most  societies  do  not  have  established 
headquarters  where  mail  can  be  received  and 
records  kept.  The  only  permanent  records 
preserved  under  such  conditions  are  the  secre- 
tary’s minute  book  and  the  treasurer’s  re- 
ceipt book.  The  places  where  meetings  are 
usually  held  are:  club  houses,  hotels,  and 
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hospitals.  At  least  five  societies  (Erie, 
Kings,  Monroe,  New  York,  and  Queens)  have 
offices  and  facilities  for  holding  their  meet- 
ings in  the  same  buildings.  Where  facilities 
for  preserving  records  are  inadequate,  the 
responsibility  for  the  continuance  and  effi- 
ciency of  the  society  rests  largely  on  the  sec- 
retary. He  is  elected  for  a term  of  one  year, 
but  almost  without  exception  he  will  be  re- 
elected annually  as  long  as  he  will  accept  the 
honor  and  task.  The  president  is  elected  for 
a term  of  one  year,  also,  but  is  rarely  re- 
elected. The  treasurer  and  delegates  to  the 
House  of  Delegates  of  the  State  Society  are 
usually  re-elected  in  two  or  more  years. 
Where  the  society  meets  but  twice  a year,  the 
president  has  very  little  opportunity  to  render 
much  service.  He  is  elected  in  October,  and 
unless  he  prepared  himself  in  advance  he  will 
not  be  in  a position  to  declare  his  program  or 
appoint  the  chairmen  to  his  committees  at 
once.  He  is  likely  to  take  his  time,  for  the 
next  meeting  will  not  be  until  May.  Thus, 
the  active  part  of  his  year  may  pass  before  he 
has  completed  his  organization,  and  by  that 
time  vacations  are  at  hand  and  society  affairs 
are  reduced  to  a minimum.  He  will  probably 
endeavor  to  have  the  coming  October  meet- 
ing worthwhile,  but  it  will  be  unbecoming  for 
him  to  prepare  a program  for  further  activity 
since  his  term  of  office  expires.  Even  where 
it  is  the  custom  to  advance  the  vice-president, 
it  is  not  likely  to  be  different.  Officers  should 
be  chosen  who  are  qualified  and  willing  to 
contribute  actively  both  in  time  and  effort. 

Attendance  of  members  at  meetings  is  the 
bugbear  of  all  active  officers.  It  is  affected 
by  many  conditions  and  circumstances.  A 
good  program,  including  a live  subject  or  a 
prominent  speaker  and,  better  still,  a combina- 
tion of  the  two,  usually  results  in  a good  at- 
tendance. The  weather,  the  place  of  meet- 
ing, and  the  hour,  all  influence  the  attendance. 
In  the  rural  districts  the  best  attendance  is 
secured  when  the  meeting  includes  a meal. 
For  example,  the  business  portion  of  the  pro- 
gram may  be  held  before  luncheon  and  the 
scientific  in  the  afternoon,  or  the  program 
may  be  built  in  like  manner  about  dinner  in 
the  evening.  In  the  cities,  discontinuance  of 
a collation  after  the  evening  meeting  will  be 
followed  by  a marked  decrease  in  attendance. 

Attendance  is  not  influenced  greatly  by  the 
size  of  the  membership  unless  the  effect  is  in 
adverse  ratio.  Rural  county  societies  may 
have  80  or  90  per  cent  of  their  members  in 
attendance,  while  the  larger  urban  societies 
may  have  at  times  relatively  small  meetings. 


Many  societies  have  one  meeting  a year 
which  is  principally  a social  affair.  It  may 
be  a clambake,  a beefsteak  supper,  a summer 
outing,  or  a joint  meeting  with  the  lawyers, 
the  dentists,  or  the  auxiliary.  Such  meetings 
are  usually  very  worthwhile  and  well  at- 
tended. 

The  annual  meeting  when  officers  are 
elected  is  usually  a dinner  meeting  among  the 
smaller  societies,  and  occasionally  the  mem- 
bers are  invited  to  bring  their  wives.  A few 
societies  divide  their  annual  meeting  into 
two  parts — business  on  one  evening  and  the 
banquet  another  evening. 

Incomes 

Dues,  exclusive  of  State  Society  dues,  as- 
sessed annually  by  county  societies  vary  in 
amount  from  $1.00  to  $25  (see  Appendix). 
Twenty  county  societies  assess  themselves 
$2.00  annually,  while  twenty-two  collect 
$5.00.  Four  societies  collect  $10;  one, 
$20;  and  three  have  sliding  scales  ranging 
from  $10  to  $25  in  two  societies  and  from 
$12.50  to  $25  in  the  third.  In  these  three 
societies  physicians  who  are  just  starting  to 
practice  are  favored  with  the  lower  dues. 
One  society  has  no  regular  annual  dues  but 
assesses  its  members  $5.00  whenever  it  is 
necessary.  It  reports  that  there  has  been 
one  such  assessment  in  the  last  four  years. 
Most  societies  have  no  other  income  than  that 
received  from  dues.  There  are,  however, 
other  sources — eight  societies  collect  a fee  for 
registering  the  members  under  the  Work- 
men’s Compensation  Law,  four  collect  dues 
from  associate  members,  four  have  endow- 
ments or  moneys  at  interest,  three  realize  a 
profit  on  their  bulletins,  and  two  collect  an 
initiation  fee.  Other  sources  of  income  re- 
ported are:  use  of  society  building  by  other 
groups,  radio  talks,  refraction  of  eyes  of 
children  for  city,  clinics,  and  school  health 
service. 

It  is  interesting  to  note  that  the  county  so- 
cieties collect  annually  in  dues,  exclusive  of 
the  State  Society  assessment,  a total  of  more 
than  $210,000.  Only  one  society  reported 
having  an  endowment.  It  is  the  gift  of  a 
former  member  who  was  president  of  both 
the  county  society  and  State  Society.  One 
wonders  why  more  societies  should  not  have 
endowments. 

One  might  speculate  as  to  why  there  should 
be  such  a great  difference  in  the  amount  of 
dues  collected  by  the  different  societies.  It 
is  evident  that  they  collect  dues  in  keeping 
with  their  activities. 
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Expenditures 

One  and  only  one  item  of  expense  is  com- 
mon to  all  societies  and  that  is  the  cost  of 
preparing  and  mailing  notices  of  the  meetings. 
The  next  most  common  expense  is  for  secre- 
tarial and  stenographic  services.  It  is  often 
said  that  an  organization  will  be  active  or 
lethargic  depending  upon  the  interest  of  its 
secretary.  There  is  much  reason  to  believe 
that  the  saying  holds  true  with  medical  so- 
cieties. Secretaries  usually  take  great  pride 
in  their  duties  and  submit  to  re-election  so 
long  as  their  health  permits  them  to  do  the 
work.  Several  have  served  more  than  fifty 
years.  Many  of  those  with  long  years  of  serv- 
ice have  never  received  anything  for  their 
loyalty  but  a vote  of  thanks.  Seventeen  so- 
cieties do  not  compensate  their  secretaries  in  a 
material  way;  twelve  allow  them  amounts 
ranging  from  an  uncertain  sum  to  $100  for  the 
payment  of  necessary  clerical  assistance. 
Six  remit  the  dues  of  their  secretaries,  four- 
teen grant  an  honorarium  of  $10  to  $50  an- 
nually, and  seven  others  grant  amounts  vary- 
ing from  $100  to  $250. 

Four  societies  that  do  not  compensate  their 
elected  secretaries  employ  executive  secre- 
taries to  be  their  assistants  and  to  devote 
their  whole  time  to  the  work.  One  society 
employs  its  elected  secretary  as  its  executive 
secretary  on  part  time. 

This  study  has  convinced  the  writer  that 
the  time  has  come  when  a society  secretary 
must  be  able  and  willing  to  devote  more  than 
a few  spare  minutes  to  his  duties  if  the  society 
is  to  retain  its  importance  and  live  up  to  its 
responsibilities  as  a component  of  a large, 
influential  State  Society.  A busy  practitioner 
should  not  be  expected  to  do  this  work  with- 
out some  compensation  for  the  time  and  serv- 
ice he  must  provide.  Obviously  not  all 
societies  can  afford  nor  will  their  needs  re- 
quire the  full  time  of  an  executive  secretary; 
but  all  societies,  no  matter  how  small,  will 
and  do  require  an  increasing  amount  of  time 
of  one  of  their  members  to  keep  the  minutes 
of  the  meetings  and  the  records,  to  supervise 
matters  relating  to  workmen’s  compensation, 
to  coordinate  the  duties  and  stimulate  the 
activities  of  the  several  committees,  to  ar- 
range for  postgraduate  education,  and  in 
many  ways  to  represent  his  society  with 
local,  state,  and  national  organizations. 

The  secretary  continuing  in  service  from 
administration  to  administration  becomes 
known  as  the  representative  of  the  society 
through  whom  all  inquiries  or  suggestions  for 


society  activity  will  pass.  Of  course,  the 
society  has  committees  appointed  to  function 
for  it  in  their  respective  fields,  but  often  the 
secretary  must  function  for  them.  In  twenty- 
six  counties  the  secretary  serves  as  treasurer 
also,  and  seven  of  these  secretaries  are  among 
those  receiving  no  financial  assistance  from 
their  societies. 

The  treasurer  is  another  officer  who  is  re- 
elected as  often  as  he  consents  to  accept  the 
honor.  In  twenty-six  societies,  as  was  stated 
before,  the  secretary  functions  also  as  the 
treasurer.  Only  ten  of  the  other  thirty-five 
treasurers  receive  compensation;  two,  an 
uncertain  honorarium;  two,  remission  of 
dues;  four,  $50;  one,  $100;  and  another, 
$300. 

Delegates  to  State  Society 

Twenty-four  societies  refund  in  full  to  their 
delegates  to  the  meeting  of  the  House  of 
Delegates  the  actual  expenses  incurred  in 
making  the  trip.  Of  the  others,  one  society 
refunds  $15  to  each  delegate,  while  five  others 
refund  up  to  $25  and  one  to  $35.  One  society 
refunds  the  railroad  fare  and  compensates 
each  delegate  $10  per  day.  Five  refund  the 
railroad  fare  only,  while  four  refund  railroad 
fare  and  hotel  expenses.  Twenty  require 
that  the  delegate  meet  all  of  his  expenses 
himself.  They  feel  that  a member  should  be 
willing  to  make  that  contribution  for  the 
honor  of  representing  his  society.  Some- 
times members  refuse  the  honor  and  repre- 
sentation depends  upon  the  willingness  of  a 
member  expecting  to  attend  the  scientific 
meeting  to  be  the  delegate. 

The  meeting  of  the  House  of  Delegates  is 
the  most  important  affair  in  the  annual  ex- 
perience of  the  State  Society,  and  every 
county  society  should  be  keenly  interested  in 
its  transactions  and,  therefore,  have  able  rep- 
resentation. A delegate  should  be  familiar 
with  the  State  Society’s  program  and  be 
prepared  to  give  the  meeting  the  benefit  of 
his  county  society’s  attitude  or  experience. 

Honoraria 

Inquiry  was  made  regarding  compensation 
of  guest  speakers  at  county  society  meetings. 
More  than  half  (thirty-seven  societies)  re- 
plied that  they  offer  to  repay  their  expenses 
or  make  them  an  honorarium.  Twenty  re- 
plied that  it  is  not  their  practice  to  do  any- 
thing, and  four  others  said  they  do  so  occasion- 
ally. A few  years  ago  large  clinics  and  hos- 
pitals would  meet  the  expenses  of  members  of 
their  staffs  who  accepted  invitations  to  take 
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part  in  count}'  society  programs,  but  they  are 
no  longer  so  liberal.  Frequently  a man  who 
has  mutually  pleasant  relations  with  the 
members  of  a county  society  will  accept  an 
invitation  and  expect  no  remuneration. 
Members  of  medical  school  faculties  are  still 
willing  to  assist  societies  in  the  vicinity  of  the 
schools.  State  employees  can  accept  invita- 
tions and  classify  them  among  their  duties,  in 
which  case  the  state  will  meet  their  expenses. 

Other  Expenditures 

At  least  one-fourth  of  the  societies  provide 
a dinner  at  the  time  of  the  annual  meeting 
with  no  extra  charge  to  the  members.  All 
purchase  floral  pieces  for  their  dead.  Some 
honor  their  members  with  some  significant 
gift  on  the  completion  of  fifty  years  of  prac- 
tice. 

A number  of  societies  hold  membership  in 
one  or  more  of  the  following  organizations: 
Chamber  of  Commerce,  Better  Business 
Bureau,  Tuberculosis  Association,  Council  of 
Social  Agencies,  and  Cancer  Committee. 
Some  make  contributions  to  the  Boy  Scouts, 
Red  Cross,  Salvation  Army,  and  Community 
Chest.  Other  items  of  expense  mentioned 
by  at  least  one  society  are:  auditing,  interest, 
rent,  insurance,  library,  social  security, 
telephone  and  telegraph,  bulletins,  essay  con- 
test, broadcasts,  projection  lantern,  travel, 
and  collations.  Six  societies  contribute  from 
$10  to  $25  to  the  Physicians’  Home. 

Committees 

The  most  important  committee  of  the  so- 
cieties is  the  comitia  minora.  All  but  a few 
of  the  smaller  societies  have  a comitia  minora. 
It  is  generally  composed  of  the  officers  and 
censors  and  sometimes  the  chairmen  of  the 
standing  committees,  but  occasional^  some 
of  its  members  are  elected  by  the  society  to 
that  one  office  only.  Its  functions  are  usually 
those  of  an  executive  committee  and  a board 
of  trustees.  It  devises  or  passes  upon  all 
plans  or  programs  of  activity  of  the  society. 
It  usually  supervises  the  expenditure  of 
monej'  and  makes  recommendations  of  ad- 
ministration to  the  society.  Its  time  of 
meeting  is  generally  within  the  week  prior  to 
the  regular  meeting  of  the  society. 

Every  society  has  a legislative  committee. 
In  one  of  the  large  societies  the  committee  has 
fifty  members,  w’hile  in  some  of  the  smaller 
societies  the  committee  is  but  one  person. 
From  many  aspects  this  is  the  most  important 
committee  of  a society’s  organization.  An- 
nually, scores  of  bills  are  brought  before  the 


legislature  which,  if  enacted  into  law,  would 
endanger  the  public  health,  interfere  with  the 
scientific  practice  of  medicine,  or  compel  our 
educational  authorities  to  lower  the  enviably 
high  standards  of  which  New  York  State  is  so 
proud.  It  is  well  known  that  vicious  pro- 
posals are  often  promoted  by  large,  powerful 
groups  and  interests  and  not  infrequently 
championed  by  intellectual  and  influential 
citizens.  It,  therefore,  behooves  every  so- 
ciety (regardless  of  its  size,  rural  or  urban)  to 
be  responsible  for  bringing  promptly  to  the 
attention  of  its  legislators  and  other  political 
leaders  correct  information  on  each  such 
measure.  The  legislative  committee  is  given 
tills  responsibility,  and  its  personnel  should  be 
selected  in  a manner  to  make  it  most  efficient. 
The  chairman  should  be  able  and  willing  to 
give  the  time  necessary  to  read  and  study  the 
bills  as  they  come  before  the  legislature.  He 
should  be  familiar  with  the  political  organiza- 
tions of  the  county,  and  his  efficiency  will  be 
greatly  increased  and  his  task  lightened  if  he 
is  personally  acquainted  with  the  legislators 
and  political  leaders.  In  the  larger  societies 
he  cannot  expect  to  know  all  of  the  leaders, 
and  so  he  must  delegate  some  of  this  respon- 
sibility to  other  members  of  his  committee. 
Some  societies  compose  their  committees  by 
selecting  a physician  from  each  legislative 
district  of  the  county  and  giving  him  the 
personal  responsibility  of  keeping  in  touch 
with  that  legislator.  He  is  expected  to  enlist 
the  aid  of  other  physicians  and  influential 
public  personages  of  the  district  when  he  feels 
their  need. 

It  is  now  generally  recognized  by  all  so- 
cieties that  the  most  effective  method  of  in- 
forming the  legislators  is  not  by  the  physicians 
sending  mass  telegrams  or  letters  to  every- 
body in  the  legislature  or  by  appearing  at  the 
Capitol  seeking  to  be  heard  on  the  relative 
merits  and  demerits  of  proposed  legislation. 
Representatives  of  each  society  should  discuss 
the  important  matters  with  their  legislators 
when  they  are  home  over  week-ends. 

In  order  that  the  county  society  representa- 
tives may  be  familiar  with  pending  legisla- 
tion, the  Legislative  Committee  of  the  State 
Society  sends  bulletins  to  each  member  of 
every  county  society  legislative  committee 
(weekly  or  more  frequently  if  thought  neces- 
sary) describing  all  bills  relating  to  public 
health  or  the  practice  of  medicine  as  they  are 
introduced.  These  bulletins  continue  to  re- 
port what  action  is  taken  upon  the  bills. 
The  Executive  Officer  of  the  State  Society 
calls  upon  the  legislators  in  the  Capitol  and 
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gathers  the  information  for  the  bulletins. 
He  also  represents  the  profession  at  public 
hearings. 

Copies  of  the  printed  bills  discussed  in  the 
bulletins  are  sent  to  the  chairmen  of  all  county 
society  legislative  committees,  and  they  are 
asked  to  give  the  State  Committee  the  opinion 
of  their  committees  at  the  earliest  opportunity. 
In  spite  of  the  elaborate  efforts  made  to  se- 
cure expressions  of  opinions  and  with  the  as- 
surance that  these  comments  help  the  State 
Committee  arrive  at  a decision  as  to  whether 
a bill  should  be  approved  or  opposed,  the 
number  of  replies  received  is  often  disappoint- 
ing. 

About  a month  after  the  legislature  has 
convened  the  chairmen  of  the  county  society 
legislative  committees  are  invited  to  a con- 
ference in  Albany,  at  which  time  the  bills  that 
have  been  introduced  are  carefully  studied  and 
discussed  and  a decision  is  reached  upon  each. 
These  conferences  are  considered  very  worth- 
while by  the  State  Society  and  the  chairmen 
who  attend.  Although  the  State  Society  re- 
funds to  each  chairman  the  expenses  incurred 
in  attending  the  conference,  only  about  one- 
half  of  the  county  societies  have  been  repre- 
sented at  any  particular  conference.  Of  course, 
it  is  understood  that  all  chairmen  cannot  leave 
their  practice  on  a particular  day — and  for 
those  farthest  from  Albany  two  days — but 
probably  some  chairmen  do  not  take  their 
responsibility  as  seriously  as  the  position  de- 
serves. During  1940  we  did  not  have  a com- 
munication from  thirteen  of  the  sixty-one 
county  chairmen  nor  from  any  member  of 
their  committees.  There  were  eleven  other 
county  chairmen  of  committees  from  whom 
we  did  not  hear,  although  some  member  of 
each  of  those  committees  did  send  us  some 
comment.  Only  six  of  these  twenty-four 
chairmen  attended  the  annual  conference. 
It  is  possible  that  some  of  these  chairmen 
modestly  thought  that  their  comments  were 
not  needed,  for  we  know  that  some  of  them 
did  keep  in  close  touch  with  their  legislators. 
This  seeming  lack  of  cooperation  was  not  al- 
ways the  fault  of  the  chairmen,  for  to  our 
knowledge  some  were  not  appointed  or  noti- 
fied of  their  appointment  until  January.  It 
is  possible,  also,  that  some  chairmen  hesitate 
to  express  an  opinion  that  would  be  inter- 
preted as  the  position  of  their  societies  with- 
out having  instructions.  They  are  unable  to 
secure  these  instructions  because  their  so- 
cieties do  not  meet  again  until  after  the  legis- 
lature has  adjourned.  These  chairmen  should 
consult  with  the  other  members  of  their 


committees — a practice  too  frequently  neg- 
lected. 

Another  important  committee  is  the  public 
health  committee.  Forty-eight  societies  have 
such  a committee.  In  a few  instances  it  also 
takes  on  the  function  of  arranging  for  the 
postgraduate  lectures.  Many  of  the  com- 
mittees report  very  little  activity,  but  in 
several  of  the  larger  societies  this  is  the  most 
active  committee  and  accomplishes  annually 
a vast  amount  of  work  in  its  community, 
either  directly  or  indirectly  through  lay 
groups  with  which  it  affiliates.  As  an  answer 
to  the  query  as  to  whether  the  society  takes  a 
share  in  community  group  activities,  forty- 
four  reported  that  they  do.  Fifteen  reported 
that  they  take  no  special  interest  in  com- 
munity affairs,  since  there  are  sufficient  lay 
groups  for  the  work.  Two  did  not  answer. 
The  cooperation  is  generally  conducted 
through  the  president  and  secretary  of  the 
society  and  appropriate  committee  chairmen. 
Eleven  societies  give  the  responsibility  to  the 
committee  chairmen  alone,  while  six  make 
their  contacts  through  the  secretary  of  the 
society.  In  some  societies  this  committee  is 
combined  with  the  committee  on  public  rela- 
tions. Thirty-five  county  societies,  however, 
report  having  a separate  committee  on  public 
relations.  In  eleven  societies  public  relations 
and  medical  economics  are  combined,  and  in 
thirty-three  societies  medical  economics  is  a 
separate  committee.  Forty-one  societies  have 
committees  on  workmen’s  compensation,  and 
only  ten  have  a public  welfare  committee. 

The  most  important  problem  of  both  eco- 
nomics and  compensation  which  presents  itself 
to  all  societies  throughout  the  state  is  that  of 
proper  and  adequate  medical  care  for  the 
indigent.  The  state  and  federal  governments 
are  morally  and  financially  interested  in  de- 
veloping satisfactory  working  programs  for 
the  care  of  the  aged,  the  indigent,  and  the 
fatherless  child,  and  our  county  societies 
should  all  have  committees  actively  working 
with  the  local  authorities  who  are  responsible 
for  the  administration  of  the  laws  regulating 
the  work.  The  public  authorities  confess 
that  they  cannot  satisfactorily  administer 
the  laws  without  advice  and  assistance  from 
physicians. 

Twenty-three  societies  have  committees 
on  maternity,  infancy,  and  child  hygiene,  and 
twenty  have  cancer  committees.  Fifteen 
have  program  committees  and  thirteen  have 
committees  on  membership.  Eight  have 
publicity  committees,  while  five  have  com- 
mittees on  entertainment  and  arrangements. 
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The  following  are  other  committees  men- 
tioned, with  the  number  of  times  they  occur: 
advisory,  7;  advisory  to  woman’s  auxiliary,  6; 
hearing,  2;  hospital,  5;  hospital  insurance,  2; 
library,  4;  medical  indemnity,  3;  milk,  3; 
nursing,  2;  obituary,  4;  physical  therapy,  3; 
and  speakers,  2.  The  following  were  men- 
tioned once:  auditing,  grievance,  illegal  prac- 
tice, journal  management,  laboratory,  liaison, 
loan,  nurse  registry,  ophthalmia,  personal 
property,  publications,  public  safety,  radiol- 
ogy, relief  fund,  research,  resolutions,  scientific, 
T.E.R.A.,  visiting,  and  ways  and  means. 

At  the  request  of  the  State  Committee  on 
Medical  Preparedness  each  county  society 
has  designated  a special  committee  for  that 
work. 

Other  Society  Activities 

Twenty-eight  societies  reported  they  have 
had  one  or  more  of  the  postgraduate  courses 
of  lectures  and  twenty-two  have  not  had  any. 
Eleven  did  not  answer  the  question.  The 
State  Committee  on  Public  Health  and  Edu- 
cation has  reported  elsewhere  very  fully  on 
this  activity. 

A few  years  ago  the  Committee  on  Legisla- 
tion recommended  to  the  county  societies 
that  they  invite  the  members  of  the  local  bar 
association  to  a joint  meeting  where  matters 
of  mutual  interest  might  be  discussed.  Nine- 
teen report  that  they  have  had  such  a joint 
meeting.  Where  there  was  no  bar  associa- 
tion they  invited  the  district  attorney,  county 
judge,  and  other  attorneys.  Almost  without 
exception  the  meeting  was  the  occasion  for  a 
banquet.  Now  in  some  counties  the  phy- 
sicians and  attorneys  take  turns  in  acting  as 
host  annually.  It  has  been  observed  that 
even  one  such  affair  has  left  a better  feeling  of 
mutual  regard  among  those  who  were  present. 
Nineteen  societies  have  not  had  a joint  meet- 
ing with  the  attorneys,  and  thirteen  did  not 
answer  the  question.  Every  society  should 
make  at  least  one  effort  to  promote  a spirit  of 
good  fellowship  with  associates  in  other  pro- 
fessions in  the  community. 

Eight  societies  employ  executive  secretaries 
and  do  not  believe  they  could  carry  on  their 
program  without  one.  Forty-six  have  not 
considered  having  one  because  they  think 
themselves  too  small  to  bear  the  expense  and 
because  they  do  not  feel  the  need  for  one. 
Seven  have  considered  the  matter  but  fear 
the  expense  involved  is  too  great.  Twenty- 
nine  would  not  consider  employing  one 
jointly  with  some  other  agency,  while  twenty- 
four  are  willing  to  consider  such  a proposition, 


but  sixteen  of  them  doubt  that  there  would  be 
any  advantage  to  the  society. 

These  are  not  entirely  unexpected  reactions. 
Those  larger  societies  that  are  meeting  fre- 
quently and  taking  an  interest  in  what  their 
committees  are  doing  are  finding  it  increas- 
ingly difficult  to  secure  a secretary  who  can 
contribute  gratuitously  the  time  required  to 
attend  meetings  and  conferences  and  send  out 
notices  to  and  for  committees.  It  is  very 
obvious  that  some  societies  are  too  small  to 
bear  alone  the  expense  that  would  be  involved 
in  the  employment  of  a full-time  secretary, 
for  not  only  would  there  be  a salary  to  pay 
but  it  would  be  necessary  to  provide  office 
space  and  equipment.  However,  if  the  small 
society  finds  it  too  difficult  to  employ  an  ex- 
ecutive secretary,  it  should  authorize  its 
secretary  and  committee  chairmen  to  employ 
stenographic  services  as  required  at  the  ex- 
pense of  the  society.  It  should  provide  a 
means  of  interchanging  ideas  with  public 
health  and  welfare  agencies  of  the  community. 
It  should  expect  the  chairmen  of  its  com- 
mittees to  keep  in  touch  with  the  correspond- 
ing committee  chairmen  of  the  State  Society. 

Can  the  State  Society  do  more  to  help  the 
county  societies  increase  their  usefulness? 
The  outstanding  assistance  the  State  Soci- 
ety has  been  offering  the  county  societies 
for  the  last  fifteen  or  more  years  has  been 
courses  of  lectures  on  all  phases  of  medicine 
and  surgery.  The  State  Society  Committee 
engages  the  lecturers,  pays  their  transporta- 
tion, and  gives  each  a small  honorarium. 
The  county  society  need  only  provide  the 
place  of  meeting  and  the  audience;  yet  in 
these  years  only  about  two-thirds  of  the 
societies  have  availed  themselves  of  the  offer. 
The  metropolitan  counties  prefer  to  provide 
their  own  courses. 

Annually  the  State  Society  has  conducted 
in  Albany  a conference  with  the  secretaries  of 
the  county  societies  early  in  September  before 
the  fall  meetings  begin.  The  Society  refunds 
to  each  secretary  the  entire  expense  incurred 
in  making  the  trip.  The  average  attendance 
is  about  one-half  of  the  secretaries  or  dele- 
gated substitutes.  Probably  the  programs 
have  not  been  as  valuable  or  attractive  as 
they  might  have  been,  but  one  would  expect 
the  secretaries  would  welcome  the  opportunity 
to  meet  one  another  and  interchange  experi- 
ences, especially  when  the  expenses  are  paid 
by  the  State  Society.  The  secretaries  from 
the  larger  counties  are  more  likely  to  be  pres- 
ent than  those  from  the  smaller  societies. 

In  the  last  ten  years  nine  such  conferences 
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were  held.  Last  year  (1940)  the  conference 
was  postponed  because  the  secretaries  had 
been  called  to  Albany  in  July  by  the  State 
Committee  on  Medical  Preparedness.  Five 
county  societies  were  represented  by  their 
secretaries  at  each  of  the  nine  conferences  and 
three  others  by  either  the  secretary  or  a sub- 
stitute. Six  others  were  not  represented  at 
any  one  of  the  nine  conferences  either  by 
their  secretaries  or  substitutes.  Six  were 
represented  by  their  secretaries  or  substitutes 
at  only  one  of  the  nine  conferences  (see  Ap- 
pendix). 

Likewise,  the  State  Committee  on  Legisla- 
tion annually  calls  a conference  in  Albany  in 
early  February  of  the  chairmen  of  the  county 
society  committees.  The  object  of  the  meet- 
ing is  to  study  the  bills  that  have  been  intro- 
duced in  the  legislature  up  to  that  time  and 
decide  whether  to  support  or  oppose  them. 
At  this  time  plans  for  continuance  of  the  work 
through  the  session  are  formulated.  In  the 
last  ten  years  eight  such  conferences  were 
held;  one  year  there  was  no  conference,  and 
regional  conferences  were  substituted  as  an 
experiment  in  one  year.  Six  societies  have 
been  represented  at  each  of  the  eight  con- 
ferences by  their  chairmen  or  appointed  sub- 
stitutes, and  five  were  not  represented  at  any. 
Among  the  five  are  two  societies  whose  secre- 
taries were  absent  from  all  the  secretaries’ 
conferences  as  well.  Eight  were  represented 
at  just  one  conference,  six  by  the  chairmen 
and  two  by  substitutes  (see  Appendix). 

The  county  society  presidents  have  no  op- 
portunity to  attend  a statewide  conference, 
but  they  meet  in  groups  when  they  are  invited 
to  the  conferences  of  the  executive  committees 
of  the  district  branches.  Since  the  presi- 
dents serve  but  one  term  they  cannot  profit  by 
acquaintance  to  the  same  degree  as  the  secre- 
taries or  legislative  chairmen  who  usually 
serve  a number  of  years. 

Considering  the  observations  in  this  study, 
it  would  seem  that  the  medical  profession  is 
not  so  thoroughly  organized  in  this  state  as  it 
should  be.  Spiritually  and  scientifically  we 
are  of  one  mind.  No  society,  regardless  of 
its  size  or  geographic  location,  will  tolerate 
any  violation  or  disregardance  of  the  Code  of 
Ethics,  nor  will  it  willingly  or  knowingly  per- 
mit or  contribute  to  any  form  of  practice  of 
medicine  that  does  not  promote  and  protect 
the  public  health.  The  efficiency  of  these 
autonomous  units  can  be  increased  by  the 
State  Society  taking  a more  lively  interest  in 
the  activities  of  the  county  societies.  The 
county  society  should  retain  its  autonomy 


and  continue  to  be  responsible  for  the  medical 
activities  within  its  boundaries,  but  many 
problems  and  situations  arise  in  the  adminis- 
tration of  the  Education,  Health,  and  Welfare 
Laws  that  extend  beyond  the  county  and 
may  be  state-wide.  With  such  problems  the 
best  results  are  obtained  by  cooperation  with 
the  State  Society.  Our  respective  standing 
committees  do  confer  with  representatives  of 
the  State  Departments  for  the  purpose  of 
developing  programs,  but  the  methods  of 
bringing  a knowledge  of  the  results  of  their 
deliberations  to  the  county  societies  are  faulty 
and  ineffective.  Close  cooperation  between 
all  of  the  county  societies  and  Council  com- 
mittees so  engaged  is  highly  imperative,  for 
the  defection  of  a single  society  may  be  fatal 
to  a desirable  program.  As  an  example, 
the  press  announces  that  a member  of  the 
board  of  supervisors  in  a nearby  county  moved 
to  reconsider  its  previous  action  in  authoriz- 
ing the  appointment  of  a medical  consultant 
to  the  welfare  officer  because  members  of  the 
county  medical  society  resented  the  appoint- 
ment. He  said:  “They  claim  that  nothing 
can  be  gained  through  the  appointment  of  a 
medical  consultant.”  The  appointment  of  a 
medical  consultant  to  assist  the  welfare  officer 
is  a recommendation  of  the  Council  Committee 
on  Public  Relations  after  two  years’  study  of 
the  Welfare  Law  and  frequent  consultations 
with  representatives  of  the  State  Department 
of  Social  Welfare. 

Only  by  close  cooperation  among  the 
county  societies  themselves  and  with  the 
State  Society  can  the  physician  members 
exert  their  greatest  influence  in  public  serv- 
ice. The  rapidly  changing  social  relations 
and  the  threat  of  war  demand  that  the  medi- 
cal profession  join  with  other  public  agencies 
in  defending  our  scientific  achievements. 
We  have  an  unequaled  opportunity  to  mani- 
fest our  leadership  by  uniting  to  achieve  the 
eight-point  program  of  the  American  Medical 
Association,  which  is  also  our  program,  and 
to  provide  adequate  medical  care  while  many 
of  our  profession  are  in  training  camps.  If 
we  neglect  this  opportunity  for  leadership,  it 
will  be  assumed  by  lay  and  governmental 
agencies.  Since  our  leadership  must  depend 
upon  the  solidity  of  our  organization,  the 
following  suggestions  are  offered:  (1)  closer 

contact  between  state  and  all  county  so- 
cieties; (2)  full  realization  that  problems  of 
medical  care  and  medical  legislation  are 
fundamentally  the  same  in  all  counties, 
whether  large  or  small;  (3)  free  interchange 
of  experiences  among  county  societies  and 
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with  appropriate  representatives  of  the  State 
Society;  (4)  county  societies  should  meet 
frequently  for  consideration  of  and  prompt 
action  upon  communications  received  from 
the  State  Society  and  other  societies  and 
agencies;  and  (5)  State  Society  committees 
should  hold  regular  meetings  in  different  sec- 
tions of  the  state  and  invite  representatives 


of  the  neighboring  county  societies  to  meet 
•with  them. 

This  study  was  undertaken  at  the  direction 
of  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  and  grateful  acknowledg- 
ment is  made  for  the  valuable  assistance  con- 
tributed by  the  secretaries  of  the  county  so- 
cieties. 


Appendix 


Record  of  attendance  of  secretaries  at  the  an- 
nual conferences  held  at  Albany  in  September 
follows: 

Nine  Conferences 


Albany 

Onondaga 

Erie 

Bronx* 

Genesee 

New  York* 

Montgomery 

Rockland* 

Eight  Conferences 

Columbia 

Bungs* 

Monroe 

Seven  Conferences 

Cortland 

Schoharie 

Delaware 

Yates 

Oneida 

Broome* 

Otsego 

Nassau* 

Six  Conferences 

Cayuga 

Washington 

Greene 

Cattaraugus* 

Saratoga 

Orange* 

Sullivan 

Westchester* 

Ulster 

Five  Conferences 

Clinton 

Seneca 

Essex 

Tioga 

Jefferson 

Warren 

Schenectady 

Four  Conferences 

Livingston 

Rensselaer* 

Orleans 

Suffolk* 

Wyoming 

Three  Conferences 

Franklin 

Oswego 

Madison 

Dutchess* 

Two  Conferences 

Chautauqua 

Schuyler 

Herkimer 

Niagara* 

One  Conference 

Fulton 

Tompkins 

Queens 

Wayne 

Steuben 

St.  Lawrence* 

No  Conference 

Allegany 

Ontario 

Chemung 

Putnam 

Chenango 

Richmond 

Lewis 

Record  of  attendance  of 

legislative  chairmen 

at  the  annual  conferences 

held  at  Albany  in 

January  or  February  follows: 


Eight  Conferences 


Allegany 

Greene 

Monroe 

Bronx* 

Richmond* 

Westchester* 

Seven  Conferences 
Albany 
Broome 
Onondaga 

Cortland* 
New  York* 

Six  Conferences 

Genesee 

Nassau 

Queens 

Suffolk 

Erie* 

Kings* 

Ontario* 

Five  Conferences 

Dutchess 

Madison 

Orange 

Washington 

Cayuga* 

Clinton* 

St.  Lawrence  * 
Schenectady* 

Four  Conferences 
Columbia 
Essex 
Otsego 
Rensselaer 

Ulster 

Warren 

Livingston* 

Three  Conferences 

Niagara 

Oswego 

Steuben 

Delaware* 

Oneida* 

Tompkins* 

Wayne* 

Two  Conferences 

Chautauqua 

Jefferson 

Schoharie 

Seneca 

Yates 

Chemung* 

Montgomery* 

Tioga* 

One  Conference 
Cattaraugus 
Franklin 
Fulton 
Herkimer 

Putnam 

Sullivan 

Orleans* 

Saratoga* 

No  Conference 
Chenango 
Lewis 
Rockland 

Schuyler 

Wyoming 

Dues  According  to  Counties 
$1.00 
Seneca 
$ 1.25 

Chenango 


* Represented  by  substitute. 


* Represented  by  substitute. 
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$2.00 

Allegany 

Cattaraugus 

Chemung 

Cortland 

Fulton 

Genesee 

Greene 

$3.00 

Delaware 

Franklin 

$4.00 

Columbia 


Lewis 

Livingston 

Madison 

Orleans 

Otsego 

St.  Lawrence 

Schoharie 

Jefferson 

Ulster 


$5.00 

Albany 

Broome 

Cayuga 

Chautauqua 

Clinton 

Dutchess 

Essex 

Herkimer 

$6.00 

Monroe 

$7.50 

Putnam 

$10 

Bronx 

Erie 

$20 

Queens 
$10  to  $25 
Kings 

$12.50  to  $25 
Westchester 


Montgomery 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Oswego 


New  York 


Nassau 


Compensation  to  Secretary 

No  compensation 

Albany  Genesee 

Allegany  Orleans 

Chenango  Otsego 

Cortland  Rensselaer 

Delaware  Schenectady 

Essex  Schoharie 


Schuyler 

Steuben 

Tioga 

Washington 

Wayne 

Yates 


Warren 

Wyoming 


Rensselaer 

Rockland 

Saratoga 

Schenectady 

Suffolk 

Sullivan 

Tompkins 


Richmond 


Schuyler 

Seneca 

Sullivan 

Washington 

Wyoming 


No  compensation  but  have  Executive  Secretaries 
Kings  Onondaga  Westchester 

Nassau 


Pay  clerical  expenses 
$2o 

Cattaraugus 
Columbia 
Warren 


$100 

Rockland 


$75 

Broome 

$50 

St.  Lawrence 
Suffolk 


$10 

Lewis 

Montgomery 

Putnam 

Queens 


Remission  of  dues 

Clinton  Madison 

Greene  Oneida 


In  part 
Yates 


Ontario 

Wayne 


Stated  amount 
Less  than  $100 
Bronx 

50 

Jefferson 

25 

Cayuga 

25 

Livingston 

25 

Chautauqua 

50 

Monroe 

50 

Chemung 

35 

Steuben 

25 

Franklin 

30 

Tioga 

10 

Fulton 

? 

Tompkins 

50 

Herkimer 

50 

Ulster 

50 

$100  or  more 
Dutchess 

150 

Orange 

250 

Erie 

100 

Oswego 

100 

New  York 

6,000 

Richmond 

200 

Niagara 

100 

Saratoga 

100 

Expenses  of  Delegates  to  State  Meeting 


Not  refunded 
Albany 
Chemung 
Chenango 
Cortland 
Fulton 
Kings 
Lewis 

Refunded  in  full 
Allegany 
Bronx 
Broome 
Cayuga 
Chautauqua 
Clinton 
Columbia 
Genesee 

To  $25 
Delaware 
Oneida 


Madison 

Montgomery 

Oswego 

Putnam 

Rensselaer 

Rockland 

St.  Lawrence 


Greene 

Herkimer 

Livingston 

Monroe 

New  York 

Niagara 

Ontario 

Orange 

Otsego 

Richmond 


Saratoga 

Schuyler 

Seneca 

Tioga 

Wyoming 

Yates 


Queens 

Schoharie 

Steuben 

Tompkins 

Ulster 

Warren 

Washington 

Wayne 

Sullivan 


Other  amounts 


Cattaraugus 

$35 

Dutchess 

$10  per  day  and  railroad  fare 

Erie 

Railroad  fare 

Essex 

Railroad  fare 

Franklin 

Railroad  fare 

Jefferson 

Railroad  fare  and  hotel 

Nassau 

Railroad  fare  and  hotel 

Onondaga 

Railroad  fare  and  hotel  for  one 
day 

Orleans 

Railroad  fare 

Schenectady 

$15  per  delegate 

Suffolk 

Railroad  fare 

Westchester 

Railroad  fare  and  hotel 

Number  of  Meetings  Annually 


Two  meetings 

11  Societies 

Three  meetings 

1 Society 

Four  meetings 

22  Societies 

Five  meetings 

Six  meetings 

5 Societies 

Seven  meetings 

None 

Eight  meetings 

3 Societies 

Nine  meetings 

7 Societies 

Ten  meetings 

9 Societies 

Eleven  meetings 

None 

Twelve  meetings 

2 Societies 

Meeting  Days 

Monday 

2 Societies 

Tuesday 

38  Societies 

Wednesday 

14  Societies 

Thursday 

6 Societies 

Friday 

1 Society 

Executive  Secretaries 

Bronx 

Nassau 

Erie 

New  York* 

Kings 

Onondaga 

Monroe 

Westchester 

* Elected  secretary  serves  as  part-time  executive  secre- 
tary. 
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County  Societies  That  Accept 
Associate  Members 

Kings  Sullivan 

Nassau  Tompkins 

Ontario  Westchester 


County  Societies  That  Contribute 
to  Physicians’  Home 

Bronx  Orleans 

Herkimer  Otsego 

Ontario  Rockland 


SURGICAL  INSTRUMENTS  NEEDED 

A letter  from  the  Duchess  of  Leinster  to  the 
J.A.M.A.  declares  that  “The  situation  in  Eng- 
land is  one  of  intense  suffering.  Surgical  in- 
struments and  equipment  are  urgently  needed 
NOW.  Will  you  please  help  me  to  help  the 
doctors  and  surgeons  at  home  to  relieve  this 
suffering  by  publishing  this  letter  together  with 
the  enclosed  list  of  instruments?  This  list  has 
just  been  flown  across  to  me  by  clipper,  from 
a source  of  highest  authority  in  London. 

“The  instruments  urgently  needed  in  British 
first  aid  stations  are: 


Airways,  endotracheal 
Apparatus,  anesthetic 
(portable) 

Apparatus,  intrave- 
nous 

Aspirators 

Autoclave 

Basins 

Cabinets,  instrument 
Cannula,  brain  explor- 
ing 

Catheters 
Chisels,  bone 
Clamps,  bone  plating 
Clamps,  intestinal 
Clips,  towel 
Curets,  mastoid 
Diagnostic  sets 
Depressors,  tongue 


Pharyngoscope  with 
battery  in  handle 
Plates,  bone 
Pliers,  side  cutting,  6 
inch 

Probes,  all  types 
Retractors,  all  types 
Rings,  laparotomy 
Saws,  all  types 
Scissors,  all  types 
Screws,  bone  plating 
Shears 
Snares 

Sounds,  metal 
Spatula 

Speculums,  ear,  eye, 
nasal,  rectal 
Sphygmomanometer, 
aneroid 

Stands  for  irrigators 
Sterilizers,  all 


Directors,  grooved 
with  myrtle  leaf 
Drill,  bone 
Drills,  cranial 
Elevators 

Forceps,  artery,  all 
types 

Forceps,  bone,  ron- 
geurs 

Gags,  mouth,  Denhart 
Gorget,  lithotomy 
Gouges,  bone 
Headbands,  metal, 
with  mirrors 
Hemostats,  all  types 
Holders,  needle 
Inhalers,  chloroform 
Knives,  all  types 
Lamps,  operating, 
emergency,  complete 
Mallets,  metal,  lead 
filled 

Mirrors,  laryngeal 


Stethoscopes 
Stools,  anesthetists’ 
with  revolving  top 
Stools,  foot 
Syringes,  all  sizes,  with 
needles 

Tables,  instrument 
Tables,  operating 
Trocars 

Tubes,  tracheotomy 
Wax,  bone,  sterile 
Buckets 
Clippers,  hair 
Cups,  medicine 
Jugs,  graduated 
Measures,  glass,  gradu- 
ated 

Pans,  bed,  enamel 
Pitchers,  3 quart 
Stoves,  petrol  or  paraf- 
fin, table  model 
Tables,  bedside 
Urinals,  E.  I. 


“I  feel  this  is  the  quickest  way  to  appeal  to 
all  doctors  in  the  hope  that  they  will  read  this 
and  send  their  surplus  instruments  to  me  at 
the  address  below.  All  contributions  will  be 
sent  to  England  at  once,  where  they  will  help 
to  save  many  lives  that  may  otherwise  be  lost. — 
Rafaelle  Leinster,  The  Duchess  of  Leinster, 
Surgical  Supplies,  745  Fifth  Avenue,  New 
York.” 


SOCIAL  HYGIENE  WEEK  IN  NEW  YORK  CITY 


An  expanded  program  of  activities  for  New 
York  City  Social  Hygiene  Week — January  29 
through  February  6 — is  announced  by  the 
Bureau  of  Social  Hygiene,  New  York  City  De- 
partment of  Health.  Meetings,  film  showings, 
demonstrations,  lectures  will  be  held,  all  of  in- 
terest to  physicians-in-practice,  medical  students, 
nurses,  laboratory  and  public  health  workers, 
and  the  general  public. 

The  activities  are  as  follows : 

January  29,  10:00  a.m. — Laboratory  Aspects 
of  Syphilis  Control;  1:00  p.m. — The  Role  of  the 
Family  Physician  in  Venereal  Disease  Control; 
2:30  p.m. — Treatment  of  Infectious  Syphilis  as  a 
Public  Health  Measure. 

January  30,  10:00  a.m. — Nonsyphilitic  Vener- 
eal Granulomas  (chancroid,  lymphogranuloma 
venereum,  and  granuloma  inguinale);  1:00  p.m. — 
Education  of  the  Nonmedical  Public  Health 
Worker;  2:30  p.m. — Nonvenereal  Genital  Le- 
sions. 

January  31,  10:00  a.m. — Laboratory  Aspects 
of  Gonorrhea  Control;  1:00  p.m. — Education  of 
the  Public  on  Venereal  Disease  Problems;  2:30 
p.m. — Treatment  of  the  Patient  with  Gonorrhea. 


February  4,  8:30  p.m. — Clinical  Syphilis  ( This 
meeting  will  be  held  at  The  Academy  of  Medicine, 
2 E.  103rd  St.,  New  York  City). 

February  5,  All-Day — Social  Hygiene  Confer- 
ence at  Hotel  Astor,  New  York  City ; 8:30  p.m. — 
Medical  Advances  in  Venereal  Diseases. 

February  6,  10:00  a.m.  to  4:00  p.m. — Con- 
tinuous program:  lectures,  motion  pictures, 
playlets,  and  special  events  for  the  public. 

All  sessions  (except  where  otherwise  noted) 
will  be  held  in  the  auditorium  on  the  second  floor 
of  the  Health  Department  building,  125  Worth 
St.,  New  York  City.  No  registration  is  required. 

The  program  is  under  the  general  supervision 
of  Dr.  C.  C.  Pierce,  Regional  Director  for  the 
U.  S.  Public  Health  Service.  Cooperating  agencies 
include  the  Section  of  Dermatology  and  Syphil- 
ology,  Academy  of  Medicine;  New  York,  New 
Jersey,  and  Connecticut  state  venereal  disease 
control  divisions;  U.  S.  Public  Health  Service; 
Metropolitan  Health  Officers  Association,  and 
the  five  medical  colleges  in  the  city. 

For  detailed  program  write  to  Bureau  of  Social 
Hygiene,  125  Worth  St.,  New  York  City. 


Maternal  Welfare 


From  time  to  time  under  this  heading  articles  will  appear  on  obstetric  subjects  which  are 
deemed  of  importance  as  aids  to  improvement  of  maternal  welfare  in  New  York  State.  The 
members  of  the  committee  are  Charles  A.  Gordon , M.D.,  Chairman;  James  A.  Quigley , 
M.D.;  and  Ferdinand  J.  Schoeneck , M.D. 

Prophylactic  Forceps  and  Episiotomy 


'THE  increasing  use  of  prophylactic  forceps  and 

episiotomy  would  seem  to  call  for  a discussion 
of  this  subject.  Some  obstetric  centers  advocate 
this  type  of  delivery  as  an  almost  routine  pro- 
cedure, whereas  others  condemn  it  quite  whole- 
heartedly. All  are  in  agreement,  however,  that 
if  this  type  of  delivery  is  used  it  must  be  a hos- 
pital procedure  and  should  be  performed  by 
physicians  who  have  had  special  training  in 
operative  obstetrics. 

The  late  Pomeroy,  of  Brooklyn,  introduced  a 
method  of  delivery  known  as  forceps  control. 
This  method  consisted  of  applying  forceps  to 
the  head  after  there  was  a considerable  crown; 
the  idea  was  to  protect  the  perineum,  and  the 
procedure  was  employed  when  spontaneous  de- 
livery was  anticipated  within  a comparatively 
short  time.  Pomeroy  also  advocated  episiotomy 
as  an  adjunct  for  the  same  purpose.  DeLee,  of 
Chicago,  popularized  the  term  “prophylactic 
forceps.”  The  indications  for  this  operation,  in 
addition  to  protecting  the  perineum,  are  generally 
considered  to  be  of  a prophylactic  nature  insofar 
as  preventing  cerebral  damage  to  the  baby. 
DeLee’s  contention  is  that  a careful  low  forceps 
extraction  with  episiotomy  puts  less  strain  on 
the  fetal  cerebral  structures  than  the  pounding 
of  the  head  against  the  perineum  in  the  second 
stage.  The  fact  that  delivery  may  be  per- 
formed sometime  prior  to  that  in  which  a spon- 
taneous delivery  would  occur  is  also  of  analgesic 
value  to  the  mother.  It  is  conceded  that  there 
should  be  no  pelvis-cephalic  disproportion  pres- 
ent. Both  Pomeroy  and  DeLee  received  con- 
siderable opposition  when  they  introduced  their 
methods. 

There  seems  to  be  little  question  that  the  use 
of  episiotomies,  especially  when  performed  on 
primiparas,  in  the  hands  of  trained  obstetricians 
gives  good  anatomic  results.  A straight  incision 
lends  itself  much  more  readily  to  anatomic  ap- 
proximation than  does  a ragged  spontaneous 
laceration.  The  fact  that  the  vast  majority  of 
primiparas  will  sustain  perineal  lacerations  dur- 
ing delivery  is  conceded. 

The  application  of  forceps  in  the  prophylactic 
forceps  operation  is  comparatively  simple,  since 
the  head  is  in  an  occipitoanterior  position. 

Is  there  any  danger  involved  in  the  employ- 
ment of  prophylactic  forceps?  A careful  con- 
sideration will  show  the  answer  to  be  yes.  The 
primary  danger  would  seem  to  center  around  in- 
fection. It  must  be  remembered  that  where 
forceps  are  applied  the  tips  of  the  blades  pass 
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through  the  vagina  and  eventually  come  to  rest 
within  the  lower  portion  of  the  uterine  cavity. 
Hence,  if  the  blades  are  contaminated  or  if  there 
are  pathogenic  bacteria  in  the  vagina,  infection 
may  be  carried  into  the  uterus.  So,  also,  when 
the  perineum  is  incised  for  an  episiotomy,  it  is 
conceivable  that  infecting  organisms  may  be 
transmitted  into  the  wound.  We  must,  there- 
fore, be  absolutely  sure  of  our  asepsis  if  we  are 
to  carry  out  this  procedure  safely.  This  would 
seem  to  limit  the  operation  to  the  surgically 
clean,  hospital  delivery  room.  It  has  been 
shown  time  after  time  that  any  type  of  operative 
delivery  is  more  prone  to  infection  than  normal 
spontaneous  delivery. 

Further  danger  may  be  said  to  center  around 
the  employment  of  forceps  per  se.  Forceps,  if 
improperly  employed,  may  be  brutal  instru- 
ments, and  it  may  truly  be  said  that  to  use  for- 
ceps properly  is  an  art.  In  experienced  hands 
they  occasionally  cause  damage;  in  inexperienced 
hands  they  frequently  are  dangerous.  The 
question  involved  is  whether  this  type  of  low 
forceps  extraction  would  cause  more  or  less  possi- 
bility of  cerebral  damage  than  spontaneous  de- 
livery. Parenthetically,  it  might  be  said  in 
general  that  when  we  start  improving  on  nature 
we  are  taking  on  a pretty  large  order. 

As  far  as  episiotomy  is  concerned,  a practical 
anatomic  understanding  is  essential.  Median 
episiotomy  or  perineotomy  is  easy  to  perform 
and  comparatively  simple  to  repair.  However, 
if  employed  in  a short  perineum,  it  may  readily 
extend  to  involve  the  sphincter  ani  or  even  the 
rectum  itself.  On  the  other  hand,  the  mediolat- 
eral  or  lateral  episiotomy  seldom  extends  to  in- 
volve the  rectum,  although  it  may  extend  around 
it  or  may  extend  to  involve  the  sulcus  of  the 
vagina.  The  proper  repair  of  this  lateral  type 
of  incision  necessitates  an  intimate  knowledge 
of  the  anatomy  involved.  There  can  be  no 
question  that  a good  repair  of  an  episiotomy  gives 
a nice  anatomic  result;  on  the  other  hand,  a 
careful  approximation  of  a spontaneous  lacera- 
tion is  highly  satisfactory  from  a practical  point 
of  view. 

Common  sense  dictates  that  the  results  ob- 
tained from  the  employment  of  prophylactic  for- 
ceps depends  on  the  training  and  adeptness  of 
the  individual  physician.  There  certainly  can 
be  no  excuse  for  the  employment  of  nominal 
prophylactic  forceps,  which  is  simply  a low 
forceps  extraction,  to  speed  up  delivery.  This 
type  of  attitude  can  only  lead  to  trouble. 
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Furthermore,  not  infrequently  a delivery  that 
promises  to  be  simple  becomes  a very  difficult 
extraction  if  the  outlet  has  been  misjudged. 
This  may  be  true  in  spite  of  the  fact  that  there  is 
a considerable  crown  present. 

Of  course,  each  physician  must  be  his  own  judge 
as  to  whether  he  will  employ  prophylactic  for- 
ceps and  episiotomy.  In  coming  to  a conclusion 
several  factors  must  be  considered.  This  pro- 
cedure is  an  operative  one  and  carries  with  it  the 
dangers  of  any  operative  delivery.  Adeptness 
with  forceps  depends  on  training  and  experience. 
Unquestionably,  the  improper  application  and 
faulty  technic  of  extraction  will  give  poor  results. 


Asepsis  and  anesthesia  must  be  given  due  con- 
sideration. Certainly  the  physician  assumes  an 
added  responsibility  when  he  undertakes  this 
type  of  artificial  delivery. 

In  general  it  would  appear  that  delivery  by 
means  of  prophylactic  forceps  should  be  re- 
stricted to  hospital  deliveries  by  experienced 
obstetricians.  One  point  is  certain:  any  arti- 
ficial method  of  delivery  carries  a higher  mor- 
bidity risk  as  well  as  a higher  fetal  mortality 
rate  than  spontaneous  delivery.  Probably  these 
factors,  more  than  any  others,  should  guide  the 
physician  in  his  decision  as  to  whether  or  not  he 
should  employ  prophylactic  forceps. 


DANGER  OF  “PICK-ME-UP”  DRUGS 

Because  they  merely  mask  fatigue  rather  than 
overcome  it,  the  popular  “pick-me-up”  drugs 
lead  the  victim  to  draw  unsuspectingly  on  energy 
reserves — a process  that  must  sooner  or  later  end 
in  physical  and  nervous  bankruptcy,  Dr.  Iago 
Galdston,  New  York  City,  declares  in  Hygeia , 
The  Health  Magazine  for  October. 

The  “pick-me-up”  addict  is  more  likely  to 
suffer  from  nervous  fatigue  than  from  exhaustion 
due  to  hard  muscular  labor,  he  points  out.  Two 
types  of  drugs  are  advertised  to  make  an  appeal 
to  such  sufferers : first,  drugs  such  as  caffeine, 
benzedrine  sulfate,  and  alcohol  that  deaden  the 
sense  of  fatigue  and  surround  the  victim  with  a 
false  feeling  of  well-being;  and  second,  some 
readily  available  fuel,  such  as  dextrose,  glucose, 
or  their  elements. 

“The  first  type,”  the  author  says,  “strikes 
dangerously  at  the  central  nervous  system;  the 
second,  more  pretentious  in  its  claims,  would 
make  it  appear  that  food,  rather  than  rest,  is  the 
cure  for  fatigue.  Both  types  are  either  super- 
fluous and  useless,  or  they  do  pick  you  up  only  to 
let  you  dow  n with  a terrible  crash,  perhaps  at  the 
risk  of  health.” 

Describing  how  the  first  type  of  “pick-me-up” 
works,  Dr.  Galdston  cites  amphetamine  sulfate, 
popularly  known  as  benzedrine  sulfate,  a pep- 
producer  widely  used  by  students  to  keep  them 
alert  for  ^cramming  sessions”  before  examina- 
tions. “In  most  persons,”  he  says,  “this  drug 
raises  blood  pressure  and  increases  heart  action  if 


taken  in  sufficient  dosage.  The  whole  system 
may  be  thrown  into  a state  of  alarm;  sensibili- 
ties are  heightened;  talkativeness  increases 
markedly;  a pronounced  feeling  of  elation  over- 
takes the  person  who,  half  an  hour  before,  may 
have  been  jaded  to  exhaustion.  Repose  is  im- 
possible while  the  benzedrine  sulfate  brass  band 
is  playing.  Then  suddenly  the  music  stops,  and 
the  deluded  pep-chaser  finds  himself  ‘dropped 
out  of  the  window.’  More  and  more  pills  are 
taken  as  the  addict  tries  to  stave  off  the  inevit- 
able energy  collapse.  Jaded  nerves  are  flogged 
into  further  efforts;  heart  and  brain  are  teased 
beyond  normal  capacity. 

“The  company  that  manufactures  benzedrine 
is  a reputable  pharmaceutical  house;  it  is  em- 
phatically not  to  blame  for  the  indiscriminate 
and  unsupervised  use  of  this  drug. 

“We  should  regard  normal  fatigue  not  as  an 
enemy  but  as  a warning  cry.  Because  it  has  such 
a vital  bearing  on  industrial  efficiency,  accident 
and  sickness  rates,  it  has  been  intensively  studied 
in  many  places  throughout  the  world.  It  is 
significant  that  none  of  the  fatigue  laboratories 
of  the  world  has  ever  recommended  or  manu- 
factured a patented  pick-me-up. 

“The  ideal  method  of  avoiding  undue  fatigue 
is  a regulated  program  of  rest,  work,  and  recrea- 
tion. If  you  are  doing  too  much,  cut  down  on 
your  activities.  On  the  other  hand,  if  you  are 
already  husbanding  your  energy  and  yet  find 
yourself  unduly  fatigued,  what  you  need  is  a 
good  doctor.” 


MEDICOMILITARY  CONFERENCE 

A symposium  under  the  auspices  of  the  205tli 
General  Hospital  (RAI)  and  the  4th  Hospital 
Center  (RAI)  on  the  Psychiatric  Aspects  of 
Military  Medicine  wall  be  given  at  the  Psychiatric 
Division  of  Bellevue  Hospital  (Foot  of  East 
30th  Street,  New  York  City)  on  Tuesday, 
February  4,  1941,  at  8:30  p.m. 

The  program  will  be  as  follows:  (1)  Intro- 
ductory Remarks  by  Dr.  Leo  L.  Orenstein,  1st 
Lt.  Med.-Res.,  U.  S.  Army;  (2)  “The  Army 
Medical  Officer  Looks  at  Psychiatry,”  Dr. 
Samuel  Adams  Cohen,  Col.  Med.-Res.,  U.  S. 
Army,  Commanding  205th  General  Hospital, 
presiding;  (3)  “Psychiatric  Examinations  in  the 
Armed  Forces,”  by  Dr.  Karl  M.  Bowman,  Lt. 
Comdr.  M.C.,  U.S.N.R.;  (4)  “Neuroses  of  War,” 
by  Dr.  Abram  Kardiner;  (5)  “The  War  of 


Nerves,”  by  Dr.  Sandor  Rado;  (6)  “A  Brief  Con- 
sideration of  the  Psychoneuroses  of  the  Last 
War  and  What  We  Might  Expect  in  the  New 
Order  of  Things  in  This  Country,”  by  Dr. 
Edwin  G.  Zabriskie,  Lt.  Col.  Med.  Corps,  for- 
merly Consultant  in  Neuropsychiatry,  First 
Army  A.E.F. 

(7)  The  discussion  will  be  opened  by  Dr. 
Francis  M.  Shockley,  Lt.  Col.  Med.-Res.,  U.  S. 
Army,  Dr.  Clarence  P.  Oberndorf,  and  Dr.  George 
E.  Daniels.  (8)  The  concluding  remarks  will  be 
made  by  Dr.  Joseph  Haas,  Lt.  Col.  Med.-Res., 
U.  S.  Army,  Commanding  4th  Hospital  Cen- 
ter. 

Officers  and  prospective  officers  of  medical 
departments  of  the  armed  forces  are  cordially 
invited  to  be  present. 


Medical  Preparedness 

Report  of  the  Analysis  of  Physical  Examination  Form  No.  200  Representing 
Partial  Returns  from  120  Local  Boards,  New  York  City  Selective  Service 

Medical  Bulletin  No.  1 


THE  first  analysis  of  the  physical  examina- 
tions of  men  rejected  by  the  examining 
physicians  attached  to  New  York  City’s  local 
selective  service  boards  and  induction  boards 
constitutes  this  report. 

The  report  represents  partial  returns  from  120 
local  boards.  The  total  registrants  examined 
number  1,643  of  which  1,213  were  accepted  for 
general  military  service,  leaving  430  rejected, 
some  of  whom  were  fit  for  limited  duty  only. 

This  report,  which  is  a fair  sampling  of  the 
rejects,  does  not  show  any  specific  deterioration 
in  the  population  but  rather  enhances  the  fact 
that  the  general  health  of  the  community  is  good. 

The  report  divides  the  analysis  into  primary 
and  secondary  causes  for  rejection.  In  addi- 
tion to  the  primary  cause  for  which  a man  was 
rejected,  there  were  frequently  other  defects 
present,  sometimes  resulting  from  the  main 
cause  for  rejection  and  sometimes  merely  being 
in  addition  to  it. 

The  causes  for  rejections,  listed  in  the  report, 
follow: 

Under  the  heading  of  developmental  defects, 
which  are  2.7  per  cent  of  the  total  men  ex- 
amined, 26  were  rejected  for  being  underweight, 
a condition  that  was  present  in  17  in  addition 
to  the  primary  causes  for  rejection;  11  were  re- 
jected for  overweight,  and  in  12  instances  it  was 
of  secondary  importance.  Two  were  turned 
down  for  deficient  height,  and  1 was  under  the 
accepted  height  standard  besides  having  a more 
important  cause  for  rejection.  None  were  re- 
jected because  of  poor  chest  expansion,  but  5 who 
were  rejected  for  other  reasons  failed  to  meet  the 
chest  expansion  requirements.  One  man  was 
rejected  for  deformity  of  the  head  and  4 for  de- 
formity of  the  spine,  while  for  12  deformity  of 
the  spine  was  a secondary  defect.  None  were 
rejected  because  of  deformity  of  the  chest  alone, 
but  in  3 it  was  a secondary  condition. 

Defective  vision  was  the  primary  cause  of  74 
rejections  (5  per  cent  of  the  total  examined) 
and  a secondary  condition  in  32. 

One  and  four-tenths  per  cent  of  the  total  had 
ear  troubles.  Nineteen  were  rejected  for 
chronic  otitis  media  (chronic  ear  infection) , and  4 
had  it  in  addition  to  other  causes  for  rejection. 
Impaired  hearing  returned  4 to  civilian  life, 
and  in  the  case  of  9 it  was  a secondary  condition. 

Nose  and  throat  troubles  caused  only  3 rejec- 
tions (0.9  per  cent  of  the  total),  and  those  for 
nasal  defects.  But  5 others  had  secondary  nasal 
conditions;  3,  infected  tonsils;  and  5,  speech 
defects. 

Teeth  and  mouth  conditions  caused  more 
rejections  than  any  other  single  cause  (5.7  per 
cent  of  the  total).  Eighty-eight  were  rejected 
for  insufficient  teeth,  and  for  20  it  was  a second- 
ary condition.  Four  men  were  rejected  for  dis- 
ease of  the  gums;  1 had  it  in  addition  to  another 
cause  for  rejection,  and  1 man  was  rejected  for 
deformity  of  the  jaw. 

Diseases  of  the  heart  were  represented  by  66 
rejections.  Acquired  heart  diseases  were  found 


in  4.9  per  cent  of  the  total  men  examined. 
Fifteen  were  rejected  for  rheumatic  heart  dis- 
ease; in  2 cases  it  was  a secondary  condition. 
Thirty  were  rejected  for  valvular  heart  disease, 
and  7 had  it  in  addition  to  other  causes  for  rejec- 
tion. One  was  rejected  for  myocarditis,  8 for 
hypertension,  and  3 for  tachycardia,  while  2, 
21,  and  12,  respectively,  had  these  cardiac  de- 
fects while  being  rejected  for  other  causes. 
Secondary  to  the  cause  for  the  man’s  rejection 
was  1 case  of  hypotension.  Enlarged  heart 
disqualified  3 for  army  life,  and  9 suffered  from 
it  in  addition  to  other  causes  for  rejection. 
Three  were  rejected  for  an  organic  systolic  heart 
murmur,  and  6 had  it  as  a secondary  cause  for 
rejection.  One  was  rejected  for  angina  pectoris. 

Two  were  rejected  for  congenital  heart  dis- 
ease (0.1  per  cent  of  the  total),  while  1 suffered 
from  it  as  a secondary  condition  to  rejection. 

Sixteen  (1  per  cent  of  the  total),  were  re- 
jected for  hernia,  and  9 had  hernia  in  addition  to 
other  causes  for  rejection. 

Few  were  rejected  for  stomach  and  intestinal 
troubles.  Three  were  out  because  of  peptic 
ulcers  (0.2  per  cent  of  the  total),  with  1 suffering 
from  them  as  a secondary  condition  to  rejection. 
Ten  had  hemorrhoids  in  addition  to  more  serious 
conditions  which  caused  their  rejection,  while  1 
(0.06  per  cent  of  the  total)  was  rejected  for  an 
infected  pilonidal  sinus.  One  suffered  from  this 
but  only  as  a secondary  cause  for  rejection. 

Genitourinary  troubles  accounted  for  very 
few  rejections  (0.4  per  cent  of  the  total).  Four 
were  rejected  for  large  varicocele,  and  in  6 it  was  a 
secondary  condition.  Hydrocele  was  the  second- 
ary condition  in  3 cases,  and  undescended  testicle 
in  1 case,  while  it  caused  the  actual  rejection  in  2. 

Disease  of  the  skin  (0.06  per  cent  of  the  total) 
accounted  for  1 rejection  and  was  a secondary 
condition  in  1 case. 

Disabilities  resulting  from  accidents  accounted 
for  5 rejections  (0.3  per  cent  of  the  total) ; 4,  loss 
of  limb;  and  1,  loss  of  toe  or  finger.  The  latter 
was  a secondary  condition  for  rejection  in  1 case. 

As  the  probable  result  of  infantile  paralysis,  28 
were  rejected  (1.7  per  cent  of  the  total),  18  for 
paralysis  of  limb  and  10  for  deformity  of  limb. 
Three  and  5,  respectively,  suffered  these  two 
conditions  as  a secondary  cause  for  rejection. 

Five  men  (0.3  per  cent  of  the  total)  were  re- 
jected for  defective  joints,  and  in  1 case  it  was  a 
secondary  condition. 

Foot  and  leg  conditions  caused  relatively 
few  rejections  (0.3  per  cent  of  the  total).  Two 
were  rejected  for  varicose  veins,  and  in  7 it  was  a 
secondary  condition.  Only  1 man  was  rejected 
because  of  flat  feet,  although  16  who  were  re- 
jected for  other  causes  also  had  them.  Osteo- 
myelitis deferred  2,  and  hammer  toe  was  a sec- 
ondary cause  for  deferment  in  1 case. 

Fifteen  were  rejected  for  chronic  pulmonary 
tuberculosis  and  1 for  spontaneous  pneumothorax 
(together  1 per  cent  of  the  total  examined), 
while  hemoptysis  was  found  to  be  a secondary 
condition  in  1 man. 
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Under  the  heading  of  chronic  lung  conditions 
not  due  to  tuberculosis  (0.2  per  cent  of  the  total), 
the  report  to  Colonel  McDermott  showed  that 
there  were  2 rejections  for  chronic  bronchitis, 
while  1 man  suffered  from  it  in  addition  to  the 
primary  cause  for  rejection.  There  was  1 
rejection  for  bronchial  asthma  and  1 for  pleurisy. 

Only  6 men  (0.4  per  cent  of  the  total)  were 
rejected  because  of  syphilis,  but  there  were  90 
cases  of  a positive  Wassermann  which  deferred 
the  men  in  question  until  they  could  be  re-ex- 
amined. There  were  26  causes  of  doubtful 
Wassermanns  on  the  basis  of  which  the  men  were 
deferred  until  further  examinations  could  be 
made.  Gonorrhea  was  present  in  only  1 case, 
and  then  it  was  a secondary  cause  for  rejection. 

Two  men  had  albumin  in  the  urine,  but  this 
was  not  the  primary  cause  for  rejection. 

Two  men  (0.1  per  cent  of  the  total)  were  re- 
jected for  chronic  nephritis. 

The  report  shows  8 cases  of  rejection  for  dia- 
betes mellitus  and  1 for  persistent  glycosuria 
(together  0.5  per  cent  of  the  total),  although  in 
6 this  latter  condition  was  present  in  addition 
to  a primary  cause  for  rejection. 

Endocrine  gland  disturbances  accounted  for  2 
rejections  (0.1  per  cent  of  the  total),  2 men  with 
cases  of  toxic  thyroid.  This  condition  was 
present  in  2 other  cases  in  addition  to  the  primary 
causes  for  deferment,  as  was  Froelich’s  syn- 
drome in  1 case. 

Diseases  of  the  blood,  chronic  myelogenous 
leukemia,  and  secondary  anemia  accounted  for  1 
rejection  because  of  the  first  condition  (0.06 
per  cent  of  the  total),  while  secondary  anemia 
was  found  to  be  present  in  7 cases  deferred  for 
other  reasons. 

Psychiatric  problems  presented  0.8  per  cent 
of  the  total  and  led  to  the  deferment  of  12  mental 
defectives  and  1 man  for  nervous  instability. 
Four  men  were  mentally  defective,  although 
they  were  deferred  for  other  reasons. 

Nerve  diseases  (0.2  per  cent  of  the  men  ex- 
amined) were  the  cause  of  4 deferments — 1 for 
facial  paralysis,  1 for  ataxia,  and  2 for  epilepsy. 
One  cause  of  trigeminal  neuralgia  was  found, 
but  it  was  a secondary  cause  for  deferment. 

Comment 

The  major  causes  for  rejection  can  be  divided 
into  the  following  groups: 

1.  Developmental  defects,  such  as  defective 
vision,  congenital  deformities,  and  mental 
deficiencies. 

2.  Neglect  which  results  in  chronic  otitis 
media,  underweight  and  overweight,  and 
insufficient  teeth. 

3.  Traumatic  causes,  the  result  either  of 
athletic  or  other  exercise  or  type  of  em- 
ployment and  producing  hernias,  flat  feet, 
etc. 

4.  Diseases  as  yet  not  conquered  by  medicine, 
such  as  rheumatic  and  valvular  heart  dis- 
ease, hypertension,  and  the  results  of  in- 
fantile paralysis  and  pulmonary  tuberculo- 
sis. 

It  is  surprising  to  note  the  small  number  of 
glandular  disturbances,  blood  dyscrasias,  pul- 
monary lesions,  and  cardiac  disturbances.  On 
the  basis  of  these  figures  it  is  possible  to  draw  the 
following  conclusions: 

1.  In  the  age  period  between  21  and  35, 


the  general  health  of  the  population  seems 
to  be  good. 

2.  This  good  medical  health  is  apparent 
from  the  fact  that  most  of  the  faults  (ex- 
cept those  due  to  neglect)  are  irremediable 
under  the  best  conditions  in  medical  prac- 
tice, and  it  is  all  the  more  striking  that 
the  figures  show  up  as  they  do  because 
these  people  have  lived  through  a period 
of  almost  ten  years  of  economic  and  mental 
stress  which  at  times  necessitates  the  cur- 
tailment of  adequate  diet,  proper  housing, 
and  other  facilities.  There  is  very  little 
evidence  to  show  that  acute  illnesses  have 
left  permanent  bad  aftereffects  due  to  the 
absence  of  adequate  medical  care. 

3.  One  can  conclude  from  these  figures  that  a 
general  health  program  should  be  so  di- 
rected as  to  stress  prevention  and  bring 
to  the  younger  people  of  the  nation  super- 
vision and  instruction  on  how  to  preserve 
their  teeth,  how  to  stop  incipient  caries, 
and  how  to  handle  the  beginnings  of 
lesions  in  the  gums  which  eventually 
will  cause  the  loss  of  masticating  teeth. 
Likewise,  the  misuse  of  their  eyes,  re- 
sulting in  the  number  of  visual  defects, 
would  make  it  seem  that  an  educational 
program  on  the  preservation  of  eyesight 
might  be  included  in  such  a program 
directed  toward  the  high-school  age  boys, 
all  with  the  idea  of  stressing  prevention, 
as  the  foregoing  has  been  a large  factor  in 
causing  rejections. 

Finally,  more  attention  should  be  paid  to 
correcting  the  industrial  hazards  of  health, 
and  an  intense  antivenereal  campaign  with 
special  stress  on  prevention  seems  to  be  indicated. 

In  conclusion,  it  must  be  reiterated  that  this 
report  is  but  “a  sampling”  of  the  returns  avail- 
able to  date.  It  is  proposed  to  issue  continuing 
reports  as  more  material  for  statistical  study 
becomes  available.  The  conclusions  drawn 
must,  at  this  time,  be  considered  as  tentative. 
If  substantiated  by  subsequent  surveys  and 
paralleled  from  selective  service  headquarters 
throughout  the  country,  a better  estimation  of 
the  health  of  this  age  group  in  the  population 
will  be  available  than  from  any  heretofore  at  our 
disposition.  This  survey  has  the  added  value 
in  that  two  sets  of  medical  examiners  have  col- 
laborated to  produce  the  record — the  first,  the 
local  board  examining  physician  and  his  medical 
advisory  board  of  specialists,  and  the  second, 
physical  check-up  by  the  board  of  specialists  at 
the  army  induction  centers. 

Respectfully  submitted, 
Samuel  J.  Kopetzky 
Colonel — MCR — USA 
Medical  Division 

The  Detailed  Causes  of  Rejections 

Total  Registrants  Examined J’ofo 

Accepted  for  General  Military  Service 1.213 

Rejected  for  General  Military  Service 

(Fit  for  limited  duty  only  or  rejected) 430 


Causes  for  Rejections 

Primary 

Secondary 

Underweight 

26 

17 

Overweight 

11 

12 

Deficient  height 

2 

1 

Poor  chest  expansion 

0 

5 

Defective  vision 

74 

32 

Chronic  otitis  media 

19 

4 

Impaired  hearing 

4 

9 

Nasal  defects 

3 

5 
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Causes  for  Rejections 

Primary 

Secondary 

Causes  for  Rejections 

Primary 

Secondary 

Infected  tonsils 

0 

3 

Flat  feet 

1 

16 

Speech  defect 

0 

5 

Osteomyelitis 

2 

0 

Insufficient  teeth 

88 

20 

Hammer  toe 

0 

1 

Disease  of  gums 

4 

1 

Pulmonary  tuberculosis 

15 

0 

Deformity  of  jaw 

1 

0 

Chronic  bronchitis 

2 

1 

Rheumatic  heart  disease 

15 

2 

Bronchial  asthma 

1 

0 

Valvular  heart  disease 
Myocarditis 

30 

1 

7 

2 

Pleurisy 

Spontaneous  pneumo- 

1 

0 

Hypertension 

8 

21 

thorax 

1 

0 

Tachycardia 

3 

12 

Hemoptysis 

0 

1 

Congenital  heart  disease 

2 

1 

Deformity  of  chest 

0 

3 

Hypotension 
Enlarged  heart 
Systolic  heart  murmur 

0 

1 

Undescended  testicle 

2 

1 

3 

3 

9 

6 

Syphilis 

6 90 

(Positive 

Wassermann) 

Angina  pectoris 

1 

0 

Doubtful  Wassermann 

0 

26 

Hernia 

16 

9 

Gonorrhea 

0 

1 

Peptic  ulcer 

3 

1 

Albumin  in  urine 

0 

2 

Hemorrhoids 

0 

10 

Chronic  nephritis 

2 

0 

Pilonidal  sinus 

1 

1 

Diabetes  mellitus 

8 

0 

Varicocele 

4 

6 

Glycosuria 

1 

6 

Hydrocele 

0 

3 

Toxic  thyroid 

2 

2 

Disease  of  skin 

1 

1 

Froelich's  syndrome 

0 

1 

Deformity  of  head 

1 

0 

Myelogenous  leukemia 

1 

0 

Deformity  of  spine 

4 

12 

Anemia 

0 

7 

Loss  of  limb 

4 

0 

Mental  defectives 

12 

4 

Loss  of  toe  or  finger 

1 

1 

Facial  paralysis 

1 

0 

Paralysis  of  limb 

18 

3 

Ataxia 

1 

0 

Defective  joint 

5 

1 

Epilepsy 

2 

0 

Deformity  of  limb 

10 

5 

Trigeminal  neuralgia 

0 

1 

Varicose  veins 

2 

7 

Nervous  instability 

1 

0 

American  Alumni  of  British  Medical  Schools 

30  Rockefeller  Plaza,  New  York,  N.  Y. 


December  19th,  1940 

Dr.  Samuel  J.  Kopetzky 
Council  Committee  on  Medical  Preparedness 
71  East  80th  Street 
New  York,  N.  Y. 

Dear  Doctor  Kopetzky: 

In  the  December  15th  issue  of  the  New  York 
State  Medical  Journal,  the  Council  Commit- 
tee on  Medical  Preparedness  states  on  page  1805 
the  following: 

“It  should  be  understood  by  all  that  an  Army 
Regulation  such  as  this  can  be  changed  only  by 
the  President  or  the  Secretary  of  War.  What 
the  possibility  of  such  action  there  may  be  is 
entirely  unknown  to  the  Council.” 

The  above  refers  in  part  to  the  physicians  who 
have  been  graduated  from  the  foreign  medical 
schools. 

The  Council  should  be  advised  that  a com- 
mittee was  sent  to  Washington  by  this  Alumni. 
On  November  18,  1940,  this  committee  was  in- 
formed, during  the  course  of  an  interview  by  the 
Surgeon  General’s  executive  assistant,  that  the 
Army  Regulation  is  not  an  Act  of  Congress  but  a 
ruling  made  by  the  Surgeon  General  of  the 
Army.  The  ruling  was  made  to  prevent  physi- 
cians who  were  graduated  from  medical  schools 
abroad  which  do  not  compare  favorably  with 
those  schools  approved  by  the  Council  on  Medi- 
cal Education  and  Hospitals  of  the  American 
Medical  Association.  The  Surgeon  General’s 
executive  assistant  stated  that  no  information 
has  been  made  available  to  the  Surgeon  General, 
hence  no  opinion  can  be  made  on  the  many 
foreign  medical  schools.  He  further  stated 
that  in  the  past  graduates  from  the  foreign 
medical  schools  have  been  commissioned  in  the 
Reserve.  If  information  is  made  available  and 


if  the  foreign  medical  schools  compare  favor- 
ably with  the  Grade  A medical  schools  from  the 
United  States  and  Canada,  then  the  Army  Regu- 
lation may  be  amended  so  that  those  graduates 
from  the  foreign  medical  schools  may  be  com- 
missioned in  the  medical  corps  of  the  Reserve. 
Those  physicians  who  are  conscripted  will  be 
conscripted  as  privates.  However,  they  may 
immediately  apply  for  a commission  to  their 
local  commander  and  each  case  will  be  judged  on 
its  merit. 

In  the  course  of  an  interview  with  the  assistant 
to  the  Assistant  Secretary  of  War,  on  November 
18,  1940,  the  committee  was  informed  that  an 
Army  Regulation  concerning  the  medical  corps 
is  initiated  by  the  Surgeon  General  of  the  Army. 
Any  change  in  the  Army  Regulation  must  be 
initiated  by  the  Surgeon  General  of  the  Army. 

Hence  the  quotation  appearing  above  is 
misinforming  the  readers  of  the  Journal. 

This  Alumni  would  like  to  point  out  that  the 
medical  societies  from  the  counties  of  the  Bronx, 
Kings,  New  York,  Queens,  and  Nassau  adopted 
resolutions  during  the  month  of  October,  1940, 
indicating  gross  dissatisfaction  with  the  Army 
Regulation  and  its  effect  on  the  graduates  from 
the  foreign  medical  schools.  The  county  socie- 
ties urged  that  the  Regulation  be  rescinded. 

This  Alumni  would  be  pleased  to  have  the 
Council  Committee  on  Medical  Preparedness 
from  the  State  of  New  York  reveal  what  has  been 
done  to  answer  the  10,571  members  of  the  above 
societies.  This  figure  comprises  59.7  per  cent 
of  the  membership  of  the  Medical  Society  of  the 
State  of  New  York.  These  figures  were  taken 
from  the  Medical  Directory  of  New  York,  New 
Jersey,  and  Connecticut,  1939-1940. 

Yours  very  truly, 

Leon  L.  Rackow,  M.D. 

Vice-Chairman , Executive  Committe 
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Testimonial  Dinner  for  Dr.  James  M.  Flynn 


rT"1HE  Monroe  County  Medical  Societ}’’  for  its 
annual  meeting  on  December  17,  1940,  ar- 
ranged a dinner  in  honor  of  the  president  of  the 
Medical  Society  of  the  State  of  New  York,  Dr. 
James  M.  Flynn.  The  dinner  took  place  in  the 
Rochester  Academy  of  Medicine. 

Dr.  Albert  D.  Kaiser,  president  of  the  Monroe 
County  Medical  Society,  in  his  opening  remarks 
called  attention  to  the  fact  that  this  was  the  one 
hundred  and  twentieth  annual  meeting  of  the 
county  society. 

“It  is  rather  interesting,”  Dr.  Kaiser  said, 
“when  one  reviews  the  early  motives  that  existed 
in  the  minds  of  the  doctors  who  founded  this 
county  medical  society  and  undoubtedly  many 
others  throughout  the  country.  The  doctors  of  a 
hundred  or  more  years  ago  found  that  it  was  nec- 
essary to  have  some  sort  of  an  organization  in 
which  they  could  regulate  their  own  practice  and 
in  which  they  could  supervise  the  work  of  their 
practitioners. 

“I  am  quite  sure  that  their  purpose  has 
prompted  the  organized  medical  societies 
throughout  these  many  decades.  The  idea  of  the 
county  medical  society  spread  to  the  state  and 
finally  to  the  nation. 

“It  is  rather  interesting  to  look  back  over  the 
last  twenty-five  or  thirty  years  to  see  the  trend  of 
medicine.  The  discoveries  in  medical  science 
have  made  it  necessary  to  break  up  the  medical 
profession.  We  have  teachers,  investigators, 
clinicians,  hospital  directors,  and  public  health 
officials;  all  of  them  doctors,  but  all  of  them  en- 
gaged in  a fairly  highly  specialized  field,  to  say 
nothing  of  the  many  specialists  in  the  field  of 
clinical  medicine. 

“I  think  there  has  been  a tendency  in  recent 
years  on  the  part  of  some  physicians  to  belittle 
the  importance  of  organized  medical  societies. 
They  see  perhaps  only  their  own  interests  and 
are  perhaps  a little  intolerant  of  what  the  man 
does  in  another  field.  I am  quite  sure  that  when 
we  see  medicine  in  its  broad  aspect,  no  one  de- 
partment could  exist  without  the  others.  And 
every  physician  should  realize  that  the  organized 
medical  society  tends  to  bring  together  all  of  the 
groups  that  are  associated  with  the  practice  and 
development  of  medical  science. 

“I  am  very  glad  that  I have  had  some  experi- 
ence in  the  last  few  years  with  what  organized 
medical  societies  aim  to  do.  I believe  that  it  is 
only  by  uniting  our  efforts  and  pooling  the  things 
which  we  can  contribute  to  a medical  society 
that  we  can  reach  the  utmost  usefulness  in  the 
field  of  medicine. 

‘'Every  county  medical  society  is  proud  of  its 
members,  because  the  first  thing  we  try  to  do  is 
to  improve  conditions  for  the  average  man.  But 
we  also  like  to  see  exceptional  effort  on  the  part 
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of  some  of  the  members.  I for  one  feel  very 
proud  of  our  society  here  in  Monroe  County, 
that  we  have  had  outstanding  men  in  this  society 
who  have  contributed  to  various  fields  of  medical 
endeavor. 

“Tonight  we  are  gathered  here  for  a specific 
purpose,  because  one  of  our  men  has  had  a 
vision — he  has  looked  ahead — he  has  given  of  his 
time  and  effort  to  build  along  the  lines  of  organ- 
izations from  which  we  can  all  benefit.  As 
members  of  this  society  we  are  proud  that  one  of 
our  men  has  distinguished  himself  and  has 
brought  honor  to  this  society. 

“So  tonight  we  are  welcoming  our  guests  who 
are  celebrating  with  us  the  success  of  Dr.  Flynn 
n reaching  the  highest  peak  in  the  gift  of  the  doc- 
tors of  the  State  of  New  York.  We  are  very 
happy  that  men  have  come  from  afar  to  talk 
briefly  to  us  not  only  about  Dr.  Fljmn  but  about 
some  of  the  problems  of  medicine.” 

Mr.  Roland  B.  Woodward,  executive  vice- 
president  of  the  Rochester  Chamber  of  Com- 
merce and  a member  of  the  Board  of  Regents  of 
the  State  Department  of  Education,  was  then 
introduced: 

“I  am  very  happy  to  be  here  and  add  my  word 
of  felicitation  to  that  of  many  others  for  Dr. 
Flynn  and  the  honor  which  you  do  him  tonight. 
My  own  association  with  him  has  been  very 
pleasant.  He  has  helped  me  and  advised  me  on 
some  problems  that  have  confronted  the  Board 
of  Regents,  and  I have  found  his  advice  sound 
and  honest  and  helpfid. 

“I  remember  speaking  before  a group  of  you 
when  you  were  celebrating  the  opening  of  this 
building,  and  stressing  the  need  for  your  taking 
some  interest  in  public  affairs,  but  I mean  public 
affairs  as  they  affect  the  things  which  you  know 
best,  as  they  affect  your  professional  group,  as 
they  affect  legislation  that  controls  or  directs  or 
limits  your  usefulness.  It  will  not  do  for  our 
highly  educated  professional  men  to  draw  aside 
from  our  public  fife  and  allow  all  of  it  to  be  done 
by  those  who  perhaps  know  little  or  nothing 
about  the  things  with  which  they  are  vitally  con- 
cerned. 

“I  have  learned  quite  a bit  about  this  in  sixteen 
years  of  service  on  the  Board  of  Regents.  The 
state  is  deeply  concerned  with  the  education  of 
the  physician,  with  his  licensure,  with  the  rules 
and  regulations  that  govern  his  practice.  And 
they  are  especially  concerned  with  his  capacity 
for  self-government  professionally.  And  I am 
happy  to  say  that  having  dealt  with  all  the 
professions  that  are  licensed  by  the  State  of  New 
York,  I think  there  is  no  professional  group  in  the 
state  that  has  approached  so  nearly  to  a good  de- 
gree of  self-government  as  the  medical  profession. 
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Left  to  right:  Albert  D.  Kaiser,  M.D.,  president  of  the  Monroe  County  Medical  Society; 

Nathan  B.  Van  Etten,  M.D.,  president  of  the  American  Medical  Association;  James  M.  Flynn, 
M.D.,  president  of  the  Medical  Society  of  the  State  of  New  York;  C.  Stewart  Nash,  M.D.,  vice- 
president  of  the  Monroe  County  Medical  Society. 


“With  the  problems  ahead,  it  is  very  important 
that  you  continue  to  do.  so  and  that  you  continue 
to  do  so  with  increasing  effectiveness,  unless  you 
would  have  imposed  upon  you  something  that 
would  not  only  handicap  you  in  your  work  but 
which  would  restrict  your  value  to  the  great 
public  which  you  serve. 

‘ ‘Dr.  Flynn,  you  are  a good  example  of  what  I 
am  talking  about,  and  I am  happy  to  add  a word 
of  tribute  to  your  public  usefulness  as  well  as 
your  professional  competence  and  professional 
usefulness.  I congratulate  you  and  wish  you 
many  more  years  of  such  useful  service.” 

Dr.  Leo  F.  Simpson  of  Rochester  was  then 
called  on: 

“I  have  been  asked  to  say  a few  words  about 
Jim,  the  Boy  and  the  Man.  That,  I suppose,  is 
based  on  the  idea  that  the  man  is  in  the  boy. 
What  the  man  ultimately  becomes  is  undoubt- 
edly in  the  boy — in  potentia — but  so,  in  like 
manner,  a thousand  other  men  are  in  the  same 
boy. 

“Heredity  may  lay  down  the  instrument,  but 
environment  more  or  less  determines  the  kind  of 
a tune  that  is  to  be  played  on  it  during  the  years. 

“We,  in  medicine,  are  ever  considering  the 
possibility  of  modifying  even  the  instrument  it- 
self, while  educators,  biochemists,  students  of 
social  welfare,  and  the  great  religious  movements 
are  ever  confident  of  their  ability  to  change  the 


resulting  tune  for  the  better.  A sort  of  condi- 
tioning the  reflexes,  as  it  were. 

“One  cannot,  however,  be  dogmatic  in  these 
fields  for  they  are  filled  with  unpredictable  sur- 
prises. At  one  end  we  see  Benjamin  Franklin, 
one  of  the  greatest  all-around  intellects  America 
has  ever  produced — the  man  who  almost  single- 
handed  won  our  American  Revolution — in  the 
Masonic  lodges  of  France.  He  was  the  last  child 
of  fourteen  children,  and  his  whole  family,  by 
comparison,  was  a total  blank. 

“At  the  other  end,  we  see  the  rapid  disintegra- 
tion of  fine,  cultural  stocks  because  biological 
honesty  does  not  necessarily  co-exist  with  cultural 
fineness.  Too  often,  when  certain  cultural  limi- 
tations have  been  reached,  racial  suicide  follows 
almost  automatically. 

“But  what  has  all  this  to  do  with  Jim?  I will, 
for  a few  moments,  take  a passing  glance  at  his 
heredity,  his  boyhood  education,  and  also  trace 
some  behavior  patterns  that  foretold  the  man. 
Of  the  sources  of  the  urges  that  moved  him  on- 
ward, make  your  own  guess.  Ambition  may  be 
nothing  but  unsatisfied  chemistry,  or  it  maj!r  be  a 
holy  fire. 

“We  were  born  within  a stone’s  throw  of  each 
other,  of  mothers  whom  each  always  thought 
were  saints  on  earth,  and  know  today  are  the 
same  in  heaven.  Our  fathers  were  grand  men ; in 
fact,  they  were  the  best  that  we  could  find. 

“We  played  together  as  children,  went  to  the 
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same  school,  where  in  addition  to  the  three  R’s, 
they  tried  to  teach  us  that  there  was  a Supreme 
Authority  above  all  from  which  all  authority 
should  flow;  that  the  Ten  Commandments  were 
real  and  not  just  a bit  of  literature,  and  that  we 
were  not  created  for  this  world  alone. 

“These  teachings  have  played  a very  funda- 
mental part  in  Jim’s  life. 

“Incidentally,  a total  disregard  of  such  beliefs 
by  the  leaders  of  men  bids  fair  to  transform  this 
world  into  a slaughterhouse. 

“We  got  plenty  of  old-fashioned  discipline, 
and  as  there  were  six  children  in  each  family  our 
opportunities  for  becoming  self-centered  were 
rather  limited. 

“My  real  association  with  Jim  began  over 
forty  years  ago  when  we  were  carrier  boys  for 
the  Democrat  & Chronicle.  We  had  to  be  at  the 
office  at  4:00  a.m.  As  we  lived  in  the  far  north- 
western part  of  the  city  that  meant  a jaunt  of  at 
least  six  miles  before  we  completed  our  deliveries 
and  got  home  again. 

“My  mother  would  drag  me  out  of  bed  at 
three  o’clock  and  many  times  I was  not  fully 
awake  until  I got  out  into  the  air.  Coming  to 
Jim’s  house,  just  a whistle,  a window  went  up, 
and  he  would  call:  Til  be  right  down.’  He 
apparently  never  slept  then,  nor  has  he  been 
caught  asleep  very  often  since.  We  did  this  for 
four  years,  every  day  in  the  week,  starting  at 
about  thirteen  years  of  age.  It  never  seemed  a 
hardship.  Didn’t  we  get  a dollar  and  a half  a 
week?  Such  jobs  were  priceless.  Night  street 
cars  were  unknown,  and  if  a snowstorm  was  on 
we  just  waded  through. 

“We  were  prepared  for  anything  the  weather 
man  had  in  stock,  but  even  he,  at  times,  was 
kind.  A few  hundred  beautiful  sunrises  were 
shown,  and  as  there  was  no  one  else  about,  it 
was  easy  to  imagine  that  they  were  put  on  for 
our  special  benefit.  And,  so  to  bed  again  at 
seven,  up  at  eight,  and  we  would  make  our  way 
back  to  Fitzhugh  Street  to  the  Rochester 
Free  Academy,  this  time  carrying  our  lunch. 

“In  the  winter,  after  school,  we  played  hand- 
ball at  the  old  R.A.C.,  and  in  the  summer  and 
fall  played  baseball  and  football.  We  had  fine 
teams.  Did  I say  we  played  baseball  and  foot- 
ball? I played,  and  in  the  fall  kept  pretty  well 
bruised  most  of  the  time.  What  was  Jim  doing? 
He  was  starting  in  life.  He  was  always  the  mana- 
ger, and  looked  after  the  receipts. 

“After  graduation  from  carrying  papers  and 
high  schools,  I studied  medicine,  and  graduated 
at  twenty-one.  One  day,  a few  years  later,  Jim 
came  into  my  office,  and  announced  that  he  was 
going  to  study  medicine.  Where  had  he  been, 
and  what  had  he  done  to  develop  the  rugged  in- 
dividualism that  was  as  obvious  then  as  it  is  today? 

“For  a year  or  two  he  had  worked  at,  and  I 
believe  became  a first-class  clothing  cutter.  But 
that  did  not  satisfy  him.  His  experience  as  a high 
school  manager,  and  as  manager  of  several  ama- 
teur teams  made  the  life  of  a clothing  cutter 
inane,  and  abruptly  he  cut  himself  away  from  his 


moorings,  and  became  manager  for  three  minor 
league  baseball  clubs  in  succession — always  ad- 
vancing. His  last  team,  on  their  first  road  trip, 
won  ten  games  straight.  They  were  received, 
when  they  returned,  by  all  the  city  fathers  and  a 
band.  On  the  next  road  trip  they  lost  nine 
games,  all  by  one  run.  On  the  day  after  he  re- 
turned from  that  trip,  Jim  was  fired. 

“It  was  midsummer  and  no  time  to  go  home. 
He  went  to  a telegraph  office  and  sent  telegrams 
to  the  president  of  every  baseball  league  in  the 
United  States,  which  read:  ‘James  Flynn,  um- 
pire, now  available  for  contract.’  He  got  three 
answers.  He  had  solved  his  baseball  problem. 
He  would  make  a fine  living,  no  matter  which 
team  won. 

“Eventually  he  was  transferred  to  the  Pacific 
Coast  League.  The  president  was  located  in 
Chicago,  and  his  parting  words  to  Jim  were: 
‘No  one  out  there  can  fire  you.  You’ll  have  to 
quit  yourself.’ 

“He  found  out  later  just  what  that  message 
meant.  He  went  to  leagues  where  baseball  was 
a war,  and  where  the  word  ‘fan’  was  evolved 
from  the  fanatics  in  the  stands  who  wavered  be- 
tween cheers  and  homicide.  Umpires  withered, 
ran  out,  and  even  wore  out,  but  Jim  stayed  three 
years. 

“He  never  smoked,  never  drank,  and  never 
read  the  sporting  pages,  said  his  prayers  at  night, 
and  with  these  prophylactic  measures  faced  the 
next  day.  One  umpire  to  a game,  and  the  de- 
cisions were  roared  with  a finality,  the  echoes  of 
which  still  linger. 

“In  this  tempestuous  atmosphere  he  passed  his 
days  until  the  time  came  for  another  momentous 
decision.  As  usual,  the  decision  stood.  This 
time  it  was  to  study  medicine.  He  had  been 
taking  courses  at  Leland  Stanford  University 
between  seasons  and  without  hesitation  he  again 
cut  his  moorings. 

“After  graduation  and  his  internship,  he  be- 
came an  x-ray  specialist.  Now  I think  I have 
brought  him  to  man’s  estate. 

“He  translated  to  the  higher  field  of  medicine 
the  same  qualities  that  made  him  what  he  was 
before.  He  has  continued  to  grow  in  stature.  He 
holds  fast  to  what  he  knows  is  good.  He  knows 
the  rules  and  obeys  them.  He  is  courageous.  He 
renders  the  type  of  service  that  a faithful  man  al- 
ways renders  so  he  may  live  in  peace  with  him- 
self. As  a rugged  individualist  he  did  not  sepa- 
rate himself  from  the  herd,  but  became  a most 
important  part  of  it. 

“I  have  never  known  him  to  be  envious  of 
any  man,  nor  hesitate  at  any  opportunity  for 
charity.  He  loves  his  profession,  and  has  fought 
for  its  ideals  and  for  its  honor  and  independence 
these  many  years. 

“It  has  been  a great  pleasure,  and  great  fun, 
too,  for  me  to  have  been  a shipmate  with  Jim  as 
we  sailed  down  the  river  of  life.  Were  I again  at 
the  starting,  and  gifted  with  adequate  foresight, 
I would,  without  hesitation,  step  again  into  the 
same  boat.” 
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Dr.  E.  T.  Wentworth  of  Rochester  described 
Dr.  Flynn  as  a “Straight  Shooter,”  saying: 

“‘Jim  Flynn’ — the  very  name  strikes  out, 
straight,  sharp,  straight  to  the  point.  He  is  a 
four-square,  straight-shooting,  fearless  man  of 
God.  The  truth  burns  from  him  in  fiery  words — 
words  with  poignancy  and  a sharp  sting,  words 
that  cut  down  through  the  years  from  Chaucer 
and  beyond — good  old  English  words — words 
from  the  limbo  of  freudian  familiarity  with  cer- 
tain biological  functions.  Words  which  without 
benefit  of  printing  press,  script,  or  lexicon,  have 
been  passed  on  from  father  to  son — not  from 
mother  to  son — but  the  meaning  of  which  is 
crystal  clear. 

“Jim’s  straight  line  is  the  shortest  distance 
between  two  points.  He  is  a man  of  action.  He 
does  things  rather  than  talk  about  them. 

“The  most  commented  upon  speech  of  the 
many  given  in  the  Waldorf-Astoria  at  the  last 
meeting  of  the  A.M.A.  was  Jim  Flynn’s.  There, 
concentrated  upon  that  stage,  were  the  men  of 
the  hour — the  Governor  of  the  State,  the  Mayor 
of  the  City,  the  Bishop  of  the  Diocese,  the  Presi- 
dents of  the  two  largest  medical  organizations  in 
the  world,  the  Commander  of  the  Brooklyn 
Jewish  War  Veterans.  I,  too,  was  in  that  audi- 
ence. I heard  that  speech.  I learned  it  verba- 
tim. I remember  it  as  an  example  of  perfect 
platform  oratory. 

“You  can’t  get  the  full  effect  of  a speech  like 
that,  reading  it  in  your  study.  You  have  to  have 
heard  it;  you  have  to  have  seen  it;  you  have  to 
have  felt  it;  you  have  to  know  it.  A mystic, 
impending  feeling — a dynamic  force — pervaded 
the  atmosphere  the  moment  he  rose  from  his 
chair  and  it  increased  as  he  strode  toward  the 
lectern. 

“In  every  stride,  in  every  fluid  wave  of  that 
paunch,  in  every  flicker  of  those  bushy  gray  eye- 
brows, you  could  tell  he  had  a mission  to  fulfill, 
and  so  help  him  God,  he  would  fulfill  it. 

“The  speech:  ‘Ladies  and  gentlemen,  on  be- 
half of  the  Medical  Society  of  the  State  of  New 
York,  greetings.’  End  of  quotation — end  of 
speech. 

“Yet,  seriously,  all  that  he  does  shines  with  the 
chaste  honor  that  would  be  crushed  by  stain  as 
lovely  virtue  by  ugly  rape.  He  hates  sham,  he 
hates  academic  affectation  and  pretense,  he 
hates  professional  posing  and  racketeers — those 
who  dispense  half-truths  for  whole  truths;  for 
honor  is  in  the  blood  of  him.” 

Dr.  Samuel  J.  Kopetzky,  of  New  York,  presi- 
dent-elect of  the  State  Medical  Society,  dis- 
cussed “Flynn  as  I know  him.”  He  said: 

“Membership  in  a county  society  and  activity 
in  organized  medicine  bring  a reward  far  beyond 
the  scope  of  the  activities  that  the  individual 
engages  in.  One  of  the  finest  things  that  one  gets 
in  working  within  the  ranks  of  organized  medi- 
cine is  the  privilege  and  honor  of  knowing  the 
men  who  are  active  in  the  profession. 

“One  of  the  things  that  I am  very  thankful  for 


is  this  opportunity  which  expressed  itself  in  my 
acquaintance  with  men  like  Jim  Flynn.  For 
some  years  the  rough  toss  and  tumble  of  the  po- 
litical field  within  our  State  Society  brought  me 
to  the  chair  of  the  speakership  of  the  House  of 
Delegates,  and  I found  always  sitting  at  my  right 
during  my  whole  term  a man  who  quietly,  un- 
obtrusively sat  there  but  at  the  right  moment 
and  in  the  turmoil  of  the  House  said  the  right 
and  potent  word  to  me. 

“Jim  Flynn  has  the  essential  element  of  leader- 
ship, he  has  initiative,  he  has  courage,  he  has  per- 
sonality, he  has  tolerance  for  the  stupid  and  the 
fool,  and  he  has  a distinct  goal  toward  which  he 
drives.  Yet  his  leadership  is  so  consummate  that 
the  effort  is  not  seen,  and  the  organization  that 
he  serves  moves  toward  its  appointed  goal. 

“Underneath  all  that  you  see  of  Jim  Flynn 
there  is  a sterling  honesty  that  is  as  refreshing 
as  an  early  morn  in  spring.  He  is  a fine  man.  I 
have  no  desire  to  make  this  talk  too  saccharine, 
but  I do  want  to  say  that  were  Rochester  many 
more  miles  from  New  York  and  I could  walk  or 
ride  to  get  there  to  pay  tribute  to  this  man,  I 
would  break  my  neck  to  get  there.  And  I am 
proud  of  the  fact  that  I am  able  to  serve  the 
Society  and  you  with  Jim  Flynn.” 

Dr.  Nathan  B.  Van  Etten,  president  of  the 
American  Medical  Association,  after  bringing 
his  tribute  of  friendship  and  admiration  to  Dr. 
Flynn,  gave  the  following  address. 

Medical  Futures 

The  Society  is  growing  stronger  every  day — 
all  of  its  programs  of  education  are  better  than 
before.  Its  Journal  is  gaining  the  place  that  it 
deserves.  Its  preparedness  program  has  no 
superior,  and  its  public  relations  program  is 
applauded  all  over  the  nation. 

Dr.  Flynn  is  generous  to  all  who  play  the  game 
honestly  but  fiercely  intolerant  of  any  effort  to 
gain  objectives  by  crookedness  or  quackery. 
He  always  works  for  the  best  interests  of  Ameri- 
can medicine  and  I am  sure  that  he  will  carry  on 
as  an  indomitable  force  for  many  years  to  come. 

Ninety-four  years  of  fighting  for  the  honest 
application  of  scientific  knowledge  to  the  de- 
mands of  health  for  all  people  has  carried  the 
American  Medical  Association  to  the  strongest 
position  among  medical  organizations.  Al- 
though its  membership  represents  every  shade  of 
political  complexion,  partisanism  has  never 
dominated  its  patriotism.  Its  horizons  extend 
far  beyond  election  days.  It  will  not  sell  out  to 
political  expediency.  It  will  not  sell  out  the 
idealism  that  has  carried  it  through  many  crises. 

It  is  preparing  for  the  defense  of  Americanism 
against  the  attacks  of  paganism.  It  is  preparing 
for  maintenance  of  an  advanced  democracy  un- 
hampered by  the  subversive  influence  of  foreign 
autocracies.  It  fights  for  the  supremacy  of  the 
American  way  of  life. 

Although  every  type  of  religionist  is  included 
in  its  roster,  it  looks  to  all  of  them  for  loyalty  to 
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one  ideal  of  protection  and  promotion  of  human 
health.  Cherishing  the  highest  ideals  of  the  most 
learned  profession,  it  will  not  sell  out  to  paganis- 
tic  nihilism.  It  respects  all  religionists  who  are 
loyal  to  their  beliefs.  It  believes  that  devotion 
to  religious  precepts  is  valuable  and  necessary 
relief  for  the  loneliness  of  individualism. 

Serving  every  social  level  it  sympathizes 
warmly  with  all  who  are  physically  or  mentally 
unfortunate. 

Although  its  membership  represents  the  de- 
scendants of  every  race,  its  fundamental  interests 
are  American.  Recognizing  the  cosmopolitan 
character  of  a nation  built  from  its  beginnings 
by  refugees  from  persecutions  and  intolerances, 
its  hospitality  has  been  continuously  generous 
toward  the  mental  and  religious  attitudes  of  the 
more  recent  seekers  for  freedom  in  our  country. 
Although  it  respects  the  natural  affection  of  new- 
comers for  the  traditions  under  which  their  life 
patterns  have  been  formed,  it  believes  that  all 
should  adapt  themselves  as  soon  as  possible  to 
national  programs  which  have  evolved  the 
American  way  of  life  and  that  all  should  cooper- 
ate in  its  growth  and  improvement. 

Although  the  American  Medical  Association 
may  be  justified  in  pride  of  accomplishment,  it  is 
not  prejudiced  against  any  earnest  approach  to 
new  solutions  of  administrative  or  scientific 
problems.  It  insists  upon  complete  and  honest 
analyses  of  all  new  proposals  before  accepting  and 
endorsing  them. 

It  welcomes  the  restless  spirit  of  scientific 
adventure  and  encourages  it.  It  has  spent  more 
than  a million  dollars  in  research  in  the  last 
twenty-five  years.  At  the  same  time,  however, 
it  has  been  inflexible  in  its  disapproval  of  those 
who  would  profit  from  the  credulity  of  ignorance. 
It  has  never  sold  out  to  commercialism.  It  be- 
lieves that  Americanism  is  worthwhile.  It 
cherishes  the  ideals  of  orderly  democracy.  It 
despises  the  devious  ways  of  disloyal  propagan- 
dists not  only  in  the  field  of  medical  service  but 
in  civic  life.  It  is  conscious  of  the  campaign  of 
German  sabotage  which  has  been  carried  on  with 
diplomatic  immunity  since  1915.  It  remembers 
the  efforts  of  the  brilliant  Count  Von  Bernsdorf 
to  seduce  the  Wilson  administration  and  the 
violent  sabotage  of  Von  Papen  and  Captain 
Boy-ed,  the  same  Von  Papen  now  operating  in 
Turkey.  It  knows  that  the  same  things  are  going 
on  here  at  this  moment.  It  knows  that  Russian 
communism  and  German  socialism  have  been 
active  here  for  many  years. 

It  knows  that  the  infiltration  of  foreign  thought 
has  fermented  discontent  in  this  country,  so  that 
some  Americans  have  been  led  into  disloyalty 
and  are  now  working  for  the  destruction  of  our 
democracy.  It  knows  that  American  generosity 
has  been  so  grossly  abused  that  world  revolution 
is  being  promoted. 

The  health  program  of  the  American  Medical 
Association  is  an  evolutionary  development 
which  fortunately  escaped  in  large  measure  the 
acquisitive  eye  of  the  log-rolling  politician  until 


the  last  few  years,  when  job  seekers,  awakening 
to  the  possibilities  of  expanding  bureaucracies, 
began  stimulating  the  superficial  humanitarian- 
isms  of  political  leaders. 

As  a consequence,  the  problem  of  the  future 
health  of  all  our  people  is  being  attacked  by 
amateur  philosophers  who  know  nothing  about 
the  personal  practice  of  medicine  and  who  know 
about  mass  medicine  only  from  superficial  ob- 
servation of  foreign  systems,  none  of  which  have 
improved  the  quality  of  medical  service  or  have 
produced  anything  superior  to  our  present  sys- 
tem in  the  United  States  in  1940. 

No  one  claims  perfection  for  our  system  of 
delivery  of  medical  service,  but  all  of  you  know 
that  the  American  Medical  Association  has  been 
working  for  ninety-four  years  to  improve  it,  that 
its  chief  concern  is  better  health  for  all  our  people, 
and  that  nowhere  on  earth  have  better  results 
been  attained. 

We  have  good  reason  to  be  proud  of  the  fact 
that  the  science  of  medicine  has  steadily  ad- 
vanced the  health  of  the  American  people  and 
that,  so  far,  the  legal  establishment  of  any  of  the 
foreign  systems  has  been  successfully  resisted. 

In  spite  of  the  undisputed  fact  that  American 
health  statistics  are  unsurpassed,  the  position  of 
the  physician  in  American  society  has  become  in- 
creasingly difficult  because  political  theorists  in 
social  science  have  formed  pressure  groups  whose 
object  is  to  force  legislative  action  to  promote 
governmental  control  of  medical  service.  Gov- 
ernment in  medicine,  like  the  government  in 
business,  is  just  another  step  from  democracy 
toward  totalitarianism. 

The  thought  of  dictatorship  in  America  is 
revolting.  And  yet,  appeals  to  popular  emotion 
under  the  aegis  of  patriotism,  of  social  security, 
of  pensions,  of  welfare,  of  relief,  of  unemploy- 
ment, or  of  the  people’s  health  have  carried  many 
people  from  confidence  in  their  ability  to  take 
care  of  themselves  to  belief  that  they  have  no 
personal  responsibility  for  providing  the  sources 
of  paternalism  they  expect  to  enjoy.  They  be- 
lieve that  they  will  drink  forever  from  the  in- 
exhaustible wellsprings  of  government. 

Dictatorships  have  been  built  on  such  public 
sentiment.  If  such  sentiments  prevail,  the  medi- 
cal profession  may  well  expect  a fate  similar  to 
that  which  developed  in  Germany  and  reduced 
German  physicians,  as  well  as  the  German  people, 
to  economic  slavery. 

The  physicians  of  the  United  States  have  made 
history.  Campaigns  against  tuberculosis  and 
diphtheria  and  pneumonia  and  syphilis  have 
changed  the  health  statistics  of  the  nation  to 
figures  that  could  not  have  been  predicted 
twenty  years  ago. 

We  know  that  an  intelligent  medical  profession 
can  educate  the  people  in  personal  and  com- 
munity health.  We  know  that  education  has 
been  largely  responsible  for  lowering  the  statis- 
tics of  tuberculosis.  We  know  that  diphtheria 
can  be  entirely  eradicated  if  the  people  will  have 
enough  intelligence  to  listen  to  the  advice  of  the 
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doctor  and  immunize  every  child.  We  know  that 
smallpox  can  be  entirely  eliminated  by  universal 
vaccination.  We  know  that  great  gains  have 
been  made  during  the  campaign  against  syphilis 
started  by  General  Parran.  We  are  confident 
that  studies  of  immunology  will  salvage  more  and 
more  people  from  the  ravages  of  communicable 
disease. 

These  have  been  great  years  in  the  warfare  of 
science,  and,  because  our  frontiers  have  been  so 
remarkably  advanced,  we  might  be  justified  in 
predicting  greater  triumphs  if  the  future  of  our 
civilization  were  not  threatened  by  social  up- 
heavals, the  violence  of  which  cannot  be  foreseen. 

The  European  war  has  passed  its  first  anni- 
versary, and  a year  of  valuable  time  has  been 
wasted  in  debating,  so  that  we  are  just  now  only 
at  the  beginning  of  our  preparations  for  our  own 
defense.  Our  medical  preparedness  should  have 
begun  to  function  immediately  after  our  offer  to 
the  government  in  September,  1939.  Always, 
muddling  politics  restrain  patriotism.  Now,  at 
the  request  of  the  War  Department  in  June,  the 
American  Medical  Association  is  actively  helping 
in  military  preparations. 

Questionnaires  have  been  sent  to  all  physicians 
to  discover  how  willing,  how  qualified,  and  how 
loyal  they  may  be.  The  immediate  response  of 
more  than  134,000  physicians  justifies  the  tradi- 
tional devotion  of  the  medical  profession  to  pub- 
lic service.  The  Committee  on  Preparedness  is 
building  the  skeletal  fabric  for  effective  service 
in  every  state  not  only  for  active  field  service 
but  for  service  on  draft  boards  and  for  protection 
of  civilians  at  home.  The  profession  will  be 
ready  when  called  for. 

Meanwhile  there  must  be  no  relaxation  of 
educational  standards  in  the  quality  of  medical 
care  for  our  country  of  the  future. 

Our  medical  future  should  be  viewed  from  high 
points  of  idealism,  standing  upon  firm,  well- 
established,  biologic  foundations.  Those  who 
wish  to  see  the  highest  national  health  might  well 
work  for  a selective  draft  of  all  our  citizens  to 
choose  those  who  may  become  the  parents  of 
future  Americans. 

Physical  fitness  must  be  recognized  as  an  im- 
portant step  toward  national  fitness.  Fifty-two 
per  cent  of  Americans  are  said  to  be  physically 
competent  for  hard  work.  This  level  must  be 
raised  if  our  medical  futures  are  to  be  viewed  with 
satisfaction. 

I believe  that  educators  should  be  urged  to 
turn  their  minds  from  sentimental  to  practical 
methods  of  equipping  youth  for  the  hard  realities 
of  life. 

I believe  that  all  boys  and  girls  who  are  physi- 
cally fit  should  be  vigorously  trained  from  the 
ages  of  5 to  20  not  to  carry  guns  or  to  engage  in 
military  technics  but  to  develop  strong  healthy 
bodies  that  will  not  only  be  able  to  meet  emergen- 
cies of  our  national  life  but  will  build  sturdy  com- 
petent citizens. 

The  athlete  has  been  idealized  to  the  extent 
that  many  thousands  of  us  spend  many  hours  of 


many  days  exercising  vicariously,  sitting  in 
stadia  screaming  our  approval  but  making  no 
effort  to  maintain  our  own  general  efficiency. 

Annual  examinations  of  the  apparently 
healthy  have  long  been  advocated  with  very 
small  results.  Examinations  of  school  children 
are  carefully  done  in  few  places.  I do  not  favor 
peace-time  conscription  for  military  service,  but 
I do  advocate  careful  annual  examination  of 
every  school  child  and  training  for  physical  fit- 
ness throughout  school  life.  I believe  that  such 
universal  study  of  the  school  child,  added  to  pro- 
motion of  health  through  intelligent  nutrition 
and  sanitary  housing,  is  a more  important  ele- 
mental defense  than  guns  or  planes  or  tanks. 

While  the  common  effort  in  our  educational 
system  seeks  its  objective  in  a thin  veneer  of  so- 
called  general  culture,  average  abilities  for  the 
practicalities  of  life  are  neglected.  Fear  of  regi- 
mentation seems  to  restrain  school  administra- 
tors and  limits  their  vision  or  understanding  of 
the  destructive  experiences  of  indulgent  self- 
expression,  which  seems  at  this  moment  to  be 
resulting  in  a disorderly  generation. 

Physical  training  of  the  physically  fit  and  re- 
habilitation of  the  physically  unfit  are  largely 
the  hit  or  miss  concern  of  undirected  individuals. 
Every  school  and  college  in  the  country  should 
be  provided  with  serious  medical  consultants  who 
in  turn  should  be  educated  and  inspired  pro- 
moters of  national  health. 

If  every  college  for  women  or  men  would 
emulate,  for  the  next  twenty  years,  the  physical 
training  now  carried  on  at  West  Point,  we  should 
have  thousands  of  young  people  physically  fit 
for  healthy  citizenship  and  prepared  to  meet 
emergencies  at  home  or  abroad.  We  should  have 
many  thousands  of  young  people  so  physically 
fit  that  they  would  be  willing  to  soil  their  white 
collars  and  their  strong  hands  with  the  work  of 
the  World. 

For  many  years  we  have  been  discussing  ways 
and  means  of  preparing  for  solution  of  our  inter- 
nal warfare  between  employee  and  employer, 
and  still  we  have  more  than  nine  million  unem- 
ployed. No  one  seems  to  know  how  many  of 
these  are  physically,  morally,  or  mentally  unfit 
or  unadjustable  to  possible  demands  for  their 
services,  but  it  may  be  safely  assumed  on  the 
basis  of  studies  of  other  groups  that  more  than  30 
per  cent  or  more  than  three  millions  of  them  are 
physically  unfit  and  many  more  unskilled  for 
work  that  might  be  offered  them  in  more  prosper- 
ous seasons. 

The  President  of  the  hJnited  States  has  said 
that  Americans  are  soft.  He  also  said  that  “if 
we  are  to  survive  we  cannot  be  soft  in  a World  in 
which  there  are  dangers — dangers  which  threaten 
America — dangers  more  deadly  than  were  those 
the  pioneers  had  to  face.” 

He  also  wisely  said  that  old  pioneers  “put  hard 
fiber  in  the  American  spirit  and  strong  muscles 
in  the  American  back.” 

The  selective  draft  for  the  war  of  1917  and  1918 
revealed  that  from  30  to  40  per  cent  of  those 
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examined  were  unfit  to  fight.  Have  we  Americans 
profited  from  the  lessons  of  that  experience? 
Statistics  of  June,  1940,  indicate  that  we  have  not. 

Defects  found  in  applicants  for  voluntary  en- 
listment in  the  Regular  Army,  month  of  June, 
1940,  Second  Corps  Area,  New  York  City, 
Colonel  Magruder,  Lieutenant  Drummond: 

Examined:  2,313 
Rejected:  762  or  31 .2% 

Passed:  1,551 

Dr.  Kopetzky  thinks  that  our  statistics  will  be 
much  better  in  the  current  conscription. 

We  are  boastful  of  our  great  schools  and  col- 
leges, of  our  greatly  increased  literacy,  of  our 
vast  numbers  of  college  students.  We  have  ideal- 
ized the  life  of  those  in  the  learned  professions. 

We  have  educated  so  many  people  to  wear 
white  collars  that  there  are  not  enough  people 
who  are  fit  for  the  skilled  mechanical  work  that 
we  need  so  much  at  this  time.  We  have  stimu- 
lated a false  pride  in  the  attainment  of  college 
degrees  and  dislocated  labor  by  crowding  some 
fields  while  others  are  poorly  supplied.  We  have 
encouraged  a complacent  snobbery  that  looks 
down  its  nose  at  productive  labor.  We  have  for- 
gotten to  teach  that  healthy  existence  is  built 
upon  practical  foundations,  and  we  have  paid  so 
little  attention  to  physical  fitness  that  we  shall 
have  to  draft  3,000,000  men  for  military  service 
if  we  shall  secure  2,000,000  men  and  probably 
proportionately  the  same  number  of  women  for 
the  defensive  jobs  that  can  be  served  by  women. 

Our  mental  unfitness  is  illustrated  by  500,000 
hospital  beds  occupied  by  the  institutionalized 
insane. 

Our  social  unfitness  is  illustrated  by  a half 
million  active  syphilitics  and  a half  million  mi- 
grating indigents — 15  per  cent  of  whom  are  said 
to  have  open  tuberculosis.  This  is  indeed  a 
serious  indictment  of  American  civilization. 

In  medical  education  most  of  the  current  writ- 
ing and  thinking  has  been  in  the  interest  of  the 
development  of  specialists.  Here  again  practi- 
calities are  forgotten.  I believe  a national  health 
program  would  be  promoted  by  the  concentration 
of  medical  education  upon  developing  good 
average  physicians  for  average  patients.  And  I 
believe  that  the  young  doctor  of  today  comes  too 
late  into  the  field  of  practical  service. 

May  I say  in  brief  detail  that  I believe  that 
much  could  be  gained  by  permitting  those  who 
aspire  to  practice  medicine  to  elect  basic  science 
study  at  the  end  of  the  second  year  of  high  school 
and  continue  a concentrated  study  of  the  sciences 
through  two  years  of  college,  at  which  time  they 
should  be  given  a B.S.  degree,  and  then  go  into 
medical  schools  where  without  a repetitious  work 
they  should  be  immediately  introduced  to  a four- 
year  course  of  clinical  medicine. 

I believe  that  these  students  should  be  well 
educated  in  internal  medicine,  obstetrics  and 
traumatics  and  minor  surgery,  in  physical  ther- 
apy, and  in  a basic  knowledge  of  the  needs  of  the 
public  health. 


The  education  of  interns  should  also  be  a 
serious  drilling  in  practical  clinical  experience, 
and  the  young  physician  might  thereby  find  him- 
self in  practice  two  or  three  years  earlier  than  he  is 
today,  in  his  best  years,  when  he  may  learn  how 
to  live  and  to  become  a useful,  self-supporting 
independent  citizen.  This  would  in  no  sense 
let  down  the  standards  of  competency  of  the 
average  physician  to  care  for  the  average  patient. 
It  would  in  no  sense  lessen  the  opportunity  for 
specialization,  and  specialists  could  and  would 
develop  themselves  to  attain  the  high  standards 
of  the  specialist  boards  if  that  system  of  certifi- 
cation should  continue  to  be  thought  advisable. 

Medical  horizons  in  America  will  not  be 
reached  until  every  American  shall  have  avail- 
able a good  physician  competent  to  take  care  of 
all  of  his  ordinary  physical  accidents. 

Medical  futures  will  not  become  highly  il- 
luminated unless  all  physicians,  specialists  as 
well  as  general  practitioners,  shall  be  continu- 
ously educated.  So  long  as  he  lives,  graduate 
education  must  be  carried  to  the  doctor. 

The  specialist  is  often  able  to  go  to  school  at 
frequent  intervals  for  refresher  courses  or  for 
lessons  in  technics,  but  the  general  practitioner 
is  more  likely  to  be  limited  in  his  freedom  from 
his  practice,  and  graduate  education  for  the  bene- 
fit of  the  average  patient  must  be  a painstaking 
part  of  any  national  health  program. 

Hospital  facilities  will  grow  to  meet  the  needs 
of  all  our  people,  and,  if  the  present  interest  in 
transportation  prevails,  good  roads  will  run  to 
every  physical  frontier.  In  the  state  of  New  York 
good  roads  have  brought  every  citizen  within 
thirty  minutes  of  a physician. 

Statistically,  the  health  of  the  American 
people  measures  up  to  higher  standards  than  are 
found  in  any  other  large  nation;  two  nations 
only,  Australia  and  New  Zealand,  have  lower 
death  rates;  but  these  figures  do  not  satisfy  a 
profession  that  aims  still  higher. 

Postgraduate  courses  conducted  by  medical 
societies  and  organized  clinical  groups  are  not 
entertainments  for  doctors  enjoying  brief  vaca- 
tions; they  are  serious  efforts  to  support  the  in- 
telligent clinical  knowledge  of  practicing  physi- 
cians and  to  carry  American  medicine  to  higher 
ideals  of  public  service. 

In  advocating  a new  health  program  I believe 
that  a National  Health  Department  with  a Secre- 
tary of  Health  in  the  Cabinet  is  as  important  as  a 
War  Department  with  a Secretary  of  War. 

Defense  against  disease  is  as  important  as  de- 
fense against  a military  enemy.  Defense  of  the 
nation’s  health  is  vital  to  all  other  defensive 
forces,  but  any  defensive  program  will  fail  to 
reach  its  objective  unless  it  is  supported  by  a 
vigorous  offensive  which  will  arouse  the  public 
conscience. 

Health  means  so  little  to  most  people  until  it 
fails  or  is  lost  that  the  first  emphasis  is  on  cura- 
tive therapy,  second  on  prevention  (which  at- 
tracts minor  attention  except  when  given  to  the 
prevention  of  the  communicable  diseases  of 
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children),  and  last  and  very  little  emphasis  on 
the  promotion  of  physical  fitness  through  good 
nutrition,  good  housing,  and  physical  training. 

I believe  in  eliminating  the  present  confusions 
and  duplications  of  Washington  bureaus  by  cen- 
tralizing national  health  functions,  which  now 
seems  functionally  possible  under  the  leadership 
of  the  Social  Security  Administrator,  the  Honor- 
able Paul  McNutt. 

I believe  in  decentralizing  the  care  of  the  sick 
individual  by  originating  his  care  in  the  smallest 
political  subdivision  such  as  a school  district, 
where  his  real  condition  is  known,  and  then 
carrying  his  necessary  call  for  help  to  the  town- 
ship, to  the  county,  and  to  the  state  in  that 
order,  but  to  the  National  Government  as  infre- 
quently as  possible. 

The  future  of  medicine  in  America  is  inti- 
mately involved  in  the  evolution  of  our  national 
intelligence. 

Our  National  Government  can  coordinate 
nationwide  programs  and  our  local  governments 
can  carry  them  to  successful  accomplishment. 

Sickness  and  health  are  individual  experiences 
that  have  community  importance. 

Our  medical  futures  are  limited  by  the  mental, 
moral,  and  physical  fitness  of  every  American. 

Presentation  of  Award.  Dr.  Kaiser  concluded 
the  proceedings  with  these  words: 

“I  am  very  happy  that  the  last  act  that  I am 
called  upon  to  perform  as  president  of  the  Mon- 
roe County  Medical  Society  is  one  in  which  I can 
extend  my  personal  appreciation  to  Dr.  Flynn 
and  particularly  to  extend  to  him  in  a small  way 
a tribute  from  the  Medical  Society  of  the  County 
of  Monroe. 

“We  have  already  heard  from  members  of  our 
local  group,  from  the  state  group,  and  from  the 
national  group. , There  is  very  little  I could  add, 
and  it  is  a matter  of  considerable  pleasure  to  me 
to  be  able  to  present  to  Dr.  Flynn  this  tribute  of 
recognition  from  the  Medical  Society  of  the 
County  of  Monroe.  It  is  merely  a token,  but  it 
does  represent  our  appreciation  for  your  own 
accomplishment  and  also  for  the  honor  that  you 
have  brought  to  our  society.” 

Response  by  Dr.  Flynn: 

“My  friends:  This  expression  is  not  the  bo- 
loney— it  is  the  real  McCoy.  Everyone  here  to- 

County 

Albany  County 

The  county  society  elected  the  following  offi- 
cers on  December  1 1 : president,  Dr.  Thomas  O. 
Gamble,  of  Albany;  vice-president,  Dr.  John  J. 
Phelan,  of  Albany;  secretary,  Dr.  Homer  L. 
Nelms,  of  Albany;  treasurer,  Dr.  Frances  E. 
Vosburgh,  of  Albany;  historian,  Dr.  Charles  K. 
Winne,  Jr.,  of  Albany;  censors,  Drs.  Philip  L.  For- 
ster, Arthur  J.  Wallingford,  John  B.  Horner, 
Raymond  G.  Leddy,  of  Albany,  and  Dr.  John  F. 
Mosher,  of  Coeymans;  delegates,  Drs.  William 
B.  Cornell,  of  Menands,  Otto  A.  Faust,  of  Al- 
bany, and  Raymond  F.  Kircher,  of  Albany;  alter- 


night  has  sacrificed  something,  some  more  than 
others,  so  this  means  real  friendship. 

“This  testimonial  dinner  has  been  an  enjoyable 
surprise.  I am  thoroughly  conscious  of  the  fact 
that  in  honoring  me  you  are  honoring  the  State 
Medical  Society  and  organized  medicine  in 
general.  And  this  is  as  it  should  be,  because 
medical  organization  has  given  us  as  individuals 
the  privileges  that  we  are  accorded  by  the  public 
today  and  the  position  that  we  hold  in  the  com- 
munity. 

“It  is  up  to  each  and  every  one  of  us  to  follow 
closely  the  doctrines  of  organized  medicine  and 
adhere  especially  to  the  code  of  ethics.  If  we  do 
this,  we  will  continue  to  be  worthy  of  the  confi- 
dence of  the  public. 

“I  am  deeply  appreciative  of  the  kind  talks 
made  by  the  speakers  this  evening,  of  the  wonder- 
ful work  performed  by  the  committee  on  ar- 
rangements and  by  each  and  every  one  here 
present,  for  you  all  have  helped  to  make  this 
testimonial  dinner  a real  success. 

“May  I thank  you  whole-heartedly  and  wish 
you  a pleasant  good-night.” 

Mr.  Samuel  B.  Dicker,  mayor  of  Rochester, 
was  then  introduced: 

“I  think  I learned  something  by  coming  here 
tonight,  because  I learned  how  Dr.  Flynn  ad- 
dresses an  audience  in  short,  terse  words.  If  I 
could  get  away  with  that,  I could  five  in  peace 
and  harmony  with  myself. 

“I  am  very  happy  to  have  been  able  to  come 
here  tonight  and  greet  you  here  at  this  testi- 
monial dinner  to  our  good  citizen,  Dr.  Flynn. 
We  in  Rochester  are  fond  of  our  city.  When 
one  Rochesterian  died  and  went  to  heaven  and 
wanted  to  pass  the  gates,  he  was  asked  whence 
he  came,  and  he  said,  ‘From  Rochester,  New 
York.’  And  St.  Peter  said,  ‘Well,  I don’t  think 
you  will  like  it  up  here.’ 

“We  are  proud  of  Rochester,  but  we  are  proud 
chiefly  of  the  character  and  citizenship  repre- 
sented by  our  good  friend,  Dr.  Flynn.  I have 
known  Dr.  Flynn  for  many  years,  and  we  are 
very  happy  that  Rochester  has  been  honored  to 
have  one  of  its  distinguished  scientists  and  citi- 
zens selected  to  lead  the  Medical  Society  of  the 
State  of  New  York.  I know  that  Rochester’s 
name  will  go  forward  because  of  the  work  of  Dr. 
Flynn  in  this  state  and  throughout  the  nation.” 

News 

nates,  Drs.  Emerson  C.  Kelly,  Charles  A.  Perry, 
and  William  Feltman,  of  Albany. 

Bronx  County 

Dr.  J.  Lewis  Amster,  former  health  commis- 
sioner and  surgeon,  has  been  appointed  president 
of  the  medical  board  of  Morrisania  Hospital  to 
succeed  Dr.  Nathan  B.  Van  Etten,  now  president 
of  the  American  Medical  Association. 

Matthew  Woll,  vice-president  of  the  American 
Federation  of  Labor,  addressed  the  county 
society  on  December  18,  on  the  urgent  necessity 
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of  health  examinations  for  draftees  and  indus- 
trial workers. 

Cayuga  County 

The  annual  dinner  of  the  county  society  and 
the  woman’s  auxiliary  was  held  on  December  19 
at  the  Osborne  Hotel  in  Auburn.  Justice  Benn 
Kenyon  spoke  on  “Medicine  and  Law.” 

Chautauqua  County 

The  county  society  held  its  annual  meeting 
with  election  of  officers  at  White  Inn  in  Fredonia 
on  December  18.  Dr.  Ernest  J.  Kelley,  Jr.,  of 
Jamestown  was  elected  president  and  Dr.  Ben- 
jamin S.  Custer,  of  Fredonia,  vice-president; 
Dr.  Edgar  Bieber,  of  Dunkirk,  was  re-elected 
secretary  and  Dr.  Frederick  J.  Pfisterer,  of  Dun- 
kirk, treasurer. 

Dr.  J.  Sutton  Regen,  of  Buffalo,  gave  a talk  on 
the  diagnosis  and  treatment  of  vascular  diseases. 
Dinner  followed  the  meeting. 

Chemung  County 

The  county  society  has  requested  that  $10,000 
be  included  in  the  1941  budget  in  Elmira  to  pay 
physicians  for  attending  relief  patients  in  the 
hospitals,  and  the  City  Council  has  deferred  ac- 
tion to  determine  if  other  cities  pay  for  such 
service. 

Chenango  County 

At  its  annual  winter  meeting  at  the  Norwich 
Club  on  December  10  the  county  society  elected 
Dr.  Leslie  T.  Kinney,  of  Norwich,  president; 
Dr.  Ben  Lee  Dodge,  of  Bainbridge,  vice-presi- 
dent; Dr.  J.  H.  Stewart,  of  Norwich,  secretary- 
treasurer;  and  Dr.  Matt  Boname,  of  Oxford, 
censor.  Dr.  Stewart  has  served  the  society  as 
secretary-treasurer  for  over  twenty  years. 

Dr.  A.  K.  Benedict,  of  Sherburne,  was  named 
delegate  to  the  State  Society  meeting  with  Dr.  J. 
Mott  Crumb,  of  South  Otselic,  alternate. 

At  the  afternoon  session  Dr.  John  F.  Kelly,  of 
Utica,  explained  the  “Medical  and  Surgical  Care 
Plan,”  and  a committee,  composed  of  Drs.  Kin- 
ney, of  Norwich;  Evans,  of  Guilford;  Stewart 
and  G.  L.  Manley,  of  Norw  ich,  was  appointed  to 
consider  and  report. 

Dr.  Charles  D.  Post,  of  Syracuse,  presented  a 
paper  on  “Nephritis,”  and  at  the  joint  luncheon 
with  Norwich  Rotary  discussed  the  work  of  the 
medical  profession  in  relation  to  national  defense 
registrants. 

Dutchess  County 

The  county  society  met  at  the  Amrita  Club  in 
Poughkeepsie  on  December  11,  and  Dr.  Walter 
D.  Ludlum,  Jr.,  New  York  City,  gave  a paper  on 
“Recognition  and  Treatment  of  Hernia.” 

Erie  County 

The  county  society  elected  the  following  offi- 
cers at  the  annual  meeting  on  December  16: 
president,  Dr.  Nelson  W.  Strohm;  first  vice- 
president,  Dr.  Harvey  P.  Hoffman;  second  vice- 
president,  Dr.  Harold  F.  R.  Brown;  secretary, 
Dr.  Louise  W.  Beamis-Hood;  treasurer,  Dr.  Roy 
L.  Scott,  all  of  Buffalo.  Elected  to  the  Board  of 
Censors  are:  Drs.  Joseph  D.  Godfrey,  Buffalo; 

Elmer  T.  McGroder,  Buffalo;  Warren  S.  Smith, 
Kenmore;  Roswell  K.  Brown,  Buffalo;  and 
Charles  W.  Bethune,  Buffalo. 


Dr.  Herbert  E.  Wells  in  his  address  as  retiring 
president  deplored  the  influence  of  politics  in  the 
defeat  of  the  society’s  welfare  medical  plan  by 
the  board  of  supervisors.  He  said:  “Our  main 

object  in  urging  the  plan,  even  with  its  inade- 
quate provisions  for  reimbursing  physicians  in 
Buffalo  for  home-call  service,  was  the  establish- 
ment of  the  principle  enabling  the  indigent  sick 
to  call  their  own  physicians.” 

Fulton  County 

The  county  society  held  its  annual  Christmas 
dinner  on  December  18  at  the  Hotel  Johnstown. 
There  were  forty-twro  members  and  their  wives 
present. 

Herkimer  County 

The  county  society  will  remit  dues  of  any  mem- 
ber who  enters  military  service,  it  was  decided  at 
the  annual  meeting  at  the  Mohawrk  Valley  Coun- 
try Club  on  December  10,  when  Dr.  H.  Dan 
Vickers,  Little  Falls,  was  elected  president  to 
succeed  Dr.  George  Frank,  of  Frankfort.  Dr. 
Frank  discussed  socialized  medicine  in  his  ad- 
dress as  retiring  president. 

The  organization  voted  to  complete  furnishing 
the  medical  society  room  in  the  County  Historical 
Building,  provided  under  the  wTill  of  Dr.  A.  Wal- 
ter Suiter. 

Other  officers  elected  wrere:  first  vice-presi- 
dent, Dr.  B.  G.  Shults,  Herkimer;  second  vice- 
president,  Dr.  N.  D.  LiU,  Dolgeville;  third  vice- 
president,  Dr.  D.  F.  Aloisio,  Herkimer;  secre- 
tary, Dr.  Fred  C.  Sabin,  Little  Falls;  treasurer, 
Dr.  A.  L.  Fagan,  Herkimer;  librarian,  Dr.  G.  S. 
Eveleth,  Little  Falls;  censors,  Drs.  G.  A.  Bur- 
gin,  Little  Falls;  Harold  F.  Buckbee,  Dolgeville; 
James  F.  Gallo,  Herkimer;  H.  J.  Sheffield,  Frank- 
fort; and  Dr.  F.  S.  Conterman,  Ilion. 

Dr.  Burgin  was  named  delegate  to  the  State 
Society  meeting,  with  Dr.  Shults  as  alternate. 

County  physicians  should  have  a voice  in  the 
selection  of  the  doctor  for  county  welfare  work, 
Dr.  F.  H.  Moore,  retiring  president  of  the  Herki- 
mer Academy  of  Medicine,  declared  in  his  ad- 
dress at  the  academy  session  in  the  Palmer  House 
on  December  17.  At  the  scientific  session,  Dr. 
B.  G.  Shults  read  a paper  on  “Complications  of 
Diabetes,”  with  discussion  led  by  Dr.  Robert 
Dennis,  wffio  also  showed  films  on  traumatic 
injury. 

Kings  County 

The  topics  and  speakers  at  the  scientific  session 
of  the  county  society  on  December  17  were: 
“Current  Concepts  of  the  Nature  of  Rheumatic 
Fever,”  by  Dr.  Irving  Graef,  and  “Management 
of  Rheumatic  Infection,”  by  Dr.  Cary  Eggleston, 
both  of  New  York  City. 

The  friends  of  Dr.  Maurice  J.  Dattelbaum,  the 
incoming  president  of  the  county  society,  are 
arranging  a dinner  in  his  honor  to  be  held  Janu- 
ary 28,  at  the  Towrers  Hotel,  7:30  p.m.  Tickets 
are  $4.00  per  person  and  may  be  obtained  from 
Dr.  Abraham  Koplowitz,  1401  President  Street, 
or  from  the  committee.  Make  checks  payable 
to  Dinner  Committee. 

The  forty-second  annual  meeting  of  the  Associ- 
ated Physicians  of  Long  Island  will  be  held  in 
Brooklyn  on  January  25.  The  scientific  session 


January  15,  1941] 


MEDICAL  NEWS 


179 


will  be  at  St.  Catherine’s  Hospital.  The  pro- 
gram will  be  provided  by  the  staff.  In  the 
morning  there  will  be  clinics.  The  members  of 
the  Association  will  be  guests  of  the  hospital  at 
luncheon.  At  2:00  p.m.  a number  of  brief  papers 
will  be  presented  followed  by  the  usual  interesting 
discussion.  At  the  executive  session,  immedi- 
ately following,  election  of  members  and  officers 
for  1941  will  take  place. 

The  annual  dinner  will  be  held  at  6:30  p.m. 
at  the  Hotel  Bossert  and  it  will  be  a steak  dinner, 
tickets,  S3. 50.  An  interesting  and  entertaining 
after-dinner  speaker  will  be  provided  by  the 
Entertainment  Committee. 

Dr.  Alex  Louria  succeeds  Dr.  Charles  Goldman 
as  president  of  the  Williamsburg  Medical  Society. 
He  was  elected  on  December  9 at  the  thirty- 
fourth  annual  meeting  held  in  the  Leon  Louria 
Memorial  Auditorium  of  the  Jewish  Hospital. 

Elected  to  serve  with  Dr.  Louria  were  Dr.  David 
A.  Meiselas,  first  vice-president;  Dr.  Abraham 
Ravich,  second  vice-president;  and  Dr.  Bernard 
Seligman,  secretary-treasurer. 

Dr.  Jack  London  was  elected  president  of  the 
South  Brooklyn  Medical  Society  at  a meeting  at 
the  Baltic  Street  Health  Center,  on  December  14. 
Other  officers  elected  were  Dr.  Charles  Bastable, 
vice-president,  and  Dr.  Julius  Schlein,  treasurer. 

The  society  is  participating  with  the  Depart- 
ment of  Health,  the  Kings  County  Medical 
Society,  and  the  Brooklyn  Tuberculosis  and 
Health  Association  in  a drive  to  check  tubercu- 
losis in  South  Brooklyn,  Red  Hook,  and  Gowanus. 

Dr.  Daniel  A.  McAteer,  president  of  the  county 
society,  was  one  of  the  principal  speakers  at  the 
dedication  of  the  new  five-story  Fort  Greene 
Health  Center  and  Brooklyn  Borough  office  of 
the  Department  of  Health  on  December  19  in 
the  auditorium  of  the  new  building  at  Flatbush 
Avenue  Ext.  and  Fleet  and  Willoughby  streets. 

Livingston  County 

The  annual  meeting  of  the  county  society  was 
held  on  December  12,  at  the  Hotel  Dansville,  and 
officers  were  elected  as  follows:  president,  Dr. 

Kenneth  T.  Rowe,  Dansville;  vice-president, 
Dr.  Alden  J.  Townsend,  Dansville;  secretary- 
treasurer,  Dr.  Gerald  E.  Murphy,  Mt.  Morris; 
delegate,  Dr.  Charles  Gullo,  Mt.  Morris;  alter- 
nate, Dr.  Gerald  E.  Murphy,  Mt.  Morris;  cen- 
sors: Drs.  Gerald  B.  Manley,  Geneseo;  Harold 

F.  Hulbert,  Dansville;  Wm.  T.  Shanahan,  Son- 
yea;  Gerald  E.  Murphy,  Mt.  Morris;  and 
Charles  I.  Newton,  Geneseo. 

Dr.  George  M.  Doolittle  of  Craig  Colony,  Son- 
yea,  retiring  president,  gave  an  interesting  and 
instructive  paper  on  “Convulsive  Disorders.” 

Montgomery  County 

The  annual  dinner  meeting  of  the  county 
society  was  held  December  11  at  the  Elks  Club 
in  Amsterdam.  The  retiring  president,  Dr.  S.  L. 
Homrighouse,  expressed  his  thanks  to  the  mem- 
bers for  their  cooperation  during  the  year  and 
stated  that  death  had  removed  two  of  the  most 
prominent  members  of  the  society  whose  names 
would  not  soon  be  forgotten,  Dr.  Charles  Stover 
and  Dr.  H.  M.  Hicks,  and  that  the  society  suf- 
fered another  irreparable  loss  in  the  recent  death 
of  Dr.  Clark  E.  Congdon,  of  Fort  Plain. 


The  annual  election  of  officers  resulted  as  fol- 
lows: president,  Dr.  Julius  Schiller;  vice-presi- 

dent, Dr.  James  M.  Bernhard;  secretary,  Dr. 
Roger  Conant;  and  treasurer,  Dr.  Leonard  M. 
McGuigan. 

Dr.  E.  H.  Ormsby  was  elected  delegate  to  the 
State  Society  and  Dr.  J.  A.  Dickson  delegate  to 
the  Fourth  District  Branch.  Dr.  W.  H.  Seward 
was  re-elected  censor. 

Nassau  County 

In  an  effort  to  give  high-school  students  more 
knowledge  about  cancer,  the  Nassau  County 
Cancer  Committee  has  been  conducting  educa- 
tional work  in  the  secondary  schools  of  the 
county.  It  is  hoped  that  thereby  these  students 
will  have  a much  more  sensible  attitude  toward 
cancer  and  not  the  fear  that  the  present  genera- 
tion has  of  this  disease.  Secondly,  a few  cases  of 
cancer  have  been  discovered  as  a result  of  these 
talks  when  students  have  spoken  to  parents  or 
relatives  urging  them  to  seek  medical  attention  for 
a condition  that  has  existed  too  long  or  been 
neglected. 

New  York  County 

The  program  at  the  meeting  of  the  county 
society  on  December  23  was  as  follows:  (1) 

“Medical  Preparedness  in  the  Navy,”  by  Captain 
Earl  C.  White,  Medical  Corps,  U.  S.  Navy,  by 
invitation;  and  (2)  “The  Medical  Department 
of  the  Expanded  Army,”  by  Colonel  Frank  W. 
Weed,  Medical  Corps,  United  States  Army,  by 
invitation.  They  were  discussed  by  Colonel 
Samuel  J.  Kopetzky,  Medical  Reserve  Corps, 
U.  S.  Army. 

Niagara  County 

At  the  annual  meeting  of  the  county  society  on 
December  10  the  following  officers  were  elected: 
president.  Dr.  Raymond  S.  Barry,  Niagara 
Falls;  vice-president,  Dr.  Forrest  W.  Barry, 
Lockport;  secretary,  Dr.  Charles  M.  Dake, 
Niagara  Falls;  treasurer,  Dr.  Dudley  B.  Fitz- 
Gerald, Lockport;  delegates  to  State  Conven- 
tion, Drs.  Guy  S.  Philbrick  and  Richard  H. 
Sherwood,  Niagara  Falls;  alternates,  Drs.  Rob- 
ert P.  Reagan,  North  Tonawanda,  and  Harley 
U.  Cramer,  Lockport;  censors:  Drs.  Robert 

R.  B.  FitzGerald,  Lockport;  Roy  H.  Wixson, 
Niagara  Falls;  and  Emil  T.  Mueller,  North 
Tonawanda. 

Oneida  County 

The  speaker  at  the  meeting  of  the  county 
society  on  December  19  in  Hotel  Utica  was  Dr. 
Alfred  W.  Adson,  of  the  Mayo  Clinic,  Rochester, 
Minnesota.  He  read  a paper  on  “Sympathec- 
tomy as  a Therapeutic  Measure.”  The  subject 
was  discussed  by  Dr.  Frederick  F.  Wetherell,  of 
Syracuse. 

Sharing  the  speaking  program  was  Dr.  T.  Wood 
Clarke,  who  spoke  on  “The  Allergic  Abdomen.” 
Dr.  R.  E.  Vandeveer,  of  Rome,  discussed  the 
topic. 

Onondaga  County 

An  institute  on  radiology  will  be  held  at  the 
Syracuse  University  College  of  Medicine  on 
Saturday,  January  18,  presented  under  the 
auspices  of  the  Central  New  York  Roentgen  Ray 
Society,  the  Medical  Society  of  the  State  of  New 
York,  Syracuse  University  College  of  Medicine 
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and  the  Division  of  Cancer  Control  of  the  New 
York  State  Department  of  Health. 

Speakers  at  the  afternoon  session  will  include: 
Dr.  Albert  Lenz,  president,  Central  New  York 
Roentgen  Ray  Society;  Dr.  James  M.  Flynn, 
president,  Medical  Society  of  the  State  of  New 
York;  Dr.  Herman  G.  Weiskotten,  dean,  Syra- 
cuse University  College  of  Medicine;  Edith  H. 
Quimby,  Sc.D.,  associate  physicist,  Memorial 
Hospital,  New  York  City;  Dr.  Merrill  C.  Sos- 
man,  roentgenologist,  Peter  Bent  Brigham 
Hospital,  Boston;  Dr.  Ursus  V.  Portmann,  radi- 
ation therapist,  Cleveland  Clinic,  Cleveland; 
Dr.  Fred  W.  Stewart,  pathologist,  Memorial 
Hospital,  New  York  City;  Dr.  Stafford  L.  War- 
ren, chief  radiologist,  Strong  Memorial  Hospital, 
Rochester,  New  York;  Dr.  Louis  C.  Kress, 
director,  Division  of  Cancer  Control,  New  York 
State  Department  of  Health. 

The  speaker  at  the  dinner  meeting  in  the 
evening  at  the  Hotel  Syracuse  will  be  Dr.  R.  R. 
Spencer,  assistant  chief,  National  Cancer  Insti- 
tute, United  States  Public  Health  Service. 

Under  sponsorship  of  the  county  society, 
twenty-five  Onondaga  County  physicians,  who 
are  medical  examiners  of  Selective  Service  Board 
met  in  December,  to  request  that  draft  board 
examiners  be  paid  on  the  same  basis  as  the  civil- 
ian physicians  attached  to  induction  boards. 

Draft  board  examiners  work  without  fee,  giv- 
ing their  services.  Properly  to  examine  a 
registrant  requires  about  one-half  hour,  and 
with  fifty  draftees  to  be  called  early  in  January, 
physicians  who  are  attached  to  draft  boards  find 
their  own  schedules  interfered  with,  especially  as 
there  are  usually  more  men  to  be  examined,  by 
one-third  than  the  quota  to  be  provided  from  the 
district. 

Onondaga  County  physicians  will  ask  a fee  of 
$1.00  per  draftee,  which  is  $2.00  an  hour,  or 
about  $15  a day  at  that  rate. 

In  a number  of  districts  in  the  state,  examining 
physicians  have  been  reported  as  resigning  be- 
cause the  draft  work  interfered  with  their  private 
practice. 

Orange  County 

Dr.  Ross  Schmitt,  Middletown,  was  elected 
president  of  the  county  society  at  a meeting  in 
the  Palatine  Hotel  in  Newburgh  on  December  10. 

Other  new  officers  are:  vice-president,  Dr. 
George  Dempsey,  Cornwall;  secretary-treasurer, 
Dr.  E.  C.  Waterbury,  Newburgh;  delegate  to 
State  Society,  Dr.  M.  D.  Stivers,  Middletown; 
delegate  to  First  District  Branch,  Dr.  W.  J. 
Hicks,  Middletown. 

A portrait  of  Dr.  David  R.  Arnell,  one  of  the 
founders  of  the  American  Medical  Society  in  1806 
and  its  president  from  1809-1811,  was  presented 
to  the  organization  by  Dr.  C.  E.  Townsend,  of 
Newburgh. 

Otsego  County 

At  the  annual  meeting  of  the  county  society  on 
December  11,  the  following  officers  were  elected: 
president,  Dr.  Charles  C.  McCoy,  Cooperstown; 
vice-president,  Dr.  Frederick  B.  Devitt,  Oneonta; 
secretary,  Dr.  Edmund  H.  Kerper,  Oneonta; 
treasurer,  Dr.  Frederick  E.  Bolt,  Worcester;  cen- 
sor, Dr.  Earle  C.  Winsor,  Schenevus;  delegate, 
Dr.  James  Greenough,  Oneonta;  and  alternate 
delegate,  Dr.  Edwin  P.  Hall,  Oneonta. 


Rensselaer  County 

The  following  officers  were  elected  by  the  county 
society  on  December  10:  president,  Dr.  John 
O.  Sibbald;  vice-president,  Dr.  Alson  J.  Hull; 
secretary,  Dr.  Elizabeth  Palmer;  and  treasurer, 
Dr.  Francis  J.  Fagan,  all  of  Troy.  The  censors 
are  Dr.  William  Trotter,  Troy,  and  Dr.  Charles 
H.  Sproat,  Valley  Falls;  delegates,  Drs.  Stephen 
H.  Curtis  and  John  D.  Carroll,  both  of  Troy;  and 
alternates,  Drs.  Clement  J.  Handron  and  George 
F.  Reed,  both  of  Troy. 

The  officers  were  installed  at  the  annual  ban- 
quet of  the  society  at  the  Hendrick  Hudson  Hotel 
on  December  11.  Dr.  Alan  R.  Moritz,  professor 
of  legal  medicine  at  the  Harvard  Medical  School, 
spoke  on  medicolegal  jurisprudence,  and  Dr. 
Peter  Irving,  executive  secretary  of  the  State 
Society,  discussed  society  activities  and  spoke  on 
the  need  for  increasing  the  number  of  physicians 
serving  in  connection  with  local  draft  boards  in 
view  of  the  anticipated  increase  in  the  work  load 
in  the  coming  months. 

Richmond  County 

At  the  annual  meeting  of  the  county  society  on 
December  11,  the  following  officers  were  re- 
elected: president,  Dr.  Herbert  A.  Cochrane, 
New  Brighton;  vice-president,  Dr.  H.  Lynn 
Halbert,  Tompkinsville;  secretary,  Dr.  George 
W.  McCormick,  Port  Richmond;  treasurer,  Dr. 
Curtis  J.  Becker,  St.  George;  and  censors:  Dr. 
Frederick  Coonley,  St.  George;  Dr.  Andrew  J. 
McGowan,  New  Brighton;  Dr.  Nathanael 
Fedde,  Annadale. 

St.  Lawrence  County 

Dr.  Charles  Dean  Laidlaw,  of  Canton,  who 
died  on  December  13,  at  the  age  of  62,  was  a past- 
president  of  the  county  society. 

Schenectady  County 

The  county  society  met  at  the  Mohawk  Golf 
Club  on  December  12  and  elected  the  following 
officers:  president,  Dr.  Charles  E.  Wiedenman; 
vice-president,  Dr.  Jos.  H.  Cornell;  treasurer, 
Dr.  Raymond  H.  Warner;  secretary,  Dr.  Gomer 
Richards;  and  censors,  Drs.  Arnaldo  A.  Samo- 
rini,  D.  Glen  Smith,  William  F.  Nealon,  all  of 
Schenectady.  Dr.  Sullivan  was  elected  to  the 
house  of  delegates  of  the  State  Society.  The 
alternate  is  Dr.  Charles  Rourke.  Delegate  to 
the  Fourth  District  Branch  is  Dr.  Beverly  Vos- 
burgh,  and  the  alternate  is  Dr.  C.  L.  Moravec. 

Seneca  County 

The  new  officers  of  the  county  society  are  as 
follows:  president,  Dr.  Arthur  F.  Baldwin, 
Waterloo;  vice-president,  Dr.  Floyd  W.  Hoff- 
man, Romulus  (Dr.  Hoffman  has  been  called  for 
military  service) ; secretary-treasurer,  Dr.  Duane 
B.  Walker,  Waterloo;  delegate  to  the  State 
Society,  Dr.  Arthur  F.  Baldwin;  and  delegate 
to  the  Seventh  District  Branch,  Dr.  Joseph  E. 
Allen,  Seneca  Falls. 

Tompkins  County 

Dr.  Dean  F.  Smiley  was  elected  president  of 
the  county  society  at  the  annual  meeting  at  the 
home  of  Dr.  Esther  Parker  near  Jacksonville  on 
December  16. 

Other  officers  elected  were:  vice-president, 
Dr.  Henry  W.  Ferris;  secretary-treasurer,  Dr. 
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Willets  Wilson;  and  censors,  Drs.  Richmond 
Douglass,  Arthur  B.  Berresford,  Leo  P.  Larkin, 
Henry  B.  Sutton,  and  Henry  E.  Merriam. 

Approximately  seventy  physicians  and  their 
wives  attended  the  meeting  and  a dinner  at  the 
Jacksonville  Methodist  Church  which  preceded 
it. 

Romeyn  Berry,  of  Jacksonville,  columnist  for 
The  Ithaca  Journal,  gave  a talk  at  the  meeting, 
and  Cornell  football  pictures  were  shown  by 
Mose  Quinn,  freshman  coach  at  Cornell. 


Yates  County 

The  annual  meeting  of  the  county  society  was 
held  at  the  Benham  Hotel  in  Penn  Yan  on  De- 
cember 12.  The  following  officers  were  elected 
for  the  coming  year:  Dr.  A.  S.  Jones,  Dundee, 

president;  Dr.  W.  G.  Roberts,  Penn  Yan,  vice- 
president;  and  Dr.  R.  F.  Lewis,  Penn  Yan,  secre- 
tary and  treasurer. 

The  society  unanimously  passed  resolutions  to 
protect  the  interests  of  physicians  called  to  na- 
tional service. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Janette  Baldwin 

68 

Cornell 

December  17 

Brooklyn 

Arthur  R.  Brennan 

44 

Baylor 

December  11 

Brooklyn 

Morris  Fallick 

76 

N.  Y.  Eclectic 

November  13 

Bronx 

Charles  S.  Goodwin 

66 

N.  Y.  Univ. 

December  9 

Syracuse 

Charles  D.  Laidlaw 

62 

Syracuse 

December  13 

Canton 

Richard  H.  McCarty 

75 

Albany 

November  16 

Saratoga  Springs 

Thomas  F.  McNamara 

73 

Buffalo 

December  25 

Rochester 

George  J.  Mehler 

— 

P.  & S.  N.  Y. 

December  26 

Jackson  Heights 

Benjamin  P.  Riley 

70 

Univ.  Virginia 

December  21 

Manhattan 

Robert  P.  Wadhams 

61 

Univ.  & Bell. 

December  16 

Manhattan 

SERVING  ON  COMMITTEES 

Serving  on  a committee  of  a county  medical 
society  is  a task  which  should  be  taken  seriously 
or  the  appointment  not  accepted  at  all,  says  an 
editorial  in  the  Milwaukee  Times  which  is  being 
widely  quoted  in  the  medical  press.  This 
premise  takes  for  granted  that  the  committee 
appointed  has  something  to  do  and  has  not  been 
created  merely  to  give  some  physicians  an  as- 
signment. 

Each  committee  member  is  under  an  obligation 
to  serve  faithfully  and  contribute  something  of 
real  worth  to  his  organization.  Many  do  not 
realize  this  and  are  perfectly  willing  to  let  one 
or  two  members  on  the  committee  do  all  the 
planning  and  the  work  that  is  necessary.  Are 
you  that  kind  of  a committeeman? 

It  might  be  interesting  to  consider  the  ideal 
member  of  a committee.  What  are  his  qualifica- 
tions and  how  does  he  meet  his  responsibilities? 

First,  he  should  have  the  interest  of  the 
medical  profession  at  heart.  This  may  seem  a 
platitude;  however,  the  physician  who  fulfills 
this  qualification  is  rarer  than  is  generally  thought, 
for  he  must  often  submerge  his  personal  feelings 
to  aid  in  the  accomplishment  of  what  is  best  for 
the  profession. 

Second,  he  will  give  thought  and  study  to  the 
subjects  which  come  up  before  the  committee 
and  will  not  just  be  one  of  those  present.  It  is 
surprising  how  few  people  will  assume  respon- 
sibility or  feel  it  their  obligation  to  do  more  than 
is  absolutely  demanded  of  them.  No  committee 
can  do  much  on  behalf  of  the  profession  which 
is  not  made  up  of  members  who  are  genuinely 
interested  in  the  tasks  to  which  they  have  been 
assigned  and  are  willing  to  give  the  time  neces- 
sary to  put  through  the  plans  they  have 
evolved. 

Third,  he  will  make  it  a point  to  be  on  hand 


for  all  meetings  unless  his  professional  duties 
require  him  elsewhere.  So  many  physicians 
accept  committee  appointments  and  fail  to 
attend.  These  are  often  practitioners  who  for 
some  time  have  felt  that  they  deserve  appoint- 
ment to  a committee. 

Nothing  is  so  demoralizing  to  a committee  as 
to  have  two  or  three  out  of  ten  or  fifteen  members 
present.  There  is  no  quorum;  therefore,  no 
action  can  be  taken.  Those  on  hand  become  dis- 
couraged and  unless  interest  is  somehow  stimu- 
lated they  also  drop  out  and  the  committee  be- 
comes dormant. 

Fourth,  he  will  not  allow  one  or  two  members 
to  assume  entire  burden  for  developing  plans  but 
will  contribute  ideas  of  his  own.  It  is  easy  to 
find  fault  and  not  contribute  oneself.  Unless 
the  physician  has  worthwhile  contributions  to 
make  to  the  committee,  he  should  not  serve  on 
one.  This  does  not  mean  that  he  must  be  in 
agreement  with  other  members  of  the  committee, 
but  when  a thorough  discussion  has  been  held  the 
majority  opinion  should  rule  and  he  should  sub- 
scribe to  it. 

Fifth,  he  will  do  what  he  can  to  contribute 
toward  an  orderly  and  not  overlong  meeting. 
Many  committee  members  take  up  time  with 
unnecessarily  long  discussions  of  unimportant 
details  or,  if  the  subject  is  of  importance,  too 
much  time  discussing  it.  Nothing  is  so  dis- 
couraging to  a committee  as  long  and  tiresome 
sessions. 

Committees  can  do  much  to  improve  the  ef- 
ficiency of  medical  societies  because  most  of 
the  planning  is  in  their  hands.  Their  personnel, 
however,  should  be  carefully  selected  from  among 
those  men  who  will  meet  the  qualifications  here 
described.  Only  then  can  they  justify  their 
existence. 


INSTITUTE  ON  RADIOLOGY 
Syracuse  University  College  of  Medicine 
Syracuse,  New  York 

Saturday,  January  18,  1941 

Presented  under  the  auspices  of  Central  New  York  Roentgen  Ray  Society;  Medical 
Society  of  the  State  of  New  York;  Syracuse  University  College  of  Medicine;  Division  of 
Cancer  Control  of  the  New  York  State  Department  of  Health. 

PROGRAM 
January  18,  1941 

Syracuse  University  College  of  Medicine,  Syracuse 
Meeting  called  to  order  at  1:30  p.m.  by 
Albert  Lenz,  M.D.,  President 
Central  New  York  Roentgen  Ray  Society 

Opening  Remarks 
James  M.  Flynn,  M.D.,  President 
Medical  Society  of  the  State  of  New  York 

Chairman  of  the  Meeting 
Herman  G.  Weiskotten,  M.D.,  Dean 
Syracuse  University  College  of  Medicine 
"Physics  of  Radiation  for  the  Radiologist" 

Edith  H.  Quimby,  Sc.D.,  Associate  Physicist 
Memorial  Hospital,  New  York  City 

"Roentgenological  Aspects  of  Brain  Tumors,  Diagnosis  and  Treatment" 
Merrill  C.  Sosman,  M.D.,  Roentgenologist 
Peter  Bent  Brigham  Hospital,  Boston,  Mass. 

"Indications  and  Results  of  Roentgen  Therapy" 

Ursus  V.  Portmann,  M.D.,  Radiation  Therapist 
Cleveland  Clinic,  Cleveland,  Ohio 
"Radiosensitivity  of  Tumors" 

Fred  W.  Stewart,  M.D.,  Pathologist 
Memorial  Hospital,  New  York  City 
"The  Cyclotron" 

Stafford  L.  Warren,  M.D.,  Chief  Radiologist 
Strong  Memorial  Hospital,  Rochester,  New  York 
Discussion  conducted  by  Louis  C.  Kress,  M.D.,  Director  Division  of  Cancer  Control, 
New  York  State  Department  of  Health 


DINNER  MEETING  (Informal) 

7:00  p.m.  Small  Ballroom,  Hotel  Syracuse,  Syracuse,  New  York 
Toastmaster — James  M.  Flynn,  M.D. 

Introduction  of  Speaker  by 
Edward  S.  Godfrey,  Jr.,  M.D.,  Commissioner 
New  York  State  Department  of  Health 
Speaker 

R.  R.  Spencer,  M.D.,  Assistant  Chief,  National  Cancer  Institute,  United  States  Public 

Health  Service 

Local  Committee  on  Arrangements 
Carlton  F.  Potter,  M.D.,  Chairman 

Donald  S.  Childs,  M.D.;  Lucas  S.  Henry,  M.D.;  Foster  C.  Rulison,  M.D. 

While  the  Institute  is  planned  especially  for  radiologists,  all  physicians  in  the  state  are 
cordially  invited  to  attend.  The  price  of  the  dinner  is  $2.00.  No  other  fees  will  be 
charged.  The  sponsoring  agencies  are  very  anxious  to  know  how  many  plan  to  attend 
the  afternoon  session  and  how  many  will  be  at  the  dinner.  Reservations  should  be  ad- 
dressed to: 

O.  W.  H.  Mitchell,  M.D.,  Chairman 
Council  Committee  on  Public  Health  and  Education 
Medical  Society  of  the  State  of  New  York 
428  Greenwood  Place,  Syracuse,  New  York 


1:45  p.m. 
2:30  p.m. 
3:15  p.m. 
4:00  p.m. 
4:45  p.m. 
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Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


A S CHAIRMAN  of  the  State  Organization  I 
Tk  should  like  to  emphasize  the  need  of  every 
doctor’s  wife  in  the  state  becoming  a member. 
No  organization  can  do  its  best  work  unless  there 
is  a complete  membership,  each  member  shoulder- 
ing her  part.  Even  with  a little  over  one- 
third  of  the  state  organized  there  has  been  a 
great  deal  accomplished  in  public  health  education 
and  in  promoting  a greater  feeling  of  unity  and 
responsibility.  In  the  already  organized  counties 
the  medical  societies  find  the  auxiliaries  have 
helped  a great  deal  in  many  ways.  With  the 
splendid  work  now  being  done,  the  help  of  the 
unorganized  counties  is  needed  in  order  that  even 
more  and  better  things  may  be  accomplished 
in  the  future. — Florence  M.  Johnson,  chairman 
of  the  State  Organization  (Mrs.  R.  F.). 

County  News 

Cayuga.  The  regular  monthly  meeting  of  the 
auxiliary  was  held  at  the  Auburn  City  Hospital 
Nurses’  Home.  Dr.  Frederick  Beck,  of  Biggs 
Memorial  Hospital,  was  the  guest  speaker.  A 
social  hour  was  enjoyed  by  those  present. 

Fulton  County.  Twenty-four  members  of 
the  auxiliary  met  December  17  at  the  home  of 
Mrs.  H.  C.  Hageman,  Highland  Terrace,  and 
enjoyed  a Christmas  party.  A report  on  work 
done  for  the  Red  Cross  was  given  by  Mrs. 
H.  B.  Riggs.  Members  did  work  for  Bundles  for 
Britain.  Miss  Dorothea  Ehle  entertained  with 
piano  numbers  and  gifts  were  exchanged.  Mrs. 
Claude  Bledsoe  and  Mrs.  Everett  Perkins  as- 
sisted the  hostess. 

Jefferson  County.  The  auxiliary  held  a din- 
ner meeting  at  the  Black  River  Valley  Club  on 
December  12.  After  the  dinner  sewing  for  the 
Red  Cross  was  done.  Several  members  are 
heading  committees  and  helping  at  Red  Cross 
Headquarters.  For  January  it  is  hoped  to 
have  a speaker  talk  on  National  Medical  Pre- 
paredness and  to  have  the  superintendent  of  a 
local  hospital  explain  the  hospital  situation  in 
case  of  any  emergency.  There  is  a large  mili- 
tary training  camp  near  Watertown  which  will 
have  a military  hospital.  The  auxiliary  will  no 
doubt  find  valuable  work  to  be  done. 

Kings  County.  The  auxiliary  held  its  annual 
meeting  December  10  at  the  Medical  Society 
Building.  Mrs.  Milton  B.  Bergman  presided. 
The  program  was  a motion-picture  program 
produced  by  the  American  Airlines  and  a talk 
by  an  American  Airline  hostess.  Following 
the  election  Mrs.  John  L.  Bauer,  organizing 
president,  installed  the  incoming  officers.  Those 
elected  were  Mrs.  Louis  Harris,  president; 
Mrs.  A.  F.  R.  Andersen,  1st  vice-president; 
Mrs.  Robert  Rogers,  2nd  vice-president;  Mrs. 
Clifton  Dance,  secretary;  Mrs.  Allen  Hull, 
associate  secretary;  Mrs.  Henry  Beinfield, 
treasurer;  Mrs.  Julian  Rose,  assistant  treasurer; 
and  Mrs.  Robert  Barber  and  Mrs.  Milton  Berg- 
man, directors  for  three  years.  Mrs.  Bergman 
as  outgoing  president  was  presented  with  a past- 
president  pin  and  a gift  from  the  auxiliary  by 
Mrs.  Bauer.  Tea  was  served  by  the  hospitality 


chairman,  Mrs.  Valentine  Bourke,  and  her 
committee. 

Madison  County.  Mrs.  Martin  Melamed, 
of  Oneida  County,  writes:  “Our  program  for 

the  winter  will  be  a get-together  dinner  and 
social  evening.  A main  topic — The  Children 
of  Oneida  and  What  They  Do — will  be  dis- 
cussed, and  a different  phase  of  the  topic  will  be 
viewed  at  the  following  meetings.” 

Nassau  County.  The  annual  Christmas  pro- 
gram was  a delight  to  the  busy  wives  of  the  Nas- 
sau county  physicians.  Projects  related  to 
public  health  and  medicine  were  laid  aside  for 
the  evening  while  games,  directed  by  Mrs. 
Lola  A.  North,  and  Christmas  carol  singing, 
led  by  Mrs.  W.  J.  Lee,  of  Garden  City,  pleased 
all  the  members  of  the  auxiliary.  Mrs.  M.  R. 
Bowles,  chairman  of  the  entertainment  com- 
mittee, invited  the  more  than  one  hundred 
women  present  to  draw  their  gifts  from  beneath 
the  Christmas  tree.  Refreshments  were  served 
from  an  elaborately  decorated  holiday  table. 
Six  new  members  were  added  to  the  roster  of  the 
organization. 

Onondaga  County.  The  November  meet- 
ing of  the  auxiliary  was  held  at  the  Crouse- 
Irving  Educational  Building.  Mrs.  Marion  S. 
Dooley  and  Dr.  John  J.  Buettner  were  the  guest 
speakers.  The  members  of  the  Herkimer 
County  Woman’s  Auxiliary  were  invited  to 
attend  this  meeting,  but  they  were  unable  to 
come,  presumably  because  it  was  election  eve. 
The  December  meeting  of  the  auxiliary  was  the 
annual  meeting  and  was  preceded  by  a lunch- 
eon held  at  the  Hotel  Syracuse  Terrace  Room. 
Guest  speakers  were  Mrs.  Luther  H.  Kice,  of 
Garden  City,  Long  Island,  president  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York,  and  Dr.  Brewster  C.  Doust, 
president  of  the  Onondaga  County  Medical 
Society.  Reports  of  the  various  committees 
were  read  and  the  slate  of  the  nominating  com- 
mittee was  presented  by  Mrs.  John  J.  Buettner. 

Mrs.  Edgar  M.  Neptune  was  unanimously  re- 
elected president.  All  other  elections  were  also 
unanimous  as  follows:  1st  vice-president,  Mrs. 

W.  W.  Street;  2nd  vice-president,  Mrs.  Carl  E. 
Muench;  treasurer,  Mrs.  Raymond  J.  Pieri; 
assistant  treasurer,  Mrs.  Gerald  C.  Cooney; 
recording  secretary,  Mrs.  Brooks  W.  McCuen; 
corresponding  secretary,  Mrs.  Donald  E.  Moore; 
assistant  corresponding  secretary,  Mrs.  John  J. 
Hogan;  directors  for  three-year  term,  Mrs.  H.  O. 
Brust  and  Mrs.  Joseph  R.  Wiseman;  dele- 
gates to  the  annual  convention,  Mesdames  Gar- 
fallo,  Street,  Lavine,  Andrews,  Elwood,  Hitch- 
cock, Ritter;  alternate  delegates,  Mesdames 
Swift,  Lewis,  Menzies,  Myron,  Paul,  Chambers, 
Rosenberger;  and  public  relations  chairman,  Mrs. 
Frederick  N.  Marty. 

Orange  County.  Mrs.  H.  F.  Murray,  of 
Port  Jervis,  was  elected  president  at  the  annual 
meeting  held  December  10  at  The  Maples. 
Other  new  officers  are:  president-elect,  Mrs. 

W.  W.  Davis,  of  Chester;  vice-president,  Mrs. 
Leo  DuBois,  of  Beacon;  recording  secretary 

183 


184 


WOMAN’S  AUXILIARY 


[N.  Y.  State  J.  M. 


Mrs.  N.  P.  Cosco,  of  Middletown;  treasurer,  Mrs. 
M.  W.  Walton,  of  New  Hampton.  Speakers  for 
the  afternoon  were  Mrs.  Luther  Kice  and  Dr. 
T.  W.  Neumann,  of  Central  Valley.  Mrs.  Kice 
talked  on  the  concentrated  aims  of  an  auxiliary 
toward  public  education  in  matters  of  medicine 
and  hygiene.  Dr.  Neumann  urged  the  organi- 
zation to  continue  its  active  interest  and  real 
assistance  in  public  health  forums,  stating  that 
“the  public  has  a right  to  know  what  the  finest 
standards  of  the  physicians  are.”  He  compli- 
mented the  part  played  by  the  group  in  its 
widespread  educational  program. 

Rensselaer  County.  Mrs.  John  J.  Rainey 
was  elected  president  of  the  auxiliary  at  the  an- 
nual meeting  at  the  McKean  Staff  House  of  the 
Leonard  Hospital.  Other  officers  are:  Mrs. 

Eugene  F.  Connally,  president-elect;  Mrs. 
P.  L.  Harvie,  1st  vice-president;  Mrs.  W.  H. 
McShane,  2nd  vice-president;  Mrs.  L.  S.  Wein- 
stein, recording  secretary;  Mrs.  F.  T.  Cavanaugh, 
corresponding  secretary;  Mrs.  N.  F.  Brignola, 
treasurer;  Mesdames  J.  H.  Donnelly,  S.  H. 
Curtis,  A.  W.  Benson,  V.  C.  Jacobsen,  directors. 


The  new  officers  will  be  installed  at  the  Febru- 
ary meeting.  Mrs.  S.  H.  Curtis,  retiring  presi- 
dent, conducted  this  meeting  during  which  all 
committee  chairmen  gave  their  reports.  A 
Christmas  party  was  held  after  this  meet- 
ing. 

Mrs.  Helmer  P.  Howd  was  chairman  of  the  com- 
mittee that  distributed  gifts  to  children  in  the 
hospital.  Instead  of  the  usual  Christmas  dona- 
tion of  toys,  money  was  given  for  the  purchase 
of  lamps  for  the  nursery  at  the  Leonard  Hos- 
pital. At  the  recent  board  meeting  a sum  of 
money  was  donated  to  the  Red  Cross  and  to  the 
Home  for  Indigent  Physicians. 

Schenectady  County.  The  Executive  Board 
of  the  auxiliary  entertained  on  December  27  for 
seventy  members  at  the  home  of  Mrs.  F.  Leslie 
Sullivan,  Sunnyside  Road,  Scotia.  The  guests 
were  received  by  Mrs.  A.  W.  Greene,  Mrs.  W. 
Mallia,  Mrs.  H.  W.  Galster,  and  Mrs.  E.  MacD. 
Stanton.  During  the  afternoon  Mrs.  Philip 
Parillo  gave  piano  selections  and  Christmas 
carols  were  sung  under  the  direction  of  Mrs. 
Frank  Furlong. 


NOW  FOR  THE  MALINGERER 

The  difference  between  a lingering  illness  and 
a malingering  illness  is  that  the  malingering  kind 
has  a miraculous  recovery  right  after  the  mas- 
querader has  been  excused  from  military  service. 
An  outbreak  or  epidemic  of  malingering  is  now 
expected,  and  some  words  of  wisdom  are  printed 
in  the  J.A.M.A.  to  guide  medical  examiners  who 
have  to  meet  it. 

Men  sometimes  have  their  teeth  extracted  to 
avoid  military  service,  others  shoot  or  cut  off 
fingers  or  toes  or  put  their  hands  under  cars  for 
this  purpose.  These,  of  course,  do  not  mi- 
raculously recover  after  the  medical  examination, 
but  real  injuries  may  be  exaggerated,  and 
crutches,  paraded  at  the  examination,  be  dis- 
carded next  day. 

We  are  told  that  malingerers  may  be  divided 
into  three  general  groups: 

(a)  Real  malingerers  with  nothing  the  matter 
with  them,  who  injure  themselves,  who  make  al- 
legations respecting  diseases  or  such  condition 
as  drug  taking,  or  who  simulate  disease  with 
full  consciousness  and  responsibility — all  for  the 
purpose  of  evading  military  service.  Many  of 
these  will  have  been  coached. 

(b)  The  psychoneurotics,  who  are  natural 
complainers  and  try  to  get  out  of  every  dis- 
agreeable thing  in  life;  perhaps  only  partially 
conscious  of  the  nature  of  the  seriousness  of 
what  they  do  and  only  partly  responsible.  In 
many  the  motives  are  not  persistent  and  many 
can  be  made  into  good  soldiers. 

(c)  Confirmed  psychoneurotic  individuals 
with  long  history  of  nervous  breakdowns  and 
illnesses  who  behave  like  group  (a)  above  but 
more  persistently  and  from  whom  not  much  can 
be  expected  in  the  way  of  reconstruction. 

As  to  feigned  medical  diseases: 

(a)  The  detection  and  management  of 


The  semiannual  meeting  of  the  Women’s 
Medical  Society  of  New  York  State  will  be  held 
at  the  New  York  Infirmary  Tor  Women  and 
Children,  on  January  25  at  9:30  a.m.  A dinner 
wiH  be  held  at  the  Cosmopolitan  Club  at  7 : 00  p.m. 


malingerers  simulating  medical  diseases  depend 
on  the  absence  of  positive  signs  of  an  individual 
who  presents  the  general  characteristics  of  the 
malingerer.  There  is  especial  need  for  the 
physical  examination  to  be  thorough  in  this 
group.  Some  of  the  cardiac  cases  at  first  re- 
garded as  malingering  may  later  be  found  to  be 
mitral  stenosis  or  bacterial  endocarditis.  Simi- 
larly, proper  tests  may  show  the  existence  of 
peptic  ulcers  in  those  suspected  of  feigning 
digestive  abnormalities.  The  estimation  of  the 
reality  of  rheumatic  pains  is  always  a difficult 
matter. 

(b)  Tachycardia  and  thyrotoxicosis  may  be 
temporarily  induced  by  ingestion  of  drugs,  such 
as  thyroid  extract.  Egg  albumen  or  sugar  may 
be  added  to  urine.  Undiluted  canned  milk 
may  be  made  to  simulate  the  urethral  discharge. 
Cantharides  may  be  taken  to  cause  albuminuria. 
Digitalis  and  strophanthus  may  be  taken  to 
cause  abnormal  heart  action.  The  skin  may 
be  irritated  by  various  substances.  Cathartics 
may  be  taken  to  bring  about  purging  or  to  simu- 
late a chronic  diarrhea.  An  appearance  of  hemop- 
tysis may  be  produced  by  adding  blood,  either 
human  or  that  of  ariimals,  to  the  sputum. 
Sometimes  merely  coloring  matter  is  added. 
Those  who  can  vomit  voluntarily  what  they 
swallow  use  the  same  means  to  create  the  ap- 
pearance of  hematemesis.  Similarly,  coloring 
matter  may  be  added  to  the  stools.  Mechanical 
and  chemical  irritants  are  made  use  of  to  cause 
inflammation  about  practically  all  the  body 
orifices.  Jaundice  may  be  simulated  by  taking 
picric  acid.  Crutches,  spectacles,  trusses,  and 
strappings  are  made  use  of  to  create  the  appear- 
ance of  disability.  Artificial  jaundice  is  recog- 
nized by  demonstration  of  picric  acid  in  the 
urine. 


The  annual  meeting  of  the  New  York  Heart 
Association  was  held  January  7 at  The  New  York 
Academy  of  Medicine.  Dr.  Ernst  P.  Boas,  presi- 
dent of  the  Association,  presided  at  the  meet- 
ing. 
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THE  NEW  5 mg. 
BENZEDRINE  SULFATE 

TABLET 

Brand  of  Amphetamine  Sulfate 


There  has  been  a persistent  demand  by  physicians  for  a smaller 
Benzedrine  Sulfate  Tablet — in  addition  to  the  present  10  mg.  size. 


Your  druggist  now  stocks  these  two  sizes: 
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10  mg. 

Benzedrine  Sulfate  Tablets 

(CROSS-GROOVED) 

For  use  in  narcolepsy,  post-encephali- 
tic parkinsonism,  alcoholism  and  other 
conditions  for  which  a large 
dosage  unit  is  required. 


5 mg. 

Benzedrine  Sulfate  Tablets 

(SINGLE-GROOVED) 


Particularly  appropriate  in  depressive 
states  and  other  conditions  for  which 
a small  dosage  unit  is  desired. 


IMPORTANT!  In  prescribing  Benzedrine  Sulfate  Tablets,  please  be 
sure  to  specify  the  tablet-size  desired — either  5 mg.  or  10  mg. 

SMITH,  KLINE  & FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 

EST.  ^ ,.4. 
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Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed 
sufficient  notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 
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Evolution  of  the  Hospital  Care  and  Treatment 
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Clinical  Urology.  By  Oswald  S.  Lowsley, 
M.D.,  and  Thomas  j.  Kirwin,  M.D.  Two 
volumes.  Octavo  of  898  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1940. 
Cloth,  $10. 

Rose  & Carless  Manual  of  Surgery.  Six- 
teenth edition  edited  by  William  T.  Coughlin, 
M.D.  Octavo  of  1608  pages,  illustrated, 
Baltimore,  Williams  & Wilkins  Company,  1940. 
Cloth,  $9.00. 

Surgery  of  the  Hand.  By  R.  M.  Handfield- 
Jones,  F.R.C.S.  Octavo  of  140  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Com- 
pany, 1940.  Cloth,  $4.50. 

A Manual  of  Embryology.  The  Development 
of  the  Human  Body.  By  J.  Ernest  Frazer, 
F.R.C.S.  Second  edition.  Octavo  of  523  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1940.  Cloth,  $9.00. 


The  Treatment  of  Diabetes  Mellitus.  By 

Elliott  P.  Joslin,  M.D.,  Howard  F.  Root,  M.D'., 
Priscilla  White,  M.D.,  and  Alexander  Marble, 
M.D.  Seventh  edition.  Octavo  of  783  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1940. 
Cloth,  $7.50. 

Tuberculosis  and  Genius.  By  Lewis  J. 
Moorman,  M.D.  Octavo  of  272  pages,  illus- 
trated. Chicago,  Universitv  of  Chicago  Press, 
1940.  Cloth,  $2.50. 

Synopsis  of  Materia  Medica,  Toxicology,  and 
Pharmacology.  For  Students  and  Practitioners 
of  Medicine.  By  Forrest  R.  Davison,  B.A. 
Duodecimo  of  633  pages,  illustrated.  St.  Louis. 
C.  V.  Mosby  Co.,  1940.  Cloth,  $5.00. 

Multiple  Human  Births.  Twins,  Triplets, 
Quadruplets  and  Quintuplets.  By  Horatio  H. 
Newman,  Ph.D.  Octavo  of  214  pages,  illus- 
trated. New  York,  Doubleday,  Doran  & Com- 
pany, 1940.  Cloth,  $2.50. 

The  Neuroses  in  War.  By  Several  Authors 
Under  the  Editorship  of  Emanuel  Miller,  M.A. 
Octavo  of  250  pages.  New  York,  Macmillan 
Company,  1940.  Cloth,  $2.50. 

A Treatise  on  Medicolegal  Ophthalmology. 
By  Albert  C.  Snell,  M.D.  Quarto  of  312  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1940.  Cloth,  $6.00. 

Organization,  Strategy  and  Tactics  of  the 
Army  Medical  Services  in  War.  By  Lieut. 
Colonel  T.  B.  Nicholls,  M.B.  Second  edition. 
Octavo  of  488  pages.  Baltimore,  Williams  & 
Wilkins  Co.,  1940.  Cloth,  $5.00. 

Controlled  Fertility.  An  Evaluation  of  Clinic 
Service.  By  Regine  K.  Stix,  M.D.,  and  Frank 
W.  Notestein,  Ph.D.  Octavo  of  201  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co., 
1940.  Cloth,  $3.00. 

A Guide  to  Human  Parasitology.  For  Medical 
Practitioners.  By  D.  B.  Blacklock,  M.D.,  and 
T.  Southwell,  Ph.D.  Fourth  edition.  Octavo 
of  259  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1940.  Cloth,  $4.00. 

Taber’s  Cyclopedic  Medical  Dictionary  In- 
cluding a Digest  of  Medical  Subjects.  By 
Clarence  W.  Taber.  Duodecimo  of  1488  pages, 
illustrated.  Philadelphia,  F.  A.  Davis  Com- 
pany, 1940.  Cloth,  $3.00. 

Bacillary  and  Rickettsial  Infections.  Acute 
and  Chronic:  A Textbook.  Black  Death  to 

White  Plague.  By  William  H.  Holmes.  Octavo 
of  676  pages.  New  York,  Macmillan  Company, 
1940.  Cloth,  $6.00. 

Diseases  of  the  Urethra  and  Penis.  By  E. 

D’Arcy  McCrea,  M.D.  Octavo  of  306  pages, 
illustrated.  Baltimore,  Williams  & Wilkins 
Company,  1940.  Cloth,  $6.50. 

Diseases  Affecting  the  Vulva.  By  Elizabeth 
Hunt,  M.D.  Octavo  of  215  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1940.  Cloth,  $4.00. 
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. . . and  you  can  see  for  yourself  what  a valuable 
addition  to  your  diagnostic  facilities  the  G-E 
Model  F-3  Portable  X-Ray  Unit  could  be.  Right  in 
your  own  office  you  can  operate  this  powerful, 
efficient,  compact  x-ray  unit  exactly  as  it  will  be 
used  in  your  practice  — on  your  desk  or  table. 

The  satisfactory  experience  of  hundreds  of  F-3 
owners  is  your  assurance  that  you  can  rely  on 
the  F-3  for  dependable  performance— in  your 
office  or  at  the  patient’s  bedside— wherever  ade- 
quate roentgenological  service  is  not  available. 
Its  simplified  control  is  easy  to  operate,  and  its 
full  flexibility  provides  accurate  alignment  with 
minimum  patient  discomfort. 

If,  like  most  value-wise  medical  men, you  demand 
proof  of  what  your  money  will  buy  before  you 
spend  it,  you  won’t  accept  mere  claims  about  the 
worth  of  any  portable  x-ray  unit.  G.E.  willingly 
offers  to  furnish  full  proof  of  the  F-3  unit’s  reli- 
ability, dependability,  and  economy  of  first  cost 
and  maintenance.  Protect  your  investment;  buy 
the  safe  way— sign  and  mail  the  coupon  to  see 
the  proof! 
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□ Have  your  local  representative  arrange  with 
me  for  a "See-th  e-Proof”  demonstration  of  the 
G-E  Model  F-3  in  my  office,  at  my  convenience. 

□ Send  me  my  copy  of  the  G-E  Model  F-3 
Catalog. 
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A Tensao  Arterial  Media  na  Prova  Anfotropa 
Sino-Carotidiana.  By  Dr.  Tasso  Vieira  de 
Faria.  Octavo  of  173  pages,  illustrated.  Porto 
Alegre,  Biblioteca  da  Faculdade  de  Medicina, 

1939.  Paper. 

Your  Mental  Health  or  Between  Mental 
Health  and  Mental  Disease.  For  Intelligent 
Laymen  and  Physicians.  By  B.  Liber,  M.D. 
Octavo  of  408  pages.  New  York,  Melior  Books, 

1940.  Cloth,  $3.00. 

Loose-Leaf  Specialties  in  Medical  Practice. 
Chapter  on  Dermatology  and  Syphilis.  By 
Svend  Lomholt,  M.D.,  and  James  L.  Miller,  M.D. 
Octavo.  Pages  935  to  1072.  New  York, 
Thomas  Nelson  & Sons,  1940. 

The  Theory  and  Practice  of  Anaesthesia.  By 
M.  D.  Nosworthy,  M.D.  Duodecimo  of  223 
pages,  illustrated.  New  York,  Chemical  Pub- 
lishing Company,  1940.  Cloth,  $4.25. 

Foundations  of  Short  Wave  Therapy:  Physics, 
Technics,  Indications.  By  Wolfgang  Holzer, 
and  Eugen  Weissenberg.  Translated  by  Justina 
Wilson  and  Charles  M.  Dowse.  Octavo  of  228 
pages,  illustrated.  New  York,  Chemical  Pub- 
lishing Company,  1940.  Cloth,  $5.00. 

Fractures  and  Dislocations  for  Practitioners. 
By  Edwin  O.  Geckeler,  M.D.  Second  edition. 
Octavo  of  314  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Company,  1940.  Cloth, 
$4.00. 

Psychotherapy.  Treatment  that  attempts  to 
improve  the  condition  of  a human  being  by 
means  of  influences  that  are  brought  to  bear 
upon  his  mind.  By  Lewellys  F.  Barker,  M.D. 
Duodecimo  of  218  pages.  New  York,  D.  Apple- 
ton-Century  Company,  1940.  Cloth,  $2.00. 

The  Diagnosis  and  Treatment  of  Diseases  of 
the  Heart.  By  Henry  A.  Christian,  M.D. 
(Reprinted  from  Oxford  Monographs  on  Diag- 
nosis and  Treatment.)  Octavo  of  599  pages. 
New  York,  Oxford  University  Press,  1940. 
Cloth,  $7.00. 


The  1940  Year  Book  of  Industrial  and  Ortho- 
pedic Surgery.  Edited  by  Charles  F.  Painter, 
M.D.  Duodecimo  of  484  pages,  illustrated. 
Chicago,  The  Year  Book  Publishers,  1940. 
Cloth,  $3.00. 

The  1940  Year  Book  of  Pathology  and  Immu- 
nology. Pathology  edited  by  Howard  T.  Karsner, 
M.D.,  and  Immunology  edited  by  Sanford  B. 
Hooker,  M.D.  Duodecimo  of  688  pages,  illus- 
trated. Chicago,  The  Year  Book  Publishers, 
1940.  Cloth,  $3.00. 

The  New  International  Clinics.  Original 
Contributions:  Clinics;  and  Evaluated  Re- 
views of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  M.  Piersol,  M.D.  Volume  IV, 
New  Series  Three.  Octavo  of  326  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Co.,  1940. 
Cloth,  $3.00. 

The  Family  Doctor’s  Notebook.  By  I.  J. 
Wolf,  M.D.  Octavo  of  315  pages.  New  York, 
Fortuny’s,  1940.  Cloth,  $2.00. 

Why  Men  Behave  Like  Apes  and  Vice  Versa, 
or  Body  and  Behavior.  By  Earnest  A.  Hooton. 
Octavo  of  234  pages,  illustrated.  Princeton, 
Princeton  University  Press,  1940.  Cloth,  $3.00. 

Surgical  Anatomy  of  the  Head  and  Neck.  By 
John  F.  Barnhill,  M.D.,  and  William  J.  Mel- 
linger,  M.D.  Second  edition.  Quarto  of  773 
pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Company,  1940.  Cloth,  $15. 

Foreign  Bodies  Left  in  the  Abdomen.  The 
Surgical  Problems,  Cases,  Treatment,  Preven- 
tion. The  Legal  Problems,  Cases,  Decisions, 
Responsibilities.  By  Harry  S.  Crossen,  M.D., 
and  David  F.  Crossen,  LL.B.  Quarto  of  762 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1940.  Cloth,  $10. 

Methods  of  Treatment.  By  Logan  Clenden- 
ing,  M.D.,  and  Edward  H.  Hashinger,  M.D. 
Seventh  edition.  Octavo  of  997  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1940. 
Cloth,  $10. 


REVIEWED 


Asthma  and  the  General  Practitioner.  By 

James  Adam,  M.D.  Octavo  of  157  pages. 
Baltimore,  Williams  & Wilkins  Co.,  1939. 
Cloth  $2.00. 

In  a small  volume  of  150  pages  written  especi- 
ally for  the  general  practitioner,  the  author  dis- 
cusses his  methods  of  treatment  of  bronchial 
asthma.  On  the  basis  of  his  experiences  with 
2,000  patients  the  writer  is  convinced  that 
asthma  is  largely  preventable  and  not  incurable. 
Although  admitting  the  existence  of  food  and  in- 
halent  allergy  in  some  cases,  the  majority  of 
patients  were  successfully  treated  by  general 
methods. 

Increased  carbohydrate  intake,  vitamin-de- 
ficient diet,  complex  modern  life,  and  defective 
adrenal  function,  all  combine  to  react  on  the 
autonomic  nervous  system,  the  endocrines  and 
enzyme  action  to  create  a “toxic  soil  on  which 
allergy  seeds.” 

The  author’s  general  treatment  consists  of 
some  form  of  physical  exercise  to  avoid  nasal 
congestion,  breathing  exercises,  a vitamin-rich 
and  low-carbohydrate  diet  to  help  enzyme  ac- 


tion, colonics  and  weekly  mercurial  administra- 
tion as  detoxicating  therapy,  eradication  of  foci 
of  infection,  elimination  of  aspirin,  morphine, 
and  raw  milk  in  all  cases,  and  avoidance  of  over- 
dosage with  epinephrine.  If  there  is  no  im- 
provement in  three  months,  allergic  study  is 
advised. 

The  point  of  view  expressed  in  this  volume  is 
not  the  one  generally  held  by  American  workers 
in  this  field. 

Max  Harten 

Die  Biologische  Reaktion.  Eine  Funktionelle 
Analyse  und  Synthese  Biometrischer  Werte  zur 
Zahlenmassigen  Erfassung  von  Allergie,  Allge- 
meiner  Resistenz,  Spezifischer  Resistenz,  Krank- 
heitsintensitat  Extensitat  Aktiver  Herde  Im- 
munitat.  By  Dr.  O.  H.  Bucher-Trumpler,  and 
Dr.  C.  C.  Hofflin-Karwatzki.  Quarto  of  262 
pages,  illustrated.  Bern  Medizinischer  Verlag 
Hans  Huber,  1939.  Cloth,  Swiss  francs  42.80. 

This  book  is  an  interesting  attempt  to  replace 
the  description  of  a disease  and  its  prognosis  by  a 
graphic  technic  supposed  to  represent  the  biologic 
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THE  CHARLES  B.  TOWNS  HOSPITAL 


FOR  DRUG  AND  ALCOHOL  PATIENTS  EXCLUSIVELY 

* We  will  be  pleased  to  send  a copy  of  the  Symposium  (printed  exclusively 
for  the  medical  profession's  information),  and/or  a copy  of  a treatise  "Drucj 
and  Alcohol  Sickness"  to  physicians  on  request. 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates — Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


BRUNSWICK 

HOME  A Private 

n m C,  Sanitarium 

Broadway  and  Louden  Avenue 
AMITYVILLE,  L.  I.— Phone:  1700,  01,  02 
N.  y.  Office— 67  W.  44th  Sheet 
Tel:  MUrray  Hill  2-3829 
C.  L.  MARKHAM,  M.D.,  Supt. 


Modern.  Spacious.  Con- 
valescents, Chronic  In- 
valids, Nervous,  Post 
operatives,  Diabetics, 
Cardiacs,  Alcoholics. 
Four  Resident  Physi- 
cians. 

Separate  accommoda- 
tions for  nervous  and 
backward  children. 
Physicians’  treatments 
rigidly  followed. 


WEST  HI  EL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on- Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


WATCH  THE  CLASSIFIED  COLUMNS 
FOR  IMMEDIATE  OPPORTUNITIES 

See  page  193 
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CONVALESCENTS  and  nursing  service.  Full  coop- 
ruoAkiir  i ki\ / a i irve  eration  with  patient's  personal 

CHRONIC  INVALIDS..  physician. 

105  BRUCE  AVE.,  YONKERS,  NEW  YORK 

YONKERS— 3265  J 

BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge. 

DR.  BARXES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.Y.C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  disorders,  Convalescents, 
Alcoholics.  Modern  Equipment  with  Occupational  Dept. 
Splendid  environment,  reasonable  rates.  Facilities  for  shock 
therapy. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *TEL.  4-1143 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


LOUDEN  - KNICKERBOCKER  HALL,  Inc. 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  in  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf ormation furnished  upon  request. 

JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 
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reaction  of  the  system  in  question.  This  biologic- 
reaction  is  given  on  the  basis  of  the  quantum 
theory  to  determine  allergy,  general  resistance, 
specific  resistance,  especially  as  to  tuberculosis, 
intensity  of  disease,  extensity  of  active  foci, 
and  immunity.  The  reading  of  the  attractive 
and  excellently  reproduced  graphs  is  probably  far 
beyond  the  mathematic  capacity  of  the  average 
physician,  but  that  does  not  justify  the  statement 
that  the  medical  profession  is  still  in  the  “Classic 
ancient  times”  of  Aristotle  and  Virchow. 

Max  Berliner 

Practical  Bedside  Diagnosis  and  Treatment. 

By  Henry  Joachim,  M.D.  Quarto  of  828  pages. 
Springfield,  Charles  C.  Thomas,  1940.  Cloth, 
$7.50. 

Because  of  the  great  amount  of  information 
that  has  been  amassed  concerning  the  diagnosis 
and  treatment  of  disease,  the  attempt  to  put  all 
this  together  in  one  volume  becomes  a formidable 
task.  The  author  has  attempted  this  bravely 
and  has  produced  a book  that  is  concise  and  read- 
able and  that  demonstrates  thorough  knowledge 
of  bedside  diagnosis  and  treatment.  Unfortu- 
nately the  effort  to  accomplish  all  this  in  some 
eight  hundred  pages  has  required  a brevity  that 
impairs  the  usefulness  of  the  book.  The  discus- 
sion of  the  diagnosis  of  a given  disease  reads  like 
a rapid  summary.  This  effect  is  enhanced  by 
the  continued  use  of  short  sentences.  When  the 
reader  looks  for  advice  as  to  treatment  he  is  again 
disappointed  by  brevity.  For  example,  one- 
half  page  is  devoted  to  the  serum  treatment  of 
pneumonia.  The  reviewer  was  sorry  to  discover 
that  the  author  adheres  to  the  old  anatomic 
classification  in  the  section  on  diseases  of  the 
heart.  There  are  sections  on  simple  endocarditis, 
aortic  insufficiency,  mitral  stenosis,  etc.,  which 
will  be  confusing  to  the  modern  student  who  has 
been  taught  the  etiologic  classification. 

The  shortcomings  of  the  book  are  due  to  the 
attempt  to  cover  a tremendous  amount  of  ground 
in  a short  space,  and  as  a result  it  does  not  do 
justice  to  the  knowledge  and  experience  of  the 
author. 

E.  P.  Maynard,  Jr. 

The  Newer  Nutrition  in  Pediatric  Practice. 

By  I.  Newton  Kugelmass,  M.D.  Octavo  of 
1,155  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Co.,  1940.  Cloth,  $10. 

The  purpose  of  the  book  is:  “An  understand- 

ing of  the  normal  functions  of  the  body  in  rela- 
tion to  each  of  the  fifty  essential  nutrients  is  the 
only  basis  for  individualizing  nutrition  at  all 
ages,  types  of  constitution,  and  levels  of  body 
functioning.”  Section  one  on  nutritional  physi- 
ology reveals  the  physical  and  chemical  basis  of 
the  growing  organism  in  terms  of  the  materials 
of  life  derived  from  food,  air,  and  water.  Section 
two  on  nutrition  in  health  presents  established 
principles  and  procedures  for  the  advancement 
of  positive  health  and  the  prevention  of  chronic 
disease.  Section  three  on  nutrition  in  disease 
considers  most  of  the  disorders  of  infancy  and 
childhood  in  terms  of  nutrient  causation  or  in- 
volvement as  a basis  for  rational  therapy. 

The  book  has  183  illustrations  with  422  tables, 
a full  index,  and  abundant  listing  of  modern 
literature.  With  its  1,155  pages  it  makes  its 
initial  bow  among  the  illustrious  books  on  nutri- 


tion and  naturally  assumes  its  place  as  a refer- 
ence work  on  nutrition  and  the  child. 

The  nomenclature  and  so-called  “facts”  are  up 
to  date,  and  in  some  places  one  wonders  whether 
the  new  is  any  advantage  over  the  old.  How- 
ever, “It  has  had,  wisely  or  unwisely,  the  assist- 
ance or  criticism  of  no  one,  having  grown  like 
practice,  out  of  typical  cases  ‘animo  et  fide.’  ” 
Archibald  D.  Smith 

Compendium  of  Regional  Diagnosis  in  Lesions 
of  the  Brain  and  Spinal  Cord.  A Concise  Intro- 
duction to  the  Principles  of  Localization  of  Dis- 
eases and  Injuries  of  the  Nervous  System.  By 
Robert  Bing.  Translated  and  edited  by  Webb 
Haymaker.  Eleventh  edition.  Quarto  of  292 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1940.  Cloth,  $5.00. 

This  publication,  the  eleventh  version  since  its 
publication  in  1909,  continues  to  maintain  its 
high  place  in  the  esteem  of  all  students.  Because 
of  the  complexity  of  its  anatomy  the  study  of 
neurology  is  viewed  with  apprehension  by  the  be- 
ginner, and  firm  pegs  are  essential  on  which  to 
hang  the  clothing  of  ideas.  This  book  provides 
such  pegs  thus  assuring  a well-grounded  approach 
to  the  study  of  clinical  neurology.  The  student 
is  grateful  for  the  unusual  clarity  of  style  as  well 
as  dogmatic  fashion  in  presentation.  When 
crowded  shelves  are  cleared  of  books,  a volume  of 
Bing  remains  as  testimony  of  the  esteem  in  which 
it  is  held. 

In  the  275  pages  of  reading  matter  are  found 
125  illustrations,  27  in  color,  most  of  which  can 
be  found  in  the  earlier  editions  and  form  an  essen- 
tial basis  of  the  charm  which  this  volume  holds 
for  all  students  who  have  learned  their  early 
clinical  approach  from  its  pages.  The  reviewer 
continues  to  have  for  this  book  the  same  high  re- 
gard formed  twenty  years  ago. 

Harold  R.  Merwarth 

Medical  Diseases  of  War.  By  Sir  Arthur 
Hurst,  M.A.  Octavo  of  327  pages.  Baltimore, 
Williams  & Wilkins  Co.,  1940.  Cloth,  $5.50. 

The  vast  experience  of  the  author  and  the  ac- 
cess he  has  had  to  medical  records  of  the  various 
armies  during  the  time  elapsed  from  the  second 
edition  in  1918  to  the  present  has  enabled  him  to 
give  an  excellent  work. 

A different  point  of  view,  contrasting  war  situa- 
tions with  civil  neuroses,  is  presented.  Civil 
practice  enjoys  freudian  orthodox  analysis  with 
abreaction  of  repressed  unconscious  material 
lasting  years.  The  author's  material  is  situa- 
tional and  entirely  conversive,  hysterical  syn- 
dromes, fear,  injury,  and  concussion  being  direct 
precipitating  factors. 

True  “shell-shock”  is  defined;  his  constitutional 
timid  type  or  martial  misfit  is  his  war  neuroses 
candidate. 

Symptomatology,  be  it  contractures,  paralysis, 
seizures,  special  sense  disorders,  may  be  danger- 
ously perpetuated  if  regarded  entirely  in  an  or- 
ganic light.  Suggestion  by  false  sympathy,  use 
of  term  “shell-shock,”  prolonged  bed  rest,  and 
indiscriminate  physical  therapy  all  spell  chronic 
invalidism. 

Immediate  psychotherapy  including  explana- 
tion, persuasion,  and  manipulation  within  forty- 
eight  hours  is  the  keynote.  Diffusing  an  atmos- 
phere of  cure  insures  speedy  excellent  results. 
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BOOKS 


[N.  Y.  State  J.  M. 


The  chapter  on  skin  diseases  is  an  excellent 
guide  for  the  medical  officer  with  troops  whether 
in  war  or  peace. 

The  chapter  on  gas  poisons  appears  somewhat 
casual  when  the  varied  pathologies  and  the  enor- 
mous high  casualty  rate  caused  by  them  are  con- 
sidered. 

In  bringing  this  work  up  to  date,  the  author 
and  his  collaborators  have  given  us  a useful  and 
timely  treatise  on  military  medicine. 

Carl  W.  Lupo 

Tuberculosis  of  Bone  and  Joint.  By  G.  R. 

Girdlestone,  M.A.  Octavo  of  265  pages,  illus- 
trated. New  York,  Oxford  University  Press, 
1940.  Cloth,  $8.75. 

This  volume  contains  a wealth  of  knowledge  on 
tuberculosis  of  bone  and  joints.  The  author  dis- 
cusses the  subject  excellently  from  the  standpoint 
of  local  and  general  manifestations  and  covers 
very  well  tuberculosis  of  hip,  spine,  knee,  sacro- 
iliac, ankle,  tarsus,  shoulder,  elbow,  and  wrist. 

His  chapter  on  Pott’s  paraplegia  is  enlighten- 
ing and  is  worthy  of  perusal  by  both  the  general 
practitioner  and  the  orthopedic  specialist. 

Illustrations  of  x-rays  and  the  diagrammatic  il- 
lustrations^of  pathology,  together  with  illustra- 
tions of  operative  procedures,  all  add  to  the  merit 
of  this  work. 

Apparatus  is  discussed  to  some  extent  through- 
out the  text  and  also  in  the  appendix. 

Herbert  C.  Fett 

Dermatologic  Allergy.  An  Introduction  in  the 
Form  of  a Series  of  Lectures.  By  Marion  B. 
Sulzberger,  M.D.  Octavo  of  540  pages,  illus- 
trated. Springfield,  Charles  C.  Thomas,  1940. 
Cloth,  $8.50. 

To  those  of  us  in  dermatology  who  are  familiar 
with  Dr.  Sulzberger’s  profound  knowledge  of  this 
subject  and  his  wide  experience,  this  volume 
comes  as  a rare  treat.  Despite  his  modest  asser- 
tion in  his  preface  that  “this  book  is  intended  to 
be  only  a primer,  an  Introduction  to  Dermato- 
logic Allergy  in  the  form  of  lectures  based  on 
those  I have  been  giving  to  beginners,”  it  is  cer- 
tain to  enjoy  a wide  popularity  because  it  places 
in  the  hands  of  the  profession  one  of  the  most 
comprehensive  expositions  of  the  subject  of 
allergy  in  relation  to  the  skin  that  we  have  as  yet 
had  the  pleasure  to  examine.  The  author  has 
the  happy  faculty  of  lucid  expression,  and  the 
idea  of  publishing  his  work  in  the  form  of  lec- 
tures, greatly  augmented  with  many  notes  and 
lavishly  illustrated  with  some  thirteen  color 
plates  and  many  excellent  photographs,  is  a 
happy  one.  The  reader,  if  he  will  but  take  each 
lecture  in  its  proper  turn,  is  certain  to  gain  a full 
and  entirely  authoritive  knowledge  of  the  sub- 
ject. 

Nathan  Thomas  Beers 

Elmer  and  Rose  Physical  Diagnosis.  Revised 
by  Harry  Walker,  M.D.  Eighth  edition. 
Octavo  of  792  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1940.  Cloth,  $8.75. 

The  eighth  edition  of  Elmer  and  Rose  has  been 
revised  by  Harry  Walker  of  the  Medical  College 
of  Virginia.  There  have  been  a few  changes  in 
the  text  since  the  last  edition,  with  some  re- 
arrangement of  the  chapters,  but  the  greatest 
revision  has  been  in  the  illustrations.  These  and 
the  numerous  diagrams  are  pertinent,  well  re- 


produced, and  constitute  perhaps  the  most  valu- 
able feature  of  an  excellent  text.  Mention 
should  be  made  of  the  use  of  the  new  tinted  paper 
in  this  edition.  The  reviewer  found  it  definitely 
more  restful  and  easier  to  read  both  in  natural 
and  artificial  fight. 

Milton  Plotz 


A Textbook  of  Medicine.  By  American 
Authors.  Edited  by  Russell  L.  Cecil,  M.D. 
Fifth  edition.  Octavo  of  1,744  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1940.  Cloth, 
$9.50. 

No  greater  compliment  can  be  paid  a textbook 
than  the  necessity  for  a revised  edition  every 
three  years.  That  has  been  the  history  of  this 
book  since  the  first  edition  in  1927.  This  edi- 
tion revised  and  entirely  reset  presents  a few 
additional  commendable  features.  Ten  entirely 
new  articles  have  been  added,  and  thirty  others 
rewritten.  One  hundred  thirty-one  added  illus- 
trations further  adorn  the  text. 

The  chapter  on  lobar  pneumonia,  of  course, 
had  to  be  rewritten  in  the  fight  of  the  introduc- 
tion of  chemotherapy.  The  discussion  of  this 
phase  of  the  treatment  is  complete  and  up  to  date. 

The  student  of  the  past  generation  notes  with 
amazement  that  the  discussion  of  rheumatoid 
arthritis  receives  as  much  space  as  typhoid  fever. 

The  volume  consists  of  1,744  pages.  The  re- 
viewer again  urges  the  publishing  of  the  ever- 
increasing  bulkiness  of  the  modern  textbook  of 
medicine  into  two  volumes.  The  book  fully  de- 
serves the  increasing  popularity  it  enjoys. 

S.  R.  Blatteis 


The  Injured  Back  and  Its  Treatment.  Edited 
by  John  D.  Ellis,  M.D.  Quarto  of  377  pages, 
illustrated.  Springfield,  Charles  C.  Thomas, 
1940.  Cloth,  $5.50. 

This  book  is  a series  of  monographs  by  differ- 
ent individuals.  Various  phases  of  the  subject 
are  discussed  so  that  the  reader  may  obtain  a 
bird’s-eye  view  of  this  ever-present  complaint. 

The  chapter  on  “Man’s  Posture  and  Back- 
ache: A Symptom  of  Visceral  Disease”  serves 
as  a background  for  the  book. 

The  routine  examination  of  the  injured  back  is 
thoroughly  discussed.  The  management  of  re- 
cent compression  fractures  of  the  vertebral  bod- 
ies without  cord  injury  is  comprehensive.  Early 
reduction  with  adequate  fixation  until  healing 
occurs  is  the  criteria  of  good  treatment.  All  of 
the  various  methods  of  obtaining  complete 
hyperextension  are  described. 

The  chapters  on  the  neurosurgical  aspects  of 
back  injuries  and  the  role  of  the  articular  facets 
in  low  back  pain  are  instructive. 

Disabling  back  injuries  frequently  originate 
from  trivial  trauma  due  to  associated  pathology. 
Prevention  of  back  injuries  by  teaching  the 
proper  method  of  lifting  and  fitting  the  type  of 
individual  to  his  job  is  needed. 

This  book  is  a compact  review  of  different 
aspects  in  the  diagnosis  and  treatment  of  the  in- 
jured back.  It  is  a “must”  for  the  library  of  the 
general  practitioner  and  specialist.  Each  chap- 
ter contains  an  extensive  bibliography  for  refer- 
ence. The  diagrams  and  x-ray  illustrations  are 
well  done. 

Otho  C.  Hudson 
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THAT  is  literally*  what  happens  . . . 

the  vagina  becomes  its  own  oxy- 
gen tent . . . when  STA-O-GEN  is  used 
in  the  treatment  of  leukorrhea. 

ACTION:  At  body  temperature,  in 
the  presence  of  moisture,  every 
particle  of  this  ozonide  of  olive  oil  be- 
comes, in  effect,  a miniature  factory. 


producing  and  releasing  a relatively 
huge  amount  of  nascent  oxygen, 
steadily  and  unremittingly  as  long  as 
any  of  the  oil  remains  unabsorbed,  a 
digestive  process  usually  requiring 
about  24  hours. 

STABILITY:  Three  years,  by  labo- 
ratory test.  Seil,  Putt  and  Rusby,  N.  Y. 

innpy.T  nr  M1LMCME 


All  wholesalers  are  stocked  with 
these  preparations  for  your  druggist’s 
convenience . Literature  and  samples  on  request. 


Sta-O-Gen  is  germicidal,  fungicidal, 
deodorizing  yet  non-toxic  and  non- 
irritating even  to  the  most  delicate 
tissues,  in  contradiction  to  the  arsen- 
ical, picrate  and  metallic  preparations 
commonly  used.  Liquid  for  office 
use.  Capsules  for  prescription. 


STA-O-GEN 


CONCLUSIONS*. 

1 — Ozonide  of  olive  oil  in  olive 
oil  is  effective  in  the  treatment 
of  leukorrhea  in  general:  (a)  it 
eliminates  unpleasant  odor  of  dis- 
charge; (b)  it  cuts  down  or  elim- 
inates the  irritation  inside  and 
without  the  vagina;  (c)  it  reduces 
the  quantity  and  density  of  the 
discharge,  including  that  follow- 
ing cauterization. 

2 — It  is  non-irritating  and  non- 
toxic in  contradiction  to  the 
arsenic  and  picrate  preparations, 
equally  effective  and  actually 
soothing,  especially:  (a)  in  the  in- 
fantile vagina;  (b)  in  the  senile 


*Treatment  of  Leukorrhea  with 
Ozonide  of  Olive  Oil:  David  Nye 
Barrows,  M.  D.,  F.  A.  C.  S.,  N.Y.  C., 
N.  Y.  State  Journal  of  Medicine, 
Volume  41,  January  15,  1941. 


SAFE  * SIMPLE 
REMARKABLY  EFFECTIVE 


vagina;  (c)  in  trichomonas  vagi- 
nalis vaginitis  of  pregnancy. 

INDICATIONS: 

Recurrent  trichomonas  vaginalis 
vaginitis  also  prophylaxis  before 
and  after  menstrual  periods; 
Trichomonas  vaginalis  vaginitis 
in  pregnancy;  Chronic  cervicitis; 
Endocervicitis,  also  after  cauteri- 
zation; Eroded  cervix;  Cervicitis 
post  abortal;  Cervicitis  with  fi- 
broid uterus;  Cervicitis  with  mild 
prolapse;  Atrophic  vaginitis;  Post 
gonorrhea  discharge  (infant); 
After  cauterization  of  erosions, 
ectropion,  nabothian  cysts,  etc. 


‘TIMER  LABORATORY,  INC.  * 41  EAST  21  STREET  * NEW  TORN 
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THE  MOST  COMPLETE  SHORT  WAVE  AVAILABLE 


LIEBEL-FLARSHEIM 


SEND  TODAY  FOR  LITERATURE— NO  OBLIGATION 


MODEL  SW-550  SHORT 
AND  ULTRA-SHORT  WAVE  GENERATOR 


Two  machines  in  one  . . . amply  powered  . . . offering  every  feature,  every  refinement  you  have 
ever  wanted  in  a short  wave! 


Here  is  short  wave  equipment  in  its  most  complete  form,  permitting  you  to  use  the  method  of 
application  best  suited  to  each  individual  treatment.  Plugged  in,  each  applicator  automatically 
obtains  the  correct  wave-length  and  you  treat  each  case  with  utmost  convenience  and 
satisfaction.  The  unusual  array  of  Dual- Wave  features  combine  to  offer  value  of  such  magnitude 
as  to  make  the  SW-550  the  year's  most  outstanding  short  wave.  Investigate  now  and  be  convinced! 


USES  EVERY  KNOWN  SHORT  AND  ULTRA-SHORT  WAVE  APPLICATOR 


The  Liebel-Flarsheim  ffTKP? 


MAKERS  OF  THE  WORLD'S  FINEST  ELECTRO-MEDICAL  APPARATUS 


HERALD  SQUARE 


NEW  YORK 


INTERESTING  FACTS  CONCERNING 

MACY  S PRESCRIPTION  DEPARTMENT 

Pricing  of  prescriptions: 

Every  new  prescription  presented  at  Macy’s  Prescription  Depart- 
ment is  individually  computed  according  to  uniform  formulas.  All 
prescriptions  are  carefully  priced  at  Mercy’s  low  cash  prices. 

Your  patients  are  thus  assured  of  the  highest  standard  of  quality 
ingredients,  workmanship,  and  accuracy  in  the  compounding  of  their 
prescriptions,  as  well  as  moderate,  uniform  prices  in  line  with  Macy's 
price  policy. 

Macy’s  Prescription  Department — Street  Floor 
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When  diet  assumes  a position  of  major  thera- 
peutic importance,  Ovaltine  today  more  than 
ever  fills  the  need  for  a nutritious,  vitamin 
and  mineral  rich  food  supplement.  It  proves 
valuable  in  malnutrition,  during  prolonged 
illness,  in  the  convalescence  from  surgery  or 
infectious  disease,  and  in  pregnancy  and 
lactation. 

When  mixed  with  milk  according  to  direc- 
tions, the  recommended  three  servings  daily 
contribute  materially  to  bringing  the  average 
diet  to  the  optimum  level  of  vitamins  A,  B1} 

D,  and  G,  and  of  calcium,  phosphorus,  iron 
and  copper. 

The  proteins  of  this  pleasant  food  drink 
are  of  high  biologic  value,  a feature  of  im- 
portance in  child  feeding,  in  pregnancy  and 
lactation,  and  during  convalescence.  Its  car- 
bohydrate and  well-emulsified  fat  are  readily 
absorbed,  and  its  diastatic  action  facilitates 
the  digestion  of  starches. 

Ovaltine  is  easily  prepared.  Since  in  its 
preparation  the  curd  tension  of  milk  is  greatly 
reduced,  Ovaltine  is  digested  with  remark- 

IMPROVED 

2 KINDS 

PLAIN  AND  CHOCOLATE  FLAVORED 

Ovaltine  now  comes  in  2 forms — plain,  and  sweet  chocolate 
flavored.  Serving  for  serving,  they  are  virtually  identical  in 
nutritional  value. 
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able  ease.  Its  palatable  taste  assures  accept- 
ance even  when  many  other  foods  are  refused. 

• 

Physicians  are  invited  to  send  for  individual 
servings  of  Ovaltine.  The  Wander  Company, 
360  North  Michigan  Avenue,  Chicago,  111. 


Three  daily  servings  of  new,  im- 
proved Ovaltine — made  with  milk 
according  to  directions — supply 
“protective”  factors  in  these 
amounts: 

VITAMIN  A 2578  I.  U. 

VITAMIN  B, 302  I.  U. 

VITAMIN  D 327  I.  U. 

VITAMIN  G . 491  Sherman-Bourquin  units 

CALCIUM 1.05  Gm. 

PHOSPHORUS 0.903  Gm. 

IRON 8.9  mg. 

COPPER 0.75  mg. 
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above  conclusions,  typifying  cross- 


section  clinical  experience,  were  based  on  sixty  cases  of  burns  of 
all  types  treated  with 


Boy,  aged  4.  Extensive  second  and  third  degree 
burns  from  scalding  oatmeal  suffered  March  3, 
1939.  Ambulatory  after  5th  day.  Control  of  pain 
immediately  evident  following  application  of  Foille. 

The  profession  is  invited  to 
make  the  fullest  investigation 
of  this  valuable  therapeutic 
adjunct  in  the  care  of  first, 


Photo  at  time  of  discharge  with  burns  all  healed, 
except  area  approximating  size  of  half-dollar. 
Healing  continuing  with  promise  of  complete  re- 
covery within  ten  days. 

second,  and  third  degree  burns. 
Use  the  coupon  in  making  your 
request  for  literature  and  pro- 
fessional sample. 


CARBISULPHOIL  COMPANY 

MANUFACTURER  S 

DALLAS,  TEXAS,  U.  S.  A. 

NEW  YORK  CHICAGO  LOS  ANGELES  BIRMINGHAM,  ALA. 


CARBISULPHOIL  COMPANY 

Please  send  me  professional  sample  of  Foille. 


Name M.D.  Address 

City State  . . 


DALLAS,  TEXAS 

N.  Y.  2 


J 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


VITAMINS  SHOULD  BE  TAKEN  WITH  MINERALS 
. . . VI-SYNERAL  SUPPLIES  BOTH! 


Recent  literature1  states  that  calcium 
deficiency  means  inability  to  use 
vitamin  Bx;  vitamin  A depends 
upon  hemin  iron ; nicotinic  acid 
should  be  supplemented  by  essential 


minerals;  endocrine  function  re- 
quires both  minerals  and  vitamins. 
We  have  long  pioneered  the  in- 
terrelationships of  vitamins  with 
minerals  through  . . . 


VI-SYNERAL 

Vi-Syneral,  the  anginal  Vitamin-Mineral  concentrate,  contains  the  indispensable  VITAMINS 
A,  Bi,  U2(0),  C,  D,  E and  other  B complex  factors,  fortified  with  the  essential  MINERALS: 
calcmm,  phosphorus,  iron,  copper,  iodine,  manganese,  magnesium  and  zinc  in  Funk-Dubin 


FIVE  DISTINCT  VI-SYNERAL  PRODUCTS 
FOR  FIVE  DIFFERENT  AGE  GROUPS— 
IN  SPECIALLY  BALANCED  POTEN- 
CIES. 


1. 

2. 

3. 

4. 

5. 


ADULTS 
ADOLESCENTS 
INFANTS  AND  CHILDREN 
NURSING  AND  EXPECTANT 
SPECIAL  GROUP  (Middle-aged 


* Trade  Mark  Reg.  U.  S.  Pat.  Off. 


Thousands  of  physicians  now 
prescribe  Vi-Syneral  as  a pro- 
phylactic health  agent  and  to 
help  maintain  maximum  fitness 
of  patients  during  therapy. 


MOTHERS 

and  Aged  Patients) 


1 Literature  and  sample  upon  request. 
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IN  VAGINAL  DISORDERS 


Because  of  its  contained  ingredients  (chlor-iodo-cam- 
phoric  aldehyde,  levo-hyoscine  oleinate,  and  menthol 
in  an  alcohol-chloroform-ether  vehicle),  Calmitol  Oint- 
ment blocks  the  further  transmission  of  offending  im- 
pulses, exerts  a mild  antiseptic  action,  contributes  to 
resolution  by  local  hyperemia.  In  obstinately  severe 
pruritus,  Calmitol  Liquid  is  recommended  prior  to 
application  of  Calmitol  Ointment,  except  on  sensitive 
areas  or  denuded  surfaces. 


★ Although  vaginal  affections  may  lead  to  many  types  of 
subjective  discomfort,  the  most  annoying  and  persistent  of 
all  symptoms  is  pruritus.  Continuous,  constantly  fixing  the 
patient’s  attention  upon  the  local  involvement,  and  fre- 
quently so  intense  that  it  amounts  to  actual  torment,  pru- 
ritus vulvae  demands  immediate  diagnostic  and  therapeutic 
attention.  If  sufficient  restraint  cannot  be  summoned,  trau- 
matic lesions  due  to  scratching  may  seriously  complicate  the 
picture.  Relief  is  imperative  because  of  the  adverse  influence 
upon  emotional  equilibrium.  Through  the  specific  anti- 
pruritic influence  of  Calmitol  Ointment,  pruritus  vulvae  is 
promptly  alleviated.  It  lessens  the  sensibility  of  the  afferent 
nerve  endings,  and  its  lanolin-petrolatum  base  protects  the 
tissues  from  the  irritating  local  secretions.  With  Calmitol 
Ointment,  prolonged  subjective  relief  is  readily  maintained 
while  search  for  the  underlying  cause  is  conducted. 


101  West  31st  Street  New  York,  N.  Y. 


CALMITOL 
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ADVANCES  IN  CANNING  TECHNOLOGY 

II.  Development  of  the  Tin  Container 


• Appert,  discoverer  of  canning,  did  not 
know  the  reasons  why  his  procedure  for 
food  preservation  was  successful.  He  clearly 
recognized,  however,  that  his  containers 
must  be  so  constructed  and  sealed  as  to  pre- 
vent contact  of  the  food  therein  with  air, 
after  heat  processing.  Today  we  know  that 
this  is  necessary  to  prevent  re-infection  of 
the  food  with  air-borne,  spoilage  micro- 
organisms. 

As  containers,  Appert  suggested  glass  con- 
tainers sealed  by  corks;  the  reason  given  is 
that  glass  is  the  "matter  most  impenetrable 
by  air”  (1).  In  1810,  one  year  after  Appert’s 
discovery  was  announced,  Peter  Durand, 
an  Englishman,  patented  a procedure  very 
similar  to  Appert’s,  which  covered  the  use  of 
a variety  of  containers,  among  them  "vessels 
of  tin  (tin-plated  iron).”  From  that  time 
forward,  the  use  of  tin-plated  containers 
rapidly  progressed. 

Commercial  canning  began  in  America 
about  1819.  In  1825,  Kensett  and  Daggett, 
two  pioneers  of  canning  in  this  country, 
received  an  American  patent  covering  the 
use  of  tin-plated  containers.  Shortly  there- 
after, the  name  "tin  can”  was  coined  from 
the  abbreviation  of  the  formal  name,  "tin 
cannisters.” 

The  story  of  the  development  of  the  tin 
can  in  America  is  an  absorbing  one  which 
has  been  related  in  more  detail  elsewhere 
(2,  3,  4).  By  the  time  of  the  war  between 
the  States,  the  "hole  and  cap”  type  of  can 
had  been  evolved.  About  1890,  can-making 
machinery  was  introduced  to  replace  the 


older  hand-manufacturing  operations  where- 
by a skilled  artisan  could  produce  about 
6 cans  per  hour.  Modern  can-manufacturing 
lines  operate  at  speeds  as  high  as  350  cans 
per  minute. 

The  first  three  decades  of  the  current 
century  witnessed  the  development  of  ma- 
chinery to  make  the  modern  type  or  "sani- 
tary style”  can  now  universally  used  for 
fruits,  vegetables,  and  a wide  variety  of  other 
products.  The  past  ten  years  have  brought 
vast  improvements  in  the  tin  plate  from 
which  cans  are  made.  Not  long  ago,  almost 
any  type  of  sheet  steel  was  considered 
satisfactory.  Today  plate  for  cans  must 
comply  with  rigid  physical  and  chemical 
specifications  established  by  the  Research 
Laboratory  of  the  can  manufacturer. 

As  far  as  can  be  determined,  tin  con- 
tainers were  first  introduced  to  avoid  break- 
age which  was  experienced  with  the  glass 
containers  proposed  by  Appert.  The  other 
desirable  characters  of  the  tin  container  for 
foods  were  not  fully  appreciated  at  first; 
among  these  advantages  should  be  men- 
tioned its  rapid  rate  of  heat  transfer,  its  low 
weight  in  relation  to  its  capacity,  and  its 
opacity  to  light.  Nor  was  the  importance 
which  the  tin  can  has  attained  in  our  na- 
tional life  fully  appreciated  until  world 
developments  caused  America  to  pause  and 
take  inventory.  Only  then  was  it  generally 
realized  that  from  its  humble  start  130 
years  ago,  the  tin  can  has  risen  to  become 
an  indispensable  article  in  our  modern 
civilization. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York,  N.  Y. 
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We  want  to  make  this  series  valuable  to  you , so  we  ask  your  help. 
Will  you  tell  us  on  a post  card  addressed  to  the  American  Can 
Company , New  York , N.  Y.,  what  phases  of  canned-foods  knowledge 
are  of  greatest  interest  to  you?  Your  suggestions  will  determine  the 
subject  matter  of  future  articles.  This  is  the  sixty-eighth  in  a series 
which  summarizes , for  your  convenience , the  conclusions  about 
canned  foods  reached  by  authorities  in  nutritional  research. 


The  Seal  of  Acceptance  denotes  that 
the  statements  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


NUTRITION  RESEARCH  LABORATORIES 


ERTRON 

Reg.  U.  S.  Pat.  Off. 

Clinical  Background 


Reports  of  the  observations  of  various  re- 
search workers,  as  published  in  leading  medi- 
cal periodicals,  demonstrate  conclusively  the 
outstanding  therapeutic  response  to  Ertron 
when  administered  in  adequate  dosage.  The 
study  is  by  no  means  concluded,  and  even  at 
the  present  time  Ertron  is  being  studied  in  a 
number  of  leading  arthritis  clinics  through- 
out the  country. 

The  safety  factor  with  Ertron  is  considered 
of  practically  equal  importance  with  its  effec- 
tiveness in  controlling  arthritis.  It  enables  the 
physician  to  prescribe  high  dosages  without 
untoward  effects. 

Average  Maintenance  Dose  ...  3 to  5 cap- 
sules daily.  Complete  outline  of  dosage  avail- 
able on  request. 

Ertron  is  available  in  bottles  of  50  and  100 
capsules,  each  capsule  con- 
taining 50,000  U.S.P.  Units 
of  Vitamin  D (Whittier 
Process). 


The  physician  who  Ertronizes  his 
arthritis  patients  finds  real  pleasure  in  seeing 
them  return  to  work  after  a long  period  of 
disability. 

Effectiveness  of 


332  S.  Michigan  Avenue 


Chicago,  Illinois 
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Diaphragms  for 

EVERY  Condition 


HOLLAND -RANTOS  offers  a most  com- 
plete line  of  diaphragms.  We  invite 
inquiries  concerning  specific  conditions. 


• • • 

The  H-R  Koromex  diaphragm  (coil 
spring  type)  is  available  in  sizes  from 
No.  50  to  No.  105  mm.,  and  is  indicated 
for  use  in  all  normal  anatomies. 

The  H-R  Mensinga  diaphragm  (watch 
or  flat  spring)  is  available  in  sizes  from 
No.  50  to  No.  90  mm.  including  half 
sizes,  and  is  indicated  where  there  is  a 
slight  redundancy  of  the  mucosa  of  the 
retro  pubic  space,  or  a slight  relaxation 
of  the  anterior  vaginal  wall. 

The  H-R  Matrisalus  diaphragm  is 
available  in  sizes— No.  1 to  No.  6 cor- 
responding to  65,  70,  75,  80,  85  and  90 
mm.  This  special  shaped  diaphragm  is 
indicated  in  cases  of  cystocele  or  pro- 
lapse where,  owing  to  relaxed  vaginal 
walls,  the  ordinary  diaphragm  cannot 
be  retained  in  position. 


Send  for  copy  of  "Physician's  Diaphragm  Chart 
and  Fitting  Technique" 


551  FIFTH  AVENUE  • NEW  YORK 
308  WEST  WASHINGTON  ST.  • CHICAGO 
520  WEST  7th  STREET  • LOS  ANGELES 
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A Reminder  from  Borden  about 

FOUR  KEY  PRINCIPLES 
IN  INFANT  FEEDING 


Four  key  principles  in  infant  feeding  make  Biolac 
the  outstanding  prepared  - formula  liquid  infant 
food : 

1.  Fat  Adjustment:  In  Biolac,  the  fat  content  is 
reduced  to  a moderate,  readily  assimilable  level — 
and  is  homogenized  to  provide  smaller,  more  readily 
digestible  fat  droplets. 


2.  Protein  Concentration:  In  Biolac,  protein  is  sim- 
ilarly homogenized  for  easier  digestibility.  It  is 
maintained  at  a somewhat  higher  level  than  in 
breast  milk  to  provide  ample  protein  for  the  period 
of  fastest  growth. 


3.  Carbohydrate  Adjustment:  In  Biolac,  as  in  breast 
milk,  carbohydrate  is  provided  solely  by  lactose  — 
nature’s  sole  carbohydrate  for  the  first  few  months 
of  all  mammalian  life. 


4.  Vitamin  Adjustment:  In  Biolac,  Vitamins  A,  Bi, 
and  D,  also  iron,  are  supplied  in  accepted  amounts, 
assuring  the  baby  of  a constant  and  adequate  supply. 

Biolac  needs  only  to  be  mixed  with  boiled  water. 
It  is  sold  only  in  drugstores;  and  no  directions  are 
given  to  the  laity. 

Please  enclose  professional  card  or  letterhead 
when  requesting  literature  or  samples.  The 
Borden  Co.,  350  Madison  Ave.,  New  York  City. 
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Oliver  Picrate,  Wyeth,  has 
a convincing  record  of  effec- 
tiveness as  a local  treat- 
ment for  acute  anterior 
urethritis  caused  by  Neis- 
seria gonorrheae.  (1)  An 
aqueous  solution  (0.5  per- 
cent) of  silver  picrate  or 
water-soluble  jelly  (0.5  per- 
cent) are  employed  in  the 
treatment. 

1.  Knight,  F.,  and  Shelan- 
ski,  H.  A.,  "Treatment 
of  Acute  Anterior 
Urethritis  with  Silver 
Picrate/’  Am.  J.  Syph. 
Gon.  & Ven.  Dis.,  23, 
201  (March)  1939. 

^Silver  Picrate,  is  a definite  crystal- 
line compound  of  silver  and  picric 
acid.  H Is  available  in  the  form  of 
crystals  and  soluble  trituration  for 
the  preparation  of  solutions,  sup- 
positories, water-soluble  feHy,  and 
powder  for  vaginal  insufflation. 


& BROTHER 


INDEX  TO  ADVERTISERS 


* * * 


RULES — Advertisements  published  must  be  ethical. 
Formulas  of  medical  preparations  must  have  been 
approved  by  the  Journal  Management  Committee  before 
the  advertisement  can  be  accepted. 


American  Can  Company 

Atlas  Surgical  Supply  Co 

A.  C.  Barnes  Company 

Dr.  Barnes  Sanitarium 

J.  Beeber  Company 

Borden  Company,  The 

Bovinine  Company,  The 

Brewer  & Co.,  Inc 

Brigham  Hall  Hospital 

Brunswick  Home 

Carbisulphoil  Company 

Carstairs  Bros.  Distilling  Co.,  Inc.. 
Cavendish  Pharmaceutical  Corp. . . 

R.  B.  Davis  Company 

Doak  Co.,  Inc 

Doho  Chemical  Corp.,  The 

Eickhorn  Surgical  Co 

Falkirk  in  the  Ramapos 

Glenmary  Sanitarium 

Gold  Pharmacal  Company 

Grant  Chemical  Co.,  Inc 

Greenmont  on  Hudson 

Halcyon  Rest 

Holland-Rantos  Co.,  Inc 

Hynson,  Westcott  & Dunning,  Inc. 

Interpines 

Latimer  Laboratory,  Inc 


206 

305 

195 

299 

212 

209 

295 

212 

301 

301 

203 

3rd  Cover 
214 

213 

214 
212 
305 
299 
299 
301 

2nd  Cover 
301 
299 
208 
297 
299 
196,  197 


Thos.  Leeming  & Co.  Inc 205 

Liebel-Flarsheim  Co.,  The 199 

Eli  Lilly  and  Company 216 

Louden-Knickerbocker  Hall,  Inc 301 

R.  H.  Macy  & Co.,  Inc 199 

Maltex  Company,  The 297 

Mandl  School 303 

The  Maples,  Inc 301 

Mead  Johnson  & Company 4th  Cover 

Meador  Publishing  Company 305 

Mease  Hospital 301 

Medical  Employment  Agency,  The 305 

Philip  Morris  & Co 211 

National  Association  of  Chewing  Gum 

Manufacturers 214 

National  Discount  & Audit  Co 212 

Nutrition  Research  Laboratories 207 

Ortho  Products,  Inc 306 

Paine  Hall 303 

Parke,  Davis  & Company 289 

Pediforme  Shoe  Co 212 

Pinewood 301 

Z.  H.  Polachek 305 

Queens  Village  Sanatorium 301 

Rademaekers  & Sons,  W.  H 305 

G.  D.  Searle  & Company 293 

E.  R.  Squibb  & Sons 215 

Terrace  House 299 

Charles  B.  Towns  Hospital,  The 299 

U.  S.  Vitamin  Corp 204 

Wander  Company,  The 201 

Harry  F.  Wanvig 297 

West  Hill 301 

Winthrop  Chemical  Co.,  Inc 291 

Woodlawn  Sanitarium,  Inc 301 

John  Wyeth  & Brother,  Inc 210,  287 

Zemmer  Company,  The 305 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


yh  the  Edema 


showing  the  influence  of  hygroscopic  agents  in 
cigarettes  on  the  membranes  of  rabbits’  eyes.* 


on  instillation  of  smoke 
solution  from  ordinary 
cigarettes.  (Note  nic- 
titating membrane 
more  extended.  Bulbar 
conjunctiva  is  raised 
and  palpebral  conjunc- 
tiva is  edematous  and 
redundant.) 


TYPICAL 
I + EDEMA 


oninstillation  of  smoke 
solution  from  Philip 
Morris  Cigarettes. 
(Note  extension  of 
edematous  nictitating 
membrane  over  the 
bulb.) 


TYPICAL 
3 + EDEMA 


NORMAL 


CLINICAL  CONFIRMATION :**  When 

smokers  changed  to  Philip  Morris,  every  case  of 
irritation  of  the  nose  and  throat  due  to  smoking 
cleared  completely  or  definitely  improved. 


*Proc.  Soc.  Exp.  Bio.  and  Med.,  1934, 32, 241-24 5 
** Laryngoscope,  1935,  XLV,  No.  2, 149-154 
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UNDER  PR01  aT  ate  adapted  {or 

The  newest  ideas  in  iaS^°n  °°  ^ Built  ovei  Pediiotme 

doctor. 


AN  36  West  36th  St.,  ■ 

BROOKLYN- 1»  ru‘»b».h  Ave/;  NEW 

eordham,  «»  — c“"c°"”e'  s-j; S£S%ft % «—  Ave- 


EFFECTIVE  THERflPV 

IN 

o^yrieJu 


Requires  Analgesia 
Bacteriostasis,  and 
Dehydration  of  the  Tissues. 


THE  DOHO  CHEMICAL  CORPORATION 
New  York  - Montreal  - London 


the  success  o/THESODATE  (Brewer) 

(Original  enteric  coated  tablet  of  Theobromine  Sodium  Acetate) 

is  due  to  three  factors: 

1-  It  is  Clinically  Proven 

2.  It  is  effectively  Enteric  Coated 

3.  It  is  decidedly  Less  Expensive. 

Indicated  in  treatment  of  coronary  artery  disease  and  edema. 

Dosage:  One  lx/%  gr.  tablet  4 times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription,  in  71/*  gr.  tablets  with  or  without  Phenobarbital 
O/2  gr.),  or  33/4  gr.  tablets  with  or  without  Phenobarbital  O/4  gr.)  100 
per  bottle. 

Samples  and  literature  on  request 

BREWER  & COMPANY,  INC.  Worcester , Mass. 

PHARMACEUTICAL  CHEMISTS  SINCE  1852 

COLLECTIONS 

Specialists  in  the  Collection  ot  Professional  Accounts 

Send  card  or  prescription  blank  for  details 

NATIONAL  DISCOUNT  & AUDIT  CO. 
Herald  Tribune  Bldg. — New  York 

Representatives  in  all  parts  of  the  United  States  and  Canada 


If  it’s  for  your  office,  Beeber  has  it.  Any- 
thing from  a needle  to  an  X-ray.  Visit  any 
of  our  showrooms  and  see  for  yourself. 

J.  BEEBER  CO. 

BUFFALO  NEW  YORK  PHILADELPHIA 

922  Main  St.  838  Broadway  1109  Walnut  St. 

1 
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A New  brochure 

FOR  THE  PROFESSION  about 


Here  is  a new  book  for  the  profession  that  will  explain  COCOMALT  and  its  use 
in  numerous  conditions.  We  believe  that  the  busy  doctor  will  appreciate  such  a 
handy  reference  manual.  It  includes  such  chapters  as : 

“Nutritional  Requirement  of  the  Growing  Child” 

“Essential  Food  Requirements” 

“The  Vitamins  as  Essential  Nutrients” 

“The  Minerals” 

“The  Therapeutic-Nutritional  Character  of  COCOMALT” 

Included  are  charts  of  common  nutritional  disturbances  and  their  relation  to  vita- 
min-mineral factors.  There  is  also  a complete  bibliography  with  a resume  of  recent 
clinical  reports  in  several  nutritional  fields.  We  have  reserved  a copy  for  you,  doctor. 
Just  fill  the  attached  coupon,  send  it  to  us,  and  the  brochure  will  be  sent  immediately. 


A Q\  * R.  B.  DAVIS  COMPANY  • Hoboken,  N.  J. 

« I 3 , 1 J V X i Please  send  me  the  new  professional  brochure,  also 

a trial  package  of  COCOMALT.  nrrPT  qnn2 

COMPANY  ! 

■ 

Street  

HOBOKEN  • N.J.  j City State 


New,  Clinically  Proven 
Therapy  lor 
Cardiovascular  Diseases 

Carnacton  is  an  extract  of  biologically 
tested,  potentially  dynamic  diaphragm  mus- 
cle. The  greater  vascularization  and  higher 
metabolic  rate  of  this  muscle  render  it  far 
more  potent  and  reliable  in  these  conditions 
than  skeletal  or  heart  muscle. 

This  marked  efficiency  is  manifested  clin- 
ically by  Carnacton  in  Angina  Pectoris, 
Arteriosclerosis,  Cardiac  Dyspnoea,  Oblitera- 
tive Arterial  Disease,  Intermittent  Claudica- 
tion, Raynaud’s  Phenomena. 

Obtainable  in  1 cc.  and  2 cc.  ampoules  in 
boxes  of  12  and  50 ; vials  of  30  cc.  and  50  cc.  for 
oral  use.  Write  Dept.  6 for  literature. 

Cavendish  Pharmaceutical  Corp. 

25  West  Broadway,  N.  Y. 
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DOAK  CO..INC 

CLEVELAND,  OHIO 


Here's  an  idea  for  you.  Doctor— 

Inviting  them  to  have 
some  wholesome 


Your  patients,  big  and  little, 
welcome  a thoughtful  gesture 
such  as  your  offering  them 
some  delicious  Chewing  Gum. 


makes  for  smiles 
all  around 

Of  course,  Doctor,  as  you  know, 
chewing  helps  the  mouth  taste 
clean  and  pleasant,  helps  relieve 
tension  and  aids  digestion.  Also, 
it  makes  a satisfying  in-between- 
meal  treat. 

Offer  it  to  your  patients  and 
enjoy  the  daily  chewing  of  gum 
yourself. 

You’ll  like  chewing  gum.  See 
how  it  helps  make  your  days  a 
trifle  easier  for  you. 

Get  several  packages  of  delicious 
Chewing  Gum  today.  Have  it  handy 
for  your  patients  and  for  yourself. 

National  Association  of  Chewing  Gum  Manufacturers 
Rosebank,  Staten  Island,  New  York 


Yes,  offering  them 
some  Chewing  Gum 
helps  make  you 
both  feel  friendlier 
and  closer. 
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The  definite  practical  importance  of  Vitamin  In- 
active compounds  has  been  shown  to  be  their  ability  to  prevent  and 
control  certain  hemorrhagic  states  caused  by  a lowered  prothrombin 
content  of  the  blood  associated  with  patients  with  Vitamin  K deficiency. 
Such  deficiencies  often  occur  in  jaundiced  patients;  in  individuals  with 
liver  damage  and,  in  the  new-born. 

Investigations  at  The  Squibb  Institute  for  Medical  Research  on 
natural  and  synthetic  prothrombinogenic  substances  resulted  in  the 
discovery  of  the  outstanding  anti-hemorrhagic  activity  of  Thyloqui- 
none  (2-methyl- 1,  4-naphthoquinone).  Later  reports  from  many  differ- 
ent laboratories  have  confirmed  this  discovery  with  the  result  that 
Thyloquinone  is  now  recognized  as  the  most  potent  known  compound 
with  Vitamin  K activity.  It  is  more  rapidly  utilized,  is  effective  in 
smaller  dosage  and  is  more  economical  to  use  than  the  natural  Vitamin 
K,  or  K2  concentrates. 

Thyloquinone  is  indicated  in  conditions  where  the  blood  has  a sub- 
normal prothrombin  content  because  of  Vitamin  K deficiency  such  as 
obstructive  jaundice,  biliary  fistula,  and  certain  hepatic  and  intestinal 
derangements.  It  is  a highly  desirable  prophylactic  routine  at  or  near  term 
in  every  pregnancy. 


TWO  FORMS  FOR  ORAL  ADMINISTRATION 

Thyloquinone  in  Oil  in  5 cc.,  10  cc.,  and  50  cc.,  vials,  each  1 cc.  of  corn  oil  contain- 
ing 1 mg.  Thyloquinone. 

Thyloquinone  in  Oil  in  Miniature  Capsules,  representing  1 mg.  Thyloquinone 

in  corn  oil,  individually  sanitaped;  in  boxes  of  20,  50  and  100. 

“Thyloquinone"  is  a trade-mark  of  E.  R.  Squibb  & Sons. 

For  literature  address  the  Professional  Service  Departme?it , 745  Fifth  Avenue , New  York 


ER:  Squibb  & Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858. 
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Cornerstones 


* Only  through  ability  to  establish  and 
maintain  high  standards  and  to  contribute 
new  and  useful  products  for  the  control  of 
disease  can  a pharmaceutical  manufacturer 
become  a helpful  factor  in  world  medicine. 


EPHEDRINE 
INHALANTS,  LILLY 


Topically  applied  to  inflamed  nasal  mucous  membrane,  ephed- 
rine  relieves  congestion  and  facilitates  drainage. 

Inhalant  Ephedrine  (Plain),  Inhalant  Ephedrine  Com- 
pound, and  Ephedrine  Jelly,  through  many  years  of  use,  have 
proved  their  worth  in  increasing  nasal  ventilation  during  re- 
spiratory infections. 


Eli  Lilly  and  Company 


Principal  Offices  and  Laboratories , Indianapolis , Indiana , U.  S.  A. 
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Editorial 

Industrial  Health  and  the  Defense  Program 


The  sessions  of  the  Third  Annual  Con- 
gress on  Industrial  Health,  recently  con- 
cluded in  Chicago  under  the  auspices  of 
the  Council  on  Industrial  Health  of  the 
American  Medical  Association,  shed  much 
cold,  searching  light  upon  the  problems 
of  industrial  health  and  the  deficiency  of 
current  facilities  for  meeting  them. 

A critical  analysis  of  the  data  pre- 
sented seemed  to  indicate  a great  lack  in 
the  recent  past  of  intelligent,  coordinated 
integration  between  industry  on  the  one 
hand  and  administrative  education  on  the 
other.  The  net  result  seems  to  be  that 
industry  has  attempted,  in  solving  its 
safety  problems,  to  enter  the  educational 
field  in  an  effort  to  create  practically 
trained  personnel,  while  educational  in- 
stitutions have  confined  themselves 
largely  to  inquiry  along  the  line  of  pure 
research.  While  these  several  activities 
have  undoubtedly  produced  some  results, 
they  have  left  unfilled  enormous  gaps,  due 
to  the  disjointed  and  apparently  little 
coordinated  schedules.  These  gaps  be- 
come the  more  apparent  as  the  speed-up 
of  industry  progresses  in  the  production 
of  defense  materials.  Shortages  begin  to 
appear  in  nursing  and  other  technically 
trained  personnel;  an  inadequate  number 
of  physicians  apparently  are  familiar 
with  the  technics  of  industrial  preventive 
medicine  and  industrial  disease  diagno- 
sis; labor  shortages  are  creating  prob- 
lems in  the  employment  of  the  physically 
handicapped;  the  aging  of  the  popula- 


tion is  becoming  increasingly  a problem  of 
industrial  health. 

Always  important,  the  health  and  well- 
being of  industrial  workers  becomes  doubly 
significant  to  the  national  interest  in 
times  of  world  political  imbalance,  when 
the  national  safety  is  threatened  both 
within  and  without.  To  provide  a maxi- 
mum of  health  and  physical  efficiency 
four  agencies  are  involved : industrial 
management,  education,  government,  and 
medicine.  The  Council  on  Industrial 
Health  has  done  a most  commendable 
service  in  bringing  these  four  agencies 
together  in  this  Congress — toward  a mu- 
tual understanding  of  the  common  prob- 
lems to  be  met. 

The  industrial  speed-up  is  making 
acute  the  many  shortages  in  trained  per- 
sonnel. Surveys  of  small  shops  and  in- 
dustries by  the  government  reveal  the 
considerable  hazards  from  dusts,  chemi- 
cals, solvents,  etc.,  which  are  there  en- 
countered. More  than  mere  consulta- 
tion about  these  hazards  and  the  de- 
ficiency of  personnel  is  necessary.  Some- 
thing has  to  be  done  about  it.  Who  is  to 
do  it?  How  is  it  to  be  done?  Who  is  to 
pay  for  it?  Is  such  a program  to  be 
left  to  the  individual  states  to  meet  as 
they  think  fit,  or  should  such  a program 
be  organized  and  supervised  by  the 
Federal  government  through  such  an 
agency,  for  example,  as  the  Social  Security 
Administration?  To  say  how  it  should 
be  done  is  not  in  our  province.  A project 
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requiring  the  coordination  of  such  diverse 
activities  as  those  of  medicine,  nursing, 
engineering,  materials  production,  ad- 
ministration, chemistry,  architecture  and 
many  others  should  be  integrated  into  the 
general  defense  program  by  some  agency 
which  is  in  a position  to  know  what 
the  defense  program  contemplates. 

Industrial  hygiene  in  the  State  of 
New  York  is  under  the  supervision  of 
the  State  Department  of  Labor  and  has 
been  the  outgrowth  of  a campaign 
mainly  for  the  prevention  of  industrial 
accidents.  At  the  present  time  the 
Department  carries  on  through  its  Divi- 
sion of  Industrial  Hygiene  many  investi- 
gations of  factory  conditions,  dust  analy- 
ses, examinations  of  ventilating  systems 


and  the  like.  We  feel  sure  that  the  State 
Department  of  Labor  would  cooperate, 
as  would  the  State  Department  of  Health 
and  many  other  government  agencies,  in 
evolving  a plan  by  which  the  last  of  our 
questions  could  be  answered,  namely: 
how  such  an  expanded  program  of  in- 
struction in  industrial  hygiene  could  be 
financed.  For  financed  it  must  be. 
There  is  little  use  speaking  practically, 
in  drawing  elaborate  plans  or  developing 
projects  before  the  question  of  how  they 
are  to  be  paid  for  and  by  whom  is  settled. 
If  the  industrial  health  program  is  to  be- 
come an  effective  measure  for  national 
defense  it  must  be  coordinated  with  the 
general  plan  and  be  adequately  financed 
without  loss  of  time. 


“Tuberculosis  Must  Go” 


The  new  program  to  eradicate  tuber- 
culosis in  the  State  of  New  York,  outside 
of  New  York  City,  received  added  im- 
petus early  in  January  at  a meeting  of 
leading  state  officials,  executives,  and 
representatives  of  the  Medical  Society 
of  the  State  of  New  York  and  voluntary 
health  and  welfare  agencies.  The  meet- 
ing was  the  first  one  of  a special  coordi- 
nating committee  appointed  by  Com- 
missioner Edward  S.  Godfrey  to  initiate 
an  expanded  case-finding  and  control 
program  during  1941. 

Representing  the  State  Department  of 
Health  w^ere  Commissioner  Godfrey,  Dr. 
Robert  E.  Plunkett,  Dr.  V.  A.  Van 
Volkenburgh,  and  Miss  Marion  Sheahan; 
the  State  Department  of  Mental  Hy- 
giene, Commissioner  William  J.  Tiff- 
any; the  State  Department  of  Social 
Welfare,  Commissioner  David  C.  Adie; 
the  State  Charities  Aid  Association’s 
Committee  on  Tuberculosis  and  Public 
Health,  Mr.  Homer  Folks,  Mr.  George 
Nelbach,  Mr.  Robert  W.  Osborn;  the 
Medical  Society  of  the  State  of  New 
York,  Dr.  Peter  Irving,  secretary;  the 
Metropolitan  Life  Insurance  Company, 
Dr.  Donald  Armstrong,  third  vice  presi- 
dent. 

Elimination  of  tuberculosis  as  an  im- 


portant medical  and  social  problem 
within  twenty-five  years  or  an  even 
shorter  period  was  seen  as  a possibility  by 
Dr.  Godfrey,  if  to  its  control  were  applied 
the  knowledge  gained  by  past  experience 
and  if  specific  measures  for  its  prevention 
were  made  the  dominant  factor  in  dealing 
with  tuberculosis  as  the  infectious  disease 
it  is:  discovery  at  the  earliest  moment  of 
the  advanced  cases  which  spread  infection 
and  bringing  them  under  control.  To 
this  end  Mr.  Folks  announced  a grant  of 
$5,000  from  the  Metropolitan  Life  In- 
surance Company  to  help  finance  the 
participation  of  the  S.C.A.A.  in  the  tuber- 
culosis eradication  project  during  1941. 
The  Association’s  total  tuberculosis 
budget  is  $61,000.  In  1907  the  tubercu- 
losis mortality  rate,  said  Mr.  Folks, 
was  152.8  per  100,000;  in  1939,  it  had  de- 
clined to  36.4. 

The  program  for  1941  as  outlined  by 
Dr.  Plunkett  would  be  directed  toward 
a much  greater  concentration  of  effort 
upon  examination  of  contacts,  x-ray  ex- 
amination of  persons  presenting  symp- 
toms of  fatigue,  loss  of  weight,  persistent 
coughs,  or  other  unexplained  symptoms; 
case  finding  among  groups  particularly 
susceptible  because  of  occupations,  racial, 
age,  social,  or  economic  factors;  more 
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prompt  and  effective  utilization  of  hos- 
pital facilities.  Participating  in  the 
program  will  be  the  various  public  health 
authorities,  sanitariums,  tuberculosis  clin- 
ics, public  health  nursing  services,  tuber- 
culosis associations,  and  other  health 
and  welfare  agencies. 

The  active  participation  of  the  Medical 
Society  of  the  State  of  New  York  and  of 
its  various  component  county  societies 
in  such  a program  of  public  health  edu- 
cation as  that  advocated  by  the  coordi- 
nating committee  is  assured.  Such  a pro- 
gram of  case  finding  and  the  elimination 
of  sources  of  occupational  as  well  as  off- 
duty  tuberculosis  contacts  fits  appro- 
priately into  the  contemplated  national 
effort  to  eliminate  health  hazards  in 
industry  and  civil  life.  It  seems  to  meet 
the  requirements  in  that  it  will  be  com- 
petently directed  and  adequately  fi- 
nanced. 

Tuberculosis  Abstracts* 
CIXTEEN  and  one-half  million  men 
^ have  registered  for  military  service. 
Almost  one  million  of  them  have  thus  far 
been  selected.  According  to  news  reports 
the  men  will  be  subjected  to  a hardening 
process  to  the  point  where  they  will  be 
able  to  march  thirty  miles  per  day  bear- 
ing full  equipment.  It  is  highly  impor- 
tant that  among  them  there  shall  be  none 
who,  because  of  a tuberculous  focus,  will 
crack  under  the  strain.  So  that  costly 
lessons,  learned  during  the  World  War 
may  not  go  unheeded,  Spillman  in  an 
article  in  the  Journal  of  the  American 
Medical  Association  summarizes  the  meth- 
ods employed  to  discover  tuberculosis, 
calculates  the  enormous  cost  of  service- 
acquired  tuberculosis  and  discusses  what 
should  be  done  to  safeguard  the  nation’s 
manpower  and  financial  resources  against 
the  enemy  which  bores  from  within. 

Tuberculosis  and  Military  Service 

How  can  the  recruit  who  already  has  active 
tuberculosis  be  recognized,  that  he  may  be  rejected 
for  the  protection  of  himself  and  others? 

The  World  War  is  22  years  behind  us,  yet 
the  Federal  government  pays  in  compensation 
for  tuberculosis  that  originated  in  service  about 
$3,000,000  each  month.  Analysis  of  voluminous 

♦Reprinted  from  Tuberculosis  Abstracts:  14,  No.  1 
(Jan.)  1941. 


and  complicated  Federal  reports  dealing  with 
service-acquired  tuberculosis  yields  the  following 
approximate  figures: 


Cost  of  vocational  training 
Insurance 
Compensation 
Hospital  care 


$129,000,000 

130.000. 000 

600.000. 000 
100,000,000 

$959,000,000 


The  total  number  of  men  compensated  for  tu- 
berculosis in  1922  (it  is  not  feasible,  from  the 
annual  reports,  to  run  the  figures  back  past 
1922)  was  36,600.  In  1939,  the  total  number  was 
55,634,  including  1,947  deaths  for  that  year. 

The  cost  of  taking  a man  who  has  tuberculosis 
into  the  service  cannot  be  accurately  calculated 
because  of  many  factors  that  are  still  unknown 
and  costs  that  are  not  apparent,  but  the  author 
estimates  that  the  figure  would  be  somewhere 
around  $10,000  per  man  to  date,  certainly  not 
less  than  $7,500,  to  which  should  be  added  at 
least  $50  a month  for  the  rest  of  the  man’s  life 
and  compensation  for  his  dependents  after  death. 

Study  of  army  procedure  during  the  World 
War  leads  to  the  conclusion  that  the  methods  em- 
ployed for  the  detection  of  tuberculosis  were  in- 
adequate. This  does  not  detract  from  the  stat- 
ure of  that  distinguished  army  surgeon,  Colonel 
George  E.  Bushnell,  the  advisor  to  the  Surgeon 
General  on  all  matters  pertaining  to  tuberculosis. 
It  was  the  consensus  of  experts  in  1917  that  adult 
exogenous  infection  with  tuberculosis  is  rare,  that 
infection  in  childhood  is  well  nigh  universal  and 
that  every  infection  confers  an  immunity  to  any- 
thing short  of  massive  doses  of  bacilli  in  later  life. 
By  the  same  token,  adult  tuberculosis  was  held 
to  result  from  a reactivation  of  the  antecedent  in- 
fection. It  was  thought  that  for  every  soldier 
who  had  incurred  tuberculosis  as  a result  of 
military  service,  10  others  had  brought  the  disease 
with  them  into  the  army.  Present-day  experience 
does  not  uphold  this  belief — to  cite  at  random 
just  one  of  numerous  communications,  Diehl 
and  Myers  prove  the  development  of  6 cases  of 
tuberculosis  in  one  college  fraternity  a year  after 
one  of  its  members  was  found  to  have  a positive 
sputum,  and  the  development  of  tuberculosis  in 
a girl  several  years  after  her  sorority  roommate 
was  found  to  have  tuberculosis. 

Colonel  Bushnell  trained  a large  number  of 
highly  competent  diagnosticians,  to  whom  he 
imparted  the  significance  of  the  post-tussal  moist 
rale  and  the  technic  of  eliciting  it.  The  patient 
is  instructed  to  cough  gently  at  the  end  of  deep 
expiration.  When  he  inhales  after  the  cough  the 
rale  is  heard.  The  presence  of  persistent  moist 
rales  was  the  criterion  for  determining  the  exist- 
ence of  tuberculosis.  Several  prominent  physi- 
cians and  radiologists  tried  to  induce  the  Surgeon 
General  to  make  the  radiograph  the  decisive 
factor  in  the  diagnosis  of  pulmonary  tuberculosis. 
The  practical  difficulties  in  the  way  of  the  adop- 
tion of  the  radiograph  were,  however,  insuper- 
able, according  to  Colonel  Bushnell,  in  which 
conviction  he  was  supported  by  a special  com- 
mittee of  the  Council  of  National  Defense  which 
investigated  the  question.  Among  the  difficulties 
were  the  enormous  cost  of  photographing,  the 
impossibility  of  obtaining  a sufficient  number  of 
plates  (made  of  glass  and  most  of  it  imported 
from  Belgium)  and  the  lack  of  trained  radiolo- 
gists. 
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Draft  boards  set  up  in  every  community 
added  to  the  difficulty.  These  boards  included 
local  physicians  who  were  supposed  to  reject 
draftees  with  disqualifying  defects.  While  most 
draft  boards  functioned  honestly  and  intelligently 
there  is  evidence  in  official  publications  that,  far 
from  weeding  out  the  manifestly  tuberculous, 
some  boards  actually  concentrated  tuberculosis 
at  some  of  the  camps,  thinking  that  they  would 
benefit  by  change  of  climate  and  by  army  life. 
In  the  re-examination  of  19,827  men  at  Camp 
Kearny,  for  example,  853  cases  of  tuberculosis 
(4.83  per  cent)  were  discovered. 

With  this  background,  what  should  our  pro- 
cedure be  in  the  present  situation?  Of  the  avail- 
able methods  for  the  mass  diagnosis  of  tubercu- 
losis among  recruits,  physical  examination  and 
radiography  need  to  be  considered  on  a basis  of 
relative  merits.  Evidence  of  the  inadequacy  of 
physical  examination  to  detect  tuberculosis  is 
overwhelming.  The  last  word  so  far  as  the  army 
was  concerned  in  1917  was  that  “the  only  trust- 
worthy sign  of  activity  of  apical  tuberculosis  is 
the  presence  of  persistent  moist  rales.”  In 
the  light  of  present-day  knowledge  this  sign  is 
worth  only  about  12.5  per  cent.  In  spite  of  the 
acknowledged  skill  of  the  army  examiners  of 
1917  only  about  one-eighth  of  the  actually  exist- 
ent clinically  significant  tuberculosis  was  de- 
tected. 

The  radiograph  should  be  the  criterion  in  weed- 
ing out  tuberculosis  in  today’s  mobilization.  In 
what  form?  Fluoroscopy  gives  no  record  and  is 
highly  subjective.  As  demonstrated  by  the  ex- 
perience of  a large  life  insurance  company, 
fluoroscopy  in  skillful  hands  may  serve  as  an 
alternative  to  a prohibitively  expensive  routine 
of  roentgenography,  but  even  this  company 
has,  since  1936,  been  making  routine  roentgeno- 


grams of  the  chest  of  every  applicant  for  employ- 
ment. 

The  paper  roentgenogram  is  speedy  and  con- 
venient and  cheaper  than  celluloid.  Radiologists 
as  a whole  do  not  favor  the  paper  radiogram  while 
tuberculosis  workers  are  enthusiastic  over  it.  If 
celluloid  films  were  available  on  rolls  like  the 
paper  rolls  they  would  undoubtedly  be  preferred. 
Paper  roentgenograms  are  vastly  preferred  to  no 
roentgenograms  but  celluloid  would  be  preferred 
if  the  author  were  given  a choice. 

Photography  of  the  fluoroscopic  screen  is 
another  possibility.  But  if  this  method,  known 
as  fluorography,  is  no  more  than  90  per  cent 
efficient  as  compared  w\th  the  standard  celluloid 
roentgenogram,  as  the  author  believes,  the  10 
per  cent  shortage  in  diagnosis  would  cost  a great 
deal  of  money  in  compensation  later.  Fluorog- 
raphy is  today  a highly  promising  method  but 
awaits  further  improvements  before  it  can  com- 
pete with  celluloid  roentgenograms. 

For  radiography  there  are  many  kinds  of  ap- 
paratus varying  in  price  and  capacity.  What  is 
most  important,  however,  is  the  skill  and  knowl- 
edge of  the  operator. 

The  author’s  final  conclusion  is: 

“A  normal  chest  roentgenogram  should  be 
the  criterion  of  acceptance  in  a future  mobili- 
zation, including  the  proposed  draft  for  train- 
ing, and  it  should  be  made  and  reported  before 
the  recruit  has  spent  a night  away  from  his 
own  roof  to  obviate  a repetition  of  the  claims 
for  aggravation  of  pre-existing  tuberculosis 
which  occurred  during  and  after  the  World 
War.” 

The  Value  of  Radiography  in  Detecting  Tuber- 
culosis in  Recruits , Ramsay  Spillman , M.D. , 
J.A.M.A.,  Vol.  115 , No.  16,  October  19 
1940.. 


Early  Diagnosis  of  Cardiac  Syphilis 


The  importance  of  the  campaign  to 
eradicate  syphilis  by  early  and  intensive 
treatment  is  epitomized  by  the  statement 
of  Berk,1  in  this  issue  of  the  Journal, 
that  “ ...  . unsuspected  or  insufficiently 
treated  syphilis  may  manifest  itself  as  a 
cardiac  disease.  Once  clinically  recogniz- 
able, it  frequently  baffles  all  treatment. 
The  patient  ....  becomes  a hopeless  in- 
valid and  often  dies  without  warning.” 
The  vast  amount  of  clinicopathologic 
data  anent  cardiovascular  lues  has  added 
but  little  to  the  early  detection  of  in- 
volvement of  the  heart,  its  valves  and 
musculature  and  the  ramifications  of  its 
arterial  system.  Electrocardiographic 
studies  have  received  only  passing  atten- 
tion, and  those  recorded  in  the  literature 
have  dealt  mainly  with  the  changes  noted 
in  advanced  lesions. 

1Berk,  L.  H.:  N.  F.  State  J.  Med.,  this  issue. 


Berk’s  study,  over  a period  of  nine 
years,  of  172  cases  of  cardiovascular 
syphilis  showed  that  of  the  20  in  their 
earliest  stages,  wherein  clinical  evidence 
was  highly  equivocal  and  where  the 
electrocardiograms  showed  abnormal  de- 
viations in  only  5 per  cent,  the  graduated 
exercise  test  altered  this  figure  to  25  per 
cent.  Before  the  exertion  test  in  7 cases 
of  aortic  insufficiency,  5 were  normal 
electrocardiographically.  Following  ex- 
ercise, however,  marked  pathologic 
changes  were  noted.  In  2 cases,  the 
STi  and  ST2  were  negative  and  the  ST3 
positive;  in  2 others,  the  ST2  and  ST3 
were  negative;  while  in  the  remaining 
one,  the  ST3  alone  was  negative.  All 
of  these  showed  in  addition  numerous 
extra  systoles  from  ectopic  foci.  It  is 
Berk’s  opinion  that  an  objective  diagno- 
sis of  early  cardiovascular  syphilis  is 
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possible  by  electrocardiographic  studies 
made  with  the  graduated  exercise  tests. 
Where  95  per  cent  of  these  cases  exhibited 
normal  findings  with  the  usual  method  of 
examination , transient  myocardial  anoxe- 
mias and  pathologic  cardiographs  were 
demonstrable  in  25  per  cent  of  the  cases 
examined  on  recordings  taken  at  inter- 
vals of  from  two  to  ten  minutes  after 
effort.  A positive  test  is  indicated  by  a 
characteristic  upward  or  downward  dis- 
placement of  the  RS-T  junction  and 
alterations  of  this  segment  in  two  or  more 


leads.  Ectopic  beats  and  changes  in 
the  initial  deflection  were  also  pres- 
ent. 

That  a normal  or  borderline  electro- 
cardiogram in  a case  of  syphilitic  aortitis 
with  beginning  ostial  stenosis  can  be- 
come positive  after  the  exercise  tests  is 
an  observation  of  note.  If  his  studies  are 
confirmed,  the  routine  use  of  this  pro- 
cedure in  the  follow-up  of  luetics  under 
treatment  may  unearth  cardiovascular 
syphilis  at  a much  earlier  stage  than  is 
possible  at  the  present  time. 


Educational  Offensive 


The  importance  of  the  early  diagnosis  and 
thorough  treatment  of  syphilis  cannot  be 
overemphasized.  Especially  at  this  time  it  is 
of  the  utmost  importance  in  view  of  the  in- 
creasing number  of  young  men  entering  mili- 
tary service.  For  this  reason  we  devote  this 
issue  of  the  Journal  to  a symposium  on  syph- 
ilis as  our  contribution  to  the  educational 
offensive  being  conducted  by  the  Surgeon 
General. 

Surgeon  General  Thomas  Parran,  in  a letter 
to  State  Health  Officers,  announces  plans  to 
acquaint  every  man  registering  under  the 
Selective  Service  and  Training  Act  with  the 
facts  about  syphilis  and  gonorrhea  and  their 
relation  to  national  defense,  and  he  urges 


that  registrants  have  blood  tests  for  syphilis. 

“Registrants  for  America’s  first  peacetime 
draft,”  Dr.  Parran  pointed  out,  “make  up  the 
age  group  in  which  is  concentrated  most  cases 
of  infectious  syphilis.  Blood  tests  of  this 
group  will  lead  to  the  discovery  of  a large 
number  of  cases  of  syphilis  in  the  stage  of  the 
disease  during  which  treatment  is  most  effec- 
tive. Stopping  the  spread  of  syphilis  among 
this  group  would  bring  the  control  of  syphilis 
among  the  whole  population  nearer  by  many 
years. 

“Discovery  and  treatment  of  syphilis  among 
registrants  now  will  increase  the  reservoir  of 
men  available  for  active  and  efficient  duty  in 
the  armed  forces  and  in  industry.” 


Work  in  a British  Clearing  Station 


With  our  defense  program  under  way  and 
with  little  else  to  help  us  except  our  experi- 
ences in  the  last  war  and  probably  some 
scant  reports  that  have  filtered  through  from 
the  Spanish  civil  war,  the  brief  notation  of 
Brown,  Dennison,  Ross,  and  Divine,1  on  their 
experiences  at  a clearing  station  in  Britain 
during  the  evacuation  from  Dunkirk,  affords 
us  a guide  for  the  activity  of  the  Medical 
Corps  in  this  new  type  of  warfare. 

Within  a space  of  twenty-four  hours,  500 
seriously  wounded  men,  exhausted  by  lack  of 
sleep,  food,  and  constant  bombardment,  were 
admitted  to  this  receiving  station.  Copious 
drinks  of  hot  tea  cut  down  the  number  of  in- 
travenous infusions  which  otherwise  would 

1 Brown,  J.  M.f  Dennison,  W.  M.,  Ross,  J.  A.,  and 
Divine,  D.:  Lancet  239:  143  (1940). 


have  been  necessary.  Prolonged  treatment 
for  shock,  with  the  aid  of  cradles,  transfusions, 
morphine,  and  synthetic  adrenal  hormones 
saved  many  lives.  Surgical  cases  were  divided 
into  immediate,  early,  and  late.  In  the  first 
category  were  included  head  wounds,  per- 
forating abdominal  wounds,  severe  burns,  and 
thoracic  injuries.  Following  the  evacuation 
of  these  cases,  fractures,  removal  of  foreign 
bodies,  and  cases  requiring  colostomy  received 
attention. 

Amputations  and  cases  of  gangrene  then 
followed.  The  therapy  here  was  irrigation 
with  peroxide  of  hydrogen,  local  application 
of  sulfapyridine,  and  the  administration  of 
the  drug  orally.  Their  report,  that  the  closed 
plaster  technic  for  treating  infected  wounds 
proved  more  simple  and  efficacious  than  the 
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old  method  of  irrigation  with  Carrel-Dakin 
solution,  is  notable  and  bears  out  our  current 
reports. 

It  appears  that  the  only  problem  that  pre- 
sented difficulties  at  this  casualty  clearing 
station  was  that  of  anesthesia.  Due  to  the 
severe  shock  and  exsanguination  which  these 


soldiers  exhibited,  the  deepest  stages  were 
reached  with  a minimum  amount  of  anes- 
thetic. That  this  small  British  hospital  could 
treat  successfully  500  wounded  under  the  most 
adverse  conditions  within  a period  of  twenty- 
four  hours  is  a tribute  to  the  resource  of  the 
medical  profession. 


Correspondence 

NEW  YORK  STATE  REREGISTRATION  FOR  PHYSICIANS  IN  MILITARY  SERVICE 
Attention  of  all  concerned  is  called  to  the  following  correspondence,  which  is  self-explanatory. 


Medical  Society  of  the  State  of  New  York,  292  Madison  Avenue,  New  York 
December  28,  1940 


Mr.  Charles  B.  Heisler,  Director 
Division  of  Professional  Education 
University  of  the  State  of  New  York 
State  Education  Department 
Albany,  New  York 

Re:  Reregistration  of  Physicians  Called  into 

Uniformed  Service 

Dear  Mr.  Heisler: 

A question  has  just  been  asked  me  that  I was 
unable  to  answer,  and  I would  be  very  much 
obliged  if  you  would  let  me  have  an  official  ruling 
that  will  cover  the  matter.  A doctor  in  practice 
in  this  city  who  went  into  service  in  the  middle  of 


December  expects  to  be  in  uniform  throughout 
1941,  and,  therefore,  absent  from  practice.  Does 
the  law  require  that  he  reregister  for  1941,  or  can 
he  legally  omit  reregistration  and  payment  of  the 
$2.00  fee  until  he  returns  to  practice? 

I presume  many  such  questions  will  come  to 
this  office  from  now  on.  It  is  in  my  mind  that 
we  could  be  helpful  both  to  your  office  and  to  the 
doctors  if  we  had  on  record  a definite  ruling  from 
whatever  source  that  should  come. 

If  you  would  think  well,  I would  be  very  glad, 
in  addition,  to  publish  an  announcement  in  the 
New  York  State  Journal  of  Medicine. 

Sincerely  yours, 

Peter  Irving,  M.D.,  Secretary 


The  University  of  the  State  of  New  York 
The  State  Education  Department 
Albany 

January  3,  1941 


Dr.  Peter  Irving,  Secretary 
Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue 
New  York,  New  York 

Dear  Dr.  Irving: 

I am  glad  to  give  you  a ruling  on  the  question 
raised  in  your  letter  of  December  28. 

The  law  prescribes  that  every  physician  actu- 
ally engaged  in  the  practice  of  medicine  under  the 
laws  of  this  state  must  register  with  the  Depart- 
ment each  year.  This  means  that  any  physician 
so  engaged  in  practice  during  any  part  of  the  year 
1941  must  register,  even  though  he  may  be 
otherwise  engaged  for  the  greater  part  of  the 
year. 

On  the  other  hand  a physician  not  so  engaged 
during  the  whole  of  the  year  1941,  whether  by 


reason  of  military  service  or  for  some  other 
cause,  is  not  required  to  register  although  he  may 
do  so,  if  he  wishes,  in  order  that  his  name  may 
appear  in  the  printed  list.  The  failure  to  register 
by  such  a physician  in  no  way  affects  the  validity 
of  his  license. 

Therefore,  a physician  who  was  engaged  in 
practice  in  this  state  on  January  1,  1941,  must 
register,  even  though  he  expects  to  enter  military 
service  within  the  month  or  later  and  a physician 
who  was  not  engaged  in  practice  in  this  state  on 
January  1,  1941,  is  not  required  to  register  until 
he  resumed  his  former  status  and  again  takes  up 
the  practice  of  medicine  in  this  state  later  in  1941 
or  thereafter. 

You  are  quite  at  liberty  to  give  this  letter  such 
publicity  as  you  may  wish. 

Very  truly  yours, 

Charles  B.  Heisler,  Director 


CARDIOVASCULAR  SYPHILIS 
A Clinical  and  Electrocardiographic  Study 
L.  H.  Berk,  M.D.,  New  York  City 


SINCE  statistics  show  a decline  in  syphilis, 
the  incidence  of  cardiovascular  syphilis 
will  probably  diminish  in  the  future.  At 
present,  however,  cardiovascular  syphilis  re- 
mains a menace  to  public  health  and  presents 
a problem  to  the  cardiologist  in  spite  of  more 
efficient  control  and  better  treatment  of  early 
syphilis.  The  next  twenty-five  years  will 
demonstrate  the  effectiveness  of  early,  per- 
sistent, and  continuous  treatment  of  syphilis 
in  the  prevention  of  cardiovascular  disease. 

The  present  study  was  undertaken  in  an 
attempt  to  ascertain  the  accuracy  and  signifi- 
cance of  the  electrocardiographic  findings 
and  to  observe  any  correlation  that  might 
exist  between  the  clinical  aspects  of  the  disease 
and  the  pathologic  picture. 

After  an  insidious  and  long  latency  lasting 
from  five  to  twenty  years,  unsuspected  or  in- 
sufficiently treated  syphilis  may  manifest  it- 
self as  a cardiac  disease.  Once  it  is  clinically 
recognizable  it  frequently  baffles  all  treat- 
ment. The  patient,  having  missed  the  op- 
portunity for  successful  early  treatment,  be- 
comes a hopeless  invalid  and  often  dies  with- 
out warning. 

Pathology 

The  recognition  of  mesaortitis  as  a late 
syphilitic  condition  and  of  its  pathologic, 
anatomic,  and  microscopic  structure  has  be- 
come well  known  only  since  the  beginning  of 
this  century.1’8-13’17 

Four  types  of  cardiovascular  syphilis  can 
be  differentiated.  The  supravalvular,  un- 
complicated aortitis  represents  the  earliest 
localization  of  the  disease.  In  this  type  the 
pathologic  process  may  extend  gradually  up 
to  the  aortic  arch  and  the  descending  aorta 
where  it  ends  sharply  at  the  border  between 
the  descending  and  thoracic  aorta;  the  as- 
cending process  may  involve  the  commissures 
and  the  aortic  valves,  producing  an  insuffi- 
ciency of  the  aortic  valves  but  never  invading 
the  other  cardiac  valves.  One  or  both  coro- 
nary ostiums,  lying  in  the  sinus  of  Valsalva, 
may  become  narrowed  or  completely  closed 
as  the  inflammatory  process  reaches  them, 
thus  producing  a coronary  ostial  stenosis. 

From  Bellevue  Hospital  (Columbia  University),  First 
Medical  Division,  Dr.  I.  O.  Woodruff,  director;  and  the 
Department  of  Laboratories,  Dr.  D.  Symmers,  director. 


On  gross  examination  the  aortic  walls  are 
found  thickened,  and  the  inner  surfaces  of  the 
intima,  due  to  the  inflammatory  changes  in 
the  media,  show  a peculiar  wrinkling  and 
buckling.  The  muscular  and  elastic  fibers  in 
the  media  are  more  or  less  destroyed  and  re- 
placed by  fibrous  tissue  which  may  dilate  in  a 
diffuse  or  circumscribed  way  and  lead  to  an- 
eurysm. Media  and  adventitia  show  exten- 
sive inflammatory  changes,  in  the  latter 
mainly  about  the  vasa  vasorum.  Arterio- 
sclerotic changes  with  fatty  degeneration  and 
calcification  are  often  superimposed  on  the 
syphilitic  fibrous  changes  of  the  intima. 

Clinical  Course 

According  to  the  localization  and  extent  of 
the  anatomic  changes  in  the  aorta  and  in  the 
heart,  the  clinical  picture  will  vary  as  to  diag- 
nosis and  prognosis.3’14'17*19’20  The  patho- 
logic process  may  show  a progressive  tend- 
ency or  may  become  nonprogressive  at  any 
time. 

The  nonprogressive  form  of  uncomplicated 
aortitis  probably  comprises  most  of  the  cases 
that  have  had  early  specific  treatment  and 
systematic  follow-up  or  have,  because  of  other 
biologic  factors  still  unknown,  reached  the 
latent  stage.  It  is  not  usually  recognized 
clinically  and  is  quite  often  an  accidental 
finding  at  autopsy. 

The  diagnosis  of  the  progressive  as  well  as 
the  nonprogressive  form  of  uncomplicated 
aortitis  in  the  large  majority  of  cases  shows 
certain  characteristic  symptoms  and  signs 
that  make  reasonably  certain  the  diagnosis  of 
syphilitic  aortitis.  In  the  early  diagnosis  of 
aortitis  there  is  found  a palpable,  parasternal, 
diastolic  pulsation  in  the  second  intercostal 
space,  corresponding  with  the  second  aortic 
sound;  a soft  systolic  murmur,  audible  over 
the  aortic  area;  and  a loud,  ringing,  second 
aortic  sound.  The  x-ray  examination  will 
often  show  marked  widening  with  increased 
density  and  pulsation  of  the  ascending  aorta, 
the  arch,  or  the  descending  aorta.  In  un- 
complicated aortitis  the  heart  is  often  of 
normal  size  and  configuration.  Normal  or 
even  low  blood  pressure  is  frequently  found. 

Aortalgia  with  substernal  burning  and  op- 
pression, especially  on  exertion,  emotional 
stress,  or  after  meals,  with  diminished  physi- 
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cal  efficiency  may  be  an  early  sign.  Typical 
or  atypical  anginal  pain  or  anxiety  appear 
later.  These  can  be  due  to  the  uncomplicated 
aortitis  alone.  Only  frequent  and  grave 
stenocardia  and  cardiac  insufficiency  point 
with  some  probability  to  the  involvement  of 
the  coronary  ostiums. 

The  syphilitic  angina  pectoris  of  effort 
(work  or  excitement)  has  an  anatomic  basis 
in  the  majority  of  cases  in  an  organic  narrow- 
ing or  closure  of  one  or  both  coronary  ostiums. 
Whereas  in  coronary  sclerosis  the  entire 
course  of  the  coronary  vessels  is  involved  by 
the  pathologic  changes,  in  syphilis  these 
changes  are  localized  to  the  coronary  ostiums 
in  the  sinus  of  Valsalva,  with  or  without 
having  previously  involved  the  aortic  valves. 

This  narrowing  of  the  coronary  ostiums 
occurs  in  about  one-half  of  the  cases.  It  pro- 
duces a diminished  blood  supply  to  the  car- 
diac muscle  with  typical  complaints,  after 
physical  or  emotional  stress,  radiating  in  the 
usual  manner,  and  it  is  often  relieved  at  once 
by  nitroglycerin.  Cases  that  do  not  show 
this  pattern  occur  frequently.  As  proved  by 
autopsy,  there  may  even  be  a marked  sten- 
osis that  never  produces  attacks  of  angina 
during  life. 

In  some  cases  great  anxiety  is  felt  by  the 
patient,  with  or  without  anginal  pain.  It 
occurs  first  after  effort  and  later  during  rest 
without  visible  cause  and  can  be  abolished  by 
nitroglycerin.  This  state  of  great  anxiety, 
quite  unexplainable  to  the  patient,  is  perhaps 
the  result  of  an  insufficient  blood  supply  to 
the  myocardium. 

Diagnosis  of  coronary  ostial  stenosis  can 
often  be  made  when  a more  or  less  grave  coro- 
nary insufficiency  occurs,  either  as  a temporary 
or  permanent  state.  In  other  cases  a suddenly 
occurring,  grave  angina  without  apparent 
cause  or  paroxysmal  nocturnal  dyspnea  in  an 
apparently  healthy  person  points  to  circula- 
tory disturbances  in  the  coronaries,  death 
often  occurring  without  any  signal.  Syphi- 
litic aortic  disease  is  the  most  common  cause 
of  sudden  death. 

Syphilis  is  important  but  limited  in  com- 
parison with  other  etiologic  causes  underlying 
the  true  anginal  syndrome,  and  in  the  past 
its  part  has  been  exaggerated.  Including 
both  certain  and  doubtful  cases  the  propor- 
tion of  persons  suffering  from  syphilis  amounts 
to  about  20  per  cent  among  1,900  cases  of 
angina  collected  by  Gallavardin.4  He  ob- 
serves its  maximum  occurrences  in  the  ages 
between  30  and  45.  After  50  years  of  age  the 
common  atherosclerotic  type  of  involvement  of 


the  entire  coronary  trunk  on  a latent  syphi- 
litic basis  prevails.  The  majority  of  cases 
present  angina  of  effort,  frequently  with 
attacks  at  rest  or  at  night  which  are  indis- 
tinguishable from  those  associated  with  cor- 
onary atherosclerosis.  Though  not  absolute, 
the  surest  sign  of  syphilitic  angina  is  the  pres- 
ence of  aortic  insufficiency,  usually  of  very 
slight  degree.  In  hypertension,  especially  in 
advanced  age,  a very  slight  and  sometimes  in- 
termittent diastolic  murmur  of  aortic  in- 
sufficiency has  a purely  functional  significance. 

Sudden  death  occurs  in  a great  number  of 
cases  following  anginal  attacks — more  seldom 
following  left  ventricular  insufficiency  with 
pulmonary  edema  or  heart  failure.  Massive 
and  localized  infarction  of  the  myocardium  is 
consistently  absent.  The  diagnosis  of  syphi- 
litic aortic  disease  is  greatly  facilitated  by 
complications  involving  the  rest  of  the  heart 
due  to  narrowing  of  the  coronary  ostiums  in 
the  sinus  of  Valsalva  or  to  progression  of  the 
condition  to  the  aortic  valve.  Unless  there  is 
a coexistent  aortic  aneurysm,  there  is  not  a 
single  sign  by  itself  characteristic  of  the 
syphilitic  origin  of  aortic  insufficiency,  but 
rather  the  total  of  the  following  signs  will  es- 
tablish the  diagnosis:  a rough  blowing  dias- 
tolic murmur  with  fremitus,  often  preceded 
by  functional  systolic  murmur  at  the  base 
and  followed  by  a tambour-like,  accentuated, 
second  aortic  sound.  The  x-ray  shows  an  en- 
larged aorta  and  some  degree  of  cardiac  en- 
largement. The  arteries  are  hard  and  tor- 
tuous, and  a Corrigan  pulse  is  present.  The 
age  of  predilection  is  from  35  to  40.  There 
is  an  absence  of  rheumatic  history,  and  a 
syphilitic  history  can  be  obtained  in  about  half 
the  cases,  with  a primary  infection  from 
fifteen  to  twenty  years  previously.  The 
Wassermann  is  positive  in  about  75  per  cent. 

In  many  of  the  cases  showing  aortic  in- 
sufficiency there  is  an  Austin  Flint  murmur 
at  the  apex;  that  is,  a functional  mitral  mid- 
diastolic rumble  with  or  without  presystolic 
accentuation.  The  presence  of  a murmur  of 
this  character,  and  especially  of  a diastolic 
thrill  at  the  apex  when  the  aortic  insufficiency 
is  but  slight  to  moderate,  should  cause  one  to 
suspect  the  presence  of  rheumatic  heart  dis- 
ease with  mitral  stenosis,  even  though 
syphilis  of  the  aorta  is  the  correct  diagnosis. 
In  other  cases  an  intensive  to-and-fro  mur- 
mur over  the  aortic  area  or  left  sternal  border 
is  strongly  suggestive  of  aortic  insufficiency. 
Without  the  presence  of  clinical  signs  of 
aortic  stenosis  or  mitral  disease,  the  diag- 
nosis of  pure  aortic  insufficiency  is  often 
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easily  made  in  the  adult;  in  about  one-third 
of  the  cases,  however,  this  is  difficult  or  even 
impossible. 

The  narrowing  of  the  coronary  ostiums 
occurring  in  about  half  the  cases  of  aortitis 
causes  a more  or  less  grave,  coronary  insuffi- 
ciency as  a permanent  state  with  attacks  of 
angina  and  cardiac  asthma,  the  latter  invari- 
ably being  a bad  prognostic  sign. 

As  the  syphilitic  affection  of  the  aorta  is  a 
slow  and  gradually  spreading  process,  the 
coronary  arteries,  by  developing  a collateral 
circulation,  are  able  in  spite  of  their  narrow- 
ing to  provide  adequate  nourishment  for  the 
heart  muscle.  The  collateral  circulation  is 
established  by  the  other  unaffected  or  less 
damaged  coronary  artery  and  the  vessels  of 
the  thorax  and  pericardium.  For  this  reason 
we  can  find  at  autopsy  considerable  stenosis 
of  one  or  both  coronary  ostiums,  following 
few  subjective  complaints  and  without  pre- 
vious attacks  of  angina. 

On  the  other  hand,  angina  alone  cannot  be 
considered  a proof  of  the  involvement  of  a 
coronary  ostium,  for  because  of  the  absence 
of  the  normal  function  of  the  sclerosing  aorta 
it  occurs  even  in  uncomplicated  aortitis. 

Although  the  most  common  etiologic  factor 
in  uncomplicated  aortic  valvulitis  is  syphilis, 
this  specific  lesion  is  practically  never  associ- 
ated with  a deposition  of  calcium  in  the  valves 
such  as  is  seen  in  calcific  aortic  valvulitis. 
The  clinical  signs  and  manifestations  of  aortic 
insufficiency  may  be  due  to  an  acute  or  sub- 
acute bacterial  invasion  of  the  valves,  or  to 
acute  pericarditis,  or  calcific  aortic  valvulitis, 
as  well  as  being  due  to  syphilis.  In  other 
words,  there  is  not  a single  sign  by  itself  char- 
acteristic of  aortic  insufficiency  unless  there 
is  a coexistence  of  an  aortic  aneurysm.  Car- 
diac pain,  heart  failure,  and  syncope  occur 
later  in  the  life  cycle  of  the  disease.  The 
correct  diagnosis  of  calcific  aortic  valvulitis 
may  be  made,  even  if  the  physical  signs  of 
aortic  stenosis  are  indefinite,  by  careful  roent- 
genographic  examination.  The  presence  of 
hypertension  attributes  to  the  difficulties  in 
diagnosing  syphilitic  heart  disease,  since  all 
signs  attributed  to  the  aortitis  or  aortic  in- 
sufficiency can  be  explained  by  the  elevated 
blood  pressure. 

Once  congestive  heart  failure  supervenes, 
the  course  of  the  disease  takes  a progressive 
downward  trend  (in  contradistinction  to 
mitral  disease),  where  the  patient  can  have 
repeated  attacks  of  congestive  heart  disease, 
recover,  and  be  compensated  for  long  periods. 


At  present,  besides  inadequate  specific 
treatment,  heavy  physical  strain  seems  to  be 
recognized  as  contributing  to  the  clinical 
manifestations  of  cardiovascular  syphilis. 
For  instance,  in  heavy  workers  the  statistics 
show  an  incidence  of  13.5  per  cent  of  cardio- 
vascular syphilis,  whereas  in  light  trades  it 
amounts  to  only  5 per  cent.  The  great  inci- 
dence of  involvement  of  the  circulatory  sys- 
tem in  Negroes  and  its  appearance  among 
them  ten  years  earlier  than  in  the  white  pa- 
tient are  probably  due  to  the  same  physical 
strain  on  the  diseased  aorta. 

The  knowledge  of  the  electrocardiographic 
changes  in  cardiovascular  syphilis  is  rather 
small  compared  with  the  great  amount  of 
clinical  data  accumulated.  Most  authors, 
furthermore,  deal  with  the  marked  electro- 
cardiographic changes  in  advanced  cases  or 
give  the  whole  electrocardiographic  problem 
only  minor  attention.2-5’7  Few  authors  stress 
the  electrocardiogram  in  the  early  stage  and 
especially  after  the  exercise  test  is  made.7-15-21-22 
The  significance  of  the  electrocardiographic 
findings  in  cardiovascular  syphilis  are  pre- 
sented in  the  following  analysis  of  our  cases. 

Analysis  of  Cases 

At  Bellevue  Hospital  (Columbia  Univer- 
sity), First  Medical  Division,  there  were  ad- 
mitted to  the  wards  and  to  the  cardiac  clinic 
from  1932  to  1940,  172  cases  of  cardiovascular 
syphilis.  For  purposes  of  analysis  we  have 
divided  this  number  into  three  groups. 

Group  1 consists  of  35  cases  that  were 
autopsied.  Group  2 consists  of  117  cases  of 
advanced  cardiovascular  syphilis  which  were 
not  autopsied.  Group  3 consists  of  20  cases 
of  early  cardiovascular  syphilis  which  are 
still  being  followed.  This  last  group  was  sub- 
jected to  an  electrocardiographic  study  after 
the  graduated  exercise  test  with  most  gratify- 
ing results. 

Group  1. — In  the  first  group  there  were  32 
men  and  3 women.  Of  these,  26  were  white 
and  9 were  Negroes;  their  ages  ranged  from 
29  to  65  years.  In  this  group  we  found  31 
cases  of  aortic  insufficiency,  5 cases  of  an- 
eurysm (2  of  these  associated  with  aortic 
insufficiency),  and  1 case  of  uncomplicated 
aortitis.  Six  cases  of  aortic  insufficiency  were 
found  in  conjunction  with  acute  coronary 
thrombosis  with  myocardial  infarction. 

Most  of  the  patients  were  admitted  with 
congestive  heart  failure  of  short  duration. 
The  majority  had  syphilitic  history.  Most 
patients  had  no  specific  treatment  at  all,  and 
a few  had  insufficient  treatment.  All  had  a 
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positive  Wassermann.  Only  15.7  per  cent 
were  complicated  by  hypertension.  The 
causes  of  death  were:  3,  acute  lobar  pneu- 
monia; 2 uremia;  1,  cerebral  hemorrhage; 
1 brain  tumor;  1 portal  cirrhosis  with  as- 
cites; and  the  remainder,  congestive  heart 
failure.  Nine  died  suddenly. 

We  were  impressed  by  the  frequency  of 
narrowing  or  closure  of  one  or  both  coronary 
ostiums.  This  occurred  in  26  cases  (74  per 
cent),  12  of  which  were  bilateral.  In  9 cases 
the  coronary  ostiums  remained  free.  When 
only  one  coronary  ostium  was  involved,  it  was 
invariably  the  right  one.  Only  in  1 case  was 
the  left  coronary  ostium  involved.  A young 
man,  aged  33,  was  admitted  with  marked 
cardiac  pain  and  died  suddenly  after  a week. 
His  electrocardiogram  showed  inverted  Ti, 
T2,  and  depressed  STi,  ST2.  Necropsy 
showed  the  mouth  of  the  left  coronary  artery 
to  be  extremely  narrow,  with  aortitis.  The 
heart  was  not  enlarged. 

In  another  patient,  aged  43,  with  slight 
aortic  insufficiency  and  aneurysm  of  the  trans- 
verse portion  of  the  aorta,  the  electrocardio- 
gram was  normal.  He  had  an  involvement  of 
the  central  nervous  system  which  masked  the 
real  cause  of  death — frontal  lobe  tumor. 
The  necropsy  here  again  showed  a normal- 
sized heart  and  open  coronaries. 

Six  cases  in  this  group  revealed,  besides 
narrowing  of  the  coronary  ostiums,  coronary 
thrombosis  of  the  anterior  descending  branch 
of  the  left  coronary  artery.  Every  case  ex- 
cept the  2 mentioned  above  showed  a widened 
aorta  and  some  degree  of  cardiac  enlarge- 
ment. 

Serial  electrocardiographic  studies  revealed 
marked  pathologic  changes.  It  is  of  interest 
that  in  26  cases  of  coronary  ostial  stenosis  25 
were  associated  with  an  abnormal  electro- 
cardiogram. All  cases  in  this  group  revealed 
left  axis  deviation  with  inverted  Ti  or  Ti  and 
T2.  The  T wave  was  inverted,  isoelectric  or 
diphasic  in  lead  I (14  cases),  in  leads  II  and 
III  (2  cases),  or  in  leads  I and  II  together 
(20  cases). 

Heimann5  refers  to  a notching  of  the  as- 
cending segment  of  the  QRS  complex  which 
he  found  in  30  per  cent  of  the  cases,  and  he 
considered  this  sign  as  characteristic  of 
syphilis.  Juster  and  Pardee,7  in  their  series  of 
50  cases  of  syphilitic  heart  disease,  found  only 
7 cases  showing  the  notch  of  Heimann’s  illus- 
tration. In  our  series  such  notching  of  the 
ascending  segment  was  found  seven  times 
only. 

A prominent  Q3  was  present  in  5 cases  (14.3 


per  cent).  While  sometimes  present  in  the 
absence  of  heart  disease,  Q3  is  frequently  as- 
sociated with  myocardial  damage.  When  in 
addition  to  an  abnormally  prominent  Q3 
there  was  an  inversion  of  T2  and  T3  with 
upright  Ti  (1  case)  or  an  inversion  of  Ti  and 
T2,  the  incidence  of  coronary  ostial  stenosis 
or  coronary  thrombosis  was  100  per  cent  (4 
cases). 

In  this  series  8 cases  were  encountered 
where  a downward  deflection  in  lead  III  was 
preceded  by  a small  upright  R and  followed  by 
an  upright  R'  (triphasic  complex):  Four  of 
these  were  among  those  cases  associated  with 
coronary  thrombosis,  3 had  coronary  ostial 
stenosis,  and  1 had  open  coronaries. 

Nearly  all  cases  showed  definite  variations 
of  the  RS-T  junction  and  modification  of  the 
RS-T  segment.  The  upward  or  downward 
displacement  of  the  RS-T  junction  as  found 
in  these  cases  may  develop  without  any 
modification  of  the  T wave  as  a whole.  How- 
ever, if  with  left  axis  deviation  a marked  de- 
pression of  STi  and  ST2  is  followed  by  a 
negative  Ti  or  Ti  and  T2  or  if  ST  is  depressed 
in  all  three  leads,  it  indicates  grave  myo- 
cardial damage  (6  cases).  A more  pronounced 
cardiac  enlargement  is  associated  with  nega- 
tive Ti  and  T2. 

With  all  these  changes,  a widening  of  the 
QRS  is  frequently  seen,  and  the  prognosis  be- 
comes poor  as  the  breadth  of  QRS  increases. 
Thus,  the  duration  of  the  QRS  complex  is  a 
matter  of  considerable  importance  in  the 
significance  of  the  electrocardiogram  belong- 
ing to  this  group  of  intraventricular  block 
(10  cases).  An  increase  in  the  duration  of 
the  QRS  was  associated  with  congestive  heart 
failure  in  4 cases.  Four  cases  showed  ven- 
tricular extrasystoles.  The  numbers  are  too 
small  to  allow  an  opinion  as  to  the  prognostic 
significance  of  this  type  of  electrocardiogram 
in  cases  of  coronary  ostial  stenosis  alone,  but 
so  far  as  they  go  they  dQ  not  appear  to  be  as- 
sociated with  conditions  involving  the  coro- 
nary arteries. 

In  order  to  better  evaluate  the  electro- 
cardiogram in  patients  with  coronary  ostial 
stenosis  and  patients  with  open  coronaries, 
a detailed  analysis  follows: 

In  the  26  cases  with  coronary  narrowing  or 
closure  of  one  or  both  coronary  ostiums,  23 
cases  revealed  left  axis  deviation  with  inverted 
Ti  and  T2.  Slight  or  moderate  depression  of 
the  ST  segment  in  one  or  two  leads  occurred 
in  20  cases.  Five  cases  revealed  a flat  Ti  or 
diphasic  Ti  besides  left  axis  deviation.  There 
was  low  voltage  of  the  QRS  in  all  three  leads 
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TABLE  1. — A Comparative  Study  of  the  Electrocardiographic  Findings  in  172  Cases  of  Cardiovascular 
Syphilis  Divided  into  Early  Cases  (20)  with  Exercise  Test,  Advanced  Cases  (117),  and  Necropsied  Cases  (35) 


„ 

Early  Cases - 

✓ — Advanced  Cases — 

-N  ecropsy * 

Exercise  test 

Number 

Percentage 

Percentage 

Number 

Percentage 

Number  Percentage 

Normal  records 

19 

95 

75 

19 

16 

2 

6 

Pathologic  electrocardio- 

graphic  findings 

1 

5 

25 

98 

84 

33 

94 

Inverted  Ti  or  Ti,  T2,  and 

T4 

1 

5 

10 

78 

66 

28 

80 

Diphasic  or  flat  Ti,  or  Ti 

and  T2 

1 

5 

10 

29 

24 

7 

20 

ST  segment  deflection 

2 

10 

25 

66 

56 

20 

57 

Intraventricular  block 

0 

31 

26 

10 

28 

Prominent  Q3 

0 

11 

9 

5 

14 

Triphasic  complex 

0 

10 

8 

8 

22 

Low  voltage 

1 

5 

15 

12 

7 

20 

Slurred  notched  QRS 

3 

15 

25 

28 

24 

18 

51 

Left  axis  deviation 

19 

95 

95 

96 

82 

32 

91 

No  axis  deviation 

1 

5 

5 

21 

18 

3 

9 

Auricular  fibrillation 

0 

8 

7 

2 

5 

Arrhythmia 

0 

25 

16 

13 

7 

20 

in  2 cases,  and  1 case  showed  a normal  elec- 
trocardiogram. Two  cases  had  auricular 
fibrillation,  and  left  bundle  branch  block  oc- 
curred four  times.  In  patients  without  cor- 
onary ostial  involvement  we  observed  left 
axis  deviation  in  all  cases.  Eight  cases 
showed  an  inverted  Ti  or  T2.  Q3  was  promi- 
nent in  1 case.  Six  cases  revealed  a depressed 
ST  segment  in  two  or  more  leads.  Low 
voltage,  auricular  fibrillation,  or  bundle 
branch  block  did  not  occur  in  this  group. 

Turning  now  to  the  group  of  6 cases  of 
coronary  ostial  stenosis  associated  with 
coronary  thrombosis,  4 cases  showed  left  axis 
deviation  with  inverted  Ti  and  T2.  A promi- 
nent Q3  occurred  four  times.  Two  cases 
without  left  axis  deviation  revealed  inverted 
Ti,  T2,  and  T3,  with  a prominent  Q3.  One 
case  showed  auricular  fibrillation  (Table  1). 

Case  Reports 

Case  1. — W.  M.,  a garage  worker,  aged  38,  had 
had  ten  admissions  to  the  hospital  since  July, 
1938.  He  complained  chiefly  of  dyspnea,  sub- 
sternal  pain,  and  oppression.  These  symptoms 
became  progressive  and  more  severe.  In  Sep- 
tember, 1938,  he  entered  the  Polyclinic  Hospital 
because  of  these  symptoms  and  developed  rapidly 
increasing  dyspnea  and  paroxysmal  nocturnal 
dyspnea,  with  attacks  of  substernal  pain,  squeez- 
ing in  character,  which  became  more  frequent 
and  more  severe. 

Physical  examination  of  the  heart  revealed  the 
point  of  maximal  impulse  in  the  sixth  space  at 
the  anterior  axillary  line.  A soft  systolic  and  a 
blowing  diastolic  murmur  was  heard  over  the 
aortic  area  and  the  left  sternal  border.  There 
was  a Corrigan  pulse  with  normal  sinus  rhythm. 
Blood  pressure  was  140/40. 

Laboratory  Data:  Blood  Wassermann  was  4 
plus;  spinal  Wassermann  was  negative.  An  x- 
ray  of  the  heart  revealed  a moderate  enlargement 
in  all  diameters  and  accentuation  of  the  left 
ventricular  curve,  with  minimal  widening  of  the 
ascending  aorta,  width  7.0  cm.  Neither  amino- 


phylline  or  nitroglycerin  were  efficacious  in  re- 
lieving attacks  of  substernal  pain  and  depression 
which  became  more  severe  and  more  frequent. 
These  episodes,  accompanied  by  the  simultane- 
ous development  of  severe  dyspnea  and  orthop- 
nea, were  the  most  striking  features  of  his  ill- 
ness. Patient  died  suddenly  on  March  4,  1939. 

Electrocardiogram  taken  January  28,  1938, 
showed  normal  sinus  rhythm  with  no  axis  devi- 
ation; inverted  Ti,  diphasic  T2,  prominent  Q3 
with  upright  T3.  Electrocardiogram  taken 
January  25,  1939,  revealed  normal  sinus  rhythm 
with  inversion  of  Ti,  T2,  and  T3,  marked  digitalis 
effect  with  no  deviation  of  electrical  axis. 
Marked  ST  segment  displacement  in  leads  I and 
II  (Figs,  la  and  b). 

Necropsy  revealed  syphilitic  aortic  valvulitis. 
The  heart  weighed  700  grains.  Partial  obstruc- 
tion of  right  coronary  ostium  permitting  the  en- 
trance of  only  a small  probe.  Left  coronary 
rising  in  normal  position  with  normal  patent 
ostium.  Neither  coronary  showed  any  obstruc- 
tion throughout  its  course. 

Case  2. — F.  S.,  a seaman,  aged  39,  was  first 
admitted  January  3,  1935,  with  acute  congestive 
failure.  Patient  had  had  sixteen  admissions  to 
the  hospital.  His  chief  complaint  was  dyspnea 
with  frequent  attacks  of  nonradiating  substernal 
pain. 

Physical  examination  revealed  an  orthopneic, 
cyanotic  patient  with  marked  distention  of  neck 
veins.  His  heart  was  markedly  enlarged  to  the 
left.  The  point  of  maximal  impulse  was  in  the 
sixth  space  at  the  midaxillary  line.  There  was  a 
double  harsh  blowing  murmur  over  aortic  area 
and  left  sternal  border.  Blood  pressure  was 
144/50,  and  there  was  a Corrigan  pulse.  The 
patient  responded  fairly  well  to  mercurial  diuresis 
and  digitalis.  He  received  bismuth  and  potas- 
sium iodide  at  the  syphilis  clinic.  In  1938  he 
began  to  have  auricular  fibrillation,  and  his 
course  was  slowly  and  progressively  downward. 
Attacks  of  substernal  pain  and  paroxysmal  dysp- 
nea became  more  frequent.  He  died  on  Febru- 
ary 10,  1939. 

An  electrocardiogram  taken  on  January  24, 
1935,  showed  left  axis  deviation  with  normal 
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Fig.  la.  Serial  electrocardiograms  on  case 
report.  Electrocardiogram  on  January  28, 
1938,  showed  normal  sinus  rhythm  with  no  axis 
deviation;  inverted  Ti,  diphasic  T2,  prominent 
Q3,  with  upright  T3.  Ventricular  rate  100  per 
minute. 

sinus  rhythm;  flat  T\,  notched  and  slurred  QRS 
in  lead  III.  An  electrocardiogram  taken  on 
July  8,  1938,  revealed  left  axis  deviation  with 
auricular  fibrillation;  inverted  Ti,  flat  T2,  with 
diphasic  T3.  An  electrocardiogram  taken  on 
January  3,  1939,  showed  left  axis  deviation 
with  auricular  fibrillation;  inverted  Ti,  with 
notching  of  the  ascending  segment  of  the  QRS; 
flat  T2,  slurred  QRS  with  elevated  ST  segment 
and  deep  inverted  T3,  marked  digitalis  effect. 
An  electrocardiogram  taken  on  February  4,  1939, 
showed  left  axis  deviation,  auricular  fibrillation 
with  auricular  flutter;  Heimann’s  notch  in  lead  I, 
inverted  Ti;  notched  and  slurred  QRS  in  lead  II; 
inverted  T2;  slightly  elevated  ST  segment  with 
inverted  T3  (Figs.  2a,  b,  c,  d). 

Necropsy  revealed  syphilitic  aortic  valvulitis. 
The  heart  weighed  520  grains.  The  coronary 
arteries  arose  within  the  sinuses  of  Valsalva  and 
were  of  normal  distribution.  Both  coronary 
orifices  were  completely  narrowed,  yet  were  of 
ample  caliber  throughout  the  branches. 


Fig.  lb.  Electrocardiogram  on  January  25, 
1939,  revealed  normal  sinus  rhythm  with  inver- 
sion of  Ti,  T2,  and  T3,  marked  digitalis  effect 
with  no  deviation  of  electrical  axis.  Marked 
ST  segment  displacement  in  leads  I and  II. 

Group  2. — We  have  studied  and  correlated 
the  clinical  course  together  with  the  electro- 
cardiograms of  a group  of  117  patients  who 
were  admitted  to  the  hospital  with  signs  of 
congestive  failure  or  intercurrent  infection. 
Subsequently  the  clinical  diagnosis  of  cardio- 
vascular syphilis  was  made.  None  of  these 
cases  was  autopsied. 

Among  the  117  cases  analyzed,  76  (64.9  per 
cent)  occurred  in  men  and  41  (35.1  per  cent) 
occurred  in  women.  The  youngest  was  23 
and  the  oldest  was  78.  The  Wassermann 
test  was  positive  in  91  cases.  There  were  88 
white  and  39  Negro  patients.  High  blood 
pressure  complicated  58  cases. 

The  clinical  diagnosis  was  aortic  insuffi- 
ciency in  86  cases,  aneurysm  in  18,  and  aor- 
titis in  25.  The  aorta  was  dilated  and 
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Fig.  2a.  Fig.  2b.  Fig.  2c.  Fig.  2d. 

Fig.  2a.  Serial  electrocardiogram  on  case  report.  Electrocardiogram  on  January  24,  1935, 
showed  left  axis  deviation  with  normal  sinus  rhythm.  Flat  Ti,  notched  and  slurred  QRS  in  lead  III. 

Fig.  2b.  Electrocardiogram  on  July  8,  1938,  revealed  left  axis  deviation  with  auricular  fibrilla- 
tion; inverted  T\,  flat  T2,  with  diphasic  T3. 

Fig.  2c.  Electrocardiogram  on  January  3,  1939,  showed  left  axis  deviation  with  auricular  fibrilla- 
tion. Inverted  Ti,  with  notching  of  the  ascending  segment  of  the  QRS;  flat  T2,  slurred  QRS  with 
elevated  ST  segment  and  deep  inverted  T3,  marked  digitalis  effect. 

Fig.  2d.  Electrocardiogram  on  February  4,  1939,  showed  left  axis  deviation,  auricular  fibrillation 
with  auricular  flutter  (2:1)  (3:1),  Heimann’s  notch  in  lead  I,  inverted  Ti;  notched  and  slurred  QRS  in 
lead  II.  Inverted  T2.  Slightly  elevated  ST  segment  with  inverted  T3. 


widened  in  85  cases,  and  the  heart  was  en- 
larged in  93  cases.  Most  of  the  patients  had  a 
negative  history  with  insufficient  or  no  treat- 
ment. 

The  electrocardiographic  changes  were 
pathologic  in  84  per  cent  of  the  cases  observed. 
It  will  be  noted  that  left  axis  deviation  oc- 
curred in  82  per  cent.  A rather  high  inci- 
dence of  inverted  isoelectric  or  diphasic  T 
wave  (lead  I:  44  cases;  leads  II  and  III:  8 
cases;  leads  I and  II  together:  22  cases)  was 
seen  corresponding  with  the  findings  of  many 
observers.  ST  segment  deviation  was  found 
in  56  per  cent  of  the  cases.  Intraventricular 
block  occurred  in  26  per  cent  and  low  voltage 
occurred  in  12  per  cent  of  these  cases. 

Group  3. — Another  study  was  made  of  the 
early  stage  of  cardiovascular  involvement  in 
a group  of  20  patients,  13  with  uncomplicated 
aortitis  and  7 complicated  by  aortic  insuffi- 
ciency. There  were  14  men  and  6 women  in 
this  group — 18  white  and  2 Negro  patients. 
Their  ages  ranged  from  27  to  42  years,  and 
their  infection  dated  from  a period  of  four  to 
twelve  years  earlier.  None  of  these  patients 
had  had  sufficient  specific  treatment.  All  had 
positive  Wassermann  tests  and  normal  blood 
pressures. 

Aortalgia  and  dyspnea  on  exertion  occurred 


in  10  cases;  7 were  without  clinical  symptoms. 
Nine  showed  a systolic  murmur  over  the 
aortic  area  and  a sharply  accentuated,  aortic, 
second  sound.  The  7 cases  of  aortic  insuffi- 
ciency showed  a diastolic  murmur.  The 
aorta  and  heart  were  normal  on  x-ray  examina- 
tion in  the  uncomplicated  cases  and  were 
moderately  widened  in  2 cases  of  aortic  in- 
sufficiency. 

The  electrocardiogram  showed  left  axis 
deviation  in  all  uncomplicated  cases  but  no 
other  pathologic  changes  before  and  after 
the  exertion  test.  Besides  left  axis  deviation, 
the  7 cases  of  aortic  insufficiency  showed  in- 
verted Ti  in  1 case  and  negative  STi  and  ST2 
in  another  case.  The  remaining  5 cases  were 
normal.  After  the  exertion  test,  5 out  of 
these  7 cases  showed  marked  pathologic 
changes  consisting  in  negative  STi  and  ST2, 
with  positive  ST3,  (2  cases),  negative  ST2  and 
ST3  (2  cases),  and  negative  ST3  (1  case),  all 
with  numerous  extrasystoles  from  ectopic  foci. 

Electrocardiographic  changes  of  the  kind 
under  discussion  are  illustrated  in  the  follow- 
ing two  case  reports. 

Case  Reports 

Case  3. — E.  P.,  a white  man,  aged  27,  was  ad- 
mitted to  Bellevue  Hospital  on  February  16, 
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Figs.  3a  and  b.  Electrocardiographic  study 
with  positive  exercise  test.  The  first  (a)  was 
taken  while  patient  was  at  rest  and  shows  left 
axis  deviation,  normal  sinus  rhythm,  slight  de- 
ression  of  ST  junction  in  lead  I and  elevated 
T deflection  in  lead  III.  The  second  (b)  was 
taken  immediately  after  the  exercise  test  and 
shows  a deep  inversion  of  the  T wave  in  lead  III 
as  a positive  reaction. 

1940,  and  was  discharged  on  March  17,  1940. 
Diagnosis  of  meningovascular  syphilis,  aortitis, 
and  coronary  ostial  stenosis  was  made.  He 
entered  the  hospital  because  of  staggering  gait 
and  numbness  of  feet.  He  had  had  a chancre 
seven  years  before. 

Physical  examination  revealed  that  the  pupils 
were  equal  and  reacted  to  light  and  accommoda- 
tion, with  no  nystagmus.  The  heart  was  not 
enlarged,  and  no  murmurs  were  heard.  The 
aortic  second  sound  was  greater  than  the  pul- 
monic second  sound.  There  was  normal  sinus 
rhythm,  with  blood  pressure  120/62.  There 
was  a weakness  of  the  extensors  of  the  left  upper 
extremity  and  both  lower  extremities,  with 
definite  ataxia.  The  sense  of  position  was  mark- 
edly impaired  for  both  legs,  with  absent  ankle 
and  knee  jerk.  Abdominal  reflexes  were  present. 

Laboratory  Data:  Blood  and  spinal  Wasser- 

mann  were  4 plus.  The  colloidal  gold  curve  was 
0000011100.  The  heart  and  aorta  were  not  en- 
larged on  x-ray  examination.  The  presence  of 
increased  spinal  fluid  pressure  with  lymphocytic 
cells  and  high  protein  content  suggested  an  active 
process  causing  posterior  column  signs. 

Two  sets  of  electrocardiograms  are  shown 
(Figs.  3a,  b).  The  first  (a)  was  taken  while  the 
patient  was  at  rest  and  shows  left  axis  deviation, 


normal  sinus  rhythm,  slight  depression  of  ST 
junction  in  lead  I,  and  elevated  ST  deflection  in 
lead  III.  The  second  electrocardiogram  (b)  was 
taken  immediately  after  the  exercise  test  and 
shows  a deep  inversion  of  the  T wave  in  lead  III 
as  a positive  reaction. 

Case  /. — O.  F.,  a bricklayer,  aged  33,  was  ad- 
mitted February  10,  1940,  with  a recent  episode 
of  intercostal  pain  due  to  a tabetic  crisis.  Al- 
though he  could  not  recall  having  had  a chancre 
and  gave  no  history  of  gonorrhea,  the  Wasser- 
mann  test  was  4 plus.  The  patient  had  never 
suffered  from  substemal  pain  or  paroxysmal 
dyspnea. 

Physical  examination  revealed  a well-de- 
veloped, well-nourished  adult  man.  His  pupils 
were  equal  and  reacted  to  light  and  accommoda- 
tion. The  point  of  maximal  impulse  was  9 cm. 
from  the  midsternal  line  at  the  fifth  intercostal 
space.  Soft  systolic  and  diastolic  murmur  at 
the  base  was  transmitted  lower  down  to  the  left 
side  of  the  sternum.  There  was  an  apical  sys- 
tolic murmur,  normal  sinus  rhythm,  and  a Corri- 
gan pulse.  The  blood  pressure  was  120/50. 

Laboratory  Data:  Blood  and  spinal  Wasser- 

manns  were  4 plus.  The  colloidal  gold  curve  was 
3455544333.  An  x-ray  of  heart  revealed  no  en- 
largement of  left  ventricle.  There  was  a slight 
widening  of  the  supracardiac  portion  of  the  aorta. 

As  in  Case  3,  two  sets  of  electrocardiograms 
were  taken  (Figs.  3c,  d).  The  first  set  (c)  was 
taken  while  the  patient  was  at  rest  and  shows 
normal  sinus  rhythm  with  no  deviation  of  the 
electrical  axis.  The  second  set  (d)  was  taken 
after  the  exercise  test  and  reveals  typical  left  axis 
deviation  with  frequent  extrasystoles;  slight  de- 
pression of  ST  junction  in  lead  I;  T2  diphasic, 
inverted  seagull  T wave  in  lead  III.  At  the  end 
of  the  exercise  test  the  patient  complained  of 
sharp  substernal  pain  with  great  anxiety  (as  of 
impending  dissolution),  which  was  relieved  by 
nitroglycerin. 

Discussion 

Difficulties  encountered  in  the  early  diag- 
nosis of  both  uncomplicated  aortitis  and 
coronary  ostial  stenosis  are  very  great  indeed, 
especially  when  the  previous  history  and 
Wassermann  are  negative.  In  early  uncom- 
plicated aortitis  the  electrocardiogram  is 
mostly  normal  and,  in  our  experience,  be- 
comes abnormal  only  when  the  process  spreads 
to  the  valves  or  involves  the  coronary  arteries. 
The  electrocardiogram  in  the  majority  of  ad- 
vanced cases  of  cardiovascular  syphilis  shows 
quite  marked  pathologic  changes  that  are  in- 
dicative of  disturbed  coronary  circulation 
with  cardiac  enlargement  and  frequently 
digitalis  effect.  Although  the  electrocardio- 
graphic findings  are  nonspecific,  they  are  of 
the  greatest  value  both  in  the  diagnosis  and 
prognosis  of  syphilitic  heart  disease. 
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In  the  electrocardiogram  we  have  a valuable 
means  of  arriving  at  an  early  objective  diag- 
nosis in  these  cases.  Taken  in  the  normal 
manner,  the  electrocardiogram  is  normal  in 
95  per  cent  of  our  early  cases.  However,  an 
electrocardiographic  study  made  with  the 
graduated  exercise  test,  consisting  of  rapidly 
climbing  steps,  trotting,  and  other  means  of 
physical  exertion  which  impose  a burden  on 
the  heart,  has  possibilities  as  yet  unrealized.14 
With  this  diagnostic  procedure  one  is  able  to 
detect  transient  myocardial  anoxemia  in- 
duced by  exertion,  frequently  with  cardiac 
pain.  In  our  group  of  early  cases  only  5 per 
cent  showed  a pathologic  electrocardiogram 
before  the  exercise  test,  whereas  25  per  cent 
showed  an  abnormal  response  to  the  exercise 
test. 

The  electrocardiogram,  when  used  in  con- 
junction with  the  exercise  test,  is  recorded 
not  only  immediately  after  effort  but  also 
at  intervals  ranging  from  one  to  two,  five, 
and  ten  minutes  following  exertion.  Thirty 
minutes  after  completion  of  the  exercise  test 
the  electrocardiogram  returns  to  normal. 
Only  positive  findings  should  be  utilized,  and 
only  definite  changes  should  be  interpreted  as 
pathologic. 

Unfortunately,  effort  increases  the  heart 
rate  and  produces  minor  changes  in  the  form 
of  the  electrocardiogram  when  the  heart  is 
normal.  When  judging  the  electrocardio- 
grams taken  during  the  exercise  test,  one 
must  differentiate  between  such  abnormal 
changes  as  may  be  attributed  to  myocardial 
anoxemia  and  such  changes  as  may  normalfy 
occur  after  exertion. 

After  the  graduated  exercise  test,  the  pa- 
tient may  experience  anginal  pain  or  marked 
anxiety.  When  the  test  is  positive,  the  elec- 
trocardiogram shows  characteristic  upward 
or  downward  displacement  of  the  RS-T 
junction  and  modifications  of  the  RS-T  seg- 
ment in  two  or  more  leads,  with  changes  in 
the  initial  deflection  and  ectopic  beats.  This 
test  is  harmless  if  applied  properly  and  grad- 
uated individually  according  to  the  daily 
work  of  the  patient.  Occasionally  a normal 
exercise  test  is  observed  in  aortitis,  despite 
complete  occlusion  of  one  coronary  ostium 
due  to  collateral  circulation. 

Wood  and  Wolferth22  studied  the  electro- 
cardiogram of  patients  with  angina  pectoris 
after  physical  exercise  and  found  marked 
changes,  although  they  concluded  that  this 
test  is  without  diagnostic  value  in  angina 
pectoris.  On  the  other  hand,  both  Scherf15 
and  Wilson21  have  noted  that  the  exercise 


Figs.  3c  and  d.  The  first  (c)  was  taken  while 
the  patient  was  at  rest  and  shows  normal  sinus 
rhythm  with  no  deviation  of  the  electrical  axis. 
The  second  (d)  was  taken  after  exercise  test,  re- 
veals typical  left  axis  deviation  with  frequent 
extrasystoles.  Slight  depression  of  ST  junction 
in  lead  I;  T2  diphasic,  inverted  seagull  T wave 
in  lead  III  as  a positive  reaction. 

test  is  an  important  diagnostic  procedure  in 
the  interpretation  of  borderline  electrocardio- 
grams in  coronary  sclerosis  and  syphilitic 
coronary  ostial  stenosis.  In  young  subjects, 
where  there  is  an  absence  of  coronary  sclerosis, 
the  exercise  test  furnishes  additional  objective 
evidence  as  a diagnostic  procedure  in  the  de- 
tection of  the  state  of  the  coronary  arteries  in 
syphilitic  heart  disease.  A positive  test  in  a 
syphilitic  subject  certainly  permits  one  to 
make  the  diagnosis  of  aortitis  which  has  led 
to  a stenosis  of  the  coronary  orifices. 

In  a controlled  series  of  50  cases  under  45 
years  of  age  with  presumably  normal  hearts 
or  merely  essential  hypertension,  the  electro- 
cardiographic study  with  the  exercise  test 
was  performed  and  one  positive  result  was 
obtained,  while  in  our  group  of  20  cases  of 
early  cardiovascular  syphilis  of  corresponding 
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age  and  sex,  five  positive  exercise  tests  were 
observed.  Thus,  the  incidence  of  a positive 
exercise  test  was  twelve  times  more  frequent 
in  the  syphilitic  group  than  in  the  nonsyphi- 
litic group. 

This  differentiation  of  the  syphilitic  group 
presents  additional  evidence  that  is  of  greatest 
value  in  this  diagnostic  procedure,  permitting 
one  to  make  the  diagnosis  of  aortitis  with 
coronary  ostial  stenosis.  A positive  test  with 
or  without  angina  pectoris  in  a syphilitic  under 
45  years  of  age  is  certainly  strongly  sug- 
gestive of  aortitis  with  involvement  of  coro- 
nary orifices.  After  50,  a positive  test  with 
or  without  the  presence  of  cardiac  pain  is  due 
rather  to  coronary  sclerosis  on  an  inactive 
syphilitic  basis.  Therefore,  it  is  self-evident 
that  an  electrocardiographic  study  made  with 
a positive  exercise  test  in  a syphilitic  case 
under  45  years  of  age  enables  one  to  make 
the  diagnosis  of  latent  coronary  ostial  stenosis. 

Although  there  are  no  electrocardiographic 
pathognomonic  signs  of  syphilitic  heart  dis- 
ease, the  electrocardiogram  may  be  of  the 
greatest  value  to  the  diagnosis  and  prognosis 
in  the  later  stages  of  the  disease.  From  the 
observation  of  our  cases  it  is  evident  that  the 
electrocardiographic  changes  are  more  marked 
where  the  coronary  ostiums  are  involved. 
There  are,  however,  distinct  pathologic 
changes  in  cases  of  open  coronary  ostiums. 
The  question  arises  as  to  what  produces  the 
pathologic  electrocardiographic  changes  and 
whether  these  could  not  be  due  rather  to 
aortic  insufficiency  with  a coexistent  cardiac 
dilatation  than  to  the  state  of  the  coronary 
ostiums. 

In  seeking  an  explanation  for  the  appear- 
ance of  an  abnormal  electrocardiogram  in  the 
patients  without  coronary  ostial  stenosis,  it 
may  be  noted  that  these  patients  have  a 
large  heart  and  show  the  type  of  ventricular 
complex  which  has  been  attributed  to  marked 
hypertrophy  and  dilatation  of  the  left  ven- 
tricle. However,  some  cases  of  aortic  in- 
sufficiency with  an  enlarged  heart  did  not  show 
an  abnormal  electrocardiogram,  so  that  its 
association  with  left  ventricular  hypertrophy 
is  not  obligatory.  The  state  of  the  myo- 
cardium has  been  demonstrated  as  an  even 
more  important  factor  than  the  participation 
of  the  aortic  valve.  It  is  well  known  that  the 
broadest  QRS  complex  in  the  electrocardio- 
gram with  the  most  severe  alterations  in  the 
ventricular  complex,  as  demonstrated  elec- 
trocardiographically,  may  be  found  in  aor- 
titis. 

In  some  cases  the  clinical  diagnosis  of  syphi- 


litic aortitis  in  the  absence  of  aneurysm  or 
other  gross  deformities  of  the  aorta  cannot  be 
safely  established  before  the  advent  of  aortic 
insufficiency.  The  difficulties  encountered  in 
making  the  diagnosis  have  been  presented, 
and  it  would  be  of  great  importance  to  differ- 
entiate between  syphilitic  aortitis  and  coro- 
nary ostial  stenosis.  Since  the  clinical  find- 
ings and  subjective  symptoms  do  not  enable 
us  to  establish  the  diagnosis,  the  electrocardio- 
gram is  of  great  value,  being  the  most  sensi- 
tive detector  of  the  state  of  the  coronary 
arteries.  Although  one  is  not  justified  in 
making  the  diagnosis  of  cardiovascular  syphi- 
lis on  the  basis  of  the  electrocardiographic 
findings  alone,  the  presence  of  a pathologic 
electrocardiogram  with  a positive  exercise 
test  is  at  present  the  only  safe  method  of  es- 
tablishing the  diagnosis  of  aortitis  with  coro- 
nary ostial  stenosis  at  an  early  stage. 

Summary 

1.  Difficulties  in  diagnosing  cardiovascular 
syphilis  are  briefly  outlined,  and  the  impor- 
tance of  the  involvement  of  the  coronary  osti- 
ums in  prognosis  is  stressed. 

2.  Analysis  is  made  of  172  cases.  In- 
cluded are  20  early  and  117  advanced  cases, 
35  with  necropsy.  These  comprise  39  cases 
of  uncomplicated  aortitis,  23  cases  of  an- 
eurysm, and  124  cases  of  aortic  insufficiency. 

3.  An  abnormal  electrocardiogram  with 
progressive  serial  changes  is  found  to  be  (in 
the  absence  of  acute  myocardial  infarction) 
strongly  suggestive  of  syphilitic  aortitis  with 
probable  coronary  ostial  stenosis. 

4.  It  is  demonstrated  that  a normal  or 
borderline  electrocardiogram  in  a syphilitic 
case  under  45  years  of  age  may  become  posi- 
tive after  the  exercise  test  is  given,  thus  es- 
tablishing the  diagnosis  of  aortitis  with 
probable  coronary  ostial  stenosis. 

5.  The  importance  of  the  electrocardio- 
graphic study  made  with  the  exercise  test  is 
emphasized  as  the  only  safe  means  of  establish- 
ing the  diagnosis  of  latent  coronary  ostial 
stenosis. 

6.  Routine  use  of  the  electrocardiographic 
study  and  exercise  test  in  early  cases  with  a 
systematic  follow-up  in  subsequent  years  is 
urged  in  order  to  discover  cardiovascular  syphi- 
lis at  an  earlier  stage  than  has  been  possible 
heretofore. 
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WANTED:  A MEDICAL  AXMAN 

Under  the  humorous  heading  of  ‘‘Fuel  for 
Heating  Hospital  Smoking  Rooms,”  Dr.  Floyd 
Burrows  contributes  some  intriguing  reflections 
to  the  Bulletin  of  the  Onondaga  County  Medical 
Society.  In  a section  entitled  “Dead  Timber,” 
he  writes: 

“No  doubt  exists  in  many  minds  that  there 
is  standing  in  the  medical  preserve  at  present 
too  much  dead  timber.  Our  professional 
forest  needs  some  pruning  and  considerable  re- 
forestation. Unquestionably  there  are  men  in 
our  ranks  who  have  lagged  far  behind  the  parade 
in  marching  with  medical  science.  Their  brains 
do  not  contain  much  more  medical  knowledge 
than  they  possessed  when  they  were  handed  a 
sheepskin.  An  eminent  physician  once  re- 
marked that  one  must  learn  medicine  all  over 
every  ten  years.  I believe  that  statement  con- 
tained as  much  truth  as  could  be  squeezed  safely 
by  a pair  of  tonsils  in  one  sentence. 

“If  the  standards  of  medical  practice  are  to 
be  maintained  at  a level  consistent  with  modern 
expectations,  an  examination  ought  to  be  made 
of  each  practitioner  every  decade.  I do  not 
infer  that  he  should  take  a quiz  in  chemistry, 
anatomy  or  physiology.  But,  he  should  be 
given  an  examination  in  clinical  medicine  and 
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surgery  sufficient  to  determine  whether  he  has 
kept  pace  with  the  developments  of  diagnosis, 
treatment  and  general  management  of  diseased 
conditions  of  all  kinds  within  the  field  of  his 
practice.  He  should  be  on  his  toes  in  regard  to 
early  diagnosis  of  all  maladies — especially  those 
which  need  specific  treatment. 

“By  whom  such  examinations  should  be  con- 
ducted might  be  open  to  considerable  debate. 
But  it  would  seem  that  this  matter  could  be 
worked  out  satisfactorily  if  it  were  turned  over 
to  medical  men  of  unquestioned  honesty  and  wide 
experience  who  have  become  emeritus.  Such 
men  have  fought  over  the  battlefields  of  illness 
and  have  diversified  knowledge  of  all  maneuvers 
used  in  fighting  disease.  A group  of  such  men 
should  be  able  to  decide  the  worthiness  of  all 
candidates.  If  a man  could  not  pass  a test  he 
should  be  put  on  probation  for  one  year  and 
then  given  another  test.  In  case  he  failed  the 
second  time  he  should  be  eliminated  automati- 
cally from  medical  practice.  If  such  a plan  or 
something  analogous  were  in  vogue  doctors 
would  be  obliged  to  study  and  keep  up  to  date. 
Those  who  did  would  have  nothing  to  fear; 
while  those  who  did  not  could  be  eliminated 
and  not  be  a serious  detriment  to  the  others.” 


“HOW  DOTH  THE  LITTLE  BUSY  Bx” 

The  results  of  recent  investigations  of  vitamin 
Bi  deficiency  “suggest  that  efficiency  for  prose- 
cution of  a war  can  be  increased  bjr  the  simple 
expedient  of  providing  a very  little  more  of 
vitamin  Bx  than  the  public  is  receiving.  This 
subject  is  also  receiving  consideration  by  those 
responsible  for  our  national  defense,”  the  Journal 
of  the  American  Medical  Association  declares  in 
an  editoral. 

“England,  locked  in  the  struggle  of  total  war 
and  conscious  of  the  importance  of  maintaining 
at  high  levels  the  strength  and  courage  of  its 
people,  has  fortified  margarine  with  vitamin  A 
and  restored  calcium  and  thiamin  hydrochloride 
(vitamin  Bi)  to  flour,”  the  editorial  states. 
“This  action  was  taken  on  advice  from  the 
Medical  Research  Council  and  with  the  recom- 
mendation of  leaders  in  nutritional  research. 
Sir  John  Orr  and  Dr.  J.  C.  Drummond  were 
largely  responsible.  In  consequence,  ill  effects 
from  deficiency  of  calcium  and  vitamin  Bx  will 
be  minimized  in  England  notwithstanding  lower 
rations.  Vitamin  A will  accompany  whatever 
edible  fats  remain  available,  and  calcium  and 
vitamin  Bx  will  be  supplied  as  long  as  any 
cereal  food  is  left.” 


POSTGRADUATE  MEDICAL  EDUCATION 

A Sanitation  Symposium  was  arranged  for  the 
Oswego  County  Medical  Society  at  the  Elks 
Club,  Oswego,  New  York,  on  January  29,  1941, 
at  6:30  p.m.  The  program  was  as  follows: 
“Milk  Supplies,”  by  Mr.  W.  D.  Tiedeman,  C.E., 
chief,  Bureau  of  Milk  Sanitation,  Division  of 
Sanitation,  State  Health  Department,  Albany, 
New  York,  and  “Water  Supplies,”  bjr  Mr.  C.  R. 
Cox,  C.E.,  chief,  Bureau  of  Water  Supplies, 
Division  of  Sanitation,  State  Health  Depart- 
ment, Albany,  New  York.  Special  reference 
was  made  to  emergency  procedures  in  cases  of 
catastrophe.  This  symposium  was  arranged 
and  presented  in  cooperation  with  the  Division 
of  Sanitation  of  the  State  Department  of  Health, 
Albany,  New  York. 


WHY  CHANGE? 

Investigation  of  European  medical  systems 
on  the  spot  by  the  secretary  of  the  Wis- 
consin State  Medical  Society  uncovered  the 
significant  fact  that  the  Irish  and  Germans  in 
Milwaukee  are  far  healthier  than  the  Irish  in 
Ireland  or  the  Germans  in  Germany. 


PUBLIC  HEALTH  ASPECTS  OF  CARDIOVASCULAR  SYPHILIS 
IN  NEW  YORK  CITY 

Joseph  Weinstein,  M.D.,  M.S.P.H.,  New  York  City 


SYPHILIS  has  been  recognized  as  one  of 
the  most  pressing  public  health  problems 
today  in  the  United  States  and  has  received 
considerable  attention  both  from  clinicians 
and  public  health  administrators  throughout 
the  country.  Cardiovascular  syphilis,  includ- 
ing simple  aortitis,  aortic  valvular  insuffi- 
ciency, and  aneurysm,  is  a matter  of  great 
concern  to  the  community  because,  although 
it  is  a late  manifestation  of  this  communicable 
disease,  it  affects  a relatively  substantial  pro- 
portion of  the  population,  often  with  severe 
disabling  results,  and  because  it  is  largely 
preventable. 

In  order  that  the  importance  and  signifi- 
cance of  preventing  aortic  syphilis  may  be 
better  comprehended,  it  is  desirable  that  the 
size  of  the  problem  be  realized.  This  requires 
a consideration  of  morbidity  and  mortality 
statistics  and  an  estimate  of  the  economic 
waste  occasioned  by  this  disease. 

Probable  Prevalence  and  Distribution 

It  must  be  pointed  out  at  the  outset  that 
morbidity  and  mortality  reports  for  syphilis 
do  not  present  a true  picture  of  the  prevalence 
of  this  disease  and  its  late  manifestations  be- 
cause of  incomplete  reporting.  However,  it  is 
believed  that  the  following  information  may 
serve  to  illustrate  the  importance  of  syphilitic 
heart  disease  as  a community  problem. 

Cohn1  and  Emerson,2  on  the  basis  of  several 
sickness  surveys  conducted  by  eminent  author- 
ities, have  each  conservatively  estimated  that 
roughly  2 per  cent  of  the  total  population  on 
any  given  date  will  be  found  to  have  some  form 
of  recognizable  heart  disease.  In  a study  of 
1,001  cases  of  organic  heart  disease  among 
clinic  and  private  patients  in  New  York  City, 
Wyckoff  and  Lingg3  found  8.6  per  cent  of  the 
cases  to  be  syphilitic  in  origin.  Of  these,  88 
per  cent  occurred  in  men  and  12  per  cent  in 
women,  16.3  per  cent  in  persons  under  the 
age  of  40  and  83.7  per  cent  above  that  age, 
with  the  highest  peak  (71.3  per  cent)  in  age 
group  40-59.  Applying  the  above  ratios  to 
the  population  of  New  York  City  in  1938 
(7,491,790),  we  may  reasonably  assume  that 
the  number  of  patients  with  aortic  syphilis 
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in  this  community  probably  amounted  to 
roughly  13,000  during  that  year. 

The  available  mortality  statistics  for  organic 
heart  disease  are  based  on  deaths  recorded  in 
accordance  with  the  International  List  of 
Causes  of  Death,  which  is  not  so  classified  as 
to  make  it  possible  to  distinguish  between  the 
different  etiologic  types  of  heart  disease. 
Lacking  such  information,  we  may,  however, 
utilize  the  recorded  deaths  from  aneurysm 
which  permit  a consideration  of  the  mortality 
trend  of  cardiovascular  syphilis.  From  a 
medical  point  of  view,  the  story  of  cardio- 
vascular syphilis  in  the  main  centers  about  the 
damage  the  disease  produces  in  the  aorta,  and 
aneurysm  in  the  vast  majority  of  instances  is 
the  result  of  syphilitic  infection  of  the  aorta. 
Referring  to  Table  1 and  Fig.  1,  it  is  interest- 
ing to  note  that  the  number  of  deaths  from 
aneurysm  per  100,000  total  population  in  New 
York  City,  with  some  periodic  fluctuations, 
has  varied  but  slightly  during  the  past  fifteen 
years. 

From  1.9  in  1924,  the  rates  had  gradually 
increased  year  by  year  to  2.5  in  1928,  then 
gently  decreased  to  1.5  in  1931,  and  main- 
tained this  level  until  1934.  They  have  risen, 
during  the  past  four  years,  with  slight  varia- 
tions from  1.5  in  1934  to  2.2  in  1938.  A study 
of  the  age-specific  death  rates  (Table  2 and 
Fig.  2)  likewise  shows  that  no  marked  change 
has  taken  place  in  the  mortality  from  this 
type  of  heart  affection.  Thus,  it  is  quite  ap- 
parent that  in  the  past  syphilis  in  a large  pro- 
portion of  the  population  has  not  been  recog- 

TABLE  1. — Death  Rates  from  Syphilis  per  100,000 
Estimated  Population,  New  York  City,  1924-1938, 
Inclusive* 

Loco- 


Year 

Syphilis 

motor 

Ataxia 

General 

Paresis 

Aneurysm 

Total 

1924 

7.8 

1.3 

4 . 5 

1.9 

15 . 5 

1925 

7.2 

1.0 

5.2 

1.8 

15.2 

1926 

7.1 

1.2 

4 . 5 

2.1 

14.9 

1927 

8.3 

1.0 

3.4 

2.3 

15.0 

1928 

7.7 

1.0 

3.2 

2.5 

14.4 

1929 

7.9 

1.2 

2.9 

2.3 

14.3 

1930 

8.8 

0.9 

3.1 

2.0 

14.8 

1931 

7.9 

0.7 

2.5 

1.5 

12.6 

1932 

8.5 

0.5 

2.1 

1.6 

12.7 

1933 

8.6 

0.6 

1.9 

1.5 

12.6 

1934 

8.7 

0.8 

2.2 

1.5 

13.2 

1935 

8.8 

0.5 

1.8 

1.6 

12.7 

1936 

10.5 

0.7 

2.4 

1.9 

15 . 5 

1937 

11.0 

0.8 

2.2 

2.0 

16.0 

1938 

11.1 

0.9 

1.8 

2.2 

16.0 

*Compiled  from  figures,  Annual  Reports,  New  York 
City  Department  of  Health,  1924-1938. 
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Fig.  1. 


nized  early  enough  or  sufficiently  treated  to 
avoid  involvement  of  the  cardiovascular  sys- 
tem. The  death  rates  increase  with  age;  the 
lowest  rates  are  noted  in  the  age  group  under 
40  years,  the  highest  in  the  group  60  years 
and  over. 

It  is  interesting  to  compare  the  mortalities 
from  aneurysm  with  those  of  locomotor  ataxia 
and  general  paralysis  of  the  insane  (Table  1 
and  Fig.  1).  While  no  conspicuous  changes 
from  a public  health  point  of  view  have  been 
noted  in  either  aneurysm  or  locomotor  ataxia 
during  the  past  decade  and  a half,  conditions 
differed  somewhat  in  the  case  of  general 
paresis.  Here  the  death  rate  dropped  from 
5.2  per  100,000  population  in  1925  to  1.9  in 
1933  and  fluctuated  about  this  level  for  the 
next  six  years.  The  sudden  and  continuous 
drop  of  the  curve  between  1925  and  1933  may 
probably  be  accounted  for,  among  other  fac- 
tors, by  the  introduction  of  hyperpyrexia  and 
tryparsamide  in  the  treatment  of  this  condi- 
tion. 


Economic  Aspects 

Aside  from  the  humanitarian  appeal,  aortic 
syphilis  is  a social  and  economic  problem  of 
vast  importance.  It  causes  considerable  suf- 
fering and  disability,  interferes  with  the  work- 
ing lives  of  the  affected  persons,  and,  because 
of  the  physical  handicap  and  frequent  need 
for  hospitalization,  it  places  a tremendous 
economic  burden  upon  society.  Emerson5  has 
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Fig.  2. 


conservatively  estimated  that  for  cardiac 
patients,  the  population  of  New  York  bears  a 
cost  of  75  cents  per  capita  per  annum.  When 
we  apply  this  ratio  to  the  population  of  New 
York  City  in  1938,  the  amount  of  money  spent 
to  care  for  cardiac  patients  probably  amounted 
to  more  than  five  and  one-half  million  dollars 
during  that  year.  If  8.6  per  cent  of  the  cardiac 
patients  in  New  York  City,  as  found  by  Wy- 
ckoff  and  Lingg,  are  syphilitic  in  origin,  ap- 
proximately one-half  million  dollars  were 
probably  spent  on  cardiac  invalids  as  a result 
of  syphilis. 

The  Future  Outlook 

The  most  effective  way  to  prevent  cardio- 
vascular syphilis  is,  of  course,  to  avoid  syphi- 
litic infection.  In  persons  who  have  already 
been  infected,  the  best  time  for  the  prevention 
of  damage  to  the  cardiovascular  system  is 
during  the  early  stage  of  the  chancre  before  the 
spirochetes  begin  their  widespread  dissemina- 
tion. 

A substantial  reduction  in  the  number  of 
cases  and  deaths  from  syphilitic  heart  disease 


TABLE  2. — Age  Specific  Death  Rates  from  Aneurysm,  New  York  City,  1924-1938* 


- — — Under  40  Years — 40-59  Years ~ 60  Years  and  Over - 


Years 

Deaths  during 
three  years 

Rate 

Deaths  during 
three  years 

Rate 

Deaths  during 
three  years 

Rate 

1924-1926 

71 

0.5 

183 

4.4 

112 

9.1 

1927-1929 

77 

0.4 

246 

5.0 

154 

10.7 

1930-1932 

69 

0.4 

186 

4.0 

114 

8.3 

1933-1935 

57 

0.4 

173 

3.6 

123 

8.7 

1936-1938 

90 

0.5 

202 

4.1 

162 

11.1 

♦Compiled  from  figures.  Annual  Reports,  New  York  City  Department  of  Health,  1924-1938. 
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in  the  future  may  be  anticipated  as  a result  of 
better  diagnosis  and  more  adequate  treat- 
ment of  early  syphilis  at  present.  It  is  well 
established  clinically  that  syphilis  of  the  aorta 
appears  on  the  average  from  fifteen  to  twenty 
years  after  the  primary  syphilitic  infection. 
In  rare  instances,  there  is  a more  rapid  progres- 
sion. Cases  of  simple  aortitis  and  aortic  in- 
sufficiency can  be  detected  earlier  than 
aneurysm.  Thus,  in  general,  one  would  hesi- 
tate to  predict  a significant  reduction  in  the 
morbidity  and  mortality  from  cardiovascular 
syphilis  in  less  than  an  average  of  seventeen 
years  beginning  with  the  present  antisyphilis 
campaign. 

Summary 

1.  An  analysis  of  the  available  morbidity 
and  mortality  statistics  and  a consideration  of 
the  economic  aspects  of  cardiovascular  syphilis 
in  New  York  City  show  that  this  disease  is  an 
important  public  health  problem. 

2.  From  a practical  public  health  point  of 
view  no  conspicuous  change  has  taken  place 
in  New  York  City  in  the  reported  deaths  from 
aortic  aneurysm  during  the  past  decade  and 


“A  WEDGE  FOR  WHAT?” 

The  agreement  entered  into  between  Manhat- 
tan General  Hospital  and  Local  802  of  the  Ameri- 
can Federation  of  Musicians  may  have  grave 
consequences  for  both  the  working  people  of  this 
city  and  the  medical  profession,  believes  the 
New  York  Medical  Week.  It  is  contrary  to 
most  of  the  accepted  principles  for  first-rate 
medical  care  and,  if  extended,  will  lead  to  de- 
struction of  prevailing  standards  of  service  by 
cut-throat  competition  among  private  hospitals 
for  this  type  of  business. 

As  envisaged  at  present,  the  plan  contemplates 
complete  hospitalization,  including  medical  care, 
for  unemployed  and  indigent  members  of  the 
local  and  their  families.  This  is  a highly  praise- 
worthy objective — but  the  union  makes  no  secret 
of  the  fact  that  if  its  plan  works  successfully  for 
the  unemployed  it  hopes  to  extend  coverage  to 
include  all  of  its  22,000  members  and  their 
families. 

As  described  in  the  New  York  Times , “the  new 
plan  calls  for  the  division  of  the  city  into  eight 
districts,  in  each  of  which  the  union  has  retained 
a physician  who  is  also  a member  of  the  staff  of 
the  hospital.  These  physicians  will  pass  upon 
the  needs  of  unemployed  members  of  the  local 

and  their  families  residing  in  their  districts ” 

There  is,  of  course,  no  free  choice  of  physician. 
The  practitioners  associated  with  the  plan  are 
employees  of  the  union  and  wholly  subject  to 
lay  direction. 

It  will  be  remembered  that  last  winter  the 


a half.  Apparently,  syphilis  in  a number  of 
persons  has  not  been  recognized  early  enough 
or  properly  treated  in  the  past  to  avoid  later 
complications  in  the  circulatory  system. 

3.  The  outlook  for  cardiovascular  syphilis 
in  the  future  is  full  of  promise  provided  the 
present  efforts  in  the  discovery  and  treatment 
of  syphilis  in  its  earliest  possible  stage  are 
continued  intensively  for  an  adequate  period 
of  time. 

4.  Past  experience  has  taught  us  that  aortic 
syphilis  will  develop  in  a certain  number  of 
individuals  despite  energetic  and  prolonged 
treatment  of  early  syphilis.  In  this  respect 
more  knowledge  is  wanted,  and  further  efforts 
in  the  direction  of  research  on  syphilis  treat- 
ment and  its  evaluation  are  indicated. 
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New  York  State  Legislature  held  with  the  medi- 
cal profession  that  hospitalization  insurance  and 
group  provision  for  medical  care  should  be  kept 
separate  because  of  the  different  administrative 
problems  involved.  The  plan  under  discussion 
lumps  both  services  together  under  lay  con- 
trol. 

If  this  scheme  is  extended  to  the  working,  self- 
supporting  members  of  the  union,  there  will  be 
a mad  scramble  among  other  private  hospitals 
to  cut  in  on  this  business.  The  usual  competi- 
tive weapon  in  such  circumstances  is  the  cut 
price;  and  we  may  expect  to  see  scores  of 
schemes  for  cheap  contract  practice  springing 
up  in  other  unions,  industrial  plants,  and  benevo- 
lent organizations.  The  result  will  be  as  de- 
moralizing to  the  prevailing  standards  of  medical 
care  as  the  low-grade  contract  practice  which 
paved  the  way  for  compulsory  sickness  insurance 
in  England. 

The  only  way  for  the  profession  to  fight  this 
evil  is  to  press  its  own  plans  for  low-cost,  high- 
quality  service  for  the  lower  income  groups, 
declares  the  Medical  Week.  People  are  not 
impressed  by  adverse  criticism,  however  justified, 
unless  something  better  is  offered  them. 

The  spread  of  cut-rate  contract  medicine 
would  gradually  poison  the  system  of  independ- 
ent medical  practice.  Prompt  application  of 
the  principles  of  voluntary  nonprofit  medical 
expense  indemnity  insurance  is  the  sole  anti- 
dote. It  should  not  be  delayed. 


Medical  Officer:  “Is  your  condition  organic?” 
Disabled  Veteran:  “Doc,  I can’t  even  carry 
a tune.” — Medical  Record 


Sickness  among  industrial  workers  is  showing 
a downward  trend,  more  among  men  than  wo- 
men. 


THE  BLOOD  WASSERMANN  REACTION  IN  800  PRIVATE 
PATIENTS 


Connie  M.  Guion,  M.D.,  Elisabeth  C.  Adams,  M.D.,  and  A.  Parks  McCombs,  M.D., 
New  York  City 


IN  REVIEWING  the  literature  of  the  inci- 
dence of  syphilis,  we  found  that  most 
studies  have  concerned  groups  of  clinic  pa- 
tients or  of  the  general  population.  We  are 
reporting,  therefore,  our  results  on  800  cases 
studied  in  our  private  practice  in  New  York 
City.  Most  of  these  patients  are  American- 
born,  well-educated  adults;  thus,  this  group 
differs  in  its  personnel  from  most  of  those 
on  whom  studies  have  been  made  regarding 
the  occurrence  of  the  positive  Wassermann 
test. 

Review  of  the  Literature  on  the  Incidence 
of  Syphilis 

Jones1  in  1904  stated  his  estimate,  based  on 
impressions  gained  over  a period  of  six  years, 
that  75  per  cent  of  patients,  mostly  Negroes, 
attending  a large  general  clinic  in  Memphis, 
Tennessee,  were  suffering  from  syphilis.  The 
incidence  of  syphilis  has  been  variously  esti- 
mated and  sought  by  statistical,  clinical,  lab- 
oratory, and  autopsy  studies  in  the  thirty- 
five  years  since  then  without  mention  of  any 
correspondingly  high  figure. 

Symmers2  in  1916  wrote  of  positive  Wasser- 
mann reactions  in  “over  25  per  cent  of  the 
enormous  number  of  serums  examined”  at 
Bellevue  Hospital  in  New  York  City.  He 
found  evidences  of  syphilis  there  in  6.5  per 
cent  of  4,880  necropsies  done  in  the  preceding 
ten  years. 

Williams3  in  1920  reported  the  finding  of  a 
positive  Wassermann  reaction  in  2.48  per  cent 
of  1,806  pregnant  white  women  and  in  16.29 
per  cent  of  2,194  pregnant  Negro  women  ad- 
mitted to  The  Johns  Hopkins  Hospital  be- 
tween 1916  and  1919. 

Stokes  and  Brehmer4  in  1920,  in  a study 
of  1,143  patients  at  the  Mayo  Clinic,  found 
the  Wassermann  reaction  positive  in  11.7  per 
cent  of  128  railroad  employees,  6.1  per  cent 
of  243  laborers,  3.8  per  cent  of  236  merchants 
and  tradesmen,  and  1.5  per  cent  of  536  farm- 
ers. 

Hemsath5  in  1931  reported  that  4 per  cent 
of  6,800  admissions  to  the  New  York  Lying- 
In  Hospital  in  twenty-one  months  of  1929  and 
1930  showed  2 to  4 plus  reactions;  884  of 

From  the  Cornell  University  Medical  College  and  the 
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these  patients  were  Negroes,  of  whom  the 
positive  reactors  comprised  12  per  cent. 

Granger6  in  1932  found  an  incidence  of  14.75 
per  cent  of  strongly  positive  Wassermann  re- 
actions among  2,000  private  Negro  patients 
in  Brooklyn;  16  per  cent  showed  weak  or 
doubtful  Wassermann  reactions. 

Warthin7  reported  in  1931  a diagnosis  of 
latent  syphilis,  based  on  microscopic  criteria, 
in  43.7  per  cent  of  386  autopsies  done  in  the 
decade  1910  to  1920  and  in  25.7  per  cent  of 
1,289  autopsies  done  in  the  decade  1920  to 
1930,  or  29.5  per  cent  in  1,675  autopsies. 
This  material  was  from  the  University  Hospi- 
tal at  Ann  Arbor  and  represented  the  average 
middle-  and  lower-class  population  of  Michi- 
gan. 

Rice  and  Goldberg8  in  1936,  from  census 
studies  done  under  the  auspices  of  the  United 
States  Public  Health  Service  and  various 
agencies  involving  areas  totaling  over  27,000,- 
000  population,  allowed  a conservative  esti- 
mate that  5 per  cent  of  the  population  of  the 
United  States  had  syphilis  at  any  one  time. 

Holloway,  Grant,  and  Bent9  in  1937  re- 
ported an  incidence  of  27.4  per  cent  who 
showed  a positive  Wassermann  reaction 
among  12,892  patients  from  clinics  and  hospi- 
tal wards  in  Memphis,  Tennessee.  They 
found  5.9  per  cent  positive  in  836  healthy 
Negro  college  students  examined. 

Pickell10  in  1938  found  a 1 to  4 plus  positive 
reaction  in  11.7  per  cent  of  304  white  patients 
and  48.9  per  cent  of  233  Negro  patients  ex- 
amined in  his  office  in  a small  Alabama  city 
where  patients  from  rural  sections  were  also 
included. 

Usilton,  Hunter,  and  Vonderlehr11  in  1938 
reported  data  secured  from  all  the  clinics  and 
most  of  the  private  physicians  of  Chicago  and 
collected  under  the  direction  of  the  United 
States  Public  Health  Service  and  the  Works 
Progress  Administration;  they  showed  that 
0.44  per  cent  of  the  population  of  Chicago  is 
constantly  under  medical  care  for  syphilis. 

Gastineau12  in  1938  estimated  an  incidence 
of  2.4  to  3 per  cent  of  syphilis  among  admis- 
sions to  various  hospitals  and  clinics  in  rural 
Indiana. 

Brunet  and  Salberg13  in  1939  report,  from 
the  Women’s  Division  of  the  Public  Health 
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Institute  in  Chicago,  an  incidence  of  syphilis 
of  2 per  cent  among  a group  of  913  premarital 
examinations.  They  cite  the  July,  1938,  re- 
port of  the  Illinois  Health  Department  of  an 
incidence  of  1.9  per  cent  positive  Wasser- 
manns  among  47,781  premarital  tests. 

In  the  fourth  quarter  of  1938  the  New  York 
City  Department  of  Health 14a  examined 
144,723  blood  specimens  for  syphilis;  12.2 
per  cent  were  found  positive.  Of  15,524  new 
patients  admitted  to  the  diagnostic  clinics 
during  the  same  period,  13.8  per  cent  were 
diagnosed  as  suffering  from  syphilis.  During 
the  six  months  ending  December  31,  1938, 
the  Department  of  Health14*3  also  reported  that 
premarital  blood  tests  were  done  on  58,903 
individuals;  0.95  per  cent  were  positive. 
Of  the  52,585  tested  at  the  Bureau  of  Labora- 
tories of  the  Department  of  Health,  1.03  per 
cent  were  positive,  while  only  0.27  per  cent 
of  6,412  tested  at  private  laboratories  were 
positive.  It  is  speculated  that  persons  know- 
ing themselves  to  be  infected  would  not  apply 
for  a license  requiring  a blood  test.  It  is  esti- 
mated in  the  same  report  that  the  incidence  of 
syphilis  in  New  York  City  is  not  over  1 per 
cent  of  the  total  population. 

At  the  New  York  Hospital15  between  Feb- 
ruary 1,  1936,  and  February  28,  1939,  27,301 
patients  admitted  to  the  outpatient  depart- 
ment were  subjected  to  a Kline  test.  These 
were  men  and  women  for  the  most  part  resi- 
dents of  New  York  City  who  applied  to  the 
clinic  for  treatment  of  some  medical  problem. 
The  Kline  test  is  done  routinely  on  all  medical 
patients  before  they  are  examined  by  the 
physician.  This  group  represents,  therefore, 
an  unselected  cross  section  of  the  clinic  public. 
Of  these,  1,270  or  4.7  per  cent  gave  a 3 or  4 
plus  reaction.  During  the  past  four  years, 
122  or  3.7  per  cent  of  3,303  Kline  tests  done 
on  private  or  semiprivate  patients  at  the  New 
York  Hospital  have  given  a 4 plus  reaction; 
all  of  these  tests  were  done  at  the  request  of 
the  private  physician;  some  specimens  were 
probably  submitted  because  the  disease  was 
suspected,  and  in  many  instances  more  than 
one  specimen  was  sent  for  each  patient. 

It  is  of  interest  to  note  that  in  1,000  patients 
with  elevated  blood  pressure  seen  in  the  New 
York  City  practice  of  Dr.  Frank  S.  Meara16 
between  1916  and  1926  the  blood  Wassermann 
reaction  was  3 or  4 plus  in  3.4  per  cent.  Most 
of  these  patients  were  seen  in  consultation 
and  were  diagnostic  problems;  some  of  them 
were  known  to  be  suffering  from  syphi- 
lis. 

These  are  but  a few  representative  studies 


from  a great  many  reports  concerning  the 
incidence  of  syphilis. 

Our  Data 

In  our  private  office  between  January, 
1936,  and  March,  1939,  blood  specimens  have 
been  taken  routinely  from  each  new  patient 
and  have  been  sent  to  reliable  laboratories  for 
a Wassermann  test.  The  series  includes  56 
men  and  744  women,  a total  of  800  white 
adults.  Of  these  there  were  but  3 on  whom  a 
Wassermann  test  was  indicated;  2 of  the  3 
were  known  to  have  syphilis,  1 with  a positive 
and  the  other  with  a negative  Wassermann 
for  a number  of  years;  the  other  patient,  a 
woman,  gave  a history  of  syphilis  and  showed 
signs  suggestive  of  the  disease.  Several  pa- 
tients offering  no  complaints  came  to  the  office 
for  a general  “health”  examination. 

Of  the  800  specimens  submitted,  775  or 
96.87  per  cent  showed  negative  Wassermann 
reactions.  Because  a negative  reaction  was 
reported  for  the  patient  who  gave  a history  of 
contact  and  showed  suspected  signs,  a speci- 
men of  her  blood  was  sent  for  a Kline  diagnos- 
tic test;  this  was  reported  2 plus.  We,  there- 
fore, excluded  her  from  our  totally  negative 
group,  leaving  774  patients  or  96.75  per  cent 
of  the  800  with  no  suspicion  of  syphilis  as  de- 
termined by  the  laboratory  tests.  (It  is  to  be 
hoped  that  the  negative  history  in  all  of  these 
was  reliable  and  that  the  absence  of  physical 
signs  of  the  disease  with  their  negative  Wasser- 
manns  is  proof  enough  that  they  are  not  suf- 
fering from  syphilis.) 

Twenty-five  specimens  showed  a positive 
Wassermann  reaction  ranging  from  plus  minus 
to  4 plus.  Of  the  800  patients,  3.25  per  cent 
were,  therefore,  suspected  of  having  syphilis. 
Of  the  25,  2 patients  in  whom  the  disease  was 
not  suspected  admitted,  when  told  the  results 
of  the  tests,  that  they  had  had  syphilis.  Two 
others  of  the  group  were  servants  who  had  been 
sent  by  their  employer;  otherwise,  had  they 
sought  medical  attention,  they  would  have 
been  seen  in  a clinic.  Five  of  the  25  were  men 
each  of  these  showed  a 4 plus  reaction.  Table 
1 gives  the  details  of  the  series. 

Summary 

In  800  patients  seen  in  private  practice  in 
New  York  City  from  1936  to  1939,  a negative 
blood  Wassermann  was  found  in  96.9  per  cent 
or  in  775  patients,  1 of  whom,  however, 
showed  a 2 plus  Kline  diagnostic  test, 
leaving  96.75  per  cent  beyond  reasonable 
suspicion  of  having  syphilis  from  a laboratory 
point  of  view.  Therefore,  26  patients,  or 
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TABLE  1 


Wassermann 

First 

Specimen 

Second  Specimen* 

Negative 

774 

Negative  but 

1 

Confirmed 

Kline  2 + 

10 

2 negative;  8 not  repeated  here 

1 + 

3 

2 negative;  1 not  repeated  here 

2 + 

1 

Confirmed 

3 + 

1 

Not  repeated  here 

4 + 

10 

7 confirmed;  3 not  repeated 

here 

♦From  patients  whose  first  specimen  was  not  negative. 


3.25  per  cent  of  the  800  studied,  were  sus- 
pected of  having  syphilis.  Of  these  26  patients, 
only  11  or  1.37  per  cent  of  the  800  cases 
showed  3 and  4 plus  reactions. 

Conclusion 

The  incidence  of  syphilis  recorded  in  the 
literature  varies  widely,  depending  upon  the 
social  habits  and  race  of  the  groups  studied, 
on  the  accuracy  of  the  study,  and  on  the  dec- 
ade in  medicine.  Reports  range  from  an  es- 
timate of  an  incidence  of  75  per  cent  among 
a southern  Negro  clinic  group  thirty-five  to 
forty  years  ago  to  the  finding  of  0.95  per  cent 
positive  Wassermann  reactions  among  58,- 
903  premarital  tests  done  in  1938  by  the  New 
York  City  Department  of  Health.  The  New 
York  Hospital  private  and  semiprivate  pa- 
tient group  is  the  most  nearly  parallel  to  ours. 
The  incidence  of  1.37  per  cent  strongly  posi- 
tive Wassermann  tests  found  in  our  practice 
would  be  expected  to  be  lower  than  their 
figures,  where  an  incidence  of  3.7  per  cent 


was  found  on  specimens  from  sick  patients 
many  of  whom  were  tested  more  than  once. 
Furthermore,  our  group  of  patients  is  com- 
posed chiefly  of  women,  in  whom  the  incidence 
of  syphilis  is  granted  to  be  lower  than  in  men. 
The  New  York  Hospital  group  incidence  of 
3.7  per  cent  is  practically  the  same  as  the  in- 
cidence of  3.4  per  cent  positive  Wassermann 
reactions  noted  in  1926  by  Dr.  Frank  S. 
Meara  on  a similar  series  of  consultation  pa- 
tients. 

The  performance  of  a serologic  test  for 
syphilis  on  all  patients  is  urged. 
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SECTIONAL  MEETINGS  OF  THE  AMERICAN  COLLEGE  OF  SURGEONS 


Dates 

City 

Headquarters  Hotel 

March  10 
11 
12 

Minneapolis 

Nicollet 

March  17 
18 
19 

Pittsburgh 

William  Penn 

March  26 

27 

28 

Salt  Lake 
City 

Utah 

Hospital  conferences  will  be  held  in  connection 
with  each  of  these  meetings.  Fellows  of  the 
College,  members  of  the  medical  profession  at 
large,  and  persons  interested  in  the  institutional 


Participating  States 

Minnesota,  North  and  South  Dakota,  Iowa,  Ne- 
braska, Montana,  Kansas,  Wisconsin — Manitoba 

Pennsylvania,  Ohio,  Virginia,  West  Virginia, 
Delaware,  Maryland,  New  Jersey,  New  York, 
District  of  Columbia 

Oregon,  Washington,  California,  Nevada,  Idaho, 
Wyoming,  New  Mexico,  Arizona,  Colorado, 
Montana,  Utah 

care  of  the  sick  and  injured  are  invited  to  the 
Sectional  Meetings;  on  the  final  evening  of 
each  session,  a meeting  on  Health  Conserva- 
tion, to  which  the  public  is  invited,  will  be  held. 


BROOKLYN  UROLOGICAL  SOCIETY 
At  the  annual  meeting  of  the  Brooklyn  Uro- 
logical Society,  the  following  officers  were  elected : 
president,  Dr.  Emanuel  Sal  wen;  vice-president, 
Dr.  James  W.  McManus;  secretary-treasurer, 
Dr.  Samuel  E.  Last. 


TO  CUT  OR  NOT  TO  CUT? 

“Tis  better  to  use  the  knife  too  soon 
And  find  our  diagnosis  wrong 
Than  to  hear  that  old  familiar  tune 

He’s  gone  to  join  the  heavenly  throng.” 

— Bennett,  quoted  in  Pennsylvania  M J. 


SYPHILIS  IN  THE  PREGNANT  WOMAN 

Mortimer  D.  Speiser,  M.D.,  F.A.C.S.,  New  York  City 


IN  ORDER  to  handle  competently  the  syphi- 
litic prenatal  patient,  as  well  as  to  under- 
take the  study  of  several  problems  intimately 
connected  with  this  phase  of  syphilis,  a special 
prenatal  syphilis  clinic  was  organized  at 
Bellevue  Hospital  six  years  ago.  While  an 
outgrowth  of  the  prenatal  clinic  this  special 
clinic  operates  with  the  closest  cooperation  of 
the  regular  syphilis  clinic.  In  the  last  16,437 
deliveries  at  Bellevue  Hospital  there  were  790 
cases  diagnosed  as  syphilis,  an  incidence  of 
4.8  per  cent.  The  early  recognition  of  syphi- 
lis in  the  pregnant  woman  is  essential  if 
efficient  therapy  is  to  be  instituted  and  if  the 
transmission  of  this  disease  from  mother  to 
offspring  is  to  be  prevented. 

Diagnosis 

The  diagnosis  is  established  on  the  basis  of 
a complete  history,  a carefully  executed 
physical  examination,  and  properly  controlled 
serologic  tests.  An  evaluation  is  made  herein 
of  the  data  elicited  with  these  procedures.  A 
total  of  632  cases  were  studied  from  this 
standpoint — 580  were  classified  as  acquired 
and  52  as  definitely  or  possibly  congenital 
syphilis. 

Previous  therapy  was  admitted  in  57.2  per 
cent  of  the  acquired  cases.  In  many  in- 
stances, however,  these  data  were  forthcoming 
only  after  the  patient  was  confronted  with 
the  positive  result  of  a serologic  test.  An  in- 
creasing number  of  patients  during  the  last 
few  years  have  given  such  a history — not 
only  because  many  of  our  patients  have  sub- 
sequently returned,  but  also  because  of  the 
intimate  relationship  of  this  special  clinic 
with  the  regular  syphilis  clinic  many  patients 
have  been  referred  while  under  treatment  as 
soon  as  pregnancy  had  occurred.  Besides, 
throughout  the  hospital,  clinicians  have  be- 
come more  syphilis  minded,  and  the  diagnosis 
has  been  established  even  in  patients  being 
treated  for  other  conditions.  An  increase 
has  also  been  noted  and  a further  increase 
anticipated  as  the  result  of  present  legislative 
measures  requiring  routine  premarital  sero- 
logic tests. 

In  only  9 per  cent  of  the  patients  was  a his- 
tory obtained  of  known  syphilitic  offspring 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  May  8,  1940. 

From  the  Department  of  Obstetrics  and  Gynecology, 
Third  Surgical  Division,  Bellevue  Hospital. 


who  either  died  as  the  result  of  their  infection 
or  were  under  treatment.  This  did  not  in- 
clude those  children  who  were  examined  sub- 
sequent to  the  establishment  of  a diagnosis  in 
the  mother.  Of  course,  the  history  of  syphi- 
lis in  previous  offspring  does  not  absolutely 
prove  the  presence  of  syphilis  in  the  mother, 
for  on  rare  occasions  the  infant  may  have  ac- 
quired syphilis  during  its  postnatal  existence. 

In  the  acquired  group  a history  of  lesions 
that  might  be  interpreted  as  early  syphilitic 
manifestations  could  be  obtained  in  21.2  per 
cent  of  the  cases.  Thus,  approximately  1 out 
of  4 pregnant  females  with  acquired  syphi- 
lis gave  such  a suggestive  history  of  early 
manifestations.  It  must  be  noted  here  that 
in  many  instances  patients  willfully  or  other- 
wise withheld  such  information  regarding 
their  syphilitic  infection  until  confronted 
with  the  positive  result  of  a serologic  test. 
In  1.4  per  cent  there  was  a history  of  late 
manifestations. 

Previous  late  abortions,  premature  de- 
liveries, macerated  or  otherwise,  as  well  as 
term  stillbirths,  particularly  when  repeated 
and  which  could  not  readily  be  explained, 
were  interpreted  as  possibly  syphilitic  in 
origin  and  occurred  in  18.8  per  cent  of  the 
cases.  In  24.7  per  cent  no  significant  data 
could  be  elicited  in  the  history  regarding  a 
previous  syphilitic  infection. 

In  the  congenital  group  a history  of  treat- 
ment was  obtained  in  65  per  cent  of  the  cases, 
while  88  per  cent  gave  a history  of  previous 
lesions  highly  suggestive  of  this  disease. 

A properly  executed  physical  examination 
at  the  time  of  admission  to  the  prenatal 
syphilis  clinic  revealed  early  syphilitic  lesions 
in  8.1  per  cent  of  the  patients,  late  lesions  in 
3.3  per  cent — a total  of  11.4  per  cent.  While 
spinal  fluid  examinations  and  roentgenograms 
of  the  heart  and  aorta  were  done  as  a routine 
postpartum,  this  information  was  not  em- 
ployed as  a diagnostic  factor  in  this  study. 
Obviously  then,  88.6  per  cent  of  the  patients 
with  acquired  syphilis  were  clinically  latent 
and,  therefore,  revealed  no  physical  findings 
on  which  to  base  a diagnosis.  In  the  con- 
genital group,  manifestations  were  present 
in  65  per  cent. 

Value  of  Serologic  Tests 

The  final  step  in  the  diagnosis  is  the  em- 
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ployment  of  a serologic  test  or  tests.  At 
Bellevue  Hospital  only  the  complement  fixa- 
tion test  is  employed  using  both  alcoholic  and 
cholesterinized  antigens.  In  24.7  per  cent 
of  the  cases  the  diagnosis  was  established  on 
the  basis  of  only  repeated  strongly  positive 
Wassermann  reactions.  In  37.6  per  cent 
there  was  a strongly  positive  Wassermann  re- 
action as  well  as  a highly  significant  or  sug- 
gestive history.  Many  times,  the  positive 
reaction  offered  the  first  clue  to  the  presence 
of  syphilis,  and  additional  data  were  elicited 
upon  further  scrutiny  at  this  time.  In  16.5 
per  cent  there  was  a positive  Wassermann  re- 
action with  associated  physical  findings, 
while  in  21.2  per  cent  there  was  a negative  or 
equivocal  reaction  with  a history  of  previous 
treatment. 

From  this,  one  can  readily  see  how  valuable 
a serologic  test  can  be  in  establishing  the  diag- 
nosis of  syphilis  in  the  pregnant  woman. 
The  Wassermann  test  is  done  as  a routine  on 
all  prenatal  patients,  and  it  is  repeated  in  all 
those  instances  where  the  results  are  other 
than  negative.  Where  equivocal  results  have 
been  obtained  (such  as  plus  minus,  1 or  2 
plus),  a repeat  Wassermann  and,  if  possible, 
a flocculation  test  may  yield  a more  decisive 
reaction.  In  those  instances  where  the  re- 
sults of  neither  test  are  sufficiently  informa- 
tory,  the  case  must  be  restudied  from  the 
standpoint  of  history  and  physical  findings. 
In  addition,  previous  offspring,  husband,  and 
mother  should  be  subjected  to  examination, 
and  the  performance  of  serologic  tests  should 
be  made  upon  them.  Only  in  this  fashion 
may  one  come  to  a definite  diagnosis  in  these 
cases. 

The  ideal  serologic  diagnostic  test  for  syphi- 
lis should  possess  complete  sensitivity  and 
absolute  specificity,  but  unfortunately  such 
a perfect  test  does  not  exist.  The  study  bj^ 
the  United  States  Public  Health  Service  on 
the  evaluation  of  serologic  tests  for  syphilis 
indicated  comparable  values  for  efficient 
complement  fixation  tests  and  efficient  floc- 
culation tests.1  However,  the  fact  that  dis- 
crepancies may  occur  in  either  direction  with 
both  complement  fixation  and  flocculation 
tests  offers  the  soundest  reason  for  the  em- 
ployment of  both  as  a routine  procedure. 
When  the  results  are  positive,  they  act  as 
mutually  supplementary  aids.  Many  modi- 
fications of  the  Wassermann  test,  however, 
seem  to  show  variations  in  sensitivity.  This 
situation  is  unavoidable  unless  some  central 
control  can  assure  uniform  results  throughout 
the  country.  This  is  being  attempted  by  the 


Committee  on  Evaluation  of  Serodiagnostic 
Tests  for  Syphilis.  The  New  York  State 
Department  of  Health  Laboratories  also 
make  an  effort  to  clarify  this  difficulty  by  re- 
porting accurate  quantitative  results  of  their 
complement  fixation  test.  With  such  a 
careful  control  the  results  of  complement  fixa- 
tion and  flocculation  tests  compare  very 
closely. 

It  has  been  stated  that  false  positive  reac- 
tions have  been  obtained  due  to  pregnancy. 
In  a study  by  the  United  States  Public  Health 
Service  where  the  standard  Kahn,  the  diag- 
nostic Kline,  or  the  Kolmer  modification  of 
the  complement  fixation  tests  were  employed 
on  54  nonsyphilitic  pregnant  women,  not  a 
single  serum  yielded  either  a doubtful  or  a 
positive  result.1  It  is  also  my  impression 
that  pseudopositive  reactions  with  these  tests 
do  not  occur  with  any  greater  frequency  in 
the  pregnant  woman  than  in  the  nonpregnant 
one.  However,  it  must  be  admitted  that  on 
extremely  rare  occasions  a false  positive  re- 
sult may  be  obtained.  How  is  one  to  detect 
it?  Where  only  a single  test  is  done,  a posi- 
tive reaction  always  requires  repetition  to 
rule  out  either  a clerical  error  or  an  error  in 
the  performance  of  the  test  that  results  in  a 
technical  false  positive  reaction.  It  has  been 
reasonably  established  that  tuberculosis,  dia- 
betes, anesthesia,  malignancy,  jaundice,  fever, 
and  hypercholesteremia  are  not  capable  of 
producing  a false  positive  reaction  with  any 
degree  of  frequency.  Biologic  false  positive 
results  may  occur,  however — namely,  those 
caused  by  the  presence  in  the  serums  of  actual 
reagin  in  the  absence  of  syphilis,  these  reagins 
being  capable  of  producing  both  a positive 
Wassermann  and  a positive  flocculation  test. 
This  reaction  is  most  frequently  encountered 
in  yaws  and  to  a lesser  degree  in  leprosy  and 
malaria.  A few  other  conditions,  such  as  re- 
lapsing fever,  infectious  mononucleosis,  etc., 
supposedly  are  capable  of  sometimes  produc- 
ing a false  positive  reaction,  but  this  requires 
further  verification.  From  what  has  been 
said  then,  the  possibility  of  a truly  false  reac- 
tion is  extremely  rare  when  it  occurs  with  the 
employment  of  repeated  tests  or  two  different 
tests  on  serums  from  the  prenatal  patient  who 
presents  no  other  significant  history  or  physi- 
cal findings.  In  these  rare  instances  Kahn’s 
new  “verification  test”  with  its  differential 
temperature  procedure  may  offer  a very  valu- 
able method  of  differentiating  the  false  posi- 
tive from  the  truly  positive  reaction.2  On 
the  basis  of  this  infrequency  of  false  positive 
reactions,  it  is  justifiable  to  treat  every  pa- 
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tient  who  is  pregnant  and  whose  serum  per- 
sistently yields  a strongly  positive  reaction 
with  standard  tests,  otherwise  one  may  be 
guilty  of  not  having  prevented  the  possible 
transmission  of  the  disease  to  the  offspring. 

The  Kahn  presumptive  test  and  the  Kline 
exclusion  test  are  hypersensitive  and  may 
detect  the  presence  of  reagin  in  a nonsyphilitic 
individual.  A persistently  positive  Wasser- 
mann  test  and  a negative  flocculation  test 
may  infrequently  be  encountered  where  the 
negative  flocculation  test  may  be  due  to  the 
so-called  prozone  phenomenon.  By  dilution 
this  result  may  become  distinctly  positive. 

Negative  reactions  occurring  in  syphilitic 
individuals  are  encountered  and  have  been 
ascribed  to  pregnancy.  With  efficient  sero- 
logic tests  this  should  be  an  infrequent  oc- 
currence and  may  not  be  blamed  entirely  on 
the  pregnancy,  for  a similar  condition  may  ex- 
ist in  late  and  latent  syphilis  uncomplicated 
by  pregnancy.  One  occasionally  finds  a pa- 
tient who  delivers  a frankly  syphilitic  child 
yet  whose  maternal  Wassermann,  which  was 
done  early  in  pregnancy,  was  found  to  be  nega- 
tive. This  reaction  is  not  necessarily  a false 
negative  one  because  the  patient  may  have 
acquired  syphilis  sometime  after  the  perform- 
ance of  this  first  test.  These  cases  could  only 
be  detected  by  doing  a serologic  test  not  only 
early  in  pregnancy  but  during  the  last  tri- 
mester as  well. 

The  Effect  of  Pregnancy  upon  Syphilis 

Some  authorities  contend  that  pregnancy 
supposedly  exerts  a beneficial  effect  upon  the 
course  of  a syphilitic  infection.  This  is  ap- 
parently the  diametrically  opposite  effect 
that  pregnancy  has  or  may  have  upon  most 
other  chronic  diseases.  Regarding  the  early 
manifestations,  when  pregnancy  and  infec- 
tion coincide,  Moore  feels  that  the  lesions  are 
either  entirely  absent  or  much  milder  in 
character  than  those  encountered  in  the  ab- 
sence of  pregnancy.3*4  It  must  be  noted 
that  an  absence  of  a primary  lesion  in  the 
non  pregnant  female  is  not  unusual  and, 
furthermore,  that  when  present  it  may  be 
overlooked  because  it  occurs,  when  the  infec- 
tion is  genital  in  origin,  on  the  cervix  in  44 
per  cent  of  the  cases.5  The  inability  of  self- 
inspection and  the  absence  of  subjective 
symptoms  are  factors  which  prevent  its  recog- 
nition. In  addition,  since  most  cervical 
chancres  are  erosive,  their  innocuous  char- 
acter hinders  detection  except  by  those  phy- 
sicians who  are  constantly  on  the  alert.  Ac- 
tually then,  pregnancy  may  not  be  such  an 


important  factor  in  the  inhibition  of  early 
lesions.  It  is  my  impression  that  when  sec- 
ondary lesions  are  encounteied  about  the 
genitalia  in  a pregnant  woman  these  lesions  are 
apt  to  undergo  luxuriant  growth  due  to  con- 
gestion and  turgescence  of  the  parts  involved. 
Many  observers  feel  that  pregnancy  is  ca- 
pable of  preventing  the  later  manifestations  of 
syphilis,  particularly  involvement  of  the 
central  nervous  system.  It  is  premature  at 
this  time  to  make  any  contradictory  state- 
ment, but  it  would  seem  that  the  inhibition 
of  central  nervous  system  involvement  while 
present  was  not  sufficiently  marked  to  feel 
that  pregnancy  was  the  entire  factor. 

The  Effect  of  Syphilis  upon  Pregnancy 

While  the  effect  of  pregnancy  upon  syphi- 
lis offers  a fertile  field  for  continued  observa- 
tion and  subsequent  deductions,  there  is 
little  doubt  as  to  the  disastrous  effect  of 
syphilis  upon  pregnancy.  There  were  95  un- 
treated mothers  with  syphilis  who  delivered 
97  babies  (2  twins),  and  premature  termina- 
tions occurred  in  51.5  per  cent  of  the  cases. 
In  81.5  per  cent  there  was  a disastrous  re- 
sult— deaths  due  to  syphilis  or  live  born 
babies  with  syphilis — while  only  13.4  per  cent 
were  salvaged  free  from  the  disease. 

Faulty  presentations  arising  in  this  group 
occurred  in  12.4  per  cent  because  of  the  high 
incidence  of  prematurity  and  stillborn  fetuses. 
The  length  of  labor  in  the  women  suffering 
from  syphilis  showed  no  deviation  from  the 
normal,  and,  conceivably,  the  only  patient 
who  might  be  expected  to  have  a prolonged 
labor  as  the  result  of  her  syphilis  per  se  would 
be  the  rare  instance  in  which  an  ulcerative 
chancre  of  the  cervix  was  sufficiently  phage- 
denic in  character  to  have  caused  enough  de- 
struction with  ultimate  replacement  fibrosis  to 
account  for  a cervix  that  was  not  conducive 
to  normal  dilatation.  In  patients  with  early 
lesions  who  had  received  no  treatment,  54  per 
cent  had  a morbid  postpartum  course.  In 
the  entire  untreated  group,  irrespective  of  the 
presence  of  lesions,  the  morbidity  was  23.1 
per  cent. 

Hemorrhage,  placenta  praevia,  and  pre- 
mature separation  were  not  encountered  with 
any  greater  frequency  in  the  syphilitic  group 
than  in  the  nonsyphilitic  group. 

Treatment 

The  diagnosis  is  but  half  the  problem,  since 
the  transmission  of  the  disease  from  mother 
to  offspring  with  its  consequent  disastrous  re- 
sults can  only  be  prevented  by  adequate 
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treatment.  While  no  hard  and  fast  rules  can 
be  set  down,  certain  guiding  principles  can  be 
formulated,  bearing  in  mind  that  the  arseni- 
cals  are  by  far  the  drugs  of  choice  and  that 
transmission  of  the  disease  takes  place  some- 
time after  the  sixteenth  week  of  gestation. 
Any  plan  of  treatment  must  depend  upon  the 
following  factors: 

(1)  The  presence  or  absence  of  medical  or 
obstetric  contraindications  to  therapy.  These 
may  be  either  of  short  or  long  duration.  The 
presence  of  a severe  nephritis  may  prevent 
the  employment  of  any  therapy,  while  an 
acute  infectious  process  such  as  pneumonia 
may  call  for  only  a temporary  cessation  of 
treatment.  Treatment  is  discontinued  in  the 
face  of  obstetric  complications  such  as  perni- 
cious nausea  and  vomiting  and  severe 
progressive  toxemia.  Fortunately,  all  of 
these  conditions  are  infrequently  encoun- 
tered. 

(2)  The  plan  of  treatment  must  likewise 
be  modified  according  to  the  stage  of  the 
syphilitic  process  and  the  pregnant  female 
with  early  syphilis  is  treated  in  much  the  same 
fashion  as  the  nonpregnant  one.  Late  syphi- 
lis of  the  heart  and  aorta  may  call  for  a 
modification  of  the  strenuous  antisyphilitic 
regimen. 

(3)  The  length  of  gestation  likewise  alters 
the  plan.  One  must  realize,  of  course,  that 
whenever  possible  treatment  should  be  in- 
stituted at  the  beginning  of  pregnancy  or  as 
soon  thereafter  as  the  diagnosis  becomes  es- 
tablished. The  patient  with  latent  syphilis 
who  presents  herself  during  the  first  trimester 
of  pregnancy  receives  alternating  courses 
consisting  of  four  to  six  doses  of  bismuth  and 
eight  to  ten  doses  of  the  arsenical.  The  in- 
jections are  given  at  weekly  intervals.  No 
rest  periods  are  allowed  and  the  last  month 
or  six  weeks  in  all  patients,  irrespective  of 
what  plan  of  treatment  is  followed,  should  be 
occupied  with  the  employment  of  the  arseni- 
cal. The  patient  who  presents  herself  dur- 
ing the  second  trimester  is  given  similar  al- 
ternating continuous  courses  with  overlapping 
so  that  before  the  series  of  bismuth  is  com- 
pleted the  arsenical  has  been  started.  Wher- 
ever possible,  in  this  group  the  arsenical 
should  be  started  prior  to  the  sixteenth  week 
of  gestation  or  as  close  to  it  as  possible.  In 
the  final  group  of  patients  presenting  them- 
selves during  the  last  trimester  of  pregnancy, 
the  plan  calls  for  continuous  combined  therapy 
starting,  of  course,  with  bismuth  as  should  be 
done  in  all  cases  of  latent  syphilis.  Fortu- 
nately this  last  group  is  becoming  smaller 


since  patients  are  better  educated  to  the  needs 
of  antisyphilitic  therapy  generally  as  well  as 
during  pregnancy. 

(4)  The  presence  of  mild  reactions  may 
call  for  a change  in  the  arsenical  employed 
in  its  dosage,  or  in  the  co-administration  of 
ephedrine,  glucose,  or  liver  extract.  Severe 
reactions,  however,  such  as  jaundice  and  ex- 
foliative dermatitis  call  for  a prompt  cessa- 
tion of  therapy. 

In  view  of  the  fact  that  third  generation 
syphilis  is  possible  even  though  the  transmis- 
sion may  not  be  as  frequent  as  in  acquired 
cases,  it  is  necessary  to  treat  persons  with 
congenital  syphilis  in  a similar  fashion  to 
those  with  acquired  syphilis  who  are  clinically 
latent.  All  patients  who  have  had  syphilis, 
irrespective  of  the  amount  of  their  previous 
therapy  or  the  results  of  their  serologic  reac- 
tions, should  be  treated  during  each  succeed- 
ing pregnancy.  These  patients  are  to  be 
treated  as  the  person  with  latent  syphilis 
previously  described.  The  prenatal  patient 
whose  husband  is  known  to  have  syphilis 
should  not  be  treated  unless  a positive  diag- 
nosis can  be  established  in  her.  It  is  well 
to  repeat  serologic  tests  on  her  serum 
several  times  during  the  course  of  her  preg- 
nancy. 

What  is  to  be  the  treatment  of  patients 
postpartum?  This  naturally  would  depend 
upon  several  factors.  The  patient  with 
early  syphilis  should  be  treated  during  her 
immediate  postpartum  period  while  at  the 
hospital,  and  treatment  should  be  continued 
after  discharge  so  that  no  gap  in  the  conti- 
nuity of  her  treatment  occurs.  For  patients 
with  late  or  latent  syphilis  who  have  received 
adequate  previous  treatment  no  further 
postpartum  therapy  is  required,  but  in  those 
cases  where  previous  treatment  was  inade- 
quate the  patient  may  have  a rest  period  for 
one  month  postpartum  after  which  treatment 
should  be  resumed.  It  is  felt  that  the  risk 
from  this  rest  period  is  slight  as  compared  to 
the  necessity  for  the  postpartum  patient  to 
accustom  herself  to  her  change  in  routine  and 
habits  resulting  from  an  addition  to  her  family. 
In  the  patient  with  early  syphilis  the  danger 
of  this  rest  period  is  certainly  too  great  to  be 
permitted. 

The  bismuth  preparation  of  choice  is  bis- 
muth salicylate,  1 or  2 cc.  of  which  is  given 
intramuscularly.  The  arsenicals  employed, 
such  as  arsphenamine,  mapharsen,  and  neo- 
arsphenamine,  are  given  intravenously.  When 
arsphenamine  is  used,  0.1  Gm.  is  the  initial 
dose.  This  is  increased  to  0.2  Gm.  and  finally 


244 


MORTIMER  D.  SPEISER 


[N.  Y.  State  J.  M. 


to  0.3  Gm.,  the  latter  dose  is  maintained,  and 
only  on  rare  occasions  is  this  dose  exceeded. 
With  neoarsphenamine  the  initial  dose  is  0.2 
Gm.  increasing  to  0.3  Gm.  and  maintained 
at  0.45  Gm.  Rarely  is  the  latter  dose  ex- 
ceeded. With  mapharsen,  one  starts  with 
0.01  Gm.  increasing  gradually  to  0.04  Gm.  and 
not  infrequently  to  0.06  Gm. 

Results  of  Treatment 

A total  of  566  cases  have  been  studied  from 
the  standpoint  of  the  effect  of  syphilis  upon 
pregnancy  and  the  value  of  treatment.  In 
this  group  there  were  51  congenital  or  pos- 
sibly congenital  cases,  five  sets  of  twins,  and 
3 maternal  deaths  undelivered,  2 of  which 
resulted  from  reactions  with  arsenical  therapy. 
This  leaves  517  babies  delivered  of  512  mothers 
who  had  acquired  syphilis.  The  97  babies 
delivered  to  mothers  who  had  received  no 
treatment  were  previously  discussed.  Treat- 
ment given  only  during  pregnancy  salvaged 
61.9  per  cent  of  the  babies  while  treatment 
given  both  before  and  during  pregnancy  was 
capable  of  salvaging  92.1  per  cent  of  the 
babies.  A disastrous  result  in  this  latter 
group  occurred  in  only  4.1  per  cent  of  the 
cases,  while  in  the  group  who  received  treat- 
ment only  during  pregnancy  a disastrous  re- 
sult occurred  in  25  per  cent  of  the  cases.  This 
high  incidence  may  be  explained  by  the  fact 
that  all  cases  receiving  any  therapy  during 
their  antepartum  course  only  were  included, 
irrespective  as  to  when  therapy  was  started 
or  how  much  was  given.  Where  treatment 
was  begun  before  the  sixteenth  week  of  preg- 
nancy this  figure  was  appreciably  reduced. 
Naturally  as  the  period  of  gestation  increases 
before  therapy  is  started,  one  can  expect  a 
proportionate  increase  in  the  incidence  of 
disastrous  results.  However,  it  is  never  too 
late  in  pregnancy  to  institute  treatment,  for 
some  good  may  still  be  accomplished  even 
though  the  disease  may  have  already  been 
transmitted  to  the  unborn  child.  Where 
treatment  was  started  any  time  after  the 
sixteenth  week  of  gestation  even  in  the  ab- 
sence of  previous  therapy,  the  incidence  of 
prematurity  was  reduced  to  14  per  cent,  dis- 
astrous results  occurred  in  29.5  per  cent,  and 
55.6  per  cent  were  salvaged  free  from  the 
disease.  Thus,  providing  the  damage  was 
not  too  extensive  already,  late  treatment  was 
capable  of  considerably  reducing  the  death 
rate,  even  though  babies  discharged  alive 
with  syphilis  did  not  show  any  marked  re- 
duction, obviously  because  the  disease  may 


have  been  transmitted  before  the  institution 
of  therapy. 

The  Diagnosis  in  the  Newborn 

Since  the  aim  in  the  treatment  given  the 
prenatal  patient  is  primarily  directed  against 
the  transmission  of  this  disease  from  mother 
to  offspring,  the  end  results  are  naturally  to 
be  judged  by  the  status  of  the  newborn  child. 
Where  no  treatment  had  been  given  and  the 
disease  in  the  mother  was  of  comparatively 
short  duration,  gross  evidences  such  as  macer- 
ation in  the  stillborn  or  other  skin  and  mucous 
membrane  manifestations  in  the  live  born 
child  are  to  be  observed.  However,  in  those 
instances  where  the  disease  has  been  of  longer 
duration  in  the  mother  or  where  treatment 
may  have  been  given  though  inadequate, 
visible  manifestations  may  not  arise  until 
sometime  after  the  first  month  or  six  weeks. 
Dark-field  examination  of  the  umbilical  vein 
scrapings  theoretically  seems  to  offer  a very 
valuable  diagnostic  aid,  but  unfortunately 
in  our  study  positive  results  were  obtained  in 
those  instances  where  obvious  manifestations 
in  the  infant  were  likewise  encountered. 
Only  on  infrequent  occasions  was  a positive 
result  obtained  where  no  other  gross  lesions 
existed  at  birth.  If  any  treatment  had  been 
given  the  mother,  the  results  were  almost  in- 
variably negative. 

Since  the  placenta  is  the  organ  through 
which  the  transmission  of  the  disease  takes 
place,  one  would  expect  it  to  be  the  seat  of 
gross  and  microscopic  pathologic  changes. 
The  characteristic  picture  of  a syphilitic 
placenta  is  most  often  obtained  where  syphi- 
litic manifestations  are  also  present  in  the 
newborn.  This  picture  may  be  prevented 
or  altered  by  therapy  given  the  mother,  even 
though  the  therapy  may  have  been  inade- 
quate to  have  prevented  transmission  of  the 
disease.  Obviously  then,  syphilis  may  be 
diagnosed  subsequently  in  some  infants  where 
the  placenta  showed  very  little  if  any  patho- 
logic change.  Suspicious  changes  that  might 
be  interpreted  as  possibly  syphilitic  changes 
have  been  seen  in  placentas  when  the  infant 
was  free  from  the  disease.  Finally,  the  single 
pathognomonic  finding  in  the  placenta  is  the 
presence  of  spirochetes  which  necessitates  a 
special  and  lengthy  staining  technic  and  the 
careful  examination  of  numerous  sections. 

Positive  serologic  results  on  blood  from  the 
cord  are  not  pathognomonic  of  the  presence 
of  syphilis  in  the  newborn  when  the  mother’s 
intrapartum  serologic  reactions  are  also  posi- 
tive, for  there  may  be  a passive  transfer  of 


February  1,  1941] 


SYPHILIS  IN  THE  PREGNANT  WOMAN 


245 


reagins  from  mother  to  child.  In  most  in- 
stances these  passively  acquired  reagins  are 
excreted  before  the  first  six  or  eight  weeks  of 
fife,  so  that  a distinctly  positive  reaction  be- 
yond this  period,  even  in  the  absence  of  other 
clinical  findings,  must  be  interpreted  as  due 
to  the  formation  of  these  reagins  in  the  infant 
as  the  result  of  its  infection.  Were  a quanti- 
tative complement  fixation  test  employed, 
such  as  is  done  by  the  New  York  State  De- 
partment of  Health  Laboratories,  one  might 
be  able  to  follow  by  repeated  tests  during 
this  interval  either  the  diminution  or  the 
maintenance  of  a reaction.  In  this  way  a 
diagnosis  may  possibly  be  reached  at  an 
earlier  date,  particularly  in  those  cases  where 
other  positive  evidences  are  lacking.  On  the 
other  hand,  a negative  test  on  blood  of  the 
cord  does  not  absolutely  indicate  the  absence 
of  syphilis  in  the  newborn,  for  the  infant  may 
develop  a positive  Wassermann  at  a later 
date  (although  this  is  infrequent). 

X-ray  examination  of  the  long  bones  taken 
during  the  first  week  of  life  has  been  of  in- 
estimable value  in  many  instances  where 
clinical  manifestations  of  the  disease  were 
lacking.  The  definite  changes  brought  about 
by  an  osteochondritis  are  of  pathognomonic 
value;  suspicious  changes,  however,  only 
warrant  further  x-ray  study  after  as  short  an 
interval  as  a week.  Negative  observations 
may  still  occur  in  the  presence  of  congenital 
syphilis. 

Therefore,  from  what  has  been  said,  often 
no  definite  conclusion  as  to  the  status  of  the 
newborn  child  can  be  reached  at  the  time  of 
discharge  from  the  hospital.  Treatment 
should  be  withheld  until  a definite  diagnosis 
is  established.  Follow-up  studies  are  es- 
sential for  a diagnosis.  At  the  return  visits 
physical  examinations  and  serologic  tests  are 
repeated  and  evaluated.  X-rays  are  repeated 
as  indicated.  When  negative  findings  are 
obtained,  the  return  visits  are  made  at 
monthly  intervals  until  the  end  of  the  third 
month.  Where  suggestive  findings  have  been 
obtained  more  frequent  visits  may  be  neces- 
sary. After  the  third  month  the  interval  be- 
tween visits  may  be  lengthened.  It  is  not 
only  advisable  but  necessary  to  follow  these 
children  in  this  fashion  for  at  least  two  years. 
If  syphilis  is  present,  a diagnosis  is  established 
in  most  instances  during  the  first  few  weeks 
or  months  of  life.  From  this  period  until 
the  end  of  the  second  year  of  life,  a few  addi- 
tional cases  will  be  detected.  Beyond  this 
period  only  the  exceptional  case  will  develop 
evidences  of  congenital  syphilis.  For  ade- 


quate follow-up  studies,  the  whole-hearted 
cooperation  of  the  pediatrician  is  essential. 

If  treatment  could  be  introduced  early  in 
the  prenatal  syphilitic  patient — that  is,  soon 
after  the  onset  of  pregnancy  or  at  least  prior 
to  the  fourth  month  of  gestation — congenital 
syphilis  would  become  extremely  infrequent 
and  perhaps  a rarity.  This  phase  of  syphilis 
control  brings  the  most  gratifying  returns 
with  a minimal  expenditure  of  effort,  provid- 
ing one  obtains  the  cooperation  of  the  pa- 
tient. 

Conclusions 

1.  The  diagnosis  of  syphilis  in  the  prenatal 
patient  must  be  made  early,  and  efficient 
treatment  must  be  instituted  if  the  transmis- 
sion of  the  disease  from  mother  to  offspring  is 
to  be  prevented. 

2.  Such  a diagnosis  should  be  based  upon 
a complete  history,  a carefully  executed 
physical  examination,  and  properly  controlled 
serologic  tests. 

3.  The  only  reliable  history  is  that  of 
treatment  for  a previously  known  syphilitic 
infection  and  or  the  knowledge  of  a syphilitic 
offspring. 

4.  The  history  of  a pre-existing  lesion  or 
unexplained  disastrous  results  in  previous 
pregnancies  may  be  highly  suggestive  but 
needs  confirmation  by  a physical  examination 
and  serologic  tests. 

5.  In  88.6  per  cent  of  the  cases,  physical 
examination  failed  to  reveal  manifestations, 
since  the  disease  was  clinically  latent. 

6.  While  the  diagnosis  in  24.7  per  cent  of 
the  cases  was  based  entirely  on  repeated 
strongly  positive  Wassermann  reactions,  it 
was  of  value  in  a far  greater  number  of  in- 
stances, since  many  patients  willfully  or 
otherwise  withheld  information  regarding 
their  syphilitic  infection  until  confronted  with 
the  positive  result  of  such  a test. 

7.  In  other  cases  the  results  of  serologic 
tests  acted  as  very  valuable  confirmatory 
evidence. 

8.  The  high  degree  of  efficiency  of  standard 
serologic  tests  available  today  justifies  anti- 
syphilitic therapy  for  every  pregnant  woman 
persistently  showing  a strongly  positive  reac- 
tion. 

9.  The  treatment  of  the  syphilitic  pre- 
natal patient  depends  upon  the  absence  of 
medical  and  obstetric  contraindications,  the 
stage  of  the  syphilitic  process,  the  length  of 
gestation,  and  the  tolerance  by  the  patient 
for  the  drugs  employed. 

10.  The  earlier  treatment  is  instituted  the 
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better  the  results  as  far  as  the  offspring  is  con- 
cerned, but  it  is  never  too  late  in  pregnancy 
to  do  some  good  by  antisyphilitic  therapy. 

I wish  to  express  my  gratitude  to  Dr.  Miriam 
B.  Clark  for  her  assistance  in  the  statistical 
work-up  of  this  paper. 
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CHILDREN  NEED  CARE  OF  GOOD  PHYSICIAN— by  Angelo  Patri 


Trying  to  bring  up  a child  of  today  without 
the  help  of  a good  doctor  is  likely  to  end  in  un- 
rewarded effort*  Most  mothers  need  the  help 
of  the  doctor  who  knows  the  child  intimately, 
that  is,  the  doctor  who  has  known  him  since 
birth,  and  before.  Very  few  people  cannot  find 
the  money  to  pay  for  the  supervision  such  a 
doctor  gives  a growing  family.  No  money  is 
so  well  spent  as  the  few  dollars  paid  him  for  the 
friendly,  fatherly,  professional  care  he  gives  the 
children. 

Just  why  people  think  that  money  paid  the 
doctor  is  money  regrettably  spent  is  beyond  my 
understanding.  “I’d  rather  give  the  money  to 
the  butcher  than  to  the  doctor,”  said  a mother 
who  thought  it  wise  to  give  her  9-year-old  boy 
steak  twice  a day.  “He  won’t  eat  vegetables 
for  me  and  he  likes  his  meat.” 

The  boy  was  not  well.  His  color  was  bad,  he 
did  not  want  to  play,  he  was  irritable,  and  his 
school  work  was  falling  steadily.  When  we 
suggested  the  doctor  she  said  what  with  meat  so 
high  and  all  she  just  couldn’t  afford  the  doctor. 
My  notion  was  that  if  she  had  held  on  to  her 
doctor  she  would  not  be  buying  so  much  meat, 
her  little  boy  would  be  eating  his  vegetables  and 
drinking  his  milk,  getting  his  ration  of  meat, 
and  getting  along  nicely  like  his  classmates. 

By  and  by  the  doctor  had  to  be  called.  He 
regulated  the  child’s  routine,  gave  him  a diet 
list,  watched  him  for  a while,  and  sent  him  on 
his  way  fit  and  hearty.  His  bill  was  $25  and 
it  came  out  of  the  household  budget  without 
hurting  anybody.  The  new  diet  reduced  the 
meat  bill,  the  new  routine  cut  down  the  movies, 
and  the  candy-hot-dog-pop  expenses.  And  the 
boy  was  happy  and  well. 


I’ve  seen  the  same  thing  too  many  times  not 
to  know  that  the  supervision  and  advice  that  a 
good  doctor  gives  to  the  family  of  his  patron  are 
worth  far  more  than  any  money  measures. 
Provision  for  his  yearly  fee  ought  to  be  made 
with  the  same  finality  as  provision  for  food  and 
clothes,  and  paid  quite  as  cheerfully.  Any 
family  that  can  dress  well,  run  a car,  attend  the 
movies  and  shows  can  afford  medical  attention 
for  the  family.  That  item  should  head  the  list 
of  essential,  fixed  charges.  Insurance  of  several 
kinds  is  essential,  but  the  doctor’s  care  should 
precede  them  all. 

When  you  find  a good  doctor  for  the  family, 
stick  to  him.  Do  what  he  says  faithfully. 
Train  the  children  to  trust  him  as  their  good 
friend  always.  Never  use  him  as  a threat 
or  his  service  as  a punishment.  His  service  is 
farther  from  that  idea  than  anything  you  can 
imagine.  His  work  insures  health  which  is  the 
basis  of  growth,  and  success,  in  any  field  of 
life. 

And  pay  him  promptly.  Doctors  are  serv- 
ants to  the  needs  of  humanity.  They  answer 
the  cry  of  distress  at  any  hour  of  the  day  or 
night.  They  ease  pain,  they  heal  the  sick, 
comfort  the  suffering,  and  make  the  way  of  death 
peaceful.  Their  service  is  beyond  price,  spiritu- 
ally, but  doesn’t  that  make  us  doubly  in- 
debted to  them?  Who  would  shrink  his  own  soul 
by  withholding  a debt  for  generous,  skilled  serv- 
ice to  his  loved  ones — or  to  himself?  Your 
doctor  is  your  ministering  friend.  Acknowledge 
him. 

— Released  by  The  Bell  Syndicate,  Inc.,  and 
reproduced  in  the  Westchester  Medical  Bulletin 
through  courtesy  of  the  New  York  Post 


DROWNING  AND  ELECTROCUTION 
Teachers  of  first  aid  will  find  useful  material 
in  an  article  by  R.  T.  Payne  in  the  British  Medical 
Journal  (May  19,  page  819),  notes  Health  News , 
from  which  the  following  is  quoted : 

“The  victims  of  drowning  and  electrocution  are 
in  a state  of  suspended  animation. 

“In  such  conditions  the  ordinary  signs  of 
death — namely,  absence  of  pulse,  heart  sounds, 
respiration,  and  reflexes — are  completely  unreli- 
able. 

“In  the  case  of  drowning  recovery  is  possible 
after  immersion  for  a considerable  period,  even 
up  to  half  an  hour  or  more. 

“In  the  case  of  electrocution  the  period  of  sus- 
pended animation  may  extend  to  eight  hours  or 
more  and  yet  recovery  still  takes  place. 

“In  electrical  accidents  do  not  be  unduly 
alarmed  by  the  knowledge  that  the  voltage  was 
very  high,  and  do  not  be  reassured  by  the  knowl- 
edge that  the  voltage  was  relatively  low. 


“In  all  cases  treatment  must  be  immediate 
and  on  the  spot.  Seconds  may  be  valuable. 

“Treatment  must  be  by  artificial  respiration, 
which  must  be  immediate,  prolonged,  and  per- 
sistent, and  until  natural  breathing  occurs. 

“The  type  of  artificial  respiration  employed 
must  be  determined  by  the  nature  of  the  accident, 
the  skill,  ability,  and  experience  of  the  rescuer, 
and  the  presence  of  complications. 

“The  first-aid  methods  of  resuscitation  can 
be  applied  by  a medical  man,  a first-aid  worker, 
or  a trained  workman. 

“The  methods  of  resuscitation  which  have  been 
described  are  also  applicable  to  asphyxia  following 
poisoning  by  carbon  monoxide  or  car  fumes,  etc., 
and  to  asphyxia  following  an  overdose  of  drugs. 

“In  all  cases  in  which  artificial  respiration 
has  been  successfully  carried  out  the  victims 
must  be  guarded  from  subsequent  complications 
by  adequate  care  and  nursing.” 


VENEREAL  DISEASE  PROPHYLAXIS 
An  Ideal  Prophylactic  and  Technic 
Irwin  I.  Lubowe,  M.D.,  New  York  City 


THE  control  of  venereal  disease  incidence 
is  greatly  influenced  by  the  correct  use  of 
genitoinfectious-disease  prophylaxis.  In  or- 
der for  a venereal  disease  control  program  to 
be  effective  it  must  include  prophylaxis.  The 
conference  on  Venereal  Disease  Control  Work 
which  met  in  Washington  in  December,  1936, 
passed  a resolution  to  the  effect  that  prophy- 
laxis should  be  an  integral  part  of  each  pro- 
gram. 

We  know  that  prophylaxis  is,  in  the  large 
majority  of  cases,  effective  and  successful  when 
used  in  the  Army  and  Navy  because  it  can  be 
supervised  and  made  obligatory.  The  soldier 
or  sailor  who  neglects  to  safeguard  himself 
promptly  after  exposure  and  later  contracts  a 
venereal  infection  because  of  such  laxity  is 
subject  to  severe  discipline. 

With  the  great  increase  in  the  Army  popu- 
lation and  the  mobilization  of  young  men  as  a 
result  of  the  Selective  Service  Act,  a great 
many  Army  camps  are  being  established 
throughout  the  country.  Experience  has 
taught  us  that  the  incidence  of  venereal  dis- 
ease achieves  a new  high  when  so  many  un- 
knowing young  men  in  the  Army  and  Navy 
are  exposed  to  a possible  venereal  infection. 

On  the  other  hand,  prophylaxis  among  the 
civilian  population  can  be  neither  supervised 
nor  enforced.  The  experiment  of  maintain- 
ing prophylactic  stations  in  civilian  communi- 
ties has  been  tried  but  without  much  success. 
Civilians,  unfortunately,  suffer  from  a mis- 
guided sense  of  modesty  in  such  matters  and, 
therefore,  hesitate  to  avail  themselves  of  pro- 
phylactic facilities  that  are  in  any  sense  public. 

Therefore,  it  is  essential  that  civilians  be 
instructed  as  to  the  value  and  importance  of 
proper  prophylaxis  and  receive  clear,  com- 
plete information  as  to  accepted  methods  of 
procedure. 

Dr.  Joseph  Moore,1  in  the  United  States 
Public  Health  Bulletin,  divides  prophylaxis 
into  four  classifications — namely,  social,  chemo- 
therapeutic, mechanical,  and  chemical. 

The  social  prophylaxis  may  be  influenced  by 
means  of  law  or  aided  by  educational,  social, 

Delivered  at  the  American  Neisserian  Medical  Asso- 
ciation Meeting,  June  10,  1940. 

Clinical  assistant,  Department  of  Dermatology  and 
Syphilology,  Metropolitan  Hospital,  and  medical  inspec- 
tor, Bureau  of  Preventable  Diseases,  New  York  City 
Department  of  Health. 


and  religious  agencies.  However,  the  per- 
sonnel of  these  organizations  must  be  in- 
structed and  correctly  informed  by  capable 
and  skilled  physicians  who  possess  accurate 
and  modern  scientific  knowledge  of  venereal 
disease. 

The  general  public  must  realize  that  every 
illicit  sexual  exposure  is  a potential  risk  of  ac- 
quiring syphilis,  gonorrhea,  or  chancroid. 
The  surest  means  of  avoiding  infection  is,  of 
course,  sexual  abstinence.  However,  each 
individual  must  be  guided  in  his  sex  behavior 
by  the  dictates  of  his  instincts  and  the  routine 
of  his  personal  life. 

The  medical  methods  of  prophylaxis  are 
those  with  which  we  are  closely  concerned, 
and  it  is  these  methods  which  may  be  sub- 
divided under  the  terms  chemotherapeutic, 
mechanical,  and  chemical. 

In  the  chemotherapeutic  prophylaxis  three 
methods  are  suggested — namely:  (1)  the  oral 
use  of  a pentavalent  arsenical  before  and  after 
exposure;  (2)  intramuscular  injection  of  bis- 
muth during  the  period  when  exposure  may 
occur;  and  (3)  the  intravenous  injection  of 
arsphenamine  derivatives  after  exposure. 

The  oral  use  of  arsenicals  is  condemned  be- 
cause of  its  toxic  action,  and  there  is  no  ex- 
perimental proof  to  indicate  its  efficacy. 

Bismuth  prophylaxis  has  been  found  to  be 
of  some  benefit  when  used  by  professional 
prostitutes.  However,  its  use  as  a prophylac- 
tic in  ordinary  practice  of  medicine  is  not 
feasible. 

The  suggested  use  of  arsenical  prophylaxis2 
intravenously  has  so  far  been  limited  to  indi- 
viduals who  have  come  in  contact  with  a 
known  syphilitic.  The  value  of  this  proce- 
dure in  man  is  still  dubious,  especially  since  to 
be  effective  the  arsenical  must  be  given  in 
large  therapeutic  doses.  Furthermore,  it  is 
toxic  and  may  cause  anaphylactic  reactions. 
Some  physicians  believe  that  this  procedure 
may  merely  suppress  an  infection,  with  the 
possibility  of  visceral,  cardiac,  vascular,  and 
neurosyphilis  manifestations  in  the  future. 
The  present  status  of  chemotherapeutic  pro- 
phylaxis is  one  of  doubt  and  uncertainty,  and 
these  mediums  are  neither  accessible  nor  prac- 
ticable to  the  average  adult. 

At  the  present  time,  one  hope  of  venereal 
disease  prevention  lies  in  mechanical  prophy- 
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laxis.  This  is  a simple,  inexpensive,  comfort- 
able, and  effective  protection  against  all  ve- 
nereal diseases  for  both  sexual  partners  simul- 
taneously. It  consists  merely  of  the  use  of  a 
rubber  sheath,  which  is  applied  by  the  male 
over  the  penis.  Some  of  the  disadvantages 
are  that  it  is  considered  abnormal  and  de- 
tracts from  the  full  and  complete  sensation 
which  should  be  experienced  during  inter- 
course. There  are  various  types,  textures, 
and  qualities  of  condoms  in  use.  However, 
since  at  the  present  time  there  are  no  definite 
standards  for  testing  the  effectiveness  and 
quality  of  these  devices,  a great  number  of 
manufacturers  have  placed  inferior  products 
on  the  market.  The  state  of  Oregon  was  the 
first  state  to  set  definite  standards  of  quality 
in  the  production  of  condoms,  and  we  believe 
that  in  the  near  future  carefully  prescribed 
rules  and  regulations  for  the  quality  of  rubber 
sheaths  will  be  established  in  every  state  in 
the  Union,  thereby  assuring  the  user  of  really 
dependable  prophylaxis. 

By  chemical  prophylaxis  is  meant  the  ap- 
plication of  medicaments  to  those  tissues  which 
have  been  exposed  in  order  to  prevent  the 
penetration  and  growth  of  organisms  in  the 
genitourinary  apparatus.  We  know  that 
chemical  prophylaxis, 3i4*8>n  if  used  early  and 
according  to  proved  procedure,  will  in  the 
majority  of  cases  prevent  the  acquisition  of 
venereal  disease.  The  technic  of  prophylaxis 
as  developed  in  the  United  States  Army  and 
Navy  is  as  follows: 

After  sexual  exposure,5  the  patient  first 
urinates,  then  the  genital  organs,  including 
the  adjacent  surfaces  of  the  thighs,  are  thor- 
oughly washed  with  tincture  of  green  soap  and 
water.  Special  care  must  be  taken  to  lave 
the  meatus,  the  glans  penis,  the  frenum,  and 
the  foreskin.  After  the  parts  have  been  dried, 
the  next  step  is  to  inject  into  the  urethra 
(with  a B-D  urethral  syringe)  1 drachm  of 
freshly  prepared  10  per  cent  argyrol  or  2 per 
cent  protargol.  The  solution  is  retained 
within  the  urethra  by  the  application  of  pres- 
sure over  the  glans  penis  with  the  forefinger 
and  thumb,  remains  in  situ  for  five  to  ten 
minutes,  and  is  then  allowed  to  exude  gently 
from  the  meatus.  The  next  important  pro- 
cedure is  the  introduction  into  the  urethra  of 
y2  to  1 drachm  of  33  per  cent  calomel  oint- 
ment, followed  by  the  vigorous  inunction  of 
the  preparation  into  all  parts  of  the  penis — 
namely,  the  glans,  the  frenum,  the  prepuce, 
and  the  scrotum.  The  genitals  are  then  en- 
cased in  a cloth  bag,  which  is  either  tied  around 
the  shaft  of  the  penis  or  in  some  cases  held  in 


place  by  a string  around  the  waist.  The  oint- 
ment is  permitted  to  remain  in  contact  with 
the  exposed  parts  for  several  hours.  On  the 
following  morning  the  salve  is  thoroughly 
washed  away. 

The  formulas  for  prophylactic  ointments 
used  in  the  United  States  Army  and  Navy  are 
as  follows6: 


United  States  Army  United  States  Navy 


Hydrargyri  chloridum 

mite 

Adeps  benzoinatus . . . 
Cere  alba  (U.  S.  P.) . . 


Parts 

Parts 

Calomel 

33 

30 

Camphor 

2 

65 

Phenol 

3 

5 

Anhyd.  lanolin 

39 

Benz.  lard. . . . 

20 

Beeswax 

3 

At  this  point,  it  is  interesting  to  note  that 
Dr.  R.  C.  Boyden,6  of  the  United  States  Navy, 
after  a careful  study  of  the  methods  of  pro- 
phylaxis used  in  China  concluded  that  the 
most  desirable  method  was  a combination  of  the 
injection  of  silver  salts  together  with  the  ap- 
plication of  a mercurial  ointment  in  contra- 
distinction to  the  use  of  an  antiseptic  oint- 
ment alone.  Dr.  Boyden  was  of  the  opinion 
that  the  use  of  ointment  alone  created  a false 
sense  of  security,  and  he  cited  a number  of 
known  cases  of  syphilis  which  were  acquired 
despite  the  careful  use  of  prophylactic  “tubes.” 

Dr.  Wolbarst3  states  that  it  is  agreed  that 
while  the  calomel  ointment  in  the  commer- 
cial packages  protects  against  syphilis  it  is 
not  equally  effective  against  gonorrhea. 
Solutions  of  silver,  if  injected  into  the  urethra, 
are  much  more  effective  when  used  with  the 
calomel  ointment.  However,  Lieut.  Comdr. 
J.  R.  Phelps,13  of  the  United  States  Navy,  in 
discussing  the  use  of  solutions  of  silver  salts, 
states  that  men  avoid  prophylaxis  because 
these  solutions  employed  cause  much  more 
pain  and  are  easily  irritating  to  the  mucous 
membrane;  occasionally  there  follows  a non- 
specific chemical  urethritis. 

At  the  present  time  the  use  of  chemical 
prophylaxis  is  still  empirical.  There  are  a 
great  number  of  tubes  available  which  are  not 
definitely  preventive  in  action  but  merely 
possess  antiseptic  qualities  to  a minimum  de- 
gree. 

The  United  States  Navy  insists  upon  the 
following  formula:  33V3  per  cent  calomel,  3 
per  cent  phenol,  and  2 per  cent  camphor. 
By  repeated  laboratory  examinations  Dr. 
Robert  A.  Bachmann7  has  shown  this  formula 
to  be  not  so  powerful  antiseptically  as  might 
be  desired.  It  yields  only  4-  to  5-mm.  rings 
by  the  agar  plate  test  as  required  by  the 
United  States  Department  of  Agriculture,9  and 
Dr.  Bachmann  is  of  the  opinion  that  the  agar 
yield  should  be  7 to  10  mm.  and  should,  under 
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examination,  show  sufficient  strength  of  dif- 
fusibility  to  be  used  also  as  a preventive 
against  the  growth  of  gonococcus. 

In  the  Army  and  Navy10  the  use  of  a solu- 
tion of  silver  precedes  that  of  calomel  oint- 
ment, which  necessitates  two  distinct  and 
separate  operations.  The  introduction  of  an 
ointment  in  a special  base  which  will  add  to  its 
ease  of  diffusion  as  well  as  its  absorbability 
and  which  also  contains  the  proper  antiseptic 
substances  would  be  an  ideal  contribution  to 
the  field  of  prophylaxis.  We  thought  it 
highly  practicable  and  desirable  to  combine 
mercury  and  silver  in  a colloidal  state  sus- 
pended in  a stearate  and  cholestrinized  ben- 
zoinated  cream  base.  The  value  of  colloidal 
mercury  and  silver  is  recognized,  and  their  ad- 
vantages over  the  commonly  used  crystalloid 
organic  and  inorganic  chemicals  are  known  to 
physicians  and  chemists. 

Antiseptic  studies  on  agar  plates  have  shown 
the  colloidal  mercury  and  silver  ointment  to 
possess  a high  phenol  coefficient. 

Report  of  bacteriologic  examinations  of 
colloidal  silver  0.05  per  cent  and  colloidal 
mercury  0.2  per  cent  in  ointment  form*: 

Resistance  of  test  organisms  to  phenol  shows 
the  following: 

1 Minute  3 Minutes  5 Minutes 

1-60  0 0 0 

1-80  + + 0 

Two  methods  were  used  in  testing  the  anti- 
septic properties  of  the  ointment. 

In  the  first  method,  known  as  the  “Surface 
Method,”  the  organisms  were  transferred 
from  a heavy  liquid  culture  by  means  of  a 
sterile  swab  to  the  surface  of  the  mediums, 
and  streaks  were  made  from  the  periphery 
inward  toward  the  center  of  the  plate.  A 
central  disk  was  removed  from  the  agar,  leav- 
ing a hollow  for  the  reception  of  the  ointment 
to  be  tested. 

In  the  second  method,  or  “Deep  Method,” 
the  ointment  was  tested  to  show  its  penetra- 
tive effect  upon  the  organisms  that  had  been 

* This  antiseptic  ointment  known  as  Pro-col  was  fur- 
nished by  Colloidal  Laboratories  of  New  Jersey. 


Method  used The  agar  cup  method  of  the 

United  States  Food,  Drug,  and 
Insecticide  Administration, 
“Method  of  Testing  Antiseptics 
and  Disinfectants” 

Medium  used Nutrient  agar  containing  pep- 

tone 1 per  cent,  beef  extract,  and 
agar 

pH  of  the  medium 7.4  to  7.6 

Amount  of  the  me- 
dium to  the  plate 20  cc. 

Test  organisms Staphylococcus  aureus  hemo- 

lyticus  taken  from  a fresh  ab- 
scess 

pH  of  the  ointment 1-10  dilution  of  8.2 


Fig.  1.  Agar  plate  of  0.5  per  cent  colloidal 
mercury  ointment,  showing  an  inhibitory  zone 
of  12  mm.  with  Staphylococcus  aureus. 


diffused  throughout  the  agar  medium.  To 
melted  agar  at  about  42  C.,  about  0.4  cc.  of 
Staphylococcus  aureus  hemolyticus  was 
added.  This  was  poured  into  a Petrie  plate. 
A disk  approximately  1.5  cm.  in  diameter  was 
excised  from  the  center  of  the  hardened  agar 
medium.  The  hollow  was  filled  with  the 
colloidal  preparation  and  incubated  for  forty- 
eight  hours.  Observation  after  the  incuba- 
tion period  showed  a clear  zone  of  11  mm.,  and 
excellent  diffusion  and  penetration  were  dem- 
onstrated. 

The  same  tests  were  performed  in  dilutions 
of  1:5  and  1:10  by  both  the  Surface  method 
and  the  Deep  method.  It  merits  remark  that 
the  inhibitory  zone  of  the  1:5  dilution  was 
larger  than  in  the  undiluted  form.  This  is 
probably  due  to  the  colloidal  silver  and  mer- 
cury particles  being  readily  dispersible  in  the 
liquid,  thereby  releasing  their  latent  potential 
diffusive  and  antiseptic  properties. 

These  examinations  show  the  ointment  to 
possess  distinct  and  marked  antiseptic  prop- 
erties as  indicated  by  the  clear  zone  on  the 
agar  plate.  Even  beyond  this  clear  zone  for 
a radius  of  3 to  5 cm.,  very  few  colonies  of  the 
test  organisms  were  present,  whereas  beyond 
this  outer  zone  many  colonies  of  Staphylococ- 
cus grew,  indicating  that  there  were  many 
viable  organisms  present  (see  Figs.  1,  2,  and 
2A). 
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Fig.  2.  Fig.  2A. 

Fig.  2.  Agar  plate  of  0.05  per  cent  colloidal  silver  and  0.2  per  cent  colloidal  mercury  ointment, 
showing  an  inhibitory  zone  of  10  mm.  with  Staphylococcus  aureus. 

Fig.  2A.  Agar  plate  of  0.05  per  cent  colloidal  silver  and  0.2  per  cent  colloidal  mercury  ointment, 
showing  an  inhibitory  zone  of  12  mm.  with  Staphylococcus  aureus. 


It  is  a well-known  scientific  fact  that  col- 
loids are  activated  when  taken  internally  or 
coming  in  contact  with  tissues  of  the  human 
body.  The  concentration  of  the  colloidal 
mercury  is  0.2  per  cent  and  that  of  the  silver 
used  is  0.05  per  cent,  which  is  a comparatively 
dilute  percentage  but  nevertheless  gives  a 
valuable  antiseptic  reaction  when  observed  in 
the  agar  plate  method.  The  ointment  was 
found  to  have  diffusion  and  penetration. 
Animal  and  human  experimentation  has 
proved  it  to  be  stable,  antiseptic,  and  non- 
irritant to  the  mucous  membranes.  Pain  is 
not  experienced  in  the  urethra  after  urination 
several  hours  after  the  prophylactic  tube  has 
been  used. 

This  ideal  venereal  prophylactic  is  one  that 
can  be  easily  applied  and  possesses  antiseptic 
properties  that  inhibit  the  growth  of  the  gono- 
coccus organism  and  the  Spirochaeta  pallida. 
At  the  same  time  it  is  neither  painful  nor  dis- 
comforting in  its  administration.  The  use  of 
soap  and  water  after  intercourse,  as  a preven- 
tive measure  against  the  growth  of  gonococcus 
and  chancroid  organisms  is  highly  recom- 
mended. Frequently,  however,  due  to  incon- 
venience and  embarrassment,  the  use  of  a cake 
of  soap  and  accompanying  sanitary  measures 
may  be  deliberately  neglected.  We  therefore 


decided  that  the  availability  of  the  gauze  pad 
soaked  in  tincture  of  green  soap  or  a sulfo- 
nated  soap,  which  by  simple  moistening  can  be 
converted  into  a complete  cleansing  agent, 
would  facilitate  the  conscientious  use  of  the 
entire  prophylactic  technic. 

The  germicidal  superiority  of  a colloidal 
mercury  and  silver  ointment  over  the  pre- 
viously used  calomel  preparation  has  been 
proved  by  these  results.  By  augmenting  the 
chemical  superiority  of  this  new  formula  with 
the  mechanical  availability  of  a cleansing 
agent,  we  feel  that  a simplicity  and  effective- 
ness of  technic  have  been  achieved  in  venereal 
prophylaxis  which  will  go  far  to  minimize  the 
incidence  of  genitoinfectious  disease. 

505  West  End  Avenue 
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FOLKS,  I GIVE  YOU  SCIENCE! 

Scientist  discovers  new  chemical  curiosity  called 

Dry  Water. — News  Item 

Now  Science  is  a dandy  thing — -explaining,  as  it 
can, 

The  ultra  ray,  the  Milky  Way,  and  prehistoric 
man; 

Supplying  dope  on  dopes,  as  well  as  dope  on 
protoplasm; 

And  helping  rid  a dog  of  fleas,  when  as-and-if 
he  has  ’em. 

Yes,  Science  is  a dandy  thing;  it  simplifies 
invention; 

Advances  understanding  of  an  nth-nth  dimension ; 

Concocts  a law  of  gravity  that  governs  bird  and 
beast ; 

Says  which  is  north  and  south  and  west — and, 
therefore,  which  is  east. 

Again,  it  wields  a magic  wand  in  diagnosing 
ills, 

In  easing  varied  aches  and  pains  with  ointments, 
salves  and  pills; 

It  tells  us  how  electric  current  lights  a little 
lamp, 

And  what  the  watt  is  all  about,  and  what  the 
ohm,  and  amp. 

Yes,  Science  is  a dandy  thing;  and  now  it  lets  us 
know 

That  Wet  is  not  the  only  kind  there  is  of  H20; 

And  so,  with  water  on  our  minds  (a  sort  of  arid 
brain-juice), 

Let’s  drink  a toast  to  Science  here — in  good  old- 
fashioned  rain-juice! 

— Al  Graham  in  the  New  York  Times 


WINNING  THE  FIGHT  ON  CANCER 

The  American  College  of  Surgeons  announces 
that  there  are  36,078  five-year  “cancer  cures” 
in  the  United  States. 

These  are  persons  who  had  cancer  and  who, 
five  years  after  treatment,  are  free  of  the  disease. 
The  number  is  an  increase  of  6,000  over  the  total 
counted  three  years  ago  when  the  college  took 
its  last  formal  cancer  census. 

The  figures  are  issued  as  evidence  not  only 
that  cancer  is  curable  but  that  the  number  of 
persons  cured  is  rising  notably.  The  first 
census  in  1931  showed  only  about  20,000  five- 
year  cures. 

The  census  was  issued  on  the  eve  of  the 
surgeons’  annual  five-day  meeting  in  Chicago. 
The  college  also  announced  approval  of  345 
institutions  in  the  United  States  and  Canada  as 
cancer  clinics. 

In  proportion  to  population,  New  Hampshire 
stands  first  in  the  United  States  in  number  of 
these  approved  cancer  clinics.  It  has  one  clinic 
for  each  10,000  persons.  Second  comes  all  the 
rest  of  New  England,  and  North  Dakota,  where 
there  is  one  approved  clinic  for  each  100,000 
to  200,000  persons. 

Seven  states,  Nevada,  New  Mexico,  Oklahoma, 
Arkansas,  Idaho,  Wyoming,  and  South  Dakota, 
have  no  approved  clinics.  Officers  of  the  college 
made  it  clear  that  lack  of  an  approved  clinic 
did  not  mean  that  there  was  no  satisfactory 
cancer  treatment  available.  Individual  cancer 
specialists,  it  was  explained,  did  good  work  in 
many  cases  where  they  did  not  have  the  added 
advantages  of  group  clinics. 


TRAFFIC  ACCIDENTS  AND  KIDNEY  IN- 
JURY 

Modern  high-powered  automobiles  and  Amer- 
ica’s superhighways  with  their  terrific  accidents 
have  brought  perplexing  problems  to  the  early 
recognition  of  injuries  to  the  urinary  tract,  Dr. 
James  C.  Sargent,  Milwaukee,  declares  in  the 
J.A.M.A.  for  September  7. 

“The  main  run  of  these  urinary  tract  injuries,” 
he  states,  “are  quite  symptomless  and  obscure  on 
admission.  Indeed,  so  obvious  and  commanding 
are  the  symptoms  of  the  other  accompanying 
injuries  and  so  silent  are  those  of  the  kidney  or 
bladder  that  important  hours  are  often  lost 
unless  the  prompt  discovery  of  kidney  or 
bladder  injuries  is  assured  through  the  routine 
inspection  of  the  urine  to  note  the  presence  or 
absence  of  blood  in  all  accident  cases  at  the  time 
of  admittance.” 

Without  such  a routine,  followed  by  x-rays, 
which  define  the  exact  injury  if  blood  is  present 
and  which  suggest  proper  treatment,  Dr.  Sar- 
gent maintains,  “the  patient  with  a fractured 
pelvis  may  go  many  hours  before  her  ruptured 
bladder  is  discovered  or  the  man  unconscious 
from  skull  fracture  even  bleed  to  death  from  an 
unsuspected  kidney  injury.” 


COUNTER  PRESCRIBING,  A FEDERAL 
OFFENSE 

It  is  worth  every  doctor’s  time  to  study 
thoroughly  the  provisions  of  the  new  Federal 
Drug  and  Food  Act.  The  act  is  now  in  effect 
and  places  significant  restrictions  on  the  dis- 
pensing of  drugs,  particularly  by  the  pharma- 
ceutical profession.  Drugs  like  the  barbiturates 
and  sulfanilamide  are  specifically  restricted  in 
their  sale,  and,  providing  the  druggist  obeys  the 
law,  counter  prescribing  of  such  dangerous 
medicaments  is  definitely  hampered. 

Not  only  the  druggist,  but  the  doctor  who 
dispenses  these  drugs  from  his  office,  is  affected 
by  this  regulation.  Physicians  who  dispense 
drugs  must  go  to  the  trouble  of  making  the 
complete  name,  dose,  and  other  pertinent  in- 
formation on  the  package  before  giving  it  to  the 
patient.  Whether  this  portion  of  the  law  will 
be  rigidly  enforced  must  be  proved  by  time, 
but  it  is  well  to  note  it  is  now  a Federal  Act 
that  compels  one  to  do  so,  and  can  be  en- 
forced. 

Gone  are  the  days  when  samples  may  be  dis- 
pensed with  careless  abandon. 

— Bulletin , Oklahoma  County  Medical  Association 


SYPHILIS  AND  DIABETES  MELLITUS 


A Critical  Study  of  Their  Relation  to  Each  Other  in  1,000  Cases  of 
Diabetes  Mellitus 

John  R.  Williams,  M.D.,  Rochester,  New  York 


THE  recent  and  renewed  interest  in  the 
problem  of  syphilis  and  the  continuing 
and  growing  importance  of  diabetes  raises 
again  the  question  of  the  relationship  of  these 
two  important  maladies.  This  topic  has 
afforded  a theme  for  discussion  for  many 
years  and  the  literature  abounds  with  ar- 
ticles. The  earlier  published  studies  on  both 
diseases  were  faulty  and  inconclusive  because 
the  reported  cases  were  not  adequately  con- 
trolled. Laboratory  technic  had  not  reached 
the  stage  of  practicality  and  accuracy  neces- 
sary for  convincing  diagnoses.  To  lesser  ex- 
tent general  clinical  study  of  these  two  im- 
portant diseases  did  not  receive  the  careful 
critical  consideration  which  they  are  now 
given.  Out  of  the  mass  of  literature  on  the 
subject  the  comprehensive  papers  by  Labbe 
and  Touflet1  and  by  Lemann2  are  the  most 
noteworthy.  Joslin3  summarizes  the  known 
facts  and  records  his  own  experiences  in  a 
well-written  chapter  in  his  manual  which 
brings  the  subject  up  to  date.  There  is  a 
unanimity  of  opinion  among  these  authors 
that  there  is  little  evidence  of  a causal  rela- 
tionship between  syphilis  and  diabetes  and 
that  the  former  is  rarely  a clinical  factor  in 
the  treatment  of  the  latter.  I have  carefully 
read  most  of  the  articles  that  have  been  pub- 
lished since  1920  and  am  of  the  opinion  that 
little  is  to  be  gained  by  detailed  reference  to 
them.  Numerous  case  reports  of  very  ques- 
tionable scientific  value  have  appeared. 
Other  articles  from  investigators  of  note  are 
patently  in  error.  The  more  authoritative 
studies  support  but  add  little  to  the  conclu- 
sions of  Labbe  and  Touflet  and  Lemann. 
The  recent  literature  is  comprehensively  and 
fairly  considered  by  Lemann  so  that  further 
reference  to  previous  writing  will  not  be  made. 

In  this  study  I wish  to  restate  some  of  the 
important  questions  which  constantly  arise 
and  to  answer  them  in  the  light  of  my  own  ex- 
perience. Before  proceeding  to  a discussion 
of  these  questions,  it  would  be  well  to  define 
the  terms  employed.  What  is  meant  by  dia- 
betes? In  many  published  studies,  diabetes 

From  the  Department  of  Medicine,  School  of  Medicine 
and  Dentistry,  University  of  Rochester,  and  the  Medical 
Clinic  of  the  Strong  Memorial  and  Rochester  Municipal 
hospitals. 


is  any  condition  wherein  a reducing  substance 
to  copper  salts  is  found  in  the  urine.  In 
some  instances  the  diagnosis  has  been  based 
on  excessive  urination  associated  with  loss  of 
body  weight.  What  is  syphilis?  Here  is  an 
even  greater  opportunity  for  error.  Many 
of  the  statistical  diagnoses  of  syphilis  are  based 
solely  on  positive  or  even  doubtfully  positive 
Wassermann  tests. 

True  pancreatic  diabetes,  which  is  being 
considered  in  this  report,  is  a deficiency  dis- 
order dependent  upon  pancreatic  dysfunc- 
tion. It  may  be  influenced  or  modified  by  an 
associated  disturbance  in  the  pituitary  body, 
the  suprarenals,  or  the  thyroid.  There  is 
clearly  a measurable  disturbance  in  glucose 
metabolism  with  a definite  relation  between 
food  intake  and  urine  sugar  outgo  in  true  pan- 
creatic diabetes,  whereas  in  many  of  the  states 
that  are  confused  with  this  disorder  no  such 
relationship  exists.  It  is  because  of  the  in- 
clusion of  such  faulty  data  that  many  of  the 
published  studies  are  of  limited  worth. 

In  the  evaluation  of  any  therapeutic  proce- 
dure or  test  of  diabetes,  the  following  factors 
must  be  borne  in  mind : 

1.  Diabetes  is  a rapidly  progressing  dis- 
ease process  in  the  young  and  is  difficult  to 
control.  In  the  middle-aged  and  elderly, 
the  converse  is  true. 

2.  Acute  diabetes  or  diabetes  of  recent 
onset  at  any  age  responds  readily  to  both 
dietetic  and  insulin  therapy  for  several 
months  to  a year.  In  the  young,  it  then 
becomes  a retrogressive  process;  in  the 
middle-aged  and  elderly,  it  may  remain  at 
a fixed  state  or  become  less  severe. 

3.  If  these  facts  are  disregarded,  conclu- 
sions as  to  therapeutic  procedures  may  be 
worthless.  Many  a remedy  for  diabetes 
has  been  acclaimed  and  advanced  as  having 
definite  value  because  the  observed  clinical 
improvement  was  mistakenly  attributed  to 
a given  remedy,  whereas  it  has  been  due  to 
the  natural  processes  of  physiologic  ad- 
justment. 

4.  Furthermore,  in  the  study  of  diabetes 
the  criteria  by  which  progress  is  measured 
are  frequently  faulty.  Diabetes  is  a dis- 
order characterized  by  deficient  glucose 
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metabolism  in  which  there  is  a definite  rela- 
tion between  food  intake  and  urine  sugar 
output.  Ultimately,  all  of  the  excessive  or 
unutilized  food  sugar  in  the  body  is  either 
burned  or  stored  to  be  used  later.  This 
physiologic  process  may  take  place  in  one 
day  or  it  may  occupy  several  days.  If  these 
statements  are  true,  it  follows  that  conclu- 
sions based  on  inaccurate  diets  and  casual 
qualitative  urine  sugar  examinations  are 
grossly  inaccurate  methods  of  measure- 
ment. Yet  these  are  the  methods  that 
are  most  frequently  employed  in  the  study 
of  diabetic  therapeutic  procedures.  The 
limitations  of  this  paper  will  not  permit  a 
further  discussion  of  this  point.  Sufficient 
to  say  that  in  any  study  of  this  sort  only 
old,  tried,  and  tested  cases,  whose  glucose 
metabolism  is  fixed,  should  be  used.  The 
food  intake  and  glucose  utilization  should 
be  studied  with  methods  of  accuracy  over 
periods  of  several  days.  The  blood  sugar 
level  is  not  a measure  of  glucose  metabolism 
and,  if  relied  upon  as  an  index  to  therapeutic 
procedure,  will  give  grossly  misleading  re- 
sults. I have  treated  this  subject  of  the 
criteria  for  the  interpretation  of  diabetes  in 
another  study  soon  to  be  published. 

Even  more  difficult  than  diabetes  is  the  in- 
terpretation of  the  clinicopathologic  phenom- 
ena associated  with  syphilis.  Among  phy- 
sicians generally,  and  in  some  clinics,  the  pres- 
ence of  a single  positive  blood  Wassermann 
is  accepted  as  prima  facie  evidence  of  syphilis. 
While  it  is  probably  true  that  the  majority  of 
individuals  who  show  a positive  serologic  test 
have  or  have  had  syphilis  and  that  the  test, 
therefore,  has  serious  import,  it  is  by  no  means 
to  be  accepted  unconditionally  as  conclusive 
evidence  of  existing  active  or  even  latent  dis- 
ease. Moore4  in  the  early  chapters  of  his 
manual  discusses  in  detail  and  supports  this 
point  of  view. 

Not  infrequently  the  doubtful  tests  famil- 
iarly designated  as  1 or  2 plus  are  accepted  as 
evidence  of  syphilis.  Experts  in  the  field  of 
syphilology,  of  course,  are  thoroughly  fa- 
miliar with  the  significance  and  limitations  of 
the  Wassermann  test,  but  this  cannot  be  said 
of  general  practitioners  and  many  medical 
authors. 

A brief  r6sum6  of  the  recent  teachings  re- 
garding this  important  laboratory  procedure 
may  not  be  amiss. 

1.  A 4 plus  reaction  to  the  commonly 
employed  antigens  means  that  the  blood 
under  test  contains  the  minimum  titer  of 
antiserums  to  justify  the  conclusion  of  a 


definite  syphilitic  response.  The  titer  may 
run  far  higher  than  the  indicated  minimal 
response  of  4 plus,  indicating  a very  strong 
reaction.  If  the  titer  is  less  than  the  ac- 
cepted minimal  response,  however,  it 
means  that  the  reaction  is  so  feeble  as  to  be 
of  doubtful  significance. 

2.  The  Wassermann  reaction  is  more 
strikingly  evident  in  the  young  and  in  the 
active  stage  of  the  disease.  It  tends  to  dis- 
appear with  advancing  years.  It  is  fre- 
quently present  in  individuals  in  whom  the 
syphilis  is  a healed  lesion  and  in  whom  no 
clinical  or  anatomic  evidence  of  the  disease 
can  be  demonstrated.  The  question  of 
what  is  and  what  is  not  a syphilitic  lesion  is 
still  a matter  of  controversy  among  patholo- 
gists. It  is  freely  recognized  that  certain 
unusual  disease  states  and  acute  infections 
may  give  rise  to  reactions  that  are  indis- 
tinguishable from  the  accepted  Wasser- 
mann test.  The  institution  of  vigorous 
antisyphilitic  treatment  on  the  basis  of  the 
Wassermann  test  alone  is  a questionable 
procedure  and  fraught  with  dangerous 
possibilities. 

Severe  diabetics,  that  is  to  say,  those  pa- 
tients with  low  carbohydrate  tolerance  requir- 
ing large  doses  of  insulin  and  whose  metabo- 
lism is  difficult  to  adjust,  frequently  show 
subpositive  Wassermann  reactions  with  one 
or  more  antigens.  This  condition  is  incon- 
stant and  seems  to  vary  with  the  nutrition  of 
the  patient.  In  this  series  there  are  23  such 
cases.  Antisyphilitic  treatment  for  these 
serves  no  useful  purpose  and  is  usually  upset- 
ting. 

To  determine  the  significance  of  the  Wasser- 
mann test  in  the  absence  of  clinical  evidence 
of  syphilis,  a study  was  made  of  the  records  of 
the  Strong  Memorial  Hospital.  From  1926 
to  1936,  inclusive,  312  patients  were  found  to 
give  a 4 plus  blood  test  on  one  or  more  occa- 
sions. None  of  these  patients  presented  any 
historical  or  physical  evidence  of  syphilis, 
although  in  a few  instances  its  possibility  was 
conjectured.  Of  these  312  cases,  14  died  and 
came  to  autopsy.  The  technical  procedure 
of  the  pathologic  department  is  as  follows: 
A careful  inspection  is  made  of  all  of  the  organs 
of  the  body,  following  which  a routine  his- 
tologic examination  is  made  of  the  various 
tissues.  By  this  technic,  these  14  cases  pre- 
sented no  anatomic  evidence  of  syphilis,  dis- 
ease and  death  being  ascribed  to  a variety  of 
causes  including  carcinoma,  aplastic  anemia, 
erysipelas,  pneumonia,  and  other  infections. 
These  individuals  may  have  had  syphilis  at 
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some  time,  but  it  was  not  a factor  in  their 
terminal  illness  nor  was  it  apparent  at  au- 
topsy. This  limited  observation  supports  the 
opinion  that  the  Wassermann  test  is  not  con- 
clusive evidence  of  the  presence  of  either  ac- 
tive or  latent  syphilis.  Inferences  based  upon 
the  interrelationship  of  syphilis  and  diabetes 
should  be  supported  by  other  evidence  than 
the  Wassermann  test. 

As  to  the  influence  of  syphilis  on  the  course 
of  existing  diabetes,  it  might  be  well  first  to 
consider  the  influence  of  infections  generally 
on  the  disorder.  Physicians  have  long  known 
that  infections  of  one  kind  or  another  may  be 
serious  complicating  factors  in  diabetes. 
Likewise,  it  is  known  that  infections  vary 
greatly  as  to  their  seriousness  as  a complica- 
tion. The  same  type  of  infection  may  affect 
different  patients  in  widely  varying  degrees. 
For  example,  a simple  cold  in  one  case  may  be 
unimportant,  whereas  in  another  it  may 
greatly  upset  the  glucose  metabolism.  The 
same  may  be  said  of  carbuncles  and  pneu- 
monia. As  a rule,  localized  infections,  un- 
less severe,  have  little  or  no  effect  on  dia- 
betes. At  this  time  it  may  be  well  to  ob- 
serve that  acute  infections  of  any  kind  have  a 
greater  influence  on  glucose  metabolism  than 
do  purely  degenerative  lesions  such  as  sclerosis, 
except  those  which  involve  the  pancreas. 

In  the  light  of  these  observations  we  may 
now  consider  syphilis  as  a complicating  fac- 
tor. If  the  disease  is  to  affect  the  diabetic 
state,  it  should  do  it  either  in  the  stage  when 
it  is  a generalized  inflammation  or  when  the 
syphilis  directly  attacks  the  tissues  respon- 
sible for  the  metabolic  failure.  Syphilitic 
disease  is  rarely  characterized  by  severe  tem- 
perature reaction.  Except  for  the  transient 
skin  and  gland  lesions  it  is  usually  exhibited 
as  a fibrosing  and  sclerosing  process  involving 
the  vascular  and  central  nervous  systems  and 
is  benign  in  character  and  insidious  in  symp- 
tom complex.  The  important  variation 
from  this  is  the  rare,  acute,  inflammatory, 
explosive  reaction  of  the  visceral  gumma  of 
the  tertiary  stage.  But  this  particular  lesion 
to  cause  diabetes  would  have  to  involve  the 
pancreas.  The  rarity  of  syphilitic  pancrea- 
titis, excluding  congenital  syphilis,  is  indicated 
by  the  fact  that  in  the  approximately  4,800 
necropsies  that  have  been  performed  in  the 
Strong  Memorial  Hospital  not  a single  case 
has  been  discovered. 

With  the  foregoing  conditions  and  criteria 
in  mind,  I attempted  the  study  of  the  signifi- 
cance of  syphilis  in  1,000  clearly  established 
standardized  cases  of  diabetes  mellitus.  Each 


of  these  patients  was  examined  clinically  for 
syphilis  and  had  one  or  more  blood  Wasser- 
mann tests  made.  It  is  interesting  to  note 
that  in  the  selection  of  these  1,000  cases  of 
definitely  proved  diabetes  it  was  necessary 
to  reject  275  patients  who  had  a questionable 
metabolic  disturbance,  so  that  they  are  classi- 
fied as  patients  with  doubtful  diabetes.  In 
many  published  reports  on  this  subject,  the 
inclusion  of  these  doubtful  cases  introduces  a 
positive  factor  of  error. 

The  data  bearing  on  syphilis  in  the  1,000 
patients  suffering  from  diabetes  were  as 
follows: 


Cases  showing  a 4 plus  Wassermann  reac- 
tion to  two  or  more  antigens 20 

Cases  showing  Wassermann  reaction  less 
than  4 plus  or  affecting  only  one  antigen . . 23 

Cases  showing  positive  clinical  evidence  of 

syphilis  and  positive  serologic  tests 17 

Cases  in  which  diagnosis  of  syphilis  is  prob- 
able but  not  clearly  proved 9 

Cases  in  which  diagnosis  of  syphilis  is  based 
on  doubtful  Wassermann  reactions  £fnd 

questionable  clinical  data 17 

Cases  in  which  the  positive  and  questionable 
evidence  of  syphilis  definitely  preceded 

the  diabetes 17 

Cases  in  which  the  evidence  of  diabetes  pre- 
ceded that  of  syphilis 0 

Cases  in  which  there  was  a lapse  of  several 
years  between  the  onset  of  the  syphilis 

and  that  of  the  diabetes 15 

Cases  in  which  the  evidence  of  the  onset  of 
syphilis  could  not  be  definitely  ascertained  2 


As  for  the  effect  of  syphilitic  treatment  on 
the  course  of  diabetes  mellitus,  17  cases  were 
treated,  as  indicated,  by  approved  methods. 
Varying  degrees  of  improvement  were  noted. 
There  were  no  unfavorable  reactions.  During 
these  treatment  courses,  the  glucose  me- 
tabolism of  each  case  was  critically  studied 
from  the  standpoint  of  glucose  utilization, 
blood  sugar  levels,  insulin  requirement,  body 
weight,  and  general  well-being.  In  no  case 
could  it  be  said  that  the  metabolism  of  the 
diabetes  was  significantly  enhanced  by  the 
treatment  of  the  syphilis.  The  detailed  data 
of  these  studies  number  many  hundreds  of 
daily  observations.  No  useful  purpose  would 
be  served  by  publishing  the  data;  they  are, 
therefore,  omitted. 

Conclusions 

1.  In  a series  of  1,000  proved  standardized 
cases  of  diabetes  mellitus,  syphilis  (active  or 
latent)  was  demonstrated  and  treated  in  17 
instances.  This  ratio  is  in  accord  with  the 
experience  of  other  observers  and  conforms  to 
the  incidence  of  the  disease  in  the  general 
population. 
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2.  The  Wassermann  test  is  a valuable 
diagnostic  aid  but  by  itself  is  not  a conclusive 
index  to  the  presence  of  syphilis. 

3.  There  is  no  causal  relationship  between 
syphilis  and  diabetes  mellitus. 

4.  Syphilitic  pancreatitis  in  adults  is  a 
rare  phenomenon. 

5.  The  treatment  of  active  or  latent  syph- 


ilis has  little  or  no  effect  on  the  metabolism 
of  diabetes  mellitus. 
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“DRAFT  THE  DOCTORS” 

The  tragic  state  of  unpreparedness  that  has 
spelled  bitter  defeat  for  the  European  democ- 
racies must  not  occur  here,  declares  the  editor  of 
Southwestern  Medicine.  Medicine  must  do  its 
part.  In  case  of  armed  conflict  there  will  be 
broken  bodies  to  mend;  there  will  be  last  rites 
of  mercy  to  perform.  There  must  remain  behind 
those  to  care  for  the  civilian  population.  Wars 
usually  bring  epidemics — new  problems  to  public 
health  will  arise.  How  well  prepared  is  American 
medicine? 

A number  of  the  younger  physicians  proudly 
hold  commissions  in  the  reserves  of  the  Army 
and  the  Navy.  Patriotically  they  have  worked 
at  training  problems,  trying  to  better  fit  them- 
selves for  their  posts.  But  so  many  are  needed, 
and  so  few  have  responded.  Plans  to  draft 
manpower,  industry,  and  money  should  not  omit 
the  drafting  of  medicine. 

Every  physician  in  this  country  should  be 
drafted,  assigned  a post  at  home  or  in  the  field, 
he  says.  The  income  of  those  left  at  home  should 
be  drastically  controlled.  Any  excess  over  the 
scale  paid  the  armed  services  should  be  pooled 
for  the  benefit  of  those  who  had  to  leave  often 
good  paying  practices  for  the  small  remuneration 
of  the  armed  services. 

If  there  should  be  no  profiteering  in  industry, 
neither  should  there  be  in  the  professions!  If 
the  younger  physicians  are  to  offer  their  very 
lives  as  a pawn  to  destiny,  let  the  older  ones  at 
home  at  least  offer  a portion  of  their  monetary 
gains! 

Pretty  speeches  to  the  young  man  leaving  a 
family  behind,  hoping  to  support  them  on  the 
meager  salary  of  a junior  officer,  are  simply  not 
enough.  That  young  man  is  no  fool — he  knows 
that  a shattered  practice,  however  good  it  may 
have  been,  will  not  feed  his  children.  He  will 
rightly  resent  any  attempt  on  the  part  of  those 
remaining  behind  to  cash  in  on  his  withdrawal 
from  the  field.  Young  men  who  know  they 
must  go  at  the  first  call  are  demanding  in 
growing  strength  of  tone  that  organized  medicine 
work  out  and  institute  a plan  fair  to  all.  They 
say  they  only  want  an  even  break. 

The  problem  is  squarely  up  to  organized  medi- 
cine. And,  if  our  own  bodies  do  not  face  it, 
study  it,  answer  it  correctly,  depend  on  it  that 
the  government  of  the  United  States  must  and 
will  answer  it  for  us. 


THE  “COSTS  OF  MEDICAL  IGNORANCE” 

Ignorance  of  the  most  elemental  facts  of  human 
physiology  and  anatomy  on  the  part  of  the  masses 
of  our  people  makes  them  easy  prey  for  all  sorts 
of  cults  and  nostrum  vendors,  said  Dr.  Francis 
F.  Borgell  in  a presidential  address  before  the 
Medical  Society  of  the  State  of  Pennsylvania  on 
October  1.  This  ignorance  leads  to  the  ready 
acceptance  of  every  concept  of  disease  and  its 
treatment  as  long  as  it  has  the  appeal  of  sim- 
plicity. The  uninformed  have  visions  of  perfect 
health  by  alkalinization,  vitamins,  laxatives, 
bizarre  diets,  health  foods,  and  so  on  ad  nau- 
seam. The  average  individual  has  a more  com- 
prehensive knowledge  of  the  workings  of  his 
automobile  than  he  does  of  his  own  body;  yet 
he  will  call  in  an  expert  to  cure  the  ills  of  his 
car  but  is  slow  to  consult  the  expert  when  his 
human  machinery  fails  to  perform  properly. 
The  basic  problem  is  not  the  “costs  of  medical 
care”  but  the  costs  of  lay  ignorance  of  medicine. 

The  truth  of  this  statement  can  easily  be  seen. 
We  need  but  consider  the  millions  of  dollars 
spent  on  all  sorts  of  cure-alls,  self-medication 
intensively  advertised  by  press  and  radio.  We 
need  but  witness  the  throngs  that  follow  the 
lures  of  the  Pied  Pipers  playing  the  tunes  of  foot 
adjustment  and  goat-gland  implantation.  The 
assumption  that  the  masses  are  clamoring  for 
medical  care  at  the  hands  of  the  trained  profes- 
sion but  which  they  cannot  secure  because 
they  cannot  pay  the  price  is  not  justified  in  the 
light  of  the  millions  diverted  to  the  coffers  of 
patent  medicine  concerns,  cults,  quacks,  and 
charlatans.  The  continuous  battle  by  the  medi- 
cal profession  for  legislation  intended  to  pro- 
tect the  people  from  their  own  folly  and  igno- 
rance only  emphasizes  the  point.  Intelligent 
health  consciousness  is  the  foundation  needed, 
more  than  anything  else,  upon  which  to  build  a 
sound  program  of  public  and  individual  health. 
Health  consciousness  will  be  stimulated  in  direct 
proportion  to  the  degree  with  which  this  igno- 
rance is  dissipated.  Herein  lies  one  of  the  most 
fertile  fields  for  our  public  health  departments, 
local,  state,  or  national. 

The  family  physician  cannot  be  eliminated 
from  any  program  of  public  health.  He  must 
be  an  integral  part  to  make  such  programs  fully 
effective.  Every  move  to  replace  him  by  imper- 
sonal governmental  agencies  will  eventually  tend 
to  defeat  real  better  health  objectives. 


Diagnosis  by  intuition  is  a rapid  method  of  Lydia  had  four  children  named  Eenie,  Meenie, 
reaching  a wrong  conclusion. — John  Chalmers  Minie,  and  Edgar — she  didn’t  w'ant  no  Moe. — 
Da  Costa,  M.D.  Milwaukee  Medical  Times 


CHRONIC  TONSILLITIS  IN  SECONDARY  SYPHILIS — 
DIFFERENTIAL  DIAGNOSIS  FROM  DIPHTHERIA  AND 
VINCENT’S  INFECTION 

A Report  of  23  Cases 

Evan  W.  Thomas,  M.D.,  and  David  H.  Goldstein,  M.D.,  New  York  City 


IT  IS  well  known  by  most  syphilologists 
that  secondary  syphilis  may  be  the  cause 
of  a chronic  tonsillitis  which  in  appearance  is 
indistinguishable  at  times  from  diphtheria 
and  Vincent’s  infection.  This  is  not  always 
appreciated  by  the  medical  profession.  Of 
23  cases  of  severe  chronic  syphilitic  tonsillitis, 
observed  by  us  from  January,  1937,  to  June, 
1939,  20  were  misdiagnosed  over  varying 
lengths  of  time  by  private  physicians  or  clinics 
prior  to  their  admission  to  the  syphilis  wards 
of  Bellevue  Hospital. 

We  have  included  in  this  group  only  those 
patients  who  sought  medical  advice  solely  be- 
cause of  a severe  chronic  sore  throat.  The 
series  does  not  include  those  who  had  in- 
jected throats  with  or  without  ordinary 
mucous  patches,  a condition  which  occurs  in 
over  50  per  cent  of  patients  with  secondary 
syphilis.  During  the  period  under  considera- 
tion there  were  419  admissions  to  Bellevue 
Hospital  for  early  syphilis.  The  incidence  of 
the  severe  type  of  chronic  tonsillitis  was  5.5 
per  cent. 

By  incorrect  diagnoses  we  mean  cases  in 
which  the  possibility  of  syphilis  was  not  seri- 
ously considered  by  the  examining  physician, 
despite  the  fact  that  in  many  instances  a 
careful  search  would  have  revealed  other 
signs  suggestive  of  the  correct  diagnosis.  In 
some  instances  syphilis  was  suggested  as  the 
cause  of  the  associated  rash,  but  in  none  of 
the  20  misdiagnosed  cases  was  syphilis  re- 
garded as  the  fundamental  cause  of  the  throat 
infection. 

In  this  series,  before  the  diagnosis  of  syphilis 
was  seriously  considered,  4 patients  had  at- 
tended nose  and  throat  clinics  at  least  once, 
and  1 had  attended  weekly  for  over  a month 
before  .a  rash  was  noted  and  a Wassermann 
test  taken.  Four  had  been  seen  by  private 
physicians,  and  12  had  attended  general 
medical  services.  In  3 cases  the  diagnosis 
was  missed  by  physicians  from  whom  con- 
sultations were  requested.  The  institutions 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  May  8,  1940. 

From  the  Department  of  Dermatology  and  Syphilology, 
New  York  University  College  of  Medicine  and  Third 
Medical  Division  (New  York  University),  Bellevue  Hos- 
pital, service  of  Dr.  Edward  R.  Maloney. 


and  physicians  visited  by  the  patients  were 
widely  scattered,  and  not  all  of  them  were  lo- 
cated in  New  York  City.  Included  within 
the  series  were  several  sailors  and  young  men 
who  had  attended  hospitals  or  clinics  in 
various  cities  because  of  their  sore  throats. 

There  were  15  instances  of  membranous 
tonsillitis  and  8 of  the  ulcerative  or  follicular 
type.  The  lesions  were  bilateral  in  all  cases. 
Marked  hoarseness  was  present  in  2 and  a his- 
tory of  severe  dysphagia  was  noted  in  3.  The 
duration  of  symptoms  prior  to  diagnosis  was 
under  two  weeks  in  5 cases  and  from  two  to 
three  weeks  in  4 cases;  12  had  symptoms  for  a 
period  of  from  four  to  eight  weeks,  and  2 had 
symptoms  for  over  three  months.  Three  pa- 
tients had  been  isolated  because  of  a diagnosis 
of  diphtheria  and  1 had  received  diphtheria 
antitoxin  before  the  discovery  of  syphilis. 
On  1 a tonsillectomy  was  performed  which 
did  not  cure  the  sore  throat.  The  diagnosis 
was  not  made  in  this  case  until  the  patient 
complained  of  sores  about  the  anus.  It  was 
then  found  that  he  had  condylomata  lata  which 
were  probably  beginning  when  the  tonsillec- 
tomy was  performed,  for  he  gave  a later  his- 
tory of  itching  and  soreness  about  the  anus 
at  the  time  of  operation.  He  attributed  his 
symptoms  to  hemorrhoids. 

By  the  time  the  diagnosis  of  secondary 
syphilis  was  established,  all  but  1 of  the  23  pa- 
tients had  a skin  rash.  The  sore  throat  ap- 
parently occurred  from  a few  days  to  several 
weeks  prior  to  the  rash  in  20  cases.  Actual 
chancres  were  observed  in  only  3 patients, 
thus  accounting  in  part  for  the  delay  in  diag- 
nosis. An  additional  4 gave  a recent  history 
of  genital  sores  suggestive  of  initial  syphilitic 
lesions.  Three  had  relapsing  secondary  syphi- 
lis following  inadequate  treatment  for  pre- 
vious lesions.  In  every  case  a strongly  posi- 
tive blood  Wassermann  reaction  was  found. 
In  only  7 instances  were  spirochetes  suggestive 
of  Treponema  pallida  actually  demonstrated 
by  dark-field  examination.  In  every  case, 
however,  the  history,  the  rapid  healing  of  the 
throats  following  one  injection  of  an  arsenical 
drug,  and  the  positive  blood  Wassermann  re- 
actions established  the  diagnosis.  Prior  to 
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their  admission  to  Bellevue  Hospital,  6 pa- 
tients had  had  throat  cultures  for  diphtheria, 
3 of  which  were  reported  as  positive  and  3 as 
negative.  One  patient  was  transferred  from 
the  Willard  Parker  Isolation  Hospital  where 
secondary  syphilis  was  found,  although  throat 
cultures  had  been  reported  as  positive  for 
Klebs-Loffler  bacilli. 

In  the  majority  of  cases  Vincent’s  angina 
was  the  original  presumptive  diagnosis,  in 
spite  of  the  fact  that  prior  to  hospitalization 
only  2 were  reported  as  having  had  positive 
smears  for  that  infection.  It  is  possible  that 
if  routine  throat  smears  had  been  made  on 
our  wards  more  of  the  series  would  have  shown 
the  organisms  of  Vincent’s  angina.  It  is  a 
well-known  fact  that  fusiform  bacilli  and 
spirochetes  are  frequently  found  in  cases  of 
stomatitis  and  tonsillitis  that  are  not  caused 
primarily  by  these  organisms.  We  have 
found  them  occasionally  in  cases  of  stomatitis 
due  to  pellagra  as  well  as  in  syphilitic  sore 
throats.  Rapid  cures  were  obtained  in  the 
former  cases  by  the  administration  of  nico- 
tinic acid  and  in  the  latter  by  antisyphilitic 
drugs. 

The  diagnosis  of  syphilitic  tonsillitis  in 
most  cases  seems  easy  in  retrospect,  but  it 
must  be  remembered  that  there  is  nothing 
characteristic  about  the  sore  throats  of  sec- 
ondary syphilis.  They  may  present  any  pic- 
ture from  mere  enlargement  of  the  tonsils  or 
mild  inflammation  to  deep  ulceration  or  a 
thick  membranous  exudate.  For  physicians 
unaware  of  this  fact,  the  throat  lesions  tend  to 
make  them  less  suspicious  of  syphilis  than 
they  otherwise  would  be.  Even  the  presence 
of  a rash,  especially  if  it  is  unassociated  with 
an  obvious  chancre,  may  not  suggest  syphilis. 
The  following  case  illustrates  this. 

Case  Report 

A white  woman,  aged  20,  entered  Bellevue 
Hospital  on  May  20,  1938,  complaining  of  a sore 
throat  of  three  weeks’  duration.  This  had  be- 
come worse  in  the  week  preceding  admission  to 
the  hospital,  when  difficulty  in  swallowing, 
malaise,  and  feverishness  were  experienced.  A 
skin  rash  was  noted  six  days  before  admission. 
Her  past  history  indicated  that  she  had  never 
had  diphtheria  and  that  her  own  and  her  hus- 
band’s blood  Wassermann  reactions  had  been 
negative  four  months  before  the  onset  of  her 
sore  throat.  The  physical  examination  on  ad- 
mission to  the  hospital  revealed  a dirty  white 
necrotic  exudate  forming  a thick  membrane  on 
both  tonsils  and  extending  over  the  uvula. 
There  was  no  bleeding  when  the  membrane  was 
removed.  Small  bilateral  cervical  nodes  were 
noted  as  being  slightly  tender.  A blotchy  red 


macular  skin  eruption  was  described  as  being 
present  on  the  arms  and  trunk.  The  temperature 
on  admission  was  101  F.,  but  the  patient  did 
not  appear  acutely  ill  and  subsequent  tempera- 
tures were  normal.  The  blood  leukocyte  count 
was  10,800  with  86  per  cent  polymorphonuclear 
cells.  Direct  smears  of  the  tonsils  were  reported 
as  negative  for  Klebs-Loffler  bacilli  and  positive 
for  spirochetes  and  fusiform  bacilli.  The  diag- 
nosis was  ulcerative  membranous  tonsillitis 
(Vincent’s)  with  diphtheria  to  be  ruled  out  by 
culture.  A secondary  diagnosis  of  toxic  ery- 
thema was  made,  although  the  possibility  that 
the  rash  might  be  due  to  syphilis  was  suggested. 
A routine  blood  Wassermann  test  was  taken,  but 
the  report  was  delayed  for  five  days.  In  the 
meantime  two  consultations  confirmed  the  opin- 
ion that  the  tonsillitis  was  due  to  a Vincent’s 
infection  and  that  the  rash  was  a toxic  erythema. 
Three  throat  cultures  were  negative  for  diph- 
theria, and  on  the  fourth  day  of  hospitalization, 
before  the  blood  Wassermann  test  had  been  re- 
ported, a request  was  made  for  an  opinion  as  to 
the  advisability  of  giving  arsphenamine  for  the 
Vincent’s  infection.  One  of  us  saw  the  patient 
at  this  time  and  attempted  a dark-field  examina- 
tion of  fluid  taken  from  the  tonsils.  No  spiro- 
chetes were  found,  but  the  diagnosis  of  secondary 
syphilis  seemed  probable.  The  blood  Wassermann 
test  was  reported  as  strongly  positive  on  the 
following  day.  She  was  then  given  arsphen- 
amine and  her  tonsillitis  healed  within  three  days 
after  the  first  injection. 

As  a matter  of  fact  this  patient  was  diagnosed 
more  promptly  than  most  of  the  others  in  our 
series,  but  it  has  been  reported  in  detail  be- 
cause it  illustrates  several  features  that  are 
important  in  making  differential  diagnoses. 

1.  Fevers  in  our  series  were  conspicuous  by 
their  rarity,  though  they  may  occur.  Only 
5 of  the  23  patients  had  temperatures  at  any 
time  over  100  F.,  and  only  2 of  these  reached  a 
level  of  103  F. 

2.  None  of  the  patients  appeared  acutely 
ill  as  in  the  average  case  of  diphtheria  or  sore 
throats  due  to  pyogenic  organisms. 

3.  In  every  case  the  throat  and  tonsillar 
lesions  healed  with  amazing  rapidity  after  an 
injection  of  one  of  the  arsenical  drugs.  The 
average  time  for  healing  was  two  to  four  days. 
Skin  eruptions  invariably  took  much  longer  to 
disappear. 

4.  Even  when  throat  smears  are  positive 
for  a Vincent’s  infection,  before  accepting 
that  diagnosis  a blood  Wassermann  test 
should  always  be  taken.  Had  the  patient  re- 
ported above  been  treated  for  Vincent’s 
angina  with  arsphenamine  in  the  absence  of  a 
blood  Wassermann  test,  the  throat  lesions 
would  have  cleared  rapidly  but  the  diagnosis 
of  secondary  syphilis  would  have  been  missed. 
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We  are  aware  that  in  some  cases  the  diag- 
nosis of  secondary  syphilitic  sore  throats  is 
difficult.  This  report  is  made  for  the  purpose 
of  raising  the  index  of  suspicion  of  early  syphi- 
lis in  all  cases  of  chronic  sore  throats.  Since 
we  collected  these  cases,  a patient  was  seen 
who  had  attended  an  ear,  nose,  and  throat 
clinic  for  four  weeks  and  had  been  given  an 
appointment  for  a tonsillectomy  when  a 
routine  blood  Wassermann  test,  taken  be- 
cause the  patient  was  a hospital  employee,  was 
reported  as  4 plus.  No  evidences  of  primary 
or  secondary  syphilis  were  found  except  ul- 
cerative tonsillitis.  Spirochetes  suggestive 
of  Treponema  pallida  were  seen  on  dark-field 
examination  of  material  aspirated  from  the 
tonsils,  but  they  could  not  be  regarded  as  ab- 
solute proof  of  secondary  syphilis.  In  view 
of  a positive  blood  Wassermann  test  and 
the  history  of  a negative  test  taken  one  year 
previously,  the  patient  was  treated  for  early 
syphilis  with  prompt  healing  of  the  tonsillitis. 
No  one  could  possibly  have  made  the  diag- 
nosis of  secondary  syphilis  in  this  man  by  in- 
spection, but  the  case  emphasizes  the  impor- 
tance of  taking  blood  Wassermann  tests  on 
every  case  of  chronic  tonsillitis  of  uncertain 
etiology. 

That  this  is  not  generally  realized  by  the 
general  practitioner  seems  evident  from  the 
cases  reported  here,  and,  in  spite  of  the  ex- 
cellent discussion  of  the  diagnostic  difficulties 
in  chronic  tonsillitis  due  to  early  syphilis 
given  by  Stokes,1  a review  of  the  literature  re- 
veals little  emphasis  of  this  important  clinical 
entity.  In  1935  Brittingham2  reviewed  301 
cases  of  early  syphilis  in  which  he  observed 
“throat  or  tonsil  disease”  in  35  per  cent.  He 
states:  “In  most  of  these  patients  the  ton- 

sils were  enlarged  and  presented  dirty  ulcera- 
tions. In  many  of  them,  however,  the  ton- 
sils were  smoothly  and  clearly  enlarged,  with 
very  little  evidence  of  other  inflammation 
such  as  redness.  In  the  former  group,  sec- 
ondary infection  was  undoubtedly  present 
and  it  would  be  impossible  to  differentiate 
such  tonsils  from  those  infected  with  the 
streptococcus  or  the  mixed  throat  infections 
which  are  frequently  seen  in  patients  without 
syphilis.”  While  Brittingham ’s  paper  is  an 
excellent  presentation  of  the  clinical  findings, 
insufficient  emphasis  is  made  of  the  mem- 
branous type  of  sore  throat  and  its  similarity 
to  diphtheria.  Moreover,  while  secondary 
infection  may  account  for  the  ulcerative  type, 
such  infection  must  be  minimized  in  the  light 
of  the  prompt  healing  after  arsphenamine. 

Stokes  has  well  phrased  the  caution,  in 


emphasis  of  which  these  cases  have  been  re- 
ported, in  the  following  statement:  “The 

taking  of  blood  Wassermann  tests  more  fre- 
quently, if  not  routinely  on  sore  throats, 
especially  if  they  show  evidence  of  chronicity, 
and  the  habit  of  stripping  patients  for  examina- 
tions, even  for  so  small  a matter  as  a sore 
throat,  would  lead  to  the  detection  of  a good 
deal  of  secondary  syphilis  in  its  incipiency.” 

Summary 

1.  Twenty-three  cases  of  chronic  ton- 
sillitis due  to  secondary  syphilis  are  reported, 
15  of  which  were  membranous  while  8 were  of 
the  follicular  variety. 

2.  A mistaken  diagnosis  of  diphtheria, 
Vincent’s  infection,  or  simple  tonsillitis  was 
made  in  20  instances. 

3.  The  characteristic  features  of  this  en- 
tity are  discussed,  and  the  prompt  response  to 
arsenical  drugs  is  pointed  out. 

4.  It  is  urged  that  every  patient  with  a 
chronic  tonsillitis  be  given  a Wassermann 
test  and  a thorough  examination  for  stigmas  of 
secondary  syphilis. 


December  10,  1940:  Since  this  paper  was 
written  we  have  seen  on  the  wards  of  Bellevue 
Hospital  an  additional  19  cases  of  chronic 
tonsillitis  which  fall  in  the  same  category  as 
the  patients  reported  above.  Two  of  them 
had  tonsillectomies  without  benefit  before  the 
diagnosis  of  secondary  syphilis  was  made. 
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Discussion 

Dr.  Leon  H.  Griggs,  Syracuse , New  York — 
I feel  that  Dr.  Thomas  has  read  an  excellent 
paper  on  the  subject  “Chronic  Tonsillitis  in 
Secondary  Syphilis.”  I believe  that  it  is  true, 
as  Doctor  Thomas  has  stated,  that  most,  if  not 
all,  syphilologists  realize  that  secondary  syphilis 
may  cause  a chronic  tonsillitis.  Yet  it  is  evident 
that  many  errors  of  diagnosis  are  made  by  the 
profession  at  large. 

During  the  past  several  years,  the  diagnosis 
of  diphtheria  has  been  stressed  with  excellent 
results.  Almost  the  first  thought  in  a case  of 
tonsillitis  is  the  question  of  diphtheria.  Next 
comes  the  thought  of  a Vincent’s  infection.  It  is 
impossible  to  state  when  the  thought  of  syphilis 
appears. 

During  my  personal  experience  of  ten  years 
in  general  practice,  I saw  1 case  of  diphtheria. 
Yet  in  nearly  every  case  of  tonsillitis  I took  a 
culture.  I do  not  recall  that  I took  many  Was- 
sermanns. 
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Dr.  Thomas’  statement,  “there  is  nothing 
characteristic  about  the  sore  throats  of  secondary 
syphilis,”  is  an  excellent  one.  I believe  that  in  a 
case  of  chronic  tonsillitis  one  should  keep  in 
mind  the  three  possible  diagnoses  of  diphtheria, 
Vincent’s  angina,  and  syphilis.  I further  believe 
that  the  differential  diagnosis  should  be  aided 
by  laboratory  tests.  In  other  words,  a culture, 
a smear,  and  a Wassermann  should  be  taken  at 
the  same  visit. 


Again,  Dr.  Thomas  has  stressed  the  need  for 
more  complete  physical  examination  along  with 
taking  a routine  Wassermann  in  suspected  throat 
cases. 

In  closing  I will  make  the  plea,  often  heard, 
that  we  raise  our  index  of  suspicion  of  syphilis. 
This  will  be  needed  more  in  the  future  when  it  is 
probable  that  a case  of  early  syphilis  will  be 
considered  a rare  disease. 


WORKMEN’S  COMPENSATION 


^See.  Corrects  \/ja^sicrv^  ) 


We  have  been  informed  by  the  Director  of 
Workmen’s  Compensation  of  the  Department  of 
Labor  that  many  physicians  throughout  the  state 
are  not  yet  familiar  with  the  amendments  to  the 
Workmen’s  Compensation  Law  which  became 
effective  on  July  1,  1940.  These  were  published 
in  the  New  York  State  Journal  of  Medicine, 
June  1,  1940.  The  attention  of  physicians  prac- 
ticing under  the  Workmen’s  Compensation  Law 
is  again  directed  to  these  amendments,  and  they 
are  urged  to  comply  with  them.  A 

It  should  be  noted  that  the  C-ia  report  must 
now  be  forwarded  to  the  employer  or  insurance 
carrier  and  the  Department  of  Labor,  within 
fifteen  days  instead  of  twenty  days  as  heretofore. 
This  report  should  be  notarized,  but  physicians 
are  urged  not  to  delay  it  if  a notary  is  not  avail- 
able. The  C-104  form  is  reportable  within  forty- 
eight  hours. 

The  new  progress  report  (C-14)  should  be  sent 
to  the  employer  or  insurance  carrier  and  the  De- 
partment of  Labor  in  all  protracted  cases  every 
flf  three  weeks.  The  Law  states  that  the  €i=4  report 
should  be  submitted  “when  requested”  by  the 
employer  or  insurance  carrier,  but  it  is  advisable 
to  submit  such  reports,  even  though  not  re- 


quested, at  regular  intervals,  in  order  to  familiar- 
ize the  employer  or  insurance  carrier  with  the 
progress  of  the  patient  if  the  medical  care  con- 
tinues beyond  the  first  four  weeks  or  so. 

Another  amendment,  effective  July  1,  1940, 
gives  to  the  Industrial  Board  the  right  to  assess 
the  cost  of  medical  care  against  a noninsured  em- 
ployer. Physicians  treating  claimants  whose 
employers  fail  to  cariy  insurance  should  submit 
bills  for  medical  service  directly  to  the  Depart- 
ment of  Labor,  care  of  the  Industrial  Board,  80 
Centre  Street,  New  York  City,  and  send  a copy 
of  the  correspondence  and  bill  to  this  office. 

Workmen’s  compensation  committees  or 
boards  throughout  the  state  are  urged  to  bring 
the  above  changes  to  the  attention  of  physicians 
at  the  regular  meetings  of  the  county  societies 
and  by  publication  in  local  bulletins. 

The  various  forms  (C-104,  C-4,  C-14,  and  C-27) 
are  available  on  application  to  the  local  county 
society  office.  Forms  are  obtainable  by  the 
societies  upon  application  to  the  Department  of 
Labor,  Albany  and  New  York  offices.  Physi- 
cians should  not  apply  directly  to  the  Depart- 
ment of  Labor  for  blank  forms. — David  J. 
Kaliski,  M.D.,  Director 


WAR  HALTING  MEDICAL  JOURNALS 

How  medical  science  has  been  affected  by  the 
hampering  of  the  interchange  of  reports  of  re- 
search work,  new  discoveries,  and  other  advances 
of  the  science  among  the  nations  is  shown  by  the 
steady  falling  off  in  the  number  of  medical  pub- 
lications being  received  from  abroad  by  the 
quarterly  cumulative  Index  Medicus  and  the 
library  of  the  American  Medical  Association. 
Austrian  weekly  publications  used  to  come  every 
week  to  ten  days.  None  has  been  received  since 
early  in  June.  No  Polish  or  Czechoslovakian 
publications  have  arrived  for  many  months.  Six- 
teen such  publications  were  dropped  from  the 
Index  at  the  beginning  of  1940. 

The  notice  of  the  suspension  of  eleven  French 
medical  publications  came  over  two  months  ago. 
The  last  weekly  reports  from  Italy  were  received 


at  the  end  of  June.  British  publications  still 
come  with  slight  delay. 

From  January  to  March,  1940,  a total  of  8,160 
publications  of  foreign  origin  was  indexed.  The 
number  dropped  to  7,590  from  April  to  June; 
from  July  to  August  19  to  only  3,415,  a loss  of 
more  than  50  per  cent. 

A historian  of  the  Thirty  Years’  War  has  writ- 
ten that  “all  culture  and  science  in  Germany 
died  under  its  deadly  breath.”  History  has  be- 
gun to  repeat  itself  in  the  Old  World.  The 
gangsters  at  the  helm  of  Nazi  Germany,  com- 
ments an  upstate  paper,  the  Jamestown  Post , 
combating  everything  international,  are  crip- 
pling medical  science  by  preventing  the  inter- 
change of  the  advances  made  in  it  by  the  scien- 
tists of  the  world. 


ALUMNI  DAY.  NEW  YORK  UNIVERSITY  COLLEGE  OF  MEDICINE 


The  date  of  the  annual  Alumni  Day  at  New 
York  University  College  of  Medicine  has  been 
changed  from  the  usual  Washington’s  Birthday 
to  March  21  and  22,  1941,  when  the  Alumni 
Association  is  celebrating  the  one-hundredth 
anniversary  of  the  founding  of  the  medical  college. 

The  program  will  begin  with  a dinner  for  all 
the  alumni  and  their  wives  at  Hotel  Roosevelt  on 


Friday,  March  21.  On  Saturday,  March  22 
there  will  be  a scientific  session  at  the  medical 
school  during  the  morning  and  afternoon.  The 
program  for  this  will  be  published  later.  There 
will  be  a luncheon  that  day  in  the  lounge  at  the 
medical  school.  Dr.  Nathan  B.  Van  Etten  of 
the  class  of  1890,  president  of  the  American 
Medical  Association,  will  be  the  speaker. 


THE  ROENTGEN  TREATMENT  OF  PATIENTS  WITH  ADVANCED 
MALIGNANCY 

Joe  Vincent  Meigs,  M.D.,  Boston 


JUST  over  one  year  ago  a patient  with  a 
tumor  mass  in  the  right  flank,  following 
removal  of  a leiomyosarcoma  of  the  uterus 
two  years  previously,  reported  for  follow-up 
and  advice  as  to  treatment.  Inasmuch  as 
the  tumor  seemed  somewhat  movable,  an 
attempt  was  made  to  remove  it  surgically. 
Consequently,  in  March,  1939,  at  the  Massa- 
chusetts General  Hospital  a trial  was  made 
to  remove  this  mass.  At  the  exploration  it 
was  found  that  the  area  was  compact  and 
slightly  movable  but  that  it  could  not  be  taken 
out  without  probable  damage  to  the  right 
kidney,  the  large  vessels,  and  the  pancreas. 
The  tumor  recurrence  was  much  more  exten- 
sive than  at  first  thought,  and  no  serious  at- 
tempt was  made  to  excise  it.  It  was  con- 
sidered a satisfactory  case  for  x-ray  treatment 
as  the  tumor  could  be  well  localized  and  as 
other  cases  with  leiomyosarcoma  had  been 
observed  to  melt  away  with  this  form  of 
treatment.  Consequently,  treatment  was 
started  in  February,  1939.  A total  of  7,700  r 
was  given,  and  this  was  considered  by  Dr. 
George  Holmes  as  sufficient.  For  a short 
time  it  looked  as  though  some  relief  was  going 
to  be  obtained,  but  in  August,  1939,  the  pa- 
tient being  bedridden  most  of  the  time,  the 
pain  became  so  severe  that  further  treatment 
was  advised.  This  time  the  patient  was  sent 
to  the  Palmer  Memorial  Hospital  for  treat- 
ment with  their  400, 000- volt  machine.  Here 
a satisfactory  series  was  given  by  Dr.  Joseph 
Marks,  but  finally  the  discomfort  of  the  pa- 
tient both  from  the  growing  tumor  and  the 
treatment  became  so  great  that  she  was  sent 
home.  As  this  tumor  was  well  localized  and 
as  it  was  her  only  chance  for  life,  the  total 
treatment  was  large  in  amount  and  the  result 
both  of  the  size  of  the  tumor  and  discomfort 
from  it  was  poor.  In  addition,  nausea  and 
vomiting  and  discomfort  from  the  treatment 
were  great.  After  a short  time  at  home  the 
patient  could,  with  difficulty,  go  up  and  down 
stairs,  but  she  died  in  October,  1939.  It  was 
obvious  to  all  that  the  treatments  had  not 
done  the  slightest  amount  of  good  and  that 
the  patient  might  have  had  more  good  days 

Read  by  invitation  at  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  May 
8,  1940. 

From  the  Massachusetts  General  Hospital,  Palmer 
Memorial  Hospital,  and  Pondville  Hospital. 


if  no  treatment  had  been  given  at  all.  Her 
right  ureter  was  blocked  by  the  tumor,  and  a 
pyelitis  recurred  occasionally  due  to  the  block- 
age. During  the  treatment  this  was  not  re- 
lieved at  all. 

In  May,  1939,  a doctor’s  mother  with  a 
hard,  fixed  tumor  mass  in  the  pelvis  was  seen 
in  consultation.  There  were  no  localizing 
areas,  and  an  accurate  diagnosis  as  to  the 
source  of  the  tumor  could  not  be  made.  An 
attempt  was  made  to  get  a biopsy  by  making 
an  opening  through  the  vagina  on  either  side 
of  the  cervix;  nothing  but  chronic  inflamma- 
tory tissue  was  obtained.  It  felt  as  though 
the  tumor  might  be  intestinal  with  extension 
from  the  bowel  to  the  bladder.  At  cystos- 
copy a roughened  area  could  be  seen  on  the 
right  which  was  felt  to  be  growing  into  the 
bladder  from  something  extrinsic  to  it.  A 
biopsy  was  taken  that  showed  undifferentiated 
carcinoma  growing  very  rapidly,  and  no  guess 
could  be  given  by  Dr.  Shields  Warren  as  to 
the  primary  source.  Because  of  the  hardness 
and  fixity  of  the  pelvis  and  because  of  the 
positive  biopsy  in  the  bladder,  exploration 
and  operation  were  decided  against  and  x-ray 
treatment  was  advised.  The  patient  was 
given  7,200  r by  the  400,000-volt  machine  at 
the  Palmer  Memorial  Hospital.  During  the 
time  of  treatment  the  patient  suffered  from 
nausea,  pain,  and  in  every  way  was  ex- 
ceedingly miserable.  After  three  months  of 
hospitalization  it  was  felt  that  the  tumor  had 
shrunk  some  and  that  the  patient  could  be 
moved  to  her  home.  For  months  the  pain 
was  just  as  severe  as  ever,  and  only  slight 
progress  in  shrinking  of  the  tumor  mass  was 
observed.  For  the  past  six  months  the  pa- 
tient has  suffered  with  intermittent  intestinal 
obstruction,  progressive  loss  of  weight,  and 
marked  edema.  She  can  get  out  of  bed  for  a 
few  minutes  at  a time.  It  has  been  necessary 
to  give  her  morphine  or  one  of  its  derivatives 
continuously.  Nausea  and  vomiting  are  con- 
stant. The  bladder  difficulty,  pain,  fre- 
quency, and  incontinence  have  cleared  up 
remarkably.  This  patient,  though  now  ap- 
proaching ten  months  postradiation  and  still 
living,  is  miserable.  It  has  been  necessary 
to  have  constant  nursing  care,  and  her  whole 
household  is  now  a hospital  ward  and  every- 
thing centers  upon  the  invalid.  The  treat- 
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ment  seems  to  have  slowed  up  the  advance  of 
the  tumor  and  prolonged  life,  but  the  life  as 
prolonged  is  not  a happy  one  and  the  patient’s 
fortitude  is  a great  tribute  to  her.  It  is  the 
opinion  of  us  all  that  it  might  have  been  better 
to  have  done  nothing  and  to  have  kept  the 
patient  happily  narcotized  than  to  have  of- 
fered her  any  hope  that  the  treatment  would 
help  and  to  have  encouraged  her  to  believe 
that  it  might  even  make  her  better  for  a 
short  time.  It  is  probably  true  that  she  has 
lived  longer  than  she  otherwise  would  have, 
and  yet  it  has  been  a living  death,  with  the 
family  constantly  conscious  of  her  suffering 
and  her  steady  downhill  progress. 

Because  of  intimate  contact  with  these  2 
patients,  who  in  hopeless  conditions  were 
given  x-ray  treatment  in  a hope  of  helping 
pain  and  suffering  and  perhaps  prolonging 
life,  and  because  of  the  unsatisfactory  results 
obtained,  an  investigation  has  been  carried 
out  in  an  attempt  to  evaluate  the  effective- 
ness and  value  of  x-ray  treatment  in  hopeless 
conditions. 

Material 

To  make  the  study  worthwhile  it  was  con- 
sidered necessary  to  obtain  from  the  various 
hospitals  and  x-ray  departments  at  least  100 
patients  who  had  inoperable  cancer  and  in 
whom  a biopsy  was  obtained  and  the  abdomen 
closed  or  a group  of  patients  who  were  oper- 
ated upon  at  least  a year  before  and  who  had 
a recurrence  in  the  abdomen  or  retroperi- 
toneal region  after  the  original  operation  had 
completely  removed  the  growth,  at  least  as 
far  as  the  surgeon  could  tell.  Patients  who 
were  operated  upon  and  had  most  of  the 
tumor  removed,  and  in  whom  the  x-ray  treat- 
ment had  been  started,  were  not  included  in 
this  series.  These  100  cases  were  either  pri- 
mary inoperable  ones  or  recurrences  after  a 
year  following  what  was  considered  a satis- 
factory removal  of  the  entire  growth.  (An- 
other series  will  be  subsequently  studied  of 
the  cases  who  have  a nearly  complete  removal 
of  cancer  and  are  then  given  roentgen  treat- 
ment.) To  obtain  such  a series  seemed  easy 
but,  when  an  attempt  was  made  to  find  the 
cases,  great  difficulty  •was  encountered.  Fre- 
quently, the  roentgenologic  departments  of 
the  various  hospitals  have  inadequate  filing 
systems  of  treated  cases.  There  are  not 
many.  It  is  interesting  that  when  individual 
surgeons  were  asked  about  the  problem  each 
one  had  a special  patient  or  two  who  had 
fared  well  with  treatment  but  they  forgot  the 
large  number  that  failed.  It  was  therefore 


considered  necessary  to  find  hospital  cases  in 
sequence,  and  so  the  records  of  the  x-ray  de- 
partments of  the  Massachusetts  General 
Hospital,  the  Baker  Memorial  Hospital 
(private  wing  of  the  Massachusetts  General 
Hospital),  the  Palmer  Memorial  Hospital, 
and  the  Pondville  Hospital  were  searched; 
100  cases  were  obtained.  Twt>  cases  were 
taken  from  the  Huntington  Memorial  Hos- 
pital. There  was  no  selection  of  good  or  bad 
cases,  but  all  were  taken  in  chronologic  order 
so  that  a satisfactory  view  could  be  obtained. 

In  this  series  lymphomas,  disgerminomas, 
and  other  radiation  sensitive  tumors  were 
excluded  purposely,  for  they  are  in  a class  by 
themselves  and  should  be  discussed  sepa- 
rately. One  thing  that  has  been  learned  from 
this  study  is  the  necessity  for  the  x-ray  de- 
partments to  keep  more  adequate  treatment 
files.  A great  deal  of  time  was  consumed  in 
finding  the  cases  before  any  study  could  be 
undertaken.  A follow-up  has  been  instituted 
that  is  94  per  cent  complete,  so  that  the  end 
result  is  accurately  known.  Very  little  is  re- 
corded concerning  the  amount  of  roentgen 
sickness  and  discomfort  during  treatment, 
and  only  occasionally  is  there  a note  that 
blistering  occurred.  Frequently,  the  roent- 
genologic department  notes  apparent  relief 
of  pain  during  treatment  that  does  not  coin- 
cide with  the  opinion  of  the  surgical  notes. 
Often  a short  sentence  will  be  found  stating 
that  the  patient  is  much  better  only  to  find 
that  he  or  she  has  died  within  a week  or  two 
of  treatment. 

This  series  suggests  that  there  are  good  cases 
for  treatment  and  poor  cases  for  treatment. 
A good  case  is  one  that  has  localization  of 
growth  so  that  the  surgeon  can  show  the  roent- 
genologist exactly  where  to  direct  the  beam 
when  the  x-ray  can  be  applied  all  around  about 
the  malignant  process.  A poor  case  is  one 
with  diffuse  intra-abdominal  extension  of 
growth  so  that  x-ray  treatment  can  only  be 
given  through  multiple  fields  to  cover  the  ex- 
tent of  the  lesion.  Cases  with  metastases  out- 
side of  the  trunk  of  the  body  are  considered 
“poor  cases,”  and  yet  some  of  these  have  been 
given  full  abdominal  doses  without  any 
treatment  of  the  metastatic  lesions.  An  at- 
tempt has  been  made  in  this  study  to  evaluate 
the  results  of  treatment  of  “good”  cases  and 
“poor”  cases.  These  two  groups  certainly 
are  not  absolutely  comparable,  for  one  form 
of  treatment  can  be  given  to  one  group  while 
another  form  must  be  used  in  the  other  group. 
To  fulfill  the  requirements  it  was  necessary 
to  include  many  different  tumors  and  lesions, 
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and  there  are  not  sufficient  numbers  in  each 
group  to  make  the  statistics  anything  but 
suggestive. 

In  different  years  different  amounts  of 
radiation  have  been  considered  adequate,  and 
in  a good  percentage  of  these  cases  our  x-ray 
department  does  not  now  consider  the  treat- 
ment sufficient.  At  the  time  it  was  given, 
however,  it  was  thought  to  be  enough,  but 
subsequent  years  have  disproved  it.  Such 
patients  should  be  disregarded  and  more 
found  to  make  up  the  100.  However,  it 
should  be  pointed  out  that  these  patients 
were  sent  to  the  x-ray  department  and  were 
given  treatment,  and,  if  the  total  treatment  of 
that  day  is  not  considered  adequate  now,  it 
was  then,  just  as  today's  treatment  may  not 
be  considered  sufficient  ten  years  from  now. 
Therefore,  it  will  always  be  impossible  to 
write  such  a paper  as  this  and  please  every- 
one. The  x-ray  department  accepted  others 
and  could  not  finish  the  treatment.  That 
again  should  not  exclude  the  case,  for  the 
case  was  considered  worth  treating  and  the 
treatment  failed.  Another  paper,  a com- 
panion-piece to  this  one,  should  be  written 
and  should  include  only  those  patients  who 
had  what  is  now  considered  sufficient  treat- 
ment, who  took  all  the  treatment,  and  who 
have  the  same  type  of  tumor.  This  type  of 
paper  will  be  extremely  difficult  to  do,  for 
such  a group  will  not  be  easy  to  find.  My 
presentation  is  of  100  patients  accepted  by 
the  x-ray  department  and  of  treatment 
started  and  the  results  of  such  treatment. 

Reason  for  Giving  Treatment 

Certain  patients  with  inoperable  malig- 
nancy are  given  treatment  because  the  surgeon 
feels  he  can  do  nothing  surgically  and  yet 
something  must  be  done.  These  patients 
are  sent  to  the  x-ray  department  with  the 
notation  of  “inoperable  cancer"  of  the  stom- 
ach, pancreas,  ovary,  etc.,  and  a request  for 
treatment.  The  surgeon  rarely,  and  this  is 
important,  goes  down  to  the  x-ray  department 
and  demonstrates  exactly  where  in  the  pa- 
tient's abdomen  the  tumor  lies.  A cancer  of 
the  rectum  may  be  high  or  low,  in  the  liver, 
kidney,  or  the  lymph  nodes,  or  a huge  malig- 
nant mass  may  be  present,  but  the  surgeon 
simply  requests  x-ray  treatment  and  the 
roentgenologist  gives  it.  The  department  of 
roentgenology  should  not  accept  such  a pa- 
tient for  treatment  until  the  surgeon  has  gone 
to  the  department  and  explained  to  the 
roentgenologist  who  is  to  treat  the  patient, 
where  the  tumor  is,  how  extensive,  and  where 


treatment  should  be  given.  Sometimes  treat- 
ment is  advocated  for  the  “morale"  of  the  pa- 
tient. It  is  difficult  to  open  and  close  the 
abdomen  and  tell  the  family  and  patient  there 
is  nothing  to  do  about  it.  So  because  some- 
thing should  be  done  to  boost  the  “morale" 
of  all  concerned,  the  patient  must  be  told  that 
x-ray  occasionally  performs  miracles  and 
therefore,  it  should  be  tried.  So  the  x-ray 
department  gives  treatment  that  as  a general 
rule  makes  the  patient  feel  worse  (nauseated 
and  sick)  and  in  the  end  does  absolutely  no 
good.  In  another  group,  treatment  is  given 
to  relieve  pain,  and  in  our  series  13  out  of  43, 
or  32.5  per  cent,  obtained  a moderate  amount 
to  a good  deal  of  relief.  If  it  will  do  this,  it  is 
worthwhile,  yet  its  relief  is  at  the  cost  of  con- 
siderable discomfort  from  the  treatment. 
This  is  much  more  legitimate  than  using  the 
treatment  for  the  sake  of  “morale."  Treat- 
ment for  pain  in  extensive  cases  should  be 
given  lightly  and  slowly,  and,  if  a result  is  ob- 
tained in  a few  treatments,  perhaps  that 
should  be  considered  enough.  The  treat- 
ment is  sometimes  given  to  stop  fluid  from 
reaccumulating.  Roentgen  treatment  may 
prevent  the  rapid  recurrence  of  fluid  the  first 
time,  but  the  second  and  third  treatments  may 
be  of  no  avail.  Careful  judgment  should  be 
exercised  in  all  groups  by  the  roentgenologist, 
and  he  should  be  the  one  to  decide  whether 
treatment  should  be  given  or  not.  He  should 
be  the  judge  as  to  whether  or  not  to  use  his 
“knife"  and  not  the  surgeon. 

Type  of  Treatment 

In  most  instances  the  treatment  was  given 
by  means  of  a 200, 000- volt  machine  with 
nearly  similar  distances,  screening,  etc.,  in  all 
the  hospitals.  In  a number  of  instances  the 
400,000-volt  machine  at  the  Palmer  Memorial 
Hospital  was  used  and  in  a few  the  1,000,000- 
volt  apparatus  at  the  Huntington  Memorial 
Hospital.  Fields  varied  from  8 by  10  to  20 
by  20  and  amounts  of  radiation  from  200  to 
12,000  r.  The  200, 000- volt  treatment  is 
given  at  50-cm.  distance,  5 to  20  milliamperes, 
screening  y2  mm.  of  copper;  each  field  re- 
ceives 200  to  400  r per  day.  The  factors  of  the 
400, 000- volt  treatment  are  as  follows:  50-cm. 
distance,  5 milliamperes,  screening — 0.9  mm.  of 
tin,  y4  mm.  of  copper,  1 mm.  of  aluminum; 
intrinsic  filter  is  equivalent  to  about  7 mm.  of 
copper.  Each  portal  is  usually  15  cm.  square, 
and  300  r are  given  daily.  The  1,000,000- 
volt  treatment  is  given  at  70-cm.  distance, 
12  milliamperes,  5 mm.  of  lead,  with  daily  ex- 
posures of  about  400  r.  There  are  variations 
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of  treatment  in  all  hospitals  and  in  different 
cases,  but  the  above  factors  are  the  usual. 
In  this  series  most  treatments  were  given  by 
means  of  the  200,000-volt  apparatus.  It  is 
quite  possible  that  future  results  will  be  better 
now  that  roentgenologists  are  becoming  more 
accustomed  to  higher  voltages,  but  it  is 
doubtful  if  hopeless  inoperable  cases  will  ever 
be  cured,  no  matter  what  the  voltage  and  the 
skill  of  the  operator.  It  is  our  duty  and  the 
duty  of  the  roentgenologist  to  choose  cases 
for  treatment  when  chances  for  relief  at  least 
are  present.  Treatments  just  to  do  some- 
thing for  the  patient  should  be  condemned. 

Review  of  100  Cases 

In  the  group  studied  there  were  83  primary 
cases  and  17  patients  with  recurrent  disease. 
As  stated  above,  primary  cases  are  those  in 
whom  nothing  but  a biopsy  could  be  done  at 
the  original  operation,  and  the  recurrent  cases 
are  those  in  whom  tumor  has  come  back  a 
year  after  complete  removal  of  the  tumor. 
Twenty-seven  were  men  and  73  were  women. 
The  ages  were  from  the  twenties  to  the 
eighties,  with  the  large  majority  from  40  to 
70,  the  usual  cancer  decades.  The  results  are 
slightly  better  than  expected  and  are  such 
that  instead  of  condemning  x-ray  treatment 
for  inoperable  disease  perhaps  better  selection 
of  cases  and  more  intelligent  treatment  might 
lead  to  even  better  palliative  results.  Eleven 
of  the  100  patients  are  now  living  for  from  six 
months  to  nine  years.  Of  these  1 1 cases,  4 
are  in  very  poor  health  and  are  obviously 
going  to  die  soon,  leaving  7 cases  that  can 
actually  be  considered  as  “satisfactory.” 
There  are  4 who  have  survived  over  three 
years,  1 for  seven  years,  and  1 for  nine  years. 
The  7 satisfactory  cases  will  be  presented  in 
brief  case  reports  below.  All  male  patients 
are  dead,  the  only  survivors  being  women. 

Nothing  definite  could  be  gleaned  from 
the  size  of  the  tumor : of  30  patients  with  large 
tumors  6 survived;  of  4 patients  with  local- 
ized recurrence  1 is  still  living;  three  are  living 
of  40  patients  with  widespread  abdominal 
extension;  and  of  38  with  metastases  from  a 
local  growth  to  other  areas  3 survived.  There 
seems  to  be  nothing  pertinent  in  the  size  or 
extent  of  the  lesion. 

The  most  common  lesion  treated  was  car- 
cinoma of  the  ovary;  39  were  treated  and  2 
or  5 per  cent  survived,  this  being  worse  than 
the  7 per  cent  survival  of  the  entire  group. 
This  lesion  is  one  of  the  most  common  types 
of  malignancy  to  be  treated  by  x-ray  if  the 
lesion  is  inoperable.  Each  of  us  will  remem- 


ber a “miracle”  case  where  a tumor  was  re- 
moved or  partially  removed  or  where  metas- 
tases were  present  and  after  x-ray  treatment 
the  patient  has  lived  for  a number  of  years. 
This  is  not  necessarily  the  result  of  roentgen 
treatment  of  the  cancer  but  may  be  due  to 
changes  in  the  ovary,  for  without  doubt  the 
removal  of  an  ovarian  tumor  is  sometimes 
followed  by  a regression  of  metastases  even 
without  any  x-ray  treatment.  This  may  be 
due  to  some  hormonal  influence.  If  such  a 
patient  is  treated  with  x-ray  with  a good  re- 
sult, great  credit  is  given  to  the  roentgen  ray’s 
effect  on  cancer.  It  is  impossible  to  say  just 
what  these  tumors  are,  but  an  endometrial 
type  of  growth  might  regress  if  an  ovarian 
tumor  capable  of  secreting  estrin  were  re- 
moved. Patients  with  malignant  papillary 
cystadenomas  live  long,  frequently  without 
any  x-ray  treatment.  For  this  reason  it  is 
very  difficult  to  evaluate  the  result  in  the  2 
survivors  in  the  ovarian  group,  for  they 
might  have  lived  just  as  long  without  any 
treatment. 

Of  28  patients  with  tumors  of  the  large 
intestine,  19  being  of  the  rectum,  none  sur- 
vived. This  type  of  lesion  has  always  been 
known  to  respond  poorly  to  radiation,  and 
this  group  demonstrates  that  inoperable 
tumors  of  the  lower  bowel  are  certainly  poor 
subjects  for  radiation.  There  were  7 inoper- 
able cases  of  cervical  cancer,  both  primary 
tumors  and  recurrent  abdominal  masses,  and 
of  the  group  1 primary  case  survived.  This 
tumor  was  in  the  cervical  stump. 

One  of  the  most  interesting  findings  is  that 
of  5 cases  of  cancer  of  the  pancreas;  2 patients 
survived.  Of  1 there  is  no  question  about  the 
diagnosis,  and  the  patient  is  living  seven 
years  after  treatment.  The  other  is  called 
cancer  by  the  pathologist  every  time  the  slide 
is  reviewed,  but  doubt  has  been  raised  by  the 
x-ray  department  as  to  the  malignancy  of  the 
lesion.  Inasmuch  as  this  study  relies  upon 
the  pathologic  findings  for  the  diagnosis, 
this  case  must  be  accepted  as  cancer  of  the 
pancreas.  These  2 cases  will  be  presented  be- 
low in  more  detail. 

Four  patients  with  inoperable  cancer  of  the 
stomach  were  treated  and  none  survived, 
as  would  be  expected.  There  are  a scattering 
of  tumors  of  other  organs  treated:  such  as 

cancer  of  the  bladder  with  the  patient  dying; 
5 patients  with  cancers  of  the  uterine  body 
with  1 survivor;  1 patient  with  cancer  of  the 
omentum  and  mesentery  (metastatic  from 
the  breast)  with  the  patient  surviving. 
Single  cases  of  cancer  of  the  vagina,  tube, 
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prostate,  and  kidney  have  no  survivors.  The 
good  results,  therefore,  are  limited  to  the 
ovary,  the  cervix,  the  pancreas,  the  endome- 
trium, and  the  breast.  No  general  statement 
can  be  made,  but,  as  expected,  the  ovary  and 
other  female  genital  cancers  account  for  most 
of  the  survivors,  with  the  pancreas,  strangely 
enough,  having  the  highest  percentage  of 
cures. 

The  pathology  of  the  types  of  tumors  is  of 
no  real  interest  as  no  particular  tumor  re- 
sponded better  than  any  other.  Most  of  the 
tumors  were  adenocarcinomas,  and  5 of  the 
survivors  were  in  this  group.  One  patient 
had  three  different  tumors  of  three  different 
organs,  and  2 patients  had  two  different 
tumors  of  two  different  organs. 

Of  43  patients  who  had  pain  recorded  be- 
fore treatment,  10  (over  23  per  cent)  obtained 
relief.  An  additional  3 obtained  some  re- 
lief. Six  patients  obtained  no  relief  at  all, 
and  in  24  cases  it  was  not  mentioned  whether 
relief  was  obtained  or  not.  In  4 patients 
treatment  was  advised  for  pain  alone,  not 
with  the  idea  of  checking  the  tumor  but 
simply  to  relieve  pain.  Only  1 of  these  ob- 
tained any  result. 

In  19  cases  fluid  was  present  in  the  abdomen, 
and  in  9 cases  the  treatment  either  prevented 
or  slowed  up  the  reaccumulation  of  it.  This 
is  of  considerable  advantage  and  must  be 
remembered  when  dealing  with  patients  who 
accumulate  fluid. 

In  3 patients  the  treatment  was  advised  to 
help  the  patient’s  “morale,”  without  result 
either  in  benefited  “morale”  or  relief  from 
tumor.  This  reason  for  treatment  is  not  a 
good  one. 

In  3 patients  the  x-ray  department  advised 
against  treatment,  but  it  was  urged  by  the 
surgeon  and  given.  In  10  cases  further  treat- 
ment was  advised  against,  and  in  1 the  surgeon 
requested  treatment  against  advice  of  the 
roentgenologist.  It  would  seem  that  the 
final  decision  of  whether  to  treat  or  not  to 
treat  should  be  determined  by  the  roentgenolo- 
gist and  not  by  the  surgeon. 

Radiation  reaction  of  which  nausea,  vomit- 
ing, and  general  discomfort  were  the  most 
prominent  symptoms  was  present  in  40  of  the 
100  patients.  In  addition  a smaller  group 
had  anorexia,  diarrhea,  tenesmus,  skin  reac- 
tion, weakness,  and  some  had  a temperature. 
Many  had  multiple  complaints,  but  in  those 
patients  with  extensive  disease  practically  all 
complained  of  radiation  sickness  so  much 
that  it  was  recorded  in  the  records. 

Thirty-five  patients  had  more  than  one 


series  of  treatment.  Six  had  three  series;  3 
had  four  series;  and  1 patient  finally  had 
nine  series.  Two  of  the  patients  living  and 
doing  well  had  one  series  each  (cervix  and 
ovary),  while  the  others  had  two  each  and  the 
breast  patient  had  multiple  treatments. 

The  primary  cases  who  died  lived  an  aver- 
age of  five  and  nine-tenths  months  and  the  re- 
current cases  nine  and  six-tenths  months, 
the  total  number  who  died  lived  an  average  of 
six  and  one-half  months  after  the  treatment. 
These  results  may  be  considered  a success, 
but  who  will  say  that  most  would  not  have 
survived  that  long  even  without  any  treat- 
ment? Is  it  worthwhile  to  be  sick  during 
treatment  and  survive  only  an  additional  six 
months,  most  of  it  in  considerable  discomfort? 

In  considering  the  length  of  survival  of  the 
dead,  it  is  interesting  to  notice  that  6 patients 
survived  less  than  a week  after  treatment, 
7 survived  two  weeks,  and  9 survived  one 
month.  Therefore,  22  per  cent  of  the  pa- 
tients lived  only  one  month  or  less  after  the 
treatment  was  finished.  Surely  these  pa- 
tients should  not  have  been  subjected  to  x- 
ray  treatment.  Eleven  survived  two  months, 
making  33  per  cent  who  died  within  two 
months.  Fifty-five  per  cent  did  not  live  over 
six  months,  and  69  per  cent  died  in  less  than  a 
year.  Twelve  cases  lived  from  one  to  four 
years,  and  11  patients  are  still  living,  4 being 
practically  moribund.  These  figures  indi- 
cate that  more  judgment  should  be  used  be- 
fore this  treatment  is  offered  to  patients. 
Only  seven  per  cent  did  well  and,  except  for  2 
cases  of  cancer  of  the  pancreas,  are  not  likely 
to  live  beyond  five  years  after  treatment. 

Thirteen  autopsies  were  done  on  patients, 
and  in  only  1 patient  was  x-ray  reaction  noted 
in  the  tumor  tissue.  It  is  probable  that  this 
is  an  oversight,  but  it  should  be  mentioned  in 
protocols,  for,  if  no  radiation  reaction  is 
noted,  certainly  there  can  be  no  value  to  the 
treatment. 

Adequate  X-Ray  Treatment 

To  decide  whether  or  not  a modern  treat- 
ment would  improve  the  results  of  this  series, 
a group  has  been  selected  of  those  patients  who 
have  had  what  the  x-ray  departments  con- 
sider sufficient  treatment  to  affect  the  type  of 
tumor  present.  Four  thousand  roentgens 
has  been  set  as  the  so-called  minimum  of 
sufficient  treatment.  Of  the  living  cases 
with  a good  result,  1 pancreas  case  is  omitted, 
for  this  patient  received  only  1,600  r and  this 
is  not  sufficient  to  have  roentgen  treatment  be 
responsible  for  keeping  the  patient  alive 
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nine  years.  One  patient  living  and  doing 
well  had  3,600  r given  by  the  400, 000- volt 
machine.  This  treatment  is  considered  ade- 
quate. Of  the  46  patients  receiving  what  can 
be  accepted  as  a satisfactory  treatment,  6,  or 
13  per  cent,  responded  well.  On  accepting 
this  as  a satisfactory  group  of  cases,  it  must 
be  admitted  that  13  per  cent  of  respectable 
results  in  inoperable  malignancy  by  means  of 
x-ray  treatment  is  good.  In  other  words, 
if  sufficient  treatment  is  given,  a fair  pallia- 
tive result  may  be  obtained. 

The  length  of  life  of  the  sufficiently  treated 
patients  is  only  slightly  better  than  those 
treated  inadequately.  Of  the  well-treated 
dead  cases  32  per  cent  were  dead  at  two 
months  as  contrasted  with  46  per  cent  of  the 
less  well  treated.  Sixty-four  per  cent  at  six 
months  were  dead,  while  70  per  cent  of  the 
less  well  treated  were  dead.  At  one  year  77 
per  cent  of  the  well  treated  and  90  per  cent  of 
the  poorly  treated  were  dead.  There  really 
is  very  little  to  choose  between  these  two  sets 
of  figures,  and  therefore  this  method  of  ap- 
proach does  not  prove  that  “sufficient  treat- 
ment’’ will  make  very  much  difference  in  the 
length  of  life.  It  is  true,  however,  that  the 
living  cases,  including  those  dying,  were — 
except  for  a pancreas  case — those  that  have 
had  sufficient  treatment.  Thus,  well-planned 
and  satisfactory  amounts  of  treatment  are 
imperative. 

After  the  history,  examination,  and  amount 
of  treatment  of  each  case  were  read,  the  pa- 
tients were  divided  into  groups  of  good  cases 
for  treatment,  fair  cases,  poor  cases,  and  very 
poor  cases.  There  were  only  6 cases  that 
were  considered  as  likely  to  produce  any  re- 
sult, and,  of  these  6,  1 responded  well  to 
treatment,  (a  patient  with  a recurrent  mass 
of  endometrial  cancer).  One  had  fair  pallia- 
tion, 1 had  slight  palliation,  and  1 had  excel- 
lent palliation.  Among  the  3 fair  cases,  1 
had  slight  palliation.  In  the  group  of  77 
poor  cases  1 had  good  palliation;  17,  some 
palliation;  3,  a fair  result;  and  the  rest,  poor. 
In  the  very  poor  cases  1,  a patient  with  cancer 
metastatic  from  the  breast,  is  doing  very  well. 
In  other  words,  it  is  not  possible  to  pick  and 
choose  the  cases  likely  to  do  well,  but  more 
can  be  done  to  select  the  ones  that  will  do 
poorly. 

Survivors 

Seven  patients  are  considered  to  have  re- 
sponded well  enough  to  support  the  advocates 
of  roentgen  treatment.  Of  these  7 women, 
2 had  cancer  of  the  pancreas;  both  of  these 


patients  have  survived  over  seven  years,  1 on 
inadequate  x-ray  treatment.  It  is  therefore 
doubtful  whether  or  not  this  case  actually 
belongs  in  this  series  and  whether  the  same  re- 
sult might  not  have  been  obtained  without 
any  treatment.  This  case  has  been  reviewed 
from  the  pathologic  point  of  view,  and  the 
pathologist  reaffirms  his  diagnosis.  If  this 
case  were  to  be  excluded  because  of  the  ex- 
cellent result  with  inadequate  treatment, 
only  6 patients  would  be  living  of  the  100  that 
were  investigated.  That  would  leave  2 pa- 
tients with  cancer  of  the  ovaries  who  unques- 
tionably have  done  well  but  are  far  from 
cured,  a breast  patient  with  disease  in  her 
vertebra  but  who  responds  beautifully  to  x- 
ray  treatment,  a patient  with  a grade  III 
cancer  of  the  cervix,  a patient  with  cancer  of 
the  pancreas,  and  a patient  with  a recurrent 
mass  of  endometrial  cancer  that  is  still  pres- 
ent but  is  smaller  and  gives  no  symptoms. 
In  the  entire  series  the  only  apparently 
“cured”  cases  are  the  2 patients  with  lesions 
of  the  pancreas,  and  the  diagnosis  of  cancer  of 
the  pancreas  in  1 of  them  is  in  some  doubt. 
The  record  is  not  a brilliant  one  but  better 
than  nothing. 

Reports  of  Successful  Cases 

Case  1. — A.  A.,  a married  woman,  aged  60,  was 
operated  upon  in  June,  1939,  and  inoperable  pelvic 
masses  were  found  with  a peritoneum  studded 
everywhere  with  disease.  A biopsy  showed 
carcinoma,  type  undetermined.  X-ray  treat- 
ment was  given  at  the  Palmer  Memorial  Hospital 
with  the  400,000-volt  machine.  She  was  given  a 
series  through  four  portals,  left  lower,  right  lower, 
left  upper,  and  right  upper  parts  of  the  abdomen. 
A total  of  3,600  r was  given.  She  suffered  a slight 
anorexia.  She  failed  to  report  and  finish  her 
series,  and  she  was  not  strongly  urged  to  do  so. 
Her  doctor  writes  in  March,  1940,  that  she  is  still 
“going  on  her  own  power.,,  She  feels  better 
than  she  has  for  a long  time.  Her  abdominal 
mass  is  much  smaller. 

Case  2. — J.  B.  L.,  a single  woman,  aged  33,  was 
operated  upon  in  December,  1936,  and  a malig- 
nant, papillary,  solid,  right  ovary  densely  ad- 
herent in  the  pelvis  was  found.  The  pathologic 
report  was  malignant  papillary  cyst  adenoma. 
In  January,  1937,  she  was  given  4,800  r through 
four  portals,  front  and  back  of  the  lower  part  of 
the  abdomen,  1,600  each  to  anterior  and  posterior 
part  of  the  abdomen  and  800  each  to  the  right 
and  left  lateral  areas.  In  June,  1937,  she  was  in 
excellent  condition.  In  April,  1938,  she  had 
gained  7 pounds.  In  December,  1939,  a large 
mass  was  found  in  the  vaults,  slightly  movable. 
Some  fluid  was  present.  She  was  examined  with 
a peritoneoscope  and  later  operated  upon,  and  a 
supravaginal  hysterectomy  and  bilateral  sal- 
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pingo-oophorectomy  were  performed.  The  ova- 
ries and  peritoneum  were  completely  involved. 
In  January,  1940,  she  was  given  about  8,600  r 
over  her  pelvis,  both  front  and  back,  through 
four  portals.  A report  in  April,  1940,  says  she 
has  gained  7 pounds.  She  has  a good  deal  of 
abdominal  pain  which  is  not  cramp  like.  She 
looks  well  and  has  a good  appetite.  No  definite 
recurrence  can  be  felt  in  the  pelvis. 

Case  3. — M.  R.,  a married  woman,  aged  70, 
in  January,  1932,  had  an  exploration  carried  out 
on  the  common  bile  duct  and  pancreas.  A 
small,  shrunken  gallbladder  was  found.  The 
head  of  the  pancreas  was  hard.  A biopsy  was 
done,  showing  adenocarcinoma.  A T tube  was 
placed  in  the  common  duct.  Because  the  gall- 
bladder was  so  small,  a cholecystogastrostomy 
could  not  be  done.  In  February,  1932,  she  was 
given  3,200  r through  two  large  fields,  front  and 
back,  over  the  pancreas.  In  June,  1933,  this  same 
treatment  was  repeated.  She  was  not  seen  from 
1933  to  1936  when  she  came  back  with  the  T tube 
still  present.  Gentle  traction  over  a period  of 
twenty-four  hours  eliminated  the  tube.  A 
month  later  she  was  still  flowing  a moderate 
amount  of  bile.  In  June,  1937,  her  wound  was 
absolutely  healed  and  she  looked  extremely  well. 
In  June,  1939,  she  was  completely  well.  She 
had  an  excellent  appetite,  normal  bowel  move- 
ments, and  normal  color.  No  tumor  mass 
could  be  made  out.  The  slides  were  reviewed  by 
Dr.  Tracy  Mallory,  and  there  is  no  question 
about  the  diagnosis. 

Case  4- — J-  P.  was  a married  woman,  aged  26. 
In  January,  1929,  an  exploratory  laparotomy  was 
carried  out  for  an  abdominal  tumor.  There  was 
a large  mass  the  size  of  a melon  posterior  to  the 
stomach  and  fixed  to  the  posterior  abdominal 
wall.  It  had  an  elastic  feel  with  hard  nodules 
scattered  throughout.  The  common  duct  was 
greatly  distended,  with  thin  wall.  The  peri- 
toneal cavity  was  opened,  and  the  tumor  was 
identified  as  the  pancreas.  A small  section  was 
removed  for  diagnosis.  A needle  was  thrust  into 
the  center  of  the  growth  but  no  fluid  could  be 
obtained.  It  was  beyond  the  possibility  of  surgi- 
cal removal  and  showed  carcinoma  with  mitotic 
figures  fairly  numerous,  and  undifferentiated 
epithelial  cells.  It  suggested  a primary  growth 
of  the  pancreas.  In  January,  1929,  she  was 
given  nine  treatments  with  the  low-voltage  ma- 
chine, an  erythema  being  given  front  and  back, 
centered  over  the  pancreas,  through  a 15  by  15 
field.  In  April,  1929,  this  treatment  was  re- 
peated. In  June,  1930,  there  was  no  appreciable 
change.  The  tumor  mass  extended  down  almost 
to  the  umbilicus.  In  March,  1932,  the  skin  over 
the  treated  area  was  normal.  The  patient  had 
no  complaints.  In  1931  she  was  delivered  of  a 
normal  child,  the  low-voltage  treatment  having 
no  effect  upon  the  baby.  She  still  had  a rounded 
mass  in  the  abdomen.  In  September,  1935,  she 
looked  very  well.  Apparently  there  was  no  pain 
referable  to  the  tumor  mass.  There  was  no 


change  in  size.  In  October,  1937,  she  had  been 
well  until  recently  when  she  had  lost  20  pounds. 
She  was  referred  to  the  hospital  for  study  and 
after  study  a diagnosis  of  diabetes  was  made  to 
account  for  her  symptoms.  In  September,  1938, 
we  learned  that  the  patient’s  condition  was  not 
very  good. 

Case  5. — G.  S.  is  a single  woman,  aged  65. 
This  patient  was  operated  upon  ten  years  previ- 
ously when  a carcinoma  of  the  endometrium  was 
removed.  Ten  months  before  she  was  seen  at 
the  Baker  Memorial  Hospital  where  a large,  hard 
mass,  thought  to  be  a recurrent  carcinoma,  was 
found  in  the  right  side  of  the  abdomen.  She  re- 
ceived x-ray  treatment  there,  a total  of  4,000  r 
to  the  anterior  and  posterior  sacroiliac,  to  the 
posterior  right  pelvis,  and  to  the  anterior  right 
pelvis  in  fourteen  treatments  in  April,  1937.  A 
large  mass  could  still  be  felt  in  the  right  side  of 
the  abdomen,  both  by  rectum  and  by  abdomen. 
In  February,  1938,  she  was  given  twenty-one 
treatments  through  three  portals,  a total  of  6,000 
r,  with  the  400,000-volt  machine  at  the  Palmer 
Memorial  Hospital.  In  April,  1940,  the  patient’s 
condition  was  excellent.  She  looked  well  and 
felt  well.  She  had  no  discomfort  of  any  kind. 
The  mass  is  still  present  but  much  reduced  in 
size.  There  are  marked  telangiectases  over  the 
area  of  the  treated  tumor.  This  is  a remarkable 
case  so  far. 

Case  6. — M.  M.  is  a married  woman,  aged  64. 
The  patient  had  a hysterectomy  for  fibroids  in 
1925,  the  cervix  being  left  in  place.  She  bled  in 
March,  1938.  She  was  given  x-ray  treatment  in 
May,  1938,  twelve  treatments  to  the  anterior  and 
posterior  pelvis,  a total  of  4,500  r through  a 15  by 
15  field  and  10  by  10  field.  She  tolerated  the 
treatments  extremely  well.  The  pathologic  re- 
port showed  epidermoid  carcinoma  of  the  cervix, 
grade  III.  In  March,  1940,  a letter  from  her 
physician  stated  the  patient  was  free  of  disease 
for  twenty-two  months — no  evidence  of  cancer 
anywhere. 

Case  7. — E.  P.,  a woman,  aged  52,  had  a right 
radical  mastectomy  in  July,  1932.  A diagnosis 
of  scirrhous  carcinoma,  grade  III,  was  made, 
with  no  metastases  to  lymph  nodes.  In  October, 
1933,  she  was  given  2,000  r to  the  nodes  in  the 
right  clavicular  region  and  to  breast  scar.  In 
January,  1935,  she  had  a left  radical  mastectomy, 
the  diagnosis  being  carcinoma.  In  May,  1936, 
she  was  given  2,000  r to  the  left  scar.  In 
December,  1936,  she  had  entered  the  hospital 
with  a large  mass  involving  the  duodenum,  the 
mesentery,  omentum,  etc.,  and  with  gastric  ob- 
struction. It  was  necessary  to  do  a gastro- 
enterostomy to  relieve  the  obstruction.  In 
February,  1937,  she  was  given  nineteen  treat- 
ments through  a 15  by  15  field,  2,000  r to  the  an- 
terior and  1,800  r to  the  posterior  epigastrium 
She  had  a moderate  erythema  both  front  and 
back.  She  has  received  treatment  off  and  on  to 
the  cervical  spine,  which  is  involved  in  metas- 
tases. In  January,  1938,  following  treatment 
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she  had  much  relief,  and  in  August,  1938,  the 
tumor  mass  was  gone;  it  could  not  be  felt.  In 
April,  1939,  she  was  again  in  excellent  condition. 
No  masses  could  be  felt.  In  March,  1940,  she 
suddenly  had  an  attack  of  pain  in  the  sacral  re- 
gion, probably  metastatic  area.  In  April,  1940, 
her  physician  stated  that  she  had  no  gastric 
symptoms  and  she  was  in  excellent  condition  ex- 
cept for  the  fact  that  her  malignant  disease  is 
still  present  in  the  vertebrae. 

Discussion  and  Conclusions 

From  the  point  of  view  of  organs  involved 
in  disease  it  is  obvious  that  the  ovary,  the 
uterus,  and  the  pancreas  are  the  most  satis- 
factory. Cancers  of  the  stomach  and  intes- 
tinal tract  show,  in  this  series  at  least,  no  per- 
manent relief  from  x-ray  treatment.  The 
size  and  extent  of  the  tumor  plays  a small  role 
in  the  possibility  of  relief.  Men  did  not  do 
well,  as  none  survived.  Pain  may  be  helped 
in  a fair  proportion  of  cases,  and  abdominal 
fluid  may  be  slowed  up  or  checked  in  some 
cases.  Radiation  reaction  severe  enough  to 
mention  occurred  in  40  per  cent  and  should 
be  considered  in  advising  treatment  to  the 
patients  with  extensive  involvement. 

From  this  study  it  is  seen  that  19  per  cent 
lived  a year  or  longer,  therefore  receiving 
satisfactory  palliation.  This  is  a sufficiently 
good  percentage  to  make  us  consider  this  form 
of  treatment  in  all  patients  with  inoperable 
cancer.  In  the  future,  patients  should  be 
selected  who  have  definite  reasons  for  treat- 
ment, such  as  an  inoperable  growth  because 
of  position  of  tumor,  a not  too  extensive 
growth,  and  for  the  relief  of  pain,  fluid,  etc. 
So-called  sufficient  x-ray  treatment  did  not 
prolong  life  in  any  appreciable  amount  over 
patients  with  less  and,  in  some  instances,  in- 
adequate treatment.  Nevertheless,  of  the 
real  survivors  of  this  group  of  100  cases,  all 
but  1 had  had  sufficient  treatment.  This  is 
slightly  encouraging  if  the  proper  case  for 
treatment  can  be  selected  and  large  doses 
given.  X-ray  treatment  of  the  desperately 
ill  patients  and  patients  with  extensive  meta- 
static disease  is  to  be  deplored.  It  is  much 
better  to  avoid  the  use  of  radiation  in  such  pa- 
tients. Life  is  not  worthwhile  if  even  more 
suffering  is  to  be  the  lot  of  the  patient.  The 
surgeon  should  consider  the  size  of  the  growth 
and  its  extent  first,  consult  personally  with 
the  roentgenologist,  talk  the  situation  over, 
decide  what  can  be  expected  from  treatment, 
and  then  certain  patients  should  be  turned 
down  and  sent  back  to  the  ward  for  the  use  of 
comforting  drugs.  All  patients  with  inoper- 
able cancer  or  recurrent  cancer  must  not  be 


treated,  for  often  more  harm  is  done  than 
good.  It  is  ill  advised  to  say:  “Inoperable 
cancer.  Send  patient  to  x-ray ! ’ ’ 

Discussion 

Dr.  Donald  S.  Childs,  Syracuse — I was  indeed 
happy  to  have  read  Dr.  Meigs’s  paper.  I thought 
it  was  an  excellent  paper  to  bring  to  this  particu- 
lar group  because  he  seems  to  be  carrying  the 
torch  for  the  roentgenologist. 

It  is  true  that  what  he  says  in  certain  spots 
backs  us  around  a little  bit,  but  his  basic  discus- 
sion is  exactly  the  thing  that  the  roentgenologist 
has  been  talking  of  for  years  but  never  getting 
any  place. 

The  care  of  cancer,  I believe,  is  not  a surgical 
problem,  it  is  not  a medical  problem,  and  it  is  not 
a radiologic  problem;  but  it  is  a combined  prob- 
lem of  all  existing  facilities. 

But  the  way  it  is  applied  it  becomes  very  defi- 
nitely a surgical  problem.  Then,  when  every 
thing  goes  sour  it  is  dumped  over  into  the  hands 
of  the  radiologist.  At  least  we  hear  a great  deal 
about  the  early  diagnosis  of  cancer.  Well,  I can 
count  on  the  fingers  of  my  one  hand  the  early 
cases  of  cancer  that  I have  seen. 

I was  interested  in  Dr.  Meigs’s  statement  on 
his  primary  and  recurrent  cases.  His  primary 
cases  he  described  as  those  where  the  abdomen 
was  opened,  a biopsy  taken,  nothing  done,  and 
the  abdomen  closed.  In  other  words,  my  inter- 
pretation of  that  is  that  he  had  100  per  cent  po- 
tential mortality.  And  yet  he  had,  I think  it 
was,  7 per  cent  recovery  with  radiation. 

Now,  I do  not  believe  that  there  is  any  so- 
called  cancer  specialist  in  the  country  who  is  not 
tickled  to  death  if  he  can  improve  his  results  5 
per  cent. 

There  are  several  things  that  I think  we  ought 
to  go  into,  and  as  a roentgenologist  I want  to 
bring  them  out.  We  hear  a lot  about  the  differ- 
ence between  200-,  400-,  and  1,000-kilovolt  x-rays. 
As  far  as  I have  been  able  to  find  out,  there  is  no- 
body today  who  has  ever  been  able  to  say  that 
for  a given  amount  of  radiation  there  is  any  in- 
creased biologic  effect  on  200-,  400-,  or  1,000- 
kilovolt  x-rays.  There  is  no  increased  biologic 
effect. 

There  is  this  effect:  less  back  scatter  and  less 
skin  reaction,  and  that  is  about  the  limit.  That 
is  as  far  as  we  know  today.  Tomorrow  may  be  a 
different  thing. 

Now,  as  to  that,  the  important  factor  as  far  as 
radiation  is  concerned  is  the  rate  at  which  the 
radiation  is  given.  The  amount  of  radiation,  the 
distance,  the  filters,  the  size  of  portals,  and  the 
time — those  are  the  important  factors,  particu- 
larly the  rate  or  the  r per  minute  in  which  the 
radiation  is  given.  I must  admit  that  there  is 
some  discussion,  particularly  in  the  City  of  New 
York,  on  this  particular  matter.  But  I feel  that 
it  is  generally  conceded  through  the  country  that 
the  r per  minute  is  rather  important. 

This  is  a particularly  good  group  to  talk  to 
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about  skin  reactions.  If  you  are  going  to  get  re- 
sults you  are  going  to  get  skin  reactions,  and  skin 
reactions  mean  redness,  itching,  burning,  and 
blistering. 

The  treatment  of  those  skin  reactions  never 
should  be  in  the  hands  of  the  surgeon.  I saw  one 
the  other  day;  a very  ambitious  surgeon  covered 
a skin  reaction  over  the  lower  part  of  the  abdo- 
men with  adhesive  plaster  putting  one  little  light 
layer  of  gauze  underneath  it.  You  can  imagine 
what  is  happening  and  what  is  going  to  happen. 

We  get  the  greatest  roentgen  sickness  on  the 
patients  who  are  the  most  apprehensive.  I have 
an  individual  getting  a series  of  treatments  who 
lives  in  a town  about  fifty  miles  away.  He  gets 
on  the  train  and  he  vomits  all  the  way  to  Syra- 
cuse. He  comes  in  the  office  and  is  treated  and 
behaves  himself  perfectly,  and  then  he  vomits  all 
the  way  home.  That,  according  to  him  and  his 
physician,  is  roentgen  sickness.  Well,  maybe  so. 

I think  that  the  diarrhea  and  the  tenesmus  that 
we  get  if  we  are  a little  ambitious  in  our  dosage 
at  one  time  should  be  cut  down  by  curtailing  the 
dosage. 

Dr.  Meigs  states  that  Dr.  Shatsky  said  4,000  r 
was  adequate  treatment.  Well,  I do  not  know 
what  he  means,  and  I do  not  think  he  does.  It  is 
like  this:  4,000  r means  that  the  patient  got 
4,000  r,  but  it  does  not  say  a thing  about  how  he 
got  it  or  where  he  got  it,  how  the  portals  were  and 
what  the  distance  was,  and  says  nothing  about 
the  depth  dose.  It  is  really  the  dose  that  gets 
to  the  tumor-bearing  area  with  which  we  are 
concerned. 

As  to  4,000  r — take,  for  example,  saline  and 
you  give  4,000  cc.  to  a patient.  What  does  that 
mean?  Absolutely  nothing.  You  might  have 
washed  his  face.  You  might  have  stuck  it  down 
his  esophagus  or  given  it  rectally  or  intraven- 
ously. Yet,  you  gave  4,000  cc.  of  saline.  The 
same  thing  is  true  when  you  say  that  they  had 
4,000  r.  It  means  absolutely  nothing  until  you 
go  along  with  the  rest  of  the  factors. 

Now,  as  to  this  matter  of  records:  I think  the 

question  of  records  is  very  important  and  every- 
one knows  that  they  are  inadequate  in  most 
hospitals.  The  reason  for  it  is  that  the  roentgen- 
ologist, by  his  natural  makeup  and  because  of  his 
occupation,  is  naturally  shy,  reticent,  and  easily 
dominated.  The  patient  comes  primarily  to  the 
roentgenologist  because  somebody,  somewhere, 
decided  that  roentgenology  was  to  be  used.  The 
roentgenologist  is  never  consulted  as  to  the  ad- 
vantages of  it,  either  in  the  diagnostic  field  or  the 
therapeutic  field.  Patients  are  simply  dumped 
in  your  lap. 

If  you  are  going  to  have  competent  records, 
you  must  have  cooperation  between  the  clinical 
departments.  The  personnel  of  these  depart- 
ments change  every  three  or  four  months,  but  the 
roentgenologists  are  still  around.  You  must 
have  that  cooperation,  and  you  must  have  your 
consultation  about  the  case  (whether  it  is  going 
to  be  treated  or  not)  before  the  patient  or  the 
patient’s  family  is  told. 


Again  my  experience  is  that  the  patient  is  in 
bad  condition  and  the  patient  or  the  patient’s 
nearest  relative  has  been  told  that  the  only  thing 
we  can  do  is  to  give  them  the  roentgen  ray. 

Now,  being  shy  and  reticent  and  all  that,  what 
can  we  do?  We  cannot  do  one  single  thing. 
We  have  to  treat  them. 

As  to  the  treatment  for  the  morale  of  the  pa- 
tient, I agree  with  Dr.  Meigs.  It  was  good  to 
have  this  opportunity  of  getting  things  off  my 
chest  in  front  of  a surgical  section,  and  I appreci- 
ate the  torch  bearing  that  Dr.  Meigs  gave  us. 

Dr.  Louis  C.  Kress,  Buffalo , New  York — Dr. 
Meigs  today  has  discussed  a troublesome  problem 
and  in  a measure  has  given  us  an  answer  that 
does  not  satisfy  us  all.  His  paper  deals  with  a 
group  of  patients  who  were  unfortunate  in  having 
advanced  cancer.  The  type  of  malignancy  en- 
countered in  these  patients  was  undoubtedly  the 
differentiated  type.  Pathology,  grading,  etc., 
were  not  considered  in  this  paper,  but  most  of  the 
tumors  were  adenocarcinoma  and  in  organs  in 
which  this  type  of  pathology  is  most  frequently 
encountered.  These  types  do  not  respond  as  a 
rule  to  radiation,  but  in  spite  of  this  fact  he  did 
salvage  2 per  cent.  Without  radiation  it  is  fair 
to  assume  that  perhaps  1 per  cent  of  these  would 
have  succumbed  to  the  disease.  The  other  5 per 
cent  did  have  their  lives  prolonged,  which  perhaps 
was  or  was  not  a benefit  to  the  patient  depending 
on  the  point  of  view  that  one  assumes. 

It  cannot  be  ascertained  with  absolute  cer- 
tainty how  a given  tumor  will  respond  to  radia- 
tion until  this  therapeutic  agent  has  been  applied. 
The  chance  is  worth  taking.  A doctor’s  wife 
came  under  my  observation  with  a hopeless  in- 
operable carcinoma  of  the  rectum.  It  was  radi- 
ated, external  radiation  and  radium  being  ap- 
plied to  the  tumor.  She  is  alive  and  well  today — 
twelve  years  after  treatment.  A competent 
pathologist  confirmed  the  clinical  diagnosis. 
This  is  the  exception  yes,  but  if  it  occurred  to  a 
member  of  one’s  family  it  would  be  much  worth- 
while. 

It  is  generally  accepted  that  radiation  has  no 
effect  on  carcinoma  of  the  stomach  (lympho- 
sarcoma excepted),  that  it  does  at  times  afford 
palliation,  but  that  in  the  end  it  does  cause  the 
patient  to  suffer  longer.  This  also  holds  true  for 
lesions  of  the  large  bowel.  At  times  the  radiolo- 
gist is  called  upon  to  treat  these  patients,  and  it 
is  difficult  to  refuse,  although  the  judgment  of  the 
radiologist  is  to  the  contrary. 

Dr.  Meigs’s  plea  for  better  records  is  well  taken. 
The  factors  concerning  radiation  therapy  are 
usually  recorded,  but  the  clinical  progress  notes 
are  at  times  lacking.  In  our  program  in  New 
York  State  we  are  endeavoring  to  encourage  our 
clinics  to  keep  adequate  records  so  that  they  may 
be  used  for  study  at  some  future  time. 

Cancer  therapy  is  not  a one-man  job  but  should 
be  done  in  consultation  not  only  with  the  radi- 
ologist and  the  surgeon  but  also  with  the  path- 
ologist. The  pathologist  can  at  times  give  valu- 
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able  information  as  to  the  therapeutics  that 
should  be  followed,  the  parts  of  the  body  to  be 
treated,  etc.  A radiologist  should  exercise  his 
right  as  a doctor  and  make  a thorough  examina- 
tion of  a patient  before  the  patient  is  treated. 
Too  many  radiologists  are  no  longer  clinicians, 
but  they  should  never  side-step  the  opportunity 
to  examine  a patient.  This  makes  for  more  in- 
teresting and  thorough  radiology. 

Radiation  sickness  has  been  mentioned  several 
times — some  patients  have  it,  others  do  not. 
There  are  no  means  to  my  knowledge  of  telling 
which  patients  will  suffer  from  this  complication 
and  which  ones  will  not  have  the  slightest  sign  of 
any  disturbance.  Will  Dr.  Meigs  tell  us  whether, 
in  his  experience,  the  voltage,  filtration,  and 
amount  of  the  daily  increments  have  any  influ- 
ence upon  the  occurrence  of  nausea  and  vomiting 
associated  with  x-ray  treatments? 

This  paper  clearly  demonstrates  that  some- 
thing must  be  done  to  prevent  patients  from 
seeking  aid  only  in  the  advanced  stages  of  the 
disease.  It  is  difficult  to  diagnose  lesions  in  the 
abdomen  early,  but  with  our  modern  methods  of 
diagnosis  it  is  not  as  hopeless  as  formerly.  Edu- 
cation is  one  of  the  best  methods  of  cancer  con- 
trol. Make  the  people  acquainted  with  the 
symptoms  of  cancer — this  will  cause  them  to  seek 
treatment  early  in  the  disease.  Advocate  the 
complete  physical  examination — do  it  whenever 
opportunity  affords.  It  is  a well-known  fact 
that  this  is  far  from  an  absolute  means  of  dis- 
covering intra-abdominal  malignancies  early  but 
it  may  help,  and  reports  are  appearing  which 
state  that  some  types  of  malignancies  are  seen 
earlier,  especially  those  that  are  easily  accessi- 
ble. 

An  effort  should  be  made  to  combat  far-ad- 
vanced malignancy  when  diagnosed.  All  hope 


should  not  be  abandoned  so  far  as  these  patients 
are  concerned.  The  moribund  patient  should 
not  be  treated,  but  far-advanced  disease  should 
not  preclude  all  treatment.  On  the  contrary, 
the  patient  with  advanced  disease  should  be 
given  the  benefit  of  what  science  has  to  offer. 

Dr.  Meigs  ( Concluding  Remarks ) — Dr.  Childs 
and  Dr.  Kress  have  shown  me  that  there  will  be  a 
considerable  amount  of  discussion  about  the  pro- 
priety of  my  paper.  I only  wish  to  bring  out  a 
few  points,  and  these  I think  are  of  great  impor- 
tance when  advising  roentgen  treatment  for  in- 
operable cancer. 

1.  The  cancer  is  inoperable,  and  therefore  a 
cure  cannot  be  expected. 

2.  Therefore,  large  doses  of  treatment  to  cure 
the  patient  are  not  wise. 

3.  Light  treatment  and  careful  observation 
are  essential.  If  any  response  is  elicited, 
treatment  can  be  increased. 

4.  The  roentgenologist  should  refuse  to  treat 
any  patient  whom  he  thinks  should  not  be 
treated  and  should  certainly  refuse  treat- 
ment unless  the  surgeon  shows  him  where 
the  tumor  is. 

5.  The  roentgenologist  should  view  the  patho- 
logic slides  of  the  tissues  he  is  to  treat  to 
familiarize  himself  with  the  types  of  tu- 
mors that  respond  and  those  that  do  not 
respond. 

6.  Miracles  rarely  happen,  and  because  one  or 
two  patients  have  been  relieved  does  not 
mean  that  all  patients  should  receive  as 
much  treatment  as  can  be  given. 

7.  To  relieve  pain  and  to  check  fluid  are  real 
reasons  for  x-ray  treatment,  but  to  cure  in- 
operable disease  is  an  entirely  different 
thing. 


THE  DOCTOR,  LIKE  ELIZA,  CROSSING 

For  some  years  the  medical  profession  has  led 
a threatened,  hectic  existence,  skating  on  ice 
which  grows  thinner  with  time,  says  Dr.  Lucy 
Stone  Hertzog,  in  the  Journal  of  the  American 
Institute  of  Homeopathy.  Doctors  know  better 
than  those  in  any  other  profession  that  Eliza 
crossing  the  ice  was  not  necessarily  fiction,  and 
that  the  spirit  of  Legree  is  roaming  at  large  the 
world  over.  While  the  issues  of  foreign  policy  are 
in  the  ascendant  at  present,  the  domestic  issues 
threatening  all  medicine  do  not  constitute  a 
subject  wrung  dry — by  any  means — and  we 
cannot  detach  our  professional  affairs  from  the 
political  and  military  problems  of  the  times. 

It  is  self-evident  that  when  there  is  mobiliza- 
tion of  fighting  strength  in  the  United  States, 
the  medical  profession  will  go  into  service  along 
with  the  military,  so  national  matters  are  very 
much  our  business.  Because  of  its  importance 
to  military  service,  the  medical  profession 


THE  ICE 

stands  first  in  the  great  danger  of  regimentation 
as  a so-called  emergency  measure  in  national 
defense.  The  proposed  plans  for  the  federal 
control  of  medicine  could  easily  find  here  a plau- 
sible excuse  and  a ready-made  opportunity  for 
those  determined  on  the  matter  to  place  medicine 
beyond  hope  of  return  to  the  sound  methods  of 
private  practice.  We  dare  not  overlook  this 
issue  in  the  midst  of  clashing  war  and  insane 
strife  of  a shocked  and  reeling  planet. 

These  moves  against  medicine  can  be  accom- 
plished unobtrusively  while  the  nation  and  Con- 
gress are  so  absorbed  in  defense  measures  that 
vigilance  is  relaxed;  but  disaster  cannot  strike 
if  we  as  a united  profession  marshal  our  forces 
to  intensify  our  efforts  in  each  community  and 
state  by  guiding  the  medical  care  of  the  poor, 
and  demand  our  rights  to  be  heard  as  a leading 
profession  in  the  determination  of  our  future  and 
that  of  the  public. 


While  serving  a year  as  an  intern  in  a hospital  the  country  now  require  it  before  the  M.D.  de- 

is  an  important  part  of  American  medical  train-  gree  is  awarded,  figures  issued  by  the  American 

ing,  only  17  per  cent  of  the  medical  schools  of  Medical  Association  show. — Science  Service 


Case  Reports 


SULFAMETHYLTHIAZOLE  IN  THE  TREATMENT  OF  SEVERE  TYPE  II 

BACTEREMIC  PNEUMONIA 

Report  of  a Case  Treated  with  Recovery,  Complicated  by  Peripheral  Neuropathy 

Saul  Solomon,  M.D.,  and  Mennasch  Kalkstein,  M.D.,  New  York  City 


''THE  advent  of  chemotherapy  has  revolution- 
ized  the  treatment  of  pneumonia,  and  many 
patients  have  survived  who  would  have  suc- 
cumbed with  other  methods  of  treatment. 
Sulfapyridine  has  proved  to  be  of  such  value  that 
either  this  drug  or  some  substitute  will  henceforth 
be  employed  routinely  in  the  management  of 
pneumonia,  although  in  selected  cases  drugs  may 
be  used  in  conjunction  with  specific  anti- 
serum. 

Despite  the  excellent  results  which  have  been 
reported  with  sulfapyridine,  the  search  for  other 
effective  drugs  is  unabated.  This  is  because  of 
the  known  toxic  effects  of  sulfapyridine  and  also 
because  certain  strains  of  pneumococci,  regard- 
less of  type,  are  resistant  to  this  drug.  Sulfa- 
methylthiazole, one  of  the  newest  chemicals  in- 
troduced, is,  like  sulfapyridine  and  sulfathiazole, 
a synthetic  derivative  of  sulfanilamide.  The 
following  structural  formulas  of  these  compounds 
will  indicate  their  relationship:  * 
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Sulfamethylthiazole 


Sulfamethylthiazole  is  a white  powder  even 
more  insoluble  than  sulfapyridine  and  is  sup- 
plied in  the  form  of  half-gram  tablets.  This  drug 
was  first  prepared  by  Fosbinder  and  Walter1  in 
August,  1939,  and  has  been  demonstrated  to  be 
of  value  against  the  Staphylococcus,  pneumo- 
coccus, and  Streptococcus  hemolyticus.2'3*4 

We  have  had  the  opportunity  at  Bellevue  Hos- 

From  the  Fourth  Medical  Division  of  Bellevue  Hos- 
pital (Dr.  Charles  H.  Nammack,  director),  and  the 
Bellevue  Hospital  Pneumonia  Investigation. 

The  sulfamethylthiazole  was  supplied  to  us  by  the 
Lederle  Laboratories  and  the  Winthrop  Chemical  Com- 
pany. 


pital  to  study  the  clinical  effect  of  sulfamethyl- 
thiazole as  part  of  a pneumonia  investigation, 
and  our  complete  data  on  this  subject  have  not  as 
yet  been  submitted  for  publication.*  The  case 
we  report  here  is  significant  because  it  illustrates 
both  the  great  merit  of  the  drug  and  the 
only  serious  drawback  to  its  more  general 
use. 

Case  Report 

T.  H.,  white  man,  aged  52,  became  ill  several 
weeks  before  admission  with  a chest  cold  charac- 
terized by  cough,  mild  fever,  and  substernal  sore- 
ness. One  week  before  admission  he  had  severe 
chills  and  raised  a thick  brown  sputum,  these 
latter  symptoms  coinciding  with  the  onset  of  true 
pneumonia.  He  continued  to  work  though  he 
felt  extremely  weak  and  finally  collapsed  on 
April  9,  1940.  He  was  then  admitted  (on  the 
eighth  day  of  illness)  appearing  critically  ill, 
with  dyspnea,  cyanosis,  and  dehydration.  His 
temperature  was  39.4  C.  on  admission  and  rose 
quickly  to  40.8  C.  (Fig.  1).  On  physical  ex- 
amination there  were  signs  of  consolidation  in  the 
upper  lobe  of  the  right  lung,  and  this  was  con- 
firmed by  x-ray  (Fig.  2).  The  white  cells  num- 
bered 13,150  with  74  per  cent  polymorphonu- 
clears.  The  sputum  was  rusty,  mucoid;  typing 
by  the  direct  method  and  by  mouse  inoculation 
yielded  type  II  pneumococci. 

A blood  culture  taken  on  admission  showed 
many  colonies  of  type  II  pneumococci,  too  many 
to  permit  an  accurate  count  but  estimated  to  be 
between  two  and  three  thousand  per  cubic  centi- 
meter of  blood. 

Sulfamethylthiazole  was  started  shortly  after 
admission,  2 Gm.  being  given  at  once  and  1.5  Gm. 
every  four  hours.  Because  the  level  of  the  drug 
in  the  blood  was  not  high  (1.6  mg.  per  hundred 
cubic  centimeters  of  blood),  the  more  soluble 
sodium  salt  of  the  drug  was  substituted  on  the 
following  day,  1.5  Gm.  being  given  every  four 
hours.  The  concentration  of  free  sulfamethyl- 
thiazole rose  to  8 mg.  per  hundred  cubic  centi- 
meters and  remained  between  6 and  8 mg.  for  the 
next  few  days. 

A favorable  effect  on  the  bacteremia  was 
quickly  noted,  since  in  twenty-four  hours  there 
were  only  2 colonies  of  type  II  pneumococci  per 
cubic  centimeter  of  blood  and  within  forty-eight 
hours  the  blood  became  sterile  and  remained  so 
throughout  the  duration  of  the  illness. 

The  clinical  response  was  almost  equally  strik- 
ing as  shown  in  Fig.  1.  The  sodium  sulfa- 
methylthiazole was  continued  for  eight  days  to 
guard  against  the  possibility  of  relapse.  The  pa- 
tient received  8 Gm.  of  sulfamethylthiazole  and 

* Dr.  William  Hammerer  was  associated  with  us  in  this 
study. 
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DATE  | 4/9/40 
DAY  OF  ILLNESS  8 
TIME  4 12  8 


4/10/40 


4 12  8 


4/11/40 

10 

4 12  8 


4/12/40 

11 

4 12  8 


4/13/40 

12 

4 12  8 


4/14/40 

13 

4 12  8 


4/15/40 

14. 

4 12  8 


4/16/40 

15 

4 12  8 


4/17/40 


16 

12  8 


4/18/40 

17 

4 12  8 


4/19/40 


18 

12  8 


BLOOD 

CULTURE 


SULFAMETHYL 
THIAZOLE 
(TOTAL  8 GMS) 


POSITIVE 

OVER 

2000 


POSITIVE 
2 COLS. 


SODIUM  SULFAMETHYLTHI AZOLE  1.5  GMS.  Q 4 HOURS 

I I 

(TOTAL  72  GMS.) 


NEGATIVE 


NEGATIVE 


W B.C 


19  400 


17  250 


13  100 


Fig.  1. 


72  Gm.  of  sodium  sulfamethylthiazole.  No  im- 
mediate toxic  effects  were  observed. 

Following  the  crisis,  the  patient  ran  a low- 
grade  fever  for  two  weeks,  although  all  signs  of 
toxicity  disappeared.  Agglutinins  to  the  type  II 
pneumococcus  were  never  detected  in  his  blood, 
though  the  slide  agglutination  test  was  done  re- 
peatedly during  the  period  of  observation. 
Furthermore,  the  Francis  test  on  the  twelfth  and 
sixteenth  days  of  illness  was  negative,  despite  the 
fact  that  the  patient  was  obviously  recovering. 
Because  of  the  intense  bacteremia  complications 
such  as  empyema,  endocarditis  or  meningitis  was 
looked  for  but  did  not  develop.  There  was,  how- 
ever, delayed  resolution,  and  several  roentgeno- 
grams over  a period  of  two  months  showed  in- 
complete clearing  of  the  pneumonia  with  slight 
deviation  of  the  trachea  to  the  right.  Broncho- 
scopic  examination  revealed  no  foreign  body  or 
any  bronchial  lesion.  The  patient  was  afebrile 
and  completely  asymptomatic  when  he  was  dis- 
charged on  June  15,  approximately  two  months 
after  admission. 

On  July  5 he  returned  to  the  outpatient  depart- 
ment of  Bellevue  Hospital  complaining  of 
pain  and  paresthesias  in  the  extremities  with 
difficulty  in  walking  and  maintaining  his 


equilibrium.  He  was  readmitted  to  the  ward, 
and  neurologic  examination  revealed  definite  evi- 
dence of  peripheral  neuropathy.  There  was 
moderate  weakness  in  the  hands  and  marked 
weakness  in  the  lower  legs  with  particular  in- 
volvement of  the  peroneal  group  of  muscles. 
There  was  a moderate  degree  of  atrophy  of  the 
involved  muscles.  All  the  reflexes  were  present 
except  the  ankle  jerks.  There  were  no  patho- 
logic reflexes.  His  gait  was  of  the  steppage  type 
with  a tendency  to  ataxia  and  swaying.  Sensa- 
tion was  normal  except  for  faint  and  patchy 
hypalgesia  in  both  feet  and  diminution  of  vibra- 
tory sense  in  both  feet.  Spinal  fluid  was  normal 
except  for  a slight  increase  in  protein  (50  mg.  per 
hundred  cubic  centimeters).  The  electrical  reac- 
tions as  determined  by  Dr.  F.  A.  Quadfasel 
showed  a partial  reaction  of  degeneration  in  the 
abductor  pollicis  brevis  of  both  hands  and  in  the 
muscles  of  the  lower  legs  and  feet. 

Treatment  consisted  of  large  doses  of  vitamin 
Bi,  the  B complex,  vitamin  E,  and  physical 
therapy. 

After  six  weeks  numbness  and  paresthesias  had 
practically  disappeared.  There  remained  slight 
weakness  in  the  gastrocnemius  and  moderate 
weakness  in  the  peroneal  and  tibial  group  and  in 
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Fig.  2. 


the  intrinsic  muscles  of  the  feet.  Ankle  jerks 
were  still  absent,  and  vibration  sense  was  still 
impaired.  There  was  a disappearance  of  atrophy 
of  all  the  involved  muscles.  The  gait  was  con- 
siderably improved  and  ataxia,  steppage,  and 
swaying  were  no  longer  present.  The  electrical 
reactions  showed  a marked  recession  of  the  reac- 
tion of  degeneration  with  restoration  of  response 
to  faradic  stimulation. 

It  is  our  impression  that  improvement  has  been 
progressive  and  continuous,  although  it  will  re- 
quire a long  period  of  observation  to  determine 
whether  or  not  there  will  be  any  permanent  im- 
pairment of  the  peripheral  nerves. 

Serial  x-rays  demonstrated  further  clearing  of 
the  pneumonia,  although  the  most  recent  picture 
taken  on  August  29  (Fig.  3)  still  showed  a patch 
of  infiltration  and  fibrosis  in  the  upper  lobe  of  the 
right  lung. 

Comment 

This  report  concerns  a patient  suffering  from 
type  II  pneumonia  with  very  severe  bacteremia, 
who  was  treated  with  sulfamethylthiazole  and 
recovered. 

The  mortality  rate  with  even  mild  invasion  of 
the  blood  stream  by  type  II  pneumococcus  is 
extremely  high.  Bullowa5  reported  that  the 
mortality  rate  of  untreated  bacteremic  type  II 
pneumonias  was  71.6  per  cent.  Furthermore,  he 
observed  that  once  the  blood  had  been  invaded 
with  the  type  II  pneumococcus  serum  therapy 
was  of  little  avail.  The  mortality  rate  of  the 
corresponding  serum-treated  group  was  64.1  per 
cent.  Cecil  and  Plummer6  reported  that  in  a 
large  series  of  untreated  (control)  type  II  pneu- 
monias with  bacteremia  there  were  only  3 pa- 
tients who  had  more  than  5 colonies  per  cubic 
centimeter  in  the  blood  culture  plates  who  re- 


Fig. 3. 


covered.  One  of  these  patients  showed  68  organ- 
isms per  cubic  centimeter  of  blood,  and  his  re- 
covery was  considered  phenomenal.  When  the 
number  of  colonies  per  cubic  centimeter  of  blood 
runs  into  thousands,  as  in  this  case,  the  outcome 
has  been  uniformly  fatal  by  any  previous  methods 
of  treatment.  Hence,  the  favorable  result  here 
affords  evidence  of  the  potency  of  the  chemo- 
therapeutic agent  used  in  this  instance  of  bac- 
teremic type  II  pneumonia.  Our  further  experi- 
ence (to  be  reported)  leads  us  to  believe  that  it  is 
also  effective  against  other  types  of  pneu- 
monia. 

The  appearance  of  widespread  peripheral 
neuropathy  during  convalescence  was  attributed 
to  a delayed  toxic  reaction  to  sulfamethylthi- 
azole. The  neuropathy  improved  greatly  after 
several  weeks.  The  incidence  of  this  complication 
is  estimated  by  the  manufacturers  to  be  less  than 
1 per  cent.  However,  because  of  the  possibility 
of  this  effect  from  the  use  of  the  drug,  the  manu- 
facturers decided  voluntarily  to  withdraw  sulfa- 
methylthiazole from  clinical  research. 

162  West  54th  Street 
40  West  77th  Street 
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RECURRENT  PNEUMOCOCCIC  INFECTIONS  IN  NEPHROSIS 
TREATED  WITH  SULFAPYRIDINE 

Herman  Schwarz,  M.D.,  and  Samuel  B.  Weiner,  M.D.,  New  York  City 


YVTE  ARE  prompted  to  report  this  case  of 
^ pneumococcic  sepsis  in  a nephrotic  child 
because  of  the  results  of  treatment  with  sulfa- 
pyridine.  The  recurrent  pneumococcic  sepsis 
and  the  various  purulent  complications  during 
this  child’s  illness  raised  numerous  problems  of 
therapy.  Many  general  clinical  problems  relat- 
ing to  the  use  of  sulfapyridine  were  clarified  in 
this  case. 

Case  Report 

H.  K.,  a Jewish  boy,  aged  18  months,  was  first 
admitted  to  the  Pediatric  Service  of  the  Beth 
Israel  Hospital  on  January  28,  1939,  complaining 
of  swelling  of  the  eyelids  of  four  days’  duration. 

The  family  history  was  negative  and  irrelevant 
to  the  present  illness.  The  child’s  birth  was 
normal.  He  was  formula  fed,  and  solid  foods 
were  added  to  the  diet  at  an  early  age.  Orange 
juice  was  given  daily,  but  no  cod  liver  oil  was 
offered.  His  development  was  normal,  and  the 
child  was  always  somewhat  large  for  his  age.  At 
6 months  he  had  pertussis  of  moderate  severity 
and  at  8 months  he  had  varicella.  No  history 
of  renal  disease  could  be  elicited.  No  previous 
urine  examinations  were  made. 

For  one  month  prior  to  admission  the  child 
had  not  been  entirely  well.  There  had  been  per- 
sistent rhinorrhea  but  no  elevation  of  tempera- 
ture. Four  days  prior  to  admission  edema  of  the 
eyelids  was  first  noted.  The  child  had  urinated 
frequently  for  twenty-four  hours  prior  to  admis- 
sion. There  was  no  associated  vomiting  or  con- 
vulsions and  no  other  complaints. 

Physical  Examination. — The  examination  re- 
vealed a white  boy,  well  developed  and  well  nour- 
ished. There  was  no  dyspnea  or  cyanosis. 
Marked  edema  of  the  eyelids  and  marked  pitting 
edema  of  the  legs  were  present.  The  tempera- 
ture was  101  F.;  pulse,  124;  respirations,  30. 
The  fundi. of  the  eyes  were  negative.  A muco- 
purulent nasal  discharge  was  present,  and  the 
pharynx  was  injected.  The  tonsils  were  injected 
and  hypertrophied,  but  both  eardrums  were  nor- 
mal. There  was  no  cervical  adenopathy  or 
rigidity.  The  lungs  were  negative  to  ausculta- 
tion and  percussion.  The  heart  was  normal  in 
size  and  shape,  rhythm  was  regular,  and  no  mur- 
murs were  heard.  The  abdomen  was  somewhat 
distended,  and  a suggestive  fluid  wave  was  pres- 
ent. No  organ  masses  were  palpated.  The 
extremities,  joints,  and  neurologic  examination 
were  negative. 

Laboratory  Examination. — The  Schick  test  was 
positive;  the  Pirquet  and  Mantoux  test  (1  mg.) 
was  negative.  Blood  count  revealed:  hemo- 
globin, 92  per  cent  (13  Gm.);  red  blood  cells, 
5,100,000;  white  blood  cells,  11,200;  polymor- 
phonuclears,  76  per  cent;  and  lymphocytes,  24 
percent.  Throat  cultures  showed : January  28, 
1939 — hemolytic  streptococci  and  nonhemolyti- 
cus  Staphylococcus  aureus;  January  30,  1939 — 
Pneumococcus  type  XXIV  and  hemolytic  strep- 


tococci. Urinalysis  revealed:  3 plus  albumin; 

3 to  4 hyaline  casts;  occasional  white  blood  cells; 
no  red  blood  cells;  specific  gravity  1020;  sugar 
negative.  The  McClure-Aldrich  test  was  five 
minutes.  Urine  culture  showed:  few  hemolytic 
streptococci;  Staph,  aureus — nonhemolyticus; 
enterococcus.  The  blood  sedimentation  rate 
was  120  mm.  in  forty-five  minutes  (normal  rate  is 
10  mm.  in  forty-five  minutes).  Daily  blood 
pressures  varied  from  80  to  120  systolic  and  50  to 
80  diastolic.  Blood  chemistry  revealed:  non- 

protein nitrogen,  38  mg.  per  hundred  cubic  centi- 
meters; cholesterol,  454  mg.  per  hundred  cubic 
centimeters;  cholesterol  esters,  288  mg.  per 
hundred  cubic  centimeters;  calcium,  10.3  mg. 
per  hundred  cubic  centimeters;  phosphorus,  3.5 
mg.  per  hundred  cubic  centimeters;  total  pro- 
tein, 3.98  per  cent;  albumin,  0.99  per  cent;  and 
globulin,  2.99  per  cent.  An  x-ray  of  the  chest  was 
negative. 

Course. — Two  days  after  admission  there  was 
a sudden  chill  and  rise  in  temperature  associated 
with  an  increase  of  abdominal  ascites  and  ab- 
dominal tenderness.  A blood  culture  at  this 
time  revealed  200  colonies  of  Pneumococcus  type 
XXIV  per  cubic  centimeter  of  blood.  Ab- 
dominal puncture  in  the  left  lower  quadrant 
yielded  2 cc.  of  a purulent  fluid  containing  many 
polymorphonuclears  and  a few  lancet-shaped 
diplococci,  which  on  culture  also  proved  to  be 
Pneumococcus  type  XXIV.  At  this  time 
sulfapyridine  was  begun  (see  Fig.  1).  The 
drug  was  given  by  mouth  except  for  a few  days 
when  because  of  persistent  vomiting  it  had  to 
be  given  by  rectum.  Within  thirty-six  hours 
the  boy  was  less  toxic,  his  temperature 
dropped  to  normal,  and  the  blood  culture  was 
positive  in  one  broth  flask  only.  The  abdomen 
soon  became  less  tender.  The  blood  culture 
ninety  hours  after  therapy  was  begun  proved  to 
be  sterile.  With  the  subsidence  of  the  peritoneal 
symptoms  a small  patch  of  consolidation  and 
fluid  was  found  in  the  lower  lobe  of  the  left  lung. 
The  throat  culture,  which  had  shown  Pneumo- 
coccus type  XXIV  earlier,  now  showed  no 
pneumococci.  Temperature  and  pulse  remained 
normal.  X-ray  confirmed  the  pneumonia  of  the 
lower  lobe  of  the  left  lung  and  pleural  effusion. 

After  two  days  of  normal  temperature,  sulfa- 
pyridine was  intentionally  stopped.  In  twenty- 
four  hours  the  child’s  general  condition  again 
became  poor,  the  temperature  rose,  and  the  blood 
culture  showed  Pneumococcus  type  XXIV  in  one 
of  the  fluid  mediums.  Sulfapyridine  was  re- 
sumed with  a prompt  drop  of  temperature  and 
sterilization  of  the  blood  within  twenty-four 
hours. 

During  this  time  the  boy’s  edema  increased 
and  became  especially  marked  around  the  scro- 
tum, which  soon  was  enlarged  to  the  size  of  a 
grapefruit.  An  erysipeloid  eruption  developed 
here.  Skin  culture  (done  by  withdrawal  of  some 
fluid  into  sterile  saline)  was  negative.  In  spite 
of  a normal  temperature,  the  boy’s  condition 
during  this  period  was  not  good.  Two  trans- 
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fusions  and  an  intravenous  injection  of  glucose 
5 per  cent  in  Ringer’s  solution  had  to  be  given. 
During  the  following  week  the  erysipeloid  erup- 
tion advanced  slowly,  but  within  a few  days  it 
subsided.  During  this  time  sulfapyridine  was 
being  given  (see  Fig.  1). 

In  the  third  week  the  child’s  general  condition 
began  to  improve.  The  blood  culture  and  ascitic 
fluid  proved  to  be  sterile  on  examination,  but  the 
edema  and  ascites  were  markedly  increased. 
However,  tremendous  diuresis  suddenly  de- 
veloped without  any  special  therapy  and  re- 
sulted in  a rapid  loss  of  weight.  The  sulfapyri- 
dine dosage  was  then  diminished  and  stopped  as 
the  boy  lost  his  edema. 

At  this  time  three  large  abscesses  were  first 
noted  on  the  thighs.  These  were  aspirated  and 
Pneumococcus  type  XXIV  was  obtained.  The 
blood  culture  repeated  at  this  time  was  negative. 
The  abscesses  were  incised  and  drained  and 
healed  rather  slowly. 

Following  this  severe  infection  with  its  sepsis, 
peritonitis,  pneumonia,  erysipelas,  and  multiple 
abscesses,  the  child’s  renal  condition  improved. 
The  amount  of  urinary  albumin  diminished,  the 
blood  proteins  rose,  the  appetite  improved, 
and  the  child  gained  weight.  On  March  8 a 
scarlatiniform  eruption  was  noted  over  the  body 
and  extremities.  No  cause  could  be  found  for 
this.  We  believed  we  were  dealing  with  a drug 


eruption  due  to  sulfapyridine.  The  eruption 
disappeared  when  the  drug  was  stopped. 
However,  a few  days  later  the  drug  was  again 
begun,  but  no  eruption  developed  subsequently. 
Whether  this  rash  was  a toxic  manifestation  or  a 
drug  rash  could  not  definitely  be  decided.  In 
view  of  the  subsequent  history  and  tolerance  of 
the  drug  one  wTould  favor  the  former  explanation. 

On  April  2 the  boy  was  discharged  from  the 
hospital  in  good  condition.  No  edema  was  pres- 
ent. There  was  very  slight  albuminuria.  The 
blood  proteins  were  high.  The  boy  was  in- 
structed to  continue  on  a high  protein,  low  salt 
diet  and  to  avoid  respiratory  infection. 

He  did  well  at  home  for  only  one  week,  and 
then  he  developed  cough  and  fever  associated 
with  moderate  dyspnea.  For  one  week  the  boy 
was  treated  at  home  with  sulfapyridine  but 
failed  to  improve.  He  was  then  readmitted  to 
the  Beth  Israel  Hospital  on  April  25,  1939.  At 
this  time  he  presented  no  edema.  He  was 
acutely  ill  with  marked  dyspnea,  some  cyanosis, 
and  a severe  hacking  cough.  The  pharynx  was 
injected,  and  the  ears  were  likewise  full  and  in- 
jected. There  was  flatness  and  diminished 
breathing  over  the  right  base  and  in  the  right 
axilla.  The  heart  was  not  shifted  in  position. 
The  abdomen  showed  no  ascites  and  no  tender- 
ness and  there  were  no  skin  abscesses.  The  urine 
contained  no  albumin,  red  blood  cells,  or  casts. 
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The  blood  culture  on  admission  revealed  many 
colonies  of  Pneumococcus  type  I.  Chest  aspira- 
tion yielded  thick  pus — growing  Pneumococcus 
type  I.  X-ray  of  the  chest  showed  a right  sided 
effusion  and  a pneumonia  of  the  upper  lobe  of  the 
right  lung. 

Sulfapyridine  was  again  given  and  was  fol- 
lowed by  a prompt  drop  in  temperature  and  im- 
provement in  general  condition.  Within  twenty- 
four  hours  the  blood  culture  was  negative,  but 
the  chest  aspiration  still  revealed  thick  pus  with  a 
positive  culture  for  Pneumococcus  type  I. 
Three  chest  aspirations  yielded  20  to  40  cc.  of 
thick  pus.  This  pus  reaccumulated  every  two  or 
three  days,  and  after  several  aspirations  thoracot- 
omy was  done  on  May  5,  1939.  Although  the 
first  aspirations  cultured  Pneumococcus  type  I, 
the  subsequent  fluids  were  sterile.  However, 
smears  of  the  pus  showed  the  organisms. 

Although  the  first  urines  were  found  to  be 
negative,  massive  albuminuria  reappeared. 
However,  there  was  no  edema.  Blood  pressure 
was  100/80.  Blood  chemistry  was  normal  with 
regard  to  proteins  and  cholesterol.  Following 
the  thoracotomy  there  was  complete  recovery  in 
an  uneventful  manner.  The  child  has  remained 
well  for  one  year.  His  last  mine  examination 
was  negative. 

Comment 

Nephrosis  is  frequently  associated  with  pneu- 
mococcic  sepsis  and  purulent  pneumococcic  in- 
vasions of  the  lungs,  peritoneum,  pleura,  and 
occasionally  meninges.  These  complications  oc- 
cur frequently  and  often  successively  in  this 
condition.  Many  nephrotic  children  suffer  re- 
peated attacks  of  sepsis  with  the  same  organism. 
The  mortality  of  50  per  cent  in  some  40  cases  of 
nephrosis  we  have  collected  has  been  due  to 
sepsis — pneumococcic  in  almost  every  case.1 
Although  the  type  of  kidney  pathology  in  the 
case  we  have  presented  cannot  be  definitely  stated 
at  the  present  time,  it  is  most  likely  true  lipoid 
nephrosis. 

The  severe  sepsis  which  this  boy  survived  is 
rather  unusual.  We  attribute  this  in  part  to 
sulfapyridine.  The  clinical  picture  and  clinical 
course  seemed  to  be  definitely  affected  by  the  ad- 
ministration of  the  drug.  The  administration  of 
the  drug  was  followed  by  sterilization  of  the  blood 
and  sharp  drop  in  temperature,  along  with 
general  improvement  in  the  toxemia  of  the 
child. 

The  skin  abscesses  that  developed  during  the 
sepsis  did  not  become  apparent  until  the  drug 
was  discontinued  and  the  edema  had  disappeared. 
The  latent  development  of  purulent  foci  has  been 
encountered  with  sulfanilamide  therapy,  es- 
pecially in  cases  of  mastoiditis.  The  same  phe- 
nomena seem  to  occur  with  sulfapyridine.  Skin 
abscesses  are  a rare  occurrence  in  cases  of  neph- 
rosis. It  may  be  that  sulfapyridine  was  instru- 
mental in  the  formation  of  these  fixation  ab- 
scesses. 

It  is  more  frequent  for  the  same  type  of  pneu- 
mococcus to  cause  the  repeated  episodes  of  sepsis 


in  any  single  child.  In  some  cases  the  type  varies 
in  different  episodes  as  it  has  in  this  case.  In- 
deed we  have  seen  infections  with  hemolytic 
streptococci  follow  pneumococcic  infec- 
tions. 

Sulfapyridine  seemed  to  be  as  effective  for  the 
type  I pneumococcus  sepsis  as  it  was  for  the  type 
XXIV  sepsis.  Although  we  do  not  know  how 
early  in  the  second  attack  of  pneumonia  sulfa- 
pyridine was  begun  and  how  high  a blood  level 
the  child  had  while  treated  at  home,  we  do  know 
that  empyema  developed.  The  empyema  fluid 
did  not  become  sterile  as  soon  as  the  blood  did. 
Although  large  doses  of  sulfapyridine  were  used 
and  frequent  aspiration  was  resorted  to,  thoracot- 
omy had  to  be  performed.  The  bacteriologic 
examinations  of  the  empyema  fluid  allowed  us  to 
demonstrate  the  bacteriostatic  effect  of  sulfapyri- 
dine on  the  pneumococcus.  Although  the  first 
two  cultures  were  positive,  the  subsequent  cul- 
tures were  sterile  in  spite  of  the  presence  in  the 
smear  of  the  pus  of  organisms  which  gave  a Neu- 
feld  reaction  with  type  I pneumococcus  anti- 
serum. 

With  regard  to  the  dosage  and  administration 
we  were  guided  clinically  by  our  experience  with 
sulfanilamide,  using  0.2  Gm.  per  kilogram  per  day 
as  standard.  We  gave  the  drug  orally  in  six-hour 
divided  doses.  The  rectal  doses  were  given  in  a 
specially  prepared  starch  solution  in  eight-hour 
divided  doses.  Apparently  a blood  concentra- 
tion of  3 to  5 mg.  per  hundred  cubic  centimeters 
of  sulfapyridine  was  sufficient  to  control  the 
pneumococcus  sepsis  in  this  child. 

The  advantage  of  a drug  such  as  sulfapyridine 
in  the  management  of  cases  of  nephrosis  with 
pneumococcic  infections  is  at  once  apparent. 
Even  if  antipneumococcus  serum  were  as  effective 
in  the  therapy  of  all  types  of  pneumococcic  infec- 
tion, it  could  not  easily  be  used  in  these  cases 
of  repeated  infections  without  real  danger  of 
allergic  phenomena.  Indeed  we  feel  that  the 
prognosis  in  cases  of  lipoid  nephrosis  should  be 
much  better  since  sulfapyridine  seems  to  be  a 
potent  chemotherapeutic  agent  in  the  manage- 
ment of  the  intercurrent  infections  in  these 
cases.* 
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* Since  this  case  was  submitted  for  publication,  we 
have  had  a child  with  chronic  glomerulonephritis  in  the 
nephrotic  phase  in  whom  pneumococcus  septicemia  (type 
IV)  developed  along  with  metastatic  peritonitis.  In 
spite  of  prompt  and  vigorous  treatment  with  sulfapyridine 
the  child  succumbed  within  thirty-six  hours. 

We  also  have  knowledge  of  2 additional  cases  of 
pneumococcus  sepsis  in  children  with  nephrosis  who  suc- 
cumbed in  spite  of  prompt  and  vigorous  therapy  with 
sulfapyridine. 

Therefore  it  would  seem  that  the  impressions  from  our 
first  case  were  a bit  too  hopeful. 
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CONFERENCES  ON  THERAPY 


/T^HESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members 
of  the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical 
College  and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  insti- 
tutions. The  questions  and  discussions  involve  participation  by  members  of  the  staff 
of  the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear  in  the 
March  1 issue  and  will  concern  “Digitalis  in  Heart  Failure.” 


Treatment  of  Pneumonia 


Dr.  Harry  Gold:  The  subject  of  the  con- 
ference this  morning  is  the  treatment  of  pneu- 
monia. We  are  fortunate  in  having  Dr. 
Conner  here  to  open  the  discussion  on  the 
general  management  of  the  patient  with 
pneumonia. 

Dr.  Lewis  A.  Conner:  There  is  no  aspect 
of  medicine  in  which  individual  opinions 
differ  more  than  in  the  details  of  treatment, 
the  little  details,  which  make  up  the  general 
management.  I think  it  might  be  well  to 
review  briefly  what  has  happened  in  my  own 
personal  experience  with  respect  to  the 
methods  of  treating  pneumonia. 

Just  before  I became  an  intern  at  the  New 
York  Hospital,  there  was  a period  of  several 
years  when  antipyretics  seem  to  have  been 
used  as  the  chief  remedy,  the  antipyretics 
such  as  antipyrine  and  antifebrin  (acetanilid) 
having  just  come  into  use.  They  were  used 
freely  to  reduce  the  temperature,  of  course, 
with  distressing  results. 

When  I was  an  intern  at  the  hospital  we 
relied  upon  alcohol  almost  exclusively  as  the 
remedy  for  pneumonia.  It  makes  me  shudder 
to  think  of  the  amounts  of  alcohol  that  were 
wasted  and  the  number  of  patients’  lives  that 
probably  were  wasted  in  giving  those  enor- 
mous doses  of  alcohol,  sometimes  as  much  as 
a pint  a day.  Such  amounts  of  alcohol  must 
have  increased  greatly  the  tendency  to  pe- 
ripheral circulatory  failure. 

Then,  for  a time,  strychnine  in  large  doses 
was  the  drug  relied  upon.  Soon  after  that 
in  the  early  years  of  this  century  there  was  an 
enormous  enthusiasm  for  cold-air  treatment. 
Every  hospital  had  to  rig  up  a roof  in  order 
to  accommodate  its  pneumonia  patients.  The 
half-frozen  nurses  and  half-frozen  patients 
were  kept  on  the  roof  all  through  the  bitter 
winter  nights,  and  some  of  them  survived. 
Then  there  came  a time  when  we  felt  that 
digitalis  was  perhaps  the  most  important  thing 
in  the  management  of  pneumonia.  Then 
came  the  promising  period  when  vaccines  and 


serums  were  used,  and  now  we  are  in  the 
latest  period — that  of  chemotherapy. 

I mention  this  series  of  remedies  or  methods 
of  treatment  because  it  seems  to  me  that  it 
ought  to  make  us  cautious  about  concluding 
hastily  that  we  have  got  the  answer  now. 
We  may  have.  Probably  we  have  come 
much  nearer  to  it  than  ever  before,  but  it 
may  be  that  in  thirty,  forty,  or  fifty  years 
from  now  our  successors  will  look  back  and 
think  how  gullible  we  were,  just  as  we  look 
back  and  think  how  gullible  our  predecessors 
were.  There  is  no  judgment  that  is  more 
difficult  to  make  than  that  of  the  effect  of 
therapy.  One  has  to  take  into  consideration  a 
great  many  things  that  we  often  fail  to  con- 
sider when  we  see  some  brilliant  results  or 
what  we  think  are  brilliant  results.  There 
are  always  many  factors  that  cannot  be  esti- 
mated, and  one  needs  to  maintain  an  open 
mind  and  a severely  critical  judgment. 

Now  as  to  the  management  of  pneumonia: 
there  is  no  type  of  patient  needing  hospital 
treatment  more  than  the  pneumonia  patient. 
He  needs  a modern  hospital  bed  that  can  be 
adjusted  to  his  convenience  and  comfort.  A 
cool  room  is  essential,  even  though  we  do  not 
put  our  patients  on  the  roof  now.  We  often 
manage  to  keep  the  room  too  warm,  and  most 
patients  are  much  more  comfortable  when 
the  room  temperature  is  quite  low. 

It  seems  to  me  that  we  should  strive  for  one 
thing  especially  and  that  is  to  make  the  pa- 
tient as  comfortable  as  possible.  He  cannot 
be  entirely  comfortable,  but  the  saving  of  his 
strength,  the  saving  him  from  pain,  the  pro- 
tection of  his  sleep,  and  the  avoidance  of 
physical  effort  of  various  sorts  are  matters 
of  a good  deal  of  importance. 

We  ought  to  avoid  the  constant  fussing 
around  a patient.  The  nurse  is  so  anxious  to 
do  everything  that  sometimes  a pneumonia 
patient  is  continually  occupied  with  some- 
thing— medication,  food,  poultices,  or  stupes. 
He  has  very  little  actual  rest  unless  it  is  care- 
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fully  planned.  It  is  best  to  group  these 
various  ministrations  and  to  make  a point  of 
giving  patients  periods  of  two  or  three  hours  of 
undisturbed  quiet  without  talking  or  moving 
or  giving  nourishment  or  medication. 

Sleep  is  a problem.  I have  nothing  to 
recommend  particularly  except  that  I think 
we  should  bear  in  mind  when  we  are  using 
these  modern  hypnotics  that  they  all  tend  to 
disturb  the  respiratory  center.  That  ought  to 
be  taken  into  consideration.  If  sleep  can  be 
produced  by  any  form  of  physical  therapy, 
that  certainly  is  to  be  preferred. 

Now  as  to  the  question  of  oxygen  adminis- 
tration: I feel  that  I do  not  know  as  much 
about  this  as  many  of  the  younger  men,  but 
it  seems  to  me  that,  particularly  early  in  the 
course,  the  patient  is  often  much  more  com- 
fortable and  is  probably  better  for  the  use  of 
oxygen.  Moreover,  I feel  that  it  is  desirable 
to  combine  it  with  some  carbon  dioxide  for 
the  stimulating  effect  upon  the  respiratory 
ventilation.  There  is  some  reason  to  believe 
that  local  atelectasis  may  play  a part  in  the 
beginning  of  the  pneumonic  process  and  that 
fuller  and  deeper  respiration  may  possibly 
lessen  the  chances  of  extension  of  that  process. 

The  relief  of  pain  is  a very  essential  matter. 
Much  of  the  restlessness,  distress,  fatigue, 
and  exhaustion  of  the  early  days  of  pneu- 
monia are  due  to  the  pain.  There  are,  of 
course,  many  exceptions  to  that  statement, 
but  that  is  the  general  rule.  It  is  a problem  to 
know  how  best  to  relieve  pain  without  giving 
so  much  in  the  way  of  drugs  as  to  embarrass 
the  respiratory  center.  Poultices  and  hot 
applications  sometimes  give  a good  deal  of 
relief  and  sometimes  none.  Morphine  or  one 
of  the  opium  derivatives  is  usually  essential 
in  the  first  days  of  the  illness  when  the  pain 
is  apt  to  be  most  distressing.  It  is  in  the 
later  stage  that  these  drugs  are  more  likely 
to  be  harmful,  and  then  it  is  often  possible 
to  get  along  without  them.  Morphine,  di- 
laudid,  or  pantopon  should  be  used  in  small 
doses,  frequently  repeated.  If  large  doses 
are  given  less  frequently,  one  is  apt  to  get  into 
trouble,  I think.  One-eighth  or  Ve  grain  of 
morphine  sulfate  given  several  times  a day  will 
often  make  the  difference  between  a patient 
who  is  reasonably  comfortable  and  one  who  is 
in  great  distress  and  is  being  exhausted  physi- 
cally and  psychically  by  his  pain. 

As  you  know,  pneumothorax  has  been  sug- 
gested and  used  at  the  beginning  of  pneu- 
monia in  some  cases.  I have  had  no  experi- 
ence with  it,  but  at  least  it  seems  to  relieve 
pain  completely  when  this  is  severe.  I merely 


raise  the  question  whether,  in  a few  cases  in 
which  the  pain  is  so  extremely  severe  that  it 
dominates  the  whole  clinical  picture,  artificial 
pneumothorax  may  not  only  be  justified  but 
actually  desirable. 

Then  the  question  of  circulatory  failure: 
it  is  of  the  utmost  importance  for  us  to  realize 
that  in  pneumonia  we  are  dealing  not  with 
heart  failure  but  with  peripheral  circulatory 
failure  in  almost  every  instance.  That  is  still 
not  as  well  understood  as  it  ought  to  be. 
Whether  the  vasodilation  is  due  to  a central 
or  to  a peripheral  action  seems  to  be  unsettled, 
but  certainly  it  is  not  due  to  heart  failure. 
Our  problem  then  is  the  management  of 
peripheral  circulatory  failure  and  collapse. 
It  is  easier  to  state  the  problem  than  it  is  to 
say  how  it  can  best  be  handled.  Certainly, 
digitalis  does  not  serve  the  purpose  at  all,  and 
I feel  about  digitalis  now  very  much  as  I felt 
about  alcohol  after  we  had  got  over  the 
alcohol  period,  and  as  I felt  about  strychnine 
after  the  strychnine  period  was  ended.  Digi- 
talis seems  to  be  of  value  only  in  those  in- 
frequent cases  in  which  the  heart  rhythm  is 
disturbed  and  fibrillation  has  supervened. 

For  a number  of  years  the  use  of  digitalis  in 
pneumonia  was  general,  even  though  a good 
many  of  us,  I think,  were  uncertain  as  to  just 
what  it  accomplished.  Then,  in  1915,  came 
the  work  of  Cohn  and  Jamieson,  which  showed 
for  the  first  time  that  in  acute  infections  and 
fevers  such  as  pneumonia  the  electrocardio- 
gram showed  exactly  the  same  digitalis  effects 
as  were  seen  in  patients  without  infection  or 
fever.  That  seemed  to  indicate  that  digitalis 
might  have  the  same  therapeutic  effects  as 
well  and  seemed  to  furnish  a rational  basis  for 
its  use  in  pneumonia.  Then  years  later  came 
the  valuable  statistical  studies  from  Bellevue 
Hospital  which  showed  convincingly  that 
the  patients  treated  without  digitalis  did 
rather  better  than  those  who  received  the  drug. 

As  I have  said,  it  is  easier  to  recognize  the 
existence  of  peripheral  failure  than  to  know 
how  to  deal  with  it.  If  such  failure  has  fol- 
lowed prolonged  and  distressing  pain,  mor- 
phine is  probably  the  most  useful  remedy. 
The  drugs  which,  pharmacologically,  would 
seem  to  be  most  suitable  are  ephedrine  for 
its  peripheral  vasoconstrictor  effects  and 
caffein  for  its  effect  upon  the  vasomotor 
center,  but  in  actual  practice  it  often  is  im- 
possible to  tell  whether  they  are  helpful  or 
not. 

Of  the  complications,  severe  abdominal 
distention  is  one  of  the  most  serious  and  re- 
fractory. If  any  tendency  to  such  distention 
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exists,  it  should  be  combated  rigorously  by 
turpentine  stupes,  gentle  laxatives,  and  the 
use  of  the  rectal  tube.  My  experience  with 
pituitrin  has  not  been  very  encouraging. 

Pulmonary  edema  is  seen  usually  as  a ter- 
minal event  for  which  little  or  nothing  can 
be  done;  it  is  sometimes  seen  early  in  the 
disease,  however,  and  then  has  a much  less 
ominous  significance.  The  administration  of 
oxygen,  the  intravenous  use  of  concentrated 
glucose  solution,  and  dry  cupping,  all  seem  to 
be  of  value  in  combating  it.  Venesection  in 
such  emergencies  has  fallen  into  disrepute,  but 
I am  convinced  that  there  are  occasional  in- 
stances in  which  it  is  fully  justified. 

Dr.  Gold:  Dr.  Plummer  will  discuss  the 
specific  therapy  of  pneumonia. 

Dr.  Norman  Plummer:  In  the  case  of 
serum  and  certain  of  the  sulfonamide  drugs, 
we  have  available  two  effective  specific  agents 
for  the  treatment  of  pneumonia.  Serum  has 
been  accepted  for  many  years  because  of  its 
sound  immunologic  rationale  and  because  of 
its  definite  effect  on  the  clinical  course  and  the 
mortality  rate  of  certain  types  of  pneumo- 
coccus. Sulfapyridine  and  more  recently  sulf- 
athiazole  have  been  accepted  because  of  their 
unquestioned  clinical  value  and,  in  addition, 
because  of  their  wider  scope  of  action  and  ease 
of  administration. 

Serum  and  these  new  chemicals  have  en- 
tirely different  modes  of  action.  The  sulfon- 
amide drugs  seem  to  have  but  one  action — 
that  of  inhibiting  the  growth  of  susceptible 
microorganisms.  Serum,  on  the  other  hand, 
is  of  a more  complex  nature,  furnishing  the 
patient  with  a variety  of  antibodies  such  as 
the  precipitins  which  neutralize  the  toxic  car- 
bohydrate substance,  the  opsonins  which 
make  the  bacteria  susceptible  to  phagocytosis, 
the  agglutinins  which  cause  a clumping  of  the 
organisms,  and  a number  of  other  substances 
which  help  the  body  counteract  the  infection. 
It  has  been  aptly  stated  that  serum  fortifies 
the  pneumonia  patient  while  sulfapyridine 
injures  the  pneumococcus.  From  this  analy- 
sis it  would  seem  that  the  combination  of 
serum  and  chemotherapy  is  preferable  to  the 
use  of  either  of  the  drugs  alone.  Whether  this 
is  true  is  one  of  the  present  problems  of  clinical 
investigation,  and  as  yet  we  do  not  know  the 
answer. 

Our  recommendation  at  the  present  time 
is  that  sulfapyridine  or  sulfathiazole  should 
be  given  to  all  patients,  except  those  rare  ex- 
ceptions having  known  sensitivity  to  similar 
drugs,  as  soon  as  the  clinical  diagnosis  of 
pneumonia  is  made. 


Serum  treatment,  in  addition  to  chemo- 
therapy, should  follow  promptly  the  type 
diagnosis  in  certain  cases.  We  believe  that 
patients  with  type  III  pneumococcus  in- 
fection, the  type  still  considered  the  most 
serious,  might  well  receive  the  combined 
therapy.  All  patients  with  other  types  should 
have  the  benefit  of  serum  also:  first,  when 
two  or  more  lobes  of  the  lung  are  affected, 
that  is,  in  the  more  extensive  and  more  rapidly 
progressive  infections;  second,  when  there 
is  a known  bacteremia;  third,  in  patients  over 
50  years  of  age;  fourth,  in  the  group  that 
includes  patients  in  pregnancy  or  in  the  first 
or  second  week  of  the  puerperium;  last,  when 
the  treatment  is  begun  after  the  fourth  day 
of  the  pneumonia.  In  these  groups  we  want 
to  use  every  weapon  that  we  have  available  at 
the  start  of  therapy. 

When  any  patient  receiving  sulfapyridine  or 
sulfathiazole  alone  fails  to  show  a definite  re- 
sponse within  twenty-four  hours,  we  believe 
that  serum  should  also  be  administered. 

The  toxic  reactions  known  to  occur  following 
sulfonamide  therapy  are  as  follows: 

1.  Nausea  and  Vomiting. — Vomiting  oc- 
curs in  50  to  60  per  cent  of  the  cases  receiving 
sulfapyridine  in  the  usual  dosage.  Nearly 
every  patient  has  nausea.  In  some  cases  the 
patients  cannot  describe  exactly  what  is 
wrong  with  them,  but  we  can  observe  it. 
Nausea  and  vomiting  are  much  less  frequent 
and  less  severe  following  sulfathiazole. 

2.  Irritation  of  the  Urinary  System. — This 
is  due  to  the  formation  of  crystals,  concre- 
tions, or  even  calculi.  Microscopic  hematuria 
produced  by  this  mechanical  irritation  occurs 
frequently,  but  there  may  also  occur  gross 
hematuria,  anuria  and  renal  colic,  and  there 
may  be  nitrogen  and  drug  retention.  This  re- 
action may  follow  either  sulfapyridine  or  sulfa- 
thiazole. 

8.  The  Destruction  of  the  Red  and  White 
Blood  Cells. — This  may  result  in  a severe 
acute  anemia  or  a severe  leukopenia  or  even 
agranulocytosis. 

4.  Toxic  Hepatitis. — We  have  had  only  1 
patient  in  our  large  series  in  whom  we  felt 
that  toxic  hepatitis  and  jaundice  were  defi- 
nitely associated  with  sulfapyridine  adminis- 
tration. 

5.  Drug  Rash  and  Drug  Fever. — These  two 
conditions  usually  are  associated  but  each  may 
occur  separately.  This  reaction  occurs  more 
frequently  after  sulfathiazole  than  after  sulfa- 
pyridine. 

6.  Effect  on  the  Central  Nervous  System. — 
Mild  delirium  quite  often  occurs  but  never 
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with  any  serious  consequence.  Convulsions 
have  been  described  following  overdosage  of 
sulfapyridine. 

No  absolute  contraindication  to  sulfapyri- 
dine or  the  related  chemicals  exists  except  a 
known  sensitivity  to  the  drug.  Extensive 
kidney  involvement  represents  a relative  con- 
traindication to  its  use.  Also  a marked  leu- 
kopenia or  anemia  offers  a relative  contraindi- 
cation to  the  administration  of  an  agent 
known  to  affect  the  blood  cells.  Furthermore, 
vomiting  has  serious  consequences  in  some 
cases,  and  in  these  there  is  again  a relative 
contraindication  to  sulfapyridine.  On  the 

other  hand,  some  of  our  most  striking  thera- 
peutic results  have  appeared  in  patients  show- 
ing a marked  leukopenia  or  a deep  jaundice  at 
the  time  chemotherapy  was  instituted. 

While  there  are  few  contraindications  to 
starting  sulfonamide  therapy,  there  are  defi- 
nite indications  for  discontinuing  it.  If 
gross  hematuria  or  other  evidence  of  severe 
renal  irritation  occurs,  if  an  abrupt  drop  in 
the  red  or  white  blood  cells  takes  place,  if  a 
moderate  or  severe  jaundice  appears  while 
sulfapyridine  or  sulfathiazole  is  being  ad- 
ministered, the  drug  should  be  discontinued 
immediately.  Also,  if  fever  persists  or  a rash 
develops,  it  should  be  discontinued. 

The  dosage  of  sulfapyridine  or  sulfathiazole 
remains  empiric.  No  definite  correlation  be- 
tween the  dosage  or  the  blood  level  of  the 
drug  and  the  clinical  response  has  been  ascer- 
tained. Some  of  the  most  satisfactory  re- 
coveries have  occurred  with  a small  total 
dosage  and  with  a low  blood  concentration. 
At  Bellevue  we  are  continuing  to  use  the  dosage 
recommended  by  Evans  and  Gaisford  in  their 
original  article,  that  is,  2 Gm.  as  the  initial 
dose,  and  then  1 Gm.  every  four  hours.  Six- 
teen grams  is  about  the  average  total  dosage 
in  the  uncomplicated  cases.  Some  physicians 
have  used  a higher  initial  dose,  even  as  high 
as  5 or  6 Gm.  of  sulfapyridine,  and  some  have 
given  a much  larger  total  dosage.  We  have 
obtained  the  impression  from  comparing 
their  reports  with  our  own  results  that  the 
incidence  of  toxic  reactions  is  higher  in  the 
series  treated  with  the  larger  dosage. 

Sulfapyridine  and  sulfathiazole  are  usually 
administered  by  mouth.  Attempts  to  give 
these  drugs  by  rectum  have  failed  because  the 
absorption  is  either  very  small  or  entirely 
absent.  Following  a method  suggested  by 
Blake,  the  chemists  at  the  Lederle  Labora- 
tories have  been  able  to  prepare  for  us  a solu- 
tion of  10  per  cent  sulfapyridine  in  50  per  cent 
glucose.  This  we  have  given  intravenously, 


orally,  and  rectally  without  any  reactions 
other  than  would  be  expected  from  the  given 
concentration  of  sulfapyridine  in  the  blood. 
When  given  orally,  blood  levels  similar  to 
those  obtained  by  giving  plain  sulfapyridine 
by  the  same  route  are  procured,  but  the  curve 
rises  more  slowly,  reaching  its  peak  in  twenty- 
four  hours  instead  of  in  twelve  hours.  In  a 
number  of  patients  treated  with  the  solution 
of  glucose-sulfapyridine  by  mouth,  it  is  our 
impression  that  the  same  clinical  responses  oc- 
curred but  with  less  nausea  and  vomiting. 
This  confirms  the  belief  that  the  drug  is  toler- 
ated better  when  its  level  in  the  blood  rises 
more  slowly.  When  the  glucose-sulfapyridine 
solution  is  given  rectally  and  also  intrave- 
nously, a satisfactory  concentration  of  free 
sulfapyridine  in  the  blood  is  not  obtained. 
The  reason  for  the  difference  in  the  blood 
levels  of  free  sulfapyridine  produced  by  these 
routes  may  be  explained  by  the  fact  that  glu- 
cose-sulfapyridine itself  is  inert  but  is  probably 
broken  up  in  the  gastrointestinal  tract  before 
absorption  occurs. 

The  sodium  salt  of  sulfapyridine,  which  is 
much  more  soluble  than  sulfapyridine  itself, 
may  be  given  intravenously.  We  suggest 
that  the  sodium  salt  should  be  used:  first, 
when  immediate  action  of  the  drug  is  impera- 
tive; second,  when  oral  administration  is  not 
possible,  for  instance  in  certain  postoperative 
and  comatose  cases;  and  third,  when  the  ab- 
sorption of  sulfapyridine  from  the  gastro- 
intestinal tract  is  insufficient. 

The  general  use  of  intravenous  sodium 
sulfapyridine  is  to  be  discouraged  for  several 
reasons.  It  is  a highly  alkaline  solution  and 
severe  local  reactions  and  even  a slough  may 
occur  if  the  drug  seeps  into  the  subcutaneous 
tissues.  Furthermore,  the  toxic  reactions 
seem  to  occur  more  frequently  when  the  drug 
is  given  intravenously  in  this  form.  Several 
severe  immediate  reactions  have  occurred. 
One  case  about  which  I have  first-hand  in- 
formation had  a convulsion  following  the  in- 
jection of  the  usual  dose.  Another  objection 
is  the  difficulty  of  maintaining  an  adequate 
blood  level  of  sulfapyridine,  since  intravenous 
injections  tend  to  produce  peak  concentrations 
which  fall  off  rapidly. 

Sodium  sulfapyridine  may  be  administered 
orally  and  also  rectally  with  satisfactory  ab- 
sorption. At  first  it  was  believed  that  there 
was  danger  of  serious  local  irritation  or  pos- 
sibly necrosis  of  the  mucosa.  However, 
clinical  trial  has  proved  that  the  drug  can  be 
administered  in  this  way  without  local  irrita- 
tion and  with  satisfactory  absorption. 
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Sulfathiazole  has  been  found  experimentally 
to  give  about  the  same  results  in  pneumococcic 
infections  as  sulfapyridine.  Sulfamethylthia- 
zole,  another  drug  recently  introduced  for 
clinical  trial,  experimentally  has  the  advantage 
of  a wider  scope  of  action.  Particularly,  it 
is  more  effective  than  either  sulfapyridine  or 
sulfathiazole  against  the  staphylococcus. 
Clinically,  sulfamethylthiazole  was  found  to 
be  effective  against  staphylococcic  as  well  as 
pneumococcic  infections.  Peripheral  neuri- 
tis, however,  occasionally  followed  its  use,  and 
because  of  this  serious  toxic  reaction  its  fur- 
ther trial  has  been  abandoned. 

Dr.  Gold:  I will  now  ask  Dr.  Travell  to 
comment  on  the  pharmacology  of  the  agents 
that  have  been  mentioned. 

Dr.  Janet  Travell:  The  use  of  sulfapyri- 
dine and  sulfathiazole  in  pneumonia  has  been 
so  widely  publicized  that  it  would  be  inappro- 
priate for  me  to  attempt  any  systematic  dis- 
cussion of  their  pharmacology.  However,  I 
should  like  to  call  attention  to  two  facts  that 
have  been  demonstrated  experimentally  and 
that  should  have  important  practical  applica- 
tions. 

In  the  first  place,  it  has  been  shown  that 
different  strains  of  pneumococci,  even  of  the 
same  type,  vary  widely  in  their  sensitivity  to 
sulfapyridine.  MacLeod  has  produced  a 
“sulfapyridine-resistant”  strain  of  Pneumo- 
coccus type  I by  exposing  the  organism  to 
gradually  increasing  concentrations  of  sulfa- 
pyridine in  the  test  tube  and  also  by  giving 
subcurative  doses  of  the  drug  in  mice  infected 
with  the  pneumococcus.  Sulfapyridine  loses 
its  curative  effect  in  the  pneumonias  of  mice 
produced  by  this  drug-fast  strain.  The  drug- 
fastness  acquired  by  the  pneumococcus  seems 
to  be  relatively  permanent.  Other  investi- 
gators have  also  produced  sulfapyridine-re- 
sistant strains  of  the  pneumococcus.  In  ad- 
dition, Schmidt  and  his  collaborators  have 
recently  shown  that  such  pneumococci  are 
equally  resistant  to  sulfapyridine,  sulfathia- 
zole, and  sulfamethylthiazole.  Differences 
in  the  metabolism  of  drug-sensitive  and 
drug-resistant  strains  are  being  studied  and 
may  throw  light  on  the  fundamental  mech- 
anism of  the  curative  action  of  these  agents 
in  pneumococcic  infections. 

The  possibility  of  producing  drug-fastness 
of  the  pneumococcus  in  pneumonia  patients 
should  be  considered  in  connection  with  the 
dosage  and  choice  of  the  sulfonamide  com- 
pounds. It  has  even  been  suggested  that 
whenever  possible  the  tolerance  of  the  organ- 
ism to  sulfapyridine  should  be  determined  by 


in  vitro  tests  before  therapy  is  instituted. 
In  view  of  the  experimental  facts,  it  would 
appear  that  dosage  should  be  intensive  at  the 
outset  of  treatment  and  continued  suffi- 
ciently long  to  prevent  relapses.  As  Schmidt 
has  indicated,  it  is  probably  futile  to  employ 
another  sulfonamide  compound  when  the  in- 
fection has  become  resistant  to  treatment  with 
any  member  of  the  group.  There  is  also  the 
possibility  that  an  entire  epidemic  of  pneu- 
monia might  be  caused  by  a sulfonamide-fast 
strain  of  the  pneumococcus,  but  at  the  present 
time  this  is  only  a speculation. 

The  second  fact  I wish  to  mention  pertains 
to  he  so-called  “synergism”  between  sulfa- 
pyridine and  antipneumococcus  serum.  It 
has  been  shown  in  Pneumococcus  type  III  in- 
fections of  mice  that  a dose  of  sulfapyridine 
and  a dose  of  antipneumococcus  serum,  which 
when  used  alone  affords  no  protection,  when 
combined  procures  survival  in  a majority  of 
the  animals.  It  is  possible  that  these  results 
may  be  explained  by  simple  summation  of  the 
effects  of  these  two  agents  rather  than  by  a 
synergism.  In  any  case,  the  results  afford 
an  experimental  basis  for  the  combined  use  of 
antipneumococcus  serum  and  sulfonamide 
compounds. 

Next  I shall  make  a few  remarks  about 
some  of  the  more  controversial  aspects  of  the 
treatment  of  symptoms  arising  during  the 
course  of  pneumonia. 

Dr.  Conner  has  said  that  digitalis  therapy 
in  pneumonia  is  useful  only  infrequently. 
That  certainly  seems  to  be  the  consensus,  but 
in  spite  of  the  existing  evidence  the  adminis- 
tration of  digitalis  in  pneumonia  is  still  a rou- 
tine in  some  sections  of  the  country.  For 
instance,  in  an  article  from  Alaska  published 
during  the  past  year  on  the  effects  of  sulfa- 
pyridine, I find  this  statement:  “Another 
interesting  feature  of  this  type  of  treatment 
(sulfapyridine)  is  the  fact  that  digitalis  was 
not  used  for  any  of  the  three  patients,  whereas 
as  a routine  we  have  been  using  it  for  all 
patients  with  pneumonia.”  About  two  and  a 
half  years  ago  an  article  appeared  from 
Brooklyn  on  the  use  of  digitalis  in  pneumonia 
in  which  the  author  states:  “I  do  not  believe 
that  the  last  word  has  been  said  about  the  use 
of  digitalis  in  pneumonia.” 

It  seems  that  the  routine  use  of  digitalis  in 
pneumonia  is  not  yet  dead,  and  for  that  reason 
it  seems  worthwhile  to  call  to  your  attention 
again  the  evidence  obtained  in  the  Bellevue 
Hospital  study  of  digitalis  in  lobar  pneumonia, 
published  in  1930.  About  800  cases  of  lobar 
pneumonia  were  studied,  alternate  patients, 
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as  admitted,  receiving  digitalis  and  the  others 
receiving  none.  The  mortality  in  the  entire 
digitalis-treated  group  was  41.4  per  cent  and 
in  the  control  group  33.7  per  cent,  a difference 
of  nearly  8 per  cent.  The  group  of  patients 
that  received  the  largest  doses  of  digitalis  had 
the  highest  mortality.  At  the  time  this  in- 
vestigation was  started,  many  of  the  house 
staff  and  attending  physicians  objected  to  the 
withholding  of  digitalis  from  pneumonia  pa- 
tients. Before  the  study  was  completed,  the 
objection  was  just  the  reverse.  Other  clinical 
studies  on  the  value  of  digitalis  in  pneumonia 
have  employed  various  schemes  of  dosage, 
have  often  been  poorly  controlled,  and  in 
some  instances  conclusions  have  been  based 
on  very  small  numbers  of  patients.  None  of 
these  has  yielded  any  convincing  proof  that 
as  a routine  procedure  digitalis  administration 
is  of  any  value  in  either  preventing  or  over- 
coming circulatory  failure  in  pneumonia.  In- 
deed, the  routine  use  of  full  therapeutic  doses 
may  be  dangerous.  It  should  be  emphasized, 
however,  that  digitalis  should  not  be  withheld 
from  those  patients  showing  unmistakable 
signs  of  heart  failure  or  in  those  patients  hav- 
ing auricular  fibrillation  with  a rapid  ventricu- 
lar rate. 

Dr.  Conner  used  the  expression  “after  we 
got  over  the  strychnine  period,”  but  it  seems 
that  strychnine  is  another  drug  that  from 
time  to  time  enjoys  a revival  as  a circulatory 
stimulant.  As  recently  as  1937  an  eminent 
clinician  from  Boston  writes:  “We  have  found 
strychnine  in  doses  of  from  2 to  4 mg.  (Vm  to 
Vis  grain),  given  at  hourly  or  two-hour  in- 
tervals, an  effective  remedy  in  acute  circu- 
latory collapse  in  infectious  diseases,  and 
particularly  in  pneumonia.”  Such  state- 
ments appear  in  spite  of  the  fact  that  there  is 
not  any  good  experimental  evidence,  either 
in  man  or  in  animals,  that  strychnine  pro- 
duces any  such  effects  in  doses  smaller  than 
those  which  induce  marked  hyperexcitability 
and  convulsions. 

This  matter  of  strychnine  seemed  to  have 
been  settled  by  the  results  of  several  extensive 
investigations  twenty-five  to  forty  years  ago. 
For  example,  Parkinson  and  Rowlands  in 
1913  carefully  measured  the  effects  of  a single 
subcutaneous  dose  of  Vis  grain  of  strychnine 
in  50  patients  with  congestive  heart  failure, 
and  Newburgh  studied  the  effect  of  repeated 
doses  of  Vio  grain  each,  in  a similar  group  of 
patients.  One  patient  received  1/i0  grain 
every  two  hours,  making  a total  of  0.7  grain 
on  the  first,  0.7  on  the  second,  and  0.6  on  the 
third  day;  at  the  end  of  each  of  these  days  it 


is  said  that  “the  patient  twitched  every  time 
he  was  touched.”  Although  strychnine  was 
given  in  many  times  the  usual  therapeutic 
dose,  none  of  the  patients  were  objectively 
benefited,  and  no  consistent  changes  in 
pulse  rate,  respiratory  rate,  blood  pressure, 
or  edema  were  observed.  Newburgh,  using 
Vio  grain  doses  of  strychnine,  also  confirmed 
the  early  observations  of  Cabot  made  in  1904 
in  typhoid  fever  and  pneumonia  which  showed 
that  strychnine  failed  to  produce  any  uniform 
rise  in  blood  pressure  in  the  circulatory  dis- 
turbance of  febrile  states.  At  the  present 
time  there  seems  to  be  no  justification  for  the 
use  of  strychnine  as  a circulatory  stimulant 
in  heart  failure  or  in  the  acute  infectious  dis- 
eases. 

A substance,  possibly  important  in  the 
circulatory  failure  of  pneumonia,  which  has 
not  been  mentioned,  is  sodium  chloride. 
Inadequate  salt  intake  at  a time  of  blood  so- 
dium depletion  may  result  in  dehydration  of 
the  blood  and  diminished  blood  volume  and 
might  conceivably  be  a precipitating  factor 
in  the  production  of  circulatory  failure.  There 
are  suggestions  in  the  literature  that  the  addi- 
tion of  moderate  amounts  of  salt  to  the  diet  of 
the  pneumonia  patient  may  prove  beneficial. 
On  the  other  hand,  the  administration  of  large 
amounts  of  salt,  of  the  order  of  30  Gm.  daily, 
has  been  reported  as  sometimes  resulting  in 
the  visible  accumulation  of  edema  fluid. 

The  barbiturates  seem  to  be  the  most  popu- 
lar sedative  and  hypnotic  agents  in  most  con- 
ditions, not  excluding  pneumonia.  If  small 
doses  of  the  barbiturates  accomplish  sedation, 
their  use  would  seem  to  be  entirely  war- 
ranted. If  these  fail,  however,  the  temptation 
is  to  give  larger  amounts,  but  the  administra- 
tion of  larger  doses  may  only  increase  the 
restlessness  and  excitement  of  the  patient. 
The  stimulant  effects  of  the  barbiturates  are 
well  known,  being  frequently  observed  after 
large  doses  in  animals.  Large  doses  of  the 
barbiturates,  as  Dr.  Conner  has  mentioned, 
may  also  directly  depress  the  respiratory 
center. 

The  beneficial  action  of  the  barbiturates  is 
usually  attributed  to  indirect  effects  resulting 
from  the  quieting  of  the  patient  and  the  con- 
sequent reduction  in  metabolism.  There  is 
another  possibility.  Experimentally  it  has 
been  shown  that  the  barbiturates  afford 
marked  protection  of  the  respiratory  center 
against  depression  or  paralysis  by  strychnine, 
presumably  owing  to  the  prevention  of  fatigue 
of  the  center  by  excessive  stimulation.  We 
have  shown  that  within  certain  limits  ethyl 
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alcohol  also  is  antagonistic  to  the  depressant 
action  of  strychnine  on  respiration.  There  is, 
thus,  a basis  for  speculation  as  to  whether 
in  pneumonia  suitable  doses  of  these  sub- 
stances may  not,  under  certain  circumstances, 
bring  about  respiratory  improvement  not 
only  by  indirect  effects  but  also  by  a direct 
protective  action  on  the  respiratory  center. 
This  would  serve  to  raise  the  threshold  of  the 
center  to  stimulation,  with  consequent  slow- 
ing of  the  already  excessively  rapid  respiratory 
rate  and  greater  pulmonary  exchange. 

Dr.  Clara  Gross:  I should  like  to  ask 
Dr.  Plummer  what  the  optimum  dose  of 
sulfapyridine  or  sulfathiazole  for  a child  of 
2 years  is?  Various  figures  are  given,  some 
quite  high  and  some  the  opposite. 

Dr.  Plummer:  Children  should  receive 
about  the  same  dosage  of  sulfapyridine  or 
sulfathiazole  as  adults  in  proportion  to  body 
weight.  It  is  true  that  there  has  been  a dif- 
ference of  opinion,  and  some  pediatricians 
use  a considerably  higher  dosage  than  others. 
Dr.  Smith,  at  Bellevue  Hospital,  reported  a 
large  series  of  cases  and  states  that  the  smaller 
dosage  can  be  used  just  as  effectively.  I be- 
lieve he  has  cut  the  total  daily  dose  of  sulfa- 
pyridine from  1 grain  per  pound  of  body 
weight  to  3/ 4 grain. 

Dr.  Edgar  Mayer:  If  after  a few  days  you 
discontinue  the  use  of  sulfapyridine  because 
of  blood  destruction  and  then  the  blood  is 
restored  with  transfusions,  would  you  resume 
therapy  with  sulfapyridine,  and  what  dosage 
would  you  use? 

Dr.  Plummer:  We  believe  that  you  would 
get  severe  reactions  again  and  that  it  is  un- 
safe as  a rule  to  resume  the  drug.  Two  cases 
of  severe  hematuria  have  been  reported  in 
which  there  was  a recurrence  of  severe  hema- 
turia when  some  months  later  the  patients 
again  received  sulfapyridine.  Judging  from 
experience  with  similar  drugs,  when  a severe 
reaction  occurs,  it  is  dangerous  to  use  the 
drug  again. 

Dr.  Conner:  In  the  cases  just  mentioned, 
I suppose  the  hematuria  was  the  result  of  local 
irritation  from  calculi. 

Dr.  Plummer:  Yes,  it  is  our  impression 
that  the  hematuria  has  been  caused  by  local 
irritation  from  the  calculi,  concretions,  or 
crystals  of  sulfapyridine. 

Dr.  Conner:  There  is  never  a general 
tendency  to  bleed? 

Dr.  Plummer:  No,  we  have  not  seen  such 
a case. 

Dr.  Gold:  I believe  Dr.  Plummer  said 
that  occasionally  the  toxic  effects  involve  the 


destruction  of  the  red  cells  and  the  white 
cells.  Is  the  effect  a destruction  of  the  white 
cells  or  injury  of  the  bone  marrow? 

Dr.  Plummer:  I believe  that  it  is  primarily 
an  effect  on  the  bone  marrow. 

Dr.  Travell:  I should  like  to  ask  Dr. 
Plummer  if  he  makes  determinations  of  the 
urobilinogen  excreted  in  the  urine.  It  has 
been  claimed  that  that  serves  as  an  index 
to  the  amount  of  red  blood  cell  destruction 
going  on  in  the  body.  A series  of  20  cases 
was  reported  in  which  8 showed  increased 
excretion  of  urobilinogen  and  3 of  those 
subsequently  developed  acute  hemolytic  ane- 
mia. Is  that  a reliable  test? 

Dr.  Plummer:  We  have  not  made  such 
determinations  in  any  of  our  cases.  I think 
one  criticism  of  the  test  is  that  some  increase 
in  the  urobilinogen  occurs  in  pneumonia  it- 
self. I think  that  was  not  fully  taken  into 
consideration  in  that  report. 

Dr.  George  A.  Schumacher:  Dr.  Plum- 
mer, I would  like  to  ask  your  opinion  regard- 
ing this  problem  which  comes  up  frequently 
in  the  pneumonia  ward : Sometimes  it  takes  a 
little  time  after  admission  to  type  these  pa- 
tients, or  the  pneumococci  present  in  the 
sputum  do  not  type  out  specifically.  Would 
you  go  ahead  and  treat  with  sulfapyridine  re- 
gardless of  that  fact  and  take  the  chance  that 
later,  owing  to  changes  in  the  pneumococcus 
or  at  least  in  its  capsule,  you  may  not  be  able 
to  find  out  what  the  type  was?  Further- 
more, would  you  proceed  to  give  sulfapyridine 
without  knowing  that  the  pneumococcus  is 
the  etiologic  agent,  provided  you  are  con- 
fronted with  lobar  pneumonia? 

Dr.  Plummer:  Sulfapyridine  is  such  an 
effective  agent  that  it  should  be  used  without 
delay  just  as  soon  as  the  clinical  diagnosis 
of  pneumonia  is  made,  and  we  should  not 
wait  for  the  results  of  typing  or  the  results  of 
blood  culture.  As  far  as  I know,  there  is  no  | 
good  evidence  that  sulfapyridine  has  any 
effect  on  the  capsule  or  on  the  typing  of  the 
pneumococci.  That  was  reported  at  first,  but 
that  work  has  not  been  confirmed.  With 
recovery  of  the  patient  after  sulfapyridine  j 
therapy,  the  number  of  pneumococci  in  the 
sputum  diminishes,  making  typing,  particu-  j 
larly  by  the  direct  method,  more  difficult. 
However,  the  pneumococci  that  remain  are 
not  altered  in  any  way.  Furthermore,  pneu- 
mococci present  in  pleural  or  spinal  fluids  with 
high  sulfapyridine  levels  can  be  typed  by  the 
Neufeldt  method. 

Dr.  Ephraim  Shorr:  In  your  discussion  of  ) 
serum  therapy  you  did  not  differentiate  be- 
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tween  horse  and  rabbit  serum.  I wonder  if  you 
would  say  something  about  that? 

Dr.  Plummer:  One  of  the  recent  develop- 
ments in  the  treatment  of  pneumonia  has 
been  the  use  of  rabbit  serum.  At  the  present 
time  we  are  using  almost  exclusively  refined 
and  concentrated  rabbit  serum.  Rabbit 
serum  is  preferable  because  for  most  of  the 
types  it  is  possible  to  produce  a more  con- 
centrated preparation.  Also,  it  is  possible  to 
make  a potent  rabbit  serum  against  all  of  the 
pneumococcic  types,  even  type  III.  Recent 
reports  of  cases  treated  with  rabbit  serum 
show  fatality  rates  comparable  to  those  ob- 
tained when  sulfapyridine  is  used. 

Dr.  Eugene  F.  DuBois:  What  do  you  do 
in  addition  to  keeping  the  patient  busy  with 
the  dosage  of  sulfapyridine  and  with  serum, 
the  necessary  blood  counts,  and  so  on?  What 
other  measures  do  you  use  in  the  way  of 
drugs? 

Dr.  Plummer:  We  find  that  we  have  to 
use  much  less  in  the  way  of  drugs  than  we  did 
formerly.  We  use  oxygen  much  less  fre- 
quently than  we  did.  We  use  the  various 
measures  that  Dr.  Conner  has  outlined  for 
pain  and  occasionally  for  stimulation  of  the 
circulation.  It  seems  to  me  that  we  really 
employ  much  less  nonspecific  therapy  now 
than  we  did  formerly. 

Dr.  Travell:  Is  it  customary  or  advisable 
to  give  sodium  bicarbonate  together  with 
sulfapyridine  as  is  usually  done  in  the  case 
of  sulfanilamide? 

Dr.  Plummer:  Sodium  bicarbonate  is  fre- 
quently used  with  sulfapyridine,  although  its 
value  is  questionable  because  we  know  that 
renal  irritation  may  occur  and  sulfapyridine 
calculi  may  form  even  when  the  urine  is  alka- 
line. 

Dr.  Conner  : Is  the  pain  usually  influenced 
early  in  the  treatment  with  sulfapyridine? 

Dr.  Plummer:  I believe  that  it  is.  As  you 
spoke  about  pain  in  your  discussion  it  im- 
pressed me  that  the  course  of  pneumonia  had 
been  considerably  altered.  It  seems  to  me 
a long  time  since  we  have  seen  those  uncom- 
fortable patients  for  protracted  periods. 
When  we  do  see  them  and  give  them  sulfa- 
pyridine, I must  say  that  they  are  usually 
more  occupied  by  thoughts  of  their  stomach 
and  of  their  digestion  than  they  are  of  the 
pain  in  their  chest. 

Dr.  Gold:  We  should  have  a statement 
about  the  use  of  the  epinephrine  series  in  the 
treatment  of  pulmonary  edema  in  pneumonia. 
Dr.  Eggleston,  have  you  anything  to  offer 
on  this  point? 


Dr.  Cary  Eggleston:  I am  not  enthu- 
siastic about  the  use  of  epinephrine  in  pul- 
monary edema.  I have  not,  in  a number  of 
years  past,  used  epinephrine  or  any  of  its 
derivatives.  I do  not  believe  I have  ever 
found  it  necessary.  I think  other  agents 
such  as  morphine  in  adequate  doses,  phle- 
botomy when  there  is  increased  venous  pres- 
sure, and  the  administration  of  oxygen 
suffice.  These  are  much  more  satisfactory 
and  less  risky  to  the  patient  than  doses  of 
epinephrine  or  any  of  its  congeners.  So  my 
experience  with  epinephrine  in  the  treatment 
of  pulmonary  edema  in  recent  years  is  nil. 

Dr.  Plummer:  Should  we  ask  Dr.  Eggle- 
ston if  epinephrine  is  contraindicated  in  the 
treatment  of  severe  pneumonia? 

Dr.  Eggleston:  Harking  back  to  Dr. 
Conner’s  discussion  of  peripheral  circulatory 
or  vasomotor  failure,  theoretically  it  is  con- 
traindicated in  that  condition.  Certainly  I 
think  experience  shows  that  it  is  of  relatively 
little  use  in  combating  the  toxic  forms  of  cir- 
culatory failure,  and,  since  some  disastrous 
results  have  been  reported  which  seem  justly 
attributable  to  the  use  of  epinephrine,  I would 
personally  advise  against  it.  I do  not  use  it. 

Dr.  Gold:  How  often  do  patients  with 
pulmonary  edema  in  the  course  of  pneumonia 
recover? 

Dr.  Eggleston:  You  will  have  to  ask  the 
pneumonia  people  that.  They  are  dealing  in 
statistics. 

Dr.  Conner:  I think  they  do  sometimes 
recover  but  not  usually.  Patients  with  an 
extensive  fulminating  onset,  particularly  in 
the  first  two  or  three  days,  may  have  a severe 
pulmonary  edema  and  get  over  it,  and  then 
run  along  the  normal  course.  Don’t  you 
think  so,  Dr.  Plummer? 

Dr.  Plummer:  I think  that  is  true,  and 
since  we  have  been  using  sulfapyridine  and 
sulfathiazole  we  have  seen  most  remarkable 
recoveries.  Some  of  the  most  striking  re- 
sponses that  we  have  seen  are  in  those  indi- 
viduals who  came  into  the  hospital  with  cir- 
culatory collapse;  they  may  respond  quickly 
to  these  agents  and  make  most  remarkable 
recoveries.  I know  it  used  to  be  said  by  many 
clinicians  that  they  had  never  seen  a pneu- 
monia patient  with  pulmonary  edema  re- 
cover. I would  have  differed  with  that,  but 
I think  those  people  would  now  change  their 
opinion. 

Dr.  Eggleston:  The  important  point  that 
deserves  emphasis,  it  seems  to  me  from  my 
relatively  limited  experience  with  pneumonia 
is  that  the  entire  clinical  picture  of  the  course 
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of  the  disease  has  been  changed  radically  for 
the  better  with  the  introduction  of  these  more 
potent  serums  and  more  particularly  with  the 
introduction  of  sulfapyridine.  Certainly,  our 
wards  are  not  filled  with  the  desperately  ill 
pneumonia  patients  as  they  used  to  be. 

Dr.  Wilson  G.  Smillie:  Dr.  Plummer 
spoke  of  the  ease  of  administration  of  sulfa- 
pyridine. When  sulfapyridine  first  ap- 
peared, physicians  breathed  a sigh  of  relief 
from  the  administration  of  serum  in  private 
practice,  but,  as  Dr.  Plummer  has  described 
it,  the  administration  of  sulfapyridine  re- 
quires just  as  close  or  more  close  clinical  ap- 
plication than  does  the  administration  of 
serum.  It  is  perhaps  more  difficult  to  treat 
the  patient  in  the  home  with  sulfapyridine 
than  with  serum  itself.  Is  that  so? 

Dr.  Plummer:  Yes,  I would  say  that  these 
patients  have  to  be  watched  very  closely  and 
that  the  pneumonia  patient  still  belongs  in 
the  hospital  rather  than  in  the  home.  If  you 
compute  the  cost  of  blood  counts,  urine  analy- 
ses, and  additional  laboratory  work  that  has 
to  be  done  in  the  sulfapyridine-treated  case 
at  the  present  time,  you  will  find  that  it  costs 
just  as  much  and  there  is  probably  just  as 
great  an  expenditure  of  energy  in  taking  care  of 
patients  treated  with  sulfapyridine  as  with 
serum. 

Dr.  Gold:  Dr.  Travell,  would  you  sum- 
marize today’s  discussion? 

Dr.  Travell:  We  have  had  a bird’s-eye 
view  of  the  therapeutic  procedures  that  have 
had  a vogue  in  the  treatment  of  this  disease 
during  the  past  half  a century,  and  the  moral 
of  this  review  is  a caution  against  too  great 
optimism  in  evaluating  new  remedies.  An 
illustration  of  this  point  is  the  fact  that  the 
weight  of  pharmacologic  evidence  has  dis- 
proved the  original  clinical  impression  that 
certain  drugs,  such  as  digitalis  and  strych- 
nine, are  of  value  in  treating  the  blood  pressure 
collapse  in  pneumonia. 


In  the  management  of  pneumonia  the  de- 
tails of  treatment  are  important,  especially 
those  details  that  insure  rest  and  comfort 
for  the  patient.  The  relief  of  pain  should  be 
secured  by  whatever  measures  are  necessary, 
including  the  judicious  use  of  morphine,  poul- 
tices, physical  therapy,  or  even  artificial 
pneumothorax. 

Sulfonamide  therapy  has  produced  such  a 
change  in  the  whole  clinical  picture  of  pneu- 
monia that  the  relief  of  the  pneumonic  symp- 
toms, pain,  dyspnea,  cough,  and  cyanosis, 
now  rarely  presents  serious  difficulties.  At- 
tention is  focused  rather  on  the  problems  aris- 
ing from  the  toxic  actions  of  the  drugs,  such 
as  nausea  and  vomiting,  hematuria,  hepatitis, 
anemia  or  leukopenia,  and  drug  fever.  The 
clinical  advantages  of  combining  antipneu- 
mococcus serum  and  sulfonamide  therapy  is 
still  a controversial  matter,  although  evidence 
exists  for  the  belief  that  combined  therapy 
may  be  more  effective  than  either  serum  or  a 
sulfonamide  compound  alone. 

The  present  status  of  our  knowledge  re- 
garding important  aspects  of  sulfonamide 
therapy  has  been  concisely  presented:  its 
mechanism  of  action,  the  indications  for  com- 
bining serum  therapy  with  it,  the  contraindi- 
cations to  its  use,  plans  of  dosage,  the  effective 
routes  of  administration  of  sulfapyridine  and 
its  soluble  sodium  salt  and  some  allied  com- 
pounds. It  has  been  hinted  that  opinions  on 
these  points  should  not  be  too  fixed  and  may 
be  modified  as  time  passes.  For  instance,  a 
total  dose  of  16  Gm.  of  sulfapyridine  seems  to 
be  all  that  is  necessary  in  the  average  un- 
complicated case  of  pneumonia,  but  the  cri- 
teria for  dosage  are  not  yet  clearly  defined, 
and  it  is  possible  that  smaller  doses  may 
prove  equally  effective.  In  children,  cutting 
the  total  daily  dose  from  1 grain  to  3/4  grain 
per  pound  of  body  weight  seems  not  to  have 
reduced  the  efficacy  of  sulfapyridine  ther- 
apy. 


MAINTAINING  THE  SUPPLY 

The  decision  to  exempt  medical  students  from 
conscription  till  after  completion  of  their  intern- 
ships assures  the  nation  of  a continuous  supply  of 
qualified  physicians,  says  the  New  York  Medical 
Week.  This  is  a prime  necessity  in  war  or 
peace.  The  country  would  lose  more  than  it 
stands  to  gain  by  interrupting  the  arduous 
tempo  of  the  medical  course  for  military  train- 
ing. 

It  goes  without  saying  that  the  medical 
student  has  as  great  an  obligation  as  anyone  else  to 
share  in  the  defense  of  his  country.  The  career 
for  which  he  is  fitting  himself,  however,  is  an 
essential  part  of  any  preparedness  program.  He 


can  render  greater  service  during  his  period  of 
conscription  if  he  is  already  equipped  with  the 
professional  skill  he  will  exercise  later  on  than 
if  he  is  drafted  during  his  student  days,  when  he 
is  neither  physician  nor  soldier. 

For  the  young  men  in  medical  school,  there- 
fore, there  is  no  greater  patriotic  duty  than  to 
complete  their  studies  promptly  and  well. 
They  are  being  granted  deferment  because  the 
government  believes  they  can  serve  the  country 
better  after  graduation  than  before.  In  return 
for  the  privilege  of  completing  their  professional 
studies  without  interruption,  they  are  expected 
to  spare  no  effort  in  those  studies. 


Medical  News 


Southern  Medical  Association’s  New  President 


HPHE  Southern  Medical  Journal  in  its  January, 
1941,  issue  carried  the  following  editorial  on 
Dr.  Paul  Henry  Ringer,  of  Asheville. 

“A  man  of  many  gifts  is  the  new  president, 
Dr.  Paul  H.  Ringer,  a linguist  and  a musician, 
as  well  as  one  of  the  most  scholarly  members  of 
the  medical  profession. 

“He  was  born  in  New  York  City,  November  6, 
1881,  the  only  child  of  Severin  and  Elisa  Minot 
Ringer.  His  father,  a Pole  by  birth,  was  Pro- 
fessor of  Modern  Languages  at  Lehigh  Univer- 
sity. His  mother  was  a Belgian,  and  an  accom- 
plished musician.  Dr.  Ringer  attended  private 
schools  in  New  York,  received  his  A.B.  from 
Columbia  University  in  1901,  and  his  M.D.  in 
1904.  He  served  internships  in  Bethlehem, 
Pennsylvania,  and  New  York  City,  and  came 
to  Asheville,  North  Carolina,  to  begin  practice 
in  1906.  He  was  associated  with  the  late  Dr. 
Charles  L.  Ninor,  and  specialized  early  in  dis- 
eases of  the  chest.  His  years  of  practice  have 
covered  the  period  of  prominence  of  Asheville  in 
the  field  of  tuberculosis;  and  he  himself  has 
achieved  prominence  for  his  work  particularly 
in  this  disease. 

“In  1915  Dr.  Ringer  married  Miss  Eleanor 
Varick  Morrison,  of  Asheville.  They  have  two 
children,  Paul,  Jr.,  a graduate  of  Princeton  and 
now  a student  at  the  Vanderbilt  University  Medi- 
cal School,  and  Eleanor,  who  is  at  Sweet  Briar 
College. 

“In  the  World  War  Dr.  Ringer  served  as  Cap- 
tain in  the  Medical  Corps  of  the  United  States, 
attached  to  the  Italian  Army  at  Base  Hospital 
102  in  Vicenza,  Italy.  He  has  had  many  medi- 


cal and  civil  honors,  including  the  presidency  of 
his  state  medical  association  and  of  leading  or- 
ganizations for  the  study  and  prevention  of  tuber- 
culosis. 

“He  speaks  French  and  German  fluently,  has  a 
singing  voice  of  fine  quality,  and  is  a gifted 
speaker.  A fluent  writer,  he  is  also  an  omnivo- 
rous reader  with  a catholic  taste  in  literature. 
He  has  made  many  contributions  to  medical  peri- 
odicals. He  is  broadly  civic  minded  and  in  Ashe- 
ville has  headed  the  Community  Chest  among 
other  charitable  organizations,  and  the  Civic  Mu- 
sic Association,  and  he  is  active  in  the  Presby- 
terian Church,  in  which  he  is  an  elder.  His 
memberships  include  the  Columbia  University 
Club  of  New  York,  Biltmore  Forest  Country 
Club,  Pen  and  Plate  Club,  and  the  Civitan 
Club. 

“He  has  been  president  of  the  Southern  Tuber- 
culosis Conference,  has  held  office  in  several  of 
the  special  societies,  and  is  a diplomate  of  the 
American  Board  of  Internal  Medicine. 

“In  1913  he  joined  the  Southern  Medical  As- 
sociation and  since  then  has  attended  twenty  of 
its  meetings.  In  1928  he  was  General  Chair- 
man of  the  Asheville  meeting  of  the  Southern 
Medical  Association  and  for  six  years  represented 
North  Carolina  on  the  Council  of  the  Associa- 
tion. 

“To  a rare  degree  he  combines  the  qualities  of 
scholarship,  ability  as  an  internist  and  diagnos- 
tician, leadership  and  forceful  speaking.  Few 
men  have  reached  the  presidency  of  the  Southern 
Medical  Association  so  well  equipped  for  the 
office  and  with  such  widespread  approval  of  his 
associates  as  has  Dr.  Ringer.” 


Progress  of  the  War  on  Infantile  Paralysis 


CEVERAL  important  developments  were  re- 
^ ported  at  the  first  annual  medical  meeting  of 
the  National  Foundation  for  Infantile  Paralysis 
at  the  Waldorf-Astoria  Hotel  in  New  York  City 
on  November  7 and  8. 

Grantees  receiving  funds  are  making  studies 
in  epidemiology,  virus  research,  relationship  of 
nutrition  to  poliomyelitis,  and  the  prevention  and 
treatment  of  the  disease.  In  addition,  a pro- 
gram of  professional  and  lay  education  has  been 
promoted. 

Some  of  the  problems  are  so  baffling  that  the 
workers  can  only  report  progress  or  tell  of 
promising  leads  being  followed  up,  but  in  other 
cases  the  news  is  more  encouraging. 

Research  on  the  Virus 

The  Committee  on  Virus  Research  reported 
that  studies  were  being  conducted  to  determine 
the  nature  of  the  poliomyelitis  virus.  Paul  F. 
Clark,  Ph.D.,  of  the  University  of  Wisconsin, 
has  concentrated  the  virus  infected  material 
obtained  from  spinal  cords  of  monkeys  so  that 
infection  may  be  produced  in  dilution  of  one 
part  to  ten  million.  Dr.  Hubert  S.  Loring, 
Leland  Stanford  University,  who  has  been 
studying  the  purified  and  concentrated  virus, 
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concluded  that  the  virus  is  protein  in  nature, 
or  contains  protein  material.  The  properties 
and  chemical  nature  of  the  virus  will  continue 
to  be  studied. 

Drs.  John  R.  Paul  and  James  D.  Trask,  Yale 
University  School  of  Medicine,  reported  the 
finding  of  the  poliomyelitis  virus  in  stools  of 
patients,  contacts,  and  in  sewage  collected  from 
epidemic  areas.  Dr.  S.  D.  Kramer,  Michigan 
Department  of  Health  Laboratories,  reported 
the  occurrence  of  healthy  carriers  in  an  institu- 
tional outbreak  in  Detroit. 

Reports  were  made  of  the  efforts  to  produce 
infection  with  poliomyelitis  viruses  in  animals 
other  than  the  monkey.  This  confirmed  the 
previously  reported  findings  of  Armstrong  to 
the  effect  that  the  Lansing  strain  could  be  made 
to  produce  infection  in  various  cotton  rats.  All 
investigators,  excepting  Dr.  John  A.  Toomey  of 
the  Western  Reserve  University  School  of  Medi- 
cine, reported  that  only  this  one  strain  could  be 
made  to  produce  disease  in  the  cotton  rat. 
Toomey,  however,  had  success  in  growing,  by  a 
special  technic,  several  other  old  as  well  as 
newly  isolated  strains  in  the  cotton  rat.  This 
observation  may  be  of  utmost  importance  in  con- 
ducting further  clinical  and  epidemiologic  studies. 
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The  distribution  of  the  virus  in  the  body  was 
reported  by  Drs.  R.  D.  Lillie,  the  National 
Institute  of  Health  in  Washington,  Albert  B. 
Sabin,  University  of  Cincinnati,  John  F.  Kessel, 
University  of  Southern  California,  and  others. 

All  showed  that  the  virus  could  be  routinely 
recovered  from  central  nervous  tissue  of  human 
fatal  cases  and  from  experimental  animals,  and 
that  excepting  for  tonsils,  adenoids,  and  lymph 
gland  tissue,  no  other  part  of  the  body  was 
shown  to  harbor  the  infection. 

Studies  of  Immunity 

Studies  on  the  development  of  active  and 
passive  immunities  were  reported.  All  attempts 
at  producing  immunity  have  thus  far  met  with 
failure.  Dr.  Kessel  reported  that  one  infection 
did  not  routinely  protect  monkeys  from  subse- 
quent disease  on  re-inoculation.  He  also  made 
the  observation  that  there  was  little  relationship 
between  the  presence  of  neutralizing  antibodies 
in  the  blood  stream  and  immunity  to  the  disease. 

Investigations  of  Aftereffects 

Reports  were  received  from  grantees  who  are 
studying  both  the  effects  of  the  disease  and  the 
methods  of  prevention  of  damage.  Dr.  Donald 
Young  Solandt,  University  of  Toronto,  con- 
cluded that  the  muscular  fibrillation  resulting 
from  nerve  destruction  is  not  the  primary  cause 
of  atrophy  of  paralyzed  muscle.  Dr.  Clinton 
N.  Woolsey,  Johns  Hopkins  University  School 
of  Medicine,  concurred  in  these  results,  but  Dr. 
Samuel  Soskin,  Michael  Reese  Hospital  in 
Chicago,  felt  that  in  the  animals  which  he 
studied  fibrillation  did  play  an  important  part 
in  the  degree  of  atrophy  resulting  from  nerve 
destruction. 

Gross  and  microscopic  pathologic  studies  of 
paralyzed  muscles  carried  on  by  Dr.  Herbert  E. 
Hipps,  the  Crippled  Children  Hospital  in  Marlin, 
Texas,  showed  that  occasionally  muscles  de- 
veloped a bandlike  form  of  degeneration,  and 
that  when  mattress  sutures  were  used  to  connect 
the  muscle  above  and  below  these  bands,  good 
functional  results  were  obtained. 

Surgical  Treatment 

Several  studies  have  been  completed  and  others 
are  still  being  conducted  that  measure  the  end 

County 

Bronx  County 

The  Speakers  Bureau  of  the  county  society 
has  compiled  a list  of  medical  topics  on  which 
its  members  will  deliver  free  talks  before  local 
organizations. 

Bronx  pharmacists  have  adopted  the  practice 
of  delivering  prescriptions  containing  narcotics 
either  to  the  patient’s  home  or  to  the  prescribing 
physician’s  office  to  thwart  users  of  fake  pre- 
scription blanks,  it  was  revealed  at  a recent 
meeting  of  the  public  relations  committee  of 
the  Bronx  County  Medical  Society. 

A resolution  was  adopted  deeming  it  ‘‘poor 
taste”  for  prescription  blanks  to  be  printed  by 
pharmacists  bearing  the  latter’s  name.  Meth- 
ods were  discussed  to  amend  or  revoke  the  law 
permitting  podiatrists  to  use  the  title  “doctor” 
with  their  names  in  1943.  It  was  suggested 


results  of  various  forms  of  surgical  and  conserva- 
tive treatment.  Drs.  George  E.  Bennett  and 
Raymond  E.  Lenhard,  The  Children’s  Hospital 
School  in  Baltimore,  concluded  that  if  the  maxi- 
mum benefits  of  physical  therapy  are  to  be 
secured,  patients  must  be  under  such  care  within 
six  months  of  the  onset.  They  further  showed 
that  97  per  cent  of  all  weakened  or  paralyzed 
muscles  regain  the  maximum  possible  strength 
within  eighteen  months  after  onset  of  treatment. 
Dr.  William  B.  Carrell,  Texas  Scottish  Rite 
Hospital  in  Dallas,  confirmed  these  observations. 
In  addition,  he  concluded  that  rest  with  physical 
therapy  in  the  hospital  had  no  advantage  over 
similar  treatments  given  in  the  home.  Hospital 
care  over  long  periods  was  of  decided  advantage 
only  when  underwater  treatments  were  used. 
Dr.  Carrell  also  pointed  out  the  disadvantages 
of  plaster  casts  continued  over  periods  of  from 
four  to  six  months,  even  when  the  patients 
reported  for  frequent  reapplications  of  the  casts. 

The  value  of  rest  treatment  was  further  em- 
phasized by  laboratory  studies  on  infected 
monkeys.  Dr.  Sidney  O.  Levinson,  Michael 
Reese  Hospital  in  Chicago,  showed  that  monkeys 
forced  to  exercise  during  the  active  disease 
process  had  not  only  a greater  amount  of 
paralysis  but  also  a higher  death  rate. 

Educational  Activities 

To  inform  both  professional  workers  and  the 
public  of  certain  aspects  of  this  disease  an  educa- 
tional program  has  been  conducted.  An  exhibit 
at  the  New  York  World’s  Fair  was  viewed  by 
over  five  million  persons.  Scholarships  have 
been  made  available  through  the  National  Re- 
search Council  to  physicians  wishing  to  specialize 
in  orthopedic  surgery  or  virology.  Other 
scholarships  have  been  made  available  to  nurses 
wishing  to  specialize  in  the  orthopedic  aspects 
of  public  health  nursing.  Graduate  instruction 
in  physical  therapy  also  has  been  provided. 

Booklets  have  been  prepared  and  widely  dis- 
tributed dealing  with  the  use  of  the  respirator, 
the  nursing  care  of  poliomyelitis  patients,  and 
other  phases  of  the  problem. 

At  this  meeting  additional  grants  were  recom- 
mended for  continuation  of  existing  studies  or 
new  investigations  in  the  amount  of  $137,350. 

News 

that  the  State  Society  select  an  outstanding 
physician  as  a candidate  for  the  legislature. 

Dr.  Joseph  Golomb,  president  of  the  county 
society,  was  one  of  the  principal  speakers  at  the 
dedication  of  the  new  $400,000  Tremont  Health 
Center  on  January  7. 

The  county  society  met  at  Burnside  Manor 
on  January  15  and  listened  to  the  following  pro- 
gram: 

“Allergy  in  General  Practice”  by  Dr.  Aaron 
Brown;  “Allergic  Dermatosis”  by  Dr.  Marion 
B.  Sulzberger;  Discussion  by  Dr.  Abner  Stern, 
Dr.  David  Engelsher,  and  Dr.  Samuel  Feldman. 

An  elaborate  and  valuable  dermatologic  exhibit 
was  also  shown. 

The  number  of  maternal  deaths  in  the  bor- 
ough of  the  Bronx  in  1940  was  less  than  in 
previous  years  by  almost  42  per  cent. 


287 


A Vehicle  that 
Stimulates  the  Appetite 

Wyeth’s  BEWON  ELIXIR  is  an  excel- 
lent  vehicle  for  many  medicaments.  It 
is  compatible  with  most  drugs. 

Standardized  to  contain  500  Interna- 
tional Units  of  Vitamin  Bi  (thiamin 
chloride)  per  ounce,  BEWON  ELIXIR 
stimulates  the  appetite  and  is  indicated 
in  Vitamin  Bi  deficiencies. 

Supplied  in  Pint  and  Gallon  bottles 

JOHN  WYETH  & BROTHER 

INCORPORATED  • PHILADELPHIA,  PA. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
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Broome  County 

The  members  of  the  county  society  were 
guests  of  the  officers  of  the  Thirty-first  Medical 
Regiment  at  the  meeting  on  January  14  at  the 
Binghamton  City  Hospital.  Lieut.-Col.  R.  J. 
Wharton,  Medical-Reserve  Commanding  Of- 
ficer of  the  31st  Medical  Regiment  spoke  on 
“The  Medical  Regiment,”  illustrated  by  a sound 
motion  picture.  Major  Fred  L.  Ritter,  Medical- 
Reserve,  Assistant  Plans  and  Training  Officer 
for  the  1st  Military  Area  at  Syracuse,  discussed 
“The  Army  Medical  Service  and  the  Civilian 
Physician.”  Open  discussion  and  questions 
from  the  floor  followed. 

Radio  talks  were  given  on  the  five  Thursday 
evenings  in  January  by  Drs.  F.  M.  Dyer, 
Jacob  Zillhardt,  C.  B.  Henry,  R.  J.  McMahon, 
and  Vesta  M.  Rogers. 

Cayuga  County 

Dr.  Wilfred  Sefton  was  elected  president 
of  the  county  society  at  the  135th  annual  meet- 
ing which  preceded  a dinner  in  the  Palm  Room 
of  the  Osborne  Hotel  in  Auburn  on  December 
19. 

Other  officers  elected  were:  vice-president, 
Dr.  M.  0.  Parker;  secretary,  Dr.  S.  J.  Karpenski; 
treasurer,  Dr.  Robert  J.  Thomas. 

Dr.  Harry  S.  Bull  was  elected  delegate  to  the 
convention  of  the  State  Society  and  Dr.  George 
C.  Sincerbeaux,  alternate.  Dr.  Donald  M. 
Green  was  elected  to  represent  the  county 
society  at  the  convention  of  the  Seventh  Dis- 
trict with  Dr.  W.  B.  Wilson  alternate. 

The  censors  chosen  consist  of  Dr.  W.  A. 
Tucker,  Dr.  D.  D.  Althouse,  Dr.  W.  B.  Wilson, 
Dr.  L.  D.  Burlington,  and  Dr.  E.  H.  Wood. 

Chemung  County 

Dr.  Charles  Hendee  Smith,  of  New  York 
University  College  of  Medicine,  arranged  a 
course  on  pediatrics  for  the  Chemung  County 
Medical  Society.  The  first  lecture,  titled  “The 
Pneumonias  of  Childhood,”  was  presented  by  Dr. 
Smith  on  January  8.  Other  lectures  in  the 
series  will  be  given  as  follows  at  the  Mark 
Twain  Hotel,  Elmira:  6:30  p.m.  February  12: 
“Rheumatic  Fever,  Chorea  and  Heart  Disease,” 
Dr.  Katherine  Dodge,  professor  of  pediatrics, 
New  York  University  College  of  Medicine ; March 
12:  “Preventive  Pediatrics  and  the  Periodic 

Health  Examination,”  by  Dr.  Gaylord  W. 
Graves,  clinical  professor  of  pediatrics,  New  York 
University  College  of  Medicine. 

Plans  for  a fourth  lecture  on  “The  Growing 
Feet  of  Children”  are  being  made. 

Cortland  County 

At  the  annual  meeting  of  the  county  society 
on  December  20,  the  following  officers  were 
elected  for  1941:  president,  Dr.  Robert  H. 

Brink;  vice-president,  Dr.  Harvey  S.  Kinne; 
treasurer,  Dr.  Bert  R.  Parsons;  secretary,  Dr. 
William  A.  Wall;  delegate,  Dr.  James  Walsh; 
alternate,  Dr.  Daniel  R.  Reilly;  all  of  Cortland. 

— Reported  by  W.  A.  Wall , M.D.,  Secretary. 

Delaware  County 

These  officers  for  1941  were  elected  on  Decem- 
ber 21  at  the  annual  meeting  of  the  county  so- 
ciety at  the  Elm  Tree  Restaurant  in  Delhi: 


president,  Dr.  Jerome  Kogan,  Stamford;  vice- 
president,  Dr.  Floyd  R.  Bates,  Walton;  secretary- 
treasurer,  Dr.  Orin  Q.  Flint,  Delhi;  delegate  to 
state  convention,  Dr.  Robert  Brittain,  Downs- 
ville. 

Dutchess  County 

The  county  society  held  its  annual  meeting 
on  January  8 at  the  Hudson  River  State  Hos- 
pital. A talk  was  given  on  “Diagnosis  and 
Treatment  of  Arthritis,”  by  Dr.  Currier  Mc- 
Ewen,  head  of  the  arthritis  clinic  at  New  York 
University  College  of  Medicine. 

The  following  officers  were  elected  for  the 
ensuing  year:  president,  Dr.  James  T.  Har- 

rington, Poughkeepsie;  vice-president,  Dr. 
Edgar  F.  Powell,  Fishkill;  secretary-treasurer, 
Dr.  John  F.  Rogers,  Poughkeepsie;  secretary, 
Dr.  Louis  W.  Stoller,  Red  Hook;  censors,  Drs. 
Alva  L.  Peckham,  Howard  P.  Carpenter,  Gil- 
bert S.  Tabor,  Howard  S.  Bulkeley,  Julius  E. 
Haight;  delegates,  Drs.  Samuel  E.  Appel  and 
Scott  Lord  Smith;  alternate  delegates,  Drs. 
Earle  W.  Voorhees  and  James  J.  Toomey. 

Erie  County 

The  medical  school  of  the  University  of  Buf- 
falo is  giving  a series  of  free  public  lectures  in 
January  and  February  on  new  developments 
in  medical  science. 

The  first  lecture  was  given  by  Dr.  Earl  D. 
Osborne,  professor  of  dermatology  and  syphil- 
ology,  on  “What  You  Should  Know  About  Syphi- 
lis,” on  January  12. 

Other  speakers  are : 

January  26,  Dr.  James  E.  King,  F.A.C.S., 
emeritus  professor  of  gynecology,  “Common 
Diseases  of  Women”;  February  9,  Dr.  Herbert 
A.  Smith,  professor  of  surgery,  “Acute  Appen- 
dicitis”; and  February  23,  Dr.  David  K.  Miller, 
professor  of  medicine,  ‘/Foods  and  Vitamins.” 

The  series  is  sponsored  by  the  medical  school’s 
newly  established  department  of  postgraduate 
and  continuation  teaching,  of  which  Dr.  A.  H. 
Aaron  is  chairman. 

The  department  will  conduct  the  annual  two- 
week  postgraduate  course  for  physicians,  will 
bring  outstanding  medical  figures  to  Buffalo 
for  lectures,  will  extend  medical  education  to 
physicians  of  other  counties  of  Western  New 
York  and  will  disseminate  knowledge  of  latest 
medical  advancement  to  the  public. 

The  meeting  of  the  section  of  obstetrics  and 
gynecology  of  the  Buffalo  Academy  of  Medicine 
on  December  18  was  devoted  to  a symposium  on 
“Care  of  the  Newborn.”  On  January  15,  the 
Section  of  Medicine  heard  a paper  on  “Common 
Errors  in  Cardiac  Diagnosis,”  by  Dr.  A.  C. 
Ernstene,  of  the  Cleveland  Clinic;  and  on  Janu- 
ary 22  the  Section  of  Obstetrics  and  Gynecology 
listened  to  an  address  on  “Endocrine  Therapy  in 
Gynecology,”  by  Dr.  R.  W.  TeLinde,  of  Johns 
Hopkins  Hospital. 

The  inaugural  meeting  of  the  Western  New 
York  Surgical  Association  was  held  in  Buffalo, 
at  the  General  Hospital  on  November  26. 

The  morning  Operative  Clinics  were  con- 
ducted by  the  following  physicians:  Dr.  James 

E.  King,  Dr.  Herbert  A.  Smith,  Dr.  W.  W. 
Plummer,  Dr.  D.  C.  McKenney,  Dr.  Walter  L. 
Machemer,  Dr.  James  C.  Sullivan,  Dr.  J.  Sutton 
Regan. 
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Afternoon  clinics  and  papers  were  given  by 
Dr.  C.  C.  Cott,  Dr.  D’Arcy  MacGregor,  Dr. 
Ivan  Koenig,  Dr.  F.  J.  Parmenter,  Dr.  Theo- 
dore Jacobs,  Dr.  J.  Sutton  Regan,  Dr.  Scott 
Ryerson,  Dr.  Wallace  B.  Hamby,  Dr.  Paul 
Searles,  Dr.  Robert  P.  Dobbie. 

Franklin  County 

A bronze  tablet  has  been  placed  in  the  First 
Presbyterian  Church  in  Fort  Covington  in 
memory  of  Dr.  William  N.  Macartney,  author  of 
“Fifty  Years  a Country  Doctor.” 

Fulton  County 

Following  are  the  new  officers  of  the  county 
society  for  1941:  president,  Dr.  Burchard  A. 
Winne,  Johnstown;  vice-president,  Dr.  John 
R.  Ford,  Gloversville;  secretary,  Dr.  Louis 
Tremante,  Gloversville;  treasurer,  Dr.  Daniel 
M.  McMartin,  Johnstown;  censors,  Drs.  Harry 
C.  Denham,  Gloversville,  Byron  E.  Chapman, 
Broadalbin,  Avery  H.  Sarno,  Johnstown; 
delegate,  Dr.  Sylvester  C.  Clemens,  Glovers- 
ville; alternate,  Dr.  Everett  N.  Perkins, 
Gloversville. 

Jefferson  County 

The  regular  monthly  meeting  of  the  county 
society  was  held  on  January  9 at  the  Black 
River  Valley  Club.  Dinner  was  served  at  6:30. 
“Fever  Therapy”  was  discussed  by  Dr.  Nathaniel 
Jones,  resident  radiologist  at  the  Strong  Memo- 
rial Hospital  in  Rochester. 

Kings  County 

The  Bay  Ridge  Medical  Society  marked  its 
twenty-fifth  anniversary  on  January  18  with  a 
dinner  at  the  Hotel  Bossert. 

Dr.  Maurice  Dattelbaum,  president-elect  of 
the  Medical  Society  of  Kings  County,  inducted 
the  newly  elected  1941  officers  of  the  East  New 
York  Medical  Society  on  January  6 at  its  annual 
installation  meeting.  Dr.  Thomas  A.  Gonzales, 
the  city’s  chief  medical  examiner,  was  the  guest 
speaker  and  discussed  “Medical  Aspects  of 
Crime  Detection.” 

Dr.  William  Browning,  who  died  on  January  5 
at  the  age  of  85,  was  president  of  the  county 
society  in  1901  and  was  still  a trustee  at  his 
death.  He  was  long  its  librarian  and  later 
directing  librarian.  In  1898  he  was  one  of  the 
founders  of  the  American  Medical  Library 
Association  and  was  president  of  that  important 
national  organization  from  1917  to  1919.  He 
was  the  founder  and  first  president  of  the  Asso- 
ciated Physicians  of  Long  Island. 

Dr.  Browning  also  made  a notable  contribu- 
tion to  the  literature  of  medicine  and  was  widely 
known  for  his  books  and  his  articles  in  technical 
journals. 

His  specialty  was  neurology,  and  he  was  pro- 
fessor of  neuropsychiatry  at  Long  Island  College 
Hospital  for  many  years.  He  served  as  state 
examiner  in  lunacy  since  1893.  Few  physicians, 
declares  the  Brooklyn  Eagle , have  contributed 
as  much  to  their  chosen  field  as  did  Dr.  Browning. 

Monroe  County 

The  following  county  society  officers  have 
been  elected:  president,  Dr.  C.  Stewart  Nash; 
vice-president,  Dr.  James  K.  Quigley;  secre- 


tary, Dr.  William  A.  MacVay;  treasurer.  Dr. 
John  J.  Rooney.  All  are  of  Rochester. 

Dr.  James  M.  Flynn,  president  of  the  State 
Society,  was  the  guest  speaker  at  a meeting 
of  the  Rochester  Society  of  X-ray  Technicians 
in  St.  Mary’s  Hospital,  Rochester,  on  January  3. 

Any  defense  emergency  requiring  medical  aid 
in  Rochester  and  Monroe  County  can  be  handled 
by  the  county  medical  society,  it  is  announced 
after  completion  of  a “meaical  preparedness 
analysis  file”  listing  the  available  medical 
resources  in  the  city  and  vicinity. 

Dr.  C.  Stewart  Nash,  new  society  president, 
said,  “our  analysis,  based  on  data  obtained  from 
the  answers  to  questionnaires  from  546  physi- 
cians in  a resource  study  begun  last  August, 
indicates  the  present  and  possible  service  which 
members  of  the  society  are  best  qualified  to 
render.” 

A Medical  Defense  Planning  Conference  was 
held  on  January  16  in  the  Academy  of  Medicine 
auditorium,  sponsored  by  the  Medical  Defense 
Committee,  headed  by  Dr.  Clarence  P.  Thomas. 

An  emergency  first-aid  training  program  for  all 
Rochester  police  and  firemen  is  planned  by  the 
safety  committee  of  the  county  society.  The 
city’s  commissioner  of  public  safety  has  promised 
to  cooperate. 

New  York  County 

The  adoption  by  The  New  York  Academy  of 
Medicine  of  a five-year  fund-raising  program  to 
increase  the  endowment  fund  of  the  academy 
by  $1,250,000  to  carry  on  without  curtailment 
its  multifarious  projects  in  the  fields  of  public 
health  and  medical  education  was  announced 
by  Dr.  Malcolm  Goodridge,  president  of  the 
academy,  in  his  inaugural  address  commencing 
his  second  two-year  term  on  January  2. 

Under  the  plan  Dr.  Goodridge  announced, 
“we  seek  to  raise  $550,000  for  structural  changes 
in  the  library  and  for  greatly  needed  support  of 
our  annual  budget.  During  this  five-year 
period,  it  is  our  hope  and  intent  to  increase  our 
endowment  fund  by  $1,250,000,  so  that  at  the 
conclusion  of  this  lustrum  there  may  be  no 
interruption  in  academy  activities.” 

The  scientific  program  of  the  evening  was 
devoted  to  “Newer  Knowledge  of  the  Steroid 
Hormones.” 

In  order  to  save  $135,000  in  x-ray  expenses, 
it  is  charged,  the  government  has  sent  300,000 
National  Guardsmen  to  camps  without  adequate 
chest  examinations — and  has  thereby  assumed  a 
risk  of  at  least  $30,000,000  in  future  liabilities. 

The  charge  was  made  by  Dr.  Ramsey  Spill- 
man, who  told  a meeting  of  the  New  York 
County  Medical  Society,  at  The  Academy  of 
Medicine,  on  December  23  that  he  was  appalled 
by  the  potentialities  of  the  government’s  action. 

The  guardsmen’s  chests  were  not  x-rayed 
before  they  went  into  training,  he  said,  because 
with  the  x-ray  machines  now  available,  using 
14  X 17-inch  film,  each  such  examination 
would  have  cost  fifty  cents. 

Inasmuch  as  a new  fluorograph,  using  a 4 X 5- 
inch  film  will  be  available  next  spring  and  will 
reduce  the  costs  of  the  examinations  to  five 
cents  each,  according  to  Dr.  Spillman,  the  pro- 
cedure was  postponed  until  that  time. 

Here  is  how  Dr.  Spillman  figures  the  liabili- 
ties the  U.  S.  has  risked: 


NEW  ANTIGONOCOCCIC  AGENT 
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SULFATHIAZOLE 

WINTHROP 


WINTHROP 


WINTHROP 
CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit 
for  the  physician 

NEW  YORK,  N.  Y.  WINDSOR,  ONT. 


772M 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


292 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


When  the  chests  of  the  300,000  guardsmen 
now  in  camp  eventually  are  examined,  it  may  be 
expected  that  10  to  14  per  1,000  will  be  found 
tubercular. 

This  would  indicate  a total  of  at  least  3,000 
cases  of  tuberculosis  among  the  guardsmen  now 
in  camp. 

Service  disability  claims  resulting  from  tuber- 
culosis among  World  War  veterans  have  cost 
the  U.  S.  about  $10,000  each  during  the  last 
twenty  years. 

Three  thousand  cages  of  tuberculosis  among 
the  men  now  in  camp  could  therefore  be  ex- 
pected to  cost  at  least  $30,000,000  during  the 
next  twenty  years. 

Oneida  County 

Dr.  F.  J.  Rossi,  retiring  president  of  the 
county  society,  was  the  speaker  at  the  annual 
luncheon  meeting  in  the  Hotel  Utica  on  January 
9. 

Dr.  William  Powell,  eighty-four,  of  Utica, 
who  died  on  January  9,  had  practiced  medicine 
fifty-nine  years. 

Ontario  County 

Dr.  Benjamin  R.  Slater,  of  Rochester,  was  the 
speaker  at  the  quarterly  meeting  of  the  county 
society  at  the  Canandaigua  Hotel  on  January 
14.  A business  meeting  was  held  at  five  o’clock 
with  dinner  later. 

At  the  scientific  session,  Dr.  Slater  spoke  on 
“Aspects  of  the  Workmen’s  Compensation  Law 
with  Comments  on  Occupational  Diseases,” 
illustrated  by  lantern  slides. 

Dr.  Alfred  M.  Armstrong  was  host  to  the 
Canandaigua  Medical  Society,  on  January  9 
at  his  home  on  the  West  Lake  road.  Dr. 
Philip  M.  Standish  gave  the  presidential  address. 

Orleans  County 

Dr.  Julius  Layer  of  Lyndonville  was  elected 
president  of  the  county  society  at  the  annual 
meeting  in  Albion  on  December  19. 

Other  officers  elected  were : Dr.  James  Elson, 

Albion,  vice-president;  Dr.  Ellen  M.  Nicholson, 
Albion,  secretary;  Dr.  Edward  T.  Eggert, 
Knowlesville,  treasurer.  Dr.  R.  E.  Brodie 
and  Dr.  John  Dugan,  both  of  Albion,  and  Dr. 
Charles  Padelford,  of  Holley,  were  appointed 
censors. 

The  fee  schedule  for  medical  and  surgical 
services  to  welfare  clients,  as  submitted  by  the 
Orleans  County  Commissioner  of  Public 
Welfare,  was  read  and  discussed  at  length. 
This  was  finally  tabled,  for  although  agreement 
was  reached  on  most  items,  several  important 
services,  it  was  felt,  required  further  discussion 
and  conference. 

The  scientific  part  of  the  program  was  pre- 
sented by  Dr.  Richard  Phillips,  of  Rochester, 
who  spoke  on  intravenous  anesthesia.  Follow- 
ing the  paper,  there  was  an  informal  discussion, 
after  which  dinner  was  held  at  the  Orleans 
Hotel. — Reported  by  Ellen  M.  Nicholson , M.D., 
Secretary. 

Oswego  County 

Dr.  F.  Edward  Fox  has  been  elected  presi- 
dent of  the  county  society  for  the  coming  yeati 

Other  officers  elected  are:  Dr.  Grover1-  C. 

Elder,  Oswego,  vice-president;  Dr.  Harold  F. 


McGovern,  Fulton,  secretary  and  treasurer; 
Dr.  K.  Wood  Jarvis,  Oswego,  censor;  Dr.  H.  M. 
Wallace,  Oswego,  delegate  to  the  state  conven- 
tion. 

Queens  County 

The  survey  of  free  service  rendered  by  doc- 
tors in  one  Queens  hospital  showed  that  each 
doctor  gave  $6,000  worth  of  service  in  1939. 
This  survey  was  so  well  thought  of  that  the 
United  Hospital  Fund  is  using  it  as  a sample  to 
check  all  the  hospitals  in  New  York  City. 

Richmond  County 

The  county  society  met  on  January  8 at  the 
borough  Health  Center,  and,  after  a brief  busi- 
ness session,  Colonel-Dr.  Louis  H.  Bauer,  of 
Hempstead,  first  vice-president  of  the  Second 
District  Branch  of  the  State  Society  spoke  on 
“Medical  Military  Preparedness.” — Reported  by 
George  W.  McCormick , M.D.,  Secretary. 

Saratoga  County 

A course  of  lectures  on  treatment  of  com- 
mon diseases,  sponsored  by  the  Council  Com- 
mittee on  Public  Health  and  Education  of  the 
State  Society,  was  arranged  for  members  of  the 
Saratoga  County  Medical  Society  by  Dr.  Clay- 
ton W.  Greene,  Buffalo,  in  January. 

The  meetings  were  conducted  at  Saratoga 
Hospital  each  Wednesday.  The  last  two  lec- 
tures in  the  course  were  given  in  cooperation 
with  the  State  Department  of  Health. 

Schenectady  County 

The  county  society  met  in  the  auditorium 
of  the  Nurses’  Home  at  Ellis  Hospital  on  Janu- 
ary 7. 

The  business  meeting  was  followed  by  a talk 
by  Dr.  F.  A.  D.  Alexander,  director  of  the  de- 
partment of  anesthesia  at  Albany  Hospital,  on 
“Anesthesia  for  Abdominal  Surgery.” 

Suffolk  County 

A forward  step,  unique  in  the  public  health 
field,  says  the  State  Charities  Aid  Association 
News,  was  taken  by  Suffolk  County,  October  29, 
with  the  authorization  by  the  Board  of  Super- 
visors of  a $17,525  appropriation  to  establish  a 
new  Mental  Hygiene  Service  in  the  County 
Health  Department.  This  is  probably  the  only 
instance  in  this  country  where  such  a department 
has  assumed  complete  responsibility  for  a psy- 
chiatric clinic.  The  full-time  staff  will  consist 
of  one  psychiatrist,  one  psychologist,  two 
psychiatric  social  workers  and  a secretary. 

The  plan  for  the  service  was  developed  under 
the  leadership  of  Dr.  William  Ross,  of  Brent- 
wood, president  of  the  County  Board  of  Health. 
“We  are  just  as  much  obligated,”  he  said,  “to 
carry  on  a program  for  the  prevention  of  mental 
illness  as  the  one  we  have  engaged  in  for  the 
prevention  of  physical  illness.” 

Westchester  County 

The  county  society  met  on  January  21  at  the 
New  York  Hospital  at  White  Plains  and  listened 
to  a paper  on  “Some  Suggestions  for  the  Treat- 
ment of  Chronic  Arthritis  for  General  Prac- 
titioners,” by  Dr.  LoringT.  Swaim,  Boston. 

The  Westchester  Cancer  Committee  announces 
that  a course  of  ten  lectures  for  physicians  inter- 
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Hydro-Choleresis 
relieves 
Biliary  Stasis 


“w 3 Will  run  still  more  swiftly  if  encouraged.” 

— Ovid 


• Stasis  of  the  bile  tracts  occurs  in  cholecystitis,  cholangeitis,  and  hepatic 
dysfunction  with  congestion.  Stasis  may  be  eliminated  by  the  mechanical 
"flushing”  action  of  the  free-flowing  aqueous  bile  resulting  from  hepatic 
stimulation  with  Ketochol. 


KETOCHOL  is  Hydro-Choleretic 

The  increased  flow  of  dilute  hepatic  bile  produced  by 
Ketochol  exerts  the  desired  "flushing”  effect,  accomplishes 
physiologic  drainage  and  overcomes  biliary  stasis. 

KETOCHOL  is  a combination  of  the  oxidized,  or  keto 
form  of  those  bile  acids  (cholic,  desoxycholic,  chenodes- 
oxycholic  and  lithocholic)  normally  present  in  human  bile. 
Average  dose:  one  tablet  t.i.d.  with  or  immediately  after  meals.  Supplied 
in  bottles  of  100  and  500  tablets. 


Ethical  Pharmaceuticals  Since  1888 

CHI C AG O 

New  York  • Kansas  City  • San  Francisco 
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ested  in  the  practical  application  of  radiation 
therapy  in  all  its  forms  will  be  given  each  Tues- 
day afternoon  starting  on  Tuesday,  January  28, 
1941,  at  4:30  o’clock,  in  the  offices  of  the  West- 
chester Cancer  Committee  at  89  Pondfield  Road 
in  Bronxville. 

These  lectures  will  be  given  by  Mrs.  Edith 
H.  Quimby,  associate  physicist  at  the  Memorial 
Hospital  in  New  York  City.  Mrs.  Quimby  is 
a recognized  authority  on  radiation  therapy, 
having  published  more  than  fifty  papers  and  five 
books  on  various  physical  problems  in  relation 
to  radiation  therapy. 

This  course  of  lectures  should  be  of  great  bene- 
fit to  physicians  desiring  to  bring  themselves 
up  to  date  on  the  subject  and  may  be  looked 
upon  as  a step  toward  qualification  in  this  field. 

The  Westchester  Cancer  Committee  has  re- 
cently purchased  173.3  mg.  of  radium  from  the 
Manhattan  Eye,  Ear  and  Throat  Hospital. 
The  committee  now  has  308  mg.  of  radium  in  its 
possession  and  is  thus  enabled  to  serve  two  clinics 
at  once. 


Admission  to  the  course  of  lectures  will  be  by 
written  application  and  payment  of  a registra- 
tion fee  of  $5.00,  covering  the  entire  course  of 
ten  lectures.  Interns  in  Westchester  Hospitals 
will  be  admitted,  by  application,  without  pay- 
ment of  a registration  fee. 

Wyoming  County 

A teaching  day  program  was  arranged  by  the 
Council  Committee  on  Public  Health  and  Educa- 
tion of  the  State  Society  for  the  members  of 
the  county  society,  given  on  January  8 in  the 
Castile  Sanitarium. 

The  subjects  discussed  were  the  use  of  bio- 
logicals  in  the  diagnosis  and  treatment  of  com- 
municable diseases,  with  discussions  of  technics 
and  results  by  Dr.  Francis  J.  Gustina,  assistant 
professor  of  pediatrics,  University  of  Buffalo, 
and  the  hemorrhagic  states  of  pregnancy,  by 
Dr.  W.  L.  Ekas,  assistant  professor  of  obstetrics 
and  gynecology,  University  of  Rochester  Medi- 
cal School. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

William  Browning 

85 

Leipsic 

January  5 

Brooklyn 

John  H.  Crosby 

66 

L.  I.  C.  Hosp. 

December  19 

Fultonville 

Adelbert  C.  Douglass 

66 

L.  I.  C.  Hosp. 

January  3 

Ilion 

Leo  C.  DuBois 

54 

Cornell 

January  8 

Newburgh 

Henry  B.  Henson 

71 

N.  Y.  Univ. 

December  27 

White  Plains 

David  S.  Herman 

44 

P.  & S.  N.  Y. 

January  11 

Richmond  Hill 

Mansfield  G.  Levy 

54 

Buffalo 

December  31 

Buffalo 

Moe  J.  Mayer 

50 

N.  Y.  Horn. 

November  7 

Bronx 

James  M.  O’Neill 

61 

McGill 

January  5 

Harrison 

William  Powell 

84 

L.  I.  C.  Hosp. 

January  9 

New  Hartford 

George  H.  Rockwell 

62 

Syracuse 

December  30 

Syracuse 

John  F.  Simpson 

74 

Bellevue 

December  31 

Brooklyn 

Bruno  H.  Wolff 

49 

Berlin 

December  26 

Tonawanda 

NEW  PLAN  TO  CONTROL  MEDICAL  TESTIMONY  IN  MINNESOTA 


A new  plan  for  control  of  dishonest  medical 
testimony  was  officially  adopted  by  the  Council 
of  the  Minnesota  State  Medical  Association  at 
its  regular  fall  meeting  held  September  22,  at 
St.  Paul,  we  are  told  in  Minnesota  Medicine . 

This  plan  is  the  result  of  conferences  between 
a special  committee  appointed  by  President 
B.  S.  Adams,  of  Hibbing,  and  representatives  of 
the  Minnesota  State  Bar  Association. 

No  change  in  legislation  is  contemplated  in 
the  plan  submitted  by  Chairman  E.  M.  Hammes, 
of  St.  Paul,  and  approved  by  the  Council.  In- 
stead, a permanent  Committee  on  Medical 
Testimony  of  the  Minnesota  State  Medical 
Association  will  be  formed.  Services  of  this 
Committee  will  be  put  at  the  disposal  of  any 
judge  in  the  state  who  has  reason  to  believe 
that  medical  testimony  in  any  case  decided  in 
his  court  has  deliberately  deviated  from  the 
truth. 

Judges  will  be  invited  to  submit  such  cases 
to  the  Committee  for  investigation  and  study. 


If,  upon  close  investigation,  it  appears  to  the 
Committee  that  the  testimony  of  the  physician 
was  indeed  dishonest,  the  case  will  be  turned 
over,  together  with  all  findings,  to  the  State 
Board  of  Medical  Examiners  for  disciplinary 
action. 

Offenders  who  are  thus  reported  to  the  State 
Board  will  be  subject  to  censure  and  warning  or 
to  suspension  or  revocation  of  their  license  to 
practice  medicine,  according  to  the  judgment 
of  the  Board. 

“Honest  differences  of  opinion  exist,  of  course,” 
Dr.  Hammes  pointed  out  in  his  report.  “Every 
allowance  should  be  made  for  such  differences 
wherever  the  point  at  issue  admits  of  honest 
disagreement  on  the  part  of  medical  witnesses 
called. 

“The  plan  is  not  designed  to  eliminate  dif- 
ferences of  opinion  but  to  control  the  occasional 
‘shyster’  physician  who,  like  the  ‘shyster’  lawyer, 
makes  a farce  out  of  justice  and  casts  discredit 
upon  his  entire  profession.” 
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3 Little’  Plastules 


# Three  little  Hematinic  Plastules  Plain  is  the  suggested  daily 
dose  for  secondary  anemias. 

Small,  easy  to  take  and  well  tolerated,  this  modern  iron  therapy 
appeals  to  the  physician  who  desires  effective  treatment  at  a rea- 
sonable cost  to  the  patient. 

Efc  HEMATINIC  PLASTULES  PLAIN 

Suggested  dosage — 1 T.  I.  D.  after  meals, 
or 


HEMATINIC  PLASTULES  with  LIVER  CONCENTRATE 

Suggested  dosage — 2 T.  I.  D.  after  meals. 

BOTTLES  OF  50  AND  100 


THE 


OVININE  COMPANY 


8134  McCORMICK  BOULEVARD 

Bii 


CHICAGO,  ILLINOIS 
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Hospitals  Plan  for  Defense 

W7AR  hospital  units  are  now  being  organ- 
ized  by  59  hospitals  and  medical  schools 
in  various  parts  of  the  country,  reports  Dr.  Mal- 
colm T.  MacEachern,  of  the  American  College  of 
Surgeons,  in  The  Modern  Hospital , and  he  goes  on 
to  inform  us  that  some  1,500  physicians  and  sur- 
geons now  on  the  staff  of  these  medical  schools 
and  hospitals  have  applied  for  commissions  in  the 
medical  corps  reserve  of  the  Army  in  order  to 
qualify  as  officers  of  their  units  when  and  if  the 
units,  which  will  be  equipped  by  the  Army,  are 
called  up  for  active  service. 

An  Encore 

Institutions  that  have  been  asked  to  form  units 
are,  in  general,  the  same  that  supplied  units  for 
hospital  service  overseas  in  1917  and  1918,  whose 
performance  was  so  valiant  and  satisfactory  that 
the  War  Department  is  now  eager  for  prepared- 
ness of  the  same  type  from  the  same  sources. 

In  the  World  War  the  units  were  organized 
through  the  American  Red  Cross  and  they 
equipped  themselves.  Present  plans  of  the  War 
Department  call  for  62  units,  32  of  which  are  to 
be  called  general  hospitals,  17  evacuation  hos- 
pitals, and  13  surgical  hospitals,  each  bearing  the 
name  of  the  sponsoring  institution  and  serving  as 
an  affiliated  unit  of  the  medical  department  of 
the  Army.  Ordinarily,  one  field  army  has  10 
surgical  hospitals,  12  evacuation  hospitals,  and 
one  hospital  for  convalescent  cases. 

The  general  hospitals  are  out  of  the  zone  of 
operations  and  about  50  of  them  with  1,000  beds 
each  are  required  for  each  field  army.  Airplane 
ambulances  and  landing  fields  for  them  are  fac- 
tors to  be  considered  in  planning  the  locations  of 
present-day  general  hospitals. 

So  far,  the  organization  work  has  not  gone 
much  beyond  selection  of  officer  personnel,  with 
nurses,  enlisted  men,  and  technicians  to  be  en- 
rolled for  the  units  later.  The  purpose  of  organ- 
izing the  units  at  this  time  is  to  assure  the  ad- 
vantage of  having  men  wrho  are  used  to  working 
together  continue  to  do  so  under  the  stress  of  war 
conditions,  if  they  materialize. 

Three  score  or  so  of  our  largest  hospitals  and 
the  medical  schools  with  which  some  of  them  are 
affiliated  are  taking  care  of  this  for  the  time  being. 
The  remaining  6,166  hospitals  cannot  commit  to 
them,  however,  the  entire  burden  of  national 
defense. 

How  to  Help 

A specific  example  of  a way  in  which  any  hos- 
pital, small  or  large,  can  help  is  furnished  by  an 
institution  in  a small  community  which  a couple 
of  years  ago  formed  a nurses’  club  with  the  idea  of 
providing  social  and  professional  contacts  for 
nurses  in  the  locality  who  were  not  near  enough 
to  their  nursing  schools  to  be  able  to  make  con- 
tacts with  other  alumnae. 

When  the  defense  program  was  started,  it  be- 
came evident  that  here  was  a good  source  of  addi- 
tional nursing  material.  Several  nurses  who 
have  married  and  ceased  to  practice  their  profes- 
sion are  taking  refresher  courses  in  the  hospital 


and  are  planning  to  register  for  service  if  needed. 
This  idea,  wffiich  was  described  at  the  hospital 
administrators’  institute  in  Chicago  in  September 
may  be  extended  to  include  technicians,  dieti- 
tians, and  other  specialized  personnel,  as  well  as 
recently  retired  physicians  who  will  be  valuable 
for  home  duty  in  an  emergency. 

Must  Analyze  Own  Needs 

Each  hospital  must  analyze  the  needs  and 
possibilities  of  its  own  community  and  intensify 
its  efforts  to  meet  peacetime  conditions  so  well 
that  no  catastrophe,  be  it  earthquake,  fire,  or 
flood,  will  find  it  unprepared.  Out  of  extra- 
ordinary effort  to  meet  conditions  as  they  arise, 
including  the  changes  caused  by  expanding  indus- 
trial activity,  will  come  a large  part  of  the  neces- 
sary preparedness  for  possible  war. 

The  Wail  of  the  P.A. 

(With  Apologies  to  Ogden  Nash  and  Arthur 
Guiterman  ) 

TF  YOU  think  your  vocation  is  trying, 

A Consider  what  a hospital  is  buying. 

For  here  are  the  things  you  have  to  know: 

The  Superintendent  told  me  so. 

You  have  to  know  how  to  get  things  reasonable, 
Whether  in  stock  or  out  of  seasonable. 

You  have  to  buy  from  the  local  boys, 

For  they  can  make  a terrible  noise 
If  you  don’t;  because  all  the  cash  that  they  pay 
in- 

To  community  chests  they  expect  to  make  hay 
in; 

Yet  everything  has  to  be  inexpensive, 

Whether  orders  are  large  or  unextensive. 

But  here’s  what  makes  me  want  to  shout: 

I’m  expected  to  know  all  things  about : 
Applicators , aspirators, 

Tongue  depressors,  nurses’  dressers, 

Sterilizers,  surgeons’  visors, 

Anesthetics,  dietetics, 

Window  screens  and  lima  beans, 

Thermostats  and  rubber  mats, 

Mastic  flooring,  shelves  for  storing, 

Surgeons’  wipes,  fittings,  pipes, 

Infants’  cribs  and  babies’  bibs, 

Regulators , respirators, 

Rubber  sheeting,  things  for  eating, 

Window  shades,  gardeners’  spades, 

Engines,  boilers,  rags  for  oilers, 

Gatch  springs,  rubber  rings, 

Gaseous  mixtures , bathroom  fixtures, 

Razor  blades,  gowns  for  maids, 

Cystoscopes  and  fracture  ropes, 

Cotton,  gauze,  drinking  straws, 

Soaps  and  powder,  clams  for  chowder , 

Butter,  eggs,  wooden  legs, 

Instruments,  shirts  for  gents, 

Knives  and  forks,  druggists’  corks, 

Electric  lamps,  artery  clamps, 

Nurses’  books,  pots  for  cooks, 

Keys  and  locks,  timing  clocks, 

Pillow  cases,  flower  vases , 

Microbe  slides  and  chair  glides, 

Buckets,  pails,  tools  and  nails, 
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Wintry  weather  brings  with  it  the  usual  prevalence  of 
throat  affections. 

Thantis  Lozenges,  H.  W.  & D.,  were  developed  for 
medical  use  in  the  treatment  of  throat  soreness  and  irri- 
tation and  following  tonsillectomy.  They  dissolve 
slowly,  permitting  prolonged  throat  medication. 

JlcrZ&tlCpdl,  JI.W.&2). 

are  convenient  and  economical. 

They  are  antiseptic  and  anesthetic 
for  the  mucous  membranes  of  the 
throat  and  mouth. 

Thantis  Lozenges  contain 
Merodicein,  H.  W.  & D.,  1/8 
grain,  and  Saligenin,  H.  W.  & D., 

1 grain.  They  are  supplied  in 
vials  of  12  lozenges  each. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 


LTEX 

Cereal 

The  wholesome  and  nutritious  wheat 
and  malted  barley  cereal  with  the 
tempting  flavor  that  both  children  and 
adults  like.  For  Trial  Package  and 
Height-Weight  Wall  Chart,  write: 

THE  MALTEX  COMPANY 

Burlington,  Vt. 

HARRY  F.  WANVIG 

Authorized  Indemnity  Representative 

of 

‘(E ^efrtcal  ^ocirtu  of  Jitate  of  ^|ork 

70  PINE  STREET  NEW  YORK  CITY 

TELEPHONE:  DIGBY  4-7117 
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Bakers , toasters , friers,  roasters, 

Tables,  stretchers,  pans  for  retchers, 

Baby  scales  and  bedside  rails, 

Boor  stops,  porters’  mops, 

Nurses’  calls,  paints  for  halls, 

Birds-eye  diapers,  window  wipers, 

Ligatures,  pipe  for  sewers, 

Rubber  nipples,  chairs  for  cripples, 

Paper,  pencils,  ink,  and  stencils, 

All  these  things,  and  hundreds  more, 

To  mention  which  would  be  a bore. 

So  I spend  all  my  days  weighing  quality  and  cal- 
ory, 

’Til  sometimes  I get  so  dizzy  I actually  wonder 
Whether  I cannot  reduce  the  cost  of  my  salary; 
But  to  do  that,  I believe,  would  be  very  ridicu- 
lous, 

For,  after  all,  sometimes  we  can  be  too  meticulous. 

— John  H.  Hayes , in  The  Modern  Hospital. 

Newsy  Notes 

The  annual  conference  of  the  State  Hospital 
Association  will  be  held  in  New  York  City  on 
May  20  to  22,  1941. 

• • • 

Leighton  R.  Arrowsmith,  president  of  the 
Greater  New  York  Hospital  Association,  has 
received  the  following  information  from  Dr. 
Samuel  J.  Kopetzky,  Colonel-MCR-USA,  Medi- 
cal Division,  about  the  investigation  of  hospital 
records  of  prospective  draftees. 

1.  The  local  boards  have  authority  to  sub- 
poena hospital  records  in  their  investigation  of 
claims  made  for  or  against  the  medical  status  and 
economic  condition  of  prospective  draftees. 

2.  In  carrying  out  this  provision,  the  local 
board  may  issue  subpoena  to  get  information  in 
the  process  of  their  investigation.  In  answering 
such  subpoena  for  information  and  records,  this 
office  considers  that  the  subpoena  is  complied 
with  if  you  send  by  registered  mail  an  abstract  of 
the  required  history  and  a summation  of  the  case 
sufficient  for  the  local  board  to  get  the  determin- 
ing factors  which  they  are  seeking  in  the  case. 
This  material  can  also  be  delivered  by  a messen- 
ger or  clerk  in  the  record  office. 

3.  While  the  subpoena  will  call  for  the  pres- 
ence of  the  superintendent,  this  is  to  be  inter- 
preted simply  that  one  of  his  representatives  or 
the  mail  as  above  indicated  is  required. 

Albany  Hospital  has  made  a survey  of  the 
possibility  of  expansion  to  receive  war  casualties 
and  finds  it  could  add  360  beds  with  no  additional 
building  program.  About  $135,000  would  be 
needed  for  new  equipment  and  structural 
changes,  and  government  aid  would  be  essential. 
• • • 

A blood  plasma  bank  will  be  installed  at  the 
Lewis  County  General  Hospital. 

• • • 

Buffalo  Children’s  Hospital  has  laid  a new  type 
of  rubber  flooring  in  its  surgery  suite.  It  con- 
tains a wire  mesh,  grounded  to  carry  off  elec- 
tricity and  to  prevent  sparks  that  sometimes 
cause  anesthetics  to  explode. 

• • • 

The  army  hospital  at  Fort  Ontario,  Oswego,  is 
being  enlarged  and  newly  equipped  to  receive 


over  100  patients.  Twelve  surgeons  are  on  the 
staff. 

• • • 

The  financial  plight  of  New  Rochelle  Hospital 
has  become  so  distressing  that  a special  campaign 
is  on  to  raise  funds  to  pay  off  mounting  debts  for 
operation  of  the  institution,  says  a local  paper. 

One  of  the  items  that  has  added  to  the  gravity 
of  the  situation  is  the  fact  that  the  hospital  has 
been  unable  to  pay  the  bills  of  local  merchants. 
This  item  alone  amounts  to  about  $70,000. 

A major  cause  of  the  plight  is  the  fact  that 
1,683  indigent  and  destitute  patients  received 
service  from  the  hospital  in  the  past  year  at  a cost 
of  $155,889.  For  these  services  the  hospital 
received  only  $71,342. 

• • • 

The  three  State  hospitals  in  Suffolk  County 
have  a total  of  5,682  aliens  out  of  22,380  patients, 
which  is  more  than  half  the  estimated  10,000 
aliens  registered  throughout  the  county  during 
the  past  four  months,  it  is  learned.  Pilgrim 
State  Hospital  at  Brentwood,  which  has  9,060 
patients,  led  with  2,487  aliens.  At  Central  Islip 
State  Hospital  officials  reported  there  are  2,005 
aliens  out  of  7,330  patients,  and  Kings  Park  State 
Hospital  has  1,100  aliens  among  6,000  patients. 

The  Mary  Imogene  Bassett  Hospital  at  Coop- 
erstown  is  offering  the  general  public  a short 
series  of  Sunday  afternoon  talks  on  outstand- 
ing diseases  and  newer  methods  of  treatment. 

Only  two  maternal  mortalities  out  of  1,400 
cases  have  occurred  at  the  Good  Samaritan  Hos- 
pital in  Suffern  in  six  years. 

• • • 

William  T.  A.  Webb,  of  Sidney,  Delaware 
County  Member  of  Assembly,  has  indicated  that 
he  will  propose  a bill  at  the  legislative  session  to 
make  the  care  of  patients  at  the  state  tubercu- 
losis hospitals  a state  charge.  Mr.  Webb’s 
measure  would  attempt  to  make  the  change  ret- 
roactive. 

Delaware  County  supervisors  have  indicated 
they  will  await  the  outcome  of  the  action  by 
Chenango  and  Madison  counties  in  fighting  the 
payment  of  such  charges  by  the  Homer  Folks 
Hospital  at  Oneonta.  The  claim  against  Dela- 
ware amounts  to  about  $56,000. 

These  counties  maintain  that  the  bills  of  the 
hospital  are  illegal  and  also  that  they  have  no  in- 
formation as  to  whether  the  individual  charges 
are  proper  claims  against  the  counties.  Otsego 
concurs  in  this  feeling  but  has  authorized  the 
payment,  when  audited,  of  $51,000  toward  a 
total  claim  of  over  $100,000. 

• • • 

A group  of  doctors  headed  by  Dr.  M.  A.  Mason 
and  B.  L.  Lurie  has  completed  arrangements  for 
conversion  of  the  Kew  Gardens  Hotel,  Kew 
Gardens,  Queens,  into  a general  hospital  to  meet 
growing  demands  in  Queens  for  hospital  and 
medical  facilities.  More  than  $200,000  will  be 
spent  in  modernizing  and  equipping  the  present 
structure  for  opening  in  February. 

Improvements 

St.  Francis’  Hospital  in  Poughkeepsie  is  plan- 
ning a $100,000  addition. 
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A SYMPOSIUM  of  MEDICAL  OPINION* 

Has  Been  Expressed  by  Many  Prominent  Physicians  on  the  Treatment  of  Drug  and 

Alcohol  Addiction  at 


THE  CHARLES  B.  TOWNS  HOSPITAL 

293  CENTRAL  PARK  WEST,  NEW  YORK,  N.  Y. 


40 

SUCCESSFUL 

YEARS 


FOR  DRUG  AND  ALCOHOL  PATIENTS  EXCLUSIVELY 

• We  will  be  pleased  to  send  a copy  of  the  Symposium  (printed  exclusively 
for  the  medical  profession's  information),  and/or  a copy  of  a treatise  "Druq 
and  Alcohol  Sickness"  to  physicians  on  request. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 

Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 


FALKIRK 

• IN  THE  • 

R AM APOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautif  ullylocated  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cili  ies  for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES.,  M.D.,  Med.  Supt.  *TEL.  4-1143 


GLENMARY 

SANITARIUM 

For  individual  care  and  treatment  of  selected  number  qf  Nervous 
and  Mental  cases,  Epileptics,  and  Drug  or  Alcoholic  addicts. 
Strict  privacy  and  close  cooperation  with  patient’s  physician  at 
all  times.  Successful  for  over  50  years. 

ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO,  TIOGA  CO.,  Jf.  ¥. 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates — Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
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HOSPITAL  NEWS 


[N.  Y.  State  J.  M. 


A proposal  to  build  a $200,000  general  hospital 
of  132  beds  on  the  Rosenbaum  estate  at  Roslyn 
has  been  taken  under  advisement  by  the  Village 
Board.  The  hospital  will  be  one  of  the  largest  of 
its  kind  in  this  area,  according  to  the  tentative 
plans.  The  offer  was  submitted  by  Dr.  Louis  S. 
Bardoly,  of  Cleveland,  through  his  architect, 
Herbert  Tannenbaum,  who  said:  “Every  feature 
of  a large  city  hospital  will  be  included  and  all 
efforts  will  be  made  to  take  it  out  of  the 
private  class  and  make  it  a community  af- 
fair.” 

Work  has  started  on  the  six-story  addition  to 
St.  Clare’s  Hospital,  adjoining  its  present  build- 
ing on  52nd  and  53rd  streets,  between  Ninth  and 


Tenth  avenues,  Manhattan.  It  will  increase  its 
present  capacity  to  300  beds. 

The  Father  Duffy  Post  of  Catholic  War  Vet- 
erans has  presented  an  iron  lung  to  Misericordia 
Hospital. 

A 20-bed  hospital  has  opened  in  Canton. 

Vassar  Hospital,  Poughkeepsie,  is  adding  a new 
dietetic  laboratory. 


University  Hospital  of  the  Good  Shepherd, 
Syracuse,  is  undergoing  extensive  renovation. 


KEEP  ON  PITCHING. 

“Keep  on  pitching,  doctor!”  exclaims  the 
editor  of  the  Kansas  City  Medical  Journal , 
Dr.  E.  H.  Skinner.  “There  are  nine  innings  to 
every  ball  game,”  he  reminds  us.  “This  old 
world  has  seen  a lot  of  battles.  And  it  just 
keeps  on  turning  around.  The  sun  still  has  a 
chance  to  shine  every  day.  There  have  been 
a lot  of  pestilences  that  have  taken  more  people 
than  battles.  Thanks  to  doctors,  pestilences 
are  no  more.  Possibly  we  should  try  a little 
medical  research  upon  war  or  upon  ruthless 
maniacs  who  are  deluded  with  the  idea  that 
power  and  force  are  commendable  items  of 
human  behaviorism. 

“This  European  cataclysm  makes  a lot  of  our 
individual,  and  even  governmental  interests 
look  very  small  and  immaterial  in  comparison. 
But  there  are  reasons  why  we  should  not  give 
up  any  of  our  objectives.  We  are  going  to  have 
to  give  up  a lot  of  things  but  let  us  hang  on  to 
our  priceless  heritage  of  Freedom  just  as  long  as 
we  live.  Our  forefathers  fought  for  the  price- 
less heritages  of  our  democracy  and  plenty  of 
them  died  for  their  ideals.  This  world  situation 
has  not  yet  reached  any  such  tragic  outlook  but 
we  are  going  to  have  to  sacrifice  so  many  of  our 
worldly  and  comfortable  conveniences  that  a 
lot  of  weak  sissies  are  going  to  feel  you  are  taking 
their  life’s  blood. 

“It  would  not  be  surprising  if  the  politicians 
took  advantage  of  the  present  emergency  to  try 
to  regiment  the  medical  profession  as  a defense 
measure.  You  must  keep  on  pitching,  doctor, 
for  these  politicians  are  wise  boys  and  they 
know  how  susceptible  your  clientele  is  to  that 
old  emotional  appeal  for  something  more  for 
nothing.  We  are  going  to  have  to  give  and 
give  up.  But  we  must  keep  up  our  courage  and 
our  freedom  and  our  priceless  heritage  of  demo- 
cratic ideals. 

“Doctor,  you  will  never  get  a chance  at 
another  game  as  fine  as  it  is  played  in  America. 
So,  keep  on  pitching,  doctor!” 


DIAGNOSIS— LAZY  FEMALE 
He  said — sweetly 

Your  nerves  are  slightly  out  of  kilter 
Your  liver’s  just  a little  off 
If  you’ll  go  home  and  get  some  rest 
Your  head  upon  a pillow,  soft 
And  every  hour  chew  one  of  these 
I think  that  they  should  stop  that  pain 
But  if  they  don’t  just  call  again. 

He  thought 

Boy,  but  I could  go  to  work  on  you 

I’d  have  you  scrub  your  face  first  thing 

Fat  old  hen,  all  painted  up,  you  look  like  sin. 

And  every  morning  bright  and  early 

I’d  walk  you  forty  blocks,  old  girlie 

And  feed  you  spinach,  squash,  and  lettuce 

Your  hide,  gee,  what  an  awful  mess  that  is 

I’d  put  a corset  on  you  honey 

For  when  you  walk,  you  shake  so  funny 

Take  off  those  shoes — for  love  of  heaven 

She’s  got  size  4’s,  they  should  be  seven 

In  fact  I’d  do  a lot  for  you 

If  you  would  only  let  me 

But  if  I told  you  what  I thought 

Nobody ’d  have  to  bet  me 

That  you’d  go  see  Doc  Jones  instead 

And  pay  him  to  put  you  to  bed, 

And  as  you’re  going  to  pay  somebody 
It  might  just  as  well  be  me. 

— Ruth  Elliott  in  Utica  Academy  of  Medicine 

Bulletin 


NO  WISH  TO  SEEM  QUEER 

“You  inherited  quite  a nice  little  fortune,” 
said  the  doctor. 

“Yes,”  replied  the  fortunate  youth. 

“I  suppose  you  will  pay  a lot  of  your  debts 
now?” 

“I  had  thought  of  it,  but  I concluded  to  make 
no  change  in  my  manner  of  living.  I don’t 
want  to  be  accused  of  vulgar  display.” — Case 
and  Comment 


Mr.  Haveadrink  is  being  examined  by  his 
physician. 

Dr.  Sorry:  “I  can’t  find  any  cause  for  your 

troubles.  I think  it’s  due  to  drinking.” 

Patient:  “Well,  maybe  I had  better  come 

some  time  when  you  are  sober.” — Med.  Record 


How  eye  accidents  are  prevented  in  industry, 
through  education  of  workmen  and  the  use  of 
goggles,  masks,  and  other  protective  equipment, 
is  dramatically  portrayed  in  The  Eyes  Have  It, 
a new  sound  slidefilm  sponsored  by  the  National 
Society  for  the  Prevention  of  Blindness. 
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THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rales:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL.:  Rockville  Centre  3660 


LOUDEN  - 

KNICKERBOCKER 

HALL,  Inc. 

81  LOUDEN  AVENUE 

Tel.  Amityville  53 

AMITYVILLE,  N.  Y. 

A private  sanitarium 

established  in  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf ormation  furnished  upon  request. 

JOHN  F.  LOUDEN 

New  York  City  Office 

JAMES  F.  VAVASOUR,  M.D. 

President 

67  West  44th  St.,  Tel.  VAnderbilt  6-3732 

Physician  in  Charge 

BRUNSWICK 

HOME  A Private 
^ ^ Sanitarium 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  ner- 
vous disorders. 


Broadway  and  Louden  Avenue 


AMITYVILLE,  L.  I.— Phone:  1700,  01,  02 
N.  y.  Office— 67  W.  44th  Street 
Tel:  MUrray  Hill  2-8323 
C.  L.  MARKHAM,  M.D.,  Supt. 


Separate  accommoda- 
tions for  nervous  and 
backward  children. 
Physicians’  treatments 
rigidly  followed. 


GREENMONToivHUDSON 

ESTABLISHED  1880  BY  DR.  PARSONS 

For  special  care  and  treatment  of  Nervous  and  Mental  disorders. 
Convalescents,  and  selected  cases  of  Alcoholism.  Unusual  home- 
like atmosphere.  State  licensed.  Moderate  rates.  4-5  minutes 
from  New  York  City. 

EDMUND  J.  BARNES,  M.D.,  PHYSICIAN  IN  CHARGE 

OSSINING,  N.  Y.— OSSINING  1989 


QUEENS  VILLAGE  SANATORIUM 

Obstetrical  Medical  Surgical  Cases 
218-15  103rd  Ave.,  Queens  Village,  L.  I. 

Phone  HOllis  5-2355 
See  also  our  adv.  p.  47a  Medical  Directory 


PINE WOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  'Department  of  Mental  Hygiene.  Emphasizing 
diagnosis  and  treatment  of  Neuro-psychiatric  cases. 

In  addition  to  the  usual  forms  of  treatment  (occupational  therapy, 
physiotherapy,  outdoor  exercise,  etc.)  we  specialize  in  more  specific 
techniques.  Insulin,  Metrazol  and  Electro  shock.  Psychological  and 
physiological  studies.  Psychoanalytic  approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 
Dr.  Barnett  Rosenblum  ) Resident  Tel:  KATONAH  775 

Dr.  Abram  Lichtyger  j Physicians  YONKERS  5786 

N.  Y.  Office:  25  West  54th  St.  Tues.  & Fri.  by  appointment 
Circle  7-2380 


FLORIDA 

MEASE  HOSPITAL 
Dunedin 

Recognized,  fully-equipped  general  hospital 
All  specialists  available 

DOROTHY  LORD,  Sec’y. 


WOODLAWN  SANITARIUM,  INC. 

For  Medical  and  Surgical  Cases 

Complete  modern  equipment,  including  X-Ray,  fluoroscope  and 
combination  incubator  and  oxygen  tent  for  infants. 

412  East  238th  Street  Bronx,  N.  Y • 

Telephone  FAirbanks  4-3601 
See  also  our  adv.  p.  49a  Medical  Directory 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-IIudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 
HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


★ 


IN  WHOOPING  COUGH 


ELIXIR  BROMAURATE 


★ 


IS  A UNIQUE  REMEDY  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  P^SISTENT 
COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 to  4 hours. 

■hs^bhbbumrhhbi  GOLD  PHARMACAL  CO.,  New  York 
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Public  Health  News 

Sulfapyridine  to  Be  Distributed  by  New  York  State  Department  of 
Health  for  the  Treatment  of  Pneumococcic  Infections 

JgFFECTIVE  January  23,  1941,  the  New  York  State  Department  of  Health  will 
distribute  sulfapyridine  for  the  use  of  registered  doctors  of  medicine  and  hospitals 
in  the  treatment  of  pneumococcic  infections  in  patients  for  whom  the  purchase  of  the  drug 
would  prove  a hardship.  Packages  of  50  tablets  (0.5  Gm.  each)  may  be  obtained  upon 
request  from  certain  of  the  regular  laboratory  supply  stations.  A list  of  the  supply 
stations  designated  for  this  purpose  will  be  provided  each  physician  through  a memo- 
randum from  the  District  State  Health  Officer  in  his  area. 

The  drug  will  be  dispensed  in  bottles  bearing  the  manufacturer’s  label  in  a 
form  which  may  be  detached,  leaving  on  the  package  as  it  finally  reaches 
the  patient,  a partially  blank  label  upon  which  the  physician  may  write  his 
instructions.  The  label  will,  however,  carry  an  identifying  number  which 
will  not  be  intelligible  to  the  patient.  It  is  recommended  that  the  manu- 
facturer’s label,  bearing  the  name  of  the  drug,  be  detached  in  order  to  dis- 
courage the  possibility  of  self-medication  should  any  of  the  drug  be  left 
after  treatment  of  the  case  for  which  it  was  prescribed. 

How  to  Obtain  the  Drug 

In  order  to  obtain  the  drug  the  physician  should  sign  a request  slip  similar  to  that 
now  used  for  antipneumococcus  serum,  or  should  submit  a signed  letter  of  request  con- 
taining the  name  and  address  of  the  patient,  date  of  onset,  bacteriologic  findings,  and 
place  of  examination,  if  done;  or  he  should  provide  the  laboratory  custodian  with  such 
information  if  the  request  is  telephoned.  This  information  must  be  supplied  for  each 
package  withdrawn. 

The  drug  so  distributed  is  intended  for  the  treatment  of  pneumococcic  infections  only. 
However,  prior  sputum  typing  or  other  identifying  bacteriologic  examinations  will  not 
be  required.  Such  examination,  nevertheless,  is  still  recommended  as  an  essential  of 
good  practice.  Certification  of  relief  status  or  medical  indigency  will  not  be  required  but 
physicians  are  requested  to  cooperate  in  limiting  their  requests  in  order  that  the  supply 
may  be  conserved  for  those  who  most  need  it. 

In  instances  where  the  physician  or  hospital  institutes  sulfapyridine  treatment  and 
temporarily  supplies  the  drug  from  a private  stock,  such  private  stock  may  be  replenished 
in  an  equivalent  amount  from  the  supply  subsequently  withdrawn  in  the  name  of  the 
patient. 

Record  of  Treatment 

For  sound  administrative  practice  in  the  distribution  of  this  drug  as  well  as  the  con- 
tinued production  and  distribution  of  antipneumococcus  serums,  brief  clinical  reports  on 
the  character  of  the  case  and  the  response  to  the  therapy  given  are  essential.  In  order  to 
bring  about  the  greatest  simplification,  the  serum  report  form  previously  used  has  been 
entirely  revised,  the  questions  reduced  to  a minimum,  and  a section  added  for  use  in 
cases  receiving  chemotherapy.  This  new  form  (7-f)  will,  therefore,  serve  for  cases  re- 
ceiving State  distributed  serum,  State  distributed  drug,  or  both. 

Upon  completion  of  treatment,  the  record  form  (7-f)  should  be  returned  to  the  Dis- 
trict State  Health  Officer  within  whose  district  the  case  resides  or,  in  accordance  with  in- 
structions from  the  District  State  Health  Officer,  to  the  County  or  City  Health  Officer 
in  certain  instances.  This  represents  a change  from  previous  practice  with  serum  reports 
in  which  the  forms  have  usually  been  sent  directly  to  the  Division  of  Laboratories  and 
Research  of  the  State  Department  of  Health  in  Albany. 

Sulfathiazole 

It  is  expected  that  a similar  plan  for  the  distribution  of  sulfathiazole  will  be  under- 
taken as  soon  as  this  drug  has  been  accepted  by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association. 
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3)e  *1/00  Need  a flouted 
Mediocd  OjJjice  Ai&Utant? 


/GRADUATES  with  twelve  months  intensive  train- 
{iring  in  laboratory  techniques,  apparatus  and 
ZJ  secretariat.  High  School,  College,  Nursing  or 
Business  School  background.  Intelligent  assistants 
possessing  personality,  ability  and  all  the  requisites 
essential  to  the  trained  Medical  Office  Assistant. 


MUjray  Hill  JMcUixUL  cZcltG&l  45lh^St! 

for 

MEDICAL  OFFICE  ASSISTANTS 

Licensed  by  the  State  of  New  York 


CAPABLE  ASSISTANTS 


Our  free  placement  service  will  be  glad  to  help  you  select  ex- 
actly the  right  assistant.  Paine  Hall  graduates  are  girls  of  character, 
intelligence,  appearance — thoroughly  qualified  to  assist  in  office 
and  laboratory;  trained  in  haematology,  blood  chemistry,  urin- 
alysis, clinical  pathology,  medical  stenography,  bookkeeping. 
Address  inquiries  to  C.  R.  Porter,  Principal. 


Established 

iat*£vvcuK 

Licensed  by  the  State  of  New  York 


101  W.  31st  St. 

New  York 
BRyant  9-2831 


WATCH  THE  CLASSIFIED  COLUMNS 
FOR  IMMEDIATE  OPPORTUNITIES 
See  page  305 


What  is  the  Physicians/  Home? 


The  Physicians"  Home  is  not 
an  academic  experiment.  It 
is  a reality.  It  concerns  itself 
with  the  future  and  old  age 
of  human  beings, — members 
of  our  profession.  The  Phy- 
sicians" Home  provides  a home 
and  maintains  comfortable 
standards  of  living  for  its 
guests. 


The  validity  of  our  worthy 
charity  is  not  to  be  looked  for 
in  stone,  but  in  the  actual 
benefits  now  utilized  by  mem- 
bers of  our  own  profession. 
It  is  a challenge  to  all  of  us 
to  accept  the  responsibility 
for  helping  those  less  fortu- 
nate than  ourselves.  P lease 
cooperate. 


MAKE  CHECKS  PAYABLE  TO 

PHYSICIANS'  HOME  • 52  East  66th  St.,  N.  Y.  C. 
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Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


APPROPRIATELY,  once  a year  it  seems  wise 
TL  to  bring  to  the  attention  of  our  members 
through  this  page  the  importance  of  not  only  sub- 
scribing to  but  also  the  reading  of  medical  litera- 
ture. You  have  four  publications  for  reading, 
reference,  and  study:  the  Bulletin — the  publica- 
tion of  the  Woman’s  Auxiliary  to  the  Medical 
Society  (see  November  1 issue  of  the  Journal); 
Hygeia;  the  organization  section  of  the  J.A.M.A.; 
and  this  page  in  the  New  York  State  Journal 
of  Medicine. 

Our  national  president,  Mrs.  V.  E.  Holcombe, 
prepared  by  special  request  a splendid  booklet 
called  “Why  read  the  Bulletin?”  Excerpts  are 
as  follows:  “Do  you  want  to  know  more  about 
the  program  of  the  Auxiliary  and  the  working  of 
each  of  the  several  Committees?  Do  you  want 
to  know  why  we  promote  the  sale  of  Hygeia f 
Do  you  want  to  know  why  we  feel  it  our  duty  and 
privilege  to  emphasize  a Health  Program,  en- 
courage a Public  Relations  and  a Legislative  Pro- 
gram? Do  you  want  to  know  what  the  Auxiliary 
stands  for?  Why  so  many  fine  intelligent  women 
are  giving  so  much  of  their  time  to  this  organiza- 
tion? Why  the  doctors  themselves  encourage  the 
growth  and  expansion  of  our  activities?  Read  the 
Bulletin,  the  Auxiliary  Digest.  Become  informed 
on  the  whole  Program  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association  and  its 

component  Auxiliaries The  Bulletin  is  our 

medium  of  information.  The  members  should 
read  it  because  it  conveys  to  them  knowledge  of 
what  other  members  are  doing.  They  may  read 
that  there  are  others  who  have  problems,  and 
the  way  they  were  solved.  A tie  of  interest  and 
understanding  is  formed  through  the  channels 
of  information  concerning  each  other.  The  Bul- 
letin gives  the  main  facts  about  the  activities  in 
which  our  organization  is  engaged,  and  the  prog- 
ress thereof.  It  presents  the  essential  features  of 

what  is  transpiring We  feel  that  you  and 

all  readers  will  be  amply  repaid  by  having  first- 
hand knowledge  of  the  doings  of  the  finest  pro- 
fession in  the  world  and  its  Auxiliary.  With  this 
information  and  inspiration  we  feel  that  we  shall 
all  be  more  worthy  members  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion.” Our  quota  for  New  York  State  is  350  sub- 
scribers; to  date  we  have  84.  Subscriptions 
may  start  any  time.  Is  yours  in? 

Mrs.  Joseph  P.  Lasko,  our  state  chairman, 
writes : “What  do  you  do  with  your  Hygeia’ s?” 


UP  AND  ATOM! 

Someone  has  written:  “The  structure  of  a 

molecule  seems  to  the  average  man  to  be  of  little 
importance  in  its  relationship  to  the  saving  of 
human  life.  When,  however,  a chemist  moves 
one  of  the  components  of  a molecule  from  one 
point  in  its  structure  to  another,  and  thereby 
develops  a drug  with  specific  virtues  against  a 
disease  that  has  devastated  man  for  the  last  four 
centuries,  the  interior  elements  of  a molecule 
then  become  of  considerable  interest.” — Quoted 
in  the  Journal  of  the  Tennessee  Medical  Associa- 
tion 


“When  this  month’s  Hygeia  arrives  place  last 
month’s  on  your  private  desk.  If  you  have  any 
extra  sample  copies,  do  the  same  with  them.  In 
the  course  of  your  treatments  your  patient  may 
want  something  to  read — hand  him  Hygeia.  Or, 
while  you  are  sterilizing  a ‘Hypo’  or  instru- 
ments he  will  pick  it  up  and  glance  through  it. 
As  he  walks  out  hand  it  to  him  to  take  home. 
Surely  he  will  not  read  it  through  in  your  office. 
And,  in  what  better  way  could  you  get  it  to  the 
rest  of  his  family?  The  layman  thirsts  for  medical 
knowledge.  He  will  read  every  medical  article 
in  the  papers,  why  not  in  Hygeia?  He  will! 
Once  he  finds  out  where  he  can  get  good  everyday 
horsesense  he  will  come  back  for  more.  Is  it  not 
also  possible  that  brother  Bill,  of  draft  age,  may 
be  interested  in  last  November’s  ‘Aviation  Medi- 
cine’? If  young  Jack  sees  those  football  players, 
will  he  throw  it  aside?  Not  on  your  life!  Where 
could  he  get  a better  argument  to  show  mother? 
And,  incidentally,  is  it  not  quite  possible  that 
mother  will  bring  Jack  over  to  see  you  to  find 
out  whether  or  not  he  is  physically  fit  for  the 
game?  If  you  do  not  read  Hygeia  yourself, 
glance  through  the  index.  You  will  notice  the 
article  on  ‘Teeth.’  Only  last  week  Mrs.  Jones 
was  in  to  consult  you  about  her  child’s  teeth. 
Have  your  secretary  wrap  up  the  November  is- 
sue, put  a three-cent  stamp  on  it  and  mail  it  to 
her.  She  will  appreciate  it.  First,  however,  in 
ink,  write  the  number  of  the  page  on  the  cover 
and  underline  it.  At  the  bottom  write:  ‘You 
may  subscribe  through  your  local  Woman’s 
Medical  Auxiliary.’  ” 

Attention  Auxiliary  Members! 

“Where  is  the  Annual  State  convention  to  be 
held?”  Headquarters  at  the  Hotel  Statler,  Buf- 
falo, New  York.  “When?”  April  28  to  May  1, 
1941,  inclusive.  “Who  is  Convention  Chair- 
man?” Mrs.  Carlton  E.  Wertz.  Any  informa- 
tion may  be  obtained  from  her  at  95  Parker  Ave- 
nue, Buffalo,  New  York.  Mark  the  time  and 
place  on  your  calendar  at  once.  Everyone  needs 
a vacation  and  a change  at  this  time.  Buffalo 
with  its  romantic  associations  offers  much  to  the 
busy  doctor  and  his  wife.  This  famous  city  is 
boasting  of  a brand  new  Convention  Hall  and 
new  Music  Hall.  Each  issue  of  the  Journal  will 
contain  added  news.  Be  sure  to  watch  our  page 
for  the  attractions  to  be  afforded  the  Woman’s 
Auxiliary  by  Mrs.  C.  Wertz  and  a committee. 


TO  PROVIDE  FOR  THEIR  NEEDY 
The  Illinois  State  Medical  Society  has  es- 
tablished a Benevolent  Fund  to  provide  for 
needy  members  or  their  widows  or  widowers 
and  to  be  administered  by  a Committee  on 
Medical  Benevolence.  One  dollar  a year  will 
be  paid  into  the  fund  from  the  dues  of  each 
member,  and  those  in  need  will  receive  “regular 
monthly  benefits  not  to  exceed  $25  to  $30  per 
month  in  any  one  case.”  The  Illinois  plan 
closely  resembles  the  one  which  has  been  oper- 
ating in  Pennsylvania  for  thirty-seven 
years. 


Classified  Rates 

Rates  per  line  per  insertion: 

Onetime $1.10 

3 consecutive  times 1.00  V 

6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of  First 
and  by  the  5th  for  issue  of  Fifteenth 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


All  statements  in  classified  ads  are  published  in  good  faith,  but  it 
is  impossible  to  make  minute  investigation  of  each  advertisement. 
We  exclude  all  known  questionable  ads,  and  will  appreciate 
notification  from  readers  relative  to  misrepresentation.  The 
right  is  reserved  to  reject  or  modify  advertising  copy. 

New  York  State  Journal  of  Medicine 
292  Madison  Avenue  MUrray  Hill  3-9841 


BOOKS  WANTED 


BOOK  Manuscripts  Wanted.  Works  of  public  interest  on  all 
subjects.  Write  for  free  booklet.  Meador  Publishing  Company, 
324  Newbury  Street,  Boston,  Mass. 


MEDICAL  EMPLOYMENT 


A complete  employment  service  for  the  medical  profession. 
Doctors,  nurses,  technicians,  dietitians,  and  assistants  in  every 
branch  of  medicine  selected  by  competent  analysis  of  experience 
and  recommended  only  upon  your  assurance  of  suitability. 

*JUe  MEDICAL  EMPLOYMENT  AGENCY 

Stephane  Prepiora,  R.N.  Kinney  Bldg.,  790  Broad  St. 

Director  Newark,  N.  J. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


FOR  SALE 


PHYSICIANS  EQUIPMENT  FOR  SALE 


Microscopes,  Autoclaves,  Sterilizers,  Centrifuges,  Quartz  Lamps, 
Fluoroscopes,  Short  Waves  and  Hospital  Equipment.  Trade  ins 
welcome— ATLAS  SURGICAL  SUPPLY  CO.,  175  Second  Ave., 
N.  Y. 


FOR  SALE 


ACTIVE  MEDICAL  PRACTICE  in  West  Central  Wisconsin  at 
inventory  value  of  equipment.  Must  sell  before  February  20th  to 
accept  government  appointment.  Hospital  membership  and 
surgical  privileges  guaranteed.  Box  1000,  N.Y.S.Jr.Med. 


l»]lLl=t«iMiVi 

This  classified  index  to  advertisers  in  the 
Medical  Directory  of  N.  Y.,  N.  J.  and  Conn., 
is  published  to  facilitate  prescribing  or  order- 
ing products  and  services  frequently  used 


Page  numbers  refer  to  the  Medical  Directory  pages  on 
which  product  or  service  is  described.  Please  credit 
Journal  or  Medical  Directory  as  your  source  of 
buying  reference  when  contacting  advertisers. 


Bookbinders — Medical 


FINE  BINDINGS— STRONG  BINDINGS 

Please  see  our  Med.  Dir.  adv.  page  11a  if  you  appreciate  old 
craftsmanship  at  reasonable  prices.  RA  DEMAEKERS 
Newark,  N.  J.,  74  Oraton  St.  New  York,  N.  Y.,  530  5th  Ave. 
HUmboldt  3-4867  CHickering  4-3650 


Orthopedic  Appliances 


EICKHORN  SURGICAL  CO. 

Specialist  on  Dr.  Telson  Co  whom  and  S-Curve  Spinal  Braces 
For  Further  Details  See  our  adv. 
page  22a  Medical  Directory 

1285  Madison  Ave.,  N.  Y.  C.  SAcramento  2-5672 


PRESCRIBE  OR  DISPENSE  ZEMMER 

Pharmaceuticals,  Tablets,  Lozenges,  Ampules,  Capsules,  Ointments,  etc. 
Guaranteed  reliable  potency.  Our  products  are  laboratory  controlled. 
Write  for  general  price  list. 

THE  ZEMMER  COMPANY  ny  2.1-41 

Chemists  to  the  Medical  Profession  Oakland  Station  Pittsburgh,  Penna. 
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• Ortho-Gynol  Vaginal  Jelly  and  its  me- 
chanical accessories,  the  Ortho  Diaphragm 
and  the  Measured-Dose  Applicator,  offer 
the  physician  a complete,  effective  ensem- 
ble for  the  method  most  prescribed  today. 
Ortho-Gynol  is  spermicidal  on  contact, 
non-irritating  and  stable.  The  Ortho  Dia- 


phragm is  well  designed  and  sturdily  con- 
structed. The  Measured-Dose  Applicator 
is  convenient  for  jelly  applications  inde- 
pendently or  in  conjunction  with  the  use 
of  the  diaphragm. 

ORTHO  PRODUCTS,  INC. 
LINDEN,  N.  J. 
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In  the  annals  of  medical  science  few  dis- 
coveries have  been  more  notable  than 
that  of  the  dramatic  role  nicotinic  acid 
plays  in  the  treatment  of  pellagra. 

Although  earlier  research  workers  had 
devoted  much  effort  to  the  problem,  it 
was  Dr.  Joseph  Goldberger  and  Dr. 
W.  H.  Sebrell  who,  in  1930,  supplied  the 
necessary  clue  by  their  discovery  of  the 
beneficial  effect  of  liver  therapy  in  this 
deficiency  disease. 

Thereafter  progress  was  rapid  on  several 
fronts,  with  major  credit  for  the  final 
victory  due  largely  to  Dr.  C.  A.  Elvehjem 
for  his  identification  of  nicotinic  acid  or 
nicotinic  acid  amide  with  the  black- 
tongue  preventive  factor.  It  was  his 


patient,  tireless  work  with  great  batches 
of  liver  extract  that  narrowed  the  search 
to  the  few  vital  crystals  which  proved  to 
be  nicotinic  acid.  He  and  his  co-workers 
at  the  University  of  Wisconsin — Madden, 
Strong,  and  Woolley — fed  a few  of  these 
crystals  to  a mongrel  dog  suffering  from 
blacktongue.  In  less  than  a day  the  symp- 
toms had  begun  to  disappear.  There- 
after it  remained  for  Dr.  T.  D.  Spies  in 
Birmingham,  Alabama,  and  others  to 
apply  nicotinic  acid  to  his  clinical  work 
on  humans,  with  what  result  the  rsa 
world  knows.  JJtt 

Nicotinic  Acid  ( Upjohn ) is  available  in  ' 

tablet  form  in  20,  50,  and  100  mg.  size , in  • 

bottles  of  100  and  1000. 
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AMPHOJEL,  Wyeth’s  Alumina  Gel,  is  becoming  the  preferred  treatment 
for  peptic  ulcer.  Four  striking  features  of  Amphojel  are  recognized  by 
clinicians.  • It  provides  prompt  relief  from  pain  • It  permits  rapid 
healing  of  the  ulcer.  • It  cannot  be  absorbed  and  eliminates  the  hazard 
of  alkalosis  • It  reduces  excess  acidity  without  completely  neutralizing 
the  gastric  contents. 

Amphojel  is  a valuable  adjunct  in  the  treatment  of  melena  and  hemat- 
einesis  when  administered  by  continuous  drip. 


AMPHOJEL 

Wyeth's  Alumina  Gel 

Fluid  Antacid  . . Adsorbent 

One  or  two  teaspoonfuls 
either  undiluted  or  with  a 
little  water,  to  be  taken  five 
or  six  times  daily,  between 
meals  and  on  retiring. 

Supplied  in  12-ounce  bottles 


FOR  THE  CONVENIENCE  OF 
AMBULATORY  PATIENTS 

Wyeth’s  Hydrated 

ALUMINA  TABLETS 

Antacid 

One-half  or  one  tablet  in 
half  a glass  of  water.  Repeat 
five  or  six  times  daily  be- 
tween meals  and  on  retiring. 

Supplied  in  boxes  of  60  tablets 


■ 

JOHN 


HR 


WYETH 


AND 


. 

BROTHER, 


I N C. 


r. 
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AMPHOJEL 


amma 


1.  Amphojel  is  safe.  When  Amphojel  is  used  neither 
secondary  acid  rise  nor  alkalosis  is  possible  for  three 
reasons:  1.  A gastric  pH  compatible  with  healing  is 
maintained.  2.  Amphojel  is  not  absorbed.  3.  Amphojel 
itself  has  a pH  of  approximately  6.7. 

2.  X-ray  examination  demonstrates  a decrease  in  the  size 
of  the  ulcer  in  10  days  when  Amphojel  is  administered 
by  the  continuous  intra-gastric  drip.  Pain  is  relieved  in 
8 to  24  hours. 

3.  Clinical  evidence  shows  that  a regimen  of  Amphojel 
— diet  and  rest  results  in  more  rapid  healing  of  peptic 
ulcer.  Amphojel  aids  the  ulcer  patient  to  lead  a more 
normal  life. 


4.  The  administration  of  Amphojel  by  the  continuous 
intra-gastric  drip  method  has  resulted  in  a greatly 
reduced  mortality  in  cases  of  gastric  hemorrhage  due  to 
peptic  ulcer.* 

5.  Four  drams  of  Amphojel  given  at  bedtime  exert  a 
prolonged  antacid  effect  usually  lasting  until  morning. 
The  patient  sleeps  more  comfortably. 

6.  Simple  hyperacidity  is  quickly,  effectively  controlled 
with  one  or  two  drams  of  Amphojel  or  a Wyeth’s 
Hydrated  Alumina  Tablet. 

* American  Jrl.  Med.  Sciences,  198 , 155  [Aug.,  1939.) 
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SCIENTIFIC  ARTICLES 


Arsenic  As  a Possible  Cause  of  Subacute  Encephalomyelitis,  Arthur  D.  Ecker , M.D. . 

The  Nerve  Pathways  and  Clinical  Features  of  Shoulder  Pain  in  Relation  to  Angina 
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3 Little  'Plastules" 

REGISTERED  U.  S.  PAT.  OFFICE 


• Three  little  Hematinic  Plastules  Plain  is  the  suggested  daily 
dose  for  secondary  anemias. 

Small,  easy  to  take  and  well  tolerated,  this  modern  iron  therapy 
appeals  to  the  physician  who  desires  effective  treatment  at  a rea- 
sonable cost  to  the  patient. 

$ HEMATINIC  PLASTULES  PLAIN 

Suggested  dosage — 1 T.  I.  D.  after  meals, 
or 

HEMATINIC  PLASTULES  with  LIVER  CONCENTRATE 

Suggested  dosage — 2 T.  I.  D.  after  meals. 

BOTTLES  OF  50  AND  100 

OVININE  COMPANY 


8134  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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gain  added  couhdence 
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BREWERS  YEAST  EXTRACT 
VITAMIN  B COMPLEX 
EXTRINSIC  FACTOR 


VEGEX  for  the  complete 

VITAMIN  B COMPLEX 


V 


“The  simplest  definition  of  the  vitamin  B complex  is  that 
it  is  an  assemblage  of  the  water -soluble  vitamin  factors  pres- 
ent in  yeast."  ( The  Lancet , November  2,  1940 , page  558.) 

Vegex,  the  autolyzed  extract  of  grain  grown  brewers  yeast, 
has  long  been  the  standard  for  the  complete  vitamin  B complex 
in  important  medical  centers  throughout  the  world  as  well  as  in 
private  practice. 

Thiamin,  riboflavin,  B6,  nicotinic  acid  and  the  components 
of  the  "filtrate  factor"  are  all  contained  naturally  within  the 
yeast  cell.  The  autolyzing  or  self -digestion  process  breaks  open 
the  yeast  cell,  thereby  making  the  contents  of  the  cell  more 
readily  available. 

When  the  vitamin  B complex  is  reguired,  it  should  be 
remembered  that  there  is  no  more  potent  or  complete  source 
than  brewers  yeast  or  its  extracts  like  Vegex. 


Samples  for  clinical  or  professional  use  will  be  sent  on  request. 

Vitamin  Food  Co.,  Inc.  Vegex,  Incorporated 

122  Hudson  Street  New  York,  N.  V. 
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Facing  the 

PNEUMONIA  SEASON 

—with  Confidence 


THIS  year  the  physician  is  able  to  view 
the  pneumonia  season  with  a degree  of 
confidence  that  has  been  impossible  in  the 
past.  The  striking  therapeutic  results  ob- 
tained with  sulfapyridine  in  pneumococcic 
pneumonia  have  profoundly  altered  the  prog- 
nosis in  this  disease. 

An  analysis  of  more  than  3,000  cases  of 
typed  pneumococcic  pneumonia  treated  with 
sulfapyridine  during  the  winter  of  1938-39 
showed  the  following  case  fatality  rates: 


Total  No.  of  Cases 3,005 

Gross  Fatality 6.0% 

No.  of  Bacteriemic  Cases 240 

Fatality 23.3% 

No.  of  Non-bacteriemic  Cases.  . 2,765 

Fatality 4.5% 


During  the  past  pneumonia  season  this  clin- 
ical experience  has  been  duplicated  in  a large 
number  of  cases.  A statistical  reviewf  of 
9,162  cases  revealed  that  the  fatality  rate  in 
pneumonia  patients  treated  with  sulfapyri- 
dine was  less  than  half  that  attained  with 
previous  methods  of  treatment. 

With  wider  dissemination  of  knowledge 
concerning  this  remarkable  drug  and  its 
more  widespread  use,  it  is  to  be  expected 
that  the  fatality  rate  from  pneumococcic 
pneumonia  throughout  the  nation  will  be 
reduced  to  a new  low  level  during  the  cur- 
rent pneumonia  season. 

fFaller,  C.  P.,  Quickel,  K.  E.,  and 
Smith,  C.  W„  Penn. 

M.  J.  43:789-800,  March  1940 


Sulfapyridine  is  manufactured  by  Merck  & Co.  Inc.  under  license  from  the  originators  of  the 
product.  May  & Baker,  Ltd.,  of  London.  Supplies  are  available  to  the  medical  profession  through 
their  druggists  under  the  labels  of  leading  pharmaceutical  manufacturers. 

LITERATURE  ON  REQUEST 


MERCK  & CO.  Inc.  ^/lla/nu^actuKin^  RAHWAY,  N.  J. 

Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


The  Evidence  Favors- 

WHOLE  NATURAL  B COMPLEX 


BRILLIANT  research  and  clinical  trials 
have  demonstrated  that  the  whole 
Natural  B Complex  is  superior  to  synthetic 
mixtures  of  thiamin,  riboflavin,  nicotinic 
acid,  B4  and  B6,  in  many  widely  diversified 
conditions. 

BEZON 

Trade  Mark 

A Natural  High  Potency  Vitamin  B Complex 

Each  capsule  contains: 

Thiamin  7 50  micrograms 

Riboflavin 
Pyridoxine 
Pantothenic  Acid 


1000  micrograms 
35  micrograms 
225  micrograms 


together  with  all  the  other  known  mem- 
bers of  the  Natural  B Complex. 

Riboflavin  from  natural  sources  has  not 
heretofore  been  obtainable  in  high  con- 
centration. Now  by  a special  patented 
process  BEZON  provides  NATURAL 
RIBOFLAVIN  IN  HIGH  POTENCY 
— 1000  micrograms  per  capsule. 

Bezon  is  derived  entirely  from  natural 
sources.  No  synthetic  components  are 
added  to  it  or  used  in  its  manufacture. 

Maintenance  Dose:  one  capsule  per  day. 

Bezon  is  available  in  bottles  of  30  cap- 
sules— a month’s  supply. 

Made  by  the  manufacturers  of  Ertron. 


A HIGH  POTENCY  B COMPLEX 


* * . . . Among  functional  digestive  dis- 
turbances most  effectively  relieved  by 
the  whole  vitamin  B complex  and  not 
responsive  to  vitamin  Bx  or  vitamin 
B2,  were  anorexia,  nervousness,  weak- 
ness and  fatigue  . . 

“ . . . natural  sources  are  recom- 
mended . . 

“.  . . the  B vitamins  are  jointly  needed 
for  metabolic  processes  and  . . . they 
should  be  supplied  in  balanced 
amounts  . . 

“.  . . one  part  of  the  B group  needs  all 
the  other  parts  of  the  group  to  be  of 
real  use  . . .”* 

. . the  whole  vitamin  B complex 
was  much  more  effective  than  any  of 
its  components  . . 

“.  . . whole  vitamin  B complex  ap- 
pears to  us  a more  rational  proce- 
dure . . .”* 

“ . . . whole  vitamin  B complex  . . . 
produces  better  therapeutic  re- 
sults . . .”* 


*A  few  of  the  abstracts  from  the  extensive 
literature.  Bibliography  supplied  on  request. 
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To  Assure  Quick  Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


nUJBIN  AMIATOPJIYZjZjIIV 

theophylline- SthyleneeUcunine 


American  Made  from  American  Materials 


H.  E.  DUBIN  LABORATORIES 

250  E.  43rd  St.  '"corporateo  New  York,  N.  Y. 
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VAGOTONIA 

A Synergistic  Association  of  Neurotropic  Drugs 

BELLADENAL 


Bellafoline a parasympathetic  sedative 

Phenobarbital  a central  sedative 

SEDATIVE  ANTISPASMODIC 


Supplied:  Tubes  of  20,  bottles  of  100,  500 


Literature  and  samples  on  request 

SANDOZ  CHEMICAL  WORKS,  Inc.  New  York,  N.  y. 
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VAGINA 


Sectmieh 


cvn 


OXYGEN 


THAT  is  literally  what  happens  . . . 

the  vagina  becomes  its  own  oxygen 
tent... when  safe,  soothing  STA-O-GEN 
is  used  in  the  treatment  of  hoth  spe- 
cific and  non-specific  leukorrhea. 

STA-O-GEN  is  germicidal,  fungicidal, 
deodorizing,  yet  non-toxic  and  non- 
irritating even  to  the  most  delicate 
tissues,  in  contradiction  to  the  arseni- 
cal, picrate  and  metallic  preparations 
commonly  used. 

ACTION:  At  body  temperature, 
in  the  presence  of  moisture,  every 
particle  of  this  ozonide  of  olive  oil 
becomes,  in  effect,  a miniature  factory, 
producing  and  releasing  a relatively 
huge  amount  of  nascent  oxygen, 
steadily  and  unremittingly  as  long  as 
any  of  the  oil  remains  unabsorbed: 
a digestive  process  usually  requiring 
about  24  hours. 

STABILITY:  Three  years,  by  labora- 
tory test.  Seil,  Putt  and  Rusby,  N.  Y. 


0>)  it  culS,  l°thout  the  vagina,  (c) 

“eluding  *at  ® ic  in  con- 

b - 


^.Treatment  0f/je“ 

1 %7^°0U: 


m 


VAC-i 


Ups 


sis*  ** 


SAFE,  SIMPLE,  REMARKABLY  EFFECTIVE.  Liquid  for  office  use.  Capsules 

for  prescription.  All  wholesalers  are  stocked  with  these  preparations  for 
your  druggist’s  convenience.  Literature  and  samples  on  request. 


-r~ 
LV-d-trl 
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Do  not  confuse  KNOX  plain  (Sparkling) 

GELATINE  (u. S.P.)  with  inferior  grades  of 
gelatine  or  with  pre-flavored,  sugar-laden  des- 
sert powders.  Knox  Gelatine  contains  abso- 
lutely no  sugar  or  other  substances  to  cause 
gas  or  fermentation.  It  is  manufactured  with 
twenty-one  laboratory  tests,  including  rigid 
bacteriological  control  to  maintain  purity  and 
quality.  Knox  Gelatine  is  dependable  for 
uniformity  and  strength.  Your  hospital  will 
procure  it  for  your  patients,  if  you  specify 
Knox  by  name. 


KNOX 

GELATINE  (U.S.P.) 

FACTORY-FLAVORED 
GELATIN  DESSERTS 

All  gelatine. 

Only  contain  10  to  12%  gelatine. 

Protein  85  to  87%. 

Protein  10  to  12%. 

pH  about  6.0. 

pH  highly  variable. 

Absolutely  no  sugar. 

85%  sugar  average. 

No  flavoring.  No  coloring.  Odor- 
less. Tasteless.  Blends  well 
with  practically  any  food. 

Contain  flavoring,  acid  and  col- 
oring matter. 

Practical  for  many  diets  in- 
cluding: diabetic,  peptic  ul- 
cer, convalescent,  anorexic, 
tubercular,  colitic,  aged,  etc. 

Contraindicated  in  diabetic, 
peptic  ulcer  and  other  diets. 

PEPTIC  ULCER  benefited  by 

KNOX  GELATINE 


(U.S.P.) 


The  effectiveness  of  utilizing  plain  Knox  Gelatine  in  treatment  of 
peptic  ulcer  has  recently  been  reported.*  In  a group  of  forty 
patients,  36(or90%)  were  symptomatically  improved;  28  of  these 
(or  70%  ) experienced  immediate  relief  of  all  symptoms.  Other  than 
dietary  regulation  which  included  frequent  feedings  of  plain  Knox 
Gelatine,  no  medication  was  given  except  an  occasional  cathartic. 

This  simple  food  regimen  has  the  advantage  of  eliminating 
“alkalosis  hazard”  and  is  credited  with  “more  prolonged  neutrali- 
zation of  the  gastric  juice!’ 

PLAIN  ( Sparkling ) KNOX  GELATINE  (u.s.P.)  was  used  in  this 
study. 

PEPTIC  ULCER  FORMULA:  Empty  one  envelope  Knox  Gelatine  in  a glass  three-quarters 
filled  with  cold  water  or  milk.  Let  the  liquid  moisten  the  gelatine.  Then  stir  briskly  and  drink 
immediately  before  it  thickens.  Take  hourly  between  feedings  for  seven  doses  a day. 


KNOX 

J 

j 

I 

GElatiNE 

j 

IMPROVE^x  -•■>• .. 

PACKAGE  \\  C“\V,Li  coK1hc 

(onuin*  4 11  j,"  ^ t ^ 

KNOX 

GELATINE 

IS  PURE  GELATINE- 
NEUTRAL-NO  SUGAR 


SEND  THIS  COUPON  FOR  REPRINT 


r 


“PEPTIC  ULCER -The  Effect  of  High 


Protein  Diet  on  the  Behavior  of  the  Disease” 
by  Windwer  and  Matzner,  Am.  Jl.  Dig.  Dis. 
5:743,  1939. 

KNOX  GELATINE 


Johnstown,  N.  Y.,  Dept.  474 


Please  send  me  above  reprint. 


Name 

Address. 
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FROM  ALL  OTHER  BREAST  MILK  SUBSTITUTES 

" 8 ■ 888 


■ 


« V ■-.v;  ..  ...  .... 


SIMIUAC 


A FOOD  FOR 
INFANTS 


AMERICAN 
MEDICAL  , 

L assn,  1 


Dietetic  Laboratories,  h*c 

COLUMBUS.OWlO. 

- net  WEIGHT  ONE  POUND  ^ 


The  fat  of  Similac  has  a phys- 
ical and  chemical  composition 
that  permits  a fat  retention 
comparable  to  that  of  breast 
milk  fat.*  ...  In  Similac  the 
proteins  are  rendered  soluble 
to  a point  approximating  the 
soluble  proteins  in  human 
milk.  ...  In  Similac  the  salt 
balance  is  altered  to  approxi- 
mate that  of  human  milk.  . . . 
Similac,  like  breast  milk,  has  a 
consistently  zero  curd  tension 
— hence  it  is  physically,  as 
well  as  metabolically,  suited  to 
the  infant's  requirements.  . . . 
No  other  breast  milk  substitute 
resembles  breast  milk  in  all 
of  these  respects. 


* Holt.  Tidwell  & Kirk  — 

Acta  Pediatrica  Vol.  16,  1933 


Mad*  from  Iresh  skim  milk 
(casein  modified)  with  added 
lactoe*.  tall*  milk  lal  and 
vegetable  and  codliver  oils. 


SIMILAC  }i^sLTARM, I! 

M&R  DIETETIC  LABORATORIES,  INC.  • COLUMBUS,  OHIO 


TROCHANTER  AND  PROPHYLACTIC 
SACRO  ILIAC  BELT 
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From  the  uses  of  trochanter  belts  as  given  by  ortho- 
pedists, we  list  the  following: 

• As  a preventive  measure  for  strain  or  sprain  of 
the  sacro-iliac  joints;  especially  for  workers  and 
drivers  who  are  lifting  heavy  loads. 

• In  abnormal  separation  of  the  symphysis  pubis 
during  pregnancy  and  during  the  postnatal  period. 
This  belt,  being  narrow  both  in  the  front  and  in 
the  back,  allows  a prenatal  or  postnatal  support 
to  be  worn  over  it. 

• In  fractures  of  the  lower  portion  of  the  pelvis; 
fractures  of  the  rami  of  the  pubic  bone  and  of 
the  ischium  especially.  It  may  be  used  also  as  an 
immediate  dressing  during  transportation  of  the 
patient. 

• After  recovery  from  fractures  involving  the  neck 
of  the  femur  when  the  patients  get  up  from  bed 
and  begin  to  walk. 

Among  the  many  supports  manufactured  by  S.  H.  Camp 
& Company  is  the  trochanter  belt,  illustrated. 

Curved  at  the  lower  margin  in  order  to  fit  into  the 
groin,  the  belt  is  made  of  two  thicknesses  of  coutil, 
quilted  together. 

It  is  lined  for  comfort  and  is  provided  with  the  Camp 
adjustment  in  the  back  and  with  detachable  leg  straps. 


S.  H.  CAMP  & COMPANY,  JACKSON,  MICHIGAN 


Offices  in  New  York;  Chicago;  Windsor,  Ontario;  London,  England 
World’s  largest  manufacturers  of  Scientific  Supports 
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THE  NATURAL  MINERAL  WATERS  OF  SARATOGA  SPA  ARE 
OWNED  AND  BOTTLED  BY  W THE  STATE  OF  NEW  YORK 


In  Excessive  Loss  of  Water , 
Chlorides  and  Base  from  Sweating 
or  Other  Causes 


In  dehydration  such  as  occurs  in  excessive  vomiting,  pro- 
longed diarrhea,  marked  diuresis  and  excessive  sweating,  the 
use  of  Saratoga  Geyser  and  Coesa  Waters  is  of  value.  They 
provide  for  the  replacement  of  the  fluid,  chloride  and  base. 
It  is  noteworthy  that  the  concentration  of  salts  in  both  these 
Waters  is  close  to  that  in  physiological  saline. 

The  use  of  these  natural  mineral  waters  is  of  value  in  mineral 
replacement  therapies  following  either  diet  deficiency  or  any 
of  the  above  conditions.  The  richness  of  mineralization  is 
recorded  in  the  accompanying  analyses.  Geyser  Water  is 
particularly  palatable  because  of  its  supersaturation  with 
C02.  It  is  a refreshing  beverage,  as  well  as  of  medicinal 
advantage. 

People  who  indulge  in  sports  of  an  active  nature  will  be  in- 
vigorated by  it.  In  competitive  sports  where  perspiration  is 
intense,  this  is  particularly  evident. 


Analysis  of  the  Three  Waters 

(MINERAL  PARTS  PER  MILLON) 

Hypothetical 

Geyser  Hathorn 

Coesa 

Combinations 

Water 

Water 

Water 

Ammon,  chlorid 

48.25 

59.10 

33.30 

Lithium  chlorid 

21.07 

64.49 

46.43 

Potass,  chlorid 

361.91 

789.54 

714.86 

Sodium  chlorid 

2,010.48 

8,594.84 

4,233.14 

Potass,  bromid 

9.23 

160.00 

13.90 

Potass,  iodid 

1.10 

4.80 

1.36 

Sodium  sulphate 

None 

None 

None 

Sod.  metaborate 

Trace 

None 

Trace 

Sodium  nitrate 

Trace 

Trace 

Trace 

Sodium  nitrite 

Trace 

Trace 

Trace 

Sodium  bicarb. 

2,213.78 

424.71 

1,331.15 

Calcium  bicarb. 

1,829.14 

3,380.84 

2,519.74 

Barium  bicarb. 

16.67 

25.65 

25.00 

Strontium  bicarb. 

Trace 

Trace 

Trace 

Ferrous  bicarb. 

9.94 

40.07 

5.86 

Magnes.  bicarb. 

753.89 

2,244.88 

1,186.57 

Alumina 

7.14 

4.98 

6.37 

Silica 

19.40 

14.40 

12.80 

Total 

7,284.00  15,808.30  10,130.48 

Look  for  the  Seal  of  The  State  of  New  York  on  ev- 
ery bottle  of  the  genuine  waters  of  Saratoga  Spa. 

The  Waters  and  their  Internal  Use  are  the  subject 
of  discussion  in  Spa  Publication  Number  9.  A copy 
will  be  sent  on  request  addressed  to  W.  S.  McClellan, 
M.D.,  Medical  Director,  Saratoga  Spa,  155  Saratoga 
Springs,  N.  Y. 


THE  BOTTLED  WATERS  OF 

8M 


GEYSER 
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Here  is  proof — clinical  proof — of  the  effect  of  Foille  on 
. burns.  Tests  in  industrial  and  private  practice  have 

* shown  that  application  of  Foille  to  burns  of  any  degree 

produces  rapid  relief  of  pain  and  shock — within  five  to 
thirty  minutes — as  a rule.  Further,  Foille  may  be  ap- 

I plied  before  debridement  is  performed — thus  it  is  ex- 

; ceptionally  useful  in  emergencies. 

FOILLE 

Foille  is  a water-in-oil  emulsion  with  marked  analgesic 
and  antiseptic  properties.  When  applied  to  a burned 
' surface,  it  forms  a soft,  moist  incrustation,  which  permits 

drainage  and  free  mobility. 

Possibility  of  contractures  is  lessened,  and  epithelization 
is  hastened.  Foille  shows  a positive  antiseptic  action, 

1 furthermore,  and  the  incidence  of  infections  in  cases 

treated  with  Foille  is  extremely  low. 

We  will  be  glad  to  send  you  a professional  sample  of 
■ Foille  for  a clinical  test. 


3rd  day  following  burns  from 
gas  explosion.  Treated  immedi- 
ately with  Foille. 


31st  day  after  bum.  Com- 
pletely healed  without  disfigure- 
ment. Case  history  on  request 


CARBISULPHOIL  COMPANY 

MANUFACTURERS 

DALLAS,  TEXAS,  U.  S.  A. 

NEW  YORK  CHICAGO  LOS  ANGELES  BIRMINGHAM 


CARBISULPHOIL  COMPANY 

DALLAS,  TEXAS 

Please  send  me  professional  sample  of  Foille. 


NAME M.D 

ADDRESS 

CITY STATE 
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J.  E.  HANGER,  INC. 

104  Fifth  Ave.  ESTABLISHED  80  YEARS  New  York  City 

Inventors  and  Manufacturers 

ENGLISH  WILLOW  AND  DURAL  LIGHT  METAL 
ARTIFICIAL  LIMBS 

Hanger  Limbs  have  been  selected  by: 

Monty  Stratton,  Whitesox  Baseball  Pitcher 

Rip  Collins,  Newark  Football  Player 

Val  Bialas,  Utica  Champion  Ice  Skater 

Jimmie  Horning,  Parachute  Jumper 

Jessie  Simpson  Stewart,  Miss  New  Jersey  of  1936, 

and  other  persons  of  prominence. 

Expert  fitting — Superior  Design — Quality  Construction. 

Factories  in  principal  cities.  Literature  upon  request. 


Vitamin  C 

for  the  growing  child 


Investigators  have  found  that  children  of 
elementary  school  age  require  about  twice  as 
much  Vitamin  C per  kilo  of  body  weight  as 
do  adults. 

Nation-wide  nutritional  surveys  have  shown 
that  the  average  intake  of  Vitamin  C is  far 
below  the  “optimum” — and  in  possibly  one- 
third  of  the  population,  below  the  “minimum” 
daily  requirement. 

Physicians  know,  of  course,  that  grapefruit 
is  one  of  the  prime  sources  of  Vitamin  C.  Until 
recently,  however,  it  was  not  general  knowledge 
that  fresh  grapefruit  is  one  of  the  cheapest 
sources  of  the  daily  requirement  of  this  vita- 


min, while  canned  grapefruit  juice  is  the 
cheapest  source  of  all,  with  the  sole  excep- 
tion of  cabbage  in  large  quantities. 

The  tart,  zestful  flavor  of  grapefruit,  and  its 
high  toleration,  make  it  a welcome  addition; 
to  the  diet. 

Members  of  the  medical  profession  desiring; 
a complete  and  authoritative  treatise  on  the 
values  of  citrus  fruits  will  find  much  of  interest 
in  the  recently  published  “Citrus  Fruits  and 
Health”  of  the  Citrus  Commission  of  the  State 
of  Florida. 

To  obtain  a complimentary  copy,  please  fill 
in  and  mail  the  coupon. 


Florida  Citrus  Commission 
State  of  Florida 


Florida  Citrus  Commission  Dept-33-E 

Lakeland,  Florida 

Gentlemen: 

Please  send  me  your  book,  CITRUS  FRUITS 
AND  HEALTH. 


Name 

Address 

City State. 

Profession 
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BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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ADVERTISED  PRODUCTS 

With  this  issue,  the  advertising  index  has 
been  extended  to  provide  a cross-reference 
of  products  advertised  for  the  convenience 
of  physicians  who  may  have  occasions  to 
check  back  on  a particular  product  that 
has  been  described  in  an  advertisement. 

Generally,  the  index  to  advertised  prod- 
ucts will  be  found  in  the  back  of  each  issue 
as  a carry-over  of  the  advertising  index. 

In  this  issue  you  will  find  this  section  of 
the  index  on  page  415. 
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CARPENTERS 

HALL 


In  this  building  the  first 
Continental  Congress  met 
in  1774.  T he  edifi  ce  is  still 
standing  in  Philadelphia. 


g BEPRON,  Wyeth’s  Beef 
Liver  with  Iron,  is  a pal  - 
f atable  preparation  con- 
taining in  concentrated 
form  all  the  desirable 
soluble  constituents  of 
fresh  whole  beef  liver  i 
essential  in  the  treat-  J 

ment  of  nutritional  L 

(secondary)  anemia. 


Supplied  in  8-ounce 
and  pint  bottles . 


*BEPRON  is  a trademark  of  John  Wyeth  & 
Brother , Incorporated,  for  its  palatable  prepara- 
tion of  fresh  whole  beef  liver  with  added  soluble 
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A Pte-Gooked  CEREAL  FOOD 


...  is  widely  prescribed  by 
some  leading  pediatricians  as 
a first  solid  food.  Uniquely  ac- 
ceptable to  babies,  delicious  to 
children  and  adults.  Check  the 
seven  desirable  qualities  of 
this  mixture  of  natural  foods. 


i§® 


1.  VITAMINS:  Every  ounce  contains  100  Int.  units  of  Vitamin  Bx, 

60  units  of  riboflavin  (Sherman-Bourquin)  and 
all  factors  of  the  B complex  as  found  in  yeast, 
whole  grains  and  milk. 

2.  CALCIUM  and  PHOSPHORUS:  Essential  calcium  and  phospho- 

rus from  a natural  source  — Powdered  Skim  Milk, 

3.  IRON:  A good  source  of  available  iron,  without  the  addition 

of  metallic  salts. 

4.  CARBOHYDRATES:  Necessary  carbohydrates  furnished  in 


m 

, 

. j 


easily  assimilable  form 


V 

‘ 


S§§il 


5.  PROTEINS:  Both  milk  and  cereal  pi 
the  amino  acids  neces 


6.  FIBER  CONTENT:  Low  in  crud 

7.  TASTE:  Babies  like  it  — willing 


oleins,  excellent  sources  of 
sory  for  growth. 

r content. 


Detailed  Only 
to  Physicians 


Sold  Only  Throut 
Drug  Channels 


CEREVIM  PRODUCTS  CORPORATION 

lOO  SIXTH  AVENUE  NEW  YORK,  N.  Y. 
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Petrolagar*. ./*/  Me 


• Petrolagar  Plain,  is  a bland  emulsion  of  high  grade 
mineral  oil.  It  helps  to  soften  the  feces  and  promotes 
the  formation  of  an  easily  passed  stool. 

Petrolagar  Plain  helps  maintain  regular  bowel  move- 
ment without  the  use  of  harsh  laxatives. 

Suggested  dosage: 

Adults — Tablespoonful  morning  and  night  as  required 
Children — Teaspoonful  once  or  twice  daily  as  required 


* Petrolagar — The  trademark  of  Petrolagar  Laboratories,  Inc., 
brand  emulsion  of  mineral  oil  . . . Liquid  petrolatum  65  cc. 
emulsified  icith  0.4  gm.  agar  in  menstruum  to  make  100  cc. 


• 8134  McCormick  Boulevard  • Chicago,  Illinoi 


Petrolagar  Laboratories,  Inc. 
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Editorial 

Elephant's  Child 


On  July  15,  1940,  in  the  military  medi- 
cine number  of  the  Journal,  we  pub- 
lished an  editorial  on  the  subject  of  physi- 
cians’ life  insurance  in  war  time.  The 
editors’  purpose  was  to  provoke  discus- 
sion of  this  moot  subject  so  vital  to  the 
welfare  of  those  medical  men  and  women 
who  were  about  to  enter  the  military  and 
naval  services. 

At  the  time  that  this  editorial 
was  published,  very  little  information 
was  to  be  had  as  to  the  probable  effect  of 
our  peacetime  training  mobilization  on 
the  existing  structure  of  physicians’  in- 
surance contracts.  We  felt,  however, 
that  to  raise  the  issues,  which  developed 
from  questions  being  asked  us  by  our 
correspondents,  might  in  the  course  of 
time  provoke  authoritative  information 
from  some  informed  source.  We  also  felt 
that  being  the  first  medical  publication 
to  print  a military  medicine  issue,  our 
role  should  be  that  of  the  elephant’s 
child  who,  if  you  will  remember,  was 
“full  of  ’satiable  curiosity.  He  asked 
his  broad  aunt,  the  Hippopotamus,  why 
her  eyes  were  red,  and  his  broad  aunt,  the 
Hippopotamus,  spanked  him  with  her 
broad,  broad  hoof;  and  he  asked  his 
hairy  uncle,  the  Baboon,  why  melons 
tasted  just  so,  and  his  hairy  uncle,  the 
Baboon,  spanked  him  with  his  hairy, 
hairy  paw.  And  still  he  was  full  of 
’satiable  curiosity!  He  asked  questions 
about  everything  that  he  saw,  or  heard, 
or  felt,  or  smelt,  or  touched,  and  all  his 
uncles  and  his  aunts  spanked  him-  And 
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still  he  was  full  of  ’satiable  curiosity!”* 
Well,  in  loco  parentis,  the  Connecticut 
State  Medical  Journal  spanks  us  again 
editorially  in  its  January,  1941,  issue,  to 
wit: 

“The  New  York  State  Journal  of  Medicine  has 
recently  given  prominence  to  the  discussion  of 
the  physician’s  life  insurance  in  war  time.  In 
order  to  intercept  any  false  interpretations  or 
deductions  a clarification  of  the  subject  is  im- 
perative. The  voice  of  experience  and,  may  we 
add,  of  authority,  which  the  New  York  editor  is 
pleased  to  ascribe  to  us,  should  logically  come 
from  Hartford,  the  insurance  center  of  the  na- 
tion. The  payment  of  all  types  of  insurance 
premiums  becomes  a serious  problem  for  either 
physician  or  layman  in  the  event  of  military  serv- 
ice. Insurance  carriers  of  accident  and  health 
policies  are  ruling  that  such  policies  shall  con- 
tinue in  effect  only  provided  that  the  insured  re- 
mains within  the  United  States  or  Canada,  that 
he  does  not  enter  the  air  service,  and  provided 
that  this  nation  does  not  engage  in  actual  war- 
fare. Life  insurance  is,  of  course,  only  one  of 
the  serious  financial  problems  facing  physician  or 
layman  who  enters  military  service.  He  may 
be  encumbered  with  mortgage  payments  on  his 
home,  monthly  installments  on  his  automobile 
or  gas  refrigerator,  or  interest  on  financial  loans. 
The  pay  of  a first  lieutenant  or  of  a captain  will 
undoubtedly  fall  far  short  of  the  necessary  income 
to  meet  these  obligations. 

“Our  friends  in  New  York  commit  a funda- 
mental error  when  they  reason  that  to  borrow  on 
a life  insurance  policy  represents  the  insured’s 
own  money  loaned  back  to  him  by  the  insurance 
company.  A man  does  not  borrow  ‘his  own’ 
money  when  he  borrows  on  a policy,  but,  rather 
he  enters  into  an  agreement  with  the  investment 
department  of  the  insurance  company  whereby 
this  same  company  agrees  to  invest  some  of  its 

* Kipling,  R.:  Just  So  Stories,  Garden  City,  Long 
Island,  New  York,  Doubleday,  Page  & Co.,  1915. 
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money  with  him,  provided  he  pays  interest  for 
the  use  of  it.  This  process  is  entirely  compa- 
rable to  the  investment  of  money  by  the  life  in- 
surance company  in  real  estate  and  in  invest- 
ment securities,  but  in  any  event  the  company 
must  realize  a return  on  money  invested  in  order 
to  maintain  solvency.  Borrowing  money  from 
an  insurance  company  by  an  individual  is  no 
different  from  borrowing  money  from  a bank. 
In  the  second  instance  the  bank  requires  collat- 
eral of  securities,  or  other  tangibles,  while  the  in- 
surance company  accepts  a life  insurance  policy 
as  collateral  up  to  the  amount  of  reserve  which 
has  accrued  against  the  policy. 

“Automatic  extension  of  insurance  at  the  face 
value  of  the  policy  for  a period  dependent  upon 
the  amount  of  cash  reserve  in  the  policy  has  been 
suggested  as  a solution  of  the  physician's  diffi- 
culties in  meeting  premium  payments.  The 
question  is,  why  limit  the  moratorium  to  life 
and  accident  premiums?  It  could  as  fairly  be  ap- 
plied to  any  current  debt  or  obligation  incurred 
by  any  individual  who  may  become  a part  of  the 
fighting  forces  of  the  United  States.  What 
would  be  the  result  upon  the  economic  system  if 
such  a procedure  became  legalized?  Let  us  not 
forget  that  a life  insurance  policy  may  be  paid 
for  in  full  if  the  insured  so  desires.  Furthermore, 
if  a continuation  of  the  payment  of  life  insurance 
premiums  is  not  desired  for  any  policy,  the  in- 
sured is  protected  through  paid-up  insurance  for 
100%  value  of  all  premiums  paid  up  to  the  time 
of  the  cessation  of  premium  payments  and, 
therefore,  no  further  premium  payments  need  be 
paid. 

“Our  neighbors  from  New  York,  ‘to  provoke 
discussion  of  this  subject/  have  suggested  a 
transfer  of  insurance  from  private  to  government 
control.  This  invites  the  entrance  of  the  govern- 
ment into  the  field  of  insurance.  During  World 
War  I the  government  sold  cigarettes  at  seven 
cents  a package  at  army  posts,  while  the  same 
product  was  sold  elsewhere  at  fifteen  cents  a 
package.  How  was  the  difference  in  selling 
price  made  up?  How  will  the  difference  be- 
tween the  premium  charged  for  government  in- 
surance and  the  actual  cost  of  the  insurance  to 


the  government  be  met?  The  answer,  obviously, 
is  by  taxation  toward  which  everyone  con- 
tributes. How  far  do  we  wish  to  permit  the 
government  to  be  projected  into  private  enter- 
prise? If  it  is  going  into  business  at  all,  why  not 
into  all  fields?  Can  the  government  handle  any 
business  as  efficiently  as  is  possible  under  good 
private  management?  How  great  a degree  of 
efficiency  in  business  may  one  expect  from  the 
government  when  the  results  of  lack  of  efficiency, 
lack  of  judgment,  lack  of  foresightedness,  and  lack 
of  honest  endeavor  can  always  be  compensated 
for  by  an  increase  in  taxes?  Will  the  change  of 
operating  personnel  under  government  control 
due  to  the  change  in  administrations  tend  to 
keep  the  level  of  efficiency  as  high  as  under  pri- 
vate enterprise? 

“It  requires  no  deep  study  on  the  part  of  well 
informed  citizens  to  realize  the  repercussions  of 
the  T.V.A.  experiment  where  taxation  is  con- 
cerned. Private  enterprise  is  based  on  the  prem- 
ise, ‘be  successful  or  you  perish/  and  that  is  an 
impelling  incentive  for  the  achievement  of  suc- 
cess. Such  an  incentive  would  be  non-existent 
under  government  control.  Government  se- 
curities do  not  in  themselves  yield  sufficient  in- 
come to  insure  the  solvency  of  any  insurance  or- 
ganization. The  government  itself  can  make  up 
this  deficiency  only  by  increased  taxation,  but 
the  source  of  supply  will  fail  if  business  is  choked 
by  a moratorium  and  the  natural  flow  of  money 
necessary  to  carry  on  all  business  is  thereby  re- 
duced. 

“There  is  most  assuredly  no  novel  or  magic 
way  of  providing  for  life  insurance  premiums  of 
those  engaged  in  the  business  of  military  train- 
ing. The  mysteries  of  the  Aladdin-like  legerde- 
main performances  in  Washington  have  long 
since  been  divulged.  Financial  obligations,  in- 
cluding life  insurance  premiums,  cannot  be  sus- 
pended nor  can  protection  exist  for  the  physician 
only  insofar  as  he  pays  for  it.  The  hard  way  re- 
mains the  only  way  for  us,  as  for  countless  others 
in  the  disrupted  world  of  today.” 

And  still  we  are  full  of  'satiable  curi- 
osity! 


The  Medically  Indigent 


We  are  indebted  to  Medical  Economics1 
for  the  following  contribution  to  the 
matter  of  prepayment  plans  for  medical 
service. 

The  Bronx  County  (N.  Y.)  Medical 
Bulletin  points  out  that  premiums  for 
sickness  insurance  are  so  steep  as  to  be 
suited  only  to  those  in  high  income 
groups.  “Organized  medicine  is  not  in- 
terested in  establishing  voluntary  in- 

1  Medical  Economics:  18:  116,  No.  4 (Jan.)  1941. 


surance  plans  for  the  high  income  brack- 
ets,” the  Bulletin  declares.  “This  class 
of  patients  is  financially  capable  of  pay- 
ing for  medical  service  and  is  the  back- 
bone of  present  medical  practice.  Why  or- 
ganize insurance  plans  jeopardizing  the 
little  practice  still  left  with  us?” 

To  which  the  New  York  Times , in  a 
recent  editorial,  adds : 

Families  that  must  live  on  $1,000  a year 
or  less  cannot  be  reached  because  they 
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cannot  make  the  prepayments  called  for, 
which  means  that  the  vital  problem  of 
widely  distributing  medical  care  is  not 
touched.  The  patient  who  can  prepay 
must  choose  a (participating)  doctor, 
though  that  doctor  may  not  have  the 
privileges  of  a good  voluntary  hospi- 
tal. 

The  Times,  we  feel,  is  perhaps  a little 
oversentimental  and  under-informed  in 
stating  that  “the  vital  problem  of  widely 
distributing  medical  care  is  not  touched 
. . . .”  at  least  in  the  State  of  New  York. 
The  problem  admittedly  has  difficulties, 
all  of  which  are  not  to  be  solved  by 
prepaid  medical  expense  insurance. 
“Families  that  must  live  on  $1,000  a 
year  or  less”  and  “cannot  make  the 
prepayments  called  for”  appear  to  the 
Times  to  be  beyond  the  reach  of  widely 
distributed  medical  care,  if  we  under- 
stand correctly  the  printed  word. 

We  are  glad  that  the  Times  has  brought 
this  matter  to  light.  For  some  time  there 
has  been  on  the  statute  books  of  this 
state — Public  Welfare  Law:  Article  X; 
section  83 — a statement  of  the  responsi- 

Socialism  vs. 

How  social  is  socialism?  The  obvious 
answer  seems  to  be : about  as  companion- 
able as  the  socialists!  In  the  recent  past, 
socialism  was  perhaps  farthest  advanced 
in  Germany,  Austria,  the  Irish  Free 
State,  and  the  Scandinavian  countries. 

In  1936  France  came  under  the  control  of 
a socialist  government  for  better  or  worse 
and  Spain  overthrew  its  semisocialist 
government  in  favor  of  fascism. 

Somehow  the  cooperative  movement 
among  peoples  seems  to  revert  to  the  old- 
fashioned  practice  of  blood-letting  as  a 
cure-all,  a practice  discarded  as  ineffi- 
cient, ineffective,  and  outmoded  years  ago 
by  the  medical  profession.  Hence  it  has 
been  with  some  misgivings  perhaps  that 
physicians  have  watched  the  carefully 
fostered  growth  of  socialism  in  this 
country.  For  physicians  are  really  very 
sociable  people.  They  get  around  among 
the  folks  quite  a lot. 


bility  of  public  authority  for  providing 
medical  care.  We  quote: 

The  public  welfare  district  shall  be 
responsible  for  providing  necessary  medi- 
cal care  for  all  persons  under  its  care,  and  for 
such  persons  otherwise  able  to  maintain 
themselves,  who  are  unable  to  secure 
necessary  medical  care,  except  insofar 
as,  in  cases  of  communicable  disease,  that 
duty  may  be  imposed  upon  the  health 
officer  by  law  or  the  state  sanitary  code. 
Such  care  may  be  given  in  dispensaries, 
hospitals,  the  person’s  home  or  other 
suitable  place. 

Perhaps  this  is  news  to  the  Times,  per- 
haps not.  At  any  rate  medical  care, 
the  Times  will  note,  will  be  provided  for 
“persons  otherwise  able  to  maintain 
themselves,”  by  a beneficent  state  gov- 
ernment. Surely  the  persons  “that  must 
live  on  $1,000  a year  or  less”  would  fall 
into  the  category  of  persons  otherwise 
able  to  maintain  themselves  but  who  are 
unable  to  secure  necessary  medical  care? 
In  that  case  why  these  tears?  Can  the 
Times  be  seriously  questioning  the  good 
faith  of  the  state  government?  Tsk! 
Tsk! 

Sociability 

Among  the  people  of  this  democracy 
the  physicians  circulate — among  the 
friendly,  sociable  people  riding  in  auto- 
mobiles, laughing,  dancing,  going  to 
church,  voting  in  free  elections,  eating 
butter,  drinking  beer,  arguing  about  any- 
and  everything  under  the  sun,  listening 
to  radios,  attending  prize  fights,  working 
to  produce  useful  and  beautiful  things, 
living  together  in  sociability.  Among 
these  people  physicians  move  yet 
awhile. 

And  in  their  hearts  they  wonder  about 
this  thing  called  socialism,  this  coopera- 
tive movement  which  has  produced  all 
the  fine  things  of  fife  in  modern  Europe; 
the  fine  burning  of  books,  the  magnificent 
bombings  of  Ethiopians,  the  exquisite 
torturing  and  murder  of  Jews,  the  elegant 
collapse  of  France,  the  splendorous  civil 
war  in  Spain,  the  sublime  demolition  of 
architectural  landmarks  in  Britain,  the 
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esthetic  conscription  of  labor,  the  graceful 
starvation  of  human  beings,  the  imposing 
exile  of  human  herds,  the  superb  walling- 
in  of  the  “begats”  of  Abraham. 

And  in  their  minds  they  ponder  about 
this  thing  called  socialism,  this  coopera- 
tive movement  in  this  hemisphere  which 
commences  now  to  produce  many  things 
in  America:  Social  Security,  and  guns 
and  tanks;  compulsory  sickness  insur- 
ance, and  men  marching  in  uniform  in 


peacetime,  and  debt,  and  warplanes;  the 
socialization  of  medicine,  and  warships, 
torpedoes,  bombs;  and  lease-lend  bills  and 
taxes  for  the  happy  folk  to  pay  so  that 
they  can  be  more  expeditiously  socialized 
in  the  shadow  of  democracy. 

How  social  is  socialism?  Your  guess  is 
as  good  as  ours.  You  have  eyes  to  see  and 
ears  to  hear  with.  Look  in  the  open  book 
of  history;  listen,  and  you  will  hear  the 
dull  tramp  of  marching  feet. 


Hearing  Aids 


About  five  million  people  in  the  United 
States  are  so  hard  of  hearing  as  to  require 
some  sort  of  hearing  aid.  Their  problems 
in  this  respect  are  discussed  elsewhere  in 
this  issue  by  Dr.  Thomas  H.  Halsted, 
F.A.C.S.,  emeritus  professor  of  otolaryn- 
gology, Syracuse  University  College  of 
Medicine,  now  resident  in  New  York 
City. 

For  the  first  time,  we  are  informed, 
there  is  now  established  here  a means 
whereby  the  hard  of  hearing  may  be 
advised  by  competent  medical  authority 
and  scientific  individual  adaptation  may 
be  made  of  the  various  hearing  aids. 
Formerly,  advice  on  these  matters  has 
been  largely  a service  rendered  to  pa- 
tients by  manufacturers’  representatives 
and  such  of  the  laity  as  considered 
themselves  to  be  competent  advisers 


by  virtue  of  using  some  mechanism 
themselves. 

The  science  of  acoustics  has  made  such 
rapid  strides  in  recent  years  that  it  has 
become  increasingly  impractical  for  many 
medical  men  to  devote  their  entire  time 
to  the  study  of  the  physical,  electrical, 
and  chemical  technology  which  has 
entered  into  the  production,  operation, 
and  adaptation  of  the  many  devices  now 
on  the  market. 

When,  as  in  Dr.  Halsted’s  case,  a 
medical  man  can  make  available  to  the 
hard  of  hearing  a consultative  service 
based  on  this  wide  study  of  apparatus 
plus  a physician’s  knowledge  of  the 
anatomy,  pathology,  and  physiology  of 
the  ear,  we  believe  that  again  a definite 
advance  has  been  made  in  the  public  serv- 
ice rendered  by  the  medical  profession. 


“Shuffle  off  to  Buffalo” 

....  is  the  tune  we  recommend  for  the  latter  part  of  April,  for,  on  the 
twenty-eighth,  the  1941  Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York  will  convene  there.  The  dates  are  from  April  28  through  May 
1.  The  headquarters  will  be  at  the  Hotel  Statler  and  you  are  urged  to 
make  your  reservations  now. 

The  scientific  program  will  be  particularly  outstanding  this  year  and  we 
hear  that  the  banquet  is  to  be  an  occasion  that  no  Society  member  will 
want  to  miss. 

Start  “shuffling”  your  spring  dates  now  so  that  you  will  be  in  Buffalo  on 
April  28. 


February  15,  1941 1 


EDITORIAL 


333 


Correspondence 

HEALTH  INSURANCE”  VERSUS  “SICKNESS  INSURANCE! 

This  controversy  began  with  the  'publishing  of  Dr. 
Haven  Emerson's  letter  in  the  January  1 issue — Editor. 


January  17,  1941 

To  the  Editor: 

The  term  “Health  Insurance”  has  been  chal- 
lenged as  fallacious  and  misleading.  In  order 
that  there  be  no  misunderstanding  as  to  the  in- 
tent and  meaning  of  the  phrase,  we  should 
properly  investigate  its  use  and  definition  and 
compare  it  with  the  proposed  term  “Sickness 
Insurance.” 

1.  In  the  first  place  “Health  Insurance”  is 
used  in  the  same  sense  as  “Life  Insurance,”  which 
surely  does  not  guarantee  life,  but  does  insure 
payment  of  certain  sums  when  death  occurs. 
In  the  same  way  “Health  Insurance”  makes  no 
guarantee  for  health  but  promises  certain  serv- 
ices or  payment  should  illness  occur. 

2.  In  the  second  place,  it  is  hoped  that  group 
insurance  will  make  the  path  easier  to  the  physi- 
cian’s door.  When  preventive  medicine  can 
be  more  readily  received,  and  when  periodic 
physical  examinations  and  prompt  treatment 
when  needed  are  the  order  of  the  day,  can  there 
be  much  question  that  the  insured  group  will  en- 
joy better  health  than  a similar  uninsured  group? 

3.  Third  and  last,  it  is  more  worthy  to  use  a 
positive  rather  than  a negative  term.  Health 
may  be  good  or  bad.  As  defined  by  Funk  and 
Wagnall’s  dictionary,  health  means  “soundness 
of  any  living  organism;  also  physical  condition, 
good  or  ill.”  Also,  “Health  Insurance”  is  listed 
in  standard  dictionaries,  but  nowhere  is  there  a 
definition  or  listing  of  “Sickness  Insurance.” 

The  Quarterly  Cumulative  Index  Medicus 
from  Vol.  I (1927)  to  Vol.  27  (1940)  has  under 
the  heading  of  “Insurance,”  Accident,  Health, 
Life  (and  occasionally  Social,  Physicians’, 
and  Fire).  “Insurance,  Sickness”  appears  never 
to  be  used  at  all  by  the  Index,  but  “Insurance, 
Health”  is  by  far  its  largest  category  under 
Insurance. 

Therefore,  by  definition,  meaning,  and  com- 
mon usage,  the  term  “Health  Insurance”  is 
accurate,  honest,  and  legitimate. 

Very  truly  yours, 

Elinor  B.  Harvey 
Donald  K.  Freedman 


January  20,  1941 

To  the  Editor: 

Inexact  terms  and  lack  of  definitions  are  com- 
mon causes  of  profitless  controversy  and  con- 
fusion of  thought.  If  the  medical  profession  is 
to  continue  to  deal  honestly  within  its  own  ranks 
and  with  the  public,  it  will  wish  to  use  terms  that 
are  neither  ambiguous  nor  deceptive. 

There  is  much  to  be  said  in  favor  of  insurance 
to  meet  the  cost  of  medical  care  in  sickness  es- 
pecially if  on  a voluntary  basis.  If  such  insur- 
ance is  sold  to  the  public  as  “Health  Insurance” 
the  insured  will  expect  health  which  cannot  be 
promised  or  paid  for  on  any  basis  so  far  under- 
taken. The  first  step  toward  useful  discussion 
is  a correct  use  of  terms. 


1.  Fire  Insurance,  Accident  Insurance,  Bur- 
glary Insurance,  Sickness  Insurance  are  terms 
implying  financial  protection  against  the  costs 
of  the  hazard  named. 

Life  insurance  is  an  investment  in  benefits 
to  others  than  the  insured  person,  who  pays  for 
them  during  his  life. 

Sickness  insurance,  a term  correctly  describing 
systems,  voluntary  and  compulsory,  in  effect 
in  continental  Europe  at  least  since  Bismarck’s 
time,  was  replaced  in  England  for  political 
persuasiveness  by  Lloyd  George  about  1912  to 
obtain  support  for  his  compulsory  participating 
plan  for  medical  care  for  wage  earners.  The 
term  “Health  Insurance”  is  widely  used  in  this 
country  for  the  same  purpose.  Neither  the  pur- 
pose, which  is  to  persuade  people  to  vote  for 
something  they  will  not  in  fact  receive,  nor  the 
term  itself  as  descriptive  of  the  purpose  for 
which  the  insurance  fund  is  created  justifies  our 
use  of  the  phrase  “Health  Insurance”  in  medical 
discussions  among  ourselves  or  with  the  laity, 
except  to  warn  against  its  incorrect  and  un- 
predictable implications. 

2.  Group  or  individual  insurance  to  meet  the 
cost  of  periodic  medical  or  health  examinations 
or  examinations  for  diagnosis  and  early  treat- 
ment of  “pre-clinical”  states  of  disease  may  or 
may  not  contribute  to  the  health  of  the  indi- 
vidual, according  to  the  patient’s  understanding 
and  cooperative  ambition  to  achieve,  maintain, 
or  improve  his  health.  This  cannot  be  insured 
either  for  or  against.  This  is  not  included  among 
compulsory  “Health  Insurance”  benefits  in 
England.  There  is  no  evidence  in  this  country 
or  abroad  that  insurance  schemes  to  meet  the 
cost  of  care  in  sickness  have  been  an  important 
factor  in  the  health  status  of  the  people  generally 
or  of  the  insured  group.  Nor  has  the  misnamed 
“Health  Insurance”  scheme  in  England  brought 
to  the  insured  a superior  or  adequate  quality 
and  range  of  medical  care  in  sickness. 

3.  Sickness  insurance  will  win  its  way  into 
dictionaries  and  ultimately  in  the  Index  Medicus 
when  it  is  clearly  understood  to  describe  some- 
thing definite,  exact,  correct  as  defined,  and  quite 
different  from  “Health  Insurance”  as  intended 
by  its  current  promoters. 

Whatever  our  language  or  national  inclina- 
tions or  traditions,  we  must  admit  that  Krankheit 
V ersicherung  has  the  precise  meaning  of  sickness 
insurance.  Gesundheit  V ersicherung  is  something 
different  and  nonexistent.  The  British  adopted 
a new  name  for  an  old  thing  without  altering  its 
essence  or  quality. 

There  are  no  health  services  offered  or  provided 
for  under  the  “Health  Insurance”  scheme  in 
England.  Insurance  is  not  paid  when  health  is 
lost.  The  cost  of  sickness  is  paid  for.  The  in- 
sured determines  when  he  or  she  is  sick  and  de- 
mands attention.  The  insured  have  no  invest- 
ment in  health  and  their  insurance  does  not 
give  them  any  better  health. 

Very  truly  yours, 

Haven  Emerson,  M.D. 


ERRATA 


Workmen’s  Compensation 


In  the  February  1,  1941,  issue  of  the  Journal  there  appeared 
on  page  259  two  errors  which  need  correction. 

In  the  second  paragraph,  line  1 should  read  “It  should  be 
noted  that  the  C-4  report  must/’  etc.,  instead  of  C-14. 

In  the  third  paragraph,  line  4 should  read  “The  law  states 
that  the  C-14  report,”  etc.,  instead  of  C-4. 

The  corrected  report  is  published  below. 

February  5,  1941  David  J.  Kaliski,  M.D. 

Director 


WORKMEN’S  COMPENSATION 
We  have  been  informed  by  the  Director  of 
Workmen’s  Compensation  of  the  Department  of 
Labor  that  many  physicians  throughout  the 
state  are  not  yet  familiar  with  the  amendments 
to  the  Workmen’s  Compensation  Law  which 
became  effective  on  July  1,  1940.  These  were 

Sublished  in  the  New  York  State  Journal  of 
Iedicine,  June  1,  1940.  The  attention  of 
physicians  practicing  under  the  Workmen’s 
Compensation  Law  is  again  directed  to  these 
amendments,  and  they  are  urged  to  comply  with 
them. 

It  should  be  noted  that  the  C-4  report  must 
now  be  forwarded  to  the  employer  or  insurance 
carrier  and  the  Department  of  Labor,  within 
fifteen  days  instead  of  twenty  days  as  heretofore. 
This  report  should  be  notarized,  but  physicians 
are  urged  not  to  delay  it  if  a notary  is  not  avail- 
able. The  C-104  form  is  reportable  within 
forty-eight  hours. 

The  new  progress  report  (C-14)  should  be  sent 
to  the  employer  or  insurance  carrier  and  the  De- 
partment of  Labor  in  all  protracted  cases  every 
three  weeks.  The  Law  states  that  the  C-14  re- 
port should  be  submitted  “when  requested”  by 
the  employer  or  insurance  carrier,  but  it  is  ad- 
visable to  submit  such  reports,  even  though  not 


requested,  at  regular  intervals,  in  order  to  famil- 
iarize the  employer  or  insurance  carrier  with  the 
progress  of  the  patient  if  the  medical  care  con- 
tinues beyond  the  first  four  weeks  or  so. 

Another  amendment,  effective  July  1,  1940, 
gives  to  the  Industrial  Board  the  right  to  assess 
the  cost  of  medical  care  against  a noninsured  em- 
ployer. Physicians  treating  claimants  whose 
employers  fail  to  carry  insurance  should  submit 
bills  for  medical  service  directly  to  the  Depart- 
ment of  Labor,  care  of  the  Industrial  Board,  80 
Centre  Street,  New  York  City,  and  send  a copy 
of  the  correspondence  and  bill  to  this  office. 

Workmen’s  compensation  committees  or 
boards  throughout  the  state  are  urged  to  bring 
the  above  changes  to  the  attention  of  physicians 
at  the  regular  meetings  of  the  county  societies 
and  by  publication  in  local  bulletins. 

The  various  forms  (C-104,  C-4,  C-5,  C-14, 
C-27)  are  available  on  application  to  the  local 
county  society  office.  Forms  are  obtainable  by 
the  societies  upon  application  to  the  Department 
of  Labor,  Albany  and  New  York  offices.  Physi- 
cians should  not  apply  directly  to  the  Depart- 
ment of  Labor  for  blank  forms. — David  J. 
Kaliski , M.D.,  Director 


ARSENIC  AS  A POSSIBLE  CAUSE  OF  SUBACUTE 
ENCEPHALOMYELITIS 

A Correlation  of  Chemical,  Clinical,  and  Histologic  Observations 

Arthur  D.  Ecker,  M.D.,  Ph.D.  (Neur.),  Syracuse,  New  York 


THE  present  study  resulted  from  the  ob- 
servation that  the  clinical  course  in  cases 
of  subacute,  fatal  encephalomyelitis  fre- 
quently seems  attributable  to  the  continuous 
action  of  some  toxic  agent.  Considerable 
amounts  of  arsenic  were  found  in  the  brain  in 
most  instances  in  which  that  tissue  was  avail- 
able. It  is  proposed  in  this  study  to  consider 
the  possible  significance  of  these  facts  by  cor- 
relating the  clinical,  pathologic,  and  chemical 
features  in  these  cases. 

Review  of  Literature 

Under  modern  conditions  there  is  the  grow- 
ing likelihood  that  large  numbers  of  people 
exposed  continuously  to  arsenic  from  a multi- 
tude of  legitimate  everyday  sources  may  be 
slowly  poisoned  through  its  cumulative  ef- 
fects.1-4 Therefore,  one  must  necessarily 
agree  with  the  statement6  that,  confronted 
with  an  individual  sufferer  in  a complicated 
and  irresponsible  society,  the  detection  and 
control  of  intake  of  arsenic  are  perhaps  im- 
possible at  present.  Furthermore,  under 
living  conditions  of  the  present  day  it  is  prob- 
ably impossible  to  remove  a patient  from  all 
contacts  with  arsenic.2 

It  is  not  generally  recognized  that  in  chronic 
arsenical  poisoning  there  is  frequent  evidence 
of  involvement  of  the  brain.  However,  a re- 
view of  the  European6-10  and  American11-14 
literature  on  the  subject  of  arsenism  shows 
that  cerebral  signs  not  only  are  present  but 
also  are  often  the  leading  clinical  features  of 
the  disease.  These  symptoms  are  primarily 
headache  and  fatigue,  both  bodily  and  intel- 
lectual. This  clinical  picture  is  not  unlike 
neurasthenia.6  However,  additional  symp- 
toms that  may  be  present  include  dizziness, 
restlessness,  excitability,  or  mental  dullness. 
It  is,  therefore,  beyond  question  that  chronic 
arsenical  poisoning  is  manifested  frequently 
by  cerebral  symptoms.  Unfortunately,  in 
none  of  the  preceding  reports  of  such  cases 
was  microscopic  study  of  the  brain  reported. 

This  essay  was  awarded  the  Merrit  H.  Cash  Prize  at 
the  1940  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York.  The  research  was  carried  out  at  the 
Mayo  Foundation  for  Medical  Education  and  Research, 
Rochester,  Minnesota 

From  the  Syracuse  University  College  of  Medicine. 


For  over  one  hundred  years16-19  there  has 
been  continual  dispute  as  to  whether  or  not 
arsenic  is  a normal  constituent  of  the  human 
body.  However,  the  opinion  of  the  majority 
of  modern  toxicologists20-22  is  epitomized  by 
Kunkel23  who  stated  that  so-called  normal 
arsenic,  if  it  exists  at  all,  is  so  extraordinarily 
small  in  amount  (hundredths  or  even  thou- 
sandths of  a milligram  in  an  entire  organ)  that 
it  is  not  of  forensic  significance,  whereas  quan- 
tities a hundred  or  a thousand  times  larger  are 
of  significance. 

In  cases  of  chronic  poisoning  from  a single 
large  dose  of  an  inorganic  arsenical  compound, 
the  central  nervous  system,  as  well  as  the  long 
bones  and  the  hair,  contains  more  arsenic 
than  the  so-called  primary  depots — the  gas- 
trointestinal canal  and  liver.24'26  The  rela- 
tive arsenical  content  of  the  various  organs 
in  a case  in  which  inorganic  arsenic  is  received 
continuously  or  intermittently  until  death 
occurs  lies  somewhere  between  that  associated 
with  acute  poisoning  and  that  associated  with 
chronic  poisoning  following  a single  large 
dose.26*6 

However,  following  the  continued  adminis- 
tration of  the  organic  compounds  of  arsenic 
(specifically,  arsphenamine  and  its  deriva- 
tives), amounts  less  than  0.1  mg.  of  arsenic 
per  hundred  grams  of  fresh  tissue  are  gener- 
ally to  be  found  in  the  brain.27-32  The  major 
group  of  cases  which  are  exceptions  to  this 
general  rule  is  represented  by  the  cases  of  so- 
called  hemorrhagic  encephalitis.31 

The  pharmacodynamic  effects  of  the  tri- 
valent  compounds  of  arsenic,  both  inorganic 
and  organic,  include  direct  interference  with 
the  oxidation  of  tissues  in  general  33-38  and 
widespread  paralysis  of  arterioles,  capillaries, 
and  venules.38-47  This  vasomotor  paralysis 
subsequently  aggravates  the  embarrassment 
of  tissue  respiration. 

The  effects  on  the  brain  and  spinal  cord  of 
arsenical  compounds  of  all  three  groups,  in- 
organic,48-53 organic  penta  valent, 54-66  or- 
ganic trivalent, 57  -83  are  identical.  These  ef- 
fects are  what  might  have  been  expected  on  the 
basis  of  the  pharmacodynamic  effect  of  these 
compounds.  The  primary  interference  with 
tissue  oxidation  is  marked  by  nonspecific 
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TABLE  1. — Acute  Fatal  Poisoning  with  Inorganic 
Arsenical  Compounds 


Case 

Sex 

Age, 

Years 

Survival  After 
Onset  of 
Symptoms 

Mg.  of  Arsenic 

. per  100  Gm. . 

Brain  Liver 

1 

M 

4 

10  hr. 

0.08 

0.56* 

2 

F 

50 

? hr. 

0.12 

1.02* 

3 

M 

4 

24  hr. 

0.37 

0.138* 

4 

M 

45 

24  hr. 

0.25 

1.00* 

5 

F 

1 

4 days 

Trace 

1.7 

6 

M 

7 

5 days 

0.05 

0.10 

7 

M 

41 

8 days 

0.10 

Nil 

* Arsenic  was  found  also  in  the  gastric  contents. 


changes  in  the  bodies  of  the  nerve  cells.  The 
vasomotor  paralysis  leads  primarily  to  en- 
gorgement of  the  smaller  vessels  and  to  edema 
of  the  central  nervous  system.  Subsequent 
fatty  degeneration  of  the  endothelium  of  these 
vessels  leads  to  the  formation  of  thrombi  and 
perivascular  changes — namely,  necrosis,  glio- 
sis, and  hemorrhages.  Emboli,  perhaps  con- 
sisting of  Voegtlin’s  protein-arsphenamine 
precipitate,84  may  play  a role. 

Finally,  if  the  individual  survives  three  or 
four  days,  mesodermal  elements  (at  first 
polymorphonuclear  cells)  infiltrate  the  regions 
of  perivascular  necrosis.  Later,  the  walls 
of  the  vessels  become  hyalinized,  and 
those  mesodermal  elements  associated  with 
chronic  inflammation  (lymphocytes  and 
plasma  cells)  appear  in  the  form  of  perivascu- 
lar cuffs — that  is,  an  inflammatory  re- 
action. 

For  many  years  neuropathologists  at- 
tempted to  draw  a distinction  between  essen- 
tial or  primary  inflammatory  disease  of  the 
brain,  on  the  one  hand,  and  “inflammatory 
reactions”  on  the  other.  They  felt  that  the 
first  group  of  designations  should  be  restricted 
“to  inflammatory  diseases  of  the  brain  of  in- 
fectious origin,  no  matter  whether  or  not  the 
infectious  agent  is  identified.”85  Although 
Jakob86  stated  that  lymphocytic  infiltration 
in  cases  of  encephalomyelitis  signifies  the 
presence  of  bacterial  infection  and  Pette87 
stated  that  it  signified  the  presence  of  a virus 
infection,  Spielmeyer88  has  clearly  enunciated 
the  nonspecificity  of  each  of  the  components 
of  the  encephalitic  reaction.  He  stated 
that,89  if  an  injury  induces  a defensive  re- 
action on  the  part  of  the  living  organism,  the 
pathologic  lesion  in  general  is  the  same,  re- 
gardless of  the  nature  of  the  injurious  agent: 
visible  or  invisible  germs,  toxic  infectious 
injury,  exogenous  poison,  or  even  endogenous, 
metabolic,  or  destructive  processes.  The 
same  mechanism  of  defense  is  put  into  action 
in  any  case.  Spielmeyer’s  views,  now  widely 
accepted,  may  have  evolved  from  those  of 
Oppenheim  and  Cassirer90  who  stated  that, 


by  and  large,  all  agents  that  can  damage  the 
organism  either  through  intoxication  or  infec- 
tion can  lead  to  severe  alterations  in  the  brain 
itself  by  way  of  the  blood  stream.  The  hema- 
togenous character  of  the  lesion  can  be  seen 
in  the  changes  that  begin  in  the  neighborhood 
of  the  blood  vessels,  especially  near  the  small 
vessels.  Recently,  Globus85  also  pointed  out 
the  striking  confluency  of  all  the  forms  of  en- 
cephalitis. 

Before  considering  the  question  as  to 
whether  arsenic  is  the  etiologic  agent  in  any 
of  our  cases,  it  may  be  well  to  observe  the 
effects  that  have  resulted  from  the  long-con- 
tinued effect  of  other  chemical  substances. 
We  now  know  that  the  encephalitic  reactions 
are  nonspecific  and  that  typical  inflammatory 
changes  have  been  caused  by  the  intracarotid 
injection  of  various  agents.91  Similar  lesions 
have  resulted  from  the  experimental  introduc- 
tion of  certain  substances  such  as  trypan  blue 
into  the  spinal  fluid  or  cerebral  tissue.92  In- 
flammatory cells  have  been  reported  in  chronic 
poisoning  from  lead,93-95  manganese,96  co- 
caine,97 cyanide,93  carbon  monoxide,98  and 
mushrooms.99 

In  judging  whether  perivascular  infiltration 
may  result  from  exogenous  toxins,  the  element 
of  time  must  be  considered.  At  least  a few 
days  are  required  for  the  development  of  such 
infiltration.  Even  after  long-continued  ex- 
posure to  a poison,  one  cannot  expect  to  find 
encephalitis  unless  there  had  been  clinical 
evidence  that  the  brain  had  been  affected. 
With  these  two  factors,  apparently  dissonant 
neuropathologic  reports  may  be  harmonized. 
From  the  evidence  presented  it  is  clear  that 
“chemical  encephalitis”  is  not  rare. 

Material  and  Methods  Used  in  the 
Present  Study 

General  Plan. — Three  series  of  cases  in 
which  death  was  unquestionably  attributable 
to  arsenical  poisoning  were  studied  from  the 
clinical,  pathologic,  and  chemical  points  of 
view.  Cases  1 to  4 (Table  1)  represent  in- 
stances in  which  a large  dose  of  inorganic  ar- 
senic was  ingested  and  in  which  death  ensued 
within  twenty-four  hours.  Cases  5,  6,  and  7 
(Table  1)  represent  instances  in  which  death 
occurred  within  a period  of  a few  days  and  in 
which  significant  amounts  of  arsenic  were 
found  in  the  viscera,  even  though  arsenical 
poisoning  had  not  been  suspected  clinically. 
Cases  8 to  13,  inclusive  (Table  2),  represent 
instances  of  so-called  hemorrhagic  encephali- 
tis in  which  appreciable  amounts  of  arsenic 
were  found  in  the  brain.  Cases  1 to  13,  in- 
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elusive  (Tables  1 and  2),  therefore,  represent 
instances  of  known  arsenical  poisoning. 

Subsequently,  a large  miscellaneous  group 
of  cases  listed  in  the  neuropathologic  files 
available  under  the  heading  of  “Encephalitis” 
was  considered.  First,  the  brain  tissues  that 
had  been  preserved  in  formalin  were  tested  for 
the  presence  of  arsenic,  and  the  finding  of  0.1 
mg.  of  arsenic  per  hundred  grams  of  tissue  was 
considered  significant.  Instances  in  which  the 
brain  contained  such  amounts  were  designated 
positive  cases.  Other  instances  in  which  less 
than  this  amount  of  arsenic  was  present  were 
called  negative  or  control  cases  (Cases  14  to 
37).  After  the  presence  or  absence  of  arsenic 
had  been  determined,  the  clinical  records  were 
studied  for  evidence  of  the  presence  of  syphilis. 
In  the  event  that  there  was  any  clinical  evi- 
dence of  syphilis  the  case  was  withdrawn  from 
our  consideration  in  order  to  avoid  unneces- 
sary confusion.  The  prevalence  of  the  use  of 
arsenical  compounds  in  the  treatment  of  syphi- 
lis would  interfere  with  proper  interpretation 
of  the  chemical  findings,  and  the  possible  pres- 
ence of  syphilitic  meningoencephalitis  might 
complicate  the  interpretation  of  the  neuro- 
pathologic findings.  The  remaining  positive 
cases  constitute  Cases  44  to  55,  inclusive 
(Tables  3 and  4),  in  our  series  and  represent 
the  main  object  of  this  study. 

Chemical  Methods. — For  determining  the 
presence  of  arsenic  in  the  brain  and  liver, 
OsterbergV00  modification  of  the  electrolytic 
Gutzeit  apparatus  was  used.  Five  grams  of 
tissue  were  used  in  all  of  the  determinations 
on  brain  and  in  all  except  two  or  three  of  the 
determinations  on  liver  in  which  only  smaller 
amounts  of  tissue  were  available. 

It  was  important  to  determine  whether  the 
arsenic  in  the  brain  might  have  resulted  from 
embalming  fluids.  Accordingly,  samples  of 
the  eight  embalming  fluids  used  by  all  the 
undertakers  who  embalmed  the  brains  in 
these  cases  were  tested  for  their  content  of 
arsenic.  One  specimen  did  not  contain  ar- 
senic. In  1 case,  there  was  0.02  mg.  of  ar- 
senic per  hundred  cubic  centimeters;  in  4 cases, 
0.04  mg.  per  hundred  cubic  centimeters;  and 
in  2 cases,  0.4  mg.  per  hundred  cubic  centi- 
meters. If  the  maximal  concentration  found 
in  these  cases  had  been  used — that  is,  a solu- 
tion containing  0.4  mg.  of  arsenic  per  hundred 
cubic  centimeters  of  embalming  fluid — and 
if  1,000  cc.  of  the  fluid  had  been  injected,  4 
mg.  of  arsenic  would  have  been  injected.  It  is 
hardly  conceivable  that  all  this  arsenic  would 
have  remained  in  the  body,  because  several 
washings  of  extremely  dilute  fluid  are  used. 


TABLE  2. — Cases  of  So-Called  Hemorrhagic  En- 
cephalitis 


Case 

Sex 

Survival  After 
Age,  Onset  of 

Years  Symptoms,  Days 

Mg.  of  Arsenic 
'—per  100  Gm. — - 
Brain  Liver 

8 

M 

40 

1 

0.18 

Nil 

9 

F 

32 

4 

0.12 

0.125 

10 

F 

36 

5 

0.20 

Nil 

11 

M 

32 

Few 

0.10 

0.10 

12 

F 

41 

6 

0.20 

Nil 

13 

M 

29 

8 

0.12 

0.135 

The  average  dilution  of  embalming  fluid  is 
twelve  parts  of  water  to  one  part  of  fluid. 
But  even  if  all  the  arsenic  were  deposited  in 
the  body,  it  is  altogether  unreasonable  to  sup- 
pose that  37  per  cent  of  the  arsenic  would  re- 
main in  the  brain,  and  this  percentage  would 
represent  the  smallest  positive  figure — namely, 
0.1  mg.  per  hundred  grams  of  brain  tissue. 
In  many  of  the  significant  cases  (namely, 
Cases  1,  3,  5,  40,  and  42)  embalming  was  not 
done. 

If  the  brains  had  not  been  embalmed  before 
removal,  formalin  was  injected  into  the  circle 
of  Willis  in  the  laboratory.  In  any  event,  the 
brains  were  stored  in  a solution  of  4 per  cent 
formalin.  Accordingly,  chemical  analysis  of 
the  formalin  used  in  the  laboratory  was  made 
and  arsenic  was  not  found.  The  fact  that 
arsenic  when  found  in  the  tissues  could  not 
have  been  the  result  of  contamination  by 
either  the  embalming  fluids  or  the  formalin 
used  in  preserving  the  tissues  is  amply  dem- 
onstrated by  the  large  series  of  control  cases 
(14  to  43,  inclusive)  in  most  of  which  embalm- 
ing had  been  performed  before  autopsy. 

Although  it  is  a matter  of  lesser  impor- 
tance, it  was  interesting  to  determine  whether 
arsenic  was  leeched  out  of  the  tissues  by  the 
formalin  in  which  the  organ  was  preserved. 
That  this  did  occur  is  shown  by  a few  cases  in 
which  the  original  arsenical  content  of  un- 
embalmed tissue  was  found  to  be  several  times 
that  of  the  same  tissue  after  prolonged  fixa- 
tion in  formalin.  In  these  cases  arsenic  could 
be  recovered  from  the  formalin  provided  that 
the  brain  was  kept  in  an  individual  container. 

However,  in  many  instances  an  equilibrium 
was  set  up  between  the  amount  of  arsenic  in 
the  brain  and  that  in  the  fluid  in  which  it  was 
preserved.  In  these  cases  repeated  determina- 
tions of  arsenic  over  a period  of  five  years 
yielded  almost  identical  results  (provided 
that  the  same  region  of  the  brain  was  used). 
The  difference  in  results  was  usually  less  than 
0.06  mg.  per  hundred  grams  of  tissue,  and  the 
lower  content  of  arsenic  resulted  from  the  more 
recent  determination. 

However,  if  a brain  that  has  been  kept  in  an 
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TABLE  3. — Subacute  Encephalitis  with  Arsenic  Present  in  Brain;  Clinical  and  Chemical  Features 


Survival  After 

Mg.  of  Arsenic 

Age, 

Onset  of 

per  100  Gm.- 

Case 

Sex 

Years 

Clinical  Diagnosis 

Cerebral  Symptoms 

Brain 

Liver 

44 

M 

36 

Diffuse  encephalomyelitis 

5 wk. 

0.30 

45 

M 

Va 

Malnutrition,  cerebral  edema? 

16  days 

0.30 

0.01 

46 

F 

53 

Indeterminate  psychosis 

31/2-4  wk. 

0.50 

47 

M 

36 

Encephalitis 

5V2  wk. 

0.22 

48 

M 

57 

Encephalitis 

2 mo. 

0.37 

49 

M 

63 

Arsenical  poisoning 

2 mo. 

0.35 

0.06 

50 

M 

65 

Probably  brain  tumor  of  aqueduct  or  fourth  ventricle  3 mo. 

0.40 

0.01 

51 

M 

37 

Brain  tumor  of  fourth  ventricle 

4V2  mo. 

0.17 

52 

M 

30 

Acute  encephalomyelitis 

6V2  mo. 

0.40 

53 

F 

19 

Subacute  lethargic  encephalitis 

9 mo. 

0.20 

54 

F 

14 

Grand  mal  epilepsy,  athetosis,  mental  deficiency 

Few  yr. 

0.83 

0.05 

55 

M 

53 

Indeterminate  psychosis 

Few  yr. 

0.10 

0.04 

individual  jar  for  some  time  and  has  been 
proved  repeatedly  to  contain  an  appreciable 
amount  of  arsenic  is  then  placed  in  a large 
formalin-filled  crock  with  many  other  brains, 
most  of  the  arsenic  may  then  be  leeched  out  of 
the  brain  tissue.  This  observation  was  made 
repeatedly. 

Accordingly,  all  of  the  determinations  made 
on  brain  tissues  and  recorded  in  this  study 
have  been  made  either  on  fresh  tissue  that  has 
not  been  stored  in  formalin  at  all  or  on  tissue 
from  brains  that  were  stored  in  small  individ- 
ual containers. 

That  arsenic  is  not  always  distributed 
homogenously  throughout  the  substance  of 
the  brain  was  pointed  out  first  by  Osterberg 
and  Kernohan,31  who  found  a greater  concen- 
tration of  arsenic  in  the  white  matter  than  in 
the  gray  matter  of  the  brain  in  their  4 cases 
of  pericapillary  hemorrhage.  Although  in 
some  cases  of  the  present  series,  smaller 
amounts  of  arsenic  were  found  in  less  severely 
damaged  regions  of  the  brain,  if  arsenic  was 
present  at  all,  it  was  always  found  in  maximal 
concentration  at  the  site  of  the  greatest 
pathologic  change.  Whenever  more  than  0.1 
mg.  of  arsenic  per  hundred  grams  of  brain 
tissue  was  found,  there  was  profound  histo- 
pathologic alteration. 

The  reliability  of  the  method,  apparatus, 
and  reagents  used  is  beyond  question.  They 
have  been  used  in  thousands  of  determina- 
tions in  the  routine  work  of  the  institution. 
Indeed,  our  own  controls  (Cases  14  to  43, 
inclusive)  are  evidence  in  themselves  of  the 
reliability  of  the  test.  The  possibility  of  an 
infinitesimal  amount  of  arsenic  being  present 
as  a contaminant  is  admitted  but  does  not 
come  into  consideration  so  far  as  the  amounts 
that  have  been  recorded  are  concerned.  In- 
deed, anything  less  than  0.02  mg.  per  hundred 
grams  of  tissue  (corresponding  to  0.001  mg. 
of  arsenic  actually  determined)  was  con- 
sidered a negative  observation.  Our  deter- 
minations are  recorded  in  terms  of  elemental 
arsenic  per  weight  of  fresh  or  wet  tissue. 


N europathologic  Methods. — In  each  case 
many  blocks  of  tissues  were  studied.  In  most 
instances,  the  tissue  was  embedded  in  paraf- 
fin, and  hematoxylin  eosin  stains  were  made 
first.  The  other  staining  methods  used  were 
the  cresyl  violet,  Mallory’s  phosphotungstic 
acid  hematoxylin,  Weigert’s  stain  for  myelin 
sheaths,  Cajal’s  gold  chloride  and  sublimate, 
and  the  Hortega  silver  carbonate  methods  of 
impregnation.  These  methods  have  been  de- 
scribed elsewhere.101 

Acute  Fatal  Poisoning  from 
Inorganic  Arsenic  (Cases  1 to  7) 

Whenever  the  history  was  available  the 
symptoms  were  typical  of  those  of  acute  ar- 
senical poisoning — vomiting,  headache,  diar- 
rhea, and  in  2 instances  convulsions.  In 
Cases  1 to  4,  in  which  considerable  amounts  of 
arsenic  were  found  in  the  stomach,  death  oc- 
curred within  twenty-four  hours.  In  these  4 
peracute  cases  the  most  definite  evidence  of 
pathologic  change  in  the  brain  was  in  the 
oligodendroglia  which  had  become  greatly 
swollen  and  had  apparently  multiplied.  Also, 
proliferation  of  the  microglia  and  cerebral 
edema  were  present.  There  were  incipient 
nonspecific  changes,  chromatolysis  or  pykno- 
sis,  in  the  nerve  cells.  These  changes  are 
similar  to  those  of  “serous  encephalitis”  of 
Brown  and  Symmers102  and  those  of  “acute 
toxic  encephalitis”  of  Grinker  and  Stone.103 
The  pathologic  findings,  therefore,  must  be 
considered  as  the  nonspecific  effect  of  a noxious 
agent  which  causes  death  very  rapidly.  A 
fully  developed  inflammatory  reaction  is  not 
present. 

In  Cases  5,  6,  and  7 the  period  of  survival 
was  from  four  to  eight  days.  In  addition  to 
the  observations  made  on  the  first  group  of 
cases,  there  were  a few  perivascular  hemor- 
rhages in  Cases  5 and  6 and  some  perivascular 
cells  similar  to  lymphocytes  in  Case  7. 

These  cells  are  mostly  oligodendroglia. 
Cases  5,  6,  and  7,  therefore,  represent 
the  transitional  stage  from  the  peracute 
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TABLE  4. — Microscopic  Observations  in  Cases  of  Subacute  Encephalitis  with  Arsenic  Present  in  the  Brain* 


44 

45 

46 

47 

48 

49 

50 

51 

52 

53 

54 

55 

Spinal  fluid  cells 

Small  lymphocytes 

41 

1 

1 

53 

57 

1 

5 

41 

248 

2 

3 

90 

Large  lymphocytes 

3 

1 

6 

Polymorphonuclears 

2 

9 

1 

Erythrocytes 

Few 

Few 

Few 

Few 

Changes  in  nerve  cells 

Chromatolysis 

2 

2 

2 

3 

2 

2 

1 

2 

2 

2 

2 

3 

Pyknosis 

0 

3 

0 

0 

0 

0 

0 

0 

0 

0 

1 

0 

Satellitosis 

1 

1 

2 

2 

2 

2 

2 

3 

3 

2 

2 

1 

Interstitial  cells 

Microglia 

1 

2 

2 

1 

1 

1 

2 

1 

1 

I 

1 

1 

Oligodendroglia 

3 

3 

3 

3 

3 

3 

4 

2 

4 

4 

3 

3 

Perivascular  cells 

Endothelial 

1 

1 

0 

1 

1 

1 

2 

1 

1 

0 

0 

1 

Lymphocytes 

2 

0 

1 

2 

1 

0 

1 

2 

2 

3 

2 

3 

Plasma  cells 

2 

0 

1 

2 

3 

1 

0 

3 

2 

1 

2 

2 

Oligodendroglia 

0 

1 

1 

0 

0 

1 

2 

0 

1 

1 

0 

0 

Edema 

Interstitial 

2 

3 

3 

3 

2 

3 

2 

2 

2 

3 

2 

2 

Perivascular 

0 

1 

1 

2 

0 

1 

0 

1 

2 

2 

0 

0 

Pericellular 

0 

1 

0 

1 

0 

1 

0 

1 

2 

1 

0 

0 

Meninges 

Thickening 

1 

2 

1 

1 

1 

0 

2 

1 

2 

0 

0 

2 

Lymphocytes 

3 

1 

0 

1 

2 

2 

0 

1 

2 

3 

2 

2 

Plasma  cells 

3 

0 

0 

1 

2 

0 

1 

1 

1 

1 

2 

1 

Scavenger  cells 

1 

2 

0 

1 

1 

0 

1 

2 

2 

0 

0 

1 

* Numbers  of  cells  in  the  spinal  fluid  are  given  per  cubic  millimeter.  The  significance  of  the  other  numbers  follow: 
0 indicates  normal  or  absence  of  abnormality:  1,  2,  3,  4 indicate  degree  of  pathologic  alteration  or  of  increase  in  number 
of  cells. 


forms  (Cases  1 to  4)  to  the  acute  forms  of 
hemorrhagic  encephalopathy  (Cases  8 to  13, 
Table  2)  and  the  subacute  and  chronic  forms 
(Cases  44  to  55,  Tables  3 and  4).  As  would  be 
expected,  the  liver  contains  much  more  ar- 
senic than  the  brain  in  most  acute  cases. 
The  findings  in  Case  3 are  exceptional  because 
of  the  relatively  low  concentration  of  arsenic 
in  the  liver.  The  actual  amount  of  arsenic  in 
the  brain  is  consistent  with  that  in  the  other 
cases  (Table  1). 

Cases  of  So-Called  Hemorrhagic 
Encephalitis 

The  symptoms  were  typical  and  included 
headache,  convulsions,  coma,  and  focal  signs. 
The  pathologic  findings  were  characteristic 
and  included  advanced  cerebral  edema, 
marked  proliferation  and  acute  swelling  of 
oligodendroglia,  and  widespread  hemor- 
rhages. In  all  cases  there  were  regions  of 
necrosis  and  demyelinization  which  Russell77 
has  emphasized.  In  4 of  the  6 cases  there  was 
the  beginning  of  perivascular  infiltration.  In 
3 cases  (9, 11,  and  13)  there  was  equal  concen- 
tration of  arsenic  in  the  brain  and  liver,  but 
in  2 cases  (8  and  12)  there  was  much  more 
arsenic  in  the  brain  than  in  the  liver  (Table  2). 

Main  Group  of  Controls 

This  series  of  cases  (14  to  37)  included  many 
different  types  of  encephalopathy  from  which 
only  the  syphilitic  varieties  were  excluded. 
The  patients  ranged  in  age  from  less  than  1 


year  to  60  years.  There  was  some  intracranial 
lesion  in  every  case,  and  in  many  instances 
there  was  some  other  somatic  disorder.  Of 
the  24  brains  there  was  no  arsenic  in  15  and 
from  0.02  to  0.05  mg.  per  hundred  grams  of 
tissue  in  9. 

In  Cases  31  and  32,  lesions  morphologically 
identical  with  those  of  our  main  series  (Cases 
44  to  55)  were  found.  However,  repeated 
examination  of  the  brain  revealed  the  absence 
of  arsenic  and  apparently  demonstrated  that 
these  morphologic  changes  are  not  specific; 
however,  the  arsenic  may  have  been  present 
formerly  and  may  have  been  excreted  before 
the  patients  died. 

Special  Group  of  Controls 

Since  it  might  be  thought  that  the  arsenical 
compounds  circulating  through  the  body 
might  tend  to  be  deposited  in  a locus  minoris 
resistentiae,  we  sought  a special  group  of  con- 
trol cases  of  known  etiology  which  were  to 
resemble  the  cases  of  encephalitis  in  duration, 
symptoms,  and  pathologic  findings.  There- 
fore, from  16  instances  of  fatal,  malignant 
hypertension  in  which  the  brain  was  available 
for  study,104  we  selected  those  6 cases  in  which 
perivascular  “cuffing”  (the  landmark  of 
encephalitis)  w'ith  lymphocytes  and  plasma 
cells  was  most  marked.  Small  hemorrhages 
and  multiple  infarcts  were  present  in  each 
case.  The  cellular  infiltration  was  generally 
from  one  to  three  cells  deep  and  was  found 
usually  in  regions  of  necrosis.  Adjacent  to  the 
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recent  infarcts,  polymorphonuclear  cells  were 
also  included  in  these  zones  of  infiltration. 

The  age  of  the  patients  ranged  from  22  to 
56  years.  Symptoms  had  been  present 
from  four  to  eight  months  before  death.  Less 
than  0.02  mg.  of  arsenic  per  hundred  grams  of 
brain  tissue  was  found  in  each  instance. 

It  is  clear  that  these  cases  represent  in- 
stances of  diffuse  cerebral  damage  in  which 
cerebral  symptoms  lasted  over  a period  of 
months.  The  fact  that  arsenic  was  not  found 
in  the  brain  in  a single  instance  is  strong  evi- 
dence against  the  hypothesis  that  arsenic  is 
deposited  in  the  brain  in  all  cases  of  chronic 
cerebral  damage.  This  view  is  substantiated 
by  those  other  instances  of  long-standing  cere- 
bral disease  which  are  included  in  the  main 
group  of  controls  (Cases  14-37). 

Subacute  Encephalitis  Associated  with 
Presence  of  Arsenic  in  the  Brain  (Cases 
44  to  55) 

Report  of  a Representative  Case  ( Case  48). — A 
rancher,  aged  57,  registered  on  October  29,  1937. 
He  complained  of  generalized  weakness  of  one 
month’s  duration.  His  past  history  included 
tinnitus,  vomiting,  vertigo,  and  progressive 
deafness  in  the  right  ear.  For  four  or  five  years 
the  episodes  of  severe  vertigo  and  vomiting  had 
been  progressive  in  severity  and  frequency. 
However,  his  general  health  was  good  until  one 
month  before  registration.  At  that  time  he  was 
chilled  for  several  hours.  He  had  generalized 
soreness  of  the  muscles  for  seven  to  ten  days  and 
generalized  weakness  which  gradually  progressed 
to  the  point  of  making  him  bedridden.  There 
was  an  occasional  mild  bifrontal  headache.  His 
spinal  fluid,  examined  one  week  before  registra- 
tion, exhibited  normal  pressure  and  a positive 
Pandy  test.  The  concentration  of  sugar  was  15 
mg.  per  hundred  cubic  centimeters  of  spinal 
fluid  and  there  were  40  cells  per  cubic  milli- 
meter. Of  these,  75  per  cent  were  reported  as 
lymphocytes.  A pellicle  did  not  form  in  the 
spinal  fluid,  and  the  results  on  culturing  the  fluid 
and  examining  the  smear  were  negative. 
The  result  of  the  colloidal  gold  test  was 
5555431000. 

Examination  revealed  an  apathetic  individual 
who  responded  to  questions  with  great  effort. 
The  pulse  rate,  temperature,  and  blood  pressure 
were  normal.  Examination  of  the  limbs  and 
viscera  gave  negative  results.  The  cranial  nerves 
were  normal  except  for  nystagmus  in  both  hori- 
zontal and  vertical  directions  and  bilateral  nerve 
deafness,  more  severe  on  the  right  than  on  the 
left  side.  The  speech  was  moderately  slurred. 
There  was  generalized  muscular  weakness  of 
moderate  degree.  The  abdominal  and  tendon  re- 
flexes were  all  moderately  increased.  The  sign 
of  Babinski  and  its  confirmatory  signs  were 
present  on  both  sides.  There  was  moderate  in- 


coordination of  all  four  extremities  and  some  dif- 
ficulty with  successive  movements.  The  patient 
was  unable  to  stand  or  walk.  The  Kernig  and 
Las&gue  signs  were  slightly  positive. 

Examination  of  the  eyes  revealed  that  the  rota- 
tions of  each  eye  were  somewhat  limited  in  each 
direction,  perhaps  attributable  to  poor  coopera- 
tion. Examination  of  the  ocular  fundi  gave  nega- 
tive results,  and  the  retinal  arteriolar  diastolic 
pressure  was  normal. 

The  mine  was  normal.  The  concentration  of 
hemoglobin  was  15.7  Gm.  per  hundred  cubic 
centimeters  of  blood.  Erythrocytes  numbered 
4,440,000  per  cubic  millimeter  of  blood  and  the 
leukocytes,  9,000  to  12,500.  The  polymorpho- 
nuclear neutrophilic  leukocytes  ranged  between 
83  and  96  per  cent,  and  the  blood  smear  was  not 
abnormal.  The  Kline,  Kahn,  Hinton,  and  Kol- 
mer  tests  on  the  blood  serum  all  gave  negative 
results.  Agglutination  tests  of  the  blood  gave 
negative  results  for  Brucella  abortus  and  for 
typhoid  and  paratyphoid.  The  concentration  of 
blood  urea  was  48  mg.  per  hundred  cubic  centi- 
meters; of  blood  sugar,  97  mg.  per  hundred  cubic 
centimeters;  and  of  blood  chlorides,  566  mg.  per 
hundred  cubic  centimeters.  The  sedimentation 
rate  was  10  mm.  per  hour  on  one  occasion  and  on 
a later  occasion  was  3 mm.  per  hour.  Roentgeno- 
grams of  the  thorax  and  head  were  normal. 
Examination  of  the  spinal  fluid  on  October  30 
revealed  a clear,  colorless  fluid  under  normal 
pressure.  The  Kolmer  and  Kline  tests  gave 
negative  results,  and  the  total  protein  measured 
15  mg.  per  hundred  cubic  centimeters  of  spinal 
fluid.  There  were  57  small  lymphocytes,  2 poly- 
morphonuclear cells,  and  a few  erythrocytes  per 
cubic  millimeter  of  spinal  fluid.  The  result  of 
the  gold  sol  reaction  was  5552210000.  On  cul- 
turing the  spinal  fluid  on  brain  broth  and  on 
blood  agar,  growth  of  organisms  did  not  occur. 
A Gram  stain  of  the  spinal  fluid  revealed  no  or- 
ganisms. The  concentration  of  sugar  was  54  mg. 
per  hundred  cubic  centimeters  of  spinal  fluid, 
and  the  concentration  of  sugar  was  716  mg.  per 
hundred  cubic  centimeters  of  chlorides. 

The  patient’s  course  was  marked  by  disturb- 
ances of  consciousness — apathy,  restlessness, 
and  occasional  disorientation,  involuntary  de- 
jections occurred.  The  pulse  rate,  temperature, 
and  blood  pressure  remained  normal  for  three 
weeks.  Examination  of  the  spinal  fluid  was  re- 
peated November  8,  1937.  The  fluid  was  clear 
and  colorless  and  was  under  a pressure  of  19  cm. 
of  water.  Response  to  jugular  compression  was 
normal.  The  results  of  the  Kolmer  and  Kline 
tests  were  negative.  The  total  protein  was  75 
mg.  per  hundred  cubic  centimeters  of  spinal 
fluid.  There  were  39  small  lymphocytes  per 
cubic  millimeter,  but  neither  polymorphonuclear 
cells  nor  erythrocytes  were  present.  The  result 
of  the  gold  sol  reaction  was  5555321000.  The 
concentration  of  sugar  in  the  spinal  fluid  was  55 
mg.  per  hundred  cubic  centimeters.  Cutaneous 
tests  revealed  a strongly  positive  reaction  to 
stock  encephalitis  serum  and  to  Los  Angeles 
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poliomyelitis  serum.  Accordingly,  the  corre- 
sponding intramuscular  injections  of  serum  were 
given.  Repeated  examinations  of  the  ocular 
fundi  gave  negative  results.  Occasionally,  in- 
jection of  a solution  of  salt  and  glucose  intra- 
venously was  necessary  to  maintain  a proper 
intake  of  fluid.  Although  nasal  feeding  was  in- 
stituted, the  patient  became  weaker  rapidly. 
On  November  20  the  temperature,  pulse  rate, 
and  respiratory  rate  increased  and  evidence  of 
bronchopneumonia  appeared.  Death  occurred 
on  November  22. 

Necropsy  was  performed  two  hours  after  death 
and  before  embalming  was  done.  A bacteriologic 
culture  of  the  heart’s  blood  resulted  in  absence 
of  growth.  A specimen  of  the  blood  was  sent  to 
Dr.  Thomas  Rivers  of  the  Rockefeller  Institute 
in  New  York.  He  reported  the  absence  of  neu- 
tralizing antibodies  for  virus  of  lymphocytic 
choriomeningitis.  Chemical  examination  of  100 
Gm.  of  brain  for  the  presence  of  lead  was  nega- 
tive. However,  0.37  mg.  of  arsenic  was  found  per 
hundred  grams  of  brain  tissue. 

Examination  of  the  viscera  revealed  broncho- 
pneumonia, a chronic  gastric  ulcer,  and  chronic 
tuberculosis  of  the  lymph  nodes  of  the  hilus, 
liver,  and  spleen. 

Macroscopic  examination  of  the  central 
nervous  system  gave  negative  results.  Micro- 
scopic study  revealed  severe  encephalitis  marked 
by  a profound  degree  of  perivascular  infiltration 
with  lymphocytes  and  plasma  cells  (Figs.  1 and 
2).  Chronic  meningitis  was  also  present  (Table 
4). 

Summary  of  Clinical  Observations. — There 
were  9 male  and  3 female  patients  in  this 
group  (Table  3).  The  ages  ranged  from  4 
months  to  65  years.  The  duration  of  life  from 
the  onset  of  cerebral  symptoms  varied  from 
sixteen  days  to  a few  years.  Although  some 
evidence  of  diffuse  cerebral  disturbance  was 
recognized  in  each  case,  evidence  suggestive  of 
specific  cerebral  localization  was  not  found. 
Usually  neurologic  examination  revealed  drow- 
siness, generalized  weakness,  nystagmus  when 
the  patient  attempted  to  look  to  either  side, 
and  Babinski  responses  which  could  be  elicited 
on  both  sides.  The  diagnosis  of  arsenical 
poisoning  was  made  in  only  1 case  (Case  49), 
and  this  was  made  by  Dr.  H.  W.  Woltman. 
The  clinical  course  in  these  cases  may  be  de- 
scribed as  that  of  progressive  diffuse  cerebral 
failure.  There  was  usually  a history  of  fa- 
tigue and  perhaps  a mild  headache  for  some 
weeks  or  months.  Then  the  patient  became 
bedridden  and  progressively  weaker,  slipped 
into  coma,  and  died. 

Although  one  could  arbitrarily  designate 
those  cases  with  survival  periods  of  a few 
weeks  as  “subacute”  and  the  others  as 
“chronic,”  there  is  no  correspondingly  sharp 


demarcation  in  the  alterations  of  the  tissues 
as  seen  microscopically.  This  apparent  dis- 
crepancy between  clinical  and  pathologic  ob- 
servations is  probably  explained  by  the  fact 
that  diffuse  minute  cerebral  lesions  may  be 
present  for  a long  time  before  the  patient  is 
aware  of  any  specific  symptoms. 

Summary  of  Chemical  Observations. — The 
brains  contained  from  0.10  to  0.83  mg.  of 
arsenic  per  hundred  grams  of  tissue  (Table  3) . 
These  concentrations  are  of  the  same  degree  as 
those  found  in  the  more  acute  forms  of  fatal 
arsenical  poisoning  (Table  1)  and  also  those 
found  in  cases  of  so-called  hemorrhagic  en- 
cephalitis due  to  arsphenamine  (Table  2). 
A significant  amount  of  arsenic  was  not  found 
in  the  liver  in  any  of  these  12  cases.  Un- 
fortunately, in  most  instances  the  liver  was 
not  examined  for  arsenic  until  after  the  speci- 
mens had  been  preserved  for  some  time  in 
large  crocks  of  formalin.  However,  in  Case 
49  the  fresh,  unembalmed  liver  was  tested 
and  it  was  in  this  case  that  the  hair  contained 
2.0  mg.  and  the  kidney  0.23  mg.  per  hundred 
grams,  and  that  1,443  cc.  of  urine  contained 
both  0.04  mg.  of  lead  and  2.3  mg.  of  arsenic. 

Summary  of  Pathologic  Observations. — As 
indicated  in  Table  4,  there  was  frequently  an 
abnormally  large  number  of  cells  in  the  spinal 
subarachnoid  fluid.  These  cells  usually  were 
recorded  as  small  lymphocytes,  but  the  likeli- 
hood that  some  of  them  were  plasma  cells  or 
oligodendroglia  cannot  be  denied.  The  num- 
ber of  cells  in  the  fluid  was  generally  propor- 
tional to  the  number  seen  in  the  meninges  at 
histologic  examination.  There  were  erythro- 
cytes and  occasional  polymorphonuclear  cells 
in  the  meninges  of  only  the  postoperative 
cases  (Cases  47,  50,  and  51). 

Gross  examination  of  the  brain  in  these  12 
cases  revealed  few  noteworthy  findings.  In  5 
cases  there  was  slight  atrophy  of  the  cortex; 
in  the  same  number  there  was  granular  epen- 
dyma; in  4 the  brain  was  grossly  normal; 
and  in  1 case  each,  edema,  congestion,  and  in- 
creased density  of  the  white  matter  were  pres- 
ent. 

Chromatolysis  of  the  nerve-cell  bodies  was 
generally  present  in  moderate  degree,  but  it  is 
questionable  whether  these  alterations  signify 
antemortem  or  postmortem  degenerative 
changes.  Pyknosis  was  generally  absent. 
Moderate  degrees  of  satellitosis  and  neurono- 
phagia  were  the  rule.  Proliferation  and 
swelling  of  the  astrocytes  were  found  to  a 
moderate  degree  in  Case  45 — an  infant. 
Similar  “progressive”  changes  in  the  astro- 
cytes to  a lesser  degree  were  also  present  in 
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Fig.  1.  Posterolateral  quadrant  of  thoracic 
region  of  spinal  cord.  Several  blood  vessels  are 
“cuffed”  with  cells  (Case  52).  Hematoxylin 
and  eosin  stain  (X22). 

Cases  47,  48,  51,  and  53.  Generally  there 
were  marked  diffuse  proliferation  and  swelling 
of  the  oligodendroglia  and  slight  similar 
changes  of  the  microglia.  These  changes  are 
not  specific  and  occur  in  most  of  the  brains  ob- 
tained in  cases  in  which  coma  or  other  evidence 
of  diffuse  cerebral  impairment  has  occurred 
before  death.  There  were  focal  collections  of 
microglia  and  oligodendroglia  only  in  Case  45. 
Since  this  brain  is  that  of  an  infant,  these  cir- 
cumscribed aggregations  of  cells  must  be  con- 
sidered normal  features,  possibly  germinal 
centers,  and  not  as  evidence  of  inflamma- 
tion.105 In  no  case  was  there  severe  change  in 
the  walls  of  the  vessel  or  in  their  lumens. 
Neither  thrombosis  nor  embolism  was  ob- 
served. Slight  proliferation  of  the  intima  was 
present  in  some  cases. 

Perivascular  aggregation  of  mesodermal 
elements  was  present  in  all  cases  and  was 
usually  observable  with  even  the  low  power 
of  the  microscope.  The  perivascular  cells 
were  very  numerous  (Figs.  1 and  2)  in  all  in- 
stances except  Cases  44,  46,  and  49.  With  the 
exception  of  these  3 cases,  evidence  of  a wide- 
spread inflammatory  reaction  could  be  found 
in  every  part  of  the  central  nervous  system 
from  the  frontal  poles  to  the  conus  medul- 
laris.  The  gray  matter  and  white  matter 
were  equally  affected.  In  the  3 exceptional 
cases  there  was  a lesser  degree  of  infiltration 
around  the  smaller  blood  vessels  in  various 
parts  of  the  nervous  system.  Even  in  these 
cases  there  was  no  apparent  site  of  election 
for  the  perivascular  cells.  Since  polymor- 
phonuclear cells  were  rarely  found  among  the 
infiltrates,  they  are  not  listed  in  Table  4. 
Usually  the  perivascular  cellular  infiltrates 


Fig.  2.  Perivascular  infiltration  in  the  thala- 
mus (Case  51).  Hematoxylin  and  eosin  stain 
(X200). 


were  more  profuse  in  the  cases  of  longer  dura- 
tion. However,  neither  the  number  nor  the 
kind  of  cells  was  related  to  the  amount  of 
arsenic  in  the  tissue. 

In  all  cases  there  was  interstitial  cerebral 
edema  of  moderate  degree.  The  clear  spaces 
around  the  ganglion  cells  and  the  blood  ves- 
sels, which  are  recorded  in  Table  4 as  pericel- 
lular and  perivascular  edema,  respectively,  do 
not  represent  certain  evidence  of  antemortem 
change.  Stains  for  iron  were  made  in  each 
case  and  failed  to  reveal  the  presence  of  this 
substance  in  the  microglia,  the  adventitial 
coats  of  the  vessels,  or  anywhere  else  in  the 
tissues.  There  were  no  areas  of  demyeliniza- 
tion — perivascular,  subependymal,  or  other- 
wise. In  brief,  the  histopathologic  changes 
were  those  of  subacute  or  chronic  disseminated 
meningoencephalomyelitis.  It  is  now  being 
accepted106  that  these  cases  include  a hetero- 
geneous group  of  conditions. 

Etiologic  Considerations. — Evidence  of  syph- 
ilis was  not  obtained  from  the  history  in  any 
of  these  cases  (44  to  55).  Serologic  tests  for 
syphilis  were  performed  on  the  blood  in  each 
case  and  on  the  cerebrospinal  fluid  in  all 
cases  except  1 (Case  45).  All  these  serologic 
tests  yielded  negative  results.  Evidence  of 
syphilis  was  not  found  in  any  of  the  tissues  of 
the  body,  although  a complete  necropsy  was 
performed  in  each  case. 

All  of  the  cases  were  terminated  fatally 
between  1924  and  1937.  In  no  instance  did 
the  symptoms  begin  at  the  time  of  the  pandem- 
ics of  influenza  and  encephalitis  (1917  to 
1920).  Furthermore,  there  was  neither  clini- 
cal nor  pathologic  evidence  of  the  chronic 
forms  of  epidemic  encephalitis.  The  slowly 
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progressive  course  in  these  cases  excludes  the 
type  of  encephalitis  seen  in  St.  Louis  in  1933, 
that  in  Australia  in  1917  and  1918,  and  that  of 
equine  encephalomyelitis  recently  reported  in 
humans. 

All  of  the  investigations  for  other  well- 
recognized  etiologic  factors  have  proved 
fruitless.  Many  bacteriologic  studies  of  blood, 
cerebrospinal  fluid,  and  tissues  in  these  cases 
have  failed  to  yield  a pathogenic  organism. 

We  can  now  come  to  the  question  whether 
arsenic  should  be  considered  the  main  patho- 
genic agent  in  Cases  44  to  55.  In  the  first 
place,  there  is  no  doubt  that  the  amounts  of 
arsenic  found  in  the  brains  of  these  cases  are 
abnormally  large.  This  observation  in  itself 
does  not  imply  that  arsenic  is  the  cause  of  the 
condition,  for  it  is  possible  that  the  arsenic 
that  most  Americans  ingest  and  that  must 
circulate  in  the  blood  stream  before  being 
excreted  might  be  deposited  at  a locus  minoris 
resistentiae  in  greatest  concentration.  To 
consider  this  possibility,  a special  control 
group  of  cases  was  studied.  These  cases  (38 
to  43)  resembled  the  cases  of  encephalitis  in 
duration,  symptoms,  and  pathologic  findings 
but  were  attributable  to  a well-recognized 
cause — namely,  malignant  hypertension.  The 
fact  that  an  appreciable  amount  of  arsenic  was 
not  found  in  the  brain  in  a single  instance  is 
strong  evidence  against  the  likelihood  that 
arsenic  is  deposited  in  all  brains  that  have 
been  diffusely  damaged  over  a period  of 
months.  Similar  evidence  is  adduced  from  a 
consideration  of  those  other  instances  of  cere- 
bral disease  of  long  standing  in  which  arsenic 
was  not  found  in  the  brain  and  which  are  in- 
cluded in  the  main  control  group  of  cases  (14 
to  37). 

Recapitulation 

Well-recognized  chronic  arsenical  poisoning 
frequently  is  manifested  by  diffuse  cerebral 
symptoms,  fatigue,  headache,  vertigo,  drowsi- 
ness, and  impairment  of  mental  activity. 
These  are  precisely  the  same  symptoms  from 
which  the  patients  in  this  group  (Cases  44  to 
55)  suffered  and  which  constitute  a syndrome 
that  is  summarized  as  “progressive  diffuse 
cerebral  failure.” 

The  toxic  effect  of  arsenic  on  the  nervous 
system  is  not  specific  and  is  marked  by  altera- 
tions in  the  ganglion  cells  and  by  regions  of 
perivascular  necrosis.  In  subacute  and 
chronic  cases  these  regions  of  necrosis  become 
filled  with  lymphocytes  and  plasma  cells. 
The  cases  in  this  series  exhibit  such  changes. 

Finally,  the  actual  concentrations  of  ar- 


senic in  the  brain  (that  is,  0.1  mg.  of  arsenic 
or  more  per  hundred  grams  of  brain  tissue)  in 
these  cases  are  abnormally  large.  They  hap- 
pen to  be  the  same  as  those  found  in  cases  of 
acute  arsenical  poisoning  due  to  either  in- 
organic or  organic  compounds  of  arsenic  and 
recorded  both  in  the  literature  and  in  our  own 
series  of  such  cases. 

Therefore,  all  the  observations  (clinical, 
pathologic,  and  chemical)  concerning  these  12 
cases  of  subacute  encephalomyelitis  are  con- 
sistent with  the  hypothesis  that  they  represent 
instances  of  chronic  arsenical  poisoning. 
Further  evidence  for  or  against  this  hypothesis 
can  be  obtained  by  microscopic  studies  of 
brains  in  cases  of  recognized  chronic  arsenical 
poisoning  and  by  the  determination  of  the 
content  of  arsenic  in  the  excreta  and  tissues, 
especially  the  hair,  in  other  cases  of  subacute 
or  chronic  meningoencephalomyelitis. 
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A PRIME  CONSIDERATION 
A speaker  who  was  presenting  the  gavel  to 
the  president  of  a southern  state  medical 
society  remarked  that  he  was  in  his  prime,  and 
he  said  it  reminded  him  of  the  old  gentleman  who 
was  to  marry  a young  girl.  The  old  black 
mammy  in  the  family  resented  it  and  said: 


“There  can’t  nothing  good  come  out  of  that 
wedding.  You  is  too  old  for  that  gal.” 

He  said:  “Mammy,  I am  just  in  my  prime!” 
“Yes,  that’s  true,”  she  replied,  “but  when  she 
gets  in  her  prime,  where  is  your  prime  going  to 
be?” 


THE  NERVE  PATHWAYS  AND  CLINICAL  FEATURES  OF  SHOULDER 
PAIN  IN  RELATION  TO  ANGINA  PECTORIS 

H.  R.  Miller,  M.D.,  New  York  City 


THAT  pain  in  the  region  of  the  left 
shoulder  may  enter  into  the  syndrome 
of  angina  pectoris  has  been  recognized  by 
many  observers.  Indeed,  not  alone  the  left 
shoulder  but  the  right  articulation,  as  well  as 
other  areas  supplied  by  various  components 
of  the  cervical  plexus,  are  known  sites  of 
pain. 

The  problems  evoked  in  connection  with 
these  atypical  manifestations  revolve  about 
the  following  questions:  Is  this  pain  an  ex- 
ample of  referred  anginal  pain  which,  in  this 
instance,  strikes  an  atypical  zone?  Is  this 
pain  of  local  origin,  i.e.,  confined  to  the 
shoulder  or  neighboring  territory,  and  free  of 
any  anginal  connotation?  Finally,  does  this 
pain  arise  outside  the  cardiovascular  ap- 
paratus and  coexist  in  sufferers  of  anginal 
pain  in  whom  multiple  foci  for  pain  are  re- 
sponsible for  bizarre  and  confusing  clinical 
problems?  This  communication  attempts  to 
answer  these  queries  and  to  offer  an  explana- 
tion for  the  various  types  of  shoulder  pain 
connected  with  angina  pectoris. 

But  first  let  us  try  to  be  clear  on  what  is 
meant  by  the  term  angina  pectoris.  It  con- 
notes a clinical  picture  or  syndrome  associ- 
ated, as  a rule,  with  a lesion  in  a coronary 
vessel,  the  heart  muscle,  or  aorta  and  accom- 
panied, in  most  cases,  by  a prominent  triad 
of  reactions — namely,  shock,  mental  anguish, 
and  intense  precordial  or  radiating  pain. 
Other  well-recognized  clinical  features  are 
sudden  change  in  blood  pressure,  apnea  or 
dyspnea,  exhaustion,  prostration,  abnormal 
sweating,  localized  constriction  of  blood  vessels 
or  muscles,  etc. 

This,  however,  is  not  the  entire  story,  for 
we  must  include  cases  with  clinical  manifesta- 
tions of  angina  pectoris  (sometimes  even 
ending  in  swift,  unexpected  death)  in  which 
no  demonstrable  somatic  damage  comes  to 
fight.  For  example,  the  triad  and  the  other 
signs  and  symptoms  just  fisted  have  been 
observed  in  noncardiac  states  like  (1)  esopha- 
geal herniation  and  (2)  in  the  form  of 
severe  thoracicobrachial  neuritis  graphically 
portrayed  by  Lian10  and  Boyer.3  Pain 
simulating  the  anginal  type,  as  well  as  a 
variety  of  autonomic  manifestations,  is  en- 
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countered  also  in  valvular  disease,  anemia, 
Grave’s  disease,  toxic  states,  etc. 

It  would  appear,  therefore,  that  we  may 
speak  of  angina  pectoris  as  occurring  with  or 
without  cardiovascular  damage.  The  clinical 
state  that  accompanies  noncardiac  conditions 
and  is  indistinguishable  from  what  we  are 
accustomed  to  call  angina  pectoris  may  be 
just  as  alarming  and  dangerous.  The  es- 
sential point  is  that,  apart  from  any  question 
of  somatic  injury  and  the  problems  that  arise 
from  this,  the  clinical  manifestations,  at  least 
of  the  attack,  conform  to  a group  of  reactions 
referrable  to  the  autonomic  nervous  system. 
These  reactions  are  set  off  and  distributed  in 
the  sympathetic  and  parasympathetic  divi- 
sions. 

Associated  or  not,  as  the  case  may  be,  with 
somatic  alteration  of  the  heart,  coronary 
vessels,  or  aorta,  in  a generic  sense  angina 
pectoris  may  be  looked  upon  as  an  expres- 
sion of  an  abnormal  physiologic  activity  of 
the  autonomic  nervous  system  as  a whole. 
This  activity  involves  not  only  the  peripheral 
autonomic  pathways  but  the  central  nuclear 
elements  in  the  neuraxis,  chiefly  of  the  brain 
stem  but  also  of  the  cortex  and  spinal  cord. 
Accordingly,  we  would  do  well  to  study  more 
carefully  the  autonomic  manifestations  by 
which  any  form  of  angina  pectoris  is  an- 
nounced, not  neglecting,  of  course,  the  im- 
port of  sequelae  which  ensue  from  pathologic 
alteration  in  the  cardiovascular  apparatus 
when  the  latter  is  damaged.13 

It  is  important  also  to  re-emphasize  that 
pain  need  not  be  the  sole  or  even  the  chief 
testimony  of  angina  pectoris.  Pain  may  be 
absent,  dyspnea,  strange  anxiety,  abnormal 
sweating,  constricting  manifestations,  varia- 
tions in  blood  pressure,  etc.,  representing 
the  telltale  evidence  of  this  disorder.  How- 
ever, when  anginal  pain  is  present,  it  may  be 
analyzed  according  to  rather  well-established 
anatomic  and  physiologic  criteria.  Anginal 
pain,  as  well  as  other  types  of  pain  in  relation 
to  the  shoulder  region,  a subject  that  forms 
the  main  theme  of  this  communication,  is  a 
case  in  point  and  may  be  taken  as  an  example 
of  the  factors  concerned  with  the  usual  or 
atypical  radiation  of  cardiac  pain. 

As  a rule,  anginal  pain  is  characterized  by  a 
reflection  into  a well-defined  dermatomic 
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territory  innervated  by  the  left  upper  four 
intercostal  nerves;  this  reflection  or  radiation 
skirts  but  does  not  often  include  the  left 
shoulder.  As  a consequence,  in  most  instances 
the  differential  diagnosis  between  pain  arising 
in  or  confined  to  the  shoulder  region  and  the 
precordial  (anginal)  pain  transmitted  by  these 
upper  intercostal  nerves  into  the  pectoral 
region  and  down  the  inner  side  of  the  left 
arm  is  not  a difficult  task.  The  anginal  pain, 
however,  that  lashes  the  shoulder  and  adja- 
cent areas  is  not  always  so  easily  recognized 
or  so  accurately  interpreted.  Boas  and 
Levy,2  Edeiken  and  Wolferth,6  Libman,11 
and  others  have  described  such  occurrences. 
This  type  of  pain  is  an  illustration,  we  be- 
lieve, of  the  manner  in  which  the  shoulder 
region  acts  as  a dermatomic  equivalent  for 
the  reception  of  anginal  pain.  At  first  flush, 
such  occurrences  seem  puzzling  in  their 
mechanism  and,  from  a diagnostic  point  of 
view,  frequently  are  baffling  in  their  clinical 
guises.  However,  a careful  analysis  of  the 
visceral  and  somatic  neurons  called  into  ac- 
tion throws  light  on  these  problems. 

I.  Mechanisms  and  Pathways 

(a)  The  Single  N ervous  Pathway  for  Shoulder 
Pain. — The  common  variety  of  shoulder  pain 
(and  this  includes  pain  from  the  bursa, 
muscles,  bone,  etc.,  also  from  the  cervical  or 
brachial  plexuses)  has  but  one  pathway  for 
its  transmission — by  somatic  neurons.  The 
registration  of  the  pain  is  accomplished  with- 
out the  intervention  of  sympathetic  fibers. 
The  pain  felt  in  this  region  has  its  genesis 
here.  No  mediation  comes  into  play.  This, 
therefore,  is  not  referred  pain.  Moreover, 
the  upper  cervical  nerves  (C  4,  5,  and  6) 
which  carry  sensory  impulses  from  the 
shoulder  enter  the  cord,  in  the  majority  of 
instances,  well  above  those  levels  (Th  1 to  4) 
normally  concerned  with  the  mediation  of  re- 
ferred cardio-aortic  (anginal)  pain. 

(b)  The  Dual  System  of  Neurons  in  Referred 
Anginal  Pain. — Two  independent  nerve  path- 
ways participate  in  the  propagation  of  re- 
ferred anginal  pain.  Impulses  of  pain,  for 
example,  originating  in  the  heart,  coronary 
vessels,  or  aorta  are  transmitted  into  the 
upper  left  thoracic  segments  of  the  spinal 
cord  (Th  1 to  4)  by  afferent  sympathetic 
visceral  neurons.  At  these  levels  afferent 
somatic  nerves  (the  upper  intercostals)  are 
brought  into  action,  and  these,  together  with 
the  visceral  fibers,  function  to  refer  pain  into 
complementary  related  dermatomes.  The 
dermatomes  comprise  the  left  infraclavicular 


or  pectoral  region  and  the  inner  aspect  of  the 
left  arm  and  forearm  down  to  the  tip  of  the 
small  finger  and  the  ulnar  side  of  the  fourth 
finger.  The  mediation  of  the  reference  of 
this  pain,  it  is  generally  held,  takes  place  in 
the  substantia  gelatinosa  of  the  cord,  but  there 
is  reason  for  believing  that  mediation  is  not 
always  intraspinal  and  that  it  may  take  place, 
for  example,  in  the  dorsal  roots.13  At  any 
rate,  pain  is  engendered  deep  in  the  chest 
and  reflected  into  a surface  (dermatomic) 
area. 

(c)  The  Afferent  Conduction  System  in  Re- 
ferred Pain. — To  understand  referred  anginal 
pain  into  the  shoulder  we  must  understand 
the  afferent  conduction  system  that  connects 
viscera  and  dermatomes  to  the  neuraxis  and 
have  some  realization  of  the  likelihood  of 
anatomic  variation  that  exists  with  regard  to 
the  afferent  sympathetic  and  afferent  somatic 
components  of  this  system. 

Each  organ  possesses  a system  of  centripetal 
(afferent)  sympathetic  fibers  which  go  to  a 
specific  number  of  dorsal  roots  and  thence,  it  is 
believed,  to  the  substantia  gelatinosa  in  the 
cord.  In  most  individuals  these  fibers  con- 
verge predominantly  upon  a limited  number 
of  dorsal  roots  at  a particular  level  of  the 
cord;  for  instance,  in  the  case  of  the  heart  the 
preponderance  of  convergence  and  entry  is 
at  the  levels  of  Th  1 to  4 and  on  the  left  side; 
in  the  case  of  the  gallbladder  the  levels  are 
approximately  Th  8,  9,  and  maybe  7 according 
to  Head,6  Th  9 and  10  according  to  Kappis8 
and  Lawen,9  and  on  the  right  side.  This 
rather  sharply  defined  concentration  of  fibers 
accounts  for  the  particularity  with  which  each 
organ,  be  it  the  heart  or  the  gallbladder,  etc., 
announces  visceral  pain  into  related  derma- 
tomic areas. 

The  Anatomic  Arrangement  of  Accessory 
Afferent  Fibers. — Although  the  bulk  of  afferent 
visceral  fibers  from  an  organ  commonly  enters 
the  cord  as  a main  group,  a considerable 
number  of  these  fibers  reaches  the  cord  at 
many  other  levels.  Such  fibers  outside  the 
zone  of  concentration,  in  most  cases  either 
too  few  or  too  diffuse  to  carry  any  appreciable 
quantity  of  sensory  impulses  of  pain,  are, 
nevertheless,  accessory  fiber  groups  and, 
what  is  more  to  the  point,  are  capable  of  con- 
veying visceral  sensations  into  the  cerebro- 
spinal system.  The  existence  of  these  groups, 
therefore,  enlarges  the  potentiality  of  any 
viscus  for  bringing  into  action  many  cord  seg- 
ments otherwise  involved  passively  or  not  at 
all.  In  this  way  the  entire  thoracic  and  even 
lumbar  levels  may  participate,  even  bilater- 
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ally.  The  relationship  of  such  accessory 
groups  to  the  heart  and  aorta  is  depicted  in 
Fig.  1.  The  diffuse  and  multiple  afferent 
connections  between  a viscus  and  many  cord 
segments  is  accomplished  by  these  accessory 
fibers  in  conjunction  with  the  main  and  pre- 
dominant group.  This  arrangement  of  fi- 
bers is  a fundamental  anatomic  endow- 
ment. 

On  occasions,  the  role  of  the  accessory 
groups  takes  on  a special  significance.  This 
comes  to  pass  when  the  fundamental  anatomic 
pattern  of  afferent  fibers  lacks  a preponderance 
of  entry  into  the  cord  or  when,  for  any  reason, 
this  zone  of  concentration,  “the  bottle-neck” 
White15  (i.e.,  the  upper  white  rami  in  the  case 
of  the  heart  innervation),  for  example,  is 
destroyed  (as  after  surgical  intervention  or 
paravertebral  alcohol  block)  and  the  burden 
of  afferent  conduction  is  thrown  upon  ac- 
cessory groups  of  fibers. 

A similar  but  more  restricted  possibility 
for  bringing  into  action  an  increased  number 
of  fibers  holds  also  for  the  somatic  neurons. 
Normally  the  connections  between  a derma- 
tome and  the  neuraxis  do  not  excede  three, 
at  most  five,  consecutive  cord  segments,  but 
the  range  may  be  greater,  never,  however, 
attaining  the  wide-flung  and  multiple  pattern 
characteristic  of  the  afferent  visceral  system 
of  fibers. 

The  Function  of  Accessory  Afferent  Fibers 
in  Referred  Anginal  Pain.  ( 1 ) The  accessory 
sympathetic  ( viceral ) neurons. — The  accessory 
fibers,  in  our  opinion,  may  play  a part  in  the 
transmission  of  anginal  pain  into  the  shoulder. 
The  evidence  for  this  is  derived,  at  least,  from 
three  sources.  First,  there  is  the  clinical 
experience  already  mentioned,  wherein  (as 
after  paravertebral  alcohol  block  or  after 
surgical  procedures  carried  out  on  the  left 
sympathetic  cardiac  innervation)  anginal  pain 
recurs  and  is  propagated  by  left  upper  cer- 
vical nerves,  into  hitherto  untouched  areas. 
Second,  according  to  Heinbecker,7  in  the  case 
of  the  heart,  “afferent  fibers  traverse  the 
superior  cervical  sympathetic  ganglion  to  the 
sensory  root  of  the  fifth  cranial  nerve  and  to 
the  dorsal  roots  of  the  upper  three  or  four 
cervical  nerves  via  the  gray  rami  communi- 
cantes.  Similar  fibers  pass  from  the  middle 
cervical  sympathetic  ganglion  to  the  fourth 
and  fifth  cervical  dorsal  roots,  and  from  the 
inferior  cervical  sympathetic  ganglion  to  the 
sixth,  seventh,  and  eighth  cervical  dorsal 
roots.  Likewise,  the  afferent  fibers  pass 
through  the  upper  six  or  seven  thoracic  spinal 
roots  via  both  white  and  gray  rami  communi- 


Fig.  1.  (From  Angina  Pectoris  by  H.  R. 
Miller,  1939,  Williams  & Wilkins  Co.  Reprinted 
by  permission  of  the  publishers.)  This  is  a 
schema  of  groups  of  afferent  fibers  capable  of 
transmitting  referred  anginal  pain.  (1)  Repre- 
sents the  usual,  well-recognized,  sinistral  group 
entering  the  Th  1 to  4 cord  segments  through  cor- 
responding white  rami;  (la)  is  a similar  dextral 
group  much  less  frequently  involved.  (2)  Repre- 
sents upper  left  cervical  fibers  going  from  upper 
cervical  ganglia  to  corresponding  cervical  cord 
segments;  (2a)  similar  dextral  fibers.  (3)  Repre- 
sents lower  thoracic  fibers  going  from  the  lower 
thoracic  ganglia  to  corresponding  cord  levels; 
(3a)  dextral  fibers.  (4)  Represents  the  pathway 
of  cardiac  afferent  fibers  in  the  left  vagus  des- 
tined for  the  medulla;  (4a)  a similar  pathway  on 
the  opposite  right  side.  (5)  Represents  the  path- 
way of  vagal  cardiac  afferent  fibers  which  ends 
in  the  superior  cervical  sympathetic  ganglion; 
(5a)  a similar  pathway  on  the  opposite  right  side. 

(6)  Not  included  in  the  drawing  is  the  posterior 
group  of  rami  connecting  the  upper  thoracic 
sympathetic  chain  to  the  cardio-aortic  plexuses. 

(7)  Also  not  included  are  the  sympathetic  fibers 
from  the  vertebral  plexus,  entering  the  cervical 
plexus  and  sending  communications  to  the  ansa 
of  Vieussens.  The  vertebral  plexus  is  generally 
not  accepted  as  an  afferent  pathway  for  cardio- 
aortic  pain. 

cantes.”  Third,  the  studies  of  Schrager  and 
Ivy,14  Davis  and  his  co-workers,4  and  es- 
pecially of  Ashkenaz1  have  demonstrated 
that  a viscus,  the  gallbladder  for  instance,  is 
connected  to  the  neuraxis  by  afferent  path- 
ways far  more  numerous  than  we  were  form- 
erly led  to  believe. 
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Fig.  2.  (From  Angina  Pectoris  by  H.  R. 
Miller,  1939,  Williams  & Wilkins  Co.  Reprinted 
by  permission  of  the  publishers.)  The  routes  for 
referred  anginal  pain  to  the  shoulder.  The 
fourth,  fifth,  and  sixth  cervical  nerves  connect  the 
shoulder  to  corresponding  cervical  segments  of 
the  spinal  cord.  Visceral  afferent  fibers  from  the 
cardiac  plexus  reach  the  upper  thoracic  segments, 
Th  1 to  4,  of  the  cord  by  means  of  corresponding 
upper  thoracic  white  rami.  In  this  drawing  a 
group  of  cervical  rami  is  portrayed  that  would 
be  capable  of  carrying  afferent  impulses  from  the 
heart  into  those  cervical  cord  segments  that  re- 
ceive afferent  neurons  from  the  shoulder.  An- 
ginal pain  could  thus  be  referred  into  the 
shoulder. 

Fig.  2 illustrates  the  pathway  of  accessory 
afferent  sympathetic  fibers  in  the  upper 
cervical  region.  Such  fibers,  in  which  in  all 
probability  sensory  impulses  are  able  to 
travel,  Heinbecker,7  may  well  carry  painful 
impulses  from  the  cardiac  plexuses  into  those 
cervical  segments  of  the  cord  linked  to  the 
shoulder  by  the  fourth,  fifth,  and  sixth  cervical 
nerves.  These  cervical  segments  could  then 
serve  as  an  intraspinal  zone  for  the  mediation 
and  reference  of  anginal  pain  between  heart 
and  shoulder  region. 

0 2 ) The  accessory  somatic  neurons. — In 
an  analogous  way  (Fig.  3)  accessory  afferent 
somatic  fibers  may  exist  in  the  lower  cervical 
nerves  and  gain  an  entry  into  the  segmental 
levels  of  C 8,  Th  1 and  2;  these  are  segments, 
as  we  have  already  observed,  which  can  re- 
ceive cardio-aortic  impulses  of  pain.  By 
these  fibers,  then,  the  shoulder  could  be 
brought  into  relation  with  a common  intra- 
spinal zone  for  the  mediation  of  anginal  pain, 
the  shoulder  serving  as  an  additional  district 
of  reference.13 


The  multiplicity  and  wide  dispersion  of 
afferent  visceral  and  somatic  neurons  and 
their  potentiality  of  overlapping  in  zones  of 
the  cord  other  than  those  usually  restricted 
to  each  organ  and  its  complementary  derma- 
tomes make  it  possible  to  comprehend  by 
what  nerve  pathways  pain  from  a viscus  can 
be  projected  into  dermatomes  (or  into  distant 
organs)  otherwise  unrelated.  Furthermore, 
by  virtue  of  this  overlapping  of  both  sets  of 
accessory  fibers,  pain  may  travel  in  either  direc- 
tion, i.e.,  not  only  from  a viscus  to  derma- 
tomes but  vice  versa,  in  a reverse  direction. 
This  bidirectional  conduction  gives  us  a basis 
for  comprehending  the  routes  occasionally 
followed  in  the  bizarre,  reversed  transmission 
of  pain  from  a dermatomic  area  (shoulder  or 
brachial  plexus,  for  instance)  into  the  pre- 
cordium  (see  later) . 

II.  The  Differential  Clinical  Diagnosis 
of  Shoulder  Pain 

(a)  Anginal  Pain  Referred  into  the  Shoulder 
District  (Left). — This  type  of  pain  is  referred 
to  the  shoulder  very  probably  as  a conse- 
quence of  the  summated  effect  of  two  streams 
of  impulses  which  reach  a common  area  in  the 
cord.  The  effect  of  (a)  impulses  derived  from 
the  shoulder  and  delivered  to  this  common 
area  by  somatic  fibers  is  combined  with  (b) 
the  effect  of  impulses  engendered  in  the 
cardio-aortic  apparatus  and  transmitted  by 
cardio-aortic  visceral  neurons  to  the  same 
zone  in  the  cord. 

Clinically,  it  is  sometimes  possible  to  reduce 
the  total  quantity  of  impulses  received  in  the 
cord  by  a variety  of  procedures.  One  of  these 
is  to  press  very  hard  on  the  brachial  plexus 
as  recommended  by  Libman.12  The  flow  of 
afferent  impulses  in  the  plexus  traveling  to- 
ward the  cord  will  be  decreased  and,  thus, 
also  the  total  number  of  impulses  prerequisite 
for  the  induction  of  referred  anginal  pain. 
The  same  principle  obtains  in  relieving  re- 
ferred anginal  pain  as  when  a local  anes- 
thetic is  applied  to  a related  dermatomic  sur- 
face. 

Generally  speaking,  referred  anginal  pain 
into  the  shoulder  exhibits  a radicular  nature 
characteristic  of  the  more  common  distribu- 
tions. The  reference  is  not  diffuse  but 
patchy  and  orderly,  covering  continguous 
areas;  occasionally,  however,  as  is  also  the 
case  with  common  radiations,  the  pain  in  the 
shoulder  remains  registered,  for  example,  in 
one  small  area,  i.e.,  over  the  subacromial 
bursa  or  in  the  biceps  muscle  or  at  its  inser- 
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tion,  or  in  the  deltoid  (C  5 and  6)  or  trapezius 
(C  3 and  4)  muscles.* 

Often  the  anginal  pain  in  the  shoulder  re- 
gion is  excruciating,  limited  to  the  shoulder 
itself,  deep  in  the  joint,  or  is  situated  super- 
ficially, spreading  perhaps  into  supraclavicu- 
lar and  pectoral  districts  through  lower 
cervical  nerves.  A point  of  interest  is  the 
occasional  localization  of  pain  posteriorly,  for 
example,  in  the  subscapular  region.  This  is 
in  contrast  to  the  conspicuous  absence  of  pain 
in  the  posterior  chest  wall  in  most  cases  of 
anginal  radiation.  After  the  sharp  sting 
subsides,  shoulder  pain  is  known  to  Unger  as  a 
dull  ache.  It  is  set  off  by  movements  in  or 
near  the  joint,  by  pressure  or  the  weight  of 
clothing  or  bed  clothes,  or  even  by  changes 
in  meteorologic  conditions.  With  respect  to 
provocation,  periodicity,  intensity,  duration, 
and  spread,  anginal  pain  at  the  shoulder 
differs  little,  if  at  all,  from  pain  projected  into 
other  surface  regions,  and  the  shoulder,  like 
other  surface  regions,  may  remain  the  sole 
outpost  feeling  pain,  sometimes  long  after 
the  precordial  features  have  subsided. 
Whereas  the  localization  of  anginal  pain  into 
a shoulder  is  uncommon,  all  the  other  ac- 
companying features  of  a paroxysmal  episode 
of  angina  pectoris  (coronary  or  noncoronary) 
may  be  typical. 

(b)  Nonanginous  Pain  at  the  Shoulder 
Region  Simulating  Anginal  Pain. — Many, 
if  not  most,  of  the  nonanginous  types  of  pain 
in  this  area  are  readily  distinguished  from 
anginal  pain  referred  into  this  district.  These 
types,  in  contrast  to  the  anginal  variety,  are 
practically  always  more  extensive.  The  pain 
overlaps  the  areas  supplied  by  the  musculo- 
cutaneous nerve  (C  5,  6,  and  often  4)  or  the 
radial,  musculospiral  nerve  (C  5,  6,  7,  and 
8,  Th  1)  or  the  median  nerve  (C  5,  6,  7,  and 
8,  Th  1)  and  also  the  ulnar  nerve  (C  8,  Th  1, 
and  often  C 7).  In  other  respects,  too,  pain 
of  this  category  is  unlike  the  anginal  in  that 
it  is  diffuse  not  radicular,  in  that  the  posterior 
as  well  as  the  anterior  chest  wall  feel  pain, 
and  in  that  features  that  accompany  angina 
pectoris  are  usually  absent. 

The  painful  disorders  at  and  near  the  joint 
are  variable  and  too  numerous  to  list  here. 
Some  are  stubborn,  others  yield  promptly  to 
mechanical  manipulation.  Still  other  types 
of  shoulder  pain  are  due  to  destructive  or  de- 
forming processes  and  are  hardly  amenable  to 
simple  methods  of  therapy.  Limitation  of 


* It  is  important  to  exclude  pericardial  and  diaphrag- 
matic pleural  pain  transmitted  into  the  trapezius  muscles 
by  way  of  the  phrenic  nerve  into  C 4 and  5,  cord  levels.1* 


Fig.  3.  (From  Angina  Pectoris  by  H.  R. 
Miller,  1939,  Williams  & Wilkins  Co.  Reprinted 
by  permission  of  the  publishers.)  The  routes  for 
referred  anginal  pain  to  the  shoulder.  The  af- 
ferent somatic  neurons  from  the  shoulder  may 
enter  the  spinal  cord  by  accessory  fibers  as  low 
as  the  first  or  even  second  thoracic  levels,  a re- 
gion that  receives  cardiac  afferent  impulses. 
Anginal  pain  could  thus  be  referred  through  the 
lowermost  (accessory)  somatic  neurons  into  the 
shoulder. 

motions  at  the  joint  itself  and  localized  points 
of  articular  tenderness  aggravated  by  direct 
pressure  or  by  passive  movements  are  almost 
pathognomonic  signs  of  local  disease.  A 
most  frequent  cause  of  pain  in  this  locality, 
aside  from  arthritic  conditions  in  general, 
are  affections  of  the  brachial  or  cervical  plex- 
uses, and  those  on  the  left  side  sometimes  are 
apt  to  simulate  anginal  pain.  An  interest- 
ing and  fortunately  rare  type  is  the  thoracico- 
brachial  neuralgia  described  by  Lian10  and 
also  by  his  pupil,  Boyer.3  This  is  a severe 
sinistral  neuralgia  with  intense  pain  into  the 
precordium;  the  localization,  the  character 
of  the  pain,  and  the  features  of  shock  and 
mental  apprehension  which  may  accompany 
the  pain  conspire  to  make  this  picture 
strangely  like  a paroxysm  of  angina  pectoris. 

As  a rule,  however,  brachial  or  upper  cer- 
vical neuritis,  a fairly  common  disorder,  is 
sharp  and  abrupt  in  its  onset,  and  its  intense 
pain  is  well  localized.  The  muscles  supplied 
by  the  affected  nerves  may  develop  paralysis 
and  later  atrophy,  and  trophic  alterations  in 
the  skin  are  not  rare.  The  neuritis,  as  a 
rule,  lasts  weeks  or  months,  disappears  gradu- 
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ally,  but  is  likely  to  leave  weakness  in  its 
wake  for  many  weeks.  Parasthesias  are  fre- 
quent with  the  intense  pain,  and  Horner’s 
syndrome  is  a complication  of  some  forms  of 
cervical  neuritis.  Gout,  diabetes,  anemias, 
leukemias,  poisons  like  alcohol,  metals,  and 
vitamin  deficiencies  are  etiologic  factors  in  the 
production  of  brachial  as  well  as  cervical 
neuritis.  Infections  like  influenza,  for  in- 
stance, induce  neuritis  and  local  mechanical 
causes  are  numerous,  e.g.,  a cervical  rib  or 
pressure  from  fractures,  dislocations,  tumors, 
etc.,  of  the  bone,  or  aneurism  of  nearby 
vessels,  disease  of  the  cord  itself  or  its  sur- 
rounding bony  structures.  In  all  these  in- 
stances the  resultant  neuralgia  may  be  homo- 
lateral and  the  distribution  of  pain  will  spread 
along  the  nerve  pathways  of  the  particular 
portion  of  brachial  or  cervical  plexus  involved. 

(c)  Pain  in  the  Shoulder  Region  Induced 
by  Local  Disease  in  Anginal  Sufferers  Who 
Also  Refer  Anginal  Pain  into  the  Shoulder . — 
Painful  impulses  simultaneously  from  two 
foci,  i.e.,  at  the  shoulder  and  in  the  chest, 
combine  to  produce  confusing  clinical  pic- 
tures. Thus,  an  anginal  victim  with  a local 
lesion  in  or  near  his  left  shoulder  may  set  up 
converging  streams  of  sensory  impulses 
traveling  toward  the  neuraxis;  and,  if  these 
impulses  reach  common  cord  levels  connected 
to  the  heart  and  aorta  and  to  the  left  shoulder, 
pain  clinically  may  be  bidirectional,  i.e.,  pro- 
jected in  either  direction  from  one  focal  area 
into  the  other.  The  manifold  lesions  that 
may  strike  the  shoulder  independent  of  a 
cardiovascular  state  and  instigate  bidirec- 
tional transmission  of  pain  from  the  pre- 
cordium  to  the  shoulder  or  in  a reverse  direc- 
tion need  not  be  enumerated  at  this  time. 
Careful  analysis  generally  will  yield  the  clue 
as  to  which  focus  is  the  chief  offender  with 
respect  to  initiating  pain  in  its  own  vicinity 
and  in  the  other  focal  zone. 

An  illustration  of  this  bidirectional  phe- 
nomenon is  exemplified  in  the  occurrence  of 
precordial  pain  associated  with  pain  from  a 
bursitis  or  any  similar  localized  lesion  in  or 
near  the  left  shoulder  in  a subject  suffering 
from  coronary  artery  disease,  for  instance. 
The  cardiovascular  apparatus  may  be  re- 
sponsible for  referred  pain  into  the  shoulder 
and  conversely  the  localized  lesion  at  the 
shoulder  may  precipitate  precordial  pain. 

Summary 

1.  Shoulder  pain  per  se  has  its  own  so- 
matic pathway.  This  is  not  an  example  of 
referred  pain. 


2.  Anginal  pain  into  the  shoulder  is  an 
uncommon  instance  of  referred  anginal  pain. 

3.  The  mediation  of  this  uncommon  type 
of  referred  pain  is  accomplished  (a)  at  the 
usual  intraspinal  segments,  Th  1 to  4,  through 
the  intervention  of  somatic  accessory  afferent 
neurons  from  the  shoulder  traveling  in  the 
lower  cervical  plexus  or  in  the  upper  inter- 
costal nerves;  or  (b)  the  mediation  takes 
place  in  cervical  levels  of  the  cord  where  the 
usual  somatic  nerves  from  the  shoulder  enter 
into  cooperation  with  the  action  of  accessory 
(cervical)  afferent  visceral  neurons. 

4.  The  more  precise  clinical  differential 
diagnosis  and  management  of  the  anginal  and 
nonanginal  types  of  shoulder  pain  rest  upon  a 
sound  understanding  of  the  nerve  pathways 
involved. 
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Discussion 

Dr.  Tracy  J.  Putnam,  New  York  City — 
The  subject  of  pain  in  and  about  the  shoulder 
is  an  important  and  baffling  one,  and  the  sug- 
gestion Dr.  Miller  has  made  in  regard  to  it  ap- 
pears to  me  to  be  original  and  stimulating.  It  is 
wholly  reasonable  to  suppose  that  there  may 
be  an  overflow  of  the  pain  from  the  angina  into 
the  upper  cervical  segments,  and,  as  Dr.  Miller 
has  indicated,  we  may  even  find  evidence  for 
anatomic  pathways.  In  a rather  limited  ex- 
perience, I do  not  recall  seeing  any  cases  in 
which  shoulder  pain  appeared  to  arise  from  the 
myocardium,  but  this  may  well  have  been  be- 
cause I was  not  awake  to  the  possibility  that  it 
might  occur. 

In  dealing  with  pain  of  obscure  origin,  it  is, 
it  seems  to  me,  important  to  attempt  to  work 
out  a systematic  plan  of  differential  diagnosis 
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as  a prelude  to  treatment.  One  part  of  such 
system  should  always  be  a careful  functional 
test  of  the  structures  from  which  the  pain  might 
arise — that  is,  a careful  palpation,  manipula- 
tion of  joints,  etc.  Another  is  the  use  of  novo- 
cain block  in  nerve  trunks,  plexuses,  nerve  roots, 
or  by  means  of  spinal  anesthesia.  Dr.  Miller 
has  mentioned  that  using  novocain  in  the  area 
of  reference  may  lead  to  relief,  and  I can  easily 
imagine  that  one  could  be  misled  by  this  into 
supposing  that  the  pain  had  a local  origin.  I 
should  like  to  ask  Dr.  Miller  whether  some  func- 
tional test  of  the  heart  muscle — say  a standard- 
ized exercise  or  injection  of  adrenalin — may  be 
relied  upon  to  elicit  pain  in  the  shoulder  of  cardiac 
origin  and  might  therefore  be  of  diagnostic 
aid. 

I should  also  like  to  ask  Dr.  Miller  whether  his 
observations  have  a bearing  on  the  surgical 
treatment  of  cardiac  pain. 

This  paper  seems  to  be  an  outstanding  ex- 
ample of  the  manner  in  which  urgent  clinical 
problems  may  impel  an  internist  to  make  physio- 
logic observations  overlooked  by  the  pure 
physiologist. 

Dr.  Tasker  Howard,  Brooklyn — A stiff  and 
painful  left  shoulder  in  a patient  with  coronary 
occlusion  or  angina  pectoris  is  a common  and 
often  a troublesome  complication.  It  is  much 
more  common  than  the  occurrence  of  immediate 
pain  in  or  about  the  shoulder  joint  during  an 
attack  of  angina  or  during  the  initial  pain  of 
coronary  occlusion.  A patient  will  have  no 
pain  at  all  in  the  shoulder  during  severe  at- 
tacks of  cardiac  pain,  which  may  be  referred 
down  the  inner  side  of  the  arm,  and  yet  later 
develop  a very  lame  shoulder  joint.  With 
this  lame  joint,  if  untreated,  he  may  develop 
severe  aching  in  the  joint,  in  the  neck,  and  down 
the  outer  aspect  of  the  arm  or  the  whole  arm. 
If  this  is  a matter  related  to  the  influence  of  the 
reflex  arc  originating  in  the  heart,  why  does  he 
not  have  the  aching  at  the  site  of  the  original 
referred  pain  instead  of  in  an  area  rarely  so  af- 
fected? Dr.  Miller  has  told  us  that  the  usual 
area  of  referred  pain  is  in  the  left  pectoral  region 
and  down  the  inner  side  of  the  left  arm.  Pre- 
existing pathology  almost  never  exists  in  this 
zone.  On  the  other  hand,  low-grade  inflam- 
mation is  common  in  and  about  shoulder  joints, 


particularly  in  the  bursae.  Dr.  Libman1  be- 
lieves that  it  is  more  common  in  patients  with 
coronary  disease,  since  they  both  so  often  de- 
pend upon  an  underlying  “gouty  diathesis.,, 
These  affected  tissues  about  the  shoulder,  while 
lying  outside  the  main  current  of  reflex  in- 
fluences— that  is,  the  upper  four  dorsal  seg- 
ments— may  well  fall  within  the  scope  of  the  ac- 
cessory paths  described  by  Dr.  Miller. 

If  pain  is  initiated  in  this  manner,  the  patient 
is  inclined  to  keep  the  joint  very  quiet,  thus 
putting  into  effect  the  mechanism  described  by 
King  and  Holmes2  whereby  the  inactivity  leads 
to  loss  of  tone  in  the  supporting  muscles  and 
ligaments  with  consequent  relaxation  of  the  cap- 
sule and  increased  vulnerability.  The  impaired 
circulation  and  lowered  metabolic  activity  adds 
to  the  local  difficulty.  Tending  to  substantiate 
this  view  of  the  situation  is  the  fact  that  physical 
therapy  and  particularly  active  movements  of 
the  shoulder  joint  are  the  most  potent  measures 
for  its  relief.  It  should  be  treated  early.  On  the 
first  appearance  of  shoulder  lameness,  the  patient 
should  be  instructed  to  flex  the  arm  with  the 
palm  at  the  front  of  the  shoulder  to  reduce  the 
load  and  abduct  and  rotate  the  shoulder  joint 
repeatedly  several  times  a day.  It  is  a light 
exercise  but  very  effective  in  clearing  up  this 
painful  complication,  particularly  if  it  is  insti- 
tuted early. 

Sir  James  McKenzie  long  ago  pointed  out  seg- 
mental zones  of  hyperasthesia  in  patients  with 
angina  pectoris.  These  quite  regularly  corre- 
sponded to  the  segments  Dr.  Miller  has  desig- 
nated as  the  usual  pathway  of  referred  cardiac 
pain  and  seldom  included  the  region  of  the 
shoulder  joint.  The  reflex  influence  alone  there- 
fore could  scarcely  account  for  the  frequency  of 
this  phenomenon.  That  it  has  something  to 
do  with  it  is  implied  by  the  fact  that  the  right 
shoulder  is  not  affected  unless  there  is  some  right- 
sided cardiac  pain.  All  of  this  tends  to  sub- 
stantiate Dr.  Miller’s  conclusion  that  local 
pathology,  usually  pre-existing,  plus  reflex  pain 
impulses  to  the  shoulder  joint  or  its  immediate 
neighborhood,  is  most  often  responsible  for  the 
stiff  and  painful  shoulder  of  angina  pectoris  and 
cardiac  infarction. 

1 Libman,  E.:  Bull.  New  York  Acad.  Med.  11: 

427  (1935). 

2 King,  J.  M.,  Jr.,  and  Holmes,  G.  W. : J.A.M.A.  89: 

1956  (1927). 


ERASING  THE  STIGMA  OF  BEDLAM 
An  association  organized  by  recovered  psy- 
chiatric patients  to  fight  the  stigma  attached 
to  mental  illness  is  doing  much  to  restore  such 
ersons  to  a normal  place  in  the  social  and 
usiness  world,  Pauline  Rosenberg,  Chicago, 
reports  in  Hygeia}  The  Health  Magazine  for 
November. 

Founded  in  1937,  the  organization  is  called 
“Recovery,  the  Association  of  Former  Patients 


of  the  Illinois  Psychiatric  Institute.”  Today  it 
comprises  more  than  150  former  patients  and  600 
relatives  and  friends  who  are  associate  members. 
Since  its  organization  there  has  been  a steady 
decrease  in  the  percentage  of  relapses  at  the 
Institute,  a large  number  of  which  are  due  to 
discrimination,  distrust,  fear,  and  suspicion  that 
patients  encounter  on  their  return  to  the  social 
and  economic  world. 


SOME  PROBLEMS  INVOLVED  IN  THE  FITTING  OF 
HEARING  AIDS 

Thomas  H.  Halsted,  M.D.,  F.A.C.S.,*  and  Frederick  M.  Grossman,  M.D., 
New  York  City 


THE  number  of  persons  in  the  United 
States  who  are  hard  of  hearing  or  deafened 
is  estimated  by  Dr.  Gordon  Berry1  to  be  six 
to  eight  milhons.  The  late  Dr.  Austen  B. 
Hayden  estimated  that  there  are  five  million 
people  in  the  United  States  who  require  an 
instrument  to  give  them  the  necessary  hear- 
ing. This  estimate  may  be  high,  but  it 
certainly  shows  the  hearing-aid  problem  to 
be  a major  one. 

Kerridge2  says:  “Medical  men  dealing 

with  deaf  people  have  been  hampered  through 
lack  of  knowledge  of  acoustics  and  of  facilities 
for  carrying  out  a difficult  research,  neces- 
sitating an  elaborate  technic  not  used  in  other 
branches  of  medicine.  Physicists  and  in- 
strument makers  interested  in  this  subject 
have  been  handicapped  on  their  part  by  in- 
sufficient information  on  the  physiology  and 
pathology  of  the  ear.”  It  is  not  within  the 
teaching  of  medicine  that  acoustics  be- 
long. 

A frequent  reason  for  the  otologists’  distrust 
of  hearing  aids  is  that  the  whole  subject  has 
been  in  the  hands  of  manufacturers,  and  pa- 
tients recommended  by  the  otologists  to  pur- 
chase an  instrument  found  too  often  that  they 
were  not  fitted  properly.  Thus  the  instru- 
ment was  thrown  aside  to  the  disappoint- 
ment of  the  patient  and  with  a loss  of  prestige 
to  the  recommending  otologist.  It  is  not 
uncommon  to  see  patients  who  have  bought 
five  or  six  hearing  aids,  all  of  which  were  dis- 
carded after  a few  weeks  or  months  because 
they  were  not  properly  fitted  or  because  the 
patient  could  not  hear  at  all,  lip  reading  being 
the  only  means  of  helping  him.  Of  course 
he  should  never  have  been  sold  an  instrument 
in  the  first  place. 

Acousticians  and  engineers  discovered  the 
basic  principles  of  transmission  of  sound  and 
its  reaction  on  normal  ears.  These  principles 
are  only  applicable,  to  a certain  extent,  to 
deafened  ears,  and  experiments  in  sound 
transmission  with  impaired  ears  are  scarce. 
The  relationship  of  intensity  and  frequency 
to  pitch,  loudness,  and  perception  of  quality 
in  ears  with  impaired  hearing  is  not  applicable 
to  ears  with  normal  hearing.  A review  of  the 

* Emeritus  professor  of  otolaryngology,  Syracuse  Uni- 
versity College  of  Medicine. 


literature  dealing  with  experiments  on  defec- 
tive hearing  apparatus  by  modern  means  of 
experimentation  shows  very  little  on  the  sub- 
ject. Kerridge2  says  further:  “Until  the 

optimum  compensation  for  defective  hearing 
has  been  worked  out  scientifically  in  a rea- 
sonable number  of  cases  of  different  types  and 
degrees,  it  will  be  impossible  to  forecast  what 
amount  of  approximation  to  the  ideal  would 
suffice  for  most  practical  purposes.” 

Watson  and  Knudsen,3  physicists,  have 
made  thorough  tests  with  defective  ears  and 
have  drawn  certain  conclusions  from  them. 
Taking  the  intelligibility  of  test  words  as  a 
criterion,  they  tested  the  impaired  ears  with 
a series  of  differently  adjusted  amplifiers 
built  to  compensate  their  specific  loss.  They 
found  among  other  important  data  that  a 
hearing  aid  chosen  by  the  deafened  is  not 
necessarily  the  best  fitting  one.  “Until  the 
patient  becomes  accommodated  to  the  proper 
amplification,  he  almost  invariably  chooses 
as  ‘best’  a ‘peaked’  amplifier  or  one  which 
accentuates  most  of  the  frequencies  he  already 
hears  best,  and  paradoxically  he  frequently 
says  he  hears  poorly  with  an  amplifier  with 
which  he  actually  hears  best.”  This  state- 
ment, based  on  experimentation,  goes  to  show 
that  the  method  of  fitting  a hearing  aid  by 
choice  alone  must  be  revised  and  more  ob- 
jective methods  used  in  routine  tests  by  a 
person  who  is  trained  in  the  new  science  of 
fitting  hearing  aids.  Unfortunately,  in  many 
experiments  detailed  clinical  conditions  of 
the  ears  tested  have  not  been  stated.  We 
feel  that  the  pathophysiologic  condition  of 
impaired  ears  is  of  fundamental  importance, 
and  we  classify  hearing  impairment  into 
four  broad  classes  with  respect  to  the  fitting. 
In  practice  there  is  seldom  found  a pure  un- 
complicated case,  but  in  the  majority  of  cases 
one  of  the  four  classes  predominates. 

Class  I is  the  middle-ear  conduction  or 
middle-ear  impedance  hearing  impairment. 
This  is  caused  by  impedance  and  distortion 
of  sound  waves  by  parts  of  the  external  or 
middle  ear,  including  the  foot  plate  of  the 
stapes,  and  by  no  pathologic  change  beyond 
it.  It  is  characterized  by  well-known  symp- 
toms— Weber  lateralized  to  the  more  affected 
side,  Rinne  negative,  bone  conduction  pro- 
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longed.  The  audiogram  shows  a loss  for  the 
perception  of  low  frequencies  and  a relatively 
good  bone  conduction  for  low  and  high  tones. 
The  fitting  of  this  type  may  be  successful 
with  a bone-conduction  device.  However, 
if  the  so-called  air  conduction,  a receiver 
attached  to  a mold  fitted  in  the  ear  canal, 
gives  as  good  results  as  the  bone  and  if  there 
are  no  contraindications  to  the  use  of  the  air 
receiver,  air  conduction  is  preferable.  The 
air  receiver  gives  a much  wider  frequency 
range,  and  speech  sounds  more  natural.  In 
a chronic  suppurative  ear  or  one  in  which  there 
is  a perforation  in  the  drum  head  and  where 
the  patient  is  subject  to  recurring  discharge, 
the  bone  conduction  receiver  is  preferable. 
A receiver  fitted  to  a mold  that  has  been  made 
for  the  individual  patient  gives  not  only  good 
air  conduction  but  bone  conduction  at  the 
same  time,  the  vibrations  striking  the  bony 
walls  of  the  ear.  Radio-tube  amplification  is 
generally  to  be  preferred  to  the  carbon  micro- 
phone instrument  as  it  has  been  developed  to 
date.  Class  I is  the  only  group  with  im- 
paired hearing  that  can  use  a carbon  micro- 
phone instrument  very  well,  although  we 
prefer  the  radio-tube  instrument  in  most  cases. 
For  all  other  kinds  of  hearing  impairment  the 
radio-tube  amplifier  is  best.  To  this  first  class 
belong  many  cases  of  clinical  otosclerosis. 

The  Pros  and  Cons  of  the  Fenestration 
Operation 

There  has  been  much  discussion  lately  on 
the  fenestration  operation  to  improve  the 
hearing  of  patients  with  otosclerosis.  Lind- 
say4 stated  in  a discussion  on  Lempert’s 
operation:  “The  most  favorable  condition 

for  operation  is  fixation  or  ankylosis  of  the 
stapes  with  a free  round  window  niche  and 
membrane  and  good  bone  conduction.  This 
is  one  condition  also  in  which  best  results  are 
attained  with  bone  conduction  hearing  aids.” 
To  us,  the  opposite  also  seems  to  be  true. 
Where  a bone-conduction  hearing  aid  will 
not  improve  hearing,  the  functional  results 
of  the  operation  will  be  doubtful.  These 
statements  are  backed  by  experiments  on 
bone  conduction  by  B6k6sy.6  Let  us  an- 
alyze briefly  the  pros  and  cons  of  the  fenestra- 
tion operation  versus  the  hearing  aid  for  the 
same  disability. 

The  advantages  of  the  fenestration  opera- 
tion are:  (1)  that  sound  perception  after 

operating  is  more  natural  and  (2)  that  the  pa- 
tient has  not  the  bother  of  a hearing  aid. 
The  disadvantages  are:  (1)  that  no  surgeon 
can  promise  the  patient  that  the  functional 


result  of  the  operation  will  be  a lasting  one, 
the  result  depending  upon  the  reparative  re- 
action on  the  bone,  which  no  one  can  foretell. 
(2)  The  operation  constitutes  an  artificial 
communication  between  the  middle-ear  struc- 
tures and  the  intralabyrinth  and  intracranial 
structures,  leaving  a pathway  from  the  middle 
ear  to  the  brain.  Although  there  seems  to  be 
no  danger  of  an  intracranial  complication 
immediately  after  it,  the  prognosis  of  an  in- 
cidental infection,  after  several  months,  of 
the  tissues  surrounding  the  fistula  may  be 
similar  to  that  of  an  otitis  with  labyrinth 
fistula.  (3)  The  operation  alters  the  bio- 
logic condition  of  the  labyrinth  capsule  by 
removing  tissue  and  by  the  procedure  of  the 
plastic.  This  last  statement  is  made  with 
reference  to  Neumann’s6  study  on  late  changes 
of  the  bone  surrounding  the  cavities  in  the 
radical  mastoid  operation.  He  claims  that 
the  progressive  loss  of  hearing  in  ears  having 
the  radical  operation  is  due  to  ostitic  changes 
taking  place  in  the  bony  labyrinth.  We  do 
not  know  of  any  study  having  been  made  on 
late  changes  of  the  bone  after  the  fistulation 
operation,  nevertheless  we  are  inclined  to  be- 
lieve that  the  new  condition  in  which  the 
bone  finds  itself  may  alter  the  present  oto- 
sclerotic  pathology  for  the  worse.  In  other 
words,  if  an  operation  becomes  functionally 
unsuccessful  after  a period  of  time,  the  second 
disadvantage  disappears  by  closure  of  the 
fistula  but  the  third  one  remains,  i.e.,  the  new 
condition  in  which  the  labyrinth  capsule 
finds  itself  after  operation.  If,  after  an  un- 
successful operation,  the  patient  has  to  wear 
a hearing  aid,  his  condition  is  worse  than  if 
he  had  not  been  operated  upon. 

The  disadvantages  of  the  hearing  aid  are: 
(1)  that  sound  will  not  be  received  as  natu- 
rally as  after  a successful  fistulation  opera- 
tion, and  (2)  that  the  patient  has  to  wear  a 
more  or  less  conspicuous  instrument.  The 
advantages  are:  (1)  that  the  patient  will  hear 
with  the  aid  as  long  as  the  batteries  and  the 
mechanism  of  the  instrument  are  good,  (2) 
no  operative  measures  are  necessary,  and 
more  important  still  (3)  the  psychologic  re- 
action of  the  patient  on  the  eventual  failure 
of  the  operation  does  not  have  to  be  overcome. 
Weighing  the  pros  and  cons  of  the  said  prob- 
lem we  are  in  favor  of  the  hearing  aid. 

We  have  not  read,  unfortunately,  of  cases 
where  the  results  gained  with  a properly  fitted 
hearing  aid  have  been  compared  with  the 
results  of  the  fistulation  operation  on  the 
same  patient.  We  would  suggest  that  any 
patient  to  be  subjected  to  the  operation 
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should  be  first  fitted  with  a hearing  aid  and  the 
actual  gain  in  hearing  established  with  the 
aid  and  later  compared  with  the  gain  obtained 
through  the  operation. 

Class  II  may  be  called  the  inner  ear  con- 
duction or  impedance  hearing  impairment. 
I is  caused  by  pathology  of  the  hydraulic 
system  of  the  cochlea.  If,  for  instance,  the 
membrane  occluding  the  round  window  is 
rigid,  the  basilar  membrane  cannot  move 
normally,  although  sound  reaches  the  inner 
ear  without  any  pathologic  impedance  of 
structures  peripheral  to  it.  In  this  condition 
the  movement  of  the  basilar  membrane  will 
be  impaired  no  matter  whether  the  sound  is 
conducted  to  the  inner  ear  by  air  or  by  bone. 
There  may  not  be  any  pathology  of  the  per- 
ceptive apparatus  proper,  but  hearing  will  be 
impaired  because  of  mechanical  obstacles  in 
the  hydraulic  mechanism  of  the  inner  ear. 
Although  there  are  no  routine  tests  to  make 
differential  diagnosis  with  respect  to  changes 
of  the  round  window  membrane,  there  are 
other  changes  in  the  hydraulic  system  which 
are  accessible  by  proper  testing  approach. 

Crowe7  observed  in  many  cases  of  impair- 
ment of  hearing  in  Meniere’s  symptom  com- 
plex the  interesting  fact  that  hearing  fluctu- 
ates markedly  in  this  condition.  Hallpike 
and  Cairns8  link  Meniere’s  symptom  complex 
to  a hydropic  change  of  the  ductus  cochlearis 
based  upon  their  histologic  studies.  Adams9 
calls  this  condition  “glaucoma  auris.”  Sham- 
bough,  Jr.,10  made  a thorough  study  of  dip- 
lacusis  in  describing  42  cases  of  different 
clinical  conditions  having  this  symptom. 
He  could  find  diplacusis  in  Meniere’s  symptom 
complex,  otosclerosis,  otitis  media,  and  many 
other  conditions.  He  links  this  symptom 
also  to  hydropic  changes  of  the  endolymph 
and  gives,  in  this  same  paper,  a detailed  de- 
scription of  the  symptoms  connected  with  the 
said  changes.  Incidentally  B6k6syn  found 
the  experimental  explanation  for  Sham- 
bough’s  assumption.  He  studied  the  me- 
chanics of  sound  transmission  in  the  hydraulic 
system  of  the  inner  ear.  He  made  a model 
of  the  cochlea,  replacing  the  bony  parts  with 
metal  and  the  basilar  membrane  with  a thin 
rubber  membrane,  and  observed  through  a 
glass  window  what  happened  inside  the  model 
when  sound  impulses  moved  a piston,  re- 
placing the  foot  plate  of  the  stapes.  He  ob- 
served that  two  eddies  developed  in  the  scala 
vestibuli  and  tympani,  respectively,  pressing 
toward  the  basilar  membrane.  They  changed 
their  position  according  to  the  frequency  with 
reference  to  the  distance  from  the  artificial 


stapes.  High  frequencies  produced  eddies 
near  the  stapes  and  low  frequencies  pro- 
duced eddies  distant  from  it.  He  assumes 
that  the  basilar  membrane  includes  physically 
the  ductus  cochlearis.  Referring  to  the 
model,  where  not  only  the  basilar  membrane 
but  also  the  ductus  cochlearis  and  Reissner’s 
membrane  have  been  imitated,  the  author 
claims:  “It  can  be  demonstrated  that  the 

form  of  vibration  of  the  basilar  membrane  is 
the  same  as  before.”  He  states  furthermore 
that  a change  in  the  elasticity  of  the  rubber 
membrane  replacing  the  basilar  membrane 
in  the  model  is  followed  by  a shift  of  the  pairs 
of  eddies  toward  the  piston.  He  claims  that 
“according  to  the  frequency  of  the  stapes, 
the  eddy  is  located  at  a different  position  of 
the  membrane.  At  low  frequencies  the  eddy 
is  near  the  helicotrema  and  at  high  frequencies 
near  the  stapes.  With  constant  frequency 
of  the  impulse  anticipated,  the  eddy  is  nearer 
the  stapes  if  a thicker  membrane  rather  than 
if  a thinner  one  is  used.  Because  of  the 
great  amount  of  absorption  of  water  by  the 
rubber  membrane,  the  elasticity  of  it  decreases 
with  time.  In  this  case  also  the  eddy  moves 
toward  the  stirrup  bones.”  If  Shambough 
could  demonstrate  that  the  pitch,  in  almost 
all  cases,  was  higher  in  the  more  affected  ear, 
he  would  prove  the  clinical  observation  for 
B6k6sy’s  experiments. 

The  striking  correspondence  between  the 
results  of  B6k6sy’s  experiments  and  Sham- 
bough’s  clinical  observations  testifies  to  the 
validity  of  both  assumptions.  We  could 
find  in  cases  where  we  assume  pathology  of 
the  hydraulic  system  that  very  loud  tones  of 
the  audiometer  do  not  produce  any  disagree- 
able sensation.  Cases  giving  a history  of 
hearing  impairment  after  diseases  involving 
even  the  slightest  meningeal  participation 
may  arouse  suspicion  for  pathology  of  the 
ductus  cochlearis.  The  excretion  of  the 
endolymph  takes  place  from  the  saccus  endo- 
lymphaticus,  which  is  located  in  the  aque- 
ductus  vestibuli  between  two  layers  of  the 
dura  mater,  surrounded  by  loose  connective 
tissue  with  rich  vascularization.  When  you 
consider  this  fact,  a meningeal  inflammatory 
process  can  easily  alter  the  biologic  conditions 
around  the  saccus  endolymphaticus.  It  has 
been  noted  by  authors  that  a hydrops  of  the 
ductus  cochlearis  is  frequently  associated 
with  a substitution  of  the  mentioned  loose 
connective  with  scarlike  tissue  with  poor 
vascularization.  It  should  be  pointed  out 
here  that  there  is  not  sufficient  evidence  of 
cases  being  properly  tested  and  histologically 
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examined  later;  it  is  merely  a suggestion  of 
further  differential  diagnosis  in  hearing  im- 
pairment. 

The  best  hearing  aid  for  this  second  class 
of  hearing  impairment  is  a strong  undistorted 
tube  amplification  with  a receiver  fixed  to  an 
individual  mold. 

The  two  other  classes  are  also  known  as 
perceptive  deafness.  Their  symptoms  are 
different  from  each  other,  and  they  have  to 
be  fitted  accordingly  by  different,  adjusted 
hearing  aids.  Crowe,  Polvogt,  and  Guild,12 
have  pointed  out  important  differences  be- 
tween gradual  high-tone  deafness  and  abrupt 
high-tone  deafness.  They  link  the  latter 
with  a degeneration  of  the  organ  of  Corti, 
known  as  boilermaker’s  deafness,  and  the 
former  with  a degeneration  of  the  nerve 
tissue. 

Class  III  or  abrupt  high-tone  deafness  has 
as  its  principal  symptoms  the  loud  voice  of 
the  patient,  men’s  speech  better  heard  than 
women’s,  lateralization  of  the  Weber  test  to 
the  better  side,  Rinne  positive,  and  bone 
conduction  shortened.  The  audiogram  shows 
an  abrupt  perception  loss  for  high  frequencies. 
It  is  assumed  that  the  organ  of  Corti  trans- 
forms the  physical  sound  impulses  into  proper 
physiologic  nerve  impulses;  therefore,  when 
the  organ  of  Corti  is  degenerated,  this  trans- 
formation cannot  take  place.  A patient 
with  this  condition  ordinarily  asks  for  an 
instrument  when  the  condition  is  developed 
to  a point  where  the  perception  of  higher 
frequencies  necessary  to  the  discrimination 
of  speech  is  insufficient.  By  strong  amplifica- 
tion of  the  higher  frequencies  the  perception 
of  them  can  be  slightly  improved,  but  this 
slight  improvement  gives  an  inordinate 
amount  of  intelligibility  out  of  all  propor- 
tion to  this  little  improvement  of  perception 
in  the  high  frequencies.  The  compensation 
derived  from  a hearing  aid  depends  entirely 
upon  the  stage  of  the  condition.  A loss  of 
perception  beginning  around  the  2,000  cycle 
may  be  compensated  fairly  well,  but  a loss 
beginning  around  the  1,000  cycle  makes  the 
fitting  difficult.  The  amplifier  of  the  in- 
strument should  accentuate  the  high  fre- 
quencies, and  a crystal  receiver  fitted  to  an 
individual  mold  should  be  used.  We  would 
suggest  for  further  development  an  even 
stronger  suppression  of  the  low  frequencies 
in  order  to  prevent  them  from  masking  the 
remaining  high  ones. 

Class  IV  of  hearing  impairment  is  interest- 
ing because  of  its  close  relationship  to  recent 
research  of  the  physiology  and  pathology  of 


the  nervus  cochlearis,  the  auditory  nerve. 
It  shows  symptoms  that  can  be  due  to  an  in- 
sufficiency of  nerve  tissue  which  conducts 
impulses  from  the  organ  of  Corti  to  the  higher 
centers.  A short  review  of  the  results  of 
neuro-otologic  research  will  illustrate  this  re- 
lationship. It  is  assumed  that  the  acoustic 
nerve  follows  the  same  principle  in  carrying 
impulses  as  other  nerves.  The  function  is 
characterized  by  the  “all  or  none”  law,  which 
means  that  after  every  single  transported 
impulse  in  a nerve  fiber,  a refractory  period 
prevents  the  fiber  from  carrying  another  im- 
pulse in  the  interval.  It  is  further  assumed 
that  the  interval  is  the  one  thousandth  of  a 
second;  in  other  words,  a single  nerve  fiber 
of  the  acoustic  nerve  can  carry  1,000  impulses 
per  second.  Again,  the  number  of  impulses 
to  be  carried  by  the  nerve  depends  on  the 
frequencies  and  intensities  of  the  acoustic 
impulse.  Every  cycle  is  represented  by  an 
impulse — therefore,  the  higher  the  frequency, 
the  more  impulses.  If  a tone  has  more  than 
1,000  cycles,  which  is  called  the  critical  fre- 
quency, a single  nerve  fiber  is  not  enough  to 
carry  it  and  a second  fiber  must  help;  it  is 
called  alteration.  Higher  tones  must  be  carried 
by  still  more  fibers;  this  is  called  rotation. 

Furthermore,  it  is  very  probable  that  the 
number  of  active  fibers  increases  in  propor- 
tion to  the  intensity  of  the  stimulating  tone. 
It  is  clear  from  the  above  that  tones  of  high 
frequency  and  great  intensity  constitute  a 
higher  duty  for  the  nerve.  It  is  important  to 
realize  that  a certain  number  of  nerve  fibers 
is  linked  to  a corresponding  area  of  the  organ 
of  Corti.  The  nervus  cochlearis  or  the 
acoustic  nerve  may  be  compared  to  a rope  of 
nerve  fibers  emerging  from  a corresponding 
area  of  the  organ  of  Corti.  This  means  that 
impulses  coming  from  low  frequencies  and 
high  frequencies,  respectively,  will  be  carried 
by  their  corresponding  nerve  fibers.  This 
discrimination  has  been  traced  in  animals  into 
the  higher  nerve  centers.  If  the  number  of 
impulses  to  be  carried  is  very  high — as,  for 
instance,  stimulation  by  a loud  noise — the 
transportation  of  these  impulses  needs  a 
great  number  of  nerve  fibers.  If  the  number 
of  elements  available  is  smaller  than  the 
need,  as  in  the  case  of  a partly  degenerated 
nerve,  the  nerve  becomes  physiologically  in- 
sufficient. What  is  the  clinical  picture  of  a 
patient  suffering  from  insufficiency  of  the 
acoustic  nerve?  His  voice  is  rather  low;  if 
asked  whether  he  is  hard  of  hearing,  he  will 
usually  deny  it,  specifying  his  difficulty  as  a 
distortion  of  sound  rather  than  a lack  of 
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sound.  Typical  answers  are:  “I  understand 
conversation  very  well  in  a quiet  room  if 
only  one  person  speaks.”  “I  hear  well 
but  I do  not  understand  speech  in  a noisy 
place.” 

Discrimination  of  speech  in  auditoriums  or  in 
rooms  with  high  reverberation  is  more  difficult 
for  a patient  with  this  type  of  deafness  than 
for  any  other.  Also  the  background  noises, 
i.e.,  those  not  connected  with  speech,  mask  the 
usable  noises,  i.e.,  those  connected  with 
speech,  more  for  this  patient  than  for  any 
other  type.  The  tuning  fork  test  is  char- 
acteristic for  perceptive  deafness,  but  it  will 
be  noted  that  the  patient  complains  of  a 
disagreeable  loudness  from  a heavily  struck 
tuning  fork  of  256  cycles,  applied  by  air  con- 
duction. The  same  intensity  would  not  be 
disagreeable  for  a normal  ear.  The  audio- 
gram  shows,  as  pointed  out,  a gradual  loss  of 
sensitivity  with  increasing  frequency.  The 
threshold  of  sensitivity  of  these  patients  is 
not  so  important  as  the  reaction  to  tones  above 
the  threshold.  With  increasing  intensity 
some  patients  will  note  a change  of  quality 
of  the  tone,  which  becomes  rough,  and  the 
loudness  will  soon  be  disagreeable.  Interest- 
ing observations  have  been  made  with  the 
tube-amplifier  aid.  The  amount  of  amplifica- 
tion can  be  regulated  in  such  a way  that  when 
the  patient  tries  it,  and  turns  the  aid  on  a 
very  little,  often  the  following  remark  will 
be  made:  “The  voice  sounds  natural  but 
I cannot  understand  because  it  is  not  loud 
enough.” 

When  the  aid  is  turned  on  a little  more 
the  patient  may  understand  better,  but  he  is 
not  satisfied  with  the  quality.  He  claims 
that  the  speech  sounds  distorted  and  that  a 
further  increase  of  amplification  changes  the 
intelligibility  of  speech  for  the  worse.  The 
patient  becomes  embarrassed  and  removes 
the  earpiece.  Taking  into  consideration  that 
commercially  available  hearing  aids  do  not 
give  undistorted  stronger  amplification,  the 
test  was  made  under  better  conditions  of 
amplification,  and  the  same  reaction  of  the 
patient  took  place.  The  degree  of  amplifica- 
tion of  background  noises  is  of  importance  in 
such  cases.  Discussing  this  picture  of  nerve 
insufficiency,  one  should  take  into  considera- 
tion that  the  nerve  usually  does  not  degener- 
ate uniformly,  meaning  that  a certain  number 
of  normal  functioning  nerve  elements  is  pres- 
ent in  the  degenerating  nerve.  It  is  probable 
that  the  patient  hears  speech  “like  music,” 
only  as  long  as  the  normal  nerve  tissue  is 
“busy.”  It  is  also  probable  that  only  normal 


nerve  tissue  can  carry  sound  from  the  end- 
organ  undistorted  to  the  higher  centers. 

With  increasing  loudness  there  will  be  an  in- 
creasing demand  for  nerve  tissue.  Slightly 
degenerated  fibers  are  different  in  their  bio- 
logic reaction,  although  they  are  still  able  to 
carry  out  their  function.  Impulses  from  the 
endorgan  which  cannot  be  transported  by 
normal  tissue  will  be  forced  to  make  a slightly 
degenerated  nerve  element  “busy,”  and  dis- 
tortion will  result.  Further  increase  of  the 
number  of  impulses  generated  by  higher  in- 
tensity will  engage  more  of  the  degenerating 
fibers,  and  the  relationship  between  busy 
normal  and  busy  abnormal  fibers  will  soon  be 
in  unfavorable  proportion  for  the  intelligi- 
bility of  speech.  The  intensity  of  sound 
has  to  be  adjusted  between  the  Scylla  of  in- 
sufficient loudness  for  proper  reception  of 
speech  and  the  Charybdis  of  distortion  due 
to  increased  intensity.  In  discussing  the 
principles  to  be  applied  in  fitting  this  type  of 
hearing  impairment,  the  first  aim  will  be  to 
protect  the  nerve  from  getting  too  many  im- 
pulses. Second,  most  of  the  impulses  should 
be  generated  from  the  noise  created  by  voice, 
excluding  background  noises  as  much  as 
possible.  Hearing  aids  for  these  cases  should 
provide  more  protection  from  noise  than 
amplification  of  sound.  A smooth  instru- 
ment connected  with  a crystal  receiver  and  an 
individual  earpiece  are  recommended.  The 
volume  should  be  turned  on  as  little  as  is  re- 
quired for  the  understanding  of  speech. 

So-called  automatic  volume  control  used  in 
some  aids  prevents  sound  having  a greater 
intensity  from  being  amplified  in  the  same 
proportion  as  sounds  of  lower  intensity.  This 
arrangement  of  specific  intensity  amplifica- 
tion is  advisable  for  this  group.  Interesting 
tests  have  been  made  showing  that  there  may 
be  considerable  amplitude  distortion  of  speech 
noises  without  hampering  the  intelligibility. 
Again  these  experiments  were  made  on  normal 
ears,  and  it  is  a matter  of  research  to  es- 
tablish the  appropriate  selective  frequency 
and  intensity  amplification  for  the  deaf  ears. 
Special  attention  should  always  be  given  to 
the  low  frequencies.  An  economic  use  of 
low  frequencies  would  minimize  the  mask- 
ing effect.  In  addition,  low  frequencies  are 
more  reverberant  in  large  auditoriums  than 
the  middle  or  high  frequencies;  thus,  a part 
of  the  background  noise  may  be  eliminated. 
Clicks  and  sudden  noises  are  a particular 
nuisance  for  patients  with  nerve  insufficiency. 
They  prevent  understanding  of  speech  dur- 
ing their  appearance  and  have  a kind  of 
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lasting  disturbing  effect  on  the  succeeding 
words. 

Often  the  question  arises  as  to  which  ear 
should  be  fitted.  There  is  a difference  of 
opinion  as  to  whether  one  should  fit  the  better 
ear,  the  worse  ear,  or  both  ears.  It  seems  that 
this  cannot  be  anticipated.  There  are  dif- 
ferent factors  to  be  considered,  pure  psycho- 
logic and  physiopsychologic.  If  the  patient 
hears  much  better  with  both  ears  than  with 
either  ear  alone,  it  will  be  better  to  fit  the 
poorer  ear.  On  the  other  hand,  if  the  pa- 
tient hears  with  one  ear  and  complains  of 
difficulty  in  hearing,  this  ear  should  be  fitted. 
The  discrimination  as  to  whether  the  patient 
hears  binaurally  or  monaurally  is  quickly  de- 
cided by  the  intelligibility  test.  In  some 
cases  it  seems  to  us  that  binaural  fitting  would 
give  the  optimum  improvement,  but  the  re- 
sistance on  the  part  of  the  patient  is  far  greater 
in  practice  than  generally  supposed.  It  is 
very  difficult  to  convince  the  patient  of  it. 

Testing  procedure  as  adopted  by  us  is  as 
follows:  When  a detailed  history  of  the  pa- 
tient has  been  obtained,  the  patient's  ears  are 
examined  and  the  clinical  condition  is  estab- 
lished. The  routine  test  with  a tuning  fork 
of  256  cycles  is  taken.  Next  is  the  audio- 
metric test  of  both  air  and  bone  conduction. 
Not  only  the  sensation  of  threshold  intensities 
is  of  interest  but  the  reaction  of  the  patient 
to  higher  levels  of  intensity.  The  patient  is 
questioned  about  the  quality  of  the  sounds 
he  hears;  the  description  may  be  that  of  a 
pure  tone  or  a rough  tone.  A pure  tone  of 
low  intensity  may  become  one  of  rough  quality 
at  high  intensity.  We  desire  to  know 
whether  the  patient  can  discriminate  pitch. 

One  of  our  patients,  for  instance,  gave  a fair 
and  definite  reaction  for  threshold  intensities, 
but,  on  being  questioned  as  to  what  he  heard, 
he  described  the  tones  as  “low  and  high 
whistles.”  Yet  he  denied  decisively  that  he 
could  discriminate  pitch.  He  was  a pro- 
fessional musician  and  knew,  therefore,  ex- 
actly what  the  meaning  of  the  sensation  of 
pitch  was.  He  came  to  us  asking  for  a hear- 
ing aid  to  give  him  that  sensation.  Of 
course  we  could  not  help  him.  Incidentally, 
this  case  is  of  great  theoretic  interest  because 
it  proves  that  there  may  be  intelligibility  of 
speech  without  any  discrimination  of  pitch. 

In  addition  it  suggests  theoretic  con- 
siderations about  the  function  of  the  organ 
of  Corti.  The  patients  are  also  examined  for 
diplacusis.  This  is  a difficult  test,  as  the 
average  patient  cannot  discriminate  exactly 
the  different  qualities  of  sensation  comprised 


in  hearing.  Then  follows  the  intelligibility 
test  based  on  principles  described  by  Fletcher 
and  Steinberg.  It  consists  in  calling  num- 
bers, sentences,  and  syllables  under  standard- 
ized conditions.  The  reading  back  of  the 
syllables  is  of  importance,  as  it  is  a double 
check  for  the  perception.  Taking  the  his- 
tory and  the  various  tests  into  consideration, 
one  may  assume  the  predominance  of  one  of 
the  four  classes  described.  Accordingly,  some 
one  of  the  available  instruments  would  have 
the  best  characteristics  of  performance  to  fit 
the  case.  The  intelligibility  test  is  repeated 
with  the  instrument  on.  The  decision  in 
recommending  an  instrument  depends  on  the 
result  of  the  intelligibility  test.  Complete 
testing  takes  about  an  hour,  and  frequently 
the  patient  is  asked  to  come  back  for  another 
examination.  Examinations  of  this  kind  are 
very  often  fatiguing  to  the  patient  and  can- 
not be  completed  in  one  sitting.  There  are 
two  rooms  used  in  testing.  One  room  has  a 
high  reverberation  and  a medium  background 
noise  level  and  has  a distance  of  calling  about 
20  feet,  its  testing  conditions  being  similar  to 
the  living  conditions  of  the  average  patient. 

The  other  room  is  constructed  for  the  special 
purpose  of  low  reverberation.  In  it  is  the 
audiometer  and  a loudspeaker  connected  over 
an  amplifier  with  a phonograph  and  a micro- 
phone, respectively.  The  latter  arrangement 
may  be  used  for  tests  under  different  noise 
level  conditions  and  other  tests  not  made  in 
routine  practice.  In  calling  tests,  the  hu- 
man voice  is  preferred  to  phonograph  repro- 
duction, the  former  being  more  natural. 
We  consider  the  above  described  testing  the 
minimum  requirement  for  a conscientious 
fitting  of  a hearing  aid.  If  possible,  a trial 
of  the  instrument  is  allowed  the  patient  at  a 
place  where  it  is  most  desired. 

Modern  hearing  aids  consist  of  a radio- 
tube amplifier,  a microphone  and  a receiver, 
and  a battery  arrangement  to  supply  the 
electric  current.  It  should  be  as  small  as 
efficiency  will  permit.  The  amplification 
should  be  undistorted  or  of  prescribed  dis- 
tortion. There  is  a certain  minimum  re- 
quirement of  parts  in  an  amplifier  that  does 
perform  correctly.  Parts  require  space,  and 
the  instrument  becomes  larger.  The  amplifier 
works  more  efficiently  and  economically 
with  batteries  of  higher  voltage.  It  is  a real 
art  on  the  part  of  the  manufacturer  to  com- 
promise with  the  two  requirements,  a small 
instrument  and  an  efficient  one.  A very 
important  problem  is  the  choice  of  the  re- 
ceiver. The  most  common  are  the  crystal, 
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the  magnetic,  and  bone-conduction  re- 
ceivers. 

The  latter  may  often  be  replaced  with  ad- 
vantage by  a magnetic  air  receiver,  which  is 
connected  with  an  individual  ear  mold  made 
from  lucite  or  other  plastic  material.  As 
pointed  out,  the  amount  of  sound  conducted 
to  the  ear  by  bone  seems  to  be  high  by  this 
arrangement.  We  do  not  doubt  that  the 
construction  of  the  magnetic  receiver  will  be 
of  importance  for  the  future  development  of 
hearing  aids.  Crystal  receivers  are  built  on 
the  principle  of  the  piezo-electric  effect  of 
Rochelle  salt  crystals.  They  are  advanta- 
geous in  cases  where  reproduction  of  high  fre- 
quencies is  most  desired.  They  are  light  in 
weight,  have  smooth  reproduction  of  sound, 
but  are  not  stable  under  hot  climatic  condi- 
tions. Although  the  principle  of  all  radio- 
tube amplifiers  is  the  same,  the  characteristics 
of  performance  of  every  make  and  even  of 
every  instrument  is  different.  It  is,  there- 
fore, of  importance  to  the  acoumetrist  to  have 
available  as  many  instruments  as  possible  in 
order  to  give  the  best  fitting. 

The  patient  should  be  encouraged,  after 
he  has  acquired  a suitable  hearing  aid,  to 
make  use  of  lip  reading,  which  he  has  con- 
sciously or  unconsciously  acquired  through 
the  years  of  his  deafness.  In  those  cases 
that  cannot  be  fitted,  where  the  patient  is 
beyond  relief  by  an  electrical  instrument, 
speaking  tube,  or  horn,  lip  reading  is  the  best 
and  often  the  only  means  of  communication 
with  the  outside  world.  Leagues  for  the 
hard  of  hearing,  which  are  established  in 
most  cities,  give  much  of  their  time  and  ef- 
fort to  teaching  lip  reading  on  a charitable 
basis.  The  teaching  of  lip  reading  is  a pro- 
fession in  itself  which  is  best  taught  in  one 
or  other  of  the  lip  reading  schools  in  the 
country  or  by  private  teachers  in  the  art. 

Organic  changes  represent  only  a part  of  the 
complex  problem  of  the  hard  of  hearing,  and 
psychologic  experience  is  an  important  pre- 


STRUGGLE ENDS 

Friend:  “I’m  told  your  daughter  has  made 

up  her  mind  to  marry  a struggling  young  doctor.” 
Father:  “Well,  if  she  has  made  up  her  mind, 

he  might  as  well  stop  struggling.” — Medical 
World 


requisite  in  dealing  with  these  patients. 
But  it  should  be  borne  in  mind  that  it  is  the 
duty  of  every  acoumetrist  to  crystallize  all 
organic  changes  as  clearly  as  possible.  Only 
on  their  knowledge  can  the  best  fitting  be 
provided. 

Summary 

An  attempt  is  made  to  classify  hearing  im- 
pairments into  four  classes  for  the  purpose  of 
fitting  hearing  aids.  The  classification  is 
made  on  the  basis  of  physiology  and  pathology 
of  sound  transmission  and  sound  perception. 
Although  isolated  forms  are  rather  rare,  one 
of  the  classes  of  hearing  impairment  is  usually 
predominant  in  every  ear  with  abnormal 
function. 

There  are  certain  characteristics  of  ampli- 
fiers and  receivers  which  are  better  suited 
for  any  of  the  classes  of  impaired  hearing. 

The  importance  of  the  type  of  the  receiver 
is  stressed. 

It  is  pointed  out  that  the  fitting  of  deafened 
and  hard-of-hearing  patients  can  be  done 
only  by  specialized  persons.  Acoumetrists 
should  be  trained  and  licensed  just  as  optome- 
trists are. 
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BUT  BOTH  RATHER  BOSSY? 

The  gum-chewing  girl  and  cud-chewing  cow 
Are  sometimes  alike,  yet  different  somehow. 
What  is  it?  Oh,  yes  we  see  it  all  now: 

It’s  the  thoughtful  look  on  the  face  of  the  cow. 

— Exchange 


YANKEE  DOCTEE  YANKEE  OUTEE 
Chinese  patient  (on  telephone):  “Doctee, 

what  time  you  fixee  tooth  for  me?” 

Doctor:  “Two-thirty  all  right?” 

Chinese:  “Yes,  tooth  hurty  all  right,  but  what 
time  you  fixee?” — Medical  Record 


DOCTORS  ARMED  TO  THE  TEETH 
Beginning  with  the  fall  of  1941,  Harvard 
University  will  inaugurate  a new  five-year 
course  in  its  renamed  School  of  Dental  Medicine. 
Graduates  in  this  new  course  will  receive  both 
the  M.D.  and  D.M.D.  degrees. 


PERIODONTIA  IN  INTERNAL  MEDICINE 

Periodontal  Disease,  Its  Importance  as  a Focus  of  Infection 
and  the  Possibilities  of  Treatment 

SamuelCharles  Miller,  D.D.S. , F.  A.C.D. , and  Allan  N.  Arvins,D.D.S.  , New  YorkCity 


IN  THE  search  for  foci  of  infection  the  physi- 
cian is  frequently  confronted  with  the 
problem  of  dental  conditions  that  may  be  re- 
sponsible factors.  Too  often  lesions  of  a seri- 
ous nature  are  completely  missed  because  of 
their  lack  of  radiographic  evidence,  although 
they  may  be  extremely  important  nidi  from 
which  absorption  of  bacteria  and  their  toxins 
takes  place. 

There  is  still  a strong  trend  toward  con- 
demnation of  nonvital  teeth,  even  though 
properly  filled.  Yet,  it  has  been  shown  upon 
histologic  examination  of  some  extracted  non- 
vital teeth  that  the  cementum  or  bone  con- 
tinuous with  the  alveolar  process  has  com- 
pletely closed  the  apical  foramen  and  that  the 
surrounding  tissue  is  entirely  free  from  in- 
flammation.1 

Although  the  literature  on  the  subject  is 
meager,  the  following  reasons  substantiate  the 
authors’  opinion  that  the  danger  from  perio- 
dontal foci  (pus  pockets,  gingivitis,  etc.)  is 
much  more  potent  than  that  from  periapical 
disease: 

1.  A much  greater  zone  is  involved  than  in 
a periapical  abscess,  considering  the  total  sur- 
face area  of  the  walls  of  all  of  the  pockets.  It 
can  safely  be  stated  that  at  least  twenty  times 
the  absorption  surface  is  involved  in  an  aver- 
age case  of  periodontal  disease  than  in  a well- 
developed  chronic  periapical  abscess. 

2.  Absorption  from  the  gingival  crevice  is 
more  rapid,  since  the  blood  and  lymph  supply 
to  the  gingivae  is  much  greater  than  to  a peri- 
apical area  in  bone,  especially  when  the  latter 
is  surrounded  by  even  a slight  degree  of  con- 
densation. 

Cogan2  states:  “The  richness  of  bacterial 
flora  under  the  gingival  crevices,  with  large 
areas  of  inflammation  (having  more  blood  ves- 
sels directly  in  contact  with  the  infection), 
facilitates  entrance  of  the  bacteria  into  the 
circulation  in  sufficient  numbers  to  produce 
infection.” 

Round,  Kirkpatrick,  and  Hails3  have  shown 
that  the  force  of  mastication  is  sufficient  to 
pump  bacteria  and  their  toxins  into  the  blood 
stream. 


Associate  professor  of  periodontia  in  charge  of  Perio- 
dontia Department,  and  instructor  of  periodontia,  respec- 
tively, New  York  University  College  of  Dentistry. 


Rosenow4  reports:  “Elective  localization  of 
streptococci  isolated  from  pyorrhea  pockets 
occurred  commonly  following  intravenous  in- 
jection, thus  emphasizing  the  importance  of 
periodontoclasia  as  a focus,  and  steps  to  cor- 
rect this  most  common  of  evils  should  be 
taken.” 

3.  Resistance  to  bacterial  growth  is  lower 
in  the  gingival  crevice  than  anywhere  else  in 
the  oral  cavity  because  of  stagnation  and  food 
accumulation. 

The  zones  of  greatest  susceptibility  in  the 
mouth  have  been  studied  by  Stuart,  Knudson, 
and  Arnold,5  who  report  that  “the  lips,  gums, 
and  tongue  seem  to  have  an  inexhaustible 
supply  of  bacteria,  both  in  numbers  and  in 
strains.  There  is  little  if  any  spread  of  tran- 
sient bacteria  from  the  lips,  gums,  and  tongue 
when  the  mouth  is  held  in  an  almost  fixed  posi- 
tion; but  with  mechanical  movements  of  the 
cheeks  and  tongue  these  organisms  rapidly 
travel,  primarily  backward  towards  the  throat 
and  pharynx.” 

Billings6  states:  “.  . . . the  strains  of  strep- 
tococci which  apparently  cause  chronic  de- 
forming arthritis  and  myositis  grow  best  in  a 
low  oxygen  tension,  and  even  grow  anaerobic- 
ally.” The  depths  of  gingival  crevices  and 
periodontal  pockets  offer  an  ideal  incubation 
zone  for  these  types  of  organisms. 

It  thus  becomes  imperative  that  any  com- 
plete search  for  foci  of  infection  include  atten- 
tion not  only  to  radiographically  evident  le- 
sions at  the  apices  of  teeth  but  should  encom- 
pass, with  even  more  care,  the  radiographic 
study  of  the  alveolar  margin  for  activity  of 
bone  destruction,  as  well  as  a thorough  clinical 
examination  for  gingival  disturbances  which 
may  possibly  not  as  yet  have  affected  the  bone 
structure. 

The  amount  of  bone  loss  is  not  so  significant 
to  the  periodontist  as  the  type  of  bone  which 
remains,  for  this  determines  the  activity  of 
periodontal  disease.  One  of  us  (S.  C.  M.7)  has 
classified  the  alveolar  bone  in  periodontal  dis- 
ease for  ease  of  diagnosis  as  follows: 

1 . Normal  Alveolar  Support. — The  alveolar 
process  is  of  even  density  throughout.  There 
is  an  even  distribution  of  light  and  dark  shad- 
ows (the  canceffi  and  medullary  spaces  of 
alveolar  bone).  The  crest  of  the  alveolar  wall 
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Fig.  1.  Radiograms  illustrating  normal 
alveolar  support — (a)  anterior  region;  (b)  pos- 
terior region. 


Fig.  2.  Radiograms  illustrating  marginal 
thickening  of  the  peridental  membrane  indi- 
cating inception  of  periodontal  disease. 

is  protected  by  the  lamina  dura  which  sur- 
rounds it  and  dips  down  to  line  the  alveolus, 
leaving  a thin  dark  line  or  space  occupied  by 
the  peridental  membrane  (Fig.  1).  At  this 
time,  radiographically,  there  is  no  suspicion  or 
prediction  of  disease. 

2.  Marginal  Thickening  of  the  Peridental 
Membrane  Line  with  Thinning  of  the  Peridental 
Lamella  or  Lamina  Dura  (Fig.  2). — This  indi- 
cates the  beginning  of  periodontal  disease  and 
will  enable  the  observer  to  predict  by  five  years 
the  actual  clinical  appearance  of  the  disease. 
It  is  the  radiographic  equivalent  of  rarefying 
pericementitis  fibrosa  as  described  histologic- 
ally by  Box.8 

8.  Arrested  Bone  Destruction. — The  bone 
crest  is  at  a lower  level  than  normal,  but  the 
alveolar  bone  is  of  even  texture  throughout, 
presenting  the  same  density  up  to  the  margin 
of  the  bone.  The  height  is  dependent  on  the 
amount  of  destruction  that  has  previously  oc- 
curred. If  destruction  is  arrested  for  some 
time,  there  is  a new,  dense,  white  line  over  the 
remaining  crest  of  the  alveolar  process  which 
continues  to  form  the  peridental  lamella  or 
lamina  dura  (Fig.  3). 

4.  Slow  Bone  Destruction. — The  level  of 
the  bone  crest  may  vary  and  is  not  an  impor- 
tant consideration  in  determining  the  rapidity 
of  bone  dissolution.  When  the  peridental 
lamella  is  absent  over  the  alveolar  crest  and 


Fig.  3.  Radiograms  illustrating  arrested 
bone  destruction — (a)  anterior  region;  (b)  pos- 
terior region. 


Fig.  4.  Radiograms  illustrating  slow  bone 
destruction — (a)  anterior  region;  (b)  posterior 
region. 

there  is  a darkening  of  the  alveolar  process 
penetrating  only  a short  distance  into  the  bone 
septum,  it  may  be  considered  that  a slow  de- 
structive process  is  under  way.  Beyond  the 
shallow  area  of  penetration,  the  remaining 
alveolar  process  is  of  uniform  density 
(Fig.  4.) 

5.  Rapid  Bone  Destruction. — In  this  situa- 
tion the  peridental  lamella  or  lamina  dura  is 
already  destroyed,  and  there  is  a gradual 
darkening  of  the  alveolar  bone,  increasing 
toward  its  present  crest.  The  bone  gradually 
fades  into  the  darkness  of  the  soft  tissue  cover- 
ing it.  The  greater  the  depth  of  penetration 
of  this  shading  into  the  alveolar  process  and 
the  more  gradual  the  diffusion  from  the  dark- 
ened area  to  the  lighter  structure  of  normal 
bone,  the  more  rapid  the  decalcifying  process 
(Figs.  5 and  6). 

Periodontal  disease  is  primarily  dysfunc- 
tional in  origin,  the  disturbing  factors  produc- 
ing a “locus  minoris  resistentiae.”  From  a 
practical  point  of  view,  the  etiologic  factors 
may  be  grouped  as  follows: 

I — Functional. 

A — Overfunction. 

Occlusal  trauma. 

1 —  Excessive  stress  on  teeth. 

2 —  Insufficient  periodontal  support. 

3 —  Too  powerful  masticatory  muscula- 
ture. 
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Fig.  5.  Radiograms  illustrating  rapid  bone 
destruction — (a)  anterior  region;  (b)  posterior 
region. 

B — Underfunction. 

1 —  Nonocclusion. — Two  or  more  opposing 
teeth  do  not  make  contact  with  each 
other  in  any  of  the  excursive  relations. 

2 —  Premature  wear. — The  morsal  surfaces 
are  worn  too  rapidly  either  through  a 
coarse  food  diet,  an  acid  decalcifying 
environment,  or  improper  artificial 
shaping  of  the  teeth  or  restorative  pro- 
cedures. In  such  cases  the  periodon- 
tium does  not  receive  sufficient  func- 
tional stimulation  through  pressure  on 
the  cusp  inclines  in  chewing. 

C — Abnormal  habits. 

1 —  Unilateral  mastication. — This  may  be 
initiated  by  a painfully  erupting  third 
molar,  a missing  tooth,  a sensitive 
cavity  or  some  inefficiency  of  the  teeth 
of  one  side,  creating  a habit  of  chewing 
on  the  other  side.  The  result  is  loss 
of  tissue  tone  and  disease  of  the  insuf- 
ficiently used  side. 

2 —  Abnormal  biting  habits. — The  biting 
on  foreign  objects  or  materials  for 
which  the  teeth  are  not  intended,  e.g., 
fingernail-biting,  pencil-biting,  lip-bit- 
ing, thread-biting,  etc. 

II — Irritational. 

A — Calculus. 

1 —  Supragingival  (salivary). 

2 —  Subgingival  (serumnal  or  serumal). 

B — Improper  toothbrushing. — Vertical,  rotary 
or  crossbrushing  can  produce  gingival 
disease.  Massage  of  the  gum  tissue  by 
the  toothbrush,  improperly  performed,  not 
only  is  of  no  value  but  often  is  damaging. 

C — Food  impaction. 

1 —  Vertical. — The  forceful  wedging  of 
food  against  the  gum  tissue  by  chewing 
pressure. 

2 —  Horizontal. — The  pressing  of  food  into 
the  spaces  between  the  teeth  through 
the  action  of  a powerful  tongue  or  by 
buccal  and  lip  pressure  when  the  vesti- 
bule is  narrow  or  when  the  teeth  are 
improperly  arranged. 

D — Effect  of  cavity  margins,  improper  inlay  or 
filling  margins,  orthodontic  appliances,  or 
bridges  or  dentures  which  impinge  upon  or 
irritate  the  gingivae. 


b 

Fig.  6.  Untreated  case  of  rapid  type  of  bone 
destruction,  woman,  aged  46 — (a)  appearance  of 
septal  bone  at  time  of  original  examination  pre- 
dicting rapid  dissolution  of  process  (May,  1938); 
(b)  eight  months  later  (January,  1939),  extreme 
loss  of  bone  necessitating  extraction  of  involved 
teeth. 


weak, 

medium, 

strong 


Fig.  7.  Diagram  showing  relationship  of 
cusp  height  to  age  and  strength  of  tissue  sup- 
port. 


E — Nondetergent  diets — accumulation  of 

pasty  foods  on  the  teeth. 

F — Mouthbreathing — drying  of  oral  mucosa. 

Ill — Systemic. 

A — Debilitating  diseases  such  as:  tubercu- 

losis, syphilis,  leukemia,  agranulocytosis, 
nephritis. 

B — Dietary  and  nutritional  deficiencies. 

1 —  Acid-base  disbalance. 

2 —  Mineral  deficiencies:  calcium,  phos- 
phorus, potassium,  iron,  etc. 

3 —  Vitamin  deficiencies. 
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Fig.  8.  (a)  Hypertrophic  gingivitis,  before  treatment — boy,  aged  17.  Note  spreading  of  teeth 

due  to  pressure  of  hypertrophied  tissues.  The  teeth  cannot  occlude  because  the  enlargement  of  the 
gum  tissue  on  the  lingual  of  the  upper  anteriors  makes  contact  with  the  lower  anteriors.  (b)  Lingual 
view,  same  case,  showing  hypertrophy  which  kept  the  upper  and  lower  teeth  from  making  contact. 


C — Endocrine  disturbances. 

D — Allergies  and  idiosyncrasies  manifested  in 
the  periodontal  tissues. 

E — Nervous  disorders. 

1 —  Sympathicotonia  or  parasympathico- 
tonia  (vagotonia)  may  be  responsible 
for  disturbance  in  local  blood  supply. 

2 —  Interference  with  absorption  and  as- 
similation of  necessary  dietary  agents, 
e.g.,  minerals,  vitamins. 

3 —  Neurotrophic  disturbance,  interfering 
with  the  nutrition  of  the  periodontal 
tissues. 

4 —  Bruxism  (rubbing  of  teeth  together 
during  sleep)  and  bruxomania  (habit 
of  gritting  teeth).10 

Since  bacteria  are  secondary  factors  in  the 
production  of  periodontal  disease,  the  use  of 
vaccines,  antiseptics,  and  germicides  have  little 
influence  in  periodontal  treatment.  How- 
ever, autogenous  vaccines  derived  from  organ- 
isms taken  from  the  periodontal  pockets  may 
be  of  great  benefit  in  the  treatment  of  related 
systemic  disturbances  after  the  local  disease 
has  been  eliminated  (Vaughan11  and  Bur- 
bank12). 

At  the  present  stage  of  development  of 
periodontology  it  may  safely  be  stated  that 
periodontal  disease  is  curable.  An  editorial 
in  the  Journal  of  the  American  Dental  Associa- 
tion of  August,  1935,  states:  “The  most 
surely  fatal  edict  that  has  ever  been  permitted 
to  go  out  in  connection  with  this  subject  is  to 
the  effect  that  ‘pyorrhea  cannot  be  cured.’ 
Of  course  it  cannot  be  cured,  provided  the 
disease  has  gone  so  far  that  the  tissue  around 
the  tooth  has  nearly  all  been  destroyed  and  the 
hapless  member  is  left  prone  and  wobbling, 
without  material  support  of  any  kind  in  a 
mass  of  flabby  and  unregenerate  tissue.  Mira- 
cles are  not  performed  in  this  latter  day, 


though  the  manner  in  which  teeth  tighten  and 
become  firm  and  serviceable  when  the  cause  is 
discovered  and  the  proper  remedy  applied 
surely  borders  on  the  miraculous.” 

The  following  procedures  have  been  found 
successful  in  the  treatment  of  over  15,000 
cases  in  clinic  and  private  practice  by  members 
of  the  Periodontia  Department  of  New  York 
University  College  of  Dentistry: 

1.  The  primary  procedure  is  the  restora- 
tion of  functional  coordination  of  the  teeth  in 
such  a way  that  stresses  are  evenly  divided 
and  that  there  is  no  strain  in  any  of  the  excur- 
sive movements.  This  is  usually  done  by 
shaping  the  teeth  to  their  proper  functional 
form  by  means  of  a carborundum  stone.  In 
some  cases  where  teeth  have  been  excessively 
worn,  it  may  be  found  necessary  to  rebuild  one 
or  more  of  the  posterior  teeth  by  means  of  on- 
lays and  even,  on  occasions,  to  construct  porce- 
lain jackets  for  the  anterior  teeth.  In  young 
individuals,  orthodontia  may  be  beneficial. 
In  some  instances  the  combination  of  grinding 
certain  teeth  and  placing  restorations  on  others 
is  necessary.  Orthodontia,  when  performed  on 
adults,  should  always  be  followed  by  the  shap- 
ing of  the  teeth  to  conform  with  the  patient’s 
age-form  according  to  functional  requirements 
(Fig.  7). 

2.  Attention  must  also  be  given  to  the 
possibility  of  dietary  deficiencies  or  systemic 
diseases  which  may  be  causing  or  complicating 
the  local  disease.  It  is  in  this  field  that  most 
can  be  gained  from  medicodental  coopera- 
tion. 

The  direct  local  requirement  of  a fibrous, 
detergent  diet  is  of  equal  importance  to  the 
mineral,  vitamin,  and  other  fundamental  die- 
tary requirements  for  oral  health. 

3.  Elimination  of  the  pocket.  The  follow- 
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Fig.  8.  (c)  After  five  visits  consisting  of  subgingival  curettage,  advice  on  diet  and  toothbrushing 

and,  when  the  hypertrophy  receded,  balancing  of  the  occlusion.  Note  that  spaces  between  teeth  have 
reduced  markedly,  (d)  Lingual  view  as  shown  in  Fig.  8(b)  after  five  visits.  Note  improvement 
without  surgery. 


ing  rules  for  choice  of  procedures  have  given 
greatest  benefit  in  our  hands: 

a.  Surgical  Gingivectomy  (removal  of 
affected  tissues,  e.g.,  Ward,  Black  technics, 
electrocoagulation,  etc.). — This  procedure 
should  be  resorted  to  only  on  lower  molars 
in  exceptionally  well-kept  mouths,  when  the 
bifurcations  are  involved  by  the  infective 
process  and  it  is  necessary  to  save  these 
teeth  for  attachments  of  bridges  or  to  pre- 
serve arch  continuity. 

b.  Conservative  Surgery  (exposing  the  af- 
fected area  for  access  and  returning  the 
overlying  tissue  to  place  after  the  operation, 
e.g.,  flap  operation  and  Kirkland,  Hoffer 
technics). — These  procedures  are  of  advan- 
tage in  instances  where  access  to  the  pocket 
cannot  be  obtained  with  conservative  treat- 
ment. These  are  the  tortuous  pockets  and 
those  widening  out  greatly  at  the  fundus. 
A button-hole  incision  is  often  sufficient  for 
these  cases  and  avoids  the  possibility  of 
marginal  recession.  This  is  made  vertically 
over  the  deeper  part  of  the  pocket  to  about 
4 mm.  from  the  gingival  margin.  The 
deeper  part  is  curetted  through  the  incision, 
and  the  superficial  part  is  curetted  through 
the  marginal  crevice.  Thus,  no  recession  is 
produced. 

c.  Conservative  Subgingival  Curettage. — 
This  is  the  procedure  of  choice  because  of 
the  possibility  of  reattachment  and  a return 
to  the  normal  gingival  contour.  There  is 
little  loss  of  tissue  and  the  performance  of 
the  operation  produces  minimum  discom- 
fort; local  anesthesia  is  rarely  needed.  The 
operator  must  become  skilled  in  the  manip- 
ulation of  curets  and  deep  pocket  scalers, 
but  this  dexterity  can  be  developed  with 


Fig.  9.  (a)  Mouth  of  woman,  aged  38, 

showing  very  poor  gingival  tone  with  irregularity 
of  gingival  margin.  Note  upper  left  lateral 
incisor  in  linguoversion  and  the  unesthetic  form 
of  the  teeth,  (b)  Same  case  after  treatment. 
Note  improved  tone  and  regularity  of  gingival 
festooning.  The  upper  left  lateral  incisor  is 
practically  in  line  due  to  healing  without  any 
resort  to  orthodontic  procedure.  Also  note  the 
improved  form  of  the  teeth.  Conservative 
treatment  was  employed. 

practice  by  anyone  capable  of  successfully 

performing  other  branches  of  dentistry. 

Summary 

1.  Periodontal  disease  is  a more  potent 
focus  of  infection  than  periapical  dis- 
ease. 

2.  The  presence  of  periodontal  disease  may 
be  predicted  radiographically  several  years 
before  its  actual  clinical  appearance. 

3.  An  original  classification  of  alveolar 
types  revealing  the  activity  of  bone  destruc- 
tion is  presented. 

4.  The  etiologic  factors  of  periodontal 
disease  are  known.  Rarely,  if  ever,  is  a single 
factor  responsible. 

5.  Periodontal  disease  can  be  cured,  and 
the  state  of  health  thus  produced  can  be  main- 
tained. 

6.  Procedures  in  successful  treatment  of 
over  15,000  cases  are  presented. 
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Conclusions 

1.  The  physician  should  be  more  familiar 
with  the  periodontal  problem  and  its  associa- 
tion with  systemic  disease. 

2.  Closer  medicodental  cooperation  is 
necessary  for  the  most  efficient  control  of  this 
disease. 
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It  is  urgently  requested  that  when  members  make  permanent  changes  of  address 
they  notify: 

1.  Secretary  of  the  County  Society. 

2.  This  office  of  the  State  Society — 292  Madison  Avenue,  New  York  City. 

3.  Director  of  the  Division  of  Professional  Education,  Mr.  Charles  B.  Heisler, 
State  Education  Dept.,  Albany,  New  York,  who  has  charge  of  reregistration. 

Prompt  action  will  help  the  county  societies,  will  save  payment  of  forwarding 
postage  for  the  New  York  State  Journal  of  Medicine,  and  will  keep  up  to  date 
the  list  of  registered  physicians  maintained  by  the  State  Education  Department. 
It  will  obviously  be  to  the  interest  of  the  physicians  concerned. 

From  Mr.  Heisler  has  come  in  the  following  request,  which  applies  not  only  to  the 
members  but  to  all  the  physicians  registered  in  the  state,  nonmembers  as  well  as 
members. 

11  Dear  Dr.  Irving: 

“With  the  information  that  we  receive  we  do  all  that  we  can  to  keep  up  to 
date  our  address  list  of  registered  physicians.  Nevertheless  we  find  each  year 
that  many  of  the  addresses  are  incorrect  because  we  have  not  received  notice  of 
a change  in  his  address  that  a physician  has  made.  I fully  realize  that  physi- 
cians are  quite  unaware  that  notice  of  a change  of  address  is  important  to  us, 
unless  they  are  specifically  advised  to  that  effect. 

“I  wonder  whether  you  would  be  willing  to  insert  a notice  in  the  New  York 
State  Journal  of  Medicine  to  the  effect  that  it  will  be  of  much  help  to  us  in 
carrying  out  annual  registration  with  the  minimum  of  trouble  to  them  and  in 
sending  them  the  printed  fist  of  registered  physicians,  if  each  of  them  will  be 
good  enough  to  let  us  know  whenever  he  changes  his  address. 

Charles  B.  Heisler” 

Peter  Irving,  M.D.,  Secretary 
292  Madison  Avenue,  New  York  City 


THE  ORGANIZATION  OF  AN  ARTHRITIS  CLINIC 

With  Special  Reference  to  the  Arthritis  Clinic  at  the  Hospital 
for  the  Ruptured  and  Crippled,  New  York  City 

R.  Garfield  Snyder,  M.D.,  F.A.C.P.,  and  Cornelius  Traeger,  M.D.,  F.A.C.P., 
New  York  City 


UP  TO  thirty  years  ago  there  were  no 
special  arthritis  clinics  in  America — 
at  least  there  is  no  record  of  one.  Apparently 
the  first  in  this  country  was  established  by 
Dr.  Ralph  Pemberton  in  1911,  in  conjunc- 
tion with  Miss  Frances  Hostetter,  at  the 
Presbyterian  Hospital  in  Philadelphia. 

The  first  arthritis  clinic  in  New  York  City 
was  established  by  Dr.  Reginald  Burbank  at 
Cornell  University  in  1917.  Dr.  Burbank 
established  another  clinic  at  Bellevue  Hospital 
in  1919,  and  Dr.  Russell  Cecil  took  over  the 
Cornell  clinic.  In  1924  one  of  us  (R.  G.  S.) 
established  the  arthritis  clinic  at  the  Hospital 
for  the  Ruptured  and  Crippled.  There  is  no 
authentic  information  about  the  number  of 
these  clinics  existing  in  America,  but  there  are 
probably  many  small  ones  that  are  not  of- 
ficially known,  as  only  the  relatively  large 
clinics  have  the  facilities  for  obtaining  ac- 
curate scientific  data  suitable  for  publication. 

As  evidence  of  the  rapid  development  of 
interest  in  arthritis  in  New  York  City  during 
the  past  twenty  years,  a recent  survey,  made 
by  the  Committee  on  Arthritis  of  the  Welfare 
Committee  of  the  City  of  New  York,  has 
shown  that  there  are  twenty-one  special 
arthritis  clinics  in  Manhattan  and  the  Bronx 
and  six  in  Brooklyn.  At  the  present  time, 
New  York  City  and  Boston  lead  other  cities 
in  the  number  of  these  clinics. 

Arthritis  clinics  are  variously  located  in 
university  hospitals,  general  hospitals,  and 
in  orthopedic  hospitals — each  with  its  certain 
advantages  and  disadvantages. 

University  hospitals  usually  offer  a better 
opportunity  for  conducting  chemical  research 
and  animal  experimentation,  which  is  essential 
for  determining  the  therapeutic  as  well  as  the 
toxic  properties  of  the  different  forms  of  treat- 
ment. These  university  clinics  are,  there- 
fore, of  great  importance  in  advancing  our 
knowledge  of  the  scientific  indications  and 
contraindications  in  the  treatment  of  the 
disease.  Unfortunately,  there  are  relatively 
few  university  hospital  clinics  in  the  country, 
and  they  care  for  only  a small  percentage  of 
the  total  number  of  patients  needing  treat- 
ment. In  the  second  place  they  often  restrict 


their  investigations  to  the  forms  of  arthritis 
that  happen  to  interest  the  full-time  workers 
or  investigators  who  control  the  policy  of  the 
clinic.  All  other  forms  of  arthritis  are  apt  to 
be  eliminated  from  consideration  or  referred 
back  to  the  general  medical  clinics  for  treat- 
ment. This  policy  is  hardly  fair  to  the  pa- 
tient suffering  from  one  of  the  many  other 
forms  of  arthritis,  and  the  practice  of  restrict- 
ing the  admission  of  patients  to  only  one  form 
of  arthritis  cannot  but  narrow  the  practical 
experience  as  well  as  the  perspective  of  the 
men  working  in  the  clinic. 

An  arthritis  clinic  located  in  a class  A gen- 
eral hospital  has  many  obvious  advantages. 
There  are  many  more  general  hospitals  than 
either  university  hospitals  or  orthopedic  hos- 
pitals. The  general  hospital  has  a large  staff 
of  specialists  and  internists,  which  makes 
possible  a thorough  study  of  each  case.  Un- 
fortunately, not  all  well-trained  internists 
are  interested  in  the  arthritis  problem  and, 
therefore,  are  not  well  qualified  to  treat 
arthritis  patients. 

An  arthritis  clinic  located  in  an  orthopedic 
hospital  has  certain  advantages  over  the 
arthritis  clinics  located  in  either  university 
or  general  hospitals,  because  every  arthritis 
patient  is  potentially  or  actually  an  orthopedic 
problem  and,  therefore,  requires  the  closely 
coordinated  efforts  of  both  the  internist  and 
the  orthopedic  surgeon. 

It  is  our  opinion  that  the  ideal  location 
for  an  arthritis  clinic  is  in  an  orthopedic  hos- 
pital, because  of  its  well-equipped  laboratory, 
x-ray,  and  physical  therapy  departments,  the 
latter  department  being  an  essential  com- 
ponent of  any  good  arthritis  clinic. 

In  the  early  stages  of  arthritis,  deformities 
can  often  be  prevented  by  taking  the  advice 
of  the  orthopedic  surgeon  on  the  use  of  the 
proper  appliances.  In  still  other  cases  ortho- 
pedic measures  give  support  to  weakened 
structures  or  otherwise  overcome  abnormali- 
ties causing  some  of  the  arthritic  symptoms. 
In  the  later  stages  orthopedic  surgery  can 
often  improve  marked  deformities  so  that  the 
patient  regains  some  degree  of  use  of  the  limb. 

It  is  true  that  a university  clinic  or  a clinic 
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in  a general  hospital  often  has  an  orthopedic 
surgeon  on  its  staff,  but  his  services  can  hardly 
compare  with  the  collective  experience  of  a 
whole  orthopedic  service  as  found  in  an  ortho- 
pedic hospital. 

Most  orthopedic  hospitals  occasionally 
call  in  a consulting  staff  for  their  nose  and 
throat,  dental,  gynecologic  and  urologic 
services.  We  know  from  experience  that  the 
only  way  to  obtain  proper  examinations  in  an 
active  arthritis  clinic  is  to  have  the  required 
specialists  appointed  to  the  staff  of  the  arthri- 
tis clinic  and  have  their  hours  coincide  with 
the  hours  of  the  clinic.  Only  such  a well- 
knit,  closely  regulated  clinic  produces  the 
best  results. 

It  is,  of  course,  essential  that  the  various 
specialists  who  examine  arthritic  patients 
keep  in  mind  that  these  people  may  have  no 
complaints  referable  to  their  specialties. 
Therefore,  their  search  for  foci  of  infection 
should  be  more  careful  than  in  patients  who 
present  themselves  to  these  specialists  with 
more  obvious  pathology.  The  experience 
that  these  specialists  acquire  in  examining 
these  patients  and  talking  over  the  relative 
importance  of  foci  of  infection  with  the 
internists  on  the  staff  of  the  clinic  eventually 
makes  for  much  better  judgment  on  the  part 
of  both  the  internists  and  the  specialists  in 
the  handling  of  these  cases. 

The  Arthritis  Clinic  at  the  Hospital  for  the 
Ruptured  and  Crippled,  started  in  1924,  was 
one  of  the  first  to  initiate  the  scientific  study 
of  all  forms  of  arthritis.  At  first  the  staff  of 
the  clinic  consisted  only  of  one  of  us  (R.  G.  S.) 
and  a secretary.  During  the  past  sixteen 
years  it  has  gradually  developed,  until  now 
there  is  a staff  of  twenty-five  physicians  and 
nine  nonprofessional  assistants.  The  growth 
of  this  clinic  is  proof  that  it  is  possible  to 
establish  an  efficient  clinic  in  any  class  A 
hospital  in  America,  providing  the  hospital  is 
located  in  a relatively  large  city.  A detailed 
description  of  this  clinic  follows,  for  we  believe 
that  its  organization  may  interest  those  con- 
sidering the  establishment  of  an  arthritis 
clinic. 

Details  of  Organization  of  the  Clinic 

It  is  obvious  that  the  chief  of  the  clinic 
should  be  well  trained  and  have  a wide  ex- 
perience and  deep  interest  in  the  disease. 
In  addition  to  medical  qualifications,  organiz- 
ing ability  is  important.  The  duties  of  the 
chief  of  the  clinic  and  also  those  of  his  asso- 
ciate include  going  over  each  case  carefully 
after  it  has  been  worked  up  and  deciding  in 


consultation  with  the  physician  in  charge  of 
the  case  the  best  form  of  treatment  to  em- 
ploy. Later,  if  the  patients  are  not  satisfied 
with  the  treatment  they  are  getting,  it  is 
their  privilege  to  take  their  complaints  directly 
to  the  chief  of  the  clinic  or  to  the  associate 
chief.  In  a well-organized  clinic,  complaints 
of  this  type  are  only  rarely  encountered. 

Next  in  importance  in  the  arthritis  clinic 
is  the  caliber  of  the  medical  staff,  whose  duty 
it  is  to  examine  the  patients  and  carry  out 
the  treatment.  The  medical  men  should  be 
not  only  well-trained  internists,  deeply  inter- 
ested in  the  study  of  arthritis,  but  their  per- 
sonalities must  be  adapted  to  the  care  of 
patients  who  suffer  from  a chronic  disease 
that  makes  them  introspective  and  sensitive. 

It  is  important  that  all  members  of  the 
staff  attend  the  clinic  regularly  and  remain 
throughout  the  entire  two-hour  session. 
Staff  conferences  are  held  at  regular  intervals 
during  the  year  for  discussion  of  cases  and 
clinic  problems. 

In  the  clinic  we  accept  all  patients  who  suf- 
fer from  some  form  of  arthritis  or  any  of  its 
allied  conditions.  In  general,  this  includes 
all  cases  commonly  described  as  rheumatism. 

We  have  found  it  important  to  limit  the 
number  of  admissions  to  the  clinic.  An  un- 
duly large  attendance  necessitates  hasty  ex- 
aminations, curtails  the  service  which  should 
be  rendered  each  case,  and  results  in  inef- 
fectual care.  It  has  been  found  from  ex- 
perience that  one  man  can  care  for  about  2 new 
patients  and  10  old  patients  in  a clinic  period 
of  two  hours. 

The  chief  of  the  clinic  or  a physician  desig- 
nated by  him  passes  on  the  eligibility  for 
admission  of  the  patient  and  has  the  privilege 
of  refusing  patients  he  considers  unsuitable 
for  treatment.  Regular  attendance  of  pa- 
tients is  essential  to  their  proper  care.  Pa- 
tients referred  for  opinion  only  are  not  en- 
rolled on  the  active  list.  An  appointment  sys- 
tem is  indispensable  to  avoid  overcrowding 
at  any  one  session. 

The  record  of  the  patient’s  history,  physical 
examination,  subsequent  visits,  and  social 
history  is  kept  as  part  of  the  routine  hospital 
records.  The  nomenclature  adopted  by  the 
American  Association  for  the  Study  and 
Control  of  Rheumatic  Diseases  is  followed  as 
closely  as  possible  for  statistical  purposes. 

At  least  80  per  cent  of  our  cases  improve  in  a 
satisfactory  way  as  ambulatory  patients. 
This  is  an  important  consideration  at  the 
present  time,  because  a large  majority  of  our 
patients  are  in  the  low-income  brackets  and 
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cannot  afford  to  be  hospitalized  where  there 
are  no  free  beds. 

In  our  opinion  an  ideal  arrangement  is  to 
have  a number  of  free  beds  available  in  the 
hospital  with  which  the  clinic  is  connected. 
This  facilitates  the  detailed  study  of  certain 
cases  by  the  staff  of  the  arthritis  clinic. 

In  our  hospital  the  following  facilities 
are  at  the  disposal  of  the  Arthritis  Clinic  for 
consultation,  diagnosis,  or  treatment:  (1) 

laboratory  service — (a)  biochemical,  (b)  sero- 
logic, (c)  bacteriologic,  (d)  pathologic;  (2) 
roentgenologic  facilities;  (3)  physical  therapy 
department;  (4)  special  consultants — genito- 
urinary, otolaryngologic,  gynecologic,  dental, 
etc.;  (5)  photographs,  including  moving  pic- 
tures of  each  new  patient — 50  to  100  feet  in  all 
positions  and  walking;  and  (6)  occupational 
therapy. 

Nursing  Service. — The  nursing  service  of  the 
hospital  is  responsible  for  carrying  out  nursing 
procedures  of  the  clinic. 

Social  Service. — The  primary  duty  of  the 
social  service  is  to  supplement  medical  with 
social  treatment.  This  aids  the  physician  in 
dealing  with  such  conditions  as  the  patient’s 
home  situation,  occupation,  or  mental  atti- 
tude— those  things  that  require  adjustment  in 
order  to  make  medical  aid  effective.  As  soon 
as  possible  after  patients  are  enrolled,  they  are 
visited  by  a social-service  worker  who  com- 
pletes the  social  record  and  adds  it  to  the  case 
history.  The  social-service  workers  in  the 
arthritis  clinic  are  directly  responsible  to  the 
director  of  the  social  service  of  the  hospital. 
They  are  present  during  the  entire  clinic  ses- 
sion and  are  of  great  assistance  to  us  in  our 
follow-up  system,  as  will  be  shown  later. 

While  our  clinic  is  primarily  a pay  clinic, 
we  are  able  to  take  care  of  a limited  number  of 
free  patients  by  special  research  grants.  All 
cases  referred  to  us  from  the  orthopedic  de- 
partment of  the  hospital  are  given  special  con- 
sideration, and  every  effort  is  made  to  adjust 
fees  to  meet  the  financial  status  of  the  patients. 
No  patient  from  this  source  is  sent  away  until 
the  chief  of  the  clinic  or  his  associate  has  re- 
viewed his  financial  condition.  Likewise, 
cases  applying  to  us  from  outside  sources 
are  always  given  a sympathetic  hearing  and 
aid,  if  possible. 

It  saves  the  physicians’  time  to  have  a 
specially  trained  nurse  to  take  histories  and 
to  obtain  complete  data  for  future  statistical 
records.  The  examining  physician  takes  her 
record  but  asks  his  own  questions  in  order  to 
bring  out  pertinent  facts. 

Following  the  completion  of  the  physical 


examination,  the  patient  is  referred  routinely 
to  the  laboratory  for  complete  blood  chemis- 
try studies,  Wassermann,  sedimentation  rate, 
complete  blood  count,  and  urinalysis.  It  is 
essential  that  the  laboratory  work  be  as  com- 
plete as  the  physical  examination.  If  the 
need  arises,  other  blood  chemistries  are  done: 
cholesterol,  phosphorus,  phosphotase,  and 
other  diagnostic  procedures  as  basal  metabolic 
rate,  x-rays,  electrocardiograms,  etc. 

When  the  reports  of  the  various  specialists 
are  completed,  the  positive  facts  having  a 
bearing  on  the  diagnosis  of  the  case  are  listed 
as  the  positive  objective  findings. 

We  have  found  that  at  first  it  is  wise  to 
follow,  as  a routine,  those  forms  of  treatment 
which  in  our  experience  are  of  proved  value. 
If  after  three  months  the  patient  shows  no 
improvement,  we  then  place  him  on  various 
forms  of  special  treatment.  Sometimes  these 
are  referred  to  as  treatments  of  unproved 
value.  In  difficult  or  refractory  cases  these 
special  treatments  often  bring  about  success- 
ful results  where  the  more  conservative  forms 
have  failed.  While  these  special  treatments 
are  often  more  spectacular  in  the  therapeutic 
results  obtained,  it  is  also  true  that  they  are 
often  more  dangerous.  For  this  reason  it  is 
advisable  to  have  one  physician  in  the  clinic 
assigned  to  carry  out  each  of  these  treatments 
because  the  experience  he  acquires  enables 
him  to  administer  the  treatment  with  the 
least  possible  danger  and  the  greatest  pos- 
sible efficiency.  For  example,  one  internist  is 
assigned  to  treat  all  the  patients  under  gold; 
another,  high  potency  vitamin  D;  another, 
vaccine  therapy;  etc.  The  physician  sees  his 
patients  at  weekly  intervals  and  changes  the 
therapeutic  regimen  as  the  need  arises  after 
consulting  with  the  chief  or  associate  chief  of 
the  clinic. 

Follow-Up  System 

One  of  the  most  important  aspects  of  an 
arthritis  clinic  is  the  follow-up  system.  In- 
stituting this  service  has  proved  to  be  an  ex- 
cellent thing  for  the  hospital  and  invaluable 
for  several  reasons:  The  patients  are  im- 
pressed with  the  interest  shown;  it  serves  as  a 
reminder  of  appointments;  and  it  stimulates, 
in  the  patients,  a more  cooperative  spirit. 
This  cooperation  is  absolutely  essential  to  the 
physician  in  evaluating  any  type  of  therapy 
and  compiling  statistical  data,  and,  of  course, 
faithful  attendance  is  highly  necessary  if  the 
physician  is  to  accomplish  desired  results. 

Ordinarily,  it  is  very  difficult  for  hospital 
executives  to  realize  that  it  requires  a con- 
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siderable  expenditure  of  money  for  an  ef- 
ficient follow-up  system,  for  this  involves  a 
great  deal  of  time  and  detail.  But  we  have 
proved  beyond  a doubt  that  it  is  this  financial 
outlay  that  promotes  the  best  interests  of  the 
clinic.  It  not  only  enables  us  to  estimate  ac- 
curately the  results  of  our  treatments  but  the 
financial  outlay  entailed  in  a follow-up  system 
is  many  times  repaid  in  the  increased  attend- 
ance of  the  clinic. 

Our  system  is  in  charge  of  two  special  secre- 
taries assigned  to  the  clinic  who  work  in  con- 
junction with  the  Social  Service  Department. 

The  following  method  has  been  found  to  be 
excellent.  If  the  patients  do  not  return  for 
two  consecutive  visits,  a postal  card  is  sent. 
If  after  ten  days  the  patients  do  not  return, 
another  card  is  sent;  ten  days  later,  a letter  is 
sent.  If  there  is  still  no  response,  a social 
worker  pays  a visit  to  the  home.  In  this  way 
we  are  able  to  find  out  the  reasons  for  non- 
attendance  and,  wherever  possible,  to  remedy 
the  cause  for  the  absence.  When  the  patient 
is  discharged,  his  name,  number,  and  address 
are  placed  on  a card  in  the  follow-up  file.  In 
six  months  a letter  is  sent  inviting  the  patient 
to  return  for  evaluation  of  results  of  therapy. 
This  procedure  is  continued  for  at  least  five 
years  and  results  in  bringing  to  light  interest- 
ing and  important  information.  Even  this 
is  not  complete  enough,  because  patients  move 
and  it  is  difficult  to  trace  them  in  a large  city. 
We  are  trying  to  get  the  patients  to  cooperate 
in  notifying  us  of  changes  in  address. 

We  wish  to  acknowledge  our  indebtedness 
to  Dr.  H.  A.  Nissen,  of  Boston,  for  the  institu- 
tion and  perfection  of  this  follow-up  system. 
On  several  occasions  he  has  visited  the  Arthri- 
tis Clinic  at  the  Hospital  for  the  Ruptured  and 
Crippled,  at  which  time  he  has  made  valuable 
and  helpful  suggestions.  Anyone  interested 
in  an  ideal  follow-up  system  should  read  his 
article,  “The  Continuous  Follow-up  Depart- 
ment of  the  Modern  Hospital,”  in  the  New 
England  Journal  of  Medicine  for  December  6, 
1934. 

Research 

Progress  in  arthritis  therapy,  like  all  other 
branches  of  medicine,  depends  on  carefully 
controlled  research.  By  carefully  studying 
each  patient's  condition  and  progress  and 
accurately  recording  the  data,  a certain 
amount  of  good  clinical  investigation  can  be 
conducted  in  the  regular  sessions  of  the  ar- 
thritis clinic.  Because  such  clinics  are  pri- 
marily for  the  care  of  all  sufferers  of  arthritis, 
it  is  not  easy  to  test  accurately  the  efficacy 


of  various  therapeutic  agents  in  a regular 
arthritis  clinic.  For  this  reason  we  have 
found  it  necessary  to  establish  a special 
research  clinic,  because  much  more  intensive 
and  valuable  research  can  be  done  by  care- 
fully selecting  desirable  patients  who  are  to  go 
to  the  special  research  clinic  for  the  study  of 
some  particular  problem  related  to  the  treat- 
ment of  arthritis.  For  evaluating  various 
therapeutic  measures,  it  is  necessary  to  follow 
a carefully  planned  routine.  Since  a large 
majority  of  cases  of  less  than  one  year’s  dura- 
tion may  be  cured  by  various  therapeutic 
measures,  they  may  give  false  value  to  any 
therapeutic  agent  used.  To  eliminate  this 
criticism,  we  select  cases  of  at  least  two  years’ 
duration  which  have  proved  resistant  to  the 
many  recognized  forms  of  therapy.  By  tak- 
ing accurate  measurements,  complete  labora- 
tory and  physical  examinations,  motion  pic- 
tures, and  x-rays  before,  during,  and  after 
treatment,  we  have  been  able  to  keep  an  ac- 
curate and  honest  record  of  the  progress  of 
each  patient.  It  takes  a long  time,  as  long  as 
two  years,  to  care  properly  for  such  patients, 
and,  in  order  to  keep  the  patient  attending 
this  research  clinic  regularly,  we  furnish  free 
medication  and  laboratory  and  specialists  ex- 
aminations. 

Animal  experimentation  and  intensive 
chemical  research  require  more  laboratory 
space  and  equipment  than  is  usually  available 
in  a hospital.  If  such  work  is  an  essential 
part  of  the  clinical  investigation,  it  can  be 
satisfactorily  done  at  a university  by  the 
hospital’s  financing  the  project. 

Recently,  a committee  appointed  by  the 
American  Rheumatism  Association — consist- 
ing of  Dr.  Ralph  Boots,  chairman,  Drs. 
Walter  Bauer,  Homer  Swift,  Loring  Swaim, 
and  Robert  Osgood — has  been  working  on 
what  is  considered  by  the  committee  to  be  the 
minimal  requirements  for  an  arthritis  clinic. 
Up  to  date,  however,  these  requirements  have 
not  been  formally  adopted,  but  it  is  probable 
that  they  will  be  in  the  near  future.  When 
they  are  adopted,  it  will  be  easy  for  the  large 
cities  to  form  local  arthritis  societies,  because 
undoubtedly  there  will  be  several  arthritis 
clinics  in  the  large  cities  that  will  meet  the 
minimal  requirements.  It  is  worthwhile  to 
note  that  Philadelphia  has  already  pioneered 
in  this  direction — the  Philadelphia  Rheuma- 
tism Association  was  established  at  least  three 
years  ago.  It  is  our  opinion  that  all  arthritis 
clinics  should  be  graded  much  the  same  way  as 
cancer  and  general  hospitals  are  graded. 
These  arthritis  clinics  should  then  be  recog- 
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nized,  not  only  by  the  American  Rheuma- 
tism Association,  but  also  by  the  American 
Medical  Association,  the  American  Ortho- 
pedic Association,  and  the  American  College  of 
Physicians. 

Finally,  great  credit  should  be  given  first 
to  the  American  Committee  for  the  Study  and 
Control  of  Rheumatism  and  second  to  the 
American  Rheumatism  Association  for  the 
progress  that  has  been  made  in  the  last  ten 
years  in  organizing  and  promoting  better  and 
more  efficient  arthritis  clinics.  At  the  same 
time  they  have  done  much  toward  increasing 
public  interest  in  the  study  of  arthritis. 

It  would  be  desirable  to  have  at  least  one 
or  two  hospitals  in  the  United  States  devoted 
entirely  to  the  study  and  treatment  of  arthri- 
tis— hospitals  modeled  after  the  Memorial 
Hospital  in  New  York  City,  which  is  devoted 
to  the  study  and  treatment  of  cancer.  As 
arthritis  is  twice  as  common  as  tuberculosis 
and  ten  times  as  common  as  cancer,  it  would 
not  seem  that  this  is  too  much  to  ask. 
However,  despite  the  need  for  such  an  institu- 
tion, two  objections  are  often  raised  by  various 
members  of  the  medical  profession.  The 
first  is  the  fact  that,  although  the  personnel 
of  the  staff  would  be  enthusiastic  at  the  start 
of  the  establishment  of  a separately  main- 
tained hospital,  there  is  always  the  possibility 
of  a lapse  of  enthusiasm  as  time  goes  on.  The 
second  objection  is  the  matter  of  finances  and 
the  maintenance  of  special  laboratory,  x-ray, 
and  research  facilities. 

It  is  our  opinion,  in  answer  to  the  first 
objection,  that  enthusiasm  would  not  lapse 
because  of  the  great  need  for  work  of  this 
kind.  The  amount  of  enthusiasm  displayed 
by  the  staff  of  any  hospital  depends  upon  the 
organizing  ability,  the  vision,  and  the  en- 
thusiasm of  the  chief  of  staff.  Second,  in 
regard  to  finances  and  the  maintenance  of 
laboratory  and  x-ray  facilities,  it  is  obvious 
that  at  the  present  time  any  class  A hospital 
must  have  up-to-date,  well-equipped  x-ray 
and  laboratory  departments.  If  research  is 
necessary,  it  can  be  done,  as  has  been  men- 
tioned before,  at  university  hospitals  where 
equipment  for  research  is  provided. 

At  the  present  time  it  is  difficult  for  the 
arthritis  patient  to  know  where  to  go  to  ob- 


tain the  highest  type  of  treatment.  No 
arthritis  clinic,  regardless  of  its  efficiency,  can 
be  brought  to  the  attention  of  the  public  as 
well  as  a hospital  devoted  exclusively  to  the 
treatment  of  arthritis. 

In  the  future  we  will  probably  have  to  have 
three  types  of  arthritis  clinics.  One  type, 
called  Research  Clinics,  would  be  limited  to 
university  hospitals,  because  they  can  not  only 
furnish  very  exact  clinical  statistics  but  they 
can  also  have  these  investigations  correlated 
with  reliable  and  detailed  bacteriologic,  chemi- 
cal, and  animal  experiments. 

The  second  group  of  clinics  could  be  organ- 
ized for  clinical  research  work  in  arthritis; 
their  scientific  reports  should  be  strictly 
limited  to  clinical  investigation  as  to  the  value 
of  new  forms  of  therapy  in  arthritis. 

A third  type  of  clinic  could  be  developed  in 
any  well-equipped  general  hospital  regardless 
of  size,  locality,  or  equipment  if  at  least  one 
member  of  the  staff  is  assigned  to  take  care  of 
the  arthritis  problem  in  the  hospital  and  if  an 
attempt  is  made  to  build  around  him  a modest 
arthritis  service.  These  clinics  should  be 
headed  preferably  by  an  internist.  He  could 
easily  keep  well  informed  regarding  changes 
in  the  trend  of  thought  and  therapy  pertaining 
to  the  arthritis  problem  by  carefully  reading 
the  “Rheumatism  Review”  published  annually 
in  the  Annals  of  Internal  Medicine  and  by  an 
occasional  visit  to  one  of  the  larger  and  more 
ideally  equipped  clinics. 

The  problem  of  the  proper  care  of  arthritic 
patients  should,  to  a large  extent,  be  cared  for 
by  the  general  practitioners,  as  60  per  cent 
of  all  arthritis  cases  are  fairly  easily  cured. 
The  necessity  for  establishing  more  special 
arthritis  clinics  can  easily  be  seen  from  a care- 
ful study  of  the  following  statements.  Of  the 
seventy-seven  medical  schools  in  the  United 
States  which  are  recognized  as  Class  A medical 
schools,  only  a minimum  number  of  these 
have  any  special  course  in  arthritis  or  any 
clinics  devoted  exclusively  to  the  treatment  of 
arthritis.  To  the  best  of  our  knowledge  only 
two  postgraduate  schools  in  this  country  give 
instruction  in  arthritis,  and  throughout  the 
United  States  there  are  no  hospitals  devoted 
exclusively  to  the  treatment  of  arthritis. 


SOMETHING  TO  REMEMBER 

The  doctor  who  appears  on  the  witness  stand  edge,  and  the  interest  in  the  case  as  a whole 
not  only  speaks  for  himself  but  represents  the  stands  out  conspicuously  to  the  honor  or  to  the 

entire  practice  of  medicine.  His  manner,  the  discredit  of  all  medicine.  Cleveland  Academy  of 

opinions  which  he  voices,  the  scientific  knowl-  Medicine  Bulletin 


ROENTGEN-RAY  THERAPY  OF  PLANTAR  WARTS 

Andrew  H.  Montgomery,  M.D.,  and  Royal  M.  Montgomery,  M.D.,  New  York  City 


AS  EVIDENCE  of  the  growing  importance 
Yjl  of  these  painful,  disabling,  common  le- 
sions there  have  been  several  reports  of  their 
treatment  by  roentgen  rays  in  American  and 
foreign  literature  in  the  last  ten  years.  Not- 
able among  these  are  articles  by  Osborne  and 
Putnam,1  Leddy  and  Johnson,2  Standish,3 
Klapproth,4  Marques,6  Popp  and  Olds,5  and 
Belot.7  But  in  none  of  these  is  there  to  be 
found  any  differentiation  as  to  the  types 
treated.  No  uniform  plan  is  offered  as  to 
dosage.  Some  recommend  large  doses  at 
long  intervals.  Others  use  smaller  doses  at 
shorter  intervals.  The  majority  report  the 
use  of  unfiltered  rays,  with  occasional  refer- 
ences to  filtration. 

We  believe  that  the  following  report  is 
justified  by  the  fact  that  in  a large  series  of 
private  patients,  583,  a very  large  percentage 
of  cures  was  obtained  by  roentgen-ray  ther- 
apy alone  without  the  slightest  disability 
having  been  caused.  No  person  was  laid  up 
a single  day  on  account  of  the  treatment. 
There  were  no  regrettable  sequelae.  There 
were  no  recurrences. 

Unfiltered  rays  were  used  throughout  this 
series,  the  horny  tissue  absorbing  to  a great 
extent  the  soft  and  medium  rays.  An  un- 
filtered skin  unit,  according  to  the  calibration 
of  our  machines,  equals  340  r.  Radiation  is 
generated  at  87  kilovolts  3 milhamperes  with 
a skin-target  distance  of  8 inches,  kenotron 
rectification. 

With  one  or  two  exceptions  larger  doses 
were  used  than  have  been  reported  previously. 
The  interval  between  irradiations  was  less 
than  in  any  other  series,  but,  because  of  the 
technic  developed  (that  of  very  close  and  in- 
creasingly contracted  shielding),  not  a single 
case  of  radiodermatitis  has  ensued. 

Moreover,  our  series  is  unique  in  that  we 
were  confronted  in  the  majority  of  cases  with 
lesions  that  had  resisted  therapy  by  more  or 
less  skilled  operators  using  caustics,  local  and 
intramuscular  injections,  electrocoagulation, 
surgical  diathermy,  etc.  Many  were  recur- 
rences after  surgical  excisions.  Their  stub- 
born nature  is  shown  by  the  fact  that  the 
average  duration  of  our  warts  before  roentgen 
therapy  was  over  eleven  months. 

We  have  excluded  from  our  fist  some  140 
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cases  of  mosaic  warts  (Figs.  1 and  2),  insensi- 
tive patchy  types  with  ill-defined  borders, 
described  by  us  three  years  ago8  as  decidedly 
radioresistant.  As  proof  of  their  resistance  to 
radium,  roentgen  rays,  and  other  common 
modalities,  many  patients  have  come  with 
areas  of  radiodermatitis,  irradiation  ulcers, 
and  permanent  damage  to  the  plantar  fat 
pad  (Fig.  3).  These  unfortunate  avoidable 
results  were  an  added  incentive  to  the  writing 
of  this  paper. 

There  seems  to  be  much  inexcusable  error 
in  the  diagnosis  of  plantar  warts.  Those 
under  pressure  points  are  usually  surrounded 
by,  or  imbedded  in,  callus.  A roughened 
central  mass  in  an  encircling  smoother  callus 
should  call  for  investigation.  Deviation  from 
the  normal  arrangement  of  papillary  fines 
should  make  one  suspect  the  presence  of  a 
wart.  In  callus  the  normal  ridge  and  furrow 
system  is  maintained.  Upon  superficial  par- 
ing of  a wart,  one  finds  an  oval,  rounded 
or  multilobular  mass,  varying  in  color  from 
the  normal  skin  and  sharply  limited  from  it 
by  a fight,  often  transparent  horny  membrane. 
In  this  central  mass  are  visible,  minute,  dark 
points — coagulated  blood  in  the  tips  of  en- 
larged papillae  (Fig.  4).  Further  paring 
opens  these  tips  causing  capillary  hemorrhage. 

This  vascular  condition  is  entirely  absent 
in  a corn  or  in  callus,  but  occasionally  it  may 
be  simulated  in  those  intensively  painful 
lesions,  popularly  called  neurovascular  corns, 
located  beneath  prominent  metatarsal  heads 
usually  in  hyperthyroid  individuals.  In  these 
growths  hypertrophied  blood  vessels  may  be 
seen  through  the  transparent  horny  layer 
lying  parallel  with  the  surface.  Close  ex- 
amination may  reveal  minute  superficial 
fissures.  We  have  many  photographs  of 
ulcers  caused  by  persistent  irradiation  of  these 
lesions. 

Our  fist  includes  some  cases  of  the  infective 
or  epidemic  type  of  plantar  warts— multiple 
lesions,  usually  bilateral,  found  most  com- 
monly in  young  people.  They  may  be  in- 
flamed and  painful  and  are  often  accompanied 
by  hand  warts.  These  are  curable  by  any 
destructive  method.  A roentgen  dose  of  1 
skin  unit  usually  is  adequate.  This  form  of 
wart  responds  to  various  kinds  of  injection 
therapy.  In  children  from  8 to  18  years  of 
age  it  is  this  type,  and  this  type  only,  which 
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Fig.  1.  Fig.  2. 

Fig.  1.  Mosaic  type  of  Verruca  plantaris  showing  aggregate  warty  cores  in  patches  which  are 
impossible  to  shield  closely.  These  are  radioresistant. 

Fig.  2.  Mosaic  wart  shaved  down  to  show  individual  cores. 


we  have  found  to  be  amenable  to  suggestion 
therapy  in  its  varied  forms  and  subterfuges 
(Fig.  5). 

In  the  so-called  “mother-daughter”  type, 
which  may  involve  any  part  of  the  sole,  there 
is  a central  larger  lesion  with  outlying  sat- 
ellites, some  of  which  may  be  so  minute  and 
transparent  as  to  resemble  vesicles.  These, 
with  the  multiple  epidemic  type,  are  probably 
of  filtrable  virus  origin.  They  stand  distinct 
as  to  curability  from  the  single  pressure-point, 
painful  variety  in  which  the  factor  of  trau- 
matism probably  enters.  It  is  mainly  with 
this  last  type  that  our  report  deals. 

As  indicated  above  we  have  used  roentgen 
rays  in  the  treatment  of  plantar  warts  among 
our  private  patients  almost  exclusively, 
modifying  the  technic  of  others  with,  we  think, 
better  results.  Exception  is  made  invariably 
in  the  case  of  compound  lesions  of  mosaic 
pattern  which  are  often  associated  with  le- 
sions of  verruca  plana  juvenilis  elsewhere. 
In  general,  for  this  type  we  have  found,  as 
have  others,  roentgen-ray  therapy  (with  or 
without  filters)  to  be  futile. 

Years  ago  when  we  were  using  roentgen 
doses  of  1 to  IV2  skin  units  at  monthly  in- 
tervals, as  recommended  conservatively  by 
MacKee,9a  we  were  disappointed  so  often 
at  finding  no  evidence  of  desiccation  or  con- 
traction of  a wart  that  after  two  or  three  such 
exposures  we  changed  to  some  other  form  of 
therapy. 

In  the  meantime  better  results  were  re- 
ported by  Michael,10  Hazen,11  and  Taussig 


and  Miller,13  using  two  or  three  erythema 
doses. 

Then  we  began  increasing  the  size  of  the 
initial  dosage,  having  in  mind  also  Ewing’s13 
statement  that  “increased  resistance  to  radia- 
tion is  acquired  by  a tumor  after  successive 
treatments  with  inadequate  dosage,”  until  4 or 
more  skin  units  (1,360  r plus)  were  given. 
This  had  the  effect  of  increasing  the  percent- 
age of  cures.  But  still  patients  returned  at 
the  end  of  a month  with  the  same  active  capil- 
laries on  paring  and  with  the  same  pain. 
Usually  they  told  of  relief  for  a week  or  so, 
after  which  tenderness  returned  and  gradu- 
ally increased.  That  the  recurring  pain  was 
not  due  to  a subwart  reaction  from  the  pre- 
vious raying  was  proved  by  the  fact  that  it 
ceased  after  the  second  dose  and  was  not 
followed  by  painful  puffiness. 

Still  believing  our  technic  to  be  faulty  we 
began  giving  somewhat  reduced  large  doses 
at  intervals  of  three  and  of  two  weeks.  Ob- 
taining better  results  we  lowered  the  interval 
to  ten  days.  This  ten-day  period  between 
rayings  has  been  maintained  with  few  ex- 
ceptions throughout  the  series. 

The  inference  to  be  drawn  from  the  experi- 
ments of  Kingery,14  modified  somewhat  by 
other  more  recent  measurement  methods 
mentioned  by  MacKee,96  seems  to  prove 
that  our  reasoning  was  not  faulty.  Kingery 
deduced  that  the  maintenance  of  the  optimum 
tissue  effect  of  roentgen  rays  must  depend 
upon  the  rate  at  which  the  rays  are  lost;  that 
the  residual  effect  has  become  negligible  in 
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Fig.  3.  Fig.  4. 

Fig.  3.  Radiation  ulcer  due  to  repeated  treatments  in  two  hospitals  in  an  attempt  to  remove  a 
mosaic  wart. 

Fig.  4.  Verruca  plantaris  under  pressure  point  showing  sharp  limitation  and  capillary  tips. 


the  neighborhood  of  the  fourteenth  day;  that 
87  V 2 per  cent  of  the  dose  is  lost  in  ten  and  one- 
half  days;  and  that  the  destructive  effect  is 
relatively  brief,  becoming  at  first  simply  in- 
hibitive  and,  finally,  with  loss  of  ray  effect, 
passing  to  a phase  of  stimulation  wherein  the 
influence  is  directly  opposed  to  the  effect 
desired.  Recent  careful  experiments,  how- 
ever, “have  never  detected  any  actual  stimu- 
lating effects,  for  any  dose  whatever.”16 

Ten  days  after  the  initial  dose,  approxi- 
mately 85  per  cent  or  four-fifths  of  it  is  neces- 
sary to  bring  the  effect  to  the  saturation  point. 
At  this  interval  there  is  no  danger  of  any  ac- 
cumulation effect,  and  the  maximum  action  is 
more  continuously  maintained. 

One  other  important  factor  obtains  in  our 
technic.  Undoubtedly  the  safety  attending 
the  use  of  frequent  large  doses  depends  upon 
our  habit  of  very  close  shielding.  In  contrast 
with  the  custom  of  wide  shielding  in  raying 
cutaneous  malignancies,  we  shave  plantar 
warts  until  the  exact  outline  of  the  lesion  can 
be  marked  in  ink.  A hole  in  lead  sheeting  is 
cut  just  the  precise  size  and  shape  of  the  inner 
part  of  the  ink-line.  This  shield,  about  2y2 
inches  square,  is  fastened  in  position  with 
strips  of  adhesive  plaster.  Large  lead  sheets 
of  12/i, ooo-inch  thickness  with  larger  holes 
over  the  shield-hole  are  so  placed  as  to  pro- 
tect the  foot  and  limb.  A lead-rubber  mat 
covers  the  other  limb.  An  initial  dose,  its 
size  depending  upon  factors  to  be  mentioned, 
is  then  given. 

Ten  days  after  this  first  dose  when  there  is 
usually  found,  on  paring,  desiccation  of  super- 
ficial capillaries,  distinct  contraction  of  the 


size  of  the  wart,  and  relief  of  pain,  a smaller 
shield-hole  is  cut  to  fit  exactly  just  inside  the 
contracted  border.  A dose  four-fifths  that 
of  the  first  one  is  then  given.  This  process 
may  have  to  be  repeated  several  times,  using 
the  same  four-fifths  dosage  through  gradually 
contracted  holes;  the  purpose  being  to  focus 
on  and  to  destroy  the  central  afferent  blood 
vessels  and  nerve  filaments  and  to  avoid 
raying  normal  tissue  about  the  rounded  base 
of  the  wart.  Through  a hole  less  than  l/% 
inch  in  diameter  the  rays  are  dissipated  and 
have  little  effect. 

Because  of  the  use  of  gradually  contracted 
shielding,  there  does  not  occur  any  inflamma- 
tory reaction,  pain,  or  subwart  puffiness. 
This  is  in  contrast  to  some,  even  recent,  re- 
ports of  postradiation  pain  and  tenderness. 
We  agree  with  Leddy  and  Johnson2  of  the 
Mayo  Clinic  that  such  reactions  are  probably 
due  to  careless  shielding,  with  inclusion  of 
some  normal  skin. 

With  the  stubborn,  previously  treated 
•warts  we  have  encountered,  usually  three 
and  sometimes  four  such  intensive  and  four- 
fifths  doses  are  required.  Gradually  it  is 
noticed  that  the  papillary  fines,  which  in  the 
untreated  wart  are  widely  swung  around  or 
end  abruptly  at  its  margin,  assume  their 
normal  arrangement.  In  the  end  they  cover 
the  site.  At  the  same  time  the  surrounding 
callus  becomes  thinner,  and,  finally,  it  as- 
sumes the  thickness  of  the  other  parts  of  the 
tread.  There  have  never  followed  any  in- 
dications of  atrophy  or  of  radiodermatitis. 
We  have  examined  feet  so  treated  many  years 
after. 
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Fig.  5.  Epidemic  type  of  verruca  plantaris 
cured  by  psychotherapy  (by  insertion  of  a 
sterile  needle  in  the  buttock). 


Our  patients  are  treated  in  the  prone  posi- 
tion with  the  sole  upward  and  nearly  hori- 
zontal. The  feet  rest  upon  a frame  of  light 
construction  which  we  have  devised.  It  has 
soft  leather  pads  suspended  on  two  sides. 
By  changing  its  position  elevations  of  7 and 
10  inches  above  the  treatment  table  are  ob- 
tained. 

Patients’  lead  shields  are  preserved  in  their 
case  history  charts.  With  the  holes  dated 
they  show  graphically  the  shrinkage  between 
treatments. 

Unless  two  or  three  warts  are  close  together, 
on  the  same  plane,  each  wart  is  rayed  sepa- 
rately. Attempts  to  transfer  outlines  of 
many  inked-in  warts  by  tracing  paper  to 
lead  sheeting  make  for  inexactness  and  the 
raying  of  some  normal  skin  at  the  edges  of 
some  lesions. 

In  the  case  of  the  1 ‘mother-daughter” 
type,  the  older  wart  is  given  a closely  shielded 
subintensive  dose.  This  is  followed  by  a 
dose  of  1 skin  unit  to  the  whole  warty  area 
through  a large  common  shield-hole.  Usually 
later  on  the  satelites  are  found  to  be  darken- 
ing and  desiccating,  requiring  no  more  ir- 
radiation. The  large  lesion  is  treated  there- 
after, if  necessary,  by  the  usual  ten-day,  four- 
fifths  dosage. 

Seldom  have  we  broken  our  rule  never  to 
irradiate  a wart  previously  treated  by  others 
with  radium  or  roentgen  rays.  For,  even  if 
the  total  dosage  given  is  known,  one  can 
never  be  quite  sure  as  to  the  size  of  the  aper- 
ture through  which  the  irradiations  had  been 
given.  Some  patients  have  come  to  us  with 
definite  radiodermatitis  about  a lesion.  One 
such  patient  presented  a wart  under  a middle 
metatarsal  head.  A circle  of  radiodermatitis 
caused  by  raying  a wart  in  the  same  location 


years  before  involved  even  the  tips  of  some 
toes.  Recently,  a woman  was  referred  to  us 
for  further  irradiation  of  a lesion  under  a 
pressure  point.  Under  a moleskin  disk  the 
wart  was  encircled  by  an  inked-in  oval  ex- 
tending in  one  direction  1/4  inch  beyond  its 
margin. 

Our  initial  dosages  have  been  increased 
gradually  until  in  some  rare  instances  they 
approach  those  mentioned  by  Osborne  and 
Putnam,1  who  give  up  to  8 skin  units  and  re- 
peat once  in  two  months  if  necessary.  Follow- 
ing their  report  in  1931  we  tried  this  one-large- 
dose  method  in  several  cases,  but  there  were 
too  many  failures.  The  fact  that  conserva- 
tism has  governed  all  our  exposures  is  proved 
by  the  absence  of  sequelae.  We  have  had 
occasion  to  see  many  of  our  wart  patients 
years  afterward  for  other  dermatologic  con- 
ditions. Invariably  an  examination  of  the 
feet  is  made,  and  invariably  it  is  impossible 
to  find  the  site  of  the  lesion  rayed,  unless 
there  had  been  scarring  from  treatment  ante- 
dating ours. 

The  size  of  the  initial  dose  has  to  be  de- 
termined for  each  wart,  depending  on  its 
size,  depth,  vascularity,  amount  of  keratin- 
ization,  and  the  amount  of  fibrosis  from  pre- 
vious types  of  treatment.  The  horny  tissue 
left  after  paring  acts  as  a filter.  Andrews16 
states  that  it  has  an  absorption  coefficient 
equivalent  to  aluminum.  In  general  it  is 
safe  to  work  on  the  rule  that  the  larger  the 
lesion  the  smaller  the  dose.  Excepting 
mosaic  patches,  one  seldom  sees  a plantar 
wart  of  over  y2  inch  in  diameter.  An  initial 
dose  of  3 to  4 skin  units  can  be  given  it  safely. 
To  a lesion  l/4  inch  in  diameter  a dose  of  4 to 
5 units  is  effective  and  safe  with  close  shield- 
ing. A markedly  keratinized  lesion  may  re- 
quire more.  A vascular  lesion  with  radiating 
papillae,  a wart  at  its  acme  before  the  regres- 
sive stage  when  mitosis  ceases,  will  respond 
to  a smaller  dose. 

As  a rule  children  require  smaller  doses. 
Their  limited  lesions  are  not  so  keratinized 
or  so  deep.  It  is  safer  also  to  employ  reduced 
doses  in  patients  with  diabetes,  in  those  with 
trophic  disturbances  (e.g.,  from  neurosyph- 
ilis), and  in  those  with  faulty  peripheral 
circulation.  But  it  must  be  stressed  that  in 
these  conditions  roentgen  therapy  is  by  far 
the  safest  method  to  employ. 

We  remove  all  hand  and  other  warts  by 
electrocoagulation  to  prevent  recurrences 
from  potential  foci. 

Between  our  plantar  wart  treatments  we 
endeavor  to  keep  the  lesion  dry  by  use  of  an 
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astringent  powder  under  a light  cocoon  dress- 
ing. And  for  protection  from  pressure  a 
half-moon-shaped,  felt  pad  is  applied. 

Comparative  percentage  tabulations  of  the 
results  of  therapy  are  apt  to  be  futile  unless 
the  types  treated  are  mentioned.  For  ex- 
ample, we  feel  that  if  roentgen-ray  irradia- 
tions were  limited  to  previously  untreated 
plantar  warts  one’s  percentage  of  cures  would 
be  very  high.  It  would  be  still  higher  if  only 
the  multiple,  infective,  epidemic  variety  in 
children  were  selected.  On  the  other  hand 
the  opposite  would  hold  if  lesions  of  the 
mosaic  patch  type  predominated.  As  men- 
tioned, the  majority  of  plantar  warts  in  our 
series  were  of  the  limited,  resistant  type 
scarred  by  previous  attempts  at  removal. 
Most  were  on  weight-bearing  areas.  Some, 
but  not  many,  resisted  therapy  with  our 
technic  and  had  to  be  removed  by  other 
means  attended  by  temporary  disability. 

In  our  series  there  were  583  cases,  in  which 
the  end  results  are  known  in  487.  Of  these 
439  were  cured  by  roentgen  therapy  alone, 
an  average  of  90.35  per  cent.  There  were  48  % 
failures.  Twenty-nine  were  cured  in  one 
treatment.  This  is  low  in  comparison  with 
the  reports  of  others  and  probably  is  due  to 
the  resistant  type  treated  in  our  series.  The 
total  dose  varied  from  1 skin  unit  to  20. 
Eleven  lesions  required  15  or  more  skin  units. 
The  average  total  dosage  was  6.86  units. 
The  average  number  of  treatments  was  3.28. 
Two  hundred  and  fifty-five  patients  had 
single  lesions;  328  had  two  or  more.  The 
average  age  of  patients  was  28.5  years.  The 
ratio  of  women  to  men  was  21/*  to  1. 

There  were  96  cases  in  which  the  final  re- 
sult is  unknown.  We  feel  confident  that 
some  of  these  should  be  placed  in  the  class  of 
cures  by  one  treatment.  Others  undoubtedly 
received  so  much  relief  from  the  first  or  second 
raying  that  they  thought  further  treatment 
was  unnecessary. 

Summary 

The  treatment  of  plantar  warts  exclusively 
by  roentgen  rays  in  a series  of  583  private  pa- 
tients in  the  past  eleven  years  is  reported. 
Of  the  487  cases  in  which  the  end  results  are 
known,  439  or  90.35  per  cent  were  cured. 


Mosaic  warts  with  ill-defined  edges,  which 
we  have  found  to  be  radioresistant  or  unsuit- 
able for  adequate  close  shielding,  were  not  in- 
cluded. Otherwise  all  the  cases  in  the  series 
were  unselected. 

Most  of  the  lesions  had  resisted  treatment 
by  others  using  other  methods  or  were  recur- 
rences. Many  were  fibrosed.  Their  average 
duration  was  eleven  months. 

A radical  modification  of  the  usual  technic 
of  roentgen  therapy  has  been  developed. 
Briefly,  it  comprises  the  use  of  a large  prede- 
termined initial  dosage,  its  size  depending 
upon  several  factors,  followed  at  ten-day  in- 
tervals by  one,  two,  or  three  saturation  doses, 
four-fifths  that  of  the  initial  dose,  through 
precisely  fitting  shield-holes  in  lead  sheeting. 
These  holes  are  reduced  in  size  as  the  lesion 
shrinks. 

There  has  been  an  entire  absence  of  sub- 
wart reaction  or  of  any  unfortunate  sequelae. 

This  technic  is  recommended  as  a standard 
for  roentgen-ray  therapy  of  plantar  warts. 
It  is  highly  effective,  safe,  painless,  compara- 
tively rapid,  and  entails  no  disability  or  loss 
of  time. 

57  West  57th  Street 
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IN  CALIFORNIA,  THERE  THEY  COME 
The  California  Physicians  Service  has  grown 
steadily  in  clientele  by  1,000  to  1,500  members 
a month  since  its  start  in  August,  1939,  and  in 
October,  1940,  it  had  a membership  of  over 
18,000,  according  to  the  J.A.M.A.  Over 


5,000  California  physicians  have  enrolled  under 
the  plan.  Collections  from  beneficiary  members 
up  to  August,  1940,  totaled  $27,409.  Several 
schools  and  relief  authorities  are  negotiating 
with  the  service  for  medical  care. 


EARLY  RECOGNITION  OF  SERIOUS  LESIONS  OF  NOSE, 
THROAT,  AND  EAR 

George  Morrison  Coates,  M.D.,  F.A.C.S.,  Philadelphia 


YOUR  secretary,  in  assigning  to  me  this 
title,  asked  that  I deal  with  the  considera- 
tion of  some  of  the  more  common  symptoms 
found  in  the  upper  respiratory  tract,  which, 
when  carefully  observed  and  studied,  might 
disclose,  in  some  instances,  serious  lesions 
either  in  neighboring  or  remote  parts.  With 
the  view  to  preventing  unforeseen  or  untoward 
pathologic  sequelae,  I shall  briefly  set  forth 
a number  of  symptoms,  with  comments,  which 
I hope  will  fulfill  the  plan  of  this  presentation. 

Headache  is  a symptom  that  every  doctor 
is  confronted  with  in  his  practice.  It  is  fully 
appreciated  that  one  or  more  systems,  other 
than  the  upper  respiratory  tract,  may  or  may 
not  be  the  absolute  direct  cause.  Neverthe- 
less, certain  principles  should  be  borne  in 
mind  with  regard  to  the  respiratory  system. 
Sinusitis  may  be  present  even  though  the 
patient  gives  no  history  of  headache.  When 
headache  is  present,  inquiries  relative  to  the 
character  of  the  pain — situation,  duration, 
frequency,  exacerbations,  and  remissions — are 
of  the  utmost  importance,  because,  together 
with  the  examination  and  other  diagnostic 
aids,  they  may  throw  light  upon  what  sinuses 
or  group  of  sinuses  may  be  involved.  All  of 
us  recognize,  I am  sure,  the  protective  func- 
tion of  the  nose.  When  this  important  func- 
tion becomes  impaired,  the  accessory  sinuses, 
the  ears,  eyes,  larynx,  tracheobronchial  tree 
and  lungs,  the  bones  of  the  skull,  the  brain 
and  its  coverings,  important  blood  vessels  in 
the  interior  of  the  skull — any  of  these  vital 
structures — may  become  seriously  involved 
with  possible  fatal  consequences.  Thus,  a 
sphenoethmoid  or  frontal  sinus  infection  can 
easily  lead  to  an  osteomyelitis  if  the  microor- 
ganisms are  virulent  and  the  bone  is  in  a poor 
nutritive  state.  Depending  upon  the  viru- 
lence of  any  of  the  bacteria,  the  resistance  of 
the  host,  and  the  physical  and  other  constitu- 
tional assets  of  the  patient,  if  the  sinuses  are 
not  dealt  with  adequately  to  allow  them  to  re- 
cover their  normal  function,  they  may  act  as 
a focus  of  infection  for  the  intracranial  struc- 
tures as  they  unfortunately  often  do.  An  ap- 


Read  by  invitation  at  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  May  9,  1940. 

Professor  of  otorhinology,  Graduate  School  of  Medi- 
cine, and  emeritus  professor  of  otolaryngology,  School 
of  Medicine,  University  of  Pennsylvania. 


predation  of  the  anatomy  and  physiology  of 
these  structures,  with  a good  history  and  care- 
ful examination  followed  by  proper  therapy, 
conservative  or  operative  as  the  situation 
demands,  will  obviate  serious  secondary  lesions 
elsewhere. 

Excessive  nasal  and  postnasal  discharge,  as 
well  as  frequent  “head  colds,”  calls  for  a 
thorough  review  of  the  sinuses,  irrigation  of 
such  sinuses  as  may  be  readily  irrigated  so 
that  the  washings  may  be  evaluated,  and 
x-ray  studies,  first  using  the  flat  plate  and 
then,  if  necessary,  radiopaque  oil  for  the 
purpose  of  delineating  thickened  mucous 
membrane,  polypi,  etc.  By  such  methods 
the  source  of  pus  will  be  found,  after  which 
such  therapy  as  indicated  can  be  instituted. 

Where  intracranial  complications  arise  dur- 
ing the  course  of  a sinusitis  (or  otitis  media) 
•and  where  meningeal  symptoms,  external  or- 
bital swelling,  blindness,  retinitis,  choked 
disk,  iridocyclitis,  exophthalmos,  fistulas,  and 
the  usual  neurologic  manifestations  are  pres- 
ent, a quick  survey  of  the  sinuses  (or  ear) 
should  be  made  and  the  focal  point  or  points 
of  infection  found  and  thoroughly  eradicated 
or  drained.  All  other  measures  along  ap- 
proved surgical  lines  should  be  carried  out. 

Acute  infection  of  the  nasal  sinuses,  espe- 
cially when  it  is  secondary  to  swimming  and 
when  it  involves  the  anterior  ethmoid  and 
frontal  cells,  frequently  causes  edema  of  the 
eyelids,  sometimes  massive,  headache,  pain, 
fever,  and  nasal  discharge.  Such  a picture 
is  always  alarming,  since  necrosis  of  the  bony 
walls  of  the  involved  sinus  may  easily  take 
place  unless  drainage  is  quickly  established 
and  complications  may  rapidly  develop. 
Among  such  complications  are  orbital  cellu- 
litis and  cavernous  sinus  thrombosis,  which  it 
closely  simulates,  meningitis  and  frontal  lobe 
abscess,  and  the  much  dreaded  osteomyelitis 
of  the  frontal  bone.  The  latter  complication 
sometimes  follows  operations  on  the  nose, 
especially  the  frontal  sinus,  and,  as  a rule, 
develops  slowly,  sometimes  even  after  the 
acute  sinus  symptoms  have  subsided.  When 
such  is  the  case,  it  is  characterized  by  low  fever 
and  edema  slowly  spreading  upward  from  the 
upper  eyelid  and  eyebrow  to  cover,  in  some 
instances,  the  entire  calvarium.  Osteomyelitis 
is  an  infection  of  diploic  bone,  and  its  spread 
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is  by  way  of  the  blood  vessels  in  the  marrow 
spaces  between  the  outer  and  inner  tables  of 
the  skull  with  ultimate  necrosis  of  the  com- 
pact bone  of  these  tables,  the  formation  of 
“Pott’s  puffy  tumors,”  extradural  abscess, 
frontal  lobe  abscess  (which  is  very  common 
and  of  surprisingly  early  formation),  menin- 
gitis, and  death.  The  upper  limit  of  the 
edema  is  a close  approximation  to  the  progress 
of  the  bone  infection,  but  the  characteristic 
mottled  appearance,  when  seen  in  an  x-ray 
plate,  is  usually  about  ten  days  behind  the 
extent  of  the  infection.  While  in  some  cases 
the  osteomyelitic  process  is  relatively  benign, 
tending  to  self-limitation  and  the  formation 
of  sequestrums  which  can  easily  be  removed, 
as  a rule  the  disease  is  steadily  progressive, 
and  the  careful  surgeon  will  not  delay  once  his 
diagnosis  is  established  but  will  with  apparent 
ruthlessness  remove  all  diseased  bone  of  both 
tables  as  well  as  a 2-inch  margin  of  healthy 
bone.  This  leaves  an  appalling  defect  in  the 
protective  skull — frontal,  parietal,  temporal, 
or  whatever  cranial  bones  have  been  in- 
volved— but,  fortunately,  in  many  instances 
osteogenesis  takes  place  with  the  formation  of* 
a new  protective  cranial  plate.  Much  can 
be  done  to  help  accomplish  this  result,  but 
further  discussion  is  beyond  the  limits  as- 
signed to  this  presentation. 

In  connection  with  head  pain  it  is  necessary 
to  recall  that  suppurative  diseases  of  the 
middle  ear,  due  to  invasion  of  this  space  by 
microorganisms,  will  produce  pain  center- 
ing in  the  ear  and  mastoid  and  which 
is  usually  very  great  in  the  acute  states. 
Politzer  classically  describes  it  as  follows: 
“Purulent  inflammation  of  the  middle  ear 
begins  with  piercing,  tearing,  boring,  throb- 
bing pains  in  the  ear,  which  radiate  towards 
the  vertex,  occiput,  teeth  and  shoulder.”  Not 
all  cases  present  this  description,  but  the 
proper  management  of  an  acute  suppurative 
otitis  media  based  upon  a good  history  and  an 
accurate  interpretation  of  the  otoscopic  pic- 
ture will  prevent,  in  many  cases,  the  develop- 
ment of  deeper  involvement  with  such  serious 
sequelae  as  to  lead  to  a fatal  issue.  A well-per- 
formed myringotomy  at  the  proper  time  is 
one  of  the  most  valuable  otologic  procedures. 

The  question  of  unexplained  fever  in  in- 
fants and  children  comes  up  frequently  in  the 
general  practice  of  medicine.  Often  after  the 
most  painstaking  study,  the  cause  of  the  fever 
still  remains  unexplained.  A myringotomy 
in  these  cases  may  cause  a prompt  deferves- 
cence. It  is  well  to  recall  that  the  lymphatics 
of  the  middle  ear  of  the  infant  or  child  are  nine 


times  more  permeable  than  those  of  the  adult 
and,  therefore,  constitute  a greater  degree  of 
absorption,  as  pointed  out  by  W.  S.  Bryant. 

Many  infants  have  shown  protracted  gas- 
trointestinal disturbances  (diarrhea,  dehy- 
dration, athrepsia,  malnutrition),  and  careful 
studies  conducted  by  Dean,  Lyman,  Jeans, 
Mario tt,  Byfield,  and  others  pointed  to  a 
possible  relationship  between  middle-ear  in- 
fection and  the  intestinal  symptoms.  Myr- 
ingotomy for  the  purpose  of  obtaining  ample 
drainage  from  the  middle  ear  and,  where  the 
symptoms  persisted,  an  antrotomy  or  a formal 
mastoidectomy  often  produced  favorable  re- 
sults. 

Unexplained  fever  in  infants  and  children 
should  always  direct  attention  to  the  ears  and 
accessory  sinuses,  especially  if  the  individual 
presents  evidence  of  athrepsia  or  malnutrition 
that  does  not  yield  to  standard  pediatric 
measures.  In  such  cases  a frank,  middle-ear 
suppuration  or  mastoiditis  is  rarely  found,  and 
at  times  the  decision  to  operate  (myringotomy 
or  antrotomy)  must  rest  largely  on  the  fever, 
weight,  and  diarrhea  chart. 

General  malaise,  loss  of  weight,  cough,  and 
mild  evening  fever  may  be  due  to  an  almost 
symptomless  infection  of  the  paranasal  sinuses, 
especially  in  children,  and  the  diagnosis  is 
made  only  after  careful  clinical  and  x-ray 
study,  after  suspicion  has  been  directed  to 
this  region,  or  after  other  measures  of  con- 
trol have  failed.  The  usual  symptoms  are 
frequent  nasal  colds,  more  especially  post- 
nasal discharge,  often  overlooked,  and  the 
appearance  of  chronic,  inflammatory  signs  in 
the  nasal  mucosa  and  by  x-ray  studies.  It 
is  surprising  how  often  an  apparently  in- 
tractable case  of  bronchitis  or  early  bronchiec- 
tasis in  children  will  promptly  yield  to  con- 
servative measures  directed  toward  control  of 
sinus  infection. 

I will  not  attempt  to  detail  the  symptoms 
and  signs  of  a typical  mastoiditis,  since  they 
are,  doubtless,  well  known  to  all  of  you.  It 
should  be  remembered,  however,  that  a large 
number  of  cases  of  acute  mastoid  infection 
do  not  present  all,  or  at  times  many,  of  these 
diagnostic  signs  and  that  even 'the  x-ray  is  not 
infallible.  For  instance,  we  may  have  this 
pathologic  condition  without  fever,  pain, 
tenderness,  edema,  or  even  otoscopic  evidence 
of  middle-ear  infection.  A seventh  nerve  or 
facial  paralysis  in  a case  of  acute  middle-ear 
infection  may  be  directly  due  to  this  cause 
without  any  more  mastoid  inflammation  than 
is  always  present  in  acute  otitis  media,  but 
it  must  be  remembered  that  herpes  zoster  oti- 
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cus,  an  intracranial  neoplasm,  trauma  or  so- 
called  idiopathic  Bell’s  palsy  may  cause  this 
symptom.  Edema  over  the  mastoid  is  often 
caused  by  an  otitis  externa  (furuncle)  or  in- 
fection of  the  scalp;  pain  and  tenderness  are 
also  caused  by  these,  and  fever  may  come  from 
any  one  of  many  sources,  which  must  be 
diligently  sought  for  in  other  parts  of  the  body. 

Of  the  complications  of  acute  mastoiditis, 
meningitis,  and  lateral  or  sigmoid  sinus  throm- 
bophlebitis are  the  most  common.  The  neuro- 
logic signs  of  the  former  are  well  known,  and 
the  confirmation  is  by  spinal  canal  drainage 
with  a finding  of  increased  pressure  of  the 
fluid  and  a chemical,  cytologic,  and  bacterial 
study.  Early  diagnosis  is  of  the  utmost  im- 
portance, as  early  surgery  on  the  mastoid,  free 
exposure  of  the  dura,  and  appropriate  chemo- 
therapy (sulfanilamide,  sulfapyridine,  or  sulfa- 
thiazole)  is  now  producing  many  cures, 
whereas  formerly  the  mortality  was  nearly  100 
per  cent.  Even  if  the  spinal  fluid  is  aseptic, 
prompt  surgical  treatment  in  the  presence  of 
increased  spinal  fluid  pressure  and  cell  count 
is  imperative  in  order  to  forestall  a diffuse,  sup- 
purative, leptomeningitis.  Infection  of  the 
lateral  sinus  may  be  symptomless  and,  there- 
fore, undiagnosable,  but  this  condition  is 
usually  recognized  by  an  increase  of  fever  over 
that  probably  caused  by  the  mastoid  infection 
to  which  this  pathology  is  secondary,  by  the 
septic  character  of  this  fever,  by  the  accom- 
panying rigors,  which  mark  the  peak  of  tem- 
perature, by  the  presence  of  metastatic  ab- 
scesses, usually  late  in  the  disease,  by  the  on- 
set of  meningeal  symptoms,  and  by  a positive 
blood  culture.  The  presence  of  some  or  all 
of  these  symptoms  during  the  course  of  an 
acute  otitis  media  or  mastoiditis,  either  before 
or  after  operation,  should  lead  to  exposure 
and  exploration  of  the  lateral  sinus,  via  the 
mastoid,  with  appropriate  surgical  drainage 
and,  in  many  instances,  ligation  of  the  internal 
jugular  vein  in  an  effort  to  prevent  the  further 
spread  of  the  infection  in  the  general  circula- 
tion where  the  lodging  of  an  infected  embolus 
in  a vital  organ  may  cause  death. 

A chronic  running  ear,  particularly  with  a 
thick,  foul-smelling  discharge,  is  always  a 
potential  source  of  danger  and  deserves  care- 
ful watching.  If  the  discharge  is  mucoid  and 
comes  through  a perforation  in  the  anterior 
portion  of  the  drum  head,  less  attention  need 
be  paid  to  it  since  its  origin  is  usually  in  the 
eustachian  tube.  If  in  the  case  of  the  ear  with 
a foul-smelling  discharge  (and  sometimes  even 
when  the  ear  is  dry  for  long  periods)  a facial 
paralysis  develops  or  there  is  vertigo,  either 


mild  or  severe,  or  if  pain,  headache,  fever,  or 
meningeal  symptoms  appear,  it  is  reasonable 
to  assume  that  necrosis  or  absorption  of  bone 
by  a cholesteatoma  has  approached  or  invaded 
the  labyrinth,  the  lateral  sinus,  or  the  middle 
or  posterior  cranial  fossae.  A rapid  diag- 
nostic study  and  appropriate  surgery  are  in- 
dicated. The  radical  mastoid  operation  is 
the  basic  surgical  procedure  in  such  a case, 
but  it  should  often  be  resorted  to  as  a pro- 
phylactic measure,  before  complications  be- 
come imminent  or  established,  where  con- 
servative treatment  has  failed  to  produce  a 
dry  ear. 

One  of  the  complications  of  the  acute 
middle-ear  suppuration  which  has  come  into 
prominence  in  recent  years  is  infection  of  the 
petrous  portion  of  the  temporal  bone.  If  the 
extension  of  infection  from  the  middle  ear  or 
mastoid  involves  the  labyrinth,  or  internal 
ear,  as  a diffuse  labyrinthitis  (either  serus  or 
suppurative),  the  symptoms,  which  usually 
appear  suddenly,  are  chiefly  intense  vertigo; 
nystagmus,  which  can  easily  be  seen;  nausea 
and  vomiting;  and  sudden,  profound,  uni- 
lateral deafness.  If  the  infection  has  pro- 
ceeded from  the  middle  ear  or  mastoid  either 
by  pneumatic  spaces  or  diploic  bone,  depend- 
ing on  the  anatomic  structure,  around  the 
labyrinth  into  the  apex  of  the  petrous  pyra- 
mid, other  symptoms  are  in  evidence,  of  which 
the  Gradenigo  triad  is  the  best  known  and 
most  striking  group.  Paralysis  of  the  sixth 
or  abducens  nerve  prevents  the  outward  ro- 
tation of  the  eyeball  on  that  side.  Pain  in  the 
ophthalmic  division  of  the  fifth  nerve  comes 
from  pressure  on  the  gasserian  ganglion  and 
may  radiate  over  the  entire  side  of  the  head 
and  to  the  teeth  but  is  especially  noted  in  and 
behind  the  eye.  There  is  usually  a low  fever 
and  considerable  malaise.  When  and  if  per- 
foration of  the  cortex  takes  place,  the  pain 
ceases  for  the  time  being,  but  soon  symptoms 
of  meningitis  supervene.  If  the  perforation 
occurs  on  the  lower  surface  of  the  pyramid,  the 
suppuration  may  make  its  appearance  as  a 
retropharyngeal  abscess.  Not  every  case 
presenting  the  symptoms  mentioned  above 
needs  the  extensive  operative  procedures  de- 
signed for  the  relief  of  this  condition — petro- 
sitis or  apicitis;  often  a simple  mastoidec- 
tomy, very  completely  done,  or  a revision  of 
the  mastoid  wound  will  provide  sufficient 
drainage  to  ensure  recovery.  In  other  in- 
stances a radical  mastoid  operation  is  neces- 
sary, but,  if  signs  of  meningeal  invasion  begin 
to  appear  or  if  the  case  does  not  show  evidence 
of  recovery  after  appropriate  mastoid  surgery, 


February  15,  1941]  SYMPTOMS  OF  LESIONS  OF  NOSE , THROAT , AND  EAR 


379 


some  form  of  “unlocking  the  petrous  pyra- 
mid/’ as  originally  advocated  by  Eagleton, 
is  essential  if  life  is  to  be  saved. 

Epistaxis  is  a frequent  symptom  of  varied 
conditions.  It  may  occur  during  the  exan- 
thems, in  some  of  the  anemias,  during  the 
passive  congestion  states  of  cardiovascular- 
renal  disease,  in  hypertension,  tuberculosis, 
and  possibly  some  of  the  metabolic  distur- 
bances. Local  conditions,  such  as  ulceration 
of  variable  etiology,  trauma,  and  foreign 
bodies,  also  may  cause  nasal  bleeding.  (It 
is  especially  important  to  remember  that  uni- 
lateral nasal  bleeding  may  be  an  expression 
of  nasal  diphtheria,  and  the  physician  should 
always  bear  in  mind  the  possibility  of  benign 
and  malignant  tumors.)  If  a mass  is  noted  in 
one  naris  with  a history  of  epistaxis  and  if 
probe  palpation  of  that  mass  reveals  it  to  be 
friable  and  bleeding  very  easily,  suspicion  of 
a malignant  growth  is  in  order.  No  hesi- 
tancy should  then  be  made  in  obtaining  a 
biopsy  to  see  the  histopathologic  picture. 
Early  diagnosis  of  intranasal  malignancy  and 
thorough  surgical  and  radiologic  treatment 
will  often  save  life. 

Bleeding  from  the  throat  means  that  a 
thorough  check-up  of  the  blood  should  be 
made  and  that  there  should  be  a careful  in- 
spection of  the  nose,  nasopharynx,  orophar- 
ynx, and  laryngopharynx  to  rule  out  ulcera- 
tions, fibromas,  or  malignancies.  Heart 
disease  and  hypertension  should  not  be  over- 
looked, nor  should  hemophilia  and  purpura 
hemorrhagica. 

Unilateral  bleeding  from  the  nose  is  most 
frequently  from  Little’s  area  on  the  cartilagi- 
nous septum  nasi  and  is  caused  by  small  ul- 
cerations that  are  the  result  of  dried  secretions 
from  the  anterior  sinuses,  traumatism,  ty- 
phoid and  other  fevers,  hemangiomas,  and 
other  so-called  benign  tumors  such  as  fibromas. 

Symptoms  referable  to  the  throat  may 
suggest  a simple  pharyngitis  or  something 
more  serious.  A blood  count  taken  rou- 
tinely in  a large  number  of  patients  seeking 
medical  advice  about  their  sore  throats  is  apt 
to  reveal  interesting  data.  Thus,  agranu- 
locytosis, leukemia,  or  some  other  blood  dys- 
crasia  may  be  diagnosed.  Occasionally,  re- 
current sore  throats,  excluding  tonsillitis  and 
ethmoiditis,  may  reveal  by  means  of  appro- 
priate blood  studies  either  a diabetes  or  a 
nephritis. 

Hoarseness  indicates  that  there  is  some  im- 
pairment'of  the  larynx.  The  true  vocal  cords 
must  approximate,  vibrate,  and  tense  prop- 
erly, and  any  condition  interfering  with  these 


functions  produces  hoarseness.  The  causes 
may  exist  within  the  larynx  or  may  be  due  to 
some  cause  outside  of  the  larynx.  Chevalier 
Jackson  lists  fifty  conditions  concerned  in 
hoarseness  and  adds  that  this  list  is  nearly 
complete.  In  the  general  practice  of  medi- 
cine it  is  important  to  examine  the  larynx 
carefully  in  every  case  of  hoarseness  to  rule 
out  the  possibility  of  tuberculosis,  syphilis, 
and  carcinoma  or  other  neoplasm.  It  must 
be  remembered  that  two  or  even  three  of  these 
conditions  may  co-exist  in  the  same  patient. 
Appropriate  blood  studies,  x-ray,  sputum, 
biopsy,  bronchoscopy,  and  re-examinations 
will  give  an  accurate  diagnosis.  When  the 
latter  is  obtained,  therapy  along  rational 
lines  will  give  the  best  effects.  Antisyphilitic 
therapy,  appropriate  methods  used  in  tuber- 
culosis, and  the  measures  used  in  dealing  with 
malignancies  by  cooperation  of  the  laryn- 
gologist or  bronchologist  and  radiologist  will 
be  a great  help  provided  the  diagnosis  is  made 
early  and  the  treatment  is  carried  out  thor- 
oughly. 

Hoarseness  in  the  acute  stage  is  usually 
due  to  an  acute  infection  of  the  upper  part  of 
the  respiratory  tract,  by  improper  use  of  the 
voice — singing  during  an  acute  “cold,”  shout- 
ing at  a baseball  game,  or  the  inhalation  of 
irritating  gasses.  When  it  lasts  for  any  con- 
siderable length  of  time,  a careful  laryngeal 
as  well  as  general  physical  examination  is 
imperative.  Besides  carcinoma,  syphilis,  and 
tuberculosis,  chronic  hoarseness  is  caused  by 
overuse  of  tobacco  and  alcohol,  improper  use 
of  the  voice,  chronic  infection  of  the  upper 
part  of  the  respiratory  tract,  and  hypertrophy 
of  the  pharyngeal  lymphoid  tissue,  especially 
at  the  base  of  the  tongue — the  lingual  tonsil, 
which  is  the  base  of  the  Waldeyer’s  ring  of  the 
older  anatomists. 

Laryngeal  conditions  usually  arise  second- 
ary to  some  lesion  elsewhere.  Laryngeal 
tuberculosis  is  rarely  primary,  almost  always 
secondary  to  lung  tuberculosis.  The  infiltra- 
tions in  laryngeal  tuberculosis  are  found  mostly 
in  the  posterior  portions  (posterior  commis- 
sure), especially  the  arytenoid  cartilages  and 
the  interarytenoid  space.  Syphilis  is  the  dry 
lesion  and  may  involve  one  or  both  cords, 
often  a punched-out  ulceration.  Carcinoma 
may  manifest  itself  in  several  varieties  and  in 
various  situations,  but  it  is  most  frequently 
seen  in  its  early  and,  therefore,  most  curable 
stage  in  the  anterior  half  of  a vocal  cord,  from 
whence,  however,  it  may  spread  in  any  direc- 
tion. A malignant  mass  situated  only  on  the 
vocal  cord  is  termed  intrinsic  cancer,  and  by 
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means  of  surgery  and  radiation  favorable  re- 
sults have  been  reported  by  bronchologists. 
Where  the  mass  has  extended  to  the  struc- 
tures outside  the  true  vocal  cords,  it  is  termed 
extrinsic  cancer.  The  latter  condition  is 
only  operable  by  laryngectomy  because  the 
infiltration  is  widespread.  It  is  clear,  there- 
fore, that  the  early  diagnosis  and  proper 
management  of  intrinsic  laryngeal  cancer 
may  save  life.  The  laryngeal  surgeons  have 
now  accumulated  sufficient  data  and  statis- 
tics to  prove  their  results  even  in  many  cases 
of  several  years  standing. 

Many  primary  blood  dyscrasias  produce 
lesions  in  the  nose  and  throat  which  may  lead 
to  early  recognition  of  a serious  general  con- 
dition that  otherwise  might  escape  notice. 
A sore  tongue  or  glossitis  is  common  in  a large 
percentage  of  cases  suffering  with  pernicious 
anemia.  Red  patches  on  the  dorsum,  small 
blister-like  elevations  on  the  sides,  and  even- 
tually shallow,  painful  ulcers  of  short  duration 
but  showing  recurrence  are  characteristic 
enough  to  call  for  an  immediate  blood  study, 
as  does  the  smooth,  glazed  tongue  of  the 
later  stages  (W.  E.  Grove).  Large  blister-like 
lesions  anywhere  on  the  mucosa  of  the  pharynx 
and  fauces  suggest  early  pemphigus  which  is 
confirmed  by  finding  similar  lesions  on  the 
skin  in  various  parts  of  the  body.  Fortunately 
this  is  a rare  disease. 

The  appearance  of  necrotic  and  gangrenous 
processes  in  the  throat  and  mouth,  especially 
if  accompanied  by  fever  and  prostration,  sug- 
gests an  acute  leukemia  (lymphatic,  myelo- 
genous, or  monocytic)  and  is  often  accom- 
panied by  serious  hemorrhages,  cough,  dysp- 
nea, and  adenopathies. 

These  lesions  also  occur  in  the  chronic  leu- 
kemias and  are  accompanied  by  glandular 
hypertrophies,  especially  of  the  tonsils,  in 
which  case  disastrous  results  may  be  en- 
countered if  removal  is  practiced  under  a mis- 
taken diagnosis.  Hemorrhage  into  the  inner 
and  middle  ear  often  occurs  in  these  dyscra- 
sias, and,  even  if  the  general  disease  is  brought 
under  a measure  of  control,  irreparable  dam- 
age is  done  to  the  hearing  or  vestibular  func- 
tions. In  the  latter  case  we  have  the  typical 
Meniere’s  syndrome.  Therefore,  if,  in  an 
otherwise  healthy  subject,  sudden  deafness, 
tinnitus  aurium,  and  vertigo  appear,  a hemo- 
gram is  indicated  at  once. 

Generalized  cervical  adenopathy  (particu- 
larly of  the  posterior  cervical  chain),  small 
ulcerations  on  the  pharyngeal  mucosa,  swelling 
of  all  lymphoid  structures  even  suggesting 
peritonsillitis,  malaise,  fever,  and  headache 


are  the  frequent  or  usual  accompaniments  of 
infectious  mononucleosis.  The  appearance 
of  the  throat  may  be  wrongfully  diagnosed  as 
due  to  influenza,  grippe,  typhoid  fever,  Ger- 
man measles,  simple  pharyngitis,  tonsillitis, 
quinsy,  scarlet  fever,  diphtheria,  Vincent’s 
angina,  agranulocytosis,  or  many  other  gen- 
eral or  local  infections,  and  only  a careful  blood 
study  can  clarify  the  situation  (Grove).  So 
also  a careful  blood  study  is  the  only  sure 
means  of  diagnosing  granulocytopenia,  when 
necrotic,  spreading,  ulcerations  are  encoun- 
tered in  the  buccopharyngeal  mucous  mem- 
brane. 

Cases  of  peritonsillar  abscess  and  retro- 
pharyngeal abscess  require  adequate  drainage 
at  the  proper  time.  Peritonsillar  abscess,  or 
quinsy,  is  caused  by  infected  tonsils.  If  the 
collection  of  pus  around  the  tonsil  is  not  freely 
drained,  one  of  several  dangerous  sequelae 
may  arise.  The  pent-up  pus  may  erode  into 
one  of  the  great  vessels  and  cause  septicemia 
or  a violent  hemorrhage.  On  the  other  hand, 
the  resulting  inflammation  may  extend  down- 
ward and  produce  edema  of  the  larynx — 
always  a very  dangerous  condition.  Retro- 
pharyngeal abscess  is  more  serious  than 
quinsy  and  calls  for  skillful  incision,  with 
mouth  gag  in  position  and  without  the  use  of 
any  anesthetic.  Use  of  a bistoury,  properly 
taped,  and  prompt  turning  of  the  head  down- 
ward immediately  after  incision  to  evacuate 
the  septic  contents  are  important  points  in 
the  technic.  The  acute  retropharyngeal  cases 
must  not  be  confused  with  the  chronic  forms 
that  are  due  to  caries  of  the  cervical  vertebrae 
and  belong  in  the  domain  of  the  orthopedist. 
Patients  with  abscess  either  in  the  retro- 
pharynx  or  in  the  peritonsillar  tissues  suffer 
great  pain  and  are  unable  to  open  their 
mouths  because  of  the  inflammation.  They 
are  virtually  starving,  and  it  is  remarkable 
how  quickly  they  become  dehydrated  and 
lose  weight. 

Acute  infective  laryngo tracheobronchitis  in 
children  is  not  a very  common  condition  but 
a number  of  cases  are  seen  every  winter  in 
the  bronchologic  clinics.  This  condition  is  an 
acute  septic  inflammation  of  the  mucosa  of  the 
larynx,  trachea,  and  bronchi,  characterized 
in  typical  cases  by  toxemia,  edema  of  the 
larynx,  and  thick,  viscid,  obstructive,  often 
crusting,  nonmembranous  exudate  in  the 
tracheobronchial  tree.  This  disease  occurs 
epidemically,  endemically,  and  sporadically. 
It  is  often  overlooked  as  a “cold.”  The  eti- 
ology is  an  infection,  and  the  disease  is  con- 
tagious. No  specific  microorganism  has  been 
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isolated.  Many  of  the  streptococci  are  found 
in  the  secretions.  The  endoscopic  picture  in 
some  cases  shows  a dry,  velvety  mucosa, 
mottled  by  erosions,  with  crusts  obstructing 
the  bronchial  orifices;  other  cases  show  vary- 
ing swellings  with  gummy  pus,  red,  inflam- 
matory mucosa,  and  no  air  bubbling  past. 
These  cases  are  profoundly  toxic.  Culture 
will  differentiate  them  from  diphtheria.  Com- 
plications are  the  rule — blood-stream  infec- 
tion, endocarditis,  pericarditis,  and  myocar- 
ditis. Often  the  toxemia  damages  the  cardiac 
muscles  to  such  an  extent  as  to  render  them 
incapable  of  functioning  and  also  causes  an 
associated  pulmonary  condition,  for  these 
cases  have  elements  of  bronchitis  and  bron- 
chopneumonia with  atelectatic  areas. 

The  treatment  of  this  disease  resolves  itself 
into  general  and  local  measures.  The  pedi- 
atrician must  be  on  the  lookout  for  visceral 
complications  and  combat  them  to  the  utter- 
most. The  duty  of  assuring  an  adequate  air- 
way falls  to  the  laryngologist,  and  the  most 
certain  manner  of  accomplishing  this  is  to 
have  the  child  properly  hospitalized  where 
tracheotomy  and  all  the  necessary  broncho- 
logic  procedures  and  technic  can  be  carried 
out  in  extenso. 

Edema  of  the  larynx,  though  not  so  com- 
mon as  other  forms  of  laryngitis,  is  not  a rare 
disease.  It  is  sometimes  secondary  to  Lud- 
wig’s angina,  peritonsillar  and  retropharyn- 
geal abscess,  allergic  states,  etc.,  and  exten- 
sion by  continuity  of  tissue  is  the  rule.  Many 
of  the  commoner  pyogenic  cocci  have  been 
demonstrated  bacteriologically.  Occasion- 
ally it  may  occur  primarily.  The  larynx 
appears  as  two  large,  round,  red  eminences, 
the  mound  extending  all  the  way  to  the 
epiglottis  on  each  side.  The  latter  may  or 
may  not  be  involved  but  it  is  very  red.  The 
patient  is  hoarse,  and  the  general  symptom 
is  one  of  an  acute  septic  inflammation.  Many 
complications  can  arise,  septicemia,  cardiac 
failure,  and  asphyxia  being  the  more  common 
ones.  The  disease  calls  for  systemic  treat- 
ment, adequate  elimination  by  skin,  kidney, 
and  bowel,  abundance  of  fruit  juices  and 
vegetables,  and  tracheotomy  when  dyspnea 
supervenes. 

Asphyxia  is  defined  by  Chevalier  Jackson 
as  “Death  for  want  of  oxygen  and  carbon  di- 
oxide in  the  tissues.”  It  is  stated  that  98  per 
cent  of  all  deaths  with  the  patient  on  his 
back,  as  he  usually  is,  are  by  asphyxia  in  the 
terminal  stage  because  of  the  check-valve  ac- 
tion of  the  tongue.  The  “lingual  check 
valve”1  is  often  the  direct  cause  of  death. 


The  tongue  becomes  obstructive,  and  in  a 
dorsally  recumbent  person  it  becomes  a check 
valve  permitting  egress  from,  but  not  ingress 
of,  air  into  the  lungs.  Such  cases  must  be 
properly  handled  and  tanks  of  oxygen  (plus 
5 per  cent  carbon  dioxide)  should  be  kept  at  all 
first-aid  stations.  When  artificial  respiration 
is  given,  the  tongue  should  be  pulled  forward 
to  allow  free  ingress  of  air.  The  puffing  for- 
ward of  the  tongue  and  turning  the  patient  on 
his  face  eliminates  the  lingual  check  valve. 

Another  cause  of  alarming  dyspnea  is  bi- 
lateral abductor  paralysis  which  may  so  inter- 
fere with  respiration  that  a tracheotomy  be- 
comes necessary  to  save  life.  This  sometimes 
follows  thyroidectomy,  either  from  trauma- 
tism to  the  recurrent  laryngeal  nerves  during 
the  operation  or  their  later  involvement  in  the 
resulting  scar  tissue,  or  it  may  be  central  in 
origin. 

Tinnitus  aurium  is  a distressing  symptom 
often  encountered  in  general  practice.  In 
the  absence  of  any  local  ear  disease,  some 
constitutional  factor  is  usually  the  cause: 
vascular  lesions;  hypertension;  excessive  use 
of  coffee,  tobacco,  alcohol,  certain  drugs  as 
quinine  and  salicylates;  climatic  and  atmos- 
pheric conditions;  pregnancy;  gastrointesti- 
nal disturbances;  and  varying  foci  of  infec- 
tion. This  symptom  requires  an  investiga- 
tion of  the  physical  condition  of  the  patient, 
with  a check-up  of  the  acoustic  and  non- 
acoustic labyrinth  as  well  as  foci  of  infection 
in  the  head  and  elsewhere.  Elimination  of 
such  infected  foci  as  devitalized  teeth,  infected 
tonsils,  correction  of  nasal  faults,  and  sinus 
suppuration  as  well  as  the  elimination  of  dis- 
tant foci  will  greatly  aid  many  cases.  If, 
however,  the  tinnitus  aurium  is  due  to  some 
intracranial  condition,  no  favorable  results 
will  be  obtained  by  any  measures  outlined 
above.  Often  tinnitus  is  due  to  pathologic 
processes  in  the  eustachian  tube,  middle  ear, 
and  inner  ear,  of  which  the  last  named  is  the 
most  common  cause  if  any  ear  disease  at  all 
is  present.  Otosclerosis  comes  under  this 
heading.  Many  newer  plans  of  therapy  have 
been  adopted  for  the  treatment  of  this  dis- 
turbing symptom.  All  cases  of  tinnitus 
aurium  call  for  a complete  overhauling  of  the 
economy. 

Vertigo  is  another  common  symptom  of  vari- 
able etiology.  It  may  be  the  local  manifesta- 
tion of  a general  condition,  i.e.,  some  toxic  or 
metabolic  fault  either  in  the  colon,  gallbladder, 
teeth,  and/or  other  loci  irritating  the  non- 
acoustic labyrinth.  The  nonacoustic  laby- 
rinth is  older  than  the  acoustic  labyrinth  and  is 
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more  resistant  to  irritating  influences  than 
the  latter.  Nevertheless,  many  toxic  con- 
ditions may  exist  in  the  body  which  could 
conceivably  irritate  this  structure.  Any 
space-taking  lesion  in  the  brain  may,  by 
pressure,  interfere  with  the  normal  function  of 
this  finely  balanced  mechanism  whose  func- 
tion is  motion  sensing  and  equilibrium. 

When  confronted  with  a case  of  vertigo,  it 
is  important  to  check  the  ear  by  appropriate 
tests,  such  as  voice,  whisper,  tuning  forks,  and 
audiometer,  in  order  to  analyze  the  acoustic 
efficiency  and  then  to  conduct  vestibular 
tests,  both  by  the  turning  chair  and  douching 
the  ear  with  cold  water  at  68  F.  The  pur- 
pose of  these  vestibular  tests,  often  referred 
to  as  the  Barany  tests,  is  to  elicit  certain 
normal  or  abnormal  reactions  by  stimulating 
the  semicircular  canals  of  the  internal  ear. 

The  vestibular  (Barany)  tests  are  valuable 
in  the  diagnosis  and  localization  of  lesions  of 
the  inner  ear  and  in  many  instances  have  been 
a tremendous  aid  in  localizing  intracranial 
lesions  where  other  methods  were  without 
success.  Differential  lesions  of  the  intra- 
cranial structures  can  often  be  brought  to 
light  by  this  means,  as  has  been  shown  by 
Jones,  Shuster,  and  many  others  who  have 
also  stressed  the  fact  that  these  tests  must  be 
considered  as  only  one  link  in  the  diagnostic 
chain  of  studies.  Functional  impairment  of 
the  ear  may  be  an  expression  of  a space-tak- 
ing lesion  in  the  brain  or  of  toxic,  metabolic 
fault,  all  of  which  should  be  thoroughly  in- 
vestigated. 

Unilateral  deafness  not  due  to  traumatism, 
leukemia,  or  middle-ear  infection  is  most 
frequently  due  to:  (1)  otosclerosis,  a con- 
stitutional condition  of  unknown  etiology, 
accompanied  by  tinnitus  aurium  and,  fre- 
quently, by  vertigo,  eventually  becoming  bi- 
lateral and  of  approximately  equal  degree  in 
each  ear,  and  rarely  progressing  to  total  loss 
of  hearing  function;  (2)  acoustic  neuromas,  of 
which  it  is  often  the  earliest  recognized  sign, 
leading  to  total  deafness  and  extinction  of  the 
entire  vestibular  function  on  the  involved 
side  and  loss  of  reactibility  in  the  vertical 
semicircular  canals  on  the  contralateral  side — 
tumors  in  the  cerebellopontile  angle,  there- 
fore, are  frequently  accompanied  by  vertigo 
and,  in  the  later  stages,  by  other  neurologic 
signs  of  a space-taking  intracranial  lesion; 
(3)  a neoplastic  growth,  benign  or  malignant, 
in  the  lateral  wall  of  the  epipharynx,  filling 
Rosenmuller’s  fossa  and  occluding  the  phar- 
yngeal orifice  of  the  eustachian  tube  on  one 
side. 


Cavernous  sinus  thrombophlebitis  is  still 
the  most  deadly  complication  faced  by  the 
otolaryngologist.  It  is,  at  times,  secondary 
to  lateral  sinus  infection  through  the  petrosal 
sinuses,  but  more  frequently  it  follows  acute 
infection  of  the  paranasal  sinuses  and  still 
more  often  apparently  trivial  skin  suppura- 
tions in  the  butterfly  area — the  region  of  the 
upper  lip,  cheeks,  and  nasal  tip.  The  symp- 
toms are  definite  and  striking:  headache, 
edema  of  one  or  both  eyelids,  chemosis  and 
massive  edema  of  the  orbital  conjunctiva, 
proptosis  and  fixation  of  the  eyeball,  rapid 
spread  of  all  these  signs  to  the  opposite  side, 
symptoms  of  meningitis  or  septicemia,  chill 
and  a septic  type  of  fever,  bacteremia,  and 
death  in  the  vast  majority  of  cases.  Unfor- 
tunately, once  the  disease  is  sufficiently  es- 
tablished to  give  signs  and  symptoms,  recov- 
ery is  rarely  obtainable,  but  prophylaxis 
should  be  practiced  in  all  cases  of  small  sup- 
purations in  the  front  of  the  face.  Furuncles 
should  be  treated  with  great  respect  and  never 
should  be  squeezed  or  incised  until  a definite 
area  of  necrosis  appears  and  then  only  deeply 
enough  to  give  vent  to  the  purulent  secretion. 
The  practice  of  puffing  hairs  from  the  nasal 
vestibule  is  utterly  to  be  condemned. 

Conclusions 

The  early  recognition  of  serious  lesions  of 
the  nose,  throat,  and  ear  can  only  be  obtained 
by  appreciating  the  anatomic  relationship 
of  the  nose,  accessory  sinuses,  and  ear  to  the 
intracranial  structures,  especially  the  intimate 
blood  and  lymph  vascular  nutritional  supply 
with  tributaries  connecting  all  of  these  impor- 
tant structures  almost  as  one  unit,  thus  ex- 
plaining the  pathway  of  infection  from  one 
locus  to  another,  bearing  the  cardinal  prin- 
ciple in  mind  that  “inflammation  no  matter 
where,  is  always  the  same”  (Ravdin).  For- 
tunately, physiology  (function)  also  enters 
into  all  living  processes  which,  by  the  infinite 
principles  contained  in  this  cornerstone  of 
medicine,  cause  numerous  modifications. 
Otherwise,  every  sinus  or  ear  suppuration 
would  immediately  involve  the  brain,  which 
happily  is  not  the  case.  Malignancies,  to  be 
dealt  with  properly,  must  be  recognized 
early.  Finally,  the  normal  functioning  of 
the  upper  part  of  the  respiratory  tract  will  go 
far  in  preventing  serious  lesions  of  the  nose, 
throat,  and  ear,  with  resultant  involvement 
of  the  eyes,  lungs,  brain  and  its  coverings,  and 
other  loci  minores  resistentiae. 
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ALL  biologic  processes  are  essentially  chemi- 
- cal  in  nature.  The  clarification  of  this 
fundamental  concept  is  proceeding  slowly  but 
surely  to  a wider  and  more  significant  under- 
standing of  our  body  economy.  In  no  field 
have  the  advances  been  more  brilliant  than 
those  being  made  in  the  realm  of  sexual 
physiology.  On  the  basis  of  the  pioneer  re- 
search of  Windaus  and  others  on  the  skeletal 
structure  and  chemical  properties  of  the 
sterols,  biochemists  have  isolated,  determined 
the  chemical  structure  of,  and  partially  syn- 
thesized estrone,  testosterone,  progesterone, 
desoxycorticosterone,  and  a host  of  their 
derivatives.  To  this  particular  group  of 
compounds  the  general  term  of  steroids  has 
been  applied. 

Struck  by  the  close  structural  relationship 
between  estrone  and  the  phenanthrene  group 
of  carcinogens,  Dodds  and  his  co-workers  soon 
found  that  the  latter  group  were  also  weakly 
estrogenic  (Fig.  1).  The  search  for  a more 
potent  estrogenic  substance  led  this  school  to 
a study  of  p-anol.  At  first,  Dodds  and  his 
co-workers  believed  that  this  substance  was 
the  long-sought  desideratum  of  their  modern 
alchemy.  Further  study,  however,  soon  re- 
vealed that  the  very  potent  action  of  p-anol 
was  in  reality  due  to  a contaminant.  In  a 
very  short  time  these  brilliant  chemists  iso- 
lated and  synthesized  a new  group  of  com- 
pounds possessing  marked  estrogenic  activity.1 

Among  the  most  potent  of  these  was  diethyl- 
dihydroxystilbene,  most  commonly  known  as 
stilbestrol.  In  the  short  space  of  two  years 
since  the  preliminary  report  of  the  isolation  of 
stilbestrol,  an  extensive  literature,  both  experi- 
mental and  clinical,  has  confirmed  the  original 
findings  of  Dodds  and  his  co-workers  that 
stilbestrol  not  only  duplicates  practically 
every  action  of  the  naturally  occurring  estrone 
but  that  it  is  a more  potent  estrogen  weight 
for  weight.  Moreover,  stilbestrol  retains  al- 
most all  its  potency  when  administered  orally.1 
The  concensus  of  these  reports  is  now  widely 
known. 

This  report  is  concerned  with  the  effects  of 
stilbestrol  upon  the  initiation  and  maintenance 
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of  lactation,  in  preventing  and  relieving  pain- 
ful engorgement  of  the  breasts  in  the  puerperal 
patient,  as  a “priming”  agent  for  the  induction 
of  labor  in  the  pregnant  patient,  and  as  an 
adjuvant  in  the  management  of  the  patient 
with  a menopausal  syndrome.  Its  use  in  the 
treatment  of  senile  vulvovaginitis  as  well  as 
in  the  management  of  gonorrheal  vulvo- 
vaginitis in  children  is  briefly  discussed. 

1.  Lactation 

Lactation  may  be  defined  as  the  secretion  of 
milk  by  the  mammary  gland.  The  physiologic 
processes  involved  are  essentially  endocrine 
in  nature.  The  development  of  the  lobule- 
alveolar  system  of  the  glands  of  the  breasts 
proceeds  under  the  influence  of  the  ovarian 
hormones.2  Their  effects  are  more  marked 
during  pregnancy.  After  parturition,  the 
initiation  of  the  process  of  secretion  of  milk 
by  the  mammary  gland  is  directly  dependent 
upon  the  presence  of  the  anterior  lobe  of  the 
pituitary,  for  hypophysectomy  during  late 
pregnancy  will  prevent  milk  secretion  post- 
partum.3 The  anterior  pituitary  is  also  es- 
sential for  the  maintenance  of  established 
lactation,  for  removal  of  the  hypophysis  at 
this  time  will  result  in  a rapid  and  complete 
cessation  of  milk  secretion.3 

While  the  initiation  of  lactation  appears  to 
proceed  under  purely  hormonal  influences,  the 
maintenance  of  established  lactation  requires, 
in  addition  to  the  hormonal  factors,  a neuro- 
genic one.  This  is  the  act  of  suckling,  which 
reflexly  stimulates  the  release  of  lactogenic 
principle  by  the  anterior  pituitary.4  In  this 
manner  the  continued  secretion  of  milk  is 
maintained. 

Clearly , then,  the  process  of  lactation  resolves 
itself  into  two  fundamental  mechanisms — first, 
the  initiation  of  lactation  by  hormonal  factors 
and,  second,  the  maintenance  of  established 
lactation  by  both  hormonal  and  neurogenic 
agencies . 

Failure  to  differentiate  clearly  these  two 
basic  principles  may  account  for  much  of  the 
apparently  contradictory  experimental  evi- 
dence. The  latter  has  been  adequately  re- 
viewed recently  by  Turner.5  In  brief,  experi- 
mental evidence  for  the  inhibition  of  the  onset 
of  milk  secretion  and  suppression  of  estab- 
lished lactation  by  estrogens  is  still  far  from 
decisive. 
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Fig.  1.  The  structural  formulas  of  the  natural 

estrogen,  estradiol;  the  phenanthrene  nucleus  of 
certain  carcinogens;  p-anol  and  the  synthetic 
estrogen  diethyldihydroxvstilbene  most  com- 
monly known  as  stilbestrol. 

In  spite  of  the  inconclusive  experimental 
evidence,  many  clinical  reports  have  appeared 
claiming  inhibition  or  suppression  of  lactation 
in  the  human  with  estrogens,  including  stil- 
bestrol. Orally,  the  dosage  has  ranged  from 
3 mg.  of  estrone6  to  60  mg.  of  stilbestrol.7 
Intramuscularly,  doses  up  to  25  mg.  of  estra- 
diol benzoate  have  been  used.8  Unfortunately, 
these  reports  cannot  be  properly  evaluated, 
for  the  baby  was  removed  from  the  breast 
simultaneously  with  the  administration  of  the 
estrogen,  and  it  is  a well-known  fact  that  the 
maintenance  of  lactation  is  dependent  upon 
the  nervous  stimulus  of  suckling  or  its  equiva- 
lent. 

In  view  of  the  unconvincing  experimental 
evidence  and  clinical  data,  it  was  decided  to 
investigate  the  effect  of  estrogens  upon  lacta- 
tion in  the  human.  The  estrogen  chosen  was 
stilbestrol,  since  it  retains  almost  all  its 
potency  on  oral  administration  while  its  ad- 
ministration requires  a minimum  of  nursing 
care.  This  study  was  divided  into  three 
parts. 

I.  The  effect  of  stilbestrol  upon  established 
lactation  in  the  nursing  mother  was  investi- 
gated first.  For  this  purpose  a group  of  50 
mothers  whose  babies  were  normal  in  every 
respect  and  who  gave  a history  of  having  ade- 
quately nursed  a previous  child  for  at  least 
three  months  were  chosen.  The  babies  were 
allowed  to  nurse  for  twenty  minutes  five 
times  a day.  The  daily  amount  of  mother’s 
milk  was  computed  from  ante  cibum  and  post 
dbum  weighings.  Half  the  group  served  as 


controls.  Stilbestrol,  in  dosages  ranging  from 
50  to  500  mg.,  was  administered  orally  over  a 
course  of  one  to  four  days  after  lactation  had 
been  adequately  established  for  twenty-four 
to  seventy-two  hours.  Briefly  summarized, 
the  results  obtained  demonstrated  no  apparent 
suppression  of  lactation  as  judged  by  the 
baby’s  daily  weight  as  well  as  the  total  amount 
of  milk  secreted  daily.  Clearly , then,  the  estro- 
gen, stilbestrol,  does  not  affect  established  lacta- 
tion in  the  nursing  human  being. 

II.  The  effect  of  stilbestrol  upon  the  initia- 
tion of  the  secretion  of  milk  in  the  nursing 
human  being  was  then  studied.  Using  the 
same  control  group  of  25  mothers  and  babies 
as  in  the  first  experiment,  another  group  of  25 
was  selected  using  the  same  criteria.  Begin- 
ning soon  after  parturition,  this  test  group 
received  from  50  to  1,000  mg.  of  stilbestrol 
orally,  in  divided  cases,  over  the  course  of  the 
first  three  to  ten  postpartum  days.  The  babies 
were  allowed  to  nurse  as  usual. 

Briefly  stated,  it  was  found  that  the  onset 
of  lactation  on  the  third  or  fourth  day  post- 
partum was  not  prevented.  It  was  noted, 
however,  especially  when  the  dosage  exceeded 
200  mg.  of  stilbestrol  that  the  average  normal 
range  of  71/?  to  14  ounces  of  mother’s  milk 
daily  was  not  reached  until  two  to  seven  days 
after  the  last  dose  of  stilbestrol,  depending 
upon  the  total  dosage.  In  every  case,  how- 
ever, lactation  was  adequately  established, 
provided  the  baby  continued  to  nurse,  soon 
after  the  stilbestrol  was  discontinued. 

Evidently,  then,  the  estrogen,  stilbestrol,  does 
not  inhibit  the  onset  of  lactation,  although  in 
adequate  dosage  it  will  delay  the  appearance  of 
the  normal  average  amount  of  milk  secretion  in 
the  nursing  human  being  for  two  to  seven  days 
after  the  last  dose  of  stilbestrol. 

III.  The  next  question  to  be  answered, 
then,  was  this:  since  estrogens  neither  sup- 
press nor  inhibit  lactation  if  the  baby  nurses, 
will  they  prevent  or  relieve  painful  engorge- 
ment of  the  breasts  if  the  baby  does  not  nurse? 

A third  group  of  65  full-term  patients  was 
then  chosen.  In  55  the  indication  for  not  nurs- 
ing was  present  at  the  time  of  delivery.  (It 
was  thought  advisable  not  to  include  post- 
abortal cases  in  this  series  since  in  the  vast 
majority  the  degree  of  painful  engorgement, 
if  any,  was  mild,  and  the  amount  of  milk 
secretion,  if  any,  was  slight  and  transitory.) 
Fluids  were  not  restricted,  while  in  some  cases 
they  were  purposely  forced. 

After  trials  of  varying  dosages  it  was  found 
that  the  most  consistent  results  were  secured 
with  the  following  schedule.  Five  milli- 
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grams  of  stilbestrol  were  given  twice  the  first 
day  and  then  one  5-mg.  tablet  each  day  for 
three  or  four  days.  The  same  dosage  was 
continued  for  five  or  six  days  in  multiparas 
who  gave  a history  of  having  lactated  well 
before.  The  total  dosage,  therefore,  ranged 
from  25  to  40  mg. 

Twenty  of  these  55  patients  showed  some 
slight  transitory  heaviness  or  filling  of  the 
breasts  anywhere  from  the  fifth  to  the  eleventh 
postpartum  day.  This  engorgement,  as  a 
rule,  was  practically  painless  and  merely  con- 
sisted of  some  slight  heaviness  of  the  breasts 
with  an  occasional  transient  secretion  of  milky 
fluid.  These  patients  were  usually  relieved 
by  merely  using  a moderately  loose,  uplift 
breast  binder. 

In  this  group  painful  engorgement  was  pre- 
vented in  48  cases  or  87.3  per  cent,  even 
though  some  painless  filling  of  the  breasts 
appeared  in  20  or  36.3  per  cent.  Poor  results 
were  obtained  in  7 cases  or  12.7  per  cent. 

Of  this  third  group  of  65  patients,  there  was 
10  women  in  whom  established  lactation  had 
to  be  interrupted  for  various  reasons.  Stil- 
bestrol was  given  only  to  those  patients  who 
had  been  lactating  well  up  to  the  time  inter- 
ruption was  necessary.  For  example,  a 
patient  with  fissured  nipples  caused  by  the 
baby  suckling  on  a poorly  lactating  breast 
was  obviously  not  given  hormonal  therapy. 

The  following  dosage  was  used.  Twenty- 
five  milligrams  of  stilbestrol  was  given  as  an 
immediate  single  dose.  Ten  milligrams  was 
given  the  next  day,  and  then  5 mg.  each  day 
for  three  days  making  a total  of  50  mg. 
Marked  relief  was  apparent  in  9 (90  per  cent) 
at  the  end  of  eighteen  to  twenty-four  hours. 

The  reason  for  the  apparently  confusing 
clinical  reports  on  the  effect  of  estrogens  upon 
lactation  now  becomes  evident.  No  attempt 
had  been  made  to  differentiate  painful  engorge- 
ment of  the  breast  from  the  process  of  the 
initiation  of  milk  secretion.  Painful  engorge- 
ment of  the  breast  is  not  caused  by  distention 
of  the  ducts  with  milk.  Painful  engorgement 
is  brought  about  by  vascular  and  lymphatic 
stasis.9 

2.  Induction  of  Labor 

Because  of  various  indications,  most  par- 
ticularly toxemias  and  postmaturity,  it  is 
often  desirable  to  induce  labor.  In  approxi- 
mately 95  per  cent  of  the  cases  a Watson  in- 
duction (castor  oil,  hot  enema,  quinine,  and 
pituitrin)  yields  satisfactory  results.  The 
management  of  the  small  group  of  failures 
(5  per  cent),  however,  constitutes  one  of  the 
greatest  obstetric  problems. 


The  now  classic  work  of  Reynolds10  and 
others  has  amply  demonstrated  that  normal 
uterine  contractility  is  primarily  dependent 
upon  estrogens.  Since  stilbestrol  is  such  an 
active  estrogen,  it  was  used  in  the  induction 
of  labor.  Cases  were  deliberately  chosen 
from  that  small  group  of  patients  who  failed 
to  respond  to  one  or  more  Watson  inductions 
given  at  intervals  of  forty-eight  hours. 

The  following  case  is  illustrative  of  our  ap- 
proach. 

M.  B.,  white  primigravida,  aged  36,  was  ad- 
mitted seventeen  days  before  term  because  of  a 
mild  albuminuria  and  a rise  in  blood  pressure. 
In  addition  she  had  a prominent  and  rigid 
coccyx,  while  it  was  felt  that  her  baby  was 
large.  Moreover,  x-ray  pelvimetry  indicated  a 
narrowed  midpelvis.  Accordingly,  she  received 
a full  Watson  induction  during  the  course  of 
which  the  membranes  ruptured  spontaneously. 
She  failed  to  go  into  labor.  Forty-eight  hours 
later  a second  Watson  induction  was  given  and 
again  she  failed  to  go  into  labor.  Two  days 
later,  she  received  10  mg.  of  stilbestrol  orally 
every  hour  for  ten  doses,  making  a total  of  100 
mg.  This  was  followed  an  hour  later  by  the 
routine  Watson  induction.  After  the  first  dose 
of  pituitrin,  she  went  into  strong  active  labor. 
In  ten  hours  she  was  fully  dilated,  labor  was 
terminated  by  a midforceps  delivery  because  of 
midpelvic  arrest  of  over  three  hours.  The  baby 
weighed  3,715  Gm.  (8  pounds  2 ounces). 

In  similar  cases  where  stilbestrol  was  used 
in  dosages  of  100  to  200  mg.  only  as  an  agent 
for  priming  the  uterus  to  such  oxytoxics  as 
quinine  and  pituitrin,  there  was  an  excellent 
response  in  80  per  cent  of  the  patients  treated 
to  date,  labor  having  been  effected  in  four 
to  twelve  hours  in  practically  all  the  success- 
ful cases.  The  result  has  been  unsuccessful 
where  stilbestrol  was  used  alone  without 
oxytoxics,  except  in  cases  of  secondary  uterine 
inertia. 

It  is  readily  admitted  that  the  evidence 
here  is  only  strongly  suggestive  and  is  far 
from  conclusive.  Clinically,  however,  the 
results  have  been  encouraging  enough  to  war- 
rant further  investigation. 

3.  The  Management  of  the  Menopausal 
Patient  with  Particular  Reference  to 
Stilbestrol 

The  menopausal  syndrome  may  occur  dur- 
ing or  after  the  transition  period  at  which  the 
reproductive  function  ceases.  This  phenome- 
non is  a normal  physiologic  one,  characteristic 
of  the  process  of  ageing.  In  some  individuals 
marked  vasomotor  instability  results.  For 
the  purpose  of  this  report,  we  have  taken  as 
our  criteria  only  the  characteristic  hot  flushes. 
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Fig.  2.  The  apparatus  used  in  making  pellets 
is  shown  at  A (the  mold)  and  B (the  compressor) . 
At  C is  shown  a 8.5  mg.  pellet  of  stilbestrol  which 
is  to  be  placed  in  the  No.  12  needle,  E.  The 
needle  is  then  inserted  subcutaneously  over  the 
lateral  aspect  of  the  thigh  after  first  making  a 
wheal  in  the  skin  with  local  anesthetic.  The  pel- 
let is  then  deposited  in  the  subcutaneous  tissue  by 
plunging  the  trocar,  D,  home.  It  is  to  be  noted 
that  the  trocar  is  slightly  longer  than  the  needle. 

Very  important,  indeed,  in  the  management 
of  the  menopausal  patient  is  the  correct  diag- 
nosis. This  is  frequently  rather  difficult,  and 
as  a result  one  may  be  forced  to  judge  the 
correctness  of  the  diagnosis  by  the  response 
to  therapy.  Since  it  is  a well-known  fact  that 
the  vasomotor  phenomena  of  the  menopause 
are  very  greatly  influenced  by  the  patient’s 
own  psyche,  one  must  delve  not  only  into  the 
patient’s  medical  history  but  also  into  her 
social  and  economic  problems  in  order  to 
evaluate  the  patient  as  a whole,  not  as  a 
diagnosis. 

When  the  conclusion  is  tentatively  made 
that  the  patient  is  suffering  from  a true 
menopausal  syndrome,  the  following  plan  of 
therapy  is  instituted  in  the  “menopause” 
clinic.  Most  important,  we  believe,  is  the 
axiom  that  each  patient  must  be  completely 
individualized.  After  securing  a detailed 
history,  the  patient  and  her  story  are  carefully 
evaluated.  Therapy  can  be  successful  only 
if  we  treat  the  patient  with  the  menopausal 
syndrome  and  not  the  menopause. 

Her  condition  is  carefully  explained  to  her. 
Her  complete  confidence  and  cooperation  are 
sought.  A simple,  sane,  hygienic  regimen, 
mental  as  well  as  physical,  is  suggested.  In 
addition,  she  is  given  adequate  sedation,  bar- 
biturates or  bromides,  and  whatever  other 
medication  may  be  deemed  necessary.  If, 
after  a fair  trial  of  two  to  four  weeks  on  this 
therapy,  the  vasomotor  symptoms  still  per- 
sist in  unabated  form,  hormonal  therapy  is 
instituted.  As  a result  of  this  procedure  only 
about  35  per  cent  of  the  patients  have  re- 


quired the  use  of  stilbestrol.  This  series 
comprised  75  cases  treated  with  stilbestrol. 

Two  methods  of  administration  have  been 
utilized.  These  are  the  oral  route  and  the 
subcutaneous  injection  of  pellets  of  crystal- 
line stilbestrol.  Experience  has  shown  that 
small  doses  of  stilbestrol  are  quite  effectual 
in  controlling  the  hot  flushes.  The  patient 
is  given  a 0.1-mg.  tablet  two  or  three  times  a 
day.  As  a general  rule  this  dosage  has  been 
sufficient.  If  necessary  the  dose  is  gradually 
increased  to  1 mg.  a day,  rarely  more.  If  the 
patient  gives  a history  suggestive  of  gall- 
bladder disease,  constipation,  or  a tendency 
to  nausea  or  vomiting,  n/2  grains  (100  mg.) 
of  a bile  acid,  desoxy cholic  acid,  have  been 
prescribed  with  each  dose.  When  the  criteria 
mentioned  above  are  used,  therapeutic  results 
have  been  uniformly  good.  It  is  felt  that  this 
is  so  because  the  patient  as  a whole,  not  the 
menopause,  has  been  treated. 

In  a small  series  of  cases,  pellets  of  crystal- 
line stilbestrol  have  been  injected  under  the 
skin  of  the  thigh.  The  following  indications 
for  the  use  of  pellets  have  been  set  forth. 
First,  it  must  be  shown  that  the  patient  will 
respond  to  stilbestrol.  Second,  she  must  ex- 
perience a return  of  symptoms  after  therapy 
has  been  discontinued.  Experience  has  shown 
that  pellets  give  the  smoothest  and  by  far 
the  best  response.  In  addition,  there  is  but 
one  injection.  The  usual  dosage  employed 
has  been  pellets  totaling  approximately  15 
mg.  These  remain  effective  for  a period  of 
two  to  three  months.  The  pellet  is  placed 
in  a No.  12  needle  and  then  injected  under 
the  skin  of  the  lateral  aspect  of  the  thigh, 
after  first  making  a small  wheal  in  the  skin 
with  a local  anesthetic.  The  trocar,  which  is 
slightly  longer  than  the  needle,  is  then  pushed 
home,  forcing  the  pellet  out.  The  needle  is 
then  withdrawn  (Fig.  2). 

Untoward  reactions  to  stilbestrol  have  been 
uncommon.  In  fact,  the  drug  has  never  been 
discontinued  in  any  patient  primarily  on  the 
basis  of  so-called  “toxic”  effects.  This  may 
be  attributed  to  the  proper  selection  and 
management  of  the  cases.  Nausea  or  some 
feeling  of  gastrointestinal  distress  was  noted 
in  about  18  per  cent  of  the  cases.  The  higher 
the  initial  dosage,  the  more  frequent  were  the 
complaints.  Accordingly,  the  patient  was 
started  out  on  0.1  mg.  a day,  and  the  dosage 
was  gradually  increased  up  to  1 mg.  daily  if 
symptoms  warranted  it.  In  rare  instances 
the  dose  had  to  be  raised  to  5 mg.  for  a short 
period  of  time  in  order  to  control  the  hot 
flushes.  As  a result  of  this  schedule  of  dosage, 
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Fig.  3a.  Fig.  3b. 

Fig.  3a.  Section  through  biopsy  of  vagina,  from  a case  of  pruritis  associated  with  senile  (atrophic) 
vaginitis. 

Fig.  3b.  Fourteen  days  later.  Response  of  vaginal  epithelium  to  stilbestrol  ointment  containing 
20  mg.  per  ounce.  Pruritis  was  markedly  relieved. 


nausea  has  become  a very  infrequent  com- 
plaint, occurring  in  but  4 per  cent.  It  is 
insisted  that  the  patient  have  a bowel  move- 
ment daily.  The  use  of  bile  salts  or  acid  prepa- 
rations has  been  found  to  be  particularly 
useful  in  preventing  or  so  allaying  gastro- 
intestinal complaints  that  the  latter  become 
insignificant. 

Patients  suffering  from  menopausal  syn- 
drome are  quite  prone  to  gastric  upsets. 
Many  will  volunteer  the  information  that 
they  frequently  feel  nauseous  after  a par- 
ticularly severe  flush.  Recently  2 cases  of 
nausea  and  vomiting  from  tablets  of  pheno- 
barbital  and  1 from  elixir  of  triple  bromides 
were  seen  in  a single  week.  One  patient  com- 
plained of  nausea  and  vomiting  afier  taking 
two  0.1-mg.  tablets  of  stilbestrol.  She,  how- 
ever, became  nauseous  and  vomited  placebo 
tablets  which  were  identical  in  appearance 
to  the  ones  containing  stilbestrol.  Two  of 
our  cases  complained  of  nausea  and  vomiting 
before  therapy  with  stilbestrol  was  started. 
Concomitant  with  relief  from  their  vasomotor 
symptoms,  the  gastrointestinal  complaints 
disappeared.  It  is  interesting  to  note  that 
large  doses  of  the  naturally  occurring  estro- 


gens have  been  noted  not  infrequently  to 
cause  nausea  and  even  vomiting.11*12 

Uterine  bleeding  as  a result  of  stilbestrol 
therapy  occurred  in  about  10  per  cent.  This 
was  particularly  evident  when  the  daily  dose 
was  1 mg.  or  more.  It  generally  occurred  when 
the  time  interval  between  doses  was  being 
increased  or  the  daily  dosage  was  being  de- 
creased. It  also  occurred  in  1 patient  who 
had  received  a large  amount  of  stilbestrol 
percutaneously  for  kraurosis  vulvae.  This 
type  of  bleeding  is  similar  to  estrin-privea 
bleeding  in  the  monkey.  One  case  of  ap- 
parently true  “menopausal  migraine”  was 
successfully  relieved. 

There  were  no  other  so-called  “toxic”  re- 
actions noted  in  this  carefully  studied  group 
of  75  patients. 

Senile  Vulvovaginitis 

In  those  patients  complaining  of  pruritis 
vulvae,  all  local  and  constitutional  courses  for 
the  irritation  were  first  excluded.  In  par- 
ticular, diabetes  mellitus  and  such  functional 
disorders  of  the  bladder  associated  with  in- 
continence of  urine  as  a marked  cystocele 
were  ruled  out.  Palliative  treatment  with 
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mild  antipruritic  ointments  was  first  tried. 
If,  however,  the  itching  was  not  relieved, 
hormonal  treatment  was  started.  By  far  the 
smoothest,  quickest,  and  best  response  was 
secured  with  the  use  of  the  percutaneous 
route  of  administration.  An  ointment  base 
of  hydrous  lanolin  containing  10  to  20  mg.  of 
stilbestrol  per  ounce  was  prescribed.  In 
cases  of  simple  senile  vaginitis  the  therapeutic 
response  was  uniformly  excellent  (Figs.  3a 
and  3b). 

Gonorrheal  Vulvovaginitis—  In  treating  this 
condition  in  children,  stilbestrol  proved  as 
efficacious  as  the  natural  estrogens,  both  in 
the  form  of  local  suppositories  and  when  ad- 
ministered orally.  The  dose  in  either  case 
was  0.1  mg.  The  oral  route  seems  the  one  of 
choice,  since  the  children  readily  take  the 
“pink”  candy  pills,  whereas  the  mother  usually 
has  to  struggle  to  insert  the  vaginal  sup- 
pository. Similar  results  have  been  reported 
by  Karnaky.11 

Comment 

There  still  remains  to  be  explained  why  the 
pregnant  and  puerperal  patient  can  tolerate 
dosages  of  stilbestrol  ranging  from  250  mg.  a 
day  to  1,500  mg.  a week  with  scarcely  any 
side  effect  except  occasional  dizziness,12  while 
the  menopausal  patient  appears  to  be  sensi- 
tive to  doses  of  5 mg.  a day.  Perhaps  some 
metabolic  factor  is  altered  at  the  time  of  the 
menopause.  Study  along  these  lines  is  now 
in  progress. 

The  significance  of  the  fact  that  stilbestrol 
is  not  inactivated  by  the  liver13  has  not  been 
duly  appreciated.  Moreover,  it  has  been 
shown  that  it  takes  from  five  to  ten  days  be- 
fore a given  dose  of  stilbestrol  finally  disap- 
pears from  the  urine.14  In  addition,  20  to  25 
per  cent  of  a given  dose  of  stilbestrol  may  be 
recovered  from  the  urine  as  compared  to  1 
to  2 per  cent  of  estrone.13*15  In  other  words, 
stilbestrol  is  easily  capable  of  a cumulative 
action.  It  is  logical,  therefore,  to  use  small 
doses.  A physiologic,  therapeutic  effect  is 
desired,  not  a pathologic  one,  presumably 
from  relative  overdosage. 

The  large  percentage  of  so-called  “toxic” 
effects  reported  by  some  workers16  has  not 
been  confirmed  either  in  the  clinic  or  private 
patients  of  our  group.  In  fact,  there  have 
been  reported  more  undesirable  side  effects 
with  digitalis,  neoarsphenamine,  ammonium 
chloride,  ferrous  sulfate,  and  sulfapyridine, 
to  mention  but  a few  commonly  used  drugs. 
More  discriminate  selection  of  patients  and 
more  judicious  use  of  proper  dose  schedules 


in  the  future  will  bring  about  a decided  reduc- 
tion of  undesirable  side  effects. 

Summary 

1.  The  synthetic  estrogen,  stilbestrol,  in 
dosages  up  to  500  mg.  does  not  affect  estab- 
lished lactation  in  the  nursing  human  being. 

2.  Stilbestrol,  if  given  in  doses  up  to 
1,000  mg.  (1  Gm.)  in  divided  doses  beginning 
soon  after  parturition,  will  not  prevent  the 
onset  of  lactation  in  the  nursing  human  being, 
although  the  appearance  of  the  average  normal 
amount  of  milk  secretion  will  be  delayed  until 
two  or  six  days  after  the  last  dose  of  stil- 
bestrol, provided  the  baby  continues  to  nurse. 

3.  Stilbestrol  in  doses  of  25  to  40  mg.  pre- 
vented painful  engorgement  of  the  breasts  in 
87.3  per  cent  of  55  nonnursing  mothers.  A 
delayed  transitory  heaviness  or  filling  of  the 
breasts,  usually  painless,  was  noted  in  20  of 
these  cases  anywhere  from  the  fifth  to  eleventh 
postpartum  day. 

4.  Stilbestrol  in  dosages  of  100  to  200  mg. 
acted  as  an  excellent  “priming”  agent  for  the 
uterus  in  80  per  cent  of  the  cases  where  one 
or  more  previous  medical  inductions  of  labor, 
including  pituitrin,  had  been  unsuccessful. 
Used  alone,  without  oxytoxics,  stilbestrol  did 
not  precipitate  labor. 

5.  The  pregnant  and  puerperal  patient  is 
remarkably  tolerant  to  stilbestrol  in  doses 
from  250  mg.  a day  to  1,500  mg.  a week.  No 
toxic  effects  were  noted  even  in  patients  with 
eclampsia  or  fulminating  toxemia  and  evident 
renal  and  liver  damage. 

6.  In  the  management  of  the  patient  suf- 
fering from  a menopausal  syndrome,  stil- 
bestrol, where  indicated,  is  an  effective  ad- 
juvant in  controlling  the  vasomotor  phe- 
nomena. Beginning  with  0.1  mg.  once  or  twice 
a day,  the  dosage  is  gradually  increased  if 
necessary.  With  discriminate  selection  of 
cases  and  judicious  use  of  dosage  schedule, 
uniformly  gratifying  results  were  secured. 
The  use  of  bile  salts  or  acids  tended  to  prevent 
or  allay  untoward  gastrointestinal  complaints. 

7.  The  use  of  pellets  of  crystalline  stil- 
bestrol injected  under  the  skin  of  the  thigh  ap- 
pears to  offer  great  promise  of  being  a most 
ideal  form  of  therapy  in  the  menopausal 
patient,  provided  the  proper  indications  for 
this  type  of  therapy  are  carefully  observed. 

8.  Stilbestrol,  in  ointment  form  in  a con- 
centration of  10  to  20  mg.  per  ounce,  applied 
locally  in  patients  with  simple  senile  vaginitis 
associated  with  pruritis  vulvae,  yields  uni- 
formly good  results. 

9.  Stilbestrol,  in  the  dose  of  0.1  mg.  per  os 
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or  in  the  form  of  vaginal  suppositories,  proved 
efficacious  in  the  treatment  of  gonorrheal 
vulvovaginitis  in  children.* 


We  wish  to  thank  Drs.  Harry  Aranow  and 
Milton  J.  Goodfriend  for  their  valuable  advice 
and  encouragement,  and  to  Dr.  S.  Appel  we 
are  indebted  for  data  on  the  use  of  stilbestrol 
in  gonorrheal  vulvovaginitis.  We  are  espe- 
cially grateful  for  the  splendid  cooperation  of 
the  nursing  staff  in  general  and  to  the  follow- 
ing in  particular — Miss  E.  Andes,  Mrs.  V. 


* Dr.  J.  A.  Morrell,  of  E.  It.  Squibb  and  Sons,  sup- 
plied stilbestrol  in  the  form  of  crystals,  tablets,  and 
vaginal  suppositories. 

Mr.  A.  A.  Ebby,  of  Ayerst,  McKenna  and  Harrison, 
supplied  stilbestrol  in  the  form  of  soft  gelatin  capsules. 

The  bile  preparations  used  were  desoxycholic  acid 
(supplied  as  Degalol  by  Riedel-de  Haen)  and  bile  salts 
(supplied  as  Crescefel  by  Ayerst,  McKenna  and 
Harrison). 


Morgan,  Miss  M.  Newton,  and  Miss  G. 
Godlis. 

Harlem  Hospital 
1000  Grand  Concourse 
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FIGHT  THE  GOOD  FIGHT  WITH  ALL  THY  MIGHT 


Congressional  Intelligence , Inc.,  reports  that  a 
national  health  program  of  unprecedented  pro- 
portions will  be  presented  to  the  new  Congress. 
In  defiance  of  the  facts,  this  program  will  be 
predicated  on  the  poor  health  conditions  alleged 
to  have  been  proved  by  the  number  of  rejections 
for  military  service.  Congressional  Intelligence 
anticipates  that  “with  the  label  of  defense  some 
such  program  would  be  almost  certain  of  Con- 
gressional approval.” 

Mrs.  Roosevelt’s  recent  remarks  lend  sub- 
stance to  the  prediction  that  national  defense 
will  be  used  as  a pretext  to  induce  Congress  to 
adopt  some  form  of  state  medicine.  Actually, 
remarks  the  New  York  Medical  Week,  the  only 
prevalent  health  needs  demonstrated  by  Army 
reports  to  date  are  for  better  public  health  edu- 
cation, with  emphasis  on  hygienic  habits  and 


early  recourse  to  medical  care  and  more  wide- 
spread utilization  of  available  prophylactic  fa- 
cilities. Nevertheless,  there  is  little  doubt  that 
those  interested  in  socialized  medicine  will  seize 
the  opportunity  to  try  and  put  over  their  pet 
scheme  in  the  name  of  total  defense. 

Physicians  cannot  afford  to  wait  until  this  dan- 
ger is  upon  them  to  combat  it.  They  must 
rather  seek  to  forestall  any  such  move  by  im- 
mediate contact  with  their  representatives  in 
Congress,  letters  to  the  press,  and  above  all  a 
widespread  educational  campaign  to  make  the 
public  understand  the  compelling  reasons  for 
medical  opposition  to  state  control.  For  those 
practitioners  who  have  not  the  time  nor  the 
temperament  for  campaigning,  the  three-cents-a- 
day  club  of  the  National  Physicians’  Committee 
is  an  effective  way  of  participating  in  the  fight. 


IT’S  NOT  PASSION 
Picked  by  W.  L.  A.  from  Chicago  News 
If  she  calls  you  to  her  bedroom 
In  the  hours  of  the  night, 

And  thru  her  half  closed  eyelids 
You  detect  a telltale  light; 

If  her  bosom  heaves  tumultuously 
Betraying  her  devotion; 

If  her  nostrils  dilate  widely 
With  each  palpitating  breath, 

And  her  shapely  body  trembles  as 
Might  one  approaching  death, 

If  she  beseeches  and  implores  you 
As  she  grasps  your  trembling  hand 
To  alleviate  her  suffering — the 
Torture  of  the  damned — 

THAT’S  ASTHMA 

—J.A.M.A. 


LECTURES  ON  TRAUMATIC  SURGERY 
A course  of  lectures  on  Traumatic  Surgery 
has  been  arranged  for  the  Fulton  County  Medical 
Society  at  Gloversville  and  Johnstown,  alter- 
nately, at  9:15  p.m.  The  course  is  as  follows: 
February  21,  “The  Treatment  of  Burns  and 
Hand  Infections,”  by  Dr.  Emmett  A.  Dooley; 
February  28,  “The  Care  of  Head  Injuries,”  by 
Dr.  Carl  A.  Peterson;  March  7,  “The  Treat- 
ment of  Fractures  of  the  Femur  and  Humerus,” 
by  Dr.  Porteous  Johnson;  March  14,  “Abdomi- 
nal Injuries,”  by  Dr.  David  M.  Goldblatt; 
March  21,  “The  Treatment  of  Fractures  of  the 
Forearm  and  Lower  Leg,”  by  Dr.  Walter  D. 
Ludlum,  Jr.;  March  28,  “Bursitis,  Strains  and 
Sprains,”  by  Dr.  Willis  W.  Lasher;  and  April  4, 
“Fractures  in  General,”  by  Dr.  Henry  H.  Ritter, 
all  of  New  York  City. 


Diagnosis 

'"THIS  new  Journal  section  will  carry  case  reports  that  have  been  made  the  subject 
^ of  discussion  from  the  point  of  view  of  the  diagnostic  process  needed  and  the  post- 
mortem evidence.  All  the  cases  will  be  selected  because  of  some  unusual  interest.  Two 
hospitals  in  this  city  have  very  kindly  offered  to  supply  this  material,  each  six  times  a 
year.  Reports  from  the  New  York  Post-Graduate  Hospital  will  alternate  with  reports 
from  Bellevue  Hospital,  Fourth  Medical  Division. — Editor 

CLINICOPATHOLOGICAL  CONFERENCES  * 

Fourth  Medical  Division  of  Bellevue  Hospital 


History 

Patient  was  an  85-year-old  white  man,  of 
Russian  birth,  a tailor  by  occupation,  ad- 
mitted with  history  of  chills  and  fever  of  four 
days’  duration.  Ambulance  surgeon  obtained 
further  history  from  his  physician  of  petechial 
eruption  that  appeared  and  then  disappeared. 
Present  illness  began  nineteen  days  previously; 
patient  was  bitten,  immediately  below  the 
left  eye,  on  the  cheek,  by  a rat.  There  was 
an  indefinite  history  of  other  persons  in  the 
same  house  being  bitten  by  rats  with  no  sub- 
sequent symptoms.  The  bite  was  followed  by 
considerable  bleeding  but  in  two  days  had 
healed.  Four  days  prior  to  admission,  patient 
suffered  fever  and  chills,  temperature  reaching 
103  F.,  and  it  was  accompanied  by  semi- 
stupor, anorexia,  but  no  vomiting.  Past  his- 
tory revealed  red  urine  for  the  past  four 
months  and  bronchitis  ten  years  previously. 

Temperature  on  admission  was  99  F.; 
pulse  80;  respirations,  22;  and  blood  pressure 
was  120/50.  Patient  was  very  sluggish  men- 
tally but  in  no  acute  distress.  Skin  was  de- 
hydrated; no  eruptions  were  present.  There 
was  a small  scabbed  indurated  area  below  the 
left  eye.  Pupils  of  the  eyes  were  equal  and 
reacted  to  light  and  accommodation.  There 
was  some  periorbital  puffiness. 

The  ears,  nose,  and  mouth  were  negative. 
Tonsillar  pillars  were  red  and  injected.  There 
was  moderate  swelling  of  the  posterior  cervical 
nodes  on  the  left.  Chest  was  hyperresonant 
and  emphysematous  throughout.  Heart  was 
not  enlarged  to  percussion;  sounds  were  dis- 
tant. A soft,  blowing  systolic  at  the  apex 
with  reduplication  of  the  second  sound  was 
present.  Abdomen  revealed  liver  to  be  one 
finger  breadth  below  the  costal  margin  and 

* The  conferences  are  held  every  Thursday  morning 
at  9:00  a.m.  in  the  amphitheatre  of  the  C and  D building 
at  that  hospital.  These  sessions  are  included  as  one  of 
the  exercises  in  the  course  in  postgraduate  medicine 
given  on  the  division  under  the  auspices  of  New  York 
University  Medical  College.  The  editorial  staff  for 
these  reports  consists  of  Dr.  Charles  H.  Nammack, 
Dr.  Harry  A.  Solomon,  Dr.  Emanuel  Appelbaum,  and 
Dr.  David  M.  Spain. 


not  tender.  No  other  masses  or  tenderness 
were  noted.  Rectal  examination  revealed 
prostate  to  be  enlarged  bilaterally  with  right 
lobe  greater  than  left,  firm  and  smooth — no 
nodules  or  tenderness.  Extremities  revealed 
no  edema  or  clubbing.  Reflexes  were  physio- 
logic except  for  absent  abdominals  and  ankle 
jerks. 

Laboratory  data  included  a chest  plate  on 
day  of  admission  which  showed  hypervascu- 
larization throughout  left  lung  without  any 
definite  infiltration  or  consolidation.  Chest 
plate  two  days  later  showed  no  pneumonic 
consolidation.  The  heart  was  not  enlarged; 
athermatous  plaques  in  the  knob  of  the  aorta. 
Electrocardiogram  on  admission  showed  sinus 
rhythm,  marked  myocardial  changes  with  M- 
shaped  R waves,  inverted  Ti,  T2,  and  T4, 
with  slight  left  axis  deviation. 

On  the  day  of  admission  the  red  cell  count 
was  3,720,000,  hemoglobin  80  per  cent, 
leukocytes  11,350,  of  which  polymorpho- 
nuclears  were  85  per  cent,  monocytes  5 per 
cent,  and  lymphocytes  10  per  cent.  On  the 
day  of  death:  red  cell  count  3,930,000,  hemo- 
globin 72  per  cent,  leukocytes  28,900,  with 
polymorphonuclears  83  per  cent,  monocytes 
6 per  cent,  and  lymphocytes  11  per  cent.  The 
urine  showed  a specific  gravity  of  1.020-1.023; 
there  was  no  albumin  or  glucose  but  an  occa- 
sional white  blood  cell.  E.  S.  R.  on  the  fifth 
day  was  80  mm.  per  hour.  Blood  N.  P.  N.  on 
admission  was  39;  on  day  of  death  was  82; 
blood  sugar  on  admission  was  87 ; blood 
creatinine  was  2.4.  Blood  Wassermann  was 
negative.  C02  combining  power  was  62  per 
cent.  Agglutination  tests  with  typhoid  (O 
and  H),  para  (A  and  B),  and  melitensis  were 
negative.  The  Felix-Weil  reaction  was  nega- 
tive. Blood  smear  on  the  third  day  was 
negative  for  malarial  parasites.  Injection  of 
blood  into  two  guinea  pigs  gave  no  reaction. 
Spinal  fluid  showed  pressure  to  be  slightly 
increased:  protein,  37.5;  sugar,  65. 

Patient  on  admission  was  in  no  acute  dis- 
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tress  but  was  perspiring  profusely  and  was 
very  sluggish  mentally.  There  was  no  dysp- 
nea. Patient  had  a chill  while  being  examined. 
Lungs  were  clear.  Neurologic  examination 
was  essentially  negative.  Through  the  next 
few  days  the  patient  gradually  became  more 
stuporous.  The  sputum  was  negative  for 
acid-fast  organisms,  and  patient  was  given 
infusions  of  5 per  cent  glucose  in  saline. 
Temperature  rose  to  101  F.  and  varied  be- 
tween 102  F.  and  100  F.,  death  occurring  at 
102  F.  Pulse  remained  in  neighborhood  of 
80  to  90  per  minute,  rising  to  120  per  minute 
just  before  death.  On  the  penultimate  day, 
the  patient  became  dyspneic  requiring  nasal 
oxygen.  Coarse  moist  rales  appeared  in  both 
bases  and  a definite  right  hemiplegia  of  the 
upper  motor  neuron  type  with  positive  Ba- 
binski  was  noted.  There  was  moderate 
nuchal  spasm  and  a positive  Brudzinski  sign. 
A few  ecchymotic  areas  appeared  on  the  fore- 
arms. There  was  a right  subconjunctival 
hemorrhage.  The  left  forearm  suddenly  be- 
came cold,  the  nails  cyanotic,  and  no  pulse 
was  felt  below  the  elbow.  The  arm  was 
wrapped  in  cotton  and  a hot  water  bottle 
was  applied.  Several  petechial  hemorrhages 
were  noted  in  the  conjunctivae.  On  the  last 
day  there  was  still  no  pulse  in  the  forearm 
but  it  was  now  warm.  The  nails  were  still 
cyanotic.  The  right  hemiplegia  was  main- 
tained. The  meningeal  signs  were  less  marked 
and  the  patient  developed  marked  pulmonary 
edema  and  coma.  Hypertonic  glucose  and 
aminophyllin  were  given  intravenously  but 
produced  only  temporary  improvement  after 
which  the  patient  died. 

Discussion 

Dr.  Emanuel  Appelbaum:  The  diagnoses 
considered  in  this  case  were:  (1)  coronary 

artery  disease,  with  recent  closure  and  mural 
thrombosis;  (2)  rat-bite  fever  with  septicemia 
and  vegetative  endocarditis.  We  leaned  to- 
ward the  latter.  In  order  to  shed  more  light 
on  the  clinical  interpretation  of  this  case,  it  is 
necessary  to  discuss  briefly  the  bacteriologic 
and  clinical  features  of  rat-bite  fever.  Un- 
fortunately, both  the  bacteriology  and  the 
clinical  status  of  this  disease  are  at  present  in 
a state  of  confusion. 

In  regard  to  the  bacteriology,  the  infecting 
agent  recovered  has  usually  been  one  of  two 
organisms: 

A.  In  the  majority  of  instances  a Spirillum 
known  as  Spirillum  minus  (Spirochaeta 
morsus  muris)  has  been  recovered.  The  or- 
ganisms may  be  found  on  dark-field  examina- 


tion of  infected  tissue  but  is  best  demon- 
strated by  inoculation  of  the  patient’s  blood 
or  tissue  into  animals.  It  is  not  obtained  by 
blood  culture.  It  is  to  be  noted  that  Spirillae 
are  normally  found  in  mice. 

B.  In  a smaller  number  of  cases  an  en- 
tirely different  organism,  Haverhillia  multi- 
formis (Streptobacillus  moniliformis)  has  been 
found.  It  is  obtained  by  blood  culture. 

Which  of  the  two  organisms  under  con- 
sideration is  the  etiologic  agent  of  rat-bite 
fever  is  a controversial  subject. 

Clinically,  we  have  to  consider  these  entities : 

A.  Oriental  sodoku  which  is  always  caused 

by  a rat  bite  and  is  sporadic  in  occurrence. 
The  etiologic  agent  is  Spirillum  minus.  The 
salient  clinical  features  are:  (1)  rat  bite; 

(2)  healing  of  the  bite;  (3)  an  incubation 
period  of  five  to  twenty-eight  days;  (4)  re- 
currence of  the  primary  lesion  which  becomes 
indurated,  red,  swollen,  tender,  and  occa- 
sionally ulcerated  but  never  shows  pus; 
(5)  a local  lymphangitis  lasting  one  to  two 
weeks;  (6)  regional  lymphadenitis;  (7)  de- 
velopment of  chills  and  fever  of  a remitting 
or  relapsing  character;  (8)  the  development 
during  the  first  week  of  a purplish  maculo- 
papular  rash  with  large,  discrete  lesions; 
(9)  frequently  there  is  a positive  Wassermann. 

B.  Haverhillia  multiformis  septicemia  due 

to  rat  bite.  The  etiologic  agent  of  this  case 
is  the  Haverhillia  multiformis  (Streptobacillus 
moniliformis),  which  is  obtained  by  culture 
from  the  blood  or  joint  fluid.  The  clinical 
features  are  similar  to  sodoku  with  the  fol- 
lowing exceptions:  (1)  primary  lesion  may 

not  recur;  (2)  the  cutaneous  lesions  are  less 
striking  and  apt  to  be  morbiliform  or  petechial; 

(3)  the  fever  is  less  apt  to  be  relapsing  in  type ; 

(4)  arthritis,  very  common. 

C.  Haverhill  fever.  This  refers  to  an 
epidemic  which  occurred  in  Haverhill,  Massa- 
chusetts, in  1926.  The  etiology  was  the 
Haverhillia  multiformis  which  was  recovered 
from  the  blood  by  culture.  The  clinical  fea- 
tures were  a sudden  onset  with  chills  and  fever 
of  a relapsing  type,  a morbiliform  eruption 
and  the  presence  of  arthritis.  It  was  prob- 
ably a milk-borne  attack. 

Are  sodoku  and  Haverhillia  multiformis 
septicemia  different  disease  entities?  This  is 
at  present  controversial. 

In  our  case,  the  history  of  rat  bite,  the 
presence  of  cervical  adenopathy,  a report  of 
a transitory  petechial  eruption,  the  lack  of 
recurrence  of  the  primary  lesion,  the  presence 
of  fever,  but  not  of  the  relapsing  type,  favored 
the  diagnosis  of  rat-bite  fever  with  Haver- 
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hillia  multiformis  septicemia,  although  there 
was  no  evidence  of  arthritis.  The  presence  of 
endocarditis  was  also  postulated.  This  too, 
would  favor  the  Haverhillia  multiformis  etiol- 
ogy, since  there  is  one  report  in  the  literature 
of  a case  of  vegetative  endocarditis  due  to  the 
Strep tobacillus  moniliformis  and  there  is  no 
record,  to  the  best  of  my  knowledge,  of  a 
Spirillum  causing  such  a lesion. 

Dr.  Henry  C.  Fleming:  I should  like  to 
mention  Dr.  Blake’s  case  from  the  Peter  Bent 
Brigham  Hospital  which  showed  a vegetative 
endocarditis  on  necropsy  and  a streptothrix 
isolated  from  the  vegetations  on  the  mitral 
valve.  In  this  case,  Blake  also  isolated  a 
streptothrix  both  in  blood  cultures  during  the 
life  of  the  patient  and  at  postmortem.  If 
our  case  is  one  of  rat-bite  fever,  then  arseni- 
cals  might  have  been  used. 

Dr.  Appelbaum:  Dr.  Blake’s  case  is  the 
one  I referred  to  in  my  discussion. 

Dr.  Philip  Goldstein  : There  was  recently 
another  case  in  a 2-year-old  child  who  was 
bitten  on  the  forehead  by  a rat.  This  child 
became  ill,  listless,  ran  a remittent  type  of 
fever,  and  finally  died  with  a convulsion.  At 
postmortem,  as  far  as  I know,  there  were  no 
gross  findings  of  any  note. 

Dr.  Max  Trubek:  I think  that  one 

should  strongly  entertain  the  possibility  of 
this  case  being  one  of  ordinary  bacterial 
endocarditis. 

Present  in  the  audience  was  a fourth-year 
medical  student,  from  the  College  of  Physi- 
cians and  Surgeons,  who  had  suffered  from 
rat-bite  fever,  and  he  was  called  on  to  discuss 
his  case:  vide  article  by : Dr.  M.  H.  Dawson 
and  G.  L.  Hobby  (by  invitation),  Ph.D.* 


Presentation  of  Pathology 

Primary:  Acute  bacterial  endocarditis 

(possible  Spirillum  etiology) 
Cerebral  embolism  and  infarction 


Secondary: 

Heart:  Acute  ulcerating  bacterial  vege- 

tation— mitral  valve 
Sclerosis  of  the  aortic  and  mitral 
valves 

Coronary  atherosclerosis 
Suppurative  myocarditis — local- 
ized by  extension 
Lungs:  Congestion  and  edema 

Emphysema 

Spleen:  Chronic  perisplenitis 

Kidneys:  Multiple  infarctions 

Nephrosclerosis 


* Rat-Bite  Fever.  (From  the  Edward  Daniels  Faulk- 
ner Arthritis  Clinic.)  Transactions  of  Association  of 
American  Physicians,  1939. 


Bladder:  Papilloma 

Prostate : Hypertrophy 
Infarction 

General : Anemia 

Conjunctival  petechiae 

Dr.  David  M.  Spain:  The  postmortem 

examination  showed  a fairly  large,  bulky, 
friable  vegetation  arising  from  the  auricular 
surface  of  the  posterior  mitral  valve  leaflet. 
The  vegetation  invaded  the  mitral  ring  and 
extended  into  the  myocardium  to  the  epi- 
cardial  surface  of  the  heart.  There  was  an 
infarction  of  the  left  side  of  the  brain  which 
involved  the  putamen,  external  capsule,  and 
claustrum.  Infarcts  were  also  present  in  the 
kidneys  and  prostate.  The  clinical  finding  of 
hematuria  was  explained  on  the  basis  of  a 
bladder  papilloma.  The  original  rat  bite  was 
well  healed.  In  a typical  case  of  rat-bite 
fever,  this  is  usually  not  so.  There  have  been 
very  few  autopsied  cases  of  rat-bite  fever. 
The  histologic  findings  in  these  cases  have 
revealed  no  specific  lesions.  The  unhealed 
bite  usually  reveals  a nonsuppurative  granu- 
loma. Skin  lesions  show  dilated  blood  vessels 
and  lymphocytic  infiltration,  while  the  viscera 
merely  show  changes  reported  in  any  febrile 
illness.  In  this  case,  microscopic  examination 
showed  the  histologic  picture  of  infarction  and 
the  vegetation  consisted  of  thrombotic  mate- 
rial with  many  polymorphonuclear  leukocytes, 
lymphocytes,  early  calcification,  and  minimal 
fibroblastic  proliferation. 

The  bacteriologic  workup  was  as  follows 
(performed  by  two  independent  bacteriolo- 
gists): Direct  smears  of  the  crushed  vegeta- 
tion stained  with  Giemsa  and  Gram  stains 
revealed  a Spirillum-like  organism  resembling 
the  Spirillum  minus.  No  other  organisms 
were  found.  A Levaditi  stain  of  the  fixed 
tissue  vegetation  revealed  a similar  organism. 

A significant  fact  is  that  no  bacteria  were 
cultured  from  the  antemortem  and  post- 
mortem blood  and  that  no  bacteria  were  found 
either  on  direct  smear  or  culture  of  a vegeta- 
tion of  this  type.  This  is  a most  unusual 
finding  in  this  laboratory.  This  fact  coupled 
with  the  above  evidence  leads  one  to  make  the 
assumption  that  the  rat  bite  and,  more  spe- 
cifically, a Spirillum  was  the  possible  etiologic 
agent  of  this  endocarditis.  It  should  be  men- 
tioned that  Bayne-Jones  claims  the  Spirillum 
has  never  been  cultured  directly  from  the 
blood.  It  also  would  have  been  wiser  to  inject 
the  antemortem  blood  into  a white  mouse 
rather  than  into  guinea  pigs.  Further  study 
is  being  continued  on  laboratory  animals  with 
the  hope  of  confirming  our  findings. 


Maternal  Welfare 

Committee’s  Program  Adopted  by  Council 


A RECENT  study  by  the  Maternal  Welfare 
Committee,  a subcommittee  of  the  Council 
Committee  on  Public  Health  and  Education  of 
the  Medical  Society  of  the  State  of  New  York, 
revealed  the  apparent  need  for  a comprehensive 
statewide  maternal  welfare  program.  The  survey 
showed  a comparatively  high  maternal  mortality 
rate  in  certain  communities.  There  was  also 
evidence  that  drastic  reduction  in  maternal 
mortality  rates  had  been  accomplished  in  other 
communities,  apparently  resulting  from  efforts 
of  county  society  programs.  The  conclusion 
drawn  was  that  certain  counties  might  well  estab- 
lish programs  aimed  at  reducing  maternal  mor- 
talities and  that  others  should  continue  their  ef- 
forts so  as  to  maintain  progress  already  accom- 
plished. 

The  committee  recommended  to  the  council 
that  it  be  permitted  to  set  up  an  Advisory  Com- 
mittee on  Maternal  Welfare  to  consist  of  twelve 
regional  chairmen,  each  representing  certain 
geographical  areas  of  the  state.  (This  committee 
is  listed  below.)  It  further  recommended  that 
full  cooperation  with  the  State  Department  of 
Health  be  obtained.  Also  it  was  suggested  that 
the  section  on  Maternal  Welfare  be  continued 
in  the  New  York  State  Journal  of  Medicine. 
These  recommendations  were  approved  by  the 
council. 

It  is  planned  in  the  very  near  future  to  set  up 
a similar  Advisory  Committee  to  deal  with 
pediatric  aspects  of  the  problem. 

The  functions  of  the  regional  chairmen  as 
outlined  by  the  Maternal  Welfare  Committee 
are  as  follows: 


1.  To  establish  contact  with  the  various  county 
society  maternal  welfare  committees  and  to 
assist  in  county  programs  in  any  possible 
manner. 

2.  Survey  maternity  facilities  in  district  and 
report  with  recommendations  and  sugges- 
tions. 

3.  Become  familiar  with  district  statistics  on 
maternal  and  child  welfare. 

4.  Plan  district  postgraduate  refresher  courses. 

5.  Distribute  literature  when  available. 

6.  Stimulate  formation  of  blood  banks,  plasma 
banks,  or  lists  of  available  blood  donors. 

7.  Awaken  public  interest  by  means  of  avail- 
able publicity  methods. 

8.  Organize  obstetric  conferences. 

The  Maternal  Welfare  Committee  recommends 
the  obstetric  conference  as  the  best  available 
method  of  practical  postgraduate  education.  It 
is  the  aim  to  establish  such  conferences  in  each 
county,  groups  of  counties,  or  districts. 

The  conferences  consist  principally  in  the 
presentation  of  actual  maternal  mortalities. 
Such  mortalities  are  presented  in  the  form  of 
carefully  prepared,  concise,  case  reports.  Pa- 
tient, physician  in  attendance,  and  locality  of 
the  mortality  are  kept  anonymous.  Cases  may 
be  exchanged  with  another  county,  reviewed  only 
after  considerable  time  has  elapsed,  or,  on  re- 


quest, will  be  provided  by  the  Committee  on 
Maternal  Welfare  from  elsewhere  in  the 
state. 

The  only  purpose  of  the  obstetric  conference 
is  self-education.  Hence,  preventability  should 
not  be  assigned  and  no  statistics  on  preventa- 
bility kept.  Every  physician  in  the  community 
is  invited  to  attend. 

Experience  has  shown  that  the  anonymous 
type  of  presentation  lends  to  an  open  discussion 
of  cases.  The  method  is  available  in  every  com- 
munity and  is  an  excellent  mechanism  for  the 
postgraduate  education  that  every  physician  de- 
sires but  often  finds  hard  to  obtain. 

Each  regional  chairman  is  familiar  with  the 
modus  operand i of  the  obstetric  conferences  and 
will  be  available  to  assist  any  local  group  in 
establishing  such  conferences.  The  natural 
medium  for  such  presentations  would  seem  to  be 
the  county  medical  society. 

New  York  State  is  in  need  of  a definite  ma- 
ternal welfare  program.  Such  a program  should 
obviously  be  under  the  supervision  of  the  Medical 
Society  of  the  State  of  New  York.  However, 
the  actual  programs  must  be  conducted  by  the 
county  medical  societies.  The  regional  chair- 
men should  serve  the  purpose  of  correlating  the 
activities  of  the  local  groups  with  that  of  the 
State  Society.  The  Maternity,  Infancy,  and 
Child  Hygiene  Division  of  the  New  York 
State  Department  of  Health  is  cooperating 
and  affording  valuable  assistance  in  the  pro- 
gram. 

It  is  the  earnest  desire  of  the  Maternal  Wel- 
fare Committee  that  all  physicians  in  New  York 
State  who  include  any  maternity  work  in  their 
practices,  as  well  as  others  interested  in  maternal 
welfare,  will  familiarize  themselves  with  the  ob- 
jectives of  this  program.  Any  advice  or  recom- 
mendations will  be  greatly  appreciated  and  given 
due  consideration.  Each  community,  of  neces- 
sity, must  be  interested  in  its  local  child  and 
maternal  mortality  rates.  It  is  hoped  that  each 
county  society  will  establish  a definite  maternal 
welfare  program. 


Advisory  Committee  on  Maternal  Welfare 


District 

Counties 

Regional  Chairman 

1. 

New  York 
Richmond 
Bronx 

Dr.  George  W.  Kosmak 
New  York  City 

2. 

Kings 

Queens 

Nassau 

Suffolk 

Dr.  Harvey  B.  Matthews 
Brooklyn 

3. 

Westchester 

Rockland 

Dutchess 

Putnam 

Orange 

Dr.  Julian  Hawthorne 
Rye 

4. 

Schenectady 

Fulton 

Montgomery 

Schoharie 

Greene 

Ulster 

Dr.  William  M.  Mallia 
Schenectady 
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Advisory  Committee  on  Maternal  Welfare  ( Continued ) 


District  Counties 

5.  Albany 

Washington 

Saratoga 

Columbia 

Warren 

Rensselaer 


6.  Clinton 
Essex 
Franklin 
St.  Lawrence 


7.  Jefferson 
Lewis 
Herkimer 
Hamilton 


8.  Onondaga 
Oswego 
Oneida 
Madison 
Cortland 
Cayuga 


Regional  Chairman 

Dr.  Joseph  O’C.  Kiernan 
Albany 


Dr.  J.  Lamont  Crossley 
Watertown 


Dr.  Edward  C.  Hughes 
Syracuse 


District  Counties 

9.  Broome 

Tioga 
Chenango 
Otsego 
Delaware 
Sullivan 

10.  Monroe 
Orleans 
Wayne 
Livingston 
Ontario 
Yates 
Seneca 

1 1 . Chemung 
Schuyler 
Steuben 
Tompkins 
Allegany 

12.  Erie 
Niagara 
Chautauqua 
Cattaraugus 
Genesee 
Wyoming 


Regional  Chairman 

Dr.  Stuart  B.  Blakely 
Binghamton 


Dr.  Ward  L.  Ekas 
Rochester 


Dr.  Reeve  Scott  Howland 
Elmira 


Not  appointed 


Dr.  Elmer  Wessel 
Plattsburgh 


“MORE  OR  LESS  OF  A QUACK” 

“A  wholesome  effect  on  the  shady  fringe”  is 
expected  by  Minnesota  Medicine  to  result  from 
the  strong  rebuke  administered  by  Judge  Loe- 
vinger  of  the  district  court  to  a chiropractor  con- 
victed of  the  illegal  practice  of  medicine  in  St. 
Paul.  The  man  was  a railway  postal  clerk  who 
did  business  as  a healer  in  his  spare  time.  A 
young  divorcee,  of  19  summers,  went  to  him  for 
“delayed  menstruation,”  which  he  tried  to 
remedy  with  an  electrical  device.  She  became 
ill,  was  taken  to  a hospital,  and  demanded  $300 
from  the  postal-clerk-chiropractor,  who  appealed 
to  the  police  for  protection.  Instead,  he  was 
arrested,  convicted,  and  fined  $200,  which  he 
promptly  paid.  Said  the  judge: 

“You  have  been  licensed  by  the  state  to  prac- 
tice a particular  form  of  healing.  You  have  not 
been  licensed  to  practice  any  other  form  of  healing. 
When  you  undertake  to  perform  any  other  form  of 
healing  beyond  that  which  you  have  been  licensed, 
you  are  perpetrating  a fraud  upon  your  patients 
as  well  as  violating  the  law.  It  is  unfortunate 
that  when  some  people  are  in  physical  trouble, 
when  they  are  ill  or  have  any  other  physical  dif- 
ficulty, that  instead  of  going  to  a person  who  is 
qualified  to  treat  them  they  are  likely  to  go  to 
some  person  who  is  more  or  less  of  a quack  in 
that  particular  line.  I am  not  reflecting  on  your 
ability  as  a chiropractor,  but  on  any  other  line 
you  are  just  a quack.  You  have  no  authority 
to  practice  medicine  and  anyone  who  pays  you 
any  money  therefor  pays  it  to  you  under  false 
pretense.  It  is  the  purpose  of  the  law  to  dis- 
courage that  sort  of  thing  so  that  people  with 
pain  and  suffering  shall  not  be  preyed  upon  by 
people  who  are  not  qualified  to  render  competent 
services. 

“Should  you  attempt  to  practice  any 
other  form  of  medicine  than  chiropractic  and  ap- 
pear in  court  again  I suspect  the  court  will  be 
considerably  less  considerate  than  I think  it  has 
been  this  time.” 


TO  SEND  BLOOD  PLASMA  TO  BRITAIN 

How  new  technics  for  collecting  and  trans- 
fusing blood,  utilizing  plasma  rather  than  whole 
blood,  have  made  it  possible  for  thousands  of 
Americans  to  donate  their  blood  for  the  British 
cause  in  the  European  war  is  told  by  Edith 
Roberts,  Kokomo,  Indiana,  in  Hygeia,  The 
Health  Magazine. 

By  the  use  of  plasma,  the  liquid  portion  of  the 
blood  after  the  red  and  white  cells  are  removed, 
a healthy  donor  may  aid  a wounded  sufferer 
thousands  of  miles  away.  “The  difficulty  of 
direct  blood  transfusion  at  the  scene  of  any 
great  disaster  which  shatters  human  bodies  is 
evident,”  the  author  says.  “It  is  almost  equally 
impossible  to  effect  the  necessary  transfusion 
with  blood  which  has  been  donated  and  pre- 
served, for  the  simple  reason  that,  after  a venr 
few  days  outside  the  body,  whole  blood  deterio- 
rates, its  cells  break  down,  and  it  cannot  be 
transported  and  used. 

“This  is  where  plasma  enters  the  picture. 
For  plasma  does  not  have  to  be  ‘grouped’  or 
‘typed’  as  whole  blood  must  be  before  trans- 
fusion, else  the  result  may  be  fatal.  Plasma 
from  one  human  being  can  be  given  to  any  other; 
plasma  can  be  transported  long  distances  and 
preserved  for  a year  or  more.  It  can  even  be 
dried  and  redissolved. 

“Under  the  fearful  stress  of  the  present  con- 
flict, there  is  being  developed  and  perfected  an 
astounding  technic  for  collecting  and  distribut- 
ing human  plasma  in  quantity. 

“At  present  blood  plasma  is  being  accepted 
from  donors  only  in  New  York  City.  But  as  the 
technic  of  its  collection  in  quantity  is  perfected, 
the  movement  will  be  extended  from  coast  to 
coast. 

“Some  plasma  is  being  prepared  in  England, 
but  the  bulk  of  it  must  come  from  us.  For  in 
Britain’s  crowded  hospitals  there  is  too  little 
time  or  space  to  devote  to  the  careful,  tedious 
process.” 


There  are  said  to  be  more  than  five  thousand 
quack  “cancer-cures”  on  record. 


Every  calling  is  great,  when  greatly  pursued. 

— Mr.  Justice  Holmes 


Medical  Preparedness 

Examinations  for  Appointments  in  the  Medical  Corps  of  the  U.  S.  Navy 


THE  Surgeon  General  of  the  Navy,  Rear  Ad- 
miral Ross  T.  Mclntire  (M.C.),  U.S.N.,  an- 
nounces the  next  examination  for  appointments 
as  commissioned  officers  in  the  Medical  Depart- 
ment of  the  Navy  will  be  held  at  all  of  the  larger 
naval  hospitals  and  at  the  Naval  Medical  Center, 
Washington,  D.  C.,  on  May  12  to  15,  inclusive, 
1941.  Applicants  for  appointment  as  Assistant 
Surgeon,  effective  approximately  two  months 
from  date  of  examinations,  may  now  request 
authorization  to  appear  for  examination.  Re- 
quests for  such  authorization  should  reach  the 
Bureau  of  Medicine  and  Surgery  prior  to  April 
21,  1941. 

Applicants  for  appointment  as  Assistant  Sur- 

§eon  are  required  to  be  citizens  of  the  United 
tates  between  the  ages  of  21  and  32,  graduates 
of  Class  “A”  medical  schools,  to  have  had  at 
least  one  year  of  intern  training  in  a hospital  ac- 
credited for  intern  training  by  the  Council  on 
Medical  Education  and  Hospitals  of  the  Ameri- 
can Medical  Association,  and  to  meet  the 
physical  and  other  requirements  for  appoint- 
ment. 

The  Medical  Corps  of  the  Navy  is  being  in- 
creased in  strength  proportionate  to  the  expand- 
ing Navy  and  United  States  Marine  Corps.  Serv- 
ice for  medical  officers  is  active  professionally 
and  attractive  in  assignments  at  sea,  on  shore 
duty,  and  on  foreign  shore  stations.  In  the  nor- 
mal rotation  of  assignments  every  practicable 
consideration  is  given  the  officer’s  preference  for 
the  type  of  duty  he  desires.  The  Naval  Medical 
School  at  the  Naval  Medical  Center,  Washing- 
ton, D.  C.,  offers  a course  of  postgraduate  in- 
struction and  instruction  in  those  branches  of 
medicine  which  apply  particularly  to  naval  serv- 
ice. Under  normal  conditions  newly  appointed 
officers  are  assigned  to  this  course  upon  their 


entry  into  the  service  or  during  their  first  few 
years  of  naval  service. 

Naval  medical  officers  are  encouraged  to  de- 
velop a specialty  after  they  have  completed  their 
first  cruise  at  sea.  Shortly  before  completion 
of  his  sea  duty,  the  Navy  doctor  may  request 
special  training  in  the  Medical  Department 
specialty  in  which  he  is  interested.  Such  re- 
quests are  acted  upon  by  a special  board  in  the 
Bureau  of  Medicine  and  Surgery,  and,  if  ap- 
proved, the  Navy  doctor  is  sent  to  a hospital  for 
training  and  experience  in  that  specialty  for  one 
year.  Upon  completion  of  this  training,  he  is 
assigned  to  postgraduate  instruction  at  one  of 
the  many  medical  centers  in  the  United  States 
for  a period  up  to  one  year  after  which,  insofar  as 
is  practicable,  he  is  retained  in  that  type  of  duty. 
Some  of  the  specialties  in  which  qualifications 
may  be  obtained  are:  surgery;  medicine; 

otolaryngology;  x-ray;  laboratory;  pathology; 
public  health;  psychiatry;  deep-sea  diving; 
aviation  medicine  (flight  surgery);  gas  warfare; 
and  tropical  medicine.  Several  officers  have 
been  trained  in  research  particularly  applying  to 
problems  arising  in  submarine  and  aviation  ac- 
tivities. 

The  naval  service  affords  excellent  opportuni- 
ties for  professional  advancement.  Medical 
officers  receive  the  same  pay  and  allowance  as 
other  officers  of  the  Navy  in  corresponding  ranks 
and  the  equivalent  amount  of  service. 

A circular  of  information  for  applicants  for 
appointment  as  medical  officers  of  the  Navy, 
containing  full  information  regarding  physical 
requirements,  professional  examinations,  rates 
of  pay,  and  promotion  and  retirement  data  may 
be  obtained  by  addressing  the  Bureau  of  Medi- 
cine and  Surgery,  Navy  Department,  Washing- 
ton, D.  C. 


BRITAIN  TO  LICENSE  UNITED  STATES 
PHYSICIANS 

Canadian  and  United  States  physicians  are 
being  licensed  by  Great  Britain  for  the  duration 
of  the  war,  the  regular  London,  England,  corre- 
spondent of  the  Journal  of  the  American  Medical 
Association  reports. 

“The  government  has  made  an  order  under 
the  Emergency  Powers  Act,  passed  for  the  pur- 
poses of  the  war,  enabling  the  General  Medical 
Council  to  register  for  the  period  of  the  emer- 
gency Canadian  and  United  States  physicians. 
They  will  thus  be  able  to  join  the  Emergency 
Medical  Service  with  the  same  privileges  as 
British  physicians.  Previously  we  have  never 
had  medical  reciprocity  with  the  United  States.” 


TRANSPLANTED  HUMAN  BUDS  IN  THIS 
WAR 

The  effect  on  their  health  of  the  transplanta- 
tion of  750,000  children  removed  from  London  to 
escape  Nazi  bombs  is  studied  in  a new  book 
called  Borrowed  Children  by  Mrs.  St.  Loe  Stra- 
chey.  While  some  of  them  suffered  from  fears, 
anxieties,  and  homesickness,  to  many  of  them, 
says  a reviewer,  “this  transplantation  to  a new 
and  often  better  environment  resulted  in  great 
benefits.  Better  and  more  ample  food  provided 
at  regular  meals,  regular  hours  for  rising,  and 
more  healthful  hours  for  retiring  were  among 
these.  Country  experiences,  where  for  the  first 
time  these  children  had  intimate  contact  with 
plants  and  animals,  had  great  value.” 


STOMATOLOGIC  NOTE  FROM  PUERTO  RICO 

Mayaguez,  Puerto  Rico:  Robert  Gumbs  was  and  Alfred  A.  Saliva  was  appointed  consular 
appointed  vice-consul  on  February  12,  1880,  agent  on  February  1,  1892. 
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Medical  News 

Nonprofit  Medical  Expense  Insurance 


THE  Medical  Society  of  the  County  of 
Westchester  at  its  meeting  on  January 
21,  1941,  took  definite  action  to  express  its 
opinion  of  the  merits  of  the  six  corporations 
established  under  Section  IX-C  of  the  Insur- 
ance Law  for  operation  in  New  York  City  and 
surrounding  counties.  A committee  analyzed 
these  corporations  and  made  the  following 
report,  which  was  adopted  unanimously. 

For  several  years  the  medical  profession  in 
New  York  State,  and  particularly  the  Medical 
Society  of  the  County  of  Westchester,  has 
favored  the  principle  of  medical  expense  insur- 
ance to  enable  the  public  voluntarily  to  budget 
against  the  costs  of  expensive  or  prolonged  ill- 
nesses. 

Both  the  County  and  State  societies  favored 
the  adoption  of  legislation  to  permit  this  develop- 
ment. 

The  Committee  on  Medical  Economics  has 
examined,  on  behalf  of  the  Society,  the  plans  of 
six  organizations  established  under  Section  IX-C 
of  the  Insurance  Law,  as  follows: 

A — Medical  Expense  Fund  of  New  York, 
Inc. 

B — Group  Health  Cooperative,  Inc. 

C — American  Plan  for  Medical  and  Surgical 
Care,  Inc. 

D — Medical  Guild  Foundation,  Inc. 

E — Association  for  Prepaid  Medical  Care, 
Inc. 

F — Associated  Health  Foundation,  Inc. 

Three  of  these  plans  provide  for  payment  of 
the  physicians’  fees  on  a fee  for  service  basis, 
the  remaining  three  plans  providing  for  payment 
of  a single  annual  capitation  fee  per  subscriber. 

The  mechanism  by  which  the  medical  care  is 
to  be  provided  is  essentially  the  same  for  all  of 
these  plans,  insofar  as  the  patient  is  concerned. 

Plans  identified  above  as  C,  D,  E,  and  F,  are 
all  characterized  by  the  following  objectionable 
features : 

1.  There  are  in  general  no  income  limits  or 
extremely  high  income  limits  for  eligibility  of 
the  subscriber. 

2.  An  unlimited  amount  of  service  may  be 
required  of  the  physician  in  any  contract  year. 

3.  A lengthy  period  of  notice  is  required  of 
the  physician  to  terminate  his  contract. 

4.  There  is  no  stated  minimum  compensation 
guaranteed  to  the  physician,  even  for  service  to 
patients  in  the  highest  income  brackets. 

5.  The  physician  is  permitted  to  make  no 
private  charges  to  supplement  the  unspecified 
remuneration  to  be  received  from  the  corpora- 
tion. 

6.  Three  of  these  plans  require  no  deductible 
charges  to  be  paid  by  the  subscriber  as  a safe- 
guard against  unwarranted  demands  for  service, 
and  in  the  fourth  plan  the  deductible  charges 
are  not  required  of  group  enrollees. 


Your  Committee  recommends  that  the  plans  of 
the  American  Plan  for  Medical  and  Surgical 
Care,  Inc.,  the  Medical  Guild  Foundation,  Inc., 
the  Association  for  Prepaid  Medical  Care,  Inc., 
and  the  Associated  Health  Foundation,  Inc.,  be 
disapproved  by  the  Society. 

There  remains  one  organization  offering  medi- 
cal expense  insurance  on  a fee  for  service  basis, 
namely,  the  Medical  Expense  Fund,  Inc.,  and 
one  organization,  the  Group  Health  Cooperative, 
Inc.,  offering  unlimited  medical  care  on  a per 
capita,  yearly  fee  basis. 

The  Group  Health  Cooperative  proposes  to 
offer  the  patient  an  unlimited  amount  of  general 
care,  including  an  annual  health  examination 
and  such  preventive  services  as  the  individual 
may  elect  to  obtain,  for  an  annual  per  capita  fee 
of  $6.60  for  each  adult  enrolled.  Added  capita- 
tion fees  are  provided  for  children.  Specialists 
are  to  be  paid  on  a fee  for  service  basis,  calcu- 
lated according  to  units  of  service  rendered. 
The  actual  remuneration  for  specialists  is  esti- 
mated to  approximate  two-thirds  of  the  Work- 
men’s Compensation  Schedule  of  Fees.  The 
general  physician  may  make  an  additional  charge 
to  the  patient  in  the  amount  of  $1.00  for  the 
first  call  in  any  home  illness.  The  income  limits 
for  eligibility  under  the  Group  Health  Coopera- 
tive plan  are  $2,000  for  an  individual,  $3,000  for 
a couple  and  $300  additional  for  each  additional 
dependent. 

Although  Group  Health  Cooperative  empha- 
sizes to  the  lay  public  the  advantages  of  unlimited 
preventive  care  and  a periodic  health  examina- 
tion included  in  its  plan,  nevertheless,  the  re- 
muneration provided  the  physician  is  evidently 
calculated  on  estimated  needs  for  curative  medical 
service,  no  financial  provision  being  made  to  pay 
for  preventive  services.  A thorough  physical 
examination  alone  should  be  worth  more  than 
the  annual  capitation  fee.  To  add  to  this  the 
possible  demand  for  accepted  preventive  services, 
such  as  the  use  of  cold  vaccine,  poison  ivy,  and 
other  antigens  preventively,  etc.,  would  render 
the  capitation  fee  even  more  inadequate  when 
contrasted  with  a fee  for  service  plan. 

Without  questioning  the  value  of  these  elec- 
tive procedures  in  themselves,  the  Committee 
does  not  approve  of  the  inclusion  of  such  pro- 
cedures in  an  insurance  program  until  proved 
to  be  actuarially  sound.  Certainly  such  pro- 
cedures should  not  be  included  unless  provision 
is  made  for  adequate  remuneration  for  them. 

The  Committee’s  study  leads  it  to  question 
the  adequacy  of  the  capitation  fee  as  applied  to 
Westchester  County,  in  the  face  of  possible  con- 
tingent demands  for  medical  services.  It  is 
axiomatic  that  inadequate  financial  returns  in 
the  long  run  inevitably  produce  inferior  service. 
The  Committee  finds  further  that  the  provisions 
for  the  control  of  abuse  by  subscribers  are  in- 
definite, and,  in  the  opinion  of  the  Committee, 
totally  inadequate. 

The  Committee  is  opposed  to  the  principle  of 
capitation  fees.  We  find  no  social  need  or  justi- 
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fication  for  this  basis  of  remuneration.  We  find 
no  assurance  that  it  will  attract  the  willing  par- 
ticipation of  any  considerable  number  of  physi- 
cians, and  there  is  every  indication  that  it  will 
lower  the  standards  of  remuneration  as  against 
those  now  obtaining  in  the  income  group  which 
can  be  expected  to  purchase  this  insurance. 

Our  objections  to  the  plan  of  Group  Health 
Cooperative  are  recognized  to  be  largely  theo- 
retic. Apart  from  its  underlying  philosophy 
and  its  principal  features,  with  which  we  do  not 
agree,  it  may  be  said  that  this  plan  has  been 
carefully  thought  out. 

The  Committee  recommends  that  approval  of 
the  plan  of  Group  Health  Cooperative  be  with- 
held. 

The  Committee  has  made  a very  careful 
examination  of  the  plan  of  Medical  Expense 
Fund,  Inc.  The  main  assumption  of  this  plan 
is  that  the  primary  need  for  the  application  of 
the  insurance  principle  is  to  protect  the  indi- 
vidual against  the  cost  of  serious  or  prolonged 
illness.  We  are  in  agreement  with  this  philoso- 
phy. The  Medical  Expense  Fund,  Inc.,  has 
met  the  principles  set  forth  by  the  Medical 

County 

Bronx  County 

On  December  7,  1940,  the  Bronx  Medical 
Association  tendered  its  charter  member,  Dr. 
Nathan  B.  Van  Etten,  president  of  the  American 
Medical  Association,  a testimonial  dinner  at  the 
Bronx  Schnorer  Club  to  celebrate  his  fiftieth 
year  in  the  practice  of  his  profession.  There 
was  an  attendance  of  over  150.  The  Associa- 
tion availed  itself  of  the  opportunity  to  present 
Dr.  Van  Etten  with  a watch  on  which  was  in- 
scribed “To  Dr.  Nathan  B.  Van  Etten,  President 
of  the  American  Medical  Association,  1940;  for 
fifty  years  zealous  exponent  of  medical  ideals 
and  ethics,  with  high  regard  from  the  Bronx 
Medical  Association.” — Reported  by  Carl  Wurm, 
Jr.}  M.D.y  Secretary. 

Broome  County 

Dr.  Arthur  S.  Chittenden,  of  Philadelphia, 
one  of  Binghamton’s  leading  physicians  and 
surgeons  until  his  retirement  in  1934,  spoke  at  a 
meeting  of  Binghamton  Academy  of  Medicine 
on  January  21  in  City  Hospital  Auditorium. 

His  topic  was:  “Our  Town  and  Its  Doctors — 
Past,  Present,  and  Future.” 

Dr.  Lester  H.  Quackenbush,  of  Binghamton, 
who  died  on  January  14,  at  the  age  of  79,  was  a 
past-president  of  the  county  society  and  of  the 
Binghamton  Academy  of  Medicine.  He  had 
practiced  medicine  for  fifty  years. 

Clinton  County 

The  new  officers  of  the  county  society  are  as 
follows:  president,  Dr.  Eric  D.  Pearson,  Platts- 
burg;  vice-president,  Dr.  Dana  A.  Weeks,  Peru; 
secretary,  Dr.  James  J.  Reardon,  Plattsburg; 
treasurer,  Dr.  Kenneth  M.  Clough,  Plattsburg; 
censors:  Drs.  Sidney  Mitchell,  Elmer  Wessefi, 
and  Ira  A.  Rowlson,  all  of  Plattsburg. 

Columbia  County 

At  the  annual  meeting  of  the  county  society 
these  officers  were  chosen  for  1941:  president, 


Society  of  the  State  of  New  York  to  govern 
medical  expense  insurance.  It  is  so  organized 
that  the  medical  societies  of  the  Metropolitan 
area  effectively  control  its  policies  through  their 
duly  elected  delegates  who  are  the  voting  mem- 
bers of  the  corporation.  The  assumptions  upon 
which  the  Medical  Expense  Fund  expects  to 
operate  are  also  theoretic  in  part,  but  they  seem 
to  us  to  be  the  soundest,  most  reasonable,  and 
fairest,  both  to  the  patient  and  to  the  physician, 
of  all  the  plans  examined. 

There  are,  of  course,  questionable,  even  ob- 
jectionable features  to  this  plan,  but  they  largely 
relate  to  details  which  may  be  corrected  if  and 
when  experience  indicates  changes  in  the  plan 
are  needed.  There  is,  of  course,  no  proof  or  even 
any  convincing  precedent  that  this  plan  will 
succeed,  but  of  all  the  plans  considered  it  is  the 
one  that  most  closely  follows  the  established 
pattern  of  medical  practice  and  accepted  prin- 
ciples of  insurance.  It  is  also  as  clearly  and 
completely  thought  out  as  any  other  plan. 

We  recommend  that  the  Society  approve  the 
purposes  and  plan  of  organization  of  the  Medical 
Expense  Fund,  Inc. 

News 

Dr.  Rosslyn  P.  Harris,  Hudson;  vice-president, 
Dr.  Ralph  F.  Spencer,  Hudson;  secretary- 
treasurer,  Dr.  Henry  C.  Galster,  Hudson; 
censors:  Dr.  Clark  G.  Rossman,  Hudson,  Dr. 
Sherwood  V.  Whitbeck,  Hudson,  Dr.  Frank  C. 
Maxon,  Chatham,  Dr.  Rosewell  D.  Shaw,  Stott- 
ville,  and  Dr.  Leonard  D.  Carpenter,  German- 
town. 

Erie  County 

Federal  agencies  were  blamed  for  “misunder- 
standings between  the  public  and  the  medical 
profession”  by  Dr.  Nelson  W.  Strohm  on  Janu- 
ary 20  in  Hotel  Statler  in  his  inaugural  address 
as  president  of  the  county  society.  To  help 
correct  this,  doctors  must  become  more  interested 
in  politics,  he  asserted. 

“Nationally,”  he  said,  “the  profession  was  at 
one  time  called  a monopoly  and  court  action 
instituted  against  it,  but  when  the  same  federal 
agencies  want  something  of  it  for  nothing — such 
as  the  preparedness  program,  Selective  Service 
boards,  advisory  boards,  etc. — they  refer  to  it  as 
a profession,  so  that  it  is  no  wonder  that  the 
laity  wonders  just  what  it  is. 

“It  is  well  known,”  he  warned,  “that  you 
cannot  give  the  state  power  to  do  something  for 
you  without  giving  it  the  power  to  do  something 
to  you. 

“The  family  physician  or  general  practitioner 
must  be  revitalized  and  urged  into  active  leader- 
ship of  all  political  movements  concerned  with 
the  physical,  moral,  and  mental  welfare  of  every 
citizen.” 

Commenting  on  the  society’s  proposed  medical 
welfare  plan  for  Erie  County,  in  which  the 
indigent  patient  would  be  given  the  privilege  of 
choosing  his  own  hospital  and  physician,  Dr. 
Strohm  cautioned  the  members  to  be  wary  of 
plans  “proposed  by  lay  groups.” 

“The  one  thing  we  must  continue  to  insist  on,” 
he  said,  “in  this  or  any  other  plan  is  that  the 
patient’s  health  and  welfare  come  first  and  that 
he  must  remain  the  employer  of  his  physician.” 


398 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


A course  of  lectures  in  vitaminology,  con- 
tinuing fifteen  weeks  on  Wednesday  evenings,  is 
being  given  at  Meyer  Memorial  Hospital  in 
Buffalo  by  Dr.  Julia  E.  Lockwood,  instructor  in 
physiology  at  the  medical  school  of  the  Univer- 
sity of  Buffalo. 

Dr.  John  G.  Meidenbauer,  of  Buffalo,  who 
died  on  January  24  at  the  age  of  82,  had  prac- 
ticed medicine  for  over  fifty  years. 

Fulton  County 

Members  of  the  county  society  voted  to  spon- 
sor a course  of  lectures  on  traumatic  surgery  at 
the  meeting  held  at  the  Hotel  Johnstown  on 
January  16. 

All  physicians  in  the  county,  whether  mem- 
bers or  not,  are  invited  to  attend  these  lectures 
which  will  be  held  periodically  throughout  the 
year. 

The  group  heard  Dr.  George  Lenz  tell  of  his 
experiences  in  forty  years  of  surgery  in  Fulton 
County. 

Following  the  meeting,  which  was  presided 
over  by  Dr.  B.  A.  Winne,  a turkey  dinner  was 
served.  There  were  30  members  present. 

Greene  County 

The  regular  quarterly  meeting  of  the  county 
society  was  held  on  January  14  at  Memorial 
Hospital,  Catskill.  Dr.  Herbert  Weinauer,  the 
new  president,  presided  and  the  speaker  was  Dr. 
Harry  V.  Judge,  of  Albany. 

Herkimer  County 

Members  of  an  official  advisory  health  pre- 
paredness committee  for  Herkimer  County,  to 
cooperate  with  the  county  defense  council  and 
state  health  commission,  are  announced  by 
Assemblyman  Mailler,  health  commission  chair- 
man. 

They  are:  county  executive  or  representative, 
Dr.  L.  P.  Jones,  Ilion;  district  state  health 
officer  in  charge  of  area,  Dr.  Samuel  Hyman, 
Utica;  county  health  officer,  Dr.  L.  L.  Kelley, 
Middleville;  chairman  of  medical  preparedness 
committee  of  county  medical  society,  Dr.  Fred 
C.  Sabin,  Little  Falls. 

County  public  welfare  commissioner  William 
Dise,  Middleville;  representative  of  county 
hospital,  George  J.  Sluyter,  Herkimer;  repre- 
sentative of  state  dental  society,  Dr.  Howard 
James,  Mohawk;  representative  of  Red  Cross, 
Dr.  Duane  B.  Madison,  Herkimer;  representa- 
tive of  state  nurses  association,  Miss  Jane  Boote, 
Herkimer;  representative  of  state  pharmaceutical 
society,  Edward  Sodolski,  Herkimer;  Dr.  A.  B. 
Santry,  Little  Falls  health  officer;  and  William 
Van  Allen,  Little  Falls  welfare  commissioner. 

Kings  County 

The  scientific  program  of  the  meeting  of  the 
county  society  on  January  21  featured  these 
topics  and  speakers:  (a)  Inaugural  Address: 

“The  Doctor  Looks  Ahead,”  Dr.  Maurice  J. 
Dattelbaum;  (b)  Address:  “The  Civilian  Sur- 
geon in  War,”  Brigadier  General  Raymond  F. 
Metcalfe,  commanding  general,  Army  Medical 
Center,  Washington,  D.  C.;  (c)  Address:  “Medi- 
cal Service  in  Our  Navy  During  Times  of  Ex- 
pansion,” Commander  Guy  B.  Mac  Arthur, 
M.C.,  U.  S.  Naval  Hospital,  Brooklyn,  N.  Y. 

The  Brooklyn  Urological  Society  held  a 


meeting  on  February  1 1 . The  scientific  program 
was  as  follows:  “A  Case  of  Lymphosarcoma  of 
the  Kidney  Simulating  Carbuncle,”  by  Dr. 
Bernard  Davidson;  “Experiences  with  the 
Treatment  of  Incontinence  in  Women,”  by  Dr. 
Ray  McCune  Bowles  (by  invitation);  “Experi- 
ences with  the  Treatment  of  Carcinoma  of  the 
Bladder,”  by  Dr.  Ray  McCune  Bowles  (by  invi- 
tation). The  discussion  was  opened  by  Drs. 
Nathaniel  P.  Rathbun,  Charles  S.  Cochrane, 
and  Paul  W.  Aschner. 

The  Ocean  Medical  Society  met  on  January  20 
at  Aperion  Manor  and  heard  an  address  on 
“Cancer  of  the  Colon,”  by  Dr.  John  E.  Jennings. 

The  Williamsburg  Medical  Society  listened  to 
a paper  on  “Vitamins:  Uses  and  Abuses,”  by 
Dr.  Heinemann,  of  Yale  University,  at  the 
meeting  on  February  10  at  the  Leon  Louria 
Auditorium. 

The  annual  meeting  and  election  of  officers  of 
the  Pan  American  Medical  Association,  Brook- 
lyn and  Long  Island  Chapter,  was  held  at  the 
Montauk  Club  on  December  6,  1940.  The 
following  officers  were  elected:  president,  Dr. 
Edwin  A.  Griffin;  vice-presidents,  Drs.  Thomas 
B.  Wood,  F.  Raymond  Surber,  Siegfried  Block; 
secretary,  Dr.  Frank  E.  Mallon;  and  treasurer, 
Dr.  Morris  W.  Henry. 

The  next  scientific  meeting  will  be  held  on 
February  25  at  9:00  p.m.  in  the  Nurses’  Lecture 
Hall  of  the  St.  John’s  Hospital  of  Brooklyn, 
480  Herkimer  Street,  near  Albany  Avenue.  An 
interesting  program  has  been  arranged:  (1) 

“Sudden  Death,”  Dr.  Theodore  J.  Curphey, 
pathologist,  Meadowbrook  Hospital,  and  coroner 
in  Nassau  County;  (2)  “Arterial  Hypertension,” 
Dr.  Henry  A.  Schroeder  of  the  Rockefeller  In- 
stitute; (3)  “The  Management  of  Embolism 
and  Thrombosis;  the  Use  of  Heparin,”  Dr. 
Merrill  N.  Foote.  The  medical  profession  is 
cordially  invited. 

Dr.  Edward  L.  Bauer  of  Jefferson  Medical 
College,  Philadelphia,  was  the  principal  speaker 
at  the  annual  installation  of  officers  of  the 
South  Brooklyn  Medical  Society  in  the  Baltic 
Street  Health  Center,  on  January  9.  Dr.  Bauer 
discussed  “Prevention  and  Treatment  of  Vita- 
min Deficiency  Diseases  in  Children.” 

The  Homeopathic  Medical  Society  of  Kings 
County  held  a scientific  session  in  the  lecture 
room  of  Prospect  Heights  Hospital,  Washing- 
ton Avenue  and  St.  John’s  Place,  on  January  9. 

Dr.  Thomas  B.  Wood  of  Coney  Island  Hos- 
pital spoke  on  “The  Acute  Ear,”  and  the  dis- 
cussion was  led  by  Dr.  A.  Roth.  Dr.  Howard 
T.  Blair  is  president  of  the  society. 

Livingston  County 

Dr.  P.  M.  Ostrander  has  announced  his  retire- 
ment from  the  practice  of  medicine  after  serving 
the  people  of  Nunda  and  Portage  townships  for 
fifty-seven  years. 

Madison  County 

The  winter  meeting  of  the  county  society  was 
held  at  the  Hotel  Oneida,  Oneida,  on  January  23. 
The  program  was  as  follows:  (1)  “Active  and 
Passive  Immunizations  in  Children,”  by  Dr. 
Brewster  C.  Doust,  Syracuse.  Discussion  was 
opened  by  Dr.  Ernest  Freshman,  Oneida. 
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(2)  “Cavernous  Sinus  Thrombosis  and  Heparin 
Treatment,”  by  Dr.  Irl  H.  Blaisdell,  Syracuse. 
Discussion  was  opened  by  Dr.  Gordon  D.  Hoople, 
Syracuse.  This  talk  was  illustrated  by  lantern 
slides.  (3)  “Low  Back  Pain  from  Protruding 
Intervertebral  Disks,”  by  Dr.  Arthur  D.  Ecker, 
Syracuse.  Discussion  was  opened  by  Dr.  How- 
ard Beach,  Oneida.  Motion  pictures  were  shown. 

A course  of  lectures  on  traumatic  surgery,  ar- 
ranged for  the  Madison  County  Medical  So- 
ciety by  Dr.  Henry  H.  Ritter,  New  York  City, 
was  given  at  the  Hotel  Oneida,  Oneida,  New 
York,  on  Wednesdays  at  8:30  p.m.  On  January 
29,  Dr.  Willis  W.  Lasher  lectured  on  “Bursitis, 
Sprains,  and  Strains”;  on  February  5,  Dr.  H. 
M.  Bergamini  was  heard  on  “Abdominal  In- 
juries”; and  on  February  12,  Dr.  David 
Goldblatt,  on  “The  Treatment  of  Burns  and 
Hand  Infections.”  All  three  doctors  are  from 
New  York  City. 

In  addition  to  the  above  course,  the  following 
miscellaneous  lectures  will  be  presented  in  co- 
operation with  the  State  Department  of  Health: 
on  February  19,  “Merits  of  Surgery,  X-ray,  and 
Radium  as  Applied  to  Cancer,”  by  Dr.  Louis  C. 
Kress,  director,  Division  of  Cancer  Control,  State 
Health  Department;  on  February  26,  “Postabor- 
tal and  Postpuerperal  Infections,”  by  Dr.  Ferdi- 
nand J.  Schoeneck,  of  Syracuse;  on  March  5, 
“Cancer  of  the  Gastrointestinal  Tract,”  by  Dr. 
J.  P.  O’Brien,  of  Buffalo;  and  on  March  12, 
“Rheumatic  Fever,”  by  Dr.  Homer  F.  Swift, 
Hospital  of  the  Rockefeller  Institute  for  Medical 
Research,  New  York  City. 

Monroe  County 

Draft  registrants  rejected  for  remediable  de- 
fects will  be  enabled  to  correct  their  physical 
disability  through  efforts  announced  by  the 
County  Tuberculosis  and  Health  Association. 

Men  rejected  for  teeth  defects  will  be  referred 
to  the  Rochester  Dental  Society.  Seventeen  eye 
physicians  have  agreed  to  examine  the  eyes  of 
men  turned  down  for  visual  defects,  particularly 
those  with  conditions  that  can  be  corrected  with 
glasses,  according  to  Dr.  Lyman  C.  Boynton, 
medical  consultant  of  the  Tuberculosis  and 
Health  Association.  The  association  will  sponsor 
a project  to  raise  funds  to  buy  glasses,  he  said. 

Corrective  services  of  the  association  have 
previously  functioned  effectively  to  aid  trainees 
in  shop  schools  for  war  industries,  Dr.  Boynton 
pointed  out,  and  these  services  will  be  made 
available  to  men  rejected  by  draft  examiners. 

At  a county  society  meeting  he  reported  that 
out  of  1,700  Monroe  County  men  examined  for 
the  draft  more  than  400  had  been  rejected.  Of 
the  400,  90  had  correctable  defects;  80  per  cent 
of  the  90  were  turned  down  because  of  their 
teeth,  15  per  cent  for  eye  trouble,  and  5 per  cent 
for  other  reasons. 

Through  its  Medical  Defense  Committee,  the 
county  society  will  aid  in  removing  the  draft 
“bottle-neck”  of  physical  examinations  by  assign- 
ing 110  additional  physicians  to  help  in  mass 
examinations  for  nine  of  the  county’s  nineteen 
draft  boards. 

Results  of  a year’s  study  of  pneumonia  as  ob- 
served in  seven  Rochester  hospitals  were  dis- 
cussed on  January  21  at  a special  pneumonia 
institute. 


Taking  part  in  the  institute  in  the  Academy 
of  Medicine  were  leading  state  figures  in  the 
fight  on  pneumonia,  as  well  as  physicians  of 
Monroe,  Livingston,  Wayne,  and  Ontario  coun- 
ties. 

The  study,  covering  the  period  from  Novem- 
ber, 1939,  to  November,  1940,  and  including  an 
analysis  of  758  cases  of  clinical  pneumonia,  is 
one  of  the  most  intensive  ever  undertaken  in 
the  nation,  according  to  Dr.  David  B.  Jewett, 
chairman  of  the  pneumonia  control  committee  of 
the  county  society. 

The  study  was  discussed  by  Dr.  Maxwell  Fin- 
land, assistant  professor  of  medicine  at  Harvard, 
assistant  physician  of  Thorndike  Memorial 
Laboratory  in  Boston  City  Hospital,  and  mem- 
ber of  the  technical  advisory  committee  on  pneu- 
monia control  for  New  York  State;  and  by  Dr. 
Edward  J.  Rogers,  of  Albany,  director  of  the 
State  Bureau  of  Pneumonia  Control. 

The  general  discussion  was  led  by  Dr.  O.  W. 

H.  Mitchell,  of  Syracuse,  chairman  of  the  State 
Society’s  committee  on  public  health  and  medical 
education.  Dr.  C.  Stewart  Nash,  president  of 
the  county  society,  presided. 

The  institute  was  under  auspices  of  the  State 
Society,  county  society,  and  the  State  Bureau  of 
Pneumonia  Control. 

Nassau  County 

According  to  a recent  Lions  Club  talk  by  Dr. 
J.  Louis  Neff,  secretary  of  the  county  society, 
the  health  of  Nassau  County  is  superior  to  any 
other  county  in  the  nation.  Regarding  the 
health  of  draftees,  the  speaker  asserted  that 
there  were  fewer  medical  rejections  in  Nassau 
County  than  in  any  other  county  in  the  country. 

New  York  County 

The  program  of  the  county  society  at  the 
meeting  on  January  27  was  as  follows:  (1)  ad- 
dress of  the  retiring  president;  (2)  address  of  the 
incoming  president;  (3)  “Conditions  Frequently 
Mistaken  for  Hyperthyroidism.  Analysis  of 

I, 500  Cases  Diagnosed  as  Thyroid  Disorders,” 
by  Dr.  Alfred  H.  Noehren,  Buffalo,  by  invita- 
tion. 

The  annual  meeting  of  the  New  York  Heart 
Association,  followed  by  a scientific  session,  was 
held  at  The  New  York  Academy  of  Medicine  on 
January  23. 

Dr.  Ernst  P.  Boas,  chairman  of  the  Associa- 
tion, gave  a report  on  the  year’s  activities. 
Other  speakers  were  Dr.  John  G.  Gibson,  II,  of 
Peter  Bent  Brigham  Hospital,  Boston,  and  Dr. 
C.  Sidney  Burwell,  of  Harvard  University 
Medical  School.  Dr.  Gibson  spoke  on  “Some 
Observations  on  the  Blood  Volume  in  Heart 
Disease,”  and  Dr.  Burwell’s  topic  was  “Studies 
of  the  Circulation  During  Pregnancy.”  Drs. 
Charles  Warren  and  Harold  J.  Stewart  led  the 
discussion. 

Dr.  Colin  Luke  Begg,  specialist  in  genito- 
urinary diseases  who  had  practiced  in  New  York 
since  1901  and  was  one  of  the  founders  of  the 
American  Urological  Association,  died  on  Janu- 
ary 15  of  a heart  attack  in  a taxicab  shortly 
after  leaving  The  New  York  Academy  of  Medi- 
cine. His  age  was  67. 

Dr.  Francis  Carter  Wood  will  speak  at  The 
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New  York  Academy  of  Medicine  on  February  27 
on  “What  We  Do  Know  about  Cancer/’  in  the 
series  of  “Lectures  to  the  Laity.” 

Oneida  County 

Dr.  J.  B.  Lawler  was  elected  president  of  the 
county  society  to  succeed  Dr.  F.  John  Rossi  at 
the  annual  meeting  on  January  14.  Dr.  Rossi 
spoke  on  “The  Irregularities  of  the  Practice  of 
Medicine.”  Other  officers  named  were:  vice- 
president,  Dr.  Robert  Sloan;  secretary,  Dr. 
James  I.  Farrell;  treasurer,  Dr.  H.  D.  Mac- 
Farland;  librarian,  Dr.  T.  Wood  Clarke;  board 
of  censors:  Dr.  William  Hale,  chairman,  Dr. 

B.  F.  Golley,  Rome,  and  Drs.  Rossi,  A.  F.  Gaff- 
ney, and  F.  M.  Miller,  Sr. 

Dr.  Dan  Mellen,  Rome,  and  Dr.  J.  F.  Kelley 
were  elected  to  the  House  of  Delegates  of  the 
State  Society.  With  Dr.  Sloan,  who  was  elected 
last  year  for  two  years,  and  Dr.  Hale,  vice- 
speaker of  the  House,  the  society  now  has  four 
votes  in  that  body. 

Dr.  Philip  L.  Turner  was  elected  president  of 
the  Utica  Academy  of  Medicine  at  the  annual 
meeting  on  January  16. 

Other  officers  chosen  were:  vice-president, 

Dr.  Fred  G.  Jones;  secretary,  Dr.  A.  R.  Hat- 
field, Jr.;  treasurer,  Dr.  H.  D.  Parkhurst;  trus- 
tees, Dr.  William  W.  Wright,  retiring  president; 
Dr.  Harry  D.  Vickers,  and  Dr.  Robert  C.  Hall. 

Dr.  William  Crawford  White,  clinical  professor 
of  surgery  of  Columbia  University  and  surgeon  at 
Roosevelt  Hospital,  New  York  City,  discussed 
“The  Surgical  Diseases  of  the  Large  Bowel.” 
He  stressed  the  use  of  radium. 

Onondaga  County 

No  information  on  results  of  physical  exami- 
nation of  men  under  the  Selective  Service  System 
may  be  given  out  by  local  boards,  it  is  noted  in 
a letter  concerning  the  county  society’s  proposed 
study  of  cases  of  rejection. 

The  society  sought  the  names  and  addresses 
and  causes  of  rejection  of  registrants  with  a view 
to  determining  the  extent  of  a social  welfare 
program  needed  to  remedy  the  causes  of  rejection. 

Eye  and  teeth  deficiencies  have  caused  the  bulk 
of  physical  disqualification  at  the  induction 
station,  but  no  information  has  been  available 
as  to  the  chief  grounds  for  disqualification  of 
men  by  local  board  medical  examiners. 

Ontario  County 

The  Canandaigua  Medical  Society,  at  its 
annual  meeting  held  with  Dr.  A.  W.  Armstrong, 
West  Lake  Road,  elected  these  officers:  presi- 
dent, Dr.  Hubbard  K.  Meyers;  vice-president, 
Dr.  James  F.  Maltman;  and  secretary  and 
treasurer,  Dr.  C.  J.  Bobeck.  Dr.  F.  C.  McClellan 
and  Dr.  John  H.  Pratt  were  elected  directors  for 
two  years,  and  Dr.  M.  R.  Blakeslee,  of  Shorts- 
ville,  and  Dr.  L.  A.  Stetson,  were  elected  direc- 
tors for  three  years,  with  Dr.  McClellan  as 
chairman. 

Orange  County 

Members  of  the  Newburgh  Bay  Medical  So- 
ciety elected  Dr.  A.  W.  Beck,  of  Monroe,  as 
president  on  January  14  to  fill  a vacancy  caused 
by  death  of  Dr.  Leo  C.  DuBois,  of  Newburgh, 
on  January  8.  The  annual  meeting  of  the 
society  was  held  in  the  Palatine  Hotel. 


After  the  election,  Lawrence  Gould,  radio 
commentator,  spoke  on  “Keeping  the  War  Out 
of  America.” 

Other  officers  named  included:  Dr.  Earl 
R.  VanAmburg,  vice-president;  Dr.  Theodore 
Proper,  of  Newburgh,  treasurer;  Dr.  C.  W. 
Layne,  of  Newburgh,  secretary;  Dr.  Charles  E. 
Townsend,  of  Newburgh,  auditor;  and  Dr.  H.  L. 
Stephens,  of  Walden,  Dr.  C.  G.  Lee,  of  Highland 
Falls,  Dr.  P.  E.  Banks,  of  Newburgh,  and  Dr. 
Paul  Traub,  of  Washingtonville,  trustees. 

Queens  County 

The  county  society  at  its  meeting  on  January 
28  listened  to  an  address  on  “The  Present  Status 
of  Radiation  Therapy  in  the  Treatment  of  Malig- 
nant Disease”  by  Dr.  William  J.  Hoffman, 
assistant  surgeon,  Skin  and  Cancer  Unit,  Post 
Graduate  Hospital;  associate  surgeon,  Queens 
General  Hospital;  consultant,  Neoplastic  Dis- 
eases, St.  John’s  Hospital.  The  discussors  were 
Drs.  Alfred  Angrist,  Morris  S.  Bender,  Edward 
A.  Flemming,  Leonard  Goldman,  Irving  Pone- 
mon,  Francis  G.  Riley,  and  Joseph  S.  Thomas. 

The  Friday  Afternoon  Talks  are  as  follows: 
February  7 at  4:30  p.m. — “Chronic  Heart  Dis- 
ease— Diagnosis  and  Treatment,”  by  Dr.  Clar- 
ence de  la  Chapelle,  chief,  Cardiac  Clinic,  Lenox 
Hill  Hospital;  physician,  Bellevue.  February 
21,  at  4:30  p.m. — “Recent  Advances  in  Diag- 
nostic Radiology,”  by  Dr.  Bernard  S.  Epstein, 
assistant  radiologist,  Jewish  Hospital. 

The  Rockaway  Medical  Society  held  its  eight- 
eenth annual  beefsteak  on  January  30  in  the 
Daniel  M.  O’Connell  Post,  No.  272,  American 
Legion  Clubhouse,  92nd  Street,  Rockaway 
Beach.  Dr.  Louis  A.  Sarrow  was  general  chair- 
man. 

A professional  entertainment  was  given  and 
Dr.  Joseph  Baum  served  as  toastmaster. 

Rensselaer  County 

Captain  George  A.  Ketler,  Medical  Corps, 
United  States  Army,  examining  physician  at  the 
Albany  induction  center,  was  a speaker  at  the 
meeting  of  the  county  society  at  the  Troy  Health 
Center  on  January  14. 

Captain  Ketler  clarified  several  items  of  the 
examination  of  draftees  and  outlined  the  funda- 
mental factors  in  regard  to  the  physical  standards 
required  for  military  service. 

During  the  business  meeting,  the  society  voted 
to  conduct  its  meetings  at  The  Hendrick  Hudson 
in  the  future.  The  society  felt  that  better  facili- 
ties and  atmosphere  for  the  meetings  were  avail- 
able at  the  hotel  and  that  larger  attendance 
would  result. 

Dr.  Charles  W.  Hamm,  retiring  president, 
submitted  his  annual  report  and  gave  an  inter- 
esting r6sum6  of  the  history  of  the  county  society 
from  its  inception  to  date.  Reports  on  the  activi- 
ties of  the  last  year  were  also  received  from  the 
heads  of  the  various  committees. 

Dr.  John  Sibbald,  new  president  of  the  society, 
presided  for  the  first  time. 

Suffolk  County 

The  new  officers  of  the  county  society  are: 
president,  Dr.  George  Bergmann,  Mattituck; 
first  vice-president,  Dr.  David  Corcoran,  Central 
Islip;  second  vice-president,  Dr.  Archie  M. 
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Baker,  Lindenhurst;  secretary,  Dr.  Edwin  P. 
Kolb,  Holtsville;  assistant  secretary,  Dr.  Willetts 
W.  Gardner,  Patchogue;  treasurer,  Dr.  Grover  A. 
Silliman,  Sayville;  censors:  Drs.  Paul  F.  Nugent, 
Leon  J.  Barber,  Louis  F.  Garben,  George  Thomp- 
son, and  Cyril  E.  Drysdale. 

Warren  County 

Following  are  the  officers  of  the  county  society 
for  1941:  president,  Dr.  Edward  J.  Fitzgerald, 
Glens  Falls;  vice-president,  Dr.  James  A.  Glenn, 
North  Creek;  secretary-treasurer,  Dr.  Roger  S. 
Mitchell,  Glens  Falls;  censors:  Dr.  Hilton  H. 
Dier,  Lake  George,  Dr.  James  B.  Shields,  Glens 
Falls,  and  Dr.  Herbert  A.  Bartholomew. 

Washington  County 

Dr.  L.  Whittington  Gorham,  professor  and 
director  of  the  department  of  medicine,  Albany 
Medical  College,  and  physician-in-chief,  Albany 
Hospital,  addressed  the  county  society  on  Janu- 
ary 16  at  its  meeting  in  the  Mary  McClellan 
Hospital,  Cambridge. 

Wayne  County 

The  first  in  a series  of  six  lectures  on  medical 
topics  to  be  held  every  two  weeks  was  given  on 
Tuesday,  February  4,  at  a dinner-meeting  at  the 
Hotel  Wayne  in  Newark. 

The  lectures  are  sponsored  alternately  by  the 
Wayne  County  Medical  Society  and  the  Newark 


Doctors’  Club.  Dr.  Frederick  Wetherell,  Syra- 
cuse, read  a paper  on  “Goiter  and  Its  Manage- 
ment” at  the  first  meeting  followed  by  a discus- 
sion by  Dr.  C.  W.  Webb  and  staff. 

Westchester  County 

Dr.  Harry  Klapper  was  elected  president  of 
the  White  Plains  Medical  Society  at  a meeting 
held  at  the  Gedney  County  Club  on  January  14. 

Dr.  Klapper  succeeds  Dr.  G.  V.  H.  Hunter. 
The  vice-presidency  went  to  Dr.  J.  R.  Mont- 
gomery, incumbent,  and  Dr.  Harold  Nottley 
was  named  secretary  to  replace  Dr.  Klapper. 
Named  to  the  board  of  governors  for  two  years 
were  Dr.  Hunter  and  Dr.  James  F.  D’Wolf,  both 
succeeding  Dr.  D.  C.  McElligott  and  Dr.  R.  B. 
Hammond. 

Following  the  meeting  and  election  Dr.  D.  E. 
Copple,  of  Pleasantville,  presented  a travelogue 
picture  of  England  and  Wales,  in  color,  as  they 
appeared  before  the  war. 

Wyoming  County 

The  officers  of  the  county  society  for  1941  are 
as  follows:  president,  Dr.  Clifford  H.  Harville, 
Warsaw;  vice-president,  Dr.  Paul  A.  Burgeson, 
Warsaw;  secretary-treasurer,  Dr.  Oliver  T. 
Ghent,  Warsaw;  delegate  to  state  convention, 
Dr.  Henry  S.  Martin,  Warsaw;  censors:  Drs. 
L.  Hayden  Humphrey,  Silver  Springs,  Mary  T. 
Greene,  Castile,  and  George  A.  McQuilkin, 
Yarysburg. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Colin  L.  Begg 

67 

Toronto 

January  15 

Manhattan 

Harry  L.  Cruttenden 

64 

N.  Y.  Univ. 

January  19 

Cooperstown 

A.  Edward  Davis 

74 

Louisville 

January  17 

Manhattan 

Frederick  A.  Eggersman 

83 

N.  Y.  Eclectic 

January  23 

Richmond 

James  W.  Enright 

67 

Syracuse 

January  16 

Rochester 

Samuel  Forster 

59 

P.  & S.  N.  Y. 

January  10 

Manhattan 

Jacob  Heller 

49 

Buffalo 

January  19 

Buffalo 

Charles  L.  Janssen 

54 

Brussels 

January  22 

Manhattan 

William  L.  Kantor 

74 

P.  & S.  N.  Y. 

January  17 

Bronx 

Samuel  M.  Landsman 

74 

P.  & S.  N.  Y. 

January  10 

Manhattan 

Jennie  E.  Mabee 

43 

Cornell 

November  7 

West  Nyack 

J.  A.  Maryson 

74 

N.  Y.  Univ. 

January  18 

Bronx 

John  G.  Meidenbauer 

82 

Buffalo 

January  24 

Buffalo 

Thomas  T.  Mooney 

66 

Queens  Canada 

January  14 

Rochester 

Phil  H.  Neal 

44 

Med.  Col.  Virginia 

January  22 

Manhattan 

Lester  H.  Quackenbush 

79 

N.  Y.  Univ. 

January  14 

Binghamton 

Joseph  J.  Rosenberg 

59 

Univ.  & Bell. 

November  6 

Manhattan 

Charles  L.  Weiher 

81 

Bellevue 

November  18 

Poughkeepsie 

Peter  Yudkowsky 

49 

L.  I.  C.  Hosp. 

January  24 

Manhattan 

CORRECT  DIAGNOSIS 

A man  enters  the  doctor’s  office.  “Doc,  I 
want  a thorough  examination.”  “All  right,” 
says  the  doctor.  “First  let  me  ask  you  a few 
questions.  Do  you  drink  much  alcoholic 
liquor?”  “Have  never  touched  the  stuff, 
Doc,”  answers  the  patient. 

“Ever  smoke?”  “Never  started  the  filthy 
habit,”  he  answers.  “Do  you  run  around 
nights?”  “No,”  answers  the  patient.  “I’m 
always  in  bed  by  ten  o’clock.” 


“Let  me  ask  you  one  more  question,”  says 
the  doctor.  “Do  you  ever  have  sharp  pains  in 
your  head?” 

“Yes,  I do,”  said  the  examinee,  “that’s  what 
I have  been  worried  about.  I often  get  pains 
in  the  top  of  my  head  and  sometimes  a sort  of  a 
kink.” 

“There’s  your  whole  trouble,”  said  the  doctor. 
“Your  halo  is  on  too  tight.” 

— Milwaukee  Medical  Times 


COLLOIDAL 

VS 

IONIZABLE 

IRON 

IRON 

WHILE  orally  administered  iron  is  absorbed 
from  the  intestine,  the  entire  alimentary  tract 
is  by  anatomical  necessity  subjected  to  its  influence. 
Thus  the  problems  of  irritation,  of  staining,  of  de- 
hydration, and  other  unpleasant  side  reactions  have 
become  the  bugbear  of  hematinic  therapy.  There 
are,  however,  significant  differences  between  the  iron 
salts  and  colloidal  iron,  which  are  of  major  impor- 
tance in  this  connection.  The  iron  salts  (sulphates, 
citrates,  etc.)  ionize  more  or  less  readily  with  the 
liberation  of  acidic  ions.  And  it  is  to  this  chemical 
fact  that  many  of  the  unpleasant  side  reactions  of 
iron  administration  are  attributable.  In  the  mouth, 
for  example,  the  iron  salts  may  dissolve  tooth  enamel, 


may  stain,  are  unpalatable  and  unpleasant.  But  these 
things  are  not  true  of  OVOFERRIN,  for  OVOFERRIN 
is  colloidal  iron  in  its  most  minute,  most  efficient 
subdivision.  It  is  not  in  ionizable  form.  It  cannot 
stain  or  dissolve  tooth  enamel  any  more  than  an  iron 
nail  can.  It  is  tasteless,  odorless,  and  pleasant  to  take, 
thus  assuring  patient  cooperation.  Yet  OVOFERRIN 
is  highly  assimilable  since  it  is  in  the  colloidal  state, 
the  form  in  which  most  foods  are  physiologically 
absorbed.  As  it  is  fully  hydrated,  it  cannot  cause 
dehydration  and  constipation.  In  over  39  years  of 
widespread  use  it  has  earned  the  title  of  "the  rapid 
blood  builder.”  Prescribed  in  11  ounce  bottles;  one 
rablespoonful  at  meals  and  bedtime  in  milk  or  water. 


COLLOIDAL  IR 


in  Secondary  Anemia,  Convalescence,  Pregnancy, 
the  “Pale  Child"  and  Run  Down  States 


NEW  BRUNSWICK 


'OVOFERRIN**  IS  A REGISTERED  TRADE  MARK  THE  PROPERTY  OF  A.  C.  BARNES  C O M P A N v 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 
Responsibility  of  Physician  for  Acts  of  Nurse 


VERY  recently  in  a nearby  jurisdiction  a 
decision  was  handed  down  by  an  appellate 
court  involving  the  liability  that  may  be  im- 
posed upon  a physician  by  a nurse  not  in  his 
actual  employ.  * 

The  plaintiff  in  the  case  sued  a Doctor  A for 
damages  for  personal  injuries  alleged  to  have 
been  sustained  by  her  as  a result  of  medical 
treatment  by  the  defendant. 

Upon  the  trial  the  proof  established  that  prior 
to  July  1,  1936,  Doctor  A had  been  practicing 
his  profession  as  an  employee  of  Doctors  B and 
C,  who  were  partners,  and  that  on  that  date 
Doctor  B left  the  partnership  and  Doctor  A 
entered  the  partnership  with  Doctor  C in  place 
of  Doctor  B.  The  action  was  brought  by  the 
plaintiff  against  Doctor  A individually  and  not 
against  either  of  the  two  partnerships. 

Plaintiff,  upon  the  trial,  established  that  prior 
to  June  29,  1936,  she  had  been  treated  as  a 
patient  for  sinus  infection  and  had  received 
certain  injection  treatments  at  the  office  of  the 
partners  B and  C.  The  facts  upon  which  she 
relied  in  the  case  transpired  on  a single  date, 
but  she  was  entirely  uncertain  as  to  whether  that 
date  was  June  29  or  July  2. 

Her  testimony  was  that  on  the  said  day  she 
called  at  the  office  and  found  Doctor  A in  charge 
and  no  other  physician  present.  She  asked  him 
for  further  medical  care,  and  he  referred  her  to 
a nurse  in  the  office  with  instructions  that  an 
injection  of  omnadin  be  given.  That  nurse,  so 
far  as  appeared,  was  qualified.  She,  however, 
turned  the  patient  over  to  “a  girl  in  blue,”  who 
seems  to  have  been  an  office  attache  ordinarily 
charged  with  minor  nonmedical  duties.  Plain- 
tiff testified  that  the  latter  girl  administered  an 
injection  that  caused  the  injuries  complained  of. 
According  to  her,  a rather  dirty  appearing  tray 
or  pan  was  produced  containing  a bottle  in 
which  was  a hypodermic  needle.  On  former 
occasions  injections  had  been  made  of  sub- 
stances withdrawn  by  a sterilized  needle  from 
a sealed  ampule.  There  was  no  sealed  ampule 
in  use  on  the  date  in  question.  As  the  injection 
was  made  the  plaintiff  evidenced  some  unusual 
pain  and  “the  girl  in  blue”  placed  her  hand  over 
the  spot  where  the  needle  was  inserted.  An  in- 
fection causing  some  disability  and  suffering 
followed  the  incident. 

Upon  such  proof  the  plaintiff  recovered  a ver- 
dict at  the  trial  against  Doctor  A.  He  appealed, 
however,  and  upon  that  appeal  the  Court  of 
Appeals  reversed  the  judgment  and  entered 
judgment  in  favor  of  the  defendant  doctor. 

The  first  point  that  was  taken  into  considera- 
tion was  that  of  the  status  of  Doctor  A,  that  is, 
whether  he  was  an  employee  of  B and  C,  part- 
ners, or  whether  he  was  a partner  of  C.  The 
Court  of  Appeals  ruled  that  since  the  burden 


* Rath  vs.  Craddock,  29  N.E.  (2nd)  426. 


was  upon  plaintiff  to  establish  facts  imposing 
liability  upon  Doctor  A,  her  evidence  had  to  be 
considered  as  establishing  that  the  date  of  the 
treatment  was  June  29,  a date  when  Doctor  A 
and  “the  girl  in  blue”  were  fellow  employees  of 
the  partners  B and  C. 

The  Court  of  Appeals  ruled  that  under  such 
circumstances  no  cause  of  action  against  Doctor 
A had  been  shown  and  said  in  part : 

“As  Doctor  A was  still  an  employee  of 
Doctor  B (and  Doctor  C),  and  the  nurse  and 
‘the  girl  in  blue’  were  also  employees  of  Doc- 
tor B (and  Doctor  C),  the  effect  of  this  action 
is  to  attempt  to  charge  one  employee  with  the 
negligence — if  any  existed — of  a fellow  em- 
ployee. No  rule  of  law  has  ever  imposed 
liability  under  such  circumstances. 

“It  is  claimed  that  a physician,  though 
merely  an  employee,  has  some  unassignable 
obligation  which  imposes  upon  him  liability 
for  the  acts  of  his  fellow  employees  in  a physi- 
cian’s office. 

“No  controlling  authority  is  cited  in  support 
of  this  claimed  exception  to  the  general  rule. 

“It  is  asserted  that  the ‘plaintiff  is  helpless 
in  the  presence  of  such  a situation.  Such  is 
not  the  case,  for  the  employer  is  responsible 
for  the  negligence  of  any  of  his  employees. 
That  the  plaintiff  has  mistaken  the  responsible 
defendant — if  negligence  and  proximate  cause 
were  proved — is  beside  the  point.  It  is  clear 
that  the  plaintiff  having  failed  to  prove  any 
direct  liability  on  the  part  of  the  defendant 
for  the  acts  of  which  she  makes  complaint,  the 
judgment  of  the  Court  of  Common  Pleas 
should  be  reversed  and  judgment  here  entered 
for  the  defendant.” 

Inquiries 

YOUR  Counsel  recently  received  the  follow- 
ing inquiry : 

“Dear  Mr.  Brosnan: 

“As  Counsel  for  the  State  Medical  Society, 
would  you  be  willing  to  give  me  an  opinion 
on  the  following  point : 

“Patient  A is  injured  in  an  automobile 
accident,  following  which  he  has  an  x-ray 
examination  at  the  request  of  his  attending 
physician.  Patient  A then  sues  the  man 
whose  car  struck  him. 

“Sometime  later  the  court  action  is  insti- 
tuted and  the  patient  is  examined  by  another 
physician  who  is  paid  by  the  defendant  in 
the  action. 

“When  patient  submits  to  the  examination 
by  the  second  physician,  by  such  action  is 
there  an  implied  understanding  that  the 
physician  representing  the  defendant  has  a 
right  to  see  any  and  all  x-rays  taken  with 
reference  to  the  accident? 

Sincerely  yours,” 

[Continued  on  page  405] 


403 


FADS  come  and  go.  Doctors  are  besieged  with  “samples”  and 
“literature.”  Yet  an  amazing  preponderance  of  the  medical 
profession  goes  calmly  along,  relying  on  Horlick’s  Malted  Milk. 


Here  are  two  fundamental  reasons: — 

IBy  long  clinical  use,  Horlick’s  has 
•proved  its  value  in  feeding  infants, 
growing  children,  ill,  convalescent  and 
well  adults,  the  aged. 

2 Horlick’s  contains  sound,  basic  nu- 
tritional factors — the  well  balanced 
protein  of  milk  and  wheat  . . . fat  in  the 
form  of  genuine  butterfat,  derived  from 
full  cream  milk,  combined  with  the  lac- 
tose of  milk,  and  other  carbohydrates  . . . 
enzyme  processed  for  ease  of  digestion. 
• 

In  cases  where  you  want  to  prescribe  a 
scientifically  conceived,  thoroughly  es- 
tablished milk-cereal  food,  specify  Hor- 
lick’s Malted  Milk,  natural  or  chocolate 
flavor.  All  druggists  carry  it. 
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[Continued  from  page  403] 

Your  Counsel's  reply  was  as  follows: 

“Dear  Doctor: 

“In  your  letter  you  inquire  as  to  whether, 
when  a physical  examination  is  arranged  for 
the  benefit  of  the  defendant  in  a personal 
injury  action,  there  is  an  implied  understand- 
ing that  the  examining  physician  is  entitled 
to  see  any  and  all  x-rays  taken  with  reference 
to  the  accident. 

“Unless  the  plaintiff's  attorney  consents  the 
examining  physician  for  the  defendant  cannot 
compel  the  production  of  prior  x-rays. 

“In  a proper  case  the  defendant  may  pro- 
cure an  order  from  the  court  requiring  that  a 
plaintiff  in  a personal  injury  action  submit  to 
x-ray  examination  in  order  that  his  true 
physical  condition  at  the  time  of  the  examina- 
tion may  be  ascertained. 

Very  sincerely  yours,” 

Your  Counsel  recently  received  the  following 
inquiry: 

“Dear  Sir: 

“Yesterday  I was  called  to  see  A,  11  years 
old,  who  is  boarding  with  people  in  C.  I found 
that  he  had  appendicitis  and  decided  that  an 
immediate  appendectomy  was  necessary. 

“A’s  mother  and  father  are  separated  and 
the  mother  has  custody  of  the  children.  It 
was  very  difficult  to  reach  the  mother  to  get 
her  consent  to  operation,  and  five  hours  passed 
before  she  was  found.  If  she  had  not  been 
located  would  we  have  made  ourselves  liable  to 
a malpractice  suit  by  operating  without  con- 
sent? 

“The  operation  was  successful  and  we  look 
for  a speedy  recovery.  However,  accidents 
do  happen  sometimes,  and  I would  like  to 
know  just  how  much  liability  we  would  incur 
by  operating  on  a minor  without  the  guardian’s 
consent. 

“Dr.  W is  physician  to  X Military  Academy 
and  some  of  the  pupils  are  from  Panama  and 
South  America.  It  is  possible  that  one  of 
them  might  be  stricken  with  an  ailment  re- 
quiring surgical  operation.  What  would  be 
his  standing  if  he  were  unable  to  locate  the 
guardian  to  obtain  consent? 

Yours  truly,” 


Your  Counsel's  reply  was  as  follows: 

“Dear  Doctor: 

“I  acknowledge  receipt  of  your  letter  in 
which  you  make  certain  inquiries  concerning 
the  necessity  of  a consent  to  operate  in  various 
cases  involving  infants. 

“The  principal  case  cited  by  you  in  your 
letter  was  one  in  which  an  eleven-year-old 
child,  one  A required  an  immediate  appen- 
dectomy. I believe  that  you  would  not  have 
made  yourselves  liable  to  a suit  for  damages 
if  you  had  proceeded  with  the  operation  with- 
out actually  obtaining  the  consent,  since  you 
did,  in  fact,  make  a reasonable  effort  to  obtain 
the  consent  of  a parent  of  the  child  and  since 
the  case  was  one  in  which  an  actual  emergency 
existed  requiring  the  operation  in  an  endeavor 
to  save  the  patient’s  life. 

“In  general,  it  may  be  stated  that  where 
no  actual  emergency  exists  requiring  imme- 
diate operation  to  protect  the  life  of  an  infant 
patient,  no  operation  may  be  performed  with- 
out the  consent  of  at  least  one  of  the  parents 
or  the  legal  guardian  of  the  child. 

“I  understand  that  in  X Military  Academy 
some  of  the  pupils  are  from  Panama  and  South 
America  and  that  Doctor  W seeks  suggestions 
as  to  procedure  when  one  of  the  pupils  of  said 
Academy  might  be  stricken  with  an  ailment 
requiring  surgical  operation.  In  every  case 
where  no  emergency  exists,  I believe  that  no 
operation  should  be  undertaken  without  first 
obtaining  consent  by  cablegram  from  the 
parents.  Where  an  emergency  exists  I feel 
that  wherever  possible  the  parents  should  be 
cabled  and  their  consent  requested  in  order 
that  a reasonable  attempt  be  made  before 
operation  to  obtain  actual  consent  of  the 
parents.  However,  in  an  extreme  emergency 
where  it  appears  that  consent  by  cable  could 
not  be  obtained  in  time  for  the  operation,  I 
would  suggest  that  the  best  procedure  would 
be  for  the  doctor  in  charge  of  the  case  to  notify 
the  principal  or  headmaster  of  the  school  of 
the  circumstances  and  obtain  his  consent  to 
operate  as  the  person  charged  in  such  cases 
with  responsibility  for  the  welfare  of  the 
pupil. 

Yours  very  truly,” 


BASKETBALL  OVERTAXING  ADOLESCENTS 


The  Journal  of  School  Health  returns  to  its 
criticism  of  our  too  strenuous  basketball  and 
notes  that  physicians,  health  officers,  coaches, 
and  sports  writers  have  taken  a stand  against 
the  present  rules.  The  game  is  too  strenuous, 
probably,  for  college  players,  unless  the  squad  is 
large  enough  to  permit  frequent  substitution, 
and  it  is  certainly  detrimentally  strenuous  for 
adolescent  boys — high-school  players. 

Since  only  the  rule  makers  seem  to  favor  the 
present  rules,  it  devolves  upon  those  who  are 
truly  interested  in  the  physical  welfare  of  boys 
to  bring  pressure  upon  these  rule  makers  to 
compel  them  to  adopt  changes  that  will  give  more 
opportunity  for  “breather”  periods,  so  that  the 
circulation  may  have  greater  opportunity  to 


remove  the  waste  products  of  vigorous  exercise 
and  thereby  to  lessen  the  strain  on  the  heart. 

Not  only  is  it  a matter  of  common  observa- 
tion by  those  who  witness  games  that  the 
game  is  too  strenuous,  but  reports  from  physi- 
cians, based  on  actual  examinations  and  studies, 
show  that  the  present  rules  result  in  chronic 
increased  blood  pressures  and  other  evidences  of 
serious  harmful  results. 

Every  school  physician,  health  officer,  and 
school  administrator  should  insist  upon  modi- 
fication. Failing  to  get  modification,  the  high 
schools  themselves  should  adopt  a set  of  rules  of 
their  own.  There  is  no  sensible  reason  why 
secondary  school  athletics  should  follow  humbly 
at  the  heels  of  college  athletics. 


The 


composition  of  Karo  cannot  be  improved, 


so  it  is 


The  history  of  Karo 
is  inscribed  in  the  nu- 
trition of  millions  of 
infants.  It  reveals 
universal  acceptance 
of  Karo  Syrup  as  an 
excellent  source  of 
dextrins,  maltose  and 
dextrose.  Karo  re- 
mains the  effective 
milk  modifier  for  all 
forms  of  milk  and 
for  every  type  of  in- 
fant feeding  problem. 


now  introduced  in  superior  containers — in  streamlined 
glass  bottles.  Karo  Syrup  is  processed  at  sterilizing  tem- 
peratures and  sealed  hygienically  in  these  sparkling 
glass  containers. 

The  high  sanitary  quality  of  Karo  can  now  be  main- 
tained while  using  the  clear  glass  bottles  in  the  nursery 
or  kitchen  in  the  preparation  of  infants’  formulas. 

The  cost  of  24  ounces  of  Karo  Syrup  in  glass  bottles 
is  only  slightly  more  than  in  cans.  Karo  thus  yields 
(volume  for  volume)  double  the  caloric  value  of  pow- 
dered maltose -dextrins -dextrose  at  a fraction  of  the  cost. 

Karo  is  bacteriologically  safe ; devoid  of  laxatives  or 
any  impurities;  well-tolerated  by  newborns,  infants 
and  children;  easily  digested  even  in  difficult  feeding 
problems;  absorbed  by  gradations  at  spaced  intervals 
in  the  intestinal  tract;  prevents  flooding  of  the  blood- 
stream with  exogenous  sugars. 


CORN  PRODUCTS  SALES  COMPANY 

17  Battery  Place,  New  \Torh  City 

KARO  IS,  OF  COURSE,  STILL  AVAILABLE  IN  THE  FAMILIAR  SANITARY  TINS 


- 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Public  Health  News 


AT  THE  section  meeting  for  school  physi- 
A.  cians,  held  on  December  26  at  the  Hotel 
Syracuse,  Dr.  O.  W.  H.  Mitchell,  chairman  of  the 
Committee  on  Public  Health  and  Education  of 
the  Medical  Society  of  the  State  of  New  York, 

: presented  a paper  entitled  “Legislative  Activi- 

ties Regarding  School  Health  Service.”  He 
mentioned  the  recent  development  of  what  is 
called  medical  inspection  and  school  health  serv- 
ice and  the  rapid  progress  which  has  been  made. 
What  activities  should  be  included  in  such  a serv- 
ice are  not  easy  to  determine.  In  keeping  with 
the  policies  and  principles  that  determine  our 
form  of  government,  we  face  the  problem  of  do- 
ing too  much  as  well  as  doing  too  little.  Expe- 
riences in  other  countries  should  caution  us  to 
do  things  well — not  attempt  too  much  and  avoid 
rapid  expansion. 

Criticism  of  the  school  health  service  has 
largely  resulted  from  a lack  of  adequate  provision 
preceding  operation  of  activities.  Medical 
schools  and  schools  of  education  have  failed  to 
I include  in  their  curriculum  courses  that  are  nec- 
essary in  the  preparation  of  physicians  and 
teachers  who  assume  the  responsibility  of  school 
health  service  and  health  education.  This  weak- 
ness in  education  is  now  being  corrected. 

Dr.  Mitchell  also  referred  to  the  action  re- 
cently taken  by  the  Medical  Society  of  the  State 
of  New  York  regarding  the  need  for  a special 
school  health  division  devoted  entirely  to  health 
and  medical  problems  as  a part  of  the  State  De- 
partment of  Education  or  the  State  Department 
of  Health.  At  the  present  time  these  activities 
are  combined  with  physical  education. 

The  physicians  believe  that  such  a reorganiza- 
tion would  strengthen  both  the  school  health 
service  and  physical  education  activities.  These 
suggestions  were  adopted  as  resolutions  by  the 
House  of  Delegates  of  the  State  Medical  So- 
ciety and  have  been  presented  to  Commissioner 
Cole  of  the  State  Department  of  Education  and 
Commissioner  Godfrey  of  the  State  Department 
of  Health. 

It  was  called  to  the  attention  of  the  school 
physicians  that  the  Medical  Society  has  a special 
committee  on  School  Health  Service.  The 
members  are:  Dr.  E.  C.  Wood,  White  Plains, 
Westchester  County,  chairman;  Dr.  Albert  D. 
Kaiser,  Rochester,  Monroe  County;  and  Dr.  A. 
C.  Silverman,  Syracuse,  Onondaga  County. 
This  committee  will  gladly  meet  with  represen- 
tatives of  other  groups  for  discussion  of  school 
health  activities  and  policies. 

Dr.  Michael  Levitan,  school  health  director, 
Rome,  New  York,  spoke  on  “The  School  Physi- 
cian’s Part  in  National  Preparedness.” 

“Defense  from  the  health  and  life  angle  is  as  old 
as  life  itself.  Health  is  a means  of  protecting  the 
individual  or  group  against  affliction  or  disease 
and  is  traceable  to  the  distant  past. 

“Today,  with  the  appreciation  of  the  effective- 
ness of  modern  methods  of  prevention  and  sci- 
entific sanitation,  health  measures  are  considered 
definite  means  of  defense  when  our  country  is 
threatened  with  the  spread  of  the  war  from  the 
other  side  of  the  ocean. 


“Since  school  health  functions  have  for  their 
objective  the  protection  and  preservation  of  the 
health,  growth,  and  proper  physical  and  mental 
development  of  our  boys  and  girls,  health  service, 
health  education,  and  guidance  are  basically 
significant  at  this  time  of  national  concern. 
Education  in  general  and  health  education  in 
particular  are  the  very  cornerstones  and  founda- 
tion of  the  nation  and,  together  with  proper  ad- 
ministration, constitute  the  first  line  of  national 
defense. 

“Proper  health  education  is  a powerful  and 
vital  factor  leading  to  the  proper  control  of 
muscle  and  brain.  As  a preparedness  measure 
we  need  in  number  and  in  efficiency  more  teach- 
ers of  health  education,  school  physicians,  nurse- 
teachers,  dentists,  dental  hygienists,  physical 
training  instructors,  and  mental  hygienists. 

“In  the  field  of  school  health  the  school  physi- 
cian has  a very  important  and  entrusted  post 
equal  in  responsibility  to  that  of  the  army  medi- 
cal officer.  While  the  duties  of  the  school  physi- 
cian are  of  a different  character,  they  are  no  less 
vital.  He  has  the  ardent  task  through  preven- 
tive means  and  health  education  of  keeping  the 
young  and  growing  school  children  under  his 
administration  physically  and  mentally  fit  to 
face  the  hardships  and  fight  the  battles  of  life 
after  they  leave  school. 

“Upon  his  shoulders  rests  the  duty  of  aiding 
and  assisting  the  school  children  to  overcome 
their  deficiencies  of  nutrition  or  defects  of  posture, 
tonsils,  glands,  teeth,  and  hearing.  He  must 
also  aid  in  the  problems  of  behavior.  He  must 
take  particular  pains  with  those  children  whose 
lot  it  is  to  have  congenital  or  acquired  abnormali- 
ties of  heart  or  limb.  In  many  instances  such 
conditions  may  be  prevented.  The  removal  of 
diseased  tonsils  and  timely  care  of  dental  caries 
lessen  the  chances  of  rheumatic  fever  in  child- 
hood and  any  resulting  cardiac  damage.  Nor 
should  it  be  forgotten  that  proper  supervision 
and  guidance  of  children  afflicted  with  post- 
rheumatic or  postpolio  conditions  may  help  re- 
store these  children  to  normal  life. 

“The  advantages  of  health  service,  health  edu- 
cation, and  physical  training  in  the  schools  dur- 
ing the  past  twenty  to  twenty-five  years,  through 
absorption  of  health  knowledge  and  practice, 
must  have  had  at  least  some  effect  upon  the 
development  of  our  boys  into  manhood. 

“A  report  of  the  Metropolitan  Life  Insurance 
Company  says  in  part:  ‘Even  in  advance  of  de- 
tailed findings  on  medical  examinations  it  is  safe 
to  predict  that  the  draftees  will  be  found  to  be 
healthier,  better  developed  physically  and  with  a 
lower  incidence  of  serious  impairments  than  the 
draftees  of  1917-18.’ 

“There  is  no  better  investment  for  the  city, 
state,  nation,  and  individual  taxpayer  than 
money  expended  on  the  health  of  school  children. 
The  very  strength  of  our  republic  depends  upon 
the  health  of  the  school  children,  out  of  whom  is 
built  the  nation’s  manpower  in  muscle  and  brain. 
Health  is  mainly  a medical  problem  and  it  is  the 
part  of  the  school  physicians  and  other  health 
workers  to  make  it  the  foundation  of  the  na- 
tion’s strength.” 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


THE  New  York  State  Medical  Society  Con- 
vention will  be  held  in  Buffalo,  April  28  to 
May  1,  inclusive.  At  this  time  the  Woman’s 
Auxiliary  holds  its  annual  meeting  at  the  Hotel 
Statler.  Make  your  reservations  now.  Worth- 

County 

First  we  present  the  newly  formed  group, 
Niagara  County.  On  October  18,  1940,  with  the 
permission  of  the  county  medical  society,  forty- 
five  doctors’  wives  met  at  the  Hotel  Niagara  for 
a luncheon  meeting.  They  chose  as  their  leaders: 
president,  Mrs.  W.  R.  Scott;  first  vice-president, 
Mrs.  W.  D.  Leone;  second  vice-president, 
Mrs.  F.  W.  Barry;  recording  secretary,  Mrs.  E. 

F.  Dodge;  corresponding  secretary,  Mrs.  M.  S. 
Cohen;  treasurer,  Mrs.  J.  Kingley;  directors, 
Mesdames  H.  V.  Cramer,  G.  Guillemont,  and 
R.  P.  Regan.  At  the  November  assembly  the 
Constitution  and  Bylaws  were  adopted.  In 
December  at  a round-table  luncheon  gathering, 
Dr.  Carl  Lathrop  of  the  Niagara  County  Tu- 
berculosis Association  addressed  the  members 
and  showed  interesting  movies.  On  January  7 
the  new  president  of  the  county  medical  society 
explained  the  aims  of  a medical  organization.  A 
genuine  spirit  to  further  kindly  feeling  among 
doctors’  wives  has  been  demonstrated  by  the 
increased  total  to  seventy-four  members.  Good 
wishes  for  your  continued  success  in  this  worth- 
while undertaking. 

Cayuga.  The  annual  dinner  with  the  Cayuga 
County  Medical  Society  took  place  recently  at 
the  Osborne  Hotel.  Justice  Benn  Kenyon  re- 
lated the  associations  of  “Medicine  and  Law”  to 
the  delight  of  everyone  present.  A business 
meeting  was  conducted  by  Mrs.  G.  Sincerbeaux. 
The  Red  Cross  asked  for  more  help  from  the 
auxiliary.  Mrs.  Alfred  K.  Bates  is  chairman  of 
a committee  to  investigate  the  advisability  of 
the  group  working  for  the  Bundles  for  Britain, 
Inc. 

Columbia.  The  fourth  annual  luncheon  and 
business  meeting  convened  at  the  General  Worth 
Hotel  in  Hudson;  Mrs.  Wm.  D.  Collins  presided. 
Nine  meetings  were  held  during  the  past  year. 
Outstanding  speakers  were  Mrs.  A.  VanderVeer, 
Dr.  Marion  Loew  of  the  State  Department  of 
Health,  Mrs.  H.  E.  Rainey,  and  Mr.  John 
Hoysradt,  monologist.  Newly  elected  officers 
are:  president,  Mrs.  R.  L.  Bowerhan;  president- 
elect, Mrs.  H.  G.  Henry;  first  vice-president, 
Mrs.  L.  J.  Shonk;  second  vice-president,  Mrs. 
Chas.  Nichols;  treasurer,  Mrs.  R.  F.  Spencer; 
recording  secretary,  Mrs.  H.  G.  Pattison;  cor- 
responding secretary,  Mrs.  L.  M.  Miesen. 

Erie.  Celebrating  in  December  their  first 
anniversary  as  an  auxiliary,  two  hundred  physi- 
cians and  their  wives  marked  a memorable  event 
with  an  enjoyable  dinner  party  in  the  Terrace 
Room  of  the  Hotel  Statler.  Much  credit  for  its 
success  is  due  to  Mrs.  Patrick  Hurley,  general 
chairman,  and  her  able  assistants.  A round  table 
luncheon  preceded  the  business  session  on  Decem- 
ber 17  at  which  Mrs.  C.  E.  Wertz  was  unani- 
mously elected  president  for  the  second  year. 


while  medical  information,  pleasant  social  func- 
tions, and  renewed  friendships  are  in  store  for 
you.  All  doctors’  wives  are  invited  and  informa- 
tion may  be  obtained  from  Mrs.  Carlton  E. 
Wertz,  chairman,  95  Parker  Ave.,  Buffalo. 

News 

Other  officers  are:  first  vice-president,  Mrs.  P. 
J.  Hurley,  second  vice-president,  Mrs.  S.  L. 
Walczak,  recording  secretary,  Mrs.  H.  B. 
Johnson;  corresponding  secretary,  Mrs.  A.  E. 
Richter;  treasurer,  Mrs.  J.  D.  Naple.  Fifteen 
delegates  were  chosen  to  the  New  York  State 
Medical  Convention.  After  the  reports  there  was 
a musical  program  in  charge  of  Mrs.  F.  N. 
Potts.  The  efforts  of  the  Erie  County  auxiliary 
are  turned  toward  the  convention  meeting  for 
which  they  are  to  be  hostesses. 

Kings.  January  19  found  the  members  of  the 
auxiliary  on  their  way  to  the  National  Broad- 
casting Company  to  enjoy  the  program  “Alma 
Kitchell’s  Streamline  Journal.”  Mrs.  Louis 
Harris,  president,  has  announced  the  February 
meeting  to  introduce  Mrs.  Lewis  Paddorns  who 
will  speak  on  “The  Motion  Picture  Council.” 
In  addition,  Mrs.  Chester  A.  Peake  will  give  a 
book  review. 

Montgomery.  The  December  meeting  at  the 
Amsterdam  City  Hospital  had  as  guests  Dr.  S. 
L.  Homrighouse,  Dr.  P.  J.  Fitzgibbons,  Dr. 
Phillip  B.  Barton,  and  Dr.  Leonard  M.  Mc- 
Guigan,  members  of  the  advisory  council.  Dr. 
Homrighouse,  then  president  of  the  Montgomery 
County  Medical  Society,  welcomed  the  women 
to  a society  which  is  135  years  old.  Dr.  Fitz- 
gibbons spoke  on  health  “not  being  a police  duty 
but  rather  an  educational  program.”  Dr.  Barton 
spoke  on  the  friendliness  of  the  society  and  what 
it  can  accomplish.  Dr.  McGuigan  presented  the 
auxiliary  with  a check  for  $10  contributed  by  the 
county  medical  society.  Following  the  session, 
tea  was  served.  Dr.  Julius  Schiller  was  the 
speaker  at  the  January  meeting.  In  the  course 
of  a brief  address,  the  newly  elected  president  of 
the  medical  society  assured  the  auxiliary  mem- 
bers of  the  society’s  cooperation  in  their  work. 
Mrs.  S.  L.  Homrighouse,  president,  conducted 
the  business  meeting  at  which  plans  were  made 
for  a dinner  party  to  be  held  February  13. 

Nassau.  Nassau  County  had  the  honor  to 
have  as  their  distinguished  guest  the  president 
of  the  American  Medical  Association,  Dr.  Nathan 
B.  Van  Etten,  at  the  celebration  of  their  fifth 
anniversary  on  January  28.  The  meeting  was 
preceded  by  a dinner  and  a brief  business  session, 
conducted  by  Mrs.  A.  C.  Martin,  at  the  Garden 
City  Hotel.  Dr.  Van  Etten  was  introduced  by 
Mrs.  L.  H.  Kice,  state  president. 

Queens.  Twenty-five  were  present  at  the 
first  of  a series  of  “Membership  Teas,”  held  at 
the  home  of  Mrs.  Harold  Foster,  34-07  103  St., 
Corona,  on  January  21.  Three  new  members 
were  presented  by  Mrs.  Edwin  Core,  of  Forest 
Hills,  membership  chairman.  Tea  was  poured 
by  Mrs.  Michael  M.  Schultz,  president.  All  had 
a very  enjoyable  afternoon. 
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T JUDGE  THE  WORTH 
OF  THIS  PosUaMz 
X-RAY  UNIT  BY  ITS  SIZE 


BECAUSE  the  G-E  Model  F-3  Office-Portable 
X-Ray  Unit  seems  so  small  in  size,  and  its 
price  is  moderate,  don’t  overlook  its  practical 
diagnostic  range  and  its  ability  to  produce 
radiographs  of  high  quality. 


The  G-E  Model  F-3  is  a unit  that  you  can  rely 
upon  for  satisfactory,  dependable  x-ray  per- 
formance within  its  range  — in  your  office  or  at 
the  patient’s  bedside  — wherever  adequate  roent- 
genological service  is  not  otherwise  available. 


Think  what  a valuable  assistant  the  F-3  could 
be.  Then,  why  not  do  as  hundreds  of  value-wise 
medical  men  did?  Judge  the  F-3  strictly  on 
performance.  See  this  fine  unit  right  in  your 
own  office.  Then  you  can  actually  use  and  han- 
dle the  F-3  just  as  you  would  in  your  daily 
practice.  And  you’ll  get  first-hand  information 
about  its  refined,  simplified  control  and  its 
unusual  flexibility. 


Here’s  all  you  have  to  do  to  arrange  for  this 
interesting  demonstration:  Just  clip,  sign,  and 
mail  the  convenient  coupon,  today.  We’ll  do 
the  rest. 


—CLIP,  SIGN,  and  MAIL,  TODAY---* 


Pm  interested  in  an  actual  working  dem- 
onstration of  the  G-E  Model  F-3  Office- 
Portable  X-Ray  Unit.  When  next  in  this 
vicinity , please  have  your  representative 
arrange  with  me  for  a time  most  conven- 
ient to  me. 


Name _ 


Address. 


City 


C12 


GENERAL  ELECTRIC 
X-RAY  CORPORATION 


2012  JACKSON  BlVD.  CHICAGO,  III.,  U.  S.A. 


SaV  YfW  g™™'  T^TT™aT  ™ 


Tut 


There’s  no  fee 
for  this 
advice 

In  cases  of  real  thirst, 
nothing  is  more  welcome  to 
a welcome  guest  than  a high- 
ball made  with  smooth,  mel- 
low Johnnie  Walker  . . . 

★ 

ITS  SENSIBLE  TO  STICK  WITH 

Johnnie 

fftUKER 

BLENDED  SCOTCH  WHISKY 


Red  Label 
8 years  old 


Black  Label 
12  years  old 
Both  86.8  proof 


CANADA  DRY  GINGER  ALE,  INC.,  NEW  YORK,  N.  Y. 
SOLE  IMPORTER 


MAXITATE 


The  Longest  Acting 
c Vasodilator  of  the 

5-6  Hours 


I Nitrite  Group 


THE  SUPERIORITY  of  Maxitate 
lies  in  the  fact  that  its  action 
persists  longer  than  any  other  vasodi- 
lator of  the  nitrite  group.  With 
proper  regulation  of  dosage  the  initial 
period  of  vasodilation,  5-6  hours,  may 
be  prolonged  considerably.  The  action 
of  Maxitate  is  beneficial  to  patients 
because  there  is  no  sudden  reduction 
of  pressure  with  accompanying  ill 
effects;  instead  the  action  is  gradual. 


Write  for  folder  No.  8. 


R.  J.  STRASENBURGH  CO. 

Pharmaceutical  Chemists  Since  1886 
ROCHESTER  NEW  YORK 


NewjYork  State  Champagne 
and 

Fine  American  Still  Wines 


AKERIC 

SHER] 

£ 


When  a patient  re- 
quires a superior 
champagne  or  a 
fine  wine  during 
convalescence, 
specify  "Great 
Western". 

Most  good  stores 
sell  genuine 
"Great  Western/' 


PLEASANT  VALLEY  WINE  CO. 

Est.  1860  - Rheims,  N.  y. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N,  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


REVIEWED 


Diabetes:  Practical  Suggestions  for  Doctor 

and  Patient.  By  Edward  L.  Bortz,  M.D.  Sec- 
ond edition.  Octavo  of  296  pages,  illustrated. 
Philadelphia,  F.  A.  Davis  Co.,  1940.  Cloth, 
$2.50. 

The  author  has  revised  the  material  in  this 
second  edition  and  has  brought  it  up  to  date  so 
far  as  recent  advances  in  diabetes  are  concerned. 
It  is  a well-rounded  monograph,  written  in  clear 
and  simple  style,  and  should  prove  useful  to  the 
patient  suffering  from  diabetes.  The  reviewer 
finds  it  necessary  to  call  attention  to  several 
aspects  of  the  presentation  which  would  prove 
misleading  to  the  patient.  For  example,  the 
color  chart  illustrating  the  approximate  quantita- 
tive content  of  glucose  in  the  urine  based  upon 
the  qualitative  test  is  not  correct.  A complete 
reduction  of  the  copper  solution  occurs  when  2 
per  cent  or  more  of  glucose  is  present.  It  is  im- 
possible above  that  concentration  to  determine 
its  content  with  a qualitative  analysis.  Further, 
the  statement  that  the  dose  of  insulin  in  juvenile 
diabetes  is  based  on  the  age  of  the  patient  is  in- 
correct. No  one  who  has  had  experience  with 
diabetic  juveniles  would  be  willing  to  accept  this 
statement.  The  dose  of  insulin  depends  entirely 
upon  the  severity  of  the  diabetes,  regardless  of 
the  age. 

William  S.  Collens 

Heart  Failure.  By  Arthur  M.  Fishberg,  M.D. 
Second  edition.  Octavo  of  829  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1940.  Cloth, 
$8.50. 

It  is  a great  pity  that  Fishberg  thought  it 
necessary  to  add  forty  odd  pages  to  the  latest  edi- 
tion of  his  excellent  book,  Heart  Failure.  The 
new  material  is  doubtless  worthwhile,  but  the 
additional  bulk  will  not  make  the  volume  more 
attractive  to  students  and  practitioners.  The 
vast  majority  of  readers  are  not  particularly 
interested  in  reading  too  detailed  abstracts  of 
literature,  particularly  if  after  plodding  through 
such  abstracts  they  are  told  that  much  of  the 
work  has  been  disproved. 

The  book  as  it  stands  now  is  an  extraordinarily 
able  digest  and  interpretation  of  a vast  amount  of 
material.  No  one  can  take  issue  with  the  choice 
of  sources  nor  with  the  just  appraisal,  but  it  is 
unnecessarily  verbose. 

New  material  has  been  added  to  velocity  stud- 
ies, paroxysmal  dyspnea,  the  picture  of  left  and 
right  heart  failures,  as  well  as  to  other  chapters. 

Andrew  M.  Babey 

The  New  International  Clinics.  Original 
Contributions:  Clinics;  and  Evaluated  Re- 

views of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  M.  Piersol,  M.D.  Volume 
III,  New  Series  Three.  Octavo  of  358  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1940.  Cloth,  $3.00. 


Some  of  the  original  communications  are  those 
on  peptic  ulcer,  analysis  of  emotional  factors  in 
coronary  disease,  Mikulicz  disease,  and  acciden- 
tal injuries  in  office  practice. 

Cutler  presents  a valuable  article  on  the  “Pres- 
ent Concept  of  Erythrocyte — Sedimentation 
Rate.”  He  describes  a technic  that  completes 
the  test  in  thirty  minutes  using  a Cutler  tube  and 
a graph  to  show  the  most  rapid  drop  in  milli- 
meters in  any  five-minute  interval.  This  is  the 
maximum  sedimentation  rate.  Normal  stand- 
ards and  the  interpretation  of  abnormal  rates  are 
given. 

There  are  clinics  from  the  Cornell  University 
Medical  College  and  the  New  York  Hospital,  on 
twelve  topics.  Heuer  points  out  the  advantages 
of  early  diagnosis  and  treatment  in  gallstone 
disease  from  a study  of  1,142  patients. 

A review  of  ten  years’  progress  in  obstetric 
analgesia  from  The  Johns  Hopkins  Hospital 
should  be  of  much  interest  to  obstetricians,  as  it 
is  nicely  presented  by  L.  M.  Heilman. 

W.  E.  McCollom 

Public  Health  Administration  in  the  United 
States.  By  Wilson  G.  Smillie,  M.D.  Second 
edition.  Octavo  of  553  pages,  illustrated.  New 
York,  The  Macmillan  Co.,  1940.  Cloth,  $3.75. 

This  book  first  appeared  five  years  ago  and 
now  in  its  second  edition  is  brought  up  to  date. 
The  expansion  in  the  field  of  medicosocial  work 
during  the  past  five  years  is  notably  evident  in 
the  growth  of  public  interest  in  national  health 
affairs.  The  development  of  the  national  health 
program  is  reviewed  by  Dr.  Smillie. 

Increased  knowledge  concerning  the  epidemi- 
ology of  disease  enables  more  definite  control 
measures  to  be  applied  to  the  communicable  dis- 
eases. The  usual  basic  activities  of  a public 
health  organization  are  considered,  particular 
attention  being  given  to  the  newer  knowledge 
with  respect  to  nutrition.  It  is  gratifying  to 
note  the  increased  recognition  of  nutritional 
problems  as  a phase  of  public  health  work. 

This  book  is  of  interest  primarily  to  public 
health  administrators,  but  the  private  physician 
will  find  much  that  is  of  direct  concern  to  him 
in  his  everyday  practice. 

A.  E.  Shipley 

Clinical  Electrocardiography.  By  David 
Scherf,  M.D.,  and  Linn  J.  Boyd,  M.D.  Octavo 
of  362  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Company,  1940.  Cloth,  $6.25. 

The  authors  state  in  their  introduction  that 
they  have  undertaken  to  write  the  present  vol- 
ume because  many  recent  books  on  the  subject 
have  devoted  themselves  to  the  main  essentials 
of  the  subject  and  have  created  the  impression 
that  electrocardiography  is  extremely  simple. 

[Continued  on  page  412] 
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Those  thoroughly  acquainted  with  the  subject 
realize  that  this  is  not  so  and  that  many  errone- 
ous diagnoses  follow  this  impression. 

The  book  is  designed  for  those  who  have  passed 
the  beginner  stage  and  draws  attention  to  many 
variations  that  can  take  place  in  both  normal 
and  abnormal  tracings.  All  * the  important 
phases  of  the  subject  are  discussed  and  various 
theories  analyzed.  Because  of  the  importance 
that  coronary  disease  has  assumed,  it  seems  as 
though  more  space  could  have  been  devoted  to 
this.  Other  subjects  of  possibly  less  importance 
have  been  much  more  exhaustively  dealt  with. 
A critical  discussion  of  disputed  points  is  given, 
and  no  extreme  view  seems  to  be  taken.  A 
bibliography  is  attached  to  each  chapter  so  that 
original  articles  may  be  consulted  if  desired. 
The  printing  and  figures  are  excellent. 

Altogether  this  volume  seems  to  have  accom- 
plished its  purpose  and  is  a good  addition  to  elec- 
trocardiographic literature. 

J.  Hamilton  Crawford 

Physical  Diagnosis.  By  Ralph  H.  Major, 
M.D.  Second  edition.  Octavo  of  464  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co., 
1940.  Cloth,  $5.00. 

The  second  edition  of  Major’s  Physical  Diag- 
nosis is  an  improvement  on  the  first  which  means 
that  it  is  a good  book  indeed.  The  peculiar  vir- 
tues of  Major’s  treatment  of  his  material  are  still 
much  in  evidence.  The  historical  approach, 
numerous  citations  of  classic  descriptions,  abun- 
dant and  well-chosen  photographs,  and,  above 


all,  the  omission  of  irrelevant  chapters  on  x-ray, 
electrocardiography,  and  laboratory  diagnosis 
which  burden  other  similar  books  are  worthy  of 
praise.  Recent  innovations  in  physical  diag- 
nosis, such  as  Reich’s  method  of  enhancing  tactile 
fremitus,  are  included.  Major  may  be  enthusias- 
tically recommended  by  all  teachers  of  the  art. 

Milton  Plotz 

Atlas  of  Cardioroentgenology.  By  Hugo 
Roesler,  M.D.  Folio  of  124  pages,  illustrated. 
Springfield,  Charles  C.  Thomas,  1940.  Cloth, 
$8.50. 

This  is  a painstaking  summary  of  a fairly  wide 
cross  section  of  cardiac  pathology,  correlating 
anatomic  findings  together  with  clinical,  electro- 
cardiographic, and  roentgenologic  examinations. 
Studies  of  postmortem  findings  and  their  rela- 
tionship to  roentgenologic  data  form  the  most 
valuable  part  of  the  book.  Cross  sections  of  the 
heart  and  great  vessels  in  various  planes  furnish 
an  excellent  foundation  for  orientation  so  neces- 
sary in  the  interpretation  of  roentgenologic  ex- 
aminations. 

The  material  in  the  book  covers  a generous 
variety  of  types  of  cardiac  pathology;  examples 
of  early  changes,  as  in  aortitis,  might  add  to  its 
value.  It  is  to  be  regretted  that  an  index  was 
not  included.  In  the  reviewer’s  opinion  this 
would  enhance  its  value  as  a reference  work. 

The  author  is  to  be  congratulated  for  his  care- 
ful and  concise  contribution  to  the  study  of 
cardiology. 

John  Pepe 
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UNWILLING  GUESTS? 

A follow-up  letter  mailed  by  a hospital  director  to  a 
discharged  patient,  rather  uniquely  referred  to  patients 
as  “unwilling  guests.”  If  this  letter  had  not  been  a 
masterpiece  of  good  will  and  good  business  otherwise,  we 
might  have  said  the  phrase  was  really  in  bad  taste. 

If  the  director  meant,  as  he  may  have  intended,  that 
patients  of  all  hospitals  and  sanitariums  are  unwilling 
guests,  we  can  find  many  reasons  to  differ  with  him.  If 
he  merely  intended  it  for  his  own  institution — the  letter 
expressed  it  “our  unwilling  guests” — then  perhaps  we 
have  no  right  to  criticise  his  judgment.  Yet,  knowing 
his  hospital  to  be  one  of  the  most  modern  and  efficient, 

!we  can’t  console  ourselves  in  classing  it  with  an  institu- 
tion for  reform.  As  we  understand  opinions,  only  prisons 
are  generally  considered  as  having  “unwilling  guests.” 


Granted  the  normal  being  prefers  to  view  hospitals 
from  the  exterior,  men  and  women  in  severe  pain  or 
with  no  other  alternative  for  saving  their  lives  or  limbs, 
or  sight,  certainly  must  be  willing  to  enter  a hospital. 
If  during  convalescence,  acute  nostalgia  becomes  a serious 
symptom  and  creates  an  unwilling  guest,  it  is  largely 
because  the  hospital  is  not  equipped  to  compete  with 
“home  sweet  home.” 

In  this  respect,  the  private  sanitarium  has  an  edge. 
The  rather  trite  phrase  “homelike  atmosphere”  that  dis- 
tinguishes sanitariums  is  not  as  ambiguous  as  it  may 
sound,  for  almost  without  exception  the  buildings,  fur- 
nishings and  surroundings  are  reminiscent  of  a private 
residence. 

Of  course  this  may  not  make  a sanitarium  a “vacation 
resort”  for  even  the  sick,  but  it  hardly  makes  the  patient 
less  “willing”  to  be  nursed  back  to  health.  Unlike  hos- 


-\ 


A SYMPOSIUM  of  MEDICAL  OPINION 


L 


Has  Been  Expressed  by  Many  Prominent  Physicians  on  the  Treatment  of  Drug  and 

Alcohol  Addiction  at 


THE  CHARLES  B.  TOWNS  HOSPITAL 


40 

SUCCESSFUL 

YEARS 


293  CENTRAL  PARK  WEST,  NEW  YORK,  N.  Y. 

FOR  DRUG  AND  ALCOHOL  PATIENTS  EXCLUSIVELY 


* We  will  be  pleased  to  send  a copy  of  the  Symposium  (printed  exclusively 
for  the  medical  profession's  information),  and/or  a copy  of  a treatise  "Druq 
and  Alcohol  Sickness"  to  physicians  on  request. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cili  ies  for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES.,  M.D.,  Med.  Supt.  *TEL.  4-1 1 43 


BRUNSWICK 

HOME  A Private 

1 ^ ^ Sanitarium 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  ner- 
vous disorders. 


Broadway  and  Louden  Avenue  Separate  accommoda- 

AMITYVILLE,  L.  I. — Phone:  1700,  01,  02  tions  for  nervous  and 

N.  y.  Office— 67  W.  44th  Street  backward  children. 

Tel:  MUrray  Hill  2-8323  Physicians’  treatments 

C.  L.  MARKHAM,  M.D.,  Supt.  rigidly  followed. 


GREENMONTojvHUDSON 

ESTABLISHED  1880  BY  DR.  PARSONS 

For  special  care  and  treatment  of  Nervous  and  Mental  disorders. 
Convalescents,  and  selected  cases  of  Alcoholism.  Unusual  home- 
like atmosphere.  State  licensed.  Moderate  rates.  45  minutes 
from  New  York  City . 

EDMUND  J.  BARNES,  M.D.,  PHYSICIAN  IN  CHARGE 

OSSINING,  N.  Y.— OSSINING  1989 


TWO  ELMS 


FOR  ACUTE,  RECOVER- 
ABLE MENTAL  CASES 
(selected  Drug  and  Alcohol 
cases  accepted).  Eleven  years  of  effective  results  from  efforts  devoted 


to  the  individual  care  of  a small  number  of  patients  in  a homelike 
environment  without  institutional  atmosphere.  All  accepted  modern 
therapies  available.  Moderate  rates.  For  information — address 


EUGENE  N.  BOUDREAU,  M.D. 

Physician-in-Char  ge 


SYRACUSE,  N.Y. 


LOUDEN  - 

KNICKERBOCKER 

HALL,  Inc. 

81  LOUDEN  AVENUE 

Tel.  Amityville  53 

AMITYVILLE,  N.  Y. 

A private  sanitarium 

established  1886  specializing  in  NERVOUS 
Full  inf ormation  furnished  upon  request. 

i and  MENTAL  diseases. 

JOHN  F.  LOUDEN 

New  York  City  Office 

JAMES  F.  VAVASOUR,  M.D. 

President 

67  West  44th  St.,  Tel.  VAnderbilt  6-3732 

Physician  in  Charge 

Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


414 


RIVERLAWN  SANITARIUM 


FOUNDED  1893 


A conveniently  situated  Sanitarium  offering  complete  facilities  for 
the  treatment  and  care  of  MENTAL  AND  NERVOUS  CASES 
and  ALCOHOLIC  AND  DRUG  ADDICTIONS.  We  extend  full 
cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  I.  Armory  4-2342 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  ana  with  re-education  working  toward  permanent 


abstinence.  Homelike  surroundings. 
16  miles  from  Buffalo. 


Competent  medical  and  nursing  care 


Moderate  rates — Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


‘INTERPINES 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 


Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


pitals  maintained  more  specifically  for  medical  and  sur- 
gical emergencies,  the  sanitarium  must  essentially  pro- 
vide more  in  comfort  and  diversion,  for  its  guests  are  less 
transient  and  ordinarily  require  longer  periods  of  routine 
nursing  and  treatment. 

Fortunately,  when  deciding  upon  a sanitarium,  a 


physician  has  more  time  to  select  a place  best  suited  for 
his  patient  than  he  has  when  selecting  a hospital  for  anj 
emergency,  and  he  can  as  the  saying  has  it  “look  around 
a bit”  before  making  a recommendation. 

And  about  the  best  place  to  begin  “looking”  is  here  in 
this  department  of  your  Journal. 
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"SCHOOL  MEDICINE” 

A friend  suggested  that  his  neighbor  consult  the  j 
i family’s  physician  about  “special  education”  for  one  of  j 
the  children.  The  parent  retorted,  “Why  should  the 
doctor  be  interested  in  education  for  my  children,  or  in 
getting  business  for  some  private  school?  It’s  no  money 
in  his  pocket.” 

To  which  the  friend’s  rebuttal  might  have  been,  “No, 
but  neither  is  the  medicine  that  his  prescription  obtains 
for  you  at  the  pharmacy.” 

* * * 

Many  parents  have  still  to  learn  that  the  family 
physician’s  part  in  educational  guidance  is  more  than 
just  a friendly  interest  or  “good  business” — that  it  is 
even  more  than  a self-imposed  duty.  They  should  be 
informed  that  the  doctor’s  share  in  “special  education” 
is  a part  of  the  therapy  in  treating  most  cases  of  so-called 
“exceptional  children,”  and — that  the  family  physician 
is  generally  the  best  qualified  person  to  prescribe  the 
“special  education”  required. 


* * * 

Under  the  heading  “schools,”  the  medical  profession 
has  other  concerns  as  well  as  prescribing  the  proper 
sphere  of  welfare  for  handicapped  children.  If  the 
medical  practitioner  watches  this  section  of  the  Journal, 
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he  will  find  the  announcements  of  schools  vitally  im- 
portant in  the  education  of  qualified  technicians  and 
assistants,  schools  that  can  furnish  such  personnel,  and 
schools  that  conduct  post-graduate  courses  or  special 
medical  lectures. 

These  schools  have  a significant  part  in  the  practice  of 
modern  medicine. 
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“All  the  practice  we’ve  had  may  be  of  some 
help  in  your  practice...” 


“WE  AT  BORDEN,”  says  Elsie , “have  made  such  a life  ivork  of  turning 
out  the  finest  milk  and  milk  products , that  ive  think  you  might  like  to  be 
reminded  of  four  particularly  helpful  Borden  Prescription  Products  . . .” 


BIOLAC  is  the  new  and  distinc- 
tive liquid  infant  food  with  reduced 
fat  level,  high  protein  concentra- 
tion, and  lactose  addition— enriched 
with  iron  and  vitamins  A,  Bi  and 
D.  It  is  homogenized,  evaporated, 
sterilized.  Biolac  gives  the  formula 
baby  breast-like  nutritional  and 
digestional  advantages,  and  is  con- 
venient and  economical  for  the 
mother. 

BETA  LACTOSE  is  the  most 
soluble  and  most  palatable  milk 


sugar  (nature’s  sole  carbohydrate 
for  the  first  months  of  mammalian 
life).  When  used  as  the  only  sugar 
in  infant  feeding,  Beta  Lactose 
helps  maintain  normal  and  natural 
intestinal  conditions. 

DRYCO  is  irradiated  powdered 
milk  of  moderate  fat  and  high 
protein  content,  modified  to  com- 
pensate for  important  biological 
differences  between  cow’s  milk  and 
breast  milk.  Dryco  is  designed  to 
meet  the  need  for  a safe,  flexible 


milk  product  for  infant  formulas. 

KLIM  is  powdered  whole  milk, 
with  nothing  added  in  manufac- 
ture. It  is  a uniform,  safe,  always 
available  source  of  pure  milk  for 
whole  milk  infant  formulas. 


“Maybe  this  is  a good  time  to  re- 
mind you,  too,  that  all  Borden's 
Prescription  Inf  ant  Foods  are  made 
from  my  Board-of -Health-inspect- 
ed milk.” 


Copyright  1941 — The  Borden  Company 
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the  mortality  fi 
itorrhage  due 


5.  “What  will  best  control 
“Night  Pain”  in  the  peptic  ul- 
cer patient?” 


6.  “What  is  the  safest,  quickest 
method  of  controlling  simple 
hyperacidity?” 


0^ 


AMPHOJEL 


S^/amina  ^e/ 


1-  Amphojel  is  safe.  When  Amphojel  is 
used  neither  secondary  acid  rise  nor  al- 
kalosis is  possible  for  three  reasons : 1.  A 
gastric  pH  compatible  with  healing  is 
maintained.  2.  Amphojel  is  not  ab- 
sorbed. 3.  Amphojel  itself  has  a pH 
of  approximately  6.7. 

2.  X-ray  examination  demonstrates  a de- 
crease in  the  size  of  the  ulcer  in  10  days 
when  Amphojel  is  administered  by  the 
continuous  intra-gastric  drip.  Pain  is 
relieved  in  8 to  24  hours. 

3.  Clinical  evidence  shows  that  a regi- 
men of  Amphojel — diet  and  rest  results 
in  more  rapid  healing  of  peptic  ulcer. 
Amphojel  aids  the  ulcer  patient  to  lead 
a more  normal  life. 


4.  The  administration  of  Amphojel  by 
the  continuous  intra-gastric  drip  method 
has  resulted  in  a greatly  reduced  mor- 
tality in  cases  of  gastric  hemorrhage 
due  to  peptic  ulcer.* 

5.  Four  drams  of  Amphojel  given  at 
bedtime  exert  a prolonged  antacid  ef- 
fect usually  lasting  until  morning.  The 
patient  sleeps  more  comfortably. 

6.  Simple  hyperacidity  is  quickly,  effect- 
ively controlled  with  one  or  two  drams 
of  Amphojel  or  a Wyeth’s  Hydrated 
Alumina  Tablet. 

*Amer.Jrl.  Med.  Sc.,  198 , 155  (Aug.,  1939) 


AMPHOJEL,  WYETH’S  ALUMINA  GEL 

Supplied  in  12-ounce  bottles 

WYETH’S  HYDRATED  ALUMINA  TABLETS 

Supplied  in  boxes  of  60  tablets 


JOHN  WYETH  AND  BROTHER,  INC.,  PHILADELPHIA,  PA. 
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These  are  the  clear-cut  advantages  that  have  brought 


NEO-SYNEPHRIN  HYDROCHLORIDE 

(laevo-alpha-hydroxy-beta-methyl-amino-3  hydroxy  ethylbenzene  hydrochloride) 

to  prominence  in  the  treatment  of  nasal  congestion: 

• Potent  vasoconstriction — the  ability  to  shrink  engorged 
mucous  membranes  rapidly  and  efficiently. 

• Prolonged  effect — more  prolonged  than  ephedrine. 

• Low  toxicity — lower  than  ephedrine  in  therapeutic  dosage. 

• No  sting — relative  freedom  from.  unpleasant  side-effects. 

Recommended  for  relief  of  nasal  congestion  in  colds,  sinu- 
sitis, hay  fever. 

DOSAGE  FORMS: 

SOLUTION  . 34%  for  dropper  or  spray  (1-oz.  bottles) 
l%for  resistant  cases  (1-oz.  bottles) 

EMULSION  . 34%  (1-oz.  bottle  with  dropper) 

JELLY  ....  34%  (in  collapsible  tubes  with  applicator) 

FREDERICK  STEARNS  & COMPANY 

DETROIT,  MICHIGAN 

NEW  YORK  KANSAS  CITY  SAN  FRANCISCO 

WINDSOR,  ONTARIO  SYDNEY,  AUSTRALIA 
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Avoids  delay  of  debridement  . 

Immediately  controls  pain 

Mitigates  initial  shock 

Effectively  coagulates  serous  exudate 
Permits  needed  drainage  and  free  mobility 

Controls  sepsis 

Speeds  epithelization 

Admits  earlier  skin  grafting  .... 


An  Antiseptic,  Analgesic,  Water-in-Vegetable  Oil  Emulsion 
Treats  a Burn  as  a Wound 


Legend  for  Illustrations 

1.  September  1,  1939.  3rd  degree  burn.  Beginning 
treatment  with  Foille. 

2.  Progress  after  two  weeks7  treatment. 

3.  November  21,  1939.  Hand  completely  healed  with 
minimum  of  scar  tissue  contracture  or  loss  of  function. 


We  invite  the  profession  to  make  a clinical  evaluation  of 
Foille.  Use  the  coupon. 

CARBISULPHOIL  COMPANY 

Manufacturers 

Dallas,  Texas,  U.  S.  A. 

New  York  Chicago  Los  Angeles  Birmingham 

CARBISULPHOIL  CO.,  DALLAS,  TEXAS 
Please  send  me  professional  sample  of  Foille. 

Name M.D. 

Address 

City State N.Y.  3 
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THE  NEW  YORK  POLYCLINIC 

Medical  School  and  Hospital 

(ORGANIZED  1881) 

0 The  Pioneer  P ost-Graduate  Medical  Institution  in  America ) 


FOR  THE 

GENERAL  PRACTITIONER 

Intensive  full  time  instruction  in  those  subjects 
which  are  of  particular  interest  to  the  physician  in 
general  practice.  The  course  covers  all  branches 
of  Medicine  and  Surgery. 

PLASTIC  REPARATIVE  SURGERY 

This  course  includes  diagnosis  and  determination 
of  treatment;  pre-operative  preparation;  anes- 
thesia; operative  technique;  dressings;  post- 
operative care;  with  special  reference  to  utiliza- 
tion of  the  skin  and  other  tissues  in  correction 
of  disfigurement  and  replacement  of  loss,  congeni- 
tal or  acquired.  Operations  on  the  cadaver. 
Particular  attention  is  given  to  lectures,  studies 
and  demonstrations  of  advances  in  surgical 
anatomy,  pathology,  etc.,  with  special  reference 
to  the  problem  actually  under  consideration. 


ROENTGENOLOGY 

An  intensive  course  devoted  to  lectures  and 
demonstrations  on  film  interpretation,  fluoros- 
copy and  technique.  The  department  is  open 
daily  from  9 a.m.  to  5 p.m.  Matriculants  are 
extended  the  opportunity  to  attend  in  the  de- 
partment during  radiographic  and  fluoroscopic 
examinations. 


PHYSICAL  THERAPY 

Lectures  and  demonstrations  in  diathermy,  short 
wave  diathermy  and  electrosurgery;  galvanic 
and  low  frequency  currents,  electrodiagnosis; 
heliotherapy  and  artificial  light  therapy;  hydro- 
therapy, massage  and  exercise;  fever  therapy. 
Active  clinical  work  in  the  treatment  of  medical 
and  surgical  conditions. 


For  Information,  Address 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  Street,  N.  Y.  C. 


FOR  DIABETIC  SUGAR 


■pvIABETICS  are  easily 
taught  to  use  Galatest. 

No  test  tubes  or  boiling 
necessary.  One  drop  of  urine 
on  a little  Galatest  powder 
gives  an  instantaneous  re- 
action. 

Color  chart  accompanies 
every  vial.  Send 
for  one. 

THE  DENVER  CHEMICAL  MFC.  CO. 

163  Varick  Street,  New  York 
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INTERESTING  FACTS  ABOUT 


MM’S  PRESCRIPTION  DEPARTMENT 

Concerning  our  services: 

15  registered  pharmacists  fill  prescriptions  carefully  and  accu- 
rately. A vast  stock  of  thousands  of  drugs  and  chemicals  is  maintained 
to  enable  us  to  give  prompt  service  at  all  times. 

In  Manhattan,  south  of  125th  Street,  we  will  deliver  any  prescription 
the  same  day  it  is  received,  if  requested. 

Throughout  the  rest  of  our  delivery  area,  covering  approximately  5000 
square  miles,  prescriptions  are  sent  out  on  the  next  scheduled  delivery. 
Mac y s Prescription  Department — Street  Floor 


COT-TAR 

PIX-LITHANTHRACIS  5% 


Plan  to  stay  at  the  hotel  which  is 
headquarters  for  leading  medical  socie- 
ties and  the  New  York  home  of  then- 
distinguished  visiting  members.  Here 
are  rooms  with  the  charm  of  a private 
residence  . . . restaurants  that  offer  a 
wide  variety  of  menus  at  popular 
prices  . . . rates  that  are  surprisingly 
moderate  . . . direct  transportation  to 
Rockefeller  Research  Institute,  New 
York-Cornell  Medical  Center,  and 
many  other  medical  institutions. 

THE 

WALDORF  * ASTORIA 

Park  Avenue  • 49th  to  50th  • New  York 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


LIRON 

with  Vitamin  Bi 


- - ?- 

1 


Liron  provides  the  three  elements  found  most  effi- 
cacious in  the  rapid  correction  of  secondary  anemia 
— ferrous  iron,  liver  extract,  and  vitamin  Bi-  Its 
hemopoietic  action  is  quickly  discernible  by  an  in- 
crease in  the  hemoglobin  level  and  the  erythrocyte 
count,  as  well  as  by  subjective  improvement  of  the 
patient.  Liron  caplets  are  capsule-shaped  com- 
pressed and  coated  tablets;  their  moisture  resistant 
coating  prevents  drying  out  of  their  contents  and 
makes  absorption  of  water  impossible.  Because  of 
their  composition  they  do  not  lead  to  constipation. 
Average  dose,  2 to  4 caplets  three  times  daily.  Avail- 
able in  bottles  of  100  caplets  through  all  pharmacies. 


GEORGE  A.  BREON  & CO.,  Inc. 


ctPk 


arvnaceu 


heal  (^hetmsis 


KANSAS 

NEW  YORK 
LOS  ANGELES 


CITY,  MISSOURI 
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Normal  rhythmic  peristalsis — the  goal 
in  constipation  management — is  ac- 
complished by  furnishing  the  " Smooth  - 
age”  factor,  as  supplied  in  the  new 
Metamucil-2. 

Without  the  irritation  produced  by 
roughage  and  chemical  laxatives,  Meta- 
mucil-2 encourages  the  normal  reflex 
peristalsis  which  results  from  bland, 
flexible  bulk. 


Mixes  Instantly  — Is  Pleasant  to  Take 


Added  to  water,  Metamucil-2  forms  a 
bland,  inert,  homogeneous  suspension, 
which  is  unusually  palatable. 

Let  us  send  you  a sample  of  the  New 
Metamucil-2  for  clinical  trial. 


Ethical  Pharmaceuticals  since  1888 


Kansas  City 


i 
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ADVANCES  IN  CANNING  TECHNOLOGY 

III.  Modern  Heat  Processes  for  Canned  Foods 


• "This  new  method  of  preserving  . . . pro- 
ceeds from  the  simple  principle  of  applying 
heat ...  in  a due  degree  to  the  several  sub- 
stances after  having  deprived  them  as  much 
as  possible  of  all  contact  with  the  external 
air”Q) 

In  this  concise  manner,  Nicholas  Appert, 
discoverer  of  canning,  summed  up  the  sali- 
ent features  of  his  procedure.  Appert’s 
method  consisted  of  sealing  prepared  foods 
in  wide  mouth  glass  bottles  with  corks  and 
processing  the  sealed  bottles  in  a bath  of 
boiling  water.  The  first  English  edition  of 
his  book  (1)  describes  Appert’s  procedures 
for  some  fifty  products.  While  the  times  of 
his  heat  processes  varied  between  products, 
the  temperatures  of  the  processes  were  uni- 
formly that  of  boiling  water. 

After  the  spread  of  commercial  canning 
to  America,  early  canners  soon  found  that 
spoilage  frequently  resulted  when  Appert’s 
heat  processes  were  employed.  Increasing 
the  time  of  process  at  212°F.  alleviated  but 
did  not  entirely  control  this  difficulty.  As 
recently  described  (2a),  attempts  were  next 
made  to  increase  the  temperature  of  process, 
either  by  the  addition  of  soluble  salts  to 
raise  the  boiling  point  of  water,  or  by  the 
use  of  the  autoclave  which  permitted  pro- 
cessing under  steam  pressure  at  tempera- 
tures above  212°F.  About  1874,  an  im- 
proved type  of  autoclave  was  invented  in 
the  United  States  and  gradually  came  into 
general  use  for  certain  types  of  products. 
While  this  device  reduced  spoilage  con- 
siderably, losses  still  occasionally  resulted 
due  to  inadequate  heat  processing. 

Between  1895  and  1900,  the  new-born 
science  of  bacteriology  was  first  applied  to 


the  canning  industry.  These  early  discov- 
eries are  well  described  elsewhere  (2,  3); 
important  among  the  findings  was  the  fact 
that  for  products  most  favorable  for  growth 
of  spoilage  organisms,  there  is  a minimum 
time  of  process  which  must  be  applied  at  a 
given  temperature  for  a given  can  size,  if 
preservation  of  the  food  is  to  be  assured. 
The  need  for  standardization  of  heat  proc- 
esses was  thus  clearly  indicated. 

During  the  past  twenty  years,  the  heat 
processing  of  canned  foods  has  truly  been 
placed  on  a sound  scientific  basis  (4,  2b). 
The  natural  acidity  of  the  food  now  deter- 
mines the  process  temperature  to  be  used. 
Foods  with  pH  values  below  4.5  may  be 
safely  processed  at  212°F.  or  below;  the 
"non-acid”  foods  with  pH  values  above  4.5 
require  elevated  process  temperatures, 
240°F.  being  the  temperature  most  widely 
employed. 

Today,  adequate  heat  processes  for  non- 
acid foods  are  mathematically  calculated 
using  data  which  take  into  consideration 
all  factors  influencing  the  sterilizing  value 
of  a process.  Processes  thus  calculated  are 
thoroughly  tested  before  being  incorporated 
into  bulletins  of  recommended  processes 
which  modern  canners  follow  (5). 

This  establishment  of  adequate  heat  proc- 
esses— particularly  for  the  non-acid  foods — 
is  one  of  the  greatest  advances  in  canning 
technology  made  in  the  history  of  the  in- 
dustry. Today,  it  is  apparent  that  the  success 
of  many  of  Appert’s  heat  processes  was  due 
to  fortuitous  circumstances.  The  modern 
consumer,  however,  has  the  assurance  that 
commercially  canned  foods  are  among  the 
most  wholesome  foods  reaching  his  table. 


AMERICAN  CAN  COMPANY 
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We  want  to  make  this  series  valuable  to  you , so  we  ask  your  help. 

Will  you  tell  us  on  a post  card  addressed  to  the  American  Can 
Company , New  York , N.  Y.,  what  phases  of  canned-foods  knowledge 
are  of  greatest  interest  to  you?  Your  suggestions  will  determine  the 
subject  matter  of  future  articles.  This  is  the  sixty-ninth  in  a series 
which  summarizes , for  your  convenience , the  conclusions  about 
canned  foods  reached  by  authorities  in  nutritional  research. 
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The  Seal  of  Acceptance  denotes  that 
the  statements  in  this  advertisement 
are  acceptable  to  the  Conncil  on  Foods 
of  the  American  Medical  Association. 


BACKED  BY 
15  YEARS  OF 

Clinical 

EXPERIENCE 

You  can  feel  sure  when  you 
prescribe  KOROMEX  that  no 
other  preparation  is  supported 
with  such  abundant  proof  of 
its  efficacy.  IV, rite for  Literature. 


551  FIFTH  AVENUE  . NEW  YORK 

308  W.  WASHINGTON  ST.  • CHICAGO 
520  WEST  7th  STREET  . LOS  ANGELES 
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ith  Ertron  the  old  and  tragic 
story  of  arthritis  is  being  rewritten. 
Freedom  from  pain  and  deformity — 
the  chance  to  lead  a normal  existence 
— these  are  the  results  now  being  pro- 
duced, in  apparently  hopeless  cases 
by  this  new  form  of  therapy. 

The  use  of  Ertron  is  bringing  wel- 
come light  to  a dark  corner  of  medical 
practice.  Carefully  controlled  clinical 
studies  report  incidences  of  improve- 
ment beyond  all  expectations — inci- 
dences that  justify  a new  optimism  in 
the  prognosis  of  arthritis. 


ERTRON 

Reg.  U.  S.  Pat.  Off. 

Ertron  is  prepared  by  the  Whittier 
Process — activation  of  heat- vaporized 
ergosterol  with  electrical  energy.  This 
process  results  in  a product  so  pure 
and  free  from  toxic  factors  that  the 
necessary  massive  doses  may  be  given 
with  absolute  safety.  Ertron  may  be 
administered  safely  in  doses  up  to  six 
capsules  per  day — IV2  grains  per  cap- 
sule. 

Supplied  in  bottles  of  50  and  100 
capsules. 


NUTRITION  RESEARCH  LARORATORIES 


4210  Peterson  Avenue  • Chicago,  Illinois 
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xdemcurk  Re*.  U.  S.  Pat.  Oif.  & Canada 
Brand  of  VITAMIN  B COMPLEX 

Contains  vitamins  B„  B2(G),  B6, 
nicotinic  acid  and  filtrate  factor 


Tablets  or 


syrup 


elixir 


SYRUP 


Each  teaspooniul 
(5  cc.)  contains 


Vitamin  Bx 
Vitamin  B2(G) 

Vitamin  B6 
Nicotinic  Acid 
Filtrate  Factor 


T°;75  mg.  (250 
U.S.P.  or  inter- 
national units) 

500  gammas 
(200  Bourquin- 
Sherman  units) 

300  gammas 
0 mg. 

54  Jukes- 
Lepkovsky  units  I 


ft » 

I capsuie  contains 


1.5  mg.  (500 
U.S.P.  or  inter- 
national  units)  j 

600  gammas 
(240  Bour- 
quin-Sher- 
man  units) 

675  gammas 
9 mg. 


J20jukes-Lep- 
kovsky  units 


t°.-375  mg.  (125 
U.S.P.  or  inter- 
national  units) 

250  gammas 
(100  Bourquin- 
Sherman  units) 

*00  gammas 

4 mg. 


20  Jukes- 
Lepkovsky  unii 
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CHEMICAL 
COMPANY, 
INC. 

Pharmaceuticals 
of  merit 

for  the  physician 

NEW  YORK/  N.  Y. 
WINDSOR,  ONT. 


Prophylactic 

Children 

Adults 

Therapeutic* 


tablets 

CAPSULE 


1-1  >/2 
teaspoonfuls 

2 teaspoonfuls 
1-2 

tablespoonfulsi 


WINTHROP 


* For  severe  deficiency  larger  amounts  are  prescribed.  In  acute 
pellagra,  treatment  may  be  supplemented  by  nicotinic  acid. 
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To  Aid  in  Control  of 

ANGINA  PECTORIS 
ARTERIOSCLEROSIS 

Successful  Clinical  Experience 
Suggests  .... 

CnJimichm 

Biologically  Tested 
Diaphragmatic  Muscle  Extract 

Carnacton  serves  effectively  in  Angina  Pectoris , 
particularly  the  variety  known  as  "angina  of  ef- 
fort” where  angiospasm  is  the  dominant  factor,  and 
Arteriosclerosis,  cerebral  and  general.  In  this 
condition  its  action  is  not  limited  to  a temporary 
vasodilation  but  promotes  a gradual  collateral 
circulation.  The  vegetative  nervous  function  was 
improved  in  many  of  the  cases  observed. 

This  muscle  extract  has  also  demonstrated  ef- 
ficacy in  Cardiac  Dyspnoea,  Cardiac  Asthma  and 
Obliterative  Arterial  Diseases,  especially  in  which 
intermittent  claudication  is  present.  Carnacton 
appears  to  exert  a tonic  and  vasodilating  action  on 
the  circulatory  system,  with  a sedative  effect  on 
the  neuro-psychic  sphere. 

1 cc.  and  2 cc.  ampoules  boxes  of  12  and  50. 

Vials  of  30  cc.  and  50  cc.  for  oral  use. 

Send  to  Dept.  6 for  literature. 

CAVENDISH  PHARMACEUTICAL  CORP. 
25  West  Broadway  New  York 


EFFECTIVE  THERAPV 

IN 


OidxdH edict 


Requires  Analgesia 
Bacteriostasis,  and 
Dehydration  of  the  Tissues. 


THE  DOHO  CHEMICAL  CORPORATION 

New  York  - Montreal  - London 
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VAGINA 

Secomeb  cm 


OXYGEN  TENT 


ACTION:  That  is  literally  what  happens  — the 
Vagina  becomes  its  own  oxygen  tent  — when  safe, 
soothing  STA-O-GEN  is  used  in  the  treatment  of 
both  specific  and  non-specific  leukorrhea. 

At  body  temperature,  in  the  presence  of  mois- 
ture, every  particle  of  this  ozonide  of  olive  oil  be- 
comes, in  effect,  a miniature  factory,  producing 
and  releasing  a relatively  huge  amount  of  nascent 
oxygen,  steadily  and  unremittingly  for  many  hours. 

^CONCLUSIONS:  ..  effective  in  the  treatment  of 
leukorrhea  in  general;  (a)  eliminates  unpleasant 
odor  of  discharge;  (b)  cuts  down  or  eliminates  ir- 
ritation inside  and  without  vagina;  (c)  reduces 
quantity  and  density  of  discharge,  including  that 
following  cauterization. 

It  is  non-irritating  and  non-toxic  in  contradic- 
tion to  the  arsenic  and  picrate  preparations,  equal- 
ly effective  and  actually  soothing,  especially:  (aj  in 
the  infantile  vagina;  (b)  in  the  senile  vagina;  (c)  in 
the  trichomonas  vaginalis  vaginitis  of  pregnancy. 

5fc Treatment  of  Leukorrhea  with  Ozonide  of  Olive  Oil:  David  Nye 
Barrows,  N.  Y.  State  Journal  of  Medicine,  Vol.  41,  Jan.  15,  1941. 
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Preoperative  Hypnosis 

Administered  the  night  before  operation  and  again  pre- 
vious to  the  anesthetic,  ‘Sodium  Amytal’  (Sodium  Iso- 
amyl Ethyl  Barbiturate,  Lilly)  allays  fear  and  apprehen- 
sion in  the  surgical  patient.  ‘Sodium  Amytal’  is  rapidly 
destroyed  in  the  body  and  does  not  add  to  the  burden 
of  renal  excretion. 

Eli  Lilly  and  Company 

Principal  Offices  and  Laboratories , Indianapolis , Indiana , U.  S.  A. 
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Editorial 

“When  We  Meet  Again” 


April  28  to  May  1,  1941— Buffalo.  The 
occasion,  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York. 
It  is  not  too  early  for  our  members  to  set 
aside  the  time  for  their  attendance  this 
year.  In  view  of  the  many  grave  ques- 
tions and  problems  that  confront  the 
medical  profession  in  the  coming  year,  it 
is  more  than  ever  necessary  that  every 
physician  who  can  do  so  should  plan  to 
attend,  and  to  listen  to  the  debates  and 
deliberations  in  the  House  of  Delegates. 
Only  so  can  widespread  understanding  be 
acquired  by  the  profession  of  the  situa- 
tions with  which  it  is  confronted.  Al- 
ready a huge  army  is  in  the  making.  Ex- 
traordinary problems  in  safeguarding  the 
public  health  and  welfare  are  arising  daily. 
Large  sections  of  the  population  are  on  the 
move  to  provide  labor  for  the  construc- 
tion of  vast  new  plants,  cantonments,  and 
public  works. 

New  methods  of  treatment,  new  drugs 
and  procedures  will  be  discussed  in  the 
scientific  sections  as  formerly.  Expand- 
ing industry  is  creating  new  demands  for 
men  interested  in  the  knowledge  and  tech- 
nique of  industrial  hygiene.  The  opera- 
tion of  the  now  numerous  plans  for  medi- 
cal expense  indemnity  will  be  discussed. 
There  are  also  new  vistas  being  opened  in 
the  matter  of  physical  and  mental  re- 
habilitation work  in  the  state.  New  and 
more  vigorous  attacks  upon  the  tubercu- 
losis control  problem  are  already  under 
way.  No  matter  what  your  interest  is  in 
the  field  of  medicine  you  will  profit  by 


attendance.  And  at  the  same  time  you 
will  contribute  by  your  presence  to  the 
steadily  growing  attendance  at  the  meet- 
ings; this  healthy  growth  is  evidence  to 
all  of  the  vigor  and  vitality  of  your  So- 
ciety. 

The  scientific  exhibit  will  be  an  educa- 
tion and  an  added  stimulus  to  many.  The 
war,  lack  of  shipping  facilities,  and  other 
economic  factors  have  reduced  imports  of 
foreign-made  goods.  The  challenge  has 
been  met  by  our  manufacturers  in  many 
new  and  novel  ways.  We  can  assure  you 
even  at  this  early  date  that  you  will  not 
want  to  miss  the  scientific  exhibit  which 
we  hope  will  be  larger  and  better  this 
year  than  ever. 

Section  chairmen  and  committeemen 
have  been  concerned  to  present  a pro- 
gram of  outstanding  merit.  And  while  it 
is  premature  to  write  this  early  of  details, 
they  will  shortly  be  published  in  full  in  the 
Journal  (April  1 issue).  We  are  assured 
of  the  presence  as  a speaker  at  the  ban- 
quet of  Dr.  W.  W.  Bauer  known  to  many 
of  you  by  voice  at  least  as  the  commen- 
tator on  the  Wednesday  night  radio 
program  of  the  A.M.A.,  “ Doctors  at 
Work.” 

The  Women’s  Medical  Society  of  the 
State  of  New  York  and  the  Woman’s 
Auxiliary  will  meet  at  the  same  time.  A 
record  attendance  is  hoped  for.  When  so 
much  of  importance  is  going  on  at  Buf- 
falo, when  so  much  of  vital  concern  to 
your  professional  welfare  is  being  there 
transacted,  can  you  do  less  than  assist  and 
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encourage  your  officers,  your  delegates,  You  make  the  success  of  the  meeting, 
and  your  exhibitors  by  your  presence?  Come  one,  come  all! 

Must  Medical  Education  Be  Revised? 


A fluid  American  democracy  under 
whatever  political  label  you  wish  to  put 
upon  it  seems  now  to  be  on  the  move  in  a 
direction  which  will  involve,  among  other 
things,  a more  radical  redistribution  of 
economic  wealth  and  power.  What  will  be 
its  effect  upon  medical  education?  We 
are  already  beginning  to  see  some  of  its 
effects  upon  the  current  practice  of  medi- 
cine. Will  medical  education  in  general 
have  to  be  fundamentally  revised  in  order 
that  the  future  practice  of  medicine  may 
fulfill  the  popular  conception  of  its  social 
obligations? 

We  shall  indeed  be  fortunate  if,  in  the 
turmoil  of  present  preparation  for  na- 
tional defense  and  afterward,  the  institu- 
tions of  this  moving  democracy  can  fully 
retain  their  heretofore  fluid  character.  A 
free  medicine  has  flourished  in  this  de- 
mocracy as  it  has  never  flourished  before. 
We  have  passed  through  a recent  mael- 
strom of  social  changes  together  with 
modifications  of  our  former  political  points 
of  view.  These  changes  have  subjected  all 
our  institutions  to  unusual  stresses. 
These  stresses  have  produced  changes 
that  at  one  point  have  been  accelerated, 
at  another,  retarded,  and  at  still  another, 
redirected.  These  changes  have  occurred 
simultaneously  and  concurrently  within 
the  recent  years,  testing  the  vitality  and 
fluidity  of  the  democratic  way  of  life. 

This  way  of  life  has,  however,  yet  to  be 
tested  by  the  further  impact  of  external 
threat.  It  is  probable  that  this  impact 
will  further  accelerate  the  rate  of  social 
and  economic  change.  If  we  conceive  of 
this  progressive  and  yet  evolving  democ- 
racy as  moving  at  a rapid  pace  it  becomes 
at  once  apparent  that  the  inherently 
slower  pace  of  medical  education  and 
practice  will  appear  against  the  more 
rapidly  moving  background  to  be  halted 
or  even  retrogressive.  It  is  doubtful 
whether  this  evolutionary  pace  of  medical 
education  and  practice  can  be  accelerated. 


In  the  popular  mind  it  will  appear  to  be 
recessive  or  create  the  illusion,  wholly 
fictitious,  of  rigidity  and  fixation  at  a 
moment  when  men’s  eyes  and  minds  are 
concentrated  upon  the  more  dramatic, 
colorful,  and  rapid  motion  of  our  fluid  and 
evolving  democracy.  In  the  same  way  a 
moving  wagon  wheel  in  the  cinema  with 
relation  to  the  speed  of  the  camera  may 
appear  to  stand  still  or  even  to  be  going 
backward  while  the  wagon  itself  is  moving 
forward. 

Medicine  may  thus  appear  to  be  reac- 
tionary and  unsympathetic  to  social 
change  and  political  progressivism.  And 
in  a world  of  turmoil  and  political  flux 
few  will  have  the  leisure  or  the  inclination 
to  distinguish  between  the  appearance 
and  the  reality.  For  in  the  larger  sense 
the  world  of  reality  as  many  of  us  have 
known  it  no  longer  exists.  The  program 
of  possibilities  which  constitutes  our  pres- 
ent life  is  tremendous.  It  has  suddenly 
“ overflowed  all  the  channels,  principles, 
norms,  ideals  handed  down  by  tradition.”1 
And  the  past  has  thus  become  but  counsel 
of  negation. 

Certainly,  medicine — by  its  own  insist- 
ence and  practice — constitutes  one  of  the 
truly  disciplined  minorities  in  the  body 
politic,  and  the  character  of  its  educa- 
tional institutions  has  been  formed  by  the 
necessary  function  which  they  exercise  in 
carrying  forward  those  disciplines  and  im- 
posing them  upon  the  profession.  Such 
disciplines,  evolved  slowly  in  the  past 
from  the  bitter  realities  of  fife  and  death, 
are  the  irreducible  minimum  of  the  educa- 
tional function  in  medicine.  There  are  in 
the  social  complex  of  human  organization 
activities  and  functions  of  the  most  di- 
verse order  which  cannot  be  carried 
out  without  certain  special  gifts  and  dis- 
ciplines. These  functions  have  been  gen- 
erally exercised  heretofore  by  qualified 

1 Revolt  of  the  Masses.  Ortega  y Gasset.  W.  W. 
Norton,  New  York,  1932. 
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minorities,  and  it  has  been  the  function  of 
medical  education  properly  to  qualify 
and  discipline  physicians  to  exercise  their 
special  gifts  and  skills.  Their  postgradu- 
ate life  and  activity  is  continuously 
governed  by  and  subject  to  those  disci- 
plines. 

Recently  we  have  seen  in  Europe,  and 
today  are  beginning  to  observe  here  “a- 
stride  our  times  like  a colossal  giant,”  a 
curious  manifestation  of  democracy;  a 
belief  on  the  part  of  the  crowd,  the  aggre- 
gate mass,  that  it  has  the  right  to  impose 
and  to  give  force  of  law  to  any  notions 
which  may  occur  to  it  in  the  course  of  the 
day.  Call  it  public  opinion  if  you  will, 
or  anything  else  you  choose.  It  does  act, 
and  does  impose,  within  or  without  the 
law,  its  wishes,  the  notions  of  the  multi- 
tude. Slowly  it  has  begun  to  supplant  the 
minorities,  to  override  them,  to  crowd 
them  out,  to  overbear  them  without  bene- 
fit of  the  disciplines  which  have  been  the 
minorities’  minimum  requirements  for 
competency.  Perhaps  it  is  a phenomenon 
of  the  degeneration  of  the  democratic 
principle.  But  whatever  it  is,  it  is  here. 

What  will  be  its  effect  on  medical  educa- 
tion? The  human  material  with  which 
medical  education  deals  has  changed 
somewhat  in  the  last  quarter-century.  In 
the  secondary  schools  and  colleges  the  in- 
creasing tempo  of  life  has  left  little  time 


to  do  more  than  to  instruct  the  people  in 
the  mere  technique  of  modern  fife;  there 
has  been  no  time  to  educate  them.  They 
have  been,  shall  we  say,  “inoculated  with 
the  pride  and  power  of  modern  techniques 
and  instruments,”  but  of  their  roots  and 
spirit  they  know  little  and  care  less. 
Theirs  is  a virgin  world  in  which  they  walk 
with  pride  and  arrogance,  with  a con- 
sciousness of  mass  power  because  they 
know  the  technique  of  modern  living  and 
little  else.  This  is  the  human  material 
upon  some  of  which  the  institutions  of 
medical  education  must  impose  the  iron 
disciplines  of  its  traditions.  To  instill 
these  disciplines  in  the  past  has  required 
much  time  even  with  culturally  better  pre- 
pared human  material.  What  of  the 
future? 

Public  authority  is  in  the  hands  of  the 
representatives  of  the  masses  of  the  people. 
It  is  sensitive  to  the  developing  stresses 
both  social  and  economic  within  the  now 
global  revolt  of  those  masses  in  this  de- 
veloping democracy  which  are  impatient 
for  power  and  intolerant  of  anything 
which  does  not  move  at  the  same  speed, 
intolerant  of  anything  which  seems  to  be 
stationary  or  retrogressive,  which  seems 
tied  to  the  past  and  to  exercise  therefore 
counsel  of  negation. 

What  future  does  this  portend  for  medi- 
cal education?  And  for  medical  practice? 


Radio 


It  is  of  the  utmost  importance  that  the 
medical  profession  be  continually  in 
direct  communication  with  the  public  it 
serves.  This  may  sound  strange  to  those 
who  think  of  physicians  as  being  always 
in  communication  with  their  patients, 
and  even  to  physicians,  who  daily  see 
and  treat  thousands  of  people.  But  a 
moment’s  thought  will  reveal  that  these 
thousands  are  only  a small  fraction  of  the 
public — and  sick  people  at  that.  There- 
fore, the  communication  of  individual 
physicians  with  that  fraction  of  the  public 
with  which  they  come  in  contact  centers 
largely  about  the  disease  or  ailment  from 


which  the  individual  seems  to  be  suffer- 
ing. 

But  physicians  and  the  public  have 
more  to  say  to  each  other  than  that.  It 
may  not  always  have  been  so,  but  it 
surely  is  true  now.  There  is  that  vast 
portion  of  the  public  which,  usually  in 
good  health  and  spirits,  does  not  know 
the  physician,  does  not  know  what  he  is 
thinking  about,  does  not  realize  the 
problems  that  confront  him  in  his  ap- 
pointed task,  does  not  know  him  as 
another  human  being.  Medicine  today 
is  a cooperative  effort  as  well  as  an  indi- 
vidual skill.  And  it  is  fortunate  that  the 
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radio  now  provides  a means  whereby  the 
doctor  and  the  public,  the  healthy 
public  as  well  as  the  ailing  individual, 
may  discuss  their  common  aims.  More 
and  more  physicians  are  convinced  of  the 
necessity  for  direct  communication  with 
the  public  if  the  cooperative  effort  is  to 
succeed  and  to  keep  pace  with  the  tempo 
of  modern  times,  if  the  common  problems 
are  to  be  fully  understood,  if  the  well 
public  is  to  comprehend  its  friend  and 
fellow  citizen,  the  physician,  in  the  frame- 
work of  a common  purpose  and  against 
the  background  of  his  professional  activi- 
ties. 

The  progressive  physician  of  today 
welcomes  the  radio — as  he  did  the  tele- 
phone not  so  long  ago — as  another  means 
whereby  he  may  better  serve  the  public 
interest,  not  alone  the  interest  of  the  sick 
but  also  the  interest  of  the  healthy.  That 
is  the  reason  why  the  Medical  Society  of 
the  State  of  New  York,  at  the  instigation 
of  a forward-looking  House  of  Delegates 
in  1940,  has  been  intensively  studying  the 
question  how  the  profession  and  the 


public  may  best  collaborate  in  obtaining 
a comprehensive  and  fruitful  discussion 
of  our  common  problems  and  objec- 
tives. 

For  the  problems  and  objectives  of  the 
citizen-physician  and  the  public  are  the 
same.  Yet  often  the  language  of  the 
physician  and  that  of  the  public  dif- 
fer. 

A radio  program  sponsored  by  the  Medi- 
cal Society  of  the  State  of  New  York 
should  be  worthy  of  civilized  human  be- 
ings. There  is  no  valid  reason  why  a 
program,  unless  it  is  about  relativity  or 
the  conjugation  of  Greek  verbs,  cannot 
be  made  entertaining  enough  to  attract  a 
large  group  of  intelligent  people.  We 
hope  and  affirm  that  such  minorities  have 
not  as  yet  lost  all  privileges  and  rights. 
Yet  to  prepare  such  programs  necessitates 
much  study  and  technical  skill. 

Radio  is  a new  modality  in  the  hands  of 
physicians.  It  must  be  used  with  as 
much  skill  and  technical  knowledge  as  the 
x-ray  or  diathermy.  If  it  is  so  used,  much 
good  should  result  for  everyone. 


A Notable  Feat 


The  short  paper  by  Jordan1  and  the  edi- 
torial comment2  in  the  same  issue  of  Lancet 
demonstrate  clearly  what  persistent  and  pains- 
taking effort  will  accomplish  in  eliminating 
tuberculosis.  The  report  covers  a period  of 
ten  years,  at  the  end  of  which  time  the  per- 
centage of  positive  reactors  to  1:1,000  Koch’s 
OT.  had  fallen  from  14.1  to  6.75  in  a total  of 
10,907  children  examined! 

Jordan  attributes  this  drop  in  the  number  of 
reactors  to  his  rigid  adherence  to  the  follow- 
ing program.  Educational  talks  and  demon- 
strations to  children,  parents,  and  civic  bodies; 
roentgen  examination  of  all  reactors;  in- 
vestigation of  all  suspects  and  a scrutiny  of 
any  possible  contacts;  follow-up  of  all  reactors 
with  x-ray  studies;  separation  of  known  cases 
of  pulmonary  tuberculosis  from  contact  with 
children  and  young  adults;  and,  finally, 
“stressing  the  importance  of  the  cattle  testing 

i Jordan,  L.  S.:  Lancet  60:  502  (1940). 

* Editorial:  Lancet  60:  513  (1940). 


program,  and  seeing  that  it  is  religiously 
followed  through.” 

Medicine  owes  a great  deal  to  the  laboratory 
animal.  But  “the  veterinarians  of  the  United 
States  have  set  the  finest  example  of  tubercu- 
losis control  of  all  time.  By  following  their 
example,  modifying  the  program  as  necessary 
for  human  beings,  Dr.  Jordan  has  set  an  ex- 
ample which  should  be  followed  by  every 
community  in  the  nation.”  That  under  his 
program  the  incidence  of  infection  has  de- 
creased is  vastly  more  significant  than  any 
statistical  figures  depicting  morbidity  or  mor- 
tality. It  is  significant  that  during  this  time 
fourteen  teachers  with  unsuspected  clinical 
tuberculosis  were  removed  as  a source  of  in- 
fection, and  the  investigation  has  extended  to 
include  all  employees  who  come  in  contact 
with  children.  This  work  is  evidence  beyond 
question  that  “tuberculosis,  in  communities 
where  transients  are  not  a problem,  can  be 
reduced  to  a minimum.” 
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Immunization  with  Tetanus  Toxoid 


Since  1934  the  medical  staff  of  the  United 
States  Navy  has  used  tetanus  toxoid  for  active 
immunization  of  a large  number  of  its  person- 
nel against  tetanus.  To  date,  no  case  of 
tetanus  has  appeared  in  those  injected  with 
the  alum-precipitated  toxoid. 

The  procedure  described  by  Hall1  is  to  give 
two  injections,  the  second  after  an  interval  of 
eight  weeks,  to  afford  basic  immunity.  Every 
four  years,  thereafter,  the  toxoid  is  adminis- 
tered to  maintain  immunity  at  a high  level. 
If  an  injury  occurs  in  the  interim,  an  injection 
is  given  to  raise  rapidly  the  blood  antitoxin. 
The  tetanus  toxoid  is  preferably  injected  intra- 
muscularly so  as  to  reduce  the  soreness  to  a 
minimum  and  to  eliminate  cutaneous  reactions 
which  may  be  unpleasant.  The  recommenda- 
tion that  immunity  is  enhanced  when  the 
subcutaneous  route  is  employed  finds  no  con- 


1  Hall,  w.  W.:  Ann.  Int.  Med.  14:  565  (1940). 


firmation  in  Hall’s  report,  since  the  antitoxin 
titer  was  the  same  in  cases  where  severe  skin 
reaction  occurred  as  in  those  where  none  was 
manifest.  Immunity  depends  not  so  much  on 
the  blood  level  of  antitoxin  as  upon  the  tis- 
sues’ ability  to  produce  antitoxin. 

This  large-scale  study  over  a period  of  six 
years  is  an  important  addition  to  medical 
preparedness.  Tetanus  can  now  be  added 
beside  the  many  diseases  against  which  the 
growing  number  of  recruits  are  being  im- 
munized during  their  period  of  training. 
Many  minor  cuts  or  abrasions  are  overlooked 
by  the  soldier  who  is  at  all  times  exposed  to 
infection  with  the  tetanus  bacillus.  Immunity 
conferred  by  the  alum-precipitated,  tetanus 
toxoid  will  eliminate  the  cases  of  tetanus 
which  result  from  carelessness  or  the  inability 
to  receive  or  administer  antitoxin  in  time. 
There  seems  little  doubt  but  that  it  will  be 
universally  adopted  by  the  military  services. 


American  College  of  Surgeons  to  Hold  Sectional  Meeting  in  Pittsburgh 


Surgeons,  members  of  the  medical  profession 
at  large,  and  executive  personnel  of  hospitals 
in  eight  states  and  the  District  of  Columbia 
will  gather  in  Pittsburgh  March  17  for  a three- 
day  Sectional  Meeting  of  the  American  College 
of  Surgeons.  The  participating  states  will  be 
Pennsylvania,  Ohio,  Virginia,  West  Virginia, 
Delaware,  Maryland,  New  Jersey,  and  New 
York.  Headquarters  will  be  at  the  William 
Penn  Hotel. 

Distinguished  surgeons  from  all  parts  of  the 
country  will  address  the  scientific  sessions  and 
lead  the  conferences  and  panel  discussions. 
Among  them  will  be  the  president  of  the  College, 
Dr.  Evarts  A.  Graham,  of  St.  Louis,  professor 
of  surgery  at  Washington  University  Medical 
School;  Dr.  John  Scudder,  instructor  in  surgery, 
Rockefeller  Institute  for  Medical  Research, 
New  York  City;  Dr.  Frank  E.  Adair,  attending 
surgeon  at  Memorial  Hospital,  New  York  City; 
Dr.  Robert  H.  Kennedy,  associate  clinical  pro- 
fessor of  surgery,  Columbia  University,  New 
York  City;  Dr.  George  P.  Muller,  of  Phila- 
delphia, past-president  of  the  College;  Dr. 
Alton  Ochsner,  director  of  the  department  of 
surgery,  Tulane  University,  New  Orleans;  Dr. 
Alfred  W.  Adson,  professor  of  neurologic  surgery, 
Mayo  Foundation,  Rochester,  Minnesota;  Dr. 
Edwin  C.  Hamblen,  associate  professor  of 
gynecology  and  obstetrics,  Duke  University, 
Durham,  North  Carolina;  Dr.  Emil  Novak, 
associate  in  clinical  gynecology,  and  Dr.  John 
M.  T.  Finney,  Jr.,  associate  in  clinical  surgery, 
Johns  Hopkins  University,  Baltimore;  Dr. 
William  E.  Lower,  director  of  the  Cleveland 
Clinic  Foundation,  Cleveland;  Dr.  Robert  S. 


Dinsmore  and  Dr.  Charles  C.  Higgins,  the 
Cleveland  Clinic  Hospital;  Dr.  Fred  W.  Rankin, 
of  Lexington,  Kentucky;  Dr.  Roy  D.  McClure, 
surgeon-in-chief,  Henry  Ford  Hospital,  Detroit; 
Dr.  Philip  H.  Kreuscher,  associate  professor  of 
surgery,  Northwestern  University,  Chicago; 
and  many  others  from  middle  western  and 
eastern  states. 

Operative  and  nonoperative  clinics  and  demon- 
strations will  be  held  each  day  of  the  meeting  in 
the  twenty-one  hospitals  in  Pittsburgh  approved 
by  the  American  College  of  Surgeons.  At  the 
headquarters  hotel  there  will  be  educational  and 
scientific  exhibits  and  showings  of  motion 
pictures  portraying  surgical  and  hospital  pro- 
cedures. 

A hospital  conference,  also  sponsored  by  the 
American  College  of  Surgeons,  will  be  held  con- 
currently with  the  surgical  meeting.  New 
points  of  view  on  a variety  of  subjects  of  interest 
to  hospital  personnel  will  be  presented  by  out- 
standing authorities  in  the  hospital  field. 

On  Wednesday  evening,  March  19,  in  Car- 
negie Music  Hall,  outstanding  speakers  on 
medical  and  health  subjects  will  address  the 
public  at  a Meeting  on  Conservation  of  Health 
under  the  sponsorship  of  the  American  College 
of  Surgeons  with  the  cooperation  of  the  educa- 
tional, scientific,  civic,  religious,  and  welfare 
organizations  of  Pittsburgh. 

The  Committee  on  Local  Arrangements  for 
the  Sectional  Meeting  consists  of  Dr.  Otto  C. 
Gaub,  chairman;  Dr.  Frank  R.  Bailey,  vice- 
chairman;  Dr.  Nelson  P.  Davis,  vice-chairman; 
and  Dr.  John  W.  Stinson,  secretary.  The 
chairman  of  the  subcommittee  on  clinics  is  Dr. 
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John  H.  Alexander;  on  exhibits,  Dr.  Samuel 
R.  Haythorn;  on  the  Meeting  on  Health  Con- 
servation, Dr.  Merle  R.  Hoon;  on  program, 
Dr.  Grover  C.  Weil;  on  public  relations,  Dr. 
J.  Huber  Wagner;  on  reception  and  entertain- 
ment, Dr.  Lyndon  H.  Landon;  on  speaking 
equipment  and  motion  pictures,  Dr.  Harold  G. 
Kuehner;  and  on  transportation  and  hotels, 
Dr.  Joseph  A.  Soffel. 

The  American  College  of  Surgeons  was  founded 
in  1913  by  surgeons  of  the  United  States  and 


Canada,  with  the  object  of  elevating  the  stand- 
ards of  surgery.  It  now  has  a total  fellowship 
of  13,000  surgeons  who  have  met  the  high 
standards  of  education,  training,  experience,  and 
professional  and  ethical  standing  required  for 
admission.  The  chairman  of  the  Board  of 
Regents  is  Dr.  Irvin  Abell,  of  Louisville,  Ken- 
tucky. The  associate  directors  are  Dr.  Bowman 
C.  Crowell  and  Dr.  Malcolm  T.  MacEachern, 
of  Chicago,  where  the  headquarters  office  is 
located. 


They  Can’t  Wait  Much  Longer 

Stricken  Civilians  in  England  and  Greece  Need  Your  Help  Today 

The  Medical  and  Surgical  Supply  Committee  of  America  desires  to  send  1,000  emer- 
gency operating  sets  in  khaki  canvas  rolls  and  1,000  fitted  first-aid  metal  cases.  These 
units  have  been  approved,  both  as  to  contents  and  containers,  by  the  surgeons  and  phy- 
sicians of  this  committee.  Bombed  hospitals,  emergency  first-aid  posts,  air-raid  shelters, 
and  recently  opened  auxiliary  provincial  hospitals  are  in  dire  need  of  instruments  to  re- 
place losses  made  almost  nightly! 

This  is  a frank  appeal  to  you  to  come  to  the  assistance  of  the  stricken  civilian  popula- 
tion of  Great  Britain  and  her  Allies.  If  you  can  interest  anyone  or  any  group  of  people 
(clubs,  factories,  commercial  organizations,  service  groups)  in  your  vicinity  in  the  pur- 
chase of  one  or  more  of  these  sets,  please  let  us  know.  Each  set  will  bear  a plate  with 
the  donor’s  name,  if  desired.  The  price,  delivered  in  England,  insurance  and  shipment 
included,  is  $200  for  the  Emergency  Operating  Set  and  $70  for  the  First-Aid  Fitted  Case. 

Please  make  checks  payable  to  Arthur  Kunzinger , 
Treasurer , Medical  and  Surgical  Supply  Committee  of 
America , 420  Lexington  Avenue , New  York  City. 


FOOT  FUNCTION  CORRELATED  WITH  ANATOMIC,  CLINICAL, 
AND  LABORATORY  DATA 

R.  Plato  Schwartz,  M.D.,  and  Arthur  L.  Heath,  B.S.,  Rochester,  New  York 


PARTICULAR  ideas  regarding  foot  func- 
tion have  been  in  use  for  many  years  and 
have  become  established  through  repeated 
examination  of  the  feet  in  repose.  For  these 
reasons  foot  function  is  described  in  terms  of 
characteristic  motions  and  of  the  names  of 
muscles  that  activate  the  respective  joints 
while  the  foot  is  at  rest.  Such  information 
applies  specifically  to  motions  of  the  non- 
weight-bearing  foot  on  the  leg. 

But  clinical  problems  in  relation  to  weight 
bearing  do  not  develop  in  association  with 
feet  in  repose.  These  difficulties  are  experi- 
enced by  both  children  and  adults  while 
standing  and  walking.  The  high  incidence 
of  pronation  in  feet  of  persons  of  all  ages 
makes  the  characteristics  of  this  abnormality 
common  to  most  of  the  clinical  problems  pre- 
sented for  treatment. 

For  these  reasons  clinical  observations  and 
laboratory  investigations  have  been  directed 
to  the  determination  of  the  behavior  of  the 
foot  with  and  without  the  related  muscular 
contractions  while  walking.  The  application 
of  this  approach  requires  that  we  should 
emphasize  the  functional  characteristics  of 
the  skeletal  structures  of  the  foot. 

These  osteoarticular  structures  develop 
from  cartilage  during  the  period  of  growth. 
They  are  subjected  to  the  stress  and  strain 
while  supporting  body  weight  during  the 
years  of  development  from  cartilage  into 
bone.  This  influence  of  function  on  ultimate 
form  and  structure  is  of  primary  importance. 
Malfunctions  of  the  foot  during  childhood 
are  ultimately  combined  with  the  functional 
limitations  provoked  by  shoes  in  later  decades. 

The  primary  cause  of  clinical  problems  in 
and  related  to  the  feet  is  present  throughout 
life.  It  is  directly  associated  with  the  de- 
velopmental characteristics  of  the  skeletal 
structures  and  the  medial  displacement  of  the 
tibia  on  the  os  calcis.  These  factors  express 
their  initial  influence  when  the  child  begins 
to  stand.  The  structure  of  the  foot  and  its 
relationship  to  the  leg  direct  the  body  weight 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
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onto  the  medial  aspect  of  the  feet  which  in- 
variably pronate  when  children  begin  to 
walk.  At  this  time  the  cartilaginous  skeleton 
of  the  foot  is  most  susceptible  to  the  reactions 
defined  by  Wolff’s  law:  “Every  change  in 
the  form  and  function  of  bones,  or  in  their 
function  alone,  is  followed  by  certain  definite 
changes  in  their  internal  architecture,  and 
equally  definite  changes  in  their  external  con- 
formation, in  accordance  with  mathematical 
laws.” 

These  cartilages  are  therefore  subjected  to 
influences  that  cause  the  proximal  surface  of 
the  os  calcis  to  rotate  inward  under  pressure 
from  body  weight.  For  this  reason  the  ex- 
ternal shape  and  internal  architecture  of  the 
bones  of  the  foot  are  predetermined  to  ex- 
press the  characteristics  of  pronation  in  adult 
life. 

There  is  no  better  explanation  for  the  pre- 
vailing incidence  of  pronation  in  both  chil- 
dren and  adults.  While  regarding  the  influence 
of  these  factors  on  the  growing  architecture 
of  the  foot  as  a cause  for  clinical  problems,  we 
can  also  emphasize  a fundamental  reason  why 
some  feet  do  not  pronate. 

These  are  exceptional  instances.  They  like- 
wise require  analysis  of  the  characteristics  of 
the  os  calcis,  cuboid,  astragalus  and  their  re- 
lationship to  the  tibia.  We  find  that  these 
relationships  combine  to  prevent  outward  ro- 
tation of  the  heel  when  the  feet  support  body 
weight.  The  axis  of  weight  bearing  of  the  os 
calcis  remains  parallel  to  that  of  the  tibia. 
With  the  os  calcis  in  this  position,  lateral 
motion  essential  for  pronation  is  prevented 
by  the  interlocking  mechanism  between  the 
os  calcis  and  the  cuboid. 

This  concept  of  the  factors  that  promote 
and  prevent  pronation  may  easily  be  demon- 
strated on  any  child  or  adult.  For  example, 
if  the  examiner  will  rotate  the  heel  inward, 
the  forefoot  cannot  be  passively  rotated  into 
the  valgus  position.  If  the  heel  is  then  held 
in  external  rotation,  the  forefoot  will  easily 
take  the  valgus  position  by  passive  manipula- 
tion (Fig.  1).  This  observation  has  repeat- 
edly been  made  during  the  past  six  years  with 
but  one  exception  to  the  rule.  When  an  op- 
eration was  performed  on  this  patient,  it  was 
found  that  the  characteristic  interlocking  re- 
lationship of  the  calcaneocuboid  joint  was 
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Fig.  1A.  Fig.  IB. 

Fig.  1 A.  With  the  heel  fixed  in  the  neutral  or  varus  position  the  forefoot  cannot  be  put  in 
valgus.  B.  With  the  heel  in  valgus  the  forefoot  readily  takes  the  valgus  position. 


replaced  by  plain  surfaces  on  these  bones. 

In  this  connection  we  are  all  aware  of  the 
wide  variation  in  the  morphologic  character- 
istics of  bones  in  corresponding  feet.  Wolff’s 
law  is  written  in  every  one.  The  gross  char- 
acteristics that  differentiate  one  bone  from 
another  in  the  human  foot  have  been  deter- 
mined by  the  function  of  walking.  The  varia- 
tions found  in  like  bones  from  50  adult  skeletal 
feet  represent  the  difference  in  the  function  of 
locomotion  which  was  a personal  character- 
istic of  the  individual. 

The  principles  thus  far  stated  have  em- 
phasized the  functional  characteristics  of  the 
skeletal  structures  of  the  foot.  Primary  con- 
sideration has  been  given  to  their  functional 
importance  in  favoring  or  preventing  pro- 
nation. In  relation  to  these  principles  we 
may  refer  to  clinical  evidence  from  daily 
practice. 

On  August  26,  1937,  K.  M.,  a white  man, 
22  years  old,  sought  relief  from  complete  loss 
of  sensation  and  muscle  function  in  the  right 
leg  and  foot.  Eighteen  months  had  elapsed 
since  he  had  suffered  a compound  comminuted 
fracture  in  the  distal  third  of  the  right  femur. 
The  fracture  had  healed  and  he  could  walk 
unassisted  without  apparatus,  crutch,  or 
cane.  Operation  revealed  that  the  sciatic 
nerve  had  been  completely  severed  at  the 
time  of  the  accident.  Despite  the  fact  that 


both  intrinsic  and  extrinsic  muscles  of  the 
foot  had  been  paralyzed  during  a full  year  of 
weight  bearing  on  the  extremity,  he  had  no 
pronation,  nor  was  there  any  pronation  of  the 
uninvolved  left  foot.  This  was  also  the  status 
of  the  patient  when  he  was  seen  on  April  10, 
1940,  over  four  years  after  the  accident  (Fig. 
2). 

The  second  patient  was  a 9-year-old  girl 
who  had  no  complaints.  During  the  past  four 
years  she  had  become  proficient  as  a ballet 
dancer.  Her  mother  had  become  concerned 
about  the  increasing  lateral  deviation  of  the 
great  toes,  particularly  the  left.  Examina- 
tion revealed  bilateral  pronation;  the  left 
foot  was  worse  than  the  right.  This  relative 
degree  of  pronation  was  present  in  relation 
to  both  stance  and  locomotion.  When  she  was 
asked  to  stand  on  her  toes,  it  was  noted  that 
the  valgus  position  of  the  os  calcis  was  fully 
corrected  and  that  the  previously  existing 
pronation  likewise  had  disappeared  (Fig.  3) . 

In  the  fight  of  the  facts  presented  by  these 
2 patients  we  must  reconsider  the  traditional 
statement  that  exercises  should  be  used  to 
develop  the  intrinsic  and  extrinsic  muscles  of 
the  foot  in  order  that  their  maximum  effi- 
ciency in  function  might  adequately  support 
the  arches  and  maintain  the  best  balance  of 
the  leg  on  the  foot  while  standing  and  walk- 
ing. 
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In  the  first  instance  a young  man  had  feet 
which  revealed  perfect  balance  before  all  of  the 
intrinsic  and  extrinsic  muscles  of  the  right 
foot  were  paralyzed  by  complete  section  of 
the  right  sciatic  nerve.  Although  he  walked 
unaided  by  any  form  of  support  for  three 
and  one-half  years,  the  conformation  of  the 
foot  remained  perfectly  normal.  We  must 
recognize  that  the  maintenance  of  alignment 
between  the  foot  and  the  leg  remained  un- 
changed with  use  in  stance  and  locomotion, 
although  there  was  a total  absence  of  muscle 
function  in  and  related  to  the  right  foot. 
Since  the  muscles  could  play  no  part  in  “sup- 
porting the  arches  and  the  maintenance  of 
proper  balance  of  the  leg  on  the  foot,”  the 
fulfillment  of  this  function  must  have  been 
expressed  by  the  osteoarticular  structures 
and  their  relationship  to  the  tibia. 

In  the  second  instance  special  training  of 
the  patient  had  produced  normally  well- 
developed  extremities.  The  excellence  of 
coordination  was  indicated  by  the  fact  that 
she  was  an  advanced  pupil  in  ballet  dancing. 
Bilateral  pronation  prevailed  in  standing  and 
walking,  but  it  was  fully  corrected  when  she 
stood  on  her  toes.  In  the  latter  position 
there  was  a reflex  contraction  of  the  posterior 
tibial  muscle. 

This  patient  represents  a daily  clinical 
experience  characterized  by  one  essential 
difference.  During  her  four  years  of  ballet 
dancing  this  9-year-old  girl  had  acquired  a 
maximum  strength  of  all  extrinsic  muscles 
of  the  foot,  including  the  posterior  tibials. 
Nevertheless,  she  had  the  average  degree  of 
pronation,  without  symptoms,  for  a child  of 
her  age. 

By  virtue  of  its  origin  and  insertion,  the 
posterior  tibial  is  the  most  important  extrinsic 
muscle  related  to  pronation  at  any  age.  Any 
normal  individual  can  correct  pronation  by 
voluntary  contraction  of  the  posterior  tibial 
in  the  act  of  standing  and  walking.  Such 
voluntary  effort  cannot  be  long  sustained  be- 
cause of  fatigue  if  not  discomfort.  In  con- 
trast with  this  required  voluntary  contraction 
in  stance  and  locomotion,  the  posterior  tibial 
muscle  contracts  reflexly  in  the  act  of  standing 
on  the  toes.  By  virtue  of  this  reflex  con- 
traction, the  heel  rotates  from  the  valgus  to 
the  neutral  or  varus  position,  and  all  char- 
acteristics of  the  pre-existing  pronation  disap- 
pear. This  was  the  functional  reaction 
of  the  posterior  tibial  under  influences  of 
superincumbent  weight  as  observed  in  the 
9-year-old  girl.  The  young  man  did  not 
pronate  in  stance  or  locomotion  although 


Fig.  2.  K.  M.,  aged  26.  Complete  loss  of  all 
muscle  function  and  sensation  below  right  knee, 
no  pronation. 

there  was  complete  paralysis  of  all  muscles 
below  the  right  knee;  pronation  was  also 
absent  on  the  normal  left  extremity. 

These  2 cases,  therefore,  emphasize  that 
the  stability  of  the  leg  on  the  foot  in  stance 
and  locomotion  is  not  entirely  determined  by 
the  relative  strength  of  the  extrinsic  muscles. 
These  clinical  observations  are  further  ex- 
plained by  simultaneous  records  of  locomotion 
and  function  of  the  extrinsic  muscles. 

We  have  recorded  the  duration  and  se- 
quence of  contraction  of  the  posterior  tibial, 
anterior  tibial,  extensor  hallucis  proprius, 
extensor  digitorum  communis,  peronei,  gas- 
trocnemius, and  soleus  through  the  Achilles 
tendon  in  relation  to  the  duration  and  se- 
quence of  weight  bearing  on  heel,  midfoot, 
and  forefoot. 

From  these  records  the  functional  relation- 
ships of  the  muscles  have  been  measured  to 
the  tenth  of  a second.  We  are  particularly 
concerned  with  the  sequence  and  duration  of 
contraction  of  the  posterior  tibial  and  peronei 
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Fig.  3.  G.  S.,  aged  9.  Four  years  training  in  ballet  dancing.  A and  B.  Bilateral  pronation. 
C and  D.  Reflex  contraction  of  posterior  tibia!  muscles  corrects  pronation,  heels  in  varus  position. 


muscles  as  related  to  the  beginning  and  dura- 
tion of  weight  bearing  on  the  heel  (Fig.  4) . 

The  heel  receives  and  supports  body  weight 
for  0.436  seconds.  The  posterior  tibial  muscle 
contracts  simultaneously  with  placement  of 
the  heel  on  the  floor,  but  its  duration  of  con- 
traction is  only  36.1  per  cent  of  the  total 
stance  phase  of  the  step,  0.694  seconds;  57.5 
per  cent  of  the  total  time  the  heel  is  on  the 
floor.  Therefore,  it  is  evident  that  this  short 
period  of  reflex  function  of  the  tibialis  pos- 
terior does  not  prevent  the  foot  from  pro- 
nating  while  walking. 

This  too  early  discontinuance  of  a positive 
force  that  could  prevent  pronation  is  ac- 
companied by  peroneal  contraction  which  fur- 
ther provokes  the  characteristics  of  pronation 
in  each  step.  The  peronei  begin  to  contract 
0.166  seconds  after  the  heel  contacts  the 
floor  and  continue  to  contract  for  79.8  per 
cent  of  the  stance  phase  of  the  step  as  against 
36.1  per  cent  previously  stated  for  the  pos- 
terior tibial. 

These  measurements  emphasize  the  impor- 


tance of  knowing  the  relative  sequence  and 
duration  of  muscle  function  in  the  act  of 
walking.  An  understanding  of  these  values 
immediately  introduces  a fundamental  change 
in  the  point  of  view  regarding  the  cause  and 
prevention  of  pronation. 

It  becomes  evident  that  relative  muscle 
strength  is  important  only  when  opposing 
muscles  are  reflexly  called  upon  to  contract 
simultaneously.  Herein  we  are  confronted 
with  the  necessity  of  evaluating  the  relative 
efficiency  of  muscle  function  in  terms  of 
relative  strength,  sequence,  and  duration  of 
contraction  as  related  to  its  antagonist. 

Evaluation  of  relative  efficiency  of  muscle 
function  should  not  be  based  upon  deter- 
mination of  relative  strength  of  muscles  while 
the  patient  is  in  repose.  The  relative  sequence 
and  duration  of  contraction  is  essential  in- 
formation without  which  valid  conclusions 
are  not  possible. 

As  previously  stated,  pronation  is  easily 
corrected  by  voluntary  contraction  of  the 
posterior  tibial  in  standing  and  walking.  In 
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the  act  of  standing  on  the  toes  the  reflex  or 
involuntary  contraction  of  this  muscle  removes 
all  of  the  pre-existing  characteristics  of  pro- 
nation. On  the  basis  of  strength  the  posterior 
tibial  demonstrates  its  power  to  serve  this 
function  in  all  normal  children  and  adults. 
For  this  reason  the  prevailing  incidence  of 
pronation  in  all  age  groups  cannot  be  ade- 
quately explained  on  the  basis  of  weak  mus- 
cles. Nor  can  the  absence  of  pronation  be  ac- 
counted for  on  the  basis  of  strong  muscles. 

Both  the  clinical  evidence  and  the  simul- 
taneous records  of  locomotion  and  extrinsic 
muscle  function  lead  to  only  one  conclusion. 
The  presence  or  absence  of  pronation  is  pri- 
marily dependent  upon  the  maintenance  of  a 
parallel  between  the  axis  of  weight  bearing  of 
the  os  calcis  and  that  of  the  tibia. 

The  strength  of  the  posterior  tibial  is  nor- 
mally adequate  for  this  purpose,  but  in  nor- 
mal stance  this  muscle  is  not  called  upon  to 
exert  its  functional  efficiency.  Under  the 
influence  of  body  weight  the  os  calcis  rotates 
into  valgus,  the  astragalus  sinks  into  posi- 
tion, and  the  foot  presents  the  characteristics 
of  pronation.  The  occasional  absence  of  pro- 
nation cannot  be  attributed  to  exceptional 
strength  or  to  the  sequence  and  duration  of 
posterior  tibial  contraction  in  relation  to  the 
peronei  muscles.  It  is  more  properly  ac- 
credited to  those  essential  osteoarticular  re- 
lationships that  maintain  the  parallel  axis 
between  the  heel  and  the  leg,  thereby  locking 
the  cuboid  and  preventing  pronation  of  the 
foot. 

Conclusion 

Clinical  experience  and  laboratory  investi- 
gation require  that  we  reconsider  the  relation- 
ship of  pronation  to  the  strength  of  the  ex- 
trinsic muscles  of  the  foot. 

Clinical  evidence  presented  proves  that 
perfect  alignment  between  foot  and  leg  can 
be  maintained  during  four  years  of  use  follow- 
ing complete  paralysis  of  all  intrinsic  and 
extrinsic  muscles  of  the  right  foot. 

The  presentation  of  a second  patient  proves 
that  unusually  well-developed  muscles  do  not 
prevent  pronation  in  stance  and  locomotion. 

Simultaneous  records  of  muscle  function 
and  foot  function  while  walking  prove  that 
the  reflex  contraction  of  the  posterior  tibial 


PHYSICIANS  NEEDED 
A total  of  9,100  physicians,  of  whom  5,300  must 
be  procured  during  the  next  few  months,  will  be 
required  for  the  total  strength  of  the  Army  of  the 
United  States  next  spring,  which  will  be  approxi- 
mately 1,400,000  men,  the  surgeon  general  of  the 
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Fig.  4.  Average  sequence  and  duration  of 
weight  bearing  on  heel,  midfoot,  and  forefoot  as 
related  to  sequence  and  duration  of  contraction 
of  the  posterior  tibial  and  peroneal  muscles. 

is  inadequate  for  prevention  of  pronation. 

Both  the  presence  and  absence  of  pronation 
are  explained  on  the  basis  of  the  functional 
characteristics  of  the  os  calcis,  cuboid,  and 
their  physical  relationship  to  the  astragalus 
and  tibia.  A neutral  or  varus  position  of  the 
os  calcis  does  not  permit  pronation  of  the 
forefoot. 

Muscle  exercises  are  contraindicated  for 
the  correction  of  pronation.  Treatment  is 
limited  to  measures  that  will  maintain  a neu- 
tral or  varus  position  of  the  os  calcis. 


Army  declares  in  an  outline  regarding  the  par- 
ticipation of  the  Army  Medical  Department  in 
the  1940-1941  military  training  program,  pub- 
lished in  the  Journal  of  the  American  Medical 
Association  for  December  7. 


IMMUNE  GLOBULIN  (HUMAN)  IN  THE  MODIFICATION 
AND  PREVENTION  OF  MEASLES 

Harold  W.  Lyall,  Ph.D.,  and  Philip  P.  Murdick,  Ph.D.,  Albany,  New  York 


IN  VIEW  of  the  higher  mortality  from 
measles  in  young  children,  it  is  generally 
accepted  that  its  modification  or  prevention 
in  those  under  4 years  of  age  is  a desirable 
public  health  measure.  The  value  under 
similar  conditions  of  the  various  preventive 
agents  that  have  been  recommended — conva- 
lescent serum,  parent’s  whole  blood,  and  pla- 
cental extract — appear  approximately  the 
same.  Convalescent  serum,  because  of  the 
lack  of  suitable  donors,  is,  however,  difficult 
to  obtain  in  sufficient  quantity.  Adult  blood 
because  of  the  greater  volume  that  must  be 
administered  is  not  favored  by  physicians. 
Therefore,  on  the  basis  of  reports  by  Mc- 
Khann1'2  of  the  satisfactory  results  from  the 
use  of  an  extract  of  human  placentas  and 
because  of  the  availability  of  this  material, 
the  preparation  and  distribution  of  globulin 
solution  (human)  under  certain  restrictions 
was  begun  in  1935  by  this  division.* *  Since 
that  time  and  particularly  during  1938  and 
1939  when  the  incidence  of  measles  was  high 
a considerable  amount  has  been  used  by 
physicians.  The  reports  received  record  the 
results  obtained  in  private  practice  and  an 
analysis  of  these  data  seemed  of  interest. 
For  purposes  of  comparison,  reports  on  the 
use  of  the  globulin  solution  in  children  in  insti- 
tutions have  also  been  included. 

The  proper  dosage  of  globulin  solution  is 
related  to  a number  of  factors  such  as  the  age 
and  physical  condition  of  the  child,  the  inti- 
macy of  exposure,  and  the  interval  between 
exposure  and  treatment.  Since  there  is  at 
present  no  satisfactory  laboratory  test  for 
evaluating  the  potency  of  the  product,  its 
efficacy  must  be  judged  by  the  results  of 
clinical  trial.  The  method  of  preparation3 
is  essentially  that  described  by  McKhann. 
To  promote  uniformity,  each  lot  is  prepared 
from  the  pooled  extracts  of  at  least  thirty 
placentas,  and  the  total  solids  content  of  the 
concentrated  globulin  solution  is  adjusted  to 
between  5 and  7 per  cent.  An  injection  of 
from  2.5  to  5 ml.  is  at  present  recommended. 
Table  1 gives  an  analysis  by  age  groups  of 


From  the  Division  of  Laboratories  and  Research,  New 
York  State  Department  of  Health. 

* The  placentas  were  obtained  through  the  courtesy 
of  the  Albany  Hospital  and  the  Brady  Maternity  Hos- 
pital. 


the  results  obtained  in  457  children  treated  in 
private  practice.  As  would  be  expected,  the 
greatest  degree  of  protection  is  found  in 
children  under  6 months  of  age.  Special 
interest,  however,  centers  in  the  infants  of 
this  age  group  who  developed  measles  not- 
withstanding preventive  treatment,  since  this 
has  a bearing  upon  the  question  of  maternal 
transmission  of  immunity.  The  previous 
history  relating  to  measles  of  the  mothers  of 
16  of  the  infants  from  10  days  to  5 months  old 
was  secured.  Of  the  3 in  the  series  who 
developed  measles — 2 infants  3 months  old 
and  one  2 months  old — the  mothers  of  2 
gave  a history  of  measles  and  that  of  the 
third  did  not.  All  but  2 of  the  mothers  of 
the  remaining  13  infants  who  did  not  develop 
measles  were  recorded  as  having  had  the 
disease.  The  fact  that  the  incidence  of 
measles  was  highest  in  the  group  between  1 
and  3 years  of  age  is  of  interest,  but  this  could 
not  be  correlated  with  differences  in  dosage, 
degree  of  exposure,  or  interval  between  ex- 
posure and  treatment.  It  suggests  that 
maternally  transmitted  immunity  has  dis- 
appeared at  this  age  and  that  whatever  natural 
immunity  may  possibly  be  acquired  has  not 
developed  up  to  this  time.  In  spite  of  the 
greater  incidence  of  measles  in  this  group, 
failure  to  modify  or  prevent  the  disease  oc- 
curred in  only  7.1  per  cent  of  the  cases.  This 
figure  compares  favorably  with  the  results  in 
the  other  groups  and  also  with  those  reported 
by  McGavran4  for  children  treated  in  private 
practice. 

Six  severe  cases  of  measles  were  reported. 
Three  occurred  in  children  who  were  healthy 
at  the  time  of  exposure  and  had  no  subsequent 
complications.  One  recovering  from  a mas- 
toid operation  had  a cervical  adenitis  with  a 
return  of  the  mastoid  infection.  Another  de- 
veloped measles  following  bronchopneumonia 
complicated  by  pyelonephritis.  The  sixth 
child,  who  had  bronchitis,  developed  otitis 
media  following  measles.  All  recovered. 

The  results  of  preventive  treatment  in  201 
children  in  institutions  are  analyzed  similarly 
in  Table  2.  That  the  intimacy  of  contact 
among  them  is,  on  the  whole,  greater  than 
that  in  the  groups  given  in  Table  1,  which 
include  both  intimate  and  casual  contacts,  is 
indicated  by  the  relatively  less  complete  pro- 
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TABLE  1. — Results  of  Treatment  of  Children  in  Private  Practice 


•Measles 


Age  Groups,* 

No  Measles 

Mild 

Moderate 

Severe 

Mo. 

Cases 

Percentage 

Cases 

Percentage 

Cases  Percentage 

Cases 

Percentage 

0-5 

42 

89.4 

5 

10.6 

6-11 

82 

74.5 

24 

21.8 

3 2.7 

1 

0.9 

12-35 

60 

43.2 

69 

49.6 

9 6.4 

1 

0.7 

36  and  over 

112 

69.5 

33 

20.5 

12  7.4 

4 

2 . 5 

All  groups 

296 

64.8 

131 

28.7 

24  5.2 

6 

1.3 

* Age  in  completed  months. 


TABLE  2. — Results  of  Treatment  of  Children  in  Institutions 


Age  Groups,* 

No  Measles 

Mild 

—Measles 

Moderate 

Severe 

Mo. 

Cases 

Percentage 

Cases 

Percentage 

Cases 

i Percentage 

Cases  Percentage 

6-11 

18 

72.0 

2 

8.0 

5 

20.0 

12-35 

10 

33.3 

9 

30.0 

9 

30.0 

2 

6.7 

36  and  over 

65 

44.6 

52 

35.6 

22 

15.0 

7 

4.8 

All  groups 

93 

46.3 

63 

31.3 

36 

17.9 

9 

4.5 

* Age  in  completed  months. 

TABLE  3. — Effect  of  Interval  Between  Exposure  and  Injection  of  Globulin  Solution  on  Development 

of  Measles  (Private  Practice) 


Days  Between 
First  Exposure 

No  Measles 

Mild 

— Measles  Developed  — 
Moderate 

Severe 

and  Injection 

Cases 

Percentage 

Cases 

Percentage 

Cases 

Percentage 

Cases 

Percentage 

None 

26 

83.9 

5 

16.1 

1 

55 

80.9 

11 

16.2 

2 

2.9 

2 

43 

69.4 

18 

29.0 

1 

1.6 

3 

60 

60.6 

36 

36.4 

3 

3.0 

4 

43 

61.4 

20 

28.6 

5 

7.1 

2 

2.9 

5 

19 

52.8 

9 

25.0 

7 

19.4 

1 

2.8 

6 

12 

54.5 

8 

36.4 

1 

4.5 

1 

4 . 5 

7 

12 

70.6 

4 

23.5 

1 

5.9 

8 

5 

55.6 

4 

44.4 

9 and  over 

21 

48.8 

16 

37.2 

4 

9.3 

2 

4.6 

tection  afforded.  There  was  also  a greater 
proportion  of  moderate  and  severe  cases,  al- 
though there  were  no  fatalities.  Both  groups 
were  alike  in  that  the  greatest  incidence  of 
measles  occurred  between  1 and  3 years  of 
age.  No  data  for  infants  under  6 months  are, 
however,  available  for  this  group. 

Further  discussion  is  limited  to  the  children 
treated  in  private  practice.  The  effect  of  the 
interval  between  the  exposure  to  measles  and 
the  injection  of  the  globulin  solution  is  given 
in  Table  3.  Before  the  third  day  a larger 
percentage  is  protected  against  the  disease,  but 
thereafter  there  is  no  decided  trend. 

When  the  children  are  grouped  according  to 
the  degree  of  exposure — definite,  probable,  or 
possible — only  2 in  the  “probable”  group  and 
none  in  the  “possible”  group  developed  the 
disease.  If  the  86  children  in  these  two  groups 
who  did  not  contract  measles  are  deducted 
from  the  total  for  all  age  groups  in  Table  1, 
there  still  remain  over  90  per  cent  who  either 
did  not  develop  measles  or  had  the  disease  in 
a mild  form. 

The  dosage  of  globulin  solution  injected 
varied  from  1 to  over  6 ml.  Since  the  reports 
did  not  indicate  whether  the  physician’s  aim 
was  to  modify  or  prevent  the  disease,  informa- 
tion as  to  the  proper  dosage  for  either  purpose 


is  inadequate.  However,  a greater  degree  of 
protection  was  afforded  by  5 ml.  than  by  the 
lesser  doses. 

Mild  reactions  consisting  chiefly  of  local 
soreness  and  swelling  were  reported  in  25.4 
per  cent  of  the  children,  and  an  additional  3.9 
per  cent  developed  general  reactions  with 
fever  or  malaise.  One  child  of  this  latter  group 
also  had  hives  five  days  following  the  injection. 
However,  none  of  the  reactions  was  considered 
alarming. 

Summary  and  Conclusions 

1.  In  a series  of  457  children  who  were 
reported  as  having  had  close  or  casual  exposure 
to  measles  and  who  were  treated  with  globulin 
solution  in  private  practice,  93.5  per  cent 
either  had  the  disease  in  a mild  form  or  were 
protected  against  it,  in  comparison  with  77.6 
per  cent  of  201  children  in  institutions. 

2.  The  results  indicate  that  children  be- 
tween 1 and  3 years  are  apparently  more 
susceptible  to  measles  than  those  in  other  age 
groups. 

3.  The  greatest  protection  against  measles 
in  the  children  treated  in  private  practice  was 
obtained  in  those  injected  before  the  third  day 
following  exposure. 
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4.  One  dose  of  at  least  5 ml.  of  the  product 
distributed  appeared  necessary  if  prevention  of 
the  disease  was  desired.  However,  the  many 
variable  factors  make  it  impossible  to  recom- 
mend a definite  optimum  dose. 

5.  No  serious  or  alarming  reactions  fol- 
lowed injections  in  this  series. 
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DISCOVERY  OF  NEW  VACCINE  AGAINST  THE  FLU 


The  recent  discovery  of  a new  vaccine  against 
influenza  is  hailed  by  the  Journal  of  the  American 
Medical  Association  for  January  11  as  one  of  the 
most  promising  practical  leads  in  research  of 
recent  decades  because  it  opens  up  new  fields  of 
thought  and  investigation  regarding  immunity. 

“The  new  vaccine  against  influenza  recently 
described  by  Drs.  F.  L.  Horsfall,  Jr.,  and  E.  H. 
Lennette  of  the  Rockefeller  Foundation  chal- 
lenges conventional  immunologic  theory,”  the 
Journal  says.  “The  vaccine  seems  to  have  been 
a purely  accidental  discovery.  About  a year 
ago  numerous  normal  ferrets  were  inoculated 
intranasally  in  the  Rockefeller  Foundation 
laboratory  with  the  1939  strain  of  human  in- 
fluenza virus.  During  the  course  of  the  result- 
ing influenza,  four  of  these  animals  developed  a 
concurrent  infection  with  ferret  distemper.  In 
order  to  prevent  the  spread  of  this  epizootic  to 
the  stock  animals,  a formalized  vaccine  was 
prepared  from  the  lungs  and  spleens  of  these 
ferrets  and  injected  subcutaneously  into  each 
of  the  157  normal  animals  of  the  ferret  colony. 
Similar  vaccines  had  been  found  effective  in 
preventing  the  spread  of  ferret  distemper  on 
previous  occasions. 

“Two  days  after  inoculation  with  this  pre- 


sumptive distemper  vaccine,  groups  of  the  vac- 
cinated ferrets  were  inoculated  intranasally 
with  massive  doses  of  three  antigenically  dis- 
tinct strains  of  human  influenza  virus.  To  the 
great  surprise  of  the  New  York  investigators, 
none  of  these  animals  developed  experimental 
influenza.  Injection  of  the  presumptive  dis- 
temper vaccine  had  apparently  resulted  in  im- 
munity effective  against  at  least  three  anti- 
genically different  strains  of  influenza  virus. 
This  is  a broader  and  more  effective  immunity 
than  results  from  actual  infection  with  the  in- 
fluenza virus. 

“After  numerous  failures  it  was  found  possible 
to  reproduce  this  mixed  vaccine  by  inoculating 
ferrets  simultaneously  with  mixtures  of  human 
influenza  virus  and  canine  distemper  virus. 
The  formalized  vaccines  thus  produced  not  only 
protected  ferrets  against  canine  distemper  but 
afforded  almost  absolute  protection  against 
massive  intranasal  doses  of  all  strains  of  human 
influenza  virus  thus  far  tested.  These  vaccines 
have  been  tested  on  human  volunteers.  In  all 
instances  they  produced  a definite  increase  in 
mixed  virucidal  antibodies,  apparently  active 
against  the  available  strains  of  human  influenza 
virus.” 


COURSES  ON  GENERAL  MEDICINE 

Dr.  William  S.  Ladd,  Dean  of  the  Cornell 
University  College  of  Medicine,  has  arranged  a 
course  on  general  medicine  for  the  Tompkins 
County  Medical  Society.  The  lectures  will 
be  given  at  Ithaca  at  8:15  p.m.  and  are  as 
follows: 

March  3,  “Endocrine  Problems  in  Adoles- 
cence,” by  Dr.  Harry  H.  Gordon;  March  19, 
“The  Significance  of  Laboratory  Tests  and 
Methods  in  the  Practice  of  Medicine,”  by  Dr. 
Ralph  G.  Stillman;  April  7,  “Newer  Chemothera- 
peutic Methods,”  by  Dr.  Norman  Plummer; 
April  15,  “The  Relation  of  Vitamins  to  Disease,” 
by  Dr.  Norman  Jolliffe;  May  5,  “Abdominal 
Pain,”  by  Dr.  Edward  M.  Livingston. 


Dr.  Albert  F.  R.  Andresen,  of  Brooklyn,  has 
arranged  a course  of  lectures  on  general  medicine 
for  the  Columbia  County  Medical  Society. 
These  lectures  will  be  held  at  the  Hudson  City 
Hospital,  Hudson,  New  York,  at  9:15  p.m.: 
March  27,  “Dietary  Therapy  in  Gastrointestinal 
Disease,”  by  Dr.  Andresen;  on  April  10  “The 
Diabetic  Patient  and  the  General  Practitioner,” 
by  Dr.  Milton  B.  Handelsman;  on  April  24, 
“Some  Problems  in  Cardiac  Diagnosis,”  by  Dr. 
J.  Hamilton  Crawford;  on  May  8,  “Practical 
Considerations  of  Blood  Dyscrasias,”  by  Dr. 
Eugene  R.  Marzullo;  on  May  22,  “Recent 
Advances  in  Therapeutics,”  Dr.  George  H. 
Roberts;  all  the  doctors  are  from  Brooklyn. 


EXAMINATIONS— AMERICAN  BOARD  OF  OBSTETRICS  AND  GYNECOLOGY 


The  general  oral  and  pathologic  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B) 
will  be  conducted  at  Cleveland,  Ohio,  by  the 
entire  Board  from  Wednesday,  May  28,  to 
Monday,  June  2,  1941,  inclusive,  prior  to  the 
opening  of  the  annual  meeting  of  the  American 
Medical  Association  in  Cleveland,  Ohio. 

Application  for  admission  to  Group  A,  Part 
II,  examinations  must  be  on  file  in  the  Secretary’s 
Office  not  later  than  March  1,  1941. 


Candidates  for  re-examination  in  Part  II  must 
make  written  application  to  the  Secretary’s 
Office  before  April  15,  1941. 

The  Board  requests  that  all  prospective  candi- 
dates who  plan  to  submit  applications  in  the 
near  future  request  and  use  the  new  application 
form  which  has  this  year  been  inaugurated  by 
the  Board.  Address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6),  Penn- 
sylvania. 


THE  IMPORTANCE  OF  CHRONIC  SINUSITIS  IN  THE 
TREATMENT  OF  BRONCHIAL  ASTHMA 

R.  Clark  Grove,  M.D.,  New  York  City 


HERCK,1  of  Freiberg,  in  1844  first  recog- 
nized the  importance  of  nasal  pathology 
in  asthma.  However,  it  was  not  until  1872 
that  the  effect  of  sinus  surgery  upon  asthma 
was  demonstrated  when  Voltolini2  reported  11 
cases  of  asthma  relieved  by  polypectomy. 
Since  that  time  the  frequency  and  importance 
of  sinusitis  in  asthmatic  conditions  has  been 
argued  pro  and  con  and  the  treatment  has 
varied  from  conservative  and  radical  surgery 
to  no  surgery  at  all.  I3  believe  sinusitis  is 
an  important  factor  in  asthma,  and  to  justify 
this  belief  I will  discuss  the  incidence  of  sinus 
infections  in  asthmatic  patients,  the  type  of 
pathology,  the  bacteriology  of  the  sinus 
membranes,  and  the  effect  of  sinus  surgery. 

Dundas-Grant4  stated  that  63  per  cent  of 
107  cases  of  asthma  had  sinusitis.  Gottlieb5 
found  only  26  per  cent  of  117  cases.  Kern  and 
Schenck8  in  1933  stated  that  in  400  cases  of 
asthma  70  per  cent  had  clinical  sinusitis  and 
87.5  per  cent  showed  x-ray  evidence . Chobot , 7 
studying  children  up  to  15  years  of  age,  found 
x-ray  evidence  of  sinus  disease  in  67  per  cent 
in  19337®  and  41  per  cent  in  1930.7b  Kelley8 
recently  reported  that  89  per  cent  of  100  cases 
of  asthma  had  rhinologic  and  x-ray  evidence 
of  sinusitis.  Twenty-six  per  cent  of  the  89 
cases  had  nasal  polyps. 

In  a study  published  in  1932  and  based  on 
688  cases  of  asthma,  Cooke9  found  sinus 
disease  to  be  the  cause  in  39  per  cent  of  257 
cases  in  whom  asthma  began  between  10  and 
30  years  of  age,  65  per  cent  of  171  cases  between 
30  and  50  years,  and  83  per  cent  of  42  cases 
after  50  years.  Dental,  tonsillar,  pharyngeal, 
and  primary  pulmonary  infections  may  also 
be  causes  of  infective  asthma.  Infection  was 
the  sole  cause  of  asthma  in  34  per  cent  of  the 
688  cases,  and  combined  with  other  sensitiza- 
tions such  as  danders,  pollens,  or  food  it  was 
an  additional  cause  in  15  per  cent,  making  a 
total  of  49  per  cent  of  all  asthma  caused  by 
infections  of  all  types.  If  we  exclude  the  cases 
in  the  first  decade,  since  the  tonsils  and  lymph- 
oid tissues  of  the  nasopharynx  and  pharyhx 
are  more  important  at  that  time,  we  find  that 
53  per  cent  of  the  remaining  470  cases  was 
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caused  by  infection  with  8 per  cent  being  due 
to  primary  pulmonary  infections,  leaving  45 
per  cent  with  sinusitis  as  the  only  cause. 

It  is  interesting  to  note  in  passing  that 
Bullen10  in  1933  reviewed  93,000  admissions 
to  three  general  hospitals  in  Rochester  and 
found  that  1.2  per  cent  warranted  a diagnosis 
of  disease  of  the  paranasal  sinuses.  It  was 
most  frequent  in  the  latter  half  of  the  first 
decade  of  life  and  between  the  ages  of  30  and 
50  or  55  years.  He  studied  400  of  these  cases 
of  sinusitis  and  found  that  about  one-fourth 
had  some  form  of  chronic  non  tuberculous 
pulmonary  disease,  12.25  per  cent  of  them  had 
asthma,  while  8.75  per  cent  actually  had 
asthma  begin  at  the  same  time  as  the  sinusitis 
or  later.  Bullen  was  not  very  enthusiastic 
about  sinusitis  being  a cause  of  asthma,  but 
when  we  consider  that  the  allergic  proportion 
of  our  population  is  now  approximately  10 
per  cent  we  know  why  his  percentage  of 
asthma  was  so  low.  I believe  that  sinusitis  as 
a cause  of  asthma  must  occur  in  a person  with 
an  allergic  constitutional  tendency.  Cooke9 
in  the  previously  quoted  group  of  688  cases 
found  that  there  was  a positive  antecedent 
history  of  allergy  in  45  per  cent  of  the  entire 
infective  group  and  52  per  cent  of  the  atopic 
ones.  Sixty-six  per  cent  of  195  cases  of  asthma 
gave  an  antecedent  history  of  asthma.  Clarke, 
Donnally,  and  Coca,11  however,  quote  80 
per  cent. 

The  pathology  of  the  nasal  and  sinus  mem- 
branes in  asthmatic  patients  is  well  recognized. 
In  our  experience  almost  100  per  cent  of  the 
pathology  is  of  the  hyperplastic  type  as  con- 
trasted with  the  suppurative.  There  may  be 
exacerbations  of  the  infection,  and  pus  is 
present  in  the  washings  and  the  neutrophils 
predominate  in  the  membranes  at  the  time, 
but  this  is  only  temporary.  The  true  hyper- 
plastic membrane  is  much  thickened,  often 
infolding  and  polypoid,  with  desquamation  of 
the  cilia,  a thickened  hyalinized  basement 
membrane;  and  in  the  tunica  propria,  marked 
edema,  glandular  hyperplasia,  proliferation  of 
the  connective  tissue,  and  eosinophilic,  round, 
and  plasma  cell  infiltration.  In  the  chronic 
cases  neutrophils  are  not  frequent.  The 
bronchial  and  ocular  membranes  have  shown 
the  same  general  characteristics  on  pathologic 
examination.  Polyposis  occurs  in  from  30  to 
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TABLE  1. — Results  of  Sinus  Surgery  in  200  Cases  of 
Asthma 


Postoperative  Period, 


Years 

Cases 

+ * 

+ +* 

+ + + = 

Vz-l 

41 

16 

14 

11 

1-2 

45 

14 

20 

11 

2-3 

35 

8 

11 

16 

3-4 

26 

10 

11 

5 

4-5 

27 

4 

9 

14 

5-6 

26 

9 

10 

7 

Totals 

200 

61 

75 

64 

(30.5%)  (37.5%)  (32%) 
69.5% 


* The  symbol  + indicates  slight  or  no  improvement  in 
asthma;  + + , definitely  improved;  + + + , no  asthma  or 
a rare  attack. 

35  per  cent  of  the  cases  with  pathology.  We 
have  also  had  these  membranes  cultured  and 
found  that  87  per  cent  showed  positive  culture 
of  one  or  more  organisms.  Only  1 of  29  antral 
membranes  examined  were  negative,  while  16 
of  51  ethmoidal  and  sphenoidal  membranes 
were  negative.  This  is  easily  explained  when 
we  realize  that  most  of  these  specimens  were 
mucous  or  cystic  polyps,  the  contents  of  which 
are  usually  sterile,  the  infection  being  in  the 
cyst  wall  or  underlying  membrane.  Thirty- 
four  of  the  positive  cultures  yielded  a single 
organism.  This  seems  important  from  the 
standpoint  of  the  value  of  the  organism  as  an 
etiologic  agent  in  the  disease.  When  we  com- 
pared the  organisms  obtained  from  80  sinus 
membranes  with  those  grown  from  previous 
washings  of  the  antrums,  we  were  surprised  to 
find  that  in  43.7  per  cent  the  membrane 
cultures  were  different  from  those  recovered 
preoperatively.  It  is  our  belief  that  a clear 
return  from  irrigation  of  an  antrum  even  with 
a negative  culture  does  not  indicate  a normal 
or  noninfected  sinus. 

The  tissues  removed  from  the  sinuses  were 
stained  and  in  over  85  per  cent  bacteria  were 
demonstrated  definitely  while  the  remaining 
15  per  cent  was  too  questionable  to  be  con- 
sidered positive.  The  percentages  obtained 
from  a recent  study  of  108  membrane  cultures 
were  as  follows:  Staphylococcus  aureus,  57 
per  cent;  Streptococcus  viridans,  43  per  cent; 
hemolytic  streptococcus,  25  per  cent;  Micro- 
coccus catarrhalis,  3 per  cent;  nonhemolytic 
streptococcus,  3 per  cent;  Bacillus  proteus, 
2 per  cent;  pneumococcus,  39  per  cent;  diph- 
theroid bacillus,  2 per  cent;  no  growth,  9 
per  cent.  Kistner12  in  1931  studied  400  sinus 
membranes  of  the  nonpurulent  type  and 
found  streptococci  present  culturally  in  94.5 
per  cent  of  the  cases.  Rosenow  of  the  Mayo 
Clinic  checked  some  of  his  specimens  micro- 
scopically and  agreed  that  the  membranes 
were  infected.  Hansel,13  Piness  and  Miller,14 
Ashley  and  Frick,15  and  Balmer16  believe  that 


organisms  in  the  membrane  are  secondary 
invaders,  but  from  our  own  studies  we  cannot 
accept  this  explanation. 

The  question  now  arises:  How  are  we  going 
to  diagnose  sinusitis  in  allergic  patients? 
The  answer  is  by  careful  history-taking, 
clinical,  and  x-ray  examinations.  The  history 
of  frequent  colds,  stuffiness,  nasal  discharge, 
anteriorly  or  posteriorly,  sneezing,  and  head- 
aches is  important,  but  frequently  all  of  these 
symptoms  are  absent.  The  nasal  examination 
must  include  anterior  rhinoscopy  followed  by 
nasopharyngoscopic  examination.  This  is 
important,  as,  otherwise,  discharge  from  the 
antrum,  posterior  ethmoids  and  sphenoids, 
and  small  polyps  posteriorly  may  be  over- 
looked. Transillumination  should  be  done, 
but  if  this  is  clear  the  examination  is  not  com- 
plete. Good  roentgenograms  are  important, 
especially  for  diagnosing  polyps  and  cysts  of 
the  antrum.  Recently  we  have  been  injecting 
the  antrums  with  an  opaque  medium  and  re- 
x-raying these  doubtful  cases.  If  necessary, 
lavage  of  the  antrum  should  be  done,  and  the 
discharge  should  be  centrifuged  and  examined 
microscopically  for  eosinophilic  cells.  We 
usually  make  cultures  of  the  return  flow 
also. 

Once  the  diagnosis  of  sinusitis  is  made,  the 
form  of  treatment  must  be  determined.  If 
polyps  are  present  in  the  ethmoids  or  sphe- 
noids, they  should  be  removed  if  the  asthmatic 
and  general  condition  justifies  this  procedure. 
By  removal  of  polyps  we  do  not  mean  a simple 
polypectomy  but  an  exenteration  of  the 
ethmoids  or  sphenoids.  Polyps,  cysts,  and 
extensive  thickening  of  the  membrane  of  the 
antrums  require  a Caldwell-Luc  operation. 
We  have  not  been  satisfied  with  the  result 
obtained  by  doing  simple  antrotomies  or 
window  resections.  In  conjunction  with  these 
operations,  submucous  resections  and  tur- 
binectomies  were  done  for  the  effect  upon  the 
sinus  condition  and  not  as  a direct  benefit  to 
the  asthmatic  condition.  If  the  sinus  infection 
is  of  a low  grade  or  mild  form,  antrum  irriga- 
tions or  occasionally  an  antrotomy,  removal  of 
adenoids  and  tonsils  and  infected  teeth,  and 
the  use  of  vaccine,  both  autogenous  and  stock, 
will  normally  suffice  for  treatment.  Regard- 
less of  the  degree  of  sinusitis,  complete  allergic 
testing  and  treatment  is  necessary.  A large 
number  of  cases  of  recurrent  polyposis  may  be 
cured  if  the  dust  or  other  inhalant  allergens  are 
used  when  indicated,  both  before  and  after  the 
operation.  Blood  examinations  including 
Wassermann,  kidney  and  chest  examinations 
including  x-rays  and  sputum  for  tuberculosis, 
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TABLE  2. — An  Analysis  of  Results  of  Sinus  Surgery 
in  200  Cases  of  Asthma  Based  on  Completeness  of 
Removal  of  All  Sinus  Pathology 


Postoperative 

Period, 

Complete 
Surgery 
(102  Cases) 

Incomplete 
Surgery 
(98  Cases) 

Years 

+ * 

+ + * + + +* 

+ * 

+ + * + + +* 

V2-I 

2 

6 10 

15 

8 1 

1-2 

4 

11  6 

9 

9 5 

2-3 

3 

5 14 

5 

6 2 

3-4 

5 

6 5 

5 

5 0 

4-5 

0 

5 12 

4 

4 2 

5-6 

0 

3 5 

9 

7 2 

Totals 

14 

36  52 

86.2% 

47 

39  12 

52% 

* The  symbol  + indicates  slight  or  no  improvement  in 
asthma;  +-K  definitely  improved;  + + +,  no  asthma  or 
a rare  attack. 


molds,  and  spirochetes  are  usually  indicated. 
Recently  the  question  of  vitamin  deficiency 
has  been  emphasized,  and  a good  many  of  these 
patients  improve  with  the  addition  of  these 
concentrates  to  their  medication.  At  present 
we  are  interested  in  the  vitamin  A deficiency 
in  our  chronic  hyperplastic  sinus  infec- 
tions. 

In  discussing  the  effects  of  sinus  surgery 
upon  asthma,  I will  not  go  into  the  details  of 
the  frequency  of  the  various  sinuses  involved 
or  the  surgical  technic  but  will  simply  state 
that  our  operative  group  includes  192  ethmoid  - 
ectomies,  94  sphenoidectomies,  113  radical 
antrums  (Caldwell-Luc  type),  66  antrotomies 
(window  resections),  and  6 enlargements  of  the 
frontonasal  duct. 

Results 

The  results  of  our  sinus  surgery  in  200  cases 
of  asthma  are  shown  in  the  three  tables. 
Table  1 analyzes  the  entire  group  according  to 
the  postoperative  duration  of  time.  We  have 
not  included  the  first  six  months  because  we 
believe  the  effects  of  the  anesthetic  and  the 
reaction  to  handling  infected  tissues  may  be 
factors  in  the  immediate  improvement  or  the 
exacerbation  of  asthmatic  symptoms.  The 
improved  cases  represent  69.5  per  cent  of  the 
total  cases.  It  is  also  seen  that  as  the  duration 
of  the  postoperative  period  increases  the  ratio 
of  the  improved  group  to  the  unimproved  in- 
creases. I believe  that  this  is  explained  by  the 
fact  that  there  are  secondary  foci  in  the  cervi- 
cal and  bronchial  lymphatic  glands  and  the 
bronchial  mucosa,  and  these  secondary  foci 
heal  slowly  after  the  removal  of  the  primary 
focus.  The  patients  who  did  well  from  the 
immediate  postoperative  period  and  con- 
tinued so  for  the  six  years  may  not  have  had 
such  secondary  involvement,  and,  on  the 
other  hand,  the  ones  who  never  did  well  may 
lack  the  capacity  to  heal  the  secondarily  in- 
volved infections. 


TABLE  3. — Further  Analysis  of  Results  of  Sinus 
Surgery  in  200  Cases  of  Asthma,  Divided  According 
to  Etiology  of  Asthma  and  Type  of  Operation 


+ * 

+ + * + + + 

Infective  Asthma  (102  cases) 

Complete  surgery  (45  cases) 

8 

16  21 

Incomplete  surgery  (57  cases) 

31 

82% 

20  6 
45.6% 

Combined  Asthma  (98  cases) 

Complete  surgery  (57  cases) 

7 

20  30 

87.7% 

Incomplete  surgery  (41  cases) 

14 

20  7 

65.9% 

Window  Resections  (27  cases) 

(Antrotomies) 

16 

6 5 

Radical  Antra  (94  cases) 

23 

40% 

32  39 

Radical  Antrum  Following  Win- 
dow Resection  (19  cases)  4 8 7 

79% 

* The  symbol  + indicates  slight  or  no  improvement  in 
asthma;  + +,  definitely  improved;  + + +»  no  asthma 
or  a rare  attack. 

Table  2 divides  the  200  patients  into  those 
who  have  all  the  indicated  sinus  surgery  com- 
pleted and  those  who  for  one  reason  or  another 
were  still  incomplete.  The  complete  group 
includes  the  radical  antrums  and  ethmoidal 
and  sphenoidal  operations,  while  the  incom- 
plete group  includes  the  simple  removal  of 
polyps  and  middle  turbinates  and  antrotomies. 
Also,  if  ethmoidal  and  antral  operations  are 
indicated  and  only  one  is  done  or  if  both  sides 
are  involved  and  only  one  is  operated  on,  this 
case  is  classified  as  incompletely  treated 
surgically.  The  difference  in  the  effect  upon 
the  asthma  is  quite  striking.  The  complete 
group  showed  an  85  per  cent  improvement, 
while  the  incomplete  group  showed  only  54 
per  cent. 

In  Table  3 we  have  classified  the  200  cases 
according  to  the  type  of  asthma,  that  is, 
purely  infective  and  infective  associated  with 
skin-sensitizations,  the  so-called  combined 
type.  The  results  of  complete  and  incomplete 
sinus  surgery  in  these  two  types  is  then 
analyzed.  The  combined  type  showed  a 
better  result.  This  group  was  also  treated 
with  injections  of  the  indicated  allergens 
elimination.  Both  types  were  treated  in 
the  majority  of  cases  with  autogenous  vac- 
cines made  from  the  sinus  membranes  re- 
moved at  operation. 

Table  3 also  includes  a comparison  of  the 
results  obtained  after  performing  an  antrotomy 
or  a radical  antrum  operation  and  9 cases 
who  had  a radical  operation  performed 
secondary  to  a previous  antrotomy.  The 
radical  antrum  cases  showed  almost  twice 
as  great  an  improvement. 
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Summary 

Disease  of  the  paranasal  sinuses  is  an  im- 
portant focus  of  infection  in  asthma.  I 
believe  that  infective  asthma  is  the  result  of  a 
sensitization  to  bacteria  or  to  their  products  in 
an  individual  with  an  allergic  constitution. 

In  order  to  obtain  accurate  information  as 
to  the  effect  of  sinus  surgery  upon  patients 
with  asthma  it  is  necessary  (1)  to  study  the 
etiologic  factors,  that  is,  whether  solely  in- 
fection or  infection  associated  with  demon- 
strable skin-sensitizations,  and  (2)  to  analyze 
the  type  of  sinus  surgery  as  to  whether  it  is 
complete  or  incomplete. 

Two  hundred  cases  of  asthma  with  disease 
of  the  paranasal  sinuses  treated  surgically 
were  followed  postoperatively  for  from  six 
months  to  six  years,  with  69.5  per  cent  show- 
ing definite  improvement.  Of  those  who  re- 
ceived complete  surgical  treatment  85  per 
cent  were  improved  as  contrasted  with  54  per 
cent  in  the  group  who  had  only  partial 
surgery.  Immediate  improvements  should  not 
be  expected,  and  our  results  show  that  with 
increasing  postoperative  period  of  time  the 
best  results  are  obtained.  We  believe  that 
this  is  due  to  the  gradual  elimination  of  in- 
fection in  the  cervical  and  bronchial  lymphatic 
glands  and  the  bronchial  mucosa. 


Surgical  procedures  on  the  paranasal  sinuses 
cannot  be  expected  to  produce  improvement 
of  the  asthmatic  condition  if  extranasal  infec- 
tions such  as  those  due  to  molds,  spirochetes, 
and  tubercle  bacilli,  as  well  as  any  associated 
allergies  of  the  “skin-sensitive”  type,  are  not 
taken  into  consideration.  Autogenous  vac- 
cines are  also  important  in  the  treatment  of  all 
of  our  cases. 
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FAMILY  DOCTOR  REBORN  AS  TRIPLETS 

The  family  physician  of  a generation  ago 
finds  his  counterpart  in  modern  medicine  in 
three  men,  Dr.  R.  S.  Cunningham,  dean  of 
Albany  Medical  College,  told  the  Visiting  Nurse 
Association  in  Albany  the  other  day. 

“One  hundred  years  ago  the  total  knowledge 
in  medicine  was  within  the  compass  of  a single 
mind,”  he  said.  “All  the  technical  expression  of 
medical  knowledge  could  be  acquired  by  a single 
individual  and  a practicing  physician  coifid 
serve  his  community  with  no  other  help  than 
he  derived  from  his  friends. 

“But  times  have  changed.  The  tremendous 
increase  in  knowledge  and  the  development  of 
many  special  technical  procedures  have  made 
it  necessary  for  medicine  to  find  new  methods 
of  expression,  and  this  has  resulted  in  the  general 
practitioner  being,  like  ancient  Gaul,  divided 
into  three  parts.” 

Dr.  Cunningham  told  the  nurses  those  three 
divisions  that  make  up  the  relationship  of  the 
patient  to  the  physician  are  diagnosis,  treatment, 
and  a comprehensive  sympathetic  understand- 
ing. 

“Therefore,  today  we  offer  you  in  place  of  the 
family  physician,  three  men:  one  trained  to 
recognize  disease,  one  trained  in  specialized 
therapy,  and  one  trained  in  the  problems  of  social 
adjustment  of  the  individual.  We  still  have 
the  family  physician,  altered  in  number  but 
not  in  service.  Once  he  was  one,  now  he  is 
three.” 


HOW  TO  STAGNATE  IN  MEDICINE 

There  are  several  rules  which  must  be  kept  in 
mind,  if  we  wish  to  deteriorate  in  medical  skill 
and  knowledge,  says  Clinical  Medicine  and 
Surgery. 

The  first  rule : File  your  patient’s  records  away 
and  forget  all  about  them.  Never  go  over 
them  after  the  day’s  work  is  done  and  try  to  pick 
out  errors  of  omission  or  commission;  never  try 
to  follow  up  patients  to  learn  whether  your  di- 
agnosis was  correct  and  your  treatment  helped 
the  patient.  Best  of  all,  keep  only  a few  scribbled 
lines  about  each  case,  preferably  without  making 
any  attempt  at  a diagnosis. 

The  second  rule:  Read  medical  books  and 
magazines  with  an  eye  only  for  the  “practical” — 
that  which  can  be  used  at  once.  Skip  over  the 
physiology,  pathology,  and  differential  diagnosis 
so  that  you  can  concentrate  on  treatment.  Read 
the  summaries  at  the  end  of  articles;  only  a 
sucker  will  dig  through  the  article  itself. 

The  third  rule:  Never  take  a chance  on  con- 
firming your  diagnosis  by  consultation  with  a 
specialist  (unless,  of  course,  an  unreasonable 
patient  insists  on  it  and  you  can’t  snub  the 
bounder)  or  by  necropsy.  Thus  you  can  cheer- 
fully go  ahead  making  the  same  mistakes  over 
and  over.  Most  people  don’t  know  the  differ- 
ence anyway. 

By  following  these  basic  precepts  and  by  avoid- 
ing postgraduate  courses  and  medical  meetings, 
you  may  be  assured  of  a comparatively  rapid, 
and  certainly  unlaborious,  decadence. 


THE  BEHAVIOR  OF  TUMORS  IN  TISSUE  CULTURE  AT 
TWENTY-FOUR  HOURS 

Edwin  J.  Grace,  M.D.,  F.A.C.S.,  Brooklyn 


IN  REVIEWING  the  data  that  has  accu- 
mulated since  the  first  reports  on  the 
growth  of  human  tumors  in  tissue  culture  by 
Loeb,  Burrows,  and  later  Carrell  nearly  thirty 
years  ago,  one  is  impressed  by  the  meager  help 
that  has  accrued  to  the  clinician  from  these 
investigations.  Numerous  studies  have  been 
reported,  all  attempting  to  make  avail- 
able a permanent  supply  of  tumor  tissue  for 
experimental  study  and  comparison.  In  spite 
of  this  commendable  effort,  little  has  been 
done  to  use  growth  in  tissue  cultures  as  a means 
to  explain  the  wide  difference  seen  in  the  be- 
havior of  cancer  clinically. 

Early  in  our  investigations  we  noted  that 
various  tumors  exhibited  differences  of  be- 
havior within  twenty-four  hours  after  cultur- 
ing. An  effort  was  therefore  made  to  ascer- 
tain whether  or  not  such  differences  might  be 
related  to  the  grade  of  the  malignancy  of  the 
tumor  as  seen  clinically.  If  such  were  the  case, 
a study  of  the  phenomena  underlying  these 
differences  might  contribute  to  our  knowledge 
of  the  biology  of  tumor  cells,  and  the  different 
types  of  behavior  in  tissue  culture  might  have 
diagnostic  value  in  the  case  of  tumors  difficult 
to  classify  by  the  usual  methods. 

In  most  cases  the  operation  from  which 
these  specimens  were  taken  occurred  about 
9:00  a.m.,  and  the  cultures  were  made  during 
the  early  afternoon  of  the  same  day.* * 

The  medium  used  was  as  follows:  one 
volume  of  chick  embryo  extract,  one  volume 
of  a mixture  of  three  parts  of  human  blood 
serum  (from  any  source),  and  one  part  of 
chicken  blood  plasma. 

Twelve  to  fifteen  explants  were  made  from 
each  tumor.  In  the  majority  of  cases  most  of 
the  explants  exhibited  a similar  type  of  be- 
havior (see  Figs.  1,  2,  3a  and  b,  and  4). 

Thirty-seven  tumors  are  reported.  Fifteen 
others  were  cultured,  but  reports  on  them  are 
excluded  because  of  contamination  or  other  ad- 
verse conditions.  Although  this  number  is 
larger  than  that  involved  in  other  studies, 
nevertheless  conclusions  must  be  regarded  as 
tentative,  since  the  types  of  tumors  studied  are 

Read  at  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  May,  8,  1940. 
From  the  Grace  Clinic,  Brooklyn. 

* The  culturing  was  done  in  the  biologic  laboratories 
of  Chambers  by  Miss  Gladys  Cameron  at  Washington 
Square  College,  New  York  University. 


diverse  and  the  number  in  any  one  grade  is 
small. 

The  differences  in  behavior  of  the  tumors  ex- 
hibited under  tissue  culture  conditions  fall 
into  three  categories:  (1)  the  degree  to  which 
they  liquefy  the  medium;  (2)  the  presence  of 
wandering  cells  which  are  more  or  less  rounded 
but  have  an  irregular  shape  (probably  leuko- 
cytes and  macrophages) ; and  (3)  the  presence 
of  elongated  cells  which  are  fibroblasts. 

The  fibroblast-like  cells  that  are  present  in 
the  most  active  tumors  make  their  appearance 
within  a brief  period  that  is  not  typical  of 
ordinary  fibroblasts  of  normal  adult  mam- 
malian tissue;  the  latter  usually  have  a latent 
period  of  at  least  twenty-four  hours  before 
they  first  make  their  appearance  and  then  are 
just  beginning  their  growth.  In  the  tumors, 
however,  these  cells  when  present  are  abundant 
and  have  grown  out  from  the  explant.  All 
these  cells  are  probably  not  tumor  cells  but 
represent  the  defensive  cellular  mechanism 
found  in  the  cancer  bed. 

The  variations  in  behavior  have  been  arbi- 
trarily grouped  into  four  classes  as  follows: 
grade  I — no  liquefaction  of  the  medium  and 
no  visible  cell  activity  (benign  tumor) ; grade 
II — slight  liquefaction  and  the  presence  of  a 
few  wandering  cells  (low  grade  or  grade  I); 
grade  III — much  liquefaction  and  the  presence 
of  many  wandering  cells  (medium — grades  II 
and  III);  and  grade  IV — much  liquefaction 
and  the  presence  of  many  wandering  cells  (as 
in  grade  III)  and,  in  addition,  fibroblasts 
(high — grade  IV). 

The  major  result  is  as  follows:  human 
tumors,  after  twenty-four-hour  period  under 
tissue  culture  conditions,  if  benign,  show  no 
activity  with  one  exception;  if  malignant, 
they  exhibit  various  degrees  of  activity,  again 
with  an  exception;  in  general,  the  degree  of 
activity  is  probably  related  to  the  degree  of 
malignancy.  This  result  is  apparent  from  a 
study  of  the  data  of  Fig.  5. 

The  two  exceptions  noted  should  not,  how- 
ever, be  minimized.  (1)  Fibroid  tumors  of  the 
uterus  are  known  to  be  benign  except  for 
about  2 per  cent  of  cases,  yet  of  the  eight  cul- 
tured in  this  study,  four  exhibited  no  activity 
as  is  expected,  but  four  others  showed  slight 
activity.  (2)  Metastatic  tumors  of  the  axillary 
gland  (breast  carcinomas)  would  be  expected 
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Fig.  1.  Fig.  2. 

Fig.  1.  Picture  of  an  explant  of  a benign  tumor  at  the  end  of  twenty-four  hours  in  tissue  culture. 
There  is  no  evidence  of  growth. 

Fig.  2.  Picture  of  an  explant  from  a low-grade  malignant  tumor  at  the  end  of  twenty-four  hours 
showing  liquefaction  of  medium  about  the  explant. 


to  show  extensive  activity,  yet  three  such 
tumors  showed  none  at  all. 

In  active  surgical  practice  it  is  absolutely 
apparent  that  carcinoma  behaves  in  humans 
in  many  different  ways,  but  on  analysis  the 
clinical  picture  bears  a definite  relation  to  the 
cellular  makeup  of  the  tumor,  the  reaction  of 
the  tissue  in  the  cancer  bed,  and  the  anatomic 
position  of  the  growth.  The  most  vital  of 
these  is,  of  course,  the  cellular  makeup,  and  it 
represents  the  biologic  unit  on  which  the 
whole  cancer  problem  exists.  Clinically, 
cancer  is  nothing  more  or  less  than  the  com- 
posite picture  of  this  atypical  cell  behavior. 

The  cells  in  all  neoplasms  show  a tendency 
to  maintain  a normal,  adult,  cell  architecture 
(differentiated)  or  to  show  active  cell  growth 
not  imitating  the  parent  cell  histology  (un- 
differentiated), and  within  the  confines  of 
this  cellular  phenomena  and  the  anatomic  area 
involved  rests  the  entire  clinical  picture  of 
cancer. 

In  1929,  following  the  technic  of  Broders, 
I confirmed  in  a series  of  carcinoma  of  the 
breast  the  clinical  importance  of  grading 
tumors  and  further  demonstrated  that  the 
higher  the  grade  of  the  tumor,  the  greater  the 
tendency  to  metastasize;  and  the  more  re- 
mote the  metastasis  from  the  primary  tumor, 
the  higher  the  grade  of  the  tumor;  and,  con- 
versely, the  lower  the  grade  of  the  tumor,  the 
less  tendency  to  metastasize.  These  observa- 


tions compelled  me  to  try  further  for  con- 
firmatory evidence,  and  these  studies  resulted. 

With  these  clinical  facts  in  mind,  it  was  the 
purpose  of  the  study  reported  here  to  demon- 
strate from  the  primary  tumor  what  funda- 
mental biologic  difference  might  be  involved; 
to  determine  whether  the  cells  that  constitute 
malignant  tumor  could  be  grown  in  tissue 
culture;  and  whether  the  rate  of  growth  in 
tissue  culture  would  parallel  the  grade  of 
malignancy. 

It  was  apparent  at  the  outset  that  the 
cellular  activity  seen  in  tissue  culture  was  not 
the  cellular  makeup  of  the  original  tumor,  and 
a review  of  many  of  the  reports  in  the  litera- 
ture leads  one  to  question  whether  some 
cellular  elements  from  the  cancer  bed  were  not 
grown,  rather  than  the  cancer  cells  as  we 
recognize  them  at  present. 

In  discussing  the  cellular  element  in  cancer 
from  a clinical  point  of  view,  two  interesting 
facts  stand  out:  namely,  that  the  more  differ- 
entiated the  cell,  the  less  tendency  there  is  for 
metastasis;  and,  conversely,  the  more  un- 
differentiated the  cells,  the  greater  the  tend- 
ency to  metastasis.  Clinically,  this  fact  is 
significant:  as  in  cancer  of  the  colon,  the  well- 
differentiated  adenocarcinoma  will  kill  by  ob- 
struction unless  relieved  surgically,  while  the 
high-grade,  undifferentiated  adenocarcinoma 
may  not  obstruct  but  will  kill  by  metastasis. 
These  fundamentals  in  biopathology  of  the 
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Fig.  3a.  Fig.  3b. 

Fig.  3a.  Picture  of  an  explant  from  a high-grade  tumor  showing  marked  evidence  of  growth  in 
tissue  culture  at  the  end  of  twenty-four  hours.  Growing  cells  are  probably  fibroblasts. 

Fig.  3b.  This  picture  shows  a higher  magnification  of  Fig.  3a  cells  growing  from  periphery  of 
explant  in  a high-grade  malignant  tumor  in  tissue  culture  at  the  end  of  twenty-four  hours. 


so-called  cancer  cells  are  not  sufficiently  ap- 
preciated by  all  clinicians.  I feel  that  if  all 
surgeons  would  give  more  consideration  to 
the  biopathology  of  cancer  they  would,  when 
approaching  the  problem  as  technicians,  be 
compelled  to  see  the  appalling  limitations  of 
their  efforts. 

It  is  generally  true  that  although  both 
types  of  cells  may  metastasize  it  is  the  un- 
differentiated cells  that  are  seen  most  often  in 
metastatic  nodules. 

In  the  reports  in  the  literature  on  growing 
cancer  there  seems  to  be  considerable  dis- 
crepancy between  the  type  of  cellular  growth 
seen  proliferating  from  the  cancer  in  tissue 
culture  in  twenty-four  hours  and  not  dissected 
from  its  cellular  bed  and  the  cells  seen  in  the 
cancer  specimen  stained  for  routine  diagnosis. 

It  is  extremely  difficult  to  define  the  cancer 
cell,  but,  if  we  use  the  criteria  described  by 
MacCarty  as  a cell  “in  which  there  is  a marked 
alteration  in  the  neuclear-neucleolar  ratio 
which  is  a phenomena  not  seen  in  any  normal 
cell,”  we  must  frankly  state  that  in  none  of 
our  tissue  cultures  were  cells  of  this  type  ob- 
served. We  were  unable  to  duplicate  in  tissue 
culture  at  the  end  of  twenty-four  hours  the 
general  cellular  pattern  seen  in  the  original 
tumor.  We  did  demonstrate  that  the  rate  of 
growth  in  tissue  culture  roughly  parallels  the 
grade  of  the  tumor,  but  the  cellular  appear- 
ance in  twenty-four  hours  does  not  resemble 
the  original  tumor.  A matter  of  considerable 


BENIGN  AND  MALIGNANT  TUMORS 

GROWN  IN  TISSUE  CULTURE 


Medium  Grade 

10  CASES 


Hiqh  Grade 

-V  CASES 


Fig.  4.  Diagrammatic  representation  of  benign 
and  graded  malignant  tumors  grown  in  tissue 
culture  in  twenty-four  hours. 

interest  from  a clinical  point  of  view  is  that 
benign  tumors  do  not  show  activity  in  tissue 
culture,  but  malignant  tumors,  irrespective 
of  the  grade,  will  show  signs  of  growth  - in 
twenty-four  hours.  This  is  most  significant, 
and  this  medium  might  be  added  to  our  diag- 
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TYPE  OF  TUMOR 


AND  NUMBER  CULTURED 

BENIGN 

MALIGNANT 

MALIGNANT  TUMORS 

Low  Grade 

MedmmOrad, 

High  Grade 

Lymphosarcoma  £ 

r“- 

Z 

Osteoqenit'  sarcoma  Z 

1 

1 

Carcinoma-cervix  3 

z 

1 

Metastatic.  Tumor  -neck  L 

z 

Cystic  Teratoma  ■ ovary  1 

1 

Myxosarcoma  -abdominal  wall  1 

i 

Carcinoma--- breast  9 

1 

4 

4 

Axillary  Gland - breast  metastasis 5 

3 

BENIGN  TUM0R5 

Fibroid- uterus  8 

4 

4 

Fibroid— ovary  1 

1 

Lipoma  - -thiqh  2 

2 

Mastitis-breast  Z 

2 

: 

Epulis  — mouth  1 

1 

TOTAL- 37 

14 

9 

10 

4 

Fig.  5. 


nostic  data  as  a reliable  method  of  deciding 
between  benign  and  malignant  tumors  which, 
with  our  present  equipment,  may  be  incor- 
rectly interpreted,  often  with  unfortunate  con- 
sequences to  the  patient.  Regardless  of  the 
qualifications  of  the  surgeon  and  pathologist, 
there  is  occasionally  a case  in  which  it  is  im- 
possible to  decide  between  a benign  and  malig- 
nant tumor  with  our  present  equipment,  and 
in  this  group  this  new  procedure  might  throw 
light.  The  suggestion  made  in  the  present 
study  that  the  degree  of  malignancy  of  a 
human  tumor  may  be  related  to  the  degree 
of  activity  it  exhibits  in  tissue  culture  can 
probably  be  verified  to  best  advantage  by  fur- 


ther study.  If  a large  number  of  such  tumors 
were  cultured  and  their  activity  at  twenty- 
four  hours  were  related  to  the  pathologic 
diagnosis  as  well  as  to  the  postoperative  his- 
tory of  the  patients,  significant  information 
might  be  secured.  If  it  should  be  confirmed 
that  there  is  a relation  between  the  degree  of 
malignancy  of  a tumor  and  the  degree  of  its 
activity  in  tissue  culture,  this  might  well 
develop  into  a practical  diagnostic  and  prog- 
nostic aid  to  the  clinician  when  dealing  with 
certain  types  of  tumors  now  difficult  to 
classify.*  A group  of  hospitals  might  main- 
tain a tissue  culture  unit  where  samples  of 
such  tumors  would  be  cultured  as  a matter  of 
routine  procedure,  and  within  twenty-four 
hours  the  information  thus  secured  would  be 
available  to  add  to  that  obtained  from  the 
usual  modes  of  diagnosis. 


I wish  to  acknowledge  the  courtesy  of  the 
Department  of  Biology,  Washington  Square 
College,  New  York  University,  for  permitting 
me  to  conduct  these  experiments  in  their  tissue 
culture  laboratories. 

* In  following  the  above  plan  the  perfusion  pump 
described  by  C.  A.  Lindbergh  in  an  article  entitled  “An 
Apparatus  for  the  Culture  of  Whole  Organs”  ( Journal 
of  Experimental  Medicine,  September  1,  1935)  might 
prove  a diagnostically  helpful  apparatus. 


BEFUDDLED  LEGISLATION 

A lot  of  befuddled  legislation  is  being  pre- 
sented for  passage  in  Congress  these  days  and 
in  our  state  legislatures,  remarked  Dr.  Eben  J. 
Carey,  dean  of  medicine  at  Marquette  Univer- 
sity, in  a recent  address  at  St.  Paul.  All  of  it  is 
based  on  the  premises  that  the  cost  of  medical 
care  is  too  high  in  America  and  that  medical 
care  is  inadequate. 

I challenge  both  premises,  he  declared. 

Americans  are  the  healthiest  people  ever  seen 
any  time,  anywhere.  Their  health  depends  upon 
healthy  minds  and  souls  as  much  as  upon 
healthy  bodies. 

You  cannot  go  out  and  buy  five  dollars’  worth 
(jf  health.  And  by  the  same  token,  you  can- 
not purchase  health  by  immense  appropria- 
tions of  money  if,  at  the  same  time,  you  take 
away  the  dignity  and  rights  of  the  human 
being. 


“SUFFER  LITTLE  CHILDREN...” 

The  average  couple  seeking  relief  from  sterility 
in  the  year  1920  had  about  a 20  per  cent  chance 
of  accomplishing  their  desire  if  they  were  for- 
tunately able  to  consult  one  of  the  half  dozen 
physicians  in  this  country  who  were  at  that 
time  devoting  particular  attention  to  the  sub- 
ject. In  the  hands  of  other  doctors,  including 
eminent  gynecologists  and  urologists,  the  likeli- 
hood of  success  was  only  half  as  great.  Today 
there  are  many  groups  of  expert  workers  whose 
percentage  of  cures  ranges  from  40  to  50.  It, 
would  seem,  remarked  Meaker  and  Vose  in  the 
J.A.M.A. , that  the  profession  has  some  right 
to  congratulate  itself  on  this  striking  improve- 
ment in  the  management  of  a problem  which 
is  vitally  important  in  the  lives  of  more  than 
2,000,000  American  homes  and  consequently, 
in  the  aggregate,  of  no  small  importance  to  the 
social  and  economic  welfare  of  the  nation. 


THE  RADIO  HATH  CHARMS 
A healthy  man  must  feel  unhappy  when  he 
listens  to  the  medical  ballyhoo  on  the  radio  and 
realizes  how  easily,  surely,  and  pleasantly  he 
could  be  cured  of  many  interesting  ailments,  if  he 
only  had  them. 


LUCKY,  ONLY  THREE 
Doctor — “You  say  you  found  a letter  in  a 
woman’s  handwriting  in  my  pocket  this  morn- 
ing. I’m  sure  I don’t  know  how  it  got  there.” 
Wife — “I  do!  I gave  it  to  you  to  mail  three 
weeks  ago!” 


— Milwaukee  Medical  Times 


— Milwaukee  Medical  Times 


SUPPORTIVE  THERAPY  IN  BRONCHIAL  ASTHMA  AND 
VASOMOTOR  RHINITIS 

Joseph  S.  Stovin,  M.D.,  New  York  City 


THE  theoretic  importance  of  protein 
desensitization  has  in  recent  years  tended 
to  overshadow  the  equally  important  con- 
sideration of  correcting  an  underlying  physio- 
logic and  biochemical  imbalance  so  frequently 
manifest  in  the  bronchial  asthma  patient. 
The  desirability  of  broadening  our  concept  of 
asthma  therapy  to  include  treatment  of  the 
“biochemical  lesion”  is  emphasized  in  current 
researches  of  various  investigators. 

Witts1  discusses  the  various  problems  of 
asthma  therapy  and  concludes  that:  “The 
detection  of  allergens  is  very  different  from 

the  cure  of  asthma The  soil  in  which 

asthma  develops  is  more  important  than  the 
seed  which  induces  the  attacks  ....  and 
future  advances  appear  more  likely  to  come 
through  measures  destined  to  modify  the  soil 
than  through  discovery  of  more  and  more 
allergens  capable  of  exciting  the  paroxysms.” 
Careful  inspection  of  the  “soil  in  which 
asthma  develops”  is,  of  course,  the  concern 
of  every  physician  who  is  confronted  with  the 
problems  of  this  malady.  However,  as  stated 
earlier,  the  study  of  the  patient  has  too  often 
been  confined  principally  to  the  search  for 
offending  allergens  both  in  the  external  and 
internal  environments.  Although  in  my  ex- 
perience desensitization,  as  well  as  attention  to 
infective  foci  in  the  paranasal  sinuses,  has 
resulted  in  gratifying  improvement  in  a fair 
percentage  of  patients,  nevertheless  one  can- 
not escape  the  conviction  that  such  procedures 
fail  to  bring  the  desired  degree  of  relief  in  the 
average  patient. 

The  Asthma  Research  Council,2  after  five 
years  of  investigation,  conclude  that  the  results 
of  protein  desensitization  and  vaccine  therapy 
have  not  proved  sufficiently  successful.  It 
was  found  that  results  obtained  by  general 
treatment  without  specific  desensitization 
were  at  least  as  good  as  results  of  general  treat- 
ment combined  with  specific  desensitization 
and  better  than  those  of  specific  desensitiza- 
tion alone. 

In  harmony  with  the  reports  of  Sangiorgi3 
and  de  Bersaques  and  Berat,4  who  noted 
disequilibrium  and  instability  of  the  neuro- 
vegetative  system  in  asthma,  is  the  marked 
relief  observed  after  stellectomy  by  Leriche 
and  Fontaine5,6  and  after  resection  of  the 
posterior  pulmonary  plexus  by  Reinhoff  and 


Gay.7  Numerous  other  workers  have  like- 
wise effected  relief  of  asthmatic  attacks  by 
interruption  of  nervous  pathways. 

That  the  problems  of  asthma  and  vasomotor 
rhinitis  have  been  studied  in  a great  variety  of 
other  ways  is  encouraging  evidence  of  a 
determination  to  search  beyond  the  now 
obvious  phenomena  of  sensitivities  to  certain 
environmental  factors  and  to  attempt  to 
elucidate  the  underlying  mechanism.  Dis- 
ordered biochemistry  was  found  in  nearly 
every  asthma  patient  studied  by  Clarkson.8 
Although  he  does  not  go  into  the  exact  nature 
of  the  chemical  disorders,  his  findings  are  of 
interest  when  viewed  in  the  light  of  the  close 
interrelationship  between  electrolyte  balance, 
water  metabolism,  hormonal  influences,  and 
the  activity  of  the  autonomic  nervous  system. 

Recent  developments  in  the  therapy  of 
asthma  and  vasomotor  rhinitis  strongly  sug- 
gest that  the  ailments  may  be,  in  part  at  least, 
manifestations  of  an  imbalance  in  the  body 
between  the  cations  sodium  and  potassium. 
Stoesser  and  Cook9  noted  that  a high  intake 
of  sodium  chloride  tends  to  precipitate 
asthmatic  attacks  and  that  the  severity  of 
attacks  can  be  influenced  by  shifts  in  the 
sodium  chloride  content  of  the  diet.  In  a 
later  report  these  same  workers10  describe 
the  successful  use  of  a low  sodium  chloride 
diet  combined  with  administration  of  pitressin 
and  potassium  chloride  to  reduce  the  fre- 
quency and  severity  of  asthmatic  paroxysms. 
They  attribute  the  improvement  largely  to 
depletion  of  sodium  chloride — pitressin,  in 
spite  of  its  antidiuretic  action,  causing  an  in- 
creased output  of  sodium  chloride.  Potassium 
chloride  was  administered  coincidently  with 
the  pitressin  therapy  and  the  reduced  sodium 
chloride  intake,  and,  although  they  apparently 
attach  no  significance  to  it,  it  seems  probable 
that  the  potassium  intake,  as  well  as  the 
sodium  depletion,  exerted  an  influence  on  the 
disordered  chemistry. 

With  regard  to  vasomotor  rhinitis,  Kaplan11 
believes  that  in  itself  it  “is  not  an  allergic 
state,  but  is  the  result  of  faulty  fluid  and 
sodium  balance.  In  this  state  abnormal 
permeability  is  often  present  and  the  patient 
may  become  sensitized  to  allergens  which 
from  time  to  time  penetrate  the  permeable 
membranes.”  He  obtained  favorable  results 
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in  vasomotor  rhinitis  by  depleting  the  sodium 
and  increasing  potassium  and  calcium  in  a 
dissociated  form  by  the  administration  of 
acidifying  agents.  His  capsule  contained 
potassium  chloride,  2 grains,  which  was  given 
three  times  daily  and  increased  to  3 or  4 cap- 
sules at  each  dose.  It  is  very  interesting  to 
note  that  his  favorable  effects  were  achieved  by 
small  doses  of  potassium. 

Rusk  and  Kenamore12  treated  urticaria 
with  potassium  chloride,  finding  that  it  acts 
like  adrenalin  in  relieving  symptoms.  In  an 
attempt  to  evaluate  the  relative  efficacy  of 
various  salts  of  potassium,  Bloom13  confirmed 
the  finding  that  a salt-free  diet  is  beneficial  in 
decreasing  the  severity  of  asthma  and  found 
that  simultaneous  administration  of  potassium 
iodide  “practically  eliminates  severe  asthmatic 
attacks.”  He  states  that  the  patients  are  not 
cured  but  that  the  beneficial  effects  obtained 
by  the  combination  of  the  salt-free  diet  plus 
potassium  iodide  are  greater  than  would  be 
obtained  by  the  use  of  either  regimen  alone. 

Potassium  iodide,  which  has  long  been  used 
in  the  supportive  therapy  of  bronchial  asthma 
and  also  in  vasomotor  rhinitis,  has,  in  my 
experience,  produced  marked  effects  in  many 
patients.  The  relief  noted  in  asthma  has 
seemed  to  extend  beyond  the  liquefying  of 
mucus  and  the  facilitating  of  expectoration. 
Bloom  did  not  obtain  improvement  in  a group 
of  10  patients  with  chronic  persistent  asthma 
after  the  use  of  potassium  chloride,  which  was 
the  only  potassium  salt  other  than  the  iodide 
reported  in  his  preliminary  paper  as  being 
tested  in  asthma.  However,  in  hay  fever, 
urticaria,  food  sensitivity,  and  other  allergic 
manifestations,  potassium  chloride  produced 
marked  relief,  and  a combination  of  the 
acetate,  bicarbonate,  and  citrate  salts  proved 
almost  equally  effective. 

In  view  of  the  frequent  failure  of  specific 
desensitization  to  achieve  the  desired  results 
in  asthma  and  vasomotor  rhinitis  (especially 
in  patients  manifesting  symptoms  of  each) 
and  in  view  of  recently  reported  researches  on 
the  beneficial  effects  of  undertaking  an  altera- 
tion of  the  existing  electrolyte  balance,  I 
have  for  some  time  been  treating  these  patients 
with  the  latter  purpose  in  mind. 

In  addition  to  any  local  therapy  which  may 
be  indicated,  the  regimen  I have  adopted 
comprises  a diet  that  I call  a “high-protein, 
low-sodium,  antiretentional  diet.”  It  is 
similar  to  the  diets  used  for  edema  in  cardio- 
vascular disease.  If  the  patient  is  underweight 
or  if  it  seems  undesirable  for  him  to  lose 
weight,  the  calories  are  increased.  Most 


patients  lose  weight  on  the  diet,  but  fortu- 
nately this  is  not  unfavorable  to  most  of  them. 

To  the  patients  suffering  from  bronchial 
asthma  with  no  associated  vasomotor  rhinitis, 
the  potassium  is  given  in  the  form  of  potassium 
iodide  and  potassium  bicarbonate.  To  pa- 
tients who  have  vasomotor  rhinitis  with  little 
or  no  associated  asthma,  I give  potassium  in 
the  form  of  potassium  chloride. 

Since  the  response  to  this  therapeutic 
regimen  depends  upon  close  adherence  to  the 
dietary  prescription  (providing  for  a low 
sodium  chloride  intake),  it  is  important  that 
the  patient  be  instructed  to  avoid  all  foods  on 
the  “forbidden”  list.  Attempts  to  secure  the 
patient’s  cooperation,  in  spite  of  the  notorious 
unpalatability  of  salt-free  meals,  are  impor- 
tant. The  available  salt  substitutes  have  not 
proved  satisfactory  in  significantly  improving 
the  palatability  of  foods  prepared  without  the 
use  of  sodium  chloride.  Tests  are  now  being 
made  with  various  substances  which  show 
promise  of  correcting  this  fault  of  the  low- 
salt  diet,  and  a later  report  will  describe  the 
results  of  this  phase  of  the  study  in  greater 
detail. 

The  following  cases  are  illustrative  of  the 
management  of,  and  the  results  obtained  by, 
the  use  of  potassium  and  regulation  of  the 
diet  in  asthma  and  vasomotor  rhinitis. 

Case  Reports 

Case  1. — A woman,  aged  57,  weight  180 
pounds,  had  bronchial  asthma  for  thirteen  years. 
Relief  was  obtained  only  by  self-administration 
of  large  amounts  of  adrenalin.  She  was  placed 
on  the  high-protein,  low-sodium,  antiretention 
diet  and  was  given  potassium  iodide  (3  grains) 
and  potassium  bicarbonate  (4  grains)  every  two 
hours.  During  the  first  month  she  lost  10 
pounds.  Her  attacks  were  lessened  in  severity. 
She  still  required  adrenalin  but  in  much  smaller 
amounts.  At  the  end  of  three  months  there  was 
a marked  improvement,  and  she  was  kept  on  the 
same  regimen  indefinitely. 

Case  2. — A woman,  aged  35,  with  a strong 
family  history  of  allergy,  had  vasomotor  rhinitis 
as  far  back  as  she  can  remember.  She  had  sev- 
eral sinus  operations  with  no  improvement.. 
Recently  she  had  had  mild  asthmatic  attacks. 
She  reacted  positively  to  timothy  and  for  the  past 
few  years  has  received  desensitization  injections 
with  good  results.  She  was  given  potassium 
iodide  (3  grains)  and  potassium  bicarbonate  (4 
grains)  every  four  hours.  During  the  hay-fever 
season  this  dose  was  replaced  by  potassium  chlo- 
ride (10  grains)  every  four  hours.  The  asthma 
disappeared  entirely.  She  was  entirely  free  of 
hay-fever  symptoms,  but  this  may  have  been  due 
to  the  successful  desensitization  as  well  as  to  the 
potassium  chloride. 
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Case  S. — A man,  aged  35,  had  a history  of 
asthma  for  many  years.  During  the  past  five 
years  he  had  several  sinus  operations,  each  fol- 
lowed by  slight  relief  from  asthma.  He  obtained 
relief  from  epinephrine  or  ephedrine.  Removing 
sodium  from  his  diet  and  giving  him  potassium 
iodide  (3  grains)  and  potassium  bicarbonate  (4 
grains)  every  four  hours  resulted  in  a marked 
improvement.  At  the  end  of  a month  the 
cough  and  wheeze  were  still  present  but  only 
mildly. 

Case  4- — A woman,  aged  29,  had  asthma  for 
many  years.  A pan-sinus  operation  several 
months  before  gave  no  improvement.  When  she 
was  placed  on  the  diet  and  given  potassium 
iodide  (3  grains)  and  potassium  bicarbonate  (4 
grains)  at  four-hour  intervals,  there  was  a marked 
improvement.  The  cough  became  looser  and 
more  productive  at  first.  At  the  end  of  one 
month  it  was  greatly  lessened.  She  lost  5 
pounds  during  that  period. 

Case  5. — A man,  aged  38,  had  a positive  family 
history  and  had  asthma  and  vasomotor  rhinitis 
for  many  years.  He  was  placed  on  the  diet  and 
given  potassium  iodide  (3  grains)  and  potassium 
bicarbonate  (4  grains)  every  two  hours.  The 
paroxysms  became  less  in  frequency  and  severity 
and  the  sputum  more  liquid.  The  nasal  symp- 
toms were  unchanged,  but  later,  on  changing  to 
potassium  chloride  (10  grains)  every  four  hours, 
there  was  a noticeable  improvement,  the  mem- 
branes becoming  drier  and  deeper  red. 

Case  6. — A woman,  aged  35,  had  a strongly 
positive  family  history  of  asthma  and  hay  fever. 
All  skin  tests  were  of  no  avail,  and  she  was  not 
positive  to  any  of  the  pollens.  She  had  vaso- 
motor rhinitis  for  many  years  and  recently  had 
acquired  asthma.  She  was  placed  on  the  diet 
and  was  given  potassium  iodide  (3  grains)  and 
potassium  chloride  (4  grains)  at  two-hour  inter- 
vals. After  several  weeks  her  wheezy,  nonpro- 
ductive cough  became  productive  and  finally 
abated.  Her  nasal  symptoms  did  not  improve 
until  she  was  given  potassium  chloride  (10  grains) 
every  four  hours. 

Comment 

The  comparative  efficacy  of  this  regimen, 
as  contrasted  with  the  continued  and  often 
permanent  use  of  epinephrine  and  epinephrine- 
like drugs,  seems  deserving  of  brief  discussion. 
The  initial  efficacy  of  epinephrine  in  allaying 
asthmatic  paroxysms  is  often  dramatic,  but 
with  continued  use  many  patients  develop  an 
epinephrine  “fastness,”  after  which  its  effec- 
tiveness progressively  diminishes,  necessitat- 
ing the  use  of  larger  and  larger  amounts  to 
produce  relief.  This  in  itself  is  an  indictment 
of  the  practice  of  encouraging  self-administra- 
tion of  epinephrine  by  patients.  In  addition, 
epinephrine  should  be  more  widely  recognized 
as  a dangerous  drug  which  should  custo- 


marily be  employed  only  under  medical  super- 
vision. 

A possible  explanation  for  the  epinephrine 
“fastness”  which  develops  after  prolonged  use 
of  the  drug  is  suggested  by  the  observation  of 
Rusk  and  Kenamore12  that  “effects  attributed 
to  adrenalin  are  actually  effects  produced  by 
potassium  migration  which  adrenalin  causes.” 
It  seems  logical  then  that  after  continued  use 
of  the  drug  the  electrolyte  balance  may  be 
sufficiently  upset  to  interfere  with  the  potas- 
sium migration ; the  customary  dose  of 
epinephrine  then  fails  in  its  effectiveness. 

In  marked  contrast  to  the  diminishing 
effectiveness  of  epinephrine  is  the  sustained 
and  often  increasing  effectiveness  of  the 
supportive  therapy — potassium  administra- 
tion and  sodium  chloride  restriction — de- 
scribed above.  The  amount  of  potassium 
salts  administered  daily  was  purposely  low  in 
the  belief  that  a more  lasting  improvement 
could  be  achieved  by  gradual  correction  of  the 
underlying  biochemical  and  neurovegetative 
imbalance  than  by  an  attempt  to  correct 
abruptly  a condition  that  had  presumably 
been  developing  over  a period  of  years  or 
months.  Criteria  for  determining  in  advance 
the  dosage  that  will  be  expected  to  produce 
optimal  results  in  individual  cases  have  not 
yet  been  established  to  my  satisfaction. 
These  factors  are  still  being  studied  and  will 
be  reported  later. 

Conclusions 

The  use  of  a diet  rich  in  protein  and  acid 
ash  and  low  in  sodium  chloride,  combined 
with  the  administration  of  potassium  in  the 
form  of  potassium  iodide  and  potassium 
bicarbonate,  has  proved  effective  as  sup- 
portive therapy  in  the  treatment  of  bronchial 
asthma.  A similar  diet  combined  with  the 
administration  of  the  chloride  salt  of  potas- 
sium has  given  excellent  results  in  the  general 
treatment  of  vasomotor  rhinitis  with  no,  or 
only  slight,  associated  asthma. 
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EXPANDING  USE  OF  SULFANILAMIDE  COMPOUNDS 


The  expanding  usefulness  of  sulfanilamide  and 
its  derivatives,  sulfapyridine  and  sulfathiazole, 
is  revealed  in  twelve  articles  in  the  January  25 
issue  of  the  Journal  of  the  American  Medical 
Association , dealing  with  the  three  drugs.  The 
same  issue  also  carries  an  announcement  by  the 
Association’s  Council  on  Pharmacy  and  Chem- 
istry of  the  acceptance  of  sulfathiazole  for  inclu- 
sion in  New  and  Nonofficial  Remedies  and  a 
report  on  an  analysis  of  the  drug. 

Of  particular  importance  is  a paper  which  re- 
ports that  sulfapyridine  seems  to  be  more  appli- 
cable to  the  comprehensive  treatment  needs  of 
gonorrhea  than  does  sulfanilamide  and  another 
paper  in  which  it  is  pointed  out  that  the  various 
sulfonamide  drugs  have  produced  encouraging 
results  in  the  treatment  of  subacute  bacterial 
endocarditis.  This  condition,  involving  inflam- 
mation of  the  membrane  lining  of  the  heart,  until 
recently  was  considered  to  be  generally  fatal, 
and  all  methods  of  treatment  had  been  adjudged 
ineffective. 

A hopeful  outlook  for  another  condition  in- 
volving the  heart  is  reported  in  another  paper, 
wherein  it  is  stated  that  infections  of  the  peri- 
cardium may  be  susceptible  to  treatment  with 
sulfonamide  compounds. 

Still  further  evidence  of  the  value  of  sulfanil- 
amide in  the  treatment  of  actinomycosis  is  re- 
ported in  another  paper.  This  condition  is  a 
chronic  infectious  fungous  disease  of  cattle, 
sometimes  transmitted  to  man  and  charac- 
terized by  the  formation  of  lumpy  tumors  on  the 
jaws  and  tongue.  The  fungus  may  develop  in 
the  viscera,  bone,  and  skin,  as  well  as  in  the 
mouth  and  jaws. 

Physically  induced  fever  enhances  the  value 
of  these  compounds  in  the  treatment  of  subacute 
bacterial  endocarditis. 

In  infancy  and  childhood,  Drs.  Stew- 
art C.  Wagoner  and  William  F.  Hunting, 
Cincinnati,  report  that  “sulfathiazole  is  as  effec- 
tive as  sulfapyridine  in  the  treatment  of  pneu- 
monia.” 

Dr.  Charles  K.  Friedberg,  New  York  City,  in  a 
paper  discussing  sulfapyridine  treatment  in  lobar 
pneumonia  associated  with  leukopenia,  points 
out  that  the  presence  of  a low,  white  blood  cell 
count  should  not  contraindicate  the  use  of  sulfa- 
pyridine. He  says  that  although  it  is  known 
that  sulfapyridine  itself  is  capable  of  bringing 
about  leukopenia  the  latter  condition  also  may 
be  associated  with  pneumonia  and  that  when 
this  is  true  the  mortality  rate  is  unusually  high. 
He  says  that  the  danger  of  sulfapyridine  leuko- 
penia is  relatively  slight  and  that  because  of  the 
effectiveness  of  the  drug  in  the  treatment  of 
pneumonia  its  use  is  particularly  indicated  in 
severe  cases  of  the  latter  disease. 

In  a discussion  of  the  effective  use  of  sulfanil- 
amide in  the  treatment  of  actinomycosis,  Drs. 
Leonard  Dobson,  Emile  Holman,  and  Windsor 
Cutting,  San  Francisco,  report  3 cases,  1 involv- 
ing infection  of  the  jaw,  1 of  the  chest,  and  1 of 
the  abdomen.  All  of  them  were  cured  and  the 
administration  of  sulfanilamide  seemed  to  be  the 


deciding  treatment  agent.  Their  treatment  of 
the  cases  also  included  the  use  of  x-rays. 

As  to  gonococcic  infections,  Drs.  C.  J.  Van 
Slyke,  R.  R.  Wolcott,  and  J.  F.  Mahoney, 
Staten  Island,  New  York,  report  the  results  of 
their  investigations  of  sulfapyridine  in  the  treat- 
ment of  such  infections  and  compare  the  adapti- 
bility  of  sulfanilamide  and  sulfapyridine  to  the 
treatment  needs  of  the  disease.  As  a result  of  a 
study  of  300  cases  they  say  they  prefer  sulfa- 
pyridine. The  cure  rate,  they  report,  approached 
85  per  cent  for  patients  who  had  not  received 
previous  chemical  treatment  and  70  per  cent 
for  those  who  had  failed  to  benefit  by  earlier 
sulfanilamide  treatment. 

Dr.  Morris  H.  Nathanson,  Los  Angeles,  re- 
ports that  as  the  result  of  a study  it  was  found 
that  sulfanilamide  and  sulfathiazole  diffuse  into 
the  pericardial  sac.  Because  of  this,  he  says 
that  since  infection  of  the  pericardium  may  be 
due  to  organisms  such  as  the  pneumococcus, 
streptococcus,  and  staphylococcus,  which  are 
susceptible  to  the  sulfonamide  compounds,  these 
drugs  should  be  indicated  in  pericardial  inflam- 
mations due  to  these  organisms. 

In  a discussion  of  the  present  status  of  the 
treatment  of  subacute  bacterial  endocarditis, 
Drs.  S.  S.  Licbtman  and  William  Bierman,  New 
York  City,  state  that  among  200  cases  of  sub- 
acute bacterial  endocarditis  due  to  Streptococcus 
viridans  and  nonhemolyticus,  collected  from  the 
literature  and  the  records  of  the  Mount  Sinai 
Hospital,  in  which  the  sulfonamide  drugs  were 
administered,  recovery  occurred  in  12,  an  inci- 
dence of  6.0  per  cent  recovery.  Among  43  pa- 
tients treated  with  a combination  of  one  of  the 
sulfonamide  compounds  and  heparin  5 recovered, 
an  incidence  of  11.5  per  cent  recovery.  Among 
24  patients  treated  with  one  of  the  sulfonamide 
compounds  combined  with  physically  induced 
fever,  4 recovered,  an  incidence  of  16.0  per  cent 
recovery. 

Drs.  Bierman  and  George  Baehr,  New  York 
City,  report  the  apparent  recovery  of  2 patients 
with  subacute  bacterial  endocarditis  by  treat- 
ment with  sulfanilamide  and  artificially  induced 
fever. 

Drs.  George  B.  Craddock  and  Russel  V.  Bow- 
ers, Richmond,  Virginia,  report  the  effective  use 
of  sulfapyridine  in  the  treatment  of  a recurrent 
case  of  meningitis  (inflammation  of  the  mem- 
branes enveloping  the  brain  and  spinal  cord) 
occurring  four  times  within  a year  in  the  same 
patient.  “As  far  as  we  have  been  able  to  deter- 
mine,” they  say,  “there  have  been  no  cases  of 
recurrent  pneumococcic  meningitis  reported; 
this  is  probably  due  to  the  high  mortality  of  this 
disease  before  the  sulfapyridine  era.  Previous 
to  the  use  of  sulfapyridine,  nearly  all  patients 
died  before  they  could  recover  and  suffer  re- 
currences.” 

In  another  report  Drs.  Joseph  F.  Sadusk,  Jr., 
and  Aage  E.  Nielsen,  New  Haven,  Connecticut, 
report  the  recovery  of  a patient  from  the  highly 
fatal  meningitis  due  to  Staphylococcus  aureus 
following  the  administration  of  sulfathiazole. 


COMMON  GLAUCOMA  OPERATIONS 
Analysis  Based  on  Histologic  Findings 
T.  L.  Terry,  M.D.,  Boston 


EACH  operation  designed  to  relieve  glau- 
coma can  affect  the  eye  in  more  than  one 
way.  Success  may  depend  on  some  subsidi- 
ary, perhaps  unobserved  effect.  For  example, 
every  eye  surgeon  sees  instances  of  reduced 
intraocular  pressure  following  operations  de- 
signed to  establish  artificial  drainage  even 
when  there  is  no  evidence  that  filtration  oc- 
curs. In  Table  1 an  attempt  is  made  to 
evaluate  the  full  possible  effect  on  the  eye  of 
various  operations.  Because  of  differences  in 
opinion  concerning  the  exact  effect  of  many 
operations,  one  would  expect  considerable  dis- 
agreement on  the  evaluations.  Even  with 
adjustment  of  the  table  to  satisfy  each  ob- 
server, it  is  obvious  that  a glaucoma,  relievable 
by  any  operation  that  would  break  the 
vicious  cycle,  would  respond  to  any  one  of 
the  many  operations  that  allow  aqueous  to 
escape. 

Paracentesis  is  usually  of  temporary  value. 
Occasionally  a filtering  channel  is  obtained 
accidently,  in  which  case  this  operation  is  as 
permanently  successful  as  an  Elliot  trephine. 
A paracentesis  is  valuable  especially  in  associa- 
tion with  active  uveitis,  since  it  is  desirable  to 
avoid  any  more  extensive  surgery  in  the  face  of 
inflammation.  It  is  interesting  to  note  that 
prolapse  of  a small  knuckle  of  iris  into  the 
wound — which  can  occur — tends  to  produce  a 
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TABLE  1.  Indications  of  Possible  Effects  of 
Various  Operations  to  Relieve  Glaucoma 
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recurrence  of  the  glaucoma  from  postoperative 
synechia  (Fig.  1). 

Little  need  be  said  concerning  the  curative 
effect  of  iridotomy  in  iris  bomb^e  if  performed 
before  anterior  peripheral  synechia  has  formed. 

Just  how  iridectomy  is  of  value  in  acute 
glaucoma  is  not  obvious.  Instances  of  acute 
glaucoma  cured  by  intensive  use  of  miotics  or 
by  paracentesis  alone  suggest  that  the  iridec- 
tomy is  of  value  by  emptying  the  anterior 
chamber  and  breaking  a vicious  cycle.  Few 
iridectomies  are  really  basilar,  since  V2  mm.  or 
more  of  iris  is  usually  left  behind.  If  the 
angle  is  open,  one  may  safely  insert  a keratome 
into  the  anterior  chamber  at  the  root  of  the  iris 
or  make  a section  into  the  depth  of  the  angle 
with  a cataract  knife.  If  an  anterior  pe- 
ripheral synechia  of  any  appreciable  width  is 
present,  however,  in  inserting  a keratome  for  a 
true  basilar  iridectomy  one  cannot  avoid  pene- 
tration of  the  posterior  chamber.  This  pene- 
tration often  involves  injury  to  the  lens, 
especially  when  a keratome  is  used.  If  the 
iris  is  normal  at  the  time  of  the  iridectomy, 
the  iris  stroma  shows  no  tendency  to  heal,  but 
permanent  sealing  of  the  cut  blood  vessels 
does  occur.  Following  uveitis  or  accompany- 
ing long-standing  glaucoma,  the  iris  becomes 
fibrosed.  Holes  made  in  a fibrosed  iris  tend 
to  close.  This  tendency  accounts  for  closing 
of  iridotomies  in  some  instances.  The  cut 
edge  of  the  iris  may  become  adherent  to  the 
tissues  at  the  site  of  the  scleral  or  corneal 
wound  (Fig.  2). 


Fig.  1.  Prolapse  of  small  portion  of  iris, 
anterior  border  layer,  and  stroma  into  para- 
centesis wound. 
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Fig.  2.  Anterior  synechia  formed  by  ad- 
herence of  cut  edge  of  iris  to  posterior  surface  of 
corneal  wound  following  iridectomy. 


Posterior  sclerotomy,  of  value  where  other 
measures  fail  or  are  impossible,  can  be  used  not 
only  to  temporize  or  prepare  for  a filtering 
operation  where  there  is  no  anterior  chamber 
but  also  to  give  almost  immediate  comfort  in  in- 
stances of  hopeless  general  illness  associated 
with  congestive  glaucoma.  When  no  local 
anesthesia  is  effective  and  no  general  anes- 
thesia can  be  given,  this  operation  can  be  done 
with  a minimum  of  pain.  If  one  desires  to 
obtain  a filtration  for  some  period  of  time 
through  the  sclerotomy  wound,  it  is  wise  to 
make  the  opening  with  diathermy  (Fig.  3). 
The  incision  can  be  made  behind  the  ora  ser- 
rata  without  fear  of  postoperative  separation 
of  the  retina,  since  the  diathermy  also  closes 
the  edges  of  the  hole  made  in  the  retina.  The 
opening  through  the  sclera  can  be  made  with  a 
trephine  if  desirable.  If  the  entire  operation 
is  done  with  a cutting  instrument,  it  is  prefer- 
able to  open  the  eye  through  the  pars  plana  of 
the  ciliary  body  to  avoid  puncturing  the  ret- 
ina. It  must  be  remembered  that  the  flow 
of  fluid  through  the  vitreous  following  a pos- 
terior sclerotomy  causes  the  vitreous  to  liq- 
uefy.1 

With  opinion  based  on  the  present  under- 
standing of  pathologic  principles,  it  appears 
that  a Barkan2  goniotomy  would  tend  to  give 
only  temporary  drainage,  since  any  incision 
from  the  anterior  chamber  into  Schlemm’s 
canal  through  sclerosed  iris  angle  would  tend 
to  close.  This  theory  depends  on  the  assump- 
tion that  there  is  a sclerosis  of  the  iris  angle 
meshwork,  a condition  found  in  instances  of 
early  glaucoma  especially  in  association  with 
exfoliation  of  the  lens  capsule  (Fig.  4).  How- 
ever, only  longer  experience  with  this  opera- 
tion and  histologic  study  of  eyes  subjected  to 
the  operation  can  demonstrate  the  ultimate 
results. 

In  glaucoma  caused  by  a markedly  intumes- 
cent  lens  or  by  a lens  dislocated  into  the  an- 
terior chamber,  removal  of  the  lens  is  the  op- 
eration of  choice,  but  in  each  instance  every 
effort  should  be  made  to  reduce  the  pressure  to 


Fig.  3.  Posterior  sclerotomy.  Wound  made 
by  diathermy.  Note  that  wound  has  trun- 
cated cone  shape.  Retina  destroyed  farther 
from  wound  than  choroid.  Vitreous  present  in 
wound. 

normal  before  extracting  the  lens.  If  a pa- 
tient with  glaucoma  has  a cataract,  it  is  prefer- 
able to  remove  the  cataract  first,  providing  the 
pressure  can  be  brought  down  temporarily. 
Often  no  other  operation  is  needed.  If  the 
operation  to  relieve  glaucoma  is  done  first,  the 
corneal  section  for  cataract  extraction  must  be 
made  obliquely  or  intracorneally  to  avoid 
destruction  of  the  filtering  bleb. 

The  only  pathologic  specimen  of  cyclo- 
dialysis available  at  the  Massachusetts  Eye 
and  Ear  Infirmary  shows  the  lens  tilted  and 
pushed  away  from  the  region  of  operation 
(Fig.  5).  Elasticity  and  muscle  tonus  of  the 
ciliary  body  and  iris  appear  to  be  the  only 
force,  constantly  present,  that  tends  to  keep  a 
cyclodialysis  wound  open.  Were  this  force 
sufficient,  Troncoso3  would  have  had  no  incen- 
tive to  design  the  operation  in  which  mag- 
nesium foil  is  introduced  into  the  wound  to 
keep  the  tract  open. 

Ml  successful  filtering  operations,  opening  a 
channel  to  drain  aqueous  into  subconjunc- 
tival and  episcleral  tissue,  appear  to  give  rela- 
tively similar  results  except  in  iris  inclusion 
operations  where  remains  of  pars  iridis  retinae 
are  always  present  although  the  iris  stroma  dis- 
appears. Operative  wounds  may  close 
through  scar  tissue  growth  from  adjacent 
structures.  Fibrous  tissue  may  arise  from  the 
iris,  especially  if  a newly  formed,  vascularized 
membrane  is  present  on  the  iris  surface  (Fig. 
6). 

This  condition  is  found  in  hemorrhagic 
glaucoma  and  glaucoma  secondary  to  malig- 
nant melanoma  of  the  uvea,  secondary  to  long- 
standing separated  retina,  and  rarely  second- 
ary to  retinoblastoma.  Filtration  wounds 
are  at  times  blocked  by  prolapse  of  iris,  part  of 
ciliary  process,4  hyperplasia  of  ciliary  process, 
lens  (Fig.  7),  epithelization  of  the  anterior 
chamber,  vitreous,  and  blood  clot.  When 
blockage  occurs,  a subconjunctival  decapita- 
tion of  the  bleb  in  some  instances  may  turn  a 
failure  into  a success.  These  operative 
wounds  are  areas  of  weakened  resistance 
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Fig.  4.  Iris  angle  in  capsular  glaucoma. 
Note  sclerosis  of  iris  angle  meshwork,  absence 
of  Schlemm’s  canal,  and  exfoliated  material  on 
surface  of  angle  meshwork. 

through  which  toxins  and  bacteria  themselves 
may  gain  entrance  to  the  eye  from  purulent 
conjunctivitis. 

Based  on  the  theory  that  sclerosis  of  vortex 
veins  is  responsible  for  certain  types  of  glau- 
coma, Sondermann5  devised  a sclerotomy  over 
the  ciliary  body,  performed  by  means  of  a 
trephine,  to  make  an  opening  through  which 
blood  vessels  from  the  ciliary  body  can  anas- 
tomose with  episcleral  vessels.  In  common 
with  cyclodialysis  and  probably  with  goniot- 
omy,  it  may  traumatize  the  ciliary  body  suffi- 
ciently to  produce  temporary  cessation  of 
function.  The  kidneys  at  times  cease  to  func- 
tion after  a sudden  decompression  of  the  blad- 
der following  prolonged  retention  of  urine  at  a 
high  pressure  incident  to  enlarged  prostate. 
Any  decompression  operation  on  the  glau- 


Fig.  5.  Composite  diagram  from  various  sec- 
tions of  eye  on  which  cyclodialysis  had  been 
done.  Disinsertion  of  the  retina  and  vitreous 
hemorrhage  present.  Note  position  of  lens. 
It  has  been  tilted  backward  and  pushed  away 
from  region  of  operation. 

comatous  eye  may  have  a similar  result. 

Operations  designed  to  retard  the  formation 
of  aqueous  consist  in  destructive  injury  to  the 
ciliary  body.  Such  an  injury  can  be  accom- 
plished by  means  of  diathermy,  either  by  use 
of  Walker  points  or  by  the  flat  electrodes  of 
Weve.  Until  more  knowledge  of  the  re- 
sults is  available,  no  definite  conclusions  are 
possible. 
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Fig.  6.  Fig.  7. 

Fig.  6.  Newly  formed,  vascularized  membrane  on  iris  in  hemorrhagic  glaucoma.  The  full 
amount  of  newly  formed  tissue  is  obvious  in  this  section  because  the  eye  is  heavily  pigmented  and  the 
anterior  border  layer  stands  out  plainly. 

Fig.  7.  (Photograph  by  F.  H.  Verhoeff,  M.D.)  Prolapse  of  small  portion  of  crystalline  lens  into 
trephine  wound. 


EARLY  SIGNS  OF  SERIOUS  GYNECOLOGIC  LESIONS 

James  Raglan  Miller,  M.D.,  Hartford,  Connecticut 


MY  TOPIC  implies  that  the  specialist 
should  point  out  in  a frankly  critical 
manner  those  mistakes  that  are  commonly 
made  early  in  the  course  of  disease — those 
errors  of  omission  and  commission  which  de- 
lay or  make  difficult  the  application  of  ther- 
apy that  would  otherwise  be  curative.  More 
can  be  learned  by  studying  our  failures  than 
by  boasting  of  our  successes.  I shall  consider 
a few  examples  that  illustrate  particular 
points.  These  are  chosen  from  cases  of  pro- 
lapse of  the  uterus,  pelvic  infection,  and  can- 
cer which  stress  some  of  the  methods  of  early 
recognition. 

We  speak  of  general  practitioners  and 
specialists  as  if  sharply  drawn  lines  could  de- 
partmentalize the  patient.  Dangers  lie  in 
that  kind  of  thinking,  for  frequently  two  or 
more  systems  of  the  body  are  affected  by  a 
single  cause  and  we  have  learned  from  bitter 
experience  that  obvious  and  adequate  ex- 
planations of  symptoms  in  one  system  may 
distract  our  attention  from  early  and  serious 
lesions  elsewhere. 

Any  specialist  who  attempts  to  criticize 
the  general  practitioner  should  do  so  with  a 
profound  sense  of  humility,  appreciating  that 
it  is  more  difficult  to  diagnose  early  lesions 
than  full-blown  disease.  The  criticism  I have 
in  mind,  however,  is  not  that  the  first  examin- 
ing physician  fails  to  recognize  early  and  rare 
lesions  but  that  he  fails  to  make  use  of  his  five 
senses  and  to  apply  to  the  problem  of  diag- 
nosis the  clinical  resources  at  the  disposal  of 
every  well-trained  medical  graduate.  I con- 
sider it  most  dangerous  to  make  light  of  a pa- 
tient’s story  without  adequate  examination, 
for  her  symptoms  may  be  the  earliest  warning 
signals  of  serious  disease.  I shall  later  give 
examples  to  illustrate  these  criticisms. 

I realize  that  all  of  this  must  be  familiar  to 
you,  and  I feel  you  may  be  disappointed  that 
I cannot  bring  to  you  new  methods  and 
formulas  by  which  these  mistakes  can  be 
avoided.  I may  hope,  however,  that  frank 
discussion  of  errors  that  I have  made  as  well 
as  others  that  I have  observed  may  help  to 
avoid  falling  into  the  same  difficulty  in  the 
future.  Most  of  all  I should  hope  to  encour- 
age the  development  of  a diagnostic  habit 
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that  takes  nothing  for  granted  even  when  the 
doctor  is  tired  and  the  patient  is  a chronic 
complainer. 

Consultations  should  be  recommended  as 
needed,  but  consideration  must  be  given  to 
the  patient’s  financial  resources  and  to  the 
relative  importance  in  her  life  of  the  given 
lesion.  There  are  certain  situations  with 
which  you  are  familiar  where  it  is  much  more 
humane  to  avoid  any  serious  effort  at  making 
an  accurate  diagnosis  and  to  suppress  for  the 
time  being  your  scientific  curiosity.  I men- 
tion this  merely  to  be  sure  that  in  our  scientific 
discussions  we  do  not  lose  a sense  of  propor- 
tion and  forget  that  we  are  dealing  with  hu- 
man beings.  Lest  our  sympathies  unduly  in- 
fluence our  judgment,  let  us  be  careful  not  to 
deny  any  patient  the  help  that  today  can  be 
given  safely  simply  because  we  have  in  mind 
the  failures  and  the  high  mortalities  of  an 
earlier  period. 

Many  a prolapse  of  the  uterus  comes  to 
the  specialist  for  operation  in  a condition  that 
makes  him  wish  that  he  had  seen  the  patient 
earlier.  Some  of  these  instances  are  due  to 
the  patient’s  own  neglect,  but  I recall  cases 
of  prolapse  with  cystocele  which  have  been 
carried  on  for  years  with  inadequate  local 
support,  suffering  repeated  attacks  of  so- 
called  bladder  trouble.  It  appears  that  most 
medical  men  think  of  prolapse  of  the  uterus 
in  terms  of  backache  and  of  mechanical  in- 
convenience to  the  patient.  I would  suggest 
that  you  consider,  more  seriously  than  has 
been  done  in  the  past,  the  effect  on  the  urinary 
system  of  continued  distortion  of  the  trigon 
of  the  bladder  and  of  the  ureters  caused  by 
prolapse  and  cystocele.  Adequate  repair 
should  not  be  postponed  until  the  patient 
presents  herself  as  a poor  risk  because  of  age 
and  repeated  attacks  of  urinary  infection. 
As  a recent  example  I cite  Mrs.  E.,  aged  51, 
who  was  referred  by  her  physician  for  repair 
of  a second-degree  prolapse  with  moderate 
eversion  of  the  vagina  and  cystocele.  She 
was  a hard-working  housewife,  six  months  in 
the  menopause,  and  had  recently  had  a 
“cold.”  Her  urinary  tract  showed  marked 
dilatation  and  a proteus  infection  which  ex- 
plained her  “cold.”  Repair  by  vaginal  hys- 
terectomy and  continued  treatment  of  her 
urinary  infection  have  completely  relieved 
her. 
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These  kidney  tract  infections  should  be 
recognized  early,  for  it  is  not  a difficult  thing 
to  get  a catheterized  specimen  under  sterile 
precautions  and  have  a culture  made.  No 
gynecologist  will  do  elective  repair  work  in 
the  face  of  an  active  urinary  tract  infection, 
and  family  physicians  who  refer  patients  for 
operative  treatment  at  some  distance  can 
avoid  embarrassment  and  save  the  patient 
much  time  and  money  by  recognizing  and 
treating  the  complicating  urinary  tract  infec- 
tion. 

A common  mistake  often  seen  is  the  ap- 
plication of  caustic  or  cauterizing  agents  to 
the  cervix  before  the  patient  is  sent  for  con- 
sultation or  for  surgery.  We  should  remem- 
ber that  any  caustic  agent  causes  a low-grade 
infection  in  the  presence  of  which  elective 
operation  should  not  be  undertaken.  Such  a 
cauterization  should  postpone  operation  for 
at  least  a month.  This  may  be  slightly  over- 
conservative, but  the  patient  who  has  elec- 
tive surgery  performed  has  a right  to  expect 
that  the  most  ideal  situation  will  prevail. 

Before  leaving  this  subject  may  I refer  to 
strictures  of  the  female  urethra.  While  this 
is  not  an  early  sign  of  serious  gynecologic  dis- 
ease, it  is  an  often  missed  diagnosis.  It  is 
easily  made  and  easily  treated,  and  one  has 
but  to  be  alert  to  the  possibility.  In  the 
treatment  of  strictures  of  the  female  urethra 
I strongly  recommend  the  use  of  male  urethral 
sounds. 

The  importance  of  conservatism  in  the 
treatment  of  acute  pelvic  infections  has  been 
generally  accepted.  Few  gynecologists  or 
general  surgeons  will  open  the  abdomen  if 
they  are  reasonably  certain  that  an  acute  in- 
fection arises  from  the  pelvic  organs.  Granted 
that  appendicitis  can  be  ruled  out,  conserva- 
tive methods  are  the  rule,  particularly  at  the 
onset  of  infection,  in  the  handling  of  which 
the  newer  sulfanilamide  preparations  have 
been  found  so  effective.  These  are  particu- 
larly useful  in  infections  with  the  strepto- 
coccus, gonococcus,  colon,  and  Welch  ba- 
cillus— organisms  that  produce  the  great  ma- 
jority of  pelvic  infections.  From  what  I can 
observe  there  seems  to  be  little  need  to  urge 
the  general  practitioner  to  make  use  of  these 
drugs;  rather  one  should  advise  caution  in 
using  them  thoughtlessly  for  any  condition 
showing  febrile  reaction.  The  one  particular 
point  I wish  to  emphasize  in  the  field  of  pelvic 
infections  is  the  danger  of  vigorous  cauteriz- 
ing of  the  cervix  in  the  presence  of  acute  in- 
fection. Many  instances  of  serious  and  even 
fatal  infections  have  been  recorded,  lighting 


up  fatal  infections  by  an  overvigorous  local 
treatment.  Such  a case  is  the  following : 

Mrs.  M.  was  a manicurist  who  had  had  1 
child  fifteen  years  previously.  Ten  years  before 
admission  the  right  tube  and  ovary  had  been 
removed.  In  the  face  of  a positive  urethral 
smear  for  gonorrhea,  which  her  physician  had 
himself  taken  one  week  previously,  her  cervix 
was  cauterized.  Within  three  weeks  she  died 
on  our  wards  from  a purulent  peritonitis  salpingo- 
oophoritis  arising  from  a broad  ligament  abscess, 
which  at  autopsy  was  clearly  an  extension  of  the 
necrotic  and  infected  area  of  the  cauterized 
cervix. 

This  physician  was  a graduate  of  a grade  A 
medical  school  and  he  had  not  learned  the 
necessity  of  avoiding  local  treatments  in  the 
face  of  acute  infection. 

May  I call  to  your  attention  the  great  im- 
portance of  an  accurate  history  of  the  begin- 
nings of  pelvic  infections.  It  is  characteristic 
that  gonorrheal  infection  ascends  to  the  peri- 
toneal cavity  at,  or  immediately  following,  a 
menstrual  period,  whereas  the  gram-positive 
organisms  and  colon  bacillus  infections  are 
more  apt  to  follow  an  interrupted  pregnancy. 
The  physician  who  is  closest  to  the  patient 
at  the  time  of  onset  can  add  greatly  to  the 
knowledge  of  the  case  by  furnishing  all  sig- 
nificant data  of  the  circumstances  surrounding 
the  onset  of  symptoms. 

In  this  country  syphilis  is  undoubtedly 
diminishing,  and  there  are,  no  doubt,  few 
physicians  who  have  ever  seen  a primary 
chancre  in  the  woman.  I call  to  your  atten- 
tion an  excellent  monograph  on  primary  syph- 
ilis in  the  woman  by  T.  A.  Davies,  of  London, 
who  showed  that  45  per  cent  of  584  primary 
genital  chancres  in  women  were  internally 
situated.  In  fact  44  per  cent  of  the  entire 
series  were  located  on  the  cervix.  Now  these 
chancres  must  be  looked  at  to  be  recognized, 
and  they  do  not  remain  there  indefinitely. 
Consequently  the  physician  who  discovers  a 
fresh  case  of  syphilis  in  one  of  his  male  pa- 
tients should  promptly  inspect  every  female 
contact.  If  he  does  so  he  may  be  rewarded 
by  discovering  an  early  case.  I can  think  of 
no  greater  satisfaction  that  I have  had  in 
practice  than  of  making  one  such  discovery. 
I was  able  to  prove  the  diagnosis  by  dark- 
field  examination  and  to  have  the  patient 
under  adequate  treatment  before  systemic 
infection,  as  shown  by  a positive  Wassermann, 
had  taken  place.  The  Biblical  admonition 
in  this  instance  is  “Seek  and  ye  shall  find.” 

We  can  perhaps  be  of  most  service  in  dis- 
cussing our  general  topic  by  spending  most 
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of  our  time  on  the  early  diagnosis  of  cancer. 
Unlike  cancer  in  the  genital  tract  of  the  man, 
female  genital  cancers  are  predominantly  ac- 
cessible. It  is  to  be  noted  that  one-half  of 
the  predominantly  accessible  female  cancers 
are  those  in  the  genital  tract,  constituting  21 
per  cent  of  all  cancers  in  women.  When  we 
consider  these  facts  the  gynecologist  often 
feels  that  there  is  little  excuse  for  the  great  de- 
lay in  making  the  diagnosis  that  he  unfortu- 
nately observes. 

In  Willimantic,  Connecticut,  a realistic 
group  of  physicians,  after  surveying  their 
hospital  cancer  material,  made  these  observa- 
tions. In  gynecologic  cancer  the  time  elaps- 
ing between  the  first  symptoms  and  the  first 
visit  to  a physician  averaged  three  months; 
the  time  elapsing  between  the  first  visit  to 
the  physician  and  hospital  admission  averaged 
two  and  one-half  months.  In  the  group 
where  there  was  no  delay  66  per  cent  were 
“operable”;  in  the  delayed  group  only  30  per 
cent  were  “operable”;  and  they  noted,  fur- 
thermore, that  for  the  whole  series  31  per 
cent  had  been  given  poor  medical  advice.  I 
am  convinced  that  physicians  generally  do 
not  appreciate  the  need  for  speed  in  placing 
cancer  patients  under  treatment.  It  has 
helped  me  to  visualize  this  need  by  recalling 
the  figures,  worked  out  in  Boston,  that  the 
prospect  of  five-year  arrests  in  cancer  of  the 
cervix  diminishes  on  the  average  about  4 per 
cent  each  week  that  the  patient  is  delayed  in 
getting  under  treatment. 

The  early  symptoms  of  cancer  of  cervix 
and  fundus  are  well  known  to  you  all  and  can 
be  summarized  in  two  words — atypical  bleed- 
ing. This  bleeding  may  occur  without  warn- 
ing and  without  exertion,  or  it  may  occur 
following  coitus  or  douching.  All  such  in- 
stances of  bleeding  are  by  no  means  cancer, 
but  the  physician  must  satisfy  himself  as  to 
the  origin  of  such  bleeding  The  public  is 
learning  this  lesson  rapidly  and  is  bringing 
the  problem  of  early  diagnosis,  of  excluding 
the  cancer  diagnosis  in  particular,  to  the  phy- 
sician, and  he  is  expected  to  take  the  matter 
seriously. 

I cannot  proceed  further  without  paying 
my  respects  to  the  most  dangerous  practice 
of  hormone  treatment  in  the  cancer  age  with- 
out first  proving  the  absence  of  cancer.  I 
think  the  hypodermic  syringe  filled  with  the 
latest  hormones  is  one  of  the  most  deadly 
weapons  that  has  been  placed  in  the  hands  of 
the  medical  profession.  This  quackery,  I 
am  sorry  to  say,  is  thoughtlessly  practiced  by 
members  of  our  profession  and  is  undoubtedly 


responsible  for  the  delay  in  the  diagnosis  of 
many  cancers  of  the  uterus.  Let  there  be  no 
misunderstanding  on  this  point.  I would 
not  stand  in  the  way  of  any  legitimate  experi- 
ments or  treatment  with  hormones  once  the 
physician  has  assured  himself  by  curettage  or 
biopsy  that  he  is  not  dealing  with  malignancy. 
After  that  I can  trust  the  patient’s  limited  re- 
sources to  exert  a restraining  influence  upon 
the  scientific  enthusiasm  of  the  experimental 
hormonologist. 

A recent  address  by  Dr.  N.  T.  Root,  of 
West  Hartford,  late  president  of  the  Hartford 
County  Medical  Association,  summarizes  the 
general  practitioner’s  point  of  view  concern- 
ing the  cancer  problem.  To  the  general 
practitioner  cancer  is  a small  part  of  his  work. 
Among  2,350  individuals  seen  by  him  in  two 
years,  only  36  were  recognized  as  having  can- 
cer, though  four  others  refused  investigation 
of  suspicious  symptoms.  The  comparative 
rarity  makes  one  forget  the  likelihood  of  oc- 
currence. Symptoms  may  be  adequately  ex- 
plained by  some  other  diagnosis,  or  the  early 
lesions  may  be  entirely  masked  by  an  acute 
and  temporarily  more  serious  illness.  Then, 
too,  the  general  practitioner  is  close  to  his 
patient,  and,  while  he  is  theoretically  best 
able  to  detect  early  symptoms,  it  is  more 
difficult  for  him  to  have  a scientific  attitude 
toward  his  old  friends  than  it  is  toward 
strangers.  It  is  particularly  hard  for  him  to 
suspect  real  illness  in  the  chronic  complainer. 
Dr.  Root  felt  that  many  general  practitioners 
are  unnecessarily  discouraged  once  a diag- 
nosis of  cancer  is  made,  feeling  that  the  prog- 
nosis is  hopeless,  though  in  the  light  of  pres- 
ent knowledge,  and  particularly  in  the  case 
of  gynecologic  cancers,  this  attitude  is  quite 
unjustified.  I quote  his  final  paragraph  ver- 
batim: “It  is  a particularly  opportune  time 
for  the  general  practitioner  to  take  stock  of 
his  position  in  this  important  phase  of  his 
work,  important  not  so  much  because  of  the 
number  of  cases  that  he  sees,  but  because,  as 
is  so  seldom  true,  his  decision  here  is  actually 
one  on  which  life  or  death  depends.  He  may 
make  many  mistakes  in  diagnosis  or  treat- 
ment in  the  course  of  a day  on  the  average 
case,  and  his  patient  will  get  well  in  spite  of 
him,  but  in  this  disease  if  he  slips  up,  the  fatal 
outcome  may  be  justly  attributed  to  him. 
At  a time  when  the  public  is  questioning  the 
organization  of  medical  men  and  the  efficiency 
of  the  service  which  we  are  rendering,  and 
when  we  are  offering  as  the  alternative  to 
socialized  medicine  the  reinstatement  of  the 
general  practitioner  as  a keystone  of  the 
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practice  of  medicine,  we  must  face  the  ques- 
tion as  to  whether  or  not,  in  this  field,  we  are 
really  giving  the  service  the  public  and  the 
rest  of  the  profession  have  a right  to  demand.” 

Cancer  of  the  vulva  is  not  frequently  seen. 
Its  treatment  is  generally  considered  to  be 
surgical  with  radical  removal  of  the  vulva  and 
adjacent  lymph  glands.  Leukoplakia  and 
kraurosis  are  definitely  considered  precan- 
cerous  lesions  though  they  may  turn  out  to  be 
amenable  to  hormonal  or  vitamin  treatment. 
For  the  present  at  least,  our  attitude  should 
be  to  regard  them  with  the  utmost  suspicion, 
and  some  experienced  gynecologist  should 
shoulder  the  responsibility  of  treatment.  A 
simple  removal  of  these  precancerous  lesions 
is  easily  done  without  shock,  and  certainly 
no  case  of  leukoplakia  of  the  vulva  or  of  krau- 
rosis should  go  more  than  three  months  be- 
tween follow-up  examinations. 

One  of  the  discouraging  cancers  in  the 
woman  is  that  of  the  ovary.  We  have  learned, 
however,  that  many  ovarian  tumors,  formerly 
called  malignant,  in  reality  are  benign.  These 
tumors  cannot  be  distinguished  clinically  in 
the  early  stages  when  if  they  are  malignant 
cure  may  be  effected.  We  must  rely  on  de- 
tecting enlargements  of  the  ovary  by  repeated 
pelvic  examinations  in  the  cancer  age.  The 
public  is  coming  to  us  in  greater  numbers  than 
ever  before  for  annual  physical  examinations, 
and  every  practitioner  and  gynecologist  has 
many  women  who,  because  of  a mild  cancer 
phobia,  come  for  regular  pelvic  examination. 
It  is  common  practice  for  the  gynecologist  to 
record  his  objective  findings,  a habit  that  I 
commend  strongly  to  the  general  practitioner 
if  he  does  not  do  it  already.  It  is  desirable 
at  times  to  appreciate  that  an  enlarged  ovary 
is  actually  growing  according  to  the  objective 
records.  Cancer  of  the  ovary  is  often  slow 
in  growing  and  should  be  more  often  cured. 
We  must  even  be  prepared  to  operate  unneces- 
sarily to  catch  the  occasional  early  malignant 
tumor,  for,  as  Schiller  has  pointed  out,  it  ap- 
pears likely  that  ovarian  carcinoma  does  not 
start  as  a small  group  of  malignant  cells  but 
rather  occurs  as  a malignant  transformation 
of  neoplasm  which  hitherto  had  been  benign. 
This  concept  indicates  the  need  of  prophy- 
lactic removal  of  ovarian  growths  in  much  the 
same  manner  that  the  surgeon  must  prophy- 
lactically  remove  adenomas  of  the  thyroid. 

Gynecologists  have  been  much  interested 
in  the  Schiller  iodine  test  and  in  the  Kolpo- 
scope  for  the  diagnosis  of  early  cancer  of  the 
cervix  and  especially  for  the  differentiation  of 
cancer  from  other  lesions.  Every  general 
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practitioner  should  be  reassured,  however,  by 
the  observation  commonly  reported  now  by 
gynecologists  of  the  widest  experience,  that 
these  methods  have  not  added  much  to  the 
ability  to  detect  early  cancer.  It  is  certain 
that  early  cancers  can  be  observed  by  any 
properly  bespectacled  physician,  provided  he 
will  bring  to  bear  on  the  lesion  adequate  illu- 
mination and  a consciousness  of  cancer  possibil- 
ities. The  iodine  solution  is  an  excellent  dis- 
infectant to  use  if  he  wishes  to  take  a biopsy, 
and  it  will  often  call  his  attention  to  the  fact 
that  the  cancer  has  extended  beyond  the  area 
that  naked-eye  observation  would  indicate. 
The  Kolposcope  is  of  help  only  to  the  specialist 
who  has  wide  experience  in  its  use. 

The  following  case  histories  will  serve  to 
illustrate  matters  that  seem  to  me  important. 

Case  Reports 

L.  M.,  aged  66,  had  consulted  a general  surgeon 
over  one  year  previously  for  vaginal  bleeding. 
He  had  performed  a biopsy  of  the  cervix,  which 
was  reported  as  chronic  cervicitis,  and  she  was 
reassured.  After  several  months  with  continued 
bleeding  she  placed  herself  under  the  care  of  two 
general  practitioners  who  treated  her  medically 
without  success.  The  patient  herself  sought 
consultation  of  a specialist.  Adenocarcinoma  of 
the  fundus  was  found  and  successfully  treated 
with  radium  and  panhysterectomy. 

Comment. — In  this  instance  the  surgeon  went 
through  the  motions  of  ruling  out  cancer  of  the 
cervix  but  completely  missed  the  cancer  of  the 
fundus.  Not  only  he  but  two  other  physicians 
relied  on  the  negative  biopsy.  The  best  pa- 
thologist cannot  make  a correct  diagnosis  unless 
significant  tissue  is  submitted  for  the  examina- 
tion. 

E.  B.,  aged  43,  in  April  had  consulted  a gyne- 
cologist who  had  advised  hysterectomy  because 
of  a fibroid  tumor.  The  advice  was  not  taken, 
but  under  the  encouragement  of  a general  prac- 
titioner who  acquiesced  to  nonoperative  treat- 
ment the  patient  received  x-ray  therapy  without 
improvement.  In  October,  laparotomy  dis- 
closed an  adenocarcinoma  of  the  ovary  of  the 
pseudopsammoma  variety,  complete  removal 
of  which  was  impossible.  She  died  fourteen 
months  later. 

Comment. — Whenever  a patient  is  encouraged 
to  follow  a course  different  from  that  advised 
by  the  specialist,  the  general  practitioner  must 
be  prepared  to  shoulder  the  burden  of  the 
consequences.  In  this  case  no  conference  was 
held  by  her  physician  and  her  specialist,  the 
patient  being  allowed  to  choose  between  con- 
flicting opinions. 

G.  R.,  aged  48,  had  had  regular  periods  until 
nine  years  previously;  since  that  time  they 
have  been  totally  irregular.  She  was  first  given 
the  “benefit”  of  hormone  treatment  by  her 
general  practitioner.  When  this  failed  she  re- 
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sorted  to  osteopathy.  Becoming  discontented, 
she  presented  herself  at  the  hospital  with  a 
Stage  2 carcinoma  of  the  cervix. 

E.  W.,  aged  45,  was  sent  in  promptly  by  her 
general  practitioner  with  a history  of  three 
months  intermenstrual  bleeding.  A prolapsed 
submucous  fibroid,  the  size  of  a hen’s  egg,  was 
excised.  Death  resulted  from  sepsis  with  pelvic 
cellulitis. 

Comment. — This  case  is  mentioned  to  illustrate 
the  danger  of  submucous  fibroids  that  become 
strangulated  and  give  rise  to  a virulent  inter- 
stitial infection.  Such  instances  are  not  in- 
frequently seen  in  the  menopause,  and  they 
should  be  handled  promptly  and  with  skill. 

M.  B.,  aged  46,  had  never  been  pregnant. 
This  patient  came  to  her  physician  because  of 
pain  in  the  neck  and  shoulder.  He  gave  her  a 
complete  examination  and  found  a small  area  of 
leukoplakia  on  the  cervix.  The  suspicious  point 
about  this  leukoplakia  was  that  it  was  adjacent 
to  the  external  os.  This  physician  showed 
fine  judgment  in  referring  her  for  diagnosis  and 
treatment  without  applying  any  local  cauteriz- 
ing agent  to  the  lesion.  Biopsy  showed  an 
early  carcinoma,  and  radium  and  x-ray  treat- 
ment were  given  with  every  prospect  of  cure. 

C.  A.,  aged  41,  had  never  been  pregnant. 
She  was  referred  by  her  local  physician  because 
he  found  some  polypoid  masses  in  the  cervix. 
An  early  carcinoma  of  the  cervix  of  the  transi- 
tional cell  type  was  found  on  biopsy.  Radium 
and  x-ray  treatment  were  given  with  every  chance 
of  permanent  cure. 

Comment. — This  case  is  presented  to  emphasize 
the  fact  that  not  a few  carcinomas  of  the  cervix 
develop  within  the  cervical  canal  and  that  par- 
ticularly in  nulliparous  women  they  may  extend 
their  growth  upward  and  not  appear  at  the 
portio  until  late  in  the  disease.  Several  such 
instances  have  been  observed  in  the  last  two 
years  in  the  Hartford  Hospital,  and  unfortunately 


the  diagnosis  was  missed  on  a number  of  occa- 
sions because  the  physician  was  not  alive  to 
this  very  possibility. 

McM.,  aged  47,  para  I,  has  been  inspected 
once  a year  because  of  a cancer  phobia.  One 
year  previously  the  cervix  had  been  clean 
except  for  a small  erosion  which  had  been 
treated  with  silver  nitrate.  No  history  of 
irregular  bleeding  or  discharge  had  complicated 
her  menopause.  Inspection  of  the  cervix, 
however,  showed  at  this  time  an  area  of  patchy 
leukoplakia  adjacent  to  the  external  os.  Schiller’s 
test  showed  no  iodine  stain  in  this  area,  and  a 
biopsy  was  taken  which  showed  an  early  epider- 
moid carcinoma  of  the  cervix.  This  lesion  was 
thoroughly  treated  by  radium  and  x-ray,  and 
there  is  every  prospect  of  a permanent  cure. 

Conclusions 

1.  It  should  be  the  aim  of  the  general 
practitioner  who  first  sees  the  patients  to 
recognize  early  lesions  that  are  suspected  of 
being  serious  gynecologic  disease,  but  he 
should  apply  no  treatment  that  would  se- 
riously interfere  with  making  a positive  diag- 
nosis. 

2.  No  unusual  skill  or  knowledge  is  called 
for  in  the  early  recognition  of  cancer  in  the 
woman.  Cancer-mindedness  and  a willing- 
ness to  examine  completely  are  all  that  is 
necessary  to  bring  most  gynecologic  cancers 
under  early  curative  treatment. 

In  these  times  when  the  latest  refinements 
of  technic  fairly  bewilder  us  all,  it  is  well  to 
remember  that  early  recognition  of  gyneco- 
logic cancer  is  astonishingly  simple,  yet 
Emerson  has  truly  said:  “Nothing  astonishes 
men  so  much  as  common  sense  and  plain  deal- 
ing.” 

179  Allyn  Street 


NEW  PNEUMOTHORAX  FILM 

“Artificial  Pneumothorax  in  the  Treatment  of 
Pulmonary  Tuberculosis”  is  the  title  of  a new 
sound  film  edited  by  Drs.  James  S.  Edlin,  Sidney 
Bassin,  and  Walter  Lichtenberg.  The  film  is 
introduced  by  Dr.  Kendall  Emerson,  managing 
director  of  the  National  Tuberculosis  Association. 

The  film  is  a timely  presentation,  observes  the 
N.  Y.  T.  & H.  A.  Journal , in  view  of  the  great 
increase  in  the  amount  of  compression  therapy 
being  carried  on  in  the  treatment  of  pulmonary 
tuberculosis.  The  narrator  describes  in  a dis- 
tinct, clear  voice  the  elements  of  pneumothorax 
treatment  and  demonstrates  the  utility  of  this 
form.  The  legend  includes  an  exposition  of  the 
various  complications  that  may  attend  both  the 
induction  and  maintenance  of  collapse  therapy. 
The  film  also  shows  the  actual  collapse  of  the 
lung  during  the  administration  of  care  under 
fluoroscopic  control.  This  is  one  of  the  most 
technically  illustrative  parts  of  the  picture. 


SPRING  FEVER 

The  French  philosopher  Montaigne  once  said 
that  each  year  he  looked  forward  to  spring  as 
does  the  bridegroom  to  the  bride,  but  when 
spring  had  arrived  he  felt  like  a septuagenarian 
who  had  married  a young  girl  of  eighteen. 

These  words  were  spoken  about  350  years  ago, 
but  its  truth  is  still  obvious,  observes  the  Medical 
Record.  The  only  difference  is  that  we  explain 
the  fact  in  another  way.  Many  people  who 
look  forward  to  spring  with  joy  are  deeply  dis- 
appointed because  this  season  does  not  bring 
anything  for  them  but  unpleasant  physical  and 
mental  feelings.  They  feel  tired  and  weary,  are 
fatigued  and  nervous,  and  complain  of  headache 
or  stomach  distress.  They  suffer  from  depres- 
sions which  are  quite  new  to  them.  In  other 
cases  a real  feeling  of  fever  is  produced,  culminat- 
ing in  a kind  of  spring  ecstasy  with  a remarkable 
state  of  excitability,  a strange  happiness,  and  a 
sharpening  of  the  intellectual  creative  powers. 


ULCERATIVE  COLITIS 

Frank  H.  Lahey,  M.D.,  Boston 


ULCERATIVE  colitis  remains  today  one 
of  the  most  distressing  diseases  with 
which  we  as  physicians  or  surgeons  have  to 
deal.  It  is  distressing  to  the  patient  because 
he  or  she  has  to  endure  a disease  that  not  only 
seriously  affects  his  health  but,  in  a very  defi- 
nite percentage  of  cases,  is  one  that  results 
fatally.  This  disease  is  distressing  to  us  as 
doctors  because  we  lack  real  knowledge  as  to 
its  cause  and  have  no  specific  form  of  treat- 
ment for  it.  In  spite  of  the  admission  of 
these  two  so  undesirable  facts,  the  situation 
with  ulcerative  colitis  is  not  so  bad  as  one 
might  expect  it  to  be  under  such  unfortunate 
conditions.  With  added  interest  in  this  dis- 
ease within  the  last  five  years,  particularly  be- 
tween those  surgeons  and  those  physicians 
especially  interested  in  gastroenterology,  there 
have  developed  methods  and  measures  where- 
by a majority  of  the  patients  with  this  dis- 
ease (59  per  cent  in  our  hands)  can  be  given 
either  complete  relief  or  a return  to  health 
with  mild  persistent  bowel  symptoms  largely 
by  means  of  dietary  regimen. 

The  remaining  group  (41  per  cent)  of  pa- 
tients are  made  up  of  the  mortality  of  the  en- 
tire group,  surgical  and  nonsurgical  (16  per 
cent),  and  those  patients  upon  whom  it  has 
been  necessary  to  employ  surgery. 

There  have  been  performed  in  the  clinic  70 
ileostomies  for  this  disease  with  a mortality 
rate  of  22  per  cent.  There  have  been  48 
partial  or  total  colectomies  done  in  the  clinic 
upon  patients  with  this  disease.  These 
colectomies  are  made  up  of  14  partial  colec- 
tomies in  which  there  has  been  no  mortality 
and  34  total  colectomies  in  which  there  were 
2 operative  deaths.  Of  these  32  patients  who 
recovered  from  the  operation  of  total  colec- 
tomy (including  the  rectum),  30  are  well. 
One  committed  suicide  some  time  after  leav- 
ing the  hospital,  and  1 died  of  perforation  be- 
tween the  stages  of  the  operation. 

There  has  been  a variety  of  speculations  as 
to  the  cause  or  causes  of  this  disease  such  as 
amebic  infection,  vitamin  deficiency,  allergic 
reaction,  and  even  the  presence  in  the  intes- 
tinal tract  of  a specific  organism.  Exclusive 
of  the  last,  which  can  now  be  excluded  as 
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nonexistent,  two  of  these  factors  undoubtedly 
have  a role  in  the  existence  of  the  disease — 
vitamin  deficiency  and  allergic  reaction.  In 
the  light  of  the  experience  that  we  have  had 
it  is  unlikely  that  amebic  dysentery  and  ul- 
cerative colitis  are  even  closely  related  diseases 
except  as  they  express  themselves  by  colonic 
ulceration  and  the  resulting  colonic  discharges. 
They  have  quite  different  proctoscopic  pic- 
tures, with  the  presence  of  a specific  organism 
in  one  and  absence  in  the  other,  and  with 
at  least  more  or  less  specific  treatment  in  one 
and  the  complete  absence  of  it  in  the  other. 

The  clinical  features  of  the  disease  need 
little  discussion.  The  ulcerative  process 
starts  in  the  rectum  and  rectosigmoid  in  90 
per  cent  of  the  cases.  It  remains  segmental 
in  10  per  cent  but  in  time  will  usually  involve 
the  entire  colon.  The  ulcerative  process 
penetrates  the  mucosal  lining  of  the  colon 
and  at  an  early  stage  infiltrates  the  colon  wall 
essentially  to  convert  that  structure  into  a 
fibrotic  tube  (Fig.  1).  The  x-ray  findings 
are  dependably  typical,  with  early  loss  of 
haustral  markings  extending  in  the  advanced 
cases  to  the  so-called  lead  pipe  colon  in  which 
the  colon  appears  by  roentgenologic  examina- 
tion as  a rigid  walled  tube  (Figs.  2 and  3a 
and  3b). 

Remissions  without  apparent  cause  are  of 
not  infrequent  occurrence.  Serious  tempera- 
tures with  alarming  systemic  reactions  are 
frequently  associated  with  this  condition, 
and  loose  movements  in  excessive  numbers 
are  often  the  most  distressing  complications 
of  this  disease  from  the  patient’s  point  of  view. 
Hemorrhage  from  the  bowel  and  perforation 
with  peritonitis,  while  not  common  complica- 
tions of  this  unhappy  state,  occasionally  ap- 
pear almost  out  of  a clear  sky  to  add  further 
seriousness  to  a situation  already  a disturbing 
or  even  desperate  one.  Associated  with  the 
disease  are  quite  typical  proctoscopic  findings, 
the  ulcerative  process  involving  all  of  the 
rectal  mucosa  as  opposed  to  the  proctoscopic 
picture  of  amebic  ulceration  in  which  there 
are  areas  of  quite  normal  mucosa  between  the 
amebic  ulcerations. 

While  I am  particularly  interested  in  dis- 
cussing the  surgical  management  of  ulcera- 
tive colitis,  I cannot  limit  myself  solely  to 
thoughts  of  technical  procedures  in  those  pa- 
tients with  ulcerated  colons,  since  no  mechan- 
ical surgical  procedure  can  restore  the  func- 
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Fig.  1.  Fibrotic  colon  of  advanced  case  of 
ulcerative  colitis.  Note  the  contraction  of  the 
colon,  with  injection  and  ulceration  still  present 
in  the  cecum  and  strictured  areas.  A,  blind 
ends;  B,  ileum. 


tion  to  a fibrosed  colon  of  absorbing  vitamins 
K and  C,  whether  or  not  the  fecal  stream 
has  been  sidetracked  by  ileostomy.  A food 
to  which  a given  patient  is  allergically  sensi- 
tive can,  in  certain  cases,  result  in  such  activa- 
tion of  a previously  quiescent  colon  that 
temperature  elevations  and  rectal  discharges 
of  blood  and  pus  can  occur. 

Whether  or  not  surgery  is  required  in  a 
given  case,  adequate  nonoperative  measures 
are  essential  in  all  of  them.  A dietary  regimen 
to  supply  the  caloric  needs  of  a patient  ham- 
pered by  fluid  and  fuel  loss,  as  well  as  mineral 
and  vitamin  losses,  must  be  supplied. 

The  diet  for  a patient  with  active  ulcera- 
tive colitis  and  diarrhea  should  be  low  in  resi- 
due, high  in  caloric  value,  and  nonstimulat- 
ing to  intestinal  peristalsis  so  as  to  permit 
slow  passage  through  the  small  intestine  and 
allow  for  adequate  absorption.  Boiled  milk, 
eggs,  and  the  refined  cereals  make  up  the 
basis  of  this  diet,  and  meat  can  be  used  early 
as  a low-residue  food.  Individualization  is 
necessary  because  of  the  fastidious  appetites 
and  food  idiosyncrasies  frequently  found  in 
these  patients  and  to  which  it  usually  pays 
to  give  consideration.  This  type  of  diet 
tends  to  be  low  in  vitamins  of  the  B,  C,  and 
D groups,  and  supplementary  administration 
of  these  factors  is  usually  necessary.  Long- 
standing depletion,  as  well  as  poor  absorption, 
needs  to  be  considered  in  planning  the  dosage. 
Parenteral  administration  is  often  desirable. 


Fig.  2.  A segmental  area  of  ulcerative  colitis 
between  the  arrows. 


Chloride  deficiency  is  often  found  in  cases 
of  diarrhea  or  profuse  ileal  drainage.  Giving 
large  doses  of  salt  by  mouth  or  by  vein  im- 
proves the  patient’s  condition. 

Opium  is  a useful  drug  for  the  control  of 
exhausting  diarrhea.  Bismuth  and  kaolin 
may  slow  up  the  bowel  action  in  some  cases, 
while  in  others  they  seem  to  increase  the 
number  of  stools.  Adequate  sedation  for 
nervous  patients  is  highly  essential. 

The  surgical  treatment  of  ulcerative  colitis 
today  involves  only  two  surgical  aims — one, 
sidetracking  of  the  fecal  stream  by  ileostomy; 
the  other,  removal  of  a part  of  the  colon 
(partial  colectomy,  14  cases,  no  mortality)  or 
total  colectomy,  including  the  removal  of  the 
rectum  (34  cases  with  2 fatalities).  The  em- 
ployment of  other  surgical  procedures,  such 
as  appendicostomy  and  cecostomy,  has  been 
practically  abandoned  by  those  with  any  con- 
siderable experience  with  this  disease. 

Ileostomy  (70  cases,  mortality  22  per  cent) 
is  employed  either  as  a single  procedure  with 
the  hope  (1)  that  such  a degree  of  resolution 
may  be  accomplished  in  the  colon  that  it  can 
again  have  its  function  as  a normal  fecal  path- 
way restored  by  ultimate  closure  of  the  ileos- 
tomy (this  has  been  done  in  3 cases  in  our  ex- 
perience— all  well)  or  (2)  as  a permanent  pro- 
cedure with  the  hope  that  such  complete  and 
permanent  sidetracking  of  the  fecal  stream 
will  result  in  such  established  quiescence  of 
the  colon  that  its  later  removal  in  part  or  en- 
tirety will  not  be  necessary.  This  has  been 
true  in  4 of  our  cases. 

While  ileostomy  is  a part  of  any  surgical 
procedure  (fecal  sidetracking  alone  or  followed 
by  colectomy),  its  employment  in  this  dis- 
ease occurs  under  two  quite  different  condi- 
tions: (1)  as  an  emergency  measure  in  a pa- 
tient in  a more  or  less  desperate  state  of  in- 
toxication and  depletion  and  (2)  as  a deliber- 


Fig.  3a.  Fig.  3b. 

Figs.  3a  and  3b.  The  typical  lead  pipe  type  of  colon  in  an  advanced,  fibrotic  process  of  long- 
standing ulcerative  colitis. 


ate  measure  either  preliminary  to  the  later 
removal  of  the  colon  or  as  a complete  proce- 
dure in  an  attempt  to  obtain  quiescence  of 
an  activated  colon,  which  activation  has 
failed  to  be  controlled  by  nonoperative 
measures. 

Dr.  Richard  B.  Cattell  (whose  interest  and 
contributions  to  this  subject  have  far  ex- 
ceeded my  own)  and  I have  performed  most 
of  these  70  ileostomies  in  the  clinic,  and  it  has 
been  definitely  established  in  our  minds  that 
the  successful  surgical  management  of  this 
disease  has  to  do  particularly  with  when  r.nd 
how  ileostomy  is  done.  As  we  have  reviewed 
our  experiences  with  ileostomy  from  time  to 
time,  we  have  been  impressed  with  the  fact 
that  the  decision  for  or  against  the  production 
of  an  ileostomy  is  an  extremely  difficult  one. 
Many  conflicting  psychologic  factors  are  in- 
volved. 

If  ileostomy  were  not  such  an  objectionable 
type  of  enterostomy  there  would  be  consider- 
ably less  inclination  to  delay  in  the  decision 
to  perform  it.  One  must  admit,  however, 
that  with  the  liquid  character  of  its  fecal  dis- 
charge it  is  managed  with  difficulty  and  at 
the  best  requires  several  changes  of  the  bag 
daily.  One  must  also  admit  that  in  many  of 
the  cases,  at  least  for  some  time,  there  is  con- 
siderable irritation  of  the  skin  about  the 
wound  from  the  liquid  discharge.  One  must 
likewise  consider  that  many  of  these  patients 


have  been  through  several  acute  episodes  with 
their  ulcerative  colitis  from  which  they  have 
successfully  recovered,  and  this  encourages 
them  to  hope  with  each  episode  that  an  ileos- 
tomy will  not  be  necessary.  Finally,  one 
must  appreciate  that  these  patients'  manage- 
ment is  often  in  the  hands  of  a medical  man 
or  gastroenterologist  who  feels  on  the  one 
hand  some  justification  in  a risk  taken  to 
avoid  the  probable  permanent  presence  of  an 
unsatisfactory  type  of  enterostomy  and  who 
on  the  other  hand  does  not  have  the  first-hand 
conscience  prick  which  goes  with  the  personal 
responsibility  for  the  surgical  procedure  and 
its  fatal  outcome  if  it  is  done  too  late.  Always 
in  approaching  the  surgical  treatment  of  this 
disease  there  will  be  this  delicate  psychologic 
balance  swaying  between  saving  these  pa- 
tients from  a too  early  or  perhaps  unnecessary 
ileostomy  and  permitting  him  or  her  in  this 
endeavor  to  advance  to  such  a state  in  the  dis- 
ease that  when  ileostomy  is  ultimately  done 
a fatality  is  quite  likely  to  result.  These  re- 
marks are  not  made  with  any  critical  intent 
concerning  anyone  but  ourselves  and  rather 
to  present  frankly  our  convictions  based 
upon  this  considerable  experience  from 
which  we  have  largely  learned  to  avoid  these 
errors. 

We  are  particularly  fortunate  in  being  an 
integrated  group  of  gastroenterologists,  sur- 
geons, and  roentgenologists  working  inti- 
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mately  and  tolerantly  together,  and  we  are 
hopeful  that  the  presentation  of  our  experi- 
ences and  views  may  possibly  save  others, 
perhaps  working  as  individuals,  from  making 
some  of  the  mistakes  that  we  have  almost  of 
necessity  made  in  the  acquirement  of  this  ex- 
perience. 

In  a general  way  one  may  say  that  if  an 
error  is  to  be  made  as  to  the  doing  of  an  ileos- 
tomy in  patients  with  severe  ulcerative  colitis 
it  is  better  that  it  be  done  a little  too  early 
than  a little  too  1 ate . One  can  at  least  close  the 
ileostomy  at  a later  date  should  conditions 
justify  it,  while  under  the  other  conditions 
one  only  regrets  that  it  was  not  done  sooner. 

If  we  are  to  make  any  real  attempt  to  check 
the  progress  of  a case  of  ulcerative  colitis  not 
progressing  satisfactorily  under  nonoperative 
management  and  if  we  are  to  make  any  pre- 
tense of  increasing  the  number  of  cases  in 
which  we  can  later  close  the  ileostomy  and 
restore  the  fecal  pathway,  we  must  employ 
ileostomy  at  an  early  stage  and  before  the 
procedure  is  forced  upon  us  by  the  unfavorable 
progress  of  the  disease.  If  we  wish  to  in- 
crease the  number  of  cases  in  which  possible 
closure  of  the  ileostomy  can  even  be  considered, 
ileostomy  must  certainly  be  done  at  such  a 
stage  in  the  ulcerative  colitis  that  the  colon 
has  not  become  rigid  and  converted  into  a 
fibrotic  tube.  It  will  be  necessary  to  es- 
tablish ileostomy  in  certain  of  the  early  seg- 
mental cases  of  ulcerative  colitis.  It  will  be 
necessary  to  establish  an  ileostomy  in  certain 
cases  of  ulcerative  colitis  in  which  infiltration 
of  the  colon  has  as  yet  not  become  marked 
and  in  which  cases  there  must  still  be  assumed 
the  possibility  that  with  continued  medical 
management  there  well  might  be  recovery 
without  ileostomy  from  the  immediate  epi- 
sode. 

If  we  are  to  make  greater  progress  than  we 
have  already  made  in  this  disease,  we  definitely 
must  do  a larger  series  of  cases  in  which  ileos- 
tomy is  deliberately  undertaken  reasonably 
early  in  the  disease  with  the  hope  of  checking 
its  progress  and  later  restoring  the  fecal  path- 
way by  closing  the  ileostomy.  An  insufficient 
number  of  cases  handled  in  this  way  has  as 
yet  been  done  so  that  one  cannot  definitely 
say  whether  or  not  this  procedure  has  suffi- 
cient value  to  justify  it.  By  this  plan  one 
would  still  medically  manage  those  patients 
whose  disease  is  tractable  to  medical  manage- 
ment but  do  early  temporary  ileostomy  in 
those  patients  whose  disease  tends  to  be  in- 
tractable to  medical  management  (41  per  cent 
of  all  of  the  cases). 


From  these  remarks  one  can  see  how  neces- 
sary it  is  to  have  available  the  interest  and 
judgment  of  men  who  are  especially  interested 
in  this  disease  and  who,  based  upon  a con- 
siderable experience  with  it,  can  make  these 
decisions  for  or  against  ileostomy  and  later 
for  or  against  colectomy.  As  in  other  special 
diseases,  but  particularly  in  ulcerative  colitis, 
the  factors  of  experience  and  judgment 
have  a great  deal  to  do  with  its  surgical  mor- 
tality. 

Since  ileostomy  in  ulcerative  colitis  is  us- 
ually done  at  a stage  when  the  patient’s  prog- 
ress in  the  disease  is  unsatisfactory,  how  it  is 
performed  also  often  plays  a considerable  part 
in  the  outcome  as  it  relates  to  a fatality.  The 
ideal  ileostomy  is  one  of  the  divided  type  in 
which  the  ileum  with  its  mesentery  is  divided 
between  clamps,  one  loop — the  proximal — 
brought  out  at  one  level  and  the  other  loop 
at  a separate  level  so  that  if  later  colectomy 
proves  necessary  it  will  be  possible  to  excise 
the  distal  ileostomy  together  with  its  attached 
ascending  and  transverse  colon  and  leave 
the  proximal  or  permanent  ileostomy  undis- 
turbed. 

Operations  involving  colectomy  after  the  es- 
tablishment of  an  ileostomy  when  the  ileos- 
tomy is  of  a loop  type  are  extremely  undesir- 
able since  one  cannot  with  ease  and  safety 
cut  off  the  attached  distal  segment  of  a loop 
colostomy  and  leave  it  just  beneath  the  peri- 
toneum. It  adds  considerably  to  the  tech- 
nical difficulties  of  colectomy  following  the 
establishment  of  an  ileostomy  if  the  ileostomy 
is  of  the  loop  type.  It  greatly  simplifies  this 
procedure  if  it  is  of  the  divided  type,  the  ends 
being  brought  out  at  different  levels. 

It  is  of  the  utmost  importance  to  realize  the 
above  point  and  to  utilize  the  keenest  judg- 
ment concerning  when  to  do  a loop  colostomy 
and  when  to  do  a divided  colostomy.  If  those 
patients  with  ulcerative  colitis  are  in  an  ad- 
vanced stage  of  intoxication  at  which  stage 
in  the  past  they  have  not  infrequently  been 
referred  to  a surgeon,  any  technical  procedure 
as  extensive  as  divided  end  ileostomy  require- 
ing  manipulation  of  the  ileum,  ligation  of  the 
vessels  within  the  mesentery,  and  division  of 
that  structure  will  be  sufficiently  extensive 
and  will  require  sufficient  manipulation  of  the 
infected  ileum  and  colon  so  that  a fatality 
from  shock  or  peritonitis  will  be  quite  apt  to 
occur.  It  is  in  this  advanced  and  desperate 
type  of  ulcerative  colitis  when  ileostomy  is  in- 
dicated that  the  simplest  type  of  ileostomy 
should  be  done — that  is,  loop  colostomy.  In 
these  desperate  cases  no  attempt  should  be 


March  1,  1941] 


ULCERATIVE  COLITIS 


479 


made  to  visualize  the  colon.  Through  a rela- 
tively small  incision  the  terminal  ileum  should 
be  found  and  picked  up  with  the  least  degree 
of  manipulation,  a rod  should  be  inserted 
underneath  the  mesentery,  and  the  operation 
should  be  completed  in  the  shortest  possible 
time  with  the  least  amount  of  technical  ma- 
nipulation. One  can  hardly  overestimate  the 
importance  of  the  decision  as  to  the  type  of 
ileostomy  in  the  mortality  of  this  disease. 

Another  important  thing  in  ileostomy, 
particularly  in  the  end  ileostomy  in  which  a 
later  colectomy  may  well  be  required,  is  that 
some  form  of  suction  apparatus  be  introduced 
into  the  ileum,  particularly  during  the  first 
week  to  ten  days  after  the  ileostomy  has  been 
established.  An  excellent  method  has  been 
devised  by  Dr.  Rolf  Lium,  a former  Fellow 
in  the  clinic.  This  is  of  great  importance  be- 
cause ileal  discharges,  irritating  the  skin  as 
they  do,  tend  particularly  to  break  the  wound 
down.  If  the  liquid  discharge  of  ileal  con- 
tents can  be  controlled  for  seven  to  eight  or 
nine  days  until  the  wound  has  healed,  the  skin 
can  then  be  protected  by  the  various  materials 
that  have  been  employed — bronze  or  alumi- 
num paint  or  Fuller’s  earth.  The  ileal  con- 
tents may  then,  with  relative  impunity,  be 
permitted  to  discharge  upon  the  skin. 

Another  important  point  to  realize  in  con- 
nection with  ileostomies  is  their  tendency, 
due  to  infection  and  digestion  about  the 
wound,  to  loosen  and  to  pull  back  into  the 
abdomen.  This  has  happened  in  our  experi- 
ence more  than  once.  Likewise,  there  is 
the  tendency  for  ileostomies  to  prolapse. 
Because  of  these  two  facts,  for  some  years  we 
have  fixed  the  mesentery  of  the  ileum  to  the 
parietal  peritoneum  under  the  abdominal 
wall  by  several  sutures  (1)  to  overcome  loosen- 
ing and  retraction  of  the  established  ileostomy 
and  (2)  to  overcome  the  danger  of  its  pro- 
lapse. This  is  technically  an  extremely  im- 
portant point  in  the  management  of  ileos- 
tomy. 

Following  the  establishment  of  an  ileostomy 
there  is  frequently  such  striking  improve- 
ment in  the  condition  of  these  patients  that 
they  are  hardly  recognizable  as  the  same  in- 
dividuals. In  a certain  percentage  of  cases, 
however,  because  of  stricturing  and  persistent 
infection  and  ulceration  within  the  remaining 
colon,  temperature  reactions,  together  with 
discharges  of  blood  and  pus,  occur.  One  of 
the  problems  not  unlike  that  of  ileostomy  in 
this  disease  then  arises — that  is,  under  such 
conditions  when  should  removal  of  the  remain- 
ing colon  by  partial  or  complete  colectomy  be 


advised?  Just  as  with  ileostomy,  one  may  de- 
fer this  decision  until  such  a time  that  it  is  so 
hazardous  that  when  it  is  undertaken  a fatal 
outcome  will  occur  in  too  high  a percentage 
of  cases. 

We  believe  that  when  a patient  who  has 
had  an  active  intractable  ulcerative  colitis 
with  serious  temperature  reactions  and  loose 
discharges  has  had  an  ileostomy  with  relief 
and  then  has  had  a return  of  the  activity  of 
the  process  the  question  of  colectomy  should 
be  seriously  considered.  If  relief  from  such  a 
return  of  symptoms  occurs  and  then  recurs 
again,  colectomy  in  our  opinion  becomes 
definitely  advisable. 

In  the  performance  of  the  colectomy  in 
these  cases  the  first  portion  of  the  operation 
will  consist  in  the  removal  of  the  right  and 
transverse  colon  up  to  the  splenic  flexure, 
the  end  of  the  remaining  distant  colon  being 
brought  out  into  the  wound  to  rest  upon  the 
abdominal  wall.  It  has  been  the  custom  of 
some  surgeons  to  close  over  this  distal  end 
and  drop  it  back  into  the  abdomen.  We 
have  always  felt  that  with  the  infection  and 
stricturing  so  often  present  in  the  remaining 
bowel  there  is  always  the  danger  of  such  a 
closed  end  becoming  opened  and  producing 
a peritonitis,  an  event  which  we  know  to 
have  occurred  in  the  hands  of  one  of  our 
friends  interested  in  the  surgical  treatment  of 
this  disease.  We  have  found  that  there  is 
little  discomfort  associated  with  the  tempo- 
rary implantation  of  this  open  distal  end  of  the 
colon  upon  the  abdominal  wall,  and  certainly 
it  is  a definite  safety  factor  in  this  operative 
procedure. 

In  two  to  three  months  time  through  a 
long  left  rectus  incision,  the  left  colon  and 
sigmoid  are  removed.  If  the  patient’s  condi- 
tion permits,  the  patient  is  turned  over  after 
the  abdomen  has  been  closed,  and  the  rectum 
is  then  removed.  These  colectomies  are  done 
under  nupercaine  spinal  anesthesia.  The 
mortality  rate  in  the  48  colectomies  (partial 
and  complete)  has  been  but  4 per  cent. 

As  we  have  discussed  this  disease,  most  of 
the  questions  such  as  the  percentage  of  pa- 
tients requiring  surgery,  the  percentage  of 
patients  not  requiring  surgery,  and  the  sur- 
gical mortality  have  been  answered.  One 
of  the  most  important  questions,  however, 
both  to  the  physician  who  must  advise  these 
patients  and  to  these  patients  themselves, 
is  how  does  one  manage  with  an  ileostomy 
and  is  it  possible  to  enjoy  life  satisfactorily 
with  one? 

The  above  questions  should  be  answered 
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Fig.  4a.  Fig.  4b. 

Figs.  4a  and  4b.  Typical  ileostomy  and  type  of  bag  worn  with  it. 


frankly.  By  no  stretch  of  the  imagination 
may  one  say  that  ileostomy  is  as  satisfactory 
an  arrangement  for  the  permanent  discharge 
of  the  fecal  stream  through  the  abdominal 
wall  as  is  colostomy.  One  must  anticipate 
that,  unlike  colostomy  in  which  by  means  of  a 
constipating  diet  there  will  be  no  fecal  dis- 
charge from  the  colostomy  except  with  ir- 
rigation, with  ileostomy  a bag  will  need  to  be 
worn  constantly.  It  will  be  necessary  to 
empty  the  bag  five  to  six  times  daily.  A bag 
has  been  devised  with  a rubber  flange  about 
its  neck  which  fits  closely  to  the  skin  and  with 
which  patients  remain  quite  dry  and  without 
objectionable  odor  about  them  (Fig.  4). 

One  may  also  be  reasonably  sure  in  assuring 
patients  with  an  ileostomy  that  with  removal 
of  their  colon  the  management  of  their  ileos- 
tomy will  be  inade  somewhat  easier.  There 
is  something  about  the  removal  of  the  colon 
that  causes  the  ileal  discharge  to  be  less  fluid 
in  character.  Some  time  ago  I suggested 
that  this  might  well  be  due  to  the  assumption 
of  some  fluid  absorbing  capacity  on  the  part 
of  the  ileum  after  removal  of  the  colon.  One 
may  certainly  tell  patients  who  are  contem- 
plating this  surgical  procedure  that  with  an 
ileostomy  they  may  undertake  any  activity 
they  desire,  that  they  may  resume  any  reason- 
able occupation,  and  that  the  patients  whom 
we  now  have  with  ileostomies  are  quite  happy 
and  contented  individuals. 

Conclusions 

Our  experiences  with  the  operative  and 
nonoperative  treatment  of  ulcerative  colitis 
are  reported. 


The  total  mortality  of  the  disease  in  our 
hands,  together  with  the  number  requiring 
ileostomy  and  colectomy,  partial  and  com- 
plete, is  reported.  The  condition  of  the  pa- 
tients after  colectomy  is  presented. 

The  indications  for  ileostomy  are  discussed, 
and  the  types  of  ileostomy  and  technical  pro- 
cedures to  make  them  safer  are  recorded. 

The  indications  for  colectomy  and  the  re- 
sults from  the  patient’s  point  of  view  after 
ileostomy  are  stated. 

Discussion 

Dr.  John  H.  Garlock,  New  York  City — I have 
enjoyed  hearing  Dr.  Lahey's  paper  and  find  that 
I am  in  accord  with  almost  everything  he  has 
said.  I believe  everybody  is  agreed  that  the 
great  majority  of  cases  of  ulcerative  colitis  con- 
stitute a medical  problem  and  should  never  be 
considered  for  surgery.  I am  told  by  the  gastro- 
enterologists at  Mt.  Sinai  Hospital  that  in  the 
various  departments  at  that  institution  there  are 
seen  throughout  each  year  approximately  100  to 
150  cases  of  ulcerative  colitis.  Yet,  since  1937 
when  a more  intensive  study  of  the  surgical 
therapy  of  this  disease  was  initiated  as  a group 
problem,  only  31  patients  have  been  surgically 
treated. 

May  I emphasize  again  that  the  management 
of  the  cases  that  come  to  the  surgeon  is  a coopera- 
tive problem  involving  the  concerted  efforts  of 
the  gastroenterologist,  the  medical  staff,  the 
x-ray  department,  the  proctologist,  and  the  sur- 
geon. My  associates  and  I have  leaned  heavily 
on  the  gastroenterology  department  headed  by 
Drs.  B.  B.  Crohn  and  A.  Winkelstein. 

As  our  experience  has  grown  with  this  disease 
it  has  become  more  and  more  evident  that  certain 
criteria  had  to  be  established  for  the  institution 
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of  surgical  treatment.  At  the  hospital  we.  are 
fairly  well  agreed  that  the  indications  for  surgery 
are  the  following : ( 1 ) uncontrollable  hemorrhage ; 
(2)  impending  perforation;  (3)  acute  fulminating 
colitis  with  marked  toxemia;  (4)  chronic  intract- 
able colitis;  and  (5)  segmental  colitis. 

The  majority  of  the  patients  have  had  a pre- 
liminary ileostomy.  Our  mortality  with  this 
procedure  has  been  11.7  per  cent.  I believe  the 
reduction  in  mortality  in  ileostomy  depends 
essentially  on  the  optimum  time  for  the  operation 
and  the  care  with  which  the  operative  procedure 
is  carried  out.  We  have  used  a type  of  ileostomy 
similar  to  the  one  described  by  Dr.  Lahey  with- 
out encountering  one  instance  of  prolapse  of  the 
proximal  ileostomy  stoma.  An  important  point 
in  the  technic  of  the  operation  is  concerned  with 
the  determination  of  the  surgeon  never  to  visual- 
ize or  palpate  the  diseased  colon.  The  slightest 
touch  of  an  instrument  or  a finger  may  produce 
a subsequent  perforation. 

The  experience  of  surgeons  who  are  operating 


for  this  disease  throughout  the  country  is  in- 
sufficient at  the  present  time  to  make  any  hard 
and  i’ast  rules  concerning  the  removal  of  the 
rectum  in  every  case  of  ulcerative  colitis.  Inas- 
much as  the  exact  cause  of  this  disease  is  as  yet 
not  known,  and  may  be  forthcoming  at  any 
time,  we  have  felt  that  whenever  possible,  pro- 
vided the  general  well-being  of  the  patient  will 
not  be  disturbed  thereby,  an  attempt  should  be 
made  to  preserve  the  lower  sigmoid  and  rectum 
for  possible  use  at  some  future  date  in  re-estab- 
lishing intestinal  continuity.  In  the  31  cases 
already  referred  to,  we  have  found  it  necessary 
to  remove  the  rectum  in  only  two  cases  because 
of  extensive  perirectal  infection  and  perianal 
sinus  formation.  We  have  under  observation  2 
or  3 cases  in  whom  there  is  a progressive  restora- 
tion of  the  rectal  mucosa  to  normal. 

This  entire  problem  is  of  great  importance  and 
will  require  continued  concerted  efforts  of  the 
gastroenterologist  and  surgeon  before  a solution 
is  found. 


TOO  MANY  APPENDICITIS  DEATHS 

Deaths  from  appendicitis  in  the  United  States 
increased  from  7,371  in  1900  to  over  18,000  in 
1930.  Although  the  number  of  deaths  has  fallen 
off  since  then,  it  is  estimated  that  about  14,000 
people  died  from  this  disease  in  1939.  In  1937, 
the  last  year  for  which  reliable  information  is 
available,  the  United  States  had  the  second  high- 
est death  rate  from  appendicitis  in  the  world. 
The  disease  strikes  persons  of  both  sexes,  and  at 
all  ages;  neither  infants  nor  old  people  are 
spared. 

Surely,  any  disease  which  causes  so  many 
deaths  each  year  is  a matter  of  vital  public 
concern,  remarks  Public  Health  Reports.  Ap- 
pendicitis cannot  be  prevented,  but  within  cer- 
tain definite  limitations  few  deaths,  if  any,  need 
result  from  this  disease. 


MOTION  PICTURE  ON  TUBERCULOSIS 

Tuberculosis  and  two  of  its  victims  are  the 
theme  of  They  Do  Come  Back , a new  sound 
motion  picture  produced  by  the  National  Tuber- 
culosis Association,  reports  Health  News.  This 
film  was  designed  especially  to  visualize  the 
relationship  between  rehabilitation  and  the  rest 
of  the  tuberculosis  program  and  to  inform  the 
public  regarding  the  need  and  the  nature  of  re- 
habilitation service. 

The  State  Health  Department  has  added 
They  Do  Come  Back  to  its  collection  of  circu- 
lating health  motion  picture  films.  The  running 
time  is  about  seventeen  minutes.  Prints  in  the 
16-mm.  size  may  be  borrowed,  subject  to  the 
usual  conditions,  by  applying  to  the  Supervisor 
of  Visual  Instruction,  State  Department  of 
Health,  Albany,  New  York. 


MARROW  TRANSFUSIONS 

The  simple  process  of  injecting  healthy  bone 
marrow  (the  soft  material  which  fills  the  bone 
cavities  and  takes  part  in  the  building  of  blood) 
into  that  of  the  breast  bone  of  patients  with 
marrow  deficiencies  may  lend  itself  to  the  solu- 
tion of  many  problems  of  blood  disorders,  Drs. 
Maurice  Morrison  and  A.  A.  Samwick,  of 
Brooklyn,  suggest  in  the  J.A.M.A. 

Blood  cells  develop  in  the  bone  marrow  and 
are  discharged  into  the  blood  stream  when 
mature.  Thus  there  is  a direct  relationship 
between  disturbances  of  the  marrow  and  of  blood 
formation. 


GOVERNMENT  MEDICINE  AT  WORK 
I visited  the  State  of  New  Mexico.  I went 
to  Hot  Springs.  I saw  a hospital  that  cost 
$2,500,000  accommodating  90  crippled  children, 
built  out  of  Government  money.  Yet  there  was 
not  a single  orthopedic  surgeon  in  the  State  of 
New  Mexico  to  take  care  of  those  crippled  chil- 
dren. So  they  import  an  orthopedic  surgeon  two 
mornings  a week  from  El  Paso,  Tex.,  on  a salary 
larger  than  that  paid  to  the  Governor  of  New 
Mexico  in  order  to  take  care  of  90  children  in  a 
hospital  in  a town  of  three  or  four  hundred 
people  in  the  State  of  New  Mexico.  That  is 
Government  medicine. — Dr.  Morris  Fishbein 


RESULTS  OF  TREATMENT  CF  TUBERCULOSIS  IN  THE 
TRACHEA  AND  BRONCHI 

John  D.  Kernan,  M.D.,  and  A.  J.  Cracovaner,  M.D.,  New  York  City 


IN  CONSIDERING  the  results  of  treat- 
ment of  tuberculosis  in  the  trachea  and 
bronchi,  let  it  be  understood  that  I am  speak- 
ing from  the  point  of  view  of  the  bronchos- 
copist  and  that  the  treatment  I am  dealing 
with  is  treatment  applied  through  the  bron- 
choscope. I think  it  is  generally  agreed  that 
for  diagnostic  purposes  in  pulmonary  tuber- 
culosis bronchoscopy  is  extremely  useful. 
This  procedure  quickly  and  accurately  clears 
up  questions  as  to  the  cause  of  persistent  posi- 
tive sputum,  wheezes,  hemorrhage,  shortness 
of  breath,  and  other  symptoms  that  are  ob- 
scure to  the  ordinary  methods  of  examination. 

Once  the  diagnosis  of  tracheal  or  bronchial 
tuberculosis  is  made,  then  the  question  of 
treatment  arises.  The  first  point  to  consider 
is,  should  there  be  any  bronchoscopic  treat- 
ment? There  are  those  who  consider  that 
the  ordinary  treatment  of  pulmonary  tuber- 
culosis carried  out  by  the  medical  man,  or  by 
the  chest  surgeon  when  necessary,  is  quite 
sufficient  and  that  if  the  pulmonary  lesion  is 
healed  the  bronchial  lesion  will  heal  spontane- 
ously at  the  same  time. 

The  question,  however,  is  not  so  simple  as 
that.  In  the  course  of  pulmonary  tuberculosis 
symptoms  will  arise  which  call  for  immediate 
relief.  Consider,  for  instance,  the  circum- 
stances when  a bronchus  is  obstructed  by 
scar  tissue  or  a tuberculous  granuloma.  The 
effects  of  any  obstruction  on  the  bronchi  and 
lung  beyond  are  disastrous;  the  lung  will 
collapse,  and  sooner  or  later  infection  will 
ensue  and  abscess  or  bronchiectasis  will 
follow.  It  is,  therefore,  sometimes  necessary 
to  make  an  attempt  to  stretch  a scar  or  to  re- 
move a tumor  for  purposes  of  drainage.  Let 
me  illustrate  by  a case. 

This  woman  had  been  treated  a long  time 
for  tuberculosis  and  had  what  appeared  to  be 
a successful  pneumothorax.  Her  symptoms, 
however,  persisted — cough,  sputum,  after- 
noon fever,  and  the  like.  Bronchoscopy 
showed  a contracted  left  main  bronchus  with 
granulation  tissue  obstructing  the  remaining 
lumen.  This  granulation  tissue  was  reduced 
by  silver  nitrate,  and  the  lumen  was  dilated 
sufficiently  to  admit  an  aspirating  tube.  A 
considerable  quantity  of  pus  was  removed  by 
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aspiration,  and  the  same  procedure  was 
carried  out  several  times.  The  abscess  soon 
dried  up,  and  the  woman  became  symptom- 
free.  She  now  has  a greatly  contracted 
main  bronchus,  the  pneumothorax,  no  sputum, 
no  cough,  and  no  fever. 

The  results  of  stretching  scar  strictures  are 
not  always  so  successful.  We  have  had 
several  cases  in  which  the  suppuration  has 
tended  to  persist  and  in  which  only  continued 
treatment  keeps  the  lumen  open  enough  for 
drainage.  It  is  our  custom  to  dilate  these 
cases  whenever  symptoms  of  obstruction 
arise  as  shown  by  pain  in  the  chest,  rise  of 
temperature,  and  limitation  of  sputum.  The 
method  first  used  by  us  for  dilatation  was  the 
use  of  the  glove-stretcher  dilator.  More 
recently  we  have  been  using  a copper  bougie 
through  which  is  passed  a positive  galvanic 
current.  This  has  seemed  to  result  in  per- 
manent softening  of  the  scar  tissue. 

Occasionally,  contracted  bronchi  will  close 
completely.  This  does  not  always  result  so 
disastrously  as  one  would  expect.  One  of 
our  most  successful  cases  was  a woman  who 
had  an  extensive  ulceration  in  the  lower  end 
of  the  trachea  and  left  main  bronchus. 
Several  bronchoscopic  applications  of  silver 
nitrate  resulted  in  complete  healing  of  the 
ulceration  and  complete  closure  of  the  left 
main  bronchus.  In  spite  of  the  fact  that  one 
would  have  expected  the  complete  cessation 
of  drainage  to  make  the  patient  very  sick,  on 
the  contrary,  all  her  symptoms  cleared  up  at 
that  time  and  have  not  recurred.  This  sug- 
gests that  in  certain  cases  where  it  is  possible 
to  get  a fairly  dry  lung  it  might  be  good  treat- 
ment to  close  purposely  the  bronchus  and  so 
suspend  the  function  of  the  particular  lung 
in  question.  The  late  Dr.  Pol  Caryllos 
showed,  by  experimental  work  on  dogs,  that 
large  cavities  could  be  closed  by  occluding  the 
bronchus  leading  to  them. 

Tuberculous  tumors  should  be  removed  pref- 
erably by  diathermy  coagulation  or  by  silver 
nitrate.  It  is  not  advantageous  to  use  for- 
ceps, as  this  procedure  causes  some  bleeding 
and,  if  the  blood  gets  in  other  parts  of  the 
lung,  may  result  in  the  spread  of  the  disease. 
Sometimes  a tumor  in  the  mouth  of  a bron- 
chus will  have  a ball-valve  effect  and  trap  air 
in  the  lung  in  such  a way  that  cavities  stay 
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persistently  open.  A young  girl  had  such  a 
tumor  in  the  mouth  of  the  upper  lobe  of  the 
right  bronchus.  In  spite  of  a good  pneu- 
mothorax it  was  found  impossible  to  close 
the  cavity.  Removal  of  the  tumor,  however, 
and  opening  the  bronchus  allowed  the  cavity 
to  contract. 

Occasionally,  a tuberculous  ulcer  or  granu- 
loma will  be  the  site  of  hemorrhage.  We 
have  encountered  3 such  cases  in  which  the 
need  of  bronchoscopic  treatment  was  urgent 
since  the  hemorrhage  was  not  controlled  by 
other  measures.  Few  will  deny  then  that 
occasions  may  arise  when  scar  strictures, 
tumors,  and  hemorrhages  from  ulcerations 
may  demand  treatment. 

On  the  other  hand,  there  is  no  doubt  that 
many  tracheal  or  bronchial  lesions  will  heal 
without  direct  local  treatment.  To  illustrate 
this  point  let  me  site  a case  that  occurred  in 
the  service  of  my  colleague,  Dr.  Alexander 
Ghiselin  at  the  Seton  Hospital. 

A young  woman,  28  years  of  age,  was  admitted 
to  Bellevue  Hospital  on  July  26,  1938,  with  a 
complaint  of  fatigue,  productive  cough,  and 
cervical  adenitis  of  four  months’  duration.  An 
x-ray  previously  taken  showed  minimal  apical 
involvement.  Four  months  later  she  began 
with  wheezing  on  the  left  side  near  the  midline, 
both  inspiratory  and  expiratory.  Her  sputum 
was  more  profuse,  with  slight  dyspnea.  The 
sputum  taken  in  January  was  reported  positive. 
She  was  admitted  to  the  Seton  Hospital  on 
January  19,  1938.  The  patient  seemed  much 
sicker  than  the  pulmonary  lesion  warranted. 
Her  weight  was  90  pounds,  and  she  had  a par- 
oxysmal productive  cough.  Bronchoscopy  per- 
formed on  February  16,  1939,  was  as  follows: 

“There  is  a lesion  beginning  on  the  left  wall  of 
the  trachea  2 cm.  above  the  carina  and  extending 
around  25  per  cent  of  the  circumference.  The 
entire  left  main  bronchus  is  involved  in  a tubercu- 
lous bronchitis,  continuous  with  the  tracheal 
lesion.  The  tissue  of  the  lesion  is  the  hyper- 
plastic type  which  is  very  friable  and  bleeds 
easily.  Silver  nitrate  ten  per  cent  applied.” 

Another  bronchoscopy  was  performed  Feb- 
ruary 28,  1939,  with  about  the  same  findings. 
As  the  patient  reacted  badly  to  the  broncho- 
scopic treatments  they  were  abandoned.  The 
patient  went  steadily  downhill — profuse  positive 
sputum,  paroxysmal  cough,  temperature  range 
101  to  102  F.  daily.  During  June,  1939,  clinical 
and  x-ray  evidence  of  total  left  bronchial  obstruc- 
tion developed,  and  this  was  followed  by  an 
effusion  that  was  tapped  on  the  left  posteriorly, 
about  400  cc.  being  removed  each  time.  After 
this  procedure  the  temperature  suddenly  dropped 
to  normal,  the  patient  started  to  gain  weight, 
sputum  decreased,  and  wheeze  disappeared. 
The  effusion  was  absorbed. 


A bronchoscopy  performed  on  November  30, 
1939,  revealed  normal  dry  bronchial  tree.  No 
sign  of  scar  or  stricture  to  indicate  that  there 
was  ever  any  endobronchial  involvement.  She 
continues  to  gain  weight,  her  sputum  is  now 
negative,  her  temperature  is  normal,  and  the 
cervical  adenitis  has  subsided. 

To  summarize,  this  represents  a case  with 
extensive  pulmonary  and  tracheobronchial 
lesions,  bronchoscopically  examined  twice. 
After  this,  the  patient  was  extremely  ill  for  a 
long  time  but  finally  became  better.  She 
was  examined  with  a bronchoscope  again 
after  the  improvement,  and  complete  healing 
without  traces  of  disease  of  the  tracheobron- 
chial tree  was  found.  The  two  lesions  had 
improved  together.  Certainly  if  this  case 
had  been  treated  bronchoscopically  and  such 
result  had  come  about,  the  temptation  would 
have  been  to  claim  the  good  results  had  been 
produced  by  the  bronchoscopy. 

A similar  case  occurred  in  my  own  expe- 
rience. 

A woman,  about  50  years  of  age,  was  quite 
sick  with  tuberculosis  and  complained  a great 
deal  of  wheezing  and  shortness  of  breath.  She 
had  a rather  extensive  pulmonary  tuberculosis. 
The  report  on  the  bronchoscopy  was  as  follows: 

“Larynx  was  negative.  Beginning  below  the 
vocal  cords  there  was  extensive  ulceration  of  the 
tracheal  wall,  very  shallow  and  superficial, 
seemingly  involving  only  the  mucous  membrane. 
Further  down,  however,  there  were  masses  of 
granulation  tissue  which  obstructed  the  lumen  of 
the  trachea.  There  had  also  been  some  healing 
and  scar  tissue  formation.  Just  above  the 
bifurcation  the  lumen  was  so  narrow  that  the 
tube  could  not  be  passed  to  the  bifurcation, 
hence  no  observation  on  the  condition  of  the 
main  bronchi  could  be  made.  Silver  nitrate 
was  applied  to  the  granulation  tissue.” 

Two  weeks  later  we  had  this  report  from  her 
doctor:  “She  is  a very  miserable  person,  com- 
plains of  coughing  constantly.  She  has  a 
constant  ‘sick  stomach,’  eats  very  little,  tem- 
perature ranges  from  normal  to  102,  often  high 
in  the  morning  and  normal  at  night.”  This 
patient  appeared  to  be  so  sick  that  hope  was 
almost  given  up,  yet  she  improved  so  that  we 
were  able  to  examine  her  with  a bronchoscope 
again  on  April  29,  1938,  just  five  months  later. 
I was  able  then  to  report  on  the  bronchoscopy 
as  follows: 

“The  tracheal  ulceration  appeared  to  be  healed 
although  the  mucous  membrane  was  still  ex- 
tremely red.  There  was  still  extensive  ulcera- 
tion in  the  right  bronchus.  Used  vapor  mer- 
cury lamp.” 

After  this  bronchoscopy  the  patient  improved 
so  that  another  bronchoscopy  in  May,  1938, 
was  done.  The  mucous  membrane  of  the 
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trachea  and  the  left  main  bronchus  was  normal 
in  appearance.  Any  trace  of  the  former  ulcera- 
tion and  congestion  no  longer  existed.  The 
right  main  bronchus  was  negative  to  below  the 
middle  lobe  bronchus.  At  this  point  there  was 
a stricture  so  that  the  lumen  was  about  V4  inch 
across.  The  lips  of  this  stricture  were  congested, 
and  beyond  it  there  was  evidently  ulceration, 
as  the  suction  tube  when  passed  started  up  a 
little  bleeding. 

This  case  is  one  of  very  extensive  tracheal 
tuberculosis  which  healed  with  minimum 
treatment.  In  view  of  the  case  previously  re- 
ported and  in  view  of  the  fact  that  she  had 
only  two  treatments,  I hardly  venture  to 
maintain  that  the  healing  was  the  result  of  the 
bronchoscopies.  Yet  note  this:  Only  the 

area  reached  at  the  first  bronchoscopy  healed 
after  that  bronchoscopy.  After  the  second 
bronchoscopy  the  right  bronchus  healed. 

These  2 cases,  I feel,  present  the  case  of 
those  men  who  maintain  that  it  is  not  neces- 
sary to  actively  treat  tracheobronchial  tuber- 
culosis through  bronchoscopy  but  that  one 
should  content  oneself  with  an  occasional  ob- 
servation. This  is  very  different  from  a 
weekly  or  fortnightly  bronchoscopy. 

There  is  much  to  be  said,  however,  in  favor 
of  treatment.  Consider  what  happens  to  the 
untreated  cases.  One  patient  had  tracheo- 
bronchial tuberculosis  and  was  never  treated 
except  by  general  measures.  A very  exten- 
sive scarring  and  contraction  was  evident. 
The  disease  had  advanced  to  complete  de- 
struction of  the  bronchus,  and  under  such  a 
condition,  of  course,  the  lung  beyond  will  be 
completely  destroyed.  It  certainly  would 
be  worthwhile  to  avoid  such  a result  if  pos- 
sible, and  I am  quite  sure  it  could  be  contended 
that  early  and  persistent  treatment  will  heal 
many  lesions  before  they  advance  to  such  a 
stage  of  destruction. 

The  result  of  treatment  will,  of  course,  de- 
pend much  on  the  stage  at  which  treatment 
has  started  and  on  the  nature  of  the  lesion. 
Beyond  any  doubt,  shallow  ulcerations  and 
localized  masses  of  granulation  tissue  involv- 
ing for  the  most  part  the  mucous  membrane 
are  more  or  less  easily  controlled.  If,  how- 
ever, the  tuberculosis  has  started  deep  in  the 
wall  of  the  bronchus  and  has  involved  the 
whole  thickness  of  the  wall  with  destruction 
of  the  cartilage,  treatment  will  naturally  be 
much  less  effective.  Small  shallow  ulcers 
and  localized  masses  of  granulation  tissue 
heal  promptly.  Tight  strictures  and  deep 
extensive  ulcerations  require  prolonged  treat- 
ment and  many  bronchoscopies. 


The  following  is  the  report  on  56  cases. 
We  have  had  a number  of  other  cases,  but 
treatment  and  observation  were  not  carried 
on  long  enough  for  any  conclusions  to  be 
drawn.  The  results  here  reported  pertain 
only  to  the  bronchial  lesions.  Some  of  the 
cases  may  have  developed  further  parenchy- 
mal lesions  or  even  may  have  died  from  the 
tuberculosis.  We  report  only  on  the  effects 
of  treatment  or  the  tracheobronchial  lesions. 

Lesions  Found  on  Bronchoscopy 

Ulceration  or  Granulation  Tissue — 50  Cases. — 
The  ulcers  varied  in  size  and  depth,  some  merely 
small  patches  and  others  including  the  whole 
circumference  of  the  trachea  or  bronchus.  It 
must  be  remembered  that  only  the  upper  end 
of  an  ulcer  can  be  seen  through  the  bronchoscope. 
It  is  difficult  to  tell  how  far  down  a bronchus 
the  lesion  reaches.  In  7 of  the  cases  with 
ulcers  some  healing  had  already  taken  place 
so  that  fibrous  strictures  were  also  present. 
The  granulation  tissue  varied  in  amount  from 
small  elevated  masses  to  tumors  so  large  as  to 
be  obstructive.  It  may  be  asked  here  how  we 
knew  that  they  were  tuberculous  ulcers  and 
not  merely  simple  ulcers.  For  the  most  part 
it  was  assumed  that  an  ulcer  on  the  side  of  the 
pulmonary  lesion  when  the  sputum  was  positive 
was  tuberculous.  This  may  not  be  a highly 
scientific  attitude,  but  it  was  not  considered 
safe  to  confirm  the  diagnosis  by  taking  biopsies. 
In  a few  cases  the  diagnosis  was  confirmed  by 
stained  smears. 

Fibrous  Strictures — 4 Cases. — We  considered 
that  these  indicated  the  previous  presence  of 
an  ulceration  that  had  healed. 

Swollen  Mucous  Membrane — 2 Cases. — These 
cases  had  much  the  same  symptoms  as  those 
obstructed  by  granulation  tissue  or  fibrous 
stricture,  and  yet  only  an  intensely  red,  swollen, 
mucous  membrane  could  be  seen. 

Symptoms  Which  Called  for 
Bronchoscopy 

Wheeze. — Thirty-six  cases  had  as  their  main 
symptom  wheeze,  sometimes  loud  enough  to 
be  heard  at  a distance  from  the  patient.  At 
times  this  was  accompanied  by  a persistent 
cough.  In  1 case  the  adventitious  sound  took 
the  form  of  a fluttering  on  both  inspiration  and 
expiration.  This  proved  to  be  caused  by  a 
pedunculated  mass  of  granulation  tissue  which 
moved  up  and  down  on  respiration. 

Positive  Sputum  Persisting — 18  Cases. — In 
these  cases  the  pulmonary  lesion  was  considered 
to  be  well  controlled  or  even  healed,  and  yet  the 
sputum  continued  to  be  positive.  The  discovery 
of  a bronchial  lesion  was  considered  to  be  suffi- 
cient explanation.  At  times  this  lesion  was 
found  on  the  opposite  side  from  the  pulmonary. 
As  a rule  the  sputum  became  negative  when  the 
ulcers  healed. 
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Hemorrhage. — Three  cases  were  examined  by 
a bronchoscope  because  of  hemorrhage.  Ulcera- 
tions were  found.  Treatment  of  the  ulcers 
controlled  this  symptom.  In  1 case  bleeding 
recurred  after  eighteen  months.  Bronchoscopy 
showed  that  the  bronchial  lesion  had  recurred. 

Severe  Dyspnea — 3 Cases. — These  were  cases 
of  extensive  tracheal  ulceration  with  either 
masses  of  granulation  tissue  or  scar  tissue 
causing  the  obstruction.  They  were  naturally 
difficult  cases  to  handle.  One  of  them  showed 
no  tendency  to  improve  and  died  from  spread 
of  the  disease  in  the  lungs.  A second  of  these 
cases  healed  with  almost  no  trace  of  the  disease 
in  the  trachea  but  later  died  of  pulmonary 
disease.  The  third  had  a healed  tracheal  lesion 
but  with  extensive  scar  formation.  This  calls 
for  monthly  stretching  with  bougies.  This 
woman  was  at  first  examined  with  a broncho- 
scope every  week,  the  tube  being  passed  through 
the  ulcerated  trachea.  In  spite  of  this  weekly 
trauma,  the  ulcerations  have  healed. 

Persistent  Cavity — 1 Case. — This  girl  was 
being  treated  for  a pulmonary  lesion  on  the 
right  side.  In  spite  of  an  excellent  pneumo- 
thorax the  cavity  in  her  lung  could  not  be 
collapsed.  When  she  was  examined  with  a 
bronchoscope,  a small  tumor  was  found  in  the 
mouth  of  the  upper  lobe  of  the  right  bronchus, 
which  was  obstructed  by  the  ball-valve  action 
of  the  tumor.  Removal  of  the  tumor  aided  in 
the  reduction  of  the  size  of  the  cavity. 

Methods  of  Treatment 

Our  first  treatment  was  diathermy  coagulation. 
We  used  it  on  only  3 cases.  Two  responded  very 
well  as  far  as  the  disappearance  of  the  lesion  was 
concerned,  but  there  was  formation  of  consider- 
able scar  tissue.  In  the  third  case,  which  ap- 
peared to  be  improving,  a fatal  hemorrhage 
occurred  shortly  after  treatment.  The  lesion 
was  extensive  in  this  case.  The  improvement 
noted  was  only  illusory  as  the  lesion  extended 
far  beyond  the  reach  of  treatment,  both  in  length 
and  depth.  Coagulation  was  given  up. 

Silver  Nitrate  10  Per  Cent. — Twenty-one  cases 
were  treated  in  this  manner.  It  proved  to  be 
efficient  and  it  is  certainly  simple.  Silver 
nitrate  has  no  such  healing  effect  on  tuberculous 
tissue  elsewhere — for  instance,  in  the  larynx. 
One  may  suspect  that  perhaps  some  of  the 
ulcerations  that  healed  so  promptly  were  simple 
granulation  tissue,  not  tuberculous.  The  demon- 
stration by  several  workers  that  strong  silver 
nitrate  can  close  a bronchus  made  us  fear  that 
this  might  occur  in  our  cases,  so  we  use  silver 
nitrate  with  great  caution,  not  stronger  than  10 
per  cent. 

Mercury  Vapor  Lamp — 14  Cases. — This  is 
used  every  week  or  two  through  the  broncho- 
scope. It  appears  to  be  efficient  and  produces 
a minimum  of  scar  tissue.  Some  of  the  cases 
in  which  silver  nitrate  failed,  healed  under 
treatment  with  the  mercury  vapor  lamp.  A 


comparison  of  the  number  of  treatments  needed 
with  silver  nitrate  and  the  lamp  shows  that 
those  treated  with  the  first  needed  two  to  six 
treatments  and  those  with  the  latter  needed 
four  to  fourteen  treatments,  so  that  those 
treated  with  the  quartz  light  took  longer  to  heal. 
Treatment  of  an  ulcer  in  some  cases  produced  a 
stricture  that,  in  turn,  had  to  be  dilated  by 
ionization.  It  is  suggested  that  the  mercury 
vapor  lamp  can  be  applied  for  a much  longer 
time  than  hitherto;  also,  by  using  a flexible 
shaft  it  could  be  inserted  without  bronchoscopy 
once  the  distance  of  the  lesion  from  the  teeth 
had  been  ascertained.  This  would  consider- 
ably simplify  treatment.  Silver  nitrate,  of 
course,  could  only  be  applied  through  the 
bronchoscope. 

To  compare  further  the  use  of  the  mercury 
vapor  lamp  and  silver  nitrate  it  may  be  noted 
that,  of  14  cases  treated  at  first  by  the  lamp 
alone,  11  healed  without  other  treatment.  Of 
21  cases  treated  at  first  by  silver  nitrate  alone, 
only  11  healed  without  other  treatment — 
namely  the  lamp.  Of  the  1 1 cases  in  which  both 
were  used,  8 got  well. 

Length  of  Time. — Treatment  lasted  from  two 
weeks  to  six  months,  i.e.,  from  the  first  treatment 
to  complete  healing. 

Results 

Twenty  cases  were  completely  healed;  6 
cases,  completely  healed  with  slight  narrow- 
ing of  the  bronchus;  5 cases,  completely 
healed  with  stricture  of  the  bronchus,  3 of 
these  strictures  were  treated  by  ionization 
successfully  so  as  to  give  an  adequate  lumen 
and  1 of  these  strictures  did  not  yield  to  treat- 
ment and  remains  stenosed,  but  the  patient 
is  symptom-free;  2 cases,  completely  healed 
with  complete  occlusion  of  a bronchus;  and 
2 cases  of  stricture  of  the  bronchus  treated 
with  ionization  were  dilated  to  such  an  extent 
so  as  to  produce  an  adequate  lumen  (Caruso 
and  Inglin). 

Therefore,  35  cases  may  be  considered  cured 
as  far  as  their  endobronchial  lesion  is  con- 
cerned. Nine  cases  were  complete  failures. 
Three  cases  were  improved,  but  the  improve- 
ment was  not  adequate  and  treatment  was 
suspended.  Eight  cases  were  improved  at 
the  time  of  their  last  treatment  but  for  some 
reason  patients  did  not  return  for  further  ob- 
servation and  care.  One  case  is  still  under 
treatment.  This  completes  the  56  cases. 

In  this  series  4 cases  had  recurrence  of  the 
ulceration  and  by  further  treatment  were 
healed  again,  indicating  the  need  for  con- 
tinued observation.  Three  cases  had  recur- 
rence but  did  not  heal  when  further  treatment 
was  instituted.  Three  attempts  were  made  to 
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occlude  the  bronchus  permanently  by  treat- 
ment with  strong  silver  nitrate,  cautery,  and 
cauterization  with  ionization — these  were 
failures. 

In  this  series  there  were  2 cases  that  de- 
veloped a spread  of  the  infection  following 
bronchoscopy.  It  is  difficult  to  say,  however, 
whether  the  bronchoscopy  was  the  cause  of 
the  spread  or  not.  One  case  eventually  be- 
came entirely  healed.  The  other  died  shortly 
afterward  of  miliary  tuberculosis.  The  au- 
topsy in  this  case  showed  the  bronchus  to  be 
healed. 

One  case  expired  following  bronchoscopy 
when  she  developed  a profuse  hemorrhage  on 
cauterization  of  an  ulcerative  lesion. 

Bronchoscopy  is  useful  for  diagnosis. 
Certain  cases  urgently  call  for  bronchoscopy 
for  treatment  purposes.  Many  other  cases 
are  healed  more  quickly  and  with  less  damage 
by  bronchoscopic  treatment.  The  use  of  the 
mercury  vapor  lamp  will  probably  prove  most 
efficient. 

103  East  78th  Street 

Discussion 

Dr.  Edward  N.  Packard,  Saranac  Lake , 
New  York — The  brief  time  allotted  to  me  pre- 
cludes a thorough  discussion  of  the  various 
points  raised  by  Dr.  Kernan  on  the  diagnosis 
and  treatment  of  tuberculous  tracheobronchitis. 
I would  like,  however,  to  emphasize  the  growing 
importance  of  the  place  of  the  bronchoscopist 
in  the  treatment  of  pulmonary  tuberculosis. 
Some  ten  or  twelve  years  ago  the  observation 
was  made  that  atelectasis  of  the  lung,  in  whole 
or  in  part,  could  and  did  take  place  in  a fair 
number  of  patients  with  tuberculosis.  Some 
of  these  patients  later  came  to  autopsy,  and  it 
was  found  that  what  initiated  the  collapse  of 
the  air  cells  was  an  occlusion  of  the  main  stem 
bronchus.  In  the  cases  that  I saw,  the  lumen 
of  the  bronchus  was  blocked  by  a collar  of  dense 
fibrous  tissue  surrounding  and  involving  the 
bronchial  wall.  This  was  tuberculous  in  origin. 
Dr.  Kernan  mentioned  in  his  paper  that  the  end 
results  of  such  an  occlusion  may  be  good  or  they 
may  be  bad.  Cavities  have  closed  as  a result 
of  this  blocking  process,  and  the  diseased  lung 
eventually  has  become  a fibrous  mass — the 
so-called  carnified  lung.  On  the  other  hand, 
the  results  of  such  bronchial  occlusion  may  be 
disastrous.  Pyogenic  material  locked  up  within 
the  lung  may  take  on  all  the  characteristics  of 
an  acute  pulmonary  abscess.  One  of  the  im- 
portant roles  that  the  bronchoscopist  is  called 
upon  to  perform  is  to  attempt,  by  whatever 
means  he  has  at  hand,  to  forestall  these  dire 
consequences.  Dr.  Kernan  has  outlined  for  us 
the  various  procedures  that  he  has  employed. 

If  a bronchus  can  become  occluded  by  tubercu- 
lous changes  within  or  around  its  lumen,  then 
there  should  be  some  means  of  recognizing 


beginning  or  partial  stenosis.  It  is  now  well 
established  that  the  so-called  asthma  of  which 
tuberculous  patients  sometimes  complain  is, 
in  the  great  majority  of  instances,  due  to  bron- 
chial obstruction  and  not  to  an  allergic  state. 
Again  the  localized  and  persistent  wheeze  heard 
during  both  phases  of  respiration  is  almost 
pathognomonic  of  bronchial  obstruction.  The 
bronchoscopist  can  visualize  the  offending 
disorder,  and  many  times  he  can  cure,  or  at 
least  give,  relief. 

The  more  frequent  use  of  the  bronchoscope 
in  tuberculous  patients  has  revealed  unsus- 
pected ulceration  of  the  mucosa  of  various 
parts  of  the  bronchial  tree.  These  ulcers  are 
as  difficult  to  heal  as  tuberculous  ulcers  in  other 
organs  or  tissues,  and  one  might  argue,  as  Dr. 
Kernan  points  out,  that  when  healing  takes 
place  after  a few  bronchoscopic  treatments  the 
process  may  be  due  to  nontuberculous  chronic 
bronchitis.  However,  the  removal  of  tissue 
for  microscopic  study  is  hardly  justified  for  fear 
of  creating  fresh  ulceration. 

I would  like  to  say  a further  word  on  the 
importance  of  visualizing  the  major  bronchi 
before  collapse  measures  for  tuberculosis  are 
carried  out.  This  applies  particularly  to  arti- 
ficial pneumothorax,  and  thoracoplastic  opera- 
tions. In  a patient  who  is  dyspneic,  who 
wheezes,  or  who  has  difficulty  in  raising  sputum, 
much  harm  may  be  done  by  collapsing  the  lung, 
particularly  if  extensive,  ulcerative,  tracheo- 
bronchial tuberculosis  is  present.  Here  we  are 
entirely  dependent  upon  the  bronchoscopist, 
and  the  future  course  of  the  patient  for  good  or 
for  bad  may  rest  upon  what  he  sees  or  upon 
what  he  is  able  to  accomplish.  If  the  symptoms 
are  due  to  partial  stenosis  but  are  of  the  smooth 
membrane  type,  collapse  measures  are  not 
necessarily  contraindicated. 

What  I have  thus  briefly  touched  upon, 
without  commenting  upon  the  efficiency  of  the 
various  procedures  used  to  attempt  to  heal 
ulcers  or  relieve  strictures,  gives  a broad  point 
of  view  of  the  role  that  bronchoscopy  plays  in 
the  present-day  treatment  of  pulmonary  tuber- 
culosis. 

Dr.  J.  Maxwell  Chamberlain,  Oneonta , 
New  York — We  are  all  aware  of  the  debate  in 
regard  to  the  bronchoscopic  treatment  of  endo- 
bronchial tuberculosis.  This  is  due  to  the  fact 
that  we  are  unable  to  establish  an  absolute 
control.  In  other  words,  no  one  is  able  to 
estimate  accurately  the  effect  of  improvement 
in  the  pulmonary  lesion  on  the  endobronchial 
disease,  and,  even  if  this  could  be  roughly 
determined,  we  should  need  identical  bilateral 
lesions  in  a single  patient.  Then  one  side  could 
be  treated  and  the  other  side  reserved  as  a 
control.  However,  we  have  learned  much  in 
the  last  ten  years  about  the  treatment  of  endo- 
bronchial tuberculosis,  and  once  the  term 
“cure”  is  defined  we  are  practically  all  in  agree- 
ment. 

If  one  is  overenthusiastic  about  the  broncho- 
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scopic  therapy  of  endobronchial  tuberculosis, 
a “cure”  may  mean  that  the  operator  can  no 
longer  see  the  ulcer  or  granulation  tissue  that 
characterized  the  acute  phase  of  the  disease. 
We  have  all  treated  acute  disease  in  the  stem 
bronchus  and  watched  it  disappear  around  the 
corner,  as  it  were,  of  the  upper  lobe  of  the 
bronchus.  To  use  the  term  loosely,  we  have 
then  “cured”  the  endobronchial  disease,  at  least 
all  one  can  see.  Sometimes  the  upper  lobe 
orifice  is  never  seen  because  the  ulcer  is  replaced 
by  a fibrostenotic  lesion  which  forbids  the 
passage  of  the  bronchoscope.  Yet  few  of  us 
would  consider  this  in  itself  a “cure.”  On  the 
other  hand,  we  frequently  examine  a patient 
with  a bronchoscope  for  the  first  time  and  find 
a fibrostenotic  lesion  of  the  stem  bronchus.  This 
is  often  sighted  as  evidence  of  a “spontaneous 
cure,”  and  the  endobronchial  disease  is  said  to 
be  “self-limited.”  In  one  hospital,  I recently 
examined  10  patients  in  succession  with  a 
bronchoscope  for  the  first  time.  Two  had 
endobronchial  disease  in  the  acute  phase,  and  8 
had  a fibrostenotic  lesion.  All  10  had  a positive 
sputum.  We  are  hardly  justified  in  speaking 
of  such  results  as  endobronchial  “cures.”  Fibro- 
stenosis  is  not  a “cure”  in  itself.  It  is  a catas- 
trophe which  should  not  be  allowed  to  happen 
until  the  pulmonary  lesion  is  controlled.  For 
the  acute  bronchial  lesion  to  proceed  to  the 
fibrostenotic  stage  in  the  presence  of  active 
pulmonary  disease  is  proof  of  the  greater  healing 
potentialities  (in  general)  of  the  bronchus  in 
comparison  with  that  of  the  lung.  This  un- 
fortunate occurrence  is  contrary  to  good  practice. 
Bronchial  lesions  should  not  get  well  in  spite  of 
the  pulmonary  lesion.  Adequate  therapy  di- 
rected at  the  pulmonary  lesion  should  be  so 
established  that  the  two  phases  of  the  same 
disease  get  well  simultaneously.  The  best 


results  and  the  real  “cures”  will  be  attained 
when  the  bronchoscopist  and  phthisiologist 
work  hand  in  hand  toward  the  mutual  benefit 
of  the  patient. 

Endobronchial  tuberculosis  in  many  cases 
responds  in  a most  dramatic  way.  Dr.  Kernan’s 
results  are  so  good  that  I am  sure  he  will  agree 
with  me  that  it  is  unusual  for  patients  with 
acute  disease  to  show  no  improvement  after 
one  or  two  bronchoscopic  treatments  (20  per  cent 
silver  nitrate).  When  such  resistance  is  en- 
countered I immediately  suspect  that  the  therapy 
directed  at  the  pulmonary  lesion  is  inadequate 
and  should  be  changed.  This  should  not  be 
considered  an  admission  that  bronchoscopic 
therapy  is  valueless.  It  is  only  valueless  in 
this  case  at  this  moment.  I say  “at  this  mo- 
ment” because  Dr.  Kernan  has  reported  cases 
responding  to  the  mercury  vapor  lamp  which 
failed  under  silver  nitrate.  I should  expect 
that  improvement  in  the  pulmonary  lesion 
occurred  simultaneously,  perhaps  due  to  a 
change  in  the  adopted  therapy.  Though  occa- 
sionally no  improvement  occurs  as  a result  of 
treatment,  much  needed  information  is  obtained. 
Each  failure  is  a warning  signal  or  index  to  the 
status  of  the  pulmonary  lesion.  If  the  patient 
is  on  bed  rest,  collapse  therapy  may  be  indicated 
immediately.  If  an  ineffective  type  of  collapse 
therapy  is  in  process,  it  should  be  converted 
into  an  effective  one.  The  bronchoscopist 
may  be,  therefore,  the  first  to  realize  the  slight 
imbalance  in  favor  of  the  disease,  and  it  seems 
to  me  that  the  “bronchoscopic  eye”  and  its 
“therapeutic  test”  is  no  less  important  in  one’s 
clinical  evaluation  of  the  patient  than  the 
temperature  sheet  or  the  weight  chart.  All 
patients  with  endobronchial  disease  in  the  acute 
phase  should  be  given  the  advantages  of  broncho- 
scopic evaluation  and  treatment. 


A DOCTOR’S  REVENGE 

There  is  a story  about  a French  poodle  of 
which  James  Abbott  McNeil  Whistler,  the  artist, 
was  extravagantly  fond,  relates  the  Philadelphia 
Evening  Bulletin. 

This  poodle  was  seized  with  an  affection  of  the 
throat,  and  Whistler  had  the  audacity  to  send 
for  the  great  throat  specialist,  Sir  Morell  Mack- 
enzie. The  latter,  when  he  discovered  that  he 
had  been  called  to  treat  a dog,  didn’t  like  it 
much,  but  he  said  nothing.  He  prescribed, 
pocketed  a big  fee,  and  drove  away. 

The  next  day  Dr.  Mackenzie  sent  post-haste 
for  Whistler,  who,  thinking  he  was  summoned 
on  some  matter  connected  with  his  beloved  dog, 
dropped  his  work  and  rushed  like  the  wind  to  the 
Mackenzie  home.  On  his  arrival  Sir  Morell  said 
gravely: 

“How  do  you  do,  Mr.  Whistler?  I wanted  to 
see  you  about  having  my  front  door  painted!” 


A NEW  DIVISION  OF  CHEMOTHERAPY 
To  facilitate  research  regarding  new  sulfanil- 
amide products  and  new  synthetic  drugs  with 
antimalarial  properties  to  make  the  United  States 
independent  of  the  Dutch  East  Indies  quinine 
supply  and  in  order  to  extend  work  relating  to 
opium  and  morphine  derivatives  and  various 
studies  relating  to  aging  and  nutrition,  a new 
division  has  been  set  up  in  the  National  Institute 
of  Health  of  the  United  States  Public  Health 
Service,  Dr.  L.  R.  Thompson,  director  of  the 
Institute,  announces.  The  new  unit  will  be 
known  as  the  Division  of  Chemotherapy  and  will 
be  headed  by  Surgeon  W.  H.  Sebrell.  National 
defense  demands  relating  to  synthetic  drugs  that 
may  be  needed  to  supplement  present  supplies 
of  opiates  and  quinine  have  prompted  this 
measure.  Nutrition  studies  now  being  made 
are  centering  around  the  vitamin  B com- 
plex. 


THE  CLINICAL  COURSE  IN  VENTRICULAR  ANEURYSM 

Harry  Gross,  M.D.,  and  J.  B.  Schwedel,  M.D.,  New  York  City 


THE  presence  of  ventricular  aneurysm  is 
frequently  suspected  on  clinical  grounds. 
In  a previous  paper1  we  summarized  the  find- 
ings of  a correlative  study  of  the  x-ray  and 
necropsy  findings  in  81  cases  of  ventricular 
aneurysm.  All  were  associated  with  myocar- 
dial infarction  due  to  coronary  artery  disease. 
Our  purpose  in  this  paper  is,  first,  to  review  the 
clinical  data  in  43  cases  of  ventricular  aneu- 
rysm; second,  to  compare  these  data  with  the 
usual  findings  in  arteriosclerotic  and  hyperten- 
sive heart  disease,  unassociated  with  ventricu- 
lar aneurysm;  and  third,  to  add  additional 
diagnostic  criteria,  if  possible. 

All  the  cases  were  observed  clinically  over 
a period  of  years  and  confirmed  by  necropsy. 
The  pertinent  facts  are  summarized  below. 

There  were  6 women  and  37  men.  The 
ages  of  the  women  ranged  from  65  to  79;  the 
ages  of  the  men  from  41  to  75.  Two  were 
under  50,  15  were  between  50  and  60,  17 
were  between  61  and  70,  and  2 were  over  70. 
The  preponderant  occurrence  of  ventricular 
aneurysm  is  in  the  sixties.  It  is  interesting  to 
note  that  despite  the  fact  that  hypertension  is 
more  common  in  women  and  that  it  hastens 
the  tempo  of  arteriosclerosis,  myomalacia 
cordis,  which  occurs  most  commonly  in  asso- 
ciation with  hypertension,  is,  nevertheless, 
more  severe  and  runs  its  course  sooner  in  men. 
It  is,  however,  well  known  that  men  are  more 
frequently  subject  to  coronary  disease  and 
myocardial  infarction  than  women. 

The  duration  of  symptoms  in  the  known 
cases  ranged  from  six  months  to  nine  years: 
up  to  six  months,  2;  six  to  twelve  months, 
4;  one  to  one  and  one-half  years,  5;  one  and 
one-half  to  two  years,  4;  two  to  three  years, 
6;  three  to  five  years,  10;  five  or  more  years, 
6;  duration  unknown,  6;  total  cases,  43. 

The  onset  with  angina  occurred  in  25  in- 
stances. No  attempt  was  made  to  determine 
the  association  of  angina  pectoris  with  car- 
diac infarction,  since  the  electrocardiogram  of 
transitory  attacks  may  simulate  that  of  car- 
diac infarction  and  also  since  cardiac  infarction 
may  occur  without  cardiographic  changes  or 
pain.2  Anginal  pain  lasted  from  six  months 
to  nine  years.  In  13  cases  the  anginal  onset 
and  failure  coincided.  The  occurrence  of 
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failure  with  angina  makes  it  likely  that  car- 
diac infarction  took  place  at  such  a time. 

In  6 cases  the  onset  was  with  dyspnea;  in 
4 cases  paroxysmal  dyspnea  was  the  dominant 
symptom  at  the  start.  One  had  pulmonary 
edema  and  3 had  congestive  failure  at  the 
onset.  In  4 others  in  which  there  were  no 
symptoms  referable  to  the  heart,  the  diagnosis 
of  ventricular  aneurysm  was  made  only  at 
the  postmortem  examination.  Three  of  these 
were  associated  with  malignancies  and  1 with 
tuberculosis. 

Paroxysmal  nocturnal  dyspnea  and  pul- 
monary edema  were  regarded  as  congestive 
failure  and  were  present  in  16  patients.  These 
symptoms  lasted  from  three  months  to  six 
years.  In  5 cases  paroxysmal  dyspnea  or 
pulmonary  edema  persistently  recurred 
throughout  the  entire  course,  lasting  six 
years,  three  years,  two  years,  one  year,  and 
eight  months,  respectively.  With  but  1 ex- 
ception there  was  objective  congestive  failure 
in  every  case  of  paroxysmal  dyspnea  or  pul- 
monary edema. 

Congestive  failure  lasted  from  six  months 
to  seven  years.  In  5 cases  congestive  failure 
lasted  less  than  six  months;  5,  from  six  to 
twelve  months;  3,  from  one  to  one  and  one- 
half  years;  4,  from  one  and  one-half  to  two 
years;  8,  from  two  to  three  years;  5,  from 
three  to  five  years;  and  3,  for  more  than  five 
years. 

Hypertension  was  known  or  could  be  as- 
sumed from  the  heart  weight  in  35  of  the  43 
cases.  In  4 cases  a heart  weight  of  over  400 
but  less  than  500  Gm.  was  not  enough  to  es- 
tablish or  definitely  exclude  pre-existing  hyper- 
tension. The  association  of  coronary  artery 
disease  with  hypertension  and  the  role  of  high 
blood  pressure  in  cardiac  enlargement  are  well 
established.  In  the  absence  of  valvular  de- 
ficiency or  renal  disease,  cardiac  enlargement 
may  be  attributed  to  hypertension,3  with  few 
exceptions. 

Electrocardiograms  were  available  in  29 
cases,  with  results  shown  in  Table  1. 

A correlation  between  the  electrocardio- 
graphic findings  and  the  site  of  myocardial  in- 
farction was  possible,  but  no  correlation  ex- 
isted between  the  electrocardiographic  find- 
ings and  the  anatomic  site  of  ventricular 
aneurysm.  In  5 instances  a fall  in  voltage 
was  observed ; in  5 others  it  was  already  pres- 
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ent  on  admission.  Such  drop  in  voltage,  as 
well  as  the  superimposition  of  abnormal 
rhythms,  is  less  characteristic  of  ventricular 
aneurysm  than  of  heart  muscle  damage  in- 
cidental to  the  underlying  etiology  of  the 
heart  disease 

The  single  positive  finding  is  the  compara- 
tive frequency  of  right  axis  deviation.4  Three 
developed  a shift  from  left  axis  to  right  axis 
deviation.  Three  already  had  a right  axis 
deviation  when  first  seen.  This  comparative 
frequency  (6  out  of  29  cases)  of  right  axis 
deviation  may  possibly  be  due  to  the  enlarge- 
ment of  the  right  ventricle  as  a result  of  con- 
gestive heart  failure.  Aside  from  the  rela- 
tively frequent  occurrence  (21  per  cent)  of 
right  axis  deviation,  the  electrocardiographic 
findings  were  those  commonly  encountered  in 
hypertensive  heart  disease  or  those  associated 
with  extensive  myocardial  damage.  There- 
fore, it  is  evident  that  no  typical  electrocardio- 
graphic evidence  exists  for  ventricular  aneu- 
rysm. 

The  overwhelming  majority  of  the  cases  ex- 
amined had  greatly  enlarged  hearts,  and  the 
occurrence  of  hearts  weighing  600  to  900 
Gm.  was  very  common.  One  heart  weighed 
1,100  Gm.  Twelve  weighed  450  Gm.  or  less; 
eight,  400  Gm.  or  less;  the  average  heart  weight 
was  555  Gm.  No  correlation  was  found  be- 
tween the  occurrence  of  aneurysm  and  the 
heart  weight.  The  bulge  did  not  appear  to 
contribute  to  the  increase  in  heart  weight. 

Discussion 

A disparity  characterized  by  a large  apical 
impulse  and  disproportionately  poor  heart 
sounds  is  a clinical  sign  of  ventricular  aneu- 
rysm. The  diagnosis  was  suspected  on  this 
basis  several  times.  On  a number  of  occa- 
sions when  the  diagnosis  was  made  on  the 
basis  of  this  disparity,  ventricular  aneurysm 
was  not  found.  The  value  of  this  sign  was 
therefore  of  limited  import. 

The  sites  of  ventricular  aneurysm  have  been 
noted  in  Table  2.  No  correlation  was  found 
between  the  site  of  the  vascular  lesion  and  the 
location  of  myocardial  infarcts,  nor  with  the 
actual  site  of  ventricular  aneurysm.  Vascu- 
lar disease  ranged  from  sclerosis  of  one  major 
coronary  artery  to  occlusion  of  every  major 
coronary  artery.  In  1 unusual  case,  myo- 
cardial infarction  and  ventricular  aneurysm 
occurred  in  the  absence  of  coronary  artery 
closure  or  even  marked  sclerosis. 

In  each  of  4 instances  there  were  2 aneu- 
rysms. In  2,  a high  posterior  aneurysm  of  the 
left  ventricle  was  found  along  with  an  aneu- 


TABLE  1 


No.  of 
Cases 


Left  axis  deviation  24 

Low  voltage  10 

Bundle-branch  block  6 

Intraventricular  conduction  disturbance  5 

Qi,  Q2  pattern  1 

Qi,  Q2,  Ti,  T2  pattern  7 

Q2,  Q3,  or  Q3  alone  4 

Absence  of  initial  positive  deflection  1 

Ti  negative  1 

Ti,  T2  negative  8 

Changes  in  Electrocardiograms 

1.  Left  axis  deviation  to  low  voltage  11 

2.  Left  axis  deviation  to  Qi,  Q2  (QS)3  1 

3.  Left  axis  deviation  to  low  voltage,  bundle- 

branch  block  11 

4.  Left  axis  deviation  to  left  axis  deviation  with 

added  auricular  fibrillation  1 

5.  Left  axis  deviation  to  left  axis  deviation  with 

added  nodal  rhythm  1 

6.  No  axis  deviation,  Qi,  Q2,  Ti  negative  to  left 

axis  deviation  with  disappearance  of  Qi,  Q2  1 

7.  Left  axis  deviation  to  right  axis  deviation  2 

8.  No  axis  to  left  axis  deviation  to  right  axis  de- 

viation 1 

9.  Right  axis  deviation  3 


rysm  in  the  diaphragmatic  portion  of  the  right 
ventricle.  Two  others  had  both  aneurysms 
in  the  left  ventricle  involving  the  upper  por- 
tion of  the  posterior  surface  and  the  lower 
portion  of  the  lateral  wall. 

In  13,  the  size  of  the  aneurysm  was  known. 
The  smallest  measured  7 sq.  cm.  (diameter 
3 cm.).  The  largest  was  7 by  15  cm.  Both 
the  largest  and  the  smallest  aneurysms  were 
in  hearts  from  hypertensive  cases.  No  cor- 
relation was  found  between  increased  heart 
weight  and  the  site  or  size  of  ventricular 
aneurysm. 

The  mechanism  of  bulge  formation  is 
known.  A bulge  is  a local  evagination  of  a seg- 
ment of  the  ventricular  wall.  Myocardial  in- 
farction when  healed  results  in  fibrous  replace- 
ment and  thinning  of  the  ventricular  wall. 
Before  the  fib ro tic  replacement  is  extensive, 
rupture  of  the  ventricle  may  occur.  Our 
cases  represent  the  healed  stages  in  which  the 
bulge  is  formed  by  a fibrous  scar  replacing 
this  portion  of  heart  muscle.  No  instances  of 
rupture  occurred  in  our  patients,  and  we 
know  of  none  in  the  literature.  The  resilience 
of  the  resulting  scar  depends  upon  many  fac- 
tors. These  are  the  size  of  the  area  infarcted, 
the  site  of  infarction,  the  presence  or  absence 
of  intramural  thrombus,  calcification,  peri- 
cardial adhesions,  and  the  supportive  effect 
of  the  surrounding  structures.  It  is  obvious 
than  an  area  of  myocardial  infarction  must  be 
at  least  a certain  size  before  its  surrounding 
structure  will  allow  it  to  bulge.  Large  areas 
of  myocardial  infarction  are  therefore  more 
prone  to  bulge  formation  than  small  ones. 

An  important  factor  in  bulge  formation  is 
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GROSS  AND  SCHWEDEL 


[N.  Y.  State  J.  M. 


TABLE  2 


Case 

MES 

GN 

SW 

HBH 

AP 

ML 

JG 

WF 

EH 

FR 

JB 

MS 

SR 

MR 

HS 

JB 

MG 

HK 

PP 

MES 

DR 

' MS 
DG 
LN 

GAW 

BP 

HR 

YB 

AM 

SB 

ED 

GF 

AS 

HCS 

IM 

JS 

NJ 

JB 

MC 

HI 

AS 

SB 

AF 


Heart 

Weight, 

Grams 

470 

550 

590 

650 

600 

630 

400 

800 

320 

740 

410 

400 

550 

500 

1,100 

500 

600 

600 


850 

650 

550 

400 

350 

680 

500 

780 

840 

450 

540 

500 

415 

500 

300 

530 

600 

500 

440 

250 

350 

700 


Electrocardiogram 

L.A.D. 

L.A.D.  and  I.C.D. 

L.A.D. 

L.A.D.  B.B.B.  low  voltage 
L.A.D.  B.B.B. 

L.A.D.  B.B.B. 

L.A.D.  B.B.B.  low  voltage  Qi,  Q* 

L.A.D.  Ti,  Tj 
L.A.D.  Ti,  Tj 

L.A.D.  Ti,  Tj  low  voltage  small  R4 
L.A.D.  Qi,  Qa,  Ti,  Tj 

L.A.D.  Ti,  Q4  change  to  B.B.B.  low  voltage 
L.A.D.  Ti,  T2,  low  voltage  PR  interval  .24,  low  voltage 
L.A.D.  Ti,  T2,  Qi,  Q2,  low  voltage 
L.A.D.  Q2,  Q3,  T2,  T3 

L.A.D.  Qi,  Qj,  Q4,  RT  elevation,  changed  to  Qi,  Q2,  Qs, 

B.B.B. 

L.A.D.  B.B.B.  Qi,  Q2,  Ti,  T2,  low  voltage 
L.A.D.  Ti,  T2,  low  voltage  changed  to  B.B.B.  low  volt- 
age 

L.A.D.  Qi,  Qi,  Ti  changed  to  L.A.D.,  disappearance  of 
Qi,  Q2i  I.C.D. 

R.A.D.  B.B.B.  low  voltage 
B.B.B.  Tj,  T* 

L.A.D.  Ti,  Tj,  changed  to  A.F.  I.C.D. 

L.A.D.  Ti,  T2,  changed  to  R.A.D.  Qs,  Ti 
L.A.D.  changed  to  R.A.D.  low  voltage,  Qi  changed  to 
Qi,  Q2|  A.F.  I.C.D. 

L.A.D.  I.C.D.  Qs 

Low  voltage,  Q2,  Q3,  L.A.D. 

R.A.D.  Q3,  Ts  changed  to  low  voltage,  Ti 
R.A.D.  A.F.  Q3,  Q4  absent  (old  terminology) 

No  axis  Ti,  T2,  Q3,  I.C.D.  changed  to  L.A.D. 

Q2,  Q3,  low  voltage  changed  to  R.A.D. 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 


Aneurysmal 

Site 


Aneurysmal 

Size 


Blood 

Pressure 


low  ant. 

0 

140/80 

? 

high  post. 

0 

170/88 

H 

low  lat. 

0 

160 

H 

high  post. 

3 

124/80 

H 

low  lat. 

0 

175/120 

H 

high  post.  1.  v. 

0 

120/100 

H 

low  lat. 

0 

150/110 

H 

low  lat. 

3 

170/110 

H 

high  post. 

0 

184/106 

H 

high  post. 

0 

176/76 

H 

high  post.  1.  1. 

0 

150/104 

H 

low  ant. 

0 

170/100 

H 

high  post. 

0 

108/72 

? 

low  ant. 

0 

150/110 

H 

high  post. 

0 

110/85 

H 

low  lat. 

0 

130/85 

H 

low  lat. 

0 

84/60 

H 

low  lat. 

124/90 

H 

low  lat. 

160/100 

H 

ent.  post,  wall 
1.  v.  high  post.  ) 
r.  v.  diaphragm ) 

2X4 

142/102 

160/120 

H 

H 

high  post.  6 cm. 

230/106 

H 

high  post. 

0 

170/108 

H 

low  post, 
low  lat. 

0 

152/100 

H 

0 

110/60 

N 

low  lat. 

3 cm. 

190/110 

H 

low  lat. 

184/120 

H 

low  ant. 

5 cm. 

120/180 

H 

low  lat. 

3.5  cm. 

150/90 

H 

low  lat. 

2.3  cm. 

low  lat. 

0 

84/64 

r 

low  ant. 

6X8 

154/90 

H 

high  post. 

3 cm. 

190/100 

H 

low  ant. 

0 

160/100 

H 

low  post. 

0 

180/70 

H 

low  ant. 

0 

100/00 

H 

high  post. 

0 

90/00 

N 

low  lat. 

0 

140/95 

H 

low  post. 

0 

110/0 

H 

low  lat. 

0 

134/68 

H 

low  post. 

4 cm. 

100/75 

? 

low  post. 

0 

90/60 

N 

low  ant. 

cale.  apex 

106/50 

N 

low  ant. 

7 X 15 

95/65 

H 

43  cases 


I.C.D.  = Intraventricular  conduction  disturbance. 

A.F.  = Auricular  fibrillation. 

B.B.B.  = Bundle-branch  block. 

Qi,  Q2,  Q3  = presence  of  significant  Q waves. 

L.A.D.  = Left  axis  deviation. 

R.A.D.  = Right  axis  deviation. 

Ti,  Tj  = significant  abnormalities  of  T waves. 

N = nonhypertensive. 

H = hypertensive. 

? = presumably  hypertensive. 

0 = no  record  available,  under  EKG. 

0 = size  not  stated,  under  aneurysmal  size. 


muscular  strain  or  work.  Sutton  and  Davis6 
showed  experimentally  that  soon  after  coro- 
nary occlusion  animals  forced  to  work  de- 
veloped ventricular  aneurysm,  whereas  the 
hearts  of  animals  spared  such  effort  healed 
without  the  development  of  ventricular  aneu- 
rysms. 

It  is  possible  that  in  humans  increased 
intraventricular  tension  associated  with 
effort  plays  a role  in  bulge  formation. 
Even  normal  tension  may  conceivably  be 
excessive,  especially  if  the  area  is  large  and 
the  wall  thin.  Added  tension  incidental  to 
effort  during  the  early  phases  of  healing  after 


myocardial  infarction  must  be  borne  in  mind 
as  an  additional  contributory  factor  to  bulge 
formation. 

The  difference  between  intraventricular 
pressure  within  the  right  and  left  ventricles 
probably  accounts  for  the  more  frequent  de- 
velopment of  aneurysm  in  the  left  ventricle. 
The  support  of  the  diaphragm  probably  ac- 
counts for  the  very  infrequent  involvement 
of  the  diaphragmatic  portion  of  the  right 
ventricle.  While  ventricular  aneurysms  may 
increase  the  size  of  the  heart,  such  enlargement 
in  our  experience  is  not  generalized  but  local- 
ized. It  is  our  opinion  that  generalized  car- 
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diac  enlargement  not  attributable  to  other 
causes  is  due  to  hypertension  or  antecedent 
hypertension. 

The  radiographic  findings  have  been  dis- 
cussed in  a previous  paper.1  In  the  examina- 
tion, fluoroscopy  is  of  more  value  than  the 
use  of  films.  The  most  important  single  cri- 
terion is  the  presence  of  a bulge.  This  may 
occur  anywhere  in  the  contour  of  the  left  ven- 
tricle, be  it  lateral,  anterior,  posterior,  high, 
or  low.  At  times,  deep  inspiration  will  reveal 
a bulge  below  the  level  of  the  dome  of  the 
diaphragm.  A bulge  in  the  cardiodiaphrag- 
matic  region  is  very  difficult  to  recognize  but 
may  be  identified  by  careful  inspection  during 
deep  inspiration.  A lateral  bulge  will  produce 
few  difficulties  if  the  left  ventricle  is  correctly 
identified  by  carefully  noting  the  point  of 
junction  of  opposite  pulsations.  A bulge  of 
the  posterior  wall  is  somewhat  more  difficult 
to  identify  within  the  structures  of  the  pos- 
terior mediastinum.  Careful  examination  in 
such  cases  may  reveal  a bulge  breaking  the 
contour  of  the  posterior  surface  so  that  a cor- 
rect diagnosis  may  be  made. 

A definite  incisura  or  angulation  between 
the  site  of  the  bulge  and  the  uninvolved  por- 
tion of  the  ventricle  is  observed  occasionally. 
Increase  in  density  and  pericardial  adhesions 
frequently  serve  to  identify  the  site  of  an 
aneurysm.  Increase  in  density  is  attributed 
to  intraventricular  thrombus,  occasionally 
with  added  calcific  deposition.  An  important 
group  virtually  impossible  to  diagnose  is  that 
in  which  so  massive  a portion  of  the  left 
ventricle  is  involved  that  there  is  enlargement 
of  the  entire  lateral  wall  simulating  other 
types  of  enlargement  of  the  left  ventricle. 

Within  the  past  few  years  considerable  sig- 
nificance has  been  attached  to  the  pulsations 
of  the  ventricular  wall  in  cardiac  infarction  and 
in  ventricular  aneurysm.  Some  stress  has 
been  placed  upon  the  contrapulsile  nature  of 
the  pulsations,  especially  in  ventricular  aneu- 
rysm. Our  findings  and  those  of  others,  whose 
reports  we  summarized  in  a previous  paper,  do 
not  lead  to  an  identical  conclusion.  The  pul- 
sations may  be  strong  or  weak,  synchronous  or 
asynchronous,  systolic  or  contrapulsile.  How- 
ever, in  the  majority  of  instances,  asynchro- 
nicity with  contrapulsile  pulsations  is  present. 


In  all  but  1 patient,  chronic  congestive  failure 
lasted  from  six  months  to  nine  years.  In  addi- 
tion to  clear  evidence  of  water  retention,  we 
regarded  paroxysmal  dyspnea  and  pulmonary 
edema  as  evidences  of  congestive  heart  fail- 
ure. Using  these  criteria,  the  vast  majority  of 
the  cases  had  chronic  congestive  heart  failure 
of  long  duration.  Neither  the  frequency  nor 
the  severity  of  the  clinical  attacks  of  failure 
or  the  duration  of  symptoms  varied  from 
hypertensive  heart  failure  unassociated  with 
ventricular  bulge. 

While  cardiac  hypertrophy  was  the  single 
significant  feature  of  both  the  hypertensive 
hearts  and  the  hearts  in  congestive  heart 
failure,  there  was  no  exact  correlation  between 
the  heart  weight  and  the  duration  of  failure. 
In  the  symptomless  cases  and  those  without 
congestive  failure  there  was  notably  little 
cardiac  hypertrophy. 

Ventricular  aneurysm  made  the  clinical 
course  neither  shorter  nor  more  severe.  It 
is  evident  that  the  clinical  course  of  heart 
failure  in  these  cases  is  that  of  failure  in  hyper- 
tensive heart  disease,  and  in  those  without 
failure,  that  of  arteriosclerotic  heart  dis- 
ease. 

Summary  and  Conclusions 

1.  The  clinical  and  radiographic  findings 
in  43  cases  of  ventricular  aneurysm  are  re- 
viewed. 

2.  The  clinical  course  was  that  of  hyper- 
tensive or  arteriosclerotic  heart  disease. 

3.  Ventricular  aneurysm  appeared  in  no 
way  to  alter  the  clinical  course. 

4.  The  formation  of  ventricular  bulge  is 
probably  the  result  of  increase  of  intraven- 
tricular pressure  incidental  to  physical  effort 
or  even  normal  intraventricular  pressure  in  a 
diseased,  thinned-out  ventricle. 
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A REAL  EXAM. 

Diner:  “I  beg  your  pardon,  but  why  do  all 

these  girls  stare  at  me?” 

Waitress:  “I’m  not  supposed  to  tell  you,  sir, 
but  we  got  some  of  our  food  from  the  school  of 


cookery  and  home  economics,  next  door,  and  if 
you  get  sick  after  that  omelet  you’ve  just  eaten, 
those  girls  have  all  failed  in  their  examination.” 
— Illinois  Medical  Journal 


Case  Report 


TERAS  ANADIDYMUS 

Milton  G.  Potter,  M.D.,  F.A.C.S.,  Buffalo,  New  York 


THIS  unusual  case  occurred  several  years  ago 
in  the  home  of  an  Italian  family. 

The  patient,  aged  34  years,  had  always  been 
in  good  health.  Menstruation  started  at  the 
age  of  13  and  was  regular.  Her  first  baby  was 
lost  during  delivery  by  a midwife.  Another  died 
at  the  age  of  17  months,  cause  unknown.  She 
had  six  living  children,  but  there  was  no  previous 
history  of  twins.  The  family  history  was  not 
remarkable;  both  parents  were  alive  and  well 
(father  was  75  years  old  and  mother,  70  years 
old).  Her  two  sisters  and  four  brothers  were 
also  alive  and  well,  but  two  brothers  and  one 
sister  died  in  early  childhood.  The  husband’s 
family  history  was  not  remarkable.  One  sister 
had  had  twins. 

According  to  her  physician,  Dr.  Oscar  Stover, 
the  patient,  during  the  prenatal  period,  claimed 
she  felt  different  during  this  pregnancy.  She 
complained  of  a heavy  feeling  and  was  unable  to 
do  her  work  as  easily  as  before.  Her  abdomen 
was  much  larger. 

The  first  stage  of  labor  was  uneventful  and 
the  attending  physician  diagnosed  the  presenta- 
tion as  a frank  breech  and  proceeded  under  an 
anesthetic  to  convert  it  into  a double  footling. 
The  body  of  the  child  was  unusually  large  and 
some  difficulty  was  experienced  in  the  extraction 


of  the  legs.  Delivery  of  the  body  was  only  par- 
tially successful  because  of  some  unknown  ob- 
struction, and  consultation  was  sought. 

The  consultant’s  first  impression  was  a twin 
pregnancy,  because  he  was  able  to  feel  externally 
two  heads.  Upon  further  examination  no 
second  body  could  be  discovered. 

By  means  of  a curved  sharp  hook  one  of  the 
heads  was  severed,  and  extraction  of  the  baby 
was  effected.  No  difficulty  was  encountered 
in  the  delivery  of  the  severed  head.  The  mother 
made  an  uneventful  recovery. 

At  the  autopsy,  this  baby  weighed  fourteen 
pounds  and  had  two  normal-sized  heads  (see 
Figs.  1 and  2).  In  addition  there  were  found: 
two  spinal  columns,  two  pairs  of  lungs,  two 
hearts,  two  stomachs,  two  livers,  two  gallblad- 
ders, two  esophagi,  two  spleens,  one  pancreas, 
one  set  of  pelvic  organs,  two  duodenums  which 
fused  together  into  a single  intestinal  tract. 
One  set  of  the  organs  was  very  much  better  de- 
veloped than  the  other. 

Perhaps  the  most  interesting  finding  in  this 
autopsy  was  the  discovery  of  the  two  hearts 
within  one  pericardial  sac.  This  finding  should 
be  of  interest  to  the  embryologists. 

186  Chapin  Parkway 


Fig.  1. 
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Fig.  2. 


Therapeutics 


CONFERENCES  ON  THERAPY 

'’"PHESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of 
the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical 
College  and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  institu- 
tions. The  questions  and  discussions  involve  participation  by  members  of  the  staff  of 
the  college  and  hospital,  students,  and  visitors.  This  conference  was  presented  before 
the  General  Scientific  Meetings  of  the  American  Medical  Association,  New  York,  June 
10,  1940.  The  next  report  will  appear  in  the  April  1 issue  and  will  concern  “Treatment 
of  Rheumatoid  Arthritis.” 


Digitalis  in  Heart  Failure 


Dr.  Eugene  F.  DuBois:  Today  we  have 
selected  a drug  and  a condition  with  which 
you  are  all  familiar.  We  shall  limit  the  dis- 
cussion to  the  use  of  digitalis  in  heart  fail- 
ure. 

We  try  to  use  the  pronunciation  “digitalis” 
but  often  revert  to  “digitalis”  or  “digitalis.” 
It  makes  little  difference  which  is  used.  The 
variation  in  pronunciation  mirrors  well  the 
variability  in  the  strength  of  the  drug. 

First  I shall  ask  Dr.  Walter  L.  Niles,  who 
has  been  practicing  medicine  and  teaching 
students  in  New  York  for  about  thirty  years, 
to  give  the  clinical  aspects  of  the  use  of  dig- 
italis. 

Dr.  Niles,  are  you  a heart  specialist? 

Dr.  Walter  L.  Niles:  No,  Dr.  DuBois. 

Dr.  DuBois:  Then  you  are  the  man  we 
want.  We  do  not  need  a heart  specialist  for 
this  purpose. 

Dr.  Niles:  I believe  that  every  doctor 
should  be  trained  so  that  he  can  intelligently 
treat  patients  with  heart  disease.  He  does 
not  have  to  be  a heart  specialist. 

Digitalis  is  the  most  effective  drug  that  we 
possess  in  the  treatment  of  heart  disease,  and 
every  physician  should  be  thoroughly  familiar 
with  its  use.  Although  William  Withering 
called  attention  to  its  value  in  1785,  it  was 
not  until  early  in  the  present  century  that  its 
use  became  widespread,  in  large  part  due  to 
the  observations  and  teachings  of  Sir  James 
Mackenzie. 

Let  me  mention  a few  general  principles  for 
using  digitalis. 

In  each  case  enough  of  the  drug  must  be 
given  to  produce  digitalization.  This  is 
manifested  by  improvement  in  the  circulation 
or  by  toxic  symptoms. 

The  aim  should  be  to  secure  better  circula- 
tion without  producing  toxic  symptoms. 
When  neither  improvement  in  the  circulation 


nor  toxic  manifestations  have  developed,  it  is 
usually  because  of  insufficient  dosage.  That 
is  our  experience  as  patients  come  into  the 
hospital.  Few  of  them  have  had  enough  of 
the  drug  to  produce  effective  results. 

There  is  a direct  relationship  between  body 
weight  and  the  dosage  of  digitalis,  although 
other  factors  such  as  the  rate  of  absorption 
modify  it  somewhat.  The  body  weight, 
therefore,  serves  as  a useful  guide  for  effective 
dosage. 

When  desired,  as  in  cases  with  advanced 
congestive  heart  failure,  the  full  therapeutic 
effect  of  digitalis  may  be  secured  within 
twenty-four  hours.  The  method  is  first  to 
estimate  the  theoretic  requirement  of  the  pa- 
tient. Then  give  one-half  the  estimated  dose. 
After  six  hours  give  one-quarter  of  the  esti- 
mated dose  and  divide  the  remaining  quarter 
into  three  doses  to  be  given  at  four-hour  inter- 
vals. That  is,  if  you  estimate  that  a patient 
requires  30  grains  of  powdered  leaves,  first 
give  him  15  grains;  after  six  hours  give  him 
71/2  grains  and  divide  the  remaining  dose  into 
three  to  be  given  at  four-hour  intervals.  In 
this  way  you  can  watch  carefully  the  develop- 
ment of  toxic  manifestations,  and  if  they 
arise — and  this  is  very  unusual — before  the 
complete  dosage  has  been  administered,  it  may 
be  stopped.  One  will  seldom,  if  ever,  get 
into  serious  trouble  following  this  routine. 

It  is  important  before  giving  any  digitalis 
to  ascertain  whether  the  patient  has  had  any 
of  the  drug  within  the  past  week  or  two.  If 
so,  modify  the  dosage  accordingly  and  exer- 
cise great  caution  in  attempting  rapid  digi- 
talization. 

Following  the  body-weight  method  of 
calculating  the  dosage  of  digitalis,  we  find  that 
a patient  of  medium  size — say  about  150 
pounds — would  require  approximately  30 
grains  of  powdered  leaf.  A small-sized  adult 
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patient  would  require  about  26  grains  of  pow- 
dered leaf,  but  a large  person  would  need  34 
grains  or  possibly  more. 

About  3 grains  of  digitalis  will  be  elimi- 
nated from  the  body  daily.  A certain  amount 
must  be  accumulated  in  the  body  before  a 
therapeutic  effect  will  be  obtained.  There- 
fore, to  obtain  such  an  effect  the  rate  of  in- 
gestion must  be  faster  than  the  rate  of  elimi- 
nation. When  the  therapeutic  effect  has 
been  secured,  a certain  amount  of  digitalis, 
about  3 grains  daily,  must  be  given  in  order 
to  maintain  the  effect. 

The  best  method  of  giving  digitalis  is  by 
mouth.  It  is  rarely  necessary  or  advisable  to 
administer  it  otherwise.  Digitalis  does  not 
produce  vomiting  except  as  a toxic  symptom, 
in  which  case  the  optimum  effect  of  the  digi- 
talis on  the  circulation  has  already  been  se- 
cured. 

The  only  preparation  of  digitalis  used  in 
our  clinic  for  oral  administration  is  the 
powdered  leaves,  put  up  in  tablets  or  cap- 
sules. We  arrived  at  this  decision  after 
long  study  and  many  trials  with  other  prepara- 
tions. 

In  rare  cases  when  the  patient  cannot 
swallow  or  when  vomiting  persists  from 
causes  other  than  digitalis  therapy,  the  digi- 
talis may  be  given  by  rectum.  The  dosage 
is  about  the  same  and  absorption  is  about  as 
rapid  as  when  given  by  mouth.  The  stand- 
ardized tincture  of  digitalis  is  used,  diluted 
in  2 or  3 ounces  of  normal  saline  solution. 
One  drachm,  or  60  minims  or  4 cc.,  equals  6 
grains  of  powdered  leaf.  Therefore,  the 
average-sized  patient,  weighing  150  pounds, 
would  require  about  5 drachms  of  the  tinc- 
ture of  digitalis,  which  is  the  equivalent  of  30 
grains  of  powdered  leaves. 

The  tincture  must  always  be  measured  in  a 
glass.  It  should  not  be  measured  by  the 
drop.  If  you  try  it  out,  you  will  be  surprised 
to  find  that  30  drops  of  the  tincture  will  ac- 
tually amount  to  only  10  or  15  minims  as 
measured  in  the  glass. 

In  cases  of  emergency  I prefer  to  use  oua- 
bain (crystallized  strophanthin)  intrave- 
nously. An  initial  effect  may  develop  within 
five  minutes  and  the  maximum  effect  will  oc- 
cur within  forty-five  minutes.  It  is  dangerous 
to  use  ouabain  if  the  patient  has  had  digitalis 
within  about  two  weeks.  If  the  patient  has 
not  been  given  digitalis  within  two  weeks,  in- 
ject V120  grain  into  a vein.  If  there  is  no  im- 
provement in  the  circulation  after  forty-five 
minutes  have  elapsed,  repeat  the  dose. 
Never  give  more  than  V«o  grain  of  ouabain 


within  twenty-four  hours.  The  effect  passes 
off  within  five  days. 

Optimum  digitalization  is  the  state  in 
which  the  patient’s  circulation  is  most  efficient. 
This  varies  considerably  in  different  patients, 
and  it  can  be  attained  only  by  prolonged  ob- 
servation and  by  trial.  Patients  usually  do 
best  with  the  ventricular  rate  between  70  and 
80.  However,  some  are  better  with  a rate  be- 
tween 50  and  60,  while  some  are  at  their  best 
with  a rate  around  90. 

The  chief  indication  for  digitalis  therapy  is 
heart  failure,  with  or  without  auricular  fibrilla- 
tion, with  or  without  flutter,  with  or  without 
heart  block. 

Digitalis  should  not  be  used  in  preparation 
for  surgical  operations  unless  congestive 
failure  exists.  It  should  not  be  used  in  sur- 
gical or  traumatic  shock,  in  collapse  during 
anesthesia,  in  the  treatment  of  infectious 
diseases  such  as  pneumonia  or  diphtheria, 
etc.,  or  in  neurocirculatory  asthenia.  A 
great  deal  of  digitalis  is  wasted  on  patients  of 
this  class. 

The  only  contraindication  for  the  use  of 
digitalis  is  the  absence  of  heart  failure. 

Suppose  a typical  example  of  congestive 
heart  failure  comes  into  the  hospital : a young 
man  who  gives  a previous  history  of  rheumatic 
fever,  who  obviously  has  mitral  disease,  and 
whose  heart  is  in  auricular  fibrillation.  He 
has  orthopnea  and  congestion  at  the  bases  of 
the  lung  and  fluid  in  the  pleural  cavity,  right 
or  left;  his  liver  is  swollen,  and  he  has  marked 
edema  of  the  lower  extremities. 

I would  say  the  first  thing  to  do  with  such 
a patient  is  to  put  him  in  bed  and  make  him 
just  as  comfortable  as  possible. 

The  next  thing  to  do  is  to  give  him  a dose  of 
morphine.  If  he  is  a medium-sized  patient, 
probably  y4  grain.  His  fluids  should  be 
limited  to  1,500  cc.  daily,  and  his  diet  should, 
of  course,  be  fight  and  simple.  He  won’t 
want  much  anyhow. 

Then  begin  at  once  the  administration  of 
digitalis.  If  you  are  using  powdered  leaves, 
as  I think  you  ought  to,  give  the  man  (weigh- 
ing 150  pounds)  15  grains;  in  six  hours  give 
him  7V2  grains  and  then  divide  the  remaining 
7XA  grains  into  approximately  three  doses  to 
be  given  at  four-hour  intervals.  If  he  de- 
velops signs  of  digitalis  intoxication,  of  which 
the  mpst  obvious  is  vomiting,  then  stop  before 
the  total  amount  has  been  given. 

Dr.  DuBois:  Our  chief  object  in  these 
conferences  is  to  make  the  practical  work 
scientific  and  the  scientific  work  practical. 
Next  I am  going  to  call  on  the  pharmacolo- 
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gists.  We  have  two  here  in  this  session. 
The  first,  Dr.  Cattell,  will  speak  on  the  physio- 
logic aspects  of  digitalis. 

Dr.  McKeen  Cattell:  In  discussing 
the  physiologic  background  underlying  the 
action  of  digitalis  in  congestive  heart  failure 
I wish  to  stress  two  points — two  well-estab- 
lished observations  that  are  fundamental  to 
our  understanding  of  the  mechanism  of  digi- 
talis action. 

The  first  is : The  work  done  by  a muscle  is 
related  to  its  length.  A stretched  muscle  re- 
leases more  energy  than  a shorter  muscle. 
This  is  a general  rule  applicable  to  all  types 
of  muscle  and  was  applied  to  the  heart  by 
Starling,  in  which  connection  it  is  known  as 
Starling’s  law  of  the  heart.  It  represents  the 
mechanism  by  which  the  energy  of  the  heart 
beat  is  adjusted  to  the  needs  of  the  body. 
Whenever  the  venous  return  is  increased — as, 
for  example,  following  exercise — the  pressure 
rises  and  the  diastolic  fiber  length  is  increased. 
The  stronger  contraction  which  automatically 
follows  takes  care  of  the  extra  blood. 

The  same  changes  occur  in  weakness  of 
cardiac  muscle  due  to  damage  from  any 
cause  Incomplete  emptying  is  followed  by 
an  accumulation  of  blood  and  an  increased 
venous  pressure.  The  diastolic  size  of  the 
heart  increases  and  the  longer  muscle  responds 
with  a more  forceful  contraction.  As  failure 
increases,  the  limits  of  compensation  may  be 
exceeded  and  the  various  signs  of  circulatory 
failure  become  manifest. 

This  leads  to  the  important  conclusion 
that  the  dilated  heart  of  congestive  heart 
failure  is  not  of  itself  a deleterious  phe- 
nomenon; rather  it  represents  the  means  by 
which  the  organ  adapts  itself  to  an  unfavor- 
able situation.  The  same  thing  holds  for  the 
increased  venous  pressure  and  the  rapid 
heart  rate.  They  are  changes  tending  to 
correct  any  disparity  between  cardiac  output 
and  circulatory  needs  of  the  body. 

Where  does  digitalis  enter  this  picture? 
That  question  brings  me  to  the  second  point 
I wish  to  stress.  Digitalis  has  a direct  action 
on  cardiac  muscle  which  causes  it  to  contract 
with  greater  force.  This  was  demonstrated 
by  Cushny  more  than  forty  years  ago  and  has 
since  been  confirmed  by  many  investigators. 
In  our  laboratory  we  have  been  able  to  show 
that  isolated  mammalian  cardiac  muscle, 
driven  at  a constant  rate  and  maintained  at  a 
constant  length,  exhibits  an  increased  force 
of  contraction  under  the  influence  of  digitalis. 
Thus,  independently  of  any  secondary  factors 
such  as  changes  in  length,  changes  in  rate,  or 


nervous  or  circulatory  influences,  digitalis  re- 
sults in  an  increased  force  of  contraction 
which  must  be  due  to  a primary  action  on 
cardiac  muscle.  I need  only  ask  you  to 
consider  the  consequence  of  this  action  in 
relation  to  Starling’s  law  of  the  heart.  As 
the  result  of  the  augmented  cardiac  contrac- 
tion produced  by  digitalis,  it  follows  from 
well-established  physiologic  principles  that 
the  heart  rate  should  slow,  the  diastolic  size 
decrease,  and  the  venous  pressure  fall.  Thus 
the  changes  associated  with  failure  subside. 

It  is  an  interesting  commentary  that  in 
spite  of  the  facts  just  related  several  alterna- 
tive explanations  for  the  action  of  digitalis 
are  held  at  the  present  time.  These  place 
the  primary  action  on  one  or  another  of  the 
prominent  symptoms  of  congestive  failure. 
Thus,  some  believe  that  the  primary  action 
is  to  slow  the  heart,  others  that  it  is  to  reduce 
the  venous  pressure  by  constricting  the  he- 
patic veins,  and  still  others  that  it  is  to  shorten 
the  muscle  to  a more  favorable  length.  It  is 
not  possible  to  review  these  theories  at  this 
time,  but  it  may  be  stated  that  the  evidence 
in  their  support  is  indirect,  and  it  is  clear  that 
the  subsidence  of  these  symptoms  should 
follow  the  improvement  in  muscle  function  so 
characteristic  of  digitalis  action. 

With  regard  to  the  mechanism  by  which 
digitalis  acts  on  cardiac  muscle  to  improve  the 
force  of  contraction  we  have  very  little  exact 
information.  It  is  a problem  of  fundamental 
interest  and  one  on  which  considerable  work 
is  being  done  at  the  present  time.  On  the 
papillary  muscle  of  the  cat’s  heart  we  have 
found  ouabain  and  digitoxin  to  be  effective  in 
concentrations  as  low  as  1 part  in  100,000,000. 
It  is  safe  to  conclude  that  such  a high  degree 
of  potency  represents  an  action  on  the  surface 
of  the  cell.  An  effect  of  digitalis  which  we 
have  been  able  to  demonstrate  in  our  labora- 
tory is  the  diffusion  of  potassium  outward  from 
the  cell.  Whether  this  has  any  relation  to 
its  therapeutic  action  must  await  further 
investigation.  Dr.  Visscher  and  his  associ- 
ates at  Minnesota  have  reported  interesting 
experiments  in  which  the  changes  in  efficiency 
have  been  studied  in  the  heart-lung  prepara- 
tion of  the  dog.  As  cardiac  failure  progresses, 
there  is  a decrease  in  the  work  done  per  unit 
of  oxygen  consumed — that  is,  there  is  a fall 
in  the  efficiency  of  contraction  in  a mechanical 
sense.  When  digitalis  is  added  to  the  per- 
fusing fluid,  the  heart  does  more  work  and  it 
does  so  without  a corresponding  increase  in 
the  oxygen  consumption.  Thus,  digitalis 
results  in  improvement  in  the  efficiency  at 
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which  the  heart  carries  on  its  work.  It  not 
only  does  more  work  but  it  does  it  more  ef- 
ficiently. 

Dr.  DuBois:  By  this  time  a good  many 
of  you  have  questions.  I shall  ask  Dr.  Mil- 
horat  to  hand  out  cards  in  case  you  care  to 
write  them  down.  We  should  like  to  have  as 
many  as  possible. 

Dr.  Harry  Gold  will  continue  the  discussion 
of  the  pharmacologic  aspects  of  digitalis  prep- 
arations. 

Dr.  Harry  Gold:  I am  going  to  confine 
my  remarks  to  that  aspect  of  the  pharma- 
cology of  digitalis  which  has  to  do  with  the 
choice  of  preparations. 

Dr.  Niles  stated  that  the  adult  patient  of 
average  weight  requires  about  30  grains  of 
digitalis  to  produce  the  full  therapeutic  ef- 
fects. I presume  he  has  reference  to  the 
U.  S.  P.  digitalis  leaf. 

It  has  been  our  general  experience  that 
digitalis  leaf  meets  the  requirements  of  digi- 
talis therapy  as  satisfactorily  at  least  as  any  of 
the  specialties  of  digitalis  in  the  form  of  ex- 
tracts or  mixtures  for  oral  administration. 

There  are  a few  matters  concerning  digi- 
talis leaf  or  the  tincture,  however,  which  re- 
quire special  attention  because  digitalis  prepa- 
rations show  wide  differences  in  their  com- 
position and  potency.  A point  that  is  per- 
haps not  generally  known  is  that  digitalis  of 
the  present  Pharmacopoeia  is  about  50  per  cent 
stronger  than  digitalis  of  the  previous  Pharma- 
copoeia. This  means  that  for  every  15  minims 
of  tincture  of  digitalis  which  we  prescribed 
prior  to  1936  we  now  prescribe  only  10 
minims  of  the  tincture,  and  that  for  every 
IV2  grains  of  digitalis  leaf  which  we  prescribed 
prior  to  1936  we  now  prescribe  only  1 grain  of 
digitalis  leaf. 

The  U.  S.  P.  digitalis  is  standardized  by 
the  frog  method  in  accordance  with  the 
technic  outlined  in  the  Pharmacopoeia.  We 
must  not  assume,  however,  that  because 
U.  S.  P.  digitalis  leaf  is  standardized  it  is  all 
of  uniform  potency.  The  Pharmacopoeia  it- 
self allows  a 40  per  cent  range  between  the 
weakest  and  the  strongest  preparation. 

More  important,  perhaps,  than  this  is  the 
fact  that  digitalis  preparations  of  commerce 
show  a much  wider  range.  We  recently  as- 
sembled a group  of  preparations  of  the  most 
popular  brands  of  the  tincture  of  digitalis. 
We  assayed  them  by  the  cat  method,  and  we 
found  wide  variations — all  the  way  from 
0.35  cc.  per  cat  unit  for  the  strongest  prepara- 
tion of  the  tincture  to  0.96  cc.  per  cat  unit  for 
the  weakest  one.  The  strongest  preparation 


is  then  about  three  times  as  potent  as  the 
weakest,  a difference  of  about  300  per  cent 
for  preparations  of  the  tincture  of  digitalis 
which  are  labeled  U.  S.  P.  XI. 

In  the  case  of  a patient  who  is  seriously  ill 
and  requires  rapid  digitalization  by  very 
large  doses,  the  importance  of  the  matter  is 
self-evident,  whether  the  digitalis  is  one- 
third  as  strong  or  three  times  as  strong  as  we 
expect  it  to  be. 

However,  when  we  pursue  a technic  of 
digitalization  along  the  fines  described  by 
Dr.  Niles,  in  which  we  divide  the  full  dose 
into  fractions,  the  marked  variation  in  po- 
tency of  preparations  is  not  quite  so  serious 
because  in  such  cases  one  gives  more  or  less  of 
the  drug,  being  guided  by  the  development  of 
effects  and  symptoms. 

I see  no  satisfactory  solution  at  the  present 
time  for  the  difficulties  of  wide  variations  in 
the  potency  if  we  continue  to  depend  on  prep- 
arations of  the  whole  digitalis  leaf.  We 
shall  be  better  off,  to  be  sure,  if  at  least  we 
keep  aware  of  the  fact  that  these  differences 
in  potency  of  preparations  labeled  U.  S.  P. 
XI  exist. 

I might  add  that  the  New  York  Heart  As- 
sociation has  solved  this  problem  for  itself  by 
purchasing  a large  batch  of  digitalis  leaf, 
enough  to  last  three,  four,  or  five  years. 
This  is  physiologically  assayed  by  the  cat 
method  and  made  up  into  tablets  of  varying 
sizes.  This  insures  uniformity  of  the  digi- 
talis for  at  least  that  period  of  time  for  the 
sixty  member  clinics  which  take  care  of  about 
20,000  cardiac  patients. 

The  real  solution  of  the  problem  of  variable 
potency  of  digitalis  preparations  lies  in  the 
discovery  of  the  purified  glucosides  which 
might  be  obtained  in  crystals  of  uniform 
strength  which  will  not  require  biologic 
standardization.  During  the  past  year  we 
have  made  some  studies  along  these  fines, 
and  the  results  offer  considerable  promise. 
Our  experience  with  man  is  similar  to  that  of 
Hatcher  and  others  with  animals  and  shows 
that  digitoxin-fike  materials  obtained  from 
digitalis  leaf  possess  extraordinarily  valuable 
properties.  We  have  now  had  some  experi- 
ence with  “Digitoxin-Merck”  and  more 
with  the  crystalline  material  of  the  French 
preparation  known  as  “Digitaline  Nativelle.,, 

These  two  materials,  although  not  identi- 
cal, are  similar  in  important  respects.  They 
are  absorbed  from  the  gastrointestinal  tract 
almost  as  well  as  a dose  of  strychnine  or  a 
dose  of  quinine.  Results  in  animal  experi- 
ments show  that  a dose  is  almost  as  effective 
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by  oral  administration  as  by  intravenous  in- 
jection. I believe  it  is  not  generally  appreci- 
ated that  only  about  10  to  20  per  cent  of  the 
potent  substances  in  digitalis  leaf  or  the  tinc- 
ture is  absorbed  from  the  gastrointestinal 
tract,  whereas  in  a similar  period  practically 
100  per  cent  of  the  dose  of  these  materials  is 
absorbed  from  the  gastrointestinal  tract. 

It  requires  only  3 cat  units  of  “Digitaline 
Nativelle”  to  produce  full  digitalization  by 
oral  administration  as  against  the  usual  dose 
of  about  20  cat  units  of  digitalis  leaf  or  the 
tincture. 

With  such  materials  as  these  I believe  that 
we  are  well  on  the  way  to  the  development  of 
digitalis  therapy  by  purified  glucosides  which 
are  rapidly  and  completely  absorbed  from 
the  gastrointestinal  tract,  and  there  is  an 
indication  that  these  materials  can  be  ex- 
tracted from  digitalis  with  such  uniformity 
as  to  require  no  biologic  standardization. 

Dr.  DuBois:  We  have  already  gathered 
in  a good  many  questions.  I have  tried  to 
distribute  them  among  the  different  speakers. 

Question:  Does  a cat  unit  of  different 
preparations  of  digitalis  produce  the  same 
effects  in  man? 

Dr.  DuBois:  I think  that  has  just  been 
answered  in  part  by  Dr.  Gold.  How  is  it, 
Dr.  Gold,  for  the  various  preparations  of 
powdered  leaf  and  tincture?  Are  the  effects 
in  man  still  proportional  to  the  cat  unit? 

Dr.  Gold:  For  different  specimens  of  the 
same  material  the  cat  method  appears  to 
apply  fairly  satisfactorily.  One  may  com- 
pare one  specimen  of  digitalis  with  another 
by  the  cat  method,  but  one  must  not  attempt 
to  compare  a purified  glucoside  such  as  digi- 
toxin  with  digitalis  leaf  by  any  animal 
method.  We  have  evidence  that  the  results 
are  not  likely  to  apply  to  man  unless  the  test- 
ing is  done  on  man  directly.  In  our  recent 
studies  we  found  that  1 cat  unit  of  “Digi- 
taline Nativelle”  has  the  effect  in  man  of  6 to 
12  cat  units  of  digitalis  leaf. 

Question:  It  has  been  said  that  the 
tincture  of  digitalis  should  not  be  prescribed 
by  “drops.”  Why  not? 

Dr.  DuBois:  Dr.  Niles  emphasized  that 
point.  The  drops  of  a tincture  are  very  small 
on  account  of  the  alcoholic  content.  It  has 
been  my  experience  that  it  takes  2V2  to  3 
drops  of  tincture  to  make  1 minim,  so  that 
there  is  a great  deal  of  difference  between  the 
minim  actually  measured  in  a glass  and  the 
drop.  Of  course,  in  the  case  of  a watery 
solution  a drop  and  a minim  are  much  closer 
together. 


Question:  In  your  case  of  decompensated 
rheumatic  mitral  disease,  what  will  be  your 
advice  regarding  digitalis  when  the  patient 
leaves  the  hospital  fully  compensated — es- 
pecially the  dose,  amount  and  frequency? 

Dr.  Niles:  I would  prescribe  3 grains  of 
digitalis  leaves  to  be  given  in  one  dose,  that 
is,  once  a day.  The  most  convenient  time  is 
after  breakfast.  It  probably  should  be  kept 
up  over  a long  time  or  indefinitely.  However, 
that  dose  might  not  be  enough  for  that  man 
or  it  might  be  too  much.  One  must  find  the 
dosage  at  which  he  feels  best.  Many  pa- 
tients learn  by  themselves.  They  leave  out 
digitalis  for  a day  or  two,  or  when  they  feel  a 
certain  way  they  may  take  an  extra  dose  on 
some  other  day,  but  approximately  3 grains 
of  digitalis  leaves  is  the  average  daily  dose. 

Dr.  DuBois:  There  are  several  questions 
here  with  regard  to  the  use  of  digitalis  in 
coronary  thrombosis. 

Question:  Would  you  use  digitalis  or 
strophanthin  in  acute  coronary  occlusion  (a) 
without  heart  failure  and  (b)  with  heart 
failure? 

Dr.  Niles:  My  own  feeling  is  that  with- 
out heart  failure  one  would  not  use  digitalis. 
I see  no  indications  for  it.  With  heart  failure 
in  any  form  I certainly  would  give  digitalis. 
There  are  certain  theoretic  objections  de- 
scribed in  the  texts,  such  as  that  the  increase 
of  strength  of  the  ventricular  contractions 
might  produce  rupture,  but  I think  they  are 
really  unimportant.  Therefore,  I do  give 
digitalis  to  patients  with  coronary  thrombosis 
provided  they  have  any  form  of  heart  fail- 
ure. 

Question  : Why  not  use  digitalis  in  auricu- 
lar fibrillation  after  coronary  thrombosis? 
When  is  it  safe  after  coronary  thrombosis? 

Dr.  Niles:  I think  it  is  safe  any  time 
after  coronary  thrombosis  when  there  is 
heart  failure. 

If  the  patient  has  auricular  fibrillation 
following  coronary  thrombosis  and  develops  a 
rapid  ventricular  rate,  he  will  almost  certainly 
have  some  indications  of  heart  failure. 
Therefore,  I would  give  the  patient  digitalis. 
In  other  words,  it  all  comes  back  to  the  ques- 
tion of  heart  failure. 

I think  that  answers  all  of  the  questions 
concerning  the  use  of  digitalis  in  coronary 
thrombosis. 

Question:  Did  Dr.  Cattell  mean  to  im- 
ply that  digitalis  has  no  slowing  effect  on  con- 
ductivity of  the  heart  beat  or  on  the  vagus? 
Does  not  digitalis  have  a primary  action  on 
auriculoventricular  conduction  which  would 
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account  for  the  slowing  of  the  ventricular  rate 
in  auricular  fibrillation? 

Dr.  Cattell:  I am  glad  that  question 
has  been  raised  because  one  of  the  well-known 
actions  of  this  group  of  drugs  is  the  direct  one 
on  conduction  between  the  auricle  and  ven- 
tricle, and  it  is  undoubtedly  true  that  when  a 
sufficiently  large  dose  of  digitalis  is  given 
slowing  of  the  rate  may  result  from  that 
cause.  However,  it  can  be  shown  that  when 
the  auricle  is  fibrillating,  even  when  digi- 
talized, the  rate  is  under  the  control  of  the 
vagus  mechanism,  for  the  heart  of  patients 
under  these  conditions  responds  to  exercise 
or  atropine  with  an  increase  in  rate.  Under 
these  circumstances  there  is  every  reason  to 
believe  that  an  improvement  of  muscle  func- 
tion would  be  followed  by  a slower  rate,  i.e., 
the  normal  physiologic  response  prevails. 
That  is  the  case  with  ordinary  therapeutic 
doses,  but  with  larger  doses  the  direct  effect 
on  conduction  plays  a large  part.  This  is 
proved  by  the  use  of  atropine,  as  in  Dr. 
Gold’s  recent  studies,  which  loses  most  of  its 
effect  on  the  heart  rate  when  sufficiently 
large  doses  of  digitalis  are  given. 

Question:  Dr.  Niles  states  that  3 grains 
of  digitalis  daily  is  necessary  to  keep  a pa- 
tient digitalized.  We  have  been  taught  that 
D/2  grains  only  is  necessary.  What  is  the 
reason  for  this  discrepancy? 

Dr.  Gold:  I believe  that  when  Dr.  Niles 
spoke  of  3 grains  he  referred  to  the  average 
patient,  but  there  are  some  who  require  less 
and  some  more.  However,  I think  the  ques- 
tion brings  up  a point  of  importance  and  re- 
lated to  the  matter  that  Dr.  Cattell  has  just 
discussed.  In  one  and  the  same  patient  one 
sometimes  finds  that  iy2  grains  or  3 grains 
seem  to  be  equally  effective  in  keeping  the 
heart  rate  in  auricular  fibrillation  at  a given 
level.  By  way  of  illustration,  you  digitalize 
a patient  fully  with  25  grains  in  the  first 
twenty-four  to  forty-eight  hours,  reducing 
the  ventricular  rate  to  70  a minute.  Then 
you  give  that  patient  iy2  grains  daily  and 
the  rate  remains  at  that  level  for  months. 
But  you  might  double  the  dose  without  send- 
ing the  rate  any  lower.  When  the  patient 
received  D/2  grains  daily  with  the  rate  at  70, 
a dose  of  atropine  to  paralyze  the  vagi  sent 
the  rate  to  150  or  160  a minute,  whereas, 
when  the  rate  was  maintained  at  70  by  3 
grains  daily,  the  paralytic  dose  of  atropine 
sent  the  rate  only  up  to  about  100  a minute. 
In  the  latter  case  the  patient  was  much  less 
susceptible  to  marked  fluctuations  in  ventricu- 
lar rate  with  slight  effort,  since  the  mech- 


anism of  slowing  was  one  of  direct  action  on 
the  auriculoventricular  conduction,  whereas 
in  the  first  instance  the  mechanism  of  slowing 
was  through  the  vagus  as  outlined  by  Dr. 
Cattell. 

Question:  Are  some  digitalis  glucosides 
superior  to  others  with  regard  to  their  action 
on  cardiac  muscle  and  to  the  incidence  of 
toxic  effects? 

Dr.  Gold:  There  is  no  convincing  evi- 
dence that  any  digitalis  glucoside  is  superior 
to  any  other  from  the  standpoint  of  the 
range  between  the  therapeutic  dose  and  the 
toxic  dose.  Nevertheless,  with  a preparation 
that  is  more  rapidly  absorbed  than  another, 
toxic  symptoms  are  less  likely  to  be  pro- 
duced, because  slow  absorption  and  irregular 
absorption  go  hand  in  hand. 

Question:  How  stable  is  the  tincture  of 
digitalis  or  at  what  age  does  it  become  worth- 
less? 

Dr.  Gold:  We  have  had  tinctures  of 
digitalis  in  the  laboratory  which  have  been 
standing  for  years,  and  they  have  retained 
their  activity  as  tested  by  the  cat  method. 
There  is  a tendency  for  the  tincture  of  digitalis 
to  show  a loss  of  activity  by  the  frog  method 
of  assay  in  the  course  of  months  and  some- 
times years,  but  there  is  no  good  evidence 
that  such  tinctures  are  materially  weaker  in 
man. 

Question:  Do  you  advise  digitalis  in 
rheumatic  heart  disease  with  a high  heart 
rate? 

Dr.  Niles:  Certainly  not  unless  there 
are  signs  of  heart  failure. 

Question:  Is  there  any  contraindication 
to  digitalis  usage  in  a failing  heart  following 
prolonged  hypertension? 

Dr.  Niles:  Prolonged  hypertension  is  no 
contraindication.  There  is  certainly  every 
indication  for  the  use  of  digitalis  from  the  ef- 
fects of  which  the  blood  pressure  will  probably 
fall.  It  is  surprising  how  well  patients  of 
this  class  do  for  long  periods  of  time  on  digi- 
talis. 

Question:  The  statement  was  made 

cautioning  against  the  use  of  digitalis  in 
pneumonia.  With  definite,  congestive  heart 
failure  complicating  pneumonia,  would  it  be 
better  to  use  digitalis  or  wait  for  the  finding 
of  right  heart  failure  at  autopsy? 

Dr.  Niles:  That  is  a sort  of  cryptic  ques- 
tion which  demands  a straight  answer.  If 
congestive  heart  failure  complicates  pneu- 
monia one  uses  digitalis,  of  course.  In  fact, 
the  sum  and  substance  of  the  indications  for 
the  use  of  digitalis  depend  upon  the  existence 
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of  heart  failure.  If  there  is  heart  failure, 
give  digitalis.  If  there  is  no  heart  failure,  do 
not  give  digitalis. 

It  has  been  customary  in  many  clinics,  as 
it  was  with  us,  routinely  to  digitalize  patients 
with  pneumonia.  At  Bellevue  Hospital  we 
carried  out  quite  an  extensive  study  a few 
years  ago  and  found  the  mortality  actually 
higher  in  those  patients  who  were  digitalized. 
We  no  longer  routinely  digitalize  patients 
with  pneumonia. 

Question:  If  compensation  occurs  with 
bed  rest,  is  digitalis  indicated? 

Dr.  Niles:  I would  not  wait  for  the  pa- 
tient to  compensate  with  bed  rest  alone.  I 
would  give  him  digitalis. 

Question:  What  is  the  shortest  time  that 
one  can  safely  digitalize  a patient?  In  what 
manner  of  administration? 

Dr.  Niles:  One  can  do  it  in  eighteen 

hours  with  perfect  safety  by  using  digitalis 
leaves  given  by  mouth.  One  may  do  it  more 
quickly  by  using  crystallized  strophanthin 
intravenously.  It  is  seldom  necessary  to  be 
in  such  a hurry. 

Question:  What  is  the  reason  for  the 
morphine  that  is  given  to  the  patient  when 
first  seen? 

Dr.  Niles:  It  is  given  to  the  patient  to 
make  him  more  comfortable.  This  in  turn 
reduces  the  strain  on  his  heart.  I believe 


B:  A JOB 

The  steps  which  lead  to  the  establishment  of 
a former  tuberculosis  patient  in  a job  are  ex- 
tremely important  to  the  patient  himself,  to  his 
family,  to  the  people  with  whom  he  will  be  work- 
ing, and  to  the  community  at  large.  They  are 
important  to  the  patient  because  they  may 
determine  whether  or  not  he  will  live.  They 
are  important  to  the  patient's  family  and  his 
future  co-workers  because,  if  his  disease  re- 
activates, he  may  infect  them.  The  community 
is  vitally  concerned  not  only  from  the  stand- 
point of  preventing  relapses  with  consequent  in- 
fection of  others,  but  also  from  the  economic  as- 
pect of  protecting  the  thousand  or  more  dollars 
it  has  invested  in  treatment  of  the  patient. — 
Quoted  in  Minnesota  Medicine 


that  morphine  is  a highly  valuable  adjuvant 
to  digitalis  in  treating  heart  failure. 

Question:  Is  there  any  difference  between 
“fat-free”  digitalis  and  digitalis  not  so  treated, 
with  regard  to  the  production  of  nausea  and 
other  unpleasant  symptoms? 

Dr.  Gold:  The  answer  is  “No.”  The 
official  tinctures  of  digitalis  contain  little  fat. 
There  was  a belief  that  the  fat  in  digitalis  was 
responsible  for  the  nausea  and  vomiting. 
We  now  know  that  this  is  not  so  and  that 
nausea  and  vomiting  generally  result  from  the 
systemic  action  of  toxic  doses  of  the  glu cosides 
after  absorption. 

Question:  Is  there  any  further  indication 

for  infusion  of  digitalis? 

Dr  . Gold  : The  answer  to  that  is  “ No . ” 

Question:  What  is  the  technic  of  digi- 
talization with  digitoxin-like  materials? 

Dr.  Gold:  In  the  case  of  “Digitaline 
Nativelle”  the  amount  that  produces  full 
therapeutic  effects  is  approximately  1 to  1.25 
mg.,  and  that  total  amount  may  be  given  at 
one  time  or  it  may  be  divided  into  three  or 
four  fractions,  each  fraction  given  at  about 
three-  or  four-hour  intervals.  A slower 
technic  is  to  give  approximately  0.25  mg.  every 
day,  and  in  five  or  six  days  the  patient  is  fully 
digitalized.  The  same  daily  dose  may  then 
be  continued  for  maintenance.  This  applies 
to  the  average  ambulant  patient. 


THE  WHY  OF  THE  MEDICAL  SOCIETY 
“The  well-conducted  medical  society  should 
represent  a clearinghouse,  in  which  every  physi- 
cian of  the  district  would  receive  his  intellectual 
rating,  and  in  which  he  could  find  out  his  profes- 
sional assets  and  liabilities.  We  doctors  do  not 
‘take  stock'  often  enough,  and  are  very  apt  to 
carry  on  our  shelves  stale,  out-of-date  goods. 
The  society  helps  to  keep  a man  ‘up  to  the  times,’ 
and  enables  him  to  refurnish  his  mental  shop 
with  the  latest  wares.  Rightly  used,  it  may  be 
a touchstone  to  which  he  can  bring  his  experiences 
to  the  test  and  save  him  from  falling  into  the  rut 
of  a few  sequences.  It  keeps  his  mind  open 
and  receptive,  and  counteracts  that  tendency 
to  premature  senility  which  is  apt  to  overtake 
a man  who  fives  in  a routine.” — Osier 


THE  GANG  THAT  RUNS  THINGS 

“Ah,  what’s  the  use?”  said  the  enthusiastic 
young  physician.  “I  tried  to  horn  in  here,  but 
only  busted  my  horn.  There  is  a gang  that 
runs  this  medical  society,  and  outsiders  have 
no  more  show  than  a snake  has  hips!” 

The  past-president,  to  whom  this  remark  was 
directed,  lighted  an  obese  cigar  and  spoke: 
“You  are  right,  young  man,  and  you  are 
wrong,”  he  said.  “By  this  statement  I mean 
that  you  are  right  about  a ‘gang’  running  the 
society.  There’s  a ‘gang’  running  every  organi- 


zation on  earth.  If  there  wasn’t,  there  wouldn’t 
be  any  organizations.  On  the  other  hand,  you 
are  wrong  when  you  say  you  tried  to  horn  in 
and  couldn’t.  You  did  not  go  about  it  right. 
Any  good  guy  who  wants  to  horn  into  any  gang 
has  to  know  the  password,  and  I will  give  it  to 
you  in  strictest  confidence.  These  words  are: 
‘What  can  I do  to  help?’  Any  man  who  will  use 
those  words  will  find  himself  as  busy  as  a one- 
armed  piano  player  with  a bad  case  of  hives!” 
— Detroit  Medical  News 


Special  Article 


MEDICAL  PREPAREDNESS  IN  THE  NAVY 

Captain  E.  C.  White,  M.C.,  U.  S.  Navy,  New  York  City 


THE  present  defense  policy  of  the  United 
States  calls  for  a navy  that  will  be  pre- 
pared to  defend  our  shores  on  the  Atlantic  and 
on  the  Pacific — and  even  defend  South 
America — against  any  enemies  by  whom  they 
may  be  attacked.  This  navy  is  to  be  built  up 
as  soon  as  possible,  for  we  know  not  how  soon 
that  attack  may  take  place. 

The  present  authorized  building  program 
will  increase  the  number  of  battleships  from 
fifteen  to  thirty-two,  the  aircraft  carriers  from 
six  to  eighteen,  and  approximately  double  the 
number  of  cruisers,  destroyers,  and  sub- 
marines by  1946.  To  support  this  fleet  of 
fighting  craft,  supply  and  ammunition  ships, 
submarine  and  aircraft  tenders,  tankers,  and 
other  auxiliary  ships  are  being  constructed 
or  are  being  taken  over  from  the  Merchant 
Marine  and  converted  to  their  naval  purpose. 

The  aviation  branch  is  to  be  increased  from 
3,000  pilots  to  22,000,  with  15,000  planes. 
The  Marine  Corps  is  to  be  increased  by  33  per 
cent  to  50,000.  Navy  yards  and  training  sta- 
tions have  already  been  expanded.  New 
naval  bases  and  air  stations  are  being  es- 
tablished on  the  mainland,  in  Alaska,  on  the 
islands  of  the  Pacific,  and  in  the  West  Indies. 
The  present  combined  total  of  210,000  Navy 
and  Marine  Corps  personnel  will  be  expanded 
to  about  500,000. 

In  this  preparedness  program  what  part 
does  the  medical  department  play?  How  does 
it  fulfill  its  function  at  present,  and  how  will  it 
fulfill  its  function  in  the  expanded  navy?  Its 
preparedness  may  be  divided  into:  (1)  ma- 
teriel preparedness  and  (2)  personnel  pre- 
paredness. 

Materiel  Preparedness 

The  eighteen  existing  naval  hospitals  are 
being  enlarged  and  five  new  ones  are  being 
constructed.  The  new  ones  are  at  the  Naval 
Air  stations  at  Jacksonville,  Florida,  and  San 
Juan,  Puerto  Rico;  the  Submarine  Base, 
Coco  Solo,  Canal  Zone;  the  Naval  Station, 
Guantanamo  Bay,  Cuba;  and  the  Marine 

Read  before  the  New  York  County  Medical  Society  on 
December  23,  1940. 

District  medical  officer  of  the  Third  Naval  District. 


Base,  Quantico,  Virginia.  These  all  replace 
dispensaries  and  four  of  them  are  in  the  West 
Indies-Canal  Zone  area. 

The  “Hospital  Ship  Relief,”  designed  and 
constructed  as  a hospital  ship,  was  com- 
missioned in  1919.  It  can  accommodate  500 
patients  and  carries  a staff  of  medical  and 
dental  officers,  nurses,  and  hospital  corps- 
men.  It  has  served  its  purpose  well,  cruising 
with  the  fleet  wherever  it  goes.  But  one  hos- 
pital ship  cannot  adequately  serve  a two-ocean 
navy.  We  will  need  more.  Last  September 
the  Navy  purchased  the  13-year  old,  6,200- 
ton  “Iroquois”  from  the  Grace  Line  and  is 
now  converting  it  into  a hospital  ship  which 
will  be  renamed  the  “Solace”  after  the  first 
hospital  ship  of  the  American  Navy.  It  will 
accommodate  438  patients,  have  an  elevator, 
operating  rooms,  x-ray  plant,  and  all  other 
equipment  of  a first-class  hospital.  The 
“Iroquois,”  you  may  remember,  got  into  the 
newspaper  headlines  last  July  on  one  of  its 
last  trips.  It  was  held  up  by  a submarine  in 
South  European  waters  and  it  was  only  after  a 
lengthy  argument  over  the  radio  that  it  was 
allowed  to  proceed.  The  submarine  thought 
it  was  a disguised  British  ship,  and  our  hos- 
pital ship-to-be  came  very  near  indeed  to 
being  sent  to  the  bottom  of  the  ocean. 

Ambulance  ships  will  be  necessary  auxili- 
aries, particularly  if  the  fleet  is  operating  at  a 
distance  from  the  coast  bases.  No  ships  have 
been  or  will  be  constructed  specifically  for 
that  purpose;  but  the  Marine  Corps  trans- 
ports, “McCawley”  and  “Barnett,”  recently 
converted  from  Merchant  Marine  liners, 
have  been  so  designed  as  to  be  adaptable  for 
use  as  evacuation  ambulance  ships,  each  with  a 
capacity  for  about  2,000  wounded.  Other 
ambulance  ships  can  be  converted  from 
luxury  liners  with  relatively  little  work. 

An  interesting  and  rather  experimental 
venture  in  the  way  of  hospitals  is  the  Navy 
Mobile  Base  Hospital.  It  is  a complete 
hospital,  so  planned  and  organized  that  it 
may  be  moved  from  one  base  to  another  as  the 
fleet  or  marine  expeditionary  force  may  change 
its  operating  base. 

When  Mobile  Base  Hospital  No.  1 was  put 
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into  formal  commission  under  command  of 
Captain  L.  W.  Johnson,  M.C.,  U.  S.  Navy, 
on  October  5 of  this  year,  the  exercises  were 
held  on  a pier  in  the  North  River  where  the 
hospital-to-be  was  still  a vast  number  of 
crates  and  boxes  that  loaded  the  pier  to  capac- 
ity. Three  weeks  later  the  hospital  in  boxes 
left  New  York  on  the  Navy  Transport  “Hen- 
derson” for  Guantanamo,  Cuba.  The  hos- 
pital staff  went  with  it.  Besides  the  medical 
and  dental  officers,  nurses,  and  hospital  corps- 
men,  the  staff  included  navy  carpenters,  ma- 
chinists, plumbers,  and  electricians.  Five 
days  later  the  “Henderson”  arrived  at  Guanta- 
namo and  started  to  unload.  Three  weeks 
later  the  staff  had  erected  and  equipped  a 
hospital  from  the  mass  of  boxes,  and  it  was  in 
operation.  The  500  cots  and  beds  for  patients 
are  in  tents,  as  are  the  living  quarters  of  the 
staff.  A prefabricated  wooden  building  houses 
the  operating  room  suite.  The  staff  mechan- 
ics constructed  wooden  buildings  for  the 
laboratory,  x-ray  department,  dental  offices, 
physical  therapy  department,  galley,  bake- 
shop,  mess  halls,  and  laundry.  The  equip- 
ment of  the  hospital,  besides  three  x-ray  ma- 
chines and  physical  therapy  and  the  usual 
hospital  equipment,  includes  a 90-watt  elec- 
tric power  plant,  a refrigerating  plant  that 
can  make  a half  ton  of  ice  and  freeze  200  quarts 
of  ice  cream  daily,  twenty-eight  automatic 
kerosene-burning  refrigerators,  a sewage  dis- 
posal plant,  a water  purification  and  filtra- 
tion plant,  laundry  equipment,  a power  in- 
secticide sprayer,  and  last  but  not  least  two 
sound,  moving-picture  projectors.  Water 
storage  is  provided  for  in  16,000-gallon  metal 
containers  and  in  the  Army-type  canvas  tank. 
To  the  Army  we  are  indebted  also  for  the  new 
type,  field  ranges  used  in  the  galley.  Four 
ambulances,  five  trucks,  two  motorcycles, 
and  a station  wagon  provide  transportation. 

Minor  mistakes  in  equipment  and  operation 
have  been  corrected.  The  staff  has  been 
trained  and  can  move  to  another  base  when- 
ever necessary.  In  case  of  mobilization  for 
war,  the  fleet  might  find  it  strategically  ad- 
visable to  base  on  Trinidad,  on  Bermuda,  or 
on  some  South  American  station.  To  that  base 
would  go  the  hospital.  It  i£  believed  that 
with  the  experience  already  acquired  the  staff 
can  dismantle  it,  put  it  on  board  ship,  and  re- 
assemble it  at  a new  base  in  six  weeks.  It  is 
planned  to  construct  and  assemble  at  least  one 
more  of  these  base  hospital  units. 

Portable  hospital  units,  similar  to  those 
used  by  the  Army,  have  been  developed  by  the 
Navy  for  use  with  the  marine  expeditionary 


force.  Each  unit  comprises  seventy-two  hos- 
pital beds  and  twelve  tents  transported  in  fast, 
motorized  ambulances.  Field  surgical  instru- 
ments of  new  lightweight  design  will  be  car- 
ried. 

Personnel  Preparedness 

How  is  the  medical  department  of  the 
Navy  prepared  to  care  for  the  present  navy 
and  marine  corps  force  of  210,000  men  and 
“to  keep  as  many  men  at  as  many  guns  as 
many  days  as  possible,”  and  how  will  it  be 
prepared  for  a personnel  expanded  to  nearly 
three  times  that  number? 

The  hospital  corpsmen  who  are  our  male 
nurses  and  technicians  are  young  men  care- 
fully selected  from  the  newly  enlisted  ap- 
prentice seamen  at  the  training  stations.  They 
are  sent  to  hospital  corps  schools  for  from  four 
to  six  months  and  then  to  naval  hospitals 
where  their  training  is  continued.  As  they  are 
promoted  they  are  given  opportunities  to  train 
as  laboratory,  x-ray,  and  physical  therapy 
technicians,  etc.  The  increase  of  the  hospital 
corps  will  take  place  as  part  of  the  regular  in- 
crease of  the  Navy  and  with  the  addition  of 
naval  reserves. 

The  female  nurse  corps  is  made  up  of 
registered  nurses  who  are  graduates  of  recog- 
nized civilian  institutions.  The  Reserve  Corps 
of  nurses  is  similarly  made  up,  and  the  Red 
Cross  is  doing  invaluable  work  in  organizing 
it. 

Doctors  and  dentists  of  the  regular  Navy  are 
commissioned  directly  from  civil  life  and  must 
be  under  32  years  of  age  when  commissioned. 
Doctors  must  have  completed  at  least  one 
year’s  internship,  though  a limited  number  of 
fourth-year  students  are  given  acting  appoint- 
ments, their  internship  in  the  Navy,  and  a 
commission  afterward. 

In  normal  times  the  newly  commissioned 
medical  officers  are  sent  to  a naval  hospital 
for  duty  until  the  following  September  and 
are  then  sent  to  the  Naval  Medical  School  in 
Washington  for  the  basic  course  in  medico- 
military  medicine.  Included  in  this  course 
are  three  weeks  of  chemical  warfare  at  Edge- 
wood  Arsenal,  Maryland,  and  three  weeks  of 
field  service  with  the  marines  at  Quantico, 
Virginia. 

From  that  time  onward  opportunities  are 
offered  for  continuous  advancement  in  the 
way  of  postgraduate  education.  To  be  of  full 
value  to  the  service,  the  young  officer  must 
study  and  develop  special  qualifications  and, 
at  the  same  time,  must  take  his  share  of  rota- 
tion on  ships  at  sea,  for  the  mission  of  the 
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Navy  requires  efficient  medical  department 
activities  at  sea. 

Officers  who  show  aptitude  are  sent  to 
civilian  institutions  for  courses  in  various 
specialties,  such  as  surgery,  internal  medi- 
cine, etc.,  or  they  are  sent  to  Navy  or  Army 
schools  for  instruction  in  aviation  medicine, 
tropical  medicine,  submarine  medicine,  or  deep- 
sea  diving.  Medical  officers  are  encouraged  to 
become  Associates  and  Fellows  of  the  Ameri- 
can College  of  Surgeons  and  American  Col- 
lege of  Physicians  and  to  take  the  American 
Board  examination  in  their  specialty. 

But  in  time  of  war  or  national  emergency  it 
is  upon  the  Volunteer  Naval  Reserve  that  the 
medical  department  of  the  Navy  must  rely 
for  a rapid  increase  in  personnel.  The  Naval 
Reserve  was  established  in  1916  and  re- 
organized in  1925  and  again  in  1938.  It  in- 
cludes both  line  and  staff  and  is  divided  into 
two  classes,  the  Volunteer  General  and  the 
Volunteer  Special.  The  doctors  in  the 
Volunteer  General  Reserve  must  be  under  35 
years  of  age  when  commissioned  and  may  be 
assigned  to  any  of  the  naval  duties  ashore  or 
at  sea  to  which  medical  officers  of  the  Regular 
Navy  may  be  assigned.  In  the  Volunteer 
Special  Reserve  doctors  who  are  qualified 
specialists  are  commissioned  up  to  50  years 
of  age.  It  is  the  intention  to  use  them  only 
in  their  respective  specialties,  either  as  in- 
dividuals or  in  hospital  units.  The  usual  hos- 
pital unit  is  made  up  of  eight  doctors,  each  of 
a different  specialty,  and  one  dentist.  They 
will  be  used  in  naval  hospitals  ashore  or  be- 
yond the  sea  or  on  hospital  or  ambulance 
ships. 

Doctors  are  still  being  enrolled,  both  in  the 
Volunteer  General  Reserve  and  in  the  Volun- 
teer Special  Reserve.  In  the  General  Reserve 
in  particular  there  are  still  many  vacancies 
for  young  doctors  under  35  years  of  age.  This 
class  includes  interns  and  residents,  who  are 
placed  on  a deferred  list  to  be  called  to  active 
duty  only  in  case  of  emergency. 

A Nation  at  War 

With  the  medical  department  organized  and 
prepared  in  materiel  and  in  personnel,  let  us 
see  what  part  it  will  play  when  the  nation  is 
at  war.  Let  us  go  to  sea  with  it  on  one  of 
the  new  35,000-ton  battleships  as  the  fleet 
seeks  the  enemy. 

The  enemy  fleet  is  sighted ; general  quarters 
is  sounded  on  bugle,  gong,  and  loud-speaker; 
officers  and  men  rush  to  their  battle  stations; 
the  medical  department  personnel  leave  their 
sick  bay  and  beautifully  equipped  operating 


room  on  one  of  the  upper  decks  and  hurry 
down  to  their  battle  dressing  stations  several 
decks  below  and  behind  the  heaviest  portion 
of  the  armor  plate.  Already  equipped  with 
portable  operating  tables,  sterilizers,  instru- 
ments, supplies,  and  great  quantities  of  sterile 
shell  and  gunshot  wound  dressings,  the  battle 
dressing  stations  are  soon  ready  for  battle. 

The  battle  begins.  Enemy  airplanes  drop 
bombs  on  our  deck;  some  of  the  shots  from 
the  enemy  ships’  big  guns  reach  their  target. 
Several  of  our  guns  are  put  out  of  action;  men 
are  killed  and  injured.  Repair  parties  are 
rushed  immediately  to  every  point  where 
damage  is  done.  A hospital  corpsman  is  a 
member  of  each  party,  and  he  supervises  the 
first  aid  given  to  "the  injured,  paying  particu- 
lar attention  to  those  with  minor  injuries  who 
may  be  returned  immediately  to  their  guns. 
The  crew  has  been  well  trained  to  take  first- 
aid  packages  from  the  boxes  marked  with  a 
Red  Cross  and  installed  in  all  parts  of  the  ship. 
If  the  injured  man  still  bleeds  after  the  oc- 
clusive dressing  is  applied,  a tourniquet  is 
put  on.  If  he  is  in  pain,  a syrette  of  morphine 
is  taken  from  the  box  and  injected,  and  the 
man  is  so  tagged.  The  dead  are  placed  to  one 
side.  The  battle  goes  on.  Soon  there  is  a lull 
— the  enemy  ship  that  has  engaged  ours  is  dis- 
abled. Word  goes  out  from  the  commanding 
officer  in  the  conning  tower.  Some  water- 
tight doors  are  opened.  Bandsmen  trained 
as  stretcher  bearers  and  led  by  a well-trained 
hospital  corpsman  rush  out  with  wire  mesh 
stretchers,  gather  in  the  wounded,  and  take 
them  down  to  the  battle  dressing  stations  be- 
fore the  firing  can  be  resumed. 

In  the  battle  dressing  stations  the  surgeons 
and  their  assistants  are  scrubbed  up  and  read}^. 
They  operate  if  necessary,  change  dressings, 
remove  tourniquets,  and  administer  mor- 
phine. The  dental  officer  and  the  chaplain 
take  the  names  of  the  wounded  and  see  that 
each  is  properly  tagged  with  degree  of  serious- 
ness and  need  for  further  urgent  attention. 
Wounded  are  placed  in  bunks,  and  the  dead 
are  tagged  and  placed  to  one  side  in  the  ham- 
mock netting. 

The  battle  is  rejoined;  another  enemy  ship 
is  firing  at  us;  .other  lulls  occur  in  the  battle. 
Some  of  the  men  brought  to  the  dressing  sta- 
tions have  been  burned  by  mustard  gas  bombs 
dropped  by  enemy  planes,  and  others  were 
picked  up  from  the  sea — they  were  members  of 
the  crew  of  an  enemy  plane  shot  down  by  our 
anti-aircraft  fire. 

At  last  the  battle  is  ended — the  enemy  ships 
have  been  sunk  or  disabled  or  have  fled  over 
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the  horizon.  Their  planes  have  been  driven 
off  by  the  planes  from  our  aircraft  carriers. 
Retreat  from  general  quarters  is  sounded. 
All  doors  are  opened,  and  the  crew  leave  their 
battle  stations.  The  surgeons  and  their  as- 
sistants return  to  the  sick  bay  and  operating 
room  on  the  upper  deck.  Wounded  men  are 
redressed,  emergency  operations  are  per- 
formed, and  the  dead  and  wounded  are  placed 
on  deck  ready  for  transfer.  Soon  hospital 
ships  and  ambulance  ships  come  up  over  the 
horizon  at  full  speed  to  meet  the  Battle 
Fleet.  They  have  been  kept  well  in  the 
rear  during  the  battle.  Boats  are  lowered, 
and  the  wounded  and  the  dead  removed  from 
all  fighting  ships.  To  the  hospital  ships  go 
the  most  seriously  wounded  and  those  requir- 
ing immediate  attention.  Awaiting  them  on 
board  are  hospital  units  of  prominent  special- 
ists from  leading  civilian  hospitals,  besides 
medical  officers  of  the  Regular  Navy.  To  the 
ambulance  ships  go  the  rest  of  the  wounded 
and  the  dead.  On  those  ships  also  are  hospital 
units  and  members  of  the  Volunteer  Naval 


Reserve.  All  wounded  will  be  well  cared  for. 

The  enemy  fleet  has  been  defeated  but  not 
destroyed.  Our  fleet  may  have  to  fight  another 
battle  in  a few  weeks,  perhaps  sooner.  The 
hospital  and  ambulance  ships  are  ordered  to 
proceed  at  full  speed  to  Guantanamo  Bay  and 
Bermuda,  unload,  and  rejoin  the  fleet  without 
delay.  There  is  a new  naval  hospital  at 
Guantanamo,  and  Mobile  Base  Hospital  No. 
1 has  recently  been  established  in  Bermuda. 
At  both  of  these  hospitals  members  of  the 
Volunteer  Medical  Reserve  are  on  duty,  stand- 
ing by  with  their  regular  service  associates. 

Later,  naval  transports  will  move  the 
wounded  and  dead  from  these  outlying  hos- 
pitals to  naval  hospitals  on  the  mainland. 
There  again  we  will  find  hospital  units  of 
prominent  surgeons,  internists,  and  other 
specialists — medical  officers  of  the  Volunteer 
Naval  Reserve.  They  have  patriotically  left 
behind  their  private  practices  to  devote  their 
services  to  their  country,  and  they  have 
helped  to  make  the  medical  department  of  the 
Navy  prepared. 


MANY  VICTIMS  OF  BURNS  COULD  BE  SAVED  BY  TRANSFUSIONS  OF  PLASMA 
PROTEIN 


Of  the  5,000  deaths  each  year  in  the  United 
States  attributed  to  the  effect  of  severe  burns, 
many  could  undoubtedly  be  avoided  by  adequate 
treatment  by  means  of  transfusions  of  plasma 
(fluid  portion  of  the  blood)  protein,  aimed  at  re- 
placing the  substances  lost  by  the  body  in  this 
serious  type  of  injury,  Dr.  Robert  Elman,  St. 
Louis,  declares  in  the  Journal  of  the  American 
Medical  Association  for  January  18. 

The  pessimism  often  expressed  as  to  the  out- 
come of  extensive  burns  is  fallacious,  Dr.  Elman 
believes.  It  is  based  “on  the  inference  that, 
since  large  areas  of  skin  are  involved,  it  will  be 
impossible  to  obtain  a sufficient  amount  of 
normal  skin  for  skin  grafting  later.  This  idea 


is  often  erroneous  as  far  as  the  burn  turns  out 
to  be  first  or  second  degree  and  therefore  re- 
quires no  skin  grafting  whatever.  It  is  obvious 
then  that,  if  these  patients  could  be  carried  over 
the  acute  stage  of  their  disease  and  the  general 
manifestations  corrected,  not  only  would  lives 
be  saved  but  further  treatment  would  become 
unnecessary.” 

Dr.  Elman  advocates  that  the  protein  lost  be- 
cause of  severe  burns  be  replaced  by  means  of 
transfusions  of  plasma.  Although  some  authors 
have  advocated  the  administration  of  sugar  and 
salt  solutions,  it  is  his  opinion  that  the  giving  of 
these  fluids  alone  in  burns  “is  not  only  often  in- 
effective but  may,  if  excessive,  be  dangerous.” 


OR  ICE-CREEPERS  FOR  THE  COW-SLIPS 

A young  farmer  went  into  a store  to  get  some 
feed  for  his  hogs  and  was  waited  on  by  a new 
clerk,  a young  lady. 

“I  want  some  shorts  for  my  hogs,”  the  farmer 
said. 

“Oh,  you’re  one  of  those  smart  guys,”  the 
lady  clerk  retorted.  “Next  I suppose  you’ll  be 
coming  in  here  for  some  brassieres  for  your  cows.” 

— Certified  Milk 


A MANY-COLOR  CAMERA 

Physicians  intending  to  add  pictorial  records 
to  their  case  histories  will  be  interested  in  the 
new  color-flash,  clinical  camera  which  has  just 
been  perfected  with  the  assistance  of  active 
practitioners,  says  the  New  York  Medical 
Week.  This  camera  makes  pictures  in  color, 
as  well  as  black  and  white,  in  the  various  body 
orifices,  and  by  a method  that  is  so  simple  that 
any  doctor  can  do  good  clinical  photography. 


Medical  News 

County  News 


Albany  County 

The  county  society,  at  its  meeting  on  January 
22,  heard  a paper  on  “Surgical  Treatment  of 
Deafness,”  by  Dr.  Leighton  F.  Johnson,  pro- 
fessor of  laryngology,  Boston  University  School 
of  Medicine. 

Dr.  Arthur  W.  Wright,  professor  of  pathology 
and  bacteriology  at  Albany  Medical  College,  and 
William  G.  McEwan,  vice-president  and  secre- 
tary of  the  Morris  Plan  Industrial  Bank  of  Al- 
bany, spoke  at  a “health  defense”  meeting  at 
Albany  Law  School  auditorium  on  February  6 — 
one  of  a series  sponsored  by  the  public  relations 
committee  of  Albany  Hospital  and  Medical 
College  in  cooperation  with  the  Albany  County 
Medical  Society  and  Albany  Hospital  Council. 

Bronx  County 

The  county  society  is  cooperating  with  several 
other  medical  and  health  bodies  in  sponsoring  a 
series  of  educational  meetings  on  “The  People’s 
Food,”  running  from  January  23  to  March  20 
in  the  Mott  Haven  Health  Center,  discussing  the 
elements  of  food,  their  functions  in  the  body, 
their  best  sources,  diseases  caused  by  food  de- 
ficiencies or  excess,  the  prevention  of  these  dis- 
eases, food  purchasing,  and  budgeting. 

Broome  County 

A motion  picture  in  colors  on  “Eclampsia,” 
by  Dr.  Joseph  B.  De  Lee,  of  Chicago,  was  shown 
at  the  meeting  of  the  county  society  on  February 
1 1 . Discussion  was  opened  by  Drs.  S.  B.  Blakely, 
M.  A.  Carvalho,  G.  R.  Cheatham,  H.  I.  John- 
ston, C.  J.  Marshall,  and  C.  H.  Topping. 

The  county  society’s  radio  speakers  on  the  four 
Thursday  evenings  in  February  were  Drs.  Carlon 
H.  M.  Goodman,  Frank  Paul  Kane,  H.  I. 
Johnston,  and  Stuart  B.  Blakely. 

The  Endicott- Johnson  Medical  Department 
has  invited  the  county  society  to  attend  its  annual 
meeting  and  program  on  April  15. 

Chautauqua  County 

The  Jamestown  Medical  Society  held  a dinner 
meeting  on  January  30,  at  Hotel  Jamestown, 
with  covers  for  thirty.  Dr.  D.  C.  Perkins  pre- 
sided. Guest  speaker  was  Dr.  J.  L.  Reycroft, 
of  Cleveland,  assistant  professor  of  obstetrics  and 
gynecology  at  Western  Reserve  University,  who 
spoke  on  “The  Treatment  of  Sterility  in  the 
Female.”  A discussion  followed. 

Dutchess  County 

At  its  meeting  on  February  8,  the  county  so- 
ciety paid  tribute  to  the  late  George  V.  L. 
Spratt,  former  mayor  and  counsel  to  the  society 
over  a long  period  of  years,  in  a testimonial  letter 
to  Mrs.  Spratt.  The  society  also  honored  Dr. 
Howard  P.  Carpenter,  its  secretary  for  26  years, 
now  retired,  and  Dr.  John  S.  Wilson,  member, 
who  has  been  practicing  fifty-four  years. 

Erie  County 

Topics  and  speakers  at  recent  meetings  of  the 
Buffalo  Academy  of  Medicine  were  as  follows: 


Section  of  Pathology,  January  29,  “Patho- 
genesis of  Tuberculous  Lesions  in  Adults,”  by 
Dr.  Kornel  Terplan,  Buffalo. 

Section  of  Surgery,  February  5,  “Problems  in 
the  Surgical  Treatment  of  Thyroid  Diseases,” 
by  Dr.  Robert  Scott  Dinsmore,  Cleveland. 

“Medical  Social  Work,  Medical  Education  and 
Medical  Service,”  by  Dr.  Jean  Alonzo  Curran, 
dean  and  acting  president,  Long  Island  College 
of  Medicine,  was  held  at  Hotel  Statler  on  Febru- 
ary 19. 

The  annual  supper  dance  of  the  Erie  County 
Rural  Medical  Club  was  held  on  February  6,  at 
the  Trap  and  Field  Club. 

Kings  County 

Dr.  William  C.  Meagher  was  named  president- 
elect of  the  county  society,  to  take  office  in 
January,  1942,  at  the  annual  meeting  on  January 
21.  Dr.  Maurice  J.  Dattlebaum,  who  was  chosen 
president-elect  last  year,  took  office  at  the  meet- 
ing. 

Other  officers  elected  for  1941  were  Dr.  Leo 
S.  Schwartz,  vice-president;  Dr.  Thomas  B. 
Wood,  secretary;  Dr.  Benjamin  M.  Bernstein, 
associate  secretary;  Dr.  Irwin  E.  Siris,  treasurer; 
Dr.  Abraham  Klein,  associate  treasurer;  Dr. 
Jaques  C.  Rushmore,  directing  librarian;  and 
Dr.  Edwin  P.  Maynard,  Jr.,  associate  directing 
librarian  and  curator. 

The  board  of  trustees  of  which  Dr.  John  J. 
Masterson  was  elected  chairman,  Dr.  Thomas  A. 
McGoldrick,  vice-chairman,  and  Dr.  Augustus 
Harris,  secretary,  includes  Dr.  Frank  L.  Babbott 
and  Dr.  Albert  F.  R.  Andresen,  one-year  terms; 
Dr.  Harris,  Dr.  Alexander  L.  Louria,  and  Dr. 
McGoldrick,  two-year  terms;  Dr.  Charles  A. 
Anderson,  Dr.  John  B.  D’Albora,  and  Dr. 
Masterson,  three-year  terms;  Dr.  John  L. 
Bauer,  Dr.  Thomas  M.  Brennan,  and  Dr.  Phillip 
I.  Nash,  four-year  terms;  and  Dr.  Daniel  A. 
McAteer,  Dr.  Sydney  Nussbaum,  and  Dr. 
Joseph  Tenopyr,  five-year  terms. 

The  board  of  censors,  of  which  Dr.  John  J. 
Gainey  is  senior  censor  and  Dr.  A.  W.  Martin 
Marino  is  secretary,  includes  Dr.  Merrill  N. 
Foote,  Dr.  Gainey,  and  Dr.  Robert  A.  Wilson, 
one-year  terms;  and  Dr.  Harry  Feldman,  Dr. 
Edwin  A.  Griffin,  Dr.  Marino,  and  Dr.  Abraham 
M.  Rabiner,  two-year  terms. 

Delegates  to  the  Medical  Society  of  the  State 
of  New  York  for  1941  are  Drs.  E.  Jefferson 
Browder,  D’Albora,  Feldman,  Charles  F.  Fisher, 
Irving  Gray,  Walter  D.  Ludlum,  Harvey  B. 
Matthews,  McAteer,  Meagher,  Nash,  and  Siris. 
Delegates  to  the  State  Society  for  1941-1942  are 
Drs.  Anderson,  Andresen,  Bernstein,  Dattel- 
baum,  Griffin,  Klein,  Masterson,  Charles  F. 
McCarty,  McGoldrick,  Irving  J.  Sands,  Sch- 
wartz, and  Wood. 

At  the  dinner  for  Dr.  Dattlebaum  on  January 
28,  at  the  Towers  Hotel,  a first-aid  kit  for  the 
British  fighting  forces  was  presented  to  him. 
The  kit  is  packed  with  equipment  essential  for 
emergency  treatment  and  was  a gift  from  500  of 
Dr.  Dattlebaum’s  “medical  friends  of  Brooklyn.” 
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Inside  the  black,  all-metal  kit  was  the  follow- 
ing inscription:  “Presented  to  our  brother 

physicians  of  England  in  honor  of  Maurice  J. 
Dattlebaum,  M.D.,  F.A.C.P.,  president  of  the 
Medical  Society  of  the  County  of  Kings  and 
Academy  of  Medicine  of  Brooklyn,  N.  Y.,  U. 
S.  A.,  by  his  medical  friends,  January  28, 
1941.” 

Monroe  County 

A city  contract  for  eye  examination  of  1,000 
indigent  Rochester  school  children  has  been  ac- 
cepted by  the  county  society’s  eye  defect  com- 
mittee. 

The  committee,  headed  by  Dr.  Leonard  W. 
Jones,  also  announced  it  stood  ready  to  aid  in  a 
program  of  rehabilitating  men  rejected  because 
of  eye  defects  in  the  draft  and  in  industrial  de- 
fense training. 

Nassau  County 

Legislators  should  look  to  the  medical  pro- 
fession instead  of  “social  theorists”  and  “pro- 
fessional politicians”  in  writing  a national  health 
program  for  America,  Dr.  Nathan  B.  Van 
Etten,  president  of  the  American  Medical  Asso- 
ciation, told  the  county  society  and  auxiliary  at 
Cathedral  House,  Garden  City,  on  January  28. 

The  program  was  sponsored  by  the  auxiliary, 
with  Mrs.  Arthur  C.  Martin,  of  Old  Westbury, 
its  president,  presiding.  She  introduced  Dr. 
Aaron  L.  Higgins,  of  Rockville  Centre,  president 
of  the  society,  who  conducted  the  brief  business 
session  of  the  men’s  group. 

Saying  that  defense  against  disease  was  as 
important  as  defense  against  an  enemy,  Dr.  Van 
Etten  asked  the  physicians  to  take  seriously  the 
matter  of  drafting  a national  health  program. 

“The  press  announces  a new  Wagner  health 
bill,”  he  said.  “Will  the  senator  ask  the  help  of 
the  medical  men  in  framing  this  new  proposal? 
Or  will  he  again  look  to  social  theorists  to  write 
his  legislation  for  him?” 

Every  health  agency  in  the  country,  he  as- 
serted, should  be  mobilized  for  national  defense 
and  a national  health  department  created  with 
a secretary  of  health  occupying  a similar  posi- 
tion in  the  federal  government  as,  for  example, 
the  secretary  of  labor  or  treasury. 

Dr.  Van  Etten  criticized  groups  that  are  leap- 
ing to  mask  their  own  private  workings  under 
the  guise  of  national  defense. 

“Just  now,”  he  declared,  “the  national  emer- 
gency seems  to  have  created  conditions  which 
will  be  made  the  excuse  for  jumping  into  hastily 
conceived  plans  for  national  service.” 

Earlier,  an  informal  dinner  for  the  speaker  was 
held  at  the  Garden  City  Hotel.  Members  of  the 
society  and  auxiliary’s  executive  committee  were 
guests. 

New  York  County 

The  following  scientific  program  was  presented 
before  The  New  York  Academy  of  Medicine  at 
its  meeting  on  February  6:  Newer  Surgery  of  the 
Heart  and  Large  Vessels — (a)  Medical  aspects, 
by  Dr.  H.  M.  Marvin,  associate  clinical  pro- 
fessor of  medicine,  Yale  University  School  of 
Medicine;  (b)  Surgical  aspects,  by  Dr.  William 
DeWitt  Andrus,  associate  professor  of  surgery, 
Cornell  University  Medical  College. 

The  New  York  Dispensary  founded  by  the 
medical  profession  of  New  York  City,  celebrated 


its  one  hundred  and  fiftieth  anniversary  on 
February  1. 

“The  year  1940  gave  New  York  City  the 
lowest  death  rates  ever  experienced  for  infant 
and  puerperal  mortality,  pulmonary  tuberculosis, 
diphtheria,  pneumonia,  and  typhoid  fever,”  said 
Health  Commissioner  Dr.  John  L.  Rice  in  his 
annual  report  submitted  to  Mayor  LaGuardia. 
“The  total  number  of  deaths  from  all  causes  at  all 
ages  amounted  to  76,008,  giving  a general  death 
rate  of  10.3  per  1,000  population.  The  birth 
rate  recorded  in  the  city  was  definitely  higher 
than  it  has  been  for  several  years.” 

Rensselaer  County 

Dr.  Stanton  Perry  Hull,  54,  of  Troy,  who  died 
on  January  24,  was  a former  president  of  the 
New  York  State  Sanitary  Officers’  Association. 
He  was  also  prominent  in  many  local  activities 
and  in  fraternal  and  religious  organizations. 

Schenectady  County 

Dr.  I.  S.  Wechsler,  clinical  professor  of  neu- 
rology at  Columbia  University,  lectured  on  “Re- 
cent Advances  in  Neurology”  at  a meeting  of 
the  county  society  at  Ellis  Hospital  on  February 
4. 

Suffolk  County 

At  the  March  meeting  of  the  Hampton 
Clinical  Society,  which  will  be  held  at  the  South- 
ampton Hospital,  Thursday,  March  27,  at  9 
p.m.,  there  will  be  a talk  on  “Pathology  of  the 
Uterus,”  with  moving  pictures  and  gross  and 
microscopic  specimens. 

All  members  of  the  county  society  who  may  be 
interested  are  invited. 

The  February  programs  of  the  Hampton 
Clinical  Society  were  as  follows:  February  13 — 
(1)  Physiotherapy  in  Infantile  Paralysis,  by  Nils 
Berglund,  Masseur;  (2)  Occiput  Posterior  Pres- 
entation, by  Dr.  George  H.  Schenck;  (3) 
Films:  Obstetric.  February  27 — (1)  Jaundice 
with  Case,  by  Dr.  Herman  Rubier;  (2)  Osteo- 
genic Sarcoma,  by  Dr.  Perry  Elfmont;  (3)  elec- 
tion of  officers;  (4)  social  hour. 

Westchester  County 

The  county  society  met  with  the  Westchester 
Society  of  Gastroenterology  at  the  New  York 
Hospital,  Westchester  Division,  on  February  18 
and  heard  an  address  on  “Clinical  Uses  of  Long 
Intestinal  Tubes,”  by  Dr.  William  Osier  Abbott 
of  Philadelphia. 

Dr.  Halcyon  Halsted,  of  Pelham  Manor,  has 
been  elected  president  of  the  New  York  Society 
of  Industrial  Physicians  and  Surgeons. 

Dr.  Halsted  succeeds  Dr.  Harry  Van  Ness 
Spaulding,  retiring  president,  and  Dr.  F.  Albee, 
former  president. 

More  than  two  hundred  friends,  patients,  and 
professional  colleagues  honored  Dr.  Henry  T. 
Kelly,  of  White  Plains,  a past-president  of  the 
county  society  and  former  editor  of  its  Bulletin , 
at  a dinner  at  the  Westchester  Country  Club  on 
January  11  in  celebration  of  Dr.  Kelly’s  com- 
pletion of  forty  years  in  practice  in  White 
Plains. 

Dr.  Kelly  is  chief  of  staff  of  the  White  Plains 
Hospital,  and  the  toastmaster  at  the  dinner  was 
Mr.  John  W.  Appel,  Jr.,  president  of  the  White 
Plains  Hospital  Association.  Other  speakers 
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were  Mr.  James  R.  Stevenson,  a member  of  the 
board  of  governors  of  the  hospital;  Mr.  C.  B. 
Winslow,  vice-president  of  the  Hospital  Associa- 
tion; and  Dr.  Malcolm  Goodridge,  president  of 
The  New  York  Academy  of  Medicine  and  a class- 
mate of  Dr.  Kelly. 

The  Yonkers  Academy  of  Medicine  met  on 
January  15  at  the  Hudson  River  Country  Club. 
Dr.  John  L.  Kantor,  gastroenterologist  at  Monte- 


fiore  Hospital,  presented  a paper  on  “The 
Diarrheas.”  A general  discussion  was  opened  by 
Dr.  Frederic  M.  Johnson  and  Dr.  Paul  K.  Shirk. 
A collation  followed. 

The  New  Rochelle  Medical  Society  met  on 
January  13  and  Dr.  Hassow  Von  Wedel  spoke  on 
“Recent  Advances  in  the  Differential  Diagnosis 
of  Blood  Dyscrasias  from  the  Pathological  and 
Clinical  Standpoints.” 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Sedgwick  E.  Austin 

72 

Pennsylvania 

January  31 

Auburn 

Albion  O.  Bernstein 

28 

Maryland 

November  23 

Manhattan 

Alfred  Dannhauser 

46 

Tuebingen 

December  16 

Manhattan 

Ernest  W.  Ewell 

— 

Buffalo 

November  30 

Rochester 

Grant  F.  Glassbrook 

48 

Albanv 

January  30 

Albany 

William  D.  Hennen 

64 

P.  & S.  N.  Y. 

January  31 

Manhattan 

Stanton  P.  Hull 

54 

Albany 

January  24 

Troy 

Fisher  M.  Joslin 

72 

Albanv 

January  26 

Albanjr  and  Voorheesville 

John  P.  McHugh 

48 

Univ.  & Bell. 

February  3 

Long  Island  City 

Joseph  Schwartz 

44 

L.  I.  C.  Hosp. 

February  5 

Bronx 

David  W.  Tovey 

64 

Bell. 

February  12 

Manhattan 

William  E.  Walsh 

62 

Syracuse 

January  23 

Auburn 

Theodore  Yuhl 

47 

Budapest 

January  29 

Manhattan 

BROOKLYN  UROLOGICAL  SOCIETY 
The  next  meeting  of  the  Brooklyn  Urological 
Society  will  be  held  on  Tuesday,  March  11,  at 
the  Methodist  Hospital,  Brooklyn.  The  scien- 
tific program  is  as  follows:  1.  Case  report: 

“Carcinoma  of  Penis”  (Motion  Picture),  by 
Dr.  Joseph  Scialabba  (by  invitation);  2.  Case 
reports:  “(a)  Carcinoma  in  Ectopic  KidnejV’ 
“(b)  Cystectomy  for  Carcinoma  of  Bladder,”  by 


Dr.  Leo  S.  Drexler;  3.  Case  report:  “Tumor 
of  the  Ureter,”  by  Dr.  Howard  T.  Langworthy; 
4.  Case  report:  “Hypernephroma  of  Kidney,” 
bjr  Dr.  Oscar  Schoenemann;  5.  “The  Medical 
Aspects  of  Renal  Calculi,”  by  Dr.  Rosario  Mule; 
6.  “The  Pathology  of  Symmetrical  Cortical 
Necrosis  of  the  Kidneys,”  by  Dr.  Silik  A.  Polaves, 
pathologist,  Cumberland  Hospital. 


TWINS  AND  TORNADOES 

Discussing  “Insurance  Against  Multiple 
Births,”  the  Journal  of  the  American  Medical 
Association  says: 

“Josh  Billings  once  said  that  there  is  one 
thing  for  which  no  man  is  ever  quite  prepared 
and  that  thing  is  twins.  In  his  time  the  actuaries 
had  not  given  serious  consideration  to  the 
incidence  of  multiple  births.  Now  they  tell 
us  that  a plural  birth  occurs  once  in  every 
eighty-eight  pregnancies,  which  makes  the 
odds  reasonably  certain  except  for  the  discount 
necessary  because  of  the  tendency  toward 
inheritance  of  twinning. 

“Nevertheless  one  insurance  company,  perhaps 
as  a publicity  stimt,  now  offers  indemnity  for 
multiple  births,  which  it  calls  ‘plural  birth 
insurance.’  For  a premium  of  $15  a payment 
of  $500  will  be  made,  or  for  $25  an  ‘indemnity’ 
of  $1,000  will  be  paid  in  the  event  that  a plural 
birth  occurs.  The  policy  is  not  issued  where 
there  is  record  of  twins  on  the  male  side.  Since 
it  is  now  known  that  the  roentgen  ray  can 
reveal  the  presence  of  twins  in  the  latter  half 


of  pregnancy,  the  company  will  not  issue  a 
policy  to  cover  births  occurring  within  five 
months  subsequent  to  the  date  of  the  application. 

“So  many  things  can  happen  to  us  nowadays 
that  it  is  almost  impossible  to  insure  oneself 
against  all  of  life’s  hazards.  There  is  the 
possibility  of  fire,  earthquake,  tornado,  accident, 
soot,  burglary,  loss  of  occupation,  old  age,  golf, 
war,  and  increased  taxes.  There  is  also  the 
possibility  that  the  necessary  premiums  to 
protect  us  against  all  the  hazards  which  we 
may  meet  might  eventually  reach  our  total 
earning  power.  There  are  a number  of  risks 
that  are  more  imminent  than  triplets  and  quad- 
ruplets. Moreover,  as  in  the  case  of  the  Dionnes, 
there  is  the  possibility  that  multiple  births  might 
eventually  be  a benefit. 

“No  doubt  there  are  a number  of  prospective 
fathers  right  now  who  would  be  willing  to  venture 
a small  premium  if  they  could  be  given  a reason- 
able guarant}'-  of  something  happening  in  their 
lives  like  what  the  Dionne  quintuplets  have 
turned  out  to  be.” 


Hospital  News 


Important  Court  Ruling  on 
Hospital  Labor  Relations 

A DECISION  of  great  importance  to  hospitals 
was  handed  down  on  January  6,  says  The 
Modern  Hospital , by  the  supreme  court  of 
Pennsylvania  in  the  case  of  Western  Penn- 
sylvania Hospital,  et  al.,  vs.  the  Pennsylvania 
Labor  Relations  Board  and  the  Hospital  Workers 
Local  Union  No.  255,  et  al. 

Some  25  hospitals  had  refused  to  execute  a 
proposed  agreement  with  the  unions  or  to 
negotiate  any  agreement  and  the  unions  then 
appealed  to  the  Pennsylvania  Labor  Relations 
Board,  charging  unfair  labor  practices  on  the 
part  of  the  hospitals.  The  hospitals  stated 
that  the  formation  of  a union  among  hospital 
employees  would  result  in  demands  that  would 
jeopardize  the  financial  ability  of  the  hospitals 
to  continue  operation  and,  furthermore,  that 
strikes  or  similar  interruptions  would  jeopardize 
the  safety  of  patients. 

The  lower  court  granted  an  injunction  against 
the  state  board  and  the  unions,  and  this  was 
upheld  by  the  supreme  court  which  stated  that 
a hospital  is  not  an  industry  nor  are  its  employees 
engaged  in  a single  trade,  craft,  or  occupation. 

Health,  Safety,  Life  at  Stake 

“It  has  not  been  the  custom  in  the  past  to 
unionize  hospitals,”  the  court  stated.  “The 
effect  of  unionization  and  attendant  efforts  to 
enforce  demands  would  involve  results  far  more 
sweeping  and  drastic  than  mere  property  rights 

It  is  not  merely  a question  of  suspending 

operations,  ceasing  work  and  stopping  produc- 
tion, such  as  might  be  true  in  a steel  mill  or 
automobile  factory.  It  is  a question  of  pro- 
tecting the  health,  safety  and,  in  many  cases, 
the  very  fives  of  those  persons  who  need  the 
service  a hospital  is  organized  to  render. . The 
results  are  quite  different  and  more  extensive 
than  are  involved  in  an  ordinary  labor  dis- 
pute. 

We  cannot  conceive  that  the  legislature  in- 
tended to  include  hospitals  within  the  purview 
of  the  act  (state  labor  anti-injunction  act). 
Consequently,  even  though  the  words  used  might 
conceivably  be  broad  enough  to  include  a hospi- 
tal, nevertheless,  a hospital  is  not  within  the  spirit 
of  the  act  and,  not  being  within  the  spirit,  the 
act  does  not  apply.” 

The  court  also  held  that  the  Pennsylvania 
Labor  Relations  Act  did  not  apply  because 
“hospitals  are  scientific  institutions  created  for 
a humane  purpose  in  amelioration  of  the  suffer- 
ings of  mankind.”  Pointing  out  that  they  re- 
quire the  well-coordinated  services  of  many 
people,  the  court  held  that  “this  would  be  im- 
possible, should  we  hold  the  labor  act  applicable 
with  all  its  attending  ramifications,  interrup- 
tions, and  possible  cessation  of  service  due  to 
labor  disputes  and  attending  financial  inability 
to  function.”  The  court  also  pointed  out  that 
the  hospitals  are,  with  few  exceptions,  agencies 
selected  by  the  state  to  assist  in  the  care  of  the 
indigent  sick. 


The  Nurse’s  Thoughts  at  3 A.M. 

When  the  wards  are  dark  and  quiet, 

And  the  night  is  cool  and  still, 

And  the  old  neurotic  patient 
Has  stopped  yelling  for  a pill. 

When  the  shaded  fights  are  burning 
By  the  desk  and  down  the  hall, 

And  the  chirping  of  a cricket 
Is  the  only  sound  at  all. 

Then’s  when  you  get  to  thinking 
And  you  see  the  strangest  things, 

Your  imagination  brings. 

I can  picture  the  Crimea, 

And  the  Lady  with  the  Lamp, 

As  she  valiantly  trudges 
On  inspection  round  the  camp. 

She  held  a candle  in  her  hand 
And  I wonder  did  she  know 
How  that  feeble  flame  she  lighted 
Was  to  multiply  and  grow. 

It  brightened  then  a small  confine, 

Who  was  there  to  foresee 
That  later  by  a hundred  years 
The  gleam  would  fall  on  me! 

Whoe’  er  is  touched  is  set  apart 
To  guard  a sacred  trust, 

To  hold  the  light  for  others, 

To  be  honorable  and  just. 

So  tonight  I sit  and  wonder 
If  my  fife  will  ever  be 
A magnifying  of  that  flame 
That  came  from  her  to  me. 

Will  I build  it  up  and  pass  it  on 
To  ever  brighter  grow, 

Or  will  my  influence  cheapen  it, 

Cause  it  to  flicker  low? 

May  I ever  do  my  very  best 

In  making  others  see 

What  I can  feel  within  my  heart, 

What  nursing  means  to  me. 

— From  Oklahoma  University  News , quoted  in 
Davis  Nursing  Survey. 

Volunteer  Aids  in  Seven  Departments 
at  New  York  Post-Graduate  Hospital 

T VOLUNTEERS  perform  indispensable  serv- 
V ices  at  New  York  Post-Graduate  Medical 
School  and  Hospital,  New  York  City.  An 
average  of  38  volunteers  are  on  duty  each  month. 
As  told  in  The  Modern  Hospital , here  are  some 
of  their  duties  in  the  seven  departments  in  which 
they  serve: 

Corridors  and  Wards. — Take  telephone  calls, 
arrange  flowers,  check  visitors  on  the  wards, 
run  errands  for  drugs  and  supplies,  do  clerical 
work,  prepare  refreshments,  feed  patients,  make 
supplies,  and  escort  patients  who  are  being 
discharged. 

Laboratories. — Make  blood  counts  in  hema- 
tology clinic  and  do  research. 

Library  Service. — Handle  the  entire  work, 
including  cataloging.  The  library  serves  both 
patients  and  personnel. 

Operating  Room. — Take  telephone  messages 
for  doctors  and  assist  in  cleaning  instruments. 
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Outpatient  Department. — Assist  the  nurses, 
do  errands,  filing,  typing,  and  admitting. 

Social  Service  Department. — Take  social  serv- 
ice histories,  keep  records,  arrange  for  admis- 
sions to  hospital,  and  do  case  work. 

Occupational  Therapy. — Assist,  following 

course  of  training. 

Volunteers  also  serve  at  the  Skin  and  Cancer 
Unit  in  the  clinic,  drug  room,  file  room,  photo- 
graphic section,  social  service,  and  department 
of  radiology. 

Receptionists,  or  those  volunteers  who  work 
on  the  wards  and  in  the  corridors,  take  a short 
training  course.  The  course  is  repeated  each 
month  and  volunteer  captains  serve  in  turn  as 
the  instructor. 

Newsy  Notes 

Organization  of  102  hospitals  for  the  collection 
of  surgical  equipment,  medical  supplies,  funds, 
and  clothing  to  aid  British  hospitals  is  an- 
nounced by  the  Greater  New  York  Hospital 
Association. 


A prefabricated,  126-bed  “siege”  hospital,  to 
be  shipped  to  England,  is  under  construction  in 
this  country.  The  hospital  will  be  operated 
jointly  by  the  American  Red  Cross  and  the 
Harvard  University  public  health  unit.  When 
the  hospital  is  completed,  75  American  doctors, 
Red  Cross  nurses,  and  laboratory  technicians 
will  make  an  extensive  laboratory  and  field 
study  of  communicable  diseases  under  wartime 
conditions  and  report  their  findings  to  the 
United  States  Army,  Navy,  and  Public  Health 
Service. 


The  National  Youth  Administration  has 
approved  a project  for  the  training  of  forty 
workers  in  the  Albany  Hospital.  Approxi- 
mately $5,000  will  be  paid  these  workers  by  the 
N.Y.A.  According  to  E.  W.  Jones,  director  of 
the  hospital,  N.Y.A.  workers  will  train  as  nurse 
aides,  kitchen  maids,  cleaning  maids,  porters, 
office  clerks,  and  mechanics. 


Associated  Hospital  Service  of  New  York 
now  is  paying  hospitals  at  the  rate  of  about 
$8,000,000  a year  for  services  rendered  to  sub- 
scribers, says  Dr.  S.  S.  Goldwater  in  Hospital 
Reporter  and  Guide. 


An  oxygen  therapy  department  has  been 
organized  at  Israel  Zion  Hospital,  Brooklyn. 


A blood  plasma  bank,  to  be  operated  by  the 
House  of  the  Good  Samaritan  and  the  Mercy 
Hospital,  Watertown,  has  been  provided  through 
the  generosity  of  the  Watertown  Lions’  Club. 


Patients  at  Meyer  Memorial  Hospital,  Buffalo, 
read  more  than  65,000  books  last  year. 


At  a meeting  of  joint  committees  from  the 
Tarrytown  and  Dobbs  Ferry  hospitals  on  Feb- 
ruary 2 it  was  voted  to  engage  an  architect  to 
study  both  plants  and  advise  which  one  would 
be  the  better  for  development  into  a hospital 
of  120  beds.  The  inference  was  that  it  might  be 
necessary  to  close  one  hospital. 


The  new  Triboro  Tuberculosis  Hospital  in 
Queens  has  “musical  pillows,”  issued  on  the 
doctor’s  O.K.,  with  which  the  patient  may 
enjoy  radio  programs  without  disturbing  his 
neighbors. 


St.  Luke’s  Hospital,  New  York  City,  has 
a library  and  recreation  room  for  employ- 
ees. 


Clinical  photography  of  patients  is  growing 
so  common  that  Dr.  M.  A.  Weiner,  of  Cumber- 
land Hospital,  Brooklyn,  writes  a warning  in 
The  Modern  Hospital  that  the  legal  consent  of 
the  patient  must  always  be  secured. 


Dr.  Edward  S.  Rimer  has  been  chosen  presi- 
dent of  the  society  of  alumni  of  Bellevue  Hos- 
pital. 


A medical  staff  for  the  Roslyn  Harbor  Crest 
Hospital  has  been  formed  of  physicians  on  the 
north  shore  in  Nassau  County. 


In  some  mental  hospitals,  particularly  in 
Illinois,  wards  and  isolation  rooms  are  painted 
in  a particular  manner.  For  overactive  pa- 
tients, blue  and  certain  shades  of  green  rooms 
are  provided  in  milder  cases,  violet  and  purple 
for  the  agitated  and  overexcited  ones.  Purple, 
by  the  way,  is  generally  said  to  be  a good  sop- 
orific, though  it  is  too  strong  a hue  for  ordinary 
people  who  want  only  to  rest  their  nerves;  it 
easily  produces  melancholic  reactions,  says  Dr. 
J.  F.  Oliven  in  Mental  Hygiene  News. 


The  Rochester  General  Hospital  news  letter 
for  December  contains  the  statement  that  if 
all  the  manufacturers  of  instruments  in  this 
country  were  to  work  on  a twenty-four  hour 
basis  it  would  take  two  years  for  them  to  produce 
all  the  instruments  at  present  on  order  from  the 
government.  Not  a very  cheerful  outlook  for 
the  hospitals  and  others  who  constantly  require 
a new  supply,  remarks  Editor  Ponton  of  Hospital 
Management. 

Improvements 

Riverside  Hospital,  on  North  Brother  Island 
in  East  River,  is  to  be  enlarged  by  a three-story 
building  for  tuberculous  patients.  Costing 
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SI, 103, 350,  it  will  occupy  a site  360  by  150  feet, 
have  152  beds,  and  serve  as  the  entire  hospital’s 
administrative  and  surgical  center. 


A campaign  is  to  be  launched  to  provide  a 
new  public  hospital  at  Massena. 


A S50,000  addition  to  the  Julia  L.  Butterfield 
Memorial  Hospital  at  Cold  Spring  is  con- 
templated. 


An  addition  to  the  Oneida  City  Hospital  is 
being  advocated  to  provide  twenty-five  more 
beds. 


The  superintendent  of  Ilion  Hospital,  Miss 
Ruth  Yale,  declares  in  her  annual  report  that 
the  present  plant  is  inadequate  and  asks  for  an 
enlargement. 


Knickerbocker  Hospital,  Manhattan,  has  a 
new  x-ray  department. 


A new  x-ray  machine  and  equipment  have 
been  given  to  Our  Lady  of  Victory  Hospital, 
Lackawanna,  by  American  Legion  Post  63. 


A $1,700  iron  lung  has  been  presented  to 
Columbus  Hospital,  New  York  City,  by  the 
Isaac  Gimbel  Memorial  Post  1206,  American 
Legion. 


KEEP  THE  PROFESSION  OUT  OF  THE  MINUS  COLUMN 


Dr.  Alfred  M.  Heilman,  new  president  of  the 
Medical  Society  of  the  County  of  New  York,  in 
his  inaugural  address  on  January  27,  pointed  to 
the  decline  in  German  medicine  as  a warning 
against  government-controlled  medicine  in  this 
country. 

“In  Germany,”  he  said,  “medicine  is  taking  a 
decided  backward  step  under  totalitarian  mle 
and  placing  the  health  of  its  people  in  the  hands 
of  only  partially  trained  medicos.” 

He  then  turned  to  conditions  in  the  medical 
profession  here  and  said  it  was  true  that  some 
physicians  in  this  country  had  found  it  difficult 
to  earn  enough  to  support  their  families  and  to 
educate  their  children,  and  they  felt  as  a result 
that  “any  change  would  be  an  improvement,” 
but  he  asserted  vigorously  that  this  was  “a  view 
which  I definitely  do  not  share.” 

“No  matter  what  smaller  temporary  gains 
would  come  to  a few  physicians  under  govern- 
ment-controlled medicine,”  he  asserted,  “the  net 
result  to  the  medical  profession  would  be  in  the 
minus  column.” 

“The  larger  the  sum  voted  by  the  federal  or 
state  government  for  medical  care,  the  greater 
would  be  the  number  of  nonmedical  people  living 
from  this  liberal  donation;  the  greater  would  be 
the  stranglehold  on  the  medical  profession  and 
the  kind  of  medicine  it  could  practice.” 

Dr.  Heilman  said  he  had  tried  to  visualize 
what  would  happen  to  his  younger  colleagues 
under  suggested  changes  involving  the  govern- 
ment in  medicine. 

“Only  the  few  with  little  practices  and  those 
with  political  influence  would  gain  advantage,” 


he  declared.  “A  few  incompetent  or  unfor- 
tunate physicians  might  be  lifted  by  the  boot- 
straps and  momentarily  raised  from  their  mire 
of  discontent,  but  this  at  the  expense  of  the  vast 
majority.” 

Referring  to  his  inauguration  at  the  meeting  as 
head  of  the  organization  of  more  than  5,000 
physicians,  Dr.  Heilman  said  he  disliked  being 
tagged  with  the  label  “conservative,  with  the 
meaning  certain  of  our  doctors  have  placed  on 
it,”  but  he  said  he  deserved  that  name  if  con- 
servatism meant  “being  against  Communism, 
and  against  state-controlled  medicine  run  by 
lay  people.” 

Scanning  the  local  medical  picture,  he  told  his 
fellow  physicians  that  one  recent  development 
which  needed  watching  was  “nonprofit  sickness 
insurance.”  Too  many  companies  for  this  pur- 
pose are  being  formed,  he  said. 

Regulations  also  would  be  needed  to  keep  the 
increasing  partnerships  and  cooperatives  of 
physicians  “in  line  with  our  views  of  democracy, 
fair  competition,  and  free  choice  of  physician,” 
he  said. 

Dr.  Heilman  also  told  reporters  in  an  inter- 
view that  he  had  appointed  a committee  of  seven 
to  work  out  a plan  by  which  the  plasma  method 
of  preserving  blood,  now  being  used  to  send 
blood  to  Great  Britain,  could  be  used  to  provide 
adequate  quantities  of  plasma  for  indigent 
patients  in  local  hospitals  too  small  to  maintain 
one  of  the  so-called  blood-banks.  He  said  it 
was  hoped  that  this  program  could  be  worked 
out  by  the  end  of  this  year. 


“IF  IT  COMES” 

“If  It  Comes,”  Greater  New  York  will  not  be 
caught  napping,  says  the  New  York  Medical 
Week.  The  first  meeting  of  Mayor  LaGuardia’s 
City  Defense  Council  revealed  that  the  Adminis- 
tration has  already  gone  a long  way  toward 


planning  emergency  measures  should  they  ever 
be  necessary.  Police  and  fire  precautions  have 
been  mapped.  It  remains  to  perfect  details, 
enlist  volunteer  aides,  and  teach  the  public  how 
to  meet  various  dangers  calmly  and  intelligently. 


Public  Health  News 


Revision  of  Clinical  Aspects 

SECTION  3 of  the  loose-leaf  handbook,  Clin- 
ical Aspects  of  Pneumococcus  Pneumonia , is- 
sued by  the  Bureau  of  Pneumonia  Control  of  the 
Division  of  Communicable  Diseases  has  just  been 
completely  revised.  It  summarizes  the  recent 
advances  in  the  specific  treatment  of  pneumonia, 
with  particular  reference  to  chemotherapy  and 
antipneumococcus  serum,  and  attempts  to  incor- 
porate the  consensus  of  the  following  authorities 
who  have  assisted  in  the  revision:  Doctors 

Jesse  G.  M.  Bullowa,  Russell  L.  Cecil,  Lloyd  D. 
Felton,  Maxwell  Finland,  Colin  MacLeod,  Nor- 
man Plummer,  and  the  medical  staff  of  the  Bu- 
reau of  Pneumonia  Control. 

The  new  section  should  be  substituted  for 
Section  3 of  the  original  loose-leaf  handbook  is- 
sued early  in  the  fall  of  1939.  A copy  of  the  re- 


of  Pneumococcus  Pneumonia 

vision  has  already  been  sent  to  physicians  who  re- 
quested the  handbook  in  answer  to  a question- 
naire sent  out  in  the  summer  of  1939.  Unless  the 
Department  has  been  notified  of  any  subsequent 
change  of  address,  the  revision  has  been  mailed 
to  the  address  given  at  that  time. 

Physicians  located  in  New  York  State,  outside 
of  New  York  City,  who  did  not  request  the  hand- 
book when  it  was  first  published  may  obtain  it 
on  request  to  the  Bureau  of  Pneumonia  Control, 
State  Department  of  Health,  Albany,  New  York. 
This  publication  is  available  only  to  registered 
doctors  of  medicine  and  to  osteopaths  authorized 
to  use  biologic  products  under  the  provisions  of 
Chapter  741,  Laws  of  1939.  The  New  York  City 
Department  of  Health  supplies  a similar  manual 
for  physicians  practicing  in  New  York  City. 


Postgraduate  Lecture  Courses 

Dr.  Clayton  W.  Greene,  Buffalo  University 
College  of  Medicine,  has  arranged  a course  on 
the  Treatment  of  Common  Diseases  for  the 
Schenectady  County  Society  to  be  held  in  Schenec- 
tady, at  4:30  p.m.  The  schedule  of  talks  is  as 
follows:  March  5,  “Treatment  of  Common  Skin 
Lesions,”  by  Dr.  Earl  D.  Osborne;  March  12, 
“Treatment  of  Epigastric  Distress  Following 
Meals,”  by  Dr.  A.  H.  Aaron;  March  19,  “Treat- 
ment of  Dyspnea,”  by  Dr.  Frederick  T.  Schnatz; 
March  26,  “Treatment  of  Precordial  Pain,”  by 
Dr.  Clayton  W.  Greene;  April  2,  “Results  of 
Modern  Methods  in  the  Treatment  of  Anemia,” 
by  Dr.  Francis  D.  Leopold;  March  9,  “Treat- 
ment of  Low  Back  Pain,”  by  Dr.  Frank  H. 
Potts;  all  of  Buffalo. 


A course  on  General  Medicine,  arranged  for 
Genesee  County  Society  and  held  at  Batavia 
at  8:30  p.m.,  is  as  follows:  February  18,  “Treat- 
ment of  Chronic  Rheumatism,”  by  Dr.  Russell 
L.  Cecil,  New  York  City;  March  4,  “Carcinoma 
of  the  Female  Genitalia,”  by  Dr.  Nathan  P. 
Sears,  Syracuse;  March  18,  “What  Can  We  Do 
for  Angina  Pectoris  and  Coronary  Occlusion?” 
by  Dr.  Clayton  W.  Greene,  Buffalo;  April  1, 
“Goitre — Its  Management,”  by  Dr.  Frederick 
S.  Wetherell,  Syracuse;  March  15,  “Staphylo- 
coccic Disease,”  by  Dr.  O.  W.  H.  Mitchell, 
Syracuse;  May  6,  “Recent  Advances  in  Ob- 
stetrics,” by  Dr.  James  K.  Quigley,  Rochester. 


A course  of  lectures  on  General  Medicine,  ar- 
ranged for  Wayne  County  Society,  is  being  held  in 
Newark  and  Lyons,  alternately.  Included  in 
the  series  are  the  following  lectures:  On  Feb- 

ruary 4,  “Goitre — Its  Management,”  by  Dr. 
Frederick  S.  Wetherell,  Syracuse;  February  18, 
“Treatment  of  Chronic  Rheumatism,”  by  Dr. 
Russell  L.  Cecil,  New  York  City;  March  4, 
“Carcinoma  of  the  Female  Genitalia,”  by  Dr. 
Nathan  P.  Sears,  Syracuse;  March  18,  “What 
Can  We  Do  for  Angina  Pectoris  and  Coronary 
Occlusion?”  by  Dr.  Clayton  W.  Greene,  Buffalo; 
April  1,  “Recent  Advances  in  Obstetrics,”  by 
Dr.  James  K.  Quigley,  Rochester;  April  15, 
“Staphylococcic  Disease,”  by  Dr.  O.  W.  H. 
Mitchell,  Syracuse. 

The  lectures  on  “Carcinoma  of  the  Female 
Genitalia”  and  “Recent  Advances  in  Obstetrics” 
are  given  in  cooperation  with  the  State  Depart- 
ment of  Health. 


Dr.  A.  F.  R.  Andresen,  Long  Island  College  of 
Medicine,  Brooklyn,  has  arranged  the  following 
course  on  General  Medicine  for  the  Otsego 
County  Medical  Society,  to  be  held  at  Oneonta, 
at  8:30  p.m.:  March  12,  “Dietary  Therapy  in 
Gastrointestinal  Disease,”  by  Dr.  Albert  F.  R. 
Andresen;  April  9,  “The  Diabetic  Patient  and 
the  General  Practitioner,”  by  Dr.  Milton  B. 
Handelsman;  May.  14,  a subject  in  obstetrics, 
to  be  decided  later,  by  Dr.  Mervin  B.  Arm- 
strong; June  11,  “Some  Problems  in  Cardiac 
Diagnosis,”  by  Dr.  J.  Hamilton  Crawford;  all 
of  Brooklyn. 


SPECIAL  LECTURE 

The  New  York  Polyclinic  Medical  School  and 
Hospital  wishes  to  announce  a special  lecture  by 
Dr.  Russell  L.  Cecil,  professor  of  internal  medi- 


cine, New  York  Polyclinic  Medical  School  and 
Hospital,  on  Wednesday,  March  26,  on  “The 
Present  Status  of  the  Theory  of  Focal  Infection.” 
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To  the  Medical  Society  of  the  State  of  New  York 


DR.  JAMES  M.  FLYNN,  president  of  the 
Medical  Society  of  the  State  of  New  York, 
sends  our  members  this  message:  “As  you  must 
know,  the  Medical  Society  of  the  State  of  New 
York  is  divided  into  eight  district  branches  em- 
bracing in  all  sixty-one  county  societies.  Thus, 
the  district  meeting  is  an  important  event  which 
merits  the  interest  of  all  members  of  the  com- 
ponent groups.  In  my  visits  to  the  different 
district  meetings,  I was  most  favorably  impressed 
by  the  meeting  of  the  second  branch  held  at 
Mitchel  Field,  as  well  as  by  that  of  the  eighth 
held  at  Niagara  Falls.  Both  of  these  meetings 
left  little  to  be  desired  either  in  respect  to  at- 
tendance or  interest  shown.  And  credit  for 
this  happy  result  must  certainly  be  given  to  the 
woman’s  auxiliaries  of  these  district  groups.  To 
my  mind,  the  whole-hearted  cooperation  of  the 
women  in  the  varied  activities  incident  to  the 
meetings  was  largely  responsible  for  their  suc- 
cess. The  work  of  the  physicians’  wives  at 
these  gatherings  has  a particular  value,  and  it 
calls  for  commendation  and  encouragement. 
I would  urge  the  formation  of  more  auxiliaries 
and  suggest  that  a real  effort  be  made  to  enlist 
the  support  of  all  physicians’  wives,  to  the  end 
that  the  district  meetings  be  accorded  the  re- 
sponse that  their  importance  would  seem  to  de- 
mand. Further,  may  I state  that  the  contribu- 
tion of  the  woman’s  auxiliaries  to  organized  medi- 
cine need  not  stop  at  this  point.  Their  interest 
gives  rise  to  the  hope  that  they  may  become  an 
effective  force  in  bringing  to  the  community  at 
large  a more  intelligent  understanding  and  ap- 
preciation of  the  ideals  and  objectives  of  the 
medical  profession.” 

The  midwinter  executive  board  meeting  of  the 
State  Auxiliary  was  held  at  the  DeWitt  Clinton 
Hotel,  Albany,  on  February  5,  Mrs.  Luther  H. 
Kice  graciously  presiding.  Informative  reports 
of  the  standing  committees  were  read.  Their 
fine  work  is  highly  commendable.  Of  special  in- 
terest was  the  accomplishment  by  the  Physi- 
cians’ Home  Committee.  Inspiring  reports  of 
county  presidents  were  read  by:  Mrs.  A.  L. 
Madden,  Albany;  Mrs.  J.  Roberts,  Broome;  Mrs. 
C.  E.  Wertz,  Erie;  Mrs.  O.  J.  Mowry,  Herki- 
mer; Mrs.  L.  Harris,  Kings;  Mrs.  S.  L.  Homrig- 
house,  Montgomery;  Mrs.  W.  R.  Scott,  Niagara; 
Mrs.  J.  I.  Farrell,  Oneida;  Mrs.  E.  M.  Neptune, 
Onondaga;  Mrs.  W.  W.  Davis,  Orange;  Mrs. 
J.  Rainey,  Rensselaer;  Mrs.  T.  Bullard,  Sara- 
toga; Mrs.  A.  W.  Greene,  Schenectady;  Mrs.  W. 
C.  Carhart  Suffolk;  Mrs.  I.  V.  Decker,  Wash- 
ington. Dr.  Joseph  Lawrence  addressed  the 
group  and  emphasized  the  importance  of  medical 
legislation.  He  also  extended  the  members  an 
invitation  to  visit  the  legislative  sessions.  Mrs. 
Carlton  Potter,  Syracuse,  member  of  the  na- 
tional board,  reported  her  attendance  at  a meet- 
ing of  the  public  relations  committee.  She  ad- 
vocated that  all  doctors’  wives  acquaint  them- 
selves with  current  movies,  plays,  and  books 
pertaining  to  medicine.  Those  who  attended, 


in  addition  to  county  presidents,  were:  Mes- 
dames  George  B.  Adams,  president-elect;  H.  J. 
Noerling;  J.  E.  Noll;  C.  Potter;  F.  Irving; 
E.  A.  Griffin;  G.  Towne;  W.  J.  Lavell;  L.  A. 
VanKleeck;  O.  Pfaff;  J.  P.  Lasko;  A.  Vander 
Veer;  R.  F.  Johnson;  F.  L.  Sullivan;  S.  P. 
Jones;  and  A.  M.  Bell.  The  fifth  anniversary 
of  the  organization  of  the  State  Auxiliary  was 
celebrated  by  a dinner  and  a get-together  party 
February  4 at  the  DeWitt  Clinton  Hotel. 

County  News 

Erie.  The  executive  board  and  assistants  to 
the  chairman  of  the  state  convention  were  de- 
lightfully entertained  at  dinner  by  Mrs.  C.  E. 
Wertz,  chairman  of  the  convention.  All  plans 
were  formulated  and  discussed.  The  committee 
is  putting  every  effort  toward  making  this  event 
an  outstanding  affair. 

Onondaga.  The  regular  monthly  meeting  of 
the  Auxiliary  was  held  at  the  Crouse  Irving 
Hospital  on  Tuesday  evening,  February  4, 
forty-eight  members  being  present.  Dr.  C. 
George  Murdock  spoke  on  “Health  Tests  for 
Household  Workers.”  Interesting  points  on 
current  legislation  were  also  presented  by  Mrs. 
E.  G.  Allen,  legislative  chairman,  for  general 
discussion  in  the  meeting.  Plans  for  a birthday 
dinner-dance  were  presented  in  detail  before  the 
meeting  by  Mrs.  Glendon  R.  Lewis.  The  party 
was  held  February  13,  at  the  University  Club 
of  Syracuse.  It  was  a formal  affair  and  a buffet 
dinner  was  served.  The  committee  on  public 
relations  directed  a collection  of  surgical  instru- 
ments, sedatives,  vitamins,  and  baby  foods  for 
Britain. 

Oswego.  Social  comradery  among  members 
of  the  medical  profession  and  their  wives  was 
held  by  giving  a dinner-dance  at  the  Hotel  Pon- 
tiac on  December  13.  The  occasion  afforded  so 
much  pleasure  that  it  was  agreed  to  hold  an 
Easter  dinner-dance  party.  An  annual  Christ- 
mas gift  of  hospital  scales  was  made  to  the 
County  Health  Camp.  Dr.  Joseph  M.  Riley 
gave  an  interesting  talk  on  the  subject  “Juvenile 
Eyesight”  at  the  regular  monthly  meeting  on 
January  8.  This  county  reports  their  member- 
ship as  being  very  enthusiastic  about  auxiliary 
work. 

Schenectady.  Mrs.  Walter  Drew,  president 
of  the  Public  Health  Nursing  Association,  spoke 
on  the  relation  of  the  medical  profession  to  her 
work  at  the  regular  monthly  meeting  held  at 
Sunnyview  Hospital,  January  28.  The  re- 
quirements of  public  health  nurses  and  their 
duties  were  explained.  At  the  business  meeting 
Mrs.  A.  W.  Greene,  president,  announced  that  all 
members  were  being  classified  for  medical  de- 
fense work.  A social  hour  and  tea  followed. 

Suffolk.  A luncheon  and  executive  board 
meeting,  at  which  Mrs.  W.  C.  Carhart  presided, 
was  held  January  4,  at  the  Milestone  Inn,  Say- 
ville,  Long  Island.  The  group  formulated  plans 
for  the  coming  year.  A dinner  party,  with  the 
doctors  as  guests,  was  given  at  the  Patchogue 
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Hotel  on  January  29.  The  following  officers  are 
carrying  on  the  active  work  for  this  year:  presi- 
dent, Mrs.  W.  C.  Carhart;  president-elect,  Mrs. 
George  P.  Bergman,  Mattituck;  first  vice- 
president,  Mrs.  S.  A.  Arnold,  Bay  Shore;  second 
vice-president,  Mrs.  L.  P.  Gouley,  Huntington; 
recording  secretary,  Mrs.  A.  Franklin,  Central 
Islip;  corresponding  secretary,  Mrs.  B.  Feur- 
stein,  Bay  Shore;  treasurer,  Mrs.  W.  R.  Car- 
man, Islip;  delegates  to  the  State  Medical 
Convention  are  Mrs.  Bergman  and  Mrs.  Gouley; 
alternates,  Mrs.  Kolk  and  Mrs.  Jones.  Direc- 
tors are  Mrs.  Frank  Overton,  of  Patchogue,  and 
Mrs.  E.  R.  Hildreth,  of  Bay  Shore. 

Convention 

Come  all  ye  sisters — pack  your  duffel  and 
shuffle  off  to  Buffalo  on  April  28,  for  the  conven- 
tion time  of  your  life.  Tins  is  to  be  a convention 
that  is  different!  The  extracurricula  activities 
will  appeal  to  you.  The  regulation  teas,  lunch- 
eons, and  banquets  will  be  in  order  but  with  at- 


mosphere. Aside  from  that,  Buffalo,  “The  City 
of  Good  Neighbors/’  offers  you  hospitality  to 
rival  the  sunny  southland.  The  Niagara  Fron- 
tier in  the  pioneer  spirit  of  “Wells  Fargo  Days” 
bids  you  come  and  twist  the  Buffalo  tail. 
Breathes  there  a girl  with  soul  so  dead  who 
doesn’t  evince  some  flickering  of  interest  in  her 
house?  The  Niagara  Frontier  abounds  in 
antiques  and  antique  shops.  This  is  a collector 
paradise.  The  finest  rock  crystal  in  the  country 
is  manufactured  in  Buffalo.  Wouldn’t  you 
like  to  see  how?  Buffalo’s  parks  and  museums 
will  be  a treat  to  the  lovers  of  beauty  among 
you  who  are  artistically  inclined.  Buffalo  in  the 
Spring — well — what  matter  the  weather  as  long 
as  we’re  together — Mrs.  C.  E.  Wertz , convention 
chairman. 

Bulletin 

Our  goal  for  the  Bulletin  is  350 — we  have  103 
to  date.  Send  your  subscription  to  your  county 
chairman  today! 


THE  HIT  CHIROPRACTIC  BIRD  FLUTTERS 


“Chiropractic  is  a distorted  technic  for  the 
diagnosis  and  healing  of  disease,  which  is  being 
foisted  on  the  American  people,  notwithstanding 
that  its  advocates  lack  the  slightest  conception, 
let  alone  appreciation,  of  the  most  elementary 
and  clearly  demonstrable  facts  in  connection 
with  the  human  body  in  health  and  disease,”  the 
Journal  of  the  American  Medical  Association  for 
February  1 says  in  an  editorial  on  “The  Chiro- 
practic Theory  of  Law.” 

The  editorial  continues:  “The  realities  of 

anatomy,  pathology  (the  essential  nature  of 
disease),  physiology,  and  chemistry  mean  noth- 
ing to  chiropractors.  Nevertheless,  any  in- 
formed person  who  points  out  the  inanity  of 
their  theories  and  the  baneful  effects  of  their 
treatment  is,  by  their  propaganda,  bigoted, 
hidebound,  reactionary. 

“Chiropractors  are  in  general  quite  unin- 
formed in  the  field  in  which  they  hold  them- 
selves out  as  having  some  knowledge  or  aptitude. 
When  they  digress  into  other  fields,  they  usually 
reveal  such  appalling  ignorance  that  even  the 
most  casual  observers  see  them  in  their  true 
light.  Few  people  realize  that  chiropractors, 
unlike  physicians,  seldom  if  ever  have  any 
college  education;  indeed,  some  have  not  even 
completed  the  high  school.  In  the  National 
Chiropractic  News  for  November-December, 
1940,  appears  an  editorial  entitled  ‘Witch- 
Hunting  in  Indiana.’  This  rumination  was 
elicited  in  response  to  what  appears  to  be  a 
campaign  of  T.  M.  Overley,  secretary  of  the 
Indianapolis  Better  Business  Bureau,  looking 
toward  the  prosecution  under  the  laws  of  the 
state  of  Indiana  of  all  unlicensed  chiropractors 
practicing  in  the  state.  These  individuals  seek 
to  practice  in  disregard  of  such  an  inconvenient 
and  inconsequential  technicality  as  obtaining 
a license  after  presenting  to  the  Board  of  Regis- 
tration in  Medicine  evidence  of  the  educational 
qualifications  required  by  the  Medical  Practice 
Act  of  Indiana  and  satisfactorily  passing  the 


examination  required  by  law.  Mr.  Overley,  so 
the  editorial  states,  is  ‘bluenosed’  in  this  cam- 
paign ‘against  qualified  but  unlicensed  chiro- 
practors.’ Were  this  statement  not  so  pathetic, 
it  would  be  ludicrous.  ‘Qualified’  by  whom,  for 
what?  Shall  cultists  be  permitted  to  ignore  the 
applicable  healing  art  licensing  law  if,  in  their 
own  estimation,  they  possess  the  qualifications 
required  by  that  law?  Is  the  matter  of  licensure 
not  a function  of  the  state? 

“Quoting  directly  from  the  editorial:  ‘We 

asked  him  [the  secretary  of  the  Indianapolis 
Better  Business  Bureau]  to  distinguish  and 
differentiate  between  the  qualified,  responsible 
[unlicensed]  practitioner  and  the  unqualified 
racketeer.’ 

“Granting,  without  admitting,  that  such  a 
distinction  could  be  drawn,  the  request  for  such 
a distinction  itself  evidences  the  unique  men- 
tality behind  chiropractic  thinking.  Appar- 
ently it  is  good  chiropractic  theory  to  ignore  a 
healing  art  licensing  law  on  the  ground  that  such 
a law  applies  to  the  mass  of  men  and  to  physi- 
cians but  not  to  any  adherent  of  this  blissfully 
uninformed  cult. 

“Mr.  Overley,  because  of  this  campaign 
against  all  chiropractors  violating  the  licensing 
laws  of  the  state,  because  of  his  ‘purblind, 
bigoted’  refusal  to  take  the  heat  off  ‘qualified 
but  unlicensed  chiropractors,’  is,  the  editorial 
remarks  (after  giving  due  credit  to  General 
Hugh  Johnson  for  originating  the  phrase), 
‘suffering  from  halitosis  of  the  intellect.’  This 
significant  diagnosis,  notwithstanding  its  origin 
in  the  General  and  its  acceptance  by  the  chiro- 
practors, is  just  as  scientific  as  chiropractic 
itself.  The  editorial  implies  that  Mr.  Overley’s 
efforts  to  suppress  the  unlicensed  practice  of 
chiropractic  must  be  bearing  some  fruit.  How- 
ever unfortunate  from  the  chiropractic  point  of 
view,  this  consummation  is  distinctly  in  the 
public  interest.” 


Books 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  _ Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed 
sufficient  notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

REVIEWED 


Sexual  Pathology.  A Study  of  Derangements 
of  the  Sexual  Instinct.  By  Magnus  Hirschfeld, 
M.D.  Octavo  of  368  pages.  New  York,  Emer- 
son Books,  Inc.,  1940.  Cloth,  $2.95. 

Sexual  Pathology  is  a comprehensive,  detailed 
study  of  the  derangements  of  the  sexual  instinct. 
In  the  three  main  divisions  into  which  the  volume 
is  divided  (Sexual  Symbolism,  Hypereroticism, 
and  Impotence),  the  author,  with  the  aid  of  case 
histories,  analyzes  the  many  sexual  abnormalities. 

It  is  chiefly  a dissertation  on  the  various  sexual 
idiosyncrasies.  Therapy,  which  would  have 
been  helpful  to  those  interested  in  the  problem, 
is  but  superficially  discussed  and  then  only  in 
rare  instances. 

Although  its  direct,  easy  flowing  style  and  the 
vivid  account  of  cases  would  be  very  enlightening 
and  interesting  to  the  layman,  the  frank  discus- 
sion of  such  subject  matter  naturally  warrants 
restricting  the  book  to  members  of  the  medical 
profession  or  advanced  students  of  psychology. 

Samuel  L.  Siegler 

Clinical  Diabetes  Mellitus  and  Hyperinsulin- 
ism.  By  Russell  M.  Wilder,  M.D.  Octavo  of 
459  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1940.  Cloth,  $6.00. 

There  is  a very  definite  need  for  this  type  of 
work  on  the  subject  of  diabetes  mellitus  (and  the 
reviewer  welcomes  the  inclusion  of  the  clnical 
opposite  hyperinsulinism)  that  may  be  recom- 
mended as  a text  on  these  subjects  to  medical 
students  and  general  practitioners. 

The  book  is  not  a collection  and  revision  of  a 
great  mass  of  reference  material  and,  as  is  too 
often  the  case  in  this  type  of  subject,  an  accumu- 
lation of  statistical  data.  Dr.  Wilder  covers  the 
essentials  necessary  for  clinical  application  of 
these  diseases  and  presents  them  practically. 

The  method  of  using  footnotes  throughout  the 
text  is  to  be  commended,  and  it  is  hoped  that  this 
style  of  presentation  will  become  more  popular 
in  future  medical  texts. 

Of  great  importance  is  the  stress  put  on  having 
the  diabetic  diet  meet  all  nutritional  requirements 
of  proteins,  minerals,  and  vitamins.  Many 
workers  in  the  field  of  diabetes  mellitus  will  not 
agree  with  Dr.  Wilder  on  the  relatively  high 
caloric  values  of  his  diet  prescriptions  due  to  the 
generous  use  of  fats.  The  food  lists  are  given  in 
composition  of  100-Gm.  portions  which  compli- 
cates diet  calculation  by  the  physician  and  the 
patient  and  adds  the  burden  of  the  use  of  scales, 
which  in  this  country  is  gradually  being  displaced 
by  the  use  of  household  measure. 

The  management  of  diabetic  coma,  the  surgi- 
cal diabetic,  and  the  regulation  with  insulin  are 
particularly  well  presented.  The  section  on 
hyperinsulinism  is  well  done  and  presented  in  a 
completely  practical  manner  for  direct  clinical 
approach. 

This  book  is  highly  recommended  as  a text  for 
students  and  general  practitioners. 

Paul  C.  Eschweiler 


The  Diagnosis  and  Treatment  of  Diseases  of 
the  Peripheral  Arteries.  By  Saul  S.  Samuels, 
M.D.  Second  edition.  Octavo  of  372  pages, 
illustrated.  New  York,  Oxford  University  Press, 
1940.  Cloth,  $6.50. 

Although  the  author  has  completely  rewritten 
this  edition,  he  has  added  very  little  to  what  was 
already  presented  in  the  first  edition.  The  only 
noticeable  difference  appears  to  be  that  instead 
of  devoting  three-fourths  of  his  book  to  thrombo- 
angiitis obliterans  he  now  devotes  one-half  of  the 
book  to  this  subject.  This  is  done  in  spite  of 
the  fact  that  thromboangiitis  obliterans  is  a rela- 
tively rare  disease  and  makes  up  about  5 per  cent 
of  the  total  incidence  of  peripheral  arterial  dis- 
eases. The  clinical  and  pathologic  description 
of  Buerger’s  disease  is  good.  The  value  of  intra- 
venous hypertonic  saline  in  treatment  is  extolled 
while  all  other  methods  are  deprecated.  His 
treatment  of  the  subject  of  arteriosclerosis  oblit- 
erans is  poor,  inadequate,  and  confusing.  He 
presents  a total  of  ten  illustrated  case  reports  of 
diabetic  gangrene  in  this  chapter.  Nine  out  of 
the  10  are  cases  of  acute,  infectious,  diabetic 
gangrene,  which  from  the  textual  matter  are 
obviously  cases  with  patent  major  arteries. 
This  is  disclosed  by  oscillometric  readings  in 
these  cases  ranging  between  one-half  and  eleven 
at  the  ankle.  These  9 cases  without  arterial  im- 
pairment got  well  with  good  local  surgical  man- 
agement. The  only  1 that  came  to  midthigh 
amputation  in  his  series  had  an  oscillometric 
reading  of  zero.  Thus  he  presents  successful 
results,  in  the  chapter  on  arteriosclerosis  obliter- 
ans, in  patients  who  did  not  suffer  from  arterio- 
sclerosis obliterans  at  all.  This  is  misleading. 
What  is  equally  important  if  not  most  important 
in  this  group  is  infarctive  gangrene  due  to  arterial 
impairment.*  This  the  author  completely  ig- 
nores. In  the  conservative  treatment  of  oblitera- 
tive arteriosclerosis  as  well  as  in  Raynaud’s 
disease,  he  recommends,  for  some  mysterious 
reason,  the  use  of  intravenous  hypertonic  saline. 

W.  S.  Collens 

New  Facts  on  Mental  Disorders.  Study  of 
89,190  Cases.  By  Neil  A.  Dayton,  M.D.  Oc- 
tavo of  486  pages,  illustrated.  Springfield, 
Charles  C.  Thomas,  1940.  Cloth,  $4.50. 

This  is  an  epochal  book.  It  embraces  a com- 
mendable analysis  of  90,000  admissions  to  mental 
hospitals  in  Massachusetts  from  1917  to  1933. 

Dr.  Dayton,  with  an  able  group  of  advisors, 
has  made  possible  the  answers  to  inquiries,  such 
as:  Why  a yearly  increase  in  admission  rate? 

What  are  the  modifiable  factors?  in  significant 
language  that  no  physician,  sociologist,  or  intelli- 
gent layman  should  fail  to  comprehend. 

Unlike  many  books  that  are  dominantly  statis- 
tical in  content,  the  present  one  is  happily  read- 
able. The  gist  of  each  chapter  may  be  quickly 
gleaned  by  virtue  of  a pithily  formulated  summa- 
tion which  precedes  each  of  eleven  topical  group- 
ings. These  include  general  considerations,  age 
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in  mental  disorders,  nativity,  alcohol,  marriage, 
age,  time,  other  clinical  factors,  and  a penetrating 
discussion  of  factors  influencing  the  incidence  of 
mental  disorders. 

The  book  is  replete  with  graphs  which  strik- 
ingly and  concisely  bring  to  the  front  the  up- 
shots of  this  much  needed  study. 

Frederick  L.  Patry 

Rheumatic  Fever.  Studies  of  the  Epidemi- 
ology, Manifestations,  Diagnosis,  and  Treatment 
of  the  Disease  During  the  First  Three  Decades. 
By  May  G.  Wilson,  M.D.  Quarto  of  595  pages, 
illustrated.  New  York,  Commonwealth  Fund, 
1940.  Cloth,  $4.50. 

Dr.  Wilson’s  excellent  monograph  will  take 
its  place  at  once  as  the  standard  work  in  its  field 
and  one  of  the  most  important  in  any  field.  The 
author  disclaims  any  attempt  at  encyclopedic 
treatment  of  the  subject,  yet  the  volume  is  so 
comprehensive  that  it  is  unlikely  that  search 
here  for  any  important  data  on  rheumatic  fever 
would  be  fruitless. 

There  are  578  pages,  a good  index,  and  a 
bibliography.  It  is  subdivided  into  five  parts: 
epidemiology  and  etiology,  clinical  and  pathologic 
manifestations,  course,  diagnosis,  and  care  and 
management.  There  are  invaluable  appendices 
containing  miscellaneous  supplementary  ma- 
terial, such  as  tables  analyzing  112  rheumatic 
families,  technic  of  tests  used  in  studying  rheu- 
matic fever,  nomenclature  and  criteria  for  diag- 
nosis of  diseases  of  the  heart  of  the  New  York 
Heart  Association,  etc.  This  book,  like  other 
Commonwealth  Fund  publications,  is  beauti- 
fully bound  and  printed  and  is  very  reasonably 
priced. 

Milton  Plotz 

Treatment  of  War  Wounds  and  Fractures. 

With  Special  Reference  to  the  Closed  Method  as 
Used  in  the  War  in  Spain.  By  J.  Trueta,  M.D. 
Duodecimo  of  146  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.,  1940  Cloth,  $2.50. 

This  interesting  little  monograph  is  the  story 
of  the  treatment  of  compound  fractures  during 
the  recent  civil  war  in  Spain. 

After  a brief  historical  survey  of 'war  surgery, 
the  author  gives  a lucid  description  of  the  treat- 
ment and  explains  the  principles  on  which  it  is 
based.  Then  follow  several  chapters  in  which 
fractures  of  various  bones  are  considered  indi- 
vidually. 

The  method  of  treatment  is  that  introduced  by 
Dr.  Winett  Orr  some  sixteen  years  ago.  The 
results  obtained  prove  the  contention  that  closed 
plaster  immobilization  is  the  sine  qua  non  in  the 
treatment  of  compound  fractures. 

Mayer  E.  Ross 

Manual  of  Medical  and  Surgical  Emergencies. 

Edited  by  J.  C.  Geiger,  M.D.  Octavo  of  199 
pages.  San  Francisco,  J.  W.  Stacey,  Inc.,  1940. 
Cloth,  $2.50. 

The  most  suitable  description  of  this  book  is 
that  it  is  eminently  sensible.  Almost  every  con- 
ceivable emergency  likely  to  be  encountered  in 
this  part  of  the  world  is  adequately  treated. 
One  defect  is  that  there  is  no  section  on  poisons 
since  toxicology  is  covered  in  a companion  vol- 
ume. A chapter  on  the  common  poisons  would 
make  this  volume  a complete  unit. 

Milton  Plotz 


Behind  the  Scenes  of  Murder.  By  Joseph 
Catton,  M.D.  Octavo  of  355  pages.  New  York, 
W.  W.  Norton  & Company,  1940.  Cloth,  $3.00. 

This  book  makes  interesting  and  instructive 
reading  for  doctors,  laymen,  and  lawyers.  It  is 
not  a collection  of  murder  mysteries  by  a doctor 
but  an  attempt  at  the  interpretation  of  the  crime 
of  homicide  as  seen  through  the  experiences,  in 
and  out  of  court,  of  a distinguished  psychiatrist. 
He  has  evidently  examined  many  murderers,  and 
he  analyzes  their  cases  first  as  an  alienist,  but  an 
alienist  with  the  inquisitiveness  of  a sociologist 
and  the  thoughtful  citizen.  Are  all  the  verdicts 
just  or  adequate?  The  doctor  feels  that,  in 
spite  of  laws,  human  nature  pulls  the  strings  at 
some  time  or  another  for  the  judge,  the  attorneys, 
the  experts,  and  the  juries.  The  chapter  on 
“The  Insanity  Dodge”  is  illuminating  and  in- 
cludes the  statement:  “My  and  the  jury’s 

opinion  in  84  per  cent  of  the  cases  of  killers’  alleg- 
ing insanity  was  that  the  insanity  defense  was  an 
insanity  dodge.”  One  of  the  concluding  chap- 
ters deals  with  the  prevention  of  homicide. 
Here  will  be  found  some  vital  observations  and 
conclusions  of  a student  of  crime  and  crime  pre- 
vention. Whether  he  agrees  or  not  with  the 
opinions  expressed,  the  casual  reader  will  be 
deeply  impressed  by  the  seriousness  of  the  prob- 
lems outlined. 

Joseph  Raphael 

Physiology  of  Micturition.  By  Orthello  R. 
Langwrorthy,  Lawrence  C.  Kolb,  and  Lloyd  G. 
Lewis.  Octavo  of  232  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1940.  Cloth, 
$3.50. 

Within  the  pages  of  this  compact  and  scientific 
treatise  are  contained  valuable  contributions  to 
the  study  of  the  neuromuscular  disturbances  of 
the  bladder.  It  is  the  type  of  book  which  may 
be  used  as  a consulting  reference  not  only  by 
urologists  and  neurosurgeons  but  by  the  general 
profession  as  well.  A large  amount  of  experi- 
mental and  clinical  research  have  formed  the  basis 
of  the  concise  and  factual  data  contained  therein. 
An  extensive  bibliography  of  the  more  important 
references  is  appended,  as  well  as  an  alphabetical 
authors’  index.  One  cannot  praise  too  highly 
the  efforts  of  the  authors  for  their  experimental, 
clinical,  and  cystometric  studies  made  possible 
financially  by  grants  from  several  philanthropic 
organizations.  The  open-minded  manner  in 
which  they  have  approached  and  studied  the 
mechanism  of  micturition,  together  with  the 
lesions  produced  by  disease  and  injury  of  the 
brain,  spinal  cord,  and  various  peripheral  nerve 
structures,  is  most  commendable.  The  text  is 
conveniently  arranged  in  six  separate  divisions. 

Augustus  Harris 

Artificial  Pneumothorax.  Its  Practical  Appli- 
cation in  the  Treatment  of  Pulmonary  Tubercu- 
losis. Contributions  by  Saranac  Lake  Physi- 
cians to  the  Studies  of  the  Trudeau  Foundation. 
Editorial  Committee:  Edwrard  N.  Packard,  M.D., 
John  N.  Hayes,  M.D.,  Sidney  F.  Blanchet,  M.D. 
Octavo  of  300  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1940.  Cloth,  $4.00. 

Here  in  a small  volume  is  a complete  presenta- 
tion of  all  that  is  of  value  on  the  subject  of  arti- 
ficial pneumothorax  in  the  treatment  of  pulmo- 
nary tuberculosis.  Some  seventeen  of  the  physi- 
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cians  resident  in  Saranac  Lake  have  aided  in  its 
production,  each  contributing  a chapter  or  two, 
according  to  his  special  fitness,  without  loss  of 
continuity  in  thought.  There  are  nineteen 
chapters  running  from  a historical  review  of  the 
subject  through  the  physiology  of  artificial 
pneumothorax,  the  selection  of  cases,  the  value  of 
the  x-ray  in  following  the  cases,  a description  of 
the  apparatus  employed,  the  technic  of  the  pro- 
cedure, accidents  that  may  occur  during  the 
operation,  pleural  complications  that  may  occur, 
etc.,  and  end  results  of  the  treatment.  It  is  all 
exceedingly  well  done  and  bears  the  mark  of  con- 
servatism which  as  a rule  characterizes  the  Sara- 
nac School. 

The  volume  is  beautifully  illustrated,  ex- 
tremely well  documented,  and  attractively  pre- 
sented. All  students  of  pulmonary  tuberculosis 
will  find  it  a valuable  addition  to  their  libraries. 

Foster  Murray 

Acute  Infectious  Diseases.  A Handbook  for 
Practitioners  and  Students.  By  J.  D.  Rolleston, 
M.D.,  and  G.  W.  Ronaldson,  M.D.  Third  edi- 
tion. Octavo  of  477  pages.  St.  Louis,  C.  V. 
Mosby  Company,  1940.  Cloth,  $4.50. 

Dr.  Rolleston’s  book  has  been  a standard  and 
authoritative  text  on  the  clinical  aspects  of  acute 
infectious  diseases  ever  since  the  first  edition  was 
published.  Based  on  the  writer’s  extensive  per- 
sonal experience  in  this  field  and  on  a most  care- 
ful study  of  the  literature,  this  publication  has, 
since  its  first  appearance,  maintained  a leading 
position.  In  this  new  edition  the  authors  have 
added  to  its  authoritative  position  by  a most 
thorough  revision,  with  presentation  in  an  excel- 
lent manner  of  the  modern  views  on  the  questions 
of  diagnosis  and  treatment  in  conjunction  with 
concise  descriptions  of  the  clinical  picture  and 
the  bacteriologic  and  pathologic  aspect  of  each 
infection.  The  diseases  included  are  those  that 
are  usually  treated  in  isolation  hospitals  and  in- 
clude the  usual  exanthemas;  diphtheria:  mumps; 
whooping  cough;  typhoid,  paratyphoid  and 
typhus  fever;  cerebrospinal  fever;  the  fourth 
disease;  erythema  infectiosum;  with  chapters  on 
vaccination,  Vincent’s  angina,  erysipelas,  and 
isolation  methods.  The  book  is  quite  up  to 
date.  The  opinions  expressed  are  the  result  of 
thorough  familiarity  with  the  subject  matter, 
and  they  are  most  logical  and  certainly  reliable 
and  conservative.  Many  subjects  of  much  cur- 
rent interest  are  discussed,  and  of  particular 
importance  may  be  mentioned  the  suction 
method  for  treatment  of  laryngeal  diphtheria, 
the  use  of  various  prophylactics  for  measles  in- 
cluding convalescent  serum  and  placental  globu- 
lin, the  antitoxin  therapy  of  scarlet  fever,  the 
drip  infusion  method  of  serum  therapy,  and  the 
place  of  chemotherapy  in  certain  of  the  acute  in- 
fectious diseases.  This  book  will  provide  the 
practitioner  and  the  health  officer  with  a valuable 
and  reliable  source  of  information  on  the  modern 
management  and  treatment  of  this  group  of  com- 
municable diseases. 

Joseph  C.  Regan 

The  Surgery  of  Pain.  By  Rene  Leriche,  M.D. 
Translated  and  edited  by  Archibald  Young,  M.D. 
Octavo  of  512  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1939.  Cloth,  $6.50. 

The  work  of  Leriche,  especially  the  operation 
of  periarterial  sympathectomy  devised  by  him 


and  employed  in  the  treatment  of  a variety  of  dis- 
orders of  the  extremities,  is  a contribution  quite 
generally  known.  There  are,  however,  many 
other  problems  that  have  attracted  the  attention 
of  this  careful  clinical  investigator — to  mention 
a few:  neuralgias  of  the  face,  causalgia,  the  pain 

of  amputation  stumps,  Raynaud’s  disease  and 
the  pain  of  angina  pectoris.  This  book  is  written 
in  a simple  straightforward,  easily  understood 
style,  recounting  some  experiences  that  have  been 
previously  recorded  but  withal  bringing  up  to 
date  our  knowledge  concerning  the  results  that 
may  be  obtained  in  the  relief  of  pain  by  surgical 
measures.  The  treatise  has  the  touch  of  the 
master,  Ren6  Leriche,  who  has  been  most  re- 
sponsible for  the  advances  made  in  the  treat- 
ment of  a large  number  of  painful  disorders  by 
appropriately  applied  operations  on  the  sympa- 
thetic nervous  system.  It  is  highly  recommended 
to  all,  for  in  the  reviewer’s  opinion  it  will  be 
found  far  more  entertaining  than  many  of  the 
biographies  now  appearing  on  the  bookshelves. 

Jefferson  Browder 

Diseases  of  the  Nervous  System.  By  W.  Rus- 
sell Brain,  M.A.  Second  edition.  New  York, 
Oxford  University  Press,  1940.  Cloth,  $9.25. 

The  first  edition  was  published  in  1933  and  on 
the  whole  was  well  received.  As  stated  at  the 
time  it  possessed  the  particular  quality  of  unusual 
clarity  so  that  each  syndrome  read  as  if  chiseled 
in  stone.  Seven  years  have  elapsed  during  which 
period  newer  concepts  of  disease,  further  refine- 
ment in  diagnosis,  and  distinct  therapeutic  ad- 
vances have  occurred.  On  all  these  phases  prac- 
tically new  chapters  have  been  written. 

There  also  has  been  a new  arrangement  of  ma- 
terial, such  as  placing  all  diseases  caused  by  virus 
infection  under  one  heading.  A separate  chapter 
has  been  reserved  for  syphilis.  The  chapters  on 
endocrine  and  trophic  diseases  have  been  omitted, 
which  is  unfortunate. 

The  number  of  illustrations,  79,  seems  ade- 
quate for  this  type  of  book.  It  is  recommended 
particularly  for  senior  medical  students. 

Harold  R.  Merwarth 

Dermatologic  Therapy  in  General  Practice. 
By  Marion  B.  Sulzberger,  M.D.,  and  Jack  Wolf, 
M.D.  Octavo  of  680  pages,  illustrated.  Chi- 
cago, The  Year  Book  Publishers,  1940.  Cloth, 
$4.50. 

As  a collaborator  in  the  production  of  the  an- 
nual Yearbook  on  Dermatology  and  Syphilology 
with  Dr.  Fred  Wise  and  author  of  the  recently 
published  and  most  instructive  book  on  derma- 
tologic allergy,  this  new  work  should  need  but 
little  introduction  to  the  general  practitioner  to 
whom  he  seems  to  dedicate  it  so  modestly  in  his 
title.  It  might  well  have  been  called  a handbook 
for  the  dermatologist,  for  it  contains  much  that 
any  practitioner  of  our  branch  of  the  art  of  medi- 
cine could  read  with  distinct  advantage.  One  of 
the  weak  spots  in  many  of  the  authoritative 
works  on  dermatology  is  the  paucity  of  descrip- 
tive instruction  concerning  the  proper  and  most 
advanced  methods  of  therapy  and  the  actual 
application  of  the  same.  This  sort  of  knowledge 
and  technic  is  the  result  of  long  clinical  training 
which  every  aspiring  dermatologist  must  pursue 
before  he  may  call  himself  a specialist  in  his 
field.  The  book  is  a perfect  vade  mecum  of 
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dermatologic  information.  Not  only  are  the  de- 
scriptions of  various  diseases  of  the  skin  clearly 
defined  in  the  text  but  series  of  pictures  are  given 
which  are  certain  to  aid  the  reader  in  the  differen- 
tiation of  diseases  similar  in  their  objective  symp- 
toms. Lucidly  described  and  generously  illus- 
trated are  the  methods  for  the  preparation  and 
application  of  various  dressings,  ointments, 
pastes,  patch-testings  procedures,  and  parenteral 
therapy.  Formulas  that  have  served  faithfully 
for  many  years,  as  well  as  those  of  recent  in- 
vention, are  given  in  profusion.  The  chapter  on 
the  proper  treatment  of  acne  in  its  various  stages 
is  very  instructive,  and  the  advice  offered  for 
passing  along  to  the  patients  is  most  sensible  and 
valuable. 

Nathan  Thomas  Beers 

Communicable  Diseases.  By  Nina  D.  Gage, 
R.N.,  and  John  F.  Landon,  M.D.  Second  edi- 
tion. Octavo  of  411  pages,  illustrated.  Phila- 
delphia, F.  A.  Davis  Company,  1940.  Cloth, 
$3.50. 

This  second  edition  is  a clear,  concise,  compre- 
hensive textbook  covering  all  the  important 
features  of  the  common  contagious  diseases, 
written  with  a view  toward  the  teaching  of 
nurses.  Nursing  care  of  each  disease  is  given  in 
a separate  chapter  following  the  disease.  Some 
other  valuable  additions  are  a glossary  to  clarify 
technical  terms,  a schematic  representation  of 
the  discussion  of  each  disease  at  the  beginning  of 
the  chapter  detailing  each  disease,  and  questions 
at  the  end  of  each  chapter  which  if  answered  by 
the  student  will  fix  the  principal  points  in  mind. 
The  book  should  be  helpful  to  the  medical  stu- 
dent. The  newer  chemotherapeutic  methods  are 
included. 

Kenneth  G.  Jennings 

Clinical  Methods.  A Guide  to  the  Practical 
Study  of  Medicine.  By  Sir  Robert  Hutchison, 
M.D.,  and  Donald  Hunter,  M.D.  Eleventh 
edition.  16  mo.  of  622  pages,  illustrated.  New 
York,  Paul  B.  Hoeber,  Inc.,  1940.  Cloth,  $5.00. 

The  eleventh  edition  of  this  well-known  work 
is  a handy  collection  of  the  various  clinical  meth- 
ods used  in  diagnosis  and  treatment.  Although 
it  consists  of  622  pages,  it  is  small  enough  to  be 
carried  in  a pocket  for  easy  reference.  This  edi- 
tion represents  a well-written  volume,  with  many 
deletions  of  old  material  and  additions  of  new. 
It  should  prove  to  be  a valuable  help  to  the  prac- 
ticing physician. 

Max  Lederer 

A Synopsis  of  Surgery.  By  Ernest  W.  Hey 
Groves,  M.D.  Eleventh  edition.  Duodecimo 
of  714  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1940.  Cloth,  $5.00. 

This  small  volume  which  has  been,  since  its 
first  edition  in  1908,  a brief  summary  of  surgical 
procedures  is  a popular  desk  volume,  and  the 
present  edition,  as  were  its  twelve  previous  edi- 
tions, has  been  brought  up  to  date.  This  is 
particularly  true  of  the  sections  on  the  treatment 
of  fractures  and  the  section  on  cleft  palate.  In 
these  the  text  for  the  most  part  has  been  rewrit- 
ten, with  the  recent  work  of  Veau  included  and 
the  operative  procedures  of  Langenbeck,  Lane, 
and  Brophy  omitted. 

It  will  undoubtedly  be  regretted  by  some  that 
the  chapters  in  the  previous  editions  on  regional 


diagnosis  have  been  deleted.  The  reviewer,  for 
one,  has  always  thought  that  they  gave  the  vol- 
ume something  that  made  it  more  readily  a desk 
reference  book.  The  arrangement  of  the  sub- 
ject matter  is  essentially  the  same  as  in  the  previ- 
ous editions  in  that  there  is  a brief  discussion  of 
etiology,  pathology,  complications,  and  treat- 
ment. Affections  of  the  entire  body  with  the  ex- 
ception of  the  female  genitalia  are  considered. 
The  illustrations  are  for  the  most  part  black  and 
white  but  well  done. 

Herbert  T.  Wikle 

Essentials  of  the  Diagnostic  Examination.  By 
John  B.  Youmans,  M.D.  Duodecimo  of  417 
pages,  illustrated.  New  York,  The  Common- 
wealth Fund,  1940.  Cloth,  $3.00. 

This  handbook  will  be  of  considerable  help  to 
medical  students  and  to  practitioners  who  wish  a 
concise  reference  book  on  the  problems  of  diag- 
nostic examination.  There  is  no  material  in  the 
book  which  is  not  to  be  found  in  similar  works 
now  available.  However,  the  Commonwealth 
Fund  is  to  be  commended  for  making  a readable 
and  dependable  text  available  at  so  low  a price. 
The  sections  on  office  laboratory  procedures  and 
cardiac  and  neurologic  examinations  are  espe- 
cially good. 

Milton  Plotz 

Bailey’s  Textbook  of  Histology.  By  Philip  E. 
Smith,  Ph.D.,  editor,  and  others.  Tenth  edi- 
tion. Octavo  of  764  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1940.  Cloth, 
$6.00. 

Again  the  authors  have  compiled  a text  in  this 
tenth  edition  which  should  benefit  the  student 
and  teacher  alike.  Numerous  illustrations  and 
sketches  make  for  a clear  and  concise  explana- 
tion of  the  subject  matter. 

Two  new  chapters  have  been  added:  one  of 

these  is  on  morphogenesis,  and  the  other  on 
the  organization  of  nervous  tissues.  A short 
fist  of  references  has  been  added  to  each 
chapter. 

This  volume  should  be  an  aid  to  students  of 
medicine. 

Nathan  Reibstein 

Getting  Ready  to  Be  a Mother.  By  Carolyn 
C.  Van  Blarcom.  Fourth  edition  revised  by 
Hazel  Corbin.  Duodecimo  of  190  pages,  illus- 
trated. New  York,  The  Macmillan  Company, 
1940.  Cloth,  $2.50. 

Written  in  a clear  understandable  style  and 
profusely  illustrated,  this  little  volume  makes  a 
satisfactory  instruction  manual  for  first-mothers. 
Prenatal  care,  nutrition,  and  postpartum  exer- 
cises are  intelligently  handled. 

James  F.  Butler 

The  Fundamentals  of  Nutrition.  By  Estelle 
E.  Hawley,  Ph.D.,  and  Esther  E.  Maurer-Mast, 
M.D.  Including  Table  of  100-Calorie  Portions 
by  Estelle  E.  Hawley,  Esther  E.  Maurer,  and 
Herbert  F.  Van  Epps,  and  Discussions  of  the  Die- 
tary Management  in  Specific  Conditions  by  col- 
laborators associated  or  formerly  associated  with 
the  University  of  Rochester,  School  of  Medicine 
and  Dentistry.  Quarto  of  477  pages,  illustrated. 
Springfield,  Charles  C.  Thomas,  1940.  Cloth, 
$5.00. 
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This  book  goes  straight  to  the  point.  It  tells 
the  physician  what  he  should  know  about  the 
fundamentals  of  nutrition,  diet  therapy,  and  diet 
planning.  All  the  information  and  data  are 
strictly  relevant;  historical  and  laboratory  back- 
ground is  kept  at  a minimum. 

The  book  is  clearly  written  and  illustrated 
with  meaningful  charts  and  pictures.  Each 
chapter  in  the  diet  therapy  section  is  written  by 
a specialist  in  his  field.  The  approach  is  always 
direct  and  practical.  The  physician  learns  not 
only  what  to  prescribe,  but — and  this  is  just  as 
important — how  to  prescribe  it.  Stress  is  laid 
on  diets  as  modifications  from  the  normal  family 
meals  rather  than  as  separate  entities.  Con- 
sideration is  given  to  the  economic  factors  in 
diet  teaching  and  diet  planning  which  affect  the 
largest  majority  of  our  population  today. 

The  volume  concludes  with  a liberal  appendix, 
including  a 100-calorie  table,  a section  on  evalua- 
tion of  nutritional  status,  commercial  vitamin 
products,  some  recipes  and  food  suggestions  for 
special  conditions,  and  special  diet  instruction 
sheets. 

This  book  is  highly  recommended  for  reference 
and  everyday  use  because  of  its  technical  value 
and  its  fresh  and  practical  point  of  view. 

Ethel  Plotz  Berman 

Introduction  to  Medical  Biometry  and  Statis- 
tics. By  Raymond  Pearl.  Third  edition.  Oc- 
tavo of  537  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Co.,  1940.  Cloth,  $7.00. 

This  is  not  an  elementary  textbook  on  statis- 
tical methods,  proceeding  from  first  principles 
through  mathematical  development  to  practical 
application,  but  is  essentially  a survey  of  the 
working  methods  most  popular  among  American 
and  British  medical  biometricians  and  statisti- 
cians. This  assortment  of  working  methods  is 
well  covered,  and  each  process  is  illustrated  with 
an  analysis  of  data  drawn  from  a field  interesting 
to  medical  men.  These  illustrations  are  given 
in  such  detail  that  the  numerical  processes  in- 
volved can  be  followed  step  by  step.  The  reader 
is  given  a prolonged  glance  over  the  author’s 
shoulder  (Professor  Pearl  is  an  active  worker  in 
the  field  of  medical  biometry  and  statistics)  and 
obtains  a very  definite  idea  of  the  kind  of  data 
he  works  with  and  how  he  analyzes  this  data. 
But  not  much  is  given  as  to  the  epistemology 
of  mathematical  statistics,  or  about  the  alter- 
native methods  preferred  by  some  investigators. 

Elder  A.  Porter 

Borrowed  Children.  A popular  account  of 
some  evacuation  problems  and  their  remedies. 
By  Mrs.  St.  Loe  Strachey.  Duodecimo  of  149 
pages.  New  York,  The  Commonwealth  Fund, 
1940.  Cloth,  $0.75. 

The  first  half  of  this  book  consists  of  informal 
and  sketchy  reports  of  the  reception  of  evacuated 
children  and  is  quite  interesting.  It  is  encourag- 
ing and  worth  reading,  but  do  not  look  for  advice 
or  information  about  how  to  do  it. 

The  latter  half,  more  or  less,  is  devoted  to  dis- 
cussion with  illustrations  of  psychic  maladjust- 
ments of  a kind  common  out  of,  as  well  as  in, 
war.  Insecurity  is  the  main  item.  This  part 
is  also  somewhat  interesting.  Of  course  it  is  a 
book  for  laymen — nicely  written. 

Walter  D.  Ludlum 


Your  Brain  and  Its  Story.  By  R.  J.  A.  Berry, 
M.D.  Duodecimo  of  165  pages,  illustrated. 
New  York,  Oxford  University  Press,  1939. 
Cloth,  $2.50. 

This  book  is  the  outcome  of  a lecture  delivered 
by  the  author  before  a psychologic  association. 
In  the  words  of  the  author  he  was  to  make  clear 
such  a complex  subject  as  neurology  by  drawing 
on  the  average  person’s  familiarity  with  electric- 
ity, chemistry,  and  business.  Consequently  the 
book  has  been  designed  and  intended  for  the 
lay  rather  than  the  medical  public. 

It  is  a small,  easily  readable  book  of  158  pages 
with  sufficient  illustrations,  thirty-six  in  number, 
to  clarify  the  text.  The  brain  is  considered  too 
much  from  an  anatomic  angle  with  little  physio- 
logic analysis,  as  the  researches  of  Pavlov  and  of 
other  modem  experimental  physiologists  are 
ignored.  The  book  may  satisfy  the  laity. 

Harold  R.  Merwarth 

The  Outbreak  of  Poliomyelitis,  City  of  Buffalo, 

1939.  By  Francis  E.  Fronczak,  M.D.,  commis- 
sioner of  health.  Quarto  of  48  pages,  illustrated. 
Buffalo,  New  York,  Department  of  Health,  1940. 
Paper. 

This  book  consisting  of  53  pages  and  accom- 
panied by  a separate  roll  of  nine  large  graphs  is 
concerned  with  a report  of  the  investigations 
made  by  the  authors  during  the  epidemic  of 
poliomyelitis  which  occurred  in  Buffalo  during 
the  summer  and  autumn  of  1939.  The  inquiry 
carried  out  followed  well-established  lines  includ- 
ing a study  of  the  geographic  distribution  of  the 
cases  within  the  city,  the  meteorologic  conditions 
prevailing  at  the  time  of  the  epidemic,  and  the 
economic  status  of  the  families  in  which  cases 
occurred  as  well  as  the  conditions  of  sanitation 
and  housing  in  which  they  lived.  The  sources  of 
food  supply  and  the  methods  of  household  re- 
frigeration and  of  refuse  disposal  were  not  forgot- 
ten, nor  was  the  possibility  of  the  transmission 
from  bathing  water,  household  pets,  or  rodents. 

In  reading  the  report  certain  observations 
seem  significant.  A longer  incubation  was  ob- 
served in  older  patients,  and  the  disease  incidence 
was  much  more  prevalent  in  the  male  sex  for  the 
age  group  under  21  years  and  in  the  female  sex 
for  the  age  group  over  21  years.  A high  propor- 
tion of  cases,  over  80  per  cent,  lived  in  one  or  two 
family  houses.  There  was  an  apparent  relation 
between  days  of  high  temperature  and  the  daily 
increment  of  cases.  Numerous  authentic  in- 
stances are  recorded  of  the  role  played  by  the 
healthy  carrier  in  the  conveyance  of  the  infection. 

Several  suggestions  are  made  by  the  authors  for 
the  control  of  future  epidemics  and  for  the  guid- 
ance of  the  National  Foundation.  These  deduc- 
tions appear  entirely  warranted  by  the  observa- 
tions recorded  in  this  and  other  epidemics.  It 
seems  that  in  this  report  the  authors  have  con- 
tributed to  our  knowledge  of  the  epidemiology  of 
poliomyelitis. 

Joseph  C.  Regan 

Report  on  the  Sex  Question.  By  The  Swedish 
Population  Commission.  Translated  and  edited 
by  Virginia  C.  Hamilton,  M.D.  Octavo  of  182 
pages.  Baltimore,  Williams  & Wilkins  Co., 

1940.  Cloth,  $2.00. 

A commission  on  population  was  appointed  in 
Sweden  in  1935  to  analyze  various  population 
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problems,  their  causes  and  their  consequences, 
for  the  purpose  of  eliminating  the  imminent  prob- 
ability of  continued  and  drastic  decline  in  popu- 
lation, a matter  of  utmost  significance,  particu- 
larly in  Europe. 

The  commission  reports,  in  a manner  simple, 
concise,  nnd  instructive,  particularly  through  the 
Use  of  much  statistical  data  and  tables,  that  the 
decline  is  the  result  of  voluntary  rather  than  in- 
voluntary birth  control.  Such  family  limitation 
has  been  found  to  be  caused  by  the  change  to  in- 
dustrial and  city  life  and  to  a raised  standard  of 
living  and  sense  of  culture.  The  solution  to  the 
problem,  therefore,  is  to  so  effect  social  and  eco- 
nomic reforms  as  to  minimize  the  reasons  for 
child  limitation  and  to  inculcate  the  people  with 
ideals  of  wholesome  and  happy  family  life.  To 
that  end  the  commission  outlines  an  instructive 
analysis  of  the  problem  of  sex  with  particular 
attention  to  the  teaching  of  unharmful  contracep- 
tive methods  and  sex  hygiene  with  a view  to  indi- 
vidual as  well  as  social  happiness  in  mind. 

Samuel  L.  Siegler 

The  Practice  of  Medicine.  By  Jonathan  C. 
Meakins,  M.D.  Third  edition.  Quarto  of  1,430 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1940.  Cloth,  $10. 

The  third  edition  of  this  valuable  and  satis- 
factory textbook  appears  two  years  after  the 
second.  It  has  been  thoroughly  revised  and 
incorporates  the  notable  advances  of  the  interim. 

The  chemotherapy  of  pneumonia  has  evoluted 
rapidly,  and  so  we  find  in  this  volume  a good  ac- 
count of  sulfapyridine  (dagenan),  but  the  pub- 
lication was  too  early  to  include  mention  of  sulfa- 
thiazole.  The  author  briefly  presents  serum 
therapy  and  advances  the  opinion  that  the 
“ideal  treatment,”  particularly  in  severe  cases, 
is  the  use  of  type-specific  serum  and  chemo- 
therapy. 

Maclachlan’s  experience  with  hydroxy-ethyl- 
apocupreina  in  pneumonia  is  cited.  This  quinine 
derivative  appears  to  be  nontoxic  and  useful 
particularly  in  the  presence  of  bacteriemia: 
mortality  10  to  12  per  cent. 

Throughout  the  volume  runs  the  vein  of  the 
author’s  physiologic  approach  to  disease,  and  it 
is  this  which  characterizes  the  work.  The  562 
well-chosen  and  well-presented  illustrations  call 
for  a glazed  paper;  hence  the  weight  of  the  book 
is  7V2  pounds. 

Meakins’  volume  has  quickly  achieved  a high 
point  in  the  regard  of  internists  and  has  taken 
its  place  on  the  shelf  with  Osier  and  Cecil. 

Frank  Bethel  Cross 

Diseases  Affecting  the  Vulva.  By  Elizabeth 
Hunt,  M.D.  Octavo  of  215  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1940.  Cloth,  $4.00. 

This  is  a small  but  comprehensive  volume  on 
vulval  affections  written  by  a dermatologist  for 
gynecologists  and  general  practitioners.  She 
points  out  that  diseases  of  the  vulva  are  almost 
entirely  cutaneous  affections  and  that  the  litera- 
ture up  to  now  has  been  widely  scattered.  Vul- 
vitis is  not  a synonym  for  dermatitis.  The 
gynecologist  will  profit  by  reading  this  book. 
The  text  is  simple  and  clear,  and  the  plates  are 
beautiful. 

Charles  A.  Gordon 


Rose  & Carless  Manual  of  Surgery.  Six- 
teenth edition  edited  by  William  T.  Coughlin, 
M.D.  Octavo  of  1,608  pages,  illustrated,  Balti- 
more, Williams  <&;  Wilkins  Company,  1940. 
Cloth,  $9.00. 

This  long-famous  textbook  of  general  surgery 
has  again  been  'completely  revised  and  brought 
up  to  date.  The  first  eight  chapters  have  been 
entirely  rewritten  and  somewhat  condensed. 
This  is  a welcome  change  since  so  many  texts  in 
surgery,  in  their  initial  chapters,  read  more  like 
treatises  on  bacteriology  and  hematology  than 
surgery.  The  author  rightfully  feels  that  the 
student  and  surgeon  should  refer  to  special  texts 
for  detailed  information  concerning  associated 
subjects.  Many  new  illustrations  and  several 
new  color  plates  have  been  added,  making  a 
total  of  more  than  250,  thus  greatly  facilitating  a 
real  understanding  of  the  various  surgical  condi- 
tions. While  some  subjects  have  been  combined 
or  condensed,  much  new  matter  has  been  added, 
especially  in  the  matter  of  fractures  and  ab- 
dominal surgery,  and  one  would  have  to  consult 
special  monographs  to  gain  more  clinical  informa- 
tion than  that  found  in  Chapter  XXVII  dealing 
with  infections  of  the  brain  and  its  membranes. 

A final  but  by  no  means  less  important  chapter 
is  that  dealing  with  the  conduct  and  dangers  of 
anesthesia  the  various  kinds  of  anesthetics  and 
the  methods  of  administration.  As  a ready  and 
complete  reference  volume,  this  clear  and  concise 
text  should  continue  in  the  top  rank  for  students 
and  practitioners  alike. 

Arthur  Goetsch 

Clinical  Urology.  By  Oswald  S.  Lowsley, 
M.D.,  and  Thomas  J.  Kirwin,  M.D.  Two 
volumes.  Octavo  of  1,684  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1940. 
Cloth,  $10. 

This  two-volume  work  of  some  1,600  pages 
represents  the  latest  textbook  from  Dr.  Lows- 
ley, Dr.  Kirwin,  and  their  associates  at  the  De- 
partment of  Urology  (James  Buchanan  Brady 
Foundation)  of  the  New  York  Hospital.  The 
authors  dedicate  the  book  to  the  generous  bene- 
factors of  Brady,  Lawrence,  and  Wright,  whose 
bequests  have  made  possible  for  a considerable 
period  of  time  extensive  clinical  and  research 
activities,  which  form  the  basis  of  the  valued 
contributions. 

The  book,  while  intended  primarily  for  medical 
student,  practitioner,  and  surgeon,  should  prove 
useful  and  helpful  to  the  urologist  as  well.  The 
work  is  well  arranged  and  well  written  and  is 
essentially  one  of  surgical  urology,  including 
many  chapters  on  diagnosis.  Surgical  operative 
technic  is  the  chief  feature,  and  the  numerous 
illustrations  have  been  beautifully  executed  by 
Mr.  William  P.  Didusch.  Photomicrographs  and 
pathologic  sections  are  reduced  to  a minimum  to 
conserve  space.  Another  feature  is  the  addition 
of  a bibliography  at  the  end  of  each  chapter. 

The  reader  cannot  fail  to  be  impressed  with 
the  numerous  contributions  which  the  director, 
Dr.  Lowsley,  and  his  staff  have  made  to  the  ad- 
vancement of  urology  as  a specialty. 

Augustus  Harris 

A Textbook  of  Pathology.  By  W.  G.  Mac- 
Callum.  Seventh  edition.  Octavo  of  1,302 
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pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1940.  Cloth,  $10. 

The  same  high  degree  of  excellence  is  main- 
tained in  this  edition,  four  years  after  the  last. 
MacCallum  is  always  particularly  praiseworthy 
for  its  illustrations,  photographs,  and  color 
plates,  these  serving  to  emphasize  that  both  con- 
tent and  arrangement  are  worthy  and  guiding. 
Changes  are  few  but  completely  adequate  in 
bringing  the  text  abreast  of  the  present.  A 
popular  student  text,  its  general  usefulness  rec- 
ommends it  further. 

Irving  M.  Derby 

Obstetrics  in  General  Practice.  By  J.  P. 
Greenhill,  M.D.  Octavo  of  448  pages,  illus- 
trated. Chicago,  The  Year  Book  Publishers, 
1940.  Cloth,  $3.50. 

This  practical  book  on  obstetric  practice,  with 
emphasis  on  diagnosis  and  treatment,  is  a com- 
panion volume  to  the  author’s  work,  Office 
Gynecology.  Historical  data,  controversial  dis- 
cussions, extensive  descriptions  of  anatomy  and 
pathology,  and  conditions  rarely  encountered 
are  omitted.  The  abundant  illustrations  and 
simple  clear  style  of  the  text  should  make  the 
book  valuable  to  the  physician  who  practices 
obstetrics. 

The  obstetric  specialist  will  find  little  not  al- 
ready known  to  him,  and  for  the  student  the  text 
may  not  be  sufficiently  academic  to  suit  his  needs. 
General  practitioners,  however,  should  profit  by 
it,  and,  if  this  knowledge  were  known  to  them, 
maternal  and  fetal  mortality  and  morbidity 
would  undoubtedly  decrease. 

Alexander  H.  Rosenthal 

The  Neuroses  in  War.  By  Several  Authors 
Under  the  Editorship  of  Emanuel  Miller,  M.A. 

. Octavo  of  250  pages.  New  York,  Macmillan 
Company,  1940.  Cloth,  $2.50. 

This  excellent  book  is  an  exceedingly  timely 
one.  Without  being  too  dogmatic  it  presents  the 
opinions  of  several  competent  observers  during 
the  last  World  War  of  the  effects  of  war  on  civil- 
ians and  soldiers. 

It  should  prove  of  inestimable  value  to  all 
medical  men  who  may  be  concerned  with  mental 
health  in  this  present  world  crisis.  The  authors 
present  the  problems  in  a practical  manner  and 
give  us  a much  better  understanding  of  the  treat- 
ment of  such  states  as  “shell  shock,”  “effort 
syndrome,”  etc. 

While  the  book  is  the  result  of  collaboration  of 
several  authors,  there  is  a cohesion  and  con- 
tinuity to  it  which  speaks  well  for  its  editor. 

Joseph  L.  Abramson 

The  Theory  and  Practice  of  Anaesthesia.  By 

M.  D.  Nosworthy,  M.D.  Duodecimo  of  223 
pages,  illustrated.  New  York,  Chemical  Pub- 
lishing Company,  1940.  Cloth,  $4.25. 

This  book  appears  to  be  intended  for  the  use 
of  those  who  are  learning  anesthesia.  The  author 
emphasizes  the  importance  of  learning  the  prin- 
ciples of  anesthesia  with  the  simpler,  old-time 
agents,  but  he  includes  chloroform  with  ether  as 
the  fundamentals  for  study.  Here  he  conforms 
to  the  older  British  custom  which  some  anes- 
thetists in  Great  Britain  seem  to  be  discarding. 

Improvement  in  anesthesia  has  produced  a 
multiplication  of  methods  which  bewilder  the 


beginner  and  sometimes  the  experienced,  and  to 
add  to  this  perplexity  there  is  also  a divergence 
of  opinion  about  which  is  best.  The  author 
helps  the  student  to  sift  out  the  advantages  and 
indications  for  each  method  or  agent,  and  he 
bases  his  opinion  on  his  own  personal  experience. 
The  discussion  of  the  physiology  of  anesthesia 
covers  the  latest  theories  of  a much  debated 
question,  and  shock  is  given  a chapter  for  its 
anesthetic  connotation. 

Anesthesia  practice  in  Great  Britain  apparently 
follows  the  same  general  lines  as  in  this  country. 
Along  with  the  usual  inhalation  anesthetics,  the 
barbiturate  group  and  spinal  anesthesia  all 
seem  to  have  their  usual  places. 

G.  W.  Tong 

Multiple  Human  Births.  Twins,  Triplets, 
Quadruplets,  and  Quintuplets.  By  Horatio  H. 
Newman,  Ph.D.  Octavo  of  214  pages,  illus- 
trated. New  York,  Doubleday,  Doran  & Com- 
pany, 1940.  Cloth,  $2.50. 

The  author,  a professor  of  zoology,  has  written 
this  most  interesting  book  on  multiple  human 
births  in  language  scientifically  correct  and  yet 
within  the  understanding  of  the  layman.  There 
are  many  books  on  this  subject,  but  this  is  the 
only  one  written  for  the  general  reader  which 
covers  the  whole  field  so  that  it  is  adequate  for 
reference. 

The  volume  is  fascinating  reading  for  those 
who  are  interested  in  twins,  be  the  interest  inti- 
mate or  remote.  Here  can  be  found  the  answer 
to  all  questions  in  regard  to  the  subject.  While 
the  language  of  the  book  is  simple,  the  scientific 
facts  are  correct.  Even  if  the  only  interest  the 
reader  has  in  multiple  births  is  the  Dionne 
quintuplets,  still  we  are  sure  that  the  book  will 
not  be  laid  away  until  it  has  been  completely  read. 

Wm.  Sidney  Smith 

Pathogenic  Microorganisms.  A Practical 
Manual  for  Students,  Physicians  and  Health 
Officers.  By  William  H.  Park,  M.D.,  and  Anna 
W.  Williams,  M.D.  Eleventh  edition.  Octavo 
of  1,056  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1939.  Cloth,  $8.00. 

Since  its  very  inception  in  1899,  this  work  has 
been  an  authoritative  publication  and  in  the 
keeping  of  eminent  workers.  The  present  volume 
may  well  be  termed  a memorial  edition,  since  it 
is  the  last  to  appear  with  Dr.  Park  as  collaborator 
and  stresses  his  meritorious  activities.  The 
general  and  practical  amplitude  of  each  edition 
is  too  well  known  to  all  workers  in  bacteriology 
and  allied  sciences  for  elaboration  of  the  present 
one.  Bringing  up  to  date  every  available  item 
in  a rapidly  enlarging  subject,  particular  sec- 
tions are  new  or  almost  entirely  rewritten.  No- 
table are  the  subjects  of  bacterial  variation,  yeasts 
and  molds,  protozoa,  and  filtrable  viruses.  The 
bibliography  is  still  further  enlarged  by  com- 
munications of  these  last  years.  Recommenda- 
tion is  ostentatious  for  such  a standard  work. 

Irving  M.  Derby 

Controlled  Fertility.  An  Evaluation  of  Clinic 
Service.  By  Regine  K.  Stix,  M.D.,  and  Frank 
W.  Notestein,  Ph.D.  Octavo  of  201  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.. 
1940.  Cloth,  $3.00. 
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ONLY  VI-SYNERAL  SUPPLIES  CALCULATED  POTENCIE 
OF  VITAMINS  AND  MINERALS  FOR  EACH  AGE  GROU 

VITAMIN  AND  MINERAL  DEFICIENCIES  ARE  USUALLY  MULTIPLE. 

THE  VITAMIN-MINERAL  NEEDS  OF  AN  ADULT  DIFFER  FROM  THOSE  OF  AN  INFA 
— OR  THE  MIDDLE-AGED. 

• VI-SYNERAL,*  the  original  multiple  vitamin-mineral  concentrate,  is  the  oi 
! ethical  product  supplying  specially  balanced  potencies  for  each  age  group: 
INFANTS  and  CHILDREN,  (2)  ADOLESCENTS,  (3)  ADULTS,  (4)  EXPECTAI 
and  NURSING  MOTHERS,  (5)  SPECIAL  GROUP  (Middle-aged  and  Aged  Patien 

VI-SYNERAL  gives  your  patients  an  individualized  dosage  of  vitamins  and  minei 
in  Funk-Dubin  balances.  Each  VI-SYNERAL  product  contains  VITAMINS  A, 
B2(G),  C,  D,  E,  and  other  B Complex  factors,  together  with  essential  MINERA 
calcium,  phosphorus,  iron,  copper,  iodine,  manganese,  magnesium  and  zinc. 

Special  Group  VI-SYNERAL  contains  higher  potencies  of  VITAMINS  Bi,  B2, 
Nicotinic  Acid  and  C. 

Literature  describing  each  VI-SYNERAL  product 
potency,  together  with  sample,  sent  upon  request. 

U.  S.  VITAMIN  CORPORATION,  250  East  43rd  Street,  New  York,  N. 

•Trade  Mark  Reg.  U.  S.  Pat. 


VITAMINS  ALONE  ARE  NOT  ENOUGH! 

BECAUSE  VITAMINS  ARC  tSTTStt  UTILIZED  WITH  MINERALS 
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It  is  the  purpose  of  the  authors  to  offer  statis- 
tical data  derived  from  actual  study  of  various 
groups  of  individuals  (vocational,  educational, 
religious),  rather  than  by  the  erroneous  method 
of  anonymous  questionnaire,  to  evaluate  the 
services  of  a birth  control  clinic. 

Such  a clinic  is  effective  not  only  in  teaching 
methods  of  contraception  but  also  in  obtaining 
success  in  such  practices  and  as  an  agency  for 
public  health  and  welfare. 

The  Birth  Control  Clinical  Research  Bureau  in 
New  York  City  is  definitely  shown  to  have 
achieved  its  purpose.  It  has  been  influential 
toward  the  betterment  of  maternal  and  infant 
health  and  happiness  through  adequate  and  in- 
telligent family  planning. 

The  statistical  tables  and  charts  used  are  de- 
tailed and  instructive,  but  many  of  them,  al- 
though easily  comprehensible  to  the  statistician, 
are  too  involved  for  general  reading.  The  volume 
is  an  excellent  treatise  on  the  aims  and  accom- 
plishments of  birth  control  groups. 

Samuel  L.  Siegler 

Management  of  the  Cardiac  Patient.  By 

William  G.  Leaman,  Jr.,  M.D.  Octavo  of  705 
pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Co.,  1940.  Cloth,  $6.50. 

This  volume  is  an  excellent  treatise  on  the 
management  of  the  cardiac  patient.  The  re- 
viewer appraised  it  by  looking  up  problem  after 
problem  that  might  be  met  in  office  and  hospital 
practice  and  found  each  subject  handled  in  a 
sound,  practical,  and  conservative  manner.  The 
arrangement  of  the  material  is  good,  and  it  is 
especially  pleasing  to  note  that  the  etiologic 
classification  has  been  followed.  It  is  difficult 
to  pick  out  chapters  of  special  merit.  That  on 
syphilitic  cardiovascular  disease  is  excellent. 

The  author  has  produced  a work  that  is  funda- 
mentally sound  and  should  be  of  practical  value 
to  practitioners  of  medicine. 

E.  P.  Maynard 

Diseases  of  the  Digestive  System.  A Text- 
book for  Students  and  Practitioners.  By  Eugene 
Rosenthal,  M.D.  Octavo  of  394  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1940. 
Cloth,  $8.50. 

With  234  illustrations  on  384  pages,  this  book 
is  probably  the  most  profusely  illustrated  treatise 
yet  published  on  diseases  of  the  digestive  system. 
While  this  feature  seems  to  add  clarity  to  the 
text,  it  does  appear  to  make  the  treatment  of  the 
material  too  simple  and  elemental.  Without 
entering  into  a discussion  over  the  merits  of  the 
material  itself,  one  notes  that  the  medicaments 
mentioned  are  much  too  frequently  European 
rather  than  American  in  origin.  On  the  whole 
the  book  is  interesting  but  fails  to  fulfill  its  pur- 
pose of  providing  an  adequate  textbook  in  the 
field  of  gastroenterology  for  him  who  needs  it 
most — the  nonspecialist  in  the  diseases  of  the 
digestive  system. 

Benjamin  M.  Bernstein 

Foreign  Bodies  Left  in  the  Abdomen.  The 
Surgical  Problems,  Cases,  Treatment,  Preven- 
tion. The  Legal  Problems,  Cases,  Decisions, 
Responsibilities.  By  Harry  S.  Crossen,  M.D., 
and  David  F.  Crossen,  LL.B.  Quarto  of  762 


pages,  illustrated.  St.  Louis,  C.  Y.  Mosby  Co., 
1940.  Cloth,  $10. 

All  surgeons  and  operating-room  nurses  should 
familiarize  themselves  with  this  book  before 
starting  their  careers.  However,  at  this  early 
stage  they  will  probably  feel  that  the  grave 
dangers  enumerated  and  the  painstaking  meth- 
ods devised  to  prevent  such  accidents  are  ex- 
aggerated. It  would,  therefore,  be  well  for  them 
after  a short  period  of  active  work  to  go  over  the 
book  again.  Hospitals  might  find  it  an  economy 
to  keep  copies  handy  in  their  operating  suites 
and  libraries. 

The  volume  is  the  work  of  two  authors,  one 
presenting  the  medical  and  the  other  the  legal 
point  of  view  of  this  tragic  subject.  It  is  impor- 
tant that  the  surgeon  should  understand  his  exact 
legal,  as  well  as  moral,  responsibilities. 

The  reviewer  believes  there  is  one  small  de- 
fect in  that  the  title  specifies  the  abdomen, 
whereas,  the  book  itself  goes  further  and  covers 
the  rest  of  the  body.  The  complications  follow- 
ing a foreign  body  left  in  the  abdomen  are  prob- 
ably more  often  fatal  to  the  patient  than  those 
left  under  the  flaps  of  a mastectomy  closure,  in  a 
hernial  repair,  or  even  within  the  pleura,  but  the 
legal  consequences  to  those  responsible  are  al- 
most the  same. 

We  feel  the  most  important  function  of  this 
carefully  prepared  book  is  to  call  to  the  atten- 
tion of  the  experienced,  as  well  as  the  tyro,  the 
ease  with  which  foreign  bodies  may  be  left  in  the 
patient  and  the  tremendous  discipline  necessary 
to  even  approach  perfection  in  preventing  this 
all  too  common  accident.  The  frequency  of  this 
tragedy  needs  all  the  emphasis  here  given  by  the 
listing  of  hundreds  of  reported  cases,  particularly 
when  it  is  considered  that  a far  greater  percent- 
age probably  never  appears  in  the  literature. 

Wm.  H.  Field 

The  Chemical  Composition  of  Foods.  By  R. 
A.  McCance  and  E.  M.  Widdowson.  Octavo  of 
150  pages.  New  York,  Chemical  Publishing 
Company,  1940.  Cloth,  $2.50. 

Research  studies  in  human  nutrition  demand 
that  there  be  exact  knowledge  as  to  the  chemical 
composition  of  foods,  not  only  qualitative  but 
quantitative.  McCance  and  Widdowson  have 
arduously  produced  such  data  and  carried 
through  a rather  thankless  job,  save  to  the  in- 
vestigator who  must  immediately  know  the 
magnesium  content  of  artichokes  or  the  sodium 
content  of  boiled  new  potatoes  as  compared  with 
old  potatoes. 

From  the  American  point  of  view  the  most 
valuable  portion  of  the  handbook  is  that  which 
gives  the  complete  quantitative  composition  of 
100-Gm.  portions  of  an  endless  variety  of  foods 
both  raw  and  cooked.  The  statistical  data  in 
ounce-quantities  of  foods  are  of  less  usefulness 
because  of  the  fact  that  a conversion  factor  of 
28.4  Gm.  to  the  ounce  has  been  used  rather  than 
the  conventional  30  Gm.  per  ounce.  Similarly, 
the  values  of  recipes  of  the  English  dietary  would 
in  general  be  different  from  those  of  dishes  used 
in  this  country.  However,  for  straight  fact  on 
food  analysis  this  book  is  unsurpassed. 

George  E.  Anderson 

Hugh  Young:  A Surgeon’s  Autobiography. 

Octavo  of  554  pages,  illustrated.  New  York, 
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Anmiotin  Relieves  Menopausal  Symptoms 


The  list  of  papers  attesting  to  the 
clinical  value  of  Amniotin  in  alleviat- 
ing distressing  menopausal  symptoms 
is  very  substantial  in  number.  As  early 
as  1929  Sevringhaus  and  Evans1  re- 
ported Amniotin  to  be  "of  marked 
value  in  the  relief  of  the  vasomotor 
phenomena  of  the  menopause.” 
Indicative  of  the  effectiveness  of 
this  endocrine  therapy  is  the  recent 
statement  by  Novak2  that:  "Whereas 
formerly  there  was  much  difference 
of  opinion  among  clinicians  as  to  the 
efficacy  of  hormone  treatment,  opin- 
ion is  now  unanimous  that  it  is  of 
genuine  value.  In  fact,  organotherapy 
for  menopausal  symptoms  is  looked 

1 Sevringhaus,  E.  L.,  and  Evans,  J.  S.:  Am.  J.  M. 
Sc.  178:638,  Nov.  1929. 

2 Novak,  Emil:  Surg.  Gynec.  & Obst.  70:124,  Jan. 
1940. 


upon  as  one  of  the  more  satisfactory 
applications  of  endocrine  knowledge 
in  the  field  of  gynecological  practice.” 

Complete  relief  is  more  easily  ob- 
tained if  treatment  is  started  early  and 
adequate  dosage  used.  The  milder 
forms  of  disturbance  often  can  be 
controlled  by  the  oral  administration 
of  Amniotin  in  capsules.  Larger  doses, 
administered  intramuscularly,  are  sug- 
gested for  resistant  cases  or  in  the 
surgical  menopause. 

Amniotin  is  a highly  purified  prep- 
aration of  naturally  occurring  estro- 
gens. It  is  available  in  Capsules  con- 
taining the  equivalent  of  1000,  2000 
and  4000  International  units  of  es- 
trone; in  Pessaries  of  1000  and  2000 
I.  U.;  and  in  1-cc.  ampuls  containing 
2000,  5000,  10,000  and  20,000  I.  U. 


For  literature  address  the  Professional  Service  Department, 
E.  R.  Squibb  & Sons,  745  Fifth  Avenue,  New  York,  N . Y. 


Amniotin 


ASQUIBB  PREPARATION  OF  ESTROGENIC  SUBSTANCES 
OBTAINED  FROM  THE  URINE  OF  PREGNANT  MARES 
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Harcourt,  Brace  and  Co.,  1940.  Cloth,  $5.00. 

This  is  the  life  story  of  Dr.  Hugh  Hampton 
Young,  the  distinguished  urologist  and  surgeon, 
contemporary  and  associate  of  the  “Immortals” 
of  Johns  Hopkins. 

The  chapter,  captioned  “Developing  a Spe- 
cialty,” traces  the  story  of  the  rise  of  urologic 
craftsmanship  to  the  dignified  position  it  holds 
today  in  American  surgery.  It  is  about  this 
chapter  that  there  may  be  some  controversial 
discussion,  because  Dr.  Young  has  included  a 
rather  full  description  of  the  technic  of  many  of 
his  surgical  procedures,  with,  at  times,  a simpli- 
fied terminology  for  the  lay  reader.  Thereafter 
follows  the  story  of  the  James  Buchanan  Brady 
Urological  Institute,  with  a detailed  account  of 
the  life  and  personality  of  Diamond  Jim  Brady, 
whose  financial  contributions  made  the  build- 
ings possible  and  for  whom  the  institute  was 
named. 

Something  more  than  a fifth  of  the  book  is 
devoted  to  the  varied  experiences  of  Dr.  Young 
in  the  World  War  of  1914  to  1918,  from  which  he 
emerged  as  Colonel,  D.S.M.,  having  contributed 
much  to  the  urologic  and  the  venereal  problems 
of  the  A.E.F.  Many  of  the  personal  reminis- 
cences and  intimate  contacts  with  military  and 
medical  matters  make  interesting  reading. 

The  reader  will  be  astonished  at  the  extent 
and  the  variety  of  the  extracurricular  activities 
of  this  busy  surgeon.  Music,  art,  opera,  adequate 
hospital  facilities  for  the  tubercular  and  insane 
patients — to  all  of  these,  Dr.  Young  found  time 
to  give  the  benefits  of  his  prestige  and  his  wide 
social  and  personal  connections.  Toward  the 
close  of  the  book  he  tells  of  more  intimate  things 
— his  extensive  travels,  his  interest  in  hunting 
and  fishing,  and  his  family.  After  a life  so  full  of 
diversified  interests  and  activities,  it  is  signifi- 
cant of  the  man  when  he  says:  “But  my  real 
life — my  greatest  happiness  and  my  most  thrill- 
ing experiences — has  been  at  the  Brady  Uro- 
logical Institute.” 

J.  Raphael 

Office  Urology.  With  a Section  on  Cystos- 
copy. By  P.  S.  Pelouze,  M.D.  Quarto  of  766 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1940.  Cloth,  $10. 

This  is  an  excellent  book  on  urology  as  prac- 
ticed in  an  office  and  is  descriptive  of  the  usual 
office  routines.  It  is  easy  and  pleasant  reading. 
It  would  be  a worthwhile  book  if  only  for  the 
helpful  hints  and  explanations  of  the  funda- 
mentals and  simple  procedures  that  most  of  us 
take  for  granted  and  which  we  have  learned 
through  bitter  experience  rather  than  from  the 
written  word. 

One  can  forgive  the  author  for  straying  from 
the  beaten  path  of  strictly  office  procedures  at 
times,  such  as  the  description  of  culture  methods 
and  of  roentgen  ray  in  diagnosis.  The  latter  is 
glossed  over  in  a few  pages. 

The  physiology  and  diseases  of  various  organs 
are  discussed  more  comprehensively  in  many  other 
volumes  on  the  subject,  but  the  introductory 
remarks  discussing  the  instruments  used  in  an 
office  and  the  arrangement  of  furniture  and  of 
rooms  are  excellent. 

The  chapters  on  history-taking  and  examina- 
tion of  patients  are  exceptionally  good.  The 


chapter  on  sexual  problems  is  interesting  and  re- 
freshing and  should  be  studied  by  every  prac- 
ticing urologist. 

Fedor  L.  Senger 

Methods  of  Treatment.  By  Logan  Clenden- 
ing,  M.D.,  and  Edward  H.  Hashinger,  M.D. 
Seventh  edition.  Octavo  of  997  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1940. 
Cloth,  $10. 

The  seveilth  edition  of  Clendening’s  deservedly 
popular  book  on  treatment  carries  the  name  of 
Edward  Hashinger  as  junior  author,  with  twelve 
other  collaborators  in  special  fields.  It  may  be 
said  at  once  that  it  is  an  excellent  book  and  will 
be  found  useful  by  physicians  throughout  the 
country.  The  style,  especially  where  it  bears 
the  imprint  of  Clendening’s  personality,  is  often 
witty  and  pungent,  but  there  are  still  a few  old- 
fashioned  terms  employed.  Medicaments  are 
still  “exhibited”  and  sprays  are  “grateful.” 

It  is  inevitable  where  there  is  so  much  collabo- 
ration that  there  should  be  some  unevenness  in 
the  chapters  and  even  some  variation  in  the  ad- 
vice given.  On  page  154  the  impression  is  dis- 
tinctly given  that  morphine  is  the  drug  of  choice 
in  asthma;  on  page  630  this  impression  is  fortu- 
nately corrected,  and  on  page  633  the  warning 
is  finally  given  (although  not  as  forcibly  as  the 
reviewer  would  wish)  that  the  drug  is  positively 
dangerous  in  bronchial  asthma.  Nitroglycerin  is 
not  mentioned  in  the  treatment  of  gallbladder 
colic;  no  mention  at  all  is  made  of  amidopyrine, 
even  to  warn  against  its  indiscriminate  use; 
novasurol  is  still  listed  among  the  mercurial  diu- 
retics, while  no  mention  is  made  of  the  mercupurin 
type  of  diuretic.  These,  however,  are  minor  de- 
fects in  a volume  that  otherwise  maintains  a 
high  standard  throughout.  If  it  could  be  some- 
what shortened  and  the  cost  reduced  corre- 
spondingly, this  work  of  Clendening’s  would 
probably  be  found  in  the  great  majority  of 
medical  offices. 

Milton  Plotz 

Diseases  of  the  Urethra  and  Penis.  By  E. 

D’Arcy  McCrea,  M.D.  Octavo  of  306  pages, 
illustrated.  Baltimore,  Williams  & Wilkins 
Company,  1940.  Cloth,  $6.50. 

This  book  gives  in  detail  the  present-day 
knowledge  of  the  diseases  of  the  urethra  and 
penis. 

Every  lesion  of  the  urethra  and  penis,  whether 
of  inflammatory,  neoplastic,  or  traumatic  origin, 
is  described  and  treatment  is  outlined. 

It  has  a complete  bibliography.  The  book  is 
well  written,  thoroughly  up  to  date. 

Philip  Goldfader 

Loose-Leaf  Specialties  in  Medical  Practice. 

Chapter  on  Dermatology  and  Syphilis.  By 
Svend  Lomholt,  M.D.,  and  James  L.  Miller, 
M.D.  Octavo.  Pages  935  to  1072.  New  York, 
Thomas  Nelson  & Sons,  1940. 

Because  of  war  conditions  in  Europe,  this 
chapter  was  delayed  but  is  now  ready  for  dis- 
tribution. The  supplement  contains  a compre- 
hensive survey  of  the  various  dermatoses  met  in 
general  practice.  The  section  on  dermatology  is 
excellent.  Among  the  more  important  condi- 
tions, one  finds  such  subjects  discussed  as  aller- 
[ Continued  on  page  527] 
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Travel  in  Medicine 


RECENT  FIGURES  released  by  the  Department  of 
State  and  published  in  The  Travel  Agent , leading  trade 
publication  of  the  travel  industry,  provide  an  interesting 
and  illuminating  breakdown  on  users  of  passports  during 
the  year  of  1940. 

Of  the  total  26,253  passports  issued  during  the  twelve 
months  (hold  your  breath)  the  laboring  class  used  3,635 
or  approximately  14  per  cent  of  the  entire  number 
granted  Americans  going  abroad.  Housewives  came 
second  with  3,194,  students  third  with  2,270,  and  office 
workers  fourth  with  1,840.  The  “unemployed”  (at  least 
they  claimed  no  occupation)  ranked  fifth  with  a total  of 
1,809  travelers. 

Doctors  were  listed  about  a third  of  the  way  down,  in 
twelfth  place,  with  459  passports  issued  to  them,  and 
nurses  in  eighteenth  place  numbered  an  even  400. 

The  “object  of  travel”  pertaining  to  the  26,253  pass- 
ports granted,  is  interesting  too.  More  than  a third, 
10,380  to  be  exact,  were  traveling  for  pleasure  entirely. 
12,249  traveled  strictly  for  personal  or  other  business 
reasons.  3,439  journeyed  to  new  posts  of  employment 
and  185  were  traveling  for  their  health  (no  indication 
made  of  how  many  were  fugitives  for  their  health). 

Under  “destination,”  another  breakdown  of  the  total 
passports  taken  out  during  1940  showed  15,508  going  to 
Latin  American  countries,  5,291  to  the  Far  East,  1,945 
to  Bermuda,  1,528  to  Western  Europe  (obviously  not  for 
pleasure),  728  to  Canada  and  Newfoundland,  607 
to  the  Near  East,  570  to  Australia  and  New  Zealand,  396 
to  Africa,  and  (decidedly  not  for  reasons  of  health)  48 
voyaged  to  Eastern  Europe. 

In  passing  over  these  figures,  it  is  interesting  to  note 
the  effect  World  War  II  has  had  on  travel  abroad. 
In  1938  the  total  passports  granted  numbered  134,737. 
Doctors  numbered  2,071  and  nurses  1,872.  Western 
Europe  (with  no  war  imminent)  received  the  lion’s  share 
of  this  travel  with  110,572 — 82  per  cent  as  compared 
with  the  1,528  or  only  6 per  cent  in  1940.  Latin  America 
alone  has  profited,  for  some  5,000  travelers  have  been 
diverted  to  the  south  lands  which  now  enjoy  first  place 


in  the  destination  of  Americans  traveling  outside  our 
borders. 


While  the  figures  of  both  war  and  pre-war  years  tend 
to  subordinate  the  classification  of  “doctors”  as  merely  al  » 
fair  travel-conscious  class,  a true  analysis  reveals  that  as 
a group  doctors  are  more  generally  active  travelers  than  i 
any  other  distinct  group  of  individuals.  Using  the  j 
figures  for  last  year,  among  all  individuals  of  adult  age  ij 
approximately  only  one  in  every  3,000  were  travelers  < 
abroad,  while  one  doctor  out  of  every  380  traveled  out-  \ 
side  of  the  United  States.  I si 


Before  the  war,  on  a purely  commercial  basis,  the 
doctor  was  recognized  as  America’s  No.  1 Traveler. 
Even  the  new,  general  World  disturbances  haven’t 
changed  that  apparently.  Not  only  was  he  considered 
the  topnotch  user  of  travel  services  himself,  he  was  also 
regarded  highly  as  a travel  promoter  as  well.  Not  at  all 
strange,  for  almost  since  the  dawn  of  medicine,  the 
doctor  has  been  prescribing  travel  as  a stimulant  for  re-| 
storing  health  in  body  and  spirit. 

The  small  number  traveling  for  health,  quoted  in  the 
“travel  census”  just  outlined,  is  not  too  insignificant. 
Viewed  from  the  angle  of  limitations  and  aversions  to 
ocean  travel  due  to  imagined  or  real  war  hazards,  it  is 
surprisingly  good.  There  is  no  record  to  show  that  the 
entire  185  were  voyaging  because  of  a direct  recom- 
mendation of  a physician,  but  it  is  logical  to  assume  that 
no  person  in  ill  health  would  venture  on  a journey  of  any 
kind  without  first  seeking  the  advice  of  a doctor. 


IK 

pn 
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Whether  “Travel  in  Medicine”  will  become  even  more 
important  in  the  years  following  the  resurrection  of  World 
Peace,  it  is  difficult  to  predict.  Even  now,  though! 
limited  largely  to  the  Western  Hemisphere,  “travel” 
should  be  playing  a very  important  part  in  medicine.  Be- 
sides the  element  of  personal  interest,  medical  practi- 
tioners should  be  concerned  in  the  professional,  educa- 
tional, and  therapeutic  aspects  as  well. 

Where  and  how  an  individual  travels  is  just  as  im- 
portant from  a standpoint  of  health  as  it  is  from  one  oi 
safety. 


the  success  of 


THESODATE 


(Brewer) 


(Original  enteric  coated  tablet  of  Theobromine  Sodium  Acetate) 

is  due  to  three  factors: 

1.  It  is  Clinically  Proven 

2.  It  is  effectively  Enteric  Coated 

3.  It  is  decidedly  Less  Expensive. 

Indicated  in  treatment  of  coronary  artery  disease  and  edema. 

Dosage:  One  7 1/i  gr.  tablet  4 times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription,  in  71/*  gr.  tablets  with  or  without  Phenobarbital 
CV*gr.).  or  33/4  gr.  tablets  with  or  without  Phenobarbital  O/4  gr.)  100 
per  bottle. 

Samples  and  literature  on  request 

BREWER  & COMPANY,  INC.  Worcester , Mass. 

PHARMACEUTICAL  CHEMISTS  SINCE  1852 


COLLECTIONS 

Specialists  in  the  Collection  of  Professional  Accounts 

Send  card  or  prescription  blank  for  details 

NATIONAL  DISCOUNT  &,  AUDIT  CO. 
Herald  Tribune  Bldg. — New  York 

Representatives  in  all  parts  of  the  United  States  and  Canada 


If  it's  for  your  office,  Beeber  has  it.  Any- 
thing from  a needle  to  an  X-ray.  Visit  any 
of  our  showrooms  and  see  for  yourself. 

J.  BEEBER  CO. 

BUFFALO  NEW  YORK  PHILADELPHIA 

922  Main  St.  838  Broadway  1109  Walnut  St. 


IN  WHOOPING  COUGH 


ELIXIR  BROMAURATE 

IS  A UNIQUE  REMEDY  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSISTENT 
COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 or  4 hours. 

GOLD  PHARMACAL  CO.,  New  York  ^ 
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Hospitals 

Institutions  of 


^Sanitariums 

> ecialized  Treatments 
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Occupational  Therapy 

FEW  METHODS  of  treatment  in  hospitals  and  sani- 
tariums have  received  as  great  an  impetus  during 
^recent  years  as  has  “occupational  therapy.” 

It  has  even  been  recognized  as  a vital  need  in  our 
program  for  preparedness.  At  the  outset  of  all  the  plans 


to  mobilize  the  nation’s  resources  and  skill,  the  American 
Red  Cross  was  requested  by  the  Surgeon  General  of  the 
Army  to  enroll  every  available  and  qualified  occupational 
therapist  for  service  if  needed.  This  is  not  surprising 
for  it  was  the  Army  during  the  last  World  War  which 
found  other  uses  for  this  form  of  therapy  besides  treat- 
ing the  mentally  ill.  At  the  beginning  of  this  year  the 


■N 

A SYMPOSIUM  of  MEDICAL  OPINION* 


L 


Has  Been  Expressed  by  Many  Prominent  Physicians  on  the  Treatment  of  Drug  and 

Alcohol  Addiction  at 


THE  CHARLES  B.  TOWNS  HOSPITAL 

293  CENTRAL  PARK  WEST,  NEW  YORK,  N.  Y. 


40 

SUCCESSFUL 

YEARS 


FOR  DRUG  AND  ALCOHOL  PATIENTS  EXCLUSIVELY 

* We  will  be  pleased  to  send  a copy  of  the  Symposium  (printed  exclusively 
for  the  medical  profession's  information)/  and/or  a copy  of  a treatise  “Drug 
and  Alcohol  Sickness"  to  physicians  on  request. 


FLORIDA 
MEASE  HOSPITAL 
Dunedin 

Recognized,  fully-equipped  general  hospital 
All  specialists  available 

DOROTHY  LORD/  Secy. 


WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudaon,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kinssbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


WOODLAWN  SANITARIUM,  INC. 

For  Medical  and  Surgical  Cases 

Complete  modern  equipment,  including  X-Ray,  fluoroscope  and 
combination  incubator  and  oxygen  tent  for  infants. 

412  East  238th  Street  Bronx,  IV.  Y. 

Telephone  FAirbanks  4-3601 
See  also  our  adv.  p.  49a  Medical  Directory 


LOUDEN  - 

KNICKERBOCKER 

II  A.  Id  Id  •,  I R c • 

81  LOUDEN  AVENUE 

Tel.  Amityville  53 

AMITYVILLE,  N.  Y. 

A private  sanitarium 

established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

- 

Full  inf ormation  furnished  upon  request. 

JOHN  F.  LOUDEN 

New  York  City  Office 

JAMES  F.  VAVASOUR,  M.D. 

President 

67  West  44th  St.,  Tel.  VAnderbilt  6-3732 

Physician  in  Charge 

GLENMARY 

SANITARIUM 

For  individual  care  and  treatment  of  selected  number  of  Nervous 
and  Mental  cases,  Epileptics,  and  Drug  or  Alcoholic  addicts. 
Strict  privacy  and  close  cooperation  with  patient’s  physician  at 
all  times.  Successful  for  over  50  years. 

ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO,  TIOGA  CO.,  N.  Y. 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  ana  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates — Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 
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THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL.:  Rockville  Centre  3660 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifullylocated  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 

Disorders  of  the  Nervous  System 

BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


GREENMONTvHUDSON 

ESTABLISHED  1880  BY  DR.  PARSONS 
For  special  care  and  treatment  of  Nervous  and  Mental  disorders. 
Convalescents,  and  selected  cases  of  Alcoholism.  Unusual  home- 
like atmosphere.  State  licensed.  Moderate  rates.  45  minutes 
from  New  York  City. 

EDMUND  J.  BARNES,  M.D.,  PHYSICIAN  IN  CHARGE 

OSSINING,  N.  Y.—  OSSINING  1989 


PINE  WOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene.  Emphasizing 
diagnosis  and  treatment  of  Neuro-psychiatric  cases. 

In  addition  to  the  usual  forms  of  treatment  (occupational  therapy, 
physiotherapy,  outdoor  exercise,  etc.)  we  specialize  in  more  specific 
techniques.  Insulin,  Metrazol  and  Electro  shock.  Psychological  and 
physiological  studies.  Psychoanalytic  approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 
Dr.  Barnett  Rosenblum  ) Resident  Tel:  KATONAH  775 

Dr.  Abram  Lichtyger  ) Physicians  YONKERS  5786 

N.  Y.  Office:  25  West  54th  St.  Tues.  & Fri.  by  appointment 
Circle  7-2380 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES.,  M.D.,  Med.  Supt.  *TEL.  4-1 1 43 
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Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  ner- 
vous disorders. 


Broadway  and  Louden  Avenue  Separate  accommoda- 

AMITYVILLE,  L.  L— Phone:  1700,  01,  02  tions  for  nervous  and 
N.  y.  Office — 67  W.  44th  Street  backward  children. 

Tel:  MUrray  Hill  2-8323  Physicians’  treatments 

C.  L.  MARKHAM,  M.D.,  Supt.  rigidly  followed. 


Civil  Service  Commission  also  stressed  its  importance 
by  announcing  examinations  for  well-paying  jobs  as 
occupational  therapy  aides  in  Government  work. 

Truly,  occupational  therapy  has  come  a long  way  from 
its  experimental  stage.  Both  the  American  Medical 
Association  and  the  American  Occupational  Therapy 
Association  have  given  their  efforts  to  expanding  its 
use  to  assure  improved  standards  of  practice  and  training. 
Both  the  public  and  the  medical  profession  have  recog- 
nized its  value. 


In  private  hospitals  and  sanitariums,  where  specialized 
treatments  for  restoration  and  rehabilitation  prevail  more 
generally,  occupational  therapy  has  become  an  indis- 
pensable unit  of  treatment.  Among  institutions  repre- 
sented in  this  section  of  the  JOURNAL,  may  be  found 
sanitariums  with  excellent  facilities  and  highly  qualified 
aides  for  administering  this  important  medium  of  medi- 
cine. 

They  will  gladly  supply  any  information  concerning 
this  form  of  treatment  that  you  may  need. 
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gens  in  various  occupations,  exfoliative  derma- 
toses, pyococci  and  filterable  viruses  affecting  the 
skin,  neurogenic  lesions,  avitaminoses,  and  tuber- 
culosis and  syphilis  of  the  skin. 

The  section  on  syphilology  discusses  the  vari- 
ous forms  of  treatment.  The  recent  five-day 
treatment  by  intravenous  drip  for  twelve  hours 
each  day  is  cited.  Also  the  reactions  and  pre- 
vention of  reactions  in  all  forms  of  treatment  is 
mentioned.  There  are  75  good  illustrations  in 
this  chapter.  The  set  is  now  complete  in  two 
volumes  and  is  a condensed  encyclopedia  of  the 
specialties  in  medical  practice  for  the  general 
practitioner. 

Maurice  J.  Dattelbaum 

Principles  of  Hematology  with  104  Illustrative 
Cases  and  167  Illustrations,  Including  173 
Original  Photomicrographs  and  100  Original 
Charts  and  Drawings.  By  Russell  L.  Haden, 
M.D.  Second  edition.  Octavo  of  362  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1940. 
Cloth,  $4.50. 

The  second  edition  of  this  masterpiece  differs 
from  the  first  in  but  few  significant  changes; 
illustrative  cases  have  increased  from  100  to 
104;  illustrations  from  155  to  167;  original 
photomicrographs  from  168  to  173;  and  original 
charts  from  95  to  100.  Haden  takes  a subject 
which  is  ordinarily  regarded  as  difficult  by  the 
student  and  makes  it  simple.  This  he  accom- 
plishes by  his  original  diagrammatic  portrayals 
of  the  important  blood  dyscrasias  and  by  the  use 
of  illustrative  cases.  It  is  easy  to  recommend 
this  book  because  it  is  a pleasure  to  read.  The 
biophysics  of  the  red  cell  is  illuminating.  The 
approach  to  the  entire  subject  of  blood  forma- 
tion and  destruction  is  incomparable.  Authors 
in  other  subjects  would  do  well  to  use  this  treatise 
as  a text  in  method  of  presentation.  This  book 
has  what  most  others  have  not. 

Maurice  Morrison 

Vitamin  Therapy  in  General  Practice.  By 

Edgar  S.  Gordon,  M.D.,  and  Elmer  L.  Sevring- 
haus,  M.D.  Octavo  of  258  pages,  illustrated. 
Chicago,  The  Year  Book  Publishers,  1940. 
Cloth,  $2.75. 

A great  many  books,  reviews,  and  separate 
articles  have  appeared  within  the  last  few  months 
dealing  with  theoretic  and  clinical  applications  of 
vitamins.  Only  too  often  such  papers  help  to 
confuse  one  and  have  altogether  too  many  vary- 
ing opinions.  To  those  who  are  still  “at  sea,” 
as  well  as  to  those  who  would  like  a handy  refer- 
ence book  which  adheres  as  closely  as  is  possible 
to  important  and  proved  facts,  this  small  volume 
by  Gordon  & Sevringhaus  will  come  as  a great 
boon.  For  the  latest  and  best  opinion  on  clinical 
and  laboratory  applications  of  vitamin  therapy, 
this  book,  in  the  reviewer’s  opinion,  has  no  peer. 
It  can  be  most  warmly  recommended. 

Andrew  M.  Babey 

A Manual  of  Embryology.  The  Development 
of  the  Human  Body.  By  J.  Ernest  Frazer, 
F.R.C.S.  Second  edition.  Octavo  of  523  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1940.  Cloth,  $9.00. 

Without  a rather  thorough  preliminary  ground- 
work in  embryology  this  book  would  be  most 


difficult  for  the  average  student.  However, 
when  we  assume  the  presence  of  such  a basis,  the 
book  becomes  a valuable  and  quite  necessary 
addition  to  the  library  of  a student  of  gross 
anatomy  conscious  of  developmental  processes. 
In  general  the  text  is  thought-provoking.  Many 
of  the  illustrations  depart  from  the  conventional 
type  and  thereby  suggest  new  approaches  to  a 
more  thorough  understanding  of  the  subject. 
A serious  defect  is  the  lack  of  a bibliography. 
An  outstanding  chapter  is  that  on  the  develop- 
ment of  the  face. 

George  H.  Papf 

The  Bacteriology  of  Public  Health.  By 

George  M.  Cameron,  Ph.D.  Octavo  of  451 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1940.  Cloth,  $3.50. 

There  is  a good  deal  of  useful  information  in 
this  book,  but  all  the  subject  matter  is  presented 
in  too  brief  a fashion.  As  a “review  text”  it 
could  be  of  help  to  students  who  have  had  a well- 
rounded  course  in  bacteriology.  It  could  be 
recommended  as  a text  for  beginners  in  bacteri- 
ology only  in  the  event  that  a very  complete  and 
comprehensive  lecture  course  accompanied  it. 

Morris  L.  Rakieten 

Why  Men  Behave  Like  Apes  and  Vice  Versa, 
or  Body  and  Behavior.  By  Earnest  A.  Hooton. 
Octavo  of  234  pages,  illustrated.  Princeton, 
Princeton  University  Press,  1940.  Cloth,  $3.00. 

Professor  Hooton’s  latest  book  is  an  odd  mix- 
ture of  modern  science  and  primitive  sociology. 
It  is  a new  statement  of  the  author’s  sincere  but 
extreme  point  of  view  on  mental  inheritance  in 
which  the  Harvard  eugenist  insists  on  the  in- 
separability of  mind  and  body  and  denies  the 
environmentalist  approach  of  social  condition- 
ing. The  book  includes  considerable  data  on 
anthropoid  behavior  and  human  evolution,  from 
which  the  author  concludes  that  “behavior  is 
indissolubly  associated  with  organic  structure.” 
He  pleads  for  the  adoption  of  a strong  positive 
eugenic  program  as  the  only  means  of  saving 
the  human  race.  Perhaps  of  most  interest  to  the 
scientist  is  the  last  section  which  deals  with 
anthropometries,  particularly  with  the  somato- 
type  method  which  classifies  individuals  accord- 
ing to  bodily  build. 

Dr.  Hooton’s  material  is  interesting,  but  his 
radical  conclusions  are  open  to  considerable 
argument.  The  book  is  written  in  the  author’s 
usual  witty  and  entertaining  style  and  is  well 
worth  reading  by  anyone  interested  in  anthro- 
pology and  eugenics. 

Milton  Plotz 

Microbiology  and  Pathology.  By  Charles 
F.  Carter,  M.D.  Second  edition.  Octavo  of 
755  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1939.  Cloth,  $3.25. 

There  have  been  numerous  changes  in  this 
edition,  all  adding  considerably  to  the  efficiency 
of  an  already  popular  text  for  nurses.  Greenish 
tinted  paper,  spacing  of  print,  and  general  ar- 
rangement signify  the  thoughtful  presentation 
of  material  well  correlated  for  two  such  subjects. 
Laboratory  exercises,  review  questions,  and 
references  given  at  the  end  of  each  chapter 
should  prove  valuable. 

Irving  M.  Derby 
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Preschool  Training  of  the  Deaf 

In  the  February  issue  of  The  Volta  Review  there  appears 
a translation  from  a Russian  article  “Life  of  the  Deaf.” 

It  treats  with  the  training  of  deaf-mutes  of  preschool 
age  and  emphasizes  greatly,  the  importance  of  home  di- 
rection and  help  for  the  young  one.  The  author,  Natalie 
Rau,  states  that  “ . . . mothers  have  to  be  convinced  that 
only  well-trained  work  with  the  child  can  create  or  restore 
speech,  but  that  hearing  cannot  be  fully  regained  because 


2>o  y<ui  fteedt  a 7>uUtted 
Medical  Ojjfjice  AlUdtcuii? 

/GRADUATES  with  twelve  months  intensive  train- 
(xing  in  laboratory  techniques,  apparatus  and 
ZJ  secretariat.  High  School,  College,  Nursing  or 
Business  School  background.  Intelligent  assistants 
possessing  personality,  ability  and  all  the  requisites 
essential  to  the  trained  Medical  Office  Assistant. 

MlJay  Hill  JMo+uit  ScltOoi  «/|! 

for 

MEDICAL  OFFICE  ASSISTANTS 

Licensed  by  the  State  of  New  York 


no  physical,  no  medical  action  can  restore  a paralyzed 
or  shattered  hearing  center.” 

It  is  explained  to  the  mother  that  a hearing  aid  might 
help  develop  a beginning  of  hearing  and  train  attention 
to  hearing,  but  there  are  many  things  the  mother  can  do 
and  should  do  to  prepare  the  child  for  the  kindergarten 
class  of  the  special  school  of  training. 

The  mother  is  instructed  in  simple  fundamentals  of 
teaching  lip  reading,  imitation  of  speech,  exercises  of  de- 
veloping attention  to  the  voice,  sounds  and  words,  and 
for  arousing  an  interest  in  hearing. 

Unquestionably,  the  family  physician  is  the  first  per- 
son consulted  in  these  unfortunate  cases.  Perhaps  for 
no  other  reason,  he  shoulders  the  greatest  responsibility 
of  directing  the  child’s  fife  right  from  the  beginning,  and 
upon  his  interest  rests  the  ultimate  possibility  of  a deaf- 
mute  being  able  to  live  a normal  fife  with  those  who  speak 
and  hear  naturally. 


CAPABLE  ASSISTANTS 

Our  free  placement  service  will  be  glad  to  help  you  select  ex- 
actly the  right  assistant.  Paine  Hall  graduates  are  girls  of  character, 
intelligence,  appearance — thoroughly  qualified  to  assist  in  office 
and  laboratory;  trained  in  haematology,  blood  chemistry,  urin- 
alysis, clinical  pathology,  medical  stenography,  bookkeeping. 
Address  inquiries  to  C.  R.  Porter,  Principal. 


Established 

1849 


Licensed  by  the  State  of  New  York 


101  W.  31st  St 
New  York 
BRyant  9-2831 
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POSITIONS 
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Classified  Rates 


Rates  per  line  per  insertion : 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of  First 
and  by  the  5th  for  issue  of  Fifteenth 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


All  statements  in  classified  ads  are  published  in  good  faith,  but  it 
is  impossible  to  make  minute  investigation  of  each  advertisement. 
We  exclude  all  known  questionable  ads,  and  will  appreciate 
notification  from  readers  relative  to  misrepresentation.  The 
right  is  reserved  to  reject  or  modify  advertising  copy. 

New  York  State  Journal  of  Medicine 
292  Madison  Avenue  MUrray  Hill  3-9841 


WANTED 


BOOK  Manuscripts  Wanted.  Works  of  public  interest  on  all 
subjects.  Write  for  free  booklet.  Meador  Publishing  Company, 
324  Newbury  Street,  Boston,  Mass. 


WANTED — Donations  of  Announcements  1841-1929,  University 
of  City  of  New  York  Med.  Coll.;  Bellevue  Hospital  Med.  Coll.; 
University  & Bellevue  Hospital  Med.  Coll.;  New  York  University 
Coll,  of  Med.  Carriage  paid.  Librarian,  N.  Y.  U.  College  of 
Medicine,  477  First  Avenue,  New  York  City. 


Desire  good  New  York  State  locum  tenens  or  salaried  position  for 
one  year.  New  York  State  license.  Extensive  surgical  and  general 
practice  experience  in  California.  Box  500,  N.Y.S.Jr.Med. 


WANTED:  Doctor  to  take  over  country  practice  and  home  at 
Farmington,  Ontario  County,  New  York. 

Address:  Dr.  O.  J.  Mason,  Macedon,  N.  Y.  RFD  1 


FOR  SALE 


PHYSICIANS  EQUIPMENT  FOR  SALE 


Microscopes,  Autoclaves,  Sterilizers,  Centrifuges,  Quartz  Lamps, 
Fluoroscopes,  Short  Waves  and  Hospital  Equipment.  Trade  ins 
welcome.— ATLAS  SURGICAL  SUPPLY  CO.,  175  Second  Ave., 
N.  Y. 


FOR  SALE:  RICHMOND  HILL,  LONG  ISLAND,  NEW  YORK. 
Office,  hospital  and  residence  of  deceased  physician  at  sacrifice  to 
settle  estate.  LOUIS  L.  LEVINE,  EXECUTOR  and  ATTOR- 
NEY, 163-18  Jamaica,  New  York. 


MEDICAL  EMPLOYMENT 


Several  Doctors  wanted  immediately  as  resident  physicians  in  a 
large  southern  hospital.  Service  includes:  communicable  disease, 
obstetrics,  general  medicine  and  surgery. 

*Jlte  MEDICAL  EMPLOYMENT  AGENCY 

Stephane  Prepiora,  R.N.  Kinney  Bldg.,  790  Broad  St. 

Director  Newark,  N.  J. 


FOR  RENT 


Modern  equipped  doctor’s  office  good  location  in  Brooklyn  sixteen 
years’  general  practice.  Specializing.  Box  900 — N.  Y.  State 
Journal  of  Medicine. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


Orthopedic  Appliances 


EICKHORN  SURGICAL  CO. 

Specialist  on  Dr.  Telson  Cowhorn  and  S-Curve  Spinal  Braces 
For  Further  Details  See  our  adv. 
page  22a  Medical  Directory 

1285  Madison  Ave.,  N.  Y.  C.  SAcramento  2-5672 


Bookbinders — Medical 


FINE  BINDINGS— STRONG  BINDINGS ; 

Please  see  our  Med.  Dir.  adv.  page  11a  if  you  appreciate  old 
craftsmanship  at  reasonable  prices.  RADEMAEKERS 
Newark.  N.  J.,  74  Oraton  St.  New  York,  N.  Y.,  530  5th  Ave. 
HUmboldt  3-4867  CHickering  4-3650 


Up  for  Sale 

Few  physicians  realize  that  they  may  have  equipment 
or  appliances  they  have  ceased  to  use  because  of  entering 
a specialized  field  in  medicine — that  other  members  of 
their  profession  may  have  use  for  such  material  if  it  is 
in  good  condition,  and  would  be  happy  to  get  it  at  a fair 
price. 

The  simplest  and  least  expensive  way  to  transact  such 
a sale  is  through  the  medium  of  the  Classified  page  in  this 
JOURNAL. 

Remember  over  17,000  practitioners  scan  the  publica- 
tion twice  each  month. 

Put  your  unused  equipment  “up  for  sale”  in  the  next 
issue — forms  close  March  7th. 


PRESCRIBE  OR  DISPENSE  ZEMMER 


Pharmaceuticals,  Tablets,  Lozenges,  Ampules,  Capsules,  Ointments,  etc 
Guaranteed  reliable  potency.  Our  products  are  laboratory  controlled. 
Write  for  general  price  list. 

THE  ZEMMER  COMPANY 

Chemists  to  the  Medical  Profession  Oakland  Station  Pittsburgh,  Penna. 
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From  the  motion  picture , “ Studies  in  Human  Fertility ,”  Ortho  Products,  Inc. 


The  Glycogen  Factor 


• Glycogen,  deposited  in  the  vaginal  epithe- 
lium under  hormonal  influence,  is  a factor  in 
the  production  and  maintenance  of  the  vag- 
inal acidity.  The  above  illustration  is  based 
on  iodine  stained  vaginal  smears  through  the 
28  day  cycle  in  a group  of  normal  women. 
The  intensity,  after  a low  level  in  the  post- 
menstrual  phase,  graduallv  rises  to  a peak, 

COPYRIGHT  1941.  ORTHO  PRODUCTS.  INC. 


maintaining  a high  level  in  the  last  week  of 
the  cycle. 

Glycogen  utilization  and  resultant  vaginal 
acidity  represent  important  aspects  of  vaginal 
biology.  The  normal  mid-vaginal  acidity  lies 
between  4 and  5.  The  pH  of  Ortho-Gynol  is 
4.5,  approximating  normal  conditions. 
ORTHO  PRODUCTS,  INC.,  LINDEN,  N.  J. 


The  administration  of  nicotinic  acid  in  appropriate  doses  in  cases 
of  pellagra  leads  to  the  clearing  of  alimentary  lesions  and  symp- 
toms, including  the  typical  glossitis,  to  the  disappearance  of 
dermal  lesions  characteristic  of  the  disease,  and  to  profound 
improvement  in  the  mental  symptoms  when  the  latter  are  the  result 
of  inadequate  intake  of  nicotinic  acid. 

Pellagra,  however,  is  frequently  accompanied  by  evidences  of 
deficiencies  of  other  factors  of  the  vitamin  B complex,  such  as 
polyneuritis  (a  manifestation  of  vitamin  Bx  deficiency).  In  the  diets 
of  such  patients  it  may  be  necessary  to  insure  the  presence  of  foods 
rich  in  the  vitamin  B complex,  or  to  administer — concurrently 
with  the  nicotinic  acid — thiamine  hydrochloride,  riboflavin,  and, 
in  some  instances,  pyridoxine  hydrochloride. 

Nicotinic  acid  is  pyridine-3-carboxylic  acid — C6H502N.  It  is  recog- 
nized as  a specific  in  the  treatment  of  the  disease  of  dogs  known  as 
blacktongue  and  in  the  treatment  of  human  pellagra. 
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Available  at  your  pre- 
scription pharmacy  in 
the  following  dosage 
forms: 

C.  T.  Nicotinic  Acid, 
20  mg. 

C.  T.  Nicotinic  Acid, 
50  mg. 

C.  T.  Nicotinic  Acid, 
100  mg. 

in  bottles  of  100  and 
1000  tablets. 
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Combined  advantages  of  Pyridium —safety,  elimination  by 
the  urinary  tract,  local  analgesic  effect,  minimal  toxicity , 
absence  of  irritation , effectiveness  in  both  acid  and  alkaline 
urine,  convenience  of  administration — have  been  featured 
in  published  iiterature  for  more  than  a decade.  To  this 
has  been  added  the  advantage  accruing  from  recent 
investigations  by  Morrissey,  and  Spinelli  (An  experi- 
mental study  of  the  anesthetic  and  analgesic  properties  of 
pyridium  J.  Urol.  Sept.  1940),  who  in  a series  of  cases 
obtained  satisfactory  results  from  the  use  of  the  Pyridium 
solution  for  surface  anesthesia  in  cystoscopy. 
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A decade  of  service 
in  urogenital 
infections 


Illustrated  literature  on  request 


MERCK  & CO.  Inc 


RAHWAY,  N.J 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


TRADE  MARK 

( Phenyla*©-  Alpha  -Alpha  - Diamino 
Pyridine  Mono-Hydrochloride) 


MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 

292  MADISON  AVENUE,  NEW  YORK  CITY,  MURRAY  HILL  3-9841 


OFFICERS 


James  M.  Flynn,  M.D President , Rochester 


Samuel  J.  Kopetzky,  M.D Pres.-Elect.  George  W.  Kosmak,  M.D Treasurer 

New  York  New  York 

Albert  A.  Gartner,  M.D.  . Second  Vice-Pres.  Kirby  Dwight,  M.D.  . . . Assistant  Treasurer 
Buffalo  New  York 

Peter  Irving,  M.D. . Sec.  and  General  Manager  Louis  EL  Bauer,  M.D Speaker 

292  Madison  Avenue,  New  York  Hempstead 

Edward  C.  Podvin,  M.D.  . Assistant  Secretary  William  Hale,  M.D Vice-Speaker 

Bronx  Utica 


TRUSTEES 


Harry  R.  Trick,  Chairman Buffalo 

James  F.  Rooney,  M.D Albany  William  H.  Ross,  M.D Brentwood 

George  W.  Cottis,  M.D Jamestown  Thomas  M.  Brennan,  M.D Brooklyn 


COUNCIL 


James  M.  Flynn,  M.D Rochester 

Samuel  J.  Kopetzky,  M.D New  York 

Terry  M.  Townsend,  M.D New  York 


Peter  Irving,  M.D New  York 

George  W.  Kosmak,  M.D New  York 

Louis  H.  Bauer,  M.D Hempstead 


Term  Expires  1941 
Harry  Aranow,  M.D. 

Bronx 

Floyd  S.  Winslow,  M.D. 
Rochester 

Clarence  G.  Bandler,  M.D. 
New  York 


Term  Expires  1942 
John  L.  Bauer,  M.D. 

Brooklyn 

Edward  T.  Wentworth,  M.D. 
Rochester 

Oliver  W.  H.  Mitchell,  M.D. 
Syracuse 


Term  Expires  1948 
Herbert  H.  Bauckus,  M.D. 
Buffalo 

Augustus  J.  Hambrook,  M.D. 
Troy 

E.  Christopher  Wood,  M.D. 
White  Plains 


[See  pages  586  and  538  for  additional  Society  Officers) 


To  Assure  Quick  Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


DUB  IN  AMIN  ODHYD  BIN 

Jhaophyllirie.  - Sthyleii&ziiainirLe 


American  Made  from  American  Materials 

H.  E.  DUBIN  LABORATORIES 

250  E.  43rd  St.  '"corporated  New  Yopkf  N Y. 


WHY  YOU  CAN  RECOMMEND  KEMP’S 
SUN-RAYED  TOMATO  JUICE  WITH  CONFIDENCE 


Unrelouched  pho.omicrogroph  <> 

eo|jx«d  lomato  jui««  (Kem|’  * 
Koyed).  Some  magnification. 


Unretouched  photom.crc 
vixeolixed  tomato  juice 
Son-Rayed).  


■**} 


VISCOLIZED 

38  lOA.  &X&UZ 


Tomato  solids  in  Kemp’s  Sun-Rayed  To- 
mato Juice  are  broken  into  extremely  fine 
particles.  Thus  greater  surface  area  is  exposed  to 
digestive  enzymes,  permitting  easier  digestion  and 
encouraging  tolerance.  Allows  free  flow  through 
nipple  of  nursing  bottle  in  infant  feeding.  This  ex- 
treme reduction  of  tomato  solids  is  accomplished 
by  viscolization — a super-homogenizing  method. 
This  method  is  basic  part  of  Kemp’s  patented 
process  (U.  S.  Pat.  1746657)  for  converting  whole, 
cored,  vine-ripened  tomatoes  into  non-separating, 
vitamin-retained,  never-thin-or- watery  tomato  juice. 

THE  SUN-RAYED  COMPANY,  FRANKFORT,  INDIANA 

New  York  Agent:  SEGGERMAN  NIXON  CORP.,  Ill  8th  Avenue 
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The  Bureau  of  Milk  Publicity  of  the  State  of  New  York  is 
urging  fresh  milk  daily  for  general  health.  The  Bureau  points 
out  specifically  the  helpfulness  of  milk  in  building  resistance 
to  the  common  cold  through: 

1.  General  Food  Value  in  upbuilding  of  bodily  health 

2.  Anti-infective  vitamin  A content 

3.  Aid  to  alkaline  reserve  of  the  blood 

It  is  our  belief  that  the  physicians  of  the  State  will  concur  in  the 
Bureau’s  work,  and  our  hope  that  it  will  prove  of  assistance  to 
them  in  the  protection  of  public  health. 


VS 


BUREAU  OF  MILK  PUBLICITY 


THE  STATE  OF  NEW  YORK 
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OR  safety  and  reliability  use  composite  Radon  seeds  in  your 
cases  requiring  interstitial  radiation.  The  Composite  Radon 
Seed  is  the  only  type  of  metal  Radon  Seed  having  smooth, 
round,  non-cutting  ends.  In  this  type  of  seed,  illustrated 
here  highly  magnified.  Radon  is  under  gas-tight,  leak-proof 
seal.  Composite  Platinum  (or  Gold)  Radon  Seeds  and 
loading-slot  instruments  for  their  implantation  are  available 
to  you  exclusively  through  us.  Inquire  and  order  by  mail, 
or  preferably  by  telegraph,  reversing  charges. 


THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Telephone  MO  4-6455 


NEW  YORK.  N.  Y. 

N.y.SJr.3 


KARO 


Welcome  the  coming!” — This  was  the  response  to  Karo 
in  Glass  from  doctors  throughout  the  nation.  There  was  no 
room  for  improvement  in  the  composition  of  Karo,  so  we 
introduced  it  in  glass  bottles. 

Karo  syrup  is  processed  at  sterilizing  temperatures  and 
sealed  hygienically  in  these  sparkling  glass  bottles.  The 
high  sanitary  quality  of  Karo  can  now  be  maintained  while 
using  the  clear  glass  containers  in  the  nursery  or  kitchen. 

Karo  Syrup  in  Glass  costs  only  slightly  more  than  in 
cans.  It  yields,  volume  for  volume,  double  the  caloric  value 
of  powdered  maltose-dextrins-dextrose  at  a fraction  of  the 


Same  Chemical 
Composition 

Uniform  Composition 
Well  Tolerated 
Readily  Digested 
Little  Fermentable 
Chemically  Dependable 
Bacteriologically  Safe 
Hypo-allergen  ic 
Economical 

Same  High  Quality 


Dextrins 37% 

Maltose 18 

Dextrose 12 

Sucrose 4 

Invert  sugar 3 

Minerals 0.6 

Moisture 25 


(Karo — Blue  Label) 


cost. 

Crystal- White  Karo  is  most  suitable  for  infants  and 
Golden-Brown  Karo  is  most  suitable  for  children.  Each 
may  be  fed  in  relatively  large  amounts  without  disturbing 
digestion  in  health  or  in  disease. 


Same  Caloric 
Values 


1 oz.  vol 

1 oz.  wt . . . . 

1 teaspoon . . 
1 tablespoon 


40  grams 
120  cals. 
28  grams 
90  cals. 
20  cals. 
60  cals. 


CORN  PRODUCTS  SALES  COMPANY 


17  Battery  Place*  iVcir  York  City 


KARO  IS,  OF  COURSE,  STILL  AVAILABLE  IN  THE  FAMILIAR  SANITARY  TINS 
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THE  NATURAL  MINERAL  WATERS  OF  SARATOGA  SPA  ARE 
OWNED  AND  BOTTLED  BY  W THE  STATE  OF  NEW  YORK 


SARATOGA  SPA  GEYSER  WATER 

for  Post-operative  Conditions 


Proper  post-operative  care  includes  attention  to  the  comfort 
of  the  patient  and  the  prevention  of  continued  depletion  of 
vital  elements  in  the  body. 

In  meeting  the  problem  of  nausea  and  vomiting,  the  physician 
will  frequently  prescribe  a carbonated  beverage  which  has 
been  found  to  relieve  the  patient’s  discomfort.  The  Geyser 
Water,  which  is  naturally  super-saturated  with  carbon  di- 
oxide, that  is  slowly  released  from  the  water,  is  a valuable  aid 
in  meeting  this  problem. 

Again  the  post-operative  patient,  because  of  vomiting  or 
failure  to  take  sufficient  fluids,  becomes  dehydrated  and  suf- 
fers from  the  loss  of  sodium  and  chlorine.  These  and  other 
elements  are  provided  in  the  Geyser  water  and  its  use  as  a 
preventative  in  this  field  is  recognized. 

Therefore,  Geyser  water,  because  of  its  natural  carbonation 
and  rich  mineral  content,  combines  the  agents  recognized  as 
useful  in  the  adequate  care  of  the  post-operative  patient. 


Physicians’  samples  and  comprehensive  professional 
literature  is  available.  Address  W.  S.  McClellan, 
M.D.,  Medical  Director,  155  Saratoga  Spa,  Sara- 
toga Springs,  N.  Y. 


Analysis  of  the  Three  Waters 

(MINERAL  parts  per  millon) 

Hypothetical 

Geyser 

Hathorn 

Coesa 

Combinations 

Water 

Water 

Water 

Ammon,  chlorid 

48.25 

59.10 

33.30 

Lithium  chlorid 

21.07 

64.49 

46.43 

Potass,  chlorid 

361.91 

789.54 

714.86 

Sodium  chlorid 

2,010.48 

8,594.84 

4,233.14 

Potass,  bromid 

9.23 

160.00 

13.90 

Potass,  iodid 

1.10 

4.80 

1.36 

Sodium  sulphate 

None 

None 

None 

Sod.  metaborate 

Trace 

None 

Trace 

Sodium  nitrate 

Trace 

Trace 

Trace 

Sodium  nitrite 

Trace 

Trace 

Trace 

Sodium  bicarb. 

2,213.78 

424.71 

1,331.15 

Calcium  bicarb. 

1,829.14 

3,380.84 

2,519.74 

Barium  bicarb. 

16.67 

25.65 

25.00 

Strontium  bicarb. 

Trace 

Trace 

Trace 

Ferrous  bicarb. 

9.94 

40.07 

5.86 

Magnes.  bicarb. 

753.89 

2,244.88 

1,186.57 

Alumina 

7.14 

4.98 

6.37 

Silica 

19.40 

14.40 

12.80 

Total 

7,284.00  15,808.30  10,130.48 

Look  for  the  Seal  of  The  State  of  New  York  on  ev- 
ery bottle  of  the  genuine  waters  of  Saratoga  Spa. 

THE  BOTTLED  WATERS  OF 

0M 

GEYSER  • H ATHORIM  • COESA 
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Be  sure  your  patients  are  receiving  all  the  factors  of  the 
B Complex  in  proper  dosages — prescribe  whole  Vitamin  B 
Complex  as  derived  from  natural  sources. 

Numerous  investigators  have  demonstrated,  clinically 
and  experimentally,  the  superiority  of  natural  whole  B 
Complex  to  synthetic  mixtures  of  thiamin  chloride,  ribo- 
flavin, nicotinic  acid,  B4  and  B6. 

Hence,  we  submit 

BEZON 

Trade  Mark 

WHOLE  NATURAL  VITAMIN  B COMPLEX 


Bezon  is  derived  from  natural  sources — brewer’s  yeast  and 
an  extract  of  corn  processed  with  Clostridium  Aceto- 
butylicum.  Each  capsule  contains: 


together  with  all  the  other  known  members  of  the  Natural 
B Complex. 

Maintenance  Dose:  one  capsule  per  day. 


BEZON  is  available  in  bottles  of  30  capsules 
— a month’s  supply. 


NUTRITION  RESEARCH  LABORATORIES 

4210  Peterson  Avenue  • Chicago,  Illinois 
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SANDOZ 


CALCIUM  ACTION  cabined  with  BROMINE  SEDATION 


CALCIBRONAT 


CALCIUM-BROMIDO-GALACT  OGLU  CO  NATE 


A new  organic  salt  with  the  high  calcium  ratio — I Ca  : 2 Br 
Less  danger  of  bromism  — Palatable  — Well  tolerated 

EFFERVESCENT  TABLETS:  Tins  - 10  and  50  AMPULES:  10  cc. 

GRANULES  (non-effervescent):  Tins  - 100  and  500  Gm.  BOXES:  5,  20  and  100 

Literature  and  samples  on  request 

SANDOZ  CHEMICAL  WORKS,  Inc.  • New  York,  N.  Y. 
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ACT  ION:  That  is  literally  what  happens  — the 
vagina  becomes  its  own  oxygen  tent  — when  safe, 
soothing  STA-O-GEN  is  used  in  the  treatment  of 
both  specific  and  non-specific  leukorrhea. 

At  body  temperature,  in  the  presence  of  mois- 
ture, every  particle  of  this  ozonide  of  olive  oil  be- 
comes, in  effect,  a miniature  factory,  producing 
and  releasing  a relatively  huge  amount  of  nascent 
oxygen,  steadily  and  unremittingly  for  many  hours. 

^CONCLUSIONS:  ..  effective  in  the  treatment  of 
leukorrhea  in  general;  (a)  eliminates  unpleasant 
odor  of  discharge;  (b)  cuts  down  or  eliminates  ir- 
ritation inside  and  without  vagina;  (c)  reduces 
quantity  and  density  of  discharge,  including  that 
following  cauterization. 

It  is  non-irritating  and  non-toxic  in  contradic- 
tion to  the  arsenic  and  picrate  preparations,  equal- 
ly effective  and  actually  soothing,  especially:  (a;  in 
the  infantile  vagina;  (b)  in  the  senile  vagina;  (c)  in 
the  trichomonas  vaginalis  vaginitis  of  pregnancy. 

if! Treatment  of  Leukorrhea  with  Ozonide  of  Olive  Oil:  David  Nye 
Barrows,  N.  Y.  State  Journal  of  Medicine,  Vol.  41,  Jan.  15,  1941. 


LATIMER  LABORATORY,  INC.,  DEPT.  A-2,  41  EAST  21  ST„  NEW  YORK 
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hydrochloride \ 


$4° 
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Dilaudid  hydrochloride  is  a quickly  acting  and  effective 
cough  sedative.  For  the  average  prescription  add  1/2  gr. 
Dilaudid  hydrochloride  to  4 ounces  of  suitable  vehicle 
and  give  in  doses  of  1/2  to  I teaspoonful.  This  dosage 
may  be  increased  or  decreased  according  to  the  severity 
of  the  cough,  and  the  age  of  the  patient. 


DILAUDID  hydrochloride  (dihydromorphinone  hydrochloride)  Council  Accepted 

Hypodermic  and  oral  tablets,  rectal  suppositories,  and  soluble  powder 


• Dilaudid  hydrochloride  comes  within  the  scope  of  the  Federal  narcotic  regulations. 

Dilaudid,  Trade  Mark  Teg.  U.  S.  Pat.  Off. 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY. 


DEEP  PENETRATION  EQUAL  TO 
MILD  DIATHERMIA 


The  irritating 
and  useless  non- 
penetrating rays 
are  filtered  out. 

Applicable 
wherever  heat 
is  needed 

Used  in  Cornell 
University,  Uni- 
versity of  Michi- 
gan, University 
of  Detroit,  Butler 
University,  and 
many  other  hos- 
pitals and  colleges. 

Inquire  of  your 
medical  supply 
house  or  write 
direct  to  us. 


SUM 

RAY  LAMP 


A New  Filtered  Infra-red 
Ray — the  first  and  onty 
95%  infra-red  ray  lamp 
produced.  Does  not  burn, 
blister  or  discolor.  Treat 
as  long  as  four  hours. 


SUM  PRODUCTS  CO. 

14408  Grand  River  Detroit,  Michigan 


HYCLORITE 

ANTISEPTIC 


For  irrigating,  swabbing,  and 
dressing  infected  cases  wherever 
an  antiseptic  is  needed. 

Accepted  by  the  Council  on  For  Hand  and  Skin  Sterilization 
Pharmacy  and  Chemistry  To  Make  a Dakin's  Solution 
of  the  American  Medical  of  Correct  Hypochlorite 
Association  (N.  N.  R.)  Strength  and  Alkalinity. 

NON-POISONOUS  Practically  NON-IRRITATING 
Comprehensive  literature  on  request 

BETHLEHEM  LABORATORIES 

INCORPORATED 

300  Century  Building  Pittsburgh,  Pa. 


New  York  State  Champagne 
, and  fine  American  still  wines 


When  a patient  requires  a superior  champagne  or 
a fine  wine  during  convalescence,  specify  ' Great 
Western/7 

Most  good  stores  sell  genuine  "Great  Western." 

Pleasant  Valley  Wine  Co. 

Established  1 860  - - Rheims,  N.  Y. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Facing 


PNEUMONIA 

—with  Confidence 


THIS  year  the  physician  has  been  able  to 
view  pneumonia  with  a degree  of  con- 
fidence that  was  impossible  in  the  past.  The 
striking  therapeutic  results  obtained  with 
sulfapyridine  in  pneumococcic  pneumonia 
have  profoundly  altered  the  prognosis  in 
this  disease. 

An  analysis  of  more  than  3,000  cases  of 
typed  pneumococcic  pneumonia  treated  with 
sulfapyridine  during  the  winter  of  1938-30 
showed  the  following  case  fatality  rates: 


Total  No.  of  Cases 3,005 

Gross  Fatality 6.0% 

No.  of  Bacteriemic  Cases 240 

Fatality 23.3% 

No.  of  Non-bacteriemic  Cases.  . 2,765 

Fatality 4.5% 


During  the  pneumonia  season  of  1939-40 
this  clinical  experience  was  duplicated  in  a 
large  number  of  cases.  A statistical  reviewf 
of  9,162  cases  revealed  that  the  fatality  rate 
in  pneumonia  patients  treated  with  sulfa- 
pvridine  was  less  than  half  that  obtained 
with  previous  methods  of  treatment. 

With  wider  dissemination  of  knowledge 
concerning  this  remarkable  drug  and  its 
more  widespread  use,  it  is  to  be  expected 
that  the  fatality  rate  from  pneumococcic 
pneumonia  throughout  the  nation  will  be 
reduced  to  a new  low  level  during  the  cur- 
rent pneumonia  season. 

fFaller,  C.  I’.,  Quickel,  K.  E.,  and  Smith,  C.  W.,  Penn. 
\t.  J.  13:789-800,  March,  1940 


Sulfapyridine  is  manufactured  by  Merck  & Co.  Inc.  under  license  from  the  originators  of  the 
product.  May  & Baker,  Ltd.,  of  London.  Supplies  are  available  to  the  medical  profession  through 
their  druggists  under  the  labels  of  leading  pharmaceutical  manufacturers. 

LITERATURE  ON  REQUEST 

MERCK  & CO.  Inc.  ^ta/nu^actiiKln^^/iemidtA  RAHWAY,  N.  J. 
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CARPENTERS 

HALL 


In  this  building  the  first 
Continental  Congress  met 
in  1774.  The  edifice  is  still 
standing  in  Philadelphia. 


g BEPRON,  Wyeth’s  Beef 
Liver  with  Iron,  is  a pal- 
f atable  preparation  con- 
taining in  concentrated 
form  all  the  desirable 
soluble  constituents  of 
fresh  whole  beef  liver 
essential  in  the  treat-  J 
ment  of  nutritional 
(secondary)  anemia.  I 


Supplied  in  8-ounce 
and  pint  bottles. 


*BEPRON  i*  a trademark  of  John 
Brother , Incorporated,  for  its  palatabL 
tion  of  fresh  whole  beef  liver  with  addi 
ferrous  iron* 
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The  effectiveness  of  the  “Master”  elastic  stocking  lies  in 
the  fact  that  it  is  made  according  to  individual  measure- 
ments. 

Each  “Master”  elastic  stocking  is  hand  woven,  insuring 
uniform  pressure  throughout.  It  is  made  of  fresh,  live 
rubber  and  will  retain  its  original  elasticity  through 
many  months  of  constant  use. 

ONLY  PURE  TRAM  SILK  AND  LONG  FIBRE,  2-PLY  COT- 
TON YARNS,  ARE  USED  IN  KNITTING  THESE  STOCKINGS. 

Po.men.ay 


Each  POMEROY  office 
has  a complete  service 
available  to  every  wear- 
er of  a POMEROY 
surgical  appliance. 


ELASTIC  STOCKING 


16  EAST  4 2 N D STREET,  NEW  YORK 
2 08  LIVINGSTON  STREET,  BROOKLYN 


BOSTON  • SPRINGFIELD  • NEWARK  • DETROIT  • WILKES-BARRE 


The  Rapid  Use  of 
Vitamin  C in  Illness 


while  canned  grapefruit  juice  is  the  cheapest 
source  of  all,  with  the  sole  exception  of  cab- 
bage in  large  quantities. 

Grapefruit  can  be  administered  in  satisfac- 
torily large  quantities  because  of  its  high  tol- 
eration, and  its  non-appetite-cloying  qualities. 

Members  of  the  medical  profession  desiring 
a complete  and  authoritative  documentation 
on  citrus  fruits  are  invited  to  sign  and  mail  the 
coupon  for  a complimentary  copy  of  “Citrus 
Fruits  and  Health,”  recently  published  by  the 
Florida  Citrus  Commission. 


Mn  most  illnesses  there  is  apparently  a more 
rapid  utilization  of  ascorbic  acid  (Vitamin  C), 
and  a consequent  increased  demand  for  it. 

One  of  the  prime  natural  sources  of  ascorbic 
acid  is  grapefruit.  In  addition,  grapefruit  has 
the  important  advantage  of  a tart,  zestful 
flavor  that  points  up  the  often  unappetizing 
diets  of  illness  and  convalescence. 

Another  factor  in  favor  of  grapefruit  is  its 
economy  in  relation  to  its  high  vitamin  con- 
tent. Fresh  grapefruit  is  one  of  the  cheapest 
sources  of  the  daily  requirement  of  Vitamin  C, 


Florida  Citrus  Commission 
State  of  Florida 


Florida  Citrus  Commission  Dept-34-E 

Lakeland,  Florida 

Gentlemen: 

Please  send  me  your  book,  CITRUS  FRUITS 
AND  HEALTH. 

Name 

Address 

City . State 

Profession 


ii 
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MAXITATE 


The  Longest  Acting 
c Vasodilator  of  the 


Nitrite  Group 


THE  SUPERIORITY  of  Maxitate 
lies  in  the  fact  that  its  action 
persists  longer  than  any  other  vasodi- 
lator of  the  nitrite  group.  With 
proper  regulation  of  dosage  the  initial 
period  of  vasodilation,  5-6  hours,  may 
be  prolonged  consi  derably . The  action 
of  Maxitate  is  beneficial  to  patients 
because  there  is  no  sudden  reduction 
of  pressure  with  accompanying  ill 
effects;  instead  the  action  is  gradual. 

Write  for  folder  No.  8. 

R.  J.  STRASENBURGH  CO. 

Pharmaceutical  Chemists  Since  1886 
ROCHESTER  NEW  YORK 


PROFESSIONAL  £< 

ECONOMICS  . . . AN  ETHICAL, 

PRACTICAL  PLAN  FOR  BETTERING  YOUR 
INCOME  FROM  PROFESSIONAL  SERVICES. 

Send  card  or  prescription  blank  for  details. 

CRANE  DISCOUNT  CORPORATION 

Representatives  throughout  U.  S.  and  Canada 

230  W.  41st  St.,  N.  Y.  City  LOngacre  5-2943 


COMPULSORY 
HEALTH  INSURANCE  AND 
DISEASE  CONTROL 

By  FREDERICK  L.  HOFFMAN,  LL.D. 

40  pages 
Price  10  cents 
(Special  Prices  in  Quantity) 

Public  Relations  Bureau 
Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue,  New  York,  N.  Y. 


What  is  the  Physicians'  Home? 

The  Physicians'  Home  is  not 
an  academic  experiment.  It 
is  a reality.  It  concerns  itself 
with  the  future  and  old  age 
of  human  beings, — members 
of  our  profession.  The  Phy- 
sicians' Home  provides  a home 
and  maintains  comfortable 
standards  of  living  for  its 
guests. 

The  validity  of  our  worthy 
charity  is  not  to  be  looked  for 
in  stone,  but  in  the  actual 
benefits  now  utilized  by  mem- 
bers of  our  own  profession. 
It  is  a challenge  to  all  of  us 
to  accept  the  responsibility 
for  helping  those  less  fortu- 
nate than  ourselves.  Please 
cooperate. 

MAKE  CHECKS  PAYABLE  TO 

PHYSICIANS7  HOME  • 

52  East  66th  St.,  N.  Y.  C. 
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THE  STATE  in  which  an  iron  preparation  reaches 
the  intestine  is  of  maximum  importance  in 
hematinic  therapy,  for  it  is  here  that  iron  absorption 
takes  place,  and  it  is  here  also  that  very  disturbing 
side  reactions  may  occur.  The  iron  salts  leave  the 
stomach  in  ionized  state,  and  in  the  alkaline  medium 
of  the  intestine,  the  iron  ions  are  precipitated  as  fer- 
rous or  ferric  oxides.  These  precipitates  are  relatively 
inert  and  are  not  readily  assimilated.  They  are  highly 
dehydrating  and  thus  have  a constipating  effect.  The 
salts  of  the  acid  radicals  on  the  other  hand  may  cause 
intestinal  irritation.  In  the  endeavor  to  overcome 
these  effects  masking,  coating  or  sweetening  are  fre- 
quently resorted  to  in  iron  sulphates,  citrates,  etc.  But 
in  the  intestine,  masking  and  coating  are  cast  off  and 
sweetening  is  of  no  avail. 


These  side  reactions  cannot  occur  with  OVOFERRIN, 
for  OVOFERRIN  is  colloidal  iron.  It  is  iron  in  its  most 
minute,  most  efficient  colloidal  subdivision.  It  is  not 
in  ionic  form.  It  is  not  broken  up  by  the  digestive 
juices.  It  remains  assimilable  since  nutritive  material 
in  colloidal  form  is  readily  absorbed  from  the  intes- 
tine. As  it  is  fully  hydrated,  it  cannot  cause  dehydra- 
tion and  constipation.  It  contains  no  acid  radical  to  ir- 
ritate. Such  is  the  bio-chemical  basis  for  OVOFERRIN’S 
reputation  as  "the  rapid  blood-builder”— a reputation 
it  has  earned  in  39  years  of  world  wide  clinical  use. 

Patients  of  all  types  take  OVOFERRIN  readily,  for 
it  is  pleasant  tasting,  and  does  not  stain  or  dissolve 
tooth  enamel.  Prescribed  in  1 1 oz.  bottles;  four  table- 
spoonfuls daily  at  meals  and  bedtime,  in  water  or 
milk.  Full  size  bottle  gratis  to  physicians  on  request. 


C.  BARNES  COMPANY 

NEW  BRUNSWICK,  N.  J 


OVOFERRIN 

l " COLLOIDAL  IRON-PROTEIN 
BLOOD  BUILDER 

In  Secondary  Anemia,  Convalescence,  Pregnancy, 
''The  Pale  Child/'  and  Run  Down  States 
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WHAT  IS  THE  DIFFERENCE 
BETWEEN  GELATINE  DESSERT  POWDERS 
AND  KNOX  GELATINE? 


85%  SUGAR 


3%  ACID  COLOR  FLAVOR 
10  TO  12%  PROTEIN 


ALL  PROTEIN 


READY-FLAVORED  KNOX 

GELATINE  DESSERT  POWDERS  GELATINE 


Physicians  recognize  Knox  Gelatine  (U.S.P.) 
as  an  excellent  source  of  supplementary  pro- 
tein. Perhaps  you  are  already  prescribing  it 
to  some  of  your  patients.  If  so,  be  sure  they 
understand  the  difference  between  plain,  un- 
flavored Knox  Gelatine  and  ready- flavored 
gelatine  dessert  powders. 

Gelatine  dessert  powders  are  85%  sugar, 
only  10%  to  12%  gelatine.  Knox  Gelatine  is 


all  protein.  It  contains  absolutely  no  sugar 
or  other  substances  to  cause  gas  or  fermenta- 
tion. It  is  manufactured  under  rigid  bacterio- 
logical control  to  maintain  purity  and  quality. 

Your  hospital  will  procure  it  for  your  pa- 
tients if  you  specify  Knox  by  name. 

For  amino  acid  analysis  and  complete  in- 
formation about  the  Knox  Endurance  Drink 
(to  help  fight  fatigue),  use  coupon  below. 


KNOX  GELATINE  (u.s. p.) 


A SUPPLEMENTARY  PROTEIN  FOOD 


- Send  This  Coupon  for  Useful  Dietary  Booklets  —————— 


KNOX 
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0 Amino  Acid  Analysis  □ The  Diabetic  Diet  □ Peptic  Ulcer  □ Inf  ant  Feeding  □ Fatigue 
0 The  Protein  Value  of  Plain,  Unflavored  Gelatine  0 Reducing  Diets  and  Recipes 


KNOX  GELATINE,  Johnstown,  N.  Y.,  Dept.  474 

Please  send  me  FREE  booklets  for  the  medical  profession  as  checked. 


Name 
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Address 


Food  uses  of  Horlick’s  Malted  Milk 

Use  No,  1 


In  liquid  and  soft  diets — 
to  increase  calories  and 
aid  in  maintenance 

When  your  problem  is  to  stay  within  the  confines  of  a liquid  or  soft 
diet  without  sacrificing  sound  basic  nutrition,  Horlick’s  Malted  Milk 
will  help.  Horlick’s  distribution  of  calories  among  protein,  carbohy- 
drate and  fat  lies  well  within  the  optimum  range  of  maintenance  re- 
quirements. The  character  of  its  nutritive  elements  is  as  follows: — 

• PROTEIN  — the  biologically  complete  protein  of  milk 

• CARBOHYDRATE  — lactose  from  milk  and  carbo- 

hydrates from  wheat  and  barley 
diastatic  digested  by  malt 

enzymes 

• FAT  — the  easily  digested  butter-fat  from  full  cream  milk 

Easy  to  Digest  and  Assimilate 

Horlick’s  has  nil  curd  tension,  when  mixed  with  water.  Soft  curds, 
when  mixed  with  milk.  It  is  fully  homogenized  and  finely  divided. 

See — in  the  following  comparison — how  the  addition  of  Horlick’s  to 
fluid  milk  increases  the  calories  and  provides  an  excellent  balance  be- 
tween the  basic  essentials  of  nutrition — protein,  carbohydrate  and  fat. 


Glass  of  Milk  (7y2  ozs. 
Total  calories  145) 

Glass  of  Milk  plus  1 oz. 
Horlick’s.  (Total  calories 
262.  Increased  80%) 

CALORIES  % CALORIES 

CALORIES  % CALORIES 

PROTEIN 

30 

20 

47 

18 

CARBOHYDRATE 

43 

30 

121 

46 

FAT 

72 

50 

94 

36 

Moreover  because  Horlick’s  is  an  appetizing  liquid  food,  it  helps  im- 
portantly by  producing  a good  sensory  reaction  to  liquid  and  soft  diets. 
Obtainable  at  drugstores  everywhere. 


HORLICK'S  MALTED  MILK  CORPORATION 

RACINE,  WISCONSIN 
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Petrolagar* 

ty/elhd  e&iaJUi&A  haJiit  Ume 


• The  establishment  of  Habit  Time  for  bowel  movement 
may  be  aided  by  the  use  of  Petrolagar  Plain. 

As  part  of  a complete  program  for  treatment  of  constipa- 
tion, Petrolagar  contributes  to  the  restoration  of  normal 
bowel  movement  by  softening  fecal  mass. 

Petrolagar  induces  comfortable  evacuation  which  tends  to 
encourage  the  development  of  a regular  "HABIT  TIME.” 


*Petrolagar — The  trademark  of  Petrolagar  Laboratories , Inc., 
brand  emulsion  of  mineral  oil  . . . Liquid  petrolatum  65  cc. 
emulsified  with  0.4  gm.  agar  in  menstruum  to  make  100  cc. 


Petrolagar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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Editorial 

New  Zealand  Acts 


Without  stressing  the  other  many  ob- 
jections of  the  medical  profession  to  free 
medical  care  ( state  or  tax-paid  medical 
service ),  let  us  again  state  the  fundamental 
one : that  any  tax-paid  minimum  wage  or 
fee  scale  tends  to  promote  incompetency. 
It  does  so  by  discouraging  participation 
of  the  better  qualified  by  the  low  rate  of 
return  on  original  investment  in  educa- 
tion and  on  time  expended  in  practice. 
It  provides  enough  return,  however,  to 
maintain  in  practice  on  a quantity  pro- 
duction basis  the  less  well  qualified  who 
have  no  ethical  scruples  against  turning 
out  work  on  that  basis  with  little  regard 
for  quality. 

It  is  understood,  of  course,  that  the 
New  York  Times  has  no  choice  but  to 
print  “all  the  news  that’s  fit  to  print.” 
Admiring,  as  we  do,  its  high  standards 
and  integrity,  we  are  the  better  able  to 
appreciate  the  shudder,  the  gasping  res- 
piration, the  cold  sweat  and  enfeebled 
pulse,  the  pallor,  the  clammy  shivering, 
and  the  wave  of  editorial  nausea  which 
must  have  swept  the  organization  from 
the  wire  desk  to  the  press  men,  from  the 
science  writers  to  the  copy  boys,  when, 
on  February  21,  1941,  a dispatch  by  wire- 
less told  of  the  announcement  by  the 
Health  Ministry  of  New  Zealand  that 
over  the  protests  of  physicians  the  “na- 
tional free  medical  care”  plan  will  start 
March  1.  “When  doctors  send  the 
(registration)  cards  to  the  health  officials 
they  will  receive  $3.50  for  each  patient 
and  travel  allowances  for  journeys  of 


more  than  three  miles  in  cities  and  twenty 
miles  in  the  country.  Doctors  must  pro- 
vide suitable  surgery  accommodations 
and  visit  every  patient  whose  condition 
makes  it  impossible  for  him  to  come  to  the 
doctor  * Until  other  arrangements  are 
made  they  must  supply  drugs,  for  which 

they  may  charge  patients Dr. 

James  Jamieson,  leader  of  the  doctors, 

said  there  were  not  enough  doctors  to 

operate  the  plan  here It  is  believed 

the  government  expects  the  plan  will  be 
adopted  by  country  doctors,  leading  to 
a gradual  extension  to  all  areas.  It  is 
estimated  that  the  payments  would  give 
even  unsuccessful  doctors  the  equivalent 
of  mo  yearly.”* 

The  public  has  been  appealed  to  by  the 
Health  Ministry  “not  to  make  unrea- 
sonable demands  on  doctors  and  to  con- 
sult them  as  far  as  possible  in  their 
offices.”  With  which  appeal  the  Health 
Ministry  will  retire,  washing  its  hands 
according  to  precedent,  to  the  business 
of  making  rules  and  regulations;  pre- 
scribing forms,  reports,  accounting  sys- 
tems, penalties;  setting  up  a business 
administration;  receiving  bids  on  offices, 
administration  buildings,  supplies  of 
paper,  ink,  accounting  machines,  filing 
cabinets,  docket  folders,  paper  clips,  and 
typewriter  ribbons;  looking  over  print- 
ing bids,  applications  for  clerical  positions, 
inspector’s  jobs;  compiling  manuals  of 
procedure,  acceptable  drugs;  working 
out  mileage  rates,  setting  up  zones;  in 

* Italics  ours — Editor. 
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fact  doing  all  those  necessary  and  indis- 
pensable little  things  which  must  be 
done  to  make  tax-paid,  free  medical  care 
the  efficient  and  up-to-date  political 
spending  machine  it  has  proved  elsewhere 
to  be.  The  Health  Ministry  hopes  that 
its  appeal  to  the  public  will  be  heeded. 
It  always  does;  but,  really,  that  is  all 
that  the  Health  Ministry  can  do,  isn’t  it? 
“Come  again,  Mrs.  Citizen,  when  we  are 
not  so  busy;  it’s  up  to  the  doctors  to 
make  the  plan  work,  you  know;  they  are 
paid  to  do  that,  aren’t  they?  Three 
dollars  and  fifty  cents  and  allowances; 
why,  even  unsuccessful  doctors  can  earn 
the  equivalent  of  $ 700  yearly  under  the 


plan,  and  that  should  be  ample  to  keep 
them  unsuccessful  for  many,  many  years. 
What  if  you  don’t  like  them?  Just  pay 
your  tax  and  don’t  call  them.  That’s  all 
today;  can’t  you  see  we’re  busy?  Call 
again.” 

Now  we  do  not  see  always  eye-to-eye 
with  the  Times  as  to  the  best  means  of 
improving  medical  care  for  the  American 
people.  But  it  is  our  hope  that,  recovered 
from  its  initial  shock,  the  Times  will  agree 
with  us  that  however  we  shall  eventually 
solve  our  domestic  problems  in  medical 
care  it  must  not  be  by  the  tax-and-be- 
damned  method  of  free  medicine  adopted 
by  New  Zealand. 


Who  Wants  It  and  Why  ? 


We  are  reliably  informed  that,  at  a 
recent  conference  of  legislative  commit- 
tees of  the  Medical  Society  of  the  State 
of  New  York  in  Albany,  the  chairman  of 
an  important  committee  of  the  legislature 
remarked  that  he,  personally,  had  never 
received  from  any  individual  constituent  a 
letter  or  other  communication  asking  for 
compulsory  “health”  insurance  at  any 
time  during  the  last  eight  years. 

If  this  is  so  in  one  instance,  it  may  be 
equally  true  in  many.  It  raises  an  inter- 
esting point.  If  no  individuals  ask  for  it, 
demand  it,  who  does  want  it  and  why? 
Bills  to  compel  it  by  law  are  constantly 
being  introduced  into  Congress  and  the 
various  state  legislatures.  Exhaustive 
inquiry  reveals  that  physicians  do  not 
favor  it,  have  not  asked  for  it;  medicine, 
in  fact,  claims  that  it  does  not  and  cannot 
exist,1  that  even  if  the  proposed  bills  were 
enacted  into  law  sickness  insurance  would 
result,  not  health  insurance. 

“The  Law,”  said  the  late  Mr.  Gilbert, 
“is  the  true  embodiment  of  everything 
that’s  excellent.  It  has  no  kind  of  fault 

or  flaw ” And,  consequently,  were 

the  law  to  enact  compulsory  “health”  in- 
surance (as  recently  in  New  Zealand),  it 
would  be  compulsory  health  insur- 
ance. 

1 See  New  York  State  J.  Med.  41:  333  (Feb.  15)  1941. 


Who  are  we  to  raise  questions  of  fact  in 
this  pleasant  era  of  armed  transcenden- 
talism? But  we  can  ask  who  wants  the 
cursed  thing  whatever  it  is,  and  why? 
Apparently,  except  in  certain  cases,  indi- 
viduals do  not,  medicine  does  not,  but, 
according  to  the  Times  of  January  19, 
1941,  the  American  Association  for  Social 
Security  and  the  New  York  Permanent 
Conference  on  Social  Security  do.  Sena- 
tor Capper  (Kansas),  Dr.  Bertram  Bern- 
heim,  Mr.  Robert  Watt,  Senator  Daniel 
Gutman,  and  Assemblyman  Robert  F. 
Wagner,  Jr.,  the  Consumers’  League  of 
New  York,  the  National  Federation  of 
Settlements,  and  the  United  Neighbor- 
hood Houses  of  New  York  do  among 
others,  including,  it  is  said,  the  A.F.  of  L. 
and  the  C.I.O. 

Why  do  they  want  it?  Why  do  all 
these  organizations  cry  for  it  in  the 
wilderness?  Why  did  Bismarck  want  it 
for  the  German  people  and  get  it?  Why 
did  Lloyd  George  want  it  for  the  English 
people  and  get  it?  Has  compulsion  a fatal 
lure  for  all  men  at  some  time?  Perhaps. 
But 

“Give  you  a reason  on  compulsion! 

If  reasons  were  as  plentiful  as  black- 
berries, I would  give  no  man  a reason 
upon  compulsion ”2 

-King  Henry  IV.  Part  1,  Act  II,  Scene  4. 
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“War  Medicine” 


A new  medical  journal  has  appeared. 
It  is  one  of  the  most  timely  periodicals 
ever  to  be  published.  While  we  have, 
from  time  to  time,  suggested  that  the 
profession  be  informed  and  be  given 
instruction  in  all  phases  of  medical  pre- 
paredness, it  remained  for  our  parent  or- 
ganization, the  American  Medical  Asso- 
ciation, to  initiate  War  Medicine.  The 
New  York  State  Journal  of  Medicine 
welcomes  it  and  extends  to  it  sincere 
wishes  for  its  success  in  its  appointed 
task. 

It  came  to  us  aborning  with  an  excel- 
lent “table  of  contents.”  From  the 
gossip  gleaned  at  the  christening,  the 
opinion  is  unanimous  that  this  child  has  a 
brilliant  future.  It  represents  the  will 
and  drive  of  our  profession  to  give  our  all 
to  the  preservation  of  our  American  cul- 
ture; and  those  who  would  destroy  it  are 
warned  in  the  words  of  the  prophet 
Isaiah1 : ‘ ‘ Therefore  shall  evil  come  upon 
thee;  thou  shall  not  know  from  whence  it 

1 Isaiah,  Chap.  47,  II,  The  Holy  Bible,  New  York 
Bible  Society. 


riseth;  and  mischief  shall  fall  upon  thee; 
thou  shalt  not  be  able  to  put  it  off;  and 
desolation  shall  come  upon  thee  suddenly, 
which  thou  shalt  not  know.” 

As  an  uncle,  forty-odd  volumes  old, 
might  we  suggest  to  our  newborn 
nephew,  War  Medicine , or  more  appro- 
priately to  its  parent,  the  A.M.A.,  that 
it  train  in  the  art  of  caring  for  the  dis- 
asters that  might  befall  the  civilian 
population  during  this  catastrophe  that 
has  been  visited  upon  our  world?  Might 
it  not  also  inform  us  how  to  instruct  our 
charges  in  the  art  of  self-preservation 
during  bestial  attacks  from  the  aerial 
monsters  we  have  created?  It  is  well 
that  military  medicine  be  stressed,  but 
those  of  us  who,  because  of  age  or  military 
infirmity,  remain  to  care  for  the  non- 
combatants,  must  also  be  instructed. 
So  may  we  suggest  for  the  development  of 
its  career  that  there  be  included  in  its 
scope  “The  Role  of  the  Civilian  Physician 
During  War”? 

Our  hearty  congratulations  on  the  as- 
sured success  of  War  Medicine !! 


Office  Facilities 


The  articles,  published  elsewhere  in 
this  issue,1  of  Drs.  James  H.  Sterner  and 
Howard  L.  Prince  stress,  respectively,  a 
program  for  detecting  toxic  responses  to 
organic  chemical  substances  and  the  im- 
portance of  office  treatment  in  traumatic 
surgery.  It  seems  to  us  that  as  the  hos- 
pital facilities  of  the  Nation  have  increased 
office  treatment  of  injured  men  has  been 
increasingly  disregarded.  While  this  may 
have  been  good  practice  in  ordinary  times, 
it  might  conceivably  create  a serious 
bottleneck  were  hostilities  suddenly  to 
break  out. 

It  is  the  logical  aim  of  defense  prepara- 
tions to  foresee,  and  to  prevent  wherever 
possible,  weaknesses  in  structure  and 
faults  in  procedure.  Our  hospitals  are 
normally  operating  in  these  times  under 

1 See  pages  594-603. 


nearly  peak  loads.  And  it  is  to  be  an- 
ticipated that  the  speed-up  in  manufac- 
turing processes  will  somewhat  increase 
the  normal  accident  rates  in  industry,  air- 
plane travel,  and  transportation  operation 
of  all  kinds.  This  will  undoubtedly  in- 
crease the  hospital  case-load  under  the 
normal  expectancy  merely  of  defense  prep- 
arations. 

What  if  this  country  engages  actively  in 
war?  Inevitably,  the  normal  routing  of 
industrial  and  other  injuries  will  be  dis- 
located. Inevitably,  more  traumatic  sur- 
gery will  have  to  be  done  in  physicians’ 
offices;  inevitably,  more  follow-up  and 
rehabilitation  work  will  have  to  be  ab- 
sorbed in  private  offices  to  buffer  the  de- 
mands on  the  hospital  facilities. 

What  facilities  exist  in  these  offices? 
What  is  the  condition  there  of  existing 
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equipment?  Immediate  treatment  is  al- 
ways an  advantage  in  potentially  infected 
wounds.  Intelligent  use  of  anesthesia  is 
necessary  if  this  is  to  be  accomplished 
properly.  How  many  private  offices  are 
equipped  and  staffed  to  make  this  pos- 
sible? Information  on  this  matter  would 
seem  to  be  of  the  greatest  moment  to  a 
preparedness  program  carried  on  with 
thoroughness.  To  the  best  of  our  knowl- 
edge these  resources  have  not  yet  been 
surveyed.  It  is  hoped  they  will  be  soon. 

The  problem  of  the  prevention  of  ab- 
sorption and  of  the  detection  of  toxic 


organic  compounds  is  most  complex  and 
difficult.  Dermatitis  has  been  numeri- 
cally the  most  important  disability  result- 
ing. Methods  of  detection  are  discussed 
in  Dr.  Sterner’s  paper,  but  these  are 
mostly  laboratory  procedures.  However, 
a plan  of  attack  is  outlined  on  the  prob- 
lem of  toxic  effects  where  the  specific 
action  of  the  chemical  is  not  known. 
This  should  serve  a useful  purpose  for  the 
practitioner  who  is  confronted  in  the 
course  of  his  experience  with  industrial 
employees  whose  principal  symptom  is  a 
dermatosis  of  unknown  origin. 


A New  Sulfonamide 


The  sulfonamide  derivatives  have  proved 
to  be  of  such  success  in  the  management  of 
the  acute  infections  caused  by  the  streptococci, 
staphylococci,  pneumococci,  and  gonococci 
that  it  was  but  natural  that  a search  be  made 
to  discover  another  radical  that  might  effec- 
tively destroy  the  tubercle  bacillus  in  vivo. 
Feldman,  Hinshaw,  and  Moses,1  from  the 
Mayo  Clinic,  report  their  experiments  with 
the  sodium  salt  of  p,p'-diamino-diphenyl-sul- 
fone-n,  n '-dextrose  sulphonate,  which  is 
called  “promin.” 

Fifty  adult  male  guinea  pigs  were  placed  on 
identical  diets  and  were  cared  for  equally  in 
all  other  respects.  For  30  of  them  promin 
was  added  to  the  daily  feed.  After  the  deter- 
mined concentration  of  the  drug  in  the  blood 
stream  had  been  reached,  the  promin  was 
withdrawn  for  several  days  and  then  read- 
ministered two  days  prior  to  inoculation  with 
tubercle  bacilli.  All  of  the  control  animals 
died  within  a period  of  eighty-two  days, 

1 Feldman,  W.  H.,  Hinshaw,  H.  C.,  and  Moses,  H.  E.: 
Proc.  Staff  Meet.,  Mayo  Clinic  15:  695  (1940). 


whereas  13  of  the  guinea  pigs  who  had  re- 
ceived promin  lived  164  days.  Postmortem 
examinations  were  still  more  convincing 
of  the  efficacy  of  this  sulfonamide  product. 
The  degree  of  infection,  as  evidenced  by 
splenic  involvement  was  minimal  in  62  per 
cent  of  the  treated  animals,  and  in  only  3.4 
per  cent  was  the  tuberculous  infection  ex- 
treme. In  other  words,  the  severity  of  the 
disease  was  strikingly  less  in  the  animals  who 
had  been  given  promin. 

Feldman,  Hinshaw,  and  Moses  feel  that 
this  drug  is  capable  of  inhibiting  to  a con- 
siderable degree  the  course  of  tuberculosis  in 
guinea  pigs  which,  upon  inoculation,  develop 
extensive  lesions.  Of  course,  the  work  is  in 
its  experimental  stage,  and  the  study  is  in  the 
nature  of  a preliminary  report.  The  hope, 
however,  that  this  study  affords  that  tubercu- 
losis, like  so  many  hitherto  insurmountable 
obstacles  in  the  progress  of  medicine,  may  soon 
be  deprived  of  its  power  to  create  havoc 
warrants  the  keen  interest  of  all  investigators 
in  the  action  of  this  new  sulfone  compound. 


Attention  All  Members 

A JOINT  announcement  by  representatives  of  the  New  York  State  Depart- 
ment of  Social  Welfare  and  the  Council  of  the  Medical  Society  of  the  State 
of  New  York  will  be  found  on  page  619  of  this  issue.  It  sets  forth  the  coming 
together  of  minds  of  the  two  organizations  on  ways  to  improve  provision  of  medical 
care  of  the  indigent  and  near  indigent  in  New  York  State.  The  editors  hope  that 
all  members  will  study  thoroughly  the  medical  plan  and  discussion  of  the  prin- 
ciples involved  and  keep  the  document  close  at  hand  for  future  reference. 


If  You  Are  Reading  a Paper 
at  the  1941  Annual  Meeting  . . . . 


...the  New  York  State  Journal  of 
Medicine  will  appreciate  your  following 
the  suggestions  listed  below  in  the  prepa- 
ration of  your  manuscripts.  These  sug- 
gestions have  been  devised  in  order  to 
save  correspondence,  avoid  return  of 
papers  for  changes,  minimize  the  work  of 
preparation  for  the  printer,  and  save  the 
high  costs  of  corrections  made  on  galley 
proof. 


Size  of  Articles. — It  is  earnestly  desired  that 
scientific  articles  shall  not  exceed  ten  Journal 
pages  at  the  outside.  Even  that  number  of 
pages  tends  to  lower  reader  interest.  An  average 
of  five  or  six  seems  to  be  the  most  desirable  from 
this  point  of  view.  Calculation  can  readily  be 
made  by  multiplying  the  number  of  double 
spaced  typewritten  manuscript  pages  by  the 
fraction  two-fifths. 

Manuscripts. — Papers  must  be  typewritten 
on  one  side  only  of  white  sheets  consecutively 
numbered,  and  be  double  spaced  with  one-inch 
margins.  They  should  be  prepared  with  great 
care  so  as  to  be  typographically  correct.  All 
headings,  titles,  subtitles,  and  subheadings 
should  be  typed  flush  with  the  left-hand  margin. 

Titles. — The  title  should  be  brief  and  typed  in 
capital  letters.  The  subtitle  can  be  longer  and 
should  be  typed  in  cap  and  lower  case  letters. 
Under  the  title,  or  subtitle,  if  there  is  one,  should 
appear  the  name  of  the  author  and  city  in  which 
he  lives. 

Subheadings. — Subheadings  should  be  in- 
serted by  the  author  at  appropriate  intervals. 

References. — It  is  the  unfailing  practice  of  the 
New  York  State  Journal  of  Medicine  to  use 
specific  “references”  rather  than  “bibliography.” 
There  should  appear  in  the  text  reference  num- 
bers, typed  above  and  to  the  right  of  the  word  to 
which  there  is  a reference.  A list,  consecutively 
numbered,  should  include  the  following  items. 

a.  Books — author’s  surname  followed  by 
initials;  title  of  book;  edition;  location 
and  name  of  publisher;  year  of  publica- 
tion; volume;  and  page  number.  Thus, 
Osier,  W.:  Modern  Medicine,  ed.  3, 


Philadelphia,  Lea  & Febiger,  1927,  vol.  5, 
p.  57. 

b.  Periodicals — author’s  surname  followed  by 
initials;  name  of  periodical,  volume,  page, 
month  (day  if  necessary),  year  of  publica- 
tion. Thus,  Leahy,  Leon  J.:  New  York 
State  J.  Med.  40:  347  (Mar.  1)  1940. 

Note:  The  Journal  does  not  include  titles 

of  articles. 

Case  Reports. — Instead  of  abstracts  of  hos- 
pital histories,  authors  should  write  these  reports 
in  a narrative  style  with  properly  completed 
sentences.  All  unimportant  details  should  be 
deleted  with  such  general  negative  statements  as 
fit  the  case. 

Tables. — While  tables  are  very  useful  on 
lantern  slides  in  the  reading  of  papers,  they  fail 
of  this  purpose  to  a large  extent  in  the  printed 
page.  For  that  reason  it  is  urged  that  they  be 
incorporated  in  the  text. 

Illustrations. — These  should  be  kept  to  the 
minimum  necessary  to  make  clear  the  points  to 
be  registered  by  the  author.  In  some  instances 
they  are  imperative  to  proper  understanding,  in 
others  they  are  merely  picturesque. 

Where  illustrations  are  to  be  used  they  should 
accompany  manuscripts  and  each  should  always 
be  referred  to  in  the  text,  preferably  by  number. 
Drawings  or  graphs  should  not  be  larger  than 
12  X 16  inches,  and  must  be  made  with  jet  black 
India  ink  on  white  paper  or  tracing  cloth.  Do 
not  use  typewriter  for  lettering.  The  smallest 
lettering  on  8 X 10  inch  copy  should  be  no  less 
than  inch  high.  Cross-section  paper  (white 
with  black  lines)  may  be  used,  but  should  not 
have  more  than  4 fines  per  inch.  If  finer  ruled 
paper  is  used,  the  major  division  fines  should  be 
drawn  in  with  black  ink,  omitting  the  finer 
divisions.  In  the  case  of  finely  ruled  paper,  only 
blue-fined  paper  can  be  accepted.  Lettering 
and  all  markings  must  be  large  enough  to  be 
readable  after  reduction.  Mail  rolled  or  flat. 
Photographs  should  have  clear  black  and  white 
contrasts  and  be  on  glossy  white  paper. 

Whenever  possible  “crop”  photographs,  i.e., 
mark  portion  that  can  be  excluded  when  repro- 
duced. Crop  marks  should  be  on  margin  of 
photographs — not  on  the  photographs. 

It  is  important  to  mark  the  top  of  the  illustra- 
tion on  the  back,  also  its  number  as  referred  to 
in  the  text,  thus,  Fig.  1,  2,  and  the  name  and 
address  of  the  author. 

Legends  should  be  typewritten  on  one  sheet  of 
paper  and  attached  to  the  illustrations. 
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VIRUS  DISEASES  IN  CHILDHOOD 

F.  Howell  Wright,  M.D.,  Chicago 


THE  principal  attribute  that  distinguishes 
viruses  from  other  infectious  agents  is 
their  small  size.  However,  they  possess 
other  common  properties  that  assume  an 
equal  importance  in  the  study  of  virus  infec- 
tions. Chief  among  these  are  their  intimate 
dependence  upon  living  cells  and  their  ability 
to  incite  more  or  less  characteristic  changes  in 
the  tissues  of  the  host  they  invade. 

The  actual  magnitude  of  viruses  can  be  es- 
timated by  filtration  through  collodion  mem- 
branes with  pores  of  uniform  and  known  size.1 
Table  1 shows  the  results  obtained  for  some 
of  the  agents  that  enter  into  this  discussion. 
The  common  bacterial  cocci  are  roughly  five 
times  as  large  as  vaccinia  virus,  since  their 
diameters  range  from  500  to  1,200  m fi.  The 
elementary  bodies  of  vaccinia  virus  can  be 
seen  in  purified  preparations  with  dark-field 
illumination,  but,  in  general,  viruses  are  be- 
low our  present  range  of  visibility.  The 
smaller  members  of  this  group,  poliomyelitis, 
for  instance,  possess  diameters  that  are  little 
greater  than  those  of  protein  molecules,  such 
as  hemoglobin  (4  m/z)  and  egg  albumin  (5  m/x) . 

Cultivation  of  these  agents  in  lifeless  arti- 
ficial mediums  has  not  been  accomplished. 
Their  processes  of  growth  and  reproduction 
are  completely  dependent  upon  the  presence 
of  living  cells.  Furthermore,  each  virus  has 
its  own  peculiar  requirements  that  limit  the 
type  of  cell  and  animal  species  in  which  it  will 
thrive. 

Histologic  study  of  virus-infected  tissue 
usually  reveals  hyperplastic  or  necrotic 
changes  in  the  susceptible  cells,  accompanied 
by  a mononuclear  inflammatory  reaction. 
In  some  diseases  these  changes  are  highly 
specific,  especially  if  they  are  associated  with 
the  formation  of  inclusion  bodies,  but  often 
they  afford  little  diagnostic  aid. 

Nearly  all  human  virus  infections  may  oc- 
cur in  children,  but  many  of  them  have  no 
practical  importance  for  the  pediatrician. 
Consequently,  the  scope  of  this  discussion  has 
been  narrowed  arbitrarily  in  order  to  focus 
upon  those  diseases  enumerated  in  Table  2. 
They  must  be  considered  individually  and 
briefly  in  a rather  disconnected  fashion. 

Read  by  invitation  at  the  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
May  7,  1940. 

From  the  Rockefeller  Institute  for  Medical  Research, 
New  York  City. 


Control  of  smallpox  by  prophylactic  vac- 
cination is  an  outstanding  achievement  in  the 
virus  field.  The  record  for  New  York  State 
during  recent  years  could  scarcely  be  im- 
proved, but  smallpox  still  flourishes  in  some 
parts  of  the  United  States.  During  1938 
nearly  15,000  cases  were  reported,2  and  for 
1939  the  figure  exceeded  9,000.3  It  is  true 
that  these  infections  were  mild,  but  they  con- 
stitute a potential  danger  which  might  be 
eliminated  by  universal  vaccination.  A modi- 
fication of  the  usual  calf  lymph  vaccine  has 
been  prepared  by  growing  vaccinia  virus  in 
artificial  mediums  containing  chick-embryo 
tissue.4  This  vaccine  is  sterile,  may  be  used 
intradermally,  and  produces  milder  reactions. 
However,  there  is  some  doubt  about  the  ade- 
quacy and  duration  of  the  immunity  it  pro- 
duces,5 and  its  originators  advise  re  vaccina- 
tion with  a potent  calf  lymph  after  an  in- 
terval of  six  months  or  a year. 

The  common  exanthems  and  mumps  are 
poor  subjects  for  experimental  work  because 
they  fail  to  produce  regularly  identifiable 
disease  in  laboratory  animals.  In  the  ab- 
sence of  methods  of  active  immunization,  the 
spread  of  these  illnesses  must  be  controlled 
through  the  production  of  temporary  passive 
immunity  with  convalescent  serum  or  pla- 
cental globulin.6 

The  virus  of  herpes  simplex  has  unusual 
properties  which  have  stimulated  many  ideas 
concerning  its  role  as  a human  pathogen. 
One  current  theory  holds7  that  during  child- 
hood most  individuals  become  carriers  of 
herpes  virus;  that  the  virus  hibernates  per- 
manently somewhere  in  the  body;  and  that 
under  certain  nonspecific  stimuli,  such  as 
fever  therapy,8  mechanical  irritation,  or  the 
presence  of  unrelated  disease  (pneumonia, 
meningitis),  the  virus  becomes  reactivated 
and  produces  vesicles.  Aphthous  stomati- 
tis is  cited  as  a form  of  primary  herpes  invasion 
because  it  occurs  in  young  (presumably  non- 
resistant)  children,  because  virus  has  been  re- 
covered from  typical  lesions,9  and  because  the 
appearance  of  specific  neutralizing  antibodies 
has  been  observed  in  the  blood  of  a few  con- 
valescents.7 These  antibodies  are  ordinarily 
absent  from  the  blood  of  young  children,  but 
can  be  found  in  90  per  cent  of  normal  adults. 
The  explanation  given  for  this  widespread 
immune  response  is  that  a constant  antigenic 
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TABLE  1. — Size  of  Some  Common  Viruses* 


TABLE  2 


V accinia 

m/i 

125-175 

Rabies 

100-150 

Herpes  simplex 

100-150 

Influenza 

80-120 

Lymphocytic  choriomeningitis 

33-60 

Equine  encephalomyelitis 

20-30 

St.  Louis  encephalitis 

20-30 

Poliomyelitis 

8-17 

* Values  chiefly  from  “Viruses  and  Virus  Diseases,” 
Lane  Medical  Lecture  of  1939  by  Dr.  T.  M.  Rivers. 


Acute  Exanthems 
Smallpox  and  vaccinia 
Chickenpox 
Measles 

German  measles 


Respiratory  Diseases 
Common  cold 
Influenza 
Psittacosis 


Miscellaneous  Central  Nervous  System  Diseases 
Mumps  Rabies 

Herpes  simplex  Poliomyelitis 

Inclusion  blennorrhea  St.  Louis  encephalitis 

Equine  encephalomyelitis 
Lymphocytic  choriomeningitis 


stimulus  is  supplied  by  virus  lurking  in  some 
inapparent  form  since  the  primary  herpetic 
infection  in  childhood.  The  tissues  in  which 
virus  hides  have  not  been  discovered  experi- 
mentally, otherwise  the  evidence  for  such  a 
carrier  state  would  be  fairly  complete. 

Inclusion  blennorrhea  is  uncommon,  but 
its  interesting  features  deserve  mention.10*11 
It  appears  in  newborn  infants  between  the 
third  and  twelfth  days  of  life  as  an  acute  puru- 
lent conjunctivitis,  which  may  be  confused 
with  gonorrheal  ophthalmia.  Diagnosis  is 
made  by  the  demonstration  of  characteristic 
inclusion  bodies  within  cells  obtained  by 
gently  scraping  the  hypertrophied  conjunc- 
tival follicles.  From  this  same  material  a 
bacteria-free  filtrate  may  be  prepared  which 
will  produce  a similar  disease  in  monkeys, 
baboons,  and  man.  In  infants  the  acute 
stage  is  usually  followed  by  a prolonged 
chronic  phase  lasting  many  months.  The 
administration  of  sulfanilamide  by  mouth, 
however,  produces  rapid  regression  of  these 
lesions.12  The  incidence  of  inclusion  blen- 
norrhea in  large  hospitals  is  approximately  5 
cases  per  thousand  live  births.  Infection  of 
infants  probably  takes  place  during  parturi- 
tion, for  both  the  inclusion  bodies  and  the 
virus  have  been  demonstrated  in  cells  of  the 
maternal  cervix.  Since  virus  has  also  been 
found  in  male  urethral  discharges,  venereal 
transmission  among  adults  is  postulated. 

In  respiratory  tract  infections,  both  clini- 
cians and  experimental  workers  are  agreed 
that  viruses  play  some  etiologic  role.  The 
common  cold  has  been  transmitted  to  man 
and  certain  primates  with  filtered  nasal 
washings  obtained  from  persons  in  the  acute 
stages  of  coryza.13  Some  properties  of  the 
virus  so  isolated  have  been  investigated,  but 
transmission  to  small  animals  has  not  been 
accomplished  and  serologic  activity  has  not 
been  recognized.  The  suggestion  has  been 
made  that  colds  are  initiated  by  virus  in- 
vasion that  enhances  the  pathogenicity  of 
bacterial  organisms  commonly  found  in  the 
nasopharynx  and  allows  them  to  act  as  sec- 
ondary invaders.13 


Epidemic  influenza  has  been  more  amenable 
to  the  experimental  approach.  Virus  strains 
have  been  isolated  which  produce  pneumonia 
in  ferrets  and  subsequently  in  mice.  Fur- 
thermore, serologic  studies  can  be  made, 
since  during  convalescence  specific  antibodies 
appear  in  the  blood  which  neutralize  virus 
and  fix  complement.  These  technics  have 
been  utilized  in  several  human  epidemics, 
but  the  results  obtained  indicate  a complex 
situation.  Although  the  symptomatology 
may  be  similar  from  one  epidemic  to  another, 
the  ease  with  winch  influenza  virus  can  be  re- 
covered from  throat  washings  varies  widely. 
Elevation  of  the  serum  antibody  titer  is  a 
more  regular  finding,  but  even  so  it  is  absent 
in  some  patients  with  characteristic  symptoms 
and  present  in  others  who  remain  well.  A 
recent  survey  of  four  localized  epidemics  led 
to  the  conclusion  that  for  a given  individual  a 
positive  diagnosis  of  viral  influenza  could  be 
made  only  if  the  clinical  history  was  typical, 
if  the  virus  was  recovered  from  throat  wash- 
ings, and  if  a significant  rise  in  serum  antibody 
titer  was  demonstrated.14 

Psittacosis  is  a respiratory  disease  of 
proved  virus  etiology.  In  this  country  its 
control  is  effected  through  supervision  of  im- 
ported tropical  birds,  which  form  the  chief 
source  of  danger  for  man. 

In  rabies,  too,  the  main  problem  of  control 
centers  about  infection  of  domestic  animals. 
A number  of  commercial  canine  vaccines  are 
available,  but  their  ability  to  incite  an  ade- 
quate immunity  has  been  questioned.16  Un- 
til preparations  of  improved  potency  are 
available,  safety  demands  that  the  quarantine 
and  observation  of  suspected  animals  be 
rigidly  enforced,  irrespective  of  previous  im- 
munization. 

Poliomyelitis  has  been  subjected  to  a con- 
certed experimental  attack,  but  so  far  many 
fundamental  questions  remain  unanswered. 
The  origin  of  virus,  the  exact  route  by  which 
it  gains  entry  to  the  central  nervous  system, 
the  factors  that  govern  the  production  of 
paralysis,  and  the  significance  of  humoral 
antibodies  are  all  debatable  topics.  A safe 
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and  effective  method  of  controlling  human  in- 
fections has  not  been  devised,  although  some 
of  the  proposed  technics  have  been  founded 
upon  sound  experimental  principles. 

No  group  of  diseases  is  more  confusing  to 
the  pediatrician  than  the  variegated  forms  of 
encephalitis  which  he  encounters.  Clinical 
classifications  are  involved  and  confused  be- 
cause they  cannot  be  based  upon  definite 
etiologic  knowledge.  A few  types  of  primary 
encephalitis  which  can  be  designated  as  spe- 
cific virus  infections  will  be  discussed  presently, 
but  first  the  classic  form  of  epidemic  enceph- 
alitis must  be  mentioned. 

Encephalitis  lethargica,  as  described  by 
von  Economo  in  1917,  was  an  epidemic  dis- 
ease that  appeared  during  the  winter  months. 
It  presented  an  acute  stage  in  which  somno- 
lence and  disturbed  vision  were  character- 
istic. After  a variable  interval,  a slowly  pro- 
gressive chronic  stage  followed  which  was 
featured  by  bizarre  neurologic  and  behavior 
disturbances,  among  them  parkinsonism  and 
oculogyric  crises.  In  recent  years,  epidemics 
of  this  disease  have  been  supplanted  by  an 
endemic  form,  in  which  the  acute  stage  is 
frequently  absent  and  symptoms  of  the  chronic 
stage  appear  unheralded.  Undoubtedly  this 
is  the  most  common  type  of  encephalitis  seen 
today. 

Ever  since  its  original  description,  en- 
cephalitis lethargica  has  been  considered  an 
infectious  disease — probably  a virus  disease. 
Indeed,  several  workers  believe  that  a neuro- 
tropic strain  of  the  virus  of  herpes  simplex  is 
responsible.  This  view  has  not  been  generally 
accepted  because  much  of  the  experimental 
evidence  accrued  in  its  support  is  difficult  to 
interpret.  Most  authorities  state  that  the 
etiology  of  this,  the  classic  form  of  encephali- 
tis, is  still  unsolved. 

The  type  of  encephalitis  which  appeared  in 
St.  Louis  in  1933  was  quickly  recognized  as  a 
new  disease.  It  occurred  as  a summer  epi- 
demic with  a high  attack  rate.  The  onset 
was  usually  abrupt,  with  fever,  stupor,  and 
meningeal  irritation.  Muscular  rigidity,  trem- 
ors, and  transient  paralyses  were  commonly 
observed.  The  spinal  fluid  contained  50  to 
250  lymphocytes.  In  children  the  mortality 
was  less  than  5 per  cent  and  neurologic  residua 
were  mild  and  infrequent.  No  chronic  or 
late  manifestations  have  been  described.1® 

The  search  for  an  infectious  agent  was  soon 
rewarded  by  isolation  of  a filtrable  virus  from 
the  brain  tissue  of  fatal  cases.17  This  agent 
was  highly  pathogenic  for  mice;  less  so  for 
monkeys.  It  was  not  recovered  from  the 


spinal  fluid.  In  convalescent  patients  hu- 
moral antibodies  were  found  which  specifi- 
cally neutralized  virus,  affording  a method  of 
confirming  the  clinical  diagnosis.18  These 
antibodies  were  also  found  in  approximately 
one-third  of  the  healthy  contacts  examined. 

During  the  past  three  summers  smaller 
epidemics  of  St.  Louis  encephalitis  have  prob- 
ably occurred  in  the  central  and  western 
states.19  In  the  East  only  sporadic  cases 
have  been  recognized.  The  manner  in  which 
this  virus  is  disseminated  is  not  known,  and 
no  method  of  specific  prophylaxis  or  treat- 
ment has  been  developed. 

As  the  name  implies,  equine  encephalomye- 
litis is  primarily  a disease  of  horses.  The 
epidemics  that  appear  annually  during  July, 
August,  and  September  are  caused  by  two 
closely  related  strains  of  virus.  These  con- 
fine their  activities  to  separate  geographic 
areas.  The  eastern  strain  is  found  only  in 
cases  that  occur  on  this  side  of  the  Appala- 
chian Mountains,  while  the  western  strain 
prevails  throughout  the  rest  of  the  country. 
Transmission  of  virus  from  horse  to  horse  or 
from  horse  to  man  is  probably  accomplished 
by  mosquitoes.20 

Except  for  one  or  two  laboratory  accidents, 
human  infection  with  the  eastern  strain  of 
this  virus  has  been  limited  to  a single  epidemic 
which  occurred  in  the  vicinity  of  Boston  in 
the  summer  of  1938.  Approximately  40 
persons  were  attacked  by  a fulminating  form 
of  encephalitis  in  which  the  mortality  was  65 
per  cent,  and  deaths  often  occurred  within 
forty-eight  hours  of  the  onset.  Children 
were  predominantly  affected,  and  of  those 
who  survived  several  were  left  with  severe 
central  nervous  system  damage.21 

The  etiology  of  this  epidemic  was  estab- 
lished by  the  isolation  of  eastern  equine 
encephalomyelitis  virus  from  brain  tissue  of 
fatal  cases  and  by  demonstrating  specific 
virus-neutralizing  antibodies  in  the  blood  of 
those  who  survived.22 

Fragmentary  evidence  suggests  that  human 
infection  with  the  western  strain  of  virus  may 
be  milder  and  more  widespread.  Specific 
neutralizing  antibodies  have  been  found  in 
the  blood  of  convalescent  patients  in  Minne- 
sota and  California.23 

In  horses  an  active  immunity  can  be  pro- 
duced with  a vaccine  prepared  by  formaliniz- 
ing  virus  that  has  been  grown  in  fertile  hen’s 
eggs.24  Preliminary  field  trials  have  been 
encouraging,26  but  the  effectiveness  of  this 
vaccine  must  be  judged  over  a period  of  years, 
since  the  annual  incidence  of  this  disease  is 
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normally  variable.  The  vaccine  has  also 
been  used  to  protect  laboratory  workers  who 
are  in  intimate  contact  with  the  virus. 

Lymphocytic  choriomeningitis  was  first 
recognized  as  a disease  of  man  in  1935. 26 
Although  the  primary  attack  of  this  virus  is 
upon  mesodermal  cells  of  the  central  nervous 
system,  a clinical  picture  of  benign  encepha- 
litis results.  In  France,  lymphocytic  chorio- 
meningitis has  been  deliberately  transmitted 
to  man  for  the  treatment  of  neurosyphilis.27 
Subcutaneous  injection  of  virus  is  followed 
by  a brief  incubation  period,  and  then  a re- 
mittent febrile  illness  begins.  During  the 
first  bout  of  fever,  constitutional  symptoms 
that  simulate  grippe  appear,  and  the  virus  is 
present  in  the  blood  stream.  After  fifteen 
days,  approximately  one-half  the  patients 
develop  meningeal  symptoms  that  coincide 
with  the  passage  of  virus  into  the  spinal  fluid 
where  it  produces  increased  pressure  and  a 
pleocytosis.  The  meningeal  symptoms  abate 
after  a few  days,  and  complete  recovery 
follows. 

Naturally  acquired  lymphocytic  choriomen- 
ingitis probably1  follows  a similar  course. 
Authenticated  cases  usually  have  shown  an 
influenza-like  prodrome  and  a pleocytosis  ex- 
ceeding 1,200  lymphocytes  per  cubic  milli- 
meter.28 A positive  diagnosis  cannot  be 
made  upon  clinical  findings  alone,  but  three 
laboratory  methods  are  available  for  confirma- 
tion: isolation  of  virus  from  the  spinal  fluid: 
demonstration  of  complement-fixing  anti- 
bodies early  during  convalescence29;  and  dem- 
onstration of  neutralizing  antibodies  late  in 
convalescence.30  Complement-fixing  anti- 
bodies appear  about  ten  to  fourteen  days 
after  the  onset  of  meningeal  symptoms  and 
disappear  slowly  during  the  next  few  weeks. 
Neutralizing  antibodies  appear  after  four  to 
six  weeks  and  may  persist  for  years. 

The  prevalence  of  lymphocytic  choriomen- 
ingitis is  difficult  to  estimate.  Only  about  25 
cases  have  been  completely  studied.  How- 
ever, neutralizing  antibodies  were  found  in 
over  10  per  cent  of  a series  of  2,500  normal 
adults.31  Many  of  these  individuals  denied 
previous  central  nervous  system  disease,  but 
they  may  have  had  a nonmeningeal  form  of 
infection  which  passed  as  influenza. 

Several  types  of  definite  virus  encephalitis 
have  been  omitted  from  this  discussion  be- 
cause they  are  not  seen  in  this  country  except 
as  accidental  laboratory  infections.  The 
demyelinating  forms  of  encephalitis  which 
occur  in  rare  instances  following  vaccination 
against  smallpox  or  rabies  have  also  been 


omitted  because  there  is  no  proof  that  these 
complications  are  due  to  direct  action  of  the 
virus  upon  the  central  nervous  system. 

Throughout  these  remarks  no  form  of 
specific  therapy  has  been  described  except 
for  inclusion  blennorrhea.  Ordinarily  a virus 
disease  cannot  be  diagnosed  until  the  virus  is 
firmly  entrenched  within  the  cells  that  it  pref- 
erentially  attacks.  In  this  situation  it  is 
but  slightly  affected  by  therapeutic  agents, 
so  that  the  duration  and  outcome  of  the  disease 
depend  primarily  upon  the  effectiveness  of 
natural  body  defenses.  Prophylactic  meas- 
ures that  attempt  to  check  the  virus  before  it 
gains  such  a foothold  have  yielded  better 
practical  results.  These  include  the  produc- 
tion of  an  active  immunity,  as  in  smallpox 
and  rabies;  protection  by  passive  immunity, 
as  in  the  exanthems;  and  control  of  virus 
reservoirs  in  domestic  animals,  as  in  rabies, 
psittacosis,  and  equine  encephalomyelitis. 
To  the  pediatrician  the  advantages  of  pro- 
phylaxis over  treatment  need  no  emphasis. 
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Discussion 

Dr.  Josephine  B.  Neal,  New  York  City — It  is 
a real  privilege  to  discuss  Dr.  Wright’s  compre- 
hensive paper.  I do  not  see  how  Dr.  Wright 
covered  so  much  material — and  so  well — in  the 
time  allotted  to  him.  My  remarks  will  be  con- 
fined to  a little  elaboration  of  some  of  the  clinical 
points  which  necessarily  could  not  be  covered. 

In  the  first  place,  I should  like  to  speak  of 
epidemic  encephalitis — von  Economo’s  epidemic 
encephalitis.  As  Dr.  Wright  pointed  out,  leth- 
argy and  disturbances  of  vision  and  various 
cranial  palsies  are  significant  when  they  are  pres- 
ent, but  they  so  frequently  are  not  present. 
Von  Economo  himself  pointed  out  that  the  early 
cases  he  studied  in  Vienna  were  sent  in  with  a 
great  variety  of  diagnoses — meningitis,  polio- 
myelitis, psychiatric  conditions,  etc.  When 
the  first  cases  of  encephalitis  became  recognized 
around  here  in  New  York  City,  for  example  in 
the  fall  of  1918,  the  earlier  cases  in  children 
looked  very  much  like  an  extremely  early  case  of 
tuberculous  meningitis.  All  through  the  years 
we  have  been  studying  encephalitis  there  has 
been  a fairly  large  percentage  of  these  meningeal 
cases  both  in  children  and  in  adults. 

The  variety  of  symptoms  that  may  occur  in 
acute  encephalitis  cover  an  extraordinarily  wide 
range.  While  there  may  perhaps  be  somnolence, 
there  may,  in  an  equal  number  of  cases,  be  in- 
somnia, or  one  or  the  other  may  predominate  at 
different  times  in  the  same  patient.  There  may 
be  palsies  of  the  cranial  nerves,  or  there  may  be 
paralysis  of  the  other  nerves.  Hemiplegia  is  by 
no  means  uncommon.  In  children,  particularly, 
convulsions  are  frequent.  These  convulsions 
are  often  severe  and  prolonged  over  a long  period 
of  time.  Then  there  may  be  all  sorts  of  disturb- 
ances of  speech.  In  children,  in  particular,  there 
may  be  a constant  chattering  or  the  child  may 
refuse  for  some  days  to  speak  at  all.  It  is  hard 


to  determine  whether  it  is  a refusal  on  the  child’s 
part  to  speak  or  whether  the  child  is  really  suffer- 
ing an  aphasia. 

The  spinal  fluid  findings  vary  widely  in  epi- 
demic encephalitis.  In  some  instances  the  find- 
ings may  be  entirely  normal,  and  that  may  be 
true  even  in  the  more  severe  forms.  In  others 
the  cell  count  is  increased,  the  cells  usually  show- 
ing a preponderance  of  mononuclears  or  perhaps 
polymorphonuclears  That  is  true  in  cases  of 
equine  encephalitis  in  man.  The  protein  is 
usually  increased,  and  the  increase  in  protein 
continues  much  longer  in  encephalitis  than  it 
does  in  infantile  paralysis.  The  spinal  fluid 
sugar  is  normal  or  high,  and  the  same  may 
be  true  in  infantile  paralysis.  In  other  words, 
there  is  little  about  spinal  fluid  examinations  that 
helps  in  making  definite  diagnosis  of  encephalitis. 

Around  New  York,  while  we  are  not  able  to 
have  tests  carried  out  on  all  of  our  cases  to  deter- 
mine whether  any  St.  Louis  type  or  human  equine 
encephalitis  is  present,  sufficient  sampling  has 
been  done,  I think,  to  make  it  quite  definite  that 
the  occurrence  of  St.  Louis  encephalitis  here  in 
the  East  has  had  a low  incidence.  I have  not 
seen  any  cases  of  equine  encephalitis  in  New 
York  City. 

I wish  to  emphasize  that  clinically  we  cannot 
differentiate  among  these  different  types  of 
encephalitis,  so  I urge  that  serologic  studies 
be  carried  out,  as  far  as  one  is  able  to,  in  order  to 
rule  out  the  St.  Louis  type  and  the  equine 
type.  Some  doctors  have  insisted  that  the 
onset  was  so  severe  in  the  equine  encephalitis 
type  and  the  residual  effects  so  devastating  that 
one  should  be  able  to  diagnose  it  clinically. 
I have  seen  just  the  same  conditions  in  en- 
cephalitis that  I am  sure  was  not  of  the  equine 
encephalitis  group.  I wonder  whether  the  acute 
stage  is  really  absent  in  these  later  years  in  the 
patients  to  whom  Dr.  Wright  referred — for  in- 
stance, where  the  chronic  stage  seemed  to  go  on 
without  a history  of  an  acute  stage — or  whether 
the  acute  stage  was  so  mild  that  it  escaped  diag- 
nosis. I think  it  is  often  diagnosed  as  influenza, 
and  I am  sure  that  the  acute  phase  of  epidemic 
encephalitis  may  be  mild  indeed. 

Lymphocytic  choriomeningitis  in  our  ex- 
perience in  New  York  City  has  been  an  infre- 
quent disease.  Since  it  was  first  described  in 
1935,  we  have  sent  a great  many  serums  for 
neutralization  tests  and  during  that  time  only 
two  have  come  back  showing  neutralizing  prop- 
erties. I wish  to  re-emphasize  what  Dr.  Wright 
has  said  about  the  necessity  of  making  the  diag- 
nosis definite,  because  I am  sure  that  many  cases 
of  the  meningeal  type  of  encephalitis  or  non- 
paralytic  types  of  poliomyelitis  have  been  re- 
ported as  lymphocytic  choriomeningitis. 


When  you’re  stripped  of  your  enthusiasm 
You’ll  be  dressed  for  the  great  beyond. 

— Davis  Nursing  Survey 


The  x-ray  has  disclosed  20  cases  of  tuber- 
culosis among  draftees  in  the  Buffalo  area 
who  were  not  aware  they  had  it. 


THE  MALE  FACTOR  IN  FERTILE  AND  BARREN  MARRIAGE 

Robert  S.  Hotchkiss,  M.D.,  New  York  City 


SEYENTY-TWO  years  ago  the  eminent 
Marion  J.  Sims  addressed  this  Society  on 
the  subject,  “The  Microscope  as  an  Aid  in  the 
Diagnosis  and  Treatment  of  Sterility.”  He 
had  advocated  the  importance  of  demonstrat- 
ing spermatozoa  in  the  semen,  and  complained 
that  he  “was  misrepresented,  maligned,  and 
positively  abused  both  here  and  abroad”  for 
his  insistence  on  semen  studies.  He  cited  the 
Medical  Times  and  Gazette , which  had  charged 
that  “this  dabbling  in  the  vagina  with  specu- 
lum and  syringe  was  incompatible  with  de- 
cency and  self-respect.”  One-half  a century 
lapsed  before  his  teachings  were  generally  ac- 
cepted as  desirable  and  ethical,  but  eventually 
the  obvious  truths  could  not  be  ignored  and 
the  examination  of  the  husband  became  an 
essential  part  of  any  investigation  of  barren 
marriage. 

More  recently  the  problem  of  reproduction 
has  become  one  of  great  national  concern,  for 
this  generation  is  permitting  a serious  decline 
in  our  national  birth  rate.  Late  marriage, 
contraception,  economic  stringencies,  and  cur- 
tailment of  European  immigration  are  all 
forces  that  have  depressed  our  growth.  Pre- 
dictions are  made  that  an  actual  loss  in  census 
will  occur  in  the  next  few  decades.  The 
eugenists  advocate  full  exploitation  of  desir- 
able, potential  parentage  and  urge  reclama- 
tion among  the  10  to  15  per  cent  of  marriages 
that  have  remained  unproductive.  A salvage 
of  those  who  are  involuntarily  sterile  is,  there- 
fore, to  the  best  interest  of  the  nation  as  well 
as  of  the  individuals. 

The  vital  merits  of  the  endeavor  have  de- 
stroyed the  old  fastidious  antagonisms  en- 
countered by  our  professional  forebears,  and 
the  approach  is  now  cleared  for  competent 
scientific  investigations.  Remarkable  ad- 
vances have  been  made  in  the  knowledge  of  the 
reproductive  faculties  of  women,  but  many 
basic  facts  remain  obscure  in  regard  to  men. 

Certain  theories  have  now  been  generally 
accepted  and  are  regarded  as  essential  prin- 
ciples in  the  management  of  marital  barrenness. 
Failure  to  conceive  is  more  apt  to  be  due  to  a 
lowered  fertility  of  one  or  both  partners  than 
to  an  absolute  sterility  of  either  husband  or 
wife.  The  sum  total  of  the  unfavorable  fac- 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  May  9,  1940. 

From  the  Department  of  Surgery  (Urology),  New  York 
Hospital,  and  Cornell  University  Medical  College. 


tors  may  cancel  the  positive  elements  of  fe- 
cundity or  may  supplement  each  other  in  such 
a way  that  pregnancy  is  impossible.  Recog- 
nition of  these  defects  and  a correct  interpreta- 
tion of  their  modus  operandi  are  essential  to  in- 
telligent treatment. 

Man  is  particularly  accessible  for  complete 
diagnostic  study,  for  unlike  woman  his  repro- 
ductive cells  may  be  secured  and  examined. 
The  detailed  semen  analysis  has  fractionated 
the  semen  into  elements  that  are  used  as  cri- 
teria for  evaluating  the  fertility.  These  have 
been  established  by  laboratory  research,  ani- 
mal breeding,  and  clinical  studies  of  humans. 
It  is  now  a current  practice  to  measure  (1)  the 
volume  of  the  semen,  (2)  the  sperm  content, 
(3)  motility,  and  (4)  the  morphology  of  the 
spermatozoa  in  the  belief  that  they  afford  a 
fairly  accurate  means  of  estimating  the  repro- 
ductive worth  of  the  individual. 

Each  of  the  criteria  has  been  tabulated  in  a 
study  of  350  men.  Two  hundred  of  this  num- 
ber were  husbands  of  pregnant  wives,  while 
150  were  associated  with  barren  marriage. 
The  data  concerning  the  infertile  group  is 
presented  with  full  appreciation  of  the  thesis 
that  both  husband  and  wife  may  contribute  to 
the  barrenness  and  that  each  may  have  vary- 
ing degrees  of  positive  fecundity. 

Methods 

Consecutive  case  records  were  reviewed  of 
men  who  had  been  examined  for  barren  mar- 
riage by  the  Department  of  Surgery  (Urology) 
of  the  New  York  Hospital.  The  Department 
of  Gynecology  and  Obstetrics  had  examined 
the  wife  of  each  man,  and,  if  an  absolute  bar- 
rier to  conception  was  discovered  in  her,  the 
husband  was  not  included  in  the  group.  If  a 
multiplicity  of  defects  in  the  wife  warranted 
the  opinion  that  the  cause  for  the  infertility 
could  be  assigned  to  the  wife,  the  record  of  the 
husband  was  withdrawn.  One  hundred  and 
fifty  men  were  thereupon  selected,  each  of 
whom  had  a wife  who  was  either  without  fault 
or  whose  defects  could  not  solely  and  entirely 
account  for  the  infertility.  The  contention  is 
that  this  group  simulates  and  represents  the 
average  couple  seeking  medical  aid  for  barren- 
ness. The  two  hundred  men  of  proved  fer- 
tility were  reported  in  a survey  by  Brunner, 
Grenley,  and  myself  in  1938.  Reference  to 
this  latter  group  will  be  confined  to  the  corn- 
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parative  studies  made  in  the  charts  and  sum- 
mary. Each  man  in  the  barren  marriage 
group  had  the  following  examination: 

I.  History  (Pertinent  Data). 

A.  Name,  age,  occupation,  race,  religion, 
number  of  marriages,  years  married. 

B.  Previous  illnesses. 

1.  Childhood. 

a.  Illnesses  and  congenital  abnormalities. 

2.  Adult  illnesses. 

a.  Infections:  mumps,  tuberculosis, 

gonorrhea  and  complications,  syphilis, 
nonspecific  prostatitis. 

b.  Operations:  cryptorchidism,  hernia, 
hydrocele,  stricture. 

c.  Injuries  to  genitalia. 

C.  Weight. 

1.  Past,  present,  fluctuations. 


1.  Fatigue. 

2.  Nervous  strain. 

G.  Occupation. 

1.  Exposure  to  x-ray,  poisons,  etc. 

II.  Family  History. 

A.  Siblings  and  number  of  their  offspring. 

III.  Marital  Record. 

A.  Past  marriage  (if  any). 

B.  Present  marriage. 

1.  Years  married,  contraceptive  practices, 
frequency  of  coitus,  dissatisfactions  or 
difficulties,  douches  or  lubricating  oint- 
ments used,  number  of  pregnancies,  mis- 
carriages, abortions,  or  delayed  periods. 

2.  Extramarital  pregnancies  (?). 

3.  Previous  examination  of  husband  for 
fertility  and  previous  treatment  (if  any). 

IV.  Physical  Examination. 

A.  General  appearance,  masculine  character- 
istics, weight,  height,  hair  distribution, 
and  physique. 

B.  General  physical  examination. 

C.  Examination  of  genitalia. 

1.  Penis  and  urethra. 

2.  Testes:  size,  position,  and  consistency. 

3.  Epididymes:  size,  position,  and  con- 
sistency. 

4.  Vasa:  size  and  consistency. 

D.  Prostate  and  seminal  vesicles. 

1.  Size  and  consistency. 

V.  Laboratory  Tests. 

A.  Urinalysis. 

B.  Smear  of  prostatic  secretions. 

C.  Wassermann. 

D.  Semen  analysis. 
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Morphology  of  Spermatozoa 
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1. 

Alcohol,  tobacco,  hours  and  type  of 

Round 

work,  vacation,  exercise. 

(Large) 

E. 

Diet. 

1. 

Vitamin  A:  bacon,  butter,  fats,  cod- 
liver  oil. 

2. 

Vitamin  E:  cabbage,  lettuce,  etc. 

F. 

General  health. 

Round  Giant  Giant 

15  mo  1 1; 

111 


Duplicate 


Duplicate 


Method  of  Semen  Analysis 

1.  Collection. — Seventy-two  hours  or  more 
was  advised  as  a period  of  continence  prior  to 
the  collection  of  the  specimen.  The  patient 
was  supplied  with  a dry,  large-mouthed,  glass 
test  tube  and  was  instructed  to  collect  the 
specimen  by  withdrawal  and  ejaculation  into 
the  tube.  No  effort  was  made  to  regulate  the 
temperature  of  the  specimen  while  in  trans- 
port. All  specimens  were  examined  within 
three  hours  from  the  time  of  collection. 
When  received  in  the  laboratory  the  specimen 
was  allowed  to  remain  at  room  temperature, 
and  the  following  tests  and  notations  were 
made: 

1.  The  volume  was  measured  in  cubic 
centimeters. 

2.  Notations  on  appearance  and  viscosity 
were  recorded. 
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Chart  2. 


3.  The  motility  was  judged  and  recorded 
as  follows:  The  readings  were  taken  every 
three  hours  during  the  day  until  motility  had 
ceased.  A disk  was  placed  in  the  ocular  of 
the  microscope  which  obliterates  all  but  one- 
quarter  of  the  field.  The  number  of  motile 
cells  in  the  visualized  area  was  counted  for  ten 
seconds.  The  total  number  of  cells  was  then 
enumerated,  and  each  number  was  multiplied 
by  four.  The  two  numbers  were  placed  in 
fraction  form,  the  numerator  being  the  num- 
ber of  motile  cells  and  the  denominator  being 
the  total  number  of  cells  seen  in  the  micro- 
scopic field  of  a 4-mm.  objective.  The  actual 
percentage  of  motility  is,  thereupon,  accu- 
rately and  easily  obtained.  Grades  were 
assigned  to  the  motility  on  the  following 
basis  of  percentage:  no  motility — Grade  0; 
1 to  20  per  cent — Grade  1 ; 20  to  60  per  cent — 
Grade  2;  60  to  80  per  cent — Grade  3;  and  80 
to  95  per  cent — Grade  4. 

4.  The  spermatozoa  count  was  expressed 
in  numbers  per  cubic  centimeters.  The  total 
number  of  sperm  in  the  ejaculate  was  obtained 
by  multiplying  the  cell  count  per  cubic  centi- 
meter by  the  volume  of  the  semen.  Each 
specimen  was  thoroughly  shaken,  and  three 
separate  counts  were  made.  If  a very  few 
cells  were  present,  no  dilution  was  made.  If 
the  cell  concentration  was  obviously  reduced,  a 
1:10  dilution  was  obtained  with  a standard- 
ized white  blood  cell  pipet,  using  a fluid  con- 
sisting of  4 per  cent  sodium  bicarbonate  and 
1 per  cent  phenol.  A 1:20  dilution  was  se- 
cured if  numerous  cells  were  present.  The 
diluent  stopped  all  activity,  and  the  cells  were 
counted  in  the  red  blood  cell  field  of  an 


ordinary  blood-counting  chamber  with  a New- 
bauer  ruling.  The  usual  calculations  were 
then  carried  out  according  to  the  dilution  used. 

5.  The  morphology  of  the  spermatozoa 
was  studied  by  classification  of  the  cells  into 
six  categories  according  to  the  shape  of  the 
sperm  head.  A thin  spread  of  the  semen  was 
prepared  on  a slide,  and,  while  the  preparation 
was  still  wet,  it  was  passed  through  the  fol- 
lowing solutions: 


a.  Schaudinn’s  solution 60  cc. 

Mercury  bichloride,  7 per  cent — 40  cc. 
Alcohol,  100  per  cent — 20  cc. 

Time:  one-half  minute. 

b.  Alcohol,  50  per  cent 60  cc. 

Time:  one-half  minute. 

c.  Wash  in  water. 

d.  Eosin,  5 per  cent  aqueous 60  cc. 

Time:  one-half  minute. 

e.  Acid  alcohol 60  cc. 


Alcohol,  50  per  cent — 60  cc. 

Cone.  HC1 — 3 drops. 

Time:  two  minutes. 

f.  Wash  in  water. 

g.  Harris’  hematoxylin 60  cc. 

Standard  formula  plus. 

Cone.  HC1 — 3 drops. 

Time:  two  minutes. 

h.  Wash  in  water. 

i.  Dilute  acetic  acid 60  cc. 

Distilled  water — 60  cc. 

Cone,  acetic  acid — 3 drops. 

Time:  one-half  minute. 

j.  Wash,  dry,  and  examine  with  oil  immer- 

sion. If  desired,  mount  in  balsam  for  per- 
manent record. 

The  variety  of  sizes  and  shapes  of  sperma- 
tozoa is  almost  limitless,  but  the  accompany- 
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Chart  4. 


ing  drawings  will  serve  as  a guide  toward  the 
general  grouping  that  was  employed  (see 
Fig.  1). 

The  clinical  significance  of  variations  in 
viscosity  has  not  been  established.  Increased 
viscosity  is  often,  but  not  invariably,  associ- 
ated with  poor  motility  and  clumping  of  the 
cells.  Turbidity  is  usually  proportionate  to 
the  cell  content,  and  specimens  with  low 
spermatozoa  counts  are  less  opalescent.  The 
following  tables  summarize  the  observations 
made: 


Viscosity  (4  omitted) 


Increased 

26 

17.8% 

Normal 

84 

57.5% 

Decreased 

36 

24.6% 

Turbidity  (5  omitted) 

Increased 

6 

4.1% 

Normal 

95 

65.5% 

Decreased 

44 

30.3% 

The  data  obtained  from  the  semen  analyses 
of  the  150  men  associated  with  barren  mar- 
riage has  been  tabulated  and  presented  in 
graph  form  to  permit  comparison  with  the 
group  of  men  whose  wives  were  delivered  of 
normal  children.  These  are  self-explanatory 
(see  Charts  1 to  1 1) . 

Discussion 

It  is  apparent  that  the  group  of  men  ex- 
amined for  barren  marriage  had,  in  general, 
poorer  specimens  than  those  who  were  proved 
to  be  fertile.  The  trend  is  uniform  in  all 
categories  of  the  analyses.  This  would  indi- 
cate that  each  of  the  criteria  is  important  and 
that  not  one  alone  should  be  used  as  an  indi- 
cator. The  discrepancy  in  the  values  of  both 
groups  is  not  caused  solely  by  the  cases  of 
azoospermia,  for  these  were  segregated  in 
many  instances  to  avoid  such  an  illusion. 


Only  18.6  per  cent  of  the  men  were  without 
sperm  and,  therefore,  are  to  be  classed  as 
cases  of  absolute  sterility.  The  remainder, 
81.4  per  cent,  had  varying  degrees  of  positive 
fecundity.  In  this  latter  group  were  some 
who  compared  favorably  with  the  fertile  men. 
Likewise,  a number  of  men  in  the  fertile  group 
were  poor  as  judged  by  these  standards.  An 
explanation  of  this  paradox  in  the  former  in- 
stance is  afforded  by  the  acknowledgment  that 
hidden  factors  in  the  wife  may  have  prevented 
conception  despite  a satisfactory  husband. 
Faulty  ovulation,  an  improper  endometrium, 
or  a multiplicity  of  unfavorable  minor  lesions 
may  have  accounted  for  the  failures.  Con- 
versely, the  wives  of  the  men  who  had  poor 
specimens  but  who  conceived  probably  had 
ideal  reproductive  cells  and  organs  conducive 
to  high  fertility.  This  re-emphasizes  the  im- 
portance of  interpreting  the  semen  analyses  in 
terms  of  the  findings  in  the  wife. 

The  higher  averages  of  the  fertile  group 
tend  to  support  the  theory  that  the  likelihood 
of  pregnancy  is  increased  by  seminal  specimens 
of  better  grades.  This  is  illustrated  by  com- 
paring the  cell  count  of  both  groups.  The 
average  cell  count  in  the  barren  group  was 
approximately  one-half  that  of  the  fertile 
group.  If  the  cases  of  azoospermia  are 
omitted,  the  average  count  was  75,116,000 
per  cubic  centimeter  as  compared  to  120,630,- 
000  per  cubic  centimeter  of  the  fertile  group. 

A comparison  of  the  percentage  of  cases 
with  low  cell  counts  in  the  fertile  and  barren 
groups  is  afforded  by  the  following  table: 

Barren 

(Less 

Count  per  Cc.  Fertile  Barren  Azoospermia) 
Less  than  40,- 

000,000  15%  42%  30% 
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The  graphs  illustrating  the  morphology  are 
particularly  significant  for  their  distribution 
and  range.  The  oval  spermatozoa  are  re- 
garded as  normal.  The  greatest  variation  in 
incidence  of  the  abnormal  cells  was  in  the 
narrow  and  tapering  forms  (Chart  7).  In  the 
fertile  men  the  highest  number  of  these  en- 
countered was  24.2  per  cent.  In  the  barren 
group  as  many  as  69  per  cent  were  found  in  1 
case.  Fourteen  cases  (13.3  per  cent)  had 
more  than  24.2  per  cent,  which  was  the  upper 
limit  found  in  the  fertile  men.  The  only  other 
abnormal  cell  found  to  have  an  average, 
higher  incidence  in  the  barren  group  was  the 
duplicate  cell. 

Summary  and  Conclusion 

1.  Detailed  analyses  of  the  semen  of  150 


men  examined  for  barren  marriage  are  herein 
reported. 

2.  The  analyses  are  compared  with  those 
formerly  obtained  in  200  fertile  men  whose 
wives  were  in  the  first  half  of  gestation. 

3.  The  volume  of  ejaculate  averaged  3 cc. 
in  the  fertile  group  and  2.9  cc.  in  the  barren 
group. 

4.  The  average  grade  of  motility  was 
poorer  in  the  barren  than  the  fertile  group. 

5.  The  spermatozoa  count  averaged  64,- 
100,000  per  cubic  centimeter  in  the  barren 
group  as  compared  to  120,630,000  per  cubic 
centimeter  in  the  fertile  group. 

6.  Omitting  cases  of  azoospermia  the  aver- 
age cell  count  in  the  barren  group  was  75,116,- 
000  per  cubic  centimeter. 

7.  The  average  number  of  spermatozoa  in 
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the  ejaculates  of  barren  men  was  189,470,000 
as  compared  with  346,020,000  in  the  fertile 
men. 

8.  The  average  number  of  oval  (normal) 
spermatozoa  in  the  barren  group  was  84.17 
per  cent  while  the  fertile  averaged  89.8  per 
cent. 

9.  Tapering  cells  (abnormal)  w*ere  found 
in  a higher  average  percentage  (10.3  per  cent) 
in  the  barren  than  in  the  fertile  group  (3.6  per 
cent). 

10.  Of  the  barren  cases,  13.3  per  cent  had 
tapering  cells  in  excess  of  24.2  per  cent,  which 
was  the  highest  number  found  in  the  fertile 
cases. 

11.  The  duplicate  cells  were  the  only  other 
abnormal  cells  having  a higher  average  inci- 
dence in  the  barren  than  that  in  the  fertile 
group. 

12.  Certain  cases  in  the  barren  group  had 
larger  numbers  of  tapering,  amorphous,  or 
round  cells  (abnormal)  than  in  any  single 
case  in  the  fertile  men. 

13.  An  assay  of  fecundity  should  include  a 
consideration  of  volume,  grade  of  motility, 
number  of  spermatozoa,  and  percentage  of 
abnormal  forms. 

14.  The  historic  and  contemporary  sig- 
nificances of  sterility  are  discussed. 

15.  The  procedures  of  the  clinical  and 
laboratory  investigation  of  the  husband  are 
outlined. 

This  study  was  supported  in  part  by  a grant 
from  the  National  Committee  on  Maternal 
Health.  Mrs.  Elizabeth  Hoffman,  B.S.,  M.S., 
ablv  assisted  in  performing  the  laboratory 
work.  Mr.  William  S.  Goldfarb,  B.S.,  M.S., 
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compiled  the  statistical  data.  I wish  to  ex- 
press sincere  appreciation  for  his  invaluable 
aid.  Mr.  Ashley  Martella  used  great  skill  and 
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Discussion 

Dr.  John  B.  Horner,  Albany , New  York — I am 
glad  to  have  the  opportunity  to  discuss  the  ex- 
cellent paper  of  Dr.  Hotchkiss.  We  have  indeed 
progressed  and  the  work  presented  in  this  paper 
is  another  step. 

The  profession  is  now  able  to  point  to  the  po- 
tent male  partner  and  say  with  authority  that 
he,  too,  may  be  at  fault  in  a sterile  union,  even 
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though  a large  number  of  motile  spermatozoa  are 
found  in  a sperm  specimen  or  in  the  vagina. 

Painstaking  work  and  records  of  the  type  pre- 
sented by  Dr.  Hotchkiss  have  given  us  a standard 
against  which  we  can  judge  a specimen.  We 
can  all  easily  and  quickly  take  a history  and  ex- 
amine the  patient  if  we  bear  in  mind  the  causes — 
local,  general,  and  endocrine — of  lowered  fer- 
tility. We  can  just  as  easily  do  a sperm  count 
and  stained  smear. 

In  the  matter  of  obtaining  the  specimen,  I 
think  the  use  of  condom  during  intercourse  gives 
the  most  satisfactory  sample,  but  it  should  be 
one  that  has  been  washed  before  use.  As  to  the 
time  of  examination,  it  would  seem  the  earlier  the 
better,  but  then,  of  course,  you  would  have  to  re- 
member that  the  motility  chart  would  depend 
upon  when  the  first  examination  was  made. 

A good  many  tests — chemical  and  otherwise — 
are  used,  such  as,  checking  the  pH,  the  buffer 
capacity,  the  glucose  content,  etc.,  but  they  have 
either  proved  to  be  of  no  value  or  check  so  closely 
with  the  cell  count  and  morphologic  assay  that 
they  are  not  valuable  aids. 

Lowered  cell  count  and  motility  with  an  in- 


crease in  abnormal  forms  are  not  a proof  of 
sterility  but  rather  a proof  of  some  fault  of  the 
genital  tract — toxic  or  otherwise — which  may  be 
sufficient  to  render  the  sperm  infertile. 

And  so  we  come  to  the  inevitable  conclusion 
that,  in  the  specimens  that  fall  short  in  one  way 
or  another,  the  normal  appearing  motile  sper- 
matozoon, of  which  there  may  be  millions,  are 
deficient  in  something  necessary  for  fertilization. 
In  this  group  are  patients  whose  wives  become 
pregnant  but  abort  early,  and  this,  too,  may  be 
the  fault  of  the  man  rather  than  the  woman. 

In  my  experience  by  far  the  largest  percentage 
of  deficient  sperm  specimens  have  come  from  the 
tired,  overworked,  nervous  individual  and  were, 
I believe,  due  to  toxemia.  We  place  the  most 
reliance  on  the  morphologic  assay  and  recheck 
any  counts  several  times  when  the  morphology 
is  normal. 

As  to  treatment,  the  patient  should  be  treated 
for  the  cause  of  the  disability,  whether  it  be  local 
or  general,  and  not  by  indiscriminate  use  of  en- 
docrine products  unless  there  is  a discernible 
endocrine  deficiency.  I wish  to  congratulate 
Dr.  Hotchkiss  for  his  contribution. 


NIGHT  OVER  EUROPE 

Perhaps  the  most  frightening  aspect  of  modern 
war  is  the  intellectual  blackout  it  creates, 
observes  the  annual  report  of  the  Rockefeller 
Foundation.  When  the  war  broke  out  in 
September,  1939,  the  Foundation  had  110 
running  appropriations  in  Europe,  distributed 
in  twenty-two  countries,  involving  over  $4,000,- 
000.  Some  of  this  extensive  medical  and 
health  work  has  been  able  to  go  on,  but  at  the 
time  of  the  report,  notes  the  Medical  Record , 
the  University  of  Warsaw  has  ceased  to  exist. 
According  to  reliable  reports,  the  entire  Polish 
faculty  of  the  University  of  Cracow  is  in  a 
concentration  camp.  The  Polish  members  of 
the  faculty  of  the  University  of  Vilna  have  been 
dismissed.  The  Moors,  entrenched  in  the 
ruined  University  of  Madrid,  have  used  the 
books  from  the  University  library  as  defenses 
in  their  rifle  pits.  The  University  of  Prague 
has  been  shut  by  the  German  Government. 
The  University  of  Strasbourg  has  been  torn  from 
its  site  and  planted  in  Clermont-Ferrand.  For 
reasons  of  economy  and  because  their  students 
are  in  military  service,  more  than  half  the 
universities  of  Germany  are  closed.  What  will 
be  the  next  report  of  the  Rockefeller  Foundation 
which  will  comprise  the  events  of  the  fateful 
summer  of  1940? 


THE  DOCTOR  IS  SURE  OF  A LIVING 

Medicine  probably  is  the  only  field  today  in 
which  a well-educated  graduate  is  sure  of  making 
a living  and  also  of  having  security  if  he  carries 
disability,  life,  and  old  age  insurance,  says  Dr. 
Wilburt  C.  Davison,  of  Durham,  North  Carolina, 
in  the  J.A.M.A.  Except  for  crowding  in  the 
larger  cities,  there  is  no  unemployment  problem 
for  American  medical  graduates.  Although  he 
will  not  make  a fortune,  as  large  medical  in- 
comes may  be  a thing  of  the  past,  the  average 
physician’s  income  at  present  probably  is  at  its 
highest  level. 

According  to  national  figures,  30  per  cent  of 
the  three  and  one-half  billion  annual  total  cost 
of  medical  care  is  for  physicians,  or  $3,800  net 
per  physician.  However,  this  net  figure  is  based 
on  many  physicians  who  are  not  in  practice,  and 
the  correct  average  net  income  probably  is  higher. 
“Average  incomes”  may  be  misleading. 

A few  large  incomes  do  not  help  the  physician 
who  is  not  earning  enough  to  enable  him  to 
maintain  the  standards  of  good  practice.  How- 
ever, physicians  with  extremely  high  and  low 
incomes  are  in  the  minority;  no  physician’s  in- 
come can  be  compared  with  those  of  the  leading 
lawyers,  but  physicians  have  not  found  it  neces- 
sary to  seek  other  fields  to  eke  out  an  existence, 
as  is  the  case  with  some  lawyers. 


ONLY  A BLIND 

A patient  in  a hospital  awoke  after  an  opera- 
tion and  found  the  blinds  drawn  in  his  room. 

“Why  are  those  blinds  down,  doctor?”  he 
asked. 

“Well,”  said  the  physician,  “there  was  a fire 
in  the  alley,  and  I didn’t  want  you  to  wake  up 
and  think  the  operation  had  been  a failure.” 
— Davis  Nursing  Survey 


AMPLE  SLEEPING  QUARTERS 
The  doctor  met  Mrs.  Brown  on  the  street. 
“How  is  your  husband  now?”  he  asked.  “Did 
you  give  him  the  sleeping  powder?” 

“Yes,”  she  replied.  “You  told  me  to  give 
him  the  amount  I could  get  on  a quarter,  but  as 
I didn’t  have  any,  I used  twenty-five  pennies, 
and  he’s  been  asleep  now  for  four  days.” 

— Rocky  Mountain  Medical  Journal 


REGIONAL  ENTERITIS 

Report  of  Two  Cases 

Irwin  E.  Siris,  M.D.,  New  York  City 


THE  increasing  clinical  recognition  of  re- 
gional enteritis  now  established  as  a dis- 
tinct clinicopathologic  entity  can  be  attributed 
to  the  painstaking  coordinated  effort  of  the 
clinician,  the  roentgenologist,  and  the  path- 
ologist. Crohn,  Ginzburg,  and  Oppenheimer’s1 
exhaustive  investigation  of  14  patients  in 
1932  stimulated  renewed  interest  in  inflamma- 
tory segmental  regional  enteritis.  They  char- 
acterized the  disease  then  as  a nonspecific, 
subacute,  or  chronic  necrotizing  and  cicatriz- 
ing inflammation  of  the  ileum  occurring  pre- 
dominantly in  young  adults.  Their  concept 
revived  interest  in  the  nonmalignant,  in- 
flammatory intestinal  tumors  of  obscure 
etiology  vaguely  termed  “benign  granuloma.’’ 
Since  the  publication  of  their  article  other 
observers  and  Crohn  himself  have  reported 
similar  nonspecific  inflammatory  processes 
in  other  parts  of  the  small  intestine  and  in  the 
colon,  and  the  combination  of  ileitis  and 
colitis  has  been  described.  The  all-inclusive 
clinicopathologic  studies  of  Crohn  and  his 
associates  has  been  corroborated  in  part  or  in 
its  entirety  by  many  contributions  to  the 
subject  embracing  a large  number  of  case 
reports,  which  serve  to  clarify  some  phase  of 
the  disease. 

The  first  patient  we  are  reporting  was  op- 
erated upon  in  1934.  The  diagnosis  was  a 
chronic,  hyperplastic  ileocolitis  apparently  of 
nonspecific  origin,  although  tuberculosis  could 
not  be  ruled  out.  The  consideration  of  a 
tubercular  origin  could  not  be  established  and 
was  therefore  questionable.  The  satisfactory 
result  following  surgical  excision  prompted 
this  case  report,  as  it  seems  unlikely  that  the 
disease  could  have  been  effectively  treated  by 
nonoperative  methods. 

M.  A.,  a white  single  woman,  aged  22,  a 
stenographer,  was  seen  on  July  5,  1934,  and 
complained  of  cramplike  pain  in  the  right  lower 
quadrant,  diarrhea,  weakness,  and  progressive 
loss  of  weight.  For  a year  she  had  been  com- 
plaining of  a pressing  pain  in  the  epigastrium 
which  occurred  shortly  after  eating  and  which 
invariably  was  followed  by  a cramplike  pain  in 
the  abdomen  and  a loose,  offensive  bowel 
movement.  The  stools  did  not  contain  blood  or 
mucus.  These  symptoms  would  abate  for  periods 

Read  before  the  Brooklyn  Surgical  Society,  November 
7,  1940. 


of  a few  days  but  recurred  with  increasing  in- 
tensity, especially  so  during  the  month  before 
admission.  There  was  progressive  loss  of  weight, 
restlessness,  and  considerable  apprehension, 
particularly  at  night.  During  the  night  before 
admission  she  had  a chill  followed  by  a tempera- 
ture of  103  F.  During  her  childhood  she  had 
measles,  scarlet  fever,  and  whooping  cough. 
There  was  also  a history  of  a mastoid  operation 
during  infancy.  Her  three  brothers  and  her 
sister  were  well. 

On  admission  to  the  Beth  Moses  Hospital,  the 
patient  appeared  acutely  ill,  pale,  thin,  and 
undernourished.  She  weighed  approximately  90 
pounds.  Her  temperature  was  103  F.;  pulse 
rate,  120;  respiratory  rate,  20.  The  pupils  were 
equal  and  reacted  to  light.  The  mucous  mem- 
branes of  her  mouth  were  pale.  There  was  a 
partial  paralysis  of  the  left  side  of  her  face. 
The  chest  was  of  the  asthenic  type;  there  were 
no  adventitious  lung  or  heart  sounds.  The  ab- 
domen was  soft;  the  liver  extended  just  below 
the  costal  margin.  There  was  some  fullness  in 
the  right  lower  quadrant  which  was  vaguely 
tender  and  which  suggested  the  presence  of  a 
mass  which,  however,  was  not  constant. 

Laboratory  Data. — The  urine  examination  on 
admission  showed  a trace  of  albumin.  The  blood 
contained  6,000,000  red  blood  cells  per  cubic 
millimeter.  The  hemoglobin  content  was  70  per 
cent  with  a color  index  of  0.6.  There  were 
26,000  white  blood  cells,  of  which  85  per  cent 
were  polymorphonuclear  leukocytes  and  15  per 
cent  were  mononuclear  cells.  The  Wassermann 
and  Rosenthal  tests  were  reported  negative. 
Further  blood  examinations  disclosed:  sugar, 

90;  urea  nitrogen,  17;  and  a total  cholesterol  of 
145  mg.  per  hundred  cubic  centimeters  of  serum 
with  20  per  cent  cholesterol  ester.  Repeated 
stool  examinations  were  negative  for  parasites 
and  acid-fast  bacilli  on  smears  and  cultures. 
Gastric  analysis  by  the  fractional  method  dis- 
closed the  presence  of  blood  in  each  specimen 
with  some  bile  and  an  average  total  acidity  be- 
tween 6 and  8 with  an  absence  of  free  hydro- 
chloric acid. 

Proctoscopic  and  sigmoidoscopic  examina- 
tions revealed  the  presence  of  a glistening  mucous 
membrane  that  was  pale  but  presented  no  evi- 
dence of  ulceration. 

Radiographic  Examination. — The  chest  films 
showed  diffuse  bilateral  accentuation  of  the  pul- 
monic markings  and  interlobar  septal  thickening 
between  the  middle  and  lower  lobes  of  the  right 
lung.  The  apices  and  general  peripheries  were 
clear  of  any  infiltration  or  consolidation. 
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Fig.  1.  M.  A.,  July  23,  1934.  Irregular 
filling  defect  of  the  cecum.  The  terminal  ileum 
is  stringy. 

On  July  12,  following  the  administration  of  a 
barium  enema,  the  colon,  with  the  exception  of 
the  caput  cecum,  appeared  normal  in  outline. 
The  cecum  was  constricted  at  its  lowest  border 
in  addition  to  a small  segment  of  the  ileocecal 
junction. 

On  July  23  radiographic  examination  after  the 
ingestion  of  a bariumized  meal  disclosed  an 
irregularly  constricted  filling  defect  in  the  lower 
aspect  of  the  cecum  (Fig.  1).  The  colon  was 
visualized  throughout  with  the  exception  of  the 
cecum  and  parts  of  the  proximal  ascending  colon. 
These  findings  suggested  some  benign  inflamma- 
tory process  involving  the  terminal  ileum  and 
caput,  possibly  secondary  to  an  extrinsic  in- 
flammatory process. 

In  view  of  the  increasing  frequency  and  in- 
tensity of  the  intermittent  abdominal  cramps, 
epigastric  distress,  diarrhea,  loss  of  weight, 
palpable  mass,  and  the  persistent  defect  in  the 
cecum,  with  recurring  daily  temperature  to 
102  F.,  surgical  intervention  was  considered 
justifiable.  Preparation  for  the  operation  con- 
sisted of  general  supportive  treatment  and  a 
transfusion  of  500  cc.  of  blood  given  on  the  day 
preceding  the  operation. 

Operation. — On  July  27,  the  operation  was 
performed  under  a general  anesthetic.  A long 
right  rectus  incision  was  made  to  permit  adequate 


exposure  of  the  mass  that  was  found  to  involve 
the  cecum  and  ascending  colon.  The  peritoneum 
presented  a mottled  hemorrhagic  appearance, 
and  over  the  ileum  there  were  shaggy  fibrinous 
tabs,  markedly  vascular.  The  tumor  was  ap- 
proximately 4 by  3 inches  in  diameter  and 
firmly  adherent  to  the  anterior  abdominal  wall. 
About  8 inches  of  the  terminal  ileum  was  plum 
colored,  leathery  in  consistency,  curled  upon  it- 
self, hyperplastic,  and  adherent  to  the  proximal 
half  of  the  transverse  colon  which  in  turn  was 
thickened  and  firmly  adherent  to  the  terminal 
ileum  along  its  inferior  mesenteric  border.  The 
terminal  ileum,  ascending  colon,  and  proximal 
two-thirds  of  the  transverse  colon  were  resected. 
The  divided  ends  were  closed  with  three  layers 
of  sutures.  The  terminal  ileum  and  the  distal 
third  of  the  transverse  colon  were  approximated 
by  a side-to-side  anastomosis  with  an  inner  layer 
of  chromic  and  an  outer  layer  of  fine  Pagen- 
stecher.  The  defect  in  the  posterior  peritoneum 
was  closed.  A Penrose  drain  was  inserted  about 
an  inch  beyond  the  anterior  abdominal  wall, 
and  the  abdominal  incision  was  closed  in  layers. 
A transfusion  of  500  cc.  of  blood  and  5 per  cent 
glucose  and  saline  were  administered  during  the 
operation. 

Postoperative  Course. — The  first  four  days  were 
stormy,  the  temperature  was  elevated  to  104  F., 
and  the  pulse  was  exceedingly  rapid,  at  times 
as  much  as  160  beats  per  minute.  After  the 
fifth  day  the  temperature  and  pulse  rate  grad- 
ually approached  and  remained  within  normal 
limits.  Intermittent  Wangenstein  siphonage 
was  effectively  established.  On  the  fourth  day 
she  had  three  loose  bowel  movements  in  twelve 
hours.  The  wound  showed  evidence  of  infection 
on  the  third  day.  The  discharge  gradually  in- 
creased in  amount  until  the  eleventh  day  and 
thereafter  diminished  but  persisted  in  small 
amounts  even  up  to  the  time  of  her  discharge 
from  the  hospital.  The  patient  was  discharged 
on  September  14,  two  months  after  admission, 
weighing  80  pounds,  10  pounds  less  than  when 
she  was  admitted.  During  her  convalescence 
she  was  on  a high-vitamin  diet  with  iron  and 
malt.  Her  stools,  occasionally  two  a day,  were 
well  formed  and  normal  in  color,  without  any 
evidence  of  blood  or  mucus. 

The  pathologic  findings  as  reported  by  Dr. 
A.  Kantrowitz,  director  of  laboratories,  was  as 
follows: 

Gross:  Specimen  consists  of  30  cm.  of  terminal 
ileum  and  28  cm.  of  ascending  and  transverse 
colon.  In  the  region  of  the  ileocecal  valve  there 
is  a mass  6 cm.  in  diameter.  This  is  present  in 
the  ileocecal  angle  and  includes  both  the  ileum 
and  proximal  portion  of  ascending  colon.  The 
transverse  colon  is  adherent  to  this  mass.  The 
peritoneum  over  the  mass  is  markedly  injected 
in  areas  and  presents  a mottled  hemorrhagic 
appearance.  The  peritoneum  over  the  distal 
portion  of  the  ileum  is  in  large  numbers  of  shaggy 
fibrinous  tabs  with  well-marked  vascularization. 
Twelve  centimeters  from  the  resected  portion  of 
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Fig.  2.  Fig.  3. 

Fig.  2.  M.  A.,  erosion  of  the  mucosa  with  cellular  infiltration  in  submucosa  and  muscularis, 
granulation  tissue  in  the  serosa. 

Fig.  3.  M.  A.,  involvement  of  muscularis  and  serosa  of  proximal  grossly  involved  ileum. 


the  ileum  there  is  an  area  with  marked  thickening 
and  firmness.  This  area  measures  2 cm.  in  di- 
ameter. The  dense  connective  tissue  band  passes 
from  the  inferior  portion  of  the  transverse  colon 
to  the  ileocecal  region  in  the  area  of  the  colonic 
adhesions  to  the  ileocecal  mass.  The  villi  of 
the  ileum  are  prominent  and  swollen.  There 
are  numerous  longitudinal  areas  of  ulceration 
with  tabs  of  exudate  adherent  to  the  ulcerated 
surfaces.  The  nearer  one  goes  to  the  ileocecal 
valve,  the  thicker  is  the  wall  of  the  ileum,  until 
finally  it  becomes  incorporated  in  a mass  and 
then  measures  3 to  4 cm.  The  ileocecal  valve 
barely  admits  the  tip  of  the  small  finger.  The 
muscularis  in  this  region  is  markedly  increased 
in  width  and  presents  numerous  grayish  bands 
running  in  irregular  fashion  throughout  the  mus- 
cular coat.  At  times  the  muscular  coat  meas- 
ures slightly  more  than  1 centimeter  in  thick- 
ness. The  proximal  half  of  the  appendix  is  in- 
cluded in  the  same  mass.  The  distal  half  is  ad- 
herent to  the  inferior  surfaces  of  the  ileum.  The 
mucosa  of  the  proximal  half  is  also  polypoid  in 
character,  whereas  the  mucosa  of  the  distal  half 
presents  a normal  appearance.  The  thickness  of 
the  appendix  consists  mainly  of  thickened  serosa. 
The  mass  presents  a firm  consistency  and  on 
cross  section  reveals  a pearly  gray  mass  of  firm 
tissue  with  areas  of  yellowish  strands  running  in 
irregular  fashion  throughout  the  mass.  Small 
tubercles,  from  pin-point-  to  pinhead-sized  areas 
are  also  present.  A few  enlarged  lymph  nodes 
are  present.  These  merely  present  a succulent 
appearance  with  no  characteristic  alteration  of 
structure. 

Microscopic:  The  entire  wall  is  thickened. 
Granulation  and  dense  connective  tissue  with 
mononuclear  cells  and  leukocytes  are  present  in 
all  coats,  especially  in  the  serosa.  A number  of 
granulomas  with  Langhan’s  and  foreign  body, 
giant  cells  are  present  in  all  coats.  A few  of  the 
granulomas  show  necrosis  of  the  central  areas, 
although  caseation  necrosis  is  not  present.  Acid- 
fast  bacilli  are  not  found  in  any  of  the  sections 
(Figs.  2,  3,  and  4). 


Fig.  4.  M.  A.,  foreign  body,  giant-cell  reaction 
in  fistulous  tract. 


Diagnosis:  Chronic  hyperplastic  ileocolitis  is 
apparently  of  nonspecific  origin,  although  tuber- 
culosis cannot  be  ruled  out. 

Subsequent  Course. — The  patient  gradually 
gained  in  weight  with  improvement  in  her 
appetite  and  general  well-being.  However, 
there  was  a persistent  discharge  from  the  sinus 
in  the  lower  angle  of  the  incision.  One  year 
later  on  September  11,  1935,  radiographic  study 
of  the  abdomen,  following  the  ingestion  of 
lipiodol  into  the  sinus,  revealed  a communication 
into  the  abdominal  cavity — apparently,  how- 
ever, not  communicating  with  a hollow  viscera. 
Within  six  months  the  sinus  closed  and  has  re- 
mained healed.  On  October  16,  1940,  during 
the  administration  of  a barium  enema,  the  con- 
trast medium  was  found  to  flow  readily  into  the 
colon  and  intermittently  empty  into  the  ileum 
through  the  new  stoma.  There  was  no  evidence 
of  cicatrization.  The  proximal  transverse  colon 
was  found  to  have  veered  sharply  to  the  right 
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Fig.  5.  Fig.  6. 

Fig.  5.  M.  A.,  October  16,  1940,  six  years  after  resection,  contrast  mediums  flowed  readily 
into  the  colon  and  intermittently  emptied  into  the  ileum  through  the  new  stoma.  The  transverse 
colon  veered  sharply  to  the  right  side. 

Fig.  6.  M.  K.,  July  30,  1938.  Markedly  irregular,  moth-eaten,  persistent  filling  defect  in  the 
mesial  aspect  of  the  cecum  and  ascending  colon.  Gas-distended,  terminal  ileum  approximating 
the  mesial  border  of  the  ascending  colon. 


side  of  the  abdomen  (Fig.  5).  About  75  per  cent 
of  the  contents  of  the  colon  was  readily  evac- 
uated. Within  twenty-four  hours  no  trace  of 
the  barium  was  visible.  The  patient  weighed 
124  pounds;  she  has  continued  uninterruptedly 
at  her  work  for  the  past  four  years.  She  has  had 
two  and,  occasionally,  three  soft  bowel  move- 
ments daily.  This  she  attributes  to  her  inability 
to  obtain  proper  food  while  at  work.  She  has 
had  no  abdominal  cramps,  nor  has  she  observed 
any  blood  or  mucus.  She  has  a very  good  ap- 
petite and  believes  that  she  is  in  excellent  health . 

The  second  case  presented  a walled-off 
abscess  following  a perforation  into  the  peri- 
toneal cavity;  this  complicated  the  diagnosis 
and  the  technical  management.  This  case  is 
also  illustrative  of  the  extent  to  which  the 
peritoneal  cavity  was  immunized  in  the  pres- 
ence of  the  discharging  sinus  from  the  mesen- 
teric abscess.  A comparatively  uneventful 
convalescence  followed  resection  of  the  dis- 
eased ileum  and  ascending  colon. 

M.  K.,  a white  married  man,  aged  32,  a 
mechanic,  was  admitted  to  the  Beth  Moses 
Hospital  on  July  30,  1938.  His  chief  complaint 


was  intermittent  abdominal  cramps.  He  has 
been  married  eleven  years  and  his  wife  and  two 
children  have  been  in  good  health.  For  the  past 
three  years  he  had  had  frequent  bowel  move- 
ments with  occasional  episodes  of  severe  ab- 
dominal “cramps,”  which  could,  at  times,  be 
controlled  with  tincture  of  opium.  In  another 
institution  he  had  had  frequent  proctoscopic 
examinations,  and  there  received  a course  of 
autogenous  vaccine  twice  yearly.  On  the  day 
before  admission  the  abdominal  cramps  were 
intense  and  griping  in  character  such  as  he  had 
never  before  experienced.  He  was  nauseated 
and  vomited,  but  there  was  no  bowel  movement. 
Tincture  of  opium  did  not  relieve  his  pain,  which 
seemed  to  radiate  across  his  abdomen  to  the  pre- 
cordium  and  then  migrate  down  the  midline  to 
the  suprapubic  region. 

Examination:  The  patient  was  pale,  thin, 
acutely  ill,  and  he  seemed  in  distress.  His  tem- 
perature was  102  F.,  and  his  pulse  was  88.  His 
ribs  were  very  prominent,  and  he  had  deep 
supraclavicular  fossae.  The  lungs  were  clear, 
and  the  heart  sounds  were  apparently  normal. 
The  abdomen  was  moderately  distended  with 
some  appreciable  resistance  on  the  right  side  as 
compared  with  the  left;  there  was  no  rigidity. 
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Fig.  7.  Fig.  8. 

Fig.  7.  M.  K.,  August  4,  1938.  Hourly,  barium,  small  intestinal  studies  show  in  the 
last J 8 inches  of  ileum  a persistent  stringiness  with  fraying  of  the  small  intestine  as  it  is  en- 
croached upon  by  an  extrinsic  mass. 

Fig.  8.  M.  K.,  November  5,  1938,  eighty-four  days  after  the  ileotransverse  colostomy; 
bariumized,  small  intestinal  study  reveals  a faint,  ill-defined  and  stringy,  moth-eaten  ap- 
pearance of  lowermost  coils  of  ileum.  The  right  lower  quadrant  is  partly  devoid  of  ileum. 


Mesially  to  the  iliac  crest  there  was  a palpable 
mass  approximately  the  size  of  a large  apple, 
relatively  soft  in  consistency,  and  tender  on  deep 
pressure.  Slight  rebound  tenderness  was  readily 
elicited  over  this  area.  On  rectal  examination 
a large,  boggy  soft  mass  was  palpable,  extending 
from  the  right  side  to  well  beyond  the  midline. 
No  blood  or  mucus  was  found  on  the  examining 
finger.  On  proctoscopic  and  sigmoidoscopic 
examination  the  mucous  membrane  was  found 
glistening,  but  no  ulceration,  blood,  or  mucus  was 
observed. 

Laboratory  Data. — The  urine  examination  was 
negative.  The  blood  contained  4,100,000  red 
cells  per  cubic  millimeter.  The  hemoglobin  con- 
tent was  11  Gm.  There  were  16,200  white  cells, 
of  which  72  per  cent  were  polymorphonuclear 
leukocytes  and  28  per  cent  were  mononuclear 
cells.  The  Wassermann  and  Rosenthal  tests 
gave  negative  results.  The  examinations  of 
the  stools  failed  to  reveal  ameba  or  acid-fast 
bacilli. 

The  barium  studies  were  reported  by  Dr. 
Louis  A.  Held.  He  demonstrated  that  the  bari- 
umized clysma  flowed  easily  into  the  colon  and 
presented  a markedly  irregular,  moth-eaten, 
persistent  filling  defect  in  the  mesial  aspect  of 


the  cecum  and  proximal  ascending  colon  (Fig. 
6).  There  were  moderately  gas-distended, 
terminal  coils  of  ileum  which  appeared  persist- 
ently to  approximate  the  mesial  border  of  the 
ascending  colon.  Five  days  later  hourly  studies 
of  the  small  intestine  following  the  ingestion  of  a 
bariumized  meal  revealed  that  approximately  the 
last  8 inches  of  ileum  disclosed  a persistent 
stringiness  together  with  a distinct  fraying  of  the 
external  border  of  an  additional  4 inches  of  small 
intestine  immediately  above  as  if  encroached 
upon  by  some  extrinsic  mass  (Fig.  7).  The 
barium  enema  and  fractional  small  intestinal 
studies  indicated  some  form  of  inflammatory 
process  involving  the  lower  8 to  10  inches  of  the 
terminal  ileum  and  the  mesial  border  of  the 
cecum.  While  the  nature  of  the  lesion  was  not 
conclusively  established,  the  presence  of  a re- 
gional enteritis  or  some  benign  inflammatory 
process  (pericecal  abscess)  affecting  the  hollow 
viscera  in  the  right  lower  quadrant  was  strongly 
suggestive! 

During  the  thirteen  days  in  which  the  patient 
was  observed,  the  clinical  course  varied  from 
periods  of  regression  to  those  of  exacerbation  of 
symptoms.  At  times  the  abdominal  mass 
seemed  less  tender  and  the  rectal  mass  smaller. 
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The  temperature  fluctuated  daily  between  99  and 
101  F.,  on  the  sixth  day  the  white  cells  were 
10,800  with  71  per  cent  polymorphonuclear 
leukocytes.  The  patient,  however,  continued 
to  complain  of  intermittent,  abdominal,  griping 
cramps,  waning  appetite,  and  frequent  loose 
stools.  His  general  condition  indicated  that  he 
was  not  improving.  The  impression  based  on 
the  radiographic  and  clinical  observations  was 
that  we  were  confronted  with  an  inflammatory 
segmental  enteritis  with  probable  perforation 
into  the  mesentery  which  was  associated  with  a 
walled-off  abscess.  It  was  realized  that  the 
presence  of  an  abscess  would  preclude  extirpa- 
tion of  the  diseased  segments  of  intestine.  The 
alternative  was  to  divert  the  fecal  stream  and 
place  the  inflammatory  process  in  the  intestine 
as  near  inertia  as  possible  by  performing  a 
transverse  ileocolostomy.  It  was  felt  the  in- 
testinal anastomosis  would  entail  certain  risk  in 
the  presence  of  infection,  but  in  view  of  under- 
lying pathology  and  prolonged  autoimmuniza- 
tion it  appeared  justifiable  to  subject  the  patient 
to  the  operation. 

Operation. — On  August  12,  1938,  the  operation 
was  performed  under  spinal  anesthetic  using 
200  mg.  of  neocaine.  The  abdomen  was  opened 
through  a long  right  rectus  incision.  A large 
mass  was  found  adherent  to  the  pelvis  and  to 
the  anterior  and  lateral  abdominal  wall.  It  con- 
sisted of  several  inches  of  the  terminal  ileum 
firmly  adherent  to  the  mesial  surface  of  the 
cecum  and  ascending  colon.  The  inflammatory 
process  seemed  to  be  confined  essentially  to 
approximately  8 to  10  inches  of  the  terminal 
ileum,  which  was  thick,  leathery  in  consistency, 
and  purplish  blue  in  color.  Its  mesentery  was 
about  2 inches  thick,  partly  necrotic,  encasing 
about  3 ounces  of  thick,  yellow,  odorless  pus  that 
had  perforated  from  the  inner  side  of  the  as- 
cending colon.  There  were  numerous  enlarged 
glands  in  much  of  the  rest  of  the  mesentery.  The 
cecum  and  ascending  colon  were  moderately 
thickened  but  apparently  not  involved  or  in- 
volved to  any  degree  in  consistency  and  color 
as  the  terminal  ileum.  The  appendix  was  3 
inches  long,  was  situated  on  the  lateral  wall  of 
the  cecum,  and  was  not  adherent  and  not  in- 
volved to  any  extent  in  the  diseased  process. 
About  10  inches  proximal  to  the  diseased  ileum, 
the  ileum  was  sutured  to  the  middle  of  the 
transverse  colon.  The  pus  in  the  abscess  cavity 
was  evacuated,  and  a Penrose  drain  was  inserted 
to  the  base  of  the  abscess.  The  abdominal  wall 
was  closed  in  layers  with  interrupted  sutures. 
During  the  operation  the  patient  received  1,000 
cc.  of  5 per  cent  glucose  in  saline  followed  by 
500  cc.  of  blood. 

Postoperative  Course. — The  patient’s  immedi- 
ate postoperative  reaction  was  satisfactory. 
Intermittent  Wangenstein  siphonage  was  effec- 
tively established.  Parenteral  fluids  were  ad- 
ministered for  several  days.  On  the  first  post- 
operative day  his  temperature  was  101.8  F.; 
pulse  rate,  116;  respiration  rate,  22;  and  his 


abdomen  was  soft.  On  the  third  day  he  received 
a transfusion  of  350  cc.  of  blood.  On  the  fifth 
day  his  temperature  rose  to  103.2  F.,  and  there 
was  evidence  of  profuse  drainage  from  the  in- 
cision. Three  days  later  the  temperature  was 
normal,  and  the  discharge  from  the  wound  was 
beginning  to  lessen  in  amount. 

The  smear  from  the  pus  evacuated  from  the 
abscess  at  the  time  of  operation  disclosed  gram- 
negative bacilli  and  gram-positive  cocci  in  chains. 
The  culture  was  reported  as  demonstrating  ba- 
cilli coli  and  enterococcus. 

On  September  3,  twenty-one  days  after  the 
operation,  the  discharge  from  the  wound  was  a 
light  yellow-brown,  suggestive  of  feces.  Rectal 
examination  revealed  a mass  of  about  the  same 
proportion  as  before  the  operation;  hard,  mod- 
erately tender  and  bulging  into  the  rectum. 
During  the  ensuing  three  weeks  his  temperature 
would  occasionally  rise  to  102  F.  The  stools 
were  soft,  yellow  in  color,  and  averaged  three 
evacuations  daily.  At  times  there  was  almost 
continuous  diarrhea,  which  was  refractory  to 
treatment.  At  no  time  was  there  gross  evidence 
of  blood  or  mucus.  He  seemed  apprehensive 
because  of  loss  of  weight  and  lack  of  appetite. 
On  September  22,  his  red  blood  cells  were  3,700,- 
000;  his  hemoglobin,  11  Gm.;  white  blood  cells, 
8,400,  with  80  per  cent  polymorphonuclear 
leukocytes. 

On  September  30,  forty-nine  days  after  the 
operation,  he  was  discharged  to  a convalescent 
home  in  an  effort  to  improve  his  general  condi- 
tion before  subjecting  him  to  the  operation  for 
removal  of  the  diseased  segment  of  intestine. 
For  several  days  before  his  discharge  the  tem- 
perature had  been  relatively  normal,  the  dis- 
charge from  the  sinus  was  scant,  the  rectal  mass 
was  somewhat  smaller,  the  stools  were  less  fre- 
quent, and  his  general  condition  was  much  im 
proved. 

Readmission  Note. — On  November  1,  1938 
one  month  after  his  discharge  from  the  hospital 
he  was  readmitted  because  of  frequent  recurring 
attacks  of  violent  colicky  pains  a few  hours  after 
his  evening  meals.  These  pains  were  always 
associated  with  distressing  episodes  of  belching. 
For  two  to  three  weeks  he  had  had  one  or  two 
fairly  soft  formed  stools  daily.  There  were  no 
episodes  of  nausea  or  vomiting.  He  had  had  no 
urinary  symptoms.  He  weighed  on  readmission 
102  pounds,  a gain  of  20  pounds  since  his  dis- 
charge. There  are  two  discharging  sinuses  in 
the  lower  part  of  the  operative  incision  from 
which  there  had  been  a slight  but  persistent 
purulent  discharge.  The  tumor  mass  was 
readily  palpable  in  the  lower  abdomen  and  on 
rectal  examination.  Pressure  on  the  rectal  mass 
would  express  some  pus  from  the  sinus. 

The  blood  on  his  readmission  contained 
4,800,000  red  cells  per  cubic  millimeter;  the 
hemoglobin  was  13  Gm.;  the  white  cells  were 
14,720  with  82  per  cent  polymorphonuclear  leu- 
kocytes. The  sugar  was  75;  the  urea  nitrogen, 
11;  the  cholesterol,  155  per  100  cc.  of  serum 
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with  75  Mg.  of  cholesterol  ester.  The  urine  was 
essentially  negative. 

Radiographic  fractional  studies  after  the  in- 
gestion of  a thin  bariumized  meal  revealed  that 
although  the  stomach  emptied  its  contents  in 
four  hours  the  progress  of  the  bariumized  con- 
tents through  the  small  intestine  was  sluggish. 
The  ileal  coils  showed  slight  overdistention  and 
were  situated  rather  high  in  the  abdomen.  The 
right  lower  quadrant  seemed  devoid  of  ileum 
throughout  the  examination  with  the  exception 
of  intervals  at  the  fourth,  sixth,  and  tenth  hours, 
at  which  time  a faint  ill-defined  and  stringy 
moth-eaten  appearance  of  the  lowermost  coils 
of  the  ileum  was  evident  (Fig.  8).  A section 
of  ileum  approximately  10  inches  from  the  ter- 
minal end  appeared  persistently  approximated 
to  the  transverse  colon  some  distance  beyond 
the  hepatic  flexure.  The  barium  contents  flowed 
into  the  colon  and  back  into  the  ascending  colon 
as  well  as  into  the  distal  colon.  The  cecum  was 
not  visualized.  The  ileocolostomy  stoma  was 
noted.  From  this  observation  it  appeared  that 
the  last  12  or  18  inches  of  ileum  were  involved  in 
the  inflammatory  infiltration,  which  seemed  to 
be  within  or  around  a soft  tissue  density  occupy- 
ing the  right  lower  quadrant.  The  studies  with 
the  bariumized  clysma  were  unsatisfactory,  as 
the  patient  complained  of  great  discomfort  when 
the  barium  would  approach  to  the  splenic  flexure. 
From  that  point  there  was  no  satisfactory  defi- 
nition of  the  colon  except  that  the  hepatic 
flexure  and  some  small  intestine  occupied  a 
crowded  position  in  the  right  side  of  the  upper 
part  of  the  abdomen  and  showed  appreciable  gas 
pocketing.  The  right  lower  quadrant  was  de- 
void of  any  intestinal  presence  at  all. 

During  the  seven  days  preceding  the  second 
operation  his  temperature,  pulse,  and  respiration 
were  normal;  there  were  only  occasional  com- 
plaints of  abdominal  cramps  and  loose  stools. 
On  November  3,  a transfusion  of  500  cc.  of  blood 
was  administered.  The  presence  of  the  tender 
rectal  mass  and  a persistent  discharge  from  the 
sinuses  presented  definite  evidence  of  an  infec- 
tion which,  it  was  realized,  might  precipitate  a 
generalized  peritonitis.  However,  it  was  felt 
that  the  condition  offered  a poor  prognosis  unless 
the  disease  was  eradicated.  Confidence  in  the 
immunization  of  the  peritoneal  cavity  in  com- 
bating the  infection  over  a period  of  months, 
particularly  after  the  trauma  of  the  first  opera- 
tion, warranted  taking  further  steps  to  remove 
the  diseased  segment  of  intestine. 

Operation. — On  November  8,  1938,  twelve 
weeks  after  the  first  operation,  under  spinal 
anesthetic  with  200  mg.  of  neocaine,  the  two 
sinuses  and  the  old  scar  were  excised  en  masse 
down  to  the  peritoneal  cavity.  There  was  no  evi- 
dence of  free  pus  or  other  fluid  in  the  peritoneal 
cavity.  The  cecum,  ascending  colon,  and  ap- 
proximately 10  inches  of  terminal  ileum  were 
firmly  matted  together,  the  latter  being  directed 
downward  and  then  upward  including  a diffusely 
indurated  mesentery  of  the  small  intestine. 


The  terminal  ileum  was  indurated,  leathery,  and 
doughy  in  consistency  and  purplish  blue  in  color 
and  was  covered  with  dull  grayish  flakes.  The 
ascending  colon  was  red  and  edematous  but  did 
not  have  the  induration,  consistency,  or  color  of 
the  ileum.  The  conglomerate  mass  was  ad- 
herent to  the  wall  of  the  right  side  of  the  true 
pelvis,  the  bladder,  and  to  the  lower  sigmoid  just 
above  the  beginning  of  its  peritoneal  reflection. 

The  ascending  colon  was  separated  from  the 
anterior  and  lateral  parietal  peritoneum  and  re- 
flected mesially.  The  hepatic  flexure  was 
separated  from  the  duodenum  to  which  it  was 
firmly  adherent.  The  right  ureter  was  exposed. 
The  transverse  colon,  2 inches  proximal  to  the 
ileocolostomy,  was  divided  between  clamps, 
as  was  the  terminal  ileum,  2 inches  distal  to  the 
stoma.  The  mesentery  was  divided  between 
clamps.  The  divided  ends  of  the  intestine  were 
closed  with  four  layers  of  sutures.  The  defect 
in  the  posterior  parietal  peritoneum  was  closed, 
partly  with  omentum.  A small  Penrose  drain 
was  inserted  1 inch  within  the  peritoneal  cavity. 
The  abdominal  wound  was  closed  in  layers  with 
interrupted  sutures.  During  the  operation  the 
patient  received  a transfusion  of  500  cc.  of 
blood. 

Postoperative  Course. — The  general  condition 
of  the  patient  during  and  after  the  operation  was 
satisfactory.  For  the  first  five  days  his  tem- 
perature did  not  reach  100  F.,  and  his  pulse  re- 
mained below  100  beats  per  minute.  There  was 
no  nausea,  vomiting,  or  distention.  He  received 
parenteral  fluids  for  five  days  and  no  fluids  by 
mouth.  On  the  sixth  day  his  temperature  was 
100.2  F.,  pulse,  108;  respiration,  24;  a slight 
foul  purulent  discharge  was  evacuated  from  the 
lower  angle  of  the  wound.  On  this  day  he  had 
a well-formed,  dark  brown  stool.  The  discharge 
from  the  wound  lessened;  in  fact  it  was  never 
profuse  and  did  not  affect  the  healing  of  a firm 
wound. 

The  pathologic  findings  as  reported  by  Dr.  A. 
Kantrowitz  were  as  follows: 

Gross:  Specimen  consists  of  90  cm.  of  terminal 
small  intestine  and  25  cm.  of  cecum  and  ascend- 
ing colon.  The  ileum  is  somewhat  dilated.  The 
serosal  surface  is  considerably  roughened  because 
of  numerous  connective  tissue  tabs.  This  is  an 
especially  prominent  feature  the  nearer  one  ap- 
proaches the  cecum.  The  terminal  loop  of  ileum 
presents  an  L-shaped  appearance  due  to  marked 
connective  tissue  adhesions  between  both  arms  of 
the  loop,  rendering  the  separation  of  both  arms 
extremely  difficult  and  almost  impossible  with- 
out perforating  the  individual  loops.  The  cecum 
and  ascending  colon  show  adhesions  to  the  con- 
tiguous portion  of  cecum.  The  mesenteric  tis- 
sues are  markedly  thickened  and  present  a firm 
consistency  with  a pearly  gray  appearance.  The 
terminal  loop  is  also  adherent  to  the  wall  of  the 
cecum  and  ascending  colon,  measuring  4 cm. 
in  length  and  2 cm.  in  thickness.  A sinus  tract 
is  present  in  this  area,  and  a probe  can  be  passed 
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Fig.  9.  Fig.  10. 

Fig.  9.  M.  K.,  wall  of  abscess  cavity. 

Fig.  10.  M.  K.,  early  involvement  of  mucosa  and  submucosa  in  proximal  ileum,  approximately  65 
cm.  from  the  ileocecal  valve. 


through  an  exit  on  the  other  side  of  the  U mass, 
making  its  exit  in  the  mesentery.  An  opening 
cannot  be  traced  into  the  lumen.  This  entire 
loop  forms  a mass  that  is  approximately  the 
size  of  a grapefruit.  The  proximal  50  cm.  of 
small  intestine  show  an  essentially  normal 
thickness  and  normal  mucosa.  At  a point  40 
cm.  from  the  ileocecal  valve  and  extending  for 
approximately  15  cm.,  the  wall  is  of  normal 
thickness,  but  the  mucosa  presents  a few  punched- 
out  areas  of  irregular  size  and  shape  ranging  up 
to  2 cm.  in  length.  The  margins  are  somewhat 
heaped  up.  The  excavated  areas  present  a 
reddish  brown  color.  A number  of  these  areas 
show  islands  of  mucosal  tissue  surrounded  by 
areas  from  which  the  mucosa  has  been  denuded. 
At  approximately  25  cm.  from  the  ileocecal 
valve,  together  with  the  punched-out  areas 
(which,  by  the  way,  become  considerably  in- 
creased in  number  and  size  and  show  consider- 
able irregularity  in  shape),  the  wall  becomes 
increasingly  thick.  In  portions  the  eroded  areas 
are  larger  in  extent  than  the  surrounding  areas 
in  which  the  surface  is  covered  by  mucosa.  The 
wall  in  the  terminal  portion  measures  up  to  2 cm. 
in  thickness.  The  thickening  and  erosion  of  the 
ileum  end  very  sharply  at  the  ileocecal  valve. 
Whatever  thickening  occurs  in  the  wall  of  the 
cecum  and  ascending  colon  is  due  to  the  sur- 
rounding pericecal  and  pericolonic  adhesions. 
The  wall  itself  does  not  partake  of  any  increase 
in  size.  The  appendix  measures  10  cm.  in  length 
and  up  to  0.8  cm.  in  diameter.  The  lumen  of 
the  distal  2 cm.  is  obliterated. 

Microscopic:  All  coats  of  the  terminal  ileum 
show  considerable  thickening.  The  increase  in 
the  size  of  the  various  coats  is  due  to  a number  of 
causes;  viz.,  edema,  connective  tissue  scarring, 
and  infiltration  with  mononuclear  and  poly- 
nuclear cells.  The  cells  appear  in  large  and  small 
collections  or  are  diffusely  scattered.  The 
mucosa  shows  numerous  erosions  with  granula- 
tion tissue  forming  the  surface.  The  sinus  tract 
found  in  the  mesentery  is  fined  by  granulation 
tissue  and  purulent  exudate.  The  inflammatory 
process  ends  abruptly  at  the  ileocecal  valve. 


The  proximal  ileum  and  colon  wall  show  no 
changes  (Figs.  9 and  10). 

Diagnosis:  Regional  ileitis. 

On  his  discharge  from  the  hospital  on  Decem- 
ber 11,  thirty-four  days  after  the  resection,  the 
wound  had  been  healed  for  several  days.  When 
he  was  first  permitted  out  of  bed  on  November 
20,  he  weighed  92  pounds.  On  discharge  he 
weighed  103  pounds.  He  was  having  two  soft 
bowel  movements  daily,  not  associated  with  any 
abdominal  cramps.  His  appetite  was  good  and 
he  felt  that  he  was  regaining  his  strength. 

Subsequent  Course . — Since  his  discharge  from 
the  hospital  he  has  had  occasional  abdominal 
cramps,  and  these  always  followed  gross  indiscre- 
tion in  his  diet.  Radiographic  studies  have  been 
made  about  every  six  months,  none  of  which 
has  shown  any  recurrence  of  the  disease.  The 
patient  has  been  able  to  resume  the  same  physi- 
cal activities  as  before  his  illness.  His  appetite 
at  times  is  not  good,  at  other  times  it  is  ravenous. 
He  is  on  a high  carbohydrate  diet,  liver,  and 
vitamin  B.  The  patient  has  had  two  loose  stools 
a day  and  has  not  noticed  any  gross  blood  or 
mucus.  He  has  two  internal  hemorrhoids  which 
cause  some  pain  if  his  stools  are  hard.  He  now 
weighs  110  pounds,  which  is  as  much  as  he  has 
ever  weighed.  His  one  complaint  is  that  he 
cannot  put  on  more  weight.  The  last  radio- 
graphic  studies  made  on  October  15  and  16, 
1940,  indicated  that  the  barium  flowed  readily 
through  the  colon.  It  showed  that  both  the 
colon  and  terminal  ileum  were  normal  in  con- 
tour and  demonstrated  intermittent  contractions. 
The  colon  to  the  right  of  the  stoma  had  increased 
in  size  and  followed  a course  along  the  liver  and 
then  turned  downward  for  a short  distance  to 
simulate  a short  ascending  colon.  There  was  no 
evidence  of  cicatrization  (Fig.  11). 
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Conclusions 

In  both  patients  the  salient  features  of 
regional  enteritis  were  encountered  in  which 
the  chief  presenting  clinical  manifestations 
were  cramplike  intermittent  abdominal  pain 
associated  with  diarrhea,  variable  fever,  loss 
of  weight,  and  a palpable  mass  in  the  right 
lower  quadrant.  In  both,  symptoms  of  partial 
obstruction  became  superimposed  on  a par- 
tially stenosed  intestine. 

The  first  case  represented  a subacute  hy- 
perplastic ileocolitis  with  involvement  of  both 
the  terminal  ileum,  cecum,  and  ascending 
colon,  with  uneventful  recovery  following  a 
one-stage  resection.  The  presence  of  giant 
cells  and  small  tubercles  in  the  granulomatous 
tissue  was  suggestive  of  tuberculosis,  but  no 
acid-fast  bacilli  or  caseation  necrosis  was  pres- 
ent. The  second  case  illustrated  a perforated 
regional  ileitis  with  abscess  formation  treated 
by  a transverse  ileocolostomy  and  drainage. 
Twelve  weeks  later  the  diseased  bowel  was 
successfully  resected.  The  inflammatory 
process  was  an  exudative,  hyperplastic,  steno- 
sing  lesion  of  the  terminal  ileum  which  ended 
abruptly  at  the  ileocecal  valve  but  involved 
the  mesentery  and  had  perforated  into  a 
walled-off  abscess. 

Reference 
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Fig.  11.  M.  K.,  October  15,  1940,  almost 
two  years  after  resection,  both  the  colon  and 
terminal  ileum  are  normal  in  contour  and 
demonstrated  intermittent  contractions.  The 
colon  to  the  right  of  the  stoma  has  grown  and 
veered  to  the  right.  There  is  no  evidence  of 
cicatrization. 


BELIEF  IN  DREAMS  NOT  ENTIRELY  FALSE 


Those  who  believe  in  the  power  of  dreams  to 
foretell  future  events  may  not  be  entirely  wrong, 
Dr.  Smiley  Blanton,  New  York  City,  points 
out  in  Hygeia , The  Health  Magazine.  Although 
a dream  is  not  a supernatural  omen,  he  says,  it 
“may  be  prophetic  in  that  it  expresses  something 
that  we  are  consciously  or  unconsciously  striving 
for  and  may  attain.” 

While  dreams  express  our  strongest  wishes, 
it  requires  proper  study,  often  by  a trained 
psychiatrist,  to  reveal  their  true  meaning. 
“The  study  of  dreams,”  Dr.  Blanton  explains, 
“must  consider  two  matters:  (1)  the  dream 

itself,  as  it  is  remembered  when  the  sleeper 
wakes  up,  and  (2)  its  deeper  meaning,  hidden  in 
the  unconscious  mind,  concealed  there  by  dis- 
tortion, disguise,  and  symbolism. 

“To  get  at  this  hidden  meaning  of  our  dreams, 
we  have  to  go  back  to  our  childhood  and  trace 
briefly  the  mental  development  of  the  child. 
As  he  grows  into  a normal,  moral,  social  being, 
the  child  is  under  constant  necessity  to  put  aside 
his  selfish,  dominating  tendencies;  but  these 
remain  in  the  unconscious  mind,  which  stores 


every  experience  from  birth  to  death.  These 
rimitive,  childish,  selfish  impulses  are  censored 
y our  consciences  and  come  out  disguised, 
distorted  and  concealed.  They  may  best  be 
studied  in  our  dreams. 

“A  means  of  concealment  in  dreams  is  sym- 
bolism. A familiar  use  of  symbolism  occurs  in 
everyday  language  in  which  many  symbolic 
words  are  used.  The  slang  expression  for  money 
is  ‘dough’;  for  dollars,  ‘iron  men’;  and  for 
$1,000,  ‘a  grand.’  Similarly,  we  may  dream  of 
a lump  of  dough,  meaning  money,  a series  of 
toy  iron  soldiers,  meaning  dollars. 

“The  unconscious  mind  very  often  has  a truer 
comprehension  of  our  difficulties  than  our 
conscious  mind  has.  A dream  may  often  express 
a fear  of  illness,  a fear  which  is  based  on  an 
awareness  in  the  unconscious  mind  that  we  are 
threatened  with  an  illness,  or  that  we  are  already 
suffering  from  this  illness. 

“Dreams  are  a safety  valve.  Life  requires 
many  renunciations  that  must  be  compensated 
for,  and  dreams  are  the  royal  way  in  which  this 
is  accomplished.” 


HEMORRHAGE  IN  OTOLARYNGOLOGY 

Methods  of  Control 

Marvin  F.  Jones,  M.D.,  New  York  City 


HEMORRHAGE  is  the  one  outstanding 
occurrence  in  otolaryngology  which 
practitioners  in  this  specialty  must  learn  to 
treat  with  a confidence  that  is  the  product  of 
thorough  knowledge.  Spontaneous  hemor- 
rhage, a hemorrhage  that  occurs  during  opera- 
tion, or  a hemorrhage  that  occurs  as  a post- 
operative complication  may  be  most  disturb- 
ing or  even  end  in  the  death  of  the  patient. 
The  best  advice  for  any  physician  who  must 
control  hemorrhage  is  to  remain  calm.  At  the 
same  time  this  advice  is  most  difficult  to  fol- 
low. The  best  insurance  of  an  unperturbed 
procedure  is  a complete  knowledge  of,  and 
familiarity  with,  anatomy.  The  theme  of  this 
paper  is  an  effort  to  show  the  reader  how  situa- 
tions dealing  with  vascular  accidents  may  be 
under  the  control  of  a physician  who  has  an 
anatomic  perspective. 

Blood  Supply  of  the  Head 

The  main  and  practically  the  only  arterial 
channels  are  the  carotid  and  the  vertebral 
arteries.  The  right  common  carotid  artery 
is  the  mesial  division  of  the  right  innominate 
artery.  The  peripheral  division  is  the  sub- 
clavian artery.  The  right  innominate  artery 
arises  from  the  arch  of  the  aorta.  The  left 
common  carotid  artery  arises  directly  from  the 
arch  of  the  aorta  between  the  left  subclavian 
artery  and  the  innominate  artery. 

The  vertebral  arteries  are  branches  of  the 
subclavian  arteries  and  are  of  particular  in- 
terest to  the  otologist.  After  they  have  joined 
to  form  the  basilar  artery,  the  two  internal 
auditory  arteries  are  formed  from  the  common 
trunk.  The  internal  auditory  artery  furnishes 
the  only  arterial  blood  supply  for  the  inner  ear. 
The  fact  that  the  same  basilar  artery  that  gives 
rise  to  the  internal  auditory  arteries  also  fur- 
nishes the  major  portion  of  blood  vessels  sup- 
plying the  vestibular  nuclei  is  most  significant. 

This  condensed  survey  leaves  the  thyroid  axis 
artery  (thyrocervical),  also  arising  from  the  sub- 
clavian, as  the  sole  remaining  arterial  channel 
for  supplying  the  head  and  neck  structures. 

Presented  as  a part  of  the  Fifth  Annual  Postgraduate 
Course  of  the  Oregon  Academy  of  Otolaryngology  and 
Ophthalmology  and  the  University  of  Oregon  Medical 
School,  Portland,  Oregon,  April  1 to  6,  1940. 

Read  before  the  Section  on  Otolaryngology  of  the 
Iowa  State  Medical  Society,  Des  Moines,  Iowa,  May  3, 
1940. 


It  seems  necessary  to  carry  the  description 
of  arterial  channels  a little  further.  The  com- 
mon carotid  artery  divides  on  both  sides  of  the 
neck  to  form  the  internal  and  external  carotid 
arteries. 

The  internal  carotid  artery  proceeds  di- 
rectly into  the  cranial  cavity.  It  gives  off 
only  a few  small  branches.  The  position  of 
the  internal  carotid  artery  is  lateral  to  the  ex- 
ternal carotid  artery.  In  its  course  the  in- 
ternal carotid  immediately  proceeds  to  a 
deeper  level  in  the  neck.  The  external  carotid 
artery  lies  mesial  to  the  internal  carotid  artery, 
and  this  commonly  used  nomenclature  may 
confuse  identification.  The  external  carotid 
artery  does  not  depend  alone  upon  its  position 
for  identification  since  it  is  easily  recognized 
by  the  sizable  arteries  that  arise  from  its 
trunk  near  the  bifurcation  of  the  common  caro- 
tid artery. 

The  division  of  the  common  carotid  artery 
into  the  internal  and  external  carotid  arteries 
occurs  near  the  superior  cornu  of  the  thyroid 
cartilage.  When  the  patient’s  head  is  turned 
away  from  the  surgeon  and  then  extended,  the 
bifurcation  of  the  common  carotid  artery  lies 
behind  and  a little  below  the  angle  of  the  jaw. 

The  external  carotid  artery  also  has  a bi- 
furcation. The  two  trunks  are  the  super- 
ficial temporal  artery  and  the  internal  maxil- 
lary artery.  Arising  from  the  external  carotid 
between  the  two  bifurcations,  i.e.,  that  of  the 
common  carotid  and  of  the  external  carotid, 
are  several  arterial  branches.  They  are  the 
superior  thyroid,  lingual,  external  maxillary, 
sternocleidomastoid,  occipital,  posterior  au- 
ricular, and  ascending  pharyngeal  arteries. 
The  first  two,  i.e.,  the  superior  thyroid  and 
lingual  arteries,  are  easily  located  and  ligated 
through  the  same  surgical  approach  used  for 
locating  the  bifurcation.  While  the  third 
artery,  the  external  maxillary,  can  be  ligated, 
it  is  a little  more  difficult  since  it  is  higher  and 
more  deeply  placed  than  the  lingual  and  supe- 
rior thyroid.  The  sole  function  of  the  sterno- 
cleidomastoid branch  seems  to  be  a blood  sup- 
ply to  the  muscle  of  the  same  name.  It  is  rela- 
tively unimportant. 

The  occipital  artery  supplies  blood  to  the 
muscles  and  other  structures  in  and  around  the 
ear.  The  posterior  auricular  artery  joins  the 
occipital  artery  in  supplying  blood  to  the  ear 
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structures.  It  is  probably  the  major  source  of 
supply. 

The  ascending  pharyngeal  artery  is  apt  to 
be  underestimated  in  its  importance,  and  when 
it  is  the  cause  of  hemorrhage  from  the  naso- 
pharynx a ligation  of  the  external  carotid 
artery  at  the  bifurcation  may  be  necessary. 
The  ascending  pharyngeal  artery  arises  near 
the  lingual  artery  and  proceeds  upward  be- 
tween the  external  and  nternal  carotid 
arteries,  then  changes  its  course  to  lie  between 
the  internal  carotid  artery  and  the  pharyngeal 
wall.  In  all  instances  where  a hemorrhage 
from  the  internal  carotid  artery  is  suspected, 
especially  when  the  hemorrhage  is  secondary 
to  a pharyngeal  infection,  it  is  wise  to  ligate 
the  ascending  pharyngeal  artery  before  tying 
the  internal  carotid  artery.  If  the  bleeding 
is  stopped  by  ligating  the  ascending  pharyn- 
geal artery,  a much  more  serious  ligation  of 
the  internal  carotid  artery  may  be  avoided. 
This  artery  supplies  the  pharynx,  palate,  and 
dura. 

The  internal  maxillary  artery  is  the  more 
important  of  the  two  terminal  branches  of 
the  external  carotid  artery  (superficial  tem- 
poral and  internal  maxillary).  It  arises  from 
the  bifurcation  of  the  external  carotid  artery 
located  just  inferior  to  the  lobule  of  the  ear 
where  the  internal  maxillary  artery  immedi- 
ately turns  forward  to  be  obscured  by  the 
ramus  of  the  jaw.  It  supplies  blood  to  the 
ear,  teeth,  muscles,  nasopharynx,  eye,  and 
adjoining  structures. 

The  middle  meningeal  artery  is  given  off 
early  in  its  course.  The  bleeding  encountered 
during  intracranial  operation  which  is  due  to 
injury  of  the  middle  meningeal  artery  can,  as 
a last  resort,  be  controlled  by  ligating  the  ex- 
ternal carotid  artery. 

An  important  branch  for  the  nose  and  throat 
surgeon  to  remember  is  the  sphenopalatine  or 
nasopalatine  artery.  This  branch  enters  the 
nose  through  the  sphenopalatine  foramen  and 
may  be  injured  during  operations  on  the 
sphenoid  sinus.  Again,  ligation  of  the  exter- 
nal carotid  artery  will  control  an  otherwise 
uncontrollable  hemorrhage.  Branches  from 
the  nasopalatine  artery  supply  the  nasal 
mucous  membrane,  and  the  trunk  proceeds 
across  the  inferior  surface  of  the  body  of  the 
sphenoid.  When  the  surgeon  contemplates 
removal  of  the  floor  of  the  sphenoid  sinus,  the 
nasopalatine  artery  should  be  ligated  as  a pre- 
cautionary measure. 

The  internal  carotid  artery  is  easily  identi- 
fied because  it  gives  rise  to  no  major  arterial 
branches  in  the  neck.  The  caroticotympanic 


branch  is  given  off  in  the  carotid  canal  to  sup- 
ply blood  for  the  middle  ear.  The  injury  of 
this  branch  by  a myringotomy  may  cause 
profuse  hemorrhage  which  is  difficult  to  con- 
trol. The  destruction  of  this  artery  leaves  an 
aperture  in  the  wall  of  the  middle  ear  which 
permits  pus  to  gain  access  to  the  pericarotid 
region.  This  pathway  to  the  cells  of  the  pe- 
trous pyramid,  cavernous  sinus  area  and  even 
the  cranial  fossa  without  the  necessity  of  mas- 
toid cell  infection  is  well  worth  remember- 
ing. 

A major  branch  of  the  internal  carotid 
artery  is  the  ophthalmic  artery.  It  is  of  es- 
pecial interest  to  the  otolaryngologist  because 
it  gives  rise  to  the  anterior  and  posterior 
ethmoidal  arteries.  The  posterior  ethmoidal 
artery  makes  its  exit  from  the  orbit  through 
the  posterior  orbital  foramen.  It  supplies 
blood  to  the  posterior  superior  part  of  the  nasal 
cavity.  The  ethmoidal  artery  passes  through 
the  anterior  ethmoidal  foramen  upon  the 
lamina  cribrosa  and  re-enters  the  nose  through 
the  lamina  cribrosa  to  supply  the  anterior  part 
of  the  nasal  cavity. 

The  anterior  ethmoidal  artery  serves  as  a 
useful  surgical  landmark.  According  to  the 
personal  statement  of  Dr.  Robert  E.  Buckley, 
the  anterior  ethmoidal  artery  indicates  the 
level  of  the  lamina  cribrosa.  It  is  safe  to  do 
surgical  procedures  on  the  ethmoid  cells  below 
this  level,  but  one  must  proceed  with  extreme 
caution  above  the  artery.  The  safe  way  is  to 
ligate  the  artery  as  soon  as  it  is  identified. 
At  least  a ligature  might  be  so  placed  that  the 
vessel  would  be  under  control.  When  the 
anterior  ethmoidal  artery  is  cut  it  is  apt  to 
retract  within  the  orbital  capsule,  causing  a 
hemotoma  or  bleeding  which  is  difficult  to 
control.  The  flow  of  blood  in  this  vessel  is 
from  the  orbit  into  the  nose.  Ligating  the 
internal  carotid  artery  is  the  court  of  last  re- 
sort. 

The  thyroid  axis  or  thyrocervical  is  another 
main  artery  supplying  blood  to  the  pharynx, 
esophagus,  and  trachea.  It  gives  off  the  in- 
ferior laryngeal  artery.  The  thyroid  axis 
being  a branch  of  the  subclavian  artery  makes 
the  common  carotid  and  the  subclavian  ar- 
teries the  two  major  sanguiducts. 

These  few  short  paragraphs  are  broad  maps 
that  have  served  me  well  as  a mental  assur- 
ance in  disturbing  situations.  Perhaps  no 
physician  in  otolaryngology  could  say  that 
he  had  never  been  disturbed  by  hemorrhage. 
Surgery  of  the  head  is  especially  susceptible 
to  the  complication  of  hemorrhage.  There- 
fore, it  behooves  all  of  us  to  acquaint  ourselves 
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with  all  methods  that  may  be  used  in  the  con- 
trol of  hemorrhage. 

The  Tonsillar  Fossa 

The  most  common  operation  in  otolaryn- 
gology is  a tonsillectomy.  The  most  common 
source  of  hemorrhage  in  otolaryngology  is 
the  tonsillar  fossa.  Under  many  circum- 
stances hemorrhage  from  the  tonsillar  fossa 
represents  a most  difficult  area  in  hemorrhage 
control. 

Perhaps  an  illustration  will  help  to  accen- 
tuate the  difficulty  encountered  in  control  of 
tonsil  bleeding.  A patient  upon  whom  a 
tonsillectomy  had  previously  been  performed 
started  bleeding  from  the  tonsillar  fossa. 
A special  tendency  toward  bleeding  had  been 
claimed.  Laboratory  tests  including  a blood 
Wassermann  test,  bleeding  time,  coagulation 
time,  and  an  examination  of  the  blood  plate- 
lets were  reported  as  being  normal.  The  oper- 
ation was  skillfully  performed,  and  a complete 
removal  of  the  tonsil  had  been  accomplished. 
All  the  bleeding  areas  were  ligated  at  the  time 
of  the  operation.  Some  hours  after  the  opera- 
tion a secondary  diffuse  hemorrhage  began. 
Repeated  trips  back  to  the  operating  room 
finally  resulted  in  the  control  of  the  bleeding. 
All  known  methods  had  been  tried  without 
success.  The  patient  was  so  exsanguinated 
that  repeated  transfusions  were  necessary. 
Medications  were  given  without  noticeable 
effect.  Practically  all  hope  for  the  patient’s 
recovery  had  been  abandoned  when  the  bleed- 
ing ceased. 

A peritonsillar  abscess,  when  incised,  may 
cause  profuse  bleeding  both  at  the  time  of  in- 
cision and  as  a postoperative  complication. 
Packing  with  iodoform  gauze  is  effective  in 
most  instances.  When  bleeding  persists,  the 
internal  carotid  artery  or  the  ascending 
pharyngeal  artery  may  have  to  be  ligated. 
Do  not  make  the  mistake  of  waiting  too  long. 
A sloughing  vessel  can  cause  death  quickly. 

The  methods  used  to  control  bleeding  from 
the  fossa  following  the  surgical  removal  of  a 
tonsil  are  varied.  They  are  selected  according 
to  the  experience  of  the  individual  surgeon. 
I have  tried  many  methods  and  many  medica- 
tions designed  to  stop  bleeding.  A few  simple 
facts  remain.  The  most  important  fact  is 
that  “bleeding  will  not  stop  until  enough  time 
has  passed  following  infliction  of  a surgical 
wound  to  allow  the  normal  clotting  functions 
of  the  blood  to  act.”  A gauze  tampon,  held 
in  the  fossa  by  means  of  a little  pressure,  con- 
trols bleeding  until  the  normal  coagulation 
process  becomes  effective.  Changing  the 


tampon  when  it  becomes  soiled  seems  to  help. 
Except  when  profuse  pulsating  hemorrhage 
occurs,  I do  not  attempt  to  stop  bleeding  by 
other  means  than  tamponage.  If  the  bleeding 
continues  after  the  waiting  period  (ten  min- 
utes) has  elapsed,  I grasp  the  bleeding  vessel 
with  a hemostat.  A slip  noose  is  made  from  a 
number  1 or  number  0 catgut  and  a hemostat 
fastened  on  the  nonsliding  strand.  This 
second  hemostat  guides  the  loop  over  the  end 
of  the  first  hemostat.  When  the  free  strand  is 
pulled  tight,  both  artery  clamps  are  removed. 
The  loose  ends  of  catgut  are  cut  at  a little 
distance  from  the  knot.  A time-saving  pro- 
cedure is  to  leave  the  folded  gauze  in  the  first 
tonsillar  fossa  while  the  second  tonsil  is  being 
removed.  The  first  operative  field  is  com- 
monly dry  by  the  time  the  operation  on  the 
second  is  completed. 

The  foregoing  remarks  apply  to  patients 
under  general  anesthesia.  Local  operations 
on  the  tonsils  are  seldom  followed  by  any 
hemorrhage  except  from  major  blood  vessels. 
These  should  be  ligated  at  once. 

Occasionally,  an  all-inclusive  suture  must 
be  placed  in  the  fossa  “purse-string  fashion” 
to  control  the  bleeding.  Another  fact  is  that 
“the  more  manipulation,  bruising,  and  lacera- 
tion of  tissue  during  the  operation,  the  greater 
the  postoperative  discomfort,  the  longer  the 
convalescence,  and  the  more  extensive  the 
slough.”  Finally,  “Never  allow  the  patient 
to  leave  the  operating  room  until  both  fossa 
are  absolutely  dry.”  Many  a night’s  rest 
will  be  preserved  by  observing  this  dictum. 

The  thought  of  postoperative  tonsil  hemor- 
rhage is  a disquieting  factor  for  ten  days  fol- 
lowing tonsillectomy.  We  may  consider  any 
persistent  bleeding  after  a patient  has  returned 
to  his  room  as  postoperative.  If  bleeding  oc- 
curs after  a tonsillectomy  under  local  anes- 
thesia, it  usually  starts  about  two  to  four 
hours  after  operation.  An  unusually  effective 
method  of  controlling  this  bleeding  is  by  in- 
jecting novocain  and  epinephrine  solution  in 
the  area  of  the  bleeding.  If  the  bleeding  is 
not  controlled,  at  least  the  subsequent  liga- 
tion or  manipulation  is  rendered  painless. 
The  same  procedure  may  be  used  in  cases  of 
hemorrhage  following  tonsillectomy  under 
general  anesthesia.  Posttonsillectomy  hemor- 
rhage, especially  in  minors,  is  best  handled  in 
the  operating  room.  A trial  effort  may  be 
made  to  control  bleeding,  but  if  any  difficulty 
is  encountered  return  the  patient  to  the  oper- 
ating room  and  tie  off  the  offending  vessel. 
I have  tried  many  methods  in  order  to  avoid 
giving  the  second  anesthetic.  They  usually 
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result  in  a thoroughly  angry  patient,  antago- 
nistic parents,  and  a complete  loss  of  emo- 
tional control  on  my  part.  Under  anesthesia, 
the  hemostasis  is  accomplished  painlessly  and 
in  an  expeditious  manner. 


Blood  Supply  of  the  Tonsil 
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Adenoid  Hemorrhage 

These  hemorrhages  can  be  serious.  For- 
tunately they  occur  more  often  as  the  result 
of  tissue  tags  left  hanging  at  the  time  of 
operation.  These  tags  or  remnants  of  tissue 
seem  to  act  as  wicks  that  cause  a slow,  un- 
noticed, prolonged  loss  of  blood.  Recurrent 
swallowing  either  before  or  after  the  patient’s 
recovery  from  the  anesthetic  should  be  an  im- 
portant warning  sign.  The  bleeding  is  easily 
controlled  in  most  instances  by  briskly  rubbing 
the  nasopharynx  with  a gauze-covered  finger. 
The  Yankauer  direct  vision  speculum  may  be 
used  to  locate  and  tie  any  blood  vessel  that 
continues  to  bleed.  The  need  to  use  tampons 
of  any  sort  is  rare.  Attacks  of  acute  otitis 
media  following  the  use  of  such  tampons  have 
caused  me  to  stop  using  them.  I avoid  the 
use  of  postnasal  plugs,  except  in  rare  instances, 
for  the  same  reason. 

The  area  in  which  the  adenoids  are  located 
represents  a danger  area  for  hemorrhage. 
Benign  and  malignant  tumors,  congenital 
cysts,  or  abscesses  that  have  escaped  observa- 
tion may  be  discovered  only  because  of  a pro- 
longed hemorrhage  following  adenoidectomy. 
This  bleeding  can  be  most  difficult  to  control. 
The  blood  supply  is  from  many  sources  and 
abundant.  The  naturally  abundant  blood 
supply  may  be  augmented  by  additional 
vessels  attendant  on  new  growth  or  prolonged 
inflammatory  processes.  In  using  an  electric 
nasopharyngoscope  to  view  the  posterior 
nasopharynx,  numerous  tortuous,  dilated, 
superficial  blood  vessels  will  frequently  be 
seen.  The  blood  vessels  that  supply  the  area 


include  the  external  and  internal  maxillary 
branches  of  the  external  carotid  artery  and 
the  pharyngeal  branch  of  the  subclavian  ar- 
tery, the  two  main  arterial  trunks  furnishing 
the  blood  supply  of  the  head.  They  are  in- 
deed a formidable  array  and  hold  a good 
reason  for  occasionally  resorting  to  radiation 
therapy  in  preference  to  surgery  when  the 
decision  rests  in  timid  hands. 

Dr.  John  F.  Erdman  used  a procedure  and 
an  expression  in  relation  to  malignant  growths 
in  the  head  which  have  common-sense  appeal. 
The  procedure  deprived  the  growth  of  its 
blood  supply  or,  as  he  expressed  it,  “starved” 
the  growth.  This  starving  process  has  three 
good  features.  One  is  the  advantage  gained 
when  an  operation  becomes  necessary.  Sec- 
ond, radiation  is  more  effective.  Third,  there 
is  a practical  elimination  of  any  danger  from 
a possibly  fatal,  spontaneous  hemorrhage. 

Because  of  the  varied  locations  through 
which  the  arteries  pass  and  the  difference  in 
their  main  source  of  supply,  this  starving 
process  would  be  of  less  value  in  the  naso- 
pharynx than  in  other  locations  for  malig- 
nancies of  the  head. 

Hemorrhage  from  the  Septum 

The  common  “nose  bleed”  usually  arises 
from  the  Hesselbach’s  area  of  the  nasal  sep- 
tum. The  point  of  bleeding  is  easily  located 
and  cauterized.  Chemical  or  electrical  cau- 
tery is  effective.  In  elderly  people  it  is 
always  necessary  to  determine  the  blood  pres- 
sure and  the  condition  of  the  arteries.  Chemi- 
cal examination  of  the  blood  is  advisable. 
Nasal  hemorrhage  in  the  aged  may  be  dif- 
ficult to  control.  Recurrences  are  frequent 
and  portend  trouble  in  other  locations  be- 
sides the  nose.  Nasal  hemorrhages  are  a 
frequent  accompanying  feature  of  adoles- 
cence and  the  menstrual  period  in  the  woman. 
Local  hemostasis  must  be  followed  by  a cor- 
rection of  glandular  maladjustment. 

Traumatism  of  the  nose  causes  septal  bleed- 
ing, and,  although  this  type  is  accompanied 
by  an  unbalanced  emotional  situation,  the 
bleeding  stops  spontaneously.  Nasal  packs 
should  be  avoided,  but  they  are  sometimes 
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necessary  to  control  prolonged  nasal  bleeding 
due  to  traumatism.  Simple  prolonged  pres- 
sure is  effective  in  most  “nose  bleeds.”  Sep- 
tal bleeding  may  be  severe,  recurrent,  and  de- 
pleting. A submucous  resection  of  the  nasal 
septum,  strangely  enough,  will  prove  effec- 
tive in  these  cases.  It  is  understood  that  the 
operative  technic  includes  the  removal  of  the 
incisor  crest  of  the  palatine  process  of  the 
superior  maxillary  bone.  This  crest  houses 
the  incisive  canals  and  the  terminal  branch  of 
the  nasopalatine  artery.  Also,  during  opera- 
tion it  may  be  necessary  to  deal  with  bleeding 
from  this  area.  Two  methods  of  control  are 
effective.  One  is  to  place  a blunt  instrument 
over  the  bony  opening  and  give  the  instrument 
a sharp  tap  with  a hammer.  Second,  squeeze 
the  crest  with  a Lutz  forceps.  Do  not  apply 
enough  pressure  to  bite  through  the  bone. 
The  usual  type  of  bone  wax  may  be  used,  but 
it  is  difficult  to  manipulate. 

Hemorrhage  during  operation  may  be  an- 
noying but  it  seldom  reaches  alarming  propor- 
tions. Lacerated  “flaps”  probably  cause 
most  of  the  bleeding.  Postoperative  hemor- 
rhage may  be  troublesome.  Packing  is  the 
most  efficient  control.  If  a hematoma  has 
formed  between  the  flaps,  it  must  be  evacuated 
before  either  a good  result  or  the  cessation  of 
bleeding  can  be  expected.  Many  surgeons 
incise  one  flap  along  the  floor  in  order  to  obtain 
proper  drainage  for  any  blood  that  might  col- 
lect. This  incision  must  be  far  enough  an- 
terior to  miss  the  posterior  septal  branch  of 
the  sphenopalatine  artery.  Hematomas  and 
septal  abscesses  are  prevented  by  a drainage 
incision.  The  lacerated  condition  of  the 
“flaps”  following  some  submucous  resections 
make  further  drainage  superfluous. 

Vasoline  gauze  still  remains  the  dressing  of 
choice  to  prevent  postoperative  bleeding. 
Many  ingenious  devices  have  been  tried  to 
obviate  the  use  of  gauze,  but  they  have  proved 
less  desirable  for  me.  Also,  I have  had  more 
complications  when  no  effort  was  made  to 
hold  the  “flaps”  in  apposition. 
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Sphenoid  Hemorrhage 

The  sphenoid  sinus  is  rightly  considered  as 
being  in  a field  potentially  dangerous  because 
of  hemorrhage.  The  sphenopalatine  artery 


crosses  the  nasopharynx  in  the  mucous  mem- 
brane covering  the  roof  of  the  nasopharynx 
which  forms  the  floor  of  the  sphenoid  sinus. 

The  internal  carotid  artery  may  be  partially 
or  completely  exposed  in  its  course  past  the 
sphenoid  cavity.  The  bony  canal  of  the  in- 
ternal carotid  artery  may  encroach  on  the 
space  of  the  normal  sphenoid.  Any  major 
injury  to  the  internal  carotid  artery  can  re- 
sult in  death  from  hemorrhage  before  control 
can  be  established.  A sphenoid  sinus  filled 
with  bleeding  granulation  tissue,  in  addition 
to  an  injured  sphenopalatine  or  carotid  artery, 
is  a situation  to  cause  a tremor  in  the  legs 
of  the  most  intrepid  surgeon.  A ligature 
around  the  common  carotid  artery  is  the  only 
hope. 

The  Maxillary  Sinus  Hemorrhage 

This  type  of  hemorrhage  may  be  the  most 
difficult  to  discover  and  requires  radical  meas- 
ures to  control.  Spontaneous  bleeding  may 
occur  from  granulation  tissue  or  malignancy. 
Such  a simple  operative  procedure  as  a “win- 
dow opening”  or  antrotomy  may  cause  in- 
jury to  the  palatine  artery.  The  course  of 
this  artery  varies,  reaching  a point  so  far  for- 
ward that  the  usual  removal  of  bony  antral 
wTall  would  include  the  artery.  Packing  with 
pressure,  mutilation  of  the  bony  canal,  pinch- 
ing the  bone  with  a strong  forceps  and  local 
application  of  epinephrine  may  all  be  tried  but 
sometimes  without  results. 

Operations  performed  on  the  antrum  are 
frequently  accompanied  by  a profuse  general 
bleeding.  When  the  pathologic  contents  of 
the  antrum  have  been  removed,  this  bleeding 
stops.  A Caldwell-Luc  operation  is  the  only 
procedure  that  will  stop  the  spontaneous 
hemorrhage  caused  by  granulation  tissue  in 
the  antrum.  There  should  always  be  a close 
scrutiny  for  malignancy  of  any  patient  who  is 
subject  to  recurrent  unlocalizable  nasal 
hemorrhage. 

Blood  Supply  of  the  Maxillary  Sinus 
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Hemorrhage  from  Ethmoid  Sinuses 

Spontaneous  hemorrhages  from  the  eth- 
moidal cells  occur  also  from  necrosing  granula- 
tion tissue  and  malignancies.  This  statement 
does  not  eliminate  the  possibility  of  syphilis  as 
a cause,  but  it  is  uncommon.  Again,  packing 
is  the  court  of  first  resort  with  ligation  the 
last. 
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Two  types  of  operation  are  performed  on 
diseased  ethmoid  cells.  One  approach  is 
intranasal  and  the  other  is  external.  The 
intranasal  operation  has  the  disadvantage 
of  poor  visualization  with  which  to  locate 
bleeding  points.  One  must  resort  to  frequent 
rest  periods  attendant  on  packs,  moistened  in 
hemostatic  solutions,  which  diminish  the  ob- 
scuring blood.  The  surgeon  seldom  is  forced 
to  ligate  major  vessels,  although  logically  it 
would  seem  to  be  a frequent  necessity.  The 
important  arteries  encountered  in  ethmoid 
surgery,  i.e.,  the  anterior  and  posterior  eth- 
moid arteries,  seem  to  escape  injury  when  the 
surgeon  knows  his  anatomic  relations.  Anom- 
alies do  occur,  and  their  damage  in  this  in- 
stance is  excusable.  If  a surgeon  finds  he  has 
injured  the  anterior  ethmoidal  artery,  he 
should  realize  he  is  working  in  dangerous 
territory.  This  artery  marks  the  level  of  the 
cribriform  plate  of  the  ethmoid. 

External  operations  on  the  ethmoid  sinus 
have  the  advantage  of  much  better  visualiza- 
tion. The  anterior  ethmoidal  artery  especially 
is  easy  of  access  and  readily  ligated.  It  is 
policy  to  preserve  this  artery  as  a landmark. 
Fortunately,  intranasal  operations  are  losing 
some  of  their  popularity.  More  surgeons  are 
favoring  the  external  procedure.  One  im- 
portant reason  for  this  change  is  the  improved 
cosmetic  results  obtained  by  skillful  surgeons. 

After  the  operation  is  finished,  all  bleeding 
is  controlled  before  the  patient  leaves  for  his 
room.  Packing  is  used  only  if  absolutely  nec- 
essary to  control  bleeding.  If  packing  is  used, 
it  is  removed  as  soon  as  possible.  Some  sur- 
geons believe  that  packing  increases  the 
chances  of  complications. 

Frontal  Sinus  Hemorrhage 

This  is  a rare  occurrence.  Intranasal  opera- 
tions on  the  frontal  sinus  are  not  popular. 
This  is  largely  because  the  end  results  have 
been  less  than  satisfactory.  The  danger  of 
operative  or  postoperative  hemorrhage  has, 
therefore,  diminished.  In  the  external  opera- 
tion the  entire  field  is  easily  seen,  and  any 
bleeding  area  may  be  controlled.  Since  most 
surgeons  who  perform  operations  on  the  fron- 
tal sinuses  include  the  ethmoids  as  part  of 
their  technic,  the  common  blood  supply  will  be 
stated. 


Blood  Supply  of  the  Frontal  and  Ethmoid  Sinuses 
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General  Nasal  Hemorrhage 

Blood  dyscrasias  may  be  the  cause  of  nasal 
bleeding.  A thorough  examination  of  the 
blood  is  the  diagnostic  measure  employed,  and 
at  the  same  time  it  indicates  the  proper  treat- 
ment. Only  one  note  will  be  mentioned  re- 
garding blood  examinations.  I have  discon- 
tinued the  routine  tests  for  coagulation  and 
bleeding  time.  If  the  patient  or  parent  re- 
quests these  tests,  they  are  done  for  self-pro- 
tection.  Occasionally,  a previous  history  of 
uncontrolled  bleeding  warrants  the  tests  being 
done.  My  reason  for  this  decision  is  purely 
the  result  of  an  impression.  If  my  impression 
is  correct,  there  is  no  relation  between  the 
patients  who  bleed  and  the  ordinary  tests  used 
to  predetermine  their  bleeding  capacity.  The 
one  exception  is  that  rare  patient,  a true  hemo- 
phyliac.  Tags  or  remnants  of  tissue,  untied 
blood  vessels  or  those  whose  ligatures  have 
slipped,  sloughing  of  tissue  or  overexertion 
most  frequently  cause  bleeding. 

Aural  Hemorrhage 

Bleeding  from  the  ear  may  be  spontaneous, 
may  be  the  result  of  injuries  to  the  head,  or 
may  be  caused  by  operations.  The  proximity 
of  the  carotid  artery  anterior  and  the  jugular 
vein  posterior  and  inferior  offers  a real  oppor- 
tunity for  critical  consequences  following  sur- 
gery in  this  location.  Dehiscences  occur  in 
the  bony  partitions  separating  the  major 
vessels  from  the  middle-ear  cavity.  These 
dehiscences  may  be  caused  by  many  types  of 
bony  defect.  The  openings  for  nerves,  blood 
vessels,  and  cells  are  normal  examples.  A 
simple  myringotomy  may  injure  a blood  ves- 
sel, and  this  will  demand  a major  emergency 
procedure.  It  is  most  fortunate  that  tampon- 
age  will  control  most  bleeding  from  this  area. 
One  word  of  caution:  the  ear  should  not  be 
touched  when  the  history  of  head  injury  leads 
the  examiner  to  believe  there  is  a fracture  of 
the  base  of  the  skull.  Secondary  infection  with 
a subsequent  meningitis  is  a real  danger. 

The  sigmoid  sinus  and  its  emissary  vein  are 
the  only  blood  vessels  that  are  apt  to  cause 
disturbing  hemorrhage  during  mastoid  sur- 
gery. Postoperative  bleeding  may  also  be  due 
to  a sloughing  of  the  vessel  walls.  The  worst 
part  of  an  accidental  injury  to  the  vein  wall 
during  operation  is  the  momentary  shock  for 
the  surgeon.  The  quick  rush  of  blood  which 
follows  an  injury  to  the  vein  is  quite  alarming. 
Pressure  effects  complete  control.  Even  the 
finger  placed  lightly  on  the  vein  will  control 
bleeding  if  the  opening  in  the  vein  wall  is 
small.  Muscle  tissue,  flat-folded  iodoform 
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Blood  Supply  of  the  Ear 
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gauze,  or  a Vaseline-covered,  cotton  “blowout 
patch”  have  all  proved  effective  in  controlling 
the  hemorrhage  from  the  smaller  injuries.  If 
necessary,  the  vein  may  be  completely  blocked 
off  by  an  adequate  pressure.  Bleeding  from 
the  emissary  vein  is  easily  stopped  by  the  bone 
wax. 

Minor  bleeding,  which  is  annoying  but  not 
dangerous,  may  occur  during  operation.  An 
artery  in  the  floor  of  the  middle  fossa  in  the 
epitympanic  or  epiantral  region  may  be 
troublesome.  Removing  the  dural  plate 
with  the  enclosed  artery  is  effective  in  stop- 
ping the  bleeding.  Granulation  tissue  in  the 
mastoid  and  middle  ear  may  bleed  rather  pro- 
fusely, but  the  bleeding  ceases  after  the  patho- 
logic tissue  is  removed. 

Postoperative  bleeding  from  granulations 
may  be  serious.  On  two  occasions  I have  had 
to  control  serious  postoperative  bleeding  from 
the  mastoid  wound  when  granulation  tissue 
was  the  cause.  On  both  of  these  occasions  the 
bleeding  was  sufficiently  profuse  to  demand 
transfusions.  The  bleeding  was  stopped  by 
reopening  the  mastoid  wound  and  wiping  out 
the  granulations.  No  bleeding  vessel  was  tied 
or  seen  in  either  case.  The  bleeding  ceased 
immediately  and  did  not  recur  in  either  in- 
stance. 

This  type  of  hemorrhage  must  not  be  con- 
fused with  the  rapid  and  most  dangerous 
bleeding  that  ensues  after  sloughing  of  the 
sigmoid  sinus  wall.  Immediate,  complete 
opening  of  the  mastoid  wound  plus  local  pres- 
sure until  the  sinus  can  be  obstructed  at  both 
ends  is  apt  to  prove  a real  lifesaving  meas- 
ure. Ligation  of  the  jugular  vein  is  not  in- 
dicated because  it  will  increase  venous  pres- 
sure. 

Unless  the  patient  is  extremely  exsanguin- 
ated, no  transfusion  should  be  given  until  the 


surgeon  is  reasonably  sure  that  the  vascular 
channels  will  stand  the  increased  pressure. 
Small  transfusions  should  be  given  as  soon  as 
it  is  reasonably  safe. 

I have  seen  2 cases  of  venous  aneurysm  in 
and  around  the  ear.  They  are  uncommon  but 
offer  a real  danger  to  the  patient.  Many 
methods  of  curing  these  aneurysms  have  been 
tried  without  conspicuous  success.  Their 
tendency  to  recur  circumvents  surgery  and 
radiation  is  not  entirely  satisfactory. 

Laryngeal  Hemorrhage 

Hemoptysis  has  been  almost  synonymous 
with  pulmonary  tuberculosis.  Since  direct 
endoscopy  has  reached  its  present  perfection, 
a thorough  examination  of  the  respiratory 
tract  is  possible.  Now,  any  bleeding  point 
accessible  to  the  newer  methods  can  be  lo- 
cated exactly  and  treated.  Bleeding  fre- 
quently occurs  from  ruptured  blood  vessels, 
ulcerations,  and  growths  in  the  larynx.  Ex- 
cept for  the  major  bleeding,  these  areas  can 
be  directly  treated  by  cautery  or  coagulation. 
Aspirations  on  the  structure  of  the  larynx  are 
no  longer  the  formidable  procedures  they  were 
before  direct  suction  could  be  applied  to  keep 
the  field  clear  of  blood. 

Spontaneous  hemorrhages  in  the  larynx 
have  caused  death  through  drowning  or  as- 
phyxiation. Unfortunately,  the  blood  supply 
of  the  larynx  is  from  widely  separated  sources, 
and  quick  location  of  the  responsible  artery  is 
difficult.  Fortunately,  the  same  incision  used 
for  a tracheotomy  may  be  so  revised  that  ex- 
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posure  of  the  major  blood  vessels  is  less  dif- 
ficult. Fatal  postoperative  hemorrhage  fol- 
lowing laryngectomy  may  also  be  explained 
on  the  basis  of  this  same  inaccessible  and  di- 
versified blood  supply.  Modern  technic  used 


in  laryngectomy  makes  these  operations  prac- 
tically bloodless.  Postoperative  hemorrhage, 
however,  occurs  too  frequently  as  a complica- 
tion. 

121  East  60th  Street 


PM  ALLERGIC 

Some  years  ago  I went  to  see 
A doctor  where  I live 

About  some  blotches  on  my  skin. 

Says  he,  “You’re  sensitive.” 

Still  later  when  my  breath  got  short 
Says  Doctor  B.:  “You  must 

Completely  segregate  yourself 
From  any  sort  of  dust.” 

My  nose  then  gave  secretions  which 
Was  far  beyond  my  needs; 

“It’s  pollen  does  it,”  I was  told. 

“Allergic  to  some  weeds.” 

My  headache  too,  it  seems,  was  due 
To  paint  containing  lead; 

Just  being  sensitive  to  it 
Made  hives  inside  my  head. 

So  now  I shy  this  way  and  that 
Afraid  to  breathe  or  eat, 

Since  pains  in  joints  and  tummy  too 
Come  from  my  love  for  meat. 

I wander  up  and  down  the  world 
In  search  of  something  new, 

It  seems  I’m  sensitive  to  starch 
And  fats  and  proteins  too. 

I’ve  lived  for  years  on  liquid  food 
But  now  I’m  through  I fear — 

Today  they  say  I’m  sensitive 
To  whiskey,  gin,  and  beer. 

— Bulletin,  Academy  of  Medicine  of  Cleveland 


WEEDING  THEM  OUT 

“More  than  5,000  cases  of  syphilis  have  al- 
ready been  found  among  Selective  Service  candi- 
dates,” Assistant  Surgeon  General  R.  A.  Vonder- 
lehr  of  the  United  States  Public  Health  Service 
said  at  a Regional  Conference  on  Social  Hygiene 
and  National  Defense  in  St.  Louis.  He  pre- 
sented the  findings  of  a preliminary  tabulation 
of  120,000  blood  tests  and  physical  examinations 
for  syphilis  performed  on  Selective  Service  can- 
didates in  twenty-three  states  during  November 
and  December,  1940. 

Rates  among  the  states  range  from  7 to  114 
per  1,000  men  examined,  Dr.  Vonderlehr  re- 
ported. He  divided  the  twenty-three  states  into 
four  groups  according  to  the  extent  of  the 
syphilis  problem  they  presented. 

“It  will  be  noticed,”  the  Assistant  Surgeon 
General  pointed  out,  “that  the  two  groups  with 
the  highest  average  rates  are  composed  of 
southern  states.  Comparison  shows  that  they 
also  were  among  those  states  which  had  the 
highest  syphilis  rates  for  men  drafted  in  the  last 
World  War.”  New  York  State  is  in  group  II, 
with  an  average  rate  of  19  per  1,000. 


LINE  FORMS  THIS  SIDE 
Ad  detected  by  R.  D.  in  the  Cleveland  Plain 
Dealer — VIVACIOUS  blond:  Reliable,  energetic; 
desires  work  in  doctor’s  or  dentist’s  office. 
LA  2893.  — J.A.M.A. 


THE  “YOUNG”  PHYSICIANS 

The  young  practitioner  may  be  surprised  to 
find  that  the  alert  and  progressive  physician  in 
his  community  is  not  necessarily  his  classmate 
nor  one  who  has  been  in  practice  four  or  five 
years.  He  may  be  the  professor  under  whom 
he  studied  at  medical  school  or  the  white-haired 
doctor  around  the  corner,  observes  the  editor  of 
Medical  Annals  of  the  District  of  Columbia. 

Mental  youthfulness  has  little  to  do  with 
years.  It  is  a quality  that  some  men  have 
and  others  do  not.  A young  man  can  be  as 
intolerant,  selfish,  and  conservative  as  a sixty- 
year-old.  On  the  other  hand,  the  mature  in- 
dividual may  find  each  day  a new  adventure, 
giving  zest  and  significance  to  life. 


BRITISH  “CURE”  FOR  NAZIS 

British  physicians  are  giving  captured  Nazis 
a dose  of  their  own  medicine,  according  to  the 
English  magazine  Aeroplane.  The  “cure”  origi- 
nated, the  periodical  states,  when  an  especially 
arrogant  German  pilot  was  brought  into  a base 
hospital.  Although  badly  shot,  he  persisted  in 
telling  the  staff  what  he  thought  of  English 
medical  science. 

The  doctors  said  nothing.  They  stitched 
and  dressed  his  wounds;  gave  him  a blood 
transfusion.  Then,  when  he  was  comfortably 
settled  in  bed,  they  told  him:  “Now,  my  lad, 
you  have  two  pints  of  good  Jewish  blood  in 
you.  We  hope  it  will  improve  your  manners.” 
This  time  it  was  his  turn  to  be  silent. 


THE  TELLURITE  TEST  FOR  THE  DIAGNOSIS  OF  DIPHTHERIA 


Morris  S.  Stern,  M.D.,  San  Fernando,  California,  and  M.  Bernard  Brahdy,  M.D., 
Mount  Vernon,  New  York 


IN  1938  Manzullo  of  the  Bacteriologic  In- 
stitute of  the  National  Department  of 
Hygiene  at  Buenos  Aires  reported  a method 
for  the  diagnosis  of  pharyngeal  diphtheria 
which  required  only  ten  minutes.1  He  ob- 
served that  pieces  of  diphtheritic  membrane 
that  were  incubated  in  a blood-tellurite  me- 
dium turned  black.  Subsequently,  he  applied 
a 2 per  cent  solution  of  potassium  tellurite 
directly  to  the  diphtheritic  membrane  in  situ 
and  found  that  in  almost  all  cases  it  turned 
black  or  gray  in  ten  minutes.  When  the  tellu- 
rite solution  was  applied  to  nondiphtheritic 
membranes  no  change  in  color  occurred. 

These  important  observations  were  con- 
firmed in  this  country  by  Fox,  Rhoades,  and 
Lack.2  However,  several  reports  from  Eng- 
land and  Africa3-4*5  failed  to  substantiate 
Manzullo ’s  contribution.  They  found  that 
from  16  to  21  per  cent  of  the  diphtheria  cases 
failed  to  give  a positive  test.  On  the  other 
hand,  the  same  authors,  as  well  as  Tomlin,6 
found  that  from  36  to  55  per  cent  of  their  cases 
with  nondiphtheritic  membranes  gave  a posi- 
tive test. 

In  a letter  to  the  British  Medical  Journal 
Tynan,7  of  Dublin,  commented  on  his  results 
in  75  cases.  He  obtained  13  per  cent  false  nega- 
tive tellurite  tests  in  54  cases  of  diphtheria  and 
52  per  cent  false  positive  tests  in  21  control 
cases.  Woodcock,  of  Leeds,  England,  studied 
200  cases  with  a membrane  or  exudate  and 
also  reported  his  results  in  a letter  to  the 
same  journal.8  He  stated  that  one  must  con- 
clude that  the  tellurite  test  is  of  no  real  help 
to  the  clinician. 

Procedure 

We  tried  the  tellurite  test  at  the  Willard 
Parker  Hospital  during  1938  and  1939.  The 
technic  outlined  by  Manzullo  was  carefully 
followed.  A fresh  2 per  cent  solution  of  potas- 
sium tellurite  was  prepared  every  thirty  days. 
A cotton  swab  dipped  in  the  solution  was  ap- 
plied to  the  membrane,  care  being  taken  not 
to  touch  the  tongue.  No  patient  who  had 
used  a gargle  or  local  application  of  peroxide, 

From  the  Willard  Parker  Hospital;  Bureau  of  Labora- 
tories, Department  of  Health,  New  York  City,  and  the 
Department  of  Pediatrics,  Cornell  University  Medical 
College. 

Senior  resident  physician  (formerly)  and  attending 
physician,  respectively,  Willard  Parker  Hospital. 


tannic  acid,  or  methylene  blue  was  included  in 
the  series.  The  membrane  was  observed  for 
change  in  color  ten  minutes  and  again  thirty 
minutes  after  application  of  the  tellurite  solu- 
tion. 

Each  case  received  careful  bacteriologic  in- 
vestigation before  and  after  the  tellurite  test 
was  performed.  Loffler  cultures  were  sent  to 
each  of  three  laboratories,  and  virulence  tests 
by  the  guinea-pig  method  were  made  in  nearly 
all  cases  from  which  Corynebacterium  diph- 
theriae  was  recovered.  In  addition,  a report 
was  made  of  the  other  organisms  present  in  the 
culture.  The  results  are  tabulated  in  Tables  1 
and  2. 

Material  and  Results 

Only  patients  who  had  an  easily  visualized 
membrane  and  who  had  not  used  a gargle  or 
local  application  before  admission  were  sub- 
jected to  the  tellurite  test.  All  cases  tabulated 
as  diphtheritic  had  one  or  more  cultures  show- 
ing C.  diphtheriae,  and  most  of  them  had  a 
positive  virulence  test.  Cases  tabulated  as 
nondiphtheritic  controls  had  a tonsillar  mem- 
brane from  which  all  cultures  (repeated  on 
successive  days)  were  negative  for  C.  diph- 
theriae. The  percentage  of  bacteriologically 
missed  cases  of  diphtheria  was  reduced  to  a 
minimum  by  taking  repeated  cultures.  These 
strict  criteria  reduced  considerably  the  num- 
ber of  cases  used  for  statistical  evaluation. 

There  were  30  cases  of  diphtheria  in  7 of 
which  the  tellurite  test  was  negative,  giving  a 
false  negative  error  of  23*per  cent.  This  agrees 
with  the  error  found  in  the  larger  series  (Table 
3)  reported  by  Tombleson  and  Campbell  (17 
per  cent),  Cooper  and  his  co-workers  (23  per 
cent),  and  Murray  (21  per  cent).  Other 
organisms  isolated  from  the  throat  cultures  in 
addition  to  C.  diphtheriae  were  Streptococcus 
viridans,  Str.  hemolyticus,  Staphylococcus 
albus.  There  was  no  correlation  between  the 
presence  of  these  organisms  and  the  result  of 
the  tellurite  test. 

Our  nondiphtheritic  control  group  included 
17  cases  of  tonsillitis,  2 cases  of  infectious 
mononucleosis,  and  1 of  Vincent’s  angina. 
In  these  20  cases,  from  which  C.  diphtheriae 
could  not  be  isolated,  the  tellurite  test  was 
positive  in  10,  giving  a false  positive  error  of 
50  per  cent  (Table  2).  This  agrees  with  the 
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TABLE  1. — Tellurite  Test  in  Thirty  Cases  of  TABLE  3. — Tellurite  Test  Results  Reported  in 
Diphtheria  the  Literature 


Number  . — Tellurite  Test — » False 

of  Cases  Positive  Negative  Negative  Error 
30  23  7 23% 


TABLE  2. — Tellurite  Test  in  Twenty 
Nondiphtheritic  Cases 

Number 

Fa,lse 

of 

Tellurite  Test 

Positive 

Diagnosis 

Cases 

Positive  Negative 

Error 

Acute  tonsillitis 

17 

9 

8 

Infectious  mono- 

nucleosis 

2 

1 

1 

Vincent’s  angina 

1 

0 

1 

Total 

20 

10 

10 

50% 

results  of  Murray5  and  those  from  England.3,4’6 
The  predominating  organisms  found  in  the 
throats  of  the  nondiphtheritic  cases  included 
Str.  hemolyticus,  Str.  viridans,  Staph,  albus, 
Staph,  aureus,  and  Vincent’s  organisms. 
Staphylococci  were  isolated  more  often  than 
in  the  diphtheritic  group.  There  was  no  cor- 
relation between  the  bacteria  found  and  the 
result  of  the  tellurite  test. 

Comment  and  Summary 

Reports  from  widely  separated  localities 
fail  to  confirm  the  accuracy  of  the  tellurite 
test.  Our  results  show  a false  negative  error 
of  23  per  cent  in  bacteriologically  proved  cases 
of  diphtheria  and  a false  positive  error  of  50 
per  cent  in  nondiphtheritic  cases.  Numerous 
organisms,  including  staphylococci  and  strepto- 
cocci, reduce  tellurite  salts  in  culture  mediums 
producing  black  or  gray  colonies.  The  pres- 
ence of  these  bacteria  in  the  throat  probably 
interfere  with  the  tellurite  test  as  an  aid  in  the 
diagnosis  of  diphtheria.  It  has  been  suggested 
that  the  type  of  C.  diphtheriae  found  in  dif- 
ferent localities  might  account  for  some  of  the 
false  results  with  the  tellurite  test.  We  did 
not  subtype  our  cultures,  but  from  the  reports 
of  the  authors  cited  above3’5'8  it  seems  that  the 
results  do  not  depend  upon  the  type  of  organ- 
ism present.  Murray5  pointed  out  that  the 
incidence  of  the  gravis  strain  varied  between 
10  and  93  per  cent  in  the  different  series  of 
diphtheria  cases  reported.  Murray  agreed 
with  Tomlin  that  the  type  of  C.  diphtheriae 

IT’S  A SMART  COUNTRY,  FOLKS 

An  Englishman  was  visiting  Milwaukee,  re- 
ports the  Milwaukee  Medical  Times , and  while 
driving  along  the  highway,  saw  a large  sign, 
“Drive  slow.  This  means  you!” 

The  Englishman  stopped  in  surprise  and 
exclaimed,  “My  word!  How  did  they  know  I 
was  here?” 


✓ — Diphtheria  Cases — . 

False 
nega- 
Tellu-  tive 
rite  error 

-—Control  Cases— ^ 
False 
posi- 
Tellu-  tive 
rite  error 

Authors 

No. 

test, 

in 

No. 

test. 

in 

and 

of 

nega- 

per- 

of 

posi- 

per- 

Location 
Manzullo, 
B u e n o s 

cases 

tive 

centage 

cases 

tive  centage 

Aires 

Fox, Rhoades, 
and  Lack, 
Evanston, 

40 

3 

7 

35 

0 

0 

Illinois 

Tomlin,  Lei- 
cester, Eng- 

17 

0 

0 

10 

1 

10 

land 

Tombleson 
and  Camp- 
bell, Eng- 

28 

0 

0 

15 

9 

60 

land 

Murray, 
Johannes- 
burg, South 

130 

22 

17 

47 

22 

47 

Africa 

Cooper,  Bris- 
tol, Eng- 

32 

5 

16 

30 

11 

36 

land 

Present 

report, 

57 

13 

23 

27 

15 

55 

New  York 

30 

7 

23 

20 

10 

50 

had  no  effect  on  the  results  of  the  tellurite  test. 

We  concur  with  Tombleson  and  Campbell3 
who  state  that  “in  view  of  these  serious  objec- 
tions, reliance  cannot  be  placed  on  the  im- 
mediate tellurite  test  in  confirming  or  exclud- 
ing a clinical  diagnosis  of  diphtheria  and  it 
cannot  replace  bacteriologic  methods  at 
present  in  use.”* 


We  wish  to  thank  Dr.  R.  S.  Muckenfuss, 
director  of  the  Bureau  of  Laboratories  of  the 
New  York  City  Department  of  Health,  for  his 
helpful  cooperation.  Miss  Alice  Mann  of  the 
Bureau  of  Laboratories  prepared  the  tellurite 
solution  and  did  much  of  our  bacteriology. 
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THE  BATHTUB  PERIL 

“Safe  as  at  home”  is  an  old  saying,  but  more 
accidents  happen  in  the  home  than  in  a factory. 
According  to  statistics  quoted  in  the  Medical 
Record , the  home  bathtub  is  a thousand  times 
more  dangerous  than  a railway  train  and  200 
times  more  dangerous  than  a flight  in  a passenger 
plane. 


THE  PRESCRIPTION  FOR  THE  SKIN 

Herman  Goodman,  M.D.,  New  York  City 


SINCE  1898,  in  New  York  State,  the  ex- 
amination for  medical  practice  has  not  in- 
cluded tests  on  pharmacy  or  prescription 
writing.  The  medical  colleges  have,  therefore, 
not  stressed  this  important  phase  of  medicine. 
An  entire  generation  of  physicians  has  not 
been  trained  to  write  any  prescription  in  the 
old-fashioned  sense.  Then  there  is  a steady 
increase  in  physical  methods  in  treatment  of 
skin  ailments:  the  ultraviolet  emanators,  the 
x-ray,  short  wave,  grenz  ray,  and  whatnot  have 
displaced  the  written  prescription  on  the 
pharmacy.  Third,  the  improvement  in  cos- 
metics and  the  encroachment  of  the  field  of 
medicine  we  call  dermatology  instead  of  der- 
matopathology  by  the  beauticians,  barbers, 
and  purveyors  of  miscalled  cosmetics  has 
made  the  physician  dermatologist  conscious 
of  his  shortcomings  in  prescription  prepara- 
tions. He  hesitates  to  compete  with  the  fin- 
ished product  of  the  manufacturer  which  lies 
on  the  counter  of  the  pharmacy.  Fourth,  the 
large-scale  pharmacy  agency  impresses  him 
with  the  value  of  its  products  which  have  trade 
names  easy  to  remember,  and  still  easier  to 
write.  Fifth,  we  list  a growing  tendency  for 
dispensing  under  one  or  another  guise,  as 
coded  prescriptions;  products  with  pharmacy 
labels  delivered  at  the  specialist’s  office  to  the 
patient;  one-pharmacy  prescriptions;  etc. 

We  have  neither  the  time  nor  the  inclination 
to  offer  remedies  for  the  above  conditions 
which  are  economic  and  beyond  our  immediate 
control.  We  do  offer  an  analysis  of  119  pre- 
scriptions for  skin  patients  in  drugstore  files 
during  the  fall  of  1939.  They  were  not  se- 
lected but  taken  in  order.  The  physicians 
were  general  practitioners  and  skin  special- 
ists. 

Five  prescriptions  were  for  internal  ad- 
ministration: mixed  treatment,  twice;  vita- 
mins, once;  and  tin  oxide  tablets,  twice. 

External  applications  included  eight  pow- 
ders, forty-three  liquids,  and  sixty-three 
greases.  The  total  number  of  ingredients  was 
eighty-eight.  They  appeared  thirty-five  times 
in  the  powders;  156  times  in  the  liquids,  and 
187  times  in  the  grease  prescriptions. 

The  ingredient  that  appeared  most  often 
was  salicylic  acid,  found  in  twenty-five  pre- 
scriptions. Phenol  and  menthol  were  noted 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  May  8,  1940. 


alone  or  together  in  forty-one  prescriptions. 
Zinc  oxide  was  ordered  for  twenty  prescrip- 
tions. Boric  acid  was  prescribed  fourteen 
times;  ammoniated  mercury,  twelve;  re- 
sorcinol, eleven;  and  resorcinol  monoacetate 
(euresol),  eight  times.  Alcohol  appeared  in 
fifteen  prescriptions;  aquaphor,  thirteen 
times;  rose  water,  thirteen;  lanolin,  eleven; 
and  petrolatum,  eight  times.  Prepared  cal- 
amine was  ordered  eleven  times,  usually  with 
zinc  oxide. 

Prescription  blanks  signed  by  physicians 
called  for  proprietary  remedies  in  six  instances 
and  could  be  regarded  as  reminders  rather  than 
as  orders  on  the  pharmacist. 

Sulfur  was  named  only  four  times  in  the  119 
prescriptions.  There  were  two  additional 
orders  for  lotio  alba;  one  for  Vleminckx’s 
solution,  one  each  for  proprietary  solid  lotio 
alba;  and  a proprietary  Kummerf eld’s  lotion. 
Sodium  thiosulfate  was  found  twice. 

There  were  thirty-five  ingredients  that  ap- 
peared once  in  the  analysis.  The  tendency  is 
to  name  the  entire  formula  instead  of  writing 
the  individual  ingredients  and  quantities  with 
directions  for  compounding.  Whitfield’s  oint- 
ment is  given  as  an  example.  Many  physi- 
cians left  the  arithmetic  to  the  pharmacists  by 
prescribing  a number  of  ounces  of  a percentage 
concentration — as  ammoniated  mercury,  3 
per  cent  in  ointment  to  an  ounce. 

The  study  of  the  filed  prescriptions  gave  no 
inkling  as  to  the  need  for  specialized  vehicles  or 
for  the  estimated  quantitative  need  of  the 
individual  finished  prescription.  No  adher- 
ence to  the  pharmaceutic  divisions  of  epider- 
mic, endodermic,  and  diadermic  ointment 
vehicles  is  noted.  The  greases  ordered  appar- 
ently disregarded  such  divisions.  The  amount 
of  similar  prescriptions  was  not  uniform.  A 
prescription  from  one  physician  for  scalp  wash 
would  call  for  2 ounces,  and  another  doctor 
would  order  y2  pint.  The  physicians  did  not 
restrict  their  prescriptions  to  available  con- 
tainers. Many  ordered  100  parts  which  was 
too  much  for  a 3-ounce  and  too  little  for  a 4- 
ounce  jar  or  bottle. 

Salicylic  Acid 

Salicylic  acid  is  a popular  ingredient  in  pre- 
scriptions intended  for  the  skin.  We  list 
nineteen.  The  action  of  salicylic  acid  is  repre- 
sentative of  the  group  that  Unna  described  as 
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chemical  reducing  agents.  The  action  of  such 
reducing  agents  on  the  skin  varies  with  the 
status  of  the  epidermis — whether  intact  or 
ruptured.  Furthermore,  with  intact  epider- 
mis, the  action  varies  with  the  concentration. 
Briefly,  on  the  intact  epidermis,  concentration 
of  less  than  6 per  cent  acts  as  a keratoplastic; 
higher  than  6 per  cent,  reducing  agents  act  as 
keratolytics,  but  they  first  increase  the  thick- 
ness of  the  comeum  which  ultimately  lifts  off 
by  reason  of  granular  layer  cell  irritation. 
Discoloration  and  sensation  of  itching  (pain 
in  keratolytic  concentration)  accompany  these 
activities.  The  action  on  the  exposed  cutis 
does  not  depend  upon  the  concentration  but 
upon  the  anatomic  structure,  and  there  is  an 
accompanying  reaction  due  to  induced  in- 
flammatory changes.  Parasites  are  destroyed 
both  by  the  chemical  action  of  removing 
needed  oxygen  and  by  the  lifting  of  the  epi- 
dermis and  physical  removal  of  implanted  ova, 
etc. 

Salicylic  acid  is  an  ingredient  in  so-called 
Whitfield  Ointment.  The  ointment  has  been 
included  in  the  official  compendium  under  this 
name.  Few  physicians  who  order  it  know 
that  it  was  never  offered  by  Whitfield  for  the 
treatment  and  cure  of  ringworm.  Whitfield 
described  the  salicylic  acid-benzoic  acid  com- 
bination in  soft  paraffin  and  coconut  oil  (the 
original  formula)  as  a preliminary  application 
to  the  thickened  homy  layer  of  tinea-infested 
skin.  Whitfield  applied  chrysarobin  in  ether, 
chloroform,  and  acetone  as  the  actual  fungi- 
cide. 

Phenol 

The  next  series  of  prescriptions  to  consider 
includes  phenol.  Few  prescribers  made  any 
distinction  between  crystal  phenol  and  lique- 
fied phenol. 

The  phenol  crystals  are  not  soluble  in  the 
calamine  and  zinc  lotion,  for  example.  They 
float  on  top  near  the  neck  of  the  bottle  and, 
despite  directions  for  shaking,  they  reach  the 
skin  in  the  crystal  form.  The  experienced 
pharmacist  disregards  the  prescriber’s  order 
and  includes  liquefied  phenol.  A mixture  of 
liquefied  phenol  and  an  equal  amount  of 
glycerin  is  miscible  with  water.  There  is  one 
part  of  distilled  water  to  each  nine  parts  of  the 
melted  phenol. 

There  is  reason  to  believe  that  the  mixture 
of  a mercury  compound  and  phenol  is  a bad 
one  from  the  pharmacologic  standpoint  as 
well  as  from  the  effective  or  realistic  one  on 
the  skin.  In  theory,  the  phenol  reduces  the 
mercury  salt  to  the  metallic  mercury.  In 


clinical  application,  the  mixture  has  led  to  the 
appearance  of  pigmentation. 

Menthol 

The  problems  offered  by  phenol  mixtures 
apply  to  those  with  the  other  most  popular 
alcohol — namely,  menthol. 

Mixtures  of  menthol  and  phenol  are  very 
popular.  The  two  ingredients  are  found  in 
combinations  listed  for  each  in  the  two  series 
immediately  preceding.  Phenol  and  menthol 
form  a liquid  when  triturated  together.  The 
liquid  is  soluble  in  not  less  than  40  per  cent 
alcohol.  If  improperly  or  incompletely  dis- 
solved, combinations  of  menthol  with  its  in- 
compatibilities may  be  very  irritating  to  the 
skin.  Since  they  are  offered  for  their  anes- 
thetic effect  on  the  specific  nerve  endings  for 
pain,  additional  irritation  is  unsought.  The 
sensation  of  coolness  on  application  of  menthol 
is  due  to  the  stimulating  effect  on  the  nerve 
endings  for  cold. 

Calamine 

Brief  comment  is  given  on  some  other  pre- 
scriptions. We  begin  with  calamine  and  zinc 
lotion. 

Calamine  and  zinc  lotion  is  listed  in  the 
National  Formulary.  Physicians  ordinarily 
consider  that  there  is  some  special  virtue  in 
prepared  calamine.  Few  know  when  writing 
for  calamine  and  zinc  oxide  in  this  formula 
that  they  are  repeating  the  zinc  oxide  because 
prepared  calamine  is  zinc  oxide  tinted  with 
ferric  oxide.  Once  the  books  described  cala- 
mine as  calcined  zinc  carbonate,  which  meant 
in  reality  zinc  oxide,  for  the  calcine  process 
drove  off  the  carbonate  in  the  form  of  gaseous 
carbon  dioxide.  Some  physicians  (and  not  a 
few  dermatologists)  seek  to  disguise  the  pink- 
ish color  of  prepared  calamine.  They  order 
the  lotion  with  the  addition  of  sulfonated 
bitumen.  First,  they  make  the  zinc  oxide 
pink  by  ordering  prepared  calamine,  and  then 
the  pink  is  changed  to  brown.  Another  factor 
must  be  recalled:  few  patients  appear  for 
care  of  the  skin  who  have  not  already  at- 
tempted to  obtain  relief  by  applications  of  the 
“pink  lotion.” 

Sulfur 

The  next  ingredient  we  consider  in  slightly 
more  detail  is  sulfur.  Unless  the  doctor  orders 
specifically,  the  pharmacist  has  the  choice  of 
(1)  sulfur  that  has  been  washed  free  of  am- 
monia water  until  it  no  longer  imparts  a blue 
color  to  red  litmus  paper  (sulfur  lotum  or 
washed  sulfur) ; (2)  sulfur  that  added  to  water 
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and  filtered  has  a filtrate  neutral  to  acid  or 
alkali  litmus  (sulfur  praecipitatum  or  precipi- 
tated sulfur) ; and  (3)  sulfur  with  sulfuric  acid 
which  reddens  litmus  and  may  be  present  in 
such  quantities  as  to  cake  (sulfur  sublimatum, 
sublimed  sulfur,  or  flowers  of  sulfur). 

The  physicians  in  many  instances  merely 
wrote  the  short  or  popular  name  for  the  sulfur 
preparation  he  thought  he  ordered  for  his  pa- 
tient. We  find  lotio  alba,  Vleminckx’s  solu- 
tion, and  KummerfekTs  lotion.  The  conven- 
tional white  lotion  (alba  lotion)  has  been 
studied  quantitatively,  and  according  to  these 
studies  the  active  ingredient  is  released  hydro- 
gen sulfide.  The  directions  in  the  National 
Formulary  call  for  shaking  the  mixture  of 
solutions  of  zinc  sulfate  and  potassa  sulfurata 
before  corking.  The  active  ingredient  is  re- 
leased in  the  face  of  the  pharmacist  who  pre- 
pares it  freshly  according  to  official  directions. 
But  the  transfer  of  the  final  product  from  a 
store  jar  to  a patient’s  bottle  is  attended  with 
practically  complete  loss  of  the  active  ingredi- 
ent. 

A commercial  variant  of  white  lotion  is  a 
solid  prepared  by  mixing  100  per  cent  solutions 
of  zinc  sulfate  and  potassa  sulfurata.  The 
precipitate  catches  and  holds  in  physical  union 
a small  quantity  of  the  liberated  hydrogen 
sulfide  gas  evolved  by  the  interaction. 

Formula  for  Vleminckx’s  solution  is  found 
in  the  National  Formulary — liquor  calcis 
sulfuratae.  Neither  the  United  States  Phar- 
macopoeia, the  National  Formulary , nor  the 
Dispensatory  carries  any  formula  for  Kummer- 
feld’s  lotion.  The  pharmacist  has  his  choice 
of  no  less  than  three  formulas  calling  for  com- 
binations of  camphor,  sulfur,  in  tragacanth  or 
acacia  suspensions.  A blank  calling  for 
unguentum  sulfur,  40  per  cent,  is  in  the  collec- 
tion. It  is  difficult  to  understand  what  the 
physician  wished  the  patient  to  secure.  There 
is  no  ointment  of  this  nature  in  the  official 
Dispensatory.  The  pharmacist  either  must 
call  the  prescriber  or  use  his  own  judgment. 
In  either  instance  it  appears  to  us  that  the 
order  is  far  from  good  prescription  writing 
from  the  standpoint  of  the  pharmacology  or 
dermatopathology. 

A few  prescriptions  called  for  sodium  thio- 
sulfate for  external  application.  The  chem- 
istry of  sodium  thiosulfate  in  relation  to  skin 
therapy  is  complex.  The  activity  depends 
upon  the  chemical  reaction  of  the  part  to 
which  it  is  applied.  The  acidity  or  alkalinity 
of  the  mediums  is  of  utmost  importance.  The 
salt  requires  solution  for  its  ionization.  Pre- 
scribed in  a powder  would  defeat  this,  unless 


the  part  to  which  it  was  applied  was  moist. 
The  presence  of  other  agents  add  to  the  diffi- 
culties of  analysis  of  reaction.  Furthermore,  1 
the  concentration — 2 per  cent — is  low  for 
measurable  effect.  By  and  large,  sodium  thio- 
sulfate is  best  prescribed  alone. 

The  influence  of  a pharmaceutic  house  with 
a good  product  and  an  educational  director  is 
evident.  Six  of  the  eight  in  the  series  of  pre- 
scriptions no  doubt  inspired  call  for  the  active  j 
product  by  its  trade  name. 

Resorcinol  monoacetate  available  under  that 
name  is  considered  by  many  not  to  be  the 
exact  counterpart  of  the  euresol  and  certainly 
not  the  equivalent  of  the  perfumed  euresol.  J 
There  is  a great  difference  in  price,  and  some, 
not  overethical  pharmacists  have  been  said  to 
substitute  the  nontrade-marked  variety  upon 
calls  for  the  euresol. 

Grease  Vehicles 

It  is  not  impossible  from  the  text  of  any 
prescription  intended  for  skin  application  to 
learn  or  guess  what  vehicle  should  have  been 
ordered.  Examination  of  the  prescriptions 
did  not  help.  One  prescriber  asked  for  “bland 
base.”  Did  he  seek  action  on  the  surface  of 
the  cutaneous  covering — a form  of  epidermic 
vehicle — hence,  mineral  fat  and  fatlike  prod- 
ucts? Did  he  seek  action  in  the  skin — a form 
of  endodermic  vehicle — hence,  some  form  of 
animal  fat  or  fatlike  product?  We  assume 
that  he  did  not  seek  action  through  the  skin  for 
which  he  would  have  required  a form  of  dia- 
dermic  vehicle.  But  the  pharmacist  has  no 
means  of  knowing — the  prescription  should 
not  give  him  a choice.  Bland  base  might 
mean  anything  in  the  realm  of  greases.  The 
one  selected  by  the  pharmacist  might  not  be 
the  one  that  gives  the  patient  the  result  de- 
sired. The  wrong  choice  of  vehicle  might 
make  matters  worse  instead  of  better.  An 
order  for  one  mixture  of  lanolin  and  white 
petrolatum  indicated  that  the  prescriber  rec- 
ognized one  difficulty  of  lanolin  greases — 
they  do  not  spread  easily.  Aquaphor  which 
was  ordered  in  thirteen  prescriptions,  has  the 
ability  to  take  up  many  times  its  weight  of 
water. 

The  practicability  of  a prescription  including 
rose-water  ointment  depends  entirely  upon 
the  type  the  pharmacist  places  into  the  prod- 
uct. It  is  entirely  possible  that  an  official 
Unquentum  Aqua  Rosae,  U.  S.  P. — a perfect 
emulsion — will  be  quite  unsuitable  with  elec- 
trolytes, particularly  on  agitation,  since  the 
emulsion  will  break.  A rose-water  ointment 
that  is  not  official  but  that  many  pharmacists 
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find  cheaper  and  perhaps  better  for  the  pur- 
pose is  not  an  emulsion  in  the  chemical  sense 
and  offers  a better  medium  for  the  electrolytes. 

A formula  that  does  not  include  directions 
but  is  copied  and  given  the  patient  to  take  to 
the  pharmacist  may  sometimes  bring  results 
not  anticipated  by  the  original  prescriber.  A 
formula  in  the  collection  called  for  olive  oil  and 
lime  water.  Unless  so  directed  some  pharma- 
cist would  not  take  the  time  to  form  an  emul- 
sion. Modernization  of  this  formula  would 
result  in  forming  a soap  of  the  carbon  tetra- 
chloride ingredient  with  the  synthetic  emulsi- 
fiers, such  as  triethanolamine  or  mixed  pro- 
panolamines. 

The  vehicle  may  be  of  greater  importance 
than  the  ingredients  that  are  included  for  their 
activity  on  the  skin  and  its  lesions.  It  is  a 
theory  that  deserves  further  study  that  the 
skin  should  be  regarded  as  an  emulsion  and 
that  it  may  be  either  a water-in-oil  or  an  oil-in- 
water emulsion.  If  the  application  ordered  on 
prescription  or  bought  over  the  counter  as  a 


corrective  or  decorative  cosmetic  is  in  the 
same  phase  as  the  skin  at  the  time  of  applica- 
tion, there  is  no  damage  done.  But,  if  it 
should  so  happen — and  trial  and  error  is  the 
only  clue  to  date — that  the  application  is  in 
the  opposite  emulsion  phase  from  the  skin,  we 
have  further  difficulties.  One  example  alone 
must  suffice:  The  patient  who  is  ordered  to 
stop  applying  soap  and  water  is  in  effect  or- 
dered to  stop  the  application  of  an  oil-in-water 
emulsion.  If,  contrariwise,  he  is  given  a 
lanolin  vehicle,  he  is  told  to  apply  what  is,  in 
effect,  a water-in-oil  emulsion.  Patients  who 
do  not  do  well  with  soap  and  water  are  con- 
ventionally told  to  apply  the  grease.  That  is 
change  of  phase.  Contrariwise,  the  patient 
who  does  not  improve  with  our  lanolin  greases 
is  directed  to  apply  starch  boiled  in  water 
which  acts  as  an  outer  water  phase. 

Proprietary  cosmetic  and  pharmaceutic 
preparations  for  the  skin  may  be  either  one  or 
the  other  phase  if  fat  and  fatlike  ingredients 
are  included  in  their  manufacture. 


NEW  YORK  PHYSICIANS  ART  CLUB 

The  fourteenth  annual  exhibition  of  the  New 
York  Physicians  Art  Club  will  open  April  26, 
for  one  week,  at  6 East  57th  Street,  under  the 
auspices  and  for  the  benefit  of  the  British  War 
Relief  Society,  Medical  Aid  Department.  This 
is  the  first  time  that  the  Physicians  Art  Club 
has  given  its  exhibition  as  a benefit  and  it  is 
expected  that  the  worthy  cause  will  be  a factor 
in  greater  participation  than  ever  by  members 
and  visitors.  On  the  opening  night  there  will 
be  a reception  with  addresses  by  prominent 
speakers,  Scottish  pipers,  collation,  and  a preview 
for  the  press  and  invited  guests.  Pictures  and 
other  exhibits  marked  for  donation  will  be 
sold  at  auction  on  last  nights  of  the  exhibition 
for  benefit  of  the  British  War  Relief.  Works  pre- 
viously exhibited  may  be  submitted  and  the  usual 
limitation  to  four  has  been  waived. 

Percy  Fridenberg,  M.D.,  Secretary-Treasure 


CORPSE’S  YELL  HALTS  STUDENT 
When  a medical  student  at  the  Anatomical 
Institute  of  the  University  of  Mexico  City 
touched  the  chest  of  a supposed  dead  man  with 
the  dissecting  knife,  the  “corpse”  sat  up  and 
yelled,  “You  fool,  you  are  hurting  me.” 

The  student  almost  collapsed  as  his  subject  said 
that  he  was  a farmer  and  that  the  last  he  re- 
membered was  drinking  to  celebrate  a friend’s 
birthday  anniversary.  He  fell  in  the  street  and 
as  he  showed  no  life  at  a hospital  he  was  taken 
to  the  morgue  where  he  was  left  72  hours.  Still 
covered  with  a canvas  he  was  taken  to  the  Insti- 
tute for  dissecting.  The  revived  “corpse” 
walked  unsteadily  to  an  adjoining  hospi- 
tal. 

The  student,  suffering  from  a severe  attack  of 
nerves,  had  to  be  carried  to  the  hospital  on  a 
stretcher. 

— Canadian  Doctor 


CANTO 

The  melancholy  days  have  come, 

The  dizzy,  busy  season, 

With  meetings  scheduled  every  night 
’Till  we’re  bereft  of  reason. 

“The  perineum’s  bulging  now,” 

The  nurse  keeps  on  repeating. 

“I’ll  try  to  get  the  doctor,  but 
I fear  he’s  at  a meeting.” 

The  patient  writhes  in  agony, 

But  soon  she’ll  suffer  less,  sir; 

For  Doc  is  learning  what  to  do 
From  hearing  a professor! — 
Exchange , quoted  in  Westchester  Medical  Bulletin 


BY  THE  LATE  RETURNS 

Seen  by  G.  S.  E.  in  the  Sunbury  (Pa.)  Medical 

Society  News 

The  famous  trio  of  Draft  Board  examiners, 
Drs.  Wilkinson,  Wentzel,  and  Solomon,  care- 
fully inspected  28  men  recently  in  Sunbury. 
The  clerk  reported  that  12  draftees  had  enuresis. 
This  seemed  terribly  high  so  they  asked  about 
it.  The  printed  question  was  “Did  you  wet 
the  bed  since  childhood?” — When  asked  the 
reason  for  answering  “Yes,”  they  answered, 
“We  are  Pennsylvania  Dutch.  We  thought 
you  said,  ‘Did  you  WENT  to  bed  since  child- 
hood?’ ” J.A.M.A. 


A PROGRAM  FOR  DETECTING  POSSIBLE  TOXIC  RESPONSES 
TO  A VARIED  ORGANIC  CHEMICAL  EXPOSURE 

James  H.  Sterner,  M.D.,  Rochester,  New  York 


THE  variety  and  quantity  of  organic 
chemicals  in  industrial  applications  are 
expanding  at  an  amazing  rate.  Many  com- 
pounds that  were  laboratory  curiosities  a few 
years  ago  are  now  available  and  used  in  car- 
load lots.  There  is  little  evidence  that  our 
friends,  the  chemists,  will  declare  a mora- 
torium on  new  chemicals,  and  we  can  only 
hope  that  the  rapid  advance  will  not  too  far 
outdistance  an  adequate  medical  control  of 
exposures. 

The  problem  of  preventing  absorption  and 
of  detecting  incipient  functional  and  anatomic 
impairment  in  individuals  exposed  to  many 
chemical  substances  presents  difficulties. 
While  there  has  been  a constant  improvement 
of  our  medical  tests  in  the  direction  of  greater 
accuracy  and  finer  definition,  we  are  well 
aware  that  there  are  relatively  few  means  of 
indicating  with  certainty  the  earlier  func- 
tional changes  and  slight  anatomic  injuries 
which  are  the  precursors  of  the  more  serious 
and  often  irreversible  pathologic  states. 
Ideally,  all  exposures  would  be  so  controlled 
that  there  would  be  no  absorption  of  harmful 
substances,  but  practically  this  is  an  impos- 
sible goal  and  fortunately  not  an  essential  one 
for  the  well-being  of  the  individuals  exposed. 
The  human  organism  is  equipped  with  a vari- 
ety of  mechanisms  for  detoxifying  harmful 
substances,  and  there  is  a level  at  which  these 
processes  can  function  without  evidence  of 
serious  disturbance  to  the  body.  Many  of 
them  are  constantly  handling  “toxic”  products 
of  normal  metabolism,  and  in  this  sense  “de- 
toxication” is  a normal  physiologic  function — 
not  a pathologic  one.  If  the  limits  of  these 
processes  could  be  determined  and  correlated 
with  the  factors  of  exposure,  the  maximal 
, exposure  consistent  with  health,  at  least  for 
most  substances,  could  be  defined.  Both 
conditions  present  many  variables  that 
greatly  complicate  the  problem,  but  with 
many  chemical  compounds  information  is 
available  that  makes  possible  and  practical 
the  safe  control  of  exposures. 

The  methods  of  attack  are  necessarily 
varied.  The  most  unfortunate  and  costly 
approach  is  through  the  sequence  of  definite 

Read  at  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  May  8,  1940. 

From  the  Laboratory  of  Industrial  Medicine,  Medical 
Department,  Eastman  Kodak  Company. 


injury,  first  defining  the  levels  of  exposure 
which  are  harmful  with  the  subsequent  de- 
crease of  exposure  to  a level  consistent  with 
health.  However,  through  these  inadvertent 
instances  much  valuable  information  has  been 
gained,  suggesting  methods  for  detecting  ear- 
lier signs  of  injurious  absorption.  These 
methods  include  the  determination  of  slight 
and  reversible  changes  in  some  physiologic 
function,  such  as  variations  in  the  size  and 
hemoglobin  content  of  the  erythrocyte  or  the 
number  and  type  of  leukocytes  or  the  change 
in  a detoxication  mechanism  such  as  the  urine 
sulfate  partition.  In  other  instances  the  level 
of  excretion  of  the  absorbed  substance,  such 
as  lead  or  mercury,  may  indicate  impending 
danger.  Still  other  warning  signs  may  be 
found  in  small  amounts  of  pathologic  pig- 
ments, such  as  methemoglobin  or  carbon 
monoxyhemoglobin,  and  in  the  excretion  of 
porphyrins  or  urobilinogen. 

In  the  case  of  the  absorption  of  certain 
substances,  the  sequence  of  events  beginning 
with  the  identification  of  the  substance  in  the 
urine  in  excess  amount  or  of  slight  functional 
changes  and  progressing  to  severe  and  irrevers- 
ible anatomic  injury  has  been  quite  clearly 
described.  The  finding  of  these  earlier  signs 
following  the  absorption  of  other  substances 
does  not  permit  the  unequivocal  conclusion 
that  the  more  severe  later  effects  will  neces- 
sarily follow,  but  the  proving  of  the  point  may 
be  most  unfortunate.  A wiser  course  is  to 
accept  these  early  signs  as  friendly  warnings 
and  to  reduce  the  degree  of  absorption.  Ani- 
mal experimentation  is  a valuable,  but  not 
infallible,  guide  in  indicating  these  relation- 
ships and  merits  an  increasing  application 
to  the  study  of  new  chemicals. 

The  following  instances  based  on  an  experi- 
ence with  a program  to  control  exposures  to  a 
variety  of  organic  compounds  illustrate  some 
of  the  problems  of  detecting  absorption  and 
early  toxic  responses.  The  number  of  organic 
chemicals  involved  is  some  ten  to  twelve 
thousand — including  the  intermediates  en- 
countered in  the  syntheses.  The  amounts 
vary  from  a few  milligrams  to  many  thou- 
sands of  pounds;  the  number  of  individuals 
exposed  to  a particular  compound  varies  from 
one  to  several  hundred ; the  time  varies  from 
a few  seconds  to  continuous  eight  hours  a day 
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throughout  the  year.  Obviously,  many  of 
the  exposures  are  of  short  duration,  at  infre- 
quent intervals,  and  involve  only  1 individual. 
On  the  other  hand,  1 individual  may  be  ex- 
posed to  many  compounds  in  a relatively 
short  period  of  time,  complicating  the  situa- 
tion, especially  with  regard  to  determining 
the  responsible  agent  in  a dermatitis. 

In  our  experience,  dermatitis  has  been 
numerically  the  most  important  disability. 
Here,  obviously,  the  problem  involves  not  the 
detection  of  the  toxic  effect,  the  dermatitis, 
but  the  identification  of  the  offending  agent 
and  its  mode  of  action  so  that  suitable  preven- 
tive measures  may  be  adopted.  Many  of 
these  substances  that  can  cause  dermatitis 
may  be  classified  as  to  the  type  of  effect, 
whether  mechanical,  desiccating,  hydrolytic, 
lipoid  solvent,  detergent,  protein  precipitant, 
etc.  An  increasing  and  considerable  number  of 
these  organic  compounds  act  as  cutaneous 
sensitizers  or  allergens.  Over  90  per  cent  of 
our  cases  of  dermatitis  due  to  organic  chemi- 
cals fall  in  this  category  of  sensitization  der- 
matitis, and  the  compounds  responsible  are 
extremely  varied  as  to  structure  and  chemical 
activity.  This  concept  of  cutaneous  sensitiza- 
tion or  allergy  is  an  extremely  important  one 
and  is  a difficult  subject  to  explain  to  the  lay- 
man. We  feel  that  a partial  understanding 
of  the  nature  of  sensitization  by  the  individ- 
uals exposed  is  essential  if  their  intelligent  co- 
operation is  to  be  had.  They  must  appreciate 
that  the  greater  the  contact  with  certain  sub- 
stances the  more  likely  the  sensitization  and, 
subsequently,  the  dermatitis,  and  since  the 
sensitizing  process  usually  occurs  without  ob- 
vious pathologic  signs  it  is  necessary  to  have 
as  complete  limitation  of  contact  as  possible 
in  order  to  minimize  it. 

The  patch  test  has  been  an  invaluable  aid 
in  indicating  the  responsible  agents  in  many 
cases  of  dermatitis.  With  new  compounds 
there  is  always  the  difficulty  of  determining  a 
proper  concentration  of  the  test  material  which 
is  not  a primary  irritant,  and  for  this  purpose 
the  guinea  pig,  with  a fairly  comparable  skin 
reaction  to  that  of  the  human,  has  been  a quite 
satisfactory  test  animal.  Caution  must  be 
observed  in  choosing  the  proper  concentra- 
tion, for  it  is  possible  to  sensitize  an  individual 
to  the  test  material  even  when  no  previous 
sensitivity  existed.  Patch  testing  to  deter- 
mine whether  or  not  there  is  a pre-existing 
sensitivity  before  exposure  and  to  eliminate 
sensitive  individuals  is,  in  our  experience,  of 
little  value.  Where  the  exposure  is  to  a par- 
ticular substance  peculiar  to  a special  trade 


such  a procedure  might  be  justified,  but  where 
the  exposure  is  to  a number  of  substances,  of 
varied  allergenic  potency,  the  variables  in  the 
problem  and  the  relative  ease  with  which  sen- 
sitization can  occur  to  some  compounds 
minimize  the  value  of  pre-exposure  testing. 
We  know  of  no  method  for  determining  the 
tendency  of  the  skin  of  a particular  individual 
to  become  sensitized.  Neither  do  we  place  a 
great  deal  of  emphasis  on  the  complexion  type. 
While  it  is  agreed  that  in  general  the  skin  of 
brunettes  is  more  resistant  to  primary  irri- 
tants than  that  of  blonde  and  red-haired  per- 
sons, we  have  not  been  able  to  correlate  any 
complexion  characteristic  with  increased  sus- 
ceptibility to  sensitization. 

A slightly  different  attack  on  the  problem 
has  shown  promise  of  being  useful.  It  is  based 
on  the  principle  that  all  substances  vary  with 
respect  to  their  tendency  to  cause  sensitization 
and  that  these  quantitative  differences  can 
be  determined,  at  least  roughly.  Frequently, 
in  a manufacturing  process  where  dermatitis 
has  been  a problem,  the  offending  agent  can 
be  substituted.  The  change  may  involve 
considerable  expense,  and  the  new  compounds 
may  be  untried  as  to  their  effect  on  skin.  A 
technic  has  been  developed  for  determining 
the  relative  allergenic  potencies  of  organic 
compounds,  using  guinea  pigs  as  test  animals. 
The  method,  applied  to  substances  with  which 
a considerable  human  experience  has  been  ac- 
quired, gave  a remarkably  good  correlation 
between  the  incident  human  and  guinea-pig 
dermatitis.  The  results  of  these  experimental 
studies,  begun  with  the  collaboration  of  Dr. 
Henry  Shaw  of  the  University  of  Rochester 
Medical  School,  are  now  being  used  by  us  to 
aid  in  the  choice  of  chemicals  for  certain  manu- 
facturing processes. 

The  detection  of  early  toxic  effects  other 
than  dermatoses  to  an  absorbed  chemical 
compound  presents  many  complex  and  varied 
aspects.  In  some  instances  amounts  of  ma- 
terial too  small  to  cause  any  functional  change 
for  long  periods  of  time  may  later  cause  pro- 
found disturbances.  Because  these  delayed 
effects  are  unpredictable  and  may  occasion- 
ally be  serious,  we  have  adopted  the  attitude 
that  all  such  accidental  absorptions  be  kept 
at  an  absolute  minimum.  Frequently,  it  is 
possible  to  demonstrate  the  absorbed  ma- 
terial in  excretory  products,  and,  unless  it 
has  been  clearly  demonstrated  that  the  excess 
is  harmless,  we  have  insisted  that  the  exposure 
be  materially  lessened.  The  demonstration 
of  these  absorbed  materials  or  of  products 
identifying  them  has  been  of  considerable 
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value  in  impressing  upon  supervision  and  the 
individuals  exposed  the  desirability  of  more 
exacting  control  of  exposures.  If  the  presence 
of  these  absorbed  compounds  coincides  with 
early  evidence  of  toxicity,  the  control  proce- 
dures then  become  imperative.  A few  of  the 
specific  methods  that  have  been  found  useful 
will  later  be  mentioned  in  some  detail. 

Several  years  ago  we  began  to  apply  a 
broader  base  of  common  laboratory  pro- 
cedures in  our  studies  of  individuals  exposed 
to  potentially  toxic  materials  primarily  in  the 
hope  that  we  would  be  able  to  “screen  out” 
certain  evidences  of  toxicity  if  they  existed 
and  which,  because  they  were  not  predictable, 
we  might  otherwise  miss.  Each  individual  had 
the  following  tests:  hemoglobin,  erythrocyte 
count,  hematocrit,  leukocyte  count,  Schilling 
index,  filament-nonfilament  ratios,  reticulo- 
cyte count,  icteric  index,  and  sedimentation 
rate.  From  this  data  were  calculated  the 
mean  corpuscular  hemoglobin,  mean  corpus- 
cular volume,  and  mean  corpuscular  hemoglo- 
bin concentration.  Many  additional  studies 
were  done  on  individuals  without  any  signifi- 
cant exposure  to  build  up  a large  reference 
control  group.  Physical  examinations,  his- 
tories, and  stereograms  of  the  chest  were  also 
completed.  In  many  instances  special  tests 
were  performed  as  indicated  by  the  specific 
exposure,  and  all  data  were  correlated  with 
environmental  studies,  such  as  air  analyses, 
and  examination  of  protective  equipment, 
such  as  gloves  and  boots,  for  evidence  of  ex- 
posure. Animal  studies  in  certain  cases  were 
a valuable  adjunct.  The  results  obtained 
from  the  application  of  the  more  common  lab- 
oratory tests  have,  in  many  respects,  been 
quite  illuminating.  They  have  shown  the 
necessity  of  obtaining  the  norms  for  these 
procedures  from  the  same  class  of  individuals 
as  those  being  studied  for  the  effects  of  special 
exposures.  Particularly  have  they  empha- 
sized the  variability  of  values — first,  in  the 
methods  themselves  and,  second,  as  obtained 
in  samples  of  representative  workmen.  Our 
data  have  not  attempted  to  define  the  ab- 
solute limits  of  “normal”  in  the  sense  that 
“normal”  means  an  optimum  of  health,  but 
rather  represent  a cross  section  of  employees 
who  exhibit  variable  degrees  of  foci  of  infec- 
tion in  teeth,  tonsils,  and  prostate,  and  other 
minor  nondisabling  conditions  expected  in 
such  a group.  We  intend  to  present  in  the 
near  future  the  complete  studies  on  some 
500  men  but  wish  to  point  out  here  one  or 
two  of  the  more  interesting  observations. 

The  application  of  statistical  methods  in 


dealing  with  the  data  from  groups  larger  than 
20  has  been  very  useful.  Recently,  Green- 
burg  and  his  co-workers1  have  shown  that  an 
increase  in  the  mean  corpuscular  volume  (and 
judging  from  their  data,  the  mean  corpuscular 
hemoglobin,  although  they  did  not  stress  this 
factor)  is  one  of  the  most  significant  early 
hematologic  changes  resulting  from  exposure 
to  benzene  (benzol).  It  is  interesting  that  we 
have  found  similar  significant  increases  in 
these  indices  in  certain  exposures  to  butyl 
alcohol  and  gasoline,  suggesting  that  this 
finding  may  have  even  wider  application.  No 
other  abnormal  laboratory  findings  were  ob- 
served in  these  groups  with  the  increased 
MCV  and  MCH,  except  a slightly  elevated 
reticulocyte  count.  Most  of  the  hemoglobin 
and  erythrocyte  counts  were  within  the  limits 
that  we  have  come  to  accept  as  “normal.” 
The  significance  of  this  change  in  the  amount 
of  hemoglobin  per  erythrocyte  and  the  vol- 
ume of  the  individual  erythrocyte  is  not 
certain.  We  have  taken  the  conservative 
(though  perhaps  needlessly  stringent)  attitude 
that  these  findings,  even  in  the  absence  of  any 
other  sign,  predicate  a more  rigid  control  of 
the  exposure.  Caution  must  be  observed  in 
placing  too  much  value  on  a single  or  few  iso- 
lated variations  of  these  values.  The  consider- 
able variability  of  such  common  laboratory 
tests  as  the  hemoglobin  determination  and 
cell  counts  is  not  generally  recognized,  and 
the  careful  standardization  of  methods  must 
be  scrupulously  done.  We  feel  that  the  range 
of  “normals”  reported  by  Wintrobe2  and  usu- 
ally cited  in  textbooks  is  not  broad  enough  for 
industrial  groups  such  as  ours.  The  range  of 
values  (white  men,  aged  18  to  65)  including 
95  per  cent  of  all  cases  (excluding  groups  that 
varied  significantly)  are:  mean  corpuscular 
hemoglobin,  25  to  33  (Wintrobe — 27  to  32); 
mean  corpuscular  volume,  76  to  101  (Wintrobe 
— 80  to  94).  There  is  no  appreciable  varia- 
tion with  age  (from  18  to  65)  of  these  indices. 

There  is  considerable  controversy  concern- 
ing the  significance  of  leukocyte  counts  and 
differential  counts.  There  is  a much  greater 
variability  in  the  method  than  is  generally 
appreciated.  Thus,  Berkson,  et  al.3  have 
shown  that  with  the  usual  technic  of  counting 
4 sq.  mm.  (one  pipet,  one  side  of  the  counting 
chamber),  even  though  the  equipment  is  all 
carefully  standardized  and  the  test  accurately 
performed,  such  a count  is  determined  signifi- 
cantly only  within  ±21  per  cent.  As  larger 
groups  of  individuals  without  special  expo- 
sures are  reported,  the  limits  of  “normal”  are 
extended;  especially  has  this  been  true  of 
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lower  leukocyte  values.  Counts  below  5,000 
are  frequently  found  in  individuals  with  no 
appreciable  exposure  and  no  evidence  of  pa- 
thology. Similarly,  lymphocyte  percentages 
above  35  are  a common  finding  and,  we  be- 
lieve, well  within  the  normal  limits.  Other 
examples  might  be  cited  as  showing  the  need  of 
revising  our  concepts  of  what  constitutes  the 
range  of  “normal”  values,  or  at  least  the 
values  found  in  a cross  section  of  the  em- 
ployed population. 

At  first  the  sedimentation  rate  appeared  to 
be  a useful  test  for  detecting  certain  absorp- 
tions. Subsequent  studies  revealed  a varia- 
bility with  age  which  we  had  not  appreciated 
and  which,  it  seems  to  us,  requires  a compen- 
sating factor  for  age  whenever  the  results  of 
this  test  are  considered.  When  we  had  di- 
vided our  controls  into  ten-year  age  groups, 
beginning  with  the  class  through  age  24  and 
ending  with  the  class  55  to  64,  we  noted  a con- 
sistent and  appreciable  increase  in  the  higher 
rates  with  an  increase  in  age.  While  this 
might  be  expected,  the  degree  of  the  change 
was  surprising.  The  percentage  of  cases  (of 
the  total  in  that  particular  age  group)  with 
an  uncorrected  sedimentation  rate  of  10  mm. 
or  less  at  one  hour  (Wintrobe  tube,  heparin- 
ized blood)  is  shown  by  age  groups  in  Table  1. 
Obviously,  if  this  test  is  applied  to  groups  of 
mixed  ages,  suitable  adjustment  must  be  made 
for  age  or  for  some  factor  varying  with  age. 

A variety  of  special  tests  are  finding  increas- 
ing application  in  the  control  of  absorption  in 
industrial  exposures.  Some  depend  upon  the 
determination  of  the  absorbed  substance  in 
excretory  products,  especially  the  urine.  A 
well-known  example  is  the  determination  of 
lead  in  the  urine  following  exposures  to  that 
compound.  In  the  case  of  organometallic 
compounds,  the  excretion  level  of  the  metal 
fraction  (as  the  lead  in  tetraethyl  lead  absorp- 
tion) may  be  the  only  or  the  most  easily  iden- 
tifiable product  to  indicate  the  absorption. 
It  does  not  follow  that  the  level  of  excretion 
of  the  metal  following  the  absorption  of  the 
organometallic  compound  has  the  same  signifi- 
cance as  that  following  the  absorption  of  the 
metal  as  an  inorganic  form.  Recent  experi- 
ence with  the  absorption  of  an  organic  selen- 
ium compound  and  the  determination  of  the 
selenium  fraction  in  the  urine  as  a measure  of 
the  absorption  has  clearly  demonstrated  the 
value  of  this  type  of  test.  Had  we  merely  been 
content  with  controlling  the  amount  of  selen- 
ium in  the  air,  we  would  have  missed  a con- 
siderable absorption  through  the  skin.  In 
fact  the  particular  compound  penetrated 


TABLE  1 

Total 

All 

Through  Ages 

Years  24  25-34  35-44  45-54  55-64  (18-65) 

Percentage 
of  total 
cases  in 
each  age 
group 
with  rate 
of  10mm. 

or  less  93  73  49  46  28  63 


readily  through  rubber  gloves  and  boots  with 
which  we  thought  we  were  protecting  the  in- 
dividual. By  means  of  serial  samples  of  urine 
we  can  tell  almost  to  the  exact  hour  the  time 
of  a contact  resulting  in  absorption.  The 
cumulative  graphed  data  on  the  excretion 
shown  to  the  individual  exposed,  and  to  super- 
vision, have  been  of  considerable  value  in  se- 
curing their  cooperation  in  eliminating  the 
sources  of  the  absorption. 

A useful  control  procedure  in  the  case  of 
exposure  to  certain  dyes  or  intermediate  com- 
pounds that  can  be  converted  into  colored  sub- 
stances is  illustrated  by  the  method  for  the  de- 
tection in  urine  of  absorbed  benzidine  reported 
by  Kuchenbecker.4  Here  the  urine  suspected 
of  containing  the  benzidine  is  diazotized  and 
then  coupled  with  another  organic  chemical  to 
give  a characteristic  dye,  which  in  turn  will 
dye  bits  of  suitable  fabric  added  to  the  solu- 
tion. The  test  can  be  made  roughly  quantita- 
tive. Many  modifications  are  possible  in 
identifying  other  similar  chemicals,  such  as 
extraction  and  concentration  of  the  material 
from  dilute  state  in  the  urine  and  the  addition 
of  a diazotized  compound  to  a urine  contain- 
ing an  absorbed  chemical  which  will  couple 
to  give  a colored  solution.  There  are  many 
tricks  that  we  can  borrow  from  the  dye  chem- 
ists to  aid  in  identifying  these  substances  in 
the  urine.  With  the  demonstration  of  the  ab- 
sorption of  compounds  of  this  type,  we  have 
insisted  on  more  efficient  preventive  meas- 
ures. The  delayed  carcinogenic  action  on  the 
mucosa  of  the  bladder  of  certain  substances 
has  dictated  such  a rigid  control. 

The  method  in  which  a quantitative  change 
in  a detoxication  mechanism  follows  increas- 
ing absorption  of  certain  substances  is  illus- 
trated by  the  urinary  inorganic-total  sulfate 
ratio  change  following  the  absorption  of 
benzene.  While  the  limitations  of  this  test 
as  a measure  for  controlling  exposures  to  ben- 
zene are  still  controversial,  we  have  found  it 
to  give  useful  information,  especially  where 
the  concentrations  of  vapors  are  quite  vari- 
able. In  organic  syntheses  benzene  is  a useful 
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solvent,  and  the  variations  of  handling  it  make 
difficult  a uniform  control  method.  Changes 
in  sulfate  ratios  have  aided  materially  in 
pointing  to  unsuspected  breaks  in  protection 
against  absorption  of  benzene. 

We  have  been  quite  interested  in  the  excre- 
tion of  porphyrins  as  a means  of  determining 
the  toxic  effects  of  certain  substances.  The 
apparent  complexity  of  the  whole  problem 
involving  the  chemistry  and  the  metabolism 
of  these  pigments  is  sufficient  to  discourage 
most  people  who  might  have  an  interest  in 
them.  However,  the  accumulating  data  indi- 
cating an  abnormal  porphyrin  excretion  after 
administration  of  lead,  arsenic,  mercury,  and 
sulfanilamide  and,  more  recently,  the  finding 
of  excessive  amounts  in  the  urines  of  chemical 
workers5  suggest  that  there  may  be  consider- 
able value  in  studying  the  excretion  of  these 
substances.  The  excellent  article  by  Watson6 
is  to  be  recommended  highly  to  those  inter- 
ested in  the  problem.  He  points  out  that  a 
ready  method  for  distinguishing  type  III 
porphyrins  (found  in  quantity  in  the  urine 
chiefly  in  certain  toxic  syndromes)  from  type 
I (normally  present  in  small  amounts  in  urine) 
will  add  greatly  to  the  usefulness  of  the  pro- 
cedure. Most  of  the  studies  reported  have 
been  done  on  twenty-four-hour  or  larger 
samples.  We  have  noted  considerable  varia- 
tion in  the  porphyrin  content,  both  on  a per 
hour  and  a per  sample  basis,  in  individual 
samples  of  urine  before  and  after  moderate 
exposures  to  organic  amines,  but  the  cases  are 
too  few  to  be  more  than  suggestive.  Much 
work  must  be  done  on  determining  the  limits 
of  normal  excretion  under  varying  conditions 
of  diet,  exercise,  etc.  The  correlation  of  the 
porphyrin  data  with  that  of  the  hemoglobin, 
erythrocyte,  and  reticulocyte  values  and  the 
excretion  rates  of  urobilinogen  in  urine  and 
feces  will  permit  a much  more  accurate  picture 
of  the  hematologic  state  and  the  factors  af- 
fecting it.  While  a great  deal  must  be  done 
to  make  the  methods  available  for  clinical 
application,  we  feel  that  the  future  importance 
of  this  approach  is  of  sufficient  promise  to 
warrant  stressing. 

Other  special  technics  that  have  been  of 
value  under  certain  conditions  will  not  be  dis- 
cussed here.  However,  there  is  a fertile  field  in 
industrial  toxicology  for  the  development  of 
these  technics.  They  are  far  from  being  of 
mere  academic  interest,  and  we  have  found 
them  of  great  value  in  indicating  accidental 
absorptions  and  in  helping  to  persuade  both 
workmen  and  supervision  of  the  necessity  for 
better  protective  measures. 


In  approaching  the  problem  of  controlling 
exposures  involving  new  and  untried  chemical 
compounds,  one  must  consider  the  absorption 
of  the  substances  as  harmful  until  there  is 
abundant  evidence  to  prove  otherwise.  The 
role  of  the  skin  as  a portal  of  entry  deserves 
more  attention  than  is  generally  given  it. 
Since  in  many  instances  we  cannot  surely  an- 
ticipate evidences  of  absorption  and  early 
toxicity,  we  have  included  in  our  physical 
control  a variety  of  common  laboratory  tests, 
hoping  to  “screen  out”  any  early  abnormali- 
ties. Signs  of  injury  to  liver,  blood,  and  kid- 
ney can  be  detected  at  fairly  early  stages,  and 
we  believe  that  where  the  statistical  analysis 
can  be  applied  abnormal  changes  can  be  de- 
tected in  a group  before  any  of  the  individual 
values  have  appreciably  exceeded  the  “nor- 
mal” limits. 


Summary 

Some  of  the  experiences  gained  in  the  study 
of  exposures  to  some  ten  to  twelve  thousand 
different  organic  chemicals  are  related: 

1.  Dermatitis,  chiefly  of  the  sensitization 
type,  has  been  numerically  the  most  important 
disability.  The  patch  test  and  pre-exposure 
testing  are  discussed. 

2.  Methods  for  detecting  absorbed  com- 
pounds in  excretory  products  and  for  deter- 
mining early  evidences  of  toxic  effects  are  con- 
sidered. The  necessity  of  preventing  such 
absorption  is  stressed. 

3.  A “screening”  application  of  a number 
of  common  laboratory  procedures  when  the 
exact  type  of  toxic  effect  cannot  be  antici- 
pated is  discussed,  and  some  facts  are  pre- 
sented as  to  variations  of  these  values  in  cer- 
tain exposures  and  as  to  ranges  of  normal 
values. 
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Discussion 

Dr.  Leonard  Greenburg,  New  York  City — Dr. 
Sterner  has  presented  a very  interesting  and  suc- 
cinct discussion  of  the  important  approaches 
leading  up  to  the  detection  of  incipient  func- 
tional impairment  in  animals  exposed  to  the 
absorption  of  toxic  agents.  As  he  so  well  points 
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out,  it  is  a difficult  problem  to  detect  impair- 
ment before  the  development  of  advanced  degrees 
of  pathologic  change. 

For  a long  time  the  use  of  threshold  values  has 
been  employed  by  engineers  and  others  interested 
in  the  control  of  toxic  substances  in  industry, 
and,  as  Dr.  Sterner  points  out,  such  levels  do  not 
preclude  the  possibility  of  poisoning  in  sus- 
ceptible individuals. 

The  conjugation  of  substances  in  the  body  and 
their  excretion  in  the  urine  are  protective  meas- 
ures that  may  be  utilized  for  the  purpose  of  de- 
tection and  prevention,  and  the  patch  test  is  of 


tremendous  value  in  the  field  of  dermatitis  pre- 
vention. A still  more  valuable  indication  is  the 
slight  but  consistent  changes  in  the  blood  which 
may  be  detected  in  workers  exposed  to  small 
amounts  of  toxic  materials.  It  may  very  well  be 
that  some  time  in  the  future  we  will  have  a still 
more  sensitive  index. 

There  still  remains  a real  need  for  a sensitive 
index  of  early  physiologic  changes  prior  to  the 
advent  of  disease. 

Dr.  Sterner’s  paper  has  presented  a clear 
and  lucid  discussion  of  this  important  prob- 
lem. 


ALUMNI  DAY— NEW  YORK  UNIVERSITY  COLLEGE  OF  MEDICINE 


Alumni  Day  is  Saturday,  March  22.  The 
dinner  will  be  Friday  night,  March  21,  at  the 
Roosevelt  Hotel.  Speakers  include  Chancellor 
Chase,  Dr.  James  R.  Angell,  and  Somerset 
Maugham.  Send  your  reservation  to  100 
Washington  Square  East,  New  York  City. 

The  program  for  the  Sixth  Annual  Alumni 
Day — March  22 — is  as  follows: 


10:00  a.m.  Greetings  to  the  Alumni 

Luther  B.  MacKenzie,  ’04,  Presi- 
dent, Alumni  Association 
10:10  Today’s  Program 

Arthur  M.  Wright,  Chairman, 
Committee  on  Science  and  Edu- 
cation 

10:15  The  Relation  of  the  School  and  the 
Hospital  to  the  Development  of 
Clinical  Teaching 

Claude  E.  Heaton,  ’21,  Assistant 
Clinical  Professor  of  Obstetrics 
and  Gynecology 

10:35  Is  There  a Surgical  Solution  for 

Hypersensitivity  of  the  Carotid 
Sinus? 

John  H.  Mulholland,  ’25,  Assist- 
ant Clinical  Professor  of  Surgery 
10:55  An  Approach  to  the  Problem  of 
Management  Presented  by  the  Pa- 
tient in  Coma 

Emery  A.  Rovenstine,  Professor 
of  Anesthesia 


11:15  What  Is  the  Present  Status  of  the 
Shock  Treatment  in  Schizophrenia? 
Karl  M.  Bowman,  Professor  of 
Psychiatry 

11:35  The  Diet  of  the  Infant  in  the  Early 
Months 

Charles  Hendee  Smith,  Professor 
of  Pediatrics 


11:55  Surgical  Personalities  of  the  Past 

Arthur  M.  Wright  , the  George  Da- 
vid Stewart  Professor  of  Surgery 

Luncheon  will  be  served  at  12:30  p.m.  in  the 
Wyckoff  Memorial  Lounge,  338  East  26th  Street 
at  First  Avenue — Luncheon  Tickets,  $1.00  per 
person.  Speakers  will  be  Dean  Emeritus 
Samuel  A.  Brown,  ’94;  Dean  Currier  McEwen, 
’26;  and  Nathan  B.  Van  Etten,  ’90,  President, 
American  Medical  Association. 

The  afternoon  program  is  as  follows: 

3:00  p.m.  The  Development  of  the  Pre-Clinical 
Departments  at  the  Medical  College 
George  B.  Wallace,  Professor  of 
Pharmacology 

3:20  The  Rehabilitation  of  the  Patient 

Subsequent  to  Myocardial  Infarction 
Clarence  E.  de  la  Chapelle,  ’22, 
Professor  of  Clinical  Medicine 
3:40  The  Preparation  of  Human  Hemo- 

globin as  a Possible  Blood  Substitute 
R.  Keith  Cannan,  Professor  of 
Chemistry 

4:00  The  Role  of  Specific  Antipneumo- 

coccus Immunity  in  Patients  with 
Pneumonia  Treated  with  Sulfon- 
amide Compounds 

William  S.  Tillett,  Professor  of 
Medicine 

4:20  What  Is  the  Basis  for  Rational 

Endocrine  Therapy  in  Gynecological 
Conditions? 

Howard  C.  Taylor,  Jr.,  Associate 
Professor  of  Obstetrics  and  Gyne- 
cology 

5:00  Social  Hour  with  Dean  McEwen — 

Dean’s  Office. 

There  will  be  demonstrations  and  exhibits 
during  the  morning  and  afternoon. 


SHAKE! 

Patient  (in  operating  room):  “Doctor,  I am 
very  nervous.  This  is  my  second  operation.” 
Doctor:  “What  have  you  got  to  be  nervous 
about?  This  is  my  first.” — Medical  Record 


A CRASH  OR  A CRUSH 

Some  have  said,  “The  fellows  who  drive  with 
one  hand  are  generally  headed  for  the  aisle  of  a 
church.  Some  of  them  will  walk  down  it  and 
some  will  be  carried.” 


THE  OFFICE  TREATMENT  OF  INDUSTRIAL  ACCIDENTS 

Howard  L.  Prince,  M.D.,  Rochester,  New  York 


THE  office  treatment  of  industrial  trauma 
must  be  influenced  by  the  facilities  at 
hand  and  the  amount  of  dislocation  of  office 
routine  a given  case  may  produce.  Any  dis- 
cussion of  office  treatment  must  consider,  first, 
the  benefit  to  the  patient  and,  second,  the 
benefit  to  the  doctor. 

The  more  immediate  the  care  of  trauma  the 
more  certain  it  is  to  be  successful.  The 
chances  of  cleaning  up  an  infected  wound  or 
preventing  infection  in  a contaminated  wound 
fade  with  the  minutes.  Office  hours  usually 
cannot  be  interrupted  to  rush  to  a hospital 
and,  anyway,  why  rush  to  a hospital?  In  any 
busy  hospital  there  is  a lag  of  about  one  hour 
under  the  best  of  circumstances,  and  usually 
the  operating  facilities  are  tied  up  for  several 
hours — not  to  be  interfered  with  except  for 
emergencies.  A soiled,  lacerated  wound  is 
seldom  considered  an  emergency.  Delay  in 
cleaning  up  a wound  may  cost  the  use  of  a 
hand  or  it  may  be  of  vastly  greater  importance 
than  delay  in  removing  the  appendix  or  gall- 
bladder already  booked.  In  an  office  the  con- 
dition can  be  cared  for  in  less  than  the  time 
required  to  get  well  under  way  in  a hospital 
and  without  too  much  interference  with  office 
routine. 

To  accomplish  this  the  office  must  have  suffi- 
cient space  and  enough  help  so  that  the  case 
in  question  will  not  tie  up  the  facilities  for  the 
care  of  nonindustrial  patients.  I am  consid- 
ering the  problem  from  the  point  of  view  of  the 
doctor  in  whose  practice  industrial  trauma 
does  not  play  a major  part.  We  do  a good 
many  operative  procedures  in  our  office  be- 
cause it  saves  our  time  and  saves  expense  for 
the  patient. 

We  have  sterilized  syringes  and  various- 
sized sterilized  needles.  A sterile  V*  per  cent 
solution  of  novocain  in  1-100,000  epinephrine 
is  kept  in  rubber-topped  bottles  ready  for  use. 
Sterile  dressings  are  on  hand.  Knives  and 
scissors  are  kept  in  sterile  solutions  after  care- 
ful washing  between  uses.  Instruments  are 
boiled  as  needed. 

The  patient  is  examined  to  decide  whether 
or  not  the  condition  can  be  taken  care  of  in  the 
office  and  what  should  be  done.  A small  area 
outside  the  wound  is  cleaned  and  prepared  for 
injection  of  novocain;  from  this  or  additional 
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areas  the  injections  necessary  to  anesthetize 
the  traumatized  parts  are  made.  We  then  go 
on  about  our  business  for  fifteen  or  twenty 
minutes.  By  this  time  anesthesia  is  complete, 
and  attention  to  the  toilet  of  the  traumatized 
part  is  in  order.  Whether  soap  and  water 
scrubbing  or  chemical  sterilization  is  the 
method  of  choice  is  immaterial — either  can  be 
done  leisurely  and  with  due  consideration  for 
the  tissue  involved.  In  general,  no  antiseptic 
alone  is  as  certain  as  soap  and  water  scrub- 
bing. In  a deeply  lacerated  wound  with  ex- 
tremely dirty  skin  around  it,  it  may  be  advan- 
tageous to  pack  the  wound  with  vaseline 
gauze  while  the  surrounding  skin  is  being 
scrubbed.  Dry,  sterilized  gloves  are  put  on 
for  the  cleansing  and  for  the  reparative  pro- 
cedure. When  finished  and  dressed,  the  pa- 
tient is  given  several  tablets  of  codeine  or 
morphine  for  use  for  pain,  and  he  is  instructed 
about  resting  the  injured  part.  We  are  too 
prone  to  forget  that  rest  of  a wounded  part  is 
a most  important  assistance  in  the  avoidance 
or  overcoming  of  infection.  Many  severe 
hand  infections  result  from  too  early  use. 
The  use  of  practical  splinting  to  protect 
wounded  parts  from  motion  is  of  great  im- 
portance. 

If  infection  is  feared,  the  patient  is  asked  to 
return  the  next  day;  if  not,  the  patient  reports 
as  to  his  feelings  at  the  end  of  twenty-four 
hours,  and,  if  the  report  sounds  all  right,  the 
return  may  be  postponed  for  as  long  as  seems 
desirable.  Most  wounds  are  dressed  too  often. 
The  main  reason  back  of  many  dressings  is  the 
doctor’s  curiosity.  Wounds  in  which  infection 
is  developing  give  symptoms  of  which  pain  is 
the  chief  one.  Dressing  of  the  symptomless 
wound  before  healing  time  has  elapsed  accom- 
plishes nothing  except  pain  for  the  patient,  and 
every  dressing  done  before  healing  adds  a 
chance  for  infection.  Assiduous  pulling  down 
of  dressings  is  less  a mark  of  a careful  doctor 
than  of  an  uncertain  doctor  who  lacks  a proper 
conception  of  the  healing  processes.  A com- 
fortable trauma — whether  of  bone  or  soft 
parts — is  seldom  aided  by  the  glance  of  the 
medical  eye.  On  the  other  hand,  any  com- 
plaint of  pain  increasing  or  developing  after  a 
period  of  comfort  calls  for  thoughtful  consid- 
eration. 

Among  the  commonest  industrial  traumas 
coming  to  the  office  are  puncture  wounds. 
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Most  of  these  will  take  care  of  themselves,  but 
all  are  potentially  dangerous.  Whenever 
there  is  any  question  of  a foreign  body — metal, 
wood,  or  dirt — these  wounds  should  be  incised, 
explored,  cleaned  out,  and  left  open.  The 
giving  of  tetanus  antitoxin  is  a decision  for  the 
individual  doctor.  Unfortunately,  its  use  has 
become  almost  a ritual  which,  however,  is  los- 
ing its  importance  as  are  most  rituals.  Per- 
sonally, my  faith  in  it  has  steadily  diminished 
over  the  years,  and  I practically  never  use  it. 
I believe  I have  seen  more  harm  from  the  use 
of  tetanus  antitoxin  than  good. 

Lacerations  of  the  skin  and  less  important 
soft  parts  call  for  cleansing  of  various  degrees. 
Restraint  of  our  perfectionist  attitude  is  the 
most  important  factor  in  their  management; 
it  is  difficult  to  control  our  desire  to  attain  a 
nice  looking  wound.  Sutures  add  trauma, 
and  a perfect  closure  may  be  the  determining 
factor  in  allowing  the  development  of  infec- 
tion in  a wound  that  would  have  remained 
clean  if  left  open  or,  at  most,  only  approxi- 
mated by  a stitch  or  two.  Closure  can  be 
made  with  impunity  after  a few  days — if  any- 
thing is  to  be  gained  by  it.  The  removal  of 
known  devitalized  tissue  is  good  surgery,  but 
the  carrying  of  this  procedure  to  the  degree 
deemed  necessary  for  use  of  the  term  “de- 
bridement and  closure”  may  be  bad  surgery. 
Our  human  perceptions  are  rarely  fine  enough 
to  keep  us  from  adding  insult  to  injury. 

Wounds  involving  injury  to  tendons  and/or 
nerves  must  be  carefully  judged  as  to  their 
fitness  for  care  in  the  office.  Extensive  search 
for  a retracted  proximal  tendon  usually  re- 
quires more  of  an  operative  setup  than  is  avail- 
able. In  general,  if  these  injuries  are  seen  at 
once,  or  within  a few  hours,  and  are  capably 
cleansed,  suture  may  be  done — preferably  with 
fine  silk  and  certainly  with  meticulous  gentle- 
ness. Infection  here  is  particularly  the  black 
beast  to  be  avoided.  When  in  doubt  I prefer 
to  leave  these  wounds  open,  bathing  them  in 
normal  «aline  or  Ringer’s  solution  for  several 
days  and  closing  them  only  when  I am  sure 
there  is  no  infection.  If  more  than  several 
hours  have  elapsed  and  the  wound  is  badly 
soiled,  I believe  it  is  safer  to  avoid  the  addi- 
tional trauma  of  repair  until  the  question  of 
infection  is  settled. 

Wounds  in  which  there  has  been  removal  of 
areas  of  skin  should  be  cleaned,  and  skin  grafts 
should  be  applied  at  once — as  soon  as  feasible 
if  infected.  The  grafts  are  covered  with 
gauze  saturated  in  saline  solution.  Dressing 
is  done  after  three  or  four  days.  The  grafts 
will  have  taken  in  forty-eight  hours  if  they  are 


going  to  take.  When  grafts  are  to  be  applied 
to  an  infected  or  granulating  surface,  they  are 
cut  into  pieces  about  1/a  by  V4  inch.  I prefer 
grafts  cut  in  strips,  practically  full  thickness 
in  the  middle  and  thin  as  Thiersch  grafts  at 
the  edges;  these  are  easily  cut  along  the  raised 
surface  of  the  novocain  infiltrated  skin  with  a 
sharp  scalpel.  The  areas  left  are  treated  with 
tannic  acid  and  silver  nitrate. 

Most  dislocations  may  be  successfully  re- 
duced in  the  office.  A dose  of  morphine — 
adapted  to  the  size  of  the  individual — followed, 
after  time  for  action,  by  slow  careful  manipu- 
lation will  usually  accomplish  the  desired  re- 
duction. Fractures  of  the  bones  of  the  hands 
or  feet  are  usually  amenable  to  treatment. 
The  relaxation  obtained  by  the  action  of  novo- 
cain in  these  cases  makes  reduction  easier. 
Maintenance  of  reduction  is  the  same  prob- 
lem in  the  office  as  in  the  hospital.  In  general, 
avoid  the  use  of  casts  or  splints  wherever  pos- 
sible. To  apply  a cast  over  an  undisplaced 
fracture  of  the  fibula  or  metatarsals  is  unnec- 
essary. The  mere  presence  of  a crack  in  the 
bone,  as  shown  by  x-ray,  is  too  often  inter- 
preted as  an  indication  for  prolonged  fixation. 
Patients  with  fractured  metatarsals  properly 
reduced  will  get  about  surprisingly  soon  if  not 
prevented  by  a cast. 

The  injection  with  novocain  of  so-called 
sprains  gives  immediate  comfort  to  patients. 
This  may  tempt  them  to  too  great  activity 
and  much  pain  several  hours  later.  It  does 
not  allow  the  return  to  active  work.  It  can- 
not take  the  place  of  time  and  rest  in  the  re- 
pair of  trauma. 

I hesitate  to  take  up  the  subject  of  back 
strain.  In  my  opinion  there  is  no  other  sub- 
ject in  such  a mess  with  regard  to  diagnosis 
and  treatment.  A given  case  of  low  back  pain 
can  go  the  rounds  and  be  labeled  with  as  many 
different  diagnoses  and  suggestions  for  treat- 
ment as  representatives  of  groups  of  thought 
and  training.  In  the  experience  of  the  insur- 
ance companies  none  of  these  conclusions  is 
much  more  accurate  than  a diagnosis  arrived 
at  by  shaking  dice.  The  representatives  of 
each  group  are  as  sure  of  themselves — to  hear 
them  tell  it — as  an  economist,  whether  old  or 
New  Deal.  I believe  that  most  back  cases 
represent  muscle  strain  or  tear  and  that  the 
most  important  factor  in  treatment  is  rest  un- 
til such  time  as  objective  symptoms  disappear. 
Whether  or  not  a patient  can  be  satisfactorily 
rested  at  home  depends  upon  the  intelligence 
of  the  patient  as  well  as  his  economic  situation. 
If  there  is  no  improvement  after  a week’s  rest, 
either  the  patient  is  not  resting  or  he  is  exag- 
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gerating  his  complaints  and  hospital  care  may 
be  indicated. 

A hard  bed  is  most  effective  for  back  rest. 
In  severely  painful  cases  I believe  in  the  use 
of  some  derivative  of  opium  to  the  point  of  re- 
laxation for  the  first  three  or  four  days.  The 
application  of  local  heat  is  comforting,  and 
adhesive  strapping,  properly  located,  is  help- 
ful. Having  the  patient  become  ambulatory 
to  go  to  the  office  every  day  or  two  for  treat- 
ment is  no  part  of  rest,  and  I know  of  no  mo- 
dalities at  our  command  which  justify  this 
procedure.  The  case  should  be  judged  by  the 
clinical  findings  rather  than  by  x-ray  study. 
I have  an  idea  that  office-treated  back  cases 
would  do  better  with  less  x-rays  and  more 
sense.  Considering  the  fact  that  the  majority 
of  laboring  people  over  40  show  more  or 
less  so-called  hypertrophic  or  osteoarthritic 
changes  in  the  spine,  why  should  the  x-ray 
film  assume  the  overwhelming  importance 
that  it  has?  The  clinical  side  is  the  important 
side.  A backache  severe  enough  to  produce 
disability  should  show  objective  signs;  there 
should  be  limitation  in  motion  and  muscular 
spasm.  Muscular  spasm  should  be  present 
in  any  position  which  puts  strain  on  the  in- 
jured part.  When  muscular  spasm  disap- 
pears, the  individual  is  approaching  the  end 
of  his  disability  regardless  of  how  much  path- 
ology the  x-ray  films  may  show.  Most  of  the 
pathology  shown  in  x-ray  films  has  been  there 
for  some  time. 

At  this  time  an  injured  workman  should  be 
treated  with  as  much  consideration  as  would 
be  extended  his  employer  under  similar  cir- 
cumstances. The  desire  of  the  employee 
drawing  accident  insurance  to  prolong  his  pe- 
riod of  actual  disability  is  quite  generally 
noticeable.  A certain  degree  of  this  very 
human  reaction  must  be  condoned  in  the 
laborer  who  is  usually  going  back  to  much 
harder  physical  work.  The  getting  of  some- 
thing for  nothing  is  a deep-seated  trait  in  us 
humans.  On  the  other  hand,  we  should  al- 
ways remain  keenly  aware  that  this  trait  may 
lead  to  exaggeration  of  discomfort  and,  many 
times,  to  malingering.  Also,  we  should  not 
forget  that  many  a man  works  at  the  expense 
of  some  discomfort  and  handicap. 

I am  thankful  that  bone  and  spinal  canal 
operations  are  not  included  in  office  treatment. 
The  tremendous  difference  in  their  evaluation 
by  the  advocates  on  one  hand  and  the  insur- 
ance companies  who  pay  the  shot  on  the  other 
should  arouse  a suspicion  that  we  operators 
are  inclined  to  view  the  results  prematurely  or 
through  rose-colored  glasses. 


From  a practical  standpoint  the  office  treat- 
ment of  industrial  accidents  carries  little  ad- 
vantage to  the  doctor  other  than  the  knowl- 
edge that  he  has  done  the  right  thing  by  the 
patient.  The  use  of  local  anesthesia  is  of 
paramount  importance  in  handling  these 
cases,  and  the  anesthetists  have  seen  to  it  that, 
while  their  fees  are  proportionately  high,  the 
use  of  local  anesthesia  by  the  doctor  carries  no 
reward.  A comminuted  fracture  of  a finger, 
calling  for  skeletal  traction  and  the  applica- 
tion of  a rather  complicated  dressing  to  achieve 
this,  usually  consumes  an  hour  of  the  doctor’s 
time.  An  anesthetist  would  receive  $15  for 
this  hour  while  the  responsible  attendant 
would  be  allowed  $20  for  his  hour  and  the  en- 
suing three  weeks  of  care.  Care  of  the  sim- 
plest injury  in  an  office  entails  a certain 
amount  of  disorder  and  interference  with 
office  routine.  In  the  more  complicated  cases 
the  resultant  disorder  may  consume  consider- 
able time.  It  is  probably  easier  to  send  the 
case  to  the  hospital  and  take  care  of  it  when 
convenient,  employing  a general  anesthetic 
and  the  operating  room.  This  will,  of  course, 
cost  the  insurance  companies  from  $25  up,  de- 
pending upon  the  locality.  They  seem  per- 
fectly agreeable  to  this  expenditure,  and  the 
doctor,  is,  perhaps,  of  more  importance  in  the 
operating  room  than  in  his  office. 

277  Alexander  Street 

Discussion 

Dr.  Ralph  F.  Harloe,  Brooklyn — The  title  of 
Dr.  Prince’s  paper  is  a popular  one. 

The  speaker  has  emphasized  the  importance 
of  adequate  space,  experienced  office  help,  and 
the  proper  equipment  for  the  office  treatment  of 
many  patients  suffering  from  industrial  accidents. 

Not  only  is  this  important  in  its  relation  to 
industrial  accidents,  but  an  office  so  arranged 
may  save  many  nonindustrial  patients  the  in- 
convenience and  expense  of  hospital  confinement 
be  it  one  day  or  several  days. 

The  number  of  patients  admitted  to  hospitals 
for  a day  or  more  for  minor  operations,  including 
such  ailments  as  chronic  paronychia,  anterior- 
closed  space  infections  as  felons,  small  fibro- 
adenomas, lipomas,  cysts,  etc.,  are  numbered  in 
the  thousands.  The  reason  may  be  one  of 
several:  improperly  equipped  offices,  a neurotic 
patient,  or  it  may  be  that  in  some  localities  of 
our  great  state  where  privately  owned  institu- 
tions are  located  hospitalization  and  administra- 
tion of  a general  anesthetic  has  as  its  reward,  a 
larger  fee. 

As  Dr.  Prince  has  emphasized,  local  anesthesia 
intelligently  administered  in  selected  cases  offers 
advantages  that  we  might  well  avail  ourselves  of. 

If  an  x-ray  or  fluoroscopic  unit  is  part  of  the 


March  15,  1941]  INDUSTRIAL  ACCIDENTS— OFFICE  TREATMENT 


603 


office  equipment,  reduction  of  many  fractures 
under  local  anesthesia  may  be  added  to  the  list, 
thereby  overcoming  a delay  of  several  hours. 

I am  at  variance  with  the  speaker  on  the  point 
of  tetanus  antitoxin;  I feel  it  is  our  duty  to  give 
them  tetanus  antitoxin.  A test  should  be  given 
as  to  sensitiveness. 

I believe  that  patients  presenting  soiled,  open 
wounds,  deep  puncture  wounds,  and  particularly 
wounds  that  have  been  sustained  out-of-doors 
should,  whether  they  have  been  debrided  or  not, 
receive  tetanus  antitoxin. 

It  is  undoubtedly  true  that  the  use  of  tetanus 
antitoxin  has  become  almost  a ritual,  but  I have 
seen  tetanus  develop  in  one  of  my  own  patients 
who  sustained  a lacerated  finger  in  the  gears  of  a 
machine  inside  a factory.  It  had  been  a routine 
procedure  at  that  time  to  administer  tetanus 
antitoxin,  and  I believed  that  this  patient  had 
received  it.  On  the  ninth  day  following  the 
injury  he  developed  abdominal  and  neck  rigidity 
and  the  characteristic  facial  muscle  contrac- 
tions. It  was  only  when  going  through  the 
records  in  the  accident  room  of  the  hospital  that 
I ascertained  that  the  patient  had  not  been  given 
the  prophylactic  injection.  Only  the  delayed 
onset  and  the  employment  of  several  hundred 
thousand  units  of  antitoxin  administered  intra- 
venously, intraspinally,  and  intramuscularly 
saved  the  life  of  this  patient. 

Pyogenic  infection  superimposed  in  a wound 
is  another  factor  that  adds  to  the  period  of 
disability. 

Dr.  Prince  has  emphasized  the  importance  of 
thorough  debridement  and  avoidance  of  tight 
closure  of  the  wound.  I think  we  are  all  in 
agreement  with  that  procedure. 

There  are  no  doubt  some  physicians  who  have 
unnecessarily  hospitalized  patients  for  the  afore- 
mentioned minor  injuries,  thereby  delaying  their 
treatment.  It  was  undoubtedly  early  observa- 
tion of  this  needless  delay  that  influenced  Dr. 
Prince  to  carry  out  the  practice  and  arrive  at  the 
conclusions  he  has  so  ably  presented. 

Dr.  James  M.  Hitzrot,  New  York  City — I 
know  office  treatment  in  traumatic  surgery  can 
be  done  by  the  men  who  will  take  the  trouble  to 
do  it. 

Living  in  New  York  City,  I feel  that  tetanus 
antitoxin  has  a place  in  the  treatment  of  wounds. 
I agree  with  Dr.  Prince  that  every  wound  that 
comes  in  should  not  receive  tetanus  antitoxin. 
The  question  requires  some  thought.  I per- 
sonally have  a strange  fear  in  giving  tetanus 


antitoxin  to  every  patient.  However,  I do  not 
feel  that  it  should  not  be  given  at  all. 

Where  a physician  is  doing  a great  deal  of 
industrial  work,  he  probably  has  the  necessary 
office  equipment  and  certainly  can  save  time  for 
the  patient  and  the  doctor. 

Dr.  Prince  has  brought  to  our  notice  a rather 
important  subject,  and  it  would  be  difficult  to 
disagree  with  him. 

I am  particularly  happy  to  hear  him  say  that 
the  treatment  of  an  injury  should  be  immediate, 
that  soap  and  water  are  the  best  cleansing  agents, 
and  that  local  rest  is  an  essential  adjunct  of 
wound  treatment.  General  lassitude  and  rest  are 
on  the  preferred  payment  list  of  our  government 
agencies,  perhaps  we  can  get  them  interested  in 
local  rest. 

He  has  raised  so  many  essential  points  that  I 
would  have  to  write  a paper  to  cover  all  the 
points  he  has  raised,  but  may  I congratulate  him 
on  one  form  of  treatment  he  has  used  which  is 
very  valuable — namely,  the  use  of  brains. 

To  do  office  treatment  properly  requires  proper 
office  equipment,  assistants,  and  the  requisite 
training  of  the  doctor.  Without  any  one  of  the 
above  three,  office  treatment,  in  fact  any  treat- 
ment, will  be  inadequate. 

There  is  no  reason  why  any  properly  managed 
hospital  should  not  have  an  emergency  operating 
room  equipped  to  serve  accident  cases  without 
any  delay.  Also  any  large  industrial  plant  with 
work  that  has  a probable  hazard  should,  I be- 
lieve, have  an  equipped  emergency  room  to  pro- 
vide facilities  for  the  doctor.  Where  neither  of 
these  are  available  Dr.  Prince’s  suggestion  is 
worthy  of  earnest  consideration. 

To  discuss  the  inadequacy  of  medical  fees  and 
some  of  the  ridiculous  medical*  schedules  would 
carry  me  too  far  afield.  Our  province  as  I see  it 
is  to  render  to  the  patient  the  best  that  is  in  us 
and,  having  done  that,  hope,  vainly  perhaps, 
that  somehow  manna  will  fall  upon  us. 

Dr.  Prince  ( Concluding  Remarks ) — My  idea 
of  tetanus  antitoxin  probably  goes  back  to  the 
days  when  I was  a boy.  My  father  was  the 
doctor  in  our  town.  We  had  farm  yards  where 
everything  happens  to  the  feet,  for  a period  of 
many  years  there  was  no  tetanus  antitoxin. 

When  the  doctor  himself  will  give  tetanus 
antitoxin  in  all  cases  to  his  own  family,  then 
perhaps  I will  have  more  faith  in  it.  Until 
someone  can  say  tetanus  antitoxin  has  more 
effect  than  it  seems  to  have  in  recent  studies,  I 
cannot  see  using  it. 


ON  LOAN 

Announcement  picked  by  a colleague  from 
N.  Y.  Medical  Week 

PAPERS  OF  THE  EVENING 
b.  Management  of  Carcinoma  of  rental  pelvis. 

—J.A.M.A. 


GIVE  HIM  ONE  MORE  CHANCE 

Doctor  (after  examination) — “I  must  tell 
you  frankly,  I don’t  like  the  looks  of  your  hus- 
band.” 

Patient’s  wife — “Well,  I admit  he  never  was  a 
handsome  man,  Doctor,  but  he’s  so  good  to  the 
children.”  — III.  Med.  J. 


CONVALESCENT  CARE  AT  THE  SARATOGA  SPA 

Edward  J.  Callahan,  M.D.,  Saratoga  Springs,  New  York 


CONVALESCENT  care  is  an  important 
subject  in  the  practice  of  medicine,  and 
today  it  is  attracting  more  and  more  atten- 
tion on  the  part  of  the  general  practitioner. 
The  importance  of  convalescent  care  and  the 
necessity  of  bringing  it  to  the  minds  of  general 
practitioners  are  so  important  that  the  Public 
Health  Committee  of  The  New  York  Academy 
of  Medicine  formulated  and  published  in  1925 
a set  of  standards  for  convalescent  care.1  A 
recent  review  of  these  standards  emphasized 
the  lack  of  general  knowledge  regarding  the 
whole  subject  and  the  necessity  for  further 
study. 

At  The  New  York  Academy  of  Medicine  on 
November  9 and  10,  1939,  a two-day  sympo- 
sium on  the  problem  of  convalescent  care  was 
held  and  about  twenty  papers  were  presented.2 
An  excellent  paper  by  Woodruff3  reviews  in 
detail  these  reports  and  it  is  well  worth  read- 
ing. Diseases  given  special  consideration  at 
this  symposium  included:  cardiac  diseases, 
renal  disorders  and  infections  of  the  urinary 
tract,  gastrointestinal  and  respiratory  ail- 
ments, cancer,  postoperative  hyperthyroid 
states,  psychiatric  disturbances,  various  neu- 
rologic diseases,  surgical  operations,  and  ortho- 
pedic conditions,  as  well  as  the  recently  de- 
livered mother. 

In  this  symposium  the  outstanding  fact  dis- 
closed was  that  none  of  the  facilities  available 
meet  the  medical  problems  involved  with  the 
exception  of  the  provision  of  convalescent 
care  for  patients  with  heart  disease.  The 
fact  remains  that  the  disease  rather  than  the 
patient  is  still  the  primary  interest  of  most 
physicians.  One  of  the  points  emphasized 
and  re-emphasized  in  the  symposium  was  that 
unsatisfactory  results  in  convalescent  care 
will  continue  until  it  is  generally  accepted  as  a 
fundamental  principle  that  in  convalescent 
care  attention  must  be  directed  toward  the 
patient  as  one  who  has  been  ill  and  is  recover- 
ing and  has  particular  and  individual  prob- 
lems to  be  considered  in  his  course  to  recovery. 
The  new  thought,  then,  in  convalescent  care 
seeks  to  satisfy  the  special  requirements  of  the 
individual  who  is  trying  to  get  well  rather 

Read  at  a meeting  of  the  Fourth  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York  held  at 
Schenectady,  New  York,  on  October  1 and  2,  1940,  and 
at  a meeting  of  the  Medical  Society  of  the  County  of 
Schoharie  held  at  Cobleskill,  New  York,  on  October  8, 
1940. 


than  the  convalescent  care  of  pneumonia, 
rheumatic  fever,  or  duodenal  ulcer. 

I wonder  if  we  all  think  along  the  same  line 
when  we  use  the  term  convalescent  care.  One 
of  the  best  definitions  of  convalescent  care  I 
have  ever  seen  is  the  following  taken  from  an 
article  by  E.  H.  L.  Corwin:  “The  present-day 
idea  of  convalescent  care  is  that  of  a creative 
dynamic  force,  applied  to  persons  recovering 
from  either  acute  diseases,  or  operations,  or 
from  the  exacerbations  of  chronic  maladies,  a 
force  which  brings  into  play  all  the  resources 
of  mind  and  body,  of  medicine  and  psychology, 
to  offset  the  baneful  somatic  and  mental  ef- 
fects of  illness.  It  comprises  play  as  well  as 
rest;  it  invokes  religious  emotion  and  an  ap- 
peal to  reason;  it  calls  for  the  exercise  of  mind 
as  well  as  muscle;  it  furnishes  comforts  and 
stimulates  purposeful  effort;  it  provides 
dressings  for  surgical  wounds  and  instills 
sound  health  habits;  it  aids  the  natural  re- 
cuperative processes  and  develops  social  dis- 
cipline; it  expedites  recovery  and  strengthens 
character.  Its  aim  is  restoration  of  the  adult 
to  a state  of  health,  mental  poise,  and  useful- 
ness and  of  the  child  to  the  usual  activities  of 
childhood.  Convalescent  care  saves,  or  should 
save,  the  patients  the  anguish  of  relapse  and  of 
a repeated  malady;  it  saves,  or  should  save, 
the  communities  the  cost  of  preventable  ill- 
ness.”4 

Woodruff 3 in  reviewing  the  paper  by  Pepper5 
at  the  symposium  agrees  that  no  two  diseases 
or  two  patients  ill  with  the  same  disease  can 
possibly  have  the  same  state  of  bodily  and 
psychologic  conditions  after  the  illness  sub- 
sides and  convalescence  begins.  He  adds: 
“Certainly,  at  any  rate,  if  in  convalescence 
there  are  persistent  deviations  from  normal 
metabolism,  nutrition,  body  chemistry  and 
physiology,  restoration  to  health  may  well  be 
expedited  if  attention  is  directed  to  correct- 
ing these  abnormalities;  and,  again  in  this 
connection,  stressing  the  importance  of  the 
individual,  not  until  we  learn  to  recognize  in 
each  convalescent  the  actual  abnormalities 
which  persist  from  the  preceding  illness  and 
which  differentiate  that  individual  in  con- 
valescence from  his  condition  in  health  can 
we  meet  properly  the  therapeutic  indications 
in  his  particular  case.” 

In  comparison  with  the  list  of  diseases  taken 
up  at  this  conference  I am  including  the  sum- 
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mary  of  a survey  of  the  medical  conditions 
presented  by  over  6,000  patients  treated  at 
the  Saratoga  Spa  in  1936  (see  Table  l).8 

Now  just  what  does  a spa  offer  for  these 
convalescent  cases?  Florence  Nightingale  in 
18637  said:  “The  first  necessity  of  a convales- 
cent hospital  is  that  it  should  not  be  like  a 
hospital  at  all,  and  the  very  best  kind  of  con- 
valescent hospital  would  be  a string  of  cot- 
tages. The  reasons  for  this  are:  (1)  to  get 
rid  of  the  idea  of  being  in  a hospital  altogether 
from  the  minds  of  the  inmates,  and  to  sub- 
stitute for  it  that  of  a home;  (2)  to  secure  a 
more  free  and  bracing  atmosphere  than  can 
ever  be  secured  in  any  building  containing  a 
larger  number  of  inmates.”  While  Florence 
Nightingale  was  not  speaking  of  a spa  for  con- 
valescent care,  many  of  her  suggestions  are 
possible  of  attainment  at  a well-organized  spa. 

Many  patients  dislike  going  away  for  a pe- 
riod of  convalescence  because  they  fear  that 
the  new  physician  will  be  unfamiliar  with  their 
past  history.  It  is  of  major  importance  that  a 
close  relationship  be  established  between  the 
regular  attending  physician  and  the  physician 
at  the  convalescent  resort.  The  benefit  to 
the  patient  of  this  close  relationship  cannot  be 
overestimated.  A complete  report  from  the 
family  physician  is  greatly  appreciated  by  the 
physician  at  the  spa.  It  not  only  saves  con- 
siderable time  for  the  patient  but  also  the 
money  that  might  be  spent  for  examinations 
duplicating  those  made  at  home.  The  pre- 
scribing physician  at  the  spa  should  have  a 
thorough  knowledge  of  the  patient’s  condi- 
tion before  attempting  to  direct  his  convales- 
cent program. 

The  first  consideration  of  the  patient  coming 
to  the  spa  for  convalescent  care  is  a selection  of 
his  medical  advisor.  The  importance  of  this 
cannot  be  overemphasized,  since  there  is  much 
misinformation  among  the  laity  in  Saratoga 
Springs  concerning  the  use  of  the  treatments 
and  the  waters.  Careful  study  of  the  analy- 
ses of  the  waters  shows  them  to  be  the  most 
important  of  their  class  to  be  found  in  any  spa 
in  the  world.  They  should  always,  either  at 
the  springs  or  in  the  home,  be  administered  on 
the  advice  of  a competent  physician  who  is 
familiar  with  the  patient’s  condition.  A sat- 
isfactory arrangement  from  the  day  of  arrival 
at  the  spa  is  possibly  half  the  battle  in  getting 
well.  It  is  well  to  select  a medical  advisor 
even  before  a boarding  place  has  been  chosen. 
Under  the  prevailing  conditions  many  of  the 
proprietors  of  hotels  and  boardinghouses  aim 
to  please  the  new  patient  with  a great  abun- 
dance and  variety  of  foods  that  are  not  at  all 


TABLE  1 


Primary  Condition 

No.  of 
Patients 

Per- 

centage 

L 

Heart  and  circulatory  disorders 
including  variations  of  blood 
pressure 

1,947 

30.8 

2. 

Rheumatic  conditions,  includ- 
ing arthritis,  myositis,  fibro- 
sitis,  and  neuritis 

1,493 

23.7 

3. 

Gastrointestinal  ailments,  in- 
cluding liver  and  gallbladder 

1,114 

17.6 

4. 

Nervous  conditions,  including 
both  functional  and  organic 
disorders 

533 

8.4 

5. 

Metabolic  diseases,  including 
diabetes,  obesity,  and  glandular 
disorders 

257 

4.1 

6. 

Skin  diseases  (noninfectious) 

133 

2.1 

7. 

Miscellaneous 

199 

3.2 

8. 

No  disease,  including  general 
debility 

639 

10.1 

Total 

6,315 

100.0 

suitable  for  the  average  patient  who  comes 
here  for  convalescent  care.  So,  the  impor- 
tance of  being  guided  in  the  selection  of  a 
boardinghouse  or  hotel  that  will  accurately 
follow  a dietary  scheme  and  routinization  with 
the  spa  waters  for  the  particular  individual 
being  treated  is  of  major  importance. 

The  mineral  waters  that  are  available  at  the 
spa  are  indicated  internally  in  a wide  range  of 
convalescent  cases.  They  may  be  divided 
into  three  major  groups: 

1.  The  alkaline,  effervescent,  noncathartic 
waters,  represented  by  Geyser,  are  in- 
dicated in  chronic  gastric  diseases  and 
where  the  effect  of  a general  tonic  water 
would  be  of  value. 

2.  The  alkaline,  mildly  saline  group,  such 
as  Coesa  water  because  of  its  mild 
laxative  action,  is  safely  used  in  catarrhal 
diseases  of  the  gallbladder  and  in  the 
milder  forms  of  irritated  colons. 

3.  The  alkaline,  strongly  saline  waters,  of 
which  the  Hathorn  Nos.  2 and  3 are  the 
best  representatives,  are  used  primarily 
for  the  relief  of  constipation. 

In  addition  there  is  a pure,  noncarbonated, 
mineral-free  water,  the  State  Seal,  which  is 
indicated  in  acute  gastric  diseases  and  in  the 
various  forms  of  kidney  diseases. 

The  mineral  baths  and  other  forms  of  hydro- 
therapy may  well  be  considered  the  'piece  de 
resistance  in  the  care  of  practically  all  of  those 
convalescent  patients,  and  the  routine  to  be 
followed  is  quite  variable,  depending  entirely 
on  the  type  of  individual  and  the  nature  of  the 
ailment  from  which  he  is  convalescing.  The 
balneotherapeutic  procedures  available  in- 
clude: 

1.  The  use  of  the  mineral-water  baths 
alone,  either  in  the  form  of  full  gas 
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strength  baths  and  full  position  in  the 
tub  or  modified  mineral  baths  in  which 
the  strength  of  the  carbon  dioxide  gas 
or  the  position  of  the  patient  in  the  tub 
is  varied. 

2.  The  mineral  bath  may  be  followed  either 
by  a general  body  massage  or  by  the 
use  of  hot  mineral  packs  to  local  affected 
areas  either  with  or  without  local  mas- 
sage and  movement.  The  frequency  of 
this  combination  of  bath  and  massage 
depends  again  on  the  ailment  from 
which  the  patient  has  been  suffering. 

3.  The  eliminating  treatment  consists  of 
variable  combinations  of  heat,  under- 
water massage,  and  douches,  using  plain 
water.  Either  the  hot  room  or  the 
electric  cabinet  may  be  used,  associated 
with  the  various  forms  of  underwater 
messages,  water  rubs,  and  salt  and  soap 
rubs  and  followed  by  the  alternate  hot 
and  cold  sprays. 

4.  The  combination  of  either  the  mineral 
bath  plus  the  body  massages,  local  or 
general,  or  the  mineral  baths  plus  the 
body  massage  plus  the  many  varieties 
of  the  eliminating  routine  may  be  used. 

In  addition  to  the  actual  bathing  proce- 
dures, there  are  available  at  the  Saratoga  Spa 
many  associated  treatments,  such  as  colonic 
irrigations  and  mechanotherapy  (Zander  de- 
partment) in  which,  through  the  use  of  these 
various  mechanical  appliances,  restoration  of 
damaged  joints,  muscles,  and  tendons  is  ac- 
complished. Also  ultraviolet  treatments,  dia- 
thermy, and  local  mud  packs  are  available. 
One  of  the  newer  departments,  which  has  be- 
come active,  is  the  department  for  treatment 
by  inhalation.  Here  various  forms  of  oils  and 
medicaments  as  indicated  are  used  in  con- 


junction with  the  inhalation  of  the  mineral 
waters. 

The  attending  physician  with  a little  effort 
can  plan  spa  activities  such  as  tennis,  golf  on  a 
therapeutic  golf  course,  archery,  swimming  in 
an  outdoor  swimming  pool,  and  horseback 
riding.  Walking  on  paths  that  are  graduated 
as  to  distance  and  elevations,  which  take  the 
patient  through  some  lovely  woods  and 
grounds  surrounding  the  various  bathhouses, 
is  beneficial.  Considerable  time  should  be 
spent  with  each  of  the  patients  to  determine 
what  mode  of  supplementary  spa  therapy  is 
best  fitted  to  each  case.  Unless  the  patients 
are  fully  occupied  they  frequently  become  rest- 
less and  complain  of  lack  of  activity. 

To  summarize  briefly,  it  is  important  that: 

(1)  the  patient’s  care  at  the  spa  be  supervised 
by  a physician  who  is  thoroughly  conversant 
not  only  with  the  physical  condition  of  the 
patient  to  be  treated  but  also  with  the  prin- 
ciples of  external  and  internal  hydrotherapy 
and  adjunct  treatments  as  practised  here; 

(2)  that  he  select  a hotel  or  boardinghouse 
whose  proprietor  will  try  to  follow  the  dietary 
regimen  that  is  outlined  by  his  medical  ad- 
visor; (3)  that  he  avoid  indiscriminate  and 
unlimited  use  of  the  waters  while  at  the  spa. 

495  Broadway 
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DOCTORS’  WIVES  BACK  HUSBANDS 

In  a mass  protest  against  the  National  Federa- 
tion of  Woman’s  Clubs’  endorsement  of  the 
Wagner  Bill,  New  Jersey  doctors’  wives  have 
walked  out  of  the  organization.  The  action  was 
taken  through  the  New  Jersey  State  Medical 
Society  women’s  auxiliary,  which  severed  its 
affiliation  with  the  federation. 

Explained  Mrs.  G.  E.  McDonnell,  of  Mt. 
Holly,  auxiliary  president:  “The  medical  society 
does  not  agree  with  the  health  policy  of  the  bill. 
As  we  are  part  of  the  society,  we  could  not  ap- 
prove anything  contrary  to  the  society.” 


MORE  ATROCITIES 
From  the  Scranton  (Pa.)  Times 

London,  Dec.  11  (UP). — Police  and  air-raid 
wardens  warned  Londoners  yesterday  against 
a new,  deadly  German  bomb  which  resembles  a 
gas  mask  container  and  explodes  in  the  hands 
of  anyone  who  picks  it  up. 

Bombs  of  this  type  were  scattered  about 
London  during  the  ferocious  all-night  German 
raid  Sunday  night  and  Monday  morning. 

The  bomb  consists  of  a metal  cylinder,  which 
contains  a small  bomb  and  from  which  dangles 
about  five  inches  of  wife.  — J .A . M . A . 


THE  MANAGEMENT  OF  CLINICAL  PROBLEMS  INVOLVING  THE 
LARYNX  IN  INFANCY  AND  CHILDHOOD 

Clyde  A.  Heatly,  M.D.,  Rochester,  New  York 


IN  ANY  discussion  of  the  management  of 
clinical  problems  involving  the  larynx  in 
infancy  and  childhood,  attention  must  be  di- 
rected immediately  to  the  anatomic  pecul- 
iarities of  the  larynx  in  early  life,  for  herein 
lies  the  explanation  not  only  for  the  frequently 
stormy  manifestations  of  otherwise  mild  in- 
fections but  also  for  the  unceasing  vigilance 
on  the  part  of  the  physician  which  a successful 
outcome  commonly  demands.  The  relative 
smallness  of  the  larynx  in  infancy,  its  great 
irritability,  and  the  ease  with  which  obstruc- 
tive edema  may  be  produced  are  indelibly  im- 
pressed upon  all  who  engage  in  bronchoscopic 
work.  The  structures  bounding  the  upper 
aperture  of  the  infantile  larynx  are  soft  and 
readily  collapsible.  The  epiglottis  is  narrow 
and  folded  longitudinally,  presenting  a deep 
gutter-like  posterior  aspect.  In  consequence, 
the  soft  yielding  aryepiglottic  folds  are  drawn 
together  so  as  to  effect  a relative  narrowing  of 
the  upper  laryngeal  aperture.  The  infantile 
glottis  is  also  proportionally  smaller.  Accord- 
ing to  Tucker1  the  anteroposterior  measure- 
ments vary  from  7 to  9 mm.,  with  the  sub- 
glottic larynx  1 or  2 mm.  smaller  in  diameter 
in  the  same  subject.  The  latter  measure- 
ment is  of  great  importance  because  the  sub- 
glottic area  is  completely  surrounded  by  the 
cricoid  ring  and,  therefore,  is  not  capable  of 
instrumental  dilatation.  The  cartilages  of 
the  larynx  of  the  infant  are  much  softer  and 
more  liable  to  collapse  in  the  case  of  a laryn- 
geal condition  associated  with  stenosis.  The 
mucous  membranes  are  more  vascular  as  well 
as  more  loosely  attached,  especially  in  the 
normally  narrow  subglottic  area.  Dangerous 
obstructions  complicating  acute  infections  or 
instrumental  manipulation  are,  therefore, 
especially  common  and  may  result  in  asphyxia 
unless  promptly  recognized  and  relieved. 

The  Acute  Larynx 

The  management  of  the  acute  larynx  in  in- 
fancy frequently  presents  problems  in  diagno- 
sis and  treatment  of  unusual  difficulty.  There 
can  be  no  question  that  the  facilities  of  a well- 
equipped  hospital  are  indispensable  in  these 
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instances.  The  importance  of  a careful  his- 
tory must  be  emphasized.  Particular  inquiry 
should  be  directed  here  to  previous  attacks  of 
hoarseness  or  croupiness,  to  concomitant  acute 
infections  in  other  members  of  the  household, 
and  to  any  recent  episode  of  choking  or 
gagging  suggestive  of  a foreign  body.  The 
literature  contains  many  reports  of  acute 
laryngeal  disturbances  caused  by  an  unsus- 
pected foreign  body,  and  yet  it  is  not  com- 
monly appreciated  how  closely  these  cases  may 
simulate  laryngitis  of  infectious  origin.  The 
following  record  illustrates  this  conclusion: 

A.  W.,  aged  17  months,  was  admitted  to 
Strong  Memorial  Hospital  on  November  17, 
1928.  Two  weeks  before  admission,  slight 
hoarseness  developed,  but  the  child  did  not 
appear  ill  or  feverish.  The  following  day, 
however,  she  seemed  decidedly  worse,  and  the 
family  physician  was  called.  Diphtheria  was 
suspected  and  antitoxin  was  administered. 
Cultures,  however,  were  later  reported  negative. 
Nevertheless,  some  apparent  improvement  was 
observed  for  several  days  although  the  hoarse- 
ness continued  unchanged.  Twenty-four  hours 
before  admission,  signs  of  laryngeal  obstruction 
appeared.  These  increased  rapidly,  so  that 
when  the  child  was  finally  brought  to  the 
hospital  an  immediate  tracheotomy  was  neces- 
sary. Following  this  she  improved  rapidly,  and 
on  the  fifth  postoperative  day  direct  laryngos- 
copy was  performed.  The  larynx  appeared 
markedly  edematous,  and  in  the  glottic  chink 
was  found  a large  fragment  of  eggshell.  This 
was  removed.  The  laryngeal  edema  rapidly 
subsided  and  decannulation  was  possible  on  the 
tenth  postoperative  day.  No  subsequent  diffi- 
culty ensued.  In  reviewing  the  history  with 
the  mother  in  the  light  of  these  findings,  she 
recalled  that  a choking  attack  had  occurred 
while  feeding  the  child  a hard-boiled  egg  the 
day  before  the  onset  of  hoarseness. 

Accurate  diagnosis  is  of  particular  impor- 
tance in  these  acute  disturbances.  For  many 
years  this  depended  on  inferential  rather  than 
differential  methods.  The  perfection  of  the 
technic  of  direct  laryngoscopy  now  permits 
not  only  careful  inspection  of  the  larynx  and 
its  adnexae  but  the  removal  of  secretions  or 
membranes  for  bacteriologic  study.  The 
recent  spectacular  advances  in  chemotherapy 
have  given  a tremendously  increased  impor- 
tance to  securing  careful  cultures  from  the 
throat  and  larynx  in  these  cases.  Implanta- 
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tion  on  Loffler’s  mediums  and  blood-agar 
plates,  as  well  as  mouse  inoculation,  will  often 
give  vital  information  within  twenty-four 
hours  and  should  be  routinely  carried  out. 
The  clinical  manifestations  of  nondiphtheritic 
and  diphtheritic  infections  are  so  strikingly 
similar  that  a final  diagnosis  often  depends  on 
the  results  of  direct  laryngoscopy  as  well  as 
bacteriologic  studies. 

Careful  exclusion  of  extra  laryngeal  dis- 
eases is  important.  It  has  often  been  said 
that  the  retropharyngeal  abscess  is  one  of  the 
most  frequently  overlooked  conditions  in  in- 
fancy, and  particular  attention  should  be  di- 
rected to  the  laryngeal  disturbances  that  it 
not  uncommonly  produces  in  the  form  of 
stridor,  hoarseness,  and  increasing  obstruc- 
tive dyspnea.  Failure  to  recognize  such  an 
abscess  is  usually  caused  by  failure  to  consider 
it  in  the  differential  diagnosis,  because  close 
inspection  and  gentle  digital  palpation,  as  well 
as  lateral  roentgenograms  of  the  neck,  will 
readily  reveal  its  presence  in  most  instances. 
The  following  case  presented  a confusing  pic- 
ture of  obstructive  laryngitis  until  examina- 
tion revealed  its  true  character. 

C.  R.,  aged  12  weeks,  admitted  to  Strong 
Memorial  Hospital  on  March  16,  1939,  was 
acutely  ill  with  the  clinical  picture  of  marked 
obstructive  laryngeal  dyspnea.  The  child  had 
had  an  infection  of  the  upper  part  of  the  re- 
spiratory tract  about  three  weeks  previously. 
For  the  three  days  preceding  admission  he  had 
appeared  acutely  ill  with  fever,  hoarseness, 
rasping  stridor,  and  increasing  dyspnea.  Feed- 
ings had  been  taken  poorly  and  finally  refused 
entirely.  The  child  was  sent  into  the  hospital 
for  tracheotomy.  Examination  showed  an  ex- 
tremely sick  infant  exhibiting  the  classical  signs 
of  severe  obstructive  laryngeal  dyspnea.  Edema 
of  the  posterior  faucial  pillar  on  the  left  side  was 
noted.  Careful  digital  palpation  disclosed  a 
fluctuant  swelling  about  the  size  of  a small  hen’s 
egg  on  the  left  side  of  the  hypopharynx  just 
above  the  laryngeal  level.  Surprisingly  little 
cervical  adenitis  was  present  but  was  more 
marked  on  the  left  side.  The  swelling  was  in- 
cised and  a large  quantity  of  pus  was  evacuated. 
Postoperative  recovery  was  rapid  and  unevent- 
ful. Cultures  showed  Streptococcus  hemolyticus. 

Acute  infections  of  the  larynx  in  infancy  are 
so  frequently  complicated  by  varying  degrees 
of  obstruction  that  special  consideration 
should  be  given  to  their  clinical  manifesta- 
tions. The  picture  of  obstructive  laryngeal 
dyspnea  should  be  completely  familiar  to  every 
physician,  for,  while  the  increase  of  dyspnea 
may  be  gradual,  the  transition  to  terminal 
asphyxia  and  collapse  in  infancy  may  be 


alarmingly  sudden.  Respirations  are  rapid, 
labored,  and  accompanied  by  a harsh  inspira- 
tory stridor.  Pallor  is  more  common  than 
cyanosis.  The  child  is  restless  and  anxious. 
The  progress  of  the  obstruction  can  best  be 
followed  by  observing  the  degree  of  retraction 
about  the  thoracic  cage,  for  with  increasing 
dyspnea  increasing  retraction  is  noted  in  the 
suprasternal  notch,  the  supraclavicular  fossae, 
the  intercostal  spaces,  and  the  epigastrium. 
Cyanosis  and  apathy  usually  denote  terminal 
exhaustion.  During  the  stage  of  restlessness 
sedation  must  be  carefully  avoided.  In  the 
presence  of  definite  evidence  of  increasing  ob- 
struction it  is  sheer  folly  to  continue  watchful 
waiting.  Tracheotomy  is  indicated  and  should 
be  carried  out  promptly  in  the  interest  of 
safety. 

The  importance  of  prompt  tracheotomy  in 
these  cases  of  nondiphtheritic  obstructive 
laryngitis  is,  in  my  opinion,  thoroughly  es- 
tablished. Not  only  does  it  insure  a proper 
airway  and  put  the  inflammed  larynx  at  rest 
but  it  permits  repeated  drainage  of  the  profuse 
tracheal  secretions  that  frequently  complicate 
many  of  these  cases  and  thereby  constitute  a 
continued  source  of  danger  from  low  obstruc- 
tion for  several  days.  This  is  particularly  true 
in  severe  cases  of  acute  laryngotracheobron- 
chitis  in  which  an  accumulation  of  thick  tena- 
cious jelly-like  secretions  in  the  tracheobron- 
chial tree  inevitably  proves  fatal  unless  re- 
peated efforts  at  removal  by  suction  or  even 
bronchoscopic  methods  succeed  in  preventing 
asphyxia.  Certain  of  these  cases  are  espe- 
cially fulminating,  and,  in  spite  of  prompt 
tracheotomy,  repeated  suction  cleaning  of  the 
tracheobronchial  tree,  and  supportive  meas- 
ures— such  as  oxygen,  transfusions,  and  infu- 
sions— they  rapidly  progress  to  a fatal  ter- 
mination. It  is  hoped  that  chemotherapy 
may,  if  instituted  promptly,  help  in  this  des- 
perate situation.  The  following  case  reports 
illustrate:  first,  a typical  fulminating  infec- 
tion ending  fatally  in  spite  of  all  efforts,  and, 
second,  2 severe  infections  with  successful 
outcome. 

R.  R.,  aged  l1/*  years,  was  admitted  to  Strong 
Memorial  Hospital  on  December  19,  1939.  The 
patient  was  well  until  two  days  before  admission, 
at  which  time  hoarseness  was  noted  and  he  was 
thought  to  be  developing  a simple  cold.  Hoarse- 
ness and  irritative  cough  continued  in  spite  of 
inhalations.  The  possibility  of  a foreign  body 
was  considered,  and,  although  an  x-ray  examina- 
tion was  entirely  negative,  he  was  sent  to  the 
hospital  for  study.  Examination  showed  a 
mildly  ill  infant  with  slight  fever.  The  pharynx 
was  moderately  hyperemic.  A wheezy  inspira- 
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tory  stridor  with  intermittent  cough  was  noted. 
Generalized  coarse  rales  and  some  decrease  in 
breath  sounds  at  the  left  base  were  reported. 
Fluoroscopic  examination  was  entirely  negative 
and  gave  no  suggestion  of  a nonopaque  foreign 
body.  Bronchoscopy  showed  mild  hyperemia 
and  swelling  of  the  larynx,  especially  in  the  sub- 
glottic area.  These  same  changes  extended  into 
the  tracheobronchial  tree.  Secretions  were 
scanty.  A culture  obtained  at  this  time  subse- 
quently showed  Streptococcus  viridans  and 
diphtheroids.  There  was  no  evidence  of  a 
foreign  body.  The  following  morning  signs  of 
obstructive  laryngeal  dyspnea  appeared,  and  by 
late  afternoon  they  had  increased  to  a point 
where  tracheotomy  was  necessary.  The  child 
did  well  for  the  next  eighteen  hours  but  then 
began  to  develop  spells  of  cyanosis  with  labored 
respirations.  The  trachea  was  kept  as  clean  as 
possible  by  the  frequent  use  of  suction  aided  by 
the  instillation  of  small  amounts  of  normal 
saline.  It  was  noted  that  the  secretions  had 
become  almost  gluelike  in  character.  Fluids 
were  forced  by  infusions  and  an  oxygen  tent 
was  employed.  Sulfapyridine  in  full  doses  was 
begun  soon  after  admission  and  continued.  In 
the  early  morning  of  December  22  the  child 
suddenly  stopped  breathing,  and  all  known 
means  of  resuscitation  failed.  Postmortem  ex- 
amination showed  the  lower  trachea  and  the 
entire  bronchial  tree  completely  occluded  by  a 
thick,  mucopurulent,  greenish,  extremely  tena- 
cious secretion  which  also  occluded  even  the 
smaller  bronchioles.  The  clinical  and  post- 
mortem diagnosis  was  acute  laryngotracheo- 
bronchitis. 

J.  P.,  aged  4 years,  was  admitted  to  Strong 
Memorial  Hospital  on  March  11,  1940.  Two 
days  prior  to  admission  this  child  developed  an 
acute  infection  of  the  upper  part  of  the  respira- 
tory tract  accompanied  by  hoarseness  and 
croupy  cough.  The  following  day  he  seemed 
definitely  worse  and  had  four  attacks  of  difficult 
breathing.  During  these  attacks  he  became 
blue.  On  admission  to  the  hospital  he  ap- 
peared extremely  ill,  with  marked  inspiratory 
stridor  and  signs  of  advanced  obstructive 
laryngeal  dyspnea.  The  temperature  was  104.9  F. 
Tracheotomy  was  performed  shortly  after  ad- 
mission. The  child  was  placed  in  a croup  tent, 
the  foot  of  the  bed  was  elevated,  and  2.5  Gm.  of 
sulfapyridine  in  400  cc.  of  sixth  normal  sodium 
lactate  administered  subcutaneously.  Six  hours 
later  500  cc.  of  a similar  solution  containing 
2 Gm.  were  given.  It  was  specifically  ordered 
that  no  sedation  was  to  be  given.  The  trachea 
was  frequently  cleaned  by  suction  through  the 
tracheotomy  cannula.  Twelve  hours  after  tra- 
cheotomy respirations  again  became  labored  in 
spite  of  suction  cleansing.  A 4-mm.  broncho- 
scope was  inserted  through  the  tracheotomy 
wound.  Both  main  bronchi  were  seen  to  be 
filled  with  thick,  dark  brown  secretion.  Fifteen 
cubic  centimeters  of  normal  saline  solution  with 


ephedrine  (Vs  per  cent)  were  directly  irrigated 
into  each  bronchus  and  removed  by  suction. 
This  loosened  and  liquefied  the  viscid,  gumlike 
secretions  that  were  responsible  for  the  continued 
dyspnea  and  permitted  thorough  removal.  The 
immediate  improvement  in  breathing  was 
amazing.  This  same  procedure  was  necessary 
twice  on  the  following  day  and  once  on  the  third 
postoperative  day.  Otherwise,  frequent  suction 
treatment  through  the  cannula  proved  sufficient. 
Sulfapyridine  was  continued  by  mouth  in  doses 
of  2.5  Gm.  daily  for  seven  days,  maintaining  a 
blood  level  of  7.4  mg.  per  hundred  cubic  centi- 
meters and  then  gradually  reduced.  The  high 
fever  came  down  nicely  over  this  period.  Pneu- 
mococcus type  IV  was  cultured  from  the  secre- 
tions. Decannulation  was  possible  on  the 
seventeenth  postoperative  day,  and  the  subse- 
quent recovery  was  uneventful.  This  child 
owes  his  recovery  to  the  unceasing  vigilance  of 
my  resident,  Dr.  Tipple. 

C.  H.,  aged  3 years,  was  admitted  on  March 
19,  1938.  The  child  was  extremely  ill  and 
drowsy,  with  a temperature  of  104  F.  Breath- 
ing was  stridulous  and  labored.  Marked  retrac- 
tion of  the  soft  tissues  about  the  thoracic  cage 
was  present.  The  white  blood  count  was  10,000. 
The  child  was  put  in  a croup  tent  but  showed  no 
improvement.  Tracheotomy  was,  therefore, 
promptly  performed.  Cultures  showed  Strepto- 
coccus viridans,  Haemophilus  influenzae,  and 
a few  Bacillus  coli.  Sulfanilamide  was  begun  in 
full  doses,  fluids  were  forced,  and  a transfusion 
of  175  cc.  was  given.  Thick  tenacious  secre- 
tions continued  from  the  tracheobronchial  tree 
for  three  days  and  necessitated  repeated  careful 
removal  by  suction.  After  this  period  they  de- 
creased rapidly.  Decannulation  was  possible  on 
the  seventh  postoperative  day,  and  the  child 
was  discharged  from  the  hospital  on  the  tenth 
day. 

Comment. — These  cases  illustrate  clearly 
the  gravity  of  nondiphtheritic  infections  in 
infancy.  Reports  vary  widely  concerning  the 
organism  most  commonly  encountered  in  acute 
laryngotracheobronchitis.  The  majority  of 
cases  are  caused  by  the  hemolytic  strepto- 
coccus, and  in  these  instances  sulfanilamide 
should  prove  a most  helpful  adjunct.  It  is  of 
interest,  however,  to  call  attention  to  the 
bacteriologic  studies  of  Bradford  and  Leahy* 
made  in  this  hospital  which  showed  the  green, 
producing  streptococcus  to  be  the  predomi- 
nating organism  in  a series  of  28  cases  of  non- 
diphtheritic  laryngitis.  It  is,  in  my  experi- 
ence, hazardous  to  rely  too  strongly  on  chemo- 
therapy alone.  Early  tracheotomy  with  fre- 
quent suction  cleansing  of  the  viscid  secre- 
tions is  of  paramount  importance.  Small 
amounts  of  normal  saline  or  dilute  sodium  bi- 
carbonate solution  instilled  directly  through 
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the  tracheotomy  tube  stimulate  the  cough  re- 
flex and  aid  materially  in  the  effectiveness  of 
the  suction  treatments.  The  value  of  pos- 
tural irrigation  of  the  tracheobronchial  tree,  as 
suggested  by  Galloway,3  is  fully  corroborated 
in  the  second  case  reported  and  should,  in  my 
opinion  be  tried  in  the  more  severe  cases. 

The  Chronic  Larynx 

The  larynx  in  infancy  may  be  the  seat  of  a 
variety  of  disorders  of  chronic  nature  which 
manifest  themselves  by  varying  degrees  of 
stridor,  hoarseness,  or  obstructive  dyspnea. 
Inferential  methods  of  diagnosis  are  here,  un- 
fortunately, common,  usually  erroneous,  and 
always  deplorable.  The  safety  of  the  patient 
requires  a complete  physical  examination, 
fluoroscopic  and  roentgen  studies  of  the  neck, 
chest,  and  mediastinum,  and  above  all  a care- 
ful direct  study  of  the  larynx  without  anesthe- 
sia. There  is  still  a common  tendency  to 
attribute  many  of  these  disorders  to  thymic 
origin  because  of  an  enlarged  shadow  reported 
in  the  fluoroscopic  or  roentgen  examination 
without  direct  inspection  to  exclude  a laryn- 
geal cause.  In  a series  of  20  cases  encountered 
by  me  over  an  eleven-year  period,  such  a diag- 
nosis had  previously  been  made  in  1 1 patients, 
and  only  the  failure  of  roentgen  therapy  to  in- 
fluence the  symptoms  was  responsible  for  fur- 
ther study.  In  a series  of  15  cases  of  chronic 
stridor  reported  by  Kennedy  and  New4  in 
1931,  a diagnosis  of  enlarged  thymus  had  pre- 
viously been  made  in  9,  and  in  only  1 instance 
was  a thymic  origin  finally  established  and 
this  a tumor  rather  than  a simple  hyper- 
trophy. It  is  an  important  clinical  fact  that 
in  the  hands  of  many  roentgenologists  the 
roentgenogram  does  not  give  a true  picture 
of  the  size  of  the  thymus  gland.  Hasley  and 
De  Tomasi,5  by  cinex  camera  studies,  have 
demonstrated  that  the  size  of  the  thymic 
shadow  varies  not  only  with  the  phase  of  res- 
piration but  also  with  the  phase  of  the  cardiac 
cycle.  Careful  fluoroscopic  studies  from  both 
the  anteroposterior  and  the  lateral  positions 
are  necessary  to  the  recognition  of  these  varia- 
tions. It  is  imperative  in  the  presence  of  per- 
sistent stridor,  hoarseness,  or  dyspnea  in  in- 
fancy that  the  final  diagnosis  be  withheld  until 
careful  direct  inspection  of  the  larynx  has  been 
completed.  Such  an  examination  is  particu- 
larly indicated  whenever  roentgen  treatment 
of  an  apparent  enlargement  in  the  superior 
mediastinum  has  not  resulted  in  prompt  relief 
of  symptoms. 

In  the  series  of  20  cases  that  I have  encoun- 
tered,6 the  final  diagnosis  was  as  follows: 


congenital  laryngeal  stridor,  12  cases;  paraly- 
sis of  the  vocal  cord,  2;  tumor  of  the  larynx, 
1;  congenital  web,  1;  subglottic  tumor,  1; 
subglottic  stenosis,  1;  tumor  of  the  medias- 
tinum, 1 ; congenital  anomaly  of  the  ligamen- 
tous attachments  of  the  sternum,  1 ; total,  20. 

As  will  be  observed  from  this  study,  the 
commonest  cause  of  chronic  stridor  in  infancy 
is  the  soft,  flabby  type  of  larynx  with  an 
elongated  or  broadened  epiglottis  and  flaccid 
aryepiglottic  folds.  This  condition  of  exag- 
gerated infantile  characteristics  is  clinically 
known  as  congenital  laryngeal  stridor  and,  ex- 
cept for  occasional  fatality  from  acute  inter- 
current infections  of  the  respiratory  tract, 
regularly  improves  during  the  second  year  with 
the  normal  growth  of  the  larynx.  Paralysis 
of  one  or  both  vocal  cords  in  infancy  is  a fre- 
quently overlooked  cause  of  stridor  or  hoarse- 
ness. Gradual  improvement  usually  occurs. 
Many  cases  of  fatal  asphyxia  neonatorum  un- 
doubtedly result  from  an  unrecognized  bi- 
lateral cord  palsy.  Prolonged,  difficult  labor 
with  accompanying  instrumentation  may  in- 
jure not  only  the  recurrent  nerves  but  also 
the  cricoarytenoid  joints  with  resulting  fixa- 
tion or  dislocation  of  the  arytenoid  cartilages. 
Laryngeal  paralysis  of  central  origin  has  also 
been  reported,  resulting  from  intracranial 
hemorrhage  incident  to  difficult  labor.  One 
of  the  cases  in  my  own  series  was  of  this 
variety.  The  commonest  tumor  encountered 
in  infancy  is  the  papilloma  that  may  be  con- 
genital and  is  characteristically  multiple  and 
recurrent.  Angiomas  and  cysts  have  also 
been  observed.  Congenital  webs  are  occa- 
sionally encountered  in  the  form  of  a mem- 
brane uniting  the  vocal  cords  at  the  anterior 
commissure  and  extending  backward  for  a 
variable  distance  to  a crescentic  margin. 
These  webs  are  caused  by  an  arrested  separa- 
tion of  the  fusion  which  normally  obliterates 
the  primitive  glottis  during  the  middle  of  the 
second  month  of  fetal  life.  Structurally  they 
consist  of  a wedge-shaped  mass  of  tissue  and 
may  contain  connective  tissue,  muscle  fibers, 
rudimentary  glands,  and  occasionally  carti- 
lage. Simple  incision  or  excision  is  usually 
followed  by  prompt  recurrence  with  trouble- 
some adhesions  so  that  special  procedures  have 
been  evolved  to  facilitate  the  management  of 
this  interesting  condition.  The  congenital 
web  must  be  carefully  differentiated  from  an 
acquired  diaphragm  or  false  web  resulting 
from  injury  or  ulceration  of  the  laryngeal 
mucosa.  Chronic  stridor  and  dyspnea  in  in- 
fancy may  occasionally  result  from  an  ob- 
struction in  the  subglottic  area.  This  may 
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take  the  form  of  a congenital  hyperplastic 
redundancy  of  the  subglottic  tissues,  a sub- 
glottic diaphragm,  or  actual  tumor  formation. 
The  following  case  history  illustrates  such  an 
instance. 

R.  C.,  a boy  aged  2 1/2  months,  was  admitted 
to  the  hospital  with  a diagnosis  of  probable 
thymic  enlargement.  Stridor  was  noted  shortly 
after  birth,  and  there  had  been  periods  of  actual 
dyspnea.  About  two  weeks  before  admission 
breathing  became  increasingly  labored,  and  for 
the  preceding  twenty-four  hours  the  dyspnea 
had  become  alarming,  with  periods  of  marked 
cyanosis. 

Examination  showed  a fairly  well-developed 
infant  in  marked  respiratory  distress,  with  both 
inspiratory  and  expiratory  stridor.  The  chest 
was  clear  clinically,  and  neither  fluoroscopic  nor 
roentgen  study  showed  any  abnormality  in  the 
chest,  neck,  or  mediastinum.  The  child  was 
placed  in  a croup  tent,  but  the  evident  progres- 
sion of  signs  of  obstruction  necessitated  trache- 
otomy a few  hours  later.  This  promptly  relieved 
the  dyspnea.  After  a few  days  of  rest  direct 
laryngoscopic  examination  was  performed.  The 
epiglottis  and  laryngeal  structures  were  normal. 
About  1 cm.  below  the  left  vocal  cord,  however, 
a large  mass  was  discovered  protruding  from 
the  posterior  wall  of  the  subglottic  tissues.  The 
mass  was  firm  on  probing  and  was  large  enough 
to  prevent  the  passage  of  a 3-mm.  bronchoscope. 
It  was  removed  by  biting  forceps,  the  work 
being  done  through  a 5-mm.  tracheoscope  in 
order  to  separate  and  protect  the  vocal  cords. 
A second  inspection  five  days  later  showed  that 
a small  remnant  persisted,  and  this  was  satis- 
factorily removed.  Decannulation  was  possible 
ten  days  later,  and  the  child  was  discharged  from 
the  hospital  shortly  afterward.  No  subsequent 
respiratory  difficulty  has  been  noted.  The 
biopsy  report  was  as  follows:  “Section  reveals  a 
polyp-like  structure  formed  of  dense  fibrous 
tissue  covered  with  pseudostratified  columnar 
epithelium  and  containing  many  small  glands.” 

Conclusion 

The  management  of  both  acute  and  chronic 
disorders  of  the  larynx  in  infancy  and  child- 
hood presents  many  problems  of  unusual  dif- 
ficulty. It  is  hoped  that  this  report  will  em- 
phasize the  necessity  for  careful  direct  ex- 
amination of  the  larynx  so  that  differential 
rather  than  inferential  methods  of  diagnosis 
may  be  more  generally  employed. 
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Discussion 

Dr.  Marvin  F.  Jones,  New  York  City — The  ear, 
nose,  and  throat  conditions  of  children  consist  of 
a specialty  within  a specialty.  Until  compara- 
tively recently  the  study  of  those  conditions 
peculiar  to  children  has  been  somewhat  neg- 
lected. Dr.  Heatly’s  paper  again  accentuates 
the  importance  of  a study  that  will  result  in 
more  intelligent  means  of  treating  a child  before 
he  has  reached  the  cooperative  age. 

The  problems  concerned  are  not  only  the 
various  diseases  to  which  these  children  are  ex- 
posed but  also  the  attitude  of  the  parents. 
Sometimes  it  is  most  difficult  to  obtain  the 
whole-hearted  cooperation  that  makes  effective 
therapy  possible.  Our  attitude  toward  croupy 
manifestations  in  children  has  been  principally 
directed  toward  the  justly  alarmed  parents.  It 
is  most  difficult  in  this  situation  to  advise  the 
procedures  that  are  necessary  for  eventual  cures. 
The  attitude  of  the  attending  pediatrician  can 
be  of  great  help.  Perhaps  the  surest  approach 
to  a solution  of  the  problem  is  first  to  convince 
the  pediatrician  of  the  rationale  of  the  procedures 
we  propose  to  use. 

In  more  recent  years  and,  specifically,  the  last 
two  years,  I have  had  more  unusual  laryngeal 
manifestations  in  children  called  to  my  atten- 
tion than  ever  before.  The  first,  I believe,  was 
about  a year  ago,  when  Dr.  Brancato,  of  Pater- 
son, told  me  of  an  apparent  epidemic  of  alarming 
laryngeal  stridors.  More  recently,  Dr.  Rey- 
nolds has  called  to  my  attention  the  frequency 
of  occurrence  of  the  Staphylococcus  hemolyticus 
as  an  upper  respiratory  infection  in  children  and 
has  also  mentioned  the  peculiar  chest  pathology 
that  accompanies  or  follows  these  attacks.  It 
seems  to  be  a staphylococcus  of  more  virulence 
than  we  have  been  accustomed  to  see.  The 
laryngeotracheobronchitis,  which  we  have  always 
considered  a serious  situation,  apparently  is  now 
of  more  frequent  occurrence.  This  seems  to  be 
not  only  the  case  in  New  York  but  has  also  been 
observed  in  at  least  one  state  in  the  Middle  West. 
Bronchology  has  offered  a lifesaving  aid  for  some 
of  these  patients,  and  chemotherapy  has  evi- 
dently aided  to  some  degree — as  yet  unknown. 

The  common  error  is  mistaking  a laryngeal 
diphtheria  for  these  less  specific  cases.  Diph- 
theria antitoxin  has  been  used  in  some  cases 
without  result. 

It  is  fortunate  that  a paper  such  as  Dr.  Heatly’s 
should  be  read  before  the  society,  since  this 
phase  of  his  subject  is,  in  my  opinion,  increasing 
rather  than  diminishing  at  the  present  time. 

Dr.  Thomas  G.  Tickle,  New  York  City — Dr. 
Heatly  has  covered  his  subject  so  well  that  I can 
merely  emphasize  some  of  the  points  that  he 
has  brought  out. 
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CLYDE  A.  HEATLY 


[N.  Y.  State  J.  M. 


Because  of  the  soft  structures  and  the  normally 
small  larynges,  only  those  doing  endoscopic  work 
can  realize  the  difficulties  one  encounters  and 
how  easily  one  can  cause  an  edema  of  the  larynx. 

I agree  with  Dr.  Heatly  that  when  called  to 
see  an  infant  with  an  acute  involvement  of  the 
larynx  it  is  most  important  to  obtain  a complete 
history — when  the  symptoms  began — always 
bearing  in  mind  the  possibility  of  a foreign  body 
in  the  larynx. 

Persistent  questioning  helps  parents  to  recall 
a possible  instance  of  choking  and  gagging  while 
the  child  had  food  or  some  unknown  substance 
in  its  mouth. 

A routine  examination  should  be  followed  in 
these  cases,  including  x-rays — anteroposterior 
and  lateral — from  the  ears  to  the  hips. 

G.  P.,  aged  3,  was  playing  on  the  floor.  She 
started  to  cry  and  appeared  to  have  some  diffi- 
culty in  swallowing.  She  was  taken  to  a hospital 
where  the  roentgenologist  took  films  of  the  chest 
and  abdomen  and  from  the  chin  up.  When 
read,  nothing  unusual  was  observed,  so  the 
parents  were  told  that  their  child  “had  swallowed 
nothing.”  However,  the  symptoms  continued, 
and,  five  days  later  when  films  were  taken  from 
the  ears  to  the  hips,  an  open  safety  pin  was  ob- 
served in  the  larynx.  After  its  removal,  the 
baby  recovered. 

A retropharyngeal  abscess  in  an  infant  requires 
skillful  care,  especially  when  inserting  a tongue 
depressor  for  examination,  as  in  some  cases  the 
pressure  of  the  tongue  has  closed  the  epiglottis, 
thus  causing  death. 

A method  of  evacuating  the  pus  which  has 
proved  successful  is  that  of  attaching  an  antrum 
cannula  to  a tube  connected  with  a suction  bottle, 
inserting  the  cannula  into  the  abscess,  and 
aspirating  the  contents,  after  which  the  abscess 
can  be  incised  and  drained,  thereby  preventing 
the  apiration  of  pus  into  the  lungs. 


In  infants  with  a laryngeal  obstruction — the 
symptoms  of  which  are  retraction  of  the  supra- 
clavicular, infraclavicular,  and  intercostal  spaces; 
restlessness;  choking;  and  ashen  color  of  face — 
a paralysis  of  the  respiratory  center  will  result, 
and  one  should  never  wait  for  a cyanosis  before 
doing  a tracheotomy. 

Recently,  a greater  number  of  infants  and 
children  have  been  seen  with  laryngotrachitis, 
and  in  these  cases  an  early  tracheotomy  is  indi- 
cated. 

One  should  remember  that  these  younger 
patients  breathe  better  in  a sitting  position; 
often  when  placed  in  a reclining  position  for  a 
tracheotomy  they  cease  to  breathe.  Conse- 
quently, if  there  is  marked  dyspnea,  a trache- 
otomy should  be  performed  with  the  patient  in  a 
sitting  position. 

A frequently-asked  question  is:  When  is  it 
safe  to  remove  the  tracheotomy  tube? 

Not  until  the  tube  has  been  plugged  one-half 
of  the  way,  then  three-quarters  of  the  way,  and, 
lastly,  after  it  has  been  plugged  for  forty-eight 
hours.  (Never  use  an  ordinary  cork  for  plug- 
ging; it  becomes  friable  and  is  liable  to  crumble 
and  become  inhaled  into  the  lung.  Use  an 
orangewood  stick  or  a rubber  cork  for  plugging.) 

I agree  with  Dr.  Heatly  that  no  sedative  such 
as  opium  should  be  given  to  children.  I would 
hesitate  to  irrigate  the  lungs,  much  preferring  to 
place  the  child  in  a steam  bath  and  give  it  soda 
bicarbonate  by  mouth  to  liquefy  the  secretions. 

Many  cases  of  chronic  larynx  have  been 
attributed  to  an  enlarged  thymus.  After  having 
been  connected  with  a hospital  where  a large 
number  of  adenoid  and  tonsil  operations  have 
been  performed,  I believe  that  this  condition  is 
difficult  to  diagnose,  the  diagnosis  depending 
largely  on  the  roentgenologist. 

Few  cases  of  congenital  webs  are  seen,  and 
the  known  treatment  is  unsatisfactory. 


MANKIND’S  DEBT  TO  MEDICINE 
There  is  not  an  area  of  human  life  or  interest 
to  which  medicine  has  not  made  its  contribution. 
Into  literature  and  representative  and  plastic 
art;  into  music  and  mathematics,  physical  and 
biologic  science,  psychology  and  social  science, 
and  philosophy  and  theology;  into  our  daily  liv- 
ing; into  our  homes  and  business;  and  into  our 
leisures  and  recreations,  medicine  has  entered, 
not  as  an  interloper  but  as  an  interpreter;  not 
as  a servant  but  as  a teacher.  From  the  moment 
of  our  first  rising  in  the  morning  until  the  mo- 
ment of  our  last  conscious  thought  in  the  even- 
ing, medicine  has  in  some  way  modified  and 
sculptured  our  fives.  Our  diet  and  our  dress, 
our  work  and  our  play,  our  thought  and  our 
prayer  even,  our  rest  and  our  travel  have  been 
influenced  in  the  world  in  which  we  five  today, 
whether  it  is  amidst  the  thundering  tanks  of  an 
attack  or  amidst  the  peace  of  Angelus-time  in 
the  countryside;  whether  it  is  amidst  the  stench 
of  exploding  bombs  or  among  the  sweetly  float- 
ing perfumes  of  the  summer  flowers.  In  all  of 


these,  medicine  has  had  its  part  in  molding  the 
daily  regime  that  brings  peace  or  turmoil,  worry 
or  joy,  to  the  last  and  least  of  us. 

It  would  not  be  in  place  to  review  here  the 
recent  findings  of  anatomy  and  physiology,  of 
pharmacology  and  pathology,  of  clinical  medi- 
cine and  surgery,  and  of  the  constantly  increas- 
ing number  of  specialties  to  prove  my  point. 
Suffice  it  to  say  that  from  the  moment  of  con- 
ception, and  even  before,  until  the  grave  we  are 
with  each  breath  through  which  our  fife  is  pro- 
longed increasing  the  debt  which  we  owe  to  the 
science  and  art  which  the  first  of  the  encyclope- 
dists, Isador  of  Seville,  pronounced  to  be  the 
“synthesis  of  all  the  sciences  and  all  the  arts,”  be- 
cause it  concerned  itself  with  that  most  valu- 
able creature  in  God’s  creation,  the  human  being. 
— Alphonse  M.  Schwitalla,  S.J.,  Dean,  St. 
Louis  University  School  of  Medicine,  address 
before  the  eighteenth  annual  meeting  of  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association  held  at  New  York,  June  10-14,  1940. 


Case  Report 


PRIMARY  LYMPHOSARCOMA  OF  THE  TONSIL 

N.  P.  Cosco,  M.D.,  and  H.  F.  Pohlmann,  M.D.,  F.A.C.S.,  Middletown,  New  York 


nPHE  importance  of  taking  biopsies  in  every 
'L  suspicions  lesion  is  well  exemplified  by  the 
following  case  in  which  the  initial  symptom  was 
not  particularly  severe  and  the  physical  findings 
are  not  too  unusual. 

Case  Report 

J.  H.  W.,  a white  man,  aged  54,  fire-truck 
driver,  weight  159,  was  seen  on  February  21, 1939, 
because  of  “rawness  in  throat,”  of  forty-eight 
hours’  duration,  following  fighting  an  all-night  fire. 
Temperature,  pulse,  and  respiration  were  normal. 
The  physical  examination  was  essentially  nega- 
tive, except  for  small,  shotty,  cervical  glands,  a 
diffusely  reddened  throat,  and  a moderately  en- 
larged right  tonsil.  He  was  given  a gargle  and 
some  lozenges  and  told  to  return  if  the  symptoms 
persisted.  On  February  24,  1939,  he  returned 
with  the  same  symptoms  and  the  same  signs, 
without  the  diffuse  redness  previously  noted. 
At  that  time,  under  local  anesthesia,  a biopsy  was 
taken  from  the  right  tonsil  with  a scalpel  dia- 
thermy in  the  office.  This  was  reported  by  the 
State  Institute  for  the  Study  of  Malignant  Dis- 
ease at  Buffalo,  as  “lymphosarcoma  of  the  ton- 
sil” (Fig.  1).  Wassermann  was  negative.  Blood 
and  urine  were  not  unusual. 

On  March  1,  1939,  three  radon  seeds  were  im- 
planted at  the  base  of  the  tonsil  in  the  form  of  a 
triangle.  This  was  done  under  local  anesthesia 
in  the  office.  X-ray  therapy  was  instituted  by 
Dr.  J.  Walton  at  the  Horton  Memorial  Hospital, 
Middletown,  New  York,  on  March  4,  1939.  The 
seeds  were  removed  on  March  10,  1939.  Ther- 
apy, in  all,  consisted  of  1,000  millicurie  hours 
gamma  radiation  and  3,220  r distributed  over 
four  fields  with  one  field  directed  from  the  oppo- 
site side.  He  was  last  seen  on  F ebruary  19, 1941 . 
He  feels  fine  and  weighs  153  pounds.  The  tonsil 
is  practically  obliterated,  and  no  cervical  glands 
can  be  felt. 

Discussion 

This  case  when  first  seen  appeared  to  be  one 
of  those  ordinary  run-of-the-mill  cases  often  seen 
in  office  practice.  Nothing  about  its  appearance 
would  lead  one  to  suspect  malignancy.  Yet, 
somehow  it  did  not  seem  “quite  right,”  and, 
for  that  reason  only,  a biopsy  was  done.  Both 
procedures — biopsy  and  implantation  of  radium 
— were  done  without  difficulty  under  local  anes- 
thesia in  the  office.  The  end  results  were  ex- 
ceedingly gratifying.  The  case  serves  to  stress 
the  fact  that  malignancy  must  always  be  sus- 
pected, however  trivial  the  initial  complaint. 


Once  suspected,  there  should  be  no  hesitancy  in 
taking  a biopsy. 

Summary 

1.  A case  of  primary  lymphosarcoma  of  the 
tonsil  is  presented. 

2.  The  initial  complaint  was  “rawness  in  the 
throat.” 

3.  All  the  necessary  diagnostic  work  and 
radium  implantation  was  done  in  the  office  with- 
out difficulty  and  without  additional  expense  to 
the  patient. 

4.  The  importance  of  suspecting  malignancy 
of  the  tonsil  and  of  taking  tonsillar  biopsies  is 
stressed. 

Acknowledgment  is  made  to  the  State  Insti- 
tute for  the  Study  of  Malignant  Disease,  Buffalo, 
to  Dr.  David  Satenstein  of  the  New  York  Skin 
and  Cancer  Unit,  and  to  the  Photographic  De- 
partment of  the  New  York  Post-Graduate  Hos- 
pital for  kind  cooperation  in  making  the  photo- 
micrograph possible. 

29  Railroad  Avenue 


Fig.  1.  Photomicrograph  of  biopsy  reported 
by  State  Institute  as  lymphosarcoma  of  tonsil. 


Organized  medicine  in  Meeker  County,  Minne-  In  the  University  of  Minnesota  Student 
sota,  has  started  a campaign  to  eliminate  all  Health  Service  every  new  student  is  given  a 

tuberculosis  in  the  county.  comprehensive  medical  examination. 
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Diagnosis 

'T'HIS  new  Journal  section  carries  case  reports  that  have  been  made  the  subject  of 
discussion  from  the  point  of  view  of  the  diagnostic  process  needed  and  the  post- 
mortem evidence.*  All  the  cases  are  selected  because  of  some  unusual  interest.  Two 
hospitals  in  this  city  supply  this  material,  each  six  times  a year.  Reports  from  the  New 
York  Post-Graduate  Hospital  alternate  with  reports  from  Bellevue  Hospital,  Fourth 
Medical  Division. 


CLINICOPATHOLOGICAL  CONFERENCES 

New  York  Post-Graduate  Medical  School  and  Hospital,  Columbia  University  De- 
partments of  Medicine  and  Pathology 


Date:  December  17,  1940 
Presiding:  Dr.  Irving  S.  Wright 

History 

Dr.  Maurice  Bruger:  This  patient  was 
a white  American  woman,  61  years  of  age,  who 
was  admitted  to  the  New  York  Post-Graduate 
Hospital  complaining  of  generalized  pruritus 
and  painless  jaundice  of  three  weeks’  dura- 
tion. There  had  been  a loss  of  20  pounds  in 
weight  in  the  last  six  months.  Nausea, 
vomiting,  and  related  symptoms  were  ab- 
sent. Three  to  four  loose,  light  yellow  stools 
had  occurred  daily  for  the  past  six  months. 
No  blood  or  mucus  was  seen.  The  patient 
denied  contact  with  any  hepatoxic  agents. 

There  was  no  history  of  preceding  serious 
illnesses  or  operative  procedures.  She  had 
two  normal  pregnancies  and  one  miscarriage. 
Menopause  occurred  at  51  years  of  age. 

On  physical  examination  the  patient  ap- 
peared to  be  comfortable  but  markedly  ic- 
teric. Examination  of  the  head,  neck,  chest, 
and  heart  was  normal.  A nontender  mass 
was  felt  in  the  right  upper  quadrant,  the  out- 
line of  which  resembled  the  gallbladder. 
The  spleen  and  liver  were  not  felt. 

Urinalysis  showed  a 2 plus  protein  and  2 
plus  foam  test  for  bile.  Bleeding  and  coagu- 
lation times  were  within  the  normal  range. 
The  serum  Van  den  Bergh  was  7.6  mg.  of 
bilirubin  per  hundred  cubic  centimeters  with 
a strong  direct  positive  reaction.  The  icteric 
index  was  71.4.  Blood  glucose  and  urea 
nitrogen  studies  were  normal. 

Two  days  after  admission  a cholecysto- 
gastrostomy  was  performed.  The  operative 
note  read  as  follows: 

“The  gallbladder  was  found  to  be  dilated 
and  under  tension.  The  cystic  duct  and  the 
common  duct  also  appeared  to  be  moderately 
dilated.  Several  enlarged  lymph  glands  were 
found  about  the  common  duct,  and  one  was 
removed  for  microscopic  study.  There  were 
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no  nodular  obstructions  demonstrable  at  the 
head  of  the  pancreas.  A probe  was  easily 
passed  through  the  ampulla  into  the  duode- 
num. A T tube  was  inserted  into  the  common 
bile  duct  for  decompression,  and  a cholecysto- 
gastrostomy  was  performed  in  the  usual  man- 
ner for  permanent  drainage.” 

The  portion  of  the  gallbladder  wall  which 
was  removed  to  form  the  stoma  of  the  chole- 
cystogastrostomy  was  examined  histologically 
and  revealed  papillary  hyperplasia.  Four 
pieces  of  black  bilirubin  “gravel,”  each  about 
5 mm.  in  diameter,  were  found  in  this  portion 
of  gallbladder  wall.  Microscopic  examination 
of  the  lymph  node  showed  chronic  lymphad- 
enitis but  no  evidence  of  malignancy. 

The  patient  received  a transfusion  of  500 
cc.  of  citrated  whole  blood  immediately 
after  the  operation.  The  postoperative  course 
remained  satisfactory  for  eight  days.  On  the 
ninth  postoperative  day  the  patient  com- 
plained for  the  first  time  of  severe  pain  and 
cramplike  sensations  in  the  abdomen.  Vomit- 
ing occurred  on  one  occasion.  A large  amount 
of  drainage  occurred  about  the  T tube.  Tem- 
perature was  100  F.  (37.8  C.);  pulse  rate, 
104;  and  the  respiratory  rate,  18.  The 
clinical  impressions  at  this  time  were  (1) 
that  a slough  of  the  cholecystogastrostomy 
had  occurred  with  the  formation  of  a fistula 
and  (2)  that  peritonitis  had  set  in. 

On  the  following  day  the  dressing  was 
found  to  be  saturated  with  brownish  material 
characteristic  of  high  intestinal  or  stomach 
contents.  The  abdomen,  however,  appeared 
soft.  On  the  tenth  postoperative  day  the 
skin  about  the  tube  appeared  irritated  but  the 
secretion  on  the  dressing  was  now  less  marked. 
Temperature,  pulse,  and  respiratory  rates  were 
normal.  On  the  thirteenth  postoperative  day 
a considerable  amount  of  drainage  which  ap- 
peared bloody  was  found  oozing  around  the 
T tube.  On  the  fifteenth  postoperative  day 
the  patient  complained  of  epigastric  pain  and 
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lapsed  into  coma.  The  dressing  was  again 
soaked  with  thin  brownish  material.  A pro- 
fuse involuntary  fecal  discharge  from  the 
wound  occurred  and  was  liquid  in  nature  and 
brownish  black  in  color.  The  patient  expired 
the  same  day. 

To  summarize  we  can  say  that  the  patient 
was  admitted  for  treatment  of  painless  jaun- 
dice of  three  weeks’  duration.  A cholecysto- 
gastrostomy  was  performed  in  the  presence 
of  an  enlarged  cystic  and  common  bile  duct 
on  the  second  day  of  hospitalization.  Vitamin 
K and  bile  salt  therapy  had  been  given  over 
a period  of  five  days  before  operation.  Al- 
though there  was  no  increase  in  temperature, 
pulse,  and  respiratory  rates,  the  postoperative 
course  was  complicated  by  the  following:  (1) 
failure  of  the  jaundice  to  clear,  (2)  hemorrhage 
from  the  incision,  and  (3)  profuse  drainage 
of  bile  from  the  wound.  The  patient  slowly 
weakened  and,  despite  supportive  measures, 
died  on  the  fifteenth  postoperative  day. 

Discussion 

Dr.  Robert  B.  Lobban:  The  most  sig- 
nificant points  are  the  painless  jaundice  of 
three  weeks’  duration  and  the  palpable  gall- 
bladder. The  rest  of  the  history  was  essen- 
tially negative.  I felt  we  were  dealing  with 
an  obstruction  somewhere  between  the  open- 
ing of  the  cystic  duct  and  the  duodenum. 
This  is  often  due  to  carcinoma  of  the  head  of 
the  pancreas  and  was  the  first  possibility  en- 
tertained. The  second  was  carcinoma  in- 
volving the  ampulla  of  Vater.  A third  pos- 
sibility was  a silent  stone  in  the  common 
duct.  Inasmuch  as  this  patient  was  afebrile 
and  the  white  and  differential  counts  were 
normal,  we  did  not  expect  to  find  a stone  in 
the  common  duct.  The  fourth  possibility 
was  obstruction  due  to  extrinsic  pressure 
on  the  common  duct.  At  operation  it  was 
established  that  the  mass  palpated  in  the  right 
upper  quadrant  was  the  gallbladder.  It  was 
found  to  be  tremendously  distended,  as  were 
the  cystic  and  common  ducts.  We  could  not 
feel  a stone  in  the  common  duct.  Palpation 
of  the  common  duct  down  to  and  including 
the  ampulla  of  Vater  and  the  duodenum 
failed  to  reveal  a mass.  Four  or  five  edema- 
tous glands  were  found  in  the  gastrohepatic 
ligament.  These  were  soft  and  mushy,  did 
not  obstruct  the  common  duct,  and  gave 
no  appearance  of  malignancy.  The  head  of 
the  pancreas  was  enlarged  and  felt  somewhat 
constricted  and  shotty.  It  was,  however, 
considered  to  be  normal  at  this  time.  This 
reduced  the  possibilities  to  something  in  the 


duct  itself.  At  times  a common  duct  is 
opened  without  finding  anything,  except 
“mud,”  which  can  give  jaundice  and  pain. 

Therefore,  in  this  case  the  common  duct 
was  opened.  Through  this  opening  a probe 
was  easily  passed  through  the  ampulla  of 
Vater,  and  the  end  of  it  could  be  felt  in  the 
duodenum.  The  bile  in  the  common  duct 
was  perfectly  clear.  We  still  did  not  know 
what  caused  the  jaundice  in  this  individual. 
The  head  of  the  pancreas  was  not  charac- 
teristic of  carcinoma,  and  when  the  probe  was 
in  place  I palpated  for  the  possibility  of  car- 
cinoma in  the  duct  itself.  Even  though  no  ob- 
struction was  found  to  account  for  the 
jaundice,  a T tube  was  placed  in  the  common 
duct  for  temporary  drainage.  A biopsy  of 
one  of  the  glands  in  the  gastrohepatic  ligament 
was  taken.  The  patient  had  a slight  tem- 
perature elevation  on  the  second  and  third  day 
after  operation,  but  from  then  on  it  was  ap- 
proximately 100  F.  (37.8  C.)  during  the  entire 
postoperative  course. 

Drainage  of  bile  through  the  T tube  was 
adequate  for  nine  days.  At  that  time  she 
started  to  leak  bile  around  the  T tube,  and 
apparently  there  was  a breakdown  of  the 
cholecystogastrostomy.  From  this  time  on 
the  course  was  progressively  downhill. 

Dr.  Wright:  Dr.  Carter  has  come  to 
discuss  this  problem  from  the  standpoint  of 
differential  diagnosis  and  clinical  course. 
There  are  two  questions  that  I would  like  to 
have  discussed.  First,  is  it  not  rather  un- 
usual for  diarrhea  to  be  a symptom  associated 
with  retention  of  bile?  Second,  why  was  there 
no  decrease  in  the  jaundice  despite  adequate 
drainage  of  bile  from  the  tube? 

Dr.  R.  Franklin  Carter:  My  answer 
to  Dr.  Wright  is  that  diarrhea  is  not  a com- 
mon symptom  associated  with  obstructive 
jaundice.  It  is  possible  that  the  pancreatic 
juice  was  being  sidetracked  back  into  the  bili- 
ary system  by  whatever  obstruction  existed, 
and  this  insufficiency  of  pancreatic  juice  may 
have  caused  the  diarrhea  in  this  case.  We  do 
not  understand  why  the  course  of  the  jaundice 
is  not  occasionally  influenced  by  external 
drainage.  We  have  had  several  patients  who 
have  acted  the  same  way  as  this  one.  We 
followed  1 case  for  two  and  one-half  months, 
and  the  striking  thing  was  that  the  bilirubin 
of  the  bile  was  normal  though  there  were  no 
bile  salts,  cholesterol,  or  pancreatic  ferments 
present.  A possible  explanation  for  the  fail- 
ure of  the  jaundice  to  clear  after  external 
drainage  would  be  the  presence  of  hepatic 
insufficiency  due  to  cirrhosis  or  hepatitis. 
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I think  it  is  difficult  to  show  obstruction  of 
the  common  duct  with  a probe  at  operation 
as  well  as  at  autopsy.  We  have  recently  seen 
a patient  on  whom  a cholecystectomy  was 
performed,  and  at  operation  no  evidence  of 
common  duct  obstruction  was  found.  How- 
ever, when  hippuran  was  introduced  into  the 
duct  under  a pressure  of  10  cm.  of  water,  none 
entered  the  duodenum.  The  present  case 
may  have  had  enough  of  an  obstruction  to 
prevent  the  flow  of  bile  under  physiologic  con- 
ditions but  not  sufficient  to  be  discovered  at 
operation.  When  surgeons  examine  for  com- 
mon duct  obstruction  at  operation,  they 
tend  to  use  much  greater  pressure  than  is 
exerted  by  bile  under  normal  conditions. 

Dr.  Wright:  The  administration  of  bile 
salts  and  vitamin  K to  jaundiced  patients 
should  be  discussed. 

Dr.  Bruger:  Bile  salts  must  be  adminis- 
tered routinely  when  vitamin  K is  given, 
since,  in  the  absence  of  bile,  absorption  of 
vitamin  K from  the  gastrointestinal  tract  is 
questionable.  Bile  salts  are  given  by  mouth 
in  doses  of  0.5  to  1 Gm.  three  times  a day. 
Vitamin  K may  be  administered  by  the  same 
route  in  its  natural  form  or  as  the  synthetic 
compound  2-methyl- 1,4  naphthoquinone  in 
doses  of  2 to  4 mg.  daily.  A prothrombin  time 
should  be  done  prior  to  surgery,  and  operation 
should  be  performed  only  when  this  is  within 
normal  limits. 

Dr.  Wright:  I think  we  should  consider 
whether  anything  would  have  been  gained 
by  more  complete  preoperative  work-up. 

Dr.  Lobban:  With  the  T tube  in  place 
we  planned  to  inject  some  hippuran  and  find 
out  what  was  causing  the  obstruction  in  the 
ampulla  of  Vater.  The  patient's  progress 
was  good,  and  this  was  to  be  done  at  the  end 
of  the  first  week.  However,  at  that  time 
there  was  evidence  of  sloughing  of  the  chole- 
cystogastrostomy,  and  thus  the  possibility  of 
getting  a good  picture  was  poor.  We  might 
have  attempted  a duodenal  drainage  preopera- 
tively,  but,  because  the  patient’s  icteric  index 
rose  rapidly  to  71.4  and  since  her  stools  were 
acholic,  this  was  not  done.  Diarrhea  had 
been  present  for  six  months  prior  to  her 
jaundice.  The  stools  were  watery  or  semi- 
formed,  averaging  three  to  four  a day.  No 
blood,  pus,  or  protozoa  were  found  on  re- 
peated examinations.  For  these  reasons  no 
gastrointestinal  x-rays  were  taken. 

Dr.  Richter:  Dr.  Lobban  mentioned 
several  possibilities  for  clinical  diagnoses, 
then,  at  operation,  proceeded  to  rule  them 
out.  That  leaves  us  without  a clinical  diagno- 


sis. It  might  be  interesting  to  know  what 
might  have  been  done  further  if  the  patient 
had  lived  longer. 

Dr.  Wright:  Dr.  Lobban,  what  was  your  ' 
diagnosis  after  the  operation? 

Dr.  Lobban:  Carcinoma  of  the  ampulla  | 
of  Vater.  This  was  my  impression  despite  the 
fact  that  I could  not  palpate  it  and  that  the  j 
probe  went  through  the  sphincter  without  ; 
meeting  any  resistance.  I was  under  the  im- 
pression that  I was  pushing  the  carcinoma 
forward  with  the  probe.  I know  of  a patient 
who  went  to  his  physician  because  of  gastric 
pain  and  was  told  to  have  gastrointestinal 
x-rays  taken.  These  were  negative  for  an 
alimentary  neoplasm.  Following  the  x-ray 
studies  his  physician  noted  the  development 
of  icterus  which  lasted  about  five  weeks  before 
disappearing.  Jaundice  recurred  in  four 
weeks,  and  the  icteric  index  rose  to  180.  I 
saw  him  at  that  time  and  admitted  him  to 
the  hospital.  At  operation  I found  a small 
tumor  of  the  ampulla  of  Vater  which  was 
freely  movable  with  the  duodenum  at  that 
point.  Inasmuch  as  the  probe  went  through 
the  sphincter  in  the  present  case,  I thought 
there  might  be  a movable  carcinoma  at  the 
head  of  the  probe  and  did  a cholecystogas- 
trostomy  to  give  her  permanent  drainage. 

Dr.  Wright:  In  carcinoma  of  the  am- 
pulla of  Vater  do  you  expect  to  find  anything 
in  the  gastrointestinal  x-rays? 

Dr.  Lobban:  Not  necessarily. 

Dr.  Wright.  : Is  there  a satisfactory 
surgical  procedure  for  removal  of  carcinoma 
of  the  ampulla  of  Vater? 

Dr.  Lobban:  The  operation  is  usually 
divided  into  two  stages.  The  first  stage 
consists  of  short-circuiting  the  bile  by  way 
of  the  gallbladder  to  the  stomach,  duodenum, 
or  jejunum.  Some  go  further  and  perform 
a gastroenterostomy  with  ligation  of  the 
common  duct  below  the  junction  of  the  cystic 
duct.  The  procedure  that  I have  used  con- 
sists of  an  anastomosis  between  the  gall- 
bladder and  the  jejunum  using  a relatively 
long  loop.  An  enteroenterostomy  is  also  per- 
formed to  short-circuit  the  jejunal  contents 
below  the  anastomosis  in  the  gallbladder.  It 
was  demonstrated  in  this  case  that  regurgita- 
tion of  gastric  contents  can  proceed  through 
the  gallbladder  down  into  the  common  duct 
if  the  occlusion  of  the  duct  is  not  complete. 
Ascending  cholangitis  is  a definite  factor  in 
any  anastomosis  between  the  gallbladder  and 
the  intestinal  tract.  The  second  stage  consists 
of  division  of  the  duodenum  both  above  and 
below  the  tumor  area  with  resection  of  the 
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tumor.  The  distal  end  being  turned  in,  the 
proximal  end  is  either  anastomosed  to  the 
jejunum  or  is  also  turned  in  and  a gastro- 
enterostomy performed. 

I personally  feel  that  the  first  stage  of  the 
operation  carries  with  it  a great  risk  and  that 
a simpler  procedure  should  be  performed — 
such  as  a simple  cholecystostomy  with  only 
enough  exploration  to  rule  out  stones  in  the 
common  duct  and  to  determine  the  extent  of 
malignancy.  Then,  after  the  jaundice  is 
completely  clear  a one-stage  operation  may 
be  carried  out,  implanting  the  common  duct 
into  the  jejunum,  excising  the  tumor  area, 
and  then  doing  a gastrojejunostomy. 

Dr.  Wright:  What  is  the  mortality  rate 
in  this  type  of  procedure?  Is  carcinoma  of 
the  ampulla  of  Vater  particularly  malignant? 

Dr.  Lobban:  Without  operation  the  prog- 
nosis is  nil  and  the  patients  usually  die  within 
six  months.  Palliative  operation,  consisting 
of  anastomosis  of  the  gallbladder  with  the 
stomach,  duodenum,  or  jejunum,  will  prob- 
ably prolong  the  patient’s  life,  and  there  have 
been  cases  reported  in  which  the  patients  have 
lived  three  or  four  years.  The  mortality  of 
this  procedure  is  probably  20  per  cent.  The 
mortality  of  the  radical  operation  consisting 
of  two  stages  will  run  approximately  40  per 
cent.  The  complications  in  the  unoperated 
cases  are  usually  either  massive  hemorrhage 
from  the  ulcerated  area  in  the  duodenum, 
general  bleeding  due  to  the  extreme  jaundice, 
or  ascending  suppurative  cholangitis  with 
associated  hepatic  insufficiency.  Complica- 
tions in  the  operative  group  may  be  peri- 
tonitis or  hepatic  insufficiency.  Most  ob- 
servers report  that  carcinomas  of  the  am- 
pulla of  Vater  are  relatively  slow  to  grow  and 
to  metastasize. 

Pathology 

Dr.  Maurice  N.  Richter:  The  principal 
lesion  in  this  case  was  not  particularly  easy  to 
demonstrate  at  the  time  of  the  autopsy. 
The  only  thing  observed  at  the  site  of  the 
ampulla  was  that  it  seemed  a little  more 
prominent  than  usual.  It  projected  into  the 
lumen  of  the  duodenum.  When  we  sectioned 
the  ampulla,  the  tissues  themselves  were  a 
little  firmer  and  a little  grayer  than  usual. 
The  fiver  was  enlarged  and  jaundiced.  In  the 
region  of  the  operation  there  was  a small 
amount  of  brown  material  and  pus.  Ter- 
minal infection  in  the  peritoneal  cavity  was 
present.  I do  not  understand  the  bleeding, 
because  no  blood  was  found  in  the  gallbladder 
or  in  the  ducts  and  the  feces  were  fight  brown 


rather  than  black  or  bloody.  The  pancreas 
showed  no  changes  of  interest,  and  the  pan- 
creatic duct  opened  separately  from  the  com- 
mon bile  duct.  Histologic  examination  of 
the  ampulla  showed  an  atypical  epithelial 
growth  infiltrating  the  tissues.  There  was  a 
strong  tendency  for  it  to  form  glandfike  areas, 
and  thus  it  should  be  called  an  adeno- 
carcinoma. There  was  no  infiltration  in  the 
duodenum  itself.  No  metastases  were  ob- 
served. The  fiver  showed  changes  merely  of 
biliary  obstruction,  and  there  was  a con- 
siderable amount  of  fiver  degeneration.  Some 
of  the  small  bile  canaliculi  had  bile  in  their 
lumens. 

This  case  illustrates  the  type  of  carcinoma 
that  causes  marked  interference  with  function, 
not  because  it  is  histologically  malignant  but 
because  of  its  position.  As  far  as  tumors  of 
the  ampulla  of  Vater  are  concerned,  six  pos- 
sibilities regarding  the  site  of  their  origin  are 
mentioned  in  the  literature.  In  the  great 
majority  of  cases  it  is  impossible  to  differen- 
tiate between  the  six  different  types.  The 
main  difference  is  in  their  form,  some  being 
papillary  and  others  being  more  solid  and 
ulcerative. 

Recent  authors  have  brought  out  the  fact 
that  blood  in  the  stools  is  the  only  factor  that 
will  differentiate  a carcinoma  of  the  ampulla 
of  Vater  from  other  types  of  obstruction  to 
the  common  duct.1  The  tumor  in  this  case 
was  not  the  type  that  would  produce  bleed- 
ing, and  so  the  finding  of  blood  would  not  have 
helped  us  much.  There  was  no  fibrosis  in  the 
pancreas  or  evidence  of  obstruction  in  the 
pancreatic  duct.  I do  not  believe  we  can 
blame  the  diarrhea  on  pancreatic  obstruction. 

Pathologic  Diagnosis 

Adenocarcinoma  of  the  ampulla  of  Vater. 

Dr.  Benjamin  Silberg:  What  was  the 
cause  of  death? 

Dr.  Richter:  There  was  localized  peri- 
tonitis with  pus  under  the  right  dome  of  the 
diaphragm. 

Dr.  Ferdinand  G.  Kojis:  Can  you  ex- 
plain the  fecal  discharge? 

Dr.  Richter:  No. 

Dr.  Wright:  How  did  the  fecal  material 
get  into  the  peritoneal  cavity? 

Dr.  Richter:  We  could  not  demonstrate 
a fistula.  The  exact  point  of  leakage  was  not 
seen. 

Dr.  Carter:  I would  like  to  ask  if  it  is 
possible  to  diagnose  these  cases  before  op- 

1 Cooper,  W A.:  Ann.  Surg.  106:  1009  (Dec.)  1937. 
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eration  or  at  operation.  Would  a cholangio- 
gram  be  of  help  in  making  a diagnosis? 

Dr.  Richter  : I think  that  is  a question  for 
the  roentgenologist.  I do  not  think  it  would 
have  been  possible  in  this  case.  A number  of 
cases  have  been  reported  with  a diagnosis 
made  preoperatively.  In  these  other  cases 
the  duodenum  was  dilated.  The  duodenum 
was  not  dilated  in  this  case. 

Dr.  Carter:  Would  I be  justified  in  curet- 
ting the  tissue  of  the  ampulla  through  the 
common  duct  for  frozen  section  study? 

Dr.  Richter:  In  this  case  and  in  most 
of  the  others  we  are  dealing  with  an  adeno- 
carcinoma, and  I think  that  if  the  proper 
specimen  could  be  obtained  a diagnosis  could 
be  made.  How  much  difference  is  there  be- 
tween this  procedure  and  a resection? 

Dr.  Carter:  There  is  quite  a difference 


between  using  a curet  and  doing  a resec- 
tion. 

Dr.  Lobban:  What  was  the  diagnosis  at 
the  autopsy  table? 

Dr.  Richter:  The  true  diagnosis  was 
not  made  at  the  autopsy  table.  It  was  made 
in  the  laboratory  when  the  sections  were  ex- 
amined. 

Dr.  Lobban:  If  I had  looked  at  the  am- 
pulla could  I have  made  a diagnosis? 

Dr.  Richter:  The  ampulla  would  have 
been  unusually  prominent  and  you  would 
have  been  suspicious. 


Editorial  Committee 

J.  Scott  Butterworth,  M.D. 
Maurice  R.  Chassin,  M.D. 

H.  0.  Mosenthal,  M.D.,  Chairman 


BETTER  HEALTH  TO  REWARD  THE  DRAFTEES 


Improvement  in  the  health  of  the  young  men 
called  to  military  service  should  result  from  their 
period  of  training,  avers  Dr.  Benjamin  W. 
Black,  president  of  the  American  Hospital  Asso- 
ciation in  the  Kiwanis  Magazine.  For  example,  a 
majority  of  the  young  men  will  be  better  nour- 
ished than  they  were  before  their  military  serv- 
ice, because  their  food  will  have  contained  more 
nearly  proper  proportions  and  will  be  adequate 
in  other  vital  respects.  The  appetite  will 
improve  as  the  men  experience,  possibly  for  the 
first  time  in  their  lives,  active  physical  work  and 
exercise.  This  combined  with  healthy  recrea- 
tion will  prove  of  great  benefit.  For  the  first 
time  in  the  lives  of  many,  regular  living  habits 
will  replace  a much  different  manner  of  living 
and  the  results  will  be  substantially  an  indirect 
benefit  to  their  health. 

Vaccination  against  smallpox  is  generally 
practiced  in  the  military  services,  and  because 
of  the  practice  there  is  no  smallpox  in  the  service. 
For  those  men  who  have  not  before  been  vac- 
cinated or  who  come  from  areas  where  there  had 
been  effective  agitation  against  it,  vaccination 
will  prove  of  value  from  the  immediate  protec- 
tion given,  but  the  influence  of  those  men  who 
are  protected  will  prove  of  value  in  many  home 
communities  as  their  influence  extends,  even 
to  their  families  and  the  neighborhood.  After 
the  World  War  the  death  rate  from  typhoid 
fever  in  this  country  dropped  very  sharply  and 


was  largely  attributed  to  the  inoculation  against 
this  disease  which  the  men  in  the  army  were 
given.  It  was  almost  a miracle  that  practically 
no  typhoid  was  prevalent  in  the  army  even 
though  it  occupied  a highly  infested  territory  in 
Europe  where  typhoid  would  have  been  very 
prevalent  had  inoculation  not  been  universal  as  a 
method  of  protecting  the  men  from  the  disease. 

Pneumonia  complicated  many  minor  com- 
municable diseases  such  as  measles  and  chicken- 
pox,  from  which  many  of  the  men  suffered. 
Its  severe  effects  resulted  in  a rather  high  death 
rate,  but  now  it  will  be  expected  to  lose  many  of 
its  severe  effects,  as  there  have  been  more  re- 
cently developed  new  methods  of  combating 
this  terror.  The  mortality  from  pneumonia  has 
been  greatly  reduced  by  the  use  of  sulfanilamide, 
sulfapyridine,  and  other  allied  chemicals,  and 
by  the  use  of  serums  in  selected  cases.  The 
mortality  from  epidemic  cerebrospinal  meningi- 
tis in  the  new  army  will  be  much  lower  because 
of  the  discovery  of  these  new  drugs  which  have 
proved  most  effective  against  this  devastating 
disease. 

In  the  event  that  blood  transfusions  are  re- 
quired to  treat  ipen  ill  or  wounded,  better  results, 
or  as  good,  are  accomplished  by  the  use  of  blood 
plasma.  It  is  strange  but  war  is  making  its 
contribution  to  better  medicine  and  war  has 
been  responsible  for  the  development  of  new 
livesaving  technic. 


PUBLIC  NOT  MADLY  ENTHUSIASTIC 
Discussing  programs  for  providing  medical 
care  which  are  being  tried  out  by  various  state 
medical  societies,  the  Journal  of  the  American 
Medical  Association  for  February  1 says  that: 
“One  difficulty  seems  to  be  common  to  all  these 


plans.  The  public  is  not  particularly  enthusi- 
astic about  prepayment  for  medical  service. 
There  is  no  evidence  that  the  citizens  of  this 
country  are  yearning  for  any  universal  com- 
pulsory system.” 


Medical  Relief 

Joint  Statement 

From  the  New  York  State  Department  of  Social  Welfare 
and  the  Medical  Society  of  the  State  of  New  York 


ON  the  following  pages  the  outline  of 
“Principles  and  Discussion”  represents 
the  position  taken  by  the  State  Department 
of  Social  Welfare  (under  the  Public  Welfare 
Law)  in  regard  to  the  various  medical  welfare 
policies  adopted  by  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New 
York  during  the  past  several  years.  Also 
included  is  an  outline  of  Basic  Principles  of 
a New  Medical  Plan,  approved  by  the  State 
Department  of  Social  Welfare,  which  is  now 
being  put  into  effect  by  the  State  Department 
in  various  localities.  This  is  the  Medical 
Plan  referred  to  in  the  discussion  below. 

The  reader  is  requested  to  study  thoroughly 
all  this  material  and  preserve  these  pages  for 
future  reference. 

For  the  purpose  of  maintaining  orderly, 
practical,  and  logical  thinking  on  the  subject 
of  medical  welfare  policies,  the  following 
points  must  be  kept  in  mind.  Under  the 
Public  Welfare  Law,  local  welfare  officials  are 
empowered  to  provide  medical  care  on  a salary 
basis  or  on  a fee-for-service  basis,  consequently 
the  indigent  patient  may  not  have  or  may 
have  the  right  of  free  choice  of  physician  ac- 
cording to  the  procedure  adopted  in  any  given 
locality.  In  addition,  if  they  are  to  receive 
reimbursement  from  the  state,  their  local 
welfare  departments  must  be  operated  under 
the  Rules  and  Regulations  promulgated  by 
the  State  Department  of  Social  Welfare.  At 
present  there  is  no  relation  between  the 
Workmen’s  Compensation  panel  and  the  care 
of  indigent  patients  except  in  a few  localities 
where  such  a relation  has  been  mutually 
agreed  upon  on  a trial  basis.  Any  platform 
adopted  by  the  State  Medical  Society,  or  by 
local  medical  groups,  has  no  force  whatever  in 
effecting  the  conduct  of  medical  relief  work 
unless  agreement  can  be  reached  with  the 
state  and  local  departments  of  welfare  con- 
cerning this  platform.  Such  agreements, 
if  reached,  are  essentially  mutual  understand- 
ings and  in  no  sense  abrogate  any  portion  of 
the  Public  Welfare  Law.  It  should  be  noted 
further  that  the  local  welfare  official  is  legally 
responsible,  to  his  community  and  to  the 
state,  for-  the  entire  conduct  of  his  department 
and  he  can  neither  delegate  nor  share  this 
responsibility.  He  can  seek  and  accept  advice 
or  suggestions  concerning  medical  problems 


and  procedures,  but  in  the  final  analysis  re- 
sponsibility for  all  decisions  rests  solely  on  him. 

In  studying  the  “Principles  and  Discussion” 
it  will  be  noted  that  there  is  already  a con- 
siderable amount  of  agreement  on  Principles 
1,  2,  3,  4,  and  7,  some  of  the  details  of  which 
have  to  be  further  worked  out  from  the  stand- 
point of  statewide  policies.  The  following 
portions  of  the  discussion  of  these  principles 
might  well  be  emphasized.  The  State  De- 
partment of  Social  Welfare  agrees  that  there 
are  advantages  in  the  establishment  of  a 
medical  advisory  committee  in  each  public 
welfare  district  and  agrees  to  advocate  the 
use  of  these  committees  and  to  assist  in  a 
general  determination  of  their  functions. 
Under  the  Public  Welfare  Law,  these  com- 
mittees can  advise  and  suggest,  and  can  recom- 
mend policies  for  supervision  and  adminis- 
tration, but  the  responsibility  for  all  acts  and 
decisions  must  remain — and  we  feel  should 
remain — in  the  hands  of  the  local  welfare 
official.  State  reimbursement  on  a local  fee 
schedule  is  conditioned  upon  the  State  De- 
partment’s approval  of  this  schedule  as  being 
reasonable  for  the  particular  community 
rather  than  on  the  basis  of  a statewide  fee 
schedule.  Abolition  of  the  system  wherein 
medical  questions  are  submitted  to  the  State 
Department  for  decision  is  brought  about 
automatically  through  the  introduction  of 
the  new  medical  plan  and  the  “prior  authori- 
zation” system  is  transferred  to  the  local 
agency  under  local  professional  control.  Con- 
siderable study  is  now  being  given  to  the 
question  of  medicines  and  drugs — a few  locali- 
ties having  reached  a fairly  satisfactory  solu- 
tion of  this  problem — and  it  can  be  expected 
that  with  local  assistance  much  of  the  diffi- 
culty and  criticism  will  be  eventually  elimi- 
nated. The  State  Department  points  out 
that  under  the  law  it  cannot  guarantee  free 
choice  of  physician  but  draws  attention  to 
the  fact  that  while  in  some  localities  it  has 
been  long-standing  practice  to  employ 
salaried  doctors,  introduction  of  the  new 
medical  plan  has  had  a tendency  to  increase 
consideration  of  the  use  of  the  fee-for-serv- 
ice  basis,  since  provision  is  made  for  local 
medical  controls. 

Although  on  the  surface  there  appears  to 
be  a wide  divergence  of  opinion  concerning 
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Principles  5 and  6,  it  can  be  said  that  the 
State  Department  now  has  a fairly  accurate 
conception  of  the  medical  profession’s  view- 
point regarding  these  principles.  It  can  be 
said  further  that  the  State  Department  is 
not  unsympathetic  toward  these  principles 
but  feels  that  much  additional  thought  and 
study  are  necessary,  especially  with  reference 
to  local  conditions,  before  a common  ground 
can  be  reached.  It  is  entirely  possible  that, 
wherever  local  medical  advisory  committees 
really  work  and  function,  salaried  practice 
and  the  overuse  of  clinics  may  be  found  to  be 
increasingly  less  desirable  medically,  socially, 
and  economically.  This  is  not  to  say  that 
the  solution  of  these  problems  will  be  merely 
a matter  of  simple  evolution  but  rather  to 
emphasize  that  their  solution  directly  depends 
upon  the  amount  of  thought  and  consideration 
given  them. 

As  enumerated  below,  there  are  several 
methods  of  providing  physicians’  services. 
These  methods,  their  costs,  and  the  results 
obtained  vary  with  the  locality,  to  a con- 
siderable extent  dependent  upon  the  judgment 
and  experience  of  the  local  welfare  official 
and  upon  the  local  conditions  and  need  with 
which  he  is  confronted.  However,  nowhere 
in  New  York  State  is  there  a formal,  function- 
ing mechanism  which  integrates  and  correlates 
all  the  services  which  are  provided  in  a com- 
munity at  public  expense.  Only  by  having  the 
complete  picture,  especially  regarding  total 
individual  costs,  can  the  appropriating  bodies, 
the  welfare  officials,  and  the  medical  care 
professions  cooperate  to  the  end  that  the 
medical  needs  of  the  individual  and  the 
community  are  met  efficiently  as  well  as  eco- 
nomically. 

To  provide  the  services  of  a physician,  one 
or  more  of  the  following  methods  are  com- 
monly used : 

1.  Employment  of  physicians  on  a fee-for- 
service  basis,  either  giving  the  patient 
free  choice  of  physician  or  limiting  the 
choice  to  a selected  panel  of  physicians. 

2.  Use  of  public  or  private  clinics. 

3.  Employment  of  salaried  staff  physicians 
to  treat  patients  in  their  offices  and  in 
the  patient’s  home,  with  specialists’ 
services  on  a fee-for-service  basis. 

4.  Employment  of  salaried  staff  physicians 
to  treat  patients  in  the  patient’s  home, 
or  in  a clinic. 

5.  Employment  of  salaried  physicians  by  a 
city  department  of  health  for  services 
in  the  home  or  in  clinics,  with  or  with- 
out supplementation  of  this  service  by 


employment  of  general  physicians  and 
specialists  on  a fee-for-service  basis 
when  needed. 

6.  By  any  combination  of  the  above 
methods. 

Concerning  the  appointment  of  a physician 
as  a medical  director  or  medical  consultant 
and  concerning  the  formation  of  local  medical 
advisory  committees,  the  State  Department 
of  Social  Welfare  makes  the  following  recom- 
mendations to  local  welfare  officials. 

“The  attention  of  the  local  public  welfare 
official  is  called  to  the  value  of  securing  the 
full  cooperation  of  his  county  medical  society 
in  the  development  of  an  approved  local  medi- 
cal program  and  in  the  selection  of  a com- 
petent physician  to  act  as  Medical  Director 
or  Medical  Consultant  on  his  staff.  The 
State  Department  recommends  that  ....  he 
request  the  medical  society  covering  his  public 
welfare  district  to  submit  a list  of  physicians 
recommended  by  the  society  as  suitable  for 
such  appointment  and  meeting  the  require- 
ments established  by  the  State  Board  of 
Social  Welfare;  or  request  the  medical  society 
to  comment  upon  the  qualifications  and  pro- 
fessional standing  of  a licensed  physician 
selected  by  him  as  a candidate  for  appoint- 
ment as  Medical  Director  or  Medical  Con- 
sultant. Attention  is  called  to  the  value  of  an 
active  professional  advisory  committee  in 
providing  the  local  public  welfare  official  with 
professional  advice  in  the  development  and 
revision  of  the  policies  included  in  the  ap- 
proved local  medical  program,  in  the  arbitra- 
tion and  discipline  of  professional  problems 
and  the  operation  of  survey  boards  to  review 
and  plan  proper  medical  care  for  persons 
suffering  from  prolonged  or  disabling  illnesses 
or  presenting  special  or  unusual  medical 
needs.  The  medical  advisory  committee 
should  be  appointed  from  a fist  nominated 
for  the  purpose  by  the  county  medical  society. 
Where  deemed  advisable  this  committee  may 
be  expanded  in  the  same  way  to  include  rep- 
resentatives of  other  professions,  institutions, 
and  laymen.” 

In  conclusion,  it  should  again  be  emphasized 
that  under  the  law,  the  welfare  patient  is  not 
guaranteed  the  right  to  choose  his  own  phy- 
sician, and  the  physician  is  not  guaranteed 
the  right  to  treat  his  own  patient  with  a com- 
mitment of  payment  for  his  services.  But, 
if  the  physicians  of  a given  locality  can  agree 
among  themselves  to  formulate  and  to  par- 
ticipate seriously  in  a plan  adapted  to  the 
medical  needs  and  medical  and  economic 
resources  of  their  community,  the  Public 
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Welfare  Law  and  the  regulations  of  the  State 
Department  of  Social  Welfare  make  it  possible 
for  the  indigent  patient  to  choose  his  own 
physician  and  the  physician  to  treat  his  own 
patients  with  payment  for  his  services  supplied 
from  public  funds.  Although  the  local  public 
welfare  official  is  responsible  for  providing 
necessary  medical  care  for  indigent  persons,  the 
determination  as  to  the  medical  needs  is  now 


by  law  “made  with  the  advice  of  a physician.” 
Jackson  Davis,  M.D. 

Chief  Medical  Officer, 

State  Department  of  Social  Welfare 
Christopher  Wood,  M.D. 

Chairman, 

Subcommittee  on  Medical  Relief 
Medical  Society  of  the  State  of  New 
York 


Local  Medical  Care  Plan 
BASIC  POLICIES 


1.  Recognition  by  public  officials,  physicians, 
hospital  administrators,  and  all  other  profes- 
sional personnel,  of  the  Public  Welfare  Commis- 
sioner’s legal  responsibility  and  authority, 
within  existing  appropriations,  to  provide 
medical  care  for  all  persons,  under  its  care,  and 
for  such  persons  otherwise  able  to  maintain 
themselves,  who  are  unable  to  secure  necessary 
medical  care. 

2.  Acceptance  of  principle  that  the  local 
Medical  Program  of  the  Department  of  Public 
Welfare  should  be  supplementary  to,  and  involve 
proper,  full  utilization  of  all  existing  medical 
facilities,  federal  and  state,  as  well  as  local  tax- 
supported  and  voluntary  institutions. 

3.  The  establishment  of  a central  unit,  with 
administrative  responsibility  for  the  authoriza- 
tion and  issuance  of  medical  care,  and  directed 
by  a full-time  or  part-time  physician,  who,  in 
the  discretion  of  public  welfare  official,  may  be 
supported  by  a Medical  Advisory  Committee, 
follows  recognition  of  the  fact  that  sound 
medical  program  administration  requires. 

a.  Professional  medical  judgment  and 
controls  such  as  can  be  given  only  by  a 
physician. 

b.  Simplified  and  smoothly  operating  pro- 
cedures to  effect  the  referral  of  patients 
to  physicians  for  treatment. 

c.  A clearly  defined  plan  for  keeping  the 
social  service  staff  informed  of  health, 
medical,  and  medical  social  treatment 
needs  of  their  clients. 

d.  An  accounting  system. 

4.  Recognition  by  public  welfare  officials 
and  physicians,  nurses,  hospitals,  druggists, 
and  other  professional  personnel  participating 
in  the  medical  care  program,  of  the  value  and 
essential  need  of  detailed  written  agreements 
wherever  practicable,  stating  clearly  the  re- 


sponsibilities to  be  undertaken  by  each,  as  well 
as  procedures  and  financial  payments  involved. 

5.  Acceptance  of  responsibility  to  establish 
and  maintain  continuous  medical  records  shoe- 
ing: 

a.  Total  treatment  costs  according  to 
type  of  service,  such  as  physician’s 
treatment,  nursing  care,  drugs,  hospital 
care,  appliances,  etc. 

b.  Treatment  costs  of  individual  patients. 

c.  Diagnostic  and  treatment  records  of 
each  individual  patient. 

d.  Administrative  costs. 

Without  such  recording,  no  sound  analysis  of 
the  value  and  cost  of  the  total  medical  program 
can  be  made,  nor  can  the  total  medical  needs  of 
the  individual  patients  be  reviewed  and  ade- 
quately or  economically  met. 

6.  Acceptance  of  responsibility  for  joint 
planning  and  periodic  case  conference  between 
the  Medical  Unit  and  the  Social  Service  staff 
for  utilization  of  physicians  to  determine  medical 
need  and  social  service  to  determine  financial 
need  for  those  patients  applying  to  the  Public 
Welfare  Department  for  medical  care  only. 

7.  Acceptance  by  the  Public  Welfare  Official 
of  responsibility  for  preparation  of  written 
statement  of  all  medical  policies  and  procedures, 
contracts,  price  schedules,  etc.,  copies  of  which 
should  be  available  to  all  participating  profes- 
sional personnel  or  vendors,  to  the  social  service 
staff,  and  to  all  cooperating  agencies  or  institu- 
tions in  any  way  involved  in  the  local  medical 
program. 

8.  Whenever  feasible,  the  same  plan  for  pro- 
viding medical  care  shall  be  used  for  all  cate- 
gories of  public  assistance  in  order  to  obviate 
confusion  to  the  recipient  and  medical  attendant, 
and  to  aid  in  the  simplification  of  administrative 
and  accounting  procedures. 


Principles  and  Discussion 


1.  THE  MEDICAL  ASPECTS  OF  MEDICAL 
RELIEF  SHOULD  BE  SUPERVISED  BY  THE 
MEDICAL  PROFESSION 

“ Medical  aspects”  include: 

Limitation  of  scope  of  practice  for  individual 
doctors. 


Decision  as  to  when  specialist  or  consultant 
is  necessary. 

Decision  as  to  use  of  special  clinics. 
Evaluation  of  services  in  terms  of  fees  and 
charges. 
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Decision  as  to  whether  medical  care  is 
needed,  or  when  it  should  cease. 

Decision  as  to  drugs  and  appliances. 
“Supervision”  defined: 

Above  matters  should  be  under  effective 
control  of  the  medical  profession  by 

1.  Medical  society  committees. 

2.  Full-time  medical  supervisors,  nomi- 
nated by  or  approved  by  medical 
societies. 

3.  County  and  State  medical  advisory 
boards. 

Actual  ruling  should  be  made  by  local, 
county  or  state  Welfare  Commissioner,  but  no 
ruling  on  a medical  question  should  be  made 
in  absence  of  a definite  recommendation  by 
the  medical  board  or  supervising  physician. 

Qiscussion 

“Medical  Aspects” 

It  was  agreed  that  under  the  new  medical 
plan  the  determinations  as  to  limitation  of 
scope  of  practice  and  use  of  special  clinics 
should  be  made  jointly  by  the  local  welfare 
agency  and  the  local  professional  committee. 
It  was  agreed  that  the  other  decisions  included 
in  “Medical  Aspects”  would  be  made  by  the 
medical  director  or  consultant  of  the  local 
agency  with  or  without  the  advice  of  a pro- 
fessional committee. 

“Supervision” 

It  was  agreed  that  in  taking  cognizance  of 
the  responsibilities  of  a public  welfare  com- 
missioner as  outlined  in  the  Public  Welfare 
Law,  the  departmental  medical  program 
must  be  “supervised”  by  the  commissioner 
and  his  medical  director.  A local  medical 
committee  should  not  have  any  supervisory 
or  administrative  responsibility  for  the  pro- 
gram. It  was  agreed,  however,  that  an 
“advisory  medical  committee”  should  be 
established  in  each  public  welfare  district 
and  that  this  committee  should  act  in  an 
advisory  capacity  only.  It  was  agreed  also 
that  no  ruling  on  a medical  question  should 
be  made  by  a local  welfare  commissioner  in 
the  absence  of  a definite  recommendation  by 
the  medical  director  or  the  medical  advisory 
committee.  The  State  Department  of  Social 
Welfare  agrees  further  to  advocate  the  use  of 
these  committees,  and  the  exact  manner  in 
which  they  should  function  will  be  outlined 
in  a document  to  be  prepared  jointly  by  the 
Department  and  the  State  Medical  Society. 

2.  ALL  PHYSICIANS  SHOULD  BE  EN- 
COURAGED TO  PARTICIPATE  IN  THE 
SERVICE 

By  abolition  of  statewide  fee  schedule  and 
substitution  of  local  schedules,  established  by 
mutual  consent  of  local  county  medical  societies 
and  local  welfare  officers,  within  limits  pre- 
scribed by  State  Department  of  Social  Welfare. 

By  more  liberal,  but  definite,  provision  for 
engagement  of  specialists,  and  consultants, 
when  needed,  in  the  opinion  of  the  attending 
physician. 

By  reduction  of  red-tape  and  reporting  and 
billing  mechanisms  to  the  minimum. 


By  complete  elimination  of  lay  interference 
or  dictation  in  medical  matters. 

Discussion 

Under  the  new  medical  plan,  local  fee  sched- 
ules are  prepared  by  the  Welfare  Commissioner 
with  the  aid  and  cooperation  of  his  medical 
director  and  professional  advisory  committee. 
State  reimbursement  is  conditioned  upon  the 
State  Department’s  approval  of  a local  fee 
schedule  as  being  reasonable  for  a particular 
community  rather  than  on  the  basis  of  a state- 
wide fee  schedule. 

The  exact  manner  and  circumstances,  in  which 
specialists  and  consultants  are  to  be  engaged,  are 
incorporated  as  part  of  the  local  medical  plan. 
As  this  plan  is  developed  jointly  by  the  local 
department,  the  State  Department  and  the  local 
medical  groups,  it  is  to  be  expected  that  in  each 
instance  this  policy  can  be  handled  to  the  satis- 
faction of  all. 

Reduction  of  red  tape  has  already  been  ac- 
complished through  the  introduction  of  a new 
form  which  abolishes  the  former  system  of  a 
separate  bill  for  each  patient  and  now  permits 
billing  on  one  form  for  all  patients  treated  in 
one  month. 

It  was  agreed  that  the  State  Department’s 
requirement,  that  a medical  director  or  con- 
sultant be  engaged  wherever  the  plan  is  put  in 
operation,  would  reduce  lay  interference  in 
“medical  determination”  to  a minimum.  It  was 
pointed  out,  however,  that  the  welfare  com- 
missioner is  a layman  who  has  sworn  responsi- 
bilities which  he  may  not  renounce — including 
the  authorization  of  welfare  commitments — 
and  that,  while  it  is  agreed  that  in  medical 
matters  he  should  have  the  advice  and  guidance 
of  a medical  director  and/or  committee  of  pro- 
fessional men  medically  competent,  the  re- 
sponsibilities for  decision  must  remain  squarely 
on  the  shoulders  of  the  commissioner  and  may 
in  no  sense  be  eliminated  or  considered  as  “lay 
interference.” 

3.  UTMOST  DECENTRALIZATION  OF 
CONTROL  IN  MEDICAL  MATTERS 

Local  supervising  physicians  or  society  boards 
should  be  able  to  rule  on  use  of  special  drugs, 
use  of  consultants  and  specialists  or  any  other 
special  treatment,  without  reference  of  these 
questions  to  State  Department  of  Social  Welfare. 

Local  welfare  officers  should  have  full  au- 
thority to  order  special  drugs  and  authorize 
special  modes  of  therapy,  with  assurance  of 
reimbursement  to  themselves,  if  approved  b}^ 
local  supervising  physician  or  society  board. 

Discussion 

Abolition  of  the  system  wherein  medical  ques- 
tions are  submitted  to  the  State  Department  for 
decision  is  brought  about  automatically  through 
introduction  of  the  medical  plan.  It  was 
pointed  out  that  wherever  the  plan  is  installed 
and  approved  by  the  State  Department  the 
“prior  authorization”  system  is  transferred  to 
the  local  agency  under  local  professional  control. 
Under  the  new  system  professional  members  of 
the  State  Department  staff  will  periodically 
examine  the  records  of  local  agencies  to  de- 
termine whether  or  not  the  agency  is  adhering  to 
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the  conditions  established  by  themselves  in 
their  own  plan. 

As  to  drugs  the  State  Department  is  not  as 
yet  ready  to  change  its  regulations,  especially 
concerning  the  use  of  proprietary  drugs.  The 
Department  feels  that  any  change  in  this  con- 
nection can  only  be  made  after  a sufficient 
number  of  medical  plans  have  been  submitted, 
therein  indicating  the  opinions  of  the  local 
welfare  agencies  and  local  medical  groups  as  to 
what  constitutes  a reasonable  policy  in  connec- 
tion with  special  drugs  and  special  modes  of 
therapy.  It  is  not  likely  that  this  determination 
can  be  made  for  at  least  another  six  months. 

4.  FREE  CHOICE  OF  PHYSICIAN  SHOULD 
BE  GUARANTEED  SUBJECT  TO  PRO- 
TECTIVE LIMITATIONS 

As  in  Workmen’s  Compensation  practice, 
panels  of  participating  physicians  should  be 
established.  Each  physician  will  be  bound  by 
the  scope  of  practice  for  which  he  has  applied, 
subject  to  the  approval  of  local  authorizing 
boards. 

Any  client  needing  care  will  go  to,  or  call,  his 
own  physician  wrho  will  care  for  the  patient 
under  the  usual  conditions  of  private  practice, 
except  that:  (1)  If  the  patient  suffers  from  a 
condition  outside  the  physician’s  scope  of  prac- 
tice, he  will  refer  the  patient  elsewhere ; and 
(2)  If  the  patient  fails  to  qualify  for  medical  aid 
through  the  Welfare  Office,  the  physician  will 
continue  to  treat  the  patient  as  a private  patient. 

Discussion 

It  was  pointed  out  by  the  Department  that  in 
the  majority  of  communities  a system  of  free 
choice  of  physician  on  a fee-for-service  basis  is 
used  by  the  local  welfare  agency.  Wherever 
this  system  is  used,  each  of  the  articles  of  this 
principle  should  be  met. 

Howrever,  the  Department  pointed  out  that 
it  has  neither  the  powrer  under  the  Public  Wel- 
fare Law,  nor  does  its  experience  to  date  indicate 
the  need,  to  mandate  communities  to  the  extent 
that  they  must  use  the  fee-for-service  system 
rather  than  salary  or  contract.  It  is  the  major 
responsibility  of  the  Department  to  see  that  the 
scope  of  the  program  provides  adequate  service, 
of  high  quality  at  reasonable  cost  to  the  tax- 
payers. Wherever  the  local  program  fails  to 
meet  these  requirements,  the  Department  will 
insist  that  necessary  changes  be  made  regardless 
of  whether  the  fee  or  salary  basis  is  used.  It  is 
felt  that  for  the  Department  to  mandate  one 
way  or  the  other  would  introduce  “State  Medi- 
cine” to  the  fullest  extent.  It  was  explained 
that  while  it  has  been  a long-standing  practice 
in  some  localities  to  use  salaried  doctors,  intro- 
duction of  the  new  medical  plan  has  had  a tend- 
ency to  swing  communities  over  to  the  fee-for- 
service  basis. 

5.  CONTRACT  PRACTICE  FOR  MEDICAL 
RELIEF  SHOULD  BE  DISAPPROVED 

Contract  practice  is  disapproved  because: 

1.  From  the  standpoint  of  public  policy  it 
Establishes  a political  control  over  medical 
practice. 


Establishes  a type  of  service  radically 
different  and  divorced  from  the  private 
service  available  to  the  general  population. 

Adulterates  the  direct  legal  liability  of 
doctor  to  patient,  the  main  protection  of 
the  individual  against  incompetence  and 
negligence. 

Promotes  pauperization  of  the  people  by 
its  natural  tendency  to  perpetuate  political 
jobs  and  extend  “free”  services. 

2.  Medical  Policy 

Choice  of  physician,  if  properly  con- 
trolled for  protection  of  patient,  has  definite 
therapeutic  value. 

Most  competent  physicians  will  not  par- 
ticipate in  contract  plan. 

Tendency  is  to  give  as  little  care  as  pos- 
sible because  of  lack  of  usual  incentives. 

Inevitable  overhospitalization  under  con- 
tract plan  makes  economy  an  illusion. 

Cheapens  medical  service,  viewing  it  as  a 
commodity. 

Gives  free  rein  to  malingering,  and  pro- 
duces growing  demand  for  attention  to 
trivial  conditions,  at  the  expense  of  ade- 
quate attention  to  serious  conditions. 

3.  Ethical  Policy 

Directly  contrary  to  and  incompatible 
with  the  primary  ethical  principles  that 
have  maintained  the  professional  status  of 
the  physician,  improved  the  effectiveness  of 
his  service,  and  protected  the  patient  against 
charlatanry,  incompetence,  and  negligence. 

Participation  by  a member  of  the  pro- 
fession compels  him  to  violate  some  of  these 
ethical  provisions. 

Discussion 

The  Department  cannot  agree  to  this  prin- 
ciple for  the  reasons  stated  under  Principle 
No.  4.  It  is  quite  obvious  that  if  the  Depart- 
ment finds  the  quality  of  care  in  a local  com- 
munity effected  by  and  to  the  extent  enumer- 
ated in  Items  1,  2,  and  3,  under  Principle  No. 
5 and  these  conditions  traceable  to  the  use  of 
salary  or  contract  doctors,  the  Department 
would  in  its  normal  supervisory  role  insist  upon 
a change  in  the  system. 

6.  CLINICS  SHOULD  NOT  BE  EXPLOITED 
TO  AVOID  PAYMENT  OF  FEES  FOR  SERV- 
ICE. THEY  SHOULD  BE  USED  WHEN 
MEDICALLY  DESIRABLE 

Clinics  are  largely  staffed  by  private  physicians 
receiving  no  remuneration  for  clinic  services. 

When  ambulatory  cases  are  sent  to  hospital 
clinics  for  care  that  could  equally  wrell,  or  better, 
be  given  by  a private  general  practitioner  in  his 
office, 

(1)  The  clinic  is  unnecessarily  burdened, 
cutting  dowm  the  time  available  for 
attention  to  each  case. 

(2)  The  clinic  physician  is  unnecessarily 
exploited  for  service  to  public  charges. 

(3)  The  patient  is  deprived  of  the  right  to 
be  attended  by  his  own  physician. 
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(4)  The  clinic  physician  or  his  colleague 
in  the  community  is  deprived  of  a 
nominal  office  fee  which  would  help 
him  pay  his  taxes. 

General  cases  should  be  sent  to  general  practi- 
tioners in  the  community,  especially  where  the 
patient  expresses  preference  for  a certain  physi- 
cian. 

There  is  no  need  for  a general  medical  clinic 
in  the  relief  program. 

Special  clinics  should  be  used  wherever  a 
private  physician  wishes  to  refer  a patient  for 
diagnostic  examination  or  specialized  treatment. 

The  hospital  outpatient  department  should  be 
used  as  a diagnostic  center  and  treatment 
auxiliary,  by  the  private  physicians,  not  as  a 
catch-all  for  every  sort  of  case. 

Discussion 

The  program  of  the  State  Department  of 
Social  Welfare  supplements  and  does  not  dupli- 
cate or  substitute  for  existing  facilities.  The 
establishment,  expansion,  and  scope  of  service 
of  local  clinics  are  determined  solely  by  local 
government  officials.  The  Department  feels 
that  where  such  services  infringe  upon  or  exploit 
the  local  medical  group,  this  is  a matter  for 
arbitration  between  local  officials  and  pro- 
fessional groups,  and  not  subject  to  state  inter- 
ference. 

With  the  establishment  of  the  local  medical 
plan,  the  Department  has  no  choice  but  to 
insist  that  existing  clinics  and  other  medical 
resources  be  psed  to  the  fullest,  reasonable 
extent.  The  department  does  not,  however, 
insist  upon  the  use  of  such  resources  where  they 
fail  to  meet  the  purpose  for  which  they  were 
established.  In  determining  jointly  with  the 
local  welfare  agency  the  extent  to  which  clinics 


and  other  resources  shall  be  used,  the  Depart- 
ment takes  into  consideration  the  quality  of 
service,  the  scope  of  service,  the  physical  facili- 
ties, and  the  ability  of  the  clinic  to  handle 
qualitatively,  as  well  as  quantitatively,  the 
number  of  cases  to  be  referred  by  the  local 
welfare  agency. 

7.  PROVISIONS  SHOULD  BE  MADE  TO 
ENABLE  NEEDED  MEDICAL  CARE  TO  BE 
FURNISHED  FOR  INDIGENT  AND  NEAR 
INDIGENT  FAMILIES  NOT  OTHERWISE 
ELIGIBLE  FOR  RELIEF 

“Medical  indigency”  should  be  defined. 
Discussion 

Provision  for  near  indigent  families  is  made 
through  the  Public  Welfare  Law,  Section  No. 
85,  Responsibility  for  Providing  Medical  Care. 
“The  public  welfare  district  shall  be  responsible 
for  providing  necessary  medical  care  for  all 
persons  under  its  care,  and  for  such  persons, 
otherwise  able  to  maintain  themselves,  who  are 
unable  to  secure  necessary  medical  care.” 
L 1940,  Chapter  682  modified  this  section  by 
adding,  “The  determination  as  to  medical  care 
necessary  for  any  person  shall  be  made  with  the 
advice  of  a physician.” 

It  was  pointed  out  that  in  actual  practice 
and  in  conformity  with  this  section  of  the  law, 
local  welfare  agencies  make  available  to  persons 
not  on  public  assistance  such  medical  care  as  is 
required.  The  medical  director  and  medical 
advisory  committee  under  the  new  plan  can  be 
of  great  assistance  to  the  commissioner  of  public 
welfare  in  the  interpretation  of  the  medical  needs 
of  persons  not  on  public  assistance.  Under  the 
procedure  of  the  State  Department,  reimburse- 
ment on  ail  such  medical  care  is  granted  by  the 
department. 


THE  LOCAL  MEDICAL  SOCIETY 
The  function  of  a medical  society,  as  I see  it, 
is  to  furnish  a common  meeting  place  for  the 
discussion  and  interchange  of  knowledge  and 
ideas  among  the  members  of  our  profession  which 
should  ultimately  lead  to  the  betterment  of  con- 
ditions of  health  and  medical  practice,  through 
the  increase  in  interest  in  and  understanding  of 
each  other’s  problems  and  perplexities.  This 
concept  applies  whether  the  gathering  be  a small 
local  county  group,  or  a national  or  sectional  as- 
sembly such  as  this.  When  any  of  us  attends 
such  a meeting,  our  presence  implies  a dual  role. 
We  come  to  exchange  ideas,  to  discuss  problems; 
to  give  and  to  take,  to  teach  and  to  learn.  In  so 
doing  we  not  only  stimulate  our  own  interest  and 
increase  our  own  store  of  knowledge  and  effi- 


ciency, but  also,  by  our  active  participation,  we 
become  a teacher  insofar  as  we  stimulate  our 
colleagues  in  like  manner.  The  experience 
gained  in  preparing  and  presenting  a paper, 
however  simple,  may  stand  us  in  good  stead  at 
some  future  time,  and  its  content  may  furnish 
just  the  help  that  some  professional  brother  was 
seeking  to  solve  some  problem  of  his  own.  Your 
local  medical  society  can  become  an  active,  use- 
ful postgraduate  school,  and  you  a valued  mem- 
ber of  its  faculty,  if  you  will  but  grasp  the  op- 
portunity that  offers  for  the  taking. — J.  M.  T. 
Finney , Jr .,  M.D.}  Chairman's  Address,  Sec- 
tion on  Surgery , Southern  Medical  Association, 
Thirty-Fourth  Annual  Meeting,  Louisville,  No- 
vember 12-15,  1940. 


THE  GREATER  AGONY 

“I  understand,”  said  a friend  once  to  a doctor, 
“that  Green  is  a martyr  to  chronic  indigestion.” 
“No,”  replied  the  doctor,  “he  has  indigestion 
all  right,  but  it  is  his  wife  who  is  the  martyr.” 

—Southern  Medicine  and  Surgery 


LIMBERING  UP  THE  ELBOW 
A banker  friend  of  a friend  of  ours  is  a victim  of 
occasional  rheumatic  attacks.  He  was  saying 
to  an  acquaintance  he  wished  he  knew  how  to 
avoid  getting  stiff  in  the  joints.  “Stay  out  of 
them,”  the  other  advised.  — III.  Med.  J. 


Maternal  Welfare 

From  time  to  time  under  this  heading  articles  will  appear  on  obstetric  subjects  which  are 
deemed  of  importance  as  aids  to  improvement  of  maternal  welfare  in  New  York  State. 
The  members  of  the  committee  are  Charles  A.  Gordon , M.D. , chairman;  James  A.  Quig- 
ley, M.D.;  and  Ferdinand  J.  Schoeneck,  M.D. 


Infected  Abortion 


There  can  be  no  question  that  the  conservative 
methods  of  handling  frankly  or  potentially  in- 
fected abortions  give  better  results  than  any 
method  that  calls  for  active  invasion  of  the 
generative  tract.  A few  recent  reports  have 
advocated  evacuation  of  the  contents  of  the 
uterus  in  these  cases — this  practice  must  be 
condemned,  since  such  procedure  may  convert 
a localized  infection  into  a generalized  one. 

The  treatment  of  infected  abortion  should 
include  two  phases — namely,  supportive  and 
medical.  The  recent  advances  in  chemotherapy 
have  greatly  enhanced  the  handling  of  such 
cases,  but  we  cannot  depend  entirely  on  this 
type  of  therapy  to  the  exclusion  of  supportive 
treatment. 

Patients  with  infected  abortion  should  be  put 
at  absolute  rest,  and  the  head  of  the  bed  must  be 
elevated  to  facilitate  drainage.  If  the  uterine 
contents  have  been  passed  or  there  is  evidence 
that  the  abortion  is  incomplete  or  in  progress, 
an  ice  bag  should  be  placed  over  the  lower 
abdomen  and  ergotrate  given.  It  is  essential 
that  a vaginal  swab  culture  should  be  taken  to 
determine  the  offending  organisms,  and,  like- 
wise, a blood  culture  should  be  taken. 

If  the  patient  is  bleeding,  it  is  permissible  to 
insert  a vaginal  speculum  under  strictly  aseptic 
conditions.  If  the  products  of  conception  are 
extruding  from  the  external  os  of  the  cervix, 
they  may  be  removed  with  an  ovum  or  sponge 
forceps  and  a culture  taken  from  the  cervix. 
However,  the  uterine  cavity  should  not  be  in- 
vaded. If  the  bleeding  is  such  as  to  actually 
endanger  the  patient’s  life,  it  may  be  necessary 
to  insert  a tight  vaginal  pack.  This  pack  should 
be  removed  in  twelve  hours,  at  which  time  any 
retained  products  will  usually  be  passed  spon- 
taneously. 

It  is  advisable  to  start  adequate  sulfanilamide 
therapy  immediately.  Most  of  the  severe  in- 
fections will  be  found  to  have  the  beta  hemolytic 
streptococcus  as  the  organism  involved.  Sulfa- 
nilamide therapy  should  be  continued  until  the 
culture  reports  are  obtained.  Consequent  ther- 
apy will  depend  on  the  type  of  bacteria  isolated. 


If  the  blood,  vaginal,  or  cervical  cultures  show 
beta  hemolytic  streptococci,  the  sulfanilamide 
therapy  should  be  continued.  The  aim  should 
be  to  keep  the  blood  concentration  of  the  drug 
as  near  10  mg.  per  hundred  cubic  centimeters  of 
blood  as  possible.  In  view  of  the  many  reported 
complications  following  this  type  of  therapy, 
the  patient  must  be  observed  most  carefully. 
Daily  concentration  determination,  complete 
blood  counts,  and  urinalyses  are  necessary  during 
the  initial  active  treatment.  Any  signs  of  un- 
toward effect  of  the  medication  must  be  given 
due  consideration. 

If  staphylococci  or  gonococci  are  isolated,  sulfa- 
thiazole  is  indicated.  Little  is  known  as  to 
the  effect  of  these  drugs  on  anaerobic  organisms. 
If  this  type  of  bacteria  or  some  other  aerobic 
bacteria  is  found,  it  is  probably  advisable  to  give 
sulfanilamide  a therapeutic  trial. 

The  patient  should  receive  the  best  possible 
nursing  care.  Proper  fluid  intake  must  be  ob- 
tained by  means  of  hypodermoclysis  or  the 
intravenous  route  if  necessary.  Unquestionably, 
the  most  important  phase  of  the  supportive 
treatment  is  repeated  small  blood  transfusions. 
Every  second  day  250  to  300  cc.  of  blood  should 
be  given.  If  the  patient  shows  signs  of  definite 
blood  loss,  the  initial  blood  transfusion  should 
be  at  least  500  cc. 

A word  should  be  said  about  the  legal  aspect 
of  these  cases.  If  there  is  any  question  what- 
soever about  the  abortion  having  been  induced, 
the  physician  is  obligated  to  report  the  case  to 
the  District  Attorney’s  office.  This  is  some- 
times a rather  perplexing  problem,  since  the  very 
character  of  these  cases  often  makes  such  pro- 
cedures embarrassing.  Certainly,  if  the  condi- 
tion of  the  patient  is  such  that  her  exodus  is 
anticipated,  the  District  Attorney  must  be  noti- 
fied at  once,  since  a death-bed  statement  is  of 
paramount  importance  in  prosecuting  the  crimi- 
nal abortionist. 

Conservative  handling  of  infected  abortion, 
combined  with  proper  chemotherapy  and  re- 
peated small  blood  transfusions,  will  give  excel- 
lent results  in  most  of  these  cases. 


Postgraduate  O 

Several  postgraduate  obstetric  courses  have 
been  announced  in  conjunction  with  the  state- 
wide program  of  the  Maternal  Welfare  Com- 
mittee. 

April  3,  1941;  Syracuse;  College  of  Medicine; 
Obstetric  Teaching  Day;  District  8;  Onondaga, 


tetric  Education 

Oswego,  Oneida,  Madison,  Cortland,  and  Cayuga 
counties ; Dr.  E.  C.  Hughes,  regional  chairman. — 
At  the  afternoon  session  the  speakers  will  be  Drs. 
Elliott  Bishop  and  Jesse  Wallace,  of  Brooklyn; 
Dr.  S.  B.  Blakely,  of  Binghamton;  and  Dr. 
M.  C.  Hatch,  of  Syracuse.  Dr.  Charles  Gordon, 
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chairman  of  the  Maternal  Welfare  Committee, 
will  give  a demonstration  of  the  functioning  of 
the  Obstetric  Conference.  Exhibits  of  colored 
moving  pictures,  the  conduct  of  a follow-up 
clinic  for  toxic  patients,  and  a home  delivery- 
service  are  planned.  There  will  be  a dinner  at 
the  Hotel  Onondaga  at  which  the  speaker  will  be 
Dr.  W.  E.  Studdiford,  New  York  City.  A show- 
ing of  a colored  motion  picture  will  follow. 

April  9,  1941;  Rochester;  University  of 
Rochester  Medical  School  and  Rochester  Acad- 
emy of  Medicine;  Obstetric  Teaching  Day; 
District  10;  Monroe,  Orleans,  Wayne,  Living- 
ston, Ontario,  Yates,  and  Seneca  counties;  Dr. 
W.  L.  Ekas,  regional  chairman. — The  program, 
at  3:00  p.m.,  will  be  as  follows:  “Blood  Plasma, 
Transfusion,  etc.,”  Dr.  Earle  B.  Mahoney; 
“Analgesia,”  Dr.  James  K.  Quigley;  “Manikin, 
Treatment  of  Posterior  Positions,”  Dr.  R.  N. 
Ritchie;  “Episiotomy,”  Dr.  Shirley  Snow,  Jr.; 
“Emergencies  of  the  Third  Stage,”  Dr.  Karl  M. 
Wilson;  and  “Breech  Delivery,”  Dr.  J.  B.  Loder; 
with  a demonstration  of  the  functioning  of  the 
Obstetric  Conference.  A dinner  will  be  at  the 
University  Club  at  6:30  p.m.,  and  at  8:45  p.m. 
Dr.  F.  J.  Schoeneck  will  talk  on  “Normal 
Labor;  Sepsis;  Intercurrent  Disease.” 

April  10, 1941;  Watertown;  meeting  of  county 
representatives  and  postgraduate  education  pro- 
gram; District  7;  Jefferson,  Lewis,  Herkimer, 
and  Hamilton  counties;  Dr.  James  L.  Crossley, 


regional  chairman. — Demonstration  of  function- 
ing of  Obstetric  Conference  will  be  given.  Plans 
for  the  remainder  of  the  programs  have  not  been 
completed. 

Plans  are  also  under  way  for  a meeting  of 
District  4.  This  district  includes  Schenectady, 
Fulton,  Montgomery,  Schoharie,  Greene,  and 
Ulster  counties,  with  Dr.  W.  M.  Mallia  as 
regional  chairman.  The  date  is  tentatively  set 
for  late  March.  Dr.  Charles  Gordon  will  ar- 
range the  program,  which  will  include  a demon- 
stration of  the  functioning  of  the  Obstetric 
Conference. 

Invitations  to  these  teaching  days  will  be  sent 
to  all  physicians  in  the  counties  included  in  the 
districts.  However,  any  one  interested  in  these 
programs  is  cordially  invited  to  attend.  Addi- 
tional information  may  be  obtained  by  com- 
munication with  the  regional  chairman  of  the 
district. 

A course  of  obstetric  lectures  will  be  presented 
to  the  Tioga  County  Medical  Society  under  the 
sponsorship  of  the  Council  Committee  on  Public 
Health  and  Education.  These  lectures  will  be 
presented  Wednesday  evenings  starting  March 
26,  1941,  and  will  continue  weekly  until  April  23, 
1941.  Meetings  will  be  held  alternately  at 
Waverly  and  Owego.  The  course  will  be  given 
by  members  of  the  obstetric  department  of  the 
College  of  Medicine,  Syracuse  University. 


Public  Health  News 


Distribution  of  Sulfathiazole 
by  New  York  State  Department  of  Health 

CULFATHIAZOLE  has  been  accepted  by  the  Council  on  Pharmacy  and  Chemistry 
^ of  the  American  Medical  Association  and,  in  addition  to  sulfapyridine,  is  now 
available  through  the  New  York  State  Department  of  Health  to  registered  doctors  of 
medicine  and  hospitals  for  the  treatment  of  pneumococcic  infections  in  patients  for 
whom  the  purchase  of  the  drug  would  be  a hardship. 

The  drug  is  supplied  in  packages  of  60  tablets  (0.5  Gm.  each)  and  may  be  obtained 
from  the  same  laboratory  supply  stations  and  in  the  same  manner  as  sulfapyridine. 
(See  page  302,  New  York  State  Journal  of  Medicine,  February  1,  1941.) 


MEDICAL  RACKETS 

Medical  rackets,  ranging  from  the  one  wherein 
persons  representing  themselves  as  Federal 
agents  seek  to  obtain  “excess  supplies”  or  other 
supplies  of  narcotics  from  doctors  and  particu- 
larly the  relatives  of  deceased  doctors  to  the 
familiar  ones  pertaining  to  the  collection  of  doc- 
tors accounts,  are  heard  of  from  time  to  time. 
Word  has  come  from  Colorado  that  a medical 
racketeer  is  presently  working  in  that  state. 


The  person  represents  himself  as  a buyer  of 
second-hand  medical  and  dental  equipment, 
reports  the  Journal  of  the  Kansas  Medical  So- 
ciety. He  proceeds  to  obtain  the  confidence  of 
physicians  and  offers  to  buy  obsolete  and  unused 
equipment.  He  then  explains  that  check  in 
payment  will  be  issued  by  his  company  and 
leaves  with  the  instruments  and  is  not  heard  from 
again. 


Medical  News 


Albany  County 

Dr.  Glay  Ray  Murray,  of  Physicians  and  Sur- 
geons, New  York  City,  spoke  on  “Problem 
Fractures  About  the  Elbow  Joint"  before  the 
county  society  on  February  26.  Dr.  Foster 
Kennedy  is  scheduled  to  address  the  society  in 
March  and  Dr.  Cary  Eggleston  in  April. 

Bronx  County 

The  program  of  the  county  society  on  February 
19  was  as  follows:  (I)  Executive  Session;  (II) 
“The  Hospital  and  the  Community,"  by  Dr. 
Frederick  MacCurdy,  president,  New  York 
State  Hospital  Association,  with  discussion  by 
Mr.  William  B.  Seltzer,  superintendent,  Bronx 
Hospital,  and  Dr.  Jack  Masur,  superintendent, 
Lebanon  Hospital;  (III)  “The  Present  and 
Future  Status  of  Private  Medical  Practice," 
by  Dr.  Harry  Projector,  with  discussion  by  Dr. 
Milton  J.  Goodfriend. 

The  topics  and  speakers  at  the  meeting  of  the 
Bronx  Pathological  Society  on  February  18 
were:  (A)  Case  Presentations — (1)  “Cysto- 

sarcoma  Phylloides  of  the  Breast,"  by  Dr. 
Herman  Sckolnick,  and  (2)  “Metastatic  Malig- 
nant Melanoma  of  the  Breast  (2  Cases),”  by 
Dr.  Bernard  Lapan;  (B)  Paper  of  the  Evening — 
“The  Pathology  and  Etiology  of  Mammary 
Cancer,"  by  Dr.  Charles  F.  Geschickter. 

The  North  Bronx  Medical  Society  met  on 
March  6 at  Elsmere  Hall  and  listened  to  the 
following  addresses:  (1)  “Lymphoblastoma," 

by  Dr.  Samuel  Feldman;  (2)  “Jaundice  Follow- 
ing Sulfanilamide  Therapy,"  by  Dr.  Benjamin 
Diamond;  (3)  “Toxic  Adenoma  of  Thyroid  and 
Prostatic  Hypertrophy  Treated  with  Radium 
and  X-Ray,"  by  Dr.  Solomon  Ginsburg;  (4) 
“(a)  ‘Winged’  Scapula  with  Unusual  Complica- 
tions and  (b)  Subdeltoid  Bursitis,"  by  Dr. 
Howard  Gordon;  and  (5)  “Carotid  Sinus 
Sensibility,"  by  Dr.  Nathan  Savitsky. 

Chautauqua  County 

Medical  and  surgical  supplies,  valued  at  about 
$3,000  and  donated  by  members  of  the  James- 
town Medical  Society,  were  packed  and  shipped 
to  Britain  on  February  13. 

Approximately  forty-five  members  of  the 
society,  as  well  as  the  Jamestown  General  and 
W.  C.  A.  hospitals,  joined  in  making  contribu- 
tions. All  were  collected  within  a week,  Dr. 
James  M.  Steele,  chairman,  said. 

Erie  County 

A change  in  the  health  program  of  the  United 
States  is  necessary  for  a better  defense,  Dr. 
Samuel  J.  Kopetzky,  of  New  York,  chairman  of 
the  medical  preparedness  committee  and  presi- 
dent-elect of  the  State  Society,  told  the  county 
society  on  February  17  in  Hotel  Statler,  Buffalo, 
as  reported  in  the  Buffalo  Evening  News. 

“The  medical  profession,"  he  said,  “holds 
key  positions  all  over  the  country  in  determining 
the  deficiencies  of  the  draftees.  There  is  a 
change  needed  for  the  health  of  the  people  and 
this  doesn’t  mean  muscularization.  They  aren’t 
any  good  in  the  Army  or  Navy  if  they  can’t  see 
or  chew.  It  is  up  to  us  to  reason  out  a health- 


education  program,  and  this  must  start  in  the 
primary  grades. 

“There  is  no  greater  concern  for  any  govern- 
ment than  the  health  and  environment  of  its 
people.  In  such  a program  we  need  the  co- 
operation of  the  associations  of  dentists,  nutri- 
tionists, optometrists,  and  education." 

Commending  the  local  group’s  efforts  in  be- 
half of  military  training  for  Medical  Reserve 
officers  and  other  cooperation  with  Selective 
Service  training,  Dr.  Kopetzky  said  that  the 
national  Medical  Association  decentralized  its 
medical  preparedness  committee  “after  sensing 
the  trend  of  the  legislative  acts  in  Washington.” 
The  national  group,  he  said,  asked  each  state 
society  to  set  up  its  own  such  committee,  and 
this  in  turn  was  turned  over  to  the  county  groups. 

Upon  recommendation  of  the  medical  pre- 
paredness committee  of  the  local  group,  the 
Comitia  Minora  will  sponsor  a course  of  military 
instruction  for  Medical  Reserve  officers  of  this 
district  in  Alumni  Hall  of  the  University  of 
Buffalo  School  of  Medicine,  Dr.  Nelson  W. 
Strohm,  president,  announced.  Sessions  will  be 
held  weekly  under  Lieut.  Col.  Sherlock  A.  Her- 
rick, executive  of  the  Buffalo  Military  District, 
and  Major  Austin  P.  Higgins.  Dr.  Strohm  said 
that  1,276  letters  have  been  sent  to  doctors  in 
the  Buffalo  area  relative  to  the  course. 

Because  of  a disagreement  between  the  Erie 
County  Welfare  Department  and  the  Buffalo 
City  Health  Board  on  an  interpretation  of  the 
State  Public  Welfare  Law,  the  health  board  has 
referred  the  dispute  to  the  county  medical  so- 
ciety. 

Three  local  hospitals,  Children’s,  General, 
and  Meyer  Memorial,  are  seeking  payment  of 
bills  for  the  hospitalization  of  indigent  persons 
suffering  from  communicable  diseases.  The 
county  department  contends  the  city  is  respon- 
sible for  payment  of  the  bills,  and  the  health 
board,  in  turn,  contends  the  responsibility  for 
payment  rests  with  the  welfare  department. 

Dr.  Herbert  H.  Bauckus,  health  board  chair- 
man, declared  the  welfare  department  was  seek- 
ing to  evade  its  responsibility.  His  motion  rec- 
ommending the  aid  of  the  medical  society  was 
approved. 

The  section  of  pathology  of  the  Buffalo  Acad- 
emy of  Medicine  held  a joint  meeting  on  Febru- 
ary 26  with  the  Western  New  York  branch  of 
the  National  Gastroenterological  Association 
and  heard  a paper  on  “Pathologic  and  Clinical 
Aspects  of  Cholecystitis,"  by  Dr.  Anthony 
Bassler,  president,  National  Gastroenterological 
Association. 

On  March  5 the  section  of  surgery  listened  to 
an  address  on  “The  Importance  of  Restoration 
of  Function  Following  Fractures  of  the  Hu- 
merus," by  Dr.  J.  Paul  North,  Philadelphia. 
On  March  12  the  section  heard  an  address  on 
“The  Management  of  Bronchial  Asthma,"  by 
Dr.  Harry  Wilmer,  Philadelphia. 

Herkimer  County 

Dr.  Charles  Peckham,  Bassett  Hospital, 
Cooperstown,  addressed  the  county  society  on 
February  11,  in  the  Mohawk  Valley  Country 
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Club,  on  “The  Prophylaxis  and  After  Treat- 
ment of  the  Toxemias  of  Pregnancy.” 

The  unjust  criticism,  which,  it  is  felt,  has  been 
made  of  the  doctors  who  are  serving  as  examin- 
ing physicians  under  the  selective  service  act, 
was  the  subject  of  lively  discussion  at  the  meet- 
ing, as  reported  in  the  local  press. 

In  discussing  the  situation,  most  of  the  medical 
men  felt  that  the  members  of  their  profession 
who  are  performing  the  gratis,  patriotic  service 
are  being  unjustly  subjected  to  criticism  on  the 
part  of  the  general  public  because  of  the  number 
of  men  who  are  passed  locally  and  then  rejected 
at  the  induction  centers.  As  previously  pointed 
out,  it  is  through  the  use  of  x-rays  and  similar 
costly  equipment  that  defects,  not  discernible 
here,  are  detected  at  Albany.  The  society  also 
proposed  that  examining  physicians  be  paid. 

Jefferson  County 

The  county  society  met  at  the  Black  River 
Valley  Club  on  February  13  with  dinner  at  6:30. 
Dr.  Paul  H.  Garvey,  chief  neurologist  at  the 
Strong  Memorial  Hospital,  Rochester,  spoke  on 
“Diseases  of  the  Nervous  System.” 

Kings  County 

“Our  Need  for  a New  Building”  was  discussed 
at  the  executive  session  of  the  county  society  on 
February  18.  At  the  scientific  session  the 
members  heard  an  address  on  “The  Management 
of  Injuries  of  the  Hand,”  by  Dr.  Henry  C. 
Marble,  of  Boston. 

The  speakers  and  subjects  of  the  coming 
Friday  Afternoon  Lectures  at  the  MacNaughton 
Auditorium  at  4: 30  are  as  follows:  March  21 — 
Dr.  Charles  Mazer,  Philadelphia,  “Menstrual 
Disorders  and  Sterility”  (motion  pictures  will 
be  presented  with  this  lecture);  March  28 — 
Dr.  Priscilla  White,  Boston,  “The  Diabetic 
Child”;  April  4 — Dr.  Frank  Bethel  Cross, 
Brooklyn  (subject  to  be  announced  next  month); 
April  11 — (Good  Friday — no  lecture) ; April  18 — 
Dr.  Benjamin  Kramer,  Brooklyn,  “The  Uses  and 
Abuses  of  Vitamin  D Therapy”;  April  25 — 
Dr.  James  S.  Greene,  New  York  City,  “Speech 
and  Voice  Disorders;  a Medical  Problem.” 

The  Round-Table  Therapeutic  Reviews,  held 
at  the  MacNaughton  Auditorium  on  Mondays 
at  4:30,  will  have  the  following  speakers  and 
topics:  March  17 — Dr.  Edwin  P.  Maynard, 

“Treatment  of  Angina  Pectoris  and  Coronary 
Thrombosis”;  March  24— Dr.  John  H.  Craw- 
ford, “Treatment  of  Congestive  Heart  Failure”; 
March  31 — Dr.  Joseph  C.  G.  Regan,  “Sera  and 
Vaccines  in  the  Prevention  and  Treatment  of 
Contagious  and  Infectious  Diseases”;  April  7 — 
Dr.  Matthew  Walzer,  “Treatment  of  Hay  Fever 
and  Asthma”;  April  14 — Dr.  Fedor  L.  Senger, 
“Treatment  of  Infections  of  the  Urinary  Tract”; 
April  21 — Dr.  Marion  B.  Sulzberger,  “Treat- 
ment of  the  More  Common  Skin  Diseases”; 
April  28 — Dr.  Charles  Solomon,  “The  Use  and 
Abuse  of  Hypnotics  and  Sedatives.” 

Dr.  Joseph  Glamkowski  has  been  chosen 
president  of  the  North  Brooklyn  Medical  So- 
ciety. 

The  Williamsburg  Medical  Society  met  on 
March  10  and  heard  a paper  on  “Jaundice”  by 
Dr.  Reginald  Fitz,  of  Boston. 


The  Doctors’  Club  of  Brooklyn  held  its  annual 
dinner-dance  at  Pierre’s,  New  York,  January  11, 
1941.  Among  the  guests  was  the  English  Con- 
sul who  was  presented  with  an  emergency  kit  as 
a gift  from  the  Doctors’  Club  to  the  English 
Army.  The  occasion  of  the  dinner-dance  was  the 
installation  of  the  new  officers  of  the  club — 
president,  Dr.  Ira  Mensher;  vice-president,  Dr. 
Karl  Kaplan;  secretary,  Dr.  Siegfried  Block; 
and  treasurer,  Dr.  Elias  Reed.  Chairman  of  the 
Dinner  Committee  was  Dr.  Reed.  There  was 
dancing  and  entertainment.  About  250  people 
were  present. — Reported  by  Siegfried  Block , 
Secretary. 

Monroe  County 

The  county  society,  as  reported  in  the  Roch- 
ester papers,  has  refused  to  accept  the  re- 
sponsibility for  the  sending  of  unfit  draft  selectees 
to  Army  induction  stations,  although  some  of  the 
selectees  rejected  by  Army  medical  officers 
claim  they  were  sent  home  facing  embarrassment 
and  financial  sacrifices. 

In  a resolution  adopted  at  a meeting  of  the 
society’s  governing  board,  the  group  declared 
that  it  is  “not  assuming  the  responsibilities  for 
any  of  the  details  of  administering  the  Selective 
Service  Act  unless  specifically  requested  to  do 
so  by  proper  authority.” 

Further,  the  board  sidetracked  a proposal  that 
the  society  take  the  initiative  and  call  a confer- 
ence of  local  board  examining  physicians  and 
Army  medical  officers  to  clarify  the  civilian  doc- 
tors’ views  of  Army  physical  regulations. 

To  replace  Dr.  John  J.  Rooney,  treasurer, 
who  has  left  the  city,  the  board  elected  Dr. 
Willard  H.  Veeder. 

“Painful  Feet  and  Aching  Back”  was  the  sub- 
ject of  the  fourth  of  a series  of  illustrated  public 
lectures  on  February  23  at  the  Rochester  Acad- 
emy of  Medicine.  Dr.  R.  Plato  Schwartz  and 
Dr.  Carl  T.  Harris  were  the  speakers. 

The  series  is  being  held  under  sponsorship  of 
the  Academy  of  Medicine,  the  county  society, 
and  the  University  of  Rochester  School  of  Medi- 
cine. Dr.  Sol  C.  Davidson  heads  the  committee 
in  charge. 

Nassau  County 

The  county  society  held  a dinner-dance  to 
celebrate  its  twentieth  anniversary  on  February 
21  at  the  Garden  City  Hotel.  The  net  proceeds 
were  given  to  the  society’s  benevolent  fund. 

New  York  County 

The  following  scientific  program  was  presented 
at  the  meeting  of  the  county  society  on  February 
24:  (1)  “Some  of  the  Medical  Problems  of  the 
Chemical  Warfare  Service,”  by  Lt.-Col.  M.  E. 
Barker,  Chemical  Warfare  Service,  Washington, 
D.  C.,  by  invitation;  (2)  “The  Doctor’s  Rela- 
tion to  Aviation,”  by  Dr.  Samuel  M.  Strong, 
Flushing,  New  York,  by  invitation;  (3)  “Mental 
Hygiene  Aspect  of  the  Deferred  Draftee,”  by 
Dr.  Lowell  S.  Selling,  director,  Psychopathic 
Clinic,  Recorder’s  Court,  Detroit,  by  invitation. 

Dr.  Bret  Ratner  was  a guest  speaker  at  the 
fifty-sixth  Annual  Session  of  the  Mid-South 
Postgraduate  Medical  Assembly,  Memphis, 
Tennessee,  February  13.  His  subject  was 
“The  Asthmatic  Child.” 
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Oneida  County 

Dr.  Albert  D.  Kaiser  of  Rochester  University 
addressed  the  Utica  Academy  of  Medicine  on 
February  20  on  “Relation  of  Tonsils  to  Infec- 
tion in  Children,”  and  Dr.  Charles  Hutchings 
of  Marcy  Hospital  spoke  on  “Rabillon  in  Thera- 
peutics.” 

Dr.  T.  P.  McGill  of  Cornell  Medical  School 
will  be  guest  speaker  before  the  Academy  on 
March  20.  His  subject  will  be  “Influenza.” 

Ontario  County 

Members  of  the  Canandaigua  Medical  Society 
were  entertained  at  the  residence  of  Dr.  Malcolm 
R.  Blakeslee  on  February  13.  The  speaker  was 
Dr.  Ovid  Pearson,  of  Canandaigua. 

Queens  County 

Members  of  the  county  society  on  February 
25  listened  to  a paper  on  “Endometriosis,”  by 
Dr.  Robert  D.  Mussey  of  the  Mayo  Clinic. 

The  Friday  Afternoon  Talks  on  March  7 and 
21,  at  4:30,  are:  “Surgical  Conditions  in  Infancy 
and  Childhood,”  by  Dr.  Carl  H.  Laws,  pedia- 
trician, Long  Island  College  Hospital;  con- 
sultant pediatrician  to  Mary  Immaculate,  Luth- 
eran, and  Coney  Island  hospitals;  “Diagnostic 
and  Therapeutic  Aspects  of  Sterility,”  by  Dr. 
Samuel  L.  Siegler,  gynecologist,  Brooklyn 
Hospital;  obstetrician  and  gynecologist,  Brooklyn 
Women’s  Hospital.  The  latter  lecture  will  in- 
clude an  interesting  exhibit  of  the  essential  appa- 
ratus, instruments,  prepared  microscopic  slides, 
and  animals  used  in  the  investigation  of  sterility. 

Dr.  August  W.  F.  Westhoff,  of  Richmond 
Hill,  marked  his  fiftieth  anniversary  in  medicine 
on  February  20  at  a testimonial  dinner  given  by 
200  of  his  colleagues  and  other  friends,  held  in 
the  Essex  House,  Manhattan.  It  was  a tribute 
to  Dr.  Westhoff’s  thirty  years  of  service  with  the 
Wyckoff  Heights  and  Bethany  Deaconess  hos- 
pitals. 

Richmond  County 

The  common  cold,  pneumonia,  and  other 
respiratory  ailments  were  discussed  at  an  open 


meeting  on  February  25  in  the  auditorium  of  the 
Richmond  Health  Center,  St.  George. 

Dr.  Herbert  A.  Cochrane,  president  of  the 
county  society  and  attending  physician  at  St. 
Vincent’s  Hospital,  spoke.  A film  illustrating 
discoveries  by  medical  science  in  the  study  of 
these  diseases  was  shown  by  the  Health  Depart- 
ment. 

St.  Lawrence  County 

Dr.  Orton  E.  White  was  elected  president  of 
the  Massena  Physicians’  Association  at  a meet- 
ing on  February  9.  Dr.  Philip  Mardon  was 
elected  secretary;  Dr.  R.  F.  McAloon,  treasurer. 

The  physicians  met  to  organize  a club  and  to 
discuss  the  drive  for  raising  funds  for  the  Mas- 
sena Memorial  Hospital  Association.  They 
went  on  record  as  unanimously  favoring  the 
hospital  and  approved  the  Romeo  property  as 
the  site  selected. 

Saratoga  County 

Members  of  the  county  society  spent  an  inter- 
esting day  in  Saratoga  Springs  on  February  12, 
beginning  with  inspection  of  the  research  de- 
partment of  The  G.  F.  Harvey  Company,  manu- 
facturing chemists,  and  concluding  with  a visit 
to  the  new  drink  hall  of  Saratoga  Reservation. 

After  leaving  the  laboratory  the  business 
meeting  of  the  society  was  held  at  the  Saratoga 
Hospital,  with  Dr.  Gilberto  S.  Pesquera,  re- 
cently elected  president,  in  the  chair. 

In  the  scientific  program,  arranged  by  Dr. 
T.  J.  Goodfellow,  members  of  the  hospital  staff 
presented  a pneumonia  series  treated  by  chemo- 
therapy. 

Treatment  of  lymphogranuloma  was  discussed 
by  Dr.  F.  J.  Resseguie. 

The  health  motion  picture,  “Bobby  Goes  to 
School,”  also  was  shown. 

Members  were  dinner  guests  of  the  hospital 
staff  at  the  Nurses  Home. 

Schenectady  County 

The  county  society  met  on  March  4 at  Ellis 
Hospital  and  heard  a paper  by  Dr.  Ellis  Kellert 
on  “Disease  Patterns  in  Dermatology.” 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Thomas  F.  Carroll 

67 

Harvard 

February  7 

Bronx 

Edward  Clark 

87 

Buffalo 

February  28 

Buffalo 

Daniel  E.  S.  Coleman 

68 

N.  Y.  Horn. 

February  27 

Manhattan 

Walter  C.  Cramp 

62 

P.  & S.  N.  Y. 

February  18 

Manhattan 

Frank  E.  Goldstein 

49 

Syracuse 

February  20 

Syracuse 

M.  Charles  Gottschaldt 

81 

N.  Y.  Univ. 

February  25 

Manhattan 

John  E.  Herrity 

64 

Yale 

February  17 

Manhattan 

William  E.  J.  Kirk 

64 

L.  I.  C.  Hosp. 

February  19 

Manhattan  & Saranac  Lake 

DeWitt  C.  MacClymont 

65 

Bell. 

February  17 

Northport 

John  J.  MacPhee 

80 

Vermont 

February  18 

Manhattan 

James  P.  Marsh 

78 

Albany 

February  23 

Troy 

Ransom  S.  Moscrip 

66 

Albany 

February  9 

Whitney  Point 

George  F.  Mills 

66 

Buffalo 

February  15 

Oneida 

Elmer  E.  Reichard 

74 

Albany 

February  18 

Averill  Park 

Henry  J.  L.  Schroeder 

67 

L.  I.  C.  Hosp. 

February  13 

Brooklyn 

Charles  A.  Shultes 

72 

Albany 

February  14 

Preston  Hollow 

Morris  M.  Sweeney 

60 

P.  & S.  N.  Y. 

February  24 

Manhattan 

Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


ON  VENTION. — “Hello!  Carl!  say— what’s  all 
this  fuss  about  this  particular  convention. ” 
“I’m  surprised,  Pete,  that  you  don’t  know,  but 
here’s  the  answer.  For  the  first  time  in  the 
history  of  the  Erie  County  Medical  Society,  the 
ladies  are  officially  playing  hostess  to  the  doc- 
tor’s wives  (and  their  friends)  of  the  empire  state. 
Here  is  what  they  say  about  it:  ‘All  roads  lead 

to  Buffalo,  April  28,  1941.  It  makes  no  differ- 
ence whether  you  come  with  Josephine  in  a flying 
machine  or  Lucile  in  a merry  automobile  or  just 
an  everyday  choochoo  as  long  as  you  arrive. 
Toss  your  cares  to  the  four  winds,  and  pack 
your  troubles  in  your  old  kit  bag.  This  will  be 
no  place  for  a misanthrope  or  misogynist. 
From  the  bellhop  of  the  Hotel  Statler  (our  head- 
quarters) to  the  president  of  our  auxiliary,  we 
greet  you.  You  will  find  a great  big  welcome  on 
the  mat,  and  welcome,  bienvenue,  bieu  venido , 
caed  milia  falte,  sralom  witamy,  szwesen-vanlatva , 
welkomen,  benvenwto  resounding  from  every 
corner.  This  is  to  be  a convention  that  will  go 
down  in  the  history  of  the  organization  as  one 
devoted  to  the  promotion  of  joy  and  good  fellow- 
ship. We’re  here  to  greet  you  with  open  arms.’  ” 
Betty  H.  Wertz,  Chairman  of  Convention 

Auxiliary’s  Fifth  Birthday 

To  commemorate  this  notable  event  the  state 
historian,  Mrs.  Otto  Pfaff,  of  Oneida  County, 
has  abstracted  a summary  of  the  progress  of  our 
State  Auxiliary.  On  March  11,  1936,  a meeting 
to  organize  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York  was 
held  at  the  Waldorf-Astoria  in  New  York  City7. 
Mrs.  John  L.  Bauer,  the  organizing  chairman, 
called  the  meeting  to  order.  Present  were 
Mrs.  Roger  M.  Herbert,  of  Nashville,  Tennes- 
see, who  at  that  time  was  president  of  the  Wo- 
man’s Auxiliary  of  the  American  Medical  Asso- 
ciation; Mrs.  Samuel  G.  Red,  of  Houston, 
Texas,  founder  of  the  Woman’s  Auxiliary;  dele- 
gates and  alternates  from  Nassau,  Queens, 
Kings,  Onondaga,  and  Cayuga  counties.  At 
this  time  the  following  officers  were  elected 
with  the  exception  of  the  president  and  recording 
secretary  who  were  elected  by  acclamation : 
president,  Mrs.  J.  L.  Bauer,  of  Brooklyn;  presi- 
dent-elect, Mrs.  F.  R.  Irving,  of  Syracuse;  first 
vice-president,  Mrs.  E.  Fleming,  of  Forest 
Hills;  second  vice-president,  Mrs.  F.  Elliott, 
of  Brooklyn;  recording  secretary,  Mrs.  H.  L. 
Hirsch,  of  Rockville  Centre;  treasurer,  Mrs. 
D.  J.  Swann,  of  Brooklyn;  board  of  directors 
(three  years),  Mrs.  Charles  Goodrich,  of  Brook- 
lyn, and  Mrs.  A.  M.  Bell,  of  Sea  Cliff;  (two 
years),  Mrs.  H.  S.  Bull,  of  Auburn,  and  Mrs. 
J.  W.  Pennock,  of  Syracuse;  (one  year),  Mrs. 
B.  Birkowitz,  of  Brooklyn,  and  Mrs.  E.  A. 
Griffin,  of  Brooklyn.  The  first  executive  board 
meeting  convened  April  2,  1936,  at  the  home 
of  Mrs.  J.  L.  Bauer  in  Brooklyn.  Plans  were 
made  to  attend  the  first  convention  at  the  Wal- 
dorf-Astoria during  the  same  month.  Under 
the  able  leadership  of  Mrs.  Bauer  and  with  the 
aid  of  the  organization  chairman,  Mrs.  E.  Flem- 


ing, the  counties  soon  began  to  show  an  inter- 
est in  being  part  of  the  Auxiliary. 

At  the  present  time  a total  of  twenty-six  inter- 
ested active  counties  are  working  to  further  the 
aims  of  the  medical  society.  A few  of  the  proj- 
ects have  been  the  Speakers’  Bureaus  among  the 
physicians,  Maternal  Welfare  Campaigns,  Can- 
cer Control,  Mental  Hygiene,  Educational 
Programs  on  Venereal  Diseases,  Girl  and  Boy 
Scout  work,  furthering  the  reading  of  Hygeia 
and  other  medical  literature,  and  Medical  Legis- 
tion. 

The  following  have  held  the  office  of  presi- 
dent: Mesdames  Bauer;  F.  R.  Irving,  of 

Syracuse;  D.  J.  Swann,  of  Flushing;  G.  S.  Towne, 
of  Saratoga;  L.  H.  Kice,  of  Garden  City.  Mrs. 
G.  B.  Adams,  of  Auburn,  is  the  incoming  presi- 
dent. Although  but  five  years  have  passed,  a 
permanent  place  has  been  carved  by  this  or- 
ganization through  its  sincerity  of  endeavor  and 
loyal  support  of  its  members. 

County  News 

Albany.  Dr.  Harold  T.  Street,  nutrition 
expert  of  the  Winthrop  Chemical  Company, 
gave  an  illustrated  lecture  on  “Vitamins  in 
Everyday  Life”  at  a dinner  meeting  of  the  auxili- 
ary held  in  January.  Favorable  comment  was 
made  on  the  amount  of  valuable  information 
gained  by  this  project.  A tour  of  the  chemical 
plant  followed.  The  excellent  attendance  for 
this  meeting  was  gratifying.  The  public  of 
Albany  County  is  to  have  the  unusual  opportu- 
nity to  hear  Dr.  Haven  Emerson,  professor  of 
public  health  administration  at  Columbia 
University,  New  York  City,  speak  on  “Compul- 
sory Health  Insurance  or  Voluntary  Sickness 
Insurance.”  This  campaign  is  being  sponsored 
by  the  auxiliary  under  the  direction  of  its  presi- 
dent, Mrs.  A.  L.  Madden.  The  publicity7  has 
been  ably  conducted  by  Mrs.  J.  B.  Horner,  who 
has  extended  the  information  to  the  cities  of 
Amsterdam,  Gloversville,  Glens  Falls,  Hudson, 
Saratoga,  Schenectady7,  Troy,  Ballston,  Cam- 
bridge, Catskill,  Cobleskill,  Cohoes,  and  Rut- 
land, Vermont.  An  auxiliary  must  be  appre- 
ciated and  esteemed  when  it  transfuses  to  the 
public  a vital  and  eminent  topic  such  as  Dr. 
Emerson  will  present. 

Columbia.  The  first  assembly  of  1941  was 
well  attended  at  the  Cavell  House  of  the  Hudson 
City  Hospital.  Mrs.  R.  L.  Bowerhan,  of 
Copake,  presided.  It  was  voted  to  send  .$10 
to  the  Physicians’  Home,  Incorporated,  and  $25 
to  the  fund  for  student  nurses.  Dr.  W.  J.  L. 
McDonald,  county7  health  commissioner,  gave 
an  interesting  talk  on  the  functioning  of  a 
county  health  unit. 

Fulton.  The  February  meeting  convened 
at  the  Hotel  Johnstown.  Mrs.  B.  G.  McKillip 
conducted  the  business  affairs  after  which  a 
card  party  was  enjoyed.  Mrs.  J.  E.  Grant,  of 
Northville,  and  Mrs.  K.  P.  Foster,  of  Glovers- 
ville, were  named  as  delegates  to  the  state  con- 
vention. 

Jefferson.  Medical  legislation  pending  in 
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Albany  and  Washington  was  brought  before  an 
interested  audience  by  Mrs.  Albert  Vander  Veer 
II,  state  chairman  of  legislation.  A tea  was 
given  in  her  honor  at  the  home  of  Mrs.  W.  F. 
Smith,  president.  This  meeting  afforded  the 
members  an  opportunity  which  has  long  been 
desired. 

Kings.  A varied  program  that  included  a 
talk  by  Dr.  Adele  E.  Streeseman,  chairman  of  the 
advisory  council;  a descriptive  lecture  by  Mrs. 
Lewis  P.  Addoms  on  “The  Motion  Picture 
Council’’;  and  a book  review  by  Mrs.  C.  A. 
Peake  gave  the  February  assemblage  of  doc- 
tors’ wives  an  afternoon  of  worthwhile  enter- 
tainment. A business  meeting  and  social  hour 
were  also  part  of  the  program.  Mr.  E.  A.  Grif- 
fin has  donated  a very  beautiful  piece  of  needle- 
point to  be  sold,  the  proceeds  of  which  will  be 
used  for  the  Physicians’  Home,  Incorporated. 

Montgomery.  So  successful  was  the  dinner 
party  held  at  the  Elk’s  Club  for  the  physicians 
and  their  wives  that  it  was  unanimously  de- 
cided to  make  this  an  annual  event.  A delight- 
ful program  of  exhibition  dances  was  followed  by 
games  and  cards.  Mrs.  Martin  F.  Geruso  and 
her  committee  deserve  commendable  recognition 
for  their  efficient  work. 

Onondaga.  At  a recent  meeting  Mrs.  C.  G. 
Murdock,  program  chairman,  introduced  Dr. 


E.  E.  Van  Duyn,  of  Syracuse,  who  spoke  on 
medical  preparedness.  He  is  directing  medical 
defense  work  in  Onondaga  County  and  is  out- 
lining a complete  organization  of  the  army  unit. 
The  importance  of  nursing  and  Red  Cross  work 
were  stressed. 

Queens.  About  fifty  members  attended  the 
first  regular  monthly  meeting  held  at  the  Society 
Building  in  Forest  Hills  on  January  28.  Mrs. 
Thelma  Lippe  reviewed  several  Broadway  plays. 
Her  charm  and  personality  delighted  her  audi- 
ence. Five  new  members  were  admitted  to  the 
auxiliary.  Over  four  hundred  attended  the 
luncheon  and  bridge  held  at  Pierre’s  on  February 
5.  A delicious  luncheon,  beautiful  prizes,  and  a 
delightful  atmosphere  made  an  afternoon  long  to 
be  remembered.  A vote  of  thanks  goes  to  Mrs. 
Edward  Veprovsky  and  her  committee  for  the 
successful  as  well  as  financial  result  of  their 
work.  The  second  series  of  teas  took  place  at 
the  home  of  Mrs.  Alfred  Angrist,  of  Jamaica, 
on  February  18.  Mrs.  William  Lavelle,  of  Long 
Island  City,  introduced  at  the  regular  February 
meeting  the  speaker  of  the  evening,  Mr.  Alfred 
Dickson.  His  topic  was  “Speech,  the  Most 
Valuable  Implement  of  Man.”  Mr.  Dickson 
is  in  charge  of  the  speech  department  of  Sarah 
Lawrence  College,  and  the  producer  and  direc- 
tor of  the  “Theatre  of  the  Air”  on  Station  WOV. 


Dr.  William  S.  Ladd,  dean,  Cornell  University 
College  of  Medicine,  New  York  City,  has  ar- 
ranged a course  of  lectures  on  general  medicine 
for  the  Oneida  County  Medical  Society,  Utica, 
New  York.  The  course,  currently  being  given, 
is  as  follows:  March  3:  “Newer  Chemothera- 
peutic Methods,”  Dr.  Norman  Plummer,  New 
York  City;  March  10:  “The  Significance  of 
Laboratory  Tests  and  Methods  in  the  Practice 
of  Medicine,”  Dr.  Robert  Barr  McKittrick, 
New  York  City;  March  17:  “The  Relation  of 
Vitamins  to  Disease,”  Dr.  Norman  Jolliffe,  New 
York  City;  March  24:  “Abdominal  Pain,”  Dr. 
Edward  M.  Livingston,  New  York  City;  March 
31:  “Various  Aids  in  the  Diagnosis  of  Cancer,” 
Dr.  Louis  C.  Kress,  director,  Division  of  Cancer 
Control,  State  Health  Department,  Albany. 


The  Medical  Society  of  the  District  of  Co- 
lumbia has  authorized  the  establishment  of  a 
twenty-four-hour  telephone  service.  The  So- 
ciety has  granted  a loan  of  $1,000  to  subsidize 
the  Medical  Bureau,  as  the  service  is  called, 
during  the  first  slx  months.  More  than  100 
physicians  have  subscribed  to  the  bureau, 
according  to  Medical  Annals , as  quoted  in  the 
Connecticut  State  Medical  Journal.  The  goal  of 
200  members  is  expected  to  be  reached  before 
another  directory  is  issued.  The  bureau  is 
offering  two  types  of  service,  an  Alternate  Listing 
Service  and  a Secretarial  Service.  The  former 
is  the  well-known  listing,  “if  no  answer  call,” 
while  in  the  latter  service  the  physician’s  office  is 
connected  with  the  bureau  switchboard  by  a 
private  wire. 


Dr.  Clarence  E.  de  la  Chapelle  of  the  New  York 
University  College  of  Medicine  has  arranged  a 
course  on  heart  disease  for  the  Chemango  County 
Medical  Society  to  be  given  at  the  Norwich 
Club,  Norwich,  New  York,  at  4:30  p.m.  April  3: 
“Cardiac  Structure  and  Its  Disorders,”  Dr.  Irv- 
ing Graef;  April  10:  “Cardiac  Functions  and 
Their  Disorders,”  Dr.  Charles  E.  Kossman; 
April  17:  “Rheumatic  Fever  and  Rheumatic 

Heart  Disease,”  Dr.  Currier  McEwen;  April  24: 
“Hypertension  and  Hypertensive  Heart  Disease,” 
Dr.  William  Goldring;  May  8:  “Syphilitic  and 
Arteriosclerotic  Heart  Disease,”  Dr.  C.  E.  de  la 
Chapelle.  The  speakers  are  on  the  faculty  of 
the  New  York  University  College  of  Medicine. 


The  following  lectures  on  obstetrics  will  be 
given  before  the  Tioga  County  Medical  Society 
on  Wednesdays,  at  6:30  p.m. — alternately  at 
Waverly  and  Owego.  March  26:  “Normal 

Labor;  Sepsis;  Intercurrent  Diseases,”  Dr.  F. 
J.  Schoeneck;  April  2:  “Prenatal  and  Postnatal 
Care;  Care  of  Newborn;  Pelvimetry,”  Dr. 
Merten  C.  Hatch;  April  9:  “Hemorrhages  of 
Pregnancy,”  Dr.  Francis  R.  Irving;  April  16: 
“Operative  Deliveries;  Breech  Delivery,”  Dr. 
Raymond  J.  Pieri;  April  23:  “Toxemias  of 

Pregnancy,”  Dr.  Edward  C.  Hughes. 

All  the  speakers  are  professors  of  obstetrics  at 
the  Syracuse  University  College  of  Medicine, 
Syracuse,  New  York. 


In  human  milk  2/3  of  the  protein  is  in  true  solution,  while  in  cow's 
milk  only  1/6  of  the  protein  is  soluble.  During  the  process  em- 
ployed in  preparing  Similac  the  soluble  proteins  in  cow's  milk  are 
increased  to  a point  approximating  the  soluble  proteins  in  human 
milk.  How  greatly  this  improves  the  digestibility  is  indicated  by 
a comparison  of  the  curd  (insoluble  calcium  paracaseinate) 
formed  by  cow's  milk,  with  the  soft  flocculent  curd  of  Similac. 
The  softer  the  curd  the  shorter  the  digestive  period/  Similac, 
like  breast  milk,  has  a consistently  zero  curd  tension. 

* Espe  & Dye  — "Effect  of  Curd  Tension  on  the  Digestibility  of  milk" — Amer.  Journal 
Diseases  of  Children  — 1932,  Vol.  43,  p.  62. 
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Made  from  iresh  skim  milk 
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lactose,  salts,  milk  fat.  and 
vegetable  and  codliver  oils. 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed 
sufficient  notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

RECEIVED 


The  Life  of  Sir  William  Osier.  By  Harvey 
Cushing.  Complete  in  One  Volume.  Octavo 
of  1,417  pages.  New  York,  Oxford  University 
Press,  1940.  Cloth,  $5.00. 

Lipidoses:  Diseases  of  the  Cellular  Lipid 

Metabolism.  By  Siegfried  J.  Thannhauser, 
M.D.  Edited  by  Henry  A.  Christian,  M.D. 
Octavo  of  370  pages,  illustrated.  New  York, 
Oxford  University  Press,  1940.  Cloth,  $6.00. 

A Textbook  of  Clinical  Pathology.  Edited  by 
Roy  R.  Kracke  and  Francis  P.  Parker.  Second 
edition.  Octavo  of  780  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1940. 
Cloth,  $6.00. 

The  Doctor  and  the  Difficult  Child.  By 

William  Moodie,  M.D.  Octavo  of  214  pages. 
New  York,  The  Commonwealth  Fund,  1940. 
Cloth,  $1.50. 

A Surgeon’s  Life.  The  Autobiography  of 
J.  M.  T.  Finney.  Octavo  of  396  pages.  New 
York,  G.  P.  Putnam’s  Sons,  1940.  Cloth, 
$3.50. 

Diagnosis  and  Treatment  of  Menstrual  Dis- 
orders and  Sterility.  By  Charles  Mazer,  M.D., 
and  S.  Leon  Israel,  M.D.  Octavo  of  485  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  Inc., 
1941.  Cloth,  $6.50. 

Diagnosis  and  Treatment  of  Arthritis  and 
Allied  Disorders.  By  H.  M.  Margolis,  M.D. 
Octavo  of  551  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.,  1941.  Cloth,  $7.50. 

Practical  Neurological  Diagnosis  With  Special 
Reference  to  the  Problems  of  Neurosurgery. 
Second  edition.  By  R.  Glen  Spurling,  M.D. 
Octavo  of  239  pages,  illustrated.  Springfield, 
Charles  C.  Thomas,  1940.  Cloth,  $4.00. 

Clinical  Pellagra.  By  Seale  Harris,  M.D. 
Quarto  of  494  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1941.  Cloth,  $7.00. 

From  Thirty  Years  with  Freud.  By  Theodor 
Reik.  Translated  by  Richard  Winston.  Oc- 
tavo of  241  pages.  New  York,  Farrar  & Rine- 
hart, Inc.,  1940.  Cloth,  $2.50. 

Bacteriology  in  Neuropsychiatry.  A Survey  of 
Investigations  Concerned  with  the  Specific  Role 
of  Infectious  and  Immune  Processes.  By 
Nicholas  Kopeloff,  Ph.D.  Octavo  of  316  pages. 
Springfield,  Charles  C.  Thomas,  1941.  Cloth, 
$4.50. 

A Textbook  of  Clinical  Neurology.  By 

J.  M.  Nielsen,  M.D.  Quarto  of  672  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  Inc., 
1941.  Cloth,  $6.50. 

Plague  On  Us.  By  Geddes  Smith.  Octavo  of 
365  pages,  illustrated.  New  York,  The  Com- 
monwealth Fund,  1941.  Cloth,  $3.00. 

How  to  Prevent  Goiter.  By  Israel  Bram, 
M.D.  Octavo  of  182  pages,  illustrated.  New 
York,  E.  P.  Dutton  & Co.,  1941.  Cloth,  $2.00. 

Strange  Malady.  The  Story  of  Allergy. 
By  Warren  T.  Vaughan,  M.D.  Octavo  of  268 


pages,  illustrated.  New  York,  Doubleday, 
Doran  & Co.,  1941.  Cloth,  $3.00. 

The  Extra-Ocular  Muscles.  A Clinical  Study 
of  Normal  and  Abnormal  Ocular  Motility. 
By  Luther  C.  Peter,  M.D.  Third  edition. 
Octavo  of  368  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1941.  Cloth,  $4.50. 

Diseases  of  the  Digestive  System.  Edited  by 
Sidney  A.  Portis,  M.D.  Octavo  of  952  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1941. 
Cloth,  $10. 

Electrocardiography  in  Practice.  By  Ashton 
Graybiel,  M.D.,  and  Paul  D.  White,  M.D. 
Oblong  Octavo  of  319  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1941.  Cloth,  $6.00. 

The  Medical  Clinics  of  North  America. 
November,  1940.  Volume  24,  Number  6. 
(Philadelphia  number.)  Octavo.  Illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1940.  (Six 
numbers  a year.)  Cloth,  $16  net;  paper,  $12 
net. 

The  Medical  Clinics  of  North  America. 
January,  1941.  Volume  25,  Number  1.  (Chi- 
cago number.)  Octavo.  Illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1941.  (Six 
numbers  a year.)  Cloth,  $16  net;  paper,  $12 
net. 

Anus,  Rectum,  Sigmoid  Colon:  Diagnosis 

and  Treatment.  Second  edition.  By  Harry  E. 
Bacon,  M.D.  Octavo  of  857  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1941. 
Cloth,  $8.50. 

Germs  and  the  Man.  By  Justina  Hill. 
Octavo  of  461  pages.  New  York,  G.  P.  Put- 
nam’s Sons,  1940.  Cloth,  $3.75. 

The  Therapy  of  the  Neuroses  and  Psychoses. 
A Socio-Psycho-Biologic  Analysis  and  Resynthe- 
sis. By  Samuel  H.  Kraines,  M.D.  Octavo  of 
512  pages.  Philadelphia,  Lea  & Febiger,  1941. 
Cloth,  $5.50. 

The  American  College  of  Physicians:  Its 

First  Quarter  Century.  William  G.  Morgan, 
M.D.,  Historian.  Quarto  of  275  pages,  illus- 
trated. Philadelphia,  The  American  College 
of  Physicians,  1940.  Cloth. 

The  Endocrine  Function  of  Iodine.  By  Wil- 
liam T.  Salter.  Octavo  of  351  pages,  illustrated. 
Cambridge,  Harvard  University  Press,  1941. 
Cloth,  $3.50. 

Textbook  for  Male  Practical  Nurses.  By 

Gayle  Coltman,  R.N.  Duodecimo  of  215  pages. 
New  York,  The  Macmillan  Company,  1941. 
Cloth,  $2.00. 

Bom  That  Way.  By  Earl  R.  Carlson,  M.D. 
Duodecimo  of  174  pages.  New  York,  John  Day 
Company,  1941.  Cloth,  $1.75. 

Manual  of  Physical  Diagnosis  with  Special 
Consideration  of  the  Heart  and  Lungs.  By 
Maurice  Lewison,  M.D.,  and  Ellis  B.  Freilich, 
M.D.  Octavo  of  317  pages,  illustrated.  Chi- 
cago, The  Year  Book  Publishers,  Inc.,  1941. 
Cloth,  $3.00. 


A PRODUCT  OF 


PORCELAIN  CUchu,  STERILIZER.  .*9.75 


Simple,  sturdy,  smart,  safe  — and  not  expensive. 
| Enjoys  the  highest  professional  endorsement. 
It  performs  so  well  that  one  doctor  tells  another! 
Also  a Smaller  Size  (No.  6)  at  $6.50 
And  a Larger  Size  (No. 9)  at  $18.50 


AMERICAN  SUNDRIES  CO.,  INC.,  BROOKLYN,  N.  Y. 


“LOOKING  TO  HOME”  IN  HEALTH  TRAVEL 


With  a “No  Business  During  Alterations”  sign  on  the 
entrances  to  most  of  the  countries  in  Europe,  Americans 
are  beginning  to  learn  that  “Saratoga”  isn’t  just  the 
name  of  a race  track,  and  Warm  Springs  and  Hot  Springs 
are  not  some  new  kind  of  gadget  for  keeping  comfortable 
during  cold  winter  nights.  So  it’s  an  ill  wind  that  blows 
nobody  good,  or  rather,  a tame  war  that  does  no  good — 
for  countries  that  stay  out  of  it. 

Vichy,  known  best  to  many  Americans  as  a fashionable 
health  resort,  is  now  merely  a war  name.  Carlsbad  and 
other  equally  noted  European  spas  aren’t  even  in  the 
news.  The  once  nice,  well-to-do  American  hydrothera- 
peutic  patients  are  learning  that  even  in  “water-cures” 
there  is  no  place  like  home. 

A report  of  the  United  States  Travel  Bureau  states 
that  the  National  Spas  of  our  West  expect  their  largest 
attendance  in  1941.  Government-owned  and  supervised, 
fees  fixed  and  moderate,  the  American  spa  has  much  to 
recommend  it,  war  or  no  war.  Ranking  among  the  best 
in  the  world,  our  great  National  Parks  contain  several 
ranging  from  a cosmopolitan  formality  in  the  larger  spas 
to  a more  exclusive  atmosphere  where  even  the  fastidious 
can  be  contented  in  the  American  way  of  “taking  the 
cure.” 

The  fact  that  at  renowned  Hot  Springs  in  Arkansas 


some  twenty-five  thousand  guests  can  be  accommodated 
at  one  time,  is  some  evidence  of  the  new-found  popularity 
of  American  health  resorts. 

But  let’s  look  a little  closer  to  home.  Rich  as  in  many  i 
things  we  need,  New  York  State  contains  almost  un-i 
limited  resources  and  facilities  for  the  restoration  of  j. 
health  and  the  care  of  the  ill. 

Few  states  or  countries  for  that  matter  can  boast  of  so 
many  advantages  for  the  treatment  and  convalescence 
of  its  people  in  poor  health  as  can  this  State  of  ours. 
Here  we  have  the  high,  dry  altitudes  so  helpful  in  some 
cases  of  tuberculosis  and  other  types  of  illness.  We  have 
fine  spas  and  mineral  waters  useful  in  treating  certain 
cases  of  deficiencies.  Saratoga  Spa,  famous  since  1773, 
is  the  only  place  with  medicinal  waters  east  of  the  Rockies 
that  has  naturally  carbonated  waters.  There  are  seaside 
resorts  for  those  who  may  benefit  from  salt-laden  air  orj 
bathing  in  the  salt  ocean  water.  Excellent  camping  and 
outdoor  recreational  centers,  for  those  needing  the  stimu- 
lus of  nature,  are  plentiful.  And,  notably,  the  State  has 
a wealth  of  the  finest  institutions  for  the  care  and  treat-  i 
ment  of  every  kind  of  disease  and  chronic  ailment. 

If  it’s  a case  of  “travel  for  health,”  the  answer  may 
often  be  found  right  within  the  State  at  a minimum  of  ex- 
pense and  inconvenience  for  a patient. 


MEETING  ATTENDANCES  AND  INTEREST 


According  to  a reliable  source  of  information,  over 
18,500  recorded  major  conventions  and  meetings  are  held 
each  year  in  the  United  States  and  Canada.  These 
events  range  in  attendance  from  a handful  of  10  to 
audiences  of  more  than  700,000.  It  is  difficult  to  arrive 
at  any  exact  average  attendance  as  the  reports  are  in- 
complete— some  being  purely  guesses,  some  publishing 
no  figures,  and  most  giving  totals  in  round  numbers  only. 

However,  from  our  cursory  survey  a fair  estimate  of 
about  3,200  average  per  meeting  has  been  obtained.  If 
this  figure  is  reasonably  representative,  then  the  total 
attendance  for  all  the  meetings  must  top  59  million. 
This  seems  incredible  until  we  pause  to  consider  that 
there  must  be  considerable  duplication  and  overlapping 
of  individuals. 

In  medical  and  allied  fields,  we  found  only  117  meet- 
ings so  far  announced  for  this  year.  We  say  only  be- 
cause compared  to  the  total  given  above,  it  does  appear 
rather  insignificant.  Still,  here  there  is  no  record  made 


of  hundreds  of  district  and  county  or  smaller  meetings  j 
which  do  not  have  exhibits  as  part  of  the  functions. 

Attendance  at  these  meetings  last  year  totaled  110,946 
or  an  average  of  approximately  950  per  meeting.  The 
total  memberships  of  the  societies  holding  these  Na-  j 
tional  and  State  conventions  amounts  to  270,925.  This  i 
indicates  that  less  than  half,  or  41  per  cent  of  the  members 
attend  meetings.  Here  again  some  allowance  should  be  | 
made  for  persons  attending  more  than  one  meeting. 

Taking  into  consideration  that  the  medical  or  allied 
meeting  is  generally  a closed  affair,  the  attendance  is 
proportionately  better  than  that  at  the  general  run  of 
conventions,  meetings  and  shows.  Most  of  the  general  I 
meetings  admit  the  public  or  non-members  which  natu-  ; 
rally  swells  the  attendance  in  many  cases  far  out  of  pro-  J 
portion  to  a strictly  membership  affair. 

This  is  evident  also,  to  a lesser  degree  however,  in  some  j 
dental  and  some  hospital  meetings.  But  where  the  pub- 
lic is  invited,  it  is  not  the  practice  to  tabulate  such  visitors  | 
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ELIXIR  BROMAURATE 

IS  GIVING  EXCELLENT  RESULTS 


IN  WHOOPING  COUGH 


Shortens  the  duration  of  the  cough,  relieves  the  distressing  spasms  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSIST- 
ENT COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 to  4 hours. 

GOLD  PHARMACAL  CO.,  New  Te*k  ^ mm 

Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Hematinic  Plastules 


■'■  ; *- . - ’ r-$  ;,,,->  ' ~'v  ' ■ ; ' ^ f ' ; . ; < - L*-  •&  **-  '’<f 

1 

' '*  ' v - '!'  ; , 1 - .-  : - 

--  - 


Hematinic  Plastules  provide  ferrous  iron  in  small  soluble 
elastic  capsules  — a modern,  convenient  dosage  form.  Where  iron 
therapy  is  indicated,  Hematinic  Plastules  can  usually  be  relied  upon 

to  bring  about  a steady,  rapid  rise  in  hemoglobin.  Their  administra- 

. . ' 

tion  is  seldom  complicated  by  gastric 


Plastules  are  an  economical  iron  preparation 


Hematinic 


■ 


• . . 

especially  effective  for  the  treatment  of  the 


. 


iron  deficiency  anemia  of  pregnancy,  for 

...  ■ 
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chronic  blood  loss,  or  post -infection  anemia 


IK 
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Hematinic  Plastules  are  available  in  two  types,  Plain 
or  with  Liver  Concentrate,  in  bottles  of  50  and  100. 


THE  BOVININE  COMPANY 

8100  MCCORMICK  BOULEVARD  . CHICAGO,  ILLINOIS 
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There’s  no  fee 
for  this 
advice 


In  cases  of  real  thirst, 
nothing  is  more  welcome  to 
a welcome  guest  than  a high- 
ball made  with  smooth,  mel- 
low Johnnie  Walker  . . . 


ITS  SENSIBLE  TO  STICK  WITH 


Johnnie 


f^XLKER 


BLENDED  SCOTCH  WHISKY 


Red  Label 
8 years  old 


Black  Label 
12  years  old 
Both  86.8  proof 


CANADA  DRY  GINGER  ALE,  INC.,  NEW  YORK,  N.  Y. 
SOLE  IMPORTER 


When  you  stop  at  The 
Lexington  the  attention 
you  receive  is  individual- 
ized as  a person-to-person 
telephone  call ! You  get 
service  not  on  the  basis 
of  having  to  “speak  to 
anybody”  but  of  talking 

direct  to  the  one  you  wish  ...  be  it  the  bell 
captain,  head  waiter  or  the  managing  director! 
That’s  why  The  Lexington  is  recognized  as 
“New  York’s  Friendly  Hotel”  —personalized 
service  is  responsible  for  this  reputation  and 
the  entire  organization  here  is  ever  alert  to 
maintain  it  at  all  times  . . . whether  a guest 
takes  a minimum- 
rate  $4  room  or  a 
de-luxe  suite! 

Remember  to  call 
on  us  on  your  next 
trip  to  New  York! 


\U 


Jlfcfe/  fex/tuffvn 


Charles  E.  Rochester,  V.  P.  & Mng.  Sir. 

LEXINGTON  AVE.  at  WSL.N.Y.C 


B R I O S C H I 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 


Send  for  a sample 

G.  CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 
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Hospitals 

Institutions  of 


Sanitariums 

ecialized  Treatments 


5ANATORIUMS  AND/OR  SANITARIUMS 

To  the  layman  who  has  become  a patient  requiring 
I some  special  treatment,  a sanatorium  can  be  a sanitarium 
Jor  a sanitarium  can  be  a sanatorium  for  all  it  matters. 
To  the  advising  physician,  however,  there  is  a distinction. 

There  is  a greater  dividing  line  than  the  mere  technical 
i definitions.  Probably  modern  indifference  has  had  a 
tendency  to  erase  the  correct  usage  of  the  titles  Sana- 
i torium  and  Sanitarium.  As  doctors  know,  of  course,  and 
[operators  of  such  institutions  should  know  naturally,  a 
ij  sanatorium  (quoting  Webster)  is  an  institution  for  the 
pcare  of  invalids  or  the  treatment  of  particular  diseases. 


A sanitarium  (still  quoting  Webster)  is  a sanatorium — 
especially  one  where  the  treatment  is  'prophylactic  in- 
stead of  therapeutic.  Another  version  of  “Webster” 
makes  no  distinct  difference,  but  gives  an  added  touch  to 
the  description  of  a sanatorium  as  being  a resort  having 
natural  aids  for  curing  the  sick. 

If  the  names  are  taken  seriously  then,  and  literally, 
the  doctor  wouldn’t  send  a patient  already  in  ill  health 
to  a sanitarium  where,  if  we  are  interpreting  correctly, 
treatment  consists  purely  of  the  prevention  of  disease. 

But  sanitarium  or  sanatorium,  or  call  it  by  any  other 
name,  these  institutions  that  can  hardly  be  replaced  in  the 
(Continued  on  page  638) 


AN  OPEN 
INSTITUTION 

• 

AUTHORITATIVE 

INFORMATION 

ON  POST-MEDICAL 
ASSISTANCE  IN 
ALCOHOLISM 
ON  REQUEST 


THE  CHAS.  B.  TOWNS  HOSPITAL 

41  SUCCESSFUL  YEARS 

TREATING  DRUG  AND 
ALCOHOL  CASES 

EXCLUSIVELY 

293  Central  Park  West,  New  York,  N.  Y. 


i 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES.,  M.D.,  Med.  Supt.  *TEL.  4-1143 


GREENMONTovHUDSON 

ESTABLISHED  1880  BY  DR.  PARSONS 

For  special  care  and  treatment  of  Nervous  and  Mental  disorders. 
Convalescents,  and  selected  cases  of  Alcoholism.  Unusual  home- 
like atmosphere.  State  licensed.  Moderate  rates.  45  minutes 
from  New  York  City. 

EDMUND  J.  BARNES,  M.D.,  PHYSICIAN  IN  CHARGE 

OSSINING,  N.  Y.— OSSINING  1989 


BRUNSWICK 
HOME  A Private 

nU,V1L  Sanitarium 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  ner- 
vous disorders. 


Broadway  and  Louden  Avenue  Separate  accommoda- 

AMITYVILLE,  L.  I. — Phone:  1700,  01,  02  tions  for  nervous  and 
N.  y.  Office— 67  W.  44th  Street  backward  children. 

Tel:  MUrray  Hill  2-8323  Physicians’  treatments 

C.  L.  MARKHAM,  M.D.,  Supt.  rigidly  followed. 


TWIN  ELMS 


FOR  ACUTE,  RECOVER- 
ABLE MENTAL  CASES 
(selected  Drug  and  Alcohol 
cases  accepted).  Eleven  years  of  effective  results  from  efforts  devoted 
to  the  individual  care  of  a small  number  of  patients  in  a homelike 
environment  without  institutional  atmosphere.  All  accepted  modern 
therapies  available.  Moderate  rates.  For  information — address 

EUGENE  N.  BOUDREAU,  M.D.  OVD  A GITd?  \T  V 

Physician-in-Charge  ij  I I\r\.Vi  U kJG,  ll,  1 , 


LOUDEN  - 

KNICKERBOCKER 

HALL,  luc. 

81  LOUDEN  AVENUE 

Tel.  Amity  rill©  53 

AMITYVILLE,  N.  Y. 

A private  sanitarium 

established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf  or  motion  furnished  upon  request. 

JOHN  F.  LOUDEN 

New  York  City  Office 

JAMES  F.  VAVASOUR,  M.D. 

President 

67  West  44th  St.,  Tel.  VAnderbilt  6-3732 

Physician  in  Charge 
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RIVERLAWN  SANITARIUM 

FOUNDED  1893 


A conveniently  situated  Sanitarium  offering  complete  facilities  for 
the  treatment  and  care  of  MENTAL  AND  NERVOUS  CASES 
and  ALCOHOLIC  AND  DRUG  ADDICTIONS.  We  extend  full 
cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  ana  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates — Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 


Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


i 

I 

* 

ii 

!!! 

’ 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


complete  care  of  the  chronic  sick,  the  convalescent,  or  the 
invalid  are  to  be  judged  by  what  they  can  do  and  how 
they  do  it  rather  than  what  they  choose  to  be  called.  At 
least  that’s  our  main  concern. 

A study  of  advertisers  in  this  important  department  is 
extremely  interesting.  Here  you  will  find  an  excep- 
tionally fine  representation  of  institutions  conveniently 
located  for  the  patients  of  physicians  in  this  State.  The 
appeal  of  location  as  an  essential  factor  in  the  ultimate 
choice  of  both  the  physician  and  patient  is  stressed  by 
many  of  the  advertisers. 

Environment  seems  to  be  a second  weighty  factor,  for 
it  is  noted  almost  as  often  as  distance.  Another  impor- 
tant distinction,  probably  more  important  to  the  institu- 
tion than  to  the  patient  or  his  physician  although  it  does 
carry  weight,  is  the  number  of  years  the  institution  has 
been  established.  Rates  seem  significant  to  some  but  ig- 
nored by  others,  yet  it  is  probably  the  chief  factor  in  a de- 
cision more  times  than  it  is  not. 


Some  discriminate  against  receiving  particularly 
“difficult  to  handle”  cases.  Some  specify  that  only  se- 
lected cases  are  accepted. 

In  instances  the  vagueness  of  meaning,  unintentional 
as  it  may  be,  makes  it  necessary  for  physicians  to  obtain 
more  definite  information.  At  any  rate,  it  is  a physi- 
cian’s duty  to  be  as  well  informed  as  possible  on  even 
seemingly  small  matters  pertaining  to  the  sanitarium  he 
contemplates  recommending  to  a patient.  It  will  pay 
him  to  get  complete  information  on  a number  of  sani- 
tariums well  in  advance  of  any  need.  Many  of  them 
have  literature  convenient  for  filing  where  you  can  have 
available  information  for  a patient  when  the  time  for 
recommending  a sanitarium  has  arrived. 

Some  twenty  well-recommended  institutions  covering 
every  need  for  a sanitarium  appear  regularly  in  this  de- 
partment of  your  Journal. 

You  will  find  them  all  unusually  cooperative  and  effi- 
cient aides  in  the  success  of  your  practice. 


MEETING  ATTENDANCES  AND  INTEREST 


( Continued  from  page  634) 


in  the  reported  attendance.  Ordinarily,  non-members 
attending  are  actually  persons  in  the  same  profession  or 
of  some  closely  connected  field.  As  in  the  case  of  some 
dental  meetings,  dental  hygienists  and  other  assistants 
when  officially  invited  may  be  included  in  the  total 
registration. 

In  the  case  of  hospital  meetings,  similarly,  lay  em- 
ployees of  the  staffs  and  nurses  often  take  a part  in  the 
program  and  special  functions.  This  custom  leads  to  a 
showing  in  published  figures  of  an  attendance  often  ex- 
ceeding the  entire  membership  of  the  association. 

A comparison  of  the  117  meetings  in  medical,  surgical 
and  allied  fields  is  extremely  interesting.  We  must 
acknowledge  the  incompleteness  of  the  report  studied, 
but  taking  the  material  available  we  found  that  the  117 
meetings  included  thirty-three  National  conventions  and 
eighty-four  State  meetings.  In  the  National  classifica- 
tion, medical  and  surgical  meetings  total  12,  dental  6, 


hospital  5 and  miscellaneous  “health”  associations 
numbered  10.  Meetings  under  the  heading  “State” 
comprised  35  medical  and  surgical,  33  dental,  8 hospital 
and  8 miscellaneous. 

Attendances  at  these  meetings  were  reported  as  45,623 
for  the  National  group  and  65,323  for  the  State  group. 
Breaking  these  totals  down,  National  medical  and  sur- 
gical conventions  were  attended  by  21,191  persons,  Na- 
tional dental  meetings  by  13,088,  National  Hospital  by 
7,003  and  miscellaneous  by  4,341.  Under  the  State 
listing,  24,964  attended  the  medical  and  surgical  meet- 
ings, 32,418  attended  dental  meetings  (this  figure  in- 
cludes other  persons  besides  doctors  of  dentistry),  6,197 
the  hospital  meetings  and  the  balance  of  1,744  mis- 
cellaneous events. 

The  average  attendance  in  the  National  classification 
is  approximately  1,750  per  medical  and  surgical  conven- 
tion, 2,160  per  dental  meeting,  1,400  per  hospital  meet- 
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ng  and  430  for  the  miscellaneous.  In  the  State  divi- 
sion, average  figures  are  900  for  medical  and  surgical, 
980  for  dental,  775  for  hospital  and  220  for  the  mis- 
cellaneous meeting.  The  per  cent  attending  on  a basis 
of  membership  under  National  amounts  to  19  per  cent 
for  medical  and  surgical  associations,  206  per  cent  for  the 
dental,  189  per  cent  for  the  hospital  and  27  per  cent  for 
miscellaneous.  Under  State,  the  percentages  are  29  for 
medical  and  surgical,  79  for  dental,  191  for  hospital  and 
68  for  miscellaneous. 

1 The  figures  give  a rather  poor  impression  of  interest 
[i  shown  in  the  medical  and  surgical  meetings,  but  it  must 
be  remembered  that  the  attendances  at  dental  and  hos- 
1 pital  conventions  are  bolstered,  as  stated  before,  by  the 
inclusion  of  others  not  members  or  actually  colleagues. 
In  addition,  in  specific  cases,  members  of  auxiliaries 
attending  are  included  also  in  registration  figures.  At 
medical  and  surgical  meetings,  to  the  contrary,  such 
organizations  taking  part  in  the  program  have  their 
own  registrations  and  are  not  reported  in  the  membership 
attendance. 

The  figures  also  suggest  that  State  meetings  are  more 
heavily  attended  than  are  the  National  conventions,  al- 
though this  does  not  hold  true  in  dental  meetings.  This 
; is  to  be  expected  as  the  time  and  expense  element  con- 
nected  with  attending  a distant  National  convention  does 
not  exactly  encourage  a greater  percentage  of  attend- 
| ance. 

How  do  meetings  of  the  Medical  Society  of  the  State  of 
i New  York  stack  up  with  these  comparisons?  Last 
1 year,  when  a more  accurate  system  of  recording  attend- 
ance was  installed,  3,640  physicians  were  registered. 
This  amounted  to  almost  20  per  cent  of  the  Society’s 


total  membership.  It  represents  about  15  per  cent  of 
the  total  attendance  at  all  State  medical  meetings  and  8 
per  cent  of  the  combined  attendance  at  National  and 
State  medical  conventions. 

Compared  with  all  meetings  of  a professional  nature, 
the  New  York  State  meeting  ranked  second  in  size  in 
the  medical  and  surgical  group  and  fifth  in  all  branches 
of  healing.  Actually,  for  reasons  previously  given,  it 
should  rate  second  in  all  branches  as  well,  for  besides  the 
A.M.A.,  only  three  dental  meetings  surpassed  our  at- 
tendance by  a small  margin  and  these  solely  because 
their  figures  covered  more  than  just  members. 

If  we  consider  that  the  A.M.A.  has  over  five  times  the 
membership  of  the  Medical  Society  of  the  State  of  New 
York  from  which  to  obtain  attendance  at  its  meetings, 
the  New  York  State  meeting  makes  even  a better  show- 
ing and  truly  becomes  the  leading  convention  of  its  kind 
in  point  of  membership  interest.  If  we  use  another 
measuring  stick — the  number  of  technical  exhibitors 
taking  a material  interest  in  the  meetings — our  State 
meeting  looms  up  proportionately  as  important  as  any 
National  convention  and  considerably  more  valuable  to 
them  than  any  other  State  medical  event. 

Of  course,  the  meeting  at  Buffalo  this  year  is  not  ex- 
pected to  surpass  last  year’s  record  in  attendance  due  to 
smaller  facilities,  geographical  location  and  distance 
from  the  State’s  center  of  population,  but  we  do  anti- 
cipate the  largest  and  most  successful  up-State  meeting 
in  the  history  of  the  Society. 

Every  member  who  can  spare  a day  or  two  is  urged  to 
attend  this  meeting,  for  many  current  and  pertinent 
subjects  of  importance  to  all  New  York  State  physicians 
are  scheduled  for  discussion  and  consideration. 


THE  MAPLES  inc.,  rockville  centre,  li. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


WATCH  THE  CLASSIFIED  COLUMNS 
FOR  IMMEDIATE  OPPORTUNITIES 
See  page  642 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  LJo  vd.  . D ..^Jysiyiyijj n 

Licensed  and  fullyjeduxfrpeit'itof  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 

Write  for  illustrated  booklet . 

OF  f i J.»gu£3r  J.1  A 


WEST  BIEL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 
HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


MCKINNEY’S 

for  ELDERLY  PEOPLE, 
CONVALESCENTS  and 
CHRONIC  INVALIDS. 


SANITARIUM 

Under  medical  supervision, 
tender  and  devoted  care  in 
an  atmosphere  unusually  home- 
like. Expert  dietetic  and 
nursing  service.  Full  coop- 
eration with  patient’s  personal 
physician. 


105  BRUCE  AVE.,  YONKERS,  NEW  YORK 

V YONKERS— 3265  J 


F A L K I R 

• IN  THE  . 

R AM APOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 
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Classified  Rates 


Rates  per  line  per  insertion: 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of  First 
and  by  the  5th  for  issue  of  Fifteenth 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


All  statements  in  classified  ads  are  published  in  good  faith,  but  it 
is  impossible  to  make  minute  investigation  of  each  advertisement. 
We  exclude  all  known  questionable  ads,  and  will  appreciate 
notification  from  readers  relative  to  misrepresentation.  The 
right  is  reserved  to  reject  or  modify  advertising  copy. 

New  York  State  Journal  of  Medicine 
292  Madison  Avenue  MUrray  Hill  3-9841 


MEDICAL  EMPLOYMENT 


SUPERIOR  PERSOIVNEI 

Assistants  and  executives  in  all  fields  of  medicine— yount 
physicians,  department  heads,  nurses,  staff  personnel  secre 
taries,  anaesthetists,  dietitians  and  technicians. 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-067f 


BOOK  BINDING,  FOR  PHYSICIANS 


For  fine  bindings,  strong  bindings — have  your  medical  books  re-- 
bound  at  RADEMAEKERS — a service  specializing  in  rebinding 
books  and  periodicals  of  all  types  and  sizes  at  reasonable  prices — J 
in  any  material  and  colors.  Write  today  for  quotations.  Ad- 1 
ditional  details  will  be  found  in  your  Medical  Directory  adver-f 
tisement  on  page  11a. 

Newark,  N.  J.,  74  Oraton  Street  New  York,  580  Fifth  Avenue i: 
Tel.  HUmbolt  3-4866  Tel.  CHickering  4-3650 


USED  EQUIPMENT  FOR  SALE  & RENT 


Largest  selection  used  physicians  equipment  short  wave  machine 
lamps  and  instruments — Sklar  Rotary.  Fox  Physicians  Equip-, 
ment  Exchange,  990  Broadway,  Brooklyn,  Glenmore,  2-2350. 


PATENT  ATTORNEY 


NURSE  PHYSIOTHERAPIST — well  trained  and  experienced 
seeks  employment  in  a hospital  in  the  Metropolitan  area. 

A Complete  Employment  Service  for  the  Medical  Profession 

•74e  MEDICAL  EMPLOYMENT  AGENCY 

Stephane  Prepiora,  R.N.  Kinney  Bldg.,  790  Broad  St. 

Director  Newark,  N.  J. 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


FOR  SALE 


FOR  SALE:  RICHMOND  HILL,  LONG  ISLAND,  NEW  YORK. 
Office,  hospital  and  residence  of  deceased  physician  at  sacrifice  to 
settle  estate.  LOUIS  L.  LEVINE,  EXECUTOR  and  ATTOR- 
NEY, 163-18  Jamaica  Ave.,  Jamaica,  N.  Y. 


READER  INTEREST 

To  some  advertisers,  circulation  is  the  only  yardstick 
for  measuring  the  reader  interest  in  any  publication. 
This  evaluation  carries  weight  only  in  publications  hav- 
ing paid  subscriptions  and  possibly  a newsstand  sale. 
The  latter  is  perhaps  the  only  bona  fide  check  on  a true 
reader  interest,  in  as  far  as  the  articles  or  stories  are  con- 
cerned. It,  however,  does  not  guarantee  that  the  pur- 
chasers are  interested  in  any  advertisements  pubhshed. 

A more  reliable  check  of  reader  interest  may  be  had 
from  a study  of  the  turnover  of  advertisers  in  a publica- 
tion. A publication  in  which  the  same  advertisers  appear 
issue  after  issue,  year  after  year,  certainly  must  have  the 
cherished  reader  interest  or  these  advertisers  would  not 


FOR  SALE  or  LEASE  Very  Reasonably:  House  suitable  for  physi-  j I 
cian’shome  and  office,  located  in  central  New  York  State.  Opportu-  ■ I 
nities  excellent.  Mrs.  Mary  E.  White,  24  Griswold  St.,  Walton,  N.  Y.  1 I 


have  considered  the  magazine  profitable  enough  to  con- 
tinue using  it  as  one  of  their  choice  mediums. 

Another  reliable  check  of  the  intensity  of  reader  in- 
terest might  be  the  frequency  in  which  the  magazine  is 
quoted  in  the  press  and  in  other  publications.  This  is 
certain  proof  that  it  must  contain  material  worth  reading. 

The  NEW  YORK  STATE  JOURNAL  OF  MEDI- 
CINE stands  out  in  both  qualifications — and  whether 
you  are  an  advertiser  important  enough  to  use  display 
space  or  just  a user  of  Classified  columns,  you’ll  find  the 
JOURNAL  a useful  and  practical  medium. 


It  is  the  physician's  duty,  when  the  occasion  requires,  to  recommend  a Funeral  Director  who  is 
ethical — yet  reasonable  in  price.  You  may  have  full  confidence  in  our  service. 


Lons  Island 

Far  Rockaway  7-7100 


RIVERSIDE  MEMORIAL  CHAPEL 

76th  St.  & Amsterdam  Ave.,  N.  Y. 

Endicott  2-6600 


Westchester  County 
Hillcrest  3535 
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SCHOOLS  OF  REFINEMENT  WITH  HIGH  RATING  IN  EDUCATIONAL  AND  CULTURAL  ADVANTAGES 


JEALTH  EDUCATION 

The  generation  putting  school  days  behind  them  dur- 
ng  this  year  have  probably  enjoyed  the  benefits  not  only 
>f  more  scientific  tutoring  but  of  a greater  attention  to 
lealth  education  as  well.  Both  advancements  in  school 
training  will  have  made  these  young  men  and  women 
oetter  equipped  to  meet  the  problems  of  life  successfully. 

“Yes,”  someone  is  going  to  quip,  “if  they  can  ever  land 
a,  job.” 

But,  unfortunate  circumstances  today  with  their 
greater  competition  of  winning  gainful  employment  in- 
crease the  need  for  the  modern  philosophy  of  health 
education.  If  a curriculum  in  health  education  does 
nothing  more  than  promote  individual  training,  it  has 
served  a most  useful  purpose. 

The  old  system  of  mass,  stereotyped  training  of  the 
young  belongs  definitely  to  the  past.  In  the  modern 
trend  of  progress,  we  should  be  creating  “individuals” 
and  not  “masses” — schools  should  turn  out  the  type  of 
men  and  women  who  can  think  for  themselves  as  perhaps 
the  ultimate  solution  to  the  economic  enigma  we  are  still 
facing. 


CAPABLE  ASSISTANTS 

Our  free  placement  service  will  be  glad  to  help  you  select  ex* 
actly  the  right  assistant.  Paine  Hall  graduates  are  girls  of  character, 
intelligence,  appearance — thoroughly  qualified  to  assist  in  office 
and  laboratory;  trained  in  haematology,  blood  chemistry,  urin- 
alysis, clinical  pathology,  medical  stenography,  bookkeeping. 
Address  inquiries  to  C.  R.  Porter,  Principal. 


Established 

1849 


Licensed  by  the  State  of  New  York 


101  W.  31st  St 
New  York 
BRyant  9-2831 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  Clinical  Laboratory  course 
9 months.  X-Ray  3 months.  Electro 
cardiography  additional.  Graduates 
in  demand.  Established  22  years. 
Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technology 
3422  E.  Lake  St.,  Minneapolis,  Minn. 


The  Harlem  Eye  & Ear  Hospital 
2099  Lexington  Avenue 
New  York  City 

Offers  intensive  post-graduate  courses  in  Clinical  Oto- 
rhinolaryngology Operative  and  non-Operative  Similar 
courses  in  Ophthalmology.  Address  Hospital. 
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Lederle  works 


in  a campus -like  setting.  . . 


Nestled  in  the  hills  of  picturesque  Rockland  County, 
N.  Y.,  Lederle ’s  70  buildings  and  200  acres  resem- 
ble the  campus  of  a typical  American  university. 
Broad  lawns,  elms,  no  smoke,  no  noise — a scene  of 
spaciousness  and  peace! 

In  fact,  many  of  the  hundreds  of  visitors  who  tour 
the  laboratories  each  year  have  remarked  on  its 
academic  atmosphere.  This  is  not  a strange  impres- 
sion when  one  reviews  the  scholarly  activities  of  the 
physicians,  bacteriologists,  chemists,  pharmacolo- 
gists, immunologists  and  veterinarians  who  make  up 
a large  percentage  of  the  roster  of  1100  employees. 

Behind  the  scenes  we  find  a large  two-grade  school 
(organized  by  employees  who  wanted  to  orient 
themselves  and  qualify  for  advancement),  seminars 
of  technicians  and  scientific  committees. 

Finally,  as  Lederle  is  presumably  the  world’s  larg- 
est producer  of  “biologicals”,  we  find  here,  naturally 
enough,  the  largest  commercial  group  of  scientific 
pioneers  dedicated  to  the  art  of  perfecting  sera,  anti- 
toxins and  vaccines  and  filling  whole  buildings  re- 
served exclusively  for  research.  Ten  universities  and 
numerous  clinics  cooperate  on  Lederle  subventions. 
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EW-DEMONSTRABLY  EFFECTIVE 

ir  Treating  VAGINITIS  and  CERVICITIS 


betanal  vaginal,  capsules  are  advertised 
•ily  to  the  medical  profession.  Available  at 
larmacies  in  prescription  packages  of  10  cap- 
les,  each  containing  220  gr.  Borden’s  Beta  Lac- 


1*  Betanal  promotes  growth  of  normal  flora. 

2*  Betanal  aids  in  restoring  normal  acidity. 

3*  Betanal  helps  protect  epithelial  carbohydrate. 

4*  Betanal  acts  to  dry  vaginal  walls  and  promote 
healing. 


tose  and  50  gr.  Boric  Acid  U.S.P. 

Write  The  Borden  Company,  350  Madisor 
A venue.  New  York,  N.  Y.,  for  sample  and  liter 
ature. 
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• BETANAL  VAGINAL  CAPSULES,  the  OUt- 

growth  of  extensive  gynecological  re- 
search*, embody  therapeutic  principles 
of  proven  efficacy  in  the  treatment  of 
vaginal  disorders,  such  as  trichomoni- 
asis, senile  vaginitis,  cervicitis,  cervical 
erosions,  and  leukorrheal  conditions. 

• the  betanal  regime,  which  com- 
prises office  treatments  by  insufflation 
supplemented  by  insertion  of  one  cap- 
sule daily  between  visits,  is  promptly 
effective  not  only  in  inhibiting  growth 
of  trichomonads,  but  also  in  promoting 
tissue  repair  and  restoration  of  nor- 
mal vaginal  defenses.  These  effects  are 
achieved  by  Betanal’s  four-point 
action:— 


♦Am.  JI.  Obstet.  & Gynecology  32:1,  July,  1936.  Jl.  Missouri  Med.  Assoc.  34:285,  Aug.,  1937.  Med.  Clin.  N.  A.  23:189,  Jan.,  1939. 
Med.  Clin.  N.  A.  24:911,  May,  1940.  “Office  Gynecology,”  Year  Book  Pub.,  Inc.,  1940. 


BETANAL  VAGI 


NAL  CAPSULES 


A BORDEN  PRESCRIPTION  PRODUCT 


THAT  is  literally  what  happens  . . . 

the  vagina  becomes  its  own  oxy- 
gen tent . . . when  STA-O-GEN  is  used 
in  the  treatment  of  leukorrhea. 

ACTION:  At  body  temperature,  in 
the  presence  of  moisture,  every 
particle  of  this  ozonide  of  olive  oil  be- 
comes, in  effect,  a miniature  factory. 


producing  and  releasing  a relatively 
huge  amount  of  nascent  oxygen, 
steadily  and  unremittingly  as  long  as 
any  of  the  oil  remains  unabsorbed,  a 
digestive  process  usually  requiring 
about  24  hours. 

STABILITY:  Three  years,  by  labo- 
ratory test.  Seil,  Putt  and  Rusby,  N.  Y. 


HU  VI 


mcomeb 


an 


CONCLUSIONS. 

1 — Ozonide  of  olive  oil  in  olive 
oil  is  effective  in  the  treatment 
of  leukorrhea  in  general:  (a)  it 
eliminates  unpleasant  odor  of  dis- 
charge; (b)  it  cuts  down  or  elim- 
inates the  irritation  inside  and 
without  the  vagina;  (c)  it  reduces 
the  quantity  and  density  of  the 
discharge,  including  that  follow- 
ing cauterization. 

2 — It  is  non-irritating  and  non- 
toxic in  contradiction  to  the 
arsenic  and  picrate  preparations, 
equally  effective  and  actually 
soothing,  especially:  (a)  in  the  in- 
fantile vagina;  (b)  in  the  senile 

♦Treatment  of  Leukorrhea  with 
Ozonide  of  Olive  Oil:  David  Nye 
Barrows,  M.  D.,  F.  A.  C.  S.,  N.Y.  C., 

N.  Y.  State  Journal  of  Medicine, 

Volume  41,  January  15, 1941. 


vagina;  (c)  in  trichomonas  vagi- 
nalis vaginitis  of  pregnancy, 

INDICATIONS: 

Recurrent  trichomonas  vaginalis 
vaginitis  also  prophylaxis  before 
and  after  menstrual  periods; 
Trichomonas  vaginalis  vaginitis 
in  pregnancy;  Chronic  cervicitis; 
Endocervicitis,  also  after  cauteri- 
zation; Eroded  cervix;  Cervicitis 
post  abortal;  Cervicitis  with  fi- 
broid uterus;  Cervicitis  with  mild 
prolapse;  Atrophic  vaginitis;  Post 
gonorrhea  discharge  (infant); 
After  cauterization  of  erosions, 
ectropion,  nabothian  cysts,  etc. 


Sta-O-Gen  is  germicidal,  fungicidal, 
deodorizing  yet  non-toxic  and  non- 
irritating  even  to  the  most  delicate 
tissues,  in  contradiction  to  the  arsen- 
ical, picrate  and  metallic  preparations 
commonly  used.  Liquid  for  office 
use.  Capsules  for  prescription. 


All  wholesalers  are  stocked  with 
these  preparations  for  your  druggist’s 
convenience.  Literature  and  samples  on 


request. 


mom 
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. . . but  you'll  never  know  the  real  story  until  it  is 
demonstra ted  to  you! 

Then,  and  not  until  then,  will  you  realize  the  difference  between  the 
SW-221  and  ,/j ust  another  short  wave77.  Incorporating  exclusive  "high 
priced"  features  ordinarily  found  only  in  larger  and  more  expensive 
units,  such  as  L-F  Metering  Device,  L-F  Voltage  Compensator, 
L-F  Protect- A -Tube  . . .the  SW-221  is  known  by  users  as  a thor- 
oughly dependable,  economically  priced  unit  . . . and  one  YOU 
should  know  more  about! 

SEE  THIS  UNUSUAL  UNIT  AT  THE 
NEW  YORK  STATE  MEDICAL  SOCIETY  MEETING 
BUFFALO,  APRIL  28 -MAY  1. 
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★To  the  victim  of  hemorrhoids,  control  of  anal  itching 
is  a therapeutic  objective  of  primary  and  immediate  j 
importance.  Surgery,  acknowledged  to  be  the  only  satis-  i 
factory  method  of  therapy,  is  usually  postponed  until 
uncontrollable  bleeding,  protrusion,  or  ulceration  and 
the  resultant  pain  make  operative  extirpation  impera- 
tive. Calmitol  Ointment  usually  produces  prompt  and 
prolonged  relief  from  the  pruritus  of  rectal  varices. 
Not  only  are  the  macerated  tissues  protected  from 
the  irritating  local  secretions,  but  by  its  direct  action 
upon  the  sensory  receptors,  subjective  discomfort  is 
quickly  dispelled. 


Because  of  its  contained  ingredients  (chlor-iodo-camphoric 
aldehyde,  levo-hyoscine  oleinate,  and  menthol  in  an  alcohol- 
chloroform-ether  vehicle),  Calmitol  Ointment  blocks  the 
further  transmission  of  offending  impulses,  exerts  a mild  anti- 
septic action,  contributes  to  resolution  by  local  hyperemia.  In 
obstinately  severe  pruritus,  Calmitol  Liquid  is  recommended 
prior  to  application  of  Calmitol  Ointment,  except  on  sensitive 
areas  or  denuded  surfaces. 


1 0 1 West  3 1 st  Street  New  York,  N.  Y. 
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— is  the  pre-cookecS  cereal 
more  and  more  leading  pe- 
diatricians are  prescribing, 
they  have  found  — as  you 
will  too  — that  babies  really 
enfoy  Cerevim.  Children  and 
adults  also  love  its  delicious 
taste.  This  is  easy  to  under- 
stand when  you  consider 
that  only  natural  ingredients 
go  into  this  better -fasting 
tereaL  Compare  the  foilow- 


VITAMINS:  Every  ounce  contains  100  Int.  units  of  Vitamin  Bu  60  units 
of  riboflavin  tSh^  and  all  factors  of  the  8 

CALCIUM  and  PHOSPHORUS:  Essential  calcium  and  phosphorus  from  a 
natural  source  — Powdered  Skim  Milk. 

IRON:  A good  source  of  available  iron,  without  the  addition  of  metallic 
salts. 


able  form. 

Both  milk  and  cereal  proteins,  excellent  sources  of  the  amino 
acids  necessary  for  growth. 

TENT:  low  in  crude  fiber  content. 

delicious  taste  appeals  to  young  and  old  alike! 


Sold  Only  Through 
Drug  Channels 


Detailed  Only 
to  Physicians 


CORPORATION 

NEW  YORK,  N.Y. 
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SPECIAL  GROUP 
(Middle-Aged  and 
Aged) 


EXPECTANT 
and  NURSING 
MOTHERS 


ADOLESCENTS 


ONLY  VI-SYNERAL  SUPPLIES  CALCULATED  POTENCIES 
OF  VITAMINS  AND  MINERALS  FOR  EACH  AGE  GROUP 


• VITAMIN  AND  MINERAL  DEFICIENCIES  ARE  USUALLY  MULTIPLE 


• THE  VITAMIN-MINERAL  NEEDS  OF  AN  ADULT  DIFFER  FROM  THOSE  OF  AN  INFAN 
— OR  THE  MIDDLE-AGED. 


VI-SYNERAL,*  the  original  multiple  vitamin-mineral  concentrate,  is  the  onl; 
ethical  product  supplying  specially  balanced  potencies  for  each  age  group:  (1 
INFANTS  and  CHILDREN,  (2)  ADOLESCENTS,  (3)  ADULTS,  (4)  EXPECTANT 
and  NURSING  MOTHERS,  (5)  SPECIAL  GROUP  (Middle-aged  and  Aged  Patients) 


VI-SYNERAL 
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VI-SYNERAL 
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VI-SYNERAL 

VITAMINS  MINERALS 


VI-SYNERAL 

VITAMINSWMINERALS 


VI-SYNERAL 

VITAMINSWMINERALS 


VI-SYNERAL  gives  your  patients  an  individualized  dosage  of  vitamins  and  mineral 
in  Funk-Dubin  balances.  Each  VI-SYNERAL  product  contains  VITAMINS  A,  B, 
B2(G),  C,  D,  E,  and  other  B Complex  factors,  together  with  essential  MINERALS 
calcium,  phosphorus,  iron,  copper,  iodine,  manganese,  magnesium  and  zinc. 


Special  Group  VI-SYNERAL  contains  higher  potencies  of  VITAMINS  Bi,  B2,  B< 
Nicotinic  Acid  and  C. 


Literature  describing  each  VI-SYNERAL  product 
potency,  together  with  sample,  sent  upon  request. 


U.  S.  VITAMIN  CORPORATION,  250  East  43rd  Street,  New  York,  N.  Y 

* Trade  Mark  Reg.  U.  S.  Pat.  Of 
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A Reminder  from  Borden  about 


SOUND  INFANT  NUTRITION 


IN  BIOLAC — the  liquid  modified  milk  for  in- 
fants—sound  nutrition  and  ease  of  diges- 
tion  are  assured  by  four  key  principles. 

1.  Fat  Adjustment— fat  is  reduced  to  a mod- 
erate, more  readily  assimilable  level  than  is 
found  in  regular  fluid  or  evaporated  milk. 
Biolac  is  homogenized  to  provide  small, 
readily-digestible  fat  droplets. 

2.  Protein  Adjustment  — protein  is  main- 
tained at  higher  level  than  in  breast  milk  to 
compensate  for  biological  difference  of  cow’s 
milk  protein,  and  to  provide  amply  for  the 
greater  needs  in  early  months  when  growth 
is  fastest. 

3.  Carbohydrate  Adjustment  — as  in  breast 
milk,  carbohydrate  for  the  growing  young  is 
provided  solely  by  lactose,  and  in  Nature’s 
own  equilibrium  of  60%  beta,  40%  alpha 
lactose. 

4.  Vitamin  and  Iron  Adjustment— vitamins 
A,  Bi,  D,  and  iron  are  provided  at  recognized 
prophylactic  levels,  making  their  ingestion 
automatic  and  certain. 

Needing  only  simple  dilution  with  boiled 
water,  Biolac  assures  a sterile  formula— even 
including  the  carbohydrate.  It  is  sold  only 
in  drug  stores ; no  feeding  directions  are 
given  to  the  laity. 


• Please  enclose  professional  card  or  letterhead  when  requesting  literature  or  sam- 
ples. The  Borden  Co.,  350  Madison  Avenue,  New  York  City. 
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C^ilver  Picrate,  Wyeth,  has  | 

a convincing  record  of  effec-  | 

tiveness  as  a local  treat* 

ment  for  acute  anterior 

i i 

urethritis  caused  by  Neis-  I 

seria  gonorrheae.  (1)  An 
aqueous  solution  (0.5  per- 
cent)  of  silver  picrate  or 
water-soluble  jelly  (0,5  per- 
cent) are  employed  in  the 
treatment. 

1.  Knight,  F.,  and  Shelan- 
ski,  H.  A.,  "Treatment 
of  Acute  Anterior 
Urethritis  with  Silver 
Picrate,"  Am.  J.  Syph. 

Gon.  & Ven.  Dis.,  23, 

201  (March)  1939. 

*Silver  Pie  rate,  is  a definite  crystal- 
line compound  of  stiver  and  picric 
acid,  it  Is  available  in  Hie  form  of 
crystals  and  soluble  trituraiion  for 
the  preparation  of  solutions,  sup- 
positories, water-soluble  jelly,  and 
powder  for  vaginal  insufflation. 


JOHN  WYETH  & BROTHER,  INCORPORATED,  PHIIA 


SILVER  PICRATE 
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(Photographed  on  2nd  day) 

Caustic  soda  burns  over  considerable 
upper  body  area,  involving  third  degree 
about  size  man’s  hand  on  chest  and  under- 
side arm.  Second  degree  on  much  of  right 


(Photographed  on  15th  day) 

arm,  face  and  inside  mouth  and  on  tongue. 
Recovery  speedy,  satisfactory,  unevent- 
ful. Discharged  from  hospital  on  28th 
day.  Complete  case  history  upon  request. 


Emergency  treatment  of  BURNS  with  FOILLE  has  been  described  as  spectacular  be- 
cause of  its  dramatic  control  of  pain.  This  immediate  relief  from  suffering  and  agony 
materially  mitigates  early  shock. 

Moreover,  Foille  may  be  applied  immediately — before  debridement. 


FOILLE 

offers  a water-in-oil  emulsion  which  is  not  only  effectively  analgesic,  but  consistently  con- 
trols sepsis,  aids  toward  more  rapid  epithelization,  lessens  danger  of  contracture  and 
reduces  occasions  for  skin  grafting. 

PRICES  NOW  SUBSTANTIALLY  REDUCED 

Encouraged  by  growing  volume  and  acceptance  of  FOILLE  by  the  medical  profession 
nationally,  we  are  pleased  to  announce  the  following  new  schedule  of  list  prices: 

Gallons,  $12.50;  Quarts,  $3.50;  Pints,  $2.00;  4-oz.,  65£ 

CARBISULPHOIL  COMPANY 

MANUFACTURERS 

DALLAS,  TEXAS  U.  S.  A. 

LOS  ANGELES  CHICAGO  NEW  YORK  BIRMINGHAM 


CARBISULPHOIL  CO., 

Dallas,  Texas 

Please  send  me  professional  sample  of  Foille. 

Name M.D. 

Address. 

City 


State 
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■ 545  North  Ave.; 

29  Washing ton 

290  Main  St. 


NEW  ROCHELLE, 

east  orange,  - 

HACKENSACK, 


HERALD  SQUARE 


NEW  YORK 


INTERESTING  FACTS  ABOUT 


MACH  PRESCRIPTION  DEPARTMENT 


Macy’s  15  Registered  Pharmacists  are  selected  only  after  passing 
comprehensive  written  and  performance  tests . They  compound  pre- 
scriptions presented  by  your  patients  carefully  and  accurately . 

Their  work  is  then  rigidly  checked  by  the  Supervising  Pharmacist 
to  doubly  insure  accuracy  and  high  standards  of  workmanship . This 
work  is  all  done  in  one  of  our  two  modern  prescription  laboratories. 
Open  to  view  behind  glass  fronts,  they  are  models  of  what  modern 
prescription  departments  should  be. 

Macy’s  Prescription  Department — Street  Floor 


liim: 
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VAGOTONIA 

A Synergistic  Association  of  Neurotropic  Drugs 

BELLADENAL 


Bel lafoline a parasympathetic  sedative 

Phenobarbital a central  sedative 

SEDATIVE  ANTISPASMODIC 


Supplied:  Tubes  of  20,  bottles  of  100,  500 

Literature  and  samples  on  request 

SANDOZ  CHEMICAL  WORKS,  Inc.  New  York,  N.  y. 


Ipaiozi 


Wintry  weather  brings  with  it  the  usual  prevalence  of 
throat  affections. 


Thantis  Lozenges,  H.  W.  & D,  were  developed  for 
medical  use  in  the  treatment  of  throat  soreness  and  irri- 
tation and  following  tonsillectomy.  They  dissolve 
slowly,  permitting  prolonged  throat  medication. 


are  convenient  and  economical. 


They  are  antiseptic  and  anesthetic 
for  the  mucous  membranes  of  the 
throat  and  mouth. 

Thantis  Lozenges  contain 
Merodicein,  H.  W.  & D.,  1/8 
grain, and  Saligenin,  H. W.  & D., 
1 grain.  They  are  supplied  in 
vials  of  1 2 lozenges  each. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 
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SOME  of  the  most  skillful 
hands  in  the  land  have  been 
crippled  and  removed  from  activ- 
ity by  arthritis.  Nearly  every  doc- 
tor knows  of  such  a case. 

And  now  that  every  skilled  hand 
is  needed  for  the  national  pro- 
gram, the  physician  will  be  grati- 
fied that  he  can,  in  so  many  cases, 
restore  mobility  and  activity — put 
the  worker  back  in  production  and 
remove  the  “bottle-neck55  of  crip- 
pling arthritis — by  the  administra- 
tion of  the  new  systemic  treatment 

ERTRON 

Reg.  U.  S.  Pat.  Off. 


Activated  Vaporized  Sterol — 
Whittier  Process 

This  process  results  in  a product  so 
pure  and  free  from  toxic  factors 
that  the  necessary  massive  dosage 
may  be  given  with  absolute  safety. 

Ertron  may  be  ad- 
ministered SAFELY  in 
doses  up  to  six  cap- 
sules per  day. 

Supplied  in  bottles  of  50 
and  100 


NUTRITION  RESEARCH 
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MILLIONS  of  Americans  are  deficient  in  Vitamin  B — granted. 

The  real  question  is  this:  what  is  the  optimum  form  of  Vitamin  B 
for  therapeutic  use? 

Swiftly,  the  answer  has  emerged:  the  whole  natural  Vitamin  B 
Complex — total  therapy  with  all  the  factors,  known  and  unknown,  is 
undeniably  superior  to  synthetic  combinations. 

The  product  that  meets  these  requirements  is 

BEZON 

Trade  Mark 

WHOLE  NATURAL  VITAMIN  B COMPLEX 


Each 

Capsule 

contains: 


Thiamin 
Riboflavin 
Pyridoxine 
Pantothenic  Acid 


750  micrograms 
1000  micrograms 
35  micrograms 
225  micrograms 


together  with  all  the  other  known  members  of  the  Natural  B Complex. 


Derived  entirely  from  natural 
sources,  Bezon  supplies  the  full 
daily  dosage  and  proper  ratio  of 
riboflavin  and  thiamin,  together 
with  the  other  designated  factors. 
Dose:  one  capsule  a day.  Sup- 
plied in  bottles  of  30  capsules — 
a month’s  supply. 


LABORATORIES 


4210  PETERSON  AVE. 
CHICAGO,  ILLINOIS 
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For  your  patients 


who  inhale 


All  smokers  inhale  some  of  the  time 
and  thereby  increase  the  possibility 

of  irritation. 

MAY  WE  therefore  suggest,  for  your 
patients  who  smoke,  the  protection 
of  Philip  Morris — proved*  definitely  and 
measurably  less  irritating  to  the  mem- 
branes of  the  nose  and  throat. 

Philip  Morris 

Philip  Morris  & Company , Ltd.,  Inc.,  119  Fifth  Avenue,  New  York 

Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154 — Laryngoscope,  Jan.  1937,  Yol.  XL VII,  No.  1,  58-60 


S.,  ...  „ *.  NEW  YORK 
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THE  INSTRUMENT  OF  THE  CARDIOLOGIST 

There  is  no  substitute  for  the  Cambridge  Electrocardiograph. 

The  discriminating  Cardiologist  uses  it  in  his  own  practice;  he 
wants  it  in  his  hospital.  He  can  afford  no  less  to  augment  or  verify 
clinical  evidence.  He  requires  an  instrument  that  is  not  only 
accurate,  rugged  and  dependable  but  one  that  provides  records 
which  are  accepted  throughout  the  world  as  the  standard  of  com- 
parison ...  in  short  a Cambridge-built  instrument. 

A!  THE  STATE  CONVENTION 

Doctor,  we  invite  you  to  the  Cambridge  exhibit,  booth  67  at  the 
New  York  State  Medical  Convention,  April  28  to  May  1,  where 
you  may  see  demonstrated  our  Portable  and  Mobile  Electrocardio- 
graphs and  Electrocardiograph-Stethographs  together  with  related 
diagnostic  instruments. 

CAMBRIDGE  INSTRUMENT  CO.,  INC.,  3734  Grand  Central  Terminal,  New  York,  N.  Y. 
Pioneer  Manufacturers  of  the  Electrocardiograph 
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SKLAR'S 
U.S.  MADE 
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ALL  PATTERNS  NOW 
MADE  WITH  TIN  BOX  LOCK 

All  round  shank  patterns  of  Sklar’s  hemostatic 
and  many  other  forceps  are  now  being  made  with 
the  Box  Lock.  This  Box  Lock  not  only  adds  to  the 
streamlined  beauty  of  the  instrument,  but  it  has 
positive  qualities  that  make  this  type  of  joint  vastly 
superior  to  the  old  types  of  joints  heretofore  used. 

The  series  of  three  small  photographs  show  the  exact  appearance  of  the  Box  Lock 
in  various  positions.  The  first  well  illustrates  the  streamlined  smoothness  in  the 
closed  position.  The  second  and  third  pictures  show  the  lock  in  the  open  position 
of  the  forceps  with  the  lower  photo  illustrating  the  construction,  or  method  by 
which  one  shank  of  the  lock  passes  through  the  center  of  the  corresponding  part  of 
the  other  shank. 

The  lock  or  joint  is  accurately  machined,  smoothly  finished  and  perfectly  fitted. 
Possibility  of  a loose  or  wobbly  joint  is  completely  eliminated.  There  are  no  holes  or 
rough  edges  that  may  cut  gloves,  tissues  or  sutures. 

Serrations  and  mouth  teeth  are  evenly  aligned  and  have  edges  accurately  beveled 
so  that  jaws  grip  without  shear  action.  Hemostasis  is  assured.  Send  for  catalogue 
of  Sklar’s  U.  S.  Made  Stainless  Steel  Surgical  Instruments. 

Sold  Only  Through  Surgical  Supply  Dealers 


J.  SKLAR  MANUFACTURING  COMPANY 


38-04  WOODSIDE  AVE. 


LONG  ISLAND  CITY,  N.  Y. 


2/au  one  coodiaiuf.  invited  to  viAit 

Booth  A/a.  39 

SEE  OUR  SCIENTIFIC  MODELS  OF  PATHOLOGIC  EAR  DRUMS 

Importantly  Noteworthy! 

Two  interesting  clinical  Films  — in  color  and  sound — will  be  shown  at 

Medical  Film  Guild  Booth  #78 

“OTOSCOPY  in  the  Inflammations” 

“A  Clinic  on  PETROSITIS  with  MENINGITIS” 

These  films  made  possible  by  a grant  for  post  graduate  study  in  Otology — are 
available  at  no  charge  to  physician  study  groups,  hospital  staffs,  university  instruc- 
tors, and  professional  societies  . . . Write  to  Auralgan  Research  Division  — 

58  Varick  St.,  New  York,  N.  Y. 


n V I v I W I w I • Coats  and  protects  the 

irritated  mucosa,  acting  as  a mild  astringent.  • Precipitates 
and  coagulates  bacterial  suspensions.  • Adsorbs  and  renders 
innocuous  toxic  and  irritant  substances  in  the  intestines. 


Kaomagma  Plain  andKaomagma  with  Mineral  Oil  are  supplied  inl2-oz.  bottles. 


EXTRALIN 

(Liver-Stomach  Concentrate,  Lilly) 

‘Extralin5  provides  the  antipernicious-anemia  principle 
in  a highly  concentrated  form  for  oral  use.  With  ‘Extra- 
lin5  the  blood  count  may  be  maintained  at  normal  levels 
with  the  least  amount  of  inconvenience  to  the  patient. 
Nine  to  twelve  pulvules  daily  constitute  an  average  main- 
tenance dose. 

Eli  Lilly  and  Company 

Principal  Offices  and  Laboratories , Indianapolis , Indiana , U.  S.  A, 
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Editorial 

You  Will  Never  . . . . 


You  will  never  operate  under  a carbolic 
acid  shower.  You  will  probably  never 
carry  a catheter  in  the  sweatband  of  your 
hat.  You  will  never  see  tan  bark  on  the 
streets  around  hospitals  to  prevent  noise 
or  bales  of  oakum  and  peat  moss  in  hos- 
pital corridors  to  be  used  as  overdressing 
for  infected  wounds.  You  will  never  see 
100  cases  of  typhoid  in  a row  or  5 in  one 
family  die  of  diphtheria  in  one  and  one- 
half  hours! 

At  the  one  hundred  and  thirty-fifth 
annual  meeting  of  the  Medical  Society  of 
the  State  of  New  York,  1941,  in  Buffalo, 
you  will  see  not  a single  tracheotomy 
demonstrated  or  1 case  of  diphtheria 
intubated.  Yet  at  the  time  of  the  eighty- 
first  meeting,  O’Dwyer’s  tubes  were  the 
surgeon’s  hope.  Of  his  experiences  Jacobi 
wrote:  “nearly  3,000  tracheotomies,  2,800 
terminated  in  death.”  Fifty-four  years. 

You  might  come  to  Buffalo  on  April  28 
by  steam  train  or  arrive  in  a horse-drawn 
buggy,  if  you  live  close  by,  as  you  would 
have  come  to  the  eighty-first  meeting; 
but  the  chances  are  you  will  come  by 
automobile  or  plane  this  year,  if  you  can, 
and  keep  in  touch  with  your  office  by 
using  the  improved  facilities  of  Mr.  Bell’s 
recently  developed  telephone.  If  you  are 
unavoidably  prevented  from  attending, 
you  may  be  able  to  hear  some  of  the  pro- 
ceedings through  the  courtesy  of  Senatore 
Marconi,  Dr.  Lee  DeForest,  and  others 
of  our  recent  co-workers  in  science.  And 
we  can  assure  you  that  they  will  be  worth 
hearing. 


We  think  it  only  fair  to  remind  mem- 
bers that  while  in  Buffalo  they  will  be 
within  the  jurisdiction  of  the  hardy  and 
formidable  Medical  Society  of  the  County 
of  Erie.  In  the  year  1827  the  society’s 
receipts  in  membership  fees  amounted  to 
$11.  A resolution  authorized  the  treas- 
urer “to  collect  outstanding  dues  from 
members — peaceably  if  he  can,  forcibly  if 
he  must.”  Such  is  the  quality  of  our 
hosts.  Surely  the  visiting  membership  of 
the  State  Society  can  reasonably  expect 
great  things  from  men  of  such  caliber, 
vigor,  and  determination. 

In  passing,  it  is  of  more  than  historic 
interest  that  in  the  University  of  Buffalo, 
founded  in  1846,  Dr.  White  raised  a storm 
of  protest  in  Buffalo,  throughout  the 
state,  and,  indeed,  throughout  the  United 
States  by  “introducing  demonstrative  or 
clinical  midwifery”  into  the  college  course. 
It  had  never  before  been  attempted  in  this 
country.  “Seldom,”  it  is  said,  “has  an 
event  occurred  that  so  completely  shook 
the  foundations  of  society  in  any  city  as 
did  this.”  Newspapers  denounced  it  as 
immoral.  Dr.  White  was  drawn  into  the 
law  courts  and  was  vindicated ; for  many 
years  he  continued  to  teach  obstetrics  and 
gynecology  in  the  university. 

Noteworthy  also  is  the  fact  that  Dr. 
Roswell  Park  and  Assemblyman  Henry 
W.  Hill  secured  in  1898  from  the  Legis- 
lature the  first  appropriation  ever  made 
from  public  funds,  either  in  this  country 
or  abroad,  for  the  purpose  of  combating 
the  ravages  of  cancer. 
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EDITORIAL 


[N.  Y.  State  J.  M. 


Currently,  we  are  immersed  in  vast 
preparations  for  national  defense.  These 
preparations  contemplate  not  only  the 
mobilization  of  large  numbers  of  men  but 
the  mobilization  also  of  the  vast  store  of 


technical  and  scientific  knowledge  which 
is  available.  Much  of  this  will  be  forth- 
coming at  the  annual  meeting  for  your 
benefit.  Make  it  your  business  to  be 
there. 


Medical  Relief 


The  joint  statement  on  medical  relief 
in  the  State  of  New  York,  published  in 
the  March  15,  1941,  issue  of  the  Journal 
over  the  signatures  of  Jackson  Davis, 
M.D.,  chief  medical  officer  of  the  State 
Department  of  Social  Welfare,  and  Chris- 
topher Wood,  M.D.,  chairman  of  the 
Subcommittee  on  Medical  Relief  of  the 
Medical  Society  of  the  State  of  New  York, 
is  a most  promising  and  refreshing  con- 
tribution, clear,  concise,  and  cogent,  to 
the  hitherto  murky  annals  of  indigent 
medical  service. 

Let  no  one  think  that  this  statement  is 
a joint  inspiration.  It  is  the  result  of  a 
long  conflict  of  many  minds,  the  product 
of  many  weary  hours  of  patient  confer- 
ence, argument,  research  on  both  sides. 
And  the  work  is  by  no  means  finished. 
While  it  may  be  said  that  the  State  De- 
partment of  Social  Welfare  “is  not  un- 
sympathetic toward  these  principles,” 
it  feels  “that  much  additional  thought  and 
study  are  necessary,  especially  with  ref- 
erence to  local  conditions,  before  a com- 
mon ground  can  be  reached.”  The 
principles  referred  to  concern  the  disap- 
proval of  contract  practice  and  the  ex- 
ploitation of  clinics  in  the  care  of  the  in- 
digent. On  all  other  matters,  there 
seems  to  be  a fair  degree  of  agreement  on 
the  part  of  all  concerned. 

We  should  like  to  see  the  medical  care 
of  the  indigent  in  this  state  put  upon  as 
rational  and  intelligent  a foundation  as 
the  care  of  injured  workmen  now  is.  It 
cannot  be  done  in  a moment.  The 
Workmen’s  Compensation  Law  and  prac- 
tice under  it  took  many  years  and  much 
revision  to  reach  its  present  state  of  de- 
velopment. As  the  joint  statement 
points  out:  “Any  platform  adopted  by 
the  State  Medical  Society,  or  by  local 
medical  groups,  has  no  force  whatever  in 
effecting  [?]  the  conduct  of  medical  re- 


lief work  unless  agreement  can  be  reached 
with  the  state  and  local  departments  of 

welfare  concerning  this  platform 

Such  agreements,  if  reached,  are  essen- 
tially mutual  understandings  and  in  no 
sense  abrogate  any  portion  of  the  Public 
Welfare  Law.”  And  yet,  experiment  in 
certain  localities  by  agreement  between 
the  local  welfare  departments  and  the 
local  medical  profession  is  to  be  urged  as 
of  the  utmost  value.  How  otherwise  is 
factual  and  clinical  experience  to  be 
gained?  What  may  work  well  in  one  ex- 
perimental area  may  not  work  well  at  all 
in  another.  To  know  with  certainty,  ex- 
periment is  essential.  On  the  basis  of 
data  thus  accumulated,  and  probably 
not  before,  reasonable  changes  in  regula- 
tions and,  if  necessary,  in  the  law  can  be 
made. 

From  now  on,  it  seems  to  us  imperative 
that  experiment  by  agreement  be  under- 
taken on  a county  basis.  As  a sugges- 
tion, let  these  experiments  by  agreement 
be  designed  to  provoke  interest  and  ac- 
tive participation  in  welfare  medical  serv- 
ice by  the  most  competent  medical  men 
in  the  experimental  areas.  If  the  welfare 
departments  will  cooperate,  no  physician 
should  refuse  a reasonable  donation  of  his 
time  for  this  kind  of  work.  It  is  ad- 
mitted that  the  red  tape  and  the  hope- 
lessly inadequate  financial  return  at  pres- 
ent constitute  a very  real  and  solid 
stumbling  block  in  the  way  of  participa- 
tion by  competent  and  busy  medical 
men.  The  same  thing  was  true  of  work- 
men’s compensation  work  not  so  many 
years  ago.  It  is,  however,  our  firm  con- 
viction that  rational  and  cooperative 
voluntary  experiment  by  competent  phy- 
sicians and  intelligent  administrators  of 
the  public  welfare  law  will  serve  to  demon- 
strate what  can  be  done  and  in  what  re- 
spects the  law  must  be  changed. 
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Approach  to  Health 


Let  it  be  assumed  that  all  parties  at  in- 
terest— government,  voluntary  agencies, 
organized  medicine,  the  press,  and  the 
public — sincerely  desire  for  the  American 
people  the  maximum  of  health  obtain- 
able. At  once,  the  end,  the  objective,  is 
removed  from  the  field  of  controversy. 
How  to  obtain  it?  Here,  concerning 
the  means  to  the  end,  there  is  wide  diver- 
gence of  honest  opinion  among  the  parties 
at  interest.  Why  should  this  be  so? 
Because,  first,  of  the  perspective  of  the 
problem  and  because,  second,  of  the  ab- 
sence of  factual  evidence. 

Perspective. — Medicine  of  all  the  parties 
at  interest  stands  the  closest  to  the  actual 
means  of  operation.  Whatever  means  to 
the  agreed  end  are  proposed,  medicine  is 
the  only  agency  of  all  the  parties  at 
interest  which  must  know  at  first  hand 
whether  the  proposed  means  can  or  can- 
not be  made  practical  in  operation.  And 
it  can  know  that  only  to  the  extent 
that  scientific,  factual  information  exists 
relating  to  the  subject.  Medicine  is 
practical;  it  does  not  guess  where  it  can 
know;  it  deals  with  human  lives;  and 
health  is  an  attribute  of  human  life,  of 
human  minds,  and  of  human  bodies. 

With  respect  to  the  health  of  young 
men  in  New  York  City,  a report  by  Col. 
Samuel  J.  Kopetzky  of  the  results  of  the 
examinations  of  17,540  men  between  the 
ages  of  21  and  36  shows  that  8,883  were 
accepted  for  full  military  duty;  3,984 
men  were  classified  as  qualified  for  limited 
military  service;  and  4,673  were  dis- 
qualified (Class  F4)  as  physically  unfit 
for  any  military  service. 

The  rejections  are  divisible  into  four 
groups : 

A.  Developmental  Defects. — Defec- 
tive vision,  congenital  deformities,  and 
the  like. 

B.  Traumatic  Causes. — Results  of  in- 
dustrial accidents,  athletics,  accidents 
from  all  causes. 

C.  Diseases  not  yet  conquered  by 
medical  science. 

D.  Neglect  Due  to  Ignorance. — Lack 
of  attention  to  nondisabling  ailments 


that  have  been  permitted  to  become 
chronic  because  they  did  not  interfere 
with  the  performance  of  the  duties  of 
civil  life. 

Of  the  17,540  men  examined  49.36  per 
cent  were  rejected,  and,  of  these,  22.71 
per  cent  were  classified  as  able  to  per- 
form limited  military  duty.  This  leaves 
about  26.64  per  cent  classified  as  totally 
unfit  for  military  duty.  Particularly 
gratifying  is  the  fact  that,  of  the  total, 
mental  and  nervous  conditions  accounted 
for  only  4.24  per  cent  or  745  men.  Among 
the  17,540  registrants  only  121  gave  two 
positive  serologic  tests,  some  of  which 
were  of  asymptomatic  syphilis.  The 
total  number  of  persons  suffering  from 
syphilis  was  126  or  a percentage  of  0.72. 

This  report  compares  favorably  with 
figures  on  the  examination  of  108,000  men 
given  out  by  Col.  Leonard  Rowntree, 
M.C.,  in  Chicago,  February  16,  1941. 
Of  the  registrants,  32  per  cent  were  re- 
jected because  of  physical  and  mental 
deficiency  by  draft  board  physicians. 
Twelve  per  cent  of  these  who  passed  were 
subsequently  rejected  by  Induction  Board 
physicians. 

Disqualifications  for  heart  disease  re- 
ported by  Colonel  Kopetzky  were  10.75 
per  cent;  defective  vision,  11.71  per 
cent;  teeth  and  gums,  11.37  per  cent. 
There  is  here  being  created  at  last  an 
approach  to  one  phase  at  least  of  the  na- 
tional health  problem;  the  assembling  of 
reliable  statistical  data  free  from  senti- 
mental or  emotional  embroidery  and  ob- 
fuscation. Governor  Lehman,  as  chair- 
man of  the  State  Defense  Council,  said 
on  March  6,  1941:  “Anything  we  ac- 
complish in  the  protection  and  promotion 
of  health  will  be  lasting.  When  the 
threat  of  war  has  passed  and  world  peace 
and  good  will  have  been  restored,  it  will 
be  a permanent  asset  which  will  pay  in- 
creased dividends  in  the  years  that  lie 
ahead.” 

“Nearly  three  thousand  men  and 
women  in  a volunteer  capacity  are  work- 
ing for  the  Selective  Service  System. 
Doctors,  lawyers,  business  leaders,  and 


670 


EDITORIAL 


[N.  Y.  State  J.  M. 


others  are  giving  of  their  time.  . . . freely 
....  as  citizens  of  the  community  and 
the  nation, . . . said  Col.  Arthur  V.  Mc- 
Dermott, director  of  Selective  Service 
for  New  York  City,  over  WBNX  in  a 
radio  broadcast  on  March  9, 1941. 

From  these  samples  of  the  general 
health  of  the  age  group  under  study,  it 
would  seem  that  the  pattern  of  a health 
program  based  on  realities  may  be  dis- 
cerned. Such  a program  would  discard 
wishful  thinking  for  hard,  factual  obser- 
vation and  be  based  on  logical  conclu- 
sions drawn  from  these  facts. 

All  these  thousands  of  doctors  and 
members  of  the  public  are  thus  coming  in 


direct  contact  with  certain  aspects  of  the 
national  health  problem.  They  are  ac- 
quiring first-hand  information.  Multiply 
this  local  experience  by  the  thousands  of 
other  localities  in  which  others  are  simi- 
larly becoming  acquainted  at  first  hand 
with  some  of  the  health  problems  of  the 
nation.  It  is  a most  wholesome  and  un- 
emotional approach  to  the  question  of 
the  real  facts  about  the  health  of  Amer- 
ica. 

When  men  of  honest  purpose  from  all  of 
the  agencies  concerned  get  together  to 
solve  these  health  problems,  respect  for 
their  conclusions  is  assured,  and  reason 
triumphs  over  emotionalism. 


ATTENTION! 

All  Physicians  in  New  York,  New  Jersey,  and  Connecticut 

Please  send  in  your  Directory  Card  NOW  so  that  the  1941  edition  of  the 
Medical  Directory  of  New  York,  New  Jersey,  and,  Connecticut  may  have  your 
personal  data  accurate.  Deadline  for  copy  is  near. 


THE  BOARD  OF  DIRECTORS 
OF  THE 

PHYSICIANS'  HOME 

GRATEFULLY  ACKNOWLEDGES 
THE  VOLUNTARY  CONTRIBUTIONS  SO 
GENEROUSLY  GIVEN  BY  THE  MEMBERS  OF  THE 
COUNTV  MEDICAL  SOCIETIES 
OF  THE 

STATE  OF  NEW  VORK 
FOR  THE  SUPPORT  OF  OUR  WORTHY  CHARITY 


UROSURGERY  IN  THE  YOUNG:  THE  PEDIATRICIAN’S  ROLE 

Meredith  F.  Campbell,  M.D.,  New  York  City 


THE  initial  step  in  the  successful  surgical 
treatment  of  urologic  disease  in  the  young 
must  necessarily  be  taken  by  the  physician 
who  first  sees  the  patient,  whether  this  phy- 
sician be  a pediatric  specialist  or  general  prac- 
titioner. It  is  his  responsibility  to  recognize 
that  a urologic  condition  probably  exists  and 
to  know  the  indications  for  special  urologic 
investigation.  The  ever  increasing  collabora- 
tion between  pediatricians  and  urologists  is 
not  only  producing  most  gratifying  thera- 
peutic results  but  is  reducing  the  number  of 
children  with  serious  urologic  disease  whose 
deaths  must  be  considered  the  fruit  of  medical 
neglect.  Children  do  not  outgrow  ureteral 
stricture,  infected  hydronephrosis  renal  tu- 
mor, renal  tuberculosis,  or  urinary  stones; 
the  diagnosis  of  chronic  pyelitis,  enuresis,  or 
simply  weak  bladder  too  often  satisfies  the 
physician. 

More  than  90  per  cent  of  urologic  lesions  in 
the  young  result  from  anomalous  develop- 
ment, urinary  infection,  or  their  combined 
effect.  The  incidence  of  maldevelopment  is 
higher  in  the  urinary  tract  than  in  any  other 
system  (in  5 to  13  per  cent  of  all  bodies  studied 
postmortem),  and  the  consequent  incidence 
of  urologic  disease  is  correspondingly  high, 
especially  in  the  young.  Innumerable  chil- 
dren never  reach  adulthood  because  of  these 
factors.  The  present  discussion  is  a brief 
consideration  of  urologic  diagnosis  in  children 
together  with  a few  suggestions  as  to  how  the 
pediatrician  may  be  expected  to  cooperate  in 
the  urologic  treatment. 

The  indications  for  special  urologic  examina- 
tion in  infants  and  children  follow : 

Pyuria  Which  Persists  One  Month  Despite 
Vigorous  Medical  Treatment. — Acute  urinary 
infection  usually  tends  to  be  clinically  self- 
limited, yet  the  disappearance  of  acute  mani- 
festations of  the  disease  and  the  clearing  of 
the  urine  as  determined  by  urinalysis  of  the 
casually  voided  specimen  is  too  frequently  ac- 
cepted as  the  test  of  cure.  Yet  bacteriologic 
studies  have  shown  that  in  a large  number  of 
these  children  the  etiologic  organisms  are 
still  present  in  the  urine  as  long  as  six  months 
after  clinical  cure  has  been  pronounced.  In 
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short,  these  children  are  clinically  cured  but 
are  not  bacteriologically  cured.  With  the 
recurrence  of  acute  obstruction  along  the 
urinary  tract  or  of  acute  focal  infection  else- 
where in  the  body,  and  particularly  in  the 
respiratory  or  gastrointestinal  tracts,  acute 
exacerbation  of  the  urinary  infection  is  likely 
to  be  observed. 

In  the  study  of  urinary  infection,  aseptic 
collection  of  the  specimen  for  examination  is 
of  prime  importance.  The  specimen  for 
bacteriologic  and  microscopic  examination 
should  always  be  collected  from  the  woman  by 
catheterization.  In  the  man  the  prepuce 
should  be  retracted  and  the  glans  penis 
washed  off  with  an  antiseptic  solution,  such 
as  oxycyanide  of  mercury  or  bichloride  of 
mercury  1:1,000.  The  patient  then  voids  a 
small  amount  of  urine,  after  which  the  re- 
mainder of  the  bladder  content  is  passed  into 
a sterile  receptacle  from  which  the  specimen 
is  taken  for  bacteriologic  examination  (smear 
and  culture)  as  well  as  microscopic  analysis. 
When  this  technic  cannot  be  satisfactorily 
employed  in  the  man,  catheterization  must 
be  performed.  Only  by  following  this  method 
in  both  sexes  can  contamination  of  the  urine 
by  extraneous  factors  be  avoided. 

As  to  the  recognition  and  designation  of 
pus:  No  cell  should  be  identified  as  a pus 

cell  which  does  not  show  the  “pawn  broker’s” 
nucleus  characteristically  found  in  the  poly- 
morphonuclear leukocyte.  It  is  of  no  mo- 
ment whether  the  pus  cells  are  clumped  or 
single;  when  many  cells  are  present,  some 
are  likely  to  be  gathered  in  clumps.  More 
than  three  or  four  white  blood  cells  per  low- 
power  field  in  the  uncentrifuged  specimen 
merit  clinical  attention.  Normally,  an  aver- 
age of  about  300,000  white  blood  cells  and  red 
blood  eells  are  passed  from  the  kidney  during 
twelve  hours.  But  this  number  is  relatively 
so  small  as  to  cause  not  more  than  one  cell  to 
be  seen  in  a low-power  field  of  the  uncentri- 
fuged specimen.  Yet  the  differentiation  is 
rarely  as  fine  as  this,  for  even  in  mild  urinary 
infections  there  are  apt  to  be  as  many  as 
eight  or  ten  leukocytes  in  the  low-power 
field. 

If  the  cell  counts  are  confined  only  to  well- 
shaken  uncentrifuged  urine  specimens,  there 
is  a constant  base  factor  for  the  repeated 
estimations  so  essential  to  adequate  clinical 
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management.  I employ  the  centrifuge  only 
to  throw  down  bacteria  for  staining. 

With  the  development  of  more  powerful 
urinary  antiseptics  of  the  mandelic  acid  and 
sulfanilamide  groups,  we  are  now  able  to 
sterilize  the  urine  in  many  patients  with  con- 
genital anomalies  of  the  urinary  tract  or  other 
conditions  that  cause  urinary  stasis  and  in 
which  cases  the  antiseptics  previously  em- 
ployed were  valueless.  Therefore,  in  chronic 
pyuria,  and  this  point  cannot  be  too  strongly 
emphasized,  even  though  we  are  able  to 
sterilize  the  urine  by  these  stronger  antisep- 
tics, the  fact  that  the  pyuria  previously  per- 
sisted at  once  suggests  the  existence  of  uri- 
nary stasis.  We  insist  that  in  these  children 
whose  chronic  urinary  infections  have  been 
cured  by  mandelic  acid,  or  sulfanilamide,  an 
excretory  urographic  study  be  made  to  de- 
termine that  the  urinary  tract  is  morphologi- 
cally normal  before  the  patient  is  dismissed. 
Moreover,  no  patient  should  be  discharged  as 
cured  of  urinary  infection  until  at  least  two 
native  cultures  of  catheterized,  or  otherwise 
aseptically  collected,  specimens  have  been 
obtained.  If  this  dictum  is  observed,  the 
incidence  of  so-called  “recurrences  of  acute 
pyelitis”  will  be  notably  reduced. 

Acute  Fulminating  Urinary  Infection  Which 
Does  Not  Respond  in  Four  to  Six  Days  of  In- 
tensive Medical  Treatment. — In  most  of  these 
cases  acute  urinary  obstruction  will  be  identi- 
fied as  the  important  accessory  factor  that 
causes  the  acute  renal  infection  to  be  intensi- 
fied or  prolonged.  More  often  the  obstruc- 
tion is  near  the  renal  pelvic  outlet  (aberrant 
renal  vessels,  congenital  ureteral  stricture, 
and  so  forth).  The  institution  of  free  renal 
drainage  by  the  passage  of  a ureter  catheter 
to  the  pelvis  or  by  nephrostomy  is  usually 
followed  by  regression  of  the  temperature 
and  of  the  acute  toxic  manifestations.  Yet 
in  some  of  these  cases  the  process  progresses 
to  massive  renal  suppuration  or  a localized 
septic  infarct,  commonly  designated  as  renal 
carbuncle.  Moreover,  secondary  perine- 
phritic  abscess  is  not  uncommon  or  the  meta- 
static perinephric  abscess  without  serious  renal 
involvement  may  disguise  as  so-called  acute 
pyelitis.  In  any  event,  in  such  hyperacute 
renal  infections  one  is  not  justified  in  calmly 
standing  by  and  awaiting  developments  when 
the  initial  medical  therapy  has  proved  fruit- 
less. 

Disturbances  of  Urinary  Function. — In  per- 
sistent frequency  of  urination  the  inadequate 
diagnosis  of  cystitis  is  all  too  commonly  made. 
Cystitis  is  practically  never  a primary  lesion 


but  is  secondary  to  renal  infection,  vesical 
stone  or  a foreign  body,  pericystic  inflamma- 
tion, or  disease  of  the  bladder  outlet,  prostate, 
or  posterior  urethra.  Persistent  frequency 
of  urination  of  the  child  usually  reflects  an 
unrecognized  urinary  infection  and  in  many 
cases  there  is  unsuspected  renal  tuberculosis. 
In  a large  number  of  children  said  to  have 
enuresis  or  just  a weak  bladder,  urethrotrigo- 
nitis  is  the  underlying  lesion.  Other  dis- 
turbances of  urination,  such  as  persistent 
dysuria,  strangury,  the  clinical  syndrome 
loosely  designated  as  enuresis,  entitle  the 
child  to  a special  urologic  consideration. 
Particularly  is  this  so  in  enuresis  in  which 
group  of  children  urologic  examination  is  in- 
dicated when  two  or  three  months  of  medical 
therapy  fails  to  achieve  the  desired  result. 
In  about  1,000  cases  thus  studied  we  found 
uropathology  adequate  to  explain  the  symp- 
tomatology in  approximately  60  per  cent  of 
the  cases  and  many  of  the  patients  required 
surgical  treatment.  While  there  is  little 
question  that  fully  95  per  cent  of  the  cases  of 
enuresis  are  functional  in  origin,  in  many 
cases  renal  infection  or  other  urinary  tract 
disease  exists  and  in  5 instances  I had  to  per- 
form nephrectomy  for  renal  tuberculosis  in 
children  referred  for  examination  with  the 
diagnosis  of  enuresis.  Secondary  bladder 
tuberculosis  explained  the  vesical  symptoms. 
Moreover,  the  incontinence  may  be  explained 
in  cases  of  an  ectopic  ureteral  opening  in  the 
urethra,  at  the  urethral  orifice,  or  in  the  in- 
troitus.  A discussion  of  the  neuromuscular 
disturbances  of  the  bladder  does  not  fall 
within  the  province  of  this  presentation. 

Hematuria. — Blood  in  the  urine  of  a child 
is  most  likely  to  reflect  acute  nephritis. 
Tumor,  nontuberculous,  and  tuberculous  in- 
fection are  next  in  order  of  frequency.  Every 
child  whose  hematuria  is  not  due  to  acute 
nephritis  should  be  subjected  to  urologic  in- 
vestigation. Strangely  enough  in  many 
children  examined  because  of  hematuria,  the 
blood  was  found  to  come  from  an  ulcerated 
congenitally  strictured  urethral  meatus. 

Pain  in  the  Renal,  Ureteral,  Vesical,  Ure- 
thral, or  Genital  Areas. — In  the  upper  urinary 
tract  this  is  usually  a matter  of  hydrone- 
phrosis or  of  ureteral  stricture.  On  the  other 
hand,  in  children  with  abdominal  pain,  es- 
pecially on  the  right  side,  the  diagnosis  of 
chronic  appendicitis  is  frequently  made.  In 
several  children  falling  in  this  group,  urologic 
examination  has  revealed  an  unsuspected  ure- 
teral stricture;  with  the  therapeutic  dilata- 
tion of  the  stricture,  the  general  abdominal 
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symptoms  promptly  disappeared.  Yet  one 
must  not  forget  that  children  also  have  ure- 
teral stone  colic,  acute  vesical  retention, 
tuberculous  epididymitis,  acute  prostatitis, 
and  other  urologic  diseases  that  we  are  more 
accustomed  to  encounter  in  adults. 

Tumor  Along  the  Urinary  Tract. — Hydro- 
nephrosis is  the  commonest  renal  tumor  en- 
countered in  children  but  we  are  also  con- 
cerned with  neoplasm,  perirenal  suppuration, 
and  even  a distended  bladder. 

Injury  of  the  Urogenital  Tract  Calls  for 
Special  Urologic  Investigation  and  Manage- 
ment.— With  the  high  incidence  of  coasting, 
athletic,  and  automobile  injuries  of  the  young, 
the  problem  of  urogenital  trauma,  and  es- 
pecially of  the  kidney,  is  likely  to  be  recurrent 
in  pediatric  practice.  These  injuries  are  al- 
ways potentially  grave  and,  because  of  the 
tendency  to  delayed  shock  in  children,  the 
gravity  of  the  injury  is  likely  to  be  unappre- 
ciated by  the  physician  during  early  hours 
following  its  receipt.  These  children  are 
likely  to  be  up  about  and  playing  for  several 
hours  following  a serious  renal  blow,  ap- 
parently well,  yet  bleeding  internally,  but 
subsequently  they  pass  into  profound  and 
sometimes  fatal  shock.  Unless  the  renal 
blood  supply  has  been  severed  or  thrombosed 
by  the  trauma  or  the  ureter  divided  or 
plugged  by  clots,  hematuria  will  be  observed. 
The  combat  of  shock  by  blood  transfusion, 
morphine,  quiet,  and  heat,  together  with 
hourly  blood  counts  in  cases  of  marked  hema- 
turia, are  the  indicated  therapeutic  steps. 
By  excretory  urography,  many  pelvic  and 
peripelvic  extravasations  will  be  demonstrated 
without  great  disturbance  to  the  patient. 
Mild  hematuria  without  profound  shock  usu- 
ally can  be  safely  treated  conservatively  by 
absolute  rest  and  watchful  waiting.  Con- 
tinued fresh  bleeding  for  twenty-hour  hours 
calls  for  renal  exploration  and  by  observing 
this  criteria  many  kidneys  can  be  saved  by 
conservative  resection  or  suture  according  to 
indication  or  technical  facility.  Yet  early 
nephrectomy  is  often  indicated  and  is  usually 
lifesaving.  It  cannot  be  too  strongly  urged 
that  when  bleeding  has  apparently  stopped 
with  conservative  treatment,  and  there  is  no 
longer  shock,  these  patients  should  be  kept 
quiet  in  bed  for  a relatively  long  time;  our 
recommendation  is  at  least  ten  days.  Un- 
fortunately, it  is  common  practice  to  permit 
children  with  moderate  renal  trauma  to  be 
running  about  within  forty-eight  hours  follow- 
ing cessation  of  hematuria  or  even  while 
microscopic  hematuria  persists.  In  short, 


renal  injuries  in  children  are  always  grave. 

Only  by  keen  recognition  of  these  indica- 
tions for  urologic  examination  and  by  prompt 
institution  of  the  special  diagnostic  investiga- 
tion implied  is  it  possible  to  render  the  pa- 
tient the  greatest  therapeutic  benefit.  An 
early  anatomic  diagnosis  enables  many  po- 
tentially serious  conditions  to  be  corrected  by 
comparatively  simple  conservative  measures. 
Through  failure  to  recognize  early  that  renal 
disease  exists,  nephrectomy  often  becomes 
necessary  and  sometimes  a life  is  needlessly 
lost.  It  is  now  well  established  that  with  the 
exception  of  certain  new  growths  of  the 
genital  tract,  children  suffer  the  same  urologic 
diseases  as  adults.  The  fundamentals  of 
special  urologic  examinations  and  treatment 
are  identical  in  patients  of  all  ages. 

In  the  surgical  management  of  major  uro- 
logic disease  in  children,  the  best  results  will 
be  achieved  only  through  closest  cooperation 
between  the  pediatrician  and  the  urologist. 
The  high  metabolic  rate  of  children  requires 
special  consideration  as  do  other  physiologic 
processes  which  in  children  vary  from  those 
of  adults.  In  other  words,  the  child  is  not  a 
miniature  adult  and  no  urologist  of  my  ac- 
quaintance is  qualified  to  assume  the  respon- 
sibility of  the  settlement  of  the  many  special 
pediatric  problems  which  constantly  arise  in 
the  urosurgical  management  of  infants  and 
young  children.  Moreover,  the  urologic  sur- 
geon who  assumes  such  management  unas- 
sisted is  apt  to  be  taking  upon  his  shoulders  a 
responsibility  which  is  both  unwarranted  and 
unfair  alike  to  the  patient  and  to  himself. 

In  the  preoperative  preparation  of  the  child, 
the  pediatrician  may  advisedly  have  the  im- 
portant hand,  particularly  in  the  attainment 
of  the  best  alimentary  conditions  possible 
and  in  his  assurance  to  the  surgeon  that  the 
child’s  cardiovascular  and  respiratory  sys- 
tems warrant  proceeding  with  the  operation. 
Most  urologic  operations  in  the  young  are 
elective  rather  than  emergency,  and  for  this 
reason  ample  time  should  be  taken  for  proper 
preparation  of  the  patient  for  the  surgical 
treatment.  Here  the  combat  of  dehydration 
and  acidosis  are  the  two  most  important  con- 
siderations. The  determination  of  the  renal 
function  by  excretory  and  retention  tests  may 
be  attended  to  either  by  the  pediatrist  or  the 
urologist.  Food  ingestion  should  be  main- 
tained until  six  to  ten  hours  preoperative  in 
older  children  and  until  two  hours  preopera- 
tive in  infants,  since  starvation  favors  the  de- 
velopment of  acidosis.  Moreover,  preopera- 
tive purgation  is  condemned  because  of  the 
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dehydration  consequent  thereto;  in  younger 
children,  an  enema  should  replace  catharsis; 
in  older  children  a mild  laxative  such  as  milk 
of  magnesia  or  a small  dose  of  castor  oil  is 
adequate. 

In  the  operating  room,  it  is  the  duty  of  the 
pediatrician  and  the  urologist  alike  to  see  that 
the  child’s  body  heat,  blood,  and  fluids  are 
conserved.  A hot-water  bottle  or  electric 
pad  for  accessory  body  heating  is  desirable. 
Everything  should  be  in  readiness  for  the 
operation  before  the  anesthesia  is  started 
since  children  stand  anesthetics  poorly.  Post- 
operatively,  the  administration  of  fluids 
(blood,  water,  glucose,  and  saline)  and  ac- 
cessory body  heating  will  minimize  morbidity 
during  convalescence.  We  attempt  to  return 
the  child  to  his  regular  diet  as  soon  as  it  can 
be  tolerated. 

Following  surgical  treatment,  and  particu- 
larly of  the  upper  urinary  channels,  the 
eradication  of  urinary  infection  is  likely  to  be 
an  important  problem  in  the  completion  of 
the  cure.  The  administration  of  the  chosen 
antiseptic  may  wisely  be  supervised  by  the 
pediatrician  and  notably  when  a sulfanilamide 
compound  is  employed.  To  repeat:  no  child 


should  be  discharged  as  cured  of  urinary  in- 
fection until  at  least  two  negative  cultures  of  a 
catheterized  specimen  have  been  obtained. 

Summary 

We  have  discussed  the  clinical  and  physio- 
logic reasons  for  close  cooperation  between 
pediatrician  and  urologist  in  the  urosurgical 
treatment  of  children.  It  is  the  responsibility 
of  the  physician  who  first  sees  the  child  to 
recognize  that  a urologic  condition  probably 
exists  and  to  know  the  indications  for  special 
urologic  examination  as  herein  outlined.  An 
early  diagnosis  often  permits  a conservative 
operation  to  be  performed;  delayed  diagnosis 
too  often  spells  nephrectomy  and  in  some 
cases,  death.  Such  preventable  disasters 
must  be  considered  the  fruits  of  medical 
neglect.  Finally,  in  the  urosurgical  manage- 
ment of  infants  and  children,  the  urologist 
urgently  needs  the  close  cooperation  of  the 
pediatrician  and  as  greatly  as  the  pediatrician 
needs  the  assistance  of  the  urologist  for  the 
special  technical  examinations  necessary  to 
establish  a correct  anatomic  diagnosis  in 
genitourinary  tract  disease. 

140  East  54th  Street 


DO  YOU  MEAN  ME? 

Are  you  an  active  member,  the  kind  that  would 
be  missed. 

Or  are  you  just  contented  that  your  name  is  on 
the  list? 

Do  you  attend  the  meetings,  and  mingle  with 
the  flock, 

Or  do  you  stay  at  home  and  criticise  and  knock? 

Do  you  take  an  active  part  to  help  the  work 
along, 

Or  are  you  satisfied  to  be  the  kind  that  “just 
belong”? 

Do  you  ever  go  visit  a member  that  is  sick? 

Or  leave  the  work  to  just  a few  and  talk  about  the 
“clique”? 


There’s  quite  a program  scheduled  that  I’m  sure 
you’ve  heard  about, 

And  we’ll  appreciate  if  you,  too,  will  come  and 
help  us  out. 

So  come  to  the  meetings  often,  and  help  with 
hand  and  heart. 

Don’t  be  just  a member,  but  take  an  active 
part. 

Think  this  over,  member,  you  know  right  from 
wrong, 

Are  you  an  active  member,  or  do  you  just 
belong? 

—Anon. 

Journal , Amer.  College  of  Pro. 


“TEACHING  DAY”  AT  POUGHKEEPSIE 
Teaching  Day  on  Malignant  Disease,  arranged 
for  the  Dutchess  County  Medical  Society,  will 
take  place  at  Poughkeepsie  on  April  9.  At  four 
o’clock  Dr.  Arthur  Purdy  Stout,  associate  pro- 
fessor of  surgery,  College  of  Physicians  and  Sur- 
geons, Columbia  University,  will  talk  on  “Prob- 
lems in  Tumor  Diagnosis.”  At  five  o’clock  Dr. 
George  E.  Binkley,  attending  surgeon,  Memorial 
Hospital,  New  York  City,  will  be  heard  on 
“Carcinoma  of  the  Rectum.”  In  the  evening,  at 
eight-thirty,  Dr.  Cornelius  P.  Rhoads,  director, 
Memorial  Hospital,  New  York  City,  will  speak 
on  “Mode  of  Action  of  Cancerigenic  Chemicals.” 


THE  DEADLY  RUT 

Perhaps  the  most  insidious  danger  to  which  a 
professional  man  is  exposed  is  that  of  getting 
into  a rut.  To  follow  methods  that  experience 
has  shown  to  be  successful  is  sound  common 
sense;  but  when  we  assume  that  the  best  way  has 
been  found,  and  cease  active  efforts  to  enlarge 
our  knowledge  and  improve  our  technic,  we  are 
in  a rut. 

The  line  between  conservatism  and  fossiliza- 
tion  may  be  a fine  one,  but  it  is  vitally  important 
to  recognize  it. 

— Adapted  from  United  Business  Service, 
by  Clinical  Medicine 


CONSERVATIVE  SURGERY  IN  THE  TREATMENT  OF 
RECURRENT  SALPINGITIS 

Henry  C.  Falk,  M.D.,  F.A.C.S.,  New  York  City 


AS  A RESULT  of  the  conservative  manage- 
- ment  of  gonorrheal  salpingitis,  it  has  be- 
come evident  that  clinical  cures  can  be  ob- 
tained without  resorting  to  surgery.  In  the 
past  decade,  with  the  addition  of  new  physical 
therapeutic  agents  (fever  therapy,  Elliott 
treatment)  and  chemotherapeutic  agents  (sulf- 
anilamide and  its  derivatives),  the  medical 
management  of  this  disease  has  become  more 
effective.  Notwithstanding  the  effectiveness 
of  medical  therapy,  about  20  per  cent  of  the 
women  with  gonorrheal  salpingitis  eventually 
come  to  surgery.  In  private  practice  the 
percentage  may  be  lower;  in  a large  municipal 
hospital  it  is  usually  higher. 

Surgery  is  indicated  primarily  for  one  of  two 
reasons:  (1)  to  cure  disturbing  symptoms 

such  as  dysmenorrhea,  irregular  or  profuse 
menstrual  bleeding,  etc.;  (2)  to  prevent  re- 
current acute  gonorrheal  salpingitis,  resulting 
in  frequent  and  severe  disabling  attacks  of 
pain  and  fever. 

In  a large  city  hospital  social  and  economic 
factors  make  medical  treatment  difficult  and 
frequently  inadequate.  This  results  in  re- 
peated attacks  of  acute  inflammation  brought 
on  by  reinfection.  Surgery  in  these  patients 
is  directed  in  a large  measure  toward  the  relief 
and  prevention  of  symptoms  that  destroy 
their  economic  and  social  independence. 

In  1870  Lawson  Tait1  founded  the  operative 
treatment  of  salpingitis.  No  significant  ad- 
vance has  been  made  in  the  surgical  treatment 
of  this  condition  since  Simpson’s  paper  in 
19092  when  the  value  of  the  delayed  operation 
was  established. 

Salpingectomy  is  a relatively  safe  procedure 
if  practiced  in  accordance  with  the  principles 
laid  down  by  Simpson.  Yet  a survey  of  re- 
ported series  (Table  1)  shows  several  disad- 
vantages. 

1.  The  mortality  rate  varies  from  1 to  10 
per  cent.  The  most  important  factor  in  the 
production  of  a high  mortality  rate  is  opera- 
tion during  the  acute  phase  (Ricci,27  Al- 
dridge29, 30).  Operation  during  the  chronic 
phase  has  a mortality  of  from  1 to  2 per  cent. 
This  mortality  in  the  hands  of  qualified  sur- 
geons is  too  high  for  a disease  that  does 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  May  9, 1940. 
Director  of  gynecology,  Harlem  Hospital. 


not  threaten  life  under  usual  circumstances. 

2.  There  is  a high  percentage  of  immediate 
postoperative  morbidity,  with  delayed  con- 
valescence and  postoperative  indurations  and 
exudates  that  require  prolonged  treatment 
(Norris,  5.8  per  cent18).  Farr  and  Findley28 
report  that  5 per  cent  of  their  cases  needed 
reoperation  while  in  the  hospital,  chiefly  for 
pelvic  abscess.  In  acute  cases  Aldridge  found 
a high  morbidity  of  52.5  per  cent;  whereas  in 
cases  that  were  clinically  and  microscopically 
inactive  the  morbidity  was  18.1  per  cent. 

3.  The  ultimate  postoperative  results  are 
only  moderately  satisfactory.  About  20  per 
cent  need  subsequent  therapy,  either  medical 
or  surgical.  Aldridge  in  a critical  analysis 
f ound  1 9 per  cent  unsatisf actory  results . N or- 
ris and  Whitehouse  report  that  5 per  cent  of 
all  patients  needed  subsequent  gynecologic 
operation. 

4.  The  incidence  of  postoperative  ovarian 
cysts,  although  difficult  to  determine,  seems 
to  be  high.  In  Aldridge’s  series  5 per  cent  of 
the  patients  were  subsequently  found  to  have 
either  cystic  ovaries  or  ovarian  cysts. 

5.  Sampson3  has  called  attention  to  the 
relatively  high  frequency  of  postsalpingectomy 
endometriosis  and  ectopic  pregnancy  in  the 
tubal  stump. 

6.  Technical  difficulties  often  lead  to  the 
sacrifice  of  the  ovaries.  C.  J.  Miller,4  despite 
advocating  conservative  surgery,  reports  that 
in  300  cases  of  salpingectomy  218  had  uni- 
lateral or  bilateral  oophorectomy. 

As  a consequence  of  these  deficiencies  many 
gynecologists  have  become  radical  in  the  belief 
that  the  retained  uterus  and  ovaries  fre- 
quently give  rise  to  subsequent  symptoms  that 
require  reoperation  (Drips  and  Day,5  Gard- 
ner6). The  literature  (Tables  2 and  3)  gives 
the  impression  that  the  late  clinical  results  of 
radical  surgery  are  better  than  those  of  simple 
salpingectomy.  However,  the  high  primary 
mortality  and  morbidity  and  the  fact  that  it 
violates  every  principle  of  preserving  as  much 
of  the  pelvic  organs  as  possible  in  young 
women  are  serious  objections. 

Conservative  tubal  surgery,  i.e.,  unilateral 
salpingectomy  or  plastic  operations  on  the 
tubes,  has  also  proved  unsuccessful  (Green- 
hill7).  Reinfection  often  occurs  which  neces- 
sitates a second  operation. 
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TABLE  1. — Conservative  Tubal  Operations 
(Salpingostomy,  Unilateral  or  Bilateral  Salpingectomy) 


No.  of  Mortality, 
Name  Operations  Percentage 

1909  Simpson2  465  0.8 

1910  Giles14  144  4.8 

1910  Landau,  L.15  780  2.0 

1911  Thaler16  262  5.3 

1912  Martin,  C.17  385  3.8 

1913  Norris16  321  2.1 

1919  Fraenkel,  K.19  3,624  3.9 

1921  Heynemann,  Th.20  279  0 

1923  Werer  and  Stigl- 

bauer21  94  2.1 

1926  Compilation  cited  by 

Heynemann,  Th. 22  950  2.5 

1926  Cherry23  832  4.9 

1926  Peham  and  Am- 

reich24  91  0 

1926  Hartman25  85  0 

1927  Whitehouse,  B.26  177  1.2 

1928  Ricci27  200  Nonoperative  0 

- 200  Clinically  non- 

purulent  0 . 5 

200  Purulent  sal- 
pingitis 14 . 5 

1929  Farr  and  Findley2*  403  3.42 

1930  Aldridge29*  30  99  Microscopi- 

cally and 
clinically  ac- 
tive 13 . 1 

89  Microscopi- 
cally active 
and  clini- 
cally inac- 
tive 3 . 3 

878  Chronic  inac- 
tive 2 . 8 


TABLE  2. — Radical  Surgery 
(Total  or  Supracervical  Hysterectomy  with  Bilateral 
Salpingectomy)  


No.  of 

Mortality, 

Name 

Operations 

Percentage 

1910  Giles14 

23 

17.4 

1911  Thaler16 

108 

8.6 

1913  Norris18 

69 

5 . 7 

1919  Fraenkel,  K.19 

372 

6.6 

1921  Heynemann,  Th.22 

195 

4.1 

1923  Werer  and  Stiglbauer 21  194 

6.7 

1926  Peham  and  Amreich24  137 

5.8 

1926  Hartman25 

16 

18.7 

1927  Whitehouse26 

137 

7.5 

TABLE  3.- 

-Clinical  Cures 

Name  Type  of  Operation 

Cured, 

Percentage 

Thaler16 

Radical 

93.5 

Conservative 

73.9 

Werer  and  Stiglbauer21 

Radical 

87.8 

Conservative 

76.9 

Probstner 

Radical 

88.1 

Conservative 

70.6 

Latzko 

Radical 

91.6 

Conservative 

50 

Henkel 

Radical 

80.9 

Conservative 

50.6 

Fraenkel,  K.19 

Radical 

90.3 

Conservative 

60.3 

Hartman25 

Radical  and  con- 

servative 

81.28 

Whitehouse26 

Radical  and  con- 

servative 

80 

Farr  and  Findley28 

Conservative 

80 

Aldridge29*  30 

Conservative 

80.9 

As  a result,  therefore,  of  dissatisfaction 
with  the  end  results  of  both  the  so-called  con- 
servative and  radical  operation,  a large  series 
of  cases  of  tubal  infection  were  studied  on  the 
gynecologic  service  of  Harlem  Hospital. 

It  is  well  recognized  that  not  every  case  of 
gonorrheal  infection  in  women  results  in  sal- 
pingitis. The  primary  portals  of  entry  of  the 
gonococci  in  women  are  the  urethra,  Bartho- 
lin’s glands,  and  the  cervix.  Of  these  the  cer- 
vix is  the  most  important.  The  gonococcus 
finds  an  ideal  location  in  the  deep,  poorly 
oxygenated  recesses  of  the  racemose  cervical 
glands.  The  infection  may  be  confined  to 
these  areas  and  never  give  rise  to  tubal  in- 
flammation. Not  infrequently,  however,  im- 
mediately following  menstruation,  the  gono- 
cocci ascend  to  the  tube  and  give  rise  to  sal- 
pingitis. 

Microscopic  examination  of  the  extirpated 
gonorrheal  tube  shows  it  to  be  primarily  an 
endosalpingitis,  in  which  the  tubal  villi  bear 
the  full  brunt  of  the  disease.  In  early  acute 
cases  (primary  attack)  the  folds  become  mark- 
edly swollen  with  polymorphonuclear  leuko- 
cytes. Pus  appears  in  thedumen  of  the  tube. 
In  early  cases  the  muscularis  and  serosa  are 
little  inflamed.  At  a later  stage  the  inflamma- 
tion travels  from  the  lumen  outward  to  the 
serosa.  With  resolution  the  exudate  in  the 
lumen  and  the  folds  is  gradually  absorbed, 
and  on  gross  and  microscopic  study  the  tube 


may  appear  normal.  Not  infrequently,  how- 
ever, the  endosalpinx  is  found  to  be  the  seat 
of  a follicular  salpingitis,  the  end  result  of  a 
mild  infection.  Repeated  attacks  cause 
marked  thickening  and  infiltration  of  all  the 
layers  of  the  tube,  although  again  it  is  the 
endosalpinx  that  is  most  severely  inflamed. 

From  microscopic  examination  it  seems 
reasonable  to  assume  that  the  mode  of  exten- 
sion in  gonorrheal  infection  is  via  the  surface 
epithelium  or  possibly  the  subepithelium. 
The  sequence  of  extension  is  endocervicitis, 
endometritis,  and  endosalpingitis.  The  ex- 
istence of  an  acute  and  subacute  gonorrheal 
endometritis  has  been  demonstrated  by  a 
number  of  investigators.  Wertheim,8  in  the 
days  when  acute  gonorrheal  cases  were  oper- 
ated upon,  w as  able  to  culture  the  gonococcus 
from  the  endometrium  in  8 of  18  cases.  A 
most  careful  bacteriologic  and  histologic  study 
was  reported  by  Curtis.9  Of  46  women  with  a 
history  or  gross  evidence  of  any  pelvic  infec- 
tion, the  gonococcus  wras  recovered  in  6 in- 
stances. Definite  histologic  evidence  of  sub- 
acute endometritis  as  evidenced  by  poly- 
morphonuclear and  round-cell  infiltration  was 
also  present  in  these  6 cases.  Two  additional 
facts  are  noteworthy:  (1)  In  spite  of  the  fact 

that  all  patients  were  believed  to  be  free  of  any 
active  infection  at  the  time  of  operation,  6 
cases  gave  a positive  gonococcic  culture;  (2) 
in  all  patients  wdth  positive  cultures  from  the 
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endometrium,  coexisting  tubal  inflammation 
was  present,  and  usually  gonococci  could  also 
be  recovered  from  the  tube.  Recently,  an 
opportunity  presented  itself  to  examine  bac- 
teriologicafly  the  tubes,  ovaries,  uterus,  and 
cervix  of  a patient  who  had  undergone  fever 
therapy.  In  this  patient  the  temperature, 
sedimentation  rate,  and  blood  count  were 
normal  for  three  weeks,  and  the  cervical  and 
urethral  smears  that  had  been  positive  for 
gonococci  became  negative  before  operation 
was  performed.  However,  the  sudden  growth 
of  an  adnexal  mass  after  fever  therapy  made 
operative  intervention  seem  necessary.  At 
laparotomy  this  was  found  to  be  a simple 
ovarian  cyst.  On  the  opposite  side  a tubo- 
ovarian  abscess  was  present.  Since  both 
ovaries  were  destroyed,  hysterectomy  with  bi- 
lateral salpingo-oophorectomy  was  performed. 
Surprisingly,  cultures  of  the  endometrium, 
endosalpinx,  and  left  ovary  were  positive  for 
gonococci,  although  cultures  of  the  extirpated 
cervix  were  sterile. 

Several  other  modes  of  infection  are  theo- 
retically possible,  i.e.,  hematogenic  and 
lymphogenous.  Gonococcic  bacteremia  oc- 
curs rarely  and  is  almost  always  secondary  to 
pelvic  inflammation.10  That  the  reverse  may 
occur  is  possible  but  highly  improbable.  It 
has  been  pointed  out  that  the  gonococcus  is 
an  organism  that  grows  best  on  epithelial  sur- 
faces. Under  ordinary  circumstances  it  does 
not  penetrate  deeply,  except  by  continuous 
growth  along  the  epithelium  of  glands  (endo- 
cervix  in  women,  and  prostate  in  men) . The 
lymphatic  apparatus  of  the  pelvis  is  extremely 
abundant,  yet  gonorrheal  parametritis  is  rare. 
When  it  does  occur  it  is  due  to  an  exudate 
from  the  tubes  dripping  onto  the  broad  liga- 
ment or  cul-de-sac,  thereby  producing  in- 
flammation by  contiguity.  Clinically,  the 
term  “parametritis”  is  often  loosely  used 
to  denote  any  type  of  indurated  adnexal 
masses. 

However,  at  operation  for  gonorrheal  sal- 
pingitis, true  infiltration  of  the  broad  ligament 
itself  (excluding  peritoneal  adhesions,  etc.) 
will  not  be  found  in  either  acute  or  chronic 
cases  unless  there  has  been  direct  extension  of 
the  infection  to  the  peritoneal  surface  of  the 
broad  ligament.  Therefore,  extension  via  the 
lymphatics  is  improbable. 

As  a result  it  seems  logical  to  believe  that 
recurrent  salpingitis  is  caused  by  reinfection 
extending  upward  to  the  tubes  along  the  endo- 
metrium from  the  lower  genital  tract  and  that 
any  operation  that  would  sever  this  epithelial 
continuity  would  prevent  recurrent  salpingitis. 


Several  clinical  facts  seemed  to  corroborate 
this  theory. 

1.  Several  cases  of  fibroids  with  pus  tubes 
were  seen,  where  at  operation,  because  of  tech- 
nical difficulties  or  the  poor  condition  of  the 
patient,  simple  supracervical  hysterectomy 
was  performed.  All  patients  became  free  of 
symptoms  of  pelvic  infection.  In  2 cases, 
however,  secondary  operation  vras  thought  to 
be  safer  for  the  patient — at  laparotomy 
marked  regression  in  the  tubal  inflammation 
had  occurred. 

2.  Despite  the  fact  that  salpingitis  is 
known  to  be  bilateral,  patients  "were  repeatedly 
seen  in  whom  there  was  a pyosalpinx  on  one 
side  and  an  apparently  normal  tube  on  the 
other.  However,  examination  of  the  appar- 
ently normal  tube  proved  that  the  lumen  was 
completely  obliterated  at  the  cornual  end  so 
that  the  epithelial  extension  from  the  uterus 
to  the  ampulla  of  the  tube  was  anatomically 
impossible. 

3.  A number  of  patients  were  observed 
who  had  been  sterilized  by  cornual  resection 
because  of  various  medical  indications.  Sev- 
eral of  these  patients  developed  an  acute  cervi- 
cal gonorrhea,  but  in  no  instance  did  salpin- 
gitis develop. 

4.  Little11  and  Holden12  had  shown  that 
cure  of  salpingitis  could  be  obtained  without 
extirpation  of  the  tubes. 

As  a result  of  these  considerations  cornual 
resection  was  instituted  as  a simplified  con- 
servative operation  in  the  treatment  of  re- 
current salpingitis  with  the  following  qualifica- 
tions. 

(1)  It  does  not  replace  the  conservative 
medical  management  of  salpingitis  but  is 
indicated  only  in  those  instances  where  recur- 
rent attacks  of  salpingitis  cannot  be  prevented 
by  prophylactic  and  medical  measures. 

(2)  It  does  not  cure  gonorrhea  of  the  lower 
gynecologic  tract  but  promotes  healing  of 
existing  tubal  inflammation  and  prevents  re- 
current attacks  of  salpingitis. 

(3)  It  cannot  be  performed  in  the  face  of 
ovarian  infection;  this  complication  demands 
salpingo-oophorectomy. 

(4)  It  cannot  be  performed  until  Simpson’s 
requisites  have  been  satisfied. 

During  the  initial  phase  of  this  study,  in  ac- 
cordance with  investigations  of  Curtis  on  the 
bacteriology  of  the  tube,13  it  was  believed  that 
after  several  weeks  of  normal  temperature  the 
tubes,  in  the  majority  of  cases,  were  sterile. 
As  the  investigation  progressed,  bacteriologic 
studies  were  made  on  the  excised  tubes;  in  16 
cases  the  cultures  of  the  tubal  wall  were  100 
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Chart  1. 

per  cent  positive  for  bacteria.  In  all  of  these 
cases  the  temperature,  sedimentation  rate, 
and  white  blood  count  had  been  normal  for 
two  to  three  weeks  before  operation.  In  11  of 
the  16  cases  gonococci  were  found  five  times 
as  the  sole  organism.  In  the  remaining  cases 
a variety  of  organisms — streptococci,  staphylo- 
cocci, colon  bacilli,  diptheroids,  etc. — were 
present.  The  pus  in  the  lumen  of  the  tube 
was  sterile.  Notwithstanding  these  bacterio- 
logic  findings,  the  original  deduction — namely, 
that  the  tube  does  not  spontaneously  reinfect 
itself  but  that  reinfections  invariably  proceed 
from  the  lower  genital  tract — still  seems  to  be 
valid.  To  our  knowledge  there  has  been  no 
case  of  recurrent  infection  of  the  tube  following 
cornual  resection.  At  the  present  time,  fur- 
ther bacteriologic  and  immunologic  studies  are 
being  made  to  determine  why  reinfection  of 
the  tube  does  not  occur  from  the  bacteria  pres- 
ent in  the  tube  wall  itself;  this  would  seem 
to  be  due  to  bacteriostatic  tissue  factors  of 
which  almost  nothing  is  known  at  present. 

Clinical  Material 

To  date,  over  400  cases  of  cornual  resection 
have  been  performed  at  Harlem  Hospital. 
The  following  report  is  based  upon  350  cases 
operated  upon  during  the  period  from  March, 
1934,  to  November,  1939,  so  that  a minimum 
follow-up  observation  of  four  months  has  been 
obtained. 

Age  (Chart  1). — The  youngest  patient  was 
17  and  the  oldest  was  49  j^ears  of  age;  248 


cases  were  between  20  and  29  years  of  age. 
Despite  the  apparent  youthfuiness  of  this 
group,  they  all  had  had  repeated  attacks  of 
salpingitis.  No  patient  was  operated  upon 
during  the  first  or  second  attack. 

Preoperative  Hospitalization  (Chart  2).— 
Before  any  surgery  was  instituted  Simpson’s 
prerequisites  were  satisfied.  This  required 
from  one  to  four  weeks  of  preoperative  hos- 
pitalization in  the  majority  of  the  cases;  not 
infrequently,  five  to  six  weeks  was  necessary. 
In  20  cases,  as  a result  of  a diagnostic  error 
(ectopic,  twisted  ovarian  cyst,  etc.),  the  opera- 
tion was  performed  within  four  days  of  hos- 
pitalization. 

Prcopcirdtive  Hospitalization 
in 
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Chart  2. 

Size  of  Tube  at  Operation  (Chart  3). — In  185 
patients  the  tubes  were  less  than  2 cm.  in 
diameter;  in  121,  from  2 to  4 cm.  in  diameter; 
and  in  44,  over  4 cm.  in  diameter. 

Postoperative  Morbidity  (Chart  4). — Three 
hundred  and  six  or  87.4  per  cent  of  the  pa- 
tients were  discharged  from  the  tenth  to  the 
sixteenth  postoperative  day.  As  in  other  re- 
ported series  (Ricci,27  Aldridge29'  30)  there  was 
a marked  correlation  between  the  acuteness  of 
the  salpingitis  at  operation  and  the  postopera- 
tive morbidity.  The  greatest  postoperative 
morbidity  occurred  in  those  patients  who  had 
had  the  shortest  preoperative  hospitalization 
and  where  the  operation  was  not  one  of  choice 
but  one  of  necessity  or  a desire  to  perform 
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minimal  surgery,  owing  to  a primary  mistake 
in  diagnosis. 

End  Results  (Chart  3) . — Of  the  350  patients 
70.3  per  cent  were  observed  in  the  follow-up 
clinic  for  a period  varying  from  four  months 
to  five  years.  The  results  on  the  256  patients 
seen  were  classified  in  these  groups. 

1.  Anatomic. — Cured:  78  per  cent;  im- 
proved: 21  per  cent;  failures:  2 per  cent. 
Any  palpable  masses  (ovarian  or  tubal),  retro- 
version, or  persistent  induration  were  classified 
as  improved  or  failures,  depending  upon  the 
degree  of  pathology  present.  It  is  reasonable 
to  expect  that  in  many  cases  complete  resolu- 
tion may  never  be  obtained  or  only  at  a late 
date. 

Sixe  of  T*bal  Hass. 
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Chart  3. 

2.  Clinical. — Cured:  85.5  per  cent;  im- 
proved: 13  per  cent;  failures:  1.5  per  cent. 

The  chief  clinical  complaints  are  pain  and  ir- 
regular bleeding.  Frequently,  leukorrhea 
necessitated  treatment  in  the  endocervicitis 
clinic,  but  leukorrhea  continuing  after  treat- 
ment was  considered  to  militate  against  the 
desired  clinical  result. 

3.  Economic. — Cured:  87.8  per  cent;  im- 
proved: 11  per  cent;  failures:  1.5  per  cent. 
This  is  believed  to  be  the  most  important  cri- 
terion of  the  success  or  failure  of  cornual  resec- 
tion and  it  is  gratifying  that  only  3 of  the  256 
patients  who  were  traced  felt  that  they  were 
unable  to  work  following  this  operation. 

4-  Reoperations. — To  our  knowledge  no 
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patient  has  been  reoperated  upon  in  any  hos- 
pital, municipal  or  private,  for  a recurrence  of 
the  salpingitis.  Because  of  the  economic 
status  of  these  patients  it  is  likely  that  further 
treatment  would  be  sought  in  a municipal 
hospital.  However,  there  has  been  no  request 
for  information  concerning  these  patients. 
Three  patients  were  reoperated  upon  on  the 
gynecologic  service  at  Harlem  Hospital.  In  1 
patient,  a laparotomy  for  upper  intestinal 
obstruction  was  performed.  Examination  of 
the  pelvis  showed  it  to  be  clear.  In  2 other 
patients,  laparotomy  was  performed  for  per- 
sistent pain.  In  both,  a Poole  suspension  of 
the  ovaries  had  been  performed,  and  appar- 
ently the  fixation  of  the  ovaries  caused  tension 
and  pain.  The  tubes  were  excised  in  both  in- 
stances at  reoperation.  A small  hydrosal- 
pinx, measuring  1 cm.  in  diameter,  was  present 
in  1 case;  in  the  other,  the  tubes  were  micro- 
scopically and  macroscopically  normal. 

Conclusions 

1.  The  sequence  of  extension  of  a gonor- 
rheal infection  is  endocervicitis,  endometritis 
and  endosalpingitis. 

2.  Cornual  resection  is  offered  as  a simple 
operation  for  the  clinical  cure  of  recurrent  sal- 
pingitis by  severing  the  continuity. 
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3.  Three  hundred  and  fifty  cases  are  re- 
ported with  85  per  cent  clinical  cures. 
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THE  DOCTOR  IN  UNIFORM 
Military  service  has  a strange  effect  on  most 
physicians,  said  Dr.  Creighton  Barker,  of  New 
Haven,  addressing  the  Connecticut  Hospital 
Association  a few  weeks  ago.  It  causes  them,  he 
remarked,  to  suffer  from  what  another  has  lately 
called  a “cactus  complex,”  which  “is  a bristling 
thorny  untouchability  usually  accompanied  by 
several  stigmas,  small  shoebrush  mustaches, 
grapelike  pendulous  tumors  dangling  from  the 
left  wrist,  and  a dermatosis  resembling  a small 
watch  hidden  by  the  cuff.”  All  these  are  inter- 
mittent sources  of  irritation  producing  sudden 
jerky  movements,  usually  crooking  of  the  elbow 
and  frequent  nervous  inspection  of  the  wrist  to 
see  what  time  it  is  for  no  reason  at  all.  Our 


usually  mild  and  quiet  colleagues,  as  soon  as 
they  put  on  a uniform,  will  develop  the  idea  that 
to  be  consistent  they  must  develop  a certain 
fierceness  and  barking  speech  and  heel-clicking 
smartness.  A brief  course  in  deportment  is 
suggested  while  there  is  yet  time.  I submit, 
too,  that  tailors  should  be  more  carefully  con- 
trolled. There  is  something  comfortable  and 
confidence-inspiring  in  a family  physician  whose 
bedside  raiment  is  characterized  by  a whole- 
some indifference,  but  this  same  man,  distorted, 
compressed,  and  caused  to  bulge  in  a uniform  that 
has  been  designed  and  sewed  under  the  influence 
of  war  hysteria,  cuts  a figure  that  is  bad  for  the 
morale  of  the  old  regiment. 


EXAMINATIONS— AMERICAN  BOARD  OF 
The  general  oral  and  pathologic  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B) 
will  be  conducted  at  Cleveland,  Ohio,  by  the 
entire  board  from  Wednesday,  May  28,  to  Mon- 
day, June  2,  1941,  inclusive,  prior  to  the  opening 
of  the  annual  meeting  of  the  American  Medical 
Association  in  Cleveland. 

Formal  notice  of  the  time  and  place  of  these 
examinations  will  be  sent  each  candidate  several 
weeks  in  advance  of  the  examination  dates. 
Candidates  for  re-examination  in  Part  II  must 


OBSTETRICS  AND  GYNECOLOGY 

make  written  application  to  the  Secretary’s 
Office  before  April  15,  1941. 

The  board  requests  that  all  prospective  candi- 
dates who  plan  to  submit  applications  in  the  near 
future  request  and  use  the  new  application  form 
which  has  this  year  been  inaugurated  by  the 
board.  The  secretar}'  will  be  glad  to  furnish 
these  forms  upon  request,  together  with  informa- 
tion regarding  board  requirements.  Address  Dr. 
Paul  Titus,  secretary,  1015  Highland  Building, 
Pittsburgh  (6),  Pennsylvania. 


NOTICE  OF  TWO  LECTURES 
The  New  York  Polyclinic  Medical  School  and 
Hospital  wishes  to  announce  the  following: 

Dr.  Walter  C.  Alvarez  of  the  Mayo  Clinic  will 
deliver  a lecture  on  Friday,  April  18,  at  2:30 
p.m.,  on  “Puzzling  Types  of  Abdominal  Pain.” 


Dr.  Ralph  Moore  Tovell,  Hartford  Hospital, 
Hartford,  Connecticut,  will  deliver  a lecture  on 
Friday,  May  2,  at  5:30  p.m.  on  “Regional  Anes- 
thesia.”— F.  H.  Dillingham , M.D.,  Medical  Execu- 
tive Officer 


SARCOMA  OF  THE  UTERUS 


Frank  R.  Smith,  M.D.,  F.A.C.S.,  New  York  City 


UTERINE  sarcoma  is  a malignant  tumor 
consisting  of  cells  of  mesodermal  origin. 
These  tumors  are  usually  classified  quite 
properly  according  to  their  origin  and  patho- 
logic characteristics.  Most  authors  attempt 
to  identify  them  as  originating  from  en- 
dometrial or  myometrial  tissues,  with  sub- 
divisions according  to  their  architectural 
structure.  Ewing1  describes  uterine  sar- 
comas as:  (1)  circumscribed  primary  sar- 

coma, chiefly  subserous  or  interstitial;  (2) 
diffuse  sarcoma,  chiefly  submucous  or  in- 
filtrating the  wall  and  parametrium  with 
metastases  and  subject  to  hemorrhage  and 
necrosis;  (3)  polypoid  sarcoma  of  the  body  of 
the  cervix  (so-called  botryoid  sarcoma);  (4) 
extensive  single  or  multiple  myosarcoma;  and 
(5)  secondary  sarcoma  in  myomas.  Frank2 
mentions  as  usual  types:  muscle  cell,  spindle 
cell,  round  cell,  giant  cell,  and  those  with 
secondary  changes  in  myoma;  also  the  special 
types — angiosarcoma,  perithelial  cell  sarcoma, 
and  melanosarcoma. 

This  discussion  will  deal  with  the  clinical 
manifestations  of  the  disease,  the  therapy 
employed,  and  the  results  obtained.  It  is 
based  on  a statistical  study  of  the  patients 
with  undisputed  sarcoma  of  the  uterus  who 
have  been  treated  on  the  Gynecological 
Service  of  Memorial  Hospital  during  the 
years  1928  to  1939,  inclusive.  Twenty-four 
such  patients  were  available.  Four  other 
patients  were  sent  to  Memorial  Hospital  dur- 
ing this  period  with  the  pathologic  diagnosis 
of  uterine  sarcoma,  but  the  diagnosis  was  not 
confirmed  by  our  pathologic  department. 
These  patients  will  be  referred  to  again  but 
are  not  included  in  this  statistical  study.  Also, 
certain  other  patients  (infants)  with  angio- 
sarcoma of  the  vagina  and  those  with  retro- 
peritoneal sarcomas  involving  the  entire 
pelvis  are  excluded  from  this  study. 

Table  1 shows  the  relative  rarity  of  sarcoma 
of  the  uterus  by  comparing  its  incidence  with 
that  of  other  uterine  lesions  treated  at  Me- 
morial Hospital  during  the  same  time  period. 
Naturally,  this  comparative  incidence  will 
vary  in  different  clinics.  In  discussing  the 
relative  frequency  of  sarcoma  to  carcinoma  in 
the  uterus,  Frank2  quotes  Evans3  in  stating 

Read  at  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  May  9, 
1940. 


the  incidence,  to  be  1 to  40  and  Veit4  as  1 to 
37.2.  Geist5  found  4.07  per  cent  sarcoma  in 
540  patients  with  myomas;  Kelly6  reported 
1.2  per  cent  sarcomas  in  1,400  myomas. 
Warner7  states  that  of  7 per  cent  cellular 
myomas  onty  2 per  cent  were  positive  sar- 
comas. The  relative  incidence  of  sarcoma  of 
the  cervix  to  carcinoma  of  the  cervix  is  stated 
by  Meyer8  to  be  1 to  29;  by  Gessner,9  1 to  8. 

Table  2 shows  that  sarcoma  of  the  uterus 
occurs  most  frequently  during  menopausal 
and  early  postmenopausal  age  periods. 

Table  3 presents  a possible  connection  be- 
tween parity,  abnormal  menstruation,  and 
sarcoma  of  the  uterus.  Over  half  of  these  pa- 
tients had  had  no  pregnancies;  8 had  com- 
pleted the  menopause  (1  at  33  years  of  age) ; 
1 (57  years  old)  with  congenital  absence  of  the 
vagina  had  never  menstruated;  4 of  the 
married  women  without  pregnancies  had  had 
extremely  irregular  periods. 

Table  4 indicates  how  infrequently  the 
diagnosis  of  sarcoma  is  correctly  made, 
clinically,  before  a biopsy  has  been  taken. 

Table  5 suggests  the  stage  of  the  disease 
when  the  patients  were  received  at  Memorial 
Hospital.  Only  5 patients  (20.8  per  cent) 


TABLE  1. — Incidence  of  Utekine  Sarcoma  to  Other 
Uterine  Lesions  at  Memorial  Hospital,  1928-1939 


No. 

Diagnosis  Patients  Incidence 

Fibromyoma  1,135  1-47 

Nonmalignant  uteri  1,333  1-55 

Carcinoma  of  corpus  482  1-20 

Carcinoma  of  cervix  1,716  . 1-81 

Total  carcinoma  of  uterus  2,198  1-91 


TABLE  2. — Age  Incidence  of  Sarcoma  of  the  Uteri 


Age 

No. 

Patients 

Percentage 
of  Total 

21-30 

2 

8.8 

31-40 

2 

8.8 

41-50 

9 

37.5 

51-60 

6 

25.0 

61-70 

4 

16.6 

71-80 

1 

4.7 

Total 

24 

100.0 

TABLE  3. — Influence  of  Parity  and  Menstruation 
on  Sarcoma  of  the  Uterus 


Classification 
No.  patients 
Pregnancies 
No  pregnancies 
Menopause 

Irregular  menstruation 


Married  Single  Total 
20  4 24 

11  11 

9 4 13 

6 2 S 

5 2*  7 


* One  patient  never  menstruated — 57  years  old, 

with  congenital  absence  of  vagina. 
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TABLE  4. — Prebiopsy  Diagnosis 


Before 

At 

Memo- 

Memo- 

rial 

No 

rial 

• Hos- 

Diag- 

Hos- 

Diagnosis 

pital 

nosis 

pital 

Total 

Fibromyoma 

12 

2 

Carcinoma  of  corpus 

1 

Sarcoma 

2 

1 

Ovarian  cyst 

1 

Polyp 

2 

No  diagnosis  made 

3 

Total 

17 

3 

4 

24 

Table  7. — First  Symptoms  Noted 


No. 

First  Symptoms 

Patients 

Bleeding 

17  \ 

Abdominal  enlargement 

3 ) 

Urinary  symptoms 

1 \ 

Pain 

5 / 

31 

Lung  hemorrhage 

1 

Ascites 

4 J 

Bleeding  and  pain 

2 ) 

Ascites  and  abdominal  enlargement 

4 f 

7 

Swelling  and  pain 

if 

Total  patients 

24 

TABLE  5. — Operations  Before  Coming  to  Memorial 
Hospital 


Hysterectomy  13  Dilatation  and 

curettage  2 

Myomectomy  2 None  5 

Removal  of  polyp  and 

vaginal  tumor  3 


Two  patients  had  two  operations;  1 patient  had  opera- 
tion and  radium. 


TABLE  6. — Other  Conditions  Present 


Condition 

No.  Patients 

Congenital  absence  of  right  breast, 
infantile  right  hand 

1 

Congenital  absence  of  vagina 

1 

Basal  cell  carcinoma  of  face 

1 

Bartholin’s  abscess 

1 

Hypertension 

1 

Fibroids  associated  with  the  sarcoma 

14 

had  not  been  operated  upon  at  least  once  be- 
fore coming  to  us  for  treatment. 

Table  6 indicates  the  possible  association  of 
sarcoma  with  congenital  maldevelopment  and 
with  uterine  fibromyomas.  One  patient  de- 
veloped basal  cell  carcinoma  of  the  face  eight- 
een months  after  her  hysterectomy  for  sar- 
coma, and  she  is  being  treated  for  the  basal 
cell  carcinoma  by  irradiation. 

Table  7 tabulates  the  first  symptoms  noticed 
by  these  patients.  While  bleeding  is  the  pre- 
dominant first  symptom,  it  should  be  noted 
that  pain  was  noticed  first  by  only  one-fifth 
of  the  patients  and  that  pain  alone  or  associ- 
ated with  some  other  symptom  was  noticed 
by  only  one-third  of  this  group.  Since  pain  is 
always  a late  symptom  of  uterine  malignant 
tumors  and  since  ascites  (also  an  advanced 
symptom)  was  first  noted  alone  or  with  some 
other  symptom  by  only  one-third  of  the 
group,  one  cannot  assume  that  a large  portion 
of  these  patients  were  in  the  advanced  stage 
of  the  disease  when  they  were  first  seen  at 
Memorial  Hospital.  This  need  not  necessarily 
infer  delay  in  diagnosis  or  neglect  to  institute 
prompt  therapy,  but  it  does  suggest  the  rapid- 
ity of  progress  and  development  of  the  dis- 
ease. 

Table  8 with  its  presentation  of  the  brevity 
of  symptoms  indicates  the  rapidity  of  progress 
of  the  disease  from  the  time  of  the  first 


Table  8. — Duration  of  Symptoms 


No. 

Duration 

Patients 

Percentage 

More  than  1 yr. 

2 

8.3 

More  than  6 mo. 

7 

29.1 

Less  than  6 mo. 

17 

70.1 

Less  than  4 mo. 

16 

66.6 

Less  than  2 mo. 

11 

45.0 

TABLE  9. — Significance  of  Size  of  Uterus 

Size  not  recorded 

4 

Larger  than  twice  normal  size 

14 

Size  of  31/2  months’  gestation  or  larger 

6 

1-20  lb. 
1-17  lb. 
1-  2 lb. 

TABLE  10. — Treatment  at  Memorial 

Hospital 

Surgery 

Hysterectomy 

1 ) All  three  also  received 

Dilatation  and  curettage 

2 ) irradiation 

Irradiation 

Radium 

15 

Gold  seeds  and/or 

applicators 

11 

Element  pack 

6 ) All  24  cases  received 

> x-ray 

181  pack 

or  element 

X-ray 

Both  x-ray  and  radium 

9 

Only  5 patients  had  not  been  operated  upon  or  ir- 
radiated before  coming  to  Memorial  Hospital. 


symptom,  for  more  than  two-thirds  had  symp- 
toms for  less  than  six  months  and  only  2 
patients  had  any  symptoms  for  as  long  as  one 
year. 

In  considering  the  significance  of  the  size 
of  the  uterus-containing  sarcoma  (Table  9), 
it  must  be  remembered  that  14  patients  in  this 
series  were  known  to  have  associated  myomas. 
However,  these  rapidly  growing  tumors  are 
known  to  attain  large  dimensions  in  a short 
period  of  time. 

Table  10  shows  the  treatment  received  by 
these  24  patients  at  Memorial  Hospital.  All 
patients  were  treated  by  x-rays  or  by  the 
4-Gm.  radium  element  pack.  Nine  received 
both  x-rays  and  radium  (gold  seeds  or  intra- 
uterine applicator).  The  6 patients  who  were 
treated  with  the  element  pack  each  received 
160,000  milligram  hours  administered  at  15 
cm.  distance,  8,000  milligram  hours  being 
given  daily  to  one  field,  alternating  between 
the  anterior  and  posterior  fields,  each  of  which 
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TABLE  10A. — Method  and  Dosage  Used  in  Roentgen  Therapy 


No.  Patients 

Method 

—Portals 

Total  r 

Ports 

Total  r 

No. 

Daily  r 

each  day 

each  port 

9* 

Massive 

6 

750 

1 

750 

4,500 

3 

Divided 

4 

500 

1 

1,000 

4,000 

4 

Divided 

6 

500 

1 

1,500 

9,000 

2 

Pyramidal 

6 

100-350 

2 

1,700 

10,200 

Two  hundred  kilovolts;  30  milliamperes;  T.  S.  D.  70  cm.;  portals  14  by  11  cm.  Filtration,  0.5  mm.  Cu  plus  1 mm.  A. 


* Two  patients  had  this  cycle  repeated  after  three  months. 


TABLE  11. — Complications 

Bladder  ulceration  2 Necrosis  of  rib  2 

Vaginal  fistula  3 Pathologic  fracture  of  femur  1 


received  a total  of  80,000  milligram  hours. 
Three  of  these  also  received  gold  seeds  or 
applicators.  The  roentgen  therapy  is  outlined 
as  to  methods  and  dosage  used  in  Table  10A. 
Two  of  these  patients  also  received  2,000  r 
to  the  ribs  and  chest  lesions,  and  1 patient 
received  750  r to  a pathologic  fracture  of  the 
left  femur.  In  view  of  the  fact  that  clinical 
regression  of  the  disease  did  not  occur  in  any 
of  these  patients,  no  one  of  the  methods  of 
therapy  here  used  can  be  considered  superior 
to  the  others.  Since  6 of  the  patients  treated 
by  x-rays  and  the  6 treated  with  the  element 
radium  pack  are  known  to  have  received  all 
the  therapy  that  can  be  given  by  the  methods 
used  without  serious  normal  tissue  damage,  it 
must  be  assumed  that  sarcoma  of  the  uterus 
is  not  sensitive  to  radium  or  to  x-rays  in  a 
comparative  sense.  Possibly,  with  further 
development  or  with  variation  of  the  several 
therapy  factors,  such  as  use  of  the  million- 
volt  machine,  a more  optimistic  estimation 
may  replace  the  present  pessimism  as  to  the 
futility  of  irradiation  therapy  for  sarcoma  of 
the  uterus. 

The  complications  here  considered  (Table 

11)  express  the  tendency  of  extension  and 
metastases.  It  has  been  previously  shown10-* 11 
that  vaginal  fistulas  are  more  often  the  result 
of  extension  of  the  disease  than  of  the  effect 
of  irradiation  therapy. 

Lung  metastases  were  the  ones  most  fre- 
quently encountered  (Table  12).  It  is  to  be 
noted  that  6 of  the  patients  did  not  have 
chest  plates  taken. 

Table  13  shows  no  patient  to  have  lived 
more  than  four  years.  While  a variety  of 
doses  of  irradiation  have  been  used,  no  pa- 
tient under  the  method  used  has  shown  enough 
response  to  encourage  any  optimism  as  to  the 
radiosensitivity  of  sarcoma  of  the  uterus. 

Of  the  4 patients  sent  to  Memorial  Hos- 
pital as  having  sarcoma  (cases  disputed  by 
our  pathologic  department),  2 received  treat- 


TABLE  12. — Metastases 


Site 

No. 

Lung* 

Rib, 

5 

femur 

1 

Vaginal  and  abdominal 
Myocardium, 

3 

pericardium 

1 

* Six  patients  did  not  have  x-ray  of  chest. 

TABLE  13. — Length  of  Life  from  First  Admission  to 

Memorial  Hospital 

Dead 

18 

Living 

6 

Less  than  6 mo. 

8 

30  mo. 

2 

6-12  mo. 

6 

22  mo. 

1 

12-18  mo. 

1 

14  mo. 

2 

18-24  mo. 

0 

4 mo. 

1 

24-36  mo. 

1 

36-48  mo. 

0 

Average  19.0  mo. 

48  mo. 

2 

Four  patients  admitted  within  one 

month  from  time 

of  operation 

Av.  10.6  mo. 

One  patient  admitted  nine  months 

after  operation 

One  patient  our  own  operation 

ment  and  2 were  not  treated,  but  all  4 are 
alive  and  free  from  disease  more  than  four 
years  (1,  six  years).  It  must  be  assumed  that 
they  did  not  have  sarcoma. 

In  studying  the  6 patients  who  are  still 
alive,  it  is  of  interest  to  note  that  only  1 had 
not  had  some  operative  procedure  before 
coming  to  Memorial  Hospital.  That  case 
was  thought  to  be  a carcinoma  of  the  corpus 
uteri  and  was  so  treated ; i.e.,  750  r were  given 
to  four  pelvic  portals  and  two  weeks  later 
4,000  millicurie  hours  were  administered  by  the 
insertion  of  a corpus  string  into  the  uterine 
cavity.  At  this  time  the  biopsy  (Fig.  1)  ob- 
tained with  a curet  proved  to  be  a sarcoma  of 
the  endometrial  type;  five  months  later  the 
hysterectomy  (Fig.  2)  showed  necrosis  of  the 
tumor  but  with  a considerable  amount  of 
active  tumor  tissue  still  present.  This  patient 
has  remained  well  for  twenty-two  months. 

Figs.  3 and  4 show  a similar  uterus  of  the 
endometrial  type  treated  by  the  author,  by 
hysterectomy  alone,  at  another  hospital  (no 
radium  or  x-rays  at  any  time),  and  the  pa- 
tient had  no  evidence  of  the  disease  four  and 
a half  years  later. 

The  2 living  patients  who  are  alive  and  free 
of  evidence  of  the  disease  thirty  months  from 
their  admission  to  Memorial  Hospital  each 
had  simple  removals  of  cervical  and  vaginal 
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Fig.  3.  Sarcoma  of  the  uterus. 

tient  has  had  a complete  disappearance  of  the 
lesion.  However,  the  2 patients  in  the  group 
now  dead  who  lived  forty-eight  months  each 
were  treated  in  a similar  manner  and  in  addi- 
tion had  heavy  external  irradiation  with  the  4- 
Gm.  radium  element  pack  (160,000  milli- 
gram hours  at  15  cm.),  and  both  eventually 
died  of  the  disease.  It  is  of  interest  in  view  of 
the  recent  report  of  Amolsch12  that  none  of 
these  polyps  showed  myxomatous  tissue. 

It  would  seem  that  the  best  treatment  for 
sarcoma  of  the  uterus  is  complete  hysterec- 
tomy, with  any  hope  for  cure  to  depend  on  the 
rare,  early,  accidental  discovery  of  sarcoma, 
as  well  as  on  the  type  encountered.  Certain 
cases  that  had  a small  cervical  stump  remain- 
ing have  been  treated  because  of  the  clinical 
appearances  of  recurrence  in  the  stump,  but 
the  biopsy  reports  in  all  but  1 case  have  been 
shown  to  be  merely  chronic  cervicitis.  In 
view  of  the  findings,  postoperative  external 
irradiation  or  the  local  treatment  of  a cervical 
stump  is  not  justified  without  positive  evi- 
dence of  the  disease. 

Conclusions 

1.  While  the  dangers  of  drawing  too  posi- 
tive conclusions  from  the  statistical  study  of  so 
small  a group  (24  patients)  are  recognized, 
the  relative  rarity  of  uterine  sarcoma  incidence 
as  compared  with  the  incidence  of  other  uterine 
lesions  seems  to  justify  this  study. 

2.  The  predominant  incidence  at  meno- 
pausal and  early  postmenopausal  age,  the 
tendency  to  irregular  menstruation  and  ste- 
rility, and  the  incidence  of  congenital  malde- 
velopments  suggest  an  endocrine  etiologic 


Fig.  2.  Sarcoma  of  the  uterus. 

polyps  which  were  shown  to  be  myosarcoma. 
One  of  these  had  an  incomplete  removal  of 
the  polyp.  One  biopsy  of  the  base  of  the 
polyp  showed  myosarcoma,  and,  after  com- 
pletion of  removal  of  the  polyp  and  insertion 
of  gold  seeds  (1,125  millicurie  hours),  the  pa- 


Fig. 1.  Sarcoma  of  the  uterus. 
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factor  in  sarcoma  of  the  uterus.  The  high 
incidence  of  associated  myomas  may  also  be 
significant  in  this  respect. 

3.  The  possibility  of  cellular  but  benign 
myomas  being  called  sarcoma  must  be  con- 
sidered in  any  reported  series. 

4.  The  rarity  of  clinical  diagnosis  before 
biopsy,  the  absence  of  symptoms  of  advanced 
stage  of  the  disease  when  diagnosed,  the 
brevity  of  symptoms,  the  size  of  the  uterus, 
and  the  early,  fatal  termination,  all  point  to 
the  rapidity  with  which  growth  and  metastases 
take  place. 

5.  Surgery  is  still  the  least  harmful  method 
of  therapy  for  sarcoma  of  the  uterus.  It  is 
only  suitable  for  the  stage  if,  and  when,  the 
disease  is  limited  to  the  uterus.  Postoperative 
external  irradiation,  to  date,  has  shown  no 
effect  on  the  disease  to  justify  its  continua- 
tion with  the  present  methods  employed. 
Possibly  further  developments  in  technic  will 
necessitate  a reversal  of  this  opinion. 

107  East  67th  Street 
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OLD  DR.  KILDARE  GOES  INTO  PRACTICE 
Picked  by  J.  P.  S.  from  a movie  magazine 

Having  been  a medicine  man  in  six  Kildare 
pictures,  you  can  bet  your  bottom  dollar  that 
Ayres  hasn’t  been  asleep  on  the  job.  He  has 
read  the  Materia  Medica  through  twice,  has 
romped  through  a library  on  surgery,  and  when 
last  heard  from  was  mastering  the  latest  whimsies 
in  the  art  of  diagnosis.  One  of  the  Hollywood 
legends  is  that  once  Dr.  Lew  walked  up  to  a total 
stranger,  talked  to  him  five  minutes,  and  in- 
formed him  gently  that  he  was  suffering  from  a 
brain  tumor.  His  hunch  proved  right. 

So  studious  is  Ayres  about  his  role  of  James 
Kildare,  M.D.,  that  he  has  haunted  hospitals  to 
check  up  on  physicians’  habits,  has  talked  with 
interns  until  wee  hours  in  the  morning,  has 
watched  operations  by  the  dozen,  and  has  even 
compared  his  bedside  manner  with  those  of 
established  practitioners.  - — J.A.M.A. 


LECTURES  ON  HEMORRHAGE 

Dr.  Albert  F.  R.  Andresen,  of  the  Department 
of  Medicine  of  the  Long  Island  College  of  Medi- 
cine, has  arranged  a course  of  lectures  on  hemor- 
rhage for  the  St.  Lawrence  County  Medical 
Society — Ogdensburg,  New  York,  12:30  p.m. — 
and  for  the  Jefferson  County  Medical  Society — 
Watertown,  New  York,  at  6:30  p.m. 

March  27:  “Hematuria,”  Dr.  John  J.  Bot- 
tone,  clinical  professor  of  urology,  Brooklyn; 
April  3:  “Gastrointestinal  Hemorrhage,”  Dr. 

A.  F.  R.  Andresen,  professor  of  clinical  medicine, 
Brooklyn;  April  10:  “Uterine  Hemorrhage,” 

Dr.  Harvey  B.  Matthews,  clinical  professor  of 
obstetrics  and  gynecology,  Brooklyn;  April  17: 
“Pulmonary  Hemorrhage,”  Dr.  Richard  H. 
Bennett,  clinical  professor  of  medicine,  Brook- 
lyn; April  24:  “Hemorrhages  of  Pregnancy,” 

Dr.  Mervyn  B.  Armstrong,  assistant  clinical 
professor  of  obstetrics  and  gynecology,  Brooklyn. 


Kentucky  is  losing  physicians.  In  1914  it 
had  3,621;  in  1939  only  2,236.  Two  counties 
have  but  one  each.  Its  only  medical  school  is 
of  the  first  grade  but  does  not  graduate  enough 
men  to  meet  the  shrinkage. 


The  Annual  Spring  Clinical  Day  of  the  Uni- 
versity of  Buffalo  Medical  School  will  be  held  at 
the  Hotel  Statler,  Buffalo,  April  5,  1941.  The 
program  consists  of  six  nationally  known  speakers 
and  a group  of  thirty  exhibits. 


Case  Report 


TULAREMIA 

Walter  Fox  Smith,  M.D.,  and  John  M.  Rice, 


'“PULAREMIA  has  not  been  reported  pre- 
viously  in  the  northern  part  of  New  York 
State  in  wild  animals.  The  infecting  animal,  a 
wild  rabbit,  in  this  case  was  shot  at  Point  Penin- 
sula, Jefferson  County,  New  York.  Point  Penin- 
sula is  an  extremely  isolated  section  lying  be- 
tween Lake  Ontario  and  Chaumont  Bay  and  is 
almost  completely  surrounded  by  water.  This 
case  is  reported  not  because  of  any  unusual  fea- 
ture but  to  call  attention  to  this  infection  in 
northern  New  York  State,  since  unquestionably 
there  will  be  further  cases. 

Case  Report 

A 27-year-old  man  dressed  a wild  rabbit  shot 
October  16,  1939,  at  Point  Peninsula,  New  York. 
While  cleaning  the  animal  he  nicked  the  skin  of 
both  index  fingers.  His  companion  who  actu- 
ally shot  the  rabbit  opened  it  and  gave  the  liver 
to  his  dog.  He  did  not  notice  any  abnormality 
in  the  liver,  nor  did  he  become  infected  in  spite 
of  getting  the  rabbit’s  blood  on  his  hands. 

Forty-eight  hours  after  cleaning  the  rabbit, 
the  patient  suddenly  felt  feverish,  dizzy,  chilly, 
and  nauseated.  His  temperature  was  elevated 
to  102  F.  The  next  day  he  noticed  that  both 
index  fingers  were  tender  and  swollen  at  the  site 
of  the  tiny  lacerations.  Also  he  had  tender  swell- 
ings in  both  axillas.  His  temperature  continued 
high,  averaging  about  103  F.  He  complained  of 
upper  abdominal  and  lower  chest  pain  much  of 
the  time.  He  did  not  improve  at  home  for  seven 
days  and  was  sent  for  diagnosis  to  the  Mercy 
Hospital  at  Watertown.  At  time  of  admission 
his  temperature  was  104  F.  and  he  was  complain- 
ing of  sore  index  fingers  and  upper  abdominal 
and  lower  chest  pain. 

The  physical  examination  showed  an  acutely 
ill  man.  There  was  no  cyanosis,  jaundice,  or 
dyspnea,  nor  were  any  eruptions  noted.  The 
eyes  showed  marked  photophobia,  the  pupils 
were  equal  and  reacted  to  light  and  accommoda- 
tion, and  extraocular  movements  were  normal. 
The  nose  and  ears  were  normal,  the  tongue  was 
coated,  and  the  throat  was  not  inflamed.  There 
was  no  rigidity  of  the  neck,  and  the  cervical 
glands  and  thyroid  were  not  enlarged.  There 
was  no  deformity  of  the  chest.  Respirations 
were  normal,  percussion  and  breath  sounds  were 
normal,  and  there  were  no  rales  or  friction  rub. 
The  heart  was  not  enlarged  to  percussion,  was 
regular,  and  had  no  murmurs;  sounds  were  of 
good  quality;  the  rate  was  96.  The  abdomen 
was  slightly  distended  and  tender  across  upper 
part;  there  was  no  muscle  spasm,  and  the  liver 
and  spleen  were  not  felt.  On  each  index  finger 
there  was  a pustule  covered  with  necrotic  skin 
and  a seropurulent  discharge.  In  both  axillas 
there  were  several  tender  enlarged  lymph 
nodes  the  size  of  a chestnut.  They  were  firm 
but  not  fluctuant.  The  reflexes  were  normal. 

Course, — On  day  of  admission  to  hospital  a 
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tentative  diagnosis  of  tularemia  was  made,  and 
material  from  lesion  on  fingers  was  injected  in  a 
rabbit.  Admission  blood  count  showed  a leuko- 
cytosis of  18,400  with  82  per  cent  neutrophils. 
Blood  culture,  Widal  test,  stool  culture,  and  ag- 
glutination for  undulant  fever  were  all  negative. 
His  temperature  continued  high,  with  an  oc- 
casional drop  followed  by  a chill  with  fever 
quickly  returning.  His  general  condition  seemed 
to  be  weaker,  and  he  complained  of  dyspnea  along 
with  the  upper  abdominal  and  lower  chest  pain. 
In  view  of  reported  success  with  sulfanilamide 
in  treatment  of  tularemia,  he  was  given  this 
medication.  Temperature  remained  elevated 
and  general  condition  poor  in  spite  of  large 
doses  of  the  sulfanilamide.  He  was  given  60 
grains  followed  by  15  grains  every  four  hours. 
This  was  discontinued  three  days  later  as  he  had 
shown  no  improvement  and  was  cyanotic  and 
dyspneic. 

On  the  fifth  day  after  inoculation  the  rabbit 
died,  and  postmortem  showed  typical  findings  of 
tularemia,  i.e.,  hemorrhagic  edema  at  site  of 
inoculation,  caseous  regional  lymph  node,  and 
small  foci  of  necrosis  throughout  the  liver  and 
spleen. 

Antigen  for  agglutination  tests  was  obtained 
from  the  New  York  State  Department  of  Health. 
On  the  eighth  day  of  illness  this  was  positive  in 
dilution  1 :120;  on  the  sixteenth  day,  1:320. 

On  the  twelfth  day  of  his  illness  sulfapyridine 
was  started  in  following  dosage:  4.0  Gm.  for 

the  first  dose,  then  2.0  Gm.  every  four  hours. 
His  temperature  gradually  fell  during  the  next 
thirty-six  hours  until  it  was  normal,  and  he  felt 
markedly  improved.  At  this  time  he  began  to 
vomit  every  dose,  and  it  was  discontinued  by 
mouth  and  given  1.0  Gm.  every  four  hours 
rectally  for  twenty-four  hours.  During  this 
day  his  temperature  rose  to  104  F.  Nausea  and 
vomiting  ceased  and  medication  was  resumed  by 
mouth  1.0  Gm.  every  four  hours.  The  tem- 
perature fell  to  normal  within  twelve  hours  and 
remained  so.  Tenderness  in  axillary  nodes  and 
pain  in  upper  part  of  the  abdomen  and  lower 
part  of  the  chest  disappeared  at  this  time. 

Because  of  the  time  element,  the  average  dura- 
tion of  fever  being  between  two  and  three 
weeks,  it  is  difficult  to  judge  the  effect  of  the 
sulfapyridine.  However,  the  rapid  improve- 
ment coincident  with  the  administration  of 
sulfapyridine  would  suggest  further  trial. 

He  was  discharged  from  the  hospital  on 
November  16,  1939,  at  which  time  temperature 
had  been  normal  for  ten  days.  The  lesions  on 
his  fingers  were  well  healed  but  still  had  some 
axillary  lymphadenopathy. 

Summary 

1.  A case  of  tularemia  in  a man  who  dressed 
an  infected  wild  rabbit  shot  in  Jefferson  County, 
New  York,  a district  in  which  tularemia  has  never 
before  been  reported. 
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2.  Failure  of  sulfanilamide  therapy. 

3.  Improvement  coincident  with  adminis- 
tration of  sulfapyridine.  This  may  not  have  been 


the  result  of  therapy,  but  it  suggests  further 
trial  with  sulfapyridine  in  tularemia. 

The  laboratory  work  was  done  by  Dr.  Garner 
S.  Scullard,  of  Watertown,  New  York. 


LABORATORY  AIDS  IN  THE  DIAGNOSIS  OF  BACTERIEMIA 


Bacteriemia,  the  presence  of  bacteria  in  the 
blood  stream,  may  be  a transitory  and  clinically 
inconspicuous  sequel  of  such  procedures  as  in- 
strumentation of  an  infected  urinary  tract  or 
surgical  intervention  in  an  area  of  infection.  In  a 
second  group  of  conditions,  bacteriemia  is  a fre- 
quent incidental  occurrence,  for  example,  in 
typhoid  fever,  pneumonia,  undulant  fever, 
meningococcal  meningitis,  and  gonorrheal  ar- 
thritis. A third  group  comprises  cases  in  which 
bacteriemia  and  its  consequences  dominate  the 
clinical  picture.  Such  cases  are  designated  sepsis 
(the  term  septicemia  is  often  used  synony- 
mously); most  of  them  are  found  in  one  or 
another  of  the  following  categories  grouped 
according  to  primary  focus  and  portal  of 
entry. 

(A)  Otitis  media  and  mastoid  infection,  with 
or  without  meningitis:  these  conditions  give 
rise  to  numerous  cases  of  sepsis.  The  micro- 
organisms most  commonly  found  are  hemolytic 
streptococci,  pneumococci,  and  staphylococci. 
(B)  Carbuncles,  furuncles,  and  cellulitis:  sepsis 
following  these  infections  is  generally  due  to 
staphylococci  or  hemolytic  streptococci;  the  case 
fatality  rate  is  high.  (C)  Osteomyelitis:  here 
again  hemolytic  streptococci  and  staphylococci 
are  the  most  frequent  incitants.  (D)  Post- 
partum and  postabortum  infections:  hemolytic 
streptococci,  nonhemolytic  anaerobic  strepto- 
cocci, and  staphylococci  are  the  microorganisms 
most  frequently  isolated  from  the  blood  of 
patients  with  puerperal  sepsis.  (E)  Urinary 
tract  and  biliary  tract  infections:  the  colon 
bacillus,  staphylococcus,  and  streptococcus 
are  the  usual  infectious  agents.  (F)  Throat 
infections:  occasionally  a hemolytic  strepto- 
coccal throat  infection  gives  rise  to  severe  or  even 
fatal  sepsis.  (G)  Cryptogenic  sepsis:  in  these 


cases  bacteriemia  may  occur  without  any  detect- 
able primary  focus  or  portal  of  entry.  At  the 
outset  the  condition  is  often  mistaken  for  rheu- 
matic fever.  Staphylococci,  hemolytic  strepto- 
cocci, occasionally  pneumococci,  and,  rarely, 
various  other  microorganisms  may  be  the  incit- 
ants. (H)  Bacterial  endocarditis:  this  is  a 
special  form  of  sepsis  in  which  bacteria  are  swept 
into  the  blood  stream  from  infected  thrombi  on 
the  heart  valves.  The  microorganisms  most 
commonly  isolated  from  blood  cultures  are 
Streptococcus  viridans,  hemolytic  streptococci, 
pneumococci,  and  staphylococci. 

Clinical  and  experimental  studies  seem  to  jus- 
tify the  following  statements  in  regard  to  bac- 
teriemia. (1)  Except  in  the  terminal  phases 
there  is  little  or  no  multiplication  of  bacteria  in 
the  blood  stream.  (2)  The  symptoms  most 
suggestive  of  blood-stream  invasion  are  chills, 
sweats,  quick  rises  and  abrupt  falls  of  tempera- 
ture, hemorrhagic  or  pustular  skin  lesions,  and 
progressive  anemia.  (3)  Since  bacteriemia  is 
frequently  intermittent,  repeated  blood  cultures 
may  be  necessary  to  establish  the  diagnosis. 
Special  media  or  special  conditions  of  incubation, 
such  as  anaerobiosis  or  an  atmosphere  containing 
10  per  cent  of  carbon  dioxide,  may  be  required 
for  the  growth  of  certain  species  of  bacteria. 
(4)  From  the  point  of  view  of  therapy,  the  advent 
of  the  sulfonamides  makes  the  early  recognition 
of  bacteriemia  of  even  greater  importance  than 
heretofore. 

In  addition  to  blood  cultures  and  cultures  of 
primary  foci  of  infection,  blood  counts  to  deter- 
mine the  presence  or  absence  of  leukocytosis  and 
anemia,  and  cultures  of  the  urine  and  of  skin  le- 
sions may  yield  data  of  value. — Issued  by  The 
New  York  State  Association  of  Public  Health 
Laboratories,  Leaflet  No.  16. 


NATIONAL  DEFENSE  AND  VENEREAL  DISEASE  CONTROL 


The  private  practitioner  has  an  important 
part  to  play  in  venereal  disease  control  to  aid 
national  defense,  says  a statement  issued  by 
Assistant  Surgeon  General  R.  A.  Vonderlehr 
urging  physicians  to  read  the  monthly  publica- 
tion, Venereal  Disease  Information , published  by 
the  United  States  Public  Health  Service  at  50 
cents  a year. 

“During  the  World  War,  venereal  disease  in 
the  Army  caused  the  loss  of  almost  7,000,000 
days — equal  to  a full  year’s  absence  from  duty 
for  19,000  men,”  Surgeon  General  Thomas  Par- 
ran  points  out.  “Infections  among  military 
personnel  originate  in  the  civilian  communities. 
Recent  experience  indicates  that  the  venereal 
disease  rate  in  a given  military  command  reflects 
the  efficiency  of  the  venereal  disease  control 
program  in  adjacent  communities.  The  same  is 
true  for  industrial  defense  concentrations. 


“Effectively  carried  out,”  Dr.  Parran  em- 
phasizes, “the  eight-point  cooperative  program 
will  contribute  substantially  to  the  physical 
fitness  of  men  in  the  armed  and  industrial  de- 
fense forces  and  should  be  of  far-reaching  impor- 
tance to  the  future  control  of  venereal  disease. 
But  this  must  be  a cooperative  program  be- 
tween health  officers,  military  authorities,  police 
agencies,  citizens,  and  private  physicians.” 

Venereal  Disease  Information  presents  a 
monthly  digest  of  the  important  papers  on  diag- 
nosis, treatment,  pathology,  laboratory  re- 
search, and  pubfic  health  from  the  entire  world. 
In  addition,  it  publishes  important  special  papers 
and  reports  by  leading  scientists.  It  is  designed 
to  keep  both  the  specialist  and  the  general  practi- 
tioner informed  of  developments  in  clinical 
management  and  public  health  control  of  syph- 
ilis, gonorrhea,  and  the  venereal  diseases. 
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CONFERENCES  ON  THERAPY 

npHESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members 
of  the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University 
Medical  College  and  the  New  York  Hospital,  with  collaboration  of  other  departments 
and  institutions.  The  questions  and  discussions  involve  participation  by  members 
of  the  staff  of  the  college  and  hospital,  students,  and  visitors.  The  next  report  will 
appear  in  the  May  1 issue  and  will  concern  “The  Sulfonamide  Drugs.” 


Treatment  of  Rheumatoid  Arthritis 


Dr.  Harry  Gold:  The  conference  this 
morning  is  on  the  subject  of  the  treatment  of 
rheumatoid  arthritis. 

I am  not  sure  that  we  all  have  the  same 
understanding  of  the  term  rheumatoid  ar- 
thritis. I have  put  a list  of  the  various  forms 
of  arthritis  on  the  board  as  a guide  and  per- 
haps the  speakers  will  be  able  to  set  us  right 
on  just  what  one  or  ones  of  these  forms  of 
arthritis  we  are  treating  this  morning. 

Types  of  Arthritis  and  Rheumatoid  Conditions 

1 . Atrophic  or  proliferative  arthritis  (rheuma- 
toid) 

2.  Hypertrophic  or  degenerative  arthritis 
(osteoarthritis) 

3.  Myositis  or  fibrositis  and  other  conditions 

4.  Arthritis  in  childhood 

5.  Gonorrheal 

6.  Acute  rheumatic  fever 

7.  Traumatic  arthritis 

8.  Tuberculous  arthritis 

9.  Suppurative  arthritis 

10.  Typhoid  arthritis 

11.  Pneumococcic  arthritis 

12.  Charcot’s  joint 

13.  Back  pain 

14.  Sciatica  and  lumbago 

15.  Intermittent  hydroarthrosis 

16.  Gout 

I have  also  a list  of  the  more  common  agents 
that  have  been  recommended  by  various 
writers  at  various  times  for  the  treatment  of 
arthritis. 

Treatment  of  Arthritis 

I.  General: 

1.  Rest 

2.  Foci  infection 

3.  Diet 

II.  Physical  therapy 

III.  Orthopedic  procedures 

IV.  Vaccines  and  nonspecific  proteins 

V.  Drugs 

1.  Arsenic 

2.  Iodine 


3.  Salicylates 

4.  Cinchophen 

5.  Aminopyrine 

6.  Quinine 

7.  Digitalis 

8.  Strychnine 

9.  Cod-liver  oil 

10.  Vitamin  D 

11.  Liver  extract 

(Vitamin  B complex) 

12.  Vitamin  C 

13.  Nitrites 

14.  Ortho-iodoxybenzoic  acid 

15.  Bee  venom 

16.  Colloidal  sulfur 

17.  Sulfanilamide 

18.  Colchicine 

19.  Acetyl-B-methylcholine 

20.  Endocrine  materials 

(Pregnancy) 

21.  Radium 

22.  X-ray  treatment 

23.  Laxatives 

24.  Mineral  waters 

25.  Local  injections 

26.  Therapeutic  jaundice 

27.  Dehydration 

28.  Intravenous  alterative  therapy  (sali- 

cylates, iodides,  colloidal  sulfur) 

29.  Autochemotherapy 

30.  Gold  salts 

There  are  thirty  agents  as  you  see.  That  list 
I am  sure  is  not  complete.  I have  also  listed 
the  other  general  measures  that  one  encounters 
in  any  complete  treatise  on  the  therapy  of 
arthritis,  although  I do  not  think  we  are 
going  to  do  very  much  today  with  these  forms 
of  treatment  but  will  confine  ourselves  more 
particularly  to  the  question  as  to  what  one  can 
do  with  drugs  in  the  treatment  of  arthritis. 

There  are  several  very  satisfactory  reviews 
of  the  therapy  of  arthritis.  There  is  one  by 
Pemberton  in  1930,  another  good  review  by 
Miller  in  1935,  and  by  Hench  and  his  col- 
laborators in  1936  and  1938. 

I summarized  the  prevailing  views  on  the 
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treatment  of  arthritis  a few  years  ago,  and  I 
have  here  some  statements  that  I then  made 
from  a careful  reading  of  the  literature.  I 
should  like  to  read  just  three  or  four  of  them: 
“I  know  of  few  subjects  in  therapeutics  which 
seem  to  be  in  a more  unsettled  and  unsatis- 
factory state  than  the  treatment  of  arthritis. 
It  does  not  seem  possible  to  chart  the  progress 
in  this  field  by  other  than  a horizontal  line 
with  repeated  spikes  representing  new  thera- 
peutic ventures.  The  rise  of  the  spike  repre- 
sents the  ‘passive  faith’  which  is  so  common  a 
reaction  to  new  agents  or  procedures  and  the 
fall  of  the  peak  represents  ‘aggressive  skepti- 
cism.’ In  few  therapeutic  fields  do  we  find 
such  sharp  contrasts  of  views  concerning 
matters  which  should  be  matters  of  fact.  One 
arthritis  specialist  working  with  a new  com- 
pound reports  dramatic  results  and  another 
complete  failure.” 

I have  here  another  statement  that  was 
made  by  an  outstanding  authority  on  arthritis : 
“Drugs  can  be  quickly  dismissed,  iron  for 
anemia,  arsenic  and  strychnine  for  their  tonic 
effects,  and  salicylates  to  ease  pain,  and  that 
about  covers  it.”  That  statement  was  made 
in  1933.  Where  do  we  stand  at  the  present 
time  on  the  question?  We  ought  to  get  some 
idea  about  this  in  the  course  of  the  discussion 
this  morning.  Perhaps  it  would  be  a good  plan 
to  catalog  what  is  to  be  said  under  three  or 
four  questions:  First  of  all,  do  any  of  the 
agents  that  I have  listed  or  any  others  affect 
the  cause  of  arthritis,  whether  it  is  a known  or 
unknown  cause?  Second,  do  they  alter  the 
structural  changes  in  the  muscles  and  joints? 
Third,  do  they  control  symptoms?  Finally, 
do  they  ever  effect  a cure? 

Dr.  Russell  L.  Cecil  will  begin  the  discussion. 

Dr.  Russell  L.  Cecil:  We  usually  define 
rheumatoid  arthritis  as  a chronic  disease  of 
the  joints  characterized  in  the  early  stages  by 
pain  and  swelling  of  multiple  joints  and  in  the 
later  stages  by  ankylosis  and  deformity. 

This  condition  which  we  call  rheumatoid 
arthritis  is  a real  disease.  I mean  it  is  recog- 
nized as  such  by  pathologists  and  clinicians. 
They  look  upon  rheumatoid  arthritis  as  a 
disease  with  not  only  a definite  pathology  but 
with  also  a definite  clinical  syndrome.  There 
has  been  a tendency  to  catalog  a good  many 
nondescript  forms  of  joint  pain  under  the 
heading  of  rheumatoid  arthritis,  and  this  error 
is  made  even  in  arthritis  clinics. 

No  arthropathy  should  be  called  rheumatoid 
arthritis  unless  it  fulfills  certain  criteria.  The 
important  criteria  are  first  of  all  swelling  and 
pain  of  several  joints.  Personally,  I like  to  see, 


sooner  or  later,  one  or  more  fusiform  fingers, 
and  these  may  come  early  or  late  in  the  disease. 
Sooner  or  later  a patient  with  rheumatoid 
arthritis  usually  develops  a fusiform  finger  or 
two.  Then  comes  the  swelling  of  the  knuckles 
and  wrists.  The  hand  tells  the  story  in  most 
cases.  With  this  swelling  of  several,  often 
symmetrically  distributed,  joints,  we  practi- 
cally always  find  an  increased  sedimentation 
rate.  In  cases  with  minimal  swelling  there  is 
usually  a minimal  increase  in  the  sedimenta- 
tion rate.  In  about  75  per  cent  of  cases,  as 
pointed  out  originally  here  at  Cornell  by 
Nicholls  and  Stainsby,  the  patient’s  serum 
gives  a specific  agglutination  reaction  with  the 
hemolytic  streptococcus.  This  test  is  of  value 
but  of  not  so  much  practical  importance  as  the 
sedimentation  test  because  it  is  not  so  con- 
stant. We  do  not  know  what  it  signifies.  It 
was  thought  this  reaction  signified  a hemolytic 
streptococcic  infection,  but  that  has  not  been 
proved.  However,  we  must  still  classify  this 
disease  as  a low-grade  chronic  infection  of 
unknown  etiology. 

In  approaching  the  treatment  of  rheumatoid 
arthritis,  why  don’t  we  first  throw  out  a few 
procedures  that  modern  students  of  arthritis 
have  pretty  well  abandoned?  For  example, 
I think  we  can  say  at  once  that  focal  infection 
is  very  much  on  the  wane.  How  we  used  to 
struggle  and  search  for  foci  in  the  days  gone 
by!  I do  not  mean  to  say  that  focal  infection 
should  be  disregarded  altogether,  but  when  I 
speak  of  focal  infection  I am  limiting  my  re- 
marks to  its  relation  to  rheumatoid  arthri- 
tis. 

In  respect  to  rheumatoid  arthritis  the  theory 
of  focal  infection  is  generally  discredited  be- 
cause students  of  arthritis  have  found:  first, 
that  in  a great  many  patients  the  disease 
develops  without  any  association  with  foci 
and,  second,  that  those  who  have  had  foci  of 
infection  removed  have  obtained  only  tem- 
porary benefit,  if  any  at  all.  The  disease  goes 
on  its  progressive  course,  even  after  tonsils, 
teeth,  and  other  suspected  organs  have  been 
removed. 

There  are  certain  other  fads  in  treatment 
which  have  come  and  gone,  such  as  bee  venom 
and  various  forms  of  foreign  protein  therapy, 
sulfur,  and  many  other  drugs  such  as  iodides, 
salicylates,  etc.  Streptococcus  vaccine  is  still 
used  extensively  although  it  is  not  so  popular 
now  as  it  was  a few  years  ago.  While  I have 
never  been  a strong  advocate  of  vaccine 
therapy  for  the  treatment  of  rheumatoid 
arthritis,  we  have  used  it  extensively  in  our 
clinic  work  for  many  years.  I have  never  felt, 
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however,  that  vaccine  was  the  final  answer  to 
the  treatment  of  rheumatoid  arthritis. 

We  prefer  to  treat  this  chronic  disease  of 
unknown  etiology  along  certain  well-es- 
tablished principles,  and  I should  say  there  are 
four  of  them. 

The  first  is  rest — not  only  of  the  body  but  of 
the  mind  and  the  emotions.  Complete  rest 
and  relaxation  and  the  elimination  of  all 
sources  of  anxiety  and  worry  are  essential. 
Many  cases  seem  to  come  on  after  psychic 
shock  or  trauma.  Rest  of  the  affected  joints  is 
necessary.  If  the  joint  is  particularly  pain- 
ful, it  is  often  relieved  by  the  application  of 
splints  for  twenty-four  hours  or  by  the  use  of 
a sling  or  a crutch. 

The  second  principle  in  the  treatment  of 
rheumatoid  arthritis  is  heat  in  all  its  forms. 
I tell  my  patients  that  heat  is  their  best 
friend  and  cold  their  worst  enemy.  Warm 
clothes,  hot  applications,  the  infrared  light, 
and  the  paraffin  bath  are  all  helpful.  The 
rays  of  the  sun  or  the  alpine  fight  are  used,  of 
course,  more  for  tonic  purposes. 

Hydrotherapy  is  beneficial  for  all  arthritic 
patients,  particularly  wThen  they  begin  to 
improve,  not  only  for  its  stimulating  effect  on 
the  appetite  and  circulation  but  for  strengthen- 
ing atrophied  muscles.  Hydrotherapy  is  an 
important  form  of  treatment. 

Warm  climate  is  still  popular  but  is  dis- 
appointing in  many  cases  because  there  is 
usually  a relapse  after  the  patient  returns 
home. 

Infrared  fight  is  a convenient  form  of  heat 
therapy.  Diathermy  is  not  recommended  in 
the  treatment  of  rheumatoid  arthritis  as  it 
often  increases  the  pain.  We  use  it  in  other 
forms  of  rheumatism. 

The  nature  of  the  effect  of  heat  is  problem- 
atic. We  assume,  however,  that  heat  acts 
by  increasing  the  circulation  in  the  joints, 
by  having  a general  relaxing  effect  on  muscular 
spasm,  and  by  stimulating  the  mobilization  of 
antibodies  to  the  affected  joints. 

Fever  therapy  has  a limited  application  in 
this  form  of  arthritis.  We  use  fever  therapy 
chiefly  in  “active”  cases.  Fever  therapy 
seems  to  be  particularly  helpful  in  patients 
with  fever  and  hot,  puffy,  painful  joints.  In 
low-grade,  chronic  joints  fever  therapy  does 
not  seem  to  be  of  much  benefit.  It  often  gives 
these  patients  only  temporary  relief.  In  fact, 
that  is  the  story  of  much  of  the  therapy  in 
rheumatoid  arthritis. 

The  third  principle  in  the  treatment  of 
rheumatoid  arthritis  is  rehabilitation , and  that, 
of  course,  covers  many  factors.  It  includes 


iron  therapy  and  transfusions  for  the  secondary 
anemia  which  is  almost  constantly  present  in 
these  patients.  The  diet,  generally  speaking, 
should  not  be  a low-caloric  diet  as  was  once 
advocated.  A well-balanced,  high-caloric 
diet  will  tend  to  bring  the  patient’s  weight 
back  to  normal.  A low-caloric  diet  should  be 
used  only  if  the  patient  happens  to  be  over- 
weight, but  the  diet  should  be  one  that  appeals 
to  the  patient’s  appetite  and  maintains  the 
vitamins  and  salts  at  a proper  level. 

Under  rehabilitation  we  can  also  place  cor- 
rective exercises  which  are  important  in  the 
physical  therapy  approach  to  the  disease. 
These  are  often  given  while  the  patient  is  in  the 
warm  pool  or  warm  bath,  or  they  may  be  given 
in  connection  with  massage  at  the  patient’s 
home. 

Exercise  is  extremely  important  not  only  to 
preserve  joint  movement  but  to  prevent  de- 
formities. Exercises  help  to  correct  the 
tendency  to  flexion  deformity  which  is  such  a 
characteristic  feature  of  this  disease.  They 
make  the  patient  feel  better,  improve  the  appe- 
tite, and  help  to  build  up  the  muscles  which 
have  a marked  tendency  to  atrophy. 

Massage  is  helpful  during  the  convalescent 
stage,  not  so  much  so  when  the  patient  is  in  the 
active  phase  of  the  disease.  Massage  is 
limited  to  the  muscles  and  is  not  used  on  the 
affected  joints. 

We  should  not  fail  to  include  as  a part  of 
rehabilitation  the  various  orthopedic  proce- 
dures that  start  with  the  correction  or  pre- 
vention of  deformities.  For  example,  in  the 
case  of  flexion  deformities  we  often  use  traction 
and  corrective  exercises,  or  splints  may  be 
applied  during  the  sleeping  hours  and  for  part 
of  the  day.  Finally,  under  orthopedic  measures 
comes  the  use  of  corsets  and  braces  for  pain- 
ful backs.  Sometimes  the  surgeon  operates  on 
arthritic  joints  to  correct  deformities.  The 
most  popular  operation  is  a synovectomy, 
which  is  indicated  for  a chronic  villous  arthritis 
— that  is,  a joint  in  which  there  is  a marked 
hypertrophy  of  the  synovial  membrane.  I 
have  2 patients  now  who  have  recently  been 
synovectomized,  and  both  are  well  pleased 
with  the  results.  The  orthopedic  surgeons 
select  these  cases  carefully  and  are  not  dis- 
posed to  perform  a synovectomy  except  on  a 
boggy  knee  or  elbow. 

Now  coming  to  drug  therapy , we  deal  first 
with  drugs  that  relieve  pain.  Under  this  head- 
ing we  put  salicylates  first,  and  acetyl  salicyl- 
ate is  the  old  standby.  Most  rheumatoid 
patients  take  a daily  quota  of  it,  anywhere 
from  40  to  60  grains  or  even  more  a day. 
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Arthritic  patients  can  go  on  taking  aspirin  day 
after  day  without  any  apparent  injury. 

Iodine  and  arsenic  have  been  used  for  a good 
many  years  in  the  treatment  of  arthritis,  but 
we  do  not  make  much  use  of  either  in  the 
modern  treatment  of  this  disease.  The  iodides 
are  used  more  in  hypertrophic  arthritis  but 
rarely  in  the  rheumatoid  type. 

I want  to  say  a few  words  about  gold 
therapy.  One  could  take  up  the  whole  hour 
with  this  subject  because  it  is  new  and  im- 
portant and  is  being  much  discussed.  It  is 
not  so  new  as  a matter  of  fact,  because 
Forestier  first  began  working  with  gold  in 
1929  and  made  his  first  report  in  1931.  He 
got  his  idea,  strangely  enough,  from  a theory 
that  he  and  other  Frenchmen  had  that  rheu- 
matoid arthritis  was  a form  of  tuberculosis  of 
the  joint,  and,  as  gold  had  been  used  in  the 
treatment  of  tuberculosis,  Forestier  con- 
ceived the  idea  of  trying  it  in  arthritis.  At 
first  he  worked  with  sodium-gold-thiosulfate, 
later  with  sodium-gold-thiomalate.  After  his 
favorable  report  appeared,  gold  was  taken  up 
by  other  French  and  English  investigators, 
and  since  then  a number  of  studies  have 
appeared  in  the  literature.  Thus  far  there  has 
been  little  experimental  study  of  the  subject, 
such  as  the  mode  of  action,  gold  content  of  the 
blood,  and  mode  of  excretion.  These  problems 
are  now  being  attacked  in  this  country.  It 
appears  likely  that  gold  acts  as  a bacteriostatic 
agent.  There  was  a theory,  at  one  time  rather 
popular  and  advocated  by  Kling  and  others, 
that  gold  salts  act  by  stimulating  the  reticulo- 
endothelium.  This  was  a rather  fanciful  idea, 
but  certain  investigators  felt  that  there  was 
some  evidence  to  support  it.  At  any  rate,  the 
general  belief  now  in  this  country  is  that  gold 
salts  act  by  inhibiting  the  growth  of  the  agent 
— whatever  it  is — that  causes  the  disease. 
You  might  ask:  How  did  they  arrive  at  this 
conclusion?  They  reasoned  by  analogy. 
Such  studies  as  those  of  Drs.  Angevine, 
Rothbard,  and  others  on  animals  infected  with 
streptococci,  pleuropneumonia-like  organ- 
isms and  other  bacteria  show  that  gold  salts 
exert  an  inhibitory  effect  on  the  growth  of  the 
bacteria,  both  in  vitro  and  in  vivo. 

Quite  a number  of  gold  salts  have  been  used. 
One  of  the  most  popular  is  sodium-gold-thio- 
sulfate,  which  has  been  employed  extensively 
in  this  country.  Another  popular  gold  salt 
and  one  that  we  have  used  a great  deal  in  the 
Cornell  clinic  is  sodium-gold-thiomalate  (myo- 
chrysine) . Another  is  aurothioglucose,  usually 
referred  to  as  solganal,  B.  All  of  the  efficacious 
gold  salts  contain  a sulfhydryl  radical.  The 


ordinary  gold  salts,  such  as  gold  chloride  or 
even  colloidal  gold,  are  not  beneficial  in 
arthritis. 

Gold  salts  are  given  either  intravenously  or 
intramuscularly.  The  oral  method  of  ad- 
ministration does  not  seem  to  be  effective. 
The  dosage  differs  in  different  clinics.  We 
usually  begin  with  10,  15,  or  20  mg.  and  work 
up  gradually  to  100  mg.  These  doses  are 
repeated  once  a week  intravenously  or  intra- 
muscularly (depending  on  the  salt)  until  the 
patient  has  taken  a total  of  1 to  1.5  Gm. 
Most  authorities  are  opposed  to  larger  doses. 
The  patient  then  gets  a rest  for  six  or  eight 
weeks;  some  advocate  an  interval  of  even 
twelve  weeks  before  a second  series  is  started. 
Forestier  says  every  patient  should  have  at 
least  two  courses  of  gold,  but,  if  the  patient  is 
not  relieved  by  two  courses,  then  gold  is 
probably  not  going  to  help. 

The  most  serious  disadvantage  of  gold 
therapy  is  the  prevalence  of  toxic  reactions 
which  sometimes  are  quite  serious,  but  I 
think  these  reactions  can  in  large  measure  be 
controlled  by  close  attention  to  dosage  and 
careful  supervision  of  the  patient.  We  have 
now  treated  more  than  200  cases  with  gold 
without  a single  fatal  reaction.  We  have  seen 
3 cases  of  rather  severe  exfoliative  dermatitis 
and  numerous  instances  of  simple  or  squamous 
dermatitis.  A number  of  patients  have  had 
ulcerative  stomatitis,  which  is  another  com- 
mon form  of  intoxication.  We  have  en- 
countered 2 cases  of  toxic  jaundice.  We  have 
not  had  any  cases  of  purpura  hemorrhagica. 
They  are  being  reported,  however,  and  some  of 
these  have  proved  fatal.  There  have  been  a 
few  deaths  reported  due  to  agranulocytosis. 

I suppose  that  if  we  keep  on  using  gold 
therapy  long  enough  in  our  clinic  we  will 
eventually  encounter  a serious  accident  of 
some  kind  or  another,  just  as  happens  oc- 
casionally with  the  administration  of  salvar- 
san,  sulfapyridine,  sulfanilamide,  and  other 
similar  agents.  I saw  a death  last  spring  in  a 
rather  mild  case  of  pneumonia  from  purpura 
hemorrhagica  following  the  use  of  about  40 
Gm.  of  sulfapyridine.  Time  will  not  permit 
us  to  go  into  the  matter  of  the  toxic  reactions 
in  great  detail.  Sometimes  immediate  vaso- 
motor reactions  occur,  such  as  dizziness, 
syncope,  nausea,  and  vomiting.  Most  im- 
portant is  to  watch  the  blood.  We  do  blood 
counts  on  our  patients  once  a month.  Some 
clinics  advise  blood  counts  once  a week.  We 
inquire  carefully  about  any  tendency  to 
hemorrhage.  We  watch  the  leukocytes  and 
red  cells,  and  we  watch  for  signs  of  purpura. 
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We  occasionally  do  a platelet  count  to  see 
whether  or  not  there  is  any  fall  in  the  plate- 
lets. The  urine  must  be  examined  once  a 
month  for  kidney  complications,  although 
these  are  quite  rare. 

Rheumatoid  arthritis  is  a disease  from  which 
one  rarely  gets  well  spontaneously.  It  is  a 
disease  that  is  usually  progressive.  Forestier 
estimates  that  only  1 to  5 per  cent  of  patients 
make  a complete  and  permanent  recovery. 
Remissions  may  last  for  five  or  ten  years  be- 
fore the  almost  inevitable  recurrence  makes  its 
appearance.  Therefore,  when  we  get  hold  of 
an  agent  like  gold  and  see  remissions  in  about 
one-third  of  our  cases,  we  naturally  get  a 
little  excited  about  it.  We  have  never  had  a 
remedy  that  has  given  us  such  a high  per- 
centage of  remissions  with  complete  disappear- 
ance of  swelling  and  pain  in  those  cases  that 
are  not  too  far  advanced.  Even  in  individuals 
who  have  had  the  disease  for  several  years, 
the  pain  and  swelling  diminish  and  the  patient 
is  often  able  to  go  back  to  work  though  he  can- 
not be  called  completely  cured.  As  a matter 
of  fact,  we  do  not  use  the  word  “cure”  in  this 
connection,  in  spite  of  the  good  results  that  we 
obtain  with  gold  (one-third  of  the  cases  show- 
ing remissions  and  another  third  showing 
marked  improvement).  About  one-third  or 
more  of  our  cases  have  had  relapses.  These 
patients  have  had  complete  remissions  or 
marked  improvement,  but  when  we  stopped 
the  gold  for  a while  to  let  them  excrete  a little 
of  the  metal  and  thereby  prevent  gold  intoxica- 
tion there  has  been  a return  of  joint  symptoms, 
usually  within  a few  weeks  or  months  after 
the  last  injection  of  gold.  In  other  cases  the 
relapse  has  occurred  only  after  an  interval  of 
several  years.  Fortunately,  the  relapse  is  not 
so  severe  as  the  original  attack,  and  the  relapse 
also  responds  to  gold  treatment,  though  not 
always  promptly. 

On  the  whole,  the  outlook  for  gold  therapy  is 
quite  promising.  Students  of  arthritis,  after 
being  in  a wilderness  of  pseudotherapeutic 
remedies  for  many  years,  are  now  beginning  to 
approach  a sort  of  “promised  land”;  at  least 
the  patients  think  so,  for  nearly  all  of  them 
say  they  feel  better  after  gold  treatment  than 
after  any  of  the  other  forms  of  treatment 
which  had  been  used  previously. 

Where  should  the  arthritis  patient  be 
treated?  There  are  three  clinical  types.  One 
is  the  acute  or  subacute  type  with  pain  and 
swelling  and  some  fever,  suggestive  of  rheu- 
matic fever.  This  type  of  arthritis  should  be 
treated  in  the  hospital.  Then  there  is  the 
mild,  sluggish  type  which  we  treat  in  the 


clinic  or  in  the  doctor’s  office.  The  third  type 
is  the  advanced  cripple  who  really  needs 
sanitarium  care.  This  patient  can  be  made 
fairly  comfortable  either  by  sanitarium  care  or 
by  special  nursing  in  the  home  or  hospital. 

When  we  bring  the  rheumatoid  patient  into 
the  hospital  for  treatment,  we  generally  give 
him  intensive  physical  therapy,  perhaps  some 
fever  therapy,  and  several  blood  transfusions. 
He  gets  a nutritious  diet  and  plenty  of  rest, 
which  many  of  them  need  very  badly.  We 
put  the  patient  to  bed  and  he  stays  in  bed  a 
part  of  every  day.  On  this  regimen  he  soon 
begins  to  show  real  improvement,  and.  then 
after  six  weeks,  which  is  about  the  maximum 
hospital  treatment  feasible,  he  is  discharged 
feeling  much  encouraged  and  more  com- 
fortable. Treatment  is  then  continued  either 
at  home  or  in  the  physician’s  office. 

Dr.  Gold  : Dr.  Angevine,  will  you  continue 
the  discussion? 

Dr.  D.  Murray  Angevine:  The  fact  that 
Dr.  Cattell  has  asked  a pathologist  to  discuss 
this  subject  indicates  that  it  is  in  not  too 
healthy  a state  and,  if  it  does  not  require  an 
autopsy,  at  least  a liberal  biopsy  is  necessary. 
From  Dr.  Gold’s  introductory  remarks  it 
appears  as  though  he  were  putting  Dr.  Cecil 
and  myself  on  the  spot.  However,  I do  not 
think  he  actually  intended  to  do  so. 

Dr.  Cecil  has  covered  most  of  the  important 
subjects,  but  I should  like  to  mention  a few 
things  that  are  of  importance  in  the  treatment 
of  this  disease.  I would  first  like  to  say  some- 
thing on  behalf  of  the  patient.  The  first 
patient  who  will  come  to  you  in  practice  will 
probably  be  without  teeth  and  tonsils  due  to 
the  energetic  tactics  of  your  medical  confreres. 
The  patient  will  have  little  use  for  doctors; 
so  you  see  that  you  have  a problem  on  your 
hands,  and  it  is  of  the  utmost  importance  that 
you  immediately  gain  the  confidence  of  this 
patient  in  order  to  keep  him  under  your  care 
long  enough  for  adequate  treatment. 

In  treating  these  patients  either  in  the  clinic 
or  in  the  office  the  most  important  thing  is  to 
have  sufficient  time  to  listen  to  their  problems 
and  complaints.  There  is  too  great  a tendency 
on  the  part  of  physicians  to  give  them  a pat  on 
the  back,  an  injection  by  a nurse,  and  to  send 
them  on  their  way.  From  experience  in  the 
clinic  I have  found  that  if  you  can  devote 
sufficient  time  to  these  patients,  as  you  do  to 
others,  they  will  be  most  appreciative  and 
remain  under  your  care  over  a period  of  many 
years. 

They  will  do  well  under  the  type  of  therapy 
which  Dr.  Cecil  has  mentioned — namely, 


April  1,  1941] 


THERAPEUTICS 


693 


general  and  local  rest,  salicylates,  and  physical 
therapy.  These  are  the  four  items  that  I 
include  in  the  therapy  of  this  disease,  although 
I know  that  this  is  considered  therapeutic 
nihilism  by  many. 

There  is  too  great  a tendency  to  send  this 
type  of  patient  for  a diagnosis  to  somebody 
with  special  interest  in  the  disease.  Without 
a great  deal  of  study  one  can  learn  to  make 
most  of  the  diagnoses  rather  easily.  If  there  is 
to  be  any  rationale  to  any  form  of  therapy,  it 
will  largely  depend  on  an  accurate  diagnosis. 
In  addition  to  a broad  general  knowledge  one 
should  also  be  equipped  with  some  knowledge 
of  physical  therapy  and  general  orthopedic 
methods  so  that  the  possibilities  and  limita- 
tions of  both  may  be  better  evaluated.  Some 
knowledge  of  the  pathology  of  joint  diseases 
and  the  ability  to  interpret  bone  x-rays  are 
important.  I do  not  think  that  this  is  too 
much  to  require  of  anyone  practicing  general 
medicine,  especially  if  one  is  going  to  evaluate 
therapy.  This  applies  to  gold  or  any  other 
form  of  therapy. 

One  authority  has  stated  that  about  60  to 
75  per  cent  of  these  patients  will  do  very  well 
if  one  leaves  them  alone.  However,  as  soon 
as  anyone  attempts  to  demonstrate  that  some 
particular  form  of  therapy  is  of  value  these 
figures  are  promptly  forgotten. 

Great  quantities  of  therapeutic  advertise- 
ments for  arthritis  come  to  my  desk  every 
year.  They  include  about  everything  possible. 
The  fact  that  so  much  is  spent  on  advertising 
to  the  medical  profession  indicates  that  some 
of  the  profession  accept  them.  It  is  rather 
disgraceful. 

This  chart  is  of  considerable  interest  (see 
Fig.  1) . It  was  taken  from  an  article  by  Davis 
which  appeared  recently  in  the  Journal  of  the 
American  Medical  Association.  Any  new 
form  of  therapy  goes  through  the  following 
stages:  One  of  investigation,  then  increased 
interest,  overenthusiasm,  publicity,  commer- 
cial exploitation,  etc.  Later  we  come  to  the 
stage  of  poor  results;  then  there  is  a period  of 
overcorrection  and  a return  to  one  of  more  or 
less  stability.  With  gold  we  are  probably  now 
in  the  overenthusiastic  stage. 

I should  like  to  ask  Dr.  Cecil  to  state 
frankly  whether  he  thinks  it  safe  for  a young 
doctor  just  going  into  practice  to  take  the  risk 
of  producing  a severe  dermatitis,  hepatitis,  or 
other  serious  reaction  in  his  first  patient  in  the 
community? 

Our  knowledge  of  the  etiology  of  the  disease 
has  not  been  advanced  by  the  use  of  gold  salts. 

It  has  been  inferred  that  because  gold  has  a 


bacteriostatic  action  on  the  hemolytic  strepto- 
coccus and  a favorable  effect  upon  rheumatoid 
arthritis  the  hemolytic  streptococcus  is,  there- 
fore, concerned  with  the  disease.  This  is 
loose  reasoning  because  we  must  remember 
that  gold  has  the  same  bacteriostatic  effect 
upon  many  organisms.  Other  drugs,  such  as 
sulfanilamide,  which  are  also  effective  against 
the  hemolytic  streptococcus,  have  no  favorable 
influence  on  rheumatoid  arthritis. 

Dr.  Gold:  The  meeting  is  now  open  for 
general  discussion.  Are  there  any  questions? 

Dr.  Cecil:  May  I answer  Dr.  Angevine’s 
questions? 

Dr.  Gold:  Yes,  please  do. 

Dr.  Cecil:  I certainly  want  to  take  strong 
issue  with  one  statement  that  Dr.  Angevine 
quoted.  I do  not  think  he  vouched  for  it 
himself,  but  his  statement  was  that  60  to 
75  per  cent  of  rheumatoid  patients  do  pretty 
well  if  you  just  leave  them  alone.  I have 
watched  some  of  these  patients  now  for  a 
period  of  many  years.  Forestier,  the  elder, 
who  practiced  at  Aix-les-Bains  for  many 
years,  said  that  he  had  never  seen  a rheumatoid 
patient  get  entirely  well  and  stay  well.  These 
patients  have  ups  and  downs.  It  is  perfectly 
true  that  they  get  better  and  are  free  of  symp- 
toms for  a while,  but  sooner  or  later  the  relapse 
occurs.  A patient  whom  I had  not  seen  for 
four  years  walked  into  my  office  the  other  day. 
A diagnosis  of  rheumatoid  arthritis  had  been 
made  and  he  appeared  to  have  been  cured, 
but  he  came  back  after  an  interval  of  four 
years  with  a sharp  exacerbation  of  arthritis. 

What  we  need  in  this  disease  is  a careful 
and  thoroughgoing  follow-up  study  such  as 
has  been  made  in  diabetes,  tuberculosis,  and 
other  chronic  diseases.  I am  quite  sure  from 
my  own  observations  that  a small  percentage 
of  these  patients  make  a complete  and  perma- 
nent recovery.  Is  that  your  feeling,  Dr. 
Conner? 

Dr.  Lewis  A.  Conner:  I feel  exactly  the 
way  you  do  in  that  respect.  They  have  their 
recessions  and  periods  of  temporary  relief. 
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Hence,  often  it  is  difficult  to  rule  out  the 
matter  of  coincidence  in  appraising  the  value 
of  these  various  methods  of  treatment. 

Dr.  McKeen  Cattell:  Recent  studies  by 
Sidel  and  Abrams  emphasize  the  difficulty  in 
evaluating  the  results  of  therapy  in  arthritis. 
These  investigators  compared  the  results  of 
intravenous  polyvalent  streptococcus  vaccine 
with  a series  of  controls  in  which  saline  solution 
alone  was  injected.  Of  58  patients  with 
chronic  rheumatoid  arthritis  33  were  treated 
with  saline  injection,  and  74  per  cent  of  these 
showed  definite  improvement,  a percentage 
slightly  higher  than  was  obtained  in  the  re- 
maining 25  patients  receiving  the  vaccine. 
They  concluded  that  the  psychologic  effect 
of  the  injection  rather  than  the  substance  in- 
jected was  the  important  thing.  Evidently  we 
must  keep  in  mind  the  influence  of  the  needle 
in  evaluating  therapy. 

Dr.  Cecil:  So  far  as  my  enthusiasm  for 
gold  therapy  is  concerned,  I do  feel  that  gold 
is  giving  us  more  in  the  way  of  successful 
therapy  than  anything  we  have  worked  with 
so  far,  and  that  is  the  present  feeling  in  Eng- 
land and  in  other  European  countries. 
Whether  it  is  the  final  answer  or  not  I would 
not  dare  to  say.  We  may  get  improvements 
in  preparations  of  gold  salts  so  that  they  will 
be  less  toxic  and  safer  to  use.  When  we 
finally  determine  the  etiology  of  this  disease, 
better  agents  than  gold  may  be  discovered, 
but  at  the  present  time  I do  feel  that  gold  is 
the  best  thing  available  in  the  way  of  medical 
treatment.  Would  I take  gold  myself  if  I 
had  rheumatoid  arthritis?  My  answer  would 
be  yes,  and  I would  feel  that  if  I took  it  early 
in  the  first  few  months  of  the  disease  I would 
have  a good  chance  of  making  a recovery, 
with  one  or  more  relapses  possibly  later  on, 
but  with  eventual  recovery. 

Young  physicians  could  use  this  drug  if 
they  were  careful,  but  they  certainly  should 
have  a frank  talk  with  the  patient  and  with 
his  family  and  explain  to  them  that  gold  is  a 
dangerous  agent  and  may  occasionally  cause 
severe  reactions  even  under  the  most  favorable 
conditions.  I do  not  see  any  reason  why  a 
young  doctor  under  such  circumstances  should 
not  use  the  drug. 

Dr.  Henry  B.  Richardson:  Dr.  Cecil, 
how  sick  would  a person  have  to  be  before  you 
would  want  to  risk  the  gold  treatment? 
Whenever  the  diagnosis  is  made,  or  would  you 
be  guided  by  the  symptoms? 

Dr.  Cecil:  I had  a letter  from  Dr.  Forestier 
about  a year  ago  in  which  he  seemed  quite 
impatient  with  the  tendency  of  American 


physicians  to  use  gold  only  on  late  cases  in 
which  everything  else  had  failed.  He  did  not 
think  that  was  fair  to  the  remedy.  He 
claimed  that  gold  should  be  used  early  in  the 
disease  before  permanent  damage  has  been 
done  to  the  bone  and  cartilage.  This  reason- 
ing seemed  to  be  fair  enough.  The  earlier 
you  use  gold,  the  better. 

Dr.  Ephraim  Shorr:  A number  of  years 
ago  the  prevailing  ideas  with  respect  to  foci 
of  infection  were  that  if  the  focus  was  definite 
and  could  be  removed  early  in  the  disease  the 
beneficial  effects  were  much  more  striking 
but  that  with  time  the  influence  of  the  removal 
diminished  greatly.  I bring  up  this  point  to 
ask  whether  that  is  your  opinion  and  conse- 
quently whether  the  tendency  to  under- 
emphasize infection  today  is  not  to  some  ex- 
tent dangerous  and  unfair  to  the  patient? 

Dr.  Cecil:  I think  a patient  with  rheu- 
matoid arthritis  should  have  any  obvious 
focus  of  infection  removed.  If  the  tonsils  are 
badly  diseased,  if  the  sinuses  are  giving 
trouble,  or  if  the  teeth  show  some  definite 
abscesses,  these  infected  areas  should  be 
taken  care  of.  There  was  a time  when  every 
rheumatoid  had  his  tonsils  and  teeth  removed, 
almost  as  a routine.  As  a result  he  often 
parted  with  innocent  tonsils  and  many  per- 
fectly sound  teeth  which  he  might  just  as  well 
have  kept.  Even  when  obvious  foci  of  infec- 
tion are  discovered,  I would  not  expect  their 
removal  to  have  any  permanent  influence  on 
the  course  of  the  arthritis.  However,  my  own 
feeling  is  that  there  is  such  a thing  as  “focal 
infection”  arthritis  as  distinguished  from  the 
rheumatoid  type.  I remember  a doctor  who 
used  to  come  to  my  office  who  had  a chronic 
prostatitis  and  several  swollen  painful  joints. 
Whenever  his  prostate  was  massaged,  he 
would  suffer  a prompt  exacerbation  of  swell- 
ing in  his  joints.  He  did  not  have  what  I 
would  call  rheumatoid  arthritis,  but  he  had 
rather  a peculiar  hot,  inflamed  type  of  joint 
which  would  come  and  go  and  which  never 
progressed  into  a typical  rheumatoid  picture. 

Dr.  Shorr:  I wonder  also  whether  inspec- 
tion of  the  tonsils  is  sufficient.  I recall  tonsils 
that  were  removed  and  cultured  by  Dr. 
Stainsby,  which  grossly  looked  entirely  normal, 
yet  not  infrequently  there  would  be  collec- 
tions of  pus  with  almost  pure  cultures  of 
streptococcus.  Do  you  think  that  the  risk 
attending  tonsillectomy  in  a patient  who  is 
quite  ill  with  arthritis  is  so  great  that  it  out- 
weighs the  possible  beneficial  effects? 

Dr.  Cecil:  About  1 or  2 per  cent  of  the 
patients  in  our  series  have  had  exacerbation 
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of  their  symptoms  quite  sharply  after  removal 
of  foci.  You  always  have  to  run  that  risk  in 
taking  out  tonsils  and  teeth.  The  presence  of 
hemolytic  streptococci  in  tonsils  would  not 
excite  me  much.  The  tonsils  are  scavengers. 
They  are  just  the  places  where  streptococci 
ought  to  be!  If  you  were  to  cut  a tonsil  open 
and  get  streptococci  from  the  cut  surface, 
that  would  be  just  what  I should  expect.  If 
you  got  actual  pus,  that  would  be  quite  a 
different  matter,  of  course. 

Dr.  Janet  Travell:  I should  like  to  ask 
two  questions.  One  is  in  connection  with  the 
sulfur  content  of  these  preparations.  Dr. 
Cecil  pointed  out,  I believe,  that  all  of  the 
commonly  used  gold  salts  contain  a certain 
proportion  of  sulfur. 

Dr.  Cecil:  Yes,  but  not  very  high. 

Dr.  Travell:  The  sodium-gold-thiosulfate 
accepted  by  the  A.M.A.  Council  on  Pharmacy 
and  Chemistry  has  been  analyzed  and  con- 
tains about  25  per  cent  of  sulfur  and  about 
37  per  cent  of  gold.  Further,  there  is  an 
experimental  study  in  the  literature  by 
Japanese  investigators  on  experimental  tuber- 
culosis of  guinea  pigs,  and  they  found  that 
treatment  was  just  as  effective  if  they  used  the 
salt  after  the  gold  radical  had  been  removed 
but  the  sulfur  radical  had  been  retained.  I 
wonder  if  there  are  any  salts  of  gold  in  use  in 
our  clinic  which  do  not  contain  sulfur? 

Dr.  Cecil:  Gold  salts,  to  be  effective, 
must  contain  a sulfhydril  group.  This  is 
known  as  Feldt’s  principle.  Feldt’s  work  was 
done  several  years  ago,  and  he  postulated  that 
gold  salts  to  be  efficacious  in  animal  experi- 
ments had  to  contain  a sulfur  radical.  On 
the  other  hand,  Frey  berg’s  work  at  the 
University  of  Michigan  proves  pretty  clearly 
that  sulfur  alone  has  no  value  in  the  treat- 
ment of  arthritis. 

Dr.  Travell:  The  sulfur  studies  were  not 
conclusive.  It  might  be  that  a combination  of 
gold  and  sulfur  is  needed. 

Dr.  Cecil:  Yes,  there  might  be  something 
to  the  combination. 

Dr.  Travell:  I have  another  question  in 
regard  to  sedimentation  rates.  Elman  and 
Lawrence  recently  expressed  enthusiasm  re- 
garding the  use  of  the  sedimentation  rate  as  a 
guide  to  the  effectiveness  of  therapy  and  also 
as  a guide  to  the  dosage.  They  report  that 
they  have  greatly  reduced  the  incidence  of 
toxic  effects  by  discontinuing  therapy  when 
the  sedimentation  rate  returns  to  normal. 
I wonder  if  you  would  say  something  about 
that. 

Dr.  Cecil:  I should  have  spoken  about  the 


sedimentation  rate  in  more  detail.  The 
sedimentation  rate  is  a great  help  to  us  in  the 
use  of  gold  therapy.  It  has  been  shown  by 
numerous  observers  that  when  gold  therapy  is 
effective  the  sedimentation  rate  tends  to 
return  to  normal.  Occasionally  we  find  cases 
that  are  greatly  benefited  by  gold  though  the 
sedimentation  rate  remains  high.  On  the 
other  hand,  even  those  who  get  a normal  sedi- 
mentation rate  sometimes  relapse,  and  the 
sedimentation  rate  then  rises  again. 

Dr.  Travell:  After  you  stop  the  gold? 

Dr.  Cecil:  Yes;  in  some  patients  a few 
weeks  after  you  stop  the  gold  the  sedimenta- 
tion rate  will  begin  to  climb  either  before 
joint  symptoms  have  developed  or  simultane- 
ously with  the  reappearance  of  arthritis. 

We  recommend  that  patients  free  from 
symptoms  have  a sedimentation  test  about 
every  three  or  four  months  to  determine 
whether  or  not  the  rate  is  remaining  normal. 
As  long  as  it  is  normal  we  feel  that  the  patient 
is  pretty  safe.  If  a patient  has  had  a remission 
after  only  one  course  of  gold,  I would  give 
another  course  of  gold  even  in  the  face  of  a 
normal  sedimentation  rate. 

Dr.  Travell:  Then  it  is  a valuable  guide? 

Dr.  Cecil:  Yes,  it  is.  It  is  a simple  test, 
too,  and  easy  to  do. 

Dr.  Angevine:  One  of  the  reasons  I am 
so  skeptical  of  gold  salts  is  that  I have  seen 
the  kidneys  and  livers  of  many  animals 
treated  experimentally.  Our  early  experi- 
ments showed  that  gold  controlled  the  in- 
fection very  well,  but  as  the  virulence  of  the 
organism  increased  gold  became  less  effective. 
It  was  necessary  to  increase  the  amount  of  gold 
to  control  the  infection.  However,  we  soon 
produced  some  striking  lesions  in  the  kidney 
and  liver.  Perhaps,  looking  at  it  from  this 
angle,  one  becomes  more  conservative  than 
one  who  does  not  have  the  opportunity  to 
observe  the  toxic  effects  directly. 

Dr.  Cecil:  The  treatment  of  any  disease 
of  unknown  etiology  is  always  more  or  less 
irrational.  I think  if  Dr.  Angevine  had 
arthritis  he  would  take  a little  gold  himself. 

Dr.  Conner:  Dr.  Cecil,  have  you  not  seen 
improvement  follow  the  various  other  methods 
of  treatment  which  have  had  a temporary 
popularity  in  the  past? 

Dr.  Cecil:  Yes! 

Dr.  Conner:  In  the  fever  treatment  or  the 
treatment  with  vaccine? 

Dr.  Cecil:  Yes,  but  not  nearly  so  fre- 
quently as  with  gold.  The  development  of 
gold  therapy  in  the  United  States  is  rather 
interesting.  I do  not  know  whether  you  are 
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familiar  with  it  or  not.  It  dates  back  to 
Forestier’s  visit  to  the  United  States  in  the 
early  thirties.  He  lectured  on  gold  therapy 
in  various  clinics  of  this  country,  and  all  who 
were  interested  in  arthritis  undertook  to  treat 
some  patients  with  gold.  Nearly  every  one  of 
us  ran  into  trouble.  I encountered  an  ex- 
foliative dermatitis  with  the  third  case  I 
treated,  and  others  had  similar  experiences. 
We  became  frightened  and  abandoned  the  use 
of  gold  entirely.  However,  favorable  reports 
on  gold  therapy  kept  coming  out  in  French 
and  English  journals.  Finally,  some  of  these 
English  physicians — arthrologists,  if  you  want 
to  call  them  that,  or  rheumatologists — work- 
ing in  the  arthritis  clinics  in  England  came 
over  here  and  took  us  to  task,  and  the  Lancet 
had  an  editorial  in  which  American  medicine 
was  chided  for  not  making  use  of  such  a 
valuable  agent.  About  three  years  ago  after 
being  thus  chastised  by  our  English  friends, 
some  of  us  here  in  America  turned  to  gold 
therapy  again  and  we  are  now  giving  it  a 
really  fair  test.  We  are  beginning  to  see  that 
there  is  something  in  what  the  French  and 
English  have  claimed  for  it. 

Dr.  Travell:  Dr.  Cecil,  isn’t  it  true  that 
when  gold  was  first  introduced  the  doses 
that  we  used  were  much  larger  and  the  inci- 
dence of  toxic  effects  much  greater? 

Dr.  Cecil:  Yes;  most  of  the  severe  reac- 
tions and  fatalities  have  been  in  patients  who 
were  receiving  200  mg.  doses  and  total  doses 
of  2 or  3 Gm. 

Dr.  Travell:  We  are  perhaps  over- 

emphasizing the  dangers  of  this  substance 
when  it  is  used  conservatively. 

Dr.  Cecil:  The  trouble  is  that  there  is  a 
very  small  margin  between  the  toxic  and  the 
therapeutic  dose.  In  fact,  some  think  the 
patient  gets  the  most  striking  benefit  when 
he  shows  some  toxic  effect  such  as  a skin  rash, 
a sore  mouth,  or  something  of  that  sort.  That 
has  been  my  experience.  Others  do  not  want 
to  admit  this.  A colleague  of  mine  recently 
remarked  that  in  five  years  we  would  probably 
have  gold  salts  that  could  be  taken  freely 
without  any  danger  at  all.  Do  you  not  think 
that  is  likely,  Dr.  DuBois? 

Dr.  Eugene  F.  DuBois:  I think  there  will 
always  be  danger. 

Dr.  Richardson:  Are  the  toxic  effects  in 
proportion  to  the  dose? 

Dr.  Cecil:  They  are,  except  in  about  10 
per  cent  of  the  patients  who  are  quite  sensi- 
tive. These  may  have  toxic  manifestations 
even  after  the  first,  second,  or  third  small  dose. 

Dr.  C.  H.  Wheeler:  We  had  a patient  in 


the  hospital,  Dr.  Cecil,  who  developed  a severe 
exfoliative  dermatitis  from  the  gold  but  who 
experienced  so  much  relief  from  the  arthritis 
that  he  would  willingly  spend  several  weeks  in 
the  hospital  with  dermatitis  again,  if  it  were 
necessary,  in  order  to  secure  such  benefit. 

Dr.  Gold:  From  the  thirty  odd  thera- 
peutic measures  we  end  up  with  about  three — 
aspirin,  iron,  and  gold. 

Dr.  Cecil  : That  is  about  right. 

Dr.  Gold:  What  happened  to  arsenic  and 
strychnine? 

Dr.  Cecil:  I think  they  were  remedies  that 
were  used  at  one  time  for  almost  everything. 

Dr.  Paul  Reznikoff:  Do  you  think  iron 
is  effective  in  arthritis? 

Dr.  Gold:  Do  you  want  to  take  out  iron 
also? 

Dr.  Cecil:  I think  Dr.  Reznikoff  is  making 
a good  point.  It  is  extremely  difficult  to  build 
up  the  blood  with  iron  when  the  arthritis 
patient  has  a really  severe  anemia.  Some  will 
respond,  but  if  the  count  drops  to  as  low  as 
3,500,000  erythrocytes  there  is  usually  diffi- 
culty. 

Dr.  Reznikoff:  Even  if  they  have  mild 
anemia,  I question  whether  iron  is  effective 
because  there  is  no  iron  deficiency. 

Dr.  Gold:  We  may  now  summarize  briefly 
the  chief  points  that  emerge  from  the  dis- 
cussion. The  treatment  of  rheumatoid 
arthritis  has  been  considered.  This  disease 
is  distinguished  from  other  rheumatic  states 
by  the  following:  specific  pathologic  changes, 
swelling  and  pain  of  several  joints,  the  fusi- 
form finger,  and  increased  sedimentation  time 
of  the  red  blood  cells.  Its  course  is  chronic;  it 
shows  frequent  and  protracted  remissions  and 
is  rarely  completely  cured.  Its  cause  is  un- 
known, but  it  is  still  regarded  as  a form  of 
chronic  infection.  The  mild  forms  may  be 
managed  as  ambulant  patients,  the  acute  and 
severe  forms  require  the  hospital,  and  the 
advanced  cripple  needs  sanatorial  care. 

Only  a few  of  the  numerous  agents  and 
methods  of  treatment  were  considered.  Physi- 
cal and  mental  rest,  a well-balanced  diet,  and 
abundant  vitamins  are  important  in  order  to 
secure  the  best  results.  The  application  of 
heat  in  various  forms  is  helpful.  Physical 
therapy,  fever  therapy  and  blood  transfusions, 
corrective  exercises,  and  various  orthopedic 
procedures  play  a useful  part  in  appropriate 
cases. 

Acetylsalicyclic  acid  appears  to  be  the 
favorite  for  the  control  of  the  pain.  Iodides, 
arsenic,  and  strychnine  are  of  questionable 
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value.  Iron  does  not  control  their  anemia  as 
would  be  expected  because  of  the  fact  that 
their  anemia  is  not  as  a rule  due  to  iron 
deficiency.  The  value  of  the  removal  of 
tonsils  and  teeth  as  foci  of  infection  is  open  to 
serious  doubt.  Patients  seem  to  be  no  better 
off  after  these  procedures  have  been  carried 
out.  Vaccines  have  also  made  out  a bad  case 
for  themselves.  They  seem  to  be  no  better 
than  water  given  under  similar  circumstances. 

The  use  of  gold  salts  came  in  for  some 
attention.  Weekly  intramuscular  or  intrave- 
nous doses  of  10  to  100  mg.  in  courses  of  1 to 
1.5  Gm.  have  been  reported  to  bring  about 
remissions,  more  frequent,  more  complete, 


and  more  protracted  than  occur  without  this 
treatment.  Dr.  Cecil  believes  that  gold  salts 
have  solid  merit.  The  frequency  of  dangerous 
reactions  was  stressed.  A more  skeptical 
view  of  their  value  was  taken  by  other  students 
of  arthritis  at  this  conference.  The  question 
was  raised  whether  the  use  of  gold  salts,  which 
had  its  origin  in  a double  error — namely,  in  the 
notion  that  rheumatoid  arthritis  is  a form  of 
tuberculosis  and  that  gold  is  of  value  in 
tuberculosis — may  not  represent  merely 
another  temporary  episode  in  the  history  of 
the  long  list  of  therapeutic  promises  for 
rheumatoid  arthritis  which  have  failed  to 
materialize. 


TREATMENT  OF  WAR  BURNS 

At  the  Royal  Society  of  Medicine,  Surgeon 
Rear  Admiral  Wakeley  opened  a discussion  on 
the  treatment  of  war  burns,  as  reported  in  a 
London  letter  to  the  J.A.M.A.  At  the  out- 
break of  war  it  was  thought  that  the  treatment 
would  be  simple,  and  the  use  of  tannic  acid  was 
regarded  as  completely  satisfactory.  But  this 
proved  far  from  true  in  the  navy,  where  many 
casualties  from  burns  occurred. 

War  burns  differed  from  those  of  civilian  life 
in  that  they  might  not  be  treated  for  many  hours 
or  even  days.  On  a warship  only  first-aid  treat- 
ment could  be  given  in  the  majority  of  cases. 
Most  of  the  burns  involved  the  face  and  hands 
and  were  due  to  gun  flash,  bomb  flash,  incendiary 
bombs,  or  gasoline.  First-aid  treatment  con- 
sisted in  morphine,  warmth,  and  fluid  to  counter- 
act shock.  If  this  was  marked,  plasma  trans- 
fusion was  given.  Secondary  shock  occurred 
some  hours  after  the  burn  and  accounted  for 
80  per  cent  of  the  deaths. 

The  most  important  factor  in  it  was  the  loss 
of  plasma  from  the  burned  surface.  The  blood 
might  be  so  concentrated  that  the  hemoglobin 
rose  to  140  per  cent.  The  best  treatment  was 
to  replace  the  plasma  protein.  Given  intra- 
venously, plasma  raised  the  osmotic  pressure 
sufficient  to  restore  the  normal  distribution  of 
fluid  between  the  vascular  and  interstitial  com- 
ponents. Whole  blood  transfusion  and  intra- 
venous physiologic  solution  of  sodium  chloride 
or  sterile  water  were  contraindicated.  The 
amount  of  plasma  necessary  must  be  estimated 
by  frequent  blood  examinations. 

Wakeley  agreed  with  Aldrich  that  acute 
toxemia  from  burns  was  due  to  streptococcic 
infection.  It  did  not  appear  for  several  days  and 


could  be  prevented  by  primary  cleansing  before 
coagulation.  It  was  not  nearly  so  common  as 
in  the  last  great  war,  for  which  no  doubt  coagula- 
tion was  responsible. 

For  extensive  burns  with  toxemia,  saline  baths 
had  proved  valuable.  In  first-  or  second-degree 
burns,  sepsis  could  be  prevented  if  coagulation 
treatment  was  given  at  once  and  adequate 
cleansing  and  coagulation  followed  on  arrival 
at  a hospital. 

With  regard  to  local  treatment,  he  favored 
gentian  violet  jelly  with  merthiolate  (1:5,000), 
which  could  be  applied  to  the  burned  areas  with- 
out any  cleansing.  The  application  should  be 
liberal,  for  it  was  painless  and  even  soothing. 
It  would  seal  off  the  burned  area  and  form 
a crust  which  remained  until  arrival  at  a hospital. 
Local  treatment  should  not  be  given  in  the 
presence  of  shock.  Tannic  acid  should  not  be 
used  on  the  hands  and  face. 

In  the  hospital  the  treatment  of  shock  was 
instituted,  and  plasma  banks  and  dried  plasma 
were  playing  an  important  part.  Oxygen  ad- 
ministration was  helpful.  After  shock  had  been 
treated  the  patient  was  taken  to  a warm  room 
and  anesthetized  with  gas  and  oxygen. 

The  burned  area  was  thoroughly  cleansed  with 
saline  solution,  dried  with  an  electric  hair  dryer 
and  two  applications  of  an  aqueous  solution  of 
triple  dye  (2  per  cent  gentian  violet,  1 per  cent 
brilliant  green,  and  0.1  per  cent  acriflavine) 
sprayed  on  the  surface.  This  produced  a thin, 
supple,  adherent  tan,  which  loosened  about  the 
eighth  day  and  gradually  fell  off,  leaving  a healed 
area.  If  the  burn  was  extensive  and  of  third 
degree,  the  area  should  be  excised  and  skin 
grafted. 


HOPE  IT  WAS  A SOFT  HAT 
Mike  had  just  been  operated  on  and  was 
placed  in  a ward  between  two  other  boys  from 
the  Emerald  Isle.  After  he  had  come  out  of  the 
ether  and  was  still  sort  of  woozy,  the  Irishman 
on  one  side  yelled  over  to  the  third  one  saying, 
“Pat,  how  was  your  operation?”  Pat  replied, 
“Sure,  they  forgot  to  remove  the  sponge  from 
me  and  they  had  to  reoperate  and  take  out  the 


sponge.  And  how  is  yours,  Jim?”  To  which 
Jim  replied,  “They  forgot  the  scissors  in  me. 
They  had  to  reoperate  and  take  out  the  scis- 
sors.” 

About  that  time  Mike’s  doctor  stuck  his  head 
in  the  door  and  hollered,  “Anybody  see  my 
hat?”  and  Mike  fainted. 

— Davis  Nursing  Survey 
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THE  QUESTION  OF  SOCIALIZED  MEDICINE 
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WHETHER  or  not  we  shall  have  socialized 
medicine  will  be  decided  by  what  we  in- 
clude under  the  term  and  upon  the  practica- 
bility of  achieving  what  people  hope  for  from 
such  uses  of  medical  resources  without  un- 
reasonable cost. 

State  Medicine 

We  have  had  state  medicine  in  gradually 
increasing  scope,  usefulness,  and  cost  since 
the  very  origin  of  our  nation,  for  among  the 
first  activities  of  our  federal  government  in 
1789  was  the  provision  of  medical  care  for 
merchant  seamen  at  various  ports.  Out  of  this 
marine  hospital  service  operated  under  the 
Treasury  Department  has  grown  the  United 
States  Public  Health  Service — only  recently 
transferred  to  the  jurisdiction  of  the  Federal 
Security  Agency.  Not  only  does  the  federal 
government  conduct  comprehensive  activities 
for  the  prevention  of  disease  and  protection  of 
the  people’s  health  by  its  control  over  interstate 
and  foreign  commerce  but  it  operates  many 
hospitals  and  similar  institutions  for  veterans 
and  certain  classes  of  federal  employees, 
including  those  of  the  Army  and  the  Navy. 

Each  state  and  many  a city  and  county 
government  operates  institutions  and  agencies 
for  care  of  certain  large  groups  of  patients 
with  mental,  tuberculous,  and  other  communi- 
cable diseases;  special  institutions  for  the  sick 
among  criminal  and  dependent  persons;  and 
the  whole  range  of  general  and  special  hospi- 
tals, dispensaries,  and  home  services  with 
which  we  are  so  familiar  under  the  depart- 
ments of  hospitals,  health,  and  welfare  of  our 
cities. 

All  these  activities  of  government  have 
been  accepted  as  desirable,  necessary,  and 
practicable.  Furthermore,  they  have  prob- 
ably- been  less  costly  and  of  more  benefit 
socially  than  if  the  services  rendered  had  been 
conducted  under  other  auspices. 

There  is  no  controversy  of  opinion  or  un- 
certainty in  the  public  mind  as  to  the  continu- 
ance of  these  public  services  for  care  of  the 
sick,  except  as  to  details  of  quantity  and  qual- 
ity of  such  care  to  be  provided  at  the  tax- 
payer’s expense. 


Socialized  Medicine 

What  is  the  difference,  then,  between  state 
medicine  as  we  have  long  experienced  it  and 
the  content  of  socialized  medicine  as  popu- 
larly understood?  By  socialization  of  medi- 
cine I take  it  that  most  people  mean  the  con- 
duct of  all  services  of  physicians  and  the  as- 
sociated professions  and  vocations,  whether 
in  institutions  or  by  direct  personal  relation 
between  individual  doctor  and  patient, 
through  a system  of  salaried  employees  of  the 
state.  Or  they  mean  that  such  services  are 
to  be  provided  by  some  agency  created  or 
permitted  by  the  state  according  to  the  need 
of  each  member  of  the  population,  whether 
for  promotion  of  health,  protection  against 
disease,  or  for  diagnosis  and  treatment  of 
the  sick.  It  is  expected  that  these  facilities 
would  be  available  regardless  of  the  ability 
of  any  individual  in  the  community  to  pay 
any  part  or  all  of  their  cost  at  the  time  he  re- 
ceives them  or  later. 

Nothing  remotely  resembling  such  a com- 
plete undertaking  by  government  or  by  volun- 
tary agencies  under  official  auspices  has  been 
put  into  effect  anywhere  in  the  world,  although 
it  had  been  approached  in  some  respects  in 
Denmark  after  a variety  of  experiments  over 
a period  of  one  hundred  years.  In  the  Russia 
of  today,  socialized  medicine  in  our  chosen 
sense  of  the  term,  while  adopted  in  theory, 
does  not,  in  fact,  function  practically.  There 
are  areas  such  as  those  of  the  impoverished 
Highlands  and  Islands  of  Scotland  where  only 
public  medicine  in  its  entirety  will  work.  A 
few  such  areas  may  also  be  found  in  North 
America.  It  may  well  be  that  some  political 
unit,  state,  city,  or  county  in  the  United 
States  will  be  authorized  by  its  voters  to  em- 
bark on  such  a project.  We  can  only  specu- 
late as  to  the  costs  and  results,  since  we  have 
no  basis  for  estimating  the  demands  that 
would  be  made  upon  the  professional  per- 
sonnel or  the  extent  to  which  the  people  of  the 
community  would  be  satisfied  with  the  medi- 
cal care  they  received,  or  with  its  expense. 

There  is  certainly  nothing  in  our  form  of 
government  to  hinder  the  voters  from  de- 
manding and  authorizing  all  the  functions  of 
a comprehensive  system  of  socialized  medicine 
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to  be  supported  by  tax  monies.  Before  they 
make  any  such  decision  they  will  wish  to 
learn  the  facts  from  the  experience  of  other 
people  and  governments  whose  schemes  with 
the  same  basic  idea  have  been  put  into  effect 
for  groups  limited  by  earning  capacity,  and 
in  these  instances  for  a part  but  not  for 
all  of  the  medical  services  which  are  thought 
of  here  as  logically  to  be  included  within  a 
system  of  socialized  medicine. 

Sickness  Insurance  and  “Health 
Insurance” 

It  is  under  sickness  insurance  schemes  that 
some  other  nations  have  put  into  effect  for 
some  of  the  people  medical  services  limited  in 
one  way  or  other — the  members  of  the  insured 
group  paying  some  part  of  the  cost. 

These  systems  are  commonly  referred  to  in 
this  country  as  “health  insurance,”  and  in 
fact  this  term  has  been  used  since  about  1911 
in  England  to  describe  what  is  neither  insur- 
ance nor  a health  service.  The  cost  of  so- 
called  “health  insurance”  is  met  only  in  part 
by  the  people  “insured.”  The  taxpayer  who 
is  not  eligible  for  benefits  and  the  employer 
who  receives  no  service  are  both  required  to 
contribute  to  the  cost  of  maintenance  of 
medical  and  other  services  applicable  to  but 
a fraction  of  the  population.  This  is  not  in- 
surance but  state  and  contributory  philan- 
thropy. While  treatment  of  sickness  at  home 
and  office  by  the  physician  supported  by  the 
sickness  insurance  system  may  result  in  the 
restoration  of  the  patient  to  health,  health 
services  as  we  think  of  them  in  this  country, 
prevention  of  disease  and  supervision  of  per- 
sonal and  collective  health,  do  not  enter  these 
miscalled  “health  insurance”  schemes  at  all. 
Sickness  insurance  as  it  is  practiced  in  several 
compulsory  government  schemes  in  Europe 
cannot  be  honestly  described  under  the  term 
of  “health  insurance.”  Health  is  not  insur- 
able on  any  financial,  social,  or  medical  basis, 
although  services  intended  to  secure  a better 
measure  of  health  can  be  prepaid  by  con- 
tributory schemes  as  can  services  for  sickness. 
As  a matter  of  fact,  no  sickness  insurance 
schemes  here  or  abroad  include  personal 
health  services,  that  is  the  private  practice 
of  preventive  medicine,  within  their  benefits. 
Keeping  in  mind  that  the  principle  of  insur- 
ance, whether  on  a voluntary  or  compulsory 
basis,  whether  operated  under  government  or 
private  nonprofit  or  commercial  auspices,  can 
be  applied  to  meet  the  cost  of  medical  care 
for  disease  or  injury,  it  must  be  understood 
that  there  is  no  way  in  which  the  insurance 


principle  can  be  applied  either  to  guarantee 
health  or  to  meet  the  cost  of  services  intended 
to  keep  well  people  well.  Not  all  types  of 
physician’s  services  meet  the  limitation 
of  an  insurable  hazard,  “that  the  happening  of 
the  event  must  not  be  subject  to  the  control 
of  the  insured  individual.” 

“Health  insurance”  is  a misnomer;  as  a 
slogan  it  is  deceptive.  The  use  of  this  term 
leads  to  muddled  thinking  and,  if  applied  to 
the  realities  of  individual  or  community  life, 
can  only  develop  a sense  of  frustration  and 
disappointment  in  those  to  whom  it  is  offered 
as  a way  of  making  medical  care  available  for 
all  comers.  Health  can  no  more  be  insured 
as  an  insurable  risk  than  education,  charac- 
ter, or  morals. 

Public  Health  Services 

Local  and  national  governments  in  the  na- 
tions of  western  civilization  have  been  so 
convinced  for  about  a hundred  years  of  the 
necessity  of  health  protection  by  the  exercise 
of  the  police  power  of  the  state  for  public 
benefit  that  there  is,  nowadays,  no  uncer- 
tainty as  to  the  proper  functions,  methods, 
costs,  and  results  of  public  health  services. 

The  application  of  the  sciences  of  preventive 
medicine  by  government  for  social  ends  con- 
stitutes what  is  correctly  defined  as  public 
health  work.  This  is  to  be  clearly  distin- 
guished from  the  private  practice  of  preven- 
tive medicine  and  from  the  art  and  science  of 
so-called  curative  medicine — that  kind  of 
medical  care  which  depends  upon  the  indi- 
vidual application  of  diagnosis  and  treatment 
for  humane  and  competent  care  of  the  sick 
patient  by  the  physician  of  his  choice. 

Public  health  work  is  supported  by  the  tax- 
payers as  they  support  public  services  for  fire 
protection,  law  enforcement,  parks,  highways, 
schools,  and  courts  of  law. 

Organized  Care  of  the  Sick 

Care  of  the  sick  in  hospitals  and  kindred 
institutions  and,  to  an  increasing  degree, 
through  medical  and  nursing  care  in  the  home 
is  supported  by  the  taxpayers  with  the  co- 
operation of  agencies  maintained  in  whole  or 
in  part  by  voluntaiy  contributions.  This  is 
what  is  meant  by  organized  care  of  the  sick. 

Socialized  medicine  as  we  have  defined  it 
is  not  primarily  of  interest  to  the  indigent,  the 
very  poor,  or  the  wage  earner  of  small  means 
for  whom  any  illness  that  cuts  off  his  income 
for  a week  or  so  makes  him  dependent — at 
least  in  regard  to  the  cost  of  his  medical  care. 
These  indigent  and  medically  indigent  frac- 
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tions  of  the  population  will  in  any  event  be 
cared  for  at  public  expense  when  sick.  The 
poor  and  the  temporarily  medically  indigent 
crave  escape  from  humiliating  intrusion  upon 
their  privacy  by  the  “means”  test.  They 
favor  socialized  medicine  not  because  it  gives 
them  better  medical  care  but  as  a means  of 
escape  from  the  questioning  of  the  social 
worker,  the  inspector,  the  investigator.  The 
well  to  do,  the  rich,  will  always  be  able  to  com- 
mand the  services  of  physicians  and  medical 
institutions  by  paying  for  what  they  want  or 
need,  regardless  of,  or  in  addition  to,  any  sums 
they  may  be  required  to  contribute  in  the  form 
of  taxes  or  insurance  to  support  socialized 
medicine. 

Those  concerned  with  increased  amount, 
improved  quality,  and  decreased  cost  of  medi- 
cal care  which  they  hope  to  obtain  through 
socialized  medicine  will  be  found  among  self- 
supporting  persons  or  families  with  incomes  of 
$1,200  a year  or  over,  who  believe  that  by 
some  method  of  pooling  their  resources  they 
will  attain  three  objectives — that  is,  more, 
better,  and  less  costly  medical  care.  This  is 
an  admirable  goal  to  hope  and  plan  for.  Cer- 
tainly, if  this  can  be  reached  by  any  proper 
use  of  social  resources  and  the  authority  or 
consent  of  government,  federal,  state,  or  local, 
the  professions  directly  concerned  with  pro- 
viding care  for  the  sick  will  be  found  encourag- 
ing and  supporting  the  project. 

To  the  question — “will  socialized  medicine 
provide  an  increased  amount  of  the  kind  of 
medical  care  which  the  people  believe  they 
need?” — one  can  safely  answer,  “yes!” 

Wherever  the  barrier  of  an  immediate  or 
cash  expense  is  removed,  patients  will  call 
upon  physicians  and  medical  institutions  more 
frequently,  and  the  occurrence  of  illness  jus- 
tifying medical  attention  will  appear  to  double 
or  treble  in  amount  and  duration.  The 
amount  of  illness  will  not  alter,  but  resort  of 
people  to  free  medical  service  will  be  much 
more  frequent.  There  is  no  evidence  that  the 
people  thus  more  abundantly  served  are  better 
cared  for  or  have  better  health. 

To  the  question — “will  socialized  medicine 
improve  the  quality  of  medical  care?” — the 
answer  must  remain  uncertain  until  we  have 
a fair  and  safe  yardstick  to  apply  to  medical 
care  by  which  we  can  test  change  of  quality 
and  until,  somewhere,  an  inclusive  service 
under  the  principles  of  socialized  medicine  is 
actually  put  into  operation.  From  experience 
in  some  European  nations  with  sickness  in- 
surance schemes  that  most  nearly  correspond 
to  the  principles  of  socialized  medicine  we 


have  learned  that  the  quality  of  care,  as  well 
as  the  amount  available  to  the  lowest  insured 
groups,  is  generally  improved,  while  the  gen- 
eral level  of  medical  attention  to  the  sick  by 
the  physician  in  his  office  or  at  the  patient’s 
home  falls  decidedly  below  the  level  of  what 
the  average  self-supporting  family  obtained 
from  their  private  physician  formerly.  How- 
ever, this  failure  to  improve  quality  under  in- 
surance schemes  may,  in  those  countries  of 
Europe  where  they  have  been  best  developed, 
be  due  in  large  part  to  the  fact  that  the  in- 
sured clientele  receives  no  specialist  or  hospi- 
tal services,  both  of  which  would  certainly 
have  to  be  included  in  any  scheme  of  social- 
ized medicine  acceptable  in  the  United  States. 
Improved  quality  of  medical  care,  under  what- 
ever plan  of  payment  or  employment  of  physi- 
cians and  assistant  professions,  will  always 
depend  upon  rising  standards  of  medical  edu- 
cation, increased  opportunities  for  postgradu- 
ate training  and  re-education,  and  such  free- 
dom from  economic  limitations  as  will  en- 
courage the  physician  to  develop  initiative 
and  to  test  new  methods  of  diagnosis  and 
treatment.  None  of  the  sickness  insurance 
schemes  so  far  developed  have  created  such 
conditions  of  professional  employment  as 
contribute  directly  to  a better  quality  of 
medical  care.  It  is  fair  to  say  that  advances 
in  medical  care  since  1883  in  Germany  and 
since  1911  in  England,  and  for  similar  periods 
in  other  countries  with  sickness  insurance 
services,  have  not  come  from  physicians  en- 
gaged in  serving  the  insured  fraction  of  the 
respective  populations. 

As  to  the  cost,  the  amount,  and  the  quality 
of  services  expected  by  members  of  a compre- 
hensive system  of  socialized  medicine,  we  can 
be  reasonably  sure  that  it  would  be  far  above 
the  cost  of  the  care  now  provided.  There  are 
few  individuals  who  can  afford  to  avail  them- 
selves of  all  the  resources  that  the  medical 
sciences  have  put  at  the  service  of  the  physi- 
cian to  apply  for  early,  prompt,  accurate,  and 
thorough  diagnosis,  and  for  the  most  appro- 
priate and  successful  treatment  of  sickness. 
There  is  certainly  no  government  that  could 
now  finance  the  cost  of  medical  care  at  such  a 
level.  Even  the  more  generously  financed  of 
the  voluntary  sickness  insurance  schemes, 
those  which  call  for  a contribution  of  not  less 
than  $3.00  a month  from  each  beneficiary, 
cannot  supply  the  amount  of  medical  atten- 
tion that  people  think  they  need  and  of  a 
quality  acceptable  to  the  medical  profession 
in  this  country. 

Fortunately,  it  is  not  necessary  to  use  all 
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the  facilities  of  the  appropriate  medical  or 
surgical  specialty  for  every  patient  who  pre- 
sents symptoms  of  disease.  The  competent 
physician  is  expected  to  avoid  unnecessary 
examinations,  operations,  or  other  treatments, 
which,  though  conceivably  applicable,  may 
not  be  either  necessary  or  desirable  for  the 
patient  under  consideration.  Under  sickness 
insurance  schemes,  and  one  may  expect  also 
under  any  system  of  socialized  medicine,  there 
will  be  no  way  by  which  the  physician  can  be 
compelled,  or  the  patient  can  be  persuaded, 
to  forego  the  use,  whether  necessary  or  not, 
of  any  procedure,  however  costly,  which  the 
patient  may  request.  As  the  physician  and 
the  patient  are  both  relieved  of  any  restraint 
upon  the  score  of  direct  personal  expense  of 
diagnostic  or  treatment  facility,  it  is  to  be 
expected  that  the  cost  of  medical  care  will  in- 
crease considerably  under  any  system  of  social- 
ized medicine.  There  is  no  valid  evidence  or 
assumption  that  the  cost  will  remain  at  the 
present  level  or  fall. 

Is  There  a Solution? 

How  are  we  to  go  forward  to  settle  disputed 
points,  form  sound  opinions,  and  make  de- 
cisions that  will  satisfy  hopers  and  doubters? 

We  can  perhaps  get  our  answers  piecemeal. 
We  can  undertake — either  for  some  general 
but  not  inclusive  type  of  medical  service,  or 
for  some  significant  fraction  of  a population, 
or  for  a limited  political  unit — the  creation  of 
a service  in  which  the  people  as  a whole  con- 
stitute the  employer  and  the  appropriate  pro- 
fessional personnel — physicians,  dentists, 
nurses,  bacteriologists,  pharmacists,  and  medi- 
cal institutions — are  the  employees  under 
conditions  satisfactory  to  both  parties  and 
publicly  recognized  as  fair  and  just. 

The  quality  of  medical  care,  upon  which  the 
success  or  failure  of  any  individual  physician, 
or  employed  group  of  them,  will  always  depend 
will  be  determined  by  the  professional  qualities 
of  those  whom  the  social  unit,  community  or 
people,  employ.  It  is  not  conceivable  that, 
while  our  constitution  and  form  of  govern- 
ment endure,  physicians  or  others  can  be  com- 
pelled to  accept  public  service  against  their 
preference.  There  is  no  quicker  way  to  de- 
teriorate a body  of  professional  practitioners 
than  to  deny  them  the  right  of  self-determina- 
tion of  employment.  An  even  superficial 
acquaintance  with  the  prewar  scene  in  central 
Europe  will  convince  the  shrewdest  skeptic 
that  medical  services  are  particularly  sensitive 
to  conditions  created  under  compulsory  sick- 
ness insurance  schemes. 


There  should  be  no  serious  difficulty  in  vol- 
untary recruiting  of  licensed  practitioners  of 
the  necessary  professions  to  serve  a commun- 
ity that  wishes  to  replace  private  initiative 
in  medical  care  by  a system  of  socialized  medi- 
cine. 

The  methods  of  evaluating  the  results  of 
such  a form  of  medical  service  are  available 
and  can  be  relied  upon  for  the  cruder  manifes- 
tations of  ill  health.  Since  the  payments 
would  all  be  from  tax  money,  exact  account- 
ability should  be  easy  to  attain. 

The  overhead  expenses  should  be  calculable 
with  some  exactness. 

Alternatives  to  Sickness  Insurance  or  to 
Socialized  Medicine 

Time  and  experience  in  a number  of  such 
enterprises  should  go  far  to  determine  whether 
the  people  of  the  United  States  want  more  of 
them  or  will  turn  to  the  development  of  higher 
proficiency  by  the  methods  of  medical  care 
now  in  more  common  use.  In  the  meantime 
would  it  not  be  well  to  put  our  minds  upon 
alternative  methods,  equally  consistent  with 
our  form  of  social  or  governmental  order  and 
perhaps  more  suited  to  the  traditions  and 
peculiar  genius  of  our  people  and  the  profes- 
sions? I refer  to  three  American  contribu- 
tions to  the  application  of  and  payment  for 
medical  care.  First  in  time  of  development  is 
the  voluntary  organization  of  groups  of  physi- 
cians whose  collective  skills  provide  for  a 
quality  of  care  impossible  for  any  one  physi- 
cian, however  erudite  and  experienced,  to 
offer.  This  is  essentially  the  method  of  the 
general  and  special  hospital  with  its  medical 
board  and  staff.  Second  in  development,  but 
by  far  the  most  rapidly  growing  and  financially 
interesting  of  the  devices  of  patients  and  doc- 
tors to  affect  the  cost  and  manner  of  paying 
for  care  in  sickness,  is  the  prepayment  plan 
for  hospital  care.  This  is  sound  insurance  and 
a method  capable  of  wide  application  into 
other  fields  of  medical  care  such  as  visiting 
nursing  or  service  of  physicians.  The  chief 
hazards  that  such  prepayment  plans  for  meet- 
ing the  hospital  costs  for  illness  face  are  the 
selfishness  of  patients,  individuals  who  abuse 
their  privileges,  and  the  complacence  of 
physicians  who  recommend  patients  for  hos- 
pital care  needlessly.  These  common  expres- 
sions of  weakness  or  dishonesty  in  human 
character  can  only,  to  a limited  degree  and  at 
considerable  added  cost,  be  offset  by  pre- 
cautions intended  to  frustrate  such  insured 
persons  as  seem  determined  to  get  their  money 
back  or  its  equivalent  in  terms  of  service 


702 


HAVEN  EMERSON 


[N.  Y.  State  J.  M. 


rendered.  The  whole  system  of  hospital  pre- 
payment plans  depends  upon  pooling  the  small 
resources  of  the  many,  so  that  the  few  (10  per 
cent)  who  need  hospital  care  can  have  it  in 
adequate  amount  and  without  unbearable 
individual  costs.  If  any  considerable  num- 
ber of  members  of  such  a plan  demand  hospi- 
tal care  that  is  superfluous,  the  rates  for  all 
the  other  members  will  have  to  be  raised  or  the 
benefits  be  reduced. 

The  third  device  to  make  the  costs  of  sick- 
ness less  unbearable  is  that  of  voluntary  cash 
indemnity  insurance,  by  which  persons  may 
buy  as  much  insurance  as  they  wish  (as  in 
the  case  of  life  insurance),  the  payments  to 
be  made  to  the  insured  on  proof  of  illness.  The 
insured  may  use  his  payments  as  he  wishes  to 
purchase  medical  care  of  his  own  choice,  or  he 
may  use  the  money  to  meet  his  living  costs 
while  sick.  Such  systems,  permitted  under 
good  state  insurance  laws,  are  sound  in  finan- 
cial and  actuarial  principles  and  serve  to  facili- 
tate habits  of  thrift. 

It  is  my  personal  opinion  that  for  the  United 
States,  at  its  present  level  of  social  and  gov- 
ernmental development,  any  system  of  so- 
cialized medicine  as  above  defined,  on  a na- 
tional scale  or  compulsory  for  any  economic 
group  of  our  population,  would  result  in  a 
marked  arrest  of  medical  progress,  a deteriora- 
tion of  the  quality  of  service  rendered,  and  a 
great  increase  in  the  cost  of  medical  care  with- 
out equivalent  return  in  effective  quality  or 
quantity. 

Further,  I believe  that  while  experimenta- 
tion with  such  a system  on  a state-wide  basis 
would  face  less  serious  hazards  of  poor  per- 
formance and  exaggeration  of  costs  than 
would  a national  application,  nevertheless  the 
disadvantages,  moral  and  social,  of  compul- 
sion by  government  in  this  field  of  human 
relations  would  outweigh  any  problematic 
advantages  which  may  be  claimed  for  it.  As 
an  example  of  all  that  is  undesirable,  costly, 
and  profitless  in  a proposal  of  socialized  medi- 
cine for  a given  state,  let  me  cite  the  so-called 
Goldstein  Bill,  introduced  in  the  New  York 
State  Legislature  of  1939  and  listed  under  the 
1940  proposals  as  Assembly  Introductory 
Number  469.  In  this  bill  we  have,  in  all  its 
simplicity  and  complexity,  precisely  what  the 
promoters  of  socialized  medicine  believe  de- 
sirable and  practicable.  Let  me  quote  the 
following  significant  paragraphs  from  the 
bill: 

“General  objectives  and  powers  and  duties 
of  the  department.  (1)  It  shall  be  the  objec- 
tive and  ultimate  goal  of  the  department  to 


improve  and  maintain  the  health  of  the  people 
of  the  state  and  to  render  free  of  charge,  under 
rules  and  regulations  to  be  prescribed  by  the 
department,  all  medical,  surgical,  dental, 
nursing  care  and  treatment,  and  all  other 
services  and  facilities  known  to  science  and 
designed  or  adapted  for  use  in  all  cases  of  sick- 
ness, accidents,  and  childbirth,  to  and  for 
residents  of  the  state,  including  free  transpor- 
tation to  and  from  hospitals,  maintenance  in 
hospitals,  the  furnishing  and  supplying  with- 
out cost  of  medicines,  drugs,  and  all  medical, 
surgical,  dental,  and  pharmaceutical  supplies 
and  appliances  required  or  deemed  advan- 
tageous for  the  care,  treatment,  recovery 
and  rehabilitation  of  a sick  or  injured  per- 
son   

“The  department  shall  have  and  exercise 
exclusive  charge  and  control  over  all  of  the 
public  hospitals  of  the  state  and  of  the  staffs, 
officers,  and  employees  thereof  and  shall  have 
and  exercise  complete  supervisory  powers  over 
all  private  hospitals  and  the  staffs,  officers, 
and  employees  thereof.” 

I doubt  if  reasonable  men  and  women  with 
their  own  and  their  neighbors’  medical  inter- 
ests at  heart  will  accept  or,  if  it  were  passed, 
could  live  content  and  well  served  under  any 
such  law  and  its  application  to  all  people  and 
all  their  medical  needs,  and  to  all  the  members 
and  institutions  of  the  medical  and  associated 
professions  in  New  York  or  any  other  state  in 
the  United  States. 

Whether  without  compulsion  and  without  a 
unit  of  population  at  least  as  comprehensive 
and  stable  as  those  of  some  of  our  larger  states 
a plan  of  socialized  medicine  could  be  made  ef- 
fective I do  not  know,  but  I suspect  that  it 
could  not. 

If  such  a plan  is  not  to  be  recommended  on  a 
compulsory  basis,  it  might  be  tried  as  a volun- 
tary scheme  for  those  who  wish  to  engage  in  it 
under  suitable  insurance  supervision  within 
the  limits  of  the  state  or  smaller  political  unit 
such  as  a large  city  or  group  of  counties.  I do 
not  recommend  such  an  experiment  to  any 
state  or  community,  but  I believe  it  should  be 
allowed  by  permissive  legislation  if  a suf- 
ficient body  of  voters  and  legislators  can  be 
found  to  support  it  and  if  the  general  tax- 
paying  public  of  the  nation  can  be  protected 
against  financial  exploitation  when  the  mem- 
bers of  the  plan  of  socialized  medicine  find 
they  cannot  meet  the  costs  from  their  own  tax 
resources,  which  will  quite  surely  prove  to  be 
the  case. 

I believe  that  no  federal  legislation  such  as 
the  Wagner  Bill  of  the  last  session  of  Congress 
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(S-1620)  should  be  allowed  to  become  a law  as 
a means  of  facilitating  the  establishment  by 
federal  subsidies  to  states  of  a scheme  of 
socialized  medicine  within  such  states  as  majr 
elect  to  try  out  such  a plan. 

Federal  subsidies  for  general  medical  care 
as  proposed  under  the  half-dozen  categories 
of  the  Wagner  Bill  of  1939  (S-1620)  are  of 
quite  a different  order  of  magnitude  and  pur- 
pose from  those,  limited  in  objective  and  in 
the  amount  of  money  proposed,  for  hospital 
construction  in  backward  and  impoverished 
states  as  expressed  in  the  Wagner  Bill,  Senate 
Introductory  1842,  of  the  1940  session  of 
Congress. 

Recommendation 

Instead  of  any  compulsory  system  of 
socialized  medicine,  I advise  the  development 
of  group  medicine  as  carried  on  by  organized 
hospital  and  clinic  staffs  under  voluntary  aus- 


pices, extension  of  voluntary  prepayment 
plans  for  hospital  and  other  forms  of  medical 
care,  voluntary  sickness  insurance  schemes, 
and  encouragement  under  state  laws  of  volun- 
tary cash  indemnity  insurance  plans  to  meet 
the  cost  of  medical  care  of  the  individual  in 
sickness  and  for  health  protection. 

With  these  methods  to  bring  about  better 
medical  care  and  provide  thrifty  methods  to 
meet  its  cost,  we  have  a right  to  expect  that 
public  health  services  will  be  adequately  sup- 
ported by  government.  Government  alone 
can  operate  the  necessary  public  health  facili- 
ties. Supplementary  to  these,  close  coopera- 
tion and  interdependence  of  the  private  prac- 
titioner of  medicine  with  the  local  and  state 
department  of  health  will  be  so  extended  that 
the  private  practice  of  preventive  medicine 
wall  be  as  thoroughly  recognized  as  are  the 
curative  services  of  physicians  to  the  families 
of  the  nation  today. 
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“In  this  hazardous  period  of  social,  economic, 
and  political  instability,  which  is  threatening  the 
accepted  foundations  of  life  including  the  time- 
honored  principles  of  medical  practice,  it  is  well 
for  us  to  continue  voluntary  care  of  the  poor,” 
says  an  editorial  published  in  the  Journal  of  the 
Oklahoma  State  Medical  Association.  This 
can  be  accomplished  either  through  individual 
or  organized  effort.  Accumulated  experience 
indicates  that  individual  care  is  not  wholly 
without  material  rewrard. 

“Dr.  Daniel  Drake,  one  of  the  great  in  the 
history  of  medicine,  once  said  to  Dr.  Lunsford 
P.  Yandall,  of  Louisville,  Kentucky:  ‘I  have 

never  seen  a great  and  permanent  practice,  the 
foundations  of  which  were  not  laid  in  the  hearts 
of  the  poor.  Therefore  cultivate  the  poor.  If 
you  need  another,  though  sordid  reason,  the 
poor  of  today  are  the  rich  of  tomorrow  in  this 
country.  The  poor  will  be  the  most  grateful  of 
all  your  patients.  Lend  a willing  ear  to  all  their 
calls.’ 

“In  Abraham  Flexner’s  autobiography,  I Re- 
member, there  is  a statement  suggesting  that  Dr. 
Yandall  may  have  passed  this  advice  on  to  his 
illustrious  sons.  Dr.  Flexner  says  that  when  he 
was  a boy  one  of  them  treated  him  for  a severe 
and  obscure  illness  and  that  ‘his  remuneration 
was  a weekly  loaf  of  mother’s  bread,  which  I 
regularly  used  to  carry  to  his  home.’ 

“Early  in  his  career  Benjamin  Rush  said  the 
poor  were  his  best  patients  because  ‘God  is  their 
paymaster.’  At  the  age  of  68,  on  his  deathbed, 
he  said  to  his  son:  ‘Be  indulgent  to  the  poor.’ 

Though  a century  has  passed,  we  find  the  follow- 


ing in  the  Life  of  Chevalier  Jackson.  Dr.  W. 
W.  Keen  is  quoted  as  having  said,  ‘Chevalier 
Jackson’s  skill  was  acquired  by  a lifetime  of  work 
with  the  poor.’  No  man  could  wish  for  a greater 
reward  than  Dr.  Jackson’s  skill  and  the  realiza- 
tion of  what  it  has  meant  to  humanity. 

“Returning  to  the  sordid  side,  it  may  be 
pointed  out  that  in  the  eighteenth  century 
Fothergill,  whose  annual  income  was  $125,000. 
said  ‘I  climbed  into  the  pockets  of  the  rich  over 
the  backs  of  the  poor.’ 

“The  author  recalls  that  one  of  his  professors, 
a brilliant  teacher  and  busy  practitioner,  attrib- 
uted his  high  professional  rating  among  the  well 
to  do  on  Fourth  Street  to  the  influence  of  his 
washerwomen  and  nursemaid  patients  in  poverty 
row  on  the  water  front. 

“In  his  remarkable  work  on  surgery,  Henry 
of  Moudeville  made  the  following  statement: 
‘If  you  have  operated  conscientiously  on  the 
rich  for  a proper  fee,  and  on  the  poor  for  charity, 
you  need  not  play  the  monk,  nor  make  pilgrim- 
ages for  your  soul.’ 

“Let  us  pray  for  the  preservation  of  personal 
freedom  in  the  choice  of  a physician.  It  is  this 
that  keeps  every  good  doctor’s  door  open  to  the 
poor.  The  doctor  needs  the  chastening  influ- 
ence of  their  presence,  and  they  need  the  sense 
of  security  and  independence  which  a free  choice 
helps  to  preserve.  In  time  of  trouble  there  is 
something  intensely  vital  about  this  intimate  re- 
lationship. No  doubt  this  is  due  to  the  fact 
that  the  true  physician  is  genuinely  interested  in 
his  patient  and  does  what  he  can  to  mend  broken 
bodies  without  regard  to  religious  faith,  moral, 
social,  or  financial  position.” 


Nature  is  the  great  collaborator.  As  Ambrose  Five  doctors  signed  the  Declaration  of  Inde- 
Pare  used  to  say:  “I  treated  him  and  God  pendence.  Can  one  physician  in  ten  thousand 

healed  him.” — 111.  Med.  J.  name  them? 
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Report  of  the  President 


To  the  House  of  Delegates;  Gentlemen: 

As  my  term  of  office  comes  to  a close,  I am  led 
to  consider  how  burdensome  the  duties  of  the 
presidency  might  be  were  there  a less  efficient 
state  organization.  Thanks  to  the  proper 
fimctioning  of  the  administrative  and  advisory 
groups  within  our  State  Society,  my  task  has 
been  rendered  easy  and  altogether  pleasant. 

The  council,  the  several  committees,  the 
general  manager,  executive  officer,  counsel,  the 
director  of  publicity,  and  office  personnel — all 
have  given  a splendid  demonstration  of  loyal, 
willing  service.  I am  grateful  for  the  high 
privilege  of  being  associated  with  them  in  the 
promotion  of  common  interests. 

The  tragic  march  of  events  across  the  seas  has 
shattered  our  people’s  dream  of  a country  at 
peace  with  the  world,  and  has  made  necessary 
the  adoption  of  a program  for  adequate  national 
defense.  Perhaps  among  no  other  group  is  the 
impact  of  the  present  crisis  felt  more  strongly 
than  among  the  members  of  the  medical  pro- 
fession. In  the  selection  and  maintenance  of  a 
vigorous  and  healthy  armed  force  their  aid  is  of 
paramount  importance;  to  a civilian  population, 
subject  to  the  added  emotional  and  physical  ills 
of  a wartime  economy,  they  must  be  prepared  to 
minister. 

In  furtherance  of  a program . of  aid  in  the 
present  emergency,  the  members  of  our  Military 
Preparedness  Committee  and  those  of  the  Public 
Health  and  Education  Committee  have  given 
unselfishly  of  their  time  and  effort.  The  Mili- 
tary Preparedness  Committee,  with  the  help  of 
chairmen  in  every  county  society,  has  furnished 
the  draft  and  advisory  boards  under  the  Selective 
Service  Act  with  a roster  of  physicians  available 
for  the  examination  of  draftees.  It  has  also 
drawn  up  plans  looking  to  the  proper  medical 
care  and  treatment  of  the  civilian  population  in 
the  event  of  war,  informing  itself  as  to  the 
adequacy  of  staffs  and  equipment  in  even- 
hospital  in  the  state. 

The  Public  Health  and  Education  Committee, 
acting  with  the  State  Department  of  Health, 
has  arranged  a program  of  postgraduate  courses 
for  the  physicians  in  the  different  sections  of  the 
state,  who  wish  to  be  kept  informed  on  the  new 
methods  used  in  the  care  and  treatment  of  vic- 
tims of  war.  The  work  of  these  committees,  in 
the  nature  of  things,  has  a particular  value,  and 
too  much  credit  cannot  be  given  to  their  members 
for  a task  well  done. 

Also,  it  is  fitting  to  note  the  splendid  coopera- 
tion accorded  these  committees  by  the  Com- 
mittee on  Publication  and  the  Committee  on 
Publicity  which  have  given  public  and  profession 


alike  much  timely  information  relative  to  pre- 
paredness activities. 

The  Public  Relations  and  Economics  Com- 
mittee with  its  subcommittees  on  Public  Welfare 
and  on  Medical  Indemnity  Insurance  and  the 
Workmen’s  Compensation  Committee  merit 
commendation  for  the  zeal  with  which  they 
have  applied  themselves  to  the  study  of  some 
difficult  problems. 

There  is  little  to  report  in  the  matter  of 
medical  expense  indemnity  insurance.  This 
plan,  as  approved  by  the  State  Society  after  much 
study,  represents  a laudable  attempt  upon  the 
part  of  organized  medicine  to  aid  in  the  solution 
of  a vexing  welfare  problem.  Should  it  be 
adopted  widely,  the  plan  undoubtedly  would 
bring  needed  relief  in  the  form  of  adequate 
medical  care  to  those  of  our  wage-earning  popu- 
lation in  the  moderate  income  brackets.  But 
the  idea  is  new  and  the  public  is  reluctant  to 
buy  this  form  of  insurance  at  the  present  time. 
There  is  ground  for  hope  that  the  plan,  if  given 
a fair  trial  over  a space  of  a few  years,  will  meet 
with  a more  favorable  response. 

However,  this  hesitancy  upon  the  part  of  the 
public  to  subscribe  to  the  medical  profession’s 
voluntary  health  insurance  plan  carries  with  it  a 
feeling  of  reassurance  in  the  presence  of  the  ever- 
menacing  specter  of  socialized  medicine  and 
compulsory  insurance  legislation.  It  is  not 
conceivable  that  the  thinking  public  would  re- 
ject a voluntary  insurance  plan  in  favor  of  one  of 
a compulsory  nature  in  which  the  physician- 
patient  relationship  is  bound  to  be  impaired. 

While  measures  for  national  defense  have 
overshadowed,  in  recent  months,  easy  agitation 
for  federal  or  state  legislation  in  regard  to 
socialized  medicine  or  compulsory  health  in- 
surance, we  must  remain  ever  watchful  if  wc 
wish  to  maintain  our  present  tried  and  triUy 
progressive  system  of  caring  for  the  health  of  our 
people.  This  threat  to  the  integrity  of  the  pro- 
fession can  best  be  resisted  by  physicians  them- 
selves continuing  to  win  and  retain  the  confi- 
dence of  the  public.  Such  confidence  will  be 
established,  in  the  measure  that  each  of  us 
succeeds  in  holding  to  the  strict  ethical  standards 
set  by  the  medical  profession.  We  have  dedi- 
cated our  lives  to  the  maintenance  of  a noble  ideal 
of  unselfish  service.  Today  that  ideal  is  being 
challenged  from  without  by  those  of  little  under- 
standing. Shall  we,  too,  challenge  that  ideal  by 
our  indifference  to  the  value  of  the  sterling 
principles  handed  down  as  a precious  heritage  by 
those  who  have  gone  before  us? 

James  M.  Flynn,  M.D.,  President 
February  25,  1940 
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Report  of  the  Secretary 


To  the  House  of  Delegates:  Gentlemen: 

Another  unusual  administrative  year  has 
passed  since  your  last  meeting  on  May  6 and  7, 
1940.  The  regular  work  of  the  headquarters 
office  has  gone  steadily  forward  but  with  certain 
newer  methods  needed  and  developed.  The  co- 
ordination of  the  activities  of  the  Society  has 
called  for  a faster  pace  with  the  addition  of  new 
functions  for  the  Council,  its  Committees,  and 
the  Management. 

Membership.  Elected  in  1940  were  1,045 
new  members;  246  were  reinstated.  The  net 
increase  as  shown  in  the  second  table  below  was 
624. 


Membership — December  31, 

1939 16,785 

New  Members — 1940 1,045 

Reinstated  Members — 1940.  246  18,076 


Deaths 199 

Resignations 105  304 


17,772 

Dropped  for  nonpayment  of 
dues — December  31,1 940 . 363 


Total  Membership,  Decem- 
ber 31,  1940 17,409 

Honor  counties  (none  of  whose  members  failed 
of  their  dues  in  1940)  include  Cattaraugus, 
Chenango,  Columbia,  Essex,  Fulton,  Genesee, 
Livingston,  Madison,  Orange,  Putnam,  Schuyler, 
Seneca,  Sullivan,  Tompkins,  Washington, 
Wayne,  Wyoming,  and  Yates. 

Comparative  totals  in  the  period  of  continued 
rapid  increase  that  began  in  1935  follow: 


1935 

14,064 

1936 

14,662 

1937 

15,529 

1938 

16,177 

1939 

16,785 

1940 

17,409 

New  York  Office.  The  move  to  292  Madison 
Avenue  has  proved  most  satisfactory  and  the  ex- 
pectations expressed  for  improvement  in  working 
conditions  have  been  fully  realized.  The  mid- 
town location  makes  for  greater  convenience  of 
members  and  officials  coming  from  outside  the 
city.  The  bringing  together  on  one  floor  of  the 
different  departments  saves  time  for  all  con- 
cerned in  office  routines;  and  this  has  been  re- 
flected in  the  ability  of  the  clerical  force  to  take 
on  the  expanding  amount  of  work  that  has  come. 
It  has  been  possible  to  hold  an  increasing  num- 
ber of  meetings  without  interfering  with  office 
routine.  In  addition  to  the  meetings  of  the 
Council,  the  Trustees,  and  the  Committees, 
the  Board  of  Directors  of  the  Physicians’  Home, 
Inc.,  and  the  Coordinating  Council  of  the  five 
county  medical  societies  of  Greater  New  York 
meet  regularly  in  the  office.  The  new  Tubercu- 
losis Conference  Committee  set  up  to  speed 
eradication  of  tuberculosis  in  New  York  State 
has  held  one  meeting  in  the  office  by  invitation. 

In  the  course  of  the  year  various  office  sys- 
tems have  been  revised  so  as  to  do  a more  ef- 
ficient job  with  certain  tasks  that  center  in  the 


office:  production  of  the  Journal,  production  of 
the  Directory , sale  of  space  for  technical  exhibits 
at  annual  meetings,  membership  files,  roster  of 
all  physicians  in  the  state,  and  the  biographical 
file  for  the  Directory.  Changes  have  been  made 
as  a result  of  study  by  the  Council  Committee  on 
Office  Administration  and  Policies  that  was 
authorized  at  your  last  meeting. 

As  a starter,  the  business  sides  of  the  Journal 
and  Directory  publication  and  sale  of  space  for 
technical  exhibits  were  combined  and  assigned 
to  Mr.  Dwight  Anderson  as  business  manager, 
responsible  as  such  to  the  Publication  Commit- 
tee and  the  Committee  on  Scientific  Assembly, 
respectively.  In  this  way  the  long  experience  of 
Mr.  Anderson  in  publication  production  has 
been  put  to  good  use.  Mr.  Kent  Lighty  and  his 
organization,  whose  services  have  been  engaged 
to  sell  space  to  advertisers  in  the  Journal  and 
Directory  and  to  technical  exhibitors  at  annual 
meetings,  are  directly  under  the  management  of 
Mr.  Anderson.  Financial  arrangements  with 
the  printers  for  purchase  of  paper  and  billings 
to  advertisers  all  come  into  the  hands  of  Mr. 
Anderson,  who  has  proved  himself  a tower  of 
strength  in  the  field  of  business  handling  of  the 
three  tasks. 

The  previous  system  of  compilation  of  the 
Directory  and  the  filing  systems  in  that  connec- 
tion and  in  regard  to  membership  and  the  alpha- 
betical roster  of  all  physicians  in  the  state  came 
under  scrutiny  of  the  Publication  Committee. 
The  new  auditors,  J.  K.  Lasser  & Company, 
who  have  expert  experience  in  that  field,  made 
an  office  study  of  these  matters  with  a view  to 
improvement  and  possible  reduction  in  cost. 
It  had  looked  as  if  the  old  system  would  steadily 
mount  in  cost.  As  a result  of  the  study, 
changes  were  recommended  and  installed. 
Necessarily,  there  had  to  be  some  initial  ex- 
pense— nonrecurrent — to  effect  the  changes; 
but  a definite  annual  saving  in  cost  of  clerical 
labor  to  maintain  the  files  and  compile  the 
Directory  is  foreseen. 

It  has  been  thought  well  to  have  a Position 
Analysis  made  of  individual  duties  of  the  clerical 
force  in  the  effort  to  save  duplication  of  work, 
secure  most  efficient  use  of  time,  and  systemize 
remunerations.  This  has  also  been  done  by 
J.  K.  Lasser  & Company.  A report  on  the  sub- 
ject will  be  made  in  the  near  future  to  the  Office 
Administration  and  Policies  Committee. 

Council  Bulletins.  There  has  been  an  unfortu- 
nate interruption  of  the  flow  of  Bulletins  of 
Council  Proceedings  within  the  prescribed  time — 
“after  each  meeting  and  before  the  next  meet- 
ing”— during  the  past  year.  Unexpected,  new, 
and  demanding  matters  have  interfered,  par- 
ticularly medical  preparedness.  One  bulletin 
went  out  for  the  May  and  June  meetings.  It 
has  just  become  possible  to  send  two  more,  the 
one  covering  the  five  meetings,  September, 
1940,  to  January,  1941,  and  the  other  for  the 
February  13,  1941,  meeting. 

Single  matters  of  pressing  nature,  it  is  true, 
have  been  made  the  subject  either  of  special 
memoranda  to  the  county  societies  or  have  been 
published  in  the  Journal.  This,  however, 
does  not  fulfill  the  entire  obligation  and  steps 
are  being  taken  to  ensure  regular  sendings. 
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Coordination  of  Activities.  The  Council  and 
its  committees  have  continued  to  function 
smoothly,  wisely,  and  without  overlapping  of 
effort.  In  a number  of  instances  it  has  been 
found  worthwhile  for  two  committees,  the  Pub- 
lic Health  and  Education  Committee  and  the 
Public  Relations  and  Economics  Committee,  to 
consider,  together,  subjects  of  import  to  both. 
Thus,  different  angles  of  approach  have  been 
utilized.  Particularly  has  this  method  been 
valuable  where  conferences  were  held  with  repre- 
sentatives of  other  organizations  or  government 
departments.  Industrial  health,  the  school 
health  program,  laboratory  medicine,  and  other 
matters  have  been  thus  discussed. 

Five  subcommittees,  on  School  Health  Pro- 
gram, Medical  Expense  Insurance,  4-H  Clubs, 
Maternal  Welfare,  Medical  Relief,  also  have 
been  hard  at  work  in  their  special  fields  as 
shown  in  the  Council  Report.  They  have  proved 
very  helpful  to  their  parent  Council  Committees. 

The  Committees  on  Legislation,  Constitution 
and  Bylaws,  Malpractice  Defense  and  Insurance, 
Scientific  Program,  Scientific  Exhibits,  Arrange- 
ments for  Annual  Meeting  (these  last  three  con- 
stituting the  “Scientific  Assembly’’  Committee 
of  which  the  general  manager  is  chairman) 
have  carried  on  and  are  carrying  on  in  the 
regular  way.  The  Advisory  Committee  on  Oph- 
thalmological  Problems  has  been  called  into 
action  once  during  the  year  (see  Council  Report). 
The  Special  Committee  of  the  Society  on  Prize 
Essays  (Dr.  Chas.  Gordon  Heyd,  chairman, 
Dr.  Conrad  Berens,  and  Dr.  John  E.  Scarff, 
all  of  New  York)  has  reviewed  five  essays  and 
will  make  its  report  in  person  at  your  meeting 
on  April  29, 1941. 

The  new  Committee  on  Medical  Preparedness 
went  into  action  immediately  after  its  appoint- 
ment on  June  14,  1940.  It  has  done  yeoman 
work  ever  since.  The  headquarters  office  has 
given  of  its  best  from  all  hands  to  help  in  this 
emergency  work — and  has  been  glad,  without 
reservation,  to  do  its  bit.  There  was  first  the 
State  Society  Questionnaire,  then  the  job  of 
meeting  the  request  from  the  Governor  for 
nominations  for  medical  examiners  for  Local 
Draft  and  Medical  Advisory  Boards  in  the  state 
to  be  set  up  under  the  Selective  Service  Act 
when  and  if  passed,  these  nominations  to  go 
through  the  State  Adjutant  General’s  office  in 
Albany  and  its  echelon  office  in  New  York  City. 
Both  these  tasks  were  undertaken  and  the  office 


force  has  been  busy — very  busy — with  them, 
both  before  and  since  passage  of  the  Selective  Serv- 
ice Act.  The  peak  of  the  load  on  the  office  was 
passed  in  January  last  but  there  is  evidently  a 
steady  job  here  that  will  continue  to  need  not 
only  the  attention  of  the  Medical  Preparedness 
Committee  but  also  execution  of  its  behests. 
Evidently,  much  remains  to  be  done  to  help  the 
County  Society  Committees  on  Medical  Pre- 
paredness in  their  classification  of  the  physicians 
in  their  realms  as  to  assignment  to  civilian  prac- 
tice and  as  to  availability  for  military  medical 
service  now  and  in  case  of  actual  war. 

There  are  two  departmental  activities  of  the 
Society  that  deserve  special  mention  and  special 
commendation.  The  one  is  the  work  of  the 
Bureau  of  Workmen’s  Compensation  and  the 
other,  the  work  of  the  Bureau  of  Public  Relations. 

The  Workmen’s  Compensation  Bureau,  under 
the  industrious  management  of  its  director,  Dr. 
Kaliski,  has  continued  to  work  busily  for  the 
interests  of  physicians  under  the  Workmen’s 
Compensation  Law.  Your  secretary  is  at  all 
times  in  close  contact  with  this  work  in  the  head- 
quarters office.  It  can  best  be  described  as  a 
source  of  real  security  for  the  physicians  of  the 
state  qualified  for  compensation  work. 

The  Bureau  of  Public  Relations,  also  in  the 
headquarters  office,  under  the  expert  guidance 
of  its  director,  Mr.  Dwight  Anderson,  has  not 
only  continued  to  effect  medical  publicity  through 
the  usual  channels  but  has  been  able  to  get  under 
way  arrangements  for  a series  of  radio  programs. 
Thus,  use  of  all  outlets  for  contact  with  the  pub- 
lic will  be  accomplished. 

Your  general  manager  in  his  contacts  and  work 
with  the  committees  and  the  bureaus  wishes  to 
record  his  sense  of  privilege  and  pleasure  in 
serving  with  them  and  helping  to  the  best  of  his 
ability  the  coordination  of  effort.  He  wishes  es- 
pecially to  express  his  deep  personal  gratification 
over  the  chance  to  aid  in  medical  preparedness 
as  a significant  part  of  this  country’s  present 
need  to  defend  itself  for  all  time  and  in  all  ways. 

In  closing  this  report,  I wish  to  take  this  oc- 
casion to  extend  my  sincere  thanks  to  the 
general  staff  under  the  able  supervision  of  Miss 
Dougherty.  Their  work  has  been  loyal,  devoted, 
and  unfailing. 

Respectfully  submitted, 

Peter  Irving,  M.D.,  Secretary 

March  3,  1941 


Report  of  the  Council 


To  the  House  of  Delegates;  Gentlemen: 

Your  Council  has  the  honor  to  report  on  its 
executive  and  administrative  management  of  the 
affairs  of  the  Society  during  the  period  follow- 
ing your  last  meeting  on  May  6-7,  1940.  The 
various  matters  before  it  are  here  presented  in 
twelve  successive  parts. 

PART  I 

Postgraduate  Education 

The  keynote  of  performance  of  the  education 
duties  has  been  the  expansion  in  amount  and 
kind  of  postgraduate  teaching  open  to  members 


of  the  Society.  Following  the  untimely  death 
on  April  12,  1940,  of  the  former  Chairman  of  the 
Committee  on  Public  Health  and  Education, 
Dr.  Thomas  P.  Farmer,  the  personnel  of  the 
Committee  was  realigned,  as  follows: 


Oliver  W.  H.  Mitchell,  M.D., 

Chairman 

George  Baehr,  M.D 

Charles  Dayton  Post,  M.D 


Syracuse 
New  York 
Syracuse 


The  Council  approved  the  following  report 
which  summarizes  the  work  of  the  year  in  or- 
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ganization  and  presentation  of  postgraduate 
medical  instruction  to  the  county  medical  socie- 
ties and  other  medical  groups: 

“When  the  Council  Committees  were  appointed 
following  the  Annual  Meeting  of  the  Society 
in  May,  1940,  the  Chairman  of  the  Committee 
on  Public  Health  and  Education  called  a rneet- 
ing  of  the  Committee,  with  the  Commissioner 
of  the  State  Department  of  Health  and  repre- 
sentatives of  the  various  divisions  having  to  do 
with  public  health  problems.  The  purpose  of 
this  meeting  was  to  integrate  the  work  of  the 
Committee  with  the  government  agency  and  each 
representative  of  the  Department  was  asked  to 
report  on  the  needs  for  instruction  in  his  special 
subject,  the  preparations  of  his  division  to  meet 
these  needs,  and  the  financial  aid,  if  any,  which 
the  division  could  contribute  to  a joint  endeavor 
in  this  field.  In  the  light  of  this  discussion, 
plans  were  made  for  instruction  in  obstetrics, 
pediatrics,  tuberculosis,  syphilis,  rheumatic  fever, 
orthopedics,  cancer,  and  pneumonia,  in  con- 
junction with  the  customary  courses  on  general 
subjects  in  all  fields  of  medicine. 

“Following  this  meeting,  letters  were  sent  to  all 
of  the  physicians  who  had  arranged  courses  in 
previous  years,  asking  their  continued  coopera- 
tion, and  suggesting  the  revision  of  some  courses, 
in  view  of  changes  in  personnel,  scientific  ad- 
vances, and  the  addition  of  some  of  these  new 
subjects.  Meanwhile,  letters  were  also  sent  to 
each  of  the  county  medical  societies,  telling  of 
the  proposed  expansion  of  the  work,  the  type  of 
course  to  be  offered  and  requesting  that  county 
medical  societies  desiring  instruction  notify  the 
Committee  as  soon  as  possible,  noting  the  sub- 
jects of  interest  to  then*  members,  and  the  time 
of  year  when  the  lectures  would  be  wanted. 
Twenty-two  requests  for  information  had  been 
received  before  the  Course  Outline  Book  was 
ready  for  distribution,  and  since  that  time,  seven- 
teen more  requests  have  been  received. 

“When  revision  of  all  the  courses  had  been 
completed,  a second  meeting  with  representa- 
tives of  the  State  Department  of  Health  was 
called  to  determine  the  extent  of  the  work  and  the 
amount  of  money  necessary  to  carry  it  on.  At 
this  meeting  there  was  brought  up  the  pos- 
sibility of  arranging  whole-day  sessions  on  special 
subjects,  either  at  teaching  centers  or  State  hos- 
pitals. Accordingly,  there  was  inserted  in  the 
Book  announcement  of  such  sessions  to  be  ar- 
ranged when  the  demand  indicated.  As  a part 
of  the  Defense  Program,  there  was  also  included 
in  the  Book,  a fist  of  Plastic  and  Reconstructive 
Surgeons,  who  would  give  single  lectures  on  this 
subject  to  acquaint  the  general  physicians  with 
the  advances  made  in  this  science.  The  Book, 
as  published,  contained  the  outlines  of  forty 
courses,  on  the  following  subjects:  dermatology, 
general  medicine,  malignant  disease,  neurology, 
obstetrics,  orthopedics,  pediatrics,  physical  ther- 
apy, sanitation  and  public  health,  surgery,  and 
syphilis,  and,  in  addition,  announcement  of 
Teaching  Day  plans  and  single  lectures  on  spe- 
cial subjects,  including  plastic  and  reconstruc- 
tive surgery. 

“The  State  Department  of  Health  agreed  to 
carry  an  item  in  the  budget  of  $2,000  for  the 
honoraria  to  physicians  speaking  on  subjects  of  a 
particular  public  health  nature,  either  in  single 
lectures,  teaching  days  or  institutes,  with  the  in- 


timation that  more  money  could  be  obtained  if 
necessary. 

“When  this  understanding  had  been  reached, 
the  Course  Outline  Book  was  mimeographed  and 
bound,  and  copies  were  distributed  to  the  county 
medical  societies  which  had  requested  them. 
In  addition  to  these  circulating  copies,  the 
Commissioner  of  Health  and  some  of  the  division 
directors,  the  officers  of  the  State  Medical  So- 
ciety, and  the  members  of  the  Committee  on  Pub- 
lic Health  and  Education  were  given  copies  for 
reference. 

“Requests  for  specific  courses  were  received 
almost  immediately,  and  since  that  time  this 
office  has  made  arrangements  for  postgraduate 
instruction  in  twenty-eight  county  medical  socie- 
ties at  an  estimated  cost  of  $3,817.38  to  the  State 
Medical  Society  and  $1,175  to  the  State  Depart- 
ment of  Health.  As  many  of  these  courses  are 
still  in  operation,  the  cost  cannot  be  computed 
exactly.  In  addition,  three  county  medical  socie- 
ties have  requested  instruction,  and  while  it  is 
impossible  to  estimate  how  much  this  will  cost, 
it  would  be  unwise  to  allocate  less  than  $450 
for  this  work. 

“The  above  figures  concern  courses,  and 
teaching  days,  held  in  the  local  county  medical 
societies.  In  addition  to  this  work,  an  Institute 
on  Radiology  was  held  at  the  Syracuse  Univer- 
sity College  of  Medicine,  Syracuse,  on  January 
18,  1941,  in  cooperation  with  the  Central  New 
York  Roentgen  Ray  Society  and  the  Division  of 
Cancer  Control  of  the  New  York  State  Depart- 
ment of  Health.  As  its  contribution  to  this 
Institute,  the  Committee  arranged  for  publicity, 
sending  notices  to  all  county  medical  societies, 
the  radiology  societies  of  New  York  State,  the 
New  York  State  Journal  of  Medicine  and 
the  Journal  of  the  American  Medical  Association , 
the  Journal  of  Radiology , Health  News , and  the 
local  press.  Invitations  were  also  sent  to  all 
radiologists  and  pathologists  practicing  in  the 
area  of  central  New  York.  The  Committee 
paid  the  expenses  of  the  speakers  while  they 
were  in  Syracuse;  e.g.,  hotel  rooms,  meals,  etc., 
and  arranged  a luncheon  in  their  honor.  The 
dinner  arrangements  were  also  made  by  the 
Committee.  Expenditures  for  this  Institute 
amounted  to  $78.37. 

“The  Committee  also  assisted  in  arranging  an 
Institute  on  Pneumonia  in  Rochester,  on  Janu- 
ary 21,  1941,  by  publicizing  the  affair  throughout 
the  neighboring  counties.  The  cost  was  merely 
that  of  mailing  the  notices,  approximatel3r  $7.29. 

“As  a part  of  the  Defense  Program,  the  Com- 
mittee has  arranged  for  a lecture  on  ‘Aviation 
Medicine/  for  the  Syracuse  Academy  of  Medi- 
cine, to  be  given  by  Dr.  Louis  H.  Bauer. 

“The  Committee  cooperates  with  the  Sub- 
committee on  Maternal  Welfare  and  incurs  some 
expense  in  connection  with  programs,  corre- 
spondence, and  other  activities.  A regional 
Maternal  Welfare  Teaching  Day  is  being  ar- 
ranged to  be  held  in  Syracuse  on  Thursday, 
April  3,  1941,  in  cooperation  with  the  Division 
of  Maternity,  Infancy  and  Child  Hygiene  of  the 
State  Department  of  Health.  As  with  the 
Radiology  Institute,  the  Committee  is  arranging 
the  publicity  and  sending  notices  regarding  this 
meeting,  and  will  pay  the  traveling  expenses  of 
the  lecturers.  The  State  Department  of  Health 
wall  pay  the  honoraria.  A similar  regional 
Maternal  Welfare  Teaching  Day  will  be  held  in 
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Rochester  on  April  9,  1941.  The  Committee  has 
assisted  with  these  arrangements  and  will  pay 
the  traveling  expenses  of  the  principal  speaker. 

“The  Rheumatic  Fever  program,  in  coopera- 
tion with  the  State  Department  of  Health,  will 
require  considerable  attention.  A recent  con- 
ference with  the  government  representatives  re- 
sulted in  a very  satisfactory  understanding  re- 
garding the  activities. 

“During  the  last  year  there  has  been  increased 
attention  given  to  Industrial  Health  programs, 
and  the  Committee  has  conferred  with  the  State 
Departments  of  Health  and  Labor  regarding 
postgraduate  instruction.  Plans  are  under  con- 
sideration for  expanding  this  activity  and  will 
be  announced  after  further  conference  with  these 
two  agencies. 

“The  many  requests  for  information  regarding 
this  work  indicate  that  even  with  the  assistance 
of  the  State  Department  of  Health,  the  present 
appropriation  will  probably  not  permit  us  to 
fill  the  demand  for  instruction,  and  at  the  same 
time  permit  us  to  take  part  in  the  Defense 
Program  by  presenting  other  emergency  in- 
struction. In  the  light  of  these  circumstances, 
an  additional  appropriation  to  the  Committee 
should  be  anticipated,  and  it  is  hoped  that  the 
Board  of  Trustees  will  grant  it.” 

PART  II 

Public  Health  Matters 

Certain  matters  that  involve  in  one  way  or 
another  the  health  of  the  public  have  been  con- 
sidered by  your  Council.  These  have  been  chiefly 
in  the  domain  of  the  Committee  on  Public 
Health  and  Education,  but  frequently  the  Com- 
mittee on  Public  Relations  and  Economics  has 
been  directed  to  take  part  in  the  studies  and  in 
actions  based  thereon. 

Maternal  Welfare. — The  Special  Committee 
on  Maternal  Welfare  of  the  Society  (Charles 
A.  Gordon,  M.  D.,  Brooklyn,  chairman ; James 
K.  Quigley,  M.D.,  Rochester,  and  Ferdinand  J. 
Schoeneck,  M.D.,  Syracuse)  has  been  continued 
as  a Subcommittee  of  the  Committee  on  Public 
Health  and  Education,  in  accordance  with  your 
action  last  year.  The  work  has  gone  on  along 
the  fines  then  laid  down. 

A meeting  was  held  by  this  subcommittee  in 
Syracuse  on  October  31,  1940,  at  which  were 
present  Drs.  Gordon,  Quigley,  and  Schoeneck, 
regional  chairmen  in  Obstetrics,  Drs.  Mitchell, 
Lawrence,  and  Irving,  and  Dr.  Elizabeth  M. 
Gardiner,  Director  of  the  Division  of  Maternity, 
Infancy  and  Child  Hygiene  of  the  State  Depart- 
ment of  Health.  Procedures  were  outlined 
whereby  these  chairmen  can  function  in  their 
regions. 

The  plans  provide  for  surveys  of  maternity 
facilities,  for  stimulation  of  county  societies  in 
developing  a maternal  and  child  health  pro- 
gram, for  postgraduate  refresher  courses,  for 
distribution  of  literature  and  standards,  for 
accumulation  of  state  and  county  statistics 
applicable  to  the  problem  of  maternal  and  child 
welfare,  for  obstetric  conferences  in  each  county 
or  region,  for  study  of  neonatal  deaths,  still- 
births, and  particularly  the  problems  of  the 
premature  infant. 

Regional  Chairmen  in  Obstetrics  are: 

1.  New  York,  Richmond,  Bronx. 


George  W.  Kosmak,  23  East  93rd  Street, 
New  York. 

2.  Kings,  Queens,  Nassau,  Suffolk. 

Harvey  B.  Matthews,  643  St.  Marks 
Avenue,  Brooklyn. 

3.  Westchester,  Rockland,  Dutchess,  Putnam, 

Orange. 

Julian  Hawthorne,  Highland  Hall  Apart- 
ment, Rye. 

4.  Schenectady,  Fulton,  Montgomery,  Scho- 

harie, Greene,  Ulster. 

William  M.  Malfia,  1364  Union  Street, 
Schenectady. 

5.  Albany,  Washington,  Saratoga,  Columbia, 

Warren,  Rensselaer. 

Joseph  O’C.  Kiernan,  496  Madison  Ave- 
nue, Albany. 

6.  Clinton,  Essex,  Franklin,  St.  Lawrence. 

Elmer  Wessell,  72  Clinton  Street,  Platts- 
burg. 

7.  Jefferson,  Lewis,  Herkimer,  Hamilton. 

James  L.  Crossley,  240  Woolworth  Build- 
ing, Watertown. 

8.  Onondaga,  Oswego,  Oneida,  Madison,  Cort- 

land, Cayuga. 

Edward  C.  Hughes,  601  Medical  Arts 
Building,  Syracuse. 

9.  Broome,  Tioga,  Chenango,  Otsego,  Dela- 

ware, Sullivan. 

Stuart  B.  Blakely,  140  Chapin  Street, 
Binghamton. 

10.  Monroe,  Orleans,  Wayne,  Livingston,  On- 

tario, Yates,  Seneca. 

Ward  L.  Ekas,  176  South  Goodman 
Street,  Rochester. 

11.  Chemung,  Schuyler,  Steuben,  Tompkins, 

Allegany. 

R.  Scott  Howland,  531  West  Water 
Street,  Elmira. 

12.  Erie,  Niagara,  Chautauqua,  Cattaraugus, 

Genesee,  Wyoming. 

Robert  C.  McDowell,  40  North  Street, 
Buffalo. 

The  Subcommittee  has  from  time  to  time 
supplied  special  articles  on  obstetric  subjects 
which  have  appeared  in  the  Journal. 

Pneumonia  Control. — This  combined  effort  of 
the  State  Department  of  Health,  Medical  So- 
ciety of  the  State  of  New  York,  Metropolitan 
Life  Insurance  Company,  New  York  State 
Association  of  Public  Health  Laboratories, 
Rockefeller  Institute,  and  the  Commonwealth 
Fund  has  been  continued  under  the  supervision 
of  the  Advisory  Committee  on  Pneumonia 
Control  of  the  State  Department  of  Health. 
Definite  decrease  in  mortality  continues. 

It  is  particularly  noteworthy  that  during  the 
year  the  State  Department  of  Health,  with  the 
approval  of  the  Advisory  Committee,  has  been 
able  to  make  provision  for  distribution  of  sulfa - 
pyridine  and  sulfathi azole  for  use  in  the  treat- 
ment of  pneumococcic  infections  in  patients  for 
whom  the  purchase  of  the  drug  would  prove  a 
hardship . Thus  the  cost  of  both  serum  therapy 
and  chemotherapy  for  pneumonia  is  now  under- 
written by  the  State  of  New  York  from  tax  funds. 

4-H  Clubs. — Through  another  Subcommittee  of 
the  Committee  on  Public  Health  and  Education, 
the  Council  has  made  contact  for  the  State  and 
County  Societies  with  the  4-H  Clubs  of  the 
state,  "which  have  a combined  membership  of 
over  31,000  boys  and  girls  from  rural  districts. 
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Dr.  J.  G.  Fred  Hiss,  of  Syracuse,  the  chair- 
man, who  has  been  continuously  active  during 
the  year,  is  discussing  with  this  organization 
the  possibility  of  promoting  among  the  members 
of  the  4-H  Clubs  a health  program  that  might 
perhaps,  if  found  useful,  be  later  applied  to  other 
youth  organizations  of  the  state,  such  as  the 
Boy  Scouts  and  the  Girl  Scouts. 

With  the  approval  of  the  Council,  Dr.  Hiss  has 
taken  up  with  the  organizations  and  with  the 
State  Departments  of  Health  and  of  Education 
a suggested  health  program  that  would  involve 
the  following  main  factors: 

1.  Annual  complete  physical  examinations  to 
be  done  by  the  member’s  own  private  physi- 
cian and  recorded  on  standard  forms.  These 
reports  to  be  brought  by  members  to  the 
County  4-H  agents. 

2.  Follow-up  by  County  4-H  agents  as  to  correc- 
tion of  recorded  defects. 

3.  The  Most  Perfect  Boy  and  Girl  Contests. 
The  County  Medical  Societies  to  help 
through  their  committees  in  finding  member 
physicians  to  re-examine  for  contest  pur- 
poses those  chosen  as  candidates  as  health 
perfect. 

4.  While  the  annual  examinations  should  be, 
in  the  opinion  of  the  Society,  paid  for  by 
the  4-H  Club  member,  these  later  contest 
re-examinations  could  well  be  done  without 
fee. 

5.  An  educational  program  on  medical  matters 
to  come  to  County  4-H  agents  from  the  State 
Department  of  Health  and  County  Societies. 

6.  The  entire  program  to  be  directed  jointly 
by  a committee  upon  which  would  be  repre- 
sented the  4-H  Club  agents  association,  the 
State  4-H  Club  office,  the  State  Department 
of  Health,  the  State  Medical  Society,  and 
the  State  Department  of  Education. 

Much  interest  has  been  reported  in  these 
suggestions.  At  the  Buffalo  meeting,  in  the 
Section  on  Public  Health,  Hygiene  ana  Sanita- 
tion, there  will  be  a symposium  on  Health  Edu- 
cation for  Youth  Organizations  at  which  they 
will  be  discussed. 

Proposed  Medical  School  in  New  York 
State. — The  Council  received  an  invitation  from 
the  Board  of  Regents  of  the  State  Department 
of  Education  to  attend  a hearing  on  June  20, 
1940,  on  an  application  pending  before  that 
Board  for  a new  medical  school  to  be  known  as 
the  “Gorgas  Institute,”  to  be  located  in  the 
Borough  of  Manhattan.  The  Council  directed 
that  the  Committees  on  Public  Health  and  Edu- 
cation and  on  Public  Relations  and  Economics 
accept  the  invitation  and  oppose  granting  of  the 
charter. 

The  hearing  was  attended  by  Drs.  Mitchell, 
Hambrook,  Lawrence,  and  Irving,  who  put  the 
Society  on  record  as  instructed.  The  Board  of 
Regents  postponed  action  on  the  application. 

Public  Health  Laboratories. — A committee  of 
the  New  York  State  Association  of  Public  Health 
Laboratories  requested  a meeting  with  the  Chair- 
man of  the  Committee  on  Public  Health  and 
Education  regarding  a memorial  which  was 
submitted  to  our  Council  last  year.  It  was 
agreed  that  this  memorial  be  revised  and  re- 
submitted. This  was  done,  and  a part  of  the 
understanding  was  that  the  revision,  with  its 
accompanying  proposals,  was  to  be  printed  in 


the  Journal.  The  proposals  referred  to  are 
the  following: 

1.  That  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  arrange  with  the 
New  York  State  Department  of  Health  for 
the  distribution  of  pertinent  information 
concerning  approved  laboratories  to  every 
physician  in  the  state. 

2.  That  the  director  in  charge  of  a public  health 
laboratory  submit  regularly  to  the  appro- 
priate committee  of  the  county  medical 
society,  a report  with  explanatory  comments 
and  discussions  of  the  examinations  per- 
formed during  the  period. 

3.  Such  reports  should  be  reviewed  at  meetings 
of  the  county  society  to  familiarize  the  phy- 
sicians with  the  services  available,  with 
accompanying  remarks  concerning  the  use 
or  lack  of  use  of  laboratory  facilities. 

4.  That  at  least  once  a year,  or  more  often  if 
indicated,  representatives  of  the  Council 
of  the  Medical  Society  of  the  State  of  New 
York,  of  the  Division  of  Laboratories  and 
Research  of  the  New  York  State  Depart- 
ment of  Health,  and  of  the  New  York  State 
Association  of  Public  Health  Laboratories 
confer  regarding  public  health  laboratory 
service  in  the  state  and  discuss  ways  and 
means  of  improving  it. 

5.  That  the  Medical  Society  of  the  State  of 
New  York  publish  in  an  early  issue  of  the 
Journal  the  above  statement  with  its 
accompanying  proposals  and  that  from 
time  to  time,  other  articles  or  news  items 
be  published  in  the  Journal  concerning 

ublic  health  laboratory  facilities  in  the 
tate  of  New  York. 

Laboratory  Medicine. — The  House  passed  to 
the  Council  the  following  resolution: 

“Be  It  Resolved  That: 

1.  The  House  of  Delegates  go  on  record  as  dis- 
proving laboratory  medicine  by  laymen  or 
nonmedical  personnel. 

2.  That  measures  for  establishing  a proper 
relationship  between  city  and  state  depart- 
ments of  health  laboratories  and  physicians 
who  practice  pathology  be  endorsed. 

3.  That  the  work  of  state  and  city  departments 
of  health  be  limited  to  the  diagnosis  of  com- 
municable diseases  except  where  the  diag- 
nostic facilities  of  state  and  city  health 
departments  are  the  only  diagnostic  means 
available  for  indigent  patients.” 

Conferences  have  been  had  with  representa- 
tives of  the  Joint  Council  on  Pathology,  Radi- 
ology, Anaesthesia,  and  Physical  Therapy  in  the 
effort  to  clarify  the  situations  which  the  resolu- 
tion seeks  to  adjust. 

Particularly  in  regard  to  the  proposed  limita- 
tion of  service  by  government-operated  public 
health  laboratories  was  there  much  discussion. 
It  is  planned  that,  in  order  to  work  out  a better 
understanding  the  Committees  on  Public  Healtli 
and  Education,  and  Public  Relations  and  Eco- 
nomics have  a conference  with  representatives 
from  the  State  Department  of  Health,  the  Joint 
Council  on  Pathology,  Radiology,  Anaesthesia, 
and  Physical  Therapy,  and  the  State  Association 
of  Public  Health  Laboratories. 

Tuberculosis  Conference  Committee. — A new 
committee  came  into  being  under  the  auspices 
of  the  State  Department  of  Health  for  the  pur- 
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pose  of  promotion  of  “activities  looking  toward 
the  intensification  of  services  for  the  control  of 
tuberculosis  in  Upstate  New  York.”  As  con- 
stituted, it  has  on  it  the  Commissioners  of  the 
State  Departments  of  Health,  Social  Welfare, 
and  Mental  Hygiene;  representatives  of  the 
State  Charities  Aid  Association  and  the  Metro- 
politan Life  Insurance  Co.;  and  Dr.  Irving  was 
invited  to  sit  as  representing  the  State  Medical 
Society.  Dr.  Irving  accepted  with  the  approval 
of  the  Council. 

The  objective  of  this  committee  is  the  eventual 
eradication  of  tuberculosis  from  the  State  of 
New  York.  It  was  first  given  the  name  of  the 
“Tuberculosis  Cooperating  and  Coordinating 
Committee,”  but  this  it  later  changed  to  that 
of  the  “Tuberculosis  Conference  Committee.” 

It  has  held  to  date  (March  15,  1941)  three 
meetings,  the  second  of  which  was,  on  invitation, 
at  the  Society’s  New  York  office.  At  that  meet- 
ing, on  request  of  Dr.  Irving,  the  members  of 
the  State  Medical  Society’s  Committees  on  Pub- 
lic Health  and  Education,  and  Public  Relations 
and  Economics,  were  invited  to  sit  in  and  dis- 
cuss ways  and  means  of  speeding  up  con- 
trol. 

Particularly,  stress  was  laid  on  the  need  for  ex- 
amination and  x-ray  of  more  “contacts”  of 
registered  cases.  The  Council,  at  its  Februar}r 
13,  1941  meeting,  heard  and  discussed  with 
Dr.  Robert  E.  Plunkett  of  the  State  Depart- 
ment of  Health,  General  Superintendent,  State 
Tuberculosis  Hospitals,  the  existing  facilities 
and  possible  expansion  of  this  work.  The  Coun- 
cil referred  this  problem  to  its  Committees  on 
Public  Health  and  Education,  and  Public 
Relations  and  Economics,  for  study  and  re- 
port. 

Tattoo  Code  for  the  Serum  Sensitive. — Two 

of  those  injured  in  the  train  wreck  at  Little 
Falls,  New  York,  in  April,  1940,  were  found 
sensitive  to  serum  when  the  physicians  came  to 
administer  tetanus  antitoxin.  From  this  experi- 
ence was  born  the  idea  that  it  might  be  useful 
if  a practice  be  established  and  commonly  ac- 
cepted to  put  a tattoo  on  the  bodies  of  such 
people.  This  would  perhaps  even  save  life. 

Carrying  the  idea  on,  the  physicians  con- 
cerned thought  also  of  tattoo  marks  to  indicate 
diabetes  and  epilepsy. 

After  study  by  its  Committee  on  Public  Health 
and  Education,  the  Coimcil  went  on  record  as 
not  approving  such  a code  on  the  grounds  that 
it  would  not  be  readily  accepted;  could  not  be 
made  compulsory;  and  could,  and  probably 
would,  be  subjected  to  improper  use.  The 
Council  does  advocate  identification  by  cards  or 
tags  carrying  authoritative  information. 

Demolition  of  Manhattan  State  Hospital. — The 
attention  of  the  Council  was  called  to  a growing 
opposition  to  demolition  by  1943  of  this  State 
Hospital  for  Mental  Disease  on  Ward’s  Island, 
New  York  City,  as  provided  in  an  Act  passed 
in  1933  by  the  Legislature.  A hearing  on  the 
matter  was  held  by  the  State  Temporary 
Legislative  Commission  to  Formulate  a Long 
Range  State  Health  Program  on  February  7, 
1941. 

Dr.  Irving  attended  that  hearing  and  reported 
that  the  Department  of  Mental  Hygiene  was 
in  opposition  because  its  other  hospitals  are 
already  badly  overcrowded  and  it  would  not 
know  where  to  send  the  2,400  patients  now  in 


the  Manhattan  State  Hospital.  The  New  York 
City  Welfare  Council  and  the  New  York 
Academy  of  Medicine  registered  opposition,  as 
well  as  the  State  Charities  Aid  Association. 

The  Council  considered  this  matter,  involving 
as  it  does  overcrowding  of  mental  hospitals  in 
the  State,  of  sufficient  importance  to  refer  it  to 
its  Committees  on  Public  Health  and  Education, 
and  Public  Relations  and  Economics,  for  study 
and  report. 

PART  III 

School  Health  Program 

Following  your  last  meeting,  the  positions 
taken  were  transmitted  through  the  Committee 
on  Public  Health  and  Education  to  Commissioner 
Ernest  E.  Cole  of  the  State  Department  of  Edu- 
cation and  later  to  the  members  of  the  Board  of 
Regents.  Therefore  there  can  be  no  misunder- 
standing as  far  as  the  State  Medical  Society’s 
stand  is  concerned. 

At  that  meeting  the  following  conclusions 
reached  by  the  Coimcil  were  approved  by  the 
House: 

“That  work  in  the  schools  that  is  distinctly 
of  a medical  nature  should  be  under  the  direc- 
tion of  a physician  who  should  be  responsible 
to  the  executive  administrators  or  school 
board,  and  not  to  them  through  an  inter- 
mediary person  who  is  not  a physician  while 
matters  of  an  educational  nature  should  be  in 
the  hands  of  those  who  were  trained  to  be 
teachers.” 

“That  the  aims  of  School  Health  Service 
should  be  to  provide  the  best  type  of  health 
service  possible  for  all  school  children,  whether 
attending  public  or  private  schools,  in  order 
to  impress  on  the  child  what  should  comprise 
good  medical  care,  and  that  the  advice  given  to 
children  should  be  based  only  on  complete 
and  careful  examination.” 

Also  the  following  recommendations  were 
adopted  by  the  House : 

“That  a change  be  made  in  the  organization 
of  the  present  Division  of  Health  and  Physical 
Education,  preferably  that  the  present  bureau 
of  health  service  be  transferred  to  the  State 
Department  of  Health,  but  that  if  this  is  not 
possible,  such  a division  be  organized  in  the 
State  Department  of  Education,  and  that  to 
it  be  assigned  all  medical  problems;  while  the 
teaching  of  health,  including  physical  education 
be  left,  as  at  present,  in  the  Division  of  Phys- 
ical Education  of  the  State  Department  of 
Education,  so  that  the  teaching  of  health 
would  be  in  the  Department  of  Education,  as 
heretofore,  while  the  supplying  of  health 
service  would  be  either  in  the  State  Depart- 
ment of  Health  or  in  a separate  division 
headed  by  a medical  man.” 

“That  in  the  administration  of  Health 
Service  in  the  schools,  the  employment  of 
private  physicians  be  encouraged  wherever 
possible.” 

Into  this  picture  there  came  last  fall  a meeting 
of  the  Regents’  Advisory  Council,  at  which  Dr. 
Hambrook  represented  the  State  Medical 
Society.  That  body  passed  two  recommenda- 
tions to  the  Board  of  Regents  on  which  Dr. 
Hambrook  found  it  necessary  to  ask  that  his 


712 


ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


opposition  be  recorded  as  a minority  report. 
Tins  action  on  the  part  of  Dr.  Hambrook  was 
endorsed  by  the  Council. 

One  of  those  recommendations  was  in  opposi- 
tion to  the  stand  of  the  Society  in  favor  of  division 
of  the  Health  and  Physical  Education  services 
into  two  departments,  or  transfer  of  the  health 
service  to  the  Department  of  Health.  The 
other  was  against  the  stand  of  the  Society  that 
the  separate  Health  Service  division  be  headed 
by  a physician. 

Dr.  Hambrook  later  received  a letter  from 
Commissioner  Cole  in  which  he  said: 

“At  the  meeting  of  the  Regents  which 
occurred  the  day  following  the  discussion  of 
the  health  program  by  your  Council,  they 
provided  for  a permanent  Committee  of  the 
Board  of  Regents  and  also  appointed  a tem- 
porary Commission  of  five  members,  headed 
by  Mr.  Young,  to  give  immediate  attention 
to  the  health  program  as  requested  by  the 
Governor. 

“I  want  to  take  this  occasion  to  thank  you 
for  your  interest  and  assistance  in  the  develop- 
ment of  this  most  important  phase  of  educa- 
tion.” 

Into  this  picture  came,  also  during  the  winter, 
proposed  federal  legislation  on  physical  educa- 
tion in  the  shape  of  the  so-called  Schwert  Bill. 
This  bill  was  replaced  by  a new  Schwert  Bill 
which  radically  changed  the  original  bill  to 
omit  reference  to  medical  and  health  activities; 
but  the  Council  went  on  record  as  opposed  to  the 
bill  as  unnecessary  federal  legislation  and  gen- 
erally undesirable. 

The  problem  of  improvement  of  the  present 
school  health  program  in  New  York  State  re- 
mains unsolved.  The  Council,  considering  the 
matter  of  prime  importance,  last  June  created 
a Subcommittee  on  School  Health  Program  of 
the  Committee  on  Public  Health  and  Education 
to  study  and  advise.  This  Subcommittee  con- 
sists of : 

E.  Christopher  Wood,  M.D.,  Chairman 

White  Plains 


Albert  D.  Kaiser,  M.D Rochester 

A.  Clement  Silverman,  M.D Syracuse 


Future  Dental  Health. — The  Council  has  con- 
sidered that  in  the  school  health  program  partic- 
ular attention  is  needed  to  insure  better  dental 
health  than  now  exists.  The  large  number  of 
rejections  in  the  present  draft,  because  of  dental 
defects,  necessarily  harks  back  to  dental  care, 
prenatal  and  in  infancy  and  childhood.  The 
Committee  on  Public  Health  and  its  Subcom- 
mittee on  School  Health  Program,  with  the 
Committee  on  Public  Relations  and  Economics, 
have  taken  up  this  matter  in  conference  with 
representatives  of  the  Dental  Society  of  the 
State  of  New  York.  On  February  25,  1941, 
the  conference  was  held,  at  which  were  present: 

FOR  THE  MEDICAL  SOCIETY 

Oliver  W.  H.  Mitchell,  M.D. 

George  Baehr,  M.D. 

A.  Clement  Silverman,  M.D. 

Louis  H.  Bauer,  M.D. 

Samuel  J.  Kopetzky,  M.D. 

Peter  Irving,  M.D. 

Laurance  D.  Redway,  M.D. 

Dwight  Anderson 
FOR  THE  DENTAL  SOCIETY 

Charles  A.  Wilkie,  D D.S. 

H.  S.  Dwyer,  D.D.S. 

After  a discussion  covering  many  points,  this 


group  decided  to  recommend  to  both  the  parent 
organizations  that  a joint  committee  be  created 
by  appointment  of  three  physicians  and  three 
dentists  to  act  as  a continuing  committee  to 
work  out  a future  dental  health  program  by 
the  closer  coordination  of  medical  and  dental 
society  effort.  The  Council  approved  the  setting 
up  of  such  a joint  committee,  and  the  Secretary 
was  instructed  to  so  advise  the  Dental  Society 
of  the  State  of  New  York.  The  selection  of  the 
State  Medical  Society  members  of  this  joint 
committee  will  be  made  at  the  meeting  of  the 
Council  on  April  29,  1941. 

Eye  Care  Survey  in  Public  Schools  of  the  State. — 
The  State  Department  of  Education  received 
a request  from  the  American  Optometric  Asso- 
ciation for  permission  to  make  a survey  of  eye- 
sight in  the  public  schools  of  New  York  State. 
The  Department  asked  the  opinion  of  the  State 
Medical  Society  through  Dr.  Hambrook,  as 
Chairman  of  the  Council  Committee  on  Public 
Relations  and  Economics.  Dr.  Hambrook 
brought  the  query  to  the  Council,  which  im- 
mediately passed  it  on  to  its  Advisory  Com- 
mittee on  Ophthalmology  Problems: 

Conrad  Berens,  M.D.,  Chairman. . .New  York 


H.  W.  Cowper,  M.D Buffalo 

Thomas  H.  Johnson,  M.D New  York 

Searle  B.  Marlow,  M.D Syracuse 

Albert  C.  Snell,  M.D Rochester 


The  Advisory  Committee  recorded  its  unani- 
mous opinion  that  such  a survey  should  be  made 
only  by  medical  men — ophthalmologists.  This 
opinion  was  sent,  with  the  approval  of  the  Coun- 
cil, to  the  State  Department  of  Education. 

PART  IV 

Publications 

Experience,  literary  and  financial,  for  produc- 
tion of  the  New  York  State  Journal  of  Medi- 
cine during  the  calendar  year  1940  is  most  en- 
couraging for  the  future.  Production  factors  of 
the  Medical  Directory  of  New  York , New  Jersey 
and  Connecticut  1939-1940  edition  have  been 
made  the  subject  of  close  study.  As  a result  it 
is  expected  that  the  issue  to  appear  on  October 
1, 1941,  will  be  more  satisfactory  as  to  text  and  as 
to  cost. 

It  has  been  found  effective  to  vest  responsi- 
bility for  the  conduct  of  Journal  and  Directory 
production  in  a local  Council  Committee  on  Pub- 
lication of  five,  consisting  of  the  General  Man- 
ager, the  Business  Manager  of  the  Journal  and 
Directory,  Literary  Editor,  the  Treasurer,  and 
a member  of  the  Board  of  Trustees.  This  Com- 
mittee has  been  able  to  meet  on  short  notice  and 
to  decide  various  questions  with  despatch. 

Journal. — From  the  editorial  angle  it  can  be 
reported  that  the  current  of  articles  submitted 
has  continued  at  the  high  level  of  a total  for  1940 
of  265.  During  the  year  there  were  published 
229  scientific  articles  with  a total  of  1,240  pages. 

Other  text  content  has  included  Editorials, 
Medical  News,  Hospital  News,  Books,  Medico- 
legal, with  the  addition  of  Sections  on  Public 
Health  News,  Maternal  Welfare,  Medical  Relief 
and  Society  activities  of  special  import  on  various 
subjects.  There  have  been  added  two  new 
scientific  sections  to  run  at  intervals,  the  one 
entitled  “Therapeutics”  and  the  other,  as  a 
companion  piece,  “Diagnosis.” 
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The  section  on  “Therapeutics”  reports  Con- 
ferences on  Therapy  held  regularly  at  the  Cor- 
nell University  Medical  College  between  the 
Departments  of  Medicine  and  of  Pharmacology, 
under  the  chairmanship  of  Dr.  McKeen  Cattell. 
In  the  Section  on  Diagnosis,  two  hospitals  sup- 
ply similar  conference  discussions  of  cases  where 
diagnosis  has  been  checked  with  pathologic 
autopsy  reports.  One  is  from  the  New  York 
Post-Graduate  Medical  School  and  Hospital 
under  the  chairmanship  of  Dr.  Irving  Wright, 
and  the  other  from  the  Fourth  Medical  Division 
of  Bellevue  Hospital  under  the  chairmanship  of 
Dr.  Charles  H.  Nammack. 

It  has  also  been  arranged  to  publish  the  Trans- 
actions of  the  meetings  of  the  New  York  Patho- 
logical Society.  Previously  these  have  appeared 
in  the  Archives  of  Pathology.  The  Publication 
Committee  accepted  the  offer  of  these,  not  only 
because  the  cost  of  printing  will  be  met,  but  be- 
cause it  felt  that  pathology  is  basic  for  all  medi- 
cine— clinical  and  research.  It  is  glad  to  have 
these  Transactions  for  the  Journal’s  large  cir- 
culation— now  18,343. 

The  format  with  the  beginning  of  1941  was 
changed  considerably  in  order  to  have  a more 
readable  type  with  more  words  per  page.  In 
this  way  the  text  content  is  being  increased  and 
the  greater  demands  for  space  met  in  part,  at 
less  cost  than  if  the  former  style  of  type  were 
used. 

Financially,  the  Council  is  happy  to  report 
the  experience  for  1940  has  been  gratifying  and 
the  promise  for  the  future  attractive.  In  1939 
the  total  net  cost  was  $24,391.97  while  in  1940 
it  dropped  to  $15,391.32.  In  1939  the  cost  per 
member  (using  the  average  figure  for  member- 
ship— 16,594)  was  calculated  at  $1.46.  For 
1940  the  corresponding  figure  (average  member- 
ship 17,087)  was  only  90p. 

This  satisfactory  result  was  obtained  under 
the  management  policy  of  the  Society  of  main- 
tenance of  a business  department  for  the  Jour- 
nal which  addressed  careful  attention  to  the 
details  of  its  administration.  Pursuant  to  this 
policy  it  has  been  possible  to  accomplish  savings 
in  production  expense  on  a threefold  basis; 
fewer  pages  per  issue  (total  2,400  instead  of 
2,800);  savings  in  printing  cost  by  5%;  and 
lower  cost  of  paper  since  purchased  by  the  So- 
ciety. Coupled  with  these  savings  the  net  in- 
come from  advertising  has  materially  increased 
in  1940. 

Considering  this  favorable  financial  situation 
and  evidence  at  hand  of  future  augmented  ad- 
vertising income,  it  was  decided  late  in  1940  to 
increase  the  size  of  the  Journal  in  1941  by  six- 
teen pages — 112  instead  of  ninety-six.  The 
typographical  changes  recorded  above  aid  in 
giving  space  to  more  text  content.  It  is  the  hope 
of  the  Council  that  with  continuance  of  manage- 
ment along  these  effective  fines,  the  Journal 
may  reach  a point  of  paying  its  own  costs  and 
perhaps  even  be  a source  of  future  revenue  to 
the  Society. 

Directory. — The  final  total  cost  of  the  1939- 
1940  Directory  was  $20,010.40  or  about  95^5  per 
volume  on  a 21,000  print  order.  While  the  book 
contained  ninety-six  more  text  pages  and  twenty- 
eight  more  advertising  pages,  it  was  thought  that 
savings  could,  in  the  future,  be  accomplished  by 
revision  of  the  previous  system  of  compilation, 
which  had  been  built  originally  on  production  of 


a much  smaller  and  less  pretentious  volume. 
Savings  in  production  costs  and  increase  in  in- 
come had  been  thus  offset  in  cost  of  compilation. 

After  study  by  experts  the  system  of  compila- 
tion has  been  so  revised  as  to  promise  savings  in 
producing  copy,  using  punch-card  devices  for 
saving  time  and  avoiding  errors.  Text  matter 
will  go  to  the  printer  on  cards  in  better  condition 
for  composition.  Much  time  and  expense  of 
compilation  should  ultimately  be  saved  by  use 
of  these  modern  methods. 

At  your  last  meeting  you  authorized  addition 
of  data  imder  physicians’  names  of  hospitals  of 
internship  and  residency.  A further  study  of 
this  plan  convinced  the  Council  that  the  cost 
of  this  additional  data  was  sufficient  to  justify 
the  omission  in  the  1941  edition.  The  total  num- 
ber of  physicians,  most  of  whom  would  have  had 
one  or  more  designations,  fisted  in  the  1939-1940 


edition  was: 

New  York  State 24,777 

New  Jersey 5,332 

Connecticut 2,500 


32,509 

The  cost  of  printing  and  paper  would  have  been 
much  increased. 

Criticism  of  the  last  edition  has  been  received 
because  of  the  shift  of  the  New  York  City  Bor- 
oughs from  the  front  of  the  book  to  its  natural 
alphabetic  position  under  the  letter  N.  On  in- 
vestigation the  difficulty  seems  to  be  that  what 
caught  the  eye  at  the  top  of  these  pages  was  not 
the  name  of  the  town,  New  York  City,  on  the 
left-hand  page,  but  the  word  Borough  (of  Bronx, 
Brooklyn,  Manhattan,  Queens,  or  Richmond, 
as  the  case  might  be).  This  it  is  planned  to 
remedy  by  running  the  name  of  the  town  on  each 
page  in  capitals — NEW  YORK  CITY — and 
then,  after  a dash,  Borough  of  Bronx,  etc.,  in 
capitals  and  lower  case. 

Medical  Publicity 

The  year  just  passed  has  been  one  of  continu- 
ous and  regular  publicity  of  a positive  character 
to  interpret  the  activities  of  organized  medicine 
in  New  York  State  to  the  public.  The  impor- 
tance of  the  medical  profession  in  the  daily  fives 
of  the  people  is  a matter  they  are  prone  to  forget 
unless  they  are  reminded  from  time  to  time  by  the 
recital  of  concrete  matters  in  which  the  profession 
is  importantly  concerned  on  their  behalf. 

Due  perhaps  to  defense  preparations,  the  issue 
of  socialized  medicine  has  been  momentarily 
placed  in  the  background  in  the  public  mind,  and 
unless  and  until  it  becomes  a matter  of  pressure 
for  legislation,  and  concurrent  publicity  by  its 
exponents,  the  ammunition  stored  by  the  Public 
Relations  Bureau  in  the  six  years  of  its  existence 
remains  in  reserve.  In  this  respect  the  Bureau 
may  be  considered  as  insurance  against  surprise 
attack. 

To  be  in  greater  readiness  should  the  need 
arise,  our  direct  mailing  fist  has  been  increased 
by  making  addressograph  stencils  of  more  than 
5,000  new  names  of  important  key  laymen 
throughout  the  state.  In  this,  the  help  of  county 
society  secretaries  has  been  invaluable.  The  fist 
is  locally  hand-picked.  We  now  have  an  ex- 
ceptionally well-chosen  fist  to  whom  our  printed 
matter  may  be  sent. 

During  the  year,  releases  to  the  daily  press  of 
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the  state  were  issued  concerning  the  district 
branch  meetings.  Special  ready-to-print  plate 
matter  was  provided  to  281  weekly  newspapers 
in  the  various  districts. 

Special  releases  went  to  the  press  concerning 
the  postgraduate  courses  conducted  by  the 
Council  Committee  on  Public  Health  and 
Education.  These  related  to  courses  held  in  the 
following  counties:  Chemung,  Chenango,  Colum- 
bia, Dutchess,  Fulton,  Genesee,  Madison, 
Monroe,  Nassau,  Oneida,  Onondaga,  Oswego, 
Otsego,  Rockland,  Saratoga,  Schenectady,  Tioga, 
Tompkins,  Wayne,  and  Wyoming. 

A release  to  the  press  was  issued  concerning 
the  Radiology  Institute,  held  at  Syracuse  on 
January  18,  under  the  auspices  of  the  Central 
New  York  Roentgen  Ray  Society,  Medical 
Society  of  the  State  of  New  York,  Syracuse 
University  College  of  Medicine,  and  the  Division 
of  Cancer  Control  of  the  New  York  State  De- 
partment of  Health. 

The  physician’s  importance  in  defense  was 
indicated  in  a release  concerning  the  issue  of  the 
Journal  for  July  15,  a “Military  Medicine” 
number.  The  fact  that  army  rejections  did  not 
signify  that  the  American  people  are  receiving 
insufficient  medical  care  was  the  subject  of 
another  release  based  on  an  editorial  in  the 
February  1 issue  of  the  Journal.  This  was 
widely  used  by  newspapers  throughout  the  state. 
Clippings  kept  in  scrapbooks  in  the  office  of  the 
Bureau  reflect  the  use  of  this  material. 

A report  on  the  progress  of  medical  indemnity^ 
insurance  was  presented  to  the  Council  at  its 
February  meeting,  and  on  the  following  day,  at  a 
meeting  of  county  society  legislative  chairmen 
at  Albany,  the  material  was  presented  again,  and 
released  to  the  press  throughout  the  state. 

The  Bureau  cooperated  in  obtaining  publica- 
tion in  the  Journal  of  Living  of  an  article  by 
Dr.  Samuel  J.  Kopetzky,  answering  one  by 
Robert  Wagner,  Jr.  Reprints  of  this  article 
were  distributed  to  our  direct-mail  list. 

The  Bureau  assisted  the  publishers  of  the 
Nation's  Business  in  the  preparation  of  an 
article,  “The  Case  for  Private  Medicine.” 
Reprints  of  this  article  were  distributed. 

A condensed  version  of  an  article  appearing  in 
the  Journal,  “Give  the  Doctor  a Break,”  by 
Dr.  Floyd  Burrows,  was  made  ready  for  distri- 
bution March  1.  It  is  expected  that  part  of  the 
stock  of  60,000  will  be  used  to  fill  orders  from 
medical  organizations  outside  the  state  which 
have  indicated  an  interest  in  this  article. 

Reprints  of  scientific  papers  appearing  in  the 
Journal  on  human  refrigeration  were  published 
in  a single  document  primarily  to  be  offered  as  a 
premium  to  new  subscribers  to  the  Journal. 
Enough  copies  were  secured  to  enable  the 
Public  Relations  Bureau  to  send  one  to  each  of 
the  200  libraries  in  the  state.  A surplus  remained 
of  copies  of  the  Directory  of  New  York,  New 
Jersey  and  Connecticut  over  the  number  needed 
for  our  use;  an  offer  was  made  to  newspaper 
editors  and  librarians  in  the  state  to  send  a copy 
free  on  request.  More  than  300  requests  have 
been  filled. 

Reprints  of  “A  Study  of  County  Society 
Activities,”  by  Dr.  Joseph  S.  Lawrence,  were 
made  from  the  January  15  issue  of  the  Journal 
and  supplied  to  all  libraries  in  the  state,  presi- 
dents and  secretaries  of  county  medical  societies, 
and  to  others  on  request. 


“Club  Talks”  formed  a new  type  of  bulletin 
started  in  October,  1939.  It  is  designed  to  pro- 
vide speakers  before  luncheon  groups,  women’s 
clubs,  and  civic  organizations,  with  prepared 
material  on  various  aspects  of  health.  The  idea 
was  suggested  by  Mr.  James  E.  Bryan,  execu- 
tive secretary  of  the  Westchester  County 
Medical  Society,  who  obtained  the  cooperation 
of  women’s  club  groups  throughout  the  state  in 
the  distribution  and  use  of  the  material.  Mr. 
Bryan’s  assistance  in  the  preparation  of  the 
material  was  a notable  contribution  to  the  work 
of  the  Bureau  during  the  year.  The  issues  have 
included  the  following  subjects:  “Mental 

Health  in  Childhood,”  “What  Everyone  Should 
Know  about  Cancer,”  “Pneumonia  and  the 
Common  Cold,”  “Rheumatic  Heart  Disease,” 
“Preventive  Medicine  and  Child  Health,” 
“Tuberculosis,”  and  “Maternal  Welfare.” 

Pursuant  to  the  mandate  of  the  House  of  Dele- 
gates to  engage  in  radio  activities,  the  Public 
Relations  Bureau  first  made  a study  of  the  use 
which  medical  organizations  already  have  made 
of  radio.  Questionnaires  were  sent  radio  station 
directors  throughout  the  country,  and  a bulle- 
tin issued,  “The  Doctor  Takes  to  the  Air.” 
The  findings  are  best  described  in  the  following 
quotation  from  the  Service  Bulletin  of  the  Federal 
Radio  Education  Committee. 

“The  Medical  Society  of  the  State  of  New 
York  has  tested  the  success  of  the  radio  efforts  of 
doctors  by  sending  a questionnaire  to  radio  sta- 
tions. The  questions  and  the  answers  from  376 
stations  are  brought  together  in  a 28-page  script. 
Many  of  the  questions  are  of  interest  to  edu- 
cators. 

“In  brief,  the  stations,  in  their  replies,  stated 
(1)  that  material  should  be  presented  in  a way 
to  satisfy  professional  radio  requirements  as  to 
dramatic  values;  (2)  that  medical  societies  are 
cooperative  in  providing  speakers;  (3)  that 
medical  speakers  are  interesting  to  a substantial 
portion  of  the  radio  audience;  and  (4)  that 
medical  programs  may  be  improved  by  recog- 
nizing (a)  that  radio  is  more  a stimulus  to  further 
thinking  and  reading  than  as  a means  of  con- 
veying information,  and  (b)  that  the  successful 
use  of  radio  for  education  challenges  many  time- 
honored  traditions  of  the  classroom,  including 
the  professor’s  ‘sacred  right  to  be  dull.’ 

“The  script  is  available  on  loan  through  the 
Educational  Radio  Script  Exchange,  U.  S. 
Office  of  Education,  Washington,  D.  C.” 

Correspondence  with  educators,  radio  officials, 
medical  organizations  and  others  resulting  from 
the  distribution  of  this  bulletin  fully  corroborates 
our  belief  that  the  approach  to  the  effective  use  of 
radio  can  best  be  made  in  an  entirely  different 
way  than  through  the  conventional  “health 
talk”  by  a physician.  It  is  not  intended  here  to 
minimize  the  value  of  these  talks,  but  to  point 
out  that  they  fall  far  short  of  achieving  all  the 
possibilities  that  radio  holds  for  medicine.  It 
should  be  mentioned,  in  passing,  that  the  ulti- 
mate effect  of  much  of  medical  use  of  the  radio 
has  been  indirectly  to  encourage  self-diagnosis 
and  self-medication.  The  technic  employed  has 
been  far  too  heavy,  and  talks  have  contained  too 
much  closely  packed  information,  impossible  of 
assimilation  by  the  average  radio  audience. 
Studies  recently  made  by  the  Rockefeller 
Foundation  and  others  point  out  specifically  how 
ineffectual  is  much  that  has  passed  for  radio 
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education  in  the  last  ten  years.  Whether  radio 
is  at  all  a suitable  educational  instrument  used 
alone,  or  whether  it  does  not  function  better  as  a 
device  for  arousing  interest  to  be  further  satis- 
fied upon  inquiry,  is  one  of  the  important  ques- 
tions involved  in  forming  a program  policy.  ' 
The  Public  Relations  Bureau  inclines  toward  the 
latter  view. 

Radio  talks  given  in  the  past  by  many  organi- 
zations have  been  placed  at  our  disposal  for 
study.  It  has  been  decided  to  utilize  none  of  this 
material  which  is  mostly  of  the  conventional 
type.  Rather,  we  are  going  on  the  air  with  a 
goodwill  program,  not  to  attempt  what  has  been 
called  “low-grade  academic  talks/'  but  to 
present  a public  relations  program  of  the  Medical 
Society  of  the  State  of  New  York  interpretative 
of  the  physician  in  terms  of  the  public’s  faculty 
of  understanding  and  appreciation.  To  this  end, 
a dramatized  half-hour  evening  program  has 
been  arranged,  “Doctors  for  Defense,”  on  a local 
Newr  York  station.  It  is  expected  that  this  pro- 
gram will  become  national  after  an  experimental 
demonstration  to  determine  the  degree  of  audi- 
ence response. 

Wide  publicity  will  be  given  this  program 
both  by  direct  mail  on  our  part,  and  newspaper 
publicity  by  the  radio  station.  The  scripts  will 
be  made  available  to  other  medical  societies 
through  our  bulletin  service  with  permission  to 
produce  them  in  cooperation  with  local  college 
classes  in  speech  and  radio. 

Mr.  Anderson,  director  of  the  Public  Relations 
Bureau,  participated  in  a radio  program  over 
radio  station  WOR  with  Dr.  David  Ulmar, 
assistant  clinical  professor  of  medicine,  Post- 
Graduate  Medical  School,  and  Mr.  Frank  Kier- 
nan,  director  of  the  New7  York  Tuberculosis  and 
Health  Association. 

What  It  Means  to  Be  a Doctor , of  winch  12,000 
copies  were  printed  in  May,  1939,  has  met  with 
a lively  demand  from  every  section  of  the  United 
States.  It  was  published  in  tw7o  formats: 
9,000  paper-bound  copies  and  3,000  cloth 
bound.  The  paper  edition  is  now  exhausted. 
Of  the  cloth  edition,  1,010  copies  remain.  The 
cost  of  printing  this  book  was  $1,869.01 ; income 
from  sale  of  copies  has  been  $2,429.15,  leaving  a 
surplus  of  $560.14  over  the  cost  of  printing. 

Material  is  now  being  gathered  for  a com- 
panion book  to  What  It  Means  to  Be  a Doctor , 
to  be  written  by  Mr.  Anderson  and  to  be  read}7 
for  publication  in  the  late  summer  of  1941. 

Supplies  of  On  the  Witness  Stand  are  on  hand 
for  wide,  free  distribution  in  the  event  of  active 
agitation  for  compulsory  health  insurance.  This 
edition,  the  second  of  the  pamphlet,  has  sold 
42,554  copies,  and  free  distribution  amounts 
to  14,550  copies.  Charges  for  printing  and 
promotion  wrere  $2,576.58;  income  $1,978.08, 
leaving  a current  deficit  of  $598.35,  wrhich  is  more 
than  covered  by  the  value  of  the  stock  on  hand. 

Mr.  Anderson  was  a guest  of  the  Michigan 
Medical  Society  at  its  annual  meeting  in  Detroit, 
September  24-27,  1940.  He  spoke  on  the  sub- 
ject of  public  relations  before  the  Michigan 
House  of  Delegates,  a county  secretaries’  meet- 
ing, and  a meeting  of  physicians’  office  secre- 
taries. The  Michigan  society  decided  at  this 
meeting  to  organize  a public  relations  program. 
Mr.  Anderson  also  attended,  during  the  course  of 
the  year,  the  District  Branch  meetings,  the 
Health  Officers  conference  at  Saratoga  Springs, 


meetings  of  the  Tuberculosis  Coordinating  Com- 
mittee, and  the  usual  stated  meetings  of  the 
Council  and  Council  Committees.  In  August, 
1939,  he  attended  an  Institute  for  Organization 
Executives  held  under  the  auspices  of  North- 
western University  at  Evanston,  Illinois. 

Throughout  the  year  much  of  the  time  of  the 
Director  of  the  Bureau  has  been  engaged  in  con- 
ferences with  the  persons  calling  upon  the 
Bureau  for  information,  or  for  assistance  in 
furthering  projects  of  such  a character  that  his 
cooperation  with  these  persons  inured  to  the 
benefit  of  the  medical  profession.  He  has  also 
participated  in  the  study  of  office  administration 
authorized  by  the  House  of  Delegates,  having 
been  designated  as  a member  of  the  committee 
appointed  for  this  purpose.  His  activities  as 
business  manager  of  the  Journal,  Directory , and 
Technical  Exhibits  are  not  included  in  this  re- 
port but  the  comment  is  pertinent  that  these 
activities  have  contributed  to  the  facilities  for 
handling  public  relations,  both  by  increasing  the 
director’s  personal  contacts  and  by  making 
possible  a higher  degree  of  coordination  of  the 
various  activities  in  which  he  is  engaged. 

PART  V 

Medical  Expense  Insurance 

The  Subcommittee  of  the  Council  Committee 
on  Public  Relations  and  Economics  set  up  in 
1939  to  study  and  advise  on  Medical  Expense 
Insurance  was  continued  by  the  Council  (Her- 
bert H.  Bauckus,  M.D.,  Buffalo,  Chairman; 
Walter  T.  Dannreuther,  M.D.,  New  York; 
William  Hale,  M.D.,  Utica). 

The  Council  received  and  approved  the  follow- 
ing report  of  the  activities  and  opinions  of  this 
Subcommittee: 

“Nonprofit  Medical  Expense  Indemnity  In- 
surance was  approved  by  the  House  of  Delegates 
of  the  American  Medical  Association  at  a special 
session  held  in  September,  1938.  The  report  of 
a special  committee,  unanimously  adopted  by 
that  House,  stated  certain  important  policies 
and  principles  set  forth  as  follows: 

“Under  Recommendation  IY  on  a General 
Program  of  Medical  Care:  Your  committee 
approves  the  principle  of  hospital  service  in- 
surance winch  is  being  widely  adopted  through- 
out the  country.  It  is  susceptible  of  great  ex- 
pansion along  sound  lines,  and  your  committee 
particularly  recommends  it  as  a community  proj- 
ect. Experience  in  the  operation  of  hospital 
service  insurance  or  group  hospitalization  plans 
has  demonstrated  that  these  plans  should  con- 
fine themselves  to  provision  of  hospital  facilities 
and  should  not  include  any  type  of  medical  care. 

“Your  committee  recognizes  that  health  needs, 
and  means  to  supply  such  needs,  vary  through- 
out the  United  States.  Studies  indicate  that 
health  needs  are  not  identical  in  different  locali- 
ties and  therefore  they  usually  depend  on  local 
conditions  and  are  primarily  local  problems. 
Your  committee  therefore  encourages  county 
or  district  medical  societies,  with  the  approval  of 
the  state  medical  society  of  which  each  is  a com- 
ponent part,  to  develop  appropriate  means  to 
meet  their  local  requirements. 

“In  addition  to  insurance  for  hospitalization, 
your  committee  believes  it  is  practicable  to  de- 
velop cash  indemnity  insurance  plans  to  cover, 
in  whole  or  in  part,  the  costs  of  emergency  or 
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prolonged  illness.  Agencies  set  up  to  provide 
such  insurance  should  comply  with  State  stat- 
utes and  regulations  to  insure  their  soundness 
and  financial  responsibility  and  have  the  ap- 
proval of  the  county  and  state  medical  societies 
under  which  they  operate. 

“Your  committee  is  not  willing  to  foster  any 
system  of  compulsory  health  insurance.  Your 
committee  is  convinced  that  it  is  a complicated, 
bureaucratic  system  which  has  no  place  in  a 
democratic  state.  It  would  undoubtedly  set  up 
a far-reaching  tax  system  with  great  increase  in 
the  cost  of  government.  That  it  would  lend 
itself  to  political  control  and  manipulation  there 
is  no  doubt. 

“Your  committee  recognized  the  soundness  of 
the  principles  of  Workmen’s  Compensation  laws, 
and  recommends  the  expansion  of  such  legisla- 
tion to  provide  for  meeting  the  costs  of  illness 
sustained  as  a result  of  employment  in  industry. 

“Your  committee  repeats  its  conviction  that 
voluntary  indemnity  insurance  may  assist  many 
income  groups  to  finance  their  sickness  costs 
without  subsidy.  Further  development  of  group 
hospitalization  and  establishment  of  insurance 
plans  on  the  indemnity  principle  to  cover  the 
cost  of  illness  will  assist  in  solution  of  these  prob- 
lems.” 

In  November  of  1938  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  ad- 
vised its  component  Medical  Societies  that  it 
had  taken  action  as  follows: 

“Placing  the  Society  on  record  as  in  full 
accord  with  the  recommendations  adopted 
by  the  Special  Session  of  the  House  of  Dele- 
gates of  the  American  Medical  Association 
of  September  16,  17,  1938,  including  that 
favoring  cash  indemnity  insurance  for  medical 
expense. 

“Approval  of  the  principle  of  non-profit 
cash  indemnity  medical  insurance. 

“Instructions  to  the  Legislative  Committee 
to  support  legislation  for  amendment  of  the 
insurance  laws  which  would  permit  non- 
profit cash  indemnity  medical  insurance.” 
Legislation  introduced  at  the  request  of  the 
New  York  State  Department  of  Insurance,  and 
supported  by  the  State  Medical  Society,  known 
as  Article  IX-C,  effected  an  enabling  act  for  non- 
profit medical  expense  insurance  under  the  In- 
surance laws  of  the  State  of  New  York. 

The  1939  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  adopted  the 
following : 

“Tentative  Basis  and  Suggestions  for  Medical 
Indemnity  Expense  Insurance 

1 . It  must  be  nonprofit. 

2.  It  should  involve  cash  indemnity  and  not 

medical  service. 

3.  Patients  must  have  absolute  freedom  of 

choice  in  selecting  a duly  qualified  physician 
from  all  those  qualified  to  practice  and 
willing  to  give  service  within  the  locality 
covered  by  the  operation  of  the  company. 

4.  No  third  party  may  be  permitted  to  come 

between  the  patient  and  his  physician  in 
any  medical  relation.  The  method  of  pro- 
viding service  must  retain  a permanent 
confidential  relation  between  patient  and 
the  physician. 

5.  The  fees  should  not  be  below  those  of  the 

workmen’s  compensation  schedule;  but 


there  must  be  no  interference  with  higher 
fees  being  charged  the  higher  income 
groups. 

6.  All  features  of  medical  service  must  be 

under  the  control  of  the  medical  profession, 
such  control  to  be  exercised  by  or  under 
the  direction  of  the  Medical  Society  of  the 
State  of  New  York  or  one  of  its  component 
county  societies. 

7.  The  eventual  aim  of  any  plan  should  be  to 

cover  medical  care  in  the  office,  home,  and 
hospital. 

“The  Council  further  directed  its  Committee  on 
Public  Relations  and  Economics  to  study  this 
subject,  and  it  gave  its  approval  to  the  appoint- 
ment by  the  president  of  a special  subcommittee 
to  assist  and  advise  w ith  county  medical  societies 
who  may  wish  to  effect  creation  of  non-profit 
organizations  for  medical  expense  indemnity 
insurance  under  Article  IX-C  of  the  amended 
Insurance  Law  of  the  State.  Notification  of  this 
action  was  promptly  made  to  each  county  so- 
ciety. To  each  county  society  secretary  was 
mailed  a sample  pamphlet  or  prospectus  believed 
to  present  a practical  outline  for  organization. 
The  Committee  realized  that  lack  of  suitable 
statistics  based  on  experience  greatly  increase 
the  many  problems  of  organization  and  at- 
tempted to  provide  to  interested  groups  such  in- 
formation as  it  could  obtain.  However,  it 
governed  its  conduct  in  accordance  with  the 
wisdom  of  Article  III  of  the  platform  of  the 
American  Medical  Association,  viz.,  ‘The  prin- 
ciple that  the  care  of  the  public  health  and  the 
provision  of  medical  service  to  the  sick  is  pri- 
marily a local  responsibility.’ 

“Thus  did  the  Medical  Society  of  the  State  of 
New  York  cooperate  to  place  before  the  people 
of  its  state  an  opportunity  to  study,  evaluate, 
and  possibly  buy,  Non-profit  Medical  Expense 
Indemnity  Insurance.  It  encouraged  the  forma- 
tion of  local  plans  sponsored  by  trusted  and  well 
known  persons  in  a community.  Some  of  these 
organized  to  form  a company  prepared  to  oper- 
ate in  a practical  manner  this  business  of  pre- 
payment for  medical  care.  Many  other  groups, 
and  these  also  represent  a cross-section  of  the 
local  personnel,  are  still  studying  and  weighing 
numerous  questions  pertinent  to  the  desires  and 
necessities  of  the  local  public  interest. 

“The  board  of  trustees  operating  a plan  of 
medical  expense  indemnity  insurance  maintains 
both  lay  and  professional  representation  on  its 
membership.  Subscribing  to  this  provision  it 
may  be  pointed  out  that  the  interested  citizens 
of  a community,  especially  those  desiring  to 
promote  the  insurance  of  medical  care,  may  com- 
bine with  the  medical  profession  to  set  up  a 
working  plan.  The  fields  of  insurance,  legisla- 
tion, social  work,  and  industry  may  be  regarded 
as  logical  sources  for  this  personnel. 

“Such  administration — the  State  Departments 
of  Insurance  and  Social  Welfare,  the  lay  and  pro- 
fessional membership  in  Boards  of  Trustees — 
guarantees  protection  to  the  subscribing  public. 

“It  should  be  made  clear  that  the  aim  of  the 
present  plan  of  medical  expense  indemnity  in- 
surance is  to  give  a certain  proportion  of  our 
lower  income  working  population  the  opportunity 
to  save  for,  or  prepay  for  at  low  rates,  adequate 
medical  care,  and  especially  to  provide  for  the 
costs  of  serious,  catastrophic  illness.  In  this  way 
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it  may  do  much  to  eliminate  the  need  for  medical 
relief — but  it  of  course  cannot  at  this  stage  pro- 
vide medical  care  for  those  who  have  been 
indigent  to  the  extent  of  being  unable  to  pay 
even  a small  insurance  premium.  However,  ex- 
perience with  medical  expense  indemnity  insur- 
ance may  lead  to  practical  systems  which  allow 
the  indigent  patient  to  secure  first-class  medical 
care  and  which  will  not  remove  from  him  his 
prerogative  of  being  the  employer  of  his  family 
physician.  It  appears  that  all  concerned  are  de- 
sirous of  not  permitting  any  third  party  to  come 
between  the  patient  and  his  physician  in  relation 
to  purely  professional  medical  care. 

“Because  of  the  lack  of  actuarial  data  it  has  been 
most  difficult  to  determine  what  rates  of  insur- 
ance premiums  should  be  charged,  what  services 
should  be  included,  and  which  omitted  from  the 
insurance  contracts.  It  is  apparent  from  the 
set-up  of  present  plans  that  for  the  duration  of 
each  contract  the  medical  profession  is  prepared 
to  render  its  services  to  the  full,  in  some  in- 
stances accepting  payment  on  a unit  ratio  basis. 

“There  has  been  some  reluctance  on  the  part  of 
physicians  who  were  afraid  that  medical  in- 
demnity insurance  corporations  might  not  be 
sufficiently  equipped,  or  informed  with  sufficient 
actuarial  data,  to  render  the  best  type  of  service 
to  the  sick.  The  varying  population  concentra- 
tion in  the  state  has  made  this  much  more  of  a 
problem  in  some  localities  than  in  others.  In 
the  main,  however,  physicians  are  quite  willing  to 
take  part  in  well  organized  and  responsible  plans 
which  have  the  respect  of  the  community. 
Where  plans  have  been  offered  for  sale  in  New 
York  State,  the  response  on  the  part  of  the  pub- 
lic to  buy,  has,  on  the  whole,  been  slow.  This  is 
an  advantage  to  the  managers  of  a plan,  so  that 
they  may  gain  their  experience  with  smaller 
subscriber  numbers,  but  of  course  the  object 
of  their  business  bespeaks  continued  expansion. 

“It  may  be  well  to  coldly  analyze  this  proposi- 
tion of  the  reluctance  on  the  part  of  the  public 
to  buy  medical  expense  indemnity  insurance. 
Some  of  these  reasons  may  be  set  forth  as  follows: 

1.  First  and  foremost,  the  people  of  the 
United  States  have  always  been  able  to 
secure  medical  attention  from  practicing 
physicians  whether  they  had  the  money  or 
not.  It  may  be  stated  that  of  all  the  neces- 
sities that  the  human  must  have,  he  can 
secure  religious  service  and  medical  care 
easiest  and  most  certain  of  all.  Someone 
must  pay  for  food,  housing,  fuel,  clothing, 
and  hospitalization,  but  practically  every 
patient  without  cash  can  secure  adequate 
medical  care.  Therefore  it  does  not  appear 
to  the  prospective  patient  that  he  is  so  much 
in  need  of  insurance  to  pay  the  cost  of  medi- 
cal care. 

2.  Many  people  of  the  low  income  group  feel 
that  they  can  afford  to  buy  only  one,  either  a 
hospital,  or  medical  care,  insurance  con- 
tract. Most  patients  will  feel  that  if  they 
can  have  their  hospital  care  provided,  they 
will  find  a physician  to  take  care  of  them. 
They  fully  intend  to  pay  for  both,  but  the  ex- 
perience of  the  public  has  been  that  they 
may  later  on  pay  for  medical  care  while 
hospital  care  is  often  a proposition  where 
payment  is  demanded  a week  in  advance. 
This  statement  is  made  with  no  reflection 


on  hospital  methods  inasmuch  as  hos- 
pitals, to  maintain  themselves,  must  re- 
ceive revenue.  The  same  may  be  said  of 
physicians,  but  the  physician  has  much  more 
personal  relationship  with  the  patient  than 
does  the  hospital. 

3.  There  are  many  who,  having  a regular  small 
amount  of  cash,  prefer  to  buy  life  insurance 
with  this  amount.  There  is,  of  course,  no 
argument  against  proper  protection  with  life 
insurance.  It  may  be  that  after  all  other 
bills,  especially  those  incidental  to  the  im- 
mediate death,  are  paid,  that  some  part  of 
such  fund  may  be  used  for  payment  of  medi- 
cal care.  This  is  again  no  reflection  on  the 
insured;  custom  has  decreed  quite  well  the 
relative  order  in  which  these  funds  will  be 
used.  It  takes  salesmanship  and  some  per- 
suasion to  sell  even  small  amounts  of  life 
insurance. 

4.  Advertisement  by  means  of  the  personal 
agent,  radio,  and  printed  word  offers  strong 
inducement  to  the  apparently  well  person 
to  spend  his  or  her  money  for  the  thousand 
and  one  necessities  and  luxuries  of  our  every- 
day life.  This  competition  is  quite  too 
strong  to  allow  a universal  system  of  saving 
money  to  pay  for  medical  care  when  no 
signs  or  symptoms  of  illness  appear  on  the 
horizon.  In  fact,  this  competition  has  gone 
to  the  point  where  the  individual  has  bor- 
rowed and  is  considerably  in  debt  for  many 
of  the  things  he  claims  to  own.  It  is  mani- 
festly quite  difficult  to  lay  aside  money  for 
medical  care  when  the  installment  payment 
is  pressing.  Those  who  press  for  install- 
ment payments  have  a more  successful  way 
of  achieving  their  ends  than  do  those  who 
would  make  the  health  consideration  of  the 
individual  their  first  object. 

5.  The  American,  having  been  accustomed  to 
rather  independently  employ  his  physician, 
looks  somewhat  askance  at  these  plans  for 
medical  expense  indemnity  insurance,  asking 
the  questions — Am  I sure  to  get  the  doctor 
of  my  choice?  Is  this  a panel  system?  Are 
the  physicians  going  to  be  interested  when 
working  on  a group  basis?  Are  inexperi- 
enced people  experimenting  with  our  medical 
care?  When  the  corporation  grows,  will  it 
gain  some  political  influence  which  will  lead 
to  political  manipulation  within  and  with- 
out? The  answers  to  these  questions  may 
be  easily  made  when  the  method  of  pro- 
cedure adopted  by  the  New  York  State  Medi- 
cal Society  is  understood,  but  it  will  take  time 
before  the  public  will  have  a full  confidence 
in  these  plans. 

6.  When  business  is  good  and  people  generally 
are  working,  the  worker  has  little  trouble 
in  paying  for  medical  services  and  will  not 
worry  much  about  this  when  he  and  his 
family  are  well.  When  he  is  out  of  work,  then 
will  arise  the  difficulty  of  securing  funds  to 
pay  for  medical  insurance  premiums. 

“There  are  those  who,  with  every  good  intent 
for  the  welfare  of  both  the  public  and  the  medical 
profession,  have  stated  that  if  non-profit  medical 
expense  indemnity  insurance  is  not  made  to  work 
by  the  medical  profession,  then  we  must  have 
compulsory  health  insurance.  In  discussing 
this  subject,  I would  like  to  call  attention  to 
items  1 to  6 stated  immediately  above. 
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“Are  we  to  discard  our  present  tried  and  con- 
stantly progressive  system  of  caring  for  the 
health  of  our  people  for  one  of  experimentation 
with  compulsory  health  insurance  because  the 
present  experiment  of  medical  expense  indemnity 
insurance  does  not  immediately  or  at  any  time 
prove  successful?  If  there  is  a ‘blame’  for 
non-functioning  of  medical  expense  indemnity 
insurance,  shall  it  be  fastened  entirely  upon  the 
medical  profession?  Experienced  private  cor- 
porations have  for  years  studied  and  put  into 
effect  systems  designed  to  pay  for  the  cost  of 
illness  and  accident.  Because  they  did  not  suc- 
ceed in  covering  the  entire  fields,  did  that  appear 
an  immediate  argument  for  compulsory  health 
insurance?  The  medical  profession  has  wel- 
comed the  aid  of  all  in  the  promotion  for  ade- 
quate medical  care.  I think  the  objection  on  the 
part  of  some  prospective  buyers  of  medical 
expense  indemnity  insurance  is  an  eloquent  an- 
swer to  the  claim  that  the  public  wants  com- 
pulsory health  insurance.  If  they  do  not  want 
insurance  voluntarily,  shall  they  be  made  to 
‘like  it’  compulsory?  Although  discussion  has 
brought  forth  a clearer  understanding  of  the 
subject,  the  recent  preparations  for  national 
defense  have  emphasized  the  difficulties  of  a 
mass  change  in  our  national  efforts.  We  study 
the  efforts  of  government  and  industry  to  pre- 
pare for  national  defense — how  difficult  it  is  to 
quickly  manufacture  munitions,  aeroplanes,  and 
ships;  how  difficult  to  assemble  and  employ  the 
personnel  of  our  industrial  plants  and  our  Army 
and  Navy.  We  hear  of ‘bottlenecks’;  and  there 
appears  to  be  a great  deal  of  sharp  political 
jockeying  and  division  that  holds  up  administra- 
tive policies,  and  that  possibly  weakens  the 
bulwarks  of  our  nation’s  safety.  It  is  easy  to 
criticize  but  the  informed  student  soon  finds 
that  the  difficulties  are  real  and  that  those  in 
charge  of  our  national  affairs  are  doing  the  very 
best  they  can.  Would  it  not  be  placing  an  addi- 
tional burden  upon  our  State  and  Nation  to 
insist  that  we  now  try  to  make  a general  change 
in  the  methods  of  medical  care  which  our  people 
have  been  accustomed  to  trust  for  numerous  gen- 
erations? 

“There  has  been  concern  among  some  of  our 
people  that  our  country  was  unprepared  for 
national  defense.  It  may  be  this  criticism  is  un- 
justified, but  there  has  never  been  any  doubt 
about  the  medical  profession’s  constant  pre- 
paredness and  readiness  to  fight  disease  from 
one  day  to  another,  year  in  and  year  out,  with 
the  most  modern  scientific  knowledge  and  equip- 
ment known  to  man. 

“The  American  Medical  Association  at  great 
cost  has  made  available  to  our  Federal  Govern- 
ment most  invaluable  statistical  information  and 
records. 

“Along  with  discussions  on  the  war,  there  has 
been  critical  reference  to  the  large  number  of 
disabilities  uncovered  on  the  physical  examina- 
tion of  draftees.  Have  not  many  of  these  been 
of  a preventive  nature  and  does  not  every 
town,  city,  and  state  have  an  appointive  or 
elected  body  charged  with  the  care  of  the  public 
health  and  the  prevention  of  disease?  The 
medical  profession  has  learned  to  conquer  and 
prevent  smallpox,  diphtheria,  and  typhoid 
fever  (as  examples  of  many  other  diseases),  and 
has  it  not  taken  years  of  argument  and  protest, 
and  the  receiving  of  abuse  on  the  part  of  the 


leading  medical  men  and  regular  practitioners 
to  get  the  authorities  of  government  to  take  the 
proper  steps  to  eliminate  these  diseases?  Ap- 
propriations have  been  cut  and  public  health 
agencies  hampered  so  that  it  has  taken  decades 
and  generations  instead  of  a few  years  to  effect 
achievement.  (When  commerce"  demanded  a 
cut  across  the  Isthmus  of  Panama — that  was 
different.)  How  long  has  it  taken  to  arrive  at  the 
present  stage  in  the  control  of  syphilis  and 
gonorrhea?  (Has  not  the  medical  profession 
cooperated  to  the  full  in  these  ventures  for  the 
good  of  the  public  health?) 

“The  germ  of  tuberculosis  and  its  method  of 
transmission  has  been  known  since  1882.  Tu- 
berculosis is  a disease  in  which  the  medical 
profession  for  years  has  advocated  and  agreed 
to  sanatorium  and  state  control.  Tuberculosis 
is  a preventable  and  an  expensive  disease  and 
now  we  are  talking  about  being  able  to  eradicate 
it  in  another  twenty  years,  some  eighty  years 
after  the  revealing  discoveries  of  Koch.  In  the 
February  1st  New  York  State  Journal  of 
Medicine,  it  is  stated  that  the  World  War  is 
twenty-two  years  behind  us;  yet  the  Federal 
Government  pays  in  compensation  for  tuber- 
culosis that  originated  in  service  about  S3, 000, 000 
each  month  at  a total  cost  of  some  $959,000,000. 
In  1939  the  total  number  of  World  War  men 
compensated  for  tuberculosis  was  55,634,  in- 
cluding 1,947  deaths  for  that  year.  In  the  same 
publication  the  statement  is  made  that  in  order 
to  save  $135,000  in  x-ray  expenses,  it  is  charged 
that  the  Government  has  sent  300,000  National 
Guardsmen  to  camp  without  adequate  chest 
examinations  and  has  thereby  assumed  a risk  of 
at  least  $30,000,000  in  future  liabilities.  It 
states  that  service  disability  claims  resulting  from 
tuberculosis  among  World  War  veterans  have 
cost  the  United  States  about  $10,000  each  during 
the  last  twenty  years.  Three  thousand  cases  of 
tuberculosis  among  the  men  now  in  camp  could 
therefore  be  expected  to  cost  at  least  $30,000,000 
during  the  next  twenty  years. 

“For  a long  time  the  medical  profession  has 
been  in  complete  accord  with  the  policy  of  State 
administration  of  hospitals  for  treatment  of  the 
insane.  Some  of  our  best  medical  men  have 
been  attracted  to  this  work  and  the  annual 
financial  outlay  for  hospitalization  is  enormous. 
And  yet  we  have  not  solved  the  problem  at  all. 
Is  it  not  a grave  question  whether  we  are  gaining 
or  losing  in  our  struggle  with  mental  disorder  and 
disease? 

“Those  of  us  who  have  an  intimate  contact 
with  public  health  work  and  who  have  a regard 
for  high  professional  attainment  most  bitterly 
resent  the  throttling  of  the  public  health  by  po- 
litically minded  bodies.  Every  little  health 
officer  in  every  little  town  has  his  mind  full  of 
incidents  of  this  nature. 

“When  the  elimination  of  a costly  disease  has 
been  brought  about,  there  is  a certain  amount 
of  justifiable  boasting  of  the  dollars  and  cents 
that  finally  is  thus  saved — but  the  misery,  suffer- 
ing and  loss  of  life  incurred  during  the  years  of 
procrastination  and  delay — there  is  little  to  atone 
for  that. 

“We  have  indicated  tuberculosis  as  an  example 
of  a problem  for  government  to  try  its  hand  at, 
along  with  many  other  health  problems  capable 
of  solution,  before  attempting  compulsory 
health  insurance.  We  do  not  accept  the  answer 
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that  the  panel  class  or  contract  physician  in  his 
regular  routine  of  making  calls  to  alleviate 
symptoms  is  the  one  that  will  discover  early 
tuberculosis.  But  I do  believe  that  an  educated, 
informed  receptive  population  (public  health 
authority  and  medical  society  information) — 
receiving  modern  competitive  private  medical 
diagnosis  and  care,  with  local,  state,  and  Federal 
aid  furnishing  adequate  policing  powers,  labora- 
tory, sanatorium  and  hospital  facilities,  all  ad- 
ministered on  a progressive  scientific  basis  and 
unhampered  by  political  manipulation — can  be 
freed  from  the  ravages  of  a disease  we  ought  to 
have  conquered  long  ago. 

“Much  of  our  public  education  in  health  now 
goes  over  the  radio.  Yet  Government  is  still 
actively  concerned  in  trying  to  restrict  for  the 
public  protection  some  of  the  statements  origi- 
nating from  commercially-minded  sources. 
Would  not  daily  or  regular  information  from  an 
accredited  public  health  source  do  more  to  keep 
people  well  and  thus  eventually  help  business? 
Is  there  not  too  much  propaganda  directed  at 
the  gullibility  of  the  poor  sick  person?  Does 
the  medical  profession  object  to  this?  They 
do.  Whose  duty  is  it  to  eliminate  these  hazards 
to  our  welfare? 

“These  comments  are  not  made  in  the  sense  of 
criticism  but  with  the  idea  of  pointing  out  the 
difficulties  in  the  subject  of  practical  medical 
care  and  emphatically  with  the  idea  of  calling 
the  medical  profession  and  organized  medicine  to 
aid  in  solving  these  problems. 

“The  struggle  of  the  human  against  disease  and 
advancing  age  is  an  old,  old  story — it  is  destined 
to  be  a continuous  one — illuminated  here  and 
there  with  brilliant  victories. 

“It  may  be  that  medical  expense  indemnity  in- 
surance, if  given  proper  time  and  opportunity, 
will  do  much  for  our  happiness  and  welfare.  The 
subject  is  as  yet  comparatively  new  and  it  deals 
with  important  principles  and  problems.  It  will 
take  a few  years  at  least  to  give  it  a fair  trial. 
The  attitude  of  the  State  Society  has  been  that 
it  would  be  most  unfortunate  to  attempt  to  force 
it  upon  communities  and  organizations  not  yet 
prepared  for  it.  At  its  best,  it  cannot  conquer 
poverty  nor  produce  abundance.  In  the  mean- 
time, as  heretofore,  the  medical  profession  will 
stand  by  to  give  every  economic  strata  of  our 
population  the  best  and  most  modern  medical 
care  there  is  in  the  world  today.” 

PART  VI 

Medical  Relief 

As  provided  at  your  last  meeting,  a Subcom- 
mittee of  the  Council  Committee  on  Public  Re- 
lations and  Economics  was  set  up  and  charged 
with  the  single  duty  of  negotiating  an  agree- 
ment with  the  State  Department  of  Social  Wel- 
fare on  a plan  of  medical  welfare  service  em- 
bodying the  declared  policies  of  this  Society. 
This  Subcommittee  on  Medical  Relief  (E.  Chris- 
topher Wood,  M.D.,  White  Plains,  Chairman; 
Carlton  E.  Wertz,  M.D.,  Buffalo;  F.  Leslie 
Sullivan,  M.D.,  Scotia)  was  able  to  start  right 
out  on  conference  work  with  the  representatives 
of  the  State  Department  of  Social  Welfare.  A 
number  of  such  meetings,  in  which  Dr.  Lawrence 
and  Dr.  Irving  took  part,  culminated  in  the  fol- 
lowing announcement,  which  was  published  in 
the  March  15,  1941,  issue  of  the  Journal. 


Joint  Statement 

From  the  New  York  State  Department 
of  Social  Welfare  and  the  Medical 
Society  of  the  State  of  New  York 

ON  the  following  pages  the  outline  of 
“Principles  and  Discussion”  represents 
the  position  taken  by  the  State  Department 
of  Social  Welfare  (under  the  Public  Welfare 
Law)  in  regard  to  the  various  medical  welfare 
policies  adopted  by  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New 
York  during  the  past  several  years.  Also 
included  is  an  outline  of  Basic  Principles  of 
a New  Medical  Plan,  approved  by  the  State 
Department  of  Social  Welfare,  which  is  now 
being  put  into  effect  by  the  State  Department 
in  various  localities.  This  is  the  Medical 
Plan  referred  to  in  the  discussion  below. 

The  reader  is  requested  to  study  thoroughly 
all  this  material  and  preserve  these  pages  for 
future  reference. 

For  the  purpose  of  maintaining  orderly, 
practical,  and  logical  thinking  on  the  subject 
of  medical  welfare  policies,  the  following 
points  must  be  kept  in  mind.  Under  the 
Public  Welfare  Law,  local  welfare  officials  are 
empowered  to  provide  medical  care  on  a salary 
basis  or  on  a fee-for-service basis;  consequently 
the  indigent  patient  may  not  have  or  may 
have  the  right  of  free  choice  of  physician  ac- 
cording to  the  procedure  adopted  in  any  given 
locality.  In  addition,  if  they  are  to  receive 
reimbursement  from  the  state,  their  local 
welfare  departments  must  be  operated  under 
the  Rules  and  Regulations  promulgated  by 
the  State  Department  of  Social  Welfare.  At 
present  there  is  no  relation  between  the 
Workmen’s  Compensation  panel  and  the  care 
of  indigent  patients  except  in  a few  localities 
where  such  a relation  has  been  mutually 
agreed  upon  on  a trial  basis.  Any  platform 
adopted  by  the  State  Medical  Society,  or  by 
local  medical  groups,  has  no  force  whatever  in 
effecting  the  conduct  of  medical  relief  work 
unless  agreement  can  be  reached  with  the 
state  and  local  departments  of  welfare  con- 
cerning this  platform.  Such  agreements, 
if  reached,  are  essentially  mutual  understand- 
ings and  in  no  sense  abrogate  any  portion  of 
the  Public  Welfare  Law.  It  should  be  noted 
further  that  the  local  welfare  official  is  legally 
responsible,  to  his  community  and  to  the 
state,  for  the  entire  conduct  of  his  department 
and  he  can  neither  delegate  nor  share  this 
responsibility.  He  can  seek  and  accept  advice 
or  suggestions  concerning  medical  problems 
and  procedures,  but  in  the  final  analysis  re- 
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sponsibility  for  all  decisions  rests  solely  on  him. 

In  studying  the  “Principles  and  Discussion” 
it  will  be  noted  that  there  is  already  a con- 
siderable amount  of  agreement  on  Principles 
1,  2,  3,  4,  and  7,  some  of  the  details  of  which 
have  to  be  further  worked  out  from  the  stand- 
point of  statewide  policies.  The  following 
portions  of  the  discussion  of  these  principles 
might  well  be  emphasized.  The  State  De- 
partment of  Social  Welfare  agrees  that  there 
are  advantages  in  the  establishment  of  a 
medical  advisory  committee  in  each  public 
welfare  district  and  agrees  to  advocate  the 
use  of  these  committees  and  to  assist  in  a 
general  determination  of  their  functions. 
Under  the  Public  Welfare  Law,  these  com- 
mittees can  advise  and  suggest,  and  can  recom- 
mend policies  for  supervision  and  adminis- 
tration, but  the  responsibility  for  all  acts  and 
decisions  must  remain — and  we  feel  should 
remain — in  the  hands  of  the  local  welfare 
official.  State  reimbursement  on  a local  fee 
schedule  is  conditioned  upon  the  State  De- 
partment’s approval  of  this  schedule  as  being 
reasonable  for  the  particular  community 
rather  than  on  the  basis  of  a statewide  fee 
schedule.  Abolition  of  the  system  wherein 
medical  questions  are  submitted  to  the  State 
Department  for  decision  is  brought  about 
automatically  through  the  introduction  of 
the  new  medical  plan  and  the  “prior  authori- 
zation” system  is  transferred  to  the  local 
agency  under  local  professional  control.  Con- 
siderable study  is  now  being  given  to  the 
question  of  medicines  and  drugs — a few  locali- 
ties having  reached  a fairly  satisfactory  solu- 
tion of  this  problem — and  it  can  be  expected 
that  with  local  assistance  much  of  the  diffi- 
culty and  criticism  will  be  eventually  elimi- 
nated. The  State  Department  points  out 
that  under  the  law  it  cannot  guarantee  free 
choice  of  physician  but  draws  attention  to 
the  fact  that  while  in  some  localities  it  has 
been  long-standing  practice  to  employ 
salaried  doctors,  introduction  of  the  new 
medical  plan  has  had  a tendency  ta  increase 
consideration  of  the  use  of  the  fee-for-serv- 
ice  basis,  since  provision  is  made  for  local 
medical  controls. 

Although  on  the  surface  there  appears  to 
be  a wide  divergence  of  opinion  concerning 
Principles  5 and  6,  it  can  be  said  that  the 
State  Department  now  has  a fairly  accurate 
conception  of  the  medical  profession’s  view- 
point regarding  these  principles.  It  can  be 
said  further  that  the  State  Department  is 
not  unsympathetic  toward  these  principles 
but  feels  that  much  additional  thought  and 


study  are  necessary,  especially  with  reference 
to  local  conditions,  before  a common  ground 
can  be  reached.  It  is  entirely  possible  that, 
wherever  local  medical  advisory  committees 
really  work  and  function,  salaried  practice 
and  the  overuse  of  clinics  may  be  found  to  be 
increasingly  less  desirable  medically,  socially, 
and  economically.  This  is  not  to  say  that 
the  solution  of  these  problems  will  be  merely 
a matter  of  simple  evolution  but  rather  to 
emphasize  that  their  solution  directly  depends 
upon  the  amount  of  thought  and  consideration 
given  them. 

As  enumerated  below,  there  are  several 
methods  of  providing  physicians’  services. 
These  methods,  their  costs,  and  the  results 
obtained  vary  with  the  locality,  to  a con- 
siderable extent  dependent  upon  the  judgment 
and  experience  of  the  local  welfare  official 
and  upon  the  local  conditions  and  need  with 
which  he  is  confronted.  However,  nowhere 
in  New  York  State  is  there  a formal,  function- 
ing mechanism  which  integrates  and  correlates 
all  the  services  which  are  provided  in  a com- 
munity at  public  expense.  Only  by  having  the 
complete  picture,  especially  regarding  total 
individual  costs,  can  the  appropriating  bodies, 
the  welfare  officials,  and  the  medical  care 
professions  cooperate  to  the  end  that  the 
medical  needs  of  the  individual  and  the 
community  are  met  efficiently  as  well  as  eco- 
nomically. 

To  provide  the  services  of  a physician,  one 
or  more  of  the  following  methods  are  com- 
monly used : 

1.  Employment  of  physicians  on  a fee-for- 
service  basis,  either  giving  the  patient 
free  choice  of  physician  or  limiting  the 
choice  to  a selected  panel  of  physicians. 

2.  Use  of  public  or  private  clinics. 

3.  Employment  of  salaried  staff  physicians 
to  treat  patients  in  their  offices  and  in 
the  patient’s  home,  with  specialists’ 
services  on  a fee-for-service  basis. 

4.  Employment  of  salaried  staff  physicians 
to  treat  patients  in  the  patient’s  home, 
or  in  a clinic. 

5.  Employment  of  salaried  physicians  by  a 
city  department  of  health  for  services 
in  the  home  or  in  clinics,  with  or  with- 
out supplementation  of  this  service  by 
employment  of  general  physicians  and 
specialists  on  a fee-for-service  basis 
when  needed. 

6.  By  any  combination  of  the  above 
methods. 

Concerning  the  appointment  of  a physician 
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as  a medical  director  or  medical  consultant 
and  concerning  the  formation  of  local  medical 
advisory  committees,  the  State  Department 
of  Social  Welfare  makes  the  following  recom- 
mendations to  local  welfare  officials. 

“The  attention  of  the  local  public  welfare 
official  is  called  to  the  value  of  securing  the 
full  cooperation  of  his  county  medical  society 
in  the  development  of  an  approved  local  medi- 
cal program  and  in  the  selection  of  a com- 
petent physician  to  act  as  Medical  Director 
or  Medical  Consultant  on  his  staff.  The 
State  Department  recommends  that  ....  he 
request  the  medical  society  covering  his  public 
welfare  district  to  submit  a list  of  physicians 
recommended  by  the  society  as  suitable  for 
such  appointment  and  meeting  the  require- 
ments established  by  the  State  Board  of 
Social  Welfare;  or  request  the  medical  society 
to  comment  upon  the  qualifications  and  pro- 
fessional standing  of  a licensed  physician 
selected  by  him  as  a candidate  for  appoint- 
ment as  Medical  Director  or  Medical  Con- 
sultant. Attention  is  called  to  the  value  of  an 
active  professional  advisory  committee  in 
providing  the  local  public  welfare  official  with 
professional  advice  in  the  development  and 
revision  of  the  policies  included  in  the  ap- 
proved local  medical  program,  in  the  arbitra- 
tion and  discipline  of  professional  problems 
and  the  operation  of  survey  boards  to  review 
and  plan  proper  medical  care  for  persons 
suffering  from  prolonged  or  disabling  illnesses 
or  presenting  special  or  unusual  medical 
needs.  The  medical  advisory  committee 
should  be  appointed  from  a list  nominated 
for  the  purpose  by  the  county  medical  society. 
Where  deemed  advisable  this  committee  may 
be  expanded  in  the  same  way  to  include  rep- 
resentatives of  other  professions,  institutions, 
and  laymen.” 

In  conclusion,  it  should  again  be  emphasized 
that  under  the  law,  the  welfare  patient  is  not 
guaranteed  the  right  to  choose  his  own  phy- 
sician, and  the  physician  is  not  guaranteed 
the  right  to  treat  his  own  patient  with  a com- 
mitment of  payment  for  his  services.  But, 
if  the  physicians  of  a given  locality  can  agree 
among  themselves  to  formulate  and  to  par- 
ticipate seriously  in  a plan  adapted  to  the 
medical  needs  and  medical  and  economic 
resources  of  their  community,  the  Public 
Welfare  Law  and  the  regulations  of  the  State 
Department  of  Social  Welfare  make  it  possible 
for  the  indigent  patient  to  choose  his  own 
physician  and  the  physician  to  treat  his  own 
patients  with  payment  for  his  services  supplied 
from  public  funds.  Although  the  local  public 


welfare  official  is  responsible  for  providing 
necessary  medical  care  for  indigent  persons,  the 
determination  as  to  the  medical  needs  is  now 
by  law  “made  with  the  advice  of  a physician.” 

Jackson  Davis,  M.D. 

Chief  Medical  Officer, 

State  Department  of  Social  Welfare 
Christopher  Wood,  M.D. 

Chairman , 

Subcommittee  on  Medical  Relief 
Medical  Society  of  the  State  of  New 
York 

Local  Medical  Care  Plan 
BASIC  POLICIES 

1.  Recognition  by  public  officials,  physicians, 
hospital  administrators,  and  all  other  profes- 
sional personnel,  of  the  Public  Welfare  Commis- 
sioner’s legal  responsibility  and  authority, 
within  existing  appropriations,  to  provide 
medical  care  for  all  persons,  under  its  care,  and 
for  such  persons  otherwise  able  to  maintain 
themselves,  who  are  unable  to  secure  necessary 
medical  care. 

2.  Acceptance  of  principle  that  the  local 
Medical  Program  of  the  Department  of  Public 
Welfare  should  be  supplementary  to,  and  involve 
proper,  full  utilization  of  all  existing  medical 
facilities,  federal  and  state,  as  well  as  local  tax- 
supported  and  voluntary  institutions. 

3.  The  establishment  of  a central  unit,  with 
administrative  responsibility  for  the  authoriza- 
tion and  issuance  of  medical  care,  and  directed 
by  a full-time  or  part-time  physician,  who,  in 
the  discretion  of  public  welfare  official,  may  be 
supported  by  a Medical  Advisory  Committee, 
follows  recognition  of  the  fact  that  sound 
medical  program  administration  requires. 

a.  Professional  medical  judgment  and 
controls  such  as  can  be  given  only  by  a 
physician. 

b.  Simplified  and  smoothly  operating  pro- 
cedures to  effect  the  referral  of  patients 
to  physicians  for  treatment. 

c.  A clearly  defined  plan  for  keeping  the 
social  service  staff  informed  of  health, 
medical,  and  medical  social  treatment 
needs  of  their  clients. 

d.  An  accounting  system. 

4.  Recognition  by  public  welfare  officials 
and  physicians,  nurses,  hospitals,  druggists, 
and  other  professional  personnel  participating 
in  the  medical  care  program,  of  the  value  and 
essential  need  of  detailed  WTitten  agreements 
wherever  practicable,  stating  clearly  the  re- 
sponsibilities to  be  undertaken  by  each,  as  w^ell 
as  procedures  and  financial  payments  involved. 

5.  Acceptance  of  responsibility  to  establish 
and  maintain  continuous  medical  records  show- 
ing: 
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a.  Total  treatment  costs  according  to 
type  of  service,  such  as  physician’s 
treatment,  nursing  care,  drugs,  hospital 
care,  appliances,  etc. 

b.  Treatment  costs  of  individual  patients. 

c.  Diagnostic  and  treatment  records  of 
each  individual  patient. 

d.  Administrative  costs. 

Without  such  recording,  no  sound  analysis  of 
the  value  and  cost  of  the  total  medical  program 
can  be  made,  nor  can  the  total  medical  needs  of 
the  individual  patients  be  reviewed  and  ade- 
quately or  economically  met. 

6.  Acceptance  of  responsibility  for  joint 
planning  and  periodic  case  conference  between 
the  Medical  Unit  and  the  Social  Service  staff 
for  utilization  of  physicians  to  determine  medical 
need  and  social  service  to  determine  financial 
need  for  those  patients  applying  to  the  Public 
Welfare  Department  for  medical  care  only. 

7.  Acceptance  by  the  Public  Welfare  Official 
of  responsibility  for  preparation  of  written 
statement  of  all  medical  policies  and  procedures, 
contracts,  price  schedules,  etc.,  copies  of  which 
should  be  available  to  all  participating  profes- 
sional personnel  or  vendors,  to  the  social  service 
staff,  and  to  all  cooperating  agencies  or  institu- 
tions in  any  way  involved  in  the  local  medical 
program. 

8.  Whenever  feasible,  the  same  plan  for  pro- 
viding medical  care  shall  be  used  for  all  cate- 
gories of  public  assistance  in  order  to  obviate 
confusion  to  the  recipient  and  medical  attendant, 
and  to  aid  in  the  simplification  of  administrative 
and  accounting  procedures. 

Principles  and  Discussion 

1.  THE  MEDICAL  ASPECTS  OF  MEDICAL 
RELIEF  SHOULD  BE  SUPERVISED  BY  THE 
MEDICAL  PROFESSION 

“Medical  aspects”  include: 

Limitation  of  scope  of  practice  for  individual 
doctors. 

Decision  as  to  when  specialist  or  consultant 
is  necessary. 

Decision  as  to  use  of  special  clinics. 

Evaluation  of  services  in  terms  of  fees  and 
charges. 

Decision  as  to  whether  medical  care  is 
needed,  or  when  it  should  cease. 

Decision  as  to  drugs  and  appliances. 
“Supervision”  defined: 

Above  matters  should  be  under  effective 
control  of  the  medical  profession  by 

1.  Medical  society  committees. 

2.  Full-time  medical  supervisors,  nomi- 
nated by  or  approved  by  medical 
societies. 

3.  County  and  State  medical  advisory 
boards. 

Actual  ruling  should  be  made  by  local, 
county  or  state  Welfare  Commissioner,  but  no 
ruling  on  a medical  question  should  be  made 
in  absence  of  a definite  recommendation  by 


the  medical  board  or  supervising  physi- 
cian. 

Discussion 

“Medical  Aspects” 

It  was  agreed  that  under  the  new  medical 
plan  the  determinations  as  to  limitation  of 
scope  of  practice  and  use  of  special  clinics 
should  be  made  jointly  by  the  local  welfare 
agency  and  the  local  professional  committee. 
It  was  agreed  that  the  other  decisions  included 
in  “Medical  Aspects”  would  be  made  by  the 
medical  director  or  consultant  of  the  local 
agency  with  or  without  the  advice  of  a pro- 
fessional committee. 

“Supervision” 

It  was  agreed  that  in  taking  cognizance  of 
the  responsibilities  of  a public  welfare  com- 
missioner as  outlined  in  the  Public  Welfare 
Law,  the  departmental  medical  program 
must  be  “supervised”  by  the  commissioner 
and  his  medical  director.  A local  medical 
committee  should  not  have  any  supervisory 
or  administrative  responsibility  for  the  pro- 
gram. It  was  agreed,  however,  that  an 
“advisory  medical  committee”  should  be 
established  in  each  public  welfare  district 
and  that  this  committee  should  act  in  an 
advisory  capacity  only.  It  was  agreed  also 
that  no  ruling  on  a medical  question  should 
be  made  by  a local  welfare  commissioner  in 
the  absence  of  a definite  recommendation  by 
the  medical  director  or  the  medical  advisory 
committee.  The  State  Department  of  Social 
Welfare  agrees  further  to  advocate  the  use  of 
these  committees,  and  the  exact  manner  in 
which  they  should  function  will  be  outlined 
in  a document  to  be  prepared  jointly  by  the 
Department  and  the  State  Medical  Society. 

2.  ALL  PHYSICIANS  SHOULD  BE  EN- 
COURAGED TO  PARTICIPATE  IN  THE 
SERVICE 

By  abolition  of  statewide  fee  schedule  and 
substitution  of  local  schedules,  established  by 
mutual  consent  of  local  county  medical  societies 
and  local  welfare  officers,  within  limits  pre- 
scribed by  State  Department  of  Social  Welfare. 

By  more  liberal,  but  definite,  provision  for 
engagement  of  specialists,  and  consultants, 
when  needed,  in  the  opinion  of  the  attending 
physician. 

By  reduction  of  red  tape  and  reporting  and 
billing  mechanisms  to  the  minimum. 

By  complete  elimination  of  lay  interference 
or  dictation  in  medical  matters. 

Discussion 

Under  the  new  medical  plan,  local  fee  sched- 
ules are  prepared  by  the  Welfare  Commissioner 
with  the  aid  and  cooperation  of  his  medical 
director  and  professional  advisory  committee. 
State  reimbursement  is  conditioned  upon  the 
State  Department’s  approval  of  a local  fee 
schedule  as  being  reasonable  for  a particular 
community  rather  than  on  the  basis  of  a state- 
wide fee  schedule. 

The  exact  manner  and  circumstances,  in  which 
specialists  and  consultants  are  to  be  engaged,  are 
incorporated  as  part  of  the  local  medical  plan. 
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As  this  plan  is  developed  jointly  by  the  local 
department,  the  State  Department  and  the  local 
medical  groups,  it  is  to  be  expected  that  in  each 
instance  this  policy  can  be  handled  to  the  satis- 
faction of  all. 

Reduction  of  red  tape  has  already  been  ac- 
complished through  the  introduction  of  a new 
form  which  abolishes  the  former  system  of  a 
separate  bill  for  each  patient  and  now  permits 
billing  on  one  form  for  all  patients  treated  in 
one  month. 

It  was  agreed  that  the  State  Department’s 
requirement,  that  a medical  director  or  con- 
sultant be  engaged  wherever  the  plan  is  put  in 
operation,  would  reduce  lay  interference  in 
“medical  determination”  to  a minimum.  It  was 
pointed  out,  however,  that  the  welfare  com- 
missioner is  a layman  who  has  sworn  responsi- 
bilities which  he  may  not  renounce — including 
the  authorization  of  welfare  commitments — 
and  that,  while  it  is  agreed  that  in  medical 
matters  he  should  have  the  advice  and  guidance 
of  a medical  director  and/or  committee  of  pro- 
fessional men  medically  competent,  the  re- 
sponsibilities for  decision  must  remain  squarely 
on  the  shoulders  of  the  commissioner  and  may 
in  no  sense  be  eliminated  or  considered  as  “lay 
interference.” 

3.  UTMOST  DECENTRALIZATION  OF 
CONTROL  IN  MEDICAL  MATTERS 

Local  supervising  physicians  or  society  boards 
should  be  able  to  rule  on  use  of  special  drugs, 
use  of  consultants  and  specialists  or  any  other 
special  treatment,  without  reference  of  these 
questions  to  State  Department  of  Social  Wel- 
fare. 

Local  welfare  officers  should  have  full  au- 
thority to  order  special  drugs  and  authorize 
special  modes  of  therapy,  with  assurance  of 
reimbursement  to  themselves,  if  approved  by 
local  supervising  physician  or  society  board. 

Discussion 

Abolition  of  the  system  wherein  medical  ques- 
tions are  submitted  to  the  State  Department  for 
decision  is  brought  about  automatically  through 
introduction  of  the  medical  plan.  It  was 
pointed  out  that  wherever  the  plan  is  installed 
and  approved  by  the  State  Department  the 
“prior  authorization”  system  is  transferred  to 
the  local  agency  under  local  professional  control. 
Under  the  new  system  professional  members  of 
the  State  Department  staff  will  periodically 
examine  the  records  of  local  agencies  to  de- 
termine whether  or  not  the  agency  is  adhering  to 
the  conditions  established  by  themselves  in 
their  own  plan. 

As  to  drugs  the  State  Department  is  not  as 
yet  ready  to  change  its  regulations,  especially 
concerning  the  use  of  proprietary  drugs.  The 
Department  feels  that  any  change  in  this  con- 
nection can  only  be  made  after  a sufficient 
number  of  medical  plans  have  been  submitted, 
therein  indicating  the  opinions  of  the  local 
welfare  agencies  and  local  medical  groups  as  to 
what  constitutes  a reasonable  policy  in  connec- 
tion with  special  drugs  and  special  modes  of 
therapy.  It  is  not  likely  that  this  determination 
can  be  made  for  at  least  another  six  months. 


4.  FREE  CHOICE  OF  PHYSICIAN  SHOULD 
BE  GUARANTEED  SUBJECT  TO  PRO- 
TECTIVE LIMITATIONS 

As  in  Workmen’s  Compensation  practice, 
panels  of  participating  physicians  should  be 
established.  Each  physician  will  be  bound  by 
the  scope  of  practice  for  which  he  has  applied, 
subject  to  the  approval  of  local  authorizing 
boards. 

Any  client  needing  care  will  go  to,  or  call,  his 
own  physician  who  will  care  for  the  patient 
under  the  usual  conditions  of  private  practice, 
except  that:  (1)  If  the  patient  suffers  from  a 
condition  outside  the  physician’s  scope  of  prac- 
tice, he  will  refer  the  patient  elsewhere;  and 
(2)  If  the  patient  fails  to  qualify  for  medical  aid 
through  the  Welfare  Office,  the  physician  will 
continue  to  treat  the  patient  as  a private  pa- 
tient. 

Discussion 

It  was  pointed  out  by  the  Department  that  in 
the  majority  of  communities  a system  of  free 
choice  of  physician  on  a fee-for-service  bas's  is 
used  by  the  local  welfare  agency.  Wherever 
this  system  is  used,  each  of  the  articles  of  this 
principle  should  be  met. 

However,  the  Department  pointed  out  that 
it  has  neither  the  power  under  the  Public  Wel- 
fare Law,  nor  does  its  experience  to  date  indicate 
the  need,  to  mandate  communities  to  the  extent 
that  they  must  use  the  fee-for-service  system 
rather  than  salary  or  contract.  It  is  the  major 
responsibility  of  the  Department  to  see  that  the 
scope  of  the  program  provides  adequate  service, 
of  high  quality  at  reasonable  cost  to  the  tax- 
payers. Wherever  the  local  program  fails  to 
meet  these  requirements,  the  Department  will 
insist  that  necessary  changes  be  made  regardless 
of  whether  the  fee  or  salary  basis  is  used.  It  is 
felt  that  for  the  Department  to  mandate  one 
way  or  the  other  would  introduce  “State  Medi- 
cine” to  the  fullest  extent.  It  was  explained 
that  while  it  has  been  a long-standing  practice 
in  some  localities  to  use  salaried  doctors,  intro- 
duction of  the  new  medical  plan  has  had  a tend- 
ency to  swing  communities  over  to  the  fee-for- 
service  basis. 

5.  CONTRACT  PRACTICE  FOR  MEDICAL 
RELIEF  SHOULD  BE  DISAPPROVED 

Contract  practice  is  disapproved  because: 

1.  From  the  standpoint  of  public  policy  it 

Establishes  a political  control  over  medical 

practice. 

Establishes  a type  of  service  radically 
different  and  divorced  from  the  private 
service  available  to  the  general  population. 

Adulterates  the  direct  legal  liability  of 
doctor  to  patient,  the  main  protection  of 
the  individual  against  incompetence  and 
negligence. 

Promotes  pauperization  of  the  people  by 
its  natural  tendency  to  perpetuate  political 
jobs  and  extend  “free”  services. 

2.  Medical  Policy 

Choice  of  physician,  if  properly  con- 
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trolled  for  protection  of  patient,  has  definite 
therapeutic  value. 

Most  competent  physicians  will  not  par- 
ticipate in  contract  plan. 

Tendency  is  to  give  as  little  care  as  pos- 
sible because  of  lack  of  usual  incentives. 

Inevitable  overhospitalization  under  con- 
tract plan  makes  economy  an  illusion. 

Cheapens  medical  service,  viewing  it  as  a 
commodity. 

Gives  free  rein  to  malingering,  and  pro- 
duces growing  demand  for  attention  to 
trivial  conditions,  at  the  expense  of  ade- 
quate attention  to  serious  conditions. 

3.  Ethical  Policy 

Directly  contrary  to  and  incompatible 
with  the  primary  ethical  principles  that 
have  maintained  the  professional  status  of 
the  physician,  improved  the  effectiveness  of 
his  service,  and  protected  the  patient  against 
charlatanry,  incompetence,  and  negligence. 

Participation  by  a member  of  the  pro- 
fession compels  him  to  violate  some  of  these 
ethical  provisions. 

Discussion 

The  Department  cannot  agree  to  this  prin- 
ciple for  the  reasons  stated  under  Principle 
No.  4.  It  is  quite  obvious  that  if  the  Depart- 
ment finds  the  quality  of  care  in  a local  com- 
munity effected  by  and  to  the  extent  enumer- 
ated in  Items  1,  2,  and  3,  under  Principle  No. 
5 and  these  conditions  traceable  to  the  use  of 
salary  or  contract  doctors,  the  Department 
would  in  its  normal  supervisory  role  insist  upon 
a change  in  the  system. 

6.  CLINICS  SHOULD  NOT  BE  EXPLOITED 
TO  AVOID  PAYMENT  OF  FEES  FOR  SERV- 
ICE. THEY  SHOULD  BE  USED  WHEN 
MEDICALLY  DESIRABLE 

Clinics  are  largely  staffed  by  private  physicians 
receiving  no  remuneration  for  clinic  services. 

When  ambulatory  cases  are  sent  to  hospital 
clinics  for  care  that  could  equally  well,  or  better, 
be  given  by  a private  general  practitioner  in  his 
office, 

(1)  The  clinic  is  unnecessarily  burdened, 
cutting  down  the  time  available  for 
attention  to  each  case. 

(2)  The  clinic  physician  is  unnecessarily 
exploited  for  service  to  public  charges. 

(3)  The  patient  is  deprived  of  the  right  to 
be  attended  by  his  own  physician. 

(4)  The  clinic  physician  or  his  colleague 
in  the  community  is  deprived  of  a 
nominal  office  fee  which  would  help 
him  pay  his  taxes. 

General  cases  should  be  sent  to  general  practi- 
tioners in  the  community,  especially  where  the 
patient  expresses  preference  for  a certain  physi- 
cian. 

There  is  no  need  for  a general  medical  clinic 
in  the  relief  program. 

Special  clinics  should  be  used  wherever  a 


private  physician  wishes  to  refer  a patient  for 
diagnostic  examination  or  specialized  treat- 
ment. 

The  hospital  outpatient  department  should  be 
used  as  a diagnostic  center  and  treatment 
auxiliary,  by  the  private  physicians,  not  as  a 
catch-all  for  every  sort  of  case. 

Discussion 

The  program  of  the  State  Department  of 
Social  Welfare  supplements  and  does  not  dupli- 
cate or  substitute  for  existing  facilities.  The 
establishment,  expansion,  and  scope  of  service 
of  local  clinics  are  determined  solely  by  local 
government  officials.  The  Department  feels 
that  where  such  services  infringe  upon  or  exploit 
the  local  medical  group,  this  is  a matter  for 
arbitration  between  local  officials  and  pro- 
fessional groups,  and  not  subject  to  state  inter- 
ference. 

With  the  establishment  of  the  local  medical 
plan,  the  Department  has  no  choice  but  to 
insist  that  existing  clinics  and  other  medical 
resources  be  vised  to  the  fullest,  reasonable 
extent.  The  department  does  not,  however, 
insist  upon  the  use  of  such  resources  where  they 
fail  to  meet  the  purpose  for  which  they  were 
established.  In  determining  jointly  with  the 
local  welfare  agency  the  extent  to  which  clinics 
and  other  resources  shall  be  used,  the  Depart- 
ment takes  into  consideration  the  quality  of 
service,  the  scope  of  service,  the  physical  facili- 
ties, and  the  ability  of  the  clinic  to  handle 
qualitatively,  as  well  as  quantitatively,  the 
number  of  cases  to  be  referred  by  the  local 
welfare  agency. 

7.  PROVISIONS  SHOULD  BE  MADE  TO 
ENABLE  NEEDED  MEDICAL  CARE  TO  BE 
FURNISHED  FOR  INDIGENT  AND  NEAR 
INDIGENT  FAMILIES  NOT  OTHERWISE 
ELIGIBLE  FOR  RELIEF 

“Medical  indigency”  should  be  defined. 
Discussion 

Provision  for  near  indigent  families  is  made 
through  the  Public  Welfare  Law,  Section  No. 
85,  Responsibility  for  Providing  Medical  Care, 
“The  public  welfare  district  shall  be  responsible 
for  providing  necessary  medical  care  for  all 
persons  under  its  care,  and  for  such  persons, 
otherwise  able  to  maintain  themselves,  who  are 
unable  to  secure  necessary  medical  care.” 

L 1940,  Chapter  682  modified  this  section  by 
adding,  “The  determination  as  to  medical  care 
necessary  for  any  person  shall  be  made  with  the 
advice  of  a physician.” 

It  was  pointed  out  that  in  actual  practice 
and  in  conformity  with  this  section  of  the  law, 
local  welfare  agencies  make  available  to  persons 
not  on  public  assistance  such  medical  care  as  is 
required.  The  medical  director  and  medical 
advisory  committee  under  the  new  plan  can  be 
of  great  assistance  to  the  commissioner  of  public 
welfare  in  the  interpretation  of  the  medical  needs 
of  persons  not  on  public  assistance.  Under  the 
procedure  of  the  State  Department,  reimburse- 
ment on  all  such  medical  care  is  granted  by  the 
department. 
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PART  VII 

Legislation 

The  Committee,  charged  with  the  duty  of 
study  of  legislation  and  putting  forth  the  posi- 
tions taken  by  the  Society,  consists  of: 

John  L.  Bauer,  M.D.,  Chairman 


Brooklyn 

Walter  W.  Mott,  M.D White  Plains 

Leo  F.  Simpson,  M.D Rochester 


The  Committee  has  made  the  following  pre- 
liminary report  up  to  March  15,  1941.  A sup- 
plementary report  will  be  ready  for  the  House  on 
April  28,  1941. 

“Unquestionably  the  work  of  the  State  and 
County  Legislative  Committees  is  year-round. 
In  order  to  accomplish  the  best  results,  each 
county  committee  must  be  constantly  alert, 
awake  to  each  suggestion  on  matters  which  con- 
cern medicine,  realizing  fully  that  these  sugges- 
tions create  discussions  and  lead  to  bills  which 
will  need  our  support  or  opposition.  If  wTe  have 
our  ears  to  the  ground,  we  may  be  able  to  advise 
early  and  influence  the  thought  of  and  knowledge 
on  a subject,  so  that  our  legislators  may  be  led 
to  appreciate  the  true  significance  of  that  sub- 
ject. If  we  take  a vacation,  just  because  the 
legislators  are  not  in  session,  they  will  naturally 
be  accumulating  facts  as  they  find  them  and 
become  wrongly  impressed  writh  the  value  of  an 
issue.  They  are  more  or  less  on  the  job  the  year 
round,  and  while  they  are  not  in  session,  have 
more  time  to  make  up  their  minds  on  public 
questions.  On  the  other  hand,  when  the  Legis- 
lature is  in  session,  and  the  bills  are  being  rapidly 
turned  out,  it  is  obviously  our  duty  to  contact 
them  frequently,  lest  the  questions  are  such  as 
they  have  not  considered  during  the  rest  of  the 
year — and  they  have  not  the  time  to  become  in- 
formed, as  much  as  they  would  like  to  be  informed. 
The  legislators  have  a right  to  expect  us  to  sup- 
port them  as  they  are  willing  to  support  us — and 
that  means  that  we  should  loyally  place  ourselves 
at  their  disposal,  so  that  they  may  readily  know 
what  the  arguments  for  or  against  a question 
vital  to  medicine  and  public  health,  should  be. 

“Therefore,  the  county  medical  societies  which 
have  active  year-round  legislative  committees 
are  rendering  the  best  service,  not  only  to  the 
cause  of  their  patients  but  also  to  the  profession. 

“The  legislator  comes  to  look  upon  the  doctor 
as  his  friend — to  lean  upon  him,  expecting  to  be 
properly  informed  on  public  health  and  other 
medical  matters.  The  legislator  becomes  thor- 
oughly acquainted  with  the  value  of  the  Medical 
Practice  Act — is  proud  of  its  high  rating  and  will 
hesitate  to  tie  up  with  cults  which  have  no 
scientific  substantiation.  How  could  Chiro- 
practic get  a foothold,  if  the  legislators  knew 
that  no  reputable  institution  of  higher  learning 
has  ever  endorsed  the  teaching  of  chiropractic; 
that  the  training  of  the  chiropractic  graduate  is 
far  inferior  to  that  of  physicians;  that  recogni- 
tion of  chiropractic  would  lower  the  high  stand- 
ards (even  debase  them)  which  govern  the  prac- 
tice of  medicine,  protecting,  shielding  and  bene- 
fiting the  people,  our  patients? 

“The  Workmen’s  Compensation  Law  intended 
to  place  the  workman  in  a more  or  less  private 
bed,  to  keep  him  out  of  public  hospitals — we 
recognize  that  fact  and  so  oppose  the  McCaffrey 
bill.  We  approve  the  Crews  bill — we  realize  that 


the  young  people  who  must  needs  work  and  go 
to  night  school  deserve  the  same  privileges  of 
physical  examinations  that  the  others  receive. 

“We  all  are  aware  of  the  political  possibilities 
of  the  Wagner  bill — a provision  for  compulsory 
health  insurance  [compulsory  sickness  insur- 
ance is  meant].  We  know  that  no  sane  man  be- 
lieves that  the  cost  of  the  operation  of  this  bill 
can  be  provided,  at  least,  not  at  present.  We 
know  that  it  is  wrong  in  principle;  it  would  en- 
courage malingering  and  neuroses;  it  would  tax 
severely  industry  and  labor,  increasing  the  cost 
of  living  etc.  Naturally,  we  oppose  such  legisla- 
tion. 

“On  request  of  the  Council,  we  are  opposing  a 
bill  to  give  podiatrists  authority  to  treat  com- 
pensation cases.  The  Council  also  instructed 
that  opposition  to  the  Schwert  bill  should  be 
registered  with  our  Congressmen;  a bill  which 
exaggerates  the  value  of  development  of  the 
muscles — and  no  thought  for  the  requirements 
and  physical  ability  of  the  individual.  Where- 
fore physical  examinations!  Let  the  children  go 
to  camps.  Can  you  picture  all  this  without 
proper  physical  examinations?  Can  you  ima- 
gine Federal  subsidies  without  Federal  approval 
of  local  plans.  State  Medicine!  Dr.  Lawrence 
issued  a special  bulletin  on  federal  legislative 
matters  and  wrote  to  our  Congressmen  on  the 
committee  to  consider  this  bill,  and  called  upon 
the  county  chairmen  of  the  counties  represented 
by  these  Congressmen,  to  write  similar  letters. 

“But  why  continue?  The  Council,  the  various 
legislative  committees,  are  well  informed  through 
the  bulletins  sent  out  by  our  Executive  Officer 
and  b}r  your  own  County  Committee  reports  and 
County  Bulletins,  of  all  of  the  various  bills  and 
the  actions  taken. 

“Seven  regular,  and  five  special  bulletins  have 
been  sent  out  thus  far.  The  mailing  list  numbers 
nearly  600.  The  return  sheet  for  comments 
continued  to  win  favor  and  more  returns  have 
been  received.  Your  opinions  are  invaluable. 

“Dr.  Lawrence  reports  48  Senate  and  59  As- 
sembly bills  of  interest  to  us  so  far.  To  date, 
four  have  passed  both  houses.  The  Chiropractic 
bills  have  brought  out  some  interesting  informa- 
tion. It  is  rather  controversial,  “they  did,  they 
didn’t.”  Perhaps  one  can  positively  say  that 
the  Regents  Committee  went  on  record  as  unani- 
mously disapproving  these  bills — but  they  ap- 
parently hesitated  to  declare  that  in  46  years, 
scientists  have  failed  to  find  any  scientific  value 
in  chiropractic — yet  they  know  positively  that 
such  is  the  truth,  and  that  such  a public  state- 
ment should  be  forthcoming  from  them. 

“The  Annual  Conference  of  County  Legislative 
chairmen  and  others  proved  very  successful. 
It  was  held  in  Albany  on  February  14,  1941,  the 
attendance  was  greater  than  ever  before  and  the 
esprit  de  corps  was  delightful.  Thirty-eight 
county  societies  were  represented.  Assembly- 
man  Lonis,  chairman  of  the  Assembly  Public 
Health  Committee  and  Colonel  Gaus,  a member 
of  the  Adjutant  General’s  staff,  were  present  at 
the  luncheon.  Also  we  welcomed  a few  ladies,  in- 
cluding Mrs.  Vander  Veer,  chairman  of  the 
Legislative  Committee  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York. 
The  success  of  the  meeting  was  really  a well- 
deserved  recognition  of  the  services  of  our  Execu- 
tive Officer;  he  should  feel  highly  complimented. 
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It  was  also  an  expression  of  the  interest  the 
participants  are  taking  in  their  legislative  work. 

“Thanks  to  our  officers,  Council  and  Com- 
mittee Chairmen  for  timely  suggestions  and 
support  should  now  be  made.  The  work  must 
go  on  with  increased  vigor.” 

Malpractice  Defense  and  Insurance 

The  Committee  on  Malpractice  Defense  and 
Insurance: 

Clarence  G.  Bandler,  M.D.,  Chairman 


New  York 

Murray  M.  Gardner,  M.D Watertown 

Andrew  Sloan,  M.D Utica 

Peter  Irving,  M.D.,  ex-officio New  York 


George  W.  Kosmak,  M.D.,  ex-officio 

New  York 

submitted  the  following  report,  which  the  Coun- 
cil approved: 

“Owing  to  the  fact  that  this  report  was  filed 
more  than  a month  earlier  than  in  previous  years, 
due  to  the  annual  meeting  being  held  in  April,  it 
has  not  been  possible  to  get  as  complete  an  esti- 
mate of  the  cost  of  operating  the  Group  Mal- 
practice Insurance  Plan  for  the  five  years  ending 
December  31,  1940,  as  heretofore.  However,  the 
new  accounting  system,  put  into  effect  five  years 
ago,  has  made  it  possible  to  bring  all  basic  data 
into  agreement  much  faster  than  under  the  old 
system  and  a preliminary  forecast  has  been  ob- 
tained from  a study  of  that  material.  This  indi- 
cates that  there  has  been  no  diminution  in  the 
number  of  suits  and  claims  brought  against 
members  of  the  Society  and  that  some  increase 
occurred  in  the  cost  of  disposing  of  them.  How- 
ever, this  has  been  partially  offset  by  some  re- 
duction in  the  estimated  cost  of  disposing  of  the 
outstanding  suits  and  claims,  so  it  is  believed 
that  the  net  cost  of  operating  the  Plan  at  the  end 
of  this  accounting  period  will  prove  to  be  sub- 
stantially the  same  as  at  the  end  of  1939. 

“The  cost  of  the  minimum  or  base  policy  con- 
tinues to  be  somewhat  in  excess  of  the  rate 
charged  and  if  subsequent  experience  confirms 
that  cost,  recognition  of  it  may  have  to  be  made 
by  increasing  the  base  rate.  At  the  time  this  re- 
port was  written,  however,  it  did  not  appear 
likely  that  such  an  increase  would  have  to  be 
made  this  year.  On  the  other  hand,  the  pre- 
liminary estimates  indicate  that  the  cost  of  dis- 
posing of  suits  and  claims  in  excess  of  $5,000 
has  fallen  below  the  income  produced  by  the 
present  schedule  of  rates  for  higher  limits.  High 
cost  suits  and  claims  do  not  occur  with  any 
regularity,  nor  can  their  cost  be  predicted  with  the 
same  accuracy  as  those  of  $5,000  or  less.  For 
that  reason,  it  is  never  satisfactory  or  entirely 
safe  to  undertake  a mathematical  prediction  of 
such  costs.  Nevertheless,  the  estimates  on  hand 
at  this  time  indicate  that  it  may  be  possible 
to  make  some  reduction  in  the  schedule  of  rates 
for  higher  limits  this  year  and,  if  that  proves  to 
be  the  case,  new  schedules  will  be  published  at 
once. 

“As  in  previous  years,  it  is  noted  that  loose, 
unwarranted  and  frequently  thoughtless  criti- 
cism by  fellow  members  of  their  confreres  con- 
tinues to  be  the  largest  single  inspiration  for 
malpractice  actions.  This  is  a phase  of  medical 
practice  which  can  and  should  be  vigorously 
attacked  in  every  community.  It  offers  the  most 


effective  and  perhaps  the  only  way  in  which  un- 
founded and  unjust  claims  can  be  discouraged. 
Medical  men  are  called  upon  to  advise  their  pa- 
tients on  many  matters  affecting  their  welfare. 
Where  that  welfare  or  well-being  involves  poor 
results  of  treatments  by  other  physicians,  mem- 
bers should  use  the  greatest  care  in  determining 
whether  those  results  flowed  from  negligence  or 
mere  errors  in  judgment  or  the  inevitable  com- 
plications of  life,  disease  or  injury.  It  is  precisely 
at  that  moment  that  the  doctor  can  perform  the 
greatest  service  to  his  patient  and  to  practitioners 
of  medicine  as  a whole  by  honest  and  accurate 
advice  to  his  patient,  making  sure  that  he  has 
all  of  the  facts  which  entered  into  and  affected 
the  previous  treatments. 

“During  the  past  year,  thirty-five  suits  or  claims 
for  malpractice  were  brought  against  members 
who  were  not  insured.  In  each  case,  the  cost  of 
disposing  of  those  actions,  except  legal  fees  and 
expenses,  must  be  paid  for  out  of  the  pockets 
of  the  individuals  concerned.  For  some,  that 
may  not  be  difficult  while  with  others  it  may  be 
ruinous.  This  is  a yearly  occurrence  which  can 
be  forecast  as  to  numbers,  but  as  it  cannot  be 
predicted  as  to  individuals,  it  would  appear  to  be 
poor  economy  to  practice  medicine  in  New  York 
State  without  insurance  when  the  cost  of  $5,000 
protection  amounts  to  only  $28  annually.  It  is 
recommended  that  the  Council  bring  this  matter 
to  the  special  attention  of  all  members  of  the 
Society. 

“Although  the  number  of  members  who  left  the 
Group  Plan  during  the  year  for  various  reasons 
was  augmented  by  members  going  into  military 
service,  the  net  number  of  members  insured  was 
increased  by  about  300. 

“A  word  of  caution  should  be  sounded  for  doc- 
tors going  into  the  Army  and  who  have  arranged 
with  an  associate  to  carry  on  their  practice  dur- 
ing their  absence  and  who  assume  that  under 
such  arrangement  they  would  have  no  malprac- 
tice liability  to  their  patients. 

“It  seems  most  likely  that  the  doctor  left  in 
charge  of  the  practice  would  be  held  as  the  agent 
of  the  member  whose  practice  he  is  taking  care 
of  and  any  action  on  account  of  the  acts  of  the 
agent  would  probably  be  brought  against  both 
doctors.  It  is  for  this  reason,  and  as  a factor  of 
security,  that  it  is  recommended  that  any  doctor 
who  has  been  or  may  be  called  for  military  ac- 
tivity retain  his  Society’s  malpractice  insurance. 

“Although  Colonel  Wanvig,  the  Society’s  insur- 
ance representative,  has  been  called  into  active 
service  as  the  War  Department’s  representative 
at  the  national  headquarters  of  Selective  Service 
in  Washington,  he  has  kept  in  almost  daily 
touch  with  the  details  of  operations  of  the  Group 
Plan  which  has  been  carried  forward  under  the 
competent  care  of  Mr.  Gordon  P.  Casper  and 
Miss  Mary  G.  Flood  who  have  been  associated 
with  the  Group  Plan  since  it  was  organized  in 
1921. 

“The  stability  of  the  Yorkshire  Indemnity 
Company  as  a sound  and  dependable  American 
company,  in  no  wise  affected  by  the  outcome  of 
the  war  in  Europe,  has  been  established  to  the 
satisfaction  of  the  Committee  and  to  the  Society 
as  a whole.  Since  this  matter  has  been  reported 
fully  to  the  Society  during  the  year,  it  is  not 
necessary  to  repeat  it  here.  During  the  five 
years  in  which  the  Group  Plan  has  been  under- 
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written  by  the  Yorkshire  Indemnity  Company, 
the  Officers  of  that  Company  have  a keen  under- 
standing and  appreciation  of  the  Society’s  prob- 
lems and  have  given  their  fullest  cooperation  and 
assistance  at  all  times.” 

PART  VIII 
Medical  Preparedness 

Immediately  following  the  action  of  the  House 
of  Delegates  of  the  American  Medical  Associa- 
tion in  setting  up  a national  committee,  the 
Council  set  up  a similar  committee  for  New  York 
State.  This  Committee  has  functioned  since 
then  and  consists  of  the  following  personnel: 

Samuel  J.  Kopetzky,  M.D.,  Chairman 

New  York 

Louis  H.  Bauer,  M.D Hempstead 

Edward  T.  Wentworth,  M.D Rochester 

There  follows  the  annual  report  of  this  new 
Committee: 

“After  a conference  with  the  secretaries  of  the 
County  Societies,  held  in  Albany  on  July  29, 
analogous  and  coordinating  County  Society 
committees  were  established  throughout  the 
state,  and  these  committees  have  functioned 
very  satisfactorily  in  liaison  with  the  State 
Committee  ever  since. 

“The  function  of  the  State  Society  Committee 
divided  itself  naturally  into  three  categories: 

1.  Matters  concerned  with  the  Medical  Pre- 
paredness Committee  of  the  American 
Medical  Association. 

2.  Matters  concerned  with  the  County  So- 
cieties’ committees. 

3.  Assistance  to  Government  agencies. 

“Relations  with  the  American  Medical  Associa- 
tion Medical  Preparedness  Committee. — All  ques- 
tions involving  the  development  of  policy  have 
been  referred  to  the  American  Medical  Associa- 
tion Committee  on  Medical  Preparedness.  In 
most  instances,  the  cooperation  has  been  prompt 
and  sympathetic.  The  questions  which  were 
raised  here  were  also  raised  in  other  states. 
Among  these  questions,  the  status  of  native- 
born  citizens,  graduates  of  foreign  medical 
schools,  took  up  a considerable  amount  of  the 
correspondence.  These  men,  Americans  by 
birth,  graduates  of  foreign  medical  schools  but 
licensed  to  practice  here,  in  some  instances  were 
desirous  of  serving  this  country  in  its  armed 
forces;  and  in  other  instances  were  inducted  into 
the  armed  forces  of  the  country.  Their  status 
remains  unclarified.  The  Committee  has  pointed 
out  that  whatever  defects  their  original  diplomas 
had,  these  deficiencies  might  be  considered  as 
corrected  by  subsequent  internship  or  residency 
in  a Grade  ‘A’  approved  American  hospital  and 
has  so  advised  the  Army  and  other  authorities 
who  have  asked  our  opinion  in  the  matter.  A 
decision  has  not  yet  been  made,  and  the  status 
of  these  men  is  still  unclarified. 

“The  question  becomes  acute  when  the  doctor 
in  this  category  comes  under  the  provisions  of 
the  Selective  Service  Law  and  is  inducted  into 
the  Army.  Some  of  these  men  have  written 
letters  about  the  condition  in  which  they  find 
themselves,  and  representations  have  been  made 
to  the  military  authorities  concerned,  in  an 
effort  to  improve  their  lot,  pending  decisions  from 
Washington. 


“Regarding  American  doctors — graduates  of 
American  schools,  who  come  under  the  provisions 
of  the  Selective  Service  and  who  are  inducted 
into  the  Army,  under  informative  letters  pub- 
lished by  the  Selective  Service  Administration  in 
Washington  it  has  been  learned  that  these  men 
will  receive  commissions  as  medical  officers.  It 
seems  that  the  amount  of  time  they  spend  between 
induction  and  commission  is  indefinite  and  in 
many  instances — in  our  opinion — too  long.  Rep- 
resentations have  been  made  to  the  military  au- 
thorities, to  the  American  Medical  Association 
committee  and  to  the  Surgeon  General’s  office  in 
an  effort  to  clarify  this  situation. 

“It  has  been  the  announced  policy  of  the  Selec- 
tive Service  Administration  that  medical  students, 
interns  and  residents  who  are  completing  their 
education,  shall  receive  deferment  until  the  termi- 
nation of  their  medical  education,  with  the  idea  of 
not  interrupting  the  even  flow  of  educated,  quali- 
fied doctors  into  the  community.  In  most  in- 
stances, in  this  state,  very  few  complaints  have 
been  received  regarding  the  action  taken  by  the 
local  boards  in  regard  to  this  category  of  registrant. 
Nevertheless,  since  the  determination  is  within 
the  jurisdiction  of  the  local  boards,  in  a few  in- 
stances these  local  boards  have,  to  our  knowledge, 
not  fulfilled  the  policy  laid  down  by  the  National 
Selective  Service  Administration.  In  every  in- 
stance where  that  has  come  to  notice,  efforts 
have  been  made  to  place  the  facts  before  the 
Appeals  Board  so  that  such  decisions  might  be 
rectified  and  changes  made  in  accordance  with 
the  policy  of  the  Selective  Service  Administra- 
tion. 

“ Relations  with  the  County  Society  Com- 
mittees.— Our  liaison  with  the  County  Societies 
has  been  of  threefold  purpose:  first,  to  facilitate 
the  preparation  and  completion  of  the  American 
Medical  Association  questionnaire,  urging  doc- 
tors to  forward  them  to  the  American  Medical 
Association  headquarters;  second , to  procure 
the  completion  of  the  State  Society  question- 
naires and  send  duplicates  to  the  State  Society 
headquarters  properly  annotated  by  the  County 
Society  officers;  and  third,  to  provide  the  per- 
sonnel to  man  the  local  board  examining  posts, 
and  the  personnel  of  the  Medical  Advisory 
Boards  of  the  New  York  State  Selective  Service 
administrations — that  for  the  New  York  City 
area,  and  the  one  for  the  rest  of  the  state. 

“In  every  instance,  it  is  a pleasure  to  report 
that  fine  cooperation  has  been  established  be- 
tween the  County  Society  committees  and  our 
own.  Rapid  and  prompt  responses  have  been  re- 
ceived either  by  telephone,  or  sometimes  by 
telegraph.  The  Society  has  had  commendations 
from  the  New  York  State  officials  upon  this 
activity.  We  have  asked  the  County  Society 
Medical  Preparedness  Committees  to  develop 
the  home  defense  activities  within  their  counties 
and  assume  the  initiative  in  them,  and  this  work 
is  progressing. 

“ Liaison  with  Government  Agencies. — The  mili- 
tary authorities  of  the  Second  Corps  Area  and 
the  Second  Military  Area  have  been  in  constant 
communication  with  the  Medical  Society  of  the 
State  of  New  York  in  regard  to  personnel.  Re- 
serve Officers  who  have  been  called  to  duty  and 
whose  departure  would  leave  their  communities 
uncovered  have  brought  their  individual  situa- 
tions to  our  attention.  These  matters  were  taken 


728 


ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


up  with  the  military  authorities,  and  in  most 
instances  the  man  was  relieved  of  duty  and  re- 
turned to  his  civilian  work. 

“The  qualification  of  medical  men  to  serve  on 
induction  boards  has  also  been  carried  out  with 
the  assistance  of  our  New  York  office.  In  every 
instance,  the  recommendations  have  come  from 
the  County  Societies  and  have  been  checked  by 
us  and  forwarded  to  the  military  authorities. 
We  have  had  no  information  as  to  who  has  been 
appointed,  or  how  many.  We  forward  the  in- 
formation and  the  Army  does  the  rest. 

“Regarding  the  commissioning  of  physicians — 
information  came  some  time  ago  that  the  Army 
would  not  commission  men  except  after  induction 
under  the  Selective  Service  law.  On  the  other 
hand,  the  Navy  is  commissioning  officers  in  the 
medical  corps  without  having  them  go  through 
this  process. 

“The  Committee  wishes  to  state  that  it  cannot 
but  feel  a source  of  great  pride  in  the  fine  con- 
tribution that  some  thousands  of  men  of  our  pro- 
fession are  making  toward  the  national  defense 
program.  Of  course,  there  have  been  misunder- 
standings, and  there  have  been  some  com- 
plaints— but  on  the  whole  the  service  rendered 
by  the  profession  has  been  well  received  and  is 
fully  appreciated. 

“In  liaison  with  Government  agencies,  this 
Committee  took  an  active  part  in  the  meetings  of 
the  Commission  to  formulate  a Long  Range 
Health  Program  of  the  State  of  New  York.  We 
have  met  with  them  at  each  meeting  held,  and 
are  making  our  contribution  toward  their  ac- 
tivity. 

“ General  Remarks. — The  provisions  by  the 
County  Societies  for  taking  care  of  the  practice 
of  men  who  are  absent  from  their  private  practice 
because  of  military  service  is  causing  us  con- 
siderable concern.  We  have  urged,  at  various 
meetings,  that  the  principle  embodied  in  the 
Bauer  Plan  be  made  the  basis  upon  which  the 
County  Society  take  action.  It  is  our  considered 
opinion  that  no  plan  can  be  devised  which  would 
be  totally  satisfactory.  It  is  a matter  of  honor 
between  the  absentee  and  the  man  who  substi- 
tutes for  him.  We  have  had  a decision  from  the 
Internal  Revenue  Department  on  the  matter  of 
taxes  so  that  the  income  from  the  absentees  will 
not  be  taxed  twice. 

“It  has  been  our  aim  that  the  refugee  physi- 
cians licensed  to  practice  in  this  state,  and  the 
foreign  graduates  licensed  to  practice  in  the  state, 
be  treated  on  a basis  of  equality  with  the  Ameri- 
can doctor  before  the  law — in  regard  to  com- 
missions, and  in  regard  to  military  service. 
Otherwise  it  would  be  an  injustice  to  our  native 
graduates  of  American  colleges,  as  they  would 
be  called  to  duty  and  their  practice  would  be 
left  to  the  refugee  physician  and  the  graduates 
of  foreign  medical  schools.  Manifestly,  this  is 
an  injustice  to  the  patriotic  native  American 
graduate  of  an  American  school.  We  hope  that 
the  authorities  in  charge  of  our  naval  and  mili- 
tary forces  will  see  the  force  of  the  argument 
advanced  to  them  and  will  treat  these  adopted 
citizens,  and  also  the  graduates  of  foreign  schools, 
on  terms  of  equality  with  our  own  graduates  who 
are  native-born  citizens.  This  should  be  done 
so  that  the  regulations  will  not  work  out  prac- 


tically to  the  detriment  of  the  native-born  Ameri- 
can and  the  graduate  of  an  American  school — 
putting  upon  him  the  hardship  of  military  serv- 
ice while  his  confreres  from  abroad  and  the 
graduates  of  foreign  medical  schools  take  his 
practice  while  he  is  away.  It  may  not  be  military 
policy  to  put  foreigners  in  key  positions,  but  the 
diversity  of  Army  medical  work  is  such  that  a 
place  could  be  found  for  them,  and  they  should 
be  treated  on  a footing  of  equality,  as  far  as 
military  service  is  concerned. 

“In  these  trying  times,  it  is  hazardous  to  be 
prophetic,  and  while  we  have  reason  to  suspect 
that  certain  basic  changes  will  take  place  in  re- 
gard to  industry  which  may  require  medical 
service,  at  the  present  time  this  is  not  a pressing 
factor  for  consideration  and  we  prefer  to  leave 
this  bridge  uncrossed  until  we  have  approached 
it. 

“In  conclusion  this  Committee  wishes  to  ex- 
press its  sincere  thanks  for  his  cordial  and  ever 
willing  cooperation  to  the  General  Manager  of 
the  Society,  Dr.  Peter  Irving;  and  to  the  staff 
of  capable  workers  who  have  assisted  the  Com- 
mittee in  its  necessary  work,  which  has  entailed 
daily  contacts  and  daily  attention.” 

PART  IX 

Workmen’s  Compensation 

The  Council  through  its  Committee  on  Work- 
men's Compensation  has  continued  during  the 
past  year  to  maintain  an  active  interest  in  all 
phases  of  the  Workmen's  Compensation  Law 
affecting  medical  practice  in  this  state. 

Nearly  19,000  physicians  have  been  qualified 
by  the  various  county  society  compensation 
committees  or  boards,  and  the  majority  of  them 
are  actually  participating  in  the  treatment  of 
injured  workmen.  This  makes  available  to  the 
working  men  and  women  of  this  state  a large 
reservoir  of  well-qualified  physicians  and  spe- 
cialists. The  major  activities  of  the  Compensa- 
tion Committee  of  the  State  Society  have  been 
directed  to  aiding  the  county  medical  societies 
in  carrying  out  the  functions  that  devolve  upon 
their  compensation  committees  under  the  Work- 
men’s Compensation  Law,  such  as:  (1)  the 
qualification  and  recommendation  of  physicians 
to  be  placed  upon  the  panel;  (2)  the  setting  up  of 
standards  in  the  various  specialties  to  aid  the 
committees  in  the  task  of  qualifying  applicants, 
as  well  as  to  help  in  any  change  of  rating  to  which 
a physician  would  become  entitled  as  a result  of 
increased  experience  or  embarkation  in  a spe- 
cialty; (3)  guidance  to  simplify  and  coordinate 
the  administration  and  practice  of  the  various 
county  society  boards  in  relation  to  the  above 
procedures  in  the  interpretation  of  the  rules  and 
regulations  governing  the  Workmen's  Compen- 
sation Law  and  of  items  in  the  fee  schedule  for 
medical  service. 

Through  the  Bureau  of  Workmen's  Com- 
pensation contact  is  made  with  more  than 
seventy  individual  carriers,  with  the  Compensa- 
tion Insurance  Rating  Board,  and  with  self-in- 
sured employers.  Contact  is  also  made  with  non- 
insured employers  in  relation  to  compensation 
problems  and  medical  bills  and  with  all  the 
above  in  connection  with  the  many  phases  of 
workmen's  compensation  practice  affecting  the 
medical  profession  and  hospitals.  Uniform  prac- 
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tice  and  administration  have  been  aided  by  the 
Bureau  through  its  relationship  with  the  Indus- 
trial Council,  the  Industrial  Board,  and  the 
Industrial  Commissioner. 

The  following  totals  indicate  the  number  of 
physicians  qualified  in  each  county  (excluding 
homeopaths  and  osteopaths):  Albany,  284; 
Allegany,  41;  Bronx,  1,976;  Broome,  204; 
Cattaraugus,  80;  Cayuga,  67;  Chautauqua, 
106;  Chemung,  99;  Chenango,  41;  Clinton, 
47;  Columbia,  40;  Cortland,  42;  Delaware, 
51;  Dutchess,  146;  Erie,  942;  Essex,  33;  Frank- 
lin, 64;  Fulton,  66;  Genesee,  53;  Greene,  41; 
Herkimer,  57;  Jefferson,  103;  Kings,  3,457; 
Lewis,  23;  Livingston,  53;  Madison,  37;  Mon- 
roe, 503;  Montgomery,  61;  New  York,  4,797; 
Nassau,  490;  Niagara,  164;  Oneida,  230;  Onon- 
daga, 394;  Ontario,  97;  Orange,  149;  Orleans, 
26;  Oswego,  72;  Otsego,  63;  Putnam,  15; 
Queens,  1,175;  Rensselaer,  128;  Richmond, 
121;  Rockland,  85;  Saratoga,  67;  Schenectady, 
114;  Schoharie,  29;  Schuyler,  11;  Seneca,  26; 
Steuben,  86;  Suffolk,  186;  Sullivan,  69;  St. 
Lawrence,  90;  Tioga,  37;  Tompkins,  67;  Ulster, 
108;  Warren,  56;  Washington,  48;  Wayne, 
64;  Westchester,  726;  Wyoming,  40;  and  Yates, 
27. 

A total  of  18,574  licensed  physicians  were 
qualified  by  the  various  county  society  boards 
up  to  February  1,  1941.  In  addition,  a total  of 
292  physicians  have  been  qualified  by  the  Homeo- 
pathic Society  and  a total  of  360  by  the  Osteo- 
pathic Society,  making  a grand  total  of  19,226 
physicians  qualified  and  authorized  for  work- 
men’s compensation  in  the  state  to  date. 

Arbitrations. — During  1940,  sixty-four  arbi- 
tration meetings  were  held,  fifty-eight  in  the 
metropolitan  area  and  six  in  upstate  areas. 

Bills  amounting  to  $93,253.14  were  considered 
(metropolitan  $84,927.79  upstate  $8,325.35),  of 
which  $83,792.25  was  in  dispute  (metropolitan 
area  $76,993.90,  upstate  $6,798.35);  awards 
were  made  totaling  $49,083.19  (metropolitan 
area  $45,487.84,  upstate  area  $3,595.35). 

The  above  represented  1,155  physicians’  bills; 
awards  were  made  in  1,047  and  no  awards  in  102 
instances.  Four  hundred  and  twenty-one  were 
settled  before  arbitration  for  bills  amounting  to 
$28,192.97,  in  which  the  amount  in  dispute  was 
$24,957.37. 

Upstate  Arbitrations. — In  the  report  last  year 
the  Committee  went  into  great  detail  on  the 
question  of  arbitration,  and  it  is  suggested  that 
physicians  would  greatly  benefit  by  reading  this 
report  again.  Upstate  arbitrations  have  not 
been  numerous,  indicating  that  most  physicians 
throughout  the  state  are  receiving  satisfactory 
payment  for  their  services.  It  is  hoped  that  the 
infrequency  of  arbitrations  does  not  indicate  that 
physicians  are  settling  bills  and  allowing  deduc- 
tions where  the  latter  are  not  indicated.  A just 
and  proper  bill  should  be  paid  in  full,  subject 
only  to  the  5 per  cent  discount  for  payment 
within  thirty  days  of  the  submission  of  the  bill. 
Such  discount  should  not  be  permitted  on  bills 
under  $15  and  deductions  should  under  no  cir- 
cumstance be  permitted  merely  to  avoid  arbi- 
tration, inconvenient  though  that  may  be  at 
times.  The  threat  of  arbitration  should  not 
deter  a physician  from  insisting  on  payment  in 
full  of  a just  bill.  However  infrequent  instances 
of  this  form  of  coercion  may  be,  they  should  be 


brought  to  the  attention  of  the  Director  at  once. 
Insurance  carriers  and  self-insurers  organiza- 
tions have  assured  your  Committee  that  they  are 
not  in  sympathy  with  this  procedure  and  will 
correct  any  instance  of  improper  pressure  being 
brought  to  bear  on  a physician  to  take  a cut  in  a 
just  bill. 

It  should  be  pointed  out  that  as  insurance 
carriers’  representatives  and  physicians  become 
more  familiar  with  the  interpretation  of  the  rules 
and  regulations  governing  medical  care  and  the 
interpretation  of  the  fee  schedule  there  has  been 
a great  tendency  to  pay  physicians’  bills  as 
rendered  without  the  necessity  of  arbitration, 
relieving  the  arbitration  calendar  of  many 
bills  that  represent  only  minor  misunderstand- 
ings or  misinterpretations  of  the  fees  to  be  paid 
under  the  statute,  thus  reserving  arbitration  for 
the  more  fundamental  controversial  issues,  such 
as  the  claim  of  failure  on  the  part  of  the  physi- 
cian to  comply  with  the  law  in  regard  to  prompt 
reporting  of  compensation  cases;  the  necessity 
for  prolonged  treatments;  the  need  for  consulta- 
tion; the  failure  to  obtain  authorization  for 
physical  therapy  treatments  in  excess  of  $25; 
the  failure  of  physicians  to  contact  the  previous 
attending  physician  before  ordering  x-rays, 
laboratory  service,  and  additional  consultation; 
claims  for  fees  in  excess  of  the  fee  schedule  not 
authorized  in  advance;  and  many  of  other  prin- 
cipal objections  to  a physician’s  bill.  Com- 
pared with  the  hundreds  of  thousands  of  bills  sub- 
mitted each  year  totaling  about  $16,000,000,  an 
insignificant  number  are  forced  to  arbitration. 

Arbitrations — Statistics. — During  the  year 
1939,  129  different  bills  of  physicians  in  Bronx 
County  were  arbitrated.  The  total  amount 
represented  $11,368.27.  Of  this  amount  $10,- 
540.82  was  in  dispute  and  was  arbitrated. 
Awards  totaling  $6,307.75  were  made.  Of  129 
different  bills  the  full  amount  of  the  bill  was 
awarded  by  the  arbitrators  in  twenty-five  arbi- 
trations. No  awards  were  made  in  six  of  the 
129  bills.  In  five  of  these  six  cases  in  which  no 
award  was  made,  this  represented  the  total 
bill,  while  in  the  remaining  bill  something  had 
been  paid  on  the  bill  and  no  award  was  made  on 
the  balance. 

In  New  York  County  during  the  same  year, 
258  bills  were  arbitrated,  representing  twice 
the  number  of  bills  arbitrated  for  Bronx  County 
physicians.  The  total  amount  of  bill  was 
$25,866.50,  of  which  $22,773.05  was  in  dispute 
and  awards  totaling  $12,994.75  were  made. 
In  fifty-one  bills  out  of  258  the  full  amount  was 
awarded  while  in  thirty-two  bills  nothing  was 
awarded.  In  twenty-three  of  these  thirty-two 
bills  the  entire  amount  of  the  bill  was  in  dispute, 
while  in  nine  cases  something  had  been  paid  on 
the  bill. 

Taking  into  consideration  that  entirely  differ- 
ent arbitrators  sat  for  Bronx  and  New  York 
counties  during  the  course  of  the  year  and  that 
the  arbitrators  were  changed  from  time  to  time, 
there  is  a close  analogy  between  the  figures  here 
given.  Out  of  129  bills  twenty-five  were  paid  in 
full  in  the  Bronx.  Out  of  double  that  number  of 
bills,  or  258  bills,  fifty-one  were  paid  in  full  in 
New  York. 

The  total  amount  of  the  awards  in  Bronx 
County  was  $6,307.75,  while  in  New  York 
County,  with  twice  the  number  of  bills  and  a 
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little  more  than  twice  the  amount  in  dispute, 
almost  twice  the  amount  was  awarded — namely, 
$12,994,75. 

In  the  nine  counties  studied — Bronx,  Kings, 
Queens,  New  York,  Nassau,  Richmond,  Rock- 
land, Suffolk,  and  Westchester — 677  bills  were 
arbitrated,  and  the  total  amount  of  these  bills 
represented  $69,031.52.  The  total  amount  in 
dispute  was  $61,068.62,  and  awards  totaling 
$32,228.05  were  made. 

Out  of  667  bills  for  this  area,  100  were  paid  in 
full  and  no  awards  were  made  in  seventy-nine 
bills.  In  sixty-one  bills  the  arbitration 
was  on  the  entire  amount  of  the  bill,  while 
in  eighteen  of  the  seventy-nine  something  had 
been  paid  on  the  bill. 

In  considering  the  percentages,  it  is  to  be  noted 
that  in  all  bills  where  the  percentage  of  deduction 
made  by  the  arbitrators  represented  the  total 
amount  in  dispute  in  both  Kings  and  New  York 
counties  43  per  cent  of  the  total  amount  was 
awarded  in  each  of  these  counties.  The  same 
figures  held  true  of  Suffolk  County. 

Taking  into  consideration  only  those  bills 
where  deduction  was  made  and  not  including 
bills  awarded  in  full,  the  figures  for  Bronx  are 
44  per  cent,  New  York  43  per  cent,  Rockland 
42  per  cent,  and  Suffolk  44  per  cent.  Higher 
amounts  were  deducted  in  Kings  County  (55 
per  cent),  Queens  County  (52  per  cent),  Rich- 
mond County  (fewer  bills,  72  per  cent),  and 
Nassau  County  (55  per  cent). 

Arbitration — Hospital  Bills. — Under  Section 
13-g-2  is  included  the  modus  operandi  of  arbitra- 
tion for  hospital  bills.  For  the  past  two  years 
hospital  bills  have  been  arbitrated  not  under 
the  provisions  of  this  chapter  but  by  a special 
arbitration  committee  set  up  by  the  Com- 
pensation Insurance  Rating  Board  and  the 
hospital  organizations  of  this  state.  It  is  urged 
that  Section  13-g-2  be  modified  to  remove  the 
necessity  of  the  medical  societies  arbitrating 
hospital  bills.* 

Payment  of  Bills  Not  Objected  to. — Under  Sec- 
tion 13-g  there  is  a provision  that  gives  the  em- 
ployer or  insurance  carrier  thirty  days  after  the 
receipt  of  a physician’s  bill  in  which  to  demand 
an  impartial  examination  of  the  fairness  of  the 
bill  by  arbitration.  Otherwise  the  amount 
claimed  by  the  physician  is  deemed  to  be  the 
fair  value  of  his  services.  However,  there  is  no 
provision  to  enforce  the  payment  of  such  bill 
should  the  employer  or  carrier  refuse  to  pay  it 
without  civil  action.  Civil  action,  in  our  opinion, 
would  unquestionably  bring  a verdict  for  the 
physician  in  such  an  event.  It  is  our  opinion 
that  there  should  be  a revision  of  this  subsection 
13-g  to  include  a sentence  to  enforce  such  pay- 
ment without  the  necessity  of  court  action.  A 
revision  of  the  statute  to  bring  this  about  is 
strongly  recommended. 

Reports  Required  Under  Section  13-a(4). — Un- 


* During  the  year  1939  nearly  500,000  compensation 
accidents  were  reported.  Owing  to  increased  employ- 
ment, 1941  will  see  a larger  number  of  such  accidents. 

In  about  133,000  of  these,  files  were  indexed  and 
hearings  held. 

In  the  remaining  370,000  cases,  no  files  were  made  or 
hearing  held. 

We  must  take  up  the  slack  between  the  indexed  cases 
and  the  nonindexed  cases  in  order  to  assure  payment  to 
physicians  for  medical  care  in  all  compensable  cases. 


der  the  provisions  of  Section  13-a(4)  a claim  for 
medical  and  surgical  treatment  is  not  valid  and 
enforceable  until  the  physician  has  made  out  the 
necessary  reports  (C-104,  C-4,  C-14,  etc.)  as  re- 
quired by  this  Section.  The  Industrial  Board 
may,  however,  excuse  failure  to  give  such  notice 
if  it  finds  it  in  the  interest  of  justice  to  do  so. 
Few  insurance  carriers  or  employers  have  taken 
advantage  of  this  Section  unless  their  interests 
were  seriously  prejudiced  by  the  failure  of  the 
doctor  to  report  a compensation  case.  Six  years 
have  elapsed  since  the  passage  of  the  amended 
Workmen’s  Compensation  Law,  and  it  is  not  to 
be  expected  that  the  insurance  carriers  will 
continue  to  be  so  lenient  where  a physician 
deliberately  avoids  his  obligations  under  this 
Section.  The  Department  of  Labor  has  drawn 
attention  to  the  failure  of  certain  physicians  to 
comply  with  the  law,  thereby  prejudicing  a work- 
man’s claim  for  compensation  as  well  as  the 
physician’s  own  interest.  While  it  is  true  there 
has  been  a marked  improvement  in  reporting,  it 
is  recommended  that  county  societies  continue 
to  emphasize  the  importance  of  this  to  their  mem- 
bers. 

Workmen’s  Compensation  Law — Section  13-a 
(5).— Under  Section  13-a  (5)  no  claim  for  spe- 
cialists consultation,  surgical  operations,  or  physi- 
cal therapeutic  procedures  costing  more  than 
$25  or  x-ray  or  laboratory  examinations  costing- 
more  than  $10  shall  be  valid  and  enforceable 
unless  the  services  have  been  authorized  by  the 
employer,  insurance  carrier,  or  industrial  com- 
missioner, or  unless  such  authorization  shall 
have  been  unreasonably  withheld,  or  unless  the 
services  are  required  in  an  emergency.  Under  a 
strict  interpretation  of  this  statute,  a carrier  or 
employer  might  well  refuse  to  pay  a physician’s 
bill  unless  he  could  prove  that  he  had  received 
such  authorization  in  a nonemergent  case  or 
unless  he  could  prove  by  documentary  evidence 
that  he  had  made  a written  request  of  the  em- 
ployer or  carrier  and  that  such  request  had  been 
ignored  for  at  least  five  working  days.  Even 
then  the  question  of  necessity  for  consultation 
might  be  raised.  Although  the  industrial  com- 
missioner has  the  authorit}'  under  the  law  to 
authorize  treatment,  such  authority  has  never 
been  forthcoming  nor  has  any  means  of  reviewing 
promptly  the  medical  aspects  of  the  case  in  order 
to  obtain  a prompt  decision  on  the  question  of 
necessity  for  the  procedure  costing  more  than 
$25  been  set  up  within  the  Labor  Department; 
therefore,  some  thought  must  be  given  to  a 
mechanism  whereby  disputes  with  regard  to  the 
payment  of  a bill  because  of  alleged  failure  of  a 
physician  to  obtain  authorization  should  be  con- 
sidered. 

The  Committee  is  of  the  opinion  that  a clause 
should  be  added  to  this  Section  to  enable  a phy- 
sician whose  bill  has  been  objected  to  have  his 
claim  reviewed  by  an  arbitration  board  as  in 
Section  13-g.  This  would  require  an  amend- 
ment to  Section  13-g  (2)  to  the  effect  that,  if  a 
physician  renders  a bill  for  services  in  excess  of 
$25  under  section  13-a  (5)  and  if  the  carrier  ob- 
jects to  such  bill  within  thirty  days,  the  same 
shall  be  arbitrable.  Such  an  amendment  to  the 
law  would  broaden  the  scope  of  the  arbitration 
committee  to  include  numerous  disputes  that 
arise  under  this  Section.  At  the  present  time 
carriers  frequently  submit  to  arbitration  volun- 
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tarily  on  this  issue.  It  should  be  made  obliga- 
tory. Your  Committee  is  of  the  opinion  fur- 
ther that  the  Department  of  Labor  should  give 
consideration  to  the  provisions  of  Section  13-a(5) 
which  authorize  the  Industrial  Commissioner  to 
give  authorization  for  operations,  consultations, 
physical  therapeutic  procedures  costing  more 
than  $25,  and  x-rays  and  laboratory  procedures 
costing  more  than  $10.  This  would  certainty 
rebound  to  the  advantage  of  the  injured  workmen 
and  avoid  the  occasional  charge  that  physicians 
are  failing  to  give  medical  care  where  such 
authorization  is  refused  by  the  carrier. 

The  Council  wishes  to  advise  physicians 
throughout  the  state  that,  while  every  possible 
advantage  should  accrue  to  an  injured  working- 
man with  regard  to  specialistic  treatment  and 
consultation,  the  attending  physician  should  use 
his  best  judgment  in  old  and  protracted  cases 
with  regard  to  the  necessity  of  consultation.  A 
specialist  receiving  a patient  from  a physician 
with  request  for  consultation  or  for  x-rays  or 
laboratory  examination  should  give  attention  to 
the  need  for  authorization  and  should  be  on  his 
guard  in  old  and  protracted  cases  to  ascertain 
whether  the  desired  consultation  is  necessary 
and  whether  frequent  consultations  have  not 
already  been  held.  Where  such  consultations 
and  examinations  are  desired  for  evidential  pur- 
poses before  the  Department  of  Labor  and  are 
instigated  by  an  attorney  or  claim  representa- 
tive through  the  intervention  of  the  treating 
physician,  the  specialist  should  be  on  his  guard 
and  confer  with  the  previous  attending  physician 
on  the  past  history  of  the  case  and  procedures 
already  carried  out  in  order  to  determine  the 
need  for  the  consultation,  even  though  it  be  not 
in  excess  of  $25.  Attention  is  again  called  to  the 
rules  governing  the  procedure  to  be  followed  by 
physicians  when  the  carrier  objects  to  further 
treatment. 

In  the  February  1,  1941,  issue  of  the  New 
York  State  Journal  of  Medicine,  there  ap- 
peared an  item  under  the  heading  Workmen’s 
Compensation  which  was  designed  to  familiarize 
physicians  with  the  various  forms  that  are  re- 
quired to  be  filled  out  and  the  changes  made  in 
the  law  effective  July  1,  1940.  There  was  a re- 
printing of  this  same  item  in  the  February  15  is- 
sue with  a few  corrections: 

“We  have  been  informed  by  the  Director 
of  Workmen’s  Compensation  of  the  Depart- 
ment of  Labor  that  many  physicians  through- 
out the  state  are  not  yet  familiar  with  the 
amendments  to  the  Workmen’s  Compensation 
Law  which  became  effective  on  July  1,  1940. 
These  were  published  in  the  New  York  State 
Journal  of  Medicine,  June  1,  1940.  The 
attention  of  physicians  practicing  under  the 
Workmen’s  Compensation  Law  is  again  di- 
rected to  these  amendments,  and  they  are 
urged  to  comply  with  them. 

“It  should  be  noted  that  the  C-4  report 
must  now  be  forwarded  to  the  employer  or 
insurance  carrier  and  the  Department  of 
Labor,  within  fifteen  days  instead  of  twenty 
days  as  heretofore.  This  report  should  be 
notarized,  but  physicians  are  urged  not  to  de- 
lay it  if  a notary  is  not  available.  The  C-104 
form  is  reportable  within  forty-eight  hours. 

“The  new  progress  report  (C-14)  should  be 
sent  to  the  employer  or  insurance  carrier  and 


the  Department  of  Labor  in  all  protracted 
cases  every  three  weeks.  The  Law  states  that 
the  C-14  report  should  be  submitted  when  re- 
quested, by  the  employer  or  insurance  car- 
rier, but  it  is  advisable  to  submit  such  reports, 
even  though  not  requested,  at  regular  inter- 
vals, in  order  to  familiarize  the  employer  or 
insurance  carrier  with  the  progress  of  the 
patient  if  the  medical  care  continues  beyond 
the  first  four  weeks  or  so. 

“Another  amendment,  effective  July  1, 
1940,  gives  to  the  Industrial  Board  the  right 
to  assess  the  cost  of  medical  care  against  a non- 
insured employer.  Physicians  treating  claim- 
ants whose  employers  fail  to  carry  insurance 
should  submit  bills  for  medical  service  directly 
to  the  Department  of  Labor,  care  of  the  In- 
dustrial Board,  80  Centre  Street,  New  York 
City,  and  send  a copy  of  the  correspondence 
and  bill  to  this  office. 

“Workmen’s  compensation  committees  or 
boards  throughout  the  state  are  urged  to 
bring  the  above  changes  to  the  attention  of 
physicians  at  the  regular  meetings  of  the 
county  societies  and  by  publications  in  local 
bulletins. 

“The  various  forms  (C-104,  C-4,  C-5,  C-14, 
C-27)  are  available  on  application  to  the  local 
county  society  office.  Forms  are  obtainable 
by  the  societies  upon  application  to  the  De- 
partment of  Labor,  Albany  and  New  York 
offices.  Physicans  should  not  apply  directly 
to  the  Department  of  Labor  for  blank  forms.” 

The  following  is  a brief  summary  of  the  order 
in  which  reports  must  be  filled  out  and  filed  by 
the  physician.  On  assuming  the  treatment  of  a 
case  under  the  Workmen’s  Compensation  Law  a 
physician  should  immediately  file  a C-104  re- 
port with  the  Labor  Department  and  either 
the  insurance  carrier  or  employer.  This  report- 
ing should  not  be  neglected,  as  the  law  requires 
that  the  form  C-104  be  sent  within  forty-eight 
hours  of  the  first  treatment  of  the  patient.  If 
the  name  of  the  insurance  carrier  cannot  be  as- 
certained immediately,  the  form  should  be  sent 
to  the  employer  with  specific  directions  that  it 
be  sent  by  him  to  the  carrier  at  once.  Within 
fifteen  days  a second  report  must  be  filed  in  each 
case.  This  is  the  C-4  report.  It  also  must  be 
sent  to  the  Department  of  Labor  and  the  insur- 
ance carrier  or  the  employer.  This  report  should 
be  notarized.  It  will,  in  most  cases,  save  the 
physician  the  inconvenience  of  appearing  at  the 
Department  of  Labor  for  testimony.  It  serves 
as  prima-facie  evidence.  However,  if  a notary 
is  not  readily  available,  the  C-4  should  not  be 
delayed  beyond  the  fifteen  days  and  may  be  sent 
unnotarized. 

The  ophthalmologist  reporting  on  eye  cases, 
instead  of  the  C-4  report,  submits  an  ophthalmo- 
logic or  C-5  report. 

The  C-14  report  is  known  as  the  progress  re- 
port and  under  the  law  need  be  filed  only  at  the 
request  of  the  employer  or  carrier  and  not 
oftener  than  every  three  weeks. 

It  is  suggested,  however,  that  all  physicians 
file  the  C-14  report  in  all  protracted  cases  at 
regular  intervals,  say  every  three  to  four  weeks, 
so  as  to  keep  the  carrier  informed  as  to  the  prog- 
ress of  the  case,  the  need  for  further  treatment, 
etc.  This  will  avoid  misunderstanding  over 
bills.  The  C-14  report  may  be  used  as  a means 
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of  requesting  authorization  for  continued  physi- 
cal therapy  beyond  the  $25  fee  and,  if  so  used, 
should  bear  a notation  requesting  authorization 
for  the  continuation  of  treatment.  The  body  of 
the  report  will  indicate  the  necessity  for  such 
treatment  to  the  employer  and  carrier  and  the 
Department  of  Labor.  If  a patient  comes  but 
once  or  twice  and  the  case  can  be  terminated 
within  a few  days,  the  physician  may  file  only  a 
C-4  notarized  report  and  mark  it  final  to  indicate 
that  treatment  has  been  terminated.  In  such 
short  cases  this  form  will  simplify  matters  and 
make  it  unnecessary  to  file  both  C-104  and  C-4 
reports. 

If  a patient  returns  to  a physician  after  his 
case  has  been  closed  by  the  Department  of  Labor 
and  if  in  the  physician’s  opinion  there  are  suffi- 
cient medical  reasons  to  reopen  the  case  and  have 
another  hearing  by  the  Department  of  Labor, 
the  physician  should  use  the  C-27  report  instead 
of  the  C-4  report  to  reopen  the  case.  A copy  of 
this  should  be  notarized  and  sent  to  the  Depart- 
ment of  Labor  and  to  the  insurance  carrier  or 
employer. 

Specialists  or  consultants  should  always  send 
a full  report  of  the  examination  on  their  own 
letterhead  to  the  Department  of  Labor  and  in- 
surance carrier  or  employer.  A copy  should  also 
be  sent  to  the  referring  physician.  A specialist 
or  consultant  need  not  file  other  reports  unless 
he  assumes  treatment  of  the  case,  in  which 
event  he  carries  out  the  same  procedure  as 
though  the  patient  had  come  to  him  for  treat- 
ment. It  is  the  responsibility  of  a physician 
authorized  to  treat  compensation  cases  to  go 
carefully  into  the  history  of  every  patient  who 
comes  to  him  for  treatment  to  ascertain  whether 
or  not  the  injury  was  sustained  in  the  course  of 
the  patient’s  work.  In  the  vast  majority  of  cases 
the  circumstances  of  the  injury  will  indicate 
whether  or  not  the  case  is  a compensable  claim. 
In  some  instances,  despite  scrupulous  care  in 
taking  a history,  it  will  not  be  immediately  ap- 
parent to  the  physician  that  the  case  is  covered 
by  the  Workmen’s  Compensation  Law.  He  will 
treat  the  patient  and  may  be  paid  by  the  em- 
ployee. However,  if  the  patient  makes  a claim 
subsequently,  the  physician  will  be  required  to 
file  the  necessary  forms.  Even  though  he  is  of 
the  opinion  that  the  injury  sustained  for  which 
he  treated  the  patient  is  not  covered  by  the  law, 
he  must  make  out  the  forms  so  that  the  labor 
department,  which  has  jurisdiction,  may  deter- 
mine the  question  of  compensability.  The 
physician  may  indicate  in  his  report,  or  in  a 
separate  letter  in  a case  which  he  believes  not 
to  be  compensable,  his  reasons  for  treating  the 
patient  as  a private  patient,  and  he  may  give 
such  other  information  as  may  substantiate  his 
opinion  relating  to  the  question  of  compensa- 
bility. Should  the  case  be  declared  compen- 
sable, the  physician  will  be  required  to  reimburse 
the  claimant  and  look  to  the  employer  or  car- 
rier for  the  payment  of  his  bill.  There  are  many 
reasons  why,  under  such  circumstances,  a bill 
may  be  well  in  excess  of  the  minimum.  There  are 
usually  adequate  reasons  why  the  physician 
should  be  excused  by  the  Industrial  Board  for 
failure  to  file  his  reports  on  time  if  the  employer 
or  carrier  raise  this  issue.  Should  complications 
of  this  sort  arise  in  the  practice  of  a physician, 
they  may  be  brought  to  the  attention  of  this 


Bureau  for  such  help  as  it  may  be  able  to  give. 

Rule  No.  7. — A meeting  was  held  recently 
by  the  Industrial  Council  at  the  suggestion  of 
the  insurance  carriers  organization  to  discuss  a 
change  of  Rule  7 (of  the  fee  schedule)  which 
gives  the  employers  or  insurance  carrier  five 
working  days  in  which  to  respond  to  a request 
for  authorization  under  Section  13-a(5): 

“When  it  is  necessary  for  the  attending 
physician  to  engage  the  services  of  a specialist, 
consultant  or  a surgeon,  or  to  provide  for 
physiotherapeutic  procedures,  costing  more 
than  $25,  or  to  provide  for  x-ray  examinations, 
or  special  diagnostic  laboratory  tests  costing 
more  than  $10,  he  must  secure  authorization 
from  the  employer  or  insurance  carrier  or  the 
Industrial  Commissioner.” 

E.g.,  when  the  total  fees  for  physiothera- 
peutic treatment  approach  the  sum  of  $25 
the  physician  shall  file  an  additional  report 
and  request  authorization  as  prescribed  in 
Section  13-a-5. 

“This  Rule  also  applies  to  hospitals,  spe- 
cialists, consultants,  and  surgeons  who  are 
actually  engaged  to  perform  such  services. 

“If  telephone  request  for  such  authorization 
is  made,  it  should  be  confirmed  by  letter.  If 
such  authorization  is  not  forthcoming  or  is  not 
denied  within  five  working  days,  or  if  such 
denial  is  not  justified  medically  or  otherwise, 
the  special  services  required  for  the  patient’s 
welfare  should  be  proceeded  with  on  the 
ground  that  authorization  has  been  unreason- 
ably withheld. 

“Such  authorization  is  not  required  in  an 
emergency  under  the  provisions  of  Section 
13-a-5.” 

It  was  pointed  out  by  the  carriers  that  in 
extremely  old  cases  it  is  not  always  possible 
either  to  affirm  or  deny  authorization  within  this 
period.  Their  plea  was  for  an  extension  of  this 
period  in  such  cases.  The  Director  of  the  Work- 
men’s Compensation  Bureau  of  the  State  So- 
ciety contended  that  there  was  no  need  for  re- 
vision of  this  rule,  which  has  been  in  effect  for 
more  than  two  years  and  has  worked  satisfac- 
torily. The  Industrial  Council  has  as  yet  made 
no  change  in  the  rule.  It  is  strongly  recom- 
mended that  there  be  no  change  in  the  rule  as  it 
would  often  inure  to  the  disadvantage  of  injured 
workmen  should  authorization  be  delayed  be- 
yond this  period. 

Rules  for  “ Further  Treatment .” — During  the 
past  year  there  was  a protest  by  the  insurance 
carriers  on  the  rules  promulgated  by  the  Indus- 
trial Council.  As  a result  of  additional  confer- 
ences with  the  representatives  of  the  insurance 
carriers  and  self-insurers  organization,  the 
Medical  Society,  and  the  Industrial  Council, 
the  following  rules  were  promulgated  and  are  now 
in  force  and  to  be  observed  by  all  insurance  car- 
riers, employers,  and  physicians.  Instances  of 
refusal  or  failure  of  an  employer  or  carrier  to 
comply  with  these  rules  should  promptly  be  re- 
ported to  the  Director. 

Procedure  for  adjusting  differences  of  opinion 
between  attending  physicians  and  the  examining 
physicians  employed  by  carriers  and  employers 
as  to  the  need  for  further  treatment. — Rule  1: 
The  employer  or  insurance  carrier  must  exer- 
cise their  right  to  have  a medical  examination 
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made  of  a compensation  claimant  by  their 
medical  examiner,  on  which  a direction  to  the 
attending  physician  to  stop  treatment  must 
be  based.  Rule  2 : A request  forwarded  to  the 
attending  physician  to  stop  treatment  must 
be  accompanied  by  a report  of  the  medical 
examiner  employed  by  the  employer  or  in- 
surance carrier  setting  forth  the  physical  find- 
ings. Rule  3 : If  the  attending  physician  does 

not  agree  with  the  findings  of  the  medical 
examiner,  he  must  arrange  to  confer  with  the 
medical  examiner  for  the  purpose  of  reaching 
an  understanding.  Rule  4:  If  the  attending 

physician  and  the  medical  examiner  are  un- 
able to  agree,  a joint  examination  of  the 
claimant  should  be  arranged  for  the  purpose 
of  comparing  the  findings  of  both  the  attend- 
ing physician  and  the  medical  examiner. 

“Rule  4 is  not  mandatory  although  the  rep- 
resentatives of  the  carriers  and  employers 
agreed  that  this  procedure  should  be  used 
whenever  possible.” 

Physicians  will  conserve  their  interests  by  filing 
a progress  report  every  three  or  four  weeks  in  a 
protracted  case.  If  physical  therapeutic  treat- 
ment is  given,  when  the  total  amount  aggregates 
close  to  $25  the  progress  report  may  be  used  as  a 
means  of  recording  the  necessity  of  further  treat- 
ment and  requesting  authorization  for  same.  If 
the  employer  or  carrier  then  does  not  comply  or 
answer  within  a reasonable  period,  say  a week,  it 
may  be  taken  for  granted  that  the  carrier  has 
unduly  and  unreasonably  withheld  authoriza- 
tion, and,  if  further  treatment  is  necessary,  the 
physician  will  of  course  continue.  Should  the 
carrier  or  employer  comply  with  the  rule  and 
submit  to  the  attending  physician  a medical  re- 
port indicating  that  no  further  treatment  is 
necessary,  the  physician  should  confer  with  the 
physician  making  the  examination  for  the  em- 
ployer or  carrier  and,  if  no  agreement  can  be 
reached,  suggest  the  appointment  of  an  impartial 
examiner  agreeable  to  both  sides.  If  the  carrier 
or  employer  refuses  such  consultation,  the  case 
should  be  referred  to  the  labor  department  for  a 
prompt  hearing  and  examination  on  the  question 
of  the  need  of  treatment.  During  the  interval 
the  physician  will  be  guided  as  to  treatment  by 
the  needs  of  the  patient.  In  every  such  case  the 
attending  physician  should  either  attend  the 
hearing  and  be  present  at  the  medical  examina- 
tion or  give  to  the  employee  a note  indicating 
the  medical  facts  in  the  case  so  that  examiner 
may  be  conversant  with  all  the  details  of  the 
dispute.  Unless  a medical  examiner  makes  a 
definite  statement  in  regard  to  treatment,  the 
fact  that  he  states  there  is  “partial  disability”  or 
“some  earning  capacity”  is  not  itself  a direct 
mandate  to  proceed  with  treatment  nor  a denial 
of  the  necessity  of  treatment.  Medical  examiners 
of  the  Department  of  Labor  unless  requested 
will  not,  and  should  not,  take  a position  with 
regard  to  medical  treatment.  Where  the  case  is 
a controverted  one,  the  medical  examiner  of  the 
Department  of  Labor  may  recommend  the  ap- 
pointment of  an  impartial  expert  (especially 
qualified  physician)  to  examine  the  patient  and 
make  a report  before  making  a statement  in 
regard  to  the  controverted  issue  or  on  the  neces- 
sity for  further  treatment.  In  every  case  where 
there  has  been  a lack  of  agreement  between  the 
attending  physician  and  the  carrier  (employers 


medical  representative)  as  to  the  necessity  for 
further  treatment,  it  is  recommended  that  at 
least  two  examiners  of  the  department  examine 
the  patient,  after  reviewing  the  file  carefully, 
before  making  a pronouncement  on  the  need  for 
and  advisability  of  further  treatment.  In  con- 
troverted cases  where  the  question  of  causal 
relationship  is  involved,  it  would  seem  that  the 
patient’s  physician  or  consultant  should  more 
often  be  called  to  testify  than  is  the  practice  at 
present.  This  is  strongly  urged. 

Qualification  of  Physicians. — It  has  been  the 
purpose  of  the  Council  Committee  to  standardize 
the  procedure  of  qualifying  physicians  (by  the 
County  Society  Compensation  Committees  or 
Boards),  giving  due  consideration  to  the  varying 
standards  of  practice  throughout  the  state. 
During  the  past  decade  there  has  been  a gradual 
approximation  to  the  standards  of  the  large  cities 
by  physicians  in  the  smaller  communities  and 
rural  areas  of  this  state.  While  the  number  of 
specialists  available  in  rural  areas  is  not  generally 
as  great,  the  qualifications  of  such  specialists 
are,  generally  speaking,  similar  to  those  in  the 
large  cities.  For  economic  reasons  it  is  often  im- 
possible for  a well-qualified  specialist  to  confine 
himself  strictly  to  his  specialty,  especially  in  the 
rural  areas.  While  the  national  boards  have 
shown  a tendency  to  demand  stricter  adherence 
to  specialization  for  physicians  throughout  the 
state,  there  is  still  reason  to  believe  that  well- 
qualified  physicians  may,  for  economic  reasons, 
not  be  able  to  adhere  completely  to  their  special- 
ties. The  Committee  has  set  up  standards  for 
qualifications  in  the  various  specialties  which 
have  been  distributed  to  each  county  society  and 
serve  as  a guide  to  the  compensation  committees. 
While  these  standards  are  not  mandatory,  they 
have  generally  speaking  been  accepted  with 
minor  modifications  to  conform  to  the  pattern 
of  practice  in  the  particular  community.  It  is 
not  possible  in  the  small  county  societies  to  set 
up  special  advisory  qualifying  committees  in  each 
specialty.  This  has  been  done  in  some  of  the 
large  counties.  The  Committee  strongly  ad- 
vises that,  whenever  possible,  such  committees 
be  set  up  to  serve  in  an  advisory  capacity  to 
the  workmen’s  compensation  committee  or 
board.  In  the  smaller  counties  it  would  be  ad- 
visable, so  far  as  possible,  to  place  on  the  com- 
pensation committee  itself  specialists,  as  well  as 
general  practitioners,  to  pass  upon  the  qualifica- 
tions of  applicants  for  original  rating  or  rerating. 

Occasionally,  there  arises  some  difficulty  in  in- 
terpreting the  symbol  “X,”  which  ordinarily 
indicates  that  a physician  is  in  general  practice  or 
not  confining  himself  exclusively  to  a branch  of 
medicine  in  which  he  is  especially  qualified. 
The  symbol,  “X”  when  it  precedes  a specialty 
rating  (such  as  XA,  XE,  etc.),  may  indicate 
either  that  the  physician  is  not  confining  him- 
self exclusively  to  his  specialty  or  that  he  has  not 
yet  been  deemed  fully  qualified  to  act  as  a con- 
sultant and  to  accept  referred  work  in  a large 
city  or  in  the  metropolitan  area.  It  is  generally 
accepted  in  rural  areas  and  smaller  communities 
throughout  the  state  that  a physician  with  an 
“X”  rating  followed  by  the  symbol  of  a specialty 
is  competent  and  qualified  to  act  as  a specialist 
if  he  in  fact  is  known  to  so  act  in  private  prac- 
tice. In  larger  communities,  however,  there  has 
been  a tendency  to  confine  referred  work  or  con- 
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sultation  to  physicians  who  are  fully  qualified  and 
who  have  an  “S”  rating.  The  reason  for  this  is 
not  only  the  competence  of  the  physician  in 
technical  work  but  also  his  judgment,  knowledge, 
and  experience,  which  can  only  be  acquired  over 
a period  of  years.  This  is  especially  significant 
in  regard  to  expert  testimony  before  a referee 
or  the  Industrial  Board.  There  is  ample  rea- 
son, precedent,  and  authority  to  restrict  con- 
sultation and  referred  work  to  the  best  qualified 
men  in  the  profession.  Difficulty  arises,  how- 
ever, when  a more  or  less  simple  operative  pro- 
cedure is  referred  to  a younger  specialist  who 
has  been  deemed  qualified  in  the  specialty  but 
not  fully  qualified  by  reason  of  lack  of  years  of 
experience  to  obtain  the  full  “S”  rating.  Such 
physician  possesses  usually  an  “X”  rating  either 
in  surgery  (XA),  orthopedic  surgery  (XB),  or 
in  one  of  the  other  specialties.  In  instances  of 
this  sort  the  “X”  rating  indicates  not  necessarily 
that  the  young  specialist  is  engaged  in  general 
practice  but  may  merely  be  a temporary  partial 
rating  until  he  has  fully  complied  with  all  the 
standards  set  up  by  the  qualifying  committees 
to  enable  him  to  obtain  the  “S”  rating.  A satis- 
factory arrangement  has  been  made  in  the  metro- 
politan area  with  many  of  the  insurance  carriers 
whereby,  when  a physician  with  an  “XA,” 
“XB,”  etc.,  rating  operates  on  or  accepts  a case 
from  another  physician,  the  county  society  com- 
pensation chairman  is  called  upon  for  an  opinion 
as  to  the  physician’s  qualifications  to  cope  with 
the  particular  situation.  This  has  worked  out 
satisfactorily  and  has  served  to  obviate  many 
difficult  situations  in  which  the  carrier  objects 
to  such  physician’s  bill  because  he  accepted  a 
referred  case.  The  interests  of  the  workman  are 
protected  because  the  county  society  is  able  to 
determine  quickly  whether,  in  accordance  with 
the  qualifications  on  file,  the  particular  physician 
is  indeed  qualified  to  cope  with  the  situation  or 
was  so  at  the  time  he  accepted  the  referred  case. 
Therefore,  it  should  be  noted  that,  especially  in 
the  case  of  younger  specialists,  the  “X”  rating 
may  denote  simply  that  the  physician,  although 
qualified,  is  not  deemed  fully  qualified  to  act  in 
all  cases  as  a consultant  or  to  accept  referred 
work  as  such.  In  due  course  such  younger  spe- 
cialists, on  acquiring  added  experience,  obtain 
the  full  “S”  rating. 

Multiple  Symbols. — County  societies  are  again 
urged,  if  they  have  not  already  done  so,  to  sim- 
plify the  symbols  given  to  practitioners  under 
the  Workmen’s  Compensation  Law  in  accord- 
ance with  instructions  published  by  the  Council 
in  its  report  of  1940  in  the  Journal  of  April  15, 
1940,  and  approved  by  last  year’s  House  of 
Delegates. 

In  the  field  of  x-rays,  county  societies  are 
urged  to  use  the  services  of  the  X-Raj^  Examining 
Committee  set  up  by  the  Committee  with  the 
approval  of  the  Council  before  granting  “D” 
ratings. 

Appeals  over  Decisions  of  Compensation 
Boards. — In  the  course  of  the  past  year  a few 
appeals  were  taken  over  the  decisions  of  com- 
pensation boards  with  regard  to  qualifications, 
and  in  each  instance  the  action  of  the  county 
society  has  been  sustained  by  the  Industrial 
Council.  It  is  recommended  that  before  any 
compensation  board  or  committee  refuses  to 
qualify  a physician  he  be  given  a personal  hear- 


ing before  the  board  or  committee  and  that,  in 
case  of  rejection  either  of  an  original  application 
or  request  for  revision  of  rating,  minutes  of  the 
committee  or  board  be  recorded  and  a copy  sent 
to  the  Director  of  the  Bureau  of  Workmen’s 
Compensation,  Department  of  Labor. 

In  each  instance  the  Director  has  personally 
appeared  before  the  Industrial  Council  to  assist 
the  representative  of  the  county  medical  society 
in  presenting  its  case. 

Employers'  Medical  Bureaus. — Where  county 
societies  have  recommended  the  granting  of  an 
employers’  medical  bureau  license  to  the  De- 
partment of  Labor,  it  is  now  recommended  that 
the  county  society  compensation  committee  or 
board  keep  in  contact  with  such  bureau  and  as- 
certain whether  the  bureau  is  maintaining  proper 
equipment  and  complying  fully  with  the  pro- 
visions of  the  law,  especially  in  regard  to  the  re- 
porting of  cases.  Physicians  employed  by  such 
bureaus  are  not  exempted  from  the  provisions  of 
the  law  in  regard  to  the  reporting  of  all  cases 
to  the  Department  of  Labor  which  require  treat- 
ment beyond  the  first  day. 

Complaints  have  been  made  that  physicians 
employed  by  employers’  medical  bureaus  and 
occasionally,  independent  physicians  are  render- 
ing medical  care  at  the  behest  of  employers  with- 
out reporting  minor  injuries  to  the  Department 
of  Labor  and  that  some  fail  to  make  “full  and 
truthful”  reports  in  regard  to  the  patient’s 
disability.  This  is  a practice  that  cannot  be  too 
strongly  condemned,  as  it  may  seriously  jeopard- 
ize the  rights  of  the  injured  worker.  If  such 
practice  can  be  proved,  there  is  ample  authority 
in  the  law  to  remove  the  offending  physicians 
from  the  panel. 

The  labor  department  has  under  consideration 
the  revising  of  the  rules  governing  employers’ 
medical  bureaus  in  order  to  make  for  better 
accommodations  for  patients  in  such  bureaus  set 
up  temporarily  in  the  course  of  construction  of 
buildings,  plants,  or  public  projects.  The  com- 
mittee strongly  recommends  that  these  revisions 
of  the  rules  be  made  as  soon  as  possible  in  order 
to  improve  the  quality  of  medical  care  rendered 
to  workmen  on  such  projects. 

First-Aid  Stations. — It  is  again  recommended 
that  rules  and  regulations  be  set  up  by  the  De- 
partment of  Labor  to  cover  first-aid  bureaus. 

Self-Insurers. — During  the  past  year  there 
has  been  an  improvement  in  the  promptness  with 
which  self-insurers  have  given  attention  to  bills 
for  medical  services.  The  Bureau  is  now  in  a 
position  to  make  immediate  contact  with  officials 
of  the  self-insurers  organization  in  respect  to  com- 
plaints received  from  physicians  affecting  self- 
insurers. 

Bureau's  Aid  in  Settling  Bills. — The  Bureau 
has  continued  to  be  available  to  the  various 
county  societies  in  the  settlement  of  bills  or 
other  disputes  between  physicians,  carriers,  or 
employers  and,  through  its  contacts  with  the 
insurance  carriers’  organization,  self-insurers’ 
organization,  the  Department  of  Labor,  the 
Industrial  Council,  and  the  Industrial  Board,  and 
with  individual  insurance  carriers,  has  been 
able  to  iron  out  successfully  the  majority  of  the 
matters  brought  to  its  attention  to  the  mutual 
satisfaction,  it  is  hoped,  of  all  parties  in  interest. 
The  Bureau  is  available  at  all  times  to  assist 
county  societies  and  the  compensation  com- 
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mittees  and  individual  physicians  in  all  com- 
pensation problems.  It  is  strongly  recommended 
that  Bureau  be  consulted  in  the  first  instance  in 
all  compensation  matters  rather  than  the  labor 
department. 

Reports  from  Labor  Department. — A promise 
has  been  obtained  from  the  Deputy  Industrial 
Commissioner  to  make  available  to  this  Bureau 
and  to  the  local  county  societies  copies  of  all 
medical  reports  issued  by  the  Department  of 
Labor  after  hearings  and  examinations.  These 
are  now  available  to  the  claimant  but  are  not 
often  given  to  the  attending  physician.  It  is 
hoped  in  the  near  future  to  make  these  reports 
available  to  the  various  county  committees. 
This  should  go  a long  way  to  avoid  or  settle 
disputes  as  to  the  necessity  for  treatment  in 
prolonged  cases  especially. 

Fees  for  Testimony. — The  Director  appeared 
by  invitation  before  a meeting  of  the  Industrial 
Board  to  discuss  the  question  of  fees  to  be  paid 
for  the  testimony  of  physicians  and  specialists 
after  July  1,  1940.  Prior  to  this  time,  the  fees 
and  rules  and  regulations  were  fixed  by  the  In- 
dustrial Commissioner.  Subsequent  to  July  1, 
1940,  the  fees  and  regulations  were  to  be  fixed  by 
the  Industrial  Board.  Xhe  Industrial  Board 
indicated  that  it  would  continue  to  pay  as  here- 
tofore and  as  contained  in  old  Rule  18  of  the 
original  schedule: 

“The  provisions  of  Section  13-f (2)  shall 
apply  only  to  the  physician  selected  to  treat 
the  claimant  under  the  provisions  of  Section 
13-a(l). 

“Such  physicians  are  entitled  to  a fee  for 
attendance  at  a hearing  when  subpoenaed  by 
any  party  in  interest  or  when  directed  to  at- 
tend by  a Referee  or  when  produced  by  an  in- 
surance carrier  or  employer. 

“When  the  physician  is  a general  practi- 
tioner his  fee  shall  be  ten  ($10)  dollars  plus 
mileage  (outside  New  York  City)  and  a fee 
of  five  ($5)  dollars  for  each  additional  case  on 
which  he  testifies  at  the  same  appearance. 

“When  the  physician  is  a qualified  specialist 
and  is  so  designated,  and  has  examined,  con- 
sulted or  treated  under  his  specialty,  his  fee 
shall  be  twenty-five  ($25)  dollars  plus  mileage 
(outside  New  York  City)  and  a fee  of  twelve 
dollars  and  fifty  cents  ($12.50)  for  each  addi- 
tional case  on  which  he  testifies  at  the  same 
appearance. 

“A  physician,  other  than  the  attending 
physician,  who  testifies  at  hearings  or  examines 
claimants  or  participates  in  examinations  for 
evidential  material  for  compensation  hearing 
purposes  only,  may  accept  fees  for  such  serv- 
ices from  claimants,  employers,  or  carriers. 
In  no  event  shall  this  fee  be  fixed  by  the 
Referee. 

“Nothing  herein  contained  shall  limit  or 
abridge  the  power  of  the  Industrial  Board  in  a 
proper  case,  where  the  circumstances  warrant, 
to  fix  a fee  in  an  amount  other  than  as  herein 
contained.” 

These  regulations  shall  become  effective  July  1, 

1940. 

The  determination  of  whether  the  physician 
is  to  be  paid  rests  with  the  referee  who  must 
make  an  award  if  the  physician’s  testimony  is 
required  in  the  case  in  the  opinion  of  the  referee. 


X-Rays  Ordered  by  Referee. — On  June  1,  1940, 
the  Director  of  Workmen’s  Compensation  of  the 
Department  of  Labor  rendered  the  following 
opinion  in  answer  to  an  inquiry  from  our  Bureau, 
in  reference  to  an  order  from  a referee  to  a car- 
rier to  produce  x-rays  at  a subsequent  hearing,  as 
to  the  rights  of  the  attending  physician  to  select 
the  roentgenologist: 

“It  is  my  opinion  that  the  claimant  still  re- 
tains the  right  to  go  to  his  own  physician  to 
have  x-rays  taken.  The  order  is  frequently 
made  as  a direction  to  the  carrier  in  order  to 
give  assurance  that  the  x-rays  may  be  avail- 
able at  the  next  hearing  thereby  avoiding  de- 
lay. It  is  not  intended  to  place  a selection  of 
the  physician  to  make  this  examination  in  the 
hands  of  the  insurance  carrier.” 

On  June  7,  1940,  this  matter  having  been  re- 
ferred to  the  Industrial  Board,  it  passed  the 
following  resolution : 

“ Resolved,  that  the  Industrial  Board  be- 
lieves that  the  referee  should  use  his  discretion 
when  directing  an  x-ray  examination  to  be 
made  for  comparison  or  evaluating  purposes. 
The  Board  is  of  the  opinion  that  the  carrier 
should  provide  such  x-ray  examinations  and 
reports  generally,  but  if  the  referee  believes 
that  the  claimant  should  produce  the  same 
he  may  so  direct  the  claimant  and  if  the  cost 
of  the  x-rays  exceeds  $10  he  could  obtain 
authorization  from  the  carrier  before  directing 
the  claimant  to  produce  same.” 

Your  Director  protested  this  resolution  as 
being  not  in  accordance  with  the  spirit  and  letter 
of  the  Workmen’s  Compensation  Law  and  was 
given  an  opportunity  to  appear  before  the  In- 
dustrial Board  on  June  26,  1940.  Your  Director 
at  this  time  argued  that  where  the  x-rays  are 
required  for  diagnosis  or  for  the  guidance  of 
physicians  of  the  Department  of  Labor  in  ex- 
pressing an  opinion  as  to  disability,  scheduled 
loss,  etc.,  it  was  the  patient’s  right  to  choose  a 
qualified  physician  to  take  such  x-rays  and 
render  an  expert  opinion.  Your  Director  further 
argued  that  it  was  not  within  the  province  of  the 
referee  in  an  ordinary  case  to  direct  the  choice  of 
a physician  or  of  an  x-ray  expert.  It  was  our 
opinion  that  in  controverted  cases  where  the  evi- 
dence adduced  was  of  a conflicting  nature  the 
Industrial  Board  or  the  referee,  on  the  recom- 
mendation of  a medical  examiner  of  the  Depart- 
ment of  Labor,  had  authority  to  designate  an 
especially  qualified  physician  (roentgenologist) 
to  examine  the  patient  and  render  a report.  In 
ordinary  cases,  however,  the  choice  of  the  roent- 
genologist lies  with  the  claimant  and  his  attend- 
ing physician  unless  the  claimant  waives  his 
right  in  writing  to  free  choice. 

Under  date  of  July  29, 1940,  as  the  result  of  this 
hearing  the  following  action  was  received  from 
the  Industrial  Board: 

“ Resolved,  that  the  Industrial  Board  hereby 
rescinds  its  resolution  of  June  7,  1940.  Fur- 
ther resolved,  that  the  Industrial  Board  is  of 
the  opinion  that  where  the  referee  directs  the 
taking  of  x-rays  it  is  the  privilege  and  right  of 
the  claimant  to  furnish  such  x-rays  payment 
for  which  shall  be  in  accordance  with  Section 
13-a(5)  of  the  Workmen’s  Compensation  Law.” 
This  resolution  was  published  in  the  New 
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York  State  Journal  op  Medicine,  September 
1,  1940,  issue. 

On  December  5,  1940,  your  Director  was  in- 
formed that  the  General  Manager  of  the  Com- 
pensation Insurance  Rating  Board  had  con- 
sidered the  above  resolution  and  that  the  Rating 
Board  and  its  Medical  and  Claims  Committee 
were  not  in  favor  of  the  action  taken  by  the  In- 
dustrial Board.  They  requested  a rehearing, 
which  was  scheduled  for  Friday,  December  13, 
1940,  to  which  your  Director  was  invited.  At 
this  hearing  argument  was  again  had  along  the 
lines  indicated  above  and  the  decision  of  the 
Board  will  be  rendered  on  March  14,  1941. 

No-Lost-Time  Cases. — In  our  report  of  last 
year  we  indicated  that  doctors  were  confronted 
with  the  situation  in  which  when  they  submitted 
bills  for  medical  care  of  cases  from  which  the  pa- 
tient suffered  no  lost  time  or  less  than  seven  days 
lost  time  the  carriers  objected  to  the  bills  on  the 
ground  that  compensability  was  not  passed  on 
by  the  Department  of  Labor.  It  was  ascertained 
that  the  Department  of  Labor  does  not  make  up 
a file  in  every  accident  reported  and  hearings  are 
not  held  in  many  such  cases.  By  agreement  with 
the  Compensation  Insurance  Rating  Board  after 
a hearing,  the  Medical  and  Claims  Committee 
of  the  organization  held  on  May  14,  1940,  passed 
the  following  resolution: 

“ Resolved , That  it  is  the  sense  of  the  medical 
and  claims  committee  that  medical  bills 
should  not  be  honored  by  the  carriers  in  all 
cases  in  which  disability  does  not  exceed  seven 
days,  provided  there  has  been  submitted  to 
the  Department  of  Labor  by  the  carrier  form 
C-6  (notice  to  the  Industrial  Commissioner 
that  payment  of  compensation  has  begun 
without  awaiting  award  of  industrial  board) 
or  form  C-7a  (report  to  the  industrial  com- 
missioner of  reason  payment  of  compensation 
has  not  begun)  and  provided  such  bills  conform 
to  all  provisions  of  the  law  as  to  reasonable- 
ness, timeliness  of  reports  and  otherwise,  and 
further  that  all  carriers  be  notified  to  this 
effect.” 

This  disposes  of  most  no-lost-time  cases  with 
the  exception  of  those  in  which  the  carrier  or 
employer  controverts  the  claim  of  the  injured 
employee  on  the  grounds  of  notice  of  accident 
or  causal  relationship.  In  such  cases  the  C-7 
form  is  filed  which  requires  a hearing  before  the 
referee,  and  in  all  such  cases  bills  will  be  held  up 
pending  the  determination  of  causal  relationship. 
This  leaves  us  with  a residuum  of  cases  in  which 
the  patient  has  been  treated  and  is  not  entitled 
to  compensation  because  disability  did  not  ex- 
ceed seven  days  in  which  a C-7  is  filed  and  in 
which  a hearing  is  called  but  where  the  claimant 
for  one  reason  or  another  fails  or  refuses  to  put 
in  an  appearance  at  the  hearing.  Your  Director 
has  suggested  to  the  Department  of  Labor  and 
to  the  insurance  carriers’  organization  a means  of 
controlling  this  situation,  and  the  matter  is  still 
under  consideration  by  the  Department  of  Labor. 

Industrial  Dermatitis. — In  last  year’s  report 
of  the  Council  there  was  discussed  at  length  the 
problem  of  industrial  dermatitis.  Again  this 
year  the  Committee  met  with  the  representa- 
tives of  the  insurance  profession,  self-insurers, 
and  their  medical  expert  to  consider  further  the 
plan  suggested  by  us  then  and  now  made  more 


concrete.  Representatives  of  the  Compensation 
Insurance  Rating  Board  and  self-insurers  organi- 
zation have  the  plan  under  advisement,  and  we 
are  hopeful  of  a meeting  of  the  minds  on  this 
subject  in  the  near  future.  The  plan  will  then 
be  submitted  to  the  Industrial  Commissioner, 
Industrial  Board,  and  the  Industrial  Council  for 
approval. 

Reporting  Forms. — By  arrangement  with  the 
labor  department,  the  supplying  of  forms  re- 
quired by  physicians  is  effected  through  the 
local  county  medical  societies.  The  secretary 
of  the  county  medical  society  or  chairman  of 
the  workmen’s  compensation  committee  or 
board  will  apply  to  the  nearest  district  office  of 
the  Labor  Department  for  a supply  in  bulk  of 
the  various  forms,  which  will  then  be  available 
to  physicians  in  the  district  by  mail  or  per- 
sonal contact.  The  expense  incurred  in  mailing 
forms  to  physicians  who  do  not  call  for  them 
should  be  reimbursed  to  the  society  by  the  phy- 
sicians. The  actual  expense  of  mailing  out  one 
pound  (about  100  forms)  is  7 cents  for  postage, 
plus  3 cents  to  include  wrapping,  addressing, 
and  notification  expense.  Physicians  are  re- 
quested not  to  apply  to  the  labor  department  for 
forms  but  to  their  own  county  medical  soci- 
ety. 

Activities  of  Bureau. — The  activities  of  the 
Bureau  have  increased  to  such  an  extent  that  at 
the  request  of  the  Manager  of  the  State  Medical 
Society,  Dr.  Peter  Irving,  a brief  summary  of  a 
typical  month’s  activities  of  the  Bureau  was  in- 
cluded in  the  Council  report  of  November  8, 
1940.  During  this  one  month  there  were  in- 
quiries or  matters  concerning  21  different  county 
societies  involving  the  labor  department  or  one 
of  its  divisions,  the  New  York  Rapid  Transit 
System,  the  Corporation  Counsel  of  the  City 
of  New  York,  the  State  Insurance  Fund,  and 
numerous  individual  insurance  carriers  and 
employers,  and  these  were:  the  method  of  selec- 
tion of  arbitrators  in  upstate  county  societies; 
questions  concerning  the  arbitration  of  medical 
bills;  questions  concerning  the  right  of  the 
county  society  to  make  a change  in  a physician’s 
compensation  rating;  questions  concerning  com- 
pensability and  causal  relationship;  informa- 
tion concerning  the  difference  between  a first- 
aid  station  and  an  employer’s  medical  bureau, 
and  the  rules  and  regulations  governing  such 
bureau  or  first-aid  stations;  intervention  by 
medical  society  at  request  of  insurance  carrier  to 
appoint  a medical  examiner  on  the  question  of 
necessity  for  further  treatment;  inquiry  concern- 
ing a hospital  rendering  bill  for  anesthesia; 
questions  concerning  proration  of  medical  bills 
of  physicians  practicing  in  different  counties;  con- 
ferences with  insurance  carrier  on  request  of  a 
county  society  in  respect  to  fee  for  multiple  in- 
juries; adjustment  of  dispute  when  physician 
was  rated  differently  by  two  county  societies;  ar- 
rangements for  arbitration  in  six  upstate  counties 
and  appointment  of  arbitrators,  etc.;  adjust- 
ment of  dispute  between  physician  applying  for 
compensation  rating  and  a county  medical  society 
over  fee  charged  by  county  society;  adjustment 
of  dispute  over  assistants’  fees  between  insurance 
carriers  and  physicians  in  a county  where  the 
local  hospital  does  not  provide  intern  service; 
information  over  ownership  of  x-ray  films  and 
perusal  of  same  by  insurance  carriers;  adjust- 
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ment  of  dispute  between  carrier  and  county 
society  over  failure  of  carrier  to  consent  to  arbi- 
tration on  question  of  improper  transfer  of  pa- 
tient; numerous  inquiries  in  county  societies 
concerning  specific  fees  not  mentioned  in  fee 
schedule  and  explanation  of  fees  mentioned  in 
the  fee  schedule;  correspondence  with  attorney 
on  question  of  proper  fee  for  hernia  operation  in 
a hospital  without  intern  staff;  correspondence 
with  division  of  after  care  in  Department  of 
Labor  in  silicosis  case;  correspondence  with 
Compensation  Medical  Registrar  concerning 
revocation  of  licenses  of  physicians  throughout 
the  state  found  guilty  of  felonies;  conferences 
and  correspondence  with  New  York  attorneys 
and  with  secretary  of  supreme  court  justice  con- 
cerning decision  rendered  by  Appellate  term  in 
relation  to  physicians’  bill  where  either  physician 
or  employer  has  refused  to  arbitrate;  continued 
correspondence  with  Compensation  Medical 
Registrar  on  payment  of  medical  bills  in  non- 
insured cases;  correspondence  with  Osteopathic 
Medical  Society,  State  of  New  York,  on  question 
of  charges  for  x-rays;  correspondence  with  in- 
surance carrier  concerning  principle  involved  if 
physician  accepts  fee  from  patient  although  the 
labor  department  has  declared  no  further  treat- 
ment was  necessary  and  carrier  refuses  to  author- 
ize further  treatment;  correspondence  with  out- 
of-state  insurance  carriers  with  relation  to  prora- 
tion of  physicians’  bills;  correspondence  with 
out-of-state  physicians  in  reference  to  applica- 
tions to  practice  under  the  Workmen’s  Com- 
pensation Lawr  of  New7  York  State;  inquiry  from 
Executive  Secretary  of  the  Medical  Society  of 
Rhode  Island  concerning  Workmen’s  Compen- 
sation Law7. 

Among  the  items  considered  were  fees  to  be 
paid  to  physicians  and  roentgenologists  for 
multiple  x-ray  examinations,  and  hearings  were 
held  with  insurance  carriers  and  self-insurers 
and  with  Industrial  Council  on  this  problem. 

There  was  a failure  of  labor  department  to 
index  or  report  compensation  case  because  of 
lack  of  appropriation  and  personnel;  negotia- 
tions with  labor  department  were  held  on  this 
problem. 

Fees  for  X-Rays  of  Multiple  Injuries  or  Parts. — 
A revised  reprinting  of  the  fee  schedule  wras  pub- 
lished in  the  course  of  the  year,  and  a new  print- 
ing is  promised  for  the  near  future.  This  will 
contain  the  revisions  agreed  upon  in  regard  to 
x-ray  fees.  The  revision  of  the  fee  schedule 
affecting  multiple  x-ray  examinations  has  been 
promulgated  by  the  Industrial  Commissioner 
on  March  10,  1941.  By  agreement,  the  schedule 
will  apply  to  all  unpaid  x-ray  bills  as  of  No- 
vember 15, 1940. 

X-rays  of  multiple  injuries  or  parts  shall 

be  charged  as  follows: 

(a)  For  two  contiguous  parts,  the  charge 
shall  be  the  greater  fee  plus  50  per  cent  of 
the  lesser  fee, 

(b)  For  two  remote  parts,  the  charge  shall 
be  the  greater  fee  plus  75  per  cent  of  the 
lesser  fee, 

(c)  For  three  or  more  parts,  w7hether  con- 
tiguous or  remote,  the  charge  shall  be  the 
greatest  fee  plus  75  per  cent  of  the  total 
of  the  lesser  fees. 

There  shall  be  no  charge  under  this  formula 


for  x-rays  of  twro  or  more  parts  or  regions 
included  in  any  line  item  of  the  minimum  fee 
schedule. 

No  charge  shall  be  made  for  comparative 
x-rays  except  when  such  x-rays  are  specifically 
authorized  by  the  carrier  or  industrial  com- 
missioner. Comparative  x-rays  specifically 
authorized  shall  be  subject  to  fees  for  contigu- 
ous and  remote  parts  as  provided  in  this 
formula. 

In  explanation  of  the  paragraph  following  (c) 
it  may  be  stated  that  w’here  the  x-ray  schedule 
of  fees  already  allows  a discount  for  more  than 
one  part,  as  in  items  889-890,  1089-1089a, 
1230,  1231,  the  multiple  rule  just  promulgated 
does  not  apply.  Thus,  if  a head  and  face  and  two 
spinal  regions  were  x-rayed  by  an  SD  man,  the 
skull  fee  would  apply  ($20)  and  item  No.  889 
or  $25,  a total  of  $45.  If,  however,  a head  and 
face  and  cervical  spine  were  x-rayed,  the  skull 
fee  of  $20  would  be  paid  in  full  plus  one-half  of 
item  884  (this  being  a contiguous  single  part). 
The  above  revision  applies  only  to  multiple  exami- 
nations at  one  time. 

Proposed  Amendments  to  Workmen’s  Compensa- 
tion Law. — An  amendment  to  the  Workmen’s 
Compensation  Law7  passed  in  1940  became  effec- 
tive July  1,  1940,  and  gave  to  the  Industrial 
Board  the  pow7er  to  fix  a fee  for  medical  service 
against  a noninsured  employer.  This  law  applies 
to  all  bills  for  services  rendered  on  and  after 
July  1,  1940.  Such  bills,  if  not  paid  in  full  by 
the  employer,  should  immediately  be  sent  to  the 
Department  of  Labor,  Division  of  Workmen’s 
Compensation,  for  action  by  the  Industrial 
Board. 

A bill  has  been  introduced  in  the  present 
legislature  w7hich  w’ould  permit  municipal  hos- 
pitals that  now’  may  treat  compensation  cases 
only  in  emergency  and  only  during  the  pendency 
of  the  emergency  to  treat  compensation  cases 
where  the  employer  or  carrier  refuses  or  neglects 
to  authorize  hospital  services  required  under 
Chapter  258,  Section  13,  and  permit  the 
employee  to  select  any  hospital  for  care  and 
treatment  in  accordance  with  the  rules  and 
regulations  prescribed  by  the  Industrial  Com- 
missioner. We  are  opposed  to  this  bill,  as  a re- 
view of  the  situation  indicates  no  real  deprivation 
of  hospital  service  to  injured  workmen.  Fur- 
thermore, compensation  cases  should  not  be 
treated  as  w7ard  patients  but  as  semiprivate 
patients,  and  this  type  of  service  is  not  afforded 
in  municipal  hospitals. 

A bill  introduced  this  year  in  the  Assembly 
provides  for  an  amendment  to  the  Workmen’s 
Compensation  Law  to  cover  all  civil  service 
employees  of  a municipal  corporation  or  other 
subdivision  of  the  state  except  in  the  uniformed 
police  and  fire  force. 

We  endorse  again  this  year  an  amendment  (by 
the  labor  department)  to  the  Workmen’s  Com- 
pensation Law’  permitting  applicants  for  em- 
ployers’ medical  bureaus  or  x-ray  laboratories 
who  have  been  denied  a license  by  a county 
medical  society  compensation  board,  or  where 
the  board  refuses  to  act  within  a reasonable 
period  of  time,  to  apply  to  the  Industrial  Council 
for  a review7  of  the  refusal  or  failure  and  for  issu- 
ance of  a license. 

Certain  other  amendments  will  be  required 
to  integrate  this  change  in  Section  13-c  and  in 
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other  chapters  of  the  law,  such  as  subdivision  4, 
Section  10-a  of  the  Labor  Law. 

A legislative  conference  in  the  Department  of 
Labor,  in  which  this  Bureau  4s  included,  has 
under  advisement  an  amendment  to  Section 
1 3-d  (2)  c which  now  reads : 1 ‘has  failed  to  submit 

full  and  truthful  medical  reports  required  to  be 
made  by  him  to  the  commissioner,  or  the  in- 
dustrial board.”  It  is  the  purpose  of  the  Com- 
missioner to  have  power  to  penalize  a physician 
who  persistently  refuses  to  file  reports  with  the 
labor  department  (see  above). 

Podiatry. — From  time  to  time,  persons  who 
have  been  licensed  by  the  state  to  perform  lim- 
ited functions  such  as  optometry,  physical  ther- 
apy,  podiatry,  etc.,  have  pressed  for  independent 
functions  under  the  education  laws  of  this  state. 
These  limited  practitioners  have,  from  time  to 
time,  attempted  to  obtain  independent  authority 
to  treat  persons  coming  within  their  so-called 
fields.  It  has  always  been  the  opinion  of  the 
organized  profession  that  the  primary  interest 
should  be  the  welfare  of  the  citizen.  It  would 
not  be  in  the  best  interests  of  the  public  to  allow 
such  limited  practitioners  who  are  not  fully  quali- 
fied to  diagnose  medical  conditions,  and  to  have 
independent  authority  in  the  treatment  of  pa- 
tients. This  applies  with  great  force  to  the 
Workmen’s  Compensation  Law.  Under  the 

provisions  of  Section  13-b(c),  certain  limited 
scope  is  given  to  physical  therapists  and  other 
technicians  under  the  direct  and  personal  super- 
vision of  qualified  and  authorized  physicians  to 
treat  injured  workmen  within  the  range  of  the 
licensed  practitioner’s  authority.  To  permit 

such  practitioners  to  enter  into  the  practice  of 
accepting  cases  for  treatment  without  the  active 
supervision  of  a licensed  and  qualified  medical 
practitioner  is  fraught  with  great  danger.  An 
attempt  was  made  this  year  by  podiatrists  to 
obtain  the  same  authority  to  diagnose  and  treat 
foot  injuries  as  is  now  given  under  the  Work- 
men’s Compensation  Law  to  practitioners  of 
medicine.  Aside  from  the  material  aspects  in- 
volved, it  would  not  be  in  the  interests  of  the  in- 
jured workman  should  such  partially  trained 
practitioners  be  allowed  to  assume  independent 
status  in  the  diagnosis  and  treatment  of  in- 
jured workmen.  It  is  strongly  recommended 
that  any  and  all  attempts  to  permit  partially 
trained  practitioners  to  practice  under  the 
Workmen’s  Compensation  Law  be  combated  for 
the  reasons  mentioned  above. 

PART  X 

General  Matters 

There  follow  in  this  Section  of  the  Council 
Report  a number  of  items  that  fall  into  different 
categories. 

Memorial  to  Dr.  Guy  S.  Carpenter. — The 

Council  adopted  the  following  memorial: 

“Dr.  Guy  S.  Carpenter,  of  Waverly,  New 
York,  member  of  the  Council  of  the  Medical 
Society  of  the  State  of  New  York,  died  August 
28,  1940,  age  sixty-six. 

“His  life  exemplified  the  beauty  and  value  of 
the  simple  homely  virtues.  The  eminence  he 
attained  was  out  of  all  proportion  to  the  radius 
of  his  professional  activities.  Honesty,  fairness, 
kindness,  devotion  to  duty,  sound  judgment, 
were  so  marked  in  him  that  the  knowledge  of  his 


worth  went  far  beyond  the  small  community  in 
which  his  life  was  spent,  so  that  he  was  called  to 
important  responsibilities  with  the  State  Society 
of  his  profession. 

“Dr.  Carpenter  has  served  as  vice-president, 
and  as  councilor  of  the  Medical  Society  of  the 
State  of  New  York,  being  the  Chairman  of  its 
Committee  on  Publicity  for  the  past  three  years. 
He  was  a past-president  of  the  Tioga  County 
Medical  Society  and  for  thirty-three  years  had 
served  as  Waverly  Village  Health  Officer.  He 
was  a delegate  to  the  American  Medical  Associa- 
tion, a member  of  the  New  York  Sanitary 
Officers’  Association,  of  the  American  Association 
of  Anaesthetists,  of  the  Eastern  Anaesthetists, 
and  the  American  Public  Health  Association. 

“Though  no  greater  tribute  to  his  character 
could  be  offered  than  that  given  by  his  fellow 
practitioners,  yet  the  esteem  of  his  neighbors 
in  the  intimate  community  which  found  his 
daily  life  as  open  as  a book,  must  serve  as  a living 
memorial  to  the  widow  and  brother  who  go  the 
rest  of  the  way  without  him. 

“ ‘Beloved  Physician,’  said  the  Waverly  Sun 
in  commenting  on  his  death.  ‘A  genial  gentle- 
man, who  has  not  only  numbered  his  friends  by 
the  legion,  but  who  has  been  outstanding  in 
humanitarian  and  community  welfare  work  in 
this  valley  for  two  score  years.  He  had  prac- 
ticed medicine  in  Waverly  since  his  graduation 
from  Cornell  Medical  College  in  1899.  During 
these  forty-one  years  he  has  brought  hundreds  of 
the  present  residents  of  this  valley  into  the 
world,  has  brought  back  countless  others  from 
the  brink  of  the  grave,  and  has  eased  the  passing 
of  many  more  whose  time  on  earth  was  done. 

“ ‘It  was,  perhaps,  symbolical  that  Dr.  Car- 
penter should  be  stricken  and  end  his  days  at  the 
Tioga  General  Hospital.  Because  no  one  was 
more  closely  identified  with  the  conception,  the 
building,  and  the  progress  of  the  hospital  than 
was  he.  For  twenty  years  he  had  been  president 
of  the  Old  Peoples  Hospital  in  Sayre,  the  fore- 
runner of  the  present  fine  institution  in  Waverly. 
Then,  when  the  Tioga  General  was  completed 
ten  years  ago  he  was  elected  its  first  president, 
and  for  the  last  eight  years  he  has  served  as 
Chairman  of  its  executive  committee.’ 

“Dr.  Carpenter  was  an  active  member  of  the 
Waverly  Methodist  Church.  A member  of  the 
Board  of  Trustees  for  twenty-five  years,  at  the 
time  of  his  death  he  was  chairman.  He  was  a 
member  of  the  Waverly  Masonic  Lodge  and  of 
the  Odd  Fellows. 

“Four  Methodist  clergymen  officiated  at  the 
funeral,  which  was  attended  by  seven  hundred 
persons.  During  the  services,  the  Waverly  Free 
Library  was  closed,  out  of  respect;  he  was  an 
original  director.  The  offices  of  the  town  of 
Barton,  and  a number  of  private  stores  and  offices 
also  were  closed.” 

Election  of  Councilor. — At  its  meeting  on 
October  10,  1940,  the  Council  unanimously 
elected  Dr.  Floyd  S.  Winslow  of  Rochester  to 
fill  the  vacancy  created  by  the  death  of  Dr. 
Carpenter,  with  term  expiring  in  1941.  Dr. 
Winslow  was  appointed,  on  nomination  by  the 
President,  as  Chairman  of  the  Council  Com- 
mittee on  Medical  Publicity  vice  Dr.  Carpenter. 

Nominations. — On  request  of  the  State  Board 
of  Examiners  of  Nurses,  the  Council  nominated 
Dr.  Peter  Irving  to  succeed  Dr.  Nathan  B.  Van 
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Etten  on  expiration  of  his  term  as  member  of 
the  Nurse  Advisory  Council  on  December  31, 
1940.  Dr.  Irving  was  appointed  for  the  term  of 
three  years  from  January  1, 1941. 

On  request  of  the  State  Board  of  Medical 
Examiners,  the  Council  nominated  Dr.  Terry  M. 
Townsend  to  succeed  Dr.  Orrin  S.  Wightman 
resigning  as  a member  of  the  Committee  on 
Grievances  of  the  State  Department  of  Educa- 
tion. Dr.  Townsend  was  appointed  for  the  term 
that  expires  in  1944. 

Amendments  to  the  State  Education  Law. — 

Dr.  Townsend  brought  to  the  Council  a request 
from  the  Committees  on  Grievances  that  it  en- 
dorse certain  recommendations  looking  toward 
amendment  of  the  present  law  as  to  methods  by 
which  the  Committee  on  Grievances  does  its 
work.  The  Council  approved  these  and  trans- 
mitted its  endorsement  to  the  Board  of  Regents. 
They  were: 

1.  The  present  membership  of  the  Committee 
consisting  of  ten  shall  not  be  changed. 

2.  No  change  shall  be  made  in  the  law  so  as  to 
provide  compensation  for  members  of  the 
State  Medical  Grievance  Committee. 

3.  It  is  recommended  that  the  Law  be  changed 
so  that  instead  of  hearing  being  held  by 
subcommittees  of  three,  that  one  of  the 
members  of  a subcommittee  of  three  of  the 
Medical  Grievance  Committee  be  desig- 
nated by  the  Chairman  as  a committee  of 
one  to  hear  and  take  testimony  and  report 
same  to  the  subcommittee  of  which  he  is  a 
member,  which  subcommittee  shall  make 
findings  and  recommendations  to  the  State 
Medical  Grievance  Committee.  Prior  to 
the  meeting  of  the  Medical  Grievance  Com- 
mittee the  record  for  each  case  shall  be  sub- 
mitted to  each  of  the  members  of  the  said 
committee  so  that  they  may  read  same 
prior  to  reaching  a determination  upon  all 
the  facts. 

4.  It  is  recommended  that  the  Law  be  changed 
so  that  instead  of  requiring  a unanimous 
vote  for  guilt  that  a vote  of  two-thirds  of 
the  members  of  the  full  Medical  Grievance 
Committee  be  deemed  sufficient  and  that 
the  vote  of  the  committee  shall  be  recorded. 

5.  It  is  recommended  that  Section  1265,  Sub- 
division 4,  sentence  3,  shall  be  amended 
so  as  to  eliminate  from  that  sentence  the 
following  language:  “all  cases  in  which  said 
committee  shall  deem  a trial  necessary.” 

6.  It  is  recommended  that  Section  1265,  Sub- 
division 4,  sentence  4,  shall  be  amended  so 
that  the  provision  now  pertaining  to  school 
of  practices  shall  read:  “the  same  school  of 
practice  which  has  a representative  on  the 
committee. 

It  was  understood  that,  as  to  No.  4,  the  change 
from  a unanimous  vote  of  all  members  to  a two- 
thirds  vote,  would  obviate  the  delay  now  pro- 
duced by  absence  of  just  one  member. 

Amendment  to  the  Nurse  Practice  Act. — Dr. 
Irving  brought  back  from  a meeting  of  the  Nurse 
Advisory  Council  information  on  a question  dis- 
cussed in  connection  with  an  amendment  to  the 
Nurse  Practice  Act  that  had  been  planned  with 
the  approval  of  the  New  York  State  Nurses 
Association  and  the  Board  of  Examiners  of 
Nurses.  This  related  to  one  provision  for  licens- 
ing of  'practical  nurses. 


This  provision  is  that  applications  for  practical 
nurse  licenses  must  be  “endorsed  by  two  physi- 
cians, members  of  a county  medical  society.” 
It  had  given  so  much  extra  work  to  the  Board 
of  Examiners’  office  that  the  question  had  arisen 
of  deleting  the  phrase  “members  of  a county 
medical  society.” 

After  discussion  the  Council  went  on  record 
as  in  favor  of  retention  of  the  requirement  that 
the  endorsing  physicians  be  members  of  a county 
medical  society.  Transmission  of  this  position 
to  the  Board  of  Regents  and  the  State  Nurses 
Association  was  ordered. 

Annual  Meeting  Arrangements. — The  Council 
on  nomination  by  the  President  appointed  Dr. 
J.  Sidney  Ritter  of  New  York  as  secretary  of 
the  Section  on  Urology  to  take  the  place  of  the 
late  Dr.  Lisle  B.  Kingery. 

At  the  suggestion  of  the  New  York  Society 
for  Medical  History,  the  Council  created  a new 
Session  of  the  State  Society  on  the  History  of 
Medicine  to  hold  its  first  meeting  at  the  Annual 
Meeting  of  the  State  Societjr  in  Buffalo  on 
April  30,  1941.  On  nomination  by  the  President, 
the  Council  appointed  the  following  officers: 

Emerson  C.  Kelly,  M.D.,  Chairman. . .Albany 


George  Rosen,  M.D Brooklyn 

Edward  F.  Hartung,  M.D New  York 


The  Council  approved  an  arrangement  recom- 
mended by  its  Committee  on  Scientific  Program 
that  a Round  Table  Conference  on  Tumor 
Clinics  be  held  during  the  Annual  Meeting  under 
the  chairmanship  of  the  Director  of  the  Division 
of  Cancer  Control  of  the  State  Department  of 
Health,  Dr.  Louis  C.  Kress.  This  will  occur  on 
Wednesday  evening,  April  30,  1941. 

Delegates  to  Vermont  State  Medical  Society. — 
As  exchange  delegate  to  the  Annual  Meeting  of 
the  Vermont  State  Medical  Society  the  Council 
appointed,  on  nomination  of  the  President,  Dr. 
Harry  Dan  Vickers,  of  Little  Falls,  and  Dr. 
Denver  M.  Vickers,  of  Cambridge,  as  alternate. 
Both  were  able  to  attend  the  Vermont  meeting 
and  extend  the  greetings  of  the  Medical  Society 
of  the  State  of  New  York. 

PART  XI 

Other  Matters 

Still  further  matters  of  various  nature  have 
been  considered  by  the  Council  and  they  are  the 
subjects  of  this  final  Section  of  this  Report. 

Motor  Vehicle  Drivers — Medical  Examina- 
tions.— Through  the  Committee  on  Public  Rela- 
tions and  Economics: 

Augustus  J.  Hambrook,  M.D.,  Chairman 


Troj' 

Herbert  H.  Bauckus,  M.D Buffalo 

Louis  H.  Bauer,  M.D Hempstead 


contact  has  been  had  from  time  to  time  with  the 
Commissioner  of  Motor  Vehicles  and  discussions 
have  taken  place  on  the  subject  of  health  of 
drivers  as  it  may  affect  their  ability  to  drive 
safely.  Contact  was  also  made  with  the  Com- 
missioner of  Mental  Hygiene  with  particular 
relation  to  paroled  mental  cases. 

Complete  accord  has  been  reached  regarding 
recommendations  made  to  the  Motor  Vehicle 
Department  of  the  State  in  connection  with 
licenses  to  be  issued.  All  persons  applying  for 
an  operator’s  license  or  renewal  of  such  license 
must  sign  a certificate^as  to  whether  or  not  they 
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are  suffering  from  or  have  ever  suffered  from 
any  of  the  following: 

Insanity  Hypertension 

Epilepsy  Nephritis 

Coronary  Thrombosis  Drug  Habit 
Angina  Pectoris  Physicial  Deformities 

Diabetes  Loss  of  an  Extremity  or 

Part  of  an  Extremity 

No  license  will  be  issued  to  a known  epileptic. 

As  regards  insanity,  the  Commissioner  con- 
templates legislation  which  will  require  that  the 
license  of  a person  committed  to  a mental  hy- 
giene hospital  shall  be  taken  up  and  transmitted 
to  the  Motor  Vehicle  Department,  same  to  be 
returned  to  the  individual  only  on  certificate  of 
competent  examining  physician. 

Persons  suffering  from  heart  disease  and  ne- 
phritis are  to  be  issued  licenses  only  after  examina- 
tion and  certificate  from  examining  physician. 
Diabetics  must  furnish  certificate  that  constant 
care  is  being  supervised.  No  licenses  are  to  be 
issued  to  drug  addicts. 

In  the  case  of  physical  deformities,  persons 
must  demonstrate  to  the  satisfaction  of  the 
Bureau  of  Motor  Vehicles  that  they  are  not 
incapacitated  from  driving  under  such  restric- 
tions. 

It  has  been  recommended  that  all  persons  over 
seventy  should  have  a physical  examination  be- 
fore license  is  issued. 

Regarding  drunken  drivers,  tests  are  now  avail- 
able to  determine  alcoholic  content  in  the  blood 
and  legislation  is  contemplated  which  will  permit 
such  tests  to  be  made  where  accidents  have  oc- 
curred. The  medical  profession  has  not  as  yet 
passed  upon  the  proposed  tests,  but  at  least  two 
other  states  have  incorporated  them  in  their 
restrictions. 

It  is  the  opinion  of  the  Committee  that  in 
many  instances  of  diseased  conditions  known  to 
physicians  and  not  reported  as  such  to  the  Motor 
Vehicle  Department  the  individuals  could  be 
discouraged  by  their  physicians  from  asking  or 
soliciting  motor  vehicle  licenses.  Very  coopera- 
tive action  has  been  taken  to  prevent  the  increas- 
ing number  of  accidents  in  this  state,  and  it  is 
hoped  that  by  incorporating  the  suggestions 
made  a lessening  may  be  possible. 

Deaf  and  Hard  of  Hearing — The  Deaf  and 
Hard  of  Hearing  Committee  (Dr.  Hambrook)  has 
cooperated  during  the  year  with  the  State  Com- 
mission for  the  Deaf  and  Hard  of  Hearing. 

Due  to  the  fact  that  many  children  are  unable, 
because  of  hearing  defects,  to  acquire  satisfac- 
tory education  in  their  regular  school  classes, 
legislation  has  been  sought  to  have  lipreading 
instruction,  voice  training,  and  other  hearing 
aids  necessary  to  enable  such  children  to  acquire 
the  education  so  necessary  for  proper  success  in 
after  life. 

A survey  has  been  made  as  to  the  number  of 
such  children  who  would  be  benefited  by  lip- 
reading  instruction,  and  a fair  estimate  of  about 
70,000  in  the  state  has  been  made.  If  and  when 
this  legislation  is  enacted  it  will  mean  that  at 
least  20  per  cent  of  the  pupils  attending  deaf 
schools  in  the  state  will  be  returned  to  their  regu- 
lar school  classes.  These  have  been  in  deaf 
schools  because  no  satisfactory  means  has  been 
available  for  education  in  the  regular  schools. 

The  Committee,  in  cooperation  with  the  State 
Commission  for  the  Deaf  and  Hard  of  Hearing, 


has  recommended  to  the  Legislature  of  the  State 
of  New  York  and  to  Governor  Lehmann  that 
the  Commission  be  continued  to  enable  them  to 
complete  a study  being  made  of  the  deaf  and 
hard  of  hearing  adults  with  special  skills  and 
available  in  industry  for  replacements  during  the 
crisis  in  medical  preparedness. 

Attention  has  also  been  directed  to  Civil  Serv- 
ice laws  and  regulations  regarding  the  deaf  and 
hard  of  hearing  and  to  more  rational  ratings  in 
compensation  cases.  A special  study  of  this 
phase  of  the  work  has  been  made  by  Dr.  Edmund 
Prince  Fowler  of  New  York,  an  eminent  oto- 
laryngologist and  a member  of  both  the  State 
Medical  Society  and  the  State  Commission  for 
the  Deaf  and  Hard  of  Hearing. 

The  early  recognition  of  hard  of  hearing  cases, 
the  elimination — in  so  far  as  possible — of  the 
causative  factors,  the  prompt  and  efficient  treat- 
ment of  cases  when  discovered,  and  the  complete 
and  proper  education  of  the  handicapped  hear- 
ing individual  have  been  given  serious  considera- 
tion by  this  Committee.  The  two  laws  now  on 
the  statutes,  viz.:  the  reporting  of  all  deaf  and 
hard  of  hearing  children,  and  the  annual  examina- 
tion of  hearing  of  all  children  in  the  schools  of 
the  State,  will  make  possible  early  discovery. 
Correct  and  efficient  treatment  should  follow 
this  discovery.  Lipreading  instruction,  voice 
culture  and  other  hearing  aids  required  for  spe- 
cific cases  will  make  possible  the  type  of  education 
so  necessary. 

The  adult  deaf  and  hard  of  hearing  have  been 
given  serious  consideration.  Questions  pertain- 
ing to  Civil  Service,  labor  preferment  and  place- 
ment, rehabilitation  and  re-education,  especially 
in  skilled  industry,  have  all  been  dealt  with  by 
the  combined  efforts  of  the  State  Commission 
for  the  Deaf  and  Hard  of  Hearing  and  the  Com- 
mittee of  the  Medical  Society  of  the  State  of 
New  York. 

Civil  Service  rules  and  regulations  are  natu- 
rally very  rigid  and  the  applicant  is  subject  to 
exacting  mental  and  physical  examinations. 
Those  with  the  handicap  of  deafness,  conse- 
quently, find  themselves  practically  excluded 
from  this  field,  but  the  tendency  in  recent  years, 
both  in  Federal  Government  and  in  State  Gov- 
ernment, has  been  to  modify  arbitrary  and  rigid 
rules  and  thus  enable  the  otherwise  qualified 
deaf  and  hard  of  hearing  persons  to  compete 
with  others  for  governmental  positions. 

The  right  of  the  deaf  and  hard  of  hearing  to 
drive  motor  vehicles  has  also  been  considered, 
and  a review  of  the  instances  of  accidents  proves 
a very  small  proportion  of  accidents  caused  by 
deaf  or  hard  of  hearing  drivers.  No  one  who 
has  given  serious  thought  to  the  subject  will 
deny  the  truth  of  these  assertions.  The  deaf  or 
hard  of  hearing  drivers  are  of  necessity  more 
careful  and  cautious  and,  unless  other  handicaps 
are  associated  or  individual  cases  are  of  such 
severity,  it  is  the  opinion  of  the  combined  group 
that  they  (the  deaf  or  hard  of  hearing)  should  not 
be  excluded  from  licensure. 

Medical  Practice  Act  Enforcement. — Through 
Dr.  Hambrook’s  Committee  a request  for  infor- 
mation was  proffered  as  to  enforcement  of  the 
Medical  Practice  Act  by  the  Department  of 
Education.  A letter  was  received  under  date  of 
October  15,  1940,  from  Associate  Commissioner 
Milton  E.  Loomis: 
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“I  have  a report  from  Mr.  Bienstock  stating 
that  from  January  1,  1940,  to  date,  29  cases  of 
illegal  practice  of  medicine  have  been  prose- 
cuted and  concluded  in  the  courts.  There 
are,  in  addition,  14  other  cases  pending  in  the 
courts.  Besides  this,  Mr.  Mangan  reports 
to  me  that  he  has  in  process  of  preparation  as 
of  the  first  of  October  20  cases.  You  under- 
stand, of  course,  that  all  complaints  of  illegal 
practice  or  of  other  procedures  subject  to 
criminal  action  are  handled  first  in  Mr.  Man- 
gan’s  office.  Under  his  direction  the  evidence 
is  secured  by  the  medical  investigators  and  the 
case  prepared  for  submission  to  the  Attorney 
General.  The  latter  conducts  the  legal  pro- 
ceedings from  that  point  on.  I assume  also 
that  you  understand  that  the  Department  pro- 
ceeds only  on  the  basis  of  information  which 
comes  to  it  through  complainants.  We  do 
not  and  cannot  make  independent  surveys  to 
uncover  violations  of  the  law.” 

Assurance  was  given  that  a report  would  be 
made  regarding  this  work  by  the  Department 
each  year  in  future. 

Eichackervs.New  York  Telephone  Company. — 

At  the  time  of  your  last  meeting  the  status  of 
this  case  was  that  the  Telephone  Company  had 
appealed  a decision  in  favor  of  Dr.  Henry  C. 
Eichacker;  also,  the  Society  had  agreed,  if 
formally  requested,  to  take  over  defense  of  the 
appeal  through  its  own  attorney.  No  such 
formal  request  was  made. 

During  the  summer  the  appeal  was  decided 
adversely  to  Dr.  Eichacker.  The  Secretary 
authorized  the  doctor’s  attorney  to  file  notice  of 
further  appeal  by  Dr.  Eichacker  to  come  up  in  the 
fall  when  the  Council  would  be  in  a position  to 
decide  on  what  position  it  would  see  fit  to  assume 
in  regard  to  the  further  appeal.  The  Council 
approved  this  action  of  the  Secretary  and,  after 
full  discussion,  finally  gave  authority  to  Mr. 
Brosnan,  the  Society’s  legal  counsel,  to  intervene 
in  the  appeal  as  amicuscuriae.  This  Mr.  Brosnan 
did  in  due  course,  and  the  court  granted  the 
application  for  intervention.  The  appeal  is  at 
this  time  (March  15,  1941)  still  pending. 

Basic  Science  Law. — At  your  last  meeting  you 
discussed  a possible  Basic  Science  Law  which 
had  been  proposed  for  New  York  State  by  resolu- 


tion introduced  by  Dr.  Charles  Gullo  of  Living- 
ston County.  You  referred  this  matter  to  the 
Council  for  further  study. 

Your  Council  discussed  this  matter  fully  and 
arrived  at  the  conclusion  that  it  is  best  to  leave 
the  situation  in  New  York  State  in  this  regard 
as  it  stands  at  present  rather  than  to  foster  the 
introduction  of  a Basic  Science  Law. 

PART  XII 

State  Society  Assessment  and  Military  Service 

The  Council  has  received  many  queries  from 
the  component  county  medical  societies  as  to 
relief  from  payment  of  State  Society  assessments 
for  members  called  into  military  service.  In 
reply,  the  Council  has  stated  that  it  did  not 
have  authority  to  remit  assessments  except  as 
provided  in  the  Bylaws  for  illness,  and  that 
therefore  the  matter  would  be  brought  to  the 
attention  of  the  House  of  Delegates. 

The  Council  did  go  on  record  with  an  opinion 
that  the  relief  from  assessment  for  the  calendar 
year  1940  should  not  be  in  question  because 
those  assessments  should  have  been  paid  by 
May  31,  1940,  which  was  before  the  passage  of 
the  Selective  Service  Act.  In  regard  to  the 
State  Society  assessment  for  1941,  however, 
the  Council  begs  to  present  the  following  reso- 
lution: 

“Be  it  resolved  by  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
assembled  in  annual  meeting  at  Buffalo, 
New  York,  on  April  28,  1941,  that  the  annual 
per  capita  assessment  on  members  of  the 
component  county  medical  societies  shall 
remain  as  at  present;  namely,  ten  dollars 
per  annum,  and 

“Be  it  further  resolved  that,  on  the  request  of 
any  component  county  medical  society,  the 
annual  assessment  on  any  of  its  members 
temporarily  on  active  duty  in  the  military  or 
naval  service  of  the  United  States  may  be 
remitted  by  the  Council  in  full  or  in  part 
during  the  period  of  such  service.” 

Respectfully  submitted, 

Peter  Irving,  M.D.,  Secretary 

March  15,  1941 


Report  of  the  Treasurer 


To  the  House  of  Delegates;  Gentlemen: 

The  accompanying  financial  statement  is 
abstracted  from  the  auditors’  report  for  the 
calendar  year  1940.  A more  complete  analysis 
of  the  Society’s  financial  affairs  will  be  pre- 

AUDITORS' 

We  have  completed  our  examination  of  the 
books  and  records  of  the  Medical  Society  of 
the  State  of  New  York  for  the  year  ended 
December  31,  1940,  have  reviewed  the  system 
of  internal  control  and  the  accounting  pro- 
cedures of  the  Society,  and  have  examined  or 
tested  accounting  records  of  the  Society  and 
other  supporting  evidence  by  methods,  at  times, 
and  to  the  extent  we  deemed  appropriate. 


sented  by  your  Treasurer  at  the  Annual  Meeting. 
Respectfully  submitted, 

George  W.  Kosmak,  M.D.,  Treasurer 
March  6,  1941 

STATEMENT 

In  our  opinion,  the  accompanying  balance 
sheet  and  related  statements  of  income  and 
capital  present  fairly  the  position  of  the  Society 
at  December  31,  1940,  and  the  results  of  its 
operations  for  the  year  ended  that  date. 

Respectfully  submitted, 

J.  K.  Lasser  & Co., 

Certified  Public  Accountants 

February  28,  1941 


Balance  Sheet — December  31,  1940 


ASSETS 

GENERAL  FUND 
Current  Assets 

Cash  in  banks  and  on  hand $ 93,544.69 

Accounts  Receivable — Advertisers $ 2,448.40 

Others 49.60 


$ 2,498.00 

Less:  Reserve  for  Doubtful  Accounts 679.68  1,818.32 


Dues  Receivable — Estimated 12,374.00 

Securities — 

At  Market  Value  (Cost  $265,872.38) $224,458.81 

Accrued  Interest  Receivable 2,834.82  227,293.63 


Inventories — At  Cost: 

Paper  Stock $ 3,199.94 

Stationery  and  supplies 84.00  3,283.94 


$338,314.58 

Other  Assets 

Medical  Directories  on  Hand — At  Cost 2,919.53 

Pamphlets  on  Hand — On  the  Witness  Stand , Net  Cost  of  Sales 605.50 

1941  Annual  Meeting  Expense — Net  Balance  on  1940  Meeting 1,099.74 

Furniture  and  Fixtures 

Nominal  Value 2.00 


$342,941.35 

ENDOWMENT  FUNDS 

Cash  in  Banks $ 2,897.54 

Securities 

At  Market  Value  (Cost  $5,808.75) $ 4,665.00 

Accrued  Interest  Receivable 27.09  4,692.09 


$ 7,589.63 

TOTAL  ASSETS $350,530.98 


LIABILITIES  AND  CAPITAL 

GENERAL  FUND 
Current  Liabilities 
Accounts  Payable — 

Paper  for  Journal $ 3,034.10 

Office  Expenses,  Supplies,  etc 1,089.27  $ 4,123.37 


Commissions  Payable — Advertising  & Directory  Sales 580.52 

Taxes  Payable — Social  Security  & Unemployment  Insurance 762.96 


$ 5,466.85 

Deferred  Income 

Prepaid  Subscriptions  to  Journal 1,047.48 

Prepaid  1941  Membership  Dues 2,530.00 

Prepaid  Advertising  in  1941  Directory — Net  Advance  Commissions  and  Other  Expenses  334.92 

Capital — (page  744) 333,562.10 


$342,941.35 

ENDOWMENT  FUNDS 
Capital 

Lucien  Howe  Prize  Fund $ 3,818.26 

Merritt  H.  Cash  Prize  Fund 1,829.09 

A.  W.  Suiter  Lectureship  Fund 1,942.28 


$ 7,589.63 


TOTAL  LIABILITIES  AND  CAPITAL 


$350,530.98 


CASH  IN  BANKS  AND  ON  HAND 
December  31,  1940 


Checking  Accounts 

Guaranty  Trust  Company 

National  City  Bank  of  New  York 

The  Chase  National  Bank 

Regular 

Funds 

$22,504.93 

4,971.84 

1,303.51 

Investment 

Funds 

$ 573.23 

Total 

$22,504.93 

4,971.84 

1,876.74 

$28,780.28 

$ 573.23 

$29,353.51 

Savings  Accounts 

Petty  Cash  Funds — Office 

$24,256.81 

$ 400.00 

$39,534.37 

$63,791.18 

400.00 

Total 

$53,437.09 

$40,107.60 

$93,544.69 

PRIZE  FUNDS 

On  Deposit 
Union  Dime 
Savings  Bank 


Jjucien  Howe  Prize  Fund $1,510.34 

Merritt  H.  Cash  Prize  Fund 713.25 

A.  W.  Suiter  Lectureship  Fund 673.95 


Total $2,897.54 


Securities 

The  investments  of  the  Society  (General  Fund)  may  be  summarized  as  follows: 

At  Cost 


Bonds  and  Mortgages $130,988.29 

Stocks 134,884.09 

Total $265,872.38 


All  of  these  securities  are  in  the  possession  of  the  Chase  National  Bank  as  Custodian  for  the  Trus- 
tees of  the  Medical  Society  of  the  State  of  New  York. 


CONDENSED  STATEMENT  OF  OPERATING  INCOME  AND  OPERATING  EXPENSES 
FOR  THE  YEAR  ENDED  DECEMBER  31,  1940 


Operating  Income 

Members  Dues — 1940 $169, 150.00 

1939 8,664.00 

1938 250.00 

Arrears 1,084.00 


Total  $179,148.00 

Operating  Expenses 

Administrative  Expenses $51,215.26 

Net  Cost  of  1939-1940  Directory  ($1.15  per  member) 20,010.40 

Cost  of  Public  Relations  Department 15,894.13 

Legislative  Expenses 16,064.55 

Net  Cost  of  Journals  ($0.91  per  member) 15,391.32 

Counsel  Retainer  Fees  and  Expenses 12,321.02 

Traveling  Expenses 9, 598. 7 4 

Workmen’s  Compensation  Bureau  Expenses 9,017.89 

Scientific  Activities  Expenses 5,108.58 

Pension  to  Retired  Office  Manager 3,000.00 

Moving  Expenses 983.40 

District  Branch  Executive  Committee  Meetings  Expense 1,560.49  160,165.78 


Excess  of  Operating  Income  Over  Operating  Expenses $ 18,982.22 
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A.  W. 

Lucien 

Merritt 

Suiter 

Howe 

H.  Cash 

Lecture- 

General 

Recouping 

Prize 

Prize 

ship 

Fund 

Fund 

Fund 

Fund 

Fund 

January  1, 1940,  Balance — Capital  . . 
Additions — 

$297,990.83 

$14,305.97 

$3,801.23 

$1,856.46 

$1,830.14 

Excess  of  Operating  Income  over 

Operating  Expenses 

Transferred  from  Recouping  Fund 

18,982.22 

upon  Treasurer’s  Instructions 

14,349.90 

Interest  on  Bank  Balances 

963.75 

11.53 

27.03 

12.63 

9.29 

Income  from  Securities 

10,991.42 

184.90 

102.50 

35.00 

100.00 

Additional  Income  from  Estate 

152.85 

$343,278.12 

$14,502.40 

$3,930.76 

$1,904.09 

$2,092.28 

Deductions — 

Depreciation  or  Appreciation  in  Mar- 

ket Value  of  Securities  Owned. . . . 

$ 8,453.18 

$ 152.50 

$ 12.50 

$ 25.00 

$ 100.00 

Loss  on  Sale  of  Securities 

Custodian  and  Investment  Service 

715.79 

Fees 

Transferred  to  General  Fund  upon 

Treasurer’s  Instructions 

Prize  Awards 

547.05 

14,349.90 

100.00 

100.00 

50.00 

$ 9,716.02 

$14,502.40 

$ 112.50 

$ 75.00 

$ 150.00 

December  31,  1940,  Balance — Capital 

$333,562.10 

$3,818.26 

$1,829.09 

$1,942.28 

Report  of  the  Board  of  Trustees 


To  the  House  of  Delegates;  Gentlemen: 

I have  the  honor  to  report  for  the  Board  of 
Trustees  on  its  supervision  of  the  financial 
affairs  of  the  Society  during  the  past  fiscal  year. 

It  has  carried  out  the  following  routine  duties. 
Contracts  with  the  General  Manager  and  Execu- 
tive Officer  were  renewed,  as  were  contracts  with 
Mr.  Kent  Lighty  for  securing  advertisements  for 
the  Journal  and  Directory  and  for  sale  of  tech- 
nical exhibit  space  for  the  1941  Annual  Meeting. 
Lease  of  the  Albany  office  has  been  renewed  for 
three  years  at  the  same  terms,  to  begin  in  April, 
1941.  The  budget  for  the  fiscal  year  1940-1941 
was  adopted  as  recommended  by  the  Council. 
Later  in  the  year  the  Board  adopted  a tentative 
budget  for  the  calendar  year  1941,  subject  to  the 
action  of  the  House  of  Delegates  on  the  amend- 
ment changing  the  fiscal  year  to  correspond  with 
the  calendar  year  and  the  dues  year.  Following 
the  move  of  the  New  York  office  certain  addi- 
tional appropriations  for  moving  expenses  were 
needed  and  were  approved. 

On  recommendation  of  the  Council,  the  Board 
approved  a change  of  auditors,  it  being  under- 
stood that  the  new  auditors,  J.  K.  Lasser  & Com- 
pany, would  make  a more  comprehensive  audit 
of  the  books  of  the  Society  than  had  been  done 


in  previous  years.  In  this  connection  the  Board 
approved  the  setting  up  of  a new  bookkeeping 
system  suggested  by  the  auditors  and  approved 
by  the  Treasurer. 

On  recommendation  of  the  Council,  the  Board 
approved  additional  appropriations  for  medical 
preparedness,  and  also  for  studies  of  compilation 
system  for  the  Directory  and  the  Society’s  files. 

The  main  concern  of  the  Board  throughout  the 
year  has  been  the  study  of  investments.  In  this 
connection  it  has  had  the  continuous  advice  of 
the  Chase  National  Bank.  Where  it  has  seemed 
wise  to  dispose  of  any  investments,  the  Board 
has,  in  accordance  with  advice,  preferred  to  keep 
the  money  in  the  form  of  cash  in  savings  banks. 

In  general,  the  Board  is  glad  to  report  that  the 
financial  condition  of  the  Society  is  sound,  that 
it  has  continued  to  live  within  its  income  from 
dues  without  curtailing  its  activities. 

Respectfully  submitted, 

James  F.  Rooney,  M.D. 

George  W.  Cottis,  M.D. 

William  H.  Ross,  M.D. 

Thomas  M.  Brennan,  M.D. 

Harry  R.  Trick,  M.D.,  Chairman 
March  12,  1941 
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Report  of  the  Counsel 


To  the  House  of  Delegates;  Gentlemen: 

Your  Counsel  herewith  submits  his  report  of 
the  activities  of  the  Legal  Department  of  the 
Medical  Society  of  the  State  of  New  York  for  the 
period  from  February  1,  1940,  to  and  including 
January  31,  1941. 

Within  the  reasonable  confines  of  a report  of 
this  character  nothing  but  the  barest  outline  of 
the  work  done  in  our  department  can  be  given. 
Conclusions  only  can  be  stated,  but  these  do  not 
give  any  adequate  picture  of  the  work  done  or 
the  responsibility  assumed  by  our  department. 

As  in  other  years  we  again  record  our  apprecia- 
tion for  the  assistance  and  cooperation  furnished 
by  your  officers  and  your  committeemen.  It  has 
indeed  been  a pleasure  to  work  with  them. 

In  making  his  report,  your  Counsel  adheres  to 
the  convenient  category  employed  in  previous 
years  whereby  his  activities  have  been  divided 
into  three  main  divisions:  (a)  the  actual  han- 

dling of  malpractice  actions  before  courts  and 
juries  and  in  the  appellate  tribunals;  (b)  counsel 
work  with  officers,  committees,  and  individual 
members  of  the  Society;  and  (c)  legislative  ad- 
vice and  activities. 

Litigation.  We  again  call  to  the  attention  of 
the  members  the  dangers  done  by  careless,  hasty, 
and  unjustified  criticism  by  one  physician  of  the 
work  of  another.  Of  course,  we  realize  that  in 
most  instances  the  criticizing  doctor  does  not  in- 
tend that  the  patient  shall  commence  a malprac- 
tice action  based  on  his  comment,  but  it  is  equally 
true  that  in  these  parlous  times  not  much  is 
needed  to  plant  in  the  mind  of  a patient  the  seed 
of  litigation  against  another  physician. 

It  is  a fact,  although  not  always  susceptible  of 
proof,  that  many  malpractice  actions  stem  from 
just  such  criticism. 

It  is  pertinent  at  this  point  to  call  to  the  atten- 
tion of  the  members  of  your  Society,  as  we  have 
done  in  previous  years,  the  ever-present  hazard  of 
a malpractice  action  to  the  practicing  physician. 
It  further  should  be  noted  that  the  rights  of  the 
physicians  in  malpractice  actions  are  in  the 
hands  of  lay  jurors,  who,  at  times,  are  unduly  in- 
fluenced by  sympathy,  passion,  prejudice,  or  bias. 

It  was  the  recognition  of  these  factors  that 
many  years  ago  led  the  State  Society  to  initiate  a 
group  plan  of  malpractice  insurance.  For  a 
period  of  nearly  twenty  years  this  plan  has  been 
in  operation.  It  was  recognized  at  the  outset 
that  a union  of  defense  and  indemnity  was  es- 
sential to  the  success  of  the  Group  Plan.  The 
outstanding  success  of  this  plan  is  a matter  of 
record. 

The  Group  Plan  is  one  of  the  most  important 
activities  of  your  Society,  and  it  deserves  the 
loyal  support  of  every  member.  We  should  have 
more  insured  members  in  the  Society  than  we 
now  have.  We  have  heard  many  expressions  of 
regret  voiced  by  uninsured  members  who  have 
been  sued  over  their  failure  to  take  advantage  of 
your  Group  Plan. 

At  this  point  we  should  make  mention  of  the 
fine  spirit  of  cooperation  displayed  by  everyone 
connected  with  the  Yorkshire  Indemnity  Com- 
pany, the  carrier  under  your  Group  Plan.  Now 
entering  their  sixth  year  as  such  carrier,  they 
have  lived  up  in  every  way  to  all  of  the  obliga- 
tions assumed  and,  in  addition,  have  shown 


themselves  to  be  genuinely  and  enthusiastically 
interested  in  assisting  us  in  every  way  to  make 
the  Group  Plan  successful.  We  record  our  ap- 
preciation of  the  cooperation  furnished  by  Mr. 
Horace  Crowell,  Jr.,  claim  agent  of  the  Yorkshire 
Indemnity  Company,  with  whom  your  Counsel 
and  office  staff  are  in  almost  daily  conference  and 
consultation. 

We  should  also  make  mention  of  the  splendid 
work  of  your  Insurance  Committee  headed  by 
Dr.  Clarence  G.  Bandler  and  Mr.  Harry  F.  Wan- 
vig,  your  authorized  insurance  indemnity  repre- 
sentative. With  these  gentlemen  your  Counsel 
has  conferred  on  a number  of  occasions  during 
the  reporting  period. 

For  the  past  decade  appreciation  has  been  ex- 
pressed in  my  report  for  the  splendid  work  of  my 
associates,  Mr.  William  F.  Martin  and  Mr. 
Thomas  H.  Clearwater,  the  attorney  for  the 
Society.  I do  so  again  this  year.  Mr.  Martin’s 
reputation  in  the  defense  of  malpractice  actions 
is  well  and  favorably  known  throughout  the  en- 
tire state.  In  the  thirteen  years  he  has  been 
engaged  in  this  work  he  has  come  to  grips  in  a 
practical  way  with  every  sort  of  medicolegal 
problem.  His  experiences  in  this  field  have  won 
for  him  expressions  of  the  highest  approval  from 
judges,  lawyers,  and  doctors  in  all  parts  of  the 
state,  not  only  for  his  exceptional  ability  as  an 
advocate  but  for  his  fine  personal  qualities  as 
well. 

Mr.  Thomas  H.  Clearwater,  the  attorney  for 
your  Society,  has  had  close  contact  over  many 
years  with  the  members  and  with  its  officers  and 
committeemen.  Mr.  Clearwater  is  a gentleman 
of  exceptional  ability  and  character,  and  he  has 
rendered  to  your  Counsel  at  all  times  the  fullest 
measure  of  cooperation  and  support. 

We  cannot  leave  this  subject  without  paying 
tribute  to  the  splendid  spirit  of  industry,  loyalty, 
and  devotion  manifested  by  your  Counsel’s  entire 
staff,  both  legal  and  clerical. 

With  this  preliminary  statement,  we  note  that 
there  were  commenced  in  the  present  reporting 
period  131  cases  as  against  170  last  year.  These 
figures,  of  course,  do  not  include  a number  of 
claims  outstanding  on  which  suit  may  ultimately 
be  brought.  Of  equal  importance  with  the  ac- 
tual work  of  litigation  is  the  preventative  work 
done  by  your  Counsel  and  his  office  staff. 
Throughout  the  year  we  are  in  consultation  with 
many  claimants  and  their  attorneys,  and  fre- 
quently we  have  been  successful  in  demonstrating 
to  them  in  fact  and  in  law  that  no  valid  claim 
exists.  Thus  these  claims  never  reach  a suit 
stage. 

Table  1 shows  that  during  the  present  report- 
ing period  we  disposed  of  145  cases  as  against  191 
disposed  of  during  the  previous  reporting  period. 
Forty  of  these  cases  were  settled,  and,  of  the  bal- 
ance, 103  were  successfully  terminated  in  favor  of 
the  physicians.  Two  cases  resulted  in  judgments 
in  favor  of  the  plaintiff  as  opposed  to  three  ver- 
dicts for  plaintiffs  in  the  prior  reporting  period. 

We  note  from  Table  1 that  there  were  pending 
as  of  January  31,  1941,  406  cases  as  against  420 
cases  pending  on  January  31,  1940. 

Table  2 gives  a comparison  of  the  number  of 
members  insured  in  1938,  1939,  1940,  and  1941 ; 
the  number  of  members  in  the  count}'  societies; 
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TABLE  1. — Comparison  of  the  Number  of  Suits  Instituted  and  Disposed  of  in  1939-1940  and  1940-1941 


Instituted 

1939-1940  1940-1941 

(12  months)  (12  months) 


Disposed  of 

1939-1940  1940-1941 

(12  months)  (12  months) 


1.  Fractures,  etc 

2.  Obstetrics,  etc 

3.  Amputations 

4.  Burns,  x-rays,  etc 

5.  Operations:  abdominal,  eye,  tonsil,  ear,  etc. 

6.  Needles  breaking 

7.  Infections 

8.  Eye  infections 

9.  Diagnosis 

10.  Lunacy  commitments 

11.  U nclassified — medical 

Totals 


Actions  for  death. 
Infants’  actions. . 


Totals. 


Settled 

Judgment  for  defendant: 
Judgment  for  plaintiff. . . 

Totals 


Pending  on  January  31,  1940. 
Pending  on  January  31,  1941. 


dismissed,  discontinued,  or  abated 


16 

14 

14 

13 

11 

13 

15 

16 

3 

1 

2 

19 

19 

32 

20 

49 

35 

52 

41 

2 

3 

3 

2 

16 

10 

10 

16 

4 

4 

2 

2 

24 

10 

22 

12 

2 

3 

24 

23 

37 

21 

170 

131 

191 

145 

ms 

15 

9 

22 

13 

16 

9 

20 

9 

31 

18 

42 

22 

f 

• 

50 

40 

138 

103 

3 

2 

191 

145 

420 

406 


and  the  percentage  of  insured  members  in  the 
county  societies  and  in  the  entire  State  Society. 

Counsel  Work.  During  the  period  of  this 
report  your  Counsel  prepared  for  the  Society’s 
Journal  articles  in  the  nature  of  editorial  com- 
ment. These  articles  have  included  the  follow- 
ing: 

Malpractice — Sufficiency  of  Evidence;  Dis- 
ciplinary Proceedings — Effect  of  Pardon;  Negli- 
gence— Injuries  to  Nursing  Infant;  Physical 
Examinations  in  Personal  Injury  Actions; 
Libel  of  a Physician;  Quackery  as  Grounds  for 
Disciplinary  Action  Against  Physician;  Liability 
of  Hospital  for  Negligence  of  Nurse;  Charitable 
Hospitals — Liability  for  Malpractice  of  Physi- 
cian. 

Your  Counsel  has  also  digested  reports  of  cases 
concerning  malpractice  actions  held  to  be  of  in- 
terest to  the  members  of  the  medical  profession. 
From  time  to  time  during  the  reporting  period, 
these  case  reports  appeared  in  the  Journal  and 
included  the  following: 

Treatment  of  Fractured  Leg;  X-Ray  Treat- 
ment of  Malignancy;  Fistula  Following  Deliv- 
ery; Plastic  Surgery  of  the  Face;  Alleged  Er- 
roneous Diagnosis  of  Tuberculosis;  Complica- 
tions Following  Appendectomy. 

Your  Counsel  is  pleased  to  learn  from  the  mem- 
bers of  your  Society,  from  time  to  time,  that  they 
enjoy  reading  these  reports  and  articles  and  that 
they  find  them  to  be  interesting  and  instructive. 

Inquiries.  In  addition  to  his  other  duties 
your  Counsel  receives  frequent  requests  for  opin- 
ions, orally  and  in  writing,  on  various  topics. 
Some  of  the  matters  upon  which  advice  has  been 
given  (in  writing)  are  the  following: 

1.  Inquiry  from  a physician  as  to  the  indi- 
vidual liability  of  a hospital  intern  when  sued  for 
malpractice  and  further  as  to  whether  the  hos- 
pital would  be  liable  for  any  judgment  obtained 
against  the  intern. 

2.  Query  as  to  whether  a privately  owned 
hospital  has  an  absolute  right  to  determine  what 
doctors  should  be  members  of  its  staff,  or  allowed 


to  perform  major  surgery,  and  to  make  rules  and 
regulations  to  govern  the  conduct  of  the  staff. 

3.  Request  for  advice  as  to  the  necessity 
of  advising  a patient  that  a broken  surgical 
needle  remained  within  his  finger. 

4.  Several  requests  for  advice  as  to  the  extent 
to  which  a physician  may  testify  in  Court  as  to 
the  physical  condition  of  a patient  without  violat- 
ing the  Statute  with  respect  to  confidential  com- 
munications. 

5.  Inquiry  by  a medical  director  of  a publicly 
owned  and  operated  institution  as  to  the  possi- 
bility of  his  becoming  involved  in  a malpractice 
action  and  the  possible  results  of  such  action. 

6.  Inquiry  as  to  the  possible  personal  lia- 
bility in  cases  of  anesthesia  accidents  of  a physi- 
cian associated  with  a hospital  as  its  superin- 
tendent. 

7.  Request  for  information  as  to  the  extent 
a physician  may  be  required  to  give  expert  testi- 
mony when  compelled  to  attend  Court  on  an 
ordinary  subpoena. 

8.  Inquiry  as  to  whether  a county  welfare 
commissioner  has  the  proper  power  to  limit  the 
earnings  of  physicians  to  a stated  amount  for  any 
calendar  year  and  for  any  one  month. 

9.  Request  for  advice  as  to  whether  a physi- 
cian who  has  some  years  before  treated  a patient 
is  disqualified  from  examining  the  same  patient 
upon  Court  order  in  the  course  of  litigation  in- 
volving that  patient. 

10*  Request  for  opinion  as  to  whether  a duly 
licensed  practicing  physician  is  entitled  legally  to 
change  his  name  without  a court  order. 

11.  Inquiry  regarding  legal  responsibility 
that  might  be  incurred  by  a group  of  physicians 
serving  as  an  advisory  medical  board  to  a hos- 
pital. 

12.  Request  for  advice  with  respect  to 
whether  an  elderly  patient  should  be  told  after  an 
operation  that  there  was  a possibility,  though  not 
a certainty,  that  a sponge  was  left  in  his  abdomen. 

13.  Inquiry  from  a physician  as  to  whether  a 
breach  of  the  confidential  relationship  between 
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TABLE  2. — Comparison  of  the  Number  of  Members  Insured  in  1938,  1939,  1940,  and  1941  and  the  Numbers  of 
Members  in  the  County  Societies  and  the  Percentage  of  Insured  Members* 


1938 

1939 

1940 

1941 

A 

B 

C 

A 

B 

C 

A 

B 

C 

A 

B 

C 

Albany 

285 

159 

56 

298 

166 

56 

301 

182 

60 

304 

186 

61 

Allegany 

31 

12 

40 

33 

12 

36 

38 

14 

37 

40 

14 

35 

Bronx 

1,238 

500 

40 

1,324 

503 

37 

1,364 

512 

38 

1,405 

538 

38 

Broome 

191 

100 

52 

219 

98 

45 

194 

101 

52 

201 

99 

44 

Cattaraugus 

59 

29 

49 

63 

29 

46 

62 

33 

53 

64 

30 

47 

Cayuga 

61 

44 

72 

63 

45 

71 

70 

46 

66 

70 

46 

66 

Chautauqua 

96 

57 

60 

103 

56 

54 

101 

57 

56 

102 

58 

57 

Chemung 

74 

43 

58 

83 

50 

60 

86 

52 

60 

89 

57 

64 

Chenango 

32 

17 

53 

37 

20 

54 

35 

19 

54 

36 

21 

58 

Clinton 

35 

24 

69 

37 

22 

60 

40 

26 

65 

46 

26 

57 

Columbia 

36 

9 

25 

38 

8 

21 

41 

10 

24 

41 

10 

24 

Cortland 

29 

16 

55 

28 

12 

43 

29 

11 

38 

35 

14 

40 

Delaware 

30 

16 

53 

28 

17 

61 

30 

16 

53 

35 

18 

51 

Dutchess 

172 

25 

15 

174 

30 

17 

183 

36 

20 

182 

37 

20 

Erie 

857 

298 

35 

894 

305 

34 

895 

328 

37 

898 

348 

39 

Essex 

28 

13 

46 

29 

13 

45 

26 

15 

58 

32 

13 

41 

Franklin 

53 

24 

45 

60 

21 

35 

63 

29 

46 

60 

29 

48 

Fulton 

52 

29 

56 

54 

34 

63 

55 

32 

58 

55 

34 

62 

Genesee 

34 

17 

50 

35 

20 

57 

37 

21 

57 

42 

25 

60 

Greene 

33 

21 

64 

34 

19 

56 

34 

20 

59 

33 

20 

61 

Herkimer 

41 

32 

80 

52 

33 

63 

52 

35 

67 

56 

26 

46 

Jefferson 

94 

55 

58 

94 

47 

50 

92 

50 

54 

93 

52 

56 

Kings 

2,674 

1,169 

43 

2,814 

1,160 

41 

2,867 

1,184 

41 

2,925 

1,218 

42 

Lewis 

15 

10 

67 

16 

8 

50 

14 

7 

50 

20 

9 

45 

Livingston 

46 

15 

33 

47 

12 

26 

48 

14 

29 

45 

13 

29 

Madison 

39 

17 

43 

41 

17 

41 

43 

21 

49 

45 

21 

47 

Monroe 

473 

255 

54 

506 

257 

51 

521 

263 

50 

553 

266 

48 

Montgomery 

55 

13 

24 

57 

12 

21 

60 

13 

22 

60 

14 

23 

Nassau 

348 

205 

59 

378 

218 

58 

404 

236 

58 

451 

257 

57 

New  York 

4,716 

2,479 

54 

4,980 

2,467 

50 

5,103 

2,535 

50 

5,242 

2,651 

51 

Niagara 

124 

58 

47 

134 

59 

44 

136 

64 

47 

145 

66 

46 

Oneida 

211 

107 

51 

232 

105 

45 

240 

115 

51 

244 

115 

47 

Onondaga 

365 

209 

57 

383 

209 

55 

402 

220 

55 

407 

223 

55 

Ontario 

86 

41 

48 

89 

39 

44 

81 

37 

46 

83 

38 

46 

Orange 

155 

100 

65 

149 

95 

64 

163 

99 

61 

173 

104 

60 

Orleans 

21 

6 

29 

22 

5 

23 

24 

8 

33 

24 

8 

33 

Oswego 

49 

33 

67 

56 

36 

64 

52 

32 

62 

52 

34 

65 

Otsego 

53 

30 

57 

63 

27 

43 

64 

35 

55 

65 

34 

52 

Putnam 

15 

6 

40 

15 

6 

40 

16 

5 

31 

15 

6 

40 

Queens 

839 

401 

48 

901 

425 

46 

990 

463 

47 

1,044 

530 

51 

Rensselaer 

119 

55 

46 

129 

59 

46 

132 

67 

51 

132 

72 

55 

Richmond 

122 

46 

38 

132 

47 

36 

134 

52 

39 

133 

57 

43 

Rockland 

77 

34 

44 

83 

33 

40 

91 

36 

40 

99 

38 

38 

St.  Lawrence 

67 

28 

42 

73 

27 

37 

75 

29 

39 

80 

30 

38 

Saratoga 

65 

39 

60 

71 

38 

53 

70 

36 

51 

66 

36 

55 

Schenectady 

137 

84 

61 

145 

87 

60 

151 

82 

54 

156 

81 

52 

Schoharie 

18 

13 

72 

19 

14 

74 

21 

16 

76 

19 

16 

84 

Schuyler 

10 

2 

20 

12 

2 

17 

12 

2 

17 

11 

2 

18 

Seneca 

29 

12 

41 

31 

12 

39 

28 

12 

43 

28 

11 

39 

Steuben 

74 

. 46 

62 

81 

48 

59 

81 

47 

58 

80 

47 

59 

Suffolk 

203 

103 

51 

223 

109 

49 

227 

114 

50 

236 

119 

51 

Sullivan 

48 

31 

67 

47 

26 

55 

54 

24 

44 

53 

25 

47 

Tioga 

28 

12 

43 

30 

12 

40 

32 

13 

41 

30 

12 

40 

Tompkins 

64 

33 

52 

70 

36 

51 

73 

34 

47 

75 

36 

48 

Ulster 

81 

27 

33 

79 

25 

32 

80 

28 

35 

90 

30 

33 

Warren 

58 

27 

47 

63 

27 

43 

64 

28 

44 

64 

29 

45 

Washington 

40 

15 

38 

41 

15 

37 

40 

15 

38 

46 

17 

37 

Wayne 

56 

24 

43 

57 

24 

42 

63 

28 

44 

64 

31 

48 

Westchester 

608 

365 

60 

640 

370 

58 

683 

392 

57 

711 

409 

58 

Wyoming 

30 

12 

40 

32 

14 

44 

32 

14 

44 

32 

14 

44 

Y ates 

20 

17 

85 

22 

14 

64 

24 

16 

67 

26 

17 

65 

15,799 

7,719 

49 

16,743 

7,756 

46 

17,224 

8,081 

47 

17,743 

8,437 

48 

* A — number  of  members  in  county  society;  B — number  of  members  insured;  C — percentage  insured. 


physician  and  patient  would  give  rise  to  a cause 
of  action  for  damages. 

14.  Inquiry  as  to  legality  and  ad  visibility  of 
certain  plans  whereby  a committee  of  physicians, 
acting  with  the  welfare  commissioner,  should 
have  a part  in  the  administration  of  medical  care 
in  relief  cases. 

15.  Inquiry  from  a physician  as  to  ethical 
questions  in  connection  with  his  becoming  in- 
volved in  a personal  injury  action. 

16.  Request  for  a form  of  release  to  be  signed 
by  a patient  leaving  a hospital  against  advice  of 
her  physician. 

17.  An  inquiry  as  to  the  extent  to  which  a 
board  of  education  may  inspect  the  medical  rec- 
ords of  pupils  kept  by  a school  physician. 

18.  Inquiry  from  a physician,  chief-of-staff  at 


a hospital,  for  information  concerning  his  legal 
responsibility  for  the  acts  of  other  physicians 
serving  on  the  hospital  staff. 

19.  Requests  from  a plastic  surgeon  for  a 
special  form  of  operative  consent  to  guard 
against  actions  based  upon  breach  of  contract  or 
warranty. 

20.  Inquiry  as  to  whether  information  of  a# 
confidential  nature  may  be  revealed  to  an  agency 
of  the  Federal  Government. 

21.  Inquiry  from  a hospital  superintendent  as 
to  what  cases  require  a husband’s  consent  to  an 
operation  upon  his  wife,  and  with  respect  to  the 
nature  of  consent  required  in  cases  of  minors. 

22.  Inquiry  concerning  the  right  of  a physi- 
cian to  testify  in  another  state,  at  a defendant’s 
request,  regarding  matters  discovered  and  treat- 
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ment  rendered  to  a plaintiff  at  a time  when  she 
had  been  his  patient. 

23.  Inquiry  concerning  the  rights  of  one  phy- 
sician to  reveal  to  another  physician  confidential 
matters  concerning  a patient. 

24.  Request  for  various  forms  of  consents  to 
operations,  and  for  forms  of  release  for  use  when 
patient  leaves  hospital  against  his  physician’s 
advice. 

25.  Inquiry  from  a physician  as  to  the  pro- 
priety of  his  giving  information  to  the  attorney 
for  a man  who  was  suing  his  wife  for  annulment, 
which  information  would  relate  to  the  physical 
condition  of  the  wife  prior  to  their  marriage. 

26.  Request  from  a county  medical  society 
for  advice  as  to  whether  certain  action  could 
legally  be  taken  by  resolution,  rather  than  by 
amendment  to  bylaws. 

27.  Inquiry  from  the  secretary  of  a county 
medical  society  as  to  the  type  of  consent  neces- 
sary for  a sterilizing  operation. 

28.  Inquiry  from  the  secretary  of  a county 
society  as  to  whether  paid  notices  in  programs  of 
charitable  functions  inserted  by  physicians  con- 
stitute a violation  of  Medical  Ethics. 

29.  Request  for  an  opinion  as  to  the  applica- 
bility in  New  York  State  of  a case  decided  in 
another  jurisdiction  relating  to  the  disciplining  of 
physicians. 

30.  Request  by  the  secretary  of  a county 
society  for  opinion  as  to  whether  certain  acts  by 
a physician  constitute  advertising  and  a basis 
for  disciplinary  action. 

At  the  request  of  the  House  of  Delegates,  your 
Counsel  during  the  past  year  has  published,  from 
time  to  time,  in  the  Society’s  Journal  certain 
such  inquiries  together  with  your  Counsel's 
answer  to  such  inquiries,  which  related  to  sub- 
jects of  general  interest  to  the  members  of  the 
profession. 

Other  Counsel  Activities.  Your  Counsel, 
acting  with  the  Committee  on  Bylaws,  examined 
various  proposed  amendments  to  the  Constitu- 
tion and  Bylaws  of  the  State  Society  and  of  a 
number  of  component  county  societies  and  has 
rendered  advice  and  made  suggestions  in  connec- 
tion therewith. 

Your  Counsel  drew  the  contracts  between  Mr. 
Kent  Lighty  and  the  State  Society  with  reference 
to  advertising  matter  in  the  New  York  State 
Journal  of  Medicine,  the  Medical  Directory  of 
New  York,  New  Jersey , and  Connecticut , and  the 
Commercial  Exhibits. 


Your  Counsel  also  drew  the  contract  between 
the  Society  and  Dr.  Joseph  S.  Lawrence,  its  ex- 
ecutive officer. 

Your  Counsel  drew  the  contract  between  the 
Society  and  Dr.  Peter  Irving,  its  secretary  and 
general  manager. 

Your  Counsel  drew  the  contract  between  the 
Society  and  Mr.  Dwight  Anderson,  as  direc- 
tor of  the  Public  Relations  Bureau  and  business 
manager  of  the  New  York  State  Journal  of 
Medicine  and  the  Medical  Directory  of  New 
York , New  Jersey,  and  Connecticut . 

Your  Counsel  has  conferred  at  various  times 
with  members  of  the  various  committees  on  cer- 
tain phases  of  their  work. 

Your  Counsel  attends  and  advises  at  the 
monthly  meetings  of  the  Council  of  your  Society. 

Mr.  Clearwater,  the  attorney  for  the  Society, 
has  been  in  consultation  with  the  Joint  Com- 
mittee on  Medical  Jurisprudence  to  cooperate 
with  the  Special  Committee  of  the  Bar  Associa- 
tion and  has  attended  a number  of  meetings  of  the 
Bar  Association  in  connection  therewith. 

In  addition  to  the  above,  your  Counsel  is  con- 
stantly in  communication  by  telephone  and  letter 
with  Dr.  Peter  Irving,  secretary  and  general 
manager  of  the  Medical  Society  of  the  State  of 
New  York,  with  regard  to  the  many  questions 
that  arise  almost  daily  in  connection  with  his 
work. 

Also  it  should  be  noted  that  daily  telephone 
calls  from  members  of  the  Society  come  to  your 
Counsel  and  his  office  staff  which  require  advice 
and  assistance  on  various  problems  in  connection 
with  the  members’  practice.  Most  of  these  tele- 
phone inquiries  present  emergency  situations 
that  cannot  be  handled  by  correspondence. 

Legislative  Advice  and  Activities.  At  the 
writing  of  this  report  the  legislature  has  been  in 
session  about  one  month. 

Your  Counsel  has  already  examined  some  bills 
affecting  the  medical  profession  and  has  given 
advice  with  respect  thereto. 

Conclusion.  Once  again  in  closing  this  report, 
we  record  our  grateful  appreciation  to  the  mem- 
bers of  your  Society  who  have  assisted  us  in  the 
defense  of  malpractice  actions  both  in  court  and 
in  consultation.  Without  their  assistance  so 
generously  given  we  could  not  have  obtained  the 
results  shown  in  this  report. 

Respectfully  submitted, 
Lorenz  J.  Brosnan,  Counsel 


Amendments  to  Constitution  and  Bylaws 


To  the  House  of  Delegates;  Gentlemen: 

At  your  last  meeting  there  were  considered 
seven  separate  amendments  to  the  Constitu- 
tion and  Bylaws,  two  of  which  have  now  been 
• combined.  These  amendments  were  placed 
on  the  table  for  action  at  the  1941  session, 
and  they  will  not  go  to  reference  committees 
but  to  you  as  a whole.  It  is  earnestly  re- 
quested that  each  and  every  member  digest 
these  in  advance  and  be  prepared  for  dis- 
cussion. Under  the  present  bylaws  “the 
affirmative  vote  of  two-thirds  of  the  House  of 


Delegates  present  and  voting  shall  be  neces- 
sary for  adoption.”  These  amendments 
cover: 

A.  Change  of  Dues  Year  and  Fiscal  Year. 

B.  Amendment  of  Previous  Amendment. 

C.  Rearrangement  of  Sessions  of  the 

House  of  Delegates. 

D.  Payment  of  Expenses  of  District 

Branch  Presidents  Attending  the 
House  of  Delegates  as  District  Dele- 
gates. 
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E.  Duties  of  Officers. 

F.  Jurisdiction  of  Board  of  Censors. 

Amendments 

A.  Change  of  Dues  Year  and  Fiscal  Year 
This  has  to  do  with  change  of  the  Dues  Year 
and  Fiscal  Year  so  that  both  shall  coincide 
with  the  Calendar  Year.  Previous  to  1939 
the  Dues  Year  had  been  the  Calendar  Year 
while  the  Fiscal  Year  had  begun  July  1 and 
ended  June  30  of  the  succeeding  year.  In 
1939,  the  House  of  Delegates  had  retained  the 
Fiscal  Year  from  July  1 to  June  30,  but 
changed  the  Dues  Year  to  coincide  with  the 
Fiscal  Year.  Because  this  was  found  im- 
practical, particularly  as  related  to  the 
change  in  the  Dues  Year,  the  Council  sub- 
mitted an  amendment  in  1940  so  that  both 
Dues  Year  and  Fiscal  Year  shall  hereafter 
coincide  with  the  Calendar  Year,  as  follows: 
Chapter  V. — Board  of  Trustees , Section  2. — 
Change  last  sentence  by  deleting  words 
“July  1,”  and  “June  30  of  the  following  year/' 
and  inserting  the  words  “January  1”  and 
“December  31  of  each  calendar  year”  making 
it  read: 

“The  fiscal  year  shall  begin  January  1 and 
end  December  31  of  each  calendar  year.” 
Chapter  I. — Membership , Section  2. — Change 
(a),  last  sentence,  by  deleting  the  words 
“July  1 to  June  30  of  the  succeeding  year,” 
and  inserting  the  words  “January  1 to  De- 
cember 31  of  each  year,”  making  it  read: 
“The  dues  year  shall  coincide  with  the  fiscal 
year,  January  1 to  December  31  of  each  year.” 
Chapter  I — Section  2. — Change  (b),  first 
sentence,  by  deleting  the  words  “December 
31,”  and  inserting  the  words  “May  31,” 
making  it  read : 

“A  member  whose  dues  and  assessments  are 
unpaid  after  May  31  of  any  current  year  is 
not  in  good  standing.” 

Change  (c)  by  deleting  the  words  “June 
30,”  and  inserting  the  words  “December  31.” 
making  it  read : 

“A  member  whose  dues  and  assessments  are 
unpaid  after  December  31  of  any  current 
year  shall  automatically  be  dropped  from 
the  rolls  of  membership  of  both  county  and 
state  societies,  without  notice  to  such  member 
by . . . .” 

Delete  (d),  winch  now  reads:  “The  change  of 

the  dues  year  shall  first  become  operative ” 

Change  (e)  by  deleting  the  wmrds  “May  1,” 
and  “Ensuing  fiscal”  and  inserting  the  words 
“November  1,”  and  “succeeding,”  making  it 
read: 

“Dues  and  State  assessment  of  a member 
elected  or  reinstated  after  November  1 shall 
be  credited  to  the  succeeding  year;  all  rights 
and  privileges  of  membership,  however,  dating 
from  the  time  of  election.” 


B.  Amendment  of  Previous  Amendment 
This  was  notice  that  the  Medical  Society  of 
the  County  of  Kings  had  resolved  to  amend 
the  preceding  amendment,  Chapter  7,  Section 
2 (e),  to  make  that  portion  read: 

“Dues  and  State  assessment  of  a member 
elected  or  reinstated  after  October  1 shall  be 
credited  to  the  succeeding  year;  all  rights  and 
privileges  of  membership,  however,  dating 
from  the  time  of  election.” 

C.  Rearrangements  of  Sessions  of  the  House 
of  Delegates 

This  amendment  was  presented  to  the  1940 
House  of  Delegates  by  Dr.  Peter  Irving, 
General  Manager,  reading  as  follows: 

Chapter  III , Section  J+,  the  first  sentence  shall 
be  altered  by  the  substitution  of  the  words 
“last  day”  for  the  words  “second  day”  making 
the  first  sentence  of  Section  4 read: 

“The  first  order  of  business  on  the  last  day 
of  the  session  of  the  House  of  Delegates  of 
each  annual  meeting  shall  be  the  nomina- 
tion for  officers  of  the  Society  and  other  mem- 
bers of  the  Council,  a member  of  the  Board  of 
Trustees,  delegates  to  the  American  Medical 
Association,  and  the  appointment  of  a suffi- 
cient number  of  tellers  by  the  Speaker.” 

The  House  instructed  the  Council  to  reword 
this  amendment  in  order  to  clarify  its  meaning. 
This  the  Council  has  done,  at  the  same  time 
taking  cognizance  of  notice  of  an  amendment 
by  Dr.  Arthur  J.  Bedell  that  would  add  a new 
Section  to  Chapter  II  of  the  Constitution  to 
the  effect  that: 

“No  new  resolution  may  be  presented  on  the 
last  day  of  session  of  the  House  of  Delegates 
without  a two-thirds  affirmative  vote.” 

These  two  amendments  have  been  fitted 
together  by  the  Council  with  the  full  approval 
of  Dr.  Bedell,  and  the  result  follows: 

Chapter  II,  Section  3,  add  three  additional 
sentences,  instead  of  adding  a new  section,  to 
read: 

“At  least  thirty  (30)  days  before  the  Annual 
Meeting  of  the  House  of  Delegates,  the 
Speaker  shall  announce  a schedule  of  the  ad- 
journed sessions  of  the  House  of  Delegates. 
This  schedule  may  be  amended  by  the  House  of 
Delegates  during  its  convention.  No  new 
resolution  shall  be  introduced  at  the  last 
scheduled  session  except  by  a two-thirds  vote 
of  the  House.” 

Chapter  III,  Section  1,  to  effect  the  purpose  of 
the  amendment  to  Chapter  III,  Section  4,  it 
wras  found  necessary  to  change  the  first  sen- 
tence of  this  Section  by  deleting  the  words 
“second  day’s,”  and  inserting  the  w’ords  “last 
scheduled,”  making  it  read: 

“The  Officers,  members  of  the  Council  and  of 
the  Board  of  Trustees  of  the  Society,  and  the 
Delegates  to  the  American  Medical  Association 
shall  be  elected  as  the  first  business  of  the  last 
scheduled  session  of  the  annual  meeting  of  the 
House  of  Delegates.” 
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Chapter  111,  Section  J+,  change  the  first  sentence 
of  this  Section  by  deleting  the  words  “on  the 
second  day  of  the  session  of  the  House  of  Dele- 
gates of  each  Annual  Meeting/’  and  inserting 
the  words  “at  the  last  scheduled  session  of  each 
Annual  Meeting  of  the  House  of  Delegates,” 
making  it  read : 

“The  first  order  of  business  at  the  last  sched- 
uled session  of  each  Annual  Meeting  of  the 
House  of  Delegates  shall  be  the  nominations 
for  officers  of  the  Society ” 

D.  Payment  of  Expenses  of  District  Branch 
Presidents  Attending  the  House  of  Delegates 
as  District  Delegates 

Dr.  Theodore  West  of  Westchester  County 
introduced  the  following  amendment  at  the 
1940  House  of  Delegates  to  amend  Chapter  X, 
Section  1,  by  insertion  of  an  additional 
sentence  after  the  fifth  sentence  to  read: 
“Presidents  of  the  District  Branches  sitting  in 
the  House  of  Delegates  shall  be  allowed  neces- 
sary expenses.” 

E.  Duties  of  Officers 

Dr.  George  W.  Kosmak  introduced  the  follow- 
ing amendment  at  the  1940  House  of  Dele- 
gates to  amend  Chapter  VII,  by  insertion  of  a 
new  section,  Section  10- A,  to  read: 

“An  assistant  to  the  Treasurer  shall  be  ap- 
pointed annually  by  the  Council  at  its  or- 
ganization meeting,  who  shall  serve  and  be 
subject  to  the  supervision  and  order  of  the 
Treasurer,  shall  be  adequately  bonded,  have 


no  voice  or  vote  in  any  meeting,  shall  be 
suitably  remunerated  through  an  order  of  the 
Council  and  be  empowered  to  sign  checks  in 
special  rotating  funds  to  be  set  up  as  needed  bv 
the  Trustees.” 

F.  Jurisdiction  of  Board  of  Censors 
Dr.  Peter  Murray  of  New  York  County  intro- 
duced the  following  amendment  at  the  1940 
House  of  Delegates  to  amend  Chapter  VI, 
Section  2,  by  repealing  and  deleting  therefrom 
the  second  sentence  of  said  section  beginning 
with  the  words  “Any  member”  and  ending 
with  the  words  “component  county  society” 
and  enacting  and  inserting,  in  lieu  thereof, 
the  following: 

“Any  member  of  any  component  medical 
society  who  shall  have  been  disciplined  or 
directed  to  suffer  discipline  in  any  degree  by 
any  final  decision  of  his  county  medical  society 
and  who  shall  have  exhausted  his  right  of  appeal, 
if  any,  with  any  such  county  medical  society, 
feeling  aggrieved  by  the  decision  of  such 
society,  may  appeal  to  the  Board  of  Censors  of 
this  Society  from  the  decision  of  such  com- 
ponent medical  society  by  filing  a notice  of 
appeal  with  the  Secretary  of  this  Society  and 
with  the  Secretary  of  such  component  medical 
society  within  three  months  after  such  final 
decision  by  such  component  medical  society.” 

Respectfully  submitted, 

Louis  H.  Bauer,  M.D.,  Speaker 
Peter  Irving,  M.D.,  Secretary 


Report  of  the  First  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  annual  meeting  of  the  First  District 
Branch  was  held  at  St.  Luke’s  Hospital  and  at 
the  Woman’s  Hospital,  in  New  York  City,  on 
October  9,  1940. 

Following  the  custom  of  the  past  few  years, 
the  program  was  arranged  by  the  staffs  of  the 
two  hospitals,  beginning  at  8:00  a.m.  and  con- 
tinuing until  5:30  p.m.  There  were  clinics, 
demonstrations,  and  lectures  covering  practi- 
cally every  field  of  medicine,  affording  the  men 
in  the  district  a complete  “refresher  session”  in 
whatever  department  of  medicine  they  desired. 

The  attendance  was  the  best  for  several  years, 
which  we  believe  indicates  that  this  is  the  type 
of  meeting  that  the  men  prefer. 

All  credit  for  the  arrangement  and  execution  of 
the  program  should  be  given  to  Dr.  Edward  J. 
Donovan  and  Dr.  Albert  H.  Aldridge. 

We  wish  to  extend  our  appreciation  to  them 
and  to  the  superintendent  of  St.  Luke’s  Hospital 
for  the  delightful  luncheon. 

Immediately  after  luncheon,  Dr.  James  M. 
Flynn,  president  of  the  State  Society,  made  a 
short  and  forceful  address,  which  was  well  re- 
ceived. Following  this,  election  of  officers  was 
held,  and  the  following  men  were  elected: 
president,  Dr.  Alexander  N.  Selman,  Spring 
Valley;  first  vice-president,  Dr.  Morris  R. 
Bradner,  Warwick;  second  vice-president,  Dr. 


James  G.  Morrissey,  Yonkers;  secretary,  Dr. 
Isidore  J.  Landsman,  Bronx;  treasurer,  Dr. 
Aaron  Sobel,  Poughkeepsie. 

Respectfully  submitted, 
Theodore  West,  M.D.,  President 
December  23,  1940 

Report  of  the  Second  District  Branch 

To  the  House  of  Delegates ; Gentlemen: 

The  annual  meeting  of  the  Second  District 
Branch  was  held  at  Mitchel  Field,  Garden  City, 
through  the  courtesy  of  the  commanding  officer 
of  that  station  on  November  13,  1940.  The 
scientific  program  was  devoted  to  military 
medicine. 

The  program  was  as  follows — Morning  Ses- 
sion: “Plans  of  the  Medical  Profession  for 

National  Preparedness  and  Mobilization,”  Dr. 
Samuel  J.  Kopetzky,  chairman,  Council  Com- 
mittee on  Medical  Preparedness,  Medical  Society 
of  the  State  of  New  York;  “General  Principles 
of  Medico-Military  Care  and  Evacuation,” 
Colonel  Julius  Blank,  M.C.,  U.  S.  A.  Head- 
quarters, 2nd  Corps  Area;  “Plastic  Surgery  in 
Connection  with  General  Medical  Work,” 
Dr.  Clarence  R.  Straatsma,  past-president, 
Society  of  Plastic  and  Reconstructive  Surgery. 

At  the  afternoon  session  the  following  talks 
were  given:  “The  Treatment  of  Head  Injuries,” 
Lieutenant-Colonel  M.  F.  DuFrenne,  M.C., 
U.  S.  A.,  post  surgeon,  Fort  Jay,  New  York; 
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“Hospitalization,  in  the  Zone  of  the  Interior  and 
in  the  Theatre  of  Operations,”  Colonel  Floyd 
Kramer,  M.C.,  U.  S.  A.,  post  surgeon,  Fort 
Totten,  New  York;  “The  Practical  Phases  of 
the  Early  Recognition  and  Management  of 
Shock,”  Dr.  Virgil  Moon,  professor  of  pathology, 
Jefferson  Medical  College;  “Aviation  Medicine,” 
Lieutenant-Colonel  Charles  L.  Maxwell,  M.C., 
U.  S.  A.,  post  surgeon,  Mitchel  Field. 

Between  the  morning  and  afternoon  sessions, 
there  was  a luncheon  at  the  Officers’  Club  which 
was  attended  by  240  physicians  and  members 
of  the  Woman’s  Auxiliaries  of  the  four  county 
societies  composing  the  branch.  This  was  the 
largest  attendance  ever  recorded  at  any  meeting 
of  the  branch.  Dr.  James  M.  Flynn,  president 
of  the  Medical  Society  of  the  State  of  New  York, 
addressed  the  gathering. 

The  four  Woman’s  Auxiliaries  held  a morning 
session  at  the  Officers’  Club,  and  an  afternoon 
session  at  the  same  place.  The  afternoon  ses- 
sion was  addressed  by  Dr.  Kopetzky,  president- 
elect of  the  Medical  Society  of  the  State  of  New 
York. 

A short  business  session  was  held  immediately 
after  the  luncheon  and  the  following  officers  were 
elected  for  the  term  1941-1943:  president, 

Dr.  Burdge  P.  MacLean,  Huntington;  first  vice- 
president,  Dr.  Francis  G.  Riley,  Jamaica;  second 
vice-president,  Dr.  John  B.  D’Albora,  Brooklyn; 
secretary-treasurer,  Dr.  Charles  F.  McCarty, 
Brooklyn. 

Besides  Dr.  Flynn  and  Dr.  Kopetzky,  other 
officers  of  the  State  Society  who  honored  us  by 
their  presence  were  Dr.  Peter  Irving,  secretary 
and  general  manager,  and  Dr.  Joseph  S.  Law- 
rence, executive  officer.  Thanks  are  due  to  Dr. 
Lawrence,  who  handled  the  registration,  and  to 
Mrs.  Luther  H.  Kice,  president  of  the  State 
Auxiliary,  and  Mrs.  A.  C.  Martin,  president  of 
the  Nassau  County  Auxiliary,  who  arranged  the 
auxiliary  meeting. 

During  my  two-year  term  of  office,  I have 
twice  visited  each  county  society  composing  the 
branch. 

Respectfully  submitted, 

L.  H.  Bauer,  M.D.,  President 

February  1,  1941 

Report  of  the  Third  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  thirty-fourth  annual  meeting  of  the  Third 
District  Branch  of  the  Medical  Society  of  the 
State  of  New  York  was  held  at  the  Colonie 
Country  Club  at  Albany  on  September  17,  1940. 
During  the  morning  and  afternoon  sessions  there 
were  presented  several  timely  papers  by  recog- 
nized authorities  and  these  were  much  discussed 
by  those  present  at  the  meeting.  Among  the 
subjects  presented  were  “Gastric  Hemorrhage,” 
“Present  Status  of  Sulfathiazole,”  “Observations 
on  Human  Refrigeration,”  “Specific  Treatment 
of  Pneumonia,”  and  “Spa  Therapy.” 

At  the  noon  luncheon,  Dr.  James  M.  Flynn, 
president  of  the  State  Society,  made  a brief  but 
pertinent  address;  this  was  followed  by  a short 
discussion  by  Dr.  Peter  Irving,  secretary  of  the 
State  Society.  Mr.  Dwight  Anderson,  director 
of  the  Public  Relations  Bureau  of  the  State 
Society,  took  a bow.  Also  Dr.  Louis  C.  Kress, 


director  of  the  State  Health  Department, 
Division  of  Cancer  Control,  spoke  briefly  on  the 
problem  of  registration  of  cancer  cases. 

Following  the  luncheon  period,  election  of 
officers  took  place  with  the  following  results: 
president,  Dr.  Mahlon  H.  Atkinson,  Catskill; 
first  vice-president,  Dr.  Stephen  H.  Curtis, 
Troy;  second  vice-president,  Dr.  Homer  L. 
Nelms,  Albany;  Secretary,  Dr.  Harry  Golembe, 
Liberty;  Treasurer,  Dr.  Henry  C.  Galster, 
Hudson. 

A total  of  eighty-six  persons  attended  this 
meeting,  of  whom  ten  were  not  members  of  the 
district.  The  largest  group  came  from  Albany 
County;  Rensselaer  County  was  quite  well 
represented;  and  attendance  from  other  coun- 
ties of  the  district  varied  from  two  to  four  mem- 
bers from  each.  When  the  high  standard  of  the 
program  and  its  practical  value  to  the  general 
physician  are  considered,  the  attendance  at  this 
meeting  was  far  below  what  it  should  have  been. 

A factor  that  may  have  contributed  to  the 
poor  attendance  was  the  delay  in  receiving 
programs.  For  about  one  week  before  the  time 
of  meeting,  it  required  daily  calls  to  the  New 
York  office  to  expedite  the  releasing  of  the  pro- 
grams. They  finally  came  but  most  members 
of  this  district  did  not  receive  the  programs  until 
the  day  before  the  meeting  and  some  had  not  yet 
received  their  copies  when  they  arrived  at  the 
meeting.  Obviously,  such  delay  is  a serious 
handicap  if  attendance  at  the  meetings  is  to  be 
maintained. 

Respectfully  submitted, 

Arthur  M.  Dickinson,  M.D.,  President 
February  11,  1941 

Report  of  the  Fourth  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  thirty-fourth  annual  meeting  of  the 
Fourth  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  was  held  on  Tuesday 
and  Wednesday,  October  1 and  2,  1940,  at  the 
Hotel  Van  Curler,  Schenectady. 

The  meeting  opened  with  a scientific  session  on 
Tuesday,  October  1,  at  about  2:00  p.m.  The 
following  papers  were  presented:  “Proprietary 
Medicines,”  by  Dr.  A.  H.  Aaron,  Buffalo,  pro- 
fessor of  clinical  medicine,  University  of  Buffalo 
School  of  Medicine;  “Problem  Fractures  about 
the  Elbow,”  by  Dr.  Clay  Ray  Murray,  New 
York,  associate  professor  of  surgery,  College  of 
Physicians  and  Surgeons,  Columbia  University; 
“Acute  Cardiovascular  Emergencies,”  by  Dr. 
John  E.  Deitrick,  New  York;  “Convalescence 
at  the  Spa,”  by  Dr.  Edward  J.  Callahan,  Sara- 
toga Springs. 

These  papers  were  received  with  a good  deal  of 
interest  by  the  members  present  and  were  well 
discussed. 

Following  the  papers  the  meeting  was  briefly 
addressed  by  Dr.  Louis  C.  Kress,  director  of  the 
Cancer  Control  Division  of  the  New  York  State 
Department  of  Health,  who  endeavored  to  im- 
press on  our  members  the  necessity  and  im- 
portance of  reporting  cases  of  malignant  tumors. 

A business  meeting  followed,  at  which  time  the 
following  officers  were  elected  for  the  years  1941 
1942:  president,  Dr.  E.  Harrison  Ormsby, 

Amsterdam;  first  vice-president,  Dr.  William 
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Warriner  Woodruff,  Saranac  Lake;  second  vice- 
president,  Dr.  Harold  A.  Peck,  Glens  Falls; 
secretary,  Dr.  John  E.  Free,  Ogdensburg; 
treasurer,  Dr.  F.  Leslie  Sullivan,  Scotia. 

The  officers  and  visiting  members  of  the 
Fourth  District  Branch  were  guests  of  the 
Schenectady  County  Medical  Society  at  a dinner 
held  in  the  evening  at  the  Hotel  Van  Curler. 

President  S.  C.  Clemans  presided  and  addresses 
were  given  by  the  state  president,  Dr.  James  M. 
Flynn,  who  spoke  on  the  need  for  membership  in 
the  State  Society  and  what  the  Society  has  to 
offer  its  members.  Dr.  Samuel  J.  Kopetzky, 
president-elect,  spoke  on  the  organization  for 
Medical  Military  Service. 

Entertainment  was  furnished  by  an  orchestra 
composed  of  members  of  the  Schenectady 
County  Society,  who  rendered  both  vocal  and 
instrumental  solos  as  well  as  orchestral  numbers. 

The  Woman’s  Auxiliary  of  Schenectady  enter- 
tained the  ladies  from  the  other  counties  of  the 
district  in  the  afternoon  and  also  as  their  guests 
at  the  dinner  in  the  evening. 

The  second  scientific  session  began  at  9:30 
a.m.  on  Wednesday,  October  2,  at  which  time 
the  following  papers  were  presented  and  received 
a great  deal  of  instructive  discussion:  “Pento- 
thal  Sodium  in  General  Surgery,”  by  Dr.  Edward 
S.  McDowell,  Plattsburg — collaborators:  Dr. 

William  W.  Johnson  and  Dr.  William  H.  Ladue, 
Plattsburg;  “Medical  Care  of  the  Indigent 
Sick,”  by  Dr.  Louis  H.  Bauer,  Hempstead; 
“Treatment  of  Unusual  Fractures,”  Lantern 
Slide  Demonstration  by  Dr.  Frederick  F.  Mc- 
Gauley,  Schenectady. 

This  branch  meeting  was  successful  in  having  a 
large  attendance  from  the  various  counties  com- 
prising the  branch  and  its  officers  are  indebted  to 
the  officers  and  members  of  the  Schenectady 
County  Medical  Society  in  arranging  and  taking 
care  of  the  annual  meeting  so  well. 

Respectfully  submitted, 

S.  C.  Clemans,  M.D.,  President 

January  20,  1941 


Report  of  the  Fifth  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  thirty-fourth  annual  meeting  of  the  Fifth 
District  Branch  was  held  in  the  Hotel  Snyder, 
Little  Falls,  on  September  24,  1940.  Seventy 
members  and  guests  were  present.  The  following 
program  was  presented:  “Newer  Concepts  of 
Hypertension,”  by  Dr.  Harry  Dan  Vickers, 
Little  Falls — discussion  opened  by  Dr.  Wardner 
P.  Ayer,  Syracuse;  “Diagnosis  of  Carcinoma  of 
the  Lung,”  by  Dr.  George  G.  Ornstein,  New 
York — discussion  opened  by  William  C.  Jensen, 
superintendent  of  Broadacres,  Oneida  County 
Sanatorium,  Utica;  “Appendicitis  in  Children,” 
by  Dr.  Brewster  C.  Doust,  professor  of  pediatrics, 
Syracuse  University — discussion  opened  by  Dr. 
Frederick  S.  Wetherell,  Syracuse;  Symposium 
on  “General  and  Local  Crymotherapy,”  by 
Dr.  John  C.  A.  Gerster,  Cornell  University 
Medical  College,  New  York — Dr.  Gerster  gave  a 
very  interesting  paper  on  the  subject  as  to 
history,  technic,  indications  and  contraindica- 
tions, and  the  results  obtained;  “Chemotherapy 


in  General  Practice,”  by  Dr.  Henry  van  Zile 
Hyde,  Syracuse— Dr.  Hyde  gave  a very  com- 
plete review  on  sulfanilamide,  sulfapyridine,  and 
sulfathiazole. 

All  the  papers  evoked  considerable  discussion 
by  the  men  present. 

At  the  dinner  Dr.  James  M.  Flynn  as  state 
president  gave  a very  interesting  talk  on  medical 
ethics. 

The  Woman’s  Auxiliary  of  the  Herkimer 
County  Society  entertained  the  visiting  ladies 
with  a luncheon  at  the  Beechnut  Hotel  in 
Canajoharie,  and  a trip  through  the  Beechnut 
Packing  Company  plant  in  Canajoharie. 

Respectfully  submitted, 

Fred  C.  Sabin,  M.D.,  President 
February  10,  1941 


Report  of  the  Sixth  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  thirty-fourth  annual  meeting  of  the  Sixth 
District  Branch  of  the  Medical  Society  of  the 
State  of  New  York  was  held  in  Willard  Straight 
Hall  at  Cornell  University,  Ithaca,  New  York, 
on  Thursday,  September  19,  1940.  For  the 
meeting  172  registered. 

The  members  of  the  Sixth  District  Branch  are 
greatly  indebted  to  the  Tompkins  County 
Medical  Society  for  providing  luncheon,  and  to 
Professor  Norman  S.  Moore  of  the  Department 
of  Hygiene  of  Cornell  for  making  such  excellent 
arrangements  for  the  meeting.  The  program  was 
as  follows — Morning  Session:  “Recent  Progress 
in  Thoracic  Surgery,”  by  Dr.  J.  Maxwell  Cham- 
berlain, Homer  Folks  Hospital,  Oneonta — 
discussion  by  Dr.  R.  J.  Erickson,  Albany, 
associate  professor  of  medicine,  Albany  Medical 
College;  “The  Clinical  Use  of  Ovarian  Sex 
Hormones,”  Dr.  Benjamin  P.  Watson,  New 
York,  professor  of  obstetrics  and  gynecology, 
Columbia  University  College  of  Physicians  and 
Surgeons — discussion  by  Dr.  Claude  E.  Chapin, 
Cortland;  “The  Clinical  Use  of  Sulfonamide 
Drugs,”  Dr.  Colin  M.  MacLeod,  New  York, 
Hospital  of  the  Rockefeller  Institute — discussion 
by  Dr.  Norman  S.  Moore,  Ithaca. 

At  the  afternoon  session:  “The  Psycho- 

neuroses,” Dr.  Thomas  Rennie,  Baltimore, 
associate  in  psychiatry,  School  of  Medicine  of 
the  Johns  Hopkins  University — discussion  by 
Dr.  Waldemar  Boldt,  Binghamton;  “Sudden 
and  Unexpected  Deaths  from  Natural  Causes,” 
Dr.  Thomas  A.  Gonzales,  chief  medical  examiner 
of  the  City  of  New  York — discussion  by  Dr. 
Floyd  S.  Winslow,  Rochester. 

An  innovation  was  introduced  in  the  form  of 
exhibits  which  were  inspected  by  a large  number 
of  those  who  came  to  the  meeting.  Among  these 
were  “The  Diagnostic  Value  of  Photographs  of 
the  Interior  of  the  Eye,”  Dr.  Arthur  J.  Bedell, 
Albany;  “Salivary  Reflexes  in  Students  in  the 
Civilian  Pilot  Training  Corps  at  Cornell  Uni- 
versity,” Richard  Parmenter,  Ph.D.,  Ithaca; 
“The  Influence  of  Diet  on  Aging  Processes,” 
Professor  L.  A.  Maynard  and  Professor  C.  M. 
McCay,  Ithaca;  “Colored  Reproductions  of 
Normal  and  Pathologic  Blood  Cells,”  Dr. 
William  A.  Groat,  Syracuse;  “Certain  Labora- 
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tory  Aids  in  the  Early  Diagnosis  of  Communi- 
cable Disease,”  Dr.  A.  H.  Harris,  Jr.,  Albany; 
“Cancer,”  prepared  by  the  Metropolitan  Life 
Insurance  Company. 

In  addition  to  these  exhibits  there  was  a trip 
to  the  Physiological  Field  Station  of  Cornell 
University,  where  Dr.  Howard  Liddell  described 
the  technic  and  demonstrated  the  mechanical 
devices  used  in  the  study  of  the  neurotic  animal. 

The  1941  meeting  of  the  Sixth  District  Branch 
will  be  held  in  Cooperstown  on  September  18. 
Respectfully  submitted, 

G.  M.  Mackenzie,  M.D.,  President 
February  15,  1941 


Report  of  the  Seventh  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  thirty-fourth  annual  meeting  of  the 
Seventh  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  was  held  at  the  Clifton 
Springs  Sanitarium,  Clifton  Springs,  September 
26,  1940. 

The  meeting  began  at  10:00  a.m.,  with  sound 
motion  pictures,  of  the  historical  type,  devoted 
to  episodes  of  medical  interest.  Dr.  James  M. 
Flynn,  president  of  the  Medical  Society  of  the 
State  of  New  York,  then  spoke  briefly,  as  did 
Dr.  Joseph  S.  Lawrence,  the  state  executive 
officer.  This  was  followed  by  the  scientific  pro- 
gram: “The  Recognition  and  Prevention  of  the 
Late  Toxemias  of  Pregnancy  in  Their  Incipient 
Stages,”  by  Dr.  Herbert  F.  Dyer,  of  Hamilton, 
Ontario — discussion  by  Dr.  James  K.  Quigley, 
of  Rochester,  Dr.  Thomas  W.  Maloney,  of 
Geneva,  and  Dr.  A.  B.  Chidester  of  Auburn. 

After  a bountiful  dinner  served  in  the  main 
dining  hall  of  the  sanitarium,  the  afternoon 
session  began  with  a paper  by  Dr.  Elmer  Milch, 
of  Buffalo,  on  the  “Treatment  of  General  Peri- 
tonitis Following  Ruptured  Appendix.”  This 
paper  was  discussed  by  Dr.  Lynn  Rumbold,  of 
Rochester,  Dr.  Alfred  K.  Bates,  of  Auburn,  and 
Dr.  H.  J.  Knickerbocker,  of  Geneva. 

During  the  afternoon,  Dr.  Benjamin  J. 
Slater,  of  Rochester,  showed  a movie  travelogue, 
“A  Trip  to  the  Mediterranean,”  from  films  taken 
by  himself.  These  color  films  were  shown  as  an 
entertainment  for  the  ladies  and  were  much 
appreciated. 

The  meeting  closed  with  a medical  “Correct  or 
Incorrect”  Contest,  conducted  by  Dr.  Floyd  S. 
Winslow,  of  Rochester,  with  two  teams  of  six 
doctors  each.  The  sanitarium  team  won  the 
contest,  which  was  interesting  and  amusing  to 
the  250  doctors  in  attendance. 

Respectfully  submitted, 

Frederick  W.  Lester,  M.D.,  President 
February  4,  1941 


Report  of  the  Eighth  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

A very  interesting  and  varied  program  was 
given  at  the  annual  meeting  of  the  Eight  Dis- 
trict Branch  held  at  the  Hotel  Niagara,  Niagara 
Falls,  Thursday,  October  3,  1940.  The  morning 
session  began  at  9:  30  with  the  showing  of  motion 
pictures,  which  included  the  following  subjects: 
“Occiput  Posterior,”  Dr.  Arthur  H.  Bill;  “Vari- 
cose Veins:  Their  Treatment  by  the  Modern 
Combined  Ligation  and  Injection  Treatment,” 
Dr.  H.  O.  McPheeters;  “Cardiac  Irregularities,” 
Dr.  Carl  J.  Wiggers.  Following  these;  Dr.  N. 
Stanley  Lincoln,  Superintendent  of  the  Mount 
Morris  Tuberculosis  Hospital,  discussed  “The 
Diagnosis  and  Management  of  Early  Pulmonary 
Tuberculosis,”  emphasizing  many  points  in  his 
paper  by  the  use  of  lantern  slides. 

Dr.  W.  P.  Van  Wagenen,  associate  professor  of 
neurosurgery,  University  of  Rochester  School  of 
Medicine,  Rochester,  then  gave  a very  interesting 
paper  on  “The  Rationale  of  Common  Procedures 
Used  in  the  Care  of  Head  Injuries.” 

Luncheon  was  served  in  the  main  ballroom, 
at  which  time  Dr.  James  M.  Flynn,  president  of 
the  Medical  Society  of  the  State  of  New  York, 
spoke  briefly  on  “Problems  Confronting  the 
Medical  Profession  Today.” 

The  afternoon  program  was  opened  with  a 
paper,  “Problems  in  the  Care  of  the  Premature 
Infant,”  by  Dr.  Julius  H.  Hess,  professor  of 
pediatrics,  and  head  of  that  department  at  the 
University  of  Illinois  College  of  Medicine, 
Chicago. 

The  remaining  portion  of  the  program  was 
devoted  to  a “Round  Table  Discussion  on 
Therapy,”  conducted  by  Dr.  A.  H.  Aaron, 
Buffalo,  and  assisted  by  Drs.  F D.  Leopold, 
Frank  Meyers,  W.  J.  Orr,  W.  J.  Rose,  L.  M. 
Siegel,  and  L.  Maxwell  Lockie.  Numerous 
questions  were  received  from  the  audience  and 
a lively  discussion  of  many  subjects  resulted 
from  them. 

In  addition  to  the  scientific  program  presented 
for  the  members  of  the  Eight  District,  an  enter- 
tainment program  for  the  wives  of  those  attend- 
ing the  session  was  provided.  The  Woman’s 
Auxiliary  of  the  Erie  County  Medical  Society 
was  host  at  a luncheon  in  the  main  dining  room 
of  the  hotel.  Following  the  luncheon,  moving 
pictures  were  presented  by  Mrs.  Edward  G. 
Winkler,  a member  of  the  Auxiliary.  Bridge, 
and  a sightseeing  trip  around  the  Falls,  were  in- 
cluded for  the  visiting  fair  sex. 

The  entire  program  was  well  attended,  there 
being  almost  two  hundred  present  for  the 
scientific  program,  in  addition  to  another  one 
hundred  of  the  auxiliary  and  guests. 

Respectfully  submitted, 

Leon  J.  Leahy,  M.D.,  President 

February  9,  1941 


1941  Annual  Meeting 
Medical  Society  of  the  State  of  New  York 

April  28,  29,  30,  May  1 — Hotel  Statler,  Buffalo 
All  meetings  will  be  held  by  Daylight  Saving  Time 


House  of  Delegates 

The  regular  Annual  Meeting  of  the 
House  of  Delegates  of  the  Medical  So- 
ciety of  the  State  of  New  York  will  be 
called  to  order  at  10:00  a.m.  on  Monday, 
April  28,  in  the  Meeting  Room  on  the 
Seventeenth  Floor. 

Louis  H.  Bauer,  M.D.,  Speaker 
Peter  Irving,  M.D.,  Secretary 

Annual  Meeting 

The  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be 
held  on  Tuesday,  April  29,  at  7:00  p.m., 
in  the  Ballroom. 

James  M.  Flynn,  M.D.,  President 
Peter  Irving,  M.D.,  Secretary 

Registration 

Registration  will  be  held  on  the  Seven- 
teenth Floor — for  delegates  on  Monday, 
April  28,  after  9:00  a.m.;  for  members 
on  Monday,  Tuesday,  Wednesday,  and 
Thursday,  April  28,  29,  30,  May  1,  from 
9:00  a.m.  to  6:00  p.m. 

Exhibits 

Scientific  and  Technical  exhibits  will 
be  located  in  the  Hotel. 

Scientific  Motion  Pictures  will  be 
shown. 

Scientific  Sessions 

General  Sessions  on  Tuesday  and 
Thursday  afternoons.  Section  and  Ses- 
sion meetings  will  be  held  on  Tuesday 
morning,  Wednesday  morning  and  after- 
noon, and  Thursday  morning. 

Section  on  Industrial  Medicine  and 
Surgery  Luncheon 

On  Tuesday,  April  29,  the  Section  on 
Industrial  Medicine  and  Surgery  will 
hold  a subscription  luncheon.  Mr.  Henry 
D.  Sayer  will  speak  on  “A  Review  of 
Medical  Practices  Under  the  Compen- 
sation Law.” 

Workmen’s  Compensation  Conference 
Chairmen  and  members  of  Compensa- 
tion Boards  of  the  county  societies  and 


others  will  assemble  in  the  Iroquois 
Room  at  2:00  p.m.  for  a conference 
meeting  on  problems  in  this  field. 
David  J.  Kaliski,  M.D.,  Director  of  the 
Workmen’s  Compensation  Bureau,  will 
preside. 

135th  Annual  Meeting 

Hotel  Statler,  Ballroom,  Tuesday, 
April  29,  7 : 00  p.m. 

Calling  the  Society  to  order  by  the 
President,  James  M.  Flynn,  M.D. 

Reading  of  the  minutes  of  the  134th 
Annual  Meeting  by  the  Secretary,  Peter 
Irving,  M.D. 

The  Annual  Banquet 

The  Annual  Banquet  will  be  held  in 
the  Ballroom  on  Tuesday,  April  29,  at 
7 :00  p.m.,  guest  speakers  to  be  announced. 

Requests  for  tickets  and  reserva- 
tions should  be  sent  to  Lester  S.  Knapp, 
M.D.,  chairman,  Banquet  Committee, 
Hotel  Statler,  Room  1810,  Buffalo,  or 
telephone,  Cleveland  1810.  Tickets:  $5. 

Public  Meeting 

In  the  Ballroom  will  be  held  a meet- 
ing for  the  public  at  8:30  p.m.  on  Wednes- 
day, April  30.  Cards  of  invitation 
(without  cost)  can  be  secured  in  advance 
by  writing  to  A.  H.  Aaron,  M.D., 
chairman,  Public  Meeting  Committee, 
Hotel  Statler,  Room  1810,  Buffalo, 
by  telephoning  Cleveland  1810,  or  they 
can  be  obtained  at  the  Registration 
Desk,  Seventeenth  Floor. 

Tumor  Clinic  Round  Table  Conference 
In  the  Iroquois  Room  will  be  held  a 
round-table  conference  at  8:00  p.m.  on 
Wednesday,  April  30,  where  the  prob- 
lems of  Tumor  Clinics  will  be  discussed 
under  the  auspices  of  the  Medical  So- 
ciety of  the  State  of  New  York  and  the 
Division  of  Cancer  Control  of  the  New 
York  State  Department  of  Health. 

The  Woman’s  Auxiliary 

See  page  773  for  the  program. 
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Scientific  Program 


The  Committee:  Albert  F.  R.  Andresen,  M.D.,  Chairman,  Brooklyn; 
A.  W.  Martin  Marino,  M.D.,  Brooklyn;  and 
Chairmen  of  Sections  and  Sessions 


GENERAL  SESSIONS 

(Dr.  Andresen  presidmg) 

The  presentations  at  these  Sessions  will  consist  of  one-half  hour  lectures, 
without  discussion.  The  meetings  will  start  promptly  at  the  hour  specified. 
Members  are  requested  to  be  in  their  seats  at  least  five  minutes  in  advance 
of  the  meeting  time. 

Meetings  will  be  held  by  Daylight  Saving  Time 


Tuesday,  April  29 — 2:00  P.M. 

Hotel  Statler,  Ballroom 

Symposium 

Psychosomatic  Problems 

The  effect  of  “mind  over  matter”  has  in  recent 
years  again  assumed  prominence  in  many  fields 
of  medicine,  and  the  psychosomatic  aspects  of 
all  kinds  of  diseases  are  once  more  being  empha- 
sized. General  practitioner  and  specialist  alike 
are  becoming  bewildered  on  considering  the 
diversity  of  opinions  in  regard  to  this  important 
subject.  The  speakers  in  this  symposium  have 
been  devoting  their  time  to  intensive  study  of 
psychosomatic  problems  so  that  an  authoritative 
review  of  the  subject  will  be  presented. 

1.  Cause  and  Motive  in  Health  and  Disease 

Bernard  Glueck,  M.D.,  Ossining 

2.  The  Importance  of  the  Investigation  of  Per- 
sonality Factors 

Edwin  J.  Doty,  M.D.,  Assistant  Attending 
Psychiatrist,  Payne  Whitney  Psychiatric 
Clinic,  New  York  Hospital,  New  York 

3.  Practical  Aspects  of  Psychiatric  Management 

George  Eaton  Daniels,  M.D.,  Clinical  Pro- 
fessor of  Psychiatry,  College  of  Physicians 
and  Surgeons,  Columbia  University,  New 
York 

4.  Medicine  and  Mental  Symptoms 

(The  A.  Walter  Suiter  Lecture.  This  will 
be  the  third  lecture  to  be  delivered  under 
this  lectureship  fund.) 

Foster  Kennedy,  M.D.,  Professor  of  Clini- 
cal Medicine  (Neurology),  Cornell  Uni- 
versity Medical  College,  New  York 


Thursday,  May  1 — 2:00  P.M. 

Hotel  Statler,  Ballroom 

Symposium 

Trauma — Its  Early  Treatment 

At  any  time  any  physician  may  be  called  upon 
to  administer  first  aid  in  a major  accident  case. 
Incorrect  early  treatment  may  result  in  serious 
consequences.  Knowing  what  to  do,  and  espe- 
cially what  not  to  do,  may  often  result  in  the 
saving  of  a life.  Entirely  aside  from  the  im- 
portant military  aspects  of  this  problem  it  will 
be  of  advantage  to  all  practitioners  of  medicine 
to  hear  the  speakers  in  this  symposium  present 
the  latest  authoritative  views  on  the  proper  care 
of  injuries  to  various  vital  regions  of  the  body. 

1.  The  Treatment  of  Head  Injuries 

Fred  W.  Geib,  M.D.,  Attending  Neuro- 
surgeon, Rochester  General  Hospital, 
Rochester 

2.  The  Diagnosis  and  Treatment  of  Fractures 
of  the  Spine  with  and  Without  Spinal  Cord 
Injury 

E.  Jefferson  Browder,  M.D.,  Clinical  Pro- 
fessor of  Surgery,  and  of  Neurology  and 
Psychiatry,  Long  Island  College  of  Medi- 
cine, Brooklyn 

3.  The  Treatment  of  Injuries  to  the  Chest 

Frank  B.  Berry,  M.D.,  Assistant  Clinical 
Professor  of  Surgery,  College  of  Physicians 
and  Surgeons,  Columbia  University,  New 
York 

4.  The  Treatment  of  Injuries  to  the  Abdomen 

Fenwick  Beekman,  M.D.,  Clinical  Pro- 
fessor of  Surgery,  New  York  University 
College  of  Medicine,  New  York 


[Section  and  Session  programs  on  following  pages  ] 
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SECTIONS 

Ail  papers  read  before  the  Society  by  members  become  the  property  of 
the  Society.  The  original  copy  of  each  paper  shall  be  left  with  the  secre- 
tary of  the  section. 

Discussers  should  have  their  remarks  typed  and  hand  them  to  the  secre- 
tary. 

Time  limits:  Twenty  minutes  for  each  paper,  five  minutes  for  individual 
discussion. 

Section  meetings  will  begin  promptly  at  the  hour  specified. 


SECTION  ON 

DERMATOLOGY  AND  SYPHILOLOGY 

Chairman.  .Herbert  H.  Bauckus,  M.D.,  Buffalo 
Secretary. . .Eugene  F.  Traub,  M.D.,  New  York 

Wednesday,  April  30 — 10:00  A.M. 

Hotel  Statler,  Room  302 

1.  Dallibour’s  Water — Its  Uses  in  Dermatology 

Timothy  J.  Riordan,  M.D.,  New  York 
Orlando  Canizares,  M.D.,  New  York 
George  Edward  Morris,  M.D.,  New  York 
(By  invitation) 

Discussion:  Frank  C.  Combes,  M.D.,  New 
York 

2.  Contact  Dermatitis 

Irving  Swartz,  M.D.,  Syracuse 
Discussion:  W.  Francis  Hoover,  M.D.,  James- 
town 

3.  Some  Common  Problems  in  the  Management 
and  Diagnosis  of  Contact  Dermatitis 

Albert  R.  McFarland,  M.  D.,  Rochester 
Discussion:  Howard  Fox,  M.D.,  New  York 

4.  Report  of  Subcommittee  on  Industrial 
Dermatoses 

Eugene  F.  Traub,  M.D.,  New  York 

5.  Treatment  of  Epitheliomas  by  Modern 
X-Ray  Technic 

George  Clinton  Andrews,  M.D.,  New  York 
Discussion:  Earl  D.  Osborne,  M.D.,  Buffalo 

Thursday,  May  1 — 10:00  A.M. 

Hotel  Statler,  Room  302 

1 . The  Treatment  of  Hypertrichosis  by  Electro- 
coagulation 

Charles  Lemer,  M.D.,  New  York 
Discussion:  Paul  Gross,  M.D.,  New  York 

2.  The  Acidity  on  the  Surface  of  the  Skin 

Eugene  Traugott  Bernstein,  M.D.,  New 
York 

Franz  Herrmann,  M.D.,  New  York  (By 
invitation) 

Discussion:  Herman  Sharlit,  M.D.,  New 

York 

Aurotherapy  in  Lupus  Erythematosus;  A 
Study  Based  on  a Further  Experience  of 
Fourteen  Years 

Paul  E.  Bechet,  M.D.,  New  York 
Discussion:  Edward  R.  Maloney,  M.D., 

New  York 


4.  Intensive  Dosage,  The  “New”  Interest  in 
Arsenotherapy  of  Early  Syphilis 

A.  Benson  Cannon,  M.D.,  New  York 
Discussion:  Lopo  DeMello,  M.D.,  Buffalo 

5.  Treatment  of  Pyodermas  by  Intravenous 
Injections  of  a Mixture  of  Yatren  and  Pus 
Obtained  from  Local  Lesions 

I.  J.  Amsson,  M.D.,  Buffalo 
Discussion:  Harold  L.  Walker,  M.D.,  Elmira 


SECTION  ON 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Chairman. . . .John  L.  Kantor,  M.D.,  New  York 

Vice-Chairman 

A.  W.  Martin  Marino,  M.D.,  Brooklyn 

Secretary. . . ,H.  Walden  Retan,  M.D.,  Syracuse 

Wednesday,  April  30 — 10:00  A.M. 

Hotel  Statler,  Georgian  Room 

Address:  Role  of  Gastroenterology  in  American 
Military  Medicine 
John  L.  Kantor,  M.D.,  New  York 

Symposium 

Food-Borne  Diseases  of  the 
Gastrointestinal  Tract 

1.  Food  Inspection 

Orville  E.  McKim,  D.V.M.,  Port  Chester 
(By  invitation) 

Discussion:  E.  T.  Faulder,  D.V.M.,  Albany 
(By  invitation) 

2.  Epidemiology  of  Food- Borne  Diseases  of  the 
Gastrointestinal  Tract 

James  E.  Perkins,  M.D.,  Albany 
Discussion:  Stanley  W.  Sayer,  M.D., 

Gouverneur 

3.  Laboratory  Aids  in  Diagnosis  and  Control  of 
Enteric  Diseases 

Albert  H.  Harris,  2nd,  M.D.,  Albany 
Marion  B.  Coleman,  B.S.,  Albany 
Discussion:  Samuel  Frant,  M.D.,  New  York 

4.  The  Treatment  of  Food -Borne  Diseases  of 
the  Gastrointestinal  Tract 

Zacharias  Bercovitz,  M.D.,  New  York 
Discussion:  Howard  B.  Shookhoff,  M.D., 

New  York 
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Thursday,  May  1 — 10:00  A.M. 

Hotel  Statler,  Georgian  Room 

1.  Intestinal  Obstruction  from  the  Practitioner’s 
Viewpoint 

W.  Osier  Abbott,  M.D.,  Philadelphia  (By 
invitation) 

Discussion:  Leon  J.  Leahy,  M.D.,  Buffalo 

2.  Polyps  of  the  Rectum  and  Colon — Their 
Etiology,  Clinical  Significance,  and  Treat- 
ment 

John  C.  M.  Brust,  M.D.,  Syracuse 
Discussion:  Alfred  M.  Buda,  M.D.,  Brook- 
lyn 

3.  Multiple  Polyposis  (Adenomatosis)  of  the 
Colon 

Descum  C.  McKenney,  M.D.,  Buffalo 
Discussion:  Harry  Goldman,  M.D.,  New 

York 

4.  Cryptitis — Perianal  and  Perirectal  Infections 

F.  Leslie  Sullivan,  M.D.,  Scotia 
Discussion:  Harry  C.  Guess,  M.D.,  Buffalo 

SECTION  OF 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Chairman  John  J.  Wittmer,  M.D.,  New  YY>rk 
Secretary John  L.  Norris,  M.D.,  Rochester 

Tuesday,  April  29 — 10:00  A.M. 

Hotel  Statler,  Iroquois  Room 

1.  Clinical  Considerations  of  Poisonings  by 
Some  of  the  Chlorinated  Hydrocarbons. 

Henry  Field  Smyth,  M.D.,  Philadelphia 
(By  invitation) 

Discussion:  May  R.  Mayers,  M.D.,  New 

York  (By  invitation) 

2.  The  Potential  Hazards  of  Some  of  the  Newer 
Solvents 

William  J.  McConnell,  M.D.,  New’  York 
(By  invitation) 

Discussion:  Leonard  Greenburg,  M.D., 

New  York 

3.  Solvent  Exposures — Petroleum  Distillates 

A.  L.  Brooks,  M.D.,  Detroit,  Michigan 
(By  invitation) 

Discussion:  James  H.  Sterner,  M.D., 

Rochester 

Wednesday,  April  30 — 2:00  P.M. 

Hotel  Statler,  Iroquois  Room 

Symposium 
Industrial  Health 

1.  Periodical  Examinations 

Mclver  Woody,  M.D.,  New  Y’ork 

2.  New  Medical  Opportunities  in  National 
Defense  Industries 

Clarence  D.  Selby,  M.D.,  Detroit,  Michi- 
gan (By  invitation) 

3.  Industrial  Health  and  the  General  Practi- 
tioner 

Leverett  D.  Bristol,  M.D.,  New  York 
Discussion:  Irving  Gray,  M.D.,  Brooklyn; 

Russell  C.  Kimball,  M.D.,  Brooklyn 


SECTION  ON 
MEDICINE 

Chairman 

. . .Louis  Faugeres  Bishop,  Jr.,  M.D.,  New  York 

Secretary 

Scott  Lord  Smith,  M.D.,  Poughkeepsie 

Tuesday,  April  29 — 10:00  A.M. 

Hotel  Statler,  Ballroom 

1.  Treatment  of  Fibrositis 

Charles  LeRoy  Steinberg,  M.D.,  Rochester 
Discussion:  Morris  Ant,  M.D.,  Brooklyn 

2.  The  Urinary  Tract  in  Medical  Practice 

Clayton  W.  Greene,  M.D.,  Buffalo 
Discussion:  Allister  M.  McLellan,  M.D., 

New  YY>rk 

3.  The  Diagnosis  of  Upper  Abdominal  Condi- 
tions 

Maximilian  A.  Ramirez,  M.D.,  New  York 
Discussion:  Henry  Craig  Fleming,  M.D., 

New  York 

4.  Chemotherapy  of  Infection  of  Nervous 
System 

Willard  B.  Weary,  M.D.,  Albany  (By  in- 
vitation) 

John  J.  A.  Lyons,  M.D.,  Albany  (By  invi- 
tation) 

Discussion:  Emanuel  Appelbaum,  M.D., 

New  York;  H.  van  Zile  Hyde,  M.D.,  Syra- 
cuse 

Wednesday,  April  30 — 2:00  P.M. 

Hotel  Statler,  Ballroom 

Address : Soldier’s  Heart 

Louis  Faugeres  Bishop,  Jr.,  M.D.,  New  York 
Discussion:  C.  Ward  Crampton,  M.D., 

New7  Y ork 

1.  Principles  Underlying  the  Treatment  and 
Management  of  Coronary  Disease 

Frederick  A.  Williusi  M.D.,  Rochester, 
Minnesota  (By  invitation) 

2.  Follow-Up  Study  of  Coronary  Occlusion: 
Comparative  Study  of  Various  Function 
Tests 

Arthur  M.  Master,  M.D.,  New’  YY>rk 
Simon  Dack,  M.D.,  New  York 
Harry  L.  Jaffe,  M.D.,  New-  York 
Discussion  of  Papers : Louis  H.  Bauer,  M.D. , 
Hempstead;  Roy  M.  Collie,  M.D.,  Schenec- 
tady 

SECTION  ON 

NEUROLOGY  AND  PSYCHIATRY 

Chairman  . Wallace  B.  Hamby,  M.D.,  Buffalo 

Secretary John  E.  Scarff,  M.D.,  New  York 

Wednesday,  April  30 — 10:00  A.M. 

Hotel  Statler,  Chinese  Room 

1.  Abscess  of  the  Brain — Medical  Diagnostic 
Aspects 

Gilbert  M.  Beck,  M.D.,  Buffalo 
Irving  Hyman,  M.D.,  Buffalo 
Discussion:  Joseph  E.  J.  King,  M.D.,  New 
York 
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2.  Oxycephaly 

Joseph  E.  J.  King,  M.D.,  New  York 
Discussion:  Fred  W.  Geib,  M.D.,  Rochester 

3.  The  Present  Status  of  Surgical  Procedures 
Directed  Against  Extrapyramidal  Diseases 

H.  Russell  Meyers,  M.D.,  Brooklyn 

4.  Nervous  and  Mental  Diseases  of  Soldiers 
During  Active  Warfare 

George  A.  Blakeslee,  M.D.,  New  York 
Discussion:  R.  Montfort  Schley,  M.D., 

Buffalo 

Thursday,  May  1 — 10:00  A.M. 

Hotel  Statler,  Room  338 

1.  The  Present  Status  of  Vitamins  in  Nervous 
Health  and  Disease 

Herman  Wortis,  M.D.,  New  York 

Norman  Jolliffe,  M.D.,  New  York 
Discussion:  Noble  R.  Chambers,  M.D., 

Syracuse;  Franklin  C.  Southworth,  M.D., 
Buffalo 

2.  The  Surgical  Treatment  of  Epilepsy 

William  P.  Van  Wagenen,  M.D.,  Rochester 
Discussion:  Eldridge  H.  Campbell,  M.D., 

Albany 

3.  The  Various  Forms  of  Shock  Therapy  in 
Mental  Disorders  and  Their  Practical  Im- 
portance 

Lothar  B.  Kalinowsky,  M.D.,  New  York 

(By  invitation) 

Discussion:  S.  Eugene  Barrera,  M.D.,  New 
York;  and  Ralph  W.  Bohn,  M.D.,  Helmuth 

4.  An  Evaluation  of  the  Surgical  Treatment  of 
Hypertension 

George  J.  Heuer,  M.D.,  New  York 

Frank  Glenn,  M.D.,  New  York 


SECTION  ON 

OBSTETRICS  AND  GYNECOLOGY 

Chairman Francis  R.  Irving,  M.D.,  Syracuse 

Secretary Eliot  Bishop,  M.D.,  Brooklyn 

Tuesday,  April  29 — 10:00  A.M. 

Hotel  Statler,  Chinese  Room 

1 . Rectocele — A Consistent  Lesion  Frequently 
Overlooked  in  Standard  Repairs 

Joshua  William  Davies,  M.D.,  New  York 
Discussion:  Edward  P.  McDonald,  M.D., 

Albany 

2.  Obstetrical  Problems  Arising  from  Excessive 
Size  of  the  Infant 

Karl  M.  Wilson,  M.D.,  Rochester 
Discussion:  Francis  C.  Goldsborough,  M.D., 
Buffalo;  and  Henry  W.  Schoeneck,  M.D., 
Syracuse 

3.  The  Present  Status  of  Gynecological  Hor- 
mone Therapy 

Samuel  H.  Geist,  M.D.,  New  York 

Udall  J.  Salmon,  M.D.,  New  York 
Discussion:  Nathan  P.  Sears,  M.D.,  Syra- 

cuse 


4.  The  Direct  Supravesical  Extraperitoneal 
Cesarean  Section 

Francis  R.  Irving,  M.D.,  Syracuse 

Raymond  J.  Pieri,  M.D.,  Syracuse 
Discussion:  Edward  G.  Waters,  M.D., 

Jersey  City,  New  Jersey  (By  invitation); 
and  Henry  T.  Burns,  M.D.,  New  York 

Wednesday,  April  30 — 2:00  P.M. 

Hotel  Statler,  Chinese  Room 

1.  Pruritis  Vulvae 

James  E.  King,  M.D.,  Buffalo 
Discussion:  J.  Craig  Potter,  M.D.,  Roches- 
ter 

2.  Ovarian  Malignancy" — A Clinical  and  Patho- 
logical Evaluation 

Andrew  A.  Marchetti,  M.D.,  New  York 
Discussion:  Ward  L.  Ekas,  M.D.,  Roches- 
ter; and  Samuel  A.  Wolfe,  M.D.,  Brooklyn 

3.  Streptococcic  Puerperal  Infections 

Fred  L.  Adair,  M.D.,  Chicago  (By  invita- 
tion) 

SECTION  ON  OPHTHALMOLOGY 

AND  OTOLARYNGOLOGY 

Chairman Searle  B.  Marlow,  M.D.,  Syracuse 

Secretary. . . .C.  Stewart  Nash,  M.D.,  Rochester 

Wednesday,  April  30 — 9:00  A.M. 

Hotel  Statler,  Iroquois  Room 

Instruction  Hour:  Tonometry 

Jonas  S.  Friedenwald,  M.D.,  Baltimore  (Byr 
invitation) 

1.  Ophthalmoscopic  Findings  Versus  Sinusitis 

Arthur  J.  Bedell,  M.D.,  Albany 
Discussion:  John  F.  Fairbairn,  M.D., 

Buffalo;  David  F.  Gillette,  M.D.,  Syracuse 

2.  Subnormal  Vision  and  Occupation  Aptitude 

Albert  C.  Snell,  M.D.,  Rochester 
Discussion:  Walter  S.  Atkinson,  M.D., 
Watertown;  James  I.  Farrell,  M.D.,  Utica 

3.  The  General  Practitioner’s  Share  in  the 
Campaign  for  the  Prevention  of  Blindness 
in  Patients  Suffering  from  Glaucoma 

Mark  J.  Schoenberg,  M.D.,  New  York 
Discussion:  William  A.  Groat,  M.D.,  Syra- 
cuse; Harold  H.  Joy,  M.D.,  Syracuse 

Thursday,  May  1 — 10:00  A.M. 

Hotel  Statler,  Iroquois  Room 

1.  Relation  of  a Specialist  to  the  General 
Hospital  and  Its  Personnel 

Frank  M.  Sulzman,  M.D.,  Troy 
Discussion:  Albert  M.  Rooker,  M.D., 

Niagara  Falls;  William  J.  Hicks,  M.D., 
Middletown 

2.  The  Management  of  Cavernous  Sinus 
Thrombosis 

Gordon  D.  Hoople,  M.D.,  Syracuse 

Irl  H.  Blaisdell,  M.D.,  Syracuse 
Discussion:  Harry  K.  Tebbutt,  M.D., 

Albany;  Homer  A.  Trotter,  M.D.,  Buffalo 


April  1,  1941] 


SCIENTIFIC  PROGRAM 


759 


3.  Industrial  Otology  in  Caisson  Workers 

Ralph  Almour,  M.D.,  New  York 
Discussion:  James  W.  Babcock,  M.D.,  New 
York 

4.  Treatment  of  Ethmoiditis 

John  R.  Honiss,  M.D.,  Rochester 
Discussion:  Arthur  Palmer,  M.D.,  New 

York;  Frederick  J.  O’Connor,  M.D.,  Syra- 
cuse 

SECTION  ON 
ORTHOPEDIC  SURGERY 

Chairman Frank  N.  Potts,  M.D.,  Buffalo 

Secretary 

Donald  E.  McKenna,  M.D.,  Brooldyn 

Wednesday,  April  30 — 10:00  A.M. 

Hotel  Statler,  Chinese  Room 

Symposium 
Spastic  Paralysis 

1.  The  Cerebral  Palsy  Problem 

Lyman  C.  Duryea,  M.D.,  New  York  (By 
invitation) 

2.  Neurologic  Aspects  of  Spasticity  and  Athe- 
tosis 

Tracy  J.  Putnam,  M.D.,  New  York 

3.  Differential  Characteristics  of  Spasticity  and 
Athetosis  in  Relation  to  Therapeutic  Meas- 
ures 

Winthrop  M.  Phelps,  M.D.,  Baltimore  (By 
invitation) 

Thursday,  May  1 — 10:00  A.M. 

Hotel  Statler,  Chinese  Room 

1.  Fractures  of  the  Radial  Head  and  Neck 

Henry  P.  Lange,  M.D.,  Brooklyn 

2.  Results  in  Internal  Fixation  of  Intracapsular 
Fractures  of  the  Hip 

William  W.  Plummer,  M.D.,  Buffalo 

3.  Injuries  to  Cervical  Vertebrae 

Barbara  B.  Stimson,  M.D.,  New  York 

4.  The  Treatment  of  Fracture  of  the  Patella  by 
Excision 

Robert  P.  Dobbie,  M.D.,  Buffalo 
SECTION  ON 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Chairman.  .Ward  J.  MacNeal,  M.D.,  New  York 

Vice-Chairman 

Herbert  R.  Brown,  M.D.,  Rochester 

Secretary M.  J.  Fein,  M.D.,  Brooklyn 

Tuesday,  April  29 — 9:30  A.M. 

Hotel  Statler,  Room  310 

1.  The  Serodiagnosis  of  Trichinosis  by  Means 
of  Complement  Fixation 

Ernest  Witebsky,  M.D.,  Buffalo 

2.  The  Volume  of  the  Blood  and  Extracellular 
Fluid  in  Congestive  Heart  Failure 

Nolan  L.  Kaltreider,  M.D.,  Rochester 
George  R.  Meneely,  M.D.,  Rochester 


3.  Recent  Developments  in  Bacteriophage 

Ward  J.  MacNeal,  M.D.,  New  York 
Discussion:  Arthur  W.  Wright,  M.D., 

Albany 

4.  The  Pathology  of  the  Apocrine  Sweat  Glands 
in  Dogs 

Robert  McClelland,  D.V.M.,  Buffalo  (By 

invitation) 

Discussion:  Norman  Elton,  M.D.,  Buffalo 

5.  Blood  Supply  Experimental  Tumors 

Stafford  L.  Warren,  M.D.,  Rochester 

6.  Recent  Advances  in  Bacillary  Dysentery 

Joseph  Felson,  M.D.,  New  Yrork 

Wednesday,  April  30 — 2:00  P.M. 

Hotel  Statler,  Room  310 

1.  Aplastic  Anemia 

Stuart  L.  Vaughan,  M.D.,  Buffalo 

2.  Adenocarcinoma  of  Cervix 

Burton  T.  Simpson,  M.D.,  Buffalo 

Alphonse  A.  Thibaudeau,  M.B.,  Buffalo 

(By  invitation) 

Eugene  M.  Burke,  B.S.,  Buffalo  (By  invi- 
tation) 

3.  Recent  Developments  in  the  Field  of  Labora- 
tory Medicine 

Ralph  G.  Stillman,  M.D.,  New  York 
Discussion:  Walter  S.  Thomas,  M.D., 

Rochester 

4.  Experimental  Acute  Gastric  Ulcer  Produced 
in  Animals  by  Exposure  to  Sulfur  Dioxide 
Gas 

Frederick  R.  Weedon,  M.D.,  Jamestown 

5.  The  Dissemination  of  Tubercle  Bacilli  from 
Fresh  Autopsy  Material 

Ruell  A.  Sloan,  M.D.,  Buffalo 
Discussion:  David  K.  Miller,  M.D.,  Buffalo 

6.  Effect  of  Kidney  Extract  on  the  Cardio- 
vascular and  Renal  Systems 

Benjamin  Jablons,  M.D.,  New  York 
Discussion:  J.  Homer  Cudmore,  M.D.,  New 
York 


SECTION  ON 
PEDIATRICS 

Chairman 

Norman  L.  Hawkins,  M.D.,  Watertown 

Vice-Chairman 

Leslie  O.  Ashton,  M.D.,  New  York 

Secretary William  J.  Orr,  M.D.,  Buffalo 

Wednesday,  April  30 — 10:00  A.M. 

Hotel  Statler,  Ballroom 

1.  The  Use  of  Bovine  Antitoxin  for  Prophylaxis 
of  Tetanus 

Jerome  Glaser,  M.D.,  Rochester 

2.  The  Use  of  Vitamin  K in  Children 

Samuel  W.  Clausen,  M.D.,  Rochester 

3.  Clinical  Endocrinology  in  Children 

Walter  Timme,  M.D.,  New  York 
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4.  The  Practical  Management  of  Infantile 
Eczema 

Earl  D.  Osborne,  M.D.,  Buffalo 

Thursday,  May  1 — 10:00  A.M. 

Hotel  Statler,  Ballroom 

1.  The  Part  of  the  Private  Pediatrician  in 
School  Health  Program 

William  E.  Ayling,  M.D.,  Syracuse 

2.  The  Feeding  of  the  Newborn  Infant 

Charles  Hendee  Smith,  M.D.,  New  York 

3.  The  Management  of  the  Diabetic  Child 

Priscilla  White,  M.D.,  Boston,  Massachu- 
setts (By  invitation) 

4.  The  Management  of  Feet  Deformities  in  the 
Newborn 

Frederick  R.  Thompson,  M.D.,  New  York 


SECTION  ON  PUBLIC  HEALTH, 
HYGIENE  AND  SANITATION 

Chairman. . . .Ray  D.  Champlin,  M.D.,  Oneonta 

Vice-Chairman 

Edward  E.  Gillick,  M.D.,  Niagara  Falls 

Secretary  . . .Frank  E.  Coughlin,  M.D.,  Albany 

Tuesday,  April  29 — 10:00  A.M. 

Hotel  Statler,  Room  334 

1.  Restaurant  Hygiene 

Walter  D.  Tiedeman,  Albany  (Bv  invita- 
tion) 

Discussion:  Paul  B.  Brooks,  M.D.,  Albany 

2.  A Rural  Bedside  Nursing  Program 

Donald  R.  Davidson,  M.D.,  Hancock 
Discussion:  Stanley  YV.  Sayer,  M.D., 

Gouverneur 

Symposium 

Health  Education  fob  Youth  Organizations 

1.  A Health  Program  for  Youth  Organizations 

J.  G.  Fred  Hiss,  M.D.,  Syracuse 

2.  A Demonstration  of  a County  4H  Club 
Health  Program 

Evelyn  F.  H.  Rogers,  M.D.,  Oneonta 

3.  The  Physician's  Part  in  the  Program 

Thomas  C.  Monaco,  M.D.,  Walton 

Wednesday,  April  30 — 2:00  P.M. 

Hotel  Statler,  Room  334 

Symposium 

Medical  Problems  in  National  Defense 

1.  From  the  Viewpoint  of  the  Army  Medical 
Officer 

Col.  Charles  M.  Walson,  M.D.,  Governor's 
Island  (By  invitation) 

2.  From  the  Viewpoint  of  the  National  Health 
Service 

Albert  E.  Russell,  M.D.,  Governor's  Island 
(By  invitation) 


3.  From  the  Viewpoint  of  the  State  Health 
Department 

V.  A.  Van  Volkenburgh,  M.D.,  Albany 

4.  From  the  Viewpoint  of  the  Physician  in 
Civil  Life 

John  D.  Naples,  M.D.,  Buffalo 


SECTION  ON 
RADIOLOGY 

Vice-Chairman 

Chester  O.  Davison,  M.D.,  Poughkeepsie 

Secretary  . . .Foster  C.  Rulison,  M.D.,  Syracuse 

Wednesday,  April  30 — 10:00  A.M. 

Hotel  Statler,  Room  334 

Symposium 

Gastrointestinal  Roentgenology 

1.  An  exposition  of  film-reading  methods  on 
selected  and  proved  cases  furnished  by 
Roentgenologists  throughout  the  state. 
(Diagnosis  to  be  withheld  in  each  case  from 
the  leaders  of  the  symposium  until  after 
analysis  and  opinion  are  given.) 

Paul  C.  Swenson,  M.D.,  New  York 
E.  Forrest  Merrill,  M.D.,  New  York 

Thursday,  May  1 — 10:00  A.M. 

Hotel  Statler,  Room  334 

Address:  A Report  of  the  Dutchess  County 
Tumor  Clinic 

Chester  O.  Davison,  M.D.,  Poughkeepsie 

1.  Peroral  X-Radiation  in  the  Treatment  of 
Mouth  Cancer 

Hayes  E.  Martin,  M.D.,  New  York 
Discussion:  Walter  L.  Mattick,  M.D., 

Buffalo 

2.  Clinical— Physical  Significance  of  Quality  in 
Routine  Tele-Radiation  Therapy 

Walter  T.  Murphy,  M.D.,  Buffalo 
Discussion:  Louis  C.  Kress,  M.D.,  Albany 


SECTION  ON 

REGIONAL  AND  GENERAL  ANESTHESIA 

Chairman  John  H.  Evans,  M.D.,  Buffalo 

Vice-Chairman  

John  F.  Kellogg,  Jr.,  M.D.,  Rochester 
Secretary  Milton  C.  Peterson,  M.D.,  New  York 

Tuesday,  April  29—9:00  A.M. 

Hotel  Statler,  Room  302 

Address  of  Welcome:  Herbert  A.  Smith,  M.D., 
Buffalo 

Address:  Control  of  Pain  and  Discomfort  by 
the  Subcutaneous  Injection  of  Oxygen 

John  H.  Evans,  M.D.,  Buffalo 

1.  Prevention  of  Explosions  of  Anesthetic 
Mixtures  by  the  Addition  of  Helium 

George  J.  Thomas,  M.D.,  Pittsburgh  (By 
invitation) 
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2.  Intravenous  Anesthesia 

Brian  C.  Sword,  M.D.,  New  York  (By  in- 
vitation) 

Discussion:  Frederick  C.  Wilcox,  Jr.,  M.D., 
Brooklyn 

3.  Continuous  Spinal  Anesthesia 

G.  Edgar  Burford,  M.D.,  New  York 
Discussion:  Virginia  Apgar,  M.D.,  New 

York 

Wednesday,  April  30 — 2:00  P.M. 

Hotel  Statler,  Room  302 

1 . Water  Balance 

Lourdon  C.  Reid,  M.D.,  New  York  (By 
invitation) 

Discussion:  John  Scudder,  M.D.,  New  York 
(By  invitation) 

2.  Recent  Advances  in  Therapeutic  Nerve 
Block 

Emery  A.  Rovenstine,  M.D.,  New  York 
Discussion:  Paul  W.  Searles,  M.D.,  Buffalo 

3.  Problems  of  Obstetrical  Anesthesia  in  the 
Average  Hospital 

John  A.  Kalb,  M.D.,  Endicott 
Discussion:  Paul  M.  Wood,  M.D.,  New 

York 

4.  Anoxia,  with  Special  Reference  to  Aviation 

Frederick  A.  D.  Alexander,  M.D.,  Albany 
Discussion:  Clarence  J.  Durshordwe,  M.D., 
Buffalo 

Thursday,  May  1 — 8:00  P.M. 

Hotel  Statler,  Room  302 

A Clinic  on  Subcutaneous  Oxygen  will  be  given 
by  John  H.  Evans,  M.D.,  and  L.  Maxwell 
Lockie,  M.D.,  of  Buffalo.  Cases  treated  will  be 
presented,  and  technic  demonstrated. 


SECTION  ON 
SURGERY 

Chairman.  .Roderick  V.  Grace,  M.D.,  New  York 

Secretary.  . Alfred  H.  Noehren,  M.D.,  Buffalo 

Wednesday,  April  30 — 10:00  A.M. 

Hotel  Statler,  Meeting  Room 

1.  Bleeding  as  a Late  Sequela  of  Gastroenter- 
ostomy and  Subtotal  Gastrectomy  of  the 
Bilroth  II  Type  for  Duodenal  Ulcer 

Ralph  Colp,  M.D.,  New  York 
Sigmund  Mage,  M.D.,  New  York 
Discussion:  Henry  N.  Ken  well,  M.D., 
Buffalo 

2.  The  Use  of  Powdered  Sulfanilamide  Locally 
in  the  Treatment  of  Peritoneal  Infections 

R.  Sterling  Mueller,  M.D.,  New  York 
James  E.  Thompson,  M.D.,  New  York 
Discussion:  James  C.  Sullivan,  M.D., 

Buffalo 


3.  The  Preparation  and  Use  of  Desiccated 
Plasma  by  Mass  Production  Methods  and 
Its  Importance  in  Routine  and  Military 
Surgery 

Joseph  M.  Hill,  M.D.,  Dallas,  Texas  (By 
invitation) 

Discussion:  Paul  W.  Searles,  M.D.,  Buffalo 

Thursday,  May  1 — 10:00  A.M. 

Hotel  Statler,  Meeting  Room 

Symposium 

Surgical  Treatment  of  Goiter 

1.  Indications  for  Operation — How  to  Differen- 
tiate Toxic  Goiter  from  Conditions  Simu- 
lating It 

George  W.  Cottis,  M.D.,  Jamestown 

2.  The  Use  of  Iodine  in  Preoperative  and  Post- 
operative Treatment 

Thomas  B.  Jones,  M.D.,  Rochester 

3.  Technic  of  Thyroidectomy 

Frederick  S.  Wetherell,  M.D.,  Syracuse 

4.  Many  Stage  Operation 

Martin  B.  Tinker,  M.D.,  Ithaca 
Martin  B.  Tinker,  Jr.,  M.D.,  Ithaca 

5.  Anesthesia  in  Goiter  Surgery 

Oscar  H.  Stover,  M.D.,  Buffalo 

6.  Surgical  Complications  and  Their  Treatment 

George  E.  Beilby,  M.D.,  Albany 

7.  Exopthalmos — Modem  Views  on  the  Cause, 
Treatment,  and  Prognosis 

Summation:  Donald  Guthrie,  M.D.,  Sayre, 

Pennsylvania  (By  invitation) 


SECTION  ON 
UROLOGY 

Chairman Leo  E.  Gibson,  M.D.,  Syracuse 

V ice-Chairman 

Roy  B.  Henline,  M.D.,  New  York 

Secretary.  J.  Sidney  Ritter,  M.D.,  New  York 

Tuesday,  April  29 — 10:00  A.M. 

Hotel  Statler,  Room  338 

Symposium 

Pyelonephritis 

1.  The  Effectiveness  of  the  Sulfonamides  on  the 
Bacteria  Encountered  in  Infections  of  the 
Upper  Urinary  Tract 

Roscoe  C.  Borst,  M.D.,  Utica 

2.  Chronic  Pyelonephritis,  an  Incurable  Dis- 
ease— Importance  of  Prevention 

Reed  M.  Nesbit,  M.D.,  Ann  Arbor, 

Michigan  (By  invitation) 

3.  So-Called  Pyelitis  in  Children 

Edgar  A.  Slotkin,  M.D.,  Buffalo 
Discussion  of  Symposium:  Winfield  W. 

Scott,  M.D.,  Rochester;  George  E.  Slotkin, 
M.D.,  Buffalo;  Albert  M.  Crance,  M.D., 
Geneva;  and  Francis  N.  Kimball,  M.D., 
New  York 
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Wednesday,  April  30 — 2:00  P.M. 

Hotel  Statler,  Room  338 

1.  The  Effects  and  Clinical  Use  of  Male  Hor- 
mone Substances 

James  B.  Hamilton,  M.D.,  New  Haven, 
Connecticut  (By  invitation) 

Discussion:  Raphael  Kurzrok,  M.D.,  New 

York;  and  Thomas  F.  Laurie,  M.D.,  Syra- 
cuse 


2.  Conservation  of  Renal  Tissue 

John  E.  Heslin,  M.D.,  Albany 
Discussion:  Roy  B.  Henline,  M.D.,  New 

York;  and  Frederick  J.  Parmenter,  M.D., 
Buffalo 

3.  Blood  Studies  in  Shock  as  a Guide  to  Therapy 

John  Scudder,  M.D.,  New  York  (By  invi- 
tation) 

Discussion:  Paul  W.  Searles,  M.D.,  Buffalo; 
William  C.  Eikner,  M.  D.,  Clifton  Springs 


SESSIONS 

(Session  meetings  shall  begin  promptly  at  the  hour  specified.) 


SESSION  ON 
HISTORY  OF  MEDICINE 

Chairman Emerson  C.  Kelly,  M.D.,  Albany 

Vice-Chairman.  .George  Rosen,  M.D.,  Brooklyn 
Secretary. Edward  F.  Hartung,  M.D.,  New  York 

Wednesday,  April  30 — 2:00  P.M. 

Hotel  Statler,  Meeting  Room 

1.  Helmholtz  in  Medicine 

Eliott  B.  Hague,  M.D.,  Buffalo 

2.  Horace  Nelson  and  His  Lancet 

Leonard  J.  Schiff,  M.D.,  Plattsburg 

3.  Adirondack  Medicine — A Historical  Outline 

LeRoy  H.  Wardner,  M.D.,  Saranac  Lake 

4.  General  John  Cochran 

T.  Wood  Clarke,  M.D.,  Utica 


SESSION  ON 
PHYSICAL  THERAPY 

Chairman 

. . . .Madge  C.  L.  McGuinness,  M.D.,  New  York 
Secretary Harold  J.  Harris,  M.D.,  Westport 


Tuesday,  April  29 — 10:00  A.M. 

Hotel  Statler,  Georgian  Room 

1.  The  Significance  of  Muscular  Balance  in 
Acute  Disorders  of  Posture  and  Locomotion 

Henry  H.  Jordan,  M.D.,  New  York 

2.  Therapeutic  Relaxation 

Jerome  Weiss,  M.D.,  Brooklyn 
Hans  J.  Behrend,  M.D.,  New  York 
Discussion  of  Papers  1 and  2:  George  G. 

Martin,  M.D.,  Buffalo;  Joseph  A.  E.  Syra- 
cuse, M.D.,  Buffalo 

3.  Ultraviolet  Irradiation  of  Autotransfused 
Blood  in  the  Treatment  of  Acute  Pyogenic 
Infections 

George  P.  Miley,  M.D.,  Philadelphia  (By 
invitation) 

Discussion:  Elmer  W.  Rebbeck,  M.D., 

Pittsburgh  (By  invitation) 

4.  The  Role  of  Spas  in  Medical  Preparedness 

Walter  S.  McClellan,  M.D.,  Saratoga 
Springs 

Discussion:  Allen  W.  Holmes,  M.D.,  Penn 
Yan 


ROUND  TABLE  CONFERENCE 
ON 

TUMOR  CLINICS 


Under  the  auspices  of  the  Medical  Society  of 
the  State  of  New  York  a meeting  will  be  held  in 
the  Iroquois  Room  under  the  chairmanship  of 
Louis  C.  Kress,  M.D.,  Director  of  the  Division 
of  Cancer  Control,  State  Department  of  Health. 

All  those  at  present  concerned  with  tumor 
clinics  in  the  hospitals  throughout  the  State,  and 
others  who  may  be  interested,  are  invited  to 


attend  this  discussion  period.  The  various 
problems  that  have  arisen  and  others  that  may 
arise  will  be  considered.  It  will  greatly  assist  if 
those  interested  will  send  in  by  mail  to  Dr.  Kress, 
at  the  Division  of  Cancer  Control,  New  York 
State  Department  of  Health,  152  Washington 
Avenue,  Albany,  any  questions  that  they  would 
like  to  have  discussed. 


Scientific  Exhibits 

April  28,  29,  30,  May  1,  1941 

The  Committee:  William  A.  Krieger,  M.D.,  Chairman,  Poughkeepsie; 

Alfred  H.  Noehren,  M.D..  Buffalo;  and  Secretaries  of  Sections  and  Sessions 


Hotel  Stai 

Lobby 

Walter  D.  Tiedeman 

Chief,  Bureau  of  Milk  Sanitation 
New  York  State  Department  of  Health 
Albany 

Demand  Clean  Eating  and  Drinking 
Utensils:  Illustrates  by  means  of  photo- 

graphs, proper  methods  of  cleansing,  handling, 
and  storing  of  eating  and  drinking  utensils. 
Demonstrates  the  visual  and  laboratory  ex- 
amination methods  of  checking  the  effective- 
ness of  cleansing.  Equipment,  which  when 
properly  utilized  will  be  effective  in  producing 
the  results,  is  available  for  inspection. 

Lobby 

Louis  C.  Kress,  M.D. 

Director,  Division  of  Cancer  Control 
New  York  State  Department  of  Health 
Albany 

Progress  in  Cancer  Control:  Demon- 

strates, pictorially,  the  progress  in  establishing 
tumor  clinics,  in  reporting,  and  in  clinical  activi- 
ties. 

Fillmore  Room,  and  Parlors  D and  E 

1 

Alfred  H.  Noehren,  M.D. 

E.  Theodor  Mueller,  M.D. 

Elmer  T.  McGroder,  M.D. 

Kenneth  H.  Eckhert,  M.D. 

Leon  H.  Smith,  M.D. 

Deaconess  Hospital 
Buffalo 

Thyroid  Exhibit:  Charts,  specimens  and 
slides.  Cancer  of  larynx. 

2 

Guy  E.  Youngburg 

Department  of  Biological  Chemistry 
University  of  Buffalo,  School  of  Medicine 
Buffalo 

Mineral  Residues  from  Silicotic  Lungs: 
A rack  holding  vials  containing  the  acid  insoluble 
ash  from  equal  portions  of  19  silicotic  lung  cases 
is  shown.  There  are  interesting  and  striking 
differences  in  the  residues. 

3 

Section  on  Pathology  and  Clinical  Pathology 
Medical  Society  of  the  State  of  New  York 

(Buffalo  Pathologists) 

William  F.  Jacobs,  M.D. 

Ruell  A.  Sloan,  M.D. 

Komel  L.  Terplan,  M.D. 

Samuel  Sanes,  M.D. 

Margaret  Warwick,  M.D. 

Barton  F.  Hauenstein,  M.D. 


Buffalo 

Alphonse  A.  Thibaudeau,  M.B. 

Eugene  M.  Burke,  B.S. 

Norman  W.  Elton,  M.D. 

Robert  B.  McClelland,  D.V.M. 

E.  Theodor  Mueller,  M.D. 

Fresh  Pathology  Demonstration:  Fresh 

tissues  from  current  autopsies  and  surgical  speci- 
mens obtained  in  Buffalo  hospitals  will  be  ex- 
hibited and  explained  by  Buffalo  pathologists. 
There  will  also  be  a demonstration  of  slide 
collections  useful  for  the  teaching  of  specialty 
pathology  and  veterinary  pathology. 

4 

Norman  W.  Elton,  M.D. 

Milton  G.  Potter,  M.D. 

Irving  W.  Potter,  M.D. 

Millard  Fillmore  Hospital 
Buffalo 

Evolution  of  the  Uterine  Defect  of 
Classical  Cesarean  Section  and  Immediate 
Results  of  an  Improved  Suture  Technic: 
Defects  have  been  demonstrable  in  all  uteri 
which  have  undergone  section  by  the  former 
multiple  layer  suture  technic.  These  defects 
have  been  due  to  the  creation  of  sinuses  and 
fistulas  of  varying  degree,  attributable  to  the 
sloughing  of  muscle  strangulated  by  sutures. 
Modification  of  the  suture  technic  by  the  use  of  a 
single  row  of  interrupted  sutures  placed  only 
in  the  outer  layer,  with  beveling  of  the  wound 
edges,  has  resulted  in  a sharp  reduction  of  mor- 
bidity in  50  cases. 

5 

Harry  R.  Trick,  M.D. 

Department  of  Surgery 
University  of  Buffalo,  School  of  Medicine 
Buffalo 

The  Dynamics  of  Abdominal  Hernl\s: 
A moving  picture  of  the  forces  concerned  in  the 
production  of  an  indirect  inguinal  hernia  and  by 
postural  changes  showing  that  the  same  forces 
might  produce  any  other  type  of  abdominal 
hernia. 

6 

Oliver  P.  Jones,  Ph.D. 

Department  of  Anatomy 
University  of  Buffalo,  School  of  Medicine 
Buffalo 

Experiments  Demonstrating  the  Pla- 
cental Transfer  of  Antianemic  Principle: 
Graphs  to  illustrate  the  change  in  cell  and  nu- 
clear diameter  of  embryonic  blood  from  rats 
after  the  pregnant  mother  had  been  treated 
with  oral  and/or  parenteral  antianemic  prepara- 
tion. 
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7 

William  F.  Jacobs,  M.D. 

Ruell  A.  Sloan,  M.D. 

Edward  J.  Meyer  Memorial  Hospital 
Buffalo 

Museum  Specimens:  Specimens  that  will  be 

of  interest  to  the  general  practitioner. 

8 

Emery  A.  Rovenstine,  M.D. 

New  York  University  College  of  Medicine 
New  York 

The  Incidence  of  Postoperative  Respira- 
tory Complications:  A model  of  wooden 

blocks  compares  the  incidence  of  respiratory 
complications  with  particular  regard  to  anes- 
thesia. 

9 

Ernest  Witebsky,  M.D. 

Philip  Weis 
Anne  Heide 

Department  of  Pathology  and  Bacteriology 
University  of  Buffalo,  School  of  Medicine 

Buffalo  General  Hospital 
Buffalo 

Laboratory  Diagnosis  of  Trichinosis: 
The  serodiagnosis  of  trichinosis  by  means  of 
complement  fixation  is  demonstrated.  In  addi- 
tion, rats  infested  with  Trichinella  spiralis  are 
shown  and  muscle  specimens  containing  the 
larvae  are  demonstrated. 

10  (Viewing  Box  24) 

Charles  W.  Bethune,  M.D. 

Buffalo  Health  Department 
Buffalo 

Buffalo  Health  Department  Exhibit: 
Radiographs  of  unique  cases  from  chest  clinic, 
moulages  of  venereal  cases  from  syphilis  control, 
diagnostic  cultures,  etc.,  from  laboratory,  charts 
and  graphs  from  child  hygiene  and  vital  statis- 
tics. 

11 

Charles  C.  Herger,  M.D. 

Hans  Sauer,  M.D. 

Department  of  Urology 

New  York  State  Institute  for  the  Study  of 
Malignant  Disease 
Buffalo 

Carcinoma  of  the  Bladder:  X-ray  studies 

of  carcinoma  of  the  bladder.  Demonstration 
of  filling  defects  before  treatment  and,  later, 
the  healed  lesions  following  treatment.  Demon- 
strated changes  in  the  upper  urinary  tract 
when  the  lesion  involves  the  ureteral  openings. 
Cystoscopic  pictures,  photomicrographs  of  sec- 
tions and  treatment  followed.  Statistical  tables 
showing  grouping  of  cases  and  results  obtained. 

12 

Abner  I.  Weisman,  M.D. 

Christopher  W.  Coates 

Jewish  Memorial  Hospital 

The  New  York  Aquarium 
New  York 

A New  Test  for  Pregnancy  (The  Xenopus 
“Frog”  Test):  The  exhibit  consists  of  an  ex- 
planation and  description  of  the  Xenopus  (frog) 


test  for  pregnancy.  The  method  of  urine  ex- 
traction and  the  methods  of  injection  of  the 
Xenopus  are  gone  into  in  detail.  Actual  demon- 
strations of  the  pregnancy  test  will  be  performed 
daily.  The  positive  and  negative  reactions  will 
be  differentiated  clearly.  Although  many  new 
tests  have  been  suggested  in  recent  years  as 
being  superior  to  the  A-Z  test,  none  has  been 
proved  to  be  of  much  worth  except  this  Xenopus 
test.  The  Xenopus  test  for  pregnancy  is  not 
only  as  accurate  as  the  A-Z  or  Friedman  test 
but  is  far  superior  in  many  instances,  since  it  is 
rapid,  economical,  and  simple  to  perform. 
The  extruded  eggs  are  easily  visualized  in  a posi- 
tive reaction.  A positive  reaction  can  be  ob- 
tained in  from  six  to  eighteen  hours. 

13  (Viewing  Box  23) 

Albert  A.  Cinelli,  M.D. 

Manhattan  Eye,  Ear  and  Throat  Hospital 
New  York 

Plastic  Surgical  Principles  in  Ear,  Nose, 
and  Throat:  Exhibit  will  depict  the  basic 

principles  involved  in  plastic  surgery  of  oto- 
rhinolaryngology. Diagrams,  photographs  be- 
fore and  after,  transparencies,  etc.,  will  aid 
greatly  in  the  demonstration. 

14 

Walter  S.  McClellan,  M.D. 

Saratoga  Springs  Authority 
Saratoga  Springs 

Clinical  Studies  with  Naturally  Car- 
bonated Saline- Alkaline  Mineral  Waters: 
The  charts  illustrate  studies  of  the  influence  of 
the  carbon  dioxide  bath  on  the  peripheral  cir- 
culation, the  effect  of  the  ingestion  of  these 
waters  on  the  pH  of  the  urine,  and  the  changes 
in  hemoglobin  and  red  cell  count  observed 
during  the  “cure”  regimen. 

15 

Milton  S.  Lloyd,  M.D. 

Joseph  A.  Budetti,  M.D. 

City  of  New  York  Municipal  Sanitorium 
Otisville 

Physical  Findings  in  Bronchoscopy  in 
Relation  to  Collapse  Therapy  of  the  Lung  : 
Transparencies  of  chest  x-rays  and  contempo- 
raneous physical  findings  at  bronchoscopy  indi- 
cating their  correlation  for  the  guidance  of  the 
collapse  therapist. 

16 

Charles  E.  Woods,  M.D. 

Meadowbrook  Hospital 
Hempstead 

New'  Method  of  Shoulder  Delivery: 
Moving  pictures  demonstrating,  with  models, 
underlying  mechanical  principles  and  actual 
delivery. 

17  (Viewing  Box  21) 

Henry  Minsky,  M.D. 

Mount  Sinai  Hospital 
New  York 

“Ligamentum”  Hyaloidea  - Capsulare. 
Attachment  of  Lens  to  Vitreous:  Demon- 

stration tending  to  prove  the  lens  is  more  firmly 
attached  to  the  vitreous  by  the  “ligamentum” 
hyaloidea-capsulare  than  to  the  zonular  fibres. 
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Dissection  of  a freshly  enucleated  eye  in  Locke’s 
solution  at  body  temperature;  gross  anatomy 
seen  in  passing. 

18  (Viewing  Box  22) 

Elmer  H.  Loughlin,  M.D. 

Samuel  H.  Spitz,  M.D. 

Richard  H.  Bennett,  M.D. 

Long  Island  College  of  Medicine 
Long  Island  College  Hospital 
Brooklyn 

Pneumococcal  Lobar  Pneumonia:  (1) 

Etiologic  Diagnosis,  showing  charts  and  trans- 
parencies; (2)  Clinical  Diagnosis,  charts,  trans- 
parencies and  x-rays;  (3)  Treatment,  prophy- 
laxis, general  treatment,  specific  treatment 
(serum,  chemotherapy  and  combined  therapy), 
charts  and  moulages;  (4)  Complications,  charts 
describing  the  complications  and  resumes  of  the 
treatment;  (5)  Technical  Methods,  bacterio- 
logy; methods  of  administration  of  serum  and 
drugs. 

19 

Stockton  Kimball,  M.D. 

Ramsdell  Gurney,  M.D. 

Komel  L.  Terplan,  M.D. 

Morton  H.  Lipsitz,  M.D. 

Buffalo  General  Hospital 
Buffalo 

Unusual  Vascular  Lesions  Within  the 
Abdomen:  Pathologic  specimens,  photographs 
and  drawings;  slides;  clinical  findings  in  a 
series  of  intra-abdominal  vascular  lesions,  in- 
cluding periarteritis  nodosa,  malignant  hyper- 
tension, aortic  aneurysm  (luetic  and  arterio- 
sclerotic), thrombosis  of  various  intra-abdominal 
vessels. 

20 

J.  Graham  Edwards 

Department  of  Anatomy 

University  of  Buffalo,  School  of  Medicine 
Buffalo 

The  Vascular  Pole  of  the  Glomerulus 
in  the  Kidney  of  the  Normal  and  Hyper- 
tensive Dog  and  Man:  Illustrations  and 

microscopic  demonstrations  of  unique  struc- 
tures at  the  vascular  pole  of  the  glomerulus  in  the 
normal  and  hypertensive  dog  and  man.  Struc- 
tures demonstrated:  (a)  the  wall  of  the  ter- 

minal portion  of  the  afferent  arteriole;  (b)  a 
cluster  of  cells  between  the  afferent  and  efferent 
arterioles;  (c)  a modified  portion  of  the  wall  of 
the  renal  tubule  in  contact  and  co-extensive  with 
this  cluster  of  cells. 

25 

William  A.  Brumfield,  Jr.,  M.D. 

Director,  Division  of  Syphilis  Control 
New  York  State  Department  of  Health 
Albany 

Syphilis  Control:  Syphilis,  clinical  ad- 
vances and  progress  in  control  depicted  by 
photographs,  charts,  and  dioramas. 

26 

A.  Benson  Cannon,  M.D. 

Vanderbilt  Clinic 
New  York 

Infectious  Diseases  of  the  Skin:  Colored 
lantern-slide  demonstration  of  Impetigo,  Scabies, 
Tinea,  Erysipelas,  etc.  Demonstration  of  causa- 


tive organisms  where  possible.  Differentiation 
of  some  infectious  diseases  from  closely  resem- 
bling noninfectious  conditions.  For  example, 
acne  vulgaris  from  acne  of  bromoderma. 

27  (Viewing  Boxes  36,  37,  42) 

Edward  O.  Finestone,  M.D. 

Harlem  Hospital 
New  York 

Urinary  Extravasation  (Periurethral 
Phlegmon)  : About  sixty  transparencies  of 
diagrams,  photos,  and  x-rays  based  on  experi- 
mental and  clinical  study  which  have  revealed  a 
new  concept  of  the  pathogenesis  of  this  disease. 
Based  on  this  new  concept  a rational  approach 
to  treatment  has  been  evolved. 

28  (Viewing  Box  35) 

Section  on  Industrial  Medicine  and  Surgery 
Medical  Society  of  the  State  of  New  York 

Irving  Gray,  M.D. 

Irving  Greenfield,  M.D. 

John  J.  Wittmer,  M.D. 

James  H.  Sterner,  M.D. 

Section  on  Industrial  Medicine  and 
Surgery:  Benzol  Poisoning;  Employee  Health 
Education;  and  a Practical  Demonstration  of 
Maximum  Allowable  Concentrations  of  Toxic 
Material. 

29 

E.  Hoyt  DeKleine,  M.D. 

Claire  L.  Straith,  M.D.  (Detroit,  Michigan) 

Buffalo  General  Hospital 
Buffalo 

Plastic  Surgery  in  Children:  Photogra- 

phic exhibit  of  plastic  surgical  problems  of  child- 
hood with  special  emphasis  on  the  psychologic 
abnormalities  of  afflicted  children,  together  with 
drawings  and  captions  showing  principles  of 
technic  used  in  correction  of  deformities  shown. 

30  (Viewing  Box  38) 

Harold  J.  Harris,  M.D. 

Westport 

Brucellosis  (Undulant  Fever):  Series  of 
charts,  radiographs,  Kodachrome  transparencies, 
photomicrographs,  and  photographs. 

31 

Mortimer  M.  Kopp,  M.D. 

Lutheran  Hospital 
Brooklyn 

Rhinoplastic  Surgery:  Photographic  trans- 
parencies and  all  forms  of  rhinoplastic  pro- 
cedures. Moulages  demonstrating  subcutane- 
ous structures  and  procedures. 

32 

James  Watson  White,  M.D. 

Harold  Whately  Brown,  M.D. 

New  York  Post-Graduate  School  and  Hospital 
New  York 

Types  of  Strabismus:  The  exhibit  is  com- 

posed of  photographs  of  the  various  types  of 
strabismus,  grouped  and  classified  as  much  as 
possible  with  a growing  exhibit  Some  are 
shown  corrected,  partially  corrected  or  unaf- 
fected by  glasses.  Examples  of  paralysis, 
more  or  less  marked,  of  each  of  the  extraocular 
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muscles  are  shown,  as  well  as  the  postoperative 
results  in  many.  Congenital  anomalies  in- 
clude retraction  syndrome,  strabismus  fixus, 
congenital  paralyses  and  spasms,  also  paralyses 
of  convergence. 

33 

Morton  I.  Berson,  M.D. 

The  Downtown  Hospital,  Pan-American  Clinic 
New  York 

Plastic  and  Reconstructive  Surgery: 
Exhibit  of  colored  photographic  transparencies, 
diagrams,  and  moulages  showing  anatomic 
structures  and  various  stages  in  the  surgical 
procedures  for  corrective  rhinoplasty,  mamma- 
plasty,  free  skin  grafts,  and  correction  of  other 
disfigurements  with  end  results. 

34 

William  Z.  Fradkin,  M.D. 

Jewish  Hospital  of  Brooklyn 
Brooklyn 

Chronic  Ulcerative  Colitis:  Charts,  mod- 
els, specimens,  and  instruments  illustrating  the 
predisposing  factors — etiology,  diagnosis,  and 
treatment  of  chronic  ulcerative  colitis. 

35  (Viewing  Boxes  44,  45) 

A.  H.  Aaron,  M.D. 

Edward  D.  Cook,  M.D. 

William  F.  Lipp,  M.D. 

Fraser  D.  Mooney,  M.D. 

Henry  M.  Murphy,  M.D. 

Buffalo  General  Hospital 
Buffalo 

Gastroscopy:  Demonstration  of  the  gastro- 

scope  in  a model  stomach.  Transparencies 


showing  the  various  types  of  pathology  as 
seen  gastroscopically . Charts  showing  statistical 
studies  of  gastric  diseases. 

39 

Chester  O.  Davison,  M.D. 

Dutchess  County  Tumor  Clinic 

Vassar  Brothers  Hospital 
Poughkeepsie 

Dutchess  County  Tumor  Clinic:  Charts, 
photographs,  and  x-ray  films  explaining  the  work 
of  this  particular  tumor  clinic. 

40 

New  York  State  Medical  Library 

Albany 

New  York  State  Medical  Library:  Medi- 

cal books  and  periodicals,  posters,  etc. 

(Viewing  Boxes  46,  47,  48) 

Komel  L.  Terplan,  M.D. 

Edward  C.  Koenig,  M.D. 

Buffalo  General  Hospital 
Anatomic  X-Ray  Studies  in  Tuberculosis. 

State  Institute  for  the  Study  of  Malignant 
Disease,  Buffalo 

William  S.  Murray,  Sc.D.,  Buffalo 
Demonstrations:  (1)  Behavior  of  a cancer 

stimulating  principle  which  is  transmitted 
through  the  mother’s  milk  in  mice;  (2)  possi- 
bilities of  parabiosis  as  a means  of  studying  the 
effects  of  blood-borne  stimulants  or  depressants. 

Burton  T.  Simpson,  M.D.,  Buffalo 
New  Radiologic  Apparatus  at  the  In- 
stitute. 


Scientific  Motion  Picture  Exhibit 

William  A.  Krieger,  M.D.,  Chairman,  Poughkeepsie;  Alfred H.  Noehren,  M.D.,  Buffalo 

Ballroom  Foyer  of  Hotel  Staffer 


The  Dynamics  of  Abdominal  Hernias 

Harry  R.  Trick,  M.D. 

Operative  Technic  Employed  in  Nasal  Plastic 
Surgery 

Albert  A.  Cinelli,  M.D. 

New  Method  of  Shoulder  Delivery 

Charles  E.  Woods,  M.D. 

Ligamentum  Hyaloidae  Capsulare 

Henry  Minsky,  M.D. 

The  Syringe  Technic  in  the  Administration  of 
Old  Arsphenamine 

The  Treatment  of  Neurosyphilis  by  Intra- 
spinal  Injection  of  Arsphenamized 
Serum — Swift  Ellis 

A.  Benson  Cannon,  M.D. 

Urinary  Extravasation  (Periurethral  Phleg- 
mon). 

Edward  O.  Finestone,  M.D. 

Types  of  Strabismus 

James  Watson  White,  M.D. 

Reconstruction  of  Auricle  for  Complete  Ab- 
sence. Free  Skin  Graft  for  Extensive 


Nevus  of  Face  and  Web  Scar  Contractures 
of  Elbow 

Morton  I.  Berson,  M.D. 

Chronic  Ulcerative  Colitis 

William  Z.  Fradkin,  M.D. 

Gastroscopy 

A.  H.  Aaron,  M.D. 

The  Present-Day  Treatment  of  Varicose 
Veins 

William  M.  Cooper,  M.D. 

Subcutaneous  Injection  of  Oxygen 

John  H.  Evans,  M.D. 

Clinic  on  Petrositis  with  Meningitis  Otoscopy 

Ralph  Almour,  M.D. 

Postencephalolytic  Parkinsonism 

Josephine  B.  Neal,  M.D. 

Stanley  M.  Dillenberg,  M.D. 

Intravenous  Pentothal  Sodium 

Abbott  Laboratories 

Coramine 

Ciba  Pharmaceutical  Products,  Inc. 


Technical  Exhibits 

Hotel  Statler,  Seventeenth  Floor,  April  28-May  1 

THE  dictum,  “There  is  Nothing  New  Under  the  Sun,”  cannot  be 
applied  to  the  technical  exhibits  of  the  1941  annual  meeting.  For, 
as  you  will  see  on  the  seventeenth  floor  of  the  Hotel  Statler,  there  are 
new  developments  and  products  in  many  of  the  various  fields.  These 
merit  your  closest  attention,  for  about  none  can  you  afford  to  be  un- 
informed. Therefore,  you  are  urged  to  set  aside  a definite  time  during 
the  Buffalo  meeting  to  inspect  these  displays. 

Descriptions  of  the  exhibits  are  listed  below  in  alphabetical  order. 
Necessarily  brief,  they  give  but  a fraction  of  the  information  that  you 
will  get  from  a personal  visit.  The  exhibits  will  be  located  near  the 
Registration  Desk  where,  of  course,  you  will  go  upon  arrival  to  receive 
your  badge  admitting  you  to  all  scientific  sessions. 


Abbott  Laboratories,  North  Chicago  (Booth  68), 
most  heartily  invite  you  to  stop  at  their  exhibit 
to  discuss  the  newer  specialties  with  Abbott- 
Trained  Representatives  in  attendance.  The 
wide  assortment  of  newer  products  displayed 
merits  your  attention  and  study  and  your  ques- 
tions are  solicited.  Description  of  the  items 
being  shown  is  prohibited  for  lack  of  space,  so — 
Go  in  to  see  them! 


American  Hospital  Supply  Cor- 
poration, Chicago  and  New  York 
(Booth  52),  is  displaying  Plasma, 
its  simple  and  inexpensive  prepa- 
ration; Baxter’s  Closed  Tech- 
nique for  Indirect  Transfusion; 

Sulphanilamide  in  Vacoliters  and 
many  new,  interesting  special- 
ties, designed  and  developed  to  save  the  time  and 
care  of  busy  administrators  at  its  exhibit. 


W.  A.  Baum  Co.,  Inc., 

New  York  (Booth  50), 
who  have  devoted  twenty- 
five  years  exclusively  to 
the  origination  and  mak- 
ing of  blood-pressure  ap- 
paratus, will  display  their  complete  line  of  Baum- 
anometers  and  Latex  replacement  parts. 
The  new  STANDBY,  a practical  floor  model  de- 
signed primarily  for  office  work,  will  be  fea- 
tured. You  are  cordially  invited  to  consult  a 
Baum  representative  on  your  blood-pressure 
instrument  problems. 

J.  Beeber  & Co.,  New  York  (Booth  16). 

The  Borden  Company,  New  York 
(Booth  2),  invites  you  to  visit  their 
display  to  learn  about  Borden’s  new 
Prescription  Product  for  vaginal 
therapy — Betanal  Vaginal  Capsules, 
whose  four-point  action  helps  restore 
normal  vaginal  defenses.  Also  ex- 
hibited are  infant  foods  of  unsur- 


passed quality:  Biolac,  the  distinctive  new 

liquid  infant  food,  Beta  Lactose,  Dryco, 
Klim,  Merrell-Soule  Products,  and  Irradiated 
Evaporated  Milk. 


Burroughs  Wellcome  & Co.  (U.  S.  A.)  Inc., 

New  York  (Booth  43),  presents  a representative 
group  of  fine  chemicals  and  pharmaceutical 
preparations,  together  with  new  and  impor- 
tant therapeutic  agents  of  special  interest  to  the 
medical  profession. 


Cambridge  Instrument  Com- 
pany, Inc.,  New  York  (Booth 
67),  will  feature  as  part  of  a 
complete  exhibit  of  Cardiac 
Diagnostic  instruments,  the 
compact,  lightweight,  port- 
able “Simpli-Trol”  Electro- 
cardiograph - Stethograph 
that  produces  electrocardio- 
gram and  stethogram  separately  or  simultane- 
ously. A new  portable  instrument  (illustrated), 
which  automatically  indicates  and  records  blood 
pressure  continuously,  will  also  be  displayed. 


The  Coca-Cola  Company,  Atlanta  (Booth  36), 
will  serve  ice-cold  Coca-Cola  to  the  delegates 
with  its  compliments. 

Davies,  Rose  & Company,  Ltd.,  Boston  (Booth 
55),  hope  that  you  will  visit  their  headquarters. 
The  preparations  that  this  firm  is  exhibiting 
have  a worldwide  reputation.  Physiological  or 
chemical  tests  are  made  to  assure  their  stand- 
ardization. Clinical  experience  vouches  for 
their  dependability.  Mr.  H.  V.  Orne,  well 
known  to  many  of  the  members,  will  be  at  the 
booth  to  welcome  you. 

F.  A.  Davis  Company,  Philadelphia  (Booth  65), 
suggests  that  you  spend  your  spare  time  at 
their  exhibit  where  you  may  examine  without 
interference  such  outstanding  new  publications 
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as  Medical  Diagnosis  and  Symptomatology — 
Loewenberg,  The  Diagnosis  and  Treatment  of 
Cardiovascular  Disease — Stroud,  Clinical  Tuber- 
culosis— Goldberg,  The  Cyclopedia  of  Medicine , 
Surgery , and  Specialties , Clinical  Endocrinology , 
and  others. 

R.  B.  Davis  Company,  Hoboken, 

New  Jersey  (Booth  62),  invites  you 
to  enjoy  a drink  of  delicious  Coco- 
malt at  their  exhibit.  Cocomalt  is 
refreshing,  nourishing,  and  of  the 
highest  quality.  It  is  fortified  with 
Vitamins  A,  Bi,  and  D,  Calcium, 
and  Phosphorus  to  aid  in  the  de- 
velopment of  strong  bones  and  sound  teeth; 
Iron  for  blood;  Protein  for  strength  and  muscle; 
Carbohydrate  for  energy. 

The  Denver  Chemical  Mfg.  Co.,  New  York 
(Booth  85),  will  exhibit  Antiphlogistine.  This 
is  employed  by  physicians  in  all  parts  of  the 
world.  Galatest,  the  new  micro-reagent  for  the 
instantaneous  detection  of  urine  sugar,  will  be 
demonstrated.  Be  sure  to  see  this  demonstra- 
tion. 

Doak  Company,  Inc.,  Cleveland  (Booth  80), 
pioneers  in  colloidal  chemistry,  are  exhibiting 
the  original  colloidal  Sulfur  Diasporal  as  re- 
ported by  Sullivan,  Argy,  Wheeldon,  Senturia, 
Woldenberg,  and  others  for  treatment  of  chronic 
arthritis.  Information  for  determination  of 
cystine  sulphur  furnished,  together  with  neces- 
sary reprints.  They  are  also  showing  a number 
of  dermatological  specialties. 

The  Doho  Chemical  Corporation,  New  York 
(Booth  39).  Animated  Pathological  Ear  Ex- 
hibit— the  Auralgan  Exhibit  consists  of  a model 
of  the  human  auricle  four  feet  high  together 
with  a series  of  twenty-four  three-dimensional 
ear  drums,  modeled  under  the  supervision  of 
outstanding  otologists.  Each  of  these  drums 
depicts  a different  pathological  condition  based 
upon  actual  case  observation. 

Duke  Laboratories,  Inc.,  Stamford,  Conn.  (Booth 
46),  will  demonstrate  the  original  American- 
made,  stretchable,  adhesive-surfaced  bandage, 
Elastoplast,  suggested  whenever  compression 
and  support  are  required.  Samples  of  Medi- 
plast,  the  Elastoplast  speed  compress  and  Elasto- 
plast Occlusive  Dressings,  used  in  the  treat- 
ment of  minor  injuries,  may  be  had,  also  samples 
of  Nivea  and  Basis  Soap — the  prescribed  cos- 
metics. 


E & J Resuscitator  Company,  Inc.,  New  York 
(Booth  69). 

J.  H.  Emerson  Co.,  Cam- 
bridge, Mass.  (Booth  8), 
will  show  the  Emerson 
Resuscitator,  Inhalator, 
and  Aspirator — a single 
unit  with  three  distinct 
functions  with  simple 
operation  involving  no 
leather  cups,  pistons,  or 


oil;  and  the  latest  model  Emerson  Respirator 
with  the  new  Orthopedic  Attachment,  designed 
for  use  with  any  model  Emerson  Respirator. 

H.  G.  Fischer  & Co.,  Chicago 
(Booth  7),  are  displaying  their 
1941  models  of  x-ray  and 
short-wave  apparatus  which 
are  so  distinctive,  both  in  im- 
proved performance  and,  in 
various  instances,  greatly  low- 
ered in  price,  that  every  phy- 
sician should  consider  inspection  a convention 
obligation.  The  complete  H.  G.  Fischer  & Co. 
line  includes  shockproof  x-ray  apparatus,  short- 
wave units,  combination  cabinets,  galvanic  and 
wave  generators,  ultraviolet  and  infrared  lamps 
and  many  other  units,  accessories,  and  supplies. 

C.  B.  Fleet  Co.,  Inc.,  Lynchburg,  Va.  (Booth  63). 
Phospho-Soda  (Fleet)  is  a highly  concentrated 
and  purified,  aqueous  solution  of  sodium  phos- 
phates. It  is  nontoxic,  rapid  but  mild  in  action 
without  irritation  of  the  gastric  or  intestinal 
mucosa.  Indicated  for  hepatic  dysfunction, 
and  for  its  thorough  eliminating  and  cleansing 
action  on  the  upper  and  lower  gut. 

The  Foregger  Co.  Inc.,  New  York  (Booth  20), 
is  featuring  anesthesia  apparatus  of  new  and 
distinctive  design,  resuscitation  apparatus,  and 
oxygen  therapy  equipment.  The  new  O.F. 
type  anesthesia  apparatus  is  even  more  rugged 
and  durable  than  previous  models,  simpler  to 
operate  and  maintain,  with  finer  regulation, 
improved  visibility,  and  increased  safety. 

General  Electric  X-Ray  Corp.,  Chicago  (Booths 
44  and  45). 

Gerber  Products  Company, 

Fremont,  Mich.  (Booth  19), 
have  added  several  new  varie- 
ties to  both  Gerber’s  Strained 
and  Junior  Foods  and  will  dis- 
play them  at  their  exhibit. 

They  invite  examination  of  the 
booklets  for  mothers  and  of 
the  professional  literature. 


Harold  Surgical  Corp.,  Albany  and  New  York 
(Booth  34),  will  exhibit  a complete  fine  of  short- 
wave apparatus  of  the  latest  design,  electro- 
cardiographic apparatus,  Basal  Metabolism 
Machine,  and  a new  combination  X-Ray  Unit. 
A trained  technician  will  be  available  at  all  times 
to  explain  the  apparatus  and  this  firm  will  also 
exhibit  a number  of  new  surgical  and  medical 
supplies  which  will  be  of  interest  to  the  profes- 
sion. The  Albany  office  will  be  represented  by 
Mr.  H.  H.  Kestenbaum,  and  Mr.  Sam  Mehl- 
inger  will  be  in  attendance  from  the  New  York 
office. 

H.  J.  Heinz  Co.,  Pittsburgh  (Booth  14),  ap- 
preciates the  confidence  which  the  members  of 
the  Medical  Society  of  the  State  of  New  York 
have  expressed  in  their  recommendation  of  Heinz 
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Strained  and  Junior  Foods  for  infant  feeding  and 
special  diets.  Some  of  these  foods  are  on  dis- 
play at  their  exhibit  as  well  as  various  litera- 
ture— newest  of  which  is  the  Nutritional  Chart, 
9th  edition,  and  Nutritional  Observatory.  Miss 
Alice  Yakulis  and  Mr.  H.  N.  Harris  are  at  your 
service  and  will  welcome  members  and  friends 
at  the  exhibit. 

Holland  - Rantos  Com- 
pany, Inc.,  New  York 
(Booth  35),  will  graphi- 
cally illustrate  with  a mo- 
tion picture  modern  con- 
traceptive technique  and 
will  demonstrate  at  their 
display  all  the  various 
contraceptive  materials 
including  both  the  Koromex  and  Hyva  dia- 
phragms, Koromex  and  H-R  Emulsion  jelly, 
together  with  the  most  complete  line  of  contra- 
ceptive specialties. 

Horlick’s  Malted  Milk  Corporation,  Racine, 
Wis.  (Booth  48),  invites  you  to  visit  their  ex- 
hibit of  Horlick’s,  the  Original  Malted  Milk, 
powder  and  tablets.  Horlick’s  is  a distinctive 
natural  food  combination  containing  the  basic 
nutritive  principles  of  full-cream  milk  and  malted 
grain.  Its  ease  of  digestion,  freedom  from  fiber 
and  roughage,  together  with  its  rich  calcium  and 
phosphorus  content,  particularly  recommend  it 
to  the  physician. 

Hynson,  Westcott  & Dunning, 

Inc.,  Baltimore  (Booth  33), 
will  exhibit  Mercurochrome 
which  is  prominent  among 
their  products  to  be  displayed 
and  is  now  in  the  twenty-first 
year  of  its  acceptance  by  the 
Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Association. 
Thantis  Lozenges,  Cobra  Venom  Solution, 
and  Lutein  Solution  Ampules  will  also  be  shown, 
in  addition  to  the  diagnostic  solutions  and  ap- 
paratus supplied  by  the  manufacturers.  The 
clinical  effectiveness  of  Lutein  Solution,  an 
aqueous  extract  of  corpus  luteum,  in  the  treat- 
ment of  many  menopausal  disturbances  and  its 
effectiveness  in  obstetrical  complications  will  be 
illustrated  by  especially  prepared  diagrams. 
Visiting  delegates  are  invited. 

Jeffrey-Fell  Company,  Buffalo  (Booths  82,  83, 
and  84).  Purveyors  to  the  medical,  hospital 
and  nurses  profession  for  more  than  half  a cen- 
tury will  display  and  demonstrate  rare  and 
select  surgical  and  scientific  instruments,  drugs 
and  sundries,  known  to  modern  science,  repre- 
senting the  products  of  the  most  representative 
manufacturers  in  the  United  States  and  abroad. 
They  specialize  in  the  distribution  of  the  products 
of:  Wilmot  Castle  Co.,  Rochester,  N.  Y., 

sterilizing  equipment  for  office  and  hospital; 
Burdick  Corp.,  Milton,  Wis.,  complete  physio- 
therapy equipment;  Wiesner-Rapp  Co.,  Inc., 
Buffalo,  modern  aluminum  iron  lung;  Jones 
Metabolism  Equipment  Co.,  Chicago,  simplified 
scientific  metabolism  equipment;  and  Gomco 


Surgical  Mfg.  Corp.,  Buffalo,  scientific  instru- 
ments and  apparatus. 

You  are  cordially  invited  to  visit  their  store 
at  1700  Main  St.,  Buffalo.  Telephone:  Garfield 
1700. 

“The  ‘ Junket’  Folks,”  Chr.  Hansen’s  Laboratory, 
Inc.,  Little  Falls,  New  York  (Booth  17),  serve 
rennet-custards  made  with  either  “Junket” 
Rennet  Tables  or  “Junket”  Rennet  Powder. 
There  is  also  a display  of  “Junket”  Brand  Food 
Products.  Enlarged  photographs  show  how  the 
rennet  enzyme  in  rennet-custards  transforms 
milk  into  softer,  finer  curds.  Rennet-custards 
are  widely  recommended  for  infants,  children, 
convalescents,  postoperative  cases  and  as  a 
delicious,  healthful  dessert  for  the  whole  family. 
Fully  informed  attendants  on  duty. 

Kalak  Water  Co.  of  New  York, 

Inc.,  New  York  (Booth  58).  If 
you  are  interested  in  inhibiting 
the  distressing  side  effects  as- 
sociated with  the  administra- 
tion of  sulfonamides,  salicylates,  iodides,  arseni- 
cals,  etc.,  drop  around  to  the  Kalak  Water  Co.’s 
exhibit.  While  enjoying  a refreshing  drink  of 
this  crystal-clear,  sparkling  water,  ask  the  repre- 
sentative how  Kalak  Water  may  be  employed  to 
buffer  the  untoward  effects  of  these  drugs. 

The  Kelley-Koett  Mfg.  Co.,  Inc.,  Covington,  Ky. 
(Booths  3,  4,  and  5). 

Kellogg  Company,  Battle  Creek, 

Mich.  (Booth  9).  Kellogg’s  ready- 
to-eat  cereals  have  an  important 
part  in  the  dietary  program. 

Corn  Flakes  and  Rice  Krispies  are 
included  freely  in  wheat-free  and 
low  residue  diets.  Pep  has  been 
enriched  with  vitamins  Bi,  and  D. 

Kellogg’s  other  whole  wheat  and  bran  cereals — 
Wheat  Krispies,  Krumbles,  Shredded  Wheat, 
All-Bran  and  Bran  Flakes — are  rich  in  minerals 
and  vitamin  B,  too.  Reprints  covering  recent 
research  with  bran  and  nutrition  leaflets  are 
available  at  their  exhibit. 


Laboratory  Nativelle,  New  York  (Booth  73), 
will  exhibit  Digitaline  Cristallisee  Nativelle,  a 
purified  principle  of  digitalis  purpurea.  In  at- 
tendance will  be  a representative  qualified  to 
discuss  the  pharmacological  and  clinical  studies 
recently  conducted  and  published  surrounding 
Digitaline  Cristallisee  Nativelle.  The  purified 
principles  of  digitalis  are  attracting  much  atten- 
tion. They  will  consider  it  a privilege  to  discuss 
the  properties  of  this  purified  principle  with  you. 

Lea  & Febiger,  Philadelphia  (Booth  54),  will 
exhibit  among  their  new  works  Kraines’  Neuroses 
and  Psychoses , Portis  on  The  Digestive  System, 
Dennie  and  Pakula  on  Congenital  Syphilis , Lewin 
on  The  Foot  and  Ankle , Rony  on  Obesity  and 
Leanness , Packard,  Hayes,  and  Blanchet  on  Arti- 
ficial Pneumothorax,  and  Adair’s  Obstetrics  and 
Gynecology.  N ew  editions  will  be  shown  of  Boyd  ’ s 
Pathology  of  Internal  Diseases,  Craig  and  Faust’s 
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Parasitology , Stimson  on  the  Common  Contagious 
Diseases,  Haden’s  Hematology , Cushny’s  Phar- 
macology, Fishberg  on  Heart  Failure,  Joslin’s 
Treatment  of  Diabetes  Mellitus,  and  Peter  on 
Extra-ocular  Muscles. 

Lederle  Laboratories,  Inc.,  New  York  (Booth  53), 
are  featuring  their  Hay  Fever  Products  and  the 
Tuberculin  Patch  Test  (Vollmer)  Lederle,  Vi- 
Ferrin,  Tetanus  Toxoid,  the  new  improved 
Staphylococcus  Toxoid  Digest-Modified,  Bella- 
bulgara,  and  Vitamin  B Complex.  Another 
feature  of  the  Lederle  display  will  be  a large 
transparency  showing  their  Research  and  Pro- 
duction Laboratories  at  Pearl  River  from  the  air, 
with  a description  of  the  various  units.  Regular 
Lederle  staff  attendants  will  be  on  hand  for  dis- 
cussion with  the  doctors. 

Lehn  & Fink  Products  Corporation,  Bloomfield, 
New  Jersey  (Booth  70).  Amphyl  display  shows 
by  means  of  excellent  laboratory  photographs 
that  this  antiseptic  and  germicide  is  noninjurious, 
nonspecific,  and  economical.  Look  at  those 
graphic  real-life  photographs  and  charts.  One 
of  their  outstanding  chemists  will  answer  all  your 
queries  at  the  exhibit. 

Lepel  High  Frequency  Laboratories,  Inc., 

New  York  (Booth  18),  will  have  on  display  their 
latest  models  of  short-wave,  ultraviolet,  and 
galvanic  sinusoidal  apparatus.  You  are  cordi- 
ally invited  to  visit  this  display  and  see  the 
latest  in  physical-therapy  equipment.  Ques- 
tions on  technical  problems  will  be  cheerfully 
answered. 

Libby,  McNeill  & Libby,  Chicago  (Booth  27). 

The  Liebel-Flarsheim  Co., 

Cincinnati,  Ohio  (Booth 
51),  will  exhibit  a line  of 
short-wave  generators  as 
well  as  the  famous  Bovie 
Electro  - Surgical  Units, 
and  other  new  and  useful 
electromedical  apparatus. 

A cordial  invitation  is  ex- 
tended to  you  to  stop  at 
this  display  and  have  the 
equipment  demonstrated 
to  you. 


Eli  Lilly  and  Company,  Indianapolis,  Ind. 
(Booth  60),  will  demonstrate  the  germicidal  ef- 
ficacy of  “Merthiolate”  (Sodium  Ethyl  Mercuri 
Thiosalicylate,  Lilly)  and  the  compatibility  of  the 
antiseptic  with  body  cells  and  fluids.  Other  new 
and  useful  products  will  be  featured. 

J.  B.  Lippincott  Company,  Philadelphia  (Booth 
23),  will  have  on  display  Kugelmass’  Newer 
Nutrition  in  Pediatric  Practice  and  Becker  and 
Obermayer’s  Modern  Dermatology  and  Syphil- 
ology,  as  well  as  Functional  Disorders  of  the  Foot 
by  Dickson  and  Diveley  which  has  already  gone 
into  a second  printing.  Leaman’s  brand  new 


book,  Management  of  the  Cardiac  Patient,  will 
also  be  displayed.  Other  interesting  works 
include  Thorek’s  Modern  Surgical  Technic, 
Rigler's  Outline  of  Roentgen  Diagnosis,  Bar- 
borka’s  Treatment  by  Diet , and  many  others. 

Loeser  Laboratory,  Incoiqmrated,  New  York 
(Booth  87),  display  their  line 
of  Loeser  Intravenous  and 
Intramuscular  Solutions  and 
Organotherapeutic  Products. 

We  cordially  invite  the  phy- 
sicians to  visit  our  booth. 

T.  H.  McKenna,  Inc.,  New  York  (Booth  77), 
will  show  the  new  and  more  important  books 
of  all  American  publishers,  as  well  as  many  new 
British  books.  You  are  invited  to  compare  the 
leading  books  available  on  each  subject  and 
make  your  OWN  selection.  Avail  yourself  of 
our  temporary  Buffalo  branch. 

Mead  Johnson  & Company,  Evansville  (Booths 
25  and  26),  will  exhibit  several  new  products 
in  addition  to  Dextri-Maltose,  Pablum,  and 
Oleum  Percomorphum.  They  will  also  have 
on  display  various  examples  of  the  slogan 
“Servamus  Fidem” — We  Are  Keeping  the  Faith. 

The  Medical  Film  Guild  (Booth  78),  specialists  in 
the  production  and  distribution  of  “Medical 
Films  That  Teach”  will  exhibit  a large  variety 
of  new  original  clinical  and  diagnostic  films  with 
emphasis  on  gynecology,  ear,  nose,  throat,  and 
respiratory  diseases.  Mr.  J.  P.  Hackel  will  be 
glad  to  answer  your  photographic  questions. 

The  C.  V.  Mosby  Company,  St.  Louis,  Mo. 
(Booth  31).  Doctors  attending  the  convention 
are  cordially  invited  to  visit  their  exhibit  to  in- 
spect the  new  publications  which  will  be  on  dis- 
play. Outstanding  new  volumes  on  surgery, 
dermatology,  heart  diseases,  x-ray,  obstetrics, 
and  gynecology,  and  practice  of  medicine  will  be 
shown.  Browse  through  this  new  material  at 
their  display. 

Mutual  Pharmacal  Company,  Inc.,  Syracuse, 
New  York  (Booth  6),  will  exhibit  special  tablet 
products  such  as:  Liv-Ferin,  Vita-Liv-Ferin, 

Ferrous  Sulfate  with  Vitamins,  Vitamin  D Cap- 
sules, ABCDG  Capsules,  Elixir  and  tablets  of 
Thiamin  Chloride,  Ascorbic  Acid,  Nicotinic 
Acid,  and  other  products  of  special  interest. 

Nutrition  Research  Laboratories,  Chicago  (Booth 
30),  will  show  by  means  of  illuminated  x-rays 
and  lifelike  plaster  casts  of  actual  case  histories 
the  successful  results  obtained  from  ERTRON 
therapy  in  the  treatment  of  arthritis.  Also 
featured  will  be  BEZON,  a Natural  High  Po- 
tency Vitamin  B Complex. 

Paine  Hall  School, 

New  York  (Booth  86).  Aj  • 

Make  it  a point  to  stop 
in  and  clear  up  ques- 
tions on  Medical  Assistants:  their  worth,  salaries, 
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and  hours.  You  will  learn  our  students  are 
trained  in  Laboratory  Technique,  Doctor’s 
Office  Practice,  Medical  Secretarial,  X-Ray, 
First  Aid,  Medical  Nomenclature,  and  Profes- 
sional English.  Obtain  authentic  information 
from  trained  directors. 


Parke,  Davis  & Company,  Detroit,  Mich. 
(Booth  76),  will  feature  in  their  exhibit  the  sex 
hormones,  Theelin  and  Theelol;  antisyphilitic 
agents,  such  as  Mapharsen  and  Thio-Bismol; 
posterior  lobe  preparations,  including  Pituitrin, 
Pitocin,  and  Pitressin;  and  various  Adrenalin 
Chloride  Preparations. 


Pet  Milk  Sales  Corporation,  St. 

Louis,  Mo.  (Booths  71  and  72), 
will  display  an  actual  working 
model  of  a milk  condensing  plant 
in  miniature.  This  exhibit  offers 
an  opportunity  to  obtain  informa- 
tion about  the  protection  of  Ir- 
radiated Pet  Milk  and  its  uses  in 
infant  feeding  and  general  dietary  practice. 
Miniature  Pet  Milk  cans  will  be  given  to  each 
physician  who  visits  the  Pet  Milk  display. 

IPetrolagar  Laboratories,  Inc.,  Chicago  (Booth 
28),  offer,  in  addition  to  samples  of  the  Five 
I Types  of  Petrolagar,  an  interesting  selection  of 

I descriptive  literature  and  anatomical  charts. 
Ask  the  Petrolagar  representative  to  show  you 
the  HABIT  TIME  booklet.  It  is  a welcome 
aid  for  teaching  bowel  regularity  to  your  patients. 

Philip  Morris  & Co.,  Ltd.,  Inc.,  New  York 
(Booth  59),  will  demonstrate  the  method  by 
which  it  was  found  that  Philip  Morris  Cigarettes, 
in  which  diethylene  glycol  is  used  as  the  hygro- 
scopic agent,  are  less  irritating  than  other  ciga- 
rettes. Their  representatives  will  be  happy  to 
discuss  researches  on  this  subject  and  prob- 
lems on  the  physiological  effects  of  smoking. 


Picker  X-Ray  Corp.,  Buffalo  and  New  York 
(Booth  13). 

The  Radium  Emanation  Corporation,  New  York 
(Booth  75),  will  exhibit  a wide  variety  of  in- 
struments and  applicators  used  in  modern  radium 
therapy,  including  permanent  and  removable 
composite,  leakproof  Radon  Seeds.  The  ad- 
vantages of  these  seeds  will  be  demonstrated  by 
magnified  sections  showing  their  constructions  in 
detail. 

Ralston  Purina  Company,  Inc., 

St.  Louis,  Mo.  (Booth  66),  in- 
vites physicians  to  register  at 
their  exhibit  for  Low  Calorie 
and  Allergy  Diets,  wheat,  egg 
and  milk-free  food  lists,  recipes 
and  food  diaries,  Laboratory 
Reports  on  whole  grains  as  a 
natural  source  of  vitamins  and 
minerals,  samples  of  Ralston  Wheat  Cereal  and 
Ry-Krisp,  the  whole  rye  wafer. 


Riedel-de  Haen,  Inc.,  New  York  (Booth  12), 
will  feature  their  pioneer  bile  acid  preparations. 
Competent  representatives  will  gladly  discuss 
the  latest  findings  on  Decholin  and  Decholin 
sodium,  Degalol,  Cholmodin  and  other  Riedel- 
de  Haen  products.  Physicians  are  requested  to 
register  for  their  free  copy  of  the  third  edition 
of  the  brochure,  Biliary  Tract  Disturbances. 


Ritter  Equipment  Company, 

Inc.,  Rochester,  New  York 
(Booths  40  and  41),  is  a new- 
comer to  the  state  exhibit  this 
year.  They  introduced  to  the 
medical  profession  last  summer 
an  entirely  new  line  of  medical 
equipment,  designed  for  both 
the  specialist  and  the  general  practitioner. 
Included  in  their  display  will  be:  Ear,  Nose, 

and  Throat  Units;  Chairs,  Fluorescent  Lights, 
Stools,  Surgical  Cuspidors,  Sterilizers,  Compres- 
sors, and  Bone  Surgery  Engine.  Picture  shows 
the  Ritter  ENT  Unit. 

S.M.A.  Corporation,  Chicago  (Booth  42),  has 
an  interesting  new  display  which  represents 
their  selection  of  infant  feeding  and  vitamin 
products.  Physicians  who  visit  this  exhibit 
may  obtain  complete  information  as  well  as 
samples  of  S.M.A.  Powder  and  the  special  milk 
preparations — Protein  S.M.A.  (Acidulated), 
Alerdex  and  Hypo-Allergic  Milk. 

Sanborn  Company,  Cambridge,  Mass.  (Booth 
74),  is  featuring  the  New  Sanborn  Cardiette 
with  “Instomatic”  Operation  and  a Double 
Check  on  ‘‘timing”  Accuracy;  the  Stetho- 
CARDIETTE  for  simultaneous  heart  sound 
and  electrocardiogram  recording;  the  CARDIO- 
SCOPE  for  visual  electrocardiography;  and 
the  1941  WATERLESS  Metabolism  Tester 
offering  improvements  in  convenience,  in  port- 
ability and  in  patient  comfort  through  easier 
breathing. 

Sandoz  Chemical  Works,  Inc.,  New  York 
(Booth  64),  are  featuring  Gynergen — (ergot- 
amine  tartrate)  for  the  dramatic  relief  of  mi- 
graine as  well  as  dependable  uterine  hemostasis; 
Digilanid — crystallized  initial  glycosides  of  Digi- 
talis lanata,  gravimetrically  and  biologically 
standardized;  Calglucon  and  Neo-Calglucon — 
for  oral  and  parenteral  calcium  therapy;  Beller- 
gal,  Bellandenal,  and  Bellafoline — sedatives 
of  the  neuro vegetative  system;  Calcibronat — 
for  synergistic  calcium-bromine  therapy;  Scil- 
laren — cardiodiuretic  principles  of  squill;  Baser- 
gin — a stable  preparation  of  pure  ergonovine 
tartrate;  Neo-Gynergen — a balanced  com- 
bination of  ergotamine  and  ergonovine  for  ob- 
stetric and  gynecologic  use. 

W.  B.  Saunders  Company,  Philadelphia,  and 
London,  Eng.  (Booth  1),  will  have  on  display 
their  complete  line  of  books  of  interest  to  physi- 
cians and  specialists.  Of  particular  interest  are 
Graybiel  <fc  White’s  Electrocardiography  in 
Practice,  the  new  Griffith  & Mitchell’s  Pediatrics , 
Krusen’s  new  Physical  Medicine , Novak’s 
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Obstetrical  and  Gynecological  Pathology , Walters 
& Snell’s  The  Gallbladder  and  Its  Diseases,  ad- 
vance sheets  of  the  new  (1941)  Mayo  Clinic 
Volume,  Pelouze’s  Office  Urology , the  current 
series  of  the  Medical  Clinics  of  North  America 
and  of  the  Surgical  Clinics  of  North  America 
with  their  Symposia  on  common,  everyday 
diseases  and  conditions,  the  new  Cecil’s  Medicine, 
new  Ewing’s  Neoplastic  Diseases,  Wilder’s 
Clinical  Diabetes,  and  a number  of  other  im- 
portant new  books  and  new  editions. 

Schering  Corporation,  Bloomfield,  New  Jersey 
(Booth  15).  Their  exhibit  actually  displays 
the  entire  group  of  highly  advanced  Schering 
hormone  preparations  (including  Oreton-M, 
the  new  orally  effective  tablets  for  male  hormone 
therapy),  distinguished  for  their  potency,  abso- 
lute purity,  and  economy  in  actual  practice. 
Members  of  the  Medical  Research  Division  are 
present  to  discuss  endocrine  or  other  problems. 
Attending  representatives:  Dr.  Max  Gilbert, 

Mr.  N.  P.  Lombardi,  Mr.  Charles  H.  Witters, 
and  Mr.  F.  O.  Robbins. 

Sharp  & Dohme,  Inc.,  Philadelphia  (Booths  10 
and  11),  will  feature  in  their  new,  modern  and 
striking  display  “Delvinal”  Sodium,  “Lyovac” 
Bee  Venom  Solution,  and  other  “Lyovac”  bio- 
logicals.  There  will  also  be  exhibited  a group 
of  new  biological  and  pharmaceutical  specialties 
prepared  by  this  house,  such  as  “Propadrine” 
Hydrochloride  products,  “Rabellon,”  “Padro- 
phyll,”  “Riona,”  “Depropanex,”  and  “Ribo- 
thiron.”  Capable,  well-informed  representa- 
tives will  be  on  hand  to  welcome  all  visitors  and 
furnish  information  on  Sharp  & Dohme  products. 


“let  down”  have  a refreshing  cup  of  Ovaltine 
at  The  Wander  Company  exhibit.  Ovaltine 
is  a food  supplement  enriched  in  vitamin  and 
mineral  content.  Feel  free  to  visit  the  Ovaltine 
booth  often. 

Westwood  Pharmacal  Corp.,  Buffalo,  New 
York  (Booths  56  and  57). 

White  Laboratories,  Inc.,  Newark,  New  Jersey 
(Booth  21),  will  present  White’s  Cod  Liver  Oil 
Concentrate  Liquid,  Tablet  and  Capsule  (and 
White’s  Thiamin  Chloride  Tablets) — all  Coun- 
cil-Accepted. Well-trained,  courteous  repre- 
sentatives will  be  in  attendance  to  discuss  the 
practical  advantages  provided  by  Cod  Liver  Oil 
Concentrate  as  an  economical  and  convenient 
measure  of  Vitamins  A and  D prophylaxis  and 
therapy.  Pertinent  information  concerning  our 
new  knowledge  of  the  vitamins  and  vitamin  de- 
ficiency states,  together  with  literature  de- 
scriptive of  the  clinical  merit  of  the  products  of 
White  Laboratories,  will  be  offered  for  the 
registrant’s  consideration. 

Wilmot  Castle  Company,  Rochester,  New  York 
(Booth  81).  Safe  Lighting  and  Sterilizing. 
The  Castle  Exhibit  will  show  what’s  new  in 
lighting  and  sterilizing  equipment  for  the  Physi- 
cian’s office.  One  item  will  be  an  examining 
light  that  is  suitable  in  price  for  the  physician, 
and  yet  has  a host  of  the  qualities  of  a big  hos- 
pital light.  Then,  there  will  be  the  famous 
CAST  IN  BRONZE  “Full- Automatic”  steriliz- 
ers and  autoclaves.  These  will  be  shown  singly 
and  recessed  in  cabinets. 


Smith,  Kline  & French  Laboratories,  Philadel- 
phia (Booth  47),  will  display  their  medical 
specialties  at  their  exhibit.  Messrs.  H.  O. 
Walton  and  A.  B.  Howe  will  be  on  hand  to 
answer  questions  and  furnish  any  information 
regarding  the  products  that  the  physician  may 
desire. 


E.  R.  Squibb  & Sons,  New 

York  (Booth  32),  will  feature 
a number  of  new  and  interest- 
ing Vitamin,  Glandular,  Bio- 
logical and  Chemotherapeu- 
tic specialties  at  their  exhibit. 
Well-informed  Squibb  Repre- 
sentatives will  be  on  hand  to 
welcome  you  and  to  furnish 
any  information  desired  on 
played. 


the  products  dis- 


R.  J.  Strasenburgh  Co.,  Rochester, 

New  York  (Booth  29).  Research 
is  the  life  of  the  modern  pharma- 
ceutical industry.  Because  of  its 
constant  research,  the  R.  J.  Strasen- 
burgh Company  has  progressed 
steadily  for  over  fifty-five  years — its  contribu- 
tions and  service  to  the  medical  profession 
are  responsible  for  its  high  standing.  Visit 
their  exhibit  and  see  the  latest  developments  in 
Strasenburgh  Pharmaceuticals. 

The  Wander  Company,  Chicago  (Booth  24). 
During  the  convention  when  you  feel  tired  and 


Winthrop  Chemical  Company,  Inc.,  New  York 
(Booth  49),  extends  a cordial  invitation  to  every 
member  of  the  Medical  Society  of  the  State  of 
New  York  to  visit  their  exhibit  where  representa- 
tives will  gladly  discuss  the  latest  preparations 
made  available  by  this  firm.  Available  to  you 
are  valuable  booklets  dealing  with  anesthetics, 
hypnotics,  sedatives,  antisyphilitics,  diagnostics, 
diuretics,  vasodilators,  vitamins,  anti-allergies, 
and  others. 

John  Wyeth  & Brother,  Inc.,  Philadelphia  (Booths 
37  and  38),  cordially  invite  you  to  visit  their 
exhibit  where  the  following  pharmaceutical 
specialties  will  be  displayed:  Amphojel — 
Wyeth’s  Alumina  Gel  for  the  management  of 
hyperacidity  and  peptic  ulcer;  A.B.M.C.  Oint- 
ment— for  the  relief  of  Arthritic  pain;  Bepron — 
Wyeth’s  Beef  Liver  with  Iron  for  the  nutritional 
anemias;  Bewon  Elixir — a palatable  appetite 
stimulant  and  vehicle;  Duterra — Wyeth’s  vaginal 
lotion  of  Kaolin  and  Alumina;  Kaomagma — 
Wyeth’s  magma  of  Alumina  and  Kaolin  for  the 
control  of  diarrhea  and  treatment  of  colitis; 
Silver  Picrate — for  the  treatment  of  acute  ante- 
rior urethritis  and  Trichomonas  vaginalis. 

The  Zemmer  Company  Inc.,  Pittsburgh  (Booth 
22),  extends  a cordial  invitation  to  every  member 
of  the  Medical  Society  of  the  State  of  New  York 
and  guests  to  visit  their  exhibit  where  they  will 
display  a number  of  their  leading  pharmaceuti- 
cal products. 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 

Headquarters — Terrace  Room,  Hotel  Statler,  Buffalo 

[Additional  Auxiliary  news  will  be  found  on  page  792 ] 


Officers 


President , Mrs.  Luther  H.  Kice,  Garden  City 
President-elect , Mrs.  George  B.  Adams,  Auburn 
First  vice-president,  Mrs.  Henry  J.  Noerling, 
Valatie 

Second  vice-president,  Mrs.  H.  L.  Gokey,  Alex- 
andria Bay 


Treasurer,  Mrs.  Carlton  F.  Potter,  Syracuse 

Recording  secretary,  Mrs.  J.  Emerson  Noll,  Port 
Jervis 

Corresponding  secretary,  Mrs.  Louis  M.  Lally, 
Floral  Park 


Convention  Committee  Chairmen 


Mrs.  Carlton  E.  Wertz,  General  Chairman 
Acknowledgments,  Mrs.  Herbert  E.  Wells 
Dinner,  Mrs.  Patrick  J.  Hurley 
Entertainment,  Mrs.  Kenneth  G.  Jahraus 
Flowers,  Mrs.  Frederick  E.  Sperry 
Headquarters,  Mrs.  Lee  R.  Sanborn 
Hospitality,  Mrs.  William  Rennie 
Hobby  Show,  Mrs.  Clarence  J.  Durshordwe 
House  of  Delegates,  Mrs.  Nelson  W.  Strohm 
Information,  Mrs.  Harold  F.  R.  Brown 


Junior  Ushers,  Mrs.  J.  Frederick  Painton 
Wednesday  Luncheon,  Mrs.  Joseph  D.  Godfrey 
Printing,  Mrs.  Thomas  J.  O’Brien 
Publicity,  Mrs.  John  W.  Eustace 
Registration,  Delegates,  Mrs.  Allen  E.  Richter 
Registration,  General,  Mrs.  John  D.  Napes 
Resolutions,  Mrs.  Albert  M.  Bell 
Supplies,  Mrs.  Benjamin  Smallen 
Tea,  Tuesday,  Mrs.  Francis  M.  O’Gorman 
Tickets,  Mrs.  Harold  B.  Johnson 


The  Annual  Convention  of  the  Woman’s  Auxiliary  to  the  Medical  Society  of  the  State 
of  New  York  will  be  held  on  April  28,  29,  30,  May  1,  1941,  at  the  Hotel  Statler,  Buffalo. 

All  doctors’  wives,  whether  members  of  a Woman’s  Auxiliary  to  a County  Medical 
Society  or  not,  are  urged  to  register  at  the  Registration  Desk  in  the  Terrace  Foyer,  and 
are  cordially  invited  to  participate  in  all  parts  of  the  program. 


9:00  a.m. 

9:00  a.m.— 
5:00  p.m. 


9:00  a.m.— 
4:00  p.m. 


9:00  a.m.— 
4:00  p.m. 


9:30  a.m. 


10:00  a.m. 


10:00  a.m.— 
10:00  p.m. 
11:30  a.m. 


2:00  p.m. 


7:00  p.m. 


Monday,  April  28 

Registration  of  Delegates — Ter- 
race Foyer 

General  registration  for  all  doc- 
tors’ wives,  daily  through- 
out the  Convention — Terrace 
Foyer 

Registration  for  Auxiliary  Dinner 
(7:00  p.m.) — RegistrationDesk, 
Terrace  Foyer 

Registration  for  Auxiliary  Tea 
(Tuesday,  3 : 00  p.m.) — Regis- 
tration Desk,  Terrace  Foyer 

Executive  Board  Meeting — Ter- 
race Room 

House  of  Delegates  Meeting — 
Terrace  Room 

Hobby  Show — Library,  Mezza- 
nine Floor 

In  Memoriam  Service — John 
Sturges,  baritone  — Terrace 
Room 

House  of  Delegates  Meeting — 
Terrace  Room 

Address  by  Louis  H.  Bauer,  M.D. 

Dinner  for  Auxiliary  members,  all 
doctors’  wives  and  lay  friends — 
Main  Ballroom  (secure  tickets 
at  Registration  Desk  before 
4:00  p.m.) 

Guest  Speaker — Mrs.  V.  E.  Hol- 
combe, president,  Woman’s 
Auxiliary  to  the  American 
Medical  Association 


9:00  a.m. 
9:00  a.m. 


10:00  a.m.— 
10:00  p.m. 
3:00  p.m. 


7:00  p.m. 


9:00  a.m.— 
5:00  p.m. 
10:00  a.m. 


10:00  a.m.— 
10:00  p.m. 
1:00  p.m. 


4:00  p.m. 


10:00  a.m.— 
12  Noon 


Entertainment  (following  dinner) 
“Mirth  of  a Nation,”  Reverend 
Arthur  W.  Evans,  D.D. 

Tuesday,  April  29 

Registration  continued — Terrace 
Foyer 

Postconvention  Meeting  of  the 
Executive  Board  — Terrace 
Room 

Hobby  Show — Library,  Mezza- 
nine Floor 

Tea,  Twentieth  Century  Club 
(secure  tickets  at  Registration 
Desk  before  11:00  a.m.) 

Entertainment  following  tea — 
Musicale 

Dinner  of  the  Medical  Society  of 
the  State  of  New  York,  Main 
Ballroom 

Wednesday,  April  30 

Registration  continued  — Main 
Lobby 

Inspection  Tour,  Municipal  Audi- 
torium 

Hobby  Show — Library,  Mezza- 
nine Floor 

Luncheon — Speaker,  A.  H.  Aaron, 
M.D.;  music,  Mrs.  Clyde  L. 
Randall 

Trip  to  Niagara  Falls 

Thursday,  May  1 

Call  for  hobbies 


773 


Women’s  Medical  Society 
of  New  York  State 


Annual  Meeting,  Buffalo — April  28,  1941 


The  annual  meeting  of  the  Women’s  Medi- 
cal Society  of  New  York  State  will  be  held 
on  Monday,  April  28,  at  the  Town  Club. 

On  Sunday,  April  27,  breakfast  will  be  served 
to  all  visiting  women  physicians  from  10:00  a.m. 
until  noon  at  the  home  of  Dr.  Louise  Beamis- 
Hood,  153  Bidwell  Parkway,  as  the  guests  of 
the  Women  Physicians’  League.  Transporta- 
tion will  be  provided  at  one  o’clock  for  a trip 
through  the  foothills  of  the  beautiful  Allegheny 
Mountains  to  the  J.  N.  Adam  Memorial  Hos- 
pitals at  Perryburg.  A program  and  supper 
have  been  planned  through  the  courtesy  of  Dr. 
Horace  Lo  Grasso  and  the  Buffalo  Board  of 
Health.  Busses  and  cars  will  leave  at  one 
o’clock  from  153  Bidwell  Parkway. 

On  Monday,  April  28,  at  9:30  a.m.  there  will 
be  a business  meeting  at  the  Town  Club,  805 


Delaware  Ave.  Luncheon  will  be  from  twelve- 
thirty  to  one-thirty. 

From  2:00  to  4:30  p.m.  the  following  scientific 
program  has  been  planned:  “The  Diabetic 

Child,”  Agnes  P.  McGavin,  M.D.;  “Problems 
in  Giving  Anesthesia,”  Rose  M.  Lenahan,  M.D.; 
“Review  of  100  Cholecystectomies  at  New  York 
Infirmary  for  Women  and  Children,”  Anna 
Hubert,  M.D.;  “Diagnosis  of  Common  Type  of 
Congenital  Heart  Disease,”  Gertrude  H.  B. 
Nicolson,  M.D.;  “Diagnosis  and  Treatment  of 
Acneform  Eruptions,”  Mabel  G.  Silverberg,  M.D. 

From  6:30  to  7:30  p.m.  there  will  be  a recep- 
tion in  the  Chinese  Room  of  the  Hotel  Statler, 
with  dinner  following  at  7:30  p.m. 

Alice  Stone  Woolley,  M.D.,  President 
I.  M.  Scharnagel,  M.D.,  Secretary 


Officers  of  the  Women’s  Medical 


Honorary  Presidents 

Mary  T.  Greene,  M.D. 

Helene  J.  C.  Kuhlmann,  M.D. 

Rosalie  Slaughter  Morton,  M.D. 
Marion  Craig  Potter,  M.D. 

President 

Alice  Stone  Woolley,  M.D. 

29  S.  Hamilton  St.,  Poughkeepsie 

Vice-Presidents 

Marguerite  P.  McCarthy,  M.D. 

102  Caroline  Ave.,  Solvay 
Mary  E.  Potter,  M.D. 

305  S.  Washington  Ave.,  Brooklyn 
Lillian  A.  Treat,  M.D. 

51  Franklin  St.,  Auburn 

Treasurer 

Alta  Sager  Green,  M.D. 

30  S.  Cayuga  St.,  Williamsville 

Secretary 

Isabel  M.  Scharnagel,  M.D. 

155  E.  73rd  St.,  New  York  City 

Councillors 

1st  District  Branch 

Isabel  Knowlton,  M.D. 

80  Irving  Place,  New  York  City 

2nd  District  Branch 

Cora  M.  Ballard,  M.D. 

95  Brooklyn  Ave.,  Brooklyn 

3rd  District  Branch 

Isabelle  F.  Borden,  M.D. 

State  Education  Dept.,  Albany 


4th  District  Branch 

Annetta  E.  Barber,  M.D. 

8 Notre  Dame  St.,  Glens  Falls 

5th  District  Branch 

Clara  H.  Pierce,  M.D. 

127  Harding  Place,  Syracuse 

6th  District  Branch 

Anna  M.  Stuart,  M.D. 

656  Park  PI.,  Elmira 

7th  District  Branch 

M.  Louise  Hurrell,  M.D. 

277  Alexander  St.,  Rochester 

8th  District  Branch 

Katherine  F.  Carnivale,  M.D. 

454  Porter  Ave.,  Buffalo 

Honorary  Councillors 
Helene  J.  C.  Kuhlmann,  M.D. 
Marion  Craig  Potter,  M.D. 

Maud  J.  Frye,  M.D. 

Emily  Dunning  Barringer,  M.D. 
Lois  L.  Gannett,  M.D. 

Esther  Parker,  M.D. 

Mary  Dunning  Rose,  M.D. 

Ethel  Doty  Brown,  M.D. 

Rosalie  Slaughter  Morton,  M.D. 
Anna  H.  Voorhis,  M.D. 

Daisy  M.  O.  Robinson,  M.D. 

Louise  Beamis-Hood,  M.D. 

Marion  S.  Morse,  M.D. 

Mary  J.  Kazmierczak,  M.D. 

Clara  H.  Pierce,  M.D. 

Elise  S.  L’Esperance,  M.D. 

Madge  C.  L.  McGuinness,  M.D. 
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Society 

Honorary  Members 

Maude  E.  Abbott,  M.D.,  Montreal, 
Canada 

Catherine  Macfarlane,  M.D.,  Phila- 
delphia, Pa. 

Kate  B.  Karpeles,  M.D.,  Washington, 
D.  C. 

Mrs.  Margaret  H.  Rockhill,  Cincin- 
nati, Ohio 


CHAIRMEN  OF  COMMITTEES 
Scientific  Program 

Theresa  Scanlan,  M.D. 

133  E.  58th  St.,  New  York  City 


Legislative 

Louise  Beamis-Hood,  M.D. 

153  Bidwell  Parkway,  Buffalo 


Medical  Education 

Mary  T.  Greene,  M.D. 
Castile,  N.  Y. 


Public  Health 

Sophie  Rabinoff,  M.D. 

130  W.  86th  St.,  New  York  City 


Public  Relations 

Mary  J.  Kazmierczak,  M.D. 

957  Sycamore  St.,  Buffalo 

Membership 

M.  Elizabeth  Howe,  M.D. 

30  E.  40th  St.,  New  York  City 


Resolutions 

Helen  G.  Walker,  M.D. 

2629  Main  St.,  Buffalo 


Publicity 

Mary  J.  Kazmierczak,  M.D. 
957  Sycamore  St.,  Buffalo 


THESE  NAMES,  THESE  YEARS 

HAVE  HELPED  MAKE  MODERN  MEDICAL  HISTORY 

One  of  a series  of  advertisements 
commemorating  three-quarters  of  a 
century  of  progress  and  achievement 


SEVENTY- FIVE 
YEARS  OF  SERVICE 
TO  MEDICINE 
AND  PHARMACY 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Medical  News 


County  News 


Albany  County 

Dr.  Haven  Emerson,  of  New  York  City,  spoke 
on  voluntary  and  compulsory  health  insurance  on 
March  13  in  Page  Hall,  Albany,  under  the 
auspices  of  the  woman’s  auxiliary  of  the  county 
society. 

Medical  societies  and  their  auxiliaries  from 
all  parts  of  the  Albany  area  were  represented, 
including  the  county  organizations  in  Schenec- 
tady, Schoharie,  Rensselaer,  Greene,  Columbia, 
Saratoga,  and  Montgomery. 

Broome  County 

Dr.  Louis  C.  Kress  addressed  the  county  so- 
ciety on  March  11  on  “Cancer:  Its  Prevention 
and  Treatment.” 

The  radio  speakers  on  Thursday  evenings  in 
March  were  Miss  Beatrice  Ritter,  who  spoke  on 
nursing,  and  Drs.  Carl  Benson,  Ralph  Vincent, 
and  W.  H.  Boldt. 

Chautauqua  County 

The  Jamestown  Labor  Legislative  Conference 
voted  on  March  3 to  submit  a proposed  medical 
service  plan  to  the  Jamestown  Medical  So- 
ciety. 

Erie  County 

Buffalo’s  pneumonia  death  rate  has  been  bet- 
ter than  divided  in  half  in  the  last  three  years, 
due  largely  to  use  of  chemotherapy,  Dr.  Nelson 
W.  Strohm,  president  of  the  county  society,  said 
in  a newspaper  interview  a few  days  ago. 

He  attributed  the  “wonderful  results”  in 
Buffalo’s  conquest  of  pneumonia  to  a great  ex- 
tent to  the  help  many  physicians  received  from 
the  clinical  and  laboratory  demonstrations  of  the 
use  of  serums  and  chemotherapy  conducted  here 
in  1939  by  the  county  medical  society  in  coopera- 
tion with  the  Edward  J.  Meyer  Memorial 
Hospital,  State  Health  Department,  and  Medical 
Society  of  the  State  of  New  York. 

The  Women  Physicians’  League,  the  Coun- 
cilors, and  Dentists  held  a joint  dinner  meeting 
on  March  3. 

Dr.  Edward  Clark,  of  Buffalo,  who  died  on 
March  1,  had  practiced  medicine  for  sixty 
years. 

Nassau  County 

The  Wagner  state  compulsory  health  insur- 
ance bill  was  opposed  by  the  county  society  at 
its  meeting  in  the  Cathedral  house,  Garden 
City,  on  February  25,  as  reported  in  the  Nassau 
Review  Star. 

As  a more  effective  plan,  the  society  endorsed 
that  of  the  Medical  Expense  Fund  of  New  York, 
Inc.,  a nonprofit,  medical  expense  indemnity 
insurance  company  authorized  by  the  state 
legislature.  The  fund  operates  in  similar  fashion 
to  the  “three-cents-a-day”  hospital  plan. 

The  society  contended  that  the  compulsory 
measure  would  make  it  impossible  to  provide 
the  medical  care  to  which  “persons  in  moderate 


circumstances  are  entitled.”  Under  the  com- 
pulsory measure,  all  persons  who  earn  up  to  $25 
weekly  would  have  to  purchase  the  insurance 
and  would  have  to  accept  any  physician  sent 
to  care  for  them,  the  society  charged. 

The  plan  of  the  medical  expense  fund,  as  out- 
lined before  the  society  by  Dr.  Frederick  E.  Elli- 
ott, of  Brooklyn,  head  of  the  organization, 
would  permit  the  subscriber  to  select  his  own 
physician  from  a list  of  co-operating  doctors  in 
the  county. 

Already  more  than  150  physicians  in  Nassau 
County  have  announced  they  would  cooperate  in 
the  medical  expense  fund  plan,  J.  Louis  Neff, 
executive  secretary  of  the  society,  said. 

Subscribers  would  be  entitled  to  $500  worth 
of  medical  care,  including  surgery,  x-ray  and 
other  special  services  a year,  Dr.  Elliott  said. 

More  than  175  members  of  the  society  at- 
tended the  session  and  saw  a ten-minute  motion 
picture.  The  members  also  heard  a report  of 
the  legislative  committee  headed  by  Dr.  Eugene 
Coon,  of  Hempstead,  and  a report  of  the  medical 
economics  committee  headed  by  Dr.  Stuart  T. 
Porter,  of  Floral  Park. 

New  York  County 

The  county  society  has  condemned  the  bill  in 
the  State  Legislature  which  proposes  to  amend 
the  education  law  regarding  the  practice  of 
chiropractic.  It  characterized  the  bill  as  a 
“menace”  to  the  health  of  the  people  of  this 
state,  emphasizing  that  the  training  of  chiroprac- 
tors was  “inadequate”  to  permit  them  to  take 
care  of  the  sick. 

The  Academy  of  Medicine  met  on  March  6, 
with  the  following  program: 

“Current  Concepts  Regarding  Benign  Lesions 
of  the  Small  Intestine”:  (a)  Roentgenological 
aspects — Ross  Golden,  professor  of  radiology, 
College  of  Physicians  and  Surgeons,  Columbia 
University;  (b)  Surgical  aspects — Claude  F. 
Dixon,  associate  professor  of  surgery,  Mayo 
Foundation,  University  of  Minnesota;  (c) 
Medical  aspects — Burrill  B.  -Crohn,  associate  in 
medicine,  Mount  Sinai  Hospital. 

On  March  11  there  was  a combined  meeting 
of  the  Section  of  Neurology  and  Psychiatry  and 
the  New  York  Neurological  Society.  Papers  of 
the  evening  were:  (a)  “The  Effect  of  Liver 
Therapy  on  the  Pathways  of  the  Spinal  Cord 
in  Subacute  Combined  Degeneration” — Charles 
Davison,  discussion — Lewis  D.  Stevenson;  (b) 
“The  Psychopathology  of  Psychopathic  Per- 
sonality”— George  S.  Sprague,  discussion — Karl 
M.  Bowman  and  A.  A.  Brill;  (c)  “Ambulatory 
Schizophrenias” — Gregory  Zilboorg,  discussion — 
A.  A.  Brill.  A general  discussion  followed. 

The  International  Medical  Club  of  New  York 
met  in  cooperation  with  the  French  Medical 
Society,  the  Hispano-American  Medical  Society, 
the  Hungarian-American  Medical  Association, 
the  Italian  Medical  Society,  the  Rudolph  Vir- 

[Continued  on  page  7781 
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In  the  aim  for  a better  nutritional  state  in  the 


due  impose  no  undue  burden  upon  the 


patient  about  to  undergo  surgery,  New  Im- 
proved Ovaltine  can  play  a signal  role.  It 
contributes  materially  to  the  protein,  carbo- 
hydrate, mineral,  and  vitamin  intake,  provid- 
ing the  elements  which  have  been  shown  to 
reduce  the  hazards  of  anesthesia  and  surgery. 

Postoperatively,  Ovaltine  supplies  bal- 
anced caloric  energy  in  easily  digested,  read- 
ily available  form.  Its  palatable  taste  assures 
acceptance  by  the  patient  even  when  many 
other  foods  are  refused,  and  its  generous 
supply  of  vitamins  and  minerals  makes  for 
accelerated  postsurgical  comeback.  Follow- 
ing abdominal  surgery  Ovaltine  is  especially 
valuable;  its  low  curd  tension  encourages 
rapid  gastric  emptying;  its  complete  digesti- 
bility and  virtual  freedom  from  fibrous  resi- 


stomach and  small  bowel.  Ovaltine  is  advan- 
tageously included  in  the  postoperative  diet 
as  soon  as  liquids  are  tolerated. 


NEW  IMPROVED 


2 KINDS  — PLAIN  AND  CHOCOLATE  FLAVORED 
Ovaltine  now  comes  in  2 forms — plain,  and  sweet  chocolate  flavored. 
Serving  for  serving,  they  are  virtually  identical  in  nutritional  value. 

Physicians  are  invited  to  send  for  individual  servings  of  New  Improved 
Ovaltine.  The  Wander  Company,  360  North  Michigan  Avenue,  Chicago,  Ill- 
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chow  Medical  Society,  and  the  Russian  Medical 
Society,  at  the  New  York  Polyclinic  Medical 
School  and  Hospital,  on  March  5.  The  topic 
and  speaker  were:  “Contributions  of  Foreign 
Graduates  to  American  Medicine,”  by  Dr.  Foster 
Kennedy,  professor  of  neurology,  Cornell  Uni- 
versity Medical  School,  with  remarks  by  Dr. 
Alfred  M.  Heilman,  president,  Medical  Society  of 
the  County  of  New  York. 

The  club  will  meet  on  April  21,  at  The  New 
York  Academy  of  Medicine,  Host — The  Ru- 
dolph Virchow  Medical  Society;  and  on  May  16, 
at  New  Amsterdam  Hospital,  Host — The  French 
Medical  Society. 

Dr.  Claude  A.  Burrett,  president  of  the  New 
York  Medical  College  and  Flower-Fifth  Avenue 
Hospitals,  died  at  the  hospital  on  March  3 of  a 
cerebral  hemorrhage.  He  was  62. 

Onondaga  County 

Dr.  Leon  H.  Cornwall,  of  New  York  City, 
addressed  the  county  society  on  “Medical 
Science  and  Political  Philosophy”  in  the  Syra- 
cuse University  College  of  Medicine  on  March  4. 

Dr.  Edward  S.  Van  Duyn,  chairman  of  the 
Onondaga  County  Medical  Preparedness  Com- 
mittee, discloses,  as  reported  in  Syracuse  news- 
papers, that  questioning  of  men  rejected  at  the 
Syracuse  draft  induction  station  has  revealed 
that  90  per  cent  of  them  refused  to  permit  ex- 
amining physicians  to  refer  disabilities  to  health 
welfare  organizations  for  rehabilitation. 

“This  is  probably  explained  by  the  fear  on  the 
part  of  the  man  examined  that  it  is  purely  an 
effort  to  make  him  fit  to  be  drafted  when  he  has 
just  escaped,”  Dr.  Van  Duyn  said  in  an  article 
in  the  monthly  publication  of  the  Onondaga 
Medical  Society  and  the  Syracuse  Academy  of 
Medicine. 

Physicians  on  duty  at  the  induction  station 
decided  to  report  remediable  physical  defects 
to  welfare  health  authorities,  but  selective  serv- 
ice headquarters  reported  that  such  informa- 
tion was  confidential  and  could  not  be  passed 
on  by  draft  boards. 

“In  an  effort  to  get  some  idea  of  how  this  (ref- 
erence system)  would  work  if  carried  out,  some 
of  the  draft  physicians  were  requested  to  ask 
men  rejected  if  they  would  like  to  be  referred 
for  such  rehabilitation,”  Dr.  Van  Duyn  ex- 
plained. 

The  number  of  men  questioned  was  small,  but 
it  was  “surprising  to  learn”  that  more  than 
90  per  cent  refused,  he  said. 

Continuing,  the  article  pointed  out  that  one 
reason  for  the  occasional  appearance  at  the  in- 
duction station  of  a registrant  wearing  braces  is 
that  such  a man’s  examination  by  doctors  at- 
tached to  his  draft  board  is  not  required  to  be  as 
thorough  as  the  examination  at  the  station. 

Rensselaer  County 

Members  of  the  county  society  were  invited 
to  attend  the  public  meeting  of  the  American 
Institute  of  Electrical  Engineers  in  Union  Col- 
lege Memorial  Chapel  at  Schenectady  on  March 
13.  This  was  the  fifteenth  memorial  of  a series 
inaugurated  in  1925  by  the  Schenectady  section 
of  the  institute  to  perpetuate  the  memory  of  Dr. 
Charles  P.  Steinmetz. 


The  lecturer  was  Dr.  Frank  H.  Lahey,  head 
of  the  Lahey  Clinic  in  Boston. 

Dr.  James  P.  Marsh,  of  Troy,  who  died  on 
February  23  at  the  age  of  78,  had  practiced 
medicine  and  surgery  from  1885  to  1928.  He 
was  one  of  the  founders  of  the  Samaritan  Hos- 
pital in  Troy. 

Richmond  County 

The  county  societv  held  its  monthly  meeting 
on  February  19,  after  being  postponed  from 
February  12,  1941,  because  of  the  holiday. 

During  this  meeting,  the  society  duly  elected 
Dr.  Edward  Williamson  Perkins  and  Dr.  Hubert 
D.  Farrell  new  members  of  the  society. 

After  the  business  meeting,  the  movie  “Trans- 
verse Cervical  Cesarean  Section”  was  shown. 

The  following  committees  have  been  ap- 
pointed: Coordinating  Council — Drs.  H.  A. 
Cochrane,  H.  Lynn  Halbert,  and  G.  W.  McCor- 
mick; Economics  Committee — Dr.  Charles 
Rieger,  chairman,  Drs.  C.  Douglas  Walsh, 
John  K.  Lucey,  and  Herman  Friedel;  Legisla- 
tion Committee — Dr.  D.  V.  Datalano,  chair- 
man, Drs.  J.  D’Agostino,  A.  S.  Driscoll,  and 
W.  T.  Heldmann;  Nominating  Committee — 
Dr.  F.  Coonley,  chairman,  Drs.  L.  Foote,  C.  D. 
Walsh,  J.  K.  Lucey,  and  E.  C.  McCulloch; 
Workmen’s  Compensation  Committee — Drs. 
Donald  E.  Law,  John  J.  Goller,  and  Curtis  J. 
Becker;  Medical  Advisory  Committee  for  Home 
Relief — Dr.  C.  E.  Pearson;  Associated  Hospital 
Committee — Drs.  H.  Lynn  Halbert,  H.  A. 
Cochrane,  and  D.  E.  Law;  Committee  for  Joint 
Meeting  of  Pharmacists  and  Physicians — 
Dr.  George  Johnson;  Medical  Preparedness 
Committee — Dr.  A.  S.  Driscoll,  chairman,  Drs. 
D.  E.  Law,  C.  Douglas  Walsh,  Herbert  A.  Coch- 
rane, Enrico  Soldini,  Herman  Friedel,  and 
George  W.  McCormick. 

Washington  County 

A combined  meeting  of  the  county  society  and 
the  staff  of  the  Mary  McClellan  Hospital  was 
held  at  the  hospital  on  January  16.  An  address 
on  “Acute  Cranio-cerebral  Trauma,”  covering 
the  usual  type  of  injuries  to  the  skull,  brain, 
and  adjacent  tissues,  with  details  of  diagnosis 
and  treatment,  was  given  by  Dr.  Francis  A. 
Echlin,  New  York  City,  assistant  visiting  neuro- 
surgeon of  Bellevue  Hospital. 

A presentation  of  clinical  cases  was  made  by 
Dr.  L.  Whittington  Gorham,  of  Albany,  and  an 
explanation  of  the  new  welfare  department  regu- 
lations was  given  by  Dr.  W.  S.  Bennett,  medical 
supervisor. 

Westchester  County 

Dr.  Philip  M.  Stimson,  of  New  York  City, 
addressed  the  county  society  on  March  18  on 
“Acute  Contagious  Diseases  of  Childhood.” 

The  county  society  will  hold  an  informal  stag 
dinner  at  a New  York  hotel  in  the  late  spring  this 
year  instead  of  the  usual  dinner  following  a golf 
tournament  at  one  of  the  local  country  clubs. 
The  date  tentatively  selected  is  May  24.  There 
will  be  present  a nationally  known  guest  speaker. 
A committee  of  arrangements  is  being  organized 
under  the  chairmanship  of  Dr.  Henry  J.  Vier, 
of  White  Plains. 

[Continued  on  page  780] 
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Published  clinical  experience  with  Sulfathiazole  in 
treating  gonococcal  infections  reveals  that: 

1 • The  drug  is  useful  in  both  sexes. 

2.  The  effective  dose  is  relatively  small. 

3.  The  discharge  rapidly  disappears. 

4*  Treatment  is  comparatively  short. 

5.  Hospitalization  is  generally  unnecessary. 

6.  Toxic  symptoms  are  generally  mild. 

7*  There  is  a high  percentage  of  cures. 

A large  part  of  the  Sulfathiazole  used  in  the  early 
pharmacological  and  clinical  studies  was  made  and 
supplied  by  the  Squibb  Laboratories. 


SULFATHIAZOLE 

SQUIBB 

Sulfathiazole  Squibb  is  supplied  in 
scored  tablets  of  0.5  Gm.,  in  bottles 
of  50,  100  and  1000. 

Caution:  In  common  with  other  sul- 
fonamides, Sulfathiazole  should  be 
administered  with  due  recognition  of 
its  side  effects  and  contraindications. 
Information  available  to  physicians  on 
request. 

RECENT  REFERENCES 

Culp,  O.  S. : 7.  Urol.  44:367,  Sept.  1940. 
Mahoney,  J.  F.;  Wolcott,  R.  R. ; and  Van 
Slyke,  S.  S. : Am.  J.  Syph.  Gon.  Ven. 
Dis.  24:613,  1940. 

Long,  P.  S.:  Bull.  N.  Y.  Acad.  Med.  16: 
732,  Dec.  1940. 

Lewis,  R.  M.:  Bull.  N.  Y.  Acad.  Med. 
17:64,  Jan.  1941. 

Pelouze.  P.  S. : Bull.  N.  Y.  Acad.  Med. 
17:39,  Jan.  1941. 
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The  New  Rochelle  Medical  Society  held  a regu- 
lar meeting  on  February  10,  at  the  Wykagyl 
Country  Club.  After  dinner  Dr.  Harry  E. 
Ungerleider,  of  New  York  City,  presented  a paper 
on  “Cardiac  Arrhythmia.” 

The  Yonkers  Academy  of  Medicine  held  a regu- 


lar meeting  on  February  19,  at  the  Hudson  River 
Country  Club.  The  guest  speaker  was  Dr. 
Ernst  Boas,  attending  physician  at  Mount  Sinai 
Hospital,  whose  subject  was  “Some  Factors  in 
the  Production  of  Cardiac  Infarction.”  Dis- 
cussion was  opened  by  Drs.  William  J.  Vogeler 
and  Herbert  W.  Schmitz,  of  Yonkers. 


•Maternal  Welfare 


“Teaching  Days’’- 

The  Maternal  Welfare  Committee  of  the 
Medical  Society  of  the  State  of  New  York 
announces  Regional  Maternal  Welfare  Teaching 
Days  to  be  held  in  Syracuse  on  Thursday, 
April  3,  and  in  Rochester  on  Wednesday,  April  9. 

The  program  at  the  Syracuse  Meeting  is  as 
follows: 


1 : 00  p.m.  Syracuse  University  College  of  Medi- 
cine, 766  Irving  Avenue:  Edward  C.  Hughes, 
M.D.,  Regional  Chairman;  Announcements, 
Glenn  A.  Wood,  M.D.;  Remarks,  Herman  G. 
Weiskotten,  M.D.,  Dean  of  the  Syracuse 
University  College  of  Medicine;  Henry  W. 
Schoeneck,  M.D.,  Chairman  of  the  meeting. 
The  scientific  program: 

“Demonstration  of  a Maternal  Welfare  Con- 
ference Procedure,”  Charles  A.  Gordon,  M.D., 
Brooklyn 

“Management  of  Occiput  Posterior  Positions,” 
Merten  C.  Hatch,  M.D.,  Syracuse 
“Bleeding  in  the  First  Trimester  of  Pregnancy,” 
J.  Thornton  Wallace,  M.D.,  Brooklyn 
“Management  of  the  Early  Toxemias  and  the 
Mild  Late  Toxemias  of  Pregnancy,”  Stuart 
B.  Blakely,  M.D.,  Binghamton 
“Degenerative  Changes  of  the  Ovum  in  Early 
Pregnancy,”  Elliot  Bishop,  M.D.,  Brooklyn 
Demonstrations  and  Exhibits,  Faculty  Room, 
The  College  of  Medicine. 


7 : 00  p.m.  Dinner  Meeting,  Roof  Garden,  Hotel 
Onondaga,  Syracuse. 

Speaker:  William  E.  Studdiford,  M.D., 

New  York  City,  Professor  of  Obstetrics  and 
Gynecology,  New  York  University  College 
of  Medicine 

Subject:  “Chemotherapy  of  Postpartum  and 
Postabortal  Hemolytic  Streptococcic  In- 
fections” 

Demonstration  of  Color  Movies  in  Teaching 
Obstetrics,  Edward  C.  Hughes,  M.D., 
Syracuse,  New  York. 


The  price  of  the  dinner  is  $2.00.  No  other 
fees  will  be  charged.  Dress — informal.  For 
further  information  and  reservations,  address: 

Committee  on  Public  Health  and  Education 
428  Greenwood  Place 
Syracuse,  New  York. 


The  program  at  the  Rochester  Meeting  is  as 
follows : 

3:00  p.m.  University  of  Rochester  Medical 
School,  260  Crittenden  Boulevard;  Ward 
L.  Ekas,  M.D.,  Regional  Chairman. 

“Blood  Plasma,  Transfusions,  Etc.” — Earle 
B.  Mahoney,  M.D.,  Rochester 

“Analgesia” — James  K.  Quigley,  M.D.,  Ro- 
chester 

“Manikin,  Treatment  of  Posterior  Posi- 
tions”— R.  N.  Ritchie,  M.D.,  Rochester 

“Episiotomy” — Shirley  Snow,  Jr.,  M.D., 
Rochester 

“Emergencies  of  the  Third  Stage  of  Labor” — 
Karl  M.  Wilson,  M.D.,  Rochester 

“Breech  Delivery” — J.  B.  Loder,  M.D., 
Rochester 

Demonstration  Case  Study. 

8:45  p.m.  Rochester  Academy  of  Medicine, 
1441  East  Avenue,  Rochester. 

“Normal  Labor;  Sepsis;  Intercurrent 
Diseases” — Ferdinand  J.  Schoeneck,  M.D., 
Syracuse,  Associate  Professor  of  Clinical 
Obstetrics,  Syracuse  University  College  of 
Medicine 

A subscription  dinner  ($1.25)  will  be  held  at 
the  University  Club,  26  Broadway,  at  6:30  p.m. 
Dress — informal.  Dinner  reservations  must  be 
made  by  April  7 to: 

Medical  Society  of  the  County  of  Monroe 
1441  East  Avenue 
Rochester,  New  York 
Tel. : Stone  860. 


The  Maternal  Welfare  Committee  of  the 
Medical  Society  of  the  State  of  New  York: 

Charles  A.  Gordon,  M.D.,  Chairman , 
Brooklyn;  James  K.  Quigley,  M.D., 
Rochester;  Ferdinand  J.  Schoeneck, 
M.D.,  Syracuse. 
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bowel  ( bulk  which  is  smooth , gently  stimulating , non-irritating);  an  agent  which  re-educates 
the  bowel  to  normal  function  and  breaks  the  cycle  of  catharsis .** 


YOU,  the  physician,  know  the  real  value 
of  Smoothage.  You  know  that  the 
mucosal  lining  of  the  intestinal  tract  is  a 
delicate  membrane — that  stimulation  of 
bowel  activity  must  be  gentle,  based  on 
the  presence  of  smooth,  bland  bulk. 

You  can  doubtless  affirm,  from  first- 
hand experience,  the  folly  of  combating 
constipation  with  harsh  cathartics  and  irri- 
tating roughage  materials  which  so  fre- 
quently aggravate  the  existing  condition. 

Proceeding  from  these  facts,  Searle  Re- 
search has  evolved  an  agent  which  actually 
supplies  the  bulk  necessary  to  overcome 
sluggishness  in  the  bowel — yet  provides 
it  in  a form  that  is  gentle,  bland  and  sooth- 


ing to  the  irritated  mucosa.  The  product — 

METAMUCIL-2 

Widely  acclaimed  in  the  management  of 
constipation,  Metamucil-2  mixes  instantly 
with  fluids,  and  is  unusually  pleasant  to 
take.  May  we  send  you  a sample  for 
clinical  trial? 


New  York 


<l).  0O.  <Z Scarry  tr^o. 

Ethical  Pharmaceuticals  Since  1 888 

CHICAGO 


Kansas  City 


San  Francisco 


h. 
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Rochester’s  Expert  Hospital  Survey 

A shortage  of  low-cost  hospital  beds  for  private 
patients  is  the  major  lack  in  Rochester’s  health 
facilities,  Dr.  Wilson  G.  Smillie  reports  on  the 
basis  of  a survey  in  Rochester  and  Monroe 
County. 

Summarizing  his  findings  in  a survey  made  for 
the  Community  Chest’s  Survey  Committee, 
Dr.  Smillie,  professor  of  public  health  and  pre- 
ventive medicine  at  Cornell  University  Medical 
College,  New  York  City,  recommends: 

1.  Improvement  of  medical  care  given  in  the 
homes  of  the  indigent. 

2.  Extension  of  the  hospital  insurance  plan 
at  lower  cost  to  serve  low-income  groups,  to 
cover  ward  care. 

3.  Dental  care  for  young  adults. 

4.  Extension  of  psychiatric  services  in  general 
hospitals. 

5.  Supervision  of  private  nursing  homes. 

As  reported  in  the  Rochester  Times-Union, 
he  based  his  findings  on  exhaustive  data  gathered 
from  hospitals  and  other  health  units  and  on 
two  “public  opinion”  polls,  one  covering  phy- 
sicians of  city  and  county,  another  directed  at 
the  man  in  the  street,  the  citizen  who  makes  use 
of  the  health  services. 

He  made  his  report  at  a meeting  of  executives 
and  board  members  of  health  agencies  held  at  the 
Chamber  of  Commerce. 

Better  Home  Care  Needed 

In  addition  to  listing  the  shortage  of  low-cost 
hospital  beds  for  private  patients  as  the  major 
unmet  need,  the  physicians’  poll  brought  appeals 
for: 

1 . Better  home  care  for  indigent  patients  not 
sick  enough  to  be  hospitalized. 

2.  More  facilities  for  chronically  ill  patients, 
especially  those  suffering  from  arthritis  and  heart 
disease. 

3.  Better  facilities  for  the  care  of  convales- 
cents. 

Dr.  Smillie  cautioned  that  planning  for  the 
future  must  take  into  account  the  fact  that,  in 
view  of  the  changing  character  of  American 
population,  in  coming  decades  Rochester  will 
have  fewer  children  under  14  years  of  age,  while 
the  proportion  of  elderly  people  will  rise 
sharply. 

This  means,  he  said,  that  the  community 
must  prepare  to  increase  its  services  for  the 
chronically  ill,  largely  recruited  from  the  more 
elderly  group.  In  that  connection,  he  put  in  a 
good  word  for  the  Monroe  County  Infirmary, 
part  of  the  $4,000,000  county  home  project  that 
created  a storm  of  criticism  some  years  ago. 

Monroe  County  is  particularly  fortunate,  he 
declared,  because  it  is  ahead  of  most  cities  with  its 
infirmary.  Built  at  a time  when  the  importance 
of  care  for  chronic  illness  was  not  yet  fully 
realized,  and  in  the  face  of  opposition  from  im- 
portant local  groups,  the  infirmary,  he  said, 
“meets  an  important  community  need  in  an 
effective  way.” 


He  recommended  minor  changes  and  improve- 
ments to  make  the  institution  acceptable  for  the 
training  of  interns  and  resident  physicians. 

For  Clinic  Fees 

Hospital  statistics  show  that  approximately 
one-fourth  of  the  city’s  population  uses  clinic 
services,  Dr.  Smillie  advised.  He  advocated 
that  the  hospitals  make  a careful  study  of  clinic 
visit  costs  so  that  when  the  actual  expense  has 
been  determined  patients  able  to  do  so  may  be 
asked  to  pay  this  as  a fee.  In  like  manner, 
public  relief  agencies  would  pay  this  fee  for  a 
client  using  a clinic.  He  recommends  also  that 
all  visits  to  clinics  be  placed  on  an  appointment 
basis  and  that  the  Baden  Street  Dispensary  be- 
come affiliated  with  one  of  the  present  hospital 
outpatient  departments. 

Denying  that  Rochester  is  oversupplied  with 
hospital  beds  for  acute  illnesses,  he  noted  that 
this  city’s  hospital  area  has  3.7  hospital  beds  per 
1,000  population,  Detroit  and  its  environs  has 
5.7;  Chicago,  4.6;  New  York’s  metropolitan 
area,  4.3;  Buffalo  and  its  environs,  3.8. 

Hospitalization  costs  have  gone  up  rapidly  in 
the  last  ten  years,  his  figures  show.  The  Ro- 
chester area  paid  a hospital  bill  of  $5,303,697 
last  year,  compared  with  $3,969,537  in  1930. 
Besides  an  increase  in  the  volume  of  care,  an 
important  reason  for  the  gain  is  that  the  quality 
and  scope  of  treatment  has  improved,  according 
to  Dr.  Smillie,  as  indicated  by  the  fact  that  far 
more  nurses  and  more  physicians  are  employed 
in  Rochester  hospitals  than  ten  years  ago. 

Newsy  Notes 

Recent  interesting  items  about  hospital  plans 
reveal  that  a young  woman  of  Mamaroneck  was, 
on  February  28,  the  400,000th  patient  to  re- 
ceive benefits  from  the  three-cents-a-day  hospital 
plan;  that  the  Associated  Hospital  Service,  of 
New  York  City,  has  paid  $25,000,000  to  hospitals 
for  the  care  of  its  subscribers  since  1935;  that 
the  Rochester  plan  has  paid  benefits  of  over 
$2,000,000;  that  hospital  plans  throughout  the 
nation  will  probably  pay  the  hospitals  over 
$35,000,000  this  year,  according  to  Dr.  C.  Rufus 
Rorem,  “an  amount  greater  than  the  combined 
hospital  receipts  from  endowment  income  and 
from  community  chests  and  councils.”  The 
manager  of  the  Utica  hospital  plan  has  been 
tabulating  the  ills  of  his  subscribers,  and  claims, 
as  reported  in  a Utica  paper,  to  predict  how  many 
members  who  go  to  hospitals  will  have  babies, 
how  many  will  lose  appendices  or  tonsils,  how 
many  will  have  a short  stay,  and  how  many  a 
long  one. 


Among  many  public  bequests  in  the  recently 
filed  will  of  the  late  Miss  Caroline  White  are 
those  of  $100,000  each  to  the  New  York  Dispen- 
sary, 34  Spring  Street,  Presbyterian  Hospital, 
New  York  Eye  and  Ear  Infirmary,  Lincoln 
Hospital  and  Home,  New  Hospital,  and  New 
[Continued  on  page  784] 
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York  Orthopaedic  Dispensary  and  Hospital. 
Rights  to  two  beds  in  the  New  York  Eye  and  Ear 
Infirmary  and  one  bed  each  in  the  Presbyterian 
Hospital  and  the  New  York  Orthopaedic  Dis- 
pensary and  Hospital  pass  to  St.  Bartholomew’s 
Church. 


“The  story  of  the  Saratoga  hospital  beds”  is 
told  in  The  Saratogian.  “A  week  ago,”  it  relates, 
“ The  Saratogian  printed  a little  notice  that  the 
hospital  needed  twenty  modern  beds,  which 
would  cost  $38  apiece.  It  suggested,  since  the 
hospital  lacked  the  funds,  that  readers  of  the 
paper  might  find  it  possible  to  help. 

“Within  a period  of  exactly  seven  days,  indi- 
viduals and  organizations  pledged  all  the  money 
needed  not  only  for  the  20  beds  but  for  two  more 
than  had  been  requested.  Just  for  good  measure 
these  generous  donors  also  gave  $46  additional, 
which  will  be  used  for  children’s  cribs  at  the 
hospital.  We  all  may  be  proud  of  this  signal  ex- 
hibition of  civic  spirit  and  liberality.  We  may 
be  glad,  too,  that  we  live  in  the  kind  of  a com- 
munity, where,  without  tumult  or  shouting, 
such  an  incident  can  occur.” 


The  London  hospitals  have  now  received 
much  damage  from  air  raids,  but  their  work  has 
gone  on,  says  a London  letter  to  the  J .AM.  A. 
In  a recent  raid  seven  hospitals  were  damaged. 
These  included  a large  general  hospital  and  a 
hospital  for  women.  Six  wards  of  one  hospital 
were  wrecked  when  four  bombs  struck  the  build- 
ing, causing  the  death  from  shock  of  some  elderly 
patients.  At  another  hospital  two  blocks  were 
completely  wrecked  and  four  porters  were  buried 
in  the  ruins.  One  was  quickly  rescued,  but  the 
others  were  still  trapped  at  the  time  of  the  report. 
Many  hospitals  have  had  their  roofs  ripped  off, 
their  windows  shattered,  and  their  walls  reduced 
to  a pile  of  rubble.  One  hospital  endured  four 
direct  hits  on  four  successive  nights.  But  de- 
spite the  worst  the  raiders  can  do,  the  hospitals 
carry  on.  Thus,  at  a well-known  hospital  the 
medical  superintendent,  the  medical  staff,  the 
matron,  and  the  nurses  all  showed  unflinching 
bravery  through  a grueling  seven-hour  ordeal. 
Their  calm  comment  when  the  “all  clear”  signal 
was  given  was:  “Well,  we  didn’t  lose  a single 

patient.” 


Improvements 

Architectural  studies  for  the  new  cancer 
hospital  and  clinic  to  be  constructed  by  New 
York  City  at  163rd  Street  and  Fort  Washington 
Avenue  and  to  be  known  as  the  Nightingale 
Hospital  are  nearly  complete,  Mayor  La  Guardia 
announces.  The  building  will  be  ready  for 
public  service  under  the  direction  of  the  Hospital 
Department  late  in  1942  or  early  in  1943,  the 
Mayor  said,  and  will  cost  about  $2,650,000. 

The  new  institution  will  have  315  beds,  and 
about  20  per  cent  of  the  structure  will  be  de- 
voted to  laboratory  space  where  original  research 
will  be  conducted,  in  addition  to  the  normal 
laboratory  work  of  a modern  hospital.  There 
will  also  be  an  outpatient  department. 


A new  building  has  been  completed  by  The 
New  York  Hospital,  Westchester  Division,  to 
care  for  20  disturbed  women  patients.  It  is 
dedicated  to  the  memory  of  Dr.  Charles  H. 
Nichols,  former  superintendent,  and  is  called 
the  Nichols  Memorial  Cottage.  The  funds  were 
given  in  part  by  his  widow. 


The  69-year-old  West  Side  Hospital  and 
Dispensary,  in  New  York  City,  has  been  com- 
pletely renovated  at  a cost  of  $30,000,  and  was 
reopened  on  March  1. 


Mount  St.  Mary’s  Hospital  at  Niagara  Falls 
has  two  new  eight-bed  children’s  wards. 


A committee  is  looking  into  the  possibilities 
of  establishing  a hospital  in  Sidney. 


The  Hepburn  Hospital  at  Ogdensburg  is  to 
have  a new  operating  room.  Last  year  more 
than  1,500  operations  were  performed  in  the 
present  operating  theatre. 


Enlargement  of  the  Van  Dugee  Hospital  at 
Gouvemeur  is  planned. 


A new  four-story  nurses’  residence  is  in  pros- 
pect for  the  Mercy  Hospital  at  Watertown. 


The  Stevens  Hospital  at  Granville  has  pur- 
chased the  Sheldon  estate  and  will  enlarge  the 
house  to  provide  twenty-five  additional  beds 
for  patients. 


The  new  $400,000  nurses’  home  at  the  Ne- 
ponsit  Beach  Hospital  has  been  completed  and 
will  be  occupied  this  month. 


Fox  Memorial  Hospital,  Oneonta,  has  let 
contracts  for  alterations  to  increase  its  capacity 
to  one  hundred  beds. 


The  Syracuse  General  Hospital  has  launched 
a drive  for  a notable  enlargement.  The  cam- 
paign will  raise  funds  to  build  two  new  wings  to 
the  present  building,  providing  an  additional 
sixty-five  beds.  It  will  provide  a four-story 
nurses’  home  large  enough  for  housing  and  teach- 
ing 74  student  and  graduate  nurses. 

• • • 

Herkimer  Memorial  Hospital  plans  an  exten- 
sion to  add  twenty-three  beds,  nearly  doubling 
its  present  capacity. 


A movement  has  been  launched  at  Saratoga 
[Continued  on  page  786] 
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• The  remarkable  achievements  of  antibacterial  chemotherapy 
may  be  credited  largely  to  the  general  practitioners  of  medicine, 
for  by  them  are  treated  effectively  most  of  the  infections  that 
are  initially  mild  but  potentially  dangerous.  These  include  septic 
sore  throat,  otitis  media,  sinusitis,  postpartum  infections,  com- 
plications of  trauma,  erysipelas  and  urinary  infections. 

The  treatment  of  most  streptococcus  infections  in  their  early 
stages  is  relatively  simple  and  assured,  for  satisfactory  thera- 
peutic response  may  usually  be  expected  from  properly  graded 
doses  of  the  sulfonamide  compounds. 


Well  tolerated— by  mouth  and  by  injection 
It  has  been  repeatedly  reported  by  American  clinicians  of  wide 
experience  that  Neoprontosil  is  definitely  less  toxic  than  sul- 
fanilamide. An  additional  practical  advantage  is  that  Neopron- 
tosil may  be  administered  not  only  orally  but  also  parenterally 
in  comparatively  high  concentrations. 

Physicians  are  requested  to  write  for  a pamphlet  presenting 
detailed  discussions  regarding  the  pharmacology,  indications 
and  side  effects. 


5 GRAIN 
TABLETS  for 
ORAL  USE 

• 

AMPULES  and 
BOTTLES  for 
INIECTION 


NEOPRONTOSIL 

Trademark  Reg.  U.  S.  Pat.  Off.  & Canada 

Brand  of  AZOSULFAMIDE 

Disodium  4-sulfamido-phenyl-2-azo-7- acetyl- 
amino-1  -hydroxy naphthalene  3,6-disulfonate 


WINTHROP  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit  for  the  physician  NEW  YORK,  N.  Y.  • WINDSOR,  ONT. 
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Springs  to  secure  the  location  of  a $4,000,000 
United  States  Veterans  hospital  there. 


Leonard  Hospital,  Troy,  is  to  have  a new 
$65,000  wing. 


The  Rosenbaum  property  in  Roslyn  is  being 
improved  and  enlarged  at  a cost  of  $300,000  for 
use  as  a medical  center  to  accommodate  100  pa- 
tients. 


The  Queens  County  Legion  Auxiliary  Juniors 
have  presented  an  oxygen  tent  to  the  children's 
ward  of  Queens  General  Hospital. 


VITAMIN  C DEFICIENCY  IN  FAILURE 
OF  WOUNDS  TO  HEAL 

Vitamin  C deficiency  may  be  a factor  in  the 
failure  of  some  human  wounds  to  heal,  Drs. 
Charles  C.  Lund  and  John  H.  Crandon,  Boston, 
declare  in  the  Journal  of  the  American  Medical 
Association  for  February  22  as  a result  of  in- 
vestigations in  which  one  of  them  went  on  a 
scurvy-producing  diet  and  subjected  himself  to 
experimental  wounds. 

To  carry  out  experiments  on  the  development 
of  human  scurvy,  which  results  from  a deficiency 
of  vitamin  C in  the  normal  person,  one  of  the 
authors  went  on  a scurvy-producing  diet  from 
October  19,  1939,  until  May  7,  1940. 

Three  months  after  the  diet  was  started  an 
experimental  wound  was  made  on  one  side  of  the 
back  of  one  of  the  authors.  No  difficulty  in 
wound  healing  could  be  demonstrated  in  this  ex- 
periment, they  declare.  Shortly  after  five 
months  the  first  sign  of  scurvy  developed,  and, 
although  there  was  slight  lassitude  and  ease  of 
fatigue  in  the  fourth  and  fifth  months,  marked 
fatigability  began  only  in  the  sixth  month. 

At  exactly  six  months  a second  incision  was 
made  in  the  corresponding  position  on  the  other 
side  of  the  back.  Considerable  difficulty  was 
encountered  in  suturing  this  experimental 
wound,  a condition  that  had  not  been  encoun- 
tered in  the  first  wound.  However,  it  was 
finally  sutured  and  seemed  to  heal. 

“The  cutaneous  (skin)  sutures  were  removed 
on  the  sixth  day  and  adhesive  strips  applied  to 
protect  the  skin  from  tension,"  the  authors 
say.  “On  the  tenth  day  the  wound  was  re- 
opened, and  as  soon  as  the  skin  was  divided  it 
was  found  that  the  tissues  under  the  skin  had 
not  healed  at  all  and  that  the  wound  contained 
a firm  dry  blood  clot." 

The  clot  was  scooped  out,  and  the  wound  was 
then  sutured  and  the  physician  given  vitamin 
C by  means  of  injection  into  the  vein.  This 
was  repeated  daily  for  the  next  ten  days,  and  the 
wound  healed  promptly  at  this  time.  At  the 
end  of  the  second  ten  days  another  incision  was 
made  across  the  area  of  the  healed  wound  that 
had  been  pulled  apart  during  the  previous  opera- 
tion. This  revealed  normal  healing. 

The  two  men  declare  that  “at  just  what  point 
between  three  and  six  months  delayed  healing 
begins  we  cannot  say." 

As  a result  of  their  observations  the  two  men 
say  that  a careful  study  of  the  vitamin  C status 
of  all  surgical  patients  is  valuable. 


“COLD"  PREPARATIONS  TO  BE 
ATTACKED 

“On  February  3,  W.  G.  Campbell,  commis- 
sioner of  Food  and  Drugs  of  the  Food  and  Drug 
Administration,  notified  all  manufacturers  of 
‘cold’  preparations  that  henceforth  this  class  of 
products  will  be  included  in  the  administration’s 
program  of  operations,"  the  Journal  of  the  Amer- 
ican Medical  Association  for  February  22  says. 

“The  announcement  pointed  out  that  presen t- 
dav  medical  opinion  supports  the  view  that 
there  is  no  known  substance  or  mixture  of  sub- 
stances which  can  be  relied  on  to  prevent  or 
cure  colds;  further,  that  surveys  of  products 
which  now  appear  on  the  market  show  that 
many  of  them  make  claims  that  involve  the 
treatment  or  prevention  of  colds  which  are  not 
justified  by  the  scientific  facts,  while  others  ex- 
aggerate the  effects  which  the  medications  will 
have  on  the  symptoms;  and  finally,  now  that 
section  201  (n)  of  the  Food,  Drug  and  Cosmetic 
Act  is  fully  effective,  in  the  opinion  of  the  ad- 
ministration any  reference  to  colds  in  the  label- 
ing of  a drug  should  clearly  indicate  just  what 
the  effects  of  the  medicine  with  respect  to  this 
disease  condition  will  be  and,  if  necessary  to 
avoid  misunderstanding,  just  what  the  limita- 
tions of  the  medication  are.  The  commissioner 
bases  this  on  the  fact  that  section  201  (n)  re- 
quires that  the  label  reveal  any  facts  that  are 
material  in  the  light  of  such  affirmative  repre- 
sentations as  the  label  may  make. 

“By  way  of  explanation,  the  notice  includes  a 
statement  to  the  effect  that,  for  various  reasons, 
one  of  which  has  been  lack  of  adequate  facilities, 
the  Food  and  Drug  Administration  has  not  in 
the  past  given  attention  to  the  large  number  of 
preparations  sold  for  the  treatment  or  preven- 
tion of  colds  or  for  the  mitigation  of  the  symp- 
toms of  this  disease,  but  that  henceforth  this 
class  of  products  will  be  included  in  the  adminis- 
tration’s program  of  operations.  Recently  the 
Journal  called  attention  to  the  promotion  of  one 
line  of  these  preparations  in  which  it  was  sug- 
gested that  the  druggist  prescribe  such  items  for 
the  treatment  of  the  active  cold.  This  illus- 
trated the  extent  to  which  manufacturers  of  these 
preparations  have  gone  in  promoting  them  to 
the  public.  Now  that  the  Food  and  Drug  Ad- 
ministration has  determined  to  review  the  claims 
made  it  will  be  exceedingly  interesting  to  watch 
the  changes  which  will  take  place  in  the  claims 
which  are  made  for  many  of  these  prepara- 
tions." 


More  than  three  million  men,  women  and 
children  have  died  of  tuberculosis  in  the  United 
States  during  the  last  thirty  years.  Over  two 


million  more,  remarks  the  Kentucky  Health 
Bulletin , would  have  died  if  the  mortality  rate 
of  thirty  years  ago  had  continued  to  prevail. 
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COCOMALT  with  other  food  drinks.  It  is 
not  a mechanical  mixture.  All  ingredients 
are  malted  together  . . . just  the  vitamins 
being  added  under  controlled  conditions. 
Precision  manufacture  plus  uniformity  is 
assured  through  regular  biological  tests. 
Clinical  work,  also,  is  continuous. 


Three  servings  of  COCOMALT 


per  day  — made  with  milk 
according  to  directions — give 
you  — 


Vitamin  A 


4200  I.  U. 


Vitamin  B, 
Vitamin  D 


402  I.  U. 


Vitamin  G 


Calcium  . 


1170  mgs. 
1 140  mgs. 
15  mgs. 


Phosphorus 


Cocomalt  is  used  by  many 
leading  physicians  for  un- 
dernourished children,  pre-  and  post- 
Dperative  cases,  anorexia  of  dietary 
origin,  anemias,  pregnancy  and  lacta- 
don  and  numerous  other  conditions 
where  special  dietary  needs  are 
> ndicated. 


For  normal  and  therapeutic  diets  . . . for  young 
and  old  . . . 

Cocomalt  is  an  energizing  protective  food 
of  vitamin-mineral  character.  Readily  digest- 
ible . . . easily  assimilated  . . . delicious. 

R.  B.  DAVIS  COMPANY 


HOBOKEN,  NEW  JERSEY 

- THE  MALTED  FOOD  DIETONIC  FOR  ALL  AGES 


. 
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Counsel,  Medical  Society  of  the  State  of  New  York 


Physicians  and  Surgeons — Evidence  of 
Malpractice 

THE  highest  court  of  one  of  the  western  states 
a few  months  ago  handed  down  a decision 
of  interest  which  concerns  the  burden  of  proof 
required  of  a plaintiff  to  establish  a malpractice 
action  against  a physician.* 

The  case  was  one  that  was  tried  before  the 
court  and  a jury,  and  at  the  close  of  all  the  testi- 
mony, although  the  sufficiency  of  the  evidence 
was  challenged  by  the  defendant  physician, 
the  case  was  submitted  to  the  jury  and  a verdict 
was  rendered  in  favor  of  the  plaintiffs. 

The  proof  that  forms  the  basis  of  the  jury’s 
findings,  interpreted  in  the  light  favorable  to 
the  plaintiff,  was  substantially  as  follows: 

The  principal  plaintiff,  Mrs.  C,  became  af- 
flicted with  infantile  paralysis  and  was  affected 
so  that  she  practically  lost  the  use  of  her  body 
above  the  hips.  For  about  four  weeks  she  re- 
ceived hospital  care  and  then  went  home  under 
the  care  of  a Dr.  M.  He  continued  to  have 
charge  of  her  treatment  for  approximately  a 
year  and  a half,  and  then  she  changed  doctors 
and  retained  the  services  of  Dr.  W,  the  defendant 
in  the  case. 

It  seems  that  Dr.  M was  a specialist  in  ortho- 
pedic surgery  and  that  his  treatment  consisted 
of  the  application  of  heat  and  massage  and  later 
on  of  exercise  of  a limited  sort.  By  the  end  of  a 
year  and  a half  the  function  of  the  hands  and 
forearms  had  improved  considerably,  but  those 
muscles  that  raise  the  arms  showed  practically 
no  improvement.  In  order  to  utilize  the  hands, 
the  patient  found  it  necessary  to  rest  her  elbows 
on  something  or  be  assisted  by  another  person. 
She  became  dissatisfied  with  the  care  Dr.  M 
had  rendered,  apparently  because  the  exer- 
cises he  advised  were  tiring. 

At  that  stage  of  things  Dr.  W was  called  in. 
He  also  was  an  orthopedic  surgeon  of  many 
years’  experience.  When  he  agreed  to  treat  the 
patient,  he  told  her  he  would  only  take  the  case 
on  condition  that  she  would  follow  his  instruc- 
tions. 

Being  of  the  opinion  that  Mrs.  C had  been 
allowed  too  much  use  of  her  muscles,  he  advised 
the  application  of  a cast  to  afford  complete  rest 
of  the  muscles  so  that  their  strength  could  be 
built  up.  He  placed  her  in  a cast  covering  her 
body  from  her  neck  to  her  hips,  and  her  arms 
down  to  and  including  part  of  her  hands.  This 
cast  was  applied  on  July  7 and  was  removed 
about  four  months  later  on  November  11. 

During  the  intervening  period  Dr.  W saw  the 
patient  a couple  of  times  within  the  first  few 
days  after  the  cast  was  applied  and  then  did  not 
actually  visit  her  again  until  the  same  day  the 
cast  was  removed.  The  cast  during  that  time 
caused  the  patient  no  particular  trouble  until 
November  10,  and  on  that  day  the  patient’s 

* Crouch  vs.  Wyckoff,  107  Pac.  (2nd)  339. 


husband  told  Dr.  W that  the  cast  had  become 
painful  to  Mrs.  C.  However,  it  seems  that 
about  the  middle  of  September  the  doctor  and 
Mr.  C.  had  a discussion  about  obtaining  a brace 
to  be  applied  at  the  same  time  that  the  cast 
was  to  be  removed  in  order  to  support  the  arms. 
There  was  some  difficulty  between  the  husband 
and  the  bracemaker,  and  no  brace  was  made 
available  before  the  time  the  cast  was  actually 
removed. 

When  the  cast  was  removed,  the  patient’s  fin- 
gers and  wrists  were  practically  rigid,  although 
there  seemed  to  be  a slight  improvement  in 
some  of  the  shoulder  muscles.  She  was  unable 
to  do  the  things  she  had  before  the  cast  was  ap- 
plied. Dr.  C advised  physical  therapy  to  re- 
store flexibility  to  the  wrists  and  fingers;  and 
such  treatments  were  administered  by  a Miss  B, 
a physical  therapeutist,  for  about  four  months. 
Next,  under  an  anesthetic  an  attempt  was  made 
to  break  down  and  manipulate  the  wrists  and 
fingers.  More  physical  therapy  followed.  At 
the  time  of  the  trial,  about  a year  after  the  cast 
came  off,  heat  and  massage  treatment  was  still 
being  undergone.  However,  there  was  little 
flexibility  to  the  wrists  and  fingers. 

The  plaintiff,  Mrs.  C,  and  her  husband,  the  co- 
plaintiff, failed  upon  the  trial  to  put  in  any 
medical  testimony.  The  only  physicians  who 
testified  were  the  defendant  and  an  expert 
called  by  him.  Both  testified  that  there  had 
been  no  departure  from  proper  practice  and 
that  the  cast  was  on  a proper  period  of  time  and 
caused  no  injury  by  being  left  on  for  so  many 
weeks.  They  testified  that  stiffness  was  to  be 
expected  in  immobilized  joints  but  that  it  would 
not  be  increased  in  degree  after  eight  weeks — the 
period  they  stated  to  be  essential  to  derive 
benefit  from  the  use  of  a cast. 

The  plaintiffs  contended  that  although  the 
original  application  of  the  cast  was  proper  it  was 
allowed  to  remain  on  the  patient  beyond  eight 
weeks  and,  hence,  too  long  and  that  defendant 
was  negligent  in  not  personally  seeing  the  patient 
from  July  to  November — with  resulting  in- 
juries to  plaintiff. 

As  previously  stated,  with  the  proof  as  sum- 
marized, the  jury  brought  in  a verdict  for  the 
plaintiffs.  The  Appellate  Court,  on  the  other 
hand,  ordered  the  judgment  reversed  and  the 
action  dismissed  on  the  grounds  the  plaintiffs 
had  failed  to  establish  their  cause  of  action. 

In  so  ruling,  the  Appellate  Court  said  in  the 
opinion : 

“All  that  appears  herein,  briefly  stated,  is 
that  at  the  time  the  cast  was  placed  on  her, 
respondent  had  certain  use  of  her  wrists 
and  fingers,  but  very  little  use  of  her  upper 
arms  and  shoulders;  that  respondent  was 
properly  treated  by  appellant,  in  an  en- 
deavor to  restore  some  part  of  the  normal 
use  of  the  muscles  of  the  upper  arms  and 
shoulders;  and  that  a bad  result  followed. 

[Continued  on  page  790] 
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JO  HELP  EDUCATE  THE  AMERICAN  PUBLIC 

about 

[HE  IMPORTANCE  OF  POSTURE  TO  HEALTH 


In  announcing  1941  National  Posture  Week 
re  do  so  with  a genuine  expression  of  apprecia- 
ion  to  the  medical  profession,  public  health 
roups,  schools,  and  colleges  throughout  the  coun- 
.7  whose  support  of  this  activity  has  helped  to 
lake  it  an  educational  event  of  importance.  We 
re  happy  in  the  knowledge  that  with  each  suc- 
eeding  year,  National  Posture  Week  has  resulted 
a more  women  being  made  conscious  of  the  rela- 
ionship  of  posture  to  health,  as  well  as  the  impor- 
ance  of  seeking  professional  advice  regarding  the 
11s  caused  by  poor  posture. 


This  year,  as  in  the  past,  National  Posture  Week 
will  be  given  widespread  publicity  through  maga- 
zines, newspapers,  and  radio.  In  addition,  non- 
commercial literature  will  be  distributed  to  schools 
and  colleges  as  an  extension  of  our  Public  Health 
Educational  Activities. 

Many  of  our  dealers  throughout  the  country 
will  also  cooperate  to  help  awaken  the  conscious- 
ness of  the  masses  to  the  importance  of  correct 
posture.  As  always,  we  will  endeavor  to  adhere 
to  the  ethical  practices  which  will  merit  your 
approval. 


S.  H.  Camp  & Company,  Jackson,  Michigan 


)ffices  in:  New  York;  Chicago;  Windsor,  Ont.;  London,  England.  World’s  largest 


manufacturers  of  surgical  supports 
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A doctor  is  not  to  be  charged  with  negligence 
because  the  result  is  not  what  is  desired. 

“In  the  instant  case,  we  are  of  the  opinion 
that  negligence  cannot  be  based  merely  upon 
the  fact  that,  after  the  cast  was  removed 
there  was  stiffness  in  respondent’s  wrist  and 
fingers.  The  medical  testimony  is  all  to  the 
effect  that  stiffness  is  to  be  expected  in  a vari- 
able degree,  and  the  testimony  is  that  the 
condition  of  respondent’s  fingers  and  wrists 
after  the  removal  of  the  cast  was  not  unusual, 
except  that  they  did  not  seem  to  respond  to 
treatment  as  quickly  as  in  some  cases.  Con- 
ceding that  an  unfortunate  result  followed  the 
use  of  this  cast,  insofar  as  respondent’s  fingers 
and  wrists  are  concerned,  a doctor  is  not  a 
guarantor,  and  the  mere  fact  that  a bad  re- 
sult may  follow  an  operation  is  not  of  itself 
evidence  of  negligence.” 

The  Court  also  said: 

“.  . . . there  is  no  evidence  here  which  tends 
to  establish  that  appellant  was  negligent  in 
leaving  the  cast  on  for  the  period  he  did;  nor 
is  there  any  testimony  which  tends  to  show 
that  had  appellant  made  an  investigation 
at  the  end  of  the  six  or  eight  weeks’  period,  he 
would  have  found  a condition  to  exist  different 
from  the  condition  shown  to  exist  at  the  time 
the  cast  was  removed.  This  being  true,  how 
can  it  be  said  that  it  is  not  negligence  for  a 
doctor  to  leave  a cast  on  for  eight  weeks,  but 
it  is  negligence  to  leave  it  on  nine,  ten,  twelve 
or  sixteen  weeks,  where  it  is  not  shown  that 
any  different  condition  would  or  did  exist  at 
the  end  of  the  sixteen  weeks  than  was  there 
at  the  end  of  eight  weeks? 

“We  are  clearly  of  the  opinion  that  the  ques- 
tions of  whether  or  not  the  leaving  of  this 
cast  on  for  the  additional  period  of  two  months 
caused  the  injury  complained  of,  or  whether 
or  not  it  is  reasonable  to  infer  that  it  did,  are 
questions  which  can  properly  be  determined 
only  by  medical  experts,  and  are  not  ques- 
tions which  may  be  determined  by  circum- 
stances such  as  appear  in  this  case,  and  upon 
which  respondent  relies  to  prove  negligence.” 

Absences  of  Physician  upon  Delivery 

A YOUNG  woman  who  was  a month  and  a 
TL  half  pregnant  consulted  a physician  who 
had  attended  her  in  connection  with  a previous 
confinement  two  years  before.  He  made  ar- 
rangements to  care  for  her  during  pregnancy  and 
to  deliver  her  and  instructed  her  to  return  to  his 
office  regularly  for  check-up.  This  she  did  until 
she  was  in  the  last  month  of  pregnancy.  Up 
until  that  time  her  condition  had  been  normal 


throughout.  When  the  doctor  saw  her  last, 
he  told  her  to  communicate  immediately  with 
him  when  she  began  to  feel  pain.  Some  three 
weeks  thereafter,  the  doctor  received  an  evening 
call  to  go  to  a remote  part  of  the  city  in  consulta- 
tion with  another  doctor,  and  he  did  not  return 
to  his  home  or  office  until  2:00  a.m.  Upon  his 
arrival  there,  he  was  told  by  his  wife  that  two 
telephone  calls  had  been  received  from  the  home  of 
this  patient — one  at  10:45  p.m.  requesting  him 
to  attend  her  immediately  as  she  was  in  active 
labor  and  the  second  about  a half  hour  later 
stating  another  doctor  had  been  called  and  the 
baby  born. 

A malpractice  action  was  instituted  against  the 
doctor  in  which  the  plaintiff  claimed  that  the 
defendant  failed  to  attend  her  at  delivery  and 
during  pregnancy  as  a result  of  which  the  baby 
died  and  the  plaintiff  suffered  severe  injuries. 
However,  plaintiff  never  diligently  prosecuted 
the  action  and  as  a result,  sometime  later,  a 
motion  was  granted  dismissing  the  action. 

Treatment  of  Xanthelasma 

A MARRIED  woman,  37  years  of  age,  was 
referred  to  a physician  specializing  in  the 
care  of  diseases  of  the  eye  with  a history  of  having 
suffered  from  xanthelasma  for  a number  of  years. 
It  seems  that  the  condition  had  been  removed 
from  her  eyelids  nine  years  before  with  an  elec- 
tric needle,  six  years  before  with  a knife,  and 
three  years  before  with  a scissors,  but  it  had  re- 
curred following  each  of  said  procedures. 

The  doctor  undertook  to  treat  the  condition 
by  the  use  of  applications  of  chromic  acid;  a 
slight  reaction  followed,  but  the  xanthelasma 
improved  considerably.  The  condition  of  the 
plaintiff  was  observed  over  a period  of  about  six 
weeks.  At  the  end  of  that  time  the  condition 
treated  had  dried  up  completely,  but  a slight 
eversion  of  the  left  lower  eyelid  at  the  inner 
canthus  had  developed. 

A malpractice  action  was  later  instituted 
against  the  doctor  in  which  the  claim  was  made 
that  due  to  his  negligent  care  of  the  case,  she 
became  unable  to  close  her  left  eye  because  of  a 
contracting  scar  in  the  lower  lid  with  resulting 
squinting  and  irritation  to  that  eye. 

Upon  the  trial  of  the  action  before  a Court  and 
a jury,  the  plaintiff  testified  with  respect  to  the 
treatment  rendered  by  the  defendant  physician 
and  claimed  that  it  was  followed  by  a reaction 
and  injury.  She,  however,  failed  to  introduce 
any  expert  testimony  in  support  of  her  conten- 
tions that  the  defendant  was  negligent  and  failed 
to  follow  medical  practices.  At  the  conclusion 
of  the  testimony  on  behalf  of  the  plaintiff,  the 
complaint  was  dismissed. 


MEMORIAL  LECTURE— ACADEMY 
Dr.  C.  A.  Mills  will  deliver  this  memorial 
lecture  on  April  3,  1941,  at  8:30  p.m.  at  the 
New  York  Academy  of  Medicine.  Dr.  Mills 
is  professor  of  experimental  medicine  at  the 
University  of  Cincinnati. 


RAW  MANNERS  ARE  NOT  WELL  DONE 
“In  no  profession  does  culture  count  for  so 
much  as  in  medicine,  and  no  man  needs  it  more 
than  the  general  practitioner.” 

— Quoted  from 

Sir  William  Osier 
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Q.  But,  doctor , is  it  all  right  to  leave  the  peas  I 
don't  eat  in  an  open  can? 

A.  From  the  standpoint  of  health , there  is  no 
reason  why  peas,  or  any  canned  food,  should 
be  put  into  another  container.  (1) 


(i)  For  some  obscure  reason  many  members  of  the  general 
public  persist  in  believing  that  an  open  can  is  not  a safe 
food  container.  The  U.  S.  Department  of  Agriculture  ex- 
pressed itself  on  this  fallacy  in  a press  release  of  February 
23,  1936,  as  follows: 

44 . . . Thousands  of  housewives  are  firm  in  the  faith  that 
canned  foods  ought  to  be  emptied  as  soon  as  the  can  is 
opened,  or  at  least  before  the  remainder  of  the  food  goes 
into  the  refrigerator  . . . Whether  in  the  original  can  or  in 
another  container,  the  principal  precautions  for  keeping 
food  are — Keep  it  cool  and  keep  it  covered.”  American  Can 
Company , 230  Park  Avenue,  New  York , N.  Y. 


The  Seal  of  Acceptance  denotes  that  the 
statements  in  this  advertisement  are  accept- 
able to  the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 
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Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Legislation  and  the  Auxiliary 

One  of  our  most  important  functions  as  an 
Auxiliary  to  the  Medical  Society  is  our  work  in 
legislation.  In  my  correspondence  with  county 
chairmen  and  in  my  personal  contacts  with  auxili- 
aries to  which  I have  spoken,  I have  stressed  the 
importance  of  each  legislative  committee  acting 
as  a study  group  in  order  that  the  members  may 
become  familiar  with  the  salient  points  of  state 
and  federal  legislation  of  interest  to  the  medical 
profession.  Thus,  the  committee  can  digest 
and  explain  these  measures  to  its  auxiliary  in  the 
time  allotted  for  legislation  at  each  meeting. 
In  our  daily  contacts  with  lay  persons  we  have 
many  opportunities  to  promote  a more  intelligent 
understanding  of  these  bills.  Their  true  mean- 
ing and  the  reasons  for  their  introduction  are 
often  misunderstood  by  the  general  public. 
Without  an  interested  and  active  committee  it 
is,  of  course,  impossible  to  carry  on  this  func- 
tion. 

There  is  definitely  a growing  interest  in  legis- 
lation among  the  various  auxiliaries.  The  na- 
tural reaction  to  this  particular  subject  seems  to 
be  that  it  is  technical  and  uninteresting,  and 
why  bother  about  it  anyway?  It  is  most  grati- 
fying to  note  the  interest  which  is  manifest  once 
the  measures  are  explained  to  members  and  their 
part  in  the  work  is  made  clear  to  them.  Space 
does  not  permit  any  discussion  of  the  current 
state  and  federal  legislation.  Your  county  chair- 
man has  outlines  and  explanations  of  these  bills 
with  which  you  should  be  familiar.  I am  con- 
stantly stressing  the  importance  of  a complete 
understanding  of  the  forms  of  Socialized  Medi- 
cine by  every  auxiliary  member.  At  your  dis- 
posal is  an  explanatory  outline  which  your  county 
chairman  has  on  this  subject.  Tantamount  to 
this  are  the  discussions  we  hear  concerning  the 
rejections  for  Selective  Service,  and  here  is 
where  we  can  assist  in  a large  measure  by  our 
knowledge  of  the  real  reasons  for  the  rejections 
and  what  lies  behind  them.  An  editorial  in  the 
J.A.M.A.  for  January  4,  1941,  gives  an  excellent 
explanation.  If  each  of  us  will  turn  her  attention 
to  these  various  phases  of  legislation  we  will  soon 
see  how  really  interesting  it  can  be.  Further- 
more she  will  not  need  to  ask  why  it  is  important 


for  us  to  understand  legislation,  or  why  we,  as 
an  Auxiliary,  should  consider  legislation  one  of 
our  most  important  functions. 

Lois  (Mrs.  Albert)  Vander  Veer,  2nd 

County  News 

Onondaga.  The  regular  meeting  was  held  in 
the  Syracuse  Memorial  Hospital,  March  4,  Mrs. 
Edgar  M.  Neptune,  presiding.  There  are  212 
members  in  this  Auxiliary  with  65  members  in 
attendance.  Dr.  Robert  Ainslie,  resident  path- 
ologist of  Syracuse  Memorial  Hospital,  ad- 
dressed the  group  on  “His  Experiences  in  China.” 
His  talk  proved  very  interesting.  Following  this 
address  a skit  representing  “A  Model  Meet- 
ing” was  portrayed,  Mrs.  Winthrop  Pennock, 
acting  as  chairman.  This  comedy  was  most 
entertaining  and  amusing.  Over  $2,500  worth 
of  medical  equipment  and  medicine  were  col- 
lected by  the  Public  Relations  Committee  for  the 
Bundles  for  Britain,  Mrs.  Nobel  Chambers  ably 
acting  as  chairman  for  this  excellent  endeavor. 
A report  was  received  that  this  donation  was  the 
largest  of  its  kind  from  any  community  in  the 
county. 

Oswego.  A dinner  meeting  took  place  Feb- 
ruary 12  at  the  Pontiac  Hotel — twenty-one 
members  present.  Mrs.  A.  Vander  Veer,  2nd, 
talked  on  medical  legislation.  The  auxiliary  is 
collecting  instruments  and  vitamins  for  Britain. 
At  the  business  session  Mrs.  G.  A.  Marsden,  of 
Oswego,  and  Mrs.  F.  E.  Fox,  of  Fulton, 
were  elected  delegates  to  the  state  conven- 
tion. 

Niagara.  Mrs.  W.  Roger  Scott  presided  at  a 
luncheon  meeting  in  February.  Donations  of 
vitamin  capsules  were  received.  Mrs.  C.  Rennie, 
of  Erie  County,  gave  an  informative  talk  on 
auxiliary  work.  Dr.  Ernest  Reiger  spoke  on 
medical  legislation  at  the  March  session.  Red 
Cross  sewing  and  knitting  directed  by  Mrs.  G. 
W.  Arthurs  followed. 

Rensselaer.  The  executive  board  was  enter- 
tained by  Mrs.  J.  J.  Rainey,  president.  The 
board  voted  to  participate  in  the  Troy  Com- 
munity Chest  Drive.  The  March  meeting  was 
in  cooperation  with  adjacent  auxiliaries  at  the 
lecture  by  Dr.  Haven  Emerson. 


ARMY  COMMISSIONS  FOR  DOCTORS 
The  War  Department  has  approved  a plan 
whereby  the  Army  will  start  utilizing  the  roster 
being  prepared  by  the  American  Medical  Associa- 
tion of  civilian  physicians  who  have  agreed  to 
accept  commissions  in  the  Army  when  needed 
for  immediate  active  duty  during  a national 
emergency,  the  Journal  of  the  Association  for 
February  22  reports  in  announcing  the  issuance 
by  the  Adjutant  General  of  instructions  pertain- 
ing to  the  plan. 

The  instructions,  which  have  been  sent  to  the 
Surgeon  General  and  to  each  corps  area  and  de- 
partment commander  of  the  Army,  point  out 
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that  the  roster  being  prepared  and  to  be  main- 
tained by  the  Association  will  have  the  physicians 
classified  as  to  professional  specialties  and  pro- 
ficiency. 

Under  the  plan,  which  the  Adjutant  General 
says  will  be  placed  in  operation  at  such  time  as 
the  War  Department  will  direct,  when  no  quali- 
fied Reserve  Officer  can  be  found  for  medical 
corps  vacancies,  recommendations  to  the  corps 
area  commander  concerned  will  be  obtained 
from  the  American  MedicaJ  Association  as  to 
those  physicians  on  the  Association's  roster  who 
meet  the  desired  qualifications. 


TO  DESTROY  infectious  organisms  is  a 
simple  matter,  but  to  accomplish  this 
without  injury  to  the  delicate  tissues  in 
which  they  are  imbedded  and  without 
toxicity  is  another  problem  entirely.  It  is 
because  ARGYROL  so  adequately  fulfills 
this  requirement  that,  in  40  years  of 
world-wide  use,  it  has  achieved  a repu- 
tation as  the  ideal  mucous  membrane 
antiseptic.  Various  conditions  call  for  dif- 


ferent concentrations,  hut  in  all  it  is  safe 
and  effective.  ARGYROL  is  not  an  oily  base 
preparation,  not  a vasoconstrictor,  not  a 
mercurial;  nor  a harsh  astringent.  It  has 
a superior  clinical  record  to  all  other 
mild  silver  proteins  and  it  is  chemically 
and  physically  different— in  colloidal  dis- 
persion, in  Brownian  movement,  in  pH, 
in  pAg,  and  in  chemical  reactions.  Insist 
on  the  ORIGINAL  ARGYROL  PACKAGE. 


NO  CILIARY  INJURY— NO  TISSUE  IRRITATION: 

It  has  repeatedly  been  pointed  out  that  the 
“ciliary  sweep”  is  a vital  factor  in  throwing 
off  upper  respiratory  infections.  ARGYROL, 
despite  its  protective  consistency,  does  not 
injure  ciliary  action.  In  addition  to  its  ade- 
quate bactericidal  effect,  its  mechanical  ac- 
tion is  detergent,  demulcent,  pus  dislodging. 

DECONGESTION  WITHOUT  VASOCONSTRIC- 
TION: It  is  a common  observation  that  the 
continued  use  of  vasoconstrictors  may  lead 
to  a sogginess,  and  loss  of  resiliency  of  the 
tissues.  ARGYROL  lessens  turgescence  and  is 
inflammation-dispelling  but  it  induces  no 
powerful  artificial  vasoconstriction. 


NO  SYSTEMIC  TOXICITY:  ARGYROL  has  been  extensively  employed 
in  children  and  adults  alike,  but  no  case  of  systemic  toxicity  has 
ever  been  noted— and  this  despite  the  fact  that  it  has  been  instilled 
into  cavities  as  the  sinuses,  the  bladder  and  the  renal  pelvis  where 
it  might  be  unsafe  to  employ  some  of  the  toxic  metal  solutions. 


INSURE  YOUR  RESULTS 


SPECIFY  THE 


m 

ARGYROL 


BRUNSWICK,  NEW  JERSEY 
OL  and  OVOFERRIN 

is  a registered  trade  mark,  the  property  of  A.  C.  Barnes  Company 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


A friendly  suggestion:  Your  "littlest”  patients  aren’t  the  onlj 


I guess  every  one 
likes  to  chew  gum 
it's  so  delicious. 


Thank  you,  Doctor, 
I We  look  forward 
to  our  visit  here. 


i y rngmmm  CHEWING  GUM 


The  enjoyment  of  delicious  chew- 
ing gum  is  a real  American  cus- 
tom— probably  because  chewing 
is  such  a basic,  natural  pleasure. 

Enjoy  chewing  gum  yourself. 
See  how  the  chewing  helps  relieve 
tension  by  giving  it  a try  during 
your  busy  days. 

Have  some  gum  in  your  pocket 
or  bag  and  in  the  office.  Your 
patients — children  and  adults 
— appreciate  your  friendliness 
when  you  offer  them  some. 
Try  this  for  a month — you’ll 
be  pleased  with  the  results. 

National  Association  of  Chewing  Gum 
Manufacturers,  Staten  Island,  New  York 


THE  ADVANTAGE  OF  A DISADVANTAGE 


What  the  eye  doesn’t  see  the  heart  doesn’t  grieve  over. 
“This  is  equally  true  of  the  ear,”  states  Arthur  Hedley  in 
the  March  Volta  Review , “for  hearing  nothing  we  re- 
main unconcerned  and  undisturbed.  My  utter  uncon- 
sciousness of  the  sound  of  enemy  planes  overhead  saved 
me  many  a sleepless  night  in  France.” 

This  statement  gives  rise  to  the  thought  that  the  handi- 
capped are  not  quite  as  bad  off  during  air  raids  as  to  war- 
rant the  pity  a normal  being  might  feel  for  the  deaf  or 
the  blind.  The  author  of  the  quotation  above  discusses 
“sounds  and  shocks”  endured  by  the  hard  of  hearing  in  a 
blackout.  Because  the  eyes  which  are  such  an  asset  in 


daylight,  are  of  little  use  in  the  dark,  impairment  of  he: 
ing  does  have  its  disadvantage  for  the  deaf.  Not  heari 
approaching  footsteps,  collisions  are  inevitable.  IS 
can  they  hear  the  sirens  warning  of  approachi 
raiders. 

So  the  hard  of  hearing  stay  indoors  and  avoid  the  ri 
those  who  can  hear  run  when  they  go  out  to  public  pla( 
for  entertainment.  The  normal  persons  generally  run 
the  doors  to  look  for  the  raiders  thus  exposing  themseh 
to  the  risk  of  being  hit  by  flying  shrapnel.  The  hard 
hearing  folks  stay  indoors  oblivious  to  it  all  and  are 
reality  in  less  danger  than  others. 


COLLECTIONS 

Specialists  in  the  Collection  ot  Professional  Accounts 

Send  card  or  prescription  blank  for  details 

NATIONAL  DISCOUNT  &,  AUDIT  CO. 
Herald  Tribune  Bldg. — New  York 

Representatives  in  all  parts  of  the  United  States  and  Canada 


If  it’s  for  your  office,  Beeber  has  it.  Any- 
thing from  a needle  to  an  X-ray.  Visit  any 
of  our  showrooms  and  see  for  yourself. 

J.  BEEBER  CO. 

BUFFALO  NEW  YORK  PHILADELPHIA 

922  Main  St.  838  Broadway  1109  Walnut  St. 


IN  WHOOPING  COUGH 


ELIXIR  BROMAURATE 


IS  A UNIQUE  REMEDY  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSISTENT 
COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 or  4 hours. 

— GOLD  PHARMACAL  CO.,  New  York  ^ 

Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
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BREWERS  YEAST  EXTRACT 
VITAMIN  B COMPLEX 
EXTRINSIC  FACTOR 


VEGEX  for  the  complete 

VITAMIN  B COMPLEX 


“The  simplest  definition  of  the  vitamin  B complex  is  that 
it  is  an  assemblage  of  the  water-soluble  vitamin  factors  pres- 
ent in  yeast."  ( The  Lancet , November  2 , 1940 , page  558.) 

Vegex,  the  autolyzed  extract  of  grain  grown  brewers  yeast, 
has  long  been  the  standard  for  the  complete  vitamin  B complex 
in  important  medical  centers  throughout  the  world  as  well  as  in 
private  practice. 

Thiamin,  riboflavin,  B6,  nicotinic  acid  and  the  components 
of  the  "filtrate  factor"  are  all  contained  naturally  within  the 
yeast  cell.  The  autolyzing  or  self-digestion  process  breaks  open 
the  yeast  cell,  thereby  making  the  contents  of  the  cell  more 
readily  available. 

When  the  vitamin  B complex  is  reguired,  it  should  be 
remembered  that  there  is  no  more  potent  or  complete  source 
than  brewers  yeast  or  its  extracts  like  Vegex. 


Samples  for  clinical  or  professional  use  will  be  sent  on  request. 

Vitamin  Food  Co.,  Inc.  Vegex,  Incorporated 

122  Hudson  Street  New  York,  N.  Y. 


To  Aid  in  Control  of 

ANGINA  PECTORIS 
ARTERIOSCLEROSIS 

Successful  Clinical  Experience 
Suggests  .... 

Qaknadtm 

Biologically  Tested 
Diaphragmatic  Muscle  Extract 

Carnacton  serves  effectively  in  Angina  Pectoris , 
particularly  the  variety  known  as  "angina  of  ef- 
fort" where  angiospasm  is  the  dominant  factor,  and 
Arteriosclerosis,  cerebral  and  general.  In  this 
condition  its  action  is  not  limited  to  a temporary 
vasodilation  but  promotes  a gradual  collateral 
circulation.  The  vegetative  nervous  function  was 
improved  in  many  of  the  cases  observed. 

This  muscle  extract  has  also  demonstrated  ef- 
ficacy in  Cardiac  Dyspnoea,  Cardiac  Asthma  and 
Obliterative  Arterial  Diseases,  especially  in  which 
I intermittent  claudication  is  present.  Carnacton 
I appears  to  exert  a tonic  and  vasodilating  action  on 
I the  circulatory  system,  with  a sedative  effect  on 
1 the  neuro-psychic  sphere. 

1 cc.  and  2 cc.  ampoules  boxes  of  12  and  50. 

Vials  of  30  cc.  and  50  cc.  for  oral  use. 

Send  to  Dept.  6 for  literature. 

CAVENDISH  PHARMACEUTICAL  CORP. 
25  West  Broadway  New  York 
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MEDICAL  FILM  GUILD 


announces  the  latest 


addition  to  its 
library  of  “Medical 
Films  that  Teach” 

A CLINIC  ON 

PETROSITIS 

WITH  MENINGITIS 

Symptoms , Operations 
and  Recovery 

16  m.m.  IN  COLOR  AND  SOUND 
PROJECTING  TIME— 35  MINUTES 

NO  CHARGE 

for  use  of  film.  Make  re- 
quest two  weeks  in  advance 
on  official  Society  or  Hospi- 
tal stationery.  Projector  and 
Operator  furnished. 


VISIT  OUR  BOOTH— No.  78  TO  MAKE 

ROUND  ARRANGEMENTS  TO  SHOW  OUR  “MEDICAL  I 
FILMS  THAT  TEACH"  TO  YOUR  LOCAL  MEDICAL  SOCIETY 
FOR  PHOTOGRAPHIC  PROBLEMS  ASK  FOR  J.  P.  HACKEL.  \ 


OTHER  FILMS  AVAILABLE 




MEDICAL  FILM  GUILD  i67W.57thSt.,NEWYORK 


Plan  to  stay  at  the  hotel  which  is 
headquarters  for  leading  medicaljsocie- 
ties  and  the  New  York  home  of  their 
distinguished  visiting  members.  Here 
are  rooms  with  the  charm  of  a private 
residence  . . . restaurants  that  offer  a 
wide  variety  of  menus  at  popular 
prices  . . . rates  that  are  surprisingly 
moderate  . . . direct  transportation  to 
Rockefeller  Research  Institute,  New 
York-Cornell  Medical  Center,  and 
many  other  medical  institutions. 

THE 

WALDORF  - ASTORIA 

Park  Avenue  • 49th  to  50th  • New  York 


Optical  Instruments  for 
the  Medical  Profession 


Whatever  your  needs  in  optical 
instruments  consult  Bausch  & W 

Lomb  whose  years  of  experience 
have  qualified  them  to  furnish  ^ . 

your  profession  with  such  equip-  , „ 
ment  as  Microscopes,  Haema- 
cytometers,  Hemoglobinometers,  \ 

Centrifuges  and  other  precision  I | 
instruments.  Write  to  Bausch  : , 

& Lomb  Optical  Co.,  667  St. 

Paul  Street,  Rochester,  N.  Y.  j 

Bausch  & Lomb 


the  success  o/THESODATE  (Brewer) 

(Original  enteric  coated  tablet  of  Theobromine  Sodium  Acetate) 


is  due  to  three  factors: 


1.  It  is  Clinically  Proven 

2.  It  is  effectively  Enteric  Coated 

3.  It  is  decidedly  Less  Expensive. 

Indicated  in  treatment  of  coronary  artery  disease  and  edema. 

Dosage:  One  ll/i  gr.  tablet  4 times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription,  in  71/*  8r-  tablets  with  or  without  Phenobarbital 
(Vigr.),  or  33/4  gr.  tablets  with  or  without  Phenobarbital  (V<  gr-)  100 
per  bottle. 


Samples  and  literature  on  request 

BREWER  & COMPANY,  INC.  Worcester , Mass. 

PHARMACEUTICAL  CHEMISTS  SINCE  1852 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


- 


Hospitals 
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w 


Sanitariums 


ecialized  Treatments 


SAMPLES 


So  samples  are  obtainable  of  a Sanitarium,  unfortu- 
;ely.  And  no  practicing  physician  likes  to  experiment 
h a patient  unless  as  a last  resort  there  is  a fifty-fifty 
ince  of  saving  a life.  In  prescribing  a sanitarium, 
>ugh  little  risk  is  run,  the  conscientious  physician  still 
?s  to  know  that  he  has  decided  upon  just  about  the  best 
■ a particular  treatment  and  assured  consideration  for 


his  interest  in  the  patient.  Sanitariums  represented  here 
in  the  Journal  are  always  ready  to  cooperate  by  keeping 
the  physician  constantly  acquainted  with  the  progress  of 
the  patient  he  has  sent  to  the  institution.  When  this  is 
especially  important,  the  physician  will  do  well  to  keep 
these  sanitariums  in  mind.  There  are  over  fifteen  out- 
standing sanitariums  represented  each  month. 


AN  OPEN 
INSTITUTION 

• 

AUTHORITATIVE 

INFORMATION 

ON  POST-MEDICAL 
ASSISTANCE  IN 
ALCOHOLISM 
ON  REQUEST 


THE  CHAS.  B.  TOWNS  HOSPITAL 

41  SUCCESSFUL  YEARS 

TREATING  DRUG  AND 
ALCOHOL  CASES 

EXCLUSIVELY 

293  Central  Park  West,  New  York,  N.  Y. 


LOUDEN  - 

KNICKERBOCKER 

H 1 4 Irf  • I 11  © e 

B1  LOUDEN  AVENUE 

Tel.  Amityville  53 

AMITYVILLE,  N.  Y. 

4 private  sanitarium 

established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf ormation  furnished  upon  request. 

JOHN  F.  LOUDEN 

New  York  City  Office 

JAMES  F.  VAVASOUR,  M.D. 

President 

67  West  44th  St.,  Tel.  VAnderbilt  6-3732 

Physician  in  Charge 

BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

‘ FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
i individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
jjtal  Hygiene.  (See  also  our  advertisement  in  the  Medical 
• Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
K MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


R U N S W I C K 

OU  p A Private 
V1  Sanitarium 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  ner- 
vous disorders. 


Broadway  and  Louden  Avenue  Separate  accommoda- 

t UTYVILLE,  L.  I. — Phone:  1700,  01,  02  tions  for  nervous  and 
N.  y.  Office— 67  W.  44th  Street  backward  children. 

Tel:  MUrray  Hill  2-8323  Physicians’  treatments 

C.  L.  MARKHAM,  M.D.,  Supt.  rigidly  followed. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


WOODLAWN  SANITARIUM,  INC. 

For  Medical  and  Surgical  Cases 

Complete  modern  equipment,  including  X-Ray,  fluoroscope  and 
combination  incubator  and  oxygen  tent  for  infants. 

412  East  238th  Street  Bronx.  >.  Y. 

Telephone  FAirbanks  4-3601 
See  also  our  adv.  p.  49a  Medical  Directory 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.I. 

4 sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


‘INTERPINES’ 


Goshen,  N.  y. 

Phone  117 


Ethical — Reliable — Scientific 

Disorders  of  the  Nervous  System 

BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physic, an 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates — Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


PINE WOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene.  Emphasizing 
diagnosis  and  treatment  of  Neuro-psychiatric  cases. 

In  addition  to  the  usual  forms  of  treatment  (occupational  therapy, 
physiotherapy,  outdoor  exercise,  etc.)  we  specialize  in  more  specific 
techniques.  Insulin,  Metrazol  and  Electro  shock.  Psychological  and 
physiological  studies.  Psychoanalytic  approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 
Dr.  Barnett  Rosenblum  I Resident  Tel:  KATONAH  775 

Dr.  Abram  Lichtyger  I Physicians  YONKERS  5786 

N.  Y.  Office:  25  West  54th  St.  Tues.  & Fri.  by  appointment 
Circle  7-2380 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  s pervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings 

F.  H.  BARNES.,  M.D.,  Med.  Supt.  *TEL.  4-1 1 43 


FALKIRK 

IN  THE  • 

RAMAPOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


GREENMONTo/vHUDSOfl 

ESTABLISHED  1880  BY  DR.  PARSONS 

For  special  care  and  treatment  of  Nervous  and  Mental  disorder 
Convalescents,  and  selected  cases  of  Alcoholism.  Unusual  homi 
like  atmosphere.  State  licensed.  Moderate  rates.  45  minut, 
from  New  York  City. 

EDMUND  J.  BARNES,  M.D.,  PHYSICIAN  IN  CHARGE 

OSSINING,  N.  Y.— OSSINING  198 


GLENMARY 

SANITARIUM 

For  individual  care  and  treatment  of  selected  number  of  Nervoi 
and  Mental  cases,  Epileptics,  and  Drug  or  Alcoholic  addict) 
Strict  privacy  and  close  cooperation  with  patient’s  physician  s 
all  times.  Successful  for  over  50  years. 

ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO,  TIOGA  CO.,  N.  Y 


WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  tea  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


SCHOOLS 


CAPABLE  ASSISTANTS 

Our  free  placement  service  will  be  glad  to  help  you  select  ex- 
actly the  right  assistant.  Paine  Hall  graduates  are  girls  of  character, 
intelligence,  appearance — thoroughly  qualified  to  assist  in  office 
and  laboratory;  trained  in  haematology,  blood  chemistry,  urin- 
alysis, clinical  pathology,  medical  stenography,  bookkeeping. 
Address  inquiries  to  C.  R.  Porter, Principal. 

Established 
1849 


75  ADVERTISERS 
are  represented 
in  this  ISSUE 


fonNMI 


Licensed  by  the  State  of  New  York 


101  W.  31st  SL 
New  York 
BRyant  9-2831 


2>o  Ifoa  /Heed  a <J>ia.Uied 
Medical  O^ice.  AiAiilant? 

/GRADUATES  with  twelve  months  intensive  train- 
(iring  in  laboratory  techniques,  apparatus  and 
%J  secretariat.  High  School,  College,  Nursing  or 
Business  School  background.  Intelligent  assistants 
possessing  personality,  ability  and  all  the  requisites 
essential  to  the  trained  Medical  Office  Assistant. 


Tel. 

MUrray  Hill 
6-1186 


MatixUL  School 


62  West 
45th  St. 
N.  Y.  C. 


for 

MEDICAL  OFFICE  ASSISTANTS 

Licensed  by  the  State  of  New  York 
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H-R  EMULSION  CREAM 


Here  is  a jelly  of  unusually  high  viscosity — which,  in 
addition  has  these  qualities  (clinically  affirmed): 

• pleasant  floral  scent 

• smooth,  creamy  texture 

• spreads  easily 

• stable  over  wide  range  of  pH  scale 

• extremely  low  index  of  irritability 

• high  spermicidal  value 

H-R  Emulsion  Jelly  is  obviously  one  of  the  outstanding 
advances  in  this  field — reflecting  the  many  years  of  experi- 
ence and  laboratory  research  on  which  it  was  based. 
Sample  on  request. 

Send  for  free  sample  and  literature 


HOLLAND-RANTOSCO.Jnc 


37  E.  18th  Street,  NEW  YORK 
308  W.  Washington  St.,  CHICAGO 
520  W.  7th  Street,  LOS  ANGELES 

Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


► Follacro  offers  a new  idea 
for  more  effective  treatment 
of  menopausal  symptoms,  pri- 
mary and  secondary  amenor- 
rhea, functional  dysmenor- 
rhea and  associated  disorders 
of  ovarian  origin. 

The  natural  estrogens  con- 
tained in  Follacro  are  readily 
utilized  by  the  body  and  re- 
sponse to  treatment  is  prompt. 
Ampules  are  of  1/2  cc.  (sesame 
oil  solution)  thus  making 
possible  the  injection  of  less 
oil,  with  less  discomfort  to 
the  patient  and  less  likeli- 
hood of  local  reaction. 


1000,  2000,  5000,  and  10,000  I.  U. 
per  V2-cc.  ampule. 
Packages  of  6 and  100  ampules. 


Follacro  Oral  Tablets 

Oral  tablets  containing 
1000,  5000  and  10,000 
I.  U.  also  available.  Bot- 
tles of  20  and  100. 


Literature  and  Sample  on  Request 

Schieffelin  & Co. 

20  Cooper  Square  New  York,  N.  Y. 

Pharmaceutical  and  Research  Laboratories 


INDEX  TO  ADVERTISERS 

AND 

ADVERTISED  PRODUCTS 

( Continued  from  page  656 ) 


Charles  B.  Towns  Hospital,  The 

U.  S.  Vitamin  Corporation 

Vegex,  Inc 

Waldorf-Astoria,  The 

Wander  Company,  The 

Harry  F.  Wanvig 

West  Hill 

Winthrop  Chemical  Company,  Inc. . . 

Woodlawn  Sanitarium,  Inc 

John  Wyeth  & Brother,  Inc 

Yorkshire  Indemnity  Company,  The 
Zemmer  Company,  The 
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Biological  and  Pharmaceutical 

Argyrol  (Barnes) 

Belladenal  (Sandoz) 

Betanal  (Borden) 

Bezon  (Nutrition) 

Calmitol  (Leeming) 

Camacton  (Cavendish) 

Cascara  Sagrada  (Parke,  Davis) 

Cot-Tar  [(Doak) 

Diurbital  (Grant) 

Ertron  (Nutrition) 

Elixir  Bromaurate  (Gold) 

Extralin  (Lilly) 

Foille  (Carbisulphoil) 

Follacro  (Schieffelin) 

H-R  Emulsion  Jelly  (Holland-Rantos) 

Kaomagma  (Wyeth) 

Metamucil-2  (Searle) 

Neoprontosil  (Winthrop) 

Ortho-Gynol  (Ortho  Products) 

Radon  Seeds  (Radium  Emanation) 

Silver  Picrate  (Wyeth) 

Sta-O-Gen  (Latimer) 

Sulfathiazole  (Squibb) 

Thantis  Lozenges  (Hynson) 

Thesodate  (Brewer) 

Vegex  (Vegex  Inc.) 

Vitamins  (U.S.  Vitamin) 

(Continued  on  page  801) 
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Classified  Index  of  Service  and  Supplies 

Your  Guide  to  Opportunities  for 


POSITIONS 


LOCATIONS 


SERVICES 


FOR  RENT 


koctors  office  in  Manhattan.  3 rooms,  unfurnished,  ground 
>or.  Call  Mr.  Hartnett— Stuyvesant  9-7711 — attractive  lease 
|rms  include  house  physicianship  of  600  room  hotel. 


WANTED 


OOK  Manuscripts  Wanted.  Works  of  public  interest  on  all 
iibjects.  Write  for  free  booklet.  Meador  Publishing  Company, 
54  Newbury  Street,  Boston,  Mass. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


Bookbinders — Medical 


INE  BINDINGS— STRONG  BINDINGS 

Please  see  our  Med.  Dir.  adv.  page  11a  if  you  appreciate  old 
craftsmanship  at  reasonable  prices.  RADEMAEKERS 
Newark,  N.  J.,  74  Oraton  St.  New  York,  N.  Y.,  530  5th  Ave. 
HUmboldt  3-4867  CHickering  4-3650 


MEDICAL  EMPLOYMENT 


NURSE  PHYSIOTHERAPIST — well  trained  and  experienced 
seeks  employment  in  a hospital  in  the  Metropolitan  area. 

A Complete  Employment  Service  for  the  Medical  Profession 

*Ute  MEDICAL  EMPLOYMENT  AGENCY 

Stephane  Prepiora,  R.N.  Kinney  Bldg.,  790  Broad  St. 

Director  Newark,  N.  J. 


PHYSICIANS  EQUIPMENT  FOR  SALE 


Microscopes,  Autoclaves,  Sterilizers,  Centrifuges,  Quartz  Lamps, 
Fluoroscopes,  Short  Waves  and  Hospital  Equipment.  Trade  ins 
welcome. — ATLAS  SURGICAL  SUPPLY  CO.,  175  Second  Ave., 
N.  Y. 


FOR  SALE 


FOR^SALE — 10-room  newly  remodeled  house,  every  modern 
convenience.  Suitable  for  a sanitarium.  All  outside  rooms.  Ele- 
vation 1,300  ft.  Surrounded  by  pine  groves.  96  miles  from  New 
York  City.  E.  Loewing,  Spillway  Rd.,  West  Hurley,  N.  Y. 


FOR  SALE,  a practice  in  resort  town  averaging  twelve  to  fifteen 
thousand  dollars  yearly.  Should  be  taken  over  by  May  or  June 
to  get  the  benefit  of  the  summer  clientele.  Price  three  thousand 
dollars,  half  cash.  May  purchase  or  rent  house  and  office  if  de- 
sired. Reason  for  leaving,  sickness.  Box  906,  N.Y.S.Jr.Med. 


INDEX  TO  ADVERTISERS  AND  ADVERTISED  PRODUCTS 


Medical  and  Surgical  Equipment  and  Appliances 


I electrocardiographs  (Cambridge) 663 

I Generator — Short  Wave  (Liebel-Flarsheim) 647 

Tearing  Device  ( Auralgan) 664 

I dedical  Equipment  (Ritter) 783 

Medical  Equipment  (Beeber) 794 

J dedical  Films  (Medical  Film) 796 

)ptical  Instruments  (Bausch  & Lomb) 796 

Orthopedic  Shoes  (Pediforme  Shoe) 658 

Surgical  Equipment  (Harold) 647 

.Stainless  Steel  Surgical  Instruments  (Sklar) 664 

■Supports  (Camp) 789 

Dietary  Foods 

iMolac  (Borden) 654 

Canned  Foods  (American  Can) 791 


Cerevim  (Cerevim) 651 

Cocomalt  (Davis) 787 

Ovaltine  (Wander) 777 

Pablum  (Mead  Johnson) 4th  Cover 


Miscellaneous 

Loeser  Laboratory 649 

Philip  Morris  & Co 662 

R.  H.  Macy  & Co 658 

National  Association  of  Chewing  Gum  Mfrs 794 

W aldorf-Astoria 796 

Harry  F.  Wanvig 652 

Whiskey  (Carstairs) 3rd  Cover 

Yorkshire  Indemnity 655 

Zemmer  Co 801 


PRESCRIBE  OR  DISPENSE  ZEMMER 

Pharmaceuticals,  Tablets,  Lozenges,  Ampules,  Capsules,  Oint- 
ments, etc.  Guaranteed  reliable  potency.  Our  products  are 
laboratory  controlled.  Write  for  general  price  list. 

Chemists  to  the  Medical  Profession  , 


k 
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SPERMICIDAL  ON  CONTAC1 


• The  spermicidal  effect  of  Ortho-Gynol  is  clearly  shown  by  this  motion  picture  micrci 
photography.  The  above  frame  is  from  a section  showing  a field  of  Ortho-Gynol  meetin  j 
a field  of  fresh  human  semen.  Instantaneous  spermicidal  action  is  seen  at  point  of  contaci 


ORTHO  PRODUCTS,  INC.,  LINDEN,  NEW  JERSEY 


during 
by  tenderness 
a,  and  subse- 
by  thickening  of  the 
desquamation,  not 
infrequently  involves  the 
lower  extremities,  especially 
the  anterior  aspects  of  the 
feet,  ankles,  legs,  and  knees. 


The  administration  of  nicotinic  acid  in  appropriate 
doses  in  cases  of  pellagra  leads  not  only  to  the  clear- 
ing of  the  cutaneous  manifestations  of  the  disease  but 
also  to  the  disappearance  of  the  alimentary  lesions 
and  symptoms,  and  to  a profound  improvement  in 
the  mental  symptoms  when  the  latter  are  the  result  of 
inadequate  intake  of  nicotinic  acid. 

Pellagra,  however,  is  frequently  accompanied  by  evi- 
dences of  deficiencies  of  other  factors  of  the  vitamin 
B complex,  such  as  polyneuritis  (a  manifestation  of 
vitamin  Bi  deficiency).  In  the  diets  of  such  patients  it 
may  be  necessary  to  insure  the  presence  of  foods  rich 
in  the  vitamin  B complex,  or  to  administer — con- 
currently with  the  nicotinic  acid — thiamine  hydro- 
chloride, riboflavin,  and,  in  some  instances,  pyri- 
doxine  hydrochloride. 


Nicotinic  acid  is  pyri- 
dine- 3-carboxylic  acid — 
C6H5O2N.  It  is  recognized 
as  a specific  in  the  treat- 
ment of  the  disease  of  dogs 
known  as  blacktongue  and 
in  the  treatment  of  human 
pellagra. 

Available  at  your  prescrip- 
tion pharmacy. 

C.  T.  Nicotinic  Acid,  20  mg. 

C.  T.  Nicotinic  Acid,  50  mg. 

C.  T.  Nicotinic  Acid,  100  mg. 


In  bottles  of  100  and  1000 

V J 
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AMPHOJEL*  Wyeth’s  Alumina  Gel,  is  becoming  the  preferred  treatment 
for  peptic  ulcer.  Four  striking  features  of  Amphojel  are  recognized  by 
clinicians.  • It  provides  prompt  relief  from  pain  • It  permits  rapid 
healing  of  the  ulcer.  • It  cannot  be  absorbed  and  eliminates  the  hazard 
of  alkalosis  • It  reduces  excess  acidity  without  completely  neutralizing 
the  gastric  contents. 

Amphojel  is  a valuable  adjunct  in  the  treatment  of  melena  and  hemat- 
emesis  when  administered  by  continuous  drip. 


AMPHOJEL 

Wyeth's  Alumina  Gel 

Fluid  Antacid  . . Adsorbent 

One  or  two  teaspoonfuls 
either  undiluted  or  with  a 
little  water,  to  be  taken  five 
or  six  times  daily,  between 
meals  and  on  retiring. 

Supplied  in  12-ounce  bottles 
* Reg.  U.  S.  Pat.  Off. 


FOR  THE  CONVENIENCE  OF 
AMBULATORY  PATIENTS 

Wyeth’s  Hydrated 

ALUMINA  TABLETS 

Antacid 

One-half  or  one  tablet  in 
half  a glass  of  water.  Repeat 
five  or  six  times  daily  be- 
tween meals  and  on  retiring. 

Supplied  in  boxes  of  60  tablets 


AND 
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What  one  you  doUuj,  to  obtain 
Awcit  ^icupdJl  ulce/i  k&Uinxj?" 


X-ray  examination  demonstrates  a decrease  in  the  size  of  the 
ulcer  in  10  days  when  Amphojel  is  administered  by  the  con- 
tinuous intra-gastric  drip.  Pain  is  relieved  in  8 to  24  hours. 


AMPHOJEL 
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Gonococcic  Urethritis 


The  introduction  of  sulfanilamide  in  the  treatment 
of  gonorrhea  admittedly  represented  a notable  thera- 
peutic advance.  More  recently,  however,  clinical 
studies  have  indicated  that  sulfapyridine  may  be 
even  more  effective  than  sulfanilamide  in  the  treat- 
ment of  this  condition. 

The  great  majority  of  patients  with  gonococcic 
urethritis  treated  with  sulfapyridine  experience  a 
rapid  subsidence  of  clinical  signs  and  symptoms. 


Within  a few  days  after  the  institution  of  sulfapyri- 
dine therapy,  smears  and  cultures  become  negative 
for  gonococci,  the  urine  becomes  clear,  and  urethral 
discharge  ceases.  Several  cases  which  had  failed  to 
respond  to  sulfanilamide  have  later  been  treated 
successfully  with  sulfapyridine. 

Thus  it  appears  that  in  sulfapyridine  the  physician 
commands  a potent  therapeutic  weapon  for  com- 
bating this  widespread  and  distressing  disease. 


Council  ]^[  ^$CC€^ltccl 


Sulfapyridine  is  manufactured  by  Merck  & Co.  Inc.  under  license  from  the  originators  of  the  product,  May  & 
Baker,  Ltd.,  of  London.  Supplies  are  available  to  the  medical  profession  through  their  druggists  under  the  labels 

of  other  leading  manufacturers. 


MERCK  & CO.  In<5v 


Literature  on  Request 


RAHWAY,  N.  J. 
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To  Assure  Quick  Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


nUBIN  AMINOPHYIjIjIN 

Iheophyltirte- GthylervetHcunine 


American  Made  from  American  Materials 


H.  E.  DUBIN  LABORATORIES 

250  E.  43rd  St.  incorporated  New  York>  N.  Y. 
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When  doctors  tell  us  why  they  prefer  Kemp’s  Sun- 
Rayed  Tomato  Juice — for  its  flavor,  never-thin-or- 
watery  consistency,  vitamin  values — we  know  the 
tomatoes  we  use  would  be  their  selection,  too! 

Young  Maurice  Johnson,  the  new  Quality  Tomato 
Champion  of  Indiana  pictured  above,  and  hundreds 
of  other  growers  for  Kemp’s  are  specialists  in  to- 
mato growing.  They  aim  for  quality  and  so  do  we. 

All  tomatoes  used  for  Kemp’s  Sun-Rayed  are  from 
a specially  cultured  strain,  all  grown  in  one  locality, 
harvested  and  U.  S.  Gov’t  graded  for  quality.  Our 
patented  process  (No.  1746657)  converts  all  the 
nutritious  red-ripe  solids  of  the  whole  cored  tomato 
into  juice.  . . . Enjoy  Kemp’s  Sun-Rayed  Tomato 
Juice  daily  in  your  home,  and  recommend  it  in 
your  practice. 

THE  SUN-RAYED  COMPANY  • FRANKFORT,  INDIANA 
New  York  Agent:  Seggerman  Nixon  Corp.,  Ill  Eighth  Ave. 


NON-SEPARATING  . . . 

Nevesi  THIN  OR  WATERY 


1 A N 0 C 


FrankMtJ0\ 
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MOST  of  the  undesirable  side  effects  noted  after 
administration  of  iron  salts  in  hematinic  ther- 
apy are  attributable  to  ionization  in  the  gastric  juice. 
Iron  ions  and  acidic  ions  which  are  likely  to  produce 
astringent  and  irritating  effects  are  released.  And  this 
may  take  place  regardless  of  whether  the  salts  be 
administered  in  pure  form,  in  masked  solution,  or 
in  sugar-coated  tablets.  But  the  iron  in  OVOFERRIN 
is  in  colloidal  state— not  in  ionic  form.  It  is  not  af- 
fected by  the  gastric  juice.  It  is  stable  and  cannot  ir- 
ritate. Indeed,  it  actually  appears  to  stimulate  the 
appetite.  In  the  intestine,  iron  salts  are  precipitated 


by  the  alkaline  medium  and  are  thus  rendered  rela- 
tively inert.  This  precipitation  is  accompanied  by  a 
dehydrating  effect.  Since  OVOFERRIN  arrives  in  the 
intestine  in  the  form  of  a stable,  colloidal  hydrous 
oxide,  it  remains  assimilable  and  does  not  dehydrate 
the  intestinal  contents. 

These  intrinsic  advantages  of  colloidal  iron  over 
ionizable  iron  make  OVOFERRIN  the  ideal  hematinic 
and  iron  tonic.  Its  palatability,  its  freedom  from 
odor  and  staining  properties  (likewise  the  result  of 
its  colloidal  form)  assure  patient  co-operation  in  all 
types  of  patients. 
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Prescribe 


Do  not  confuse  KNOX  plain  (Sparkling) 

GELATINE  (u.  S.  P.)  with  inferior  grades  of 
gelatine  or  with  pre-flavored,  sugar-laden  des- 
sert powders.  Knox  Gelatine  contains  abso- 
lutely no  sugar  or  other  substances  to  cause 
gas  or  fermentation.  It  is  manufactured  with 
twenty-one  laboratory  tests,  including  rigid 
bacteriological  control  to  maintain  purity  and 
quality.  Knox  Gelatine  is  dependable  for 
uniformity  and  strength.  Your  hospital  will 
procure  it  for  your  patients,  if  you  specify 
Knox  by  name. 


KNOX 

FACTORY-FLAVORED 

GELATINE  (U.S.P.) 

GELATINE  DESSERTS 

All  gelatine. 

Only  contain  10%  to  12  % gelatine. 

Protein  85%  to  87%. 

Protein  10%  to  12%. 

pH  about  6.0. 

pH  highly  variable. 

Absolutely  no  sugar. 

85  % sugar  average. 

No  flavoring.  No  coloring.  Odor- 
less. Tasteless.  Blends  well 
with  practically  any  food. 

Contain  flavoring,  acid  and 
coloring  matter. 

Practical  for  many  diets  includ- 
ing: diabetic,  peptic  ulcer,  con- 
valescent, anorexic,  tubercular, 
colitic,  aged,  etc. 

Contraindicated  in  diabetic,  pep- 
tic ulcer  and  other  diets. 

DIABETIC  DIETS  can  be  improved 

KNOX  GELATINE 


and  varied  with 


(U.S.P.) 


We  have  compiled  a booklet  which  may  save  you  time  and  trouble  in  preparing 
diets  for  your  diabetic  patients.  It  is  called  “Feeding  Diabetic  Patients— Young 
and  Old!’ 

The  booklet  contains  a discussion  of  the  principles  of  diabetic  feeding,  prac- 
tical tables  of  food  composition  expressed  in  percentages  of  100-gram  portions, 
sample  menus,  and  33  pages  of  simple,  economical  and  attractive  recipes  with 
composition  and  caloric  value  of  all  foods  and  recipes. 

The  use  of  Knox  Plain  (Sparkling)  Gelatine  is  explained,  with  examples  of 
how  Knox  Gelatine  can  give  variety  to  appetizing  “full-sized”  meals  without 
interfering  appreciably  with  caloric  requirements.  (Knox  is  85%  to  87%  pro- 
tein—entirely  free  of  sugar.)  It  contains  a majority  of  the  food  amino  acids 
and  has  been  shown  to  supplement  protein  of  nearly  every  variety  of  food. 

Also  included  in  this  booklet  are  typical  dietary  prescriptions  representing 
Normal  Carbohydrate  Maintenance,  Restricted  Carbohydrate  High  Fat, 
Diabetic  Reducing  and  Children’s  Diabetic  diets. 

The  coupon  below  will  bring  you  as  many  of  these  diet  booklets  as  you 
require,  without  obligation. 


KNOX 

GELATINE 


Send  this  coupon  for  free  booklets 

I 


(U.S.P.) 


A SUPPLEMENTARY 
PROTEIN  CONCENTRATE 


KNOX  GELATINE 
Johnstown,  N.  Y.  Dept.  474 
Please  send  me  ( ) copies  of  “Feed- 

ing Diabetic  Patients— Young  and  Old!’ 
I understand  there  is  no  obligation. 


Name. 


Address 
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"Medical  Films  That  Teach" 
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MOTION  PICTURE 
FILM 

TEXT  BOOK 

covering  such  subjects  as: 

EAR,  NOSE  AND  THROAT 
RESPIRATORY  DISEASES 
PLASTIC  SURGERY 
GYNECOLOGY,  ETC. 


For  Photographic  Problems  and  Next 
Seasons  Film  Program  Ask  for 

JOSEPH  P.  HACKEL 
BOOTH  78 

At  the  Buffalo  Convention 
Producers  and  Distributors 

MEDICAL  FILM  GUILD 

■MM  167  W.  57th  St.,  New  York  City 


New  York  State  Champagne 
and 

Fine  American  Still  Wines 


When  a patient  re- 
quires a superior 
champagne  or  a 
fine  wine  during 
convalescence, 
specify  "Great 
Western". 

Most  good  stores 
sell  genuine 
"Great  Western.” 

PLEASANT  VALLEY  WINE  CO. 
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(casein  modified)  with  added 
lactose,  salts,  milk  fat.  and 
vegetable  and  codliver  oils. 


In  human  milk  2/3  of  the  proteins  is  in  true  solution,  while  in 
cow's  milk  only  1/6  of  the  protein  is  soluble.  During  the  process 
employed  in  preparing  Similac  the  soluble  proteins  in  cow's  milk 
are  increased  to  a point  approximating  the  soluble  proteins  in 
human  milk.  How  greatly  this  improves  the  digestibility  is  indi- 
cated by  a comparison  of  the  curd  (insoluble  calcium  paracase- 
inate)  formed  by  cow's  milk,  with  the  soft  flocculent  curd  of  Sim- 
ilac. The  softer  the  curd  the  shorter  the  digestive  period.*  Similac, 
like  breast  milk,  has  a consistently  zero  curd  tension. 

* Espe  & Dye — "Effect  of  Curd  Tension  on  the  Digestibility  of  milk" — Amer.  Journal 
Diseases  of  Children  — 1932,  Vol.  43,  p.  62. 
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MAXITATE  is  the  longest-acting  vasodilator  of  the 
nitrite  group.  The  action  persists  for  from  5-6 
hours  in  the  treatment  of  essential  hypertension  and 
Angina  Pectoris.  In  addition,  Maxitate  with  Pheno- 
barbital  has  been  found  efficacious  in  those  cases  of 
hypertension  where  patients  are  highly  excitable  and 
nervous. 

Maxitate  1/2  gr.  is  supplied  with  either  1/4  gr.  or  1/2 
gr.  Phenobarbital. 

Maxitate  with  Phenobar- 
bital Tablets  are  bottled 
in  100’s  and  1000’s,  or  in 
vials  of  20. 

Write  for  Folder  No.  8 

R.  J. 

Rochester  New  York 


Strasenburgh 

Company 


HYCLORITE 

ANTISEPTIC 


For  irrigating,  swabbing,  and 
dressing  infected  cases  wherever 
an  antiseptic  is  needed. 

For  Hand  and  Skin  Sterilization 
To  Make  a Dakin’s  Solution 
of  Correct  Hypochlorite 
Strength  and  Alkalinity . 
NON-POISONOUS  Practically  NON-IRRITATING 
Comprehensive  literature  on  request 

BETHLEHEM  LABORATORIES 


Accepted  by  the  Council  on 
Pharmacy  and  Chemistry 
of  the  American  Medical 
Association  (N.  N.  R.) 


INCORPORATED 


300  Century  Building 


Pittsburgh,  Pa. 


PROFESSIONAL  b 

ECONOMICS  . . . AN  ETHICAL, 

PRACTICAL  PLAN  FOR  BETTERING  YOUR 
INCOME  FROM  PROFESSIONAL  SERVICES. 

Send  card  or  prescription  blank  for  details. 

CRANE  DISCOUNT  CORPORATION 

Representatives  throughout  U.  S.  and  Canada 

30  W.  41st  St.,  N.  Y.  City  LOngacre  5-2943 


Vitamin  C 

for  the  Expectant  Mother 


formal  pregnancy  and  lactation  markedly 
increase  the  demand  for  all  of  the  essential 
food  elements.  And  as  pregnancy  advances,  the 
amount  of  Vitamin  C in  the  mother’s  blood 
shows  a marked  diminution. 

This  increased  need  for  Vitamin  C may  be 
met  by  the  addition  of  grapefruit  to  the  diet, 
for  grapefruit  is  one  of  the  best  natural  sources 
of  ascorbic  acid  (Vitamin  C). 

Moreover,  the  tart,  zestful  flavor  of  grape- 
fruit and  its  high  toleration  make  it  a wel- 
come addition  to  the  diet. 

Grapefruit,  fresh  or  canned,  is  also  one  of 


the  least  costly  sources  of  the  daily  requirement 
of  Vitamin  C.  At  current  prices,  grapefruit  juice 
supplies  Vitamin  C at  a cost  less  than  that  of 
the  synthetic  product. 

The  field  of  nutritional  values  of  citrus  fruits 
has  been  explored  and  briefed  down  in  the  book 
“Citrus  Fruits  and  Health,”  recently  published 
by  the  Florida  Citrus  Commission. 

We  will  be  pleased  to  send  a complimentary 
copy  to  any  member  of  the  medical  profession 
who  will  fill  out  and  mail  the  coupon. 


Florida  Citrus  Commission  Dept-35-E 

Lakeland,  Florida 

Gentlemen: 


Please  send  me  your  book,  CITRUS  FRUITS 
AND  HEALTH. 

Name 


Address  

City State. 
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“BUT  WHY . . . 
this  radically 
different  design?’ 

% 
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THAT,  usually,  is  the  first  question  asked  by  those 
who  would  evaluate  a G-E  Maximar  X-Ray 
Therapy  Apparatus. 

And  the  answer,  boiled  down  to  utmost  brevity  is: 
In  this  development,  G-E  engineers  have  success- 
fully applied  the  fundamental  principle  of  complete 
oil-immersion  of  all  high-voltage  parts,  including  the 
x-ray  tube , in  a single  steel  tank  or  tube  head, 
hermetically  sealed  and  grounded.  Thus  is  realized: 

Shockproof  operation  without  resorting  to 
insulated  high-voltage  cables  between 
transformer  and  x-ray  tube. 

A resulting  compactness  that  permits  in- 
stallation in  a small  space. 


the  treatment  area,  with  maximum  patient 
comfort. 

A refined,  yet  simplified  system  of  control 
of  all  energy  factors  — complicated  adjust- 
ments and  gadgets  being  conspicuously 
absent. 

These  are  some  of  the  reasons  why  the  G-E 
Maximar,  since  its  introduction  five  years  ago, 
has  been  the  choice  of  hundreds  of  radiologists 
and  institutions  the  world  over,  as  best  fulfilling 
the  requirements  for  a distinctly  modern  and  highly 
efficient  therapy  service.  And  attesting  to  their 
good  judgement  are  the  fine  records  of  perform- 
ance established  by  these  Maximars,  with  rela- 
tively low  costs  of  operation  and  maintenance. 


Consistent  performance  in  any  climate,  be- 
cause isolation  of  all  high-voltage  parts  by 
complete  oil-immersion  insures  operation 
free  from  the  effects  of  differences  in  alti- 
tude and  extreme  variations  in  humidity. 

An  unusual  flexibility  that  facilitates  ac- 
curate positioning  of  the  tube  head  to 


Our  layout  engineers  can  render  a helpful  service 
toward  your  plans  for  x-ray  therapy. 

Write  Department  C14. 


GENERAL  @ ELECTRIC 
X-RAY  CORPORATION 


2012  JACKSON  BLVD. 


CHICAGO,  ILL.,  U.  S.  A. 
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Petrolagar 

^neJ/vi  ediaJUi^A  fiaJiit  time 


• The  establishment  of  Habit  Time  for  bowel  movement 
may  be  aided  by  the  use  of  Petrolagar  Plain. 

As  part  of  a complete  program  for  treatment  of  constipa- 
tion, Petrolagar  contributes  to  the  restoration  of  normal 
bowel  movement  by  softening  fecal  mass. 

Petrolagar  induces  comfortable  evacuation  which  tends  to 
encourage  the  development  of  a regular  "HABIT  TIME." 


* Petrolagar — The  trademark  of  Petrolagar  Laboratories , InC., 
brand  emulsion  of  mineral  oil  . . . Liquid  petrolatum  65  cc . 
emulsified  with  0.4  gm.  agar  in  menstruum  to  make  100  cc. 


Petrolagar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinoiij 
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Editorial 

Care  of  the  Sick 


The  work  of  Dr.  Wilson  G.  Smillie1  in 
his  survey  to  secure  the  extensive  coopera- 
tion of  all  those  sufficiently  concerned 
with  medical  matters  to  have  specific 
information  about  them  is  an  example  of 
the  newer  and  much  more  valuable  kind 
of  inquiry  which  we  dare  to  hope  will  be 
extensively  plagiarized  in  the  future. 
Conspicuously  lacking,  apparently,  in 
Monroe  County  is  the  dabbler  complex 
so  frequently  observed  among  the  welfare 
weevils,  and  the  compulsion-diaeresis 
which  seems  to  have  liquefied  the  legisla- 
tive cortex  where  medical  matters  are 
concerned.  The  monrovians  believe  with 
Montaigne  in  speaking  the  truth,  not  so 
much  perhaps  as  they  would,  but  as  much 
as  they  dare;  and  they  dare  a little  the 
more  as  they  grow  older,  as  Dr.  Smillie’s 
survey  witnesses. 

The  factual  data  gathered  in  this  re- 
port in  1930,  1935,  and  1940  show  that 
the  existing  facilities  for  the  care  of  the 
sick  exhibited  certain  definite  trends: 

A.  Increase  in  hospitalization  cost 
due  to  increased  demands  for  hospital 
bed  care. 

B.  Increased  cost  of  hospitalization 
because  of  better  and  more  extensive 
service. 

C.  Change  in  type  of  care  as  the  re- 
sult of  an  increasing  demand  for 
hospitalization  of  chronic  disease. 
This  is  the  result  of  the  gradual 


aging  of  the  population  in  general. 

D.  A large  increase  in  hospital  in- 
surance. 

These  are  the  facts  in  Monroe  County. 
“The  physician,”  says  the  Monroe 
County  Medical  Society  in  judging  the 
adequacy  of  existing  facilities  there,  “is 
the  keystone  of  medical  care;  he  is  medi- 
cal care,  and  the  hospital  facilities  are  the 
tools  with  which  he  must  do  his  work. 
Who,  then,  should  know  better  than  the 
physician  whether  or  not  his  tools  are 
adequate?  Who  is  a better  judge  of  the 
defects  of  the  equipment  with  which  he 
must  accomplish  his  tasks?” 

Probably  even  the  public  which  en- 
joys the  adequacy  of  the  existing  facilities 
can  answer  that.  As  part  of  the  survey  an 
analysis  of  public  opinion  conducted  by  an 
expert  in  this  kind  of  survey  showed  that 
the  inadequacies  which  the  public  be- 
lieved to  exist  agreed  closely  with  the 
opinion  of  the  physicians.  These  were: 
necessity  for  more  low  cost  hospital  beds 
for  care  of  acute  illness  of  private  pa- 
tients; better  provision  for  psychiatric 
care  in  general  hospitals  and  additional 
outpatient  facilities  in  psychiatry;  more 
beds  for  the  chronically  sick,  especially 
for  the  arthritis  and  cardiac  cases;  and 
more  facilities  for  the  care  of  convales- 
cents and  also  for  mental  and  dental 
care. 

In  the  survey  this  question  was  asked: 
“Has  your  family  ever  had  any  kind  of 
difficulty  in  securing  it  when  they  needed 
medical,  hospital  or  nursing  care?” 


1 Smillie,  Wilson  G.:  A Survey  of  the  Facilities  for  the 

Care  of  the  Sick  of  Rochester,  N.  Y.,  conducted  for  the 
Community  Chest,  Inc.,  Jan.,  1941. 
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Ninety-two  per  cent  replied  they  did 
not  know  of  any  family  in  Rochester  that 
needed  such  care  and  was  unable  to  get 
it.  Thus  do  the  monrovians  strike  a 


powerful  blow  for  truth  and  sanity  in  the 
matter  of  existing  and  needed  facilities 
for  the  care  of  the  sick.  Albany  papers 
please  copy. 


Medicine  and  Military  Needs 


“Out  of  the  selective  service  program, 
in  itself  a necessary  and  commendable 
means  of  national  defense,  has  arisen  a 
situation  which  imperils  the  health  of  the 
American  people  and  the  preparedness 
program  as  well,”  says  Mr.  J.  O.  Kelley, 
executive  secretary  of  the  Medical  So- 
ciety of  Milwaukee  County.1  “The  pres- 
ent defense  crisis  threatens  to  precipitate 
a wholesale  conscription  of  medical  stu- 
dents and  interns  for  military  training. 
Medicine  is  genuinely  alarmed  lest  the 
medical  resources  of  the  nation  be  de- 
pleted to  such  an  extent  that  both  civilian 
and  military  populations  will  suffer.  . . . 
approximately  3,500  of  the  5,200  phy- 
sicians graduated  each  year  will  qualify 
physically  and  will  be  needed  to  enter  the 
services  of  the  Army,  Navy,  and  Public 
Health  Service  for  a year’s  training.” 

The  Journal  of  the  American  Medical 
Association  in  a leading  editorial  says: 

“At  present,  probably  more  than  ever  pre- 
viously, a need  for  clear  thinking  on  the  subject 
of  the  supply  of  interns  in  relation  to  the  demand 
by  hospitals  for  their  services  is  desirable.  Some 
hospitals  have  been  unable  to  secure  any  interns 
and  others  have  not  secured  their  usual  number. 
The  demand  exceeds  the  supply.  The  size  of 
senior  classes  in  approved  medical  schools  has 
remained  almost  constant  since  1934,  while  the 
number  of  appointments  available  each  year  in 
approved  hospitals  has  steadily  increased.  Al- 
though statistics  are  not  yet  available,  the 
number  of  graduates  of  European  schools  seeking 
internships  in  this  country  has  diminished  greatly 
within  the  past  year.  While  the  number  of  in- 
terns recruited  from  this  source  has  never  been 
large,  the  recent  decrease  has  served  to  accen- 
tuate the  disproportion  between  supply  and  de- 
mand. 

“The  approved  medical  schools  with  their 
present  facilities  cannot  increase  the  size  of 
their  classes  without  sacrificing  accepted  educa- 
tional standards.  Furthermore,  the  function  of 
medical  schools  is  to  educate  physicians  to  sup- 
ply the  medical  needs  of  the  country,  not  merely 
to  develop  young  physicians  to  meet  the  demand 
of  hospitals  for  low  cost  house  staff  personnel. 


Until  approved  medical  schools  are  able  to  train 
more  students  (assuming  that  more  applicants 
could  qualify  for  admission)  the  supply  of  pros- 
pective interns  will  not  increase. 

“Even  the  present  flow  of  graduates  from  ap- 
proved schools  into  internships  may  be  reduced 
by  the  selective  service  act.  The  crucial  needs 
of  the  preparation  for  national  defense,  especially 
the  necessity  of  expanding  the  Army  and  Navy 
Medical  Corps,  will  no  doubt  reduce  still  further 
the  number  of  graduates  available  for  hospital 
service  beyond  the  first  year  of  intern  training. 
This  will  affect  hospitals  which  have  internships 
more  than  one  year  in  length  as  well  as  those 
which  have  extended  training  services  in  the 
form  of  residencies.”2 

The  drainage  of  competent  intern  ma- 
terial is  already  beginning  to  affect  seri- 
ously the  staff  organization  of  many  of 
the  smaller  hospitals.  In  addition,  the 
call  to  active  service  of  many  reserve 
officers  presently  serving  in  key  positions 
on  the  medical  and  surgical  staffs  of 
many  hospitals,  small  and  large,  presents 
another  threat  to  the  proper  organization 
of  the  medical  administration  of  civilian 
hospitals. 

The  attitude  of  the  Selective  Service 
Administration  toward  any  change  in  the 
basic  law  was  voiced  before  the  State 
Military  Affairs  Committee  recently  by 
Brig.  Gen.  Lewis  B.  Hershey,  deputy 
director.  He  spoke  in  opposition  to  an 
amendment  offered  by  Senator  Murray 
of  Montana  to  provide  for  deferment  of 
medical  students,  interns  and  resident 
physicians  and  surgeons  in  hospitals 
until  they  shall  have  completed  their 
studies.  He  advised  that  it  would  be  the 
wiser  course  to  permit  local  boards  to 
make  a final  decision.  Senator  Murray 
in  reply  is  reported  to  have  said  that 
many  students  and  interns  were  so  un- 
certain over  the  outlook  that  they  were 
volunteering. 

Major  William  J.  Walsh,  executive 
assistant  director  of  the  Selective  Service 


1 Milwaukee  Medical  Times:  14,  No.  3 (March)  1941. 


2 J.A.M.A.:  116,  No.  11  (March  15)  1941. 
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for  New  York  City,  said  at  Columbia 
University,  March  18,  1941,  that  the 
Selective  Service  Act  stipulates  that  col- 
lege and  university  students  may  request 
deferment  until  the  end  of  the  academic 
year,  or  July  1,  1941,  whichever  is  first. 
Senior  law"  and  medical  students  may,  he 
said,  obtain  further  deferment  enabling- 
men  to  take  state  bar  or  medical  examina- 
tions before  their  induction  for  a year’s 
military  training. 

In  the  interest  of  health  and  defense, 
medicine  is  calling  upon  local  draft 
boards  for  a clear  and  just  interpretation 
of  the  rules  of  the  Selective  Service  Act 
relating  to  medical  students.  The  re- 


sponsibility is  definitely  assigned  the 
local  boards  under  Section  XVIII,  Vol. 
Ill,  of  Selective  Service  Regulations.  It 
should  be  the  business  of  organized  medi- 
cine to  see  to  it  in  every  wray  possible  that 
local  draft  boards  are  informed  of  the 
seriousness  of  the  medical  student  prob- 
lem, the  status  of  the  intern  and  resident 
in  the  local  hospital  structure,  and  the 
importance  of  their  roles  in  preserving  a 
reasonable  balance  in  the  medical  insti- 
tutions of  their  communities.  If  local 
boards  are  to  exercise  reasonable  judg- 
ment, they  must  be  in  possession  of 
the  facts  upon  which  to  make  their  de- 
cisions. 


Attention,  Parents! 


Recently,  the  Municipal  Civil  Service 
Commission  published  a comprehensive 
study  of  the  correlation  of  brains  and 
brawm.  In  a group  of  7,500  men  those 
w"ho  rated  lowest,  physically,  had  vir- 
tually the  same  mental  ability  as  those 
whose  physical  strength  was  rated  “very 
superior.,,  The  study  was  based  on  the 
physical  performance  of  four  separate 
groups,  of  100  men  each,  of  the  Depart- 
ment of  Sanitation.  These  groups  were 
so  spaced  that  they  covered  the  entire 
range  of  successful  candidates.  Group 
A contained  the  top  men ; Group  B 
ranked  near  the  3,000  mark;  Group  C 
rated  around  5,000;  and  Group  D com- 
prised the  residuum  at  the  bottom  of  the 
7,500-man  list. 


Group  Physical  Mental 

Percentage  Percentage 

A 98  90 

B 91  89 

C 88  90 

D 85  89 


“It  is  altogether  possible,”  the  study 
says,  “to  have  both  brains  and  brawn. 
They  are  not  mutually  exclusive  compe- 
tency categories  ....  for  brains  are  as 


likely  to  accompany  a highly  developed 
physique  as  wTeak  and  flabby  muscles.’ * 
The  tests  not  only  required  a wMtten  ex- 
amination necessitating  more  than  aver- 
age intelligence  to  pass,  but  included  as 
well  the  most  rigorous  test  of  physical 
strength. 

Here  is  certainly  factual  evidence  of  a 
highly  inconclusive  nature  from  an  un- 
questionably reliable  source.  It  seems  to 
indicate  that  if  you  have  brains  you  can 
thumb  your  nose  at  the  physical  educa- 
tors and  let  it  go  at  that  for  your  daily 
dozen.  But  it  does  not  say  that  if  you 
haven’t  brains  you  can’t  still  be  a Sandow 
if  you  start  early  enough.  On  the  other 
hand,  if  you  have  brains  you  do  not  ap- 
parently interfere  with  their  function  if 
you  fly  a kite  or  jump  over  fences  or  run 
120  yards  with  a fifty-pound  dumbbell  in 
each  hand  or  dance  the  slip  horn  jive 
with  a 150-pound  dumbbell  in  one  arm, 
or  whatever. 

The  principal  thing,  as  we  see  it,  is  to 
have  the  brains;  granted  those,  you  can 
be  as  flabby  as  an  editorial  writer  or  as 
physically  powerful  as  a successful  De- 
partment of  Sanitation  candidate  and 
you  will  shine  like  a fight,  even  “as  a good 
deed  in  a naughty  world.” 
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Buffalo  Beckons 


Gateway  to  Canada — hydroelectric  power 
capital  of  the  world — leader  of  diversified  in- 
dustry— city  of  homes  and  beautiful  trees — 
threshold  of  Niagara  Falls — flour  milling 
king — aircraft  manufacturing  center — conven- 
tion city  of  the  future — that’s  Buffalo,  scene  of 
the  135th  annual  convention  of  the  Medical 
Society  of  the  State  of  New  York,  April  28  to 
May  1. 

More  than  2,000  delegates  from  all  sections 
of  this  great  Empire  State  are  expected  to  pour 
into  the  Queen  City  of  the  Lakes  at  conven- 
tion time,  when  the  glories  of  spring  will  begin 
to  spread  themselves  over  the  Niagara  Fron- 
tier in  a glorious  welcome. 

Buffalo  promises  you  a never-to-be-forgot- 
ten visit.  Not  too  large,  not  too  small,  this 
city  of  good  neighbors  will  give  you  more  than 
mere  convention  sessions  in  a hotel.  It  will 
provide  entertainment,  recreation,  and  sight- 
seeing possibilities  unequaled  in  the  East. 

The  Queen  City  of  the  Lakes  is  getting  her- 
self all  dressed  up  for  the  Medical  Society  con- 
clave. Of  course,  one  of  the  big  drawing 
cards  in  the  Niagara  Frontier  is  that  wonder 
of  the  world  which  never  seems  to  lose  its 
appeal — Niagara  Falls.  The  roaring  cataract 
still  hammers  out  its  mighty  thunder  on  the 
jagged  rocks  hundreds  of  feet  below  as  thou- 
sands of  travelers  from  every  corner  of  the 
globe  look  on  in  wonderment. 

Those  historic  spots  around  the  Falls  on 
which  have  trod  the  feet  of  royalty  from  many 
lands  are  more  beautiful  than  ever.  Victoria 
Park — Goat  Island — Honeymoon  Lane — Cave 
of  the  Winds — the  Rapids — all  are  within  easy 
reach  of  convention  delegates. 

But  you  delegates  won’t  have  to  hike  down 
to  Niagara  Falls  for  beauty  and  attractions. 
Right  in  Buffalo,  conventioners  will  find  urban 
splendor  at  its  peak.  From  hotel  windows 
high  above  the  street,  delegates  will  be  able  to 
see  Lake  Erie,  where  it  pours  its  waters  into  the 
mouth  of  mighty  Niagara,  and  Canada  just 
across  the  river. 

Turning  in  another  direction,  one  can  see 
Downtown  Buffalo  in  all  its  twentieth  century 
progress.  Skyscrapers  reach  to  the  heavens 
and  rings  of  smoke  curl  from  their  lofty  stacks. 
Down  in  the  streets  below,  thousands  of  work- 
a-day  folks  go  their  respective  ways. 

And  yet,  turning  only  a trifle  from  this  bus- 
tling scene  of  activity,  the  convention  delegate 
can  look  northward  along  Delaware  Avenue 
into  one  of  the  finest  residential  sections  in  the 


country,  just  a few  blocks  away  from  the  heart 
of  the  business  area. 

For  those  with  an  interest  in  industry  and 
commerce,  Buffalo’s  attractions  are  legion. 
There  are  the  giant  flour  mills,  largest  in  the 
world;  miles  of  great  steel  plants  that  pour 
molten  metal  day  and  night  to  help  build 
Uncle  Sam’s  defenses;  and  great,  sprawling 
aircraft  factories  where  “wings  of  death”  are 
produced  in  an  unending  stream. 

Buffalo  is  the  second  largest  railroad  center 
in  the  country  and  great  lines  of  laden  cars 
move  through  the  Niagara  Frontier  in  a never- 
ending  stream.  Lake  freighters  make  their 
way  in  and  out  of  Buffalo  harbor  almost  with- 
out interruption. 

Buffalo’s  hotels,  restaurants,  smart  shops, 
night  clubs,  theaters,  and  other  places  of  enter- 
tainment are  among  the  finest,  and  delegates 
are  assured  facilities  for  fun  day  and  night. 

Now  that  you  have  this  mental  picture  of 
the  1941  convention  city,  it  might  be  well  to 
furnish  delegates  with  some  idea  of  the  impor- 
tance of  Buffalo  as  a medical  center.  Far  and 
wide  this  city  is  known  for  its  many  large  and 
modern  hospitals,  spotted  throughout  the 
metropolitan  area,  serving  thousands  upon 
thousands  of  suffering  humanity. 

To  describe  adequately  the  features  and  ac- 
tivities of  these  numerous  institutions  would 
fill  many  volumes.  But  to  furnish  conven- 
tion delegates  with  a thumb-nail  sketch  of 
these  hospitals,  some  abbreviated  data  are 
here  presented. 

One  of  the  largest  hospitals  in  this  area  is  the 
Buffalo  General,  located  at  100  High  Street. 
Delegates  will  find  numerous  attractions  at 
this  institution,  including  the  blood  bank,  tb~ 
blood  plasma  bank,  shock  room,  oxygen  ther- 
apy department,  windowless  air-conditioned 
surgeries,  new  urologic  department,  x-ray  de- 
partment, library,  lunch  room,  and  the  new 
tumor  clinic. 

Buffalo  General  also  is  using  the  A & B fac- 
tor with  type  O blood.  This  is  a new  discov- 
ery by  the  hospital’s  chemist  and  bacteriolo- 
gist in  which  physicians  should  be  extremely 
interested.  It  permits  the  hospital  to  use  type 
O blood  for  transfusion  of  any  patient  with  ab- 
solutely no  reaction.  Dr.  Fraser  D.  Mooney 
is  superintendent  of  this  institution. 

One  of  the  finest  municipal  hospitals  in  the 
country  is  Buffalo’s  city  hospital,  known  as  tlK 
Edward  J.  Meyer  Memorial  Hospital,  4' 
[See  page  890  for  rates.] 
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Grider  Street.  It  serves  thousands  of  indi- 
gents in  the  Buffalo  area.  During  the  past 
year,  Meyer  Memorial  Hospital  treated  11,243 
patients  with  a total  of  316,987  patient  days. 

Its  extensive  diagnostic  and  treatment  clin- 
ics, including  branch  dispensaries,  had  total 
visits  of  145,596  during  the  past  year.  Its  vast 
dental  clinics  recorded  a total  of  39,198  visits. 

Operated  as  an  adjunct  to  the  city  hospital 
is  the  Crippled  Children’s  School,  which  is 
financed  by  the  city  and  is  located  on  the  hos- 
pital grounds.  Hundreds  of  Buffalo’s  crippled 
children  receive  their  grade-school  education 
here.  Dr.  Walter  S.  Goodale  is  superintend- 
ent of  Edward  J.  Meyer  Memorial  Hospital. 

Another  important  link  in  the  chain  of  Buf- 
falo hospitals  is  Emergency  Hospital,  108  Pine 
Street,  operated  by  the  Sisters  of  Charity. 
This  institution  has  a capacity  of  170  beds. 
During  1940  it  admitted  4,260  patients.  First 
aid  is  an  important  service  of  this  institution, 
and,  because  of  its  downtown  location,  it  re- 
ceives a large  percentage  of  accident  victims. 

In  1940,  Emergency  Hospital  rendered  first 
aid  to  7,644  patients.  Visits  to  the  outpatient 
department  totaled  17,401.  Two  ambulances 
with  attending  medical  service  are  operated 
day  and  night.  This  institution  boasts  the  lat- 
est modern  equipment  and  puts  special  empha- 
sis on  quick  and  efficient  service  for  all  medi- 
cal and  surgical  emergencies. 

Another  large  and  important  Buffalo  hospi- 
tal is  Millard  Fillmore,  875  Lafayette  Avenue. 
Scrutiny  of  the  annual  report  of  this  institu- 
tion shows  that  7,756  patients  were  admitted 
during  the  past  year.  Births  totaled  1,866. 
Millard  Fillmore  has  earned  a wide  reputation 
for  its  childbirth  work. 

Highest  census  of  Millard  Fillmore  during 
1940  was  302,  with  an  average  daily  census  of 
265.  A total  of  4,921  operations  was  per- 
formed at  the  institution,  and  its  ambulances 
made  1,017  calls.  Laboratory  examinations 
reached  the  impressive  figure  of  86,683.  The 
active  outpatient  department  reported  a total 
of  16,721  visits.  Harold  A.  Grimm  is  super- 
intendent of  Millard  Fillmore  Hospital. 

Doing  a splendid  job  on  Buffalo’s  West  Side 
is  the  Columbus  Hospital,  of  which  Dr. 
Charles  R.  Borzilleri,  Sr.,  is  president. 
Founded  in  1908  by  Dr.  Borzilleri,  it  is  a gen- 
eral voluntary  hospital  with  a capacity  of  150 
beds.  It  has  been  approved  by  the  American 
College  of  Surgeons. 

On  October  23, 1939,  a new  three-story  wing 
was  opened.  This  was  the  seventh  major 
addition  to  the  hospital.  This  wing  contains 
enlarged  outpatient  quarters  in  the  basement, 


a surgical  suite  on  the  ground  floor,  and  private 
rooms  and  semiprivate  rooms  on  the  second 
and  third  floors.  During  the  past  year  2,461 
j<atients  were  hospitalized,  and  12,087  visits 
were  recorded  in  the  outpatient  department. 

Another  Buffalo  hospital  doing  surgical, 
medical,  and  obstetric  work  is  the  Lafayette 
General  Hospital,  113  Lafayette  Avenue,  of 
which  Dr.  D.  C.  O’Connor  is  president. 

Lafayette  General  was  incorporated  in  1910. 
It  has  sixty-four  adult  beds  and  seventeen 
basinets.  It  renders  a distinct  service  to  resi- 
dents of  the  North  Buffalo  section. 

One  of  the  city’s  best  known  Catholic  insti- 
tutions is  the  Buffalo  Hospital  of  the  Sisters  of 
Charity,  1855  Main  Street.  Founded  by 
three  Sisters  of  Charity  in  1848,  it  was  the  first 
hospital  in  Buffalo,  the  first  to  institute  an 
emergency  hospital,  and  the  first  to  organize 
a training  school  for  nurses. 

From  time  to  time  the  capacity  of  the  hos- 
pital has  been  increased.  For  the  last  forty 
years  it  has  had  a capacity  of  200  beds.  Dur- 
ing the  past  year  it  admitted  4,960  patients. 
This  institution  boasts  excellent  facilities. 
X-ray  equipment  is  new,  operating  rooms  are 
equipped  to  meet  the  needs  of  every  specialty 
in  surgery,  and  the  laboratory  is  under  the 
direction  of  a well-known  pathologist.  Sister 
Hortense  is  superintendent. 

In  the  heart  of  the  Humboldt  area  in  Buffalo 
is  located  the  Deaconess  Hospital,  563  Riley 
Street.  Incorporated  in  1896,  it  is  a general 
hospital  with  a bed  capacity  of  190  for  adults 
and  children  and  thirty-five  basinets.  During 
1940,  admissions  totaled  6,417;  operations, 
4,163;  deliveries,  1,045;  autopsies,  117; 
laboratory  examinations,  38,491;  and  x-ray 
examinations,  3,581. 

The  hospital  employs  six  interns  yearly  on  a 
rotating  basis.  It  also  has  a one-year  resi- 
dency in  surgery.  The  hospital  also  conducts 
a school  of  nursing,  average  membership  of 
which  is  150  students.  Membership  in  the 
Erie  County  Medical  Society  is  required  for 
admission  to  the  staff.  Henry  T.  Brandt  is 
managing  director. 

Serving  the  people  of  South  Buffalo  is  one  of 
the  city’s  most  modern  hospital  buildings, 
Mercy  Hospital,  565  Abbott  Road.  Annual 
census  figures,  averaged  over  a period  of 
years,  are:  inpatients,  5,334;  outpatients, 
6,216;  operations,  2,521;  and  births,  1,051. 

Among  attractions  for  convention  delegates 
will  be  a clinic  covering  a selected  list  of  non- 
malignant  cases  being  treated  by  the  deep 
therapy  department.  The  medical  depart- 
ment will  present  a survey  of  the  treatment  of 
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pneumonia  for  the  last  thirteen  years,  showing 
an  average  mortality  of  39  per  cent  from  1928 
to  1938,  inclusive,  and  an  average  mortality 
rate  of  9 per  cent  for  1939  and  1940. 

Mercy  Hospital  also  will  give  a demonstra- 
tion on  the  technic  of  the  maternity  depart- 
ment in  its  care  of  the  newborn.  The  blood 
bank  in  operation  also  will  be  demonstrated. 
Taxi  service  to  and  from  Mercy  Hospital  will 
be  provided  for  convention  delegates  who  wish 
to  attend.  Sister  Mary  Gerard  is  superintend- 
ent. 

Of  tremendous  interest  to  delegates  should 
be  the  State  Institute  for  the  Study  of  Malig- 
nant Diseases,  663  North  Oak  Street.  Organ- 
ized in  1898,  the  institute  is  the  oldest  labora- 
tory and  hospital  for  research  in  cancer  in  the 
country.  It  has  a 100-bed  capacity  and  is 
equipped  with  the  most  modern  facilities  for 
the  irradiation  treatment  of  cancer,  together 
with  a modern  radiographic  department  and  a 
large  outpatient  department. 

The  institute  renders  free  pathologic  diag- 
nosis to  any  physician  in  New  York  State  and 
a free  diagnostic  clinical  service  to  assist  fam- 
ily physicians  and  patients  in  arriving  at  a 
diagnosis  of  cancer.  Dr.  Burton  T.  Simpson 
is  director. 

The  United  States  Marine  Hospital,  2183 
Main  Street,  is  a field  unit  of  the  United  States 
Public  Health  Service  for  the  Government 
medical  care  of  its  beneficiaries.  In  operation 
since  1909,  it  has  a capacity  of  seventy-five 
beds. 


The  beneficiaries  treated  here  are  American 
and  foreign  seamen,  officers  and  enlisted  men 
of  the  Coast  Guard,  officers  and  enlisted  men 
of  the  U.  S.  Army,  U.  S.  Navy,  U.  S.  Marine 
Corps,  and  other  federal  employees.  During 
the  past  year,  some  5,000  outpatients  received 
treatment,  in  addition  to  the  inpatients. 
M.  S.  Lombard,  medical  director  of  the  United 
States  Public  Health  Service,  is  the  medical 
officer  in  charge. 

One  of  the  leading  institutions  in  the  coun- 
try for  the  treatment  of  children  is  the  Chil- 
dren's Hospital,  219  Bryant  Street.  It  has  ex- 
tensive facilities  for  the  treatment  of  all  kinds 
of  diseases  and  is  equipped  with  some  of  the 
most  modern  facilities  in  the  Buffalo  area. 

A small  but  highly  regarded  North  Buffalo 
institution  is  the  Central  Park  Hospital,  2787 
Main  Street,  which  specializes  in  unusual  cases 
and  which  has  built  up  an  enviable  reputation 
in  recent  years. 

Serving  the  great  steel  city  of  Lackawanna, 
south  of  Buffalo,  is  Our  Lady  of  Victory  Hos- 
pital, a portion  of  Father  Baker's  Lady  of 
Victory  Institution,  800  Ridge  Road,  Lacka- 
wanna. A large  institution,  this  hospital 
offers  a wide  variety  of  services. 

With  this  vast  array  of  institutions  at  the 
disposal  of  delegates,  opportunities  for  inter- 
esting visits  appear  almost  unlimited.  All 
Buffalo  area  hospitals  will  have  the  welcome 
sign  out  for  association  members  and  this 
should  prove  to  be  an  excellent  opportunity  for 
gathering  new  ideas  in  upstate  institutions. 

C.  E.  W 


Correspondence 


The  International  Grenfell  Association 
Sir  Wilfred  Grenfell,  K.  C.  M.  G.,  M.D.,  Founder 
156  Fifth  Avenue,  New  York  City 


Telephone:  CHelsea  3-1646 


To  the  Editor : 

We  shall  have  an  opening  at  the  main  hospital 
station  of  the  International  Grenfell  Association 
at  St.  Anthony,  Newfoundland,  for  a house 
officer  on  a twelve  or  fifteen  months’  contract 
commencing  July  1,  next. 

This  is  an  exceptionally  interesting  appoint- 
ment with  opportunity  for  varied  surgical  and 
medical  experience  in  a modern  eighty-bed 
hospital,  with  T.B.  and  convalescent  annexes, 
in  unusual  surroundings.  Applicants  must  be 


unmarried,  graduate  of  approved  medical  school 
with  two  years’  internship  in  a recognized  hos- 
pital. 

If  you  should  know  of  anyone  suitable,  who 
would  be  interested  in  this  appointment,  I 
should  appreciate  it  very  much  if  you  would 
ask  them  to  send  an  application  to  this  office. 

Yours  sincerely, 

Kathleen  Young 
Staff  Selection  Committee 

April  1,  1941 


RENAL  FUNCTION  TESTS 

Donald  D.  Van  Slyke,  Ph.D.,  New  York  City 


THE  modern  theory  of  renal  function 
reached  from  work  in  the  laboratories  of 
Richards,  Marshall,  Smith,  Shannon,  and 
others18,20  is  that  as  the  blood  courses  through 
the  glomerular  capillaries  a part  of  the  plasma 
water  is  filtered  out  into  the  capsular  spaces 
of  the  glomeruli.  This  fraction  appears  to 
be  usually  about  20  per  cent  of  the  total 
plasma  water.  With  this  water  are  filtered  all 
the  sugar,  salt,  urea,  uric  acid,  creatinine, 
and  other  noncolloidal  substances  dissolved 
in  the  water  as  it  circulates  in  the  plasma. 
The  rate  of  glomerular  filtrate  formation  in 
man  appears  to  be  at  the  rate  of  about  6 L. 
per  hour,  or  150  L.  per  twenty-four  hours. 

Renal  Physiology  on  Which  Function 
Tests  Are  Based 

The  filtrate  is  formed  by  mechanical  filtra- 
tion. All  the  dissolved  substances  of  the 
plasma  are  in  it,  not  only  those  such  as  urea 
and  uric  acid,  which  are  waste  products  to 
be  gotten  rid  of,  but  also  the  glucose  and  bi- 
carbonate, which  are  needed  in  the  body. 
Other  substances  such  as  the  water  and  salt 
of  the  filtrate  are  filtered  in  much  greater 
amounts  than  the  body  can  afford  to  lose. 
To  let  the  waste  products  pass  into  the  urine 
and  at  the  same  time  to  save  the  blood  sub- 
stances that  are  needed  in  the  body,  the  cells 
lining  the  tubules  exert  a highly  selective 
action  in  reabsorbing  the  needed  substances 
and  letting  pass  into  the  urine  the  waste 
products  and  such  amounts  of  sodium  chlo- 
ride, water,  and  other  partially  needed  ma- 
terials as  are  required  to  maintain  normal 
volume  and  composition  of  the  body  fluids. 

Besides  their  power  of  selective  reabsorp- 
tion the  tubules  have  a reserve  function  of 
excretion;  the  tubular  cells  can  pick  foreign 
substances,  such  as  injected  dyes,  from  the 
blood  and  extrude  them  into  the  tubular 
lumina,  whence  they  pass  into  the  urine. 
This  function  appears  to  have  no  important 
part  in  man  in  the  excretion  of  naturally 
occurring  urinary  substances;  it  is  a reserve 
power  used  to  handle  foreign  substances  that 
cannot  be  excreted  by  means  of  glomerular 
filtration.  Tubular  excretion  is  the  process  by 

Read  by  invitation  at  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  May  9,  1940. 

From  the  Hospital  of  the  Rockefeller  Institute  for 
Medical  Research,  New  York  City. 


which  injected  phenolsulfonphthalein  is  ex- 
creted.12 

As  the  result  of  comparing  various  tests 
of  renal  function  in  the  nephritic  clinic 
of  the  Rockefeller  Hospital  we  have  reduced 
our  routine  tests  to  two — (1)  the  urea  clear- 
ance as  an  indicator  of  changes  in  glomerular- 
excretion,  and  (2)  the  urine  specific  gravity 
test  as  a measure  of  tubular  reabsorbing 
power.  Many  other  tests  are  in  the  litera- 
ture and  can  yield  results  of  value.  T’ 
above  two,  however,  yield  all  the  informatio 
that  is  usually  necessary  for  diagnostic  pur- 
poses, they  are  simple  to  carry  out,  and  the 
technic  is  based  on  methods  that  do  not 
easily  go  wrong.  The  creatinine  clearance 
gives  results  quite  similar  to  those  of  the  urea 
clearance,  but  it  is  less  practical  because  the 
methods  for  determination  of  the  true  cre- 
atinine content  of  the  blood  are  difficult — 
part  of  the  substance  determined  in  older 
blood  creatinine  analyses  has  been  shown  by 
Dubos  and  Miller  not  to  be  creatinine  at  all 
but  other  materials  that  give  the  creatinine 
color  test.  To  obviate  the  error  from  these 
substances  involves  the  use  of  a special  en- 
zymic technic  which  is  not  practical  for  a 
routine  laboratory.  Without  this  elaboration 
of  technic,  creatinine  clearances  are  not  of 
even  approximate  accuracy. 

There  are  a number  of  specific  gravity 
tests  in  the  literature.  Most  of  them  depend 
upon  restricting  fluid  intake  for  a certain 
length  of  time;  the  specific  gravity  is  meas- 
ured in  the  urine  passed  during  the  latter 
part  of  the  restricted  period.  It  does  not 
matter  greatly  what  regimen  is  used  for  such 
a test  so  long  as  the  range  of  specific  gravities 
yielded  by  it  in  normal  subjects  is  established 
and  the  deviations  that  accompany  renal 
diseases  of  different  types  of  severity  are 
ascertained.  In  our  clinic  the  concentration 
test  technic  developed  by  Addis1,2  is  used. 
It  consists  of  putting  the  patient  on  a dry 
diet  for  twenty-four  hours,  from  one  morning 
to  the  next,  and  determining  the  specific 
gravity  in  the  urine  passed  during  the  last 
twelve  hours  of  the  twenty-four.  This 
technic  has  the  advantage  that  it  also  yields 
a urine  fit  for  the  sediment  count  of 
Addis. 

For  simplicity,  the  present  discussion  will 
be  limited  to  the  technic  and  results  of  the 
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Number  of  times  to  dilute  the  urine 


Fig.  1.  Chart  indicating  the  number  of  times 
urine  is  to  be  diluted  in  order  to  make  the  urea 
concentration  equal  to  the  blood  urea  concentra- 
tion when  the  urea  clearance  is  normal.  When 
the  urine  is  so  diluted,  the  ratio,  100  U/B  indi- 
cates the  percentage  of  normal  urea  clearance, 
where  U is  the  urea  concentration  of  the  diluted 
urine  and  B is  the  urea  concentration  of  un- 
diluted blood.  From  Van  Slyke  and  Cope.22 


urea  clearance,  the  specific  gravity  test,  and 
the  familiar  phthalein  excretion  test. 

The  Urea  Clearance 

Definition  and  Significance  of  the  Urea 
Clearance  * — The  average  normal  adult,  when 
excreting  urine  in  fairly  abundant  volume, 
excretes  per  minute  the  amount  of  urea  con- 
tained in  75  cc.  of  his  blood.  Excretion  suf- 
fices to  clear  the  urea  from  75  cc.  of  blood  in 
one  minute.  Hence  we  use  the  term  “urea 
clearance”  to  indicate  the  volume  of  blood  that 
one  minute’s  excretion  clears  of  urea. 

The  same  volume  of  blood  is  cleared,  re- 
gardless of  whether  its  urea  content  at  the 
moment  is  high  or  low.  If,  by  feeding  urea, 
the  blood  content  is  greatly  increased,  the 
excretion  rate  increases  proportionately  so 
that  the  amount  of  urea  excreted  per  minute 
remains  equal  to  the  amount  contained  in  75 
cc.  of  blood.  Consequently,  the  clearance 
is  not  affected  by  variations  in  the  rate  at 
which  urea  is  formed;  the  same  clearance 

* An  outline  of  the  physiologic  work  from  which  the 
clearance  evolved  may  be  found  in  the  chapter  on  Urea 
in  Quantitative  Clinical  Chemistry,  vol.  1,  by  Peters  and 
Van  Slyke. 


values  are  obtained  in  the  fasting  subject  as 
after  a protein  meal  has  raised  the  blood 
urea. 

“Clearance”  serves  as  a convenient  term  to 
picture  the  direct  relation  between  blood 
urea  content  and  rate  of  excretion.  A 
clearance  of  75  does  not  indicate  that  75  cc. 
of  blood  flow  through  the  kidneys  per  minute 
with  complete  removal  of  the  urea.  On  the 
contrary,  to  judge  from  experiments  carried 
out  by  Rhoads,  Hiller,  Alving,  and  Van 
Slyke,24  about  ten  times  as  great  a volume  of 
blood  perfuses  the  kidneys,  and  only  one- 
tenth  of  its  urea  is  excreted. 

Calculation  of  the  Urea  Clearance. — The 
clearance  can  be  calculated  from  blood  and 
urine  urea  contents  and  the  rate  of  urine  ex- 
cretion by  formulas,11,14*15-19  but  perhaps  the 
simplest  way  is  to  dilute  the  urine  a certain 
number  of  times,  depending  upon  the  volume 
excreted  per  hour,  and  then  compare  the  urea 
content  of  urine  with  that  of  the  blood.  The 
percentage  of  normal  urea  clearance  is  then 
indicated  simply  as 


Percentage  of  nor- 
mal urea  clearance 


Concentration  of 
urea  in  diluted 

100  urine 

Concentration  of 
urea  in  blood 


Fig.  1 indicates  the  extent  to  which  the  urine 
is  to  be  diluted. 

A simple  colorimetric  urea  clearance  de- 
termination has  been  published22  in  which  no 
absolute  urea  determinations  are  required. 
The  urine  diluted  according  to  Fig.  1 is  simply 
compared  colorimetrically  with  the  blood  in 
the  two  cups  of  a colorimeter,  and  the  per- 
centage of  normal  urea  clearance  is  given  by 
the  colorimeter  reading. 

Occasionally,  a clearance  is  required  on  a 
single  kidney.  To  calculate  its  excretion  in 
percentage  of  the  normal,  the  observed  urine 
volume  obtained  from  the  single  kidney  is 
multiplied  by  2,  and  dilution  by  Fig.  1 is 
made  according  to  the  doubled  volume. 

For  children,  a correction  for  body  size  is 
made  by  multiplying  observed  urine  volume 

1.73 

by  the  factor  7 — , j ~e 

square  meters  body  surface 

The  urine  volume  thus  corrected  is  applied 

to  Fig.  I.11’15 


Technic  of  Collecting  Blood  and  Urine 
for  the  Urea  Clearance 
Preparation  of  Subject. — Except  in  fairly 
advanced  cases  of  nephritis,  it  ordinarily 
makes  no  significant  difference  whether  the 
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subject  lies  down  during  the  test  or  walks 
about.  Van  Slyke,  Alving,  and  Rose21 
found  in  examinations  that  it  made  no  dif- 
ference in  any  patient  who  showed  more  than 
50  per  cent  of  normal  clearance,  but  3 out  of 
12  of  their  nephritic  patients  with  less  than 
50  per  cent  normal  function  showed  lower 
clearances  if  they  were  up  and  about.  It  is 
therefore  desirable  that  nephritic  patients 
who  have  advanced  to  less  than  50  per  cent 
of  normal  clearance  rest  in  a reclining  pos- 
ture during  the  test,  but  in  other  subjects  it 
is  not  essential. 

It  is  desirable  to  promote  a fairly  free  flow 
of  urine  during  the  test  in  order  to  diminish 
the  relative  error  caused  by  retention  of  urine 
in  the  collecting  tubules  and  bladder  at  the 
voidings.  For  this  purpose  we  routinely  give 
two  glasses  of  water,  one  at  the  beginning 
of  the  test  and  another  an  hour  later  after 
the  first  specimen  of  urine  has  been  collected. 
This  is  the  only  special  preparation  of  the 
subject  which  we  routinely  follow.  It  may 
be  omitted  when  for  any  reason  it  is  desirable 
to  do  so. 

Collecting  the  Urine. — It  is  desirable  to 
collect  two  specimens  of  urine,  each  over  a 
measured  period  for  which  about  an  hour  is  a 
satisfactory  time.  A single  specimen  of  blood 
for  analysis  drawn  near  the  middle  of  the  two- 
hour  interval  serves  for  comparison  with  both 
urine  specimens.  In  consequence,  two  clear- 
ances are  measured  with  only  one  drawing  of 
blood. 

To  start  the  first  period,  the  subject,  after 
drinking  his  first  glass  of  water,  empties  his 
bladder  completely  without  saving  the  speci- 
men, and  the  time  is  recorded  or  a stop-watch 
is  started.  At  the  end  of  approximately  an 
hour  the  subject  again  voids  completely,  and 
the  specimen  is  saved  (period  1).  At  the 
moment  when  the  subject  finishes  voiding, 
the  time  is  recorded  as  the  first  period,  and 
the  watch  is  immediately  restarted  for  the 
second  period.  The  subject  then  drinks  his 
second  glass  of  water. 

At  approximately  the  end  of  the  second 
hour  he  again  voids  completely.  The  time 
of  this  period  is  accurately  recorded,  and  the 
specimen  is  saved  (period  2). 

It  is  not  necessary  that  the  duration  of  each 
period  shall  be  an  hour.  It  may  be  longer — up 
to  several  hours — or  it  may  be  shorter  than  an 
hour,  provided  enough  urine  (preferably  over 
50  cc.)  is  voided  to  prevent  undue  error  from 
the  volume  retained.  The  essential  things  are 
that  the  time  be  exactly  recorded  and  that  the 
complete  urine  content  of  the  bladder  be  ob- 


tained. The  person  in  charge  of  the  urine 
collection  should  be  impressed  with  the  fact 
that  there  is  no  need  of  making  the  collection 
periods  exactly  an  hour  each  but  that  it  is 
necessary  to  record  exactly  the  time  at  which 
the  voiding  of  each  specimen  is  finished. 

In  some  patients  it  is  impossible  to  obtain 
urination  at  will.  In  such  cases  one  may  con- 
tinue the  collection  period  for  several  hours 
until  spontaneous  urination  occurs,  provided 
the  time  is  accurately  recorded.  Especially 
in  young  children,  it  is  frequently  necessary 
to  wait  for  spontaneous  urination.  For 
these,  an  automatic  recording  device  described 
by  Farr5  is  a great  advantage. 

Urine  Measurement. — The  urine  from  each 
period  is  measured  within  1 per  cent.  Ac- 
curate graduate  cylinders  of  25,  50,  100,  and 
200  cc.  are  kept  at  hand,  and  the  smallest 
that  will  contain  the  specimen  is  used. 

Collecting  Blood. — At  about  the  end  of  the 
first  hour  of  the  usual  two-hour  test,  a sample 
of  blood  is  drawn  for  analysis.  Ordinarily, 
when  no  urea  has  been  administered,  the 
change  of  blood  urea  content  is  slow  so  that 
a matter  of  a half  hour,  sooner  or  later,  is  not 
important.  We  usually  draw  about  2 cc.  of 
blood,  which  is  sufficient  for  duplicate  urea 
analyses  by  the  manometric  hypobromite 
method15  by  which  an  analysis  can  be  done 
in  four  minutes.  When,  however,  economy  of 
blood  is  desirable,  0.2  cc.  is  taken  from  a 
finger  or  ear  or,  for  small  children,  from  the 
heel  as  described  by  Drucker  and  Cullen,4 
and  the  urea  is  determined  by  microanalysis. 

Normal  Variation  of  the  Clearance. — 
Physiologic  experiments  have  shown  that  in 
normal  animals  the  urea  clearance  varies 
parallel  with  the  renal  blood  flow,  which 
undergoes  spontaneous  changes  from  moment 
to  moment.  Also,  Smith  and  Goldring18  re- 
port evidence  that  varying  constriction  of  the 
efferent  arterioles  of  the  glomeruli  can  vary 
the  percentage  of  plasma  water  filtered  and, 
hence,  the  clearance.  Consequently,  varia- 
tion of  the  clearance  over  a certain  range  is 
an  entirely  normal  phenomenon — is,  in  fact, 
an  evidence  of  normal  functional  elasticity  of 
the  kidneys.  The  usual  range  in  man  is 
approximately  from  75  to  130  per  cent  of 
average  normal.  Occasionally,  a single  clear- 
ance determination  on  a normal  subject  will 
fall  outside  this  range. 

As  a clearance  decreases  in  a nephritic 
case,  the  variability  becomes  less;  e.g.,  when 
the  mean  clearance  is  reduced  to  10  per  cent 
of  average  normal,  the  fluctuations  are  likely 
to  be  limited  to  between  8 and  12. 
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Fig.  2.  Comparison  in  10  nephritic  patients  of  the  range  of  the  values 
of  the  urea  concentration  ratio,  U/B,  with  the  urea  clearance. 


Use  of  Urea  Concentration  Ratio  in  Place 
of  Urea  Clearance . — In  some  cases  it  is  incon- 
venient or  impracticable  to  obtain  urine 
passed  during  definite  time  intervals.  The 
patient  may  not  be  able  to  spend  the  neces- 
sary time  for  the  collection,  or  he  may  have 
bladder  retention  which  makes  complete 
voiding  impossible.  In  such  cases  one  can 
determine  the  ratio  (urea  concentration  in 
urine: urea  concentration  in  blood)  in  place  of 
the  clearance  if  the  urine  is  passed  under 


conditions  that  guarantee  that  the  volume 
will  be  less  than  100  cc.  per  hour.23  If  the 
urine  is  passed  in  the  morning  before  fluids 
have  been  taken,  it  can  usually  be  assumed 
that  this  condition  is  met.  The  concentration 
ratio  in  a normal  subject  will  then  usually  be 
above  50.  In  nephritic  subjects  one  can 
estimate  roughly  the  percentage  of  normal 
urea  clearance  by  multiplying  the  urea  con- 
centration ratio  by  2 (see  Fig.  2). 
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The  Specific  Gravity  Test1*2 

The  patient,  after  breakfast  at  the  begin- 
ning of  a twenty-four-hour  period,  takes  no 
fluids  until  breakfast  the  next  morning. 
During  the  last  twelve  hours  of  the  period  the 
urine  is  collected  separately  and  its  specific 
gravity  is  determined,  the  gravity  of  water 
at  the  same  temperature  being  taken  as  1.000. 
If  much  albumin  is  present,  the  albumin  con- 
tent must,  for  accurate  results,  be  determined 
and  a correction  made  for  its  effect  on  the 
specific  gravity.  The  correction  is  made  as 
shown  by  Lashmet  and  Newburgh,10  by  sub- 
tracting from  the  observed  specific  gravity 
0.003  for  each  per  cent  of  protein  in  the  urine. 
A patient  with  normal  kidneys  will  practically 
always  void,  during  the  last  twelve  hours  of 
the  test  period,  a urine  with  a gravity  over 
1.026. 

The  Phthalein  Excretion  Test 

The  determination  of  the  excretion  rate  of 
phenolsulfonphthalein  after  intravenous  or 
subcutaneous  injection  was  introduced  in 
1912  by  Rowntree  and  Geraghty16  and  was 
the  first  excretory  test  to  gain  general  ap- 
plication. It  has  been  immensely  useful  and 
is  still  much  employed.  In  the  original  form 
in  which  the  amounts  of  dye  excreted  after 
one  and  two  hours  were  measured,  compara- 
tive tests  showed25  that  the  phthalein  ex- 
cretion was  much  less  sensitive  than  the  urea 
clearance.  Some  chronic  cases  with  obvious 
nephritis,  which  showed  by  the  clearance  as 
little  as  one-third  of  normal  excretory  ability, 
still  gave  phthalein  outputs  within  the  normal 
range.  For  this  reason,  as  well  as  for  the  fact 
that  the  phthalein  test  is  complicated  by  quan- 
titative injection  of  a foreign  substance,  the 
test  was  abandoned  in  our  clinic  after  the 
urea  clearance  had  become  established. 

Later,  Shaw17  improved  the  phthalein  test 
by  always  making  the  injections  intravenously 
and  by  collecting  the  urine  in  fifteen-minute 
instead  of  hourly  intervals,  the  subject  being 
given  plenty  of  fluids  before  the  test  in  order 
to  assure  a free  flow  of  urine.  Chapman  and 
Halstead3  found  the  test  as  sensitive  as  the 
urea  clearance.  Freyberg8  has  compared  this 
test  in  a series  of  nephritic  and  normal 
patients  with  the  colorimetric  urea  clearance 
test.  He  found  that  when  the  excretion 
during  the  first  fifteen  minutes  (normally  30 
to  50  per  cent  of  the  injected  dye)  was  used 
the  phthalein  test  fairly  closely  paralleled 
the  urea  clearance.  However,  Freyberg  found 
the  urea  clearance  simpler  to  carry  out  with 
accuracy  and  subject  to  fewer  sources  of  error. 


Fig.  3.  Relation  of  proportion  of  perfusible 
glomeruli  to  urea  clearance  in  nephritic  subjects. 
The  curve  indicates  approximately  the  mean  rela- 
tion found  by  Havman  and  Johnston.9 

As  shown  by  Marshall,12  phthalein  is 
excreted  almost  entirely  by  extrusion  from 
the  tubules  instead  of  by  the  glomerular 
filtration  which  removes  natural  excretory 
products  from  the  blood.  The  fact  that  the 
fifteen-minute  phthalein  test  parallels  the 
urea  clearance  in  most  cases  indicates  that 
when  the  excretory  units  are  damaged  in 
nephritis  the  damage  affects  the  entire  unit. 
However,  in  advanced  nephritis  the  phthalein 
output  is  likely  to  approach  zero25  and  fail 
to  indicate  further  changes  in  renal  condition. 

Interpretation  of  the  Urea  Clearance  in 
Nephritis  in  Terms  of  Glomerular  Damage. — 
Hayman  and  Johnston9  have  counted  the 
perfusible  glomeruli  in  the  kidneys  of  patients 
dying  with  various  degrees  of  impaired  urea 
clearance  and  have  found  that  the  fall  in 
clearance  was  a function  of  the  proportion 
of  glomeruli  destroyed.  It  was  not  a simple 
direct  proportion.  The  destruction  of  50 
per  cent  of  the  glomeruli  did  not  cause  a 50  per 
cent  fall  in  urea  clearance — only  about  20 
per  cent.  Presumably,  the  remaining  half  of 
the  glomeruli  by  increased  activity  compen- 
sated in  part  for  their  decrease  in  number. 
This  conclusion  from  Hayman’s  results  is  in 
accord  with  the  observation  of  Foster.7  His 
nine  patients  who  had  undergone  unilateral 
nephrectomy  and  who  after  recovery  had 
returned  to  normal  life  were  found  to  have 
urea  clearances  within  the  normal  range  for 
subjects  with  both  kidneys  intact.  As  de- 
struction of  glomeruli  proceeds  beyond  the 
50-per-cent  point,  the  urea  clearance  falls  at 
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Fig.  4.  Course  of  a case  of  acute  nephritis 
with  recovery.  The  urea  clearance  began  to 
return  to  normal  within  one  month  after  onset 
and  in  two  months  reached  normal.  The  specific 
gravity  obtained  in  the  Addis  concentration  test 
did  not  improve  at  all  during  this  interval  but 
was  normal  seven  months  later.  From  Alving 
and  Van  Slyke.2 

an  increasingly  rapid  rate.  The  mean  rela- 
tion between  the  number  of  surviving  glomer- 
uli and  the  urea  clearance  found  by  Hayman 
is  shown  by  Fig.  3. 

Besides  glomerular  destruction,  the  urea 
clearance  can  be  diminished  by  shock  and 
other  conditions  that  retard  the  renal  blood 
flow  or  lower  the  blood  pressure  in  the  glomer- 
ular capillaries  and  by  the  back  pressure  of 
partial  obstruction  of  the  urinary  tract. 
These  influences  of  extrarenal  origin  will  be 
discussed  later. 

The  Urea  Clearance  and  Specific  Gravity 
Tests  in  Acute  Nephritis. — In  mild  cases  of 
acute  or  initial  nephritis,  renal  function  may 
not  be  at  all  affected.  In  severe  cases,  on  the 
other  hand,  the  clearance  may  fall  to  a frac- 
tion of  normal  and  the  specific  gravity  to  the 
uremic  range  in  the  neighborhood  of  1.010. 
Such  a case  is  shown  in  Fig.  4.  Decrease  in 
function  in  acute  nephritis  does  not  neces- 
sarily carry  a grave  prognosis.  Such  severe 
cases  may  recover  completely  as  did  the  one 
shown  in  Fig.  4. 

In  comparing  the  clearance  and  the  gravity 
test,  an  interesting  difference  is  often  shown 
in  the  rapidity  with  which  they  return  to 
normal  during  recovery  from  acute  nephritis. 


The  clearance  may  reach  normal  weeks  or 
months  before  the  gravity  even  begins  to  rise. 
This  behavior  is  exemplified  in  Fig.  4.  Three 
months  after  onset  the  urea  clearance  had 
returned  completely  to  normal,  while  the 
gravity  was  still  unchanged  at  1.011.  When 
the  patient  returned  for  examination  seven 
months  later,  both  clearance  and  specific 
gravity  were  normal.  In  Fig.  5 is  shown  the 
case  of  a boy  who  for  five  years  showed  a 


Fig.  5.  Course  of  a case  of  Bright’s  disease 
with  normal  urea  clearance  and  subnormal  urine 
concentration  which  persisted  over  five  years. 
Proteinuria  and  hematuria  confirmed  the  low 
specific  gravity  in  indicating  persistence  of  renal 
pathology.  The  patient  has  since  recovered 
completely,  insofar  as  clinical,  urinary,  and 
functional  findings  can  show.  From  Alving  and 
Van  Slyke.2 

subnormal  specific  gravity  in  the  presence  of  a 
normal  clearance.  Eventually  complete  re- 
covery occurred.  It  appears  that  in  the 
milder  degrees  of  renal  damage  the  specific 
gravity  is  often  more  sensitive  than  the  clearance. 

In  terms  of  renal  physiology,  the  concentrat- 
ing function  of  the. tubules  is  likely  to  show 
damage  when  the  filtering  function  of  the 
glomeruli  does  not.  Often  both  tests  are  af- 
fected alike,  but,  when  only  one  shows  a de- 
crease, it  is  almost  always  the  specific  gravity.  I 
With  regard  to  the  prognosis  of  acute  neph- 
ritis, it  has  been  found25  that  in  cases  where 
the  urea  clearance  has  fallen  a beginning  of  a 
rise  toward  normal  almost  always  occurs 
within  four  months  of  onset  if  recovery  is  to 
follow.  When  four  months  pass  without  a 
rise  in  the  clearance,  the  condition  almost 
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always  becomes  chronic.  We  have  seen  1 
or  2 children  with  acute  nephritis  break  this 
rule  and  recover  after  continuing  more  than 
four  months  with  minimal  clearances,  but 
such  fortunate  cases  are  exceptions. 

Return  of  clearance  to  normal  does  not 
always  demonstrate  complete  recovery  or  even 
escape  from  the  danger  of  a subsequent 
chronic  course  ending  in  uremia.  So  long 
as  low  specific  gravity,  hematuria,  urinary 
casts,  hypertension,  or  any  other  of  the 
abnormalities  that  accompany  nephritis  are 
still  evident,  renal  disease  is  still  present  and 
may  progress  even  though  excretory  function  is 
normal  for  the  time  being.  A normal  renal 
junction  test  does  not  prove  the  absence  of  path- 
ologic lesions  in  the  kidneys.  In  Fig.  6 is 
shown  a case  that,  after  approaching  func- 
tional recovery,  went  into  a chronic  progres- 
sive nephritis  and  died  after  two  years  in 
uremia. 

Urea  Clearance  and  Specific  Gravity  Tests  in 
Chronic  Nephritis. — The  early  stages  of 
chronic  nephritis  may  not  show  much  reduc- 
tion in  the  clearance,  especially  when  the 
case  is  predominantly  of  the  nephrotic  type 
with  insidious  onset.  The  urea  clearance 
may  be  nearly  or  quite  within  normal  range. 
On  the  other  hand,  many  cases,  as  soon  as 
they  can  be  diagnosed  as  chronic,  show 
clearances  down  to  one-half  or  one-third  of 
normal.25  The  prognosis  depends  to  a con- 
siderable part  on  how  rapidly  the  clearance 
continues  to  fall.  A steadily  falling  clearance, 
as  in  the  case  of  Fig.  5,  leads  with  tragic 
sureness  to  uremia.  But  relative  stabiliza- 
tion may  occur  at  any  point  above  20  per  cent 
of  normal,  and  both  renal  function  and  clinical 
condition  may  remain  unchanged  for  periods 
of  a year  or  more. 

By  the  time  the  clearance  has  fallen  to  30 
per  cent  of  normal,  the  specific  gravity  has 
usually  reached  its  bottom  level  in  the  range 
1.008  to  1.012  as  shown  in  Fig.  6.  As  renal 
function  falls  from  this  point  downward, 
one  must  depend  entirely  on  the  clearance  for 
evidence  of  the  changes  because  the  specific 
gravity  can  fall  no  further. 

The  relative  behaviors  of  the  clearance  and 
specific  gravity  tests  may  be  summarized  by 
stating  that,  in  most  cases,  the  specific  gravity 
is  the  more  sensitive  indicator  of  mild  degrees  of 
damage,  while  the  clearance  must  be  relied  upon 
to  indicate  changes  in  the  more  severe  degrees. 

If  the  specific  gravity  shows  a normal  result, 
it  is  usually  unnecessary  to  measure  the  clear- 
ance also.  But  if  the  specific  gravity  is  low, 
a clearance  must  be  done  to  find  whether  it  is 


Fig.  6.  Course  of  a case  of  Bright’s  disease 
with  apparent  move  toward  recovery  in  first 
months,  followed,  however,  by  a steady  progress 
of  renal  destruction  and  death  in  two  years  with 
a urea  clearance  3 per  cent  of  normal.  The  urine 
specific  gravity  in  Addis  concentration  tests 
reached  bottom  value  six  months  after  admission 
when  the  clearance  was  still  30  per  cent  of  normal 
and  was  unaffected  by  the  further  progress  of 
the  disease.  From  Alving  and  Van  Slyke.2 

in  the  range  of  30  or  40  per  cent,  which  might 
be  consistent  with  a subjectively  well  and 
active  condition  for  several  years,  or  whether 
the  clearance  is  below  10  per  cent  with  uremia 
due  in  a short  time. 

Urea  Clearance  and  Uremia 

With  regard  to  the  relation  of  uremia  and 
the  clearance,  it  has  been  found  that,  regard- 
less of  the  origin  or  nature  of  the  renal  injury, 
when  the  urea  clearance  falls  to  5 per  cent  of 
normal  the  clinical  condition  of  uremia  is 
either  present  or  imminent.  This  is  true  even 
when  the  fall  in  clearance  is  due  to  such 
extrarenal  causes  as  surgical  shock,  if  the 
condition  continues. 

Changes  in  Clearance  Caused  by 
Influences  of  Extrarenal  Origin 

As  pointed  out  by  Arthur  Fishberg,6  condi- 
tions of  shock  or  depression  in  which  the  blood 
is  withdrawn  from  peripheral  circulation  may 
depress  renal  function  almost  to  zero,  pre- 
sumably because  the  renal  blood  flow  is 
decreased  in  the  peripheral  circulation. 
Such  a state  occurs  in  traumatic  shock,  in 
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gastrointestinal  obstruction,  in  Asiatic  cholera, 
sometimes  in  acute  infections  of  children, 
and  in  various  other  conditions.  The  de- 
rangement, if  it  is  not  permitted  to  continue 
till  fatal  uremia  develops,  is  temporary,  and 
renal  function  is  restored  as  soon  as  the 
circulation  recovers.  Examples  of  this  type 
of  renal  failure  are  described  by  Wohl, 
Brust,  and  Freed.26 

In  surgery  the  conditions  of  reflex  anuria 
of  nervous  origin  is  believed  to  occur.  Or- 
dinarily, however,  the  extrarenal  nervous  in- 
fluences appear  to  play  a relatively  small  part 
in  causing  the  spontaneous  variations  in  the 
clearance.  Van  Slyke,  Rhoads,  Hiller,  and 
Alving,24  in  experiments  on  dogs,  and  Page  and 
Heuer,13  in  observations  on  patients  before 
and  after  renal  denervation,  could  find  no 
effect  of  denervation  on  either  the  normal 
level  or  the  normal  variability  of  the  clear- 
ance. 

Back  pressure  due  to  partial  ureteral,  pro- 
static or  urethral  obstruction  may  markedly 
diminish  the  clearance.  Hence,  the  inter- 
pretation of  a low  clearance  as  evidence  of 
renal  damage  is  to  be  made  with  caution  when 
such  obstruction  is  present. 

Before  diminished  clearance  is  interpreted 
as  an  indicator  of  renal  destruction,  the  pos- 
sibility of  the  existence  of  these  extrarenal 
factors  as  causes  of,  perhaps,  temporary 
diminution  in  renal  function  should  be  con- 
sidered in  any  case  that  has  not  an  obviously 
nephritic  history  and  even  in  a case  that  has 
such  a history  if  the  urea  clearance  has  suf- 
fered a sudden  fall.  Such  a fall  may  be  due 
not  to  accelerated  renal  destruction  but  to 
the  added  effect  of  one  of  the  above  extrarenal 
factors.  The  nephritic  patient  is  more  sub- 
ject to  conditions  of  collapse  than  the  normal 
person,  and  in  the  person  suffering  from 
nephritis  a smaller  degree  of  shock  will  cause 
fatal  renal  failure.  Vomiting,  dehydration, 
and  circulatory  failure  may  cause  a temporary 
fall  in  renal  function.  This  may  lead  to  uremic 
death  long  before  it  would  be  caused  by  the 
organic  destruction  of  the  kidneys. 

Summary 

Studies  of  renal  physiology  indicate  that  the 
urea  clearance  serves  as  an  indicator  of  glo- 
merular filtration,  while  concentration  tests 
with  urine-specific  determinations  serve  to 
indicate  the  ability  of  the  tubules  to  concen- 
trate the  filtrate.  The  procedures  for  mak- 
ing these  tests  are  outlined. 

The  concentration  test  is  more  sensitive 
than  the  clearance  to  slight  degrees  of  renal 


damage.  Hence,  if  the  concentration  test 
yields  a normal  result,  it  is  not  necessary  to 
measure  the  clearance. 

On  the  other  hand,  the  concentration  test 
fails  to  show  differences  between  moderate 
and  severe  renal  damage.  If  the  concentra- 
tion test  yields  a urine  of  low  specific  gravity, 
it  is  necessary  to  determine  also  the  urea 
clearance  in  order  to  ascertain  whether  the 
decrease  in  excreting  power  is  serious.  A 
specific  gravity  of  1.010  in  the  concentration 
test  may  in  one  case  be  accompanied  by 
entirely  normal  excreting  power  and  in  another 
case  by  extreme  loss  of  excretory  power  and 
onset  of  uremia.  Excretory  power  and  clini- 
cal condition  follow  the  clearance — not  the 
specific  gravity. 

A low  clearance  in  an  acute  case  does  not 
necessarily  indicate  a grave  prognosis.  Com- 
plete recovery  may  occur. 

Including  various  types  of  shock,  numer- 
ous conditions  of  extrarenal  origin  without 
organic  damage  of  the  kidneys  may  so  affect 
the  renal  circulation  that  kidney  function  is 
retarded  to  a severe  degree,  as  pointed  out 
by  Fishberg.  If  permitted  to  continue,  these 
conditions  can  result  in  death  from  renal 
failure  in  the  absence  of  renal  disease.  As 
complications  of  renal  disease,  these  condi- 
tions often  bring  on  premature  uremia. 

When  the  clearance  falls  to  5 per  cent  of 
normal,  regardless  of  the  origin  or  type  of 
renal  condition,  uremia  is  either  present  or 
imminent. 
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Discussion 

Dr.  Ralph  G.  Stillman,  New  York  City — The 
medical  profession  owes  a great  debt  to  Dr.  Van 
Slyke  and  to  those  investigators  who,  like  him, 
have  worked  in  great  institutions  and  have  been 
successful  in  solving  problems  which  by  their 
very  nature  cannot  be  attacked  by  the  practicing 
physician.  One  of  the  hopes  of  the  practitioner 
of  medicine  has  been  that  studies  of  the  function 
of  an  organ  might  reach  such  completeness  that 
the  information  so  obtained  would  be  of  value  in 
the  diagnosis  and  treatment  of  disturbances  of 
that  organ.  This  hope  appears  to  have  been 
largely  fulfilled  in  the  development  of  the  tests 
of  kidney  function,  and  we  are  now  able,  by  the 
use  of  the  methods  that  Dr.  Van  Slyke  has 


discussed,  not  only  to  recognize  the  presence  of 
reasonably  well-defined  damage  to  the  kidneys 
but  also,  to  a surprising  degree,  to  estimate  the 
extent  of  the  damage  and  whether  it  is  increasing 
or  regressing.  What  is  still  more  important, 
the  technics  described  are  comparatively  simple 
and  the  inconvenience  to  the  patient  is  minimal. 
This  information  has  also  been  of  tremendous 
assistance  in  the  management  of  cases  of  ne- 
phritis, and  it  is  likely  that  its  use  will  bring  about 
changes  that  will  result  in  a more  uniform  treat- 
ment of  this  disease. 

It  is  admitted  that  these  tests  are  relatively 
insensitive,  and  this  must  necessarily  be  so  when 
we  are  dealing  with  an  organ  that  possesses  such 
an  abundant  reserve,  but  this  is  practically  of 
little  importance.  The  success  that  has  been 
attained  in  this  field  encourages  one  to  hope  that 
the  time  is  not  far  off  when  satisfactory  tests  of 
the  function  of  such  organs  as  the  liver  and  the 
pancreas  may  be  devised.  The  physician  should 
be  encouraged  to  supplement  his  clinical  observa- 
tion by  the  free  use  of  the  measures  here  pre- 
sented, and  he  can  be  assured  that  both  he  and 
his  patients  will  benefit  thereby.  I wish  to  ex- 
press my  appreciation  of  the  opportunity  to  hear 
this  clear  presentation  of  an  important  subject 
by  one  who  speaks  with  such  unquestionable 
authority. 
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A STUDY  OF  PRIMARY  STAPHYLOCOCCIC  PNEUMONIAS 
OCCURRING  AT  THE  ROCHESTER  GENERAL  HOSPITAL 

Istvan  A.  Gaspar,  M.D.,  Rochester,  New  York 


SINCE  1904  when  Fraenkel6  for  the  first 
time  isolated  the  staphylococcus  in  pure 
culture  from  the  lung  of  a pneumonia  patient, 
there  has  been  a slowly  increasing  number  of 
reports  dealing  with  staphylococcic  pneu- 
monias. These  publications  established  the 
fact  that  there  are  pneumonias  in  which  the 
staphylococcus  is  the  only  or  at  least  the  pre- 
dominating causative  organism. 

In  1919  Chickering  and  Park2  reported  153 
cases  of  fatal  staphylococcic  pneumonias 
which  developed  in  patients  with  infection  of 
the  upper  part  of  the  respiratory  tract  diag- 
nosed as  influenza.  This  number  represented 
about  1 1 per  cent  of  the  total  pneumonia  cases 
under  their  observation.  In  1927  Cole4  re- 
ported on  primary  atypical  pneumonias,  and 
9 per  cent  of  these  was  associated  with  the 
staphylococcus.  In  1929  Habbe8  found  that 
17  per  cent  of  the  various  anatomic  forms  of 
pneumonia  was  caused  either  by  pure  culture 
of  staphylococci  or  by  the  staphylococci  in 
combination  with  other  microorganisms. 
Reimann,12  reporting  in  1933,  characterized 
staphylococcic  pneumonias  as  primary,  bron- 
chogenic infections  of  the  lung,  superimposed 
on  some  previous  conditions,  such  as  sore 
throat,  influenza-like  infection,  asthma,  mal- 
nutrition, etc.  Macgregor’s9  publication  in 
1936  admitted  that  out  of  her  10  cases  occur- 
ring in  children  there  were  only  4 with  indica- 
tion of  antecedent  infection  of  the  respiratory 
tract.  In  the  other  6 cases  there  was  no  evi- 
dence that  the  staphylococcus  was  not  alone 
responsible.  Reports  by  other  authors  showed 
the  relative  incidence  of  pneumonias  due  to 
staphylococci  and  revealed  that  the  staphylo- 
coccic etiology  of  pneumonias  is  by  no  means 
rare. 

The  vigorous  crusade  against  pneumococcic 
pneumonia  during  the  past  decade  focused 
attention  mainly  on  lung  infections  caused  by 
the  various  types  of  pneumococci.  The 
other  bacterial  agents,  notably  staphylococci, 
were  not  seriously  considered  as  primary 
inciting  agents  of  pneumonia  and  were 
left  more  or  less  in  the  background.  Even 
pathologists  have  somewhat  neglected  to 
pay  more  attention  to  staphylococci  and  have 
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failed  to  search  persistently  for  other  bacteria 
than  pneumococci  in  every  postmortem  case 
of  typical  or  atypical  pneumonia. 

For  this  reason  I studied  my  postmortem 
material  of  the  past  seven  years,  1933  to  1939, 
at  the  Rochester  General  Hospital  to  see  the 
subject  in  the  light  of  personal  observations. 
In  about  1,400  autopsies  during  this  period 
there  were  144  cases  of  lobar  and  broncho- 
pneumonias. Thirty-eight  of  these  were 
caused  by  staphylococci,  either  as  the  only 
bacterial  agent  or  as  the  predominating  organ- 
ism. In  other  words,  about  25  per  cent 
of  all  pneumonia  deaths  occurring  at  the 
Rochester  General  Hospital  during  a seven- 
year  period  was  due  to  staphylococcic  infec- 
tion. Twenty  cases  occurred  within  the  first 
year  of  life,  8 were  found  from  the  second  to 
the  tenth  year,  4 during  the  third  decade,  and 
6 cases  above  the  fortieth  year.  Therefore, 
roughly  about  75  per  cent  of  the  staphylococcic 
pneumonias  occurred  within  the  first  decade 
of  life. 

Gross  Pathology  of  Staphylococcic 
Pneumonia 

A fairly  constant  finding  was  the  presence 
of  tracheitis  and  bronchitis.  Tracheobron- 
chial mucosa  was  usually  red,  occasionally 
hemorrhagic.  It  was  covered  with  mucus, 
with  mucopurulent  or  purulent  material,  or 
with  a sanguinopurulent  exudate.  In  some 
cases  the  bronchi  were  filled  with  blood.  The 
exudate  often  caused  complete  plugging  of 
bronchi,  thereby  being  responsible  to  a cer- 
tain degree  for  the  cyanosis  observed  during 
the  sickness  of  a score  of  patients.  Rarely 
was  there  no  exudate  in  the  bronchi. 

The  lesions  in  the  lung  parenchyma  pre- 
sented considerable  morphologic  variations 
in  this  series  of  cases. 

Staphylococcic  pneumonia  when  develop- 
ing in  the  newborn  during  the  first  ten  days  of 
life  appeared  as  lobular  or  lobar-type  con- 
solidation. The  consolidated  areas  were  firm; 
the  cut  section  was  dark  red,  hemorrhagic, 
and  sometimes  mottled  with  gray.  The  con- 
solidations usually  involved  several  lobes 
(Fig.  1)  and  not  infrequently  almost  every 
part  of  both  lungs.  It  seemed  that  in  new- 
borns the  staphylococcic  infection  of  the  lungs 
was  so  overwhelming  that  death  ensued  early 
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Fig.  1.  Fig.  2. 

Fig.  1.  Lobular  and  lobar-type  hemorrhagic  consolidations  of  the  entire  right  lung  in  the  newborn 
due  to  Staphylococcus  aureus  infection  (early  stage  of  Staphylococcus  aureus  pneumonia). 

Fig.  2.  Hemorrhagic  consolidations  of  the  lung  with  small  spots  of  gray  consolidation  (later  stage 
of  staphylococcic  pneumonia). 


and  the  later  stages  of  the  disease  had  no  time 
to  develop. 

In  older  babies,  particularly  after  the  new- 
born period,  and  in  other  patients  when  the 
hemorrhagic  consolidations  did  not  involve 
the  greater  part  of  both  lungs,  reddish  gray 
or  gray  consolidations  developed  (Fig.  2). 
The  disease  lasted  usually  more  than  twenty- 
four  hours  when  gray  consolidations  were 
present.  In  such  areas  later  on,  but  not  al- 
ways, pinhead  to  pea-sized  or  larger  abscesses 
developed  (Fig.  3).  The  abscesses  were 
surrounded  by  red  hepatization.  Rarely, 
the  gray  or  grayish  yellow  consolidations 
were  small,  the  size  of  black  pepper  or  smaller, 
and  were  arranged  around  small  bronchi  and 
scattered  abundantly  throughout  both  lungs 
without  definite  abscess  formation. 

There  were  3 cases  of  staphylococcic 
lung  infection  with  typical  lobar-type  pneu- 
monia involving  completely  a single  lobe  in 
patients  55,  70,  and  83  years  of  age.  The 
consolidations  were  in  the  stage  of  grayish 


yellow  hepatization  without  the  formation  of 
abscesses  (Fig.  4). 

The  picture  of  diffuse  capillary  bronchitis 
with  small  patches  of  early  consolidations 
was  also  observed.  In  such  a case  caused 
mainly  by  Staphylococcus  aureus,  the  3- 
month-old  baby  died  in  less  than  twenty-four 
hours  after  the  onset  of  symptoms.  Cap- 
illary bronchitis  and  abundant  asphyctic 
hemorrhages  of  thymus,  endocardium,  and 
pleura  were  found  at  autopsy. 

In  this  series  of  staphylococcic  lung  infec- 
tions we  found  lung  abscesses  only  in  patients 
older  than  10  days.  Out  of  38  cases,  only  13 
developed  abscesses,  therefore  only  about 
one-third  of  the  series.  Empyema  was  fre- 
quent and  several  times  bilateral.  It  was 
present  in  14  cases,  1 case  being  pyopneumo- 
thorax. In  addition,  several  cases  presented 
evidence  of  serofibrinous  pleuritis. 

Empyema  was  caused  usually  by  rupture  of 
a lung  abscess  into  the  pleural  cavity.  How- 
ever, it  was  found  to  develop  also  without 
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Fig.  3.  Abundant  small  lung  abscesses  sur- 
rounded by  hemorrhagic  consolidations  in  the 
course  of  staphylococcic  pneumonia. 


Fig.  4.  Lobar-type  pneumonia  due  to 
Staphylococcus  aureus  involving  the  upper  lobe 
in  a 70-year-old  patient. 


perforation  of  subpleural  lung  abscesses. 

Furthermore,  there  were  some  cases  of 
empyema  in  which  lung  abscesses  were  com- 
pletely absent.  The  occurrence  of  empyema 
was  not  limited  to  children  because  it  was  ob- 
served with  staphylococcic  pneumonia  at  any 
age.  The  amount  of  empyema  pus  was  at 
times  quite  considerable.  For  instance,  in  a 
51 -year-old  patient  3 L.  of  pus  was  found  in 
one  chest  cavity.  Other  complications  were 
also  encountered,  such  as  pericarditis,  paro- 
titis, and  abscess  of  the  leg,  each  being  seen 
only  once  subsequent  to  the  pulmonary  pa- 
thology. 

Histology  of  Staphylococcic  Pneumonia 

Bronchi  contained  abundant  blood,  bloody 
pus,  or  only  purulent  exudate.  The  bron- 
chial mucosa  was  markedly  congested,  often 
hemorrhagic,  and  ulcerated.  There  was  no 
appreciable  accumulation  of  inflammatory 
cells  in  the  bronchial  walls  except  in  cases 
having  chronic  bronchitis  or  asthma  before 
the  onset  of  staphylococcic  lung  infection. 
Masses  of  staphylococci  were  present  in  the 
bronchial  exudate  in  many  cases.  When 
the  trachea  showed  inflammatory  changes 


they  were  similar  to  that  found  in  the  bronchi 
(Fig.  5).  In  diffuse  capillary  bronchitis  due 
to  staphylococcus,  the  bronchi  were  plugged 
with  mucus. 

In  the  lung  parenchyma  the  hemorrhagic 
consolidations  were  made  up  of  alveoli  filled 
with  abundant  red  blood  corpuscles  (Fig.  6). 
Masses  of  staphylococci  were  present  without 
leukocytic  barrage.  Fibrinous  exudate  was 
scant  or  completely  absent  in  the  hemorrhagic 
consolidations.  In  more  advanced  cases, 
accumulation  of  leukocytes  took  place  particu- 
larly around  masses  of  staphylococci  and 
abscesses  developed  (Fig.  7).  Frequently, 
there  was  necrosis  around  masses  of  staphy- 
lococci, and  the  leukocytic  barrage  was  found 
only  at  a distance  from  the  bacterial 
masses. 

The  abscesses  were  usually  surrounded  by 
hemorrhagic  consolidations.  However,  fibrin- 
ous consolidations  were  also  observed  around 
abscesses,  particularly  with  mixed  infec- 
tions. 

In  general,  fibrinous  exudate  in  the  alveoli 
was  rather  scanty,  and  it  was  not  abundant 
even  in  the  lobar-type  staphylococcic  pneu- 
monias (Fig.  8). 
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Bacteriologic  Studies 

These  studies  included  throat  cultures 
whenever  possible  and  sputum  examinations 
when  sputum  was  obtained.  Cultures  were 
taken  at  postmortem  from  lungs,  empyema 
fluid,  spleen,  and  occasionally  from  trachea 
and  bronchi. 

Throat  cultures  showed  the  presence  of 
Staph,  aureus  as  the  predominating  organism 
up  to  95  per  cent  in  some  throats.  On  the 
other  hand,  in  2 or  3 cases  they  were  found 
only  in  small  numbers  or  they  were  absent  in 
spite  of  the  subsequent  finding  of  staphylococ- 
cic pneumonia. 

Unfortunately,  sputum  was  searched  for 
staphylococci  but  only  in  a few  instances. 
However,  in  such  cases  the  sputum  showed 
abundant  staphylococci.  One  of  the  staphy- 
lococcic lobar  pneumonia  cases  showed  98 
per  cent  Staph,  aureus  in  sputum  cultures. 

Lung  cultures  were  made  practically  in 
every  case,  and  these  revealed  Staph,  aureus 
either  in  pure  growth  or  as  the  predominat- 
ing organism.  The  Staph,  aureus  was  either 
hemolytic  or  nonhemolytic.  One  case  of 
pneumonia  showed  almost  pure  growth  of 
hemolytic  staphylococcus  albus  in  a 2-month- 
old  child,  while  a case  of  pneumonia  of  the 
new  born  showed  only  Staph,  citreus.  Lung 
cultures  of  the  3 lobar  pneumonia  cases  showed 
a pure  growth  of  hemolytic  staphylococcus 
aureus  in  2 cases  and  as  the  predominating 
organism  in  the  third  case. 

When  the  Staph,  aureus  was  the  predomi- 
nating organism  in  cultures  of  the  lungs,  one 
or  two  of  the  following  bacteria  were  encoun- 
tered besides  the  staphylococci:  gram-nega- 
tive bacilli,  Staphylococcus  albus,  alpha  and 
gamma  streptococci,  rarely  beta  hemolytic 
streptococci,  and  pneumococci.  Tracheo- 
bronchial exudate  was  cultured  a few  times 
and  a pure  growth  of  Staph,  aureus  was  ob- 
tained. The  spleen  was  cultured  in  12  cases 
and  revealed  a pure  growth  of  Staph,  aureus 
in  9 cases  while  the  other  3 remained  sterile. 

Clinical  Symptoms 

Newborn  babies  having  staphylococcic 
pneumonia  showed  cyanosis,  dyspnea,  and 
irregular,  shallow  respirations.  Some  bleed- 
ing from  nose  and  mouth  and  discharge  from 
the  ears  were  occasionally  noted.  When  the 
disease  developed  after  the  newborn  period, 
some  infants  became  suddenly  ill  with  chest 
findings,  while  others,  the  majority,  pre- 
sented signs  of  infection  of  the  upper  part  of 
the  respiratory  tract:  congestion  of  the 

throat,  cough,  occasional  hoarseness,  fever, 


Fig.  5.  Photomicrograph  of  trachea  showing 
acute  hemorrhagic  tracheitis  caused  by  Staphylo- 
coccus aureus. 


Fig.  6.  Histologic  picture  of  the  early  stage 
of  Staphylococcus  aureus  pneumonia.  Abun- 
dant hemorrhages  in  bronchi  and  alveoli. 


and  difficult  breathing.  Practically  every 
patient  developed  cyanosis.  Signs  of  pneu- 
monia with  dullness,  fine  rales,  and  bronchial 
breathing  developed  afterward  or  simultane- 
ously with  the  symptoms  of  the  upper  part  of 
the  respiratory  tract.  Chills  were  only  rarely 
recorded.  Patients  over  10  years  of  age  often 
presented  chest  pains  as  the  first  signs  of  their 
illness.  Dyspnea,  cyanosis,  cough,  sore 
throat,  and  raising  of  sputum  were  additional 
clinical  features.  At  times,  chill  was  ob- 
served at  the  onset  of  the  disease.  Only  five 
blood  cultures  were  done  with  positive  staphy- 
lococcic findings  in  3 cases.  The  white 
blood  count  was  elevated  in  the  majority  of 
the  patients. 

Discussion 

This  series  of  staphylococcic  pneumonias 
augments  the  available  reports  on  this  sub- 
ject and  substantiates  the  conclusions  that 
staphylococcic  pneumonia  is  not  a rare  dis- 
ease. This  is  particularly  true  if  we  look  at 
it  from  the  mortality  angle  as  compared  to 
the  total  pneumonia  deaths.  Twenty-five 
per  cent  of  all  pneumonia  deaths  was  due  to 
staphylococcic  lung  infection. 

The  etiology  in  the  entire  series  of  cases 
was  found  out  only  at  postmortem  examina- 
tion. Lung  cultures  in  every  case  showed 
Staph,  aureus,  except  once  hemolytic  staphy- 
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Fig.  7.  Abscess  in  case  of  staphylococcic  pneumonia.  Masses  of 
bacteria  in  the  abscess. 


lococcus  albus  and  once  Staph,  citreus  either 
alone  or  as  the  majority  of  the  cultured  organ- 
isms. 

The  clinical  signs  indicated  that  a large  pro- 
portion of  the  patients  had  an  infection  of  the 
upper  part  of  the  respiratory  tract  before  the 
staphylococcic  pneumonia  developed.  The 
high  incidence  of  this  type  of  pneumonia  in 
children  and  the  frequently  associated  em- 
pyema are  borne  out  by  this  series  of  cases. 
It  supports  Cohen,3  who  believes  that  the 
most  common  cause  of  empyema  in  infants 
below  6 months  of  age  is  the  Staph,  aureus. 
It  also  supports  Menten,  Bailey,  and  De 
Bone,11  who  claim  that  Staph,  aureus  seems 
to  have  a propensity  for  inducing  disease  in 
infants  that  is  not  so  evident  in  adults.  How- 
ever, I think  that  we  must  also  consider  the 
bacterial  flora  of  the  throat  in  newborns  and 
infants. 

Throat  cultures  of  a series  of  65  normal  new- 
born babies  up  to  10  days  of  age  were  studied, 
and  I found  that  35  per  cent  of  the  babies 
showed  a varying  number  of  Staph,  aureus. 
This  is  a much  higher  incidence  than  that  re- 
ported by  Shibley,  Hanger,  and  Dochez13  for 
a series  of  adults.  This  higher  incidence  of 
Staph,  aureus  in  the  throat  of  newborns  may 
explain  to  some  extent  the  relative  frequency 
of  staphylococcic  pneumonia  in  newborns 


and  infants  as  compared  to  that  developing 
in  adults.  Out  of  the  38  cases  upon  which 
this  study  is  based,  19  cases,  50  per  cent  of  the 
entire  series,  occurred  in  infants  below  6 
months  of  age. 

Throat  cultures  taken  before  death  from  7 
patients  revealed  in  5 of  them  Staph,  aureus 
as  the  predominating  organism.  This  is  con- 
firming Chickering  and  Park2  who  suggested 
that  the  staphylococci  invading  the  lung  come 
from  those  residing  normally  as  saprophytes 
in  the  secretions  of  the  upper  part  of  the  re- 
spiratory tract.  Woodward15  considers  the 
staphylococci  not  simply  as  saprophytes  in 
the  upper  part  of  the  respiratory  passages  but 
as  potential  pathogens  of  these  regions. 
Accordingly,  it  would  seem  that  when  staphy- 
lococci are  present  in  the  sinuses  or  in  the 
throat  they  are  a potential  menace  to  bronchi 
and  lungs. 

Histologic  sections  of  lungs  from  newborns 
with  staphylococcic  pneumonia  showed  fre- 
quently aspirated,  large  epithelial  cells  and 
mucus  in  the  alveoli  and  in  some  of  the 
bronchi.  Masses  of  staphylococci  could  be 
seen  on  the  surface  of  the  mucus  in  some  cases. 
Therefore,  it  seems  to  me  that  staphylococcic 
pneumonia  in  newborns  is  frequently  due  to 
aspiration  of  mucus  from  the  throat  which 
harbors  Staph,  aureus  in  a fairly  high  per- 
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Fig.  8.  Histologic  appearance  of  staphylococcic  lobar  pneumonia.  It  is  almost 
identical  with  that  caused  by  pneumococci. 


centage  of  newborns.  However,  an  exogenous 
infection  is  also  possible.  For  instance, 
Gasul  and  Singer6  thought  that  the  aspira- 
tion of  contaminated  material  may  have  been 
responsible  for  the  staphylococcic  lung  infec- 
tion in  their  case.  Glaser7  suggested  the 
possibility  of  infection  introduced  by  tra- 
cheal catheter  or  by  some  other  trauma  to  the 
respiratory  apparatus.  Smith14  reported  a 
small  epidemic  of  Staph,  aureus  pneumonia 
among  infants  in  a Glasgow  maternity  hos- 
pital. The  epidemic  followed  cases  of  mas- 
titis and  skin  infections  in  the  same  ward. 

Aspiration  staphylococcic  pneumonia  oc- 
curs also  in  children  and  adults.  Bronchiec- 
tatic  exudates  infected  with  Staph,  aureus 
may  be  dangerous  in  this  respect,  as  the  as- 
piration of  staphylococcic  pus  will  cause  a 
fulminating  hemorrhagic  bronchitis  with  hem- 
orrhagic pneumonia.  In  such  a case  of  this 
series  the  fulminating  infection  followed 
bronchoscopy,  and  the  patient  died  in  a cya- 
notic attack  a few  hours  after  that  procedure. 
Her  face  turned  cyanotic  and  finally  almost 
black.  In  another  case  the  cauterization  of  a 
large  lung  abscess  cavity  was  followed  by 
fulminating  staphylococcic  pneumonia.  Very 


probably,  aspiration  of  Staph,  aureus  from 
the  nose  and  throat  was  responsible  for  the 
fulminating  staphylococcic  sanguinopurulent 
bronchitis  and  hemorrhagic  lobular  pneumonia 
which  almost  immediately  followed  a swim 
and  caused  death  of  a 3V2-year-old  girl  forty- 
eight  hours  later.  At  the  postmortem  of  this 
case  the  bronchogenic  character  of  staphy- 
lococcic pneumonia  was  strikingly  demon- 
strated and  showed  the  great  damage  the 
Staph,  aureus  can  do  in  the  tracheobronchial 
mucosa  within  a short  time. 

The  bronchogenic  nature  of  staphylococcic 
pneumonias  was  fairly  evident  in  the  entire 
series  of  cases.  Abscesses  were  formed  in 
about  one-half  of  the  series.  Culture  of  the 
abscesses  yielded  many  times  only  pure  growth 
of  staphylococci.  This  observation  and  that 
of  others  seems  to  be  somewhat  contrary  to 
the  experimental  findings  of  Me  Cordock  and 
Muckenfuss10  who  were  able  to  produce  lung 
abscesses  only  if  the  staphylococci  were  in- 
jected together  with  vaccine  virus  into  the 
lungs  of  rabbits. 

In  order  to  see  experimental  lung  lesions 
produced  by  Staph,  aureus  in  rabbits,  a series 
of  fourteen  rabbits  was  injected  intratrache- 
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ally  with  Staph,  aureus.  A 5-cc.  saline 
suspension  of  a twenty-four-hour  growth 
of  hemolytic  staphylococcus  aureus  (2,500 
million  organisms  per  cubic  centimeter)  was 
injected  into  each  rabbit.  One  rabbit  was 
killed  every  day  up  to  the  twelfth  day, 
then  one  on  the  sixteenth  and  one  on  the 
twentieth  day.  The  rabbits  developed  trachei- 
tis, bronchitis,  and  bronchogenic  lung  infec- 
tion similar  to  that  observed  in  human  lungs. 
The  infection  did  not  kill  the  rabbits.  The 
initial  hemorrhagic  consolidations  were 
followed  by  small  and  large  gray  consolida- 
tions and  small  abscesses  seen  under  micro- 
scope. The  consolidations  involved  one- 
third  to  one-half  of  each  lung.  Staphylococci 
were  recovered  from  the  lungs  in  pure  culture 
up  to  eight  days  after  injection.  After  that 
day  the  lung  cultures  became  completely 
negative.  Masses  of  staphylococci  were  seen 
in  the  lungs  under  the  microscope  during  the 
first  day  after  the  injection  and  disappeared 
gradually.  The  small  abscesses  became  ab- 
sorbed later  on,  and  by  the  twentieth  day  one 
was  able  to  see  only  congestion,  some  fibrosis, 
and  the  final  stages  of  repair.  Although  the 
rabbit  lung  appears  to  possess  better  resist- 
ance to  Staph,  aureus  than  does  the  human 
lung,  nevertheless  it  demonstrates  that  Staph, 
aureus  can  cause  bronchogenic  pneumonia 
and  small  abscesses  without  the  association 
of  any  other  organisms  or  virus. 

Treatment  consisted  mainly  of  giving  oxy- 
gen therapy  and  of  general  supportive  meas- 
ures. Specific  treatment  was  given  only  in  2 
cases  in  which  pneumococci  were  also  present 
in  small  numbers.  Sulfanilamide  was  used 
in  1 case  without  any  notable  effects.  Cecil 
and  co-workers1  found  no  evidence  that  sulfa- 
pyridine  was  of  any  benefit  in  staphylococcic 
pneumonia.  Sulfamethylthiazole  has  not  been 
tried  out  as  yet  in  staphylococcic  pneumonia. 
However,  some  other  serious  staphylococcic 
infections  were  apparently  cured  by  this  new 
drug  which  ma3r  bring  a ray  of  hope  for  the 
more  successful  treatment  of  staphylococcic 
pneumonia. 

Summary  and  Conclusions 

1.  Primary  staphylococcic  pneumonia  is 
bronchogenic  and  it  is  more  common  than 
generally  thought. 

2.  One  hundred  and  forty-four  cases  of 
fatal  lobar  and  bronchopneumonias  were 
autopsied  during  seven  years  at  the  Rochester 
General  Hospital.  Thirty-eight  of  these  were 
caused  by  staphylococci  either  as  the  only 
bacterial  agents  or  as  the  predominating 


organisms.  About  two- thirds  of  the  staphy- 
lococcic pneumonias  occurred  during  the 
first  decade  of  fife. 

3.  Staphylococcic  pneumonia  usually 
followed  upper  respiratory  disease,  but  this 
was  not  always  the  pattern. 

4.  The  gross  anatomic  appearance  was 
not  always  that  of  a bronchopneumonia  with 
or  without  abscesses,  but  in  several  instances 
it  was  that  of  typical  lobar  pneumonia.  In 
newborn  babies  staphylococcic  pneumonia 
often  appeared  as  hemorrhagic  lobular  or 
lobar  pneumonia.  Throat  cultures  and  spu- 
tum examinations  showed  staphylococci  as 
the  predominating  organisms  in  several  cases 
in  which  the  presence  of  staphylococci  was 
reported. 

5.  A series  of  rabbits  was  injected  intra- 
tracheally  with  saline  suspension  of  hemolytic 
staphylococcus  aureus.  Pneumonia  was  pro- 
duced, and,  in  addition,  small  abscesses  de- 
veloped in  the  lungs.  However,  the  abscesses 
disappeared  gradually  and  the  entire  infec- 
tion healed  if  the  rabbits  were  examined  only 
about  three  weeks  after  the  injection. 

6.  The  study  of  throat  cultures  should  be 
extended  to  include  the  Staph,  aureus  in 
cases  of  infections  of  the  upper  part  of  the 
respiratory  tract,  in  pneumonias,  and  in  patients 
to  be  worked  up  for  bronchoscopy  and  lung 
operations.  Detection  of  staphylococci  in 
large  numbers  may  be  of  value  in  establishing 
the  etiology  of  atypical  cases.  It  may  also 
be  a warning  and,  perhaps,  complications 
and  high  mortality  can  be  reduced  in  the  fu- 
ture. 
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PERIRENAL  AND  SUBPHRENIC  INFECTIONS 

John  H.  Powers,  M.D.,  Cooperstown,  New  York 


THE  purpose  of  this  paper  is  to  present 
two  small  groups  of  cases  in  which  early 
diagnosis  is  both  rare  and  difficult — cases 
which  have  many  etiologic  features  and 
clinical  characteristics  in  common  and  which, 
even  at  operation,  may  occasionally  be  diffi- 
cult to  allocate  definitely  to  the  province  of 
urology  or  general  surgery.  I refer  to  in- 
flammatory lesions  around  the  kidney  and 
beneath  the  diaphragm. 

During  the  past  nine  years  20  such  patients 
have  been  studied  at  the  Mary  Imogene 
Bassett  Hospital.  Twelve  were  classified  as 
cases  of  subdiaphragmatic  abscess;  5,  as 
perirenal;  and  3 were  difficult  to  place  with 
certainty  in  either  category.  Because  of  the 
history  of  the  disease  and  the  nature  of  the 
infecting  organism,  2 of  these  last  were  re- 
garded as  primarily  perirenal  and  1 was 
classified  as  subdiaphragmatic. 

Pathogenesis 

The  etiology  of  perinephritic  and  sub- 
phrenic  infections  is  an  interesting  subject. 
Both  spaces  are  susceptible  to  infection  by 
the  same  methods:  (1)  by  direct  extension 

from  an  abscess  in  an  adjacent  organ  or  by 
intra-  or  retroperitoneal  gravitation  of  pus 
from  a suppurative  process  elsewhere  in  the 
abdomen,  and  (2)  by  metastatic  invasion  from 
a distant,  frequently  superficial  focus,  either 
through  the  blood  stream  or  the  lymphatic 
system. 

In  1910  Miller1  discussed  the  anatomy  of 
the  kidney  and  perinephrium  and  called  atten- 
tion to  the  continuity,  through  the  lateral 
lumbar  chains,  between  the  lymphatics  of 
these  structures  and  those  of  the  posterior 
abdominal  wall,  the  lower  urinary  tract,  the 
pelvic  organs,  the  external  genitalia,  and  the 
lower  extremities.  While  admitting  that 
some  perinephritic  abscesses  start  from  an 
adjacent  diseased  kidney,  he  believed  that 
these  did  not  comprise  more  than  one-quarter 
of  the  total  number  and  held  that  the  more 
common  type  was  due  to  infection  from  the 
drainage  area  below  the  kidney  or  to  hematoge- 
nous invasion.  More  recently,  Vermooten2 
has  analyzed  the  postmortem  records  of  26 
cases  of  staphylococcic  bacteremia  and  septi- 
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cemia  in  which  multiple  cortical  abscesses 
were  found  in  both  kidneys,  only  1 of  which 
had  ruptured  into  the  perirenal  tissues.  He 
concluded  that  “the  occurrence  of  an  acute 
suppurative  perinephritis  secondary  to  bac- 
terial staphylococcal  emboli  in  the  end  arteries 
of  the  perinephrium  is  a definite  disease  entity 
and  need  have  no  relation  whatever  to  the 
kidney  except  for  the  fact  that  the  perineph- 
rium happens  to  surround  that  organ.” 

In  contradistinction  to  this  opinion  there 
are  many  eminent  authorities3-8  who  believe 
that  perinephritic  abscess  of  (so-called)  extra- 
renal  origin  is  the  result  of  blood-borne  in- 
fection to  the  renal  cortex,  followed  by  one  or 
more  cortical  abscesses  with  extension  there- 
from to  the  perirenal  tissue. 

I am  in  complete  accord  with  the  belief 
that  invasion  of  the  perinephrium  by  this 
method  may  occur.  I do  believe,  how- 
ever, that  the  absence  of  urinary  symptoms 
in  most  of  these  patients,  the  absence  of  pus 
and  bacteria  in  the  urinary  sediment,  the 
frequent  nonexistence  of  any  demonstrable 
renal  lesion  at  operation,  the  great  facility 
with  which  bacteria  may  pass  through  the 
kidney  without  detention,  the  frequency  of 
suppurative  renal  lesions  without  perinephri- 
tis, and  the  fact  that  the  perinephrium  has  its 
own  vascular  and  lymphatic  systems  all 
suggest  that  metastatic  perirenal  abscess  may 
occur  without  any  intervening  abscess  of  the 
renal  cortex. 

In  the  two  groups  herein  reported,  5 of  the 
7 cases  of  perirenal  abscess  were  metastatic 
in  origin,  secondary  to  superficial  cutaneous 
foci. 

Subdiaphragmatic  abscess,  on  the  other 
hand,  is  nearly  always  due  to  rupture  of  an 
adjacent  organ,  gravitation  of  septic  material 
from  a perforated  or  leaking  noncontiguous 
viscus  or  to  lymphatic  extension  from  a more 
distant  intra-abdominal  focus.  In  a recent 
review  of  3,608  collected  and  personal  cases 
Ochsner  and  DeBakey9  found  72.2  per 
cent  secondary  to  disease  of  the  appendix, 
stomach,  duodenum,  fiver,  and  bile  pas- 
sages. 

Ten  of  the  13  cases  of  subphrenic  abscess  in 
my  series  were  due  to  direct  or  lymphatic 
extension  from  perforations  or  inflammatory 
lesions  of  these  same  organs.  Two  patients 
with  perirenal  and  1 with  subdiaphragmatic 
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TABLE  1. — Etiology  of  Perirenal  and  Subphrenic 
Infections 


Coexistence  of  Previous  Disease 

Location 

of  Abscess 

Pre-existing  Disease 

P-R 

S-D 

Furuncle  or  superficial  abscess 

5 

Acute  appendicitis  with  gangrene  or  per- 
foration 

2 

Ulcer  of  duodenum  with  perforation 

2 

Abscesses  of  liver 

3 

Sinusitis 

1 

Septic  endometritis 

1 

Cholecystitis  and  cholelithiasis  (postopera- 
tive) 

1 

Diverticulum  of  duodenum  (postoperative) 

1 

Carcinoma  of  stomach  (postoperative) 

1 

None 

2 

1 

Total 

7 

13 

Code — P-R  = Perirenal;  S-D  = Subdiaphragmatic. 


TABLE  2. — Duration  of  Symptoms  in  Two  Equal 
Groups  of  Patients  with  Perirenal  and 
Subdiaphragmatic  Abscess* 


P-R 

S-D 

7 

16 

7 

14 

2 

4 

Duration,  Weeks 

10 

16 

4 

8 

4 

11 

8 

12 

Total 

42 

81 

Average 

6 

11.6 

* Six  patients  developed  a subdiaphragmatic  abscess 
while  in  the  hospital  and  are  not  included  in  this  tabula- 
tion. 


abscess  gave  no  history  of  antecedent  infec- 
tion (Table  1). 

Symptomatology 

The  nonspecific  character  of  the  onset  of 
both  perirenal  and  subdiaphragmatic  abscess, 
the  insidious  nature  of  their  development, 
and  the  difficulty  of  making  an  early  diagnosis 
are  well  manifest  in  many  cases  by  the  long 
interval  of  time  which  frequently  is  allowed 
to  elapse  between  the  initial  symptom  of  the 
disease  and  hospitalization  of  the  patient. 
In  these  two  groups  the  patients  with  peri- 
nephritic  infection  had  been  ill  for  an  average 
period  of  six  weeks  each,  and  those  with  sub- 
phrenic  lesions  had  had  vague  symptoms  for 
three  months  before  admission  to  the  hos- 
pital (Table  2). 

In  truth,  there  is  no  characteristic  initial 
symptom  or  train  of  symptoms  that  is  pathog- 
nomonic of  either  disease.  Fatigue,  malaise, 
anorexia,  and  fever  are  frequent  among  the 
early  complaints.  Pain  is  occasionally  the 
first  symptom,  but  its  location  in  no  way 
serves  to  distinguish  one  type  of  infection 
from  the  other.  Cough,  when  present,  is 
suggestive  of  subdiaphragmatic  irritation. 
However,  a cough  so  troublesome  and  per- 


sistent that  it  was  diagnosed  and  treated  by 
several  physicians  as  pertussis  was  the  first, 
in  fact  for  several  weeks  the  only,  symptom 
of  1 patient  in  this  group  who  had  a small  peri- 
renal abscess  secondary  to  a carbuncle  of  the 
kidney. 

As  the  diseases  develop  the  patients  lose 
weight  and  strength.  Fever  of  the  septic  type 
is  present  and  may  be  characterized  by  high 
peaks,  each  of  which  is  not  infrequently  pre- 
ceded by  chilly  sensations  or  an  actual  shaking 
chill.  Nausea,  vomiting,  and  generalized 
abdominal  pain  are  common.  With  increase 
in  the  size  of  the  inflammatory  mass  the 
pain  is  prone  to  localize  in  the  upper  abdomi- 
nal quadrant,  in  the  flank,  or  in  the  lumbar 
region.  Pain  in  the  shoulder  synchronous 
with  respiration  or  accentuated  by  deep 
breathing  is  suggestive  of  a subdiaphragmatic 
lesion.  Dyspnea  also  is  common  when  the 
abscess  is  situated  in  this  region.  Urinary 
symptoms  in  cases  of  true  perinephritic  ab- 
scess are  infrequent. 

Physical  Signs 

As  is  true  of  the  subjective  symptoms,  so 
is  it  also  of  the  physical  signs — there  are  no 
distinguishing  characteristics  that  are  pathog- 
nomonic of  either  perirenal  or  subdiaphrag- 
matic abscess.  Early  in  the  course  of  a de- 
veloping infection  in  either  region,  the  signs 
may  be  entirely  absent  or  quite  misleading. 
If  the  abscess  is  located  on  the  right  side, 
tenderness  in  the  lower  abdominal  quadrant 
may  be  so  marked  that  appendicitis  is  sus- 
pected and  an  operation  performed. 

Frequently,  the  physical  signs  vary  from 
day  to  day  and  even  from  hour  to  hour. 
Tenderness  in  a given  area  may  be  quite 
marked  in  the  forenoon  and  completely  absent 
in  the  evening  of  the  same  day. 

Actually  the  most  helpful  late  diagnostic 
sign  among  the  patients  in  this  series  with 
perirenal  abscess  was  a tender  mass  in  the 
hypochondrium  and  flank.  Such  a tumor 
was  present  in  6 of  the  7 cases,  was  commonly 
visible  as  well  as  palpable,  frequently  de- 
scended slightly  with  deep  inspiration,  and 
was  formed  by  the  abscess  itself,  by  the  kid- 
ney, or  by  both  (Fig.  1).  However,  a com- 
parable mass  was  present  in  1 patient  with  a 
large  collection  of  pus  beneath  the  diaphragm 
which  had  displaced  the  kidney  downward  and 
laterally  (Figs.  1 and  2).  Consequently,  such 
a tumor,  while  suggestive,  affords  neither  con- 
stant nor  positive  evidence  of  perirenal  ab- 
scess. 

Tenderness  in  the  flank  is  a frequent  char- 
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Case  3. 


Case  4. 


Fig.  1.  Perirenal  abscess  (Cases  3,  4,  and  7).  Subdiaphragmatic  abscess  (Case  8).  Sketches  illus- 
trate comparative  size  and  position  of  abdominal  mass. 
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Fig.  2.  Case  8.  Pyeloureterogram  illustrat- 
ing displacement  of  the  kidney  downward  and 
laterally  by  subdiaphragmatic  abscess  above. 


acteristic  of  perinephritic  infection,  but  it 
may  vary  from  time  to  time  in  the  same  pa- 
tient and  may  also  be  present  in  cases  of  sub- 
phrenic  abscess.  Tenderness  in  the  costo- 
vertebral angle — a sign  regarded  by  some 
authors  as  pathognomonic  of  perirenal  abscess 
— was  absent  in  2 patients  with  this  lesion  and 
present  in  3 of  those  with  collections  of  pus 
beneath  the  diaphragm.  Tenderness  to  deep 
palpation  in  the  epigastrium  or  in  the  hypo- 
chondrium  just  below  the  costal  margin  is 
occasionally  the  only  positive  early  local  evi- 
dence of  a sub  phrenic  abscess.  Deep  dis- 
comfort may  be  elicited  by  heavy  percussion 
over  the  lower  thoracic  wall,  anteriorly  and 
posteriorly,  when  a collection  of  pus  lies 
either  beneath  the  diaphragm  or  around  the 
kidney. 

Spasm  of  the  muscles  of  the  abdominal 
wall,  flank,  and  paravertebral  group  is  ex- 
tremely variable  and  frequently  absent. 

Edema  of  the  skin  and  subcutaneous  tissues 
of  the  flank,  the  lumbar  region,  or  the  lower 
thoracic  wall  is  observed  occasionally  and, 
when  present,  is  indicative  of  underlying  in- 
fection.10 

Abnormal  physical  signs  in  the  chest  over 


the  base  of  the  adjacent  lung  may  lead  to  the 
erroneous  diagnosis  of  intrathoracic  rather 
than  intra-abdominal  disease.  Dexter11  has 
reported  6 cases  of  subphrenic  abscess  in  all 
of  which  he  found  dullness,  diminished 
breathing,  and  diminished  or  absent  fremitus 
on  the  affected  side;  adventitious  sounds 
pointing  to  involvement  of  the  pleura  or  lung 
were  noted  in  5 of  the  6 cases.  Such  abnormal 
findings  are  also  not  uncommon  when  a large 
abscess  surrounds  the  upper  pole  of  the  kid- 
ney. 

Additional  Diagnostic  Data 

Clinicopathologic  studies  are  of  no  value  in 
establishing  a differential  diagnosis  between 
these  two  types  of  cases.  The  temperature 
and  pulse  rate  are  invariably  elevated  in  both. 
The  level  of  hemoglobin  and  the  erythrocytic 
count  frequently  indicate  some  degree  of 
secondary  anemia.  Leukocytosis  of  varying 
r ange  is  always  present.  Routine  examination 
and  culture  of  the  urine  are  seldom  of  signifi- 
cance except  as  a differential  aid  in  ruling 
out  primary  disease  of  the  kidney. 

Roentgenologic  examinations  occasionally  af- 
ford useful  diagnostic  assistance.  Spinal 
scoliosis,  convex  to  the  opposite  side,  and  ob- 
literation of  the  psoas  shadow  have  been  de- 
scribed by  Beer12  and  Carty13  as  suggestive 
of  perirenal  abscess.  These  signs  are  fre- 
quently absent.  Elevation  and  fixation  of  one 
side  of  the  diaphragm,  the  presence  of  an  un- 
derlying bubble  of  gas,  and  a fluid  line  that 
shifts  with  change  in  the  position  of  the  patient 
are  regarded  by  Whipple,14  LeWald,15 
O’Brien,16  and  McNamee17  as  important  aids 
in  the  diagnosis  of  subphrenic  infection. 

However,  in  1 case  herein  reported  I re- 
moved 500  cc.  of  pus  from  beneath  a dia- 
phragm that  moved  normally  by  fluoro- 
scopic examination,  and  I have  also  seen  ele- 
vation and  fixation  of  the  diaphragm  in  1 
patient  with  a large  perirenal  abscess.  This 
same  phenomenon  has  also  been  observed  by 
Braasch.18  It  therefore  seems  wise  to  offer 
a word  of  caution  about  the  significance  of 
roentgenologic  examinations;  they  may  be 
extremely  helpful  but  upon  occasion  may 
also  be  misleading  and  should  be  interpreted 
in  the  light  of  the  previous  history  and  posi- 
tive physical  signs. 

Special  urologic  procedures , cystoscopy,  ure- 
teral catheterization,  and  retrograde  or  intra- 
venous pyelograms  are  of  value  in  differential 
diagnosis  when  inherent  disease  of  the  kidney 
is  suspected,  but  they  afford  no  assistance 
when  the  perinephritic  abscess  is  primary  or 
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TABLE  3. — Analysis  of  Deaths  and  Summary  of  the  Pathologic  Diagnoses  in  the  Fatal  Cases 


Case  Location  of  Abscess  Contributing  Factors  Autopsy 

7 Perirenal  Carbuncle  of  kidney  _ No 

13  Subdiaphragmatic  Ulcer  of  rectum;  abscess  of  liver;  perforation  of  diaphragm;  empyema  of 

pleura,  right 

14  Subdiaphragmatic  Carcinoma  of  gallbladder;  secondary  carcinomas  of  liver;  multiple  abscesses 

of  liver;  intraperitoneal  abscess;  intracranial  hemorrhage  Yes 

15  Subdiaphragmatic  Multiple  abscesses  of  liver  Yes 

16  Subdiaphragmatic  Chronic  cholecystitis;  cholelithiasis,  calculus  in  common  duct;  ulcer  of  duo- 

denum; local  peritonitis;  serofibrinous  pleurisy;  abscess  of  abdominal 

wall  Yes 

17  Subdiaphragmatic  Large  ulcer  of  duodenum  with  perforation;  general  peritonitis;  abscess  with 

beginning  gangrene  of  lower  lobe  of  lung,  right;  serous  pleurisy,  right  Yes 

18  Subdiaphragmatic  Diverticulum  of  duodenum;  general  peritonitis;  fibrinous  pleurisy,  right; 

hydrothorax,  bilateral  Yes 

19  Subdiaphragmatic  Carcinoma  of  stomach;  local  peritonitis;  fibrinous  pleurisy,  right;  broncho- 

pneumonia, bilateral  Y es 


even  secondary  to  small  subcapsular  cortical 
abscesses. 


Treatment  and  Results 

All  7 patients  in  the  group  of  perirenal 
abscess  were  operated  on;  6 recovered.  The 
infection  in  each  instance  was  due  to  Staphylo- 
coccus aureus  and  in  none  of  these  cases  was 
there  any  demonstrable  lesion  of  the  kidney. 
Honeycombing  of  the  edges  of  the  wound 
with  small  staphylococcic  abscesses  was  a fre- 
quent postoperative  complication.  In  the 
seventh  case,  drainage  of  what  was  strictly  a 
perinephric  abscess  secondary  to  a localized 
renal  carbuncle  was  followed  by  total  infarction 
of  the  kidney  and  death  (Table  3,  Case  7). 

Drainage  in  all  cases  was  performed  retro- 
peritoneally  through  a transverse  lumbar  in- 
cision. There  is  no  indication  for  any  other 
approach. 

Drainage  of  the  subdiaphragmatic  area  was 
performed  in  5 uncomplicated  cases  of  sub- 
phrenic  abscess.  All  the  patients  recovered. 
A two-stage  transthoracic  approach  was  used 
twice;  a one-stage  transthoracic  approach 
entering  the  abscess  through  the  diaphragm 
below  the  pericardium  after  resecting  the 
costal  cartilages  of  the  left  fifth,  sixth,  and 
seventh  ribs  was  used  once;  a transperitoneal 
approach,  once ; and  a retroperitoneal  lumbar 
approach,  once. 

In  6 cases  of  subphrenic  abscess  the  diagno- 
sis was  not  made  before  death;  3 of  these 
(Table  3,  Cases  15, 16,  and  17)  were  discovered 
at  autopsy,  2 were  early  collections  of  pus  be- 
neath the  diaphragm  incidental  to  post- 
operative peritonitis  (Cases  18  and  19),  and 
1 was  operated  on  for  a complicating  intra- 
peritoneal abscess  (Case  14).  In  1 case  (Table 
3,  Case  13)  catheter  drainage  of  the  pleura  was 
done  after  an  unsuspected  subphrenic  abscess 
had  ruptured  through  the  diaphragm;  the 
patient  died.  One  patient  in  the  group  was 
not  seen  during  the  acute  phase  of  the  disease. 

Ochsner  and  DeBakey9  and  also  Hochberg19 


have  emphasized  the  great  importance  of 
draining  subphrenic  abscesses  extraperi- 
toneally  and  have  pointed  out  the  impressive 
reduction  in  mortality  they  observed  after 
eliminating  trans-serous  routes  of  approach. 
In  the  personal  series  of  Ochsner  and  DeBakey 
the  mortality  for  transpleural  drainage  was 
50  per  cent;  for  transperitoneal,  42.8  per 
cent;  and  for  extraserous,  10.8  per  cent. 

Conclusion 

Perirenal  or  subdiaphragmatic  abscess 
should  be  suspected  in  all  cases  of  protracted 
sepsis  with  fever  and  leukocytosis  when  there 
is  an  antecedent  history  of  furuncles,  super- 
ficial infection,  or  inflammatory  lesions  of  the 
intra-abdominal  or  pelvic  viscera.  Early 
signs  of  localization  are  frequently  vague,  in- 
conspicuous, and  unconvincing.  As  the 
abscess  develops,  differential  diagnosis  be- 
comes less  difficult.  The  results  of  proper 
operative  treatment  are  excellent.  The  mor- 
tality in  late  cases  with  complications  is  high. 
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Discussion 

Dr.  Leo  E.  Gibson,  Syracuse , New  York — - 
Dr.  Powers  has  presented  two  very  interesting 
groups  of  cases.  He  has  been  fortunate  in  having 
the  opportunity  to  study  so  large  a series  of 
subphrenic  abscess.  I should  like  to  ask  if,  in 
his  cases,  the  abscesses  were  found  intraperi- 
toneally  as  in  the  majority  described  byOchsner. 

In  all  the  discussions  of  perirenal  infection  one 
is  somewhat  surprised  at  the  variety  of  termi- 
nology and  different  views  about  its  etiology. 
Symptoms  indicating  suppuration  in  or  around 
the  renal  cortex  denote  to  many  only  peri- 
nephritic  abscess,  regardless  of  the  possible  pres- 
ence of  renal  carbuncle,  multiple  cortical  ab- 
scesses, or  perinephritic  abscess.  Pathology  in 
these  lesions  is  quite  different.  Likewise,  some, 
and  I think  the  majority,  voice  the  conviction 
that  perinephritic  abscess  is  almost  invariably 
the  result  of  a blood-stream  infection  of  the  renal 
cortex  resulting  in  a cortical  abscess  which, 
after  all,  may  be  of  little  significance  but  which 
breaks  through  the  capsule  of  the  kidney  and 
produces  a perinephritic  abscess.  There  are 
others  who  agree  with  Vermooten  that  the  ab- 
scess develops  independently  of  any  pathology 
in  the  kidney. 

It  is  difficult  to  prove  either  contention.  Ex- 
ploration of  a kidney  through  a perinephritic 
abscess  is  difficult  and  dangerous.  Cortical 
abscesses  readily  heal  after  draining  into  the 
perirenal  space.  Any  evidence  of  their  presence 
is  obscure.  The  majority  of  cases  are  diagnosed 
only  after  several  weeks  of  illness,  consisting 
usually  of  an  unexplained  pyrexia.  If  an  early 
diagnosis  could  be  made  and  a prompt  explora- 
tion carried  out,  I think  more  evidence  of  sub- 
acute blood-stream  infection  of  the  kidney  cortex 
would  be  found.  The  question  appears  to  be  of 
academic  interest  only,  while  the  diagnosis  and 
treatment  are  of  first  importance. 

There  is  considerable  discussion  in  regard  to 
the  diagnostic  value  of  the  various  clinical  signs 
and  symptoms  exhibited  by  these  lesions.  No 
generally  accepted  solution  has  been  arrived  at 
regarding  these  factors. 

Regardless  of  the  confusion  in  the  diagnosis 
and  the  vagaries  in  the  clinical  picture,  a diag- 
nosis of  perirenal  infection  can  be  more  accu- 
rately made  if  we  have  the  luck  to  think  of  it. 
Certain  factors  are  then  searched  for  and  usually 
found.  A complete  history  is  of  the  greatest  im- 
portance. 

In  a series  of  20  cases  recently  studied,  14, 
or  over  65  per  cent,  presented  a history  of  periph- 
eral infection  such  as  infected  wounds,  osteo- 
myelitis, furunculosis,  either  by  itself  or  com- 
plicating diabetes,  paronychia,  and  acute  infec- 
tions of  the  upper  part  of  the  respiratory  tract. 
These  focal  infections  may  occur  five  to  twelve 


weeks  preceding  the  onset  of  symptoms  refer- 
able to  the  kidney  lesion.  Lesions  of  this  type 
may  entirely  heal  and  be  forgotten  by  the  pa- 
tient. Only  careful  questioning  will  bring  them 
to  light.  Two  cases  were  operated  upon,  and  a 
cortical  abscess  was  discovered  which  I am  sure 
would  have  drained  into  the  perirenal  space. 
Four  cases  revealed  definite  deformity  in  the 
retrograde  pyelogram  caused  by  large  cortical 
abscesses.  In  2 cases  there  was  a remission  of  all 
the  symptoms,  during  which  time  the  patient 
appeared  entirely  recovered  and  refused  sur- 
gery. Later,  a perinephritic  abscess  developed. 
I think  cortical  abscesses  were  present  which 
drained  into  the  perirenal  space,  temporarily 
relieving  the  pain  and  tenderness  that  returned 
on  development  of  the  perinephritic  abscess.  In 
10  cases  the  psoas  muscle  shadow  was  definitely 
obliterated,  and  in  practically  all  of  the  cases 
scoliosis  was  present  to  some  degree.  One  case 
had  been  confined  in  a sanatorium  as  tubercular, 
due  to  the  mimicry,  by  the  abscess,  of  the  lesion 
of  the  lung.  One  case  had  a fixation  of  the  thigh 
due  to  reflex  contraction  of  the  psoas  muscle.  In 
the  majority  of  the  cases  a few  pus  cells  were 
found  in  the  urine,  and  in  about  50  per  cent  of 
the  cases  staphylococci  were  recovered  on  cul- 
ture of  the  urine.  Fixation  of  the  kidney  or  re- 
duction of  function,  as  may  be  shown  in  the  in- 
travenous pyelogram,  was  of  no  material  aid  in 
the  diagnosis  of  these  cases.  In  1 case  the  ab- 
scess was  massive  and  surrounded  the  upper  pole 
of  the  kidney,  but  it  was  not  considered  a sub- 
phrenic  abscess.  In  considering  subphrenic 
abscess  as  being  located  intraperitoneally  or  im- 
mediately beneath  the  diaphragm  and  above  the 
liver  in  the  majority  of  cases,  the  provisional 
diagnosis  of  such  a lesion  offered  no  confusion 
in  this  series. 

The  studies  of  Ochsner  and  others  revealed 
that  85  per  cent  of  subphrenic  abscesses  are 
complications  of  intra-abdominal  suppurated 
processes  and  that  50  per  cent  of  those  occurring 
are  secondary  to  operative  lesions  of  the  appen- 
dix. This  history  is  as  important  as  that  of 
peripheral  infection  preceding  subacute  blood- 
stream infection  of  the  cortex  of  the  kidney. 
The  history  of  intra-abdominal  lesions  in  so 
large  a percentage  of  subphrenic  abscesses  ap- 
parently places  its  treatment  in  the  realm  of 
abdominal  surgery  rather  than  urology. 

The  diagnosis  of  these  lesions  is  interesting, 
but  it  is  evident  that  it  depends  upon  a correla- 
tion of  all  the  factors  in  the  case  at  hand.  There 
is  no  definite  pathognomonic  symptom. 

Dr.  L.  B.  Kingery,  New  York  City — It  has  been 
a great  pleasure  to  hear  the  interesting  and  in- 
structive paper  presented  by  Dr.  Powers.  It 
seems  logical  to  limit  the  term  “perinephric 
abscess”  to  pus  accumulated  within  the  loose, 
areolar  tissue  surrounding  the  kidney  and  en- 
closed by  Gerota’s  fascia  (the  true  perineph- 
rium).  Other  accumulations  near  the  kidney  but 
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outside  Gerota’s  fascia  are  paranephric  or  false 
perinephritic  abscesses,  whether  subphrenic, 
along  the  psoas,  or  postperitoneal  from  appen- 
dicular phlegmon,  etc.  As  Dr.  Powers  has  indi- 
cated, the  usual  etiologic  factors  are  quite  dis- 
tinct. The  perinephric  abscess  arises  first  as  a 
metastatic  lesion — blood  born  from  distant  foci 
such  as  furunculosis,  wound  and  bone  infections, 
diseases  of  the  upper  part  of  the  respiratory 
tract;  second,  by  direct  extension  from  a recent 
or  chronically  infected  kidney.  Rarely  direct  or 
lymphatic  extension  from  appendiceal  or  other 
inflammatory  areas  may  be  causative.  Sub- 
phrenic and  other  false  perinephritic  abscesses 
are  due  almost  invariably  to  the  direct  or  lym- 
phatic extension  of  intra-abdominal,  suppurative 
processes  concerned  with  the  appendix,  stomach, 
duodenum,  gallbladder,  etc. 

Most,  if  not  all,  perinephritic  abscesses  are 
secondary  to  renal  involvement,  and  to  label 
them  primary  is  somewhat  confusing.  Con- 
trary to  Dr.  Power’s  observations,  in  our  acute 
cases  due  to  staphylococcic  organisms  where  it 
seemed  feasible  and  safe  to  adequately  explore 
the  kidney,  cortical  abscesses  of  varying  size 
and  number  were  found  in  every  instance.  The 
symptoms  and  signs  of  subacute  focal  staphylo- 
coccic nephritis,  cortical  abscess,  and  peri- 
nephritic abscess  parallel  each  other  so  closely 
that  their  differentiation  is  often  impossible  save 
as  clinical  improvement  or  operative  intervention 
reveals  the  real  condition.  It  seems  to  me  that 
all  three  depend  on  the  same  hematogenous 
spread  of  pyogenic  bacteria  to  the  renal  paren- 
chyma. The  severity  of  the  resultant  lesion  de- 
pends on  the  local  and  general  resistance. 

As  Dr.  Powers’  cases  show,  simple  incision 
and  drainage  usually  completely  cures  this  type 
of  abscess,  the  exception  being  with  the  coinci- 
dent fulminating  pyemic  kidney,  such  as  was  en- 
countered in  his  1 fatality. 

In  the  more  chronic  forms,  urinary  tract  in- 
fections of  varying  duration  with  pus  in  the 
urine  and  renal  symptoms  usually  antedate  the 
onset  of  the  abscess.  The  primary  kidney  lesion 
may  be  a simple  pyelonephritis,  infection  with 
stone,  pyonephrosis,  polycystic  kidney  disease,  or 
tuberculosis,  and  the  formation  of  an  abscess 
constitutes  an  exacerbation  of  the  primary  dis- 
ease. The  exciting  organisms  are  commonly 
of  the  colon  group  or  mixed  types  rather  than  the 
pyogenic  cocci  as  a result  of  the  underlying  renal 
damage.  In  these  more  chronic  cases  the  mor- 
tality and  morbidity  are  much  greater  than  in 
those  of  the  acute  or  subacute  staphylococcic 
variety.  In  a considerable  percentage  of  cases, 
primary  nephrectomy  is  required.  In  others,  a 
persistent  sinus  tract  or  progressive  renal  de- 
struction makes  secondary  nephrectomy  neces- 
sary. 

The  diagnosis  of  perinephric  abscess  depends 
entirely  on  the  history  and  physical  findings, 
but  positive  x-ray  findings  may  also  be  helpful. 
The  classic  symptoms  of  pain  in  the  renal  area, 


accompanied  by  fever,  malaise,  leukocytosis, 
tenderness,  varying  muscular  rigidity  over  the 
affected  side,  tenderness  at  the  costovertebral 
angle,  presence  of  fullness  or  an  indistinct  mass 
in  the  flank  with  x-ray  findings  of  renal  fixation, 
haziness  in  the  kidney  outline,  obscuration  of  the 
edge  of  the  psoas,  together  with  curvation  of  the 
spine  with  the  concavity  toward  the  infected 
side,  give  a rather  clear  picture  of  the  condition. 
In  other  instances  the  only  symptoms  may  be 
those  of  prolonged  sepsis  and  malaise  with  few 
localizing  signs  and  no  urinary  symptoms.  The 
differential  diagnosis  of  subphrenic  and  peri- 
nephric abscess  may  be  difficult.  The  history 
and  diagnostic  signs  of  antecedent  intra-abdomi- 
nal disease,  together  with  the  x-ray  findings  out- 
lined by  Dr.  Powers,  may  give  a clue  to  the 
pathology  present.  Although  on  three  occasions 
I have  mistaken  subphrenic  or  psoas  abscess  for 
perinephric  suppuration,  my  experience  with  the 
former  is  somewhat  limited.  The  majority  of 
these  patients  are  seen  by  general  surgeons,  the 
abscess  often  complicating  previous  abdominal 
surgery. 

A recent  complicating  factor  in  the  diagnosis 
of  perirenal  suppuration  has  been  the  use  of  sulfa- 
nilamide or  related  drugs  for  unexplained 
fevers  without  a clear  diagnosis  preceding  the 
prescription.  Recently  the  fever,  localizing 
symptoms,  and  pain  were  alleviated  in  1 patient 
by  the  use  of  neoprontosil  and  a second  patient 
with  sulfanilamide.  The  patients  were  allowed 
to  leave  the  hospital  with  a diagnosis,  respec- 
tively, of  cholecystitis  and  gastrointestinal 
“flu.”  Both  patients  were  readmitted  subse- 
quently after  the  lapse  of  several  weeks  with 
more  certain  signs  and  were  operated  upon  for 
relief  of  staphylococcic  abscess. 

I have  the  x-ray  findings  in  these  2 patients 
with  some  further  cases  where  the  x-ray  was 
helpful. 

Case  1. — B.  R.,  a young  woman,  aged  24,  was 
readmitted  two  weeks  after  a previous  diagnosis 
of  cholecystitis.  The  urine  specimen  from  the 
right  kidney  showed  a few  scattered  pus  cells, 
and  staphylococci  were  found  in  the  smear. 
The  films  show  obscuration  of  the  right  psoas 
edge  with  some  incurvation  of  the  spine  toward 
the  right,  the  pyelograms  being  unremarkable. 
Operative  intervention  revealed  an  abscess  in 
the  perinephric  area  associated  with  a cortical 
abscess  occupying  about  one-quarter  of  the  lower 
aspect  of  the  cortex. 

Case  2. — D.  P.,  a child,  aged  9,  had  an  infected 
wound  of  the  knee  three  months  previously.  The 
patient  was  admitted  to  the  hospital  where  the 
septic  course  was  interrupted  by  the  use  of  neo- 
prontosil. There  was  slight  tenderness  in  the 
left  costovertebral  angle  and  anteriorally  over 
the  left  kidney.  No  other  physical  signs  were 
noticed  except  for  some  diarrhea  and  gastro- 
intestinal upset.  The  intravenous  pyelogram 
was  not  remarkable,  although  the  terminal 
cycles  were  not  well  filled.  The  patient  was  dis- 
charged with  a normal  temperature,  returning 
four  weeks  later  when  the  flat  film  of  the  ab- 
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domen  was  taken.  This  shows  the  scoliosis  of  the 
spine,  with  the  concavity  toward  the  left  side 
and  some  obscuration  of  the  psoas  edge  compared 
with  the  right  side  despite  the  marked  amount  of 
gas  present. 

Case  3. — J.  R.,  a child,  aged  8,  gave  a history 
of  only  two  days  pain  in  the  upper  right  quad- 
rant. On  admission  there  was  acute  tenderness 
in  the  right  upper  quadrant  and  in  the  right 
side  and  a suggestion  of  fullness  in  this  region. 
An  intravenous  pyelogram  taken  on  the  day  of 
admission  shows  failure  of  the  middle  and  minor 
calices  to  fill  with  little  detail  in  this  area.  Three 
days  later  a flat  film  of  the  abdomen  showed  ob- 
literation of  the  right  psoas  shadow,  lumbar 
scoliosis  with  concavity  toward  the  right,  to- 
gether with  indefinite  renal  outline  in  the  lower 
portion.  Operation  revealed  a perinephric  ab- 
scess with  a small  cortical  abscess  on  the  an- 
terior surface,  lower  pole  of  the  kidney. 

Case  4- — G.  K.,  a woman,  aged  20,  was  ad- 
mitted complaining  of  dragging  pain  in  the  right 
loin  of  five  weeks’  duration.  Several  days  prior 
to  the  onset  she  had  had  an  abscess  in  the  right 
buttock.  She  had  been  observed  in  another 
hospital  for  two  weeks  and  discharged  without 
a diagnosis.  Physical  examination  showed 
tenderness  in  the  right  loin  and  costovertebral 
angle.  Anteriorly,  there  was  a movable,  slightly 
tender  mass  the  size  of  a grapefruit,  apparently 
connected  to  the  kidney.  An  intravenous  pye- 
logram showed  some  obscuration  of  the  edge 
of  the  psoas  with  no  spinal  curvature.  A double 
kidney  on  the  right  side  was  seen,  with  a dis- 
tinct circumscribed  area  of  increased  density 
surrounding  the  lower  portion  of  the  right  kidney 
and  having  the  appearance  of  an  abscess.  Op- 
erative intervention  revealed  a perinephritic 
abscess  with  a small  cortical  lesion  on  the  poste- 
rior lower  pole  of  the  kidney. 

Case  5. — J.  N.  The  films  serve  to  indicate 
the  occurrence  of  a perinephric  abscess  extend- 
ing from  previously  infected  kidneys.  The  pa- 
tient had  polycystic  kidney  disease  with  double 


pelvis  on  the  left  side.  The  first  films  show  the 
clear  outline  of  the  enlarged  kidneys,  while  the 
pyelogram  indicates  the  irregularity  in  the  up- 
permost calices  and  poor  filling  in  the  lower 
pelvis  on  the  left  side.  Subsequent  films  showed 
obscuration  of  the  left  psoas  edge  with  an  indis- 
tinct outline  of  the  upper  pole  of  the  kidney — the 
site  of  a perinephric  abscess  which  was  opened. 
The  infecting  organism  was  the  Bacillus  aero- 
genes  lactis,  the  same  as  cultured  from  the  urine. 
A few  weeks  later  he  developed  symptoms  of 
pain  and  tenderness  on  the  right  side.  Films 
taken  at  this  time  showed  obliteration  of  the 
right  psoas  edge  with  rounded  area  of  increased 
density  overlying  the  lower  pole  of  the  right 
kidney  and  obscuring  its  outline.  This  second 
abscess  was  drained,  and  the  patient  was  dis- 
charged with  wounds  healed.  In  1939,  four 
years  later  after  incision  and  drainage  of  these 
bilateral  perinephric  abscesses,  the  patient  was 
readmitted  with  a painful  swollen  area  in  the 
upper  portion  of  the  left  incision.  The  abscesses 
had  recurred,  and  an  irregular-shaped  stone  had 
developed  in  the  upper  part  of  the  pelvis  on  the 
left  side.  At  operation  the  perinephric  abscess 
was  incised  and  drained,  and  the  calculus  was 
removed  by  nephrostomy  through  the  upper 
pole.  The  patient  recovered  and  was  discharged 
on  the  thirty-second  postoperative  day,  with  a 
small  sinus  still  persisting  in  the  upper  portion 
of  the  incision.  He  was  readmitted  in  April,  1939, 
with  the  sinus  still  draining  and  recurrent  stone 
at  the  same  site  where  the  calculus  had  pre- 
viously formed.  He  was  discharged  after  a week 
of  treatment  in  the  hospital  but  was  readmit- 
ted in  October,  1939,  with  a recurrence  of  an  ex- 
tensive abscess  in  the  same  area  about  the  upper 
pole  of  the  left  kidney.  This  patient  serves  as 
an  extreme  instance  of  the  complications  that 
may  follow  perinephric  abscess  when  associated 
with  seriously  damaged  and  infected  kidneys.  It 
forms  a striking  contrast  to  the  acute  staphylo- 
coccic metastatic  type  where  incision  and  drain- 
age are  followed  by  prompt  cure  and  with  no 
evident  gross  renal  damage. 


FOUR  RELAPSES  OF  PNEUMONIA  IN  SAME  PATIENT 


The  unusual  occurrence  of  a patient  suffering 
four  relapses  of  pneumonia,  due  to  four  different 
types  of  pneumococci,  all  within  a period  of 
fifty  days,  is  reported  in  the  Journal  of  the  Ameri- 
can Medical  Association  for  March  1 by  Drs. 
Edward  Bigg  and  Roger  A.  Harvey,  Chicago, 
who  state  that  recurrent  attacks  of  pneumonia 
are  extremely  common  but  that  a relapse  is  rare. 

They  define  relapse  as  an  affection  of  the  same 


or  different  lobe  of  a lung  a few  days  after  the 
original  infection  has  subsided.  In  contrast  to 
this,  a recurrence  can  take  place  years  after  the 
first  illness. 

The  authors  stress  the  importance  of  repeated 
laboratory  studies  of  the  sputum  for  the  identi- 
fication of  the  pneumococci  in  possible  cases 
of  relapse  so  that  appropriate  serum  and  drug 
treatment  can  be  given. 


The  Society  for  Psychotherapy  and  Psychopa- 
thology of  New  York  has  appointed  a committee 
headed  by  Dr.  Bernard  Glueck  to  arrange  for 
the  publication  of  one  or  more  of  the  books  of  the 
late  Dr.  Paul  Schilder.  Contributions  to  make 
such  publications  possible  may  be  sent  to  the 
secretary  of  the  committee,  Frank  J.  Curran, 
M.D.,  404  E.  55th  Street,  New  York  City. 


They  were  discussing  a certain  undefeatable 
and  irresistible  politician.  “Well,”  summed  up 
the  smoke  room  philosopher,  “I’ll  tell  you  this 
about  him.  He  might  have  typhoid,  and  re- 
cover; he  might  have  pneumonia,  and  recover; 
he  might  have  yellow  fever,  and  recover;  but— 
if  he  ever  had  lockjaw,  by  gad,  sir,  he’d  burst!” 

— Medical  Record 


ERUPTIONS  OF  PREGNANCY 

Maurice  J.  Costello,  M.D.,  New  York  City 


THE  pregnant  woman  is  subject  to  all  the 
dermatoses  that  occur  in  the  nonpreg- 
nant woman.  However,  a woman  is  more 
likely  to  suffer  from  certain  eruptions  due  to 
the  physiologic  burden  of  gestation.  These 
dermatoses  have  been  ascribed  to  diminished 
hormonal  activity  or  excessive  stimulation 
of  the  endocrines.  Several  dermatoses  occur 
almost  exclusively  in  the  prepartum  period. 
Chronic  eruptions  existing  prior  to  pregnancy 
may  be  either  ameliorated  or  aggravated 
during  the  time  of  gestation.  Women  who 
suffer  from  eruptions  at  the  time  of  men- 
struation are  more  likely  to  develop  skin 
diseases  when  pregnancy  occurs.  This  is 
evidenced  by  the  fact  that  herpes  simplex, 
hyperpigmentation  of  the  skin,  pruritus,  and 
urticaria  are  occasionally  observed  during 
both  periods.1,2 

The  eruptions  associated  with  pregnancy 
and  the  puerperium  may  be  arbitrarily  divided 
into  those  that  are  endocrine  in  nature,  being 
due  either  to  a diminution  or  to  an  increase 
in  the  anterior  pituitary  sex  principle,  and 
those  that  are  toxic  and  neurogenic.  Dermo- 
graphia  alba  and  rubra,  generalized  pruritus, 
urticaria,  prurigo  gestationis,  herpes  gesta- 
tionis,  impetigo  herpetiformis,  pruritus  vulvae 
et  ani,  fibroma  molluscum  gravidarum  (papil- 
loma colli)  are  the  cutaneous  manifestations 
that  are  probably  of  endocrine  causation. 

Pigmentary  changes  during  gestation  are 
also  due  to  an  endocrine  derangement.  These 
include  physiologic  hyperpigmentation  of  the 
genitals,  the  umbilicus,  the  face  (chloasma), 
the  linea  nigra,  and  the  secondary  areolas  of 
the  breasts.  Depigmentation,  as  guttate 
leukoderma  and  vitiligo,  are  rarely  seen. 

Edema,  flushing,  hyperhidrosis,  hyper- 
trichiasis,  palmar  and  plantar  telangiectasia, 
subcutaneous  hemangio-endotheliomas,  ery- 
thema multiforme,  and  changes  in  the  ap- 
pendages (hair  and  nails)  may  be  due  to 
disturbances  of  the  vascular  mechanism. 
This  may  be  caused  by  toxic  or  endocrine 
excitation  of  the  vegetative  nervous  system. 

Chronic  proliferative  gingivitis,  purpura, 
and  other  eruptions  to  which  a vitamin  de- 
ficiency contributes  will  be  discussed  later. 

Generalized  urticarial  cutaneous  mani- 
festations are  not  rare  in  the  latter  part  of 
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the  antepartum  period.  Dermographia  alba 
and  rubra  were  observed  in  about  75  per  cent 
of  the  pregnant  women  examined  by  Seitz.1 
The  normal  vasomotor  mechanism  of  the 
cutaneous  vessels  is  disturbed.  Sergent  thinks 
that  dermographic  alba  is  caused  by  an  in- 
adequate supply  of  epinephrine,  which  renders 
the  vessels  of  the  skin  more  permeable.1  The  i 
escape  of  serum  probably  explains  the  elastic  ■ 
puffiness  of  the  features  of  many  pregnant 
women. 

Pruritus  that  occurs  in  the  latter  half  of 
gestation  is  probably  the  most  frequent 
cutaneous  affection  of  pregnancy.  It  is 
often  generalized,  although  it  may  be  localized 
to  certain  areas — as  the  vulval  and  anal 
regions.  Oftentimes  there  are  no  objective 
symptoms  in  either  type.  Occasionally,  the 
Unear  parallel  excoriations  are  severe  enough 
to  suggest  pediculosis  corporis.  In  the 
locahzed  type  especially,  the  urine  and  blood 
should  be  examined  for  sugar  to  rule  out  dia- 
betes meUitus.  Since  varicose  veins  are  oc- 
casionally the  indirect  cause  of  pruritus  vulvae, 
they  should  be  considered  as  one  of  the  many 
etiologic  possibihties.3  Anogenital  pruritus 
may  be  associated  with  vaginitis,  edema  of 
the  vulva,  and  leukorrheal  discharge.  Ex- 
amination for  the  Trichomonas  vaginahs  is 
important.  Bland  found  this  parasite  in  7 
per  cent  of  300  pregnant  women  examined.4 
Trichomonas  vaginitis  may  be  accompanied 
by  intertriginous  eczema  resulting  from  leukor- 
rheal discharge  and  scratching.  These  in- 
flamed parts  may  harbor  virulent  organisms 
and  be  the  cause  of  puerperal  infection.5 
Pruritus  vulvae  et  ani  may  be  mycotic  in 
origin,  being  caused  by  the  Monilia  albicans 
or  other  yeastlike  organisms  and  the  Epi- 
dermophyton.  Burning  sensations  and  itch- 
ing are  common  symptoms  of  this  infection. 
The  anogenital  areas  present  a moist  ery- 
thematous eruption  with  demarcated  borders 
made  up  of  overhanging  epidermis.  The 
epidermis  on  the  labia  is  thickened  and  grayish 
white.  The  monilia  infection  may  be  pri- 
mary or  secondary  to  infection  of  the  vagina  or 
intestinal  tract.  Tinea  cruris  caused  by  the 
Epidermophyton  inguinale,  although  sharply 
demarcated  and  with  an  elevated  border,  is 
dry,  scaly,  and  fissured. 

Generalized  pruritus  and  nonmycotic  ano- 
genital pruritus  are  explained  on  the  endo- 
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Fig.  1.  Fig.  2.  Fig.  3. 

Fig.  1.  Herpes  gestationis — occurring  in  first  and  fourth  pregnancies. 

Fig.  2.  Erythema  palmare  appearing  on  the  sides  and  dorsal  surfaces  of  the  last  phalanx. 

Fig.  3.  Erythema  palmare  showing  macular  areas  of  telangiectasia  (courtesy  of  Drs.  Becker  and 
Obermayer). 


crine  or  neurogenic  basis,  especially  when 
they  disappear  after  parturition  and  recur 
with  subsequent  pregnancies.  These  patients 
are  more  likely  to  be  of  nervous  tempera- 
ment. 

A definite  dermatologic  entity,  known  as 
prurigo  gestationis  of  Besnier6  occurring  in 
the  latter  months  of  pregnancy,  is  seldom  men- 
tioned in  the  literature.  This  is  probably 
because  it  lost  its  identity  when  it  was  in- 
cluded in  the  group  of  other  pruriginous  der- 
matoses peculiar  to  pregnancy.  This  derma- 
tosis occurs  in  healthy  pregnant  women,  and 
it  consists  of  discrete  pinhead  to  lentil-sized, 
severely  scratched  papules  with  adherent 
blood  crusts.  The  lesions  occur  fairly  close 
together,  depending  upon  the  duration  and 
severity  of  the  eruption.  It  is  characteristi- 
cally confined  to  the  extensor  surfaces  of  the 
arms,  forearms,  dorsums  of  the  hands,  thighs, 
legs,  and  dorsums  of  the  feet.  In  severe 
cases  the  eruption  may  involve  the  shoulders, 
scapular  regions,  and  the  chest.  Its  onset  is 
gradual,  and  as  a rule  it  persists  until  the  end 
of  pregnancy,  when  it  promptly  disappears, 
leaving  small  pigmentations  at  the  sites  of  the 
former  lesions.  In  a number  of  cases  it 
recurs  with  each  pregnancy.  Unlike  the 


other  pruriginous  dermatoses  of  the  child- 
bearing period,  the  patient  receives  consider- 
able relief  from  antipruritics,  such  as  10  per 
cent  oil  of  cade  in  cold  cream.  It  is  my  im- 
pression that  about  2 per  cent  of  the  antepar- 
tum patients  at  Misericordia  Hospital  de- 
velop this  eruption.  There  is  great  constancy 
in  regard  to  the  location,  the  similarity,  and 
the  time  of  occurrence  of  this  eruption. 
Vesicles  and  bullas  are  never  seen  clinically 
in  this  dermatosis,  which  differentiates  it 
from  the  vesiculobullous  dermatoses  about  to 
be  described.  In  many  ways  the  eruption 
resembles  prurigo  mitis  of  childhood.  Twenty 
cubic  centimeters  of  the  blood  serum  of  a 
healthy  pregnant  woman  administered  every 
day  for  three  days  has  been  of  benefit  prob- 
ably because  of  its  estrin  content. 

Herpes  gestationis,  an  extremely  pruritic 
dermatosis  which  was  first  described  by 
Milton7  and  later  by  Duhring,8  occurs  at  any- 
time during  pregnancy  but  usually  after  the 
fifth  month  or  during  the  early  postpartum 
period.  This  eruption  consists  of  grouped 
vesicles  and  bullas  on  an  erythematous  base. 
These  lesions  first  appear  in  the  umbilical 
region,  accompanied  by  burning  and  itching. 
The  groins,  sides  of  the  abdomen,  breasts, 
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Fig.  4.  Herpes  gestationis — generalized  (cour- 
tesy of  Dr.  A.  Rostenberg). 


and  extensor  surfaces  of  the  extremities  be- 
come involved.  Later  the  eruption  may  be- 
come generalized,  affecting  the  face,  back,  and 
buttocks.  As  a rule  there  are  no  lesions  of 
the  mucous  membranes.  It  is  prone  to  recur 
in  succeeding  pregnancies.  Some  authors 
have  reported  recurrences  only  when  the  in- 
fant was  a boy,  which  I believe  was  coin- 
cidental. The  patient  I presented  before 
the  Manhattan  Dermatologic  Society  suf- 
fered from  this  eruption  in  her  first  and  fourth 
pregnancies,  and  the  infants  were  of  opposite 
sex.9  Several  vesiculobullous  lesions  may 
be  seen,  rarely,  in  the  infant.10  Buschke  in 
1896  reported  a case  in  which  the  infant  pre- 
sented pinhead  to  pea-sized  vesicles.  Mis- 
carriages, stillbirths,  and  monstrosities  have 
been  reported.  My  patient  gave  birth  to 
an  anencephalic  male  infant  with  spina  bifida 
in  the  second  pregnancy  in  which  the  erup- 
tion occurred. 

Ormsby  obtained  remarkable  results  by 
treating  a pregnant  woman  suffering  from 
this  disease  with  intramuscular  injections  of 
20  cc.  of  another  pregnant  woman’s  blood 
serum  at  five-day  intervals.  Maier,  Linser, 
and  Heyman  reported  similar  results. 

Herpes  gestationis  is  likely  to  occur  earlier 
and  to  be  of  greater  severity  in  succeeding 
pregnancies.11  Weidman  believes  that  it  is 
due  to  toxins  or  ptomaines  or  is  gonadotropic. 
The  variation  in  the  degree  of  pruritus  may 
be  due  to  a fluctuation  in  the  gonadotropic 
principle,  there  being  greater  quantities  in 
those  with  mild  pruritus  and  less  in  those  with 
severe  itching.  Eosinophilia  ranging  from 
28  to  51  per  cent  has  been  reported  in  the 
acute  phases  of  the  vesicular  eruption. 

The  prognosis  in  herpes  gestationis  is 
good.12  Duhring  said  that  herpes  gestationis 
resembled  dermatitis  herpetiformis  in  every 
respect  except  the  cause — pregnancy. 

Gellhorn  reported  a death  from  peritonitis 
and  sepsis  in  a pregnant  woman  four  days 
after  cesarean  section  was  performed.13  Since 
no  vaginal  examination  had  been  made  at 


Fig.  5.  Proliferative  Gingivitis  of  Pregnancy. 


any  time  prior  to  operation,  he  thought  that 
the  infection  was  due  to  the  fact  that  the 
incision  had  been  made  through  the  diseased 
skin. 

Impetigo  herpetiformis  is  rare  in  the 
United  States.  The  eruption  consists  of  f 
pinhead  to  lentil-sized  vesicopustules,  which 
in  the  beginning  are  discrete  but  soon  coalesce 
to  form  oozing,  crusted,  foul-smelling  lesions, 
surrounded  by  a zone  of  dull  erythema.  The 
lesions  thus  formed  spread  peripherally  by 
the  formation  of  new  pustules,  leaving  red- 
dened shiny  apparently  healed  areas.  In  the 
genitocrural  regions  large,  denuded,  crusted, 
soggy,  erythematous  lesions  are  encountered.14 
In  the  beginning  it  involves  especially  the 
lower  part  of  the  trunk  and  the  lower  ex- 
tremities. It  finally  becomes  generalized. 

Severe  constitutional  symptoms  accom- 
pany this  dermatosis.  There  are  fever,  rapid 
pulse,  vomiting,  diarrhea,  arthritic  pains,  and 
great  prostration.  Anorexia,  severe  pruritus, 
and  insomnia  lead  to  rapid  loss  of  strength 
and  weight.  Unlike  the  other  pruriginous 
dermatoses,  lesions  of  the  mucous  membranes 
are  present,  especially  in  the  mouth  cavity. 
They  consist  of  grayish  white  plaques  bordered 
by  detached  necrotic  mucous  membrane. 
They  are  painful  and  interfere  with  mastica- 
tion and  deglutition.  The  dermatosis  at 
this  point  resembles  the  later  stages  of 
chronic  pemphigus  vulgaris.  Spontaneous 
abortion  has  been  followed  by  recovery. 
Bacteriologic  examination  of  the  blood  and 
of  the  pustules  fail  to  show  a causative 
organism. 

The  exact  cause  of  impetigo  herpetiformis 
is  unknown.  It  may  be  due  to  a toxemia  or 
to  an  infection.  Wolff-Eisner  advanced  the 
theory  of  a foreign  protein  reaction,  anaphy- 
lactic in  nature,  finding  its  origin  in  the  uterus. 
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Fig.  6.  Fig.  7. 

Fig.  6.  Prurigo  gestationis. 

Fig.  7.  Mucous  patches,  moist  papules  of  secondary  syphilis. 


Mayer  thought  it  resulted  from  a toxemia 
and  that  the  organism  did  not  react  ade- 
quately with  sufficient  antitoxin.  Duhring 
believed  that  both  impetigo  herpetiformis  of 
Hebra  and  herpes  gestationis  of  Authors 
should  be  placed  under  dermatitis  herpeti- 
formis, both  being  varieties  of  the  one  patho- 
logic process.15  Because  of  the  occasional 
manifestation  of  convulsions,  the  endocrine 
theory  of  causation  has  its  advocates.  They 
believe  that  the  source  of  the  trouble  is  the 
parathyroid  glands.  The  maternal  mortality 
is  between  70  and  80  per  cent.  Mayer  ob- 
tained cures  in  several  cases  by  the  injection 
of  20  cc.  of  blood  serum  of  a healthy  pregnant 
woman  in  an  attempt  to  supply  the  antitoxin.16 

Like  the  aforementioned  dermatoses,  ery- 
thema multiforme  gestationis  may  occur  at 
any  time  during  pregnancy  or  the  postpartum 
period,  disappear  after  delivery,  and  recur 
with  subsequent  pregnancies.17  The  erup- 
tion is  preceded  by  intense  burning  and  itching 
and  elevation  of  temperature.  The  early 
lesions  are  pale  erythematous  patches,  which 
soon  show  urticaria-like  changes.  They  be- 
come bright  red,  varying  in  size  and  shape 
and  coalescing  in  some  places.  There  is  a 
predilection  for  the  extensor  surfaces  of  the 
extremities.  Lesions  of  the  mucous  mem- 
branes may  be  present.  Ashton  L.  Welsh,18 
in  discussing  a case  of  Madden’s  before  the 
Minnesota  Dermatologic  Society,  stated  that 
in  these  cases  he  had  been  able  to  isolate  a 
streptococcus  from  the  nasopharynx  of  the 
type  he  had  previously  isolated  from  non- 
pregnant patients  suffering  with  erythema 
multiforme.  It  is  differentiated  from  gesta- 
tional pemphigus,  which  it  resembles  in  the 
early  stages,  by  the  fact  that  salt  retention 
was  demonstrable  in  the  latter  condition  but 
not  in  erythema  multiforme.1  It  may  be 


caused  by  a toxemia  of  pregnancy  as  reported 
by  Kaiser. 

Brickner  described  a disease  that  is  seldom 
included  in  the  dermatoses  of  pregnancy;  he 
named  it  fibroma  molluscum  gravidarum.19 
It  might  better  have  been  called  papilloma 
colli,  because  the  lesions  are  seen  most 
frequently  on  the  sides  and  front  of  the  neck. 
It  also  occurs  on  the  breasts  and  inframam- 
mary regions.  The  lesions  appear  in  the 
latter  half  of  pregnancy,  gradually  increase 
in  size,  and  undergo  involution  after  delivery. 
From  a clinical,  histologic,  and  endocrinologic 
point  of  view  they  are  analogous  to  the  cu- 
taneous tags  described  by  Templeton20  (which 
occur  during  the  menopause).  They  are  pin- 
head to  half-pea-sized,  flesh-colored,  or  pig- 
mented excrescenses.  One  of  the  gonado- 
tropic hormones  is  an  ectodermal  stimulant. 
In  pregnancy  and  the  menopause,  in  which 
these  cutaneous  tags  occur,  certain  hormones 
exist  in  the  urine  which  are  common  to  the 
two  conditions.  Aschheim  recently  stated 
that  certain  identical  ovarian  follicular  re- 
actions take  place  in  experimental  animals 
after  the  injection  of  the  urine  of  pregnant 
women  and  women  who  have  reached  the 
menopause.  They  are  soft  fibromas.  There 
is  no  clinical  evidence  that  they  are  warts. 
There  is  no  thickening  or  hypertrophy  of  the 
horny  layer  on  histologic  examination. 

Hyperpigmentation  is  seen  during  preg- 
nancy and  is  progressive,  occurring  in  typical 
locations.  The  cause  of  these  deposits  of 
melanin  is  unknown.  It  has  been  ascribed  to 
slow  circulation  in  the  capillaries,  hyper- 
trophy of  the  adrenal  glands,  increase  in  the 
melanophore  cells  and  stimulation  by  hor- 
mones from  the  hypophysis  cerebri,  lack  of 
vitamin  F,  and  abnormal  iron  metabolism.4 
Zondek  thinks  that  the  adrenals  or  mid- 
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pituitary  may  be  responsible  for  this  condition. 
Changes  in  the  cutaneous  appendages  have 
been  observed.  Chargin  reported  onycholy- 
sis.21 Subungual  keratoses  and  other  ony- 
chodystrophies have  been  reported  in  suc- 
cessive pregnancies.  Diffuse  thinning  of  the 
hair  of  the  scalp  is  seen  more  frequently  than 
alopecia  areata.  The  lineae  striae  of  preg- 
nancy frequently  observed  must  be  explained 
by  stretching  and  increased  tension  of  the 
skin  of  the  abdomen,  buttocks,  and  thighs, 
due  to  increase  in  the  panniculus  adiposus. 
The  elastic  fibers  of  the  corium  are  ruptured. 

Half  the  pregnant  women  develop  edema. 
There  is  a type  peculiar  to  pregnancy  which 
does  not  pit  on  pressure  and  causes  thickening 
of  the  features.  This  differs  from  the  edema 
following  toxemia,  cardiac  insufficiency,  ne- 
phritis, or  hepatic  disease,  all  of  w hich  pit  on 
pressure.  The  latter  type  of  edema  is  com- 
mon in  the  morning  when  the  patient  rises. 
It  frequently  affects  the  feet,  hands,  and 
eyelids.  It  becomes  reduced  during  the  day  as 
the  circulation  improves.  It  is  caused  by 
exudation  of  serum  into  the  tissues,  due  to 
pathologic  changes  in  the  blood  and  capil- 
laries. 

The  edema  that  becomes  worse  during  the 
day  is  explained  on  a mechanical  basis.  It 
follows  pressure  of  the  fetus  on  the  large  veins 
on  the  extremities  preventing  normal  venous 
return.  Edema  accompanied  by  hypertension 
is  ominous. 

Becker  and  Obermayer  reported  a patient 
suffering  from  erythema  of  the  palms  as 
part  of  generalized  telangiectasia  occurring 
during  pregnancy. 22  It  appeared  in  the  fourth 
month  of  her  third  pregnancy.  There  were  a 
number  of  telangiectatic  areas  from  5 to  10 
mm.  in  diameter  resembling  spider  nevi, 
scattered  over  the  face,  chest,  and  arms. 
Three  wreeks  after  delivery  the  palmar  red- 
ness faded  and  the  telangiectatic  lesions  dis- 
appeared. 

Feldman  presented  a pregnant  woman  with 
a similar  eruption  affecting  the  palms  and 
soles.23  The  eruption  occurred  in  three  of 
her  four  pregnancies;  the  issues  of  these 
pregnancies  died  of  hemorrhages  of  the  new- 
born. Postmortem  investigation  revealed 
hemorrhages  in  the  brain,  kidneys,  and  spleen. 

The  lesions  occurred  on  the  thenar  and  hy- 
pothenar  eminences  • of  the  palms.  These 
areas  were  studded  with  vermillion-colored 
maculas  measuring  2 mm.  in  diameter. 
There  was  no  pain  or  itching.  The  eruption 
did  not  appear  in  the  pregnancy,  which  re- 
sulted in  a healthy  infant. 


Davis24  states  that  the  occurrence  of  sub- 
cutaneous hemangio-endotheliomas  during  the 
latter  half  of  gestation  is  not  an  uncommon 
finding.  They  may  appear  for  the  first  time 
during  pregnancy,  or  there  may  be  a rapid 
increase  in  the  size  of  pre-existing  lesions. 
They  are  most  commonly  seen  on  the  middle 
vertical  third  of  the  face  (usually  around 
the  eyes)  and  occur  less  frequently  on  the 
breasts  and  umbilical  regions.  They  are 
single,  rarely  multiple,  vascular,  pigmented, 
wrarty  growths,  from  pinhead  to  pea-sized, 
which  are  freely  movable  upon  the  underlying 
tissues.  There  is  an  associated  hyperpig- 
mentation occurring  elsewhere,  and  there  is 
nevoid  dilatation  of  the  surrounding  veins. 
These  lesions  gradually  regress  after  parturi- 
tion and  may  be  repeated  in  subsequent  preg- 
nancies. 

In  the  great  majority  of  cases,  histologic 
examination  is  that  of  a simple  nevus,  unless 
malignant  changes  occur.  Davis  was  able 
to  collect  11  cases  from  the  antepartum  clinics 
in  a period  of  two  years.  Three  of  these  cases 
were  considered  malignant  because  of  their 
rapid  growth  and  wide  infiltration.  It  is 
not  infrequent  for  nevi  and  previously  existing 
tumors  to  increase  in  size  during  pregnancy. 

Condylomas  acuminatums  (venereal  warts) 
are  by  no  means  observed  only  in  pregnant 
women.  Verrucae  present  at  the  onset  of 
pregnancy  may  increase  in  size  and  number. 
They  may  not  appear  until  the  middle  months 
of  gestation,  at  which  time  they  may  increase 
until  the  masses  become  plum-sized,  obscuring 
the  labia  and  fourchet.  They  may  cause 
difficulty  at  the  time  of  delivery,  increasing 
the  danger  of  infection. 

Proliferative  gingivitis  of  pregnancy  was 
described  by  Wetzel5  and  by  Monash.25 
There  is  a proliferation  of  the  interdental 
gum  tissue,  which  forms  dark  red,  vegetative- 
like  protuberances.  There  is  evidence  of 
poor  dental  care.  The  condition  progresses 
during  pregnancy,  undergoes  involution  at 
its  termination,  and  recurs  in  subsequent 
pregnancies.  Varying  degrees  of  this  con- 
dition are  observed  in  50  per  cent  of  all 
pregnant  women.  There  is  sponginess  and 
bleeding  of  the  gums  with  occasional  loss  of 
teeth.  There  is  no  pain,  though  mastication 
may  be  difficult.  The  possible  causes  are 
altered  buccal  secretions,  altered  metabolism, 
toxemia,  and  lack  of  calcium  or  vitamin  C. 

Improvement  has  been  observed  in  several 
cutaneous  disorders  during  pregnancy.  Pso- 
riasis is  a notable  example.  Petrini  observed 
a patient  in  whom  psoriasis  cleared  up  in 
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each  of  her  five  pregnancies.  Spitzer26  made 
a similar  observation,  the  patient  having  a re- 
currence between  each  of  her  nine  pregnancies. 
Levy  and  Franke  have  observed  cases  where 
psoriasis  occurred  for  the  first  time  during 
pregnancy.  Eczema  may  appear  only  during 
gestation,  or  a previously  existing  eczema  may 
be  aggravated  at  that  time.27  I have  ob- 
served eczema  of  the  nipples  and  areolas  of 
the  breasts  in  the  antepartum  period  and  dur- 
ing lactation.  The  condition  is  frequently 
aggravated  by  nursing,  at  times  requiring 
the  removal  of  the  infant  from  the  breast. 
Acne  may  improve  or  appear  for  the  first  time 
during  gestation.  Cutaneous  tuberculosis  is 
often  aggravated  during  gestation,  and  there 
is  a dearth  of  syphilitic  eruptions  during  the 
childbearing  period.  Pregnancy  has  a salu- 
tary effect  on  maternal  syphilis,  often  sup- 
pressing or  ameli  orating  its  cutaneous  mani- 
festations.29 

The  eruptions  of  pregnancy  just  described 
are  capricious  in  regard  to  time,  duration, 
recurrence,  and  severity.  They  are  multi- 
form in  character,  polymorphous  in  type, 
acute  in  onset,  and  in  many  instances  de- 
cidedly inflammatory,  as  evidenced  by  ery- 
thema, vesiculation,  and  bullous  formation. 
There  are  all  gradations  of  the  eruptions  of 
pregnancy,  from  generalized  pruritus  to  the 
acute  fulminating  vesiculopustular  derma- 
tosis, impetigo  herpetiformis,  which  usually 
terminates  in  death. 
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Discussion 

Dr.  Mark  Heiman,  Syracuse , New  York — 
The  primary  effort  of  Dr.  Costello  in  presenting 
this  paper  is  to  group  the  eruptions  of  pregnancy 
(although  they  represent  nearly  twenty  derma- 
toses) into  a separate  classification.  Whether 
we  should  consider  them  all  as  being  truly 
pathologic  or  due  merely  to  overburdened 
physiology  is  problematic.  Their  recession  or 
disappearance  at  delivery  or  a short  period 
following  the  same  bespeaks  of  either  hypo-  or 
hyperendocrinal  activity  and  either  pituitary, 
adrenal,  ovarian,  or  thyroid  and  still  must  be 
considered  physiologic. 

We,  as  dermatologists,  with  few  exceptions 
have  no  difficulty  in  diagnosing  these  dermatoses 
clinically.  However,  our  efforts  to  relieve  these 
women  from  their  symptomatology  is  not  so 
readily  attained. 

Naturally,  one  cannot  discuss  this  paper  in 
detail,  and  because  our  essayist  has  so  credibly 
described  these  dermatoses  I have  no  additional 
comment  to  offer.  However,  I desire  to  add  to 
the  group,  lichen  planus.  I have  observed  it 
several  times  during  the  latter  months  of  preg- 
nancy, but  more  often  several  months  after 
delivery,  usually  in  a primipara.  As  its  etiology 
is  still  uncertain,  possibly  we  might  add  it  to  the 
neurogenic  classification. 

For  the  sake  of  argument  I wish  to  supplement 
this  particular  group  with  an  additional  entity — 
namely,  pityriasis  rosea.  I have  observed  it 
several  times  during  pregnancy,  and  it  usually 
appears  during  the  second  trimester  of  gestation. 
While  I cannot  definitely  substantiate  its  ap- 
pearance or  state  with  exactness  its  role  in  rela- 
tionship to  this  particular  group,  still  I desire  to 
make  it. 

I have  seen  psoriasis  aggravated  during  preg- 
nancy, and  then  again  I have  observed  its  ret- 
rogression, finally  appearing  after  delivery,  and 
then  a subsidence  with  following  pregnancies. 

I believe  herpes  gestationis  to  be  dermatitis 
herpetiformis  (Duhring)  and  have  observed  it 
only  recently  during  a fourth  pregnancy  with  a 
definite  history  of  its  presence  during  the  three 
prior  gestations — no  dermal  lesions  in  the  interim, 
except  possibly  grouped  pigmented  areas,  which 
gradually  disappeared. 
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Prurigo  gestationis  (Besnier)  occurring  in  the 
last  trimester  has  been  admirably  described  by 
our  essayist;  and,  despite  the  fact  that  he  states 
its  incidence  is  about  2 per  cent  at  Misericordia 
Hospital,  I personally  do  not  recall  ever  observ- 
ing this  entity  until  the  above-named  cap- 
tion. 

From  a historical  point  of  view  it  was  quite 
interesting  to  read  a book  published  by  Max 
Joseph  in  1895  in  reference  to  impetigo  her- 
petiformis. It  was  first  described  by  Ferdinand 
Hebra  of  the  Viennese  School  in  1872  with  due 
emphasis  that  the  primary  lesion  was  a pustule. 
A few  years  later  Kaposi  from  the  same  school 
made  additional  observations.  Occasionally,  the 
lesions  become  papillomatous  and  so  suggestive  of 
pemphigus  vegetans.  Dr.  Costello  describes  the 
condition  quite  clearly  but  thinks  that  the 
primary  lesions  are  either  vesicles  or  bullas.  I 
am  inclined  to  believe  that  they  are  always  pus- 
tules and  appear  in  crops.  It  is  noteworthy 
that  cases  of  impetigo  herpetiformis  were  re- 
ported by  du  Mesuil  and  Marx  in  nonpregnant 
women.  Likewise,  Kaposi  and  Pataky  re- 
ported cases  in  the  man.  Neumann  named  the 
disease,  owing  to  the  presence  of  primary  pus- 
tules, herpes  pyaemicus  and  states  that  clinical 
examination  revealed  peritonitis,  as  well  as  peri- 
and  parametritis. 

It  is  natural  to  infer,  as  Dr.  Costello  states, 
that  the  etiologic  factor  is  either  an  infection  or 
a virulent  toxemia.  From  a clinical  standpoint 
we  have  three  different  dermatoses — namely, 
prurigo  gestationis  (Besnier),  herpes  gesta- 
tionis, and  impetigo  herpetiformis — presenting, 
as  primary  lesions,  a papule,  vesicle  or  bulla, 
and  a pustule,  respectively. 

Possibly  the  most  distressing  eruption  of  this 
particular  group  is  a generalized  urticaria,  and, 
not  unlike  a similar  condition  in  the  nonpreg- 
nant, this  eruption  is  quite  resistant  to  therapy. 
The  intravenous  injection  of  10  cc.  of  a 10  per 
cent  solution  of  strontium  bromide  may  afford 
some  relief.  Personally  I have  not  used  torantil, 
fearing  nausea  and  possibly  emesis. 

In  conclusion,  manifestations  arising  from 
the  invasion  of  the  Trichomonas  vaginalis,  the 
pruritus  vulvae  et  ani  induced  by  the  Monilia 
albicans  or  other  yeast  organisms,  and  tinea 
cruris  induced  by  the  epidermophyton  inguinale 
do  not  belong,  I believe,  to  this  category.  All 
were  probably  existent  prior  to  gestation;  and 
I admit  that  with  the  advent  of  additional 
vaginal  discharge  and  edema  of  the  genitalia  a 
better  medium  was  obtained,  and  so  a better 
growth  ensued.  Finally,  I believe  Dr.  Costello 
is  to  be  congratulated  upon  this  unique  presenta- 
tion. He  has  utilized  in  its  compilation  quite 
an  extensive  bibliography  and  at  the  same  time 
has  contributed  much  of  his  own  personal  ef- 
forts. 

Dr.  Henry  D.  Niles,  New  York  City — One 
feature  that  especially  interested  me  in  Dr. 


Costello’s  excellent  and  instructive  paper  was  his 
discussion  of  the  soft  fibromas  that  are  seen  on 
the  neck  of  pregnant  women.  I was  not  well 
acquainted  with  this  condition  until  a few  years 
ago  when  a patient  who  was  about  four  months’ 
pregnant  consulted  me  about  these  lesions  on 
her  neck.  She  said  that  her  obstetrician  had 
told  her  that  they  were  common  in  preg- 
nancy. 

I do  not  believe  that  the  average  dermatologist 
is  aware  of  the  frequency  of  these  lesions  during 
pregnancy  and  at  the  menopause.  I have 
treated  three  or  four  patients  with  this  con- 
dition by  daily  inunctions  of  a cream  contain- 
ing estrogenic  hormone.  This  treatment  was 
suggested  to  me  by  an  internist  and,  so  far,  my 
results  have  been  satisfactory. 

I was  also  especially  interested  in  Dr.  Costello’s 
paper  because  of  a patient  whom  I have  been 
treating  in  the  last  few  weeks.  When  I first 
saw  her  she  was  in  her  sixth  month  of  pregnancy 
and  presented  a widespread  eruption  of  erythema 
multiforme  with  typical  bullous  and  iris  lesions. 
Later  the  appearance  of  the  eruption  changed 
completely  and  resembled  a dermatitis  venenata 
with  many  small  papules  and  vesicles  over  the 
entire  body  except  the  face.  Her  discomfort  and 
itching  became  so  intense  that  she  was  hos- 
pitalized, and  the  pregnancy  was  terminated  at 
about  eight  and  one-half  months.  Immediately 
after  evacuation  of  the  uterus,  the  eruption 
greatly  improved  and  the  itching  became  much 
less  severe,  but  a few  days  after  this  she  de- 
veloped new  pemphigus-like  lesions,  consisting 
of  large  bullas  arising  from  the  normal  skin  on 
the  flexor  surfaces  of  her  upper  arms,  neck,  and 
Ups.  She  had  57  per  cent  eosinophiles,  which  is 
higher  than  any  of  the  figures  which  Dr.  Cos- 
tello mentioned.  The  multiformity  of  lesions 
and  the  variation  in  the  clinical  picture  at  dif- 
ferent times  in  this  case  are  characteristic  of 
eruptions  occurring  during,  and  immediately 
after,  pregnancy. 

Dr.  Timothy  J.  Riordan,  New  York  City — Out 
of  the  many  skin  conditions  observed  in  preg- 
nancy, three  are  particularly  associated  with  this 
condition.  Of  these,  the  outstanding  one  is 
herpes  gestationes.  This  vesicobullous  condi- 
tion presents  a real  problem  to  the  derma- 
tologist, the  obstetrician,  and  the  patient  because 
of  the  severe  itching.  I beheve  it  aids  the 
patient’s  mental  reaction  by  reassuring  her  that 
the  symptoms  and  the  condition  will  subside 
when  the  pregnancy  is  terminated.  It  can  also 
be  stated  that  occasionally  one  severe  attack  may 
follow  soon  after  delivery.  I have  collected 
about  8 cases  in  my  experience,  and  it  is  worth 
noting  that  in  these  the  itching  was  relieved  best 
by  the  use  of  sulfur  combined  with  balsam  of 
Peru  about  5 to  10  per  cent  buffered  with 
prepared  chalk  and  soft  soap.  This  is  also  the 
formula  that  is  used  in  the  treatment  of 
scabies. 


HEREDITARY  LYMPHEDEMA  (NONNE-MILROY-MEIGE) 

Report  of  a Family  with  Hereditary  Lymphedema  Associated  with  Ptosis  of 
the  Eyelid  in  Several  Generations 

David  Bloom,  M.D.,  New  York  City 


THE  purpose  of  this  paper  is  to  report  a 
family  in  which  members  of  several  gen- 
erations were  affected  with  chronic  lymph- 
edema of  the  lower  extremities  in  association 
with  ptosis  of  one  or  both  upper  eyelids.  I 
discovered  the  lymphedema  accidentally  in 
the  original  patient  when  he  consulted  me  for 
recurrent  furunculosis.  His  rather  remark- 
able cooperation  made  it  possible  for  me  to 
examine  personalty  all  the  affected  and  several 
of  the  nonaffected  members  of  the  family. 

Although  this  type  of  lymphedema  offers 
many  points  of  scientific  interest  worthy  of 
discussion,  I will  limit  this  report  to  a de- 
scription of  the  family  and  to  a discussion  of 
some  points  that  are  of  importance  in  regard 
to  the  pathogenesis  of  this  abnormality. 

Terminology 

If  there  is  any  justification  for  attaching 
names  of  investigators  to  disease  terms  the 
name  of  Nonne  should  be  added  to  that  of 
Milroy  and  Meige,  for  Nonne1  was  the  first 
to  report  a family  with  this  type  of  edema  in 
1891,  while  Milroy2  published  his  report  in 
1892,  and  Meige3  in  1899.  Nonne  used  the 
term  “congenital  hereditary  elephantiasis,” 
and  since  then  this  term  has  been  frequently 
employed  in  the  German  literature.  Since 
Milroy,  an  Omaha  physician,  has  published 
his  report  in  the  New  York  State  Journal 
of  Medicine,  hereditary  edema  has  been 
known  as  “Milroy’s  disease.”  In  France  the 
term  “trophoedeme  de  Meige”  is  being  used, 
for  this  author  introduced  the  term  tropho- 
edema  because  he  assumed  that  changes  in 
trophic  centers  of  the  spinal  cord  were  the 
cause.  However,  this  nervous  theory  is  not 
yet  definitely  proved,  although  its  correctness 
seems  to  be  indicated  by  some  facts.  I, 
therefore,  prefer  not  to  use  the  term  tropho- 
edema,  which  anticipates  definitely  the 
pathologic  nature  of  the  process.  The  term 
elephantiasis  is  not  correct,  since  the  fibrosis 
which  is  present  in  many  cases  is  secondary 
due  to  accumulation  of  lymph  fluid,  which  is 
known  to  stimulate  fibroblastic  growth.  In 


other  cases,  probably,  the  fibrosis  is  also  the 
result  of  recurrent  attacks  of  inflammation 
due  to  infection  with  the  streptococcus. 

Although  in  all  the  8 affected  members  of 
the  family  described  by  Nonne  and  in  20  out 
of  22  members  of  the  family  reported  by 
Milroy  the  edema  appeared  at,  or  soon  after, 
birth,  in  the  cases  of  Meige  and  in  most  of  the 
reports  published  later  the  abnormality  was 
noticed  in  childhood  and  in  later  life,  but 
mostly  in  the  second  decade.  The  term 
“congenital”  is,  therefore,  to  be  discarded  in 
the  designation  of  the  anomaly. 

Report  of  a Family  (See  Family  Tree, 
Fig.  1) 

Case  1 (No.  23).* — A.  C.,  a white  man,  aged 
39,  born  of  Russian- Jewish  parents,  came  to  see 
me  in  September,  1939,  complaining  of  recurrent 
furunculosis.  He  seemed  otherwise  to  be  in 
good  general  health.  He  was  an  electrician  by 
occupation  and  attended  to  his  work  without  any 
difficulty. 

On  examination,  two  abnormal  features  w ere 
noted — namely,  ptosis  of  the  left  upper  eye- 
lid wrhich  covered  almost  the  upper  half  of  the 
cornea  (Fig.  2)  and  a considerable  padlike  thick- 
ening of  the  ankles  of  both  feet  (Fig.  3).  This 
swelling  felt  soft  and  left  slight  pitting  on  pres- 
sure. The  legs  up  to  the  knee  were  only  slightly 
edematous.  The  feet  and  toes  looked  thickened, 
and  the  dorsum  of  the  toes,  particularly  of  the 
large  and  second  toes,  showed  verrucose  forma- 
tion. There  was  maceration  of  the  webs  of  the 
toes,  which  were  close  together  because  of  their 
increased  thickness.  Both  legs  and  feet  showed 
moderately  large  varicose  veins.  Over  the 
sacral  region  there  was  a tuft  of  hair. 

Questioning  elicited  the  fact  that  the  ptosis 
had  been  present  since  infancy  and  that  the 
swelling  of  his  ankles  and  legs  had  started  at  the 
age  of  16.  Within  a few  years  following  its 
appearance,  the  edema  gradually  increased  to  a 
certain  size ; this  has  persisted  since  then  without 
any  further  change  in  extent  or  intensity.  While 
the  edema  of  the  legs  used  to  disappear  following 
rest  in  bed,  the  edema  of  the  ankles  receded  only 
slightly.  The  patient  had  been  wearing  elastic 
bandages  which  helped  him  to  go  about  his 
work  without  any  discomfort  and  kept  the  swell- 
ing of  his  legs  from  becoming  larger.  For  about 


* Presented  at  the  Manhattan  Dermatological  So- 
Read  at  the  Annual  Meeting  of  the  Medical  Society  ciety  in  October,  1939;  Bronx  Dermatological  Society, 

of  the  State  of  New  York,  New  York  City,  May  7,  1940.  January,  1940;  and  Atlantic  Dermatological  Conference, 

Attending  dermatologist,  Sydenham  Hospital.  March,  1940. 
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HEREDITARY  LYMPHEDEMA  (mILROY-MEIGE) 
ASSOCIATED  WITH  PTOSIS  OF  THE  EYELID 
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Fig.  1.  Family  Tree. 


eight  years  following  the  development  of  the 
edema  the  patient  had  recurrent  attacks  of  in- 
flammation of  both  legs  which  started  with  pain 
in  the  groin  and  were  associated  with  high  fever 
and  chills,  confining  him  for  several  days  to  bed. 
These  acute  attacks,  which  were  diagnosed  by 
his  physician  as  erysipelas,  occurred  twice  or 
three  times  a year  and  had  ceased  entirely  fifteen 
years  ago. 

Further  questioning  revealed  that  other  mem- 
bers of  his  family  were  affected  with  a much 
more  considerable  edema  of  one  or  both  extremi- 
ties and  that  all  of  them  also  had  ptosis  of  one 
or  both  upper  eyelids.  The  affected  members 
were  his  younger  brother  (No.  24),  one  of  his 
sisters  (No.  25),  his  father  (No.  12),  one  of  his 
paternal  aunts  (No.  20),  and  his  paternal  grand- 
father (No.  4). 

The  patient  is  married  and  has  3 children — 2 
boys,  aged  10  and  7 years,  and  a girl,  aged  19 
months.  Both  boys  show  ptosis  of  the  right 
upper  eyelid  but  no  swelling  of  the  extremities 
(Nos.  33  and  34),  while  the  girl  has  not  yet  shown 
any  abnormality. 

Examination:  Heart  and  lungs  were  normal. 

The  blood  pressure  was  120  diastolic  by  80 
systolic.  Examination  of  the  urine  gave  nega- 
tive results.  The  Wassermann  reaction  of  the 
blood  had  been  found  negative  two  years  and  one 
year  previously.  The  basal  metabolic  rate  was 
—6  per  cent.  Examination  of  the  blood  on 
January  23,  1940,  showed  97  per  cent  hemo- 
globin; 5,200,000  red  cells;  9,500  white  cells; 
and  240,000  platelets.  The  color  index  was  0.96 
per  cent.  The  differential  count  showed  2 per 
cent  eosinophiles;  9 per  cent  stab;  44  per  cent 
segment;  20.5  per  cent  small  lymphocytes;  1.5 
per  cent  large  lymphocytes;  4.5  per  cent  mono- 
cytes; and  18.5  per  cent  young  lymphocytes. 
Because  of  the  high  count  of  young  lymphocytes 
and  leukocytes,  the  blood  count  was  repeated  on 
February  29,  1940,  which  showed  a still  higher 
leukocyte  count  of  14,300  but  only  9.5  per  cent 
young  lymphocytes.  This  marked  leukocytosis 
and  the  differential  count  indicated  an  infectious 
reaction. 


Fig.  2.  Case  1.  Ptosis  of  the  left  eyelid. 


Fig.  3.  Case  1.  Edema  of  the  ankles. 


Careful  examination  revealed  normal  fundi, 
normal  corneal  reflexes,  and  prompt  reaction 
of  both  pupils  to  light  and  accommodation. 
The  left  pupil  was  slightly  irregular  and  the 
left  upper  eyelid  was  ptosed,  covering  almost 
one-half  of  the  cornea.  There  was  a slight  facial 
weakness  on  the  left  side,  especially  on  smiling. 
All  other  cranial  nerves  were  normal. 

The  motor  power  of  the  upper  and  lower  ex- 
tremities was  well  preserved.  The  tendon  re- 
flexes were  present  and  equal.  There  were  no 
pyramidic  or  cerebellar  symptoms.  The  ab- 
dominal reflexes  were  equal  and  only  the  cre- 
masteric reflexes  could  not  be  produced.  There 
were  no  sensory  disturbances  of  any  kind.  The 
gait  was  normal.  Thus,  except  for  the  irregular- 
ity of  the  left  pupil  and  ptosis  of  the  left  upper 
eyelid,  the  neurologic  findings  were  practically 
normal. 

An  intracutaneous  trichophytin  test  was  per- 
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Fig.  4.  Fig.  5. 

Figs.  4 and  5.  Case  2.  Enlargement  of  the  feet,  legs,  and  thighs. 


formed  on  the  leg  and  arm.  The  area  of  injec- 
tion on  the  leg  became  pruritic  four  hours  after 
the  test.  After  twenty-four  and  forty-eight 
hours  both  areas  showed  equal  strongly  positive 
reactions. 

A roentgenogram  of  the  spinal  column  revealed 
spina  bifida  occulta  in  the  region  of  the  first 
sacral  vertebra. 

Course:  While  under  my  care  for  furunculo- 
sis, he  developed  on  the  dorsum  and  inner  side 
of  both  large  toes,  more  over  the  left,  an  ulcera- 
tion that  resisted  any  treatment.  The  patient 
informed  me  that  this  ulceration  had  recurred 
twice  a year  for  the  past  ten  years  and  had 
cleared  up  only  following  several  days,  complete 
rest  in  bed.  The  correctness  of  this  statement 
was,  indeed,  confirmed  by  healing  of  the  lesion 
after  the  patient  was  confined  to  bed  for  several 
days. 

Case  2 {No.  — O.  C.,  aged  28,  the  brother 

of  Case  1,  was  also  in  good  general  health  and  at- 
tended, without  any  difficulty,  his  occupation 
as  electrician.  From  him  I obtained  the  follow- 
ing history.  At  the  age  of  12  he  developed  in- 
flammation of  the  right  leg  which  was  associ- 
ated with  chills  and  high  fever  and  was  followed 

* Presented  at  the  Manhattan  Dermatological  Society, 
November,  1939. 


by  persistent  swelling  of  this  leg.  A few  years 
later  the  swelling  of  the  left  leg  developed  in  the 
same  way.  Since  then,  both  legs  and  thighs 
have  been  considerably  enlarged.  By  rest  in 
bed  they  diminished  only  slightly  in  size.  These 
attacks  of  inflammation  of  both  lower  extremi- 
ties, which  lasted  from  two  to  twelve  hours, 
have  been  recurring  once  or  twice  a year.  Like 
his  brother  he  applied  bandages  to  his  legs.  This 
enabled  him  to  go  about  his  work  without  dis- 
comfort. Without  the  bandages  the  legs  be- 
come much  more  swollen  and  cause  discomfort. 

Examination  of  the  patient  showed  a much 
more  marked  involvement  of  both  lower  ex- 
tremities in  extent  and  intensity  than  that  of  his 
brother  (Figs.  4 and  5).  Both  ankles  were 
considerably  thickened,  felt  fairly  soft  on  pres- 
sure, and  did  not  leave  any  pitting.  There  was 
a deep  crease  anteriorly  and  posteriorly,  separat- 
ing the  leg  from  the  foot.  Both  legs  and  thighs 
up  to  the  upper  third  were  considerably  en- 
larged and  cylindrical  in  shape.  Their  con- 
sistency was  firm.  On  the  right  leg  and  on  the 
left  ankle  there  were  scars,  the  results  of  inci- 
sions of  abscesses  that  had  developed  during  at- 
tacks of  lymphangitis.  The  feet  and  toes  were 
also  thickened,  and  some  of  the  toes  showed, 
on  the  dorsal  aspect,  verrucose  formation.  The 
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left  upper  eyelid  showed  ptosis  but  to  a lesser 
degree  than  that  of  Case  1. 

Six  years  ago,  following  an  acute  inflammatory 
attack  of  his  legs,  he  was  confined  for  about  two 
weeks  at  Mount  Sinai  Hospital.  At  that  time 
the  usual  laboratory  examinations  had  been 
performed.  A blood  Wassermann  test  gave  a 
negative  reaction,  and  a complete  blood  count 
was  normal.  Urine  examination  and  a kidney 
function  test  suggested  moderate  renal  insuf- 
ficiency. A roentgenogram  of  the  legs  did  not 
reveal  any  abnormality  of  the  bones.  A Kondo- 
leon  operation  was  considered  at  that  time  but 
was  not  carried  out  because  of  the  recent  flare-up 
of  the  lymphangitis.  Attention  was  then  called 
to  the  condition  of  his  toes  which  suggested  der- 
matophytosis  and  which  the  attending  surgeon 
thought  may  give  rise  to  repeated  inflammatory 
attacks. 

Because  of  the  spina  bifida  occulta  found  in 
his  brother,  a roentgenogram  of  his  lower 
spine  was  taken.  This,  however,  did  not  re- 
veal any  abnormality  of  the  vertebral  column. 

The  patient  is  married  and  has  an  infant,  a few 
months  old,  whom  I examined  and  found  normal. 
The  father,  however,  stated  that  on  several 
occasions  he  had  noticed  ptosis  of  the  left  eyelid. 

Case  3 { No . 25). — M.  W.,  aged  31,  a sister  of 
the  above  2 men,  showed  moderate  edema  of 
both  legs  and  ankles  and  ptosis  of  both  upper 
eyelids.  Her  history  revealed  that  the  swelling 
started  on  the  left  ankle  at  the  age  of  13  and 
gradually  extended  to  the  present  size.  She  has 
never  had  any  febrile  inflammatory  attacks  of  her 
legs.  Rest  in  bed  made  her  edema  disappear  en- 
tirely, but  several  hours  after  being  on  her  feet 
the  edema  reappeared.  She  stated  that  ptosis 
of  both  eyelids  was  present  at  birth  and  was  so 
marked  that  at  the  age  of  6 months  she  had  to 
undergo  an  operation  at  Mount  Sinai  Hospital. 
The  patient  is  married  but  has  avoided  having 
children  in  order  to  spare  them  the  mental  suf- 
fering she  had  undergone  during  childhood  be- 
cause of  her  ptosis;  she  had  been  constantly 
teased  by  her  playmates  because  of  her  Mongo- 
lian appearance  due  to  the  narrow  lid  opening. 

Case  4 {No.  12). — L.  C.,  the  father,  aged  58, 
showed  the  same  degree  of  involvement  of  both 
lower  extremities  as  Case  2 and  also  had  ptosis 
of  the  left  eyelid.  At  the  age  of  about  15  he  had 
developed  inflammation  of  the  left  leg,  associ- 
ated with  high  fever,  which  was  followed  by  en- 
largement of  the  leg.  Half  a year  later  the  right 
leg  became  inflamed  and  was  followed  by  en- 
largement of  this  leg  also.  These  acute  attacks 
recurred  first  every  four  to  five  weeks,  then  at 
greater  intervals  up  to  the  age  of  20,  at  which 
time  they  ceased  to  appear.  The  enlargement 
of  the  extremities  developed  gradually,  and  it 
took  a few  years  until  it  reached  a size  that  has 
remained  unchanged  until  the  present  time. 
Rest  in  bed  diminished  the  swelling  consider- 
ably. He  is  forced  to  wear  elastic  bandages; 
otherwise  the  swelling  would  become  enormous. 


Case  5 {No.  20). — B.  A.,  a sister  of  Case  4,  is 
the  twin  sister  of  a normal  brother  (No.  19),  aged 
39.  She  was  examined  by  me  at  the  Kings 
County  Hospital  where  she  was  confined  to  bed 
with  an  advanced  carcinoma  of  the  rectum. 
Because  of  her  condition,  no  detailed  history 
could  be  obtained.  It  is  almost  certain,  how- 
ever, that  her  lymphedema  had  been  present 
since  her  early  teens.  Examination  revealed 
that  the  left  lower  extremity  was  markedly 
thicker  than  the  right  and  that  there  was  a pad- 
like swelling  over  the  left  ankle.  The  right  lid 
opening  appeared  smaller  than  the  left.  Her  2 
sons,  aged  6 and  4,  are  said  to  be  free  of  any  ab- 
normality. The  patient  died  one  month  later 
at  her  home.  Permission  for  an  autopsy  was 
denied. 

Case  6 {No.  4)- — W.  C.,  aged  80,  the  grand- 
father of  our  original  case,  showed  ptosis  of  the 
left  upper  eyelid  and  enlargement  of  the  left 
leg  up  to  the  knee  that  was  cylinder-like  in  shape. 
The  dorsum  of  the  toes  showed  verrucose 
formation.  The  right  leg,  which  was  much 
thinner,  had  marked  varicosities.  This  man  was 
intelligent  enough  to  be  trustworthy  concerning 
his  statement  that  his  ancestors,  as  far  as  they 
were  known  to  him,  had  normal  eyes  and  ex- 
tremities and  that  he  was  the  first  in  three  genera- 
tions to  exhibit  the  abnormalities.  The  edema 
of  his  leg  had  developed  at  the  age  of  13  follow- 
ing an  attack  of  inflammation.  This  attack  was 
associated  with  inguinal  adenopathy  and  pain 
in  the  left  groin  and  confined  him  to  bed  for 
seven  weeks.  The  second  attack  resembling  the 
first  one  took  place  ten  years  later.  He  had 
had  five  attacks  altogether.  Because  a rather 
marked  ptosis  of  the  left  upper  eyelid  became  in- 
creasingly worse,  he  had  to  be  operated  upon  a 
few  years  ago  at  the  Brooklyn  Eye  and  Ear  Hos- 
pital. For  the  past  thirty  years  he  has  worn 
elastic  bandages  which  make  it  easier  for  him  to 
walk  around. 

Case  7 {No.  29). — M.  C.,  aged  18,  first  cousin 
of  the  original  case,  shows  moderate  ptosis  of  the 
right  upper  eyelid  as  the  only  abnormality. 

Of  the  other  members  of  the  family  No.  5 
was  subject  to  epileptiform  attacks  and  died 
at  the  age  of  3;  No.  6 was  mentally  defective 
and  died  at  the  age  of  24  of  unknown  cause; 
No.  13  died  one  day  after  birth;  No.  15  and 
No.  17  died  at  the  age  of  eight  months  of  un- 
known cause,  and  No.  18  was  stillborn. 

Nine  other  members  of  the  family,  Nos.  30 
to  38,  range  in  age  from  a few  months  to  14 
years  and,  therefore,  are  still  below  the  age  of 
manifestation  as  far  as  the  lymphedema  is  con- 
cerned. Two  of  them,  Nos.  33  and  34,  sons  of 
our  original  case,  show  ptosis  of  the  right  eyelid. 

Summary  of  the  Clinical  Findings 

Of  the  family  members  affected  with  lym- 
phedema, there  were  4 men  and  2 women. 
In  1,  the  edema  involved  the  left  leg;  in  an- 
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other,  the  whole  left  lower  extremity;  in  2, 
both  lower  extremities;  and  in  2 others,  both 
ankles.  In  2,  the  lymphedema  had  become 
elephantiastic.  One  showed  marked  vari- 
cosities on  the  leg  that  was  free  of  lymphe- 
dema, and  another  had  moderately  large 
varicosities  of  both  legs  and  feet.  The  age 
at  which  the  abnormality  manifested  itself 
varied  between  12  and  16.  A history  of 
acute  lymphangitis  attacks  was  obtained  in  4, 
while  1 had  no  such  attacks.  In  the  sixth 
case  no  detailed  history  could  be  obtained. 
Three  members  stated  that  the  attacks  de- 
veloped first  and  the  swelling  of  the  legs 
followed,  while  1 stated  that  the  edema  ap- 
peared first  and  the  attacks  later.  Of  the  6 
individuals  affected  with  lymphedema,  3 
had  ptosis  of  the  left  upper  eyelid;  1,  of  both 
upper  eyelids;  and  1,  of  the  right  upper  eye- 
lid. Of  the  3 other  cases  that  were  free  of 
lymphedema  but  had  ptosis  of  the  right  upper 
eyelid,  1 boy  was  18  years  old  and  the  2 other 
boys  were  10  and  7,  respectively.  In  all 
cases  the  ptosis  was  noticed  at,  or  soon  after, 
birth.  In  2 the  ptosis  was  so  pronounced 
that  operation  had  to  be  performed. 

General  neurologic  and  laboratory  examina- 
tions of  the  original  patient  revealed,  besides 
the  lymphedema,  ptosis,  and  leukocytosis, 
nothing  essentially  abnormal.  Examination 
for  spina  bifida  occulta  was  possible  in  this 
case  and  in  his  brother,  and  it  was  found  only 
in  the  original  patient.  One  of  the  affected 
members  died  of  cancer  of  the  rectum.  One 
nonaffected  member  was  a mental  defective, 
and  1 child  who  died  at  the  age  of  three  was 
subject  to  epileptiform  attacks. 

Discussion  of  Some  of  the  Clinical 
Findings 

Of  the  different  clinical  features,  the  re- 
current inflammatory  attacks  of  the  affected 
extremities  are  of  interest.  There  is  frequent 
mention  in  the  literature  of  these  erysipelas- 
like attacks  in  the  course  of  hereditary  lym- 
phedema. Hope  and  French4  report  a family 
of  five  generations,  13  members  of  which  had 
lymphedema,  and  most  of  them  were  sub- 
ject to  recurrent  attacks  of  lymphangitis. 
These  attacks  have  been  so  frequently  re- 
ported that  there  are  some  authors  who  con- 
sider these  as  the  cause  of  the  edema.  This 
conception,  however,  is  not  borne  out  by  the 
facts,  for  in  many  cases,  as  in  the  members  of 
the  family  reported  by  Milroy  and  in  the 
family  reported  by  Rolleston,6  the  attacks 
were  absent,  and  in  many  others  they  start 
long  after  the  swelling  has  been  present.  Of 


the  15  affected  members  of  the  family  re- 
ported by  Brandt,6  only  5 had  recurrent  acute 
attacks.  In  these,  the  swelling  developed 
first  and  the  attacks  followed  later.  In  my 
report  3 family  members  stated  that  the  at- 
tacks appeared  first  followed  by  persistent 
swelling,  and  one  stated  that  the  attacks 
followed  later. 

One  member  denied  having  had  any  attacks 
at  all.  The  cause  of  these  attacks  may  be 
assumed  to  be  due  to  infection  with  the  strep- 
tococcus. For  the  accumulated  lymph  fluid 
in  the  tissues  offers  the  streptococcus  a good 
medium  for  growth.  The  port  of  entrance  of 
these  organisms  are  the  toes,  which,  being 
thickened,  lie  close  together  and  favor  der- 
matophytosis  and  injury  to  the  skin.  I have 
not  been  able  to  investigate  whether  these 
recurrent  attacks  are  due  to  the  streptococcus 
or,  as  Sulzberger7  suggests,  to  the  fungus  it- 
self, for  I had  no  occasion  to  observe  my  cases 
during  the  attacks.  However,  the  finding  of 
the  hemolytic  streptococcus  in  the  tissue  re- 
moved by  McGuire  and  Zeek8  during  an  at- 
tack and  the  fact  that  most  of'  the  cases  of 
erysipelas-like  attacks  secondary  to  epider- 
mophytosis observed  by  Lowenberg9  re- 
sponded almost  specifically  to  streptococcus 
antiserums  speak  in  favor  of  the  contention 
that  the  recurrent  attacks  are  produced  by 
the  streptococcus. 

The  frequent  association  of  spina  bifida 
occulta  with  so-called  hereditary  lymphe- 
dema has  been  considered  by  some  as  a point 
in  favor  of  the  nervous  theory  in  regard  to 
the  pathologic  nature  of  lymphedema.  Jar- 
oschy,10  L6ri,n  and  others  consider  this  as- 
sociation as  not  coincidental.  However,  in 
view  of  the  great  frequency  of  spina  bifida 
occulta  in  normal  people,  no  deduction  what- 
soever can  be  made  from  the  presence  of  this 
anomaly  in  one  of  the  affected  members  of  the 
family.  The  fact  that  the  brother  of  this  pa- 
tient had  no  anomaly  of  the  spinal  column, 
although  he  had  much  more  pronounced 
lymphedema,  favors  this  attitude. 

The  presence  of  a mentally  defective  mem- 
ber in  the  family  who  died  at  the  age  of  24  and 
of  a child  with  epileptiform  attacks  who  died 
at  the  age  of  3 is  to  be  mentioned  as  a matter 
of  record,  but  no  conclusion  is  to  be  drawn  in 
spite  of  the  significance  that  has  been  fre- 
quently attributed  to  the  presence  of  epilepsy 
and  mental  disorders  in  such  families  (Hope 
and  French4  and  Weber12).  The  percentage 
of  mentally  defective  and  epileptic  individuals 
in  the  general  population  is  considerable 
enough  to  disregard  the  presence  of  1 mentally 
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defective  person  and  1 epileptic  member 
among  a family  of  such  size. 

Discussion  of  the  Genetic  Mechanism 

The  type  of  persistent  edema  of  the  ex- 
tremities as  observed  in  all  the  affected  indi- 
viduals of  the  family  described  is  to  be  in- 
cluded in  the  group  of  primary  noninflamma- 
tory edemas,  the  so-called  “hereditary  lymphe- 
dema,” which  is  associated  mostly  with  the 
names  of  Milroy  and  Meige.  The  particular 
significance  of  this  family  is  the  association 
of  lymphedema  with  ptosis  of  the  eyelid  in 
several  members  of  four  generations.  In 
studying  the  literature  I found  two  reports 
that  suggest,  possibly,  a similar  combination. 
In  1 of  the  8 affected  members  of  the  family 
reported  by  McGuire  and  Zeek8  there  was 
noticed  a slight  oculomotor  weakness  on  one 
side  with  concentric  limitation  of  the  visual 
fields.  In  an  isolated  case  of  hemihyper- 
trophy  of  the  body  reported  by  Andre,13 
which  possibly  belongs  in  our  group  of  cases, 
one  eye  had  a smaller  lid  opening  than  the 
other.  Except  for  these  two  reports,  I have 
not  found  such  an  association  in  the  litera- 
ture. 

When  we  start  the  count  from  the  genera- 
tion in  which  the  lymphedema  became  mani- 
fest and  omit  any  member  below  the  age  of 
16,  which  is  the  end  of  the  manifestation 
period  for  this  anomaly  in  this  family,  we 
have  23  blood  relatives  included  in  the  survey 
count.  Of  these,  6 are  affected  with  lymphe- 
dema and  17  are  free.  Of  course  the  ratio 
between  the  trait-carriers  and  the  normal  is 
not  yet  final,  for  14  descendants  have  not 
reached  the  manifestation  period — 5 because 
of  death  in  infancy  and  early  childhood  and  9 
because  of  being  below  the  age  of  16. 

The  lymphedema  occurred  in  three  con- 
secutive generations  and  the  ptosis  in  four. 
One  of  those  affected  with  ptosis  (No.  29) 
has  only  a grandparent  with  the  same  con- 
dition, while  his  father  (No.  16)  is  phenotypi- 
cally  free  of  the  anomaly.  In  this  family  the 
lymphedema  and  the  ptosis  both  follow  the 
dominant  mode  of  mendelian  inheritance. 
This  corresponds  to  the  family  reports  in  the 
literature  on  lymphedema  (Bulloch,14  Cock- 
ayne16) and  on  ptosis  (Passow1®). 

Conclusion 

This  family,  which  shows  the  unique  as- 
sociation of  lymphedema  of  the  lower  ex- 
tremities with  ptosis  of  the  eyelid,  permits 
no  other  conclusion  concerning  the  patho- 
genetic mechanism  involved  except  that  both 


conditions  follow  the  same  mode  of  mende- 
lian inheritance.  In  view  of  the  absence  of  a 
report  in  the  literature  on  such  an  association 
in  about  20  families  with  lymphedema  with 
more  than  100  affected  members,  and,  on  the 
other  hand,  in  view  of  the  fact  that  in  the 
many  cases  of  ptosis  reported  in  the  literature 
the  presence  of  lymphedema  is  not  men- 
tioned, this  association  in  our  family  must  be 
considered  coincidental. 

WTith  regard  to  the  hereditary  mechanism 
of  lymphedema  itself,  it  must  be  assumed, 
from  the  analysis  of  our  family  which  corre- 
sponds in  the  essential  features  with  about 
twenty  other  families  recorded  in  the  litera- 
ture, that  lymphedema  is  hereditary  and 
follows  the  mode  of  single  dominance.  The 
expressivity  of  the  anomaly  may  be  regular 
or  irregular. 

However,  there  is  no  satisfactory  informa- 
tion available  as  yet  about  the  different  types 
of  noninflammatory  edema  reported  in  the 
literature,  all  of  which  seem  to  belong  in 
one  group  in  which  the  cases  described  in  this 
report  also  belong.  These  cases  differ  in 
many  ways.  Some  show  the  anomaly  at 
birth — others,  later  in  life.  Some  seem  to 
follow  an  injury;  others  appear  spontaneously. 
Some  show  the  edema  not  in  the  usual  loca- 
tion— namely,  on  the  lower  extremities — but 
on  the  upper  extremities  or  on  the  face. 
Last  but  not  least,  there  are  numerous  iso- 
lated cases  without  any  accumulation  of  the 
anomaly  in  the  family.  What  is  the  relation- 
ship between  all  these  different  varieties  of 
lymphedema?  Have  they  a common,  uni- 
form, pathogenic  mechanism? 

With  regard  to  the  isolated  cases  one  may 
be  inclined  to  consider  them  as  a separate 
nonhereditary  group.  However,  this  clas- 
sification may  be  wrong,  for:  first,  we  do  not 
know  whether  or  not  the  families  of  the  iso- 
lated cases  have  been  adequately  investi- 
gated; second,  isolated  cases  do  not  exclude 
heredity,  for  the  taint  may  be  latent  in  several 
generations  (this  would  mean,  genetically, 
that  the  expressivity  of  this  particular  trait 
is  limited  and  perhaps  dependent  on  the  pres- 
ence or  absence  of  other  genetic  factors); 
last,  it  must  be  considered  that  a new  genetic 
condition  may  arise  by  mutation. 

A definite  clarification  of  this  genetic  prob- 
lem is  possible  only  with  an  accurate  family 
investigation  of  a large  unselected  group  of 
such  cases  or  by  the  study  of  an  unselected 
series  of  twins.  The  methods  of  such  in- 
vestigation have  recently  been  demonstrated 
by  Kallmann17  in  psychiatry. 


862 


DAVID  BLOOM 


[N.  Y.  State  J.  M. 


But  genetic  studies  do  not  invalidate  the 
necessity  of  a thorough  investigation  of  the 
individual  cases.  As  to  hereditary  lymphe- 
dema, there  is  insufficient  knowledge  in  re- 
gard to  the  anatomicopathologic  condition  of 
the  nervous  system.  Therefore,  in  order  to 
clarify  the  actual  pathogenetic  mechanism 
of  the  group  of  lymphedema,  which  is  called 
hereditary,  careful  pathologic  studies  of  the 
nervous  system  are  necessary  in  addition  to 
detailed  and  accurate  genetic  investigation. 


Summary 

1.  A family  of  37  members  in  four  genera- 
tions was  reported  in  detail,  6 of  which  were 
affected  with  hereditary  lymphedema  in  as- 
sociation with  ptosis  of  one  or  both  eyelids, 
and  3 with  ptosis  only. 

2.  The  occurrence  of  inflammatory  at- 
tacks, the  association  with  spina  bifida  oc- 
culta, and  the  presence  of  mental  deficiency 
and  epilepsy  in  such  families  were  discussed. 

3.  The  genetic  mechanism  was  discussed. 

4.  The  association  of  lymphedema  with 
ptosis  does  not  permit  any  conclusion  with 
regard  to  the  pathogenetic  mechanism  in- 
volved. 

5.  Attention  was  called  to  the  different 
types  of  cases  of  primary  noninflammatory 
lymphedema  which  require  elucidation  with 
regard  to  their  relation  to  each  other  and  to  a 
possibly  uniform  pathogenetic  mechanism. 

6.  In  addition  to  detailed  and  accurate 
genetic  investigation,  careful  pathologic 
studies  of  the  nervous  system  are  neces- 
sary. 

135  East  50th  Street 
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Discussion 

Dr.  William  Director,  New  York  City — This  is 
an  interesting  group  of  cases  since  the  associa- 
tion of  hereditary  lymphedema  and  ptosis  of  the 
eyelids  has  not  yet,  to  my  knowledge,  been  re- 
ported. This  disease  is  classified  by  Cockayne 
as  congenital  and  of  late  onset.  The  first  group 
is  not  preceded  by  inflammatory  attacks,  while, 
in  the  latter,  onset  occurs  up  to  about  18  or  20 
years  and  the  swelling  is  often  noted  only  after 
one  or  more  attacks  of  lymphangitis.  Dr. 
Bloom’s  cases  obviously  belong  in  the  late  or  in- 
flammatory group,  although  1 case  had  swelling 
without  previous  lymphangitis.  In  all  the 
cases  the  ptosis  occurred  much  earlier  than  the 
lymphedema  of  the  legs. 

Concerning  the  pathogenesis,  it  seems  reason- 
able to  assume  that  the  basic  fault  is  maldevelop- 
ment  of  the  lymphatic  tissue  and  that  the  dif- 
ference between  the  congenital  and  late  types  is 
merely  quantitative.  In  the  congenital  cases 
the  swelling  occurs  early  because  there  is  marked 
disturbance  of  the  lymphatic  circulation  of  the 
lower  extremities,  while  in  the  late  cases  the 
threshold  is  higher  and  swelling  occurs  only 
after  infection  and  the  ensuing  lymphangitis, 
which  break  down  the  competence  of  the  lym- 
phatic vessels.  Furthermore,  the  ptosis  of  the 
lids  also  may  possibly  be  due  to  maldevelopment 
of  the  lymphatics  of  the  upper  lid.  It  is  not 
quite  clear  from  Dr.  Bloom’s  report  whether  the 
ptosis  is  due  to  real  nerve  (oculomotor)  impair- 
ment or  may  only  be  apparent  from  swelling  of 
the  lid. 

Genetically,  I think  it  proper  to  count  only 
the  families  deriving  from  the  affected  grand- 
father (No.  4 of  Fig.  1).  One  should  omit  the 
4 sibs  who  died  in  infancy  and  of  whom  little 
was  known  and  the  2 children  with  ptosis  (Nos. 
33  and  34)  but  not,  as  yet,  lymphedema,  and 
No.  29  should  be  reckoned  abnormal.  There 
was  also  1 normal  male  conductor  (No.  16). 
By  this  count  there  are  9 abnormal  members,  1 
normal  conductor,  and  12  normal  members  in 
the  four  generations  well  accounted  for,  thus  giving 
a ratio  of  10  abnormal  to  12  normal.  This  is 
quite  close  to  the  expected  1 :1  ratio  for  a simple 
dominant  hereditary  characteristic. 

Dr.  David  Bloom  ( Concluding  Remarks) — If  I 
would  have  read  the  paper  in  full,  many  of  the  re- 
marks made  by  Dr.  Director  would  have  been 
superfluous.  Although  there  are  some  authors 
who  explain  the  pathogenetic  mechanism  by  the 
weakness  of  the  lymphatics,  there  are  many  more 
who  bring  forth  many  reasons  against  this  theory 
and  favor  the  theory  that  the  vasomotor  ner- 
vous mechanism  is  disturbed.  Many  observa- 
tions speak  for  the  correctness  of  this  latter 
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conception.  As  to  the  cause  of  ptosis  of  the  eye- 
lid, there  may  be  involvment  of  the  oculomoto- 
rius  nerve,  the  levator  palpebrae  muscle,  or  the 
nucleus  of  the  oculomotorius  nerve.  But  I have 
not  read  of  any  involvement  of  the  lymphatics 


producing  ptosis.  I am  afraid  the  discusser  has 
put  up  an  improbable  hypothesis  which  fits  in 
with  his  belief  that  the  pathologic  lesion  of  he- 
reditary lymphedema  consists  in  an  abnormal 
weakness  of  the  lymphatics. 


PRESCRIPTION  FOR  A HEALTH  INSURANCE  PLAN 


The  Medical  Society  of  the  County  of  New 
York,  at  its  meeting  on  January  27,  adopted  a 
resolution  defining  what  a health  insurance 
plan  should  and  should  not  be,  offered  by  a 
special  committee.  The  resolution  ran,  as 
reported  in  the  New  York  Medical  Week: 

“Resolved,  That  neither  this  Society  nor  any  of 
its  officers,  as  such,  shall,  by  resolution  or  action, 
encourage  or  publicly  approve  any  experiment 
or  plan  connected  with  the  provision  of  medical 
service,  if  such  experiment  or  plan  is  inconsistent 
with  the  following  principles,  viz. : 

“1.  Participation  by  the  physician  shall  not 
impose  or  promote  violation  of  the  Code  of 
Ethics  of  the  American  Medical  Association  by 
him. 

“2.  Participation  of  the  physician  shall  not 
impose  or  promote  conduct  on  the  part  of  such 
physician  in  violation  of  the  Rules  of  Profes- 
sional Conduct  of  the  Medical  Society  of  the 
State  of  New  York. 

“3.  The  experiment  or  plan  shall  operate 
under  the  provisions  of  Article  IX-C  of  the  In- 
surance Law  and  be  subject  to  the  supervision 
of  the  Superintendent  of  Insurance. 

“4.  No  experiment  or  plan  shall  be  approved 
which  by  precedent  might  lead  to  the  creation  of 
commercialized  competition,  including  solicita- 
tion of  patronage  with  the  inducements  of  price- 
cutting,  or  the  lowering  of  standards  of  medical 
practice — all  conditions  which  must  lead  to  de- 
moralization and  ultimately  to  governmental 
control  of  the  medical  profession. 


“5.  No  experiment  or  plan  shall  be  approved 
which  does  not  afford  equality  of  opportunity  and 
reward  to  all  physicians  in  good  professional 
standing  living  or  practicing  in  the  territory  or 
community  of  such  experiment  or  plan. 

“Your  Committee  has  been  constantly  mind- 
ful of  the  fact  that  we  represent  the  entire  mem- 
bership of  the  Medical  Society  of  the  County  of 
New  York  and,  properly,  have  had  every  mem- 
ber’s interest  at  heart.  We  are,  therefore, 
unwilling  to  recommend  any  plan  which  will 
permit  any  person,  group  or  combination  of 
groups  of  physicians  to  function  in  the  care  of 
patients  to  their  own  advantage  and  to  the  dis- 
advantage of  other  members  of  this  Society. 

“It  is  the  opinion  of  this  Committee  that  a 
Medical  Expense  Indemnity  plan  should  be  ap- 
proved at  this  time.  On  the  other  hand,  it  is 
suggested  that  the  Medical  Society  of  the  County 
of  New  York  would  not  object  or  wish  to  inter- 
fere with  a reasonable  proposal  for  a complete 
health  service  and  medical  care  coverage  if  it 
adheres  to  the  following  general  principles: 

“A.  Proof  of  integrity  of  management. 

“B.  Adequate  recompense  to  the  physician  in 
proportion  to  the  social  and  economic  status  of 
the  participants  involved. 

“C.  Ability  of  the  plan  to  implement  a ra- 
tional health  conservation  and  preventive  medi- 
cine program. 

“Motion  to  table  this  report  was  lost. 

“Motion  to  accept  this  report  and  adopt  its 
resolution  was  passed.” 


“THE  FOUNDATION  PRIZE”— AMERICAN  ASSOCIATION  OF  OBSTETRICIANS, 
GYNECOLOGISTS  AND  ABDOMINAL  SURGEONS 


(1)  The  award  which  shall  be  known  as  “The 
Foundation  Prize”  shall  consist  of  $150. 

(2)  Eligible  contestants  shall  include  only  (a) 
interns,  residents,  or  graduate  students  in  Ob- 
stetrics, Gynecology,  or  Abdominal  Surgery, 
and  (b)  physicians  (with  an  M.D.  degree)  who 
are  actively  practicing  or  teaching  Obstetrics, 
Gynecology,  or  Abdominal  surgery. 

(3)  Manuscripts  must  be  presented  under  a 
nom  de  plume,  which  shall  in  no  way  indicate  the 
author’s  identity,  to  the  Secretary  of  the  Associa- 
tion together  with  a sealed  envelope  bearing  the 
nom  de  plume  and  containing  a card  showing  the 
name  and  address  of  the  contestant. 

(4)  Manuscripts  must  be  limited  to  5,000 
words,  and  must  be  typewritten  in  double- 
spacing on  one  side  of  the  sheet.  Ample  mar- 
gins should  be  provided.  Illustrations  should 
be  limited  to  such  as  are  required  for  a clear  ex- 
position of  the  thesis. 

(5)  The  successful  thesis  shall  become  the 
property  of  the  Association,  but  this  provision 
shall  in  no  way  interfere  with  publication  of  the 


communication  in  the  journal  of  the  Author’s 
choice.  Unsuccessful  contributions  will  be  re- 
turned promptly  to  their  authors. 

(6)  Three  copies  of  all  manuscripts  and  illus- 
trations entered  in  a given  year  must  be  in  the 
hands  of  the  Secretary  before  June  1. 

(7)  The  award  will  be  made  at  the  Annual 
Meetings  of  the  Association,  at  which  time  the 
successful  contestant  must  appear  in  person  to 
present  his  contribution  as  a part  of  the  regular 
scientific  program,  in  conformity  with  the  rules 
of  the  Association.  The  successful  contestant 
must  meet  all  expenses  incident  to  this  presenta- 
tion. 

(8)  The  President  of  the  Association  shall 
annually  appoint  a Committee  on  Award,  which, 
under  its  own  regulations,  shall  determine  the 
successful  contestant  and  shall  inform  the  Secre- 
tary of  his  name  and  address  at  least  two  weeks 
before  the  annual  meeting. 

— Jas.  R.  Bloss,  M.D.,  Secretary 
418  Eleventh  Street, 
Huntington,  West  Virginia 


POTENCY  EVALUATIONS  OF  COMMERCIAL  FEMALE  HORMONE 
PREPARATIONS 

Bernard  L.  Cinberg,  M.D.,  and  Stanley  F.  Goldman,  M.D.,  New  York  City 


THE  physician  in  general  practice,  in  at- 
tempting to  apply  present-day  knowledge 
of  female  hormone  therapy,  is  often  confused 
by  the  multitude  of  trade  names  applied  to 
endocrine  products.  This  confusion  has  re- 
sulted in  a difficulty  on  his  part  in  correlating 
the  specific  hormone  with  its  popularized 
pseudonym. 

The  purpose  of  this  paper  is  an  attempt  to 
alleviate  this  confusion  by  grouping  the  more 
commonly  used  female  hormones  according  to 
their  chemical  nomenclature  and  comparing 
this  with  their  commercial  name.  In  addition, 
an  attempt  will  be  made  to  explain  the  meth- 
ods of  standardization  used,  so  that  the  busy 
physician  can,  at  a glance,  realize  what  the 
potency  of  a given  endocrine  product  is. 

If  various  commercial  preparations  are,  in 
spite  of  their  different  names,  essentially  the 
same  substance  and  if  their  methods  of  stand- 
ardization are  comparable,  the  physician  will 
then  be  able  to  choose  for  his  patients  that 
particular  preparation  which  is  economically 
the  most  desirable  one. 

The  use  of  unstandardized  extracts  is  highly 
undesirable.  We  are  not  concerned  with  the 
fact  that  a 5-grain  tablet  is  obtained  from  1 
pound  of  glandular  tissue.  We  do,  however, 
want  to  know  if  the  5-grain  tablet  is  active, 
relatively  active,  or  inert.  Such  information 
cannot  be  evaluated  unless  the  actual  potency 
of  the  preparation  is  standardized,  directly 
or  indirectly,  by  biologic  assay.  Conse- 
quently, we  shall  only  consider  those  prepara- 
tions that  meet  this  qualification  and  whose 
potency  can  be  measured  by  an  acceptable 
yardstick. 

It  is  not  within  the  scope  of  this  paper  to 
consider  the  rationale  of  the  various  thera- 
peutic methods  in  vogue  at  the  present  time, 
but  it  is  essential  to  outline  briefly  our  con- 
ceptions of  the  physiology  of  the  more  com- 
monly used  hormones. 

Man,  from  birth  to  death,  is  constantly 
under  the  influence  of  varying  hormonal  con- 
centrations, but  woman,  from  pubescence  to 
climacteric,  is  subjected,  in  addition,  to  the 
rhythmic  influence  of  sex  hormones.  In  the 
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adult  menstruating  woman  the  average  men- 
strual cycle  is  one  of  twenty-eight  to  thirty 
days.  The  first  three  to  five  days  are  those 
of  actual  menstruation;  then,  up  to  the 
phenomenon  of  ovulation  which  occurs  from 
the  twelfth  to  the  sixteenth  day,  the  endome- 
trium of  the  uterus  is  in  what  is  called  the 
“proliferative  stage”;  after  ovulation,  the 
endometrium  progresses  through  the  so-called 
“secretory  stage,”  to  end  up  in  menstruation 
once  again. 

The  key  to  these  endometrial  phases  is  resi- 
dent in  the  ovaries.  Once  a month,  one  or 
more  graafian  follicles  are  brought  to  matura- 
tion with  the  release  of  an  ovum  on  the 
twelfth  to  the  sixteenth  day  of  the  menstrual 
cycle,  with  the  resultant  formation  of  a corpus 
luteum.  The  maturing  graafian  follicle  se- 
cretes an  increasingly  large  amount  of  the 
estrogenic  hormone,  and,  with  the  appear- 
ance of  the  corpus  luteum,  a second  hormone, 
progestin,  is  produced. 

The  estrogenic  hormone  is  presumed  to 
control  the  proliferative  stage  of  the  endo- 
metrium of  the  uterus,  while  progestin  con- 
trols the  development  of  the  secretory  phase. 

These  ovarian  hormones  are,  in  turn,  di- 
rectly subject  to  the  gonadotropic  hormones 
of  the  anterior  pituitary  gland.  The  gonado- 
tropic hormones  are  usually  designated  as 
prolan  A and  prolan  B.  Prolan  A,  the  follicle- 
stimulating  hormone,  controls  the  production 
of  estrin;  and  prolan  B,  the  luteinizing  hor- 
mone, exercises  a like  function  for  progestin. 

This  is  the  much  simplified  current  ex- 
planation of  the  physiology  of  three  of  the 
more  commonly  used  hormones — namely,  es- 
trin, progestin,  and  the  gonadotropic  hor- 
mones of  the  anterior  pituitary  gland.  It 
should  be  remembered  that  the  anterior  lobe 
of  the  pituitary  gland  produces  many  other 
types  of  hormones,  but,  since  this  paper  con- 
cerns itself  only  with  the  more  commonly 
used  endocrine  preparations  and  their  stand- 
ardization, we  shall  mention  these  other  hor- 
mones only  in  passing. 

A fourth  commonly  used  hormone,  the  an- 
terior pituitary-like  hormone,  commonly  called 
A.P.L.,  must  here  be  discussed.  This  hor- 
mone is  almost  certainly  made  by  the  placenta 
and  is  found  as  an  excretion  product  in  the 
urine  and  blood  of  the  pregnant  woman.  It 
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Fig.  1.  Estrane.  Fig.  2.  Estrone. 


Fig.  3.  Estradiol  benzoate. 


Fig.  4.  Progesterone. 


is  so  named  because  its  biologic  actions  in 
rodents  are  similar  to  that  of  the  gonadotropic 
hormones  of  the  pituitary  gland,  though  not 
exactly  the  same. 

Estrogens 

We  will  first  consider  the  estrogenic  com- 
mercial preparations.  Four  units  are  com- 
monly used  for  their  standardization:  the 
international  unit,  the  international  benzoate 
unit,  the  rat  unit,  and  the  mouse  unit.  The 
most  frequently  used  are  the  international 
unit,  or  I.U.,  and  the  international  benzoate 
unit,  or  I.B.U.  These  are  defined,  respec- 
tively, as  0.1  microgram  of  a standard  estro- 
genic substance,  known  as  crystalline  keto- 
hydroxy-estratriene  or  estrone,  and  as  0.1 
microgram  of  a standard  estrogenic  substance, 
known  as  crystalline  estradiol  benzoate. 

The  essential  nucleus  of  all  the  estrogens  is 
estrane,  and  its  formula  is  Ci8H30  (see  Fig.  1). 
The  formula  of  keto-hydroxy-estratriene  is 
shown  in  Fig.  2.  The  formula  of  estradiol 
benzoate  is  shown  in  Fig.  3. 

From  the  above  definitions  we  can  readily 
see  that  the  international  unit  and  the  inter- 
national benzoate  unit  is  applicable  only  to 
those  estrogens  whose  formulas  are,  respec- 
tively, keto-hydroxy-estratriene  and  estradiol 
benzoate.  For  the  standardization  of  the 
other  products,  the  rat  and  mouse  units  are 
employed,  which  are  commonly  abbreviated 
as  R.U.  and  M.U. 

The  rat  unit  is  the  minimum  quantity  of 
estrogenic  substance  necessary  to  produce 
vaginal  signs  of  estrus  within  seventy-two 
hours  in  a castrated  adult  female  rat  when  ad- 
ministered in  three  doses  at  four-hour  inter- 
vals. The  mouse  unit  utilizes  castrated  adult 
female  mice  and  is  the  minimum  quantity 
necessary  to  produce  vaginal  signs  of  estrus 
when  administered  in  six  doses  within  forty- 
eight  hours. 

To  find  a common  ground  for  these  four 
units,  it  should  be  remembered  that  the 
rat  unit  and  the  international  benzoate  unit 
are  approximately  equal.  These  units  are 
equivalent  to  5 international  units.  The 
potency  of  the  mouse  unit  is  somewhat  more 


disputed,  but  it  is  accepted  as  being  equal  to 
1 international  unit.  With  this  knowledge  we 
may  go  on  to  consider  the  various  types  of 
estrogens  which  are  commonly  used  in  the 
United  States  today.  We  have  made  no  at- 
tempt to  include  all  the  products  available 
but  will  list  onfy  those  products  that  are  com- 
monly used  and  only  those  whose  methods  of 
standardization  are  acceptable. 

Some  of  these  estrogens  are  concentrated 
extracts  of  physiologic  fluids  and  tissues; 
others  are  partially  synthetically  made.  At 
present  we  have  no  definite  proof  of  any  differ- 
ences in  the  qualitative,  clinical  action  of  these 
various  products.  The  difference  is  quanti- 
tative, and,  if  the  physician  will  be  guided  by 
his  knowledge  of  the  various  units  of  stand- 
ardization employed,  he  may  safely  choose 
that  particular  estrogen  which  may  be  secured 
at  the  lowest  economic  cost  per  unit. 

I.  Estrone.  Hydroxy-keto-estratriene.  Ob- 

tained from  the  urine  of  pregnant  mares  and 
women.  Available  as  the  purified  urinary  ex- 
tract and  as  an  oily  solution  of  the  crystalline 
substance.  The  purified  extracts  contain 

small  amounts  of  estriol  and  estradiol.  All 
products  are  in  international  units. 


(A)  Amniotin Extract 

(B)  Estrogenic  hormone Extract 

(C)  Estrone Crystalline 

(D)  Estrone Crystalline 

(E)  Estromone Extract 

(F)  Menformon Extract 

(G)  Proliculin Crystalline 

(H)  Theelin Crystalline 

(I)  Thelestrin Extract 

II.  Estriol.  Trihydroxy-estratriene.  Obtained 
from  the  urine  of  pregnant  women. 

(A)  Estriol (mg.) 

(B)  Theelol (mg.) 

III.  Estradiol.  Dihydroxy-estratriene.  Ob- 


tained from  the  urine  of  pregnant  mares  as 
estrone  and  then  reduced  to  the  dihydroxy 


form. 

(A)  Dimenformon (R.U.) 

(B)  Progynon  DH (R.U.) 

IV.  Estradiol  Benzoate.  Obtained  by  the  syn- 

thetic esterification  of  estradiol. 

(A)  Dimenformon  benzoate (R.U.) 


866 


CINBERG  AND  GOLDMAN 


fN.  Y.  State  J.  M. 


(B)  Ectofollicolina (I.B.U.) 

(C)  Progynon  B (R.U.) 

V.  Estradiol  Propionate.  Obtained  by  the 

synthetic  esterification  of  estradiol. 

(A)  Follacro (R.U.) 

VI.  Emmenin. 

An  extract  of  human  placenta,  which  is 
orally  active  in  rodents.  Chemically,  it  is 
a combination  of  glycuronides  of  the  estro- 
gens, principally  of  estriol.  It  is  assayed 
by  oral  administration  to  immature  rats; 
consequently,  its  unit  may  not  be  compared 
to  any  of  the  other  estrogenic  units. 

We  have  found  all  the  estrone  preparations 
to  be  uniformly  potent.  The  minor  variations 
we  have  encountered  from  time  to  time  are 
probably  due  to  differences  in  assay  technic. 

It  should  be  noted  that  our  list  of  the  es- 
trone products  contains  eight  different  names 
for  nine  preparations  that  are  all  essentially 
the  same  substance.  One  can  readily  under- 
stand the  confusion  that  has  resulted  from  this 
multiplicity  of  names.  If  the  manufacturers 
would  label  these  products  estrone,  followed 
by  the  firm  name,  this  confusion  would  be 
avoided. 

The  estriol  and  estradiol  preparations  are 
intended  for  oral  usage;  yet,  the  manufac- 
turers standardize  them  parenterally.  It 
requires  a greater  amount  of  estrogen  used 
orally  to  produce  a given  change  than  it  does 
to  produce  this  same  change  with  the  same 
estrogen  used  parenterally.  All  prepara- 
tions that  are  intended  for  oral  use  should 
be  standardized  orally,  but  the  only  one 
that  fulfills  this  essential  requirement  is  em- 
menin. This  product  has  not  been  assayed 
by  us  because  of  the  technical  difficulties  in- 
herent in  a rodent  feeding  experiment. 

The  estradiol  benzoate  and  estradiol  pro- 
prionate  preparations  were  uniformly  potent. 

Progestin 

This  hormone  is  standardized  in  three  units. 
The  most  commonly  used  one  is  the  interna- 
tional unit.  An  international  unit  is  1 mg.  of 
progesterone,  which  is  crystalline  progestin  of 
a standard  quality.  Its  chemical  formula  is 
shown  in  Fig.  4. 

Another  unit  is  the  Corner-Alien  rabbit 
unit.  This  is  the  minimum  quantity  of  pro- 
gestin which,  when  divided  into  five  equal 
daily  doses,  will  produce  in  an  adult  rabbit  a 
state  of  the  uterine  endometrium  equal  to  that 
produced  by  an  eight-day-old  pregnancy. 

The  third  unit  is  the  Clauberg  or  European 
rabbit  unit,  which  utilizes  a smaller  rabbit 
than  does  the  Corner-Alien  rabbit  unit. 


Again  it  is  necessary  to  find  a common 
meeting  ground  for  these  various  units,  so  it 
should  be  remembered  that  an  international 
unit  is  equal  to  a Corner-Alien  rabbit  unit. 
The  potency  of  the  European  rabbit  unit  is 
much  disputed,  but  it  probably  is  equal  to 
one-half  the  American  or  Corner-Alien  rabbit 
unit.1 

Progestin  is  obtained  in  two  ways  at  the 
present  time.  The  original  method  is  the 
extraction  of  the  corpora  lutea  of  the  sow; 
the  newer  method  is  entirely  a synthetic  proc- 
ess. We  choose  to  point  out  here,  once  more, 
that  we  are  unable  to  demonstrate  any  prac- 
tical differences  in  the  products  obtained  by 
these  different  methods.  We  are  concerned 
only  with  their  relative  potency.  (I)  Crino- 
lutin — glandular  extract;  (II)  Lipo-Lutin — 
extract;  (III)  Lutromone — glandular  ex- 
tract; (IV)  Progestin — synthetic;  (V)  Pro- 
gestin— glandular  extract;  (VI)  Progestin  in 
Oil — extract;  (VII)  Progestone — synthetic; 
and  (VIII)  Proluton — synthetic. 

Here  again,  we  have  seven  different  names 
for  eight  products  that  are  essentially  the 
same  substance.  The  progestin  preparations 
that  we  assayed,  whether  extracts  or  syn- 
thetic crystals  in  oil,  were  all  found  to  be  of 
labeled  potency. 

Chorionic  Gonadotropins 

The  third  endocrine  product  to  be  classified 
is  the  anterior  pituitary-like  hormone.  The 
correct  name  is  the  chorionic  gonadotropin  of 
human  pregnancy  urine.  Its  qualities  have 
already  been  described  briefly.  We  merely 
wish  to  reiterate  here  that  it  is  not  the  same 
substance  as  the  gonadotropic  hormone  of  the 
anterior  pituitary  gland  and  that  in  rodents2 
and  monkeys3  there  is  overwhelming  evidence 
that  their  biologic  actions  are  considerably 
different.  The  chorionic  gonadotropin  is 
secured  from  two  sources:  from  the  urine  of 
pregnant  women  and  from  the  placenta; 
while  the  anterior  pituitary  gonadotropin  is 
extracted  from  the  gland  itself.  The  exact 
chemical  formulas  are  unknown. 

There  are  seven  commercial  firms  that 
manufacture  the  more  commonly  used  chori- 
onic gonadotropic  products  under  various 
trade  names.  All  these  commercial  chorionic 
gonadotropins  are  standardized  in  rat  units, 
but  each  of  the  rat  units  used  by  the  seven 
houses  differs  from  the  others.  In  other 
words,  the  phrase  “rat  unit,,  has  no  definite 
meaning  when  one  discusses  a chorionic 
gonadotropic  product  unless  the  speaker  is 
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acquainted  with  the  definition  of  a rat  unit  of 
that  particular  commercial  house. 

As  a general  rule,  all  rat  units  consist  of  that 
amount,  or  fraction  of  that  amount,  of  gona- 
dotropic material  which  will  produce  an  evi- 
dence of  maturity  when  injected  into  imma- 
ture female  white  rats.  These  evidences  of 
maturity  are  quite  varied.  One  group  of  firms 
chooses  the  appearance  of  vaginal  or  smear 
estrus  as  their  criterion  of  maturity.  Another 
group  of  drug  houses  uses  the  appearance  of 
follicles  and  corpora  lutea  as  the  required  evi- 
dence. A third  group  requires  a specific  in- 
crease of  weight  of  the  ovaries,  while  a fourth 
group  demands  a combination  of  several  of 
the  above  criteria. 

Since  each  of  these  evidences  of  maturity 
requires  a different  amount  of  chorionic  gona- 
dotropin to  produce  it,  it  is  easy  to  understand 
why  these  chorionic  gonadotropic  rat  units 
must  necessarily  differ.  Furthermore,  it 
should  be  remembered  that  the  commonly 
used  white  laboratory  rat  will  mature  spon- 
taneously at  the  age  of  48  to  52  days.  Con- 
sequently, if  one  drug  house  will  decide  to 
work  with  22-day-old  rats  and  another  with 
32-day-old  rats,  it  may  be  assumed  that  it 
will  require  much  less  chorionic  gonadotropic 
material  to  bring  the  older  rat  to  maturity 
than  will  be  required  to  produce  the  same 
maturity  in  a younger  rat. 

As  all  these  variables  are  present  in  the 
standardization  of  the  chorionic  gonadotropic 
products,  it  is  impossible  to  compare  one  rat 
unit  to  the  other  on  terms  of  definition  alone. 
To  facilitate  a comparison  of  these  units  so 
that  the  physician  using  these  endocrine 
products  may  be  certain  of  their  potency,  we 
have  chosen  a method  of  standardization 
which,  in  our  hands,  was  the  most  delicate 
and  practical  to  use.  We  then  assayed  all 
the  commercial  forms  of  the  chorionic  gonado- 
tropin commonly  used  by  this  method,  and, 
by  arbitrarily  designating  our  rat  unit  as  unity, 
we  are  able  to  give  a comparison  of  the  com- 
mercial chorionic  gonadotropic  rat  units,  as 
their  potency  compares  to  our  standard  rat 
unit  (see  Table  1). 

Since  the  completion  of  these  experiments, 
the  League  of  Nations  Health  Organization 
has  set  up  an  international  unit  for  the  chori- 
onic gonadotropic  substances.  It  is  designated 
as  0.1  mg.  of  a standard  preparation  of  chori- 
onic gonadotropic  material.  This  unit  is  sup- 
posed to  produce  the  estrus  type  of  vaginal 
smear  in  21-day-old  rats. 

The  adoption  of  the  international  unit  in 
the  standardization  of  the  commercial  chori- 


TABLE  1 


Endocrine  Product 

Relative  Potency 
of  Rat  Unit 

Antuitrin  S 

1.00 

A.P.L. 

0.33 

Entromone 

<0.10 

Follutein 

1.00 

Korotoin* 

0.50 

Placestoin 

<0.10 

Pregnyl 

1.00 

* Our  assays  revealed  marked  potency  variations  in 
individual  ampules. 


onic  gonadotropic  preparations  will  clear  the 
existing  confusion  caused  by  the  use  of  un- 
equal rat  units. 

Gonadotropic  Hormones  of  the 
Anterior  Pituitary  Gland 

The  administration  of  the  chorionic  gonado- 
tropins has  produced  ovulation  in  rodents, 
while  the  combined  use  of  pituitary  gonado- 
tropic hormones  and  chorionic  gonadotropic 
substances  has  accomplished  this  in  Macacus 
rhesus.4  But  attempts  to  produce  ovulation  in 
woman  have  been  signally  unsuccessful  by  the 
use  of  these  products  either  singly  or  in  com- 
bination.5*6 

However,  successful  production  of  ovula- 
tion in  woman  by  the  intravenous  use  of  a 
gonadotropic  substance  obtained  from  the 
serum  of  pregnant  mares  has  been  reported. 
This  product  has  only  recently  become  avail- 
able commercially.7 

The  gonadotropic  hormones  are  obtained 
by  extraction  from  the  anterior  pituitary  gland 
and  are  standardized  in  rat  units.  These 
units  vary  greatly,  since  each  commercial 
house  defines  them  differently.  They  are 
all,  with  one  exception,  based  upon  the  produc- 
tion of  an  increase  in  weight  of  the  ovaries  of 
the  test  animal.8 

One  of  the  typical  units  is  defined  as  the 
smallest  amount  of  material  which,  when  di- 
vided into  six  equal  parts  and  injected  over  a 
period  of  three  days  into  immature  female  ani- 
mals less  than  30  days  old  and  weighing  from 
35  to  40  Gm.,  will,  on  the  fifth  day,  produce 
follicular  maturation  and  luteinization  of  the 
ovaries  and  a marked  increase  in  the  size  of 
the  ovaries  and  uterus  in  at  least  60  per  cent 
of  the  animals  so  treated. 

We  obtained  our  preparations  from  re- 
liable retail  drug  houses  and  proceeded  to 
assay  them  in  terms  of  the  manufacturers’ 
unit,  using,  however,  10  rat  units  in  an  at- 
tempt to  produce  the  ovarian  changes  claimed 
for  1 rat  unit. 

There  are  five  commercial  preparations  of 
the  pituitary  gonadotropic  hormones.  In 


868 


Cl  N BERG  AND  GOLDMAN 


[N.  Y.  State  J.  M. 


testing  these  preparations  by  the  method  pre- 
viously outlined,  we  found  that  four  of  them 
were  ineffectual.  The  fifth,  the  “Gonado- 
tropic Factor  of  Ayerst,”  was  effective  only 
when  ten  times  the  stated  amount  of  material 
was  used,  but,  when  the  exact  quantity  as  de- 
fined by  their  rat  unit  was  employed,  our  re- 
sults were  negative.  It  should  be  noted  at  this 
point  that  the  Ayerst  unit  is  defined  as  one- 
tenth  of  that  amount  of  material  which,  when 
administered  daily  in  three  divided  doses, 
will  cause  a certain  increase  in  the  weight  of 
the  ovaries.  This  unit  must,  therefore,  be 
regarded  as  exceedingly  small. 

Since  we  employed  ten  times  the  amount  of 
material  that  the  commercial  houses  utilized 
to  produce  a given  result,  it  would  appear 
that  those  products  that  in  our  hands  did  not 
produce  any  ovarian  changes  were  impotent. 

The  available  pituitary  gonadotropic  hor- 
mones are:  (1)  ambinon,  (2)  gonadotropic 
factor,  (3)  gynantrin,  (4)  prephysin,  and  (5) 
prepituitary-G. 

Summary  and  Conclusions 

An  attempt  has  been  made  to  enumerate 
and  classify  the  more  commonly  used  female 
hormones. 

Whenever  possible,  the  chemical  structure, 
the  accepted  nomenclature  and  the  commer- 
cial trade  names  have  been  designated. 

The  standardization  of  the  products  dis- 
cussed has  been  explained,  and,  as  far  as  pos- 
sible, comparison  of  their  potencies  has  been 
made. 


The  potency  of  the  estrogenic  preparations 
has  been  discussed.  We  feel  that  the  estrone, 
estradiol  benzoate,  and  estradiol  proprionate 
products  are  of  labeled  potency.  The  estriol 
and  estradiol  products  are  standardized  paren- 
terally,  although  they  are  intended  for  oral 
usage. 

All  the  progestin  products  we  assayed  were 
uniformly  potent  and  well  up  to  their  labeled 
standard. 

The  rat  unit  of  the  commercial  chorionic 
gonadotropins  has  been  evaluated  by  a series 
of  experiments. 

The  potency  of  the  pituitary  gonadotropic 
hormones  has  been  assayed  and  found  to  be 
below  the  standard  necessary  for  practical 
usage.  Our  assays  indicate  that  the  pituitary 
gonadotropic  substances  are  inefficacious  by 
the  time  they  reach  the  dispensing  physician. 
We  do  not  feel  that  the  use  of  these  products, 
at  least  for  the  present,  can  be  recommended 
for  the  production  of  ovulation  in  wo- 
men. 
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ALUMNI  DAY-LONG  ISLAND  COLLEGE 
OF  MEDICINE 

The  Alumni  Day  of  the  Long  Island  College 
of  Medicine  will  be  celebrated  on  Saturday, 
April  26,  1941,  at  the  Medical  School.  Round 
Table  discussions  between  10:00  and  11:00  a.m. 
will  be  given  by  the  departments  of  anatomy, 
chemistry,  obstetrics  and  gynecology,  pathology, 
surgery,  pediatrics,  physiology,  and  radiol- 
ogy. 

Beginning  at  11:00  a.m.  the  alumni  will  be 
“Welcomed”  by  Dr.  Jean  A.  Curran,  dean  of  the 
Medical  School;  Dr.  William  P.  Healy  will 
speak  on  “Pelvic  Malignancies,”  and  Dr.  Frank 
E.  A’dair,  on  “The  Place  of  the  Radiation  Pro- 
gram in  the  Field  of  Mammary  Carcinoma.” 
Following  luncheon  in  the  main  dining  room  of 
the  hospital,  Dr.  Perry  M.  Lichtenstein  will 
speak  on  “Psychopathic  Criminals.” 

The  annual  banquet  will  take  place  at  7:30 
p.m.  at  the  Knights  of  Columbus  Club,  1 Park 
West,  Brooklyn,  New  York.  The  Honorable 
William  O’ Dwyer,  District  Attorney,  Kings 
County,  will  be  the  speaker. 


A POLISH  MEDICAL  SCHOOL  IN 
EDINBURGH 

The  University  of  Edinburgh  has  offered  to 
the  Polish  Government  facilities,  which  have  been 
cordially  accepted,  for  the  establishment  in 
Edinburgh  of  a Polish  School  of  Medicine  (Brit. 
M.  J .,  Jan.  25,  1941).  It  will  be  staffed  by  pro- 
fessors and  teachers  now  serving  with  the  Polish 
Army  in  Britain  and  by  professors  of  the  Edin- 
burgh faculty  of  medicine  in  such  basic  subjects 
as  may  not  be  represented  among  the  Polish 
professors.  Discussions  are  in  progress  between 
representatives  of  the  Polish  Government  and 
of  the  University  of  Edinburgh  to  settle  details 
of  the  scheme.  The  University  has  gladly  under- 
taken to  provide  accommodation  and  material 
to  the  utmost  of  its  power,  and  the  city  authori- 
ties have  informally  indicated  that  they  will  co- 
operate in  the  provision  of  opportunities  for 
clinical  instruction.  By  establishing  the  nucleus 
of  a Polish  faculty  of  medicine  in  Edinburgh  one 
of  the  most  important  branches  of  Polish  learning 
— medical  research  and  teaching — will  be  kept 
alive. 


THE  CLINICAL  APPLICATION  OF  SECRETIN  IN  THE  STUDY  OF 
PANCREATIC  FUNCTION 

Joseph  S.  Diamond,  M.D.,  and  Sigmund  A.  Siegel,  M.D.,  New  York  City 


SINCE  Baylis  and  Starling  in  1902  dis- 
covered the  presence  of  secretin  in  the 
small  intestine  and  noted  its  specific  effect 
upon  the  excretory  cells  of  the  pancreas, 
many  attempts  have  been  made  to  isolate 
this  hormone  in  a pure  form  so  that  it  might 
be  utilized  clinically  in  man.  It  was  not  until 
1933,  however,  that  Hamm arsten 1,2  succeeded 
in  preparing  a pure  crystalline  salt  of  secretin. 
In  1937  Agren  and  Hammarsten3  finally  de- 
vised a more  simplified  method  for  the  produc- 
tion of  secretin,  which  made  possible  its  use 
for  general  clinical  purposes.  Pharmaco- 
logically, it  closely  resembles  the  crystalline 
product.  It  is  free  from  histamine  and  other 
undesirable  products  that  made  the  use  of  the 
earlier  preparations  prohibitive.  In  our  own 
experience  of  116  tests  carried  out  with  secre- 
tin, many  of  which  have  been  repeated,  no 
untoward  effects  have  ever  been  noted.  An 
occasional  transient  flushing  of  the  face  may 
be  seen.  The  product  is  also  free  from 
cholecystokinin,  the  gallbladder  contracting 
principle. 

The  basic  difficulties  in  the  past  in  studying 
pancreatic  function  have  been  the  lack  of  a 
standard  stimulus  to  the  pancreas  and  the 
difficulty  in  obtaining  pure  pancreatic  juice 
uncontaminated  with  gastric  chyme.  In  the 
previous  work  on  the  study  of  duodenal 
enzymes  by  McClure,4  Christiansen,5  Crohn,6 
and  Myers,7  stimuli  were  introduced  in  the 
form  of  food  and  chemicals,  and  various 
specimens  were  withdrawn  and  examined  at 
different  intervals.  The  admixture  of  the  acid 
gastric  chyme  lowered  the  pH  of  the  duodenal 
juices  and  gave  no  true  indication  of  the 
bicarbonate  concentration  or  the  total  enzyme 
output. 

These  difficulties  have  now  been  overcome 
by  the  use  of  secretin  and  a double  gastro- 
duodenal tube.  Secretin  supplies  a strong 
pancreatic  stimulus,  and  the  double  tube 
provides  for  the  separate  collection  of  the 
duodenal  and  gastric  juices.  We  are  thus 
enabled  to  obtain  a clear,  uncontaminated, 
pancreatic  secretion.  This  method  has  made 
it  possible  for  the  first  time  to  study  clinically 
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the  bicarbonate  concentration  of  the  pan- 
creatic juice  in  man  as  obtained  from  the 
duodenum.  The  method  also  permits  the 
collection  of  the  entire  pancreatic  output  dur- 
ing the  test  period  for  total  quantitative  de- 
terminations. 

In  a previous  communication8  we  have 
described  at  length  the  procedure  of  the  test. 
Briefly  stated,  the  free  end  of  the  double  tube 
is  permitted  under  fluoroscopic  guidance  to 
enter  the  duodenum  as  far  as  the  third  por- 
tion, while  the  shorter  end,  attached  10 
inches  higher,  remains  in  the  stomach.  Since 
engaged  in  this  work  we  have  been  able  to 
shorten  considerably  the  period  of  duodenal 
intubation.  Working  under  the  fluoroscope 
with  the  patient  in  an  erect  posture,  we  can 
quickly  correct  kinking  at  the  cardia  and  guide 
the  tube  to  the  pylorus.  With  manual  pres- 
sure upward  at  the  greater  curvature  and 
antrum  the  tube  usually  slips  through  the 
pylorus.  Both  ends  of  the  tube  are  pro- 
vided with  many  apertures.  By  means  of  a 
gentle  suction  not  exceeding  50  mm.  of  mer- 
cury, both  pancreatic  and  gastric  secretions 
are  obtained  separately  and  completely. 

After  obtaining  a basal  flow  during  a period 
of  twenty  to  twenty-five  minutes,  secretin  is 
injected  intravenously  (0.75  mg.  per  kilogram 
of  body  weight) . We  have  increased  the  sub- 
maximal  dose  of  0.5  mg.  used  in  our  earlier 
work  to  0.75  mg.  so  as  to  subject  the  pancreas 
to  a maximal  stimulus.  Within  a minute  or 
two  following  the  injection  there  is  an  out- 
pouring of  pancreatic  juice  (Fig.  1)  that 
quickly  loses  its  bile  discoloration  and  usually 
remains  colorless  throughout  the  greater 
period  of  the  test.  A deeply  bile-stained 
secretion  throughout  the  entire  test  period 
indicates  a diseased  and  nonfunctioning  gall- 
bladder, whereas  a clear  opalescent  juice 
indicates  a normally  functioning  viscus,  the 
bile  entering  the  gallbladder  and  being  stored 
there.9  The  secretion  collected  is  rich  in 
bicarbonate  (Fig.  2)  and  enzymes  (Fig.  3) — 
amylase,  trypsin,  and  lipase. 

The  Test 

Following  the  injection  of  secretin,  the  test 
is  carried  out  for  one  hour.  The  evaluation  of 
pancreatic  function  following  secretin  de- 
pends upon  the  following  factors:  volume  of 
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EFFECT  OF  SECRETIN  UPON 
VOLUME  OF  FLOW 
( AVERAGE  OF  NORMAL  CASES) 


EFFECT  OF  SECRETIN  UPON 
CONCENTRATION  OF  ENZYMES 
( AVERAGE  OF  NORMAL  CASES) 


EFFECT  OF  SECRETIN  UPON 
RATE  OF  FLOW 
AND 

BICARBONATE  CONCENTRATION 
(AVERAGE  OF  NORMAL  CASES) 


flow;  concentration  of  bicarbonate;  and 
concentration  and  total  quantity  of  enzymes 
— amylase,  trypsin,  and  lipase. 

A total  secretion  varying  between  150  to 
250  cc.  of  juice  is  collected  during  one  hour. 
The  maximum  flow  takes  place  within  the 
first  ten  minutes,  gradually  coming  down  and 
reaching  the  basal  level  in  about  eighty 
minutes. 

The  bicarbonate  content  is  estimated  by 
titration  and  is  expressed  in  mifliequivalents 
per  liter.  It  reaches  its  maximum  concentra- 


tion at  the  end  of  the  twenty-minute  period 
and  varies  between  96  and  120  milliequiva- 
lents. 

The  enzymes  are  quantitatively  estimated 
using  the  following  methods:  for  amylase — 
NorbyV0  method  modified  for  duodenal  con- 
tents; for  trypsin — Willstatter’s11  method; 
for  lipase — the  method  of  Cherry  and  Cran- 
dall,12 modified  by  Comfort  and  Osterberg,13 
using  1:10  dilution.  The  presence  of  bile  does 
not  affect  enzyme  activity. 

For  the  evaluation  of  the  function  of  the 
pancreas  it  is  necessary  to  estimate  the  total 
output  of  the  enzymes  during  the  test  period. 
This  is  obtained  by  multiplying  the  concen- 
tration by  the  total  volume. 

The  total  volume  and  total  bicarbonate  con- 
centration are  directly  proportional  to  the 
amount  of  secretin  used.  The  greater  the 
dosage,  the  larger  the  volume  and  bicarbonate 
output.  The  behavior  of  the  enzymes  is 
different.  The  concentration  is  inversely 
proportional  to  the  rate  of  flow.  After  a 
washing  out  of  the  preformed  enzymes  stored 
within  the  ducts  and  cells  of  the  pancreas, 
the  concentration  falls  to  a lower  level  and  re- 
mains fairly  constant  throughout  the  test, 
rising  only  toward  the  end  when  the  volume 
is  diminished.  In  the  normal  state  the 
enzymes  run  parallel  to  one  another  (Fig.  3). 

In  our  previous  report  the  duration  of  the 
test  was  eighty  minutes.  We  have  since  re- 
duced the  test  period  to  sixty  minutes.  The 
normal  standards  for  the  one-hour  test 
period  are  as  follows:  volume,  135  to  250  cc. 
(2.1  to  4.5  cc.  per  kilogram/60  minutes); 
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TABLE  1. — Pancreatitis  Secretin  Test — Eighty  Minutes 


—Enzymes- 

Duo- 

Serum 

✓ Volum 

e n 

Bicar- 

(Units per  Kg.) 

denal 

van 

Weight, 

Total 

Cc. 

bonate 

Amy- 

Tryp- 

Icterus 

den 

Name 

Diagnosis 

Date 

Kg. 

cc. 

Kg. 

MEq. 

lase 

sin 

Lipase 

Index 

Bergh 

M.  B. 

Acute 

6/26/39 

60 

43.5 

0.7 

75 

1.1 

0.05 

10.1 

Puru 

0.4 

hemorrhage 

9/27/39 

60.9 

104 

1.7 

62 

1.16 

0.24 

126 

75 

0.4 

2/26/40 

68.2 

90 

1.3 

86 

3.1 

0.26 

80 

80 

0.4 

H.  S. 

Chronic 

56.8 

180 

3.2 

80 

3.9 

0.63 

117 

0 

12 

pancreatitis 

M.  L. 

Edema 

59 

197 

3.3 

87 

6.4 

0.4 

40 

75 

1.2 

pancreatitis 


bicarbonate,  90  to  130  milliequivalent;  amyl- 
ase 300  to  1,200  units  (5.5  to  11  units/kilo- 
gram/60 minutes);  trypsin  20  to  40  units 
(0.35  to  0.7  unit/kilogram/60  minutes) ; and 
lipase  7,000  to  14,000  units  (135  to  225  units/ 
kilogram/60  minutes).  (In  the  eighty- 
minute  test  period  the  standards  are  one- 
eighth  higher  for  volume;  one-fifth  higher 
for  the  enzymes;  bicarbonate  remains  un- 
changed.) 

The  present  report  consists  of  116  secretin 
tests  performed  on  90  patients.  In  19  cases 
the  test  was  repeated  from  two  to  four  times; 
in  12  cases,  twice;  in  5 cases,  three  times; 
in  two  cases,  four  times. 

There  were  24  normal  individuals  and  66 
pathologic  cases.  The  normals  include  stu- 
dents, physicians,  and  a number  of  patients 
with  unrelated  ailments  such  as  constipation, 
hemorrhoids,  sciatica,  psychoneurosis. 

With  the  exception  of  three  instances  in 
apparently  normal  students,  the  results  of  the 
tests  were  uniform  in  all,  corresponding  to  the 
established  normal  standards.  These  3 indi- 
viduals gave  surprisingly  low  figures  for 
volume  and  enzymes.  We  have,  neverthe- 
less, included  them  in  the  normal  group, 
although  on  closer  questioning  we  obtained  a 
history  of  a prolonged  illness,  with  chronic 
diarrhea  during  childhood  in  one  and,  in  the 
other  two,  previous  histories  of  vague  diges- 
tive disturbances. 

The  Secretin  Response  in  Pathologic 
Cases 

In  pathologic  states,  any  of  the  functions 
above  enumerated  may  be  affected.  The  en- 
zyme production  is  the  first  to  suffer  in  the 
damaged  pancreas.  The  volume  of  juice  and 
the  bicarbonate  concentration  are  fairly  con- 
stant and  not  easily  disturbed,  the  bicarbonate 
least  of  all. 

The  enzymes  also  may  become  dissociated 
so  that  only  one  may  be  affected  while  the 
others  remain  normal.  This  is  mostly  ob- 
served in  the  milder  states.  The  lipase  and 
amylase  are  most  frequently  disturbed.  In 
the  severer  states,  such  as  pancreatitis  with 


necrosis,  cirrhosis  of  the  pancreas,  or  mechani- 
cal obstruction  of  the  pancreatic  duct,  all 
functions  are  simultaneously  involved. 

The  pathologic  material  subjected  to  the 
secretin  test  consists  of  the  following  66  cases: 


Pancreatitis 

Hemorrhagic  pancreatitis  with  fat  necrosis  1 
Edema  of  the  pancreas  1 

Chronic  pancreatitis  1 

Obstructive  jaundice 

Carcinoma  of  the  head  of  the  pancreas  3 

Carcinoma  of  the  biliary  ducts  2 

Atresia  of  the  common  duct  1 

Cholelithiasis  14 

Cysts  of  the  pancreas  3 

Cirrhosis  of  the  liver  with  syphilis  3 

Splenomegaly  with  syphilis  1 

Toxic  hepatitis  (2  with  syphilis)  5 

Acute  yellow  atrophy  of  liver  (syphilis)  1 

Steatorrhea  14 

Diabetes  3 

Miscellaneous  13 


Postcholecystectomies,  colitis,  spontane- 
ous cholecystoduodenal  fistula,  chronic 
nephritis,  etc. 

Pancreatitis. — One  case  of  hemorrhagic 
pancreatitis  was  examined  seven  weeks  after 
the  operation  while  still  discharging  from  a 
cholecystostomy  sinus.  The  findings  indi- 
cated a marked  deficiency  in  all  the  functions 
including  volume,  bicarbonate,  and  enzymes. 
Some  of  the  enzymes  were  as  low  as  one- 
eighth  to  one-fifteenth  of  the  normal.  The 
pancreatic  juice  was  admixed  with  consider- 
able pus.  Subsequent  examinations  made 
four  months  and  ten  months  later  revealed 
considerable  improvement  in  the  function. 
The  output,  however,  of  the  volume  and 
enzymes  still  remained  one-half  of  the  normal. 

The  case  of  chronic  pancreatitis  presented 
several  attacks  of  recurrent  jaundice.  Ex- 
amination with  secretin  during  one  of  these 
episodes  revealed  low  bicarbonate,  amylase, 
lipase,  and  also  a high  blood  lipase. 

The  patient  with  edema  of  the  pancreas, 
who  had  long-standing  diabetes  and  chole- 
lithiasis, presented  a typical  clinical  picture 
of  marked,  left  upper  quadrant  tenderness  and 
high  blood  amylase  and  lipase.  A secretin 
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TABLE  2. — Obstructive  Jaundice  Due  to  Carcinoma.  Secretin  Test — Eighty  Minutes 


Name 

Diagnosis 

Date 

Weight, 

Kg. 

✓ Volum 

Total 

cc. 

Cc. 

Kg. 

Bicar- 

bonate 

MEq. 

Enzymes 

(Units  per  Kg.) 
Amy-  Tryp-  Lipase 
lase  sin 

Duo- 

denal 

Icterus 

Index 

Serum 

van 

den 

Bergh 

A.  L. 

Carcinoma  of 
the  head  of 
the  pancreas 

10/  9/39 

51.8 

131 

2.5 

10 

0 

0 

0 

83 

10.5 

M.  G. 

Carcinoma  of 
the  head  of 

10/25/39 

68.2 

132 

1.95 

114 

7.3 

0.12 

29 

35 

18.4 

the  pancreas 

11/  1/39 

66.4 

190 

2.8 

108 

9.4 

0.34 

120 

2 

13.8 

R.  P. 

Carcinoma  of 
the  head  of 

12/21/38 

52 

17.5 

0.3 

26 

0.25 

0.05 

23 

110 

9.2 

the  pancreas 

4/17/39 

53 

96 

1.78 

35.8 

2.02 

0.24 

83 

0 

11.5 

0.  K. 

Carcinoma  of 
the  common 
duct 

6/  5/39 

68.1 

234 

3.4 

93 

18 

1.0 

144 

0 

6.4 

C.  T. 

Carcinoma  of 
the  hepatic 

10/24/38 

54.5 

132 

2.4 

118 

5 . 4 

0.31 

190 

17 . 6 

G.  T. 

duct 

Carcinoma  of 
stomach 
with  metas- 
tasis 

10/  6/38 

71.0 

65 

0.92 

59 

10.1 

0.2 

43 

study  three  weeks  afterward,  when  apparent 
clinical  recovery  had  taken  place,  showed  low 
bicarbonate  and  extremely  low  normal  figures 
for  amylase  and  trypsin  (Table  1). 

Obstructive  Jaundice. — This  group  includes 
3 cases  of  carcinoma  of  the  head  of  the  pan- 
creas, 2 cases  of  carcinoma  of  the  biliary  ducts, 
and  1 case  of  atresia  of  the  common  duct  post- 
operatively.  All  of  these  cases  were  operated 
upon  with  the  exception  of  1 case  of  carcinoma 
of  the  head  of  the  pancreas.  One  case  of 
carcinoma  of  the  head  of  the  pancreas  came  to 
autopsy. 

These  3 cases  of  carcinoma  of  the  pancreas 
showed  marked  deficiency  in  the  function  of 
the  pancreas.  The  tests  were  repeated  twice. 
In  1 case  all  the  enzymes  were  entirely  absent 
and  the  bicarbonate  output  was  as  low  as  10 
milliequivalent  per  liter.  In  the  second  case 
the  autopsy  revealed  the  tumor  so  situated 
that  it  compressed  the  common  duct  but  not 
the  pancreatic  duct.  Here  we  found  a dimin- 
ished volume  and  a marked  diminution  in  the 
trypsin  and  lipase  output.  The  third  patient, 
who  was  not  operated  upon,  presented  a 
clinical  picture  of  unmistakable  diagnosis. 
A large,  hard,  immovable  mass  was  felt  in 
the  left  upper  quadrant,  producing  in  the 
x-ray  a pressure  defect  in  the  stomach.  There 
was  also  a distended,  palpable  gallbladder. 
The  first  test  showed  practically  no  response 
to  secretin.  The  second  test,  four  months 
later,  showed  considerable  free  blood  in  the 
duodenal  contents  with  mitotic  cells  seen 
under  the  microscope.  The  secretin  injections 
in  this  instance  were  followed  by  colicky 
pains  of  short  duration. 

In  the  group  with  carcinoma  of  the  biliary 
ducts  the  operation  revealed  1 case  with  a 
primary  lesion  in  the  common  bile  duct  and 
the  second  with  carcinoma  of  the  hepatic 


ducts.  The  secretin  test  gave  entirely  normal 
findings  in  the  common  duct  lesion,  indicating 
a noninvolved  pancreas  and  a patent  pan- 
creatic duct.  In  this  instance  the  test  was  of 
great  value  in  definitely  ruling  out  a pan- 
creatic lesion.  The  second  also  gave  normal 
volume  and  bicarbonate,  showing  only  a slight 
diminution  in  the  amylase  and  trypsin. 

In  the  atresia  of  the  common  duct  post- 
opera tively,  the  test  was  repeated  four  times. 
In  all  instances  the  test  gave  normal  pancreatic 
findings  (Table  2). 

Cholelithiasis. — Fourteen  cases  of  choleli- 
thiasis were  examined.  Twelve  came  to  opera- 
tion. Five  had  stones  in  the  common  duct 
with  jaundice.  One  developed  liver  abscess 
2 were  associated  with  diabetes,  1 of  which 
had  acute  edema  of  the  pancreas;  and  1 case 
had  intermittent  attacks  of  fatty  stools  and 
diarrhea.  All  of  the  cases  that  presented  com- 
plications revealed  varying  degrees  of  pan- 
creatic deficiency.  Five  presented  low  amyl- 
ase, 3 had  low  trypsin,  5 had  low  lipase,  2 had 
low  volume,  and  2 had  low  bicarbonate.  Five 
uncomplicated  cases  gave  normal  figures. 

Cyst  of  the  Pancreas. — There  were  3 cases  of 
cysts  of  the  pancreas.  All  were  operated  upon. 
One  was  examined  while  still  in  the  hospital 
with  a persistent  pancreatic  fistula.  This  pa- 
tient showed  marked  interference  in  function, 
the  juice  being  collected  from  the  duodenum 
as  well  as  from  the  fistula.  When  the  test  was 
repeated  five  weeks  later  the  results  showed 
some  improvement,  still,  however,  below  nor- 
mal. 

The  other  2 cases  showed  only  moderate 
interference  in  function. 

Cirrhosis  of  Liver. — There  were  3 cases  of 
cirrhosis  of  the  liver,  2 with  positive  serology. 
They  were  fairly  advanced  cases  with  ascites 
and  splenomegaly,  and  1 was  jaundiced.  In 
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these  2 instances  with  positive  Wassermann, 
the  pancreatic  function  was  markedly  dis- 
turbed, all  enzymes  being  diminished.  The 
third  case  was  a milder  form  with  negative 
serology,  ascites,  and  a palpable  spleen.  This 
patient  responded  favorably  to  therapy,  the 
ascites  disappearing.  The  test  here  showed 
only  diminished  bicarbonate  but  no  interfer- 
ence with  the  volume  or  enzyme  output. 

Splenomegaly. — In  1 case  of  splenomegaly 
with  syphilis  and  a secondary  anemia,  only  the 
lipase  was  diminished.  Otherwise  the  find- 
ings were  normal. 

Toxic  Hepatitis. — There  were  5 cases  in  this 
group— 2 complicated  with  syphilis.  In  these 
2 instances  the  secretin  test  revealed  marked 
disturbance  in  the  pancreatic  function  with 
diminution  of  enzymes.  In  1 of  these  cases 
the  test  was  repeated  four  times,  with  similar 
findings  even  after  the  jaundice  had  cleared. 
In  the  other  3 cases  the  tests  were  normal, 
with  the  exception  of  1 instance  of  a more  se- 
vere type  where  the  lipase  was  diminished. 

Acute  Yellow  Atrophy  of  the  Liver. — There 
was  1 case  of  acute  yellow  atrophy  of  the  liver. 
This  patient  came  to  the  hospital  with  jaun- 
dice that  had  developed  after  neoarsphen- 
amine  treatment  for  syphilis.  Symptoms 
were  moderate  at  first,  and  the  patient  re- 
ceived the  usual  treatment  with  intensive 
glucose  therapy  and  sodium  thiosulfate.  The 
secretin  test  was  performed  during  this  period. 
It  revealed  a marked  deficiency,  affecting  all 
the  functions — the  volume,  bicarbonate,  and 
all  the  enzymes.  The  following  day  the  pa- 
tient became  drowsy  and  listless.  The  choles- 
terol was  low;  the  ester  dropped  to  zero.  The 
patient  rapidly  developed  the  typical  clinical 
picture  of  acute  yellow  atrophy  and  succumbed 
five  days  later.  The  autopsy  confirmed  the 
clinical  diagnosis.  The  pancreas  revealed 
edema  and  slight  fibrosis  but  no  necrosis. 
Evidently  the  depressed  function  was  due  to 
the  same  toxin. 

Steatorrhea. — There  were  14  cases  of  stea- 
torrhea comprising  8 severe  forms  requiring 
hospitalization  and  6 milder  ambulatory  types. 
All  these  patients  were  subjected  to  thorougli 
clinical  investigation,  including  quantitative 
fat  studies  in  the  stool,  hematologic  studies, 
blood  chemistry,  and  roentgen  studies  of  the 
gastrointestinal  tract  and  bones.  (A  detailed 
study  of  this  work  will  be  reported  subse- 
quently.) 

The  clinical  picture  was  that  of  sprue  and 
they  were  so  regarded.  The  severe  forms  pre- 
sented frequent,  large,  bulky,  fatty  stools  with 
marked  nutritional  disturbances,  emaciation, 


and  anemia.  The  milder  forms  presented 
vague  digestive  symptoms  and  intermittent 
attacks  of  diarrhea;  in  these  patients,  however, 
the  nutritional  disturbances  were  not  marked. 

The  secretin  studies  revealed  the  following. 
In  10  cases,  including  6 severe  types  and  4 
ambulatory,  there  were  varying  degrees  of 
pancreatic  deficiency  involving  particularly 
the  lipase.  In  addition,  5 also  showed  low 
volumes;  1,  low  bicarbonate;  2,  low  amylase ; 
5,  low  trypsin.  All  10  showed  lipase  defi- 
ciency. In  the  remaining  4 cases,  3 of  which 
were  severe  forms  and  1 ambulatory,  the  pan- 
creatic function  was  entirely  normal  as  to  vol- 
ume, bicarbonate,  and  all  enzymes.  In  5 in- 
stances the  test  was  repeated  from  two  to  four 
times. 

We  feel  that  the  4 cases  that  showed  normal 
pancreatic  function  can  be  regarded  as  cases 
of  sprue  or  idiopathic  steatorrhea,  while  the 
other  cases  that  showed  such  profound  lipase 
deficiencies  may  be  regarded  as  steatorrhea 
associated  with  pancreatic  lesions.  In  the 
severe  cases  that  received  active  treatment 
with  diet,  transfusion,  and  liver  therapy  with 
the  improvement  of  the  patient,  the  pancreatic- 
function  also  showed  restoration  to  normal 
values.  In  this  connection  it  may  be  stated 
that  Andersen14  has  collected  a group  of  49 
cases  of  cystic  fibrosis  of  the  pancreas  with 
autopsy  findings  in  whom  the  clinical  picture 
during  life  was  that  of  coeliac  disease. 

The  similarity  of  the  clinical  picture  in  the 
steatorrheas  makes  the  condition  a difficult  one 
for  differential  diagnosis,  and  the  readiness  with 
which  one  type  can  be  mistaken  for  the  other 
becomes  obvious.  In  secretin  we  have  a 
fairly  simple  procedure  that  provides  a sharp 
line  of  differentiation  between  the  cases  of 
steatorrhea  showing  normal  pancreatic  func- 
tion and  those  in  which  the  pancreatic  function 
is  deficient. 

Diabetes. — There  were  3 cases  of  diabetes. 
Two  were  associated  with  gallstones,  and  1 
entered  the  hospital  with  acute  edema  of  the 
pancreas  with  high  blood  amylase  and  lipase. 
The  secretin  test  was  performed  after  clinical 
improvement  when  the  diabetes  was  under  full 
control  with  insulin  and  dietary  regimen. 
The  findings  revealed  in  1 case  a low  lipase 
and  in  the  other  2 cases  low  bicarbonate. 
Two  cases,  in  addition,  had  nonfunctioning 
gallbladders. 

Miscellaneous. — This  group  included  4 cases 
in  whom  cholecystectomy  had  been  performed. 
All  responded  normally  to  the  secretin  test. 
One  case  of  spontaneous  cholecystoduodenal 
fistula  showed  a lowered  bicarbonate  but  was 
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otherwise  normal.  One  case  had  a markedly 
enlarged  and  hard  liver  and  revealed  a low 
bicarbonate  and  low  lipase.  This  group  also 
included  4 young  men  with  digestive  disturb- 
ance and  negative  gastrointestinal  findings. 
The  secretin  test  in  all  cases  showed  deficient 
function,  involving  the  volume,  trypsin,  and 
lipase  in  each;  the  amylase  in  3,  and  the  bi- 
carbonate in  1.  In  2 patients  the  test  was 
repeated  with  similar  results.  Another  pa- 
tient in  this  group  was  a young  man  who  suf- 
fered from  attacks  of  syncope.  During  one  of 
these  episodes  a blood  sugar  revealed  a hypo- 
glycemia of  50  mg.  Inasmuch  as  a possible 
adenoma  of  the  pancreas  was  suspected,  the 
secretin  test  was  performed  and  repeated 
after  an  interval  of  three  weeks.  All  the  func- 
tions except  the  bicarbonate  were  markedly 
diminished  in  both  tests.  The  final  diagnosis 
as  to  the  nature  of  the  lesion  still  remains  un- 
confirmed. 

Summary  and  Conclusions 

Secretin  provides  a potent  and  standard 
stimulus  to  the  pancreas.  When  injected  in- 
travenously in  a dose  of  0.75  mg.  per  kilogram 
of  body  weight,  it  causes  a marked  flow  of 
pancreatic  juice.  By  means  of  the  double  gas- 
troduodenal tube  one  can  obtain  a clear  un- 
contaminated juice  rich  in  bicarbonate  and  en- 
zymes. These  are  quantitatively  estimated 
for  a one-hour  period,  and  the  results  are  eval- 
uated according  to  established  normal  stand- 
ards. 

In  pathologic  states  of  the  pancreas  the 
enzyme  production  first  becomes  affected. 
The  volume  and  bicarbonate  are  more  stable 
and  are  less  easily  disturbed.  The  enzymes 
may  become  dissociated  so  that  one  enzyme 
may  be  more  affected  than  the  others.  In 
severe  lesions  all  functions  are  simultaneously 
involved. 

A series  of  116  tests  have  been  performed  on 
90  patients,  of  which  24  were  normal  and  66 
comprised  various  pathologic  conditions. 

In  silent  lesions  of  the  pancreas  the  test  has 
been  of  inestimable  value  in  detecting  disturb- 
ances in  function  of  the  gland  which  were 
hitherto  unrecognized  and  unsuspected.  In 
syphilis,  chronic  alcoholism,  hepatic  cirrhosis, 
toxic  states,  and  acute  yellow  atrophy  of  the 
fiver  the  test  has  revealed  various  degrees  of 
disturbed  function. 

In  obstructive  lesions  of  the  common  bile 
duct  and  pancreatic  duct  the  test  helps  to  dif- 
ferentiate the  location  of  the  lesion  and  the 
degree  of  obstruction. 

In  the  group  of  fatty  diarrheas  the  test  helps 


to  differentiate  the  steatorrheas  with  pancre- 
atic deficiencies  from  those  of  sprue  and  idio- 
pathic forms. 

In  the  group  of  fatty  diarrheas  the  test  helps 
to  differentiate  the  steatorrheas  with  pancre- 
atic deficiencies  from  those  of  sprue  and  idio- 
pathic forms. 

In  the  follow-up  studies  the  test  has  shown 
the  reversabifity  of  the  function  and  has  been 
consistent  with  the  clinical  improvement  of 
the  patient  indicating  the  degree  of  recovery. 

In  studying  the  icterus  index  of  the  duodenal 
juice  obtained  during  the  secretin  stimulation, 
one  can  incidentally  establish,  with  a high  de- 
gree of  accuracy,  a normally  functioning  gall- 
bladder from  a diseased  nonfunctioning  viscus. 


We  wish  to  thank  Dr.  G.  Elias  and  Mrs.  L. 
Schmidt  for  their  valuable  technical  assistance 
in  the  laboratory. 

16  East  83rd  Street 
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Discussion 

Dr.  John  L.  Kantor,  New  York  City — Dr.  Dia- 
mond’s work  opens  up  a new  era  in  the  study  of 
the  pancreas.  I should  like  to  confine  my  re- 
marks to  the  following: 

(1)  Technic. — Dr.  Diamond  has  demon- 
strated that  the  duodenal  tube  can  be  slipped 
into  the  stomach  much  more  quickly  with  the 
patient  in  the  erect,  rather  than  in  the  prone, 
position.  This  saves  much  time  in  the  prelimi- 
nary phase  of  the  test.  By  shortening  the  test 
period  itself  from  eighty  to  sixty  minutes,  he 
has  further  abbreviated  the  time  by  25  per  cent 
and,  therefore,  has  made  the  examination  much 
more  practical. 

(2)  Evaluation  of  the  Secretin  Test. — We  have 
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learned  from  this  work  that  the  enzymes  are 
first  to  suffer  in  pancreatic  disease.  The  en- 
zymes may  be  dissociated,  and,  therefore,  it  is 
important  to  study  all  of  them  in  each  case.  In 
severe  gross  lesions  of  the  pancreas,  such  as  pan- 
creatitis with  necrosis,  cirrhosis  of  the  pancreas, 
and  obstruction  of  the  ducts,  all  functions  are  in- 
volved, the  volume  and  the  bicarbonate  content 
of  the  pancreatic  juice  being  depressed  as  well  as 
the  enzyme.  Since  in  these  diseases  the  secretin 
test  findings  are  constant  on  repeated  examina- 
tion, it  would  seem  that  the  pancreas  has  not  the 
regenerative  power  that  is  possessed  by  the  liver 
when  it  is  damaged. 

(3)  Silent  Disease  of  the  Pancreas. — By  means 
of  the  secretin  test,  silent  disease  of  the  pancreas  is 
revealed  in  such  conditions  as  cirrhosis  of  the 
liver,  toxic  hepatitis  with  syphilis,  and  acute  yel- 
low atrophy.  This  opens  up  what  seems  to  be  a 
new  field  well  worthy  of  further  exploration. 

(4)  Obstructive  Lesions. — In  obstructive  le- 
sions of  the  bile  and  pancreatic  ducts  the  test 
helps  to  localize  the  lesion,  thus  making  differen- 
tial diagnosis  easier  than  it  has  ever  been  before. 

In  conclusion,  I would  like  to  thank  Dr.  Dia- 
mond and  his  collaborator  for  the  opportunity  to 
follow  this  pioneer  work  which  is  of  such  great 
scientific  and  clinical  promise. 

Dr.  Henry  Doubilet,  New  York  City — This 
paper  by  Dr.  Diamond  and  several  papers  previ- 
ously published  by  him  form  a landmark  in  the 
diagnosis  of  diseases  of  the  pancreas.  This  pres- 
entation clearly  shows  that  the  secretin  test  is  of 
diagnostic  value,  both  from  medical  and  surgical 
aspects.  The  group  of  cases  usually  discussed  as 
chronic  steatorrheas  can  now  be  divided  into 
those  that  suffer  from  pancreatic  insufficiency 
and  into  a nonspecific  group.  In  patients  suffer- 
ing from  obstructive  jaundice,  a differential 
diagnosis  can  now  be  made  preoperatively  be- 
tween carcinoma  of  the  hepatic  ducts  and  carci- 
noma of  the  head  of  the  pancreas. 

It  is  obvious  that  when  the  differential  diag- 
nosis can  be  made  the  therapy  can  be  more  specific. 
In  addition,  we  now  have  a means  of  flushing  out 
the  pancreas  just  as  we  can  now  flush  out  the 
liver  by  various  stimulating  substances.  In  cases 
of  acute  pancreatitis  not  only  can  we  treat  the 
patients  after  their  initial  recovery  but  we  can 
also  follow  up  the  progress  oi  tneir  recovery. 

In  my  opinion,  however,  the  most  valuable 
aspect  of  this  paper  is  that  it  focuses  attention  on 
the  duodenal  hormones  as  a group  and  gives 
definite  indication  not  only  that  a secretin  can 
be  of  great  diagnostic  and  therapeutic  importance 
but  also  that  the  other  hormones,  such  as  chole- 
cystokinin  and  enterogastrone,  will  some  day 
prove  to  be  of  great  value  once  they  are  purified. 

Dr.  Anthony  Bassler,  New  York  City — I com- 
pliment Dr.  Diamond  on  the  courage  and  interest 
he  has  shown  in  the  test  he  has  described.  Be- 
cause of  the  many  variables  met  with  and  the 


interrelationships  with  other  organ  functions, 
this  pancreas  work  is  a difficult  subject  in  which 
to  make  definite  deductions.  I note  he  uses 
chemical  tests  for  enzymes  which  are  proverbially 
unreliable.  The  microscopic  observation  of  a 
mixture  of  a weak  alkaline  solution  with  neutral 
fat  will  show  every  reduction  that  lipase  does, 
as  shown  in  1924.  The  proteolytic  enzyme  de- 
pends upon  enterokinase  from  the  duodenal  mu- 
cosa to  activate  it.  The  only  enzyme  that  flows 
as  such  out  of  the  pancreas  is  amylase.  When  he 
states  that  there  is  dissociation  between  the  en- 
zymes of  the  pancreas,  he  is  assuming  it  from 
these  nonreliable  chemical  tests.  The  charts  of 
Dr.  Diamond  in  pathologic  conditions  showing 
that  all  the  enzymes  are  low  in  disease  proves, 
what  I brought  out  in  1925,  that  in  disease  there 
is  no  dissociation  between  them.  The  alkalinity 
of  pancreatic  juice  is  due  to  sodium  carbonate, 
not  bicarbonate.  While  secretin,  as  Bayliss  and 
Starling  suggested  and  perhaps  even  a synthetic 
form,  may  cause  a flow  of  pancreatic  juice  when 
introduced  into  veins,  I still  feel  that  duodenal 
stimulation  by  food  substances  is  the  better 
method  of  obtaining  a specimen  for  clinical  work. 
This  work  has  not  received  the  interest  and  in- 
vestigation that  it  deserves,  and  every  effort  to 
elucidate  the  subject  is  to  be  commended.  That 
there  is  distinct  clinical  value  to  it  has  been 
proved  by  a constant  continuation  with  the 
method  I advanced  in  1925,  which,  while  not 
100  per  cent  perfect,  is  still  clinically  useful  in 
many  digestive  disorders,  in  diabetes,  and 
rather  generally  in  nutritional  and  endocrine 
work. 

Dr.  Joseph  S.  Diamond  ( Concluding  Remarks ) 
— I wish  to  thank  the  discussors  for  their  inter- 
esting comments.  With  regard  to  Dr.  Bassler’s 
criticism  of  the  tests  I regret  to  say  that  he  ap- 
pears to  be  entirely  unfamiliar  with  the  high  de- 
gree of  accuracy  of  these  quantitative  methods. 
The  Norby  method  for  amylase  determination 
and  the  Willstatter  method  for  proteolytic  en- 
zyme action  are  standard  quantitative  proce- 
dures and  are  universally  used  by  enzyme  chem- 
ists. The  lipase  method  is  the  original  Cherry 
and  Crandall  method.  It  is  widely  used  in  this 
country. 

Furthermore,  the  dissociation  of  enzymes  in 
pathologic  states  of  the  pancreas  has  already  been 
substantiated  by  many  workers  in  this  field  in- 
cluding Ivy,  Comfort,  Chiray,  and  others. 

Finally,  the  advantage  of  an  intravenous  secre- 
tin stimulus  over  the  crude  use  of  food  stimuli  is 
self-evident;  as  in  the  former  method,  aided  by 
the  double  gastroduodenal  tube,  a pure  pancre- 
atic secretion  is  obtained  which  can  be  quantita- 
tively estimated  as  to  volume,  alkalinity,  and 
enzyme  activity.  The  use  of  food  stimuli  intro- 
duced into  the  duodenum  is  a crude  method  re- 
sulting in  contamination  with  gastric  juice  and 
does  not  lend  itself  to  accurate  quantitative 
studies. 


URINARY  TRACT  INJURIES  DURING  PANHYSTERECTOMY 

Arthur  J.  Wallingford,  M.D.,  Albany,  New  York 


THE  purpose  of  this  paper  is  to  present  the 
observations  of  urinary  tracts  of  100 
patients  whose  uteri  have  been  removed  by 
the  total,  complete  technic  called  panhys- 
terectomy. 

The  proposed  advantages  of  the  various 
operations  for  removal  of  the  uterus  have  been 
presented  in  several  papers  during  recent 
years.  The  publications  have  been  in  a gen- 
eral sense  devoted  to  the  relative  merits  of 
subtotal  or  supravaginal  removal  of  the 
uterus  versus  total  removal  or  panhysterec- 
tomy by  the  abdominal  route.  Among  the 
principal  points  enumerated  have  been  the 
incidence  of  injuries  to  adjoining  structures, 
particularly  the  bladder  and  ureters,  during 
the  removal  of  the  uterus  for  benign,  as  well 
as  malignant,  lesions  of  that  organ. 

In  a review  of  the  recent  literature  on  hys- 
terectomies, one  can  readily  note  that  the 
discussion  is  devoted  to  the  morbidity  and 
mortality  rates  of  one  method  of  removal  of 
the  uterus  over  the  other.  It  is  obvious  that 
when  the  morbidity  rate  increases  the  mor- 
tality rate  must  necessarily  also  increase. 
The  proponents  of  subtotal  hysterectomy 
maintain  that  their  complications  are  less 
numerous.  On  the  other  hand,  the  champi- 
ons of  the  total  hysterectomy  maintain  that 
in  the  hands  of  well-trained  individuals  the 
morbidity  is  less  than  for  supravaginal 
hysterectomy.  In  addition,  they  also  main- 
tain that  the  cervix  left  behind  is  not  only  a 
source  of  leukorrheal  discharge  and  of  acute 
and  chronic  infection,  specific  and  nonspecific, 
but  that  the  cervix  is  also  a site  for  malignant 
changes.  A paper  presented  by  McDonald1 
showed  that  in  over  2,600  consecutive  pan- 
hysterectomies, performed  on  the  Gyneco- 
logical Service  of  the  Albany  Hospital  by  ten 
different  operators  including  the  five  residents, 
the  mortality  rate  was  less  than  the  incidence 
of  stump  carcinoma.  The  mortality  rate  was 
1.02  per  cent.  Of  2,355  complete  hysterecto- 
mies for  benign  conditions,  the  operative  mor- 
tality was  0.67  per  cent.  The  incidence  of 
stump  cancer  as  reported  by  von  Graff2  was 
4.1  per  cent  in  4,269  cases  of  cancer  of  the 
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cervix.  The  other  arguments  advanced  for 
our  belief  in  panhysterectomy  have  been 
presented  by  McDonald  in  another  paper. 
During  the  discussion  of  that  paper  it  was 
observed  that  injuries  to  the  urinary  tract, 
diagnosed  and  undiagnosed,  were  not  uncom- 
mon complications. 

The  injuries  of  the  bladder  and  ureters  are 
frequently  discovered  at  postmortem  ex- 
amination if  not  repaired  at  the  time  of  opera- 
tion. At  other  times  the  presence  of  ureteral 
or  vesical  fistulas  soon  make  themselves 
evident.  Yet,  on  other  occasions,  as  re- 
ported by  several  authors,  there  is  the  un- 
recognized aseptic  atrophy  of  one  kidney 
when  the  corresponding  ureter  has  been 
ligated. 

A study  of  4,010  consecutive  hysterectomies 
performed  in  the  Albany  Hospital  (Gyne- 
cological Service)  over  a thirteen-year  period 
from  January  1,  1926,  to  December  31,  1938, 
revealed  five  known  injuries  to  the  urinary 
tract;  3,750,  or  93  per  cent,  of  these  operations 
were  the  total  complete  hysterectomy  or  pan- 
hysterectomy. Admitting  the  possibility  of 
undiagnosed  injuries,  such  as  ligation  of  one 
ureter,  the  following  study  was  made. 

One  hundred  cases  of  panhysterectomies 
performed  by  two  residents  on  the  Gyne- 
cological Service  of  the  Albany  Hospital  were 
selected.  The  pathologic  indications  for  these 
operations  were  generally  of  a benign  character, 
such  as  fibroids,  pelvic  inflammatory  disease, 
endometriosis,  and  an  occasional  tubal  preg- 
nancy. Careful  studies  were  made  of  the 
urinary  symptoms  before  operations,  during 
the  convalescent  period,  and  postoperatively. 
Burning,  frequency,  and  nocturia  were  the 
chief  preoperative  complaints  in  24  cases. 
Sixteen  complained  of  the  same  symptoms 
postoperatively.  There  were  no  cases  of 
pyelitis.  There  were  3 patients  who  com- 
plained of  lumbar  pain;  one  of  these  showed 
definite  changes  on  x-ray  studies. 

The  urinary  tracts  were  then  studied  by 
means  of  intravenous  pyelograms.  Diodrast 
was  the  material  used.  The  x-ray  plates 
were  read  by  Drs.  Howard  and  Cross  of  the 
roentgenologic  department.  Two  patients 
showed  definite  changes  of  the  upper  urinary 
tract,  such  as  hydroureter,  dilatation  of  the 
renal  pelvis,  and  blunting  of  the  calices. 
There  were  no  x-ray  evidences  of  complete 
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Fig.  1.  Case  1. 

ligation  of  a single  ureter  with  septic  or  aseptic 
atrophy.  Two  of  the  patients  showed  changes 
that  could  have  existed  before  operation,  i.e., 
double  pelves  with  blunting  of  minor  calices. 
Similar  x-ray  studies  were  not  made  preopera - 
tively.  Whether  or  not  the  incidence  of  such 
changes  in  the  urinary  tract  is  greater  than 
would  occur  in  a similar  series  with  the  same 
pelvic  pathology,  but  not  operated  on,  will  be 
reported  in  a subsequent  paper.  It  is  interest- 
ing to  note  that  in  this  series  7 cases  showed 
anomalies  of  urinary  anatomy.  Another 
patient  who  had  been  cystoscoped  preopera- 
tively  showed  hydroureter  in  the  right  side. 
A panhysterectomy  was  performed  for  fibroids, 
and  the  postoperative  pyelogram  showed  no 
evidence  of  hydroureter. 

Case  Reports 

Case  1 (Fig.  1). — Mrs.  M.  S.,  a white  married 
woman,  aged  *29,  mother  of  three  children, 
entered  the  Albany  Hospital  because  of  pain  in 
her  right  lower  quadrant,  vaginal  discharge,  and 
irregular  profuse  vaginal  bleeding.  There  was 
no  fever,  chills,  vomiting  or  symptoms  of  the 
urinary  system. 

Physical  examination  revealed  bilateral  lower 
abdominal  tenderness.  The  vagina  was  relaxed 
with  mild  cystocele.  The  cervix  was  lacerated 
and  the  uterus  retro  verted  and  adherent.  There 
were  bilateral  adherent  tender  masses. 

The  urine  contained  a 1 plus  albumin  and  2 to 
3 white  blood  cells  per  high-power  field.  The 
Wassermann  test  was  negative. 


Fig.  2.  Case  2. 

Operation:  Panhysterectomy,  bilateral  sal- 

pino-oophorectomy,  appendicectomy. 

Diagnosis:  Acute  and  chronic  salpino- 

oophoritis. 

Hospital  Course:  Uneventful  sojourn. 

An  intravenous  pyelogram  showed  dilatation 
of  the  kidney  pelves  and  calices  and  a moderate 
degree  of  hydroureter  on  either  side. 

Case  2 (Fig.  2). — Mrs.  H.  P.,  a white  married 
woman,  aged  26,  mother  of  one  child,  complained 
of  pain  in  the  lower  part  of  the  abdomen  of 
eleven  months’  duration.  She  had  had  leukor- 
rhea  since  the  birth  of  the  child  and  dysmenor- 
rhea before  the  first  day. 

Physical  examination  showed  tenderness  low 
down  on  both  sides,  more  on  the  right.  Vagina 
was  of  marital  type;  cervix  was  lacerated; 
uterus,  retroflexed  and  adherent;  adnexa, 
tender  and  adherent. 

The  urine  was  negative;  blood  Wassermann 
was  negative;  urethral  and  cervical  smears  were 
positive. 

Operation:  Panhysterectomy,  bilateral  sal- 

pingo-oophorectomy,  appendicectomy. 

Diagnosis:  Chronic  pelvic  inflammatory  dis- 

ease; bilateral  hydrosalpingitis;  retroflexed 
uterus. 

Hospital  Course:  Uneventful. 

Intravenous  urography  showed  hydroureter  on 
right. 

Conclusions 

1.  There  were  five  known  injuries  to  the 
urinary  tract  during  4,010  hysterectomies  on 
the  Gynecological  Service  of  the  Albany 
Hospital. 
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2.  Undiagnosed  injuries  of  the  urinary- 
tract  as  a result  of  panhysterectomy  do  occur. 

3.  There  were  2 patients  who  showed 
changes  in  the  upper  urinary  tract  following 
100  panhysterectomies,  using  intravenous 
pyelography. 

4.  Seven  patients  showed  anomalies  of 
the  urinary  tract. 

5.  One  patient  with  hydroureter,  as  shown 
by  intravenous  pyelography  before  operation 
for  fibroids,  showed  no  changes  postopera- 
tively. 
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Discussion 

Dr.  Arthur  J.  Murphy,  New  York  City — This 
interesting  and  valuable  study  of  Dr.  Walling- 
ford’s includes  several  inportant  facts.  It 
emphasizes  the  frequency  of  urinary  symptoms 
in  gynecologic  patients.  Of  100  routine  pan- 
hysterectomies, there  were  24  patients  who  com- 
plained of  preoperative  frequency,  dysuria,  and 
nocturia.  It  is  a serious  omission  to  overlook 
urinary  symptoms  because  there  is  more  evident 
pathology  in  the  pelvis,  and,  in  my  opinion,  if 
they  are  accompanied  by  positive  urinary  find- 
ings, cystoscopic  study  is  indicated.  Occasion- 
ally, important  pathology  in  the  urinary  tract 
will  be  discovered  which  will  require  treatment 
before  panhysterectomy  or  other  variations, 
such  as  anomalies  or  displacements  of  the  bladder 
or  ureters,  may  be  detected  and  thereby  aid  in 
preventing  injury  during  operation.  In  a recent 
case  a large  ovarian  cyst  was  removed  from  a 
patient  who  developed  an  acute  postoperative 
bilateral  pyelonephritis.  Cystoscopic  study  dem- 
onstrated a large  calculus  in  the  left  ureter  and 
a huge  branching  calculus  in  the  right  kidney. 
It  was  a serious  matter  to  have  disregarded  the 
uretary  symptoms  and  to  have  operated  on  this 
patient  without  knowing  the  condition  of  her 
urinary  tract.  As  a result  she  developed  a grave 
renal  infection  that  required  prolonged  treat- 
ment before  the  urinary  calculi  could  be  removed. 

The  diagnosis  of  serious  injuries  of  the  bladder 
or  ureters  is  usually  manifested  by  the  appear- 
ance of  a urinary  fistula.  Fortunately,  in  the 
hands  of  the  surgeon  who  has  had  a large  ex- 
perience in  total  hysterectomy  such  injuries  to 
the  urinary  tract  will  be  infrequent.  Nonethe- 
less, when  they  do  occur  they  are  of  great  im- 
portance because  several  operations  are  often 
required  for  their  repair,  a kidney  may  have  to 
be  sacrificed,  or  they  may  even  prove  fatal. 

On  the  other  hand,  minor  lesions  of  the  urinary 
tract  often  pass  undiagnosed.  Dr.  Wallingford 


states  that  undiagnosed  lesions  of  the  urinary 
tract  do  occur.  In  his  routine  postoperative 
study  of  100  panhysterectomies  he  found  definite 
pathology  in  the  urinary  tract  in  2 cases.  This 
study  is  important,  therefore,  because  it  proves 
the  existence  of  unsuspected  injuries  to  the 
urinary  tract  during  panhysterectomy.  These 
injuries  may  not  have  great  immediate  impor- 
tance, but,  because  they  are  undiagnosed  and 
therefore  untreated,  they  may  result  in  more 
serious  pathology  in  the  future,  and  they  prob- 
ably account  for  some  of  our  postoperative 
urinary  infections. 

The  frequency  of  these  infections  following 
panhysterectomy  cannot  be  determined  from 
the  study  of  only  100  cases.  It  is  not  the  pur- 
pose of  this  discussion  to  appraise  the  merits  of 
total  or  subtotal  hysterectomy,  but  it  is  probably 
true  that  the  percentage  of  undiagnosed  injuries 
would  be  greater  following  total  hysterectomy. 

This  study  is  a forward  step  in  estimating  the 
results  of  panhysterectomy  and  its  influence 
on  the  urinary  tract.  Because  of  the  small 
number  of  cases  examined  and  because  intra- 
venous urography  frequently  fails  to  delineate 
accurately  the  entire  urinary  tract,  exact  con- 
clusions cannot  be  determined  from  this  study. 
Precise  results,  however,  should  be  obtained 
by  preoperative  and  postoperative  cystoscopic 
studies  in  a larger  series  of  cases. 

I enjoyed  hearing  Dr.  Wallingford’s  excellent 
paper  and  I appreciate  the  opportunity  of  dis- 
cussing it.  I hope  that  we  will  have  the  op- 
portunity of  hearing  further  from  Dr.  Walling- 
ford on  this  important  subject. 


Dr.  E.  von  Graff,  New  York  City — I do  not 
intend  to  go  into  an  argument  as  to  the  ad- 
vantages of  panhysterectomy.  The  excellent 
results  of  the  Sampson  school  are  certainly 
gratifying  to  me  as  an  insistent  advocate  of 
total  versus  subtotal  hysterectomy.  With  proper 
technic,  injuries  to  the  ureters  are  rare  and  can 
be  satisfactorily  repaired  if  discovered  during 
operation.  Injuries  recognized  only  a week  or 
more  after  operation  are  a different  problem  and 
may  require  nephrectomy  unless  the  kidney 
function  has  been  destroyed  either  spontane- 
ously or  by  x-ray.  The  cases  in  which  function 
can  be  restored  by  surgery  are  few,  and  I should 
like  to  report  such  a case.  A woman  was  ad- 
mitted to  my  department  in  Iowa  City  with 
bilateral  ureter  fistula  following  panhysterectomy 
performed  elsewhere  for  cancer  of  the  cervix. 
The  right  ureter  was  successfully  implanted 
seven  months  after  the  original  operation.  Four 
months  later,  a “hair  fistula”  of  the  left  ureter 
having  been  discovered,  the  second  ureter  was 
successfully  implanted  into  the  bladder  accord- 
ing to  the  technic  of  Sampson. 


The  patient  has  no  more  right  to  all  the  truth  bag.  He  should  get  only  so  much  as  is  good  for 
than  he  has  to  all  the  medicine  in  your  saddle-  him.  — Oliver  Wendell  Holmes 


AVITAMINOSIS  A 

Incidence  in  a Group  of  One  Hundred  Hospitalized  Children 
as  Measured  by  the  Biophotometer 

Howard  G.  Rapaport,  M.D.,  and  Dorothy  Greenberg,  B.A.,  New  York  City 


IT  IS  generally  accepted  that  inability  to  ac- 
commodate the  eyes  rapidly  to  the  glare  of 
lights  at  night  is  a manifestation  of  vitamin  A 
deficiency.  Night  blindness  and  its  associa- 
tion with  avitaminosis  A was  even  known  to 
some  observers  in  ancient  times.  It  was  Hip- 
pocrates who  suggested  the  addition  of  liver 
to  the  diet  for  its  treatment. 

In  1934  Jeans  and  Zentmire1  employing  a 
Birch-Hirshfeld  instrument  were  the  first  to 
describe  a practical  method  for  the  determina- 
tion of  vitamin  A deficiency.  They  tested 
213  children  who  were  hospitalized  for  various 
causes.  Of  this  group  of  children  21.5  per 
cent  showed  subnormal  tests  indicative  of 
avitaminosis  A.  In  1937  an  instrument 
known  as  the  biophotometer2  was  perfected 
and  used  for  testing  a group  of  school  children 
in  whom  19  per  cent  were  found  to  give  sub- 
normal and  5 per  cent  borderline  readings. 
The  detection  of  vitamin  A deficiency  by 
means  of  this  instrument  was  confirmed  by 
Jeghers,3  Park,4  Corlette  et  al .,5  Vanzant,6 
Maitra  and  Harris,7  Schuck  and  Miller,8  and 
others. 

The  principle  underlying  the  use  of  the 
biophotometer  is  based  on  the  following 
theoretic  considerations.9  Normal  vision  is 
dependent  on  the  presence  in  the  retina  of  an 
adequate  supply  of  visual  purple,  considered 
to  be  identical  to  vitamin  A.  When  the  eye 
is  exposed  for  a few  minutes  to  bright  light, 
some  of  the  visual  purple  is  destroyed  by 
bleaching.  In  consequence,  the  acuity  of 
vision  as  measured  by  the  ability  to  see  a 
dimly  illuminated  object  in  the  dark  is  les- 
sened. This  acuity  of  vision  is  further  de- 
pressed in  persons  deficient  in  vitamin  A.  The 
extent  that  sight  returns  to  normal  depends 
on  the  amount  of  visual  purple  that  can  be 
regenerated,  a conversion  directly  governed  by 
the  available  supply  of  vitamin  A.  Schemati- 
cally, the  reactions  are  as  shown  at  the  bottom 
of  the  right-hand  column. 

This  paper  comprises  a study  of  the  in- 
cidence of  vitamin  A deficiency  as  measured 
by  the  biophotometer  on  a group  of  100 
afebrile  children,  ranging  in  age  from  6 to 

From  the  Pediatric  Service,  Mount  Sinai  Hospital, 
New  York  City,  Dr.  Bela  Schick,  chief. 
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13,  from  the  pediatric  wards  of  Mount  Sinai 
Hospital.  They  had  various  illnesses. 

Results 

Sixty  children  or  60  per  cent  of  this  group 
tested  were  found  to  possess  normal  visual 
acuity,  another  11  children  or  11  per  cent  gave 
borderline  readings.  The  remaining  29  chil- 
dren or  29  per  cent  of  this  series  were  found 
to  have  marked  deficiency  in  their  visual 
acuity. 

Maitra  and  Harris7  reported  that  among 
200  elementary  school  children  22  to  26  per 
cent  were  definitely  subnormal.  They  found 
vitamin  A deficiency  to  be  more  prevalent 
among  younger  children  than  among  adoles- 
cents. Their  results  were  consistent  with  re- 
peated tests.  Park,10  in  a study  covering 
persons  of  all  ages,  maintains  that  the  bio- 
photometer affords  an  accurate  means  to 
determine  by  test  the  vitamin  A content  of 
the  body,  and  he  found  a “large  percentage” 
to  be  low  in  vitamin  A.  Further,  Gridgeman 
and  Wilkinson11  stated  that  30  per  cent  of 
their  series  of  persons  of  all  ages  demon- 
strated vitamin  A deficiency,  while  Jeghers3 
reported  an  incidence  of  35  per  cent  of  a 
group  of  168  medical  students. 

The  incidence  of  avitaminosis  A as  found 
in  this  study  is  greater  than  any  previously 
reported.  This  may  be  due  to  the  fact  that  a 
number  of  the  children  tested  came  from 
homes  of  the  lower  economic  strata.  Such 
children  may  have  been  just  barely  within 
the  range  of  normal  vitamin  A limits  prior 
to  the  illness  that  necessitated  hospitalization. 
Moreover,  Clausen  and  McCord12  demon- 
strated that  infection  causes  a prompt  and 
considerable  decrease  in  the  concentration  of 
carotene,  xanthophyll,  and  vitamin  A in  the 
blood  plasma. 

RHODOPSIN 

(visual  purple) 


Vitamin  A + proteins — Retinene  + protein 
(visual  yellow)  (visual  yellow) 
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A serious  criticism  directed  against  the 
use  of  the  biophotometer  for  determination 
of  vitamin  A deficiency  has  been  that  when 
tests  were  repeated  on  the  same  subjects, 
on  successive  occasions,  different  and  improved 
results  were  frequently  observed.  This  has 
been  called  the  factor  of  learning.  We  believe 
this  factor  has  been  unduly  stressed.  In  a 
study  of  a group  of  children  with  cutaneous 
manifestations  of  vitamin  A deficiency  by 
Dr.  Lehman  and  one  of  us  (H.  G.  R.),13  it 
was  found  necessary  to  subject  these  children 
to  biophotometric  tests  several  times  prior  to 
the  advent  of  therapy.  Furthermore,  we 
found  that  when  the  test  was  thoroughly 
explained  to  the  child  and  a trial  period  was 
permitted  before  the  actual  performance  of 
a complete  test,  all  tests  were  in  approximate 
agreement.  We  believe,  also,  if  one  ap- 
preciates that  the  biophotometer  is  an  in- 
strument that  affords  qualitative  rather  than 
quantitative  readings,  then  the  interpretation 
of  such  results  will  not  be  difficult. 

In  an  analysis  of  the  children  in  this  study 
from  the  point  of  view  as  to  whether  vitamin  A 
deficiency  is  more  closely  associated  with  acute 
rather  than  chronic  illness,  our  impression 
is  that  it  is  more  frequently  associated  with 
chronic  disease,  which  is  to  be  expected. 


RELIEF  FOR  A MEDICAL  HEADACHE 

Negotiations  that  have  been  in  a rather  nebu- 
lous state  for  several  years  and  have  become  a 
practical  issue  for  some  months  have  culminated 
in  a most  constructive  economic  advance  for  the 
physicians  of  Michigan,  reports  the  Journal  of 
the  Michigan  State  Medical  Society. 

Mr.  William  J.  Burns,  executive  secretary  of 
the  society,  made  the  initial  contacts,  and  a 
committee  of  the  council  with  Mr.  Burns  has 
finally  secured  a voluntary  agreement  with  the 
representatives  of  the  insurance  companies  active 
in  Michigan  which  should  be  most  welcome  to 
every  practitioner.  It  should  definitely  be 
realized  that  the  fullest  cooperation  was  forth- 
coming from  the  representatives  of  the  associa- 
tions of  insurance  companies  both  from  the 
“old  line,”  and  the  “mutual”  companies  as  well 
as  the  “independent”  companies  of  Michigan. 
Their  enthusiastic  aid  was  most  acceptable  and 
appreciated. 

One  of  the  headaches  of  the  practice  of  medi- 
cine has  been  the  fact  that  the  attending  physi- 
cian to  an  automobile  accident  victim  has  too 
frequently  been  unable  to  collect  for  his  services. 
The  same  situation  also  has  been  a vital  problem 
for  hospital  management.  Now  there  will  be 
some  relief  from  an  unpleasant  situation! 

The  gist  of  the  agreement  is  that  the  patient 
who  has  been  injured  in  an  automobile  accident 
and  for  whom  an  insurance  company  is  to  be 


Summary 

A group  of  100  hospitalized  afebrile  children 
were  tested  with  the  biophotometer,  an  in- 
strument employed  to  determine  the  vitamin 
A content  in  the  body.  Sixty  per  cent  of  the 
children  were  found  to  give  a normal  test  to 
vitamin  A,  11  per  cent  were  “borderline,” 
and  29  per  cent  of  the  children  showed  a 
definite  deficiency  in  vitamin  A. 

7 West  96th  Street 
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financially  responsible  will  sign  an  agreement 
giving  the  insurance  company  the  right  to  make 
separate  checks  covering  charges  for  services  to 
the  hospital  and  physician.  There  should  be  but 
little  difficulty  in  getting  this  assignment  from 
the  patient  while  the  memory  of  the  service  ren- 
dered is  still  fresh  in  his  mind.  The  one  agree- 
ment will  cover  both  the  hospital  and  the  physi- 
cian. The  insurance  companies  have  promised 
to  assist  the  physicians  in  every  possible  way  in 
getting  these  signatures  and  in  the  subsequent 
legal  procedures. 

Of  course,  there  are  a great  many  of  these 
accident  cases  (not  covered  by  any  insurance) 
that  must  still  be  cared  for  as  charity,  but  at 
least  the  physician  will  know  that  if  an  insurance 
company  is  liable  for  the  care  of  his  patient,  the 
money  for  his  services  probably  will  not  be  used 
by  the  “grateful”  patient  to  buy  a new  car  or  a 
fur  coat  instead  of  paying  the  bills  for  services 
that  saved  him  from  pain,  suffering,  or  death. 

In  Wisconsin  a similar  agreement  has  been  in 
existence  for  two  years.  In  Massachusetts  there 
is  a separate  agreement  for  the  physicians  and 
for  the  hospitals. 

If  this  works  out  as  satisfactorily  in  Michigan 
as  it  has  in  Wisconsin  and  Massachusetts,  physi- 
cians of  Michigan,  as  did  the  council,  may  well 
applaud  the  work  of  this  committee  that  com- 
pleted this  welcome  agreement. 


TUMORS  OF  ISLETS  OF  LANGERHANS  WITH  HYPERINSULINISM 

Virginia  Kneeland  Frantz,  M.D.,  New  York  City 


IN  THE  past  six  years  a number  of  patients 
have  been  explored  at  the  Presbyterian 
Hospital  because  of  hypoglycemia.  The  first 
operation  was  done  in  January,  1934.  The 
first  6 cases,  together  with  a review  of  the 
literature,  were  reported  by  Whipple  and 
Frantz,5  and  an  article  by  Frantz2  deals  with 
the  possible  malignancy  of  some  of  the  tumors 
removed  from  later  cases. 

The  tumors,  although  more  frequently 
recognized  clinically  than  in  former  years,  are 
not  common,  and  the  great  majority  of  pub- 
lished cases,  even  those  with  full  pathologic 
reports,  have  appeared  in  clinical  journals. 
It  would  seem,  therefore,  appropriate  to 
present  the  gross  and  microscopic  findings, 
since,  except  in  hospitals  where  there  is  known 
to  be  a particular  clinical  interest  in  the  sub- 
ject, no  great  number  of  these  tumors  has 
reached  any  single  laboratory. 

A review  of  20  published  islet  cell  tumors, 
together  with  4 of  his  own,  was  published  by 
Warren4  in  1926.  In  none  of  these  were 
symptoms  of  hypoglycemia  noted.  In  the 
following  year  the  first  case  of  such  a tumor 
with  hyperinsulinism  was  published  by  Wil- 
der.6 This  was  a carcinoma  of  cells  closely 
resembling  islet  cells,  with  metastases  to  liver, 
regional  nodes,  and  mesentery.  The  patient 
had  a blood  sugar  as  low  as  45  mg.  per  hundred 
cubic  centimeters  and  suffered  from  attacks  of 
unconsciousness.  Exploratory  operation  con- 
firmed the  preoperative  diagnosis,  and  autopsy 
a month  later  yielded  metastatic  nodules 
from  the  liver  which  were  extracted  by  Best’s 
method.  The  extract  acted  like  insulin  when 
injected  into  rabbits. 

The  first  surgical  cure  was  effected  by 
Roscoe  Graham.  The  patient  had  an  islet 
cell  tumor  which  was  excised.  This  case  was 
published  by  Howland  and  his  co-workers3  in 
1929,  and  in  the  fall  of  1939  a ten-year 
follow-up1  was  reported  on  this  patient  who 
has  remained  symptom-free. 

Since  1929,  case  reports  have  appeared 
with  increasing  frequency.  Only  a few  tumors 
have  been  reported  in  which  no  symptoms  of 
hypoglycemia  were  present.  In  1935  in  our 
own  review  of  the  literature,  there  were  31 
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cases  of  tumor  with  hyperinsulinism,  includ- 
ing our  own,  and  31  cases  with  no  recorded 
hyperinsulinism,  an  equal  number.  Since 
then  the  reports  of  functional  cases  have  con- 
tinued, but  few  reports  have  appeared  of  non- 
functional tumors.  These  are  usually  in- 
cidental findings  at  autopsy,  and  it  is  difficult 
to  know  the  actual  frequency.  It  is  of  in- 
terest that,  morphologically,  with  the  ordinary 
stains,  the  functional  and  nonfunctional 
tumors  cannot  be  distinguished.  Whether 
the  specific  granule  stains  will  ever  become 
sufficiently  reliable  to  make  the  differentia- 
tion is  a matter  of  speculation.  The  dif- 
ficulty of  obtaining  autopsy  material  fresh 
enough  for  these  technics  is  well  known.  At 
present,  therefore,  the  pathologist  can  make 
a diagnosis  of  islet  cell  tumor,  benign  or 
malignant,  but  is  not  in  a position  to  qual- 
ify this  with  any  statement  about  func- 
tion. 

In  reviewing  the  literature  up  to  January 
1,  1940,  and  including  our  own  cases,  we  found 
a total  of  96  cases  of  islet  cell  tumor  with 
hypoglycemia.  We  have  had  personal  com- 
munications concerning  a number  of  other 
cases  and  have  had  the  opportunity  of  seeing 
a number  of  specimens,  but  we  have  analyzed 
only  the  published  cases.  These  fall  into 
three  groups,  as  shown  in  Table  1. 


TABLE  1. — Islet  Cell  Tumors  with  Hypoglycemia 


Tumors  removed  at  operation  and  con- 
sidered benign 

Total 

46 

Tumors  found  at  autopsy  and  considered 

benign 

24 

Total  benign  tumors 

70 

Tumors  removed  at  operation  and  sus- 

pected malignant 

Tumors  found  at  autopsy  and  suspected 

19 

malignant 

2 

Total  suspicious  tumors 

21 

Carcinoma  with  metastases,  proved  malig- 

nancy 

5 

5 

Total  islet  cell  tumors 

96 

96 

Note:  These  figures  represent  individual  cases  and 
do  not  include  the  multiple  tumors  of  each  case. 


The  tumors,  excluding  the  obviously  in- 
filtrating growths,  are  somewhat  variable  in 
appearance.  Grossly,  they  are  small,  usually 
about  1.5  cm.  in  diameter,  and  they  occur 
most  frequently  in  the  tail  of  the  pancreas 
where  the  islets  are  most  numerous.  But 
they  may  be  found  anywhere  in  the  gland. 
They  appear  encapsulated,  and  at  operation 
in  situ  they  have  a reddish  or  purplish  hue. 
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TABLE  2 


Benign  Cases 

Capsule: 

Blood  vessel  invasion: 

Complete 

28 

Stated  absent  15 

Incomplete 

20 

Not  described  55 

Not  described 

22 

70 

70 

Questionable  Cases 

Capsule: 

Blood  vessel  invasion: 

Complete 

1 

Present  7 

Incomplete 

15 

Stated  absent  1 

Not  described 

5 

Not  described  13 

21 

21 

Proved  Cases 

Capsule  (probably  not  complete  in  any  case) : 5 cases 
Blood  vessel  invasion  (not  described) : 5 cases 
Sites  of  metastases:  Liver,  lymph  glands,  mesentery, 

peritoneum  and  epicardium 


After  removal  they  sometimes  appear  pinkish 
yellow,  in  contrast  to  the  yellower  surround- 
ing pancreas,  and  are  of  slightly  firmer  con- 
sistency. A number  of  the  tumors  show  cen- 
tral fibrosis,  even  calcification,  and  these  may 
be  quite  firm.  They  are  not  infrequently 
multiple. 

Microscopically,  the  most  highly  differen- 
tiated tumors  closely  resemble  gigantic  is- 
lands. A goodly  proportion  (Table  2)  show 
complete  encapsulation.  The  cells  closely 
resemble  cells  of  normal  islets,  but  the  dif- 
ferential granule  stains  so  far  reported  are 
quite  variable.  In  our  hands,  these  stains 
have  not  been  highly  successful,  and  one 
wonders  also  if  there  may  not  be  a variability 
in  the  proportion  of  cells  containing  alpha 
and  beta  granules,  depending  on  the  physio- 
logic state  of  the  tissue  at  the  time  of  re- 
moval. 

Some  of  the  tumors  show  quite  striking 
rosette  formation  about  central  capillaries. 
Others  show  a ribbon-like  arrangement  of  cell 
cords.  Others  have  a more  medullary  arrange- 
ment. Ducts  are  frequently  present,  and  this 
is  in  accord  with  the  general  belief  that  islet 
cells  can  be  derived  from  differentiated  duct 
epithelium.  Many  of  the  tumors  show  de- 
generative changes  and  fibrosis,  which  is 
central,  the  better  preserved  tumor  cells 
lying  at  the  periphery. 

Our  first  8 tumors  removed  from  6 patients 
conformed  to  this  pattern,  3 being  incom- 
pletely encapsulated  microscopically.  We 
have  now  had  a total  of  17  patients  explored 
for  hypoglycemia.  Two  of  these  showed  no 
tumor.  Three  cases  of  the  15  with  tumor 
had  2 tumors,  a total  of  18  tumors  for  study. 
In  the  ninth  case,  which  was  a tumor  with 
ribbon-like  arrangement,  we  were  surprised 
to  find  a somewhat  more  cellular  variation 
than  we  had  noted  previously  and  clumps  of 
tumor  cells  in  the  blood  vessels.  This  tumor 


was  not  encapsulated.  Unfortunately,  the 
patient  died  of  pneumonia  postoperatively, 
and  no  autopsy  was  obtained. 

We  have  since  had  3 other  tumors  in  which 
there  was  lack  of  encapsulation,  and  tumor  cells 
were  found  in  vessels.  One  of  these  was  less 
differentiated  than  any  other  tumor  in  our 
series,  and  we  felt  that  it  should  be  classified 
as  a carcinoma.  Its  characteristics  in  tissue 
culture  tended  to  confirm  this.  This  patient 
is  free  from  evidence  of  disease  thirty-five  j 
months  after  operation.  The  other  2 more 
recent  cases  are  also  symptom-free.  We  have 
wondered  if  these  tumors  could  be  regarded  I 
as  analogs  of  the  so-called  “adenoma  malig-  , 
num”  type  of  carcinoma  of  the  thyroid,  which  | 
is  slow  growing  and  late  to  metastasize. 
Metastases  or  local  recurrences  of  these  tumors  | 
should  signal  their  presence  by  a return  of  | 
hypoglycemia.  This  has  not  occurred  in  our 
cases  nor  in  any  which  we  have  been  able  to 
find  in  the  literature.  But  other  authors 
have  also  been  in  doubt  as  to  the  significance 
of  these  criteria  of  malignancy.  We  have  | 
divided  the  96  cases  into  those  that  were  con- 
sidered benign;  those  that  we,  and  other  j 
authors,  thought  possibly  malignant;  and 
those  that  were  of  proved  malignancy.  The  I 
analysis  is  shown  in  Table  2. 

It  will  be  noted  that  the  proportion  of 
questionable  cases  to  benign  cases  is  high — j 
21  to  70.  It  is  of  interest  that  the  first  case  ! 
with  tumor  surgically  removed — whose  ten-  | 
year  follow-up  I have  already  commented  on  I 
— was  considered  when  first  examined  to  have  j 
some  features  of  malignancy.  Possibly  all  21 
were  malignant,  and  surgery,  in  the  course  of 
which  19  of  these  were  found,  has  been  un- 
usually happy  in  its  result.  Possibly  a j 
longer  follow-up  will  demonstrate  recurrence 
or  metastasis.  We  have  urged5  that  these  1 
cases  should  not  be  lost.  Only  the  follow-up  I 
can  afford  the  pathologist  a basis  for  accurate  ; 
diagnosis  on  these  borderline  lesions.* 
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*To  emphasize  the  difficulties  in  this  study,  we  have  | 
recently  had  a case  of  carcinoma  of  the  head  of  the  | 
pancreas,  necessitating  a large  resection,  which  micro- 
scopically shows  typical  islet  cell  structure.  Yet  this  j 
patient  had  no  symptoms  of  hypoglycemia. 
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Discussion 

Dr.  Maurice  N.  Richter,  New  York  City — 
Dr.  Frantz  has  called  our  attention  to  certain 
peculiarities  of  a tumor  with  which  few  of  us 
have  had  much  experience.  Tumors  of  the 
islands  of  Langerhans  are  uncommon,  and  we 
are  fortunate  in  having  Dr.  Frantz’s  experience 
with  such  a large  series. 

It  is  apparent  that  these  tumors  belong  to  a 
group  characterized  by  a tendency  to  invade 
blood  vessels.  As  vascular  invasion  is  a feature 
commonly  associated  with  malignancy,  it  is 
surprising  to  find  that  clinical  evidence  of  malig- 


nancy is  not  found  more  frequently.  The 
significance  of  vascular  invasion  in  these  tumors 
must  be  re-evaluated.  This  can  be  done  best 
by  statistical  analysis  for  which  adequate  records, 
including  the  presence  or  absence  of  vascular 
invasion,  are  essential. 

I agree  with  Dr.  Frantz  on  the  difficulty  of 
staining  specific  granules  in  the  island  cells. 
This  is  not  easy  in  the  normal  pancreas  and  is 
much  more  difficult  in  island  tumors.  Even  if 
the  granules  are  stained,  their  significance  in 
tumors  cannot  be  determined  until  more  is 
known  about  them  in  normal  islands. 


‘THE  JARGON  MAY  GET  US  IF  WE  DON’T  WATCH  OUT” 


Nearly  everyone  knows  the  predicament  of 
the  man  who  caught  the  bear  by  the  tail : there 
was  serious  uncertainty  as  to  whether  he  had  the 
bear  or  the  bear  had  him.  A somewhat  similar 
problem  is  presented  in  the  terminology  em- 
ployed in  a number  of  the  sciences  and  near 
sciences  related  to  public  health,  remarks  the 
American  Journal  of  Public  Health.  Thus, 
some  years  ago  the  helminthologists  took  a tail- 
grip  on  “worm  burden,”  and  for  a while  one 
wondered  if  the  patient  had  the  burden,  or  the 
worms  had  the  patient,  or  if  possibly  the  worm 
burden  had  the  helminthologists.  Their  use  of 
this  phrase,  however,  does  not  constitute  a major 
semantic  sin:  they  were  tempted  by  the 
blandishments  of  a catch  phrase  and  they  fell, 
but  helminthologists  are,  after  all,  pretty  robust 
scientists  and  we  need  not  worry  much  about 
them. 

A more  serious  situation  is  created  by  the 
etymologic  expeditions  of  the  hardy  pros- 
pectors who  find  themselves  in  the  swamps  and 
forests  surrounding  the  established  settlements 
of  public  health.  From  the  enthusiasm  of  these 
pioneers  one  gains  an  impression  that  they  have 
discovered  a promised  land,  and  this  may  be  true. 
Unfortunately,  however,  they  seem  to  have  de- 
cided that  as  a matter  of  strategy  they  must  es- 
tablish vocabulary  frontiers  and  diction  block- 
houses so  remote  from  settled  language  usage 
that  savages  from  the  hinterland  of  lay  affairs 
and  the  effete  plodders  of  conventional  public 
health  work  may  never  hope  to  invade  the  new 
domain. 

Recently  we  picked  up  a paper  from  one  of 
these  Shangri-Las  of  public  health.  The  open- 
ing sentence  gave  promise  that  the  essayist 
would  get  right  down  to  cases  and  make  a forth- 
right and  understandable  statement.  Soon, 


however,  that  author  grabbed  the  word  “tech- 
nic” by  the  tail  and  from  then  on  it  was  any- 
body’s fight.  For  our  own  part,  we  were  con- 
scious of  the  same  urge  to  kill  that  arises  when 
one’s  hostess  fails  to  restrain  her  child  from  de- 
manding too  much  attention  for  his  new  parlor 
trick.  On  further  reading  of  the  paper,  how- 
ever, this  irritation  gave  place  to  amazement, 
for  nouns  began  to  take  on  the  functions  of 
verbs  and  then  “learning  processes,”  “skills,” 
“attitudes,”  “situations,”  “levels,”  and  “chal- 
lenges” began  to  “motivate,”  “implement,” 
“integrate,”  “coordinate,”  and  “enrich”  “pat- 
terns” of  “culture”  and  “philosophy” — or  vice 
versa. 

We  put  that  paper  down  with  a feeling  that  we 
were  losing  our  grip,  that  we  had  failed  to  keep 
up  with  the  newer  things,  that  the  old  and  here- 
tofore secret  feeling  of  inadequacy  was  coming 
shamefully  to  light.  We  felt  that  without  quib- 
bling we  must  make  a decision  as  to  whether  we 
understood  this  thing  or  not.  Finally,  and  re- 
luctantly, we  admitted  that  we  didn’t  know 
what  the  deuce  the  author  was  driving  at.  This 
admission  gave  rise  to  a new  courage,  and  we 
wondered  if  perhaps  in  the  tussle  between  the 
bear  and  the  author  the  outcome  was  not  a vic- 
tory for  the  bear. 

There  is,  of  course,  a place  for  technical  terms, 
and  in  writing  or  speaking  it  is  desirable  to  choose 
expressions  that  give  just  the  shade  of  meaning 
one  wishes  to  convey.  But  this  nicety  of  selec- 
tion is  quite  a different  thing  from  the  too  heavy 
burdens  and  the  too  long  hours  of  work  that  some 
impose  upon  defenseless  words  and  phrases. 
Maybe  we  need  word-burden  legislation  or  a 
Society  for  the  Prevention  of  Cruelty  to  Phrases. 
Otherwise,  the  jargon  is  going  to  get  us  if  we  don’t 
watch  out. 


CONFERENCE— SARATOGA  SPRINGS 
The  Annual  Conference  of  Health  Officers 
and  Public  Health  Nurses  will  be  held  at  Saratoga 
Springs,  June  24  to  26,  inclusive.  The  Grand 
Union  Hotel  will  be  headquarters.  The  seventh 
annual  meeting  of  the  New  York  State  Associa- 
tion of  School  Physicians  will  be  held  Monday, 
June  23,  at  the  same  place. 


TAKE  MORE  INTEREST,  TOO 

“By  the  way,”  said  a lawyer  in  drawing  up  a 
will,  “I  notice  you  have  mentioned  six  bankers  as 
pall  bearers.  Wouldn’t  you  rather  choose  some 
friends  with  whom  you  are  on  better  terms?” 

“No,  that’s  all  right,”  was  the  quick  reply. 
“Those  fellows  have  carried  me  so  long  they 
might  as  well  finish  the  job.” — III.  Med.  J. 


CONTRALATERAL  ADRENAL  ATROPHY  ASSOCIATED  WITH 
CORTICAL  ADRENAL  NEOPLASMS 

Tobias  Weinberg,  M.D.,  Baltimore 


THE  operative  attack  upon  the  adrenals  in 
past  years,  particularly  when  an  obvious 
tumor  was  present,  has  been  accompanied  in 
a majority  of  instances  by  a lethal  outcome 
shortly  following  the  operation.  These  pa- 
tients were  observed  to  go  into  profound  shock, 
from  which,  despite  the  usual  therapeutic  at- 
tempts, such  as  blood  transfusions  and  intra- 
venously administered  saline,  they  did  not 
rally,  death  ensuing  within  twenty-four  to 
f orty-eight  hours . The  almost  constant  f ailure 
of  these  patients  to  rally  was  perplexing. 
Even  after  suspicion  was  directed  to  the  re- 
maining adrenal,  the  problem  presented  itself 
— what  therapy  should  be  instituted.  Follow- 
ing Swingle  and  Pfiffner’s1  success  in  maintain- 
ing adrenalectomized  dogs  in  a normal  physio- 
logic state  by  the  administration  of  an  adrenal 
cortex  extract,  similar  therapeusis  was  insti- 
tuted in  those  cases  requiring  surgical  removal 
of  part  or  all  of  an  adrenal  gland.  However, 
this  mode  of  therapy  has  not  proved  so  simple 
as  it  may  appear  at  the  first  glance.  Only  with 
the  recently  acquired,  more  thorough  knowl- 
edge of  the  various  chemical  constituents  of  the 
adrenal  cortex  has  the  haze  begun  to  clear  and 
a truly  scientific  approach  to  therapy  been  in- 
stituted. 

For  a number  of  years  attention  has  been 
called  to  the  probably  inadequate  physiologic 
function  of  the  cortex  of  the  presumably  nor- 
mal contralateral  adrenal  gland.  Not  infre- 
quently, atrophy  of  varying  degree  has  been 
observed  at  postmortem  examination  as  well 
as  at  the  operating  table.  The  purpose  of  this 
report  is  to  re-emphasize  the  frequent  occur- 
rence of  such  contralateral  adrenal  atrophy  in 
association  with  a cortical  adrenal  neoplasm. 
Only  comparatively  recently  has  stress  been 
placed  upon  this  observation  and  its  serious 
clinical  significance  realized;  namely,  the 
dire  consequences  imminent  upon  operative 
interference  when  such  a condition  existed. 
That  such  sequelae  are  not  unusual,  or,  I 
should  say,  rather  the  rule,  is  borne  out  by 
many  cases  reported  in  the  literature  as  well  as 
by  2 of  the  3 cases  reported  here  (all  examples 
of  the  so-called  Cushing  syndrome). 
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Case  Reports 

Case  1. — An  Italian  housewife,  aged  34,  first 
noticed  three  years  before  her  death  an  increasing 
obesity  that  began  about  the  hips  and  then  spread 
upward  involving  the  shoulder  girdle  and  the 
face.  Her  friends  remarked  about  the  change  in 
her  facial  expression,  and  coincidentally  there 
appeared  polydypsia  and  polyuria.  One  year 
before  admission  she  was  told  that  her  blood 
pressure  was  elevated.  The  menses,  which  had 
been  regular,  ceased  four  months  before  admis- 
sion. Sugar  was  detected  in  the  urine  on  several 
occasions  in  the  month  before  entering  the  hos- 
pital. 

Physical  examination  on  admission  revealed  a 
moderately  obese  woman  with  a protuberant 
abdomen  and  many  purplish  striae  over  the 
lower  part  of  the  abdomen  and  upper  part  of  the 
thighs,  the  so-called  buffalo  facies,  and  hirsuties 
prominent  on  the  upper  lip  and  chin.  The  blood 
pressure  was  170  mm.  of  mercury  systolic  and 
105  mm.  diastolic.  A photograph  taken  before 
the  onset  of  her  illness  when  compared  with  one 
taken  on  admission  showed  that  a remarkable 
transformation  had  taken  place.  X-rays  showed 
marked  decalcification  of  the  entire  skeleton. 
The  calcium  concentration  in  the  blood  was  9.7 
mg.  per  hundred  cubic  centimeters;  the  phos- 
phorous concentration  was  3 mg.  per  hundred 
cubic  centimeters.  By  perirenal  air  insufflation 
a plum-sized  mass  was  outlined  in  the  region  of 
the  right  adrenal  gland. 

Operative  interference  was  decided  upon,  and 
at  operation  both  adrenals  were  exposed.  A 
small  atrophic  adrenal  was  encountered  on  the 
left.  On  the  right  side  a walnut-sized  mass  was 
enucleated  from  the  right  adrenal.  It  was  found 
to  be  an  adenoma  of  the  cortex.  Despite  suppor- 
tive therapy,  which  included  eschatin,  the  patient 
went  into  deep  shock  the  same  night  and  died 
the  next  morning. 

At  autopsy,  the  right  adrenal  gland,  the  site  of 
the  resected  adenoma,  contained  a hematoma  in 
its  lateral  half  and  was  grossly  atrophic  in  ap- 
pearance. The  left  adrenal  was  distinctly 
atrophic,  weighing  only  4.7  Gm.  with  the  peri- 
adrenal  fat.  It  was  of  average  length  but  only 
about  one-fifth  the  usual  thickness. 

Microscopic  examination  of  both  the  right  and 
left  adrenals  showed  a striking  narrowing  of  the 
cortex  with  an  obliteration  of  distinct  zones. 
The  glomerulose  layer  was  almost  completely 
absent;  the  zona  fasciculata  and  zona  reticularis 
were  poorly  differentiated,  and  both  showed  the 
presence  of  considerable  atrophy. 

Case  2. — A woman,  aged  30,  was  admitted  to 
the  hospital  complaining  of  weakness  of  both 
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legs  and  severe  low  back  pain.  She  gave  a his- 
tory of  amenorrhea  of  approximately  seven 
months'  duration.  During  the  course  of  her  ill- 
ness, small  purple  striae  had  appeared  in  the 
abdominal  wall,  and  a manifest  tendency  toward 
purpuric'  hemorrhages  in  the  skin  had  been 
noticed.  She  had  observed  increased  fat  de- 
posits in  the  face  and  trunk,  while,  in  contrast, 
her  extremities  had  become  thinner. 

Physical  examination  disclosed  a well-de- 
veloped and  well-nourished  woman,  whose  ab- 
domen, neck,  and  face  were  obese,  but  whose  ex- 
tremities were  thin.  The  blood  pressure  was 
170/120.  There  were  numerous  ecchymoses 
over  the  legs.  There  was  a slight  hirsuties  of  the 
face  and  neck.  The  clitoris  was  enlarged.  X- 
rays  revealed  marked  decalcification  of  all  the 
bones.  The  blood  calcium  was  10.6  mg.  per 
hundred  cubic  centimeters;  the  blood  phos- 
phorus, 3.7  mg.  per  hundred  cubic  centimeters. 
Perirenal  air  insufflation  showed  an  enlarged 
adrenal  on  the  left  side. 

The  patient  was  operated  upon,  and  a golf- 
ball-sized  tumor  was  removed  from  the  left 
adrenal.  This  proved  to  be  an  adrenal  cortex 
adenoma.  She  was  given  postoperative  suppor- 
tive measures  including  cortin.  Postoperatively, 
she  went  into  shock,  her  blood  pressure  dropping 
to  90  mm.  mercury  systolic.  She  had  repeated 
episodes  of  temperature  rise,  dyspnea,  and  cy- 
anosis; her  course  was  gradually  downhill,  and 
she  died  three  weeks  after  operation. 

At  autopsy,  the  operative  site  in  the  left 
lumbar  region  showed  the  presence  of  a chroni- 
cally infected  granulomatous  mass.  Only  small 
remnants  of  adrenal  tissue  were  found  on  this 
side.  The  right  adrenal  gland  was  small  and  flat. 
On  section,  the  cortex  was  distinctly  narrowed. 

Microscopic  examination  of  the  right  adrenal 
showed  a cortical  atrophy  involving  all  zones, 
but  particularly  the  zona  glomerulosa.  Broncho- 
pneumonia was  present  in  both  lower  lobes  of 
the  lungs.  The  pituitary  showed  the  hyaline 
changes  in  the  basophil  cells,  to  which  attention 
has  been  called  by  Crooke.2 

Case  8. — A woman,  aged  37,  was  admitted  to 
the  hospital  with  a history  of  onset  of  amenor- 
rhea seventeen  months  before  admission.  Co- 
incidentally, a papulopustular  rash  appeared  on 
the  face,  arms,  forearms,  chest,  and  back,  fol- 
lowed by  the  appearance  of  hair  on  the  face  and 
abdomen  and  by  an  increased  growth  of  hair  on 
the  arms  and  legs.  She  gained  over  30  pounds  in 
a year,  the  added  fat  being  distributed  mostly 
on  the  trunk,  thighs,  buttocks,  and  breasts. 
Her  voice  became  deeper  and  masculine  in 
quality.  About  five  months  before  admission 
her  blood  pressure  was  found  to  be  250  mm. 
mercury  systolic.  From  this  time  on  there  was  a 
gradual  appearance  of  symptoms  of  diminished 
cardiorespiratory  reserve,  and  ankle  edema  was 
noted. 

Physical  examination  on  admission  revealed 
a well-developed  obese  woman  with  ruddy  face 


and  hands.  The  extremities  and  face  were  deeply 
sun-tanned.  The  obesity  involved  the  face, 
neck,  trunk,  and  proximal  portions  of  the  ex- 
tremities. Ecchymoses  were  present  on  the  sides 
of  the  abdomen  and  thighs.  Pubic  hair  of  male 
distribution  was  present.  The  skin  was  flushed, 
warm,  oily,  sweaty,  and  rough.  The  clitoris  was 
hypertrophied.  There  was  a profuse  acneform 
eruption  of  the  face,  trunk,  neck,  and  proximal 
portions  of  the  extremities.  The  hair  of  the  head 
was  sparse  and  coarse,  and  there  was  a fine  hirsu- 
ties of  the  face,  chest,  extremities,  and  abdomen. 

An  x-ray  of  the  chest  showed  diffuse  nodular 
shadows  suggestive  of  metastatic  malignancy. 
A large  mass  was  seen  above  the  displaced  right 
kidney  in  the  flat  plate  taken  of  the  abdomen. 
The  blood  calcium  was  10  mg.  per  hundred 
cubic  centimeters;  the  phosphorus,  4 mg.  per 
hundred  cubic  centimeters.  The  patient  ran  a 
progressively  downhill  course,  dying  in  cardiac 
failure  twenty-three  days  after  admission  to  the 
hospital. 

At  autopsy,  the  right  adrenal  was  found  to  be 
replaced  by  an  encapsulated  ovoid  tumor  mass 
measuring  14  by  10  by  5 cm.  The  adrenal  vein 
was  filled  with  tumor  thrombus  that  extended 
into  the  vena  cava  inferior.  On  section,  the  cut 
surface  of  the  tumor  was  a mottled  yellow  and 
yellow-pink  in  color.  Metastases  were  present  in 
the  liver  and  were  extremely  abundant  in  the 
lungs. 

Microscopic  examination  of  the  adrenal  tumor 
showed  many  areas  of  necrosis.  The  intact  por- 
tions were  cellular,  the  morphology  of  the  cells 
varying.  Some  areas  consisted  of  cells  arranged 
in  trabeculae  and  sheets,  these  cells  being  small 
and  their  nuclei  small  and  dark  staining.  In 
addition,  many  areas  were  composed  of  irregu- 
larly shaped,  frequently  multinucleated,  giant 
cells  of  varying  size  and  density  of  their  nuclei. 
The  metastases  were  more  regular  in  their  ap- 
pearance, and  their  cells  resembled  the  adrenal 
cortex  more  closely. 

In  contrast  to  this  huge  tumor  mass,  the  left 
adrenal  was  small  and  weighed  3.2  Gm.  The 
sectioned  surface  of  the  cortex  was  distinctly 
narrowed.  Microscopic  examination  showed  a 
general  narrowing  of  all  zones,  as  well  as  areas 
in  which  the  zona  glomerulosa  was  absent  and 
the  zona  reticularis  atrophic.  In  addition,  there 
were  scattered  groups  of  cells  with  irregular 
hyperchromatic  nuclei,  which  were  suggestive 
of  early  adenoma  formation,  and  a single  large 
fibrous  scar  in  the  zona  reticularis.  The  pitui- 
tary in  this  case  also  showed  the  hyaline  changes 
in  the  basophil  cells  as  described  by  Crooke. 

Discussion 

As  has  been  mentioned  in  all  3 cases,  the 
contralateral  adrenal  was  atrophic.  In  the 
first  case,  even  the  adrenal  from  which  the 
adenoma  was  removed  showed  a cortical 
atrophy.  A fairly  thorough  search  of  the  litera- 
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ture  of  the  past  fourteen  years  yielded  34 
cases  of  adrenal  cortical  neoplasm  in  which  the 
clinical  observations  upon  the  state  of  both 
adrenals  were  confirmed  by  autopsy.  Seven 
(20.6  per  cent)  of  these  were  adenomas;  27 
(79.4  per  cent)  were  carcinomas.  Atrophy  of 
the  contralateral  adrenal  was  encountered  in 
21  cases  (61.7  per  cent).  The  contralateral 
adrenal  was  absent  in  2 cases.  It  is  not  un- 
likely that  in  these  cases  atrophy  may  have 
been  so  great  that  only  after  a diligent  search 
could  they  have  been  found.  In  1 case,  as  in 
the  first  presented  here,  there  was  bilateral 
adrenal  atrophy,  but  in  the  case  cited  it  was 
associated  with  a tumor  of  an  accessory  ad- 
renal. The  contralateral  adrenal  was  recorded 
as  “grossly  normal”  in  10  cases.  In  practically 
every  one  of  these  cases  there  was  no  report  of 
microscopic  confirmation  of  the  gross  observa- 
tion. It  is  evident  from  the  above  figures  that 
a majority  of  the  cases  of  cortical  adrenal  neo- 
plasm are  associated  with  atrophy  of  the  con- 
tralateral adrenal. 

To  explain  the  atrophy  of  the  adrenal  in 
these  cases,  the  following  hypothesis,  which  has 
been  championed  particularly  by  Walters  and 
Kepler,3  Cahill  and  Loeb,4  and  also  Goldzie- 
her,5  seems  a plausible  one.  It  seems  both 
possible  as  well  as  probable  that  the  excessive 
secretion  of  adrenal  cortical  hormones  by  the 
actively  growing  tumor  suppresses  the  function 
of  the  contralateral  adrenal  so  that  atrophy 
eventually  ensues.  Experimentally,  this  view 
is  supported  by  the  work  of  Ingle  and  Ken- 
dall,6 who  succeeded  in  producing  atrophy  of 
the  adrenal  cortex  in  rats  by  injection  of 
massive  doses  of  cortin.  Wells  and  Kendall7 
more  recently  demonstrated  that,  of  all  the 
separable  fractions  so  far  obtainable  from  the 


adrenal  cortex,  only  corticosterone  was  ca- 
pable of  producing  a significant  degree  of  such 
atrophy. 

Analogous  observations  have  been  made  by 
others  upon  the  effects  of  parathyroid  adeno- 
mas, thyroid  adenomas,  and  pancreatic  islet 
adenomas,8  in  which  instances,  removal  of  the 
functioning  adenoma  has  precipitated  a tem- 
porary insufficiency  in  secretion  of  the  related 
gland. 

Conclusion 

If  cognizance  were  taken  by  the  surgeon  of 
the  frequency  of  adrenal  atrophy  in  association 
with  these  neoplasms,  the  high  mortality  rate 
attendant  upon  operative  interference  might 
be  considerably  lowered,  particularly  if  appro- 
priate preoperative  therapy  (possibly  in  the 
form  of  desoxycorticosterone  acetate  and  cor- 
tin as  well  as  saline9)  is  instituted  and  also  if 
these  patients  are  not  observed  for  too  long  a 
period  after  the  onset  of  symptoms  before 
operation  is  undertaken  so  that  functional 
inactivation  of  the  contralateral  adrenal,  if 
not  actual  atrophy,  might  be  avoided. 
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LOGIC  THAT  LIMPS 

Westchester  physicians  warn  against  an  effort 
by  compulsory  health  insurance  proponents  to 
promote  their  “nostrum”  under  the  guise  of  a 
national  defense  measure. 

An  editorial  in  the  Westchester  Medical  Bulletin , 
published  by  the  county  society,  asserts  that 
compulsory  health  insurance  is  being  urged  on 
the  claim  that  “the  examination  of  draftees  has 
resulted  in  a large  number  of  rejections  for 
physical  defects;  that  the  health  of  the  people 
generally  is  bad;  that  the  health  of  the  industrial 
population,  upon  which  defense  industry  depends 
is  especially  bad;  that  health  is  necessary  for 
defense;  and  that,  therefore,  we  must  have 
compulsory  health  insurance. 

“The  only  thing  the  matter  with  this  proposi- 
tion is  that  the  first  three  premises  are  com- 
pletely untenable  and  the  conclusion  is  abso- 
lutely unrelated  to  the  premises,”  the  editorial 
says. 


It  points  out  that  the  percentage  of  rejections 
of  draftees  is  not  high,  relatively  speaking,  de- 
spite the  fact  that  acceptance  standards  are  con- 
siderably higher  than  in  1917,  and  that  the  vast 
bulk  of  the  rejections  are  for  defects  of  teeth, 
eyes,  feet,  or  general  nutrition  which  would  not 
be  affected  by  compulsory  health  insurance. 

Statistics  issued  by  the  Metropolitan  Life 
Insurance  Company  in  January,  1941,  are  cited 
to  show  that  death  rates  in  the  industrial  popu- 
lation have  improved  faster  than  those  of  the 
population  as  a whole  and  that  the  industrial 
worker  now  enjoys  as  long  a life  as  the  average 
citizen. 

The  editorial  inquires:  “Why  is  it  necessary 
to  attempt  to  justify  compulsory  health  insurance 
upon  such  an  irrelevant  bogus  proposition  as 
this?”  The  answer  given  is  “simply  because 
even  its  most  ardent  supporters  cannot  make  it 
stand  on  its  own  feet.” 


Diagnosis 


'JpHIS  new  Journal  section  carries  case  reports  that  have  been  made  the  subject  of 
discussion  from  the  point  of  view  of  the  diagnostic  process  needed  and  the  post- 
mortem evidence.  All  cases  are  selected  because  of  some  unusual  interest.  Two  hos- 
pitals in  this  city  supply  this  material,  each  six  times  a year.  Reports  from  the  New 
York  Post-Graduate  Hospital  alternate  with  reports  from  Bellevue  Hospital,  Fourth 
Medical  Division. — Editor 

CLINICOPATHOLOGICAL  CONFERENCES 

Fourth  Medical  Division  of  Bellevue  Hospital 


History 

The  patient  was  a 54-year-old  white  woman 
who  came  to  Bellevue  Hospital  by  ambulance 
with  a five-day  history  of  fatigue  and  malaise 
associated  with  fever,  chills,  and  sweats.  Her 
physician  had  given  her  sulfathiazole  without 
avail.  A brother  revealed  that  four  weeks 
before  admission  she  had  become  ill  with 
chills  and  transient  diarrhea  after  eating  at  the 
World’s  Fair.  Past  history  revealed  a two 
months’  story  of  exertional  dyspnea  and  re- 
cent digitalization  by  her  physician  for  sub- 
sternal  tightness,  ankle  edema,  and  epigastric 
pain.  However,  this  medication  seemed  only 
to  aggravate  the  cough,  with  expectoration  of 
mucus.  Patient  denied  hemoptysis  or  rusty 
sputum  at  any  time. 

On  admission  she  appeared  acutely  ill  and 
slightly  cyanotic  and  was  dyspneic  and  orthop- 
neic.  No  jaundice  was  present.  Her  tem- 
perature was  102;  pulse,  88;  respirations,  28; 
and  blood  pressure,  85/50.  The  pupils  were 
equal  and  reacted  to  light  and  accommodation. 
Extraocular  muscles  were  intact,  and  sclerae 
were  clear.  There  was  evidence  of  coryza. 
The  tongue  was  moist,  and  the  pharynx  was 
diffusely  reddened.  Her  ears  were  normal. 
The  trachea  was  in  midline;  no  glands  or  en- 
largement were  present  in  neck.  An  examina- 
tion of  the  spine  revealed  no  vertebral  or  costo- 
vertebral angle  tenderness.  Breasts  were 
normal;  glands  were  not  palpable.  Examina- 
tion of  the  lungs  revealed  diminished  reso- 
nance and  diminished  bronchovesicular  breath 
sounds  over  the  right  base  below  posterior  T7 
and  anterior  R5,  with  medium  moist  and  dry 
crackling  rales;  on  the  left,  medium  moist  and 
dry  rales  below  posterior  T9  and  anterior  R6. 
Her  heart  was  not  enlarged;  sounds  were  of 
good  quality;  and  there  was  regular  sinus 
rhythm.  A soft  blowing  systolic  was  heard 
throughout.  P2  was  greater  than  A2.  The 
abdomen  was  distended  and  tympanitic  but 
not  tender;  the  liver  was  felt  two  finger- 
breadths  below  the  costal  margin.  The 


spleen  was  not  palpable.  Her  reflexes  were 
physiologic.  The  extremities  showed  no  club- 
bing, but  slight  peripheral  edema  was  present. 

The  patient’s  course  of  twenty-five  days  in 
the  hospital  was  progressively  downhill.  The 
temperature  was  septic  throughout,  and,  at 
first,  she  had  relative  bradycardia.  On  the 
second  day  after  admission  one  observer  found 
a thrombophlebitis  of  the  right  saphenous  vein 
posteriorly.  At  about  the  same  time,  icteric 
sclerae  were  noted.  Although  the  liver  was 
palpable  at  that  time,  it  was  not  tender.  The 
chills  during  the  third  and  fourth  weeks  were 
so  severe  as  to  necessitate  intravenous  mor- 
phine sulfate.  Her  case  was  treated  as  pneu- 
monia, with  no  apparent  alteration  of  course. 
On  the  twenty-first  hospital  day  petechiae 
were  observed  in  the  left  lower  conjunctival 
fold,  and  a harsh  blowing  systolic  was  heard 
over  the  pulmonic  area.  The  laboratory 
work-up  is  as  noted  below.  In  spite  of  trans- 
fusions, continuous  therapy  for  congestive 
failure,  and  removal  of  150  cc.  of  serosangui- 
nous  fluid  from  the  left  chest,  the  culture  of 
which  was  sterile,  her  toxic  state  became  more 
progressive,  and  she  died  on  the  twenty-fourth 
hospital  day. 

The  laboratory  findings  were  as  follows: 
Blood  nonprotein  nitrogen  on  admission  was 
36;  blood  sugar  on  admission  was  98.  Blood 
chlorides  was  495.0.  Blood  Wassermann  was 
negative.  Routine  urinalyses  were  negative 
except  for  1 to  2 plus  albumin  and  an  occa- 
sional red  blood  cell;  the  specimen  on  the  day 
following  admission  showed  positive  urobilino- 
gen in  1:160  dilution.  The  red  cell  count  on 
admission  was  4,200,000  per  cubic  millimeter, 
with  90  per  cent  hemoglobin,  falling  to  2,040,- 
000  with  56  per  cent  hemoglobin  two  days 
prior  to  death.  The  white  cell  count  on  ad- 
mission was  3,800  per  cubic  millimeter,  with 
84  per  cent  polymorphonuclears;  the  white 
cell  count  was  repeated  the  same  day  and 
showed  2,350  cells  per  cubic  millimeter,  with 
76  per  cent  polymorphonuclears.  Subsequent 
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white  cell  counts  ranged  between  7,100  and 
12,150  per  cubic  millimeter.  The  differential 
counts  were  not  remarkable.  A blood  smear 
taken  the  day  after  admission  was  negative  for 
malarial  parasites.  During  the  last  week  the 
blood  smear  showed  anisocytosis,  slight  hypo- 
chromia of  the  red  blood  cells,  and  toxic  gran- 
ules in  the  white  blood  cells.  The  icteric  in- 
dex fluctuated  between  28  and  20,  and  the 
van  den  Bergh,  direct,  gave  a delayed  reaction 
and,  indirect,  gave  a positive  reaction.  The 
blood  culture  was  first  reported  positive  on  the 
seventeenth  day  of  hospitalization,  there  being 
present  30  colonies  of  paratyphoid  B group 
per  plate.  Two  subsequent  cultures  on  the 
twentieth  and  twenty-second  days  revealed  40 
and  160  colonies  per  plate,  respectively,  of 
paratyphoid  B group.  A stool  culture  was 
negative  for  typhoid,  paratyphoid,  and  dysen- 
tery groups.  The  agglutination  tests  were 
positive  to  a trace  in  1:1,600  dilution  of  para- 
typhoid B group  on  several  occasions.  Spu- 
tum examinations  were  negative  for  pneumo- 
cocci on  two  occasions.  Roentgenogram 
taken  on  admission  revealed  a pneumonic 
consolidation  over  the  lower  lobe,  left  side. 
Subsequent  examination  twelve  days  later  re- 
vealed extensive  interstitial  changes  and  fibro- 
sis throughout  the  lower  three-quarters  of  both 
lungs.  Findings  suggested  chronic  bronchitis 
and  bronchiectasis.  Electrocardiogram  on  the 
third  day  revealed  PR,  interval  of  0.18  second, 
QRS — 0.06  second,  large  P waves  in  lead 
II;  sinus  rhythm  with  right  axis  deviation, 
myocardial  changes,  and  increased  auricular 
activity.  Another  electrocardiogram  two 
days  prior  to  exitus  showed  atrioventricular 
rhythm  with  right  bundle-branch  block;  occa- 
sional ventricular  premature  contraction; 
QRS — 0.16  second. 

Discussion 

Dr.  Harry  A.  Solomon:  The  predominant 
clinical  features  of  this  case  on  admission  were 
those  of  congestive  heart  failure  in  an  elderly 
woman  who  was  a known  cardiac  of  long  dura- 
tion. A double  mitral  murmur  was  present, 
and  rheumatic  heart  disease,  class  4,  was 
diagnosed.  Like  so  many  other  cases  this  pa- 
tient’s heart  failure  overshadowed  other  con- 
ditions that  were  found  to  be  present  as  fur- 
ther observation  progressed.  Digitalis  did  not 
relieve  the  signs  of  myocardial  insufficiency. 
It  was  necessary  to  explain  the  presence  of  a 
severe  septic  state  with  high  temperature, 
chills,  and  fever;  marked  leukopenia;  and 
jaundice — all  of  which  were  present  on  admis- 
sion. Signs  of  consolidation  were  found  in 


the  lower  lobe  of  the  right  lung  and  were  con- 
firmed by  x-ray  examination. 

Chemotherapy  did  not  influence  the  fever 
or  toxic  state.  In  the  presence  of  a pneu- 
monia, leukopenia,  and  lack  of  response  to 
sulfonamide  therapy,  the  possibility  of  an 
atypical  or  virus  pneumonia  was  considered. 
However,  because  the  patient  had  received 
sulfonamides  before  coming  to  the  hospital, 
the  possibility  of  a leukopenia  being  due  to  the 
drug  was  mentioned,  although  the  differential 
count  did  not  suggest  the  characteristic  neu- 
tropenia usually  produced  by  the  leukoplastic 
depression  by  this  drug.  The  jaundice  was 
considered  to  be  due  to  toxic  hepatitis  or  pos- 
sibly pulmonary  infarction,  especially  inas- 
much as  the  lungs  in  long-standing  cases  of 
mitral  disease  are  favorable  to  the  rapid 
change  of  hemoglobin  into  bilirubin. 

The  possibility  of  embolic  instead  of  maran- 
tic infarction  was  considered  because  of  the 
presence  of  saphenous  thrombophlebitis  and 
a hemorrhagic  pleural  effusion  obtained  when 
the  chest  was  aspirated.  Because  of  the  se- 
vere and  prolonged  chills  which  appeared 
later,  the  question  of  liver  abscesses  opening 
into  the  hepatic  veins  also  had  to  be  excluded. 
Morphine  sulfate  intravenously  used  to  con- 
trol the  chill  and  its  debilitating  effects  worked 
almost  instantaneously  and  most  effectively. 
When  the  agglutination  tests  became  positive 
for  paratyphoid  B and  the  blood  culture  was 
also  positive  for  the  same  organism,  it  was 
possible,  of  course,  to  explain  the  entire  pic- 
ture on  the  basis  of  active  bacterial  endocardi- 
tis due  to  this  organism. 

Petechiae,  increase  in  the  chills  and  the 
highspiking  temperature,  the  increasing  num- 
ber of  colonies  in  the  successive  blood  cultures, 
and  the  downhill  course  of  the  patient,  all 
indicated  the  progressive  character  of  the  se- 
vere infection.  The  possibility  that  the  pneu- 
monic involvement  was  due  to  the  same  organ- 
ism could  not  be  established  either  from  the 
sputum  or  from  a culture  of  the  pleural  fluid. 
The  question  as  to  whether  the  pulmonary 
valve,  as  well  as  the  mitral  valve,  was  the 
seat  of  active  bacterial  vegetation  was  con- 
sidered because  of  the  appearance  of  a mur- 
mur over  the  pulmonary  area  and  the  chang- 
ing lung  signs. 

When  the  history  of  diarrhea,  which  was 
present  for  one  month  prior  to  admission,  was 
subsequently  obtained,  the  sequence  of  events 
could  be  easily  correlated.  The  source  of  the 
infection  was  in  the  food  ingested  at  the 
World’s  Fair,  and  the  portal  of  entry  was, 
therefore,  through  the  intestinal  tract  with 
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subsequent  development  of  bacteremia  and, 
finally,  development  of  bacterial  endocarditis 
due  to  paratyphoid  B. 

Dr.  Charles  H.  Nammack:  Before  the 
blood  culture  was  reported  positive,  the  strik- 
ing signs  of  bradycardia  and  leukopenia  led  us 
away  from  the  diagnosis  of  bacterial  endocar- 
ditis. The  late  Dr.  Van  Horn  Norrie  stated 
that  bacterial  endocarditis  was  never  present 
in  a patient  who  had  a pulse  rate  below  100. 

Dr.  Solomon:  Hemorrhagic  chest  fluid 

raised  the  question  of  paratyphoid  pneumonia. 

Dr.  Nammack:  The  first  chest  plate  looks 
like  a pericardial  effusion. 

Dr.  Solomon:  This  was  a portable  plate 
and  taken  before  the  patient  was  adequately 
digitalized. 

Dr.  Mennasch  Kalkstein:  I understand 
that  the  Department  of  Health  recently  re- 
ported several  other  cases  of  paratyphoid  B in- 
fection, possibly  originating  from  the  World’s 
Fair. 

Dr.  Emanuel  Appelbaum:  It  is  important 
to  recall  that  paratyphoid  gives  rise  to  two  dis- 
tinct disease  entities — (a)  acute  food  poisoning 
or  gastroenteric  form,  and  (b)  typhoid  form. 
The  former  may  be  of  mild  nature  but,  at 
times,  severe  and  fulminating  in  character. 
The  latter  presents  a clinical  picture  like  that 
of  typhoid  fever,  except  of  milder  degree 
usually.  It  should  be  pointed  out  that  lesions 
in  the  small  intestine  are  much  less  common  in 
paratyphoid  fever  than  in  typhoid  fever.  The 
importance  of  paratyphoid  carriers  must  also 
be  borne  in  mind. 

Dr.  Louis  F.  Bishop,  Jr.:  The  terminal 
auriculoventricular  block  raises  the  question 
of  its  etiology.  In  cases  of  progressive  heart 
failure  it  is  not  necessary  to  assume  any  or- 
ganic basis  for  this.  It  may  be  due  entirely  to 
ischemia.  However,  we  have  recently  had  a 
case  where  the  vegetation  ulcerated  through 
the  interventricular  septum  giving  rise  to  in- 
terventricular block. 

Presentation  of  Pathology 

Primary:  Acute  bacterial  endocarditis 

(paratyphoid  B group — Chol- 
era suis,  Salmonella  suipesti- 
fer) 

Rheumatic  heart  disease 


Secondary: 

Heart : 

Hypertrophy  and  dilatation 
Buttonhole  mitral  stenosis 

Lungs : 

Chronic  passive  congestion 
Acute  edema  and  congestion 

Spleen : 

Chronic  passive  congestion 
Infarct 

Uterus: 

Fibromyomas 

General : 

Conjunctival  petechiae 
Icterus 

Edema  of  lower  extremities 

Dr.  David  M.  Spain:  Postmortem  exami- 
nation showed  a tight  mitral  stenosis  with  a 
marked  calcification.  On  the  auricular  sur- 
face of  the  anterior  mitral  leaflet  there  was  a 
grayish  pink,  friable,  flat  vegetation  which 
partly  ulcerated  the  valve.  The  vegetation 
was  y2  cm.  in  thickness  and  iy2  cm.  in  diame- 
ter. The  spleen  showed  one  infarct.  There 
were  no  intestinal  lesions  present,  and  nothing 
else  was  found  that  might  be  associated  with 
a paratyphoid  B group  infection. 

Microscopic  examination  revealed  a vascu- 
larized, fibrosed,  and  calcified  mitral  upon 
which  was  superimposed  a thrombotic  mass  of 
fibrin,  polymorphonuclear  leukocytes,  and 
lymphocytes. 

Postmortem  bacteriologic  studies  revealed 
pure  cultures  of  paratyphoid  B group  (Cholera 
suis)  from  heart  blood,  bile,  and  the  center  of 
the  vegetation. 

There  have  been  previous  reports  of  some- 
what similar  cases  in  the  literature.  Kretch- 
mer  reported  a case  in  1935  of  paratyphoid  B 
mitral  endocarditis  without  intestinal  lesions. 
H.  G.  Wells  in  1936  reported  another  case  in 
which  the  only  additional  finding  was  some 
grayish  pigmentation  of  Peyer’s  patches. 
Longcope  in  1905  reported  a fatal  case  of  acute 
paratyphoid  B septicemia  in  which  there  was 
neither  endocarditis  nor  intestinal  lesions. 
Most  likely  the  paratyphoid  organism  entered 
the  body  through  the  intestinal  tract  during 
the  acute  episode  of  food  poisoning.  What 
the  pathogenesis  was  from  this  point  on  is 
open  to  speculation. 

Another  interesting  finding  as  a result  of 
sulfadiazine  therapy  was  the  presence  of  nu- 
merous, small,  yellow,  crystalline  deposits  in 
the  minor  calices  of  the  kidney.  These  crys- 
tals were  identified  as  belonging  to  the  sulfa- 
diazine group. 


INSIDE  INFORMATION 
Friendly  Susie — “Had  you  heard  that  Jane  is 
engaged  to  an  x-ray  specialist?” 


Jealous  Fannie — “Well  she’s  lucky.  Nobody 
else  could  see  anything  in  her.” — III.  Med.  J. 


1941  Annual  Meeting 

Make  Your  Reservations  Now 


Buffalo  Hotel  Rates 


Hotel  and 
Location 

Room 

Capac- 

ity 

Single 

Without 

Bath 

Single 

with 

Bath 

Double 

Without 

Bath 

Double 

with 

Bath 

Twin 

Beds 

Buffalo,  Washington 
and  Swan 

450 

$2.00 

2.50 

3.00 

$3.00  to 
5.00 

$4.00  to 
6.00 

Ford,  210  Delaware 
Ave. 

750 

$1.50 

1.75 

1 . 50  up 

$2.50 

2.75 

3.00  to 
5.00 

3.00  to 
5.00 

Graystone,  24  John- 
son Park 

150 

1 . 50  up 

2.00  up 

2 . 50  up 

3 . 00  up 

3 . 50  up 

Lafayette,  Washing- 
ton and  Clinton 

420 

2.00 

2 . 50  up 

4 . 00  up 

4 . 50  up 

Lenox,  140  North 
Street 

200 

2 . 50  up 

4 . 00  up 

5 . 00  up 

Statler,  Niagara 
Square 

1,100 

3 . 00  up 

5.00  up 

6 . 00  up 

Stuyvesant,  245  Elm- 
wood Avenue 

450 

2 . 50  up 

3 . 50  up 

5 . 00  up 

Westbrook,  675  Dela- 
ware Avenue 

312 

3 . 50  up 

5 . 00  up 

6 . 00  up 

Touraine,  274  Dela- 

300 

Single 
with 
Connect- 
ing Bath 
$1.50 

2 . 00  up 

Double 
with 
Connect- 
ing Bath 
$3 . 00  up 

3 . 50  up 

4 . 50  up 

ware  Avenue 


FRACTURE  DAY— BUFFALO  COMMIT- 
TEE, AM.  COLLEGE  OF  SURGEONS 
The  first  annual  fracture  day  of  the  Buffalo 
Fracture  Committee  of  the  American  College  of 
Surgeons  will  be  held  on  May  2 — the  day  fol- 
lowing the  annual  State  Society  meeting.  The 
program  will  be  devoted  to  the  discussion  of 
fractures  and  other  traumas.  It  will  begin  at 
9:00  a.m.  and  will  take  place  in  the  Children’s 
Hospital  Auditorium,  235  Bryant  Street,  Buf- 
falo. A cocktail  hour,  followed  by  dinner,  will 
be  held  at  the  Buffalo  Club,  after  which  there  will 
be  a discussion  of  the  papers  presented  throughout 
the  day.  Dr.  Robert  P.  Dobbie  is  chairman. 


NATIONAL  GASTROENTEROLOGICAL  AS- 
SOCIATION-ANNUAL CONVENTION 
The  sixth  annual  convention  of  the  National 
Gastroenterological  Association  will  be  held  on 
May  13,  14,  15,  and  16  at  the  Commodore  Hotel 
in  New  York  City.  Members  of  the  medical 
profession  are  cordially  invited  to  attend.  Dr. 
Henry  Kendall,  of  New  York  City,  is  chairman 
of  the  scientific  program  committee.  A com- 
mittee of  ladies  is  arranging  an  interesting  pro- 
gram of  social  activities  for  the  families  and 
friends  of  the  visiting  members.  Mrs.  Anthony 
Bassler,  of  New  York  City,  is  chairman  of  this 
committee. 
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Albany  County 

Dr.  Foster  Kennedy,  of  Cornell  Medical 
College,  New  York  City,  addressed  the  county 
society  on  March  26  on  “Science,  Civilization, 
and  Faith.”  Dr.  Kennedy  discussed  the  effect 
upon  the  scientist  of  the  Nazi  rise  to  power,  as 
well  as  the  duty  of  the  scientist  to  the  people  in 
this  international  crisis.  Discussion  was  opened 
by  Dr.  R.  S.  Cunningham  (by  invitation). 

Dr.  H.  L.  K.  Shaw,  67,  of  Albany,  who  died 
on  March  26,  was  a prolific  writer  on  child 
health  and  disease.  Dr.  Shaw  also  translated, 
from  the  German,  Pfaundler  and  Schlossman’s 
seven-volume  The  Diseases  of  Children.  In 
1914  he  wrote  the  first  baby  book  distributed  by 
the  State  Health  Department,  Your  Baby — 
How  to  Keep  It  Well. 

Author  of  other  scientific  pamphlets,  Dr.  Shaw 
was  an  advisory  editor  and  writer  for  Parent1  s 
Magazine , editor  of  the  happy  child  department 
of  Delineator  magazine  and  a frequent  contribu- 
tor to  the  New  York  Herald  Tribune , on  whose 
advisory  council  he  served. 

He  also  was  author  of  The  Happy  Child , 1924; 
The  Young  Childs  Health,  1925;  and  Com- 
municable Diseases  in  Children,  1927. 

Dr.  Shaw  was  American  delegate  to  the 
International  Medical  Congress  at  Lisbon, 
Portugal,  in  1906,  and  at  various  times  was 
president  of  the  American  Pediatric  Society, 
the  American  Child  Hygiene  Association,  the 
Central  New  York  Pediatric  Club,  and  the 
Albany  County  Medical  Society.  Former  Presi- 
dent Hoover  succeeded  him  in  the  child-hygiene 
post. 

Chautauqua  County 

Dr.  William  G.  Farlow,  of  Rochester,  spoke 
on  the  modern  treatment  of  the  putrid  lung 
abscess  at  the  meeting  of  the  county  society 
on  March  19  at  the  Hotel  Jamestown.  Dr. 
Ernest  J.  Kelley,  Jr.,  presided. 

Army  authorities  have  revoked  the  order 
calling  Dr.  Robert  X.  Williams,  of  Clymer,  to 
active  service.  Eight  hundred  persons  signed 
a petition  asking  that  Dr.  Williams  be  permitted 
to  stay  with  his  practice,  as  the  nearest  doctor 
was  ten  miles  away,  at  Panama. 

Chemung  County 

Rheumatic  fever  and  its  resulting  heart 
diseases  are  the  great  causes  of  death  between 
the  ages  of  5 and  15  in  New  York  City,  Dr. 
Katherine  Dodge,  associate  professor  of  pedi- 
atrics, Bellevue  Medical  School,  New  York 
City,  told  the  county  society  on  March  12  at 
the  Mark  Twain  Hotel  in  Elmira. 

Approximately  50,  including  doctors  from  vi- 
cinity towns,  attended  the  event  which  opened 
with  dinner. 

Dr.  Dodge,  whose  topic  was  “Rheumatic 
Fever  and  Allied  Diseases  in  Children,”  stressed 
the  value  of  regular  physical  examinations  and 
the  need  for  training  to  detect  the  disease  in  its 
early  stages. 

Dr.  George  R.  Murphy,  president  of  the  medi- 
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cal  society,  conducted  the  session,  the  third  in 
a series  of  six  scheduled  postgraduate  lectures 
on  pediatrics.  The  next  meeting,  April  9, 
featured  a talk  on  “Growing  Feet  of  Children,” 
by  Dr.  R.  Plato  Schwartz,  professor  of  ortho- 
pedics at  the  University  of  Rochester. 

A proposal  that  the  city  of  Elmira  relieve  city 
physicians  of  medical  care  of  nonhospital  wel- 
fare patients,  allowing  the  patients  to  go  to 
doctors  of  their  choice  was  made  to  the  City 
Council  on  March  10  by  Dr.  George  R.  Murphy, 
president  of  the  county  society. 

“The  society  suggests  that  better  care  will 
be  given  and  hospitalization  will  be  less  and 
more  money  saved  for  the  taxpayer  by  abolish- 
ing those  duties  of  the  city  physician  which 
entail  giving  medical  care  to  the  city  welfare 
clients,”  Dr.  Murphy  said.  “Further  savings 
will  result  because  such  medical  care  will  be 
reimbursed  by  the  state  to  40  per  cent.  The 
patients  would  go  to  the  doctor  of  their  choice.” 

Dr.  Murphy  also  suggested  that  the  city  make 
an  annual  appropriation  of  $10,000  for  the 
medical  society  in  recognition  of  the  services  of 
staff  physicians  of  the  two  Elmira  hospitals  in 
caring  for  welfare  patients  without  pay.  A 
similar  request  was  made  of  the  Board  of  Super- 
visors. 

The  money  would  be  used  by  the  society  to 
increase  medical  welfare  of  the  community  by 
scholarships,  lectures,  and  improving  the  medical 
library. 

The  society  believes  that  the  $10,000  would 
be  saved  to  the  taxpayer  by  better  medical  care 
if  a proposed  change  in  the  medical  relief  setup 
is  adopted. 

Dr.  Murphy  asked  that  supervisors  consider 
construction  of  a building  to  house  a centrally 
located  county  laboratory,  larger  and  more 
adequate  dispensary  for  clinics — orthopedic, 
dental,  social  hygiene,  prenatal,  child  welfare, 
toxoid,  and  mental — and  better  offices  for  the 
city  health  officer. 

Dutchess  County 

The  county  society  has  endorsed  the  Medical 
Expense  Fund,  of  New  York  City,  and  it  is 
expected  that  a campaign  for  membership  will 
be  started. 

At  the  meeting  of  the  society  on  March  12, 
the  speaker  was  Dr.  Thomas  J.  Kirwin,  senior 
attending  surgeon  at  New  York  Hospital.  He 
spoke  on  “Hematuria.” 

Dr.  Edgar  Powell,  of  Fishkill,  vice-president 
of  the  society,  presided  in  the  absence  of  Dr. 
James  T.  Harrington. 

About  75  members  attended. 

Erie  County 

Establishment  of  a municipal  “blood  bank” 
by  the  Buffalo  City  Health  Department,  in- 
tensified public  education  on  the  need  for  pre- 
natal care,  conservative  treatment  of  toxemias 
of  pregnancy,  and  better  hospital  control  of 
cesarian  operations  were  among  the  recom- 
mendations made  on  March  17  by  the  obstetric 
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council  of  the  county  society  for  reducing  the 
maternity  death  rate. 

The  council’s  report,  read  at  the  society’s 
meeting  in  Hotel  Statler  by  Dr.  Edward  P. 
Forrestel,  chairman,  showed  that  there  were  43 
deaths  in  10,548  deliveries  in  1940. 

Emphasizing  that  7 deaths  resulting  from 
hemorrhages  might  have  been  saved  by  early 
transfusions,  Dr.  Forrestel  urged  that  hospitals 
not  having  one  already  establish  a “blood  bank” 
and  that  the  city  health  department  also  make 
one  available  to  physicians  in  home  cases. 

To  counteract  the  “slurs”  made  on  the 
medical  profession  recently,  Dr.  Carlton  E. 
Wertz,  former  president,  read  into  the  society’s 
record  a resolution  summarizing  what  the  pro- 
fession has  done  so  far  toward  national  prepared- 
ness. 

The  society  voted  in  favor  of  changing  its 
meeting  date  from  the  third  Monday  of  each 
month  to  the  fourth  Tuesday. 

Arrangements  have  been  made  to  give  a 
dinner  to  the  state  and  Federal  legislators. 

A plan  of  health  and  accident  protection  ap- 
proved by  the  Insurance  Committee  and 
Comitia  Minora  was  adopted. 

Through  this  plan  the  society  is  able  to  make 
available  valuable  disability  protection  to 
members  on  a basis  not  obtainable  individu- 
ally. 

The  Association  of  Family  Physicians  met  at 
the  Buffalo  Athletic  Club  on  March  25.  The 
speaker  was  Dr.  M.  A.  Hershey. 

The  Buffalo  Academy  of  Medicine  met  on 
March  19  at  the  Museum  of  Science  and  listened 
to  a paper  on  “The  Patent  Ductus  Arteriosus 
and  Its  Surgical  Treatment,”  by  Dr.  Robert  E. 
Gross,  Peter  Brent  Brigham  Hospital  and 
Children’s  Hospital,  Boston,  with  discussion  by 
Drs.  Werner  J.  Rose  and  Leon  J.  Leahy. 

On  March  26,  the  academy  heard  an  address  on 
“Pitfalls  in  the  Diagnosis  of  Undulant  Fever  by 
Laboratory  Methods,”  by  Dr.  Walter  M. 
Simpson,  Kettering  Institute  for  Medical  Re- 
search, Miami  Valley  Hospital,  Dayton, 
Ohio. 

On  April  2,  Dr.  Francis  J.  Carr,  associate 
surgeon,  Ruptured  and  Crippled  Hospital,  New 
York  City,  spoke  at  the  academy  on  “Ortho- 
pedic Conditions  Met  with  in  General  Prac- 
tice.” 

On  April  9,  the  academy  heard  an  address  by 
Dr.  Chester  F.  Keefer,  of  Boston,  on  “Causes  of 
Obscure  Fever.” 

The  following  have  been  nominated  for  office 
for  the  1941-1942  session  of  the  Buffalo  Academy 
of  Medicine:  president,  Dr.  George  E.  Slotkin; 
secretary,  Dr.  A.  Wilmot  Jacobsen;  assistant 
secretary,  Dr.  Clyde  A.  Randall;  treasurer, 
Dr.  William  F.  Jacobs;  and  trustee,  Dr.  Fred- 
erick T.  Schnatz. 

The  next  meeting  of  the  Medical  Society  of 
the  County  of  Erie  will  take  place  on  April  21 
in  the  Hotel  Statler  at  9:00  p.m. 

Dr.  Clifford  Rispin  Orr,  74,  of  Buffalo,  who 
died  on  March  15,  had  been  director  of  roent- 
genology at  the  Edward  J.  Meyer  Memorial 
Hospital  the  last  22  years  and  was  professor  of 
radiology  in  the  University  of  Buffalo  Medical 
College. 


Dr.  Wayne  J.  Atwell,  51,  head  of  the  depart- 
ment of  anatomy  of  the  University  of  Buffalo 
Medical  School,  died  on  March  27. 

Fulton  County 

Dr.  Porteous  Johnson,  attending  surgeon  at 
the  New  York  Post-Graduate  Hospital,  spoke 
before  the  county  society  on  March  7,  in  the 
Eugene  Littauer  Memorial  Laboratory,  on 
“Fractures  of  the  Humerus  and  the  Femur.” 

Dr.  Walter  Ludlum,  Jr.,  of  New  York  City, 
attending  surgeon  at  the  New  York  Post- 
Graduate  Hospital,  addressed  the  county  so- 
ciety at  the  Eugene  Littauer  Memorial  Labora- 
tory, on  March  21,  on  “Care  of  Fractures  of  the 
Forearm  and  Leg.” 

Jefferson  County 

The  regular  monthly  meeting  of  the  county 
society  was  held  on  March  13  at  the  Black  River 
Valley  Club.  Dinner  was  served  at  6:30.  The 
program  was  devoted  to  a discussion  of  “Al- 
coholism.” 

The  speaker  was  Dr.  Eugene  Boudreau,  pro- 
fessor of  neuropsychiatry  at  Syracuse  Univer- 
sity. 

Kings  County 

The  following  scientific  program  was  pre- 
sented at  the  meeting  of  the  county  society  on 
March  18:  (a)  Address — “The  Selection  of 

Operation  for  Prostatic  Obstruction,”  by  Dr. 

Reed  M.  Nesbit,  Ann  Arbor,  Michigan;  (b) 
Address — “American  Health  and  National  De- 
fense,” by  Dr.  Nathan  B.  Van  Etten,  Bronx, 

New  York. 

The  society  adopted  resolutions  disapproving 
proposed  state  recognition  of  chiropractic  and 
the  city  department  of  health’s  proposal  to  collect 
a SI. 00  fee  from  physicians  for  premarital  ser- 
ologic tests  and  use  the  resulting  revenue  for  the 
building  of  an  experimental  laboratory. 

Dr.  Van  Etten,  president  of  the  A.M.A.,  urged 
mobilization  of  all  health  agencies  for  national 
defense  and  creation  of  a Federal  Department 
of  Health  but  warned  against  “surrender  of  the 
practice  of  medicine  to  government  control.” 

Pointing  out  that  Senator  Robert  A.  Taft  and 
Federal  Security  Administrator  Paul  V.  McNutt 
are  among  the  prominent  government  officials 
who  have  indorsed  the  addition  of  a Secretary 
of  Health  to  the  President’s  Cabinet,  he  urged: 

“Let  physicians  take  the  leadership  for  which 
their  education  qualifies  them — let  them  emerge 
from  their  conservative  shells  and  demand  sane 
and  progressive  action  for  better  conditions  of  I 
medical  service,  and  let  them  educate  all  the 
people  in  their  own  communities  and  ask  their 
cooperation  in  developing  a sound  program  for 
American  health.” 

The  county  society  has  launched  a drive  for 
funds  for  a new  building. 

The  Brooklyn  Thoracic  Society  met  on  March 
21  with  a program  devoted  to  “Gastroscopic 
Examinations”  and  “Surgical  Treatment  of 
Carcinoma  of  the  Esophagus.” 

Monroe  County 

The  county  society  endorsed  the  proposed 
Rochester  meat  inspection  ordinance  at  the 
meeting  in  the  Academy  of  Medicine  on  March 
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18,  holding  that  the  “consumer  public  is  en- 
titled to  that  adequate  protection.” 

At  the  same  time,  the  society  backed  the 
“splint-them-where-they-lie”  educational  pro- 
gram sponsored  by  the  Red  Cross  and  public 
and  civic  safety  groups  and  also  approved  con- 
tinuation of  Sunday  afternoon  lectures  in  co- 
operation with  the  Academy  and  the  University 
of  Rochester  Medical  School. 

Commendation  of  the  cooperation  of  the 
Pharmaceutical  Association  in  150  city  and 
county  drugstores  in  the  antiself-medication 
campaign  was  voiced  by  Dr.  Benjamin  ,T. 
Slater,  public  health  chairman.  Reports  from 
physicians  show  favorable  results,  particularly 
in  treatment  of  gonorrhea  and  syphilis,  he 
said. 

Dr.  Abraham  H.  Aaron,  University  of  Buffalo 
Medical  School  faculty  member,  recounted 
results  of  a survey  of  3,000  Erie  County  pre- 
scriptions and  offered  suggestions  as  to  means  of 
assuring  “tailor-made  doses.” 

Dr.  Clarence  P.  Thomas,  medical  defense 
chairman,  reported  that  234  physicians,  half 
the  society’s  membership,  are  voluntarily  do- 
nating services  as  selective  service  examiners. 

A maternal  welfare  teaching  day  was  con- 
ducted at  the  University  of  Rochester  School  of 
Medicine  on  April  9.  The  subjects  presented 
included  “Blood  Plasma,  Transfusions,  etc.”; 
“Analgesia”;  “Treatment  of  Posterior  Posi- 
tions”; “Episiotomy”;  “Emergencies  of  the 
Third  State  of  Labor”;  and  “Breech  Delivery.” 
At  the  Rochester  Academy  of  Medicine  at  8:45 
Dr.  Ferdinand  J.  Schoeneck,  assistant  professor 
of  clinical  obstetrics,  Syracuse  University,  spoke 
on  “Normal  Labor,  Sepsis,  and  Intercurrent 
Diseases.” 

Nassau  County 

The  scientific  program  at  the  meeting  of  the 
county  society  on  March  25  was  as  follows: 
“Direct  Supravesical  Extraperitoneal  Cesarean 
Section.”  Illustrated  by  slides  and  natural  color 
motion  pictures.  The  speakers:  Dr.  Raymond 
J.  Pieri,  Memorial  Hospital,  Syracuse;  and  Dr. 
Francis  R.  Irving,  Memorial  Hospital,  Syracuse. 
Discussion  was  opened  by  Dr.  Edward  G. 
Waters,  Margaret  Hague  Maternity  Hospital, 
Jersey  City. 

Splendid  cooperation  has  been  shown  by 
Nassau  County  physicians  in  response  to  the  law 
which  went  into  effect  on  January  1,  1940,  mak- 
ing cancer  a reportable  disease,  we  read  in  the 
Nassau  Medical  News. 

During  this  first  year,  1,133  cases  of  cancer 
were  reported  among  county  residents — a rate 
of  278.5  per  100,000  population.  An  interesting 
analysis  of  these  cases  has  been  made  by  Dr. 
Earle  G.  Brown,  Commissioner  of  the  Health 
Department.  With  his  permission,  a summary 
is  presented  here. 

There  were  502  cases  reported  in  males  and  631 
in  females.  However,  if  we  exclude  all  cases 
peculiar  to  only  one  sex,  the  totals  are  nearly  the 
same:  males,  418  and  females,  443. 

The  primary  location  of  the  new  growth  in  the 
1,133  cases  are  reported  as  follows:  oral  cavity 
and  pharynx,  84;  digestive  tract  and  peritoneum, 
297;  respiratory  system,  64;  uterus,  143;  other 
female  genitalia,  45;  breast,  176;  male  genito- 


urinary tract,  90;  skin,  124;  bone,  30;  other 
and  unspecified  organs,  80. 

The  fourth  annual  cancer  institute  was  held 
on  March  31  at  the  Rockville  Country  Club. 
At  the  luncheon  the  speakers  were  Mrs.  Walter 
T.  Loebmann,  “The  Educational  Program  of  the 
Nassau  County  Cancer  Committee”;  and  Dr. 
Eugene  H.  Coon,  “Cancer  Education  in  Second- 
ary Schools  in  Nassau  County.” 

At  the  afternoon  session  (225  men  and  women 
attended)  Dr.  Francis  Carter  Wood  spoke  on 
“Recent  Advances  in  the  Field  of  Cancer  Re- 
search”; Dr.  Eugene  F.  Traub,  on  “The  Pre- 
vention and  Early  Treatment  of  Cancer  of  the 
Skin”;  and  Dr.  Arthur  C.  Martin  on  “The  Care 
of  the  Nassau  County  Cancer  Patient.” 

A total  of  twenty-seven  Nassau  county  doctors, 
including  seventeen  members  of  the  medical 
society,  have  been  assigned  to  active  military 
duty,  it  is  announced. 

New  York  County 

The  scientific  program  of  the  county  society 
at  its  meeting  on  March  24,  was  as  follows: 
(1)  “The  Ballistocardiograph.  A New  Method 
for  the  Detection  and  Investigation  of  Disease  of 
the  Heart  and  Circulation — Results  Obtained  in 
the  Commoner  Clinical  Conditions,”  by  Dr. 
Isaac  Starr,  University  of  Pennsylvania  School 
of  Medicine,  Philadelphia,  by  invitation;  (2) 
“Some  Tests  of  Pulmonary  and  Circulatory 
Function — Their  Application  in  Clinical  Di- 
agnosis and  Treatment,”  by  Dr.  Dickinson  W. 
Richards,  Jr.,  and  Dr.  Andre  Cournand,  Presby- 
terian and  Bellevue  hospitals,  by  invitation; 
discussion — Dr.  Henry  A.  Schroeder,  by  invita- 
tion; Dr.  Hilmert  A.  Ranges,  by  invitation; 
Dr.  Max  Pinner,  by  invitation. 

Professor  Walter  J.  Meek,  of  the  University 
of  Wisconsin,  addressed  the  Harvey  Society  at 
The  New  York  Academy  of  Medicine,  on  March 
20,  on  “Cardiac  Effects  of  Inhalant  Anes- 
thetics.” 

The  section  of  ophthalmology  of  The  New 
York  Academy  of  Medicine  discussed  “Tumors 
of  the  Eye  and  Adnexa”  at  the  meeting  on 
March  17. 

A combined  meeting  of  the  sections  of  medicine 
and  surgery  of  The  New  York  Academy  of 
Medicine  was  held  on  March  18,  and  papers 
were  read  and  discussed  on  various  phases  of 
hypertension. 

A symposium  on  postoperative  complications 
was  presented  before  The  New  York  Academy 
of  Medicine  section  of  genitourinary  surgery 
on  March  19. 

Instead  of  the  regular  meeting  of  the  section 
of  otolaryngology  at  The  New  York  Academy 
of  Medicine,  the  section  held  a combined  meet- 
ing with  the  section  on  otolaryngology  of  the 
College  of  Physicians  of  Philadelphia,  at  their 
building  in  Philadelphia,  on  March  19. 

The  New  York  Roentgen  Society  met  on 
March  17,  and  listened  to  papers  on  tuberculosis 
of  the  breast,  radium  dosimetry,  contact  ther- 
apy, and  cancer  of  the  larynx. 

The  New  York  Academy  of  Medicine  section 
of  obstetrics  and  gynecology  met  on  March  25, 
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and  heard  addresses  on  fracture  of  the  femoral 
neck  following  roentgen  therapy  for  gynecologic 
malignancy,  and  the  theca-interna  cone  and  the 
ascensus  of  the  Graafian  follicle. 

The  New  York  Pathological  Society,  at  its 
March  27  meeting,  discussed  tumors  of  the  eye 
and  histological  changes  produced  in  squamous 
cell  epitheliomas  of  the  mouth  and  oropharynx 
by  fractionated  external  irradiation. 

New  York’s  women  doctors  are  again  renew- 
ing their  efforts  to  be  classed  as  eligible  for  the 
Medical  Reserve  Corps  of  the  Army  and  Navy. 
The  Women’s  Medical  Association  will  present 
a resolution  to  the  county  society  asking  that 
a recommendation  of  military  status  for  their 
group  be  forwarded  to  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New 
York. 

The  issue  is  expected  to  come  up  for  a vote 
at  the  April  meeting  of  the  county  society,  and, 
if  acted  upon  favorably,  it  will  be  laid  before 
the  House  of  Delegates  of  the  American  Medical 
Association  at  its  annual  meeting  in  Cleveland 
in  June. 

Oneida  County 

Dr.  T.  P.  Magill,  of  Cornell  Medical  College, 
New  York  City,  addressed  the  Utica  Academy  of 
Medicine  on  “Influenza”  on  March  20.  Dis- 
cussion was  opened  by  Dr.  T.  Douglas  Kendrick. 
Dr.  Duncan  Whitehead  read  a paper  on  “Avia- 
tion Medicine.” 

Ontario  County 

Under  the  topic,  “Mental  Hygiene  in  Pan- 
ama,” Dr.  C.  Harvey  Jewett  addressed  the 
Canandaigua  Medical  Society  on  March  14 
in  the  Canandaigua  Hotel,  Dr.  Charles  J. 
Bobeck  was  host,  with  dinner  served  to  11  mem- 
bers and  a guest,  Dr.  G.  J.  Winthrop.  Dr. 
H.  K.  Meyers,  president,  presided. 

Otsego  County 

The  March  meeting  of  the  county  society  was 
held  on  the  twelfth  at  the  Hotel  Oneonta. 
Following  dinner  and  a brief  business  session, 
the  first  of  the  1941  postgraduate  lecture  series 
was  given  by  Dr.  A.  F.  R.  Andresen,  professor 
of  clinical  medicine  at  Long  Island  University 
Medical  School,  on  the  topic:  “Dietary  Therapy 
in  Gastrointestinal  Diseases.”  Other  lectures 
are:  April  9,  “The  Diabetic  Patient  and  the 

General  Practitioner,”  Dr.  Milton  B.  Handels- 
man,  associate  in  medicine;  May  14,  obstetrics, 
Dr.  Mervyn  B.  Armstrong,  assistant  clinical 
professor  of  obstetrics  and  gynecology;  and 
June  11,  “Some  Problems  in  Cardiac  Diagnosis,” 
Dr.  J.  Hamilton  Crawford,  professor  of  clinical 
medicine. 

Queens  County 

The  county  medical  society  met  with  the 
county  bar  association  on  March  25.  The 
program  was:  “Trauma  and  Neurological 

Medicolegal  Problems,”  Dr.  George  I.  Swetlow, 
consulting  neurologist  to  Cumberland  Street 
Hospital;  assistant  neurologist  to  Caledonian 
Hospital;  associate,  Peripheral  Anesthesia, 
Beth-El  Hospital;  Discussion — Dr.  Raphael 
Lewy,  chief  medical  examiner  for  the  State 
Industrial  Commission,  and  Harry  I.  Huber, 


Esq.,  counsel  to  the  Medical  Society  of  the 
County  of  Queens,  Inc.;  Remarks  by  Joseph 
Conroy,  Esq.,  president  of  the  Queens  County 
Bar  Association. 

The  Friday  afternoon  talks  in  April  are: 
April  4,  4:30  p.m. — “Granulomas  and  Aden- 
opathies,” by  Dr.  Meyer  Rabinowitz,  physician, 
Jewish  Hospital;  consulting  physician,  Green- 
point  Hospital;  April  18,  4:30  p.m. — “Applied 
Neurology  for  the  General  Practitioner,”  by 
Dr.  Foster  Kennedy,  physician-in-charge,  neu- 
rology, Bellevue;  consultant,  Neurological  In- 
stitute, New  York,  Lenox  Hill,  and  Women’s 
hospitals. 

Rensselaer  County 

The  treatment  of  pneumonia  and  the  progress 
made  in  recent  years  toward  reducing  its  death 
rate  was  discussed  by  Dr.  Maxwell  Finland, 
chief  of  the  pneumonia  service  at  Boston  City 
Hospital,  in  addressing  the  county  society  on 
March  11  at  the  Hendrick  Hudson  Hotel. 

Richmond  County 

The  regular  monthly  meeting  of  the  county 
society  was  held  on  March  12,  in  the  auditorium 
of  the  Richmond  Borough  Health  Center. 

After  a short  business  meeting,  the  scientific 
program  was  introduced.  The  president,  Dr. 
Herbert  A.  Cochrane,  invited  Dr.  John  H.  Mul- 
holland,  assistant  dean  of  New  York  University, 
School  of  Medicine,  to  present  a talk  at  this 
meeting.  Dr.  Mulholland’s  topic  was  “Intern 
Education.”  Professor  Clarence  C.  Stoughton, 
of  Wagner  College,  Staten  Island,  spoke  on 
“The  Work  and  Importance  of  the  Staten  Island 
Community  Chest.”  A third  speaker  was  Dr. 
Herman  Friedel,  a member  of  the  society,  who 
spoke  on  the  “Work  of  the  Staten  Island  Cancer 
Committee.” 

A Radio  Committee  is  being  formed. 
Schenectady  County 

The  county  society  met  at  the  Glenridge 
Sanitarium  on  April  1 and  heard  an  address  by 
Dr.  J.  Maxwell  Chamberlain,  principal  thoracic 
surgeon  at  the  State  Tuberculosis  Hospital, 
Homer  Folks  Hospital,  at  Ray  Brook  and 
Oneonta,  and  consulting  thoracic  surgeon  at  the 
Schenectady  County  Tuberculosis  Hospital,  on 
“Recent  Advances  in  Thoracic  Surgery.” 

Physicians  from  Schenectady  and  Scotia  are 
giving  lectures  on  first  aid  before  Legion  posts 
for  use  in  possible  emergency. 

Steuben  County 

Corning  was  host  to  the  April  meeting  of  the 
county  society,  held  at  the  Baron  Steuben 
Hotel  on  April  10. 

Papers  were  given  by  two  Syracuse  physicians 
who  were  on  the  program  for  the  November 
meeting,  but  were  prevented  from  coming  by  a 
bad  storm. 

They  were:  Dr.  John  C.  M.  Brust,  on  the 

subject,  “Diagnosis  and  Management  of  Com- 
mon Ano-Rectal  Diseases”;  and  Dr.  John 
Alsever,  “Organization  of  a Plasma  and  Blood 
Transfusion  Service  in  the  Syracuse  University 
Medical  Center.” 
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Yates  County 

Members  of  Yates  County  Welfare  Depart- 
ment and  county  society  have  appointed  a joint 
committee,  consisting  of  representatives  from 
each  group  to  study  the  costs  of  medical  care  for 
Yates  County  indigents.  Consideration  will  be 


given  to  adoption  of  a local  medical  plan  that 
will  meet  approval  of  the  New  York  State  De- 
partment of  Welfare  and  will  eliminate  several 
unsatisfactory  features  that  under  the  present 
setup  call  for  prior  approval  of  the  state  group 
on  many  items. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Wayne  J.  Atwell 

51 

Buffalo 

March  27 

Hamburg 

Claude  A.  Burrett 

62 

Cleveland  Horn. 

March  3 

Manhattan 

Edward  K.  Cravener 

42 

Ohio  State 

March  27 

Schenectady 

Marian  E.  Fischer 

42 

W.  M.  C.  Pa. 

February  20 

Buffalo 

George  A.  Gillette 

55 

Harvard 

February  21 

Manhattan 

Andrew  J.  Gilmour 

70 

P.  & S.  N.  Y. 

March  9 

Manhattan 

Frank  Hinkley 

66 

Albany 

March  10 

Brightwaters 

George  A.  Hull 

71 

N.  Y.  Horn. 

March  18 

Manhattan 

Alexander  L.  Johnson 

80 

Albany 

February  27 

Gloversville 

Thomas  J.  Kearns 

59 

Cornell 

March  19 

Manhattan 

Charles  G.  McGaffin 

58 

Albanv 

March  26 

Brooklyn 

Archibald  W.  Moss 

44 

L.  I.  C.  Hosp. 

March  16 

Binghamton 

Thomas  A.  Mulcahy 

64 

P.  & S.  N.  Y. 

March  3 

Bronx 

Clifford  R.  Orr 

74 

Buffalo 

March  15 

Buffalo 

Adolph  G.  Rave 

70 

Louisville 

March  27 

Hicksville 

Vittorio  Risicato 

57 

Catania,  Italy 

December  17 

Manhattan 

Harry  A.  Sadden 

58 

Syracuse 

March  22 

Rochester 

Henry  L.  K.  Shaw 

67 

Albany 

March  26 

Albany 

Charles  W.  Stickle 

70 

N.  Y.  Univ. 

March  8 

Brooklyn 

Charles  Telsey 

49 

L.  I.  C.  Hosp. 

March  1 

Utica 

Frank  G.  Young 

59 

N.  Y.  Horn. 

March  25 

Brooklyn 

SCIENTIFIC  SESSION— AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 


The  American  Academy  of  Physical  Medicine 
will  hold  its  Nineteenth  Annual  Meeting  and 
Scientific  Session  on  April  28,  29,  30,  1941,  in 
New  York  City,  with  headquarters  at  the  Hotel 
Pennsylvania,  where  lectures,  symposiums,  clini- 
cal papers,  motion  pictures,  and  exhibits  will  be 
presented.  Clinics  will  be  held  at  the  Medical 
Center,  New  York  Orthopedic  Hospital,  Post- 
Graduate  Hospital,  and  the  Skin  and  Cancer 
Hospital.  There  will  be  an  evening  session  at 
The  Academy  of  Medicine  Building  and  a ban- 
quet at  the  Hotel  Pennsylvania. 

Physical  medicine  in  relation  to  general  medi- 
cine and  the  specialties  will  be  the  underlying 
theme  of  the  topics  under  discussion.  These  in- 
clude new  developments  in  electrotherapy, 
electrosurgery,  radiation  therapy,  hydrology, 
physical  education,  military  medicine,  aviation 
medicine,  and  laboratory  reports  on  related  in- 
vestigation. 


The  sessions  are  under  the  direction  of  Harold 
D.  Corbusier,  M.D.,  Plainfield,  New  Jersey, 
president;  Herman  A.  Osgood,  M.D.,  Boston, 
secretary;  Fred  H.  Albee,  M.D.,  New  York  City, 
chairman  of  the  Committee  on  Arrangements; 
William  D.  McFee,  M.D.,  Boston,  chairman  of 
the  Committee  on  Program;  William  Benham 
Snow,  M.D.,  New  York  City,  chairman  of  the 
Committee  on  Clinics;  Franklin  P.  Lowry, 
M.D.,  Newton  Massachusetts,  chairman  of  the 
Committee  on  Exhibits;  and  Robert  S.  Harris, 
Ph.D.,  Cambridge,  Massachusetts,  chairman  of 
the  Committee  on  Research. 

All  members  of  the  medical  profession  and 
those  of  related  interest  are  invited  to  attend  the 
scientific  program.  There  will  be  no  registra- 
tion fee. 

Address  inquiries  to  Herman  A.  Osgood, 
M.D.,  secretary,  144  Commonwealth  Avenue, 
Boston,  Massachusetts. 


Workmen’s  Compensation  Fee  Schedule — Multiple  X-Ray  Fees 

The  Industrial  Commissioner  on  March  12,  1941,  promulgated  the  following  revision 
of  the  Fee  Schedule  affecting  multiple  x-ray  examinations  by  physicians  authorized 
under  the  Workmen’s  Compensation  Law  to  examine  and  treat  compensation  claimants. 
By  agreement,  this  revision  will  affect  all  bills  not  paid  on  November  15,  1940,  and  there- 
after. It  is  to  be  noted  that  this  revision  applies  to  multiple  x-ray  examinations  made  at 
one  time: 

“X-rays  of  multiple  injuries  or  parts  shall  be  charged  as  follows: 

“(a)  For  two  contiguous  parts,  the  charge  shall  be  the  greater  fee  plus  50  per 
cent  of  the  lesser  fee. 

“(b)  For  two  remote  parts,  the  charge  shall  be  the  greater  fee  plus  75  per 
cent  of  the  lesser  fee. 

“(c)  For  three  or  more  parts,  whether  contiguous  or  remote,  the  charge 
shall  be  the  greatest  fee  plus  75  per  cent  of  the  total  of  the  lesser  fees. 

“(*)  There  shall  be  no  charge  under  this  formula  for  x-rays  of  two  or  more 
parts  or  regions  included  in  any  line  item  of  the  minimum  fee  schedule. 

“No  charge  shall  be  made  for  comparative  x-rays  except  when  such  x-rays  are 
specifically  authorized  by  the  carrier  or  industrial  commissioner.  Comparative 
x-rays  specifically  authorized  shall  be  subject  to  fees  for  contiguous  and  remote 
parts  as  provided  in  this  formula.” 

It  should  be  noted  that  paragraph  (*)  of  the  new  schedule  means  that  there  shall  be 
no  charge  under  this  new  schedule  where  the  old  schedule  already  allows  a discount  for 
more  than  one  part,  as  for  example: 

Items  889,  890,  1089,  1089-a,  1230,  1231 — thus,  if  a head  and  face  (875)  and  two  spinal 
regions  were  x-rayed  by  a physician  with  a rating  of  “SD,”  the  regular  fee  for  the  ex- 
amination of  the  head,  820,  would  be  paid  and  item  889,  or  $25,  for  the  two  spinal  regions, 
a total  of  $45.  Item  889  is  already  discounted  and,  therefore,  not  affected  by  the  new 
rule.  If,  however,  a head  and  face  and  cervical  spine  (884)  were  x-rayed,  the  head  fee  of 
$20  would  be  paid  in  full,  being  the  greater  part,  plus  one-half  of  item  884,  this  being  a 
contiguous  single  part  and  not  already  discounted  as  in  item  889. 

If  a head  and  one  lumbar  region  (886)  were  x-rayed,  the  full  head  fee  would  be  paid 
plus  three-fourths  of  the  lumbar  region  fee,  since  this  is  a remote  part  and  not  a con- 
tiguous one. 

If  the  head  were  x-rayed  and  the  cervical  and  thoracic  spine,  the  full  fee  for  the  head 
would  be  paid  plus  item  889  for  two  spinal  regions,  or  $25,  making  a total  of  $45. 

If  a head  were  x-rayed  and,  at  the  same  time,  if  an  x-ray  of  the  chest  and  of  the 
humerus  were  taken,  the  head  or  greatest  item  would  be  paid  in  full,  and  three-fourths 
of  the  total  of  the  other  two  items  would  be  paid,  according  to  the  new  schedule. 

David  J.  Kaliski,  M.D. 

March  19,  1941  Director 


NEW  YORK  STATE  DIETETIC  ASSOCIATION 


The  New  York  State  Dietetic  Association  will 
hold  its  annual  convention  at  the  Hotel  Statler, 
Buffalo,  New  York,  May  1 and  2.  The  trend 
of  the  entire  program  will  be  national  defense 
covering  community  education,  surplus  food 
problems,  and  newer  trends  in  nutrition.  The 
afternoon  of  May  2 will  be  given  over  to  a panel 
discussion  of  the  defense  problem  with  the  fol- 
lowing representatives  of  specific  fields  partici- 


pating: Miss  Gladys  Crain,  Buffalo,  Visiting 

Nurse  Association;  Miss  Ethel  Coan,  Buffalo, 
Home  Economics  Association;  Miss  Blanche 
Bohach,  Rochester,  Dietetic  Association;  Miss 
Lenna  Cooper,  New  York  City,  Hospital  Dieti- 
tian; Marne  T.  Porter,  Albany,  Home  Econo- 
mist in  Social  Work;  and  Mary  Switzer, 
Buffalo,  Home  Economist  in  Extension 
Work. 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


VW  E ALL  hope  to  meet  for  the  convention  in 

**  Buffalo.  Let  our  motto  be — Erie  County 
here  we  come — 100  per  cent  strong! 

County  News 

Cayuga.  A business  session  and  bridge  tea 
was  held  at  the  home  of  Mrs.  Everet  Wood,  of 
Auburn.  Because  of  bad  road  conditions  the 
February  meeting  was  postponed. 

Erie.  Aside  from  convention  preparations 
and  business  sessions,  the  Erie  County  Auxiliary 
finds  time  to  entertain  the  medical  society  at 
a Wisteria  Ball  at  the  Hotel  Statler,  April  19. 
All  decorations  have  been  created  and  con- 
trived by  auxiliary  members.  This  event 
promises  to  be  an  outstanding  affair.  Mrs. 
Allen  E.  Richter  and  Mrs.  Wm.  Rennie  are  the 
chairmen. 

Fulton.  Mrs.  J.  Edward  Grant,  of  Northville, 
was  elected  president  at  the  annual  meeting 
which  convened  in  March.  The  following  offi- 
cers will  assist  her:  president-elect,  Mrs.  John 

A.  Shannon,  Johnstown;  first  vice-president, 
Mrs.  Claude  Bledsoe,  Gloversville;  second 
vice-president,  Mrs.  Richard  Furlong,  Glovers- 
ville; recording  secretary,  Mrs.  Francis  Hyland, 
Gloversville;  corresponding  secretary,  Mrs. 
Frank  G.  Calder,  Johnstown;  and  treasurer, 
Mrs.  Vernon  R.  Ehle,  Gloversville.  Three  di- 
rectors chosen  are  Mrs.  George  Lenz  and  Mrs. 
Leslie  Backus,  Gloversville,  and  Mrs.  Frederick 
Sarno,  of  Johnstown.  Two  new  members,  Mrs. 
Joseph  J.  Thompson  and  Mrs.  Samuel  Russell, 
of  Gloversville,  were  accepted.  The  retiring 
president,  Mrs.  Burlin  G.  McKillip,  was  pre- 
sented flowers  in  appreciation  of  her  work  as 
head  of  the  group  for  the  past  year. 

Kings.  The  sixth  anniversary  of  the  group 
was  celebrated  at  La  Guardia  Field  by  holding 
a special  luncheon  party.  Mrs.  Louis  Harris, 
president  of  the  organization,  welcomed  the 
guests.  Mrs.  Samuel  Zwerling  was  chairman. 
After  the  luncheon  the  party  was  taken  on  a tour 
through  the  hangars. 

Montgomery.  At  the  March  meeting  Miss 
Mildred  Constantine,  superintendent  of  the  City 
Hospital,  spoke  on  group  hospitalization.  She 
told  of  the  benefits  of  this  plan  to  the  patient 
and  doctor  and  stressed  other  matters  pertaining 
to  the  welfare  of  the  hospital.  To  date  there  are 
forty-four  members  enrolled.  Real  enthusiasm 
has  been  shown  by  this  auxiliary. 

Nassau.  Mrs.  William  Burke  introduced 
Dr.  Charles  Bove,  former  chief  surgeon  of  the 
American  Hospital  in  Paris,  who  was  the  guest 
speaker  at  a recent  meeting  at  the  Nassau  Hos- 
pital auditorium  in  Mineola.  His  subject  was 
“Civilian  Defense  in  Time  of  War.”  He  mapped 
out  a practical  program  for  a medical  unit  aux- 
iliary. During  March,  Mrs.  A.  C.  Martin  was 
proud  to  present  to  the  interest  of  her  auxiliary 
the  well-known  surgeon,  Dr.  J.  F.  Erdmann  of 
the  Post-Graduate  Hospital.  He  reviewed  his 
experiences  in  the  practice  of  medicine  over  a 
half  century.  New  members  added  to  the  roster 
were  Mrs.  A.  Fincke,  of  Garden  City;  Mrs. 


Thomas  Biondo,  of  Freeport;  and  Mrs.  S.  A. 
Dallgaard. 

Oneida.  Dr.  Moses  M.  Bragg,  historian,  tells 
us  that  the  Oneida  County  Medical  Society  was 
formed  from  a quota  of  “Twenty-nine  Medical 
Gentlemen,”  in  Rome,  in  1806.  With  this  in  mind 
and  after  much  thought  and  inquiry,  forty-one 
wives  of  Medical  Gentlemen  met  in  the  Hotel 
Utica,  Utica,  on  October  3,  1940,  and  formed  the 
Women’s  Auxiliary  of  the  Oneida  County  Medi- 
cal Society.  The  present  membership  is  eighty- 
seven.  Mrs.  Neil  D.  Black  reports:  “January — 
following  a business  meeting,  delightful  informal 
talks  were  made  by  Mrs.  J.  J.  Buettner  and 
Mrs.  E.  Neptune,  of  Onondaga  County,  at  a 
luncheon  meeting.  February — There  were  forty- 
eight  members  present  at  a luncheon  and  short 
business  session.  Mrs.  J.  I.  Farrell,  president, 
introduced  Mrs.  A.  Van  der  Veer,  Jr.,  who  in  her 
usual  charming  manner  interested  the  audience 
in  medical  legislation.  March — A dessert 
party  was  followed  by  a talk  on  nursing  as  a 
defense  factor  by  Miss  Stella  Jenkins.  Mrs.  F. 

B.  Lee  emphasized  the  importance  of  the  Red 
Cross,  and  Mrs.  I.  Fitzimmons  told  of  what 
nutrition  means  in  building  up  the  strength  of 
the  nation.  Delegates  to  the  state  convention 
are  Mesdames  J.  I.  Farrell,  A.  Sloan,  and  F.  M. 
Miller.  Our  meetings  have  been  pleasant  socially 
and  interesting  and  instructive  mentally.  From 
each  one  we  have  learned  something  of  medical 
history,  foreign  affairs,  or  facts  of  national  im- 
portance. While  we  are  yet  too  young  to  have 
reached  our  big  objective,  we  feel  we  have  ac- 
complished something  in  getting  to  know  one 
another.  And  in  time,  as  our  membership  grows 
and  interest  increases,  with  the  help  of  our  ad- 
visors we  will  find  our  niche  of  usefulness  in  the 
community.  Oneida  County  will  be  proud  of  its 
Women’s  Auxiliary.” 

Queens.  A successful  testimonial  dinner  was 
tendered  to  Mrs.  L.  H.  Kice,  state  president,  at 
the  Forest  Hills  Inn.  On  this  occasion  the  guest 
of  honor  delighted  her  audience  with  an  interest- 
ing address.  An  additional  program  was  pro- 
vided by  Miss  Charlotte  Wilkinson  through  the 
courtesy  of  R.  H.  Macy  and  Co.,  her  topic  was 
“Fashion  Do’s  and  Dont’s.”  Five  new  mem- 
bers were  admitted. 

Rockland.  The  British  War  Relief  Society 
has  named  Mrs.  Trevalyn  Omstead,  of  Pearl 
River,  auxiliary  president,  as  chairman  of  a com- 
mittee to  collect  vitamin  pills,  medical  supplies, 
and  instruments.  Mr.  K.  R.  MacCalman, 
Rockland  County  representative  of  the  society, 
gave  pertinent  facts  on  the  need  of  all  available 
materials.  At  the  business  session  the  reports 
of  committee  chairman  showed  continued  prog- 
ress in  Rockland  County. 

Schenectady.  At  the  March  meeting  Mrs. 

C.  W.  Woodall,  public  relations  chairman,  pre- 
sented Mrs.  T.  Y.  Chien  who  spoke  on  wThe  Con- 
ditions in  China  and  the  Needs  of  the  Chinese 
People.”  The  auxiliary  will  cosponsor  with  the 
Schenectady  chapter  of  the  American  com- 
mittee for  medical  aid  to  China  a benefit  concert 
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to  be  held  May  17  in  the  Union  College  Memorial 
Chapel.  Dr.  Robert  C.  Maxon  is  acting  chair- 
man for  Schenectady  County.  A program  of 
“Legislation  on  Parade”  was  given  by  the  study 
group  on  medical  legislation  of  which  Mrs.  Alfred 
Grussner  is  chairman.  A donation  was  made 
toward  the  Campership  Fund  of  the  Schenec- 
tady Girl  Scout  Council  and  another  to  the  Girls' 
Club  of  Schenectady.  The  group  will  be  in 
charge  of  the  April  birthdays  at  the  Eastern 
New  York  Orthopedic  Hospital  under  the  direc- 
tion of  Mrs.  H.  W.  Galster.  Mrs.  A.  W.  Greene, 


president,  announced  that  during  the  past  year 
the  names  of  twenty  doctors’  wives  were  added 
to  the  membership  list. 

National  Convention  to  A.M.A. 

The  annual  meeting  of  Women’s  Auxiliary  to 
A.M.A.  will  be  held  June  2 to  6,  1941,  in  Cleve- 
land, Ohio.  The  headquarters  are  at  Hotel 
Carter.  Reservation  requests  should  be  sent 
immediately  to  Dr.  Edward  F.  Kieger,  chairman 
of  Committee  on  Hotels  and  Housing,  1640 
Terminal  Tower  Building,  Cleveland,  Ohio. 


IMPORTANT  CONFERENCE  ON  INDUSTRIAL  MEDICINE 


A “postgraduate”  Institute  of  Industrial 
Medicine  and  Industrial  Hygiene,  attracting 
industrial  health  specialists  from  all  parts  of 
North  and  South  America,  will  be  held  in  Pitts- 
burgh, May  5 to  9.  Scores  of  pertinent  papers 
are  scheduled  on  the  medical  and  engineering 
phases  of  employee  health  protection. 

The  Institute  marks  the  twenty-sixth  annual 
meeting  of  the  American  Association  of  Indus- 
trial Physicians  and  Surgeons  and  the  second 
annual  meeting  of  the  American  Industrial 
Hygiene  Association.  Majority  of  the  sessions 
will  be  held  at  Pittsburgh’s  William  Penn  Hotel. 

A series  of  important  dry  clinics  in  Industrial 
Medicine  and  Surgery  will  be  held  at  Mercy 
Hospital  on  the  first  day,  Monday,  May  5. 
John  P.  Griffith,  M.D.,  chairman  of  the  hospital 
clinic  committee  and  professor  of  surgery, 
School  of  Medicine,  University  of  Pittsburgh, 
will  be  in  charge. 

One  of  the  highlights  of  the  day  will  be  a con- 
sideration of  diagnosis  and  treatment  of  various 
“Industrial  Backs”;  another  will  be  a discussion 
of  pneumonia  and  its  treatment  with  special 
reference  to  the  use  of  some  of  the  newer  drugs, 
such  as  sulfathiazole. 

The  Hon.  Cornelius  D.  Scully,  mayor  of 
Pittsburgh,  will  welcome  the  delegates  on 
Tuesday,  May  6.  Other  addresses  of  welcome 
will  be  made  by  Frederick  Jacobs,  M.D.,  presi- 
dent, Allegheny  County  Medical  Society;  and 
J.  T.  Shaw,  secretary  of  health,  Common- 
wealth of  Pennsylvania.  Response  will  be 
made  by  Daniel  L.  Lynch,  M.D.,  president  of 
the  American  Association  of  Industrial  Physi- 
cians and  Surgeons,  and  Mr.  Warren  Cook, 
president,  Industrial  Hygiene  Association.  Dr. 
Lynch  will  make  the  president’s  address,  after 
which  the  following  subjects  will  be  presented 
and  discussed:  (1)  “Practical  Results  of  Periodic 
Physical  Examinations,”  by  A.  J.  Rammer, 
M.D.,  medical  director,  Inland  Steel  Company, 
Indiana  Harbor,  Indiana;  (2)  “Relation  of 
Trauma  to  Disease,”  by  A.  H.  Colwell,  M.D., 
associate  professor  of  medicine,  School  of  Medi- 
cine, University  of  Pittsburgh;  (3)  “Contact 
Dermatoses,”  by  W.  H.  Guy,  M.D.,  professor 
of  dermatology,  School  of  Medicine,  University 
of  Pittsburgh. 

Tuesday  afternoon  will  be  devoted  to  presen- 
tations and  discussions  of  the  following  subjects: 
“Sequelae  of  Head  Injuries”;  “Trauma  Other 
Than  Fractures”;  “Mental  Hygiene  in  Indus- 
try”; and  “Evaluation  of  Circulatory  Function 
in  Extremities.”  Individual  group  conferences 
will  be  held  on  Tuesday  evening. 

Wednesday  morning  will  be  devoted  to  recent 


research  on  such  subjects  as  carbon  monoxide 
poisoning;  effects  of  radiation  from  an  ophthal- 
mologic point  of  view;  and  various  aspects  of 
industrial  lead  exposures  and  lead  poisoning. 

Tuberculosis  problems  will  be  the  main  topic 
of  discussion  on  Wednesday  afternoon,  including 
engineering  preventive  methods  in  the  control  of 
tuberculosis,  other  methods  of  prevention  and 
control,  and  also  discussions  of  bacteria  in  the 
air  and  problems  of  disinfection  and  ventilation. 

A banquet  will  be  held  Wednesday  evening  at 
which  principal  speakers  will  be  Dr.  Irvin  Abell, 
chairman  of  Health  and  Medical  Committee, 
Federal  Security  Agency,  discussing  the  role  of 
industrial  medicine  and  hygiene  in  national 
defense,  and  V.  O.  Knudsen,  dean  of  the  Gradu- 
ate School,  University  of  California,  Berkeley, 
speaking  on  “Noise  and  Hearing.” 

Industrial  ventilation  problems  will  be  con- 
sidered on  Thursday  morning.  Subjects  to  be 
discussed  are:  control  of  gases,  vapors,  and 

fumes;  electroplating  operations;  air-borne 
infections;  radiant  cooling;  and  also  studies  of 
recent  dust-determination  methods  including 
concentration  and  free  silica  content. 

Industrial  hygiene  dust  studies  are  scheduled 
for  Thursday  afternoon.  This  will  include  in- 
vestigations in  the  chrome  brick  industry,  lead 
and  zinc  mining,  copper  refining,  and  Fuller’s 
earth  as  a cause  of  pneumoconiosis.  Papers  will 
also  be  read  on  particle  sizes  of  dusts  as  found  in 
various  industries,  animal  and  petrographic 
studies  on  talc  dusts,  and  silicosis  among  naval 
foundry  men. 

Thursday  evening’s  session  includes  miscel- 
laneous subjects:  a review  of  industrial  hygiene 
progress  during  1940,  claims  of  industrial  poi- 
soning, medicine  and  engineering  evaluation  of 
exposures  in  the  synthetic  sausage  and  casing 
industry,  sampling  and  determination  of  alde- 
hydes, and  the  absorption  and  elimination  of 
noxious  vapors. 

Friday  morning’s  session  includes  a report  on 
dermatitis  control  in  a mass  production  industry; 
sporotrichosis  as  an  occupation  disease  among 
florists;  common  solvent  exposures;  electric  arc 
welding;  gases,  fumes,  and  vapors  from  coated 
welding  rods;  trends  in  occupational  disease; 
and  eye  protection  in  industry. 

The  Institute  concludes  its  symposiums  on 
Friday  afternoon  with  discussions  of  the  fol- 
lowing subjects:  controlled  radium  hazards; 

phosphorus  toxicology;  biochemistry  of  carbon 
bisulfide;  new  synthetic  chemical;  toxicity  of 
1-1-dichlor-l-nitro-ethane;  toxicity  of  methyl 
silicate;  and  toxic  effects  on  animals  of  methyl, 
ethyl,  and  butyl  methacrylates. 


Attention — All  Members 


From  the  Winthrop  Chemical  Company , Inc.,  of  170  Varick  Street,  New  York 
City,  there  came  on  April  3, 1941,  the  following  statement  together  with  information 
that  it  is  being  sent  to  all  hospitals,  wholesale  druggists,  and  retail  pharmacists. 

Peter  Irving,  M.D.,  Secretary 


SULFATHIAZOLE-WINTHROP 

Important  Notice 


In  the  manufacture  of  tablets  of  Sulfathiazole-Winthrop,  “M.P.”  control  series 
(December,  1940),  some  of  the  tablets  were  accidentally  contaminated  with 
phenobarbital.  Immediately  upon  discovery  of  this,  active  steps  were  taken 
by  us  to  recover  this  entire  series. 

Our  attempt  to  assure  the  return  of  all  tablets  of  the  “M.P.”  control  series  is 
being  continued,  in  conjunction  with  the  nationwide  effort  of  the  U.  S.  Food 
& Drug  Administration  and  other  public  agencies.  In  the  interest  of  public 
safety,  your  prompt  cooperation  with  us  and  with  these  public  agencies  in  this 
search  will  be  greatly  appreciated,  as  these  contaminated  tablets  may  be 
dangerous. 

Please  examine  the  mark  on  every  package  of  our  Sulfathiazole  tablets,  and 
return  to  us  immediately  for  exchange  any  package  marked  with  the  letters 
“M.P.”  If  you  have  dispensed  tablets  from  bottles  bearing  these  control 
letters,  will  you  kindly  endeavor  to  recover  all  such  tablets  which  have  not 
been  consumed. 

Needless  to  say,  this  occurrence  is  a matter  of  profound  regret  to  us.  Nothing 
of  this  nature  has  ever  happened  before  in  our  history,  and  we  are  taking 
extraordinary  precautions  to  prevent  a recurrence.  For  more  than  two  decades 
we  have  served  the  medical  and  pharmaceutical  professions.  During  that 
period  we  have  earned  a reputation  for  high  standards  and  outstanding  prod- 
ucts which  we  shall  strive  faithfully  to  maintain. 


April  3,  1941 


WINTHROP  CHEMICAL  COMPANY,  INC. 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed 
sufficient  notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

RECEIVED 


Macleod’s  Physiology  in  Modem  Medicine. 

Edited  by  Philip  Bard.  Ninth  edition.  Oc- 
tavo of  1,256  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1941.  Cloth,  $10. 

An  Introduction  to  Dermatology.  By  Rich- 
ard L.  Sutton,  M.D.,  and  Richard  L.  Sutton,  Jr., 
M.D.  Fourth  edition.  Octavo  of  904  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1941. 
Cloth,  $9.00. 

Bone  Graft  Surgery  in  Disease,  Injury  and 
Deformity.  By  Fred  H.  Albee,  M.D.  Octavo  of 
403  pages,  illustrated.  New  York,  D.  Appleton- 
Century  Company,  1940.  Cloth,  $7.50. 

Williams  Obstetrics:  A Textbook  for  the  Use 
of  Students  and  Practitioners.  By  Henricus  J. 
Stander,  M.D.  Eighth  edition.  Octavo  of 
1,401  pages,  illustrated.  New  York,  D.  Apple- 
ton-Century  Company,  1941.  Cloth,  $10. 

The  Parasites  of  Man  in  Temperate 
Climates.  By  Thomas  W.  M.  Cameron.  Octavo 
of  182  pages,  illustrated.  Toronto,  University  of 
Toronto  Press,  1940.  Cloth,  $3.00. 

Biological  Aspects  of  Infectious  Disease.  By 
F.  M.  Burnet,  M.D.  Octavo  of  310  pages,  illus- 
trated. New  York,  The  Macmillan  Company, 
1940.  Cloth. 

Masochism  in  Modem  Man.  By  Theodor 
Reik.  Translated  by  Margaret  H.  Beigel  and 
Gertrud  M.  Kurth.  Octavo  of  439  pages.  New 
York,  Farrar  & Rinehart,  Inc.,  1941.  Cloth, 
$4.00. 

Emergency  Surgery.  By  Hamilton  Bailey, 
F.R.C.S.  Fourth  edition.  Octavo  of  944  pages, 
illustrated.  Baltimore,  William  Wood  & Com- 
pany, 1940.  Cloth,  $15. 

A Laboratory  Manual  of  Physiological  Chem- 
istry. By  D.  Wright  Wilson.  Fourth  edition. 
Octavo  of  298  pages.  Baltimore,  Williams  & Wil- 
kins Company,  1941.  Cloth,  $2.50. 

The  Periodicity  and  Cause  of  Cancer,  Leu- 
kaemia and  Allied  Tumours.  With  Chapters  on 
Their  Treatment.  By  J.  H.  Douglas  Webster, 
M.D.  Octavo  of  178  pages.  Baltimore,  Williams 
& Wilkins  Company,  1940.  Cloth,  $3.50. 

Hemorrhagic  Diseases:  Photo-Electric  Study 
of  Blood  Coagulability.  By  Kaare  K.  Nygaard, 
M.D.  Octavo  of  320  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Company,  1941.  Cloth, 
$5.50. 

America  Organizes  Medicine.  By  Michael 
M.  Davis.  Octavo  of  335  pages.  New  York, 
Harper  & Brothers,  1941.  Cloth,  $3.00. 

Radiologic  Physics.  By  Charles  Weyl,  S. 
Reid  Warren,  Jr.,  and  Dallett  B.  O’Neill.  Octavo 
of  459  pages,  illustrated.  Springfield,  Charles  C. 
Thomas,  1941.  Cloth,  $5.50. 

Man’s  Greatest  Victory  over  Tuberculosis. 
By  J.  Arthur  Myers,  M.D.  Quarto  of  419  pages, 
illustrated.  Springfield,  Charles  C.  Thomas, 
1940.  Cloth,  $5.00. 

The  New  International  Clinics.  Original  Con- 


tributions: Climes;  and  Evaluated  Reviews  of 

Current  Advances  in  the  Medical  Arts.  Edited 
by  George  M.  Piersol,  M.D.  Volume  I,  New 
Series  Four.  Octavo  of  304  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1941. 
Cloth,  $3.00. 

A History  of  Medicine.  By  Arturo  Castig- 
lioni,  M.D.  Translated  from  the  Italian  and 
edited  by  E.  B.  Krumbhaar,  M.D.  Octavo  of 
1,013  pages,  illustrated.  New  York,  Alfred  A. 
Knopf,  1941.  Cloth,  $8.50. 

Spermatozoa  and  Sterility:  A Clinical  Manual. 
By  Abner  I.  Weisman,  M.D.  Octavo  of  314 
pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
Inc.,  1941.  Cloth,  $5.50. 

The  Malarial  Therapy  of  General  Paralysis 
and  Other  Conditions.  By  William  H.  Kupper, 
M.D.  Octavo  of  155  pages,  illustrated.  Ann 
Arbor,  Edwards  Brothers,  Inc.,  1939.  Cloth, 
$2.25. 

Principles  of  Abnormal  Psychology:  The 

Dynamics  of  Psychic  Illness.  By  A.  H.  Maslow, 
Ph.D.,  and  Bela  Mittelmann,  M.D.  Octavo  of 
638  pages.  New  York,  Harper  & Brothers,  1941. 
Cloth,  $3.50. 

The  Avitaminoses.  The  Chemical,  Clinical 
and  Pathological  Aspects  of  the  Vitamin  De- 
ficiency Diseases.  By  Walter  H.  Eddy,  Ph.D., 
and  Gilbert  Dalldorf,  M.D.  Second  edition. 
Octavo  of  519  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1941.  Cloth,  $4.50. 

Handbook  of  Anaesthetics  (Formerly  Ross  and 
Fairlie).  Revised  by  R.  J.  Minnitt,  M.D. 
Fifth  edition.  Duodecimo  of  364  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co., 
1940.  Cloth,  $4.00. 

A Diabetic  Manual  for  the  Mutual  Use  of 
Doctor  and  Patient.  By  Elliott  P.  Joslin,  M.D. 
Seventh  edition.  Duodecimo  of  238  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1941. 
Cloth,  $2.00. 

Psychiatric  Dictionary  with  Encyclopedic 
Treatment  of  Modem  Terms.  By  Leland  E. 
Hinsie,  M.D.,  and  Jacob  Shatzky,  Ph.D.  Oc- 
tavo of  559  pages.  New  York,  Oxford  University 
Press,  1940.  Cloth,  $10.50. 

Pharmacology.  By  J.  H.  Gaddum,  Sc.D. 
Octavo  of  407  pages,  illustrated.  New  York, 
Oxford  University  Press,  1940.  Cloth,  $6.00. 

Applied  Physiology.  By  Samson  Wright, 
M.D.  Seventh  edition.  Octavo  of  787  pages, 
illustrated.  New  York,  Oxford  University  Press, 
1940.  Cloth,  $7.00. 

Techniques  of  Conception  Control.  By 

Robert  L.  Dickinson,  M.D.,  and  Woodbridge  E. 
Morris,  M.D.  Quarto  of  56  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1941. 
Cloth,  $.50. 

Applied  Neuroanatomy.  Part  I — The  Spinal 
Cord.  By  Rafael  Hernandez,  M.D.  Quarto  of 
123  pages,  illustrated.  Nashville,  Tennessee, 
Elm  Hill  Road  and  Arlington  Avenue,  The 
Author,  1941.  Paper,  $3.50. 


Hematinic  Plastules 
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• Hematinic  Plastules  provide  ferrous  iron  in  small  soluble 
elastic  capsules  — a modern,  convenient  dosage  form.  Where  iron 
therapy  is  indicated,  Hematinic  Plastules  can  usually  be  relied  upon 
to  bring  about  a steady,  rapid  rise  in  hemoglobin.  Their  administra- 
tion is  seldom  complicated  by  gastric  disturbance.  . . . Hematinic 
Plastules  are  an  economical  iron  preparation 
especially  effective  for  the  treatment  of  the 
iron  deficiency  anemia  of  pregnancy,  for 
chronic  blood  loss,  or  post -infection  anemia. 


Reg.  U 


Hematinic  Plastules  are  available  in  two  types,  Plain 
or  with  Liver  Concentrate,  in  bottles  of  50  and  100. 
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Operative  Surgery.  By  J.  Shelton  Horsley, 
M.D.,  and  Isaac  A.  Bigger,  M.D.  Volumes  I & 
II,  Fifth  edition.  Quarto  of  1,567  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1940. 
Cloth,  $18  per  set. 

The  first  edition  of  this  work  was  printed  in 
1921.  In  it  the  author  stressed  the  importance  of 
preserving  physiologic  functions  and  the  im- 
portance of  proper  interpretation  of  biologic 
processes,  both  of  which  are  so  essential  to 
successful  surgery  but  both  of  which  are  so  often 
neglected  by  the  surgeon.  These  same  impor- 
tant underlying  principles  are  found  in  the  sub- 
sequent editions  of  1924,  1928,  1937,  and  in  the 
latest  edition  of  1940. 

Before  the  fourth  edition  was  printed,  Dr. 
Horsley  invited  Dr.  T.  A.  Bigger,  professor  of 
surgery  at  the  Medical  College  of  Virginia,  to 
act  as  co-author.  Dr.  Bigger  is  well  known  for 
his  work  in  thoracic  surgery  in  addition  to  his 
work  in  general  surgery.  His  contributions, 
which  are  numerous,  to  this  book  are  presented  in 
a scholarly  but  practical  manner. 

It  is  noteworthy  that  many  of  the  newer  sur- 
gical procedures,  such  as  the  operation  for  patent 
ductus  arteriosus,  segmental  pneumonectomy, 
a new  tube  gastrostomy,  excision  of  the  duo- 
denum and  head  of  the  pancreas,  and  Warthen’s 
operation  for  benign  rectal  stricture,  are  de- 
scribed in  detail.  The  chapters  on  the  surgery 
of  the  vascular  system  have  all  been  rewritten. 
The  section  on  neurologic  surgery  has  been 
completely  revised  and  brought  up  to  date. 
The  chapters  dealing  with  the  various  plastic 
operations  have  been  deleted  of  some  of  the 
older  procedures  and  in  their  place  appear  de- 
scriptions of  the  most  recently  devised  operations 
for  these  congenital  and  acquired  deformities. 

Mention  should  be  made  of  the  13,091  excel- 
lent illustrations  that  appear  throughout  both 
volumes.  It  is  felt  that  illustrations  such  as 
these  are  an  essential  contribution  to  any  book 
on  operative  surgery. 

Drs.  Horsley  and  Bigger  have  brought  the  sub- 
ject of  operative  surgery  up  to  the  minute  in  a 
most  satisfying  manner.  They  have  properly 
omitted  procedures  that  have  not  stood  the  test 
of  time.  They  have  wisely  chosen  the  most 
universally  accepted  procedures  and  have 
plainly  and  simply  presented  them,  so  that  the 
student,  as  well  as  the  finished  surgeon  who  is 
still  a student,  will  find  these  volumes  of  real 
help. 

Merrill  N.  Foote 

Foundations  of  Short  Wave  Therapy:  Physics, 
Technics,  Indications.  By  Wolfgang  Holzer 
and  Eugen  Weissenberg.  Translated  by  Justina 
Wilson  and  Charles  M.  Dowse.  Octavo  of  228 
pages,  illustrated.  New  York,  Chemical  Pub- 
lishing Company,  1940.  Cloth,  $5.00. 

Foundations  of  Short  Wave  Therapy  originally 
published  in  German  in  1935  and  translated  into 
English  in  1935  as  above.  A small  volume  of 
224  pages,  155  pages  are  devoted  to  physics  and 
technic  and  about  52  pages  to  medical  applica- 
tion. The  physics  and  technic  should  be  of 
value  to  the  physicist  or  physiologist  but,  it  is 
too  much  for  the  ordinary  physician  who  uses 
physical  therapy  to  attempt  to  master.  The 
medical  applications  cover  an  insufficient  amount 


of  cases  and  would  not  be  acceptable  to  the 
American  physician  who  needs  more  clinical 
data. 

The  bibliography,  both  for  the  physics  and 
medical  section,  only  covers  up  to  the  year  1935. 
Considerable  water  has  passed  over  the  dam  in 
the  past  five  years,  particularly  in  American 
physical  therapy. 

John  J.  Hauff 

Synopsis  of  Materia  Medica,  Toxicology,  and 
Pharmacology.  For  Students  and  Practitioners 
of  Medicine.  By  Forrest  R.  Davison,  B.A. 
Duodecimo  of  633  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1940.  Cloth,  $5.00. 

Although  small  in  size,  this  book  furnishes  a 
modern  account  of  the  useful  older  drugs  and  a 
satisfactory  account  of  the  newer  ones.  The 
basic  principles  of  pharmacology,  materia 
medica,  prescription  writing,  and  toxicology  are 
presented.  The  drugs  are  classified,  according 
to  the  parts  of  the  body  they  act  upon,  in  a way 
the  author  has  found  useful  in  teaching.  Vita- 
mins, serum  and  vaccines,  and  hormones  are  all 
discussed.  Much  information  is  furnished  in  a 
concise  and  attractive  manner. 

W.  E.  McCollom 

Organization,  Strategy  and  Tactics  of  the 
Army  Medical  Services  in  War.  By  Lieut. 
Colonel  T.  B.  Nicholls,  M.B.  Second  edition. 
Octavo  of  488  pages.  Baltimore,  Williams  & 
Wilkins  Co.,  1940.  Cloth,  $5.00. 

This  second  edition,  appearing  but  four  years 
after  the  first,  has  been  printed  because  of  the  de- 
mand for  the  first  edition  and  because  present 
mechanized  and  aerial  warfare  required  impor- 
tant additions. 

Sections  on  transport  of  casualties  by  air,  on 
the  medical  services  of  an  antiaircraft  division, 
and  on  emergency  medical  services  of  the  Minis- 
try of  Health  have  been  added  to  this  edition. 
The  volume  is  complete,  concise,  and  accurate. 
It  presents  in  brief  the  entire  medical  service  of 
the  army  with  the  different  necessary  organiza- 
tions to  care  for  casualties,  medical  or  surgical. 

It  is  a volume  that  should  be  studied  by  every 
medical  man  who  in  any  way  will  have  the  care 
of  our  people  in  case  of  war. 

Henry  M.  Moses 

Your  Mental  Health  or  Between  Mental 
Health  and  Mental  Diseases.  For  Intelligent 
Laymen  and  Physicians.  By  B.  Liber,  M.D. 
Octavo  of  408  pages.  New  York,  Melior  Books, 
1940.  Cloth,  $3.00. 

This  book  is  another  on  mental  hygiene  in- 
tended to  help  the  lay  person  cure  himself. 
However,  contrary  to  so  many  similar  books 
which  have  appeared  in  the  past  few  years,  it 
contains  a great  deal  of  good  common  sense. 

The  author  has  made  a serious  attempt  to 
enlighten  individuals  who  suffer  from  conditions 
bordering  on  the  psychoneuroses.  To  this  end 
he  presents  numerous  brief  case  histories  to 
illustrate  the  problem  under  discussion.  Similar 
reports  by  the  author  have  appeared  frequently 
in  medical  journals,  and  he  has  now  made  them 
a part  of  his  book. 

For  those  who  have  a great  deal  of  misin- 
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Where  the  Natural  Mineral  Waters 
of  Saratoga  Spa  differ  from 

Artificial  Mineral  Waters 


The  minerals  are  present  in  complex  combinations  im 
possible  of  laboratory  duplication. 


The  natural  carbonation  and  mineralization  of  the  Sara- 
toga Waters  take  place  under  conditions  of  pressure, 
temperature  and  duration  which  are  only  possible  with 
Mother  Nature,  and  with  Saratoga  Spa. 


The  great  quantities  of  C02  allow  for  the  ingestion  of 
many  of  the  mineral  elements  in  a form  which  favors  their 
rapid  absorption  and  utilization  in  the  body.  This  is 
particularly  true  of  iron. 


The  labile  form  of  the  salts  in  solution  is  demonstrated  by 
the  fact  that  they  undergo  change  upon  evaporation  in  the 
air,  and  become  in  part  insoluble. 


That  is  why  the  State  bottles  them  by  special  processes  which 
prevent  all  contact  with  air — and  makes  them  available  with 
the  catalytic  quality  of  the  waters  protected 
until  the  bottle  is  uncapped  for  use. 


AmAffQiXBA. 
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THE  NATURAL  MINERAL  WATERS  OF  SARATOGA  SPA  ARE 

OWNED  AND  BOTTLED  BY  W THE  STATE  OF  NEW  YORK 

an  IfE  & 


toga  Spa,  155  Saratoga 
Springs,  N.  Y. 


THE  BOTTLED  WATERS  OF 


For  further  commentary  on  the 
Waters  and  the  indications  for 
their  use,  see  Spa  Publication 
No.  9 of  which  copies  will  be 
sent  on  request.  Address  your 
inquiry  to  W.  S.  McClellan, 
M.D.,  Medical  Director,  Sara- 


904 


BOOKS 


[N.  Y.  State  J.  M. 


formation  concerning  sexual  conflicts,  masturba- 
tion, etc.,  the  book  will  undoubtedly  clear  up 
many  problems.  However,  it  is  doubtful  whether 
it  will  really  help  persons  suffering  from  a psycho- 
neurosis and,  in  fact,  may  even  make  them  more 
apprehensive  and  introspective. 

Some  psychiatrists  will  undoubtedly  find  fault 
with  many  statements  made  by  the  author,  and 
he  is  probably  correct  when  he  states  that  they 
will  be  skeptical  about  the  conversations  and 
“cures”  the  author  reports. 

Joseph  L.  Abramson 

The  1940  Year  Book  of  Public  Health.  Edited 
by  J.  C.  Geiger,  M.D.  Duodecimo  of  560  pages, 
illustrated.  Chicago,  The  Year  Book  Publish- 
ers, 1940.  Cloth,  $3.00. 

For  the  first  time  a volume  on  public  health  is 
added  to  the  Practical  Medicine  Series  of  Year 
Books.  The  editor  has  selected  articles  per- 
taining to  practically  all  activities  usually  in- 
cluded in  a modern  public  health  program. 

In  some  respects,  improvement  might  be  made 
in  the  arrangement  of  material.  A chapter  is 
devoted  to  communicable  diseases,  but  polio- 
myelitis and  malaria  are  discussed  under  separate 
headings.  Most  of  the  articles  on  food  and  milk 
might  be  included  in  the  chapter  on  communi- 
cable diseases.  The  amount  of  space  given  to 
the  subject  of  housing  seems  to  be  inadequate. 
The  296  editorial  comments  are  much  to  the 
point. 

This  is  a book  of  value  to  the  busy  worker  in 
the  public  health  field.  He  will  find  many 
articles  of  interest  not  covered  by  his  usual 
reading  activities  during  the  year. 

F.  L.  Moore 

Synopsis  of  the  Principles  of  Surgery.  By 
Jacob  K.  Berman,  M.D.  Duodecimo  of  615 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1940.  Cloth,  $5.00. 

This  is  a compact  volume  which,  for  one  of  its 
size,  covers  in  a clear  and  concise  manner  the 
principles  of  surgery. 

In  glancing  through  the  index,  one  finds  the 
number  of  subjects  listed  equal  to  those  found  in 
larger  volumes.  A clear  synopsis  with  excellent 
illustrations  add  greatly  to  the  value  of  the 
publication. 

It  should  prove  an  invaluable  reference  book 
to  medical  students  and  should  occupy  with  grace 
a prominent  place  as  a handbook  on  the  desk  of 
every  physician  and  surgeon. 

One  might  liken  the  book  to  a compend  for 
quick  reference  with  the  additional  advantage  of 
descriptive  diagrams  and  exceptionally  clear 
photographs. 

Ralph  F.  Harloe 

Fractures  and  Dislocations  for  Practitioners. 

By  Edwin  O.  Geckeler,  M.D.  Second  edition. 
Octavo  of  314  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Company,  1940.  Cloth, 
$4.00. 

This  excellent  work  has  been  brought  com- 
pletely up  to  date  in  the  present  edition.  Writ- 
ten for  the  general  practitioner,  the  author  has 
attempted  to  consider  all  valuable  procedures  in 
detail.  However,  a reliable  method  of  treatment 
is  presented  for  the  particular  fracture  described. 
Of  especial  value  is  the  excellent  discussion  of 


skeletal  traction  which  is  so  essential  in  the 
treatment  of  many  fractures  of  the  lower  ex- 
tremities. The  treatment  of  ankle  fractures  is 
ably  presented.  It  is  of  interest  to  note  that 
Pott’s  fracture,  of  rare  occurrence,  is  accurately 
described.  This  is  not  the  case  in  many  fracture 
texts.  There  are  some  cases  to  which  exception 
might  be  taken.  For  example:  it  is  stated  that 
“displaced  fractures  of  the  capitellum  cannot  be 
reduced  by  manipulation  and  must  be  replaced 
by  operation.” 

Many  new  photographs  and  x-ray  reproduc- 
tions have  been  added  to  this  edition.  There  is 
a bibliography  at  the  end  of  each  chapter.  The 
paper  is  of  excellent  quality  and  the  type  of  good 
size.  This  book  is  strongly  recommended. 

Mayer  E.  Ross 

The  New  International  Clinics.  Original 
Contributions:  Clinics;  and  Evaluated  Re- 

views of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  M.  Piersol,  M.D.  Volume  IV, 
New  Series  Three.  Octavo  of  326  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Co.,  1940. 
Cloth,  $3.00. 

This  issue  of  the  International  Clinics  contains 
a symposium  of  twenty-three  clinics  contributed 
by  the  faculty  of  the  University  of  Louisville, 
School  of  Medicine.  There  are,  in  addition, 
eleven  original  contributions  of  practical  im- 
portance and  a review  of  the  present  status  of 
the  management  of  spreading  peritonitis  of 
appendiceal  origin. 

Milton  Plotz 

Methods  for  Diagnostic  Bacteriology.  A Com- 
plete Guide  for  the  Isolation  and  Identification 
of  Pathogenic  Bacteria  for  Medical  Bacteriology 
Laboratories.  By  Isabelle  G.  Schaub,  A.B.,  and 
M.  Kathleen  Foley,  A.B.  Octavo  of  313  pages. 
St.  Louis,  C.  V.  Mosby  Co.,  1940.  Cloth,  $3.00. 

This  book  contains  a clear  and  precise  descrip- 
tion of  the  bacteriologic  and  serologic  methods 
used  in  clinical  bacteriology.  In  addition  to  the 
usual  routine  procedures  it  deals  also  with  more 
complicated  problems  of  diagnostic  bacteriology. 
It  is  actually  a good  manual  of  bacteriologic  and 
serologic  technics.  Throughout  the  book  the 
presentation  of  the  subject  is  based  on  the  per- 
sonal experience  of  the  authors  in  the  department 
of  pathology  and  the  laboratory  of  the  medical 
clinic  of  Johns  Hopkins  University. 

U.  Friedemann 

The  Histamine  and  Insulin  Treatment  of 
Schizophrenia  and  Other  Mental  Diseases. 
By  Horace  Hill,  M.R.C.P.  Duodecimo  of  133 
pages.  Baltimore,  Williams  & Wilkins  Co., 
1940.  Cloth,  $1.75. 

The  author,  a medical  superintendent  of  a 
mental  hospital  in  England,  has  written  this 
book  in  response  to  many  requests  for  details  of 
his  method  of  treating  mental  diseases  with  hist- 
amine and  insulin. 

He  has  had  many  years  of  experience  with  this 
treatment.  It  has  been  his  opinion  that  shock 
encountered  in  insulin  therapy  was  due  to  the 
liberation  of  histamine  in  the  tissues.  He  there- 
fore used  small  doses  of  insulin,  5 to  10  units, 
combined  with  0.5  to  1.5  mg.  of  histamine  in- 
jected hypodermically  daily  for  several  months 
[Continued  on  page  908] 


is  building,  the  cornerstone  of  which  was  laid  in  1732,  is  the  birthplace  of  our  nation.  In  it  were  signed  the  Declaration 
of  Independence  and  the  Constitution  of  the  United  States.  The  famous  Liberty  Bell  is  still  housed  here. 
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He  noted  a marked  improvement  in  the  mental 
reactions  of  many  of  his  patients.  He  cites  case 
histories  to  illustrate  the  results  obtained  by  his 
method. 

Insulin  and  other  shock  therapies  have  become 
accepted  methods  of  treatment  in  the  psychoses, 
particularly  in  schizophrenia.  The  precise 
mechanism  by  which  the  improvement  is  induced 
is  not  yet  quite  clear.  The  author  offers  some 
plausible  leads  that  may  help  to  arrive  at  a 
reasonably  convincing  explanation  of  the  manner 
by  which  insulin  and  the  other  forms  of  shock 
therapy  act. 

It  is  a practical  and  valuable  small  book  that 
will  prove  useful  to  everyone  interested  in  this 
particular  phase  of  medicine. 

Irving  J.  Sands 

Bacteriology  in  Neuropsychiatry.  A Survey  of 
Investigations  Concerned  with  the  Specific  Role 
of  Infectious  and  Immune  Processes.  By 
Nicholas  Kopeloff,  Ph.D.  Octavo  of  316  pages. 
Springfield,  Charles  C.  Thomas,  1941.  Cloth, 
$4.50. 

The  author,  who  is  research  bacteriologist, 
New  York  State  Psychiatric  Institute  and  Hos- 
pital, presents  in  this  volume  the  contributions 
that  bacteriology  and  immunology  have  made  to 
the  study  of  nervous  and  mental  disorders.  He 
has  made  available  in  one  book  a widely  scat- 
tered literature,  and,  because  of  his  intimate 
knowledge  of  bacteriology,  he  is  able  to  evaluate 
this  information  for  us. 

The  contents  of  the  book  are  divided  into  four 
sections:  (1)  the  diseases  of  known  etiology 

with  primary  involvement  of  the  nervous  system; 
(2)  diseases  of  known  etiology  with  secondary 
involvement  of  the  nervous  system;  (3)  diseases 
of  unknown  etiology  involving  the  central 
nervous  system;  and  (4)  immunology  of  the 
central  nervous  system. 

The  short  paragraphs  devoted  to  sympto- 
matology and  pathology  of  each  disease  are 
entirely  too  brief  to  be  of  value.  However,  the 
value  of  the  book  lies  in  the  author’s  discussion 
of  etiology,  epidemiology,  and  immunization  of 
the  various  diseases  which  affect  the  nervous 
system. 

Joseph  L.  Abramson 

Diagnosis  and  Treatment  of  Arthritis  and 
Allied  Disorders.  By  H.  M.  Margolis,  M.D. 
Octavo  of  551  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.,  1941.  Cloth,  $7.50. 

This  volume  presents  a clear,  concise,  and 
beautifully  illustrated  study  of  the  various  forms 
of  arthritis.  No  type  of  the  disease  has  been 
omitted  nor  any  phase  neglected.  The  chapters 
dealing  with  atrophic  arthritis  are,  however, 
particularly  important.  Dr.  Margolis  has  care- 
fully outlined  the  various  forms  of  treatment  and 
has  thoroughly  evaluated  them.  An  especially 
complete  study  has  been  made  of  gold  salt  ther- 
apy. The  illustrations  accompanying  the  dis- 
cussion of  corrective  and  preventive  measures  in 
atrophic  arthritis  are  clear  and  enlightening. 

This  book  should  be  helpful  to  the  general 
practitioner  who  so  often  is  confronted  by  the 
difficult  case  of  arthritis.  The  specialist  may  be 
well  repaid  by  reviewing  it,  and  the  medical 
student  should  find  the  volume  of  value. 

A.  Sidney  Barritt,  Jr. 


A Textbook  of  Clinical  Pathology.  Edited  by 
Roy  R.  Kracke  and  Francis  P.  Parker.  Second 
edition.  Octavo  of  780  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1940. 
Cloth,  $6.00. 

In  the  second  edition  of  this  book  the  authors 
present  up-to-date  methods  used  in  the  clinical 
laboratory  and  their  interpretations.  The 
means  of  obtaining  specimens  and  various  tests 
are  clearly  described  and  profusely  illustrated. 
Among  newer  tests  are:  the  estimation  of  vari- 

ous hormones  and  vitamins  in  the  blood  and 
urine;  sulfanilamide,  sulfapyridine,  and  sulfa- 
thiazole;  new  procedures  for  the  cultivation  of 
bacteria;  and  many  others.  Each  chapter  is 
written  by  an  expert  and  is  extremely  informa- 
tive. 

E.  H.  Nidish 

A Treatise  on  Medicolegal  Ophthalmology. 

By  Albert  C.  Snell,  M.D.  Quarto  of  312  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1940. 
Cloth,  $6.00. 

For  many  years  the  author  has  interested  him- 
self in  medicolegal  ophthalmology  and  especially 
in  that  phase  relating  to  administration  of  the 
workmen’s  compensation  laws  with  respect  to 
visual  defects  resulting  from  eye  injuries.  He 
has  made  a number  of  contributions  to  the 
literature  of  these  subjects  and  now  brings  to- 
gether in  this  book  the  results  of  his  study,  re- 
search, and  experience — the  first  complete 
treatise  of  its  kind  in  many  years.  It  contains  a 
great  deal  of  information  and  many  suggestions 
for  the  improvement  of  existing  laws  in  evaluat- 
ing visual  losses,  stressing  particularly  the  im- 
portance of  functional  loss — loss  of  use — rather 
than  visual  acuity  loss  as  the  basis  for  com- 
pensation. 

The  book  is  divided  into  three  parts.  Part  I 
is  titled  “Some  Essential  Principles  of  Medical 
Jurisprudence  and  an  Analysis  of  Compensation 
Laws  as  These  Relate  to  Visual  Disabilities.” 
In  this  the  author  discusses  the  elements  of  ex- 
pert testimony,  malpractice,  and  certain  phases 
of  compensation  laws.  Part  II  is  “Evaluation 
of  Visual  Disabilities — The  Determination  of 
Fractional  Parts  of  Vision.”  In  this  he  intro- 
duces chapters  on  the  physiology  of  vision  and 
the  percentage  evaluation  of  visual  perception, 
both  central  and  peripheral,  and  of  the  muscle 
function. 

Part  III  is  concerned  with  “Practical  Applica- 
tion of  the  Visual  Efficiency  Computation  to 
Medicolegal  Practice,”  in  which  he  enlarges 
upon  his  thesis  that  indemnification  should  be 
based  upon  functional  efficiency  values  rather 
than  merely  upon  visual  acuity.  This  book  is  a 
valuable  aid  to  all  ophthalmologists  who  are 
interested  in  court  work  and  especially  to  those 
who  do  compensation  work.  It  is  also  to  be 
hoped  that  it  may  come  to  the  attention  of 
legislators  throughout  the  country  in  the  interest 
of  more  uniform  compensation  laws  in  the  vari- 
ous states. 

E.  Clifford  Place 

Diseases  of  the  Gallbladder  and  Bile  Ducts. 

By  Waltman  Walters,  M.D.,  and  Albert  M. 
Snell,  M.D.  Octavo  of  645  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1940.  Cloth, 
$10. 

[Continued  on  page  910] 


PIONEERING  AGAINST  “INSANITY” 


Some  years  ago  a group  of  midwest  hospitals  promoted 
campaign  to  wipe  out  the  stigma  persisting  in  connec- 
lon  with  mental  disease.  In  their  opinion  neither  the 
lity  nor  the  profession  in  general  had  been  convinced 
p to  that  time  that  there  should  be  no  stigma  attached 
o the  fact  that  a patient  had  been  in  an  “asylum”  for 
reatment. 

The  first  object  of  these  hospitals  was  to  re-educate 
he  public  in  the  use  of  the  term  “insanity.”  They  em- 
ihasized  that  definitely  it  was  not  a medical  term,  but 
ather  a social  and  legal  word.  As  such  its  usage  implied 
:ases  with  mental  disturbances  of  so  marked  a degree 
hat  legal  measures  were  necessary  for  the  protection  of 
he  patient  and  society. 

This  required  protection  brought  about  the  establish- 
nent  of  the  so-called  asylum  for  protective  measures 
•ather  than  for  the  treatment  of  the  unfortunate  patients. 
Modern  times  have  brought  many  changes,  however,  in 


such  an  attitude.  The  care  and  treatment  of  mental 
cases  is  now  essentially  a medical  problem  with  well 
trained  medical  and  nursing  staffs  an  absolute  necessity 
for  successful  and  proper  handling  of  the  problem. 

Whether  the  laity  and  the  medical  profession  entirely 
are  taking  a more  reasonable  attitude  toward  mental 
illness,  it  is  difficult  to  judge.  The  medical  profession 
is  using  the  term  “insanity”  less  and  less  and  this  is 
helping  considerably  to  overcome  the  mark  of  disgrace 
in  the  public’s  feeling  concerning  the  mentally  ill.  In 
neuro-psvchiatric  nomenclature,  it  is  certain  that  the 
term  has  no  place  except  perhaps  when  it  is  necessary 
to  use  it  as  a legal  definition. 

It  is  indeed  unfortunate  that  the  laity  persists  in 
regarding  insanity  as  a weakness  that  the  victim  is 
personally  responsible  for,  and  an  incident  that  even 

( Continued  on  page  911 ) 
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This  monograph  of  Walters  and  Snell  is  a 
presentation  of  the  experience  and  practice  of 
the  Mayo  Clinic  in  the  surgical  treatment  of 
diseases  of  the  gallbladder  and  bile  ducts.  This 
experience,  which  covers  nearly  40,000  chole- 
cystectomies, is  truly  overwhelming.  Because 
it  is  written  from  the  point  of  view  of  the  surgeon, 
the  preoperative  medical  preparation  of  these 
cases  is  stressed,  but  little  is  said  of  the  manage- 
ment of  the  nonsurgical  patient.  The  general 
practitioner  would  welcome  additional  chapters 
by  Alvarez  dealing  with  functional  disturbances 
of  the  gallbladder  and  with  functional  dis- 
turbances simulating  gallbladder  disease.  The 
volume  is  beautifully  illustrated  and  well 
indexed  and  should  be  a standard  reference 
book  for  all  interested  in  gastroenterology. 

Carl  H.  Greene 

Pharmacology  and  Therapeutics.  By  Arthur 
R.  Cushny,  M.D.  Twelfth  edition  by  C.  W. 
Edmunds,  M.D.,  and  J.  A.  Gunn,  M.D.  Octavo 
of  852  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1940.  Cloth,  $6.50. 

This  classic,  now  in  its  twelfth  edition,  has  been 
thoroughly  revised  and  brought  up  to  date.  The 
present  authors,  who  have  kept  this  book  alive 
since  Cushny  himself  “ceased  to  write,”  have 
successfully  carried  it  through  the  last  four  edi- 
tions. In  these  days  of  hectic  pharmacologic 
research  and  the  intense  interest  manifested  in 
therapeutics,  it  is  an  arduous  task  to  maintain 
the  scientific  excellence  of  a work  of  this  kind. 
Frequent  revisions  are  necessary  to  eliminate 
those  agents  that  are  no  longer  useful  to  make 
room  for  the  newer  drugs  of  our  modern  arma- 
mentarium. Among  the  newer  drugs  included  in 
the  present  volume,  conservatively  evaluated  in 
the  light  of  our  present  knowledge  regarding 
them,  are  the  “wonder  drugs,”  sulfanilamide, 
sulfapyridine,  sulfathiazole,  and  allied  com- 
pounds. This  book  is  highly  recommended  for 
students  and  practitioners. 

Frederick  Schroeder 

Psychotherapy.  Treatment  that  attempts  to 
improve  the  condition  of  a human  being  by 
means  of  influences  that  are  brought  to  bear 
upon  his  mind.  By  Lewellys  F.  Barker,  M.D. 
Duodecimo  of  218  pages.  New  York,  D.  Apple- 
ton-Century  Company,  1940.  Cloth,  $2.00. 

Dr.  Barker’s  modestly  priced  little  volume  will 
probably  find  a wide  audience.  Dr.  Barker 
restricts  the  use  of  the  term  “psychotherapy”  to 
“treatment  that  attempts  to  improve  the  condi- 
tion of  a human  being  by  means  of  influences 
that  are  brought  to  bear  upon  the  mind,”  a 
definition  that  will  satisfy  his  most  critical 
readers.  The  book  is  readable,  fair  to  most 
schools  of  psychotherapy,  and  a reliable  guide 
to  conservative  methods  of  therapy.  The  advice 
given  is  usually  helpful  and  sometimes  remark- 
able, such  as  the  advice  that  the  married  patient 
“should  refrain  from  anything  like  philandering 
or  spending  too  much  of  his  time  with,  or  money 
on,  other  women!!”  We  wonder  how  much  Dr. 
Barker  would  consider  “too  much.” 

Milton  Plotz 

The  Diagnosis  and  Treatment  of  Diseases  of 
the  Heart.  By  Henry  A.  Christian,  M.D. 


[N.  Y.  State  J.  M. 

(Reprinted  from  Oxford  Monographs  on  Diag- 
nosis and  Treatment.)  Octavo  of  599  pages. 
New  York,  Oxford  University  Press,  1940. 
Cloth,  $7.00. 

This  excellent  book  treats  of  all  the  common 
and  many  uncommon  affections  of  the  heart.  It 
stresses  the  bedside  observation  of  the  patient 
and  assigns  to  their  proper  perspective  laboratory 
procedures,  recognizing  their  value  but  showing 
that  they  do  not  give  the  final  answer,  as  they 
supply  only  part  of  the  whole  picture.  Before 
adequate  therapy  can  be  instituted  a proper 
diagnosis  is  essential,  and  the  book  adopts  this 
premise  throughout.  It  represents  the  results 
of  the  author’s  experience  in  his  many  years  of 
hospital  practice,  and  all  views  put  forth  are 
founded  on  critical  analysis.  On  disputed  points 
a common-sense  attitude  is  adopted,  and  con- 
clusions are  based  on  sound  reasoning.  Although 
no  effort  has  been  made  to  review  the  whole 
literature  on  various  disorders,  the  references 
are  pertinent  and  up  to  date.  The  practicing 
physician  will  find  this  a valuable  book,  as  it 
represents  a splendid  clinical  review  of  diseases 
of  the  heart. 

J.  Hamilton  Crawford 


Bacillary  and  Rickettsial  Infections.  Acute 
and  Chronic:  A Textbook.  Black  Death  to 

White  Plague.  By  William  H.  Holmes.  Octavo 
of  676  pages.  New  York,  Macmillan  Company, 
1940.  Cloth,  $6.00. 

This  book  on  bacillary  and  rickettsial  infec- 
tions does  not  follow  the  conventional  form  of 
presentation.  The  author  describes  not  only  the 
clinical  manifestations  of  the  diseases  but  also 
their  historical  relationship  to  contemporary 
civilization.  The  advantages  of  such  a treatise 
from  the  cultural  standpoint  are  definite. 
Moreover,  the  treatise  leads  to  a more  true 
understanding  and  appreciation  of  the  problems 
that  have  been  solved,  as  well  as  those  for  which 
a solution  is  sought. 

The  volume  is  divided  into  eight  sections  and 
comprises  thirty-four  chapters.  In  the  first  sec- 
tion the  author  describes  the  Pasteurella  infec- 
tions of  plague  and  tularemia;  in  the  second  the 
rickettsial  infections  of  man  including  the  various 
forms  of  typhus  fever.  The  third  portion  is  de- 
voted to  Brucella  infections  and  the  fourth  to 
the  enteric  group  of  diseases.  In  the  fifth  section 
the  more  important  bacillary  infections  and  in- 
toxications are  described,  including  diphtheria, 
botulism,  tetanus,  and  gas  gangrene.  The  last 
three  sections  of  the  book  are  devoted,  respec- 
tively, to  the  hemophilus  infections,  the  myo- 
bacterial  diseases,  and  miscellaneous  bacillary 
diseases  such  as  anthrax  and  glanders. 

The  references  that  the  author  gives  are  those 
that  he  has  actually  consulted  himself,  and  they 
are  sufficiently  modern.  In  many  places  Dr. 
Holmes  discusses  controversial  points,  and  the 
position  he  takes  appears,  in  general,  to  be  a 
logical  one  based  on  careful  scientific  reasoning 
and  on  available  information.  This  important 
book  is  modern  in  content  and  is  rich  in  subject 
matter,  with  a unique  and  interesting  form  of 
presentation  in  which  the  classical  and  his- 
torical aspects  of  the  subject  receive  suitable 
emphasis.  It  is  a contribution  of  value. 

Joseph  C.  Regan 
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RIVERLAWN  SANITARIUM 

F O UN  D E D 18  9 3 


A conveniently  situated  Sanitarium  offering  complete  facilities  for 
the  treatment  and  care  of  MENTAL  AND  NERVOUS  CASES 
and  ALCOHOLIC  AND  DRUG  ADDICTIONS.  We  extend  full 
cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


re 


TERRACE  HOUSE 

for  ALCOHOLISM 

private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
lieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
bstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
5 miles  from  Buffalo. 


Moderate  rates — Enquiries  invited 

14  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 


Disorders  of  the  Nervous  System 
BEAUTIFUL — QUIET — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician -in- Charge 


LOUDEN-KNICKERBOCKER  HALL."‘ 

81  LOUDEN  AVENUE  Tel.  Amityviile  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf ormation  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 


PIONEERING  AGAINST  “INSANITY” 

{Continued  from  page  909 ) 

makes  the  entire  family  suspiciously  sub-normal.  They 
fail  or  refuse  to  recognize  that  it  is  a disease  just  as 
likely  to  strike  anywhere  as  cases  of  pneumonia,  tuber- 
culosis or  similar  illness;  that  the  causes  are  often  every- 
day affairs  to  which  they  themselves  are  not  absolutely 
immune. 

It  is  unfortunate  that  a victim’s  family  must  feel  that 
it  is  something  to  be  hidden  from  friends  and  associates 
if  possible;  that  they  must  try  to  cover  up  the  mis- 
fortune and  try  to  soften  the  unwarranted  stigma  by 
referring  to  the  matter  as  a “nervous  breakdown.” 
Probably  nothing  but  time  and  a more  enlightened 
people  will  become  accustomed  to  the  true  light  of  mental 
conditions  as  being  purely  a disease  and  not  some  freakish 
prank  of  nature. 


Certainly  nothing  short  of  sincere  efforts  on  the  part 
of  the  medical  profession  in  helping  to  educate  the  public 
in  overcoming  superstitions  and  prejudices  relative  to 
nervous  and  mental  diseases,  can  bring  about  a reform 
in  ideas  about  the  mentally  ill.  But  while  others  who 
have  not  experienced  the  troubles  and  anguish  of  having 
had  someone  close  to  them  fall  a victim  of  mental  col- 
lapse, still  look  upon  such  cases  as  something  to  be 
ashamed  of,  the  family  and  the  patient  should  be  spared 
as  much  publicity  as  possible. 

Privacy  is  the  keynote  of  the  private  sanitarium,  and 
this  the  patient  is  entitled  to  if  circumstances  permit. 
Among  the  sanitariums  advertised  in  this  section  of  the 
Journal,  are  several  fine  institutions  capably  staffed 
and  with  histories  of  successful  treatments. 

They  offer  family  physicians,  the  adequate  facilities, 
personal  care  and  scientific,  specialized  treatments  so 
desirable  for  nervous  and  mental  patients. 


ELIXIR  BROMAURATE 

IS  GIVING  EXCELLENT  RESULTS 


IN  WHOOPING  COUGH 


Shortens  the  duration  of  the  cough,  relieves  the  distressing  spasms  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSIST- 
ENT COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 to  4 hours. 

^ ■ ■ GOLD  PHARMACAL  CO.,  New  Ye*k  — 
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THE  MAPLES  INC.,  ROCKVILLE  CENTRE, LI. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  i:|A 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages  | 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment 
Occupational  therapy  and  recreational  activities.  Doctors  may  direcilt: 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request.  ' 
HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physidan-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous,! 
mental,  drug  and  alcohol  patients,  including  Occupational! 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach.  X 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


WATCH  THE  CLASSIFIED  COLUMNS 
FOR  IMMEDIATE  OPPORTUNITIES 
See  page  91 3 
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What  is  the  Physicians7  Home? 

The  Physicians'  Home  is  not 

The  validity  of  our  worthy 

an  academic  experiment.  It 

charity  is  not  to  be  looked  for 

is  a reality.  It  concerns  itself 

in  stone,  but  in  the  actual 

with  the  future  and  old  age 

benefits  now  utilized  by  mem- 

of human  beings, — members 

bers  of  our  own  profession. 

of  our  profession.  The  Phy- 

It is  a challenge  to  all  of  us 

sicians'  Home  provides  a home 

to  accept  the  responsibility 

and  maintains  comfortable 

for  helping  those  less  fortu- 

standards of  living  for  its 

nate  than  ourselves.  Please 

guests. 

cooperate. 

MAKE  CHECKS 

PAYABLE  TO 

PHYSICIANS7  HOME  • 

52  East  66th  St.,  N.  Y.  C. 

MCKINNEY’S 

for  ELDERLY  PEOPLE, 
CONVALESCENTSand 
CHRONIC  INVALIDS. 


SANITARIUM 

Under  medical  supervision, 
tender  and  devoted  care  in 
an  atmosphere  unusually  home- 
like. Expert  dietetic  and 
nursing  service.  Full  coop- 
eration with  patient’s  personal 
physician. 


. 105  BRUCE  AVE.,  YONKERS,  NEW  YORK 

V.  YONKERS— 3265 


FALKIRK 

. IN  THE  • 

R AM  APOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 
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Classified  Index  of  Service  and  Supplies 


POSITIONS 


SERVICES 


Classified  Rates 

ates  per  line  per  insertion: 

Onetime $1.10 

: i 3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 

MINIMUM  3 LINES 

^ Count  7 average  words  to  each  line 

opy  must  reach  us  by  the  20th  of  the  month  for  issue  of  First 
«»,id  by  the  5th  for  issue  of  Fifteenth 

FOR  SALE 

— 

ESIDENCE,  Large  corner  plot,  suitable  physician’s  home  and 


Bee. 


7 rooms,  oil  burner.  Insulated  2-car  garage,  extra  lava- 
87, 000.  155  Westervelt  Avenue,  Baldwin,  Long  Island. 


• OR  SALE — 10-room  newly  remodeled  house,  every  modern 
mvenience.  Suitable  for  a sanitarium.  All  outside  rooms.  Ele- 
ation  1,300  ft.  Surrounded  by  pine  groves.  96  miles  from  New 
. ork  City.  E.  Loewing,  Spillway  Rd.,  West  Hurley,  N.  Y. 

INE  OPPORTUNITY"  FOR  EENT  DOCTOR.  Successful 
Metropolitan  practice  discontinued  due  to  call  to  Military 
ervice.  For  details  write  Box  No.  997  N.Y.S.Jr.M. 


—.'OR  SALE — Twenty-room  modern  house,  nine  acres,  suitable 
onvalescent  home,  residential  section,  near  hospital.  Mrs.  Wm. 
_!rewster,  Cornwall,  N.  Y. 


-'OR  SALE,  a practice  in  resort  town  averaging  twelve  to  fifteen 
-housand  dollars  yearly.  Should  be  taken  over  by  May  or  June 
o get  the  benefit  of  the  summer  clientele.  Price  three  thousand 
ollars,  half  cash.  May  purchase  or  rent  house  and  office  if  de- 
ired.  Reason  for  leaving,  sickness.  Box  906,  N.Y.S.Jr.Med. 


WESTERN  SPAS  AGAIN  IN  THE  NEWS 

Recent  releases  by  the  United  States  Travel  Bureau 
tress  many  travel  features  for  the  State  of  Colorado, 
ncluded  was  a brief  summation  of  its  mineral  water 
advantages. 

Of  some  interest  to  physicians  may  be  the  information 
bat  Colorado  spas  are  specifically  useful  in  cases  of 
•heumatism  and  neuritis.  According  to  the  Bureau 
ihere  are  over  25  hot  springs  of  importance  in  the  state, 
•anking  with  the  best  of  European  watering  places. 
The  sulphur-salt  and  iron  waters  at  Glenwood  Springs 
ire  particularly  beneficial  in  the  treatment  of  rheumatic 
ailments.  At  Idaho  Springs,  the  radium  hot  waters  are 
vorld-known  for  their  effect  in  the  treatment  of  neuritis. 

Another  popular  spa,  Steamboat  Springs,  has  acquired 
some  recognition  for  the  general  curative  and  tonic 
benefits  of  its  waters. 


SUPERIOR  PERSONNEL 

Assistants  and  executives  in  all  fields  of  medicine — young 
physicians,  department  heads,  nurses,  staff  personnel,  secre- 
taries, anaesthetists,  dietitians  and  technicians. 

tec* 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.  Y.  C.  (AGENCY)  MURRAY  HILL  2-0676 

USED  EQUIPMENT  FOR  SALE  & RENT 

Largest  selection  used  physicians  equipment  short  wave  machine 
lamps  and  instruments — Sklar  Rotary.  Fox  Physicians  Equip- 
ment Exchange,  990  Broadway,  Brooklyn,  Glenmore,  2-2350. 

PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


VACATION 

RIDE  WYOMING  TRAILS.  Enjoy  ranch  vacation.  Excellent 
stream  trout  fishing.  Packtrips.  Big  game  hunting.  Carl  M. 
Dunrud,  Sunshine,  Wyoming. 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  Clinical  Laboratory  course  including 
Basal  Metabolism  9 months.  X-Ray  and  Electro 
cardiography  3 months.  Graduates  in  demand. 
Established  23  years. 

Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technology 

3422  E.  Lake  St.,  Minneapolis,  Minn. 


The  Harlem  Eye  & Ear  Hospital 
2099  Lexington  Avenue 
New  York  City 

Offers  intensive  post-graduate  courses  in  Clinical  Oto- 
rhinolaryngology Operative  and  non-Operative  Similar 
courses  in  Ophthalmology.  Address  Hospital. 


CAPABLE  ASSISTANTS 

Our  free  placement  service  will  be  glad  to  help  you  select  ex- 
actly the  right  assistant.  Paine  Hall  graduates  are  girls  of  character, 
intelligence,  appearance— thoroughly  qualified  to  assist  in  office 
and  laboratory;  trained  in  haematology,  blood  chemistry,  urin- 
alysis, clinical  pathology,  medical  stenography,  bookkeeping. 
Address  inquiries  to  C.  R.  Porter, Principal. 


Established 

1849 


taut*4laUl 


veunt 

Licensed  by  the  State  of  New  York 


101  W.  31st  SL 
New  York 
BRyant  9-2831 


It  is  the  physician's  duty,  when  the  occasion  requires,  to  recommend  a Funeral  Director  who  is 
ethical — yet  reasonable  in  price.  You  may  have  full  confidence  in  our  service. 

RIVERSIDE  MEMORIAL  CHAPEL 

76th  St.  & Amsterdam  Ave.,  N.  Y. 


Long  Island 
Far  Rockaway  7-7100 


Westchester  County 
Hillcrest  3535 


Endicott  2-6600 
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When  sleep  unaided  appears  impos- 
sible, Ipral  Calcium  (calcium  ethyl- 
isopropylbarbiturate)  will  contrib- 
ute to  the  patient’s  comfort  and 
help  conserve  his  vital  resources  by 
producing  a sleep  closely  resembling 
the  normal. 

Ipral  is  quite  rapidly  eliminated 
and  the  patient  awakens  generally 
calm  and  refreshed.  Its  effective  dose 
is  small  (2  to  4 grains)  and  it  is  free 
from  cumulative  effects  when  prop- 
erly regulated.  Even  in  larger  thera- 
peutic doses  the  effect  on  heart,  cir- 


pressure 


is 


culation  and  blood 
negligible. 

How  Supplied 

Ipral  Calcium  is  supplied  in  2- 
grain  tablets  as  well  as  in  powder 
form  for  use  as  a sedative  and  hyp- 
notic; also  in  ^ grain  tablets  for  use 
when  it  is  desired  to  secure  a con- 
tinued, mild  sedative  effect  through- 
out the  day. 

Ipral  Sodium  (sodium  ethyliso- 
propylbarbiturate)  is  supplied  in  4- 
grain  tablets  for  pre-anesthetic  med- 
ication. 


For  literature  address  the  Professional  Service  Department,  745  Fifth  Ave.,  New  York,N.  Y. 
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SCIENTIFIC  ARTICLES 

The  Neurosurgical  Approach  to  Epilepsy,  John  E.  Scarff , M.D 

Relation  of  Kidney  to  Blood  Pressure,  Herman  0.  Mosenthal,  M.D 

A Urologic  Study  of  Diabetic  Women,  Nathaniel  Katsman,  M.D.,  Ernest  M.  Wat- 


son, M.D. , and  Byron  D.  Bowen , M.D 957 

Tuberculosis  in  Young  Women,  Robert  E.  Plunkett , M.D.,  and  Julius  Katz,  M.D. . . 961 

Experiences  in  a Thyroid  Clinic  in  a General  Hospital,  William  Crawford  White , 

M.D 968 

The  Private  Physician — An  Important  Link  in  School  Medical  Service,  Jacob  H. 

Landes , M.D 973 

The  Clinical  Significance  of  Bacteremia,  Chester  S.  Keefer , M.D 976 

Ileocolostomy  with  Exclusion  in  the  Treatment  of  Regional  Ileitis,  Ralph  Colp , 

M.D. , and  Leon  Ginzburg , M.D 982. 

Physical  Examination  of  School  Personnel,  Elmer  Harrison  Ormsby , M.D 991 

Conferences  on  Therapy,  Cornell  University  Medical  College 997 


Case  Report 

Pulmonary  Atelectasis  Due  to  Aspiration  of  Blood  Following  Face  Trauma, 

Edward  S.  Van  Duyn,  M.D. , and  John  Van  Duyn , M.D 995 


EDITORIAL 
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917 


Qjeck&Ciiz  sodium 

R E G U S PAT  OFF 

. . . and  iti.  diuretic  influence,  in  aAcit&L  with  hepatic  condition. 

T^VDMINISTERED  intravenously,  Decholin  sodium  is  a valuable  therapeutic  adju- 
vant  in  congestive  heart  failure  with  ascites  and  hepatic  engorgement.  By 
improving  hepatic  function  it  exerts  a well  defined  diuretic  influence,  decreasing 
hepatic  congestion  and  leading  to  relief  of  upper  right  quadrant  discomfort. 

Decholin  sodium  ( 10  cc.  of  the  20  per  cent  solution),  mixed  in  the  same  syringe 
with  mercurial  diuretics  and  injected  intravenously,  measurably  enhances  the  influ- 
ence of  the  latter,  producing  a more  intense  and  prolonged  diuresis. 

Decholin  sodium,  the  sodium  salt  of  dehydrocholic  (triketocholanic)  acid,  is 
of  such  low  toxicity  that  it  may  be  given  intravenously. 

Supplied  in  20  per  cent  solution  in  3,  5,  and  10  cc.  ampules  in  boxes  of  3 and 
20  ampules.  It  is  contraindicated  in  total  obstruction  of  the  hepatic  or  common 
bile  duct. 


Physicians  are  invited  to  request  the  third  edition  of  "Biliary  Tract  Disturb- 
ances," which  discusses  in  detail  the  wide  therapeutic  applicability  of  Decholin. 

Riedel-de  Haen,  Inc. 
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NEW  YORK,  N.  Y. 


GltecJz  tlUd  ''inAicie'  dtotuf," 


THE  NEW  MEDIUM-PRICED 

INTERMEDIATE  BOVIE 

ELECTRO-SURGICAL  UNIT 

Formerly,  as  the  Universal  Bovie  in  a wooden  cabinet,  it  experienced  a wide  sale 
among  nationally  known  hospitals,  was  standardized  upon  by  the  U.  S.  Veterans 
Administration  Facilities  and  was  known  generally  as  a dependable  medium-priced 
electro-surgical  unit. 

Today,  with  the  same  "chassis”  except  for  minor  changes  to  produce  increased 
power,  this  new  Intermediate  Bovie  has  been  brought  up-to-date  in  a gleaming 
ivory  enamel  all-steel  cabinet  with  chrome  trim. 

A SOUND  INVESTMENT  FOR  HOSPITAL  OR  CLINIC 

Recommended  for  ALL  Electro-Surgery.  An  ideal  machine  for  the  surgeon  who 
wants  a semi-portable  unit  for  combined  office  and  hospital  use  ...  or  for  the  hos- 
pital where  a limited  budget  makes  the  installation  of  the  larger  Davis-Bovie  im- 
possible. This  new  model  warrants  your  complete  confidence  and  if  you  have 
wanted  a powerful,  dependable  and  medium-priced  Bovie  . . . 

SEND  TODAY  FOR  LITERATURE 

NO  OBLIGATION 


The  Liebel-Flarsheim  Co .SKESSJT 


MAKERS  OF  THE  WORLD’S  FINEST  ELECTRO-MEDICAL  APPARATUS 
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These  names,  these  years 

have  helped  make  modern  medical  history 


One  of  a series  of  advertisements  commemorating  three- 
quarters  of  a century  of  progress  and  achievement 


SEVENTY- FIVE 
YEARS  OF  SERVICE 
TO  MEDICINE 
AND  PHARMACY 


PARKE,  DAVIS  & COMPANY 
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Undoubtedly  you  have  encountered  innumerable  patients  whose 
intestinal  activity  was  so  exhausted  by  constant  purgation  that 
resumption  of  normal  function  seemed  a remote  possibility. 

To  bring  relief  to  the  constipated  patient  without  harshly  irri- 
tating the  mucosa  or  impairing  the  tone  of  the  intestinal  muscula- 
ture, prescribe  the  gentle,  bland,  " smoothage ” action  produced  by 


Meta  m ucil'2 


*7o  tneat 

BOWEL  INERTIA 


ESTABLISH  RHYTHM 


<z Scales  dSo. 


New  York 


Ethical  Pharmaceuticals  Since  1888 

CHICAGO 

Kansas  City  San  Francisco 


Taken  with  an  adequate  quantity  of  liquid,  the 
smooth  bulk  produced  by  Metamucil-2  will 
encourage  elimination  in  the  manner  intended 
by  Nature — reflex  peristalsis  stimulated  by 
bland  lubricating  bulk. 

Unusually  pleasant  to 
take.  Mixes  instantly.  May 
we  send  you  a sample  for 
clinical  trial  ? 
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THE  BATTLE  CREEK  SANITARIUM 

Offers  diagnostic  and  therapeutic  service.  Special  departments  in  all  types  of 
physical  therapy. 

The  service  rendered  is  especially  well  suited  for  treatment  of  metabolic  disorders, 
hypertension,  obesity,  arthritis,  allergic  conditions  and  degenerative  diseases  generally. 
Ideal  for  patients  needing  rest  combined  with  medical  supervision. 

The  Battle  Creek  Sanitarium  appreciates  having  instructions  from  the  family 
physician  before  the  patient  arrives.  Reports  are  sent  to  the  patient’s  physician  giving 
diagnosis,  laboratory  findings  and  other  information  for  continued  care. 

Physicians  are  invited  to  write  for  full  information. 

Address 

Dept.  3616  THE  BATTLE  CREEK  SANITARIUM  Battle  Creek,  Michigan 
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PRODUCTS 
GROUPS  . . 
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VI-SYNERAL 

VITAMINS*®/  MINERALS 


EXPECTANT 
and  NURSING 
MOTHERS  i*|r 


VI-SYNERAL 

VITAMINSWMINENALS 


SPECIAL  GROUP 
(Middle-Aged  and 
Aged) 


ONLY  VI-SYNERAL  SUPPLIES  CALCULATED  POTENCIES 
OF  VITAMINS  AND  MINERALS  FOR  EACH  AGE  GROUP 


VITAMIN  AND  MINERAL  DEFICIENCIES  ARE  USUALLY  MULTIPLE. 

THE  VITAMIN-MINERAL  NEEDS  OF  AN  ADULT  DIFFER  FROM  THOSE  OF  AN  INFANT 
— OR  THE  MIDDLE-AGED. 

VI-SYNERAL,*  the  original  multiple  vitamin-mineral  concentrate,  is  the  only 
ethical  product  supplying  specially  balanced  potencies  for  each  age  group:  (1) 
INFANTS  and  CHILDREN,  (2)  ADOLESCENTS,  (3)  ADULTS,  (4)  EXPECTANT 
and  NURSING  MOTHERS,  (5)  SPECIAL  GROUP  (Middle-aged  and  Aged  Patients). 

VI-SYNERAL  gives  your  patients  an  individualized  dosage  of  vitamins  and  minerals 
in  Funk-Dubin  balances.  Each  VI-SYNERAL  product  contains  VITAMINS  A,  Bt, 
B2(G),  C,  D,  E,  and  other  B Complex  factors,  together  with  essential  MINERALS: 
calcium,  phosphorus,  iron,  copper,  iodine,  manganese,  magnesium  and  zinc. 

Special  Group  VI-SYNERAL  contains  higher  potencies  of  VITAMINS  Bi,  B2,  B6, 
Nicotinic  Acid  and  C. 

Literature  describing  each  VI-SYNERAL  product 
potency,  together  with  sample,  sent  upon  request. 

0.  S.  VITAMIN  CORPORATION,  250  East  43rd  Street,  New  York,  N.  Y. 

•Trade  Mark  Reg.  U.  S.  Pat.  Off. 
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iTAMINS  ALONE  ARE  NOT 

BECAUSE  VITAMINS  ARE  BETTER  UTILIZED  WITH  MINERALS 


(DUE  TO  NEISSERIA  CONOR R HE AE ) 
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ilver  Picrate, 
Wyeth,  has  a convincing  record  of 
effectiveness  as  a local  treatment  for 
acute  anterior  urethritis  caused  by 
Neisseria  gonorrheae.1  An  aqueous 
solution  (0.5  percent)  of  silver  pic- 
rate or  water-soluble  jelly  (0.5  per- 
cent) are  employed  in  the  treatment. 


A co  mplete  technique  of  treatment  and  literature  will  besentupon  request 


* Silver  Picrate  is  a definite  crystalline  compound  of  silver  and  picric  acid. 
It  is  available  in  the  form  of  crystals  and  soluble  trituration  for  the  prepara- 
tion of  solutions,  suppositories,  water-soluble  jelly,  and  powder  for  vaginal 
insufflation. 


1.  Knight,  F.,  and  Shelanski, 
H.  A.,  "Treatment  of  Acute  Ante- 
rior Urethritis  with  Silver  Picrate," 
Am.  J.  Syph.,  Gon.  & Ven.  Dis., 
23,  201  (March),  1939. 


JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA 
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A Reminder  from  Borden  about 


FOUR  KEY  PRINCIPLES 
IN  INFANT  FEEDING 


Four  key  principles  in  infant  feeding  make  Biolac 
the  outstanding  prepared- formula  liquid  infant 
food : 

1.  Fat  Adjustment:  In  Biolac,  the  fat  content  is 
reduced  to  a moderate,  readily  assimilable  level — 
and  is  homogenized  to  provide  smaller,  more  readily 
digestible  fat  droplets. 


2.  Protein  Concentration : In  Biolac,  protein  is  sim- 
ilarly homogenized  for  easier  digestibility.  It  is 
maintained  at  a somewhat  higher  level  than  in 
breast  milk  to  provide  ample  protein  for  the  period 
of  fastest  growth. 


3.  Carbohydrate  Adjustment:  In  Biolac,  as  in  breast 
milk,  carbohydrate  is  provided  solely  by  lactose  — 
nature’s  sole  carbohydrate  for  the  first  few  months 
of  all  mammalian  life. 


4.  Vitamin  Adjustment:  In  Biolac,  Vitamins  A,  Bi, 
and  D,  also  iron,  are  supplied  in  accepted  amounts, 
assuring  the  baby  of  a constant  and  adequate  supply. 

Biolac  needs  only  to  be  mixed  with  boiled  water. 
It  is  sold  only  in  drugstores;  and  no  directions  are 
given  to  the  laity. 

Please  enclose  professional  card  or  letterhead 
when  requesting  literature  or  samples.  The 
Borden  Co.,  350  Madison  Ave.,  New  York  City. 
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SKLAR'S 
U.S.  MADE 


ALL  PATTERNS  NOW 
MADE  WITH  BOX  LOCK 


All  round  shank  patterns  of  Sklar’s  hemostatic 
and  many  other  forceps  are  now  being  made  with 
the  Box  Lock.  This  Box  Lock  not  only  adds  to  the 
streamlined  beauty  of  the  instrument,  but  it  has 
positive  qualities  that  make  this  type  of  joint  vastly 
superior  to  the  old  types  of  joints  heretofore  used. 

The  series  of  three  small  photographs  show  the  exact  appearance  of  the  Box  Lock 
in  various  positions.  The  first  well  illustrates  the  streamlined  smoothness  in  the 
closed  position.  The  second  and  third  pictures  show  the  lock  in  the  open  position 
of  the  forceps  with  the  lower  photo  illustrating  the  construction,  or  method  by 
which  one  shank  of  the  lock  passes  through  the  center  of  the  corresponding  part  of 
the  other  shank. 

The  lock  or  joint  is  accurately  machined,  smoothly  finished  and  perfectly  fitted. 
Possibility  of  a loose  or  wobbly  joint  is  completely  eliminated.  There  are  no  holes  or 
rough  edges  that  may  cut  gloves,  tissues  or  sutures. 

Serrations  and  mouth  teeth  are  evenly  aligned  and  have  edges  accurately  beveled 
so  that  jaws  grip  without  shear  action.  Hemostasis  is  assured.  Send  for  catalogue 
of  Sklar’s  U.  S.  Made  Stainless  Steel  Surgical  Instruments. 


Sold  Only  Through  Surgical  Supply  Dealers 


J.  SKLAR  MANUFACTURING  COMPANY 


38-04  WOODSIDE  AVE. 


LONG  ISLAND  CITY,  N Y. 
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Wintry  weather  brings  with  it  the  usual  prevalence  of 
throat  affections. 

Thantis  Lozenges,  H.  W.  & D.,  were  developed  for 
medical  use  in  the  treatment  of  throat  soreness  and  irri- 
tation and  following  tonsillectomy.  They  dissolve 
slowly,  permitting  prolonged  throat  medication. 

(:Uluvi^A  . Jf.W.&d). 


are  convenient  and  economical. 
They  are  antiseptic  and  anesthetic 
for  the  mucous  membranes  of  the 
throat  and  mouth. 

Thantis  Lozenges  contain 
Merodicein,  H.  W.  & D.,  1/8 
grain,  and  Saligenin,  H.W.&D., 
1 grain.  They  are  supplied  in 
vials  of  1 2 lozenges  each. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND 


■ 
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Q.  We  serve  canned  foods  at  our  house.,  of  course. 

But  are  they  all  right  for  children? 

A.  I ndeed  they  are.  Canned  foods  are  nutritious  and 
wholesome  and  include  some  of  the  most  valuable 
sources  of  the  dietary  essentials  which  should  be 
present  in  abundance  in  the  child’s  diet.i}) 

(1 ) The  nutritive  values  of  canned  foods  have  been  the 
subject  of  numerous  investigations,  the  results  of  which 
have  repeatedly  demonstrated  the  value  of  commercially 
canned  foods  as  sources  of  the  essential  nutrients  that 
should  receive  special  attention  in  planning  the  child’s 
diet.  For  further  particulars  the  references  below  may 
be  consulted.  American  Can  Company , 230  Park  Avenue, 
New  York,  N.  Y. 

1939.  Accepted  Foods  and  Their  Nutritional  Significance, 
Council  on  Foods  of  the  American  Medical  Association,  Chicago. 

1939.  Food  and  Life;  Yearbook  of  Agriculture,  U.  S.  Dept,  of 
Agriculture,  U.  S.  Government  Printing  Office,  Washington,  D.  C. 

1939.  Canned  Food  Reference  Manual,  American  Can  Com- 
pany, New  York. 

1938.  Nutrition  Abstracts  and  Reviews  8,  281. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  in  this  advertisement  are  accept  • 
able  to  the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 


Quick 

Accurate 

Economical 


drop  of  urine  on  a little 
Galatest  powder  gives 
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Editorial 

Medical  Student  Training 


The  medical  student  training  problem 
must  be  honestly  faced — now.  There  is  no 
possible  excuse  for  intellectual  unpre- 
paredness. The  health  of  the  people  is 
the  strength  of  the  Nation.  And  that 
health  can  be  conserved,  maintained,  and 
bettered  only  by  the  medical  profession 
and  its  work.  Neither  politicians,  nor 
legislators,  armies,  demagogues,  lawyers, 
bureaucrats,  statisticians,  accountants, 
labor  unions,  or  machinists  can  do  this — 
but  only  physicians.  This  is  the  fact; 
this  is  the  truth;  this  is  the  inescap- 
able reality  from  which  there  can  be  no 
flight. 

You  will  never  see  a synthetic  doctor, 
an  “ersatz”  physician,  or  a “blitz- 
educated”  surgeon!  You  will  never  see 
doctors  of  public  health,  research  physi- 
cians, or  pathologists  come  rolling  off  an 
assembly  line!!  For — mark  this  well — 
physicians,  real  physicians,  the  family 
doctor,  the  specialist,  the  doctor,  the  only 
doctor  who  is  entitled  to  write  M.D. 
after  his  name,  is  only  a medical  student, 
a medical  student  with  more  experience, 
an  experienced  medical  student  with  a 
license  to  practice,  a licensed,  experienced 
medical  student  who  practices  his  pro- 
fession while  he  continues  to  study. 

Time.  Time  “is  of  the  essence  of  the 
contract.”  Time  for  study,  time  for  ex- 
perience, time  for  practice,  time  to  train 
and  discipline  physicians,  those  who  have 
the  earned  right  to  write  M.D.  after  their 
names,  so  that  they  shall  be  competent 
by  actual  trial  and  proof  to  preserve, 


maintain,  and  better  the  health  of  the 
people,  that  health  wThich  is  the  strength 
of  the  Nation;  that  health  winch  only 
physicians  can  preserve. 

War!  War  in  Europe!  Preparedness 
here!!!  Now,  this  minute.  This  year. 
For  many  years.  Physicians.  Physicians! 
Physicians!!!  Surgeons.  Pathologists.  Epi- 
demiologists. Doctors  of  Public  Health. 
Ophthalmologists.  Neurologists.  Psychia- 
trists. Radiologists.  Bacteriologists.  Army 
doctors.  Navy  doctors.  U.  S.  Public  Health 
doctors.  Doctors  for  Defense!  Doctors 
wanted  for  defense!! 

Doctors  are  only  medical  students 
with  experience.  Medical  students.  Medi- 
cal schools.  Graduates  in  medicine.  How' 
many  do  we  have?  Here  in  the  United 
States?  Approved  medical  schools  gradu- 
ate yearly  5,000  medical  students,  stu- 
dents yet  without  experience,  without 
hospital  training,  without  experience  in 
practice.  Five  thousand  doctors  of  medi- 
cine, men  and  women,  educated  but  not 
yet  fully  disciplined  or  experienced. 

War!  Death!!  What  is  the  death  rate 
among  United  States  physicians  who  are 
responsible  for  the  lowest  civilian  death 
rate  ever  known  in  this  Nation?  Every 
year  3,800  to  4,000  physicians  die  and 
their  skill  and  their  experience  die  with 
them.  In  peace  time  they  die  at  this 
rate.  In  war  time,  faster 

Faster  ....  faster  ....  hurry  ....  more 
physicians!  Physicians  for  defense. 
Physicians  for  Britain!!  April  20, 1941 .... 
“Roosevelt  Asks  1,000  Doctors  to  Vol- 
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unteer  to  Go  to  Britain.”  Headlines. 
Headlines.  Editorials.  “Already  there  is 
heard  from  public  hospitals  and  other 
charitable  institutions  the  cry  of  alarm 
that  there  is  a growing  shortage  of  nurses 
and  interns.  Only  recently  was  that 

declaration  made  public ”*  The 

British  Red  Cross  has  appealed,  through 
the  American  Red  Cross,  for  as  many  as 
1,000  young  American  doctors  to  help 
meet  “an  acute  shortage”  of  physicians 
in  British  hospitals.  “As  President  of 
the  American  Red  Cross,”  Mr.  Roosevelt 
said,  “I  heartily  approve  this  request.” 

Doctors  for  defense.  Doctors  for  the 
military  services.  Doctors  for  Britain. 
Doctors,  more  doctors.  How  many  are 
there?  In  the  United  States  and  its 
possessions,  how  many  are  there?  180,- 
075  licensed  to  practice;  27,000  of  them 
65  years  old  or  older;  153,075  under  65 
years  to  care  for  a population  of  130,000,- 
000;  to  service  an  army  under  present 
plans  for  training  of  1,400,000  men. 

Reserves.  The  Medical  Reserve  Corps. 
How  many?  13,500  of  whom  about  75 
per  cent  are  fit  for  active  duty,  active 
military  service.  Young  men.  How  many 
new  graduates  (women  and  men)  are  fit 
for  active  military  service?  About  60 
per  cent  of  the  5,000  annual  graduates, 
or  3,000  young  men  not  yet  thoroughly 
disciplined  or  trained,  lacking  experience. 

Requirements.  The  military  services 


require  about  five  times  as  many  physi- 
cians per  1,000  men  as  are  needed  in 
civilian  practice.  Industry  needs  physi- 
cians. Communities  must  not  be  deprived 
of  proper  medical  supervision  and  service. 
The  Gallup  poll**  answered  the  question 
“Should  students  studying  to  be  doctors 
and  engineers  be  permitted  to  finish  their 
present  training  course  before  being 
drafted  into  the  Army?”  Yes  ....  87 
per  cent;  No  ....  13  per  cent. 

Facts.  Local  draft  boards  have  the 
power  to  decide  the  question  of  defer- 
ments of  individual  cases  on  their  specific 
merits.  Local  draft  boards  are  composed 
of  the  people  who  answered  the  Gallup 
poll.  There  should  be  little  fear  of  in- 
terference with  medical  student  training 
under  these  circumstances.  The  Ameri- 
can Medical  Association  has  whole- 
heartedly approved  the  President’s  call 
for  1,000  physicians  to  volunteer  for  aid 
to  Great  Britain.  There  will  be  no  short- 
age of  physicians,  men  entitled  to  write 
M.D.  after  their  names,  either  for  the 
Nation’s  defense,  or  the  training  pro- 
gram, or  for  the  maintenance  of  health  in 
industry  and  in  the  communities  of  the 
United  States,  if  the  medical  student 
training  program  of  American  medical 
schools  is  uninterrupted. 


* Citizen-Register,  Ossining,  N.  Y.,  April  15,  1941,  p.  4. 

**  N.  Y.  Times,  April  17,  1941. 


Now  Is  the  Time.  . . . 


Time  for  what?  Well,  among  other 
things,  “for  all  good  doctors  to  come  to  the 
aid  of  their  nation.  They  can  aid  their 
country  and  protect  the  interests  of  the 
people  by  once  more  occupying  a promi- 
nent place  in  the  civic  and  political  life 
of  the  community.”1  The  physician  to- 
day is  professionally  “an  integral,  indis- 
pensable factor  in  the  activities  by  which 
Americans  keep  alive;  activities  by  which 
Americans  learn,  make  a living,  and  amuse 
themselves;  activities  by  which  Ameri- 
cans are  today  preparing  to  defend  their 
land  and  their  way  of  life. 


“There  is  war  in  the  world  today 

“We  in  this  country,  in  this  century, 
have  learned  and  come  to  accept  the 
proposition  that  no  man  is  alone.”2  The 
nation  needs  its  physicians  in  every  aspect 
of  national  defense  and  in  every  aspect  of 
civil  life  that  supports  and  makes  possible 
this  defense  program. 

Such  a program  needs  billions  of  dollars, 
some  for  materials,  most  for  labor , wages. 

1 Doctors  and  Politics,  M.  F.  Cahal,  Bull,  of  Inter- 
society Com.  for  Radiology,  Radiology  36:  No.  3,  370- 
372  (March)  1941. 

* Radio  Bull.  No.  38,  Pub.  Rel.  Bur.  Med.  Soc.  of  the 
State  of  N.  Y.,  April  2,  1941,  pp.  2-3. 
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Such  a program  needs  physicians! 

Because  a healthy  population  is  the 
indispensable  foundation  of  national  and 
social  security. 

Such  a program  demands  the  truth; 
there  is  no  time  to  spare  for  quibbling 
and  indirection,  verbal  fencing;  now  is 
the  time  for  plain,  unvarnished  truth. 

In  his  message  to  Congress  on  the  state 
of  the  Union,  January  6,  1941,  the  Presi- 
dent said  that  this  was  “no  time  to  stop 
thinking  about  the  social  and  economic 
problems’ 7 of  the  nation.  We  agree  with 
him  in  principle.  This  Society  is  even 
now  sponsoring  a radio  program  every 
week  on  station  WMCA  in  which,  rela- 
tive to  those  social  and  economic  problems 
we  show  how  the  doctor  is  involved  in 
every  step  of  the  present  training  pro- 
gram: in  housing;  in  feeding;  in  physical 
hardening;  in  adaptation  to  climatic 
changes;  in  relaxation;  in  recreation; 
in  mental  and  physical  hygiene.  We 
show  the  current  arrangements  for  treat- 
ing illnesses  and  disabilities.  We  show 
the  preventive  phases  of  the  doctor’s  work 
in  both  civilian  and  military  life. 

The  defense  program  demands  the 
truth!  It  is  the  only  acceptable  and 
workable  foundation  for  mutual  under- 
standing and  unimpaired  efficiency. 
“There  is  a place  for  government  in  medi- 
cine. It  is  the  place  of  government  to 
govern;  to  decide  the  rules  under  which 
the  game  shall  be  played.  It  is  not  the 
place  of  government  to  make  the  rules , play 
the  game,  and  to  umpire  all  at  the  same 
time;  and  besides  to  make  the  people  pay — 
and  most  often  pay  excessively — for  partici- 
pating in  the  spectacle J’1  Think  about 

that.  Now  is  the  time Time  for 

what?  To  keep  thinking  about  the  social 
and  ecgnomic  problems  of  the  nation. 

1 The  Doctor  and  the  State,  Lanning  E.  Like,  M.D., 

F.A.C.S.,  Medical  Times  (Feb.)  1941. 


About  the  economic  problems  especially. 
About  taxes,  for  instance.  Hidden  taxes 

translated  into  terms  of  average 

families  in  the  various  income  groups. 

A recent  survey2  shows  that  “the  low- 
est income  group  ($1,250-$ 1,500,  average 
$1,364)  spends  $3.00  a year  in  direct 
taxes,  but  pays  an  additional  $204  in 
hidden  levies.  This  brings  about  the 
following  reductions  in  standard  of  living: 
Food,  from  $487  to  $449.  Clothing,  from 
$123  to  $111.  Shelter,  from  $427  to 
$320.  Automobile,  from  $93  to  $73. 
Welfare,  from  $142  to  $128.  Comforts, 
from  $89  to  $80. 

“ In  the  middle  groups  (between  $3,000- 
$4,000;  average  $3,394)  direct  taxes  take 
only  $13,  but  an  additional  $447  comes 
out  painlessly.  Hidden  taxes  bring  about 
the  following  reductions  in  purchasing 
power:  Food,  from  $770  to  $680.  Auto- 
mobile, from  $289  to  $228.  Welfare, 
from  $824  to  $742.  Comforts,  from  $276 
to  $247 The  tax  collector,  it  ap- 

pears, is  quicker  than  the  eye.” 

So  much  for  hidden  taxes.  The  wel- 
fare item  includes  savings,  commuting, 
medical  and  educational  costs  and  repre- 
sents about  10  per  cent  in  hidden  taxes. 
Medical  costs  ....  hidden  taxes  ....  who 
pays  them  in  lowered  standards  of  liv- 
ing? Now  is  the  time  to  tell  the  people 
the  truth,  all  of  the  truth,  about  doctors 
in  medicine,  about  government’s  place  in 
medicine,  about  hidden  taxes  and  stand- 
ards of  living,  about  medical  education 
and  the  preparedness  program,  about  the 
cost  of  “free,”  tax-paid,  or  “state”  medi- 
cine for  which  both  sick  and  well  people 
in  the  end  will  have  to  pay  either  in 
direct  or  hidden  taxes.  The  care  and 
feeding  of  government  is  the  direct  con- 
cern of  the  tax  collector. 

2 Reported  in  the  New  York  Sun,  March  20,  1941,  p. 
11  (Italics  ours — Ed.). 
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Samuel  Joseph  Kopetzky,  M.D.,  was  born  in  New  York  City,  August  1,  1876. 
He  was  educated  in  the  public  schools  and  attended  the  College  of  the  City  of 
New  York.  He  received  his  doctor’s  degree  at  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  New  York,  in  1898. 

He  became  instructor,  diseases  of  the  ear,  New  York  Post-Graduate  Medical 
School  and  Hospital  in  1905;  was  clinical  assistant,  then  assistant  surgeon,  and 
finally  junior  surgeon  at  the  Manhattan  Eye,  Ear,  Nose  and  Throat  Hospital  in 
the  division  of  otology  where  he  remained  until  1917.  He  has  been  professor  of 
otology,  New  York  Polyclinic  Medical  School  and  Hospital,  and  director,  depart- 
ment of  otolaryngology,  at  that  institution  from  1939  to  the  present  time. 

Dr.  Kopetzky  is  also  director  of  otolaryngology,  Israel-Zion  Hospital,  Brooklyn; 
consulting  otolaryngologist,  Beth  Israel  Hospital,  New  York  City;  Nyack  Hospital, 
Nyack,  New  York;  Newark  Beth  Israel  Hospital,  Newark,  New  Jersey;  Vassar 
Brothers  Hospital,  Poughkeepsie,  New  York;  and  to  Jamaica  Hospital,  Jamaica, 
Long  Island. 

He  is  a fellow  of  the  American  Medical  Association,  The  New  York  Academy 
of  Medicine,  the  American  College  of  Surgeons,  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology;  past-president,  Medical  Society,  County  of  New 
York,  1925;  past-president,  American  Laryngological,  Rhinological  and  Otological 
Society,  1938;  chairman,  Committee  on  Scientific  Work,  Medical  Society,  State 
of  New  York,  1926-1927;  chairman,  Special  Committee  on  Publicity,  Medical 
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The  Surgery  of  Deafness 


There  probably  is  no  more  spectacular 
branch  of  surgery  for  the  restoration  of  sensory 
function  than  that  which  deals  with  the  im- 
provement of  hearing  acuity  in  the  deafened. 
The  so-called  simple  mastoidectomy,  which 
Whiting  alluded  to  as  one  of  the  prime  life- 
saving measures,  had  its  origin  in  the  efforts 
of  surgeons  to  discover  a cure  for  hardness  of 
hearing.  This,  failing  in  its  original  intent 
even  though  it  succeeded  in  eliminating  threats 
to  intercranial  invasion,  stimulated  many 
otologists  to  seek  a remedy  for  certain  forms 
of  deafness  by  attacking  surgically  the  im- 
paired channels  to  the  receptive  mechanism 
in  the  cochlea.  Many  outstanding  otologists 
have  delved  seriously  into  this  problem — 
Passow,  Bdrdny,  Fremel,  Alderton,  Jenkins. 
In  recent  years,  Holmgren,  Sourdille,  Lem- 
pert,  Campbell,  and  Kopetzky  have  interested 
themselves  in  the  possibilities  of  surgical 
therapy  for  the  deafened. 

The  lay  press  has  been  so  full  of  promising 
results  that  surgery,  patterned  after  Holmgren 
and  Sourdille,  might  bring  in  its  train  that 
the  sober  r6sum6  of  Kopetzky1 i  at  the  annual 
meeting  of  the  American  College  of  Surgeons 
adds  freshness  and  clarification  to  this  issue. 
He  states  that  “the  greatest  possible  care 

1 Kopetzky,  S.  J.:  Surg.,  Gynec.  and  Obst.  72:  466 

(Feb.  15)  1941. 


must  be  exercised,  in  making  promises  of 
what  will  be  accomplished  by  these  opera- 
tions.” He  ventures  that  there  is  promise  in 
the  evolution  of  surgical  therapy  for  the 
deafened,  but  at  the  present  time  every 
possible  safeguard  and  caution  should  be 
exercised.  While  good  results  are  on  record, 
the  type  of  case  which  will  react  best  to 
labyrinthine  fenestration  remains  unclarified. 
At  present  it  is  impossible  to  make  a definite 
estimate  of  its  value  to  an  individual  patient 
as  a means  of  restoring  hearing.  While  new 
vistas  of  research  have  been  opened,  the 
paucity  of  knowledge  concerning  the  physiol- 
ogy of  hearing  has  also  been  brought  to  the 
fore. 

Physicians  who  may  be  consulted  by  their 
deafened  patients  concerning  this  surgery 
should  be  aware  of  the  limitations  that  now 
exist.  Kopetzky  states:  “Many  trouble- 

some, annoying  experiences  will  be  avoided 
if  not  only  the  patient  but  his  family  are  told 
exactly  what  this  surgery  holds  out  for  him 
and  that  it  is  impossible  truthfully  to  predict 
results  on  hearing  acuity.”  The  recorded 
data  show  to  date  that  some  patients  in  whom 
the  surgery  has  been  successful  and  in  whom 
the  audiogram  indicates  a sustained  gain  in 
hearing  acuity  are,  nevertheless,  dissatisfied 
because  they  still  are  hard  of  hearing. 


Hyperinsulinism 


The  clinical  syndromes  arising  from  over- 
activity of  the  thyroid,  pituitary,  and  adrenal 
glands  have  been  meticulously  described  and 
are  readily  recognizable  upon  examination. 
The  physician,  however,  rarely  considers  that 
it  is  just  as  possible  for  the  islands  of  Langer- 
hans  to  secrete  more  insulin  than  the  body 
normally  requires.  And  thus  may  be  pro- 
duced the  disease  that  Harris1  alludes  to  as 
“hunger  disease.” 

Over  eight  years  ago,  Harris  called  atten- 
tion to  the  correlation  of  low  blood  sugar 
levels  with  vague  spells  of  nervousness,  weak- 
ness, and  abdominal  discomfort.  These  symp- 
toms, sometimes  accompanied  by  unconscious- 
ness and  convulsions,  occur  between  meals  or 
during  a meal  before  the  food  has  been  suffi- 
ciently absorbed  to  raise  the  level  of  the  blood 
sugar.  The  patient  will  state  that  several 
pieces  of  candy,  orange  juice,  or  some  other 
sweet  gives  him  relief,  and  that  he  can  di- 
minish the  severity  of  the  attacks  in  this 
manner.  This  history,  because  of  its  close 

i Harris,  S.:  South.  Med.  & Surg.  102:  687  (1940). 


similarity  to  the  complaints  of  many  hysterics, 
may  erroneously  lead  to  a diagnosis  of  psy- 
choneurosis. 

An  eight-hour  sugar-tolerance  test,  during 
which  time  the  patient  should  engage  in  his 
usual  activities,  assures  an  accurate  diagnosis. 
Blood  collected  when  the  symptoms  are  most 
acute  will  reveal  a low  sugar  content.  The 
therapeutic  test,  wherein  rest,  coupled  with  a 
low  carbohydrate  diet  and  hourly  drinks  of 
fruit  juices,  alleviates  the  symptoms,  is  almost 
diagnostic  of  hyperinsulinism. 

In  the  mild  and  moderately  severe  cases, 
Harris  has  obtained  relief  of  symptoms  by 
dietary  measures.  Restriction  of  activity, 
dividing  the  daily  requirement  of  food  into 
five  to  seven  feedings,  with  fruit  juice  between 
meals,  is  the  regimen  he  advocates.  Severe 
cases  require  the  administration  of  glucose  in- 
travenously or,  where  a new  growth  of  the 
pancreas  is  suspected,  exploratory  surgery 
and  partial  resection  when  necessary.  Of 
prime  interest,  however,  is  the  clinical  recog- 
nition of  the  syndrome  of  hyperinsulinism. 


THE  NEUROSURGICAL  APPROACH  TO  EPILEPSY 

John  E.  Scarff,  M.D.,  New  York  City 


FOR  many  years  the  patient  who  suf- 
fered with  convulsions  was  branded  as  an 
“epileptic”  and  was  abandoned  to  a life  of 
ostracism  and  despair.  Today,  however,  we 
have  a different  point  of  view.  We  regard 
convulsions  not  as  a disease  but  merely  as  a 
symptom  or  sign  which  may  be  produced  by 
any  one  of  a number  of  different  diseases. 
Today  we  look  upon  convulsions  in  much  the 
same  way  as  we  look  upon  fever,  pain,  nausea, 
or  failing  vision — simply  as  a clinical  symp- 
tom. 

A convulsion  indicates  either  a pathologi- 
cally irritable  brain,  or  else  a pathologically 
irritated  brain.  The  etiologic  factors  capable 
of  contributing  to  either  of  these  two  states 
are  numerous  and  diverse. 

Etiologic  Factors 

The  pathologic  factors  producing  convul- 
sions may  be  (a)  diffuse  or  (b)  discrete. 

(A)  Diffuse  Pathologic  Processes. — Those 
processes  that  tend  to  make  the  brain  as  a 
whole  more  irritable — or  as  we  say  “have  a 
lower  threshold  of  excitability” — are  apt  to 
be  diffuse.  If  anatomic  (structural),  they 
are  illusive  and  often  cannot  be  demonstrated. 
In  many  instances  they  may  be  essentially 
physiologic  (chemical).  In  either  event  it 
seems  probable  that  the  primary  etiologic 
factor  in  the  so-called  epileptic  brain  is  a 
congenital  and  constitutional  defect. 

Various  secondary  mechanisms,  however, 
may  operate  in  different  individuals  to  “re- 
lease” the  convulsions.  For  instance,  in  the 
convulsions  that  frequently  usher  in  acute  in- 
fectious illnesses  of  childhood,  “the  release 
mechanism”  might  be  simply  the  hyperpyrexia 
of  the  child’s  body,  or  it  might  be  the  toxins 
elaborated  by  the  invading  organisms.  The 
convulsions  accompanying  uremic  poisoning 
are  apparently  released  as  a result  of  the  ab- 
normally high  concentration  of  nitrogenous 
waste  products  in  the  blood  stream,  which 
would  normally  have  been  eliminated  by  the 
kidneys.  The  convulsions  of  eclampsia  are 
due  to  a still  different  release  mechanism. 

Various  biochemical  mechanisms  may  have 
an  influence  on  the  incidence  and  severity  of 

Read  at  the  Annual  Meeting  of  the  Medical  Society 
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convulsions  in  a person  who  is  already  con- 
stitutionally inclined  to  have  such  attacks. 
It  has  been  found  with  some  patients  that  an 
unfavorable  water  balance  or  acid-base  bal- 
ance within  the  body  will  affect  the  incidence 
and  severity  of  convulsions.  We  know,  too, 
that  hypoglycemia  (hyperinsulinism)  occa- 
sionally induces  epileptiform  seizures. 

Other  speculative  causes  of  convulsions  or 
their  release  mechanisms  would  include  die- 
tary and  vitamin  deficiencies  and  allergy. 
Since  the  Na-ion  concentration  of  the  body 
fluids  has  been  shown  to  be  a marked  second- 
ary factor  in  producing  the  violent  paroxys- 
mal irritation  of  the  inner  ear  characteristic 
of  Meniere’s  syndrome,  it  is  altogether  possible 
that  abnormal  concentrations  or  deficiencies 
of  this  or  other  ions  in  the  body  fluids  might 
form  a release  mechanism  for  convulsive  dis- 
orders. These  are  aspects  of  the  questions 
which  merit  further  study. 

( B ) Localized  Pathologic  Processes. — Patho- 
logic processes  that  cause  irritation  of  a brain 
constitutionally  normal  are  apt  to  be  dis- 
crete, localizable  lesions  usually,  though  not 
invariably,  grossly  anatomic  in  nature.  They 
may  be  (1)  developmental  anomalies;  (2) 
vascular  anomalies;  (3)  inflammatory  and 
postinflammatory  processes  (these  include 
cerebral  abscess,  postmeningitic  adhesions, 
tuberculomas,  and  syphilomas) ; (4)  trau- 
matic sequelae,  such  as  depressed  fractures 
of  the  skull,  cortical  cicatrices,  and  hemato- 
mas; (5)  neoplasms — probably  the  most 
common  cause  of  convulsions  arising  in  adults. 

In  addition  to  these  strictly  anatomic 
lesions,  however,  there  would  appear  to  be 
other  focal  lesions  that  are  essentially  or  com- 
pletely physiologic.  Electroencephalographic 
studies  made  upon  persons  suffering  from  con- 
vulsive disorders  frequently  reveal  sharply 
localized  areas  of  the  brain  from  which  ema- 
nate electrical  discharges.  Similar  observa- 
tions have  been  made  directly  upon  the  ex- 
posed brain  at  the  operating  table.  It  is 
reasonable  to  believe  that  these  areas  repre- 
sent points  on  the  cortex  of  the  epileptic  brain 
from  which  convulsions  are  released. 

Again,  when  the  exposed  human  cortex  is 
stimulated  electrically  at  the  operating  table 
with  a mild  current,  sharply  focal  responses 
are,  as  a rule,  obtained;  for  instance,  by 
stimulating  an  appropriate  area,  one  finger 
may  be  made  to  flex  or  one  side  of  the  face  to 
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contract.  When  such  mild  stimulation,  how- 
ever, is  applied  to  a certain  area  of  the  brain 
in  certain  epileptic  patients,  instead  of  a focal 
response  being  obtained,  this  mild  stimulation 
sets  off  a major  epileptic  attack  identical  with 
those  experienced  by  the  patient  clinically. 
Such  a point  in  the  brain,  which  we  term  a 
“trigger  area,”  may  well  be  looked  upon  as  an 
epileptic  focus  and  treated  in  the  same  way 
that  an  anatomic  focus  is  treated. 

Clinical  Forms 

Clinically,  convulsions  may  be  (a)  general- 
ized or  (b)  focal. 

(A)  Generalized  convulsions  are  those  that 
involve  all  parts  of  the  body  simultaneously 
and  equally.  They  may  be  “grand  mal” 
seizures  in  which  the  patient  loses  conscious- 
ness, falls  to  the  ground,  bites  his  tongue,  be- 
comes incontinent  of  urine  and  feces,  and  all 
parts  of  his  body  become  involved  in  violent 
clonic  convulsive  movements.  On  the  other 
hand,  the  attacks  may  be  the  so-called  “petit 
mal”  seizures,  characterized  only  by  fleeting 
lapses  of  consciousness,  oftentimes  scarcely 
perceptible.  In  either  case  the  widespread 
or  diffuse  clinical  manifestations  suggest 
widespread  diffuse  pathologic  processes  within 
the  brain,  either  anatomic  or  physiologic. 
In  those  cases  in  which  this  has  been  proved 
to  be  true,  the  treatment  must  come  from 
the  medical  therapeutist  rather  than  from 
the  surgeon. 

Unfortunately,  the  problems  of  etiology 
and  therapy  to  be  solved  in  these  cases  of 
generalized  convulsions  are  more  complicated 
and  obscure  than  those  presented  by  the  so- 
called  focal  epilepsy  to  be  discussed  in  the 
following  paragraphs,  and,  as  a matter  of 
fact,  are  often  very  little  or  not  at  all  under- 
stood at  the  present  time.  For  this  reason 
they  are  too  often  regarded  as  “idiopathic” 
and  even  as  “congenital,”  without  a proper 
search  for  the  etiologic  factor  ever  having 
been  made. 

The  term  “idiopathic”  should,  in  fact,  be 
used  reluctantly  and  with  the  thought  that  it 
refers  not  so  much  to  etiology  undeterminable 
as  to  etiology  not  yet  determined.  At  present 
there  is  afoot  a real  renaissance  of  interests  in 
the  etiology  and  mechanism  of  the  epilepsies, 
and  it  seems  probable  that  as  study  continues 
many  of  the  general  convulsions  that  now  ap- 
pear to  be  “idiopathic”  will  be  found  to  have 
specific  clinical  syndromes  based  on  constant 
pathologic  factors  which  can  be  determined 
and  successfully  treated  by  specific  therapy. 

( B ) Focal  convulsions  are  those  that  pri- 


marily involve,  or  are  completely  limited  to, 
a certain  sharply  localized  part  of  the  body. 
As  a rule  they  are  produced  by  one  of  the  dis- 
crete focal  pathologic  processes  described  in 
the  preceding  section  of  this  paper.  It  is 
reasonably  assumed  that  if  the  original  focus 
of  irritation  be  found  and  eradicated  in  these 
cases  of  focal  convulsions  the  attacks  them- 
selves will  cease.  From  this  it  may  be  seen 
that  cases  of  focal  epilepsy  are  essentially 
surgical  problems. 

While  focal  convulsions  are  practically 
never  produced  by  generalized  pathologic 
processes,  the  reverse  does  not  hold  true.  It 
cannot  be  emphasized  too  strongly  that 
generalized  convulsions  may  be,  and  fre- 
quently are,  produced  by  exquisitely  focal 
lesions.  A good  example  of  this  would  be 
the  convulsions  produced  by  brain  tumors. 

This  leads  up  to  the  essential  diagnostic 
problem  in  cases  of  convulsive  disorder. 

The  Diagnostic  Problem — Methods  of 
Study 

The  essential  diagnostic  problem  in  any 
given  case  of  convulsive  disorder  is  to  deter- 
mine whether  the  convulsion  is  the  result 
of  a diffuse  pathologic  process  causing  a 
generally  irritable  brain;  or  whether  it  is 
caused  by  a focal  pathologic  process.  The 
former  presents  a strictly  medical  problem, 
whereas  the  latter  may,  in  many  instances,  be 
treated  successfully  only  with  surgery. 

Focal  convulsions  are  indisputable  evidence 
of  a discrete,  localized,  irritative  lesion  of  the 
brain.  The  classic  example  is  the  so-called 
“jacksonian”  fit.  Here,  for  instance,  clonic 
movements  first  appear  in  the  digits  of  one 
hand  and  pass  slowly  up  the  arm,  involving 
progressively  the  wrist,  elbow,  shoulder,  face, 
trunk  and  leg  of  the  same  side,  and,  finally, 
the  entire  body  in  a generalized  clonic  con- 
vulsion accompanied  by  loss  of  consciousness 
and  incontinence  of  the  sphincters.  With 
such  a convulsion  the  diagnosis  of  focal 
epilepsy  due  to  a focal  lesion  is  easily  estab- 
lished. 

General  convulsions,  however,  do  not  rule 
out  a focal  lesion.  Indeed,  generalized  con- 
vulsions are  frequently  produced  by  the  most 
sharply  localized  lesions,  as,  for  example, 
brain  tumors.  Particularly  is  this  true  in  the 
later  stages  of  the  tumor  growth  when  the  en- 
tire brain  has  been  indirectly  involved  and  is 
abnormally  irritable.  A person  observing 
only  a convulsive  seizure  in  such  a patient 
might  see  no  evidence  whatever,  from  the 
character  of  the  attack  itself,  that  it  was  pro- 
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duced  by  a localized  lesion  that  could  be  re- 
moved surgically. 

All  the  available  sources  of  focal  data 
should  be  painstakingly  examined  in  every 
case  of  epilepsy.  Focalizing  features  of 
great  importance  but  not  at  first  apparent 
may  many  times  be  brought  to  light  by  vari- 
ous diagnostic  studies.  These  may,  for  con- 
venience, be  divided  into  (a)  minor  diagnostic 
studies  and  procedures  and  (b)  major  diag- 
nostic procedures. 

(A.)  Minor  Diagnostic  Studies  and  Proce- 
dures.— 1.  The  age  of  the  patient  at  the 
time  that  the  convulsions  first  appeared  is  of 
prime  importance.  Convulsions  beginning 
after  the  age  of  25  or  30  are  almost  invariably 
due  to  a focal  lesion,  often  to  tumor. 

2.  The  early  convulsions  occurring  in  the 
initial  stages  of  a long-standing  case  of 
epilepsy,  which  now  shows  only  generalized 
major  convulsions,  are  sometimes  found  upon 
careful  questioning  definitely  to  have  been 
focal  in  character. 

3.  Abortive  or  incomplete  attacks,  in 
which  only  the  early  part  of  the  convulsive 
pattern  is  acted  out  and  the  “fit”  is  arrested 
spontaneously  before  becoming  generalized, 
often  yield  valuable  focalizing  information 
that  is  altogether  lacking  in  the  more  serious 
generalized  attacks.  For  instance,  a patient 
who  suffers  currently  with  two  or  three  at- 
tacks of  generalized  convulsions  a month 
may  experience,  from  time  to  time  between 
these  attacks,  a transient  stiffening  of  the 
fingers  of  one  hand,  a feeling  of  heaviness  in 
one  leg,  or  a difficulty  in  expressing  himself  as 
fluently  as  usual. 

4.  The  auras  or  warnings  that  often  im- 
mediately precede  generalized  convulsions  are 
occasionally  of  value  in  establishing  the  focal 
nature  of  epilepsy,  especially  if  the  auras 
present  a pattern  that  is  constant  in  recur- 
rence. For  example,  bright  lights  referred 
constantly  to  the  right-hand  fields  of  vision 
of  both  eyes  just  before  a convulsion  might 
well  indicate  an  irritative  lesion  in  the  left 
temporal  or  occipital  lobe. 

5.  The  initiating  phase  in  any  given  at- 
tack may  also  give  leads  that  will  help  to 
lateralize  or  even  localize  a lesion.  Some- 
times this  will  be  purely  sensory,  such  as  a 
feeling  of  “thickness”  on  one  side  of  the 
tongue,  a “warm”  feeling  passing  down  an 
arm,  or  a “heavy”  feeling  in  the  leg,  followed 
almost  immediately  by  loss  of  consciousness 
and  a bilateral,  nonfocalizing  convulsion. 
Occasionally,  the  first  movement  in  a truly 
generalized  convulsion  may  repeatedly  and 


consistently  be  a stiffening  of  one  leg,  a raising 
of  one  arm,  a turning  of  the  head  always  to 
one  side,  or  a twitching  of  one  side  of  the  face. 
These  may  occur  just  as  the  patient  is  losing 
consciousness  or  even  after  he  is  unconscious 
and  may  precede  the  general  fit  by  only  a 
fleeting  second.  They  could  not  properly 
be  called  “jacksonian”  phenomena;  but,  if 
they  constantly  initiate  the  convulsive  pat- 
tern, they  probably  have  definite  relationship 
to  a “trigger  area”  in  the  brain.  Even  the 
simple  observation  that  convulsions  always 
begin  on  one  side  of  the  body  may  be  of  great 
value  in  locating  a lesion. 

6.  Postconvulsive  sequelae  or  residual 
symptoms  and  signs  remaining  even  a short 
time  after  the  attack  itself  has  passed  may 
give  true  focal  data.  For  example,  following 
complete  return  of  consciousness,  a patient 
may,  for  several  hours  or  days,  drag  one  foot 
in  walking  or  have  a conspicuous  difficulty 
in  speaking,  although  mentally  quite  clear — 
signs  present  at  no  other  time. 

7.  Other  symptoms  or  signs  referable  to 
the  central  nervous  system  found  in  associa- 
tion with  convulsions  should  automatically 
raise  the  suspicion  of  a focal  lesion.  Head- 
ache, nausea,  blurring  vision,  weakness, 
numbness  of  an  extremity,  or  changes  of 
personality  exhibited  in  a patient  having 
epileptic  attacks  would  constitute  strong 
presumptive  evidence  that  an  expanding 
lesion,  such  as  tumor  or  abscess,  was  produc- 
ing the  seizures.  All  effort  should  be  made 
to  establish  the  existence  of  such  a lesion — if 
necessary,  by  air  studies. 

8.  Active  pathologic  processes  elsewhere 
in  the  body,  such  as  pulmonary  abscess,  tuber- 
culosis, syphilis,  or  any  neoplastic  disease  in 
a patient  suffering  with  convulsions,  should 
always  raise  the  suspicion  of  a metastatic 
lesion  of  the  same  type  in  the  brain. 

9.  Trauma  preceding  the  onset  of  epilepsy 
offers  presumptive  evidence  of  localized  scar 
tissue  or  adhesions  of  the  brain,  even  though 
the  convulsions  themselves  are  generalized 
and  without  focal  features.  This  is  so  because 
the  scar  tissue  may  be  present  in  “silent” 
areas,  such  as  the  frontal  lobe,  taken  up  only 
with  the  higher  psychic  functions  from  which 
release  of  sharply  localized  motor  or  sensory 
phenomena  is  impossible. 

10.  The  neurologic  examination  may  show 
evidences  of  a localized  pathologic  process. 
In  addition  to  the  more  common  signs,  such 
as  focal  weaknesses  and  reflex  changes,  lesser 
findings,  such  as  suppression  of  automatic 
associated  movements  or  focal  atrophies,  may 
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Fig.  la.  Fig.  lb. 

Fig.  la.  Showing  technic  employed  in  studying  the  electrocortical  potentials  of  the  brain  in  a 
search  for  epileptic  focus.  The  bipolar  electrodes  can  be  adjusted  to  rest  lightly  against  any  portion 
of  the  cortex. 

Fig.  lb.  The  graphs  show  the  type  of  record  obtained.  (A)  Represents  essentially  normal 
“brain  waves.”  (B)  Shows  pathologic  waves  of  slow  frequency  indicating  the  presence  of  a patho- 
logic lesion  in  the  region  from  which  these  potentials  were  obtained.  (C  and  D)  Show  large  slow 
waves  similar  to  those  seen  in  (B).  In  addition,  there  are  seen  some  “spike  formations”  frequently 
found  in  association  with  convulsive  disorders,  especially  petit  mal  seizures. 


have  significance  in  localizing  the  etiologic 
lesion. 

11.  Blood  chemistry  should  be  tested, 
although  spontaneous  hypoglycemia  (hyper- 
insulinism)  is  an  extremely  rare  cause  of 
epileptiform  seizures. 

12.  Roentgen-ray  examination  often  es- 
tablishes the  presence  of  a focal  lesion  by 
showing  depressed  fractures  or  by  revealing 
erosions,  hyperostoses,  or  vascular  anomalies 
of  the  bone.  Calcific  deposits  within  the 
brain  itself  may  indicate  the  presence  of  a 
tumor. 

13.  Electroencephalography  is  a recent 
development  whereby  minute  changes  in 
electric  potentials  generated  by  the  brain  can 
be  recorded  and  studied.  The  currents  are 
taken  directly  through  the  intact  skull  by 
means  of  small  electrodes  fastened  by  collo- 
dion to  the  scalp.  It  has  been  found  that 
areas  initiating  epileptic  fits  give  off  abnormal 
and  characteristic  waves  that  are  quite  dif- 
ferent from  the  waves  given  off  from  other 
normal  areas  of  the  brain.  This  new  technic 
offers  promise  of  great  advance  in  the  locali- 
zation of  epileptogenic  foci  (Fig.  1). 

14.  Pneumoencephalography.  A study  of 
epilepsy  is  rarely  complete  without  an  en- 
cephalogram or  ventriculogram.  These  are 
special  forms  of  roentgen-ray  study  in  which 
the  spinal  fluid  is  removed  from  the  ventricles 
and  subarachnoid  spaces  of  the  brain  and  is 
replaced  by  air  or  other  gas  that  shows  in 


great  contrast  to  the  brain  itself  in  roentgen- 
ray  pictures. 

These  frequently  reveal  distended  or  dis- 
torted ventricles  or  abnormalities  of  the  subar- 
achnoid spaces  which  undeniably  establish  the 
site  and  nature  of  the  pathologic  process  ac- 
countable for  the  convulsions  when  all  other 
methods  of  study  have  failed.  For  example, 
an  encephalogram  or  ventriculogram  may  be 
the  only  way  possible  to  discover,  and  ac- 
curately locate,  a congenital  porencephalic 
cyst  in  an  infant  having  convulsions  where  the 
condition  would  otherwise  be  regarded  as  a 
case  of  congenital  “idiopathic”  epilepsy. 
In  the  same  way  encephalograms  or  ventricu- 
lograms often  reveal  tumors  in  adults  which 
could  not  otherwise  be  diagnosed. 

(B)  Major  Diagnostic  Procedures. — 15. 
Craniotomy  with  visual  inspection  of  the 
cortex.  This  may  reveal  flat  surface  lesions 
that  are  not  revealed  by  pneumoencephalog- 
raphy. These  include  adhesions  involving 
the  cortex,  pia-arachnoid,  and  dura;  and 
also  arteriovenous  anomalies  of  surface  vessels. 
Both  of  these  lesions  are  frequent  causes  of 
convulsive  disorders.  They  do  not  have 
sufficient  bulk  to  cast  a shadow  in  the  pneumo- 
encephalogram or  to  distort  the  ventricular 
system.  In  most  instances,  the  only  way  of 
confirming  their  presence  is  by  direct  inspec- 
tion of  the  surface  of  the  brain. 

16.  Electrocorticograms.  These  are 
studies  of  electrical  brain  potentials  taken 
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directly  from  the  exposed  cortex.  The  ab- 
normal and  characteristic  waves  obtained  in 
typical  cases  may  permit  precise  localization 
of  the  epileptic  focus.  This,  of  course,  is  of 
extreme  value  in  those  cases  where  there  is  no 
gross  change  in  the  appearance  of  the  brain 
(Figs,  la  and  lb). 

17.  Electrical  stimulation  of  the  exposed 
cortex  in  search  of  a “trigger  area.”  In  a 
systematic  way,  stimulation  of  the  exposed 
cortex  is  carried  out,  using  a fine  bipolar 
electrode  and  minimal  current — galvanic  or 
faradic.  As  the  investigator  stimulates  point 
after  point  along  the  various  gyri,  sharply 
focalized  responses,  such  as  the  movement  of 
a single  finger,  are  normally  obtained.  But 
if  a spot  is  found  which  is  a so-called  “trigger 
area”  for  convulsions,  its  stimulation,  even 
with  a weak  current,  causes  a violent  convul- 
sion and  in  typical  cases  reproduces  the  exact 
pattern  of  the  epileptic  fit  from  which  the  pa- 
tient seeks  relief.  Excision  of  this  “trigger 
zone”  should  terminate  the  attacks  in  favor- 
able cases. 

The  diagnosis  of  “idiopathic  epilepsy”  is 
permissible  only  when  (1)  the  disease  first  ap- 
pears during  infancy  or  early  childhood  and 
(2)  when  no  evidence  of  a specific  or  focalized 
etiology  can  be  obtained  by  any  of  the 
methods  of  study  outlined  above.  Even 
then  the  diagnosis  should  be  considered  ten- 
tative. It  should  be  made  with  hesitation 
and  with  the  same  amount  of  mental  reserva- 
tion as  would  accompany  a diagnosis  of 
“fever — unexplained,”  for  it  is  unquestion- 
ably true  that,  as  a result  of  improved  methods 
of  study  and  a revival  of  interest  in  the  sub- 
ject, many  cases  of  epilepsy  that  would  have 
been  regarded  as  “idiopathic”  (and  hence 
incurable)  twenty  years  ago  are  today  be- 
ing shown  to  be  the  result  of  a localized, 
specific  lesion  for  which  surgery  offers  a 
favorable  prognosis. 

Treatment 

Theoretically,  all  generalized  nonfocal  epi- 
lepsy should  be  treated  by  medical  measures 
calculated  to  reduce  the  irritability  of  the 
brain  or  raise  its  threshold  to  irritable  stimuli, 
and  all  focal  epilepsy  should  be  treated  by  the 
ablation  of  the  lesion  causing  the  irritation  of 
the  brain. 

In  practice,  however,  this  idealized  program 
is  not  rigidly  adhered  to  in  all  instances.  It 
would  be  unwise,  for  example,  to  subject  a pa- 
tient to  a major  surgical  procedure  for  the  re- 
lief of  convulsions  that  were  mild  (those  that 
occurred  infrequently,  possibly  only  while  the 


patient  was  asleep,  and  did  not  in  any  way 
interfere  with  the  patient’s  social  or  economic 
life)  simply  because  the  attacks  had  focal 
features. 

All  patients  suffering  with  convulsive  dis- 
orders, however,  should  be  admitted  to  a 
neurologic  hospital  and  should  be  thoroughly 
investigated  along  the  lines  laid  down  in  the 
preceding  sections  of  this  paper  under  the 
designation  “Minor  Diagnostic  Procedures.” 
This  study  should  certainly  include  an  electro- 
encephalogram and  a pneumoencephalogram. 
At  the  completion  of  these  studies,  concluding 
with  the  pneumoencephalogram,  it  is  possible 
to  divide  the  patients  into  three  categories: 

1.  Cases  that  show  no  focal  or  lateral- 
izing  symptoms  or  signs  of  any  sort. 
These  cases  must  be  considered  for  the  time 
being  as  nonfocal  and,  hence,  nonsurgical. 
They  can  only  be  treated  by  one  or  another  of 
the  medical  types  of  therapy  to  be  outlined 
later. 

2.  Cases  that  show  gross  anatomic 
lesions  in  the  brain  by  clinical  examination 
or  pneumoencephalography.  This  group 
would  include  depressed  fractures,  post- 
traumatic  cicatrices  with  deformity  of  the 
ventricular  system,  and  tumors.  These  cases 
are  unquestionably  surgical  problems.  The 
tumors  offer  absolute  surgical  mandates. 
The  depressed  fractures  should  be  elevated 
to  prevent  degeneration,  with  formation  of  a 
cicatrix  in  the  underlying  brain.  And  the 
scars  already  present  should  be  removed  to 
stop  the  severe,  persistent,  and  probably 
destructive  irritation  to  adjacent  brain. 

3.  An  “intermediate”  group  remains  show- 
ing evidences  of  focal  lesions  which  are  ir- 
ritative but  not  grossly  anatomic — in  which, 
in  other  words,  there  is  no  compression  or  dis- 
tortion of  the  brain  as  revealed  by  pneumo- 
encephalography. The  writer  feels  that  all 
members  of  this  group  should  be  given  a 
thorough  trial  under  medical  therapy  before 
any  surgical  measures  are  contemplated. 
Surgery  should  only  be  carried  out  in  this 
group  when  all  medical  measures  have  failed. 

(A)  Medical  Treatment. — The  medical 
treatment  of  convulsive  disorders  consist 
primarily  in  the  use  of  anti  convulsive  drugs, 
supplemented  by  general  hygienic  and  dietary 
measures.  The  bromides  were  first  used  as 
specific  anti  con  vulsives  in  1858  by  Lacock, 
and  for  many  years  they  were  the  only  drugs 
known  to  be  available  for  this  purpose.  In 
1912  Hauptman  introduced  phenobarbital, 
known  generally  as  “luminal,”  which  was 
decidedly  more  potent  than  bromides  had 
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Fig.  2.  Case  1.  Generalized  convulsions  following  depressed  fracture  of  right  frontal  bone. 
The  arrow  indicates  fracture.  Note  also  how  the  cortical  cicatrix  developing  beneath  the  fracture  is 
pulling  the  anterior  pole  of  the  right  lateral  ventricle  forward. 


been  and  caused  less  unpleasant  reaction. 
In  1938  Dr.  Tracy  Putnam,  formerly  of 
Boston  and  now  director  of  the  Neurological 
Institute  of  New  York  City,  and  Dr.  Houston 
Merritt,  of  Boston,  brought  out  an  entirely 
new  drug — sodium  diphenyl  hydantoinate — 
generally  referred  to  now  as  “dilantin,”  which 
has  proved  phenomenally  successful  as  an 
anticonvulsive  and  marks  a further  great  ad- 
vance in  the  medical  treatment  of  convulsive 
disorders.  It  is  estimated  that  60  per  cent 
of  patients  suffering  with  convulsive  disorders 
were  completely  or  greatly  relieved  by  the  use 
of  luminal  and  that  an  additional  60  per  cent 
of  those  unaided  by  luminal  have  been  cured 
or  greatly  benefited  by  the  drug,  “dilantin.” 

The  ketogenic,  the  high-protein,  the  low- 
salt,  and  the  low-fluid  diets  have  all  benefited 
certain  patients  from  time  to  time  and  should 
certainly  be  given  a trial,  as  indicated,  in  as- 
sociation with  the  more  powerful  pharma- 
ceutical agents. 

( B ) Surgical  Treatment . — In  spite  of  the 
most  intensive  and  best  directed  medical 
care,  a certain  number  of  patients  of  the  “in- 
termediate” group  will  continue  to  have  con- 
vulsions. 


The  selection  from  this  group  of  those  pa- 
tients who  should  undergo  surgical  explora- 
tion and  the  major  diagnostic  procedures  out- 
lined above  is  one  that  depends  on  many 
variable  factors  different  in  each  individual 
case.  The  frequency  of  the  convulsions  is 
one  such  factor.  Obviously,  if  the  attacks 
occur  only  once  every  two  or  three  months, 
there  is  less  reason  for  surgery  than  if  they 
occur  two  or  three  times  a week.  Similarly, 
the  severity  of  the  attacks  constitute  a fac- 
tor. Should  these  be  accompanied  by  falling 
and  serious  injury,  there  is  more  reason  for 
surgical  interference  than  if  the  attacks  are 
preceded  by  a warning  that  permits  the  pa- 
tient to  avoid  injury.  The  time  of  day  or 
night  in  which  the  attacks  occur  is  also  im- 
portant. If  the  attacks  occur  while  the  pa- 
tient is  asleep,  as  they  do  in  many  instances, 
they  do  not  interfere  in  any  way  with  the 
patient’s  social  or  economic  status.  On  the 
other  hand,  if  they  occur  during  the  daytime, 
they  are  apt  to  make  him  a social  and  eco- 
nomic outcast. 

The  effect  of  the  attacks  upon  the  patient’s 
ego  and  personality  as  a whole  is  likewise  im- 
portant. Many  dull,  phlegmatic  individuals 
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Fig.  3.  Case  1 ( continued ).  (A)  Note  the  depressed  and  retracted  scar  of  cortex  which  underlay 

the  depressed  fracture  at  the  anterior  pole  of  the  frontal  lobe  (indicated  by  arrows).  Markers  1,  2,  3 
indicate  the  primary  motor  (precentral)  convolution.  (B)  Same  area  following  amputation  of  an- 
terior pole  of  frontal  lobe  containing  the  scar.  The  patient  has  had  no  convulsions  since  operation. 


I tolerate  an  occasional  attack  with  little  emo- 
tional reaction.  On  the  other  hand,  a highly 
sensitive,  cultivated  person  undergoes  intense 
mental  suffering  with  each  such  attack,  and 
many  people  develop  unsocial  and  psycho- 
pathic personalities  due  to  the  frustration  and 
shame  associated  in  their  minds  with  the  dis- 
ease. It  is  obvious,  therefore,  that  no  general 
rule  as  to  when  or  when  not  to  operate  will 
hold  true  in  all  cases,  and  each  case  must  be 
decided  individually. 

Surgery  is  indicated,  in  general,  if  (1)  the 
attacks  are  socially  or  economically  incapaci- 
tating, (2)  they  are  in  any  way  focal,  and  (3) 
medical  therapy  has  proved  unsuccessful  in 
controlling  them. 

If  surgery  is  decided  upon,  then  a large 
craniotomy  should  be  performed,  which  will 
allow  the  major  diagnostic  procedures  above 
described  to  be  freely  carried  out,  viz.:  (1) 
visual  inspection  of  the  cortex  for  adhesions 
or  vascular  anomalies;  (2)  study  of  cortical 
potentials,  and  (3)  electrical  stimulation  of  the 
exposed  cortex  in  search  of  a so-called  “trigger 
area.”  Should  an  epileptogenic  focus  be  dis- 
covered by  any  of  these  three  means,  it 
should  then  be  treated  in  the  manner  best 
suited  to  the  individual  situation.  This  will 
be  determined  in  each  instance  by  the  nature 
of  the  lesion  and  its  position. 

Results 

The  postoperative  results  permit  certain 
generalizations  to  be  made. 

In  the  first  place,  the  more  definitely  and 
grossly  anatomic  the  focal  lesion  that  causes 
the  convulsion  is,  the  more  successful,  as  a 
rule,  is  the  result  following  its  removal.  For 


instance,  the  group  comprising  the  depressed 
fractures  and  the  cortical  cicatrices  sufficient 
to  produce  changes  visible  in  the  pneumoen- 
cephalogram has  a high  percentage  of  com- 
plete and  permanent  cure.  The  convulsions 
due  to  tumors  almost  completely  disappear 
upon  the  removal  of  the  offending  growth. 
The  1 patient  in  my  series  of  cases  with  a 
localized  venous  angioma  of  the  cortex,  which 
was  removed  “en  bloc,”  has  had  no  convul- 
sions for  the  two  years  since  the  operation. 

Few  patients  in  whom  the  focal  lesion  was 
essentially  physiologic  rather  than  anatomic 
have  been  completely  cured  of  their  seizures 
as  a result  of  operative  measures.  On  the 
whole,  however,  they  have  shown  varying 
degrees  of  improvement,  and  2 such  cases 
have  been  strikingly  successful.  Most  of  the 
patients  themselves  feel  that  they  have  been 
definitely  benefited  and  are  grateful.  In 
connection  with  this  group  it  should  be  re- 
membered that  the  basic  cause  of  the  con- 
vulsions in  all  of  these  patients  is  probably  a 
constitutionally  low  threshold  for  all  forms 
of  irritation  and  that  the  various  focal  points 
found  and  treated  at  operation  probably 
represent  simply  the  secondary  “release 
mechanisms.” 

Case  Reports 

Space  will  not  permit,  nor  is  this  the  occa- 
sion for,  a statistical  analysis  of  operative  re- 
sults. This  the  author  hopes  to  make  in  de- 
tailed form  in  subsequent  reports.  A few 
cases  illustrative  of  the  principal  types  treated 
by  surgical  measures,  however,  follow. 

Case  1. — V.  L.}  woman , aged  23.  Depressed 
fracture  right  frontal  hone  in  infancy.  Generalized 
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Fig.  4.  Fig.  5. 


Fig.  4.  Case  2.  Convulsions  produced  by  cortical  cicatrix  not  accompanied  by  depressed  frac- 
ture. X-rays  of  skull  show  large,  longstanding,  bony  defect  at  site  of  original  injury.  Ventriculo- 
gram shows  the  occipital  horn  of  left  lateral  ventricle  being  pulled  in  the  direction  of  the  bony  defect 
by  contraction  of  the  cortical  cicatrix. 

Fig.  5.  Case  2 {continued).  The  “core”  of  scar  tissue  extending  from  the  dura  inward  to  the 
ventricle  was  reamed  out.  This  patient  has  been  free  of  convulsions  since  operation. 


convulsions  for  past  three  years.  Exploratory 
craniotomy  disclosing  dense,  cortical  cicatrix 
beneath  small  depressed  fracture.  Amputation 
anterior  pole  of  right  frontal  lobe  containing  cica- 
trix. No  convulsions  since  operation  two  years 
ago  {Figs.  2 and  8). 

History:  The  patient  received  a depressed 

fracture  in  the  right  frontal  bone  when  she  was  a 
small  child.  She  recovered  from  the  accident, 
but  no  attempt  was  ever  made  to  elevate  the 
depressed  fracture.  Two  and  one-half  years  be- 
fore her  admission  to  the  hospital  in  March, 
1938,  the  patient  began  to  have  generalized  con- 
vulsions without  any  focal  features  whatever. 
These  averaged  about  one  major  attack  every 
two  weeks,  but  at  times  she  had  had  attacks 
each  day  and  on  one  day  had  had  as  many  as 
four  attacks. 

The  patient  had  received  medication  inter- 
mittently during  this  time,  but  there  had  been 
no  consistent  treatment,  and  no  record  of  the 
quantities  of  medication  was  actually  kept. 

Neurologic  Examination:  Entirely  negative. 

Laboratory  Examinations:  Negative. 

X-Ray  Examination:  Small,  old,  depressed 

fracture  of  the  right  frontal  bone.  Encephalo- 
gram showed  a mild  right  frontal  porencephaly 
with  a slight  “wandering”  of  the  right  frontal 
horn  toward  the  site  of  the  depressed  fracture 
(Fig.  2). 

Operation:  March  8,  1938 — right  frontal 

craniotomy  under  local  anesthesia.  There  was 
a sharp,  jagged  break  in  the  inner  table  of  the 
right  frontal  bone,  and  directly  beneath  this 
there  was  a dense,  cortical  cicatrix.  The  an- 


terior pole  of  the  frontal  lobe  containing  the 
cicatrix  was  amputated  (Fig.  3). 

Postoperative  Course:  The  postoperative 
course  was  smooth  and  uncomplicated,  and  the 
patient  left  the  hospital  on  the  fifteenth  post- 
operative day. 

Patient  has  had  no  convulsions  of  any  sort 
since  the  operation.  She  is  regularly  employed. 
She  has  taken  no  medication  since  her  discharge 
from  the  hospital. 

Case  2. — I.  F.,  woman,  aged  28.  Posttraumatic 
cicatrix  of  left  occipital  lobe  since  age  of  5 months. 
Generalized  convulsions  since  16  years  of  age. 
Excision  of  cicatrix.  No  convulsions  since  opera- 
tion. {See  Figs.  4 and  5.) 

History:  The  patient’s  birth  was  uncompli- 

cated and  early  development  normal.  At  the 
age  of  3 months  she  fell  out  of  her  carriage  and 
struck  the  left  parieto-occipital  region.  She 
was  never  unconscious.  There  was  a large 
hematoma  at  the  site  of  the  trauma  which  even- 
tually disappeared.  As  time  passed,  the  mother 
noticed  that  bone  of  the  skull  was  gradually  ab- 
sorbed at  the  point  of  injury  and  never  reformed. 

At  the  age  of  16  years  the  patient  had  her 
first  convulsion — a typical  grand  mal  seizure 
without  focal  features.  During  the  next  four 
years  these  occurred  about  once  every  three  to 
six  months.  About  three  or  four  months  prior 
to  operation  there  occurred  an  abrupt  increase 
in  the  frequency  of  the  convulsions  so  that  these 
averaged  three  or  four  each  week.  Under 
luminal,  1/2  grain  three  times  daily,  she  had  one 
attack  in  two  weeks.  The  patient  was  left- 
handed. 
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Neurologic  Examination:  There  was  a soft, 
irregular  defect  in  the  skull  in  the  left  parieto- 
occipital region  which  was  depressed  about  IV2 
cm.  below  the  general  level  of  the  skull.  There 
was  slight  hypoplasia,  weakness,  and  hyperre- 
flexia  of  the  right  arm  and  leg.  Examination 
otherwise  was  essentially  negative. 

X-Ray  Examination:  The  skull  showed  a 
large  bone  defect  in  the  left  posterior  parietal 
region  (Fig.  4).  Encephalograms  showed  cor- 
tical atrophy  in  the  region  of  the  bone  defect, 
with  the  atrium  of  the  left  ventricle  apparently 
pulled  toward  the  defect  (Fig.  4). 

Laboratory  Examinations:  Essentially  nega- 

tive. 

Operation:  October  27,  1937 — left  parieto- 
occipital craniotomy.  There  was  disclosed  at 
the  site  of  the  bony  defect  a dense  cicatrix  in- 
volving dura,  pia-arachnoid,  and  underlying 
brain.  A “core”  of  tissue  was  removed  about 
2.5  to  3 cm.  in  diameter,  extending  from  the 
dura  directly  down  and  into  the  ventricle,  con- 
taining the  cicatrix  (Fig.  5).  The  defect  in  the 
dura  was  closed  with  a piece  of  Cargile  mem- 
brane. 

Postoperative  Course:  The  immediate  post- 

operative course  was  uneventful,  and  she  was 
discharged  from  the  hospital  on  the  nineteenth 
postoperative  day.  At  the  time  of  her  dis- 
charge she  was  receiving  luminal,  1 grain  three 
times  a day.  This  has  been  gradually  reduced 
to  l/2  grain  three  times  a day. 

She  has  had  no  attacks  of  any  sort  since  her 
operation  two  and  a half  years  ago.  She  has 
been  working  as  a secretary. 

Case  3. — A.  P.,  man,  aged  39.  Tuberculoma 
of  the  left  cerebrum  with  focal  seizures.  Crani- 
otomy with  excision  of  isolated  tuberculoma.  No 
convulsions  since  operation  {Fig.  6). 

History:  This  patient  was  an  insurance 
broker,  who  was  admitted  to  the  hospital  (New 
York  Post-Graduate)  in  March,  1936,  because  of 
focal  convulsions  involving  the  right  hand  and 
arm.  The  first  attack  had  occurred  in  Novem- 
ber, 1933.  Similar  attacks  had  occurred  in 
January,  March,  and  June,  1934.  From  June, 
1934,  until  March,  1935,  attacks  occurred  every 
six  weeks.  From  March,  1935,  to  March,  1936, 
attacks  recurred  every  two  weeks.  An  attack 
in  February  lasted  two  hours.  Recently  the 
right  hand  had  come  to  feel  “heavy.”  In  1927, 
six  years  before  the  onset  of  his  convulsions, 
the  patient  had  spent  six  months  in  a sani- 
tarium at  Saranac,  New  York,  with  a diag- 
nosis of  pulmonary  tuberculosis;  but  he  had 
been  discharged  with  process  apparently  arrested. 

Neurologic  Examination:  Tendon  reflexes 

were  slightly  exaggerated  in  the  right  upper  ex- 
tremity. Otherwise  the  neurologic  examination 
was  entirely  negative. 

X-Ray  Examination:  X-rays  of  the  skull 
were  negative.  X-rays  of  the  lungs  showed 
“fibroid  phthisis.” 

Laboratory  Examinations.  Essentially  nega- 


Fig.  6.  Case  3.  Focal  convulsions  caused 
by  tuberculoma.  Illustration  shows  midsection 
through  block  of  tissue  containing  one  small, 
discrete  tuberculoma,  removed  from  the  post- 
central  “thumb”  area.  This  patient  has  had  no 
convulsions  since  operation. 

tive.  Tubercular  bacilli  were  found  in  the 
sputum.  Guinea-pig  inoculation  was  not  done. 

Operation:  February  13,  1936 — left  crani- 
otomy with  excision  of  small,  single,  discrete 
tuberculoma  from  the  “thumb  area”  of  the  left 
cerebral  cortex  (Fig.  6). 

Postoperative  Course:  The  patient  showed 
slight  general  reaction  to  the  operation.  There 
was  never  any  evidence  of  meningitis.  How- 
ever, following  the  operation  he  did  have  slight 
transient  aphasia  and  rather  marked  paresis  of 
the  fingers  of  the  right  hand.  Both  of  these 
rapidly  improved.  At  time  of  discharge  from 
the  hospital  on  the  eighteenth  postoperative 
day,  the  aphasia  had  cleared  up  except  for  a 
certain  slowness  in  speech,  and  function  had 
largely  returned  to  the  right  hand  except  for 
finely,  coordinated  movements.  These  defects 
persist  in  minor  form  to  the  present  time. 

The  patient  has  had  no  convulsions  of  any 
sort  since  his  operation  four  years  ago.  He  has 
not  been  taking  any  medication. 

Case  4. — K.  C.,  girl,  aged  4.  Venous  angioma 
of  right  cerebrum  with  generalized  convulsions. 
Craniotomy  and  block  excision  of  angioma.  No 
convulsions  since  operation  {Figs.  7 and  8). 

History:  The  patient  was  a small  girl  who 
had  suffered  from  convulsions  for  fifteen  months. 
At  first  these  involved  only  the  left  arm  and  leg, 
but  during  the  past  month  they  had  been  gen- 
eralized. 

At  first  the  attack  occurred  once  every  two  to 
six  days;  but  during  the  last  month  before  ad- 
mission they  occurred  two  to  three  times  a day, 
at  intervals  of  one  to  two  days.  On  one  day 
she  had  four  attacks.  The  patient  had  had  no 
medication  for  her  attacks. 

Neurologic  Examination:  The  child  was 
alert  and  active.  The  examination  was  es- 
sentially negative. 

X-Ray  Examination:  The  plain  films  showed 
fine  parallel  linear  streaks  of  calcification  con- 
fined to  the  medial  portion  of  the  right  parietal 
and  occipital  lobes  of  the  brain,  typical  of  a 
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Fig.  7.  Case  4.  Generalized  convulsions  due  to  venous  angioma  of  right  parietal  cortex.  (A) 
Ventriculogram  showing  the  fine  parallel  lines  in  the  parietal  cortex,  which  indicated  calcification  in 
walls  of  the  angioma.  (B)  X-ray  taken  through  the  excised  block  of  cortex  containing  the  angioma, 
which  shows  again  the  parallel  lines  of  calcification  in  its  walls,  indicated  by  the  arrows.  Note  silver 
clips  on  blood  vessels.  (C)  Photograph  of  the  excised  block  of  cortex  containing  the  angioma. 


Fig.  8.  Case  4 ( continued ).  This  is  the 
patient  from  whom  the  angioma  shown  in 
Fig.  7 was  removed.  She  has  had  no  convul- 
sions during  the  two  years  which  have  elapsed 
since  her  operation. 


venous  angioma  (Fig.  7A  and  B).  Encephalo- 
grams showed  the  same  calcification  seen  in 
the  plain  films  but  were  otherwise  normal. 

Laboratory  Examinations:  Essentially  nega- 

tive. 

Operation:  January  27,  1938 — right  parietal 
craniotomy.  The  operation  disclosed  and  the 
surgeon  removed  “en  bloc”  a venous  angioma 
from  the  parietal  lobe  (Fig.  7B  and  C). 

Postoperative  Course:  The  postoperative 

course  was  smooth,  and  the  child  was  discharged 
from  the  hospital  on  the  twelfth  day  after  her 
operation.  At  time  of  discharge  the  mother 
was  instructed  to  give  the  child  luminal, 
grain  three  times  a day,  but  she  has  been  care- 
less about  this,  and  months  have  gone  by  with- 
out the  patient  receiving  any  medication  what- 
ever. 

The  child  has  had  no  attack  of  any  sort  during 
the  two  years  since  the  operation  and  is  today 
completely  symptom-free  (Fig.  8). 

Case  5. — M.  V.,  woman , aged  50.  Menin- 
gioma arising  from  the  falx  producing  focal  convul- 
sions. Pneumoencephalogram  negative  for  tumor. 
Exploratory  craniotomy.  Disclosure  and  total 
removal  of  tumor  {Fig.  9). 

History:  This  Italian  woman  had  suffered 

for  approximately  two  years  with  left-side  con- 
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vulsions,  frequently  becoming  generalized  and 
uncontrolled  by  luminal.  Two  months  before 
admission  she  complained  of  a persistent  sensa- 
tion of  “numbness”  in  the  left  arm.  On  one  or 
two  occasions,  transient  weakness  of  the  left 
leg  was  reported,  but  this  cleared  up. 

Neurologic  Examination:  There  was  slight 

hyperreflexia  of  left  arm  and  leg  and  a question- 
able weakness  of  left  hand  and  arm.  Otherwise 
the  examination  was  essentially  negative. 

X-Ray  Examination:  Plain  x-rays  of  the 
skull  were  negative.  Pneumoencephalograms 
were  reported  negative  except  for  slight  left- 
sided  cerebral  atrophy,  suggesting  cerebral 
arteriosclerosis,  most  marked  along  the  fissure 
of  Rolando. 

Operation:  April  8,  1938 — right  parietal  ex- 

ploratory craniotomy.  A small  meningioma 
was  found,  arising  from  the  falx  in  the  postcentral 
region.  Complete  removal  was  effected  (Fig.  9). 

Postoperative  Course:  The  postoperative 

course  was  uncomplicated.  She  was  discharged 
ambulatory,  twelve  days  postoperative. 

Case  6. — R.  G.,  boy , aged  8.  Convulsions  since 
the  age  of  17  months.  Slight  weakness  left  arm 
and  leg  since  then.  Small , calcified  subcortical 
cicatrix  lying  within  the  primary  motor  gyrus  re- 
vealed by  roentgenograms.  No  convulsions  since 
operation.  Return  of  power  to  left  arm  and  leg 
(Figs.  10  and  11). 

History:  The  patient  was  a young  boy  suf- 

fering with  convulsions.  From  the  time  he 
was  17  months  old  until  he  was  five  years  old, 
the  attacks  were  limited  to  his  left  hand  and  arm. 
From  the  age  of  5 until  7 the  attacks  involved 
the  entire  left  side  of  the  body  without  loss  of 
consciousness.  During  this  time  they  usually 
occurred  daily.  Since  the  age  of  7,  the  seizures 
have  been  generalized  and  accompanied  by  loss 
of  consciousness.  During  this  time  they  oc- 
curred three  to  four  times  daily,  in  spite  of 
supervised  luminal  therapy. 


Fig.  9.  Case  5.  The  small  benign  tumor 
here  pictured  (meningioma)  was  removed  from 
Case  5.  Exploration  was  performed,  in  spite 
of  the  fact  that  encephalograms  showed  only 
cortical  atrophy,  because  this  patient’s  convul- 
sions were  so  focal  and  constant  in  pattern. 

Coincident  with  the  onset  of  the  convulsions, 
the  parents  had  noted  a slight  left-sided  paresis. 
This  was  comparatively  slight  and  stationary, 
until  recently,  but  lately  had  become  rapidly 
and  progressively  worse. 

Neurologic  Examination:  The  patient  was  a 

pale,  undernourished,  sickly-looking  youngster 
who  spent  most  of  his  time  in  bed.  There  was 
a moderately  advanced,  spastic  left  hemiparesis, 
with  considerable  atrophy  of  muscles  and  bony 
deformity  of  the  left  foot.  The  patient  dragged 
his  left  foot  in  walking. 

Electroencephalograms:  These  revealed  ab- 

normal large,  slow  waves  at  2 to  6 per  second,  to- 
gether with  wave-spike  contours  at  2 to  3 per 
second  over  the  central  and  postcentral  areas  of 


Fig.  10.  Case  6.  Focal  convulsions  associated  with  a small  calcified,  subcortical  cicatrix.  (A) 
Ventriculogram  shows  the  cicatrix  (arrow).  Note  also  that  the  roof  of  the  ventricle  is  beginning  to  be 
pulled  upward  by  the  contraction  of  the  cicatrix.  (B)  Photograph  of  the  cortex  taken  at  operation. 
The  numbers  indicate  the  primary  motor  (precentral  gyrus).  Just  to  the  left  of  the  numbers  can  be 
seen  the  cortical  incision  through  which  the  calcified  scar  was  removed. 
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Fig.  11.  Case  6 ( continued ).  This  is  the  boy 
from  whom  the  calcified  cicatrix  shown  in  Fig.  10 
was  removed.  Prior  to  operation  he  was  suf- 
fering three  to  four  grand  mal  seizures  daily  in 
spite  of  heavy  luminal  therapy.  Since  operation 
he  has  had  no  attacks. 

the  right  cerebrum  and  to  a lesser  degree  in 
similar  position  on  the  opposite  hemisphere. 

Roentgenograms:  Plain  films  of  the  skull 

showed  a small  deposit  of  calcium  about  1 cm. 
in  diameter  in  the  right  central  region,  about  1 to 
2 cm.  to  the  right  of  the  midline  and  about  1 to  2 
cm.  below  the  surface  of  the  cortex  (Fig. 
10A).  The  pneumoencephalograms  showed  an 
outpouching  of  the  right  ventricle  toward  the 
region  of  the  calcific  deposit  above  referred  to, 
which  indicated  that  the  latter  was  a scar. 

Operation:  June  10,  1939 — right  parietal 
craniotomy;  primary  motor  gyrus  incised,  and 
subcortical,  calcified  cicatrix  removed.  By  pre- 
cise measurements  from  suture  lines,  as  revealed 
in  the  roentgenograms,  and  on  the  skull  itself  a 
point  on  the  surface  of  the  brain  was  deter- 
mined, which,  it  was  felt,  was  situated  directly 
over  the  calcific  deposit  seen  in  the  x-rays. 
Electric  stimulation  of  the  cortex  then  revealed 
that  the  point  lay  directly  on  the  primary  motor 
gyrus  in  the  hand  area.  With  considerable 
trepidation  this  gyrus  was  incised  lengthwise 
(Fig.  10B),  for  a distance  of  2 to  3 cm.  and  to  a 
depth  of  2 to  3 cm.  Here  the  operator  found  a 
firm,  irregular  shaped,  calcified  cicatrix,  which 
he  removed  (Fig.  10B). 

Postoperative  Course:  The  immediate  post- 
operative course  was  quite  smooth,  and  he  was 
discharged  on  the  thirteenth  postoperative  day. 


He  has  had  no  attacks  of  any  sort  during  the 
eleven  months  since  the  operation,  in  spite  of  the 
fact  that  he  has  long  ago  stopped  taking  any 
medication. 

In  addition,  there  has  been  an  entirely  unex- 
pected and  considerable  improvement  in  motor 
power  and  general  use  of  his  left  arm  and  leg. 
His  mother  states  that  he  is  constantly  on  the 
go  and  that  he  is  able  to  “lick  both  of  his  brothers 
either  at  wrestling  or  fighting”  (Fig.  11). 

Case  7. — A.  G .,  boy,  aged  14 • Corticodural  vas- 
cular anomaly , arm  area , left;  producing  at  first 
focal , later  generalized , convulsions.  Marked  im- 
provementfollowing operation  (Fig.  12). 

History:  Immediately  after  birth  this  pa- 

tient had  a generalized  convulsion.  He  had 
another  when  he  was  1 year  old.  From  then 
until  he  was  six,  he  averaged  one  or  two  general- 
ized seizures  each  year.  After  the  sixth  year 
the  convulsive  movements  were  seen  to  start  in 
the  right  arm  and  gradually  became  confined 
to  the  right  side  of  the  body,  although  they 
were  still  accompanied  by  loss  of  conscious- 
ness. 

These  seizures  lasted  three  to  five  minutes, 
following  which  the  patient  would  sleep  for  an 
hour  or  two.  The  attacks  were  usually  preceded 
by  a sensory  aura  affecting  the  right  hand,  and 
were  followed,  in  many  instances,  by  residual 
motor  weakness  of  this  member.  From  the  age 
of  7 until  his  present  admission  to  this  hospital 
at  the  age  of  14,  the  attacks  have  recurred  on 
the  average  of  once  a week. 

The  patient  had  been  receiving  luminal  (ap- 
parently y2  grain  twice  daily)  under  the  personal 
supervision  of  a member  of  our  staff,  for  the  past 
three  months,  without  improvement  in  the  fre- 
quency or  severity  of  the  attacks. 

Neurologic  Examination:  There  were  a few 

slight  signs  of  pyramidal  tract  involvement  in 
the  left  arm  and  leg. 

Laboratory  Examinations:  Negative. 

X-ray  Examination : X-rays  showed  a normal 

skull.  Pneumoencephalograms  showed  slight 
cerebral  hypoplasia  on  the  left. 

Operation:  February  4,  1939 — left  crani- 

otomy. The  operation  disclosed  a corticodural 
vascular  anomaly,  with  pacchionian  granula- 
tions arising  from  the  cortical  arm  area  (Fig. 
12A).  This  was  divided  and  the  cortex  freed 
(Fig.  12B). 

Postoperative  Course:  Immediately  follow- 

ing operation,  the  patient  was  placed  on  lumi- 
nal, y4  grain  three  times  a day — that  is  V< 
grain  less  than  his  preoperative  medication. 
From  February  4,  1939,  until  October  5,  1939, 
the  patient  had  only  two  attacks — one  of  these 
after  he  had  stopped  taking  his  luminal  for  three 
weeks.  This  represents  an  attack  on  the  aver- 
age of  once  in  four  months,  as  compared  with 
the  preoperative  average  of  once  every  week. 
The  patient  has  not  answered  requests  to  return 
to  the  clinic  or  letters  of  inquiry  since  February 
1939. 
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Fig.  12.  Case  7.  Focal  convulsions  involving  primarily  the  right  arm  due  to  corticodural  vascu- 
lar anomaly.  (A)  Shows  the  abnormal  attachment  of  the  dura  to  the  cortex  at  the  “arm  area,”  as  re- 
vealed at  operation.  (B)  Shows  the  same  view  of  the  cortex  after  the  abnormal  attachment  has  been 
divided.  There  was  a marked  improvement  after  the  operation. 


Case  8. — A.  M.  B.,  girl,  aged  14-  Left-sided 
jacksonian  convulsions  from  the  age  of  5.  General- 
ized grand  mal  convulsions  since  the  age  of  7. 
Four  or  five  grand  mal  seizures  daily  and  twenty- 
five  to  thirty  grand  mal  seizures  each  night  for  the 
past  six  years.  Exploratory  craniotomy  with 
lysis  of  anomalous  pacchionian  granulation. 
Since  operation , marked  improvement. 

History:  At  the  age  of  5,  this  child  began  to 

have  left-sided  jacksonian  convulsions.  Since 
7,  these  have  been  generalized,  without  focal 
features,  have  increased  steadily  in  violence  and 
frequency.  From  the  age  of  8 until  14,  when  she 
was  admitted  to  this  hospital,  the  patient  had 
averaged  four  to  five  generalized  grand  mal  con- 
vulsions, with  falling  and  injury,  each  day  and 
twenty-five  to  thirty  similar  seizures  each  night. 
She  has  had  as  many  as  fifty-four  grand  mal 
seizures  in  one  day.  During  the  first  week 
after  her  admission  to  the  medical  wards  of  this 
institution  in  October,  1938,  the  patient  aver- 
aged ten  to  fifteen  generalized  convulsions 


daily.  Twenty-four  hours  before  her  transfer- 
ence to  the  surgical  service,  she  went  into  a 
status  epilepticus  and  was  in  this  condition  when 
operated  upon. 

During  the  six  years  just  described,  the  pa- 
tient had  been  on  massive  doses  of  luminal  and 
bromides  which  were  administered  under  the 
personal  direction  of  a neurologist  on  the  staff 
of  this  hospital. 

Neurologic  Examination:  The  patient  was 
in  an  intermittent  status  epilepticus.  During 
her  quiet  intervals,  she  could  be  aroused  from 
deep  stupor  but  was  unable  to  cooperate  or 
answer  questions  intelligibly.  There  was  a 
slight  right  hyperreflexia  and  a slight  right  lower 
facial  weakness.  There  was  a bilateral  Babinski. 
Convulsive  movements  seemed  to  start  with  ab- 
duction of  the  left  arm  at  the  shoulder  and  would 
quickly  involve  the  entire  left  side  and  then  the 
entire  body. 

Laboratory  Examinations:  Negative. 

X-ray  Examinations:  There  was  a normal 
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skull.  Encephalogram  showed  slight  left-sided 
cerebral  hypoplasia. 

Operation:  November  1,  1938 — right  parietal 
craniotomy.  The  cortex  appeared  to  be  normal, 
except  for  the  presence  of  an  unusually  large 
superior  anastomosing  vein  and  an  unusually 
wide  and  dense  pacchionian  granulation  arising 
from  the  motor  area.  The  pacchionian  granula- 
tions were  divided,  thus  freeing  the  cortex  from 
its  dense  attachment  to  the  dura. 

Postoperative  Course:  The  postoperative 

course  was  smooth  and  uncomplicated,  and  the 
patient  was  discharged  on  December  8. 

Since  the  operation  she  has  been  receiving 
luminal,  l/z  grain  morning  and  evening.  On  this 
medication  during  the  sixteen  months  since  her 
operation,  she  has  experienced  only  two  general- 
ized convulsions  during  the  daytime,  both  of 
these  occurring  on  the  same  day.  At  night  she 
has  regularly  five  or  six  mild  left-sided  transient 
spastic  states,  usually  lasting  a few  seconds  and 
usually  without  loss  of  consciousness.  While 
this  patient  is  not  completely  cured,  there  has 
been  a tremendous  improvement,  and  her  at- 
tacks no  longer  interfere  with  her  daily  social 
activities. 


Conclusions 

The  neurosurgical  approach  to  the  problem 
of  epilepsy  has  been  reviewed  under  the 
following  subject  headings : 

(1)  The  present-day  point  of  view. 

(2)  Etiologic  factors. 

(3)  Clinical  types. 

(4)  The  diagnostic  problem. 

(5)  Diagnostic  methods — (a)  minor  and 
(b)  major. 

(6)  Treatment  of  the  epileptic — (a)  medi- 
cal and  (b)  surgical. 

(7)  The  selection  of  patients  for  surgical 
treatment. 

(8)  The  results  of  surgical  treatment, 
with  illustrative  cases. 

The  paper  is  intended  not  so  much  to  re- 
port “results”  as  to  inform  the  physician 
working  in  other  fields  of  medicine  that  there 
is  afoot,  today,  a revival  of  interest  in,  and  an 
intensified  attack  upon,  the  old  problem  of  j 
epilepsy,  with  results  that  are  at  least  en- 
couraging. 


HEALTH  INSURANCE  IN  CALIFORNIA 

The  figures  of  service  by  the  California  Phy- 
sicians’ Service  and  payments  therefor  have 
been  broken  down  and  classified  for  October, 
1940,  and  published  in  California  and  Western 
Medicine  for  February. 

During  October,  when  there  were  18,561  bene- 
ficiary members  in  the  service,  there  were  3,188 
patients  treated,  representing  17.2  per  cent  inci- 
dence of  illness  among  the  membership  during 
the  month.  The  sum  of  $21,077.90  was  dis- 
bursed to  1,441  doctors  in  payment  of  15,614 
units  of  service  rendered;  an  average  payment 
per  doctor  of  $14.63.  The  average  number  of 
units  of  service  rendered  per  doctor  was  10.8, 
and  the  average  number  of  units  of  service 
rendered  per  case  was  4.9.  The  unit  value  paid 
for  the  month  was  $1.35. 

The  distribution  of  units  of  service  rendered 
during  October  was  as  follows:  67.03  per  cent 


for  general  medical  care,  14.08  per  cent  for  sur- 
gical care,  7.03  per  cent  for  x-ray  services,  6.24 
per  cent  for  laboratory  procedures,  and  5.62  per 
cent  for  refractions. 

The  distribution  of  patients  by  doctors  was 
as  follows:  743  doctors  saw  1 patient  each;  312, 
2 each;  163,  3 each;  74,  4 each;  45,  5 each;  34, 
6 each;  21,  7 each;  20,  8 each;  9,  9 each;  6, 
10  each;  6,  11  each;  2,  12  each;  4,  13  each;  and 
2, 14  each. 

It  continues  to  be  apparent  that  the  distribu- 
tion of  patients  is  widely  scattered  among  pro- 
fessional members  and  that,  in  proportion  to  the 
present  beneficiary  membership,  a substantial 
percentage  of  professional  members  are  partici- 
pating. The  method  of  writing  checks  during 
the  past  few  months  has  permitted  the  observa- 
tion that  a substantial  number  of  new  doctors 
participate  each  month. 


MILITARY  SURGEONS’  MEETING 
The  Metropolitan  New  York  Chapter  Asso- 
ciation of  Military  Surgeons  of  the  United  States 
held  a meeting  and  conference  on  U.  S.  Public 
Health  Service  and  Medico-Military  Medicine 
on  April  19,  1941,  at  Marine  Hospital,  Ellis 
Island,  New  York.  Those  participating  in- 
cluded Rear  Admiral  James  C.  Pryor,  M.C., 
U.S.N.  (Ret.);  Medical  Director  C.  C.  Pierce, 
U.  S.  Public  Health  Service;  Captain  Edward  C. 
White,  M.C.,  U.S.N. ; Medical  Director  E.  R. 
Marshall,  U.  S.  Public  Health  Service;  Medical 
Director  A.  R.  Sweeney,  U.  S.  Public  Health 
Service;  Colonel  Samuel  Adams  Cohen,  Med.- 
Res.  U.  S.  Army;  and  Lieutenant-Colonel  Edgar 
Erskine  Hume,  M.C.,  U.  S.  Army. 


A KINDNESS  ALL  AROUND 

Many  of  the  local  banks  will  readily  make  loans 
to  patients  to  enable  them  to  pay  medical  bills. 
While  many  persons  will  not  be  able  to  negotiate 
such  loans  because  their  credit  rating  will  not 
stand  up  under  investigation  and  although  not 
all  banks  have  advertised  this  service,  neverthe- 
less it  is  advisable  for  members  to  discuss  this 
matter  with  their  local  bank  and  to  supply  them- 
selves with  necessary  forms. 

By  referring  the  patient  directly  to  the  per- 
sonal loan  department  of  the  bank,  particularly 
if  the  patient  is  known  to  be  a sound  and  reliable 
credit  risk,  the  physician  will  have  done  a favor  to 
all  parties  concerned. 

— Westchester  Medical  Bulletin 
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RELATION  OF  KIDNEY  TO  BLOOD  PRESSURE 

Herman  O.  Mosenthal,  M.D.,  New  York  City 


Hypertension  is  recognized  as  the 

No.  1 threat  to  life  in  persons  of  middle 
age  and  older.  It  is  also  known  that  in- 
dividuals with  a low  blood  pressure  will  out- 
live those  with  a higher,  so-called  normal, 
arterial  tension  gaged  by  average  standards. 
An  attempt  will  be  made  to  analyze  the  part 
the  kidneys  play  in  the  production  of  hyper- 
tensive states. 

Normal  Blood  Pressure 

A blood  pressure  of  about  100  systolic  and 
70  diastolic,  as  found  in  children  10  years  old, 
is  the  ideal  pressure  in  man  at  any  age,  for 
it  serves  to  furnish  a tension  of  30  to  40  mm. 
of  mercury  in  the  proximal  capillaries,  which 
is  all  the  body  is  capable  of  utilizing  for  the 
carrying  out  of  its  metabolic  processes.  In 
the  first  place,  a higher  blood  pressure  is 
wasted  power  because  no  matter  what  the 
arterial  tension  may  be,  it  is  throttled  down 
to  the  30  to  40  mm.  level  as  the  proximal 
capillaries  are  reached.  In  the  second  place, 
it  puts  strain  upon  the  arteries,  the  arterioles, 
and  the  heart,  causing  hypertensive  disease 
whose  intensity  is  in  direct  proportion  to  the 
height  of  the  diastolic  pressure. 

Average  Blood  Pressures 

It  is  an  accepted  fact  that  blood  pressure 
rises  with  aging.  The  figures  by  decades 
from  Hunter’s  tables  of  average  normal  blood 
pressures  show  this  trend: 


Age 

Systolic 

Pressure 

Diastolic 

Pressure 

Pulse 

Pressure 

10 

103 

70 

33 

20 

120 

80 

40 

30 

123 

82 

41 

40 

126 

84 

42 

50 

130 

86 

44 

60 

135 

89 

46 

This  elevation  of  arterial  tension  has  usually 
been  attributed  to  arteriosclerosis — that  is, 
a diminution  in  elasticity  and  an  increasing 
rigidity  of  the  arteries.  If  this  were  the  sole 
reason  for  the  physiologic  changes  in  blood 
pressure  characteristic  of  growing  older,  there 
should  be  a rise  in  the  systolic  pressure  while 
the  diastolic  pressure  remained  the  same  or 
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even  diminished.  The  actual  figures,  how- 
ever, show  that  both  the  systolic  and  diastolic 
pressures  increase  with  age.  It  is  true  that 
the  systolic  becomes  more  elevated  than  the 
diastolic  and  that,  consequently,  the  pulse- 
pressure  values  increase,  but  the  fact  remains 
that  the  diastolic  pressure  does  become  greater 
and  that  this  cannot  be  explained  on  the  basis 
of  arteriosclerosis. 

The  diastolic  pressure  rises  because  of  some 
other  factor.  It  is  tempting  to  assume  that 
renal  ischemia  with  an  overproduction  of 
renin,  as  suggested  by  Goldblatt’s1  brilliant 
experiments,  may  be  the  cause. 

The  conclusion  is  made  that  as  a rule  there 
are  two  influences  that,  with  advancing  years, 
elevate  the  blood  pressure  above  the  normal 
in  most  persons.  One  of  these  is  arterio- 
sclerosis; the  other,  an  unknown  factor  that 
may  reside  in  the  kidney. 

Renal  Disease  Is  Not  the  Sole  Cause  of 
Hypertension 

Hypertension  is  often  regarded  as  an  entity 
with  a Unitarian  etiology.  Since  the  pub- 
lication of  Goldblatt’s  experiments,  the  trend 
is  to  ascribe  the  reason  for  an  elevated  arterial 
pressure  to  the  kidney.  Such  a blanket  con- 
ception for  the  origin  of  a permanent  rise 
in  blood  pressure  has  led  to  the  performance  of 
many  radical  operations  on  the  urinary  tract 
which  are  not  all  justified. 

The  hypertension  called  essential  hyper- 
tension and  the  hypertension  due  to  renal 
disease  (as  we  know  from  the  observation 
of  nephritis)  are  characterized  by  an  elevation 
of  both  systolic  and  diastolic  pressure.  Be- 
sides urinary  tract  involvement,  overactivity 
of  the  suprarenal  cortex,  pituitary  baso- 
philism, increased  intracranial  pressure,  and 
mitral  stenosis  must  be  considered.  Coarcta- 
tion of  the  aorta  also  produces  a blood  pres- 
sure of  this  type,  but  only  in  the  upper  ex- 
tremities. Consequently,  it  can  be  ap- 
preciated that  an  elevation  of  systolic  and 
diastolic  pressures  in  some  cases  is  not  as- 
sociated with  kidney  impairments. 

A common  error  is  to  diagnose  the  case  with 
a high  systolic  and  a low  diastolic  pressure  as 
secondary  to  disease  of  the  urinary  tract.  A 
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loss  of  elasticity  throughout  the  greater  part 
of  the  arterial  tree  (arteriosclerosis;  old  age) 
or  a large  pulse  volume  (heart  block  or  any 
condition  associated  with  an  extremely  slow 
heart  rate,  aortic  insufficiency,  hyperthyroid- 
ism, arteriovenous  aneurysm,  or  paroxysmal 
hypertension  with  tumors  of  the  adrenal 
medulla)  is  commonly  responsible  for  such  a 
blood  pressure  and  is  often  regarded  in  the 
same  light  as  essential,  or  urinary  tract,  hyper- 
tension in  which  the  diastolic  pressure  is  ele- 
vated and  really  constitutes  the  main  threat 
to  longevity. 

The  fact  that  a pure  type  of  hypertension  is 
rarely  found  must  be  considered  in  the  inter- 
pretation of  every  blood-pressure  reading. 
Thus,  in  an  older  person  with  arteriosclerosis 
that  results  in  a rise  of  the  systolic  pressure 
only,  there  may  also  be  prostatic  obstruction 
that  elevates  not  only  the  systolic  but  also 
the  diastolic  pressure.  It  is  evident  that  the 
analysis  of  every  blood  pressure  reading  be- 
comes an  exceedingly  intricate  and  important 
problem,  especially  if  the  management  of  the 
urinary  tract  is  to  be  guided  thereby. 

This  section  cannot  be  regarded  as  complete 
without  a consideration  of  “essential  hyper- 
tension.” This  term  evolved  when  it  was 
observed  about  1910  by  a number  of  clinicians, 
among  whom  were  Clifford  Allbutt  and  Theo- 
dore Janeway,  that  a rise  in  blood  pressure 
was  not  a compensatory  process  for  a diminu- 
tion in  kidney  function.  The  idea  came  into 
being  that  the  hypertension  was  a primary 
process  followed,  because  of  the  strain  it  in- 
flicted upon  the  blood  vessels,  by  a widespread 
arterio-  and  arteriolosclerosis.  It  has  been 
known  for  a long  time  that  at  autopsy  the 
kidneys  are  more  extensively  involved  than 
any  of  the  other  organs.  This  has  been  used 
as  an  argument  that  renal  ischemia  is  the 
cause  for  the  hypertension.  However,  oc- 
casional hypertensive  cases  have  been  re- 
ported in  which  the  kidneys  were  completely 
normal,  and  it  must  be  recognized  that  at 
autopsy  we  see  only  the  end  result  and  not  the 
beginning  of  the  stress  that  the  hypertension 
has  imposed  upon  the  arteries  and  arterioles 
over  a long  period.  Under  the  circumstances 
it  would  be  hazardous  to  be  certain  as  to  which 
was  the  primary  condition.  In  Goldblatt’s 
experiments,  when  extreme  compression  was 
put  upon  both  renal  arteries  and  a high  blood 
pressure  was  produced,  the  blood  vessels 
throughout  the  body  which  were  exposed  to 
the  impact  of  the  hypertension  showed  malig- 
nant sclerotic  changes,  but  the  arterial  system 
of  the  kidneys  which  was  not  subjected  to  an 
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increased  pressure  because  of  the  renal  artery 
occlusion  was  not  affected.  No  further  proof 
is  needed  to  show  conclusively  that  hyper- 
tension will  result  in  arteriosclerosis.  Under 
the  circumstances  and  until  more  convincing 
facts  are  brought  forward,  it  seems  justifiable 
to  subscribe  to  the  opinion  of  the  famous 
German  pathologist,  Fahr,2  that  hypertension 
may  come  about  without  any  anatomic  lesions 
existing  in  the  kidney,  the  so-called  essential 
hypertension,  and  that  as  the  elevated  blood 
pressure  persists  a more  or  less  marked  second- 
ary renal  arteriosclerosis  develops.  On  the 
other  hand,  primary  arteriolosclerosis  of  the 
kidney  does  occur  and,  when  sufficiently  exten- 
sive, entails  hypertension  as  a secondary 
phenomenon. 

The  renal  lesion  in  essential  hypertension, 
regardless  of  whether  the  kidney  is  primarily 
or  secondarily  involved,  is  a narrowing 
through  arteriolosclerosis  of  the  afferent 
glomerular  arterioles.  It  is  hard  to  conceive 
that  the  compensatory  circulation  evoked  by 
such  operative  procedures  as  nephro-omento- 
pexy  will  replace  an  occlusion  of  the  afferent 
glomerular  arterioles,  which  are  terminal  ves- 
sels for  the  glomeruli. 

A new  note  is  injected  by  Blackman’s3 
observations  that  in  hypertensive  disease  the 
main  renal  arteries  are  narrowed  in  most  in- 
stances, thus  duplicating  the  lesion  responsible 
for  the  production  of  experimental  hyper- 
tension produced  by  renal  ischemia.  It 
might  be  that  in  such  cases  various  forms  of 
nephropexy  would  remedy  the  renal  ischemia 
and  relieve  the  hypertension,  though  the  ex- 
perimental efforts  in  this  direction  are  not  con- 
clusive. It  is  very  important  that  the  ob- 
servations of  Blackman  be  checked  by  further 
series  of  cases  to  determine  whether  or  not  ob- 
struction of  the  main  renal  arteries  is,  pos- 
sibly, the  prevalent  cause  of  essential  hyper- 
tension. 

Kidney  and  Hypertension — 

Experimental  Results 

Goldblatt’s  successful  production  of  a sus- 
tained elevation  of  blood  pressure  through 
renal  ischemia  and  his  subsequent  numerous, 
well-conceived  experiments  have  enabled 
him  and  his  co-workers  to  clarify  the  hyper- 
tension problem  a great  deal.  Some  of  the 
facts  that  Goldblatt  has  established  are: 
that  occlusion  of  the  main  renal  artery  results 
in  an  overproduction  of  renin  (a  pressor  sub- 
stance demonstrated  by  Tiegerstedt  and  Berg- 
mann  in  1898) ; that  the  nervous  system  plays 
no  part  in  the  elevation  of  blood  pressure; 
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that  some  of  the  adrenal  cortex  must  remain 
to  enable  renin  to  exert  its  pressor  effect;  that, 
if  sufficient  normal  kidney  tissue  exists,  the 
action  of  renin  will  be  set  aside;  and  that 
hypertension  ceases  after  the  removal  of  an 
ischemic  kidney  provided  the  other  kidney 
is  normal. 

Renin  is  an  enzyme  contained  in  the  kid- 
neys, without  pressor  properties;  an  “ac- 
tivator,” contained  in  the  blood,  is  required  to 
transform  renin  into  “angiotonin,”  a highly  ac- 
tive pressor  substance;  after  a time  angiotonin 
ceases  to  act — this  is  presumed  to  be  due  to 
the  development  of  an  “inhibitor”  (Page; 
Page  and  Helmer4,5).  The  probability  of  the 
formation  of  an  inhibitor  by  normal  kidney 
tissue  to  the  pressor  activity  of  renin  has  been 
previously  expressed  in  Goldblatt’s  experi- 
ments and  verified  by  the  observations  of 
Fasciolo,  Houssay,  and  Taquini,6  as  well  as 
those  of  Solandt,  Nassim,  and  Cowan.7  The 
effect  of  renin  on  blood  pressure  consequently 
depends  upon  its  combination  with  an  activa- 
tor to  form  a pressor  substance  and  its  con- 
trol by  an  inhibitor  developed  by  the  kidney. 
If  a part  of  these  materials — renin  and  in- 
hibitor— can  be  isolated  in  the  urine,  it  may 
prove  possible  to  assay  them  and,  for  the  con- 
trol of  hypertension,  to  extirpate  only  the 
kidney  that  eliminates  a preponderance  of 
renin,  allowing  the  kidney  with  an  excess  of 
inhibitor  to  remain.  This  may  prove  to  be 
feasible  and  would  solve  the  question  of  how 
applicable  unilateral  nephrectomy  is  in  any 
given  case. 

The  portion  of  the  kidney  responsible  for 
the  formation  of  renin  has  not  been  identified. 
The  first  suggestion  in  regard  to  this  comes 
from  Goormaghtigh,8  who  describes  groups  of 
special  cells  in  the  afferent  glomerular  arte- 
rioles which  are  in  close  contact  with  the 
lumen  of  these  vessels.  From  their  appear- 
ance he  concludes  that  these  cells  have  an 
endocrine  activity  that  is  related  to  the  pro- 
duction of  the  hypertensive  substance  pres- 
ent in  the  ischemic  kidney.  Graef  and 
Smith9  were  able  to  demonstrate  these  cells 
in  the  human  kidney;  they  state  that  the 
acceptance  of  the  pressor  influence  of  these 
cell  groups  in  renal  ischemia  and  other  hy- 
pertensive conditions  requires  further  study. 
This  explanation  for  the  production  of  renin 
may  account  for  the  fact  that  those  conditions, 
such  as  chronic  nephritis  or  renal  ischemia, 
which  affect  the  afferent  glomerular  vessels 
first,  develop  hypertension  more  frequently 
than  those  diseases,  such  as  pyelonephritis, 
which  damage  the  distal  part  of  the  nephron 


first  and  involve  the  afferent  glomerular 
arterioles  last. 

Other  tissues  than  the  kidneys  may  be  re- 
sponsible for  the  production  of  pressor  ma- 
terial. This  is  an  important  point  with  re- 
gard to  the  production  of  hypertension  in 
human  beings.  Thus  far,  this  subject  has 
received  scant  attention  but  the  experiments 
of  Ogden  and  his  co-workers10  show  that  an 
elevation  of  blood  pressure  may  be  produced 
in  dogs  by  limiting  the  blood  flow  to  the  gravid 
uterus.  Such  extrarenal  sources  of  pressor 
substances  may  play  a part  in  human  hyper- 
tension, and  it  is  obvious  that  this  field  has 
not  been  thoroughly  explored. 

A further  possibility,  for  which  there  is  some 
evidence,  is  that  other  pressor  materials  than 
renin,  successfully  isolated  by  Page  and  his 
co-workers,  may  emanate  from  renal  tissue. 

Urinary  Tract  Disease  and  Hypertension 

Nephritis. — In  chronic  diffuse  glomerulo- 
nephritis with  an  initial  albuminuria,  hyper- 
tension usually  develops  before  renal  insuf- 
ficiency, and  death  more  often  results  from 
hypertensive  effects  than  from  retention 
uremia  (Mosenthal  and  Lander11).  There  is 
a high  incidence  of  hypertension  in  the  mild 
persistent  chronic  nephritis  following  acute 
nephritis  (Payne  and  Illingworth12).  The 
toxemias  of  pregnancy  in  subsequent  years, 
usually  after  a considerable  latent  period,  are 
prone  to  become  hypertensive  (Herrick  and 
Tillman13).  With  these  reports  in  mind  and 
anticipating  what  will  be  mentioned  in  the 
next  two  sections,  it  becomes  evident  that 
chronic  nephritis  entails  hypertension  much 
more  frequently  than  does  either  pyelo- 
nephritis or  obstructive  lesions  in  the  urinary 
tract. 

Pyelonephritis. — The  sequel  of  pyelitis, 
pyelonephritis,  is  now  recognized  as  an  ex- 
ceedingly common  disease.  About  one- third 
of  the  cases  hitherto  diagnosed  as  chronic 
glomerulonephritis  are,  in  reality,  chronic 
pyelonephritis.  Longcope14  called  attention  to 
the  frequent  concurrence  of  hypertension  and 
chronic  pyelonephritis.  The  incidence  of 
hypertension  in  pyelonephritis  is  less  common 
than  in  nephritis,  which  may  be  seen  from 
these  statistical  notations — of  30  cases  of 
severe  pregnancy  pyelonephritis  in  ten  to 
eighteen  years,  only  2 showed  an  increased 
blood  pressure  (Crabtree  and  Prien16);  five  to 
ten  years  after  infection,  a high  percentage  of 
45  cases  of  pyelonephritis  contracted  during 
pregnancy  suffered  considerable  kidney  dam- 
age, but  only  6 out  of  the  45  had  an  elevated 
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arterial  tension  (Crabtree16).  This  difference 
in  the  liability  to  hypertension  of  nephritis 
and  pyelonephritis  is  a remarkable  one.  It 
has  been  mentioned  that  a descending  process 
in  the  kidney  which  affects  the  afferent  glo- 
merular arteriole  first,  as  would  be  the  case 
in  nephritis,  may  be  more  effective  in  the  lib- 
eration of  pressor  material  than  an  ascending 
process  (pyelonephritis)  that  would  involve 
the  glomeruli  last  of  all  the  segments  of  the 
glomerulotubular  units. 

Incidence  of  Urologic  Lesions  in  Hyper- 
tension.— In  71  cases  of  “essential  hyper- 
tension,” Schroeder  and  Steele17  found  some 
abnormality  of  the  kidneys  or  ureters  in  50. 
The  observation  on  600  hypertensive  patients 
by  Maher  and  Wosika18  revealed  only  16.8 
per  cent,  or  101  patients,  with  urologic  lesions. 
McCann19  reports  that  the  search  for  “unsus- 
pected obstruction  and  asymptomatic  pyelo- 
nephritis” in  cases  of  “essential”  hypertension 
is  frequently  successful.  On  the  other  hand, 
hypertension  is  not  always  present  when  uro- 
logic disturbances  exist.  Dr.  Joseph  Hyams20 
is  carrying  out  such  a survey  at  the  New  York 
Post-Graduate  Hospital,  and  he  believes 
that  only  20  to  25  per  cent  of  urologic  impair- 
ments are  accompanied  by  an  elevation  of 
blood  pressure,  a proportion  that  is  about  that 
of  the  occurrence  of  hypertension  in  the 
middle-aged  and  old  population  as  a whole. 
These  figures  coincide  with  the  observations 
of  Barney  and  Suby21  who  cite  a series  of  305 
cases  of  pyelonephritis  and  hydronephrosis 
of  which  25  per  cent  had  hypertension.  It 
would  seem  that  the  greatest  caution  is  neces- 
sary to  determine  what  is  a causal  and  what 
is  an  accidental  finding  in  the  urinary  tract 
of  persons  suffering  from  hypertension. 

Treatment  of  Urologic  Lesions  for  the 
Control  of  Hypertension. — Prostatic  hyper- 
trophy, with  urethral  obstruction  and  con- 
sequent retention  of  urinary  excretory 
products  in  the  blood,  will  be  accompanied 
by  an  elevation  of  blood  pressure.  This  has 
been  known  for  twenty-five  years,  and  for 
the  same  period  it  has  also  been  appreciated 
that  the  relief  of  such  obstruction  by  reten- 
tion catheter  or  by  prostatectomy  will  often 
serve  to  lower  the  blood  pressure.  The 
significance  of  this  therapeutic  result  is  two- 
fold: First,  relief  of  obstruction  in  the 

urinary  tract  may  return  a blood  pressure  to 
normal;  and,  second,  hypertension  is  a re- 
versible process  when  the  causal  agent  is 
removed. 

A considerable  number  of  hypertensive 
cases  relieved  by  unilateral  nephrectomy  have 


been  reported . Many  physicians  interested  in 
this  procedure  and  its  result  are  of  the  opinion 
that  the  successes  have  been  given  publicity 
but  that  the  failures  have  been  kept  under 
cover.  Among  the  few  statistics  on  this 
point  are  those  of  R.  S.  Palmer  (quoted  by 
Smithwick22)  who  found  that  in  9 hypertensive 
cases  in  which  the  impaired  kidney  was  re- 
moved the  blood  pressure  was  favorably  af- 
fected in  only  1,  and  those  of  Schroeder  and 
Fish,23  who  obtained  permanent  lowering  of 
the  blood  pressure  in  2 out  of  7 unilateral 
nephrectomies.  The  point  of  view  has  been 
frequently  expressed  that  this  treatment 
should  be  carried  out  only  in  young  persons 
in  whom  the  hypertension  had  been  of  recent 
origin  and  when  the  function  of  the  intact 
kidney  was  unequivocally  normal.  Even 
when  these  criteria  are  adhered  to,  the  effect 
on  the  hypertension  appears  to  be  unpredict- 
able. As  mentioned  previously,  if  an  assay 
of  pressor  and  inhibitor  substances  could  be 
made  in  the  urine,  it  might  be  determined 
whether  one  or  the  other  kidney  could  be 
advantageously  removed.  This,  however,  is 
a matter  for  future  experimentation,  but  there 
is  a possibility  that  it  can  be  made  serviceable. 

A definite  indication  that  has  emerged 
from  the  studies  of  hypertensive  disease  and 
the  urinary  tract  is  that  all  cases  of  pyelitis 
and  prostatism  not  only  call  for  treatment 
when  they  actually  exist  but  also  for  preven- 
tive measures.  It  might  be  advisable  to 
have  every  man  over  50  undergo  a yearly 
examination  of  his  prostate  and  to  have  every 
woman  who  has  borne  children  have  a yearly 
check-up  with  regard  to  the  condition  of  her 
urinary  tract.  Preventive  measures  may  be 
worth  a great  deal  more  than  actual  treat- 
ment when  hypertension  has  become  es- 
tablished. There  is  one  big  objection  to  this 
program  and  that  is  that  the  urologic  sur- 
veys are  expensive  and  there  is  a lack  of 
adjustment  of  the  patient’s  purse  to  the  cost 
of  these  procedures  in  most  hospitals. 

References 

1.  Goldblatt,  H.:  Harvey  Lectures  33:  237  (1938). 

2.  Fahr,  T.:  Handbuch  d.  spez  path.  Anat.  u. 

Histol.  6:  (Part  2)  807  (1934). 

3.  Blackman,  S.  S.:  Bull.  Johns  Hopkins  Hosp. 

65:  353  (1939). 

4.  Page,  I.  H.:  J.  Exper.  Med.  70:  521  (1939). 

5.  Page,  I.  H.,  and  Helmer,  O.  M.:  J.  Exper.  Med. 
71:  29  (1940). 

6.  Fasciolo,  J.  C.,  Houssay,  B.  A.,  and  Taquini, 
A.  C.:  J.  Physiol.  94:  281  (1938). 

7.  Solandt,  D.  Y.,  Nassim,  R.,  and  Cowan,  C.  R.: 
Canad.  M.  A.  J.:  42:189  (1940). 

8.  Goormaghtigh,  N.:  Proc.  Soc.  Exper.  Biol.  & 

Med.  42:  688  (1939). 

9.  Graef,  I.,  and  Smith,  H.  W.:  Proc.  Soc.  Exper. 
Biol.  & Med.,  in  press. 


May  1,  1941]  SYMPOSIUM:  UROLOGIC  DISEASE— HYPERTENSION 


957 


10.  Ogden,  E.,  Hildebrand,  G.  J.,  and  Page,  E.  W.: 
Proc.  Soc.  Exper.  Biol.  & Med.  43:  49  (1940). 

11.  Mosenthal,  H.  O.,  and  Lander,  H.:  Ann.  Int. 

Med.  12:  1449  (1939). 

12.  Payne,  W.  W.,  and  Illingworth,  R.  S.:  Quart.  J. 
Med.  9:  37  (1940). 

13.  Herrick,  W.  W.,  and  Tillman,  A.  J.  B.:  Arch. 
Int.  Med.  55:  643  (1935);  Am.  J.  Obst.  & Gynec.  31: 
832  (1936). 

14.  Longcope,  W.  T.:  Ann.  Int.  Med.  11:  149  (1937). 

15.  Crabtree,  E.  G.,  and  Prien,  E.  L.:  J.  Urol.  42: 
982  (1939). 

16.  Crabtree,  E.  G.:  Personal  communication. 


17.  Schroeder,  H.  A.,  and  Steele,  J.  M.:  Proc.  Soc. 

Exper.  Biol.  & Med.  39:  107  (1938). 

18.  Maher,  C.  C.,  and  Wosika,  P.  H.:  J.  Urol.  41: 

893  (1939). 

19.  McCann,  W.  S.:  Arch.  Int.  Med.  65:  638 

(1940). 

20.  Hyams,  J.  A.:  Personal  communication. 

21.  Barney,  J.  D.,  and  Suby,  H.  I.:  New  England 

J.  Med.  220:  744  (1939). 

22.  Smithwick,  R.  H.:  New  England  J.  Med.  222: 

546  (1940). 

23.  Schroeder,  H.  A.,  and  Fish,  G.  W.:  Am.  J.  M. 
Sc.  199:  601  (1940). 


A UROLOGIC  STUDY  OF  DIABETIC  WOMEN 

A Report  on  the  Associated  Findings  of  Hypertension 

Nathaniel  Kutzman,  M.D.,  Ernest  M.  Watson,  M.D.,  and  Byron  D.  Bowen,  M.D., 
Buffalo,  New  York 


IT  IS  generally  recognized  that  infection, 
even  though  it  be  mild  in  character,  may 
affect  diabetic  persons  adversely.  We  have 
observed  that  many  diabetic  patients,  al- 
though free  from  urologic  symptoms,  have  pus 
and  organisms  in  their  urine.  It  has  also  been 
noted  that  many  have  hypertension.  In  an 
effort  to  obtain  further  information  regarding 
the  relationship,  if  any,  of  these  facts,  the 
following  study  was  undertaken. 

A great  impetus  was  given  to  the  study  of 
certain  types  of  hypertension  of  renal  origin 
by  the  experimental  work  of  Goldblatt,1  who 
was  able  to  produce  hypertension  by  the  par- 
tial occlusion  of  the  renal  arteries  causing  an 
ischemia  of  the  kidney.  Clinical  corrobo- 
ration of  this  experimental  observation  has 
been  recorded  by  Longcope,2,3  McCann,4  Mac- 
kenzie,5 Nesbit,6  and  many  others. 

Further  stimulus  was  given  the  urologic 
interest  in  hypertension  by  the  work  of  Weiss 
and  Parker,7  who  demonstrated  in  great  detail, 
and  from  a newer  angle,  the  pathologic  findings 
in  chronic  pyelonephritis.  These  observers 
were  able  to  show  that  the  picture  of  pyelo- 
nephritis was  not  unlike  that  of  a partial  occlu- 
sion of  the  renal  arterioles — namely,  (a)  an 
interstitial  inflammation  with  the  usual  small 
cell  infiltration;  (b)  dilatation  of  the  tubules, 
filled  with  a collagenous-like  substance;  (c) 
periglomerular  fibrosis;  and  (d)  a productive 
endarteritis  with  a partial  occlusion  of  the 
lumen. 

A complete  urologic  study  was  made  of  85 
diabetic  women.  These  patients,  most  of 
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whom  had  no  urologic  complaints,  were  taken 
consecutively  from  the  diabetic  clinic  and  from 
the  hospital  wards.  Their  ages  ranged  be- 
tween 36  and  79  years.  In  all  cases  the  dia- 
betes was  under  complete  control. 

The  plan  of  the  urologic  study  was  as  fol- 
lows: (a)  an  inspection  of  the  external  geni- 

talia with  special  reference  to  the  presence  or 
absence  of  cystocele,  caruncle,  and  meatal 
contracture;  (b)  a determination  of  the 
amount  of  residual  urine,  if  present;  (c)  a 
microscopic  study  of  a catheter  specimen  of 
urine  for  pus,  blood,  organisms,  and  a deter- 
mination of  its  pH.  (d)  The  urethra  was 
studied  for  stricture  and,  if  found,  was  graded 
according  to  the  dilatation  necessary  to  permit 
the  passage  of  a No.  24  F instrument,  which  we 
took  as  the  normal  urethral  diameter,  (e) 
Cystoscopic  examination  was  then  made  and 
the  bladder  capacity  determined  (300  to  500 
cc.  was  considered  normal) ; inspection  of  the 
interior  of  the  bladder  was  carried  out  to 
determine  the  presence  or  absence  of  stones, 
tumors,  ulcers,  diverticuli,  etc.;  inflammation 
was  graded  from  the  simpler  forms  of  trigo- 
nitis to  the  severer  types  of  cystitis;  and  the 
appearance  and  position  of  the  ureteral  orifices 
were  noted,  (f)  Catheterization  of  the  ureters 
was  then  carried  out  with  the  usual  No.  6 
leaded  catheters;  points  of  obstruction  were 
noted,  and  the  gross  character,  with  the  rate  of 
flow  of  the  ureteral  urine,  was  observed;  the 
specimens  obtained  from  each  kidney  were 
studied  microscopically  and  culturally  (when 
this  was  not  immediately  possible  specimens 
were  placed  in  the  refrigerator  until  the  ex- 
amination was  carried  out);  thirty-minute 
phenolsulfonphthalein  tests  were  made  in  all 
cases,  and,  when  occurring,  any  transvesical 
leakage  of  the  dye  was  carefully  measured; 
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finally,  plain  x-rays,  pyelograms,  and  pyelo- 
ureterograms  were  made  both  in  the  prone 
and  in  the  upright  position.  Only  1 case  of 
the  series  had  intravenous  pyelography  car- 
ried out. 

The  detailed  report  of  this  study  is  being 
published  [Ann.  Int.  Med.]  in  its  entirety  by 
two  of  us  (B.  D.  B.  and  N.  K.).  The  following 
is  a summary  of  a part  of  this  work,  with 
emphasis  laid  more  particularly  on  the 
therapeutic  measures  employed.  The  total 
number  of  cases  comprising  this  study  was  85, 
and  for  the  convenience  of  consideration  the 
following  grouping  has  been  made. 

I.  Bilateral  pyelitis  or  pyelonephritis, 
hydronephrosis,  and  bilateral  impairment  of 
function,  i.e.,  diminished  phenolsulfon- 
phthalein  output  (39  cases) . 

II.  Unilateral  pyelitis  or  pyelonephritis, 
hydronephrosis,  ptosis,  stone,  and  unilateral 
impairment  of  function,  i.e.,  diminished  phe- 
nolsulfonphthalein  output  (15  cases). 

III.  Lower  urinary  tract  involvement 
alone  (24  cases). 

IV.  Normal  urinary  tract  (7  cases).  Only 
1 of  these  or  14  per  cent  showed  hypertension. 

In  a further  effort  of  analytic  study,  group  I 
was  subdivided  into: 

A.  Individuals  with  unequivocal  bilateral 
reduction  of  kidney  function  (based  on  a one- 
half  hour  phenolsulfonphthalein  test  with  a 
standard  of  20  per  cent  of  dye  recovery  from 
each  kidney  taken  as  normal).  In  this  divi- 
sion there  were  10  cases.  Seven  of  these  had 
an  infection  in  one  or  both  kidneys;  also  it 
was  found  that  7 cases  showed  a hydroneph- 
rosis, hydroureter,  and  a blunting  of  the  cali- 
ces,  either  unilateral  or  bilateral.  In  this 
division  of  10  cases,  6 showed  a definite  hyper- 
tension. 

B.  Individuals  showing  a unilateral  reduc- 
tion of  renal  function.  Here  were  placed  15 
cases,  and  all  of  these  were  found  to  have  an 
active  infection  on  one  or  both  sides;  of  these, 
13  cases  showed  a hydronephrosis,  hydro- 
ureter, or  blunting  of  the  calices  on  one  or  both 
sides,  while  a stone  in  the  kidney  was  encoun- 
tered in  1 instance.  In  this  division  of  15 
cases,  12  showed  a definite  hypertension. 

C.  Individuals  showing  a normal  renal 
function,  but  with  other  bilateral  lesions. 
Here  were  placed  14  cases  in  which  infection 
was  demonstrated  on  one  or  both  sides  in  10 
instances,  while  hydronephrosis,  hydroureter, 
blunting  of  the  calices  occurred  in  12  cases. 
Stone  in  the  ureter  was  found  in  1 instance. 
In  this  group  with  normal  function,  hyperten- 
sion was  found  in  8 cases. 


Of  the  group  of  patients  showing  bilateral 
involvement  (39  cases)  2 cases  showed  a uni- 
lateral kidney  infection  in  which  no  bladder 
infection  could  be  demonstrated,  and  3 cases 
showed  a bladder  infection  in  which  no  kidney 
infection  was  found.  The  group  showed  a 
consistent  hypertension  in  26  cases  or  70  per 
cent  of  their  number. 

II.  In  the  group  that  had  unilateral  in- 
volvement (when  one  kidney  and  ureter  was 
found  to  be  absolutely  normal)  there  were  15 
cases  analyzed  as  follows: 

A.  Unilateral  reduction  of  function  only. 
This  subdivision  comprised  3 cases;  hyper- 
tension was  found  in  2. 

B.  Hydronephrosis,  blunting  of  the  calices, 
or  hydroureter  occurred  in  11  cases;  hyper- 
tension was  found  in  7. 

This  group  harbored  a kidney  infection  in  7 
instances,  and  in  1 case  a small  calculus  was 
demonstrated.  In  addition  5 had  so-called 
minimal  lesions  (i.e.,  slight  blunting  of  the 
calices  with  no  infection).  Hypertension  was 
found  in  60  per  cent  of  this  group. 

III.  Cases  showing  lower  urinary  tract 
involvement  alone: 

A.  Infection  in  the  bladder  urine  was  ob- 

served in  13  cases,  and  in  5 additional  in- 
stances there  was  cystoscopic  evidence  of  an 
inflammatory  process  in  the  bladder  without 
bacteria  being  found.  The  degree  of  bladder 
involvement  was  interpreted  as:  (1)  Grade  1 

cystitis  (trigonitis  only — 13  cases) ; (2)  Grade 
2 cystitis  (trigonitis  and  moderate  cystitis — 2 
cases) ; and  (3)  Grade  3 cystitis  (trigonitis  and 
severe  cystitis — 3 cases). 

Inflammation  in  the  bladder  alone  was  thus 
found  in  18  instances  in  this  group,  while  a 
bladder  involvement  associated  with  an  upper 
urinary  tract  infection  was  noted  in  42  addi- 
tional cases  gleaned  from  the  preceding  divi- 
sions, thus  showing  an  infection  in  60  of  the  85 
cases  comprising  the  entire  series.  There  was 
no  patient  who  had  an  unequivocal  upper 
urinary  tract  infection  without  the  lower  tract 
being  similarly  involved.  However,  2 patients 
did  have  a positive  culture  from  one  kidney  of 
a pathogenic  organism  without  any  involve- 
ment of  the  bladder. 

B.  Stricture  of  the  urethra  was  encoun- 
tered in  15  instances  in  the  lower  urinary  tract 
group  and  were  divided  as  follows:  (1)  Grade 
1 stricture  (1  case);  (2)  Grade  2 stricture  (3 
cases);  and  (3)  Grade  3 stricture  (11 
cases). 

Stricture  of  the  urethra  in  the  upper  urinary 
tract  group  was  demonstrated  in  16  cases  and 
divided  as  follows:  (1)  Grade  1 stricture  (3 
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cases);  (2)  Grade  2 stricture  (5  cases);  and 
(3)  Grade  3 stricture  (8  cases). 

The  total  number  of  strictures  found  in  the 
entire  series  of  85  cases  was  31.  These  two 
groups  are  not  entirely  comparable,  since 
many  of  those  classed  in  the  lower  urinary 
tract  group  were  placed  there  simply  because 
they  had  urethral  strictures  and  no  other 
urinary  tract  pathology. 

Of  the  24  cases  showing  lower  urinary  tract 
involvement,  stricture  of  the  urethra,  cysto- 
cele,  and  residual  urine  in  combination  oc- 
curred in  4 instances,  while  stricture  of  the 
urethra  and  cystocele  without  any  demon- 
strable residual  urine  was  present  in  14  cases. 
The  total  number  of  patients  with  residual 
urine  in  this  group  was  8. 

In  this  group  (24  cases)  12  or  50  per  cent 
consistently  showed  hypertension. 

Control  Study 

Since  diabetic  women  showed  evidences  of 
active  infection  in  such  a high  percentage  of 
instances,  it  seemed  imperative  that  we  obtain 
some  idea  of  the  incidence  of  infection  in  non- 
diabetic women.  However,  it  did  not  seem 
justifiable  to  subject  a series  of  normal  women 
to  a complete  urologic  examination,  so  in  an 
effort  to  get  some  sort  of  control  data  the  blad- 
ders of  23  nondiabetic  women  who  were  under- 
going treatment  in  the  obesity  clinic  were 
catheterized.  The  urine  was  examined  for  pus 
and  bacteria  immediately  and  then  cultured. 
None  of  these  had  any  gross  infection.  How- 
ever, 12  had  a “rare”  or  a “few”  pus  cells,  10 
only,  and  a few  bacteria  in  the  smear,  while  6 
had  a completely  sterile  urine.  In  this  control 
group  3 showed  a growth  of  Bacillus  coli, 
while  the  predominating  organisms  were 
anaerobic  gram-negative  gas-producing  bacilli 
and  anaerobic  streptococci. 

A further  consideration  in  this  study  in- 
cluded an  effort  to  determine  the  type  of  infec- 
tion present  and  resulted  in  the  following 
findings. 

In  the  bilateral  involvement  group  (upper 
urinary  tract)  of  39  cases  the  organisms  identi- 
fied were: 

A.  B.  coli  (Escherichia),  13  cases;  B. 
aerogenes,  2 cases;  B.  alcalescens,  1 case; 
Morgan’s  bacillus,  1 case;  B.  pyocyaneus,  1 
case;  and  B.  proteus,  1 case. 

B.  Enterococci  and  anaerobic  streptococci, 
9 cases;  and  staphylococci,  2 cases. 

C.  Combination  of  groups  (A)  and  (B) 
mixed  infection,  9 cases. 

D.  Anaerobic  gas-producing  gram-nega- 
tive bacilli,  1 case. 


E.  Hemolytic  streptococci,  2 cases. 

F.  Sterile  cultures,  5 cases 

In  this  group,  22  of  the  39  cases  were  found 
to  be  positive  for  members  of  the  B.  coli  group. 

In  the  lower  urinary  tract  involvement 
group  the  following  organisms  were  identi- 
fied: 

A.  Gram-negative  bacilli  (B.  coli),  2 cases. 

B.  Enterococci,  anaerobic  streptococci, 
and  staphylococci,  5 cases. 

C.  Combinations  of  groups  (A)  and  (B),  no 
cases. 

D.  Anaerobic  gas-producing  gram-nega- 
tive bacilli,  12  cases. 

E.  Hemolytic  streptococci,  3 cases. 

F.  Sterile  cultures,  2 cases. 

In  this  group  of  24  cases  only  2 were  found 
positive  for  members  of  the  B.  coli  group. 

In  our  control  series  of  nondiabetic  cases  the 
following  organisms  were  identified  in  the 
urine  cultures: 

A.  Gram-negative  bacilli  (B.  coli),  1 case. 

B.  Enterococci  and  anaerobic  strepto- 
cocci, 6 cases. 

C.  Combination  of  groups  (A)  and  (B),  2 
cases. 

D.  Anaerobic  gas-producing  gram-nega- 
tive bacilli,  5 cases. 

E.  Hemolytic  streptococci,  no  cases. 

F.  Combination  of  groups  (B)  and  (D),  3 
cases. 

G.  Sterile  cultures,  6 cases. 

Of  the  23  control  cases  only  3 were  positive 
for  members  of  the  B.  coli  group. 

Therapy 

Since  a great  deal  of  importance  has  been 
stressed  in  the  past  on  this  eradication  of  infec- 
tion in  persons  with  diabetes,  it  is  obvious 
from  the  above  study  that  not  enough  atten- 
tion has  been  paid  to  the  urinary  tract.  It 
would  seem  therefore,  that  some  form  of  rou- 
tine procedure  should  be  instituted  for  the 
study  of  the  urinary  tracts  of  diabetic  patients, 
particularly  women. 

When  it  is  assumed  that  the  diabetes  is 
controlled,  a careful  study  as  outlined  above  is 
justified,  especially  in  those  showing  infection 
or  hypertension  or  both.  It  has  been  shown 
in  this  study  that  there  is  a high  incidence  of 
lower  urinary  tract  disease.  Stricture  was 
found  in  31  instances;  this,  of  course,  can  be 
handled  by  dilatation  of  the  urethra.  Our 
plan  is  to  dilate  the  urethras  of  these  patients 
up  to  30  or  32  F.  at  frequent  intervals  (i.e., 
from  three  to  six  weeks),  gradually  increasing 
the  interval. 

This  procedure  often  helps  in  the  reduction 
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of  the  residual  urine  as  well  as  the  clearing  up 
of  the  infection. 

If  cystoceles  are  found  to  be  the  factor  in  the 
production  of  residual  urine,  it  is  deemed  ad- 
visable to  repair  them  surgically  or  at  least,  if 
this  is  inadvisable,  to  use  a well-fitting  pessary. 

For  the  cystitis,  suitable  mild  irrigations,  in- 
stillations, and  proper  oral  antiseptics,  de- 
pending on  the  type  of  bacteria,  have  been 
used.  Sulfanilamide  and  neoprontosil,  which 
have  been  exceedingly  well  tolerated,  and 
mandelic  acid  are  the  chief  therapeutic  agents 
we  have  used  in  this  series. 

In  the  upper  urinary  tract  it  is  wise  to  make 
every  effort  to  prevent  permanent  kidney  dam- 
age and  loss  of  function.  In  cases  of  simple 
stricture  of  the  ureter  with  moderate  hydro- 
nephrosis, periodic  dilatations  of  the  ureter 
have  been  carried  out.  Where  infection  of  the 
kidney  was  demonstrated,  suitable  oral  reme- 
dies when  the  kidney  function  is  good  have 
been  used. 

In  unilateral  disease,  if  there  is  a marked 
hypertension  in  the  presence  of  infection  with 
appreciable  loss  of  function  and  if  there  does 
not  appear  to  be  improvement  under  conserva- 
tive treatment,  we  believe  a nephrectomy 
should  be  considered,  providing  the  other 
kidney  has  normal  function. 

Up  to  the  present  date  this  study  has  not 
progressed  far  enough  to  permit  us  to  draw 
far-reaching  conclusions  on  the  ultimate 
effect  of  this  routine.  We  have  observed, 
however,  that  in  many  of  these  patients  the 
progress  of  the  urinary  disease  has  been 
halted.  The  infection  has  been  cleared  up, 
the  residual  urine  has  been  reduced,  and  in 
many  instances  the  kidney  function  has  been 
bettered,  with  a marked  improvement  in  the 
general  appearance  of  the  patient.  In  some 
instances  there  has  been  observed  a change  in 
the  pyelograms,  so  that  mild  and  moderately 
severe  hydronephrosis  and  hydroureters  have 
returned  almost  to  normal. 

Conclusion 

1.  The  presence  of  sugar  in  the  urine  as 
found  in  persons  suffering  from  diabetes  is 


probably  a factor  in  increasing  the  incidence  of 
infection  in  these  patients. 

2.  Although  no  comparable  control  study 
could  be  made  of  the  urinary  tract,  it  is  possi- 
ble that  a much  higher  incidence  of  pathologic 
change  is  found  in  the  urinary  tract  of  diabetic 
patients  than  in  nondiabetic  patients. 

3.  A high  incidence  of  hypertension  was 
observed  in  diabetic  patients. 

4.  The  patients  who  had  an  involvement  of 
the  upper  urinary  tract,  especially  the  “bi- 
lateral group,”  showed  a somewhat  higher  in- 
cidence of  hypertension  when  there  was  a 
reduction  of  kidney  function,  infection,  and 
evidence  of  renal  destruction. 

5.  The  lower  urinary  tract  was  found  to  be 
involved  in  a large  number  of  cases,  both  in 
conjunction  with  upper  urinary  tract  lesions 
and  alone. 

6.  The  presence  of  stricture,  cystocele,  in- 
fection, and  residual  urine  in  the  presence  of 
sugar  seems  to  act,  and  probably  does  act,  as  a 
predisposing  factor  to  upper  urinary  tract  in- 
volvement, since  stasis  is  frequently  a factor 
in  the  production  of  upper  urinary  tract  dis- 
ease. 

7.  A brief  outline  of  therapy  has  been  pre- 
sented. 

An  expression  of  appreciation  is  due  Dr. 
Frederick  J.  Parmenter,  chief  of  the  Urological 
Service;  Dr.  Edward  C.  Koenig,  chief  of  the 
Roentgenological  Department;  and  Dr. 
Ernest  Witebsky,  of  the  Bacteriological  De- 
partment, for  their  splendid  cooperation  and 
assistance. 
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GENTLE  HINT 

Found  by  R.  Mac  B.  on  the  letterhead  of  a colleague 
I stick  to  those  who  stick  to  me, 

All  others  need  not  bother  me; 

Although  of  patients  I’ve  no  lack, 

It  takes  the  coin  to  run  this  shack; 

If  I’m  to  be  your  doctor  still, 

You  must  keep  paid  up  on  your  bills. 

— J.A.M.A. 


MAKING  IT  HOT  FOR  THEM 
Found  by  E.  M.  B.  in  the  New  Haven  Register 
Miss  Mae  McCorkle,  maternity  supervisor  of 
the  Visiting  Nurse  Association  and  director  of 
Mothers’  Classes  of  that  organization,  will  con- 
duct a demonstration  of  baking  and  dressing  a 
baby  at  tonight’s  session  of  the  New  Haven 
Fathers’  Council  at  155  Greene  Street. 

—J.A.M.A. 


TUBERCULOSIS  IN  YOUNG  WOMEN 

Robert  E.  Plunkett,  M.D.,  and  Julius  Katz,  M.D.,  Albany,  New  York 


THE  marked  decrease  in  mortality  from 
tuberculosis  in  the  population  as  a whole 
and  the  fall  of  this  disease  from  first  to  seventh 
place  as  a cause  of  death  within  the  past 
thirty  years  have  received  so  much  attention 
that  the  importance  of  the  disease  in  certain 
age  groups  has  not  been  accorded  the  recogni- 
tion it  deserves.  This  is  shown  in  part  by  the 
fact  that  for  several  years  in  some  areas  case- 
finding studies  have  been  conducted  more 
intensively  among  young  school  children,  in 
whom  the  tuberculosis  death  rate  is  lowest, 
than  among  older  individuals. 

In  upstate  New  York  tuberculosis  is  still  the 
leading  cause  of  death  among  women  at  ages 
20  to  34  and  is  among  the  first  three  causes  of 
death  in  women  between  10  and  40  and  in 
men  between  20  and  50.  The  relative  impor- 
tance of  the  disease  in  the  various  age  groups 
differs  in  the  two  sexes  (Table  1). 

The  difference  in  shape  of  the  curve  of 
mortality  by  age  among  men  and  women  is 
well  known  (Fig.  1).  The  rates  in  both  sexes 
fall  from  a relatively  high  point  in  infancy  and 
early  childhood  to  a very  low  level  in  the  5- 
to- 14-year  age  group.  From  this  point,  the 
rates  diverge.  Among  women  there  is  a 
sharper  increase  than  among  men  up  to  25  to 
34  years,  where  the  rate  for  women  falls 
slightly  below  that  for  men.  This  was  the 
high  point  of  mortality  for  women  in  upstate 
New  York  in  the  five-year  period  1920  to 
1924  and  was  the  highest  point  in  1934  to 
1938,  with  the  exception  of  the  comparatively 
small  group  75  years  of  age  and  over.  The 
rate  for  men  in  1934  to  1938,  however,  con- 
tinued to  rise  to  a maximum  at  45  to  54  years 
of  age,  where  it  was  almost  three  times  as 
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high  as  in  women.  From  this  point  the  rate 
declined  among  men  but  remained  much 
higher  than  the  female  rate  through  the  rest  of 
the  life  span. 

Not  only  do  the  mortality  rates  differ  be- 
tween men  and  women  in  the  various  age 
groups  but  the  decreases  in  mortality  in  specific 
age  groups  over  a period  of  years  vary  with 
age  and  sex  (Fig.  2).  Thus,  since  1915  in 
upstate  New  York  the  rate  of  decline  has  been 
greater  among  men  than  among  women  in  all 
age  groups  except  those  over  45  years.  In 
the  groups  under  45  the  greatest  difference 
between  men  and  women  appeared  at  15  to  24 
years,  where  the  rate  has  decreased  by  86  per 
cent  in  men  and  79  per  cent  in  women.  It  is 
interesting  that  among  women  in  this  age 
group  there  has  been  a considerably  sharper 
decline  in  rate  since  1924  than  for  the  ten  years 
previously,  similar  to  the  condition  found  by 
Hart  and  Wright1  in  England  and  Wolff2  in 
the  United  States  registration  area. 

Although  the  mortality  rate  in  1915  among 
women  between  15  and  24  was  considerably 
higher  than  that  in  the  group  aged  45  years 
and  over,  the  relatively  more  rapid  decrease  in 
mortality  in  the  younger  women  has  caused 
the  rates  to  approximate  each  other,  so  that 
since  1936  the  rate  for  the  older  women  has 
actually  been  somewhat  higher  than  for  the 
younger  group.  This  suggests  the  need  for 
increasing  study  not  only  of  the  15-to-24-year 
group  but  also  of  women  in  the  older  ages. 

In  spite  of  the  differences  in  the  rates  of  de- 
crease at  the  various  ages,  however,  one  of  the 
most  outstanding  features  of  the  curve  of 
mortality  by  age  and  sex  is  its  similarity  from 
year  to  year  (Fig.  1)  and  the  close  resemblance 
of  the  curve  for  this  State  to  that  for  the 
United  States  and  even  to  that  of  England.1 

Numerous  explanations  have  been  offered 


TABLE  1. — Position  of  Tuberculosis,  All  Forms,  Among  the  Three  Most  Important  Causes  of  Death  (New 
York  State,  Exclusive  of  New  York  City,  1938) 


Age 

, Male 

Leading  cause  Second  cause 

Third  cause 

Leading  cause 

Female 

Second  cause 

Third  cause 

1-4 

5-9 

10-14 

15-19 

20-24 

Tuberculosis 

Tuberculosis 

Tuberculosis 

Tuberculosis 

25-29 

Tuberculosis 

Tuberculosis 

30-34 

Tuberculosis 

Tuberculosis 

Tuberculosis 

35-39 

40-44 

Tuberculosis 

Tuberculosis 

45-49 
50  + 

Tuberculosis 

961 
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AGE 


Fig.  1. 

for  the  higher  death  rate  and  for  the  slower 
decline  in  young  women  than  in  young  men. 

1 . One  of  the  earliest  theories  proposed  was 
the  increasing  industrialization  of  women, 
with  its  physical  and  nervous  strain  and  in- 
creasing opportunity  for  exposure  to  infection. 
While  some  authorities3’4  find  no  evidence  for 
this  theory,  nevertheless,  Hart  and  Wright1 
find  a definite  statistical  correlation  between 
the  proportion  of  young  girls,  aged  14  to  20, 
entering  gainful  occupations  and  the  tubercu- 
losis mortality  rate  of  girls  aged  15  to  25  of  the 
same  generation. 

2.  The  effects  of  changes  in  the  standard  of 
living,  particularly  as  indicated  by  changes  in 
housing  conditions,  are  stressed  by  Hart  and 
Wright.1  These  authors  found  that  a slow- 
ing up  in  the  improvement  of  housing  facilities 
resulted  in  a decrease  in  the  rate  of  decline  of 
mortality  from  tuberculosis,  especially  in 
young  women,  while  acceleration  in  the  build- 


ing of  new  houses,  with  alleviation  of  over- 
crowding, increased  the  rate  of  decline. 

It  cannot  be  doubted  that  these  factors, 
and  probably  many  others,  influence  the 
mortality  rate  in  young  women.  Nevertheless, 
the  fact  that  the  mortality  curve  shows  such 
definite  characteristics  (Fig.  2)  and  that  the 
rate  among  young  women  was  higher  than 
that  for  young  men  as  far  back  as  1860,  before 
such  factors  as  the  entrance  of  women  into 
industry  reached  important  dimensions,  indi- 
cates that  such  environmental  forces  are  only 
contributory  to  differences  resulting  from  basic 
biologic  phenomena. 

3.  Wolff2  finds  a definite  association  be- 
tween tuberculosis  and  the  generative  activity 
of  women.  He  cites  as  an  example  the  fact 
that  the  great  increase  in  the  birth  rate  in 
most  countries  following  the  World  War  was 
accompanied  by  a failure  of  the  tuberculosis 
mortality  rate  to  decline  as  rapidly  in  young 
women,  particularly  between  the  ages  of  15 
and  25,  as  in  young  men  of  the  same  age. 
In  almost  all  other  age  groups,  on  the  other 
hand,  the  decrease  in  the  death  rate  was 
greater  in  women,  and  the  rate  itself  was  lower 
than  for  men. 

4.  Rich,5  in  discussing  the  subject  of  age- 
determined  factors  in  tuberculosis,  stresses 
the  important  role  played  by  the  physiologic 
phenomena  of  pubescence  by  pointing  out: 
first,  that  in  spite  of  the  evidence  of  increased 
tuberculous  infection  in  the  age  period  be- 
tween 5 years  and  puberty  there  is  actually  a 
decrease  in  the  mortality,  whereas  at  puberty 
and  during  adolescence  the  increase  in  disease 
is  far  greater  than  that  of  infection;  second, 
that  Opie  and  McPhedran  have  shown  that 
even  in  familial  exposure  to  open  cases  of 
tuberculosis  twice  as  many  cases  of  clinical 
tuberculosis  developed  in  the  10-to-  14-year 
age  group  as  in  the  l-to-9-year  group;  third, 
that  the  mortality  rise  occurs  at  an  earlier 
age  in  women  than  in  men,  probably  because 
of  the  earlier  occurrence  of  puberty  changes 
in  the  former. 

Since  the  age  incidence  of  active  tuberculosis 
is  similar  to  the  incidence  of  mortality,6  tuber- 
culosis-control efforts,  to  be  most  productive 
of  results,  must  be  directed  against  the  groups 
with  the  higher  mortality  rates.  The  high 
rates  among  young  women  and  the  failure  of 
the  rates  to  decline  as  rapidly  as  in  men  of  the 
same  age  indicate  that  this  group  might  be 
studied  profitably.  Additional  evidence  of 
the  importance  of  examining  this  group  is 
afforded  by  the  fact  that,  in  the  three-year 
period  1936  to  1938,  26  per  cent  of  all  cases  of 
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tuberculosis  reported  among  women  in  up- 
state New  York  were  between  15  and  25  years 
of  age,  and  53  per  cent  were  between  15  and  34. 

For  many  years  the  New  York  State  De- 
partment of  Health  has  recognized  the  im- 
portance of  two  main  groups  in  its  case-finding 
program : first,  contacts  of  open  cases  of  tuber- 
culosis and  those  referred  to  the  clinic  by  the 
family  physician  because  of  suspicious  symp- 
toms or  signs;  second,  special  groups  of  the 
population  in  whom  tuberculosis  may  be  an 
important  health  hazard. 

The  case-finding  value  of  the  first  part  of 
the  program,  the  examination  of  contacts  and 
suspects,  has  been  emphasized7  and  need  not 
be  discussed  here,  except  to  mention  the  re- 
sults of  the  examination  of  young  women. 
In  1937  the  yield  in  new  cases  of  tuberculosis 
in  women  aged  15  to  24  examined  in  the  State 
tuberculosis  hospital  clinics  was  3.1  per  cent 


compared  with  2 per  cent  in  men  of  the  same 
age.  This  was  the  only  age  group  in  which  the 
case  yield  was  higher  in  women  than  in  men. 

As  part  of  the  second  phase  of  the  program, 
that  is,  the  study  of  special  population  groups, 
the  following  groups  of  women  have  been 
studied:  normal  school  students;  a group  of 
girls  in  one  of  the  State  schools  for  delinquents; 
and  a group  of  women  in  a food-packing  indus- 
try. 

In  cooperation  with  the  State  Department  of 
Education,  a study  of  tuberculosis  among  the 
students  of  ten  of  the  normal  schools  in  the 
State  has  been  conducted  since  1933,  in  order 
to  determine  the  importance  of  the  disease  as 
a menace  to  the  health  of  these  students. 
The  examination  of  this  group  is  of  additional 
importance  in  that  the  diagnosis  of  tuberculosis 
and  institution  of  treatment  in  the  early,  non- 
infectious  stage  will  serve  to  prevent  the  in- 
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PERCENTAGE  OF  POSITIVE  TUBERCULIN  REACTIONS  AT  FIRST  EXAMINATION.  BY  SEX 


YEAR 


Fig.  3. 

fection  of  the  young  pupils  whom  these  in- 
dividuals might  be  called  upon  to  teach. 
Furthermore,  the  personal  participation  of 
future  teachers  in  a study  of  this  kind  is  of 
considerable  educational  value  because  it 
arouses  their  interest  in  the  disease  and  in  the 
methods  used  in  its  control. 

The  students  are  between  17  and  21  years 
of  age,  white,  and  from  the  lower  middle-class 
social  and  economic  group.  About  three- 
fourths  of  the  total  are  girls.  The  procedure 
consists  of  tubercuhn- testing  all  freshmen  with 
0.1  mg.  of  O.T.  and  x-raying  the  positive 
reactors.  The  negative  reactors  are  retested 
in  the  second  and  third  years,  while  all  posi- 
tive reactors  are  x-rayed  annually  but  are  not 
retested.  Inasmuch  as  it  was  impractical  to 
perform  several  tests  with  increasing  doses  of 
tubercuhn  during  the  annual  visits  to  each 
school,  it  was  decided  to  use  this  dose  in  spite 
of  the  knowledge  that  a certain  proportion  of 
those  negative  to  this  dose  would  react  posi- 
tively to  a larger  dose.  Moreover,  the  number 
of  cases  of  clinically  significant  pulmonary 
tuberculosis  which  might  have  been  missed 
by  this  screening  is  probably  negligible.  The 
course  of  study  in  the  normal  schools  is  of 
three  years’  duration  in  eight  of  the  ten  schools 
and  of  four  years’  duration  in  two,  but,  since 
a number  of  students  leave  school  annually 
before  completing  their  courses,  many  dropped 
from  observation  before  receiving  all  three 
tests  or  x-rays. 

A total  of  7,536  students  were  examined,  of 
whom  3,203  were  examined  only  once;  1,962, 
only  twice;  2,260,  three  times;  and  111 
students  taking  the  four-year  courses,  four 
times. 

At  the  time  of  the  first  examination  the 
prevalence  of  infection  in  the  entire  group  was 
28  per  cent,  with  31  per  cent  positive  reactors 


among  the  boys,  and  27  per  cent  among  the 
girls.  These  figures  are  somewhat  higher  than 
those  given  by  Stiehm8  but  are  in  general  ac- 
cord with  his  finding  that  the  rate  among  stu- 
dents from  the  eastern  states  is  higher  than 
that  among  students  from  the  rest  of  the 
country.  Among  the  girls  who  were  tuberculin 
negative  at  the  time  of  first  examination,  4.3 
per  cent  were  positive  at  the  second,  and  2.6 
per  cent  of  those  negative  at  the  first  two  tests 
were  positive  at  the  third.  The  average 
yearly  increase  in  the  infection  rate  was  3.7 
per  cent  compared  with  Stiehm’s  figure  of  2.4 
per  cent. 

The  prevalence  of  infection  among  students 
at  the  time  of  admission  to  school  dropped 
from  37  per  cent  in  1933  to  24  per  cent  in  1939, 
a decrease  of  35  per  cent.  The  decrease  was 
somewhat  greater  among  the  girls,  36  per  cent, 
than  among  the  boys,  32  per  cent  (Fig.  3). 

In  view  of  the  recent  findings  in  Tennessee9 
and  elsewhere  of  a high  percentage  of  indi- 
viduals showing  calcium  deposits  on  x-ray 
examination  but  having  negative  tuberculin 
reactions,  a study  was  made  in  1939  to  deter- 
mine whether  a similar  condition  existed  in 
N ew  York  State.  In  that  year  1 ,564  freshmen 
were  x-rayed  regardless  of  the  results  of  the 
tuberculin  test,  and  all  x-ray  films  were  inter- 
preted without  any  knowledge  of  the  tuber- 
culin reaction.  Six  per  cent  of  the  positive 
reactors  showed  x-ray  evidence  of  calcium 
deposits,  while  only  1.6  per  cent  of  the  nega- 
tive reactors  showed  such  findings.  These 
results  confirm  our  former  opinion  that  the 
prevalence  of  calcium  deposits  among  negative 
reactors  is  low  in  this  State.  No  cases  of 
clinical  pulmonary  tuberculosis  were  found 
among  the  negative  reactors. 

In  the  total  of  7,536  students  examined,  29 
cases  of  clinically  significant  pulmonary  tuber- 
culosis were  found,  a rate  of  0.38  per  cent, 
which  is  lower  than  the  figure  of  0.6  per  cent 
mentioned  by  the  Tuberculosis  Committee  of 
the  Student  Health  Association.10  The  rate 
was  practically  the  same  for  the  boys  as  for 
the  girls.  Contrary  to  the  findings  of  Stiehm, 
most  of  the  cases  were  discovered  at  the  first 
examination,  only  4 cases  developing  subse- 
quent to  the  first  examination.  Of  the  29  cases, 
25  (86  per  cent)  were  minimal  and  4 (14  per 
cent)  were  moderately  advanced.  One  of  the 
cases  developing  subsequent  to  the  first  ex- 
amination was  moderately  advanced  at  the 
time  of  the  second  examination  one  year  later. 

Since  the  wide  variation  in  the  incidence  of 
tuberculosis  in  various  schools11  is  due,  in  part 
at  least,  to  differences  in  case-finding  technics 
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and  possibly  to  differences  in  standards  of  x- 
ray  diagnosis,  it  is  important  to  define  our 
criteria  for  the  x-ray  diagnosis  of  pulmonary 
tuberculosis.  In  this  classification  are  in- 
cluded only  those  cases  with  definite  paren- 
chymal involvement  of  the  reinfection  type 
suggesting  activity  or  possible  activity  of  the 
lesion.  Calcified  areas  either  in  the  paren- 
chyma or  hilum,  fibrous  strands,  and  apical  or 
basal  pleurisies  are  not  considered  of  clinical 
significance. 

The  progress  of  the  cases  of  tuberculosis 
diagnosed  has  not  been  followed,  the  students 
being  referred  to  their  private  physicians  and 
the  local  tuberculosis  hospitals  for  further 
study  and  treatment.  All  of  the  cases  have 
left  school  for  sanatorium  care. 

The  second  special  section  of  the  popula- 
tion chosen  for  study  was  a group  of  799  in- 
mates of  a New  York  State  school  for  delin- 
quent girls.  These  girls  were  between  13  and 
17  years  of  age  and  were  committed  to  the 
school  by  the  children’s  courts  of  several  of 
the  larger  cities  of  the  State,  chiefly  New  York 
City.  About  one-third  of  the  girls  were 
colored,  and  most  of  them  came  from  families 
of  a low  economic  status.  This  group  was 
chosen  for  study  because  of  their  age,  their 
poor  home  environment,  and  low  family 
financial  level.  The  procedure  consisted  of  a 
single  x-ray  film  of  the  chest. 

Among  the  799  individuals  x-rayed,  6 cases 
of  clinically  significant  pulmonary  tubercu- 
losis were  discovered,  a rate  of  0.75  per  cent. 
Four  of  the  cases  were  minimal,  1 was  moder- 
ately advanced,  and  1 was  far  advanced. 
Two  of  the  cases  were  found  among  the  Negro 
girls,  making  the  case  rate  among  Negroes 
about  the  same  as  among  the  whites. 

The  third  special  study  was  made  among 
636  female  employees  in  a food-packing  indus- 
try. This  group  vras  selected  because  it  in- 
cluded food  handlers  and  because  the  age 
group  seemed  to  be  one  in  which  a high  yield 
of  cases  of  tuberculosis  might  be  expected. 

The  average  age  of  these  women  was  34. 
Less  than  2 per  cent  of  the  group  were  Negroes. 
A single  x-ray  film  of  the  chest  was  made. 
Only  1 case  of  tuberculosis  was  found. 

A precise  explanation  of  the  differences  in 
the  prevalence  of  tuberculosis  in  these  three 
groups  is  difficult,  but  undoubtedly  differences 
in  standards  of  living  and  other  social  and 
economic  factors  play  an  important  role. 

It  may  be  of  interest  to  mention  briefly  a 
group  of  women  regarding  whom  much  dis- 
cussion has  appeared  in  the  literature  within 
the  past  few  years — namely,  student  nurses. 


The  subject  of  the  occupational  hazard  from 
tuberculosis  in  this  group  is  a controversial  one, 
and  opinions  vary  from  that  of  Heimbeck,12 
who  finds  an  extremely  high  incidence  of  tuber- 
culosis, to  that  of  Brahdy,13  who  claims  that 
the  incidence  of  disease  is  no  greater  among 
nurses  than  in  any  other  group  of  women  of 
the  same  age.  All  writers  on  the  subject 
agree,  however,  that  the  danger  of  infection  is 
much  greater  among  nurses  than  in  other 
groups  and  that  students  wTho  begin  their 
courses  of  training  with  negative  tuberculin 
reactions  almost  invariably  acquire  a primary 
infection  during  their  period  of  training. 

Summary  and  Discussion 

There  is  abundant  statistical  evidence  that 
tuberculosis  among  young  women  is  of  major 
importance.  We  possess  insufficient  informa- 
tion to  define  the  influence  that  constitutional 
or  environmental  factors  have  upon  this  prob- 
lem. Three  groups  of  young  women,  totaling 
over  7,000  individuals,  were  examined  for 
tuberculosis,  with  a yield  of  but  0.4  per  cent 
for  the  entire  group.  This  rate  seems  low, 
especially  in  comparison  to  that  found  among 
contacts  and  suspects.  However,  this  should 
not  suggest  the  discontinuance  of  these  studies. 
On  the  contrary,  the  study  of  tuberculosis 
among  women  in  industry,  during  pregnancy, 
after  labor,  and  in  many  other  groups  should 
be  continued.  Aside  from  their  value  as  case- 
finding procedures,  the  data  obtained  from 
such  studies  will  permit  more  accurate  esti- 
mates of  the  danger  of  tuberculosis  in  various 
population  groups  and  will  facilitate  the  in- 
stitution of  control  measures. 
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PLUNKETT  AND  KATZ 


[N.  Y.  State  j.  M. 


Discussion 

Dr.  Herbert  R.  Edwards,  New  York  City — 
Drs.  Plunkett  and  Katz  have  presented  a most 
timely  subject  in  a most  acceptable  manner. 
The  present-day  trend  in  case  finding  among 
healthy  and  apparently  normal  adults  rather 
than  children  has  been  of  the  greatest  signifi- 
cance in  the  tuberculosis  control  program.  That 
part  of  the  population  designated  as  “young 
women”  represents  only  a section  of  the  appar- 
ently healthy  population  that  should  be  included 
in  the  surveys  of  the  type  presented  by  Drs. 
Plunkett  and  Katz.  It  is  of  interest  to  note  that 
they  have  emphasized  the  importance  of  women 
above  the  15-to-24-year  group.  It  is  generally 
accepted  today  that  the  mass  survey  as  a method 
of  case  finding  is  most  productive  among  those 
over  15  years  of  age,  those  who  are  unemployed 
or  on  home  relief , those  living  in  tenement  houses 
and  among  Negroes. 

The  greatest  value  in  studies  of  this  type  is 
the  fact  that  the  majority  of  the  cases  are  de- 
tected at  a time  before  the  disease  has  progressed 
to  an  advanced  stage  with  the  characteristic 
symptoms,  for  it  is  in  that  stage  when  infection 
is  so  easily  spread  to  others.  It  is,  therefore, 
conceivable  that  by  a broad  application  of  the 
mass  survey  principle  we  can  accomplish  more 
in  the  ultimate  control  of  tuberculosis  than  by 
any  other  method. 

The  prompt  examination  of  contacts  to  known 
cases  and  isolation  of  open  cases  in  the  sanatorium 
and  hospital  are  fundamentals  of  tuberculosis 
control  and  need  no  extended  discussion  here. 
It  must  be  remembered,  however,  that  once 
the  disease  has  developed  to  an  advanced  stage 
the  chances  for  cure  are  limited.  Today  our 
hospitals  have  only  about  10  per  cent  of  their 
cases  registered  with  minimal  lesions;  the  re- 
mainder are  beyond  that  curable  stage.  Thus, 
it  is  not  surprising  that  20  per  cent  of  the  dis- 
charges are  by  death  and  that  less  than  half  of 
those  discharged  alive  will  survive  five  years 
without  a relapse  or  death. 

The  use  of  the  tuberculin  test  as  a preliminary 
screen  in  surveys  of  this  type  is  more  easily  ap- 
plied than  in  those  not  under  some  type  of  in- 
stitutional supervision.  In  this  experience  it 
represents  a saving  of  approximately  65  per  cent 
of  the  x-rays  that  would  be  needed  if  all  were 
routinely  x-rayed — a matter  of  the  greatest  im- 
portance in  the  budget. 

Here  in  New  York  City  the  Department  of 
Health  x-rayed  15,795  high-school  students  ir- 
respective of  their  reaction  to  the  tuberculin 
test  to  determine  the  possible  prevalence  of  tuber- 
culous lesions  in  negative  reactors.  Our  results 
definitely  confirmed  the  reliability  of  the  tuber- 
culin test  as  a screening  method.  When  a single 
test  was  done  we  missed  9 per  cent  with  apparent 
tuberculous  lesions,  the  majority  of  which  reacted 
to  the  second  dilution  of  1 mg.  We  can  agree 
with  Drs.  Plunkett  and  Katz  in  that  no  cases  of 


clinical  pulmonary  tuberculosis  were  found 
among  the  negative  reactors. 

It  will  be  noted  that  the  cases  discovered  by 
Drs.  Plunkett  and  Katz  were  referred  to  their 
private  physicians  or  the  local  tuberculosis  hos- 
pital for  further  study.  This,  I believe,  is  an 
answer  to  the  practitioner  who  objects  to  the 
conduct  of  such  studies  because  it  tends  to  take 
his  patient  away  from  his  supervision.  Here 
again  the  experience  in  New  York  City  gives 
ample  evidence  that  the  case-finding  survey, 
in  fact,  places  far  more  cases  under  the  care  of  the 
practitioner  than  it  takes  away. 

The  differences  in  the  yield  of  significant 
cases  reported  in  this  study  compares  somewhat 
with  experiences  here  in  New  York  City.  In 
15,795  high-school  pupils  with  an  average  age  of 
16.2  years,  there  were  58  or  0.4  per  cent.  In 
16,810  students  in  city  colleges  with  an  average 
age  of  18.8  years,  34  or  0.2  per  cent  were  clinically 
significant.  In  8,708  National  Youth  Adminis- 
tration enrollees,  79  or  0.9  per  cent  were  classi- 
fied as  significant.  The  main  differences  be- 
tween these  groups  were  that  in  the  colleges  ap- 
proximately 80  per  cent  were  Jews  compared  to 
about  30  per  cent  among  the  high  schools  and 
National  Youth  Administration.  There  is  less 
tuberculosis  among  Jews  than  Gentiles  in  New 
York  City.  Also  the  colleges  represented  a much 
higher  level  income  group  as  compared  to  the 
other  two,  and  it  has  been  our  experience  that 
tuberculosis  increases  in  a direct  proportion  to 
the  lowering  of  the  economic  level. 

Furthermore,  our  experience  among  employed 
adults  as  compared  to  the  unemployed  has  shown 
consistently  more  significant  disease  among  the 
latter.  Thus,  the  economic  background  of  the 
individual  is  a determining  factor  in  the  preva- 
lence of  tuberculosis. 

Drs.  Plunkett  and  Katz  have  wisely  em- 
phasized the  importance  of  re-examination  of  the 
students  in  the  normal  schools.  A single  survey 
indicates  only  the  disease  apparent  at  the  time 
and  gives  no  assurance  of  the  future  safety  of  the 
individual  so  far  as  tuberculosis  is  concerned. 
In  those  groups  with  an  appreciable  amount  of 
tuberculosis,  plans  should  be  made  to  repeat  the 
examination  at  periodic  intervals  during  the  age 
period  in  which  the  individual  is  most  likely  to 
develop  the  disease. 

Dr.  Paul  B.  Brooks,  Albany , New  York — 
Reference  has  been  made  in  the  course  of  this 
discussion  to  what  was  called  a “peculiar  bio- 
logic influence”  that  seems  to  have  been  at  work 
and  to  have  been  a factor  in  the  general  decline 
of  tuberculosis.  Among  the  other  important 
factors  mentioned  was  improvement  in  housing 
and  living  conditions.  It  has  been  a puzzling 
thing  to  me  that  the  progressive  decline  has 
seemed  to  be  general:  practically  the  same  in 
sections  where  there  have  not  been  many  changes 
in  living  conditions  and  where  comparatively 
little  preventive  work  has  been  done  as  in  the 
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others  in  which  the  work  has  been  intensive  for 
years  and  in  which  there  have  been  material 
changes  in  living  conditions.  I cannot  help 
feeling  that  the  most  important  factor  is  this 
“biologic  influence,”  whatever  it  is.  Has  it  been 
a general  decline  in  virulence  of  the  tubercle 
bacillus,  a general  accumulation  of  some  degree 
of  immunity,  or  a combination  of  the  two? 
Perhaps  some  of  the  tuberculosis  experts  would  be 
willing  to  venture  an  opinion. 

Dr.  B.  E.  Roberts,  Poughkeepsie,  New  York — 
I feel  it  is  a source  of  great  encouragement  that 
in  this  study,  and  other  recent  studies,  the  prin- 
ciples of  epidemiology  are  being  considered  to  a 
much  greater  extent  than  in  the  past.  The 


time  factor,  which  I believe  is  the  “fourth  di- 
mension” of  Professor  Einstein,  makes  the  study 
of  tuberculosis  both  difficult  and  interesting.  I 
wonder  whether  the  failure  of  the  upper  age 
group  to  experience  a sharp  drop  in  tuberculosis 
mortality  in  recent  years  is  not  merely  one  aspect 
of  the  time  factor,  in  that  deaths  at  these  ages 
may  occur  largely  in  persons  whose  onsets  were 
many  years  previously,  at  a time  when  the  gen- 
eral frequency  of  infection  was  higher. 

The  reference  made  to  the  fact  that  active 
tuberculosis  was  seldom  found  on  re-examination 
appears  to  be  highly  important  from  the  stand- 
point of  deciding  upon  the  most  effective  use  of 
public  funds  and  to  merit  comment  upon  the 
implications  involved. 


DIA  BETA  EATA  FRATERNITY 
(In  the  treatment  for  diabetes  some  physicians  with 
home  offices  serve  breakfast  to  patients  after  the  ad- 
ministration of  insulin ) 

Most  human  lives  are  fraught  with  ills, 

Some  cured  by  knives  and  some  with  pills. 

But  few  entirely  escape, 

And  go  through  life  in  first-class  shape. 

Now,  of  the  several  diseases 

That  in  their  deadly  clutches  seize  us, 

And  for  which  physicians  treat  us, 

Is  the  insidious  diabetes. 

One  don’t  suspect  that  he  has  got  it 
Until  by  accident  they  spot  it 
When  one’s  examined  for  some  other — 

Perhaps  imaginary — bother. 

Then,  if  in  luck,  perhaps  you’ll  pass 
Into  the  doctor’s  morning  class. 

At  nine  you  seek  the  doctor’s  door, 

As  many  others  have  before, 

And  to  the  nurse,  a charming  miss, 

You  hand  your  specimens  of — this 
Detail  needs  no  explanation, 

Though  ’tis  a source  of  information. 

Then,  in  the  waiting  room  you’ll  find 
A group  of  others  of  your  kind. 

Graciously  they  all  unbend, 

And  greet  you  as  an  oldtime  friend ; 

For  there’s  a sort  of  brotherhood 
Twixt  those  with  sugar  in  their  blood ; 

For  whether  of  high  or  low  condition 
It  seems  to  sweeten  the  disposition. 

And  so  they’re  friendly  with  each  other, 

Greeting  a newcomer  as  a brother. 

And  here  they  sit  and  hold  confab 
While  waiting  for  the  needle’s  jab; 


SELECTION  OF  BLOOD  BANK  DONORS 
Only  those  perons  who  have  been  born  in  this 
country  and  who  have  never  lived  in  districts 
where  malaria  is  prevalent  should  be  used  as 
donors  for  blood  banks,  Dr.  Ernest  F.  Gordon, 
Yonkers,  New  York,  advises  in  the  Journal  of  the 
American  Medical  Association  for  March  22.  He 
says  that  such  a policy  will  minimize  the  possi- 
bility of  spreading  the  disease  from  man  to  man. 
The  first  recorded  case  of  an  accidental  trans- 
mission of  malaria  through  transfused  stored 
blood  is  reported  by  him. 


This  enters  well  beneath  the  skin 
And  pumps  one  full  of  insulin. 

Ah,  insulin!  Good  insulin! 

But  for  you  what  might  have  been? 

I might  be  lying  stark  and  cold, 

Pushing  daisies  up  through  the  mold. 

Instead  of  which  you  and  my  diet 
Rouse  emotions  once  almost  quiet, 

And  fill  me  with  so  much  of  pep 
That  if  I do  not  watch  my  step 
The  chances  are  that  I shall  fail 
To  keep  outside  the  county  jail. 

But  I digress,  my  tale’s  not  done; 

For,  after  jabbing  everyone 
We’re  sent  into  the  breakfast  room, 

A place  that  never  harbors  gloom, 

Where  Mrs.  Doctor,  gracious  hostess, 

Loves  to  cerealize  and  toast  us. 

And  there  we  sit  in  friendly  chatter, 

As  if  there’s  not  a thing  the  matter, 

While  in  and  out  the  doctor  slips 
With  good  advice  and  merry  quips. 

I know  of  nothing  that’s  more  pleasant 
Than  class  meets  with  the  doctor  present. 

But,  though  the  meetings  of  the  class 
In  a fraternal  spirit  pass, 

All  those  who  hope  to  graduate 
Their  vigilance  must  not  abate, 

So  be  advised  by  him  who  writes, 

Obey  the  rules  the  doctor  cites. 

From  ancient  dame  to  little  laddie 
We  hail  him  as  our  sugar  daddy. 

— J.  L.  B.  inJ.A.M.A. 


MEDICAL  LIBRARY  ASSOCIATION 
The  forty-third  annual  meeting  of  the  Medical 
Library  Association  will  be  held  this  year  at  the 
University  of  Michigan  Medical  School,  Ann 
Arbor,  Michigan,  on  Thursday,  Friday,  and 
Saturday,  May  29,  30  and  31,  under  the  presi- 
dency of  Col.  Harold  W.  Jones,  of  the  Army 
Medical  Library,  Washington,  D.  C.  Hotel 
headquarters  will  be  at  the  Michigan  Union. 
The  program  will  include  papers  on  the  Coopera- 
tion of  Libraries,  Union  Catalogues,  Medical 
History,  and  Industrial  Medicine. 


EXPERIENCES  IN  A THYROID  CLINIC  IN  A GENERAL 
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FOR  many  years  at  the  Roosevelt  Hospital 
it  had  been  the  custom  to  treat  thyroid 
cases  in  a routine  manner  as  part  of  the  gen- 
eral run  of  cases  admitted  to  the  medical  and 
surgical  wards.  About  ten  years  ago  it  was 
felt  that  better  understanding  of  the  disease 
and  better  treatment  would  result  if  the  work 
was  concentrated  into  the  hands  of  a small 
group  who  would  diagnose,  treat,  and  follow 
up  all  such  patients  who  came  to  the  hospital. 
Also,  in  order  that  the  knowledge  so  gained 
should  be  diffused  throughout  the  staff,  it 
was  arranged  that  there  should  be  a gradual 
rotation  of  men  assigned  to  such  work.  This 
method  has  been  followed  out  in  the  past 
eight  years  with  the  exception  of  our  psy- 
chiatrist, Dr.  Robert  W.  Laidlaw,  who  has 
rendered  invaluable  help  throughout  the  whole 
period.  In  addition  to  Dr.  Laidlaw,  two  phy- 
sicians and  two  surgeons  have  attended,  once 
a week,  a combined  diagnostic  and  follow-up 
clinic. 

At  first  the  clinic  was  small.  As  the  merit 
of  this  undertaking  became  evident  its  volume 
increased,  so  that  each  session  now  keeps  the 
staff  interested  and  occupied.  When  goiter 
was  recognized  or  suspected  in  other  out- 
patient departments,  the  patients  were  referred 
to  the  clinic  for  diagnosis  and  treatment.  If 
surgery  was  indicated,  the  patient  was  re- 
ferred into  the  hospital  ward  where  she  was 
placed  under  the  care  of  the  two  surgeons  who 
were  in  attendance  at  the  thyroid  clinic. 

As  a result  of  this  specialized  clinic,  we  have 
made  certain  observations  and  come  to  some 
conclusions  we  should  like  to  relate. 

Terminology 

We  recognize  the  multiplicity  of  terms  that 
have  been  used  to  describe  the  various  patho- 
logic conditions  of  the  thyroid  gland,  together 
with  their  clinical  manifestations.  However, 
for  the  purpose  of  this  paper  we  have  en- 
deavored to  divide  goiter  into  several  broad 
groups,  while  at  the  same  time  we  realize  that 
there  are  some  cases  that  might  not  fit  readily 
into  these  groups.  We  shall  use  the  following 
classification:  (1)  nontoxic  nodular  goiter; 

(2)  chronic  thyroiditis;  (3)  carcinoma;  (4) 
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toxic  nodular  goiter;  (5)  hyperplastic  diffuse 
thyroid  disease  with  or  without  exophthal- 
mos. It  will  be  noted  that  we  have  not  men- 
tioned hypothyroid  disease  and  its  manifesta- 
tions, as  these  patients  were  followed  in  the 
medical  and  pediatric  services. 

Nontoxic  Nodular  Goiter 

In  this  group  we  have  included  the  nontoxic 
diffuse  type  of  gland  enlargement — the  fetal, 
the  solid,  and  the  cystic  adenoma.  From  the 
pathologic  point  of  view  there  is  much  to  be 
said  in  favor  of  calling  these  conditions  steps 
in  the  same  process.  At  any  rate,  for  this 
paper  they  hare  been  placed  together. 

The  patients  had  been  born  in  scattered  areas 
of  the  United  States  and  Europe,  in  areas 
where  endemic  goiter  was  known  to  be  present, 
as  well  as  in  areas  that  were  supposed  to  be 
free  of  the  disease.  Most  of  them  had  reached 
adult  life  before  they  had  migrated  to  New 
York  City.  They  usually  applied  for  relief  of 
deformity  or  pressure  symptoms  after  many 
years  with  a known  goiter. 

All  patients  were  subjected  to  a general 
physical  examination,  including  a throat  ex- 
amination for  vocal-cord  function.  In  addi- 
tion, a basal  metabolism  test  was  performed, 
and  x-ray  films  of  the  neck  and  chest  were 
made  for  evidence  of  tracheal  deviation  or 
compression,  as  well  as  substernal  extension. 

If  the  deformity  is  slight,  a question  nat- 
urally arises  as  to  the  need  or  propriety  of 
surgery.  At  first  we  were  inclined  to  permit 
such  patients  to  go  without  surgical  inter- 
ference, with  the  advice  to  return  to  the  clinic 
if  the  nodule  grew  or  gave  them  trouble.  How- 
ever, in  3 patients  who  were  operated  upon  for 
simple  nodular  goiter,  cancer  was  unexpectedly 
discovered.  Because  of  this  experience  we 
have  changed  our  policy  and  now  advise  the 
removal  of  all  nodules  from  the  thyroid  gland. 

When  the  disease  was  confined  to  one  lobe, 
the  operator  often  was  content  to  do  a partial 
thyroidectomy  of  that  lobe  only.  When  more 
extensive,  a bilateral  partial  thyroidectomy 
was  performed.  In  view  of  the  non  toxicity  of 
the  patient  we  were  content  to  leave  fairly 
large  remnants.  As  would  be  expected,  this 
group  had  but  little  postoperative  disturbance. 
Their  subsequent  course  in  the  follow-up  clinic 
was  uneventful. 
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There  were  225  patients  in  this  group.  All 
had  one-stage  operations,  with  2 deaths. 

Chronic  Thyroiditis 

Six  patients  who  were  thought  to  be  in  the 
previous  group  were  suffering  from  chronic 
thyroiditis.  One  was  also  called  Hashimoto’s 
disease.  The  woman  was  33  years  of  age  and 
had  a large  uniform  swelling;  175  Gm.  were 
removed  by  Dr.  Patterson.  Subsequently, 
the  thyroid  remnant  enlarged  greatly,  large 
axillary  nodes  appeared,  and  large  abdominal 
masses  appeared.  All  these  quickly  shrank 
under  roentgen  therapy.  This  would  seem  to 
justify  a change  of  diagnosis  to  lymphosarcoma 
because  of  its  behavior  under  roentgen  ray, 
but  our  pathologist,  Dr.  Walter  Brandes,  still 
thinks  that  the  thyroid  tissue  removed  has  the 
appearance  of  Hashimoto’s  disease.  The  2 
cases  of  Riedel’s  struma  had  simple  convales- 
cence with  no  further  trouble.  The  other  3 
had  no  further  trouble. 

Carcinoma  of  the  Thyroid 

There  have  been  21  cases  (4  per  cent  of  the 
total)  that  were  diagnosed  as  carcinoma  of  the 
thyroid.  The  3 patients  of  malignant  adenoma 
with  blood  vessel  invasion  were  alive  and  well 
six,  seven,  and  eight  years  after  operation. 
The  10  cases  of  papillary  adenocarcinomas  on 
the  whole  did  fairly  well  with  surgery  alone. 
Some  have  been  free  of  the  disease  for  years, 
others  have  had  repeated  recurrences  with 
operation  and  survival  for  as  long  as  fifteen 
years,  while  2 died  of  metastases  in  ten  months 
and  seven  years,  respectively.  Roentgen 
therapy  did  not  appear  to  influence  the  course 
of  the  disease.  The  8 cases  of  small  cell 
adenocarcinoma  did  not  do  well  in  spite  of 
surgery  and  roentgen  therapy.  One  lived  for 
one  and  one-half  years,  but  the  others  died 
within  a few  months. 

Toxic  Nodular  Goiter 

The  diagnosis  of  toxic  nodular  goiter  is  a 
problem  of  a different  sort  and  one  that  causes 
many  a warm  discussion.  The  typical  patient 
was  a woman  in  her  forties  or  fifties  who  had 
known  about  her  goiter  for  ten  to  fifteen  years. 
She  had  postponed  any  treatment  until  the 
advent  of  nervousness,  palpitation,  insomnia, 
weakness,  and  perhaps  some  loss  of  weight. 
She  had  some  menopausal  symptoms.  Many 
had  social  and  economic  problems  that  could 
easily  cause  anxiety  neuroses.  Physical  ex- 
amination would  show  some  cardiovascular 
changes,  while  the  basal  metabolic  rate  would 
be  around  +30.  Were  they  toxic  thyroids? 


Many  proved  to  be  otherwise.  The  combined 
efforts  of  psychiatrist,  physician,  and  social 
workers  often  cleared  up  the  picture  so  that 
operation  for  toxicity  was  avoided.  In  our 
early  enthusiasm  and  ignorance  we  had 
promised  relief  of  symptoms  by  surgery  to 
some  of  these  women,  only  to  have  them  return 
to  the  clinic  for  years  with  a multiplicity  of 
complaints. 

It  has  now  become  our  practice  to  postpone 
surgery  and  to  try  out  other  means  of  therapy 
first.  If  symptoms  persist  after  reasonable 
effort  has  been  made,  the  woman  is  referred  to 
the  ward  for  rest,  iodine,  and  surgery.  Of 
course,  we  relieve  them  of  their  deformity.  At 
times  we  have  had  striking  benefit.  In  others, 
symptoms  have  persisted  so  that  we  have 
finally  had  to  conclude  that  the  patient  had 
not  been  suffering  from  toxicity  at  all.  They 
were  then  classified  as  nontoxic  nodular  goi- 
ters. 

There  were  56  patients  whose  final  diagnosis 
was  toxic  nodular  goiter.  Of  these,  6 were 
done  in  two  stages  and  50  in  one  stage,  with  6 
deaths. 

Hyperplastic  Diffuse  Thyroid  Disease 
with  or  Without  Exophthalmos 

There  were  218  cases  of  diffuse  enlargement 
of  the  thyroid  gland  with  hyperthyroidism. 
Of  these,  150  had  exophthalmos.  We  found 
them  to  have  the  usual  symptoms  and  signs 
in  variable  degree.  Two  were  so  sick  that  they 
died  before  surgery  could  be  attempted.  One 
committed  suicide  by  jumping  out  of  a window 
before  operation. 

Our  decision  to  do  an  operation  in  one  or 
two  stages  was  largely  determined  by  the  gen- 
eral condition,  the  duration  of  the  disease, 
the  age,  and  the  weight  loss  when  first  seen. 
If  a decision  is  made  to  do  a two-stage  opera- 
tion, this  decision  is  adhered  to  no  matter  how 
favorable  the  response  of  the  patient  to  rest 
and  iodine  and  no  matter  how  smoothly  the 
patient  appears  to  undergo  the  operation. 
We  have  sincerely  regretted  the  breaking  of 
this  rule.  On  the  other  hand,  we  do  not 
hesitate  to  change  from  a one-stage  to  a two- 
stage  procedure  if  the  response  has  not  been 
satisfactory  to  rest  and  iodine  and,  lastly,  if 
the  reaction  to  the  operative  procedure  does 
not  seem  favorable.  Three  had  ligation  of  the 
superior  thyroid  arteries  as  a first  step,  while 
one-quarter  (57)  had  two-stage  procedures. 
There  were  4 deaths  in  215  patients  who  were 
operated  upon — 1 after  a first-stage  operation, 
and  3 after  a subtotal  one-stage  operation. 

We  speak  of  surgery  as  if  it  were  a matter  of 
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course.  It  is  our  preferred  method  of  treat- 
ment, as  we  have  not  been  favorably  impressed 
with  roentgen  therapy  as  a curative  procedure 
for  hyperthyroidism  in  the  cases  that  we  have 
encountered. 

Persistence  of  symptoms  after  operation  for 
toxic  nodular  goiter  and  after  diffuse  hyper- 
plastic thyroid,  especially  the  latter,  is  fre- 
quent enough  to  warrant  radical  removal  at 
the  time  of  the  primary  operation.  We  try  to 
leave  only  an  estimated  3 to  5 Gm.  of  thyroid 
gland  in  each  lobe  after  complete  removal  of 
the  isthmus  and  pyramidal  lobes.  A small 
group  had  persistent  symptoms  because  of 
inadequate  primary  surgery  in  our  clinic  or 
elsewhere.  In  general,  we  have  had  fewer 
cases  of  persistent  hyperthyroidism  as  ex- 
perience increased  and  surgeons  became  more 
thorough,  so  that  smaller  remnants  were  left. 
We  have  had  10  Roosevelt  Hospital  cases  that 
developed  a large  new  gland  with  renewed 
hyperthyroidism  after  such  extensive  sur- 
gery. 

Much  has  been  written  about  the  “masked” 
or  “apathetic”  thyroid.  We  had  13  such  pa- 
tients who  were  subjected  to  surgery.  A few 
had  splendid  results;  others,  only  fair.  We 
were  unable  to  foretell  which  ones  would  have 
the  best  response.  There  were  no  deaths  in 
this  group. 

Recurrent  Laryngeal  Nerve  Injury 

We  were  unable  to  state  exactly  the  number 
of  recurrent  nerve  injuries  due  to  the  fact  that 
all  cases  did  not  have  vocal-cord  examination 
before  they  left  the  hospital  or  subsequently. 
We  have  a record  of  14  unilateral  palsies  and 
1 bilateral  palsy.  In  3 we  were  unable  to  ob- 
tain a follow-up  vocal-cord  inspection.  In  the 
other  11,  the  vocal-cord  function  had  returned 
in  a few  weeks  to  two  months  after  opera- 
tion. 

The  case  with  bilateral  palsy  required  a tra- 
cheotomy. One  month  later  the  right  vocal 
cord  was  normal.  One  year  later  the  left 
cord  was  still  paralyzed.  This  finding  agrees 
with  the  reports  of  others — that  usually  the 
palsy  is  only  temporary,  due  to  trauma  or 
ischemia,  and  rarely  due  to  division  of  the 
nerve.  In  recent  years,  in  an  effort  to  avoid 
injury  to  the  nerve,  we  have  endeavored  to 
visualize  the  recurrent  nerves  at  operation. 
To  do  so  one  must  be  reminded  that  the 
course  of  the  inferior  thyroid  artery  and  the 
recurrent  nerve  is  not  that  usually  described 
in  the  textbooks.  The  inferior  thyroid  artery 
is  first  seen  coming  from  behind  the  common 
carotid  artery  and  about  opposite  the  middle  of 


the  thyroid  lobe.  It  takes  either  a transverse 
course  or  else  runs  downward  and  inward. 
The  recurrent  nerve  approaches  the  thyroid 
lobe  at  an  angle  of  about  45  degrees,  running 
inward  and  upward  to  meet  the  inferior  thy- 
roid artery  where  it  enters  the  gland.  The 
nerve  goes  either  in  front  of  or  behind  the 
artery  or  between  its  branches.  Since  we  have 
recognized  this  anatomy  and  visualized  the 
artery  and  nerve,  we  have  fortunately  been 
free  of  nerve  injury.  We  feel  that  the  thyroid 
resection  may  be  performed  with  much  more 
safety  and  assurance. 

There  is  one  sequel  to  subtotal  thyroidec- 
tomy that  has  often  bothered  us.  It  is  the  loss 
of  the  ability  to  sing  for  a matter  of  months  or 
permanently.  The  patient  has  been  subjected 
to  operation,  convalescence  has  been  unevent- 
ful, and,  before  discharge,  a throat  examina- 
tion has  demonstrated  normal  movement  of 
the  vocal  cords.  On  recall,  in  response  to  in- 
quiry, the  patient  has  expressed  herself  as 
satisfied  with  the  results  of  the  operation  ex- 
cept that  she  cannot  sing  as  she  had  formerly. 
Throat  examinations  have  failed  to  show  any 
reason  for  such  failure. 

In  an  endeavor  to  find  some  possible  cause 
for  such  failure,  I have  speculated  upon  the 
influence  of  injury  to  the  superior  laryngeal 
nerves.  Frazier  and  Erb1  called  attention  to 
the  fact  that  “the  superior  laryngeal  nerve 
supplies  the  interarytenoid  muscles,  which 
are  adductors  of  the  posterior  ends  of  the  vocal 
cord.  Thus,  if  both  superior  laryngeal  nerves 
are  damaged,  there  may  be  partial  loss  of 
voice.”  They  were  interested  in  immediate 
postoperative  complications  as  a result  of 
injury  to  these  nerves.  A study  of  the  anat- 
omy of  the  superior  pole  region  shows  that 
these  nerves  may  readily  be  injured  by  sweep- 
ing an  aneurysm  needle  around  the  upper 
pole  in  tieing  off  the  superior  thyroid  artery. 

I believe,  instead,  that  careful  direct  hemo- 
stasis with  clamps  should  avoid  such  injury  to 
the  nerves  and  thus  preserve  complete  vocal- 
cord  function. 

Parathyroid  Tetany 

There  were  5 cases  with  tetany  after  opera- 
tion with  typical  Chvostek’s  sign,  tremulous 
tongue,  carpal  pedal  spasm,  and  low  blood 
calcium.  Three  cleared  up  in  a few  days  with 
the  use  of  para-thor-mone  and  calcium  gluco- 
nate. One  persisted  for  several  months  after  a 
two-stage  secondary  operation  for  recurrence. 
The  fifth  patient  has  had  symptoms  that  have 
persisted  in  a mild  degree  for  years.  I pre- 
viously reported  this  case.2 
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Mortality 

Three  patients  with  hyperthyroidism  died 
in  the  hospital  without  surgery.  Five  hundred 
and  twenty-five  patients  were  operated  upon 
and  13  died. 

Operations  on  225  nontoxic  nodular  goiters 
resulted  in  2 deaths  with  signs  suggesting 
pneumonia. 

Operations  on  56  toxic  nodular  goiters  re- 
sulted in  6 deaths.  Their  ages  were  48,  65, 
59,  47,  55,  and  54.  They  had  cardiovascular 
disease,  hypertension,  and  goiters  of  many 
years’  standing.  Four  had  substernal  thyroids. 
One  died  an  anesthetic  death,  under  avertin 
and  cyclopropane,  on  the  operating  room 
table  after  thirty-five  minutes  of  anesthesia. 
Two  had  first-stage  operations  only.  One 
should  never  have  been  touched  because  of 
her  bad  heart. 

Operations  on  217  patients  with  hyper- 
thyroidism resulted  in  4 deaths — one  after  the 
first  stage  of  a two-stage  operation  and  the 
other  3 after  a subtotal  one-stage  operation. 
The  one  with  a death  after  the  first-stage  pro- 
cedure should  never  have  been  touched.  He 
was  really  inoperable.  The  others  went  into 
thyroid  storms.  The  fourth  became  cyanotic 
with  stridulous  breathing  and,  in  the  opinion 
of  one  competent  observer,  should  have  had 
tracheotomy  twelve  hours  before  it  was  done 
because  of  a probable  bilateral  cord  paraly- 
sis. 

One  of  the  21  cancer  patients  died  fourteen 
hours  after  an  extensive  subtotal  thyroidec- 
tomy of  “cardiac  failure  with  pulmonary 
edema.” 

Surgical  Technic 

Our  surgical  procedure  is  similar  to  that 
used  in  other  clinics,  especially  after  our  sur- 
geons had  had  opportunity  to  develop  their 
skill  and  judgment  with  the  concentration  of 
cases.  We  keep  the  patient  in  the  hospital  for 
ten  days  to  two  weeks  on  iodine  with  frequent 
basal  metabolism  tests.  We  watch  their 
general  condition,  their  tachycardia,  and  their 
weight  gain.  If  these  factors  are  not  satis- 
factory, we  do  not  hesitate  to  wait  longer. 
Avertin  and  nitrous  oxide  anesthesia  is  used 
by  preference.  Silk  with  no  drainage  has  been 
the  custom  in  recent  years.  We  believe  that 
the  use  of  silk  has  reduced  the  amount  of  post- 
operative swelling  and  the  need  for  drains. 
The  ribbon  muscles  are  divided  when  necessary 
because  of  the  bulk  of  the  gland.  When  two- 
stage  operations  are  performed  we  have  planned 
four-  to  six-week  intervals  between  opera- 
tions without  iodine.  After  discharge,  the 


patient  is  seen  at  increasing  intervals  in  the 
clinic. 

Summary 

1.  As  a result  of  cooperation  between  the 
physician  and  surgeon  we  have  avoided  many 
needless  operations.  As  our  experience  in- 
creased, so  has  this  percentage  increased. 
Many  a patient  with  a basal  metabolic  rate  of 
+30  when  first  seen  is  suffering  from  other 
than  a thyroid  disease. 

2.  The  nodular  goiter  with  nervous  symp- 
toms is  often  a difficult  problem.  The  diag- 
nosis of  toxic  nodular  goiter  should  be  made 
slowly  and  with  caution.  When  operation  is 
decided  upon,  careful  preparation  should  be 
made.  Stage  operation  should  be  employed 
if  there  is  any  question  at  all.  Our  highest 
mortality  was  in  this  group. 

3.  Operation  for  diffuse  hyperplastic  thy- 
roid disease  usually  gives  splendid  results. 
In  the  follow-up  the  most  striking  evidence  of 
proper  diagnosis  and  successful  operation  is 
the  rapid  gain  in  weight. 

4.  When  this  disease  is  masked  as  in  the 
so-called  apathetic  thyroid,  the  results  may  be 
strikingly  good  but  often  are  only  fair.  These 
patients  really  have  more  than  thyroid  disease 
to  contend  with. 


The  thyroid  clinic  was  organized  and  con- 
tinued under  the  direction  of  Dr.  Evan  M. 
Evans,  director  of  medicine,  and  Dr.  James  I. 
Russell,  director  of  surgery.  The  following 
members  of  the  staff  have  been  in  attendance 
at  the  thyroid  clinic  during  the  period  covered 
by  this  paper:  Drs.  W.  H.  Button,  Jr.;  J.  A. 
C.  Gray;  J.  H.  Iselin,  Jr.;  R.  W.  Laidlaw; 
R.  Richards;  H.  W.  Cave;  H.  A.  Patterson; 
G.  P.  Pennoyer;  and  W.  C.  White. 
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Discussion 

Dr.  Alfred  H.  Noehren,  Buffalo,  New  York — 
Dr.  White  is  to  be  complimented  on  the  excellent 
and  frank  presentation  that  he  has  given  us. 
He  has  shown  us  the  difficulties  and  failures,  as 
well  as  the  successes,  in  the  handling  of  thyroid 
cases. 

In  the  second  place,  Dr.  White  and  his  group 
at  the  Roosevelt  Hospital  are  to  be  congratulated 
on  being  among  those  who  have  recognized  that, 
inasmuch  as  the  diagnosis  and  treatment  of  thy- 
roid diseases  involve  a number  of  specialties  in 
medicine,  they  are  best  handled  by  a group  of 
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men  that  not  only  represent  these  specialties 
but  have  made  a special  study  of  the  thyroid 
gland.  To  differentiate  a toxic  thyroid  case  from 
the  neuroses  and  other  conditions  simulating  it; 
to  prepare  it  for  surgery,  when  indicated;  to  de- 
cide when  that  patient  is  ready  for  operation 
and  whether  or  not  to  do  it  in  stages;  and  to 
supervise  the  aftertreatment  until  the  patient 
is  restored  to  health — all  these  require  a thorough 
study  of  each  individual  case  and  careful  judg- 
ment. This  is  too  much  responsibility  for  one 
man  to  carry  and  should  be  shared  with  others. 
In  my  opinion,  any  surgeon  who  attempts  to 
handle  a toxic  thyroid  case  from  beginning  to 
end  without  any  help  or  advice  is  foolish. 

Neither  is  it  necessary  that  this  group  idea  be 
confined  to  a large  hospital,  like  the  Roosevelt 
Hospital,  or  to  the  larger  medical  centers.  It  is 
just  as  possible  and  necessary  in  private  practice 
and  in  the  small  community.  Any  well-trained 
surgeon  in  a town  that  is  large  enough  to  have  a 
good  hospital  ought  to  be  able  to  find  at  least  one 
good  medical  man  who  would  be  willing  to  inter- 
est himself  in  these  cases.  If  they  then  work  up 
each  case  carefully,  perfect  their  technic,  keep 
up  with  the  literature,  visit  clinics,  and  attend 
meetings  (e.g.,  meetings  of  the  American  Associa- 
tion for  the  Study  of  Goiter),  they  ought  to  be 
able  to  have  as  good  results  as  are  obtained  in 
the  larger  clinics,  for  what  they  lack  in  a large 
number  of  cases  they  make  up  in  more  personal 
attention  to  each  case. 

The  classification  of  thyroid  disorders  which 
Dr.  White  has  given  us  is  a good  one  and,  in  his 
hands,  probably  as  good  as  any.  However,  there 
are  so  many  classifications,  and  no  one  of  them  is 
satisfactory  to  all  (especially  to  the  pathologists), 
that  it  would  seem  desirable  that  there  be  some 
agreement  by  the  various  clinics  on  one  certain 
classification.  We  have  for  a long  time  used 
that  recommended  by  the  American  Goiter  As- 
sociation and,  clinically,  find  it  satisfactory.  It 
divides  all  disorders  of  the  thyroid  into  two  large 
groups,  diffuse  and  nodular.  The  latter  includes 
all  single  or  multiple  adenomas,  whether  they  be 
fetal,  developmental,  or  malignant.  These  two 
groups  are  each  again  divided  into  the  nontoxic 
and  the  toxic.  Thus,  we  have  four  groups:  (1) 
nontoxic  diffuse,  which  includes  the  simple  adoles- 
cent, the  endemic,  and  the  diffuse  colloid;  (2) 
toxic  diffuse,  which  is  made  up  almost  entirely  of 
exophthalmic  goiter;  (3)  nontoxic  nodular, 
adenomas  without  toxic  symptoms;  (4)  toxic 
nodular,  those  with  toxic  symptoms.  These 
groups  do  not  include  the  inflammatory  condi- 


tions of  the  thyroid,  such  as  acute  and  chronic 
thyroiditis,  Riedel’s  struma,  and  Hashimoto’s 
disease,  but  these  are  easily  placed  in  a group  by 
themselves.  If  everybody  would  accept  this  or 
some  other  acceptable  classification,  then  each 
would  know  what  the  other  is  talking  about. 

Dr.  White  speaks  of  the  difficulty  of  deciding 
whether  a case  of  supposed  toxic  nodular  goiter 
is  really  toxic  or  not.  We  have  found  this  diffi- 
culty more  in  the  diffuse  goiter — as  when  a pa- 
tient with  a neurosis  happens  at  the  same  time 
to  have  a simple  enlargement  of  her  thyroid 
gland.  In  these  cases,  of  course,  a thyroidectomy 
is  not  indicated  and  only  makes  the  patient  worse. 
But  in  the  nodular  goiter,  this  distinction  does 
not  seem  as  important  to  us,  because  we  believe, 
as  does  Dr.  White,  that  every  nodule  in  the  thy- 
roid gland  should  be  removed  anyway.  Our 
reasons  for  this  conviction  are  (1)  because  it  may 
become  toxic  or  more  toxic  at  any  time,  (2) 
because  it  will  probably  grow  and  may  cause 
greater  pressure  symptoms,  and  (3)  because  it  has 
a 2 per  cent  (according  to  Dr.  White’s  figures, 
4 per  cent)  chance  of  becoming  malignant. 
Therefore,  any  nodule  should  be  removed  whether 
it  is  toxic  or  not,  but  we  should  be  careful,  as 
Dr.  White  indicates,  not  to  promise  too  much  in 
the  way  of  a cure  of  nervous  symptoms. 

Dr.  White  has  touched  slightly  on  operative 
preparation  and  technic.  While  this  has  become 
fairly  well  standardized,  there  are  nevertheless 
some  variations  in  the  different  clinics.  We,  for 
example,  do  not  use  avertin  in  our  preoperative 
sedation.  It  has  been  proved  that  hyperthy- 
roidism causes  definite  liver  damage,  and,  as 
avertin  is  excreted  by  the  liver,  we  are  afraid  it 
may  further  damage  an  already  handicapped 
liver.  We  believe  we  get  as  good  results  with 
large  doses  of  luminal.  Neither  do  we  routinely 
visualize  the  recurrent  nerve,  because  it  takes 
time,  causes  scar  formation  near  the  nerve,  with 
possible  later  pressure  on  the  nerve,  and  may  even 
cause  direct  injury  to  the  nerve  in  the  very  act  of 
searching  for  it. 

However,  these  are  minor  details,  and  each 
surgeon  must  use  those  methods  that  in  his  hands 
give  the  best  results.  That  brings  us  back  to  our 
original  point,  the  necessity  for  the  careful  study 
of  each  patient  not  only  by  the  surgeon  but  by 
other  interested  specialists. 

Dr.  White’s  paper  has  done  much  to  emphasize 
the  importance  of  this  point  and  for  that  alone, 
to  say  nothing  of  its  many  other  interesting  as- 
pects, is  a most  important  contribution  to  a better 
understanding  of  the  thyroid  problem. 


BOWLING— A.M.A.  MEETING 
Plans  are  on  foot  to  have  a bowling  tourna- 
ment during  the  next  meeting  of  the  American 
Medical  Association,  June  2 to  6,  1941,  at 
Cleveland.  It  is  hoped  that  teams  can  be 


formed  representing  various  states.  Physicians 
who  are  interested  in  bowling  should  contact 
Dr.  Lewis  W.  Bremerman,  1709  West  8th  Street, 
Los  Angeles,  California. 


THE  PRIVATE  PHYSICIAN— AN  IMPORTANT  LINK  IN  SCHOOL 
MEDICAL  SERVICE 

Jacob  H.  Landes,  M.D.,  New  York  City 


THE  private  physician  is  an  important 
contributor  to  the  public  health  program. 
Public  health  agencies  know  that  if  there  is  to 
be  better  health  for  the  entire  nation  the  prac- 
titioner must  be  a partner.  Every  physician, 
especially  the  general  practitioner  and  pedia- 
trician, can  be  an  assistant  health  officer. 
Indeed,  it  is  an  axiom  that  the  official  health 
officer,  if  he  is  to  be  an  effective  force  in  a com- 
munity, must  have  the  support  of  the  local 
medical  society  and  its  component  member- 
ship. Fortunately,  the  private  practitioner, 
almost  without  exception  when  properly  ap- 
proached, is  quick  to  assist  the  health  officer 
in  his  public  health  program.  Private  medi- 
cine has  even  played  a role  of  leadership  in 
many  instances  to  achieve  public  health  ad- 
vances.1 

In  everyday  practice,  however,  the  private 
physician  may  not  think  his  contribution  to 
the  public  health  program  especially  dramatic. 
When  he  thinks  of  his  rfcle  as  “assistant  health 
officer,”  he  is  apt  to  think  of  the  routine  re- 
porting of  data  on  birth  and  death  certificates 
or  the  furnishing  of  somewhat  rather  obscure 
health  information  for  purposes  of  official 
record.  In  fact,  as  Thomson2  said  recently,  the 
private  physician  may  only  know  the  public 
health  officer  “because  of  his  vexatious  re- 
ports and  statistics/’  and  the  health  officer, 
forgetting  the  trying  demands  of  private  prac- 
tice, may  think  of  the  private  physician  when 
he  demurs  about  the  paper  work  as  an  ob- 
structionist. Goodrich3  has  suggested  that 
health  worlds  might  be  conquered  by  common 
understanding  and  joint  efforts  of  private 
medicine  and  public  health.  He  said:  “We 
do  not  understand  each  other  well  enough  to 
benefit  our  people  with  an  adequacy  of  serv- 
ice comparable  with  our  conjoined  abilities 
in  a state  of  fusion.” 

What  opportunities  are  there  for  public 
health  and  private  medicine  to  fuse  their 
efforts?  The  school  health  program  in  New 
York  City  offers  an  excellent  opportunity. 
The  private  practitioner  examines  many 
children  who  enter  school  for  the  first  time, 
and  he  renders  essential  treatment  to  school 
children  discovered  to  have  physical  defects 
by  the  school  medical  examination.  It  is  the 

District  Health  Officer,  Williamsburg-Greenpoint  Dis- 
trict, Department  of  Health. 


purpose  of  this  paper  to  illustrate  the  part 
played  by  the  private  physician  in  relation  to 
school  medical  service  in  the  Washington 
Heights  and  Riverside  health  districts  of  New 
York  City. 

In  the  New  York  City  health  service  it  is 
the  policy  to  recommend  that  newly  admitted 
children  be  examined  by  their  own  physician. 
During  school  registration  week  in  September 
and  February,  special  emphasis  is  laid  on  this 
policy.  Principals  take  an  active  part.  The 
health  department  assigns  physicians  and 
nurses  to  the  schools  for  the  express  purpose 
of  meeting  parents  and  to  urge  that  the 
child’s  medical  examination  and  diphtheria 
immunization  be  carried  out  by  the  family 
physician.  That  such  a policy  brings  children 
to  the  attention  of  the  family  physician  can 
be  gleaned  from  the  record  of  the  increasing 
number  of  private  physicians’  examinations 
in  the  New  York  City  schools. 

In  the  fall  of  1938,  21.5  per  cent  of  the  total 
number  of  children  examined  in  the  schools 
were  examined  by  private  doctors.  This  per- 
centage rose  to  26  in  the  corresponding  term 
of  1939.  In  the  Washington  Heights  District 
the  proportion  of  private  physicians’  examina- 
tions was  still  greater.  In  the  fall  term  of 
1938,  24.2  per  cent  of  all  school  examinations 
were  performed  by  private  physicians,  and  in 
the  corresponding  school  term  of  1939,  511 
children,  or  29.6  per  cent  of  a total  of  1,725 
children  examined,  were  examined  by  private 
doctors.  At  the  writing  of  this  report,  it  is 
evident  that  the  private  physicians’  examina- 
tions in  the  fall  term  of  1940  will  be  still 
higher. 

Cooperation  with  family  physicians  is  not 
limited  to  medical  examinations.  In  the 
routine  medical  examinations  performed  by 
school  physicians,  children  discovered  to  have 
physical  defects  are  referred  to  their  own  doc- 
tors for  consultation  and  treatment.  This  is 
not  limited  to  the  Washington  Heights  Dis- 
trict but  is  part  of  the  general  program  of  the 
New  York  City  Health  Department. 

The  attempt  will  be  made  to  describe  two 
special  projects  that  involved  private  phy- 
sicians’ participation.  These  were  inaugurated 
in  the  Washington  Heights  and  Riverside  dis- 
tricts and  were  concerned  with  the  referral  of 
special  groups  of  children  to  the  family  phy- 
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TABLE  1. — Diphtheria  Immunization  Status  of  532 
Children — Result  of  Questionnaires  Answered 
by  336  Private  Physicians 


Status 

Number 

Percentage 

1. 

2. 

Previously  immunized 
Private  physician  promised 

159 

29.9 

3. 

to  immunize 

Children  referred  to  school 

207 

38.9 

4. 

for  immunization 
Children  referred  for  further 

41 

7.7 

check-up 

125 

23.5 

Total 

532 

100.0 

sician  for  diphtheria  protection  and  medical 
examination.  Without  these  particular  efforts 
undertaken,  the  children  probably  would 
never  have  been  immunized  or  exam- 
ined. 

During  the  latter  part  of  1938  and  the  early 
months  of  1939,  a special  drive  was  made  in 
New  York  City  to  immunize  school  children 
under  10  years  of  age  against  diphtheria. 
Children  selected  for  immunization  were  those 
never  before  immunized  or  those  children  who 
had  been  immunized  more  than  three  years 
prior  to  the  campaign.  The  children  were  di- 
vided into  two  groups.  The  first  group  con- 
sisted of  those  who  had  been  examined  by 
school  physicians,  and  the  second  group,  of 
those  who  in  the  past  had  been  examined  by 
their  family  doctors.  A number  of  children 
had  no  indication  on  their  medical  record  card 
of  previous  immunization  against  diphtheria, 
and  their  status  of  immunity  was  unknown  at 
the  time  this  survey  was  undertaken.  It  may 
be  definitely  asserted  that  few,  if  any,  of  those 
children  had  received  a supplementary  inoc- 
ulation, since  the  Department  had,  only  a 
short  time  previously,  officially  recommended 
a supplementary  injection.  In  view  of  the 
fact  that  there  was  a large  number  of  such 
children  who  had  been  previously  examined 
by  their  own  physicians,  it  was  decided  to  refer 
to  them  all  children  able  to  pay  for  necessary 
immunization.  This  is  in  keeping  with  the 
department’s  policy  of  regarding  the  private 
doctor  as  an  active  public  health  worker. 

Nurses  of  the  public  and  parochial  schools 
were  asked  to  obtain  the  names  of  such  chil- 
dren (1,329)  as  well  as  the  names  of  the  doctors 
who  examined  them.  The  writer  forwarded  a 
questionnaire  to  each  doctor  requesting  the 
following  information  pertaining  to  the  im- 
munization status  of  the  child  under  investiga- 
tion: 

(1)  Has  the  child  ever  been  immunized, 
recently  Schick-tested,  or  immunized 
within  the  past  three  years? 

(2)  If  the  child  was  not  immunized  within 
the  last  three  years  and  if  his  Schick 


status  is  unknown,  do  you  wish  to  im- 
munize that  child? 

(3)  If  the  answer  to  number  2 is  in  the 
negative,  do  you  desire  the  immuniza- 
tion to  be  done  by  the  school  physi- 
cian? 

Of  the  1,329  questionnaires  forwarded  to 
doctors,  532  or  40  per  cent  were  returned  by 
336  doctors  (Table  1).  Of  the  532  children, 
159  had  been  recently  immunized  or  had  re- 
ceived a Schick  test.  This  was  a result  of  our 
campaign  for  diphtheria  immunization,  which 
had  by  that  time  been  in  progress  for  several 
months.  The  physicians  agreed  to  immunize 
207  children  themselves.  They  further  stated 
that  41  children  could  not  afford  to  pay  for 
the  service  and  were,  therefore,  referred  to  the 
school  physician  for  immunization.  With  the 
balance  of  125  children,  the  nurses  were  asked 
to  contact  the  parents  and  refer  them  to  their 
physicians  if  the  parents  were  in  a position  to 
pay  for  this  medical  service. 

It  is  thus  clear  that,  of  the  replies  we  re- 
ceived, at  least  40  per  cent,  207  in  number, 
were  referred  back  to  the  physician  for  diph- 
theria immunization.  Most  of  the  125  chil- 
dren whose  statuses  were  unknown  to  the  doc- 
tors were  ultimately  interviewed  by  the  nurses 
and  many  of  them  referred  to  the  doctors  for 
protection.  The  school  physician  adminis- 
tered the  injections  to  those  children  for  whom 
no  response  was  received  from  the  private 
physicians,  thus  assuring  the  protection  of  all 
children. 

In  keeping  with  the  policy  recommended  by 
the  American  Academy  of  Pediatrics  and  also 
to  educate  the  parents  of  the  value  of  periodic 
medical  examinations  by  the  family  physician, 
the  following  project  was  undertaken. 

Because  of  the  limited  medical  personnel  in 
our  school  health  service,  only  a small  propor- 
tion of  our  elementary  school  children  can  re- 
ceive a medical  examination  at  some  time 
during  their  school  career.  The  health  depart- 
ment policy  calls  for  an  examination  of  newly 
admitted  children  and  others  referred  for  some 
special  problem  by  the  teacher,  principal,  or 
nurse,  excluding,  of  course,  children  previously 
examined  by  private  doctors.  Many  children, 
therefore,  may  go  through  their  elementary 
school  career  without  visiting  a physician,  un- 
less some  special  condition  arises  necessitating 
an  examination.  In  looking  over  our  school 
medical  cards,  we  found  large  groups  of 
children  without  a record  of  a previous  ex- 
amination, although  some  may  have  been 
examined  in  the  past  at  a school  other  than 
the  one  they  were  then  attending. 
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Eighteen  schools,  approximately  one-half 
the  number  in  the  two  districts  and  covering 
sections  of  better  economic  circumstances, 
were  selected.  In  those  schools  we  found 
1,243  children  in  the  upper  grades  in  whom  a 
medical  examination  was  warranted.  Our 
project  of  referring  children  to  their  private 
doctors  for  examination  showed  promise. 

A letter  from  the  health  officer  was  sent 
to  each  mother  informing  her  that  her  child 
did  not  have  a record  of  a medical  examination 
since  admission  to  school  and  urging  her  to 
take  her  child  to  a doctor  for  this  examination. 
Included  with  the  letter  to  the  parent  was  a 
medical  form  for  the  physician  to  fill  out,  as 
well  as  a short  note  to  the  doctor  explaining 
the  necessity  for  a medical  examination.  This 
campaign  was  conducted  from  April  through 
June,  1940.  By  the  end  of  June,  455  children, 
or  36.5  per  cent  of  the  total  to  whom  letters 
were  given,  had  visited  their  doctors  and  re- 
turned the  medical  forms  filled  out.  It  can 
safely  be  said  that  had  not  the  school  term 
ended,  more  of  these  questionnaires  would 
have  been  returned.  However,  the  balance 
of  the  children  are  being  followed  up  by  the 


nurses,  and  many  of  them  will  no  doubt  be 
examined  during  the  fall  school  term. 

The  efforts  expended  in  this  campaign 
proved  to  be  fruitful,  particularly  since  all 
of  the  455  examined  were  children  in  the  higher 
grades.  Few,  if  any,  would  have  been  ex- 
amined had  the  campaign  not  been  under- 
taken. 

Summary 

The  importance  of  the  private  physician  in 
school  medical  service  has  been  pointed  out. 
Examples  where  an  official  health  agency  has 
benefited  the  profession  were  cited.  These 
included  a campaign  for  the  immunization  of 
school  children  against  diphtheria,  as  well  as 
the  examination  of  upper  grade  school  chil- 
dren by  family  doctors.  Such  help  to  private 
physicians  should  be  encouraged,  since  the 
community,  as  well  as  the  official  health 
agency,  is  ultimately  benefited. 
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GOOD  ADVICE  ON  PUBLIC  SPEAKING 
The  Brown  Publishing  Company,  of  Blan- 
chester,  Ohio,  recently  published  some  timely 
tips  on  public  speaking.  In  view  of  the  fact 
that  an  increasing  number  of  physicians  are 
being  invited  to  speak  before  lay  groups,  their 
suggestions  are  reproduced  in  the  Pennsylvania 
Medical  Journal. 

Principles 

“1.  Always  know  in  advance  what  you  are 
going  to  say.  Avoid  nervous  habits  such  as 
rubbing  the  chin,  fingering  the  buttons  on  your 
coat,  etc. 

“2.  Pause  a moment  before  beginning  to 
talk  after  you  get  on  your  feet.  A short  pur- 
poseful silence  always  gets  attention — it  gives 
the  audience  a chance  to  compose  itself. 

“3.  Speak  slowly  and  distinctly — articulate 
each  word — pronounce  each  syllable  correctly. 
Do  not  speak  too  loudly  at  first — cultivate  the 
easy  but  firm  delivery. 

“4.  Talk  to  your  audience  in  the  back  of  the 
room — not  to  the  men  near  you. 

“5.  Be  yourself — don’t  pose — show  by  your 
manner  that  you  know  your  subject. 

“6.  Avoid  unnecessary  repetition.  Quote  a 
few  facts  and  figures — they  serve  to  give  your 
words  the  weight  of  authority. 

“7.  Loosen  up — practice  a few  gestures — not 
too  many — to  give  emphasis  to  your  delivery. 

“8.  Use  dramatic  pauses.  A pause  in  the 
right  place  is  eloquence.  It  focuses  attention 
and  crystallizes  interest. 

“9.  Develop  a variety  of  tempo.  Don’t 


drone  or  have  a sing-song  delivery.  Give  in- 
flection to  important  thoughts  and  sentences. 

“10.  Finish  vigorously.  Hold  up  the  last 
sentence  and  when  you  have  finished,  pause  a 
moment,  bow  slightly — don’t  say  ‘thank  you’ — 
just  quit  and  sit  down. 

“11.  Allow  yourself  plenty  of  time  before 
the  date  of  your  address  to  build  up  your  talk. 
Jot  down  all  the  points  you  want  to  cover  and 
arrange  them  in  proper  sequence. 

“Remember,  public  speaking  is  just  like  mak- 
ing a sales  talk  to  an  individual.” 

Specific  Points 

“Arrange  your  talk  to  get  your  audience  to 
agree  with  you — quoting  a few  facts  or  figures 
that  your  audience  knows  to  be  correct  will  ac- 
complish this. 

“1.  Introduction.  A word  or  two  of  local 
interest — reference  to  previous  speakers  or  tact- 
fully complimenting  the  audience. 

“2.  Tell  a story  if  you  have  a good  one — 
otherwise  this  is  omitted. 

“3.  Arguments  or  opinions. 

“4.  Climax — put  over  vigorously  with  ges- 
ture and  emphasis  in  the  voice. 

“5.  Conclusion  or  summary  if  necessary. 
Usually  it  is  best  to  quit  at  the  end  of  the 
climax. 

“Avoid  reading  manuscript — it  is  monotonous 
and  boring  to  the  average  listener. 

“Don’t  attempt  to  be  funny.  Earnestness, 
dignity,  and  poise  are  far  more  valuable  than 
attempting  to  be  a humorist.” 


THE  CLINICAL  SIGNIFICANCE  OF  BACTEREMIA 

Chester  S.  Keefer,  M.D.,  Boston 


THE  presence  of  bacteria  in  the  circulating 
blood  is  of  significance  in  both  diagnosis 
and  prognosis.  In  the  case  of  such  infections 
as  typhoid  fever,  the  diagnosis  is  frequently 
established  by  isolating  the  typhoid  bacillus 
from  the  circulating  blood.  When  an  organism 
such  as  the  pneumococcus  is  found  in  the  blood 
usually  it  is  of  greater  importance  in  prog- 
nosis than  in  diagnosis,  since  the  diagnosis  of 
pneumococcic  infection  has  generally  been 
made  before  the  organism  is  isolated  from  the 
circulating  blood. 

I propose  to  summarize  the  results  of  a 
study  of  479  cases  of  bacteremia  due  to  a 
variety  of  microorganisms,  but,  before  dis- 
cussing the  clinical  significance  of  bacteremia, 
it  is  well  to  review  some  of  the  facts  concern- 
ing bacteremia  in  general.  When  inert  parti- 
cles such  as  carbon  are  injected  into  the  blood 
stream  of  an  animal,  they  are  promptly  re- 
moved by  the  phagocytic  cells  of  the  body, 
and  they  can  be  found  in  the  reticuloendo- 
thelial cells  of  the  liver,  spleen,  lymph  nodes, 
and  other  organs.  If  one  injects  an  avirulent 
organism  into  the  blood  stream,  they  likewise 
are  removed  from  the  circulating  blood  by  the 
phagocytic  cells  and  destroyed.  However,  if 
a virulent  organism  is  injected  into  the  blood 
of  an  animal,  a different  sequence  of  events 
occurs.  At  first  the  number  of  organisms  in 
the  circulating  blood  is  temporarily  reduced, 
but  they  soon  increase  and  the  animal  dies. 
At  necropsy,  one  finds  numerous  organisms  in 
the  various  organs  of  the  body. 

These  experimental  studies  in  animals  can 
be  duplicated  in  large  part  in  cases  of  bac- 
teremia as  it  occurs  in  man.  Of  course,  all  of 
you  realize  that  bacteremia  in  man  is  not 
produced  by  injecting  organisms  into  the  cir- 
culating blood.  Organisms  enter  the  blood 
stream  from  various  portals  of  entry  by  in- 
vasion of  the  lymphatics  and  capillaries.  Once 
they  invade  the  blood  stream  they  may  or 
may  not  be  cleared,  and  localized  abscesses  or 
metastases  may  or  may  not  develop,  depend- 
ing upon  the  balance  and  summation  of  a 
number  of  factors,  such  as  the  location  of  the 
primary  lesion,  the  type  of  infecting  organism, 
and  the  efficiency  of  the  normal  defense  mech- 
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anism.  Thus,  one  may  see:  (1)  bacteremia — 
no  clearing  of  the  blood  stream,  rapid  death; 
(2)  bacteremia — clearing  of  the  blood  stream, 
recovery  without  abscesis  formation;  (3)  bac- 
teremia-clearing of  the  blood  stream,  re- 
covery or  death  with  abscess  formation;  and 
(4)  bacteremia — no  clearing  of  the  blood 
stream,  abscess  formation  and  death. 

In  general,  one  can  say  that  in  group  1 no 
antibodies  are  present.  In  group  2 the  bac- 
teremia is  due  to  a relatively  avirulent  organ- 
ism, or  there  is  a temporary  invasion  of  the 
blood  after  the  rupture  of  the  local  defense 
mechanism.  In  group  3 the  focal  infections 
develop  as  a result  of  the  development  of  anti- 
bodies, and  in  group  4 antibodies  are  present, 
but  the  focus  of  infection  is  situated  in  an 
area  where  sterilization  is  difficult  or  impos- 
sible. 

With  these  facts  in  mind  we  may  now  pro- 
ceed to  discuss  various  features  of  bacteremia 
in  man  which  are  of  significance  in  both  diag- 
nosis and  prognosis. 

The  Significance  of  Isolating  Organisms 
from  the  Circulating  Blood  Without 
Signs  of  Localizing  Infection 

In  a certain  number  of  infections  bacteria 
are  isolated  from  the  circulating  blood  with- 
out any  localizing  signs  of  infection  being 
obvious.  Valuable  information  is  obtained 
concerning  the  nature  and  possible  local  focus 
of  the  infection  by  the  identification  of  the 
organism.  The  bacteria  which  may  be  found 
in  the  blood  without  any  localizing  signs  of 
infection  are  typhoid-paratyphoid  bacilli, 
Bacillus  melitensis,  meningococci,  and  gono- 
cocci; less  often  the  common  pyogenic  organ- 
isms, such  as  Streptococcus  hemolyticus, 
Staphylococcus  aureus,  or  Bacillus  coli  are 
found.  The  presence  of  bacteremia  due  to  the 
common  pyogenic  organisms , without  local 
signs  of  infection , should  always  suggest  an  inter- 
vascular  focus,  such  as  an  infective  thrombo- 
phlebitis or  endocarditis. 

Hemolytic  streptococcic  bacteremia  without 
obvious  local  signs  of  infection  should  suggest : 
(1)  thrombophlebitis  of  the  pelvic  or  the 
tonsillar  veins  or  the  veins  of  the  skull,  or  (2) 
endocarditis.  I have  seen  1 case  of  hemolytic 
streptococcic  bacteremia  arising  from  an  ab- 
scess of  the  aorta  and  another  case  in  which 
the  focus  was  an  abscess  of  the  spleen,  but  ob- 
viously these  are  rare.  In  about  10  per  cent 
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TABLE  1. — Incidence  and  Fatality  Rates  in  Bac- 
teremia Due  to  Different  Organisms 


Total 

Percentage 

Cases 

Died 

Hemolytic  streptococcus 

250 

70 

Staph,  aureus 

122 

80 

Pneumococcus 

54 

80 

B.  coli 

40 

35 

B.  Friedlander 

10 

100 

B.  influenzae 

3 

33 

Total  Cases 

479 

of  the  cases  of  hemolytic  streptococcic  bac- 
teremia no  local  focus  is  found.  Some  of  these 
patients  now  recover  without  developing  local 
signs  of  infection  following  sulfanilamide,  and 
the  portal  of  entry  is  never  found. 

Staphylococcus  aureus  bacteremia  without 
localizing  signs  of  infection  usually  indicates 
an  infective  endocarditis  or  an  osteomyelitis 
that  has  failed  to  produce  focal  symptoms. 
Other  foci  of  infection  which  may  be  respon- 
sible for  the  bacteremia  are  located  in  the  kid- 
ney, prostate,  or  muscles. 

Pneumococcus  bacteremia  without  pneumonia 
is  seen  in:  (1)  osteomyelitis,  especially  in 
children;  (2)  paranasal  sinus  disease;  (3) 
pneumococcic  infection  of  the  peritoneum  or 
biliary  passages,  especially  in  patients  with  a 
latent  cirrhosis  of  the  liver  or  lipoid  nephrosis ; 
(4)  pneumococcic  endocarditis. 

Colon  bacillus  bacteremia  without  local  signs 
of  infection  is  rare.  However,  it  may  be  seen 
in  multiple  abscesses  of  the  liver  following  ab- 
dominal operations  (gastric  resection  or  in- 
testinal resection)  and  in  rare  cases  of  biliary 
tract  disease,  endocarditis,  or  cirrhosis  of  the 
liver. 

Streptococcus  viridans  bacteremia  occurs 
most  often  as  a sign  of  bacterial  endocarditis. 
Aside  from  this  disease,  it  may  be  encountered 
in  rare  cases  of  cholangitis  (cholangitis  lenta), 
in  subacute  endaortitis,  and  in  an  infected  arter- 
iovenous aneurysm.  As  a transitory  phenom- 
enon, Str.  viridans  bacteremia  may  be  seen 
following  tonsillitis,  tonsillectomy,  or  the  ex- 
traction of  teeth.  It  may  also  be  discovered 
during  the  course  of  many  chronic  diseases 
such  as  rheumatic  fever,  chronic  arthritis, 
and  lupus  erythematosis.  The  interpretation 
of  Str.  viridans  bacteremia,  therefore,  must 
be  made  on  the  basis  of  the  clinical  picture 
and  the  local  symptoms  and  signs. 

In  Table  1 there  are  presented  the  incidence 
and  the  usual  fatality  rate  in  479  cases  of 
various  types  of  bacteremia.  These  cases 
have  been  studied  by  me  during  the  past  ten 
years. 

Hemolytic  Streptococcic  Bacteremia. — This  is 
the  most  frequent  type  of  bacteremia  en- 


TABLE  2. — Hemolytic  Streptococcic  Bacteremia, 
250  Cases 


Total 

Cases 

Portal  of  Entry 

Throat,  middle  ear,  and  mastoid 

70 

Uterus 

43 

Skin 

62 

Lungs 

20 

Others 

55 

Without  Metastases 

154 

With  Metastases 

Arthritis 

49 

Subcutaneous  abscess 

17 

Endocarditis 

11 

Osteomyelitis 

4 

countered  in  medical  practice.  The  organisms 
enter  the  blood  most  often  from:  (1)  the 

middle  ear  and  mastoid  process,  including  the 
lateral  sinuses  of  the  skull;  (2)  the  uterus; 
(3)  the  skin  and  subcutaneous  tissues.  Prog- 
nosis is  always  grave,  since  without  chemo- 
therapy the  fatality  rate  is  70  to  75  per  cent. 
Metastases  are  present  in  only  about  40  per 
cent  of  the  cases,  and  they  occur  most  often 
in  the  joints,  subcutaneous  tissues,  and  endo- 
cardium. Other  less  common  sites  for  meta- 
stases are  the  bones  and  the  lung.  When 
spontaneous  recovery  follows  bacteremia, 
there  is  usually  only  a transitory  invasion  of 
the  blood  from  a focal  lesion,  or  the  blood  is 
cleared  of  organisms  and  focal  infection  is 
established.  Complete  recovery  commonly 
follows  the  treatment  of  the  local  lesion  sur- 
gically, with  or  without  the  use  of  chemo- 
therapy. Death  occurs  among  patients  with 
debilitating  diseases,  in  those  with  rapidly 
spreading  infection  without  localization,  and 
in  those  in  whom  localization  occurs  in  an  area 
which  cannot  be  treated  surgically — that  is, 
in  the  peritoneum,  endocardium,  or  meninges. 
The  portal  of  entry  and  the  distribution  of 
metastases  in  250  cases  of  hemolytic  strepto- 
coccic bacteremia  are  shown  in  Table  2. 

Staphylococcus  Aureus  Bacteremia. — This 
type  of  bacteremia  is  second  in  order  of  fre- 
quency when  all  organisms  are  considered. 
Here,  again,  the  prognosis  is  grave  since  the 
fatality  rate  is  usually  in  the  neighborhood  of 
80  to  85  per  cent.  The  common  portals  of 
entry  for  the  Staph,  aureus  are:  (1)  the  skin, 
(2)  the  respiratory  tract,  (3)  the  bones,  and 
(4)  the  genitourinary  tract,  including  the 
uterus.  Staph,  aureus  bacteremia  is  seen  most 
often  during  the  second  decade,  when  lesions 
of  the  skin,  the  respiratory  tract,  and  bones 
are  common  portals  of  entry.  Metastatic 
lesions  are  frequent  and  occur  in  about  82  to 
85  per  cent  of  all  cases.  In  10  per  cent  of  the 
cases  there  is  direct  extension  of  infection 
from  the  primary  focus  to  neighboring  organs, 
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TABLE  3 


N umber 

Per- 

centage 

Died 

Per- 

of Cases 

centage 

Staph.  Aureus  Bacteremia 

122 

81.9 

Portal  of  Entry 

Skin 

57 

86.0 

Respiratory  tract 

30 

86.7 

Bones 

11 

54.5 

Genitourinary  tract 

11 

72.7 

Unknown 

12 

91.7 

Phlebitis 

1 

Metastatic  Lesions 

With  metastases 

98 

82.0 

Without  metastases 

24 

18.0 

Superficial  abscess 
Pneumonia 
Osteomyelitis 
Endocarditis 
Meningitis 
Fatality  Rate 
Under  40  years 
Over  40  years 

33 

37 

14 

7 

7 

81.9 

75.0 

97.5 

such  as  the  middle  ear,  mastoid,  and  lateral 
sinuses  of  the  skull;  in  the  remainder,  metas- 
tases  occur  in  various  organs  of  the  body. 
Abscesses  of  the  lungs,  superficial  abscesses  of 
the  muscles,  osteomyelitis,  and  arthritis  are 
frequent.  Indeed,  abscesses  may  occur  in 
many  organs  during  the  course  of  this  type  of 
sepsis.  As  a rule,  the  patients  have  high,  re- 
mittent, irregular  fever  with  leukocytosis, 
and  organisms  are  isolated  from  the  blood 
with  ease.  When  patients  die  without  de- 
veloping foci  of  infection,  the  course  is  usually 
rapid  and  lasts  less  than  ten  days.  A few  of 
the  important  facts  concerning  these  cases  are 
summarized  in  Table  3. 

Pneumococcic  Bacteremia. — The  finding  of 
pneumococci  in  the  circulating  blood  is  most 
frequent  in  patients  with  pneumococcic  lobar 
pneumonia,  and  between  25  and  40  per  cent 
of  all  patients  with  pneumococcic  pneumonia 
develop  bacteremia  at  some  time  during  the 
course  of  their  disease.  In  addition  to  the 
cases  of  pneumococcic  bacteremia  in  pneu- 
monia, there  are  instances  in  which  pneumo- 
cocci are  found  in  the  circulating  blood  with- 
out a preceding  pulmonary  infection.  In  the 
vast  majority  of  these  cases  the  organisms  in- 
vade the  blood  from  the  throat,  middle  ear,  or 
mastoid  process,  and  only  rarely  from  such 
foci  of  infection  as  a cholecystitis,  infection  of 
the  biliary  passages,  or  a pyelonephritis.  In 
a certain  small  number,  there  is  no  obvious 
portal  of  entry. 

Insofar  as  bacteremia  in  pneumonia  is  con- 
cerned, the  following  facts  are  of  considerable 
importance  and  interest.  Bacteremia  in- 
creases in  frequency  with  advancing  age,  so 
that  it  is  about  three  times  as  frequent  over 
the  age  of  40  as  under  40.  Regardless  of  the 
day  of  illness  on  which  it  is  detected,  bactere- 
mia is  always  of  serious  importance,  since  the 


fatality  rate  is  three  to  four  times  as  high  in 
bacteremic  patients  as  it  is  in  those  without 
bacteremia.  While  it  is  always  of  serious  prog- 
nostic importance,  more  patients  recover  with 
bacteremia  under  40  years  of  age  than  over. 
There  is  some  difference  in  the  frequency  with 
which  various  types  of  pneumococci  invade 
the  blood.  For  example,  types  II,  Y,  and  I 
are  encountered  most  often  and  types  III, 
VII,  and  VIII,  less  frequently.  The  highest 
fatality  rates  with  bacteremia  are  seen  in 
types  III,  VII,  V,  I,  II,  and  VIII,  respec- 
tively. Often,  bacteremia  is  seen  in  those  who 
have  multiple  lobes  involved,  leukopenia, 
severe  abdominal  distension,  deep  cyanosis, 
delirium,  and  pulmonary  edema.  It  is  much 
less  frequent  in  patients  who  are  treated  with 
specific  antipneumococcus  serum,  sulfapyri- 
dine,  or  sulfathiazole. 

The  fatality  rate  in  bacteremic  patients  who 
do  not  receive  specific  treatment  varies  be- 
tween 50  and  100  per  cent,  depending  upon  the 
type  of  pneumococcus,  age  of  the  patient,  and 
other  associated  factors.  In  general,  it  can  be 
said  that,  of  the  bacteremic  patients  recover- 
ing without  specific  treatment,  the  number  of 
colonies  of  pneumococci  in  the  blood  is  gen- 
erally less  than  10  per  cubic  centimeter.  If 
the  number  of  colonies  increases  in  successive 
blood  cultures  or  if  the  blood  culture  is  posi- 
tive more  than  once,  the  prognosis  is  worse 
than  if  there  is  a single  positive  blood  culture 
with  a small  number  of  organisms.  By  and 
large,  most  patients  who  have  bacteremia  with 
pneumococcic  pneumonia  do  not  develop 
metastatic  foci  of  infection.  They  either  die 
before  a sufficient  time  elapses  for  suppuration 
to  take  place  or  the  blood  is  cleared  of  organ- 
isms and  recovery  follows.  When  metastases 
occur,  however,  they  are  found  most  often 
in  the  subcutaneous  tissues,  in  the  meninges, 
in  the  endocardium,  and  less  often  in  the 
joints.  Repeatedly  positive  blood  cultures  due 
to  the  pneumococcus  following  pneumonia  or 
serum  treatment  should  always  lead  one  to  sus- 
pect an  active , vegetative  endocarditis  or  men- 
ingitis or  both. 

When  pneumococcic  bacteremia  is  present 
without  a preceding  infection  of  the  lung,  one 
usually  finds  that  the  portal  of  entry  is  in  the 
mastoid  process  or  middle  ear,  rarely  in  the 
biliary  tract  or  the  paranasal  sinuses.  One 
curious  thing  is  the  high  frequency  of  pneumo- 
coccic bacteremia  in  patients  with  hepatic 
cirrhosis  and  in  the  nephrotic  syndrome. 
Bacteremia  occurring  without  signs  of  localiz- 
ing infection,  then,  should  always  lead  one  to 
suspect  some  underlying  disease  of  the  liver. 
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Bacillus  Coli  Bacteremia. — The  normal  habi- 
tat of  the  colon  bacillus  is  in  the  gastro- 
intestinal tract.  Once  the  organisms  leave  this 
region  and  localize  in  such  organs  as  the  kid- 
ney or  uterus,  they  frequently  set  up  a sup- 
purative lesion.  B.  coli  bacteremia  is  less  fre- 
quent than  that  due  to  other  common  patho- 
gens. The  chief  portals  of  entry  are  the 
urinary  tract,  the  female  genital  tract,  the 
intestinal  tract,  and  the  biliary  system.  It 
occurs  most  often  in  women  during  the  child- 
bearing period,  i.e.,  between  20  and  40  years 
of  age,  and  in  men  during  middle  and  old  age, 
i.e.,  between  40  and  70  years  of  age.  This  cor- 
responds to  the  increased  incidence  of  B.  coli 
infections  of  the  genital  and  urinary  tract 
during  these  age  periods  in  women  and  men, 
respectively.  In  only  about  one-third  of  the 
cases  is  the  invasion  of  the  blood  a spontane- 
ous one,  since  in  the  remaining  cases  a rup- 
ture of  the  local  defense  mechanism,  usually 
by  operative  manipulation,  is  a factor  preced- 
ing, and  possibly  initiating,  the  blood-stream 
invasion.  Metastatic  lesions  are  infrequent 
and  occur  in  about  one-fifth  of  the  cases. 
They  are  seen  especially  in  the  cases  of  genital 
tract  infection,  and  the  lungs  and  kidneys  are 
the  two  organs  showing  signs  of  metastatic 
infection.  The  fatality  rate  is  about  30  to 
35  per  cent,  and  of  chief  importance  in  prog- 
nosis is  not  the  bacteremia  itself  but  rather  the 
extent,  severity,  and  location  of  the  primary 
focus. 

Miscellaneous  Types  of  Bacteremia.  Fried- 
lander’s  Bacillus. — Bacteremia  due  to  the 
Friedlander  bacillus  usually  comes  from  a focus 
in  the  lungs,  biliary  tract,  or  kidney.  Metas- 
tases  and  secondary  waves  of  bacteremia 
have  been  seen  following  infections  in  the 
bones,  joints,  and  other  organs.  Temporary 
waves  of  bacteremia  follow  the  rupture  of  the 
local  defense  mechanism  in  the  urinary  or 
biliary  tract.  Much  less  commonly,  spon- 
taneous waves  of  bacteremia  come  from  liver 
abscesses,  pylephlebitis,  and  renal  tract  infec- 
tions. The  presence  of  these  organisms  in  the 
blood  always  suggests  fiver  abscesses,  renal 
infections,  or  pulmonary  disease.  Examina- 
tion of  the  lungs  and  urine  often  establishes 
the  portal  of  entry. 

Comment 

In  this  discussion  I have  outlined  the  rela- 
tive frequency  of  bacteremia  due  to  various 
organisms,  and  I have  discussed  those  factors 
in  experimental  bacteremia  which  bear  on  the 
problem  in  man.  From  a study  of  immune 
reactions  in  man  with  bacteremia,  certain  facts 


emerge  which  aid  in  understanding  both  the 
mechanism  of  bacteremia  as  well  as  the  mech- 
anism of  recovery  and  the  indications  for 
proper  treatment.  It  is  well  to  stress  the  fact 
once  again  that  bacteremia  is  an  indication  of 
the  loss  of  equilibrium  between  the  normal 
clearing  mechanism  of  the  body  and  the  local 
defense  mechanism.  Usually  it  indicates  an 
absence,  or  at  least  a very  low  titer,  of  anti- 
body in  the  circulating  blood  and  an  active 
local  focus  of  infection.  When  metastatic 
foci  of  infection  appear,  this  may  be  taken  to 
be  evidence  for  the  presence  of  antibody  or  a 
strong  local  defense  mechanism.  In  any 
patient  with  bacteremia,  measures  of  benefit 
should  be  directed  along  three  fines:  (1)  to 
attack  the  primary  focus,  (2)  to  aid  in  the 
clearing  of  the  blood  stream,  and  (3)  to  assist 
in  the  destruction  of  the  organisms.  At  pres- 
ent, this  is  possible  in  the  case  of  many  infec- 
tions by  means  of  combined  specific  serum  and 
chemotherapy.  It  is  well  to  recall  that  specific 
serum  therapy  slows  up  the  growth  of  organ- 
isms and,  in  the  case  of  gram-positive  organ- 
isms, prepares  them  for  phagocytosis  and  de- 
struction. Chemotherapy  with  the  sulfanil- 
amide compounds  causes  death  of  small  num- 
bers of  organisms,  but  their  principal  action  is 
to  decrease  the  rate  of  growth  and  allow  the 
body  ample  time  to  mobilize  the  defense 
mechanisms  of  the  body.  In  the  case  of 
specific  serum  the  beneficial  action  begins  im- 
mediately after  exposing  the  organisms  to 
serum,  whereas,  in  the  case  of  chemotherapy 
the  action  is  maximal  only  after  the  organisms 
have  been  in  contact  with  the  drug  for  at  least 
six  to  eight  hours. 

It  is  well,  then,  in  any  patient  who  has  bac- 
teremia, to  use  chemotherapy  and,  when  it  is 
available,  to  use  specific  serum  therapy  as 
well.  In  this  way  the  body  is  provided  with 
additional  forces  to  combat  infection. 

Conclusions 

The  clinical  significance  of  bacteremia  has 
been  reviewed,  and  the  characteristics  of  the 
common  types  of  sepsis  have  been  outlined. 

Bacteremia  is  always  an  index  of  a serious 
infection,  and  it  is  of  great  value  in  assessing 
the  outcome  in  individual  cases. 

Microorganisms  do  not  multiply  in  the 
circulating  blood  but  usually  are  present  as  an 
overflow  from  various  foci  of  infection.  It  is 
necessary,  therefore,  to  aid  the  body  in  the 
destruction  of  organisms  by:  (1)  removing 
the  primary  focus  and  (2)  increasing  the  effi- 
ciency of  the  defense  mechanism  by  adding 
specific  immune  serum  and  chemotherapy. 
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Discussion 

Dr.  Ward  J.  MacNeal,  New  York  City — This 
paper  of  Dr.  Keefer  is  timely — first,  because  of 
an  increasing  interest  in  infections  of  the  blood 
stream  largely  as  a result  of  important  newer 
additions  to  our  means  of  dealing  with  these 
conditions,  and,  second,  because  of  the  confusion 
with  regard  to  these  infections  in  the  minds  of 
many  recent  graduates  in  medicine,  due  in  great 
part  to  the  inadequate  or  misleading  statements 
found  in  the  sections  on  bacteremia,  septicemia, 
and  infections  of  the  blood  stream  in  some  modern 
textbooks.  One  may  grant  that  the  word  septi- 
cemia belongs  to  the  clinician  and  signifies  blood 
poisoning  or  corruption  of  the  blood,  however 
definite  or  indefinite  may  be  the  ideas  expressed 
by  these  terms.  On  the  other  hand,  the  terms 
bacteremia  and  infection  of  the  blood  stream  be- 
long to  the  more  modern  biologic  era  and  signify 
the  actual  presence  of  microorganisms  in  the 
fluid  tissue  known  as  the  blood. 

The  diagnosis  of  blood-stream  infection  rests 
upon  (1)  clinical  observation  of  fever  with  or 
without  chills  and  especially  metastatic  localiza- 
tions of  infection  which  have  evidently  resulted 
from  transport  of  microbes  through  the  circulat- 
ing blood;  (2)  microscopic  demonstration  of  the 
microorganisms  in  the  blood;  (3)  positive  blood 
culture;  and  (4)  positive  transfer  of  the  infec- 
tion by  inoculation  of  blood.  The  evidence  in 
one  category  may  be  convincing  even  without 
other  support. 

Personally,  I feel  unable  to  acquiesce  in  the 
broad  statement  that  microorganisms  do  not 
multiply  in  the  circulating  blood.  I believe  that 
dividing  forms  of  microbes  have  been  reliably 
identified  in  the  blood  in  tertian  and  quartan 
malaria  of  human  adults,  and  I have  preparations 
showing  dividing  forms  of  estivo-autumnal  para- 
sites in  the  erythrocytes  of  children.  Dividing 
forms  of  trypanosomes  are  abundant  in  the  blood 
plasma  of  infected  animals  and  are  seen  also  in 
human  trypanosomiasis.  None  can  seriously 
doubt  the  active  multiplication  of  spirochetes  in 
the  blood  in  relapsing  fever  and  in  the  early 
secondary  stage  of  syphilis.  In  chicken  cholera 
of  fowls  and  in  bubonic  plague  and  anthrax  of 
mammals,  including  man,  the  proliferation  of 
bacteria  in  the  blood  stream  can  hardly  be  ques- 
tioned. Pepper  and  Farley  have  observed  the 
meningococcus  and  also  the  staphylococcus 
within  leukocytes  of  the  circulating  blood  of  man, 
and  in  3 cases  of  staphylococcemia  I have  made 
similar  observations.  The  cocci  within  the  leuko- 
cytes present  the  appearance  of  dividing  forms. 

We  can  agree  in  recognizing  a stage  of  infec- 
tion in  which  the  microbes  have  been  driven  out 
of  the  circulating  blood  but  still  persist  in  certain 
locations  in  the  body,  and  we  can  agree  that 
there  is  an  intermediate  stage  when  the  microbes 
are  about  to  disappear  from  the  circulating  blood 
and  would  be  quickly  eliminated  if  further  in- 
vasion of  the  blood  from  stationary  foci  could  be 
prevented.  At  this  stage  the  removal  of  such 


foci  hastens  the  recovery,  sometimes  in  a dra- 
matic fashion.  Discretion  in  such  cases,  however, 
should  not  be  neglected. 

Dr.  Frank  L.  Meleney,  New  York  City — I am 
sorry  to  say  that  I did  not  have  the  opportunity 
of  reading  and  studying  the  paper  as  it  was  pre- 
sented by  Dr.  Keefer.  My  comments  must, 
therefore,  be  extemporaneous,  although  I would 
first  like  to  give  you  some  idea  of  my  conception 
of  the  pathogenesis  of  septicemia. 

When  bacteria  enter  the  physiologic  interior 
of  the  body,  the  actual  number  is  probably  small 
— tens,  scores,  perhaps  hundreds,  but  not  thou- 
sands or  millions.  They  are  usually  introduced 
through  a break  in  the  surface  either  of  the  skin 
or  the  mucous  membrane  which  serve  as  the 
primary  defenses  of  the  body.  They  are  then 
surrounded  by  dead  or  injured  tissue  or  foreign 
bodies.  Many  of  them  are  not  in  a favorable 
growth  phase  to  adapt  themselves  to  the  new 
environment,  and  they  fail  to  grow  and  metabo- 
lize and  are  destroyed  by  the  phagocytes  which 
are  attracted  to  the  site  of  the  injury.  A few  of 
them,  however,  find  the  environment  suitable  for 
their  metabolic  activities,  and  they  may  be  pro- 
tected from  the  local  defenses  by  the  injured 
tissue  or  by  the  foreign  bodies.  They  proceed  to 
multiply,  form  a colony,  and  produce  their  poi- 
sons. These  poisons  may  attract  or  repel  the 
phagocytic  wandering  cells,  or  they  may  liquefy 
the  dead  tissue  or  kill  or  injure  living  tissue.  If 
leukocytes  are  attracted,  the  organisms  may  be 
phagocyted  by  them.  Sometimes  they  are  killed 
by  the  phagocytes,  and  sometimes  they  continue 
to  grow  within  the  phagocytes  until  the  bacterial 
colony  breaks  the  cell  membrane  and  destroys 
the  cell.  Sometimes  they  are  carried  into  the 
lymph  system  or  the  blood  vessels  by  the  phago- 
cytic cell.  If  they  gain  entrance  into  the  former, 
they  may  be  filtered  out  by  the  lymph  glands  and 
either  be  destroyed  in  the  glands  or  continue  to 
grow  and  break  down  the  gland  tissue  and  thus 
form  a metastatic  focus.  If  they  gain  entrance 
with  a phagocyte  into  the  blood  stream,  they  may 
be  destroyed  there  or  may  be  carried  to  other 
parts  of  the  body,  be  caught,  and  be  destroyed 
by  the  endothelial  phagocytes  or  start  a new 
focus  in  some  capillary  channel  in  some  favorable 
location. 

If  they  are  not  carried  by  phagocytes  but  con- 
tinue to  grow  at  the  site  of  entrance,  they  sooner 
or  later  come  into  contact  with  lymph  or  blood 
capillaries.  The  colony  is  surrounded  by  a con- 
centrated zone  of  bacterial  poison  which  acts 
upon  the  surrounding  tissue  but  is  diluted  and  to 
some  extent  carried  away  by  the  circulating 
fluids.  This  gives  rise  to  general  symptoms  of 
intoxication.  Individual  organisms  in  the  peri- 
phery of  the  colony  are  also  subject  to  the  move- 
ment of  the  circulatory  lymph  and  may  be  car- 
ried away  by  it.  This  fluid  makes  its  way  into 
the  lymph  system,  but  the  organisms  are  tem- 
porarily checked  by  the  closed  system  of  the 
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endothelial  membranes.  It  may  be  that  in- 
dividual organisms  are  carried  in  between  the 
endothelial  cells  with  the  fluid,  or  the  organisms 
may  multiply  and  start  a new  colony  on  the 
outer  surface  of  the  capillary  wall.  Sooner  or 
later,  the  poison  produced  by  the  main  colony 
or  the  secondary  colony  of  bacteria  acts  upon  the 
capillary  wall.  It  may  either  liquefy  it  or  pro- 
duce an  inflammatory  reaction  resulting  in  closure 
of  the  capillary  wall  or  clotting  of  the  fluid  within 
it.  The  same  effect  is  produced  on  larger  vessels, 
venules,  and  arterioles.  As  the  process  advances, 
the  larger  veins  and  arteries  become  thrombosed 
and  then  liquefied,  a sterile  portion  of  clot  pro- 
gressing in  both  directions  ahead  of  the  infection 
and  liquefaction. 

When  the  clot  reaches  a large  vessel  it  may 
break  off  and  be  carried  peripherally  if  that 
vessel  is  an  artery,  or  centrally  if  it  is  a vein,  and 
may  be  filtered  out  by  some  capillary  too  small 
to  let  it  pass.  If  the  clot  is  small  and  sterile, 
nothing  of  importance  happens.  If  it  is  large 
enough,  it  may  mechanically  cause  local  gangrene 
or  even  death — for  example,  a large  pulmonary 
embolus.  If  the  clot  contains  bacteria,  it  may 
produce  another  focus  of  infection  from  which  the 
process  may  be  repeated. 

It  is  not  surprising,  therefore,  that  from  any 
infected  focus,  either  primary  or  secondary,  there 
is  a constant  entrance  of  bacteria  into  the  blood 
stream,  either  as  individual  organisms  or  in- 
corporated in  a blood  clot.  The  number  will  de- 
pend to  a considerable  extent  upon  the  virulence 
of  the  organisms,  their  ability  to  multiply  within 
the  area  of  infection,  and  the  potency  of  their 
toxins  to  kill  or  injure  tissue. 

When  a blood  culture  is  taken  from  a peri- 
pheral vein  at  the  elbow,  any  organism  that  is 
recovered  has  passed  the  gauntlet  of  the  lung 
capillaries  and  the  capillaries  of  the  periphery  of 
the  forearm  or  hand.  The  lungs  filter  out  most 
of  the  embolic  clots,  and  the  endothelial  cells 
pick  up  the  individual  organisms.  If  an  at- 
tempt is  made  to  determine  the  number  of  organ- 
isms per  cubic  centimeter  of  the  peripheral  blood 
by  means  of  agar  pour  plates,  we  find  that  even 
extremely  sick  patients  seldom  yield  more  than 
100  colonies  per  cubic  centimeter  of  blood.  This 
is  a surprisingly  small  number  if  one  considers 
that  an  ordinary  twenty-four-hour  broth  culture 
of  bacteria  has  anywhere  from  one  to  five  billion 
organisms  per  cubic  centimeter. 

The  presence  of  bacteria  in  the  blood  stream  is 
simply  an  indication  of  what  is  going  on  around 
the  distributing  focus.  The  continued  presence 


of  bacteria  in  the  blood  indicates  that  the  focus 
is  distributing  organisms  faster  than  the  clearing 
mechanism  can  take  care  of  them. 

With  regard  to  Dr.  Keefer’s  paper,  I note  first 
that  his  mortality  figures  seem  to  indicate  that 
his  cases  were  largely  those  treated  before  the 
recent  advent  of  the  sulfanilamide  group  of 
drugs.  This  applies  particularly  to  the  hemolytic 
streptococcic  and  the  pneumococcic  figures  of 
70  and  80  per  cent,  respectively.  I believe  that  it 
is  the  experience  of  all  of  us  that  these  two  types 
of  bacteremia  have  been  considerably  lowered  by 
sulfanilamide  and  sulfapyridine,  respectively, 
and  more  recently  by  sulfathiazole.  I would  like 
very  much  to  know  whether  Dr.  Keefer  has  any 
figures  for  those  cases  that  were  treated  with 
these  drugs. 

With  regard  to  the  staphylococcic  bacteremia, 
his  figure  of  82  per  cent  closely  corresponds  to  our 
figure  of  81.4  per  cent  previous  to  our  use  of 
staphylococcic  bacteriophage.  In  our  cases 
treated  with  bacteriophage  our  total  mortality  of 
the  last  six  years  has  been  reduced  to  46  per  cent, 
and  in  the  last  two  years,  using  doubly  potent 
bacteriophage  made  in  our  own  laboratory,  the 
figure  has  dropped  to  28  per  cent.  I believe  that 
in  bacteriophage  we  have  an  effective  agent  that 
should  be  used  in  all  staphylococcic  septicemias. 
This  may  be  further  reduced  by  combining  bac- 
teriophage with  sulfathiazole. 

I would  like  to  ask  Dr.  Keefer  what  he  means 
by  the  breakdown  of  the  local  defense  mechanism 
and  how  he  demonstrates  the  antibodies  in  the 
blood  of  the  patient.  With  all  of  the  surgical 
organisms  that  produce  septicemia  we  have  little 
evidence  that  the  body  is  able  to  build  up  any 
effective  immune  substances  or  develop  any 
lasting  immunity  except  for  the  typhoid  bacillus. 
In  many  cases  we  are  not  able  to  demonstrate 
any  evidence  of  any  agglutinins  in  the  serum. 
For  the  same  reason  it  seems  to  be  difficult  to 
develop  artificially  any  potent  immune  serum  in 
animals,  either  for  the  hemolytic  streptococcus  or 
the  staphylococcus,  and  the  clinical  use  of  serums 
in  these  two  types  of  infections  have  been,  for 
the  most  part,  disappointing.  There  has  been 
some  evidence  recently,  however,  that  rabbit 
serum  may  be  prepared  in  such  a way  as  to  con- 
tain certain  antibacterial  antibodies  against  the 
staphylococcus.  This,  however,  will  have  to  be 
confirmed  by  larger  clinical  experience. 

I appreciate  the  opportunity  given  me  for  dis- 
cussing Dr.  Keefer’s  paper,  and  I want  to  thank 
him  for  his  presentation. 


HITHER— WHITHER? 

Smith:  “So  your  son  is  in  college?  How 

is  he  making  it?” 

Doctor:  “He  isn’t.  I’m  making  it  and  he’s 

spending  it.” — III.  Med.  J. 


AMERICAN  HEART  ASSOCIATION,  INC. 

The  seventeenth  Scientific  Meeting  of  the 
American  Heart  Association  will  be  held  May 
30-31,  1941,  at  the  Hotel  Statler,  Cleveland, 
Ohio. 


ILEOCOLOSTOMY  WITH  EXCLUSION  IN  THE  TREATMENT 
OF  REGIONAL  ILEITIS 

Ralph  Colp,  M.D.,  and  Leon  Ginzburg,  M.D.,  New  York  City 


THE  efficacy  of  short-circuiting  procedures 
in  causing  a recession  of  inflammatory 
lesions  of  the  bowel  has  been  known  for  years. 
Some  of  the  earliest  cases  of  intestinal  granu- 
lomas reported  in  the  literature  were  those  in 
which  the  disappearance  of  supposedly  in- 
operable neoplasms  had  occurred  following 
such  operations.  With  the  recrudescence  of 
interest  in  localized  inflammatory  lesions  of 
the  bowel  in  the  past  decade,  it  might  be  ex- 
pected that  this  procedure  would  have  re- 
covered some  of  its  original  popularity.  Per- 
usal of  the  literature,  however,  indicates  that 
the  use  of  ileocolostomy  with  exclusion  as  a 
definitive  therapeutic  measure  in  the  most 
common  of  such  diseases,  i.e.,  regional  ileitis, 
is  viewed  with  considerable  reserve.4  The 
most  optimistic  statements2  concede  a 50  per 
cent  success  with  this  method.  The  following 
communication  is  based  upon  a study  of  22 
cases  of  regional  ileitis  operated  upon  on  the 
various  services  of  the  Mount  Sinai  Hospital. 
Most  of  these  cases  have  been  reported  else- 
where in  discussion  of  other  phases  of  this  dis- 
ease. We  have  felt,  however,  that  it  would  be 
valuable  to  study,  as  a group,  those  cases  in 
which  ileocolostomy  with  exclusion  had  been 
performed.  It  might  be  advisable  to  state  that 
by  the  term  “regional  ileitis’  ’ we  indicate  those 
cases  where  the  inflammatory  disease  is 
limited  to  the  distal  ileum.  Cases  in  which 
both  ileum  and  the  right  colon  are  involved 
are  not  considered  in  this  group. 

Before  discussing  our  own  experience  with 
this  procedure,  it  might  perhaps  be  advisable 
to  examine  the  objections  voiced  against  it. 
In  the  first  place,  the  point  has  been  raised 
that  unless  resection  is  practiced  the  nature  of 
the  lesion  remains  unknown.  This  contention 
probably  had  a considerable  degree  of  validity 
before  the  nature  of  regional  ileitis  was  under- 
stood. As  a result  of  the  resections  that  were 
perforce  performed  during  that  period,  it 
became  possible  to  correlate  a mass  of  opera- 
tive clinicopathologic  and  radiologic  observa- 
tions. Today,  a sufficiently  clear  picture  has 
emerged  to  permit  of  a clinical  and  operative 
diagnosis  of  the  above  condition  with  a high 
degree  of  accuracy. 

Read  at  the  annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  May  9,  1940. 
From  the  Surgical  Services  of  the  Mount  Sinai  Hospital. 


A number  of  objections  to  the  operation  of 
ileocolostomy  with  exclusion  have  been  predi- 
cated upon,  supposedly  disadvantageous 
mechanical  and  functional  states  supervening 
upon  the  operation  per  se.  It  has,  for  instance, 
been  argued  that  the  distal  excluded  end  might 
“blow  out”  following  transection  of  the  ileum 
because  of  obstruction  beyond  it.  The  fear 
has  also  been  expressed  that  the  loop  of  ex- 
cluded colon  between  the  site  of  the  lesion  and 
the  enterocolostomy  might  become  distended 
and  ulcerate  as  a result  of  retrograde  passage 
of  stool  and  resultant  stasis.  In  a previous 
communication6  we  have  reported  clinicoradio- 
logic  and  operative  studies  of  32  cases  of  vari- 
ous types  upon  whom  ileocolostomy  with  ex- 
clusion had  been  performed.  The  conclusions 
drawn  were : 

1.  Obstruction  and  dilatation  of  the  distal 
excluded  ileum  do  not  occur. 

2.  Although  there  is  retrograde  passage  of 
ileal  contents  into  the  excluded  segment  of 
colon,  there  is  no  abnormal  distention,  dilata- 
tion, or  ulceration  of  this  loop. 

3.  The  operation  of  ileotransverse  colos- 
tomy or  ileosigmoidostomy  with  exclusion  does 
not  in  itself  produce  symptoms.  Recurrence 
of  symptoms  has  been  found  due  to  recurrence 
of  the  disease  proximal  to  the  anastomosis 
when  the  original  operation  was  undertaken 
for  disease  of  the  small  intestine.  In  cases  in 
which  the  operation  was  performed  for  the 
localized  type  of  colitis,  symptoms  have  been 
found  to  be  due  to  either  persistence  of  the 
disease  in  the  excluded  loop  of  colon  or  its  ex- 
tension distally. 

A factor  of  real  moment  which  has  probably 
contributed  materially  to  dissatisfaction  with 
enterocolostomy  is  the  fact  that  it  has  fre- 
quently been  practiced  in  continuity  without 
simultaneous  division  of  the  bowel  distal  to  it. 
Without  such  a complete  exclusion  there  is  of 
necessity  only  partial  diversion  of  the  fecal 
stream,  and  optimal  conditions  for  healing  in 
the  affected  segment  are,  therefore,  not  ob- 
tained. If,  in  addition,  fistulas,  either  internal 
or  external,  are  present,  these  will  continue  to 
discharge  intestinal  contents.  Furthermore, 
in  the  presence  of  even  a partial  obstruction 
distally,  an  accumulation  of  intestinal  con- 
tents that  had  passed  by  the  stoma  might  occur 
with  the  development  of  a distended  loop  be- 
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tween  the  stoma  and  the  diseased  bowel 
(Fig.  2).  Such  a loop  may  itself  be  the  cause 
of  new  and  severe  symptoms.  This  possibility, 
which  has  been  emphasized  by  Estes  and 
Holm,1*3  has  been  observed  by  us  twice  in  the 
course  of  secondary  operations. 

In  the  present  communication  we  desire  to 
report  especially  the  effects  of  enterocolostomy 
with  complete  exclusion  by  division  (Fig.  1) 
upon  regional  ileitis.  In  our  experience  the 
results  following  this  procedure  have  been 
roughly  on  a par  with  those  obtained  after 


Fig.  1.  Ileocolostomy  with  exclusion  by  com- 
plete division  of  the  bowel. 


resection  and  have  been  accompanied  by  a 
lower  mortality.  In  the  22  cases  here  reported 
this  operation  has  been  performed  without  a 
mortality.  While  it  is  true  that  series  of  resec- 
tions for  regional  ileitis  with  low  mortalities 
have  been  reported,  it  should  be  noted  that 
these  reports  are  from  large  clinics  with  ex- 
tensive material.  It  is  doubtful  whether  such 
results  could  be  uniformly  paralleled  where  no 
such  opportunities  for  familiarity  with  the 
complex  and  varied  gross  pathologic  anatomy 
of  the  disease  is  afforded.  Although  many 
resections  may  be  easily  performed,  the  truly 
formidable  difficulties  encountered  at  times 
will  almost  certainly  lead  to  disastrous  ex- 
periences. Ileocolostomy  with  exclusion  is  an 
indirect  and  much  simpler  procedure.  It  ob- 
viates the  necessity  for  widespread  dissection 
with  the  attendant  dangers  of  injury  to  ad- 
jacent, and  often  densely  adherent,  viscera. 
It  also  reduces  the  likelihood  of  peritonitis 
from  inadvertently  breaking  into  encapsulated 


contents  will  pass  by  the  stoma  and  discharge 
through  the  fistula.  It  also  indicates  the  manner 
in  which  a dilated  loop  may  form  between  the 
area  of  disease  and  the  stoma. 


Fig.  3.  Indicates  how  fresh  areas  of  disease 
may  appear  at  the  stoma  and  proximally  or  as  a 
“skip  lesion.”  As  indicated  such  extension  may 
occur  either  following  resection  or  simple  ex- 
clusion. The  area  marked  “Resected  segment” 
corresponds  to  the  segment  which  would  be 
left  excluded.  The  most  proximal  lesion  is  a 
“skip  lesion.” 

purulent  foci.  It  can  be  carried  out  with  a 
negligible  mortality,  even  by  surgeons  who 
only  rarely  encounter  this  condition. 

Before  discussing  the  effectiveness  of  the 
procedure  under  consideration,  a certain  con- 
fusion of  thought  and  terminology  should  per- 
haps be  clarified.  Symptoms  following  ex- 
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elusion  may,  in  the  first  place,  be  due  to  failure 
of  recession  of  the  previously  demonstrable 
pathologic  process  in  the  excluded  loop  of 
bowel  distal  to  the  anastomosis.  Such  a con- 
dition must  be  regarded  as  a persistence,  or, 
if  there  has  been  a transient  recession,  a re- 
currence of  the  disease.  On  the  other  hand, 
recurrence  of  symptoms  following  either  ex- 
clusion or  resection  may  be  due  to  the  appear- 
ance of  fresh  areas  of  disease  proximal  to  the 
site  of  such  exclusion  or  resection,  i.e.,  in 
bowel  previously  not  demonstrably  involved 
(Fig.  3).  In  such  a case  it  would  probably  be 
more  correct  to  speak  of  proximal  extension  or 
progression  of  the  disease.  If  exclusion  is  to 
rival  resection  as  a definitive  form  of  therapy, 
it  must  be  shown  that  distal  recession  occurs 
in  a high  percentage  of  cases.  In  addition,  it 
must  be  demonstrated  that  proximal  progres- 
sion occurs  with  no  greater  frequency  in  one 
than  in  the  other.  Incidentally,  our  own  be- 
lief is  that  proximal  extension  depends  on  facts, 
q.v.f  other  than  the  type  of  operation  under- 
taken for  the  cure  of  the  originally  demonstra- 
ble lesion. 

A.  Effect  of  the  Excluded  Diseased 
Distal  Loop 

For  a short-circuiting  procedure  to  be  effec- 
tive there  must  be  an  inherent  tendency  for 
healing  of  the  intestinal  lesion  to  occur. 
That  such  a tendency  is  present  in  regional 
ileitis  is  attested  by  the  marked  fibroplasia 
encountered  even  in  early  stages  of  the  dis- 
ease, a process  that  in  the  later  stages  gives 
rise  to  a marked  hypertrophic,  fibrotic,  stenos- 
ing  lesion.  Such  a priori  hopes  are  in  our  opin- 
ion largely  justified  by  the  results  obtained  in 
this  series.  Of  the  22  cases  in  which  the  opera- 
tion was  performed,  we  feel  that  1 case  should 
be  excluded,  as  we  would  not  perform  this 
procedure  in  that  type  of  case  today.  This 
patient  (Case  7)  had  an  ileosigmoidal  fistula 
in  which  barium  enema  revealed  a wdde  com- 
munication with  the  diseased  small  bowel. 
Following  ileocolostomy  with  exclusion  there 
was  retrograde  passage  of  stool  from  the  sig- 
moid into  the  ileum.  This  stool  was  then  dis- 
charged from  an  abdominal  fistula.  In  this 
case  the  operation  was  a failure,  and  we  be- 
lieve that  in  cases  where  a large  ileosigmoidal 
fistula  is  present  enterocolostomy  with  ex- 
clusion cannot  be  depended  upon  to  give  a 
good  result.  In  the  remaining  21  cases  a 
definite  regression  of  the  disease  was  observed 
in  19.  Two  cases  were  classified  as  failures, 
even  though  in  these  2 there  was  marked  im- 
provement (Cases  1 and  2).  In  the  first  case 


there  was  recurrence  of  intraperitoneal  in- 
flammatory signs  and  enlargement  of  an  intra- 
abdominal  mass  which  had  never  undergone 
complete  recession.  It  is  important  to  note 
that  this  patient  had,  nevertheless,  gained  over 
40  pounds  in  weight  and  has  lost  her  intestinal 
symptoms.  In  Case  2 there  were  periodic  re- 
current attacks  of  pain  and  fever  followed  by 
a mucoid  discharge  from  a recurring  abdominal 
fistula.  It  is  worthy  of  note  that  neither  of 
these  cases  manifested  enteritis  or  obstructive 
symptoms.  We  wish  to  emphasize  that  the 
appearance  of  such  symptoms  should  lead  to  a 
careful  investigation  of  the  bowel  proximal  to 
the  anastomosis  rather  than  to  attributing 
them  to  persistence  of  the  disease  in  the  ex- 
cluded loop. 

In  the  remaining  19  cases  where  the  results 
are  classified  as  satisfactory,  complete  patho- 
logic examination  of  the  excluded  loop  was 
possible  at  a later  date  in  3 cases  (Cases  3,  4, 
and  5).  These  showed  definite  gross  and 
microscopic  evidences  of  healing.  In  another 
case  (Case  6)  operative  inspection  of  the  ex- 
cluded loop  showed  unquestionable  evidence 
of  healing  in  the  bowel  and  mesentery  and  a 
spontaneous  closure  of  previously  existing 
fecal  fistulas.  In  15  other  cases  where  no 
subsequent  direct  examination  of  the  excluded 
bowel  was  made,  the  beneficial  effects  of  the 
operative  procedure  as  judged  by  the  post- 
operative clinical  course  and  follow-up  were 
impressive. 

(1)  Fever. — In  patients  who  had  been  run- 
ning a febrile  course,  sometimes  over  a pro- 
longed period,  there  was  a subsidence  of  such 
fever  as  a rule  within  two  weeks. 

(2)  Enteritic  Symptoms. — Relief  of  severe 
enteritic  symptoms  was  complete  in  many 
cases  at  the  time  of  discharge  from  the  hospital. 
In  some  patients  it  took  a few  months  for  the 
stool  to  become  solid  in  character.  This 
phenomenon  has,  however,  also  been  encoun- 
tered following  resection  with  enterocolostomy. 
Persistence  of  severe  enteritic  symptoms  or 
their  recurrence  after  a free  interval  was  found 
to  be  due  to  proximal  extension  of  the  disease 
in  the  2 instances  (Cases  4 and  6)  in  which  it 
occurred.  The  fear  that  the  excluded  bowel 
might  act  as  a reflex  source  of  enteritic  symp- 
toms has  not  been  confirmed  in  our  experience. 

(3)  Obstructive  Symptoms. — These  were  in- 
variably relieved  by  short-circuiting  opera- 
tions. 

(4)  Fistulas .5 — In  5 out  of  6 cases  of  ab- 
dominal fecal  fistulas,  purely  ileal  in  origin, 
discharges  ceased  completely.  In  1 instance 
(Case  2)  intermittent  mucoid  discharges  oc- 
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curred.  In  1 case  (Case  7)  where  a large 
ileosigmoidal  fistula  communicated  with  an 
abdominal  fecal  fistula,  the  operation  was  a 
failure.  As  stated  above,  we  do  not  think 
that  the  operation  under  discussion  is  indicated 
in  such  a case. 

(5)  Intra-abdominal  Masses. — In  all  but 
the  case  of  persistent  disease  recorded  above 
(Case  1),  masses  regressed  both  as  to  size  and 
tenderness.  In  thin  people  a small  residual 
mass  without  any  pain  or  tenderness  could  at 
times  be  palpated  even  after  all  symptoms  had 
disappeared. 

( 6 ) Nutrition. — This  was  markedly  im- 
proved except  in  such  cases  where  proximal 
extension  occurred.  Some  of  the  patients 
gained  enormously  in  weight,  gains  of  as  much 
as  50  to  60  pounds  being  recorded. 

B.  The  Relation  of  Proximal  Extension 
or  Progression  of  the  Disease  to  the 
Type  of  Operation  Performed 

Before  discussing  this  phase  of  the  problem, 
certain  of  the  pathologic  peculiarities  of  re- 
gional ileitis  should  be  emphasized.  First, 
as  is  well  known,  so-called  “skip  areas”  are 
frequently  encountered  in  this  disease.  At 
times  a few  feet  of  such  normal  bowel  may 
intervene  between  two  definitely  diseased  seg- 
ments. Unless  thorough  exploration,  well 
proximal  to  the  obviously  diseased  distal  seg- 
ment, is  performed,  the  highest  of  these  lesions 
may  be  overlooked.  Recurrence  of  symptoms 
following  failure  to  detect  such  an  additional 
lesion  must  be  charged  to  improper  applica- 
tion of  the  operation  performed,  whether  it  be 
either  exclusion  or  resection,  rather  than  to  the 
lack  of  efficacy  of  the  procedure  itself. 

Another  point  worthy  of  note  is  that  the 
degree  of  pathologic  alteration  in  regional 
ileitis  is  not  simultaneously  uniform  through- 
out the  various  affected  segments  of  bowel. 
In  the  same  case  all  gradations  of  disease, 
from  the  most  advanced  to  the  relatively 
minor,  may  be  encountered.  Continued  ex- 
perience has  led  us  to  suspect  that  at  the  time 
of  operation  disease  may  also  be  present  in  seg- 
ments of  bowel  so  minor  in  degree  that  they 
are  simply  not  demonstrable  clinically  or 
operatively.  Progression  of  such  lesions, 
which  are  as  a rule  proximal  to  the  main  area 
of  disease  and,  therefore.,  above  the  site  of  the 
division  or  resection,  may,  however,  give  rise 
to  symptoms  at  a future  date. 

The  theory  has  been  advanced  by  some 
authors  that  such  proximal  progression  of  the 
disease  is  more  likely  to  occur  following  ex- 
clusion than  following  resection.4  The  ex- 


cluded loop  of  bowel  is  regarded  as  a focus  from 
which  there  is  extension  of  disease  to  more 
proximal  segments  of  bowel  by  way  of  the 
mesenteric  lymphatics.  Certain  observations 
would,  however,  appear  to  militate  against 
this  conception.  In  the  first  place,  higher  seg- 
ments of  bowel  have  later  become  diseased 
even  when  resection  of  all  demonstrably  dis- 
eased bowel  and  its  accompanying  mesentery 
was  performed  (Cases  4,  5,  and  8).  Thus,  in  3 
out  of  13  resections  performed  at  this  institu- 
tion, such  involvement  of  proximal  segments 
occurred.  In  addition,  2 cases  where  resec- 
tion had  been  performed  elsewhere  appeared 
at  this  hospital  with  similar  findings.  Such 
proximal  extension  was  noted  only  once  in  the 
present  series  in  which  the  operation  was 
limited  to  exclusion.  This  relative  preponder- 
ance of  the  development  of  proximal  disease 
following  resection  is  probably  purely  fortui- 
tous. On  the  other  hand,  a minor  contributing 
factor  may  be  the  fact  that  when  a simple  ex- 
clusion is  performed  there  is  a greater  tendency 
to  place  the  anastomosis  higher  than  if  a seg- 
ment of  apparently  normal  bowel  has  to  be 
resected. 

That  the  condition  of  the  excluded  loop  is 
not  the  determining  factor  in  proximal  progres- 
sion is  suggested  by  two  other  observations. 
First,  in  1 case  (Case  6)  healing  of  an  excluded 
loop  with  closure  of  fistulas  was  observed  at  a 
secondary  operation,  with  an  active  lesion  com- 
mencing 3 or  4 feet  proximal  to  the  site  of  divi- 
sion and  anastomosis.  Similarly,  in  another 
patient  (Case  4)  an  excluded  loop  that  was 
presumed  to  be  the  cause  of  recurrent  symp- 
toms was  resected  and  found  to  present  incon- 
trovertible evidence  of  healing.  At  this  opera- 
tion, exploration  of  the  stoma  and  bowel 
proximal  to  it  revealed  no  evidence  of  involve- 
ment. At  a still  later  date,  however,  disease 
became  radiologically  and  operatively  demon- 
strable in  this  proximal  segment.  Conversely, 
in  2 cases  where  anastomosis  and  exclusion 
failed  to  cause  recession  of  disease,  there  was 
no  evidence  of  the  presence  of  fresh  areas  of 
involvement  in  higher  segments. 

The  conclusion  to  be  drawn,  in  our  opinion, 
is  that  the  important  factor  in  preventing 
proximal  progression  is  dependent  upon  choos- 
ing the  segment  high  enough  so  that  it  will  lie 
proximal  to  all  potential  diseased  areas.  Un- 
fortunately, in  our  present  state  of  knowl- 
edge it  is  impossible  to  determine  accurately 
the  site.  It  must  also  be  noted  that  there  are 
certain  types  of  cases,  fortunately  relatively 
few,  in  which  the  disease  extends  so  high  in  the 
bowel  that  all  surgical  therapy  proves  useless, 


986 


COLP  AND  GINZBURG 


[N.  Y.  State  J.  M. 


for  either  exclusion  or  resection  in  these  cases 
may  leave  such  a relatively  small  area  of 
functioning  intestine  that  grave  impairment  of 
nutrition  becomes  inevitable.  From  this  point 
of  view  the  disposition  of  the  distal  originally 
diseased  segment  is  a matter  of  only  secondary 
importance. 

The'technic  of  the  procedure  has  been  dis- 
cussed in  a previous  communication.6  In 
short,  the  ileum  is  divided  between  Payr’s 
clamps,  both  ends  closed,  and  a side-to-side 
anastomosis  with  the  transverse  colon  per- 
formed. When  performing  enterocol ostomy, 
we  do  not  embark  upon  an  extensive  explora- 
tion of  the  diseased  segments;  we  simply  ex- 
plore enough  to  demonstrate  the  nature  and 
the  proximal  extent  of  the  disease.  There  are 
two  possible  mistakes  that  should  be  guarded 
against.  One  is  making  the  anastomosis  with 
the  distal  loop  instead  of  the  proximal,  and 
the  other  is  making  the  anastomosis  at  too 
high  a level.  In  complicated  cases  both  of 
these  doubts  may  be  resolved  by  tracing  the 
bowel  down  from  the  duodenojejunal  flexure. 

Case  Reports 

Case  1. — R.  K.  was  first  admitted  in  July, 
1935,  with  a two-and-one-half-year  history  of 
diarrhea  with  occasional  blood  at  the  end  of  defe- 
cation. A diagnosis  of  regional  ileitis  was  made. 
Operation  revealed  an  acute  and  chronic  inflam- 
matory process  involving  the  terminal  portion 
of  the  ileum,  with  omental  adhesions  in  this 
vicinity.  The  ileum  was  divided  about  1 foot 
from  the  ileocecal  junction.  Both  ends  were 
closed  and  an  ileosigmoidostomy  performed. 
For  four  years  following  operation  patient'  did 
well.  Gastrointestinal  symptoms  present  prior 
to  operation  disappeared  and  she  gained  about 
45  pounds  in  weight.  Although  there  were  no 
symptoms,  a definite  mass  could  still  be  felt  in 
the  right  lower  quadrant.  (Up  to  this  point  the 
case  has  been  previously  reported  by  Lewisohn.2) 
In  March,  1939,  she  appeared  at  the  follow-up 
clinic  complaining  of  pain  in  the  right  lower 
quadrant  and  fever.  There  were  no  gastro- 
intestinal symptoms.  Examination  revealed  a 
large  tender  mass  in  the  right  lower  quadrant. 
Patient  was  readmitted  to  the  service  of  Dr. 
Garlock  and  was  reoperated  upon.  Acute  and 
chronic  inflammation  of  the  excluded  loop  of 
bowel  typical  of  regional  ileitis  was  found,  to- 
gether with  an  abscess  in  the  corresponding  por- 
tion of  bowel.  The  bowel  proximal  to  the  site  of 
division  showed  no  evidence  of  any  disease. 

Comment. — This  case  represents  a failure 
following  enterocolostomv  with  exclusion  in 
spite  of  the  great  improvement  in  the  general 
condition.  It  is  important  to  note  that  in 
spite  of  the  persistence  of  disease  in  the  ex- 


cluded segment  of  bowel  there  was  no  new 
involvement  of  bowel  proximal  to  the  entero- 
colostomy.  This  would  argue  against  the  be- 
lief that  proximal  extension  occurs  via  the 
lymphatics  from  the  distally  diseased  bowel. 
It  should  also  be  noted  that  there  were  at  no 
time  any  enteritic  symptoms.  This  case  re- 
inforces the  contention  that  an  explanation  for 
the  presence  of  such  symptoms  should  be 
sought  in  disease  proximal  to  the  stoma  rather 
than  in  the  excluded  loop. 

Case  2. — S.  R.  was  first  admitted  to  the 
Mount  Sinai  Hospital  in  1927  with  a history  of 
an  appendectomy  having  been  performed  eight 
years  before.  Following  the  operation  she  had 
irregular  attacks  of  abdominal  cramps,  which 
increased  in  severity  just  prior  to  admission. 
During  her  stay  in  the  hospital  she  ran  a tem- 
perature between  100  and  103  F.  Physical  ex- 
amination revealed  a tender  mass  occupying 
most  of  the  right  lower  quadrant.  Operation  at 
this  time  revealed  a retroperitoneal  abscess  and 
an  abscess  in  the  ileocecal  region.  Terminal  6 
inches  of  ileum  were  found  greatly  thickened  and 
distorted  with  some  dilatation  proximal  to  the 
point.  During  the  course  of  the  dissection  the 
bowel  was  injured,  and  a satisfactory  closure 
could  not  be  obtained.  A profusely  draining 
fecal  fistula  developed  postoperatively.  One  and 
one-half  months  later,  an  ileocolostomy  with  ex- 
clusion was  performed.  Following  this  operation 
the  temperature  rapidly  subsided  and  the  fecal 
fistula  rapidly  closed.  Only  a mucoid  discharge 
continued.  The  following  year  an  extraperi- 
toneal  residual  abscess  was  drained.  She  had  no 
further  symptoms  until  1936  when  an  abscess  in 
the  abdominal  wall  was  again  drained.  Follow- 
ing this  there  were  occasional  attacks  of  pain  and 
fever,  followed  by  the  discharge  of  small  quanti- 
ties of  mucopus.  In  1937  an  ileocecal  resection 
was  performed.  Two  areas  of  stenosis  were 
found,  one  about  10  cm.  from  the  ileocecal  junc- 
tion and  the  other  about  4 cm.  from  the  ileocecal 
junction.  There  was  a marked  inflammatory 
infiltration  in  the  involved  mesentery.  There 
was  a fistula  leading  to  the  right  lower  quadrant. 
The  proximal  stricture  was  found  to  be  quite 
marked  and  may  have  been  the  result  of  the 
operative  injury  mentioned  above.  The  pa- 
tient made  an  uneventful  recovery  and  has  been 
well  since. 

Comment. — The  persistence  of  the  fistula 
and  the  recurrent  attacks  of  pain  and  dis- 
charge were  probably  due  to  the  fact  that  the 
two  strictures  present  closed  off  the  normal 
communication  with  the  cecum  so  that  the 
contents  of  the  segment  of  excluded  bowel  were 
unable  to  empty  into  the  cecum.  This  re- 
sulted in  what  was  practically  almost  a bi- 
lateral closed  loop.  The  recurrent  attacks 


May  1,  1941] 


REGIONAL  ILEITIS— ILEOCOLOSTOMY 


987 


were  probably  due  to  distention  of  the  ex- 
cluded loop  and  its  evacuation  via  the  fis- 
tula. 

Case  3. — D.  D.  (Lewisohn2)  was  admitted  to 
the  hospital  complaining  of  lower  abdominal 
pain,  especially  after  meals,  for  six  weeks.  X- 
ray  revealed  a lesion  involving  the  terminal  8 
inches  of  ileum.  Operation  revealed  involvement 
of  the  terminal  6 to  8 inches  by  an  inflammatory 
process  presenting  a typical  picture  of  regional 
ileitis.  The  terminal  ileum  was  divided  between 
Payr’s  clamps  about  18  inches  from  the  ileocecal 
junction  and  an  ileocolostomy  performed.  Four 
months  later  the  patient  was  readmitted  for  a 
routine  second-stage  procedure.  The  lower 
abdominal  pain  had  disappeared.  She  had  oc- 
casional attacks  of  mild  diarrhea,  although  as  a 
rule  she  had  two  formed  movements  a day. 
Examination  revealed  that  she  was  still  quite 
anemic — hemoglobin  56  per  cent — and  a mass 
was  still  palpable  in  the  ileocecal  junction.  A 
resection  of  the  excluded  segment  was  under- 
taken. The  resected  specimen  showed  scarring 
and  evidence  of  healing  in  the  region  of  the 
terminal  ileum  and  cecum,  with  atrophy  of  the 
mucosa  and  chronic  subserosal  thickening. 

The  patient  died  following  operation,  death 
being  found  to  be  due  to  a subacute  verrucose 
endocarditis.  There  was  no  further  disease 
found  in  the  intestine  at  autopsy. 

Comment. — This  was  the  first  case  in 
which  definite  pathologic  evidence  of  healing 
in  the  excluded  loop  was  found. 

Case  4- — G.  F.  was  admitted  in  December, 
1935,  with  a nine  months’  history  of  regional 
ileitis.  Operation  at  that  time  revealed  involve- 
ment of  the  distal  2 to  3 feet  of  ileum,  a skip 
area  of  1 foot,  followed  by  another  18  inches  of 
markedly  diseased  ileum.  There  was  marked 
enlargement  of  the  mesenteric  glands  and  thick- 
ening and  edema  of  the  mesentery.  Ileotrans- 
verse  colostomy  with  exclusion  was  performed. 
Six  months  following  the  first  operation  she 
was  readmitted,  stating  that  she  had  been  feeling 
comparatively  well  and  had  gained  about  20 
pounds  in  weight.  She  was,  however,  experienc- 
ing occasional  attacks  of  cramplike  lower  ab- 
dominal pain.  She  was  having  three  to  four 
movements  per  day.  It  was  assumed  that  the 
symptoms  were  due  to  the  persistence  of  disease 
in  the  exluded  loop  of  terminal  ileum.  Accord- 
ingly, about  six  months  following  the  primary 
operation,  a resection  of  the  previously  excluded 
small  intestine  was  performed.  At  operation 
it  was  noted  that  the  lesion  presented  an  entirely 
different  picture  from  the  one  described  at  the 
previous  operation.  The  diseased  portion  of 
bowel  was  narrowed  and  atrophic  and  showed  no 
evidence  of  inflammation.  There  had  been 
considerable  recession  of  the  enlarged  mesenteric 
lymph  nodes.  The  pathologic  examination  of 
the  resected  specimen  revealed  atrophy  of  the 


mucosa  and  fibrosis  of  the  submucosa  but  no 
ulcerations.  The  gut  wall  did  not  appear  in- 
durated. (Up  to  this  point  the  case  had  been 
reported  by  Lewisohn.2)  Following  this  opera- 
tion, the  patient  felt  relieved  for  about  eight 
months,  when  a recurrence  of  symptoms  again 
necessitated  admission  to  the  hospital.  At  this 
time  there  was  definite  radiologic  evidence  of 
involvement  of  the  loop  of  ileum  entering  into  the 
ileocolostomy.  Approximately  fourteen  months 
after  the  resection  of  the  excluded  segment,  the 
patient  was  again  operated  upon.  At  this  opera- 
tion about  3 feet  of  the  ileum  proximal  to  the 
ileotransverse  colostomy  was  found  to  be  dis- 
eased and  was  resected  together  with  the  ascend- 
ing and  right  transverse  colon.  The  specimen 
revealed  a typical  picture  of  a cicatrizing  ulcera- 
tive enteritis  most  marked  at  the  stoma  and  dis- 
appearing at  the  proximal  limit  of  resection. 
Following  this  operation,  the  patient  again  de- 
veloped symptoms,  and  further  study  revealed 
still  further  extension  of  the  disease  higher  in  the 
bowel. 

Comment. — It  was  assumed  that  the 
cause  of  the  patient’s  symptoms  was  the  pres- 
ence of  the  excluded  diseased  ileum.  As  resec- 
tion, however,  showed  incontrovertible  evi- 
dence of  healing,  this  belief  cannot  be  sustained. 
It  is  more  likely  that  the  symptoms  were  due 
to  the  proximal  extension  which  could  not  at 
that  time  be  detected.  It  is  important  to 
note  that,  even  though  the  excluded  loop  had 
healed,  disease  appeared  in  more  proximal 
segments.  It  would  be  difficult  to  maintain 
that,  under  these  conditions,  extension  was  due 
to  lymphatic  spread  from  the  excluded  bowel. 
The  persistent  extension  of  the  disease  to 
higher  levels  of  bowel  to  an  extent  as  great  as 
in  this  case  simply  means  that  this  is  one  of 
those  fortunately  rare  types  of  ileitis  which, 
because  of  the  degree  of  proximal  extension, 
are  really  not  suitable  for  surgical  treat- 
ment. 

Case  5. — H.  C.,  in  1928,  had  had  an  appendec- 
tomy and  drainage  for  what  was  thought  to  be 
acute  appendicitis.  A large  mass  was  found  in 
the  pelvis  and  right  lower  quadrant  which  was 
found  to  consist  of  cecum,  appendix,  terminal 
ileum,  and  mesentery  of  the  small  bowel.  A loop 
of  sigmoid  was  adherent.  The  mesentery  of  the 
terminal  ileum  was  2 inches  thick  and  oozed  pus. 
The  appendix  was  removed  and  drainage  was  in- 
stituted. The  report  on  the  removed  appendix 
was  “acute  and  chronic  inflammation.”  Eight 
months  following  operation  the  wound  broke 
down  and  drained  for  two  months.  Two  years 
later  an  abscess  developed  behind  the  scar. 
Drainage  was  followed  by  the  development  of  a 
fecal  fistula.  Operation  revealed  a fistula  running 
into  the  terminal  ileum,  which  was  thickened, 
indurated,  edematous,  and  hyperplastic.  The 
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affected  segment  was  resected.  The  pathologic 
report  was  “hyperplastic  granuloma  of  the 
terminal  ileum  with  fistula  formation.”  Follow- 
ing this  operation,  the  patient  was  well  for  five 
years,  when  there  was  a recurrence  of  abdominal 
cramps  and  diarrhea.  X-ray  revealed  an  area 
of  diseased  ileum,  commencing  at  the  ileocolic 
stoma  and  extending  proximally  for  18  inches. 
At  this  time  the  bowel  was  divided  proximal  to 
the  fresh  area  of  disease,  and  an  ileosigmoidos- 
tomy  was  performed  without  resecting  the  in- 
volved segment.  Following  this  operation,  the 
patient  did  extremely  well.  Two  and  one-half 
years  later  the  patient  was  admitted  to  the  hos- 
pital in  a moribund  condition  from  an  intestinal 
obstruction  due  to  a strangulating  band.  A 
postmortem  was  obtained.  At  this  time  52  cm. 
of  excluded  ileal  segment  was  found  anastomosed 
with  the  transverse  colon.  The  proximal  half 
of  this  excluded  loop  appeared  normal.  The 
remaining  two-thirds  of  the  mucosa  was  smooth 
and  atrophic  and  had  longitudinal  scars,  espe- 
cially at  the  mesenteric  attachment,  and  one  small 
wartlike  polyp.  The  attached  mesentery  was 
slightly  thickened.  The  site  of  the  ileosigmoidos- 
tomy  was  normal,  and  there  were  no  evidences 
of  any  enteritis  in  any  of  the  proximal  seg- 
ments. 

Comment. — In  spite  of  the  fact  that  this 
patient  had  a primary  resection  of  all  evidently 
involved  bowel,  a fresh  area  of  disease  ap- 
peared at  the  site  of  anastomosis  and  proximal 
to  it.  This  area  of  proximal  involvement  was 
cured  by  a secondary  short-circuiting  anasto- 
mosis. Autopsy  revealed  no  further  evidence 
of  disease.  In  this  patient  the  extension  of 
the  disease  occurred  in  continuity.  Appar- 
ently the  bowel  was  transected  too  close  to  the 
diseased  area  at  the  first  operation.  Had  the 
original  transection  been  performed  at  a level 
2 feet  higher,  there  would  not,  in  all  likelihood, 
have  been  a recurrence  of  symptoms. 

Case  6. — S.  K.  had  had  an  operation  performed 
at  another  institution  in  February,  1930,  for 
what  was  thought  to  be  an  appendix  abscess. 
An  abscess  was  found  in  the  mesentery  of  the 
ileocecal  region  and  was  thought  to  be  tubercu- 
lous. The  appendix  was  removed  but  showed 
neither  evidence  of  tuberculosis  nor  evidence  of 
acute  inflammation.  Postoperatively  he  de- 
veloped a fistula,  which  was  repaired  ten  months 
later.  The  fistula  commenced  to  discharge 
again  shortly  thereafter.  He  was  admitted  to 
the  Mount  Sinai  Hospital  in  1931  with  persistent 
fecal  fistulas  and  a history  of  cramps,  fever,  di- 
arrhea, and  loss  of  weight.  Lipiodol  revealed 
two  tracts,  one  going  into  the  cecum  and  the 
other  going  into  the  terminal  ileum  with  peri- 
ileal  accumulation.  Operation  revealed  a large 
inflammatory  mass  involving  the  region  of  the 
terminal  ileum  and  cecum.  Ileocolostomy  with 


exclusion  was  performed.  He  was  readmitted  to 
the  hospital  about  six  months  later  with  a re- 
currence of  severe  abdominal  cramps.  He  was  re- 
operated upon  with  the  idea  that  the  excluded 
bowel  was  probably  the  source  of  symptoms,  al- 
though in  the  interim  all  fistulous  discharges  had 
ceased.  Exploration  at  this  time  showed  practi- 
cally complete  resolution  of  the  previous  inflam- 
mation. There  was  no  evidence  of  any  active 
disease  in  the  previously  operated  area.  Fur- 
ther exploration  revealed  an  area  of  hypertrophic 
granulomatous  ileitis  1 foot  long,  beginning  about 
3 feet  proximal  to  the  ileocolic  stoma.  This  seg- 
ment of  bowel  was  resected.  The  patient  was 
last  seen  in  October,  1939,  approximately  eight 
years  later,  at  which  time  he  was  in  excellent 
condition  and  had  no  further  symptoms. 

Comment. — This  case  illustrates  the  fact 
that  active  disease  may  exist  proximally,  al- 
though the  excluded  bowel  has  undergone 
healing.  It  also  illustrates  that  extension  is 
not  necessarily  in  continuity.  This  patient 
was  operated  upon  when  the  significance  of 
regional  ileitis  was  first  being  recognized.  In 
all  likelihood  this  lesion  was  overlooked  at  the 
original  operation,  because  at  that  time  there 
was  insufficient  knowledge  of  the  so-called 
“skip  area”  of  disease. 

Case  7. — S.  M.  (Oppenheimer7)  was  admitted 
to  the  Mount  Sinai  Hospital  in  May,  1934,  after 
having  been  subjected  to  a number  of  operations 
for  supposed  appendicitis,  recurrent  abscess,  and 
fecal  fistulas.  The  patient  at  first  refused  opera- 
tion. He  returned  four  months  later,  in  poor 
general  condition,  with  increase  in  the  fecal  and 
purulent  discharge.  At  this  time  definite  evi- 
dence of  a large  ileosigmoidal  fistula  was  shown  by 
a barium  enema.  The  injected  barium  ran  al- 
most immediately  into  loops  of  small  intestine. 
An  ileotransverse  colostomy  with  exclusion  was 
performed.  The  fecal  fistula,  however,  con- 
tinued to  discharge,  probably  due  to  the  retro- 
grade passage  of  stool  from  the  sigmoid  into  the 
ileum.  This  patient  was  readmitted  and  died 
following  complicated  and  extensive  resection  of 
the  ileosigmoidal  and  ileocutaneous  fistulae. 

Comment. — In  this  type  of  case,  with  a 
large  ileosigmoidal  communication  in  addition 
to  abdominal  fecal  fistulas,  the  operation  of 
ileotransverse  colostomy  with  exclusion  is 
probably  insufficient,  as  the  sigmoid  continued 
to  receive  stool  which  can  pass  in  a retrograde 
fashion  into  the  ileum  and  thence  out  on  the 
abdominal  wall.  In  this  type  of  case  a resec- 
tion seems  definitely  indicated. 

Case  8. — S.  F.  was  first  admitted  to  the 
Mount  Sinai  Hospital  in  October,  1936,  with  a six- 
year  history  of  diarrhea  and  abdominal  pain. 
She  had  also  developed  intractable  perianal 
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fistulas  and  rectovaginal  fistulas.  At  operation 
the  patient  was  found  to  have  regional  ileitis 
involving  the  terminal  3 feet  of  bowel  and  an 
ileosigmoidal  fistula.  The  diseased  bowel  was 
resected,  and  the  sigmoidal  opening  was  closed 
by  suture.  Following  this  operation,  the  patient 
did  well,  except  that  an  attempt  to  close  the  rec- 
tovaginal fistula  failed.  (Up  to  this  time  the 
patient  has  been  reported  by  Lewisohn.2)  Ap- 
proximately three  years  later  she  was  readmitted 
to  the  hospital  with  the  following  history.  For 
about  a year  before  admission  her  stools  had 
gradually  increased  in  frequency  until  they  were 
again  5 to  10  times  a day.  She  had  lost  twenty 
pounds  in  weight.  Reoperation  at  this  time 
revealed  a typical  ileitis  involving  the  anastomo- 
sis and  bowel  proximal  to  it.  A resection  of  the 
diseased  area  was  performed. 

Comment. — It  is  interesting  to  note  that 
the  original  resected  specimen  was  76  cm.  in 
length.  The  proximal  20  cm.  appeared  quite 
normal  followed  by  an  abrupt  onset  of  disease 
at  that  point.  From  this  it  would  appear  that 
the  bowel  was  divided  well  into  what  was,  at 
that  time,  apparently  healthy  looking  tissue. 
In  spite  of  the  fact  that  adequate  resection 
into  healthy  bowel  was  performed,  fresh  areas 
of  disease  later  appeared. 

Summary  and  Conclusions 

1 . A series  of  22  cases  of  ileocolostomy  with 
exclusion  for  regional  ileitis  is  reported.  There 
were  no  deaths. 

2.  Of  the  22  cases,  the  results  as  far  as  the 
excluded  diseased  bowel  was  concerned  were 
favorable  in  19. 

3.  One  of  the  above  failures  was  in  a case 
of  complicated  ileosigmoidal  fistula  with  a large 
ileosigmoidal  communication  in  which  retro- 
grade passage  of  stool  into  an  abdominal 
fistula  occurred.  Obviously,  the  operation  is 
not  applicable  in  this  type  of  case. 

4.  If  the  above  case  is  excluded,  satis- 
factory effects  on  the  disease  were  obtained  in 
19  out  of  21  cases. 

5.  Reappearance  of  disease  proximal  to  the 
site  of  division  and  anastomosis  occurred  in  1 
case  (similar  proximal  progression  of  the  dis- 
ease was  noted  in  3 out  of  13  resections). 

6.  Proximal  progression  is  not  dependent 
upon  the  type  of  operation  used  to  treat  the 
obviously  diseased  bowel. 

7.  Some  diminution  in  the  frequency  of 
such  progression  may  result,  first,  from  care- 
ful exploration  for  “skip”  lesions  and,  second, 
by  placing  the  anastomosis  well  proximal  to  the 
last  visible  area  of  disease. 

8.  There  are  cases  in  which  proximal  ex- 
tension will  occur  regardless  of  the  type  of 
therapy  used. 
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Discussion 

Dr.  Thomas  H.  Russell,  New  York  City — It 
seems  noteworthy  that  the  surgeons  of  the  Mount 
Sinai  Hospital,  having  had  their  interest  in  re- 
gional ileitis  aroused  by  the  identification  and 
description  of  this  disease  by  Dr.  Crohn  of  the 
medical  staff  of  their  hospital,  were  inspired  to 
make  a thorough  search  for  a surgical  solution  for 
the  cure  of  this  disease.  This  is  especially  sig- 
nificant since  it  has  been  emphasized  by  Crohn 
in  his  most  recent  article  on  regional  ileitis  that 
the  disease  is  a surgical  one  and  “should  not 
only  call  for  earlier  surgery  but  for  bigger  and 
more  extensive  resections.”  Heretofore,  num- 
bers of  surgeons  have  employed  ileocolostomy 
for  relief  or  possible  cure  of  the  disease,  but  in 
reviewing  the  most  recent  literature  I can  find 
no  evidence  of  the  results  obtained  from  ileo- 
colostomy with  exclusion  of  the  distal  ileum  as 
Dr.  Colp  has  described  in  a consecutive  series  of 
cases. 

Dr.  Crohn  states  that  in  his  experience  only 
half  of  the  short-circuiting  operations  are  at- 
tended with  success,  the  other  half  requiring 
later  resections  with  a necessarily  greater  risk. 

He  does  not  state  that  those  patients  who  had 
short-circuiting  operations  also  had  exclusion  of 
the  distal  ileum,  and  no  doubt  many  of  them  had 
only  short-circuiting. 

I have  reviewed  the  records  of  27  patients  (16 
men,  1 1 women)  who  were  admitted  to  the  Post- 
Graduate  Hospital  during  the  past  eight  years 
and  who  were  found  to  be  suffering  from  regional 
ileitis.  The  oldest  was  62,  and  the  youngest 
was  2.  The  average  age  was  29. 

The  preoperative  diagnoses  on  these  patients 
are  shown  in  Table  1. 

The  operative  procedures  in  these  cases  are 
shown  in  Table  2. 

There  were  3 operative  deaths  in  this  series. 
One  was  in  a child,  4 years  of  age,  in  which  was 
found  the  acute  form  with  peritoneal  irritation 
resembling  appendicitis,  with  a positive,  blood- 
stream, hemolytic  streptococcic  infection.  The 
appendix  was  removed,  and  the  child  died  on  the 
third  postoperative  day. 

Another  death  occurred  in  a 21-year-old  girl 
who  had,  in  addition  to  regional  ileitis,  Gaucher’s 
disease  and  thrombocytopenic  purpura.  In  this 
case  an  obstructive  resection  was  performed. 
Death  occurred  on  the  sixty-seventh  postopera- 
tive day. 

The  third  death  occurred  in  a 27-year-old 
woman  who  had  a one-stage  resection  of  the  lower 
ileum,  cecum,  and  ascending  colon,  with  a lateral 
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TABLE  1. — Preoperative  Diagnosis  in  Twenty- 
seven  Cases  of  Regional  Ileitis  at  the  New  York 
Post-Graduate  Hospital 


Acute  appendicitis 10 

Intussusception 2 

Tumor  of  colon 1 

Ileitis 4 

Irritable  colon 1 

Fecal  fistula 4 

Intestinal  obstruction 3 

Appendiceal  abscess 1 

Twisted  ovarian  cyst 1 


TABLE  2. — Operative  Procedures  in  Twenty-seven 
Cases  of  Regional  Ileitis  at  the  New  York  Post- 
Graduate  Hospital 


Resection  with  ileocolostomy 13 

Mikulicz 3 

Appendectomy 11 


ileotransverse  colostomy.  She  died  on  the  fifty- 
seventh  postoperative  day  from  what  was 
thought  to  be  an  infection  following  a pelvic  ab- 
scess. 

It  appears  to  be  a reasonable  conclusion  that 
if  ileocolostomy  with  exclusion  had  been  used,  if 
for  no  other  purpose  than  a first-stage  procedure, 
the  mortality  rate  in  this  series  might  have  been 
considerably  smaller. 

On  January  6,  1940, 1 operated  upon  a patient, 
32  years  of  age,  for  this  condition.  There  was  a 
perforation  of  the  ileum  about  6 inches  from  the 
ileocecal  junction  into  the  sigmoid.  I performed 
an  ileotransverse  colostomy  with  exclusion,  think- 
ing that  in  all  probability  resection  of  the  ileum 


A WAR  SURGEON  TELLS  A STORY 

Dr.  Robert  B4r4ny,  professor  of  ear  and 
throat  diseases  at  the  University  of  Vienna,  in 
1914  was  in  charge  of  the  department  for  head 
injuries  at  the  war  hospital  of  Przemysl,  before 
the  world  war  the  strongest  fortress  in  Galicia. 
When  Przemysl  surrendered  to  the  Russians, 
B4r4ny  was  taken  into  Russian  captivity.  In 
captivity  he  was  notified  by  the  Stockholm  Nobel 
Prize  Committee  that  he  had  been  awarded  the 
Nobel  prize  in  medicine  for  his  pioneer  work  in 
the  field  of  physiology  of  the  brain.  Thereupon 
the  Russians  released  him  and  with  great  ova- 
tions took  him  to  the  Swedish  frontier.  Later  he 
was  a professor  at  the  University  of  Upsala. 

From  his  experiences  in  the  war  hospital  at 
Przemysl,  B4r4ny  told  of  an  extraordinary  case, 
relates  the  Medical  Record.  Two  soldiers  brought 
in  a man  whom  they  were  supporting  on  each 
side.  Such  aid,  however,  seemed  quite  unneces- 
sary, as  the  man  was  walking  erect,  looking  fresh 
and  healthy;  he  merely  seemed  somewhat 
frightened.  B4r4ny  examined  the  man  and 
found  in  his  left  jawbone  a Russian  bullet, 
sticking  out  two-thirds  of  its  length,  not  with  its 
broad  lower  end  but  with  its  point.  It  was  now 
B4r£ny’s  turn  to  be  frightened.  The  bullet  had 
entered  the  man’s  right  cheek,  close  to  the  ear. 


and  right  half  of  the  colon  would  have  to  be  done 
later.  This  patient  has  had  relief  of  all  symp- 
toms, has  gained  25  pounds  in  weight,  and  is 
apparently  cured  at  this  time. 

Dr.  Crohn  was  present  at  this  operation.  He 
most  kindly  suggested  that  the  ileum  be  anas- 
tomosed to  the  colon  and  excluded  at  a point  at 
least  18  to  20  inches  proximal  to  the  ileocecal 
valve.  I feel  that  this  suggestion  is  the  cause  of 
the  marked  improvement  and  apparent  cure  in 
this  patient. 

Crohn  states:  “Let  no  one  worry  about  in- 
testinal function  or  postoperative  diarrhea  or 
disturbances  of  absorption  of  nutrition  and  vita- 
min balance  affer  a more  radical  resection. 

“The  20  or  more  feet  of  small  intestine  and  8 
or  more  feet  of  colon  are  ample  safeguards  that 
denounce  penury  when  determining  the  limits  of 
resection.  Actually,  we  have  now  so  many  cases 
with  subtotal  colectomies  for  regional  colitis, 
and  so  many  high  intestinal  (small)  resections 
without  any  degree  of  diarrhea  that  interferes 
with  perfect  health  and  function,  that  one  should 
not  only  call  for  earlier  surgery  but  for  more 
radical  surgery  in  order  to  secure  satisfactory 
results  in  the  treatment  of  this  disease.” 

I think  that  Drs.  Colp  and  Ginzburg  have  pre- 
sented a valuable  contribution  to  the  treatment 
of  this  disease. 

Time  will  tell  the  tale.  Even  though  ileo- 
colostomy with  exclusion  may  not  relieve  all 
cases,  it  is  a good  first-stage  procedure  to  use  in 
operations  for  this  disease. 


Its  head  had  penetrated  the  man’s  head  from 
right  to  left,  had  pierced  the  left  jawbone,  and 
then  come  to  a dead  stop. 

Bdrdny  touched  the  point  of  the  bullet  gin- 
gerly. It  did  not  budge.  It  was  firmly  held  by 
the  bone.  The  affair  had  apparently  taken  a 
favorable  course.  He  calmed  the  man,  ordered 
complete  rest,  and  decided  to  remove  the  bullet 
in  a few  days  after  the  shot  canal  had  healed. 
The  next  morning,  however,  the  hospital  man- 
ager, Dr.  X,  director  general  of  the  Army  Medical 
Staff,  saw  the  man  gaily  smoking  cigarettes  in 
bed  and  observed  the  bullet  point  sticking  out  of 
his  left  jaw.  He  ordered  immediate  removal  of 
the  bullet.  B4r4ny’s  protests  were  ignored. 

The  man  was  placed  on  the  operating  table, 
lightly  narcotized,  and  the  necessary  instruments 
were  prepared.  A young  army  doctor  tried  to 
loosen  the  bullet  from  the  bone  and  he  was  just 
about  to  grip  it  with  his  instrument  to  pull  it  out 
when  suddenly  it  disappeared.  It  had  lost  its 
hold  and  had  slipped  back  into  the  shot  canal, 
which  was  still  open,  and  stuck  somewhere  in 
the  brain,  which  only  the  day  before  it  had  pene- 
trated like  lightning  and  without  doing  dam- 
age. 

Five  seconds  later  the  man  was  dead. 
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A LITTLE  oftener  from  year  to  year  there 
appear,  in  our  medical  and  health  litera- 
ture, reports  concerning  physical  examinations 
of  school  personnel,  so  that  more  and  more  we 
are  being  brought  to  realize  what  the  actual 
physical  state  of  this  group  is  and  what  bear- 
ing it  has  on  health  education  and  school 
economy.  These  reports  are  for  the  most  part 
widespread,  showing  that  no  part  of  the  coun- 
try can  actually  claim  a monopoly  on  this 
type  of  work  and  that  there  is  a sporadic  in- 
terest in  it  throughout  the  country.  Our 
own  State  of  New  York  has  always  shown  a de- 
sire to  assume  leadership  in  every  health 
activity,  and  so  I believe  we  will  soon  be  found 
in  the  forefront  of  this  comparatively  new  and 
most  important  activity  for  the  advancement 
of  health  education  and  the  improvement  of 
economic  efficiency.  With  this  thought  in 
mind  I am  here  recording  the  procedure  em- 
ployed locally  to  bring  about  such  an  exami- 
nation and  am  appending  some  of  the  results 
obtained  therefrom. 

It  has  always  been  my  belief  that  much  more 
definite  and  lasting  progress  can  be  obtained 
by  education  than  by  legislation.  The  latter, 
however,  can  be  a useful  lever  to  interest 
those  concerned  with  the  topic  at  hand  and  at 
least  create  a feeling  that  some  definite  and 
tangible  objection  must  be  raised  if  opposition 
is  to  be  successful.  Section  575,  Article  20- A, 
of  the  education  law  states:  “Such  medical 
inspectors  may  make  such  examinations  of 
teachers,  janitors,  and  school  buildings  as  in 
their  opinion  the  health  of  the  pupils  and 
teachers  may  require.”  This  became  law  in 
1913  and  in  my  opinion  should  be  ample 
authority  on  which  to  proceed.  This  opinion 
is  also  shared  by  some  members  of  the  legal 
profession  who  have  given  the  subject  special 
study.  However,  the  State  Department  of 
Education  does  not  wholly  share  this  belief 
and  feels  that  in  order  to  enforce  physical 
examinations  of  teachers  on  tenure  the  law 
should  be  both  strengthened  and  clarified. 
There  was  some  effort  in  this  direction  at  the 
1939  session  of  the  legislature  but  it  failed  to 
change  the  law.  In  May,  1940,  at  a meeting 
in  Schenectady  of  the  school  trustees  of  half- 
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a-dozen  surrounding  counties,  there  was  a 
unanimous  show  of  hands  favoring  a change 
in  the  present  school  medical  inspection  law 
to  make  physical  examinations  of  teachers 
compulsory.  The  Medical  Society  of  the 
County  of  Westchester  is  also  on  record  as 
favoring  compulsory  physical  examination  of 
teachers.  It  is  my  belief  that  if  effort  is  con- 
tinued in  this  direction  the  law  will  eventually 
be  changed.  Whatever  the  outcome  may  be, 
I cannot  too  strongly  urge  upon  physicians 
the  necessity  for  continued  education  as  to  the 
real  value  to  the  recipient  of  an  annual  physi- 
cal examination.  Also,  care  should  be  exer- 
cised so  that  such  examinations  are  not  used 
for  so-called  fishing  expeditions  to  gather  evi- 
dence against  a teacher  who  for  some  other 
reason  may  be  'persona  non  grata  with  his  or 
her  employer. 

Since  1919  when  I entered  upon  my  present 
position  I have  been  striving  for  an  oppor- 
tunity to  make  physical  examinations  on  all 
employees  of  the  Board  of  Education.  The 
superintendent  at  that  time  replied  to  me 
when  I suggested  such  a procedure:  “If  you 
take  good  care  of  the  children  that  will  be 
about  all  you  will  have  time  for,  and  the 
teachers  can  look  after  themselves.”  When 
a new  superintendent  arrived  some  years  later, 
I talked  it  over  with  him  but  without  any 
change  being  made  in  the  status  quo.  From 
time  to  time  I renewed  my  request  for  his  as- 
sistance, not  wishing  to  rely  on  the  law  alone, 
but  with  no  better  success.  Fifteen  years 
passed,  during  which  time  at  least  one  or  two 
of  my  fellow  practitioners  occupied  places  on 
the  Board,  but  I was  unable  to  get  them  to  in- 
troduce and  pass  local  legislation  for  this 
purpose.  Then  a dentist  was  elected  to  mem- 
bership on  the  Board,  and  I immediately  con- 
tacted him  and  found  he  was  receptive  to  it. 
He  was  unable  to  get  the  legislation  passed 
until  more  recently  when  we  had  another 
change  in  superintendents  and  found  this  one 
sympathetic  to  us. 

The  first  resolution  passed  permitted  all 
teachers  to  employ  their  own  physicians. 
This  was  tried  for  one  year  but  with  poor  re- 
sults. The  contracts  for  teaching  the  ensuing 
year  were  sent  out  on  Friday  with  a note  that 
they  must  be  returned  on  Monday  accom- 
panied by  a certificate  of  physical  fitness  to 
teach  issued  by  a physician.  So  the  teachers 
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scurried  about  to  the  offices  of  the  various 
physicians  for  examinations  and  certificates. 
There  was  no  set  form  of  physical  examination 
to  be  followed  so  some  of  the  physicians  did 
a complete  clinical  job  of  it  while  others  simply 
said,  “Oh!  You’re  all  right,”  and  wrote  out  a 
certificate  of  physical  fitness  or  freedom  from 
communicable  disease.  Then  the  teachers 
began  comparing  notes,  and  it  soon  became 
known  which  doctors  just  wrote  out  the  notes 
and  which  ones  gave  the  real  examination, 
and  the  latter  were  shunned  as  though  they 
had  smallpox.  Thus,  we  were  no  better  off 
with  the  physical  examination  than  we  had 
been  without  it  except  for  the  experience  it 
gave  us  that  this  was  not  the  way  to  do  it. 
So  the  next  year  the  Board  changed  its  resolu- 
tion and  provided  that  all  school  employees 
must  be  examined  by  the  School  Medical 
Inspector.  Armed  with  this  resolution  I 
sought  and  obtained  the  cooperation  of  the 
local  medical  profession  by  having  a meeting 
called  for  the  purpose  of  discussing  the  sub- 
ject. At  this  meeting  there  was  a full  attend- 
ance, and  a full  discussion,  and  a committee 
of  the  society  was  appointed  to  draw  up  or 
prepare  a form  to  be  used  by  me  for  these 
examinations.  Cards  were  printed.  Then  the 
superintendent  sought  and  received  the  whole- 
hearted support  of  the  teaching  body  through 
the  teachers’  organizations,  and  the  examina- 
tions began. 

They  extended  over  a period  of  three  months 
— March,  April,  and  May,  1939.  The  total 
number  examined  was  370.  Of  these,  325 
were  teachers  (45  men,  280  women),  31  were 
janitors,  and  14  were  other  employees.  A 
complete  history  was  taken,  followed  by  a 
complete  physical  examination  except  rectal 
and  bimanual.  Each  person  examined  had 
an  x-ray  of  the  chest.  No  urinary  examina- 
tions, blood  examinations,  basal  metabolic 
determinations,  or  electrocardiographs  were 
done  except  in  special  instances  where  dis- 
missal for  physical  disability  was  considered. 

What  things  interested  me  most  as  a result 
of  these  physical  examinations  were  (1)  the 
detection  of  communicable  disease  and  its 
subsequent  eradication  for  the  protection  of 
the  students,  (2)  the  learning  of  what  sort  of 
care  a group  of  professional  people  such  as 
schoolteachers  take  of  themselves,  and  (3) 
learning  whether  their  physical  condition  was 
such  as  to  justify  their  continued  employ- 
ment. 

Histories  revealed  the  presence  of  asthma 
in  2 cases;  diabetes,  3 cases;  old  cerebral 
accident,  1 case;  hemorrhoids,  21  cases; 


and  the  following  operations:  bilateral  mas- 
tectomy for  cancer  in  2 cases  and  unilateral 
mastectomy  for  cancer  or  precancerous  lesions 
in  10  cases.  All  of  these  have  successfully 
passed  through  the  five-year  waiting  period 
without  recurrence  except  2,  and  they  are  still 
safe.  Other  operations  were:  tonsillectomy, 
135;  appendectomy,  55;  nasal  operations, 
19;  hysterectomy,  13;  herniotomy,  12;  hem- 
orrhoidectomy, 11;  thyroidectomy,  7;  cho- 
lecystectomy, 4;  ophorectomy,  3;  mastoid- 
ectomy, 1;  fistula-in-ano  1;  amputation  of 
cervix,  1 ; posterior  gastroenterostomy,  1 ; 
cesarian  section,  1. 

X-ray  revealed  the  presence  of  2 active  and 
5 healed  cases  of  pulmonary  tuberculosis. 

Physical  examination  revealed  the  fact  that 
2 janitors  had  active  pulmonary  tuberculosis, 
moderately  advanced.  Both  immediately 
went  to  the  sanatorium  for  treatment.  One 
was  there  four  months  and  was  then  dis- 
charged as  being  arrested.  The  other  was 
there  eight  months  before  becoming  arrested. 
This  patient  had  a lung  collapse  following 
which  the  sputum  promptly  became  negative. 
Both  are  now  back  at  part-time  work,  but 
neither  is  in  a position  where  he  comes  di- 
rectly in  contact  with  the  students.  I con- 
sider the  discovery  of  these  cases  timely  in- 
deed, as  one  always  wonders  just  how  many 
contacts  become  afflicted  with  the  disease. 
The  contacts  here  are  those  persons  who  are 
at  an  age  when  tuberculosis  thrives  best. 
The  problem  of  rehabilitation  is  a serious  one. 
Should  these  patients  ever  again  be  allowed  to 
come  in  contact  with  students?  Should  they 
ever  again  be  allowed  to  sweep  floors,  shovel 
coal,  or  snow?  My  answer  would  be,  “No.” 

Next  we  found  the  remains  of  an  old  cere- 
bral accident  or  lesion — either  hemorrhage, 
thrombosis,  or  embolism — which  had  oc- 
curred six  years  previously  in  a then  55-year- 
old  woman,  a married  teacher,  who  was  and 
still  is  an  ardent  Christian  Scientist  and, 
therefore,  had  no  physician  at  the  time  of  the 
accident  or  since.  At  the  time  of  the  acci- 
dent she  was  absent  from  school  for  about  six 
weeks,  and  since  that  time  she  has  been  back 
doing  substitute  work  for  about  fifteen  hours 
per  week.  She  has  a right-sided  paresis  with 
exaggerated  reflexes,  atrophied  muscles,  hemi- 
plegic gait,  exceedingly  high  blood  pressure, 
an  inability  to  concentrate,  and  she  is  subject 
to  spasmatic  outbursts  of  anger  or  hilarity  as 
her  mood  dictates.  I recommended  her  dis- 
missal for  physical  disability,  and  the  Board 
by  unanimous  vote  dismissed  her.  She  de- 
manded a hearing  that  was  granted.  She  ap- 
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peared  with  counsel,  a certificate  of  physical 
fitness  from  a respected  local  physician,  three 
other  reputable  physicians,  the  former  super- 
intendent of  schools,  the  junior  high-school 
principal,  and  several  fellow  teachers  all 
testifying  that  not  only  was  she  physically  fit 
but  that  her  work  was  better  than  that  of 
other  teachers  who  had  no  physical  or  mental 
afflictions.  She  also  took  the  stand  in  her  own 
defense  but  failed  miserably  on  cross  examina- 
tion in  three  attempts  to  divide  600  by  15, 
finally  being  prompted  by  her  own  counsel. 
The  superintendent,  the  clerk  of  the  Board 
of  Education,  and  the  medical  inspector  of 
schools  testified  for  the  school  system.  At 
the  conclusion  of  the  testimony  the  Board, 
two  of  which  are  physicians,  dismissed  her  by 
unanimous  vote.  She  appealed  to  the  Appel- 
late Division  of  the  Supreme  Court  at  Albany 
whose  unanimous  decision  upheld  the  Board. 
This  decision  seemed  to  strengthen  our  position 
regarding  compulsory  physical  examinations 
until  along  came  the  Byrne  case  which,  al- 
though not  parallel,  has  decidedly  slowed  down 
interest  until  the  law  can  be  clarified.  I for 
one  do  not  feel  that  we  should  allow  this 
decision  to  go  unchallenged. 

Next  we  came  across  a case  of  mental  de- 
rangement in  one  of  our  younger  teachers 
whose  mother  had  committed  suicide  during 
the  menopause.  The  teacher  immediately 
entered  a sanatorium  for  treatment  and  after 
several  months  returned  much  improved. 
She  is  now  residing  with  one  of  our  health 
teachers  and  is  thus  under  constant  observa- 
tion. We  found  2 cases  of  hyperthyroidism, 
1 of  whom  was  immediately  operated  upon 
and  has  made  an  uneventful  recovery.  She 
is  grateful  to  us  for  the  examination.  The 
other  is  under  medical  treatment  and  has 
shown  marked  improvement.  We  found  a 
case  of  trifacial  neuralgia,  and  she  is  now 
under  treatment.  We  found  a case  of  lateral 
nystagmus  and  referred  her  to  an  eye  man. 
We  found  a case  of  breast  tumor,  and  she  is 
now  under  constant  observation.  We  found  5 
cases  of  defective  hearing  and  referred  them 
all  to  an  ear  specialist.  Two  are  now  under 
treatment,  and  we  are  advised  that  the  other 
3 can  expect  no  further  improvement  in  their 
hearing.  We  found  a patient  with  arthritis 
deformans  of  ten  years’  standing  who  is  con- 
stantly under  treatment  but  with  a poor  prog- 
nosis. Two  cases  of  cardiac  lesions  with  im- 
perfect compensation  were  found.  One  has 
now  improved  under  treatment,  and  the  other 
is  dead.  Ten  teachers  had  bad  teeth.  As 
mentioned  before,  21  acknowledge  having 


hemorrhoids,  and  probably  there  are  others 
about  whom  we  do  not  know;  159  wear  glasses, 
and  2 of  these  have  a vision  of  20/40  or 
worse  in  the  better  eye  after  correction.  There 
is  only  1 teacher  who  acknowledges  having  foot 
trouble,  but  there  are  a number  of  others  whose 
arches  cannot  be  said  to  be  anatomically 
normal. 

We  found  that  304  had  been  successfully 
vaccinated,  17  unsuccessfully  vaccinated,  and 
4 never  vaccinated  against  smallpox.  Four 
are  Schick-negative  to  diphtheria,  and  46  have 
had  toxin-antitoxin  or  toxoid;  54  have  re- 
ceived typhoid  prophylaxis. 

I was  very  much  interested  in  weight  and 
blood  pressure  and  the  relationship  of  one  to 
the  other.  Of  the  325  teachers  examined,  180 
or  56  per  cent  were  of  normal  weight.  Of 
these,  43  or  about  24  per  cent  had  high  blood 
pressure.  Sixty-seven  or  20 V2  per  cent  were 
more  than  10  per  cent  overweight,  and,  of 
these,  43  or  64  per  cent  had  high  blood  pres- 
sure. Seventy-eight  or  23  V2  per  cent  were 
more  than  10  per  cent  underweight,  and,  of 
these,  7 or  11  per  cent  had  high  blood  pres- 
sure. Now  let  us  see  how  this  looks  by  age 
groups.  In  the  age  group  21  to  30  there  were 
80  teachers.  Of  these,  9 or  11  per  cent  had 
high  blood  pressure,  and,  of  the  9,  5 or  55 1/2 
per  cent  are  overweight.  In  the  age  group  31 
to  40  there  are  115  teachers.  Of  these,  23  or 
20  per  cent  have  high  blood  pressure  and,  of 
the  23,  15  or  65  per  cent  are  overweight.  In 
the  age  group  41  to  50  there  are  85  teachers. 
Of  these,  33  or  39  per  cent  have  high  blood 
pressure  and,  of  the  33,  18  or  54y2  per  cent  are 
overweight.  In  the  age  group  51  to  60  there 
are  36  teachers,  14  or  40  per  cent  of  whom 
have  high  blood  pressure.  Of  the  14,  5 or 
353/4  per  cent  are  overweight.  In  the  last 
age  group,  61  to  70,  there  are  9 teachers,  and, 
of  the  9,  5 or  55V2  per  cent  have  high  blood 
pressure.  However,  none  of  these  are  over- 
weight. My  interpretation  of  high  blood  pres- 
sure has  been  arbitrarily  fixed  at  systolic  140 
or  above.  Now  let  us  have  a look  at  low  blood 
pressure.  Under  this  heading  I have  included 
all  teachers  with  a systolic  of  110  or  lower  and 
I find  I have  three  groups  as  follows:  77 
teachers  with  110  by  70,  15  with  100  by  50, 
and  1 with  90  by  50  for  a total  of  93  teachers 
with  low  blood  pressure.  Of  these,  18  or 
20  per  cent  are  underweight  and  13  or  about 
14  per  cent  are  overweight.  It  seems  to  me 
that  these  underweights  should  maintain  their 
resistance  at  par,  for  it  is  in  this  group  that  the 
opportunity  exists  for  the  development  of  such 
infections  as  pulmonary  tuberculosis.  Those 


994 


ELMER  HARRISON  ORMSBY 


[N.  Y.  State  J.  M. 


who  have  low  blood  pressure  but  are  over- 
weight should  have  their  endocrine  glands 
checked. 

Thus,  it  can  be  seen  from  this  rather  brief 
summary  of  this  particular  group  that  physi- 
cally and  mentally  we  are  not  exempt  from  the 
usual  vicissitudes  of  life  because  we  happen  to 
be  associated  with  a school  system;  that  we 
should  ever  be  on  the  alert  to  protect  the 


health  of  those  whose  physical  and  mental 
welfare  is  committed  to  our  charge  and  keep- 
ing; and  that  to  perform  our  various  duties 
thoroughly  we  should  constantly  take  inven- 
tory of  ourselves,  both  physically  and  men- 
tally, to  guard  against  all  pathologic  en- 
croachments upon  our  anatomic  and  physio- 
logic well-being. 

37  Church  Street 


DOCTORS  GIVE  $1,000,000  A DAY 
An  editorial  that  has  appeared  in  half  a dozen 
upstate  newspapers  shows  that  people  are  not 
blind  to  the  tremendous  service  the  profession  is 
giving  them  with  an  open  hand.  It  is  entitled 
“Medicine  for  the  Needy,”  and  runs: 

“One  serious  charge  made  against  the  medical 
profession  is  that  the  cost  of  its  service  puts  it 
out  of  reach  of  a considerable  proportion  of  the 
American  people. 

“That  charge  has  been  thoroughly  investi- 
gated and  found  to  be  largely  baseless.  The 
Bureau  of  Medical  Economics  of  the  American 
Medical  Association  has  made  an  exhaustive 
study  and  found  that  there  are  few  persons  in 
this  country  desiring  medical  aid  who  are  unable 
to  obtain  it.  When  queried,  the  mayors  of  a 
hundred  typical  cities  of  all  population  brackets 
testified  that  there  was  no  neglect  of  the  poor 
because  of  their  inability  to  pay. 

“Anyone  who  has  seen  the  medical  profession 
in  action  knows  the  truth  of  this.  The  average 
doctor  can  give  but  part  of  his  day  to  the  care 
of  patients  who  pay  him.  Many  hours  in  each 


week  are  given  to  charitable  work  in  hospitals, 
homes,  and  institutions,  treating  the  indigent 
whom  he  knows  will  never  be  able  to  meet  a 
bill. 

“The  great  majority  of  doctors  base  their 
charges  on  the  ability  to  pay — and  those  who  can 
pay  nothing  are  given  the  same  scrupulous  treat- 
ment as  the  wealthiest  patient. 

“It  is  reliably  estimated  that  the  doctors  of 
this  country  give  at  least  $1,000,000  a day  worth 
of  free  service  to  the  sick.  That  comes  to 
$365,000,000  a year — a munificent  contribution 
indeed  to  the  cause  of  public  health.  The  old 
saying  that  ‘time  is  money’  is  particularly 
applicable  to  the  doctor — and  he  gives  it  gener- 
ously to  the  needy. 

“The  fact  that  the  general  standard  of  health 
in  this  country  is  far  above  that  of  the  rest  of 
the  world  is  the  best  possible  commentary  on  the 
quality  and  extent  of  American  medical  service. 
No  man  or  woman,  no  matter  how  meager  his 
resources,  need  lack  expert  attention  in  time  of 
accident  or  illness.” 


MEDICAL  CARE  FOR  MIGRANT  WORKERS 

The  California-Arizona  plan  of  medical  care 
for  migrants  has  worked  so  well  that  it  is  being 
extended  to  the  Pacific  Northwest,  Texas,  and 
Florida,  C.  B.  Baldwin,  farm  security  adminis- 
trator, says  in  his  annual  report  to  Congress, 
we  are  told  in  California  and  Western  Medi- 
cine. 

After  explaining  that  the  influx  of  migrants 
into  California  and  Arizona  created  a serious 
public  health  program,  the  report  told  how  the 
Agricultural  Workers’  Health  and  Medical 
Association  was  formed  in  1938  by  FSA  with  the 
cooperation  of  the  California  Medical  Associa- 
tion, the  State  Department  of  Health,  and  the 
State  Relief  Administration. 

“Migrants  make  application  for  medical 
treatment  at  the  Association’s  district  offices  or 
camp  treatment  centers,”  says  the  report. 

“A  certificate  of  membership  in  the  Health 
Association,  which  serves  as  an  identification 


card,  is  issued  to  the  applicant,  who  selects  his 
physician  from  a list  of  participating  doctors. 

“The  Agricultural  Workers’  Health  and 
Medical  Association  is  billed  for  the  medical  or 
hospital  services  rendered.  In  many  treatment 
centers,  local  physicians  work  in  the  clinics  at 
designated  hours  on  alternate  days. 

“Although  the  migrant  workers  are  obligated 
to  repay  the  cost  of  services  ‘if  so  requested,’  their 
low  income  makes  repayment  impossible  in  most 
cases.  Some  workers,  however,  have  been  able 
to  repay  a few  dollars. 

“In  view  of  the  health  protection  provided  for 
the  two  states  under  this  program,  it  seems  prob- 
able that  public  financial  support  will  con- 
tinue  ” 

At  present  there  are  thirteen  medical  care 
centers  in  California,  seven  in  Arizona,  four  in 
Texas,  and  two  in  Florida. 


Case  Report 


PULMONARY  ATELECTASIS  DUE  TO  ASPIRATION  OF  BLOOD 
FOLLOWING  FACE  TRAUMA 

Edward  S.  Van  Duyn,  M.D.,  and  John  Van  Duyn,  M.D.,  Syracuse,  New  York 


October  5,  1938,  at  9:00  a.m.,  S.  M.,  a 
^ railroad  employee,  aged  50,  was  found 
lying  unconscious  beside  the  tracks  seven  miles 
outside  of  the  city.  Presumably  he  had  been 
struck  by  the  train  that  passed  through  an  hour 
before.  The  patient  remembered  nothing  of  the 
accident.  He  was  taken  by  ambulance  to  St. 
Joseph  Hospital  where  he  was  first  seen  by  us 
about  two  hours  after  the  injury. 

On  arrival  at  the  hospital  the  patient  was 
found  disoriented  though  no  longer  unconscious. 
He  was  restless  and  groaned  at  intervals  but  was 
not  in  severe  shock.  There  was  a deep  laceration 
of  the  left  cheek,  5 to  6 cm.  long,  penetrating  to 
the  maxillary  bone  above  and  into  the  oral  cavity 
below.  The  left  malar  bone  was  fractured  in  at 
least  two  places,  and  marked  ecchymosis  and 
swelling  were  present  about  the  left  eye.  The 
roof  of  the  mouth  and  the  pharynx  were  coated 
with  dried  blood. 

Examination  of  the  chest  revealed  tenderness 
on  the  left  side  anteriorly  in  the  region  of  the 
second  and  third  ribs.  There  was  impaired  res- 
onance at  the  right  base  posteriorly,  and  the 
right  lower  and  middle  lobes  were  loaded  with 
coarse  bubbling  rales.  The  heart  was  not  dis- 
placed. The  left  side  of  the  chest  was  clear. 

There  was  a simple  fracture  of  the  left  clavicle 
with  overriding  of  fragments,  but  because  of  the 
patient’s  serious  condition  no  immediate  effort 
was  made  at  reduction.  The  face  laceration  was 
sutured  and  a drain  inserted.  The  blood  that 
had  collected  in  the  mouth  and  pharynx  was 
swabbed  out. 

By  the  next  morning  the  patient’s  condition 
had  become  obviously  critical.  He  was  unre- 
sponsive and  tossed  continuously  about  the  bed, 
mumbling  incoherently.  The  breathing  was 
rapid  and  labored,  and  cyanosis  was  marked. 
Examination  of  the  chest  revealed  dullness  on 
the  right  side  posteriorly  from  the  base  nearly 
to  the  apex,  with  almost  no  breath  sounds  audi- 
ble. X-ray  examination  showed  the  right  lung 
field  almost  entirely  opaque;  showed  fractures 
of  the  left  second,  third,  and  fourth  ribs;  and 
confirmed  the  clavicular  fracture. 

A diagnosis  of  atelectasis  of  the  right  lung  due 
to  aspiration  of  blood  into  the  right  bronchus 
was  made,  and  a bronchoscopic  examination  was 
advised.  This  was  performed  at  1:30  p.m.  by 
Dr.  Gordon  D.  Hoople,  of  Syracuse.  The  opera- 
tive note  reads  as  follows:  “Much  thick  yellow- 
ish-red secretion  was  seen  in  the  right  main 
bronchus.  This  was  suctioned  till  the  larger 
passages  were  clear.  Approximately  three  to 
four  ounces  of  material  were  removed.  Air  was 
heard  in  the  right  lung  immediately  after- 
ward.” 


Read  at  the  Monthly  Meeting  of  the  Syracuse  Academy 
of  Medicine,  November  21,  1939. 


Following  bronchoscopic  aspiration,  the  pa- 
tient’s improvement  was  remarkable.  The  res- 
pirations almost  at  once  became  slower  and 
deeper,  the  cyanosis  disappeared  and  the  rest- 
lessness ceased.  Postoperative  x-ray  examina- 
tion showed  a considerable  increase  in  air  in  the 
right  lung  field.  The  patient  was  placed  in  an 
oxygen  tent,  and  by  the  following  morning  the 
temperature  had  fallen  from  a prebronchoscopic 
level  of  101.8  to  99  F.,  and  the  respirations  from 
40  to  20  per  minute. 

This  rapid  and  marked  improvement,  how- 
ever, proved  to  be  only  temporary.  Within 
twenty-four  hours  the  restlessness,  disorienta- 
tion, labored  breathing,  and  cyanosis  began  to  re- 
appear, and,  by  the  third  day  after  bronchos- 
copy, the  aspiration  signs  of  atelectasis  were 
again  present.  This  time,  however,  the  right 
upper  lobe  was  involved.  X-ray  examination 
confirmed  this  impression,  showing  opacity  of  the 
right  upper  lung  field  and  displacement  of  the 
trachea  to  the  right. 

Bronchoscopic  examination  was  again  per- 
formed a few  hours  later,  and  a chunk  of  tena- 
cious mucus  was  found  completely  blocking  the 
right  upper  bronchus.  The  plug  was  removed 
with  considerable  difficulty,  but,  once  accom- 
plished, the  same  spectacular  results  followed  as 
on  the  previous  occasion.  X-ray  examination 
done  some  twelve  hours  after  the  aspiration 
showed  clearing  of  the  involved  lung  field.  A 
final  plate  taken  two  days  later  showed  further 
clearing  of  the  right  upper  lobe  to  a nearly  nor- 
mal extent. 

Following  the  second  bronchoscopic  treatment, 
convalescence  progressed  steadily,  though  the 
patient  was  not  clear  mentally  until  three  weeks 
later  and  was  not  in  condition  to  leave  the  hos- 
pital until  three  weeks  after  that,  six  weeks  in 
all  after  admission  to  the  hospital. 

The  progress  in  this  case  after  leaving  the 
hospital  is  also  of  interest,  because  a second  series 
of  bronchoscopic  aspirations  was  found  necessary 
in  order  to  clear  up  the  persistent  pulmonary 
symptoms.  During  the  few  months  after  leaving 
the  hospital  the  patient  was  up  and  about,  but 
he  did  not  fully  regain  his  lost  weight  or  strength. 
A productive  cough  developed,  yielding  from  2 
to  4 ounces  daily  of  a fairly  thick,  yellow,  odorless 
sputum.  Postural  drainage  brought  no  relief, 
and,  five  months  after  discharge  from  the  hospi- 
tal, bronchoscopic  examination  was  again  re- 
sorted to. 

At  the  first  examination  a quantity  of  thick, 
purulent,  blood-streaked  secretion  was  found 
in  the  right  main  bronchus,  the  lining  of 
which  appeared  definitely  inflamed.  X-ray 
studies,  following  lipiodol  injection  and  done  at 
this  time,  revealed  no  evidence  of  bronchiectasis. 

Three  bronchoscopic  examinations  in  all  were 
performed  at  approximately  two-week  intervals, 
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and  on  each  occasion  considerable  secretion  was 
aspirated  from  the  right  main  bronchus.  At  the 
final  aspiration  on  June  7,  1939,  the  lining  mem- 
brane of  the  bronchus  was  noted  as  showing  defi- 
nitely less  evidence  of  irritation. 

Following  this  series  of  bronchoscopic  treat- 
ments, the  patient  began  to  show  general  im- 
provement again,  and  during  the  next  few  months 
the  chest  cleared,  weight  increased  to  nearly 
normal,  and  the  cough  and  expectoration  almost 
entirely  disappeared.  By  the  end  of  the  summer 
his  only  cause  of  disability  was  a weakness  in  the 
left  arm  due  to  poor  union  at  the  site  of  the  cla- 
vicular fracture. 

Comment 

In  a review  of  the  literature  we  were  unable 
to  find  another  instance  reported  in  which  trauma 
to  the  face  was  followed  by  the  aspiration  of 
blood  into  a bronchus  and  pulmonary  atelectasis. 
We  believe,  however,  that  this  is  probably  not 
actually  so  rare  an  occurrence,  since  all  that  may 
be  necessary  to  fulfill  the  conditions  are  tem- 


porary unconsciousness  and  a bleeding  wound 
that  penetrates  into  the  oral  or  nasal  cavity. 

It  is  also  interesting  that  a postoperative  mas- 
sive atelectasis  due  to  the  classic  mucous  plug  in 
the  bronchus  should  have  been  a complication  in 
a case  of  atelectasis  due  to  drowning  of  the  lung. 

Conclusions 

In  any  case  of  face  or  head  injury  where  the 
patient  has  been  unconscious  and  blood  is  found 
in  the  oral  cavity  or  pharynx,  the  possibility  of 
the  aspiration  of  blood  into  the  tracheobronchial 
tree  should  always  be  considered.  If  pulmonary 
atelectasis  is  present,  the  prompt  removal  of  the 
blood  through  a bronchoscope  may  prove  to  be  a 
lifesaving  measure. 

The  aftercare  in  such  a case  may  be  prolonged 
because  of  a productive  cough.  This  is  appar- 
ently due  to  a persistence  of  irritation  of  the 
bronchial  mucous  membrane  from  the  previously 
aspirated  blood  and  may  require  further  broncho- 
scopic treatments. 


REFILLED  PRESCRIPTIONS 

Few  physicians  realize,  perhaps,  how  many  of 
their  prescriptions  are  refilled  over  and  over  and 
passed  around  from  hand  to  hand,  to  Uncle 
John,  Aunt  Kate,  Cousin  Charlie,  and  heaven 
knows  who  else.  Dr.  Allen  D.  Rebo,  of  Scott, 
Arkansas,  writes  to  the  Medical  World  that  the 
December  issue  of  a house-organ  widely  dis- 
tributed among  the  country’s  pharmacists* 
quotes  excerpts  from  a number  of  the  magazine’s 
readers  telling  of  physicians’  prescriptions  that 
have  been  refilled  many  times.  Some  of  the 
figures  given  are  almost  startling. 

These  figures  may  contain  some  lesson  for 
physicians;  at  least,  they  should  prove  interest- 
ing: 

A Palestine,  Texas,  druggist  began  the  furore 
by  telling  of  a prescription  that  had  been  refilled 
150  times — and  by  asking  if  the  “record”  had 
been  topped  elsewhere.  It  seems  it  has  been — 
and  how! 

A Kansas  City,  Missouri,  pharmacist  hastened 
to  report  on  a prescription  his  store  had  refilled 
198  times,  and,  he  adds,  “we  have  several  others 
that  I am  sure  will  come  close  to  his  150  mark, 
but  why  look  them  up  when  he  is  already 
beaten?” 

Why,  indeed! 

Another  “Texan  wonder”  is  from  the  town  of 


* Modern  Pharmacy,  Dec.,  1940,  P.  D.  & Co. 


THE  LITTLE  AND  THE  MUCH 

“One  small  bit  of  information  brought  to  light 
by  the  research  laboratory  may  eventually  prove 
to  be  worth  many  millions  of  dollars  and  save 
untold  suffering.” 

— Basil  O’Connor,  president,  The  National 
Foundation  for  Infantile  Paralysis 


Mission,  with  a refill  record  of  162,  but  that  one  is 
topped  in  the  same  paragraph  by  a Grand  Junc- 
tion, Colorado,  “prescription  specialist,”  as  he 
describes  himself,  who  boasts  of  252  refills  of  one 
prescription. 

However,  even  the  startling  figure,  252,  cannot 
long  hold  the  center  of  the  stage.  From  St.  Paul, 
Minnesota,  comes  the  topper  of  them  all — at  least 
for  the  December  issue — and  if  following  issues 
show  this  gentleman  to  have  been  bested,  the 
final  champion  will  have  attained  an  amazing 
record  indeed.  For  the  St.  Paul  druggist  sends 
the  editor  a prescription  that  his  firm  had  refilled 
665  times! 

The  St.  Paul  temporary  champ  failed  to  enclose 
his  photo  also,  but  an  Atlanta,  Georgia,  pharma- 
cist seems  more  aware  of  present-day  publicity 
routine.  His  photo  is  taken  showing  him,  the 
prescription  department  of  his  store  as  a back- 
ground, busy  refilling  a prescription  “for  the 
315th  consecutive  time.”  We’re  further  en- 
lightened with  the  information  given  in  the  cap- 
tion beneath  the  picture  that  “the  prescription 
contained  zinc  sulfate,  boric  acid,  and  aqua.” 

The  Atlanta  pharmacist  whose  picture  graced 
the  page  should  not  feel  chagrined  at  having 
failed  to  achieve  first  place  in  the  remarkable 
contest;  the  winner  of  second  place,  in  such  a 
stiff  race,  deserves  a place  among  the  immor- 
tals. 


MEDICAL  OFFICERS  WANTED 
A call  is  sent  out  for  senior  medical  officers  at 
$4,600  a year,  medical  officers  at  $3,800,  and 
associate  medical  officers  at  $3,200,  to  serve  in 
various  government  departments.  Applications 
are  to  be  filed  with  the  U.  S.  Civil  Service  Com- 
mission, Washington,  D.  C. 


Therapeutics 


CONFERENCES  ON  THERAPY 

'THESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of 
the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical 
College  and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  insti- 
tutions. The  questions  and  discussions  involved  participation  by  members  of  the  staff 
of  the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear  in  the 
June  1 issue  and  will  concern  “The  Uses  of  Adrenal  Cortical  Hormones.” 


The  Sulfonamide  Drugs 


Dr.  Claude  E.  Forkner:  Dr.  Plummer  is 
going  to  talk  to  us  first  on  the  sulfonamide 
drugs  and  their  clinical  application. 

Dr.  Norman  Plummer:  The  development 
of  sulfonamide  therapy  represents  one  of  the 
most  dramatic  and  most  successful  achieve- 
ments in  medicine.  The  chemistry  of  the 
sulfonamide  drugs  evolved  slowly  at  the  be- 
ginning. The  first  of  these  drugs  was  syn- 
thesized as  early  as  1908.  However,  it  was  not 
until  about  1930  that  the  azo  dye  containing 
sulfonamide,  “prontosil,”  was  discovered. 
In  February,  1935,  Domagk’s  epoch-making 
paper  appeared,  which  demonstrated  the 
protective  value  of  prontosil  against  experi- 
mental streptococcic  and  staphylococcic  infec- 
tions. Although  the  German  literature  al- 
ready included  a few  minor  clinical  reports  on 
the  use  of  the  sulfonamide  dyes,  Domagk’s 
contribution  represents  the  real  beginning  of 
this  treatment. 

In  the  United  States  the  sulfonamide  drugs 
were  first  used  clinically  in  1935,  but  it  was  not 
until  1936,  about  four  years  ago,  that  extensive 
clinical  and  experimental  studies  were  started. 
Both  prontosil  and  prontylin  were  tried,  and 
in  1937  the  name  sulfanilamide  was  accepted 
by  the  Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association  for  inclusion 
in  New  and  Nonofficial  Remedies  (Table  1). 


TABLE  1. — Sulfonamide  Drugs 


Prontosil 

Sulfanilamide  (prontylin) 

Neoprontosil 

Sulfapyridine 

(dagenan,  M & B 693) 
Sodium  sulfapyridine 
Sulfathiazole 


Sodium  sulfathiazole 
Sulfamethylthiazole* 
Sulfadiazine* 

Sodium  sulfadiazine* 
Sulfaguanidine* 
Dodecanoyl  sulfanilamide* 


* These  drugs  are  under  investigation. 


Since  1936,  in  this  country  sulfanilamide 
has  been  given  trial  in  about  every  infectious 
disease.  The  results  have  been  satisfactory 
in  infections  caused  by  the  hemolytic  strepto- 


coccus, the  gonococcus,  and  the  meningo- 
coccus; in  certain  of  the  urinary  tract  in- 
fections; and  in  chancroid.  Because  of  the 
disappointing  results  in  the  pneumococcic, 
staphylococcic,  and  certain  other  infections, 
attempts  were  quickly  made  to  discover  re- 
lated chemicals  that  might  also  be  useful  in 
these  infections.  In  May,  1938,  Whitby  re- 
ported excellent  results  in  experimental 
pneumococcic  infections  with  the  pyridine 
analogue  of  sulfanilamide.  By  the  fall  of 
1938  this  preparation,  in  this  country  called 
sulfapyridine,  was  producing  remarkable  re- 
coveries in  pneumonia  and  other  pneumo- 
coccic infections . At  the  same  time  it  appeared 
to  have  about  the  same  value  as  sulfanilamide 
in  hemolytic  streptococcic,  gonococcic,  and 
meningococcic  diseases.  However,  it  had 
little  effect  on  infections  caused  by  the 
staphylococcus  and  Streptococcus  viridans. 
Because  of  this  and  the  extreme  gastric 
irritation  caused  by  sulfapyridine,  the  search 
was  continued  for  another  derivative. 

Forsbinder  and  Walter  synthesized  the 
thiazole  analogue  just  a little  over  a year  ago, 
and  this  drug,  named  sulfathiazole,  has  now 
received  considerable  clinical  and  experimental 
study.  Sulfathiazole  produces  much  less 
nausea  and  vomiting,  although  the  other  toxic 
reactions  are  about  the  same  as  for  sulfa- 
pyridine. It  has  a slightly  wider  scope  of 
action  in  that  it  shows  greater  protective  value 
against  experimental  staphylococcus.  How- 
ever, it  has  not  as  yet  been  decided  whether 
sulfathiazole  has  the  same  high  protective 
value  as  sulfapyridine  against  the  pneumo- 
coccus. 

Sulfadiazine,  which  is  the  pyrimidine 
derivative  of  sulfanilamide,  is  one  of  the  last 
of  these  drugs  to  receive  attention.  This  drug 
was  synthesized  by  Roblin,  Williams,  Winnek, 
and  English  and  used  experimentally  by 
Feinstone,  Williams,  Wolff,  Huntington,  and 
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Crossley.  These  experimental  studies  indi- 
cate that  sulfadiazine  is  at  least  equal  to 
sulfanilamide  against  hemolytic  streptococcic 
infections  and  equal  to  sulfapyridine  or  sulfa- 
thiazole  against  pneumococcic  and  staphylo- 
coccic infections.  In  addition,  it  produces  a 
high  degree  of  protection  in  experimental 
infections  due  to  Friedlander’s  bacillus.  In 
animals  it  has  the  further  advantage  of  being 
more  rapidly  and  more  uniformly  absorbed, 
of  giving  higher  blood  concentrations,  and  of 
being  less  toxic. 

Dr.  Ensworth  and  I have  just  reported  our 
absorption  and  excretion  studies  in  the  human, 
and  these  are  comparable  to  the  results  in  ex- 
perimental animals.  Furthermore,  at  Bellevue 
and  the  New  York  Hospital  we  have  ad- 
ministered the  drug  to  about  150  patients. 
In  a small  series  of  pneumococcic  pneumonias, 
the  clinical  results  compare  favorably  with 
those  obtained  with  sulfapyridine  and  sulfa- 
thiazole.  In  certain  other  infections,  particu- 
larly those  due  to  the  Friedlander’s  bacillus, 
the  results  are  encouraging.  The  most  re- 
markable finding  in  our  clinical  experience 
with  sulfadiazine  is  that  almost  no  nausea  and 
vomiting  follows  its  administration.  In  our 
series  there  have  been  4 cases  of  toxicity — 
3 with  skin  eruptions  and  1 with  hematuria. 
However,  the  number  of  cases  observed  is  still 
too  small  to  make  any  comparison  of  the  less 
common  and  more  serious  reactions,  and, 
furthermore,  we  have  not  as  yet  ruled  out  the 
possibility  of  a reaction  such  as  the  peripheral 
neuropathy  which  occasionally  follows  sulfa- 
methylthiazole  administration  (Table  2). 

With  the  increasing  number  of  sulfonamide 
drugs  available,  it  has  become  more  difficult  to 
make  the  correct  choice  for  a particular  in- 
fection. In  general  practice  that  problem  is 
considerably  simplified,  because  only  sulfanil- 
amide, neoprontosil  (which  is  absorbed  as 
sulfanilamide),  sulfapyridine,  sodium  sulfa- 
pyridine, and  sulfathiazole*  have  been  accepted 
for  general  use.  Sulfanilamide  has  received 
the  most  extensive  trial,  is  more  rapidly 
absorbed  and  eliminated,  and  does  not  form 
concretions  in  the  urinary  tract.  For  these 
reasons  sulfanilamide  should  be  used  in  in- 
fections due  to  the  Streptococcus  hemolyticus, 
meningococcus,  and  gonococcus  until  it  has 
been  proved  that  one  of  the  other  drugs  has  a 
greater  value  in  these  conditions. 

Either  sulfapyridine  or  sulfathiazole  may  be 
used  in  pneumococcic  infections.  Because 
there  is  less  gastric  irritation,  sulfathiazole 
may  be  used  in  the  milder  cases,  but  sulfa- 

* Sodium  sulfathiazole  has  now  been  accepted. 


TABLE  2. — The  Comparative 
Sulfanilamide,  Sulfapyridine, 

Clinical  Value  of 
and  Sulfathiazole 

Disease 

Sulfa- 

Sulfa- 

Sulfa- 

nilamide 

pyridine 

thiazole 

Hemolytic  strepto- 

coccic  infections 

4444 

444 

4-4-4- 

Pneumococcic  infec- 

tions 

4 

4444 

+ + -1- 

Meningococcic  infec- 

tions 

4444 

4444 

44 

Gonococcic  infections 

4444 

4444 

4 44  4 

Staphylococcic  infec- 

tions 

4 

44 

44  4 

Streptococcus  viri- 

dans  infections 

+ 4- 

44 

4-  4- 

Virus  diseases 

Lymphogranuloma 

inguinale 

44 

44 

4-  + 

Common  cold 

0 

0 

0 

Influenza 

0 

0 

0 

Poliomyelitis 

0 

0 

0 

Smallpox 

0 

0 

0 

Urinary  tract  infec- 
tions 

E.  coli 

4444 

44 

44 

A.  aerogens 

44 

44 

44 

B.  pyocyaneus 

4 

4 

4 

B.  proteus 

4444 

4 

4 

Enterococcus 

0 

0 

0 

Staphylococcus 

44 

44 

44 

Group  B hemolytic 

streptococcus 

+ 4“ 

4 4 

4 4 

Chancroid 

4444 

444 

444 

Brucella  infections 

4 

4 

4 

Rheumatic  fever 

0 

0 

0 

Rheumatoid  arthritis 

0 

0 

0 

Typhoid  fever 

0 

0 

0 

Paratyphoid  fever 

0 

0 

0 

Tuberculosis 

0 

0 

0 

pyridine  remains  the  drug  of  choice  in  the 
more  serious  cases.  Sulfathiazole  has  a 
greater  protective  power  than  sulfapyridine  in 
experimental  staphylococcic  infections,  and 
because  of  this,  even  though  the  clinical 
studies  are  not  convincing,  sulfathiazole  is 
recommended  in  staphylococcic  infections. 

All  strains  of  a particular  organism  do  not 
respond  in  exactly  the  same  way.  For  ex- 
ample, there  may  be  certain  strains  of  pneumo- 
cocci that  are  not  affected  by  sulfathiazole  but 
do  respond  to  sulfapyridine  or  vice  versa. 
Such  a condition  may  be  true  for  the  staphylo- 
cocci or  any  other  organism.  For  this  reason, 
in  some  cases  it  may  be  important  to  shift  from 
one  sulfonamide  drug  to  another.  Also,  there 
may  be  an  occasional  critically  ill  patient  in 
whom  it  is  well,  in  order  to  cover  fully  the 
possibilities,  to  use  two  of  the  drugs  from  the 
start. 

The  sulfonamides  are  usually  given  orally. 
For  parenteral  administration  the  two  prepara- 
tions that  are  principally  used  are  neoprontosil 
and  sodium  sulfapyridine.  Neoprontosil  in 
the  body  breaks  down  into  sulfanilamide,  and 
its  activity  is  dependent  upon  the  concentra- 
tion of  sulfanilamide  in  the  blood  and  tissues. 
Sodium  sulfapyridine  likewise  changes  to 
sulfapyridine. 

The  solution  of  sodium  sulfapyridine  is 
highly  alkaline,  and  when  the  drug  was  first 
used  it  was  expected  that  it  would  produce 
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TABLE  3. — Sulfonamide  Therapy:  Toxic  Reactions 


Renal  Irritation 

Nausea  and  Vomiting 

Hematuria 

Dehydration 

Colic 

Acidosis 

Anuria 

Calculus  formation 

Drug  Rash 

Nitrogen  retention 

Purpura 

Uremia 

Morbilliform 

Scarlatiniform 

Anemia 

Erythema 

Simple 

Erythema  nodosum 

Acute  hemolytic 

Aplastic 

Drug  Fever 

Leukopenia 

Conjunctivitis 

Granulocytopenia 

Agranulocytosis 

Psychosis 

Mental  depression 

Hyperleukocytosis 

Headache 

Hepatitis — jaundice 

Neuritis 

Cyanosis 

severe  local  reactions  if  it  were  applied  directly 
to  the  mucous  membranes  or  other  tissues. 
At  the  start  it  was  recommended  that  sodium 
sulfapyridine  be  administered  intravenously 
only  and  in  concentrations  of  5 per  cent  or  less. 
Cautiously,  other  methods  have  been  tried. 
We  have  used  solutions  of  25  to  35  per  cent 
intravenously  without  any  evident  harmful 
effect  on  the  vessels.  We  have  used  these 
same  concentrated  solutions  intramuscularly, 
also  without  local  reactions.  Following  the 
recommendations  of  Bullowa,  we  have 
routinely  used  sodium  sulfapyridine  orally, 
again  without  local  reactions  or  any  increase 
in  the  usual  reactions  encountered  with 
sulfapyridine.  Sodium  sulfapyridine  also 
may  be  used  rectally,  and  we  give  it  in  rather 
large  doses  to  obtain  a satisfactory  level  of 
sulfapyridine  in  the  blood.  More  recently, 
Taplin,  Jacox,  and  Howland,  at  the  Strong 
Memorial  Hospital,  have  reported  the  use  of 
sodium  sulfapyridine  by  hypodermoclysis, 
giving  0.3  to  0.7  per  cent  solution  in  saline — 
that  is,  from  3 to  7 Gm.  of  the  drug  in  1,000  cc. 
of  saline,  depending  upon  the  dosage  desired. 
They  have  reported  excellent  clinical  results, 
no  particular  local  reaction,  and  satisfactory 
blood  levels  of  the  drug. 

The  toxic  reactions  that  in  our  experience 
have  followed  the  administration  of  the 
sulfonamide  drugs  are  included  in  Table  3. 
While  the  list  is  a lengthy  one  and  shows  a 
variety  of  conditions,  some  of  which  have  been 
extremely  bothersome,  fortunately  there  have 
not  been  many  serious  reactions.  Only  one 
fatality,  a case  of  aplastic  anemia  and  toxic 
hepatitis  following  sulfapyridine,  has  occurred 
in  our  entire  New  York  Hospital  and  Bellevue 
Hospital  series  of  more  than  1,500  patients 
treated  with  the  sulfonamide  drugs. 

The  renal  irritation  that  has  occurred  after 
sulfapyridine,  sulfathiazole,  and  more  recently 


from  sulfadiazine  has  attracted  particular 
attention  because  it  is  a unique  type  of  reac- 
tion. These  drugs  or  their  acetylated  prod- 
ucts, in  the  course  of  excretion  by  the  kidneys 
and  urinary  tract,  form  crystals  or  concretions 
of  crystals  which  cause  irritation  and  obstruc- 
tion. If  irritation  only  occurs,  there  may  be 
hematuria  and  renal  colic,  but  with  obstruc- 
tion there  is  oliguria  or  sometimes  anuria,  and 
it  may  lead  to  nitrogen  retention  and  even 
uremia.  Fortunately,  these  reactions  occur 
infrequently.  In  our  experience  they  have 
always  been  controlled  by  immediately  dis- 
continuing the  drug  and  increasing  the  fluid 
intake. 

Anemia  and  leukopenia  may  follow  the  use 
of  any  of  the  sulfonamide  group  of  drugs,  but 
again  the  severe  forms  of  these  conditions  do 
not  appear  frequently.  We  have  recognized 
only  2 cases  of  acute  hemolytic  anemia,  and 
only  1 of  these  was  in  our  hospital  series.  The 
1 case  followed  a small  dose  of  sulfanilamide 
and  the  other  a small  dose  of  sulfapyridine. 
Both  cases  sustained  serious  impairment  of 
renal  function,  which  existed  to  the  time  that 
it  became  impossible  to  follow  the  patients. 
In  our  Bellevue  group,  1 patient  developed 
severe  aplastic  anemia  and  died,  showing  also 
an  extensive  toxic  hepatitis.  Severe  granulo- 
cytopenia occurred  several  times,  but,  follow- 
ing prompt  interruption  of  chemotherapy,  full 
recovery  ensued.  Marked  hyperleukocytosis 
was  discovered  only  once,  and  this  was  in  1 
patient  with  acute  hemolytic  anemia. 

Jaundice  was  produced  by  the  sulfonamides 
only  once,  and  this  was  in  our  fatal  case  of 
aplastic  anemia  and  toxic  hepatitis.  Cyanosis, 
while  it  occurs  frequently  with  sulfanilamide, 
is  only  rarely  evident  with  sulfapyridine  or 
sulfathiazole. 

Nausea  and  vomiting  occurred  in  over  50  per 
cent  of  patients  treated  with  sulfapyridine, 
and  this  more  than  anything  else  militated 
against  its  use.  The  lowered  incidence  of  this 
reaction  has  given  sulfathiazole  its  chief  ad- 
vantage over  sulfapyridine. 

Skin  eruptions  are  occasionally  produced  by 
all  of  the  sulfonamide  drugs.  Drug  fever 
usually  accompanies  the  rashes,  although 
fever  may  occur  without  any  other  manifesta- 
tion of  toxicity.  Since  our  experience  wdth  the 
use  of  the  sulfonamides  has  grown,  we  have 
become  aware  of  a number  of  queer  toxic 
reactions.  A skin  condition  similar  to  ery- 
thema nodosum  has  been  observed  following 
sulfathiazole.  Also,  marked  conjunctivitis 
has  appeared  after  sulfathiazole.  Various 
types  of  mild  toxic  psychosis  have  been  noted, 
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and  patients  have  also  complained  of  a variety 
of  headaches  and  neuralgias.  Several  patients 
have  developed  mild  arthritic  symptoms.  We 
have  not  seen  the  peripheral  neuropathy  that 
follows  the  use  of  sulfamethylthiazole  after  any 
of  the  other  sulfonamide  drugs  that  we  have 
used.  Careful  follow-up  of  patients  has  failed 
to  reveal  any  late  toxic  reactions  that  might 
occur  after  discharge  from  the  hospital. 

The  list  of  reactions  is  an  imposing  one, 
and  while  it  should  serve  to  emphasize  the 
significance  of  recognizing  the  untoward 
effects  of  the  sulfonamide  drugs,  it  should 
not  detract  from  a prompt  and  adequate 
usage  of  these  highly  effective  agents.  Fur- 
thermore, our  experience  shows  that  there  is 
little  danger  provided  the  reactions  are 
diagnosed  promptly  and  the  proper  measures 
are  instituted  immediately. 

Dr.  Forkner:  We  will  discuss  this  subject 
later,  and  maybe  then  Dr.  Plummer  can  men- 
tion the  things  he  believes  need  stressing. 

Dr.  Modell  will  now  tell  us  something  about 
the  pharmacologic  aspects  of  those  drugs. 

Dr.  Walter  Modell:  I shall  merely 

mention  some  of  the  pharmacologic  proper- 
ties of  sulfanilamide  and  indicate  how  some 
of  the  more  frequently  employed  derivatives 
of  sulfanilamide  differ  with  regard  to  these 
properties.  Such  a comparison  may  be  use- 
ful in  selecting  one  of  these  drugs  for  the 
treatment  of  infections  in  which  antibacterial 
action  can  be  obtained  from  more  than  one 
member  of  the  group  of  drugs. 

I think  it  is  safe  to  say  at  the  outset  that 
these  substances  are  all  pharmacologically 
similar;  the  differences  are  quantitative 
rather  than  qualitative.  Sulfanilamide  is 
fairly  rapidly  absorbed  from  the  intestinal 
tract  when  taken  by  mouth,  and  a peak  of  the 
blood  level  is  reached  within  about  two  or 
three  hours  after  a single  dose.  Sulfathiazole 
is  absorbed  about  as  rapidly.  Sulfapyridine 
is  absorbed  considerably  less  rapidly  and  more 
irregularly;  five  or  more  hours  usually  elapse 
after  a single  dose  before  peak  concentration 
is  reached.  Sodium  sulfapyridine,  on  the 
other  hand,  is  much  more  rapidly  absorbed 
than  sulfapyridine,  and  peak  blood  concen- 
tration is  reached  about  two  and  one-half 
hours  after  a single  oral  dose.  Bullowa  re- 
ported some  cases  in  which  a high  level  was 
reached  as  soon  as  five  or  ten  minutes  after  a 
single  dose  of  sodium  sulfapyridine. 

Once  it  is  absorbed,  sulfanilamide  is  dis- 
tributed throughout  the  body,  and  the  con- 
centration in  the  tissues,  exudates,  and 
transudates  is  about  the  same  as  that  found 


in  the  blood,  except  that  it  is  appreciably 
lower  in  the  fat  and  bones.  This  is  also  true 
for  sulfapyridine  and  sulfathiazole,  although 
with  sulfapyridine  there  seems  to  be  some 
concentration  of  the  drug  in  the  fiver.  The 
concentration  of  sulfanilamide  in  the  cerebro- 
spinal fluid  is  somewhat  less  than  that  found 
in  the  blood.  The  concentration  of  sulfa- 
pyridine in  the  cerebrospinal  fluid  is  said  to 
range  between  50  and  70  per  cent,  while 
that  of  sulfathiazole  is  even  lower,  perhaps 
10  to  30  per  cent  of  that  found  in  the  blood. 

All  these  substances  are  acetylated  mainly 
in  the  fiver  but  also  to  some  extent  in  the 
spleen.  The  acetylated  compound  has  re- 
duced antibacterial  potency  and  is  more  toxic 
and  less  soluble  in  urine  than  the  unconjugated 
drug.  It  is  an  example  of  a detoxification 
process  gone  astray.  In  the  case  of  sulfa- 
nilamide, usually  between  10  and  20  per 
cent  is  found  in  the  blood  in  the  acetylated 
form.  In  the  case  of  sulfathiazole  the  per- 
centage runs  closer  to  from  20  to  30  per  cent. 
With  sulfapyridine  the  percentage  runs  even 
higher,  sometimes  over  50  per  cent  of  the 
total  sulfapyridine  being  in  the  acetylated 
form.  The  longer  the  substance  remains  in 
the  body,  the  greater  the  amount  of  acetyla- 
tion, and  this  may  account  in  part  for  the  high 
degree  of  acetylation  of  the  sulfapyridine. 

The  substances  are  excreted  almost  quan- 
titatively in  the  urine  both  in  the  free  and 
combined  form.  Within  twenty-four  hours 
after  a single  dose  of  sulfanilamide  or  sulfa- 
thiazole, most  of  it  can  be  recovered  in  the 
urine.  In  the  case  of  sulfapyridine,  excretion 
is  slower,  taking  more  than  forty-eight  hours 
for  the  greater  part  of  a single  dose  to  be 
excreted. 

It  is  interesting  to  note  that  the  renal 
clearance  of  free  sulfanilamide  or  free  sulfa- 
pyridine is  less  than  the  clearance  of  the  con- 
jugated substance,  indicating  that  the  renal 
tubule  reabsorbs  the  uncombined  sulfanil- 
amide to  a greater  degree  than  the  acetylated. 
In  the  case  of  sulfathiazole  the  clearance  of 
free  sulfathiazole  is  about  equal  to  that  of 
acetylated  sulfathiazole,  and  this  may,  in 
part,  account  for  the  rapid  elimination  of 
sulfathiazole. 

Recent  determinations  on  animals  put  the 
drugs  in  this  order  of  toxicity:  sulfanilamide 
the  least  toxic,  sulfathiazole  next,  and  sulfa- 
pyridine the  most  toxic. 

Nausea  and  vomiting  occur  much  less  fre- 
quently, as  has  already  been  mentioned,  when 
sulfathiazole  is  used.  In  the  case  of  sulfa- 
thiazole it  has  also  been  stated  that  there  is 
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Fig.  1.  From  Plummer,  N.,  and  Ensworth, 
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no  reduction  in  the  carbon  dioxide  combining 
power  of  the  blood. 

On  the  mechanism  of  action  of  these  sub- 
stances there  is  no  agreement.  Several  sug- 
gestions have  been  made,  such  as  a direct 
antibacterial  action,  an  antitoxic  action, 
stimulation  of  phagocytosis,  or  some  anti- 
enzymatic  action. 

Dr.  Forkner:  Dr.  Magill  is  going  to  say 
something  about  the  bacteriologic  aspects  of 
the  sulfonamide  drugs. 

Dr.  Thomas  P.  Magill:  The  various 

sulfanilamide-like  compounds  seem  to  exert 
the  same  fundamental  effect  on  bacteria  in 
vitro;  they  differ  chiefly  in  the  degree  in  which 
the  effect  is  exerted.  Early  investigations 
indicated  that  the  in  vitro  sulfanilamide 
effect  is  essentially  bacteriostatic,  that  sulfa- 
nilamide exerts  little  or  no  effect  on  bac- 
teria during  the  early  growth  phase,  and  that 
the  effect  is  not  permanent.  That  is,  bac- 
teria regain  their  full  virulence  when,  follow- 
ing exposure  to  sulfanilamide,  they  are 
washed  and  inoculated  into  animals.  More- 
over, it  has  been  shown  that  sulfanilamide  is 
not  absorbed  by  the  bacteria  or  diminished 
in  concentration  by  contact  with  them. 

The  sulfanilamide  effect  in  vitro  is  in- 
fluenced by  the  nutrient  value  of  the  culture 
medium;  peptone  and  other  enriching  sub- 
stances inhibit  the  effect.  It  has  been  shown 
that  the  inhibition  is  due  not  to  the  direct 
action  of  peptone  on  sulfanilamide  but  to 
the  ability  of  peptone  to  promote  bacterial 


growth.  The  effect  is  influenced  also  by  the 
size  of  the  inoculum;  a culture  that  has  re- 
ceived only  a small  inoculum  may  become 
eventually  sterilized  by  sulfanilamide,  whereas 
a similar  culture  that  is  heavily  inoculated 
may  finally  grow  out  as  well  as  the  controls. 
The  effect  is  also  influenced  by  temperature 
— at  40  C.  bacteria  are  more  readily  destroyed 
than  at  37  C.,  whereas  at  0 C.  the  effect  seems 
to  be  negligible. 

It  has  been  suggested  that  in  vitro  sulfa- 
nilamide exerts  its  effect  probably  by  inter- 
ference with  some  function  essential  to  bac- 
terial metabolism.  Several  groups  of  investi- 
gators have  isolated  from  bacteria  a so-called 
growth  factor  that  is  effective  in  inhibiting  the 
action  of  sulfanilamide  in  in  vitro  experiments. 
The  factor  has  been  isolated  from  a number 
of  species  of  bacteria;  moreover,  the  factor 
from  any  one  species  seems  to  be  effective  in 
inhibiting  the  sulfanilamide  effect  upon  any 
of  a number  of  other  species.  Recently  it  has 
been  shown  that  actually  two  factors  are  in- 
volved: one  is  a growth  factor;  the  other  is 
a factor  which  in  itself  is  inhibitory  to  the 
action  of  sulfanilamide  but  is  not  growth- 
promoting.  This  latter  factor  resembles  in 
chemical  properties  p-aminobenzoic  acid, 
which  also  possesses  the  capacity  to  inhibit 
the  action  of  the  sulfanilamide  group  of  com- 
pounds. Although  there  is  a direct  quantita- 
tive relationship  between  the  degree  of  in- 
hibition and  the  concentration  of  the  growth 
factor  (or  of  p-aminobenzoic  acid),  varying 
with  the  concentration  of  sulfanilamide,  no 
true  molecular  reaction  occurs.  On  the  basis 
of  such  evidence  it  is  suggested  that  sulfanil- 
amide exerts  its  effect  by  competition  with 
a substrate,  perhaps  related  to  p-aminobenzoic 
acid,  for  the  action  of  an  essential  enzyme. 

Another  interesting  suggestion  in  support  of 
which  evidence  has  been  obtained,  is  that 
sulfanilamide  and  related  drugs  inhibit  the  ac- 
tivity of  catalase,  thereby  causing  an 
accumulation  of  hydrogen  peroxide.  The  sug- 
gestion is  based  on  the  theory  that  the  sulfa- 
nilamide compounds  when  converted  into 
the  corresponding  hydroxamides  exert  an 
anticatalase  effect.  A number  of  acyl  amino- 
benzenesulfonhydroxamides  have  been  tested 
and  have  been  found  to  inhibit  catalase  ac- 
tivity, but  to  accept  the  theory  it  must  be 
assumed  that  at  least  a small  amount  of 
sulfanilamide  is  converted  into  a compound 
with  a hydroxylamino  group. 

A number  of  other  interesting  investigations 
have  been  made  to  determine  the  mechanism 
of  the  sulfanilamide  effect,  but  there  is  time 
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only  to  point  out  that,  in  general,  they  in- 
dicate that  the  effect  is  due  to  an  inter- 
ference with  bacterial  metabolism.  Most  of 
the  evidence  suggests  that  the  interference  is 
effected  by  the  sulfanilamide  compounds 
competing  with  certain  substrates  for  essen- 
tial enzyme  activity. 

Dr.  Forkner:  We  are  now  going  to  have 
the  subject  discussed  generally,  and  I am  sure 
that  Dr.  Plummer,  Dr.  Modell,  Dr.  Magill, 
and  the  others  here  will  try  to  answer  any 
questions  you  may  have  in  mind. 

Dr.  McKeen  Cattell:  I would  like  to 
ask  Dr.  Plummer  a question  with  regard  to 
the  acetylation  of  these  compounds.  I 
understand  that  he  has  been  working  with 
sulfadiazine  and  that  it  is  somewhat  less 
acetylated  than  the  others. 

Dr.  Plummer:  We  have  some  curves 

here  that  show  that  (Fig.  1). 

These  curves  show  the  average  blood  levels 
of  free  and  total  drug  after  a single  dose  of 
sulfathiazole,  sulfapyridine,  and  sulfadiazine. 
We  believe  that  the  difference  between  the 
two  curves  with  each  drug  represents  the 
amount  of  acetylation.  Sulfadiazine  shows 
a more  rapid  absorption  and  much  less  acety- 
lation than  sulfapyridine.  When  compared 
with  sulfathiazole  it  shows  about  the  same 
acetylation  and  rate  of  absorption  but  a 
much  higher  level  and  a slower  elimination. 

Dr.  C.  H.  Wheeler:  I wonder,  Dr. 

Plummer,  if  you  would  discuss  the  significance 
of  the  relationship  between  acetylated  and 
free  drug. 

Dr.  Plummer:  The  drug  is  given  as  the 
free  drug,  and  in  the  body,  probably  largely 
in  the  liver,  it  is  changed  to  the  acetylated 
or  combined  form.  It  is  most  significant  that 
the  combined  drug  is  not  active.  Further- 
more, such  a toxic  reaction,  as  the  renal  ir- 
ritation which  sometimes  follows  the  use  of 
these  drugs  is  dependent  more  upon  acetylated 
drug  than  upon  the  free  drug.  The  crystals 
found  in  the  urine  and  the  stones  formed  in 
the  kidneys  and  ureters  are  for  the  most  part 
the  acetylated  fraction  of  the  drug. 

Dr.  Harry  Gold:  Is  not  this  acetylation 
merely  an  illustration  of  a general  body 
mechanism  of  protection  against  poisons? 

Dr.  Plummer:  I think  you  can  tell  us 

more  about  that  than  I could.  I would  like 
to  know. 

Dr.  Gold:  There  are  a great  many  drugs 
that  are  eliminated  by  synthesis.  Chloral 
hydrate  is  eliminated  by  synthesis  of  a 
breakdown  product  with  glycuronic  acid. 
Carbolic  acid  is  detoxified  by  synthesis  into 


ethereal  sulfate.  Epinephrine  is  inactivated 
by  synthesis  into  a sulfate  ester.  These 
processes  are  not  always  quite  complete,  so 
that  some  of  the  drug  remains  unchanged. 

Dr.  Modell:  The  statement  is  made  that 
in  the  case  of  the  acetylated  sulfapyridine 
precipitated  crystals  are  found  in  the  renal 
pelvis,  whereas  in  the  case  of  the  acetylated 
sulfathiazole  they  are  found  in  the  tubules. 
Is  that  your  experience? 

Dr.  Plummer  : That  is  not  our  experience, 
but  we  follow  the  experimental  studies  that 
have  been  reported.  Antopol  and  his  co- 
workers have  been  particularly  interested  in 
this  investigation,  and  I believe  that  in  their 
experimental  animals  acetylsulfapyridine  crys- 
tals are  usually  formed  in  the  renal  pelvis  and 
in  the  ureters,  while  acetylsulfathiazole 
crystallized  in  the  tubules.  Furthermore, 
Antopol  and  his  co-workers  have  reported 
that  after  the  intravenous  injection  of  a large 
amount  of  sodium  sulfathiazole,  the  free  drug 
precipitated  in  the  collecting  tubules  and  pro- 
duced a fatal  reaction  in  the  animal. 

Dr.  Wheeler:  The  nausea  and  vomiting 
that  follow  the  use  of  sulfanilamide  or  its 
derivatives  can  be  most  disturbing  factors 
and  not  rarely  require  that  the  drug  be  dis- 
continued. In  this  hospital  we  have  tried 
all  sorts  of  ways  of  controlling  it.  We  have 
given  the  sulfapyridine  with  sodium  bicar- 
bonate, with  milk,  and  with  applesauce.  We 
have  also  given  it  in  the  form  of  the  solution  or 
suspension  in  50  per  cent  glucose.  It  is  my 
impression  that  none  of  those  measures  is 
effective  in  reducing  the  nausea  and  vomiting, 
with  the  possible  exception  of  50  per  cent 
glucose.  What  is  your  experience?  Do  you 
know  of  any  way  of  administering  sulfa- 
pyridine which  will  diminish  the  nausea  and 
vomiting? 

Dr.  Plummer:  Our  experience  has  been 

the  same.  We  have  found  no  way  of  con- 
trolling that  bothersome  toxic  manifestation 
except  by  reducing  the  level  of  sulfapyridine 
in  the  blood.  It  is  because  of  this  and  cer- 
tain other  observations  that  we  believe  the 
nausea  and  vomiting  is  of  central  origin. 
The  methods  that  may  be  used  to  reduce  the 
blood  level  are  obvious.  The  simplest  is  to 
omit  the  drug  for  one  or  two  doses.  The 
other  method  is  to  increase  the  fluid  intake 
either  by  infusions  or  hypodermoclyses  or  by 
forcing  fluids  by  mouth.  These  procedures, 
by  reducing  the  blood  level,  naturally  dimin- 
ish the  range  of  efficacy  of  the  agent.  So  in 
each  case  it  is  necessary  to  consider  whether 
it  is  more  important  to  have  a higher  level  or 
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a patient  free  from  vomiting.  This  discus- 
sion is  not  as  significant  as  it  was  before  the 
advent  of  sulfathiazole  and  sulfadiazine. 

Dr.  Forkner:  I would  like  to  ask  a ques- 
tion concerning  the  concentration  of  the  drugs 
in  the  blood.  Are  you  relying  on  that  as  the 
most  important  factor  in  determining  dosage, 
or  are  you  relying  on  other  factors  such  as 
the  general  clinical  condition  of  the  patient? 
What  is  the  status  now,  in  your  opinion,  of 
the  blood  levels  of  these  various  drugs  in 
relationship  to  their  therapeutic  effect? 

Dr.  Plummer:  Again  we  must  go  to  the 
experimental  studies,  particularly  to  the 
report  that  Marshall  gave  at  The  New  York 
Academy  of  Medicine  a short  time  ago.  He 
found  that  in  streptococcic  infections  in  mice, 
in  order  to  save  100  per  cent  of  the  animals, 
a certain  concentration  of  sulfanilamide  in  the 
blood  must  be  obtained.  In  other  words,  the 
survival  rate  is  proportional  to  the  drug 
concentration  in  the  blood  and  in  turn  pro- 
portional to  the  dosage  of  the  drug.  The 
same  relationship  quite  certainly  applies  to 
infections  in  man.  To  establish  the  lowest 
level  that  will  give  the  highest  percentage  of 
recoveries  has  not  been  possible.  It  seems 
to  be  about  4 to  5 mg.  per  hundred  cubic  centi- 
meters, which  is  the  average  level  obtained 
in  adults  with  sulfapyridine  and  sulfathiazole 
on  a dosage  of  1.0  Gm.  every  four  hours  after 
an  initial  dose  of  2.0  Gm.  In  patients  with 
severe  infections  and  in  cases  when  there  has 
not  been  satisfactory  response  to  treatment, 
the  blood  level  determination  is  imperative 
and  should  be  the  guide  to  dosage. 

Dr.  H.  B.  Richardson:  How  soon  does 
the  vomiting  stop  after  the  last  dose  of  sulfa- 
pyridine, assuming  a therapeutic  level  to  be 
present  in  the  blood? 

Dr.  Plummer:  That  is  a variable.  I 

would  say  that  usually  it  stops  in  from  eight 
to  twenty-four  hours  after  the  last  dose  of 
the  drug. 

Dr.  Wheeler:  If  a generally  satisfactory 
dosage  schedule  does  not  produce  a blood 
level  that  can  be  regarded  as  satisfactory — as 
happens  not  infrequently — what  does  one  do? 
Do  you  increase  the  dose  of  the  drug,  and,  if 
so,  what  limits  of  increase  do  you  believe  are 
safe,  or  do  you  feel  that  reduction  of  the  fluid 
intake  will  be  effective  in  raising  the  blood 
level? 

Dr.  Plummer:  The  degree  of  absorption 
of  sulfapyridine  or  sulfathiazole — not  so 
much  of  sulfadiazine  or  sulfanilamide — is 
variable.  In  those  patients  who  show  a par- 
ticularly low  level  or  one  below  that  estimated 


to  be  optimal  for  an  individual  case,  there  are 
several  means  of  elevating  the  concentration. 
The  most  certain  method  is  that  of  supple- 
menting the  oral  dosage  by  parenteral  admin- 
istration of  an  additional  amount.  Increas- 
ing the  oral  dosage  may  be  tried,  but  it  does 
not  always  prove  effective  because  the  problem 
is  more  apt  to  be  one  of  absorption  from  the 
gastrointestinal  tract  rather  than  one  of 
dosage.  The  reduction  of  fluid  intake  might 
apply  in  a patient  receiving  excessive  quan- 
tities of  fluid  but  might  be  dangerous  in  the 
usual  case.  Occasionally  a patient  receiving 
sulfapyridine  will  show  a low  blood  level  of 
free  sulfapyridine  but  a high  level  of  total 
drug,  indicating  a high  degree  of  acetylation. 
In  such  a case,  because  of  the  possibility  of 
acetylated  sulfapyridine  crystals  obstructing 
the  urinary  tract,  it  is  dangerous  to  increase 
the  dosage,  and  it  might  be  wiser  to  change 
to  another  sulfonamide  drug. 

Dr.  Cary  Eggleston:  Have  you  any 

evidence  that  points  to  an  explanation  of  why 
certain  rare  patients  will  fail  to  develop  a 
satisfactory  blood  level  over  a considerable 
period  of  time  with  increasing  dosage  and 
limitation  of  fluid  and  will  then,  perhaps  by 
change  of  drug  within  the  group,  develop  an 
extremely  high  level?  I have  in  mind  a 
patient  in  whom  it  seemed  impossible  to  get 
the  blood  level  above  about  3 mg.  per  hundred 
cubic  centimeters  with  sulfapyridine.  With 
the  use  of  sodium  sulfapyridine,  large  doses 
were  required  to  produce  significant  rise. 
After  continuation  of  such  doses  for  several 
days  the  blood  level  rather  abruptly  rose  to 
about  13  or  14  mg.  per  hundred  cubic  centi- 
meters. 

Dr.  Plummer:  No,  I do  not  have  a defi- 
nite explanation,  but  I believe  that  it  was 
either  a question  of  acetylation  or  of  excretion 
by  the  kidneys. 

Dr.  Eggleston:  There  were  no  renal 

symptoms. 

Dr.  Modell:  It  is  said  that  the  degree  of 
acetylation  varies  greatly  in  the  different 
individuals.  Does  the  tendency  in  an  in- 
dividual to  a high  degree  of  acetylation  of  one 
compound  apply  to  the  other  sulfonamide 
derivatives? 

Dr.  Plummer:  In  a few  cases  where  we 
have  compared  sulfapyridine  with  sulfa- 
thiazole, we  have  found  that  a patient  show- 
ing high  acetylation  with  sulfapyridine  also 
showed  a high  acetylation  with  sulfathiazole. 
Whether  that  applies  to  sulfadiazine  we  do  not 
know. 

Dr.  Janet  Travell:  One  of  the  toxic 
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reactions  that  is  listed  is  cyanosis.  Would 
you  say  something  about  its  importance  and 
its  etiology? 

Dr.  Plummer:  I would  rather  confine  my 
remarks  to  the  clinical  observations  that  we 
have  made.  Cyanosis  occurs  in  a high 
percentage  of  the  cases  following  sulfanilamide. 
It  is  much  less  evident  following  sulfapyridine, 
sulfathiazole,  or  sulfadiazine.  Cyanosis  is  a 
common  accompaniment  of  pneumonia,  and, 
therefore,  to  estimate  the  degree  of  cyanosis 
caused  by  sulfonamide  therapy  in  these  cases 
is  rather  difficult.  I am  convinced,  however, 
since  using  sulfadiazine,  that  some  cyanosis 
is  caused  by  sulfapyridine.  In  a few  cases 
where  we  have  changed  from  sulfapyridine  to 
sulfadiazine  the  patients’  appearance  changed 
greatly.  With  sulfapyridine  they  were  slightly 
cyanotic  and  had  a gray  appearance;  with 
sulfadiazine  they  became  bright  and  more 
normal  in  appearance. 

As  to  the  etiology  of  cyanosis,  I think  that 
you  should  ask  someone  more  authoritative 
on  this  subject. 

Dr.  Forkner:  Do  you  care  to  discuss 

that,  Dr.  Gold — the  mechanism  of  cyanosis? 

Dr.  Gold:  Methemoglobin  has  been 

found,  also  sulfhemoglobin,  diminished  oxygen 
saturation,  and  a colored  derivative  of  sulfa- 
nilamide which  might  stain  the  red  cells. 
Each  in  turn  has  been  suggested  as  the  cause 
of  the  cyanosis.  But  the  findings  of  different 
workers  are  not  in  harmony,  and  the  cause  of 
the  cyanosis  still  remains  to  be  established. 
It  appears  to  be  a fact,  however,  that  the 
cyanosis  is  harmless. 

Dr.  Richardson:  Have  these  drugs  any 
tendency  to  produce  thrombosis  of  the 
vessels? 

Dr.  Plummer  : Following  the  use  of  sodium 
sulfapyridine  intravenously  there  have  been 
reported  thromboses  at  the  site  of  injection. 
However,  as  I mentioned  before,  we  have 
been  using  a particularly  high  concentration 
of  sodium  sulfapyridine  intravenously  and 
have  encountered  none. 

Dr.  W.  S.  Loewe:  What  is  known  about 
the  time  factor  in  obtaining  a satisfactory 
therapeutic  result?  Is  it  known  whether  a 
pushlike,  short  action  of  a high  concentration 
or  whether  the  prolonged  action  of  a moder- 
ate blood  concentration  is  more  important  for 
success? 

Dr.  Plummer:  Just  how  important  the 

time  factor  is  we  do  not  know.  Some  ob- 
servations have  been  made,  particularly  in 
cases  of  subacute  bacterial  endocarditis.  As 
you  know,  in  this  disease  the  results  have 


not  been  particularly  striking  with  the  sulf- 
onamide drugs,  but  there  have  been  a few 
patients  who  seem  to  have  been  cured,  and 
there  have  been  a number  of  patients  in 
whom  the  temperature  has  dropped  down  and 
the  blood  cultures  have  temporarily  become 
sterile.  Now  the  observation  that  has  been 
made  is  this:  that  if  the  drug  is  given  in 

high  concentration  at  the  start,  the  possibility 
of  obtaining  a favorable  response  seems  to  be 
greater  than  when  starting  with  a low  con- 
centration and  gradually  building  it  up. 

Dr.  Modell:  Have  you  found  that  the 
use  of  heparin  has  made  any  difference  in  the 
treatment  of  subacute  bacterial  endocarditis 
with  sulfapyridine? 

Dr.  Plummer:  We  really  cannot  give  the 
answer  to  that.  Dr.  Kelson  is  working  at 
Bellevue,  and  we  are  following  his  work  care- 
fully. My  present  personal  impression  is 
that  the  patients  do  just  as  well  without 
heparin. 

Dr.  Eggleston:  I should  like  to  express 
that  view  as  well.  From  the  study  of  a 
considerable  number  of  these  cases  of  sub- 
acute bacterial  endocarditis,  so  far  as  I 
can  see  the  addition  of  heparin  does  not  in- 
crease the  likelihood  of  recovery.  I have  seen 
several  remissions  in  the  course  of  the  sub- 
acute bacterial  endocarditis  but  no  cure. 

Dr.  Gold:  Your  experience  with  sub- 

acute bacterial  endocarditis,  Dr.  Plummer, 
corresponds  then  with  Dr.  Eggleston’s? 

Dr.  Plummer:  I believe  that  I have  seen 
several  patients  who  have  been  cured  of  sub- 
acute bacterial  endocarditis  by  the  sulfon- 
amide drugs.  Some  of  these  patients  Dr. 
Eggleston  also  has  seen,  and  it  may  be  that 
we  would  disagree  as  to  whether  or  not  they 
were  actual  cures. 

Dr.  Eggleston:  I have  seen  cured  pa- 
tients. I simply  remarked  that  in  my  per- 
sonal experience  I have  yet  to  secure  a cure. 

Dr.  Plummer:  What  do  you  think  about 
those  at  Bellevue? 

Dr.  Eggleston:  I think  they  are  cured. 
So  far  as  current  evidence  is  able  to  establish 
a cure,  they  are  probably  cured. 

Dr.  Gold:  Let’s  get  the  record  straight: 
Are  these  cures  with  or  without  the  anti- 
coagulant heparin? 

Dr.  Plummer:  Both  ways,  and  on  that 
basis  I believe  that  the  important  factor  is 
that  of  securing  high  concentrations  of  drug 
in  the  blood  and  that  just  as  much  can  be 
accomplished  with  the  drug  alone  as  with  the 
drug  and  heparin. 

Dr.  Forkner:  It  should  be  made  clear 
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that  the  cure  in  this  disease  is  the  distinct 
exception  rather  than  the  rule. 

Dr.  Modell,  will  you  summarize  for  us? 

Dr.  Modell:  The  conference  is  in  a sense 
a summary  of  the  mass  of  information  which 
has  been  accumulated  on  this  subject. 

I would  like  to  point  out  that,  while  in  a 
relatively  short  time  the  sulfonamide  drugs 
have  proved  to  be  of  great  value  in  the  treat- 
ment of  an  impressive  list  of  serious  ailments, 
there  is  already  reason  to  believe  that  in  time 
there  will  be  new  additions  to  the  sulfonamide 
drugs  which  will  increase  their  range  of  anti- 
bacterial action,  which  will  be  less  toxic  for 
man,  and  which  will  be  easier  to  administer 
and  control. 

It  has  been  indicated  here  today  that  lives 
can  be  saved  if  these  drugs  are  used  where 
they  are  indicated  and  if  the  blood  levels  of 
the  drug  are  used  as  a guide  to  the  therapeutic 
regimen.  Toxic  effects  will  be  reduced  to  a 
minimum  if  the  concentration  in  the  blood, 
particularly  of  the  acetylated  form,  and  the 


blood  picture  are  followed  carefully.  These 
measures  will  probably  be  valid  no  matter 
what  or  how  many  new  derivatives  are  added 
to  the  list. 

The  knowledge  of  the  specific  antibacterial 
actions  of  each  member  of  this  group  of  drugs 
and  a correlation  between  the  clinical  features 
of  each  case  and  the  pharmacologic  features 
of  the  drugs — such  as  the  rate  of  absorption, 
rate  of  elimination,  toxic  effects,  concentration 
of  the  drug  in  the  cerebrospinal  fluid,  etc. — 
will  lead  to  the  selection  of  the  best  member  of 
the  group  of  drugs  in  each  instance. 

The  good  reputation  of  the  sulfonamide 
drugs  must  be  guarded  by  an  understanding 
of  their  action  and  by  careful  use.  The  in- 
discriminate administration  of  these  drugs, 
which  is  already  practiced  in  some  quarters, 
and  the  relaxation  of  precautions  with 
drugs  so  potent  and  so  widely  used  may  lead 
to  a wave  of  accidents  which  will  make  for  a 
fear  of  the  drugs,  throw  them  into  disrepute, 
and  retard  progress  in  this  field. 


WISCONSIN  EXPERIMENTS  ABANDONED:  NO  DEMAND 


It  is  of  interest  to  students  of  sickness  insur- 
ance plans  to  note  that  the  experiment  in  volun- 
tary sickness  insurance  carried  on  for  several 
years  by  the  Douglas  County  Medical  Society 
in  Superior,  Wisconsin,  has  been  discontinued, 
says  Minnesota  Medicine. 

Reasons  for  abandonment  are  significant: 
first,  that  there  was  an  exceedingly  small  demand 
for  the  plan;  second,  the  cost  of  acquiring  sub- 
scribers was  extremely  high;  third,  the  plan  did 
not  reach  those  in  the  low-income  group  for  which 


it  was  designed;  fourth,  operating  costs,  which 
included  the  new  “middle  man,”  were  high; 
fifth,  premiums  were  too  small  to  permit  pay- 
ment of  minimum  standard  fees  for  the  commu- 
nity to  the  physicians  while  at  the  same  time  pay- 
ing overhead  costs  and  creating  a necessary  re- 
serve. 

Discontinuance  of  the  trial  plan  in  Milwaukee 
has  also  been  announced  for  much  the  same  rea- 
sons; likewise,  the  effort  started  some  time  ago 
to  develop  a plan  in  Rock  County. 


THE  CART  BEFORE  THE  HORSE 

Some  of  the  advocates  of  compulsory  sickness 
insurance  argue  that  this  system  should  be 
adopted  now  as  a defense  measure.  Apparently 
they  are  unaware  of  the  more  fundamental 
medical  defense  projects  which  are  lagging  for 
lack  of  funds,  observes  the  New  York  Medical 
Week. 

The  production  of  blood  plasma  is  a striking 
example.  The  Army  desires  50,000  quarts  a year. 
As  Dr.  Morris  Fishbein  has  pointed  out,  this 
requires  200,000  donors.  To  obtain  that  number 
of  qualified  subjects,  at  least  600,000  persons 
must  be  examined,  physically  and  serologically. 
This  would  Dot  be  a great  expense,  compared  to 
the  billions  that  are  tossed  about  so  lightly  at 
Washington,  but  so  far  the  government  has 
made  no  move  to  pay  for  such  examinations. 

On  the  same  subject,  the  processing  of  blood 
plasma  requires  special  apparatus.  At  present 
only  five  machines  are  available  for  this  purpose 
in  the  entire  country.  If  the  government  has 
ordered  more,  we  have  not  heard  of  it. 

In  the  meantime,  our  own  county  committee 
on  blood  transfusion  is  trying  to  work  out  a 
method  for  supplying  blood  or  plasma  to  the 


indigent  when  sorely  needed  and  to  the  small 
hospitals  where  blood  banks  are  not  practical. 

A similar  situation  exists  with  respect  to 
medicomilitary  research.  Even  such  imme- 
diately important  fields  as  aviation  medicine  are 
not  being  explored  to  their  limits  because  grants 
are  made  in  occasional  small  sums  where  a couple 
of  millions  is  needed. 

If  the  government  is  having  difficulty  in 
financing  these  unquestionably  urgent  defense 
measures,  how  can  it  even  consider  compulsory 
sickness  insurance?  After  all,  the  amounts  re- 
quired to  organize  the  production  of  blood  plasma 
and  research  into  the  medical  problems  associated 
with  aviation  and  submarine  warfare  are  a drop 
in  the  bucket  compared  to  the  enormous  costs 
of  compulsory  sickness  insurance. 

Anything  could  be  a “defense  measure”  by  the 
definition  that  includes  compulsory  sickness  in- 
surance in  this  term.  Actually  there  is  nothing 
obligatory  prepayment  would  supply  which  is 
not  already  available  at  lower  cost.  Before  the 
government  undertakes  a costly  controversial 
project  of  this  nature  in  the  name  of  defense,  it 
should  provide  funds  for  defense  necessities. 


Medical  Relief 

For  the  Aged,  the  Blind,  and  for  Dependent  Children 


Joint  Statement 

From  the  New  York  State  Department  of  Social  Welfare 
and  the  Medical  Society  of  the  State  of  New  York 


TN  THE  welfare  districts  in  the  state  where 
A physicians  have  heretofore  been  paid  by  the 
Welfare  Department  on  a fee-for-service  basis  for 
authorized  medical  care  given  to  persons  receiv- 
ing Old  Age  Assistance  and  Assistance  to  the 
Blind,  a change  effective  April  1,  1941,  has  been 
made  in  the  method  of  payment — so  that  such 
persons  will  pay  physicians  directly  for  such 
medical  care  given  during  the  preceding  month. 
This  method  has  been  used  for  some  time  in  ad- 
ministering Aid  for  Dependent  Children. 

The  basis  of  this  change  is  that  the  Social 
Security  Board  has  held  that  under  the  Social 
Security  Act  it  cannot  reimburse  the  state  from 
federal  funds  for  any  monies  paid  to  anyone 
other  than  the  person  eligible  for  these  two  forms 
of  public  assistance.  Since  the  maximum  basis 
of  reimbursement  has  been  raised  by  law  from 
$30  to  $40  per  month,  it  is  now  possible  to  in- 
corporate medical  expenses  in  the  direct  grant 
and  secure  additional  federal  reimbursement — 
estimated  at  more  than  half  a million  dollars  per 
year. 

It  was  recognized  by  the  State  Department  of 
Social  Welfare  and  representatives  of  the  Medical 
Society  of  the  State  of  New  York  and  the  New 
York  State  Association  of  Public  Welfare  Officials 
that  there  might  be  some  difficulties  in  installing 
this  “Direct  Payment  Plan”  which,  for  the  pur- 
poses of  securing  additional  federal  funds,  was 
designed  to  provide  for  pa}rment  directly  to  the 
physician  by  the  person  in  receipt  of  Old  Age 
Assistance  and  Assistance  to  the  Blind  who, 
with  the  approval  of  the  local  welfare  officer,  had 
received  medical  services  from  this  physician. 

The  basic  premise  of  this  plan  was  that  these 
persons  would  meet  their  medical  obligations  in 
the  same  way  that  they  have  met  their  obliga- 
tions for  food,  rent,  and  the  other  necessities  of 
life  in  the  past. 

It  was  agreed  by  the  representatives  of  the 
medical  profession  and  the  welfare  officials  that 
the  installation  of  this  plan  would  require  careful 
preliminary  interpretation  and  cooperative  plan- 
ning in  each  community. 

After  a number  of  discussions  last  fall,  in  which 
the  State  Department  of  Social  Welfare  called 
attention  to  its  obligation  to  take  advantage  of 
the  potential  savings  of  state  funds  which  might 
be  expected  from  the  installation  of  the  “Direct 


Payment  Plan,”  the  representatives  of  the  Medi-  I 
cal  Society  of  the  State  of  New  York  agreed  to 
go  along  with  this  plan,  and  to  urge  that  the  local  j 
welfare  commissioners  discuss  fully  with  local  ! 
physicians  the  problems  involved  to  secure  their  j 
full  cooperation. 

In  the  communities  where  there  has  been  ade-  | 
quate  interpretation  and  full  discussion  between  J 
local  physicians  and  welfare  officials  the  installa-  i 
tion  of  the  “Direct  Payment  Plan”  has  pro-  ■ 
gressed  smoothly. 

The  representatives  of  the  Medical  Society  of  j 
the  State  of  New  York  and  the  State  Department  ,i 
of  Social  Welfare  agreed  that  the  medical  fea- 
tures of  the  program  would  be  subject  to  a careful  I 
review  after  six  months  operation  to  determine : 

1.  Whether  or  not  the  anticipated  savings 
materialize; 

2.  Whether  there  are  difficulties  in  the  opera-  j 
tion  of  the  “Direct  Payment  Plan”  which  j 
cause  individual  physicians  or  local  welfare  !l 
officers  concern. 

Both  the  State  Department  of  Social  Welfare 
and  the  Medical  Society  of  the  State  of  New  j 
York  will  be  glad  to  review  and  make  every 
effort  to  solve  any  locally  unresolved  problems 
encountered  in  the  installation  and  operation  of  ' 
the  “Direct  Payment  Plan”  if  the  specific  prob- 
lems, with  identifying  details,  are  submitted  to 
the  undersigned  representatives. 

It  is  understood,  of  course,  that  local  physicians 
will  submit  most  of  these  problems  to  their  local  | 
medical  society  and  local  welfare  department  for 
primary  consideration,  since  the  success  of  any 
medical  program  is  dependent  on  local  effort  and 
cooperation.  There  is  no  desire  on  the  part  of 
the  state  agencies  to  interfere  with  local  auton- 
omy in  these  matters — they  will  be  glad,  how- 
ever, to  offer  assistance  when  requested,  if  and  ! 
when  local  efforts  toward  a cooperative  solution  j 
have  become  exhausted. 

Christopher  Wood,  M.D. 

Chairman , 

Subcommittee  on  Medical  Relief,  Medical 
Society  of  the  State  of  New  York 

H.  Jackson  Davis,  M.D. 

Chief  Medical  Officer , 

State  Department  of  Social  Welfare 


AMERICAN  ASSOCIATION  FOR  THE  STUDY  OF  GOITER 

The  American  Association  for  the  Study  of  The  program  for  the  three-day  meeting  will  con- 
Goiter  will  hold  a meeting  in  the  Hotel  Statler,  sist  of  papers  dealing  with  goiter  and  other  dis- 
Boston,  Massachusetts,  May  12,  13,  and  14,  eases  of  the  thyroid  gland,  of  dry  clinics,  and 
1941,  instead  of  the  date  originally  announced,  of  demonstrations. 
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Medical  Preparedness 

Vacancies  in  the  Medical  Corps  Reserve 


SELECTIVE  Service  registrants  who  are  quali- 
fied physicians  and  surgeons  are  urged  to 
apply  for  commissions  in  the  Medical  Corps 
Reserve,  it  was  announced  on  April  7,  1941, 
by  National  Headquarters,  Selective  Service 
System. 

State  Directors  of  Selective  Service,  it  was 
said,  have  been  asked  to  request  local  boards  to 
communicate  with  all  such  registrants  and  en- 
courage them  to  seek  admission  into  the  Reserve 
Corps  instead  of  inducting  them  as  selectees  for 
military  training. 

Several  thousand  vacancies  in  the  Medical 
Corps  Reserve  were  announced  recently  by  the 
War  Department  which  said  that  physicians 
and  surgeons  commissioned  would  be  given  the 
grade  of  first  lieutenant.  The  announcement 
by  National  Headquarters,  Selective  Service 
System,  is  in  cooperation  with  the  War  Depart- 
ment to  fill  this  need. 

The  memorandum  from  National  Head- 
quarters said: 

“Recently  in  several  cases,  physicians  and  sur- 


geons have  been  put  in  Class  I-A  and  inducted 
into  service  although  they  might  have  served 
to  better  advantage  both  to  the  Army  and  to 
themselves  in  the  capacity  of  medical  officers. 

“To  assist  the  War  Department  in  its  pro- 
curement program,  it  is  desired  that  you  present 
this  situation  to  the  attention  of  local  boards  in 
your  state. 

“It  is  suggested  that  they  communicate  with 
registrants  who  are  licensed  physicians  and  sur- 
geons and  encourage  them  to  apply  to  the  Corps 
Area  Surgeon  for  reserve  commissions  in  the 
Medical  Corps.  It  is  particularly  desirable  to 
avoid  inducting  men  who  can  qualify  for  such 
commissions  and  be  made  available  for  im- 
mediate active  duty.” 

The  announcement  by  National  Headquarters 
pointed  out  that  only  those  doctors  who  are 
graduates  of  approved  medical  schools  who  are 
licensed  or  eligible  to  be  licensed  to  practice 
medicine  in  the  state  in  which  they  live  are  to 
be  considered  for  commissions. 


Unique  Plan  of  the  Mount  Sinai  Hospital  to  Cooperate  on  Defense 


THE  call  to  military  duty  of  Dr.  Edgar  M. 

Bick,  associate  orthopedist  at  the  Mount 
Sinai  Hospital,  has  called  attention  to  a unique 
plan  whereby  the  entire  medical  staff  of  the 
Mount  Sinai  Hospital  shares  its  responsibilities 
in  the  event  of  a military  emergency.  Dr.  Bick, 
a medical  reserve  officer,  is  the  first  member  of 
the  attending  staff  of  the  hospital  to  be  called  to 
military  service. 

Under  the  plan  developed  by  the  members  of 
the  Medical  Board  and  of  the  Association  of  the 
Junior  Medical  Staff  of  the  hospital,  upon  the 
declaration  by  the  President  of  a military  emer- 
gency requiring  the  calling  of  medical  reserve 
officers  to  military  duty,  all  members  of  the 
Mount  Sinai  Hospital  medical  staff  remaining  in 
civilian  practice  will  contribute  a percentage  of 
their  net  income  from  medical  practice  to  a 
common  fund  that  will  be  used  to  help  the 
families  of  members  called  to  active  military  serv- 
ice. Designed  to  assist  such  doctors  in  main- 
taining obligations  to  their  dependents,  the  plan 
enables  those  who  remain  behind  to  share  in  the 
common  responsibility  for  defense. 

Payments  from  the  fund  will  be  prorated  on 
the  basis  of  the  number  of  years  since  the  doc- 
tors’ graduation  from  medical  school.  This  will 
be  paid  monthly,  without  regard  to  military  rank, 
to  each  member  of  the  hospital’s  medical  staff 
called  for  active  full-time  military  service  or  to 
his  family  or  designated  agent.  The  same  pay- 
ments will  be  continued  for  six  months  after 
honorable  discharge  from  military  duty.  In  the 
event  of  death  or  total  disability  while  in  mili- 
tary service,  the  payments  will  be  continued  for 
two  3rears  after  death  or  onset  of  total  disability. 

The  project  will  begin  on  May  1 with  contribu- 
tions into  the  common  fund  of  a percentage  of 
the  net  medical  income  for  the  year  1940,  pay- 
able in  monthly  installments.  This  will  permit 
the  accumulation  of  a reserve  to  cushion  subse- 


quent increases  in  the  percentage  contribution  as 
more  men  are  called  for  military  duty.  The 
accumulation  of  a substantial  reserve  in  excess  of 
immediate  requirements  will  enable  members  of 
the  medical  staff  to  contribute  to  a common  pool 
from  which  they  may  benefit  at  some  future  time 
if  called  to  military  service.  Contributions  to 
the  common  fund  will  be  continued  until  the 
termination  of  the  military  emergency  or  until 
all  obligations  have  been  discharged  to  those  who 
died  or  were  totally  disabled  while  in  military 
service. 

The  fund  will  be  administered  by  a committee 
of  three  trustees  of  the  hospital  appointed  by  the 
president  of  the  hospital— namely,  Carl  J.  Aus- 
trian, chairman,  Robert  Lehman,  and  Jacob 
Stone.  The  president  of  the  Medical  Board, 
Dr.  George  Baehr,  and  the  chairman  of  the  As- 
sociation of  the  Junior  Medical  Staff,  Dr.  Arthur 
S.  W.  Touroff,  will  assist  the  committee  in  an 
advisory  capacity.  The  operating  costs  of  ad- 
ministration will  be  defrayed  by  trustees  of  the 
hospital  so  that  all  contributions  to  the  fund  will 
be  used  for  the  benefit  of  the  participating  phy- 
sicians. 

As  an  additional  step  to  help  the  families  of 
those  in  military  service  through  operation  of 
the  fund,  it  has  been  agreed  by  the  hospital  staff 
that  members  of  the  staff  on  military  duty  will 
receive  a percentage  of  the  fees  paid  by  their 
patients  in  their  absence  to  other  members  of  the 
medical  staff  of  the  hospital  and  that  in  the 
event  of  death  or  total  disability  of  a staff  mem- 
ber while  on  military  duty  these  payments  will 
continue  until  two  years  after  the  death  or  the 
onset  of  total  disability. 

It  is  believed  that  the  Mount  Sinai  Hospital  is 
the  first  institution  to  make  arrangements  of  this 
type,  whereby  the  entire  medical  staff  shares  in 
the  emergency  responsibility.  It  is  expected  that 
others  will  develop  similar  plans. 
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Albany  County 

Major  Julia  C.  Stimson,  president  of  the 
American  Nurses’  Association  and  former 
superintendent  of  the  Army  Nurse  Corps  and 
director  of  Nursing  Service  of  the  A.E.F.,  was 
the  speaker  at  the  sixth  of  the  series  of  addresses 
on  Health  and  Defense  Mobilization  organized 
by  the  Public  Relations  Committee  of  the  Albany 
Medical  College  and  Hospital,  in  cooperation 
with  the  county  society  and  Brady,  Childs, 
Memorial  and  St.  Peter’s  hospitals,  on  Friday, 
March  28,  in  the  auditorium  of  the  Albany  Law 
School. 

Broome  County 

A business  meeting  of  the  county  society  was 
held  on  April  8. 

A course  of  lectures  on  heart  disease  was  given 
at  the  Binghamton  City  Hospital  on  April  3,  10, 
17,  and  24,  and  will  conclude  on  May  8. 

The  radio  speakers  on  Thursday  evenings  in 
April  were  Dr.  George  C.  Vogt,  Superintendent 
Robert  Johnson  of  Ideal  Hospital,  Drs.  H. 
Jackson  King,  >W.  J.  Demer,  P.  J.  Gorman, 
E.  R.  Dickson,  and  Mrs.  Dorothy  Titchener. 


3,000  prescriptions  written  by  physicians  of 
western  New  York,  compared  with  a similar 
analysis  made  six  years  ago. 

Dr.  Herbert  C.  Goetz,  46,  a specialist  in 
traumatic  surgery,  who  had  one  of  the  largest 
medical  practices  in  Buffalo,  died  on  April  8. 

One  of  the  oldest  physicians  in  the  state,  Dr- 
Robert  Hebenstreit,  aged  90,  died  on  March  25, 
in  Buffalo.  Born  in  Schlussheldrung,  Germany, 
Dr.  Hebenstreit  came  to  Buffalo  in  1864  with  his 
mother  and  father,  who  also  was  a doctor.  In 
1872  he  received  his  medical  degree  from  the 
University  of  Buffalo.  One  of  the  signers  of  the 
diploma  was  Millard  Fillmore.  He  belonged  to 
only  one  organization — the  county  medical 
society. 

Herkimer  County 

The  county  society  met  on  April  8 at  the 
Mohawk  Valley  Country  Club.  Dr.  Edgar 
Burke,  chief  of  surgery  at  the  Jersey  City 
Medical  Center,  gave  an  illustrated  lecture  on 
“Traumatic  Abdominal  Surgery.”  A buffet 
luncheon  was  served. 


Chemung  County 

Steps  toward  establishment  of  a county 
laboratory,  as  urged  by  the  county  society,  will 
not  be  taken  this  year  because  there  are  no  funds 
for  that  purpose  in  the  budget,  the  Board  of 
Supervisors  has  decided. 

The  supervisors’  hospital  committee  is  ex- 
pected to  recommend  that  contracts  be  made 
with  Arnot-Ogden  and  St.  Joseph’s  hospitals  to 
conduct  all  1941  laboratory  tests,  according  to  a 
report  in  the  Elmira  Star  Gazette. 

The  committee  will  recommend  that  each 
hospital  receive  $300  monthly,  compared  with 
$250  paid  monthly  in  1940.  The  boost  was  said 
to  be  necessary  because  of  an  increase  from  9,000 
to  14,000  in  the  number  of  tests  made  annually. 

Erie  County 

Emphasizing  that  no  additional  appropriation 
will  be  necessary,  the  county  social  welfare 
board  on  April  4 approved  the  revised  medical 
plan  for  indigents  which  would  compensate 
Buffalo  physicians  for  their  services. 

The  plan  was  submitted  to  the  Board  of  Super- 
visors on  April  8,  and  “prospects  are  bright  for 
its  passage,”  according  to  the  Buffalo  Courier- 
Express. 

Under  the  proposed  setup,  private  city  doctors 
would  receive  a maximum  of  $50  monthly  for 
their  services  to  welfare  clients.  Heretofore  they 
have  received  no  compensation.  Home  calls 
would  bring  them  $2  a visit  and  office  calls, 
nothing. 

Thirteen  positions  would  be  created  by  the 
proposal,  including  five  staff  doctors  at  $1,560 
annually  for  home  call  service  and  four  pharma- 
cists who  would  be  assigned  to  Meyer  Memorial 
Hospital  dispensaries. 

The  program  of  the  Buffalo  Academy  of 
Medicine  on  April  16  consisted  of  an  analysis  of 


Kings  County 

The  scientific  program  at  the  meeting  of  the 
county  society  on  April  15  was  as  follows: 
“The  Surgical  Aspects  of  Peptic  Ulcer,”  Dr. 
Thomas  A.  Shallow  of  Philadelphia;  “The 
Individual  Physician’s  Obligation  to  Medical 
Organization,”  Dr.  James  M.  Flynn  of  Rochester. 

The  second  annual  spring  festival  of  the  county 
society  will  be  held  during  the  week  beginning 
May  12.  There  will  be  a hobby  show  of  paint- 
ings, collections,  and  photography,  and  bowling 
and  tennis  tournaments. 

The  fifth  concert  of  the  Doctors’  Musical 
Society  of  Brooklyn  will  be  held  on  May  17  at 
8:30  p.m.  at  the  Brooklyn  Academy  of  Music. 
A reception  and  dance  will  follow.  The  pro- 
ceeds will  go  to  the  county  society’s  relief  fund. 

The  Associated  Physicians  of  Long  Island  will 
hold  their  spring  meeting  on  Tuesday,  June  10, 
at  the  North  Country  Community  Hospital, 
Glen  Cove.  Dinner  will  be  held  at  the  Nassau 
Country  Club,  Glen  Cove,  at  6:30  p.m.  sharp. 
There  will  be  short,  snappy  after-dinner  speeches 
by  Lieutenant  Colonel  William  E.  Lippold, 
U.  S.  A. ; Commander  Ralph  C.  Kephart,  U.  S.  N. ; 
and  Bernard  (Barney)  Capehart,  aviation  ex- 
pert of  Collier’s. 

The  Williamsburg  Medical  Society  will  meet 
at  the  Leon  Louria  Auditorium  on  May  12,  at 
9:00  p.m.,  for  a symposium  on  headaches:  “Eye,” 
Dr.  Mark  J.  Schoenberg;  “Ear,  Nose,  and 
Throat,”  Dr.  Marvin  F.  Jones;  “Neurology,” 
Dr.  Tracy  Putnam;  “Allergy,”  Dr.  Matthew 
Walzer;  “Gynecology,”  Dr.  Raphael  Kurzrok; 
“Medicine,”  Dr.  Tasker  Howard. 

Dr.  Daniel  A.  McAteer,  attending  surgeon  at 
St.  Catherine’s  Hospital  and  past  president  of 
the  county  society,  was  guest  of  honor  at  a din- 
ner in  the  Hotel  Bossert  on  March  27.  The 
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event  was  arranged  by  the  medical  board  and 
alumni  association  of  St.  Catherine’s  Hospital. 
More  than  150  persons,  chiefly  members  of  the 
medical  profession,  attended.  A watch  was 
presented  to  Dr.  McAteer. 

Several  case  presentations  were  offered  at  a 
meeting  of  the  East  New  York  Medical  Society 
in  the  Temple  auditorium,  on  April  7. 

Speakers  included  Dr.  Abraham  H.  Marel, 
who  talked  on  dermatomyositis  and  Dr.  Richard 
Emmett,  dermatologist  at  Beth-El  Hospital. 
Dr.  Jack  Wolf  also  discussed  recent  advances  in 
the  treatment  of  common  skin  diseases.  Dr. 
William  Levine  presided. 

Some  400  borough  physicians  are  cooperating 
as  medical  examiners  with  the  101  Brooklyn 
local  draft  boards. 

These  doctors  were  chosen  from  more  than 
1,000  volunteers  by  the  preparedness  committee 
of  the  county  society.  An  additional  175  borough 
specialists  have  been  named  to  advisory  boards. 

Monroe  County 

What’s  new  in  cancer  control  was  revealed  to 
Rochester  audiences  in  talks  by  Dr.  Clarence 
Cook  Little,  managing  director  of  the  American 
Society  for  the  Control  of  Cancer,  on  March  30. 

His  first  talk  was  to  a radio  audience  from 
Station  WHAM,  after  which  he  addressed  a 
public  meeting  at  the  Rochester  Academy  of 
Medicine  on  “The  Optimistic  Side  of  Cancer.” 
This  meeting  was  sponsored  by  the  Rochester 
Academy  of  Medicine,  county  medical  society, 
and  University  of  Rochester  School  of  Medicine 
in  cooperation  with  the  Women’s  Field  Army  of 
the  American  Society  for  Control  of  Cancer. 

At  8:45  p.m.  on  April  1 Dr.  Little  addressed  a 
meeting  of  doctors  at  the  Academy  of  Medicine 
on  “The  Cancer  Problem  Today.” 

Montgomery  County 

The  April  meeting  of  the  county  society  was 
held  at  the  Elks  Club  in  Amsterdam  on  April  8. 
Dr.  John  E.  Heslin,  professor  of  urology,  Albany 
Medical  College,  delivered  a paper  on  “Recent 
Advances  in  the  Treatment  of  Infections  of  the 
Urinary  Tract.”  The  point  was  stressed  that 
while  the  sulfur  compounds  have  revolutionized 
the  treatment  of  these  infections,  the  dangers 
from  procrastination  have  steadily  increased  and 
are  being  overlooked.  Illustrated  slides  revealed 
the  pathology  behind  many  recurrent  urinary 
infections  which  responded  to  the  sulfur  com- 
pounds temporarily.  Discussion  was  led  by  Dr. 
C.  A.  Spence,  and  Dr.  P.  J.  Fitzgibbons,  health 
officer,  who  remarked  on  the  scarcity  of  cases  of 
acute  anterior  urethritis. — Reported  by  Roger 
Conant , M.D.,  Secretary. 

New  York  County 

The  speqial  committee  of  the  county  society  on 
maternal  welfare  met  at  The  New  York  Acad- 
emy of  Medicine  on  April  9,  with  the  following 
program: 

1.  Cardiac  Decompensation;  Undelivered. 

2.  Spontaneous  Delivery;  Intestinal  Ob- 
struction. 

3.  Attempted  Forceps  Delivery;  Version; 
Sepsis. 

4.  Sub-acute  Bacterial  Endocarditis;  Spon- 
taneous Delivery. 


5.  Eclampsia,  Forceps  Delivery. 

6.  Latzko  Caesarean  Section;  Shock. 

7.  Eclampsia;  Spontaneous  Delivery. 

8.  Eclampsia?  Undelivered. 

9.  Spontaneous  Delivery;  Sepsis. 

10.  Mid-forceps  Delivery,  Bladder  Injury;  Psy- 
chosis. 

The  New  York  Surgical  Society  met  at  the 
Academy  of  Medicine  on  April  9 and  listened  to  a 
symposium  on  diseases  of  the  thyroid. 

At  the  stated  meeting  of  the  Academy  of 
Medicine  on  April  3 the  sixteenth  Hermann 
Michael  Biggs  Memorial  Lecture  was  delivered 
by  Clarence  A.  Mills,  professor  of  experimental 
medicine,  University  of  Cincinnati  College  of 
Medicine,  on  “The  Relation  of  Climate  and 
Geography  to  Health.” 

The  Harvey  Society  met  at  the  Academy  of 
Medicine  on  April  10,  and  heard  a paper  on 
“Hormones  and  the  Process  of  Aging”  by  Leo 
Loeb,  emeritus  professor  of  pathology,  Wash- 
ington University  School  of  Medicine. 

The  Harlem  Medical  Assn,  held  a symposium 
on  neuropsychiatry  at  its  meeting  on  April  2. 

On  March  29  a dinner  was  held  at  the  Yale 
Club  in  honor  of  Dr.  Foster  Kennedy,  who  has 
been  director  of  the  Bellevue  Neurological 
Service  since  it  was  organized  in  May,  1916. 
Dr.  Edwin  G.  Zabriskie  was  toastmaster  and 
addresses  were  made  by  Drs.  Bernard  Sachs, 
Charles  A.  Elsberg,  and  Foster  Kennedy.  Dr. 
Otto  Marburg  made  a few  extemporaneous 
remarks. 

Onondaga  County 

At  the  “Maternal  Welfare  Teaching  Day”  at 
the  Syracuse  University  College  of  Medicine  on 
April  3,  a chart  showing  the  decline  in  the  death 
rate  of  mothers  in  childbirth  for  Syracuse  was 
shown  by  Dr.  Charles  A.  Gwynn,  professor  of 
clinical  obstetrics. 

Figures  given  were  4.1  per  cent  for  1936,  3.3 
per  cent  for  1939,  and  1.8  per  cent  for  1940.  Dr. 
Gwynn  pointed  out  that  the  declining  death  rate 
was  opposed  to  a rising  birth  rate.  There  were 
3,600  births  in  1936  and  4,400  in  1940. 

A call  for  medical  volunteers  to  lighten  the 
work  of  physicians  serving  on  draft  boards  is 
sounded  by  Dr.  Edward  S.  Van  Duyn,  chairman 
of  the  Medical  Preparedness  Committee  in  an 
article  in  the  April  issue  of  the  county  society 
Bulletin. 

“Complaints  of  the  medical  members  of  the 
draft  boards  are  growing  in  extent  and  volume,” 
he  writes.  “The  work  grows  heavier  and  more 
interfering  with  their  regular  practices  than  was 
anticipated.  And  it  promises  to  continue  not 
just  until  the  Army  has  been  increased  to  its 
designated  size  but  for  several  years. 

“In  Rochester  they  have  increased  the  number 
of  medical  men  on  their  sixteen  draft  boards  to 
nine  men  each.  In  Syracuse  we  have  now  re- 
ceived authority  to  increase  the  boards  and  we 
are  increasing  the  number  to  six  on  each  of  the 
thirteen  boards  as  fast  as  we  receive  the  names 
of  medical  volunteers. 

“We  hope  all  doctors  who  possibly  can  will 
volunteer  for  this  work.  It  is  their  patriotic 
duty,  and  greater  numbers  will  reduce  the  burden 
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on  each  examiner.  Also,  our  weekly  session  at 
the  dispensary,  where  any  board  can  send  its 
men  (up  to  twenty)  to  fill  weekly  quotas,  is 
working  well  and  keeps  our  boards  well  up  in 
fulfilling  the  regular  quotas.  The  present  calls 
will  be  completed  before  July  1,  when  a letup 
for  the  summer  is  expected.” 

Ontario  County 

Dr.  G.  Allen  Robinson  of  New  York  City 
spoke  on  the  “Present  status  of  radiation  therapy 
in  malignant  disease”  with  moving  pictures  on 
“Radium  and  its  Therapeutic  uses”  at  the 
scientific  session  of  the  county  society  meeting 
in  the  Clifton  Springs  Sanitarium  on  April  8. 

The  discussion  was  opened  by  Dr.  John  J. 
Morton,  professor  of  surgery  of  the  University  of 
Rochester,  and  Dr.  Andrew  H.  Dowdy,  assistant 
professor  of  radiology  at  the  University  of 
Rochester. 

Orleans  County 

The  county  society  held  a dinner  meeting  on 
March  27,  at  the  Town  Club,  in  Albion. 

The  County  Department  of  Public  Welfare 
had  three  representatives  present  to  explain  and 
discuss  with  the  society  the  changes  in  the  pay- 
ment procedure  for  medical  care  given  to  re- 
cipients of  old-age  assistance,  aid  to  the  blind, 
and  to  dependent  children,  as  required  by  the 
New  York  State  Department  of  Social  Welfare. 

Dr.  Gordon  Gray  of  the  state  health  depart- 
ment office  at  Batavia  spoke  on  the  changes 
made  in  the  treatment  of  luetic  patients  formerly 
cared  for  by  welfare  physicians,  whereby  each 
physician  will  now  have  the  privilege  of  treating 
his  own  patient. 

After  the  business  meeting,  Dr.  Ward  Ekas,  of 
Rochester,  spoke  on  Maternal  Welfare.  A special 
invitation  was  extended  to  the  society  to  attend 
the  Maternal  Welfare  Teaching  Day,  at 
Rochester,  April  9. — Reported  by  Dr.  Ellen  M. 
Nicholson,  Secretary. 

Oswego  County 

The  spring  dinner  meeting  of  the  county 
society  was  held  at  the  Hotel  Pontiac  on  April  3, 
with  a large  attendance  of  members  and  guests 
from  neighboring  counties.  Dr.  Edward  F.  Fox, 
of  Fulton,  presided. 

Queens  County 

Dr.  Leonard  B.  Goldman,  of  Jackson  Heights, 
a member  of  the  speakers’  bureau  of  the  Queens 
Cancer  Committee,  gave  an  illustrated  talk  on 
“The  Practical  Aspects  of  Cancer”  at  a meeting 
of  the  Queens  Medical  Society  in  the  Queens 
General  Hospital,  Jamaica,  on  March  27. 

The  address  was  followed  by  a tour  of  the 
radiation  therapy  department  of  the  hospital. 

The  Health  Department  and  the  Queens 
Cancer  Committee  joined  in  sponsoring  the 
session  in  connection  with  Cancer  Information 
Month. 

The  Rockaway  Medical  Society  held  its 
monthly  meeting  on  April  17,  at  the  Lawrence 
Village  Park  Clubhouse.  Dr.  Alfred  F.  Calvelli 
presided. 

Dr.  Clay  R.  Murray,  associate  surgeon  at  the 
Presbyterian  Hospital,  spoke  on  “Fractures  in 
General  Practice.”  A discussion  was  led  by  Drs. 
I.  Reitzfeld  and  I.  Balensweig. 


The  society  will  hold  its  annual  dinner  dance 
in  May  at  the  club  house. 

Rensselaer  County 

“Grudgingly  commending  Germany  as  the 
only  power  which  heeded  the  health  lessons  of 
World  War  I,  the  president  of  the  American 
Medical  Association  thinks  it’s  high  time  Uncle 
Sam  took  the  cue,”  says  the  Albany  Knicker- 
bocker News,  in  reporting  the  address  on  April  8 
by  Dr.  Nathan  B.  Van  Etten  before  the  county 
society  in  the  Hendrick  Hudson  Hotel,  Troy. 
He  said  Britain  scorned  those  lessons  and  France 
almost  ignored  them. 

And  now,  because  she  took  heed,  said  Dr.  Van 
Etten,  Germany  possesses  a strong  and  virile 
youth. 

Warning  colleagues  against  being  “lulled  to 
sleep  by  stories  of  security,”  Dr.  Van  Etten 
urged  physicians  to  “emerge”  from  their  shells 
and  face  the  crisis. 

“Defense  against  disease,”  he  said,  “is  quite  as 
important  as  defense  against  a military  enemy.” 

During  a question  period  Dr.  Van  Etten  an- 
nounced that  the  jury  decision  in  a District  of 
Columbia  local  court  holding  the  American 
Medical  Association  guilty  of  restraint  of  trade, 
will  be  appealed  “unless  the  House  of  Delegates 
rules  otherwise.”  The  appeal  will  be  carried 
through  the  highest  courts  of  the  land  and: 

“If  it  is  necessary  we  will  carry  it  to  the  court 
of  public  opinion,  to  the  people  themselves,” 
he  said. 

The  American  Medical  Association,  he  set 
forth,  is  an  educational  institution  which  never 
has  been  in  business  or  trade. 

Richmond  County 

Dr.  Henry  H.  Ritter  spoke  at  the  April  meet- 
ing of  the  county  society  in  the  Health  Center, 
Stuyvesant  Place,  St.  George.  His  subject  was 
“Fractures  in  General.” 

Dr.  Ritter  is  an  associate  in  traumatic  surgery 
and  a surgeon  to  the  Reconstruction  Unit  of  Post- 
Graduate  Hospital,  and  consulting  surgeon  in  St. 
Luke’s  Hospital,  both  Manhattan. 

The  annual  dinner  of  the  society  has  been 
postponed  to  May  7.  It  will  be  held  in  the 
Meurot  Club,  St.  George.  The  society  expects  to 
have,  as  its  honor  guest,  Dr.  Nathan  B.  Van 
Etten,  president  of  the  American  Medical 
Association. 

St.  Lawrence  County 

The  quarterly  meeting  of  the  county  society 
was  held  April  17  at  the  Hepburn  Hospital, 
Ogdensburg.  Luncheon  was  served  at  the 
Crescent  Hotel. 

Dr.  Richard  H.  Bennett,  clinical  professor  of 
medicine,  Brooklyn,  spoke  on  “Pulmonary 
Hemorrhage.” 

Suffolk  County 

The  programs  of  the  Hampton  Clinical  Society 
in  April  were  as  follows:  Thursday,  April  10: 

1.  Fracture  of  Shaft  of  Femur,  Dr.  Frank  Holm- 
berg,  Sag  Harbor.  2.  Fracture  of  Neck  of  Femur, 
Dr.  David  Edwards,  East  Hampton.  3.  Films: 
Elbow  and  Knee  Surgery. 

Thursday,  April  24:  1.  Changes  of  temperature 
in  extremities  following  ligation  of  artery  or  vein 

2.  Perforating  ulcers  of  stomach  and  duodenum, 
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Dr.  David  Hallock,  Southampton.  3.  Films: 
Surgical  treatment  of  peptic  ulcers. 

Wayne  County 

Dr.  James  K.  Quigley,  of  Rochester,  addressed 
the  county  society  at  the  Wayne  Hotel  in  Lyons, 
April  1,  on  “Problems  in  Everyday  Obstetrics.,, 
A very  interesting  film  on  allergy  was  shown 
following  dinner.  The  society  was  very  pleased 
with  the  number  of  members  present.  Guests 
of  the  evening  were  Dr.  Paul  A.  Lembcke, 
District  Health  Officer;  Dr.  E.  Quinlevan, 
assistant,  and  Dr.  L.  A.  Whitney. — Reported  by 
Joseph  J.  Kaufman,  M.D. 

Westchester  County 

Colonel  C.  M.  Watson,  chief  surgeon  at  head 
quarters,  Second  Corps  Area,  Governors  Island, 
spoke  at  the  meeting  of  the  county  society  on 
April  15  in  New  York  Hospital,  Westchester 
Division,  White  Plains,  on  “Expansion  of  Some 
of  the  Medical  Department  Activities  in  the 
Army.” 

A meeting  of  the  Westchester  County  Society 
of  Gastroenterologists  was  held  at  the  New  York 


Hospital,  Westchester  Division,  in  White  Plains, 
on  April  25.  Dr.  Arthur  J.  Patek,  Jr.,  of  the 
Research  Division  for  Chronic  Diseases  at  Wel- 
fare Island,  was  the  guest  speaker.  Dr.  Patek’s 
topic  was  “Treatment  of  Cirrhosis  of  the  Liver 
by  a Nutritious  Diet  Supplemented  by  Vitamin 
B Concentrates.”  Dr.  Carl  Greene,  of  New  York 
City,  discussed  Dr.  Patek’s  paper. 

Dr.  Anthony  Bassler,  of  New  York  City,  a 
Fellow  of  the  American  College  of  Physicians, 
and  president  of  the  National  Gastroenterological 
Society,  was  the  guest  speaker  at  a regular  meet- 
ing of  the  New  Rochelle  Medical  Society,  at  the 
New  Rochelle  Hospital  on  April  14.  Dr.  Bassler’s 
topic  was  “The  Intestine  and  Chronic  Arth- 
ritis.” 

The  Special  Committee  on  Cancer  of  the 
county  society,  under  the  chairmanship  of  Dr. 
Margaret  Loder,  of  Rye,  arranged  a special 
meeting  in  conjunction  with  the  regular  meeting 
of  the  Grasslands  Hospital  Staff,  at  Grasslands 
Hospital,  April  30,  on  “Cancer  of  the  Breast.” 
Dr.  Frank  E.  Adair,  of  the  staff  of  Memorial 
Hospital  in  New  York  City,  was  guest  speaker. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Joseph  Bakst 

72 

P.  & S.  N.  Y. 

April  13 

Bronx 

Judson  F.  Browne 

59 

N.  Y.  Horn. 

April  5 

Rochester 

Edward  P.  Donohue 

65 

Syracuse 

March  26 

Syracuse 

Stuart  J.  Fairbank 

65 

Hahne.  Phila. 

March  18 

West  Winfield 

Israel  L.  Feinberg 

70 

N.  Y.  Univ. 

April  13 

Manhattan 

Herbert  C.  Goetz 

46 

Buffalo 

April  8 

Buffalo 

Robert  Hebenstreit 

90 

Buffalo 

March  25 

Buffalo 

John  H.  Moss 

54 

Jefferson 

March  30 

Binghamton 

Leo  H.  Neuman 

72 

Albany 

March  15 

Albany 

Charles  S.  Parker 

53 

Syracuse 

March  28 

Kings  Park 

Adam  Schauf 

75 

P.  & S.  N.  Y. 

January  24 

Centerport 

David  Zelenko 

59 

P.  & S.  N.  Y. 

December  2 

Brooklyn 

NEW  HEALTH  MOTION  PICTURES 

The  State  Department  of  Health  has  added 
to  its  collection  of  health  motion  pictures  three 
new  films. 

Tuberculosis  is  intended  to  develop  general 
understanding  and  appreciation  of  the  nature, 
prevention,  diagnosis,  and  treatment  of  pul- 
monary tuberculosis.  The  processes  of  pri- 
mary infection  and  reinfection  of  the  lungs  are 
illustrated  by  animated  photography,  and 
tubercle  bacilli,  surrounded  by  body  defense  cells, 
are  shown  by  photomicrography.  Tuberculin 
tests  and  x-ray  examinations  are  demonstrated 
along  with  hospital  treatment,  including  pneu- 
mothorax. This  film  is  recommended  for  use 
from  the  junior  high  school  through  the  adult 
levels  of  instruction. 

Safety  in  the  Home  presents  graphically  the 
rate  and  annual  toll  of  home  accident  injuries. 
Attention  is  focused  on  the  most  common  source 
of  accidents  in  and  about  a typical  home,  and 


suggestions  are  given  for  their  elimination. 
Because  of  its  objective  nature  and  application 
to  numerous  courses  of  study,  this  production 
may  be  used  from  the  intermediate  grade  level 
upward. 

Home  Nursing  in  Pneumonia  (a  revised  ver- 
sion of  Pneumonia  Nursing — Half  the  Battle ) 
shows  a public  health  nurse  instructing  a house- 
wife in  the  care  of  a pneumonia  patient.  This 
picture  is  adapted  particularly  for  display  be- 
fore women’s  organizations,  nursing  classes, 
and  adult  audiences  but  is  not  suitable  for  mixed 
school  groups. 

Each  of  the  three  films  is  one-reel  and  is 
available  in  16-mm.  sound  film  only.  They 
may  be  borrowed  without  charge,  subject  to  the 
usual  conditions.  Requests  should  be  addressed 
to  the  Bureau  of  Visual  Instruction,  at  the 
State  Department  of  Health  in  Albany,  New 
York. 
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Sawdust  Beds  for  the  Chronic  Sick 

HpHE  fond  relatives  think  at  first  that  bar- 
baric  treatment  is  being  extended  to  their 
loved  ones.  Sawdust  beds!  But  they  are  sur- 
prised to  learn  that  the  loved  ones  actually  like 
the  beds  and  often  ask  to  stay  in  them.  And 
they  make  better  progress,  too,  so  that  the  fami- 
lies experience  a sharp  reversal  of  feeling. 

Sawdust  beds  have  been  in  use  seven  years  in 
The  Hamilton  County  Home  and  Chronic 
Disease  Hospital  in  Cincinnati,  and  Miss 
Hadassah  M.  Hofmann,  the  matron,  tells  us 
about  them  in  the  Modern  Hospital  for  March. 
She  lists  their  good  points  thus : 

Their  Advantages 

“The  advantages  we  have  found  in  the  use 
of  sawdust  beds  may  be  summarized  as  follows: 

“1.  They  are  comfortable,  and  patients  like 
them  so  well  that  they  frequently  ask  to  remain 
in  the  sawdust  bed. 

“2.  They  are  cool  in  the  summer  and  can  be 
made  warm  and  snug  during  the  winter  months. 

“3.  They  serve  to  keep  the  open  wards  clean 
and  to  eliminate  odors. 

“4.  They  are  economical  because  they  save 
linen,  laundry,  medications,  and  dressings. 

“5.  They  are  labor  saving;  it  is  harder  to 
change  an  entire  bed  and  wash  soiled  linen  than 
it  is  to  remove  a few  scoops  of  sawdust  and  re- 
place them  with  fresh  sawdust. 

“They  were  introduced  as  a routine  procedure 
for  the  care  of  bedsores  under  the  direction  and 
supervision  of  the  superintendent,  Dr.  Charles 
A.  Neal,  who  is  also  active  in  public  health  and 
social  welfare  programs.  At  present  there  are 
twenty-four  sawdust  beds  in  constant  use  and 
they  have  given  excellent  results. 

“The  bed  did  not  originate  in  our  hospital. 
It  is  believed  that  sawdust  beds  were  first  used 
in  an  institution  for  the  mentally  ill  somewhere 
in  Indiana.  They  are  being  used  in  many  other 
institutions  with  most  gratifying  results.” 

Modus  Operandi 

Sawdust  made  from  white  pine  or  any  soft 
wood  is  sifted  to  remove  splinters,  Miss  Hof- 
mann continues,  and  is  placed  evenly  in  the  crib 
to  the  depth  of  about  eight  inches.  A quilted  pad 
or  a folded  draw  sheet,  twenty-five  by  thirty 
inches,  is  placed  at  the  head  end  of  the  bed  and 
the  pillows  are  put  on  it.  A sheet,  a spread,  and  a 
blanket,  if  necessary,  are  placed  on  the  bed  as 
covering.  These  may  be  pinned  or  tied  to  the 
foot  of  the  bed  to  prevent  their  slipping  to  the 
floor.  The  covers  are  fanfolded  and  the  bed  is 
ready. 

The  question  of  cleanliness  may  arise.  The 
sawdust  comes  from  the  inside  of  boards;  it 
is  heated  to  a high  degree  of  temperature  in  the 
process  of  sawing  and  is  carefully  handled,  which 
makes  it  clean,  if  not  free  from  bacteria.  Taking 
everything  into  consideration  it  is  as  clean  as  an 
ordinary  bed.  The  sawdust  used  is  white  pine  or 
other  soft  wood  because  hard  wood  is  irritating 
and  walnut  stains  when  the  patient  perspires. 

The  patient  is  placed  directly  upon  the  saw- 


dust (no  lower  sheet  is  used)  and  is  able  to  move 
from  side  to  side  as  in  an  ordinary  bed.  A back- 
rest or  a chair  used  as  a backrest  may  be  placed 
in  the  bed  during  meal  time  or  for  a change  of 
position.  A wooden  tray  stand  may  be  placed 
across  the  bed  for  the  food  tray  at  meal  time,  for 
writing,  for  handicraft  work,  or  for  any  work  the 
patient  desires  to  do. 

If  the  patient  has  an  open  lesion,  it  is  washed 
daily  or  as  often  as  is  necessary  with  soap  and 
warm  water  or  with  warm  normal  saline  solu- 
tion. Medications  and  dressings  are  not  used 
because  these  would  defeat  the  purpose  of  the 
sawdust  beds.  When  the  sawdust  becomes 
soiled  from  wound  discharges  or  excreta  the 
patient  is  turned  and  the  soiled  sawdust  is  re- 
moved with  a scoop  or  dustpan.  The  patient  is 
then  bathed  as  needed  and  fresh  sawdust  is  put 
into  the  bed.  The  soiled  sawdust  is  placed  in  an 
airtight  galvanized  container,  the  contents  of 
which  are  later  disposed  of  in  the  incinerator. 
A bed  bath  can  be  given  as  if  the  patient  were 
on  an  ordinary  bed. 

"Bringing  up  Father”  in  a Hospital  Class 

A DD  one  more  to  the  number  of  hospitals 
that,  not  content  merely  to  educate  ex- 
pectant mothers,  are  also  educating  expectant 
fathers,  says  the  “Roving  Reporter”  of  The 
Modern  Hospital  in  the  March  issue.  It  is  the 
Methodist  Hospital  in  Brooklyn,  “at  which  we 
are  stopping  for  a few  minutes  to  see  what  is 
being  done  to  make  the  husband  understand 
some  of  the  problems  that  may  confront  a wife 
before  the  baby  comes.” 

“We  made  the  first  approach,”  Mabel  Duryea, 
supervisor  of  the  maternity  building,  tells  us, 
“through  the  wife  in  the  mothercraft  class,  ex- 
plaining just  what  we  desired  to  do  and  why  we 
desired  to  do  it.  We  asked  her  to  invite  her 
husband  for  us,  thus  making  the  contact  ab- 
solutely informal  and  entirely  a matter  between 
husband  and  wife,  and  removing  any  possibility 
of  the  husband’s  feeling  that  the  hospital  was 
urging  something  on  him.  We  were  delighted 
with  the  results. 

“On  December  4 at  8 p.m.  we  ventured  out  with 
a series  of  four  classes,  the  first  two  of  which 
were  lectures,  the  last  two,  practical  demonstra- 
tions. Fourteen  attentive  and  interested  expect- 
ant fathers  were  on  hand.  By  their  earnest 
attention  and  careful  questions  we  knew  the 
answer — such  classes  were  needed. 

“One  of  the  attending  doctors  on  the  obstet- 
rical staff  gave  the  two  lectures.  The  first  was 
on  ‘the  anatomy  and  physiology  of  pregnancy,’ 
the  second,  ‘tips  to  prospective  fathers.’  These 
were  presented  in  terms  that  the  husband  could 
easily  understand  and  were  accompanied  by 
interesting  slides. 

“The  last  two  evenings  of  the  course  were  prac- 
tical demonstrations  given  by  the  instructor  of 
mothercraft  classes.  The  first  was  a demonstra- 
tion bath  and  the  second  was  on  general  care  of 
the  baby.  The  instructor  gave  a demonstration 
bath  to  a doll,  explaining  the  various  steps  in 
[Continued  on  page  1014] 
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A-B-M-C 


OINTMENT 


(ACETYL-BET A-METHYLCHOLINE  CHLORIDE) 

A-B-M-C  Ointment*  relieves  arthritic  pain 
because  of  its  local  action  in  increasing  the  blood 
supply  to  the  affected  part  by  dilatation  of  the 
arterioles  and  capillaries. 

In  88  percent  of  9 6 patients  studied,  A-B-M-C 
Ointment  provided  relief  from  pain  without  any 
untoward  effects  when  used  as  directed.  No 
urticaria  was  produced  in  any  case.! 

A-B-M-C  Ointment  is  spread,  without  rubbing, 
on  the  affected  part  and  heat  is  applied  for 
20  minutes. 


fArchives  of  Physical  Therapy,  21,  12  (Jan.),  1940. 

* A-B-M-C  Ointment  is  a trademark  of  John  Wyeth  & Brother,  Incorpo- 
rated, for  its  brand  of  ointment  containing  Acetyl-Beta-Methylcholine 
Chloride  0.25%,  menthol,  thymol,  eucalyptol  and  methyl  salicylate  in 
an  emollient  base. 


SAMPLES  AND  LITERATURE  ON  REQUEST 


Supplied  in  1-ounce  tubes 
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detail  and  then  showing  how  the  baby  should  be 
diapered  and  dressed. 

“These  demonstrations  were  staged  to  teach 
the  husband  to  be  helpful  but  not  to  attempt  to 
do  more  than  he  knew  how  to  do  well.  Special 
emphasis  was  given  to  preparing  and  giving  the 
bottle  and  the  proper  procedure  following  the 
feeding  of  the  baby.  The  demonstration  of  the 
‘general  care  of  the  baby’  was  a review  that 
afforded  each  husband  who  desired  it  an  oppor- 
tunity to  practice  on  the  doll  the  procedure  that 
had  been  demonstrated. 

“A  certificate  was  presented  to  the  men  who 
completed  the  course,  and  it  was  extremely  grati- 
fying to  see  how  pleased  they  were  to  receive  this 
certificate.  They  were  treated  to  refreshments 
consisting  of  coffee  and  cakes,  too.” 

Already  another  class  is  under  way,  with  every 
indication  of  increasing  registration  as  prospec- 
tive fathers  become  educationally  minded. 

Newsy  Notes 

AS  A precaution  against  the  possibility  of 
bombing  raids,  the  board  of  managers  of 
Meyer  Memorial  Hospital  in  Buffalo  has  directed 
the  institution’s  architects  to  prepare  sketches 
for  a bombproof,  self-contained  unit  in  the  base- 
ment. 

Dr.  Walter  S.  Goodale,  hospital  superintendent, 
said  that  without  any  alteration  in  the  contour 
of  the  buildings,  the  basement  could  be  bomb- 
proofed  and  set  up  as  a self-contained  unit  for  a 
comparatively  small  amount  of  money. 

“These  alterations  would  involve  air-condi- 
tioning of  the  basement,  transfer  of  the  kitchen 
and  storerooms  from  upper  floors,  and  shifting 
of  some  of  the  present  basement  activities  to 
other  parts  of  the  hospital,”  Dr.  Goodale  said. 
“Most  of  the  utility  departments  already  are 
located  in  the  basement.” 

The  superintendent  has  received  a communi- 
cation from  Dr.  Arnold  F.  Emch,  assistant 
secretary  of  the  American  Hospital  Association, 
pointing  out  that  hospitals  in  zones  of  combat 
must  be  provided  with  bombproof  shelters  and 
first-aid  rooms,  decompression  chambers,  and 
facilities  for  treating  gas  victims. 


In  anticipation  of  the  hardship  which  military 
service  will  inflict  on  the  families  of  doctors  who 
are  reserve  officers,  the  medical  staff  of  Mount 
Sinai  Hospital  has  adopted  a plan  whereby  the 
entire  staff  shares  the  financial  burden  of  mem- 
bers called  to  service. 

Under  this  plan,  developed  by  members  of  the 
Medical  Board  and  the  Association  of  the  Junior 
Medical  Staff,  all  staff  members  who  remain  in 
civilian  practice  will  contribute  a percentage  of 
their  income  to  a common  fund  to  help  the 
families  of  those  called  to  service. 

Three  trustees  will  control  the  fund,  and  ad- 
ministrative costs  will  be  defrayed  by  the  hos- 
pital. 


Justice  Francis  G.  Hooley,  in  Queens  Supreme 
Court,  set  aside  on  March  21  the  election  on 
March  3 of  new  officers  and  directors  of  Flushing 


Hospital  and  held  the  original  slate  of  officers 
and  all  but  four  of  the  trustees  to  be  the  legal 
directors  of  the  hospital.  At  the  March  3 meet- 
ing a group  of  newer  members  of  the  association 
passed  two  bylaws  and,  acting  on  them,  increased 
the  number  of  trustees  from  twenty  to  twenty- 
seven,  elected  fourteen  new  members  to  the 
board,  and  displaced  L.  Gale  Hunter  as  presi- 
dent by  George  K.  Weldon. 

The  older  trustees  took  the  fight  to  court, 
contending  that  the  passage  of  new  bylaws 
without  previous  notice  was  contrary  to  the  con- 
stitution and  bylaws  of  the  hospital  association. 
Justice  Hooley  upheld  this  contention. 


The  William  Hempstead  Post,  V.  F.  W.,  has 
presented  an  iron  lung  to  the  Ilion  Hospital. 


The  Huntington  Lodge  of  Elks  has  given  a 
fracture  table  to  the  Huntington  Hospital. 


After  eighteen  years  of  service  in  and  about 
Amityville,  the  Reed  General  Hospital  in  that 
village  has  been  closed.  Its  founder  and  pro- 
prietor, Dr.  Theodore  D.  Reed,  who  is  also  a 
coroner  of  Suffolk  County,  is  serving  as  a captain 
in  the  Army  Medical  Corps  at  Fort  Hancock, 
New  Jersey.  The  hospital  has  operated  as  a 
nonprofit,  nonsectarian,  charitable  institution, 
and  had  been  operated  at  a deficit  for  many 
years,  Dr.  Reed  said. 


The  Assembly  Ways  and  Means  Committee  has 
killed  a bill  for  an  appropriation  of  $750,000  for 
construction  of  a state  cancer  hospital  in  Utica, 
according  to  an  Albany  news  dispatch. 


“The  amount  of  hospital  facilities  per  unit  of 
population  continues  its  steady  increase;  the 
demand  per  unit  of  population  likewise  is  grow- 
ing,” the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association 
reports  in  its  twentieth  annual  presentation  of 
hospital  data,  published  in  the  J.A.M.A.  for 
March  15. 

“The  total  number  of  beds  now  available  in 
registered  hospitals,”  the  report  states,  “is 
1,226,245,  an  increase  of  31,219  beds,  which  is 
the  equivalent  of  an  85-bed  hospital  for  each 
day  of  last  year,  Sundays  and  holidays  included, 
not  forgetting  it  was  leap  year.  The  total  num- 
ber of  registered  hospitals  is  6,291,  an  increase 
of  65  during  the  year.  The  average  census  of 
patients  was  1,026,171.” 

Improvements 

GOVERNOR  Lehman  has  urged  the  Legis- 
lature to  approve  submission  of  a $50,000,- 
000  bond  issue  to  the  electorate  next  fall  to 
finance  additional  mental  hospital  construction. 

The  proposal,  recommended  by  the  state 
commission  to  formulate  a long-range  health 
program,  was  supported  by  the  Governor  be- 
[Continued  on  page  1016] 
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The  Pitcher  Plant 

The  very  life  of  certain  spe- 
cies of  Pitcher  Plant  depends 
on  their  capacity  to  hold  and 
maintain  a positive  ’'water 
balance”  in  their  jug-like  ap- 
pendage. 


"HYDROPHILIC  COLLOID”? 


THE  value  of  Mucilose  in  the 
treatment  of  constipation  is  de- 
pendent on  its  hydrophilic  prop- 
erty— its  capacity  to  “drink”  water 
which  causes  it  to  swell  to  several 
times  its  original  bulk. 

Taken  with  plenty  of  water, 
Mucilose  helps  re-establish  the 
“water  balance”  of  the  feces,  pro- 
ducing a soft,  bland,  easily-passed, 
normal  stool. 

Mucilose  avoids  the  objections 
to  oily  lubrication,  does  not  inter- 


fere with  the  absorption  of  vita- 
mins from  the  bowel,  does  not  im- 
pair digestion,  does  not  leak 
through  the  anal  sphincter. 

For  the  relief  of  bowel  stasis, 
prescribe 

MUCILOSE 

Available  for  prescription  specifi- 
cation as  Mucilose  Flakes,  Muci- 
lose Granules,  Mucilose  Granules 
Improved  (40%  Dextrose). 


FREDERICK  STEARNS  & COMPANY,  Detroit,  Michigan 

NEW  YORK  • KANSAS  CITY  • SAN  FRANCISCO  • WINDSOR,  ONT.  • SYDNEY,  AUSTRALIA 


FREDERICK  STEARNS  & CO. 

Detroit,  Mich.— Dept.  N.  Y.  5 

Please  send  me  a clinical  supply  of  Mucilose. 


Name M.D. 

Address 

City State 
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cause  “there  seems  to  be  no  other  way  of  caring 
for  the  insane  patients  for  whom  the  state  is  re- 
sponsible.” 

The  executive  also  asked  adoption  of  other 
commission  recommendations  to  postpone  de- 
molition of  Manhattan  State  Hospital,  Ward’s 
Island,  from  1943  to  1948  and  appropriate  $200,- 
000  for  repairing  it. 

The  Governor  explained  under  the  present 
state  building  program  the  estimated  overcrowd- 
ing in  state  mental  hospitals  by  1946  would  be 
20.5  per  cent,  or  a shortage  of  about  15,000 
beds. 


WPA  improvement  projects  under  way  at 
four  Queens  hospitals — Neponsit  Beach,  Creed- 
moor  State,  Triborough,  and  Queens  General — 
are  being  speeded  up  as  spring  brings  favorable 
weather  for  outside  construction  work  and  im- 
provement of  grounds,  Raymond  C.  Branion, 
Acting  WPA  Administrator  for  New  York  City, 
announces. 

The  projects,  to  be  completed  at  an  estimated 
combined  cost  of  $1,240,000,  will  provide  better 
accommodations  and  more  pleasant  surroundings 
for  thousands  of  crippled  children,  tuberculosis 
sufferers,  mental  cases,  and  many  other  types  of 
patients  at  the  four  hospitals,  as  well  as  for  the 
staff. 


Millard  Fillmore  Hospital,  Buffalo,  contem- 
plates building  an  addition. 


Corning  Hospital’s  facilities  have  been  ex- 
panded by  the  addition  of  seven  single  rooms  in 
the  west  wing  of  the  first  floor. 


Plans  for  a new  $1,250,000  seven-story  hospital 
building  as  part  of  the  New  York  Post-Graduate 
Medical  School  and  Hospital  are  announced  by 


Dr.  Arthur  F.  Chace,  president  of  the  board  of 
directors. 

The  building  will  house  additional  x-ray  lab- 
oratories, classrooms,  and  clinics  to  accommo- 
date an  overflow  under  which  the  hospital  has 
been  operating.  It  is  scheduled  to  open  in  May, 
1942. 

Archbishop  Francis  J.  Spellman  laid  the 
cornerstone  on  March  19  for  the  proposed  nine- 
story  pavilion  that  will  adjoin  St.  Vincent’s 
Hospital  in  New  York  City  and  increase  its  bed 
capacity  to  600. 

Former  Governor  Alfred  E.  Smith,  presiding 
later  at  exercises  in  the  hospital  auditorium, 
told  500  friends  of  the  institution  that  he  had 
been  “very  nervous”  during  the  laying  of  the 
stone. 

“I  was  afraid,”  he  said,  “that  the  walking 
delegate  of  the  bricklayers’  union  would  come 
along  and  ask  our  Archbishop  for  his  union  card. 
But  we  seem  to  have  gotten  away  with  it.” 


The  drive  for  $50,000  to  construct  an  addition 
to  the  Julia  Butterfield  Memorial  Hospital  at 
Cold  Spring  has  reached  its  goal.  The  wing  will 
double  the  bed  capacity  of  the  institution. 


Veterans’  organizations,  chambers  of  com- 
merce, civic  and  other  groups  are  backing 
Representative  E.  Harold  Cluett  in  his  efforts 
to  secure  a $4,000,000  veterans’  hospital  for 
the  twenty-ninth  New  York  district.  Troy  is 
making  a strong  bid  for  it. 


Leased  from  Columbia  University,  the  struc- 
ture at  500  West  Fifty-Seventh  Street,  which 
formerly  housed  the  Herman  Knapp  Memorial 
Eye  Hospital,  was  dedicated  on  March  27  as 
the  city’s  newest  private  hospital.  Completely 
renovated,  the  hospital,  to  be  known  as  the 
New  Amsterdam  Hospital,  has  been  leased  by  a 
group  of  physicians. 


CHARACTERISTICS  OF  QUACKS 

One  of  the  characteristics  of  the  quack  in  the 
field  of  medicine  is  his  attempt  to  camouflage 
his  ignorance  by  quoting  the  writings  of  repu- 
table physicians  and  trying  to  make  it  appear 
that  his  work  and  that  of  the  ethical  physician 
is  one  and  the  same  thing,  Dr.  Richard  B. 
Phillips,  Rochester,  Minnesota,  points  out  in 
the  March  issue  of  Hygeia,  The  Health  Magazine. 

Other  characteristics  by  which  the  quack  may 
be  identified  are  summarized  by  Dr.  Phillips  as 
follows:  “The  quack  lets  everyone  know  that 
he  is  in  town  by  large  letter  advertising  in  news- 
papers, circulars,  etc.  Although  he  is  quick  to 
criticize  organized  and  ethical  medicine,  he 
adopts  the  dress,  office  equipment,  and  titles  of 


the  profession  in  so  far  as  he  is  able.  He  hands 
out  literature  that  is  ostensibly  scientific  and 
attempts  to  confuse  and  bewilder  the  ‘sucker’ 
with  pseudoscientific  statements.  He  presents, 
as  a method  of  cure,  something  that  is  easy  and 
simple  to  take  and  surrounds  this  nostrum  with 
an  aura  of  magic  and  mystery.  He  always  prom- 
ises a definite  cure  in  a definite  time  and  usually 
with  a definite  number  of  treatments.  He  is 
always  exceedingly  positive  and  direct  in  an- 
swering questions,  and  his  sureness  of  manner 
often  disarms  the  intended  victim.  In  cases  in 
which  an  ethical  physician  will  often  admit  that 
there  is  some  doubt  about  a given  situation,  the 
quack  is  always  positive  and  definite.” 
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CLINICALLY  TESTED* 

CONCLUSIONS:  . . . "effective  in  the  treatment  of 
leukorrhea  in  general:  (a)  eliminates  unpleasant 
odor  of  discharge;  (b)  cuts  down  or  eliminates  ir- 
ritation inside  and  without  vagina;  (c)  reduces 
quantity  and  density  of  discharge,  including  that 
following  cauterization. 

"It  is  non-irritating  and  non-toxic  in  contradic- 
tion to  the  arsenic  and  picrate  preparations,  equal- 
ly effective  and  actually  soothing,  especially:  (a)  in 
the  infantile  vagina;  (b)  in  the  senile  vagina;  (c)  in 
trichomonas  vaginalis  vaginitis  of  pregnancy.” 

* Treatment  of  Leukorrhea  with  Ozonide  of 
Olive  Oil:  David  Nye  Barrows,  N.  Y.  State  Journal 
of  Medicine , Vol.  41,  Jan.  15, 1941. 

PROPERTIES:  At  body  temperature,  in  the  pres- 
ence of  moisture,  every  particle  of  this  bland 
ozonide  of  olive  oil  releases  a relatively  huge 
amount  of  germicidal,  fungicidal  and  deodorizing 
nascent  oxygen,  steadily  and  unremittingly  for 
many  hours. 


LATIMER  LABORATORY  INC.,  DEPT.,  A-5,  41  EAST  21  ST.,  NEW  YORK 


Maternal  Welfare 


At  the  Erie  County  Medical  Society's  meeting  on  March  17,  194-1,  its  Committee 
on  Maternal  Welfare  for  1940  gave  the  report  printed  below. 


REPORT  OF  MATERNAL  MORTALITY  COMMITTEE— 1940 


The  Obstetrical  Council  has  completed  the 
study  of  Maternal  Mortality  in  Buffalo  for  1940. 
This  marks  the  fifth  consecutive  year  of  its  work. 
The  Committee  feels  that  its  work  has  been 
gratifying  and  presents  the  following  report  to 
the  County  Society: 

After  careful  investigation  we  have  found  that 
there  were  43  maternal  deaths  in  10,548  deliver- 
ies, an  incidence  of  0.4  per  cent.  This  compares 
favorably  with  our  good  record  of  last  year  and 
shows  a decided  improvement  over  1935  and 
1936,  during  which  years  there  were  63  and  69 
maternal  deaths  in  the  same  number  of  deliveries. 
Excluding  the  Abortions  and  Extra-uterine  preg- 
nancies, the  number  of  obstetrical  deaths  would 
then  be  reduced  by  12  to  31. 

Concerning  the  causes  of  death  we  find  that 
Infection,  Hemorrhage,  and  Toxemia  still  rank 
the  highest.  Infection  was  responsible  for  eight 

TYPES  OF  DELIVERIES 


SECTIONS 

16 

37.2% 

1.  Low  8 

2.  High  5 

3.  Porro  3 

SPONTANEOUS 

7 

16.3% 

VERSION  AND  EXTRACTION 

3 

7 . % 

BREECH 

2 

4.6% 

FORCEPS 

2 

4.6% 

ABORTIONS 

7 

16.3% 

EXTRA-UTERINE  PREGNANCY 

5 

11.6% 

POSTMORTEM  SECTION 

1 

2.3% 

TOTAL 

43 

99.9% 

deaths  or  18.6  per  cent.  Of  these  eight  deaths, 
six,  or  three-fourths  of  them,  occurred  in  the 
Cesarean  Section  group,  and  two  occurred  in  the 
Spontaneous  deliveries.  These  results  only  em- 
phasize the  past  warnings  of  the  Obstetrical 
Council  in  their  previous  reports  that  Cesarean 
Section  should  be  looked  upon  as  a serious  opera- 
tion, carrying  with  it  a much  higher  incidence  of 
both  morbidity  and  mortality  and  that  this  type 
of  operative  delivery  should  be  limited  to  a small 
group  with  very  restricted  and  well-defined  indi- 
cations. 

Toxemia  was  the  cause  of  death  in  seven  cases, 
an  incidence  of  16.3  per  cent.  Prenatal  care  was 
introduced  with  the  distinct  purpose  of  reducing 
the  deaths  from  toxemia.  It  was  felt  that  proper 
prenatal  care  would  reduce  to  a minimum  this 
number.  We  have  apparently  made  only  little 
progress  toward  this  end  as  proportionately  there 
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EMBOLI 

ACCIDENTS  OF  PREGNANCY  AND 

6 

14.  % 

LABOR 

4 

9.5% 

ABORTIONS 

7 

16.3% 

EXTRA-UTERINE  PREGNANCY 

5 

11.6% 

TOTAL 

43 

100.3% 

CAUSES  OF  DEATH  AND  TYPES  OF  DELIVERIES 

1.  INFECTION 

Sections  6 

Spontaneous  2 

2.  TOXEMIA 

Sections  4 

Spontaneous  1 

Forceps  1 

Breech  1 

3.  HEMORRHAGE 

Version  and  Ext.  3 
Spontaneous  1 

Breech  1 

Section  1 

4.  EMBOLI 

Spontaneous  3 

Sections  3 

5.  ACCIDENTS  OF  PREGNANCY  AND  LABOR 

Sections  2 

P.M.  Section  1 

Forceps  1 

6.  ABORTIONS 

7.  EXTRA-UTERINE  PREGNANCY 


RECORD  OF  POSTMORTEM  EXAMINATIONS,  1940 

® Number  of  Deaths  43 

Postmortem  Examinations  14  32.4% 


MATERNAL  MORTALITY,  1940 
City  of  Buffalo 


Deliveries 

Maternal  Deaths 

Percentage 

1935 

10,075 

63 

0.006 

1936 

9,753 

69 

0.007 

1937 

9,917 

44 

0.004 

1938 

10,393 

59 

0.0056 

1939 

9,943 

43 

0.004 

1940 

10,548 

43 

0.004 

7 

5 


TOTAL 


43 


ANALYSIS  OF  DELIVERIES— CITY  OF  BUFFALO, 


1940 

NORMAL 

FORCEPS 

VERSION  AND  EXTRACTION 
BREECH  EXTRACTION 
CESAREAN  SECTION 


6,509 

3,089 

531 

185 

234 


10.548 


INCIDENCE  OF  OBSTETRIC  DEATHS 


Type  of  Delivery 

Total  in 
City 

Deaths 

Incidence 

NORMAL 

6,509 

7 

0.1  % 

FORCEPS 

3,089 

2 

0.06% 

VERSION  AND  EXTRAC- 
TION 

531 

3 

0.56% 

BREECH  EXTRACTION 

185 

2 

1 • % 
1.8  % 

CESAREAN  SECTION 

234 

16 

[Continued  on  page  1020] 
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TOTAL 


ospitals 


Institutions  o 


^Sanitariums 

Treatments 

_ 


ecuzlizei 


QUANTITY  AND  QUALITY 


tOW  MANY  sanitariums  in  these  United  States?  Per- 
haps the  medical  profession  is  not  quite  as  interested  in 
[uantity  as  in  quality,  but  quantity  is  often  the  yard- 
tick  of  quality,  opinions  to  the  contrary  not-with-stand- 
ng.  The  very  fact  that  there  are  so  many  private  insti- 
utions  able  to  operate  during  a period  still  far  from 
prosperous  surely  is  evidence  that  the  sanitariums 
measure  up  to  a standard  of  value  acceptable  to  physi- 
cians and  their  patients. 

The  United  States  seems  well  taken  care  of  with  in- 
stitutions maintained  to  care  for  the  sick  and  the  injured. 
\s  of  the  beginning  of  1941,  the  record  (from  Ponton’s 
Dun  & Bradstreet  Statistics ) shows  8,867  hospitals  and 


sanitariums  of  all  classes.  Over  forty-three  per  cent,  or 
exactly  3,841  of  this  total,  are  sanitariums. 

Taking  first  the  entire  field  of  institutions,  we  find  that 
the  New  England  States  have  814;  the  Middle  Atlantic 
States  1,846;  the  Middle  Western  States  1,654;  the 
Western  States  1,632;  Pacific  Coast  States  1,048  and 
the  Southern  group  of  States  have  1,873.  Excluding  hos- 
pitals, we  find  that  sanitariums  in  the  sub-divisions  of  the 
country  number  398  in  New  England,  930  in  the  Middle 
Atlantic  States,  704  in  the  Midwest,  484  in  the  Western 
States,  445  on  the  Pacific  Coast  and  880  in  the  South. 

In  New  England  the  division  between  hospitals  and 
(< Continued  on  page  1021 ) 


AN  OPEN 
INSTITUTION 

• 

AUTHORITATIVE 
INFORMATION 
ON  POST-MEDICAL 
ASSISTANCE  IN 
ALCOHOLISM 
ON  REQUEST 


THE  CHAS.  B.  TOWNS  HOSPITAL 

41  SUCCESSFUL  YEARS 

TREATING  DRUG  AND 
ALCOHOL  CASES 

EXCLUSIVELY 

293  Central  Park  West,  New  York,  N.  Y. 


SLENMAR  Y 

SANITARIUM 

For  individual  care  and  treatment  of  selected  number  of  Nervous 
and  Mental  cases,  Epileptics,  and  Drug  or  Alcoholic  addicts. 
Strict  privacy  and  close  cooperation  with  patient’s  physician  at 
all  times.  Successful  for  over  50  years. 

ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO.  TIOGA  CO.,  N.  Y. 


PINE  WOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene.  Emphasizing 
diagnosis  and  treatment  of  Neuro-psychiatric  cases. 

In  addition  to  the  usual  forms  of  treatment  (occupational  therapy, 
physiotherapy,  outdoor  exercise,  etc.)  we  specialize  in  more  specific 
techniques.  Insulin,  Metrazol  and  Electro  shock.  Psychological  and 
physiological  studies.  Psychoanalytic  approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 
Dr.  Barnett  Rosenblum  ) Resident  Tel:  KATONAH  775 

Dr.  Abram  Lichtyger  ) Physicians  YONKERS  5786 

N.  Y.  Office:  25  West  54th  St.  Tues.  & Fri.  by  appointment 
Circle  7-2380 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 


Disorders  of  the  Nervous  System 

BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


FALKIRK 

• IN  THE  • 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 
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are  as  many  deaths  in  this  group  as  there  were  in 
previous  years.  The  last  two  years  have  shown  a 
decided  increase  over  previous  years  and  the 
Committee  feels  that  greater  effort  should  again 
be  made  to  educate  the  laity  to  the  benefits  of 
proper  prenatal  care. 

Our  study  shows  that  over  half  of  the  toxemic 
deaths  had  inadequate  or  no  prenatal  care.  Five 
out  of  seven  cases  got  to  the  convulsion  stage 
before  treatment  was  instituted.  It  is  a well- 
known  fact  that  toxemic  patients  are  problem 
cases  regardless  of  the  type  of  treatment,  and  our 
only  hope  is  to  prevent  them  from  reaching  the 
convulsion  stage.  The  Committee  feels  that 
there  has  been  a laxity  in  maintaining  the  educa- 
tional program  and  advises  that  proper  measures 
be  taken  toward  further  improvement  of  this 
condition. 

The  Committee  also  felt  it  necessary  to  call 
attention  to  the  fact  that  five  out  of  seven  cases 
were  delivered  by  operative  measures.  Of  these, 
four  were  by  Cesarean  Section.  In  all  of  these 
deaths  the  Committee  criticized  the  method  of 
delivery  as  it  felt  that  insufficient  attention  was 
given  to  the  treatment  of  the  toxemia.  As  a mat- 
ter of  fact,  one  of  these  patients  had  convulsions 
on  the  way  to  the  operating  room  and  also  on  the 
operating  table.  There  can  be  no  question  that  a 
patient  in  this  condition  is  not  a candidate  for 
major  surgery.  In  this  group  the  indication  for 
Cesarean  Section  had  been  widened  in  order  to 
facilitate  quickly  a delivery.  As  a supposed  life- 
saving measure  in  this  group  of  cases  it  turned  out 
to  be  the  opposite. 

Hemorrhage  occurred  in  six  cases,  an  incidence 
of  14  per  cent.  The  Committee  criticized  se- 
verely the  lack  of  transfusions.  In  several  in- 
stances it  was  felt  that  transfusions  may  have 
saved  a life.  In  previous  years  the  Committee 
urged  the  establishment  of  blood  banks  in  order 


to  overcome  the  difficulties  in  obtaining  blood. 
Several  of  the  hospitals  have  banks.  Others 
should  start  them.  The  Department  of  Health, 
with  its  laboratories,  are  in  a position  to  have 
blood  in  a central  station  available  to  both  hos- 
pitals and  private  physicians  for  delivery  in  the 
home.  If  this  is  not  possible  then  the  hospitals 
with  blood  banks  should  offer  this  service  to  all 
outside  cases. 

Emboli  occurred  in  six  cases,  an  incidence  of  14 
per  cent.  These  are  accidental  deaths  and  in 
many  instances  not  preventable.  Three  cases 
occurred  in  spontaneous  deliveries  and  three  in 
Cesarean  Section. 

Abortion  and  Extra-uterine  pregnancies  were 
responsible  for  twelve  deaths.  All  of  the  abor- 
tions were  self-induced  or  criminal  and  all  died  of 
infection.  The  Extra-uterine  deaths  were  due  to 
hemorrhage  and  shock  and  infection.  Both  of 
these  causes  of  death  are  maternal  but  not  ob- 
stetric. 

Concerning  the  methods  of  delivery,  the  Com- 
mittee wishes  to  point  out  that  Cesarean  Sections 
accounted  for  sixteen  deaths  or  37.2  per  cent. 
Excluding  the  deaths  from  Abortions  and  Extra- 
uterine  pregnancies,  Cesarean  Sections  accounted 
for  50  per  cent  of  the  obstetrical  deaths.  Every 
report  for  the  past  five  years  has  called  attention 
to  the  dangers  of  Cesarean  Section.  This  is  a 
hospital  problem  and  can  be  controlled  by  them. 
The  County  Society  can  take  it  upon  itself  to 
urge  the  hospitals  to  supervise  more  closely  their 
operating  rooms  as  well  as  to  require  consultation 
before  Cesarean  Sections  are  done.  In  this  way 
its  widespread  use  can  be  controlled  and  limited 
to  recognized  indications. 

In  1940  postmortem  examinations  increased  to 
32.4  per  cent.  The  Committee  wishes  to  impress 
upon  all  practitioners  the  need  for  autopsies  so 
that  each  case  can  be  carefully  evaluated. 


TOXEMIA,  1940 


Prenatal  Care 

Labor 

Convulsions 

Delivery 

Cause  of  Death 

1.  Inadequate 

2 hrs. 

None 

Spontaneous 

Pneumonia 

2.  Inadequate 

0 

Yes 

Section 

Eclampsia 

3.  None 

0 

Yes 

Undelivered 

Eclampsia 

4.  Adequate 

0 

Yes 

Section 

Eclampsia 

5.  Inadequate 

0 

Yes 

Section 

Acute  liver  atrophy 

6.  Adequate 

6 hrs. 

Yes 

Forceps-Breech 

Eclampsia 

7.  Adequate 

8 hrs. 

None 

Section 

Infection 

SUMMARY 

Adequate  Prenatal  Care 
Inadequate  Prenatal  Care 
Convulsions 
No  Convulsions 
Operative  Delivery 
Nonoperative  Delivery 
Undelivered 


3 

4 

5 
2 
5 
1 
1 


METHODS  OF  DELIVERY 
6-Year  Summary 


1935 


1.  SPONTANEOUS  7 

2.  FORCEPS  3 

3.  VERSION  AND  EXTRACTION  5 

4.  BREECH  EXTRACTION  2 

5.  CESAREAN  SECTION  21 

6.  ABORTIONS  16 

7.  EXTRA-UTERINE  PREGNANCY  7 

8.  UNDELIVERED  4 


65 
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1936 

1937 

1938 

1939 

1940 

Total 

11 

9 

10 

11 

7 

55 

5 

2 

8 

3 

2 

23 

10 

4 

7 

4 

3 

33 

2 

1 

3 

0 

2 

10 

18 

12 

11 

10 

16 

88 

8 

9 

15 

8 

7 

63 

5 

3 

2 

3 

5 

25 

2 

4 

3 

4 

1 

18 

- 
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_ 

— 

— 

61 

44 

59 

43 

43 

315 
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TOTALS 


THE  MAPLES  INC.,  OCEANSIDE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rales:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


; anitariums  is  practically  even.  In  the  Middle  Atlantic 
egion  there  are  more  sanitariums  than  hospitals.  In  the 
; lidwest  and  the  South  the  division  is  fairly  even  also. 
In  Western  and  Pacific  Coast  States  the  hospitals  are  a 
: ecided  majority. 

If  size  of  the  institutions  means  anything,  the  follow- 
ig  break-down  may  be  interesting.  Covering  both 
iospitals  and  sanitariums,  there  are  3,467  (close  to  half 
i he  total)  with  less  than  twenty-five  beds.  More  than 
| ialf  have  over  twenty-five  beds.  Of  this  number  (5,395) 
bout  sixty  per  cent  have  more  than  fifty  beds.  Only 
,930  institutions  have  more  than  100  beds. 

: Of  the  largest  institutions,  with  over  one  hundred  beds, 
he  Middle  Atlantic  States  (New  York,  New  Jersey, 


Pennsylvania,  Delaware,  Maryland,  and  the  District  of 
Columbia)  have  practically  thirty  per  cent,  569  in  all. 
Of  the  smallest  size  institutions,  the  Western  States 
(Minnesota,  Iowa,  Missouri,  Kansas,  Nebraska,  North 
and  South  Dakota,  Colorado,  Montana,  New  Mexico, 
Wyoming,  and  Oklahoma)  have  the  greatest  total,  some 
twenty  per  cent  (701).  The  Southern  region  and  the 
Middle  Atlantic  States  combined  have  over  forty  per 
cent  of  the  nation’s  hospitals  and  sanitariums  with  more 
than  twenty-five  beds. 

Analyzing  our  own  State  of  New  York,  we  noted  that 
naturally  as  in  so  many  things  it  has  the  most  hospitals 
and  sanitariums  of  any  state  in  the  Union.  Its  624  insti- 
0 Continued  on  page  1023) 


WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HOME 


BRUNSWICK 

A Private 
Sanitarium 
Broadway  and  Louden  Avenue 
AMITY VILLE,  L.  I.— Phone:  1700,  01,  02 

N.  Y.  Office— 67  W.  44th  Street 
Tel:  MUrray  Hill  2-8323 
C.  L.  MARKHAM,  M.D.,  Supt. 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  ner- 
vous disorders. 

Separate  accommoda- 
tions for  nervous  and 
backward  children. 
Physicians’  treatments 
rigidly  followed. 


TERRACE  HOUSE 

for  ALCOHOLISM 

V private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
elieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
iLbstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
.6  miles  from  Buffalo. 

Moderate  rates — Enquiries  invited 

54  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


WOODLAWN  SANITARIUM,  INC. 

For  Medical  and  Surgical  Cases 

Complete  modern  equipment,  including  X-Ray,  fluoroscope  and 
combination  incubator  and  oxygen  tent  for  infants. 

412  East  238th  Street  Bronx,  N.  Y. 

Telephone  FAirbanks  4-3601 
See  also  our  adv.  p.  49a  Medical  Directory 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


GREENMONTojvHUDSON 

ESTABLISHED  1880  BY  DR.  PARSONS 

For  special  care  and  treatment  of  Nervous  and  Mental  Disorders. 
Convalescents,  and  selected  cases  of  Alcoholism.  Unusual  home- 
like atmosphere.  State  licensed.  Moderate  rates.  45  minutes 
from  New  York  City. 

EDMUND  J.  BARNES,  M.D.,  PHYSICIAN  IN  CHARGE 

OSSINING,  N.  Y.  — OSSINING  1989 


»R.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.Y.C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *TEL.  4-1143 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.,  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


LOUDEN-KNICKERBOCKER  HALL 


l-c 


81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 
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MATERNAL  MORTALITY  STUDY— CITY  OF  BUFFALO,  1940 
6-Year  Summary 


PUERPERAL  SEPSIS 
HEMORRHAGE 
TOXEMIAS 
EMBOLISM 

ACCIDENTS  OF  PREGNANCY 
ABORTIONS 

EXTRA-UTERINE  PREGNANCY 
SURGICAL  SHOCK 

TOTALS 


CAUSES  OF 
1935 

DEATH 

1936 

1937 

1938 

1939 

1940 

Total 

20 

17 

13 

11 

11 

8 

80 

10 

6 

9 

11 

8 

6 

50 

2 

7 

2 

4 

10 

7 

32 

2 

5 

2 

6 

0 

6 

21 

5 

5 

6 

10 

3 

4 

33 

16 

6 

9 

15 

8 

7 

61 

7 

5 

3 

2 

3 

5 

25 

3 

10 

0 

0 

0 

0 

13 

— 

— 

— 

— 

— 



- 

65 

61 

44 

59 

43 

43 
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CESAREAN  SECTIONS,  1940 


Hours  of 

Ruptured 

Vaginal 

Indication 

Labor 

Membranes 

Examn. 

Operation 

Cause  of  Death 

1. 

Dystocia 

72 

50  hrs. 

p 

Porro 

Infection 

2. 

Dystocia 

54 

14  days 

b 

Low 

Embolus 

3. 

Dystocia 

48 

0 

0 

Low 

Infection 

4. 

Dystocia 

43 

43  hrs. 

9 

Low 

Infection 

5. 

Dystocia 

30 

30  hrs. 

4 

Low 

Anesthesia 

6. 

Previous  Section 

24 

0 

0 

Porro 

Rupt.  Uterus 

7. 

Dystocia 

12 

0 

0 

Low 

Infection 

8. 

Eclampsia 

8 

31/2  hrs. 

1 

High 

Infection 

9. 

Eclampsia 

0 

2 

High 

Toxemia 

10. 

Eclampsia 

0 

0 

6 

Low 

Toxemia 

11. 

Eclampsia 

0 

0 

1 

High 

Acute  AtroDhv  of  Liver 

12. 

Previous  Section 

0 

0 

0 

High 

Infection 

13. 

Previous  Section 

0 

0 

1 

High 

Infection 

14. 

Heart  Disease 

0 

0 

2 

Porro 

Infection 

15. 

Dystocia 

0 

5 hrs. 

0 

Low 

Embolus 

16. 

Elderly  Primipara 

0 

0 

0 

Low 

Embolus 

SUMMARY 

Indications 

Operations 

Causes  of  Death 

Dystocia 

7 

Infection 

8 

Previous  Section 

3 

Low 

8 

Toxemia 

3 

Toxemia 

4 

High 

5 

Embolism 

3 

Heart  Disease 

1 

Porro 

3 

Rupt.  Uterus 

1 

Elderly  Primipara 

1 

Anesthesia 

1 

Conclusions 


In  conclusion,  the  Committee  would  like  to 
emphasize  the  following: 

1.  The  seriousness  of  Cesarean  Section. 

2.  The  importance  of  proper  Prenatal  care. 

3.  The  conservative  treatment  of  Toxemias  of 
pregnancy.  Toxemic  patients  are  not 
good  candidates  for  surgery. 

4.  The  importance  of  blood  banks. 


The  Committee  wishes  to  express  its  thanks  to 
Dr.  Robert  C.  McDowell  for  his  conscientious 
work  as  investigator  for  the  Committee.  The 
Committee  also  wishes  to  acknowledge  its  debt  of 
gratitude  to  Dr.  Francis  E.  Fronczak,  the  Board 
of  Health,  and  the  Bureau  of  Vital  Statistics  of 
the  City  of  Buffalo,  without  whose  encourage- 
ment and  assistance  these  records  could  not  have 
been  compiled. 


LECTURES  ON  TROPICAL  MEDICINE 

A course  of  lectures  on  recent  advances  in 
tropical  medicine,  on  May  19  to  23,  is  an- 
nounced by  the  New  York  Post-Graduate  Medi- 
cal School  to  be  under  the  direction  of  Dr.  Z. 
Bercovitz.  Lectures  will  be  given  on  malaria, 
yellow  fever,  intestinal  parasites  (Helminths), 
filariasis,  amebic  dysentery,  bacillary  dysentery, 
tropical  skin  diseases,  kala  azar,  leptospirosis, 
relapsing  fever,  rat-bite  fever,  trichinosia,  ech- 
inococcus, deficiency  diseases,  lymphogranu- 
loma venerum,  sanitary  engineering,  and  tropi- 
cal hygiene. 

The  purpose  of  this  course  is  to  bring  to  phy- 


sicians a review  of  the  fundamentals  of  the  var- 
ious subjects  in  tropical  medicine  and  the  more 
recent  advances  that  have  come  from  research. 
To  this  end  arrangements  have  been  made  to 
have  authorities  in  their  respective  fields  give 
lectures  and  demonstrations  in  their  specialties. 
Clinical  and  laboratory  material  is  available  for 
study  and  demonstration,  and  the  students  are 
given  an  opportunity  for  practical  work  in 
clinical  parasitology. 

The  fee  will  be  $50.  Applications  should  be 
addressed  to  The  Director,  309  East  20th  Street, 
New  York  City. 


{Continued  from  page  1021) 

utions  comprise  seven  per  cent  of  all  the  hospitals  and  In  hospitals  exclusively,  California  takes  the  lead  with 
istitutions  in  the  country.  California  is  a close  second  288,  thirty-eight  more  than  New  York  State.  Penn- 


dth  571  institutions;  Pennsylvania  third  with  415; 
"exas  fourth  with  401;  Massachusetts  fifth  with  393; 
llinois  sixth  with  352;  Ohio  seventh  writh  327 ; Michigan 
ighth  with  299;  Wisconsin  ninth  with  267  and  Minne- 
ota  a close  tenth  with  266. 

The  surprising  showing  of  Texas  is  largely  due  to  its 
Predominantly  great  number  of  small  institutions, 
i almost  a half  of  its  total  is  made  up  of  hospitals  and 
i anitariums  having  less  than  twenty-five  beds.  Delaware 
ias  the  smallest  number  of  institutions  of  any  state  with 
* >nly  17  listed.  New  York  State  has  over  75  per  cent 
I is  many  hospitals  and  sanitariums  as  New  England. 

NATIONAL 

JNDER  THE  GLAMOUR  of  training  men  to  defend 
)ur  “way  of  life”  with  lethal  weapons,  it  is  easy  to  forget 
;hat  there  are  other  necessities  for  training  to  enjoy 
‘life,  liberty  and  the  pursuit  of  happiness.” 

We  hear  much  these  days  about  “technicians”  in  a 
nilitary  sense,  but  even  less  than  before  about  the  civilian 
technician  so  important  for  the  defense  of  the  Maginot, 
Siegfried  and  other  lines  of  our  own  little  worlds.  The 
schools  that  are  training  men  and  women  for  the  battle 
stations  of  the  hospital  laboratories  and  pharmaceutical 
research  departments  are  doing  as  much  to  make  our 
nation  invincible  as  are  the  great  strategists  of  our  army 
and  naval  departments.  This  may  seem  a trite  state- 
ment, but  it  is  nevertheless  one  that  can  bear  repeating 
again  regardless  of  the  seriousness  of  the  times. 

Schools  must  mean  something  more  than  just  training 
for  a career.  The  fundamental  purpose  should  be  to 
create  a stronger  nation  mentally  and  physically.  It  has 
been  said  that  too  much  intelligence  is  dangerous.  What 


sylvania  and  Minnesota  are  third  and  fourth  in  this 
classification  with  233  and  213  respectively.  Ohio  comes 
next  with  191  and  Iowa  sixth  with  182.  Next  in  order  are 
Illinois  with  176,  Texas  with  175,  and  Michigan  and 
Massachusetts  with  164  each. 

Greater  New  York  has  230  institutions,  149  hospitals, 
and  81  sanitariums.  Compared  with  states  this  is  practi- 
cally as  many  institutions  as  New  Jersey  and  more  than 
thirty-five  other  states  of  the  Union. 

With  374  sanitariums  in  New  York  State,  81  of  them 
within  the  city  limits,  ph3rsicians  of  this  State  are  amply 
supplied  with  sanitarium  facilities. 

DEFENSE? 

the  coiner  of  this  phrase  really  should  have  said  is  “that 
too  much  misguided  intelligence  is  to  be  feared.” 

This  we  have  witnessed  for  the  past  several  years  in  the 
actions  of  the  dictators — that  is  if  we  can  classify  the 
warped  thinking  of  such  individuals  as  an  “intelligence.” 
The  story  of  the  early  life  of  a Hitler  reveals  that  what  the 
future  world  has  to  be  guarded  against  is  misguided  be- 
ginnings. 

It  is  probably  beside  any  point  to  expect  the  medical 
profession  to  shoulder  the  entire  burden  of  the  responsi- 
bility of  charting  the  destinies  of  younger  generations, 
but  there  is  much  a physician  can  do  without  going  out 
of  his  way  to  help  maintain  the  “status  quo”  of  the 
“American  way  of  education.” 

By  recommendation  he  can  encourage  the  fine  work 
of  specialized  schools.  By  reference  and  by  employing 
whenever  possible  the  graduates  of  such  schools,  he  can 
encourage  students  to  continue  in  such  studies  as  well  as 
others  to  become  serious  students. 
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intelligence,  appearance— thoroughly  qualified  to  assist  in  office 
and  laboratory,-  trained  in  haematology,  blood  chemistry,  urin- 
alysis, clinical  pathology,  medical  stenography,  bookkeeping. 
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ELIXIR  BROMAURATE 

IS  A UNIQUE  REMEDY  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSISTENT 
COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 or  4 hours. 

GOLD  PHARMACAL  CO.,  New  York 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

RECEIVED 


Natural  Resistance  and  Clinical  Medicine. 
By  David  Perla,  M.D.,  and  Jessie  Marmorston, 
M.D.  Quarto  of  1,344  pages.  Boston,  Little, 
Brown  and  Company,  1941.  Cloth,  $10. 

Malignant  Disease  and  Its  Treatment  by 
Radium.  By  Stanford  Cade,  F.R.C.S.  Quarto 
of  1,280  pages,  illustrated.  Baltimore,  Williams 
& Wilkins  Company,  1940.  Cloth,  $10. 

Hutchison’s  Food  and  the  Principles  of 
Dietetics.  Revised  by  V.  H.  Mottram,  M.A., 
and  George  Graham,  M.D.  Ninth  edition. 
Octavo  of  648  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Company,  1940.  Cloth, 
$6.75. 

Textbook  of  Medicine.  By  Various  Authors. 
Edited  by  J.  J.  Conybeare,  D.  M.  Oxon. 
Fifth  edition.  Octavo  of  1,131  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Com- 
pany, 1940.  Cloth,  $7.50. 

Schizophrenia  in  Childhood.  By  Charles 
Bradley,  M.D.  Octavo  of  152  pages.  New 
York,  Macmillan  Company,  1941.  Cloth,  $2.50. 


The  Mask  of  Sanity.  An  Attempt  to  Reinter- 
pret the  So-called  Psychopathic  Personality. 

By  Hervey  Cleckley,  M.D.  Octavo  of  298 
pages.  St.  Louis,  C.  V.  Mosby  Company, 
1941.  Cloth,  $3.00. 

Science  and  Seizures.  New  Light  on  Epilepsy 
and  Migraine.  By  William  G.  Lennox,  M.D. 
Octavo  of  258  pages.  New  York,  Harper  & 
Brothers,  1941.  Cloth,  $2.00. 

Infantile  Paralysis.  Edited  by  W.  L.  Colze. 
Volume  A40  of  the  International  Bulletin  for 
Economics , Medical  Research , and  Public  Hy- 
giene. Octavo  of  179  pages,  illustrated.  New 
York,  National  Foundation  for  Infantile  Par- 
alysis, Inc.,  1939-1940.  Paper. 

Roentgen  Interpretation.  By  George  W. 
Holmes,  M.D.,  and  Howard  E.  Ruggles,  M.D. 
Sixth  edition.  Octavo  of  364  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1941.  Cloth, 
$5.00. 


REVIEWED 


The  1940  Year  Book  of  Industrial  and  Ortho- 
pedic Surgery.  Edited  by  Charles  F.  Painter, 
M.D.  Duodecimo  of  484  pages,  illustrated. 
Chicago,  The  Year  Book  Publishers,  1940. 
Cloth,  $3.00. 

Although  the  title  of  this  work  is  Industrial  and 
Orthopedic  Surgery , the  reviews  on  industrial 
surgery  take  up  the  greater  portion.  The  book 
gives  the  abstract  of  some  276  papers  pub- 
lished in  the  recent  past.  Most  of  the  papers  per- 
tain to  industrial  surgery,  and  a small  portion  is 
devoted  to  abstracts  of  papers  dealing  with 
general  orthopedics. 

It  is  of  value  to  the  surgeon  who  has  no  time 
to  read  current  periodicals,  which  applies  to 
most  surgeons.  It  is  recommended  particularly 
to  those  who  do  industrial  and  traumatic  surgery. 
There  is  not  enough  review  of  orthopedic  litera- 
ture to  benefit  the  orthopedic  surgeon. 

J.  B.  L’Episcopo 

Applied  Pharmacology.  By  Hugh  A.  Mc- 
Guigan,  M.D.  Octavo  of  1914  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Co.,  1940.  Cloth, 
$9.00. 

This  book  thoroughly  covers  the  subject  of 
pharmacology,  which,  as  the  author  states,  “is 
the  scientific  basis  of  therapeutics.”  It  presents 
the  material  in  a logical  way  connecting  physi- 
ology, biochemistry,  and  pharmacology  with  the 
clinical  application  as  the  ultimate  goal.  The 
early  chapters  are  devoted  to  a consideration  of 
the  theories  and  modes  of  pharmacologic  actions; 
absorption;  conditions  modifying  the  action  of 
drugs;  the  classification  of  drugs  and  the  phar- 
macopoeias. Then  follows  the  pharmacology  of 
the  skin,  the  heart  and  circulation,  and  so  on 
through  the  various  systems.  Under  each  will  be 


found  drugs  most  used  for  various  disorders. 
Anaphylaxis  and  allergy,  the  chemotherapy  of 
syphilis,  the  vitamins  and  hormones  are  but  a 
few  of  the  important  topics  considered.  It  is  a 
valuable  book  for  those  who  are  interested  in 
modern  pharmacology  and  its  application. 

Frederick  Schroeder 

The  Medical  Clinics  of  North  America. 

November,  1940.  Volume  24,  Number  6. 
(Philadelphia  number.)  Octavo.  Illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1940.  (Six 
numbers  a year.)  Cloth,  $16  net;  paper,  $12 
net. 

For  those  who  want  to  refresh  their  memory  or 
once  and  for  all  stamp  in  their  mind  the  essential 
facts  about  arthritis  in  all  its  aspects,  this  volume 
will  be  a great  boon.  Almost  100  pages  are 
devoted  to  this  common  disease  alone.  / 

In  addition,  Rowntree  discusses  Addison’s 
disease,  and  Flippin  summarizes  his  good  work 
on  chemotherapy  in  pneumonia. 

Andrew  M.  Babey 

Progress  in  Medicine.  A Critical  Review  of 
the  Last  Hundred  Years.  By  Iago  Galdston, 
M.D.  Octavo  of  347  pages.  New  York,  Alfred 
A.  Knopf,  1940.  Cloth,  $3.00. 

Dr.  Galdston,  the  educational  director  of  The 
New  York  Academy  of  Medicine,  reviews  medi- 
cal progress  during  the  past  century.  Written 
in  a warmly  human  tone,  the  emphasis  is  on  the 
ideas  underlying  developments  in  bacteriology, 
nutrition,  psychiatry,  and  internal  medicine. 
At  the  same  time  Dr.  Galdston  places  full  empha- 
sis on  the  social  relations  and  responsibilities  of 
medicine. 

George  Rosen 
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EFFECTIVE 

THERAPY 


to 


CHRONIC  CYSTITIS 

Infiltration  of  plasma  cells, 
eosinophiles,  and  lymphocytes 
in  mucosa  and  submucosa. 

MERCK  & CO.  Inc. 


★ "183  cases  of  various  urologic  conditions 
were  studied  for  the  effect  of  pyridium  on 
the  presenting  symptoms.” 

★ "The  results  of  pyridium  therapy  were 
most  marked  in  order  enumerated:  (1)  cys- 
titis, (2)  pyelonephritis,  (3)  prostatitis, 
(4)  urethritis,  (3)  obstruction,  (6)  mis- 
cellaneous.” 

★ "The  most  satisfactory  result  of  pyridium 
therapy  was  obtained  in  the  patients  with 
cystitis,  prostatitis  and  pyelonephritis.” 

(Reynolds,  J.  S.,  Wilkey,  J.  L.,  and  Choy, 

J.  K.  L.,  Clinical  application  and  results  of 
pyridium  therapy,  Illinois  M.  J.  78:544-547, 
Dec.  1940.) 

PYRIDIUM  offers  a combination  of  ad- 
vantages, in  that  it  possesses  minimal 
toxicity,  has  a local  analgesic  effect  on  the 
urogenital  mucosa,  is  effective  both  in  the 
presence  of  acid  and  alkaline  urine,  does 
not  require  accessory  medication  or  a spe- 
cial diet  to  enhance  its  action,  and  is  con- 
veniently administered  in  tablet  form. 


Literature  on  request 


/ft 


RAHWAY,  N.  J. 


i. 
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To  Assure  Quick  Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


DUB  IN  AMIAT  OJPHYIj  BIN 

GffteopHyUine.  - SthylejtAZ^lituTiirLe 


American  Made  from  American  Materials 


H.  E.  DUBIN  LABORATORIES 

250  E.  43rd  St.  '"corporated  New  Yorkf  N y 
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SHARON 


ONLY  4i/2  HOURS 
FROM  NEW  YORK  CITY 


OUR  SULPHUR  AND  NAUHEIM  BATHS 
MUDPACK  TREATMENTS  • STEAM  MASSAGES 

Are  Recommended  for 

Arthritis  • Rheumatism  • Neuritis  • Sciatic  • Cardiac 
Catarrh  • Nerves  • Also  Massages  for  Slimming 

Our  treatments  are  comparable  to  those  given  at  the  leading  European  Spas 
Beautiful  country  . . . social  activities  ...  all  sports  . . . golf  . . . ideal 
climate.  Splendid  hotels  and  boarding  houses. 

Dr.  L.  0.  White  in  charge 

For  Further  Information  and  Booklet  Write 

WHITE  SULPHUR  CO.  of  SHARON  SPRINGS,  N.  Y. 


SPRINGS 


In  the  surgical  appliance  field  the  name 
POMEROY  has  meant  quality  and  de- 
pendability for  more  than  seventy  years. 


SUPPORTING  BELTS  AND  CORSETS 


The  physician  appreciates  the  fact  that  POMEROY  belts, 
girdles  and  corsets  are  supplied  on  his  prescription,  con- 
form to  his  specifications  and  are  anatomically  correct. 
The  patient  appreciates  the  fact  that  POMEROY  supports 
are  made  with  a minimum  of  straps  and  laces,,  are 
moderately  priced  and  correctly  styled. 


POMEROY  supports  for  men,  women  and  children  are  avail- 
able at  any  of  our  offices  and  are  guaranteed  to  be  satisfactory 
to  the  prescribing  physician  and  his  patient  wherever  bought. 


Pamesiaq 


16  East  42nd  Street,  New  York  208  Livingston  Street,  Brooklyn 

BOSTON  • SPRINGFIELD  • NEWARK  • DETROIT  • WILKES-BARRE 
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SANDOZ 

CALCIUM  ACTION  combined  with  BROMINE  SEDATION 

CALCIBRONAT 

C ALCI  U M-BROM I DO-G  AL  ACTOGLUCONATE 

A new  organic  salt  with  the  high  calcium  ratio — I Ca  : 2 Br 
Less  danger  of  bromism  — Palatable  — Well  tolerated 

EFFERVESCENT  TABLETS:  Tins  - 10  and  50  AMPULES:  10  cc. 

GRANULES  (non-effervescent):  Tins  - 100  and  500  Gm.  BOXES:  5,  20  and  100 

Literature  and  samples  on  request 

SANDOZ  CHEMICAL  WORKS,  Inc.  • New  York,  N.  Y. 


EW-DEMONSTRABLY  EFFECTIVE 

r Treating  VAGINITIS  and  CERVICITIS 


• BETANAL  VAGINAL  CAPSULES,  the  OUt- 

growth  of  extensive  gynecological  re- 
search*, embody  therapeutic  principles 
of  proven  efficacy  in  the  treatment  of 
vaginal  disorders,  such  as  trichomoni- 
asis, senile  vaginitis,  cervicitis,  cervical 
erosions,  and  leukorrheal  conditions. 

• the  betanal  regime,  which  com- 
prises office  treatments  by  insufflation 
supplemented  by  insertion  of  one  cap- 
sule daily  between  visits,  is  promptly 
effective  not  only  in  inhibiting  growth 
of  trichomonads,  but  also  in  promoting 
tissue  repair  and  restoration  of  nor- 
mal vaginal  defenses.  These  effects  are 
achieved  by  Betanal’s  four-point 
action:— 


!_•  Betanal  promotes  growth  of  normal  flora. 

Betanal  aids  in  restoring  normal  acidity. 

Betanal  helps  protect  epithelial  carbohydrate. 

4.  Betanal  acts  to  dry  vaginal  walls  and  promote 
healing. 


Iietanal  vaginal  capsules  are  advertised  tose  and  50  gr.  Boric  Acid  U.S.P. 
ly  to  the  medical  profession.  Available  at  Write  The  Borden  Company,  350  Madison 

arinacies  in  prescription  packages  of  10  cap-  Avenue,  New  York,  N.  Y.,  for  sample  and  liter- 

les,  each  containing  220  gr.  Borden’s  Beta  Lac-  ature. 

I *Am.  Jl.  Obstet.  & Gynecology  32:1,  July,  1936.  Jl.  Missouri  Med.  Assoc.  34:285,  Aug.,  1937.  Med.  Clin.  N.  A.  23:189,  Jan.,  1939. 
Med.  Clin.  N.  A.  24:911,  May,  1940.  “Office  Gynecology,”  Year  Book  Pub.,  Inc.,  1940. 


Hematinic  Flastules 


Reg.  U 


Pat 


• Hematinic  Plastules  provide  ferrous  iron  in  small  soluble 
elastic  capsules — a modern,  convenient  dosage  form.  Where  iron 

therapy  is  indicated,  Hematinic  Plastules  can  usually  be  relied  upon 

f- 

to  bring  about  a steady,  rapid  rise  in  hemoglobin.  Their  administra- 
tion is  seldom  complicated  by  gastric  disturbance.  . . . Hematinic 
Plastules  are  an  economical  iron  preparation 
especially  effective  for  the  treatment  of  the 
iron  deficiency  anemia  of  pregnancy,  for 
chronic  blood  loss,  or  post -infection  anemia. 


Hematinic  Plastules  are  available  in  two  types,  Plain 
or  with  Liver  Concentrate,  in  bottles  of  50  and  100. 


THE  BOVININE 


COMPANY 

CHICAGO,  ILLINOIS 
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SAFETY  FIRST 

In  Subtracting  Adipose 


ThlE  State  of  New  York  is  urging  fresh  milk  as  a "pro- 
tective77 energy  food,  is  calling  attention  to  the  dangers  of 
unscientific,  irresponsible  dieting  and  providing  free,  a 
descriptive  booklet  which  includes  a safe,  sane  and  scien- 
tific regimen  for  reducing  with  milk. 

It  is  our  belief  that  the  physicians  of  the  State  will  concur 
in  the  Bureau’s  work,  and  our  hope  that  it  will  prove  of 
assistance  to  them  in  the  protection  of  public  health. 


BUREAU  OF  MILK  PUBLICITY 


THE  STATE  OF  NEW  YORK 
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RADON 

A 

/*  SE 

E D S | 

OR  safety  and  reliability  use  composite  Radon  seeds  in  your 
cases  requiring  interstitial  radiation.  The  Composite  Radon 
Seed  is  the  only  type  of  metal  Radon  Seed  having  smooth, 
round,  non-cutting  ends.  In  this  type  of  seed,  illustrated 
here  highly  magnified,  Radon  is  under  gas-tight,  leak-proof 
seal.  Composite  Platinum  (or  Gold)  Radon  Seeds  and 
loading-slot  instruments  for  their  implantation  are  available 
to  you  exclusively  through  us.  Inquire  and  order  by  mail, 
or  preferably  by  telegraph,  reversing  charges. 


THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Telephone  MO  4-6455  NEW  YORK.  N.  Y. 

IN.  J.S.Jr.5 


The  Double  Value  of 


Grapefruit 


It  is  common  knowledge  that  grapefruit  is 
one  of  the  best  natural  food  sources  of  ascorbic 
acid  (Vitamin  C). 

In  addition,  recent  research  indicates  that 
grapefruit  aids  the  body  in  assimilating  and 
utilizing  the  calcium  found  in  other  foods. 

Besides  this  double  value,  the  tart,  zestful 
flavor  of  grapefruit  and  ics  high  toleration 
make  it  a welcome  addition  to  the  diet. 

Grapefruit  has  still  another  important  virtue 
in  that  it  is  one  of  the  cheapest  sources  of  the 
daily  requirement  of  Vitamin  C.  In  grapefruit 


juice  at  current  prices,  Vitamin  C costs  even 
less  than  in  synthetic  tablets. 

“Citrus  Fruits  and  Health,”  recently  pub- 
lished by  the  Florida  Citrus  Commission,  is  an 
illuminating  study  of  all  the  nutritional  values 
of  citrus,  providing  also  a complete  and  au- 
thoritative bibliography. 

We  will  gladly  send  a complimentary  copy 
to  any  member  of  the  medical  profession  cn 
receipt  of  the  attached  coupon. 


Florida  Citrus  Commission  Dept-36-E 
Lakeland,  Florida 

Gentlemen : 

Please  send  me  your  book,  CITRUS  FRUITS 
AND  HEALTH. 

Name 

Address 

City State 

Profession 
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Research  on  a large  scale 
at  Lederle  Laboratories 
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JLederle  is  spending  over  $100,000  a year  on 
sulfonamide  research  and  still  more  on  other 
pharmacological  investigations.  But  the  tradi- 
tional eminence  of  Lederle  is  in  biologicals  and 
the  bulk  of  its  research,  employing  many  experi- 
enced scholars  and  a generous-sized  staff,  is  de- 
voted to  blazing  new  paths  toward  better  and 
still  better  antitoxins,  anti-sera  and  vaccines. 
There  are  over  sixty  virus  diseases  of  man  or 
beast  as  yet  unconquered,  a new  concept  of  the 
nature  of  virus  to  be  applied  and  new  tools  like 
the  air-borne  centrifuges  (60,000  r.p.m.!),  the 
Tiselius  machines  and  the  electron  microscope, 
all  at  work  today  for  Lederle. 

Fascinating  fun  for  an  eager  staff  in  buildings 
all  their  own  on  Lederle’s  200-acre  serum  farm! 

Lederle  Laboratories,  Inc. 

30  ROCKEFELLER  PLAZA  NEW  YORK,  N.  Y. 
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Theocalcin 


- - prescribed  with  or  without  digitalis 


Combinations  of  Theocalcin  and  digitalis  are  frequently 
prescribed  to  improve  cardiac  function  in  congestive  heart 
failure.  In  other  cases,  when  digitalis  fails  to  give  relief, 
Theocalcin  in  doses  of  I to  3 tablets  t.i.d.  is  often  effective. 


Theocalcin  is  a well  tolerated  diuretic  and  myocardial 
stimulant  which  acts  promptly  to  reduce  edema,  diminish 
dyspnoea  and  strengthen  heart  muscle. 


Theocalcin  is  available  in  7%-grain  tablets  and  in  powder  form. 


BILHUBER-KNOLL  CORP.  orange  , NEW  JERSEY. 


Theocalcin,  brand  of  theobromine-calcium  salicylate. 
Patent  and  Trade  Mark  Reg.  U.  S.  Pat.  Off. 


HYCLORITE 


ANTISEPTIC 

For  irrigating,  swabbing,  and 
dressing  infected  cases  wherever 
an  antiseptic  is  needed. 

For  Hand  and  Skin  Sterilization 


Kd'SS  Make  a Dakin’s  Solution 

of  the  American  Medical  of  Correct  Hypochlorite 
Association  (N.  N.  R.)  Strength  and  Alkalinity. 

NON-POISONOUS  Practically  NON-IRRITATING 
Comprehensive  literature  on  request 

BETHLEHEM  LABORATORIES 


INCORPORATED 

300  Century  Building  Pittsburgh,  Pa. 


New  York  State  Champagne 
and  fine  American  still  wines 


When  a patient  requires  a superior  champagne  or 
a fine  wine  during  convalescence,  specify  "Great 
Western/' 

Most  good  stores  sell  genuine  "Great  Western." 

Pleasant  Valley  Wine  Co. 

Established  1 860  - - Rheims,  N.  Y. 


ELIXIR  BROMAURATE 

IS  GIVING  EXCELLENT  RESULTS 


IN  WHOOPING  COUGH 


Shortens  the  duration  of  the  cough,  relieves  the  distressing  spasms  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSIST- 
ENT COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 to  4 hours. 

GOLD  PHARMACAL  CO.,  New  York 
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f YES,  THAT  IS  ^ 
> RECOGNIZED  BY 
THE  A.M.A.  COUNCIL 
^ ON  FOODS.  < 


THEY’RE 


DOCTOR, 

IS  IT  TRUE  THAT 
LIBBY  S BABY  FOODS 
ARE  EXTRA  EASY 
\ TO  DIGEST? 


STRAINED  VEGETABLES 
MAGNIFIED  200  TIMES 

Note  the  large  bundles  of 
coarse  fibers,  the  many  large 
cells,  the  closely  packed 
starch  granules.  Contrast 
with  the  photomicrograph 
at  the  right,  showing  Libby’s 
specially  homogenized  Veg- 
etables. (Process  patented 
U.  S.  No.  2037029.)  Here 
you  see  no  coarse  fiber  or 
large  cells;  starch  particles 
are  small  and  uniformly  dis- 
tributed. 


LIBBY’S  HOMOGENIZED 
VEGETABLES 
MAGNIFIED  200  TIMES 

As  demonstrated  in  this 
photomicrograph,  special 
homogenization  breaks  up 
cells,  fibers  and  starch  par- 
ticles, and  releases  nutri- 
ment for  easier  digestion. 
Libby’s  Baby  Foods — vege- 
tables, fruits,  soups,  cereal 
— are  first  strained,  then 
specially  homogenized.  This 
exclusive  double  process 
makes  them  extra  smooth, 
extra  fine  in  texture. 


PEAS  CARROTS  SPINACH 

5 VEGETABLE  COMBINATIONS 
2 FRUIT  COMBINATIONS 
CEREAL  2 SOUPS 

EVAPORATED  MILK 
NEW!  Libby’s  Chopped  Foods  for  older 
babies  [10  varieties) 
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footwear 

prescription 

essentials 

Pediforme  has  created  and  con- 
trols literally  thousands  of  pro- 
fessionally approved  molds  on 
which  are  made  the  shapes  and 
sizes  which  enable  correct  fitting 
to  thousands  of  different  feet  and 
foot  conditions.  Each  is  accu- 
rately constructed  for  individual 
heel  elevation  as  well.  Such  ad- 
vantages are  not  available  in 
ordinary  footwear. 

In  Pediforme  Shoes,  your  patient 
walks  on  the  inner  sole  which 
saves  foot  shock.  All  scientific 
research  and  practical  experi- 
ence prove  that  leather  is  the  best 
material  to  wear  next  to  the 
human  foot.  Pediforme  inner  sole 
leather  is  characterized  by 
closely  compact  fibres  so  that  it 
is  as  smooth  and  soft  as  kidskin. 
The  most  effective  tannage  meth- 
ods in  the  world  extract  prac- 
tically all  the  sulphuric  acid 
presentin  Pediforme  leather.  Even 
a moderate  amount,  in  footwear 
less  strictly  made,  irritates  the 
feet,  causing  a burning  sensation. 
Pediforme  uppers  are  made  of  high 
tensile  strength  leathers  which  are 


shape  retaining.  These  are  obtained 
from  the  high  center  strip  along  ani- 
mal's back  (the  bend)  and  cut  to  de- 
tailed patterns  by  skilled  handcraftsmen. 
The  quality  appearance  of  Pediforme 
Footwear  results  only  from  the  high 
merit  and  superior  workmanship  in 
materials  and  fashioning. 


Since  overall  dimensions  of  right  and 
left  feet  invariably  are  different  Pedi- 
forme fitters  do  not  simply  size  to  the 
left  foot  but  adjust  the  fitting  to  suit 
each  foot.  Pediforme  Right  and  Left 
Fitting  assures  shapes  and  sizes  equally 
correct  for  both  feet. 


home; 
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.was  JUST  Like  This! 


Remember  how  much 
individual  attention 
you  got  at  home  when 
you  were  a kid?  Sure 
you  do — and  now  that 
same  kind  of  personal- 
ized service  is  available 
at‘New  York’s  Friendly 
Hotel’ ! Sounds  almost 
too  good  to  be  true— 
but  you  can  rest  assured 
you  will  get  it  at  The 
Lexington  . . . even  if 
you  take  a minimum- 
rate  $4  room!  Make 
this  hotel  your  ‘home 
address  on  your  next 
trip  to  New  York. 


LEXINGTON  AVE.at  48>»  ST..N.Y.C. 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 

A 
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THE  NATURAL  MINERAL  WATERS  OF  SARATOGA'  SPA  ARE 


OWNED  AND  BOTTLED  BY 


. j 


THE  STATE  OF  NEW  YORK 


BanHH 


SARATOGA  SPA  HATHORN  WATER 

for 

Functional  Conditions  of  Stomach 
and  Intestinal  Tract 

In  conditions  where  sluggishness  in  elimination  and  discomfort 
are  due  to  hyposecretion  and  hypomotility  of  the  stomach  and 
intestinal  tract,  the  natural  carbonated  saline-alkaline  waters  of 
the  Spa  are  indicated.  Improved  elimination  and  relief  of  dis 
comfort  in  the  upper  abdomen  frequently  result  from  their  use. 

Hathorn,  a strong  laxative,  is  the  Saratoga  Spa  water  in  which  the 
salines  predominate.  For  improved  elimination  it  is  usually  pre- 
scribed for  taking  before  breakfast  in  a dosage  of  one  15  ounce 
bottle. 

In  addition  to  the  laxative  effect,  its  natural  carbonation  aids  in 
the  better  flow  of  digestive  juices.  For  this  purpose  it  may  be 
taken  in  smaller  amounts  during  the  day. 

Coesa,  a mild  laxative  water  useful  in  various  gall  bladder  condi- 
tions, is  of  the  same  general  type  but  differs  in  total  mineral  content 
and  saline-alkaline  ratios  as  indicated  in  the  analysis  chart. 

In  some  patients  with  hyperacidity  distinct  benefit  and  relief  of 
symptoms  are  obtained  from  the  use  of  Geyser — the  alkaline-saline 
water  of  the  trio  bottled  for  physicians’  use. 

Physicians’  samples  and  comprehensive  professional  litera- 
ture are  available.  Address  either  W.  S.  McClellan,  M.D., 
Medical  Director.  155  Saratoga  Spa,  Saratoga  Springs, 
New  York. 


Analysis  of  the  Three  Waters 

(MINERAL  PARTS  PER  MILLON) 


Geyser  Hathorn 
Water  Water 


Hypothetical 
Combinations 

Ammon,  chlorid 
Lithium  chlorid 
Potass,  chlorid 
Sodium  chlorid 
Potass,  bromid 
Potass,  iodid 
Sodium  sulphate 
Sod.  metaborate 
Sodium  nitrate 
Sodium  nitrite 
Sodium  bicarb. 

Calcium  bicarb. 

Barium  bicarb. 

Strontium  bicarb. 

Ferrous  bicarb. 

Magnes.  bicarb. 

Alumina 
Silica 

Total  7,284.00  15,808.30  10,130.48 

Look  for  the  Seal  of  The  State  of  New  York  on  ev- 
ery bottle  of  the  genuine  waters  of  Saratoga  Spa. 


THE  BOTTLED  WATERS  OF 

sjubahoixba. 

OM 


GEYSER  > HATHORN  • COESA 
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Food  Uses  of  Horlick’s  Malted  Milk 

Use  No.  3 


For  high  nutritive  value 
and  low  residue 

IN  SPASTIC  constipation,  colitis  and  other  conditions  where  high 
nutritive  value  and  low  residue  are  required,  Horlick’s  is  an  ideal 
concentrated  food.  A bland  food,  since  it  contains  so  little  fibre  — 
remarkably  free  from  irritating  residue. 

Horlick’s  is  high  in  nutritional  value,  both  as  to  calories  and  dis- 
tribution of  nutritive  elements.  The  three  basic  nutritive  factors  — 
proteins,  carbohydrates  and  fats  — are  present  in  Horlick’s  in  ratios 
well  within  the  range  for  optimum  nutrition. 

Distribution  of  Calories 

One  and  one-third  ounces  of  Horlick’s  Malted  Milk,  mixed  with  a 
large  glass  (10  ounces)  of  fluid  milk  contributes  350  calories,  dis- 
tributed as  follows: 


CALORIES 

PER  CENT  CALORIES 

PROTEIN 

63 

18 

CARBOHYDRATE 

162 

46 

F A T 

125 

36 

350 

100% 

Easy  to  Digest 

Horlick’s  mixed  with  water  has  nil  curd  tension.  Mixed  with  milk,  it 
produces  soft  curds  in  the  stomach.  This  fact,  together  with  heat  treat- 
ment under  vacuum,  the  homogenization  of  the  protein  and  fat  frac- 
tions, and  the  diastatic  digestion  of  the  carbohydrates,  makes  Horlick’s 
particularly  easy  to  digest.  The  pleasant,  appetizing  taste  of  this  milk- 
cereal  food  is  enjoyed  by  all  ages.  Obtainable  at  drug  stores  everywhere. 


HORLICK’S  MALTED  MILK  CORPORATION 

RACINE,  WISCONSIN 
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" He  thought  he  couldn’t  afford  G-E . . 
until  I showed  him  our  new  100-ma.  unit 

relates  salesman  Leo  Sheldon 


>9 

* 


"He  wanted  power — chests  at  six  feet  in  a 
tenth  of  a second . He  wanted  diagnostic 
quality — the  kind  you  get  if  you  have  our 
DX  Tube  and  our  R-2  generator  and  con- 
trol. He  wanted  performance  — beauty — 
durability — long-time  economy.  In  short , 
he  wanted  G-E. 

"But  he  was  obliged  to  s-t-r-e-t-c-h  his  x-ray 
dollars  and  thought  he  couldn’t  afford  G-E 
— until  I showed  him  our  new  100-ma.  com- 
bination x-ray  unit , the  R-38. 

"Looks  happy  now,  doesn’t  he?” 

If  you  are  one  of  those  who  want  but  think 
you  can’t  afford  G-E,  investigate  the  R-38. 
Enjoy  the  diagnostic  quality  of  more  expen- 
sive equipment  at  a price  you  can  well  afford. 
Write  us  today  for  complete  information. 


Please  send  complete  information  about 
the  new  G-E  Model  R-38  Combination 
X-Ray  Unit. 


Name, 


Address 


GENERAL  fp  ELECTRIC 
X-RAY  CORPORATION 


2012  JACKSON  BLVD. 


CHICAGO,  ILL.,  U.  $.  A. 

CIS 
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Petrolagar*.  . . 


Petrol  agar  Laboratories, 


• Petrolagar  provides  bland  unabsorbable  fluid  to  augment 
the  moisture  in  the  stool  and  help  establish  a regular  com- 
fortable bowel  movement.  It  softens  hard,  dry  feces  and 
brings  about  a well-formed  yielding  mass  that  usually 
responds  to  normal  peristaltic  impulses.  By  keeping  the 
content  soft  and  moist,  Petrolagar  induces  easy,  comfortable 
bowel  movement  which  tends  to  encourage  the  development 
of  regular  Habit  Time. 


Suggested  dosage: 

Adults — Tablespoonful  morning  and  night  as  required. 
Children — Teaspoonful  once  or  twice  daily  as  required. 


* Petrolagai The  trademark  of  Petrolagar  Laboratories,  Inc., 

brand  emulsion  of  mineral  oil  . . . Liquid  petrolatum  65  cc. 
emulsified  with  0.4  gm.  agar  in  menstruum  to  make  100  cc. 


Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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Editorial 

Medicine  on  the  Air 


During  the  One  Hundred  and  Thirty- 
fifth  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  in 
Buffalo,  radio  played  a significant  part. 
Cooperating  wholeheartedly  in  a program 
of  regional  education,  radio  stations 
WKBW,  WBNY,  WBER,  and  WBEN 
gave  freely  of  their  time  and  extensive 
facilities.  The  Committee  on  Radio  of 
the  Erie  County  Medical  Society  had 
organized  and  carried  out  a varied  pro- 
gram of  radio  talks  on  matters  of  scientific 
and  general  interest,  including  a public 
forum  meeting  on  Wednesday,  April  30, 
with  the  following  addresses:  “The  Doctor 
at  War,”  by  Dr.  Nathan  B.  Van  Etten, 
president  of  the  American  Medical 
Association,  and  “How  to  Live  Longer,” 
by  Dr.  James  M.  Flynn,  president  of  the 
Medical  Society  of  the  State  of  New 
York,  and  was  concluded  with  the  forum 
“How’s  Your  Health,”  in  which  questions 
from  the  audience  of  five  hundred  people 


were  discussed  and  answered  by  members 
of  a panel  of  eleven  physicians  of 
Buffalo. 

WBEN,  the  Buffalo  NBC  station,  re- 
broadcast by  transcription  on  successive 
Sundays  from  4 : 00  to  4 : 30  p.m.  the  State 
Society’s  program,  “Doctors  for  Defense,” 
originally  broadcast  by  WMCA,  New 
York  City.  Altogether,  Buffalo  radio 
stations  devoted  two  hours  and  fifty 
minutes  to  this  program  which  the  Radio 
Committee  of  the  Erie  County  Medical 
Society  adapted  successfully  and  skill- 
fully to  the  exacting  demands  of  radio 
technic. 

The  Medical  Society  of  the  State  of 
New  York  can  well  be  proud  of  such  a 
demonstration  of  well-organized  radio 
coverage  of  the  meeting  and  is  deeply 
appreciative  of  the  courtesy  of  NBC’s 
station  WBEN  for  its  generous  donation 
of  time  for  the  rebroadcast  of  “Doctors 
for  Defense.” 


A Good  Veto 


Again  the  medical  profession  and  the 
people  of  the  State  of  New  York  have 
reason  to  applaud  the  good  sense  and 
sound  judgment  of  Governor  Herbert  H. 
Lehman  for  his  veto  of  Mr.  Quinn’s  bill, 
Assembly  Int.  167. 

This  bill  was  “An  act  to  amend  the 
civil  practice  act,  in  relation  to  permitting 
disclosure  by  physicians  and  nurses  of 


professional  information  in  certain  cases.” 
The  bill  would  allow  doctors  and  nurses  to 
disclose  confidential  information  obtained 
in  their  professional  capacities  to  any 
state  or  local  investigating  committee. 

In  spite  of  the  expressed  disapproval  of 
the  Medical  Society  of  the  State  of  New 
York  and  the  Medical  Society  of  the 
County  of  New  York,  and  under  protest 
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of  the  Committee  on  Legislation  of  the 
Bar  Association  of  the  City  of  New  York, 
the  bill  passed  both  houses  of  the  Legisla- 
ture. There  was  never  any  uncertainty 
or  division  of  opinion  on  the  part  of  medi- 
cal men  of  this  state  on  the  harmfulness 
of  this  measure.  The  Committee  on 
Legislation  of  the  Medical  Society  of  the 
County  of  New  York,  as  well  as  the  Co- 
ordinating Council  of  the  five  county 
medical  societies  of  Greater  New  York, 
have  gone  on  record  as  disapproving  the 
bill,  and  the  Legislature  was  well  aware 
of  this  attitude  of  the  medical  men  of  the 
state. 

In  spite  of  this  information  and  knowl- 
edge, the  bill  was  passed.  Why?  There 
are  always  reasons  for  actions.  They  do 
not  simply  occur.  Perhaps  in  this  case 
the  Legislature  passed  the  bill  feeling  that 
the  Governor  would  veto  it.  Why  then 
pass  it?  As  a gesture  of  good  will  to  some 
pressure  group?  Politics  makes  strange 
bedfellows!  Who  was  in  bed  with  the 
boys  this  time?  Not  the  Bar  Association 
or  the  Medical  Society  of  the  State  of 
New  York!  Well,  then,  what  group  might 
possibly  desire  “ legislative  investigation 
by  the  State  or  a political  subdivision 
thereof”?  Could  it  be  the  state  medicine 
men  who  sleep  with  their  boots  on;  the 
horny,  hairy  socializers  who  would  wel- 
come such  a weapon  as  the  “legislative 

The  Deeper 


investigation”  for  their  state-control  blitz- 
krieg since  the  Sullivan  law  denies  them 
the  more  usual  armament  of  the  snipers 
and  fingermen? 

We  ask  the  people  of  the  State  of  New 
York  why  the  Legislature,  judging  from 
its  actions,  desires  to  parade  the  people’s 
confidential  disclosures  to  their  physi- 
cians, their  pitiful  frailties  and  human 
failings  across  the  thumb-marked  pages 
of  legislative  investigations?  Is  this  a de- 
cent respect  for  the  constituencies  which 
elected  them?  We  ask  the  people  to  think 
about  these  actions.  To  think  about 
them  in  the  light  of  what  might  be  ex- 
pected under  a system  of  compulsory 
“health”  insurance,  the  very  name  of 
which  is  a political  deception,  an  expen- 
sive vote-catching  subterfuge,  the  real 
nature  of  which  is  a sickness  tax.  Think 
about  this,  wage-earner,  you  who  toil 
by  the  sweat  of  your  brow,  you  the 
people. 

After  you  have  considered,  join  with  the 
medical  profession  of  the  State  of  New 
York  in  praise  of  the  courage  and  honesty 
of  Governor  Lehman  who  has  used  the 
veto  power  again  in  behalf  of  the  preserva- 
tion of  the  individual  rights  of  the  people, 
rights  contemptuously  trodden  under  foot 
by  the  Legislature  when  it  passed  the 
Quinn  bill  as  its  last  full  measure  of  devo- 
tion to  state  socialism. 

ng  Shadows 


“In  the  shadows  that  are  deepening 
over  Europe,  the  lights  of  learning  are 
fading  one  by  one.  The  conception  of 
knowledge  as  an  international  responsi- 
bility has  vanished.  The  free  flow  of  ideas 
across  boundary  lines  between  labora- 
tories and  universities  has  dried  up. 
Everywhere  the  exigencies  of  the  war 
have  erased  the  possibility  of  intellectual 
and  cultural  life  as  that  term  was  under- 
stood a few  years  ago 

“For  an  organization  like  the  Rocke- 
feller Foundation.  ...  to  sit  by  and  watch 
the  disappearance  or  decadence  or,  worse, 
the  perversion  of  institutions  of  learning 
which  in  earlier  and  better  years  we  were 


privileged  to  assist  is  not  an  easy  assign- 
ment. . . . these  institutions  gave  high 
promise  in  public  health,  in  medicine, 
and  in  the  natural  and  social  sciences  .... 

in  a world  in  which  thought  was  free 

“Even  more  difficult  is  it  to  see  the 
brilliant  men  with  whose  work  we  were 
associated  ....  now  driven  from  the  posts 
for  which  they  were  trained,  debarred 
from  their  laboratories,  some  of  them 
fugitives,  some  in  concentration  camps, 
many  of  them  separated  from  their  fami- 
lies or  lost  in  foreign  countries  where  they 
sought  haven.  To  these  scholars  scattered 
in  many  lands,  whose  lives  are  now  a 
sacrificial  testimony  to  the  principle  of 
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intellectual  freedom,  we  in  this  protected 
hemisphere  pay  tribute  of  admiration  and 
homage 

“It  is  no  longer  possible  to  make  pay- 
ments on  appropriations  for  work  in  the 
occupied  areas  of  Europe:  Norway,  Bel- 
gium, Holland,  Denmark,  France,  Rou- 
mania — the  projects  which  were  being 
supported  in  these  countries  in  medical 
research  and  in  the  natural  and  social 

sciences  cannot  now  be  assisted 

January,  1941,  finds  a large  number  of 
universities  and  institutes  closed  and 
many  others  working  under  conditions 

scarcely  tolerable Allowed  at  first 

to  continue  with  their  work,  their  teach- 
ing and  student  activities  were  closely 
supervised The  supervision  in- 

volved an  attempt  to  enforce  a “cultural 
program”  similar  to  that  imposed  by  the 
Nazis  on  German  institutions.  Where 
this  attempt  was  resisted,  as  it  frequently 
was,  the  measures  of  repression  adopted 
by  the  occupying  authorities  included  the 
closing  of  the  institutions,  sending  facul- 
ties to  concentration  camps,  and  even 
breaking  up  student  demonstrations  with 
machine  guns  and  tanks 

“The  condition  of  university  life  and 
standards  on  the  Continent  is  now  little 
short  of  appalling.  Due  to  flight,  im- 
prisonment, or  disappearance  the  number 
of  professors  in  institutions  has  been  re- 
duced by  at  least  50  per  cent Pro- 

fessors residing  in  German-occupied  ter- 


ritory who  were  known  to  be  anti-Nazi 
have  been  taken  to  concentration  camps 

or  have  disappeared Similarly.  . . . 

in  Lithuania,  Latvia,  and  Estonia.  . . . the 
process  of  converting  the  universities  into 
Soviet  institutions  has  proceeded  rapidly. 
More  than  half  the  professors  have  been 
removed  from  their  positions,  and  many 
of  them  have  been  imprisoned  or  have 
disappeared 

“Over  the  Continental  universities 
hangs  the  pall  of  uncertainty  and  fear. 
The  contact  with  contemporary  life  has 
been  abruptly  broken  ....  when  the  Ger- 
man Minister  of  Justice  tells  the  Associa- 
tion of  University  Professors  that  the  old 
ideal  of  objectivity  was  nonsense  and  that 
‘today  the  German  university  professor 
must  ask  himself  one  question : Does  my 
scientific  work  serve  the  welfare  of  Na- 
tional Socialism?’  He  is  voicing  a doctrine 
which  if  broadly  applied  spells  the  end  of 
Western  scientific  thought 

“ It  is  only  in  an  atmosphere  of  freedom 
that  the  lamp  of  science  and  learning  can 
be  kept  alight.  In  all  the  history  of  the 
race  knowledge  has  never  flowered  in  a 
subject  people.  It  is  only  free  men  who 
dare  to  think ” 

Thus,  does  Dr.  Raymond  B.  Fosdick  of 
the  Rockefeller  Institute  picture  the  fate 
of  European  universities  under  the  im- 
pact of  National  Socialism,  under  a panzer 
pandect,  in  the  shadow  of  the  mailed  fist. 
Today,  Europe;  tomorrow ? 


Medical  Libraries  of  New  York  State 


“Beware,”  said  some  ancient  sage,  “of 
the  man  who  reads  only  one  book:”  We 
are  not  aware  that  he  made  any  pro- 
nouncement concerning  the  man  who 
reads  no  books  at  all,  but  of  the  two  we 
would  prefer  the  ignoramus  to  the 
bigot. 

Happily  in  the  State  of  New  York  the 
number  and  distribution  of  medical  li- 
braries is  well  and  clearly  shown  in  the 
article  published  in  this  issue  of  the 
Journal  on  page  1098  by  Florence  A. 
Cooksley,  M.A.,  of  Rochester.  We  do  not 
know  of  any  previous  study  of  medical 


libraries  of  the  state  which  shows  their 
distribution  and  the  character  of  the 
services  rendered  on  so  comprehensive  a 
scale  as  this  one  which  it  is  our  privilege 
to  bring  to  the  attention  of  physicians. 
Mrs.  Cooksley  has  rendered  a most  com- 
mendable service  to  those  who,  we  hope, 
do  not  confine  their  reading  solely  to  the 
semimonthly  pages  of  this  Journal. 

No  one  in  the  state  can  complain  that 
adequate  medical  library  service  is  denied 
him.  We  hope  that  every  member  of  the 
Medical  Society  of  the  State  of  New  York 
will  read  Mrs.  Cooksley ’s  article  care- 
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fully.  Table  1 affords  a rapid  and  ac- 
curate means  of  finding  at  once  what 
libraries  and  services  are  at  hand  in  any 
locality  in  the  state  as  well  as  other  data 
relative  to  use,  support,  and  lending 

“The  Lady  or 

We  are  advised  by  Mr.  Walter  D. 
Shackleton,  chief  of  the  Bureau  of  Public 
Information  of  the  New  York  City  office 
of  the  Selective  Service,  that  stark  tragedy 
after  the  pattern  laid  down  by  the  late 
Frank  Stockton  walks  with  grim  and 
fearful  tread  in  the  wake  of  the  draft. 
He  cites  the  following  letter: 

“ Local  Board  Chief:  I am  secretly 

married  because  my  mother-in-law  hates 
me.  I have  been  classified  as  1-A,  and 
have  a very  low  order  number.  If  I 


privileges.  The  editors  of  the  Journal 
are  pleased  to  be  able  to  present  this 
exhaustive  study  for  the  use  and  con- 
venience of  the  students  of  medicine  in 
the  state. 

the  Tiger?” 

keep  my  marriage  secret  I will  have  to  go 
to  camp.  If  I announce  my  marriage  I 
will  have  the  old  lady  after  me.  What  do 
you  advise?” 

What,  indeed?  We  feel  that  the  medi- 
cal profession,  faced  with  this  human 
dilemma,  could  well  afford  to  brush  up  on 
its  Greek  tragedies  and  don  the  mask  of  a 
deus  ex  machine  age.  Knowing  the  facts 
of  the  matter,  let  the  local  draft  board 
physicians  do  their  good  deed  and  pass 
him — quickly,  secret  marriage  and  all — 
into  the  mills  of  the  gods. 


History  of  Medicine 


This  year  for  the  first  time  a new  and 
important  session  was  added  to  the  scien- 
tific program  of  the  Annual  Meeting,  a 
session  on  the  history  of  medicine  in  the 
state. 

The  State  of  New  York  has  played  a 
notable  part  since  colonial  days  in  the 
history  and  development  of  the  science 
and  practice  of  medicine,  both  civil  and 
military.  It  is  fitting  that  this  story 
should  be  chronicled  and  discussed  at  our 
meetings  and  that  those  physicians  who 
are  interested  students  should  be  afforded 
the  opportunity  to  present  their  work. 

In  this  connection,  may  we  suggest  and 
stress  the  great  opportunity  that  exists 
in  nearly  every  community  to  utilize  the 
meetings  of  the  local  historical  societies 
to  present  to  the  public  the  story  of 


medicine  both  ancient  and  modern. 
County  medical  societies  could  well  af- 
ford to  follow  the  example  of  the  State 
Society  by  organizing  sections  on  the 
history  of  medicine.  Material  collected 
by  these  sections  could  be  made  readily 
available  to  speakers  for  use  in  the  various 
community  meetings  of  the  historical 
societies.  We  hope  that  this  will  be  done, 
not  only  because  of  the  opportunity  it 
would  afford  physicians  to  better  them- 
selves as  public  speakers  but  also  be- 
cause it  would  open  one  more  channel  of 
direct  communication  between  medicine 
and  the  public.  Such  direct  channels,  we 
opine,  will  be  an  increasing  necessity  as 
the  broad  and  sinister  wedge  of  govern- 
ment is  driven  more  deeply  between  the 
physician  and  his  patients. 


Round  Table — Preparing  the  Disabled  Worker  for 

Re-employment 

THE  ROLE  OF  PHYSICAL  THERAPY  IN  THE  EARLY 
TREATMENT  OF  THE  INJURED  WORKMAN 

Madge  C.  L.  McGuinness,  M.D.,  New  York  City 


EEHABILITATION  would  be  unneces- 
- sary  in  the  majority  of  cases  if  we  were 
all  endowed  with  ordinary  common  sense 
and  had  enough  to  eat.  One  might  say 
common  sense  alone  is  necessary,  for,  granting 
this,  one  would  pick  a liberty-loving,  intel- 
ligent, properly  fed  ancestry  and  all  else 
would  be  added  thereto.  Lack  of  employ- 
ment means  poverty,  which  causes  hunger  and 
fatigue,  begets  disease,  and  creates  fear, 
worry,  and  instability — mental,  moral,  and 
physical.  Lack  of  marked  intelligence  coupled 
with  lack  of  proper  education,  clumsiness, 
carelessness,  and  fatigue,  physical  and  mental, 
cause  more  than  90  per  cent  of  the  injuries 
requiring  rehabilitation. 

Prevention  and  carefulness  have  been  the 
outgrowth  of  the  task  of  rehabilitation,  so 
there  is  some  hope  for  the  future — especially 
in  industry,  where  safety  devices  and  pre- 
cautions of  all  kinds  are  now  commonplaces 
rather  than  exceptions  as  formerly.  Em- 
ployees, as  well  as  employers,  are  learning  the 
hard  lesson.  The  greater  number  of  injuries 
are  still  in  the  home,  and  these  accidents  are 
almost  invariably  due  to  the  victim’s  own 
clumsiness,  carelessness,  or  both,  as  oft- 
repeated  statistics  show. 

Therefore,  we  will  avoid  rehabilitation  in 
the  future  by  having  healthy  mothers  and 
fathers  having  healthy  and  intelligent  chil- 
dren with  fewer  queer  brain  waves  who,  in- 
stead of  being  spoiled  as  at  present,  will  be 
properly  trained  to  take  care  of  themselves. 

Physical  and  mental  fitness  will  be  the 
great  desideratum,  and  the  nervous,  the  weak, 
the  ill,  and  the  unfit  will  be  a gradually  dimin- 
ishing minority  being  rapidly  rehabilitated  or 
liquidated  by  nature  in  her  own  good  time  and 
way. 

Stress  will  be  laid  upon  industrial  rehabilita- 
tion in  this  session,  since  that  is  what  con- 
cerns a number  of  us  today.  Millions  are 
spent  yearly  on  these  cases,  especially  in  the 


so-called  “compromise”  cases  that  are  non- 
scheduled  cases  dragging  out  for  months  and 
years  and  eventually  being  settled  to  no  one’s 
satisfaction — the  patient  thinks  he  didn’t  get 
enough,  and  the  carriers  are  sure  he  got  too 
much;  they  also  resent  the  hospital  and 
medical  bills,  as  well  as  the  compensation. 
The  medical  bills  are  certainly  not  excessive 
if  good  work  is  done.  Physicians  are  put  to 
all  sorts  of  annoyances  from  excessive  tabula- 
tions to  wasting  time  before  arbitration  boards 
where  the  arbitration  may  be  quite  unsatis- 
factory. Recovery  is  frequently  retarded  be- 
cause adequate  active  treatment  is  not  begun 
soon  enough,  and  the  patient  is  too  frequently 
left  to  his  own  devices  to  think  unduly  of  him- 
self and  his  ailments  to  no  good  end. 

There  is  also  another  angle — if  the  carriers 
limit  remuneration  for  the  surgeon,  how  can 
he  call  in  the  specialist  in  physical  therapy? 
For  a bad  Colies’s  fracture  $65  is  certainly  in- 
sufficient for  the  skilled  and  busy  surgeon,  for 
he  cannot  possibly  give  the  time  and  attention 
to  working  with  the  patient  that  the  physical 
therapeutist  has  to  give.  There  really  should 
be  something  done  to  raise  these  subminima] 
fees.  At  the  arbitration  of  1 case  of  strep- 
tococcic infection  of  the  hand  of  a boy  18 
years  old,  where  there  was  continuous  daily 
supervision  and  treatment  hourly  for  more 
than  a month,  the  extremely  modest  bill  of 
$75  was  cut  to  $23!  On  another  occasion, 
two  other  physicians  did  not  even  know  we 
had  specialists  doing  this  work.  They  asked, 
“Why  didn’t  the  surgeon  do  this  work  him- 
self? Why  didn’t  the  intern  do  it?  Why  did 
you  have  to  have  a specialist  do  it?”  At  that 
time  there  were  scores  of  extremely  ill  patients 
in  the  wards,  and  surgeons  and  interns  were 
run  ragged  with  the  amount  of  regular  sur- 
gical work. 

The  question  is : Why  were  these  two  non- 
surgical  physicians  sitting  in  judgment  on  a 
case  that  was  only  saved  from  amputation 
and  possibly  death  by  the  combined  attention 
of  several  surgeons,  interns,  physical  therapy 
physicians,  nurses,  and  technicians?  But 
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since  they  do  sit  on  arbitration  boards,  they 
should  be  educated  to  what  skillful  surgery 
means  and  entails.  “The  laborer  is  worthy 
of  his  hire,”  but  that  hire  may  be  totally  un- 
worthy of  the  laborer.  The  insurance  com- 
pany says  it  is  the  county  medical  society  that 
fixes  the  fees,  and  the  county  medical  society 
says  it  is  all  the  insurance  company  will  give. 
Between  these  two  points  of  view,  the  surgeons 
and  physicians  suffer,  but  they  will,  as  usual, 
go  on  giving  of  their  best. 

Rehabilitation 

Physical  therapy  and  rehabilitation  should 
be  almost  synonymous — at  least  one  should 
always  be  thought  of  when  the  other  is  men- 
tioned— since  physical  therapy  can  be  such 
a useful  adjunct  to  medicine  and  surgery  in 
so  many  instances.  The  industrial  surgeon, 
as  a rule,  quickly  sees  the  advantage  to  be 
gained  by  employing  this  adjuvant  as  early 
as  is  compatible  and  is  thus  spared  many 
failures,  mental  and  moral  as  well  as  physical, 
when  there  issues  forth  the  complaint  of  the 
majority  of  traumatic  cases,  “they  just  let 
me  lie  there  and  didn’t  do  a thing  for  me.” 

In  many  conditions  an  injured  person  is  a 
person  with  a grievance.  He  is  sure  his 
“case  is  not  well  understood;  he  is  really 
sicker  than  the  doctors  realize;  what  can  a 
young  doctor  know  of  his  case;  and  how  can 
the  older  doctor,  who  sees  him  only  a few 
minutes  during  rounds,  realize  his  condition?” 
If  he  is  employed  and  anxious  to  get  back  to 
his  job,  time  hangs  heavily  upon  his  hands, 
and  so  he  has  plenty  of  time  to  worry  about 
his  family,  the  future,  the  result  of  his  injury, 
his  ability  to  work,  and  especially  whether 
or  not  his  job  will  be  awaiting  his  return.  If 
it  is  a compensation  case,  while  some  of  the 
worry  is  relieved,  the  amount  paid  is  usually 
insufficient  to  support  himself  or  family,  and 
debts  are  gradually  piling  up  to  be  paid 
months  or  even  years  later.  Then,  if  the 
injury  is  severe,  he  may  be  unable  to  return 
to  his  old  job  and  what  is  to  become  of  him 
and  his  family?  To  those  of  us  dealing  with 
traumatic  cases  this  is  the  great  concern — how 
can  we  return  these  cases  to  industry — any 
industry — quickly  and  economically? 

To  a person  of  normal  constitution,  who 
is,  therefore,  usually  normal  mentally  as  well, 
reaction  to  treatment  is  quick  and  decided. 
He  responds,  is  anxious  to  get  well,  puts  his 
mind  to  work  on  the  future  and,  if  he  cannot 
resume  the  work  to  which  he  is  accustomed, 
will  endeavor  to  find  another  occupation  that 
promises  to  remunerate  him.  In  this  class 


usually  are  the  mental  workers  or  the  highly 
skilled  mechanical  workers  who  have  re- 
sources within  themselves.  However,  there 
are  numbers  of  workers  who  may  be  skilled 
in  one  particular  line  but  whose  education  is 
far  from  extensive  and  who,  if  they  lose  their 
jobs,  are  a total  loss — mentally,  morally,  and 
physically — unless  someone  is  able  to  inter- 
vene and  is  willing  to  rescue  them  from  the 
Slough  of  Despond  and  train  them  to  work 
before  the  iron  has  completely  entered  their 
souls. 

When  the  surgeon  is  making  a grand  job 
of  putting  the  broken  body  together,  he  is 
using,  pari  passu,  physical  therapy  to  keep 
the  organism  fit,  so  that  when  the  time  comes 
to  get  the  patient  on  his  feet  his  muscles  will 
have  their  tonus,  his  legs  will  carry  him, 
his  feet  will  be  his  own,  and  the  bed  won’t  feel 
so  welcome  after  fifteen  minutes’  absence 
from  it.  This  is  particularly  true  in  fractures 
and  dislocations  where  the  gentlest  heat, 
skilled  gentle  massage,  active  motion  of 
parts  distal  to  the  site  of  injury,  and  postural, 
respiratory  and  general  active  exercises  are 
begun  directly  following  reduction  and  im- 
mobilization. Teaching  the  patient  proper 
posture,  to  breathe  properly,  to  exercise  his 
uninjured  members,  to  move  about  within 
his  circumscribed  area,  to  move  his  fingers, 
to  make  a fist,  to  shrug  his  shoulders,  and 
to  contract  the  muscles  within  the  cast  or  ex- 
tension apparatus  in  injuries  of  the  upper 
extremity  will  go  far  to  prevent  the  adhesions, 
immobility,  stiffness,  pain,  and  marked  dis- 
ability that  frequently  ensue  when  the  ap- 
pliances are  off,  when  the  bones  have  knit, 
when  the  dislocation  stays  reduced,  and  when 
the  wounds  have  healed. 

This  is  especially  true  of  hand  and  wrist 
injuries  where  the  patient  easily  falls  into  the 
habit  of  doing  nothing  for  himself  intensively 
and  continuously.  While  gentle  heat  and 
massage  are  excellent  aids,  it  is  the  active 
exercise  of  body,  mind,  and  injured  member 
which  is  going  to  set  this  patient’s  feet  on  the 
road  to  a job.  Passive  motion  has  no  place, 
usually,  in  fractures.  When  done,  it  should 
be  the  special  concern  of  the  surgeon  or,  at  his 
behest,  the  physician  especially  trained  in 
this  particular  work.  The  latter  must  be 
absolutely  sure  of  his  physical  therapy  as- 
sistants to  delegate  so  delicate  a task  to  them. 
It  is  not  the  ordinary  technician’s  province. 
In  wounds  of  the  hand,  unless  motion  is 
begun  early,  the  result  is  usually  a foregone 
conclusion.  Sometimes  through  fear  of  pain, 
further  injury,  and  the  small  amount  of  com- 
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pensation,  the  patient  will  not  move  his 
fingers,  attempt  to  close  his  fist,  or  try  to  flex 
or  extend  the  wrist.  When,  after  months  of 
late  physical  therapy,  he  finally  does  try,  it  is 
too  late. 

These  are  the  cases  that  bring  discredit  upon 
physical  therapy.  It  has  been  given  too  late, 
the  patient’s  mind  as  well  as  his  hand  is  set, 
and  he  knows  he  has  been  hurt  more  than  any- 
one believed.  When  the  truth  is  borne  in 
upon  him  and  he  realizes  he  is  doomed  to 
pain  and  disability  and  that  he  is  no  longer  a 
skilled  worker  commanding  fair  wages,  he  is 
then  at  war  with  his  world  and,  sooner  or 
later,  he  becomes  a public  liability. 

In  injuries  of  the  lower  extremity  where 
longer  time  is  required  for  healing  and  bed 
rest  is  absolutely  essential,  active  exercise  is 
needed  more  than  ever  in  conjunction  with 
the  usual  measures  of  gentle  heat  and  massage. 
If  this  patient  is  to  stand  up  in  the  world  and 
tread  again  the  wage  earners’  path,  he  must 
be  in  good  general  and  local  condition,  his 
convalescence  must  be  shortened,  the  habit 
of  dependence  must  not  be  permitted  to  fasten 
upon  him,  and  he  must  learn  to  do  for  himself. 

It  is  a pity  that  every  hospital  is  not  en- 
dowed with  a department  of  occupational 
and  work  therapy  so  as  to  keep  alive  and  alert 
the  mental  and  physical  faculties  of  its  bed 
patients.  Were  this  possible,  there  would  be 
much  less  unemployability  at  such  an  enor- 
mous cost  as  we  now  have  and  there  would  be 
fewer  psychopaths  and  disgruntled  humans. 

Hydrotherapy,  especially  in  the  form  of 
hydromassage  given,  generally,  in  all  these 
cases  as  soon  as  possible,  goes  far  to  giving 
a sense  of  self-respect  and  well-being  such  as 
no  other  form  of  physical  therapy  can  create. 
The  patient  looks  forward  to  his  underwater 
massage  and  exercise  by  means  of  the  whirl- 
pool, and  he  develops  a desire  to  cooperate. 
If  heliotherapy  is  unavailable  because  of  in- 
clement weather,  properly  given  carbon-arc, 
radiant  light  and  heat  and  ultraviolet  will 
help  to  revive  drooping  spirits  and  prevent 
muscle  destruction.  But  occupation  is  needed 
as  well,  and  this  is  frequently  unobtainable. 
In  certain  cases  the  entire  ward,  office,  and 
clinic  have  been  set  by  the  ears  because  of  one 
restless,  disgruntled,  complaining  patient  who 
will  not  hesitate  to  make  himself  a nuisance 
because  of  lack  of  some  occupation  and  no 
resources  within  himself. 

There  comes  a time,  however,  when  surgery 
has  done  its  utmost,  when  physical  therapy 
can  help  no  further,  and  when  getting  the 
injured  worker  back  to  work  is  the  all-im- 


portant consideration.  This,  of  course,  is 
ever  present  in  the  mind  of  the  physician, 
hence  his  training  of  the  patient  to  do  those 
things  that  ordinarily  one  does  for  himself 
in  the  daily  routine  of  life.  But,  many  times, 
the  patient,  especially  if  a compensation  case, 
is  out  of  the  habit  of  work — he  knows  too  much 
about  his  case,  his  symptoms,  his  supposed 
disability — he  fears  to  face  the  future.  His 
injury  has  given  rise  to  a neurosis.  In  the 
ordinary  course  of  events  he  will  remain 
idle  until  his  case  is  settled  after  months  or 
years  of  discussion  and  wrangling  between 
carriers  and  physicians,  and  then  he  will  spend 
his  substance  within  a few  months  or  per- 
haps it  may  last  a year  or  more.  When  it  is 
gone,  he  is  exactly  where  he  was  when  dis- 
charged from  the  hospital  as  far  as  work  is 
concerned — he  is  100  per  cent  unemployable. 

To  get  his  “pain  and  disability”  out  of  his 
brain  is  the  great  problem,  and  herein  lies  the 
most  important  part  of  rehabilitation — that 
of  vocational  guidance.  This  neurotic  must 
learn  again  to  use  his  muscles,  actively,  force- 
fully, with  purpose;  tools  must  be  put  into 
his  hands  and  he  must  be  shown  how  to  use 
them.  His  teachers  must  be  trained,  skillful, 
patient,  directing,  guiding,  stimulating,  and 
encouraging.  If  there  is  such  a group  in  your 
city,  find  it  and  direct  your  cases  to  it.  If 
there  is  none,  set  about  creating  one. 

The  American  Rehabilitation  Committee 
was  founded  in  1920  after  the  First  World 
War.  New  York  State  has  a district  direc- 
tor of  the  Rehabilitation  Division,  New  York 
State  Education  Department,  Frederic  G. 
Elton,  who  conceived  the  idea  of  a Rehabilita- 
tion Clinic — a nonprofit  organization.  It  is  a 
work  clinic  where  the  disabled  worker  is 
checked  up  as  to  his  capacity  and  ability  and 
mental  and  physical  fitness  and  where  he  is 
salvaged  from  the  “dump,”  often  in  spite  of 
himself,  and  remade  into  a useful  citizen 
through  carefully  planned  and  constructive 
activities  leading  eventually  to  employability. 
The  workshop  has  devices  such  as  are  re- 
quired in  the  various  trades,  and  these  call 
for  active  physical  and  mental  exercises  on 
the  part  of  the  worker,  whose  interest  is 
awakened  and  stimulated  by  seeing  an  object 
take  form  under  his  very  eyes — the  work  of 
his  own  brain  and  hand.  Frequently,  un- 
discovered abilities  come  to  light  and  point 
the  way  for  better  opportunities  and  re- 
muneration. 

It  is  the  carrier’s  responsibility  to  see  that 
the  workman  has  no  difficulty  financially 
when  the  surgeon  asks  for  work  therapy. 
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There  will  be  greater  dividends  in  many  ways 
from  this  policy  than  from  the  present  one  of 
get  as  much,  give  as  little,  as  possible.  Then 
patient,  surgeon,  physician,  and  carrier  will 
work  harmoniously  to  the  best  advantage  of 
the  injured  person,  and  there  will  be  fewer 
grievances  all  round. 

Summary 

See  that  the  workman  fits  his  job  to  prevent 
trouble. 

Keep  up  standards  of  fitness. 

Treat  the  injured  patient  early  for  best 
effect.  Late  “intensive  physical  therapy” 
may  be  too  late.  Stress  self-help.  Physical 


therapy  given  early  means  early  to  work. 
Posture,  active  exercises,  various  modalities 
of  physical  therapy  are  essential  to  shorten 
convalescence.  Occupational  therapy  helps. 
Work  therapy  is  needed  in  certain  cases,  and 
it  is  cheaper  for  carriers  to  take  this  into  ac- 
count than  to  have  these  people  eventually  go 
on  relief.  The  surgeon  who  institutes  physical 
therapy  early  is  more  likely  to  have  his 
patient  return  to  work  in  good  condition. 
The  physical  therapy  physician  can  materially 
shorten  the  convalescence  and  stress  an  early 
return  to  work.  In  this  way  there  will  be 
fewer  workers  on  relief,  fewer  misfits,  and 
fewer  grouches  with  grievances. 


THE  EARLY  USE  OF  PHYSICAL  THERAPY  IN  THE  TREATMENT 
OF  INJURY 

Its  Role  in  Minimizing  the  Need  for  Late  Rehabilitation  Measures 

Clay  Ray  Murray,  M.D.,  F.A.C.S.,  New  York  City 


THE  trite  but  true  saw  that  an  ounce  of 
prevention  is  worth  a pound  of  cure  is 
particularly  applicable  to  the  problem  of 
minimizing  residual  disability  following  in- 
jury. This  paper,  in  discussing  the  role  of 
physical  therapy  methods  in  dealing  with  the 
problem,  is  essentially  a justification  of,  and 
a plea  for,  the  intelligent  early  use  of  these 
methods. 

It  is  rather  perplexing  to  hear  frequent  dis- 
paragement of  the  early  use  of  physical  ther- 
apy in  the  treatment  of  injury  by  those  who 
nevertheless  depend  upon  it  implicitly  in  the 
late  rehabilitation  of  the  patient,  often  going 
so  far  as  to  depend  on  it  exclusively.  It  is, 
in  fact,  impossible  to  explain  any  such  point 
of  view  on  a logical  or  physiologic  basis.  The 
very  effects  that  are  cited  as  proof  of  the  value 
of  physical  therapy  in  late  rehabilitation  may, 
if  exhibited  during  the  first  two  to  three  weeks 
after  injury,  make  those  rehabilitation  meas- 
ures largely  unnecessary.  And  this  logically 
has  to  be  so,  unless  our  conception  of  the 
pathologic  process  that  follows  injury  is  en- 
tirely wrong  or  unless  the  physiologic  effects 
credited  to  physical  therapy  measures  cannot 
be  elicited  until  the  inflammation  and  repair 
process  is  completed.  Neither  one  of  these 
alternatives  is  tenable.  The  position  that 
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physical  therapy  is  of  little  or  no  value  in  the 
treatment  of  injury  is  a distinctly  tenable  one 
if  based  on  a supported  denial  of  the  physio- 
logic effects  commonly  attributed  to  the 
methods.  But  to  maintain  that  it  is  effective 
if  used  late  but  useless  if  used  early  comes 
close  to  being  ridiculous. 

Before  attempting  to  discuss  the  use  of 
physical  therapy  in  trauma,  let  us  understand 
the  primary  pathologic  process  that  leads  to 
residual  disability.  The  violence  of  trauma 
induces  a variable  amount  of  cellular  death 
and  devitalization,  with  a variable  degree  of 
damage  to  capillaries  and  lymphatic  channels. 
The  breakdown  of  dead  and  devitalized  tissue 
produces  chemical  irritants  inducing  a so- 
called  inflammatory  reaction.  If  actual  hem- 
orrhage into  the  tissues  occurs,  the  inflamma- 
tory reaction  is  increased  in  severity  by  the 
chemical  irritation  of  broken-down  blood 
constituents.  Unless  massive  tissue  death 
has  shut  off  all  circulation,  the  process  of  in- 
flammation is  initiated  by  increased  vascu- 
larity of  the  part,  dilatation  of  the  smaller 
vessels  and  by  inflammatory  exudation  into 
the  part.  This  leads  to  heat,  redness,  swell- 
ing, and  pain  from  tension — characteristic 
symptoms.  With  increasing  tension  plus  the 
primary  damage  done  to  capillaries  and  lym- 
phatics, blocking  of  the  minute  circulation 
occurs,  with  fluid  transudate  adding  to  the 
story  of  tissue  tension.  Indeed,  this  increasing 
tension  may  go  on  to  complete  local  circula- 
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tory  block  and  tissue  death  from  this  cause, 
as  is  often  the  case  in  the  more  intensely 
violent  types  of  inflammation,  such  as  burns, 
for  example.  Rapid  clotting  of  the  extrava- 
sated  blood  and  inflammatory  exudate  occurs. 
Large  portions  of  the  blood  and  exudate, 
together  with  the  irritating  products  of  tissue 
death,  should  normally  be  carried  off  by  the 
lymphatic  and  capillary  circulations. 

If  by  reason  of  tension  and  damage  this 
minute  circulation  is  blocked,  then  the  fibrin 
network  is  larger  and  denser  than  it  should  be. 
And  conversely,  the  more  efficient  that  minute 
circulation,  the  less  dense  and  inclusive  will 
the  fibrin  network  be.  Moreover,  the  fibrin 
itself  can  be  digested  and  carried  off  so  long  as 
it  is  fibrin.  But  within  a few  hours  fibroblasts 
begin  to  grow  out  along  the  fibrin  strands, 
initiating  the  repair  process.  At  seventy- 
two  hours  a considerable  fibroblastic  growth 
can  be  demonstrated  following  any  trauma 
with  tissue  death  and  extravasation  into  the 
tissues.  Within  a relatively  few  days  the  re- 
movable fibrin  is  represented  by  the  irremov- 
able collagen  of  new  connective  tissue.  It  is 
the  new-formed  and  often  excessive  connec- 
tive tissue  that  leads  to  thickening  and  loss 
of  elasticity  in  mesotenon  and  paratenon;  to 
fibrosis  and  loss  of  power  and  elasticity  in 
muscles,  fasciae,  and  ligaments;  to  fibrosis 
and  pressure  in  and  about  nerves;  and  to  pro- 
longed obstruction  of  the  minute  circulations 
by,  in  effect,  a broad,  connective  tissue  tour- 
niquet. 

It  is  obvious  that  any  treatment  that  will 
increase  the  rate  of  flow  in  the  minute  cap- 
illary and  lymphatic  circulation  of  the  part 
will,  if  applied  during  the  stage  of  inflamma- 
tion and  repair,  eliminate  hemorrhage,  exu- 
date, fibrin,  and  edema  with  a rapidity  and 
in  an  amount  roughly  proportionate  to  the 
degree  of  efficiency  of  the  minute  circulations 
attained.  It  is  not  only  obvious  but  it  is 
clinically  true.  If  applied  early,  such  meas- 
ures will  eliminate  in  varying  degree  the 
pathologic  conditions  that  lead  to  the  dis- 
abilities requiring  rehabilitation. 

There  is  not  enough  definite  information 
available  as  to  the  total  physiologic  effects  of 
the  various  so-called  modalities  of  physical 
therapy.  There  is  still  too  much  vague  and 
indefinite  quasi  information  cited  in  support 
of  hoped-for  physiologic  effects.  There  are 
still  those  who  are  sure  that  the  production  of 
increased  redness  and  heat  in  a part  is  evi- 
dence of  increased  circulatory  efficiency  there- 
in, whereas  intense  engorgement  with  de- 
crease in  circulatory  efficiency  as  measured 


by  rate  of  flow  through  the  part  is  frequently 
the  explanation.  I have  no  intention  of  dis- 
cussing the  supposed  actions  of  the  various 
modalities  of  physical  therapy.  Speaking  as 
a surgeon,  I can  safely  state  that  any  measure 
that  will  soften  or  eliminate  induration,  di- 
minish swelling,  and  lessen  the  redness  and  heat 
of  the  part  during  the  early  inflammatory  re- 
action after  trauma  is  insurance  against  the 
need  for  late  rehabilitation  measures.  From 
my  own  experience  and  that  of  others  over  a 
good  many  years,  I have  been  convinced  that 
elevation,  gentle  stroking,  sedative  massage, 
low-degree  heat  for  'prolonged  periods,  guided 
and  resisted  active  exercise  when  it  can  be  ac- 
complished without  pain,  and  muscle  activity 
by  electrical  stimulation  providing  rhythmic, 
slow,  alternating  muscle  contractions  and 
relaxations  without  either  spasm  or  pain  will 
produce  the  effects  cited  above.  Likewise, 
heavy  massage  causing  discomfort,  intense 
heat  for  short  periods,  active  exercise  result- 
ing in  pain  or  spasm,  and  electrical  stimula- 
tion giving  muscle  spasm  or  pain  result  in 
aggravation  of  the  conditions  for  the  relief  of 
which  they  are  given.  Regarding  diathermy, 
for  the  moment  merely  as  a method  of  apply- 
ing heat,  high  milliamperages  for  short  periods 
of  time  belong  in  the  latter  group  and  low 
milliamparages  for  prolonged  periods  of  time 
belong  in  the  beneficial  group.  Therapeutic 
lamps  giving  intense  heat  for  short  periods 
of  time  do  not  help,  while  the  low  heat  of  two 
or  three  ordinary  light  bulbs  inside  a blanket 
tent  over  a period  of  hours  is  a definite  benefit. 

It  is  particularly  in  fracture  cases  that  this 
early  use  of  physical  therapy  is  deprecated, 
yet  it  is  in  these  cases  that  it  is  particularly 
valuable.  True  enough,  its  early  use  in  these 
cases  necessitates  the  employment  of  methods 
for  treating  the  fracture  which  will  allow 
ready  access  to  the  part  for  the  use  of  physical 
therapy,  and  these  methods  are  sometimes 
more  difficult  to  carry  out  than  other  simpler 
methods  that  bar  ready  access  to  the  affected 
regions.  If  for  any  reason  it  is  not  possible 
to  treat  the  fracture  in  a manner  that  will 
allow  the  use  of  early  physical  therapy,  it  ob- 
viously cannot  be  used.  But  this  is  surely  no 
argument  against  the  value  of  its  early  use. 
Nor  is  the  final  result  alone  the  criterion 
whereby  its  value  is  to  be  determined.  In 
the  treatment  of  all  injury,  more  particularly 
in  industrial  cases,  the  time  taken  to  get  an 
end  result  is  of  an  importance  almost  as  great 
as  the  result  obtained.  This  fact  cannot  be 
too  heavily  stressed.  And  it  is  in  the  shorten- 
ing of  convalescence  time  by  material  reduc- 
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tion  of  the  late  rehabilitation  period  that  the 
early  use  of  physical  therapy  exhibits  its 
greatest  usefulness. 

Let  us  put  the  matter  on  a basis  that  brooks 
no  argument.  Any  procedure  that  will  im- 
prove the  efficiency  of  the  minute  capillary 
and  lymphatic  circulation  during  the  stage 
of  posttraumatic  inflammation  and  early  re- 
pair will  materially  decrease  the  expectancy 
of  residual  disability  necessitating  later  treat- 
ment. If  there  are  procedures  that  have  this 
effect,  their  use  in  the  first  ten  days  to  three 
weeks  following  trauma  will  give  decreased 
convalescence  time  and  improved  end  re- 
sults. 

It  is  to  be  noted  that  the  demand  is  for  a 
single  effect  from  the  methods  used — that  of 
increased  efficiency  of  the  local  minute  cir- 
culation. Putting  into  the  discard  all  other 
claims  as  to  the  effects  of  physical  therapy 
modalities,  are  there  physical  therapy  methods 
that  will  result  in  an  increased  local  efficiency 
of  lymphatic  and  capillary  circulation?  The 
answer  is,  I believe,  in  the  affirmative,  even 
though  there  may  be  considerable  uncer- 
tainty as  to  the  actual  mechanism  whereby 
the  effect  is  produced.  But  it  is  a qualified 
affirmative,  in  that  all  the  methods  I have 
mentioned  must  be  considered 'quantitatively 
as  well  as  qualitatively.  One  cannot  talk 
merely  of  elevation,  heat,  massage,  muscle 
stimulation,  and  exercise  as  the  forms  of 
physical  therapy  to  be  used  early  in  the  treat- 
ment of  injury.  Extreme  elevation,  intense  heat 
for  short  periods  of  time,  high  milliamperage 
diathermy,  massage  causing  pain  or  discom- 
fort, muscle  stimulation  causing  spasm  or 
pain,  and  exercise  causing  distress  to  the  pa- 
tient will  only  intensify  local  stasis  in  the 
minute  circulatory  apparatus.  They  should 
never  be  used. 

The  treatment  of  injury  is  an  economic 
problem  in  a large  percentage  of  cases.  That 
is  why  convalescent  time  is  almost  as  impor- 
tant as  the  final  result.  Two  objections  based 
on  economic  grounds  are  commonly  raised  to 
the  early  use  of  physical  therapy  in  injury. 
One  is  the  cost  of  the  treatment.  The  other 
is  the  necessity  for  longer  hospitalization  of 
many  fracture  cases  if  they  are  to  have  ef- 
fective physical  therapy  for  ten  days  to  three 
weeks.  A third  objection  commonly  heard 
is  that  it  is  unsafe  to  trust  many  fracture 
cases  to  the  early  ministrations  of  physical 
therapy  technicians.  A fourth  is  the  diffi- 
culty of  carrying  out,  in  fracture  cases  partic- 


ularly, methods  of  treatment  (such  as  sus- 
pension, the  various  methods  of  skin  and 
skeletal  traction-suspension,  and  operative 
fixation)  which  will  allow  early  physical  ther- 
apy. 

Can  these  objections  be  answered?  In  re- 
gard to  the  first — the  cost  of  treatment:  if 
adequately  applied,  the  cost  of  early  physical 
therapy  should  be  more  than  offset  by  the 
saving  of  time  in  convalescence,  even  if  the 
end  result  is  no  better  than  that  obtained 
without  its  benefit. 

The  second  objection  is  met  by  the  same 
answer  in  regard  to  the  necessary  hospitaliza- 
tion time.  But  in  many  hospitals,  particu- 
larly large  municipal  institutions,  the  turnover 
is  such  that  by  virtue  of  necessity  those 
methods  must  be  used  which  entail  a minimum 
of  hospital  stay.  This  is  an  insurmountable 
objection  as  long  as  that  condition  is  true, 
but  in  these  same  hospitals  the  cases  that 
must  necessarily  be  treated  by  methods  re- 
quiring long  hospital  stay,  and  allowing  early 
physical  therapy,  do  not  receive  its  bene- 
fits. 

The  third  objection  is  certainly  valid  at  the 
present  time  in  many  cases.  The  percentage 
of  cases  in  which  it  is  valid  is,  in  part  at  least, 
up  to  the  physical  therapeutists.  It  is  a 
question  of  adequate  knowledge  and  training 
without  the  handicap  of  undue  expense  in 
treatment. 

The  fourth  objection  is  valid  when,  be- 
cause of  lack  of  experience,  skill,  equip- 
ment, personnel,  or  organization,  it  is  im- 
possible to  carry  out  methods  of  fracture 
treatment  which  will  allow  of  the  early  use  of 
physical  therapy.  But  in  many  cases  this 
requires  only  some  personal  initiative  and 
effort  for  improvement.  I strongly  urge  that 
the  economic  factors  involved  are  important 
enough  to  warrant  the  effort.  A supine  in- 
ertia characterized  by  the  expression  “We 
can’t  do  that”  is  often  the  only  obstacle  to 
overcome. 

Summary  and  Conclusions 

There  has  been  presented  evidence  to  sup- 
port the  view  that  early  and  intelligent  use  of 
physical  therapy  adequately  meets  the  prob- 
lem involved  in  the  pathologic  processes  that 
follow  trauma,  and  that  its  wider  use,  wherever 
it  can  be  made  possible,  would  be,  on  both 
clinical  and  economic  grounds,  a definite  ad- 
vance in  the  treatment  of  injury. 
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REHABILITATION  FROM  THE  STANDPOINT  OF  THE  CARRIER 

Mark  Butler,  M.D.,  Syracuse,  New  York 


THE  stimulus  that  rehabilitation  and 
physical  therapy  received  during  and 
right  after  the  World  War  was  sufficient  to 
attract  the  interest  of  the  industrial  medical 
world.  It  is  true  that  the  injuries  of  war  are 
different  from  those  of  industry,  but  the  funda- 
mental principles  of  treatment  are  the  same. 
There  is  no  question  but  that  rehabilitation 
and  physical  therapy  intelligently  applied 
are  paying  propositions  both  from  a humani- 
tarian standpoint  as  well  as  from  that  of 
dollars  and  cents. 

In  selecting  our  cases  we  must  first  decide 
if  the  case  is  one  amenable  to  this  type  of 
treatment.  We  cannot  always  say  whether 
treatment  will  be  successful,  but  we  can  make 
our  decision  from  past  experience  with  similar 
cases.  Cases  that  are  outside  the  field  of 
physical  therapy — for  example,  injuries  to  the 
semilunar  cartilages,  sequestrums  of  bone,  and 
constricting  burn  scars  of  the  axilla,  to  name 
a few — should  not  be  accepted  with  the  hope 
of  accomplishing  a cure.  All  other  factors 
being  equal,  the  quicker  method  is  the  more 
economical,  and  physical  therapy  should  not 
compete  with  surgery  but  should  supplement 
it. 

Just  as  an  x-ray  film  is  no  better  than  the 
man  who  reads  it,  so  is  physical  therapy  no 
better  than  the  person  who  administers  it. 
It  goes  without  saying  that  treatment  should 
be  supervised  by  a medical  man  and  adminis- 
tered by  a person,  well  trained  in  this  field, 
who  understands  both  the  physiologic  and 
pathologic  effects.  Physical  therapy  is  not  a 
soft  snap  or  a gold  mine  as  certain  manufac- 
turers of  equipment  in  times  past  have  tried 
to  convince  the  medical  profession.  The  use 
of  a therapeutic  lamp  of  some  sort  two  or 
three  times  a week  is  better  than  nothing  but 
is  hardly  sufficient  in  itself. 

At  our  clinic  we  do  not  treat  acute  fracture 
cases,  but  we  get  better  end  results  when  a 
patient  is  referred  to  us  more  promptly  after 
the  immobilization  period  is  over.  Improperly 
applied  or  prolonged  immobilization  makes 
physical  therapy  doubly  necessary.  The 
healing  of  the  fracture  is  of  prime  importance, 
and  the  institution  of  physical  therapy  should 
not  jeopardize  the  proper  healing  of  the  bone. 
There  are  times,  such  as  in  acute  back  cases, 
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where  a patient  has  to  ride  several  miles  in  a 
street  car  or  automobile  to  get  a treatment. 

We  feel  that  it  is  better  for  the  patient  to  stay 
at  home  for  a few  days  so  that  he  can  rest  and 
apply  some  form  of  heat  there.  Later  on, 
after  the  acute  stage  has  subsided,  he  can 
come  in  for  treatment. 

In  selecting  cases  the  medical  reports  of  the 
attending  physicians,  as  well  as  reports  from 
the  company  doctors  in  the  field,  are  reviewed, 
and  likely  cases  are  examined  by  a representa- 
tive of  the  company  to  pass  on  the  advisability 
of  accepting  them  for  clinic  treatment.  If 
the  case  appears  to  be  one  that  could  be  sub- 
stantially benefited  by  treatment,  steps  are 
then  taken  to  see  whether  or  not  he  can  come 
to  the  clinic.  However,  this  is  not  done  with- 
out the  consent  of  the  attending  physician. 

The  company  defrays  the  cost  of  transporta- 
tion and  allows  the  patient  an  adequate 
amount  for  maintenance  as  long  as  he  is  being 
treated.  Any  medical  or  surgical  emergency 
arising  while  he  is  a patient  at  the  clinic  is 
referred  to  a local  physician  as  indicated. 

As  a rule  we  treat  every  case  six  days  a 
week,  and  many  of  the  patients  have  stated 
that  they  have  noticed  much  more  progress 
than  when  treated  twice  or  three  times  a 
week.  Treatment  is  continued  as  long  as  the 
patient  shows  satisfactory  improvement.  Pro- 
longed and  futile  treatment  does  not  pay. 

Patients  are  examined  every  two  weeks,  and 
degrees  of  motion  are  recorded  so  that  we 
can  keep  an  accurate  check  of  the  progress. 

The  type  of  treatment  depends  on  the 
injury.  Some  form  of  heat  is  first  employed, 
such  as  whirlpool  bath,  short  wave  diathermy, 
baking  lamp,  etc.,  followed  by  massage  and 
passive  motion  as  indicated.  Active  motion 
is  encouraged,  and  patients  get  this  in  the 
curative  workshop.  Often  they  are  given 
certain  exercises  to  do  at  home.  Besides 
providing  for  the  exercising  of  the  injured 
member,  the  function  of  the  curative  work- 
shop is  to  offer  a diversion  to  bolster  the 
patient’s  confidence  in  himself  and  to  divert 
his  attention  from  his  infirmity.  We  are 
able  to  get  a better  idea  of  the  patient’s 
true  condition  by  observing  him  at  work. 

The  objects  that  he  makes  become  his  personal 
property  to  take  with  him  when  he  leaves. 

Patients  also  perform  their  formal  exercises  in 
the  workshop,  which  is  equipped  with  various 
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pieces  of  gymnastic  apparatus.  We  do  not 
attempt  here  to  teach  the  patient  a new  oc- 
cupation, but  we  try  to  restore  his  usefulness 
so  that  he  can  resume  his  regular  occupation  if 
possible. 

In  treating  the  patient,  the  injured  part 
should  be  manipulated  gently  so  as  to  get 
better  relaxation  and  to  gain  the  patient’s 
confidence.  Sudden  and  jerky  movements 
are  avoided.  For  instance,  in  giving  passive 
motion,  one  minute  is  allowed  to  carry  out 
that  motion  to  the  point  of  tolerance.  The 
part  is  then  held  at  that  point  for  a minute  or 
two,  and  then  one  minute  is  allowed  to  reach 
the  starting  point  of  motion. 

The  clinic  at  Syracuse  was  instituted  in  1922 
under  the  capable  leadership  of  the  late  Dr. 
C.  P.  Hutchins,  who  had  had  a wide  ex- 
perience in  rehabilitating  thousands  of  soldiers 
wounded  in  the  World  War.  To  date  the 
clinic  has  treated  around  2,700  compensation 
cases — patients  who  come  from  as  far  south 
as  Washington  and  as  far  west  as  Minneapolis 
and  Chicago;  many  come  from  places  remote 
from  medical  centers. 

On  admission,  the  patient’s  history  is  taken 
and  he  is  examined.  Routine  laboratory 
tests  are  made.  The  clinic  has  a consulting 
staff  to  which  patients  are  freely  referred  for 
purposes  of  diagnosis  and  advice  as  to  meth- 
ods of  treatment.  A search  is  made  for  any 
possible  focus  of  infection,  especially  the  teeth 
and  prostate  gland.  If  a focus  of  infection  is 
found,  appropriate  treatment  is  instituted. 
We  find  that  most  of  our  patients  have  in- 
fected prostates;  these  are  treated  twice  a 
week  by  a urologist.  Autogenous  vaccine 
therapy  is  resorted  to  in  some  cases. 

The  clinic  does  not  treat  any  acute  cases. 
The  majority  of  our  cases  have  had  some 
injury  to  the  wrist  or  hand,  and  they  usually 
offer  a good  prognosis  for  improvement. 
However,  in  hands  where  there  has  been  ex- 
tensive inflammatory  involvement  with  the 
formation  of  adhesions  of  the  tendons,  the  out- 
look is  not  promising.  Extension  defects  of 
the  fingers  usually  offer  a poor  prognosis. 
Bursa  cases  are  somewhat  erratic,  and  some  of 
them  clear  up  quickly  under  treatment,  while 
others  lapse  into  a chronic  stage.  In  periar- 
thritis of  the  shoulder  and  subdeltoid  bursitis, 
we  have  found  that  restoring  abduction  past 
90  degrees  is  usually  a slow  proposition. 
Elbow  cases  respond  well  to  treatment,  ex- 
tension defects  being  harder  to  correct  than 
flexion  defects.  In  fractures  around  the 
elbow,  strong  passives  tend  to  produce  exces- 
sive callus.  Epicondylitis  is  usually  slow  to 


respond.  Old  flexion  defects  of  the  knees 
are  amenable  to  treatment  but  are  slow  to 
respond.  Extension  defects  offer  more  dif- 
ficulty, especially  the  last  15  degrees. 

Foot  and  ankle  cases  usually  offer  a good 
prognosis  for  improvement  when  there  has 
been  good  anatomic  relationship,  but  un- 
united fractures  and  fractures  of  the  os  calcis 
with  involvement  of  the  subastragalar  joint 
are  often  impossible  of  weight-bearing  with- 
out surgery.  Metal  arch  supports  are  usually 
supplied  when  patient  has  been  off  his  feet  for 
a long  time  and  where  patient  has  been  relieved 
by  inversion  strapping. 

Negative  galvanism  is  used  for  treating 
small  scars  but  is  not  employed  on  large  ones 
where  plastic  surgery  would  be  more  ap- 
propriate. In  cases  involving  a nerve  injury7 
we  strive  to  improve  the  circulation  of  the 
part  but  guard  against  excessive  electrical 
stimulation  which  sometimes  tends  to  further 
damage  the  paralyzed  muscles.  In  cases  of 
complete  paralysis  the  careful  use  of  the 
sinusoidal  current  may  maintain  the  muscle 
mass  that  would  not  otherwise  be  present. 
It  has  no  effect  on  the  speed  of  regeneration  of 
the  nerve.  Once  voluntary  control  has  been 
established,  muscle  training  and  active  use  are 
more  valuable  than  artificial  stimulation. 

Back  cases  are  our  biggest  problem.  The 
diagnosis  may  be  obscure,  symptoms  may  be 
entirely  subjective,  and  treatment  is  often 
prolonged  and  disappointing.  After  a patient 
is  discharged  and  judged  capable  of  doing- 
light  work,  he  is  likely  to  find  no  light  work 
available,  and  he  may  have  a recurrence  of  his 
old  trouble  if  he  does  any  bending  or  lifting 
This  means  he  will  be  back  again  for  another 
course  of  treatment.  In  back  cases,  as  well 
as  others,  we  have  x-ray  studies  made  by  a 
competent  radiologist,  and  the  patient  is 
examined  by  an  orthopedist.  Many  cases 
are  fitted  with  a support.  A patient  with  a 
bad  back  is  especially  prone  to  get  discouraged 
and  needs  to  be  encouraged.  We  must  not 
forget  that  we  are  treating  an  individual  not 
just  a bad  back  or  a bad  knee.  Psychotherapy 
plays  an  important  part,  and  the  activities 
in  the  curative  workshop  are  helpful  in  dis- 
tracting a patient’s  attention  from  him- 
self. 

After  it  is  judged  that  a patient  has  reached 
the  limit  of  improvement  through  treatment, 
he  is  discharged.  The  cases  are  followed  as 
much  as  possible  to  find  out  how  they  are 
settled  and  how  much  permanent  loss  is 
awarded  by  the  commission  in  their  respective 
localities.  In  this  way  we  can  check  up  on 
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the  worth  of  our  treatment.  If  the  company 
only  broke  even  we  would  feel  that  our  efforts 
would  still  have  not  been  in  vain. 

Conclusions 

Rehabilitation  intelligently  applied  is  a 
paying  proposition.  The  following  questions 
have  been  discussed  in  a general  way:  who, 


whom,  when,  how,  how  often,  how  long,  and 
with  what  results. 

The  curative  workshop  is  an  invaluable 
aid  in  restoring  active  motion  and  strength- 
ening the  muscles.  It  is  also  an  important 
factor  in  maintaining  the  patient’s  morale 
and  is,  at  the  same  time,  an  instructive  diver- 
sion. 


REHABILITATION  AND  WORKMEN  S COMPENSATION 

V.  A.  Zimmer,  Washington,  D.  C. 


THE  basic  philosophy  of  workmen’s  com- 
pensation has  never  been  more  clearly 
and  more  concisely  stated  than  in  the  formula 
upon  which  the  first  act  was  established 
nearly  60  years  ago,  namely:  “Industry 

should  provide  for  giving  compensation  for 
pecuniary  loss  caused  by  accidents  in  con- 
nection with  work,  and  add  this  expense  to 
the  cost  of  production.” 

In  theory,  this  principle  has  been  accepted 
in  almost  every  sovereignty  in  the  world. 
In  practice,  it  is  fully  applied  in  none.  Even 
under  the  most  liberal  of  acts  the  injured  work- 
man suffers  substantial  pecuniary  loss,  and 
under  a majority  of  existing  acts  he  loses  far 
more  than  industry  in  terms  of  money  alone. 
Unfortunately,  he  cannot  charge  his  share  to 
production  costs  and  pass  it  on  to  the  con- 
sumers. He  and  his  dependents  must  absorb 
it  fully  or  at  least  up  to  the  point  where  the 
public  must  step  in  and  provide  further  relief. 

Perhaps  in  no  other  form  of  social  legisla- 
tion has  there  been  so  much  compromise  with 
principle  or  so  much  variation  in  benefits  or  in 
form  of  application  and  operation  of  these 
benefits  than  in  this  business  of  compensating 
the  worker  for  injury  disability.  We  find, 
for  instance,  that  a worker’s  arm  in  Wisconsin 
is  worth  $10,500;  in  New  York,  $7,800;  in 
Michigan,  $3,600;  and  in  Rhode  Island,  only 
$2,000.  In  some  states,  today,  no  payment 
is  allowed  for  permanent  damage  to  a member 
unless  it  is  amputated.  In  other  words,  a 
completely  ankylosed  wrist  or  foot  or  finger 
is  compensated  only  on  a temporary  disability 
clause. 

Now,  about  the  all-important  and  vital 
matter  of  medical  benefits — here  we  find  an 
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equally  variable  concept  of  what  constitutes 
equitable  compensation  for  pecuniary  loss. 

In  only  eight  of  the  forty-seven  states 
having  workmen’s  compensation  laws  are 
there  no  limits  whatever  on  the  liability  of  an 
employer  to  provide  medical  care  for  injured 
employees — either  as  to  the  amount  of  the 
money  to  be  spent  or  as  to  the  period  of  time 
over  which  treatment  may  be  given.  In  one 
other  state  in  which  there  is  no  limit  as  to  the 
amount  of  the  employer’s  liability,  statutory 
limitation  of  the  period  of  medical  treatment 
to  the  period  of  compensation  has  been  inter- 
preted by  the  industrial  commission  as  con- 
stituting no  limit.  In  thirteen  other  states  in 
which  the  laws  impose  definite  limits  on  either 
the  amount  of  the  employer’s  liability  or  the 
period  of  medical  treatment,  or  both,  the  board 
or  commission  is  given  the  power  to  extend 
the  limits  indefinitely. 

In  the  remaining  twenty-five  states,  how- 
ever, the  laws  impose  an  absolute  ultimate 
limit  upon  either  the  amount,  as  in  ten 
states;  the  period  as  in  seven  states;  or  both, 
as  in  eight  states.  The  limitations  imposed  by 
the  laws  of  these  twenty-five  states  differ — 
the  amount  limits  vary,  ranging  anywhere 
from  $50  to  $800  in  amount  for  medical 
treatment  and  anywhere  from  a record  low  of 
fourteen  days  up  to  one  hundred  months  in 
period  of  time.  It  may  be  added,  too,  that 
in  five  states  medical  benefits  in  cases  of 
silicosis  are  accorded  special  treatment 
usually  in  the  nature  of  more  definite  limits  as 
to  time  and  amount  as  compared  with  ac- 
cidental injury  cases.  To  anyone  at  all 
familiar  with  the  nature  and  type  of  injuries 
that  are  paraded  before  a compensation  ad- 
ministrator, it  is  obvious  that  thousands  of 
workers  in  this  country  either  do  not  receive 
adequate  medical  treatment  for  their  injuries 
or  the  public  is  assuming  the  burden  of  restor- 
ing them  to  physical  fitness. 
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This  situation  under  some  of  these  limited 
medical  benefit  acts  seems  not  unlike  the 
spectacle  of  an  ambulance  rushing  a stricken 
patient  to  the  hospital  gate  and  then  unload- 
ing him  on  the  sidewalk.  Certainly,  even 
modern  medical  science  is  not  geared  up  to  the 
mending  of  a broken  back  or  the  healing  of 
a severed  arm  in  fourteen  days.  And  we  can 
hardly  visualize  $50  as  defraying  the  cost  of 
major  operative  treatment  even  at  cut-rate 
surgery  prices. 

Of  course  we  cannot  believe  that  any 
seriously  injured  worker  is  actually  thrown 
out  of  a hospital  or  a doctor’s  office  at  the  end 
of  thirty,  sixty,  or  ninety  days  merely  be- 
cause the  law  limits  the  medical  obligations 
of  industry.  What  probably  happens  in  many 
acute  cases  is  that  either  the  hospital  or  the 
private  doctor  carries  on  the  treatment  with- 
out remuneration  if  the  worker  is  unable  to 
pay  for  the  services.  Presumably,  .too,  in 
many  instances  the  public  provides  the 
medical  services,  through  its  relief  system,  from 
the  point  where  workmen’s  compensation 
benefits  leave  off. 

It  has  seemed  to  me  advisable  to  throw  up 
a rough  but  realistic  picture  of  our  workmen’s 
compensation  status  in  this  country  because 
it  serves  as  a background  for  any  discussion 
about  preparing  the  disabled  worker  for  re- 
employment. 

In  New  York  State,  of  course,  the  function 
of  physically  repairing  the  injured  worker  is 
not  hampered  by  statute  limitation  of  medical 
treatment  under  workmen’s  compensation. 
Here  the  workers  are  entitled  to  such  medical 
aid  and  treatment  as  the  nature  of  the  injury 
demands,  unless,  unfortunately,  he  happens 
to  be  a silicosis  victim. 

Under  workmen’s  compensation  procedure 
the  practical  problem  in  this  state,  as  I know  it, 
is  to  determine  at  what  point  physical  therapy 
should  be  suspended  and  at  what  point  the 
case  should  be  adjudicated  and  closed  on  the 
basis  of  existing  disability.  This  is  true  both 
as  to  the  schedule  and  the  nonschedule  type 
of  disability.  The  question,  of  course,  occurs 
most  frequently  in  relation  to  injured  members 
for  which  the  act  sets  up  a specific  schedule  of 
compensation  allowance.  Based  on  my  own 
observation  here  in  New  York,  we  as  adminis- 
trators were  prone  to  adjudicate  these  perma- 
nent injuries  altogether  too  early.  In  prac- 
tice, this  is  extremely  difficult  to  avoid.  In 
the  first  place,  it  is  hard  to  resist  the  insistent 
demand  of  the  worker,  who,  having  lost  at 
least  one-third  of  his  earnings  during  the  tem- 
porary disability  period,  is  naturally  anxious 


to  get  the  money  due  him  for  a permanent 
loss.  Our  staff  physicians  are  sympathetic 
with  the  claimant’s  predicament  and  perhaps 
after  postponing  final  appraisal  for  several 
months  may  finally  yield  a point  in  the 
interest  of  economic  urgency  and  fix  the 
schedule,  even  though  time  or  further  treat- 
ment might  bring  about  a better  result  or  a 
more  usable  member. 

The  insurance  carrier,  too,  has  his  own 
problem  in  respect  to  extended  physical 
therapy  in  these  permanent  impairment  cases. 
He  has  been  advised  from  the  start  that  some 
degree  of  permanency  will  result  from  an 
injury  in  a given  case.  Naturally  he  is  inter- 
ested in  reducing  this  permanency  as  much  as 
possible  up  to  what  we  may  call  the  point  of 
diminishing  returns.  That  is,  he  will  insist 
upon  continued  therapy  only  when  it  is 
clearly  evident  that  it  will  materially  lessen 
the  ultimate  loss  for  which  he  is  called  upon 
to  pay.  Indeed,  he  can  hardly  be  censured 
for  weighing  carefully  the  cost  of  restorative 
therapy  against  the  cost  of  the  schedule  “as 
is.”  It  should  be  kept  in  mind  that  the 
medical  cost  of  workmen’s  compensation  cases 
in  New  York  State  is  about  one-third  of  the 
total  payments  for  direct  benefits.  It  is 
quite  natural,  therefore,  that  the  carrier 
demands  rather  definite  assurance  that  an 
extended  program  of  therapy  is  going  to  bring 
comparable  returns  in  reducing  direct  benefit 
payments.  I can  well  understand  that 
medical  science  cannot,  in  all  cases,  give 
positive  assurance  of  this  result. 

This  brings  me  to  a point  that  is  most 
embarrassing,  particularly  when  discussing  it 
before  a group  of  eminently  ethioal  members  of 
the  medical  profession,  but  it  enters  into  this 
subject  so  prominently  and  pertinently  that 
evasion  of  it  would  be  simply  dodging  a factor 
known  to  every  compensation  administrator, 
every  insurance  carrier,  and  many  medical 
practitioners  in  touch  with  the  subject. 
Within  recent  years — and  incidentally  during 
my  term  as  compensation  director  in  this 
state — there  came  about  a rather  general 
feeling  that  physical  therapy  was  overdone, 
that  its  benefits  were  grossly  exaggerated, 
and  that  it  was  a commercialized  field  of 
the  medical  science.  Whether  justified  or 
not,  this  specialized  practice  took  on  a some- 
what tainted  tinge  in  the  eyes  of  adminis- 
trators, insurance  carriers,  and  even,  I 
believe,  some  of  the  medical  profession  itself. 
Unfortunately,  there  were  some  undeniably 
tainted  practices  that  prompted  this  reaction 
to  an  earlier  enthusiasm  for  the  science.  As 
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we  all  know,  there  sprang  up  numerous  indus- 
trial medical  clinics  in  this  state  and  par- 
ticularly in  New  York  City.  Some  were 
good — some  bad.  Some  were  well  equipped 
and  well  staffed;  others  were  neither  and,  in 
addition,  resorted  to  all  kinds  of  chicanery 
in  soliciting  business  from  employers  and  car- 
riers. In  fact,  their  tactics  brought  about  an 
inquiry  by  the  governor  of  the  state  and,  later, 
action  on  the  part  of  the  legislature. 

In  some  of  these  institutions  an  investiga- 
tion revealed  that  employers  and  carriers 
were  paying  for  physical  therapy  actually 
performed  by  laymen  under  the  most  super- 
ficial supervision  of  licensed  physicians.  It 
is  not  surprising  that  the  reaction  to  all  this 
was  harmful  to  the  theory  and  practice  of 
restorative  therapy  in  workmen’s  compensa- 
tion cases.  Despite  this  experience,  which 
in  no  way  reflects  upon  the  essential  value  of 
intensive  and  specialized  physical  therapy, 
and  despite  the  practical  deterrents  in  carry- 
ing out  such  treatments  as  already  outlined, 
I believe  there  is  more  than  ever  a need  for 
revitalizing  and  re-emphasizing  programs  for 
the  fullest  possible  restoration  of  the  injured 
worker,  both  physically  and  in  terms  of  pro- 
ductive rehabilitation.  I have  in  mind  par- 
ticularly the  fast-developing  industrial  prac- 
tice of  making  pre-employment  and  periodical 
physical  examinations  of  workers  and  job 
applicants  for  what  is  sometimes  termed 
“progress  and  profit.”  Whatever  the  motive 
and  however  well-intentioned,  the  fact  is  that 
this  practice  screens  out  workers  with  physical 
defects  and  makes  it  more  and  more  difficult 
to  restore  maimed  or  crippled  workers  to 
productive  jobs  in  industry.  It  is  a somewhat 
ironical  circumstance  that  I am  today  ap- 
pearing here  before  a group  of  medical 
specialists  devoted  to  the  better  care  and 
treatment  of  injured  and  maimed  workmen 
so  that  they  can  resume  gainful  employment. 
Only  a few  months  ago  I attended  a meeting 
of  industrial  physicians  who  advocated 
stricter  physical  examinations  if  not  for  the 
purpose,  at  least  with  the  inevitable  effect,  of 
keeping  them  out  of  employment. 

Your  major  purpose,  as  I see  it,  is  to  put 
back  into  industry  every  maimed  worker, 
equipped  with  the  greatest  possible  restoration 
of  his  physical  functions.  You  doubtless 
believe,  as  I do,  that  the  workmen’s  com- 
pensation principle  is  not  fully  met  merely  by 
monetary  payments  and  the  minimum  possible 
medical  treatment  but  that,  under  this  prin- 
ciple, no  effort  should  be  spared  to  make  him 
a competent  and  productive  worker. 


On  the  part  of  your  fellow  practitioners  who 
are  striving  for  wider  extension  of  pre-em- 
ployment examination  of  workers,  the  motive 
is  equally  honest  if  not  equally  constructive. 
They  believe  that  the  general  health  cause 
will  be  promoted  through  the  early  detection 
and  correction  of  latent  defects  and  that  the 
incidence  of  accidents  and  occupational 
diseases  will  be  reduced  by  screening  out,  or 
the  proper  location,  of  workmen  in  a given 
industry.  It  may  be  argued,  and  probably 
will  be,  that  there  is  no  real  conflict  between 
these  objectives.  In  theory  there  is  none. 
But  an  examination  of  the  standards  of 
physical  fitness  set  up  by  many  industries  as 
prerequisites  of  employment  will  reveal  find- 
ings most  discouraging  alike  to  advocates 
of  physical  therapy  and  to  rehabilitation  of- 
ficials whose  duty  is  the  job  of  placement  of 
physically  handicapped  workers.  It  has  never 
been  an  easy  task  to  induce  management  to 
take  on  the  rehabilitated  worker,  particularly 
one  with  a major  physical  defect.  The  re- 
habilitation service  encounters  more  or  less 
constant  sales  resistance.  It  requires  no 
great  keenness  of  vision  to  discern  the  fact 
that  if  this  agitation  for  pre-employment  ex- 
aminations continues  and  the  plans  are  only 
adopted  by  small  industries  generally  the 
best  efforts  of  a therapeutic  specialist  and  the 
rehabilitation  experts  will  go  for  naught.  It 
is  useless  to  refit  the  worker  for  a job  that 
doesn’t  exist  or  for  which  he  never  can  qualify 
simply  because  of  a remaining  anatomic 
defect. 

A few  years  ago  I sat  in  on  a long  conference 
between  a rehabilitation  worker  of  this  state 
and  the  chief  physician  of  a great  railroad 
system.  The  immediate  subject  was  the 
employment  of  a young  lady  who  had  been 
trained  for  office  work  by  the  Rehabilitation 
Service.  The  girl  was  lame  as  a result  of  in- 
fantile paralysis  and  used  a crutch  in  walking. 
Her  application  for  an  opening  in  the  railroad 
office  had  been  rejected  because  of  the  im- 
pediment, and  this  conference  was  an  appeal 
from  the  rejection.  I recall  that  the  doctor 
was  quite  adamant  in  his  resistance.  He 
maintained  that  even  an  office  worker  thus 
crippled  was  an  extra  hazard  from  the  ac- 
cident angle — that  she  might  stumble  and 
fall  and  thus  become  a compensation  liability. 
It  took  several  hours  of  persuasion  and  argu- 
ment to  get  his  final  approval  of  the  employ- 
ment of  this  handicapped  worker.  Of  course 
the  doctor  had  no  data  to  show  that  the  lame 
worker  falls  more  frequently  than  the  normal 
worker.  • He  reasoned  that  it  must  be  so  and 
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on  that  basis  had  set  up  his  employment 
policy. 

I think  this  is  typical  of  many  of  the 
standards  adopted  by  industry.  They  are 
based  on  theory  instead  of  actual  experience, 
but,  unless  they  are  checked  through  a more 
thoughtful  appraisal  of  the  economic  and  social 
effect  of  these  restrictive  employment  stand- 
ards, there  will  soon  be  no  incentive  for  the 
science  of  physical  therapy  and  for  the  tech- 
nic of  rehabilitation  training  That  would 

RESTORING  WORK  ABILITY 

Frederic  G.  Elton,  New  York  City 

TO  GIVE  point  to  my  consideration  of  this 
topic  and  my  discussion  of  it,  I have  de- 
fined the  objective  or  purpose  of  everything 
that  is  done  for  a disabled  workman,  following 
accident,  from  the  point  of  need,  time,  meth- 
ods, and  cooperation. 

The  purpose  is  to  do  everything  possible  to 
put  an  injured  worker  back  to  work  with  the 
least  amount  of  loss  of  time  and  loss  of  voca- 
tional capacity  and  work  ability  and  to  do  it 
with  intelligent  understanding  of  his  employ- 
ment needs. 

I offer  you  then  this  thought — the  job,  a 
specific  kind  of  job,  as  the  axis  about  which 
rotates  the  life  of  each  working  man  and  wo- 
man. We  are  engaged  in  repairing  a break  in 
employment.  Each  service  afforded  the  dis- 
abled worker  will  achieve  its  greatest  value 
only  as  it  contributes  efficiently  to  this  end 
and  as  each  picks  up  without  a break  and  sup- 
plements the  other. 

Surgery,  therapy,  compensation,  and  vo- 
cational adjustment  will  never  function  to  the 
best  advantage  of  the  injured  man  until  each 
intelligently  cooperates  in  considering  the 
man  and  his  whole  need  as  controlled  by  his 
employability  generally  and  his  qualifications 
and  limitations  specifically. 

Large  numbers  of  these  industrial  injured, 
after  discharge  from  medical  service  and  upon 
final  disposition  of  the  compensation  claim 
with  a percentage  of  physical  loss  or  agreed 
upon  settlement,  are  in  no  condition  to  return 
to  employment.  In  fact,  they  are  not  accept- 
able to  employers.  To  such  numerical  extent, 
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mean  merely  relegating  to  the  scrap  pile  those 
thousands  of  American  workers  who  annually 
meet  with  permanent  injuries  in  the  course  of 
employment.  We  would  indeed  thus  solve 
our  unemployment  problem  merely  by  adding 
millions  to  the  ranks  of  the  unemployable. 
It  is  my  feeling  that  this  organization  can  be 
made  a real  contribution  in  breaking  down 
what  seems  to  be  a growing  prejudice,  a seem- 
ing fetish,  for  the  employment  only  of  the  100 
per  cent  physically  perfect  worker. 


at  least,  something  appears  to  be  radically 
wrong. 

If  we  would  give  this  emphasis  from  the 
beginning  of  treatment  to  the  preservation  and 
restoration  of  work  ability,  it  is  necessary  that 
we  first  know  something  about  the  specific 
physical  job  performance  demands  that  control 
and  limit  each  patient’s  work  possibilities  and, 
second,  follow  intelligent  surgical  work  with 
immediate  and  equally  intelligent  therapeutic 
measures  directed  toward  the  job  needs  of  the 
patient.  This  is  an  individual  matter  for 
these  job  performance  demands  differ.  The 
physical  job  requirements  must  be  known. 

It  is  because  of  this  difference  in  physical 
job  performance  requirements  that  physical 
impairment  does  not  measure  the  extent  of 
vocational  or  job  impairment.  A major  phys- 
ical loss,  apart  from  its  emotional  conse- 
quences, may  disclose  no  vocational  loss  while, 
to  the  contrary,  a relatively  minor  physical 
loss  in  itself  may  be  a major  vocational  loss 
(amputated  leg,  office  manager  versus  index 
finger,  right  hand,  watch  repairman).  Dis- 
abilities of  equal  physical  impairment  will 
likewise  have  differing  vocational  consequences. 
Physical  loss  and  vocational  loss  are  not  neces- 
sarily alike  and  should  not  be  considered 
so. 

Vocationally,  we  can  consider  a great  major- 
ity of  the  injured  men  and  women  as  tem- 
porary totals  immediately  subsequent  to  the 
accident.  It  would  appear  to  be  someone’s 
responsibility  to  prevent  them  from  being 
vocationally  permanent  totals.  It  is  going  to 
make  it  a lot  easier  to  do  this,  increase  the 
possibilities,  and  decrease  the  time  it  takes  to 
salvage  these  vocational  wrecks  if  we  can  ini- 
tiate this  unity  of  thought  and  sendee  and  do 
it  early. 
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We  cannot  overlook  the  emotional  conse- 
quences of  accidents.  They  are  important  and 
need  consistent  attention  to  secure  in  the  least 
time  the  least  loss  of  vocational  capacity  and 
work  ability.  Their  neglect  during  the  vital 
period  immediately  following  accident  pro- 
vides the  opportunity  for  their  development 
and  causes  both  unnecessary  physical  impair- 
ment and  vocational  interference.  It  is  here 
that  more  complete  after-care  treatment  is 
necessary.  I will  term  it  “physiovocational 
therapy”  because  it  combines  physical  therapy 
and  vocational  therapy. 

First,  then,  to  put  this  workman  back  with 
the  least  amount  of  loss  of  time  and  of  voca- 
tional capacity  and  work  ability,  physical  loss 
and  vocational  loss  must  be  equally  considered 
and  handled  concurrently.  The  doctor  must 
be  informed,  but  he  cannot  and  should  not  be 
required  to  make  this  diagnosis  of  physical  job 
performance  impairment  and  needs.  Two 
specialists  are  needed — the  physical  analyst 
and  the  job  analyst.  The  latter  makes  a 
diagnosis  of  the  injured  worker’s  established 
vocational  limitations  and  possibilities  and 
determines  the  minimum  of  job  performance 
physical  activity  to  conserve  a maximum  of 
work  ability.  The  physical  specialist  must 
consider  this.  Such  job  relation  cannot  be 
imprinted  into  medical  service  except  by  con- 
sultation and  cooperation.  The  importance 
of  the  medical  service  is  incontestable,  but  its 
present  vocational  value  can  often  be  ques- 
tioned, particularly  in  the  absence  of  physio- 
vocational attention  as  a part  of  that  service. 
It  is  industrial  surgery  and  industrial  medicine, 
but  it  will  only  achieve  maximum  industrial 
accomplishment  by  cooperation  and  by  con- 
sideration of  the  physical  job  performance  re- 
quirements and  the  vocational  limitations  and 
possibilities  of  the  injured  workman — a pro- 
gram that  will  restore  a maximum  of  his 
vocational  possibilities. 

With  this  emphasis  on  a major  objective — 
to  return  the  patient  to  work  with  the  least 
amount  of  loss  of  time  and  loss  of  vocational 
capacity — it  is  necessary  to  determine  the 
worker’s  major  occupation.  The  work  he  was 
doing  when  injured  may  have  no  relation  to 
his  regular  work.  His  major  occupation  must 
be  analyzed  with  exactness,  movements  must 
be  detailed,  and  strength  and  speed  must  be 
determined.  With  this,  however,  must  be 
made  an  inventory  of  his  broader  normal  or 
basic  vocational  possibilities. 

The  job  history  will  indicate  his  work  atti- 
tude and  his  dependence  upon  unskilled  phys- 
ical strength  or  a degree  of  skilled  muscular 


performance  and  will  illustrate  his  work  pat- 
tern as  it  has  existed.  A study  of  his  per- 
sonality characteristics,  that  have  largely  con- 
trolled his  progress  in  employment,  and  his 
education,  mental  capacity,  and  aptitudes 
establishes  his  maximum  vocational  possibility 
or  job  level.  This  analysis  gives  job  possibili- 
ties that,  interpreted  into  physical  job  per- 
formance requirements,  establish  a relation- 
ship to  the  disability;  it  also  gives  the  effect 
upon  his  return  to  his  type  of  employment  and 
the  minimum  of  physical  restoration  for  the 
rehabilitation  of  his  physical  work  capacity. 
The  disability  consequences  have  not  improved 
his  general  employability;  on  the  contrary, 
they  detract  from  his  assets  and  accentuate 
his  liabilities. 

In  weighing  his  vocational  possibilities, 
changes  resulting  from  the  accident  and  their 
effect  on  his  normal  work  pattern  must  be 
considered.  As  a consequence  of  accident 
the  ability  to  engage  in  work  and  to  enjoy 
the  normal  life  of  a normal  person  has  been 
impaired.  Life’s  routine  is  disturbed.  The 
disability,  enforced  idleness,  and  compensa- 
tion ligation  may  develop  a lack  of  courage  and 
confidence  and  promote  fear,  impatience,  in- 
stability, and  malingering. 

Logically,  emotional  exhibitions  of  bitter- 
ness or  indifference  may  be  expected.  Legal 
and  medical  influence,  coupled  with  the  con- 
tinued discussion  of  his  condition  in  his 
presence,  can  implant  in  him  a deep-rooted 
belief  that  he  is  a most  seriously  disabled 
person.  He  starts  scheming. 

The  extent  of  disablement  may  then  be 
exaggerated.  Emotional  traits  rapidly  de- 
velop, nullifying  job  qualifications  and  destroy- 
ing work  habits.  These  consequences  of  ac- 
cident are  as  important  as  the  physical 
damage  and  need  early  and  prompt  attention. 
Prevention  is  better  than  cure. 

The  primary  need  of  the  adult  injured  is 
speedy  restoration  of  earning  capacity.  The 
most  satisfactory  job  readjustment  is  on  the 
basis  of  existing  qualifications,  knowledge, 
skill,  and  experience.  This  again  emphasizes 
the  paramount  importance  of  maximum 
physical  restoration. 

Because  of  the  lack  of  provision  for  a job 
analyst  for  medical  consultation  and  the 
absence  of  any  physiovocational  • therapy 
finked  to  the  medical  service,  maximum  func- 
tional restoration  has  often  not  been  secured 
wfien  the  case  is  adjudicated,  causing  the 
award  of  an  unnecessary  percentage  of  physical 
loss  and  a consequent  high  degree  of  voca- 
tional impairment.  This  often  amounts  to 
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total  vocational  loss  which,  if  left  unattended, 
would  be  permanent. 

When  confronted  with  this  condition  often 
complicated  with  emotional  interference,  it 
became  necessary  to  experiment  in  an  attempt 
to  restore  vocational  capacity  and  return  the 
worker  to  employment. 

The  problem  was  one  of  improvement  in 
physical  function  and  mental  attitude  with 
the  elimination  of  emotional  controls.  Direc- 
tion and  supervision  were  necessary.  To 
secure  this,  supervised  physiovocational  ther- 
apy or  work  treatment  was  initiated  under 
private  auspices.*  By  effectively  proving 
its  value,  it  has  ceased  to  be  an  experiment 
and  has  been  the  means  of  salvaging  large 
numbers  of  these  injured  workmen  after  long 
periods  of  idleness  following  accident — work- 
men who  were  unemployable  or  only  employ- 
able with  marked  down-grading  in  earning 
capacity. 

A study  was  made  of  246  exposed  to  this 
treatment  over  a given  period  of  time.  The 
average  period  of  unemployment  prior  to 
admittance  was  twenty-two  months.  It  ran 
as  high  as  seven  years  in  some  instances. 
The  average  period  of  treatment  was  ap- 
proximately three  months.  The  results  were 
as  follows: 

Re-employed  179  (72.7) 

Employable  waiting  placement  29 

Total  employable  as  a result 

of  the  service  208  (84 . 5) 

Discharged  from  medical 
service  2 

Discharged  as  unemployable  36  (14.6) 

This  was  an  older  group  who  had  to  return  to 
work  on  the  basis  of  existing  qualifications; 
the  average  age  was  43  years. 

The  purpose  of  this  physiovocational  ther- 
apy is  to  re-establish  employability.  By 
providing  for  attendance  every  day  and  for  a 
full  day,  as  medically  permissible,  the  neces- 
sity for  idleness  is  removed,  and  supervised 
muscular  and  mental  effort  is  substituted, 
thus  preventing  or  reducing  the  disastrous 
physical  and  mental  consequences  of  injury. 
Actual  employability  can  be  tested  and  guess- 
work eliminated.  By  promoting  maximum 
voluntary  manipulation  and  use  of  the  dis- 
abled p^rt,  it  completes  the  work  of  the  doctor 
and  determines  the  necessary  permanent 
physical  limitations.  It  puts  actual  relative 
values  on  the  percentages  of  physical  and  voca- 
tional incapacity  and  on  the  degree  to  which 

* Private  organization  referred  to  is  the  Rehabilitation 
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both  are  contro  i mentally.  It  provides 
the  machinery  for  p venting  or  eliminating 
an  emotional  control  mown  as  neurosis.  It 
promotes  confidence  and  restores  work  habits. 
By  determining  the  degree  of  disability  inter- 
ference, it  establishes  the  possibility  of  return 
to  the  former  occupation.  By  discovering 
abilities  for  other  work  and  the  capacity  to 
profit  by  training,  it  establishes  the  possi- 
bility of  a profitable  change  in  job  status  in 
which  residue  disablement  will  not  be  a handi- 
cap. 

It  provides  shop  atmosphere  and  shop  en- 
vironment as  necessary  to  promote  the  ability 
to  carry  on  in  actual  employment.  Punctual- 
ity and  regularity  are  insisted  upon  within 
the  prescribed  hours  for  each  patient.  Prac- 
tical mechanical  and  clerical  work  is  used  as 
the  medium  for  activity.  It  is  as  vaiied  as 
the  types  of  work  in  which  these  men  have 
engaged.  The  psychologic  advantage  of 
using  the  kind  of  work  in  which  they  have 
participated  is  that  it  provides  a maximum 
of  job  opportunity  testing  and  restores  ability 
and  confidence  on  work  with  which  they  are 
familiar  or  which  has  common  labor  value. 
They  work  to  restore  ability  in  their  work  on 
their  work , and  the  transition , therefore , into 
employment  is  definite  and  needs  no  interpreta- 
tion. Also,  it  makes  possible  the  assignment 
of  work  without  noticeably  attracting  the 
patient’s  attention  to  the  major  purpose. 

Ingenious  planning  of  work  is  necessary  to 
remove  the  conscious  and  subconscious  mental 
restrictions  and  to  release  the  mind  from 
dwelling  upon  the  disability;  thus  giving 
muscular  function  its  greatest  opportunity  to 
improve  and  complaints  a chance  to  be  for- 
gotten. The  stimulation  of  an  impelling  self- 
interest  and  desire  to  cooperate  is  important. 

Facilities  are  available  for  job  testing  in  draft- 
ing, carpentry,  tinsmithing,  soldering,  radio  work, 
painting,  plastering,  automobile  work,  electric- 
ity, plumbing,  glazing,  and  sewing  machine 
operating.  It  is  job  participation  for  practical 
and  therapeutic  purposes.  In  this  manner 
pipe-threading  is  not  only  practical  but  an  excel- 
lent exercise  for  injured  arms,  wrists,  hands,  and 
backs. 

Other  types  of  work  include  the  care  of  a 
steam  boiler  and  the  duties  of  porter  or  janitor. 
The  final  test  of  disability  complaint  elimination 
for  a coal  passer  was  his  moving  two  tons  of 
coal  from  the  street  chute  to  the  coal  bin.  Thus 
was  he  convinced  he  could  return  to  his  former 
work. 

The  office  offers  the  usual  range  of  office  work 
tests  and  includes  the  packing  and  the  tying-up 
of  bundles  and  messenger  service. 
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The  range  of  work  aoti . .ty  opportunity  is 
from  the  skilled  to  the  °host  unskilled  type  of 
employment. 

If,  as  has  been  demonstrated,  employability 
by  this  means  can  be  restored  two  to  four 
years  following  injury  and  the  closing  of  the 
case  in  the  compensation  record,  is  it  not 
psychologically  and  economically  sound  to 
inject  such  service  into  the  medical  period  of 
service  to  stimulate  and  hasten  recovery  and 
prevent  the  economic  loss  of  unnecessary 
idleness? 

job  Training 

Generally,  an  adult  injured  worker  is 
happier  when  returned  to  work  and  to  an 
environment  with  which  he  is  familiar.  To 
accomplish  this,  if  possible,  should  be  the 
combined  objective  of  medical  and  vocational 
service. 

Maximum  physical  job  improvement  will 
not  always  render  a workman  able  to  return 
to  his  former  work.  A change  of  occupation, 
often  unrelated,  must  then  be  considered. 
The  carefully  diagnosed  employment  qualifica- 
tions may  then  be  used  to  decide  upon  the 
advantages  and  possibilities  of  training  for  a 
new  occupation — an  occupation  in  which  the 
residue  disability  will  not  interfere  with  the 
performance  of  the  work  and  in  which  the 
workman  may  compete  upon  an  equal  basis 
with  the  other  workmen. 

The  retraining  of  the  adult  for  an  entirely 
new  work  is  often  not  feasible  and  not  ad- 
vantageous. To  retrain  in  an  entirely  new 
occupation  means  that  the  adult  workman 
may  be  required  to  start  at  the  bottom  of  the 
ladder  at  a low  initial  wage  and  compete  with 
the  younger  men  entering  that  vocation. 
Jobs  have  similarities,  and  jobs  with  similarities 
should  be  grouped  together.  An  injured 
workman  should  not  be  moved  outside  of  that 
ring  of  jobs  with  similar  demands  unless 
absolutely  necessary.  Environmental  con- 
ditions are  as  important  as  job  performance. 
If  retraining  is  to  take  place,  it  should  take 
place  within  the  circle  of  somewhat  related 
jobs  as  to  performance  and  environment. 

Vocational  training  has  been  successfully 
used  when  mental  capacity  and  aptitude  in- 
dicated its  constructive  possibility  and  ad- 
vantage. Training  has  been  provided  in 
refrigeration,  air  conditioning,  airplane  sheet 
metal  work,  and  innumerable  other  skilled 
trades.  Thus,  it  has  been  a factor  in  putting 
the  workman  back  on  the  job  with  the  least 
loss  of  vocational  capacity  and  work  abil- 
ity. 


Examples 

A man,  aged  36,  fell  from  a fire  escape  striking 
his  head.  After  four  years  of  compensation 
litigation  and  medical  and  neurologic  examina- 
tions, a nonscheduled  settlement  in  the  amount  of 
$4,500  was  proposed.  Complaints  of  severe 
headaches,  dizziness,  tremors,  and  disturbances 
of  vision  and  hearing  were  made.  Four  years  of 
idleness  had  convinced  this  man  that  he  could 
not  again  satisfy  the  demands  of  any  employer, 
and  he  sought  refuge  in  the  idea  of  purchasing 
and  operating  a butcher  shop  of  his  own.  The 
idea  to  him  meant  little  effort  and  an  easy  living. 
He  was  absolutely  unqualified  for  this  business 
and  unemployable  otherwise.  It  was  recom- 
mended that  no  further  consideration  be  given 
to  the  settlement  until  it  was  determined  what 
could  be  done  to  improve  his  employment 
status. 

His  vocational  history  disclosed  that,  although 
employed  as  a handyman  just  prior  to  the 
accident,  he  had  previously  been  a skilled  me- 
chanic. He  was  placed  in  this  supervised  work 
activity  service.  Desiring  to  secure  his  settle- 
ment, he  put  great  effort  into  his  work,  and  as  a 
result  there  was  marked  improvement  in  his 
physical  and  mental  condition.  His  interest 
was  aroused  in  mechanical  work,  and  he  volun- 
tarily gave  up  the  business  idea  and  turned  his 
attention  to  getting  into  condition  to  return  to  a 
regular  job.  Work  treatment  was  quickly 
followed  by  regular  training  in  machine-shop 
practice.  This  restored  his  former  skill.  The 
settlement  was  approved  and  paid  with  no 
danger  of  its  foolish  use  when  training  was 
completed.  Following  quickly  the  completion 
of  training,  he  was  placed  for  one  month  without 
wage  in  employment  in  regular  industry  to  re- 
establish his  productive  ability.  He  was  then 
placed  as  a maintenance  man  on  the  repair  and 
overhauling  of  business  machines  at  $25  a week — 
a wage  $8  more  than  he  was  earning  on  the  ac- 
cident job.  Furthermore,  he  was  reinstated  in 
his  former  work  as  a machinist.  His  industrial 
and  social  values  were  restored,  and  he  was 
fully  compensated. 

A man,  aged  45,  during  the  last  six  years  prior 
to  accident  while  employed  as  a taxi  driver,  had 
been  injured  six  times.  Five  of  these  were  head 
injuries.  These  repeated  accidents  were  bad 
business  for  the  insurance  carriers.  The  com- 
plications were  an  antagonistic  attitude  toward 
everybody,  family  on  relief,  and  great  financial 
need.  The  last  carrier  had  appealed  from  the 
referee’s  decision.  The  man  had  become  abu- 
sive and  had  been  arrested  and  committed  for 
mental  examination  and  observation.  All  this 
did  not  improve  his  emotional  instability. 

His  vocational  history  turned  up  an  early  life 
as  a jockey  and  horse  trainer.  This  had  been 
followed  by  association  with  the  silent  movies. 
He  had  been  a co-author  and  actor  in  the  first 
race-track  film  entitled,  “The  Home  Stretch.” 
Following  this  he  had  been  a sales  manager, 


1064 


FREDERIC  G . ELTON 


[N.  Y.  State  J.  M. 


during  prohibition  for  a hair  tonic  concern, 
which  concern  dealt  in  alcohol.  The  environ- 
mental pattern  and  personality  characteristics 
were  thus  established.  Then  when  the  bottom 
fell  out  of  the  prohibition  liquor  trade  he  turned 
to  taxi  driving  as  a means  of  keeping  in  contact 
with  the  representatives  of  his  former  environ- 
ment. He  only  worked  the  better  clubs,  bars, 
and  restaurants.  He  was  seeking  to  compensate 
himself  by  maintaining  contact  with  the  en- 
vironmental pattern  that  controlled  his  life. 
Unfortunately,  he  selected  a work  for  which  he 
was  not  adapted,  although  it  appeared  he  had 
used  his  head  continually  but  not  wisely. 

These  repeated  accidents  interfering  as  they 
did  with  his  desired  association  were  responsible 
for  his  violent  and  abusive  attitude.  He  was 
frustrated  and  he  rebelled.  The  solution  of  his 
problem  was  in  finding  him  work  that  would 
again  bring  him  into  the  association  and  environ- 
ment he  desired,  remove  the  hazard,  and  be  some- 
thing he  could  do.  This  was  accomplished  by 
training  in  bartending.  As  a bartender  he  is 
fully  compensated.  Even  at  the  initiation  of 
this  training  there  was  an  immediate  improve- 
ment in  his  mental  attitude,  and  the  carriers 
heaved  a great  sigh  of  relief  at  knowing  that  he 
was  not  going  to  return  to  taxi  driving. 

Last,  a man  had  been  awarded  a scheduled  loss 
of  100  per  cent  of  the  right  hand.  He  had  a 
badly  damaged  hand,  but  the  total  disability 
award  had  been  compelled  by  hysteria  control. 
He  had  been  out  of  work  for  thirteen  months 
and  was  completely  discouraged.  Lack  of 
funds  had  broken  up  his  home.  His  wife  had 
taken  their  children  and  gone  to  live  with 
friends.  Debts  had  accumulated.  He  was 
Italian  born,  a manual  worker  with  practically  no 
education,  and  37  years  of  age.  With  only  one 
hand  to  use,  the  left  one  and  adapted  to  only 
manual  work,  he  was  unemployable  except  as  a 
watchman  and  then  only  by  a sympathetic 
employer. 

Work  treatment  was  instituted  to  improve 
his  mental  attitude,  restore  maximum  function 
to  the  disabled  hand,  and  determine  his  maximum 
actual  physical  and  mental  work  possibilities. 
To  assist  in  this  restoration  of  a more  hopeful 
attitude  and  relieve  his  worry,  an  advamce 


of  compensation  was  secured  to  pay  off  debts  and 
to  re-establish  the  family  in  its  own  home. 
His  gratitude  stimulated  cooperation,  and  he 
showed  increased  interest  and  made  greater 
effort.  This  improvement  in  his  mental  con- 
dition was  accompanied  by  marked  improve- 
ment in  his  hand.  Here,  no  vocational  training 
was  necessary.  The  successful  results  of  the 
work  treatment  re-established  his  employability 
and  returned  him  to  his  previous  work.  He 
was  fortunate  in  securing  a job  at  a wage  of  $10 
more  than  his  pre-accident  wage.  Despite  the 
medical  decision  of  permanent  loss  of  use  at  the 
time  the  claim  was  settled,  this  man  writes: 
“The  company  is  unaware  of  my  hand  being 
disabled.  I find  that  I can  do  the  work  com- 
petently and  can  use  my  hand  very  well.” 

Relationship,  Medical  and  Vocational 
Restoration 

I have  tried  to  point  out,  and  I hope  I have 
succeeded,  that  the  service  now  rendered  is 
constructive  in  accomplishment  but  that  it 
indicates  greater  possibilities  resulting  from 
the  adoption  of  this  program  of  physical 
vocational  restoration  administered  with  in- 
telligent appreciation  of  its  objective  and  full 
interrelated  cooperation. 

1.  A better  knowledge  of  the  patient’s  job 
qualifications  and  physical  job  performance 
requirements. 

2.  Consultation  between  job  analyst  and 
physical  analyst,  with  consideration  of  maxi- 
mum physical  job  performance  ability. 

3.  Physiovocational  therapy  to  prevent 
and  control  emotional  interference  and  other 
damaging  influences,  to  hasten  recovery  and 
complete  the  work  of  the  doctor,  and  to  secure 
maximum  physical  and  vocational  possibili- 
ties. 

4.  To  return  to  former  work  and  former 
environment  when  possible.  To  retrain  when 
necessary  and  feasible. 

5.  To  accomplish  re-employment  with  the 
least  amount  of  loss  of  time  and  vocational 
capacity. 


THE  ANATOMICAL  EXTRAS 
Egad,  egad,  and  a loud  forsooth! 

Tonsils,  appendix  and  wisdom  tooth! 

Nary  a one  is  dutiful 
To  the  body  beautiful, 

(For  all  of  that,  I might  say  smugly 
The  same  is  true  of  the  body  ugly.) 

None  performs  a task  or  service, 

Unless  it  is  to  make  us  nervous; 

They’re  standard  equipment  for  every  one: 
Pater,  mater,  daughter,  son, 

Uncle,  nephew,  niece,  and  aunt; 

Abraham  Lincoln,  U.  S.  Grant, 


Rockefeller,  Ford  and  Bendix — 

Each  had  tonsils  and  appendix. 

Spinster,  widow,  beau  and  belle, 

All  have  wisdom  teeth  as  well. 

The  guests  unwelcome,  the  guests  uncouth— 
Appendix,  tonsils  and  wisdom  tooth. 

Scientists,  with  deep  chagrin, 

Wonder  why  God  put  them  in, 

But  smiling  clerics  say  Jehovah 
Had  a little  sand  left  over. 

— Dow  Richardson 
New  York  Sun 
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DURING  the  decade  beginning  about  1920, 
medical  literature  abounded  in  topics 
based  upon  the  consideration  of  head  injuries 
and  their  sequelae.  For  several  years  com- 
paratively few  articles  pertaining  to  this  sub- 
ject have  appeared.  Does  this  mean  that  the 
last  word  in  the  evaluation  of  postconcussional 
trauma  has  been  uttered  or  that  the  subject 
has  been  temporarily  laid  aside  as  hopeless? 

To  many  of  us,  the  question  of  what  evolves 
when  the  contents  of  the  skull  meet  with  ex- 
ternal violence  constitutes  a most  interesting 
phase  in  otology.  Research  in  the  interpre- 
tation of  physiologic  and  pathologic  factors 
involved  has  not  been  exhausted,  nor  can  the 
controversial  consequences  relative  thereto 
be  relegated  to  the  medical  discard. 

The  appreciation  of  what  constitutes  a 
cranial  injury  of  significance  is  of  paramount 
import  not  only  with  regard  to  the  patient 
prognostically  and  industrially  but,  as  many 
of  these  cases  become  medicolegal  problems, 
such  injuries  have  to  be  understood  by  those 
who  have  the  responsibility  of  administering 
justice  and  determining  fair  monetary  settle- 
ments. Between  the  injured  and  the  referee, 
proper  appraisal  of  certain  symptoms  by  a 
medical  examiner  is  most  important.  His 
knowledge  of  the  subject  under  debate  should 
be  not  only  an  appreciated  service  in  legitimate 
adjustment  but  may  determine  whether  a 
claimant  will  be  restored  to  a normal  self- 
sustaining  member  of  society  or  consigned  to  a 
life  of  neurotic  invalidism.  On  the  other  hand, 
proper  examination  should  apprehend  the 
malingerer  and  relieve  society  from  the  per- 
petual maintenance  that  too  often  results 
from  miscarried  verdicts  due  sometimes  to  a 
sympathetic  understanding  on  the  part  of  an 
administrator  of  justice  and,  more  often  per- 
haps, to  an  unsympathetic  misunderstanding 
on  the  part  of  the  medical  examiner.  Yet,  if 
we  are  unable  to  create  a standard  by  which  a 
proper  determination  can  be  made,  we  must 
not  be  too  critical  in  our  condemnation.  Our 
pity  should  go  to  the  referee,  who  in  an 
honest  attempt  to  arrive  at  an  equitable  solu- 
tion is  confronted  with  a galaxy  of  conflicting 
expert  opinions  that  convinces  him  that 
none  of  us  knows  whereof  we  speak. 

In  this  paper  it  is  not  my  intention  to  settle 


the  question  of  a perfect  evaluation  but  rather 
to  agitate  a desire  among  those  who  are  in- 
terested in  this  type  of  neuro-otology  for  the 
establishment  of  some  concrete  rule  as  to  what 
constitutes  acoustic  and  vestibular  disability, 
to  correlate  certain  experimental  and  accepted 
facts,  and  to  crystallize  these  findings  in  a sim- 
ple manner  that  can  be  understood  by  the 
“occasional”  otologic  witness,  the  average 
medical  examiner,  and  the  referee  in  com- 
pensation cases. 

Just  what  is  meant  by  “brain  concussion?” 
In  the  present  state  of  general  misconception 
the  scope  of  the  term  seems  to  apply  to  any 
cerebral  condition,  from  the  mere  “shaking 
up”  of  the  skull  contents  to  brain  damage  con- 
sisting of  contusion,  laceration,  or  hemor- 
rhage. Whether  an  injured  person  has  or  has 
had  concussion  too  often  depends  upon  the 
personal  opinion  of  the  physician  who  made 
the  first  examination,  possibly  sometime  after 
the  accident;  upon  the  statement  of  indi- 
viduals who  may  have  been  witnesses  to  the 
mishap;  or  upon  certain  signs  and  symptoms 
obtained  from  the  patient  himself.  Un- 
fortunately, such  an  incomplete  picture  of  the 
actual  happenings  cannot  be  helped.  For  the 
patient  who  is  seen  quite  soon  after  the  acci- 
dent by  an  alert  ambulance  surgeon  and  is 
observed  by  the  well-trained  personnel  of  a 
traumatic  receiving  ward  the  working  diag- 
nosis is  more  helpful,  but  even  here  there  is 
much  to  be  desired. 

The  definition  of  brain  concussion  as  a 
“sudden  inhibition  of  brain-cell  function,  the 
result  of  external  violence  to  the  skull  and 
characterized  by  a transitory  loss  of  conscious- 
ness” is  not  sufficiently  specific.  Loss  of  con- 
sciousness in  head  injuries  may  embody  any 
degree  of  mental  confusion  from  mere  giddi- 
ness to  a complete  suspension  of  cerebral 
faculties  over  a period  of  time. 

It  is  at  this  point  that  the  otologist  may  en- 
counter the  first  controversial  factor,  for,  if 
unconsciousness  is  accepted  as  a cardinal  sign 
or  symptom  of  brain  concussion,  it  may  be 
averred  that  without  loss  of  consciousness 
there  has  been  no  brain  concussion.  Hence, 
our  claim  that  labyrinthine  imbalance  is  a 
relevant  postconcussional  sequela  may  be  re- 
futed. Yet,  we  find  many  cases  with  later 
vestibular  symptoms  but  no  unconsciousness, 
as  it  is  generally  interpreted. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  May  8,  1940. 

1065 


1066 


MORTIMER  G.  BROWN 


[N.  Y.  State  J.  M. 


Accepting  the  fact  that  in  pure  or  simple 
concussion — there  being  no  cell  death — com- 
plete recovery  without  sequelae  should  ensue, 
it  is  difficult  for  the  industrial  surgeon  or 
referee  to  comprehend  how  and  why  there  can 
be  vestibular  irritation  over  a long  period  of 
time.  It  is  even  more  difficult  for  him  to 
acknowledge  the  presence  of  incapacitating 
dizziness  if  the  diagnosis  of  brain  concussion 
has  not  been  established,  because  in  his 
records  there  has  been  no  mention  of  loss  of 
consciousness. 

To  us,  the  theory  of  brain  compression  with 
cerebrospinal  damage  to  the  vestibular  nuclei 
or  vasomotor  changes  with  persistent  prestatic 
changes  in  the  blood  circulation  sufficient  to 
produce  vestibular  hyperirritability  and  jus- 
tify the  diagnosis  of  recurrent  attacks  of  vertigo 
seems  entirely  rational,  but  it  is  next  to 
impossible  to  prove  our  point  if  the  presence 
of  brain  concussion  was  denied  because  there 
was  no  evident  loss  of  consciousness.  Brain 
concussion  as  a clinical  symptom  and  con- 
cussion of  the  brain  as  a pathologic  condition 
cannot  have  the  same  meaning. 

Therefore,  it  would  seem  that  the  general 
conception  of  the  term  “brain  concussion” 
should  be  amended.  An  intermediate  classi- 
fication of  “cerebral  commotion  with  vestibu- 
lar involvement”  might  clarify  the  situation. 

It  is  my  own  opinion  that  if  simple  concus- 
sion is  severe  enough  to  produce  retrograde 
amnesia,  even  without  actual  manifest  loss  of 
consciousness,  it  is  sufficient  to  cause  labyrin- 
thine concussion  with  a persistent  vestibular 
hyperirritability  as  the  only  aftermath  of 
injury. 

In  arriving  at  the  end  results  of  traumatism 
to  the  head,  the  relative  unimportance  of  basal 
fracture  as  a cause  of  postconcussional 
symptoms  must  again  and  again  be  empha- 
sized. Even  at  the  present  time  the  diagnosis 
of  labyrinthine  vertigo  often  brings  forth  the 
prompt  statement  from  the  industrial  surgeon 
that  the  otologist  must  be  in  error  because 
there  was  no  evidence  of  fracture  demon- 
strable by  x-ray  or  clinical  findings.  The  fact 
that  inner-ear  concussion  is  more  likely  to 
occur  without  fracture  of  the  base  is  well 
established.  Fracture  of  the  skull  and  cere- 
bral concussion  with  vestibular  involvement 
are  entirely  separate  entities  and  must  be 
considered  as  such. 

While  the  skull  fracture  involving  the  base 
may  seem  of  greater  interest  to  the  otologist 
because  of  the  middle-ear  complications,  in- 
juries to  the  vault  and  facial  bones  must  not 

be  ignored;  concussion  with  ear  symptoms  or 


even  severe  labyrinthine  concussion  may 
follow  fracture  of  any  of  the  head  bones. 

The  classification  of  basal  fractures  as  longi- 
tudinal, transverse,  and  rupture  of  the  petrous 
tip  seems  adequate. 

According  to  Brunner,1  the  longitudinal  frac- 
ture starts  in  the  tegmen  of  the  antrum  and  goes 
forward  into  the  roof  of  the  eustachian  tube,  con- 
stituting the  typical  middle-ear  fracture;  the 
fracture  may  extend  into  the  superior  wall  of  the 
external  meatus;  the  tympanic  membrane  is 
usually  lacerated;  the  tympanum  is  partially  or 
completely  filled  with  blood.  The  middle-ear 
muscles,  especially  the  tensor  tympani,  are  fre- 
quently destroyed;  the  ossicular  chain  is  ordi- 
narily intact,  but  in  a minority  of  cases  the  incus 
is  dislocated. 

Diagnosis  of  longitudinal  fracture  is  made  by: 
(a)  otoscopic  examination;  (b)  x-ray  (if  positive, 
proves  fracture  and,  if  negative,  proves  nothing) ; 

(c)  the  tympanic  picture — is  often  that  of  a 
bluish  black  drumhead  (hematotympanum) ; 

(d)  bleeding  from  the  external  canal — does  not 
prove  the  presence  of  fracture  of  the  base — an 
outflow  of  cerebrospinal  fluid  is  a positive  indica- 
tion; and  (e)  functional  tests — show  diminution 
of  hearing  (30  per  cent)  and  slight  labyrinthine 
symptoms. 

Prognosis  as  to  function  is  not  good  because 
the  hearing  loss  may  be  progressive  due  to  ad- 
hesions. As  to  life,  the  mortality  ratio  is  about 
1 out  of  15  from  meningitis;  there  is  always  a 
question,  as  meningitis  may  develop  with  subse- 
quent middle-ear  infections  because  of  the  fibrous 
repair  of  these  fractures. 

The  transverse  fracture  starts  in  the  region  of 
the  jugular  bulb,  crosses  the  pyramid,  and  ends 
in  the  anterior  surface  of  the  pyramid.  The 
typical  findings  are  a shattering  of  the  roof  of  the 
vestibulum,  cochlea,  and  semicircular  canals, 
which  are  usually  destroyed  by  hemorrhage. 
It  is  of  great  importance,  prognostically,  whether 
or  not  the  lateral  wall  is  fractured,  because  if 
fractured  there  is  a direct  pathway  from  the 
pharynx  to  the  meninges.  If  the  lateral  wall  is 
not  fractured,  prognosis  is  better. 

Diagnosis  of  transverse  fracture  is  made  by: 
(a)  x-ray — is  more  reliable  than  in  longitudinal 
fracture  because  the  fissure  is  more  open;  (b) 
otoscopic  picture — usually  shows  a normal  drum- 
head; and  (c)  functional  tests — show  marked  or 
complete  deafness  together  with  loss  of  vestibular 
responses. 

Prognosis  as  to  function  is  hopeless  because 
the  deafness  is  permanent.  As  to  life,  the  out- 
come is  doubtful;  meningitis  occurs  in  about  1 
out  of  6 cases. 

Importance  of  Early  and  Frequent  Ear 
Examinations 

There  can  be  no  doubt  as  to  the  value  of 
early  otoscopic  examination  in  all  cases  of 
head  trauma,  no  matter  how  inconsequential 
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the  injury  may  seem  to  have  been.  Yet,  with 
the  possible  exception  of  service  cases  that  are 
observed  by  a competent  traumatic  personnel 
or  the  occasional  private  patient  whose  attend- 
ing surgeon  appreciates  the  worth  of  an  oto- 
neurologic  study,  we  are  rarely  permitted  this 
privilege.  This  unfortunate  situation  is 
particularly  true  in  compensation  cases  that 
too  often  fall  into  an  intermediate  class  and, 
therefore,  do  not  have  the  advantage  of  the 
careful  observation  accorded  those  in  the 
other  two  groups.  It  is  usually  these  poorly 
studied  cases  that  present  the  most  difficult 
problem  in  arriving  at  the  proper  evaluation  of 
postconcussional  symptoms. 

While  we  all  deplore  unnecessary  and 
meddlesome  manipulation  within  the  ear 
canal  in  frank  basal  fractures,  the  determina- 
tion of  the  source  of  bleeding  has  sufficient 
diagnostic,  prognostic,  and  in  some  cases 
therapeutic  significance  to  justify  an  initial 
inspection.  The  presence  of  blood  may  be 
extraneous,  coming  from  laceration  of  nearby 
structures,  or  it  may  arise  from  an  abrasion 
within  the  canal.  If  a definite  bleeding  fissure 
of  the  tympanic  ring  or  membrane  is  visual- 
ized, the  examination  may  be  the  determining 
factor  in  the  diagnosis  of  skull  fracture,  thus, 
perhaps,  sparing  the  patient  an  immediate 
“emergency”  radiography.  Also  this  early 
examination  may  help  to  determine  whether 
hemorrhage  is  coming  from  a ruptured  tym- 
panic membrane  due  to  extravasated  blood  in 
the  tympanum  or  fracture  involving  the  tym- 
panic ring.  Obviously,  strict  aseptic  technic 
must  be  employed.  If  bleeding  continues 
upon  gentle  sponging  of  the  canal,  it  un- 
doubtedly arises  from  fracture  of  the  meatal 
wall,  tympanic  ring,  or  middle  ear.  If  so, 
fracture  of  the  base  may  be  assumed  and 
further  examination  is  neither  necessary  nor 
desirable.  The  precise  location  of  tympanic 
laceration  is  not  required — better  to  be  con- 
tent with  a diagnosis  of  tympanic  bleeding, 
apply  a loose  sterile  dressing,  and  avoid  further 
inspections,  unless  symptoms  warrant  the 
procedure.  The  possible  urge  to  control 
bleeding  by  tamponage  or  free  the  canal  of 
accumulated  blood  by  irrigations  is  to  be  con- 
demned; free  hemorrhage  from  the  middle 
ear  may  be  of  real  value  in  relieving  intra- 
cranial pressure;  irrigations  can  convey  in- 
fection to  a sterile  field. 

The  immediate  diagnosis  of  escaping  cere- 
brospinal fluid  is  not  always  easy.  If  there  is 
an  admixture  with  blood — and  this  is  the  rule 
at  early  examination — the  blood  may  appear 
“thin”  or  possibly  more  profuse  than  might 


ordinarily  be  expected.  Later,  excoriation  of 
the  meatal  derm  may  confirm  the  suspicion. 
Outpouring  of  clear  fluid  is  definite  evidence. 

Early  otoscopic  inspection,  furthermore, 
may  determine  the  presence  of  a blood-filled 
tympanic  cavity,  the  knowledge  of  which  may 
be  helpful  in  explaining  future  middle-ear 
symptoms.  Whether  or  not  evacuation  of  this 
accumulated  blood  be  necessary  is  debatable, 
depending,  perhaps,  upon  symptoms  of  intra- 
tympanic  pressure. 

Nystagmus  may  also  be  noted  and  will 
prove  a valuable  asset  in  the  later-day  evalua- 
tion of  labyrinthine  symptoms,  as  well  as  the 
immediate  diagnosis  of  severe  inner-ear 
damage. 

All  of  this  information  can  be  obtained  even 
during  a period  of  unconsciousness. 

If  the  patient  is  conscious  and  mentally 
clear,  complaints  of  vertigo  or  hearing  impair- 
ment may  constitute  pertinent  data  in  the 
final  determination  of  disability.  Differential 
diagnosis  between  conductive  and  perceptive 
hearing  loss  can  thus  be  made  early,  estab- 
lishing or  eliminating  extensive  inner-ear  in- 
volvement. 

In  this  way  the  otologist  derives  first-hand 
information  not  only  in  confirmatory  diag- 
nosis but  in  the  interpretation  of  postcon- 
cussional symptoms — a fact  entirely  over- 
looked in  most  cases. 

With  but  few  exceptions  it  must  not  be  ex- 
pected that  a single  otologic  examination, 
either  early  or  later  in  the  course  of  the  case, 
will  be  sufficient  for  a proper  evaluation  of  the 
postconcussion  syndrome.  Repeated  func- 
tional tests  and  careful  observations  have  to 
be  made  from  time  to  time  in  order  to  establish 
the  extent  of  damage  to  the  ear  structures  and 
determine  the  presence  or  absence  of  trau- 
matic neuroses.  This  is  even  more  important 
in  the  apparently  trivial  injuries  where  a cer- 
tain amount  of  labyrinthine  concussion  has 
taken  place  than  in  those  cases  giving  positive 
signs  of  more  definite  pathologic  changes. 

In  these  “minor”  traumas,  recurrent  attacks 
of  dizziness,  sufficient  in  some  occupations  to 
make  work  hazardous  or  altogether  impossible, 
is  oftentimes  the  outstanding  complaint.  To 
substantiate  the  diagnosis  of  labyrinthine 
hyperirritability,  frequent  examinations  are 
absolutely  necessary,  as  nystagmus  and  posi- 
tive head-movement  tests  are  not  constant 
but  may  be  demonstrated  on  occasions. 

It  must  also  be  remembered  that  in  con- 
cussion of  the  inner  ear  hemorrhage  is  in- 
variably coexistent  and  that  in  the  reparative 
processes  hearing  loss  may  be  progressive; 
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atrophic  changes  involving  the  end-organs  is 
a common  later-day  finding.  In  middle-ear 
conditions,  either  with  or  without  petrosal 
fracture,  repeated  examinations  are  required 
because  hearing  function  is  quite  likely  to 
change,  particularly  in  the  young  individual 
where  gradual  improvement  in  hearing  acuity 
may  be  anticipated. 

In  order  to  arrive  at  a proper  evaluation  of 
postconcussional  symptoms,  it  must  be  under- 
stood that  these  cases  require  intensive  and, 
usually,  prolonged  study.  The  otologist  who 
has  not  the  time  or  inclination  to  devote 
sufficient  time  for  a thorough  consideration  of 
the  many  phases  pertaining  to  the  subject 
should  not  undertake  the  responsibility  of 
submitting  an  opinion,  for  a superficial  ex- 
amination and  “snap”  diagnosis  add  to  the 
confusing  statements  so  often  presented  be- 
fore a court  of  justice.  Independent  neuro- 
logic and  otologic  histories  and  examinations 
are  necessary;  coordination  of  these  individual 
findings  will  establish  a composite  picture 
representative  of  the  actual  condition  present 
and  leave  but  little  room  for  doubt  and  con- 
jecture. 

The  case  history  must  be  complete,  specific, 
and  accurate,  based  upon  a careful  descrip- 
tion of  the  accident,  the  nature  of  injuries 
ncurred,  and  all  subsequent  developments. 

Otologically,  the  personal  history  should 
take  into  consideration  the  age,  familial 
tendencies  (including  deafness),  diseases  of 
childhood  (particularly  mumps,  scarlet  fever, 
measles,  and  encephalitis),  middle-ear  infec- 
tions, possible  hearing  embarrassment  dur- 
ing the  school  age,  diseases  of  the  central 
nervous  system,  syphilis,  and  all  illnesses 
having  neurologic  aspects.  Any  former  in- 
jury to  the  head  or  ears,  previous  and  present 
occupation,  the  general  health,  nervous 
stability,  and  character  status  constitute 
important  data. 

Before  the  patient  is  questioned  he  must  be 
made  to  understand  that  cooperation  and 
truthfulness  are  necessary  if  he  is  to  be  helped. 
An  attitude  of  utter  fairness  on  the  part  of 
the  examining  physician  will  gain  more  in  the 
way  of  a comprehensive  history  than  one  of 
commiseration  or  sneering  mistrust  in  the 
statements  presented.  The  examinee  should 
be  permitted  to  tell  his  own  story  and  de- 
scribe his  complaints,  for  in  this  way,  unless  he 
is  unusually  clever  or  has  been  well  “coached,” 
the  experienced  examiner  can  readily  detect 
gross  exaggeration  or  malingering.  Direct 
reference  to  the  common  complaints  of  head- 
ache, deafness,  inability  to  work  or  concentrate 


must  be  avoided ; indirect  questions  that  will 
draw  out  relevant  symptoms  pertaining  to  the 
head  and  ears  should  be  employed. 

As  to  the  injury,  a detailed  description  of 
what  transpired  just  prior  and  immediately 
following  the  injury  should  be  sought  from  the 
patient  and  verified  by  authentic  records, 
wherever  possible,  in  order  to  establish  the 
existence  of  unconsciousness,  its  intensity  and 
duration.  Even  in  the  presence  of  a fair  recol- 
lection of  events  subsequent  to  the  accident, 
retrograde  amnesia  may  be  considered  definite 
proof  of  brain  concussion  sufficient  to  produce 
later  ear  symptoms. 

With  a complaint  of  hearing  loss  it  is  im- 
portant to  have  the  patient’s  idea  as  to  the 
time  of  onset  and  its  degree  and  whether  it  is 
unilateral  or  bilateral,  constant  or  inter- 
mittent, stationary  or  progressive.  In  some 
instances  changes  in  the  normal  tonal  range 
may  be  elicited.  Obviously,  a claim  of  total 
deafness  in  one  or  both  ears  must  be  looked 
upon  with  suspicion.  Careful  and  repeated 
tuning  fork  tests,  audiometric  readings,  con- 
versation appreciation,  and  sometimes  off- 
hand remarks  will  determine  hearing  ability 
of  reasonable  accuracy. 

Among  the  more  or  less  accepted  facts 
relative  to  postconcussional  deafness,  the 
following  may  be  emphasized: 

Total  bilateral  deafness  has  never  been 
verified. 

Total  unilateral  deafness  is  rarely  observed, 
is  usually  due  to  a transverse  fracture  destroy- 
ing the  labyrinth  or  acoustic  nerve,  and  is 
permanent. 

Loss  in  hearing  due  to  labyrinthine  con- 
cussion is  not  primarily  complete,  although 
the  residual  hearing  ability  may  be  of  no  value 
for  ordinary  conversation,  but  the  loss  may  be 
progressive  due  to  subsequent  atrophic  changes 
in  the  acoustic  structures. 

Hearing  loss  of  middle-ear  type,  the  result 
of  a longitudinal  fracture  or  intratympanic 
hemorrhage,  is  likely  to  improve  in  young 
persons  but  should  not  be  anticipated  in 
individuals  past  40  years  of  age. 

If  the  intratympanic  structures  have  been 
severely  damaged  or  the  incus  dislocated, 
hearing  loss  will  be  permanent;  in  some  cases 
it  may  be  progressive  due  to  acute  or  recurring 
inflammations. 

If  there  was  an  outpouring  of  cerebrospinal 
fluid,  total  deafness  in  the  ear  involved  may  be 
expected  in  about  one-fourth  of  the  cases; 
the  upper  tone  limit  is  usually  lowered,  but 
bone  conduction  is  little  changed. 

Normal  vestibular  responses  may  be  ob- 
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TABLE  60  (Quoted  from  Kessler^) 


No  Hearing  with 
Loss  of  Bone  Con- 

No Hearing  with 
Bone  Conduction, 

1/40, 

5/40, 

10/40, 

20/40, 

Each  Ear 

duction,  Percentage 

Percentage 

Percentage 

Percentage 

Percentage 

Percentage 

No  hearing  with  loss 

of  bone  conduction 

40 

35 

30 

25 

20 

10 

No  bearing  with  bone 

conduction 

35 

30 

25 

20 

15 

10 

Spoken  voice: 

1/40 

30 

25 

20 

15 

12 

7 

5/40 

25 

20 

15 

12 

8 

5 

10/40 

20 

15 

12 

10 

7 

5 

20/40 

10 

10 

7 

5 

5 

0 

tained  even  in  the  presence  of  total  acoustic 
loss.  Tinnitus  and  hearing  loss  is  dependent 
upon  the  severity  of  the  injury. 

Several  attempts  have  been  made  by  interested 
investigators  to  prepare  a schedule  to  fix  a per- 
centage hearing  loss  that  would  take  into  con- 
sideration the  individual’s  occupation  or  working 
ability.  This  has  proved  to  be  a difficult  task. 
Probably  coming  nearer  to  the  point  in  question 
is  the  work  of  Dr.  Harold  E.  Fletcher,  of  San 
Francisco,2  who  in  1922  proposed  the  use  of  a 
“weight”  scheme  in  computing  hearing  dis- 
ability. This  “weight,”  numerically  expressed, 
represented  the  importance  of  hearing  perception 
in  various  occupations  and  became  an  integrant 
unit  in  the  summation  of  hearing  time  for  the 
different  tuning  forks.  This  plan  of  rating  was 
found  to  be  workable  and  was  adopted  by  the 
California  State  Commission.  It  was  used  in 
California  for  fifteen  years.  While  this  scheme 
has  been  recently  replaced  by  audiometric  deduc- 
tions, its  soundness  in*principle  and  its  carefully 
determined  valuation  of  occupational  hearing 
requirements  would  seem  to  favor  its  further  con- 
sideration. 

In  a book  called  Accidental  injuries  by  H.  H. 
Kessler,3  there  is  a general  consideration  of  the 
appraisal  of  disability  resulting  from  loss  of 
hearing  as  follows:  “The  lowest  schedule  rating 

for  the  loss  of  hearing  in  one  ear  is  twenty-five 
weeks  in  Kansas,  and  for  the  loss  of  hearing  in 
both  ears,  one  hundred  weeks;  so  that  loss  of 
hearing  in  one  ear  is  given  a rating  equivalent  to 
25  per  cent  of  total  loss  of  hearing.  The  schedule 
rating  runs  as  high  as  156  weeks  for  the  loss  of 
hearing  in  one  ear  in  Oregon,  to  416  weeks  for  the 
loss  of  hearing  in  both  ears.  In  general,  loss  of 
hearing  in  one  ear  is  given  a rating  from  20  to  30 
per  cent  of  the  total  loss  of  hearing.  It  would 
seem  that  the  ratings  in  Oregon  are  altogether  too 
high  for  hearing  losses  as  compared  to  disabilities 
in  other  parts  of  the  body. 

“Loss  of  hearing  either  in  one  or  both  ears 
following  injuries  to  the  head  or  shaking  up  of 
the  whole  body  in  a fall  from  a height  has  been 
uncommon  in  my  experience.  In  a small  number 
of  cases  that  are  alleged  to  have  occurred  as  a 
result  of  trauma,  the  majority  have  shown  either 
a functional  condition  or  the  presence  of  an  old 
middle-ear  disease.  Even  in  the  presence  of 
vertigo  following  head  injuries  a complaint  of 
deafness  has  rarely  been  made. 


“For  the  purpose  of  rating  disabilities  due  to 
defects  in  hearing,  20/40  (hearing  of  a conversa- 
tional voice  at  20  feet,  with  one  ear  closed  and 
the  back  toward  the  examiner)  in  either  ear 
should  be  regarded  as  the  maximum  of  normal 
hearing,  and  the  total  loss  of  bone  conduction  of 
sound  should  be  considered  as  total  deafness. 

“In  the  presence  of  a functional  condition  in 
one  ear,  the  rating  should  not  be  as  high  as  for 
neurosis  in  general  but  should  be  equivalent  to 
one-half  the  rating  for  organic  loss  of  hearing  in 
one  ear.  In  the  presence  of  functional  total 
deafness,  the  disability  should  be  equivalent  to 
that  allowed  for  neurosis  in  general. 

“For  total  loss  of  hearing,  the  schedule  of  most 
states  allows  on  the  average  of  about  40  per  cent 
total  permanent  disability.  With  this  as  a basis, 
Table  60  is  suggested  for  defects  of  organic  ori- 
gin.” 

The  subject  is  discussed  by  A.  J.  Fraser  in  his 
Trauma , Diseasef  Compensation:  A Handbook 
of  Their  Medico-Legal  Relations .4  In  Chapter 
XII  Fraser  discusses  the  rating  of  permanent  dis- 
ability and  furnishes  a copy  of  the  rating  schedule 
in  use  by  the  majority  of  industrial  boards  in 
Canada.  The  percentages  stated  are  apparently 
the  percentages  of  loss  of  total  earning  capacity. 
According  to  this  schedule,  the  loss  of  hearing  in 
both  ears  is  equivalent  to  a loss  of  30  per  cent  of 
earning  capacity,  and  the  loss  of  hearing  in  one 
ear  is  equivalent  to  the  loss  of  3 per  cent  of  earn- 
ing capacity.  The  loss  of  earning  capacity  for 
deafness  is  further  analyzed  as  follows: 

“1.  Unilateral  without  tinnitus 

or  vertigo 3% 

2.  Unilateral  with  tinnitus  or 

vertigo 5 to  10% 

3.  Unilateral  impairment  of 

hearing Nil 

4.  Bilateral  deafness  (total) ...  30  % 

5.  Total,  one  ear;  other  much 

impaired 10  to  25  %” 

Neither  Kessler’s  nor  Fraser’s  figures  take  into 
consideration  the  nature  of  the  occupation  of  the 
incapacitated  employee.  Obviously,  the  impair- 
ment of  hearing  of  a stenographer  or  switchboard 
operator  would  result  in  a much  greater  percent- 
age of  disability  than  it  would  in  the  case  of  a 
person  employed  in  an  occupation  not  requiring 
such  acute  hearing. 

I have  been  informed  that  the  Council  on 
Physical  Therapy  of  the  American  Medical 
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Association,  through  its  consultants  on  hear- 
ing aids  and  audiometers,  is  at  the  present 
time  studying  the  practicability  of  formulat- 
ing a standardized  test  for  evaluating  hearing 
loss.  It  is  impossible  to  overstress  this  need. 

The  change  made  in  the  New  York  State 
Compensation  Law,5  which  now  considers 
the  ear  as  a body  “member”  and  thus  allows 
compensation  for  the  permanent  partial  hear- 
ing loss  in  one  ear,  is  a notable  improvement 
in  the  original  schedule;  the  fallacy  in  the 
amendment  may  prove  to  be  failure  on  the 
part  of  the  examiner  to  appreciate  pre-existing 
ear  conditions  with  resultant  impairment  in 
hearing. 

The  subjective  symptoms  of  headache  and 
tinnitus  are  of  interest  to  the  otologist  only 
when  they  appear  as  complaints  in  conjunc- 
tion with  demonstrable  ear  pathology.  As  a 
part  of  the  postconcussion  syndrome,  head- 
ache of  variable  degree  is  usual;  whether  or 
not  it  becomes  an  outstanding  complication 
should  depend  upon  the  type  and  severity  of 
the  injury  received. 

While  the  headaches  appearing  in  paroxysms 
upon  change  in  position  of  the  head  or  on 
exertion  are  said  to  be  characteristic,  particu- 
larly if  the  attacks  are  in  association  with 
dizziness,  a more-or-less  constant  headache 
may  actually  exist  if  there  has  been  brain- 
substance  damage.  Hence,  headache  as  an 
otologic  symptom  seems  indefinite,  and  its 
compensatory  evaluation  is  essentially  a 
problem  for  the  neurologist. 

Evaluation  of  Vertigo 

Vertigo,  of  more  or  less  degree,  is  probably 
the  most  common,  persistent,  and  trouble- 
some of  the  post  concussional  symptoms.  To 
the  average  otologist  and  neurologist  its  pre- 
cise evaluation  is  impossible.  Even  with  the 
most  experienced  investigators  there  are 
differences  in  interpretations  that  complicate 
a clear  understanding.  It  is  certain  that 
various  vestibular  responses  so  important  in 
otoneurologic  examinations  for  the  diagnosis  or 
localization  of  central  lesions  are  not  applicable 
to  traumatic  disease  where  the  damage  may  be 
central,  peripheral,  or  a combination  of  the 
two. 

In  history-taking,  the  patient’s  description 
of  what  may  be  interpreted  as  dizziness  is 
often  a jumble  of  sensations,  and  while  we 
may  aim  to  draw  out  the  rotatory  character- 
istic of  true  labyrinthine  vertigo,  failure  to 
do  so  does  not  mean  that  the  lack  of  this 
classic  quality  indicates  a functional  neurotic 
element.  The  presence  of  rotatory  vertigo 


clinches  the  diagnosis;  its  absence  proves 
nothing. 

Vertigo  observed  early  where  one  labyrinth 
has  been  severely  damaged  by  fracture  or 
hemorrhage  is  quite  different  from  that  found 
later  as  a postconcussional  symptom,  for  even 
in  the  more  severe  types  of  injury  pronounced 
immediate  vertigo  often  disappears  within 
a few  days  due  to  resolution  within  the 
labyrinthine  structure  or,  in  the  case  of  total 
destruction,  by  compensatory  function  of  the 
opposite  organ.  Therefore,  it  is  usually  the 
apparently  trivial  head  injury  accompanied 
by  moderate  pathologic  changes,  either  central 
or  peripheral,  that  requires  the  closest  study 
if  these  cases  are  to  be  separated  from  those 
of  traumatic  neurosis. 

Much  of  the  credit  for  a better  appreciation 
of  traumatic  vertigo  must  go  to  Stenger, 
Alexander,  Brunner,  and  others  of  the  Vien- 
nese school,  who  by  their  experimental  work 
and  careful  observations  have  accomplished 
a great  deal,  even  though  their  findings  are  not 
always  in  harmony.  The  exactness  by  which 
they  apply  and  interpret  the  several  func- 
tional tests  necessary  for  a diagnosis  is  an 
outstanding  contribution  to  our  present-day 
understanding  of  head  traumas. 

It  is  not  within  the  scope  of  this  paper  to 
review  the  significance  of  nystagmus,  past- 
pointing or  functional  tests;  there  should  be 
no  question  as  to  their  worth,  providing  the 
technic  and  interpretation  is  correct.  In  the 
final  analysis,  assuming  that  diseases  that  can 
give  similar  or  allied  symptoms  have  been 
eliminated  as  producing  factors,  for  all  practi- 
cal purposes  if  the  patient  can  substantiate 
his  claim  of  dizziness  coming  on  in  attacks  and 
if  imbalance  due  to  hypo-  or  hyperirritability 
can  be  demonstrated  by  caloric  reactions, 
then  vertigo  as  a postconcussional  symptom 
must  be  accepted  as  a fact.  And  again  let  it 
be  emphasized  that  dizziness  is  often  a later- 
day  complaint,  coming  on  when  the  injured 
first  returns  to  work,  upon  stooping  or  when 
working  at  heights,  when  fatigued  or  following 
alcoholic  excesses. 

However,  it  has  to  be  admitted  that  many 
of  these  cases  do  present  a definite  neurologic 
element.  A certain  amount  of  exaggeration  of 
complaints  has  to  be  expected,  and  hysterical 
manifestations  need  to  be  taken  into  account. 
Malingerers  are  frequently  encountered,  and 
certain  responses,  like  past-pointing  and 
the  falling  reactions,  can  be  faked;  but  to 
simulate  spontaneous  nystagmus  or  control 
induced  nystagmus  would  certainly  be  an 
abnormality. 
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The  criticism  by  the  neurologist  that  the 
otologist  often  goes  too  far  in  his  interpretation 
of  reactions  and  is  overanxious  to  exploit  what 
little  knowledge  he  may  have  on  the  subject 
has  some  justification,  but  no  neurologic 
examination  should  be  considered  complete 
without  careful  otologic  investigation,  and, 
if  this  study  shows  positive  evidence  of  dis- 
turbance along  the  vestibular  pathways,  our 
findings  may  be  of  the  greatest  value  to  the 
neurologist  in  differentiating  between  the 
functional  and  organic  cases.  Individual 
examinations  and  a correlated  opinion  seems 
to  be  the  best  solution  in  the  average  case. 

The  presence  of  true  or  systematized  dizzi- 
ness having  been  established,  the  question  of 
disability  becomes  a real  problem.  Assuredly, 
vertigo,  even  though  of  intermittent  character, 
is  a much  greater  handicap  than  deafness  of 
any  degree,  for  it  is  a menace  to  both  life 
and  health.  Industrially,  it  constitutes  a 
working  hazard  that  if  known  to  a prospective 
employer  will  permanently  bar  a person  from 
any  employment  where  personal  or  working 
risks  have  to  be  considered.  Therefore,  the 
opinion  of  the  neuro-otologist,  based  upon  his 
determination  of  the  extent  of  vestibular 
damage  and  potential  progress  of  the  condi- 
tion, becomes  the  most  important  factor  in 
diagnosis  and  prognosis  and  furnishes  the  only 
adequate  means  by  which  the  case  may  be 
properly  classified.  His  responsibility  in 
determining  whether  the  injured  should  be 
compensated  to  the  extent  of  total  permanent 
disability  or  dismissed  as  a case  of  functional 
neurosis  is  indeed  great. 

It  is  important  psychologically  that  the 
injured  individual  be  rehabilitated  at  the  earli- 
est possible  date;  wherever  possible,  mone- 
tary settlement  should  be  made  as  soon  as  is 
consistent  with  an  accurate  diagnosis,  and  the 
case  should  be  closed  beyond  the  possibility  of 
being  reopened.  However,  the  apparent  im- 
provement of  symptoms  following  satisfactory 
compensation  does  not  prove  the  correctness 
of  the  diagnosis  of  “traumatic  neurosis”; 
many  times  the  otologist  has  the  opportunity 
of  re-examining  these  cases  years  afterward, 
and  more  and  more  he  is  impressed  that  the 
postconcussion  syndrome  is  a real  disease 
entity. 

While  from  the  standpoint  of  compensation 
the  perfect  solution  is  quite  impossible,  a 
recognized  standard  whereby  a percentage  loss 
might  be  reached  would  constitute  a valued 
and  much  needed  addition  to  the  schedule  by 
which  our  Industrial  Board  renders  its  de- 
cisions. 


In  analyzing  their  series  of  30  cases,  Linthicum 
and  Rand6  conclude:  “This  series  of  concus- 
sional cases,  when  viewed  purely  from  neuro- 
otological  evidence,  would  seem  to  indicate  an 
actual  basis  for  symptoms  of  dizziness,  since,  in 
no  instance,  have  entirely  normal  vestibular  re- 
sponses been  demonstrated,  and  in  the  majority 
of  cases  the  deviation  from  the  normal  was 
sufficiently  large  to  class  them  as  being  distinctly 
pathologic.” 

Concussion  of  the  brain,  with  ear  symptoms 
exclusive  of  concussion  of  the  inner  ear  and 
fracture,  is  diagnosed  by  Brunner1  as  follows: 

“(a)  The  cochlea  shows  normal  function;  there 
is  no  shortened  bone  conduction. 

“(b)  Dizziness,  as  a rule,  comes  on  in  paroxys- 
mal attacks;  it  is  not  continuous  and  is  usually 
tactile  in  character. 

“(c)  Spontaneous  nystagmus  is  slight  and  goes 
to  both  sides;  if  intensive,  it  is  due  to  hemor- 
rhage. 

“(d)  Disturbances  in  the  falling  reaction  are 
either  not  present  or  slight. 

“(e)  The  head-movements  test  is  not  constant, 
but  from  time  to  time  is  positive. 

“(f)  Caloric  reaction  is  normal  or  shows  hyper- 
irritability.” 

Diagnosis  is  determined  by  positive  head- 
movements  test,  by  hyperirritability,  or  both  to- 
gether; if  positive,  patient  has  dizziness. 

The  prognosis  is  not  good  because  dizziness 
persists  indefinitely.  Compensation  should  be 
based  upon  from  50  to  70  per  cent  disability. 
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Discussion 

Dr.  Charles  J.  Imperatori,  New  York  City — 
The  group  of  symptoms  that  occur  many  times 
following  a concussion  of  the  brain  is  a most 
interesting  one,  and  Dr.  Brown  is  to  be  con- 
gratulated in  presenting  this  paper  for  discussion. 

The  possible  anatomic  or  chemical  changes 
that  occur  following  such  an  injury  to  the  brain 
structure  with  disturbance  in  its  normal  function 
produce  a train  of  clinical  manifestations,  such  as 
headache,  vertigo,  degrees  of  loss  of  hearing,  and 
tinnitus,  that  belong  for  interpretation  and  treat- 
ment within  the  domain  of  otology.  It  is  to  the 
otologist,  during  some  time  of  the  manifestation 
of  these  clinical  abnormalities,  that  the  patient  is 
sent.  He  is  asked,  and  particularly  if  the  patient 
injured  is  one  coming  under  monetary  compen- 
sation, to  evaluate  the  degree  of  disability,  state 
the  prognosis,  and  define  a course  of  treatment  to 
induce  a recovery  to  normal. 
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Every  one  of  the  above  desiderata  are  difficult 
to  answer  so  that  a proper  evaluation  may  be 
given  from  the  standpoint  of  the  patient,  the 
employer,  and  the  physician. 

Brock,  of  New  York,  has  defined  concussion  as 
a transient  loss  or  defect  in  consciousness  without 
known  pathology  from  which  the  individual 
makes  a rapid  recovery. 

Trotter  describes  concussion  as  “an  essentially 
transient  state  due  to  head  injury  which  is  of  in- 
stantaneous onset,  manifests  widespread  symp- 
toms of  a purely  paralytic  kind,  does  not  as  such 
comprise  an  evidence  of  structural  cerebral  in- 
jury, and  is  always  followed  by  amnesia  for  the 
actual  moment  of  the  accident.”  I rather  doubt 
part  of  this  definition  especially  “no  evidence  of 
structural  injury.”  Inasmuch  as  concussion  is 
rarely  fatal,  necropsy  material  is  not  abundant 
for  proper  study. 

Osnato,  Gilberti,  Cassasa,  Wilson,  Mickelman, 
Miller,  Martland,  and  others  have  found  minute 
petechial  hemorrhages  about  the  arterioles  in  the 
brain  following  more  severe  brain  injuries  or  after 
repeated  concussions. 

Rather  on  the  speculative  side,  may  I make  the 
following  observations: 

Much  study  is  required  in  the  chemical  changes 
and  metabolism  of  the  brain.  Water  metabolism 
and  brain  function  need  investigation.  We  know 
that  substances  of  a fatty  nature,  termed  lipides, 
are  present  in  relatively  large  quantities  in  the 
brain.  We  know  that  the  brain  does  not  store 
carbohydrates,  and  we  also  know,  and  have 
known  for  a long  time,  that  vitamin  deficiency 
causes  brain-tissue  changes.  After  much  work 
the  glycogen  content  of  the  brain  is  diminished  20 
per  cent;  whereas  in  other  tissues,  such  as  muscle 
and  liver,  loss  is  90  per  cent.  There  have  been 
found  over  twenty  different  enzymes  in  brain 
tissue.  Any  sudden  jarring  of  the  whole  body  or 
blow  on  the  head  could  easily  produce  an  inter- 
ference in  the  chemical  and  hydrostatic  condition 
of  the  brain  substance. 

With  such  a background  and  without  definite 
pathologic  changes  for  observation,  the  difficulty 
in  evaluating  these  clinical  symptoms  that  can- 
not be  measured  with  accuracy,  excepting  that  of 
loss  of  hearing  and  even  that  is  only  relative,  is 
readily  seen. 

Nevertheless,  these  conditions  have  to  be 
evaluated  and  on  an  equitable  basis,  so  that  jus- 
tice is  rendered  to  the  patient  and  the  employer. 
Much  inquiry  is  necessary  on  the  part  of  the 
examiner — namely,  (1)  general  reaction  to  en- 
vironment; (2)  relationship  to  his  present  and 
past  employer;  and  (3)  the  desire  to  rehabilitate 
oneself. 

A working  man  receiving  a concussion  may 
feel  that  his  employer  has  been  negligent,  is  to 
blame,  and  owes  him  compensation  for  a loss  of 
time;  consequently  he  develops  these  postcon- 
cussional  symptoms  of  headache,  vertigo,  vague 
feeling  of  insecurity,  and  a degree  of  loss  of  hear- 
ing, accompanied  by  tinnitus — out  of  all  propor- 
tion to  the  injury  received. 


Comparison  of  some  of  these  individuals  with 
those  who  have  received  similar  injuries  in  sports, 
such  as  football,  hockey,  polo  players,  cross- 
country riders,  and  pugilists,  may  be  made.  It  is 
difficult  at  times  to  distinguish  between  a neuro- 
sis and  a malingerer. 

Too  many  questions  or  a tentative  or  positive 
diagnosis  give  the  individual  a basis  to  refer  all 
his  symptoms  to. 

Nevertheless,  it  would  seem  that  the  majority 
of  those  who  sit  in  judgment  of  these  patients, 
with  regard  to  their  real  or  exaggerated  symp- 
toms, definitely  feel  that  the  benefit  of  the  doubt 
should  be  given  to  the  one  entitled  to  a compensa- 
tion, provided  that  his  symptoms  following  an 
injury  appear  to  be  real. 

Definitely,  the  worker  has  been  injured,  and, 
inasmuch  as  our  means  are  inadequate  to  meas- 
ure these  conditions  in  exact  figures,  approxi- 
mate compensatory  measures  must  be  given. 
They  consist  of  hospitalization,  money,  and  his 
job  when  he  has  sufficiently  recovered  to  con- 
tinue. 

There  is  also  the  safety  angle  that  must  be 
considered,  and  that  is  of  great  importance, 
particularly  in  those  workers  in  positions  where 
the  safety  of  others  is  concerned. 

I feel  that  no  physician  should  assume  the  re- 
sponsibility to  declare  a worker  fit  for  duty 
when  there  is  a possibility  that  such  a “post- 
concussioned”  worker  is  definitely  a hazard. 

I am  in  accord  with  Dr.  Brown  regarding  the 
desire  to  standardize  methods  of  evaluation,  but  I 
feel  that  careful  study  should  be  given  before  any 
conclusions  are  reached  in  any  attempt  of  the 
standardization  of  ratings  of  disability,  measured 
in  terms  of  dollars.  A proper  group  of  otologists, 
general  surgeons,  medical  men,  and  neurologists 
should  give  this  a proper  study,  and  their  conclu- 
sions should  be  used  as  a tentative  working  basis. 

Dr.  C.  Stewart  Nash,  Rochester , New  York — 
From  Dr.  Brown’s  studies  and  from  my  own 
experience  it  is  apparent  that  the  difficulties 
arising  from  the  postconcussion  syndrome  are  in 
inverse  ratio  to  the  extent  of  the  injury.  Two 
persons  are  injured  and  both  have  ear  symptoms 
(vertigo,  dizziness,  stuffiness,  noise,  and  deaf- 
ness). It  is  clear  why  the  one  with  demonstrable 
head  or  brain  injuries  complains,  for  the  more 
obvious  the  injury  the  less  difficulty  in  explaining 
the  symptoms.  It  is  not  so  clear  why  the  one 
with  an  insignificant  or  minor  injury  has  the 
same  symptoms,  for  the  less  the  injury,  the 
greater  the  difficulty  in  explaining  the  symp- 
toms. 

This  raises  the  question  concerning  the  reality 
of  the  postconcussional  symptoms  in  the  case  of 
the  minor  injury.  A brief  analysis  of  these 
symptoms  opens  up  further  difficulties. 

First,  let  us  consider  the  acoustic  symptoms. 
If  present,  the  existence  of  deafness  should  be 
determined  without  much  difficulty,  as  well  as  its 
extent  and  location.  Stuffiness  that  may  result 
from  eustachian  tube  closure,  interference  with 
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the  ossicular  chain,  or  injury  to  the  tempero- 
mandibular  joint  is  not  always  demonstrable. 
Traumatic  tinnitus,  in  my  experience,  is  always 
subjective  and  can  neither  be  proved  nor  dis- 
proved. 

Next,  let  us  analyze  the  vestibular  symptoms. 
Nystagmus  is  objective  and  usually  significant  of 
real  pathology.  I have  had  1 case,  however, 
where  the  question  of  malingering  had  to  be  con- 
sidered. Vertigo  and  dizziness  are  usually  con- 
fused in  the  minds  of  the  otologists.  This 
prompted  me  to  write  Dr.  Isaac  Jones,  of  Los 
Angeles,  an  authority  on  this  subject,  and  to 
receive  this  reply: 

“Vertigo  means  turning — a sense  of  things 
turning  inside  one’s  head — vertigo  is  limited  to  a 
sensation  of  turning.  Gene  Lewis,  at  the  begin- 
ning of  this  century  gave  the  most  perfect  defini- 
tion: ‘Vertigo  is  a sensation  of  turning  contrary 

to  fact.’  Dizziness  is  a loose  term  to  cover  all 
curious  sensations  other  than  true  vertigo — doz- 


ens of  sensations  of  insecurity,  fear  of  looking  out 
of  windows  in  high  buildings,  uncertainty,  insta- 
bility, etc.” 

To  summarize:  there  remain  just  two  objec- 
tive symptoms — namely,  deafness  and  nystag- 
mus, neither  of  which  is  sufficient  to  establish 
either  a definite  pathologic  lesion  or  a causal 
relationship. 

We  must  remember  that  Meniere’s  symptom 
complex  presents  all  the  postconcussion  syn- 
drome symptoms  without  injury  and  with  symp- 
toms that  are  equally  as  distressing. 

It  is  quite  definite  from  Dr.  Brown’s  definitions 
and  deductions  that  brain  concussion  or  other 
head  injuries  are  not  necessary  to  the  production 
of  this  syndrome.  Nevertheless,  something — 
mechanical,  circulatory,  or  otherwise — causes  a 
dysfunction  of  the  internal  ear.  These  symp- 
toms often  are  permanent  and  distressing,  are 
difficult  to  appraise  and  compensate  properly, 
and  present  a field  for  further  investigation. 
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SPOILS  SYSTEM  AND  PUBLIC  HEALTH 

“The  argument  over  government  socialized 
medicine  necessarily  produces  considerable  con- 
fusion in  the  public  mind,”  observes  the  Saranac 
Lake  Enterprise. 

“The  medical  profession  is  not,  as  some  seem  to 
believe,  stubbornly  opposed  to  efforts  of  govern- 
ment to  aid  the  sick  and  diseased.  It  heartily 
approves  of  such  efforts  when  legitimate  and 
sound. 

“It  supports  government  hospitals  where  pri- 
vate facilities  are  lacking — supports  government 
medical  aid  of  those  afflicted  with  mental  and 
nervous  diseases — supports  the  long  established, 
excellent  work  done  by  the  public  health  serv- 
ice. 

“Since  1874,  surprising  as  it  may  seem,  the 
American  Medical  Association  has  repeatedly 
urged  the  establishment  of  a Federal  depart- 
ment of  health  with  a secretary  wfflo  shall  be  a 
doctor  of  medicine  and  a member  of  the  Presi- 
dent’s cabinet.  It  has  invariably  offered  whole- 
hearted cooperation  in  developing  efficient 


and  economical  ways  and  means  of  expand- 
ing public  health  and  maternal  and  child  health 
services. 

“What,  then,  does  the  medical  profession — 
along  with  qualified  laymen — oppose? 

“It  opposes  political  ventures  in  the  medical 
field  which  would  inevitably  and  rapidly  re- 
duce public  health  standards — and  destroy  or 
hamper  essential  work  in  the  battle  against  dis- 
ease. 

“Political  domination  of  the  medical  profes- 
sion would  mean  that  the  doctor’s  political  pull 
wras  more  important  than  his  abilities  as  a prac 
titioner.  It  would  mean  that  medicine  would 
become  a great  new'  field  for  political  patron 
age.  Thus,  it  wrould  mean  unnecessary  death}*, 
unnecessary  suffering,  unnecessary  illness. 

“A  doctor’s  party  label  has  no  influence  on  his 
expertness  at  diagnosis  and  prognosis. 

“But,  under  socialized  medicine,  the  party 
label  would  come  first.  The  ‘spoils  system’ 
would  invade  the  public  health.” 


THE  MANAGEMENT  OF  GROSS  HEMORRHAGE  IN 
PEPTIC  ULCER 

A Report  of  168  Cases 

Harry  L.  Segal,  M.D.,  W.  J.  Merle  Scott,  M.D.,  Rochester,  New  York,  and 
Roland  S.  Stevens,  M.D.,  Chicago 


SINCE  the  advent  of  Meulengracht ’s 
series  of  articles1  reporting  a definite  de- 
crease in  the  mortality  of  gastrointestinal 
hemorrhage  by  instituting  immediate  and  lib- 
eral feedings,  many  physicians  have  become 
confused  as  to  whether  to  feed  or  not  to  feed 
a bleeding  peptic  ulcer.  Before  and  since 
these  papers,  there  have  been  numerous 
articles  on  bleeding  peptic  ulcer,  both  as  to 
mortality  rate  and  as  to  treatment.  From  the 
standpoint  of  mortality,  it  has  been  of  interest 
to  note  that  statistics  on  hemorrhage  have 
varied  from  1.3  to  58  per  cent.  From  the  stand- 
point of  treatment,  Meulengracht1  has  not 
been  the  first  to  use  or  suggest  feedings  dur- 
ing the  period  of  bleeding.6*9 
Because  of  this  confusion,  Crohn  and  Lerner2 
reviewed  the  Mount  Sinai  Hospital  records  of 
cases  with  acute  massive  hemorrhage  from 
peptic  ulcer.  In  their  paper  they  criticized 
many  of  the  former  reports  and  suggested 
reasons  for  gross  errors  in  the  various  statistics 
in  the  literature.  They  further  discussed  the 
results  of  these  competing  methods  of  medical 
treatment.  They  believed  that,  because  of  the 
difference  in  criteria  for  ulcer  hemorrhage,  the 
results  with  the  present  type  of  immediate 
liberal  feeding  during  the  period  of  bleeding 
were  not  necessarily  better  than  the  orthodox 
method  of  starvation  during  the  active  bleed- 
ing, provided  transfusions,  etc.,  were  not  used 
too  indiscriminately.  In  their  study  they 
found  a total  mortality  of  7.5  per  cent — 6.8 
per  cent  in  duodenal  ulcer  and  10.3  per  cent  in 
gastric  ulcer.  Blackford  and  Cole3  in  turn 
criticized  Crohn’s  statistics  and  mortality 
rate,  stating  that  the  arithmetic  appeared 
grossly  in  error.  They  believed  that  Crohn’s 
mortality  rate  for  massive  hemorrhage  was 
actually  higher  than  stated.  Even  if  we  dis- 
card all  the  papers  in  which  the  work  does  not 
seem  careful  and  the  diagnosis  of  peptic  ulcer 
as  the  cause  of  the  bleeding  is  not  convincing, 
there  still  remains  much  confusion  in  the  mor- 
tality statistics.  The  main  cause  for  this  seems 
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to  be  that  different  authors  use  different 
criteria  for  massive  hemorrhage  and  for  gross 
hemorrhage;  some  use  these  words  inter- 
changeably and  do  not  attempt  to  differentiate 
between  these  two  types  of  bleeding.  Thus,  it 
seems  difficult  to  judge  the  efficacy  of  the 
starvation  or  feeding  regimen  from  the  mor- 
tality rates  of  different  investigators.  We  be- 
lieve this  can  only  be  evaluated  from  results  of 
the  same  authors  before  and  after  the  institu- 
tion of  the  liberal  feeding  during  the  active 
bleeding. 

Meulengracht1  showed  a mortality  of  6 to 
7.9  per  cent  in  his  cases  on  the  old  regimen  of 
starvation  as  against  1.3  per  cent  with  his 
present  plan  of  liberal  feeding  (Table  1). 
LaDue4  found  a general  mortality  rate  of  6.3 
per  cent  as  compared  to  1.3  per  cent  in  a group 
who  received  immediate  feeding  as  outlined 
in  his  paper.  He  used  a mixture  of  gelatin, 
lactose,  and  orange  juice  every  one  to  one 
and  one-half  hours  during  the  active  bleeding 
with  a more  liberal  diet  after  the  bleeding 
ceased.  Woldman  and  Polan5  treated  101 
patients  with  colloidal  aluminum  hydroxide, 
either  by  tube  or  mouth,  during  the  active 
period  of  bleeding  and  had  only  3 deaths,  a 
mortality  rate  of  3 per  cent.  They  compared 
this  with  a group  of  38  cases  of  massive  hemor- 
rhage treated  at  the  same  hospital  during  a 
five-year  period  preceding  the  inauguration  of 
his  treatment.  During  that  time  there  were 
11  deaths,  a mortality  rate  of  29  per  cent. 
This  seems  impressive  although  the  conditions 
were  not  comparable.  The  criteria  and  the 
observers  appeared  to  be  different  in  these  two 
groups,  although  this  was  not  stated  specifi- 
cally in  their  paper. 

Because  of  this  confusion  we  decided  to 
study  the  status  of  the  peptic  ulcer  cases  with 
gross  hemorrhage  occurring  in  the  Strong 
Memorial  and  Rochester  Municipal  hospitals. 


TABLE  1. — Comparison  of  Mortality  Statistics 


Author 

Starvation, 

Percentage 

Immediate  Feeding, 
Percentage 

Meulengracht 

6-7.9 

1.3 

LaDue 

6.3 

1.3 

Woldman 

28 

3 

Our  duodenal 
ulcer  series 

3 

3 
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TABLE  2. — Peptic  Ulcer  Cases  with  Gross  Hemorrhage 


Type  of 
Ulcer 
Duodenal 
Gastric 

Number 

139 

29 

Medical 

Treatment 

134 

27 

Deaths 

4 

8 

Mortality 

Rate, 

Percentage 

2.9 

28.9 

Surgical 

Treatment 

5 

1 

Deaths 

1 

1 

Mortality 

Rate, 

Percentage 

20 

100 

Total 

168 

161 

12 

7.4 

6 

2 

33.3 

It  seemed  futile  to  try  to  draw  the  line  where 
gross  hemorrhage  ended  and  massive  hemor- 
rhage began  in  this  group,  as  they  were  seen 
by  different  observers.  However,  certain 
criteria  for  the  diagnosis  of  peptic  ulcer  with 
gross  hemorrhage  were  established.  Cases 
were  accepted  only  if  the  diagnosis  of  peptic 
ulcer  was  eventually  established  usually  by 
x-ray  and  in  some  cases  by  surgery  or  autopsy. 
The  criteria  in  this  series  for  the  gross  hemor- 
rhage were:  (1)  hcmatemesis,  melsna,  or 

both;  (2)  symptoms  of  acute  loss  of  blood 
varying  from  weakness  to  actual  shock;  and 
(3)  a fall  in  the  hemoglobin  and  red  blood 
count.  The  latter  did  not  always  occur  at  the 
time  of  admission  because  of  factors  of  de- 
hydration, shock,  etc. 

Since  the  course  and  treatment  of  peptic 
ulcer  have  varied  depending  on  whether  the 
ulcer  was  located  in  the  duodenum  or  stomach, 
the  duodenal  and  gastric  ulcers  were  studied 
separately  (Table  2). 

The  duodenal  ulcer  group  was  subdivided 
into  those  patients  who  received  one  or  more 
days  of  starvation  and  those  who  received  some 
sort  of  feeding,  either  just  milk  alone  or  the 
Meulengracht  type  of  regimen  on  the  first  day 
of  their  hemorrhage.  The  'duodenal  ulcer  pa- 
tients were  also  divided  into  those  with  their 
first  hemorrhage  and  those  with  recurring 
attacks  of  bleeding  (Table  3). 

The  gastric  ulcer  group  was  not  subdivided 
because  of  its  relatively  small  number. 

Duodenal  Ulcer  Group 

In  this  group  there  were  139  cases  with  gross 
hemorrhage.  One  hundred  and  twenty  were 
men  and  19  were  women,  a ratio  of  approxi- 
mately 6 men  to  1 woman.  Of  this  group,  134 
received  medical  treatment  alone  and  5 were 
eventually  operated  upon.  In  the  group 
treated  medically  there  were  only  4 deaths  due 
to  bleeding,  giving  a mortality  of  2.9  per  cent. 
The  cases  operated  upon  for  persistent  bleed- 
ing had  1 death,  a mortality  of  20  per  cent 
(Table  2,  Fig.  1). 

The  duodenal  ulcer  cases  that  were  treated 
medically  were  separated,  as  already  stated, 
into  two  groups,  those  receiving  nothing  by 
mouth  during  the  first  day  or  more  of  active 


TABLE  3. — Medical  Treatment  of  Duodenal  Ulcer 
with  Gross  Hemorrhage 


Number  of 
Hemorrhages 

N umber 
of  Cases 

Deaths 

Mortality 

Rate, 

Percentage 

First 

110 

3 

3 

Recurrent 

29 

1 

3.6 

Starvation 

Type  of  Regimen 
99  3 

3 

Immediate 

feeding 

35 

1 

3 

bleeding  and  those  who  were  fed  immediately. 
The  type  of  feeding  varied  from  milk  to  the 
regimen  outlined  by  Meulengracht.1  Ninety- 
nine  were  treated,  more  or  less,  by  the  ortho- 
dox method,  and  three  of  those  patients  died, 
a mortality  just  under  3 per  cent.  Thirty-five 
patients  were  fed  immediately  with  only  1 
death  resulting  from  bleeding.  One  died  of 
peritonitis  from  a perforation  after  the  bleed- 
ing had  ceased  and  was  not  considered  a 
hemorrhagic  death.  The  mortality  in  this 
group  was  also  a little  less  than  3 per  cent 
(Table  3). 

These  duodenal  ulcer  patients  were  also  sub- 
divided into  those  who  were  admitted  for  their 
first  hemorrhage  and  those  who  had  one  or  more 
previous  attacks  of  gross  bleeding  (Table  3). 
Three  patients  out  of  110  died  during  their 
first  attack  of  gross  hemorrhage,  a mortality  of 
3 per  cent.  Twenty-nine  people  had  two  or 
more  gross  hemorrhages.  There  was  only  1 
death  in  this  group,  a mortality  of  3.6  per 
cent. 

Four  patients  died  on  a medical  regimen. 
Case  1 was  a 57-year-old  syphilitic  woman  who 
had  no  intravenous  fluids  and  died  suddenly. 
Case  2 was  a 32-year-old  woman  thought  to 
have  a mesenteric  thrombosis,  and  conse- 
quently she  was  subjected  to  x-ray  studies 
and  was  not  treated  as  a bleeding  ulcer.  Case 
3 was  a 54-year-old  man  who  died  before  the 
real  source  of  trouble  was  realized.  Case  4 
was  a 36-year-old  man  who  had  a purulent 
cystitis  in  addition  to  massive  hemorrhage. 

The  question  of  the  effect  of  transfusion  on 
the  mortality  rate  cannot  be  decided.  Two  of 
the  4 who  died  received  500-cc.  transfusions 
and  intravenous  fluids.  But  there  were  nu- 
merous 500-cc.  transfusions  among  the  people 
who  recovered.  However,  the  records  did  not 
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reveal  how  carefully  and  how  much  time  was 
taken  to  give  these  transfusions. 

Gastric  Ulcer  Group 

In  the  group  of  gastric  ulcer  patients  there 
were  29  cases  of  gross  hemorrhage.  Twenty- 
seven  were  men  and  only  2 were  women. 
Twenty-seven  patients  received  medical  treat- 
ment alone,  and  8 of  these  died,  a mortality  of 
28.5  per  cent.  Only  1 was  operated  upon  for 
massive  bleeding  with  a fatality. 

Discussion 

There  are  some  striking  points  noted  in  this 
study.  The  mortality  for  gross  hemorrhage 
from  duodenal  ulcer  was  low,  slightly  less 
than  3 per  cent.  This  was  so  in  those  on  a 
starvation  regimen  and  in  those  who  received 
immediate  feeding. 

There  is  little  difference  in  the  mortality 
rate  in  the  duodenal  ulcer  series  in  their  first 
attack  of  bleeding  as  compared  with  recurrent 
gross  hemorrhages.  Thus,  in  our  group  of  duo- 
denal ulcer  patients  we  are  forced  to  say  that 
the  mortality  is  not  appreciably  greater  in  a 
second  or  third  attack  of  gross  bleeding. 
However,  if  a patient  tends  to  have  recurrent 
gross  hemorrhages,  the  summation  of  the 
mortality  of  each  attack  naturally  adds  to  the 
total  risk.  Moreover,  these  people  tend  to 


TABLE  4. — Ages  Incidence  or  the  Medical  Mortality 
in  Peptic  Ulcer  Hemorrhage 
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4 

2.9 

28 

8 
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have  more  recurrences  of  bleeding.  We  feel 
that  repeated  gross  hemorrhages  are  a definite 
indication  for  eventual  surgery.  But  the  in- 
dication for  immediate  surgery  is  the  same  as 
for  the  first  attack,  i.e.,  only  if  the  bleeding 
persists  on  the  medical  regimen.  However, 
surgery  in  these  repeaters  should  be  done 
after  the  bleeding  has  stopped  and  after  the 
patient  is  in  good  condition. 

It  will  be  noted  from  Table  4 that  duodenal 
ulcer  hemorrhages  occurred  more  frequently 
in  the  age  groups  from  20  to  40  and  40  to  55 
and  slightly  less  often  thereafter  and  that 
gastric  ulcer  bleeding  occurred  more  fre- 
quently in  the  groups  from  40  to  55  and  55 
upward.  This  is  parallel  to  the  age  incidence 
in  duodenal  and  gastric  ulcers. 

The  outstanding  fact  in  bleeding  from  gas- 
tric ulcer  is  that  although  its  relative  frequency 
is  comparable  to  that  of  duodenal  ulcer  the 
mortality  is  definitely  higher.  In  our  group 
the  medical  mortality  of  gross  hemorrhage  in 
gastric  ulcer  is  28.5  per  cent  as  against  only 
2.9  per  cent  for  duodenal  ulcer.  Crohn  and 
Lerner2  in  their  series  had  a mortality  of  10.3 
per  cent  in  the  gastric  ulcer  cases  as  compared 
to  6.8  per  cent  in* the  duodenal  ulcer  patients. 
Their  total  mortality  for  gross  hemorrhage 
from  all  peptic  ulcer  cases  was  7.5  per  cent. 
Our  total  mortality  was  7.4  per  cent.  The 
factors  in  the  higher  death  rate  from  gastric 
ulcer  may  be  variable.  Perhaps  mechanical 
displacement  of  the  clot  occurs  more  readily 
because  of  large  and  more  vigorous  peristalsis 
in  the  stomach.  Perhaps  digestion  of  the  clot 
can  occur  more  readily  in  the  acid  medium  of 
the  stomach  than  in  duodenal  ulcer,  where  the 
bathing  secretions  are  alkaline. 

Medical  Management  and  Its  Rationale 

Considering  our  results  and  those  of  Crohn 
and  Lerner2  and  considering  Meulengracht’s1 
low  mortality,  Woldman’s8  success  with  alum- 
inum hydroxide,  and  the  results  reported  by 
Andresen,6  Browne  and  Me  Hardy,7  LaDue/ 
etc.,  how  should  one  manage  the  individual 
case  of  gross  hemorrhage  from  a peptic  ulcer? 
Should  one  starve  them,  should  one  feed  them, 
or  should  one  operate  upon  them? 
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Let  us  first  consider  the  physiology  and  ra- 
tionale and  then  outline  a treatment. 

The  rationale  of  the  management  of  gross 
hemorrhage  has  been  ably  discussed  by  LaDue4 
and  Browne  and  Me  Hardy.7  When  gross 
hemorrhage  occurs,  the  blood  pressure  falls 
to  adjust  itself  to  the  loss  of  blood  volume. 
With  this,  the  carotid  sinus  and  aortic  reflex 
may  be  excited  and  anoxemia  may  occur  in 
the  medullary  centers.  Filtration  through  the 
kidneys  may  be  lowered  with  resulting  urea 
retention.  Locally,  there  is  contraction  of  the 
middle  fibromuscular  coat  of  the  arteries  and 
clot  formation  in  an  attempt  to  stop  the  bleed- 
ing. If  the  artery  is  eroded  on  end,  this  con- 
traction helps  to  stop  the  bleeding.  If  the 
artery  is  eroded  laterally  this  opening  may  be 
widened  by  such  contraction  and  add  to  the 
difficulty  of  the  clot  to  bridge  the  gap.  An 
erosion  into  a vein  should  be  more  readily 
closed  by  the  clot  because  of  the  lower  pres- 
sure. 

The  important  consideration  in  the  treat- 
ment is  not  to  interfere  with  those  factors 
that  stop  the  bleeding,  i.e.,  the  lowered  blood 
pressure  and  the  clot  formation.  However, 
there  are  certain  dangers;  the  blood  pressure 
may  sink  too  low  and  shock  may  continue; 
the  clot  may  be  displaced  by  peristaltic  waves 
of  the  stomach  or  duodenum  or  may  be  di- 
gested by  the  gastric  juice.  The  presence  of 
blood  itself  in  the  stomach  of  some  people 
may  be  an  irritant  and  may  produce  nausea, 
retching,  and  increased  peristaltic  activity, 
thus  playing  a part  in  the  mechanical  dislodg- 
ment  of  the  clot.  In  other  people  the  shock 
and  acute  loss  of  blood  may  be  the  cause  of 
the  nausea  and  retching.  The  blood,  in  addi- 
tion, may  stimulate  gastric  secretion  beyond 
its  power  of  neutralization  of  the  excess  acid, 
and  digestion  of  the  clot  may  ensue. 

Whether  an  empty  stomach  is  at  rest  is  a 
mooted  question.  Carlson8  says  it  is  not. 
Thus,  starvation  would  not  avoid  mechanical 
dislodgment.  Moreover,  as  long  as  the  ulcer 
bleeds,  the  stomach  is  not  empty;  thus,  the 
chances  of  an  empty  or  quiet  stomach  is  slight. 

Realizing  these  various  factors,  what  method 
can  one  use  to  gain  the  best  results?  The 
statistical  report  in  our  own  study  does  not 
answer  the  question.  The  number  of  cases  in 
our  series  that  were  fed  during  bleeding  is  still 
too  small  to  draw  conclusions.  By  and  large, 
the  literature  tends  to  point  to  a lowered  mor- 
tality in  the  group  that  were  fed.  However,  it 
can  be  said  that  the  mortality  was  not  in- 
creased by  feeding.  Moreover,  in  the  average 
case  of  gross  hemorrhage  the  patient  will  not 


be  exsanguinated,  and  sufficient  clot  formation 
will  occur  to  bridge  the  gap  to  stop  at  least  the 
first  bleeding.  The  important  thing  seems  to 
be  to  prevent  this  clot  from  being  dislodged  or 
digested  in  order  to  prevent  a recurrence  of 
the  bleeding.  Alvarez10  believes  that  the 
danger  from  digesting  the  clot  is  greater  than 
that  from  dislodging  it  mechanically.  If  the 
factor  of  digestion  is  all-important,  then  neu- 
tralization of  the  gastric  secretion  is  an  im- 
portant step  in  the  treatment.  It  is  this  factor 
that  can  explain  the  good  results  claimed  by 
Meulengracht,1  Woldman,6  and  others.  Fre- 
quent feedings  or  the  use  of  a neutral  agent, 
as  colloidal  aluminum  hydroxide,  either  by 
continuous  drip  or  frequent  administrations, 
prevent  the  digestion  of  the  fibrin  and  is  ap- 
parently the  rationale  behind  this  treatment. 
If  this  is  so,  Woldman’s5  method  of  continuous 
drip  should  offer  the  greater  protection  by  its 
constant  neutralization  of  the  gastric  acidity 
while  at  the  same  time  avoiding  the  mechanical 
factors  that  solid  food  itself  may  produce. 
Moreover,  with  a tube  in  the  stomach  one  may 
be  able  to  determine  when  the  bleeding  has 
ceased.  The  end  of  the  tube  must  not  be  much 
lower  than  the  cardiac  orifice  in  order  to  avoid 
a mechanical  danger  of  dislodging  the  clot 
(Fig.  1).  Most  ulcers  are  in  the  duodenum  or, 
if  in  the  stomach,  are  in  the  lower  half  of  it 
and  will  not  be  injured  by  this  technic.  In 
addition,  one  can  lower  the  head  and  keep  the 
patient  on  his  back.  This  helps  to  keep  most 
of  the  gastric  juice  in  the  cardiac  part  of  the 
stomach  and  tends  to  put  the  stomach  at  rest. 

If  one  is  reluctant  to  place  a tube  in  the 
stomach  or  if  the  patient  is  intolerant  to  tubes, 
this  position  is  still  of  aid.  If  no  tube  is  used, 
it  is  best  to  start  early  feedings  by  mouth  to 
neutralize  any  excessive  acid  that  may  be 
produced  from  the  stimulation  of  the  blood. 
For  this  purpose  it  is  not  necessary  to  start 
with  immediate  liberal  feedings  as  Meulen- 
gracht1 has  described.  Here  it  seems  more 
rational  to  follow  the  diet  described  by  Andre- 
sen6  in  1927  and  1939.  The  gelatin  mixture 
has  been  used  with  the  idea  that  gelatin  com- 
bines readily  with  hydrochloric  acid,  is  sooth- 
ing and  not  overstimulating  in  the  production 
of  gastric  juice,  and  is  supposedly  an  excellent 
coagulant.  Gelatin  can  be  dissolved  in  wrater 
to  which  lactose  and  fruit  juices  can  be  added 
for  nutritional  purposes,  or  the  gelatin  can  be 
combined  with  milk,  cream,  and  glucose  and 
flavored  to  suit  the  taste.  After  the  active 
bleeding  has  ceased,  high  caloric  gruels  and 
milk  mixtures  can  replace  the  gelatin  solutions. 
Of  course,  colloidal  aluminum  hydroxide,  etc., 
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can  be  given  in  addition.  If  one  is  still  reluc- 
tant to  start  with  any  feeding,  frozen  milk 
cubes  can  be  given  by  mouth  instead  of 
cracked  ice.  This  will  keep  the  mouth  moist 
and  the  milk  dripping  in  the  stomach  will 
have  some  neutralizing  effect. 

Naturally,  other  factors  besides  the  ques- 
tion of  clot  digestion  and  clot  displacement 
must  be  considered.  Even  if  the  hemorrhage 
does  not  appear  dangerous,  the  patient  must 
be  at  rest.  Morphine  and  sodium  luminal  can 
be  used  hypodermically  for  this  purpose. 

Unfortunately,  many  cases  will  have  marked 
blood  loss  and  will  be  in  shock.  This  must  be 
treated.  The  patient  is  kept  warm;  morphine, 
as  already  stated,  is  indicated;  and  the  moot 
question  of  the  use  of  intravenous  fluids  to  re- 
place the  blood  loss  will  arise.  Crohn  and 
others  mentioned  by  him2  are  adverse  to  the 
use  of  transfusions  except  as  an  extreme  meas- 
ure, and  they  believe  the  mortality  has  been 
increased  thereby.  They  believe  that  the  drop 
in  blood  pressure  is  a protective  mechanism 
and  that  to  disturb  this  without  due  cause  may 
be  harmful.  Browne  and  Me  Hardy7  believe 
that  transfusions  are  lifesaving  measures  and 
think  it  is  physiologic  to  replace  lost  blood  with 
blood  if  the  volume  is  less  than  40  per  cent. 
In  our  duodenal  ulcer  patients  with  gross 
hemorrhage,  transfusions  were  used  fifty-four 
times  in  amounts  varying  from  30  to  600  cc., 
the  usual  quantity  being  250  to  500  cc.  A 
person  can  die  from  too  low  a blood  volume 
and  clinical  judgment  will  be  necessary  as  to 
when  transfusion  should  be  instituted.  It  is 
probably  best  to  withhold  blood  at  first  but  to 
resort  to  it  if  the  pulse  rate  continues  to  in- 
crease and  the  blood  pressure  continues  at  a 
dangerous  shock  level.  If  intravenous  fluids 
are  necessary,  blood  is  probably  the  best 
medium,  and  its  introduction  should  be  slow 
in  order  not  to  increase  the  blood  pressure 
suddenly  or  to  its  original  level. 

The  discussion  of  the  medical  management 
of  the  bleeding  ulcer  has  been  limited  practi- 
cally to  the  first  few  days  immediately  following 
the  gross  bleeding,  and  this  period  can  be 
called  the  period  of  active  bleeding.  The 
period  immediately  following  the  actual  cessa- 
tion of  the  hemorrhage  may  be  called  the 
second  period  of  the  medical  management. 
Whether  the  management  of  the  period  of  ac- 
tive bleeding  consisted  of  no  food,  intubation 
with  continuous  aluminum  hydroxide  drip,  or 
frequent  administrations  of  milk  or  gelatin 
mixtures,  frequent  liberal  feedings  should  be 
the  mode  of  procedure  in  this  second  period. 
Now  we  can  follow  Meulengracht’s1  idea  of  a 


diet  rich  in  scraped  meats,  milk,  bread,  butter, 
cream,  cheese,  eggs,  vegetables,  tea,  etc.  The 
argument  that  the  Meulengracht1  regimen 
helped  clot  formation,  brought  about  rapid 
convalescence,  and  prevented  nutritional  loss 
may  be  true,  but,  if  this  regimen  is  started  on 
the  third  day  after  the  onset  of  the  hemor- 
rhage, no  great  nutritional  harm  has  been  done, 
and  no  harm  has  been  done  to  the  clot  if  the 
patient  has  been  at  rest  and  other  neutraliz- 
ing factors  have  been  at  play.  It  is  the  old 
type  Sippy  regimen  of  starvation  and  gradual 
step-up  of  the  feedings  that  lasted  two  to 
three  weeks  which  does  the  nutritional  harm. 
This  regimen  should  not  be  used. 

Surgery 

So  far  we  have  been  concerned  with  the 
medical  regimen.  The  part  surgery  should 
play  in  gross  hemorrhage  from  peptic  ulcer 
must  be  discussed. 

In  the  duodenal  ulcer  series  surgery  was 
not  employed  as  an  emergency  measure  in  an 
attempt  to  stop  a rapidly  fatal  hemorrhage. 
There  are  a few  cases  in  which  the  physical  con- 
ditions are  such  that  the  bleeding  from  the 
eroded  artery  may  not  stop;  an  erosion  on  the 
lateral  wall  or  arteriosclerosis  may  prevent 
the  artery  eroded  on  end  from  contracting. 
If  these  facts  could  be  determined  with  ac- 
curacy in  the  individual  case,  then  it  would 
be  wise  to  use  the  massive  transfusion  method 
now  available  and  operate  on  such  individuals. 
However,  many  of  the  patients  in  this  series 
who  came  in  with  massive  hemorrhage  and 
developed  profound  shock  survived  on  a medi- 
cal regimen,  although  it  was  feared  that  they 
would  not.  There  is  nothing  in  the  physical 
examination  of  the  patient  before  he  is  actu- 
ally moribund  and  there  is  no  test  available 
which  will  differentiate  in  acute  hemorrhage 
the  patient  who  will  ultimately  survive  from 
the  one  who  will  continuously  and  rapidly 
bleed  to  death.  We  are  convinced  that,  even 
with  the  aid  of  improved  methods  in  giving 
huge  quantities  of  blood,  the  operative  mor- 
tality for  massive  hemorrhage  in  duodenal 
ulcer  is  greater  than  the  mortality  of  this  con- 
dition under  the  conservative  treatment  out- 
lined— 7.4  per  cent  in  the  whole  series  but  only 
3 per  cent  in  the  duodenal  ulcer.  Therefore,  it 
seems  wise  to  continue  our  policy  not  to 
operate  as  an  emergency  in  a desperate  at- 
tempt to  control  a massive  hemorrhage. 

There  is,  however,  one  type  of  bleeding 
from  an  ulcer  which  we  believe  does  usually 
call  for  operative  interference.  The  bleeding 
episode  usually  starts  with  a major  hemor- 
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rhage,  the  immediate  effect  of  which  the  pa- 
tient has  survived,  but  persistent  bleeding  con- 
tinues many  days  after  the  onset  of  the  acute 
hemorrhage.  Usually  there  is  a persistence  of 
ulcer  pain  or  distress.  The  stools  may  remain 
frankly  tarry,  or,  the  persistence  of  bleeding 
may  manifest  itself  only  in  a strongly  positive 
test  for  occult  blood.  A variant  of  this  type 
of  bleeding  occurs  when  the  stools  clear  up  for 
a short  time  and  then  give  evidence  of  recur- 
rent hemorrhage  while  the  patient  is  being 
kept  in  bed  on  a rigid  ulcer  regimen.  Care 
must  be  taken  not  to  mistake  the  effect  of  ad- 
ministered iron  for  occult  blood  in  the  stool. 
In  both  of  the  above  groups  the  continuation 
of  the  hemorrhage  is  a danger  signal.  Either 
the  ulcer  is  particularly  active  or  the  bleeding 
artery  does  not  become  securely  closed  with  a 
thrombus.  We  believe  that  in  this  small 
group  of  cases  operation  is  not  only  justifiable 
but  may  be  definitely  lifesaving.  Five  such 
cases  occurred  in  our  duodenal  ulcer  series,  3 
because  of  continuous  bleeding  and  2 because 
of  immediate  recurrences  of  oozing  which  con- 
tinued. In  all  of  these  cases  the  evidence  of 
bleeding  continued  for  more  than  ten  days 
before  operation  was  deemed  necessary.  Four 
of  these  patients  survived  and  the  bleeding 
was  controlled,  while  1 died  after  operation, 
giving  a mortality  of  20  per  cent.  Thus,  a 
persistent  loss  of  blood  over  a period  of  many 
days  (even  two  or  three  weeks)  is  the  only 
type  of  bleeding  from  an  ulcer  which  seems  to 
warrant  operation  directly  for  its  control. 
The  sixth  case  was  operated  upon  the  second 
day  of  hemorrhage  not  because  of  his  bleeding 
but  because  symptoms  suggested  a perforation. 
An  exploratory  laparotomy  revealed  no  per- 
foration, and  nothing  further  was  done  due 
to  the  patient’s  poor  condition.  The  patient 
continued  to  bleed  and  died  shortly  after  the 
operation.  Including  this  case  the  total  sur- 
gical mortality  in  our  duodenal  ulcer  series  was 
33.3  per  cent. 

The  point  we  wish  to  emphasize  is  that  this 
patient  would  not  have  been  operated  upon  for 
bleeding  if  the  probability  of  perforation  had 
not  arisen.  This  case  represents  a patient 
early  in  the  course  of  an  acute  dangerous  loss 
of  blood,  a condition  to  which  the  physiologic 
processes  of  the  body  had  not  had  sufficient 
time  to  adjust.  It  is  generally  recognized 
that  surgery  offers  great  hazards  at  this  time. 
In  a week  or  more  the  body  adapts  itself 
much  better  to  the  blood  loss. 

The  problem  of  recurrent  episodes  of  major 
hemorrhage,  though  important,  is  a separate 
one  from  the  one  that  we  are  considering  for 


immediate  surgery.  The  recurrent  hemor- 
rhage should  be  managed  in  the  manner  al- 
ready described.  However,  repeated  such 
episodes  may  be  evidence  of  an  active  ulcer 
and  one  that  often  is  difficult  to  control  ade- 
quately on  a conservative  regimen.  In  some 
of  these  people,  if  the  blood  regenerates  rapidly 
the  elective  operation  may  be  carried  out  dur- 
ing the  same  hospital  admission  as  the  major 
hemorrhage.  Ten  such  cases  occurred  in  our 
present  series,  with  1 death.  However,  with 
a cooperative  patient  it  seems  better  judgment 
usually  to  defer  the  operation  until  complete 
blood  regeneration  has  occurred  when  the  pa- 
tient is  in  the  best  possible  condition. 

Summary 

One  hundred  and  thirty-nine  cases  of  duo- 
denal ulcer  and  29  cases  of  gastric  ulcer  with 
gross  hemorrhages  have  been  reviewed. 

One  hundred  and  thirty-four  of  the  duodenal 
ulcer  cases  were  treated  medically  with  a mor- 
tality rate  of  2.9  per  cent.  The  mortality  was 
approximately  the  same  both  in  those  cases 
put  on  a starvation  regimen  and  in  those  given 
immediate  feedings. 

Twenty-eight  cases  of  gastric  ulcer  with 
gross  hemorrhage  were  treated  medically, 
with  a mortality  of  28.5  per  cent. 

The  combined  medical  mortality  was  7.4 
per  cent  for  bleeding  peptic  ulcer  in  this  series. 

The  rationale  and  fundamental  principles  of 
medical  management  were  discussed. 

The  only  type  of  patient  that  should  have 
surgery  for  immediate  control  of  hemorrhage 
is  when  bleeding  continues  for  many  days 
(even  two  or  three  weeks).  In  this  small 
group  operation  may  be  a lifesaving  measure. 
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Discussion 

Dr.  Henry  A.  Rafsky,  New  York  City — The 
more  I see  of  bleeding  peptic  ulcers,  the  more  I 
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am  convinced  that  the  treatment  of  each  case 
must  be  individualized.  Various  factors  must 
be  taken  into  account  when  trying  to  arrive  at 
any  conclusions  in  these  cases.  During  the  past 
six  months  I have  seen  more  bleeding  peptic 
ulcers  at  the  Lenox  Hill  and  Beth  Israel  hospitals 
than  in  any  other  similar  period.  Whether  or 
not  this  is  due  to  the  severity  of  the  winter  (or 
whatever  the  cause  is)  I have  not  been  able  to 
ascertain.  Furthermore,  these  bleeding  cases 
have  been  severe  ones.  When  we  compare 
mortality  statistics  we  must  bear  in  mind  that 
some  patients  do  not  seek  medical  treatment  until 
they  are  almost  exsanguinated.  This  was  demon- 
strated by  a patient  who  came  into  the  hos- 
pital with  a hemoglobin  of  28  per  cent;  he  had 
been  bleeding  about  one  week  before  admission. 
Other  patients  seek  advice  at  the  initial  onset  of 
the  symptoms.  With  regard  to  the  various 
methods  of  treating  bleeding  ulcers,  I have  tried 
the  Meulengracht  diet,  duodenal  feeding,  intra- 
gastric  drip,  and  the  Sippy  plan.  The  results 
are  about  the  same,  irrespective  of  the  method 


employed.  Dr.  Einhorn  many  years  ago  gave 
high  caloric  and  high  protein  feedings  through 
the  duodenal  tube,  and  I still  use  this  method  in 
bleeding  ulcers.  With  regard  to  the  Meulen- 
gracht diet,  I have  seen  2 cases  in  the  past  five 
months  in  which  the  bleeding  started  again  after 
the  patient  had  been  on  the  diet  about  one  week. 
Another  point  to  be  emphasized  is  the  question 
of  prerenal  azotemia.  The  determination  of  the 
nonprotein  nitrogen  is  important.  In  a previous 
article  Dr.  Weingarten  and  I showed  that  the 
nonprotein  levels  have  prognostic  values.  The 
dehydration  in  prerenal  azotemia  must  be  over- 
come. If  the  nonprotein  nitrogen  level  does  not 
fall,  irrespective  of  the  therapeutic  efforts,  the 
prognosis  is  bad.  The  nonprotein  levels  do  not 
have  any  relation  to  the  anemia.  With  regard 
to  transfusions,  I am  not  in  agreement  with  those 
observers  who  say  that  transfusions  are  not 
indicated.  I feel  they  are  definitely  indicated 
to  overcome  the  anemia  and  the  dehydration  re- 
sulting in  azotemia,  but  small  and  frequent  trans- 
fusions should  be  given  instead  of  large  ones. 
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A CASE  OF  PAPILLARY  CARCINOMA  IN  A HORSESHOE  KIDNEY 

John  S.  Fitzgerald,  M.D.,  Utica,  New  York 


HORSESHOE  kidney  is  an  uncommon  con- 
genital anomaly  of  great  clinical  interest 
and  the  problems  of  diagnosis  and  treatment 
are  among  the  most  intriguing  in  urology. 
Such  a kidney  is  more  likely  to  develop  other 
lesions  than  a normal  kidney.  Many  tumors, 
most  of  which  have  been  hypernephromas, 
have  been  found  associated  with  this  anomaly. 
A review  of  the  literature  has  failed  to  reveal 
a report  of  the  occurrence  of  papillary  car- 
cinoma in  a horseshoe  kidney.  For  this  reason, 
the  following  case  is  presented. 

Case  Report 

The  patient,  F.  P.,  a white  man,  aged  50,  was 
referred  to  me  by  Dr.  R.  C.  Ainsworth  on  March 
3,  1939,  with  a complaint  of  severe  pain  in  the 
left  side  and  gross  hematuria  of  twelve  hours’ 
duration.  There  had  been  two  previous  attacks 
of  hematuria,  nine  months  and  five  months  pre- 
viously. These  had  ceased  spontaneously  and 
had  not  led  him  to  seek  medical  advice.  He  had 
been  treated,  however,  off  and  on  for  four  years 
for  “kidney  trouble.”  The  remainder  of  the  past 
history  had  little  bearing  on  the  case.  Twelve 
years  earlier,  all  the  upper  teeth  were  removed 
for  Vincent’s  angina.  Seven  years  prior  he  fell 
and  suffered  a back  injury  that  involved  the 
right  but  not  the  left  side.  The  x-rays  taken  at 
the  time  showed  an  osteoarthritis  of  the  lumbar 
spine.  No  mention  was  made  of  the  kidney 
shadow.  He  had  lost  15  pounds  in  six  months; 
this  he  ascribed  to  hard  work  and  a severe  attack 
of  right  sciatica  just  prior  to  the  onset  of  present 
illness.  His  mother  had  died  of  carcinoma  of  the 
uterus. 

On  physical  examination  an  obese  man  of 
middle  age  was  found.  He  appeared  acutely  ill 
and  in  severe  pain. 

Head:  The  pupils  were  equal,  round,  and  re- 
acted to  light  and  accommodation;  sclerae  were 
normal.  The  ears  and  nose  were  normal,  but  the 
upper  teeth  were  absent. 

Neck:  No  glands  or  pulsations  were  noted. 
Thyroid  was  not  palpable. 

Chest:  The  heart  was  normal  in  size  and  shape, 
and  the  sounds  and  rhythm  were  normal.  Ves- 
sels were  soft.  The  blood  pressure  was  120/80. 

Abdomen:  The  abdomen  was  soft.  There 
was  marked  tenderness  and  slight  rigidity  on 
deep  palpation  in  the  left  flank  and  at  the  left 
costovertebral  angle.  No  mass  or  kidney  was 
palpable  on  either  side.  The  bladder  was  not 
palpable  or  tender. 

The  external  genitalia  were  normal  except  for 
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blood  staining.  The  prostate  was  of  normal  size, 
shape,  and  consistency. 

The  urine  was  dark  red,  cloudy,  and  alkaline, 
with  a specific  gravity  of  1.010.  The  albumin 
was  3 plus,  and  there  were  a few  leukocytes  and 
many  erythrocytes.  Tests  for  sugar  and  ace- 
tone were  negative.  The  blood  Wassermann  was 
negative. 

Cystoscopy  was  performed  immediately.  A 
slim  clot,  the  cast  of  an  ureter,  was  found  in  the 
bladder.  At  meatoscopy,  normal  urine  appeared 
from  the  right  ureter  and  grossly  bloody  urine 
from  the  left.  Indigo  carmine  appeared  in 
medium  concentration  on  the  right  in  ten  min- 
utes. None  was  noticed  on  the  left.  A number 
6 catheter  was  passed  easily  to  the  kidney  pelvis 
on  each  side.  The  specimen  was  clear  on  the 
right  and  bloody  on  the  left.  Smear  and  cul- 
ture did  not  reveal  any  organisms. 

The  first  film  revealed  the  catheters  to  aseend 
in  rather  straight  fashion  to  reach  the  level  of 
the  kidneys  on  each  side  then  turn  sharply  out- 
ward and  dip  downward. 

The  left  pyelogram  revealed  only  a portion  of 
the  pelvis  and  the  lower  calix  to  be  filled.  Above 
this  there  was  an  irregular  infiltration  of  the  dye 
that  bore  no  resemblance  to  a kidney  pelvis. 
The  ureter  below  was  straight  and  well  filled. 
The  right  pyelogram  was  indistinct  but  showed  a 
pelvis  close  to  the  midline  and  a rotated  kidney. 
The  minor  calices  were  clean  cut  and  well  filled. 

The  complete  blood  count  revealed  a hemo- 
globin of  66  per  cent;  red  blood  cells,  3,250,000; 
and  white  blood  cells,  13,400,  of  which  76  were 
polymorphonuclears  and  18  per  cent  were  small 
lymphocytes. 

Because  of  the  severity  of  the  hemorrhage, 
nephrectomy  was  performed  without  delay. 
The  preoperative  diagnosis  was  kidney  tumor. 
The  horseshoe  was  not  discovered  until  operation. 

Under  cyclopropane  anesthesia,  the  patient 
was  placed  on  his  back,  and  an  8-inch  left  para- 
rectus  incision  was  made.  A 6-inch  crossbar 
was  made  so  that  the  entire  incision  was  T shaped. 
The  extraperitoneal  space  was  dissected  until 
the  psoas  muscle  and  almost  the  midline  was 
reached,  but  it  was  impossible  to  find  the  left 
kidney.  The  patient  was  turned  on  the  side  and 
the  bar  of  the  “T”  extended.  The  kidney  was 
then  found  and  freed  easily,  except  at  the  lower 
pole  where  the  attachment  was  discovered. 
The  ureter  crossed  anterior  to  the  bar  and  was 
severed.  Between  clamps  the  isthmus  was  di- 
vided. The  stump  of  the  isthmus  was  covered 
with  fat,  anchored  by  number  00  chromic  con- 
tinuous suture.  Dissection  of  the  pedicle  was 
difficult  due  to  the  fact  that  the  blood  supply 
entered  in  four  places,  each  of  which  required 
individual  clamp  and  ligature.  No  single  large 


1081 


1082 


JOHN  S.  FITZGERALD 


[N.  Y.  State  J.  M. 


Fig.  1.  Anterior  view  showing  pelvis  on 
anterior  surface.  The  isthmus  is  at  the  lower 
left-hand  corner.  The  four  pins  are  in  the 
arteries. 


vessel  was  present.  The  kidney  was  excised. 
A cigarette  drain  was  placed  in  the  bed  of  the 
kidney  and  a tube  drain  to  the  isthmus.  The 
wound  was  then  closed  in  layers,  using  number  2 
chromic  running  suture  to  the  fascia  and  muscle, 
silk  retention  and  continuous  to  the  skin. 

The  kidney  was  enlarged  to  about  twice  the 
normal  size,  particularly  in  the  upper  portion 
where  it  felt  quite  firm.  Much  of  the  pelvis  was 
extrarenal  and  firm  to  palpation.  The  ureter 
crossed  anterior  to  the  horseshoe  bar.  At  the 
lower  pole  on  the  medial  side  was  the  stump  of 
the  isthmus,  which  was  firm.  Four  small  ar- 
teries provided  the  blood  supply  to  the  kidney. 
These  entered  in  varying  relation  to  the  pelvis. 
On  section  the  entire  upper  two-thirds  of  the 
pelvis  was  filled  with  a papillary  growth  that  ob- 
structed all  the  upper  calices  and  filled  this  en- 
tire area.  The  remaining  unfilled  portion  of  the 
pelvis  was  small  and  irregular  and  drained  only 
the  two  lower  calices.  In  the  lower  portion  of 
the  papillary  growth  an  erosion  was  present. 
This  was  undoubtedly  the  source  of  the  severe 
hemorrhage. 

The  report  of  the  pathologist  was  papillary 
carcinoma.  The  State  Institute  at  Buffalo  con- 
firmed this.  I am  indebted  to  Dr.  J.  E.  Ash  of 
the  Carcinoma  Registry  for  the  following  ex- 
cellent description:  “The  tumor  involving  ap- 

parently only  the  pelvis  consists  of  papillae  of 


Fig.  2.  Interior  view  showing  carcinoma  filling 
the  upper  two-thirds  of  the  pelvis. 


considerable  length  having  very  delicate  but 
vascular  connective  tissue  cores  and  layers  of 
transitional  type  of  epithelium  which  are  very 
broad  at  the  base  but  thinned  out  somewhat  to- 
ward the  tips.  The  epithelium  is  rather  uniform 
in  size  and  shape  showing  no  tendency  to  dif- 
ferentiation toward  the  squamous;  mitoses  are 
not  frequent,  the  basal  cells  are  rather  uni- 
formly palisaded,  but  the  overlying  cells,  particu- 
larly in  the  thicker  layers,  are  apt  to  be  more 
disorderly  in  arrangement.  There  is  no  evidence 
of  penetration  beyond  the  basement  membrane. 
Graded  on  the  same  basis  as  bladder  tumors  this 
would  be  a carcinoma,  papillary,  grade  I.  The 
block  taken  from  the  kidney  at  the  line  of  fusion 
shows,  under  the  low  power  particularly,  the 
complete  separation  of  the  two  kidney  masses  by 
connective  tissue.  Under  the  high  power  it  can 
be  seen  that  the  glomeruli  and  large  blood  vessels 
are  either  at  or  very  close  to  this  line  of  separation. 
There  are  foci  of  lymphocytic  infiltration  into 
both  kidney  masses  and  focal  areas  of  fibrosis, 
arteriosclerotic  in  origin  in  both.  The  diagnosis 
here  would  be  fused  horseshoe  kidney,  arterio- 
sclerosis.” 

The  postoperative  course  was  stormy.  After 
a favorable  preliminary  response  he  developed  a 
cough,  with  expectoration,  rales,  and  severe  dis- 
tention. The  temperature  rose  to  104  F.  He 
responded  to  intensive  treatment  that  included 
continuous  nasal  gastric  suction  and  intravenous 
fluids.  A week  postoperatively  his  general 
condition  was  good,  the  urinary  output  was  satis- 
factory, but  the  limb  of  the  T incision  was  in- 
fected. A fascial  slough  with  undermining  oc- 
curred in  this  area.  No  urinary  drainage  oc- 
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curred.  The  wound  cleared  quickly  under  a 
Dakin’s  dressing.  A right  sciatica  developed 
which  responded  to  sacral  injection  and  vitamin 
B.  He  was  discharged  thirty-four  days  follow- 
ing operation  with  a small  granulating  area  re- 
maining in  the  wound.  This  filled  in  rapidly 
and  he  returned  to  work  about  three  months 
postoperatively. 

A check-up  examination  was  performed  nine 
months  later.  At  cystoscopy,  the  bladder  was 
normal.  There  was  no  evidence  of  growth  in  the 
bladder,  and  the  left  ureteral  orifice  was  normal. 
A ureterogram  of  the  left  side  showed  smooth 
walls  in  the  stump  of  the  ureter.  Indigo- 
carmine  was  given  and  did  not  appear  in  twenty 
minutes  from  the  right.  A few  days  later  a 
gross  phenolsulfonphthalein  test  was  performed 
and  revealed  35  per  cent  in  the  first  half  hour,  15 
in  the  second,  8 in  the  third,  and  3 in  the  fourth; 
a total  of  61  per  cent.  Intravenous  urogram  was 
performed;  a picture  seven  minutes  after  the 
injection  of  30  cc.  of  diodrast  revealed  no  left 
kidney  shadow.  On  the  right  side  the  kidney 
shadow  was  well  visualized,  particularly  in  its 
upper  and  lateral  portions.  It  was  larger  and 
broader  than  normal  and  the  inner  border  ap- 
proximated the  vertebral  column.  The  lower  pole 
was  squared,  but  there  was  no  definite  bar  seen. 
There  was  moderate  lipping  of  the  vertebrae  due 
to  arthritis.  The  pelvis  was  well  filled,  with 
calices  arising  both  medially  and  laterally  and 
at  the  inferior  portion  so  that  the  picture  re- 
sembled a porpoise.  At  thirty-five  minutes,  the 
bladder  showed  beginning  filling  and  the  kidney 
was  beginning  to  empty.  The  ureter  was  not 
visualized. 

At  present  there  is  moderate  diastasis  of  the 
rectus  muscle  medial  to  the  wound.  For  this  he 
wears  a belt.  Otherwise,  he  is  in  good  physical 
condition  and  states  he  feels  better  than  he  has  in 
years. 

The  preoperative  diagnosis  was  kidney 
tumor,  the  fusion  not  being  detected  until 
operation.  Because  of  the  obesity  of  the  pa- 
tient the  pyelograms  were  quite  indistinct, 
and  it  required  a good  deal  of  imagination  to 
see  the  connecting  bar  even  after  you  knew  it 
was  there.  The  left  pelvis  was  greatly  dis- 
torted by  the  tumor.  The  right  showed  the 
bizarre  pelvis  and  the  lack  of  rotation.  Both 
kidneys  were  low  and  close  to  the  midline. 
In  the  postoperative  intravenous  urogram, 
this  was  fairly  well  demonstrated. 

Many  excellent  treatises  have  been  written 
on  horseshoe  kidney,  the  monograph  of  Gutier- 
rez1 being  particularly  helpful.  Although 
pelvic  changes  are  usually  diagnostic,  prob- 
ably the  best  aid  in  diagnosis  is  visualization 
of  the  bar  by  intravenous  urography  in  the 
early  pictures. 

This  anomaly  is  so  frequently  the  site  of 
superimposed  pathology  that  infection  and 


stone  are  frequently  found.  Hypernephroma 
has  been  reported  many  times.  Squamous  cell 
carcinoma  has  been  reported  by  Primrose,2 
Melen  and  Gaspar,3  Willan,4  Nicholson,5  and 
Perrier.6  Morley7  reports  a benign  papilloma 
in  the  horseshoe  kidney.  These  were  studied 
at  postmortem  examination.  De  Vries8  re- 
ported a case  of  stone,  papilloma,  and  hyper- 
nephroma in  a patient  who  was  operated  upon 
with  good  results.  Kimbrough9  reported  a 
case  of  papillary  adenocarcinoma  in  an  opera- 
tive case  of  horseshoe  kidney. 

Conclusion 

A case  report  of  a papillary  carcinoma  oc- 
curring in  a horseshoe  kidney  has  been  pre- 
sented. 289  Genesee  Street 
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Discussion 

Dr.  W.  J.  Kennedy,  Utica , New  York — I 
want  to  congratulate  Dr.  Fitzgerald  on  his  fine 
presentation  and  skillful  management  of  a diffi- 
cult case. 

Even  when  horseshoe  kidney  is  recognized 
preoperatively,  surgery  on  such  a kidney  is 
usually  technically  difficult  because  of  the  fixed 
position  of  the  fused  pole  and  the  bizarre  arrange- 
ment of  the  blood  supply. 

Gutierrez  has  described  what  he  calls,  “the 
horseshoe  kidney  syndrome.”  This  consists  of 
abdominal  pain  located  in  the  epigastric  or  um- 
bilical region,  a history  of  life-long  constipation, 
and  recurring  attacks  of  urinary  disturbances  of 
the  type  that  are  prone  to  develop  in  the  presence 
of  obstruction,  stasis,  or  infection.  The  first 
two  are  always  present  in  some  degree  in  horse- 
shoe kidney  due  to  the  fact  that  the  ureter  always 
crosses  some  portion  of  the  kidney,  usually  the 
isthmus,  and  infection  occurs  as  the  natural 
sequel  to  obstruction.  Bilateral  pyelograms  are 
essential  in  diagnosis,  and  intravenous  pyelo- 
grams are  perhaps  more  valuable  than  retrograde, 
since  occasionally  one  is  enabled  to  visualize  the 
isthmus.  One  should  suspect  fused  kidney  (1) 
when  the  kidneys  are  low  without  the  usual 
ureteral  changes  suggestive  of  ptosis,  (2)  when 
the  kidneys  are  situated  abnormally  close  to  the 
spine,  and  (3)  when  there  is  rotation  of  the  pelvis 
and  inversion  of  the  calices  causing  some  or  all 
of  them  to  point  toward  the  spine.  When  fusion 
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occurs  in  the  lower  pole,  the  lower  calices  are 
often  close  together,  and  occasionally  one  or 
both  may  actually  cross  the  spinal  column.  This 
fact  has  been  utilized  by  Gutierrez  in  an  ingenious 
manner.  He  constructs  a triangle,  using  a line 
drawn  between  the  tips  of  the  innermost  calices 
as  a base  and  the  midpoint  of  a line  drawn  be- 
tween the  iliac  crests  as  the  apex.  In  the 
normal  kidney  the  angle  is  about  90  degrees, 
while  in  the  horseshoe  kidney  it  varies  from  7 
degrees  to  36  degrees  and  is  usually  less  than  20 
degrees. 

Papillary  tumors  of  the  renal  pelvis  are  not 
especially  rare  but  may  be  somewhat  difficult  to 
differentiate  preoperatively.  They  are  identical 
in  every  respect  save  that  of  location  to  papillary 
tumors  of  the  bladder.  They  may  be  either 
single  or  multiple,  may  arise  from  a slender 
pedicle  or  a broad  base;  they  have  the  same 
tendency  to  form  implants  and,  like  bladder 
papilloma,  tend  to  metastasize  late.  The  only 
constant  symptom  of  tumor  of  the  renal  pelvis  is 
hematuria.  In  papilloma  the  bleeding  usually 
occurs  early,  while  in  squamous  carcinoma  bleed- 
ing usually  occurs  late.  Pain,  which  is  usually 
sudden  in  onset  and  which  may  closely  simulate 
that  of  calculus  disease,  occurs  fairly  frequently. 


This  was  noted  in  Dr.  Fitzgerald’s  case,  and  it 
was  the  chief  symptom  in  a patient  of  mine 
operated  on  recently. 

Blood  clots  in  the  kidney  pelvis  cause  pyelo- 
graphic  filling  defects  easily  mistaken  for  pelvic 
tumor.  But  clots  will  usually  retract  or  pass, 
and  a repeat  pyelogram  after  a short  interval 
will  clear  up  this  point. 

Pyelitis  cystica  may  present  a pyelographic 
appearance  closely  simulating  the  irregular  mot- 
tled appearance  sometimes  present  in  papilloma. 
This  similarity,  however,  is  more  apt  to  be  con- 
fusing when  the  lesion  extends  into  the  ureter 
than  when  it  is  confined  to  the  kidney  pelvis. 

In  addition  to  the  hydronephrosis  which  always 
occurs  in  papillary  tumor  of  the  kidney  pelvis, 
there  are  two  other  signs  that  to  me  are  of  great 
diagnostic  value.  Bleeding  may  be  started  or 
aggravated  by  the  passage  of  the  ureteral  cathe- 
ter, and  in  a recent  case  the  urine  became  per- 
fectly clear  after  the  catheter  had  passed  beyond 
the  tumor  which  was  situated  at  the  uretero- 
pelvic  junction  and,  secondly,  a peculiar  mot- 
tled appearance  of  the  pelvis  when  filled  with 
pyelographic  mediums  which  are  not  too  dense 
to  obscure  the  irregular  contour  of  the  papillary 
growth. 


BETTER  BABY 

I am  a modem  baby  who  must  face 
Inheritances  of  the  human  race; 

But  medicine  and  science  both  combine 
To  make  this  prophylactic  life  of  mine. 

I’m  glad  I need  not  worry  over  sties 
Because  of  argyrol  dropped  in  my  eyes. 

And  fingerprints  will  guard  my  name  from  doom, 
While  I enjoy  my  air-conditioned  room. 

At  breakfast  time  I’m  taken  from  my  crib 
To  don  my  waterproof,  transparent  bib. 

Then  mashed  bananas,  milk,  tomato  juice, 
Strained  vegetables  in  cans  all  serve  my  use. 

Tucked  in  my  sleeping  bag,  the  zippers  run 
Up  to  my  neck,  while  napping  in  the  sun. 

But  I don’t  mind  if  days  are  cold  and  damp, 

I eat  my  sun,  or  get  it  from  a lamp. 

My  arm  of  punctured  serums  has  a sore 
To  keep  that  yellow  sign  from  off  our  door. 

And  relatives  who  in  my  glee  would  bask 
Must  hide  behind  a germ  protecting  mask. 

But  streamlined  gadgets  cannot  alter  me, 

My  temper  is  old-fashioned  as  can  be. 

And  when  I shriek  my  loudest  false  alarms, 

I want  to  snuggle  close  in  mother’s  arms. 

— Reba  Ray 
New  York  Sun 


ADVICE  FROM  AN  EXPERT 
No  one  can  accuse  former  Governor  Alfred  E. 
Smith  of  indifference  to  the  public  welfare  or 
hostility  to  beneficial  social  change,  remarks 
the  New  York  Medical  Week.  During  his  Al- 
bany years  he  fought  successfully  for  many  im- 
portant welfare  measures  which  profoundly  in- 
fluenced social  attitudes  not  merely  in  this  state 
but  in  the  nation.  In  spite  of  his  opposition  to 
many  aspects  of  the  New  Deal,  he  supported  un- 
employment relief  and  old-age  pensions. 

It  is  therefore  as  a friend  of  the  public  as  well 
as  the  medical  profession  that  Mr.  Smith  speaks 
when  he  urges  the  latter  to  organize  itself  frankly 
as  a “pressure  group”  in  order  to  protect  its 
interests.  The  former  governor  predicts  that  the 
Federal  Government  will  first  seize  control  of  the 
life  insurance  companies  and  then  follow  through 
with  obligatory  prepayment  for  sickness.  Unless 
physicians  “organize  and  see  that  they  are  repre- 
sented in  any  discussion  of  the  subject,  some 
socialistic  group  in  Washington  will  give  us  a 
form  of  health  insurance  that  will  not  be  as  good 
as  you  [i.e.,  the  medical  profession]  can  give  us.” 
Mr.  Smith  correctly  asserts  that  “organized 
minorities  can  exert  great  pressure”  in  govern- 
ment today — whether  for  better  or  for  worse. 
The  medical  profession  does  not  place  self-inter- 
est above  the  common  good.  On  the  contrary, 
it  is  convinced  that  the  preservation  of  its  inde- 
pendence is  to  the  public  advantage,  and  that  the 
defeat  of  compulsory  sickness  insurance  is  as  es- 
sential to  the  general  welfare  as  to  its  own. 
Under  these  circumstances  it  should  not  hesi- 
tate to  follow  Mr.  Smith’s  advice  and  fight  the 
pressure  of  the  minority  seeking  obligatory 
insurance  with  organized  counter-pressure  of  its 
own. 


TUMORS  OF  THE  BLADDER 

Henry  G.  Bugbee,  M.D.,  New  York  City 


THE  most  controversial  subject  in  urology 
is  tumors  of  the  bladder,  for  conclusions 
and  current  opinion  regarding  the  results  ob- 
tained from  various  methods  of  treatment  are 
based  more  upon  personal  opinion  than  upon 
well-established  facts.  Not  until  we  stand- 
ardize our  classification  of  bladder  tumors  so 
that  we  are  talking  of  the  same  type  of  tumor 
for  which  we  are  applying  various  methods  of 
treatment  will  it  be  possible  to  appraise  cor- 
rectly the  true  value  of  each  method. 

It  seems  to  me  that  a simple  and  under- 
standable classification  of  bladder  tumors  is 
one  recently  published  from  the  Cleveland 
Clinic.  In  this  classification  tumors  are  di- 
vided into  papillary  and  nonpapillary  infil- 
trating tumors:  the  papillary  tumors  are  sub- 
divided into  noninfiltrating,  so-called  benign 
papillomas  and  malignant  papillomas,  while 
infiltrating  papillomas  are  subdivided  into 
papillary  carcinoma  and  infiltrating  papillary 
carcinoma.  The  nonpapillary  infiltrating  car- 
cinoma represents  the  broad  base,  sessile,  nod- 
ular, often  ulcerated  growths  with  evidence  of 
invasion  of  the  bladder  wall.  In  this  general 
discussion  rare  types  of  benign  tumors  of  the 
bladder,  such  as  fibroma,  cystadenoma,  etc., 
also  sarcoma,  may  be  excluded. 

We  probably  all  subscribe  to  the  premise 
that  all  tumors  of  the  bladder  are  potentially 
malignant.  The  arguments  that  have  so 
often  been  given  for  considering  so-called 
benign  papillomas  as  grade  I malignancy  seem 
well  founded.  Broder’s  gradation  of  tumors 
according  to  their  cellular  differentiation  seems 
to  be  the  best  index  of  the  inherent  malig- 
nancy of  the  tumor  and  has  been  adopted  by 
most  pathologists  and  clinicians  as  a working 
basis  although  the  variability  in  the  histologic 
structure  of  different  areas  of  the  same  tumor 
is  well  recognized.  As  a basis  for  prognosis, 
the  reliability  of  this  gradation  is  open  to 
serious  question. 

Two  elements  handicap  us  at  the  start  in 
dealing  with  bladder  tumors.  One  is  that  they 
occur  in  individuals  of  late,  middle,  or  ad- 
vanced age  in  a large  proportion  of  cases. 
Second,  because  of  the  often  late  appearance 
of  symptoms,  a diagnosis  is  frequently  made 
only  when  the  pathology,  both  local  and  gen- 
eral, is  well  established.  Hematuria,  the  most 

Read  at  the  Clinical  Congress  of  the  American  College 
of  Surgeons,  Chicago,  October  23.  1940. 


common  primary  symptom,  is  generally  pain- 
less and  intermittent  and  is  too  frequently 
treated  lightly,  while  dysuria,  frequency,  and 
changes  of  the  urinary  stream  except  in  the 
presence  of  tumors  encroaching  upon  the 
vesical  outlet  are  late  in  their  appearance. 

Unquestionably,  our  important  diagnostic 
procedure  in  bladder  tumors  is  a cystoscopic 
examination,  which  should  be  made  in  every 
case  of  hematuria  unless  there  is  some  definite 
reason  to  the  contrary.  Painstaking  cysto- 
scopic study  of  a bladder  tumor — noting  its 
position,  size,  and  general  appearance,  the 
condition  of  the  tumor  pedicle  and  bladder 
wall,  the  vesical  neck,  and  ureteral  orifices — 
gives  us  more  information  than  can  be  ob- 
tained by  any  other  single  method  of  examina- 
tion. Also,  if  multiple  tumors  are  present, 
they  will  be  detected  at  once.  This  informa- 
tion, however,  should  be  supplemented  by 
data  acquired  through  excretory  urography  by 
which  means  the  possible  existence  of  a kidney 
or  ureteral  tumor  may  be  demonstrated  and 
the  bladder  papilloma  shown  to  be  an  implant. 
The  presence  of  renal  infection  with  or  without 
hydronephrosis,  ureteral  dilatation,  and  im- 
paired kidney  function  may  be  ascertained  in 
this  manner.  These  factors  may  well  influence 
the  type  of  treatment  to  be  instituted.  Fur- 
thermore, defects  of  bladder  outline  caused  by 
bladder  tumors  are  as  a rule  more  satisfactorily 
demonstrated  by  excretory  urograms  than  by 
cystography,  the  size,  position,  and  number  of 
growths,  as  well  as  possible  infiltration  of  the 
bladder  wall,  often  being  outlined  in  this  man- 
ner. A search  by  physical  examination  and 
x-rays  for  the  possible  presence  of  metastases 
should  supplement  the  urologic  study,  and  a 
knowledge  of  the  condition  of  the  blood  stream 
is  essential  at  all  times. 

Given  a diagnosis  of  a bladder  tumor,  what 
will  be  our  treatment?  A cursory  review  of 
the  literature  upon  this  subject  for  the  past 
thirty-five  years  reveals  a continuous  succes- 
sion of  new  methods;  the  immediate  enthu- 
siasm for  each  innovation  and  the  subsequent 
difference  of  opinion  as  to  its  real  value  give 
one  the  definite  impression  that  on  the  whole 
the  results  have  been  disappointing. 

At  the  beginning  of  this  period  some  type 
of  surgery  was  our  only  recourse.  Then  fi- 
guration was  introduced  and  met  with  decided 
favor.  As  its  limitations  became  apparent,  a 
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combination  of  fulguration,  diathermy,  and 
surgery  had  its  day.  Radiation  in  the  form  of 
radium  and  x-ray  therapy  followed  and  was 
extensively  employed  by  urologists  in  general. 
With  the  advent  of  transurethral  resection,  the 
resectoscope  has  come  into  common  use  as  a 
rapid  and  efficient  means  of  removing  pedun- 
culated bladder  tumors  and  applying  fulgura- 
tion. Finally,  cystectomy — thanks  to  the  ad- 
vancement made  in  surgical  technic — has  been 
resorted  to  more  often,  and  now  we  hear  mur- 
murs of  refrigeration  as  a therapeutic  meas- 
ure. X-ray  therapy  has  taken  on  new  life 
with  the  inception  of  machines  of  higher 
voltage. 

Combinations  of  these  various  methods  of 
treatment  have  been  employed  by  nearly  all 
urologists,  and  for  this  reason  it  has  been  ex- 
tremely difficult  to  appraise  accurately  the 
true  value  of  any  one  method.  Furthermore, 
the  results  obtained  have  been  so  confused 
by  the  lack  of  a uniform  clinicopathologic 
classification  of  tumors  that  reports  of  favor- 
able results  have  often  been  misleading. 
Proper  facilities  for  carrying  out  certain  meth- 
ods of  treatment,  especially  radiation,  are  not 
often  available.  These  are  a sufficient  supply 
of  radium,  a high-voltage  x-ray  machine,  and 
a group  of  co-workers  including  a chemist, 
physicist,  pathologist,  and  roentgenologist, 
all  of  whom  are  so  essential  for  the  satisfactory 
execution  of  this  type  of  therapy.  Unques- 
tionably, urologists  who  can  command  such 
working  facilities  may  be  expected  to  obtain 
much  better  results  from  this  method  of  treat- 
ment than  can  those  who  have  had  less  experi- 
ence and  are  handicapped  through  lack  of 
equipment  and  associates.  Likewise,  urolo- 
gists of  wide  surgical  experience  and  unusual 
technical  skill  should  obtain  better  results 
from  surgery  as  applied  to  tumors  of  the 
bladder  than  the  less  experienced  and  less 
skillful  operators.  The  same  applies  to  trans- 
urethral operative  procedures.  Therefore,  one 
must  be  understanding  and  liberal  in  evalu- 
ating these  various  methods  of  treatment, 
making  due  allowance  for  the  personal  ele- 
ment that  enters  into  the  reports  of  individual 
urologists. 

Just  where  do  we  stand  today  with  regard 
to  the  application  of  these  various  methods 
of  treatment?  Unquestionably,  each  case 
should  be  treated  individually,  the  type  of 
treatment  being  fitted  to  the  case  and  being 
dependent  upon  the  size,  position,  and  classi- 
fication of  the  tumor  as  determined  by  cysto- 
scopic  examination  and  biopsy,  as  well  as  a 
knowledge  of  the  state  of  the  upper  part  of  the 


urinary  tract  acquired  by  excretory  urography. 
There  is  little  difference  of  opinion  with  regard 
to  the  efficacy  of  fulguration  in  the  treatment 
of  villose  papillomas  of  low-grade  malignancy, 
and  in  this  regard  the  rapid  removal  and 
destruction  of  these  growths  with  the  resecto- 
scope has  largely  supplanted  the  slower 
method  of  fulguration  with  small  electrodes. 
The  only  divergence  of  opinion  in  the  treat- 
ment of  this  type  of  tumor  is  whether  in  mul- 
tiple or  large  papillomas  open  surgery  is  not 
sometimes  preferable.  As  in  the  transurethral 
resection  of  the  prostate,  with  experience  one 
becomes  more  expert  in  the  use  of  the  resecto- 
scope and  finds  it  possible  to  tackle  and 
eliminate  larger  growths  with  entire  satis- 
faction. Transurethral  excision  of  bladder 
tumors  requires  skill  and  experience,  for  it  is 
necessary  to  remove  all  of  the  tumor  or  tumors 
and  fulgurate  the  pedicle  or  base.  I have 
found  it  possible  to  free  entirely  a bladder  of 
multiple  growths  that,  in  several  instances, 
almost  completely  filled  the  bladder  cavity. 
This  is  done  by  repeating  the  resection  at 
weekly  intervals  until  clear.  Such  bladders 
when  once  freed  of  growth  have  been  kept 
clear  by  observations  at  regular  intervals, 
occasionally  destroying  small  recurrences 
(which  means  new  growths  in  other  areas  of 
the  mucous  membrane  as  they  have  appeared) . 
Open  operation  in  these  cases  is  unsatisfac- 
tory since  recurrences  are  the  rule,  and  they 
seem  to  occur  sooner  following  open  surgery 
than  after  transurethral  resection.  I have  not 
seen  a case  of  this  type  in  which  I felt  that  a 
total  cystectomy  was  indicated. 

Transurethral  excision  has  also  been  carried 
out  satisfactorily  in  a series  of  cases  of  malig- 
nant papilloma  and  papillary  carcinoma  even 
when  infiltration  of  the  pedicle  has  taken 
place.  Such  tumors  when  located  in  the  tri- 
gon  and  adjacent  to  the  vesical  outlet  have  in 
8 instances  been  resected  along  with  the  pros- 
tate. With  the  elimination  of  the  prostate 
allowing  better  vision  and  more  room  for  ma- 
nipulation, it  has  been  possible  to  resect  the 
tumor  pedicle.  All  of  these  patients  have  re- 
mained free  of  growth  up  to  five  years  with  1 
exception,  this  patient  succumbing  to  a heart 
attack  after  four  years  of  freedom  from  tumor. 
A papillary  carcinoma  located  in  the  fundus 
or  lateral  walls  of  the  bladder  and  not  en- 
croaching upon  the  vesical  outlet  or  both 
ureteral  orifices  may  often  be  removed  by 
surgical  resection  of  the  bladder  wall.  Trans- 
plantation of  a ureter  enhances  the  danger  of 
kidney  infection.  It  is  in  this  type  of  tumor 
that  radiation  has  been  extensively  employed 
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by  some,  radon  seeds  being  inserted  into  the 
pedicle  after  the  growth  has  been  destroyed  or 
excised.  X-ray  therapy  has  also  been  utilized 
in  these  cases,  the  most  recent  modification 
of  its  administration  being  the  direct  applica- 
tion of  roentgen  therapy  by  means  of  a tube 
inserted  into  the  open  bladder,  the  rays 
emanating  from  the  end  of  the  tube. 

I have  employed  radium  for  many  years 
both  singly  and  in  combination  with  surgery 
and  figuration,  but  recently  I have  used  it 
less  and  less  because  it  seemed  to  increase 
infection,  and  dysuria,  frequency,  and  local  pain 
were  often  distressing.  Of  late,  x-ray  therapy 
has  been  used  more  frequently  after  resection 
of  the  tumor.  From  50  to  60  per  cent  of  cures 
may  be  expected  in  the  papillary  type  of  cases, 
notwithstanding  the  fact  that  occasionally 
what  seems  to  be  a comparatively  small  intra- 
vesical growth  proves  to  be  but  the  apex  of  a 
growth  having  a broad  base  in  the  deeper 
layers  of  the  bladder  wall  or  in  a large  extra- 
vesical  tumor. 

Infiltrating,  nonpapillary  carcinoma  of  the 
bladder  presents  a different  problem.  When 
such  a tumor  is  located  in  the  fundus  and  is 
movable,  bladder  resection  may  be  under- 
taken, but  unfortunately  over  two-thirds  of 
these  tumors  are  located  on  the  posterior  wTall 
and  involve  the  trigon.  Rarely  when  a tumor 
is  placed  in  this  location  is  the  case  suitable 
for  partial  or  complete  cystectomy,  for  the 
growth  has  probably  extended  beyond  the 
bladder  and  metastases  are  already  present. 
Radiation  has  been  extensively  employed  in 
this  class  of  cases,  although  such  tumors  are 
apparently  radioresistant  in  many  instances. 
The  superficial  growth  may  often  be  removed 
with  the  resectoscope,  and  x-ray  therapy  may 
be  given  with  beneficial  effect  to  the  extent 
of  helping  a slough  to  separate,  healing  ulcer- 
ations, and  relieving  pain.  Two  recent  cases 
of  this  type  are  worthy  of  brief  mention. 

Case  Reports 

A woman,  aged  72,  entered  the  hospital  com- 
plaining of  dysuria,  frequency,  and  great  diffi- 
culty in  voiding;  the  urine  contained  blood  in 
small  clots.  Cystoscopic  examination  revealed 
an  ulcerated,  infiltrating  growth  that  involved 
the  trigon  and  lateral  walls  of  the  bladder,  at 
least  half  of  the  bladder  wall  being  invaded. 
The  growth  extended  along  and  surrounded  the 
urethra  and  could  easily  be  palpated  through 
the  vaginal  wall.  The  growth  was  fulgurated  and 
the  superficial  layers  were  removed  with  the 
resectoscope.  Biopsy  showed  a grade  IV  car- 
cinoma. Urination  became  so  difficult  that  a 
cystostomy  was  considered,  but  it  was  decided 


to  first  try  radiation  by  x-ray.  The  patient  be- 
gan to  improve  at  once,  and  in  four  months  no 
evidence  of  the  growth  was  visible  on  cystoscopic 
examination  or  could  be  palpated  through  the 
vagina.  Urination  became  free  and  the  urine 
clear.  I examined  this  patient  one  week  ago 
and  her  condition  remains  the  same.  She  has 
been  free  of  symptoms  and  the  bladder  has  been 
clear  for  eight  months.  Her  general  physical 
condition  is  excellent. 

A second  case,  a man,  aged  69,  was  operated 
upon  elsewhere,  and  an  infiltrating  carcinoma 
surrounding  the  vesical  neck  and  extending  to 
the  lateral  wTalls  and  base  of  the  bladder  was  re- 
moved superficially  by  diathermy  applied  through 
the  open  bladder.  There  was  a rapid  recurrence 
of  the  growrth,  and  when  I first  saw  him  he 
had  almost  constant  urination  amounting  to 
incontinence.  Dysuria  was  distressing  and  the 
urine  contained  a ropy  mucus,  pus,  and  blood. 
Local  treatment  gave  no  relief.  Cystoscopic 
examination  showred  an  ulcerating,  infiltrating 
growth  involving  the  trigon,  vesical  neck,  and 
base  and  lateral  walls  of  the  bladder.  He  wTas 
placed  in  the  hospital  and  given  deep  x-ray 
therapy.  The  first  doses  wTere  massive  ones 
and  caused  severe  toxemia,  after  which  treat- 
ments were  given  intermittently  and  in  smaller 
doses.  He  began  to  improve  and  passed  large 
sloughs  of  tissue  which  at  times  completely 
blocked  the  urethra  necessitating  their  instru- 
mental removal.  After  two  months  these 
sloughs  disappeared,  and  in  three  months  from 
the  beginning  of  the  x-ray  treatment  no  growth 
was  visible  on  the  surface  of  the  bladder.  He 
has  now  gone  four  months  without  treatment 
and,  while  he  has  a contracted  bladder  and  voids 
about  once  an  hour,  he  is  free  from  pain  or  dis- 
comfort. The  urine  is  usually  clear  and  free 
from  odor  and  is  acid.  He  has  gained  20  pounds 
in  weight  and  says  that  he  feels  better  than  he 
has  in  years. 

I do  not  cite  these  2 cases  as  cures.  One 
cannot  say  that  nests  of  cancer  cells  are  not 
still  present  in  the  bladder  wall.  But,  if  they 
are  present,  they  are  encased  in  fibrous  tissue. 
I know  of  no  other  treatment  that  would 
have  given  an  equally  satisfactory  temporary 
result. 

Infiltrating  growths  are  said  to  be  radio- 
insensitive. It  seems  to  me  that  it  is  difficult 
to  generalize  to  this  extent  in  speaking  of 
bladder  tumors  and  that  one  must  be  guided 
by  observing  the  reaction  to  treatment  which 
takes  place  in  the  individual  case.  Tumors  of 
low-grade  malignancy  may  occasionally  be 
resistant  to  all  types  of  treatment,  while 
others  of  high-grade  malignancy  will  from 
time  to  time  surprise  us  by  reacting  at  once 
to  various  types  of  treatment.  Two  urologists 
associated  with  the  same  institution  in  which 
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radiation  is  extensively  employed  have  diver- 
gent opinions.  One  says  that  x-ray  radiation 
has  failed,  that  alone  it  is  not  sufficient,  that 
most  bladder  tumors  are  radio-insensitive, 
and  that  better  results  may  be  obtained  by 
routinely  employing  radium  than  by  any  other 
method  of  treatment.  The  other  observer, 
while  employing  radium  to  a certain  extent, 
is  definitely  more  enthusiastic  regarding  the 
benefits  to  be  derived  from  deep  x-ray  ther- 
apy. The  recent  statement  by  Colonel  Ash 
of  the  Bladder  Tumor  Registry  is  of  interest. 
He  says:  “I  have  been  impressed  by  the  sever- 
ity of  secondary  reactions  in  those  cases  that 
have  been  subjected  to  irradiation,  particu- 
larly deep  x-ray  therapy.  It  also  seemed  that 
results  obtained  in  those  clinics  where  radia- 
tion was  used  at  a minimum  were  at  least 
equally  as  good  as  those  in  clinics  where  irradi- 
ation was  used  routinely.”  Further:  “In 
view  of  the  fact  that  as  a class  these  tumors  are 
resistant  to  irradiation  and  considering  the 
possibility  of  serious  damage  from  the  irradi- 
ation, it  would  seem  a mistake  to  use  it  rou- 
tinely, and  this  in  spite  of  the  number  of  glow- 
ing accounts  of  the  results  that  have  been  ob- 
tained through  irradiation.  It  seems  very 
doubtful  that  any  case  that  could  be  cured 
by  irradiation  could  not  be  cured  by  skillful 
surgery,  which  includes  fulguration,  of 
course.” 

We  still  have  a difficult  problem  in  the  treat- 


ment of  bladder  tumors  It  seems  to  me, 
however,  that  we  can  feel  definitely  encour- 
aged with  the  results  now  being  obtained  in  all 
types  of  pedunculated  tumors.  The  removal 
of  these  tumors  with  a resectoscope  and  treat- 
ment of  the  base  by  fulguration  or  radiation 
in  one  form  or  another,  also  occasional  open 
resections  of  the  bladder,  will  give  us  a goodly 
proportion  of  cures — estimated  by  various 
observers  as  50  to  60  per  cent  of  five-year 
cures.  These  figures  correspond  with  my  own 
experience;  78  per  cent  of  our  cases  of  this 
type  are  alive. 

In  the  management  of  infiltrating,  nonpapil- 
lary  growths  we  are  faced  with  a different 
problem.  Here  the  possibility  of  bladder 
resection  or  total  cystectomy  is  to  be  borne  in 
mind  should  the  growth  still  be  localized  to 
the  bladder  wall  and  the  upper  part  of  the 
urinary  tract  show  little  infection  or  dilatation. 
If  infection  and  dilatation  are  present,  cutane- 
ous ureterostomy  may  be  the  procedure  of 
choice.  At  present,  x-ray  therapy  seems  to 
offer  us  slightly  more  encouragement  than 
formerly  in  this  class  of  cases,  and  various 
combinations  of  treatment  are  often  indicated. 

Early  diagnosis  is  still  the  prime  requisite 
in  the  treatment  of  bladder  tumors,  and 
operation  is  but  the  first  step  in  the  cure,  a 
rigid  follow-up  being  absolutely  necessary  in 
every  instance. 

2 East  54th  Street 


THE  SIMPLE  SERUM 

(Dr.  Charles  Armstrong  of  the  United  States 
Public  Health  service  says  the  common  cold  stimu- 
lates white  blood  cells  in  the  nose  and  these  im- 
munize mice  against  encephalitis  and  poliomyelitis. 
Colds  probably  are  protectors  of  men  as  well , he 
believes.) 

If  you  worry  that  a virus 
Will  cause  havoc  in  your  iris, 

If  you  fear  to  let  coryza  get  a hold, 

Just  remember  that  the  giants 
Of  the  Hippocratic  science 
Have  found  virtue  in  the  ordinary  cold. 

If  your  thoughts  are  dark  and  chilly 
At  the  mention  of  bacilli 

And  the  specter  that  the  common  sniffle  throws, 
Yrou  are  likely  prejudicial — 

Doctors  find  it  beneficial 
To  possess  at  times  a ruddy,  running  nose. 

For  the  irksome  nasal  thickness 
Kills  the  bug  of  sleeping  sickness, 

Kicks  the  paralytic  germ  right  in  the  pants, 

So  if  you  have  infection 
Of  the  mucus,  it’s  protection; 

You  can  have  it — I prefer  to  take  a chance! 

— Dow  Richardson 
Chicago  Daily  Tribune 


BUT  THE  PUBLIC  LIKE  ’EM 

Margaret  Widdemer,  the  poetess,  contributes 
to  The  Saturday  Review  the  following  rather 
caustic  comments  on  “A  Recent  Form  of  Litera- 
ture.” 

There  ought  to  be  a Bull  or  Proctor 
To  check  these  books  about  a Doctor. 

Doctors  Galahad,  Bradley,  Roger, 

The  Doctor’s  Date,  the  Doctor’s  Lodger, 

The  Doctor’s  Villa,  Buggy,  Jungles, 

(Oddly,  never  The  Doctor  Bungles) 

The  Doctor’s  Odysseys,  Citadels; 

The  Doctor  Silent;  The  Doctor  Tells; 

The  Doctor  Remembers;  The  Doctor  Forgets; 
The  Doctor’s  Dog  and  his  other  pets; 

The  Doctor’s  Son,  The  Doctor’s  Wife; 

The  Doctor  Looks  at  Love  and  Life. 

(They’re  all  as  noble  as  can  be; 

Not  one  of  them  would  split  a fee 

Or  yank  a passing  tonsil  out 

Upon  a merry  sporting  doubt 

Or  leave  retractors  in  your  tummy 

Through  lightheart  haste  to  bridge  or  rummy.) 

They’re  charming  books — yes,  that’s  quite  clear — 

But,  Doctor,  I’ve  been  sold  the  idea. 

The  one  called  “Doctor  Here’s  Your  Hat” — 
Couldn’t  we  leave  the  thing  at  that? 


Diagnosis 


CLINICOPATHOLOGICAL  CONFERENCES 

Departments  of  Medicine  and  Pathology,  New  York  Post-Graduate  Medical 
School  and  Hospital,  Columbia  University 


Date:  February  18,  1941 
Presiding:  Dr.  Irving  S.  Wright 

History 

Dr.  Maurice  Bruger:  This  patient  was  a 
woman  50  years  of  age.  Because  of  her  inco- 
herence, the  history  was  obtained  from  her  son. 

Twenty  years  ago  her  left  foot  was  am- 
putated because  of  trauma.  Three  years  ago 
she  had  a number  of  clay-colored  stools.  No 
detailed  history  of  associated  symptoms  was 
obtained  but  at  that  time  dyspnea  was  pres- 
ent on  exertion.  Blood  chemical  studies  and 
gallbladder  and  gastrointestinal  x-rays  were 
negative  at  that  time,  but  the  electrocardio- 
gram was  reported  as  showing  some  evidence 
of  myocardial  damage.  For  the  past  five 
years  she  had  subsisted  largely  on  Coca-Cola 
and  candy. 

Seven  days  before  hospitalization  she  sud- 
denly became  short  of  breath  and  complained 
of  severe  generalized  pain.  Rectal  tempera- 
ture was  104.6  F.  (40.4  C.),  pulse  rate  was  130 
per  minute,  and  the  respiratory  rate  was  46 
per  minute.  The  family  physician  was  con- 
sulted and  a diagnosis  of  bronchopneumonia 
was  made.  Sulfapyridine  (1.0  Gm.  every  four 
hours)  was  given,  but  no  beneficial  effects  were 
noted  after  three  days.  Shortly  thereafter  it 
was  discovered  that  the  patient  had  taken  the 
contents  of  three  boxes  of  “Ex-Lax.”  On  that 
day  she  became  jaundiced  and  there  was 
marked  abdominal  distention.  Eight  hours 
after  the  ingestion  of  the  “Ex-Lax,”  a diar- 
rhea developed.  She  also  began  to  expecto- 
rate thick  yellow  sputum.  Disorientation  en- 
sued which  made  hospitalization  necessary. 

On  admission,  the  patient  was  found  to  be 
acutely  ill,  disoriented,  and  dyspneic.  There 
was  a moderate  icterus  of  the  scleras.  Dehy- 
dration was  apparent  by  loss  of  skin  turgor. 
No  petechiae  were  found.  The  pharynx  was 
moderately  injected.  The  lungs  were  clear 
throughout.  The  heart  borders  ccruld  not  be 
accurately  determined  because  of  poor  co- 
operation. There  was  a faint  systolic  murmur 
over  the  aortic  area  which  was  not  transmitted. 
The  pulse  rate  was  124  per  minute  and  the 
blood  pressure  was  168/84  mm.  of  mercury. 


The  abdomen  was  distended.  The  liver,  spleen, 
and  kidneys  were  not  palpable.  A 2 plus 
pitting  edema  of  the  hands  and  of  the  right 
foot  was  present.  Tenderness  of  the  calf 
muscles  was  elicited  on  pressure.  Complete 
neurologic  examination  could  not  be  performed 
because  of  lack  of  cooperation. 

The  urinalysis  showed  a trace  of  protein 
but  no  sugar  or  acetone.  Microscopic  ex- 
amination revealed  2 to  3 red  blood  cells  and 
4 to  5 white  blood  cells  per  high-power  field. 
No  bile  pigments  were  present  in  the  urine. 
On  admission,  the  blood  urea  nitrogen  was 

48.0  mg.  per  hundred  cubic  centimeters,  the 
nonprotein  nitrogen  73.5  mg.,  with  a urea 
ratio  of  65  per  cent.  After  the  administration 
of  fluids,  the  urea  nitrogen  and  nonprotein 
nitrogen  dropped  to  22.0  mg.  and  49.0  mg. 
per  hundred  cubic  centimeters,  respectively, 
with  a urea  ratio  of  45  per  cent.  Total  serum 
proteins  were  5.4  Gm.  per  hundred  cubic  centi- 
meters; serum  albumin,  2.1  Gm.;  and  globu- 
lin, 3.3  Gm.  with  an  A/G  ratio  of  0.64. 
On  admission  the  icteric  index  was  30.  This 
increased  to  44.6  after  nine  days.  The  van  den 
Bergh  test  was  strongly  positive,  both  directly 
and  indirectly.  The  serum  cholesterol  was 
260  mg.  per  hundred  cubic  centimeters,  the 
cholesterol  esters  were  80  mg.,  and  the  ester 
ratio  was  31  per  cent.  The  hemoglobin  fell 
from  13.6  Gm.  on  admission  to  9.7  Gm.  on  the 
tenth  hospital  day.  During  this  time  the 
patient  received  approximately  5 Gm.  of  sulfa- 
thiazole  daily.  (The  free  blood  sulfathiazole 
was  8.9  mg.  per  hundred  cubic  centimeters.) 
The  white  blood  count  fluctuated  between 

29.000  and  10,000,  with  an  average  neutro- 
philia of  85  per  cent.  Diagnostic  agglutinin 
studies  for  typhoid,  paratyphoid,  and  undulant 
fever  were  negative.  The  electrocardiogram 
showed  a sinus  tachycardia  and  a slight  de- 
pression of  STi  and  ST2.  The  T waves  were 
isoelectric  in  all  four  leads.  The  report  of  a 
blood  culture  was  not  available  until  after  the 
death  of  the  patient. 

After  hospitalization  the  patient  ran  a septic 
type  of  temperature  ranging  from  99  F.  (37.2 
C.)  to  103  F.  (39.4  C).  The  respiratory  rate 
was  increased  to  about  26  per  minute.  For  the 


1089 


1090 


DIAGNOSIS 


[N.  Y.  State  J.  M. 


first  four  days  there  were  changes  in  the 
physical  findings  in  the  chest.  These  consisted 
of  rales  and  rhonchi  in  both  lung  fields,  but 
no  dullness  was  present.  Examination  of  the 
sputum  revealed  no  pneumococci  after  mouse 
inoculation,  but  a few  colonies  of  hemolytic 
streptococci  were  isolated.  The  administra- 
tion of  sulfathiazole  led  to  a slight  reduction 
in  temperature.  A portable  x-ray  of  the  chest 
showed  an  infiltration  of  the  left  lower  lobe 
with  generalized  congestion  in  the  balance  of  the 
lung  fields.  On  the  sixth  day  of  hospitaliza- 
tion the  icterus  had  apparently  disappeared 
to  a large  degree.  Transfusions  were  given 
because  of  a progressive  anemia.  On  the 
eighth  day  of  hospitalization  the  patient  sud- 
denly became  markedly  cyanotic  and  dyspneic. 
The  pulse  rate  was  130  per  minute  and  the 
quality  thready.  There  were  numerous  moist 
rales  heard  over  the  left  base  posteriorly. 
A loud  pleural  friction  rub  was  palpable  and 
audible  over  the  entire  right  chest.  Twenty- 
four  hours  later  the  friction  rub  disappeared. 
The  patient  gradually  weakened  and  died  on 
the  twelfth  hospital  day. 

Discussion 

Dr.  Irving  S.  Wright:  This  case  is  pre- 
sented as  a clinical  diagnostic  problem  so  Dr. 
Duryee,  who  is  to  open  the  discussion,  has  no 
information  regarding  the  pathologic  findings. 
These  will  be  presented  later. 

Dr.  A.  Wilbur  Duryee:  There  appear  to 
be  several  possible  solutions  to  this  diagnostic 
problem.  Certain  things,  however,  are  out- 
standing, and  in  analyzing  this  case  we  must 
discuss  these  points.  In  the  past  history  and 
available  laboratory  findings  an  outstanding 
feature  was  the  inadequate  diet,  and  one 
wonders  what  bearing  this  had  on  the  whole 
picture.  Apparently  her  diet  was  deficient 
in  vitamins,  and  a history  of  avitaminosis  can 
be  established.  The  second  noteworthy  point 
in  her  past  history  is  that  there  must  have 
been  some  pathology  in  the  region  of  the  fiver, 
pancreas,  or  gallbladder  because  of  the  history 
of  clay-colored  stools.  There  is  some  evidence 
to  indicate  that  cardiac  disease  was  present. 

The  outstanding  points  in  the  acute  illness 
are  the  acute  onset,  jaundice,  the  orthopnea, 
tachycardia,  septic  temperature,  and  the 
steady  decline  over  a period  of  twenty-two 
days.  The  effect  of  sulfathiazole  and  phenol- 
phthalein  on  the  course  of  the  illness  should 
also  be  considered. 

In  the  course  of  the  disease  the  interesting 
findings  that  we  must  consider  are:  (1)  the 
mental  signs;  (2)  the  high  icteric  indices;  (3) 


the  septic  temperature;  (4)  the  abdominal 
distention;  (5)  the  edema,  not  only  of  the 
lower  extremities  but  also  of  the  upper  extremi- 
ties; (6)  the  hematuria;  (7)  the  nitrogen 
retention;  and  (8)  the  progressive  anemia.  I 
should  like  to  discuss  each  one  of  these  points 
and  outline  the  various  possibilities  that  may 
account  for  these  findings. 

The  mental  signs  may  be  toxic,  chemical,  or 
infectious  in  nature  or  they  may  be  secondary 
to  a cerebral  accident.  The  icterus  may  be 
accounted  for  by  either  of  the  two  drugs  given. 
It  may  be  on  a toxic  basis  or  due  to  an  obstruc- 
tion of  the  biliary  flow  or  chronic  passive  con- 
gestion. The  distention  remained  through  the 
entire  course  and  may  be  due  to  pathology 
in  the  pancreas.  Apparently  there  was  no 
intestinal  obstruction.  The  edema  can  be  ex- 
plained on  the  basis  of  the  inverted  albumin/ 
globulin  ratio  and  the  poor  nutritional  his- 
tory. In  the  kidney  picture  there  is  insuffi- 
cient evidence  to  give  one  an  idea  of  true 
nephrosis,  although  the  possibility  of  a glo- 
merulonephritis with  a large  nephrotic  com- 
ponent must  be  considered.  The  low  specific 
gravity  and  the  red  blood  cells  in  the  urine 
are  significant.  The  hematuria  may  be  due  to 
the  sulfathiazole,  chronic  passive  congestion, 
or  nephritis.  The  septic  temperature  is  some- 
thing that  cannot  be  overlooked,  and  in  my 
opinion  we  are  dealing  with  an  acute  infection 
although  the  focus  is  not  immediately  appar- 
ent. The  cerebral  findings  are  insufficient  to 
explain  the  picture.  Perhaps  pathology  in  the 
pancreas,  fiver,  or  gallbladder  is  responsible. 
It  does  not  look  like  a purely  renal  affair  be- 
cause of  the  type  of  acute  onset.  Two  im- 
portant organs  remaining  are  the  lungs  and  the 
heart.  The  outside  physician  made  a diagnosis 
of  bronchopneumonia.  The  heart  seems  to  me 
to  be  the  most  logical  site  for  the  infection. 
In  view  of  the  past  findings,  there  may  be  a 
cardiac  lesion  with  a superimposed  staphylo- 
coccic infection.  The  differential  diagnoses 
may  be  outlined  as  follows: 

1.  Endocarditis,  probably  staphylococcic 
because  of  the  acute  form,  the  extremely  high 
temperature,  and  the  improvement  in  her 
general  picture  when  sulfathiazole  was  ad- 
ministered. The  leukocytosis  dropped  from 
29,000  to  10,000,  and  there  was  a general  tend- 
ency to  improve  although  there  was  a flare-up 
later.  The  cerebral  symptoms  may  be  ex- 
plained by  the  fever  or  toxicity  from  the  whole 
infection. 

It  is  hard  to  explain  the  amount  of  icterus 
she  had  on  a purely  cardiac  infectious  basis 
unless  she  had  an  embolic  obstructive  lesion 
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in  the  liver.  That  is  one  item  that  does  not 
fit  the  picture  very  well. 

There  are  several  questions  I should  like  to 
ask.  Did  she  develop  any  petechiae?  What 
did  the  blood  culture  show?  And  did  she  de- 
velop an  enlarged  spleen  or  any  acute  ab- 
dominal condition? 

2.  Although  the  acute  onset  and  the  gen- 
eralized systemic  reaction  make  it  doubtful, 
we  should  add  to  our  diagnostic  list  one  or 
more  of  the  triad  of  acute  pancreatitis,  chole- 
cystitis, and  liver  abscess. 

3.  The  third  diagnosis,  because  of  the  lung 
picture,  is  bronchopneumonia,  but  I believe 
in  this  case  it  was  terminal.  The  pleurisy 
heard  may  have  been  secondary  to  the  bron- 
chopneumonia. The  secondary  anemia  could 
have  resulted  from  the  sulfathiazole  or  from 
the  infection. 

4.  In  addition,  she  had  another  condition 
— avitaminosis.  There  was  a low  protein  in- 
take which  would  account  for  the  inverted 
A/G  ratio. 

5.  She  also  had  generalized  arteriosclerosis 
with  hypertension. 

These  seem  to  me  the  most  logical  diagnoses. 
One  other  possibility  may  be  a neoplasm  of 
the  lung  which  grew  slowly  on  the  left  side 
but  suddenly  blocked  the  bronchus,  giving  an 
acute  atelectasis,  but  this  does  not  sound 
plausible. 

Dr.  Duryee’s  Clinical  Diagnoses 

1.  Acute  bacterial  endocarditis,  probably 
staphylococcic. 

2.  Hypertensive  cardiovascular  disease. 

3.  Bronchopneumonia. 

4.  Avitaminosis. 

Dr.  Wright:  Before  we  proceed  to  Dr. 
Richter,  are  there  any  physicians  here  who 
would  like  to  add  to  the  diagnostic  list? 

Dr.  Teresa  McGovern:  This  case  pre- 
sents many  of  the  features  seen  in  some  of  the 
patients  at  Welfare  Hospital  with  generalized 
vascular  lesions.  Both  periarteritis  nodosa  and 
disseminated  lupus  may  well  be  added. 

Dr.  Milton  B.  Rosenblatt:  Pyelo- 

nephritis. 

Dr.  Alfred  Lilienfeld:  Suppurative 

thrombophlebitis,  with  liver  abscess. 

Dr.  Wright:  Does  anyone  here  know 

whether  phenolphthalein  and  the  sulfonamide 
group  are  more  toxic  when  used  together  than 
when  used  separately? 

Dr.  Herbert  K.  Ensworth:  So  far  as  we 
know  the  sulfonamides  can  be  given  with  any 
other  medication. 

Dr.  Wright:  Dr.  Bruger,  will  you  please 


answer  the  three  questions  Dr.  Duryee 
asked? 

Dr.  Bruger:  The  patient  did  not  develop 
any  petechiae.  Frequent  examination  failed 
to  reveal  enlargement  of  the  spleen.  The 
blood  culture  done  on  December  2 showed 
streptococci  with  a narrow  zone  of  incom- 
plete hemolysis.  Eight  hundred  and  thirty- 
six  colonies  were  counted  in  one  plate. 

Pathology 

Dr.  Maurice  N.  Richter:  The  principal 
lesion  is  acute  bacterial  endocarditis  of  the 
aortic  valve.  There  are  no  other  important 
findings  in  the  heart.  There  is  no  underlying 
valvular  lesion  of  any  type,  and  the  valve 
cusps  were  normally  formed . The  liver  showed 
some  rather  curious  yellowish  areas  on  the  Cut 
surface  but  they  could  not  be  interpreted  on 
gross  examination.  The  spleen  was  enlarged, 
weighed  490  Gm.,  and  was  somewhat  softer 
than  usual.  The  kidneys  were  not  abnormal 
on  gross  examination.  The  gallbladder  showed 
nothing  of  interest. 

Sections  of  the  vegetation  of  the  aortic  valve 
show  a leukocytic  and  fibrinous  exudate,  with 
bacterial  colonies  along  the  edge  of  the  vegeta- 
tion. These  organisms  are  gram-positive. 
Some  of  these  colonies  are  extremely  large. 
These  findings  are  typical  of  acute  bacterial 
endocarditis.  In  the  heart  there  are  a few 
small  areas  of  acute  focal  myocarditis.  The 
kidneys  have  small  infarcts,  and  one  section 
shows  a blood  vessel  that  is  completely  blocked 
by  an  embolus.  There  are  no  lesions  in  the 
glomeruli  themselves  such  as  are  usually  seen 
in  subacute  bacterial  endocarditis.  The  sec- 
tions of  the  liver  are  interesting  because  they 
show  an  extensive  central  necrosis.  Occasion- 
ally, one  sees  small  bile  ducts  adjacent  to 
these  necrotic  areas  with  leukocytes  in  the  lu- 
mina  and  infiltration  around  the  ducts.  This 
liver  condition  is  found  in  many  cases  of  infec- 
tion and  is  not  specific  for  any  one  type  of 
organism  or  lesion.  It  is  somewhat  more  ex- 
tensive in  this  case  than  is  ordinarily  seen. 

Pathologic  Diagnoses 

Acute  bacterial  endocarditis  of  aortic  valve. 

Bacteremia  with  metastases  (Streptococcus 
hemolyticus). 

Infarction  of  kidney. 

Central  necroses  of  liver. 

Acute  cholangiolitis  and  pericholangiolitis. 

Jaundice. 

Lobular  pneumonia. 

Acute  fibrinous  pleurisy. 

Acute  splenic  tumor. 
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Dr.  Wright:  I think  that  since  Dr.  Duryee 
had  no  previous  knowledge  of  the  case  and  it 
was  a difficult  diagnosis  to  make  he  should  be 
congratulated. 

Dr.  Bruger:  Were  there  any  areas  of  in- 
farction in  the  lung? 

Dr.  Richter:  No,  there  were  not. 

Dr.  Ensworth:  Was  there  any  evidence  of 
where  this  infection  entered  the  blood  stream? 

Dr.  Richter:  No,  there  was  no  evidence. 

Dr.  Wright:  Was  the  growth  on  the  aortic 
valve  of  long  standing  or  rather  recent  in  de- 
velopment? 

Dr.  Richter:  I think  comparatively  re- 
cent, but  I cannot  place  it  within  the  three 
weeks. 

Dr.  Wright:  Was  there  evidence  of  old 


scarring  of  the  val\  e in  addition  to  the  recent 
involvement? 

Dr.  Richter:  No,  I think  that  the  lesion 
was  a recent  one  and  the  underlying  valve 
did  not  show  any  particular  change. 

Dr.  Bruger  : William  Osier  was  unusually 
interested  in  this  disease  and  he  frequently 
stressed  in  his  writings  that  attacks  of  orthop-  I 
nea  and  dyspnea  may  be  among  the  earliest 
symptoms  in  acute  endocarditis. 


Editorial  Committee 

J.  Scott  Butterworth,  M.D. 

Maurice  R.  Chassin,  M.D. 

Herman  0.  Mosenthal,  M.D.,  Chairman 


MEDICINE  NOT  A BUSINESS 

Most  of  the  differences  between  laymen  and 
the  medical  profession  result  from  a lack  of 
understanding,  Dr.  Frank  H.  Lahey,  president- 
elect of  the  American  Medical  Association  and 
director  of  the  Lahey  Clinic  in  Boston,  told  an 
audience  of  more  than  800  persons  in  the  mem- 
orial chapel  of  Union  College  on  March  13,  as 
reported  in  the  Schenectady  Gazette.  Dr. 
Lahey  spoke  under  the  auspices  of  the  Stein- 
metz  Memorial  Foundation  and  his  talk  was 
the  fourteenth  in  the  series  of  annual  lectures  pre- 
sented in  honor  of  Charles  Proteus  Stein- 
metz. 

Most  laymen,  Dr.  Lahey  explained,  take  a 
business  man’s  approach  toward  medicine.  This 
he  termed  “a  misunderstanding  of  motives.” 
“Business,”  he  said,  “deals  with  commodities. 
Medicine  is  never  a commodity  and  the  doctor 

never  thinks  of  himself  as  a commodity 

Business  deals  with  money  and  goods.  Medicine 
deals  with  knowledge.” 

Because  medicine  is  concerned  with  “qualita- 
tive competition,”  the  medical  profession  is 
necessarily  timid  about  new  ideas  that  would 
change  it  radically,  Dr.  Lahey  said.  Addressing 
himself  to  those  persons  who  urge  socialized, 
regimented  medicine,  Dr.  Lahey  pointed  out 
that  “America  stands  highest  in  medicine,  and 
that  for  many  years,  the  tide  has  been  toward 
America.  Where  they  have  had  regimented, 


socialized  medicine  the  standard  has  been  ' 
lower.” 

The  American  Medical  Association  and  its  \ 
members  want  to  see  “evolved  changes,”  accord- 
ing to  the  speaker.  “Medicine  is  cautious,” 
he  said,  “maybe  a little  stiff-necked  to  see 
changes  made  patiently.” 

Using  as  an  example  the  demand  to  have 
medical  insurance,  Dr.  Lahey  explained  that  the 
association  of  doctors  would  approve  of  such  a 
move  providing  it  fulfilled  three  conditions. 
Such  insurance,  he  said,  would  “first  have  to 
be  under  the  commissioner  of  insurance  so  that 
it  would  be  financially  sound.  Second,  it  should 
be  limited  by  some  top  salary  so  that  it  would 
not  be  given  where  it  was  not  needed.  Third, 
and  most  important,  there  would  have  to  be  a 
free  choice  of  doctors.”  Unless  these  three  con- 
ditions were  fulfilled,  said  the  lecturer,  this  move- 
ment would  be  opposed.  “You  must,”  he 
added,  “have  a free  choice  of  a doctor  even  if 
you  choose  a bad  one.” 

Since  the  layman  is  dependent  on  medicine, 
Dr.  Lahey  declared,  it  is  necessary  that  the 
layman  know  the  medical  profession’s  point  of 
view.  In  giving  a resume  of  the  work  done  by 
the  American  Medical  Association,  to  whose 
presidency  he  will  be  inducted  in  June,  the 
lecturer  termed  it  as  “an  attempt  to  organize 
medicine  so  that  it  will  work.” 


ATTENTION  P.  AND  S. 

The  annual  A.M.A.  dinner  for  alumni  of  the 
College  of  Physicians  and  Surgeons  of  Columbia 
University,  will  be  held  at  the  Hotel  Statler, 
Cleveland,  Ohio,  on  Wednesday,  June  4,  at  7:00 
p.m.  The  local  Committee  on  Arrangements  is 
Dr.  Gerald  H.  Shibley  and  Dr.  Valentine  Jor- 
dan. 


THY  BROTHER’S  KEEPER 
Every  malpractice  action  undermines  the 
confidence  of  the  public  in  all  physicians,  and  it  is 
said  that  a dozen  new  suits  are  commenced  based 
upon  the  publicity  of  a new  case.  You  are  your 
brother’s  keeper  in  maintaining  a justified  public 
confidence.  Let  no  improper  act  of  yours  lead 
to  a betrayal  of  that  trust. — Wisconsin  Med.  J. 
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Postpartum  Necrosis  of  the  Pituitary  Gland. 

Baffling  discrepancies  between  clinical  phe- 
nomena and  anatomic  findings  mar  our  under- 
standing of  diseases  connected  with  the  pi- 
tuitary gland.  This  becomes  evident  when 
one  reads  about  Simmonds,  disease,  pituitary 
cachexia,  anorexia  nervosa,  postpartum  weight 
loss,  etc.  For  one  group  of  cases,  at  least,  an 
anatomic  and  etiologic  basis  has  been  pro- 
vided by  Sheehan  (Sheehan,  H.  S.:  J.  Path. 

& Bad.  45:  189,  1937).  According  to  Shee- 
han, Simmonds’  disease,  severe  or  mild,  is 
caused  in  most  instances  by  postpartum  ne- 
crosis of  the  anterior  lobe.  The  anterior  lobe 
becomes  necrotic  when  the  patient  goes  into 
shock  from  severe  hemorrhage.  American 
literature  on  this  subject  is  scant;  the  mech- 
anism of  the  necrosis  is  not  clear. 

The  following  case  is,  therefore,  pre- 
sented : 

A.  S.  (A-34-40).  The  patient  was  a 21- 
year-old  primigravida,  with  normal  findings 
on  prenatal  care.  Three  days  before  labor 
pains  started,  she  became  ill  with  a cold  and 
remained  in  bed ; from  that  time  on  she  had  a 
fever. 

On  admission  the  temperature  was  104  F. 
and  the  pulse  130;  there  was  herpes  labialis 
and  a diffuse  punctate,  macular,  partly  scarla- 
tiniform  rash  over  the  trunk  and  face.  The 
throat  was  injected.  The  blood  count  and 
sternal  puncture  revealed  acute  stem-cell 
leukemia,  the  count  showing  a hemoglobin  of 
50  per  cent,  2,520,000  red  blood  cells,  with 
a leukocyte  count  around  1,000  and  80,000 
platelets.  The  urine  was  normal.  The  blood 
culture  contained  large  numbers  of  colonies  of 
hemolytic  streptococcus. 

The  patient  delivered  spontaneously.  The 
infant  was  normal  except  for  a rash  similar  to 
that  of  the  mother.  The  infant  developed 
normally  later.  During  delivery  the  patient 
lost  about  1,200  cc.  of  blood  and  went  into 


Dr.  Alfred  Plaut 

profound  shock.  She  died  with  hyperpyrexia 
two  days  later. 

At  autopsy  (aside  from  the  anatomic  mani- 
festations of  leukemia)  a deep  cervical  tear 
was  found.  The  hypophysis  appeared  large 
in  relation  to  the  sella;  the  anterior  lobe,  near 
the  base  of  the  stalk,  formed  a round  bulge. 
The  cut  surfaces  of  the  anterior  lobe  suggested 
diffuse  necrosis.  They  were  homogeneous, 
light  brownish  yellow,  and  velvety,  entirely 
devoid  of  detail;  the  hilar  connective  tissue 
could  not  be  seen.  Narrow  zones  under 
the  capsule  appeared  reddish  (see  Fig.  1). 

The  microscopic  picture  confirmed  the  gross 
diagnosis.  Most  of  the  tissue  of  the  anterior 
lobe  showed  incomplete  necrosis,  with  severe 
destruction  of  cell  bodies  and  varying  destruc- 
tion of  nuclei.  Well-preserved  anterior  lobe 
tissue,  partly  with  recognizable  pregnancy 
change,  was  found  near  the  intermediate  re- 
gion and  under  the  capsule.  Some  of  this 
tissue  was  separated  from  the  necrotic  area 
by  a narrow  zone  of  hyperemia  and  hemor- 
rhage. The  posterior  lobe  appeared  normal 
and  so  were  the  epithelial  cells  it  contained. 

In  all  probability  this  patient,  had  she  sur- 
vived, would  have  become  a victim  of  Sim- 
monds’  disease. 

While  we  know  that  embolization  is  not  the 
cause  of  pituitary  necrosis,  we  still  do  not 
know  what  actually  causes  it.  The  lesion  re- 
sembles infarction;  in  the  neighborhood  of  the 
capsule  and  other  adjoining  structures  the 
tissue  may  escape  the  necrotizing  process, 
just  as  in  a kidney  infarct.  But  there  is  no 
embolic  or  thrombotic  occlusion  of  a corre- 
spondingly large  vessel,  and  the  thromboses 
that  sometimes  are  found  probably  are  second- 
ary to  the  necrosis.  The  sudden  decrease  in 
blood  flow  as  caused  by  severe  loss  of  blood 
and  by  shock,  combined  with  the  assumed 
vulnerability  of  the  tissue  of  the  anterior  lobe 
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Fig.  1.  Gross  picture  of  pituitary  gland  after 
formalin  fixation.  The  cut  surfaces  of  the  an- 
terior lobe  are  homogeneous  and  velvety.  No 
detail  is  visible.  The  narrow  black  markings  at 
the  periphery  and  near  the  intermediate  region 
correspond  to  preserved  anterior  lobe  tissue. 


in  pregnant  women  seems  to  represent  the 
causative  mechanism.  Postpartum  necrosis 
has  been  observed  after  shock  with  only 
negligible  hemorrhage  (Sheehan,  H.  L.,  and 
Murdoch,  R.:  J.  Obst.  & Gynaec .,  Brit.  Emp. 
45:  456-489,  June,  1938 — Case  II,  for  in- 
stance). Thus,  the  blood  loss  cannot  be  the 
directly  determining  factor.  The  fact  that 
pituitary  necrosis  does  not  occur  in  men,  even 
after  most  severe  hemorrhage  and  profound 
shock,  points  to  the  pituitary  of  the  pregnant 
woman  as  a locus  minoris  resistentiae.  The 
weakness  might  be  inherent  in  the  pregnancy 
change  of  the  chief  cells.  It  might  be  ascribed 
in  part  to  the  enlargement  of  the  anterior  lobe 
which  is  squeezed  in  the,  now  too  narrow, 
sella.  In  one  case  (Gottschalk,  H.  C.,  and 
Tilden,  J.  L.:  J.A.M.A.  114:  33,  1940)  part 
of  the  anterior  lobe  which  protruded  from 
the  sella  was  spared.  Such  a finding  speaks 
in  favor  of  a mechanical  factor. 

Shock  can  cause  necrosis  in  other  organs 
(intestine  and  kidney).  As  the  experiments 
of  Penner  and  Bernheim  (Penner,  Abraham, 
and  Bernheim,  Alice  Ida:  Arch.  Path.  30: 
465,  1940)  prove,  kidney  necrosis  in  shock  is 
caused  by  vasospasm,  and  according  to  Moon 
“the  arteries  of  animals  in  shock  ....  are  in 
a state  of  maximal  contraction.”  Little  if 
anything  is  known  about  the  reactivity  of 
pituitary  arterioles  and  arteries.  Even  the 
anatomic  arrangement  of  the  hypophyseal 


blood  supply  is  still  under  debate  and,  with 
it,  the  possibility  of  shunts. 

Pending  further  investigations,  I propose 
the  working  hypothesis  that  vasospasm, 
which  is  part  of  the  shock  syndrome,  is  an 
essential  factor  in  bringing  on  postpartum 
necrosis  of  the  anterior  pituitary.  A similar 
hint  has  been  made  by  Giornelli  (Giornelli,  L. : 
Riv.  ital.  di  ginec.  14:  533,  1933). 

Discussion 

Dr.  Joseph  Victor  (by  invitation):  I 
should  like  to  ask  Dr.  Plaut  what  basis  there  is 
for  assuming  that  this  is  a postpartum  change. 
Might  not  this  change  have  occurred  or  started 
before  delivery? 

Dr.  D.  Murray  Angevine:  About  two 
years  ago  Dr.  Harrar  of  the  Department  of 
Obstetrics  and  Gynecology  at  the  New  York 
Hospital  asked  me  if  we  ever  found  the  changes 
described  by  Sheehan  in  cases  dead  from  ob- 
stetric shock — namely,  necrosis  of  the  pitui- 
tary, subendocardial  hemorrhages,  and  areas 
of  hemorrhage  in  the  lungs.  I went  over  our 
autopsied  cases  at  that  time.  In  the  pitui- 
taries  examined,  about  10  I believe,  there  was 
only  1 with  necrosis,  and  it  was  not  so  exten- 
sive as  that  just  described.  I should  like  to 
ask  Dr.  Plaut  if  he  feels  that  the  necrosis  is 
definitely  associated  with  pregnancy.  None 
of  the  other  changes  that  Sheehan  described 
were  present. 

Dr.  Maurice  N.  Richter:  I assume  that 
in  this  case  the  blood  vessels  were  examined 
for  evidence  of  leukemic  thrombosis;  since 
this  is  a case  of  leukemia  the  question  might 
arise  whether  the  changes  in  the  pituitary  were 
related  to  the  leukemia  rather  than  to  the 
pregnancy. 

Dr.  Alfred  Plaut:  Such  an  extent  of 
necrosis  of  the  anterior  lobe  of  the  pituitary 
is  not  compatible  with  normal  life.  The  pa- 
tient was  in  good  health  until  three  days  be- 
fore admission  when  she  contracted  what  she 
thought  was  a cold ; it  was  perhaps  the  onset 
of  her  acute  leukemia. 

A large  number  of  such  lesions  have  been 
described  postpartum  and  none  antepartum. 
I do  not  see  why  we  should  assume  just  in  this 
particular  case  that  the  causation  should  be 
different  from  other  cases. 

Dr.  Victor:  The  reason  I asked  is  because 
of  some  experimental  data  that  were  ob- 
tained a few  years  ago  in  studying  the  metabo- 
lism of  the  pituitary  in  different  phases  of 
reproduction.  It  was  found  that  the  metabo- 
lism of  the  pituitary  at  the  time  of  parturition 
was  about  three  times  as  high  as  in  any  other 
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phase  of  reproduction  in  the  rat.  These  repro- 
ductive phases  included  postpartum  changes, 
changes  in  the  estrus  cycle,  and  so  on,  so 
that  there  is  some  physiologic  evidence  that 
the  anterior  lobe  of  the  pituitary  is  extra- 
ordinarily active  before  parturition,  and  it 
seems  to  me  the  reasons  presented  with  re- 
gard to  the  postpartum  part  of  this  lesion 
might  just  as  well  be  assumed  for  an  ante- 
partum origin,  simply  because  the  patient  was 
well  before  parturition  and  died  forty  hours 
after. 

Dr.  Plaut:  Why  should  leukemia  lead  to 
necrosis  of  the  pituitary?  To  my  knowledge 
no  pregnant  woman  who  died  of  anything  but 
shock  and  hemorrhage  ever  presented  this 
picture. 

In  regard  to  the  second  point,  in  the  dis- 


cussion of  Dr.  Angevine,  I should  like  to  ask 
how  long  after  the  severe  shock  did  these 
patients  die.  One  cannot  expect  the  necrosis 
to  develop  in  a few  hours. 

Dr.  Angevine:  A good  many  lived  for  as 
long  as  two  days. 

Dr.  Plaut:  That  means  that  some  might 
have  lived  for  a few  hours  only.  There  are  in 
the  American  literature  2 cases  of  this  disease: 
Dr.  Stander,  years  ago  while  still  in  Balti- 
more, wrote  a paper  in  which  he  mentioned 
2 patients  who  died  after  hemorrhage  and 
shock  during  delivery  and  who  had  pituitary 
necrosis,  but  nobody  at  that  time  paid  much 
attention  to  this  lesion. 

In  reply  to  Dr.  Richter’s  question,  there 
were  no  thromboses  that  could  explain  the 
diffuse  necrosis. 


An  Experimental  Study  of  Nutrition  and  Age  as  Factors  in  the  Pathogenesis  of 
Common  Diseases  of  the  Rat.  Dr.  John  A.  Saxton,  Jr.  (by  invitation ) 


A study  was  made  of  the  most  common 
spontaneous  diseases  Jn  over  300  rats  of  the 
Yale  strain  used  in  two  experiments  by  C.  M. 
McCay  dealing  with  the  relation  of  diet  to  the 
average  life  span.  The  purpose  was  to  deter- 
mine the  relation  of  these  diseases  to  age  and 
to  diets  altering  the  average  life  span.  The 
study  included  rats  killed  at  intervals  during 
the  experiments  and  those  dying  naturally. 

In  the  first  experiment  the  effects  of  protein 
level  (35  per  cent  and  8 per  cent),  type  of  pro- 
tein (liver  and  casein),  and  slight  restriction  of 
diet  after  middle  age  were  studied.  The  av- 
erage life  span  on  a high  casein,  unrestricted 
diet  was  significantly  shorter  than  on  a low 
liver,  slightly  restricted  diet.  The  second  ex- 
periment dealt  with  the  effects  of  retardation 
of  growth  by  a greatly  restricted  but  high 
quality  diet,  started  immediately  after  wean- 
ing. This  experiment  had  run  600  days  at  the 
time  of  the  report,  but  similar  previous  ex- 
periments have  shown  that  rats  thus  retarded 
in  growth  may  have  greatly  extended  life 
spans  (McCay,  C.  M.,  et  al.:  J.  Nutrition  18: 
1,  1939). 

The  most  common  disease  was  a character- 
istic bronchopneumonia  of  obscure  etiology 
leading  to  bronchial  obstruction  and  bronchi- 
ectasis in  affected  lobes.  This  disease  in- 
creased in  frequency  with  age,  from  rare  ex- 
amples at  200  days  to  over  80  per  cent  at  600 
days.  The  development  of  bronchial  lymph- 
oid tissue  and  changes  in  the  distensibility  of 
the  lungs  with  age  appeared  to  be  factors 
favoring  bronchial  obstruction  and  bronchiec- 
tasis. The  disease  was  not  influenced  bv  the 


variables  of  the  first  experiment  but  was  re- 
tarded both  in  age  incidence  and  severity  in 
rats  retarded  in  growth. 

The  second  most  common  disease  was  a 
degeneration  of  the  kidneys  characterized  by 
albuminuria  and  progressive  obstruction  of 
the  renal  units  by  hyaline  casts  with  subse- 
quent fibrosis.  There  was  an  increasing  fre- 
quency with  age  from  9 per  cent  at  300  days 
to  54  per  cent  in  rats  over  700  days  old.  In 
the  first  experiment  the  high  casein,  unre- 
stricted diet,  which  shortened  the  average  life 
span,  favored  development  of  the  disease 
(100  per  cent  of  13  rats)  as  contrasted  with  a 
low  liver,  slightly  restricted  diet  (26  per  cent 
of  19  rats).  The  disease  was  not  seen  in  rats 
retarded  in  growth  up  to  600  days  but  was  pres- 
ent in  several  controls  of  corresponding  age. 

Malignant  tumors  of  various  types,  most 
commonly  lymphosarcomas  arising  within  the 
lungs,  showed  an  increase  in  incidence  with 
age  in  the  first  experiment  from  18  per  cent  at 
500  days  to  32  per  cent  in  rats  over  700  days 
old,  with  no  relation  to  the  variables  of  this 
experiment.  In  the  second  experiment  no 
tumor  was  found  in  rats  retarded  in  growth  up 
to  600  days  as  contrasted  with  18  examples  in 
the  controls  of  corresponding  age.  Chromo- 
phobic adenomas  of  the  pituitary  were  com- 
mon in  control  rats  of  over  450  days  of  age, 
but  none  was  seen  in  the  retarded  rats  up  to 
600  days. 

Vascular  lesions  similar  to  human  athero- 
sclerosis were  not  seen  in  any  animals  ex- 
amined. 

It  is  concluded  that  there  are  several  com- 
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mon  spontaneous  diseases  of  rats  which  in- 
crease in  incidence  with  age,  sufficiently 
to  become  limiting  factors  in  the  average 
life  span.  Diets  may  affect  the  average  life 
span  through  their  influence  upon  certain 
of  these  diseases.  Retardation  of  growth  by 
drastic  restriction  of  diet  retards  the  develop- 
ment of  common  spontaneous  diseases  along 
with  body  size,  suggesting  that  adult  struc- 
ture and  function  play  a role  in  the  develop- 
ment of  these  diseases. 

Discussion 

Dr.  Paul  Klemperer:  Sproul  and  Wilens 
described  periarteritis  in  a certain  percentage 
of  aged  rats,  while  Dr.  Saxton  mentioned  only 
medial  changes  and  calcification.  Does  this 
mean  that  you  never  found  those  changes 
described  by  Sproul  and  Wilens?  Is  this  breed 
of  rats  considered  representative  for  all  other 
strains,  or  is  it  possible  that  the  strain  that 
Sproul  and  Wilens  were  working  with  was 
different? 

Dr.  Richter:  Wilens  and  Sproul  (Wilens 
and  Sproul:  Am.  J.  Path.  14:  177,  201, 
1938)  worked  with  rats  in  Sherman’s  labora- 
tory. The  influence  of  diet  in  the  strain  had 
been  previously  reported  by  Sherman  and 
Campbell  (Sherman,  H.  C.,  and  Campbell, 
H.  L.:  J.  Nutrition  2:  415,  1930). 

Dr.  Plaut:  Do  these  two  main  lesions, 
those  of  the  kidney  and  lung,  occur  in  rats 
other  than  laboratory  strains? 

Dr.  Victor:  Have  you  observed  cirrhosis 
of  the  liver  in  any  of  these  rats? 

Dr.  J.  Murray  Steele:  I was  not  quite 
clear  as  to  whether  the  renal  lesion  was  less 
affected  by  retardation  of  growth  than  the 
lung  lesion;  if  that  is  true,  that  seems  to  be 
an  interesting  difference  between  them.  I 
should  like  to  hear  more  about  that. 

Dr.  John  A.  Saxton,  Jr.:  We  have  seen 
a few  examples  of  the  periarteritis  described 
by  Wilens  and  Sproul,  but  I did  not  include 
it  in  the  report  because  it  has  not  been  seen 
frequently  enough  to  be  a factor  in  deter- 
mining the  average  life  span.  We  have  found 
with  that  condition  a rather  severe  vascular 
nephritis  and  had  the  opportunity  to  study 
one  animal  during  life.  The  phenolsulphone- 


phthalein  excretion  was  5 per  cent  and 
the  blood  urea  nitrogen  was  elevated.  It  died 
apparently  in  uremia. 

Concerning  breed  differences,  I do  not 
think  that  the  diseases  described  are  neces- 
sarily peculiar  to  the  Yale  strain;  but  since 
there  are  known  differences  in  length  of  life 
in  different  breeds,  differences  in  incidence 
might  be  expected.  The  laboratory  conditions 
may  also  be  a factor.  So  far  as  I know  there 
has  not  been  sufficient  study  on  the  length  of 
life  in  relation  to  spontaneous  changes  to 
make  possible  a statement  on  incidence  in 
other  breeds. 

The  kidney  and  lung  diseases  are  present 
in  practically  all  strains  of  rats  maintained  in 
laboratories.  The  lung  disease  has  been  found 
in  wild  rats,  although  there  are  no  available 
statistics  on  frequency.  I have  seen  no  refer- 
ence to  the  kidney  disease  in  wild  rats. 

I have  seen  only  one  example  of  spon- 
taneous cirrhosis  of  the  liver.  It  is  apparently 
rare  in  the  strains  that  I have  examined. 

In  regard  to  the  relation  of  retardation  to 
the  development  of  this  renal  disease,  we 
have  not  seen  examples  of  it  in  the  retarded 
animals,  but  several  cases  have  appeared  in 
the  controls.  Routine  urinalyses  have  shown 
that  the  retarded  rats  have  not  been  excreting 
albumin;  whereas  many  of  the  controls,  par- 
ticularly those  receiving  a protein  supple- 
ment, have  had  albumin  in  the  urine.  Thus 
far  the  renal  lesion  appears  to  have  been  more 
affected  by  retardation  than  the  lung  lesion. 

Dr.  Victor:  Have  you  any  evidence  of 
renal  disease  resulting  in  death — the  human 
nephrosis  with  edema? 

Dr.  Saxton:  Of  the  animals  studied 
during  life  which  have  subsequently  been 
shown  to  have  the  renal  disease,  none  has  had 
an  elevated  blood  urea  nitrogen.  The  evi- 
dence that  the  renal  disease  may  result  in 
death  is  based  upon  the  microscopic  picture 
of  extensive  renal  damage. 

Dr.  Klemperer:  Is  there  any  relation 
between  cardiac  hypertrophy  and  renal 
disease? 

Dr.  Saxton,  Jr.:  We  have  usually  found 
a slightly  enlarged  heart  in  rats  showing  an 
advanced  stage  of  this  renal  disease. 


Relationship  of  Bacteriologic  Procedures  to  the  Diagnosis  and  Therapy  of  Pneu- 
monia. Dr.  Wheelan  D.  Sutliff,  Assistant  Director  ( Pneumonia ) Bureau  oj  Labo- 
ratories, New  York  City  Department  oj  Health 
As  chemotherapy  with  sulfonamide  drugs  coccus  pneumonia,  the  relationship  of  bac- 
is  now  the  therapy  of  choice  for  the  treatment  teriologic  procedures  to  the  care  of  pneumonia 
of  pneumococcus  and  beta  hemolytic  strepto-  patients  must  be  re-examined  from  the  point 
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of  view  of  its  application  to  diagnosis  and 
prognosis  and  from  the  point  of  view  of  its 
application  to  therapy.  No  fundamental 
change  has  occurred  in  the  relationship  of 
bacteriologic  information  to  the  diagnosis 
and  prognosis  of  pneumonia.  Observations  in 
the  Department  of  Health’s  Pneumonia  Con- 
trol Division  stations  indicate  that  changes 
in  the  results  of  bacteriologic  examinations 
that  can  be  ascribed  to  sulfonamide  therapy 
are  generally  small  and  become  significant 
only  in  cases  receiving  large  amounts  of 
drug. 

When  the  results  of  the  examination  of  speci- 
mens from  patients  receiving  10  Gm.  or  more 
of  sulfapyridine  or  sulfathiazole  are  con- 
sidered, the  recovery  of  pneumococci  from 
sputum  specimens  appears  to  be  less  than  the 
1939  average  of  68  per  cent.  In  44  specimens 
obtained  from  such  patients,  only  2 showed 
pneumococci  on  Neufeld  examination,  and  19 
showed  pneumococci  on  mouse  inoculation  or 
blood  agar  plate  examination — a total  of  21 
positive  results,  or  48  per  cent,  of  the  speci- 
mens examined.  Pneumococcus  classification 
has  been  extended  to  include  24  more  pneu- 
mococcus strains  and  their  interrelationships 
recognized  by  Kauffman,  et  al.,  and  Walter, 
et  al.,  which,  together  with  the  31  now  in  use, 
make  a total  of  55. 

Important  changes  have  occurred  in  regard 
to  the  relationship  of  bacteriologic  examina- 
tions to  therapy.  Such  changes  do  not  now 
make  it  possible  to  omit  bacteriologic  examina- 
tions entirely,  however,  and,  in  fact,  the  best 
medical  practice  continues  to  include  prompt 
and  early  determination  of  pneumococcus 
types  and  other  microorganisms,  such  as 
beta  hemolytic  streptococci,  Friedlander  ba- 
cilli, and  staphylococci.  The  place  of  serum 
therapy  among  the  other  curative  agents  re- 
lies primarily  on  the  judgment  of  the  prac- 


ticing physician  as  to  the  need  for  an  addi- 
tional therapeutic  agent,  to  be  employed  when 
chemotherapy  is  not  available  because  of  toxic 
actions  or  when  it  is  not  effective.  Since  such 
need  may  develop  during  the  course  of  treat- 
ment of  any  patient,  a bacteriologic  examina- 
tion to  indicate  the  kind  of  serum  to  be  used 
is  advisable  early  in  the  course  of  the  disease 
or  as  an  emergency  at  the  time  the  need  is 
recognized. 

The  recognition  of  bacteria  that  are  resist- 
ant to  the  action  of  sulfonamide  drugs  may 
become  a useful  indication  for  the  use  of  type 
specific  antipneumococcus  serum,  and  meth- 
ods are  now  in  use  that  may  aid  in  making  this 
a practical  reality.  Three  strains  that  are 
resistant  to  5 mg.  per  hundred  cubic  centi- 
meter concentration  of  sulfapyridine  in  solid 
media  have  been  isolated  from  3 different 
patients. 

In  each  case  resistance  to  the  bacteriostatic 
action  of  sulfapyridine  was  correlated  with  an 
unsatisfactory  response  of  the  patient  to  sulfa- 
pyridine therapy.  Such  sulfapyridine-re- 
sistant  microorganisms  remain  susceptible  to 
the  action  of  type-specific  antipneumococcus 
serum.  Although  resistance  to  the  bacterio- 
stasis  of  sulfonamide  drugs  is  not  at  present  a 
frequent  observation  among  pneumonia  pa- 
tients coming  to  the  attention  of  the  Pneu- 
monia Control  Division,  it  should  be  suspected 
when  favorable  therapeutic  results  are  not 
obtained,  and  appropriate  bacteriologic  ex- 
aminations should  be  carried  out. 

In  1938  over  6,000  specimens  from  pneumo- 
nia patients  were  examined  by  the  Department 
of  Health,  in  1939  over  9,000,  and  in  1940 
6,452.  Many  physicians  find  bacteriologic 
examinations  for  pneumonia  patients  of  value 
while  using  chemotherapy  as  the  preferred 
therapeutic  agent  in  every  pneumonia  case. 


“DEARTH”  OF  COUNTRY  DOCTORS 
“At  present  there  is  much  agitation  about  the 
dearth  of  rural  physicians.  This  need  is  much 
exaggerated.  Our  survey  of  this  state  does  not 
show  any  great  shortage  of  rural  physicians. 
There  are  some  isolated,  sparsely  populated 
areas  in  the  northern  part  of  the  state  in  which 
physicians  are  widely  separated.  The  few  people 
who  reside  in  these  areas  must  expect  to  travel 
some  distance  for  medical  care.  Even  with  gov- 
ernment subsidy  it  would  not  be  feasible  to  es- 
tablish first-class  medical  care  close  to  these 
people.  Our  investigation  has  shown  that  it  is 
not  so  much  lack  of  medical  care  in  these  dis- 
tricts as  it  is  indifference  or  lack  of  education  on 


the  part  of  certain  groups.  Physicians  within 
reach  have  never  refused  to  go  many  miles  to 
see  these  patients  or  give  them  adequate  care, 
even  with  no  prospects  of  financial  return.  The 
State  Medical  Association  not  long  ago  requested, 
through  the  newspapers  throughout  the  state, 
information  regarding  those  who  had  been  unable 
to  obtain  adequate  medical  care.  About  200 
replies  were  received.  These  replies  showed 
definitely  that  these  people  could  not  be  satisfied 
or  that  they  did  not  know  how  to  avail  them- 
selves of  the  medical  care  provided  for 
them.” 

—J.  M.  Hayes,  M.D. , Minneapolis 


Special  Article 

MEDICAL  LIBRARIES  IN  THE  STATE  OF  NEW  YORK 

Florence  A.  Cooksley,  M.A.,  Rochester,  New  York 


A SURVEY  of  medical  library  facilities  in 
the  State  of  New  York  was  undertaken 
to  determine  (1)  what  is  offered  in  medical 
literature  to  the  physicians  in  the  large  cities 
and  in  smaller  communities;  (2)  where  these 
medical  libraries  are  situated;  and  (3)  what 
provision  is  made  for  the  practitioner  located 
at  some  distance  from  a medical  library.  A 
questionnaire  was  sent  to  all  medical  libraries 
of  the  state  listed  in  the  Directory  of  the 
American  Medical  Association  and  a few 
others  not  included  in  that  list  but  which  are 
members  of  thtf  American  Library  Association. 
Fifty-two  questionnaires  were  sent  out  and 
forty-eight  were  returned.  Except  for  the 
Albany  Medical  School  Library,  those  failing 
to  make  returns  were  among  the  smaller  li- 
braries. 

The  oldest  libraries,  it  was  found,  are  those 
attached,  first,  to  medical  societies  and,  second, 
to  medical  schools.  There  are  many  small 
hospital  libraries,  recently  developed  since  the 
recommendations  of  the  American  Medical 
Association1  regarding  the  adequate  hos- 
pital library.  The  Association  defined  what 
it  considers  essential  in  a hospital  undertaking 
an  educational  function  and  states  that  mini- 
mum needs  are  “a  useful  selection  of  late 
editions  of  standard  text  and  reference  books 
and  current  files  of  not  less  than  ten  of  the 
better  medical  journals.” 

Many  hospitals  gradually  acquire  a con- 
siderable library  through  gifts  of  books  from 
retired  physicians  or  from  their  estates  after 
their  death.  Many  physicians  “clean  house” 
by  dumping  old  textbooks  into  a medical 
library  and  it  is  a good  practice  as  long  as  the 
collection  is  augmented  by  modern  books  and 
journals.  The  recommendations  of  the 
A.M.A.  led  many  hospitals  to  weed  out  much 
of  their  accumulation  of  old  books  and  to  fill 
the  emptied  shelves  with  recent  works  and, 
instead  of  depending  upon  physicians  to  bring 
in  their  dog-eared  journals,  have  subscribed 
to  one  or  two  publications  in  each  field  of 
medical  practice.  Full-time  or  part-time 
librarians  have  been  employed  in  these  hos- 
pitals, or  the  record  librarians  have  taken 
over  the  care  of  the  library. 


In  New  York  State  a special  effort  has  been 
made  to  meet  these  requirements  of  the  i 
A.M.A.  and,  although  hospital  libraries  are  | 
planned  for  the  use  of  interns  and  residents, 
members  of  the  staffs  find  the  book  shelves 
convenient  while  visiting  the  hospitals.  It  is 
because  of  the  growth  of  hospital  libraries  i 
that  the  number  of  medical  libraries  in  the 
state  seems  extensive. 

Medical  libraries  may  be  grouped  in  two  I 
ways:  first,  according  to  size,  that  is,  number 
of  volumes;  and,  second,  according  to  type — ■' 
whether  they  are  medical  school  libraries, 
medical  society  libraries,  state  libraries,  hos- 
pital libraries,  or  those  established  by  founda- 
tions or  by  sanitariums. 

There  are  8 large  medical  libraries2  in  the  i 
United  States,  all  having  100,000  volumes  or 
more  and  3 of  the  8 are  situated  in  New  York 
City.  These  libraries  according  to  size  are: 
Surgeon  General’s  Library,  Washington,  D.  C., 
409,250;  The  New  York  Academy  of  Medi- 
cine, New  York  City,  232,000;  Boston  Medi- 
cal Library,  Boston,  180,600;  College  of 
Physicians  and  Surgeons,  Philadelphia,  176,- 
000;  Medical  Society  of  the  County  of  Kings, 
Brooklyn,  147,000;  Wm.  H.  Welch  Library, 
The  Johns  Hopkins  Hospital,  Baltimore, 
129,700;  John  Crerar  Library,  Chicago, 
108,550;  and  Columbia  University  Medical 
School,  New  York  City,  100,000. 

It  is  interesting  to  note  that  outside  of  the 
national  library  the  largest  libraries  have  been 
established  by  medical  societies,  not  by 
medical  schools. 

The  medical  libraries  of  New  York  State, 
arranged  according  to  size,  are  shown  in  Table  jj 
1. 

Classified  according  to  type  of  library, 
these  medical  libraries  are  of  several  kinds; 

8 are  medical  society  libraries;  5 are  state 
libraries;  7 are  city-  or  county-supported 
libraries;  4 are  supported  by  foundations; 

9 are  medical  school  libraries;  2 are  memorial 
libraries;  and  3 may  be  classified  as  sani- 
tarium libraries.  The  remainder  may  be 
grouped  as  hospital  libraries. 

The  medical  society  libraries  are:  The  New 
York  Academy  of  Medicine,  Medical  Society 
of  the  County  of  Kings,  Rochester  Academy 


Librarian,  Rochester  Academy  of  Medicine. 
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of  Medicine,  Medical  Society  of  the  County  of 
Queens,  Utica  Academy  of  Medicine,  National 
Health  Library,  Westchester  Free  Medical 
Library,  Schenectady  Medical  Library  Asso- 
ciation. 

The  state  libraries  are:  New  York  State 
Library,  Medical  Library;  Psychiatric  In- 
stitute; Hudson  River  State  Hospital, 
Poughkeepsie;  Craig  Colony,  Sonyea;  Insti- 
tute for  Malignant  Diseases,  Buffalo. 

The  city  and  county  libraries  are:  Grosvenor 
Library,  Buffalo;  Municipal  Reference  Li- 
brary, Public  Health  Division,  New  York 
City;  Bureau  of  Laboratories,  New  York 
City;  Edward  J.  Meyer  Memorial  Hospital, 
Buffalo;  Bellevue  Hospital,  Laboratories  of 
Pathology;  Bellevue  School  of  Nursing,  New 
York  City;  and  Grasslands  Hospital,  Val- 
halla. 

Foundation  libraries  are:  Rockefeller  In- 

stitute for  Medical  Research;  Lawrason 
Brown  Library,  Trudeau;  Saranac  Labora- 
tory; and  Mary  I.  Bassett  Hospital,  Coopers- 
town. 

Medical  school  libraries  are:  Columbia 

University  Medical  School  (P.  & S.);  Uni- 
versity of  Rochester  Medical  School;  Uni- 
versity of  Buffalo  Medical  School;  New  York 
University,  College  of  Medicine;  Cornell 
University  Medical  School;  Syracuse  Univer- 
sity Medical  School;  New  York  Post-Gradu- 
ate Medical  School;  Long  Island  College  of 
Medicine;  and  Prentiss  Library,  New  York 
Medical  College. 

Memorial  libraries  are:  William  Ropes 

May  Library,  New  York  City,  and  Charles 
S.  Wilson  Library,  Johnson  City. 

Sanitarium  and  infirmary  libraries  are: 
Clifton  Springs  Sanitarium;  Metropolitan 
Life  Insurance  Hospital,  Mt.  McGregor;  and 
New  York  Eye  and  Ear  Infirmary. 

The  hospital  libraries  are:  Montefiore 

Hospital,  New  York  City;  Mount  Sinai 
Hospital,  New  York  City;  New  York  Hos- 
pital, Westchester  Division,  White  Plains; 
John  M.  Wheeler,  Presbyterian  Hospital; 
Hospital  for  Ruptured  and  Crippled,  New  York 
City;  St.  Vincent’s  Hospital,  New  York  City; 
Lenox  Hill  Hospital,  New  York  City;  Lebanon 
Hospital,  Bronx;  Metropolitan  Hospital, 
Welfare  Island;  and  New  York  Orthopedic 
Dispensary. 

This  classification  is  arbitrarily  arranged 
according  to  questionnaires.  Therefore,  the 
selection  may  not  be  as  the  staffs  of  the  library 
would  have  chosen. 

According  to  Dr.  Lawrence’s  comprehen- 
sion report,3  there  are  316  general  and  305 


miscellaneous  hospitals  in  the  state.  Most  of 
them  were  omitted  in  this  survey  because 
their  libraries  are  not  included  in  the  A.M.A. 
Directory. 

The  oldest  libraries  are  not  necessarily  the 
largest  libraries.  It  is  difficult  to  determine 
the  exact  age  of  libraries,  as  usually  they  had 
their  beginning  in  a gift  of  old  books,  with 
other  gifts  added  gradually.  The  New  York 
Hospital  Library  in  White  Plains  is  among 
these  old  institutions,  having  been  established 
in  1821.  The  Medical  Society  of  the  County 
of  Kings  was  organized  in  1844;  The  New 
York  Academy  of  Medicine,  in  1847;  the 
Clifton  Springs  Sanitarium,  in  1850;  the 
Hudson  River  State  Hospital  in  Poughkeepsie, 
in  1871 ; and  the  Syracuse  University  Library, 
in  1872. 

One  of  the  most  interesting  facts  shown  in 
this  survey  concerns  the  use  of  books  and  jour- 
nals in  each  library.  Use  depends  not  only 
upon  the  number  of  readers  making  use  of  its 
facility  but  also  upon  the  type  of  material  on 
the  shelves.  Some  of  the  larger  libraries  are 
depositories  for  medical  literature,  old  and 
modern,  good  and  poor,  and  for  that  reason 
there  will  be  much  material  that  has  infrequent 
use.  Again,  some  of  the  smaller  libraries  clear 
out  old  medical  books  and  journals  regularly 
and,  therefore,  volumes  on  their  shelves  are 
more  frequently  read.  These  factors  may 
have  affected  to  some  degree  the  figures  shown 
in  Table  2. 

Use  of  the  2 larger  libraries  in  Buffalo  is 
notable  when  compared  with  the  number  of 
volumes  in  these  institutions.  The  Grosvenor 
Library  is  a citj^-supported  general  library 
with  an  annual  circulation  of  240,000  volumes, 
circulating  33,125  volumes  or  14  per  cent  of 
the  whole.  Total  attendance  is  180,000, 11  per 
cent  being  in  the  medical  department.  The 
University  of  Buffalo  Medical  Library  has 
28,855  volumes,  with  an  annual  circulation  of 
41,875  volumes  and  35,000  readers.  This 
heavy  use  of  books  seems  to  be  true  of  a few 
other  libraries  according  to  the  survey,  but  in 
these  libraries  there  is  extensive  use  of  un- 
bound material  not  accounted  as  volumes. 

The  survey  also  indicates  the  number  of 
employees  in  each  library.  The  number  nat- 
urally depends  both  upon  size  of  the  library 
and  upon  use  of  the  volumes.  This  fact  is 
indicated  in  Table  3. 

While  the  work  load  seems  to  be  from  1,000 
to  10,000  volumes  per  employee,  with  an 
average  of  4,000,  it  must  be  remembered  that 
the  librarian  in  a medical  society  library  has 
many  additional  duties  besides  those  of  caring 
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TABLE  2. — Libraries  with  Large  Circulation 


Library 
N.  Y.  Acad.  Med. 

Kings  Co.  Med.  Soc. 
Columbia  Med.  Lib. 

Univ.  Buffalo  Med.  School 
Grosvenor  Lib. 

National  Health  Lib. 
Bellevue  School  Lib. 

Edw.  J.  Meyer  Hosp. 


Size 

Vols. 

No. 

of 

Used 

of 

Vols. 

Annually 

Users 

236,000 

182,000 

64,360 

149,950 

77,260 

14,700 

100,000 

134,950 

82,740 

28,850 

41,875 

35,000 

24,000 

33,125 

20,500 

6,512* 

30,000 

1,500 

5,000 

26,000t 

54,000 

4,600f 

9,400 

15,500 

* 33,000  pamphlets  not  included, 
t Only  borrowed  volumes  counted, 
t Nurses  use  library  for  study  hall;  44  cases  of  journals; 
unbound  and  not  included  in  above  count. 


TABLE  3. — Employees  in  Medical  Libraries 


Library 

Size 

Annual 

Use 

Users 

Em- 

ployees 

N.  Y.  Acad.  Med. 

236,000 

182,000 

64,360 

34 

Kings  Co.  Med.  Soc. 

140,950 

77,260 

14,700 

77** 

Univ.  of  Buffalo 

28,850 

41,875 

35,000 

472 

Grosvenor  Lib. 

24,000 

33,125 

20,427 

2t 

* A part-time  worker  is  counted  as  72  in  this  survey, 
for  convenience. 

t Student  help  additional. 


for  a library,  including  correspondence  for  the 
society,  bookkeeping,  mailing  meeting  notices, 
attendance  at  meetings,  and  extensive  tele- 
phone service.  In  medical  libraries  that  are 
divisions  of  larger  libraries,  there  is  little,  if 
any,  cataloging,  purchasing,  bookkeeping,  or 
correspondence.  These  factors  must  be  re- 
membered when  considering  the  work  load 
of  a medical  librarian. 

Medical  librarians  in  New  York  State,  as 
in  other  states,  tend  to  retain  their  offices 
for  long  terms,  largely  due,  perhaps,  to  their 
extensive  acquaintance  with  the  material  in 
the  libraries  and  the  lack  of  time  on  the  part 
of  the  physician  to  search  for  the  desired 
literature.  No  doctor  has  time  to  wade 
through  the  maze  of  medical  literature  printed 
today. 

Six  librarians  in  New  York  State  have 
served  for  twenty  years  or  more;  5 for  fifteen 
years;  11  for  ten  to  fourteen  years;  7 for  five 
to  eight  years;  and  18  for  five  years  or  less; 
3 did  not  state  their  years  of  service.  Charles 
Frankenberger  of  the  Kings  County  Medical 
Library  has  served  that  organization  for 
twenty-three  years;  earlier  he  was  librarian 
for  the  Jefferson  Medical  College  and  before 
that  time  was  on  the  staff  of  the  College  of 
Physicians  of  Philadelphia,  receiving  there 
his  basic  training  from  the  well-known 
librarian,  Charles  Perry  Fisher.  Since  1926 
Mr.  Frankenberger  has  served  as  consulting 
librarian  and  special  lecturer  at  the  Long 
Island  College  of  Medicine,  the  first  medical 
school  in  the  country  to  institute  a course  on 
medical  literature  and  bibliography  as  a re- 
quired course  in  its  curriculum. 
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TABLE  4 


County 

Physicians 

Hospitals 

Libraries 

Albany 

361 

13 

2 

Broome 

239 

10 

1 

♦Dutchess 

215 

11 

1 

Erie 

1,178 

4 

17 

Monroe 

652 

23 

10 

♦Nassau 

524 

12 

0 

Oneida 

280 

19 

1 

Onondago 

464 

17 

1 

♦Suffolk 

307 

22 

0 

♦Westchester 

998 

36 

2 

Greater  New  York 

15,080 

125 

27 

* Vicinity  of  Greater  New  York  City. 


Another  librarian  with  a long  service  record 
is  Mrs.  Josephine  Nichols  of  the  Cornell  Uni- 
versity Medical  School  in  New  York  City, 
having  held  her  position  as  librarian  for  the 
past  twenty  years.  Previous  to  that  appoint- 
ment she  published  a number  of  genealogies 
and  did  other  research  work  in  libraries.  She 
prepared  for  her  present  position  at  Teachers 
College. 

Twenty-four  years  of  service  are  credited  to 
Miss  Sara  L.  Halliday  of  the  Library  of  the 
Department  of  Health  in  the  City  of  New 
York.  Her  earlier  efforts  were  in  the  South 
Orange,  New  Jersey,  Library  and  in  the 
Lederle  Laboratories.  Her  library  serves  the 
Department  of  Hospitals,  as  well  as  the 
Department  of  Health,  and  her  work  in- 
cludes preparation  of  a weekly  sheet  called 
“Have  You  Read,”  directing  attention  to 
the  latest  articles  on  public  health.  In  addi- 
tion, Miss  Halliday  prepares  the  December 
issue  of  Notes,  a pamphlet  published  by  the 
Municipal  Reference  Library  in  New  York 
City,  in  which  are  listed  all  new  accessories  for 
the  year. 

Dr.  L.  A.  Damon  has  been  librarian  at 
Craig  Colony  for  a period  of  twenty  years. 
Miss  Alice  T.  Thayer,  daughter  of  a physician 
who  was  formerly  on  the  staff  of  the  Clifton 
Springs  Sanitarium,  has  served  in  the  library 
for  twenty-one  years.  Sixteen  years  of  service 
has  been  given  by  Mrs.  Edith  L.  M.  Keller  at 
the  New  York  Post-Graduate  Medical  School 
and  by  Miss  Louise  S.  Haughton  at  the  Sche- 
nectady Medical  Library. 

Mrs.  Myra  D.  Fredericks  at  the  Grosvenor 
Library  in  Buffalo,  Dr.  Archibald  Mallock  at 
The  New  York  Academy  of  Medicine,  and 
Miss  Mabel  E.  Parson  at  the  Bureau  of  Labo- 
ratories Library  in  New  York  City  have  all 
served  for  fifteen  years. 

An  important  finding  in  the  survey  was  the 
location  of  the  medical  libraries  throughout 
the  state.  It  is  to  be  expected  that  the  largest 
cities  will  have  the  greatest  number  of  libraries, 
the  largest  in  size,  and  also  the  greatest  num- 
ber of  hospital  libraries.  Wherever  there  is 


a medical  school  a library  of  considerable 
size  will  be  found.  In  the  Greater  New  York 
area  are  the  great  and  small  libraries  of  the 
state,  28  in  number,  more  than  half  of  the 
number  considered  in  this  survey.  In  Buffalo 
are  4 libraries,  2 in  Rochester,  2 in  close 
proximity  in  Saranac  and  Trudeau,  and  2 in 
Westchester  County.  The  remaining  10  are 
scattered  through  ten  counties  (Table  4). 

Forty-seven  counties  of  the  state  have  no 
libraries  except  those  with  less  than  500  vol- 
umes, which  are  provided  by  local  hospitals. 
The  twenty  counties  having  libraries  included 
in  this  survey  are  Albany,  Broome,  Dutchess, 
Erie,  Essex,  Franklin,  Livingston,  Monroe, 
Oneida,  Onondago,  Ontario,  Otsego,  Saratoga, 
Schenectady,  Westchester,  Bronx,  New  York, 
Kings,  Queens,  and  Richmond.  According 
to  Dr.  Lawrence,  only  one  county — Hamil- 
ton— has  no  hospital,  but  most  of  the  residents 
are  within  an  hour’s  drive  of  a good  one. 

The  next  consideration  is  the  annual  sub- 
scriptions in  the  various  libraries.  It  is  of 
interest  to  note  that  the  largest  libraries  an- 
nually receive  more  foreign  journals  than 
domestic.  These  depository  libraries  en- 
deavor to  take  the  best  of  all  journals  pub- 
lished in  foreign  lands.  In  The  New  York 
Academy  of  Medicine,  1,490  foreign  and  830 
domestic  journals  are  received  annually,  a 
remarkable  total  of  2,320  medical  journals. 
Other  large  libraries  include  the  Kings  County 
Medical  Library  with  836  foreign  and  730 
domestic  journals,  Columbia  with  533  foreign 
and  510  domestic,  and  the  University  of 
Rochester  with  300  foreign  and  216  domestic. 
With  the  exception  of  Cornell  University, 
which  received  170  foreign  and  85  domestic 
journals,  all  other  libraries  of  the  state  receive 
annually  more  American  journals  than  for- 
eign. 

In  comparing  amounts  spent  for  books, 
journals,  and  binding,  it  was  found  that  except 
in  one  instance  considerably  more  was  ex- 
pended for  journals  than  for  books  or  for 
binding.  The  exception  is  New  York  Post- 
Graduate  Library  which  allowed  $1,640  for 
journals  and  $2,060  for  books.  The  cost  of 
binding  in  most  instances  equals  or  exceeds 
that  of  books.  There  are  exceptions  where 
the  library  does  not  make  a practice  of  binding 
its  journals  or  else  the  cost  of  binding  is  paid 
from  funds  outside  the  library  budget.  Dur- 
ing depression  years  many  libraries  deferred 
binding  the  less-used  journals  and  are  now 
gradually  working  them  through  the  annual 
lot,  a fact  that  explains,  in  some  instances,  the 
present  high  cost  of  binding. 
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Differing  from  other  medical  libraries  in 
most  respects,  the  National  Health  Library  in 
New  York  City  must  be  considered  separately. 
Supported  by  the  National  Health  Council, 
it  is  a department  of  the  Division  of  Labora- 
tories and  Research  of  the  New  York  State 
Department  of  HealthrXlt  is  maintained  for 
the  staff  of  the  central  laboratory  in  Albany 
and  the  branch  laboratory  in  New  York  City.4 
Laboratories  of  New  York  State  approved  for 
bacterial  and  pathologic  examinations,  127  in 
number,  consult  this  library.  The  library  is 
for  reference  and  research,  and  material  is  not 
lent  outside  the  library  except  tissue  slides. 
A current  literature  index  is  maintained  with 
the  Library  Index  published  weekly;  also, 
abstracts  of  important  articles  are  prepared 
for  users  of  the  library. 

From  this  survey,  what  can  be  said  regard- 
ing the  communities  where  medical  libraries 
are  few  and  sometimes  inadequate?  What 
are  the  opportunities  for  physicians  in  these 
areas  to  obtain  medical  literature?  Where 
may  they  borrow  books?  Where  may  they 
have  bibliographies  prepared? 

Some  of  the  larger  libraries  refuse  to  lend  to 
any  but  their  own  members,  although  non- 
members may  use  the  books  in  the  library; 
other  libraries  will  lend  books  but  will  not  pre- 
pare bibliographies  without  charge.  Only 
3 libraries  provide  package  libraries — the 
University  of  Buffalo,  the  Municipal  Refer- 
ence Library  in  New  York  City,  and  Grass- 
lands Hospital.  A package  library  is  a col- 
lection of  reprints  and  clippings  ready  to 
send  out  upon  request  for  material  upon  a 
given  topic.  Only  1 of  these  3 libraries,  the 
University  of  Buffalo,  will  lend  to  physicians 
not  on  the  staff.  The  Albany  Medical  Li- 
brary, being  a State  institution,  cheerfully 
serves  the  physicians  of  the  entire  state, 
except  those  in  New  York  City  where  ample 
facilities  are  at  hand.  Bibliographies  are 
prepared  and  desired  information  is  promptly 
sent  out,  the  borrower  paying  mailing  charges. 
Photostats  and  abstracts  are  prepared  for  a 
small  charge.  The  extent  of  the  service  of 
this  library  cannot  be  measured  since  no  ac- 
count is  kept  of  users,  but  medical  men  from 
all  parts  of  the  state  make  frequent  use  of  its 
facilities. 

Only  2 libraries — the  Rochester  Academy 
of  Medicine  and  the  Edward  J.  Meyer  Memo- 
rial Hospital  in  Buffalo — stated  that  bib- 
liographic service  is  offered  to  medical  and 
nonmedical  readers.  The  privilege  of  bor- 
rowing is  not  limited,  but  these  libraries  have 
few  calls  from  outside  their  own  communities. 


The  large  libraries  provide  little  biblio- 
graphic service,  although  they  help  readers 
to  find  material  for  themselves.  Libraries  of 
medium  size  provide  a varying  amount  of 
such  service  for  their  members  and  a few  give 
limited  service  to  doctors  outside.  Small 
libraries  are  limited  in  scope  because  few 
journals  are  available. 

Although  refusing  to  lend  their  volumes  to 
nonmembers,  large  libraries  and  some  of  the 
smaller  ones  are  generous  in  lending  to  other 
libraries,  so  that  libraries  with  limited  budgets 
need  expend  their  money  only  for  the  books 
and  journals  most  in  demand.  The  New  York 
Academy  of  Medicine  last  year  made  3,040 
interlibrary  loans;  the  New  York  State 
Medical  Library  made  extensive  loans  but 
kept  no  account  of  numbers;  other  libraries 
giving  considerable  service  were  the  University 
of  Rochester,  the  University  of  Buffalo,  Cor- 
nell Medical  Library,  New  York  Post-Gradu- 
ate Library,  and  the  Bassett  Hospital  Library 
in  Cooperstown. 

The  advantage  to  the  physician  in  these 
interlibrary  loans  is  that,  while  he  cannot 
borrow  books  directly  from  a library,  he  may 
read  them  in  a nearby  library  that  borrows 
from  a larger  library.  The  borrower  pays  cost 
of  mailing. 

If,  however,  the  physician  fives  at  a dis- 
tance from  a library  so  that  interfibrary  loans 
are  impossible,  he  may  obtain  his  desired  ma- 
terial in  a number  of  ways.  First,  if  he  is  a 
subscriber  to  a loose-leaf  system  of  medicine 
or  surgery,  the  publisher  will  furnish  him 
reference  material,  including  abstracts,  trans- 
lations, and  photostats,  without  charge.  In 
requesting  this  service  the  physician  should 
explain  in  detail  what  information  he  seeks 
and  also  fist  the  material  he  has  at  hand.  A 
limited  amount  of  reference  material  will  be 
received  but  it  is  usually  a good  selection. 

Second,  he  may  borrow  any  journal  not 
more  than  two  or  three  years  old  from  the 
Journal  of  the  American  Medical  Association 
if  he  sends  6 cents  postage  for  each  journal. 
Bibliographies  are  not  prepared  but  consider- 
able information  may  be  obtained  from  this 
source.  Also,  a package  library  will  be  sent 
upon  request.  This  is  a satisfactory  source 
for  obtaining  information  regarding  other 
physicians,  medical  laws,  and  medical  or- 
ganizations. 

Third,  and  most  satisfactory,  is  te  write  to 
the  New  York  State  Medical  Library  at 
Albany,  whose  splendid  service  has  already 
been  described.  Fourth,  the  physician  may 
write  to  a small  library  in  his  vicinity  asking 
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the  help  of  the  librarian  and,  unless  the  library 
has  definite  rules  against  giving  such  assist- 
ance, the  librarian  will  usually  give  the  de- 
sired help. 

If  the  doctor  is  willing  to  pay  the  required 
fees,  he  may  obtain  bibliographies,  abstracts, 
and  photostats  or  translations  from  any  of  the 
large  libraries. 

No  physician  can  hope  to  read  all  or  even  a 
large  percentage  of  the  medical  literature 
published  annually,  not  even  the  830  domestic 
journals  received  each  year  at  The  New  York 
Academy  of  Medicine.  Yet  he  can  keep  in- 
formed within  his  particular  field  by  borrowing 
the  best  journals  from  nearby  sources.  Many 
physicians  subscribe  to  the  Journal  of  the 
American  Medical  Association , the  New  York 
State  Journal  of  Medicine , and  two  to  ten 
other  journals,  ten  being  more  than  the  aver- 
age, but  often  the  periodicals  in  his  own  office 
prove  inadequate  and  he  must  seek  further 
information.  With  all  the  facilities  offered 
to  him,  the  Newr  York  State  physician  need 
not  lack  whatever  medical  literature  he  re- 
quires. 

In  small  communities  having  no  medical 
libraries,  physicians  should  encourage  and 
assist  nearby  hospitals  to  build  up  their  li- 
braries to  meet  the  requirements  of  the 
American  Medical  Association.1  If  sufficient 
funds  cannot  be  obtained,  it  is  suggested  that 
the  hospital  expend  $15  annually  to  become 
a member  of  the  Medical  Library  Association 
and  receive  books  and  journals  through  its 
Exchange.  Libraries  receive  much  duplicate 
material  that  is  gladly  given  to  other  libraries 


that  are  members  of  the  Exchange.  Most 
libraries  receive  all  the  best  journals  and  are, 
therefore,  able  to  donate  duplicate  copies  of 
these  journals  given  them  by  doctors  who 
subscribe  regularly . It  is  astonishing  how  soon 
a small  library  may  be  built  up  in  this  manner. 
By  purchasing  standard  textbooks,  by  sub- 
scribing to  the  Accumulative  Index  and  to  a 
few  of  the  best  journals,  in  addition  to  be- 
longing to  the  Library  Association,  the  small 
hospitals  may  provide  well  for  their  interns 
and  staff  members,  and  only  when  special 
reference  material  is  required  need  the  as- 
sistance of  larger  libraries  be  sought.  In  com- 
munities where  ample  library  facilities  are 
provided,  the  hospital  library  should  be  main- 
tained at  the  minimum  suggested  by  the 
A.M.A. 

Summary 

A survey  of  medical  libraries  in  the  State 
of  Newr  York  has  been  made,  showing  location 
of  the  libraries,  their  size  and  use,  and  their 
availability  to  the  medical  profession  of  the 
state. 

Information  has  also  been  given  regarding 
possibilities  for  obtaining  medical  literature 
by  practitioners  situated  at  a distance  from 
established  libraries. 
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JELLIFFE  LIBRARY^  TO  HARTFORD 

Acquisition  of  a 15,000  volume  medical  library 
described  by  bibliophiles  as  the  most  complete  of 
its  kind  in  the  world  is  announced  by  Dr.  C. 
Charles  Burlingame,  psychiatrist-in-chief  of  the 
Neuro-Psychiatric  Institute  of  Hartford,  Con- 
necticut. 

The  library,  representing  a lifetime  of  collect- 
ing by  Dr.  Smith  Ely  Jelliffe,  of  New  York,  na- 
tionally known  psychiatrist  and  editor  of  the 
Journal  of  Nervous  and  Mental  Diseases  and  the 
Psychoanalytic  Review , is  to  be  transferred  to  the 
Institute  “to  assure  a permanent  home  for  it.” 

Dr.  Burlingame  also  made  public  the  report  on 
the  Jelliffe  Library  by  Mr.  Morris  C.  Leikind  of 
the  Library  of  Congress.  “The  Jelliffe  collec- 
tion in  neurology  and  psychiatry,”  states  Lei- 
kind’s  report,  “is  probably  the  largest  and  most 
complete  private  library  in  its  field  in  the 
country.  In  addition  to  the  15,000  volumes  it 
contains  25,000  reprints  and  covers  every  aspect 
of  the  fields  in  which  Dr.  Jelliffe  is  regarded  as  a 
master.  The  psychoanalytic  section  of  the 
library  is  one  of  the  best  collections  of  its  type  to 
be  found  anywhere.” 


THE  CULTS 

The  success  of  the  chiropractors  and  other 
cults  is  well  inferred  by  a remark  of  the  late  Dr. 
Charles  Mayo.  He  said,  “Rub  a dog's  back  and 
he’s  your  friend.”  The  cults  have  won  the 
friendship  and  confidence  of  these  unfortunate 
people  who  need  sympathy  and  friendship,  by 
rendering  them  just  such  service.  With  the  help 
of  your  confreres,  you  can,  and  should,  be  able 
to  hold  these  patients. 

While  I do  not  believe  we  should  spend  our 
time  and  efforts  talking  about  or  condemning 
the  cults,  I do  not  agree  with  the  medical  man 
who  believes  we  should  sit  back  and  let  the  cults 
thrive  by  exerting  undue  influence  on  our  legisla- 
tors or  state  officials.  I am  convinced  that  if  the 
medical  men  of  the  past  had  put  forth  sufficient 
effort,  few  of  these  cults  would  have  been  licensed 
to  practice  their  pseudomagic  on  deluded  people. 
You  will  be  the  only  properly  trained  group  to  see 
that  healers  outside  your  profession  do  not  gain 
footholds  in  the  future.  Do  not  let  politicians  or 
other  outside  groups  control  the  practice  of  medi- 
cine. Outside  control  means  chaos  and  inferior 
medicine. — J.  M.  Hayes,  M.D.,  Minneapolis 
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Heart  Disease  in  Pregnancy 


DREGNANCY  in  patients  with  heart  disease 

should  be  considered  as  a serious  condition, 
deserving  of  the  most  careful  consideration. 

Case  Report 

Mrs.  L.  G.,  aged  35,  gravida  1,  last  men- 
strual period,  November  20,  1938,  expected 
confinement  August  27,  1939.  At  the  age  of  10, 
the  patient  had  rheumatic  fever,  had  been  in 
bed  for  six  months,  and  had  developed  mitral 
stenosis.  During  the  ensuing  three  years,  the 
patient  had  been  handled  as  an  invalid;  follow- 
ing this  period,  however,  she  led  a normal  life 
and  recently  was  able  to  perform  her  household 
duties,  dance,  play  golf,  etc.,  without  difficulty. 
There  was  no  history  of  definite  decompensation. 
During  the  past  year  the  patient  had  been  treated 
for  a gastric  ulcer.  She  elected  to  assume  the 
risk  of  pregnancy  against  the  advice  of  her  phy- 
sician. 

A physical  examination  was  negative  except 
for  the  heart,  which  was  enlarged  to  the  left 
nipple  line.  There  was  a mitral  presystolic 
murmur  which  was  transmitted  to  the  left  axilla. 
There  was  also  a systolic  blow  in  the  aortic  re- 
gion. The  pelvis  was  normal. 

At  five  months’  gestation  the  patient  developed 
whooping  cough.  Except  for  this  the  pregnancy 
was  uneventful.  The  pulse  varied  from  88  to  1 1*6 
and  was  regular  except  on  one  occasion — in  the 
eighth  month  a few  extra  systoles  were  found. 
The  patient  was  kept  at  bed  rest  during  the  last 
month  of  the  pregnancy. 

On  August  3,  1939,  the  membranes  ruptured 
spontaneously  and  pains  started.  The  patient 
was  immediately  hospitalized.  Examination  re- 
vealed the  baby  in  a right  occipitoposterior  posi- 
tion; the  head  was  unengaged.  The  lower  seg- 
ment was  thick;  the  cervix  was  IV4  inches  long 
and  undilated.  Because  of  these  findings  a long 
labor  was  anticipated,  and  it  was  deemed  ad- 
visable to  deliver  the  baby  by  cesarean  section. 
During  the  latter  part  of  the  operation,  the  pa- 
tient decompensated.  She  had  a stormy  con- 
valescence, developing  a bronchopneumonia  and 
wound  infection.  She  was  desperately  ill  for  one 
week  but  eventually  made  a good  recovery  and 
was  discharged  from  the  hospital  on  the  twenty- 
seventh  postoperative  day. 

The  patient  was  bedridden  for  several  months 
with  occasional  mild  decompensation.  When  the 
baby  was  6 months  old,  she  undertook  her  house- 
hold duties  against  advice.  After  a particularly 
strenuous  day,  she  suddenly  decompensated  and 
expired. 

It  is  difficult  to  estimate  the  amount  of  strain 
that  a diseased  heart  will  stand  during  pregnancy 
and  labor.  We  have  no  efficient  method  of 
measuring  cardiac  efficiency.  Unquestionably, 
however,  our  best  index  is  a consideration  of  com- 
pensation. An  individual  who  gives  a history  of 
repeated  cardiac  decompensation  must  be  ad- 
vised against  pregnancy.  If  such  a patient  does 


become  pregnant,  therapeutic  interruption  should 
be  considered.  Certainly,  if  decompensation 
takes  place  early  in  pregnancy,  interruption  is 
indicated;  the  interruption  should  not  be  done, 
however,  until  the  patient  has  regained  compen- 
sation. On  the  other  hand,  if  a patient  decom- 
pensates for  the  first  time  during  the  latter 
months  of  pregnancy,  she  is  probably  best  han- 
dled byre-establishing  compensation  and  carrying 
on  to  term  with  the  patient  at  complete  bed  rest. 

WRat  shall  we  do  about  the  pregnant  patient 
in  whom  murmurs  or  other  signs  of  possible  car- 
diac disease  are  found  early  in  pregnancy?  Of 
course,  it  is  necessary  to  establish  a definite 
diagnosis — many  functional  murmurs  are  en- 
countered. It  would  seem  logical  to  obtain  the 
opinion  of  an  expert  cardiologist.  In  the  pres- 
ence of  true  cardiac  pathology  an  obstetric 
opinion  is  also  indicated.  Cardiac  patients  need 
more  rest  than  the  normal  obstetric  patients; 
in  many  instances  bed  rest  for  a month  or  two 
prior  to  labor  is  essential.  Activity  should  be 
restricted.  Many  other  factors  need  careful  at- 
tention. Best  results  will  be  obtained  by  a com- 
bined consideration  to  outline  the  conduct  of 
such  cases. 

The  question  of  the  complete  or  partial  digitali- 
zation of  cardiac  patients  just  prior  to,  or  during, 
labor  often  comes  up  for  discussion.  In  general, 
it  may  be  said  that  it  is  best  to  hold  digitaliza- 
tion in  reserve  for  possible  decompensation. 
This  matter  should  receive  due  attention  and 
consideration. 

Fortunately,  most  cardiac  patients  will  have 
comparatively  easy  labors.  Vaginal  delivery  will 
give  best  results  unless  some  unusual  circum- 
stance, such  as  a contracted  pelvis  or  a particu- 
larly unfavorable  position  of  the  fetus,  enters  the 
picture.  However,  it  is  quite  generally  agreed 
that  the  second  stage  should  be  eliminated  as  far 
as  possible.  Most  decompensations  occur  as  the 
result  of  the  patient’s  effort  in  straining  during 
the  second  stage.  It  must  be  admitted,  however, 
that  a normal  second  stage  might  throw  less 
strain  on  the  heart  than  a poorly  conducted 
operative  delivery  under  prolonged  general 
anesthesia  by  an  inexperienced  operator.  The 
elimination  of  the  second  stage  must  presuppose 
the  delivery  by  expertly  handled  forceps  extrac- 
tion with  proper  anesthesia. 

Rarely,  a patient  will  decompensate  in  the  first 
stage  of  labor.  In  such  an  instance  a truly  grave 
situation  is  created.  In  such  a situation  the  pa- 
tient must  be  digitalized  as  rapidly  as  possible 
and  treated  conservatively  until  the  first  stage  is 
completed.  If  possible,  compensation  should  be 
restored  before  delivery  is  attempted.  With 
complete  dilatation  the  patient  should  be  de- 


1105 


1106 


MATERNAL  WELFARE 


[N.  Y.  State  J.  M. 


livered  by  forceps  extraction.  No  general  anes- 
thesia should  be  administered.  Local  anes- 
thesia may  be  employed,  or  the  patient  may  be 
delivered  without  any  anesthetic.  One  thing  is 
certain:  the  addition  of  a difficult  operative  de- 
livery to  the  burden  of  the  already  decompen- 
sated patient  must  end,  many  times,  in  an  im- 
mediate fatality. 

Many  questions  arise  concerning  pregnancy 
and  heart  disease.  What  advice  should  be  given 
to  a cardiac  patient  as  to  advisability  of  preg- 
nancy? What  should  be  done  with  the  cardiac 
patient  who  sees  the  physician  early  in  pregnancy 
and  wants  to  know  whether  or  not  the  pregnancy 
should  be  terminated?  What  should  be  done 
with  the  cardiac  patient  who  has  never  decom- 
pensated before  but  does  break  down  about  the 
fifth  month  of  pregnancy?  What  about  the 
primiparous  cardiac  patient  who  becomes  fully 
dilated  with  a posterior  position?  Should  she 


be  rotated  artificially  or  be  allowed  to  rotate 
spontaneously? 

These  are  a few  of  the  questions,  and  certainly 
no  article  or  series  of  articles  is  going  to  give 
satisfactory  answers.  It  is  our  purpose  to  point 
out  that  cardiac  disease  in  pregnancy  is  always  a 
potentially  serious  complication.  No  one  knows 
all  the  answers.  It  does  seem  to  make  sense,  how- 
ever, to  point  out  that  every  known  or  suspected 
cardiac  patient  who  becomes  pregnant  is  entitled 
to  the  combined  opinion  of  her  attending  physi- 
cian, a competent  cardiologist,  and  an  experi- 
enced obstetrician. 


Committee 

Charles  A.  Gordon,  M.D.,  Chairman 
James  A.  Quigley,  M.D. 

Ferdinand  J.  Schoeneck,  M.D. 


WHAT  THE  PEOPLE  SAY 

Public  opinion  was  sounded  out  on  some  in- 
teresting points  in  the  recent  survey  of  the  care 
of  the  sick  in  Rochester.  As  noted  in  the 
J.A.M.A.,  one  of  the  questions  was  to  determine 
the  attitude  of  the  public  toward  medical  insur- 
ance. 

While  a decided  majority  expressed  themselves 
ip  favor  of  some  type  of  medical  insurance,  it  was 
found  when  these  replies  were  broken  down  by 
income  classes  that  few  of  those  in  favor  of  it 
could  afford  such  insurance  and  that  the  “theo- 
retical potential  market”  for  such  insurance  was 
only  about  17  per  cent  of  the  total  population. 
Ninety-five  per  cent  of  the  public  gave  a nega- 
tive answer  to  the  question  “Has  your  family 
ever  had  any  kind  of  difficulty  in  securing  it  when 
they  needed  medical,  hospital,  or  nursing  care?” 
Ninety-two  per  cent  stated  that  they  did  not 
know  of  any  family  in  Rochester  that  needed 
such  care  and  was  unable  to  get  it. 

It  may  be  significant  of  the  confused  character 
of  the  propaganda  for  “socialized  medicine” 
that  43  per  cent  when  asked  “What,  in  your 
opinion,  does  the  term  ‘socialized  medicine’ 
mean?”  replied  “Don’t  know”  and  that  the  rest 
gave  replies  that  showed  that  they  had  little  idea 
of  the  meaning  of  such  a term. 

That  the  “family  doctor”  has  not  disappeared 
may  be  suggested  by  the  fact  that  80  per  cent 
stated  that  when  they  wished  to  call  a doctor 
they  would  “usually  go  to  the  same  doctor”  and 
that  95  per  cent  of  them  preferred  an  M.D.  to 
any  other  type  of  practitioner. 


MEDICAL  PROFESSION’S  WEAK  SPOT 

American  medicine,  as  an  authority  recently 
observed,  has  a weak  spot,  remarks  the  Lapeer 
County  Press,  Lapeer,  Michigan.  It  is  not  a 
weakness  affecting  the  patient — the  sick  man  or 
woman  anxiously  seeking  a return  to  health. 
Curiously  enough,  this  weakness  has  helped  the 
patient — for  the  weakness  lies  in  the  fact  that 
the  medical  profession  has  been  so  busy  fight- 
ing disease  in  experimental  laboratories  as  well 
as  at  the  bedsides  of  the  ill  that  it  has  found 
little  time  to  tell  the  public  of  its  tremendous 
achievements. 

The  undeniable  record  is  there  for  all  who  wish 
to  read  it.  And  it  tells,  through  the  figures,  a 
dramatic  and  inspirational  story  of  an  endless 
battle  against  disease  and  suffering  and  death. 

That  battle  has  won  victory  after  victory. 
In  the  period  of  a century  and  a half  in  this 
country,  the  life  expectancy  of  man  has  nearly 
doubled  from  thirty-five  to  sixty-two  years. 
During  that  time,  typhus  one  of  the  greatest 
killers,  has  all  but  disappeared.  Smallpox  and 
diphtheria,  dreaded  specters  not  so  long  ago, 
have  been  robbed  of  their  terrors.  Other  great 
scourges — typhoid,  diabetes,  tuberculosis — have 
been  brought  under  control  and  their  mortality 
rates  steadily  reduced 

Medicine  is  not  an  industry.  But,  like  in- 
dustry, it  has  rendered  its  greatest  service  to  the 
people  under  a system  which  places  no  brakes 
upon  the  achievements  of  the  individual,  and 
which  encourages  any  man,  in  any  field,  to 
develop  his  talents  to  the  utmost. 


AMERICAN  BOARD  OF  OBSTETRICS  AND  GYNECOLOGY 


This  Board  will  hold  its  annual  dinner  for 
Diplomates,  and  others  interested  in  the  work  of 
the  Board,  on  Wednesday  evening,  June  4,  1941, 
at  the  Wade  Park  Manor  Hotel,  Cleveland,  Ohio, 
immediately  following  the  close  of  the  Part  II 
examinations.  Diplomates  certified  at  the  pre- 


ceding days’  examinations  will  be  introduced 
personally,  and  there  will  be  several  speakers. 

Tickets  at  $3.25  each  may  be  obtained  from 
Dr.  Joseph  L.  Baer,  chairman,  104  S.  Michigan 
Avenue,  Chicago,  Illinois,  or  at  the  Registration 
Desk  during  the  examination  period. 


(Number  two  in  a series  of  six.) 
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66 What  are  you  doing  to  obtain  such 
rapid  ulcer  healing ?" 

X-ray  examination  demonstrates  a decrease  in  the 
I size  of  the  ulcer  in  10  days  when  Amphojel  is 
administered  by  the  continuous  intra-gastric  drip. 
Pain  is  relieved  in  8 to  24  hours. 


Four  striking  features  of  Amphojel,  Wyeth's 
Alumina  Gel,  are  recognized  by  clinicians: 
Amphojel  provides  prompt  relief  from  pain.  It 
permits  rapid  healing  of  the  ulcer.  It  cannot  be 
absorbed  and  eliminates  the  hazard  of  alkalosis. 
It  reduces  excess  acidity  without  completely 
neutralizing  the  gastric  contents. 

Amphojel  is  a valuable  adjunct  in  the  treatment 
of  melena  and  hematemesis  when  administered  by 
continuous  drip. 


AMPHOJEL 


inuna 


*REG.  U.S.  PAT.  OFF. 


Amphojel,  Wyeth's  Alumina  Gel 

Fluid  Antacid  . . . Adsorbent 

One  or  two  teaspoonfuls  either  undiluted  or 
with  a little  water,  to  be  taken  five  or  six 
times  daily,  between  meals  and  on  retiring. 
Supplied  in  12-ounce  bottles 

For  the  Convenience  of  Ambulatory 
Patients 

Wyeth's  Hydrated  Alumina  Tablets 

Antacid 

One-half  or  one  tablet  in  half  a glass  of 
water.  Repeat  five  or  six  times  daily,  between 
meals  and  on  retiring. 

Supplied  in  boxes  of  60  tablets 


JOHN  WYETH  AND  BROTHER,  INC.,  PHILADELPHIA,  PA. 
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Medical  News 


Albany  County 

Dr.  Cary  Eggleston,  assistant  professor  of 
clinical  medicine,  Cornell  Medical  College,  ad- 
dressed the  county  society  on  April  23  at  the 
Albany  College  of  Pharmacy,  on  “Current 
Concepts  of  Coronary  Artery  Disease  and  Myo- 
cardial Infarction.”  Discussion  was  opened  by 
Dr.  F.  Stanley  Randles. 

Prior  to  the  address,  a business  meeting  was 
held,  with  Dr.  Thomas  O.  Gamble  presiding. 

Bronx  County 

The  program  at  the  meeting  of  the  county 
society  on  April  16  was  a Symposium  on  Scleros- 
i ng  Therapy : ( A)  In  j ection  Treatment  of  V aricose 
Veins  by  Dr.  Grant  P.  Pennoyer;  (B)  Injection 
Treatment  of  Hemorrhoids  by  Dr.  Frank  C. 
Yeomans;  (C)  Injection  Treatment  of  Hernia 
by  Dr.  Daniel  C.  Patterson;  (D)  Discussion  by 
Drs.  Julius  K.  Littman,  Frank  M.  Frankfeldt, 
and  Bradley  L.  Coley;  and  (E)  General  Discus- 
sion. 

The  Medical  Board  of  Morrisania  City  Hos- 
pital tendered  a testimonial  dinner  to  Drs. 
Nathan  B.  Van  Etten,  Terry  Townsend,  S. 
Philip  Goodhart,  and  James  M.  Gates,  at  the 
Biltmore  on  April  26.  The  proceeds  of  the 
dinner  were  distributed  to  the  Social  Service 
Auxiliary  and  the  Medical  Reference  Library. 

The  Bronx  Gynecological  and  Obstetrical 
Society  met  at  The  Concourse  Plaza  Hotel  on 
April  28.  The  program  was  as  follows:  “The 
Palatal  Arch  and  the  Pelvis”  by  Drs.  Abraham 
J.  Rongy  and  Abraham  B.  Tamis,  with  discus- 
sion by  Dr.  Milton  J.  Goodfriend;  and  “The 
Role  of  the  Rh  Factor  in  Transfusion  Accidents 
in  Pregnancy  and  in  the  Pathogenesis  of  Ery- 
throblastosis Foetalis”  by  Dr.  Philip  Levine. 

The  North  Bronx  Medical  Society  held  a 
dinner-dance  at  the  Hotel  St.  Moritz  on  April 
27. 

Cayuga  County 

The  annual  spring  meeting  of  the  county 
society  was  held  at  the  Auburn  City  Hospital 
on  April  18  with  a large  attendance  of  members 
and  physicians  from  several  counties  in  central 
New  York. 

A cardiac  clinic  was  held  from  3 to  6 o’clock 
with  presentation  and  examination  of  heart 
cases  and  discussions  by  Drs.  D.  A.  Haller  and 
C.  P.  Thomas,  of  Rochester. 

A dinner  was  held  at  the  Osborne  Hotel  at 
7 o’clock  with  an  attendance  of  nearly  100. 
Dr.  Wilfred  Sefton,  president  of  the  county 
society,  presided.  The  dinner  was  followed  by 
a lecture  by  Dr.  Ernest  P.  Boas,  of  New  York 
City,  on  “Factors  Which  May  Give  Rise  to 
Cardiac  Infection.” 

Chemung  County 

The  county  society  honored  three  members 
who  have  practiced  a half  century  or  more  at  a 
dinner  on  April  16  at  the  City  Club  in  Elmira. 

They  were  Dr.  George  M.  Case,  who  has 


News 

practiced  57  years;  Dr.  LaRue  Colegrove,  54 
years;  and  Dr.  Floyd  E.  Woodhouse,  50  years. 
Each  has  been  outstanding  in  his  specialty. 

Dr.  Joseph  S.  Lewis  was  toastmaster.  Drs. 
Arthur  W.  Booth,  Ross  G.  Loop,  and  Reeve  B. 
Howland  spoke. 

Staff  physicians  of  the  Arnot-Ogden  and  St. 
Joseph’s  hospitals  and  members  of  the  county 
society  had  a joint  dinner  meeting  at  the  Mark 
Twain  Hotel  in  Elmira  on  April  23. 

Dr.  Harry  Fish,  of  Waverly,  chief  physician 
of  the  Tioga  General  Hospital  discussed  “Sur- 
gical Points.”  Motion  pictures  were  shown. 
Dr.  George  R.  Murphy  presided. 

Erie  County 

The  meeting  of  the  county  society  on  April  21 
was  devoted  largely  to  preparations  for  the 
meeting  of  the  state  society. 

Subscribers  to  the  Western  New  York  Medical 
Plan  Inc.  have  increased  from  1,215  to  2,673 
since  December  31,  Dr.  George  R.  Critchlow, 
medical  director,  reported  at  the  organization’s 
annual  meeting  in  Hotel  Statler  on  April  17. 

All  officers  were  re-elected  by  the  trustees  as 
follows:  president.  Dr.  Harvey  P.  Hoffman,  of 
Buffalo;  vice-president,  Dr.  Louis  L.  Kloster- 
myer,  of  Warsaw;  secretary,  Dr.  Harold  F. 
Brown,  of  Buffalo;  and  treasurer,  Merrill  E. 
Skinner,  of  Buffalo. 

Trustees  are  Dr.  Klostermyer,  Dr.  Arthur 
L.  Runals,  Olean;  Dr.  Edwin  F.  Comstock, 
Wellsville;  Seeley  Pratt,  Medina;  Walter  Howe, 
Olean;  and  Dr.  P.  J.  Di  Natale,  Batavia;  and 
Louis  L.  Berger,  Buffalo. 

The  executive  committee  is  made  up  of  the 
officers  and  Supreme  Court  Justice  R.  Foster 
Piper,  of  Hamburg;  Frederick  B.  Cooley  and 
Dr.  Carlton  E.  Wertz,  of  Buffalo;  and  Dr.  J. 
Louis  Preston,  of  Salamanca. 

“Despite  the  recent  epidemic  of  grippe  in  the 
community,  which  resulted  in  many  claims  from 
subscribers  for  medical  service,  the  plan  has 
paid  the  doctors  100  cents  on  the  dollar,”  Dr. 
Critchlow  declared. 

“The  substantial  amount  of  time,”  Dr.  Hoff- 
man said,  that  has  been  given  by  both  the  pro- 
fessional and  lay  directors  has  been  devoted  un- 
selfishly for  the  joint  benefit  of  the  public  and 
the  profession.  With  such  cooperation  there 
should  be  no  need  for  government  intervention 
in  the  field  of  health  economics. 

Jefferson  County 

The  county  society  met  on  April  24  at  the 
Black  River  Valley  Club.  Dinner  was  served 
at  6:30.  Dr.  Mervyn  B.  Armstrong,  assistant 
clinical  professor  of  obstetrics  and  gynecology, 
Long  Island  College  of  Medicine,  Brooklyn, 
spoke  on  “Hemorrhages  of  Pregnancy.” 

Kings  County 

The  monthly  meeting  of  the  Rockaway 
Medical  Society  was  held  on  April  17  at  the 
Lawrence  Village  Park  Clubhouse.  Dr.  Clay 

[Continued  on  page  1110] 
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THESE  BASIC  ADVANTAGES 

Inherent  in  Ovoferrin's  Colloidal  State 


IN  THE  MOUTH 


IN  THE  STOMACH 


IN  THE  INTESTINE 


Ovoferrin  does  not  stain  or  dissolve  tooth  enamel  because  colloidal  iron 
cannot  do  these  things  any  more  than  an  iron  nail  can.  Ovoferrin  is  iron 
in  colloidal  form,  in  extremely  minute  subdivision  and  thus  in  a highly 
assimilable  form.  Ovoferrin  is  also  practically  tasteless  and  odorless,  but 
it  does  not  rely  upon  sweetening,  flavoring,  coating,  or  masking  to  achieve 
these  properties— they  are  inherent  in  its  colloidal  state. 

Iron  salts  ionize  into  iron  ions  and  acidic  ions  likely  to  produce  astringent 
and  irritating  effects.  And  this  is  true,  regardless  of  whether  the  salts  be 
administered  in  pure  form,  in  masked  solution  or  in  sugar-coated  tablets. 
The  iron  in  Ovoferrin  is  not  in  ionic  form.  It  is  not  affected  by  the  gastric 
juice.  It  is  stable  and  cannot  irritate.  Indeed,  it  actually  appears  to  stimu- 
late the  appetite. 

Ovoferrin  arrives  in  the  intestine  in  the  form  of  a stable  colloidal  hy- 
drous oxide,  which  remains  assimilable  and  does  not  dehydrate  the  in- 
testinal contents.  For  39  years  this  ease  of  assimilation  has  been  evidenced 
by  the  rapid  improvement  which  patients  show  when  Ovoferrin  is  pre- 
scribed. The  unassimilated  surplus  of  iron  salts,  (citrates,  sulphates,  etc.) 
on  the  other  hand,  reaches  the  colon  as  precipitates  of  iron  oxide  and 
salts  of  the  acid  radical.  The  former  are  dehydrating  and  may  cause 
constipation,  while  the  latter  may  be  irritating  to  the  intestine.  But 
these  things  cannot  happen  with  Ovoferrin,  because  it  is  not  broken 
down  in  the  alimentary  tract.  It  is  already  in  a colloidal  state,  the  state 
in  which  most  nutriment  must  be  to  be  absorbed.  Ovoferrin’s  palatability, 
its  freedom  from  unpleasant  properties,  its  high  assimilability,  assure 
patient  co-operation  and  better  results.  Write  for  physicians’  sample. 
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AL  IRON-PROTEIN 
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In  secondary  Anemia,  Convalescence,  Pregnancy, 
» «-  ^hild/'  and  Run  Down  States 
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R.  Murray,  associate  surgeon  at  the  Presby- 
terian Hospital,  spoke  on  ‘‘Fractures  in  General 
Practice.” 

Following  Dr.  Murray’s  address,  discussion 
was  led  by  Drs.  I.  Reitzfeld  and  Irvin  Balens- 
weig.  Plans  were  formulated  for  the  annual 
dinner  and  dance. 

Livingston  County 

A meeting  of  Livingston  County  physicians 
was  held  at  the  Big  Tree  Inn,  Geneseo,  on  April 
16,  to  discuss  the  availability  of  county  physi- 
cians for  military  duty. 

Nassau  County 

The  program  of  the  county  society  on  April 
22  included  two  sound  motion  pictures,  “Good- 
by  Mr.  Germ,”  and  “Diagnostic  Procedures,” 
and  the  following  scientific  addresses:  “The 

Public  Health  Aspects  of  Tuberculosis,”  by  Dr. 
Robert  E.  Plunkett,  general  superintendent, 
Tuberculosis  Hospitals,  New  York  State  De- 
partment of  Health;  “X-Ray  in  the  Diagnosis 
of  Tuberculosis,”  by  Dr.  Ramsay  Spillman, 
roentgenologist,  Beekman  Street  Hospital; 
“Modern  Treatment  of  Tuberculosis,”  by  Dr. 
H.  McLeod  Higgins,  associate,  College  of 
Physicians  and  Surgeons,  and  associate  physician, 
Bellevue  Hospital. 

New  York  County 

The  county  society  met  on  April  21  at  the 
Academy  of  Medicine  building  and  listened  to 
the  following  program:  (1)  “The  Redistribution 
of  Medical  Care,”  by  Algernon  Black,  Esq., 
leader  of  the  Society  for  Ethical  Culture  in  the 
City  of  New  York,  by  invitation;  (2)  “How 
Politics  Threatens  Medicine,”  by  Charles  A. 
Togut,  Esq.,  C.P.A.,  lawyer,  New  York  City, 
by  invitation;  and  (3)  “Medical  Thought  in  the 
Interest  of  the  Patient,”  by  Dr.  Roscoe  Lloyd 
Sensenich,  trustee  of  the  American  Medical 
Association,  South  Bend,  Indiana,  by  invitation. 

The  well-known  French  literateur,  Andr6 
Maurois,  will  be  the  guest  of  the  International 
Medical  Club  of  New  York  City  at  its  annual 
banquet  on  May  22.  His  address  is  to  be  en- 
titled “At  the  Bedside  of  Civilization.” 

The  section  of  surgery  of  The  New  York 
Academy  of  Medicine  presented  this  program 
on  May  2:  Presentation  of  Cases:  (a)  “Human 
Bites  of  the  Hand,”  by  Dr.  Roland  L.  Maier, 
with  discussion  by  Norman  L.  Higinbotham; 
(b)  Cases  illustrating  the  first  paper  of  the  even- 
ing by  Dr.  Lester  Blum.  Papers  of  the  Evening: 
(a)  “The  Use  of  Partial  Myotomy  in  Flexor 
Tenorrhaphy,”  by  Dr.  Lester  Blum  with  dis- 
cussion by  Dr.  John  H.  Garlock;  (b)  “Technic 
for  Drainage  of  Suppurative  Tenosynovitis  of 
Fingers  and  Their  Extension  into  the  Flexor  Base 
of  Forearm,”  by  Dr.  Hugh  Auchincloss  with 
discussion  by  Dr.  Philip  C.  Potter;  (c)  “Punc- 
ture Wounds  of  the  Hand,”  by  Dr.  Condict  W. 
Cutler,  Jr.,  with  general  discussion. 

There  was  a combined  meeting  of  the  Academy 
Section  of  Obstetrics  and  Gynecology,  Section 
of  Pediatrics,  New  York  Pathological  Society 
and  the  New  York  City  Committee  on  Pre- 
maturity on  April  22.  The  papers  of  the  even- 
ing were:  (a)  “The  Pathology  of  the  Premature 


Infant,”  by  Dr.  Sidney  Farber,  Harvard  Medical 
School;  (b)  “The  Chicago  Plan  for  Reduction 
of  Infant  Mortality,”  by  Dr.  Edith  L.  Potter, 
University  of  Chicago  School  of  Medicine;  with 
discussion  by  Drs.  Rustin  McIntosh,  Beryl  H. 
Paige,  and  William  E.  Studdiford. 

As  part  of  a survey  of  public  health  conditions 
in  New  York,  the  county  society  has  asked  400 
labor  unions  for  data  to  be  used  in  public  hearings 
by  the  society. 

Oneida  County 

The  Utica  Academy  of  Medicine  and  the 
Utica  Dental  Society  held  a joint  dinner  meeting 
at  the  Hotel  Utica  on  April  17.  Captain  Edwin 
N.  Beery,  Assistant,  Office  of  the  Surgeon, 
Second  Corps  Area,  Governor’s  Island,  New  York 
spoke  on  “Medical  Profession  in  a National 
Emergency.” 

Ontario  County 

“Soliloquy  of  a Country  Doctor”  was  the 
subject  of  a paper  by  Dr.  J.  Wendell  Howard, 
of  East  Bloomfield,  before  members  of  Canan- 
daigua Medical  Society  in  the  Canandaigua 
Hotel  on  April  10.  Dinner  was  served  to  14, 
with  Dr.  D.  A.  Eiseline,  Shortsville,  as  host. 

Orange  County 

Orange  County  doctors  heard  Lieutenant 
Bernard  M.  Boylan,  head  of  the  Narcotic 
Division  of  the  New  York  City  Police,  speak  on 
the  illegal  traffic  of  drugs  at  the  spring  dinner 
of  the  county  society  in  Thayer  Hotel  at  West 
Point  on  April  8. 

Queens  County 

The  county  society  met  on  April  29  and  heard 
a paper  on  “Hypertension”  by  Dr.  Arthur  M. 
Fishberg,  associate  physician,  Mount  Sinai 
Hospital,  with  discussion  by  Drs.  Goodwin  A. 
Distler  and  Frank  R.  Mazzola. 

The  Friday  Afternoon  Talks  on  May  2 and 
16  were  scheduled  as  follows:  May  2 — “Treat- 
ment of  Rheumatic  Infection,”  by  Dr.  Cary 
Eggleston,  consultant  physician,  New  York 
Infirmary  for  Women  and  Children;  physician, 
Bellevue;  associate  physician,  New  York  Hos- 
pital. May  16 — “Diabetes  Mellitus,”  by  Dr. 
David  D.  Moore,  assistant  physician,  Presby- 
terian Hospital,  Vanderbilt  Clinic,  and  Neuro- 
logical Institute. 

Schenectady  County 

The  Doctors’  Orchestra  of  Schenectady  will 
play  at  the  Bowl  of  Rice  concert  at  Union  Col- 
lege on  May  17  for  the  benefit  of  the  American 
Bureau  for  Medical  Aid  to  China. 

Schuyler  County 

It  is  announced  that  in  keeping  with  the 
present-day  medical  fees  throughout  the  state 
and  the  costs  of  medicines  the  county  society  is 
adopting  a new  fee  schedule,  effective  May  1, 
as  follows:  Office  Consultation,  $1.50  minimum, 
plus  medicine;  House  Visits,  Central  Zone,  Day, 
$2.50;  House  Visits,  Central  Zone,  6 p.m.  to 
7 a.m.,  $3.50;  House  Visits,  Outside  Central  Zone, 
Day,  $2.50  plus  25  cents  per  mile  one  way,  plus 
medicine;  House  Visits,  Outside  Central  Zone 

[Continued  on  page  1112] 
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A FOOB  FOR 
INFANTS 
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• A powdered,  modified  milk  product 
especially  prepared  for  infant  feeding, 
made  from  tuberculin  tested  cow’s  milk 
(casein  modified)  from  which  part  of  the 
butter  fat  is  removed  and  to  which 
has  been  added  lactose,  vegetable 
oils  and  cod  liver  oil  concentrate. 


M&R  DIETETIC  LABORATORIES 


One  level  measure  of  the  Similac 
powder  added  to  two  ounces  of 
water  makes  2 fluid  ounces  of 
Similac.  The  caloric  value  of 
the  mixture  is  approx- 
imately 20  calories  per 
fluid  ounce. 


SIMILAR  TO 
BREAST  MILK  * * 

INC.  • COLUMBUS,  OHIO 
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6 p.m.  to  7 a.m.,  $3.50  plus  50  cents  per  mile 
one  way;  Hospital  Visits,  $2.00.  Medicines 
will  be  charged  for  extra  according  to  their 
value.  Additional  Cases  in  each  family,  $1.00 
plus  medicines.  Telephone  Consultation,  $1.00 
minimum.  Intravenous  Medications,  $2.00  min- 
imum. Hypodermic  Medications,  $2.00  mini- 
mum. Consultations,  $5.00  to  $10  plus  mileage. 
Wassermann  Tests,  Premarital,  $2.00  per  person. 
Obstetric  Fee,  $35  minimum.  Anesthetic,  $5 
to  $10.  Central  Zone  includes:  Watkins  Glen, 
Burdett,  Montour  Falls,  Odessa. 

Tompkins  County 

At  a regular  meeting  of  the  county  society  on 
April  15,  Drs.  Arthur  D.  White,  Keith  Sears, 
George  L.  Rood,  Benjamin  F.  Kingsbury,  and 
Robert  H.  Fisher  were  all  elected  to  Honorary 
membership. 

Dr.  Robert  S.  Goodhart,  of  New  York  City, 
gave  an  excellent  talk  on  “The  Relations  of 
Vitamins  to  Disease.” 

A frequent  topic  of  conversation  here  is  the 
splendid  cooperation  given  to  the  local  draft 
examiner.  We  work  it  out  in  this  manner. 
From  15  to  20  physicians  meet  on  one  Sunday 
afternoon  a month  in  the  Old  Armory  of  Cornell 
University.  These  work  in  groups  of  one,  two, 
or  three  as  indicated,  and  the  drafted  men  are 
passed  on  from  group  to  group.  In  this  manner 
about  60  men  may  be  examined  in  two  hours. — 
Reported  by  Willetts  Wilson,  M.D. 

Warren  County 

Dr.  James  M.  Flynn,  Rochester,  president  of 
the  State  Society,  spoke  on  “Organization  in  the 
Practice  of  Medicine”  at  the  first  of  a proposed 
series  of  joint  meetings  of  the  Warren,  Washing- 
ton, and  Saratoga  County  societies  at  the 
Queensbury  in  Glens  Falls  on  April  14. 

The  meeting,  attended  by  more  than  75,  also 
heard  Dr.  Augustus  Hambrook,  of  Troy,  a 
member  of  the  Council  of  the  State  Society  and 


chairman  of  its  public  relations  and  economics 
committee,  speak  on  new  restrictions  in  the 
motor  vehicle  law  by  which  persons  with  condi- 
tions impairing  their  ability  to  drive  may  have 
licenses  refused  them  or  driving  permits  revoked 
on  recommendation  of  the  family  physician. 

Dr.  Joseph  Lawrence,  of  Albany,  executive 
secretary  of  the  State  Society,  reviewed  the 
current  medical  legislation  and  spoke  on  medical 
preparedness  in  the  physician’s  relation  to  the 
draft. 

Dr.  W.  C.  Cuthbert,  of  Hudson  Falls,  presi- 
dent of  the  Washington  County  Society,  and 
Dr.  Pesquera,  of  Mt.  McGregor,  president  of 
the  Saratoga  County  Society,  also  spoke.  Dr. 
E.  J.  Fitzgerald,  president  of  the  Warren  County 
Society,  presided. 

Westchester  County 

Thirty-six  catastrophe  units  consisting  of  two 
doctors,  a nurse,  and  two  first-aid  assistants  have 
been  set  up  in  the  county  in  the  interest  of  the 
health  defense  effort,  Dr.  Edwin  G.  Ramsdell 
informed  the  official  advisory  health  preparedness 
committee  on  April  17  at  a meeting  in  the 
County  Office  Building. 

Dr.  Ramsdell,  chairman  of  the  emergency  and 
catastrophe  committee,  said  the  units,  formed  in 
collaboration  with  the  county  society  and  the 
county  Red  Cross,  would  be  on  call  in  all  county 
towns  in  the  event  of  any  disaster. 

Dr.  Erich  Restin,  of  Mount  Vernon,  who  con- 
ducted the  meeting,  read  the  report  of  Carl  E. 
Wright,  of  Port  Chester,  chairman  of  the  hospital, 
ambulance  service,  and  supplies  committee. 
Mr.  Wright  had  found  that  there  are  2,780  beds 
available  in  the  county  and  that  2,086  more  beds 
could  be  installed.  There  are  17  convalescent 
homes  and  institutions  with  a bed  capacity  of 
1,580,  although  a good  percentage  of  these 
would  not  be  available  to  county  residents  since 
they  are  in  divisions  of  New  York  City  insti- 
tutions. Fourteen  hospitals  have  ambulance 
service. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Benjamin  Damsky 

48 

Fordham 

Arthur  S.  Driscoll 

53 

Fordham 

James  R.  English 

73 

L.  I.  C.  Hosp. 

Charles  H.  Hall 

64 

P.  & S.  N.  Y. 

Farel  Jouard 

56 

N.  Y.  Horn. 

Thomas  L.  Mahony 

60 

L.  I.  C.  Hosp. 

Lazar  Sasover 

65 

Bucharest 

Joseph  Spangenthal 

71 

Buffalo 

John  E.  Sutton 

84 

Buffalo 

Delbert  S.  Wilbur 

72 

Albany 

NEVER? 

“There  are  two  words  which  should  not  be  in- 
cluded in  a medical  vocabulary:  always  and 

never.” — Saying  quoted  by  J.  M.  T.  Finney , Jr., 
M.D.,  in  address  at  Louisville 


Date  of  Death 

Residence 

April  24 

Bronx 

April  27 

St.  George 

March  2 

Manhattan 

April  21 

Brooklyn 

April  27 

Manhattan  and  New  Rochelle 

April  15 

Poughkeepsie 

January  18 

Manhattan 

March  30 

Buffalo 

April  17 

Albion 

April  19 

Naples 

A TALKIE 

Patient:  “Doctor,  did  you  get  an  x-ray  pic- 

ture of  my  wife’s  lower  jaw?” 

Dentist:  “No,  all  I could  get  was  a moving 

picture.” — Dental  News 


¥.  I 
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ADVERTISED  PRODUCTS 


Biological  & Pharmaceutical 


i ■inophyllin  (Dubin) 1030 

Iphojel  (Wyeth) 1107 

1 orbic  Acid  (Upjohn) 1122 

I anal  (Borden) 1033 

Icibronat  (Sandoz) 1032 

Idr  Bromaurate  (Gold) 1038 

Imatinic  Plastules  (Bovinine) 1034 

Iclorite  (Bethlehem) 1038 

llerle  Labs.  Inc 1037 

lixitate  (R.  J.  Strasenburgh) 1027 

loferrin  (A.  C Barnes) 1109 

Itrolagar  (Petrolagar  Labs.) 1044 

Iridium  (Merck) 1029 

■ don  Seeds  (Radium  Emanation) 1036 

l eocalcin  (Bilhuber-Knoll) 1038 


Medical  and  Surgical 
Equipment  and  Appliances 


j thopedic  Shoes  (Pediforme) 1040 

[ipports  (Pomeroy) 1031 

' -Ray  (General  Electric  X-Ray) 1043 


Dietary  Foods 


terevim  (Lederle) 1115 

Jitrus  Fruits  (Florida  Citrus) 1036 

aro  (Corn  Products) 2nd  Cover 

ibby  Baby  Pantry  (Libby,  McNeill) 1039 

lalted  Milk  (Horlick’s) 1042 

lilk  (N.  Y.  State  Milk  Bureau) 1035 

ablum  (Mead  Johnson) 4th  Cover 

imilac  (M  & R Dietetic) 1111 

M.A.  (S.M.A.  Corp.) 3rd  Cover 


Miscellaneous 


irioschi  (Ceribelh) 1040 

>ane  Discount  Corp 1121 

dotel  Lexington 1040 

Saratoga  Spa  Hathorn  Water 1041 

I Whisky  (Johnnie  Walker) 1113 

j White  Sulphur  Co 1031 

Wines  (Pleasant  Valley) 1038 


Good 

Treatment 

for 

Your  Taste 

If  your  taste  responds  to 
smooth  mellowness,  Johnnie 
Walker  is  indicated. 

★ 

ITS  SENSIBLE  TO  STICK  WITH 

Johnnie 

fjfaLKER 

BLENDED  SCOTCH  WHISKY 


CANADA  DRY  GINGER  ALE,  INC.,  NEW  YORK,  N.  Y. 
SOLE  IMPORTER 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Workmen’s  Compensation 


April  18,  1941 

The  Industrial  Board  of  the  Department  of  Labor  on  March  28,  1941,  promul- 
gated the  following  resolution: 

“Resolved,  That  the  Industrial  Board  hereby  rescinds  its  previous  resolu- 
tions of  June  7,  1940,  and  July  26,  1940: 

“Further  Resolved,  That  the  Industrial  Board  believes  that  it  is  the  right 
of  the  claimant  to  furnish  x-rays  for  all  purposes  in  connection  with  his 
compensation  claim,  except  that  x-rays  necessary  in  connection  with  final 
adjustment  disposition,  or  otherwise  for  purely  comparative  or  evaluation 
purposes,  and  not  relating  to  diagnosis,  treatment  or  continuation  thereof, 
shall  be  furnished  by  the  carrier.  The  referee  shall  direct  the  carrier  to 
furnish  the  same,  unless  it  appears  that  special  circumstances  require 
issuing  a direction  to  the  claimant  to  secure  the  x-rays.  In  such  instance 
the  referee  shall  furnish  the  claimant  with  a description  of  the  nature  of 
the  x-rays  required.” 

In  explanation  of  the  above,  please  note  that  it  is  the  right  of  the  claimant 
through  his  physician  to  furnish  x-rays  for  all  purposes  in  connection  with  his 
compensation  claim  relating  to  the  diagnosis,  treatment,  and  continuation  of 
treatment.  Where  x-rays  are  necessary,  however,  in  connection  with  the  final 
adjustment  of  a claim  by  the  Department  of  Labor  or  for  comparative  or  evalua- 
tion purposes  by  the  Department  and  not  related  to  the  diagnosis  or  treatment  of 
the  case,  such  x-rays  shall  be  furnished  by  the  insurance  carrier.  Under  these  cir- 
cumstances the  referee  will  direct  the  carrier  to  furnish  them.  If  in  the  opinion  of 
the  referee,  however,  there  are  special  circumstances  in  connection  with  the  closing 
of  the  case  or  otherwise  for  evaluation  or  comparative  purposes,  the  referee  may 
issue  a direction  to  the  claimant  to  provide  the  x-rays  and  in  such  instance  the 
referee  shall  furnish  the  claimant  with  a note  containing  a description  of  the  nature 
of  the  x-rays  required.  The  above  resolution  rescinds  all  previous  resolutions 
issued  by  the  Industrial  Board  regarding  the  supplying  of  x-rays  for  final  adjudica- 
tion of  cases. 

Should  a claimant  bring  to  a physician  a report  of  a hearing  and  medical  examina- 
tion which  indicates  that  the  claimant  is  to  be  re-examined  “with  x-rays”  for  final 
adjudication  of  the  claim,  the  physician  should  not  refer  the  patient  to  an  x-ray 
specialist  unless  first  ascertaining  from  the  carrier  whether  the  carrier  has  not  been 
directed  to  provide  the  x-rays  by  the  referee.  Should  a claimant  bring  a direction 
from  the  referee  requesting  claimant  to  provide  x-rays,  the  physician  should  provide 
only  such  x-rays  as  are  requested  in  the  order.  If  a physician  or  x-ray  specialist 
is  in  doubt  as  to  who  is  to  provide  the  x-rays  in  an  old  case  coming  up  for  a hearing, 
he  should,  before  making  the  examination,  contact  the  Labor  Department  or  the 
Insurance  Carrier  to  ascertain  whether  an  order  for  x-rays  has  been  issued  and  to 
whom. 

David  J.  Kaliski,  M.D. 

Director 
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J&ecLeule  has  taken  over 

CerevTiti 


Cerevim  is  a pre-cooked  cereal  food  of  high  nutrient 
values  carefully  balanced  for  the  dietary  require- 
ments and  digestive  abilities  of  babies.  It  gets  its  calcium 
and  phosphorus  from  milk  powder  and  it  is  distinctly 
appetizing. 

Hence,  a willing  intake!  Infants  gain  weight  and 
height  on  Cerevim. 

All  of  which  was  indicated  in  1937  in  controlled 
studies  on  infants  by  Joslin  and  Helms1  whose  teachings 
are  followed  in  the  Cerevim  formula. 

Cerevim  was  designed  to  be  baby's  first  solid  food 
at  4 months,  yet 

— it  has  food  values  needed  in  the  diets  of  adult 
invalids  or  dyspeptics  requiring  soft,  bland,  low- 
ash,  easily  digested  diets  attractive  to  frail  appetites, 

— Admiral  Byrd  bought  it  for  25%  of  the  balanced 
trail  ration  for  his  husky  men  in  the  Antarctic. 

Council-accepted  . . . Sold  only  through  drug  stores. 

Urch.  PED.,  SEPT.  1937 

Formula— Whole  wheat  meal  • Oatmeal  • Yellow  corn  meal 
Barley  ? Powdered  skim  milk  • Wheat  germ  • Dried 
brewers’  yeast  • Malt  • 1%  table  salt  for  flavoring 

PACKAGES:  1 pound  and  Vz  pound. 

Lederle  Laboratories,  inc. 

30  ROCKEFELLER  PLAZA  NEW  YORK.  N.  Y. 
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Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 
County  News 


Broome.  The  second  anniversary  of  the 
auxiliary  was  celebrated  March  26  at  the  Bing- 
hamton Country  Club  by  having  a dinner-dance. 
Mrs.  C.  D.  Squirres  was  chairman.  Mrs.  J.  H. 
Robertson,  president,  introduced  Dr.  G.  H. 
Armstrong  of  the  I.  B.  M.  Corporation  who 
spoke  on  “Some  Interesting  Facts  You  May  Not 
Know  About  Industry.” 

Madison.  Mrs.  M.  Melamed,  of  Oneida, 
publicity  chairman  writes:  “The  auxiliary  to  the 
Madison  County  Medical  Society  welcomed  a 
visit  from  Mrs.  L.  H.  Kice,  state  president, 
March  26.  They  entertained  at  a spring  dinner 
and  afterward  spent  an  informal  evening  at  the 
home  of  Mrs.  O.  Pfoff,  state  historian.  Out  of 
town  guests  who  were  introduced  by  Mrs.  C. 
Earl,  president  of  the  auxiliary,  were:  Mrs.  C.  E. 
Potter,  Mrs.  F.  Erwing,  and  Mrs.  E.  Neptune, 
of  Syracuse;  and  Mrs.  James  Fanell,  president  of 
Oneida  County  Auxiliary. 

Montgomery.  Mrs.  Albert  Vander  Veer,  of 
Albany,  legislative  chairman,  was  guest  speaker 
at  a luncheon  meeting  held  April  14  at  the  Elks 
Club.  In  her  address  she  stated  that  legislation 
is  one  of  the  most  important  functions  of  the 
organization,  and  it  is  the  duty  of  the  com- 
mittee to  acquaint  itself  with  bills  and  important 
legislative  matter  that  concern  the  medical  pro- 
fession. Mrs.  E.  H.  Ormsby  will  be  the  delegate 
at  the  state  convention. 

Onondaga.  The  regular  monthly  meeting  of 
the  auxiliary  was  held  in  the  home  of  Mrs. 
Edward  C.  Reifenstein,  Sr.,  on  April  1,  1941. 
Mrs.  Foster  C.  Rulison  acted  as  Hostess  Chair- 
man. Mrs.  Albert  Vander  Veer,  of  Albany,  state 
legislative  chairman,  was  the  guest  speaker,  and 
she  discussed  several  current  legislative  problems. 
The  members  of  the  board  of  the  auxiliary  gave 
a dinner  in  Mrs.  Vander  Veer’s  honor  at  the 
Hotel  Syracuse.  Mrs.  Edgar  M.  Neptune,  presi- 
dent, and  Mrs.  W.  W.  Street,  our  first  vice-presi- 
dent, entertained  the  members  of  the  board  at 
luncheon  on  March  25  following  their  regular 
meeting  in  the  home  of  Mrs.  W.  W.  Street.  A 
delightful  afternoon  was  enjoyed  by  all. 

Orange.  A luncheon  meeting  of  the  executive 
board  convened  at  the  Mitchell  Inn,  on  April  1. 
Dr.  Theodore  W.  Neumann,  of  Central  Valley, 
spoke  about  plans  for  an  annual  Health  Institute 
to  be  held  at  the  Middletown  State  Hospital  on 
May  6,  1941.  Following  the  executive  meeting 
the  first  regular  meeting  took  place  at  the  home 
of  Mrs.  Harry  F.  Pohlmann  in  Middletown. 
Thirty  members  and  guests  were  present.  Six 
new  members  were  welcomed  to  the  organization. 
Mrs.  Harry  Chant,  of  Middletown,  chairman  of 
the  Public  Relations  Committee  gave  the  follow- 
ing report:  Plans  for  committee  activities  for 
the  year  1941  were  considered  at  a meeting  of  the 
executive  board  held  at  the  home  of  the  president, 
Mrs.  H.  F.  Murray,  Port  Jervis,  on  January  7, 


1941.  This  committee  has  continued  to  co- 
operate with  the  Middletown  League  of  Women 
Voters,  American  Legion  Auxiliary,  Parent 
Teacher  groups,  and  Child  Study  groups  by  pro- 
viding club  talks  for  use  at  meetings.  In  addi- 
tion, the  talk  “Rheumatic  Heart  Disease”  was 
provided  for  reading  before  the  faculty  of  the 
Washington ville  School  and  St.  Joseph’s  Paro- 
chial School,  Middletown.  These  groups  are 
continuing  to  utilize  club  talks  as  they  become 
available.  Plans  are  being  made  for  presentation 
of  the  talk  “Preventive  Medicine  and  Child 
Health”  at  a meeting  on  Family  Life  to  be  con- 
ducted by  the  Home  Bureau  in  Middletown  on 
April  8,  1941.  The  regional  director  of  the 
Parent  Teachers  Association  is  planning  to  have 
a talk  given  before  their  western  New  York 
conference.  Mrs.  George  Kenny,  of  Port  Jervis, 
chairman  of  Legislation,  reported  that  she  had 
attended  the  Doctor’s  Legislative  Committee  in 
Albany.  After  the  business  session  we  were 
entertained  with  sound  movies  on  “Driving 
Safely”  and  a colored  movie  of  Middletown 
Flower  Gardens. 

Oswego.  The  auxiliary  is  making  “Aid  for 
Britain”  its  special  work  for  April.  Mrs.  H.  J. 
La  Tulip,  chairman,  has  contacted  hospitals  and 
members  of  lay  organizations  from  whom  she 
has  received  favorable  response.  A luncheon 
meeting  was  given  at  the  Fulton  Club,  April 
21. 

Rockland.  An  unusually  fine  program  de- 
lighted the  doctor’s  wives  at  a luncheon  meeting 
at  the  Hotel  St.  George,  Nyack,  on  April  22. 
Mrs.  T.  W.  Olmstead  had  the  pleasure  to  present 
Mrs.  L.  H.  Kice,  state  president,  as  their  guest 
of  honor  and  speaker.  Mrs.  Kice  in  her  charm- 
ing and  able  manner  told  the  group  of  the  types 
of  health  and  social  programs  which  it  could  carry 
out  and  their  value  to  a community.  A pro- 
gram of  Scottish  music,  which  was  explained  by 
Mrs.  S.  Kivalwasser,  was  sung  by  Mrs.  F.  Wood- 
word,  accompanied  by  Mrs.  Wm.  Walker.  Mrs. 
Olmstead  announced  that  Dr.  S.  W.  S.  Toms  has 
turned  over  his  entire  surgical  equipment  for 
British  War  Relief.  Our  praises  to  Rockland 
County  Auxiliary. 

Saratoga.  Twenty-six  members  attended  a 
meeting  April  1 at  the  Cramer  House  to  hear  Miss 
Elizabeth  Henry,  supervisor  on  Maternal  Wel- 
fare, speak  on  public  health  work  as  conducted  in 
Saratoga  County.  The  final  plans  have  been 
made  to  hold  a Mental  Hygiene  Clinic  at  the 
Saratoga  High  School  on  May  22.  In  the  after- 
noon Dr.  Frances  Vosburg  will  speak  on  “The 
Adjustment  Period  in  Adolescent  Girls,”  and  in 
the  evening  Dr.  F.  L.  Patry  will  speak  on 
“Mental  Hygiene  for  Business  Women.”  For 
the  recreation  and  enjoyment  of  its  members  the 
annual  dinner-dance  took  place  on  April  24  at 
Newman’s  Lake  House. 
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SERVING  AMERICA’S  MOST  DENSELY  POPULATED  MARKET 


Sanitariums  appearing  in  this  department  of  the 
Journal  are  conveniently  located  to  a population 
greater  than  that  of  many  of  the  countries  now  overrun 
by  aggressors  across  the  seas. 

The  Metropolitan  District  of  Greater  New  York, 
undoubtedly  the  richest  buying  center  in  the  world, 
contains  one-tenth  of  the  people  of  the  United  States. 
Now  comprising  the  five  city  boroughs  and  twenty-three 
suburban  counties,  this  area  reaches  sixty  miles  in  every 
direction  and  has  a total  population  of  over  twelve 
millions.  Some  idea  of  the  number  of  persons  living  in 
the  area  may  be  gathered  from  the  fact  that  the  total 
would  make  five  cities  as  large  as  Chicago,  Philadelphia, 
Detroit,  Los  Angeles,  and  Cleveland,  and  still  leave  a 
sufficient  number  to  make  three  more  cities  with  popu- 
lations of  a million  each. 

The  area  covers  over  10,000  square  miles,  of  which 
4,134  are  in  New  York  State,  4,468  in  New  Jersey,  and 
631  in  Connecticut.  Yet  from  the  heart  of  the  city  to 
the  very  finest  private  sanitariums  and  hospitals  the 
traveling  time  is  no  more  than  an  hour  or  two.  This  is 
one  of  the  chief  features  that  makes  these  sanitariums 


more  serviceable  to  the  practicing  physicians  in  the  terri- 
tory who  desire  to  cater  to  the  wish  of  relatives  wanting 
the  patient  within  easy  visiting  distance. 

While  distance  may  often  be  an  issue  with  the  im- 
mediate family  of  the  patient,  the  recommending  physi- 
cian is  probably  more  often  confronted  with  the  notion 
that  treatment  at  private  sanitariums  is  a luxury.  This 
mistaken  idea  is  due  rather  to  lack  of  information  and 
unsupported  conclusions  than  to  any  logic.  The  same 
persons  who  may  object  to  considering  the  use  of  a 
sanitarium  will  think  nothing  of  paying  from  $4.50  to 
$7.00  and  more  per  day  for  a single  room  only  at  a 
respectable  hotel,  or  from  $30.00  to  $50.00  per  week. 

The  personal  service  included  is  limited  almost  entirely 
to  “making  up  the  bed”  once  a day.  If  meals  are  also 
considered,  the  total  weekly  cost  mounts  up  to  from 
$50.00  to  $70.00  or  more.  This  for  living  accommoda- 
tions and  food  for  a healthy  individual  needing  little  if 
any  personal  attention. 

On  the  other  hand,  the  patient  at  a private  sanitarium 
must  have  a room,  must  have  meals  and  room  service. 

0 Continued  on  page  1119 ) 


FALKIRK 

• IN  THE  • 

RAMAPOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 

Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Rzsident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


AN  OPEN 
INSTITUTION 

• 

AUTHORITATIVE 

INFORMATION 

ON  POST-MEDICAL 
ASSISTANCE  IN 
ALCOHOLISM 
ON  REQUEST 


THE  CHAS.  B.  TOWNS  HOSPITAL 

47  SUCCESSFUL  YEARS 

TREATING  DRUG  AND 
ALCOHOL  CASES 

EXCLUSIVELY 

293  Central  Park  West,  New  York,  N.  Y. 
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Books 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

REVIEWED 


The  Doctor  and  the  Difficult  Child.  By 

William  Moodie,  M.D.  Octavo  of  214  pages. 
New  York,  The  Commonwealth  Fund,  1940. 
Cloth,  $1.50. 

This  is  a small  volume  written  by  an  English 
psychiatrist,  who  has  been  the  director  of  the 
London  Child  Guidance  Clinic  for  many  years. 
The  author’s  approach  to  the  problem  child  is 
put  down  in  understandable  language  and  differs 
little  from  that  of  other  writers  on  the  subject. 
The  etiology  of  the  so-called  problem  child  must 
be  carefully  sought  by  a detailed  history  from 
both  parents  as  well  as  the  teacher.  It  is  an  easy 
matter  for  a doctor  to  simply  “laugh  off”  any 
of  these  problems  by  saying:  “Oh,  well,  the 

child  will  grow  out  of  it.” 

Mental  retardation  many  times  is  not  recog- 
nized in  early  youth,  and  this  must  certainly  be 
differentiated  from  other  environmental  dis- 
turbances that  may  cause  the  child  to  mis- 
behave. 

Part  II  of  the  book  is  taken  up  with  a dis- 
cussion of  more  specific  disturbances,  such  as 
stealing,  lying,  dreaming,  backwardness,  nervous 
movements,  enuresis,  sex  difficulties,  speech  de- 
fects, lack  of  concentration,  and  so  on. 

It  is  a worthwhile  book  for  any  practitioner  to 
have  in  his  library. 

Thurman  B.  Givan 

The  American  College  of  Physicians:  Its 

First  Quarter  Century.  William  G.  Morgan, 
M.D.,  Historian.  Quarto  of  275  pages,  illus- 
trated. Philadelphia,  The  American  College 
of  Physicians,  1940.  Cloth. 

It  is  indeed  interesting  reading  to  follow  the 
story  as  given  in  the  pages  of  this  book.  As  is 
true  of  so  many  organizations,  this  one,  too,  had 
its  trials  and  tribulations  which  necessitated 
several  reorganizations  before  it  began  the  course 
it  has  so  successfully  followed.  Dr.  Wm.  Gerry 
Morgan  is  the  chief  contributor.  He  narrates 
the  founding  of  the  College,  giving  a brief  bio- 
graphic sketch  of  its  seventeen  presidents  and  of 
many  other  officers  whose  influence  was  of  value 
in  the  progress  and  in  the  accomplishments  of 
the  College.  Dr.  Morgan  writes  clearly  and 
interestingly.  Other  contributors  to  this  volume 
of  275  pages  are  Edward  R.  Loveland,  the 
executive  secretary,  Drs.  Maurice  C.  Pincoffs, 
Walter  L.  Bierring,  Charles  F.  Martin,  and  James 
A.  Miller.  Among  its  past-presidents  are 
names  of  noted  clinicians;  among  its  over  4,000 
Fellows  and  2,300  Associates  are  many  prominent 
clinicians  of  the  country.  As  organized  and  con- 
ducted now  the  American  College  of  Physicians 
will  grow  in  power  and  prestige  and  exert  a pro- 
found influence  on  American  medicine. 

S.  R.  Blatteis 

Medical  Care.  Number  4 of  Volume  VI  of 
“Law  and  Contemporary  Problems.”  Quarto. 
Durham,  Duke  University  Press,  1939.  Paper, 
$0.75. 


Law  and  Contemporary  Problems,  a quarterly 
published  by  the  Duke  University  School  of  Law, 
contains  a series  of  articles  devoted  to  the 
general  subject  of  medical  care,  beginning  with 
an  introduction  to  national  problems  of  medical 
care  and  running  through  practically  every  phase 
of  the  problem  including  the  experiments  in 
meeting  medical  needs  by  voluntary  action; 
contract  and  corporate  practice  of  medicine; 
nonprofit  hospital  service  plans,  from  the  point 
of  view  of  enabling  legislation  and  contract  pro- 
visions and  administrative  procedures;  a de- 
scription of  the  Michigan  Act;  the  organization 
of  California  physicians’  service;  the  medical 
care  program  under  the  Farm  Security  Ad- 
ministration; the  antitrust  prosecution  against 
the  American  Medical  Association;  the  back- 
ground of  the  national  Wagner  Health  Bill  and 
public  medical  services  under  that  bill;  legisla- 
tive proposals  for  compulsory  health  insurance; 
disability  insurance  program;  and  a study  of 
the  formulas  for  grants-in-aid  in  the  Wagner 
Bill. 

In  this  table  of  contents,  anyone  interested  in 
the  problem  of  the  provision  of  medical  care 
from  the  legal  and  other  points  of  view  will  find 
much  of  value. 

This  is  one  of  the  documents  that  a physician 
interested  in  discussing  medical  economics  should 
peruse. 

Alec  N.  Thomson 

A Surgeon’s  Life.  The  Autobiography  of 
J.  M.  T.  Finney.  Octavo  of  396  pages.  New 
York,  G.  P.  Putnam’s  Sons,  1940.  Cloth, 
$3.50. 

This  is  a readable  and  an  interesting  life  story 
of  a great  man,  who  happened  to  be,  also,  a dis- 
tinguished physician,  surgeon,  and  teacher.  If 
one  is  inclined  to  pass  over  the  story  of  the  child- 
hood years,  he  will  stop  and  read  about  the 
Princeton  period  of  study,  where  the  future 
doctor  played  football,  and  gained  the  title  of 
“Slugger”  Finney.  His  medical  training  was  at 
Harvard,  but  he  soon  became  identified  with 
Johns  Hopkins  and  served  under  and  with  Dr. 
Halsted.  He  has  added  his  unqualified  approval 
of  the  Hopkins’  system  of  medical  education  and 
training  and  devotes  considerable  space  to  the  ap- 
preciation of  the  many  men,  besides  the  “Big 
Four,”  who  were  and  are  involved  in  the  Hopkins’ 
schema.  It  is  unfortunate  that  some  of  the 
reminiscences  of  Dr.  Halsted  do  not  add  to  the 
attractiveness  of  his  personality. 

Dr.  Finney’s  experiences  in  the  World  War  of 
1914  to  1918  are  modestly  and  interestingly 
told.  He  tells  us  of  his  successes  but  is  big 
enough  to  include  his  failures.  His  philosophic 
observations  on  doctors  and  the  practice  of 
medicine  ring  with  a note  of  optimism  when  he 
says:  “Are  our  ideals  too  high?  After  over  fifty 

years  of  close  association  with  members  of  the 
profession,  frankly,  I do  not  think  so.” 

Joseph  Raphael 
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THE  MAPLES  inc.,  oceanside,  l.  i. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 
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In  addition  to  this  the  patient  must  have  the  profes- 
sional attentions  of  a doctor,  nurses,  and  other  attend- 
ants. He  or  she  must  have  drugs  and  laboratory  serv- 
ice, special  treatments  such  as  hydrotherapy,  physical 
therapy,  occupational  therapy,  recreational  facilities, 
adequate  and  sometimes  spacious  grounds,  laundry,  and 
sometimes  dental  and  other  special  services. 

The  hospital  guest  pays  $50.00  to  $75.00  a week  for 
a place  to  sleep,  food  to  eat  and  a few  minutes  a day  of 
personal  service.  The  patient  at  the  sanitarium  is 


provided  private  quarters  in  most  instances,  special 
foods,  and  in  addition  a vast  amount  of  personal  service 
available  at  any  moment  and  often  required  during  a 
good  part  of  the  day’s  twenty-four  hours.  Yet  the  pre- 
vailing rates  at  a private  sanitarium  run  from  only  $50.00 
to  $100  per  week. 

When  a fair  comparison  is  made  with  some  value 
familiar  to  the  layman,  it  is  obvious  that  treatment  at 
a private  sanitarium  is  not  prohibitively  expensive. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


GREENMONTojvHUDSON 

ESTABLISHED  1880  BY  DR.  PARSONS 

For  special  care  and  treatment  of  Nervous  and  Mental  Disorders. 
Convalescents,  and  selected  cases  of  Alcoholism.  Unusual  home- 
like atmosphere.  State  licensed.  Moderate  rates.  45  minutes 
from  New  York  City. 

EDMUND  J.  BARNES,  M.D.,  PHYSICIAN  IN  CHARGE 

OSSINING,  N.  Y.  — OSSINING  1989 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Ringsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.,  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


RIVERLAWN  SANITARIUM 

FOUNDED  1893 


A conveniently  situated  Sanitarium  offering  complete  facilities  for 
the  treatment  and  care  of  MENTAL  AND  NERVOUS  CASES 
and  ALCOHOLIC  AND  DRUG  ADDICTIONS.  We  extend  full 
cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.Y.C.  ola  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *TEL.  4-1143 


BRUNS 

HOME 


WICK 

A Private 
Sanitarium. 


Broadway  and  Louden  Avenue 
AMITYVILLE,  L.  I— Phone:  1700,  01, 

N.  Y.  Office— 67  W.  44th  Street 
Tel:  MUrray  Hill  2-8323 
C.  L.  MARKHAM,  M.D.,  Supt 
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Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  ner- 
vous disorders. 

Separate  accommoda- 
tions for  nervous  and 
backward  children. 
Physicians’  treatments 
rigidly  followed. 


LOUDEN-KNICKERBOCKER  HALL.1’1 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf  or  motion  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 
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MODERN 

PSYCHIATRIC 

HOSPITAL 


You  will  better  understand  Modern  Psychiatry  for  your 
patients — Write  for  "Psychiatry  Briefs"  and  "A  Modern 
Psychiatric  Hospital  in  Action." 

EUGENE  N.  BOUDREAU,  MD.  SYRACUSE,  N.  Y. 

Physician-in-  Cha  rge 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 


Moderate  rates— Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


MCKINNEY’S 

for  ELDERLY  PEOPLE, 
CONVALESCENTSand 
CHRONIC  INVALIDS. 


SANITARIUM 

Under  medical  supervision, 
tender  and  devoted  care  in 
an  atmosphere  unusually  home- 
like. Expert  dietetic  and 
n-irsing  service.  Full  coop- 
eration with  patient’s  personal 
physician. 


105  BRUCE  AVE.,  YONKERS,  NEW  YORK 

YONKERS— 3265  ^ 


TRAVEL  ON  FUTURE  INCOME 

An  emergency  trip  need  not  be  waived  or  the  oppo  l 
tunity  to  get  away  for  a week  need  not  be  given  up  b 
cause  outstanding  accounts  have  not  been  paid  on  tim 
"Travel  on  Credit"  is  now  available  through  reputah 
travel  agencies  and  bureaus. 

About  one  year  ago  a corporation  was  formed  an 
2,300  banks  throughout  the  country  were  sold  on  tt 
idea  of  honoring  notes  given  to  the  company  for  travi 
purposes.  .,5 

"Travel  on  Credit"  is  intended  for  all  modes  of  tram 
portation.  The  mechanical  arrangements  of  the  pla, 
have  been  worked  out  so  well  that  no  down  payment  i 
required.  All  arrangements  can  be  made  in  the  office  ( 
a travel  agent  and  approval  of  the  application  can  fci 
had  within  twenty-four  hours. 

The  percentage  of  applications  accepted  has  run  we1 
over  ninety  per  cent.  No  co-signers  are  required  an 
there  are  none  of  the  disagreeable  experiences  usual  ij 
many  credit  transactions. 

This  service  might  be  helpful  to  many  patients  als 
who  find  they  haven’t  the  immediate  resources  to  gc. 
away  for  the  rest  a physician  may  recommend. 

WATCH  THE  CLASSIFIED  COLUMNS 
FOR  IMMEDIATE  OPPORTUNITIES 

See  facing  page 


SCHOOLS 


THE  SUMMER  PHASE  OF  EDUCATION 


"The  show  must  go  on." 

For  many  children  "school  must  go  on."  It  is  not  so 
long  ago  that  the  backward  child  in  elementary  schools, 
or  the  child  who  had  lost  time  because  of  illness,  was 
given  the  option  of  attending  summer  classes  in  hot 
stuffy  classrooms  to  overcome  poor  showing  or  lost 
lessons. 

On  behalf  of  the  child  who  had  missed  a great  part  of 
a term  because  of  illness  this  opportunity  was  probably 
welcome  and  undoubtedly  a fine  gesture  by  educational 
directors.  For  the  unfortunate  "laggard"  it  was  un- 
doubtedly more  a punishment  than  a kindness. 

Isolating  the  mentally  slower  children,  and  the  mis- 
guided, seems  not  only  more  decent  but  a more  intelli- 
gent solution  to  a problem  that  once  educators  tried  to 
solve  with  birch-rods.  It’s  a long  step  from  the  old 
task-masters  of  yesterday  to  the  more  scientific  handling 
of  children  today.  Yet  it  appears  that  though  methods 
and  generations  change,  the  same  problems  persist. 


! 

Every  class  probably  still  has  its  bully,  its  teacher’ 
pet,  its  studious  and  its  indolent  youngsters.  Teacher)! 
may  come  and  teachers  may  go,  but  though  the  face! 
change  at  both  ends  of  the  classroom  the  problems  of  th< 
little  red  schoolhouse  are  still  the  same. 

Many  may  disagree,  but  if  we  were  asked  what  phas! 
of  child  life  in  the  past  two  decades  has  done  more  i: 
the  advancement  of  education  than  anything  else,  w^ 
would  say  "summer  camps."  As  in  the  life  of  grownups 
a healthy  body  is  the  greatest  asset  to  achievement,  i 
child  in  the  best  of  health  is  undoubtedly  "the  schola 
most  likely  to  succeed." 

We  believe  that  a summer  away  at  a fine  camp  foi 
every  American  boy  and  girl  would  be  the  best  step  ii 
our  national  defense  against  economic  and  all-out  war* 
of  the  future.  There  is  education  in  the  environment! 
of  nature  that  no  classroom,  no  school,  or  no  universit; 
can  provide. 

And  there  is  health — as  any  doctor  knows  even  if  h< 
has  never  attended  a camp  himself. 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  Clinical  Laboratory  course  including 
Basal  Metabolism  9 months.  X-Ray  and  Electro 
cardiography  3 months.  Graduates  in  demand. 
Established  23  years. 

Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technology 

3422  E.  Lake  St.,  Minneapolis,  Minn 


CAPABLE  ASSISTANTS 


Our  free  placement  service  will  be  glad  to  help  you  select  ex- 
actly the  right  assistant.  Paine  Hall  graduates  are  girls  of  character, 
intelligence,  appearance — thoroughly  qualified  to  assist  in  office 
and  laboratory;  trained  in  haematology,  blood  chemistry,  urin- 
alysis, clinical  pathology,  medical  stenography,  bookkeeping. 
Address  inquiries  to  C.  R.  Porter,  Principal. 


Established 

1849 


foatiUl 

Licensed  by  the  State  of  New  York 


101  W.  31st  SL 
New  York 
BRyant  9-2831 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Classified  Index  of  Service  and  Supplie 

. Your  Guide  to  Opportunities  .for 

purchases]  Services 


Classified  Rates 


Rates  per  line  per  insertion: 

One  time 

3 consecutive  times . 
6 consecutive  times . 
12  consecutive  times. 
24  consecutive  times . 


$1.10 

1.00 


.75 

.70 


SUPERIOR  PERSONNEL 

Assistants  and  executives  in  all  fields  of  medicine — young 
physicians,  department  heads,  nurses,  staff  personnel,  secre- 
taries, anaesthetists,  dietitians  and  technicians. 


'iQz 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of  First 
and  by  the  5th  for  issue  of  Fifteenth 


USED  EQUIPMENT  FOR  SALE  & RENT 

Largest  selection  used  physicians  equipment  short  wave  machine 
lamps  and  instruments— Sklar  Rotary.  Fox  Physicians  Equip- 
- ment  Exchange,  990  Broadway,  Brooklyn,  Glenmore,  2-2350 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-2 


— — 

NEW  YORK  MEDICAL  EXCHANGE 
489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 

VACATION 

RIDE  WYOMING  TRAILS.  Enjoy  ranch  vacation.  Excellent 
stream  trout  fishing.  Packtrips.  Big  game  hunting.  Carl  M. 
Dunrud,  Sunshine,  Wyoming. 

FINE  LOCATION  FOR  E E N T DOCTOR 
Successful  Metropolitan  practice  discontinued  due  to  call  to 
Military  Service.  For  details  write  Box  No.  997,  N.Y.S.Jr.M. 

FOR  SALE— FOR  RENT 

HOSPITAL— SALE  or  LEASE.  Building  reconditioned  for  28- 
bed  hospital  purposes.  Community  without  facilities.  Excellent 
opening.  Roe  Agency,  Patchogue,  L.  I. 


1 2000  PRESCRIPTIONS  $2.05  • Rag  Content  Parchment  Paper  • 
Quality  Printing  • Pads  of  100. 

1 POSTAL  PRINTING  CO.  Mail  Order  Printers  For  Professionals 
558  Ralph  Ave.,  Brooklyn  • Phone  President  3-8181. 


PAGING  A BUYER 

I IF  YOU  ever  chanced  to  read  an  early  American  news- 
paper, probably  one  of  the  things  that  would  interest 
you  greatly  would  be  noting  the  faith  early  settlers  had  in 
a “classified  advertisement.”  Perhaps  it  was  not  a 
“classified”  as  we  know  this  type  of  advertising  today, 
but  it  was  in  spirit  the  great-great  granddaddy  of  the  “for 
sale,”  etc.,  small  but  powerful  adlets  of  our  modern  age. 

When  you  can  comprehend  the  value  the  Colonists 
obtained  from  small  and  slow  circulations,  you  are  not  in 

I the  least  surprised  that  with  our  greater  circulations  the 
“classified”  is  such  a potent  force  in  moving  many  trans- 
actions. 

Folks  don’t  read  classifieds  for  amusement  as  they 
sometimes  do  the  literary  prizes  of  big  ads.  It’s  strictly 
business  when  they  do,  and  if  you  have  what  they  want, 
or  what  it  takes,  results  are  definite. 


WAIT  ’TIL  NEXT  YEAR! 

Two  weeks  have  elapsed  since  the  close  of  the  1941 
“edition”  of  the  New  York  State  medical  convention. 
Many  are  perhaps  saying  to  themselves  well,  I missed 
it — BUT  wait  until  next  year. 

Somebody  once  said  something  about  using  “good 
intentions”  as  paving  blocks  somewhere.  So  most  of  us 
wend  our  questionable  way  along  through  life — waiting 


STRICTLY  RURAL  PROPOSITION.  Retiring  after  forty- 
five  years,  want  to  sell  my  home,  office  attached  with  drugs,  instru- 
ments. Thickly  settled  community.  Terms  to  suit.  Call  or  write 
M.  F.  Mudge,  M.D.,  Johnson  Creek  via  Middleport,  N.  Y. 

PROFESSIONAL  t% 

ECONOMICS  . . AN  ETHICAL,  I 

PRACTICAL  PLAN  FOR  BETTERING  YOUR 
INCOME  FROM  PROFESSIONAL  SERVICES. 

Send  card  or  prescription  blank  for  details. 

CRANE  DISCOUNT  CORPORATION 

Representatives  throughout  U.  S.  and  Canada 

30  W.  41st  St.,  N.  Y.  City  LOngacre  5-2943 


for  tomorrow,  next  year,  or  the  next  case.  We  ignore 
the  fact  that  opportunity  is  ever  present.  Chances  to 
do  things — to  get  things — to  save  time,  money  and 
effort,  generally  by  spending  a little  time,  effort,  and 
money. 

Someone  also  said  “look  about  you.”  If  we  took  such 
advice,  we  would  start  right  now — right  at  page  1027 
of  this  issue  of  the  Journal.  But  no,  99  and  44/i66  per 
cent  of  us  will  say  actually  or  in  effect — “wait  ’til  the 
next  issue”  and  gently  file  this  one  away. 


It  is  the  physician's  duty,  when  the  occasion  requires,  to  recommend  a Funeral  Director  who  is 
ethical — yet  reasonable  in  price.  You  may  have  full  confidence  in  our  service. 


Long  Island 
Far  Rockaway  7-7100 


RIVERSIDE  MEMORIAL  CHAPEL 

76th  St.  & Amsterdam  Ave.,  N.  Y. 

Endicott  2-6600 


Westchester  County 
Hillcrast  3535 
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SCURVY  first  attracted  attention  when 
men  began  to  make  long  sea  voy- 
ages. The  16th  century  explorer,  Jacques 
Cartier,  described  it  and  told  how  it 
was  cured  by  having  his  men  drink 
an  infusion  of  the  leaves  and  bark  of 
the  Ameda  tree.  Nevertheless  it 
remained  a serious  problem  in  the 
British  Navy  until  the  middle  of  the 
18th  century  when  James  Lind  wrote 
his  Treatise  on  Scurvy.  Through  Lind’s 
observations  and  influence  it  was  vir- 
tually eliminated  as  a plague  among 
British  sailors  by  providing  them  with 
lemons  or  other  citrus  fruit. 

A forward  step  was  made  in  1907  by 
Holst  and  Frolich  who  found  that  the 
guinea  pig  could  be  used  experimen- 
tally for  the  study  of  scurvy.  It  was  not 
until  1932, however,  that  the  isolation  of 
hexuronic  (ascorbic)  acid  was  announced 
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almost  simultaneously  by  Waugh  and 
King  in  the  United  States  and  by  Svirbely 
and  Szent-Gyorgyi  in  Hungary.  First 
obtained  from  the  adrenal  cortex  of 
animals  and  from  cabbage  leaves,  it  has 
since  been  found  widely  in  plant  and 
animal  tissues. 


The  story  of  the  conquest  of  scurvy 
presents  a dramatic  page  in  medical 
history,  yet  it  may  be  but  a prelude  to 
a still  more  fascinating  and  significant 
drama.  The  isolation  of  ascorbic  acid 
opens  the  door  a little  further  for 
investigators  studying  the  physiology 
and  metabolism  of  the  living  cell. 

Ascorbic  Acid  ( Upjohn ) is  available 
from  prescription  pharmacists  in  the  follow- 
ing dosages:  scored  compressed  tablets  of  13, 
23,  30,  and  100  mg.,  in  bottles  of  40, 100, 
300,  and  1000. 


Chronic  arthritis  leads  the  field  in  its 
ability  to  incapacitate  wage-earners  for 
long  periods  of  time. 

Taking  the  skilled  worker  away  from 
his  trade  at  the  height  of  his  earning- 
power,  arthritis  presents  an  important 
economic  problem  in  addition  to  its  diffi- 
cult medical  aspects. 

ERTRON —A  Systemic  Treatment 

It  is  Ertron  which  brings  systemic  im- 
provement in  arthritis  and  restores  the 
worker  to  his  trade. 

With  Ertron,  the  joint  symptoms  im- 
prove, and  more — a measurable  increase 
in  muscular  strength  is  observed  on  the 
grip  dynamometer;  appetite  improves; 


the  mental  attitude  changes  from  de- 
spondency to  optimism. 

Ertronize  the  Arthritic 

The  proving-ground  for  Ertron  has  been 
its  use  in  cases  which  have  resisted  ordi- 
nary methods  of  treatment  for  years.  Its 
effectiveness  in  these  resistant  cases  has 
been  so  outstanding  that  it  has  entirely 
changed  the  prognostic  picture  in  chronic 
arthritis. 

The  success  of  Ertron  in  leading  clinics 
and  in  thousands  of  cases  in  private  prac- 
tice is  justification  for  its  widespread  use. 
Considerably  important  in  evaluating  re- 
sults is  the  fact  that  Ertron  does  not  contain 
analgesics- — relief  is  real,  not  palliative. 


Ertron  is  supplied  in  bottles  of  50  and  100  capsules 

NUTRITION  RESEARCH  LABORATORIES 

4210  Peterson  Avenue,  Chicago 
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GET  THE  FACTS... 


and  you'll  get  the  Liebel-Flarsheim 


MODEL  SW-550 
SHORT  AND  ULTRA-SHORT  WAVE  GENERATOR 


ORIFICIAL 


SEND  TODAY  FOR  LITERATURE — NO  OBLIGATION 


It  offers  every  feature  . . . every  advantage  you  could  possibly  need  or  use  in 
a short  wave  generator  . . . ample  power,  exceptional  flexibility  of  application, 
safety,  convenience,  protection  and  simplicity  of  operation.  Before  installing 
any  short  wave,  get  the  facts  on  this  unusual  unit  and  you  will  have  your  eyes 
opened  to  greater  short  wave  diathermy  value  than  you  have  ever  seen  before. 


USES  EVERY  KNOWN  SHORT  and  ULTRA-SHORT  WAVE  APPLICATOR 


The  Liebel-Flarsheim  Co/“N^Ks;/TyK0°H1s0T  ffjjfi 


MAKERS  OF  THE  WORLD’S  FINEST  ELECTRO-MEDICAL  APPARATUS 


o o t w e a r 
>rescription 
issentials 

iidiforme  has  created  and  con- 
)ls  literally  thousands  of  pro- 
ssionally  approved  molds  on 
hich  are  made  the  shapes  and 
ses  which  enable  correct  fitting 
thousands  of  different  feet  and 
ot  conditions.  Each  is  accu- 
tely  constructed  for  individual 
Jel  elevation  as  well.  Such  ad- 
intages  are  not  available  in 
dinary  footwear, 
i Pediforme  Shoes,  your  patient 
alks  on  the  inner  sole  which 
ives  foot  shock.  All  scientific 
jsearch  and  practical  experi- 
nce  prove  that  leather  is  the  best 
laterial  to  wear  next  to  the 
uman  foot.  Pediforme  inner  sole 
father  is  characterized  by 
losely  compact  fibres  so  that  it 
s as  smooth  and  soft  as  kidskin. 
he  most  effective  tannage  meth- 
ds  in  the  world  extract  prac- 
cally  all  the  sulphuric  acid 
'resent  in  Pediforme  leather.  Even 
moderate  amount,  in  footwear 
ass  strictly  made,  irritates  the 
aet,  causing  a burning  sensation, 
'ediforme  uppers  are  made  of  high 
ensile  strength  leathers  which  are 


white  punched  bucko,  tan  guard  and 
foxing,  or  all  white 


manhattan 

Brooklyn 

hempstead 


new  rochelle 
east  orange 
hackensack 


shape  retaining.  These  are  obtained 
from  the  high  center  strip  along  ani- 
mal's back  (the  bend)  and  cut  to  de- 
tailed patterns  by  skilled  handcraftsmen. 
The  quality  appearance  of  Pediforme 
Footwear  results  only  from  the  high 
merit  and  superior  workmanship  in 
materials  and  fashioning. 


Since  overall  dimensions  of  right  and 
left  feet  invariably  are  different  Pedi- 
forme fitters  do  not  simply  size  to  the 
left  foot  but  adjust  the  fitting  to  suit 
each  foot.  Pediforme  Right  and  Left 
Fitting  assures  shapes  and  sizes  equally 
correct  for  both  feet. 
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3L  importance  of  good  pos- 
ture to  good  health  is  universally  recognized. 
It  is  conceivable,  that  many  of  your  patients 
who  have  minor  posture  defects  can  be 
helped  by  a scientific  support.  Instead  of 
sacrificing  comfort  and  anatomical  regard 
in  quest  of  current  style  objectives,  they 
can  enjoy  improved  health  and  better 
appearance  by  wearing  a foundation  gar- 
ment scientifically  designed  as  an  aid  in 
maintaining  the  proper  use 
of  the  body. 


For  thirty  years,  S.  H.  Camp  & Co.  has  mail 
tained  consistent  research  to  produce  gl 
ments  for  general  wear , as  well  as  in 
postoperative,  hernial,  maternity  and  otlr 
prescription  conditions;  garments  which  gifl 
anatomically  correct  support  to  patieri- 
with  postural  problems.  Camp  Supports  p^| 
mote  better  posture  and  produce  a pleasil 
silhouette  safely.  We  believe  that  your  cc|J 
sideration  of  Camp  Supports  in  this  light  wl 
be  helpful  to  many  of  yon 


patients. 


S.  H.  Camp  & Company,  Jackson , Michigan 


World’s  Largest  Manufacturers  of  Surgical  Supports  • Offices  in  New  York;  Chicago;  Windsor,  Ont.;  London,  B 
England  • Expert  Camp  service  is  available  in  good  stores  everywhere.  Never  sold  by  door-to-door  canvassers . 1 
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he  need  for  vitamins  and  minerals  knows  no  season... 

SPRING. ..SUMMER. ..FALL. ..WINTER 


VI-SYNERAL 

U.  S.  Vitamin  Corp.,  New  York,  N.  Y. 


supplies  both  . . . Vitamins  A,  Bi,  B2(G),  C, 
D,  E,  and  other  B complex  factors,  fortified  with 
eight  essential  minerals — in  Funk-Dubin  balances. 


IN  WHOOPING  COUGH 


ELIXIR  BROM  AU  R ATE 

IS  A UNIQUE  REMEDY  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSISTENT 
COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 or  4 hours. 

GOLD  PHARMACAL  CO.,  New  York 
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NATIONAL  ASSOCIATION  OF  CHEWING  GUM  MANUFACTURERS,  STATEN  ISLAND,  NEW  YORK 


Your  "littlest”  patients  aren’t  the  only  ones,  Docto 
who  enjoy  wholesome  CHEWING  GUA 


The  enjoyment  of  delicious  chew- 
ing gum  is  a real  American  custom 
— probably  because  chewing  is  such 
a basic,  natural  pleasure. 

Enjoy  chewing  gum  yourself.  See  how 
the  chewing  helps  relieve  tension  by 
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giving  it  a try  during  your  busy  daj! 

Have  some  gum  in  your  pocket  or  b;, 
and  in  the  office.  Your  patients — childn  j 
and  adults— appreciate  your  friendline  I 
when  you  offer  them  some.  Try  this  foj| 
month— you’ll  be  pleased  with  the  resul  I 


HE  IRURITUS  OF  EXANTHEMATOUS  LESIONS 


- 

I 

f Considerable  attention  has  been  focused  on  the  epidemio- 
logic and  therapeutic  aspects  of  the  exanthematous  childhood 
diseases.  But  little  consideration  has  been  given  the  subjective 
phenomena,  the  suffering  of  the  child.  Yet  itching  is  an 
important  phase  of  the  symptomatology  of  contagious  diseases. 
Children  cannot  be  kept  from  scratching,  despite  constant 
Attention  by  mother  or  attendants.  The  trauma  of  scratching 
ften  leads  to  secondary  infection,  and  is  known  to  increase 
utaneous  scarring  with  resulting  cosmetic  unsightliness.  Cal- 
litol  Ointment,  dependable  in  its  antipruritic  influence, 
luickly  obviates  the  need  for  scratching.  Applied  directly  onto 
he  involved  area,  it  is  soothing  and  cooling,  and  controls  itch- 


ng  for  prolonged  periods.  Calmitol  Ointment  is  specifically 
• ndicated  also  in  the  pruritus  of  eczema,  urticaria,  intertrigo, 
ood  and  drug  rashes,  and  contact  dermatites;  it  may  be 
mployed  in  conjunction  with  any  other  indicated  medication. 


101  West  31st  Street  New  York,  N.  Y. 


Because  of  its  contained  ingredients  (chlor- 
iodo-camphoric  aldehyde,  levo-hyoscine  olein- 
ate,  and  menthol  in  an  alcohol-chloroform-ether 
vehicle),  Calmitol  Ointment  blocks  the  further 
transmission  of  offending  impulses,  exerts  a 
mild  antiseptic  action,  contributes  to  resolu- 
tion by  local  hyperemia.  In  obstinately  severe 
pruritus,  Calmitol  Liquid  is  . recommended 
prior  to  application  of  Calmitol  Ointment, 
except  on  sensitive  areas  or  denuded  surfaces. 


CALMITOL 

THE  DEPENDABLE  A N T I • P 1 U I I T I C 
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TToTT 


THE  TREATMENT  OF 
FUNCTIONAL  DIARRHEAS 


Pomfrax  is  available 
through  all  pharmacies 
in  2^/2  and  6 ounce 
bottles. 


Its  high  apple  pectin  content  makes  Pomfrax 
promptly  effective  in  controlling  the  functional 
diarrheas  seen  so  frequently  in  children.  Pectin, 
a complex  polysaccharide,  forms  a colloidal  gel 
within  the  intestinal  tract,  adsorbing  bacteria  and 
toxins  and  affording  mechanical  protection  to  the 
inflamed  mucosa.  Pomfrax  also  contains  10  per 
cent  highly  refined  colloidal  kaolin  for  added 
adsorbent  and  protective  action,  and  about  50 
per  cent  dextrose  which  provides  readily  available 
energy.  Sample  and  literature  sent  to  physicians 
on  request. 


GEORGE  A.  BREON  & CO.,  INC. 


(^Pharmaceutical  (Phemists 


KANSAS  CITY,  MISSOURI 

NEW  YORK  • LOS  ANGELES  • ATLANTA  • SEATTLE 
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For  smokers 
who  inhale... 

(and  all  smokers  inhale  some  of  the  time) 


Observe  this  difference  between  Philip  Morris 
and  other  cigarettes*: — 

“ON  COMPARING  — THE  IRRITANT  QUALITY  IN  THE 
SMOKE  OF  THE  FOUR  OTHER  LEADING  BRANDS  WAS 
FOUND  BY  RECOGNIZED  LABORATORY  TESTS  TO  AVER- 
AGE MORE  THAN  THREE  TIMES  THAT  OF  THE  STRIK- 
INGLY  CONTRASTED  PHILIP  MORRIS!  FURTHER  — THE 
IRRITANT  EFFECT  OF  SUCH  CIGARETTES  WAS  OBSERVED 
TO  LAST  MORE  THAN  FIVE  TIMES  AS  LONG !” 

Philip  Morris 

Philip  Morris  & Company , Ltd.,  Inc.,  119  Fifth  Avenue , New  York 


* Facts  from:  Proc.  Soc.  Exp.  Biol.  & Med.,  1934,  32,  241-245;  N.  Y.  State  Jrl.  of 
Med.  Vol.  35,  No.  11,590;  Arch,  of  Otolaryngology,  Mar.  1936,  Vol.  23,  No.  3,306 
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(DUE  TO  NEISSERIA  GONORRHEAS) 


d! 


ilver  Picrate, 
Wyeth,  has  a convincing  record  of 
effectiveness  as  a local  treatment  for 
acute  anterior  urethritis  caused  by 
Neisseria  gonorrheae.1  An  aqueous 
solution  (0.5  percent)  of  silver  pic- 
rate or  water-soluble  jelly  (0.5  per- 
cent) are  employed  in  the  treatment. 


Acomplete  technique  of  treatment  and  literature  will  besentupon  request 


*Silver  Picrate  is  a definite  crystalline  compound  of  silver  and  picric  acid. 
It  is  available  in  the  form  of  crystals  and  soluble  trituration  for  the  prepara- 
tion of  solutions,  suppositories,  water-soluble  jelly,  and  powder  for  vaginal 
insufflation. 


1.  Knight,  F.,  and  Shelanski, 
H.  A.,  "Treatment  of  Acute  Ante- 
rior Urethritis  with  Silver  Picrate,” 
Am.  J.  Syph.,  Gon.  & Ven.  Dis., 
23,  201  (March),  1939. 


JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA 
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Nutritious,  vitamin  and  mineral  rich 
Ovaltine  offers  excellent  advantages  as 
an  integral  part  of  the  dietary  during 
pregnancy.  Without  adding  excessively 
to  the  caloric  intake,  it  aids  in  providing 
the  vitamins,  minerals  and  other  nutri- 
tional elements  needed  in  increased 
amounts  to  prevent  harmful  drain  upon 
the  maternal  organism  and  retardation 
of  fetal  development. 

Mixed  with  milk  according  to  direc- 
tions, three  servings  daily  furnish  2578 
I.  U.  vitamin  A,  302  I.  U.  vitamin  Bx, 


491  S.  B.  U.  vitamin  G,  327  I.  U.  vita- 
min D,  1.05  Gm.  calcium,  0.903  Gm. 
phosphorus,  8.9  mg.  highly  available 
iron,  and  0.75  mg.  copper. 

The  proteins  of  this  pleasant  food 
drink  are  of  high  biologic  value.  Its  car- 
bohydrate and  well  emulsified  fat  are 
readily  absorbed,  and  its  diastatic  action 
facilitates  the  digestion  of  starches. 

The  palatable  taste  of  Ovaltine  rarely 
jades  the  appetite;  it  is  usually  taken 
with  relish  throughout  the  second  and 
third  trimesters. 


OVAhtg**! 


NEW  IMPROVED 


2 ki.nds  — plain  and  chocolate  flavored 

Ovaltine  now  comes  in  2 forms — plain,  and  sweet  chocolate  flavored. 
Serving  for  serving,  they  are  virtually  identical  in  nutritional  value. 


Physicians  are  invited  to  send  for  individual  servings  of  New  Improved 
Ovaltine.  The  Wander  Company,  360  North  Michigan  Avenue,  Chicago,  III- 
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Q.  Can  latent  avitaminoses  be  prevented  by  diet? 

A.  Yes.  These  conditions  can  usually  be  avoided  by 
a properly  selected , varied  diet.  In  formulation 
of  such  a diet , remember  that  foods  selected  from 
the  some  375  varieties  of  canned  products  may 
have  important  places.  (1) 


(i)  "There  is  no  known  substitute  for  a steady,  well  bal- 
anced diet  carrying  liberal  quantities  of  the  protective 
foods.  Such  diets  will  provide  all  the  known  essential  food 
nutrients  in  adequate  amounts  and  in  addition  furnish 
some  measure  of  safety  against  inadequacies  of  essentials 
about  which  there  is  at  present  no  knowledge.”  J.  Am. 
Med.  Assn.  114,  548  (1940).  American  Can  Company,  230 
Park  Avenue,  New  York,  N.  Y. 


The  Seal  of  Acceptance  denotes  that  the  nutri* 
tional  statements  in  this  advertisement  are  accept- 
able to  the  Council  on  Foods  and  Nutrition  of  the 
• American  Medical  Association.  • 
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• The  remarkable  achievements  of  antibacterial  chemotherapy 
may  be  credited  largely  to  the  general  practitioners  of  medicine, 
for  by  them  are  treated  effectively  most  of  the  infections  that 
are  initially  mild  but  potentially  dangerous.  These  include  septic 
sore  throat,  otitis  media,  sinusitis,  postpartum  infections,  com- 
plications of  trauma,  erysipelas  and  urinary  infections. 

The  treatment  of  most  streptococcus  infections  in  their  early 
stages  is  relatively  simple  and  assured,  for  satisfactory  thera- 
peutic response  may  usually  be  expected  from  properly  graded 
doses  of  the  sulfonamide  compounds. 


Well  tolerated— by  mouth  and  by  injection 
It  has  been  repeatedly  reported  by  American  clinicians  of  wide 
experience  that  Neoprontosil  is  definitely  less  toxic  than  sul- 
fanilamide. An  additional  practical  advantage  is  that  Neopron- 
tosil may  be  administered  not  only  orally  but  also  parenterally 
in  comparatively  high  concentrations. 

Physicians  are  requested  to  write  for  a pamphlet  presenting 
detailed  discussions  regarding  the  pharmacology,  indications 
and  side  effects. 


5 GRAIN 
TABLETS  for 
ORAL  USE 

NEOPRONTOSIL 

• 

Trademark  Reg.  U.  S.  Pat.  Off.  & Canada 

AMPULES  and 

Brand  of  AZOSULFAMIDE 

BOTTLES  for 

Disodium  4-sulfamido-phenyl-2-azo-7-acetyl- 

INJECTION 

amino-1  -hydroxynaphthalene  3,6-disulfonate 

WINTHROP  CHEMICAL  COMPANY.  INC. 

Pharmaceuticals  of  merit  for  the  physician  NEW  YORK*  N.  Y.  • WINDSOR,  ONT. 

782M 
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A Reminder  from  Borden  about 


1 

SOUND  INFANT  NUTRITION 


IN  BIOLAC— the  liquid  modified  milk  for  in- 
fants—sound  nutrition  and  ease  of  diges- 
tion are  assured  by  four  key  principles. 

1.  Fat  Adjustment— fat  is  reduced  to  a mod- 
erate, more  readily  assimilable  level  than  is 
found  in  regular  fluid  or  evaporated  milk. 
Biolac  is  homogenized  to  provide  small, 
readily-digestible  fat  droplets. 

2.  Protein  Ad justment— protein  is  main- 
tained at  higher  level  than  in  breast  milk  to 
compensate  for  biological  difference  of  cow's 
milk  protein,  and  to  provide  amply  for  the 
greater  needs  in  early  months  when  growth 
is  fastest. 

3.  Carbohydrate  Adjustment  — as  in  breast 
milk,  carbohydrate  for  the  growing  young  is 
provided  solely  by  lactose,  and  in  Nature  s 
own  equilibrium  of  60%  beta,  40%  alpha 
lactose. 

4.  Vitamin  and  Iron  Adjustment— vitamins 
A,  Bi,  D,  and  iron  are  provided  at  recognized 
prophylactic  levels,  making  their  ingestion 
automatic  and  certain. 

Needing  only  simple  dilution  with  boiled 
water,  Biolac  assures  a sterile  formula— even 
including  the  carbohydrate.  It  is  sold  only 
in  drug  stores;  no  feeding  directions  arc 
given  to  the  laity. 


• Please  enclose  professional  card  or  letterhead  when  requesting  literature  or  sam- 
ples. The  Borden  Co.,  350  Madison  Avenue,  New  York  City. 


A BORDEN  PRESCRIPTION  PRODUCT 
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tdt/b  RELIEF  FROM  PAIN  . . . 


A-B-M-C 

OINTMENT 

(ACETYL-BETA-METHYLCHOLINE  CHLORIDE) 

• 

A-B-M-C  Ointment*  relieves  arthritic  pain 
because  of  its  local  action  in  increasing  the  blood 
supply  to  the  affected  part  by  dilatation  of  the 
arterioles  and  capillaries. 

In  88  percent  of  9 6 patients  studied,  A-B-M-C 
Ointment  provided  relief  from  pain  without  any 
untoward  effects  when  used  as  directed.  No 
urticaria  was  produced  in  any  case.f 

A-B-M-C  Ointment  is  spread,  without  rubbing, 
on  the  affected  part  and  heat  is  applied  for 
20  minutes. 

Supplied  in  1-ounce  tubes 


t Archives  of  Physical  Therapy,  21,  12  (Jan.),  1^40. 

* A-B-M-C  Ointment  is  a trademark  of  John  Wyeth  & Brother,  Incorpo- 
rated, for  its  brand  of  ointment  containing  Acetyl-Beta-Methylcholine 
Chloride  0.25%,  menthol,  thymol,  eucalyptol  and  methyl  salicylate  in 
an  emollient  base. 


SAMPLES  AND  LITERATURE  ON  REQUEST 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


'i/s/  eA-e  mtmea,  t/le&e 


v« 

1866 


Ml 


SEVENTY  • rrvi 
YEARS  OF  SERVICE 
TO  MEDICINE 
AND  PHARMACY 


PARKE,  DAVIS 
& COMPANY 

PIONEERS  IN  RESEARCH 
ON  MEDICINAL  PRODUCTS 


ONE  OF  A SERIES  OF  ADVERTISEMENTS  COMMEMORATING  THREE-QUARTERS  OF  A CENTURY  OF  PROGRESS  AND  ACHIEVEMENT’  J 
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WITH 


ARGYROL 





The  innervation  of  the  nasal  mucous  membrane 
by  which  irritative  stimuli  from  the  nasal  cavities 
may  be  mediated  to  the  sensory  nucleus  of  the 
trigeminal  nerve. 


In  the  medulla  oblongata,  the  sensory  nucleus 
of  the  trigeminus  bears  a close  relationship  to 
the  reflex  nuclei  of  the  facial  and  vagus  nerves, 
thus  making  it  possible  for  irritative  stimuli  from 
the  nose  to  be  transmitted  to  the  nasal  turbi- 
nates (Facial  N.)  and  to  the  bronchi  (Vagus 


"DOTH  Haseltine  and  Dowling  have  pointed  out 
that  while  allergy  is  the  underlying  factor  in 
both  Hay  Fever  and  Asthma,  local  irritant  foci 
within  the  nasal  cavities  may  act  as  reflex  excitants 
of  these  conditions.  But  more  significant  than  this, 
it  has  been  shown  that  striking  clinical  improve- 
ment often  follows  when  the  local  foci  are  cleared 
up  by  means  of  a course  of  ARGYROL  tampon- 
ade.* Indeed,  patients  commonly  experience  grati- 
fying relief  when  such  therapy  is  instituted. 

But  to  insure  your  results  in  these  conditions  as 
in  mucous  membrane  infections  of  all  types  it  is 
essential  to  remember  that  ARGYROL  is  made  only 
by  A.  C.  Barnes.  ARGYROL’s  long  record  of  clinical 
preference  and  its  therapeutic  characteristics  are 


based  on  the  fact  that  it  is  chemically  and  phys- 
ically different  from  other  mild  silver  proteins. 
The  ultramicroscope  demonstrates  in  ARGYROL  a 
much  finer  colloidal  dispersion  and  a more  active 
Brownian  movement.  ARGYROL’s  pH  and  pAg  are 
carefully  controlled,  and  above  all,  ARGYROL  al- 
ways remains  non-irritating  regardless  of  concen- 
tration. Now  the  new  ARGYROL  packaging  assures 
freshness  of  solution  and  protection  from  light, 
heat  and  contamination.  Specify  “The  Original 
ARGYROL  Package”  when  ordering  or  prescribing. 

*An  illustrated  reprint  describing  the  technique  of 
nasal  tamponade  ivill  be  sent  upon  request. 

INSURE  YOUR  RESULTS 
^ SPECIFY  THE 

* 


ORIGINAL  ARGYROL  PACKAGE 

A.  C.  BARNES  COMPANY,  NEW  BRUNSWICK,  NEW  JERSEY 
' For  39  Years  Sole  Makers  of  ARGYROL  and  OVOFERRIN 

"Argyrol”  is  a registered  trademark , the  property  of  A.  C.  Barnes  Company 
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In  principle  and  in  practice,  "smoothage”  stands  for  a sound 
system  of  therapeusis — the  treatment  of  bowel  dysfunction 
by  securing  within  the  lumen  a soft,  bland  mass  of  inert 
substance. 

"Smoothage”  promotes  normal  peristalsis  and  re-estab- 
lishes physiologic  bowel  evacuation. 

The  success  of  the  Searle  Research  Laboratories  in  pro- 
ducing the  agent  which  accomplishes  this  is  indicated  by 
the  wide  clinical  use  of 


Meta  m uci  l"2 


Metamucil  is  available  in  two  types:  Metamucil  (plain),  the 
original  product;  Metamucil-2,  the  new  product  which 
mixes  instantly.  Because  of  its  unusual  palatability  and  the 
case  of  mixing,  Metamucil-2  generally  receives  the  greatest 
patient  acceptance. 

Metamucil-2  is  supplied  in  1 lb.,  8 oz.  and  4 oz.  containers. 


0O.  <z Scarry  n^o. 

Ethical  Pharmaceuticals  Since  1 888 

CHICAGO 


.New  York  • Kansas  City  • San  Francisco. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


*^lted  Food  DbiN* 
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on  thee  little  man..* 


The  blessings  of  sunlight  and  simple,  quiet  existence 
are  often  beyond  the  realization  of  today’s  children. 
Numerous  cases  of  borderline  deficiencies  are  being 
constantly  observed  by  the  profession. 

Studies*  in  groups  of  all  ages  have  shown  that 
Cocomalt  added  to  the  diet  results  in  substantial 
gains.  The  vitamin-mineral  character  of  Cocomalt 
supplies  important  nutrients  in  diets  of  young  and 
old  . . . vital  elements  that  must  be  present  in  optimal 
amounts  to  insure  vibrant  health.  Cocomalt  is  a 
delicious  beverage  that  acts  as  an  incentive  to  drink 
more  milk. 


ocomalt 

mins  A,  Bi,  D,  G . , 


. contains  calcium,  phosphorus,  iron,  vita- 
Quick  energy  and  body  building  nutrients. 


COCOMALT  DELICIOUS  MALTE 
FOOD  DIETONIC  FOR  All  AGES 


R.  B.  DAVIS  COMPANY,  HOBOKEN,  N.  J 


- j ■ ~ 

* Archives  of  Pediatrics — 56:Nov.,  1939 
Medical  Record — Aug.  21,  1940 
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RESEARCH 

that  must  provide  its  own  endowment  is  an 
elemental  incentive  toward  excellence.  Large- 
scale  production  methods  and  a thorough 
distribution  of  the  products  of  research  are 
indispensable  if  discoveries  are  to  be  con- 
veniently and  promptly  applied  everywhere. 


GELSEALS  MULTICEBRIN 

(Pan-Vitamins,  Lilly) 

One  gelseal  contains  a daily  prophylactic  dose  of  all  the 
better  known  water-soluble  and  fat-soluble  vitamin  frac- 
tions. The  dose  of  Gelseals  ‘Multicebrin’  may  be  in- 
creased for  those  patients  with  definite  signs  of  multiple 
vitamin  deficiency.  Supplied  for  the  physician’s  prescrip- 
tion in  bottles  of  30  and  100  gelseals. 

Eli  Lilly  and  Company 

Principal  Offices  and  Laboratories , Indianapolis , Indiana , U.  S.  A. 
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Editorial 

Chronology  of  Medical  Student  Deferment 


Brigadier  General  Lewis  B.  Hershey, 
deputy  director,  Selective  Service  (May  3, 
1941),  instructed  state  and  local  boards  to 
defer  military  training  for  medical  stu- 
dents who  “give  reasonable  promise  of 
becoming  acceptable  medical  doctors.” 
To  avert  a possible  national  shortage  of 
physicians,  state  and  local  boards  were 
instructed  to  continue  such  deferments  as 
long  as  the  students  progressed  satisfac- 
torily. 

Thus,  a major  campaign  in  which  this 
.Journal  had  a small  part  has  come  to  a 
conclusion  that  seems  to  be  in  the  national 
interest.  The  continuity  of  medical  stu- 
dent training  apparently  will  not  be  inter- 
rupted. This  Journal  does  not  advocate 
deferment  of  any  class,  at  any  time.  It 
does  advocate,  however,  the  induction  of 
medical  students  of  draft  age  into  the 
service  with,  thereafter,  immediate  trans- 
fer to  the  reserves  until  such  time  as  the 
full  medical  training  course  can  be  com- 
pleted. Thus,  any  class  distinction  may 
be  avoided.  This  procedure  was  actually 
carried  out  during  World  War  No.  1. 

The  attention  of  the  editors  of  your 
Journal  was  called  to  the  seriousness  of 
the  medical  student  problem  under  the 
Selective  Service  Act  by  a speech  delivered 
in  Chicago  on  February  17,  1941,  by  Dr. 
Ray  Lyman  Wilbur.  He  said:  “The  na- 
tion’s great  mass  operation  of  defense  ex- 
tends certain  of  our  activities  and  limits 
others,  but  in  no  way  does  it  change  the 
essential  fact  that  the  defense  of  a great 
democracy  will  require  as  many,  if  not 


more,  thoroughly  trained  medical  men  as 
in  times  of  peace.”  We  wrote  to  Dr. 
Wilbur. 

March  18,  1941,  Dr.  Wilbur  replied,  in 
part:  “.  . . . that  it  requires  time  and 
training  to  prepare  a young  doctor  to  take 
his  place  in  the  profession  ....  at  the  mo- 
ment I am  interested  as  much  in  recruit- 
ing at  the  bottom,  from  the  colleges  to 
the  medical  schools,  as  I am  in  protecting 
the  students  now  in  actual  training.  At 
present  there  is  considerable  confusion 
between  political  expediency  and  the  ac- 
tual requirements  of  trained  men  to  fight 

a modern  war We  should  all  unite 

in  trying  to  educate  ourselves  and  the 
public  not  to  the  exemption  of  prospective 
medical  students  or  actual  medical  stu- 
dents but  to  give  them  the  adequate  train- 
ing so  that  they  can  serve  our  country  in 
the  very  best  way.” 

April  15,  1941,  this  Journal  carried  a 
lead  editorial  entitled  “Medicine  and 
Military  Needs.”  Based  on  this,  the 
Public  Relations  Bureau  issued  a news 
release  for  publication  on  April  16  to  all 
city  desks  of  newspapers,  the  wire  serv- 
ices, and  radio  stations  in  the  state.  At 
least  one  radio  news  commentator  and 
many  local  papers  in  the  state  and 
over  the  country  used  this  in  part  or 
wholly. 

April  16,  1941,  the  Gallup  poll  revealed 
public  opinion  to  be  87  per  cent  favorable 
to  deferment  of  medical  students  until  the 
completion  of  their  training. 

On  April  28  and  29  two  resolutions  were 
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introduced  on  the  floor  of  the  House  of 
Delegates  at  the  One  Hundred  and 
Thirty-fifth  Annual  Meeting  of  this  So- 
ciety relating  to  deferment  of  medical 
students.  Through  the  Public  Relations 
Bureau  these  were  released  to  the  press 
and  the  wire  services,  and  they  evoked 
widespread  news  and  editorial  comment. 

The  May  1 issue  of  the  Journal  again 
carried  a lead  editorial  “ Medical  Student 
Training.,,  In  this,  much  factual  mate- 
rial obtained  through  the  good  offices  of 
Dr.  Willard  C.  Rappeleye,  secretary  of  the 
Association  of  American  Medical  Colleges, 


was  published.  This  followed,  by  four 
days,  an  interview  by  Dr.  Malcolm  Good- 
ridge  of  The  New  York  Academy  of 
Medicine,  published  in  the  New  York 
Times,  April  27,  on  the  same  subject — 
namely,  the  “possible  shortage  of  doctors 

for  both  military  and  civilian  needs ” 

We  comment  at  length  upon  this  chro- 
nology so  that  the  members  of  this  So- 
ciety may  feel  that  they,  through  their 
Journal  and  their  Public  Relations  Bu- 
reau, have  actively  participated  in  a suc- 
cessful campaign  of  public  instruction 
upon  a most  vital  subject. 


See  Your  Legislators 


The  House  of  Delegates  at  the  One 
Hundred  and  Thirty-fifth  Annual  Meet- 
ing of  the  Medical  Society  of  the  State  of 
New  York  voted  unanimously  “to  adopt 
an  expression  of  appreciation  to  the 
members  and  officers  of  the  Legislature, 
and  especially  to  the  Governor,  for  the 
courteous  reception  extended  to  the  rep- 
resentatives of  the  medical  profession  and 
the  thoughtful  consideration  they  have 
given  medical  and  public  health  measures 
that  have  come  before  them.” 

Legislators  are  not  mindreaders,  how- 
ever disposed  they  may  be  to  cooperate 
with  their  constituents  and  with  the 
medical  profession.  They  are  not  mind- 
readers  but  lawmakers.  To  make  laws 


wisely  they  must  be  accurately  informed. 
And  especially  is  this  true  concerning  mat- 
ters medical,  since  such  matters  are  fre- 
quently highly  technical. 

It  is,  therefore,  up  to  the  doctors  of 
medicine  who  know  about  these  things  to 
keep  closely  in  touch  with  their  represen- 
tatives not  only  in  Albany  but  in  Wash- 
ington also.  Cooperation  implies  equal 
effort  on  both  sides.  No  legislator  can 
cooperate  with  an  indifferent,  silent,  or 
uncommunicative  profession.  Let  every 
member  of  this  Society  get  in  contact 
with  his  representative  or  senator  often. 
This  is  an  obligation  that  medicine  will 
neglect  at  its  own  peril  and  that  con- 
stitutes a disservice  to  the  public. 


Effective  Cooperation 


The  seven  general  hospitals  of  Roch- 
ester, recognizing  their  responsibility 
to  the  community,  have  given,  during  the 
past  year,  a brilliant  demonstration  of 
the  possibility  and  value  of  cooperative 
effort  toward  a single  goal.  A drive  was 
organized  through  the  Monroe  County 
Medical  Society  to  secure  better  treat- 
ment of  pneumonia  throughout  the  city. 
In  the  January  issue  of  the  Monroe 
County  Bulletin,  striking  evidence  of 
preliminary  success  was  presented. 
Study  of  the  mortality  figures  of  cases 
treated  in  these  seven  cooperating  hos- 


pitals leaves  a distinct  impression  of  real 
achievement.  It  is  difficult  to  quantitate 
the  achievement  since  there  are  no  figures 
available  with  which  to  compare  those 
reported.  Available  figures  on  pneu- 
monia mortality  come,  on  the  one  hand, 
either  from  great  centers  where  pneu- 
monia is  the  object  of  intense  study  and 
special  interest  or  from  wide  areas  as  re- 
ported by  physicians  and  hospitals  to  the 
health  authorities.  The  Rochester  co- 
operative study  represents,  on  the  other 
hand,  cases  of  pneumonia  as  admitted 
and  treated  in  the  general  hospitals  of  a 
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large  city.  Despite  the  lack  of  com- 
parable data,  a gross  mortality  of  10.7 
per  cent,  with  a mortality  of  12.6  per  cent 
in  all  adults,  in  cases  of  proved  and  typed 
pneumococcic  pneumonia  is  impressive. 

The  spirit  of  friendly  cooperation  and 
mutual  understanding  developed  during 
the  first  year  of  the  cooperative  study 
has  led  to  a decision  to  continue  this  par- 


ticular work  and  to  a hope  that  the  same 
underlying  principle  may  be  applied  to 
other  problems  of  general  community 
interest  and  hospital  responsibility.  The 
men  who  have  been  able  to  bring  this 
about  deserve  hearty  congratulations  on 
having  established  an  unusual  and  particu- 
larly valuable  method  of  approach  to 
serious  community  problems. 


Correspondence 

NEW  YORK  CITY  EXCISE  TAX  ON  GROSS  RECEIPTS 
The  City  of  New  York 

Emergency  Revenue  Division 
Correspondence  Section,  Business  Tax,  Room  629 
50  Lafayette  Street.  New  York  City 


WOrth 
May  9,  1941 

Medical  Society  of  the  State  of  New  York 
292  Madison  Ave. 

New  York,  New  York 

Gentlemen: 

You  are  hereby  notified  for  the  benefit  of  the 
members  of  your  society  that  the  New  York 
City  Excise  Tax  on  Gross  Receipts  is  due  on 
June  15,  1941.  The  tax  is  imposed  for  the  privi- 
lege of  carrying  on  or  exercising  for  gain  or  profit 
within  the  City  of  New  York  any  trade,  busi- 
ness, profession,  vocation,  or  commercial  ac- 
tivity during  the  period  commencing  July  1, 
1940,  and  ending  June  30,  1941,  or  any  part 
thereof.  Where  a person  subject  to  tax  was  en- 
gaged as  described  hereinabove  during  the  whole 
of  the  calendar  year  1940,  he  is  required  to  meas- 
ure the  tax  by  the  gross  receipts  for  such  cal- 
endar year. 

In  view  of  the  foregoing,  returns  are  to  be 
filed  by  physicians  on  Form  41B  and  the  gross 
receipts  from  the  profession  or  vocation  engaged 
in  should  be  reported  as  Item  5 on  Page  1 of  the 
return.  Profits  from  stock  and  bond  transac- 
tions, interest  received  on  bank  deposits,  notes, 
bonds,  loans,  etc.,  and  dividends  received  on 


2-4780 

stocks  of  domestic  and  foreign  corporations  need 
not  be  reported  when  the  receipts  therefrom 
constitute  transactions  of  a strictly  personal 
nature.  In  reporting  the  gross  receipts  no  de- 
duction may  be  taken  for  salaries  and  office  ex- 
penses. The  tax  is  to  be  computed  at  the  rate 
of  one-tenth  of  1 per  cent. 

There  is  no  exemption  granted  under  the  cur- 
rent Gross  Receipts  Tax  Law.  However,  there 
is  no  tax  imposed  where  the  gross  receipts  from 
the  profession  or  vocation  engaged  in  do  not 
exceed  $10,000  per  annum.  In  such  event,  no 
return  need  be  filed. 

Returns  must  be  filed  on  or  before  June  15, 
1941,  with  the  Bureau  of  City  Collections  in  the 
borough  in  which  the  taxpayer  maintains  his 
office.  A remittance  for  the  total  amount  of 
tax  due,  drawn  to  the  order  of  the  City  Collector, 
must  accompany  the  return  when  filed.  Tax 
blanks  will  be  mailed  to  all  taxpayers  who  have 
filed  returns  under  prior  laws. 

Further  information  may  be  obtained  from  the 
Emergency  Revenue  Division,  50  Lafayette 
Street,  Manhattan  (WOrth  2-4780). 

Very  truly  yours, 

Samuel  Orr 
Special  Deputy  Comptroller 


APPOINTMENTS  IN  REGULAR  AND  RESERVE  MEDICAL  CORPS,  U.  S.  NAVY 
Headquarters  of  the  Commandant  Third  Naval  District 
Federal  Office  Building,  90  Church  Street,  New  York  City 


To  the  Editor: 

The  Surgeon  General  of  the  Navy  has  an- 
nounced that  there  are  about  800  vacancies  in 
the  General  Class  of  the  Medical  Corps  Reserve, 
physicians  under  35  years  of  age;  and  100  va- 
cancies in  the  Specialist  Class.  The  greatest  need 
in  the  Specialist  Class  is  for  radiologists  and 
psychiatrists. 

He  has  also  recently  sent  out  the  following 
announcement  relative  to  appointments  in  the 
Medical  Corps  of  the  regular  Navy. 


Examinations  for  Appointments  in  the 
Medical  Corps 

The  next  examination  for  appointments  as 
Assistant  Surgeon,  U.  S.  Navy,  Lieutenant 
(junior  grade),  Medical  Corps,  U.  S.  Navy,  will 
be  held  at  all  major  medical  department  activi- 
ties on  August  11  to  15,  inclusive.  Applica- 
tions for  this  examination  must  be  in  the  Bureau 
of  Medicine  and  Surgery  not  later  than  July  15. 

Applicants  for  appointment  as  Assistant  Sur- 
geon must  be  citizens  of  the  United  States,  more 
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than  twenty-one  (21)  but  less  than  thirty-two 
(32)  years  of  age  at  the  time  of  acceptance  of 
appointment,  and  graduates  of  a Class  A medi- 
cal school  who  have  completed  at  least  one  year 
of  intern  training  in  a hospital  accredited  for  in- 
tern training  by  the  council  on  Medical  Educa- 
tion and  Hospitals  of  the  American  Medical 
Association. 

An  examination  for  appointment  as  Acting 
Assistant  Surgeon  for  intern  training  in  a naval 
hospital  accredited  for  intern  training  by  the 
Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association  will  be 
held  at  all  major  medical  department  activities 
on  June  23  to  26,  inclusive.  Students  in  Class  A 
medical  schools  who  will  complete  their  medical 
education  this  year  are  eligible  to  apply  for  these 
appointments,  and  if  successful  will  receive  their 
appointments  approximately  one  month  after 
the  date  of  the  examinations.  Students  in  Class 
A medical  schools  who  will  have  completed  their 
third  year  of  medical  education  this  year  are 
eligible  to  take  this  examination,  and  if  success- 
ful will  receive  their  appointments  on  or  about 
July  1,  1942,  after  they  have  completed  their 
medical  education. 

Applicants  for  appointment  as  Acting  Assist- 
ant Surgeon  for  intern  training  must  be  citizens 
of  the  United  States,  more  than  twenty-one  (21) 


but  less  than  thirty-two  (32)  years  of  age  at  the 
time  of  acceptance  of  appointment.  Acting 
Assistant  Surgeons  are  appointed  for  a period  of 
eighteen  months.  After  the  appointee  has 
served  as  an  intern  in  a naval  hospital  for  twelve 
months,  he  is  eligible  for  and  may  take  the  ex- 
amination for  appointment  as  Assistant  Surgeon, 
U.  S.  Navy. 

A circular  of  information  listing  physical  and 
other  requirements  for  appointment  as  Assistant 
Surgeon  and  Acting  Assistant  Surgeon,  subjects 
in  which  applicants  are  examined,  application 
forms,  etc.,  may  be  obtained  from  the  Bureau 
of  Medicine  and  Surgery,  Navy  Department, 
Washington,  D.  C.,  upon  request. 

Assistant  Surgeons  and  Acting  Assistant  Sur- 
geons for  intern  training  are  appointed  in  the 
rank  of  Lieutenant  (junior  grade),  Medical 
Corps,  U.  S.  Navy.  The  pay  and  allowances 
for  an  officer  of  this  rank  total  $2,699  per  year 
if  he  has  no  dependents  and  $3,158  per  year  if 
he  is  married  or  has  dependents. 

The  District  Medical  Officer  of  the  Third 
Naval  District  at  90  Church  Street,  New  York 
City  can  furnish  further  information  about 
either  the  Regular  or  Reserve  Medical  Corps  of 
the  Navy. 

Sincerely  yours, 

E.  C.  White 


MENTAL  HYGIENE  DIVISION 

Department  of  Health,  County  of  Suffolk,  Riverhead,  New  York 


May  15,  1941 

To  the  Editor: 

Dr.  George  M.  Lott  has  been  appointed  as  di- 
rector of  the  Mental  Hygiene  Division  of  the  Suf- 
folk County  Department  of  Health. 

He  is  a graduate  of  the  University  of  Michigan 
with  a degree  of  A.B.  in  1922  and  received  his 
M.D.  degree  at  the  University  of  Colorado  School 
of  Medicine  in  1928. 

From  August,  1928,  to  August,  1930,  he  was 
intern  and  resident  at  the  Henry  Ford  Hospital 
at  Detroit,  Michigan.  He  was  a resident  of  the 
Boston  Psychopathic  Hospital  from  September, 
1930,  to  August,  1931.  He  was  a Fellow  in 
Psychiatry  at  the  Institute  for  Child  Guidance  in 
New  York  City  from  July,  1931,  to  July,  1932, 
and  during  the  same  time  was  assistant  physician 
to  the  Cornell  University  Out-Patient  Chnic  in 
the  Department  of  Psychiatry. 

From  September,  1932,  to  September,  1936, 
he  was  director  of  the  Bureau  of  Child  Guidance 
and  state  psychiatrist  for  the  State  of  Rhode 
Island.  He  was  psychiatrist  in  the  Bureau  of 
Child  Guidance  of  the  Board  of  Education  of  the 
City  of  New  York  from  September,  1936,  to 
September,  1939,  since  which  time  he  has  been 
engaged  in  private  practice  and  connected  with 
the  Long  Island  Home  at  Amityville,  Long 
Island. 

He  is  a diplomate  of  the  National  Board  of 
Medical  Examiners  in  1930  and  a diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology 
in  1936  and  a qualified  psychiatrist  under  the 
Mental  Hygiene  laws  of  New  York  State. 


He  is  a member  of  the  following  professional 
societies:  Fellow  of  the  American  Medical 
Association,  American  Psychiatric  Association, 
American  Orthopsychiatric  Association,  New 
England  Society  of  Psychiat^,  New  York  Society 
for  Clinical  Psychiatry,  and  National  Educational 
Association. 

Following  the  announcement  that  this  service 
would  be  established  in  Suffolk  County  and  would 
apparently  be  the  first  of  its  kind  in  a County 
Health  Department,  Dr.  Thomas  Parran,  surgeon 
general  of  the  United  States  Public  Health 
Service,  wrote  to  the  Department  as  follows: 
“Please  accept  my  heartiest  commendation 
for  this  forward  step  in  not  only  recognizing  that 
to  a large  degree  mental  health  is  purchasable, 
but  also  because  you  have  identified  mental 
health  as  a public  health  problem  and  accept  re- 
sponsibility for  such  work  in  your  organized 
health  department.  You  are  expressing  an  atti- 
tude which  reflects  mine  in  this  matter  and  one 
which  the  Public  Health  Service  intends  to  en- 
courage among  organized  health  agencies  as 
vigorously  as  possible.” 

It  is  also  interesting  to  note  that  the  state  com- 
missioner of  health,  Dr.  Edward  S.  Godfrey, 
deems  the  care  and  prevention  of  mental  illness 
to  be  a proper  function  of  health  departments  in 
this  state  and  that  state  aid  has  been  granted  for 
this  service  in  the  same  manner  as  other  services 
which  have  long  been  recognized  as  routine  func- 
tions of  health  departments. 

Very  truly  yours, 

A.  T.  Davis,  M.D. 

Commissioner  of  Health 


Symposium  on  Medical  Problems  in  National  Defense 

FROM  THE  VIEWPOINT  OF  THE  ARMY  MEDICAL  OFFICER 

Charles  M.  Walson,  Colonel  Medical  Corps,  U.  S.  A.,  Surgeon  Second  Corps  Area, 
Governors  Island,  New  York 


THIS  subject  permits  a wide  range  for  dis- 
cussion. My  comments  on  some  of  the 
problems  that  particularly  concern  all  of  us  at 
this  time  will  be  as  brief  as  possible. 

Medical  Department  Officers 

The  Present  War  Department  program 
calls  for  a Regular  Army  of  375,000.  The 
National  Guard,  which  has  been  called  the 
first  line  of  defense,  has  225,000  men,  and  the 
selectees  will  number  800,000,  so  that  the 
total  strength  of  the  United  States  Army  will 
be  1,400,000  by  July  1 of  this  year. 

The  Officers  Reserve  Corps  has  about  125,- 
000  officers,  and  approximately  one-fifth  of  this 
number  are  in  the  Medical  Department. 
These  include  members  of  the  Medical,  Den- 
tal, Veterinary,  Sanitary,  and  Medical  Ad- 
ministrative Corps.  The  Medical  Reserve 
Corps,  which  preceded  the  Line  Reserve 
Corps,  was  established  by  act  of  Congress, 
April  23,  1908.  In  its  infancy  it  contained 
few  Reserve  officers,  but  those  chosen  were  the 
leading  physicians  of  the  medical  profession. 
The  influence  and  prestige  these  illustrious 
men  contributed  by  their  service  to  the 
Medical  Department  of  the  Army  cannot  be 
overestimated.  Their  action  was  the  im- 
petus for  others  to  follow  in  their  footsteps, 
and  as  a consequence  the  flower  of  the  medical 
profession  participated  in  the  World  War. 
We,  the  medical  profession,  are  all  proud  of  the 
magnificent  record  achieved  in  those  eventful 
days. 

It  has  been  estimated  that  our  Medical 
Department  personnel  requirements  may  be 
anywhere  from  15,000  to  40,000  commissioned 
officers,  depending  upon  the  extent  of  troop 
mobilization.  There  are  over  175,000  physi- 
cians in  the  United  States,  of  whom  nearly 
115,000  are  members  of  the  American  Medical 
Association.  The  Second  Corps  Area,  com- 
prising the  states  of  New  York,  Delaware,  and 
New  Jersey,  has  a population  of  approximately 
17,500,000.  There  are,  within  these  three 


states,  over  33,500  physicians,  27,000  of  whom 
reside  in  the  State  of  New  York.  Of  this 
number  approximately  2,400  are  members 
of  the  Medical  Reserve  Corps.  In  this  Corps 
Area  we  have  one  doctor  for  about  every  550 
people,  whereas  in  the  remainder  of  the  United 
States  there  is  one  doctor  for  every  800  people. 
In  other  words,  there  are  approximately  one 
and  one-half  times  as  many  physicians  per 
unit  of  population  in  this  Corps  Area  as 
there  are  in  the  remainder  of  the  U.  S. 

Our  initial  medical  officer  requirements 
are  approximately  6.5  for  each  one  thou- 
sand men  in  the  military  service — a total  of 
9,100.  Since  we  are  now  on  a training  pro- 
gram basis,  we  must  draw  about  6,800  medical 
officers  from  civilian  and  Reserve  sources. 
The  remainder  of  our  medical  officer  require- 
ments should  be  supplied  from  the  Medical 
Department  of  the  Regular  Army.  About 
70,000  hospital  beds  will  have  to  be  made 
available  for  military  personnel  in  station  or 
camp  hospitals,  and  an  additional  14,000 
beds  will  be  required  for  general  hospitals. 
We  will  need  nearly  60  doctors  for  each  one 
thousand  hospital  beds  alone.  In  the  Sec- 
ond Corps  Area  there  should  be  at  least  5,210 
hospital  beds. 

One  of  the  problems  that  face  us  today  is 
how  can  we  best  meet  our  medical  officer  re- 
quirements? On  April  1 of  this  year  there 
were  3,631  Medical  Department  Reserve 
officers  in  this  Corps  Area.  Of  this  number, 
1,015  were  either  on  extended  active  duty  in 
the  Army  or  awaiting  orders.  Our  records 
in  the  Second  Corps  Area  show  that  approxi- 
mately 20  per  cent  of  the  medical  officers  phys- 
ically examined  have  been  found  disqualified. 
Nearly  every  Medical  Reserve  officer  in  this 
Corps  Area  below  the  grade  of  Colonel  has 
received  notice  to  obtain  a physical  examina- 
tion and  hold  himself  in  readiness  for  call  to 
active  duty. 

Since  January  1,  1941,  for  various  reasons 
we  have  lost  279  Medical  Reserve  officers; 
more  than  half  of  these  losses  were  due  to 
resignations.  Another  120  resignations  are 
under  consideration  at  the  present  time. 


Read  by  invitation  at  the  Annual  Meeting  of  the  Med- 
ical Society  of  the  State  of  New  York,  Buffalo,  New  York, 
April  30,  1941. 
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In  so  many  instances,  members  of  the  medi- 
cal profession  say  they  want  to  enter  the  serv- 
ice only  in  case  of  war.  They  fail  to  realize 
we  will  soon  have  an  Army  of  1,400,000  men 
who  must  have  medical  care  and  that  our 
Medical  Department  personnel  needs  training 
just  as  much  as  the  remainder  of  the  Army. 

Late  last  summer  all  Medical  Reserve 
officers  filled  out  two  questionnaires.  One 
asked  whether  they  were  available  for  active 
duty  and,  if  not,  how  much  deferment  was  de- 
sired, giving  reasons  for  deferment.  The 
other  questionnaire  requested  information 
regarding  the  type  of  practice  and  the  speci- 
alty pursued,  if  any,  by  each  officer.  In  ad- 
dition, we  have  a file  of  each  Medical  De- 
partment officer  which  shows  his  military 
record,  including  previous  assignments  and 
duties  performed,  promotions,  efficiency  rec- 
ord, etc.  These  are  the  three  chief  sources  of 
information  used  at  the  Corps  Area  Surgeon’s 
Office  in  determining  our  recommendations 
pertaining  to  active  duty  assignments. 

When  an  officer  has  been  notified  that  he 
has  been  selected  for  active  duty  he  should 
report  at  once  for  his  physical  examination. 
This  is  important  because  he  may  be  found 
physically  disqualified.  In  that  case  he  would 
be  spared  inconvenience  and  disruption  of  his 
practice. 

The  assignment  of  Medical  Department  of- 
ficers by  the  Second  Corps  Area  is  not  limited 
to  the  Second  Corps  Area  Service  Command. 
Our  requisitions  call  for  medical  personnel  for 
the  following  additional  places:  tactical 
units  of  the  First  Army,  First  and  Fourth 
Corps  Area  Service  Command  units,  Army 
Medical  Center,  Medical  Field  Service  Train- 
ing School  at  Carlisle  Barracks,  Medical  Re- 
placement Centers,  General  Hospitals,  and 
periodical  requests  for  foreign  service. 

You  will  recall  that  a Medical  Prepared- 
ness Committee  was  appointed  by  the  Ameri- 
can Medical  Association  House  of  Delegates 
at  the  request  of  the  Surgeon  General  of  the 
Army,  Navy,  and  the  United  States  Public 
Health  Service.  This  committee  and  the 
Division  of  Medical  Sciences  of  the  National 
Research  Council  have  materially  assisted 
in  the  classification  and  procurement  of 
physicians  for  the  Army.  The  American 
Medical  Association  maintains  a roster  of 
civilian  physicians,  classified  as  to  profes- 
sional specialties  and  proficiency,  who  have 
agreed  to  accept  commissions  in  the  Army 
of  the  United  States  when  needed  for  immedi- 
ate active  duty  during  a national  emergency. 
The  Surgeon  General  of  the  Army  has  a medi- 


cal officer  of  the  Regular  Army  on  duty  at  the 
Headquarters  of  the  Sixth  Corps  Area  as  a 
representative  of  his  office  in  all  matters  per- 
taining to  the  Medical  Reserve  Corps  and  the 
American  Medical  Association. 

Medical  Department  officer  vacancies  in  a 
Corps  Area  which  cannot  be  filled  by  the 
detail  of  a qualified  Reserve  officer  in  the 
Corps  Area  are  reported  to  the  War  Depart- 
ment; such  vacancies  are  filled  from  another 
Corps  Area  or  by  the  War  Department  if  an 
officer  is  available.  If  a qualified  Reserve 
officer  cannot  be  found,  the  Surgeon  General 
notifies  his  representative  at  Headquarters, 
Sixth  Corps  Area,  stating  the  physician’s 
qualifications  needed  to  fill  the  specific  va- 
cancy. The  Surgeon  General’s  representative 
will  then  secure  the  recommendations  of  the 
American  Medical  Association  and  forward 
the  information  required  to  the  appropriate 
Corps  Area  Commander.  The  physician 
selected  is  then  requested  to  appear  for  a 
physical  examination.  If  found  physically 
qualified,  the  physician  will  be  requested  to 
furnish  a properly  completed  application  for  a 
commission.  No  appointments  are  made  of 
applicants  over  55  years  of  age. 

We  receive  frequent  inquiries  relative  to 
interns  in  civilian  hospitals.  An  intern  hold- 
ing a commission  in  the  Medical  Reserve 
Corps  is  not  required  to  enter  on  active  duty 
before  completing  his  year’s  internship. 
There  are  a few  who  have  a longer  internship; 
so  far  in  this  Corps  Area  we  have  not  called 
any  of  these  physicians  to  active  duty.  If  it 
should  become  necessary,  an  effort  would  be 
made  to  assign  them  to  a large  hospital 
where  they  could  finish  their  rotating  intern- 
ship and  receive  credit  for  same.  In  view  of 
the  anticipated  annual  demand  for  approxi- 
mately 4,000  Medical  Reserve  officers  to  re- 
place those  who  have  completed  twelve 
months’  training  and  service,*  further  defer- 
ment will  depend  on  contingencies  at  that 
time.  When  an  intern  makes  application 
for  commission,  he  must  sign  a statement  to 
the  effect  that  he  will  accept  one  year  of  ex- 
tended active  duty  and  not  request  resigna- 
tion on  account  of  dependents. 

It  should  be  clearly  understood  that  a 
doctor  within  Selective  Service  age  require- 
ments who  is  not  serving  an  internship  is  not 
exempt  from  Selective  Service.  All  physi- 
cians of  draft  age  eligible  for  call  under  the 
Selective  Service  Law  should  make  application 
for  a commission  in  the  Medical  Reserve 
Corps  immediately.  It  takes  some  time  to 
complete  all  papers  and  actually  obtain  the 


June  1, 1941]  SYMPOSIUM— MEDICAL  PROBLEMS  IN  NATIONAL  DEFENSE 


1149 


Oath  of  Office.  There  are  some  instances 
now  where  physicians  are  serving  in  the  ca- 
pacity of  enlisted  men  because  of  failure  to 
initiate  papers  promptly  for  a commission 
in  the  Reserve  Corps.  If  a doctor  or  dentist 
in  your  community  does  not  hold  a commission 
in  the  Reserve  Corps  and  he  is  called  before  a 
local  Selective  Service  Board  and  placed  in 
Class  I- A,  he  should  immediately  report  with 
such  information  to  the  Executive  Officer  of 
•the  Military  Area  in  which  he  resides  and  make 
application  for  a commission  in  the  Reserve 
Corps. 

At  the  present  time  there  are  several  Medi- 
cal Corps  vacancies  in  the  authorized  War 
Department  procurement  objective  for  this 
Corps  Area.  When  all  War  Department  va- 
cancies have  become  filled,  the  doctor  se- 
lected in  Class  I-A  will  be  required  to  serve  as 
an  enlisted  man  when  inducted  unless  a va- 
cancy in  the  Medical  Corps  becomes  avail- 
able. The  Dental,  Veterinary,  and  Sanitary 
Reserve  Corps  do  not  have  a vacancy  at  this 
time,  and  those  who  are  inducted  into  the 
Army  serve  in  the  status  of  enlisted  men  until 
a vacancy  exists.  It  is  considered  highly 
advantageous  for  doctors  who  are  eligible  for 
service  under  the  provisions  of  the  Selective 
Service  Act  to  make  application  for  a commis- 
sion in  the  Medical  Reserve  Corps  at  once,  if 
eligible. 

I would  also  strongly  recommend  that  all 
senior  medical  students  make  application  for 
a commission  in  the  Reserve  Corps  immedi- 
ately and  not  wait  until  they  have  been  gradu- 
ated in  medicine.  If  eligible,  a senior  medi- 
cal student  can  be  granted  a commission  as 
First  Lieutenant  in  the  Medical  Reserve 
Corps  of  the  Army  immediately  upon  gradua- 
tion from  fully  accredited  medical  schools 
in  the  United  States,  even  before  he  appears 
before  a State  Board  and  has  secured  a license 
to  practice  medicine.  He  should  understand 
that  accepting  a commission  in  the  Reserve 
Corps  will  not  interfere  with  his  internship. 
As  soon  as  commissioned  he  should  present 
his  letter  of  appointment  to  his  local  Selective 
Service  Board  for  reclassification.  The  most 
logical  time  for  a Reserve  officer  to  serve  his 
year  on  extended  active  duty  in  the  military 
service  is  upon  the  completion  of  his  internship 
before  he  has  established  himself  in  civil 
practice. 

We  receive  many  requests  for  exemption 
from  active  duty  of  Medical  Reserve  officers 
who  are  serving  a residency  in  some  hospital. 
Each  such  application  is  carefully  investi- 
gated, and  wherever  it  is  possible  to  do  so  we 


grant  a deferment.  Our  action  depends  upon 
many  factors,  including  the  exigencies  and 
demands  of  the  service.  It  should  be  clearly 
understood  that  a physician  is  not  exempt  be- 
cause he  is  serving  a residency. 

Affiliated  Hospitals 

The  War  Department  has  authorized  a cer- 
tain number  of  affiliated  units  sponsored  by 
civilian  hospitals.  The  object  of  such  af- 
filiation is  to  provide  integrated  hospital 
units  with  qualified,  coordinated  personnel  for 
early  active  military  duty  in  the  event  of  a 
national  emergency. 

A senior  Reserve  officer  for  each  unit  will, 
upon  approval  of  the  Surgeon  General,  be 
designated  as  Unit  Director.  He  will  be 
charged  with  the  peacetime  organization,  ad- 
ministration, and  training  of  the  units.  The 
remaining  appointments  will  be  in  grades  ap- 
propriate for  the  position  to  which  the  in- 
dividuals are  to  be  assigned  as  authorized  in 
War  Department  Tables  of  Organization. 
These  appointments  will  be  restricted  to 
individuals  who  are:  (1)  members  of  the 

staffs  or  faculties  of,  or  associated  with,  spon- 
soring institutions;  (2)  between  the  ages  of 
23  and  55  years;  and  (3)  physically  qualified 
for  appointment.  Prior  to  mobilization  of 
the  unit,  an  officer  of  the  Medical  Corps, 
Regular  Army,  will  be  assigned  to  each  af- 
filiated unit  as  Commanding  Officer  to  effect 
its  mobilization. 

Physical  Examination  of  Selective 
Service  Registrants 

The  Selective  Service  Regulations  pre- 
scribed by  Executive  Order  No.  8570,  signed 
by  the  President,  October  18,  1940,  describe 
the  organization,  administration,  registration, 
classification,  selection,  delivery,  induction, 
finance,  and  physical  standards  pertaining  to 
Selective  Service.  The  physical  standards 
prescribed  for  local  and  medical  advisory 
boards  for  Selective  Service  are,  of  course, 
precisely  the  same  as  MR  1-9,  which  is  used 
by  Army  Induction  Boards.  Local  doctors 
throughout  the  Corps  Area  have  generously 
given  their  services  without  charge  in  the 
conducting  of  physical  examinations  of  regis- 
trants at  the  place  each  local  board  func- 
tions. There  exists  no  group  more  patriotic 
than  the  American  physician  who  faithfully 
performs  this  work,  the  nature  of  which  at 
times  undoubtedly  creates  unjust  criti- 
cism. 

In  connection  with  this  work  the  State 
Council  Committees  on  Medical  Prepared- 
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TABLE  1. — Causes  for  Rejection 
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16.3 

5.8 
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8,990 

1,621 

18.5 

14.7 

10.1 

3 
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1,835 

17 . 5 

16.5 

8.7 

4 

11,894 

1,735 

16.6 

14.1 

8.9 

5 

12,698 

1,703 

18.0 

12.3 

8.3 

6 

13,382 

1,893 

15.6 

14.4 

8.9 

7 

13,501 

2,210 

12.9 

11.1 

6.6 
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76,406 

11,991 

17.2 
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8.7 

First  1,000  all  Corps  Areas 

22.6 

13.5 

9.0 

W7orld  W7ar  comparable  period 

7.3 

14.7 

4.6 

ness  in  this  Corps  Area  were  requested  to 
recommend  the  names  of  qualified  specialists 
for  the  induction  stations’  medical  examining 
boards.  These  Induction  Stations  are  now 
located  at  the  following  places:  Buffalo; 
Syracuse;  Albany;  Manhattan  and  Queens 
boroughs,  N.  Y. ; and  Newark  and  Trenton,  N.  J. 

The  allotted  strength  of  Medical  Depart- 
ment personnel  is  that  prescribed  by  MR  1-7. 
Originally  it  was  considered  that  for  an  aver- 
age of  200  men  per  day  the  medical  examining 
board  should  consist  of  12  officers  and  18  en- 
listed men.  This  personnel  -was  later  in- 
creased by  providing  one  neuropsychiatrist 
for  each  50  inductees.  In  addition,  repre- 
sentatives of  the  upstate  Newr  York  Depart- 
ment of  Health,  New  York  City  Depart- 
ment of  Health,  New  Jersey  state  and  local 
health  services,  and  the  State  Department  of 
Health  in  Delaware  provided  expert  physi- 
cians to  interpret  x-rays  of  the  chests  of  all 
selectees  reporting  at  induction  stations  in  the 
Second  Corps  Area.  So,  at  the  present  time, 
the  requirements  for  an  induction  station  for 
200  men  are  16  medical  officers,  1 dental  offi- 
cer, and  22  enlisted  men  or  civilian  employees. 

The  total  number  of  registrants  received  at 
induction  stations  in  the  Second  Corps  Area 
as  of  March  31  was  76,406.  Of  this  number, 
64,398  were  accepted  and  11,991,  or  15.7  per 
cent,  have  been  rejected.  The  causes  for 
rejection  during  each  ten-day  requisition 
period  may  be  classified  under  nine  main 
headings  (Table  1). 

Table  1 includes  the  causes  for  rejection 
under  each  heading  for  this  Corps  Area  based 
on  each  requisition  period;  samples  of  ap- 
proximately 1,000  men  in  the  early  period 
of  examination  in  all  Corps  Areas;  and,  for 
comparative  purposes,  the  last  fine  indicates 
rejections  in  an  early  period  during  the  World 
War. 

A study  of  this  table  shows  consider- 
able variation  in  rejections  within  the  Second 
Corps  Area  during  the  early  and  later  req- 
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uisition  periods  in  contrast  with  rejections 
during  the  World  War.  These  figures  should 
be  interpreted  as  only  showing  a trend.  Con- 
clusive data  will  be  unavailable  until  a com- 
plete analysis  has  been  made  by  the  Surgeon 
General  of  the  Army. 

Our  experience  in  this  Corps  Area  indicates 
there  has  been  a drop  in  dental  rejections 
from  27.6  per  cent  in  the  first  period  to  12.9 
per  cent  in  the  last  period.  This  is  probably 
due  to  a better  understanding  of  the  dental 
requirements  as  processing  continued.  Den- 
tal rejections  in  the  World  War  during  the 
early  stages  were  approximately  7 per  cent. 
Rejections  for  defects  of  eyes,  mental  abnor- 
mality, and  as  a result  of  hernia  have  been 
consistent  throughout  and  agree  substantially 
with  figures  from  the  World  War. 

The  average  rejections  for  defects  of  the  ear 
in  this  Corps  Area  are  slightly  less  than  9 
per  cent,  which  is  about  double  the  percent- 
age (4.6  per  cent)  for  the  early  World  War. 

Rejections  for  heart  defects  are  6.2  per 
cent,  which  is  less  than  half  that  of  the  com- 
parable World  War  period. 

Rejection  for  lung  defects  during  the  early 
part  of  the  last  w^ar  was  10.9  per  cent,  and  so 
far  in  this  Corps  Area  it  has  been  8.5  per 
cent  or  2.4  less,  notwithstanding  the  fact  that 
all  registrants  are  given  an  examination  that 
includes  an  x-ray  of  the  chest.  Approxi- 
mately  1 per  cent  are  rejected  because  of  x-ray 
findings.  With  the  exception  of  the  Second 
and  Third  Corps  Areas,  the  rejection  for  lungs 
was  low,  the  average  for  all  Corps  Areas  being 
3.8  per  cent. 

Musculoskeletal  and  feet  defects  have  aver- 
aged more  than  9 per  cent  as  compared  with 
World  War  figures  of.  nearly  17  per  cent. 

Venereal  rejections  in  this  Corps  Area 
during  the  first  requisition  period  were  5.4 
per  cent,  wrhile  in  the  last  requisition  period 
in  March  it  was  20.4  per  cent.  The  increase 
in  rate  began  in  the  fifth  requisition  period, 
wdien  the  percentage  was  14.4,  and  reached 
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20.4  per  cent  in  the  seventh  period  the  last 
week  in  March.  It  was  in  the  fifth  period  that 
colored  men  were  included  among  the  selec- 
tees. This  increase  may  be  partly  due  to  a 
change  made  in  MR  1-9  and  a delay  in  the  in- 
formation reaching  examining  physicians,  or  a 
misinterpretation  of  MR  1-9.  During  a simi- 
lar period  of  the  World  War  the  venereal  re- 
jections were  slightly  over  4 per  cent. 

The  average  total  rejections  in  this  Corps 
Area,  including  the  seventh  requisition  period 
ending  March  31,  were  15.7  per  cent  as  com- 
pared with  1(5.7  per  cent  for  a general  average 
in  all  Corps  Areas  during  the  first  requisition 
period  and  in  contrast  to  11.6  per  cent  in  the 
early  stages  of  the  World  War. 

“The  Prehabilitation  of  Registrants — a 
Plan  for  Rendering  Registrants  Fit  for  Exami- 
nation and  Service”  has  been  offered  by  Selec- 
tive Service  Headquarters  on  page  1777  of  the 
Journal  of  the  American  Medical  Association, 
April  19,  1941,  under  the  heading  of  “Medical 
Preparedness.”  It  is  suggested  that  every 
physician  and  dentist  read  this  article. 

“The  plan  provides  that  (1)  registrants 
familiarize  themselves  with  the  physical 
standards  required,  (2)  registrants  apply  to 
their  local  physicians  and  dentists  if  they  fall 
short  of  the  stipulated  standards,  (3)  family 
physicians  and  dentists  correct  defects  if  they 
are  remediable,  and  (4)  registrants  carry  cer- 
tificates of  prehabilitation  to  local  and  induc- 
tion boards  at  the  time  they  present  them- 
selves for  examination. 

“The  purposes  of  this  plan  are  (1)  to  afford 
the  registrant  participation  in  his  own  pre- 
habilitation, (2)  to  select  more  suitable  men 
and  increase  the  number  of  inductions,  (3) 
to  improve  national  morale  by  decreasing  the 
number  of  rejections,  (4)  to  cultivate  in  the 
registrants  the  spirit  of  self-reliance,  initiative, 
and  patriotism,  and  (5)  to  effect  prehabilita- 
tion through  maintaining  the  normal  relation- 
ship of  the  patient  to  his  family  doctor  and 
dentist.” 

Medical  Supply 

As  science  and  civilization  progress  the 
question  of  supply  becomes  more  intricate. 
Cognizant  of  that  fact,  the  War  Department 
plan  for  medical  supply  preparedness  lias  been 
going  on  since  the  last  war.  Planning  for  the 
mobilization  of  the  medical  resources  of  the 
country  is  one  of  the  primary  and  fundamental 
functions  of  the  Medical  Department. 

An  Army’s  movement  and  its  very  exist- 
ence can  continue  only  so  long  as  supplies  and 
materials  are  adequate,  and  the  quantities  that 


represent  adequacy  are  almost  beyond  one’s 
comprehension.  The  average  layman  thinks 
of  medical  supplies  in  terms  of  pills,  hot  water 
bottles,  and  the  ordinary  items  found  in 
drug  stores.  The  fact  is  that  the  Medical 
Department  buys,  stores,  and  issues  about 
5,500  different  articles,  which  range  in  variety 
from  an  upright  steam  boiler  to  carpet  tacks. 
The  Medical  Supply  Officer  at  the  New  York 
Depot  tells  me  that  at  this  time  he  is  com- 
pleting a program  of  assembling  and  shipping 
a total  of  98  hospitals  totaling  27,000  beds. 
These  hospitals  range  in  size  from  25-  to 
1,000-bed  capacity,  and  each  bed  represents 
approximately  600  pounds  of  auxiliary  equip- 
ment. 

Supplies  for  the  Medical  Department  are 
vital.  They  are  essential  in  the  care  of  troops. 
When  a recruit  arrives  at  camp,  he  is  clothed. 
Hence,  if  a uniform  cannot  be  supplied  im- 
mediately by  the  Quartermaster,  the  soldier 
will  not  die  of  exposure.  If  the  Ordnance  De- 
partment does  not  have  guns,  he  must  post- 
pone shooting;  if  airplanes  are  not  available, 
he  cannot  be  taught  to  fly.  The  lack  of  these 
facilities  does  not  produce  individual  hardship, 
epidemics  and  death.  However,  a recruit, 
upon  arriving  at  camp,  is  subject  to  disease 
and  injury,  and  it  is  imperative  that  the 
Medical  Department  have  available  appro- 
priate equipment  and  supplies  for  his  needs. 
We  must  always  be  prepared  to  meet  any 
contingencies  that  affect  the  soldier’s  life  or 
health. 

Colonel  Dawson,  the  officer  in  charge  of 
the  Medical  Section  of  the  New  York  General 
Depot,  tells  me  that  at  the  beginning  of  the 
present  emergency  the  New  York  Medical 
Depot  had  approximately  550,000  square  feet 
of  floor  space,  spent  an  annual  sum  of  around 
$1,500,000,  and  shipped  out  about  500  tons  of 
supplies  per  month.  At  present  the  floor 
space  totals  1,400,000  square  feet,  expendi- 
tures since  September  1,  1940,  were  $32,000,- 
000,  and  outgoing  shipments  exceed  3,500 
tons  per  month,  with  incoming  tonnage  at 
least  equaling  this  figure. 

Time  will  not  permit  me  to  describe  herein 
the  many  new  items  of  equipment  and  supplies 
being  made  available  for  field  use — such  as 
blood  plasma  made  from  blood  collected  by 
the  Red  Cross  and  prepared  by  a manufac- 
turer in  units  equivalent  to  a pint  of  blood; 
an  anesthetic  solution,  already  mixed  ready 
for  use  in  dental  surgery;  morphine  in  solu- 
tion under  nitrogen  pressure  for  automatic 
use  from  container;  individual  ointment 
packets  made  out  of  soft  gelatin  capsules  for 
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various  prophylactic  purposes,  viz.,  venereal 
diseases,  scabies,  etc. 

Professional 

The  Medical  Department  of  the  Army 
must  furnish  the  highest  standard  of  service 
for  all  military  personnel.  The  cooperation 
of  civilian  agencies  in  meeting  these  require- 
ments is  of  the  greatest  importance.  For 
this  purpose,  early  in  1940,  the  Surgeon  Gen- 
eral of  the  Army  and  Navy  requested  the 
Division  of  Medical  Sciences  of  the  National 
Research  Council  to  establish  committees 
that  might  act  in  an  advisory  capacity  to  the 
Medical  Department.  As  a result,  at  the 
present  time  there  are  seven  main  commit- 
tees functioning — namely:  (a)  Committee  on 
Chemotherapeutic  and  Other  Agents,  (b) 
Committee  on  Transfusion,  (c)  Committee  on 
Medicine,  (d)  Committee  on  Surgery,  (e) 
Committee  on  Aviation  Medicine,  (f)  Com- 
mittee on  Neuropsychiatry,  and  (g)  Commit- 
tee on  Information.  In  addition,  there  are  at 
least  forty  subcommittees  connected  with 
these  committees.  All  are  concerned  with 
some  vital  medical  problem,  and  their  find- 
ings are  circulated  to  the  appropriate  medical 
personnel. 

For  example,  the  Committee  on  Chemo- 
therapeutic and  Other  Agents,  in  compliance 
with  a request  from  the  Surgeon  General,  sum- 
marized the  present  status  of  chemotherapy 
with  a view  to  its  application  in  the  treatment 
of  military  personnel.  An  outline  of  their 
opinions  and  recommendations  concerning 
infections  and  infectious  diseases  was  pub- 
lished in  a circular  letter  by  the  Surgeon 
General  as  a general  guide  to  medical  officers 
so  that  this  committee’s  findings  could  be 
used  at  their  discretion  with  due  considera- 
tion of  all  other  factors  that  may  be  pre- 
sented by  each  individual  patient. 

Aside  from  the  care  of  the  sick  and  injured, 
the  Medical  Department  of  the  Army  has 
always  been  concerned  about  the  prevention 
of  sickness  and  injury.  It  has  been  especially 
proud  of  its  achievement  in  that  role.  I refer 
particularly  to  environmental  sanitation,  water 
supply,  sewage  disposal,  anti  malarial  work, 
control  of  venereal  diseases,  and  inspection  of 
food  and  meat. 

Immunization  Against  Infectious 
Diseases  in  the  United  States  Army 

Selective  Service  registrants  for  our  Army 
are  critically  inspected  and  tested.  They 
must  meet  high  standards  physically,  men- 
tally, and  morally.  Those  accepted  are  be- 


lieved to  be  able  to  stand  up  under  a year’s 
strenuous  military  service  and  ten  years  in 
the  Reserve  Corps  of  the  Army.  The  soldier 
is  instructed  in  personal  hygiene  and  is  re- 
quired to  practice  its  principles.  He  is  prop- 
erly housed,  provided  a well-balanced  diet, 
supplied  adequate  clothing,  and  is  required 
to  take  supervised  physical  exercises.  An  ef- 
ficient system  of  environmental  sanitation 
gives  him  the  best  possible  protection  against 
communicable  diseases.  If  he  becomes  sick 
or  injured,  he  is  given  the  best  care  possible 
in  a modern  hospital.  In  spite  of  all  these 
measures  a higher  sick  rate  is  always  expected 
in  recruits.  This  is  especially  true  during 
the  season  when  respiratory  diseases  are  prev- 
alent or  in  the  field  when  men  are  not  well 
disciplined. 

Hemisphere  defense  necessitates  the  sending 
of  our  troops  to  varied  climates  where  they 
are  exposed  to  a great  variety  of  diseases.  The 
Medical  Department  of  the  Army  has  con- 
stantly been  on  the  alert  to  perfect  all  plans  to 
meet  any  contingencies  that  will  affect  the 
soldier’s  health . Military  preventive  medicine 
is  one  of  the  most  important  factors  we  can 
depend  upon  for  accomplishing  this  task. 

The  accomplishment  of  prophylactic  im- 
munization against  infectious  diseases  is 
particularly  effective  in  Army  troops.  Army 
organization  and  administration  make  the 
carrying  out  of  adopted  immunization  pro- 
cedures a simple  matter.  Experience  has 
shown  that  troops  can  be  thoroughly  im- 
munized against  smallpox,  typhoid  fever,  and 
tetanus.  Our  Army  has  been  effectively  vac- 
cinated against  smallpox  and  typhoid  fever 
for  many  years.  During  the  World  War 
tetanus  antitoxin  was  used  routinely  as  a 
prophylactic.  As  a result,  there  were  only  36 
cases  of  tetanus  associated  with  176,000 
battle  injuries.  It  has  been  reported  that  the 
French  used  toxoid  immunization  during  the 
current  war  with  no  serious  reactions  and 
not  a single  case  of  tetanus.  Active  immuni- 
zation against  tetanus  by  vaccination  with 
tetanus  toxoid  is  being  performed  on  military 
personnel  when  authorized  by  the  War  De- 
partment. Civilian  employees  subject  to  field 
service  with  the  Army  and  others  at  military 
stations  are  privileged  to  take  this  vaccina- 
tion. The  first  dose  can  be  given  concur- 
rently with  triple  typhoid  and  smallpox  vac- 
cine. The  Army  is  using  liquid  tetanus 
toxoid  (plain),  prepared  according  to  specifi- 
cations approved  by  the  United  States  Public 
Health  Service  and  the  Surgeon  General  of 
the  Army. 
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In  addition  to  the  above-mentioned  vac- 
cines, diphtheria  toxoid  or  scarlet  fever  toxin 
may  be  used  in  localized  outbreaks  of  diph- 
theria and  scarlet  fever  among  young  recruits. 

Our  troops  may  be  sent  to  localities  where 
they  have  to  be  vaccinated  against  yellow 
fever,  cholera,  plague,  and  typhus  fever. 
As  a matter  of  fact,  a vaccine  that  has  been 
manufactured  since  1936  by  the  Rockefeller 
International  Health  Board,  consisting  of  an 
attenuated,  living  strain  of  yellow  fever  virus 
maintained  by  cultivation  in  the  living  chick 
embryo,  is  available  for  our  troops  that  are 
sent  to  regions  where  yellow  fever  may  occur. 

Anticholera  vaccines  have  been  used  for 
many  years.  The  killed  suspension  of  the 
Vibrio  as  used  in  Japan  and  India  apparently 
affords  protection.  If  our  troops  become  ex- 
posed to  epidemic  cholera,  a vaccine  should  be 
used.  Plague,  which  has  killed  millions  of 
individuals,  at  times  has  spread  over  the 
world.  As  late  as  1923  it  was  estimated  that 
there  were  250,000  cases  of  plague  distributed 
throughout  the  world.  Endemic  foci  of 
rodent  plague  are  known  to  exist  in  this 
country.  This  so-called  “syl  vatic”  type  of 
plague  has  been  found  in  practically  every 
state  west  of  the  Continental  Divide.  If  our 
troops  were  exposed  to  epidemic  plague, 
either  the  bubonic  or  pneumonic  type,  the 
use  of  a bacterial  vaccine  against  the  disease 
should  be  carefully  considered. 

Typhus  fever  is  a wartime  disease.  The 
delousing  of  troops  is  a valuable  control 
measure  but  does  not  give  sufficient  protec- 
tion during  an  epidemic  of  the  disease.  Vac- 
cines as  a protective  measure  are  believed  ef- 
fective as  the  result  of  animal  experimenta- 
tion, and  arrangements  have  been  made  to 
manufacture  it  in  large  quantities  should  it  be 
required. 

The  vaccine  prepared  by  the  International 
Health  Board  from  strains  of  influenza  and 
distemper  viruses  grown  together  in  tissue 
culture  is  now  being  used  for  the  prevention 
of  influenza  in  man.  This  may  become  the 
greatest  weapon  for  the  control  of  this  disease 
in  the  Army. 

Since  1936  the  Army  has  been  interested 
in  determining  the  prophylactic  value  of  cer- 
tain pneumococcic  polysaccharide  solutions 
against  pneumonia.  The  results  so  far  re- 
ported are  encouraging.  Specific  agents  are 
needed  for  the  protection  of  troops  in  the  field 
against  such  diseases  as  measles,  mumps, 
meningitis,  poliomyelitis,  encephalitis,  gas 
gangrene,  malaria,  relapsing  fever,  oroya 
fever,  and  the  venereal  infections. 


Morbidity  and  Mortality  Statistics 
in  the  Second  Corps  Area 

The  average  military  strength  in  the  Second 
Corps  Area  from  September  21,  1940,  to 
March  28,  1941,  a period  of  27  weeks,  was 
53,170.  The  following  communicable  dis- 
eases occurred:  14,988  cases  of  common 

respiratory  disease,  including  influenza;  168, 
primary  pneumonia;  9,  epidemic  meningitis; 
149,  measles;  188,  scarlet  fever;  912,  German 
measles;  562,  gonorrhea  (508  of  which  were 
new) ; and  79,  syphilis  (21  of  which  were  new). 

During  this  period  there  were  49  deaths. 
Of  this  number,  25  were  due  to  violence;  viz., 
automobile  accidents  15,  gunshot  wounds  3, 
airplane  accidents  2,  carbon  monoxide  poison- 
ing 1,  drug  poisoning  1,  burns  1,  fractured 
skull  1,  suicide  by  jumping  from  a high  place  1 ; 
9 deaths  were  due  to  cardiovascular  renal 
disease;  the  remaining  were  from  miscel- 
laneous causes. 

There  were  only  168  cases  of  primary  pneu- 
monia during  this  period  when  respiratory 
and  acute  communicable  diseases  were  unusu- 
ally high  throughout  the  country.  The  fact 
that  there  was  only  1 death  among  this  group 
and  no  deaths  among  9 cases  of  epidemic 
meningitis  speaks  well  for  modern  chemo- 
therapeutic measures.  Credit  should  also 
be  given  to  the  constant  vigilance  main- 
tained by  the  Medical  Department  person- 
nel, which  included  daily  inspections;  ob- 
serving all  questionable  sick  patients  at  the 
unit  infirmary;  sending  to  the  hospital  all 
men  with  temperatures  of  more  than  100  F. 
and  any  others  if  in  doubt  about  the  appro- 
priate disposition  in  each  case;  and  careful 
medical  care  and  nursing  at  the  hospital. 
All  these  factors  contribute  to  our  low  sick  and 
death  rate. 

A few  years  ago  there  used  to  be  reported 
about  500,000  cases  of  pneumonia  of  all  forms 
in  the  United  States  each  year,  with  approxi- 
mately 100,000  deaths.  The  death  rate 
then  from  pneumonia  was  exceeded  only  by 
heart  disease  and  cancer.  Further  signifi- 
cance in  this  connection  bearing  on  the  use  of 
the  sulfonamide  group  of  drugs  can  be  appre- 
ciated by  considering  some  of  the  last  World 
War  statistics : There  were  2,370  deaths  from 
measles,  most  of  which  were  due  to  complicat- 
ing streptococcic  infections;  4,831  admissions 
for  cerebrospinal  meningitis  with  1,836  deaths; 
45,774  cases  of  lobar  pneumonia  with  10,145 
deaths,  a fatality  of  over  22  per  cent.  The 
total  man-days  lost  to  the  Army  from  gonor- 
rhea in  the  World  War  were  3,903,303.  Based 
on  recent  tables  where  the  results  of  various 
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chemotherapeutic  agents  are  carefully  re- 
ported, checked,  and  analyzed,  it  appears  that 
more  than  65  per  cent  of  gonorrhea  cases  are 
symptom-free  within  one  week  under  sulfa- 
thiazole  treatment. 

Extra  Cantonment  Sanitation 

During  the  past  year  it  was  my  privilege  to 
observe  the  splendid  coordination  of  effort 
and  cooperation  given  the  Army  Sur- 
geon by  the  United  States  Public  Health 
Service  and  the  New  York  State  Health 
organization  representatives  not  only  in  the 
planning  stage  of  the  First  Army  Maneuvers 
but  while  the  maneuvers  were  in  progress. 
It  is  properly  recognized  that  reciprocation 
in  this  matter  is  equally  important  for  the 
health  of  the  Army  and  the  civilians  in  the 
community  concerned. 

The  above-mentioned  agencies  are  using 
their  resources  in  safeguarding  the  health  of 
military  personnel  by  suitable  measures  of 
extra  cantonment  military  sanitation  in  the 
vicinity  of  maneuver  areas  and  of  Regular- 
Army  stations. 

The  control  of  venereal  diseases  continues 
to  be  one  of  the  more  important  health  prob- 
lems for  both  the  military  and  civilian  authori- 
ties. The  War  Department,  recognising  the 
seriousness  of  the  venereal  disease  menace, 
sent  a letter  to  the  commanding  generals  of 
all  corps  areas  and  departments,  citing  the 
joint  agreement  between  representatives  of 
the  Surgeon  Generals  of  the  Army,  Navy  and 
United  States  Public  Health  Service,  with  a 
view  to  initiation  of  measures  for  the  pur- 
pose of  reducing  the  spread  of  venereal  dis- 
eases. The  American  Social  Hygiene  Asso- 
ciation, together  with  many  other  voluntary 
agencies,  is  rendering  a great  service  to  this 
country  under  the  provisions  of  the  agree- 
ment referred  to.  This  joint  agreement  was 
as  follows: 

It  is  recognized  that  the  following  services 
should  be  developed  by  state  and  local  health 
and  police  authorities  in  cooperation  with  the 
Medical  Corps  of  the  United  States  Army,  the 
Bureau  of  Medicine  and  Surgery  of  the  United 
States  Navy,  the  United  States  Public  Health 
Service  and  interested  voluntary  organizations: 

(1)  Early  diagnosis  and  adequate  treatment 
by  the  Army  and  the  Navy  of  enlisted  personnel 
infected  with  the  venereal  diseases. 

(2)  Early  diagnosis  and  treatment  of  the 
civilian  population  by  the  local  health  depart- 
ment. 

(3)  When  authentic  information  can  be 
obtained  as  to  the  probable  source  of  extra- 
marital venereal  disease  infection  of  military  or 
naval  personnel,  the  facts  will  be  reported  by 
medical  officers  of  the  Army  or  Navy  to  the  state 


or  local  health  authorities  as  may  be  required. 
If  additional  authoritative  information  is  avail- 
able as  to  extramarital  contacts  with  diseased 
military  or  naval  personnel  during  the  com- 
municable stage,  this  should  also  be  reported. 

(4)  All  contacts  of  enlisted  men  with  infected 
civilians  to  be  reported  to  the  medical  officers 
in  charge  of  the  Army  and  Navy  by  the  local 
or  state  health  authorities. 

(5)  Recalcitrant  infected  persons  with  com- 
municable syphilis  or  gonorrhea  to  be  forcibly 
isolated  during  the  period  of  communicability; 
in  civilian  populations  it  is  the  duty  of  the  local 
health  authorities  to  obtain  the  assistance  of  the 
local  police  authorities  in  enforcing  such  isolation. 

(6)  Decrease  as  far  as  possible  the  oppor- 
tunities for  contacts  with  infected  persons.  The 
local  police  department  is  responsible  for  the 
repression  of  commercialized  and  clandestine 
prostitution.  The  local  health  departments, 
the  State  Health  Department,  the  Public  Health 
Service,  the  Army,  and  Navy  will  cooperate  with 
the  local  police  authorities  in  repressing  prosti- 
tution. 

(7)  An  aggressive  program  of  education  both 
among  enlisted  personnel  and  the  civilian 
population  regarding  the  dangers  of  the  venereal 
diseases,  the  methods  for  preventing  these 
infections,  and  the  steps  that  should  be  taken  if 
a person  suspects  that  he  is  infected. 

(8)  The  local  police  and  health  authorities, 
the  State  Department  of  Health,  the  Public 
Health  Service,  the  Army,  and  the  Navy  desire 
the  assistance  of  representatives  of  the  American 
Social  Hygiene  Association  or  affiliated  social 
hygiene  societies  or  other  voluntary  welfare 
organizations  or  groups  in  developing  and 
stimulating  public  support  for  the  above 
measures. 

General  Reynolds,  in  his  presidential  ad- 
dress on  “Our  Medical  Preparedness  for 
Modern  War,”  before  the  Association  of 
Military  Surgeons  of  the  United  States  at 
Cleveland,  Ohio,  in  the  fall  of  1940,  stated: 
“Prostitution  must  be  recognized  as  a Fifth 
Column  in  our  midst  to  be  dealt  with  accord- 
ingly. Without  restraint  the  forces  of  prosti- 
tution can  decimate  a military  command. 
These  forces  strike  the  moment  mobilization 
and  concentration  begin  and  hang  on  the 
flanks  of  the  forces  as  they  move  from  one 
theater  of  operations  to  another.  Modern 
ways  of  life  have  changed  the  tactics  of  pros- 
titution to  keep  it  current  with  the  changes 
of  the  methods  of  war.  As  Colonel  Dunham 
puts  it:  ‘Prostitution  has  been  motorized 

while  the  Army  has  become  mechanized.' 
The  operations  of  a mechanized  force  cover  a 
wide  territory,  calling  for  a more  universal 
cooperation  by  local  health  and  police  officers 
with  military  commanders.” 

Conclusion 

Time  will  not  permit  even  a mention  of 
many  phases  of  our  tremendous  task,  in- 
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eluding  those  pertaining  to  administration, 
planning,  training,  tactical  field  problems, 
and  the  recent  advances  made  in  war  medicine 
and  surgery.  While  there  are  many  unsolved 
medical  problems  that  are  a challenge  to  the 
medical  profession,  the  outlook  for  the  welfare 
of  every  soldier  participating  in  the  present 
National  Emergency  is  better  than  ever  be- 
fore. There  still  remains,  however,  an  oppor- 
tunity for  patriotic  service  of  vital  importance 
in  the  interest  of  National  Defense  by  the 
members  of  our  profession. 
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COMMUNITY  HEALTH  IN  AREAS  ADJACENT  TO  MILITARY 
POSTS  AND  IN  DEFENSE  INDUSTRIES 

Albert  E.  Russell,  M.D.,  F.A.C.P.,  Governors  Island,  New  York 


THE  present  program  for  national  defense 
has  focused  our  attention  on  the  many 
problems  of  public  health  and  physical  fit- 
ness. More  than  ever  before  the  nation  has 
recognized  health  as  an  essential  element  of 
preparedness.  This  is  attested  to  by  the 
phrase  “maintenance  of  public  health,  safety, 
or  interest”  which  is  used  repeatedly  through- 
out the  Selective  Training  and  Service  Act  of 
1940.  Surgeon  General  Thomas  Parran,  in  an 
address  before  the  State  and  Territorial  Health 
Officers  in  Washington,  D.  C.,  on  September 
16,  1940,  said  in  part:  “The  most  impelling 
problem  which  we  face  today  is  that  of  main- 
taining the  safety  of  this  country  and  its  insti- 
tutions. For  their  aggressive  defense,  we  are 
gearing  up  governmental  methods,  mobilizing 
resources,  and  manpower. 

“For  the  first  time  in  all  history,  world 
events  have  thrust  upon  us  the  concept  of  a 
total  war.  In  preparing  for  a total  defense, 
all  factors  ultimately  rest  upon  the  one  funda- 
mental resource  of  the  country,  manpower. 
Medicine  and  public  health,  through  the  cen- 
turies, have  been  devoted  to  the  conservation 
of  manpower  and  its  socially  constructive 
use.” 

The  Federal  Government  has  planned  a 
closer  coordination  of  health  activities  to  pro- 
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mote  national  defense  than  we  have  known 
before.  We  have  now  a coordination  of 
civilian  health  problems  with  social  welfare, 
children’s  problems,  nutrition,  and  other  con- 
sumer interests  under  one  of  seven  members 
of  the  Advisory  Commission  of  the  Council 
of  National  Defense. 

Health  of  the  Workers 

Industrial  mobilization  and  expansion  coin- 
cide with  military  mobilization  and  expan- 
sion. Although  we  have  made  progress,  we 
are  still  far  from  solving  all  the  long-time 
problems  associated  with  occupational  dis- 
ease, accidents,  and  physical  impairment 
among  workers  in  ordinary  times.  The  im- 
portance of  industrial  production  in  the  United 
States  has  never  been  so  great  as  it  is  today. 
It  is  the  prime  factor  that  will  decide  our  fu- 
ture as  a Democracy  as  well  as  that  of  our 
neighbor  nations.  It  behooves  us,  therefore, 
to  give  serious  thought  and  concise  action  in 
the  matters  of  health  of  the  men  and  women  in 
our  industries  today. 

The  great  and  rapid  industrial  expansion 
has  brought  new  and  hazardous  processes  in 
addition  to  an  augmentation  of  the  old  ones 
already  known  to  us.  Federal,  state,  and  local 
health  departments  are  taking  steps  to  meet 
the  present-day  needs.  The  knowledge  of 
industrial  medicine  and  safety  must  now  be 
applied  vigorously,  and  careful  watch  for  new 
hazards  must  be  made.  More  than  thirty 
state  industrial  hygiene  units  have  been  es- 
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tablished  during  the  past  five  years,  almost 
entirely  with  Federal  funds  from  Title  VI  of 
the  Social  Security  Act.  These  consist  of  an 
organization  nucleus  that  is  not  entirely  ade- 
quate to  meet  the  present  crisis.  These  units 
have  their  problems,  and  chief  among  these 
are  lack  of  sufficient  numbers  of  personnel 
with  proper  training  for  their  jobs.  Back  of 
this,  in  many  instances,  is  the  lack  of  funds  to 
employ  trained  personnel  and  to  offer  them 
security  in  their  positions.  The  newness  of 
industrial  hygiene  work  in  state  health  de- 
partments is  perhaps  the  reason  why  funds 
have  not  been  provided  by  the  legislatures  of 
the  respective  states.  These  units  have  not 
had  sufficient  time  to  prove  their  worth  and 
thereby  make  it  easier  to  obtain  necessary 
funds.  Now  these  units  are  called  upon  to 
function  to  the  fullest  extent  of  their  abilities. 
The  Federal  Government  is  giving  further 
help  by  providing  funds  and  by  assigning  per- 
sonnel to  assist  in  this  vital  program. 

Another  problem  in  connection  with  the 
health  of  workers  in  defense  industries  is  the 
shortage  of  physicians  who  are  trained  for 
industrial  medical  service.  These  men  are 
important  to  industry,  for  they  are  the  ones 
who  must  take  care  of  the  injured.  They  see 
those  workers  who  are  ill  with  infectious  dis- 
eases, refer  them  to  their  own  physicians,  and 
notify  the  health  officer.  Early  recognition 
and  isolation  are  important.  The  industrial 
physician  is  first  to  recognize  occupational 
diseases,  and  it  is  his  duty  to  notify  the  indus- 
trial hygiene  unit  of  the  State  Health  De- 
partment. To  meet  the  shortage  of  this  im- 
portant group  of  physicians  it  is  necessary  to 
coordinate  postgraduate  training  with  the 
medical  societies,  medical  schools,  and  health 
departments.  Industrial  medicine  is  one  of 
the  newest  specialties — therefore  the  shortage 
of  physicians  in  this  important  field. 

Health  in  Local  Communities 

The  health  in  local  communities  is  of  great 
importance  in  national  preparedness.  This 
importance  has  a special  emphasis  in  those 
communities  where  defense  industries  are 
located  and  also  in  those  adjacent  to  military 
posts.  For  almost  every  worker  there  is  at- 
tached a family,  the  health  and  welfare  of 
which  are  the  responsibility  of  the  local,  state, 
and  federal  health  authorities.  Workers 
must  be  treated  as  a part  of  the  social  struc- 
ture, the  basis  of  which  is  the  family;  and  any 
health  program  that  is  aimed  at  him  must 
include  not  only  those  with  whom  he  works 
but  also  those  with  whom  he  lives  and  plays. 


We  all  agree  that  we  are  interested  in  pre- 
serving the  health  of  the  worker  if  only  for  the 
sake  of  his  usefulness  in  our  national  scheme 
of  defense  activities.  However,  we  cannot 
isolate  the  worker  from  his  immediate  associ- 
ates; we  cannot  overlook  the  necessity  of 
making  him  aware  of  his  responsibility  in  the 
effort  to  prevent  and  check  the  spread  of  in- 
fectious diseases  in  his  immediate  environs. 

In  this  connection  we  must  also  consider 
the  problem  of  housing  of  workers  and  their 
families.  There  are  always  great  health  and 
social  problems  brought  about  by  large  popu- 
lation shifts.  The  lack  of  adequate  housing 
complicates  and  intensifies  these  problems. 
The  great  expansion  of  industries  and  also 
mobilization  of  troops  have  brought  to  us 
many  of  these  situations. 

There  exists  a shortage  of  skilled  workers 
throughout  the  defense  industries.  Increased 
production  has  resulted  in  placing  a greater 
burden  on  the  physical  capacities  of  the  in- 
dividual skilled  worker.  Since  this  situation 
exists,  it  becomes  imperative  that  health  haz- 
ards be  reduced  to  a minimum.  It  is  not 
possible  to  concentrate  the  problem  of  control 
of  communicable  disease  on  industrial  groups 
to  the  exclusion  of  the  surrounding  communi- 
ties. The  workers  are  already  grouped  to- 
gether by  the  very  nature  of  their  occupations 
and  are,  consequently,  more  easily  reached 
than  the  bulk  of  our  civil  population.  Health 
education  carried  to  industrial  communities 
will  have  far-reaching  effects.  This  is  particu- 
larly true  in  the  case  of  venereal  diseases. 
The  burden  of  organized  activity  to  main- 
tain the  health  in  industrial  and  military  areas 
must  be  shared  equally  by  local  official  agen- 
cies, municipal  administration,  and  em- 
ployers. 

Special  Health  Problems 

Large  population  shifts  may  introduce 
a diversity  of  special  health  problems.  Many 
of  these  seem  rather  remote  on  casual  examina- 
tion; however,  when  considered  in  their  full- 
ness they  take  on  a different  perspective. 
One  of  these  is  malaria.  There  are  many 
places  where  mosquitoes  are  prevalent  which 
are  capable  of  transmitting  this  disease. 
Workers  migrating  from  sections  where  ma- 
laria is  prevalent  may  well  serve  as  a reservoir 
of  infection.  Also,  troops  returning  from  the 
Canal  Zone  and  other  tropical  areas  may  also 
become  sources  of  infection.  There  was  a 
recent  outbreak  in  a neighboring  state  result- 
ing in  110  cases  of  malaria  traceable  to  a boy 
who  had  been  in  a CCC  camp  in  the  South. 
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Therefore,  it  is  easy  to  see  the  necessity  for 
efforts  to  control  mosquito  breeding. 

Water  and  Sewage  Facilities 

The  rapid  and  extensive  increase  in  popula- 
tion of  small  towns  and  villages  has,  in  many 
instances,  overtaxed  the  water  and  sewage 
facilities.  Frequently,  the  local  government 
has  not  been  able  to  effect  an  augmentation  of 
these  services  to  meet  the  needs.  In  some 
situations  it  may  appear  wasteful  to  spend 
large  sums  to  provide  services  that  may  be  in 
demand  only  temporarily.  However,  surveys 
reveal  that  in  many  communities  water  and 
sewage  disposal  facilities  are  already  operating 
at  more  than  efficient  capacity.  Thus,  the 
present  emergency  provides  an  impetus  for 
the  expansion  of  facilities  for  which  the  need 
has  been  existent  for  some  time.  In  any  event, 
we  cannot  afford  halfway  measures  when  the 
health  and  welfare  of  workers  vital  to  the 
national  defense  are  at  stake.  That  the  Fed- 
eral Government  takes  this  position  is  evi- 
denced by  the  fact  that,  where  necessary, 
local  funds  will  be  augmented  by  Federal  aid. 

Milk  and  Other  Food  Supplies 

The  transmission  of  disease  through  milk 
and  other  foods  is  not  new  to  us.  The  in- 
creased demands  for  milk  should  be  accom- 
panied by  increased  vigilance.  Universal 
pasteurization  must  be  practiced  to  provide 
safety  in  this  regard. 

It  might  be  well  to  mention  here  that  the 
Public  Health  Service,  Federal  Security 
Agency,  and  the  Bureau  of  Dairy  Industry, 
United  States  Department  of  Agriculture, 
have  approved  and  recommended  for  adop- 
tion by  states  and  communities  a milk  ordi- 
nance and  code  to  encourage  a greater  uni- 
formity of  milk  control  practice  in  the  United 
States. 

This  ordinance  and  code  embodies  the  best 
information  at  present  available  on  milk  con- 
trol legislation,  but  it  should  be  subject  to 
change  as  improvements  are  developed. 

The  source  and  handling  of  other  food  sup- 
plies must  have  adequate  supervision.  For- 
tunately, much  has  been  accomplished  in  this 
field  already;  however,  vigilance  must  be 
maintained . 

Medical  and  Hospital  Service 

The  rapid  growth  of  small  villages  into  boqm 
towns  has  brought  about  need  for  adequate 
medical  and  hospital  services.  In  some  of 
these  communities  no  hospitals  exist.  Hospi- 
tal service  cannot  be  provided  on  short  notice. 


It  is  also  costly  to  provide  and  maintain. 
Coordination  of  hospital  and  medical  facilities 
must  be  made,  and  transportation  units  of 
ambulances  must  be  organized  to  meet  the 
local  needs. 

There  is  also  a shortage  of  nurses  and  labora- 
tory technicians.  Intensive  courses  would 
provide  more  technicians.  Nurses’  courses 
are  necessarily  longer.  Here  again,  coordina- 
tion of  available  talent  with  the  needs  is  ex- 
tremely necessary. 

Venereal  Diseases 

At  no  time  in  our  history  has  the  necessity 
for  the  control  of  venereal  diseases  been  so 
imperative.  The  needless  loss  of  millions  of 
days  by  troops  during  the  last  war  because  of 
venereal  disease  must  not  be  repeated  at  this 
time.  So  much  progress  has  been  made  in  the 
field  of  venereal  disease  control  that  we  now 
have  weapons  never  available  to  us  before. 
Principle  among  these  is  education.  It  must 
be  extended  and  applied  in  every  national 
endeavor. 

The  military  authorities  have  facilities  for 
education  and  extension  of  activities  in  this 
field;  however,  the  sources  of  infection  of 
troops  are  outside  the  military  posts  and, 
therefore,  beyond  the  control  of  military  au- 
thorities. This  places  the  burden  of  venereal 
disease  control  squarely  on  our  shoulders.  It 
is  a great  responsibility  and  one  in  which  all 
must  participate.  The  health  officer  must  as- 
sume the  leadership  and  have  the  support 
of  local  physicians  and  the  law  enforcement 
agencies.  We  are  not  concerned  with  the  pre- 
vention of  infection  only  in  troops  but  also  in 
the  skilled  and  unskilled  workers  who  are  so 
vitally  important  in  our  scheme  of  national 
defense.  Therefore,  venereal  disease  control 
must  be  a vital  part  of  the  general  health  pro- 
gram. 

Every  state  now  furnishes  a free  laboratory 
diagnostic  service  to  all  physicians.  Expen- 
sive drugs  for  the  treatment  of  patients  are 
available  to  all  doctors.  In  2,887  clinics  com- 
petent diagnostic  and  treatment  service  is 
available;  in  most  of  them,  epidemiologic 
investigations  are  made  to  seek  out  the  sources 
of  infection  and  bring  them  under  treatment. 
The  private  physician  can  render  valuable 
service  in  the  control  of  venereal  disease  by 
promptly  reporting  the  infectious  cases  and, 
if  necessary,  asking  for  their  quarantine. 
This  will  save  many  lost  working  days  to  our 
vital  industries  by  preventing  the  spread  of 
these  diseases. 

Prostitution  must  not  be  tolerated.  It  has 
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been  demonstrated  that  it  is  virtually  impos- 
sible to  control  this  problem  by  police  and 
medical  surveillance.  The  local  law  enforce- 
ment authorities  can  and  must  eliminate  it 
with  the  cooperation  of  the  health  authorities 
in  finding  and  suppressing  sources  of  danger. 

Prophylaxis  in  Venereal  Diseases 

The  prevention  of  infection  is  an  important 
factor  in  the  control  of  any  disease  and  es- 
pecially in  venereal  diseases  when  we  consider 
the  seriousness  of  them.  An  educational 
program  will  do  much  in  this  particular  field; 
it  should  be  well  organized  and  carried  out 
effectively.  Every  health  educational  pro- 
gram should  include  information  on  venereal 
diseases:  what  they  are,  how  contracted,  how 
prevented,  and  how  cured. 

In  the  matter  of  chemical  and  mechanical 
prevention  of  syphilis  and  gonorrhea,  the 
American  Social  Hygiene  Association  and  the 
United  States  Public  Health  Service  appointed 
a special  joint  committee  to  study  and  report 
on  this  phase  of  prevention.  This  committee 
made  recommendations  that  were  published 
in  several  medical  journals  and  are  now  avail- 


able. The  procedure  recommended  is  essen- 
tially the  one  that  is  employed  by  the  military 
forces  and  has,  no  doubt,  been  responsible  for 
the  low  rate  of  infection  in  troops.  The  com- 
mittee recommended  chemical  and  mechanical 
prophylaxis  as  necessary  to  decrease  the  num- 
ber of  carriers  of  infection  and,  hence,  is  com- 
plementary to  educational  measures. 

Conclusion 

The  present  crisis  with  which  we  are  faced 
and  the  resultant  need  for  industrial  and  mili- 
tary mobilization  have  not  necessarily  in- 
jected any  entirely  new  problems  into  the 
scheme  for  healthy  living  but,  rather,  have 
intensified  the  need  for  the  control  of  old 
problems  which  the  present  situation  has 
amplified.  Therefore,  it  is  the  job  of  state  and 
local  health  departments,  with  the  cooperation 
and,  if  necessary,  financial  assistance  of  the 
Federal  Government,  to  augment  existing 
facilities  or  organize  new  ones  for  the  main- 
tenance of  necessary  standards  of  health  and 
sanitation,  particularly  in  those  areas  ad- 
jacent to  the  locations  of  our  industrial  and 
military  forces. 


FROM  THE  VIEWPOINT  OF  THE  STATE  HEALTH  DEPARTMENT 

V.  A.  Van  Volkenburgh,  M.D.,  Dr.P.H.,  Albany,  New  York 


IN  ACCEPTING  the  challenge  to  defend 
the  ideology  of  democracy,  more  than  de- 
fensive efforts  will  be  required.  Each  week 
brings  closer  the  realization  that  if  we  are  to 
defend  democracy  successfully  we  must  assume 
the  offensive  and  fight  to  preserve  it  with 
every  means  at  our  disposal  whatever  the 
sacrifice.  Self-interest,  jealousy,  greed,  and 
hate  must  be  subjugated  to  the  common  wel- 
fare. These  forces  not  only  breed  wars  of  con- 
quest but  are  the  chief  allies  of  those  wishing 
to  cause  dissolution  in  the  countries  they  de- 
sire to  control.  Unity  of  thought,  of  purpose, 
and  of  action,  with  the  single  goal  of  preserva- 
tion of  the  democratic  way  of  life,  will  be  neces- 
sary to  cope  successfully  with  the  problems 
ahead  of  us. 

Much  has  been  written  and  a great  deal  said 
regarding  health  and  medical  preparedness  in 
national  defense  activities.  Outstanding  is  an 
address  by  Surgeon  General  Thomas  Parran1 
in  which  the  needs  are  clearly  foreseen  and 
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defined.  It  is  worthy  of  thoughtful  and  re- 
peated perusal  by  every  worker  active  in  the 
practice  of  medicine  and  public  health.  From 
sources  such  as  this,  it  is  encouraging  to  note 
that  all  agree  as  to  the  need  for  “total  defense” 
in  combating  “total  war”  and  that  all  recog- 
nize the  necessity  of  securing  for  every  mem- 
ber of  our  population  the  highest  possible  level 
of  physical  and  mental  health. 

Mechanized  warfare  demands  an  ever  in- 
creasing production  of  war  material.  Battles 
may  be  won  or  lost  in  our  factories  rather  than 
in  the  field.  It  is  disconcerting  to  learn  that 
time  lost  during  the  last  year  due  to  industrial 
accidents  and  disability  has  been  estimated  as 
enough  to  build  fifty-two  superdreadnaughts  of 
the  class  of  the  North  Carolina,  according  to 
J.  J.  Bloomfield  of  the  United  States  Public 
Health  Service.  Civilian  defense  forces  operat- 
ing on  the  home  front  have  been  found  as 
necessary  a part  of  defense  as  front-fine  troops. 
It  is  well  recognized  that  disease  is  indifferent 
to  boundary  fines  marking  off  military  zones. 
From  facts  such  as  these  has  come  the  realiza- 
tion that  the  health  and  physical  fitness  of  the 
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civilian  population  is  equally  as  important  as 
that  of  the  armed  forces. 

The  underlying  principles  of  public  health 
and  of  medical  service  are  no  different  today 
than  yesterday.  The  challenge  lies  in  our 
ability  to  apply  our  knowledge  and  technics  so 
as  to  satisfy  the  problems  of  medical  defense 
and  produce  the  optimal  effect.  In  accom- 
plishing this  purpose  careful  thought  must  be 
given  to  a readjustment  of  activities,  particu- 
larly changes  in  emphasis,  the  adaptation  of 
known  principles  to  new  problems,  and  above 
all  the  determination  to  act  once  the  needs 
have  become  clear.  Those  of  us  well  grounded 
in  medicine  and  the  specialty  of  public  health 
need  have  no  qualms  as  to  our  ability  to  meet 
this  challenge. 

In  the  previous  World  War,  as  in  the  present 
state  of  armed  defense,  health  department  per- 
sonnel is  responsible  for  protecting  the  health 
of  the  civilian  population  and  also  that  of  the 
armed  forces,  except  when  the  latter  are  on 
military  reservations.  Today  we  are  redis- 
covering some  of  the  medical  defense  problems 
of  the  previous  world  conflict.  An  article 
written  following  the  World  War  Armistice, 
discussing  the  war  activities  of  the  United 
States  Public  Health  Service,2  is  most  illumi- 
nating. Some  of  the  activities  listed  in  this 
report  have  already  been  reassumed  in  modi- 
fied form  by  the  federal  service  in  dealing  with 
present  emergencies;  others  will  likely  be  re- 
assumed in  the  near  future.  However,  public 
health  administration  and  facilities  have 
shown  marked  improvement  since  1917, 
largely  through  employment  of  Social  Security 
funds.  State  and  local  health  organizations 
have  been  reorganized,  their  staffs  increased 
with  trained  personnel,  health  programs  per- 
fected and  broadened,  the  number  of  safe 
water  supplies  increased,  and  the  use  of  pas- 
teurized milk  popularized.  Of  particular  im- 
portance has  been  the  inauguration  of  effec- 
tive venereal  disease  control  programs,  a matter 
largely  one  of  wishful  thinking  at  the  outbreak 
of  the  previous  conflict.  These  advances  will 
make  it  possible,  at  least  in  New  York  State, 
for  state  and  local  health  departments  acting 
together  to  provide  a much  more  satisfactory 
health  program  throughout  the  state,  inclusive 
of  areas  where  concentrations  of  troops  or  of 
workers  in  defense  industries  occur,  than  was 
possible  during  the  previous  war.  However, 
additional  personnel  or  the  curtailment  of 
existing  essential  functions  will  be  necessary 
if  services  beyond  those  now  given  are  re- 
quired for  any  extended  period  of  time  as  a 
result  of  defense  activities.  Existing  services 


will  likewise  be  hampered  if  health  department 
staffs  become  reduced  in  satisfying  the  needs 
for  personnel  by  the  armed  forces. 

The  problem  of  providing  public  health  pro- 
tection within  the  limit  of  available  facilities 
for  new  arrivals  in  large  numbers  in  a relatively 
small  area  over  a short  period  of  time  is  not  a 
new  problem  in  upstate  New  York.  Annually, 
nearly  1,500,000  people  spend  from  one  week 
to  two  months  in  summer  residence  at  camps, 
summer  hotels,  and  boardinghouses  in  the 
counties  of  Sullivan,  Rockland,  Orange,  and 
Ulster  alone.  Public  health  problems  con- 
nected therewith  are,  however,  of  a somewhat 
different  order  than  those  arising  from  troop 
concentrations.  An  occasion  of  the  latter 
type  was  experienced  during  August,  1940, 
when  approximately  90,000  regular  army  and 
National  Guard  members  gathered  in  the  re- 
gion of  St.  Lawrence  County  to  participate  in 
field  training  and  maneuver  activities.  Prior 
to  and  during  the  maneuvers,  special  emphasis 
was  placed  on  venereal  disease  control  efforts 
and  environmental  sanitation  in  the  area  ad- 
jacent to  the  maneuvers  and  also  at  points  of 
overnight  bivouac  of  troops  passing  to  and 
from  the  area.  A feature  of  the  sanitation 
work  was  the  inspection  of  all  types  of  food- 
handling establishments  in  an  effort  to  discover 
health  hazards  and  obtain  correction  of  such 
defects. 

The  communicable  disease  incidence  in  the 
civilian  population  during  the  army  maneuver 
period  was  within  normal  limits.  No  out- 
breaks were  reported.  Among  the  troops,  two 
outbreaks  of  gastroenteritis  were  reported,  in- 
volving approximately  a total  of  180  men. 
The  cause  of  the  first  outbreak  was  probably  a 
preformed  staphylococcus  toxin  in  a batch  of 
sandwiches.  These  were  prepared  at  a biv- 
ouac point,  transported  in  the  rear  of  a car 
all  day,  and  eaten  by  the  men  on  their  arrival 
at  camp.  The  second  outbreak  was  of  bacil- 
lary dysentery  and  was  limited  largely  to  a 
single  infantry  regiment.  It  was  believed  to 
be  water-borne  from  use  of  an  unauthorized 
well  in  the  vicinity  of  their  camp. 

The  venereal  disease  incidence  among  the 
troops  was  low.  During  August  a total  of  53 
cases  of  gonorrhea  and  3 cases  of  syphilis  were 
reported,  a total  rate  of  6.2  cases  per  10,000. 
Of  these,  only  12  cases  of  gonorrhea  and  no 
cases  of  syphilis  were  indicated  to  have  had 
their  origin  within  the  maneuver  area.  Thirty- 
nine  of  those  found  to  be  infected  stated  that 
exposure  took  place  prior  to  leaving  home  or 
en  route;  the  remaining  5 gave  indefinite  in- 
formation. Unfortunately,  no  information 
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was  obtainable  as  to  the  number  of  cases  occur- 
ring after  the  return  of  the  men  to  their  homes 
in  this  and  other  states.  Nonetheless,  it  is  be- 
lieved that  an  epidemic  of  gonorrhea  would 
have  shown  itself  during  the  maneuver  period 
had  such  occurred,  since  the  incubation  period 
of  the  disease  is  so  short.  With  syphilis,  how- 
ever, evidence  of  widespread  infection  would 
not  have  come  to  light  until  after  the  maneu- 
vers were  over. 

The  above  is  cited  as  a relatively  simple 
example  of  the  excellent  results  obtainable  by 
well-organized  health  services  in  an  emergency 
situation.  There  was  no  mention,  however,  of 
the  careful  thought  given  to  formulation  of 
plans  to  meet  the  situation  or  of  the  effort 
spent  in  coordinating  the  services  of  the  army 
and  the  various  state  and  local  official  and 
nonofficial  groups  assisting  in  bringing  about 
these  results.  This  phase  of  the  work  is  em- 
phasized since,  in  planning  for  medical  de- 
fense, success  or  failure  will  largely  depend  on 
our  ability  to  coordinate  satisfactorily  the 
work  of  the  many  groups  and  individuals  en- 
gaged in  health  and  allied  activities. 

In  New  York  State  steps  have  already  been 
taken  to  provide  permanent  official  coordinat- 
ing agencies.  As  you  know,  Governor  Lehman 
appointed  Lieutenant-Governor  Poletti  as 
State  Coordinator  for  National  Defense  in 
organizing  the  New  York  State  Defense  Coun- 
cil. This  agency  is  closely  associated  with  the 
National  Defense  Council  at  Washington  and 
its  various  functional  coordinators.  The 
federal  coordinator  for  health,  welfare,  and 
recreation  is  Paul  V.  McNutt. 

Almost  a year  ago  Mr.  Poletti  requested 
that  an  existing  state  commission  known  as  the 
New  York  State  Temporary  Legislative  Com- 
mission to  Formulate  a Long  Range  Health 
Program  assist  the  State  Defense  Council  by 
assembling  and  analyzing  data  relative  to  the 
health  resources  of  the  state.3  The  Commis- 
sion thereupon  appointed  a subcommittee  for 
health  preparedness  as  an  advisory  agency. 
Members  of  the  subcommittee  include  repre- 
sentatives of  state  organizations  of  physicians, 
hospitals,  dentists,  optometrists,  pharmacists, 
nurses,  such  nonofficial  agencies  as  the  Red 
Cross  and  State  Charities  Aid,  and  representa- 
tives from  the  State  Departments  of  Health, 
Welfare,  and  Education.  The  Commission, 
in  bringing  these  representatives  together,  not 
only  provided  itself  with  sources  of  authorita- 
tive information  and  advice  but  placed  itself 
in  the  position  of  being  able  to  assist  in  co- 
ordinating the  health  preparedness  activities 
of  the  various  health  agencies  organized  on  a 


state  basis.  Its  function,  thus  far,  has  been 
chiefly  that  of  surveying  health  resources. 
Under  present  arrangements,  state  depart- 
ments responsible  for  health  programs,  the 
Commission,  and  possibly  nonofficial  medical 
and  health  agencies  report  each  month  to  Mr. 
Poletti  on  their  activities  and  present  to  him 
their  recommendations. 

One  of  the  suggestions  of  the  Commission 
was  the  desirability  of  forming  official  health 
advisory  committees  organized  on  a county 
basis,  the  suggested  membership  to  include  the 
chairman  of  the  board  of  supervisors  or  the 
county  executive,  the  chairman  of  the  medical 
preparedness  committee  of  the  county  medical 
society,  the  county  welfare  commissioner  and 
county  representatives  of  the  local  hospitals, 
the  district  and  local  health  departments,  the 
dental  society,  the  nurse  association,  the 
pharmaceutical  society,  and  the  American 
Red  Cross.  The  suggestion  was  approved  by 
Mr.  Poletti  and,  according  to  a recent  report, 
the  City  of  New  York  and  fifty-four  counties 
out  of  a total  of  fifty-seven  in  the  entire  state 
now  have  advisory  health  preparedness  com- 
mittees which,  it  is  hoped,  will  function  effec- 
tively. In  most  instances,  each  county  com- 
mittee is  directly  represented  on  the  County 
Defense  Council  by  the  chairman  of  the  medi- 
cal preparedness  committee  of  the  county 
medical  society.  Each  county  committee  is 
also  closely  linked  to  the  State  Health  Com- 
mission which,  as  has  been  shown,  is  one  of 
the  health  advisors  of  the  State  Coordinator 
for  National  Defense.  The  functions  and 
duties  of  the  county  health  advisory  commit- 
tees have  been  defined3  to  include  the  coordina- 
tion of  health  preparedness  activities  of  the 
various  health  groups  within  the  county,  the 
assembly  of  health  resource  data,  the  making 
of  recommendations  to  the  County  Defense 
Council  (including  advice  as  to  individuals  of 
selective  sendee  age  whose  services  are  con- 
sidered essential  to  insure  civilian  health  pro- 
tection), the  filing  of  reports  of  meetings  with 
the  State  Health  Commission,  the  reporting 
of  local  health  needs  to  the  Commission,  and, 
finally,  the  general  promotion  of  health  pre- 
paredness within  the  county. 

From  the  foregoing  it  would  appear  that 
from  the  standpoint  of  organization  the  state 
is  in  a position  to  coordinate  satisfactorily  the 
work  of  its  many  health  agencies  not  only  with 
each  other  but  also  with  the  broader  and  more 
complex  activities  of  county,  state,  and  fed- 
eral national  defense.  It  should  also  be  noted 
that  in  servicing  coordinating  efforts  it  is  neces- 
sary that  the  various  health  agencies  maintain 
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a high  order  of  efficiency  and  character  of 
work  and,  in  addition,  make  provision  for  the 
rapid  shifting  of  personnel  and  equipment  for 
the  handling  of  emergencies.  In  respect  to 
the  latter,  the  State  Health  Department 
fortunately  is  so  organized  as  to  lend  itself 
readily  to  handle  emergencies.  With  its 
twenty  branch  offices,  each  strategically 
located  in  the  state  and  each  staffed  with 
medical  public  health  officers,  sanitary  engi- 
neers, nurses,  milk  sanitarians,  inspectors,  and 
clerical  force,  it  is  possible  for  the  personnel 
not  only  to  keep  in  close  touch  with  local  situa- 
tions in  their  district  in  carrying  out  their 
regular  assignment  of  supervising  and  assist- 
ing local  official  health  agencies  but  also  to 
serve  as  a reservoir  of  trained  personnel,  mak- 
ing possible  overnight  assemblage  in  one  or 
more  threatened  districts.  Similarly,  assist- 
ance is  available  from  the  central  office  of  the 
department  in  supplying  experts  in  the  vari- 
ous specialties  of  public  health. 

In  dealing  with  problems  of  medical  de- 
fense, too  much  dependence  on  old-fashioned 
ways  of  doing  things  should  be  avoided  if 
success  is  to  be  attained  in  preventing  and 
controlling  the  spread  of  disease.  As  suggested 
by  Homer  Folks,4  today’s  problems  require  of 
everyone  resourcefulness,  adaptability,  and 
quickness  in  discerning  and  measuring  im- 
pending changes,  new  needs,  and  new  situa- 
tions. While  the  disease  conditions  to  be  en- 
countered will  likely  be  much  the  same  as  in 
the  previous  war,  changes  in  the  environment, 
in  the  habits  of  living,  and  in  the  character 
and  conduct  of  war  have  been  extensive  and 
must  be  carefully  considered  in  planning  for 
the  use  of  control  measures. 

Inexpensive,  readily  available,  and  rapid 
means  of  transportation  will  be  a factor  to 
keep  in  mind.  It  has  already  complicated 
venereal  disease  control  efforts.  The  prosti- 
tute, owning  an  automobile  or,  in  many  in- 
stances, a trailer,  is  able  to  change  the  scene 
of  her  operations  almost  nightly  making  it 
difficult  to  be  located  in  follow-up  investiga- 
tions. More  commonly,  the  average  soldier 
on  a free  evening  is  prone  to  join  his  mates, 
hire  a car,  and  within  the  hour  be  at  a rendez- 
vous some  30  to  40  miles  away.  These  prac- 
tices nullify  to  a great  extent  the  value  of 
establishing  closely  policed  extra  cantonment 
zones  in  the  immediate  vicinity  of  camps,  a 
practice  of  some  value  in  controlling  the 
spread  of  venereal  disease  during  the  previous 
war.  Present  efforts  would  appear  to  be  more 
profitably  spent  in  studying  the  habits  of  the 
soldiers,  observing  where  they  congregate,  and 


instituting  adequate  control  measures  at  such 
centers. 

Prophylaxis  stations,  extensively  used 
by  soldiers  during  the  previous  conflict, 
had  few  patrons  during  last  summer’s  upstate 
army  maneuvers.  This  may  have  been  due 
to  an  increased  use  of  condoms  and  sanitubes. 
These  devices  were  purchasable  at  a low  price 
at  most  of  the  canteens  and  post  exchanges 
within  the  area.  It  is  important  to  note,  how- 
ever, that  there  is  no  longer  an  army  regula- 
tion requiring  a soldier  to  report  for  prophy- 
lactic treatment  following  exposure.  Penalties 
are  imposed  only  if  the  soldier  fails  to  report  for 
treatment  for  venereal  or  suspected  venereal 
disease. 

The  widespread  use  of  the  automobile  has 
its  compensations.  It  is  likely  that  the  in- 
cidence of  the  so-called  “childhood”  diseases 
will  be  materially  lower  among  the  rural  selec- 
tees in  army  camps  when  compared  with  the 
situation  twenty-four  years  ago,  since  the  al- 
most universal  use  of  the  automobile  has 
greatly  diminished  the  isolation  of  rural  dwell- 
ers resulting  in  fewer  nonimmune  soldiers. 
The  automobile  has  also  been  a factor  in  re- 
lieving housing  shortages  caused  by  defense 
industry  activity  and  has  thus  prevented  what 
might  well  have  been  serious  overcrowding 
with  resultant  communicable  disease  hazards 
in  some  communities.  It  should  be  stated, 
however,  that  automobile  accidents  have  in- 
creased materially  from  the  practice  of  living 
within  a radius  of  15  to  60  miles  distant  from 
the  place  of  employment.  In  some  instances 
it  has  also  caused  a severe  strain  on  the  sani- 
tary facilities  of  small  villages. 

The  acquisition  of  military  bases  in  South 
American  waters  and  the  exchange  of  military 
and  economic  missions  in  furthering  the  hemi- 
sphere defense  program  presages  increased  in- 
terchange of  populations.  As  a result,  danger 
from  tropical  diseases  may  be  materially  in- 
creased in  the  days  to  come.  It  should  be 
remembered  that  yellow  fever  continues  to  be 
a constant  threat  to  the  southern  half  of  the 
United  States.  Epidemics  of  the  disease  have 
occurred  in  the  past  in  the  cities  along  the 
North  Atlantic  seaboard.  With  the  skyways 
soon  to  be  crowded  with  airplanes,  present 
mosquito  control  measures  used  on  planes  from 
South  America  may  break  down  under  the 
stress  of  defense  emergencies. 

The  control  of  malaria  within  the  borders  of 
North  America  is  of  even  greater  importance. 
In  New  York  State  new  cases  of  malaria  are 
reported  each  year.  However,  the  number  of 
such  cases  have  been  few  in  recent  years. 
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Extensive  mosquito  control  projects  have  been 
in  effect  on  Long  Island  for  some  time. 

The  possibility  of  sabotage  and  bombing 
reflecting  the  “all-out”  technics  of  present-day 
warfare  demand  action  on  the  part  of  munici- 
palities long  in  advance  of  such  possible  oc- 
currences if  the  population  is  to  be  kept  free 
from  communicable  diseases  transmitted  by 
milk  and  water.  Damage  to  electric  power 
lines  may  stop  the  operation  of  many  pasteuriz- 
ing plants  leaving  only  raw  milk  available. 
Power  failure  is  similarly  disastrous  to  water 
treatment  and  purification  plants  but  is  only 
one  of  many  factors  that  might  disturb  con- 
tinuity of  service  and  the  maintenance  of  a 
safe  water  supply.  It  is  possible  to  circumvent 
many  of  these  factors.  Water  and  sewage 
treatment  plant  officials  in  the  state  have 
been  advised  of  the  more  important  precau- 
tions to  be  taken.  Desirable  procedures  are 
authoritatively  discussed  by  Harry  E.  Jordan5 
in  a recent  publication. 

Advance  preparation  for  medical  care  is 
similarly  necessary  in  coping  with  disaster. 
Some  cities  have  already  established  catas- 
trophe units  operating  from  city  hospital  bases, 
have  designated  certain  buildings  as  local 
collecting  centers  for  the  injured,  determined 
the  part  each  hospital  will  assume  in  carrying 
out  the  project  for  the  city  at  large,  and  have 
made  plans  for  reception  area  hospitals  to  re- 
ceive evacuants  able  to  be  moved  from  cen- 
trally located  hospitals.  In  times  of  emer- 
gency, however,  the  success  of  such  plans  will 
depend  on  how  closely  they  are  coordinated 
with  the  broader  plan  of  city  emergency  de- 
fense, which  includes  the  management  of 
transportation  and  communication,  law  en- 
forcement, fire  extinguishing,  and  mainte- 
nance of  utility  services. 

Cities  likely  to  be  bombed  should  plan  for 
the  evacuation  of  a large  portion  of  their  popu- 
lation. A survey  of  the  available  facilities  in 
areas  adjacent  to  these  cities  should  be  made, 
including  housing,  hospital,  and  laboratory 
facilities.  In  the  counties  bordering  on  New 
York  City,  a study  should  be  conducted  as  to 
the  improvements  necessary  to  make  summer 
quarters  habitable  the  entire  year.  Com- 
mencing a year  ago,  the  State  Department  of 
Health  intensified  its  efforts  in  these  counties 
to  insure  adequate  sanitary  facilities  for  camps, 
summer  hotels,  and  boardinghouses.  In  the 
Catskill  region  alone  there  are  nearly  5,000 
hotels  and  boardinghouses  and  360  camps  not 
served  by  public  water  supply  and  sewerage 
systems. 

Compared  with  twenty-four  years  ago, 


there  is  much  to  be  thankful  for  in  contem- 
plating today’s  medical  defense  problems. 
Significant  strides  have  been  made  in  chemo- 
therapy, in  serum  therapy,  in  the  collection 
and  preservation  of  blood,  and  in  the  develop- 
ment of  immunizing  agents.  Such  diverse 
conditions  as  pneumonia,  gonorrhea,  meningi- 
tis, shock,  yellow  fever,  and  tetanus  would  ap- 
pear to  have  lost  much  of  their  previous  threat. 
According  to  a recent  report,6  sulfadiazine,  one 
of  the  new  experimental  drugs,  gives  promise 
of  swiftly  banishing  the  meningococcus  from 
the  nose  and  throat  of  not  only  meningitis 
cases  but  also  healthy  carriers  of  the  organism. 
There  is  some  hope  that  the  combined  vaccine 
developed  by  Dr.  Frank  Horsfall,  Jr.,  of  the 
Rockefeller  Institute  for  Medical  Research 
may  be  useful  in  preventing  influenza  virus  A 
infections.  Recent  advances  in  the  newer 
knowledge  of  nutrition  have  been  extensive 
and  are  about  to  be  popularized  over  the  state 
through  publicity  by  the  newly  organized 
county  nutrition  committees. 

Of  great  significance  is  the  cooperative 
attitude  shown  by  the  physicians  and  authori- 
ties of  this  state  in  putting  into  effect  the  re- 
quirement that  each  selectee  be  given  a sero- 
logic test  for  syphilis  and  that  each  selectee 
appearing  before  the  army  induction  board  be 
x-rayed  for  chest  pathology.  Data  are  now 
available  from  the  examination  of  87,206 
serologic  specimens  obtained  from  upstate 
men  at  the  time  of  physical  examination.  Six- 
teen out  of  every  1,000  specimens  were  found 
to  show  some  degree  of  positivity  by  the  state 
and  local  approved  laboratories  participating 
in  the  testing.  Excluding  the  cities  of  New 
York,  Albany,  Buffalo,  Rochester,  and  Syra- 
cuse, 985  positive  serologic  tests  were  reported. 
Of  these,  physicians  reported  571  as  cases  of 
syphilis.  The  status  of  the  remainder  is 
pending.  Fifty  per  cent  of  the  571  cases  were 
reported  to  the  department  prior  to  the  selec- 
tive service  test.  Only  11  per  cent  of  the 
total  cases  were  classified  as  early  syphilis. 
Of  the  21,708  men  x-rayed  at  the  three  upstate 
induction  centers,  a duty  now  taken  over  by 
the  army  authorities,  157  were  found  to  have 
tuberculosis,  a case  yield  of  0.7  per  cent.  Of 
the  total  cases,  32.5  per  cent  were  classified  as 
moderately  or  far  advanced  cases.  Needless 
to  say,  efforts  by  health  departments  include 
the  investigation  of  each  newly  discovered 
case  of  infectious  syphilis  and  tuberculosis  in 
an  effort  to  determine  source  and  contact 
cases,  as  well  as  making  sure  the  patient  ob- 
tains and  continues  under  adequate  treatment. 

The  problem  of  rehabilitating  selectees  ex- 
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amined  and  deferred  because  of  minor  physical 
defects,  easily  remediable,  is  at  the  moment  a 
moot  one.  Col.  Samuel  J.  Kopetzky,  chief 
of  the  medical  division  of  the  New  York  City 
Selective  Service,  reporting  on  the  results  from 
the  first  six  months  of  New  York  City  Selec- 
tive Service  examinations,  states  that  24.85 
per  cent  of  those  examined  were  placed  in  the 
deferred  class,  although  it  would  be  possible 
with  little  effort  or  expense  to  make  them 
physically  fit  for  full  military  duty.  Dr. 
Kopetzky  believes  that  the  army  should  do  the 
job.  A plan  offered  by  the  Selective  Service 
Headquarters7  in  Washington  proposes  ^re- 
habilitation,” leaving  it  to  the  initiative  of  the 
registrant  to  find  out  if  he  meets  the  army  re- 
quirements before  coming  up  for  physical 
examination  and  to  see  that  discovered  defects 
are  immediately  corrected.  Without  doubt, 
some  satisfactory  plan  will  soon  be  placed  in 
effect  to  insure  that  every  deferred  selectee 
with  remediable  defects  will  obtain  the  neces- 
sary corrections  regardless  of  economic  status. 
It  would  appear  that  a time-worn  public 


health  objective  suggesting  an  annual  physical 
examination  with  correction  of  defects  is 
about  to  bear  fruit,  at  least  within  a certain 
segment  of  the  population. 


In  closing,  previous  remarks  are  reiterated 
for  emphasis.  The  problems  of  today  require 
of  everyone  resourcefulness,  adaptability,  and 
quickness  in  discerning  and  measuring  impend- 
ing changes,  new  needs,  and  new  situations. 
Much  depends  upon  our  ability  to  apply  our 
knowledge  and  technics  to  these  new  needs 
and  to  act  once  the  needs  become  clear.  The 
objective  is  to  secure  for  every  member  of  our 
population  the  highest  level  of  physical  and 
mental  health. 
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THE  PART  OF  THE  CIVILIAN  PHYSICIAN  IN  THE  DEFENSE 
PROGRAM 

John  D.  Naples,  M.D.,  Buffalo,  New  York 


AT  PRESENT,  there  are  approximately  190 
- physicians  in  Erie  County  examining 
selective  service  registrants.  Most  of  these 
men  are  examined  in  the  civilian  physicians’ 
own  offices.  Furthermore,  they  are  examined 
on  the  doctors’  own  time.  One  fact  is  worth 
mentioning  at  this  time  and  that  is  that  the 
doctors  are  not  paid  a single  penny  for  this 
work.  They  have  willingly  accepted  the  task 
as  part  of  their  moral  responsibility  in  the  de- 
fense program.  Sometimes  these  doctors  are 
even  subjected  to  severe  criticism  by  some  of 
the  laity. 

There  are  two  hospitals  in  the  City  of 
Buffalo  where  these  examinations  are  made  by 
a group  of  six  doctors  in  teamwork  fashion. 
Here,  it  is  decidedly  easier,  because  each 
physician  performs  just  one  part  of  the  ex- 
amination instead  of  the  entire  one.  For 
example,  one  doctor  examines  the  eyes, 
another  the  nose  and  throat,  another  the  chest, 
etc. 

The  examinations  rendered  are,  of  necessity, 
strict.  It  has  been  shown  that  during  the 
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World  War  1,200,000  men  had  to  be  examined 
in  order  to  get  the  necessary  first  800,000  for 
induction.  It  is  estimated  that  these  same 
figures  will  hold  good  at  the  present  time. 
Statistics  in  the  New  York  area  show  that  ap- 
proximately 49.5  per  cent  have  been  re- 
jected. The  figures  in  this  area  have  been 
about  the  same.  The  records  in  one  of  the 
hospitals  here  where  the  examining  of  these 
applicants  is  done  show  a rejection,  at  times, 
of  as  high  as  54  per  cent.  Furthermore,  after 
these  men  have  been  examined  by  the  civilian 
physicians,  they  are  sent  for  final  check-up  by 
the  physicians  at  the  induction  centers.  In 
this  Buffalo  area  our  experience  has  been  that 
further  rejections  have  been  made.  Statistics 
show  that  the  percentage  of  further  rejections 
at  the  induction  centers  have  ranged  from  11.6 
to  17  per  cent.  This,  of  course,  would  bring 
the  percentage  of  rejections  a bit  higher.  In 
the  World  War,  40  per  cent  of  those  ex- 
amined throughout  the  entire  New  York  State 
were  rejected.  This  year  even  though  this 
rate  is  higher,  around  49.5  per  cent,  I believe 
that  it  compares  favorably  and  shows  that 
the  health  of  the  community  is  as  good  as  it 
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was  during  the  World  War.  The  reason  for 
the  higher  percentage  of  rejections  at  present, 
of  course,  is  due  to  the  fact  that  the  examina- 
tions are  stricter.  For  example,  today, 
Wassermann  tests  and  x-rays  of  the  chest  are 
taken  on  every  selectee.  This  was  not  done  at 
the  time  of  the  last  war.  Of  course,  it  is  obvi- 
ous that  the  physician  is  rendering  a real  serv- 
ice by  applying  these  special  tests.  Many 
cases  of  tuberculosis  and  syphilis  which  other- 
wise would  not  come  to  the  doctor’s  attention 
have  been  discovered.  Those  who  are  found 
to  be  afflicted  are,  in  every  instance,  referred 
to  their  family  doctor.  In  this  way  the 
physician  in  civil  life  can  now  render  adequate 
treatment  in  these  newly  discovered  cases. 

A serious  question  therefore  arises  as  a 
result  of  these  rejections.  What  are  we  to  do 
with  these  men?  It  seems  to  me  that  there  is  a 
twofold  duty: 

(1)  To  correct  these  defects  and  thereby 
better  prepare  these  men  for  future  induction, 
if  necessary. 

(2)  To  correct  these  defects  so  as  to  render 
the  men  better  able  to  work  in  defense  in- 
dustry. 

As  mentioned  above,  the  men  who  have 
been  turned  down  are,  in  every  instance,  re- 
ferred to  their  family  doctor.  Herein  lies  an 
important  obligation  of  physician  to  his 
patients.  A good  many  of  these  defects  are 
due  to  eyes  and  teeth — as  high  as  14  per  cent 
or  more  in  each  instance.  These  conditions 
may  be  quite  readily  remedied.  Hernias; 
defects  of  the  skin,  nose  and  throat,  and  ex- 
tremities; and  venereal  diseases  could  be 
most  readily  corrected. 

If  these  defects  are  corrected,  then  there  is 
no  reason  why  the  selectee  should  not  be  ready 
for  military  duty  in  the  near  future.  If  they 
are  not  corrected,  then  the  men  having  these 
defects  can  enter  into  some  profitable  industry 
associated  with  the  national  defense  pro- 
gram. 

The  physician  who  remains  at  home  must, 
of  course,  keep  up  the  physical  condition  and 
health  of  the  civilian  population  and  the 
morale  of  the  people.  This  morale  depends 
much  on  the  physical  fitness  and  health  of  the 
people.  These  are  all-important  factors  in 
defense. 

Let  us  consider  Erie  County.  At  present 
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in the  county  society,  there  are  808  doctors  in 
general  practice.  According  to  the  popula- 
tion there  would  be  about  1,000  persons  to 
each  physician  in  general  practice.  There  are 
205  specialists.  Here  the  ratio  would  be  about 
4,000  people  to  each  specialist.  If  the  ranks 
of  the  physicians  are  seriously  depleted  be- 
cause of  induction  in  the  Army,  how  are  we 
going  to  arrange  to  care  for  this  extra  work? 

In  the  first  place,  how  much  more  work  can 
the  individual  physician  do?  Most  of  us  are 
doing  all  we  can  handle  at  present.  Therefore, 
we  cannot  say,  for  instance,  that  each  doctor 
would  have  to  take  care  of  an  additional  third 
or  half  of  what  he  is  now  doing.  I do  not  see 
how  anyone  can  really  gage  the  extra  amount 
of  work  that  the  doctor  will  be  able  to  care  for. 
Let  us  not  lose  sight  of  the  fact  that  the 
health  of  the  physician  must  also  be  protected. 
I believe  that  this,  too,  is  an  important  factor 
in  National  Defense. 

It  seems  to  me,  however,  that  one  plan  is 
certainly  worthy  of  consideration,  and  that 
plan  is  to  allow  the  students  in  medical  schools 
to  finish  their  education  and  not  be  inducted 
into  the  service.  Beyond  this,  I believe  that 
the  graduate  from  medical  school  should  be 
allowed  to  complete  his  year  of  internship. 
This  will  help  in  many  ways.  First  of  all,  it 
will  help  us  in  our  hospital  work.  We  cer- 
tainly cannot  run  a hospital  without  interns 
or  without  a sufficient  number  of  them.  Now, 
if  the  medical-school  graduates  are  allowed  to 
finish  their  internship,  then  these  men  would 
be  able  to  do  one  of  two  things — either  serve  in 
the  Army  if  they  are  needed  or  fill  the  places 
of  those  called  into  service.  Personally,  I 
think  it  would  be  advantageous  to  take  the 
recent  graduate  into  the  training  camp.  He 
would  be  better  suited  to  some  of  the  routine 
procedures  than  the  older  physician. 

Some  may  advance  the  argument  that  allow- 
ing the  student  to  finish  his  course  would 
make  the  medical  schools  a haven  for  draft 
dodgers.  This  argument,  I think,  is  fallacious. 
The  requirements  for  entrance  into  medical 
schools  are  so  strict  and  the  classes  so  limited 
that  these  institutions  would  carry  on  just  as 
they  have  in  the  past.  This  would  most  cer- 
tainly keep  those  not  qualified  out  of  the 
medical  schools. 
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while  program  of  interest  to  school  physicians, 
nurses,  dental  hygienists,  health  officers,  and 
general  practitioners  will  be  presented  at  the 
afternoon  and  evening  sessions. 


SUBNORMAL  VISION  AND  OCCUPATIONAL  APTITUDE 

Albert  C.  Snell,  M.D.,  Rochester,  New  York 


THE  aptitude  of  individuals  for  particular 
jobs  and  their  placement  in  such  jobs, 
based  on  certain  physical  and  mental  stand- 
ards, is  receiving  increasing  attention  from 
employers  and  management,  from  organized 
labor,  from  governmental  labor  departments, 
and  from  physicians.  Each  of  these  groups 
has  a different  point  of  view  as  to  the  mini- 
mum requirements  for  these  standards  which 
is  influenced  by  their  respective  interests. 
These  interests  present  problems  in  economics, 
sociology,  and  government.  Employers  and 
management  are  primarily  interested  in  costs 
and  production,  labor  in  jobs  and  wages,  and 
government  in  fair  dealing  between  these  two 
groups  as  well  as  in  the  welfare  of  the  con- 
sumer. The  physician’s  primary  interest 
in  these  problems  relates  to  the  influence  that 
physical  defects  may  have  on  them  and 
on  the  prevention  or  correcting  of  these  physi- 
cal defects,  as  far  as  possible,  for  the  common 
benefit  of  all.  Physicians  would  like  to  bring 
about  universal  physical  perfection;  but 
perfection  does  not  exist  and  the  desire  for  it 
is  impossible  of  fulfillment.  Therefore,  place- 
ment in  industry  or  in  other  vocations  should 
take  into  consideration  existing  human  abili- 
ties in  order  that  all  employables  may  find 
their  proper  place  of  usefulness.  Such  a 
method  would  imply  a knowledge  of  indi- 
vidual aptitude  for  any  specific  job  or  service. 

General  aptitude  depends  on  a high  degree 
of  general  physical  fitness,  on  intelligence,  on 
personality,  and  on  training  or  skill,  all  of 
which  are  interdependent.  However,  this 
paper  deals  only  with  the  relationship  of  vision 
to  occupational  aptitude,  and  its  scope  is 
limited  to  a consideration  of  the  place  in  in- 
dustry for  potential  employees  or  those  seek- 
ing advancement  who  have  subnormal  vision 
in  one  or  in  both  eyes.  That  good  vision  is 
essential  for  almost  every  kind  of  occupation 
cannot  be  questioned.  Although  much  has 
been  written  about  the  efficiency  of  normal 
vision  for  many  types  of  employment,  the 
question  that  considers,  “How  good  must  an 
individual’s  vision  be  to  assure  a reasonable 
degree  of  efficiency  in  a specific  job?”  has  not 
received  the  attention  it  deserves.  And  on  this 
question  hinges  the  cleavage  between  the  vari- 
ous groups  mentioned  above.  A proper 


answer  to  it  will  help  to  remove  this  cleavage 
between  employer  and  employee  and  will 
place  many  potential  employees  into  positions 
that  they  will  be  able  to  fill  aptly. 

Dr.  Culler,  in  a paper  entitled  “Visual  Ef- 
ficiency in  Industry”  read  recently  before  the 
Third  Annual  Industrial  Congress,  said:  “In- 
dustrial efficiency  depends  almost  entirely  on 
visual  efficiency.”  This  is  a true  generaliza- 
tion but,  as  recognized  by  Dr.  Culler,  it  needs 
some  modification  and  explanation  to  make 
the  truth  applicable  and  practicable.  Al- 
though some  degree  of  vision  is  essential  to 
efficient  accomplishment,  not  all  types  of 
work  require  the  use  of  two  eyes  or  the  same 
degree  of  visual  perfection  in  order  that  a job 
may  be  accomplished  efficiently  whether  one 
is  using  one  or  both  eyes.  In  some  jobs  only 
one  eye  is  used  for  critical  seeing,  and  such 
jobs  may  be  accomplished  even  more  ef- 
ficiently by  the  monocular  person.  The  fol- 
lowing are  examples:  the  watchmaker,  since 
he  uses  his  loupe  before  one  eye,  is  just  as 
efficient  having  only  one  good  eye  as  is  the 
two-eyed  man;  jobs  requiring  alignment  of 
objects  are  done  better  with  the  use  of  one 
eye;  also  one-eyed  laboratory  workers  who 
use  the  microscope  or  other  monocular  in- 
struments of  magnification  are  equally  as 
efficient  as  are  the  two-eyed  workers.  There 
are  many  other  occupations  where  this  holds 
true.  In  these  occupations  and  in  similar  ones 
the  image  of  one  eye,  when  both  eyes  have 
good  vision,  must  be  ignored  or  suppressed. 
This  is  most  difficult  for  some  to  do.  The  one- 
eyed  worker  has  no  difficulty  in  this  respect. 

Another  advantage  for  monocular  persons 
is  found  in  the  fact  that  they  rarely  have  head- 
aches, without  regard  to  nature  of  employ- 
ment. This  I pointed  out  in  a paper  written 
in  1921  in  a study  of  1,000  cases  of  functional 
monocularity.  I have  since  verified  this  ob- 
servation from  many  additional  cases.  Also, 
monocular  individuals  are  less  troubled  with 
other  symptoms  associated  with  ocular  fa- 
tigue or  with  heterophoria.  Nor  can  they  be 
troubled  with  symptoms  associated  with  an- 
iseikonia. Thus,  freedom  from  many  ocular 
symptoms  contributes  to  their  general  ef- 
ficiency. 

Persons  with  perfect  binocular  vision,  de- 
termined by  the  highest  degree  of  perfection 
or  by  the  established  standard  for  normal  eyes 
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— persons  having  perfect  visual  functions 
under  all  conceivable  conditions  of  modern 
industry  for  prolonged  periods  of  application 
— are  in  the  minority.  To  what  extent  sub- 
normal vision  is  present  among  industrial 
employees,  including  the  clerical  force,  may 
be  seen  from  some  recent  statistics  compiled 
by  Dr.  Hedwig  Kuhn  and  her  co-workers  in  a 
paper  recently  read  before  the  last  meeting  of 
the  Academy  of  Ophthalmology  and  Oto- 
laryngology. She  found  36  per  cent  of  em- 
ployees with  defective  vision.  (Her  tests  in- 
cluded more  than  just  visual  acuity.)  Serious 
visual  defects  were  found  in  15  per  cent  of  all 
employees.  Dr.  Kuhn  properly  considered  a 
20/40  acuity  as  the  dividing  line  between  the 
“normal  and  the  defective”  and  20/30  as 
normal  based  on  general  visual  aptitude. 
Thus,  15  per  cent  of  all  employees  had  an 
acuity  of  20/40  or  less.  She  found  that  20 
per  cent  of  applicants  for  jobs  fell  below  this 
standard.  The  proportionate  number  of 
young  adults  having  defective  vision  is  illus- 
trated by  a recent  report,  made  by  Dr.  Ko- 
petzky,  of  the  number  of  draftees  rejected  be- 
cause of  defective  vision.  He  reports  that 
11.7  per  cent  of  those  examined  for  the  draft 
were  rejected  for  unlimited  military  service 
(Class  1-A)  because  of  defective  vision.  And 
the  standard  for  this  class  is  not  high,  being 
for  acuity  a 20/100  without  glasses  correctable 
to  20/40  bilaterally.  From  these  statistics 
it  is  shown  that  approximately  20  per  cent  of 
the  adult  population  have  subnormal  vision 
of  more  than  a trivial  degree,  and  this  is  not 
the  complete  picture. 

In  addition  to  the  above,  consider  also  that 
2 per  cent  of  the  male  population  are  color 
blind,  that  20  per  cent  of  the  college  gradu- 
ates are  myopic,  and  that  the  entire  popula- 
tion who  have  reached  the  age  of  50  will  be 
found  to  have  defective  vision  if  visual  tests 
must  be  made  both  for  near  and  for  distant 
without  the  use  of  correcting  lenses.  Color 
vision  is  required  for  some  occupations. 
Many  myopes  have  an  acuity  of  less  than 
20/100  without  glasses,  and  many  potential 
employees  are  rejected  on  this  ground.  To 
require  that  visual  standards  shall  be  deter- 
mined from  tests  without  lenses  seems  fanciful 
and  ridiculous.  It  is;  but  many  compensa- 
tion laws  require  that  acuity  be  tested  without 
glasses  to  determine  visual  disability  and 
awards  are  made  on  this  ridiculous  basis.  If 
normal  vision  without  the  use  of  glasses 
should  be  required  in  all  industry,  40  per  cent 
of  all  employees  under  48  years  of  age  would 
be  rejected;  and  after  50  years  of  age  100  per 


cent  would  be  rejected  if  vision  both  for  near 
and  for  distance  must  be  determined  without 
correcting  lenses.  The  importance  of  de- 
termining reasonable  standards  of  visual  apti- 
tude for  specific  jobs  is  obvious  from  a con- 
sideration of  these  facts  if  society  is  to  make  use 
of  existing  human  abilities  and  if  the  number 
of  the  permanent  unemployables  is  not  to  be 
increased. 

Employers  and  management,  many  of 
whom  require  a physical  examination  including 
a visual  one  of  employees  prior  to  employ- 
ment, are  much  inclined  to  demand  practi- 
cally perfect  vision  of  new  employees.  This 
has  caused  a large  percentage  of  potentially 
competent  employees  to  be  rejected.  In 
organized  labor  there  is  increasing  resentment 
toward  all  physical  examinations  because  of 
rejections  that  seem  to  them  to  be  unjustified. 
Departments  of  labor  have  much  sympathy 
with  this  point  of  view.  In  order  to  prevent 
conflicts  and  social  cleavages  between  em- 
ployer and  employee  there  must  be  an  under- 
standing of  each  other’s  problems  and  a spirit 
of  cooperation  in  their  solution. 

Let  us  consider  briefly  some  of  the  reasons 
for  these  conflicts  and  cleavages.  Is  the  de- 
mand for  perfection  for  all  kinds  of  industrial 
employment  unreasonable?  What  would  re- 
sult from  such  a standard?  Perfection  in 
every  individual  is  not  demanded,  nor  can  it 
be  obtained,  for  other  vocations.  For  ex- 
ample, all  persons  are  not  endowed  with 
equal  physical  strength;  nor  are  they  en- 
dowed with  equal  brain  capacity.  To  set  up  a 
standard  equal  to  the  best  for  any  human 
physical  or  mental  function  would  place 
nearly  all  of  us  in  an  inferior  class  and,  if  only 
the  perfect  can  find  employment,  90  per  cent 
of  employables  would  be  on  relief.  Defective 
vision  would  be  the  predominating  cause  for 
this  situation.  Therefore,  to  set  up  a standard 
of  physical  perfection  of  function  in  any  organ 
as  a basis  of  employment  is  obviously  un- 
reasonable. 

Some  of  the  reasons  for  the  development 
on  the  part  of  the  employers  of  the  practice 
of  requiring  high  visual  standards  for  em- 
ployees are  not  difficult  to  discover.  Manage- 
ment is  primarily  interested  in  efficiency,  in 
costs,  and  in  accident  prevention;  they  have 
been  led  to  believe  that  minor  degrees  of  sub- 
normal acuity  express  a comparatively  high 
degree  of  visual  inefficiency  and,  therefore, 
that  these  minor  visual  defects  are  responsible 
for  considerable  loss  in  productive  efficiency 
and  for  accidents.  They  have  been  assessed 
in  some  states  at  unreasonable  rates  for  trivial 
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eye  injuries.  This  method  of  assessment  is 
due  to  the  fact  that  these  state  compensation 
laws  do  not  base  awards  for  visual  damage  on 
a percentage  loss  of  working  efficiency  or  of 
earning  ability — not  even  on  the  percentage 
loss  of  function  but  often  on  loss  of  relative 
visual  acuity  alone.  Thus,  minor  degrees  of 
subnormal  acuity,  which  are  far  more  frequent 
than  the  major,  are  given  a relatively  high  de- 
gree of  percentage  disability.  For  example, 
since  relative  acuity  notations  are  erroneously 
regarded  as  fractions  of  vision  in  New  York 
State,  this  state  makes  an  award  of  20  per  cent 
when  acuity  is  20/25,  a normal  for  many  in- 
dividuals, and  a 50  per  cent  award  when  acuity 
is  reduced  to  20/40.  Thus,  New  York’s 
Labor  Board  holds  one  to  be  half  blind  with  a 
best  acuity  of  20/40.  But  note  the  logical 
inference  of  this  interpretation.  If  this  inter- 
pretation is  correct,  then  the  army  is  accepting 
all  draftees  who  are  half  blind  and  New  York 
State  is  permitting  a person  who  is  half  blind 
to  drive  an  automobile.  Such  inconsistent, 
unsound,  and  erroneous  interpretation  of  sub- 
normal acuity  causes  confusion  and  makes 
employers  wary  of  employing  those  with  any 
degree  of  subnormal  vision.  Furthermore, 
in  many  states  pre-existing  visual  defects  are 
not  taken  into  consideration  when  the  partial 
loss  of  vision  is  determined,  and  such  deter- 
minations must  be  made  without  correcting 
lenses.  Therefore,  since  employers  have 
learned  that  they  are  compelled  to  pay  dam- 
ages for  losses  to  vision  which  are  not  the  re- 
sult of  accident  in  their  employ  and  since  they 
have  become  conscious  of  the  unfair  assess- 
ment of  damages  for  minor  visual  defects, 
they  naturally  wish  to  employ  the  young  and 
only  those  having  nearly  perfect  vision.  These 
unfair  methods  of  evaluation  of  visual  dis- 
ability are  responsible  for  many  rejections  of 
applicants  for  employment.  If  some  of  these 
unfair  practices  could  be  eliminated,  there 
would  be  fewer  rejections  of  potential  em- 
ployees with  minor  degrees  of  subnormal 
vision  which,  in  fact,  are  not  incapacitat- 
ing. 

Labor  and  government  are  concerned  with 
the  discrimination  against  employees  with 
minor  physical  defects  since  this  implies  that 
many  of  these  who  would  be  efficient  at  most 
jobs  and  who  could  be  profitably  employed 
are  regarded  as  unemployable.  That  many 
with  minor  visual  defects  who  are  otherwise 
physically  fit  are  denied  employment  is  well 
known  to  every  ophthalmologist  from  his 
daily  experience.  Many  hundreds  of  case 
records  could  be  cited  to  illustrate  this  point, 


but  I cite  only  the  3 following  cases  as  ex- 
amples. 

Case  Reports 

Case  1. — Mr.  T.  J.,  aged  20,  has  been  recently 
rejected  on  account  of  vision  by  several  industrial 
plants  at  a time  when  skilled  mechanics  are  in 
demand  for  defense  production.  He  has  had  four 
years,  four  thousand  hours,  training  in  machine 
shop  work.  He  has  never  had  an  accident  and 
is  regarded  as  extremely  efficient.  He  is  much 
interested  in  machine  work  and  is  an  intelligent 
youth,  physically  fit.  He  has  an  acuity  of  20/20 
without  glasses  in  the  right  eye  and  20/200  in  the 
left.  Right  is  hyperopic  +0.75  S.  The  left  is 
amblyopic  and  has  mixed  astigmatism,  improved 
to  20/100.  He  never  has  a headache.  He  was 
told  by  the  employment  manager  of  the  Curtis 
Company  of  Buffalo  that  they  required  an  acuity 
of  at  least  20/50  in  the  poorer  eye  and  also  that 
the  vision  in  the  good  eye  might  become  blind 
because  of  the  poor  sight  in  the  left. 

Remarks. — This  young  man  is  becoming  dis- 
couraged and  cannot  understand  why  he  should 
be  rejected.  The  statement  above  as  to  the 
possibility  of  blindness  is,  of  course,  entirely 
fallacious. 

Case  2. — Mr.  F.  B.,  aged  43,  was  rejected  by 
E.  K.  Co.  because  of  defective  vision.  He  has 
been  employed  in  construction  work.  His  visual 
acuity  without  correcting  lenses  was : O.D.  20/65, 
O.S.  20/50;  refraction  O.D.  —1.25  S.  Q +1.75 
C.  ax.  75°,  acuity  20/30;  O.S.  —1.75  C.  ax.  180° 
acuity  20/20.  Fundi  were  negative.  The  pa- 
tient states  that  he  has  done  all  kinds  of  build- 
ing construction  work. 

Case  3. — Mr.  E.  E.,  aged  30,  applied  for  a posi- 
tion as  fireman  for  R.R.  and  was  rejected  be- 
cause of  his  eyes.  He  has  a visual  acuity  of  20/15 
in  each  eye.  Refraction  was  found  to  be  +2.00 
S.  O2.  The  reason  for  rejection  was  stated  to  be 
“eyes  were  too  strong/’ 

Amblyopia  in  one  eye  with  a 20/40  acuity 
or  less,  which  is  found  in  approximately  1 or 
2 per  cent  of  the  adult  population,  is  a com- 
mon cause  for  rejection.  Myopia  of  more 
than  a —4.00  found  in  5 per  cent,  is  the  next 
most  common  cause  for  rejection,  even 
though  there  is  a normal  acuity  with  lenses. 
Many  myopic  adults  are  more  efficient  at 
close  work  than  are  the  normal  or  hyperopic 
workers.  Repeated  rejections  of  these  appli- 
cants, making  them  feel  that  they  are  unem- 
ployable, cause  discouragement  and  inferiority 
complexes  that  often  lead  to  a pathologic 
state  of  depression  or,  at  times,  to  an  anti- 
social attitude  toward  society  or  its  estab- 
lished forms  of  government.  These  potential 
employees  should  be  given  an  opportunity  to 
demonstrate  their  aptitude  in  suitable  jobs. 

In  some  special  types  of  disability  it  would 
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seem  advantageous  to  permit  a waiver  to  be 
used.  Many  potential  employees  with  at 
least  one  good  eye  could  find  employment 
more  readily  if  more  state  statutes  would  per- 
mit such  employees  to  waive  their  rights  to 
compensation  for  specific  hazards.  This  is 
done  in  Massachusetts.  The  specific  hazards 
assumed  by  these  employees  should  be  defi- 
nitely stated  in  the  waiver,  and  the  right  of 
waiver  should  rest  with  the  administrators  of 
the  compensation  statute  to  protect  the  rights 
of  the  employee.  The  Massachusetts  statute 
reads: 

“Section  46.  No  agreement  by  any  em- 
ployee to  waive  his  rights  to  compensation 
shall  be  valid,  but  an  employee  who  is  for 
any  reason  peculiarly  susceptible  to  injury 
or  who  is  peculiarly  likely  to  become  per- 
manently or  totally  incapacitated  by  an 
injury  may,  at  the  discretion  of  the  depart- 
ment and  with  its  written  approval  within 
one  month  of  the  beginning  of  his  employ- 
ment, waive  his  rights  to  compensation 
under  sections  thirty-four,  thirty-five  and 
thirty-six,  or  any  of  them.” 

By  the  use  of  the  waiver,  employers  would 
not  be  required  to  assume  any  unusual  risk 
connected  with  a known  visual  disability,  for 
this  would  be  assumed  by  the  employee  when 
he  chose  to  assume  some  definite  risk.  When 
these  employees  are  properly  placed  they 
rarely  sustain  accident.  Support  of  this 
statement  is  found  in  a study  of  “second  in- 
jury” cases  made  by  Mr.  Herbert  A.  Dallas, 
supervisor  of  rehabilitation,  State  of  Massa- 
chusetts. (“Second  injury”  workers  are  those 
who  have  had  some  serious  permanent  dis- 
ability, including  loss  of  visual  acuity  to  20/70 
in  one  eye.)  Mr.  Dallas  states,  in  a letter 
written  to  me,  that  since  the  enactment  of  the 
law  in  1919  to  1937  “only  19  cases  of  second 
injury  eligible  for  payment  from  a special 
fund  were  reported  to  the  Department  of  In- 
dustrial Accidents.  In  view  of  the  fact  that 
from  35,000  to  50,000  loss-of-time  cases  are 
reported  annually,  you  will  see  that  second 
injury  cases  are  few  and  far  between.” 

The  growing  tendency  to  demand  a high  de- 
gree of  physical  fitness,  including  vision,  is 
found  especially  in  those  larger  industrial 
plants  with  which  there  is  connected  a medical 
staff,  on  some  of  which  there  is  a consulting 
ophthalmologist.  In  most  of  these  plants 
there  is  a most  commendable  practice  of  con- 
tinuing to  employ  those  who  have  acquired 
defective  vision  either  from  accident  or  from 
other  causes.  The  discrimination  against 


those  with  subnormal  vision  applies  largely  to 
new  applicants  for  jobs.  This  growing  tend- 
ency of  discrimination  can  be  reversed  when 
visual  aptitude  for  specific  jobs  is  better  under- 
stood by  management  and  by  industrial  medi- 
cal staffs.  Such  an  understanding  will  be  ad- 
vanced when  there  are  established  authorita- 
tive visual  aptitude  standards.  At  the  present 
time  complete  and  satisfactory  visual  aptitude 
standards  have  not  been  established,  and  the 
establishment  of  minimum  standards  consist- 
ent with  the  required  quality  of  vision  for 
specific  jobs  is  a necessary  step  for  determining 
the  proper  placement  of  employees. 

Not  all  jobs  require  perfect  vision  for  a high 
degree  of  general  visual  aptitude.  Accom- 
plishment or  industrial  production  depends  on 
several  factors  in  addition  to  good  vision.  As 
in  general  physical  aptitude,  visual  aptitude 
also  depends  on  intelligence,  training,  skill 
(natural  and  trained),  personality,  etc.  Thus, 
aptitude  for  any  specific  job  does  not  depend 
on  normal  vision  alone  but  on  a summation  of 
functions  and  qualities.  Therefore,  in  deter- 
mining the  placement  of  an  employee — in 
determining  his  visual  aptitude  for  any  particu- 
lar job — subnormal  acuity  or  some  degree 
of  subnormal  visual  function  should  not  alone 
be  regarded  as  sufficient  grounds  for  rejection. 
His  placement  should  depend  on  his  general 
physical  and  mental  aptitude  for  a specific 
job,  as  well  as  on  visual  aptitude.  Many 
employees  with  minor  degrees  of  subnormal 
vision  but  who  rate  high  in  other  physical  or 
mental  qualities  may  be  even  more  efficient 
in  certain  jobs  than  are  those  with  normal 
vision  but  who  rate  low  in  other  aptitude  tests. 
Thus,  in  order  to  determine  “visual  aptitude” 
there  must  be  a consideration  and  correlation 
of  the  many  factors  that  relate  to  the  nature 
of  the  specific  job,  to  individual  characteristics, 
and  to  the  minimum  visual  requirements  that 
are  necessary  for  efficient  accomplishment. 

Standards  of  visual  aptitude  cannot  be 
established  for  all  kinds  of  occupations  simply 
by  determining  the  degree  of  visual  functional 
efficiency.  Although  this  is  an  essential  factor, 
visual  aptitude  depends  primarily  on  the  nature 
of  a specific  job  and  the  minimum  degree  of 
visual  efficiency  required  for  its  effective  accom- 
plishment. The  problem  of  determining  even 
visual  aptitude  alone  is  a complex  one,  re- 
quiring an  analysis  of  all  of  the  factors  that 
relate  to  specific  jobs.  Therefore,  to  deter- 
mine visual  aptitude  with  some  degree  of 
accuracy  it  is  found  necessary  to  correlate  all 
the  variations  in  the  technic  of  performance 
of  all  kinds  of  jobs  and  the  specific  demands 
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on  the  various  qualities  of  vision  which  are 
necessary  to  meet  these  variations.  Some  jobs 
require  a high  degree  of  acuity,  many  do  not; 
some  require  color  vision,  most  do  not;  some 
require  an  accurate  judgment  of  distance, 
most  do  not;  many  require  depth  perception, 
most  do  not;  some  require  only  near  vision, 
others  both,  etc.  We  cannot  discuss  at  this 
time  either  all  the  variations  in  jobs  or  the 
minimum  visual  requirements  for  specific 
jobs.  However,  these  variations  must  be 
obvious.  There  is  still  much  to  be  learned  in 
this  field,  and  many  known  facts  need  to  be 
correlated  in  order  to  establish  practical  stand- 
ards of  visual  aptitude  for  specific  jobs. 

Since  acuity  is  the  most  important  of  these 
qualities  of  vision  we  shall  give  this  quality 
brief  consideration  in  order  to  call  attention  to 
some  of  the  difficulties  presented  in  attempting 
to  establish  reasonable  standards.  So  far  as 
acuity  alone  has  influence  on  working  ability 
for  most  occupations,  one  may  make  the  gen- 
eral statement  that  a 20/40  acuity  is  the  divid- 
ing fine  between  good  and  efficient  occupa- 
tional vision  and  the  beginning  of  visual  in- 
efficiency and  that  a 20/100  acuity  is  the 
dividing  line  between  a serious  degree  of  loss 
of  efficiency  and  a total  visual  incapacity. 
However,  in  addition  to  acuity  there  are  other 
visual  factors  that  will  influence  occupational 
visual  efficiency  such  as  heterophoria,  hetero- 
tropia,  lack  of  fusional  ability,  eye  dominance, 
possibly  aniseikonia,  and,  for  some  occupations 
color  blindness.  Since  every  job  does  not  re- 
quire the  same  degree  of  acuity  or  other  quali- 
ties of  vision,  visual  requirements  should  be 
based  on  the  minimum  standards  of  vision 
found  to  be  necessary  for  apt  performance  in 
specific  occupations.  Thus,  these  occupations 
should  be  classified  in  relation  to  the  degree  of 
visual  efficiency  necessary  for  working  effi- 
ciency. 

General  classifications  of  jobs  in  relation  to 
visual  requirements  have  been  made,  but  these 
are  unsatisfactory,  being  too  inclusive  to  be  of 
value  in  the  placement  of  most  employees. 
For  example,  jobs  are  often  classed  as  unskilled, 
semiskilled,  and  skilled,  but  this  classification 
is  not  sufficiently  specific.  However,  under 
this  classification  one  may  state  that  much 
common  labor  is  aptly  performed  with  an 
acuity  of  20/200,  that  those  employed  in 
semiskilled  tasks  are  apt  with  an  acuity  of 
20/33  to  20/65,  but  that  for  the  highly  skilled 
operative  in  industry  a binocular  minimum 
acuity  of  20/30  is  necessary.  For  example, 
many  occupations,  such  as  inspectors,  crane 
operators,  operators  of  punch  presses,  and 


those  operating  fast  moving  machinery  or 
those  in  employment  requiring  the  quick  and 
accurate  judgment  of  distance  should  possess 
a high  degree  of  binocular  efficiency  in  order 
to  be  safe  and  visually  efficient.  This  generally 
requires,  in  addition  to  nearly  normal  acuity, 
the  presence  of  stereopsis  and  a high  rating  for 
depth  perception.  To  be  a satisfactory  aid  in 
placement  in  the  classification  of  jobs  in  rela- 
tion to  vision  each  class  must  be  more  restric- 
tive. Some  objection  has  been  presented  by 
labor  to  any  classification  of  workers  on  a 
physical  and  mental  basis;  however,  if  jobs 
are  to  be  found  consistent  with  the  degree  of 
vision  possessed  by  workers,  classification  of 
visual  aptitude  in  relation  to  jobs  is  necessary 
for  their  proper  placement. 

Attempts  have  been  made  previously  to 
divide  types  of  employment  into  groups  based 
on  the  degree  of  visual  acuity  thought  to  be 
adequate  for  each.  But,  as  a rule,  these  have 
not  divided  occupations  into  a sufficiently 
large  number  of  groups  to  meet  the  problem  of 
proper  placement.  For  example,  Magnus  and 
Wurdemann  ( Visual  Economics , page  37) 
have  divided  all  vocations  according  to  visual 
demands  into  two  groups,  naming  about  25 
different  vocations  in  each  group.  Dr.  Culler 
has  recently  divided  vocations  into  four  general 
groups;  the  United  States  Civil  Service  Com- 
mission, in  Circular  Letter,  Medical  Series 
No.  37,  Standard  Physical  Requirements , has 
fisted  five  hundred  field  positions  into  thirteen 
groups.  This  “letter,”  which  is  a manual,  is 
the  best  approach  to  establishing  working 
standards  for  vision  in  relation  to  jobs.  In  it 
all  positions  have  been  carefully  analyzed, 
and  each  field  position  has  been  considered 
from  the  point  of  all  significant  variation  in 
physical  abilities  that  might  be  required  by  a 
wide  variety  of  positions,  in  each  case  making 
a careful  analysis  of  the  duties  of  the  position. 
The  manual  states  that  it  presents  “a  nucleus 
around  which  a comprehensive  system  of 
standard  physical  requirements  can  be  built.” 
This  manual  contains  a fist  of  the  largest 
number  of  positions  placed  in  the  largest 
number  of  groups  yet  published.  In  each  of 
these  groups  the  minimum  visual  acuity  con- 
sidered adequate  for  the  jobs  fisted  is  des- 
ignated. Consideration  is  given  to  adequacy 
of  near  acuity  as  well  as  to  color  vision  when 
a specific  position  demands  these  qualities  of 
vision.  This  grouping  is  made  on  a basis  of 
general  physical  health,  visual  acuity,  and 
hearing.  Only  the  minimum  visual  standard 
is  required  for  the  major  proportion  of  the 
five  hundred  situations  fisted,  and  in  only  a 
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few  is  the  maximum  standard  required.  The 
minimum  acuity  standard  in  this  manual  is 
20/30  (Snellen)  in  one  eye  only,  glasses  per- 
mitted. This  is  stated  as  follows: 

“Vision. — Vision  must  be  at  least  20/30 
(Snellen)  in  one  eye,  glasses  permitted,  and 
at  least  20/200  (Snellen)  in  that  eye,  with- 
out glasses;  except  that  persons  whose 
vision  with  glasses  meets  the  requirement 
named  above,  but  whose  vision  without 
glasses  is  less  than  20/200  (Snellen)  in  that 
eye  will  be  suspended,  and  they  will  not  be 
eligible  for  appointment  until  satisfactory 
evidence  has  been  presented  to  the  Com- 
mission showing  that  there  is  no  disease  or 
defect  of  the  eye  other  than  an  error  of  re- 
fraction.” 

The  minimum  acuity  standard  for  positions 
requiring  considerable  skill  is: 

“Vision. — Vision  must  be  at  least  20/40 
(Snellen)  in  one  eye,  and  20/70  (Snellen)  in 
the  other,  without  glasses.” 

And  the  highest  standard  set,  which  is  for 
prison  custodial  positions  only,  is  as  follows: 

“Vision. — For  applicants  of  35  years  or 
under,  vision  without  glasses  must  be  at 
least  20/30  (Snellen)  in  one  eye  and  20/40 
(Snellen)  in  the  other,  capable  of  full  correc- 
tion to  20/20  (Snellen)  in  each  eye.  Appli- 
cants over  35  years  of  age  will  not  be  held 
to  this  standard  provided  the  uncorrected 
vision  is  not  less  than  20/70  (Snellen)  each 
eye  capable  of  full  correction  to  20/30 
(Snellen)  each  eye.  Color  vision  must  be 
normal.” 

Despite  the  fact  that  in  my  opinion  these 
standards  are  the  fairest  yet  published,  there 
are  a few  designated  positions  for  which  the 
visual  standard  is  too  high.  For  example,  a 
janitorial  position  could  be  aptly  filled  with  a 
monocular  acuity  of  20/40  with  correction. 
However,  this  manual,  as  it  states,  can  be  a 
“nucleus”  around  which  there  may  be  added 
many  other  specific  jobs  and  a further  divi- 
sion of  visual  requirements  that  may  be  found 
either  adequate  or  necessary  for  efficient  work- 
manship and  safety  in  all  fields  of  employment. 

There  is  need  for  extending  the  investiga- 
tions now  being  conducted  by  Dr.  Kuhn  and 
her  co-workers  along  not  only  the  line  of 
“Eyes  for  the  Job”  but  of  jobs  for  the  eyes. 
There  should  be  a further  coordination  of 
visual  aptitude  and  specific  jobs.  This  will 
require  the  establishment  of  visual  aptitude 
standards  that  will  be  adequate  for  every  kind 


of  employment.  Many  positions  can  be 
classed  together,  but  the  classes  should  not  be 
too  inclusive  or  too  broad.  Standards  on  this 
basis  have  not  as  yet  been  established,  but  I 
trust  they  are  in  a formative  stage  of  de- 
velopment. 

My  purpose  in  this  paper  is  to  ask  for  your 
interest  and  cooperation  in  aiding  those  who 
have  some  degree  of  subnormal  vision  in  secur- 
ing jobs  for  which  they  have  adequate  visual 
aptitude.  Although  one  should  advocate  a 
high  standard  of  vision  for  those  positions 
where  it  is  necessary  for  safety  and  for  effi- 
cient production,  the  great  majority  of  posi- 
tions can  be  aptly  filled  by  those  who  can  meet 
minimum  standards  that  are  less  than  the 
highest.  These  potential  employees  should 
not  be  labeled  as  unemployable  visual  cripples 
but  should  be  aided  in  securing  that  type  of 
employment  for  which  their  vision  is  adequate. 

There  should  be  established  by  some 
authoritative  medical  organization,  in  coopera- 
tion with  safety  engineers,  labor,  and  manage- 
ment, visual  aptitude  standards  for  specific 
positions  or  jobs.  These  standards  should  be 
the  minimum  consistent  with  the  nature  of 
the  employment  but  should  be  sufficiently  high 
to  assure  efficiency  in  production  and  safety 
to  employees.  The  establishment  of  such 
visual  aptitude  standards  will  place  many 
qualified  employees  in  suitable  and  productive 
positions  that  are  denied  to  them  at  the 
present  time. 

Discussion 

Dr.  Walter  S.  Atkinson,  Watertown,  New 
York — We  are  particularly  fortunate  to  have 
such  an  outstanding  authority  as  Dr.  Snell 
present  this  most  important  subject  dealing  with 
the  relationship  of  vision  to  occupational  apti- 
tude. 

For  some  years  we  have  had  in  our  country 
what  might  be  called  an  “Employer’s  Market” — 
that  is,  there  has  been  so  many  unemployed  that 
the  employer  has  been  able  to  pick  and  choose 
rather  carefully  and  only  employ  those  who  were 
physically  and  visually  fit. 

Therefore,  standards  of  vision  for  different 
occupations  designed  to  place  in  employment 
men  with  defective  vision  probably  have  been, 
in  a great  measure,  disregarded. 

One  cannot  feel  too  critical  toward  these  care- 
ful employers  who  have  had  to  compensate 
employees  for  50  per  cent  loss  of  vision  when 
their  sight  has  been  reduced  to  20/40  as  a result 
of  injury,  since,  as  pointed  out  by  Dr.  Snell,  the 
United  States  Army  accepts  these  “half  blind 
men”  in  Class  1-A  and  New  York  State  allows 
them  to  drive  a car.  Employers  will  probably 
continue  to  choose  quite  carefully  and  be  afraid 
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to  do  otherwise  until  a different  and  more  reason- 
able attitude  is  taken. 

Let  us  place  ourselves  in  the  position  of  the 
employers  with  an  abundance  of  material  from 
which  to  choose.  Would  we  intentionally  select 
defective  applicants  with  many  normal  ones 
available? 

Today  the  conditions  are  changing  rapidly 
from  an  “employer’s”  to  an  “employee’s  market,” 
where  the  employee  will  be  able  to  pick  and 
choose.  Most  will  agree  that  it  is  not  ideal  for 
either  to  be  in  a position  to  wield  the  whip  too 
freely. 

However,  as  we  approach  the  time  when  there 
is  no  longer  a great  surplus  of  labor  and  when 
neither  the  employer  nor  the  employee  has  the 
whip  hand,  then  we  must  have  some  standard 
of  occupational  visual  aptitude  to  follow — one 
that  is  fair  to  both  the  employer  and  employee. 

Dr.  Snell  has  referred  to  the  United  States 
Civil  Service  Manual  as  the  fairest  yet  published. 
However,  a somewhat  different  standard  may  be 
desirable  for  private  industry. 

We  are  all  familiar  with  Dr.  Snell’s  outstand- 
ing work  regarding  vision  in  industry.  As  you 
know,  Dr.  Snell  was  largely  responsible  for  the 
excellent  formula  for  computing  visual  losses 
and  the  compensation  for  eye  injuries  which 
was  approved  by  the  A.M.A.  in  1925  and  is  the 
accepted  standard  in  many  states. 

The  appointment  of  a similar  committee, 
headed  by  Dr.  Snell  with  his  extensive  experience 
in  this  field,  to  draw  up  visual  standards  suitable 
for  different  occupations  would  be  most  oppor- 
tune. 

Dr.  James  I.  Farrell,  Utica , New  York — 
I deem  it  a great  privilege  to  have  been  given  the 
opportunity  to  read  and  study  Dr.  Snell’s  paper. 
As  you  all  know  Dr.  Snell  has,  for  some  time, 
been  outstanding  in  trying  to  get  some  uniform 
standard  of  visual  acuity  and  percentage  loss  of 
vision  accepted  by  the  various  legislatures  in 
the  country.  We  should  consider  ourselves  fortu- 
nate in  having  Dr.  Snell  present  this  new  study 
to  us  first. 

The  essayist  has  covered  the  subject  so  well 
that  it  is  difficult  to  find  much  to  add  to  it  in  this 


discussion.  It  is  possible  that  he  includes  visual 
fields  in  the  term  “occupational  visual  efficiency,” 
but  I feel  that  they  should  be  more  clearly  em- 
phasized. We  all  know  of  individuals  who  have 
20/20  vision  with  hemianopia  or  who  have  20/20 
vision  but  whose  fields  are  so  contracted  that  they 
are  a much  greater  hazard  driving  a car  or  a 
greater  risk  in  a factory  than  some  person  with  a 
20/40  vision  with  normal  fields.  Even  a one- 
eyed  man  with  normal  visual  acuity  and  field  is 
a far  safer  one  to  have  around  machinery  than 
one  with  single  binocular  vision,  a 20/15  vision 
in  each  eye,  but  with  the  small  central  field 
found  in  some  people  wdth  retinitis  pigmen- 
tosa. 

I believe  that  it  is  important  to  stress  the  fact 
that  “heterophoria,  heterotropia,  lack  of  fusional 
ability,  eye  dominance,  aniseikonia,  color  blind- 
ness,” and  visual  fields  are  as  important  to  con- 
sider in  accepting  a man  for  specific  jobs  as  is 
visual  acuity  alone.  I know  that  in  three  of  the 
foundries  in  Utica  and  in  one  paper  mill  and  one 
brewery  the  pre-employment  examining  phy- 
sician takes  into  consideration  the  job  the  man 
is  going  to  do  before  he  turns  him  down  because 
of  a visual  defect.  If  men  with  one  eye  have 
had  exceptional  training  or  are  hard  to  find  for  a 
particular  job,  there  is  no  hesitancy  about  hiring 
them.  However,  in  one  of  the  largest  plants  in 
Utica  rigid  visual  acuity  requirements  for  dis- 
tance and  near  have  been  set  up,  and  nothing 
else  is  considered.  If  an  applicant  fails  the 
acuity  tests,  he  is  not  hired.  Some  of  the  em- 
ployers require  no  eye  tests  at  all. 

It  is  quite  obvious  why  managements  do  not 
want  to  employ  monocular  workers — if  anything 
happens  to  cause  loss  of  the  single  eye,  it  means 
permanent  total  disability.  There  are  many 
jobs  that  these  men  can  fill  without  much  danger 
of  an  injury  to  the  only  eye,  and  it  seems  to  me 
we  should  try  to  teach  this  to  the  laity. 

I would  like  to  ask  Dr.  Snell  how  we  can  help 
in  getting  “jobs  for  the  eyes,”  and  also  how  we 
can  help  getting  sensible  and  fair  rulings  from  the 
compensation  courts  on  the  percentage  loss  of 
vision  following  an  accident? 

I wash  to  thank  Dr.  Snell  for  his  excellent 
paper. 


TYPHOID  CARRIERS 
A total  of  434  typhoid  carriers,  exclusive  of 
those  in  state  institutions,  were  under  super- 
vision in  upstate  New  York  at  the  close  of  1940, 
reports  Health  News.  Thirty-seven  new  carriers 
were  added  to,  and  25  were  removed  from,  the 
register  during  the  year.  Twenty-eight  were 
discovered  as  a result  of  epidemiologic  investiga- 
tion of  sporadic  cases  of  typhoid — 1 by  means  of 
release  cultures,  1 as  a result  of  routine  food 
handler  examination,  and  2 accidentally  dis- 
covered at  time  of  cholecystectomy.  Five  pre- 
viously discovered  carriers  were  added  to  the 
register.  Two  of  these  had  been  residing  tempo- 


rarily out  of  the  state,  and  3 had  returned  to 
upstate  New  York  from  residence  in  New  York 
City. 

Of  the  twenty-five  carriers  whose  names  were 
removed  from  the  register,  15  died.  Six  were  re- 
leased from  restrictions  after  the  submission  of 
the  required  number  of  negative  fecal  and  duo- 
denal specimens  following  cholecystectomy,  1 
was  committed  to  a state  institution,  and  the 
names  of  3 others  were  removed  because  of 
change  of  residence  of  the  carrier  to  a com- 
munity outside  the  jurisdiction  of  the  depart- 
ment. 


THE  PRACTICE  OF  RADIOLOGY 

Henry  K.  Taylor,  M.D.,  F.A.C.P.,  F.A.C.R.,  New  York  City 


CONSIDERABLE  progress  has  been  made 
in  all  branches  of  medicine.  Radiology 
has  not  been  backward  in  this  respect,  despite 
the  fact  that  many  obstacles  have  been  thrown 
in  its  path,  particularly  that  branch  which 
deals  with  diagnosis.  The  presentations  be- 
fore this  section  demonstrate  some  of  the 
newer  practices  established  in  the  fields  of 
diagnosis  and  therapy. 

Sixteen  years  ago  in  a decision  of  a non- 
medical case  ( Sausser  vs.  the  New  York  City 
Health  Department)  rendered  by  the  Court  of 
Appeals  of  the  State  of  New  York,  the  pre- 
siding justice  made  a side  comment,  which  had 
no  bearing  on  the  case  in  question  before  him, 
to  the  effect  that  the  interpretation  of  roentgen 
films  was  not  to  be  considered  as  the  practice 
of  medicine.  This  has  permitted  many  in- 
roads into  the  practice  of  roentgenology  by 
untrained  and  unqualified  lay  individuals. 
Organizations  and  corporations  also  took  ad- 
vantage of  this  situation — some  with  and 
some  without  ulterior  motives  for  profit, 
some  rendering  a valuable  service,  and  others 
rendering  a service  that  is  of  little  or  doubtful 
value.  Even  though  the  Medical  Practice 
Act  states  that  anyone  who  holds  himself  out 
to  diagnose  and  to  treat  is  practicing  medi- 
cine, legal  minds  have  held  that  the  diagnosis 
concluded  from  a roentgen  examination  is  not 
to  be  construed  as  the  practice  of  medicine. 
This  is  an  awkward  situation,  for  you  and  I 
know  differently.  Efforts  directed  at  the  Edu- 
cational Department  and  the  Legislature  of 
the  State  of  New  York  have  failed  to  correct 
this  awkward  situation.  These  efforts  have 
been  met  with  a variety  of  barriers  and  re- 
sistances which  are  almost  insurmountable. 
Even  the  1940  session  of  the  Legislature,  which 
adjourned  on  March  29,  failed  to  correct  this 
situation.* * 

I believe  it  is  timely  for  an  educational  cam- 
paign to  correct  the  above-mentioned  condi- 
tion to  be  directed  to  the  medical  profession, 
and  to  the  public,  stressing  the  following: 

1.  Radiology  is  a special  branch  of  medi- 
cine which  deals  with  diagnosis  and  treatment 
of  diseases  by  means  of  roentgen  rays  and 

Chairman’s  address.  Read  at  the  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  New  York 
City,  May  6,  1940. 

* The  Radiology  Bill  met  with  no  success  in  the  1941 
session  of  the  Legislature. 


radium.  A roentgen  examination  is  a diag- 
nostic procedure  that  requires  considerable 
knowledge  and  skill.  These  facts  are  ac- 
knowledged by  the  local,  state,  and  national 
medical  societies  and  health  agencies. 

2.  Anyone  engaged  in  this  special  branch 
of  medicine  is  practicing  medicine.  This 
special  branch  of  medicine  should  not  be 
usurped  by  lay  individuals,  organizations,  or 
corporations.  Legally,  only  individuals,  not 
organizations,  are  licensed  to  practice  medicine. 

3.  The  public  and  the  medical  profession 
should  be  taught  that  a roentgen  examina- 
tion belongs  to  a specialized  field  of  medicine. 
A roentgenogram  is  not  a photograph,  nor  is 
it  a picture.  The  term  picture  should  not  be 
used  by  the  medical  profession.  The  inter- 
pretation of  a roentgenogram  is  not  self- 
explanatory,  nor  is  it  obtained  in  the  de- 
veloping solutions.  It  requires  considerable 
postgraduate  training. 

4.  Interpretations  of  roentgenograms 
should  be  made  by  doctors  who  have  had 
adequate  training  in  radiology  and  by  other 
physicians  who  have  specialized  training  in 
the  roentgen  diagnostic  aspects  of  their  spe- 
cialties. 

5.  The  American  Board  of  Radiology  cer- 
tifies doctors  qualified  in  radiology. 

I should  like  to  call  your  attention  to  a re- 
cent Mississippi  court  decision,  sustained  on 
appeal,  permitting  an  x-ray  technician  to  make 
a diagnosis  of  a fracture  of  the  spine  from 
roentgen  films  but  not  permitting  him  to  state 
the  cause  for  the  fracture.  Here  is  an  instance 
where  again  a judge  ruled,  permitting  an  x-ray 
technician  to  make  a diagnosis.  This  court 
action  further  brought  out  the  interesting 
fact  that  the  x-ray  technician  was  interpret- 
ing, diagnosing,  all  the  films  of  the  roentgen 
examinations  made  in  the  hospital  where  he 
was  employed.  Would  the  medical  staff  of 
which  you  are  a member  permit  a situation  of 
that  kind  in  your  institution?  Incorporated  in 
a recent  revision  of  Section  7 of  the  “Essentials 
for  a Registered  Hospital,”  which  was  adopted 
by  the  House  of  Delegates  of  the  A.M.A.,  was 
the  following:  “The  responsibility  for  all 

radiologic  examinations  must  rest  on  the 
physician-roentgenologist  who  is  head  of  the 
department.”  It  seems  to  me  that  in  an  edu- 
cational campaign  as  mentioned  above  we 
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should  direct  our  efforts  vigorously  in  direc- 
tions that  will  interest  our  medical  staffs,  our 
hospital  superintendents,  hospital  boards  of 
trustees,  judges,  lawmakers,  social  and  welfare 
organizations  acting  as  auxiliaries  to  the  medi- 
cal profession,  and  perhaps  one  of  our  own 
county  societies. 

At  the  annual  meeting  of  the  A.M.A.  in 
1938,  the  Council  of  the  A.M.A.  passed  a set 
of  resolutions,  pertaining  to  the  renting  of 
radium.  These  resolutions  have  been  ap- 
proved by  the  national  radiologic  societies, 
the  American  Radium  Society,  and  the  Inter- 
Society  Committee  for  Radiology.  One  of  the 
resolutions  which  I believe  of  considerable 
interest,  one  that  you  all  should  know  and 
should  disseminate  as  part  of  the  educational 
campaign,  is  that  it  is  unethical  for  any 
physician  who  has  not  had  the  privilege  of 
examining  a patient  to  prescribe  or  direct  the 
use  of  radium.  I believe  the  above  statement 
should  be  heeded  by  those  who  inadvertently 
are  guilty  of  such  practices  and  are  not  aware 
of  the  fact  that  this  is  unethical. 

The  generation  and  utilization  of  roentgen 
rays  are  not  attendant  without  dangers. 
Qualified  radiologists  know  of  the  dangers  and 
know  how  to  protect  their  patients,  them- 
selves, their  employees,  and  neighbors  from 
them.  I know  of  no  instance  within  the  past 
fifteen  or  twenty  years  where  a radiodermati- 
tis developed  in  a well-trained  individual.  If 
a dermatitis  did  develop,  I am  certain  he  or 
she  would  attribute  it  to  his  or  her  own  negli- 
gence or  carelessness.  We  have  profited  by 
the  unpredictable  and  unfortunate  experi- 


NURSE PRACTICE  LAW  AMENDED 

Governor  Lehman  has  signed  the  Todd 
amendment  to  the  Nurse  Practice  Law,  thereby 
granting  an  extension  of  time  for  nurses  to  apply 
for  licenses.  Applications  for  license  as  either 
graduate  or  practical  nurse  will  be  received  by  the 
State  Board  of  Nurse  Examiners  until  July  1,1941. 

This  measure  was  sponsored  by  the  Legislative 
Commission  to  Formulate  a Long  Range  Health 
Program  for  New  York  State.  Many  nurses, 
both  graduate  and  practical,  who  failed  to  make 
application  under  the  present  law  have  wished  to 
apply  for  their  hcenses.  It  is  to  give  these  nurses, 
who  may  have  the  qualifications  required  by 
law,  another  opportunity  to  apply  for  licenses, 
that  the  time  extension  has  been  given.  Quali- 
fied out-of-state  graduates  may  also  make  appli- 
cation to  try  New  York  State  Board  examina- 
tions. 

All  applications  must  be  filed  with  the  Board 


ences  of  the  pioneers  in  radiology.  Had  they 
had  the  knowledge  of  the  measures  of  protec- 
tion which  we  have,  I am  certain  that  many  of 
them  would  be  here  with  us  today,  with  limbs 
sound  and  intact. 

Recently,  there  was  newspaper  publicity 
portraying  a shocking  accident,  the  result  of 
manipulation  under  a fluoroscope.  It  is  my 
impression  that  the  accident  could  have  been 
avoided.  I believe  it  occurred  because  there 
was  insufficient  knowledge  on  the  part  of  an 
overzealous  surgeon  in  using  a dangerous 
modality.  A word  of  caution  is  necessary  at 
this  time  to  the  untrained  in  the  use  of  a dan- 
gerous modality,  since  there  is  a greater  tend- 
ency on  the  part  of  many  clinicians  and 
specialists  to  employ  fluoroscopy  and  roentgen 
procedures  as  an  aid  in  the  diagnosis  of  dis- 
eases. 

The  indiscriminate  and  prolonged  fluoro- 
scopic examinations  by  the  untrained  will 
react  to  the  discredit  of  radiology.  The 
radiologists  should  instruct  their  medical 
confreres  of  the  dangers  attending  fluoroscopy 
and  how  to  avoid  them.  A word  of  caution  is 
especially  directed  to  the  surgeon  who,  in  his 
anxiety  for  a perfect  anatomic  result  of  a frac- 
ture set  under  the  fluoroscope,  desires  another 
and  another  and  still  another  observation. 
Each  succeeding  observation  carries  an  addi- 
tional danger. 

The  above  indicates  the  necessity  for  a com- 
prehensive educational  campaign  directed  in 
such  a manner  that  it  will  benefit  and  protect 
the  doctor  as  well  as  the  public. 
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of  Nurse  Examiners  by  July  1,  1941.  This  ex- 
tension will  give  the  Board  of  Examiners  a brief 
period  in  which  to  finish  reviewing  the  applica- 
tions now  on  file  and  those  which  will  come  in 
between  now  and  July  1.  The  Nurse  Practice 
Law  will  thus  work  no  hardship  upon  qualified 
nurses  whose  applications  have  been  filed  but 
who  may  not  receive  licenses  by  July  1 of  this 
year.  Under  this  amendment  they  may  con- 
tinue to  nurse  for  hire  during  the  period  of  wait- 
ing for  final  action  upon  their  applications. 

Every  nurse  who  wishes  to  continue  the  prac- 
tice of  her  profession  is  urged  to  complete  her 
application  and  file  it  with  Miss  Stella  Hawkins, 
Secretary  of  the  State  Board  of  Nurse  Examiners, 
Albany,  New  York,  by  July  1,  1941.  After  that 
it  will  be  too  late.  Everyone  who  knows  a nurse 
who  has  not  yet  made  application  for  her  license 
is  requested  to  call  her  attention  to  this  article. 


CONTRAST  CINEROENTGENOGRAPHY  OF  THE  CIRCULATORY 
ORGANS 

William  H.  Stewart,  M.D.,  C.  W.  Breimer,  M.D.,  and  Herbert  C.  Maier,  M.D., 
New  York  City 


ONE  of  the  most  important  advances  in 
roentgenology  in  recent  years  is  the 
technic  developed  by  Robb  and  Steinberg 
for  the  visual  demonstration  of  the  cardiac 
chambers  and  great  vessels.  Following  the 
rapid  intravenous  injection  of  a 70  per  cent 
solution  of  diodrast,  a portion  of  the  blood 
stream  is  rendered  temporarily  roentgen- 
opaque, and  the  opaque  fluid  can  be  followed 
in  its  progress  through  the  heart,  lungs,  and 
great  vessels.  This  work  has  added  much  to 
our  knowledge  of  the  anatomy,  physiology, 
and  pathology  of  the  central  portion  of  the 
circulatory  system.  The  technic  of  this  in- 
travenous method  has  been  clearly  set  forth 
by  Robb  and  Steinberg  [Am.  J.  Roentgenol. 
41:  1-17  (Jan.)  1939],  and  no  attempt  will  be 
made  to  redescribe  it  here. 

With  ordinary  roentgenographic  equip- 
ment it  is  possible  to  obtain  only  about  two 
films  of  the  heart  and  lungs  in  the  interval 
between  the  introduction  of  diodrast  into  the 
antecubital  vein  and  the  time  when  the 
shadows  disappear  owing  to  the  passage  of  the 
diodrast  from  the  heart  and  great  vessels. 
Variation  in  the  speed  of  the  progress  of  the 
opaque  material  through  the  circulatory  or- 
gans and  lungs  in  pathologic  conditions  adds 
to  the  difficulty  of  exactly  timing  the  film  ex- 
posures to  show  the  structures  desired.  This 
difficulty  has  been  largely  overcome  by  pre- 
determination of  the  circulation  time  by  cya- 
nide and  ether  tests. 

Recently,  we  have  successfully  applied 
cineroentgenography  in  connection  with  the 
injection  technic  of  Robb  and  Steinberg. 
The  usual  cineroentgenographic  equipment 
was  used  and  exposures  were  made  at  16 
frames  a second.  In  a ten-second  exposure 
160  successive  films  were  made  showing  the 
progress  of  the  injected  material.  From  this 
strip  of  film,  made  into  a loop,  multiple  prints 
were  made  which,  when  projected,  give  a per- 
manent record  of  a considerable  portion  of  a 
circulatory  cycle  and  faithfully  reproduce  the 
appearance  present  on  the  fluoroscopic  screen. 

Briefly,  the  following  series  of  events  is  ob- 
served. The  injection  into  one  of  the  antecu- 
bital veins  is  made  simultaneously  with  the 


onset  of  deep  inspiration.  The  opaque  me- 
dium, 40  cc.  of  70  per  cent  diodrast,  forms  a 
solid  column  in  the  subclavian  and  innomi- 
nate vein  and  superior  vena  cava  which  reaches 
the  heart  in  about  one  second  and  then  deline- 
ates the  right  auricle  and  ventricle.  In  the 
normal  person  two  seconds  later  it  enters  the 
pulmonary  arteries,  the  appearance  resem- 
bling the  “star  burst”  of  a fireworks  display  in 
its  sudden  spread,  gradually  fading  as  it  leaves 
through  the  pulmonary  veins.  Normally, 
about  five  seconds  from  the  time  of  injection, 
although  somewhat  diluted,  the  medium  en- 
ters the  left  auricle  and  ventricle  and  then  out- 
lines the  aorta  within  eight  seconds  from  the 
time  of  injection. 

For  the  production  of  satisfactory  films, 
whether  single  or  runs,  care  must  be  exercised 
in  the  selection  of  subjects.  They  must  have 
veins  that  will  readily  accommodate  the  large 
cannula.  The  subject  must  not  be  too  thick- 
chested or  otherwise  resistant  to  the  x-ray  and 
must  be  able  to  remain  in  the  erect  position 
with  arms  elevated  for  a period  of  at  least  ten 
minutes.  Relative  freedom  from  anxiety  is 
also  desirable  to  insure  smooth  progress  of  the 
procedure. 

Robb  and  Steinberg  have  shown  that  there 
is  little  if  any  danger  connected  with  the  in- 
jection of  the  required  large  doses  of  diodrast. 
The  common  discomfort  complained  of  is  a 
feeling  of  warmth  shortly  following  the  injec- 
tion and  infrequently  some  nausea  and  vom- 
iting. Occasionally,  the  patient  suffers  from  a 
urticaria,  which  shortly  disappears.  Some 
patients  have  a physic  effect  with  faintness 
which,  with  moral  persuasion  and  rest  in  the 
recumbent  position,  soon  disappears.  An  in- 
dication that  the  procedure  is  not  particularly 
disagreeable  is  demonstrated  by  the  fact  that 
several  patients  have  voluntarily  permitted 
more  than  one  such  examination. 

In  general,  the  two  most  important  positions 
for  cineroentgenographic  studies  of  the  intra- 
thoracic  circulation  are  a direct  postero- 
anterior  position,  showing  the  entire  chest  to 
demonstrate  the  right  heart  and  pulmonary 
circulation,  and  a left  anterior  oblique  study, 
showing  only  the  heart  and  aorta  to  demon- 
strate the  separate  cardiac  chambers  and  the 
aorta  without  superimposition. 
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When  diodrast  is  injected  into  the  veins  of 
the  arm  it  reaches  the  superior  vena  cava  and 
right  auricle  in  about  one  and  one-half  sec- 
onds; the  right  ventricle  and  pulmonary  cir- 
culation is  three  to  six  seconds.  It  will  be 
seen  from  this  that  with  an  available  exposure 
time  of  eight  to  ten  seconds  the  ether  test  for 
pulmonary  circulation  time  will  not  be  neces- 
sary since  this  phase  can  be  covered  by  one 
exposure  in  all  cases.  A movie  run  starting 
not  more  than  one  second  after  the  injection 
of  the  diodrast  will  show  the  right  auricle  and 
ventricle  as  well  as  the  filling  and  emptying  of 
the  pulmonary  circulation. 

When  a second  injection  is  to  be  done  to 
show  the  left  ventricle  and  aorta,  it  is  neces- 
sary first  to  determine  the  circulation  time  by 
the  intravenous  cyanide  method.  When  a 
cyanide  solution  (0.3  to  0.45  cc.  of  2 per  cent 
solution)  is  injected,  a period  of  hypernea 
results,  beginning  when  the  cyanide  reaches 
the  carotid  sinus.  By  noting  the  period  be- 
tween the  injection  and  the  onset  of  hypernea 
and  subtracting  about  two  seconds,  the  opti- 
mum time  for  study  of  the  left  ventricle  and 
aorta  is  obtained. 

For  example,  if  the  circulation  time  from 
the  arm  to  the  carotid  sinus  is  shown  to  be 
twelve  seconds,  the  optimum  time  for  visualiz- 
ing the  left  ventricle  will  be  ten  seconds  after 
injection.  An  eight-second  exposure  starting 
six  seconds  after  the  injection  of  the  diodrast 
will  show  the  entire  progress  of  the  opaque 
medium  through  the  left  heart  and  aorta. 

The  cineroentgenographic  results  will  not 
be  satisfactory  when  the  heart  is  dilated  be- 
cause the  volume  of  intracardiac  blood  is  so 
great  that  dilution  of  the  opaque  medium  in 
the  heart  prevents  proper  visualization  of  the 
chambers. 

We  are  giving  no  detail  of  our  cineroentgeno- 
graphic technic,  since  it  has  already  been  pub- 
lished in  detail  [South.  Surgeon,  9:  21-25 
(Jan.)  1940].  The  only  change  we  have  made 
recently  is  the  use  of  a faster  film.  We  are 
now  using  Agfa  superpan  supreme  or  Eastman 
Super  XX.  Both  films  are  much  more  satis- 
factory than  those  we  originally  used. 

The  cineroentgenographic  examination  pro- 
vides quite  a thrill.  A successful  result  de- 
pends upon  every  detail  being  carried  out  ac- 
curately and  on  time.  Four  factors  must 
start  at  the  same  instant:  full  inspiration  on 
the  part  of  the  patient,  injection  of  the  opaque 
medium  by  the  medical  assistant,  the  running 
of  the  camera  by  the  photographer,  and  the 
energizing  of  the  x-ray  tube  by  the  roentgen- 
ologist. 


When  the  heart  and  great  vessels  are  stud- 
ied by  the  cineroentgenographic  method  after 
opacification  with  diodrast,  much  information 
may  be  obtained.  The  cineroentgenographic 
recording  supplements  the  information  ob- 
tained from  films.  Although  it  is  not  pos- 
sible by  present  methods  to  obtain  the  same 
detail  of  structures  that  can  be  obtained  with 
the  film,  there  is  the  advantage  of  visualizing 
the  entire  cycle  through  the  great  vessels  and 
heart.  For  this  latter  reason  it  is  sometimes 
possible  to  depict  abnormalities  not  shown  on 
roentgenograms.  The  cineroentgenographic 
method  also  gives  a graphic  presentation  of 
the  circulatory  dynamics.  The  method  can  be 
used  for  teaching  purposes.  To  date,  by  this 
procedure,  cineroentgenographic  demonstra- 
tion of  the  following  has  been  obtained : 

1.  Disturbance  of  blood  flow  through  the 
great  veins. 

2.  The  actual  size  of  the  pulmonary  artery 
with  its  variations  and  deformities  such  as 
aneurysm  constrictions  and  displacements. 

3.  The  shadows  of  the  pulmonary  circula- 
tion with  particular  demonstration  of  the  vas- 
cular component  of  the  hilar  shadows. 

4.  The  cardiac  chambers  with  demonstra- 
tion of  the  actual  thickness  of  the  ventricular 
walls.  The  abnormal  contracture  of  the  wall 
of  a cardiac  aneurysm. 

5.  The  demonstration  of  a defect  in  the 
septum  between  the  right  and  left  cardiac 
chambers. 

6.  The  visualization  of  some  of  the  types 
of  defects  present  in  congenital  heart  lesions. 

7.  The  demonstration  of  aneurysm  of  the 
heart  and  greater  blood  vessels,  as  well  as 
deformities,  angulations,  and  displacements  of 
the  circulatory  system  in  the  chest  caused  by 
pathologic  processes. 

The  authors  acknowledge  their  indebtedness 
to  Drs.  G.  P.  Robb,  I.  Steinberg,  and  U.  J. 
Roche  for  their  assistance. 

Discussion 

Dr.  Marcy  L.  Sussman,  New  York  City — The 
most  sincere  compliment  to  a scientist  is  imita- 
tion. Following  the  explicit  directions  pub- 
lished by  Robb  and  Steinberg  and  the  excellent 
moving-picture  demonstration  made  by  Dr. 
Stewart  in  Chicago  last  year,  Dr.  M.  F.  Stein- 
berg, Dr.  A.  Grishman,  and  I,  of  the  Mount 
Sinai  Hospital,  have  been  successful  in  duplicat- 
ing the  results  reported  here.  We  have  modified 
the  technic  slightly  to  suit  our  available  appa- 
ratus. We  think  that  the  use  of  a rotating  target 
tube  enhances  the  detail.  As  a result,  instead  of 
a continuous  exposure  of  ten  or  twelve  seconds 
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such  as  Dr.  Stewart  makes,  we  have  to  limit  our- 
selves to  two  consecutive  exposures  of  three  or 
four  seconds. 

The  injection  method  of  Robb  and  Steinberg 
appears  to  be  perfectly  safe.  We  have  made  be- 
tween seventy  and  eighty  injections  with  no  un- 
toward results,  aside  from  transient  discomfort. 
A noninflammatory  sclerosis  of  the  injected  vessel 
occurs  in  a small  percentage  of  cases. 

The  moving-picture  method  has  obvious  ad- 
vantages over  the  two-  or  three-roentgenogram 
method,  chiefly  because  it  provides  a continuous 
and  dynamic  recording.  The  difficulty  of  timing 
exposures  to  show  desired  structures  is  elimi- 
nated. In  addition,  direct  observation  of  the 
screen  can  be  made  during  cinematography  which 
also  contributes  to  a better  interpretation  of  the 


results.  The  major  disadvantage  is  loss  of  de- 
tail and,  to  some  extent,  loss  of  contrast. 

The  question  of  the  practical  value  of  the 
contrast  visualization  of  cardiac  chambers 
and  great  vessels  is  now  under  intensive  investi- 
gation. The  great  vessels,  as  Dr.  Stewart  has 
indicated,  are  easily  and  completely  visualized. 
Undoubtedly,  differentiation  of  mediastinal 
tumors,  for  example,  has  been  made  more  sure. 
The  value  of  the  method  in  cardiac  disease,  how- 
ever, will  probably  He  in  the  better  understanding 
of  the  underlying  pathologic  physiology  rather 
than  in  marked  improvement  of  clinical  diagno- 
sis. It  is  in  this  field  that  the  motion-picture  re- 
cording is  likely  to  find  its  greatest  application. 
Dr.  Stewart’s  presentation  is  an  inspiring  and 
pioneering  illustration  of  the  method. 


SECOND  AMERICAN  CONGRESS  ON  OBSTETRICS  AND  GYNECOLOGY 


The  Second  American  Congress  on  Obstetrics 
and  Gynecology  will  be  held  in  St.  Louis,  April  6 
to  10,  1942.  All  of  the  meetings  and  both  the 
commercial  and  educational  and  scientific  ex- 
hibits will  be  held  in  the  Public  Auditorium. 

The  various  committees  have  been  set  up  and 
the  following  chairmen  have  been  appointed: 
Executive  Committee,  Dr.  Fred  L.  Adair, 
Chicago;  Program  Committee,  Dr.  E.  D.  Plass, 
Iowa  City;  Motion  Picture  Committee,  Dr. 
Robert  D.  Mussey,  Rochester,  Minnesota; 
Educational  and  Scientific  Exhibits,  Dr.  H. 
Close  Hesseltine,  Chicago;  Commercial  Exhibits, 
Dr.  Philip  F.  Williams,  Philadelphia;  Lay 
Publicity,  Dr.  Joseph  L.  Baer,  Chicago;  Pro- 
fessional Publicity,  Dr.  George  W.  Kosmak, 
New  York  City;  Publications  Committee,  Dr. 
Goodrich  C.  Schauffler,  Portland,  Oregon ; Even- 
ing Meetings,  Dr.  Robert  L.  DeNormandie, 
Boston;  Membership  Committee,  Dr.  Buford 
G.  Hamilton,  Kansas  City,  Kansas;  and  Budget 
and  Finance  Committee,  Dr.  William  C.  Dan- 
forth,  Evanston,  Illinois. 

The  general  plan  for  the  program  will  be  much 
the  same  as  that  of  the  first  Congress,  which  was 


held  in  Cleveland,  September  11  to  15,  1939, 
with  sectional  meetings  for  the  various  groups 
(nurses,  public  health  administrators,  educators, 
and  physicians),  general  sessions  for  all  members 
attending  the  Congress,  and  round  tables.  There 
will  be  evening  sessions  open  to  the  public. 

Adequate  time  for  registration  will  be  given 
the  first  day  before  the  opening  of  the  sessions 
of  the  Congress.  Admission  to  the  Congress  wiU 
be  by  individual  membership  card  only.  These 
may  be  secured  by  payment  of  the  registration 
fee  ($5.00)  any  time  after  September  1,  1941. 

At  the  suggestion  of  the  Medical  Exhibitors 
Association,  more  time  will  be  allowed  for  the 
members  of  the  Congress  to  visit  the  exhibits. 
The  response  to  a letter  sent  to  the  firms  handling 
products  of  interest  to  our  group  telling  them  of  a 
second  Congress  has  been  excellent,  and  we  are 
assured  of  an  excellent  Commercial  Exhibit. 

The  hotel  headquarters  have  not  been  assigned 
to  the  various  groups  as  yet,  but  the  Medical 
Section  and  General  Congress  Headquarters  will 
be  in  the  Jefferson  Hotel. 

For  further  information,  apply  to  the  Chicago 
office  of  the  Congress,  650  Rush  Street. 


ELECTROCARDIOGRAPHY 

The  Michael  Reese  Hospital,  Cardiovascular 
Department,  offers  a full-time  intensive  course  in 
Electrocardiography  from  August  18  to  August 
30,  1941,  by  Dr.  Louis  N.  Katz,  director  of 
cardiovascular  research. 

This  is  an  intensive  course  offered  to  the 
general  practitioner.  There  will  be  practice  on 
several  electrocardiographic  machines  and  dis- 
cussion of  the  principles  of  their  construction 
and  use.  There  will  be  sessions  on  interpreta- 
tions of  electrocardiograms  illustrated  by  lantern 
slides,  and  practice  by  the  student  with  un- 
known records.  Routine  records  taken  during 
the  time  of  the  course  will  be  discussed.  Em- 
phasis will  be  placed  on  chest  leads  and  on  the 
importance  of  the  electrocardiogram  in  coronary 


sclerosis  and  myocardial  infarction.  The  mech- 
anism and  interpretation  of  heart  irregularities 
will  be  developed. 

As  group  and  individual  instruction  will  be 
given,  the  course  is  open  to  both  the  beginning 
and  advanced  student  in  electrocardiography. 
It  is  planned  to  individualize  the  course  so  that 
at  the  end  of  the  period  each  student  wiH  be 
capable  of  taking  and  properly  interpreting 
routine  electrocardiograms.  In  order  to  accom- 
plish this  purpose  the  class  will  be  limited  in 
number.  It  is  imperative,  therefore,  that  reser- 
vations be  made  early.  For  further  information 
address  Michael  Reese  Hospital,  Cardiovascular 
Department,  29th  and  Ellis  Ave.,  Chicago, 
Illinois. 


A NEW  ANGLE  ON  TRIGEMINAL  NEURALGIA 

A Study  of  245  Cases  with  Observations  on  Seasonal  Occurrence  and  Surgical 
Technic 

Henry  Ward  Williams,  M.D.,  F.A.C.S.,  F.I.C.S.,  Rochester,  New  York 


DURING  the  past  seventeen  years  I have 
personally  treated  245  cases  of  true  tic 
douloureux.  These  have  not  been  previously 
reported,  and  the  following  statistical  account 
and  certain  facts  that  have  been  observed  in 
the  course  of  study  are  here  presented.  The 
symptomatology  of  the  disease  shall  not  be 
discussed  and,  since  the  cause  of  trigeminal 
neuralgia  has  not  as  yet  been  established, 
mention  of  this  will  also  be  omitted. 

Trigeminal  neuralgia  has  been  known  to  the 
medical  profession  since  Fothergill’s  classic 
description  in  1773.  During  the  past  fifty 
years  efforts  to  treat  this  disease  have  been 
progressively  more  successful. 

The  principles  of  treatment  are  simple — 
namely,  anything  that  interrupts  the  sensory 
path  from  the  face  to  the  brain  is  sufficient  to 
arrest  the  disease.  If  the  point  of  interruption 
is  distal  to  the  gasserian  ganglion,  relief  will  be 
temporary  and  the  pain  will  recur;  if  it  is 
proximal  to  the  ganglion,  relief  will  be  per- 
manent. The  quickest  method  is  injection  of 
alcohol  in  the  affected  branches  of  the  tri- 
geminal nerve.  Another  method,  not  so  reli- 
able, is  administration  of  trichlorethylene  by 
inhalation.  The  surest  method  for  permanent 
results  is  surgery. 

Early  surgical  attempts,  which  included  re- 
moving the  ganglion  or  evulsing  peripheral 
branches  of  the  fifth  nerve,  were  not  always 
satisfactory  since  there  was  a high  mortality  in 
complete  resection  of  the  ganglion,  while  evul- 
sion of  the  peripheral  nerves  gave  results  that 
were  not  so  prolonged  as  the  injection  of  alco- 
hol. 

Modern  surgery  of  trigeminal  neuralgia 
originated  in  1901  when  Spiller  devised  and 
Frazier1  first  performed  the  operation  of  inter- 
rupting the  connection  between  the  gasserian 
ganglion  and  the  brain.  This  simplified  the 
operative  procedure  and  today  there  are  three 
courses  of  surgical  approach — namely,  the 
temporal  approach  of  Frazier,  which  is  the 
method  used  in  all  but  1 case  in  this  report; 
the  posterior  approach  of  Dandy2;  and  trac- 
totomy, which  was  created  by  Sjokvist  and 
developed  by  Rowbotham.3  The  pros  and 
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cons  of  the  various  surgical  approaches  would 
occupy  an  entire  paper  in  itself  so  they  will 
not  be  discussed  here.  Even  though  these 
three  procedures  are  standardized,  application 
of  them  varies  according  to  different  clinics. 

This  group  was  chiefly  drawn  from  a densely 
populated  section  of  the  country  where  treat- 
ment of  trigeminal  neuralgia  was  formerly  not 
available  and  where  attempts  at  surgery,  in 
this  locality,  were  few,  and  because  they  were 
unsuccessful  they  gave  the  “tic  operation”  a 
bad  name.  This  group  offers  a better  cross 
section  of  the  disease  than  would  be  available 
at  any  large  clinic  where  patients  would  come 
from  hundreds  of  miles  after  their  disease  had 
fully  developed  into  a longstanding  case  of 
neuralgia. 

In  my  experience  I have  found  that  few 
cases  of  trigeminal  neuralgia  are  referred  by 
physicians,  while  the  largest  number  are  re- 
ferred by  previously  treated  patients  or  by 
dentists.  Those  who  have  been  sent  to  me  by 
the  “tic  veterans”  seem  to  realize  thoroughly 
that  permanent  relief  can  be  obtained  only  by 
surgery,  and,  therefore,  they  request  immediate 
operation,  usually  refusing  preliminary  injec- 
tions when  suggested  to  them.  If  a new  tic 
lacks  information,  however,  and  has  had  no 
contact  with  persons  who  have  experienced 
surgical  treatment  for  this  disease,  I usually 
inject  them  as  an  initial  procedure;  this  re- 
lieves them  promptly  and  by  the  simplest 
method.  By  proceeding  in  this  manner  I find 
that  I am  compensated  by  having  these 
patients  immediately  put  at  ease,  and  they  are 
no  longer  difficult  problems  to  handle  (this  is 
often  a psychologic  angle  that  we  encounter 
in  persons  suffering  from  “the  pain”).  To  ob- 
tain prompt  and  satisfactory  results  I have 
avoided  extensive  preparations  that  might  dis- 
turb the  patient  and  have  injected  that 
branch  of  the  nerve  nearest  the  trigger  point, 
either  deep  or  superficial,  rather  than  always 
attacking  the  main  divisions  at  their  point  of 
emergence  from  the  skull  as  I formerly  did. 
If  this  does  not  bring  immediate  results,  fur- 
ther injections  are  done  until  the  trigger  point 
is  anesthetized  and  the  pain,  therefore,  re- 
lieved. This  enables  the  patient  to  become 
well  acquainted  with  the  numbness  and  vari- 
ous sensations  that  constitute  the  ultimate 
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Fig.  1.  Patient  after  subtotal  resection  of  both 
sensory  roots  showing  zone  of  anesthesia. 


cure.  Future  course  of  treatment  is  then  dis- 
cussed with  them,  and  they  are  told  that  they 
should  be  operated  upon  at  the  first  recurrence. 
Patients  should  be  informed  that  the  average 
injection  lasts  a year,  that  it  may  be  repeated 
several  times  but  that  it  cannot  produce  an 
eventual  permanent  cure,  and  that  repeated 
injections  are  only  effective  for  fifteen  years 
at  the  longest.  In  this  series,  however,  there 
were  2 patients  in  whom  one  injection  lasted 
over  ten  years. 

Although  the  disease  is  more  prevalent  in 
persons  of  middle  and  advanced  age,  I have 
had  a number  of  cases  in  persons  younger  than 
40.  Patients  belonging  in  this  group  have 
always  been  injected  first,  to  conform  with 
the  general  rule  of  relieving  as  expeditiously 
as  possible,  also  because  their  span  of  life  may 
be  assumed  to  be  sufficiently  long  so  that  when 
surgery  appears  to  be  imperative  they  should 
still  be  good  risks.  Patients  in  the  higher  age 
brackets,  i.e.,  those  over  80  who  are  not  good 
surgical  risks  either  because  of  their  age  or 
other  physical  conditions,  are  also  treated  by 
injection.  Notwithstanding  this,  very  old 
persons  may  be  in  excellent  condition  and,  if 
so,  are  operated  upon  at  once.  Between  the 
ages  of  60  and  80  it  is  wiser  in  healthy  persons 
to  operate  immediately  upon  seeing  them.  If 
a course  of  injections  is  once  commenced,  it 
is  difficult  to  persuade  the  patient,  and  particu- 
larly the  relatives,  that  operation  should  be 
performed.  Relatives  then  claim  that  the 
patient  is  too  old  and  cannot  stand  surgery 
so  they  insist  on  a continued  course  of  injec- 
tions. When  the  effects  of  alcohol  injections 
perforce  wear  out  at  the  end  of  a period  of 


TABLE  1 


Age 

When  First 
Seen 

When  Operated 
Upon 

20  to  29  inclusive 

7 

0 

30  to  39  inclusive 

23 

9 

40  to  49  inclusive 

34 

16 

50  to  59  inclusive 

56 

30 

60  to  69  inclusive 

54 

30 

70  to  79  inclusive 

62 

16 

80  to  89  inclusive 

6 

1 

90  and  over 

1 

0 

No  age  record 

2 

0 

Total  patients 

245 

Operations  102 

years,  the  patient  is  usually  still  alive  and  an 
operation  has  to  be  done  on  a person  nearing 
the  age  of  90  or  at  least  prone  to  the  infirmities 
coincident  with  old  age.  We  feel  that  we 
should  not  be  required  to  operate  on  such  pa- 
tients when  this  can  be  avoided  much  earlier. 
Our  only  2 surgical  deaths  came  in  this  cate- 
gory. 

It  will  be  noticed  in  Table  1 that  the  large 
majority  of  persons  with  tic  douloureux  came 
for  relief  between  the  ages  of  50  and  79,  inclu- 
sive, while  the  greatest  number  operated  upon 
were  between  50  and  69,  inclusive.  In  other 
words,  we  try  to  avoid  having  a sufferer  pass 
the  age  of  80  without  having  had  the  benefit  of 
surgery. 

This  group  of  245  cases  includes  109  patients 
who  came  to  surgery  for  relief  and  represent  a 
total  of  110  operations — 102  done  by  me  and  8, 
treated  by  me,  who  were  operated  upon  else- 
where. 

One  man  had  neuralgia  on  both  sides  and 
was  first  operated  upon  on  the  right  side  (Fig. 
1).  Two  years  later,  because  injection  treat- 
ment of  the  other  side  had  become  ineffective, 
a subtotal  resection  was  done  on  that  side  also. 
This  resulted  in  complete  relief  of  pain.  For- 
tunately, the  motor  roots  were  intact  on  both 
sides,  and  the  only  inconvenience  that  this  man 
has  since  experienced  is  the  inability  to  test 
temperatures  by  mouth;  he  has  been  obliged 
to  use  his  fingers  to  determine  the  heat  of  foods 
and  beverages  to  avoid  burning  his  throat. 
Also,  he  cannot  be  sure  that  his  mouth  is  en- 
tirely closed.  Another  patient  with  pain  in 
the  first  division  was  relieved  by  tractotomy 
after  two  transtemporal  operations  had  failed 
to  produce  results.  With  the  exception  of  this 
case  all  these  operations  were  done  by  me  by 
the  transtemporal  route.  The  technic  em- 
ployed is  similar  to  Frazier’s  but  differs  in  that 
we  usually  use  avertin  anesthesia  and,  surgi- 
cally, the  root  is  divided  close  to  the  ganglion. 
Like  Frazier’s,  this  operation  is  done  with  the 
patient  in  a sitting  position;  further,  the 
patient  is  allowed  to  get  up  on  the  third  day 
and,  as  a rule,  is  discharged  on  the  sixth  post- 
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operative  day.  In  19  cases  the  entire  sensory 
root  was  removed  and  in  83  the  lower  two- 
thirds.  Early  in  my  practice,  in  those  cases 
where  the  entire  root  was  removed,  4 patients 
developed  corneal  ulcers;  but  in  the  last  ten 
years  we  have  successfully  avoided  this  com- 
plication. In  fact  we  no  longer  warn  patients 
of  this  danger.  Avoidance  of  corneal  irrita- 
tion is  achieved  by  dividing  the  root  close  to 
the  ganglion,  not  according  to  Dandy  who  re- 
sects the  root  close  to  the  pons.  This  method 
ensures,  in  almost  every  case,  accurate  anes- 
thesia, inclusive,  of  the  lower  lid,  while  the 
upper  lid  will  have  sensation  and  the  cornea 
will  remain  sensitive. 

Two  surgical  deaths  are  reported;  both 
were  caused  from  inter  cranial  hemorrhage  fol- 
lowing operation.  There  were  2 cases  of  tem- 
porary facial  paralysis.  One  case  of  total 
ophthalmoplegia  on  the  side  operated  upon  for- 
tunately recovered  in  three  months.  The 
other  case  of  temporary  hemiparesis  following 
an  injection  that  accidently  penetrated  the 
carotid  artery  also  recovered.  (Since  this  ex- 
perience I have  made  it  a practice,  before  in- 
jecting alcohol,  to  draw  on  the  syringe  plunger 
to  note  if  blood  can  be  sucked  out  through  the 
needle  and  to  always  inject  a small  amount 
of  novocain  before  alcohol  every  time  the 
needle  is  moved.)  Another  patient  who 
three  years  after  surgical  treatment  had  a re- 
currence of  tic,  apparently  due  to  incomplete 
removal  of  the  lower  part  of  the  root,  was  oper- 
ated upon  a second  time  with  satisfactory  re- 
sults. 

Trichloroethylene  was  used  in  a number  of 
cases  but  proved  effective  in  only  8.  It  does 
not  seem  to  be  so  useful  in  chronic  neuralgia  as 
in  acute  neuralgia.  Two  cases  refused  all 
treatment;  1 was  so  alarmed  by  the  prospect 
of  injection  or  surgery  that  she  committed  sui- 
cide. The  remaining  have  all  received  injec- 
tion treatments,  including  those  who  were  poor 
surgical  risks  or  were  very  old  and  a number  of 
others  who  have  been  injected  once  or  twice 
and  will  eventually  come  to  surgery. 

Of  the  245  patients  reported  in  this  paper 
109  have  to  date  come  to  surgery — 44.5  per 
cent.  Of  a group  totaling  1,317  patients 
treated  by  Frazier,4  reported  in  1931,  654  were 
operated  upon — 49.6  per  cent. 

A careful  study  of  this  series  in  an  endeavor 
to  determine  to  some  extent  the  behavior  of 
trigeminal  neuralgia  brought  to  light  these 
facts:  the  disease  is  more  prevalent  among 
women  and  it  affects  the  right  side  of  the  face 
far  more  frequently.  The  proportion  is: 
women,  160;  men,  85;  right,  148;  left,  90  (in 


3 cases  the  side  affected  was  not  recorded). 

There  were  6 patients  with  involvement  on 
both  sides;  one  was  treated  bilaterally  by  in- 
jections; 4 were  operated  upon  on  one  side  (1 
elsewhere)  and  injected  on  the  other;  the  sixth 
case,  previously  mentioned  in  this  report,  was 
operated  upon  on  both  sides. 

There  seems  to  be  no  relation  between  right- 
and  left-handedness  in  connection  with  the 
side  of  the  face  affected  in  these  patients,  al- 
though the  information  available  in  this  factor 
is  contained  in  only  a few  of  the  records.  It  did 
not  occur  to  me  to  consider  this  point  until 
recently. 

The  divisions  that  were  affected  are  as  fol- 
lows: first  alone,  17 ; second  alone,  77 ; third 
alone,  41;  second  and  third,  83.  The  total 
with  pain  in  the  second  division  is  160;  the 
total  with  pain  in  the  third  division  is  124. 
In  the  remaining  cases  patients  did  not  specify 
the  exact  location  of  pain.  Those  with  sec- 
ond and  third  division  pain  were  operated 
upon  by  the  temporal  route,  and  this  method 
will  be  continued  in  the  future.  Only  5 of  the 
first-division  cases  were  operated  upon — 4 by 
total  resection  of  the  root  and  1 by  tractotomy. 
In  the  future  all  patients  having  pain  confined 
to  the  first  division  will  have  tractotomy. 

Seasonal  Occurrence 

I have  noticed  for  a number  of  years  that 
during  certain  months  more  persons  came  to 
me  seeking  relief  from  the  pain  of  trigeminal 
neuralgia  than  at  other  times  of  the  year. 
Persuant  to  this  observation  we  have  recently 
made  a careful  study  of  all  records  of  patients 
I have  treated.  My  first  impression,  based 
only  on  recollection  of  being  particularly  busy 
with  cases  of  tic  douloureux  in  the  early  spring 
and  again  in  the  beginning  of  fall,  proved  to  be 
a fact  after  we  had  surveyed  all  my  filed  rec- 
ords. It  became  apparent  that  more  patients 
suffering  from  this  disease  came  to  me  in  the 
months  of  March  and  October.  We  further 
observed,  on  the  other  hand,  that  noticeably 
few  came  in  the  months  of  February  and 
August.  We  then  attempted  to  determine 
whether  there  existed  a definite  “season” 
wherein  trigeminal  neuralgia  is  most  violent. 
To  determine  this  it  did  not  seem  proper  to  use 
the  operative  dates,  because,  in  too  many 
ways,  varied  factors  would  cause  surgery  to  be 
delayed  for  brief  or  extended  periods.  The 
date  on  which  each  patient  first  required  my 
services  was  established  as  a fairly  reasonable 
mark  by  which  to  gage  the  possibility  of  a 
“season”  for  tics.  Accordingly,  the  case  rec- 
ords were  classified  to  concur  with  these  first 
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dates.  There  were  twelve  records  in  which  the 
first  date  could  not  be  determined  accurately 
enough  to  be  used.  Graphic  representation  of 
these  findings  is  shown  here  (Fig.  2) . It  may 
be  observed  that  there  are  two  high  points — 
March  and  October — and  two  low  points — 
February  and  August.  At  present  I have  no 
explanation  for  this  phenomenon. 

It  is  reasonable  to  suggest  that  any  one  of 
these  factors — the  seasonal  occurrence  (based 
on  time  of  needed  pain  relief),  the  superiority 
in  numbers  of  both  women  and  right  side  that 
are  affected  by  the  disease,  compared  to  the 
respective  sex  and  side,  as  well  as  probably 
other  facts  yet  unknown — may  have  a definite 
bearing  on  the  etiology  of  trigeminal  neuralgia. 

Conclusions 

Two  hundred  and  forty-five  cases  of  tri- 
geminal neuralgia  are  reported.  The  disease 
is  much  more  prevalent  on  the  right  side  of  the 
face.  It  is  also  much  more  prevalent  among 
women  than  men.  If  accurate  differentiation 
in  the  part  of  the  root  resected  is  adhered  to, 
no  corneal  ulcers  will  occur.  If  severe  pain  in 
the  first  division  occurs,  tractotomy  is  the 
operation  of  choice.  There  is  a definite  sea- 
sonal incidence  to  the  disease,  with  major 
peaks  in  March  and  October  and  low  points 
in  August  and  February.  No  explanation  for 
this  is  here  advanced. 
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Discussion 

Dr.  Byron  Stookey,  New  York  City — I am  in- 
terested in  the  seasonal  character  of  the  disease 
in  this  report,  and  I offer  my  own  statistics  for 
Dr.  Williams  to  go  over  to  determine  what  their 
incidence  may  be.  I agree  with  Dr.  Williams 
that  the  temporal  route  is  the  best  approach,  and 
that  the  operation  devised  by  Dandy  is  not  so 
safe  as,  and  no  more  satisfactory  than,  the 
former.  I disagree  with  him  in  regard  to  injec- 
tions. I feel  that  all  cases  of  trigeminal  neuralgia 
need  surgery  and  that  they  should  be  pressed  by 
the  doctor  to  accept  it.  The  patient  who  has 
been  treated  for  a long  period  of  time  by  alcohol 
injections  is  a pathetic  figure.  I agree,  however, 
that  very  old  persons  or  those  who  are  poor  surgi- 
cal risks  should  be  treated  by  injection.  In  other 
words,  alcoholic  injections  may  sometimes  be  use- 
ful but  only  in  a restricted  sense. 

I do  not  agree  with  him  in  the  case  of  bilateral 
differential  section  of  the  second  and  third  divi- 
sions. The  proprioceptor  sense  is  not  lost  when 
the  sensory  roots  are  cut  and  the  man  could  have 
determined  whether  his  jaw  was  open  or  not. 

Dr.  Wallace  Hamby,  Buffalo , New  York — I 
have  heard  Dr.  Frazier’s  scrub  nurse  mention 
that  tic  operations  piled  up  at  certain  times  of 
the  year.  This  concurs  with  the  possibility  of  a 
seasonal  incidence  of  tic.  I am  very  much  inter- 
ested. 

I am  sure  that  the  proprioceptor  sense  is  re- 
tained in  bilateral  resection  of  the  sensory  root  of 
the  fifth  nerve.  The  next  case  of  bilateral  neural- 
gia which  I see  will  be  treated  surgically  by  bi- 
lateral tractotomy. 

I do  not  think  that  injection  treatments  for 
the  disease  have  much  to  offer. 

I have  lost  1 case — that  of  an  old  lady  who  had 
an  area  of  thrombosis  in  the  hypothalmic  region 
of  the  brain  at  operation  which  appeared  at 
autopsy,  although  during  surgidal  procedure  the 
blood  pressure  did  not  indicate  this. 

Dr.  Henry  Ward  Williams  ( Concluding  Re- 
marks)— Dr.  Stookey’s  statistical  figures  for  sea- 
sonal occurrence  would  undoubtedly  enlighten 
us  a great  deal  and  should  prove  most  interesting. 

When  I stated  that  the  man  who  had  under- 
gone bilateral  subtotal  resection  of  the  sensory 
roots  did  not  know  whether  his  mouth  was  open 
or  not  I should  have  specified  “lips”  because,  as  a 
matter  of  fact,  he  does  know  at  all  times  where 
his  jaw  is.  I am  quite  sure  that  if  Dr.  Stookey 
will  test  the  bilateral  resections  he  has  done  he 
will  find  the  same  condition  exists. 

As  I stated  previously,  my  cases  come  from 
less  distant  places  or  are  not  so  advanced  in  the 
disease  as  cases  Dr.  Stookey  is  more  apt  to  see, 
so  frequently  it  is  necessary  to  inject  them  at  least 
once  before  being  able  to  persuade  them  to  sub- 
mit to  surgery. 


AMEBIC  DYSENTERY  AS  A COMPLICATION  IN  THE  DIAGNOSIS 
OF  CARCINOMA  OF  THE  RECTUM 

Arthur  A.  Landsman,  M.D.,  New  York  City 


IN  LOOKING  over  the  literature  one  is 
struck  with  the  scarcity  of  cases  in  which 
amebic  dysentery  and  carcinoma  of  the  rec- 
tum occur  simultaneously  in  the  same  per- 
son.1*2 A diligent  search  of  both  American 
and  foreign  sources  for  the  ten  years  between 
1929  and  1939  brings  out  the  amazing  dis- 
covery that  only  15  such  cases  have  been 
reported  during  this  period.3-11  This  is  cer- 
tainly unusual  considering  that  there  is  no 
evidence  of  any  natural  antagonism  between 
them.  It  is  hard  to  believe  this  of  two  dis- 
eases that  are  individually  so  common  and 
that  have  been  so  thoroughly  thrashed  out  in 
every  feature  by  both  clinician  and  research 
worker.  Carcinoma  is  a common  disease  in 
all  parts  of  the  world;  it  invades  the  intes- 
tinal tract  of  both  sexes  indiscriminately,  and 
race  and  social  condition  bear  no  relation  to 
its  frequency.  Age  does  not  bar  malignancy 
because  it  may  occur  in  early  life,  and  amebic 
dysentery  has  likewise  been  found  in  very 
young  people  and  even  in  infants.  Amebiasis 
is  no  longer  looked  upon  as  a disease  of  the 
tropics  since  it  is  found  in  all  of  its  forms  in 
the  temperate  zones,  as  witness  the  Chicago 
outbreak  at  the  World’s  Fair  in  1933  and 
others.  We  are  not  now  concerned  with  the 
cases  of  pseudocancer  complicating  amebic 
dysentery,  the  so-called  amebic  granulomas 
of  the  large  intestine,  numerous  instances  of 
which  have  been  reported  by  Gunn  and 
Howard,12  Gouchard  and  Paponnet,13  Desjar- 
dins,14 and  Uzac  and  Timbal.15  Nor  are  we 
concerned  with  tumors  that  mimic  malignancy 
in  their  gross  structure  but  are  composed  es- 
sentially of  coils  of  gut  matted  together  by 
plastic  exudation,  thrombosis  of  vessels, 
edema,  and  other  manifestations  of  inflamma- 
tory reaction.  At  this  time  we  are  only  inter- 
ested in  true  instances  of  the  co-existence  of 
the  two  diseases,  both  occurring  in  the  same 
individual  at  the  same  time. 

When  a patient  complains  of  a discharge  of 
blood  and  pus  from  the  rectum,  marked  con- 
stipation or  copious  diarrhea,  loss  of  weight, 
and  anemia  and  when  the  sigmoidoscopic 
picture  shows  an  ulcerative  coloproctitis,  the 
natural  conclusion  is  to  suspect  some  form 
of  dysentery.  If,  added  to  this,  there  is  a 
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history  of  exposure  such  as  a visit  to  a sus- 
picious area  and  if  the  microscopic  examina- 
tion is  positive  for  Endamoeba  histolytica  the 
diagnosis  is  established.  But  here  is  the  crux 
of  the  matter : Is  there  anything  in  these  prem- 
ises which  would  exclude  carcinoma  of  the 
large  bowel?  Not  at  all.  It  is  not  enough 
merely  to  make  an  affirmative  diagnosis  of 
the  presence  of  one  disease;  one  must  be  pre- 
pared to  prove  that  there  is  no  other  condi- 
tion that  could  produce  the  same  symptoms. 
Obviously,  the  patient  may  have, amebic  dys- 
entery while  at  the  same  time  be  subject  to 
intestinal  malignancy,  since  all  the  symptoms 
of  one  may  be  present  in  the  other  except 
those  that  are  purely  objective.  Fortunately, 
it  is  not  difficult  to  solve  this  problem  if  only 
such  a possibility  is  borne  in  mind  and  if  a 
thorough  local  examination  is  made  including 
x-ray  of  the  colon.  Cases  of  dual  diseases  in 
which  one  or  the  other  has  been  missed  are 
essentially  due  to  incomplete  diagnoses  which 
are  avoidable  with  proper  care  and  are  not 
necessarily  due  to  failure  of  a co-existence  of 
the  two  conditions.  The  object  of  this  com- 
munication is  to  emphasize  this  and  to  review 
one  such  case  that  we  had  under  observation. 

Case  Report 

A married  woman,  aged  52,  whose  previous 
and  family  histories  were  negative  except  that 
two  sisters  died  of  carcinoma  at  an  early  age, 
was  first  seen  in  February,  1933.  She  com- 
plained of  attacks  of  diarrhea  alternating  with 
periods  of  constipation,  distention,  pyrosis, 
gastrointestinal  distress,  discharge  of  pus  and 
mucus,  tenesmus,  and  bleeding  from  the  rectum, 
all  dating  back  four  months  following  a visit  to 
friends  outside  of  the  city.  A diagnosis  of  colitis 
was  made  by  the  physician  in  her  home  city  on 
the  basis  of  these  symptoms,  and  she  was  treated 
by  diet,  irrigations,  and  internal  medication  with- 
out success.  Inquiry  into  her  history  disclosed 
that  she  had  been  to  Chicago  during  the  World’s 
Fair  in  1933,  four  months  before  the  onset  of 
her  illness.  She  was  hospitalized,  and  an  ex- 
amination of  the  stools  disclosed  organisms  defi- 
nitely identified  as  the  Endamoeba  histolytica. 
She  remained  under  treatment  at  the  hospital 
with  carbarsone,  an  arsenical  preparation,  orally 
and  in  retention  enemas.  Her  diet  was  restricted 
and  supportive  treatment  given.  After  six 
weeks  she  was  discharged  and  came  in  for  a 
follow-up,  but  no  amebae  were  recovered  after 
this.  Some  months  later,  because  the  symp- 
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toms  still  persisted  and  to  save  the  inconvenience 
of  travel  from  her  home,  she  consulted  a local 
doctor  who,  after  learning  of  her  amebic  infection, 
took  it  for  granted  that  she  had  a return  of  her 
old  trouble  and  treated  her  accordingly  for 
several  months.  She  failed  to  improve  and  re- 
turned here.  Upon  sigmoidoscopic  examina- 
tion, confirmed  by  x-ray  and  biopsy,  she  was 
found  to  have  a malignant  growth  at  the  recto- 
sigmoid. Though  no  amebae  were  found  at 
this  time,  we  felt  satisfied  from  the  history  and 
circumstances  that  she  still  harbored  the  infec- 
tion, since  it  is  not  uncommon  that  the  organisms 
may  become  quiescent  for  a time.  It  is  possible 
that  had  the  doctor  not  been  misled  by  the  pre- 
vious history  and  had  there  been  a more  care- 
ful work-up  in  the  first  instance  the  growth  might 
have  been  discovered  by  digital  and  sigmoido- 
scopic examination,  if  not  beyond  reach,  or  by 
x-ray  if  higher  up. 

Summary 

A patient  with  a previous  history  of  amebic 
dysentery  returned  with  a similar  complaint 
months  later  to  another  medical  man  and  was 
treated  unsuccessfully  on  the  assumption  that 
this  was  a recurrence  of  her  former  trouble. 
The  question  of  the  presence  of  carcinoma  of 
the  rectum  was  not  considered  at  that  time. 
Sigmoidoscopic  examination,  undertaken  later 
elsewhere,  disclosed  advanced  carcinoma. 

Conclusions 

All  cases  of  ulcerative  colitis  of  whatever 
origin  should  be  subjected  to  a complete  sig- 


moidoscopic study  and  x-ray  of  the  colon, 
because  subjective  symptoms  of  the  two 
diseases  are  similar  and  only  objective  ex- 
aminations may  show  the  true  nature  of  the 
trouble. 

One  is  more  likely  to  fall  into  error  when 
there  has  been  a positive  bacteriologic  ex- 
amination or  previous  history  of  amebiasis 
and  when  the  examiner  is  not  alert  and  car- 
cinoma-conscious. This,  in  our  opinion,  ac- 
counts for  the  paucity  of  recorded  cases — not 
their  failure  to  occur  together. 

545  West  End  Avenue 
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“A  MEDICAL  UNDERWORLD” 

“The  ghostwriter  is  with  us  today  in  medi- 
cine as  elsewhere.  One  cannot  always  be  com- 
pletely certain  that  one  is  not  reading  or  listen- 
ing to  a ghostwritten  paper  or  address,”  says  a 
contributor  to  the  Bulletin  of  the  Medical 
Society  of  the  County  of  Kings,  and  he  con- 
tinues: “Ghostwriting  is  a secret  activity — 

which  aligns  it  ethically,  by  the  way,  with  fee- 
splitting; there  is  an  element  of  deception  in 
both — in  one  case  the  patient  is  deceived,  in  the 
other  the  reader. 

“While  not  a factor  in  the  origin  of  medical 
ghostwriting,  it  can  hardly  be  denied  that  our 
leading  medical  journal,  which  insists  that  its 
articles  follow  a rather  stereotyped  form,  has 
simplified  and  facilitated  the  work  of  the  ghost- 
writing sweatshops.  Under  such  relatively 
rigid  specifications  it  could  be  argued  that 
articles  might  just  as  well  be  ghostwritten. 
They  bore  the  reader  and  he  peruses  only  the 
summaries  and  conclusions. 

“We  do  not  believe  that  were  it  not  for  the 
ghostwriter  ‘the  machinery  of  everyday  fife  and 
the  foundations  of  civilization  would  wobble/ 
as  has  been  argued.  It  seems  to  us  that  getting 
rid  of  our  windbags,  exhibitionists,  and  incom- 
petents, the  employers  of  ghosts,  would  be 


wholesome  and  helpful.  We  believe  that  the 
social  system  could  stand  the  transition.  For 
the  roots  of  the  evil  are  not  yet  very  deep. 

“To  a degree,  the  ghosts  have  become  our 
‘artificers  of  ready-made  and  custom-made 
sentiments — skilled  taxidermists  of  lifelike  states- 
men— the  carvers  of  figureheads — the  ventrilo- 
quists of  patriotism,  eloquence,  high  ideals  and 
mock  emotions.’  And  remember  that  the 
strictly  medical  ghostwriter  is  among  the  most 
highly  talented.  He,  or  she,  can  be  a breath- 
taking artist.  We  have  seen  the  work  of  these 
marvelous  proxies,  not  yet  so  numerous  in  medi- 
cine, thank  heaven,  as  in  other  fields. 

“Ghostwriting  is  a disquieting  thing.  If  it 
were  to  flourish  much  more  than  at  present  it 
would  bring  about  a lack  of  full  confidence  in 
the  creative  genius  or  even  everyday  working 
capacity  of  the  profession.  In  such  shabby  cir- 
cumstances it  would  make  one  recall  the  hollow 
social  shell  that  was  France  before  the  debacle. 

“It  is  our  conviction  that  the  great  majority 
of  our  active  men  have  no  reason  at  all  to 
depend  in  any  degree  upon  ‘the  underworld  of 
creative  expression.’ 

“Note  arid  guaranty:  This  editorial  not  ghost- 
written; words  by  A.  C.  J.” 


GALLBLADDER  DISEASE 

A Consideration  of  Mortality 

Chas.  Gordon  Heyd,  M.D.,  F.A.C.S.,  D.M.Sc.,  New  York  City 


GALLBLADDER  disease  is  probably  the 
most  common  intra-abdominal  condition 
and  manifests  itself  in  a variety  of  ways.  It 
is  almost  uniformly  associated  with  symptoms 
which  vary  in  degree,  in  disability,  in  danger 
and  in  the  production  of  distant  or  remote 
sequelae.  It  is  the  general  opinion  that  the 
gallbladder  functions  as  a reservoir  after  the 
concentration  of  bile  and  as  the  control  of  the 
ebb  and  flow  of  bile  into  the  intestinal  tract. 
Infection  of  some  type  is  basically  the  etio- 
logical factor  in  the  production  of  pathological 
changes  in  the  gallbladder,  extra  biliary  sys- 
tem, the  liver,  pancreas,  and  more  remote  or- 
gans. No  age  or  sex  or  constitutional  status, 
is  immune  from  gallbladder  affections  nor 
wholly  protected  from  its  effects. 

The  main  symptoms  of  gallbladder  disease 
are  primarily  local  and  confined  to  the  gastro- 
intestinal system.  There  are,  however,  cer- 
tain allergic  states  that  are  due  to  a low  grade, 
continuous  infection  of  the  gallbladder. 
There  are,  in  addition,  undoubted  cases  of 
remote  effects  in  the  production  of  various 
types  of  arthritis.  Again,  there  is  a systemic 
effect  of  gallbladder  disease  as  manifested  in 
continuous  ill-health,  called  “cholecystic  toxe- 
mia.” Furthermore,  even  a moderate  ex- 
perience in  gallbladder  symptomatology  will 
discover  not  a few  cases  of  cardiac  disturbance 
that  are  basically  the  result  of  gallbladder  dis- 
ease. The  latter  statement  is  not  intended  to 
include  the  mistake  or  error  in  diagnosis  that 
is  occasionally  made  in  considering  a case  of 
coronary  thrombosis  an  acute  gallbladder 
manifestation  or  as  more  frequently  obtains, 
an  atypical  gallbladder  attack  simulating  the 
syndrome  of  coronary  disease. 

From  January,  1920,  to  June,  1937,  5,000 
consecutive  cases  of  gallbladder  disease  were 
analyzed  by  Drs.  Heyd,  Carter,  and  Hotz. 
Of  these  3,986  were  operated  upon  by  53 
different  surgeons;  50%  of  the  number  of 
the  operated  cases  were  private  and  50% 
were  so-called  clinic  patients.  In  these 
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3,986  operated  cases  there  were  309  deaths 
from  any  cause  whatsoever,  giving  a basic 
hospital  gallbladder  mortality  of  7.7%. 
(Table  I.)  This  general  figure  of  7 to  8% 


TABLE  I. — Analysis  op  3,986  Consecutive  Opera- 
tions on  the  Biliary  Tract  (1920-1937) 

Total 

Mor- 

Mor- 

tality 

Num- 

tality 

(Per 

Operation 

ber 

(No.) 

Cent) 

Chronic  Cholecystitis 

Cholecystectomy 

3,240 

190 

5.8 

Alone  or  with  appendec- 
tomy  

2,438 

88 

3.61 

With  dochostomy 

238 

27 

11.34 

With  other  operation 

568 

74 

13.03 

Cholecystectomy  with  do- 
chostomy and  other  op- 
erations   

6 

1 

16.16 

Cholecystostomy 

66 

22 

33.3 

Alone  or  with  appendec- 
tomy  

43 

13 

30.24 

With  dochostomy 

16 

6 

37.50 

With  other  operation 

7 

3 

42.80 

Total 

3,306 

212 

6.40 

Obstructive  Biliary  Disease 
Cholecystogastrostomy 

52 

15 

28.8 

Choledochostomy  only 

37 

13 

35.1 

Choledochostomy  with  other 
operations 

2 

2 

100.0 

Plastic  on  ducts 

5 

3 

60.0 

Total  obstructive 

96 

33 

34.4 

Acute  Cholecystitis 

Cholecystectomy 

517 

45 

8.82 

Alone  or  with  appendec- 
tomy  

428 

32 

7.47 

With  dochostomy 

89 

13 

14.60 

Cholecystostomy 

45 

13 

28.80 

With  dochostomy 

9 

3 

33.33 

Total  cholecystostomy  (with  3 
other  operations) 

57 

18 

29.63 

Total  acute  cholecystitis 

574 

64 

10.97 

Total  for  all  biliary  tract  opera- 
tions  

3,986 

309 

7.7 

mortality  is  in  general  accord  with  other  re- 
ports covering  a like  period  of  time  and 
approaching  it  in  numbers.  In  the  “break 
up”  of  this  operative  material  a number  of 
significant  facts  emerged.  The  clinical  and 
mortuary  impact  of  these  statistics  is  arrest- 
ing and  resulted  in  some  significant  deduc- 
tions in  regard  to  diagnosis,  pre-operative 
treatment,  operative  technique,  postopera- 
tive treatment  and  the  eventual  curability 
and  morbidity  of  the  surviving  patients. 

Seriatim,  we  may  consider  a few  of  the  most 
outstanding  features  of  the  study: 

1.  The  Continuous  and  Progressive 
Character  of  All  Infections  of  the  Gall- 
bladder. It  became  apparent  that  disease 
of  the  gallbladder  does  not  spontaneously 
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“cure”  itself  but  from  the  very  nature  of  the 
disease  is  a continuous,  pathological  process 
with  a high  degree  of  cyclic  periodicity 
in  symptoms.  This  inherently  progressive 
course  of  gallbladder  disease  involves  in 
chronological  order  the  gallbladder,  cystic 
duct,  the  common  duct,  the  liver,  the  pan- 
creas, and  finally  affects  the  entire  organ- 
ism. This  pattern  of  continuous  and  progres- 
sive change  varied,  to  be  sure,  but  in  the 
main  the  evolution  of  symptoms  was  depend- 
ent upon  chronicity,  the  constitutional  habitus 
of  the  individual  and  the  inherent  degree  of 
infectivity,  plus  the  mechanical  factor  of 
obstruction  in  the  ducts  from  either  inflam- 
mation or  calculous  formation.  With  chro- 
nicity, the  number  and  severity  of  the  symp- 
toms increased,  the  technical  difficulties  of 
surgical  intervention  became  greater,  and 
the  mortality  rate  invariably  rose.  For  ex- 
ample, there  were  1,270  operations  on  patients 
with  symptoms  of  chronic  cholecystitis  of  less 
than  two  years'  duration.  Nine  hundred  and 
fifty-nine  of  these  operations  were  uncom- 
plicated, with  13  deaths,  or  a mortality  of 
1.38%.  However,  in  the  same  group  there 
were  311  patients  with  complications,  indi- 
viduals who  had  a history  of  a previous  acute 
attack,  or  the  gallbladder  surgery  was  com- 
plicated by  some  additional  surgical  pro- 
cedure. Twenty-two  of  these  patients  died, 
giving  a mortality  of  7.10%.  (Table  II.) 


TABLE  II. — An  Analysis  of  the  Results  of  Opera- 
tion in  Chronic  Cholecystitis  When  Definite  Symp- 
toms Have  Been  Present  Less  than  Two  Years 

Per  Cent 

No. 

Deaths 

Mortality 

Uncomplicated  cases 

959 

13 

1.35 

Complicated* 

311 

22 

7.10 

Total  operations 

1,270 

35 

2.75 

Causes  of  Death 

Pneumonia 11 

Peritonitis 10 

Liver  death 4 

Cardiac  failure 4 

Operative  shock 3 

Postoperative  hemor- 
rhage  2 

Uremia 1 


Major  Complications 


Wound  infections  (se- 
vere)   23 

Dehiscence 15 

Pneumonia 8 

Thrombophlebitis  ...  5 

Postoperative  hemor- 
rhage  4 

Pleurisy  (effusion) ...  3 

Cardiac  failure 3 

Surgical  erysipelas ...  1 

Peritonitis... 1 

Acute  parotitis 1 


* Those  with  previous  acute  attacks  or  with  secondary 
operations. 


It  is  a generally  held  opinion  that  stones  in 
the  common  duct  are  sequential  to  calculi  in 
the  gallbladder.  Stones  in  the  common 
duct  were  found  in  6%  without  any  calculi 
being  present  in  the  gallbladder.  It  is,  how- 
ever, easy  to  conceive  that  an  infection  of  the 


gallbladder  may,  by  reason  of  mucosal  condi- 
tions, not  produce  gallstones  within  the  gall- 
bladder, but  by  constant  bathing  of  the 
common  duct  with  infectious  material  pro- 
duce “de  novo"  calculi  in  the  common  duct. 

Choledochostomy  was  performed  simul- 
taneously with  cholecystectomy  or  chole- 
cystostomy  for  chronic  gallbladder  disease 
in  260  patients,  and  calculi  in  the  common  duct 
were  found  in  82%  of  these  patients,  and  in 
3,306  operations  for  chronic  cholecystitis 
the  common  duct  was  explored  in  7.7%. 
According  to  the  report  of  the  pathologist 
associated  “pathological  changes  in  the  com- 
mon duct  were  almost  invariably  associated 
with  severe  pathological  changes  in  the  gall- 
bladder." The  statement  validates  the  as- 
sumption that  common  duct  disease  is  usually 
secondary  to  gallbladder  disease.  Symp- 
toms of  gallbladder  disease  in  patients  with 
common  duct  calculi  provide  a rather  interest- 
ing observation  as  to  the  duration  of  symp- 
toms and  mortality.  There  were  1,270  pa- 
tients with  symptoms  of  gallbladder  disease 
of  less  than  two  years.  Twenty-four  had 
stones  in  the  common  duct,  representing  a 
percentage  of  common  duct  stones  of  1.9. 
In  other  words,  in  any  group  of  individuals 
with  gallbladder  symptoms  of  approximately 
two  years'  duration  at  least,  2%  will  have 
common  duct  stones.  There  were  1,020  pa- 
tients with  symptoms  of  gallbladder  disease 
from  two  to  10  years.  Ninety-two  had  com- 
mon duct  stones  and  the  percentage  of  com- 
mon duct  stones  rose  to  nine.  In  610  patients 
with  gallbladder  symptoms  of  from  10  to  35 
years,  97  had  common  duct  stones  and  the 
percentage  of  common  duct  stones  rose  to  16. 
(Table  III.) 


TABLE  III. — Duration  of  Cholecystic  Symptoms  in 
Common  Duct  Stone 
Duration  of  Symptoms 


Total 

Cases 

Common 

Duct 

No.  Cases 

Per  Cent 
Common 
Duct  Stone 

Under  2 years 

. . . 1,270 

24 

1.9 

2-10  years 

...  1,020 

92 

9.0 

10-35  years 

610 

97 

16.0 

It  is  interesting  that  in  574  operations  for 
acute  cholecystitis — the  diagnosis  of  acute 
cholecystitis  was  entertained  only  when  made 
by  the  pathologist — 80  patients  had  common 
duct  stones,  an  incidence  of  approximately 
14%,  and  in  only  three  of  these  patients  was 
there  lacking  a history  of  previous  gallbladder 
symptoms.  In  other  words,  in  the  acute  gall- 
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j bladder  cases  approximately  96%  had  a defi- 
! nite  history  of  chronic  gallbladder  disease  and 
i 80%  of  all  the  secondary  gallbladder  opera- 
tions followed  a cholecystectomy. 

2.  Multiple  Surgery.  About  13%  of 
the  operations  in  women  with  gallbladder  dis- 
ease were  associated  with  fibroids  and  nearly 
10%  of  all  the  series,  both  male  and  female, 
had  gastro-duodenal  ulceration. 

It  is  a rule  at  the  Post-Graduate  Hospital 
to  remove  the  appendix  in  practically  all  intra- 
abdominal operations.  The  mortality  of 
operations  on  the  gallbladder,  with  or  without 
appendectomy,  showed  practically  no  varia- 
tion between  the  two  groups.  However,  when 
other  operations  were  added  to  cholecystec- 
tomy, the  mortality  increased  rapidly  with 
each  type  of  secondary  operation.  If  there 
were  added  to  any  gallbladder  surgery  a gas- 
tro-enterostomy  the  mortality  became  16.4%; 
with  gastric  resection,  the  mortality  rose  to 
31.1,  and  with  hysterectomy  a mortality  of 
11.8%  was  obtained.  It  is  obvious  that  sur- 
gical intervention  for  gallbladder  disease  is  an 
operative  intervention  of  sufficient  magnitude 
to  be  the  sole  and  only  indication  for  the 
surgical  intervention.  (Table  IV.) 

Earlier,  I referred  to  the  fact  that  in  this 
large  series  7.7%  of  the  patients  had  the  com- 
mon duct  explored  and  that  stones  were 


TABLE  IV. — Chronic  Cholecystitis 
Factors  Influencing  the  Morbidity  and  Mortality  in 
Surgery  for  Chronic  Cholecystitis 

Per 

Cent 

No.  of  Mor-  Mor- 

• Cases  bidity  tality 


(A) 

Multiple  surgery  (Chole- 
cystectomy plus  sec- 
ondary operation) .... 

575 

1.72 

13.85 

1.  With  gastroenteros- 
tomy   

128 

16.4 

2.  With  pyloroplasty. . . . 

111 

9.9 

3.  With  gastric  resection 

61 

31.1 

4.  With  acute  appendix. . 

31 

13.0 

5.  With  hysterectomy. . . 

59 

11.8 

(B) 

Conservative  treatment 
in  acute  cholecystitis 
1.  Subsided  acute 

474 

1.59 

11.02 

2.  With  chronic  abscess 
or  old  perforation  in- 
to colon 

46 

2.20 

38.0 

3.  Cholecystostomy  in 
previous  acute 

15 

1.58 

20.0 

(C) 

Cholecystostomy  in 
chronic* 

68 

1.50 

7.4 

(D) 

Jaundice  (especially  ne- 
cessitating common 

duct  surgery) 

254 

13.0 

(E) 

Delay  in  surgery  for 
chronic  cholecystic 
symptoms.  Series  with 
less  than  two  years’ 
history 

959 

1.35 

Total 

. series  of  chronic  chole- 

cystitis 

3,303 

1.31 

6.4 

♦Means  cholecystostomy  for  a previous  chronic  in- 
fection— now  followed  by  a cholecystectomy. 


found  in  82%  of  the  cases,  with  a mortality 
of  11.34.  I also  stated  that  four-fifths  of 
secondary  operations  on  the  common  duct 
were  in  patients  who  had  had  a cholecystec- 
tomy. Choledochostomy  following  a previous 
cholecystectomy  was  done  in  this  series  in  39 
instances,  with  a mortality  of  40%.  Only  six 
of  these  39  patients  had  their  original  opera- 
tion at  the  Post-Graduate  Hospital:  33  were 
done  in  other  hospitals.  Of  the  39  patients 
who  had  common  duct  operations  following  a 
previous  cholecystectomy  32  of  the  group,  or 
80%,  had  recurrent  overlooked  stones.  The 
inference  is  obvious,  that  any  operation  for 
gallbladder  disease  should,  if  and  when  there 
is  evidence  of  common  duct  disease,  be  com- 
pleted by  exploration  of  the  common  duct  as 
part  of  a single  operative  procedure. 

Considerable  controversial  gallbladder  lit- 
erature has  arisen  in  the  discussion  of  acute 
cholecystitis.  Like  most  discussions  more 
heat  has  been  generated  than  light.  We  are 
not  inclined  to  believe  that  there  is  any  such 
“immediacy”  for  surgical  intervention  in  acute 
gallbladder  disease  as  applies  to  gastro- 
intestinal perforations  or  acute  appendicitis. 
In  other  words,  the  term  “immediate  opera- 
tion” as  opposed  to  “deferred  operation”  is  a 
misnomer.  Acute  cholecystitis — the  diagnosis 
being  made  only  by  the  pathologist — occurred 
in  14.5%  of  the  series,  whereas  the  incidence 
of  stones  in  the  gallbladder  in  chronic  chole- 
cystitis was  approximately  70%;  89%  of  the 
acute  cases  had  calculi  in  the  gallbladder. 
Undoubtedly  the  mechanical  factor  of  calculus 
is  a factor  of  marked  importance  in  initiating 
the  acute  phases  of  cholecystitis.  It  has  been 
found  that  the  individual  with  an  acute  gall- 
bladder who  had  a hospital  residence  of  from 
six  to  24  hours  before  operation  produced  as  a 
group  the  least  mortality  in  this  condition. 
One  hundred  and  twenty-eight  patients  were 
operated  within  six  hours  after  their  admission 
into  the  hospital,  with  a mortality  of  16.6%, 
and  this  is  almost  exactly  the  same  mortality 
of  80  patients  whose  disease  began  within 
48  hours  of  their  operation,  namely  15.10%. 
Two  hundred  and  ninety-seven  patients  were 
prepared  pre-operatively  from  6 to  24  hours, 
with  a mortality  of  7.4%,  or  within  the  basic 
mortality  of  the  entire  group  7.7.  One 
hundred  and  forty-nine  other  patients  were 
prepared  from  two  days  to  24  days,  with  a 
mortality  of  about  13%.  Of  316  cases  ob- 
served 16  hours  or  longer  57%  had  a continu- 
ous progression  of  their  symptoms  and  physi- 
cal findings.  In  only  12%  was  there  defi- 
nitely a subsidence  of  the  clinical  picture. 
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Jaundice  is  rightly  believed  to  indicate 
chronicity  of  disease:  of  the  574  acute  cases  a 
definite  history  of  jaundice  was  present  in  101, 
with  a 15.8%  mortality  and  jaundice  was 
present  at  the  time  of  operation  in  155  pa- 
tients, with  a 20%  mortality.  In  other  words, 
the  history  of  jaundice  increases  the  mortality 
expectation  over  100%  and  jaundice  at  the 
time  of  operation  increases  the  mortality  ex- 
pectation 200%.  (Table  V.) 


TABLE  V. — Acute  Cholecystitis 
Factors  Influencing  the  Mortality  and  the  Morbidity  in 
Surgery  in  Acute  Cholecystitis 

B.  Degree  of  Pathology  {Attending  Path- 
ologist’s Diagnosis ) 

No.  of  Mor- 


Factors  Cases  tality 

(1)  Acute  cholecystitis 206  5.85% 

(2)  Purulent  cholecystitis 117  9.40% 

(3)  Gangrenous  cholecystitis 150  7.33% 

(4)  Perforated,  with  abscfess 16  0.00 

(5)  Perforated  with  peritonitis* 51  35.85% 

B.  Complicated  Cholecystitis  {Compari- 

son with  Acute  Only) 

(1)  Acute  only 206  5.85% 

(2)  Complicated  cholecystitis 368  14.10% 

(3)  Perforated  cholecystitis  (known) .. . 69  26.10% 

C.  Duration  of  Present  Illness 

(1)  Operated  within  48  hours  of  onset. . 81  11 . 10% 

(2)  Between  48-96  hours  (2-4  days) . . . 137  5.90% 

(3)  Between  4-7  days 104  7.70% 

(4)  Between  7-50  days 182  16.71% 

D.  Duration  of  the  Period  of  Hospital 

Observation  Pre-Operative 

(1)  0-6  hours 128  15.62% 

(2)  6-24  hours 297  7.41% 

(3)  24-48  hours 58  10.35% 

(4)  2-24  days 91  17.59% 

E.  Jaundice 

(1)  Definite  history  of  jaundice  (past) . . 101  15.80% 

(2)  Jaundice  at  time  of  surgery 155  20.60% 


* Exclusive  of  16  cases  with  clinical  peritonitis  where 
cholecystostomy  was  done. 


Finally,  the  cyclic  character  of  gallbladder 
disease  is  indicated  in  a consideration  of  Table 
VI.  The  pathologist  divided  his  material 


TABLE  VI. — The  Cycle  of  Acute  Gallbladder 
Disease 

(As  seen  in  574  pathologically  acute  gallbladders) 


Single  Acute  Attack — No  Definite 
Clinical  Course  History  of  Previous  Cholecystitis 

Pathological  Puru-  Gan-  Per- 

Equivalent  Acute  lent  grenous  forated 

No.  of  cases  in  each 

group 51  25  42  23 

Mortality  per  cent  3.9%  4.0%  4.8%  26% 

History  of  One  or  More  Acute  At- 
tacks or  a History  of  Chronic 
Clinical  Course  Cholecystitis 

Equivalent  Chronic  Puru-  Gan-  Per- 

Pathological  or  Acute  lent  grenous  forated 
No.  of  cases  in  each 

group 155  92  108  46 

Mortality  per  cent  6.4%  10.7%  8.3%  33.7% 


from  the  574  cases  of  so-called  acute  chole- 
cystitis into  acute,  purulent,  gangrenous,  or 
perforated.  The  mortality  in  the  first  three 
of  these  categories,  “following  a single  acute 
attack,  with  no  definite  history  of  a previous 
cholecystitis,”  is  well  within  the  mortality 
rates  of  simple,  uncomplicated  cholecystec- 
tomy, namely  3 to  5%.  However,  in  401 
cases  of  acute  cholecystitis  (in  34  similar  cases 
no  pathological  tissue  was  obtained)  with  a 
history  of  one  or  more  acute  attacks  or  a defi- 
nite history  of  previous  chronic  cholecystitis, 
the  operative  mortality  was  approximated 
double  in  each  of  the  categories — acute,  puru- 
lent, and  gangrenous  cholecystitis. 


MOTHERHOOD  MADE  SAFER 
More  important  than  the  elimination  of  much 
of  the  pain  and  discomfort  formerly  associated 
with  pregnancy  is  the  removal  of  many  of  the 
hazards  of  the  event  as  a result  of  increased 
knowledge  of  infection  and  its  control,  of  the 
physical  changes  that  take  place  in  the  human 
body,  and  of  medicine  generally,  Hygeia,  The 
Health  Magazine , says  in  the  May  issue. 

“The  chief  causes  of  death  in  childbirth  and 
pregnancy  are:  first,  infections;  second,  the 

intoxication  which  is  called  toxemia  of  preg- 
nancy; third,  hemorrhage  and  shock,”  the  edi- 
torial continues.  “The  intensive  research  now 
being  carried  on  in  various  parts  of  the  country  to 
control  these  specific  factors  should  yield  great 
dividends  in  lives  saved  in  the  years  to  come.” 
Hygeia  points  out  that  fundamental  in  lower- 
ing still  further  the  possibility  of  death  in  child- 
birth is  education.  Dr.  Nicholson  J.  Eastman 
of  Johns  Hopkins  University  has  listed  symptoms 
which  give  warning  of  hazards  during  the  period 
before  birth.  These  symptoms,  which  require 
immediate  report  to  the  physician,  are:  (1) 

bleeding  of  the  organs  involved  in  childbirth, 


(2)  swelling  of  the  face  or  fingers,  (3)  severe  con- 
tinuous headache,  (4)  dullness  or  blurring  of 
vision,  (5)  pain  in  the  abdomen,  (6)  persistent 
vomiting,  (7)  chills  and  fever,  and  (8)  sudden 
escape  of  the  fluid  in  which  the  child  is  carried. 

“Whenever  any  of  these  signs  or  symptoms 
occur  the  physician  should  be  called  immedi- 
ately,” the  editorial  warns.  “Unquestionably, 
this  in  itself  would  save  many  a mother  and 
many  a child.” 

The  desirability  of  having  births  take  place 
in  hospitals  rather  than  in  homes  is  emphasized. 
“There  are  many  who  still  believe  that  it  is  safer 
for  the  baby  to  be  born  at  home,”  the  editorial 
declares.  “Under  proper  conditions,  this  is  un- 
doubtedly true.  However,  the  possibility  of 
securing  such  proper  conditions  in  the  home  is 
slight  compared  with  the  possibility  of  securing 
suitable  conditions  in  the  hospital. 

“However,  the  fact  that  there  were  just 
slightly  over  9,000  maternal  deaths  in  more  than 
1,250,000  live  births  is  an  indication  of  the  tre- 
mendous advance  made  by  scientific  medicine 
in  this  field.” 


Case  Report 


TYPHOID  CARRIER  WITH  BACILLUS  TYPHOSUS  BACTEREMIA 
ACCOMPANYING  AN  ACUTE  EXACERBATION  OF  A 
CHRONIC  CHOLECYSTITIS 

Emil  Verrilli,  M.D.,  Mamaroneck,  New  York,  and  Edward  A.  Lane,  M.D,,  White 

Plains,  New  York 


rPHE  accidental  discovery  of  a chronic  ty- 
A phoid  carrier  with  a Bacillus  typhosus  bac- 
teremia  accompanying  an  acute  exacerbation  of  a 
chronic  cholecystitis  appears  to  be  of  sufficient 
rarity  and  interest  to  warrant  reporting.  A peru- 
sal of  the  Quarterly  Cumulative  Index  Medicus 
under  the  headings  of  “typhoid  carrier"  and 
“cholecystitis"  for  the  past  ten  years  failed  to 
disclose  any  references  to  the  associated  condi- 
tions in  question. 

Case  Report 

The  patient,  a white  man,  aged  55,  was  taken 
acutely  ill  (April  1,  1940)  with  what  was  at  first 
thought  to  be  pneumonia.  There  were  chills  and 
fever  (103.0  F.)  and  pain  in  the  upper  right  side 
of  the  abdomen  which  might  have  been  referred 
from  the  pulmonary  region,  accompanied  by  ac- 
celeration of  the  pulse  (124)  and  respiration  (32). 

The  lungs  showed  questionable  dullness  at  the 
right  base,  with  many  moist,  crepitant  rales 
over  this  area  but  no  change  in  voice  or  breath 
sounds.  The  abdomen  was  soft  and  obese  with 
slight  tenderness  under  the  right  costal  arch. 

The  liver  and  spleen  were  not  enlarged  and  no 
masses  were  felt.  Both  hands  and  feet  were  de- 
formed from  arthritis  deformans.  Blood  count 
(April  3)  showed  20,000  white  blood  cells  with 
90  per  cent  polymorphonuclear  cells. 

In  the  absence  of  a productive  cough  and  spu- 
tum, a blood  specimen  was  examined  (April  6) 
for  possible  isolation  and  typing  of  pneumococci. 

An  organism  was  isolated  that  proved  to  be  B. 
typhosus.  Meanwhile  the  temperature  that  had 
subsided  after  six  days  of  fever,  ranging  from  101 
to  105  F.,  flared  up  again  on  two  occasions  during 
the  ensuing  two  weeks  (April  17  and  21). 

The  history  relevant  to  the  current  illness  dis- 
closed the  fact  the  patient  had  had  typhoid  fever 
thirty-six  years  previously  while  attending  col- 
lege in  New  England.  A high-grade  hearing  de- 
fect dates  from  that  illness.  Twice  since  then  he 
has  suffered  from  attacks  similar  to,  but  not  as 
severe  as,  the  recent  one.  The  first  occurred 
twenty-four  years  ago  and  the  second,  eight  years 
ago.  On  both  of  these  occasions,  contrary  to  the 
recent  attack,  he  became  jaundiced.  He  has  suf- 
fered from  arthritis  for  the  past  twenty-six  years 
and  has  had  diabetes  for  at  least  two  years. 

In  view  of  the  evident  diagnosis  of  a cholecysti- 
tis of  typhoid  origin,  a series  of  five  stool  speci- 
mens (taken  April  14,  19,  21,  26,  and  May  1) 
were  examined,  and  all  were  found  to  contain  B. 
typhosus.  Cholecystectomy  was  advised  as 
soon  as  the  patient’s  condition  warranted  it,  both 
to  relieve  him  of  the  chronic  cholecystitis  and,  if 
possible,  to  free  him  of  his  typhoid  carrier  condi- 
tion. Following  a period  of  normal  temperature 
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during  which  the  blood  count  fell  to  8,000  white 
blood  ceils  with  67  per  cent  polymorphonuclears, 
the  blood  gave  a sterile  culture  and  the  urine  was 
rendered  sugar-free;  the  patient’s  gallbladder 
was  removed  on  May  3. 

At  operation  (performed  by  Dr.  J.  V.  Hibbard), 
an  advanced,  suppurative,  inflammatory  condi- 
tion was  found  involving  the  gallbladder,  under 
surface  of  the  liver,  and  adjacent  omentum.  The 
gallbladder  contained  one  large,  greenish  black 
stone  measuring  75  by  25  by  25  mm.  (Fig.  1). 
The  region  of  the  common  duct,  hepatic  artery, 
and  portal  vein  was  occupied  by  a mass  of  indura- 
tion in  which  the  common  duct  could  not  be 
identified.  The  gallbladder  and  stone  were  re- 
moved, and  the  abdominal  wound  was  closed 
with  drainage. 

Following  operation,  laboratory  examinations 
showed  the  presence  of  B.  typhosus  in  the  gall- 
bladder, in  a culture  from  the  drainage  taken 
eleven  days  after  operation,  and  in  repeated 
stool  specimens,  the  most  recent  of  which  was 
taken  almost  two  months  after  operation.  It 
is  evident,  therefore,  that  removal  of  the  gall- 
bladder has  not  eliminated  the  carrier  condition 
in  this  case. 

Dr.  Margaret  Loder,  pathologist  at  the  United 
Hospital,  Port  Chester,  where  the  operation  was 
performed,  reported  that  the  gallstone  removed 
from  this  patient  is  the  largest  that  has  been  ob- 
tained thus  far  at  that  hospital. 

Summary 

A patient  with  an  acute  exacerbation  of  a 
chronic  cholecystitis  was  discovered  to  have  a B. 
typhosus  bacteremia. 

He  has  evidently  been  a typhoid  carrier  for  the 
past  thirty-six  years,  during  which  time  he  has 
not  infected  any  family  contacts  or  anyone  out- 
side the  family  as  far  as  is  known. 

Removal  of  the  gallbladder  has  failed  to  cure 
the  typhoid  carrier  condition. 

A gallstone  of  unusual  size  was  removed  with 
the  gallbladder. 


Fig.  1.  Full  stone,  size  75  by  25  by  25  mm. 


Therapeutics 


CONFERENCES  ON  THERAPY 


'"pHESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of  the 
Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical 
College  and  the  New  York  Hospital,  with  collaboration  of  other  departments  and 
institutions.  The  questions  and  discussions  involve  participation  by  members  of  the 
staff  of  the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear  in 
the  July  1 issue  and  will  concern  “The  Use  of  Vitamin  B Fractions.” 


The  Uses  of  Adrenal  Cortical  Hormones 


Dr.  Eugene  F.  DuBois:  Two  years  ago 
Dr.  Robert  F.  Loeb  of  the  College  of  Physi- 
cians and  Surgeons  spoke  to  us  about  Addi- 
son’s disease  and  its  treatment.  We  are 
fortunate  that  today  he  is  to  continue  on  the- 
subject  of  the  uses  of  adrenal  cortical  hor- 
mones. 

Dr.  Robert  F.  Loeb:  I told  Dr.  DuBois 
that  in  my  opinion  adrenal  cortical  hormones 
are  used  in  three  categories  of  patients:  first, 
those  with  demonstrable  adrenal  insufficiency; 
second,  those  with  equivocal  adrenal  in- 
sufficiency; and  third,  those  without  adrenal 
insufficiency.  Now  I should  venture  to  guess 
that  infinitely  more  is  used  in  patients  with- 
out adrenal  insufficiency  than  in  patients  with 
adrenal  insufficiency.  I also  told  Dr.  DuBois 
that  I feel  only  moderately  secure  in  talking 
about  adrenal  hormone  therapy  in  demon- 
strable cortical  insufficiency.  I also  feel  inse- 
cure in  talking  about  adrenal  hormones  in  the 
treatment  of  equivocal  adrenal  insufficiency, 
and  I find  it  requires  faith  to  talk  about  the 
value  of  hormones  when  adrenal  insufficiency 
in  all  probability  is  not  present. 

I should  like,  if  you  will  bear  with  me,  to 
start  out  by  reviewing  briefly  some  of  the 
disturbances  known  to  be  present  in  demon- 
strable adrenal  insufficiency.  These  fall, 
without  question,  into  two  categories  and 
possibly  into  a third.  The  first  group  of 
disturbances  which  is  unequivocal  and  which 
is  readily  demonstrable  in  adrenalectomized 
animals  and  in  patients  with  adrenal  in- 
sufficiency, that  is,  Addison’s  disease,  is  the 
group  of  disturbances  associated  with  ab- 
normalities in  the  behavior  of  electrolytes  and 
water.  As  you  know,  there  is  a definite  in- 
creased excretion  of  sodium  in  adrenal  in- 
sufficiency. With  this  there  is  also  loss  of 
water,  which  is  reflected  in  the  plasma  volume 
and  to  some  extent  in  the  interstitial  com- 
partment. There  is  also  associated,  although 
less  regularly,  an  increase  in  the  potassium 


concentration  in  the  serum  and,  perhaps,  in- 
creased potassium  concentration  in  the  tissues 
themselves.  There  is  also  a series  of  disturb- 
ances of  renal  function  as  characterized  by 
nitrogen  retention  in  advanced  insufficiency 
in  man  and  in  earlier  insufficiency  in  animals. 
Associated  with  this  is  a decrease  in  urea 
clearance  and  also  a decrease  in  the  ammonia 
excretion  by  the  kidney.  How  many  of  these 
changes  in  renal  function  can  be  attributed  to 
decreased  plasma  volume  and  to  decreased 
blood  flow  we  do  not  know.  However,  these 
are  certainly  factors  of  prime  importance. 
Whether  there  are  specific  changes  in  the 
renal  tubule  cells  which  are  also  responsible 
for  these  changes  in  renal  function,  as  there 
probably  are  in  relation  to  sodium  and  potas- 
sium disturbances,  we  do  not  know.  This  all 
is  included  in  one  category  of  disturbances,  and 
I think  that  this  category  of  disturbances  is,  in 
part  anyway,  also  responsible  for  hypoten- 
sion, which  is  another  characteristic  of  adrenal 
insufficiency.  Whether  any  other  factors  have 
to  do  with  hypotension  in  adrenal  insufficiency 
we  do  not  know.  I have  a feeling  there  may 
be,  and  I will  come  to  that  in  a moment. 

The  second  category  of  demonstrable 
physiologic  disturbances  in  adrenal  insuffi- 
ciency includes  those  related  to  carbohydrate 
metabolism. 

In  1909  Forges  first  demonstrated  hypo- 
glycemia in  patients  with  adrenal  disease. 
At  that  time  the  hypoglycemia  was  thought  to 
be  due  to  disturbances  in  the  adrenal  medulla. 
More  recently,  Britton  and  Sylvette  fought 
a battle  against  all  comers  when  they  sug- 
gested that  the  adrenal  cortex  was  important 
in  controlling  the  carbohydrate  metabolism. 
Finally,  they  have  been  completely  sub- 
stantiated in  their  contention  by  the  studies  of 
Long  and  his  co-workers,  by  the  studies  of 
Kendall  and  others  at  the  Mayo  Clinic,  and 
by  Thorn  and  his  associates  in  Baltimore.  We 
know  that  a fair  percentage  of  patients  with 
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demonstrable  adrenal  insufficiency  undergo 
severe  hypoglycemic  shock,  spontaneously,  I 
might  add.  Furthermore,  we  know  that 
patients  with  demonstrable  adrenal  insuffi- 
ciency have  focal  and  diffuse  neurologic  signs 
which  at  times,  at  least  in  part,  may  be 
ascribed  to  hypoglycemia  and  which,  perhaps, 
may  also  in  part  be  ascribed  to  decreased 
cerebral  blood  flow.  Whether  a third  factor 
enters  into  the  neurologic  manifestations  we 
do  not  know.  We  know  that  patients  with 
Addison’s  disease  are  unusually  sensitive  to 
insulin  injection,  which  again  suggests  a 
disturbance  in  carbohydrate  metabolism.  In 
animals  the  changes  in  carbohydrate  metabo- 


lism are  readily  demonstrated.  We  know 
from  the  work  of  Kendall  that  the  administra- 
tion of  certain  adrenal  hormones  increases  the 
excretion  of  sugar,  not  only  in  phlorhizinized 
animals  but  in  partially  pancreatectomized 
animals.  The  same  hormones  increase  nitro- 
gen excretion,  indicating  that  they  increase 
gluconeogenesis.  They  also  increase  glyco- 
gen storage  in  the  liver  of  normal  rats  and 
mice  as  shown  by  Long.  So  you  see  we  have 
considerable  evidence  of  a significant  part 
played  by  the  adrenal  cortical  hormones  in 
carbohydrate  metabolism,  particularly  as 
seen  in  the  lower  animals.  Whether  or  not 
these  are  all  secondary  to  decreased  protein 
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Fig.  2.  Modified  from  Kendall. 


breakdown  in  adrenal  insufficiency,  as  sug- 
gested by  Long,  we  do  not  know. 

We  also  know  from  the  work  of  Ingle  that 
certain  cortical  hormones,  those  that  are 
effective  in  influencing  carbohydrate  metabo- 
lism, have  a definite  effect  on  the  work 
capacity  of  adrenalectomized  rats.  On  the 
other  hand,  we  know  that  the  hormone  that 
affects  the  salt  and  water  metabolism  has 
relatively  little  effect  on  the  work  capacity  of 
adrenalectomized  animals,  although  this  one 
hormone  has  a striking  life-maintenance 
activity. 


There  are,  then,  two  definite  groups  of 
disturbances  demonstrable  in  adrenal  in- 
sufficiency. There  is  possibly  a third  type  of 
disturbance,  and  I should  like  now  to  discuss 
this  briefly  on  the  basis  of  human  observa- 
tions (Fig.  1). 

A certain  number  of  patients  with  Addison’s 
disease,  of  which  this  record  is  representative, 
die  what  I believe  to  be  an  addisonian 
death,  characterized  by  a falling  blood  pres- 
sure, by  a soft  pulse,  and  by  profound  as- 
thenia. These  changes  are  not  related  to  the 
state  of  the  electrolyte  and  water  metabolism 
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and  are  apparently  unrelated  to  the  level  of  the 
blood  sugar.  Furthermore,  these  patients  at 
times  fail  to  respond  to  what  may  be  con- 
sidered adequate  therapy  with  active  hormonal 
substances  as  gaged  by  the  effects  on  the 
water  content  of  the  blood,  the  electrolyte  con- 
tent of  the  blood,  and,  as  I have  said,  the 
maintenance  of  blood  sugar.  These  patients, 
then,  die  addisonian  deaths,  usually  associated 
with  a terminal  rise  in  fever  and  with  a sharp 
decrease  in  blood  pressure  but  without  the 
chemical  changes  mentioned.  Whether  these 


patients  suffer  from  a disturbance  of  their 
peripheral  blood  vessels  on  a local  basis  or 
whether  they  suffer  from  a central  disturbance 
of  their  vasomotor  apparatus  I do  not  know, 
but  that  they  do  suffer  from  a disturbance  of 
the  vasomotor  apparatus  seems  fairly  certain. 
I think  that  it  is  important  to  bear  this  in 
mind,  because,  if  we  close  our  eyes  to  possi- 
bilities other  than  the  effects  on  water  and  salt 
and  carbohydrate  metabolism,  we  may  miss 
an  important  aspect  of  adrenal  insufficiency. 

I have  talked  thus  far  about  the  disturb- 
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ances  that  are  present  in  demonstrable  in- 
sufficiency. We  should  like  to  know  what  we 
can  anticipate  in  the  treatment  of  demon- 
strable human  adrenal  insufficiency  with 
adrenal  hormone.  That  brings  us  to  the  first 
question — namely,  what  hormones  have  we 
available? 

Isolated  from  the  adrenal  cortex  are  ap- 
proximately twenty  steroids,  four  of  which 
have  a great  similarity  with  the  exception  of 
one  or  two  oxygen  atoms.  The  nature  of  the 
activity  of  these  different  steroids  is  depend- 
ent on  whether  or  not  these  extra  oxygen 
atoms  are  present  and  where  they  are  in  the 
molecule.  There  has  been  isolated  from  the 
adrenal  cortex,  as  you  may  note  in  Fig.  2,  one 
of  the  steroids,  desoxycorticosterone,  which  is 
strikingly  effective  in  relation  to  salt  and 
water  metabolism.  This  has  not  only  been 
isolated  but  has  been  synthesized  by  Reich- 
stein  and  is  available  commercially.  Desoxy- 
corticosterone in  man,  and  probably  in  ani- 


mals, has  either  no,  or  minimal,  effects  on  the 
carbohydrate  metabolism.  Some  of  the  other 
steroids  which  have  been  isolated  from  the 
cortex  are  corticosterone,  dehydrocortico- 
sterone, and  what  is  known  as  compound  “E” 
of  Kendall.  These  have  been  isolated  in  small 
amounts,  are  not  available  for  commercial 
use,  and  to  my  knowledge  have  not  yet  been 
synthesized.  These  substances  have  relatively 
little  effect  on  salt  and  water  metabolism  but 
have  definite  effects  on  carbohydrate  metabo- 
lism, the  one  having  the  greatest  effect  being 
this  compound  “E”  of  Kendall,  which  is  11- 
dehydro-  17-hydroxycorticosterone.  We  have 
available  for  treatment  only  one  steroid  and 
that  is  desoxycorticosterone,  which,  as  I have 
stated,  has  purely  salt  and  water  activity. 

Most  patients  with  Addison’s  disease  re- 
quire desoxycorticosterone,  but  we  have  3 or 
4 who  cannot  be  persuaded  to  take  desoxy- 
corticosterone because  they  are  perfectly  com- 
fortable with  the  oral  administration  of 
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sodium  chloride  alone.  The  desoxycortico- 
sterone  can  be  given  either  parenterally  by  in- 
jection or  in  pellet  form.  Most  patients  who 
are  not  suffering  from  active  tuberculosis  re- 
turn to  some  type  of  work  or  gainful  occupa- 
tion. I think  that  this  hormone  marks  a 
great  advance  in  the  treatment  of  Addison’s 
disease — that  is,  demonstrable  adrenal  in- 
sufficiency. 

Fig.  3 merely  summarizes  in  a series  of 
patients  with  Addison’s  disease  what  can  be 
accomplished  with  desoxycorticosterone.  You 
will  note  that  the  blood  sodium  increases  and 
the  potassium  decreases,  the  nonprotein 
nitrogen  decreases,  the  serum  protein  de- 
creases, and  the  body  weight  increases.  The 
blood  volume,  the  plasma  volume,  the  inter- 
stitial fluid  volume  also  increase  and,  in  time, 
the  blood  pressure,  although  the  blood  pres- 
sure rises  are  relatively  late. 

One  should  bear  in  mind  that  toxic  reac- 
tions result  from  excessive  doses  of  desoxy- 
corticosterone in  addisonian  patients. 

I may  say  a few  words  about  the  effects  of 
other  hormone  preparations  in  man.  Fig.  4 
compares  the  effects  of  desoxycorticosterone 
with  other  preparations  in  a patient  with 
Addison’s  disease.  This  patient  was  main- 
tained in  good  condition  on  a standard  regimen 
with  a daily  dose  of  6 mg.  of  desoxycorti- 
costerone throughout  the  period  of  study. 
The  levels  of  excretion  of  sodium,  potassium, 
and  nitrogen  in  the  control  period  are  ap- 
parent. You  will  note  that  when  we  added 
20  mg.  of  desoxycorticosterone  daily  over  the 
usual  ration  there  was  a striking  decrease  in 
sodium  excretion  with  a definite  increase  in 
potassium  excretion.  In  the  same  study  dur- 
ing one  period  of  observation  of  five  days,  the 
effects  of  an  average  daily  dose  of  18  mg.  of  cor- 
ticosterone* were  noted  in  contrast  to  25  mg. 
of  desoxycorticosterone.  It  is  apparent  from 
this  record  that  the  effect  on  sodium  excretion, 
which  was  marked  with  desoxycorticosterone, 
was  insignificant  in  the  case  of  corticosterone. 
Perhaps  there  was  a slight  increase  in  potas- 
sium excretion.  Then  we  compared  the  effect 
of  desoxycorticosterone  with  a potent  cortical 
extract.  In  addition  to  the  maintenance  dose 
of  desoxycorticosterone,  25  cc.  of  this  cortical 
extract  was  given  daily  over  a period  of  five 
days.  Again,  one  may  see  the  difference  in 
effect  between  the  desoxycorticosterone  and 
the  cortical  extract  on  the  excretion  of  sodium. 
There  is  virtually  no  decrease  in  sodium  ex- 


* Corticosterone,  desoxycorticosterone,  and  cortical  ex- 
tract were  obtained  from  the  Roche-Organon  Laboratories. 


Fig.  5. 


cretion  and  little,  if  any,  increase  in  potassium 
excretion  with  25  cc.  of  the  cortical  extract  a 
day.  Corticosterone,  which  is  known  to  be 
active  in  its  effects  on  carbohydrate  metabo- 
lism in  animals,  has  virtually  no  effect  on  the 
salt  and  water  metabolism  in  the  controlled 
addisonian  patient,  and  25  cc.  of  the  cortical 
extract  likewise  has  a minimal  effect  on  the 
electrolytes  and  water.  Desoxycorticosterone, 
the  one  pure  hormone  that  is  available  for 
patients,  has,  on  the  other  hand,  a striking 
effect  on  salt  and  water  metabolism. 

In  this  study  we  also  observed  the  effect  of 
desoxycorticosterone,  of  corticosterone,  and  of 
cortical  extract  on  blood  sugar  curves.  These 
curves  are  fairly  comparable  because  the 
patient  ate  identical  meals  over  a period  of 
many  weeks.  In  the  record  of  Fig.  5 I think 
you  will  see  that  at  the  end  of  three  hours  the 
blood  sugar  fell  to  approximately  50  mg.  per 
hundred  cubic  centimeters,  regardless  of 
whether  he  had  had  cortical  extract,  corti- 
costerone, which  is  supposedly  carbohydrate 
active,  or  desoxycorticosterone  in  large  doses 
for  five  days  before  the  glucose  tolerance  test. 
In  the  first  part  of  the  curve  there  is  perhaps 
some  increase  in  the  blood  sugar  level  after 
the  administration  of  corticosterone  and 
cortical  extract.  That  would  be  negligible 
certainly  were  it  not  in  accord  with  what  is 
observed  in  animals,  although  I think  it  is 
safe  to  say  that  the  effect  on  carbohydrates 
obtained  by  25  cc.  of  cortical  extract  a day,  or 
by  18  mg.  of  corticosterone  a day,  is  not  worth 
anything  from  a practical  standpoint  in  pre- 
venting hypoglycemia  or  in  elevating  the  blood 
sugar.  Thorn  has  made  similar  studies  com- 
paring the  effects  of  corticosterone  and 
Kendall’s  compound  “E”  with  desoxycortico- 
sterone. Thorn  gave  85  mg.  of  cortico- 
sterone in  one  dose  and  obtained  a definite 
effect,  more  striking  than  ours.  He  also  ob- 
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tained  an  effect  on  the  respiratory  quotient 
which  we  failed  to  obtain  with  either  corti- 
costerone or  cortical  extract  in  the  dosage  we 
used.  Compound  “E”  of  Kendall  showed  still 
more  striking  effects  on  the  carbohydrate 
metabolism  in  Thorn’s  experiment  with  a dose 
of  30  mg. 

As  I have  said,  these  two  steroids  are  not 
available  commercially.  The  amounts  neces- 
sary to  produce  any  effects  in  man  are  enor- 
mous. So  I think  we  can  say  with  relative 
certainty  that  the  clinical  effects  of  the  cortical 
hormones,  other  than  desoxycorticosterone, 
are  minimal  and,  even  with  as  much  as  25  cc. 
of  cortical  extracts  daily,  the  effect  on  the  salt 
and  water  metabolism  is  small.  So  much  for 
what  can  be  accomplished  with  the  various 
hormones  in  the  treatment  of  demonstrable 
adrenal  insufficiency. 

I should  like  now  to  turn  briefly  to  our 
second  category  of  patients — namely,  those 
with  equivocal  insufficiency.  The  literature 
today  is  full  of  recommendations  for  the  use  of 
cortical  materials  in  the  treatment  of  patients 
who  feel  tired,  who  have  low  blood  pressures, 
who  have  poor  appetites,  who  also  have  severe 
acute  infections,  and  who  may  at  times  have 
low  blood  sugar  curves — for  instance,  the 
patients  with  sprue.  These  symptoms  are 
similar  to  those  seen  in  adrenal  insufficiency. 
How  specific  they  are,  however,  I think  is 
uncertain.  My  feeling  is  that  they  are  non- 
specific, and  to  state  that  these  symptoms  are 
manifestations  of  adrenal  insufficiency  in  these 
patients  is  unjustified. 

There  are  two  pieces  of  work  which  perhaps 
give  some  support  to  those  who  use  the  corti- 
cal hormone  in  treating  tired  women  and  men, 
too.  One  of  these  is  Ingle’s  observation  on  the 
effect  of  work  on  the  size  of  the  adrenal  glands. 
Ingle  has  shown  that  continued  hard  physical 
work  on  the  part  of  a rat  increases  the  size  of 
the  adrenal  glands  in  the  course  of  a few  hours. 
Perhaps  it  is  fair  to  assume  that  if  the  adrenal 
glands  enlarge  in  the  course  of  a few  hours 
they  do  so  because  they  have  had  increased 
work  to  do.  The  other  piece  of  evidence  is 
that  of  Weil  and  Browne,  who  have  shown 
that  patients  subjected  to  physical  stress,  the 
stress  of  surgical  anesthesia,  or  the  stress  of 
acute  infections  excrete,  in  their  urine,  sub- 
stances that  will  protect  young  adrenalec- 
tomized  rats  from  the  devastating  effects  of 
cold.  Studies  show  that  adrenalectomized 
rats  put  in  the  icebox  die  quickly,  and  Weil 
and  Browne  have  shown  that  the  urine  from 
people  under  stress,  as  I have  said,  contains 
substances  that  will  protect  these  rats,  as 


does  cortical  hormone,  from  dying  in  the  ice- 
box and  that  urine  from  people  without  any 
demonstrable  stress  contains  no  such  sub- 
stances. They  have  not  demonstrated  that 
these  protective  substances  are  chemically 
related  to  the  cortical  hormones. 

I have  considerable  doubt  about  the  applica- 
tion of  these  observations.  I personally  dis- 
like therapy  not  soundly  supported. 

In  this  same  equivocal  category  of  patients 
under  stress  comes  the  much-discussed  prob- 
lem of  surgical  shock.  1 believe  that  Dr. 
Swingle  was  the  first  one  to  point  out,  or  sug- 
gest, that  cortical  adrenal  insufficiency  was  the 
cause  of  shock.  His  paper,  which  appeared  in 
Science  in  January,  1933,  called  forth  pretty 
serious  criticism  and  I think,  in  part,  on  just 
grounds.  I believe  Dr.  Heuer  and  Dr. 
Andrus  here  at  Cornell  were  among  the  first  to 
produce  evidence  suggesting  that  simultane- 
ous injection  of  cortical  extract  and  blood 
would  prevent  the  shock  resulting  from  the 
effects  of  toxic  substances  obtained  from  an 
obstructed  loop  of  gut  better  than  would 
transfusion  alone.  1 do  not  know  whether 
that  work  has  been  extended  or  what  the 
attitude  of  the  group  here  is  toward  that  work 
at  the  present  time. 

Since  then,  many  others  have  shown  by  one 
means  or  another  that  in  shock  there  is 
apparently  some  beneficial  effect,  both  in  its 
prevention  and  perhaps  in  its  treatment,  from 
the  use  of  cortical  hormones  of  various  types. 
Perla’s  work  last  year  gave  another  impetus 
to  the  use  of  cortical  hormones.  We  have 
recently  tried  to  repeat  some  of  the  experi- 
ments, but  we  were  unsuccessful.  We  dis- 
covered that  inducing  histamine  shock  in  the 
rat,  as  Perla  did,  required  more  than  1/2  Gm. 
of  histamine  per  rat.  A considerable  varia- 
tion in  absorption  might  give  misleading  re- 
sults with  regard  to  protection.  It  was  also  not 
clear  whether  the  slight  apparent  influence  of 
the  hormone  might  not  be  attributed  to  some 
further  increase  in  salt  and  water  retention  as 
a result  of  desoxycorticosterone  rather  than  to 
any  more  specific  effect.  Similar  criticism  can 
be  applied  to  all,  or  almost  all,  the  studies  on 
shock  and  cortical  hormone.  It  is  my  belief 
that  it  has  not  been  convincingly  demonstrated 
that  cortical  hormone  has  a specific  effect  or 
even,  perhaps,  any  greater  effect  than  would  be 
obtained  by  a slightly  larger  injection  of 
saline. 

For  the  treatment  of  shock  in  man,  Dr. 
Scudder  at  the  Presbyterian  Hospital  and 
others  have  emphasized  the  importance  of 
cortical  hormone  with  saline  infusions,  the 
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two  being  used  together.  Their  results  must 
be  termed  impressionistic.  This  is  not  said  as 
a criticism  beyond  the  fact  that  I desire  to 
stress — namely,  that  I do  not  believe  it  has 
yet  been  proved  that  cortical  hormone  has 
any  great  advantage  in  the  treatment  of 
surgical  shock. 

Before  closing  I should  like  to  sa.y  a word 
about  the  treatment  of  conditions  that  are,  in 
all  probability,  not  due  to  adrenal  cortical  in- 
sufficiency. You  will  find  in  the  literature  of 
recent  months  that  cortical  hormone  is  good 
for  Paget’s  disease,  myasthenia  gravis,  bro- 
midism,  and  other  disease  states,  and,  if  you 
will  read  those  articles  critically,  you  will  find 
that  the  basis  for  the  claims  of  success  is 
questionable.  Moehlig  reported  striking  sub- 
jective benefit  from  desoxycorticosterone  in  a 
patient  with  myasthenia  gravis.  In  1 patient 
we  attempted  to  confirm  these  observations. 
We  have  controlled  electrolyte  studies  on  the 
blood,  and  on  two  occasions  we  gave  5 mg. 
of  synthetic  hormone  daily  for  a period  of  five 
days,  at  which  time  the  hormone  was  dis- 
continued because  of  increase  in  symptoms  to  a 
point  beyond  which  we  did  not  dare  proceed. 
The  hormone  given  was  sufficient  on  both 
occasions  to  induce  a gain  of  more  than  2 Kg. 
in  weight. 

Recently,  a most  confusing  paper  by  Bon- 
durant  and  Campbell  appeared  in  the  Journal 
of  the  American  Medical  Association  concern- 
ing the  treatment  of  bromidism  by  means  of 
5 cc.  of  cortical  extract  daily.  The  initial 
chloride  levels  in  the  blood  were  reported  in 
different  patients  as  varying  from  198  to 
693  mg.  per  hundred  cubic  centimeters,  a 
range  indicating  that  errors  in  chemical 
technic  must  have  been  present.  The  chemi- 
cal findings  as  reported  are  utterly  incredible 
and  the  theoretic  basis  for  treatment  is  wholly 
unsound.  In  addition  to  these  criticisms  it  is 
most  improbable  that  doses  of  5 cc.  of  com- 
mercial extract  would  have  any  significant  in- 
fluence on  sodium  or  chloride  excretion. 

I point  out  these  two  instances  merely  to 
emphasize  the  fact  that  adrenal  cortical 
hormone  is  being  indiscriminately  and  un- 
critically employed  in  therapy. 

Dr.  DuBois:  We  are  now  ready  for  general 
discussion  and  questions. 

Dr.  C.  H.  Wheeler:  I should  like  to  ask 
Dr.  Loeb  whether  the  use  of  adrenal  cortical 
hormone  or  extract  in  instances  of  equivocal 
disease  is  associated  with  any  risk. 

Dr.  Loeb:  We  know  that  adrenal  cortical 
extract  in  relatively  small  doses  and  desoxy- 
corticosterone in  large  doses  cause  adrenal 


atrophy  in  animals.  I do  not  believe  the 
amounts  of  hormone  administered  even  by 
the  surgeons  are  enough  to  cause  any  damage 
to  the  adrenal  glands.  I think  there  is  a risk 
with  large  doses  of  desoxycorticosterone,  be- 
cause there  is  no  question  but  that  one  may 
obtain  more  than  the  desired  retention  of  salt 
and  water.  To  me  it  seems  far  simpler  to  give 
salt  and  water  by  vein  to  the  point  desired 
rather  than  to  give  desoxycorticosterone. 
Once  this  drug  is  in,  it  is  much  more  difficult 
to  control  salt  and  water  retention.  As  far  as 
we  know,  desoxycorticosterone  has  effects  only 
on  salt  and  water  disturbances. 

Dr.  Harry  Gold:  Some  cases  have  been 
severely  poisoned,  and  there  have  been  cases  of 
heart  failure  with  edema  caused  by  it,  which  I 
believe  you  reported,  did  you  not? 

Dr.  Loeb:  We  have  had  addisonian  pa- 
tients who  have  been  definitely  poisoned  with 
desoxycorticosterone  with  extraordinary  de- 
grees of  cardiac  insufficiency  with  pulmonary 
congestion.  Fortunately,  it  may  be  impossible 
to  induce  these  effects  in  patients  who  have 
not  had  Addison’s  disease  and  who  have 
normal  hearts.  We  have  not  been  able  to 
produce  cardiac  dilatation  in  normal  animals. 
We  have  produced  diabetes  insipidus  and  a 
striking  periodic  paralysis  in  dogs  which  is 
associated  with  an  incredible  replacement  of 
potassium  in  the  muscles  by  sodium,  but  I 
think  that  this  is  more  of  pharmacologic  than 
of  clinical  significance. 

Student:  Dr.  Loeb  mentioned  that  there 
might  be  some  other  factor  controlling  blood 
pressure  in  patients  besides  potassium  and 
sodium.  Would  he  tell  us  more  about  that? 

Dr.  Loeb:  I wish  I could.  As  I have  said, 
we  see  these  patients  whose  blood  pressures 
fall  and  addisonian  patients,  vrith  demon- 
strable adrenal  insufficiency,  who  die  in  the 
state  of  peripheral  circulatory  collapse  without 
the  chemical  characteristics  of  adrenal  in- 
sufficiency. 

Student:  Have  you  ever  observed  an 

unusually  low  potassium  level  in  those 
patients? 

Dr.  Loeb:  No,  those  patients  have  normal 
potassium  levels.  Our  patients  who  have  had 
too  much  desoxycorticosterone  will  have  a low 
potassium  level.  I do  not  believe  the  low 
potassium  level  is  the  cause  of  cardiac  in- 
sufficiency. In  our  normal  dogs  we  have 
extremely  low  levels  of  potassium  in  the  blood, 
but  cardiac  insufficiency  does  not  occur  there. 

Dr.  Wheeler:  Have  you  ever  observed,  or 
has  anyone  else  ever  observed,  the  effect  of 
these  substances  in  familial  periodic  paralysis? 
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I wonder  if  you  could  induce  an  attack  in 
them  by  excessive  doses. 

Dr.  Loeb:  We  have  only  2 patients  who 
have  real  familial  periodic  paralysis.  The 
blood  potassium  levels  drop  spontaneously  at 
intervals,  and,  consequently,  I do  not  believe 
it  would  be  possible  to  tell  what  you  are  doing. 
I should  be  a little  hesitant  to  use  it  in  those 
patients  because  of  the  fact  that  they  are 
cured  by  massive  doses  of  potassium  chloride, 
and  I think  it  is  possible  that  we  would  accen- 
tuate the  disease  to,  perhaps,  an  unfortunate 
point  if  we  gave  them  those  substances. 

Dr.  McKeen  Cattell:  In  relation  to  the 
use  of  this  material  in  shock,  it  seems  to  me 
fair  to  consider  the  problem  with  reference  to 
secondary  factors  that  are  responsible  in  part 
for  the  development  of  the  syndrome — that  is, 
damage  to  the  capillary  walls.  There  is  a 
certain  amount  of  experimental  evidence 
indicating  that  these  hormones  do  decrease 
the  permeability.  I wonder  what  you  think 
of  that  evidence. 

Dr.  Loeb:  Mencken  has  done  some  work 
that  suggests  that  cortical  extract  decreases 
permeability.  I wish  someone  would  produce 
more  convincing  evidence  that  the  hormones 
we  are  talking  about  have  a specific  capillary 
action.  I have  sought  for  that  evidence  for 
several  years  because  of  this  group  of  patients 
I showed  you  who  die  because  of  peripheral 
collapse  without  any  salt  and  water  disturb- 
ance. As  I have  said,  those  patients  die 
despite  the  administration  of  as  much  as  110 
cc.  of  cortical  hormone  in  twenty-four  hours. 
Hormone  seems  to  have  little  if  any  clinical 
effect  in  these  cases. 

Dr.  Gold  : Would  I be  correct  in  assuming 
that  in  the  treatment  of  a case  of  Addison’s 
disease  you  would  not  use  cortical  ex- 
tract? 

Dr.  Loeb:  I think  that  that  is  a fair 
question.  In  the  maintenance  of  patients  I 
certainly  would  not  use  cortical  extract.  A 
dose  of  25  cc.  a day  may  cause  a minimal 
effect  on  the  blood  sugar  but  no  effect  on  the 
salt  and  water  metabolism  comparable  with 
desoxycorticosterone.  I cannot  see  that  any- 
thing is  gained  in  the  practical  maintenance  of 
the  patients  with  adrenal  insufficiency  by 
means  of  the  extract.  Theoretically,  cortical 
extract  in  huge  amounts  should  be  worth  more 
than  desoxycorticosterone  for  the  simple 
reason  that  it  contains  at  least  minute  amounts 
of  some  of  the  steroids  other  than  the  one  that 
has  purely  a salt  and  water  effect.  From  the 
practical  standpoint,  I cannot  see  that  it 
makes  much  difference,  although  I will  say 


that  we  use  both  cortical  extract  and  desoxy- 
corticosterone in  the  treatment  of  crises.  We 
try  not  to  get  too  much  desoxycorticosterone 
effect,  and  we  control  that  by  blood  serum 
protein  levels.  When  we  think  we  have  given 
enough  to  obtain  effective  dilution,  we  then 
give  considerable  quantities  of  cortical  ex- 
tract, hoping  that  we  may  secure  an  effect 
other  than  that  on  the  salt  and  water  metabo- 
lism. I cannot  say  that  our  hopes  are 
particularly  gratified. 

Dr.  Wheeler:  To  what  extent  are  these 
substances  effective  by  the  oral  route? 

Dr.  Loeb:  I might  report  three  experi- 
ences: First,  we  gave  between  five  and  fifteen 
dollars’  worth  of  an  oral  cortical  extract  daily 
over  a period  of  many  weeks  in  conjunction 
with  salt  and  could  not  tell  whether  the 
patient  took  it  or  not.  That  was  experience 
number  one.  Second,  we  received  a prepara- 
tion that  is  put  up  with  vitamin  C.  We  gave 
this  patient  15  of  these  tablets  a day — the 
producer  recommends  3 to  6 — and  lowered  the 
patient’s  salt  intake  from  15  to  5 Gm.  a day 
while  he  was  taking  the  15  hormone  tablets. 
In  the  course  of  three  days  the  treatment 
precipitated  a crisis.  The  third  was  a patient 
who  had  been  advised  to  take  the  same  prepa- 
ration and  had  taken  three  dollars’  worth 
every  week.  He  came  in  with  real  insuffi- 
ciency, which  was  alleviated  by  the  administra- 
tion of  salt  alone.  On  the  basis  of  our  experi- 
ence I can  say  that  oral  cortical  extract 
therapy  has  no  place.  There  is  no  question 
but  that  activity  can  be  demonstrated  by  oral 
doses  in  the  animal;  the  ratio  of  doses  by 
mouth  and  parenterally  is  something  of  the 
order  of  between  4 and  10  to  1.  Recently, 
Anderson  reported  favorable  results  in  treat- 
ing addisonian  patients  by  the  sublingual  in- 
stillation of  a few  drops  of  desoxycortico- 
sterone acetate  dissolved  in  propylene  glycol, 
one  to  three  times  a day.  This  procedure  is 
distinctly  promising,  although  we  have  had  no 
experience  with  it. 

Dr.  Cattell:  I assume  that  desoxycorti- 
costerone is  one  of  the  materials  in  the  chemi- 
cal extracts  of  the  cortex.  Why  then  is  the 
effectiveness  of  the  extract  so  low? 

Dr.  Loeb:  It  is  a quantitative  matter. 
Desoxycorticosterone  is  one  of  the  steroids  of 
the  adrenal  cortex  present  in  the  extracts. 
There  are  also  other  noncrystallizable  steroids 
with  an  even  higher  effect  on  salt  and  water 
metabolism.  The  amounts  of  these  potent 
substances  in  the  usual  cortical  extracts  are 
simply  too  small  for  effective  results. 

Dr.  DuBois:  Is  there  any  evidence  that 
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these  cortical  preparations  will  be  of  help  in 
relieving  fatigue  in  the  military  services? 

Dr.  Loeb:  Dr.  DuBois,  I wish  I could 
answer  that  question — and  I think  it  is  a 
terribly  important  one  to  be  answered.  It 
seems  to  me  that  a proper  study,  with  con- 
trolled conditions,  would  be  very  much  in 
order  to  ascertain  the  answer.  All  I can  say 
is  that  on  the  basis  of  present  observations  I 
know  of  no  real  evidence  to  suggest  that  the 
administration  of  cortical  extract  would  in 
any  way  influence  a man’s  effectiveness. 
However,  it  should  be  properly  studied. 

In  conclusion,  I should  like  to  state  that 
most  of  the  observations  reported  from  our 
studies  have  been  carried  out  by  a group 
working  at  the  Presbyterian  Hospital — Drs. 
J.  W.  Ferrebee,  C.  Ragan,  D.  Parker,  and 
D.  W.  Atchley. 

Dr.  Cattell:  The  material  presented  at 
this  conference  concerning  the  indication  for 
the  employment  of  the  hormones  of  the 
adrenal  cortex  in  therapeutics  permits  us  to 
summarize  with  the  simple  statement:  Only 
in  demonstrable  adrenal  insufficiency  do  we 
have  an  unequivocal  indication  for  the  use  of 
these  hormones,  and  in  this  condition,  as  re- 
placement therapy,  dramatic  therapeutic 
results  may  be  attained.  Doubt  was  expressed 
regarding  the  value  of  these  hormones  in  states 
of  weakness,  low  blood  pressure,  hypogly- 
cemia, etc.,  where  the  evidence  for  adrenal  de- 
ficiency is  equivocal.  Their  use  in  peripheral 
circulatory  failure  falls  into  the  same  class. 
There  is  no  justification  for  the  employment  of 
this  therapy  in  Paget’s  disease,  myasthenia 
gravis,  bromidism,  and  other  conditions  where 
it  has  been  uncritically  recommended. 

The  disturbances  resulting  from  adrenal  in- 
sufficiency fall  into  two  or  possibly  three 
classes.  The  first  includes  changes  associ- 
ated with  the  behavior  of  electrolytes  and 
water,  including  increased  excretion  of  sodium, 
loss  of  water  which  is  reflected  in  a decreased 
plasma  volume,  an  increase  in  plasma  potas- 
sium, and  a decreased  urea  clearance  and 
ammonia  excretion  by  the  kidney.  Possibly 
all  these  effects  are  secondary  to  altered  kid- 


ney function.  The  second  group  of  disturb- 
ances includes  those  related  to  carbohydrate 
metabolism,  the  chief  manifestation  of  which 
is  hypoglycemia  which  may  give  rise  to  hypo- 
glycemic shock  and  other  nervous  manifesta- 
tions. The  patient  with  adrenal  insufficiency 
has  a low  sugar  tolerance  curve  and  may  be 
unusually  sensitive  to  insulin.  The  evidence 
for  a third  type  of  disturbance  is  seen  in 
patients  whose  blood  sugar,  electrolyte,  and 
water  metabolism  have  been  controlled  by 
replacement  therapy  but  who,  nevertheless, 
die  a characteristic  addisonian  death,  with  a 
low  blood  pressure  and  terminal  fever. 

Approximately  twenty  steroids  have  been 
isolated  from  the  adrenal  cortex,  but  only  one 
desoxy corticosterone,  is  available  for  clinical 
use.  Desoxycorticosterone  is  strikingly  effec- 
tive in  correcting  the  disturbances  in  salt  and 
water  metabolism  of  adrenal  insufficiency  but 
has  practically  no  effect  on  carbohydrate 
metabolism.  On  the  other  hand,  certain 
other  substances  that  have  been  isolated  in 
small  amounts  and  are  not  available  commer- 
cially, including  corticosterone,  dehydro- 
corticosterone, and  11 -hydro- 17-hydroxy- 
corticosterone,  have  been  shown  experimen- 
tally to  have  an  effect  in  improving  carbo- 
hydrate metabolism  but  to  have  little  influ- 
ence on  the  electrolyte  and  water  balance. 

In  Addison’s  disease,  desoxycorticosterone, 
given  by  daily  injection  or  in  pellet  form,  is 
effective  in  causing  an  increase  in  blood  sodium 
and  a decrease  in  blood  protein,  nonprotein 
nitrogen,  and  potassium.  The  blood  volume 
and  interstitial  fluid  volume  increase  and,  in 
time,  also  the  blood  pressure.  The  patient 
gains  weight  and,  in  the  absence  of  active 
tuberculosis,  is  restored  to  a normal  life  and 
occupation.  Cortical  extracts  are  not  nearly 
so  effective  and  are,  in  general,  not  recom- 
mended for  maintenance  therapy,  even  though 
theoretically  they  should  afford  more  com- 
plete replacement.  However,  in  the  treat- 
ment of  crises  desoxycorticosterone  may  be 
supplemented  with  cortical  extract  in  the  hope 
of  securing  benefits  in  addition  to  those  on 
water  and  salt  metabolism. 


PRACTICE-SAVER 

A useful  practice-protector  for  doctors  called 
to  duty  with  the  Army  or  Navy  has  been  sug- 
gested by  a Philadelphia  physician,  says  Medical 
Economics.  A variation  of  an  older  idea  some- 
times used  by  doctors  going  on  vacation  trips, 
the  scheme  is  described  by  its  user  as  follows : 

“During  the  last  war  I left  my  practice  with  a 
man  I implicitly  trusted  and  respected.  After 


I got  to  France,  I made  a point  every  few 
months  of  dropping  a postcard  to  members  of 
my  practice.  Often  it  was  just  a single  line,  a 
pleasantry,  or  a friendly  query. 

“But  it  let  them  know  I was  still  alive,  and 
reminded  them  that  I hadn’t  slipped  completely 
out  of  their  world.  The  effort  was  later  repaid 
many  times  over.” 
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Albany  County 

Albany  has  the  second  lowest  death  rate 
among  newborn  babies  of  any  city  of  comparable 
size  in  the  state,  figures  of  the  maternal  welfare 
committee  of  the  county  society  show.  Only  19 
infants  have  died  in  the  city  during  the  past 
four  years,  compared  with  13  in  Binghamton. 
The  rate  for  other  larger  cities  in  the  state  ranges 
into  the  hundreds.  Albany’s  hospitals  and  the 
Visiting  Nurse  Association  received  praise. 

Allegany  County 

Fifteen  members  of  the  count\-  society  were 
addressed  on  April  24  following  dinner  at  Hotel 
Belmont,  by  Dr.  J.  Sutton  Regan  of  the  Buffalo 
General  Hospital  on  the  treatment  of  peritonitis 
following  a ruptured  appendix, 

Cattaraugus  County 

The  following  items  of  special  interest  are 
contained  in  the  annual  report  of  the  County 
Health  Department. 

The  report  states : 

“For  the  second  year  in  our  history  no  diph- 
theria occurred.  No  case  of  typhoid  was  re- 
ported, probably  for  the  first  time  in  over  a 
century.  No  babies  died  of  measles  or  of 
summer  diarrhea.  There  were  only  6 deaths 
from  the  ordinary  communicable  diseases,  the 
same  group  that  caused  49  deaths  in  1920,  just 
twenty  years  ago.  Half  of  our  preschool  chil- 
dren are  immunized  against  diphtheria.  A 
sharp  increase  in  pneumonia  raised  the  deaths 
but  little  because  of  new  methods  of  treat- 
ment. 

“Fewer  mothers  were  lost  in  childbirth. 
For  the  second  time  in  recent  years,  the  county 
rate  was  below  the  average  in  upstate  New  York  . 
The  use  of  obstetric  consultants,  begun  the 
year  before,  increased  in  1940.  Two  studies  were 
begun  with  the  help  of  the  county  society — one 
of  infant  deaths  under  a month,  the  other  of  the 
effect  of  sending  a mother  home  a day  or  two  after 
delivery.” 

Broome  County 

At  the  meeting  held  on  May  13  in  the  audi- 
torium of  the  City  Hospital  in  Binghamton, 
Dr.  James  E.  Perkins,  director,  Division  of 
Communicable  Diseases,  New  York  State  De- 
partment of  Health,  presented  the  analysis  of 
the  Binghamton  pertussis  study  which  was 
recently  completed.  He  illustrated  the  talk 
with  lantern  slides. 

Chautauqua  County 

Thirty-five  members  of  the  Jamestown  Medi- 
cal Society  attended  a dinner  meeting  at  the 
Hotel  Jamestown  on  April  24,  with  Dr.  D.  C. 
Perkins  presiding. 

There  was  a discussion  of  the  municipal  labo- 
ratory library  and  Sidney  Morris,  brother  of  the 
late  Dr.  Henry  G.  Morris,  presented  a photo- 
graph of  his  brother  for  the  library. 

Dr.  W.  Gifford  Hayward  spoke  on  “Unusual 
Urological  Cases”  and  Dr.  Otto  E.  Koenigsfeld 
discussed  the  Balkan  situation. 


Erie  County 

The  last  stated  meeting  of  the  county  society 
until  October  was  held  on  May  27  at  the  Hotel 
Statler. 

The  annual  and  fourth  stated  meeting  of  the 
Buffalo  Academy  of  Medicine  was  held  at  the 
Buffalo  Museum  of  Science,  April  23,  Dr.  Francis 

D.  Leopold  presiding. 

The  following  nominees  were  elected  to  office 
for  1941  to  1942  with  the  exception  of  the  secre- 
tary who  is  elected  to  serve  two  years,  and  the 
trustee  for  three  years:  president,  Dr.  George 

E.  Slotkin;  secretary,  Dr.  A.  Wilmot  Jacobsen; 
assistant  secretary,  Dr.  Clyde  L.  Randall;  treas- 
urer, Dr.  William  F.  .Jacobs,  and  trustee,  Dr. 
Frederick  T.  Schnatz. 

On  April  17  the  first  regular  meeting  of  the 
newly  formed  “Medical  Research  Club  of  Buffalo” 
was  held  at  the  Medical  School. 

The  founders  and  present  officers  of  the  Club 
are:  Dr.  A.  Wilmot  Jacobsen,  president;  Dr. 

Niels  C.  Klendshoj,  vice-president;  and  Dr. 
Stuart  L.  Vaughan,  secretary-treasurer. 

The  Charter  Membership  consists  of  76  per- 
sons, each  of  whom  has  recently  published 
results  of  meritorious  clinical  investiga- 
tion . 

Greene  County 

Dr.  Frederick  L.  Patry,  of  Albany,  who  has 
served  as  neuropsychiatrist  of  the  Albany  Induc- 
tion Board  since  its  opening  November  25, 
1940,  addressed  the  county  society  at  Catskill 
on  May  13.  His  subject  was  “Psychiatric  and 
Neurological  Examination  Facts  and  Deduc- 
tions After  Processing  10,000  Selectees.” 

Kings  County 

Brooklyn  last  year  had  the  lowest  maternity 
death  rate  of  any  borough  in  the  city  and  the 
lowest  in  its  history,  Dr.  Charles  A.  Gordon  told 
a gathering  of  leaders  in  social  welfare  work  at  the 
seventh  annual  Mother’s  Day  luncheon  of  the 
Maternity  Center  Division  of  the  Visiting  Nurse 
Association  of  Brooklyn,  at  the  Hotel  St. 
George  on  May  1 . 

Dr.  Gordon,  chairman  of  the  special  com- 
mittee on  maternal  welfare  of  the  Kings  County 
and  the  New  York  State  Medical  societies,  at- 
tributed much  of  the  gain  in  the  battle  against 
maternity  death  to  the  work  of  the  Maternity 
Center  Division. 

He  thanked  the  assembled  division  workers 
particularly  for  their  cooperation  with  the  county 
medical  society  in  furnishing  data  for  the  ob- 
stetric conferences  held  monthly  under  the  medi- 
cal society’s  auspices.  These  conferences,  said 
Dr.  Gordon,  at  which,  since  1936,  all  borough 
physicians  have  been  invited  to  discuss  obstetric 
cases,  constitute  a “unique  mechanism”  that  has 
contributed  greatly  to  the  reduction  of  maternal 
deaths. 

The  need  of  some  means  of  making  medical 
care  available  to  the  poor  without  leaving  that 
burden  on  the  shoulders  of  the  private  physician 
was  stressed  in  an  address  by  Dr.  Fred  L.  Adair, 
chairman  of  the  American  Committee  on  Mater- 


1198 


June  1,  1941] 


MEDICAL  NEWS 


1199 


nal  Welfare  and  chief-of-staff  of  the  Chicago 
Lying-In  Hospital. 

“Vast  changes  have  taken  place  in  medical 
practice  in  the  last  generation,”  said  Dr.  Adair. 
“Not  only  has  the  period  of  education  and 
training  for  the  doctor  been  increased  but  the 
equipment  needed  has  become  more  elaborate 
and  expensive  and  the  technics  of  diagnosis  and 
treatment  more  exacting.  The  time  and  care  a 
physician  must  devote  to  every  case  have  greatly 
increased,  and  this  without  regard  to  whether 
the  patient  pays  or  not. 

“The  doctor  no  longer  can  carry  the  load  of 
charity  practice.  Some  readjustment  must  be 
made  in  order  to  spread  good  medical  care 
throughout  the  country.” 

Asked  later  whether  he  meant  socialized 
medicine,  Dr.  Adair  replied,  “It  isn’t  a question  of 
the  doctors  opposing  or  favoring  any  particular 
solution  of  the  problem,  but  of  arriving  at  some 
proper  technic  or  method  of  getting  medical 
care  to  those  who  need  it.” 

A regular  monthly  meeting  of  the  Ridgeboro 
Medical  Society  was  held  at  the  Shore  Road  Hos- 
pital on  May  8. 

The  paper  of  the  evening  was  “Intra-cranial 
Hemorrhage”  by  Dr.  Joseph  Globus,  associate 
neuropathologist  of  Mount  Sinai  Hospital ; 
neurologist,  Letch  worth  Village;  and  con- 
sultant neurologist,  Southside  and  Mather 
Memorial. 

The  discussion,  from  the  surgical  aspect,  was 
led  by  Dr.  E.  Jefferson  Browder,  neurosurgeon  of 
the  Brooklyn  and  Kings  County  M.-E.,  Holy 
Family,  St.  Giles  and  Beth  Moses  hospitals. 

Dr.  Herbert  Gordon,  of  Far  Rockaway,  was 
elected  president  of  the  Rockaway  Medical 
Society  on  April  1 7 at  a meeting  in  the  Lawrence 
Country  Club. 

Other  officers  elected  are:  Dr.  Irving  G. 

Frohman,  vice-president;  Dr.  Griswold  Nam- 
mack,  treasurer;  and  Dr.  Archibald  O.  Wood, 
secretary. 

Nassau  County 

There  are  484  actively  practicing  physicians 
in  Nassau,  according  to  an  inventory  by  the 
county  society,  of  whom  38.4  per  cent  are 
within  draft  registration  age.  Only  10.1  per 
cent  are  more  than  55  years  of  age  and  84  per 
cent  are  members  of  the  society,  reports  J.  Louis 
Neff,  executive  secretary. 

New  York  County 

The  Graduate  Fortnight  of  The  New  York 
Academy  of  Medicine  will  be  held  from  October 
13  to  24,  1941,  the  subject  this  year  being  “Car- 
diovascular Diseases  Including  Hypertension.” 

The  Fortnight  will  present  a carefully  inte- 
grated program  which  will  include  morning 
panel  discussions,  afternoon  clinics  and  clinical 
demonstrations  at  hospitals  of  New  York  City, 
evening  addresses,  and  a scientific  exhibit.  The 
evening  sessions  at  the  Academy  will  be  ad- 
dressed by  recognized  authorities  from  leading 
medical  centers  of  the  United  States  and  Canada. 
The  comprehensive  exhibit  will  include  books 
and  roentgenograms;  pathologic  and  research 
material;  clinical,  laboratory,  diagnostic,  and 
therapeutic  methods.  There  will  be  demon- 
strations of  exhibits  and  of  fresh  pathology. 


At  the  meeting  of  the  Section  of  Dermatology 
and  Syphilology  of  The  New  York  Academy  of 
Medicine  on  May  6,  case  presentations  were 
given  by  the  Beth  Israel  and  Brooklyn  Jewish 
hospitals  and  the  Cornell  Medical  College 
Clinic,  with  a general  discussion. 

A combined  meeting  of  the  Section  of  Neurol- 
ogy and  Psychiatry  of  The  New  York  Academy 
of  Medicine  and  the  New  York  Neurological 
Society  was  held  at  the  Academy  on  May  6, 
with  papers  on  “Salvarsan  Encephalitis,”  “Brain 
Abscess,”  and  “Electrical  Injuries  of  Central 
Nervous  System.” 

Dr.  James  Ewing  oi  Memorial  Hospital  gave 
an  address  on  “Problems  in  Traumatic  Cancer” 
before  the  Society  of  Medical  Jurisprudence  at 
the  Academy  building  on  May  12. 

The  French  Medical  Society  of  New  York  had 
as  its  guests  on  May  15  at  the  New  Amster- 
dam Hospital,  the  Sociedad  Medica  Hispano 
Americana,  the  American-Hungarian  Medical 
Association,  the  Italian  Medical  Society,  the 
Russian  Medical  Society,  the  Rudolf  Virchow 
Medical  Society,  and  the  International  Medical 
Club  of  New  York. 

The  program  was  as  follows:  addresses  (with 

projections):  “Satire  and  Caricature  in  Medi- 

cine” by  Dr.  Victor  Robinson,  professor  of  his- 
tory of  medicine,  Temple  University  School  of 
Medicine;  and  “Travels  of  a Doctor,”  by  Dr. 
Howard  Fox,  emeritus  professor  of  dermatology 
and  syphilology,  New  York  University  College  of 
Medicine. 

Oneida  County 

At  the  May  15  meeting  of  the  Utica  Academy 
of  Medicine  at  the  Hotel  Utica,  Dr.  D.  Anthony 
D’Esopo,  Columbia  University  Medical  Center, 
New  York  City,  spoke  on  “The  Occipito-Pos- 
terior,  Its  Mechanism  and  Treatment,”  with 
the  discussion  opened  by  Dr.  Keith  Preston  and 
Dr.  P.  P.  Gregory.  Dr.  Karl  Gruppe  spoke  on 
“Bronchoscopy  in  Diagnosis,”  with  the  dis- 
cussion opened  by  Dr.  William  Jensen  and  Dr. 
R.  C.  Haft. 

Ontario  County 

Dr.  William  Eikner  of  the  Clifton  Springs 
Sanitarium  staff  was  guest  speaker  on  May  8 at 
the  monthly  meeting  of  the  Canandaigua  Medi- 
cal Society,  substituting  for  Dr.  Adrian  S.  Tay- 
lor, scheduled  speaker.  Dr.  J.  Wendell  Howard 
was  host  at  Hallo  way  House,  East  Bloomfield. 

Dr.  Eikner  discussed  “Use  of  Continuous 
Spinal  Anaesthesia,”  giving  case  reports  from 
the  sanitarium  since  January  1.  Dr.  Hubbard 
K.  Meyers,  president,  conducted  the  meeting 
which  followed  dinner  served  to  fifteen. 

Dr.  C.  Harvey  Jewett  will  be  host  for  the  next 
meeting,  June  12,  when  Dr.  C.  J.  Bobeck  will 
give  a paper  on  “Cardiac  Arrhythmias.” 

Otsego  County 

The  Otsego  County  Society  met  on  April  9 at 
Cooper  Inn,  Cooperstown,  and  on  May  14  at 
the  Hotel  Oneonta,  Oneonta.  At  the  former 
meeting,  the  second  of  the  1941  postgraduate 
lectures  was  given  by  Dr.  M.  B.  Handelsman, 
associate  in  medicine,  Long  Island  Univer- 
sity Medical  School,  on  the  topic:  “The  Dia- 

betic Patient  and  the  General  Practitioner.” 
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At  the  latter  meeting,  the  third  lecture  was 
given  by  Dr.  M.  V.  Armstrong,  assistant  clinical 
professor  of  obstetrics  and  gynecology,  Long 
Island  University  Medical  School,  on  the  topic: 
“How  Can  the  Obstetrician  Aid  in  Reducing  the 
Mortality  of  Prematurely  Born  Infants?” 

Richmond  County 

Dr.  Nathan  B.  Van  Etten,  president  of  the 
A.M.A.,  addressed  the  county  society  at  its 
annual  dinner  on  May  7. 

Dr.  Arthur  S.  Driscoll,  of  Grymes  Hill,  who 
died  on  April  27,  was  president  of  the  county 
society  from  1934  to  1935  and  was  vice-president 
of  the  state  society  in  1937. 

Rockland  County 

The  spring  meeting  of  the  county  society  was 
held  on  April  23  at  the  Rockland  State  Hospital, 
Orangeburg. 

The  medical  portion  of  the  afternoon  was  de- 
voted to  a lecture  on  “Cardiac  Treatment”  by 
Dr.  Louis  F.  Bishop,  Jr.,  attending  physician  at 
Bellevue  Hospital,  New  York  City,  illustrated  by 
lantern  slides.  Following  the  business  and 
scientific  sessions,  the  members  were  the  supper 
guests  of  Dr.  Russell  E.  Blaisdell. — Reported  by 
W.  J.  Ryan , M.D.,  Secretary. 

Schenectady  County 

Dr.  Will  Cook  Spain  spoke  on  “Hypersensitive- 
ness to  Common  Foods”  at  the  meeting  of  the 
county  society  on  May  6 at  the  nurses’  home 
auditorium,  Ellis  Hospital. 

Dr.  Spain  is  chief  physician  in  allergy  at  the 
Post-Graduate  Hospital,  New  York.  Preceding 
his  lecture  was  a short  discussion  on  allergy  to 
liver  extract  by  Dr.  Arthur  H.  Congdon. 

Ulster  County 

The  regular  spring  meeting  of  the  county 
society  was  held  on  May  7 at  the  Governor  Clin- 
ton Hotel  in  Kingston.  The  business  session 
was  followed  by  an  informal  program  arranged 
by  Dr.  E.  F.  Shea.  Dr.  Peter  Irving,  of  New 


York  City,  secretary  of  the  State  Medical 
Society,  spoke  on  the  administrative  activities 
of  the  State  Society.  Dr.  Joseph  S.  Lawrence, 
of  Albany,  told  of  his  work  as  legislative  execu- 
tive officer  of  the  State  Society. 

Westchester  County 

The  county  society  will  have  a dinner-dance 
on  Saturday  evening,  June  14,  at  the  West- 
chester Country  Club,  at  Rye. 

Dr.  Camillo  A.  Cerchiara  was  elected 
president  of  the  Mount  Vernon  Medical  So- 
ciety to  succeed  Dr.  Mark  G.  Kliatshco,  retiring 
head,  at  the  annual  spring  dinner  meeting  on 
May  8 at  the  Pelham  Country  Club.  More 
than  forty-five  members  attended  the  dinner, 
which  followed  an  afternoon  of  golf. 

Named  to  succeed  Dr.  Cerchiara  as  vice- 
president  was  Dr.  Fred  L.  Vosburgh,  former 
secretary.  Dr.  George  A.  Bochow  was  selected 
for  the  secretary’s  post,  while  Dr.  William  A. 
Randell  was  renamed  treasurer. 

At  a stated  meeting  of  the  Yonkers  Academy 
of  Medicine,  on  April  16,  at  the  Hudson  River 
Country  Club,  Dr.  Charles  Lee  Buxton  of 
Sloane  Memorial  Hospital  offered  a paper  on 
“Endocrine  Therapy  in  Gynecological  Dis- 
orders.” Discussion  was  opened  by  Drs.  Jacob 
Kertzman  and  Richard  C.  Young. 

The  Westchester  County  Society  of  Gastro- 
enterologists met  at  the  New  York  Hospital, 
Westchester  Division,  on  April  25,  and  Dr. 
Arthur  J.  Patek,  Jr.,  of  the  Research  Division 
for  Chronic  Diseases  at  Welfare  Island,  spoke  on 
“Treatment  of  Cirrhosis  of  the  Liver.”  Dr. 
Carl  Greene,  of  New  York  City,  opened  the 
discussion. 

At  a regular  meeting  of  the  New  Rochelle 
Medical  Society  on  April  14,  Dr.  Anthony  Bas- 
sler,  F.A.C.P.,  of  New  York  City,  president  of 
the  National  Gastroenterological  Association, 
presented  a paper  on  “The  Intestine  and  Chronic 
Arthritis.” 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Alfred  E.  Baker 

64 

Queens  Canada 

April  29 

Samuel  A.  Beddall 

46 

Louisville 

March  9 

Pierron  W.  Bergen 

49 

N.  Y.  Horn. 

May  1 

John  E.  Canfield 

64 

Albany 

May  10 

Farn  B.  Chu 

37 

Yale 

April  18 

James  I.  Edgerton 

70 

Jefferson 

May  8 

Ralph  P.  Folsom 

64 

P.  & S.  N.  Y. 

May  12 

Greta  Frankenberg 

45 

Berlin 

April  25 

Conway  A.  Frost 

74 

Bellevue 

May  10 

Nathan  B.  Jacobson 

53 

Jefferson 

March  9 

Leo  A.  McClusky 

39 

Syracuse 

May  1 

William  J.  L.  Millar 

75 

Buffalo 

April  15 

George  H.  Reichers 

62 

P.  & S.  N.  Y. 

April  30 

Henry  L.  Schelling 

74 

N.  Y.  Univ. 

April  12 

William  R.  Sears 

73 

L.  I.  C.  Hosp. 

April  18 

Bernard  Sour 

71 

P.  & S.  N.  Y. 

May  7 

Frank  H.  Starr 

76 

Bellevue 

April  16 

Charles  E.  Stickney 

77 

Bellevue 

April  22 

Adolph  Zeh 

77 

P.  & S.  N.  Y. 

February  24 

Residence 
Richmond  Hill 
Beacon 
Bayside 
Herkimer 
Manhattan 
Manhattan 
Poughkeepsie 
Kew  Gardens 
Utica 

Long  Beach 

Syracuse 

Rensselaer  Falls 

Brooklyn 

Brooklyn 

Brooklyn 

Manhattan 

Corning 

Constable 

Manhattan 


Hospital  News 


Helping  the  Fellow  Who  Can’t  Pay  the 
Full  Bill 

ALL  know  the  problem  of  the  man  who 
* V can  support  himself  under  ordinary  condi- 
tions but  finds  the  added  burden  of  illness 
more  than  he  can  carry,  remarks  Dr.  T.  R. 
Ponton,  editor  of  Hospital  Management.  He 
notes  that  at  the  recent  meeting  of  the  Western 
hospitals  Dr.  Ginsburg,  of  Fresno,  told  how  his 
hospital  and  its  medical  staff  had  been  assisting 
this  man  since  1933.  Briefly,  the  basis  of  the 
plan  is  to  investigate  the  patient’s  ability  to 
pay  without  serious  financial  handicap.  After 
this  he  is  charged  a total  fee  based  on  the  results 
of  this  investigation.  The  hospital  gets  a re- 
duced rate  for  its  services  and  the  physician  also 
accepts  a partial  fee.  The  result  is  that  every- 
body is  better  off. 

The  most  striking  illustration  of  this  mutual 
arrangement  is  in  the  Baker  Memorial,  a part  of 
the  Massachusetts  General  system.  In  this  hos- 
pital the  patient  is  not  admitted  if  he  is  really 
indigent  or  if  he  is  able  to  pay  full  charges. 
It  is  the  medically  indigent  and  borderline  cases 
that  are  cared  for.  The  hospital  charges  a rate 
which  is  below  cost  and  the  physician  also  re- 
ceives a partial  fee.  In  this  case  the  feeling  of 
confidence  between  the  hospital  and  the  members 
of  its  medical  staff  is  so  complete  that  the  hos- 
pital investigator  usually  determines  the  amount 
of  the  physician’s  fee. 

“Years  ago,”  Dr.  Ponton  recalls,  “I  worked 
out  a similar  scheme  at  the  Illinois  Masonic 
in  Chicago.  We  had  a large  class  of  Masonic 
charity,  much  of  which  needed  assistance  rather 
than  charity.  Every  case  was  investigated. 
The  members  of  the  medical  staff  agreed  that 
they  would  care  for  the  patient  at  a fee  not 
greater  than  the  hospital  bill.” 

Dr.  Ponton  gave  the  details  of  the  plan  as 
follows : 

1.  The  financial  status  of  every  patient  apply- 
ing for  Masonic  charity  was  investigated. 

2.  By  conference  with  the  patient  it  was  de- 
termined how  much  he  would  be  able  to  pay  for 
his  care. 

3.  The  normal  hospital  bill  was  estimated. 

4.  The  physician’s  fee  was  fixed,  patients 
being  assigned  to  the  staff  physician  on  service. 

5.  A credit  agreement  was  entered  into 
whereby  the  time  was  fixed  when  payment  of  the 
account  would  commence  and  the  weekly  amount 
would  be  paid. 

6.  When  payments  commenced  the  first 
was  applied  on  the  hospital  bill,  the  second 
was  turned  over  to  the  physician  and  so  on  until 
both  were  paid  at  the  originally  agreed  rate. 

“The  result  was  remarkable,”  said  Dr. 
Ponton.  “We  reduced  our  Masonic  charity, 
the  hospital  received  part  of  its  cost  of  care,  the 
physician  was  paid  a reasonable  fee  but,  best  of 
all,  the  patient  was  not  pauperized.” 

Buffalo  General  Serves  Tea 

LET’S  stop  in  for  tea  at  Buffalo  General 
Hospital,  Buffalo,  New  York,  suggests  the 


“Roving  Reporter”  of  the  Modern  Hospital. 
It’s  their  invitation.  Surely  there  could  be  no 
more  attractive  place  in  which  to  spend  a few 
minutes  enjoying  tea  and  cookies  than  the  large 
solarium  on  the  first  floor.  If  we’re  fortunate 
we’ll  strike  an  afternoon  when  the  Hammond 
organ  is  being  played  by  one  of  the  employees 
who,  incidentally,  enjoys  quite  a reputation  as  an 
organist. 

“This  practice  was  started  about  a year  and  a 
half  ago,”  Dr.  Fraser  D.  Mooney,  superintend- 
ent, tells  us,  and  he  adds,  “we  wouldn’t  think  of 
discontinuing  it. 

“First,  it  serves  as  a nice  ‘pick-up’  at  a time 
when  people  are  tired.  Second,  it  is  much  ap- 
preciated by  ambulatory  patients,  nursing  staff, 
attending  staff,  house  staff,  office  staff,  visitors — 
in  fact,  by  anyone  in  the  vicinity  who  happens 
to  drop  in  for  tea  with  us.  Third,  from  a public 
relations  and  personnel  relations  angle  we  believe 
it  to  be  valuable.  Fourth,  the  added  efficiency 
caused  by  the  short  rest  and  tea  and  cookies  we 
believe  more  than  pays  for  the  upkeep — it  prob- 
ably averages  between  $400  and  $500  a year.” 

So  don’t  forget,  the  invitation  stands:  tea 

at  Buffalo  General  every  afternoon  between 
4 and  5 o’clock  with  the  exception  of  Saturday 
and  Sunday.  The  average  time  thus  spent  is 
about  ten  minutes  and,  believe  it  or  not,  the 
courtesy  hasn’t  been  abused — by  patients,  per- 
sonnel, or  public. 

Bad  Luck  for  the  Sick  Poor 

TT  WAS  “bad  luck  for  the  sick  poor,”  says  the 
New  York  Times , when  in  April  the  New 
York  City  Board  of  Estimate  defeated  a mo- 
tion of  Borough  President  Lyons  of  the  Bronx  to 
add  $460,000  to  the  sum  allowed  voluntary  hos- 
pitals for  handling  city  cases.  Even  if  this 
money  had  been  allowed  it  would  not  entirely 
have  relieved  what  is  really  a scandalous  situa- 
tion. The  municipally  operated  hospitals  are 
badly  overcrowded.  The  private  hospitals  are 
about  three-fourths  full.  The  city  now  pays 
$3.00  a day  for  city  patients  received  in  the  pri- 
vate hospitals,  which  is  not  only  a lower  rate 
than  that  paid  in  up-state  hospitals  doing  a simi- 
lar service,  but  is  between  one  and  two  dollars 
less  than  it  costs  the  hospitals  to  care  for  the 
patients. 

“This  ratio  of  services  paid  for  to  services  ren- 
dered cannot  be  kept  up  indefinitely.  Hospitals 
that  already  find  it  hard  to  balance  their  budgets 
cannot  afford  to  fill  their  empty  beds  at  a collec- 
tive cost  of  $5,000  or  more  a day.  Nor  can  the 
city  save  money  in  the  long  run  by  pinchpenny 
dealings  with  them.  It  might  save  money  by 
filling  the  empty  private  beds  at  a fair  price  and 
thus  avoiding  the  necessity  for  more  municipal 
hospitals. 

“There  is  no  argument  as  to  the  facts.  More 
than  two  years  ago  Mayor  La  Guardia  made  an 
appeal  to  ‘strengthen  the  position’  of  the  private 
hospitals.  Nearly  a year  ago  the  situation  was 
clearly  presented  in  the  report  of  the  Thacher 
Committee,  working  under  the  auspices  of  the 
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Hospital  Council  of  Greater  New  York.  Noth- 
ing was  done  about  it.  An  increased  appropria- 
tion is  again  refused.  This  is  short-term  and 
misleading  economy.  It  is  long-term  waste. 
The  Board  of  Estimate  ought  to  reconsider. 

Newsy  Notes 

THE  New  York  State  Hospital  Association  has 
completed  preliminary  tabulations  of  a survey 
made  to  determine  the  patient  bed  facilities  that 
could  be  made  available  without  new  construc- 
tion, reports  Health  News.  Two  hundred  fifty- 
five  member  hospitals  report  that  in  case  the 
present  emergency  warrants  expansion  of  bed 
facilities  they  would  be  able  to  provide  26,650 
more  beds.  These  hospitals  report  further 
that  the  operation  and  maintenance  of  these 
supplementary  facilities  would  necessitate  the 
additional  expenditure  of  $2,159,100  and  the 
employment  of  more  than  10,000  additional 
employees. 

This  information  has  been  forwarded  to  the 
Legislative  Commission  to  Formulate  a Long 
Range  Health  Program  and  will  be  available 
shortly  as  part  of  an  interim  report.  It  will  be 
sent,  together  with  the  results  of  a survey  of 
ambulance  services  and  schools  of  nursing  now 
nearing  completion  by  the  New  York  State 
Hospital  Association,  to  each  of  the  county  ad- 
visory health  preparedness  committees  of  the 
state. 


making  ordinary  x-ray  pictures.  The  exact 
point  at  which  a bullet  has  entered  the  body  of  a 
patient  and  the  depth  to  which  it  has  pene- 
trated can  both  be  determined  in  a sixty-second 
examination,  it  was  reported. 


Two  hundred  and  four  families  living  in  Che- 
nango County  have  borrowed  money  from  the 
Farm  Security  Administration  of  Washington 
to  enroll  in  the  nonprofit  community  Ward 
Service  Hospital  Plan,  Inc.,  reports  the  Bain- 
bridge  News. 

These  families  representing  a total  of  over  800 
people  will  be  received  in  the  hospitals  of  their 
choice  for  benefits  described  in  the  contracts  of 
Hospital  Plan,  Inc. 

The  checks  covering  their  subscriptions  are 
forwarded  to  the  Plan  by  the  Government  Bu- 
reau. 

This  is  the  first  enrollment  of  its  kind  that  has 
taken  place  in  this  section  of  the  country  and 
wrord  has  been  received  at  the  Norwich  office  of 
the  Plan  that  similar  arrangements  are  being- 
made  to  extend  the  same  privileges  to  agricul- 
turists living  in  Otsego  County  wffio  are  being- 
aided  by  the  Farm  Security  Administration. 

Each  subscriber  is  entitled  to  eighteen  days 
of  care  in  ward  accommodations  with  general 
nursing,  meals,  special  dietary  services,  drugs 
and  dressings,  operating  room  and  delivery 
room,  and  ambulance  service  within  the  cor- 
poration limits  of  the  participating  hospitals. 


The  WPA  has  started  a training  program  to 
prepare  men  and  women  for  w'ork  as  hospital 
attendants.  There  is  at  present  a serious  need 
for  these  subsidiary  workers  in  city  hospitals 
and  institutions,  and  their  value  wmuld  be  in- 
creased manifold  during  any  local  or  national 
emergencies  that  might  arise,  Major  Irving  V.  A. 
Huie,  WPA  administrator  for  New  York  City, 
announces.  The  training  course  opened  with 
the  first  fifty  men  and  women  selected  for  the 
work,  to  be  augmented  every  three  weeks  by 
fifty  more  trainees  until  the  full  complement  of 
350  is  in  training.  Materials,  supplies,  and 
equipment  as  w ell  as  the  teaching  staff  of  regis- 
tered nurses  will  be  supplied  by  the  Department 
of  Hospitals.  Facilities  of  the  Welfare  Hos- 
pital on  Welfare  Island  will  be  used  for  the 
WPA  training  courses  through  the  coopera- 
tion of  Dr.  Christman  G.  Scherf,  medical  super- 
intendent. 


According  to  its  manufacturers,  says  Hospital 
Management , the  fastest  field  x-ray  unit  of  its 
kind  in  the  world  will  enable  the  United  States 
Army  to  examine  wounded  soldiers  at  the  rate 
of  one  every  minute.  The  new  unit,  built  by 
Westinghouse  X-Ray  Co.,  Long  Island  City, 
New  York,  is  designed  to  locate  the  position  of 
bullets  and  shell  fragments  in  injured  men  iso- 
lated from  hospital  facilities. 

Westinghouse  states  that  the  portable  x-ray 
equipment  can  be  erected  in  ten  minutes  on  a 
battlefield  and  is  adaptable  for  almost  all  types 
of  x-ray  studies,  though  it  is  designed  particu- 
larly for  direct  studies  of  the  patient  without 
the  need  of  films.  Provision  is  also  included  for 


Seventy  “men  in  white”  appeared  before  the 
Board  of  Estimate  of  New  York  City  in  April 
and  criticized  as  a “municipal  scandal”  the  $18  a 
month  paid  to  the  city’s  interns.  Dr.  William 
Obrinsky,  chairman  of  the  legislative  committee, 
New  York  Region,  Intern  Council  of  America, 
served  as  spokesman. 

“The  principle  of  pay  for  interns  has  already 
been  established,”  he  declared.  The  time  has 
come  to  convert  this  principle  into  a practice. 
The  Intern  Council  recommends  that  the  salaries 
of  all  residents  and  assistant  residents  be  estab- 
lished at  a uniform  level  of  $1,200  a year,  and 
that  interns  be  given  a salary  of  $1,000  a year.” 

Dr.  Obrinsky  pointed  out  that  contrary  to  the 
Mayor’s  annual  budget  message  of  well-staffed 
and  well-organized  institutions,  the  city’s  hos- 
pitals are  under-staffed,  poorly  equipped,  and 
“dangerously”  overcrowded.  He  added  that 
interns  are  handicapped  in  their  wrork  because  of 
lack  of  sufficient  help,  including  nurses  and  tech- 
nicians. The  speaker  continued: 

“The  Mayor  in  his  budget  message  expressed 
considerable  sympathy  for  the  overworked  and 
underpaid  nurses  and  hospital  workers  but  not  a 
single  word  did  he  have  for  the  equally  under- 
paid and  equally  overworked  interns.” 

It  also  w^as  pointed  out  that  the  intern  is  a 
licensed  physician,  trained  for  eight  years  at  a 
cost  of  $15,000,  is  27  years  old  on  the  average, 
receives  60  cents  a day  for  his  services,  and  is 
“the  lowest  paid  of  all  public  servants,  including 
teachers-in-training,  rookie  policemen,  firemen, 
etc.” 


[Continued  on  page  1204] 
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ARE  PART  OF  THE  B COMPLEX 


The  necessity  for  administering  whole  Natural  Vitamin  B 
Complex,  rather  than  mixtures  of  a few  chemically  syn- 
thesized constituents,  is  brought  out  clearly  in  current 
literature. 

THEY’RE  ALL  ESSENTIAL— In  prophylactic  and  replace- 
ment therapy,  it  is  therefore  important  to  prescribe  the 
whole  B Complex,  including  those  factors  which  cannot 
be  synthesized. 


BEZON 


Trade  Mark 

is  the  product  which  contains  the  entire  Natural  B 
Complex  in  such  high  potency  that  a single  cap- 
sule provides  a full  day’s  dosage. 

Each  Capsule  of  Bezon  contains: 

Thiamin  (Vitamin  Bx)  1000  micrograms 

Riboflavin  (Vitamin  G)  1000  micrograms 

Nicotinic  Acid  (P-P  Factor)  150  micrograms 

Pyridoxine  (Vitamin  B6)  35  micrograms 

Pantothenic  Acid  (Filtrate  Factor)  225  micrograms 

together  with  all  the  other  known  members  of  the  Natural  B Complex. 


IftTr  TU  r C C A n\/ A MTA  P C C Of  outstanding  importance  to  the  physician  in  everyday 
"Ult  IntOL  HUVHIlIHuLO  practice  are  the  following  therapeutic  advantages  of  Bezon: 


POTENT  . . . 

The  full  day’s  dose  in  a single 
capsule. 


BALANCED  . . . 

A proper  ratio  exists  between 
the  various  factors. 


q <$■ 


: D, 


COMPLETE  . . . 

The  entire  B Complex;  not 
just  a few  factors. 


CONVENIENT  . . . 

No  messy  syrups  or  liquids;  no 
bulky  medication. 


NATURAL . . . 

Entirely  derived  from  natural 
sources. 


BEZON 

is  available  in  bottles  of  30  capsules 
— a month’s  supply. 


NUTRITION  RESEARCH  LABORATORIES  4210  PETERSON  AVENUE  • CHICAGO 

, | 

NUTRITION  RESEAP.CH  LABORATORIES 
4210  Peterson  Ave.,  Chicago  Dept.  NY  6-41 

Gentlemen:  Please  send  me  professional  sample  of  Bezon. 

I Dr Address 

| City State 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


1204 


HOSPITAL  NEWS 


[N.  Y.  State  J.  M. 


[Continued  from  page  1202] 

Seventy-five  beds  and  two  ambulances  of  the 
Downtown  Hospital  and  Pan-American  Clinic, 
129  Broad  Street,  New  York  City,  have  been 
dedicated  to  catastrophe  service,  and  the  forma- 
tion of  the  hospital’s  Medical  Emergency  De- 
fense Unit,  consisting  of  twelve  members  of  the 
institution’s  medical  staff  and  fifteen  of  its 
nurses,  is  announced. 

The  emergency  unit  will  be  available  at  all 
times  of  day  or  night  to  go  to  the  scene  of 
any  fire,  explosion,  or  other  catastrophe  or  to 
piers  upon  the  arrival  of  ships  bearing  victims  of 
maritime  disasters. 

The  beds  occupy  the  entire  fourth  floor  of  the 
eleven-story  hospital  building,  and  those  on  the 
eighth,  ninth,  and  tenth  floors  will  be  made 
available  if  the  need  arises. 


Among  the  many  bills  passed  at  the  closing 
session  of  the  Legislature  was  one  authorizing  the 
towns  of  Afton,  Bainbridge,  Sidney,  Guilford, 
Unadilla,  and  Masonville,  or  any  two  of  them,  to 
establish  a joint  public  hospital  district,  to  ac- 
quire land,  build,  and  equip  a general  hospital, 
and  to  conduct  and  operate  the  same.  The  bill 
carried  no  appropriation  and  was  merely  an  act 
permitting  the  people  of  the  locality  to  get  to- 
gether and  decide  whether  or  not  they  wish  to 
have  such  a hospital  and,  if  so,  just  which  towns 
wish  to  support  the  movement  and  pay  the 
necessary  taxes  needed  to  build  and  operate  such 
an  institution. 


St.  Clare’s  Hospital,  New  York  City,  an- 
nounces a plan  to  provide  free  hospitalization  for 
underprivileged  babies  for  a month  after  their 
birth  in  the  hospital  as  a step  toward  reducing 
the  death  rate  of  newborn  infants. 

The  plan,  believed  to  be  the  first  of  its  kind, 
will  go  into  operation  next  fall  when  a building 
now  under  construction  on  52nd  Street,  between 
Ninth  and  Tenth  Avenues,  is  completed. 

Under  the  plan  a mother  may  leave  her  baby 
in  the  hospital  for  thirty  days  after  its  birth  while 
she  herself  returns  home  or,  as  is  often  the  case,  to 
work. 


American  Red  Cross  and  military  officials 
recently  witnessed  a demonstration  of  a tubular 
iron  stretcher  carrier  that  is  designed  to  convert 
an  ordinary  truck  into  an  ambulance  at  a mo- 
ment’s notice.  The  frame  is  adjustable  so  that  it 
can  be  made  to  fit  into  any  size  truck.  It  was 
developed  by  Mabel  T.  Boardman,  national 
secretary  of  the  Red  Cross,  and  costs  about  $25 
says  the  Modern  Hospital. 

Red  Cross  chapters  throughout  the  country 
will  be  urged  to  obtain  the  stretcher  carriers  and 
train  volunteer  units,  to  be  known  as  “truck 
ambulance  companies,”  to  operate  them. 

Improvements 

The  division  of  health  of  the  Catholic  Charities 
of  New  York  will  spend  more  than  $2,000,000 
this  year  to  extend  the  facilities  of  the  twenty-six 
general  and  special  hospitals  affiliated  with  the 
charities,  the  Rev.  John  J.  Bingham,  director 
of  the  division,  says  in  his  annual  report. 


A $355,000  WPA  improvement  job  is  under 
way  at  the  Veterans’  Hospital,  130  West  Kings- 
bridge  Road,  New  York  City,  and  an  additional 
$500,000  improvement  job  is  contemplated  for 
the  new  fiscal  year  starting  on  July  1,  it  is  an- 
nounced by  Major  Irving  V.  A.  Huie,  WPA 
administrator  for  New  York  City. 

Since  WPA,  improvements  to  the  hospital 
in  the  past  totaled  $725,000,  Major  Huie  said, 
by  the  time  the  present  program  is  completed 
the  hospital  will  have  benefited  to  the  extent  of 
$1,580,000. 


Flushing  Hospital  is  to  have  a new  three-bed 
room  in  its  maternity  wing,  given  by  the  Soropto- 
mist  Club. 


Mercy  Hospital,  Buffalo,  will  install  a new  x-ray 
machine. 


St.  Francis  Hospital,  Olean,  has  a new  iron 
lung,  the  gift  of  generous  citizens. 


“IT  CAN  BE  DONE” 

Dr.  Gordon  Park  Jackson,  Health  Officer  of 
Toronto,  Canada,  a city  of  800,000,  reports  that 
his  city  did  not  have  a single  case  of  diphtheria 
in  1940.  This  world’s  record  for  a city  of 
Toronto’s  size  in  the  control  of  one  of  the  most 
dreaded  preventable  diseases  of  childhood  did  not 
occur  by  accident,  declares  the  Kentucky  Medical 
Journal.  It  was  the  logical  and  direct  result 
of  an  intelligently  planned  and  actively  prose- 
cuted educational  campaign  by  health  authori- 
ties to  secure  the  cooperation  of  the  general 
public,  especially  parents,  in  immunizing  pre- 
school children.  For  the  past  ten  years,  Dr. 
Jackson  and  his  assistants  have  sought  by  every 
available  means  to  persuade  the  parents  of  every 


newborn  child  to  have  the  child  immunized 
between  the  ages  of  6 and  9 months.  To  this 
end  every  medium  at  their  command  was 
utilized — lectures  before  parent-teacher  associa- 
tions and  civic  and  business  organizations,  radio 
addresses,  moving  pictures,  posters,  newspapers, 
and  the  distribution  of  literature.  Every 
school  in  Toronto  was  visited  and  susceptible 
pupils  immunized.  In  this  way  the  great 
majority  of  children  who  were  not  protected 
during  the  preschool  age  were  rendered  immune 
to  the  disease.  At  the  close  of  last  year  80  per 
cent  of  all  the  school  children  in  the  city  had 

been  retested  and  found  to  be  immune The 

same  means  will  produce  equal  success  anywhere. 
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Baby  Chicks 


Hemorrhagic  disease  of  the  newborn  is  a poten- 
tial threat  to  all  infants.  If  not  fatal,  intracranial 
hemorrhage  may  result  in  permanent  mental  or 
motor  disability.  The  disease  is  invariably  asso- 
ciated with  prothrombin  deficiency.  Vitamin  K 
has  been  shown  to  be  necessary  for  prothrombin 
formation  and  a highly  potent  and  economical 
vitamin  K active  compound  is  now  available. 

More  than  15,000  baby  chicks  were  used  in 
studies  which  resulted  in  the  demonstration  that 
2-methyl-l,  4-naphthoquinone  (now  available  un- 
der the  name  Thyloquinone)  possessed  vitamin  K 
activity  greater  than  the  natural  anti -hemorrhagic 
vitamins  Kx  and  K2.  It  is  rapid  in  action  even 
on  oral  administration  and  its  effect  in  reduc- 
ing prothrombin  clotting  time  is  evident  within 
a few  hours. 

Thyloquinone  is  indicated  with  "bile  salts”  in 
combating  and  preventing  hemorrhagic  tenden- 
cies in  obstructive  jaundice  and  biliary  fistula. 
Many  writers  have  recommended  the  administra- 
tion of  "vitamin  K”  as  an  obligatory  routine  meas- 
ure in  maternal  care.  The  suggested  dose  is  2 mg. 
by  mouth  at  the  beginning  of  labor  and  then  1 mg. 
in  six  hours  if  the  patient  is  still  in  labor. 

Thyloquinone  in  Oil  is  available  for  oral  use  in 
1 mg.  miniature  capsules  (boxes  of  20,  50  and 
100)  and  in  5,  10  and  50  cc.  bottles.  Also  in  1 cc. 
size  ampuls,  each  containing  2 mg.  for  parenteral 
administration. 


A leaflet  describing  in  detail  the  various  dosage  forms 
of  Thyloquinone  and  their  use  is  available  to  physicians. 
Write  Professional  Serv.  Dept.,  745  5th  Are.,  New  York 
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Responsibility  of  Surgeon  for 

IN  A nearby  state  very  recently  an  important 
decision  was  handed  down  in  a case  involving 
the  liability  of  members  of  a hospital  staff  for  neg- 
ligence of  other  persons  attached  to  the  same 
staff.* 

The  action  was  brought  against  the  defend- 
ant, a practicing  physician  and  surgeon,  who 
was  associated  with  the  staff  of  the  H hospital 
as  assistant  surgeon.  The  plaintiff  entered  the 
hospital  as  a ward  case,  paying  for  hospital  care 
but  receiving  medical  and  surgical  care  free  of 
charge  from  members  of  the  staff.  The  chief  of 
the  hospital  staff  designated  an  intern  to  perform 
the  operation  and  the  defendant  to  be  present  as 
assistant.  The  operation  was  a simple  one,  con- 
sisting of  the  amputation  of  a little  toe.  It  was 
performed,  and  at  its  conclusion  the  resulting 
wound  was  packed  by  the  intern  with  a folded 
strip  of  vaseline  gauze,  after  which  the  entire 
foot  was  bound  up  with  plain  gauze. 

After  the  operation  the  patient  was  sent  to 
the  ward  “where  the  aftercare  was  in  the  hands 
of  surgeons  assigned  to  the  ward  by  the  house 
staff.”  The  defendant  after  being  present  at  the 
operation  as  assistant  to  the  operator  had  no 
further  connection  of  any  sort  with  the  care  of 
the  patient. 

It  seems  that  the  patient  stayed  in  the  hospital 
for  three  weeks,  and  upon  leaving  there  was  still 
some  discharge  from  the  stump.  Ulceration 
followed  and,  while  under  the  care  of  his  per- 
sonal physician,  a piece  of  gauze  which  had  ap- 
parently been  in  the  wound  since  the  operation 
was  removed.  There  was  a spread  of  infection 
with  injury  of  a serious  nature. 

The  case  was  tried  before  the  Court  without 
a jury  and  upon  such  a showing  of  facts  as  above 
outlined,  the  Trial  Court  concluded  that  the 
defendant  was  under  no  duty  to  treat  or  care  for 
the  plaintiff  after  the  operation  and,  accordingly, 
judgment  was  entered  in  favor  of  the  defendant. 

An  appeal  was  taken  by  the  plaintiff  but  the 
Appellate  Court  affirmed  the  judgment  appealed 
from.  In  the  opinion  the  Court  said  in  part: 
“The  plaintiff  had  the  burden  of  proving 
that  the  defendant  failed  to  exercise  that 
degree  of  care,  skill,  and  diligence  ordinarily 
had  and  exercised  by  physicians  and  surgeons 
engaged  in  the  same  line  of  practice  in  the 
general  neighborhood  of  H.  If  there  was 
negligence  constituting  malpractice,  it  oc- 
curred during  the  aftercare.  No  claim  is  made 
that  there  was  negligence  in  connection  with 
the  operation  itself,  which  was  the  only  con- 
nection the  defendant  had  with  the  patient’s 
care  or  treatment.  Therefore,  the  plaintiff 
must  prove  that  there  was  a legal  obligation 
on  the  part  of  Dr.  Q.  to  treat  the  patient 
after  the  operation  and  that  he  failed  in  that 
duty.  The  facts  found  do  not  indicate  that 


* Sheridan  vs.  Quarrier,  16A.  (2nd)  479. 


Care  Following  Operation 

there  was  such  proof;  they  show  that  there 
was  no  such  duty.  The  defendant  was  as- 
signed to  the  case  for  the  sole  purpose  of  as- 
sisting in  the  operation  itself.  The  aftercare 
was  in  the  hands  of  other  surgeons  assigned 
to  the  ward  by  the  Chief-of-Staff.  The  de- 
fendant was  on  duty  in  the  women’s  ward  only 
and  had  no  connection  with  the  aftercare  of 
this  patient.  Upon  these  facts,  as  the  Trial 
Court  aptly  stated,  ‘the  only  sound  and  rea- 
sonable conclusion  is  that  defendant’s  duty 
ended  with  the  service  in  the  ward.  No  other 
holding  would  be  consonant  with  the  exigen- 
cies of  the  modern  hospital  setup.’ 

“The  plaintiff’s  argument  assumes  that  the 
patient  and  the  defendant  entered  into  a con- 
tract whereby  this  defendant  agreed  to  treat 
and  care  for  the  plaintiff’s  condition  during 
his  hospitalization,  and  cases  are  cited  holding 
that  the  physician  is  bound  to  continue  treat- 
ment as  long  as  the  contract  is  in  force.  This 
assumption  runs  contrary  to  the  facts  found 
in  this  case,  which  discloses  that  the  under- 
taking of  the  defendant  was  limited  to  as- 
sistance at  the  operation.  The  cases  cited 
are  not  in  point. 

“The  principal  claim  made  in  the  plain- 
tiff’s assignments  of  error  was  that  the  de- 
fendant was  under  a duty  to  either  remove  the 
pack  himself,  within  a reasonable  time  after 
the  operation,  or  by  examination  see  that 
someone  else  removed  it.  That  duty  could 
be  established  by  expert  evidence  as  to  the 
practice  of  surgeons  in  the  community  in  like 
cases,  and  that  in  such  cases  the  operating 
surgeon  also  personally  performed  aftercare, 
by  which  the  basis  would  be  laid  for  a finding 
of  neglect  by  a defendant  who  had  not  con- 
formed to  the  general  practice;  where  the 
plaintiff  might  rely  on  the  only  generally  rec- 
ognized exception  to  this  rule,  and  upon  mere 
proof  of  the  facts  of  the  doctor’s  treatment  or 
lack  of  it,  claim  that  those  facts  established 
‘such  obvious  gross  want  of  care  or  skill  as  to 
afford,  of  itself,  an  almost  conclusive  infer- 
ence and  dispense  with  the  necessity  of  testi- 
mony by  expert  witnesses.’  As  we  have 
stated,  there  is  not  a suggestion  in  the  finding 
that  in  failing  to  remove  the  gauze  personally 
or  in  failing  to  give  personal  aftercare  or  super- 
vision the  defendant  fell  below  the  standards 
set  by  the  profession  in  similar  circumstances. 

“The  plaintiff  is  left  with  the  claim  that 
because  Dr.  Q.  was  present  and  assisted  at 
the  operation  he  was  guilty  of  obvious  and 
gross  misconduct  in  permitting  the  aftercare 
to  pass  into  the  hands  of  other  licensed  phy- 
sicians and  surgeons.  We  adopt  the  reasoning 
of  Hunner  vs.  Stevenson , 89  A.  418,  p.  421, 
where  the  Court  said : 

“ ‘The  theory  of  the  defendant  on  the  main 
[Continued  on  page  1208] 


1206 


rkofi0Mix 
V 75  > 


Rantos 

ocvyvy,  Snc. 

New  York,  N.  Y 


551  Fifth  Avenue 


1208 


MEDICOLEGAL 


[N.  Y.  State  J.  M. 


[Continued  from  page  1206] 

question  is  thus  stated  in  the  brief  filed  in  his 
behalf:  “That  an  operating  surgeon  at  a hos- 
pital of  repute  in  the  case  of  a wound  left 
open  is  not  liable  for  the  negligence  of  hos- 
pital, surgeons,  nurses,  or  interns  in  the  after 
dressing  of  such  wounds,  if  such  operating 
surgeon  is  without  knowledge  of,  or  in  privy 
to,  such  negligence.,,  At  this  date,  when  it  is 
well  known  that  there  are  physicians  and 
surgeons  of  special  skill  in  particular  practice 
of  their  profession,  it  could  not  safely  be  an- 
nounced as  a general  rule  of  law,  applicable 
to  such  cases  as  this,  that  a surgeon  who  per- 
forms an  operation  is  liable  for  the  negligence 


of  other  physicians,  nurses,  or  interns  in 
hospitals  in  the  after  treatment,  unless  he 
specially  undertakes  such  employment.’  ” 

The  Court  further  said: 

“We  conclude  that  in  the  absence  of  facts 
tending  to  show  that  there  was  a contractual 
duty  on  the  part  of  the  defendant  to  furnish 
aftercare,  or  that  under  the  situation  dis- 
closed, the  relationship  of  doctor  and  patient 
carried  with  it  the  duty  of  aftercare,  the  de- 
fendant was  entitled  to  follow  the  hospital 
system,  which,  as  the  finding  shows,  divorces 
the  operation  from  the  aftercare  and  puts 
the  aftercare  in  the  hands  of  other  sur- 
geons.” 


Inquiries 


YOUR  Counsel  recently  received  the  following 
inquiry : 

“Dear  Mr.  Brosnan: 

“Would  you  be  so  kind  as  to  furnish  me  with 
some  advice  relative  to  the  liability  of  a physi- 
cian working  in  a hospital  clinic? 

“The  hospital  in  question  is  the  E Hospital 
where  we  intend  to  open  a charity  clinic, 
charging  a nominal  sum  of  25  or  50  cents  to 
cover  expenses.  I am  to  be  the  chief  of  all 
the  clinics  not  actually  working  therein.  I 
would  like  to  know  if  the  patients,  in  the  clinic, 
could  sue  the  chief  although  not  actually  par- 
ticipating in  the  treatment  or  if  they  could 
sue  the  individual  doctor  in  charge  of  the 
clinic  at  the  time.  In  case  of  an  intern  treat- 
ing the  patient  at  that  time  could  he  also  be 
sued  or  both  he  and  the  attending  in  charge 
of  that  clinic  or  all,  the  intern,  attending  in 
charge  at  the  time  together  with  the  chief  of 
all  the  clinic  departments? 

Very  truly  yours,” 

Your  Counsel’s  reply  was  as  follows: 

“Dear  Doctor: 

“It  is  not  possible,  in  the  absence  of  the 
actual  facts  of  a case,  to  give  a definite  opinion 
as  to  liability  or  nonliability,  since  the  fac- 
tual situation  may  change  the  legal  principles 
to  be  applied. 

“I  would  say  that  the  chief  or  director  of  a 
clinic,  who  does  not  personally  see,  treat,  or 
issue  instructions  for  the  treatment  of  a pa- 
tient, would  not  be  responsible  to  that  patient 
in  the  event  that  the  patient  claimed  that 


he  was  improperly  treated.  Such  was  the 
ruling  by  the  Appellate  Division  of  the  First 
Department  in  a recent  case. 

“ ‘Insofar  as  Doctor  N.  was  concerned,  it  is 
rather  difficult  to  understand  the  theory 
upon  which  the  case  against  him  was  sub- 
mitted to  the  jury.  The  testimony  from 
the  trial  indicates  quite  clearly  that  he  did 
not  treat  the  respondent.  As  head  of  the 
surgical  division,  he  made  the  rounds  of 
the  wards;  he  did  not  ordinarily  examine 
the  patients.  He  did  not  read  the  plates 
which  were  taken  of  the  patient’s  injured 
leg,  nor  did  he  owe  any  particular  duty  to 
him  since  it  appears  that  the  patient  was 
under  the  care  of  Doctor  K.  and  Doctor  C. 
Furthermore,  it  appears  that  Doctor  K.  did 
not  even  discuss  the  case  with  him.’ 

“I  may  add  that  this  case  was  taken  to  the 
Court  of  Appeals  and  the  action  of  the  Ap- 
pellate Division  unanimously  affirmed. 

“Of  course,  the  patient  could  sue  any  doctor 
and  this  includes  an  intern  who  was  in  attend- 
ance on  his  case.  This  will  include  any  doc- 
tor who,  despite  the  fact  that  he  had  not  seen 
the  patient,  undertook  to  issue  specific  instruc- 
tions with  respect  to  the  patient’s  care. 

“I  can  conceive  of  a situation  involving 
some  administrative  defect  in  the  running  of 
the  clinic  which,  if  resulting  in  injury  to  a pa- 
tient might  possibly  involve  the  head  of  the 
clinic  as  well  as  the  individual  doctor  in  charge 
of  the  clinic  at  the  time,  but  I believe  the  pos- 
sibility of  this  happening  would  be  rare. 

Yours  very  truly,” 


ARTIFICIAL  INSEMINATION 

Up  until  June,  1940,  according  to  a recent  ques- 
tionnaire sponsored  by  the  National  Research 
Foundation  for  Eugenic  Alleviation  of  Sterility 
there  have  been  9,238  children  born  in  the  United 
States  as  a result  of  artificial  insemination,  notes 
the  Virginia  Medical  Monthly.  Five  thousand 
seven  hundred  and  twenty-eight  of  these  children 
were  produced  by  artificial  insemination  in  which 
the  husband  of  the  mother  was  employed.  In 
3,510  cases,  donors  were  used.  More  than  5,000 
doctors  participated  in  these  reported  results. 

Apparently  it  was  not  always  easy  to  bring 
about  pregnancy  by  artificial  insemination,  but 
in  some  instances  many  unsuccessful  attempts 
were  followed  by  a satisfactory  result.  One 


hundred  and  twenty-four  physicians,  for  example, 
reported  final  success  in  cases  after  more  than 
21  failures  at  insemination.  Among  those  arti- 
ficially inseminated,  2.3  per  cent  miscarried; 
there  were  22  extrauterine  pregnancies  and  44 
flare-ups  of  previously  existing  infection. 

The  medical  profession  has  gone  a long  way, 
eugenically  speaking,  since  the  days  when  they 
fought  over  contraceptive  advice  as  a eugenic  and 
economic  measure.  Artificial  insemination  of 
human  beings  using  material  from  donors  is 
something  few  of  us  would  have  dreamed  of  a 
decade  ago.  Few  of  us  would  dream  today  that 
it  is  being /practiced  on  such  a wide  scale  as  this 
survey  has  revealed. 


To  Aid  in  Control  of 

ANGINA  PECTORIS 
ARTERIOSCLEROSIS 

Successful  Clinical  Experience 
Suggests  .... 

Gofetiacfam 

Biologically  Tested 
Diaphragmatic  Muscle  Extract 

Carnacton  serves  effectively  in  Angina  Pectoris, 
particularly  the  variety  known  as  "angina  of  ef- 
fort" where  angiospasm  is  the  dominant  factor,  and 
Arteriosclerosis,  cerebral  and  general.  In  this 
condition  its  action  is  not  limited  to  a temporary 
vasodilation  but  promotes  a gradual  collateral 
circulation.  The  vegetative  nervous  function  was 
improved  in  many  of  the  cases  observed. 

This  muscle  extract  has  also  demonstrated  ef- 
ficacy in  Cardiac  Dyspnoea,  Cardiac  Asthma  and 
Obliteratioe  Arterial  Diseases,  especially  in  which 
intermittent  claudication  is  present.  Carnacton 
appears  to  exert  a tonic  and  vasodilating  action  on 
the  circulatory  system,  with  a sedative  effect  on 
the  neuro-psychic  sphere. 

1 cc.  and  2 cc.  ampoules  boxes  of  12  and  50. 

Vials  of  30  cc.  and  50  cc.  for  oral  use. 

Send  to  Dept.  6 for  literature. 
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25  West  Broadway  New  York 


CONCLUSIONS:  . . . "effective  in  the  treatment  of 
leukorrhea  in  general:  (a)  eliminates  unpleasant 
odor  of  discharge;  (b)  cuts  down  or  eliminates  ir- 
ritation inside  and  without  vagina;  (c)  reduces 
quantity  and  density  of  discharge,  including  that 
following  cauterization. 

"It  is  non-irritating  and  non-toxic  in  contradic- 
tion to  the  arsenic  and  picrate  preparations,  equal- 
ly effective  and  actually  soothing,  especially:  (a)  in 
the  infantile  vagina;  (b)  in  the  senile  vagina;  (c)  in 
trichomonas  vaginalis  vaginitis  of  pregnancy.” 

* Treatment  of  Leukorrhea  with  Ozonide  of 
Olive  Oil:  David  Nye  Barrows,  N.  Y.  State  Journal 
of  Medicine,  Vol.  41,  Jan.  15,1941. 

PROPERTIES:  At  body  temperature,  in  the  pres- 
ence of  moisture,  every  particle  of  this  bland 
ozonide  of  olive  oil  releases  a relatively  huge 
amount  of  germicidal,  fungicidal  and  deodorizing 
nascent  oxygen,  steadily  and  unremittingly  for 
many  hours. 


LATIMER  LABORATORY,  INC.,  DEPT.  A-6,  41  EAST  21  ST.,  NEW  YORK 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


THE  Sixth  Annual  Convention  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State 
of  New  York  convened  at  the  Hotel  Statler, 
Buffalo,  on  April  28  to  May  1.  Three  hundred 
and  twenty-nine  doctors’  wives  were  regis- 
tered. 

The  women  of  the  Erie  County  Auxiliary  were 
perfect  hostesses.  Congratulations  should  be  ex- 
tended to  Mrs.  Carlton  E.  Wertz,  convention 
chairman,  and  to  her  committee  whose  thought- 
ful planning  afforded  us  so  much  comfort  and 
pleasure. 

The  opening  meeting  was  called  to  order 
Monday  at  10:45  a.m.,  by  the  president,  Mrs. 
Luther  H.  Kice.  The  invocation,  by  Father 
Timothy  J.  Coughlin,  was  followed  by  a pledge 
of  allegiance  to  the  Flag  of  Our  Country,  led  by 
Mrs.  Albert  M.  Bell.  This  was  followed  by  a 
Prayer.  Mr.  John  Sturgess  was  soloist  at  the 
Memorial  Service  which  was  very  impressive. 

Mrs.  V.  E.  Holcombe,  national  president  of  the 
Woman’s  Auxiliary,  was  our  gracious  guest  of 
honor. 

Mrs.  Luther  H.  Kice,  president,  gave  a com- 
plete report  of  her  work.  Three  new  counties, 
Essex,  Montgomery,  and  Niagara,  were  organ- 
ized during  her  term  of  office.  We  are  deeply 
indebted  to  Mrs.  Kice  for  carrying  us  through 
another  successful  year,  which  has  brought  us 
added  interests  and  an  enlarged  circle.  A short 
report  was  given  by  Mrs.  George  B.  Adams 
president-elect.  All  members  of  the  board, 
chairmen  of  standing  committees,  and  all  county 
presidents  reported  that  efficient  work  is  being 
carried  on.  The  state  officers  and  the  delegates 
to  the  National  Convention  were  elected. 
Speakers  on  Monday  were  Dr.  James  Flynn, 
president  of  the  State  Society,  and  Dr.  Louis 
H.  Bauer,  speaker  of  the  House  of  Delegates. 

On  Tuesday  morning  a postconvention  meet- 
ing was  held.  Mrs.  George  B.  Adams,  our  new 
president,  called  the  meeting  to  order. 

Dr.  Samuel  J.  Kopetzky,  president  of  the 
State  Society,  addressed  the  meeting.  He  ad- 
vised us  to  keep  “Our  Home  Front”  secure. 
Mrs.  George  B.  Adams  appointed  the  executive 
committees  for  the  year.  The  project  for  the 
year  will  continue  to  be  the  Physicians’  Home. 

The  trend  of  thought  during  the  convention 
was  “To  be  able  and  ready  to  respond  to  any 
national  emergency  during  this  period  of  world 
crisis.” 

The  National  Woman’s  Auxiliary  Convention 
will  be  held  June  2 to  6,  in  Cleveland,  Ohio, 
with  headquarters  at  Hotel  Carter. 

Mrs.  Clarence  J.  Durshordwe,  chairman  of 
this  year’s  Hobby  Show,  used  excellent  judg- 
ment in  staging  and  arranging  the  exhibits. 

The  orchids  exhibited  by  Dr.  and  Mrs.  Arthur  R. 
Gibson  prove  that  doctors  have  patience. 

The  Sixth  Annual  Birthday  Dinner  was  held 
in  the  Ballroom  of  the  Hotel  Statler.  The  room 
was  beautifully  decorated  with  wisteria.  The 
decorations  were  made  by  members  of  the  Erie 
County  Woman’s  Auxiliary.  Mrs.  V.  E.  Hol- 
combe, national  president,  was  the  guest  speaker. 

We  were  inspired  by  her  interesting  and  helpful 
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address.  A beautiful  silver  tray  was  presented 
to  Mrs.  Luther  H.  Kice,  retiring  president  . Pins 
were  given  to  all  past  state  presidents.  A pro- 
gram of  music  and  dancing  was  enjoyed.  In  con- 
clusion, the  Reverend  Arthur  Walwyn  Evans, 
D.D.,  delivered  a humorous  talk,  “The  Mirth 
of  a Nation.” 

On  Tuesday  afternoon  a delightful  tea  was 
given  at  the  Twentieth  Century  Club.  On 
Wednesday  a luncheon  was  served  in  the 
Georgian  Room  of  the  hotel.  Mrs.  Luther  H. 
Kice  acted  as  toastmistress.  We  were  honored 
by  the  presence  of  Dr.  Nathan  B.  Van  Etten, 
president  of  the  American  Medical  Association. 
The  speakers  were  Dr.  Chas.  Gordon  Heyd 
and  Dr.  A.  H.  Aaron.  A fashion  show  was  pre- 
sented during  the  luncheon.  On  the  program 
was  Mrs.  Clyde  L.  Randall  who  entertained 
everyone  with  an  excellent  whistling  solo. 
Sight-seeing  trips  and  a trip  to  Niagara  Falls 
brought  the  activities  of  a well-planned  con- 
vention to  a close. 

We  are  greatly  indebted  to  the  Erie  County 
Auxiliary  for  the  splendid  program  and  enter- 
tainment and  to  the  Hotel  Statler  management 
for  their  excellent  service.  We  extend  our  ap- 
preciation to  Mrs.  Luther  H.  Kice,  the  retiring 
president,  and  best  wishes  to  Mrs.  George  B. 
Adams,  our  new  president,  for  continued  progress 
and  cooperation.  Let  us  pledge  to  her  our  whole- 
hearted interest  and  aid  for  the  year  1941  to 
1942. 

Officers  of  the  Woman’s  Auxiliary  to  the  Medi- 
cal Society  of  the  State  of  New  York  are: 

President 

Mrs.  George  B.  Adams 
141  Genesee  Street 
Auburn,  N.  Y. 

President-elect 

Mrs.  J.  Emerson  Noll 
19  Elizabeth  Street 
Port  Jervis,  N.  Y. 

First  Vice-President 

Mrs.  Carlton  F.  Potter 
425  Waverly  Avenue 
Syracuse,  N.  Y. 

Second  Vice-President 

Mrs.  S.  W.  S.  Toms 
120  South  Broadway 
Nyack,  N.  Y. 

Recording  Secretary 

Mrs.  Albert  Vander  Veer,  II 
274  Whitehall  Road 
Albany,  N.  Y. 

Corresponding  Secretary 

Mrs.  George  Sincerbeaux 
96  East  Genesee  Street 
Auburn,  N.  Y. 

[Continued  on  page  1212] 
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34th  ST.  L 8’ WAY 


SUCCESS  STORY  OF  MACY’S  PHARMACY 

Expert  and  accurate  pharmaceutical  technique,  comprehensive  stocks 
of  high  quality  drugs  and  chemicals,  dependable  service  — all  at 
Macy's  Low  Cash  Prices,  have  made  our  pharmacy  one  of  the  most 
widely  patronized  in  New  York  City. 

We  appreciate  your  confidence  and  pledge  ourselves  to  a strict 
maintenance  of  our  high  quality  standards . 

tdacy's  Prescription  Department  — Street  Floor 


HARRY  F.  WANVIG 

A uthorized  Indemnity  Representative 

of 

tEfye  ^dHUebtcai  j^rrctptu  of  fljc  of  ^Ncfo  ^ork 

70  PINE  STREET  NEW  YORK  CITY 

TELEPHONE:  DIGBY  4-7117 


the  success  of  THESODATE  (Brewer) 

(Original  enteric  coated  tablet  of  Theobromine  Sodium  Acetate) 

is  due  to  three  factors: 

1.  It  is  Clinically  Proven 

2.  It  is  effectively  Enteric  Coated 

3.  It  is  decidedly  Less  Expensive. 

Indicated  in  treatment  of  coronary  artery  disease  and  edema. 

Dosage:  One  71/*  gr.  tablet  4 times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription,  in  71/ 2 gr.  tablets  with  or  without  Pbenobarbita! 
O/j  gr.),  or  33A  gr.  tablets  with  or  without  Phenobarbital  ('/<  gr-) 
100  per  bottle. 

Samples  and  literature  on  request 

BREWER  & COMPANY,  INC.  Worcester,  Mas,. 

PHARMACEUTICAL  CHEMISTS  SINCE  1852 


Cemp£ete£i/r 

(Automatic 

Ritter  "311“ 
Sterilizer 

• 

The  only  sterilizer  you 
can  fill  in  the  morning 
and  forget  the  rest  of  the 
day  . . Ritter  Equipment 
Co.,  Inc.,  Rochester,  N.  Y. 
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[Continued  from  page  1210] 
Treasurer 

Mrs.  F.  Leslie  Sullivan 
16  Sunnyside  Road 
Scotia,  N.  Y. 

Directors 

One  Year 


Finance 

Mrs.  Louis  A.  Van  Kleeck 
29-30  Northern  Blvd. 
Manhasset,  N.  Y. 

Historian 

Mrs.  Stanley  P.  Jones 
Mattituck,  L.  I.,  N.  Y. 


Mrs.  Daniel  J.  Swan 
141-54  Northern  Boulevard 
Flushing,  L.  I.,  N.  Y. 

Mrs.  Edwin  A.  Griffin 
311  Garfield  Place 
Brooklyn,  N.  Y. 

Two  Years 

Mrs.  John  L.  Bauer 
984  Bushwick  Avenue 
Brooklyn,  N.  Y. 

Mrs.  G.  Scott  Towne 
150  Phila  Street 
Saratoga  Springs,  N.  Y. 

Three  Years 

Mrs.  Luther  H.  Kice 
95  Brook  Street 
Garden  City,  N.  Y. 

Mrs.  Otto  Pfaff 
224  Lenox  Avenue 
Oneida,  N.  Y. 

Chairmen  of  the  Standing  Committees 

Archives 


Hygeia 

Mrs.  Joseph  P.  Lasko 
1835  Fifth  Avenue 
Troy,  N.  Y. 

Legislation 

Mrs.  Alfred  Madden 
44  So.  Allen  St. 
Albany,  N.  Y. 

Organization 

Mrs.  Carlton  E.  Wertz 
91  Parker  Ave. 
Buffalo,  N.  Y. 

Press  and  Publicity 

Mrs.  Henry  J.  Noerling,  Sr. 
Valatie,  N.  Y. 

Printing  and  Supplies 

Mrs.  Edward  D.  Drake 
Rome  State  School 
Rome,  N.  Y. 

Program 

Mrs.  Albert  M.  Bell 
Sea  Cliff  Ave. 

Sea  Cliff,  L.  I.,  N.  Y. 


Mrs.  William  J.  Lavelle 
3052  Crescent  Street 
Long  Island  City,  N.  Y. 


Public  Relations 

Mrs.  John  H.  Mason 
Pulaski,  N.  Y. 


Convention 


Parliamentarian 


Mrs.  Harry  F.  Pohlmann  Mrs.  Frederick  E.  Elliott 

29  Railroad  Avenue  122 — 76th  Street 

Middletown,  N.  Y.  Brooklyn,  N.  Y. 


SOOT,  OIL,  AND  CANCER 
At  one  time,  chimney  sweeps  headed  the  list 
of  cancer  death  rates.  This  is  no  longer  the  case, 
mainly  because  they  have  been  able  to  adopt 
higher  standards  of  cleanliness.  But  their  death 
rate  from  cancer  is  still  far  above  the  average. 
Fifty  years  ago  the  chimney  sweep’s  black  skin 
was  regarded  as  a joke.  We  now  realize  that  if  a 
sweep  has  to  live  in  a house  without  proper 
washing  arrangements  he  is  probably  con- 
demned to  death  from  a particularly  unpleasant 
kind  of  cancer.  Gas  workers  are  affected  in  a 
rather  similar  way.  The  substances  in  soot  and 
oil  which  cause  cancer  were  isolated  b}r  Professor 
Kennaway  of  the  London  Cancer  Hospital;  and 
his  colleague  Cook  discovered  their  exact  compo- 
sition. It  is  now  possible  to  test  lubricating  oils 
for  their  presence. — Haldane,  J.  B.  S.:  Science 
and  Everyday  Life , New  York , Macmillan  Com- 
pany, 1940 , quoted  in  J.A.M.A . 


COMMON  SENSE 

While  it  probably  would  not  be  democratic 
to  state  that  an  eligible  young  man  shall  not  be 
drafted  simply  because  he  is  a doctor,  we  do  not 
feel  it  would  be  against  the  public  interest  or  the 
principles  of  democracy  to  state  that  since  there 
is  a threatened  shortage  of  doctors  in  the  country 
a doctor  shall  not  be  drafted  except  as  a doctor. 
It  does  not  seem  like  good  economy  to  take  a 
perfectly  well-trained  doctor  out  of  civilian 
practice  and  turn  him  into  a machine  gunner,  a 
potato  peeler,  or  what  the  Navy  used  to  call  a 
“Captain  of  the  Head.” 

Without  presuming  to  interfere  with  the 
orderly  processes  of  democracy  we  cannot  re- 
frain from  expressing  the  hope  that  as  the  draft 
machinery  is  developed  some  way  will  be  found 
of  making  certain  that  doctors  and  dentists 
called  into  the  Army  are  put  to  work  where  they 
will  do  the  most  good. — Nassau  Med.  News 


— 

Hospitals 

Institutions  o/L* 

artel';  S ani  t ariums 

/ Specialized  Treatments 

l * / 

AN  OPEN  J 

INSTITUTION  1 

• 

AUTHORITATIVE  | 
INFORMATION  1 

ON  POST-MEDICAL 
ASSISTANCE  IN 
ALCOHOLISM 
ON  REQUEST 

1 THE  CHAS.  B.  TOWNS  HOSPITAL 

41  SUCCESSFUL  YEARS 

i TREATING  DRUG  AND 
ALCOHOL  CASES 

EXCLUSIVELY 

• 

293  Central  Park  West,  New  York,  N.  Y. 

GLENMAR Y 

SANITARIUM 

For  individual  care  and  treatment  of  selected  number  of  Nervous 
and  Mental  cases,  Epileptics,  and  Drug  or  Alcoholic  addicts. 
Strict  privacy  and  close  cooperation  with  patient’s  physician  at 
all  times.  Successful  for  over  50  years. 

ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWKGO.  TIOGA  CO.,  N.  ¥. 


PINEWOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene.  Emphasizing 
diagnosis  and  treatment  of  Neuro-psychiatric  cases. 

In  addition  to  the  usual  forms  of  treatment  (occupational  therapy, 
physiotherapy,  outdoor  exercise,  etc.)  we  specialize  in  more  specific 
techniques.  Insulin,  Metrazol  and  Electro  shock.  Psychological  and 
physiological  studies.  Psychoanalytic  approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 
Dr.  Barnett  Rosenblum  ) Resident  Tel:  KATONAH  775 

Dr.  Abram  Lichtyger  J Physicians  YONKERS  5786 

N.  Y.  Office:  25  West  54th  St.  Tues.  & Fri.  by  appointment 
Circle  7-2380 


“THE  DOCTOR  IN  THE  KITCHEN” 


“Invalid  cookery/’  quoting  an  English  book  on  this 
important  subject  by  Mrs.  Arthur  Webb,  “should  con- 
sider the  likes  and  dislikes  of  the  patient.” 

This  is  probably  one  of  the  few  points  in  diet  on  which 
everyone  would  agree.  Doctors  will  agree,  too,  that 
food  properly  prepared  and  given  to  the  patient  at  the 
right  time  and  in  the  right  quantities  is  important  in 
the  mental  and  physical  care  of  every  case.  First,  in 
the  early  stages  of  serious  illness  to  sustain  life,  and 
secondly,  in  later  stages  and  in  convalescence  to  build 
up  strength  and  lost  weight. 

Here  is  the  reason  why  the  private  sanitarium  is  often 
the  answer  to  the  question  of  obtaining  suitable  care 
and  treatment  following  surgery  and  during  the  con- 


valescent stage  of  serious  illness.  Sanitariums,  without 
exception,  give  a great  deal  of  thought  and  consideration 
to  dietetic  problems.  Equipped  to  give  the  necessary 
time  to  individual  requirements,  the  sanitarium  is  in  a 
position  to  follow  the  patient’s  personal  medical  adviser’s 
own  directions  for  diet  when  asked  to  do  so.  Or,  where 
no  special  diet  is  necessary,  the  physician  may  still  feel 
that  proper  nourishment,  in  spite  of  food  whims  of  his 
patient,  is  receiving  constant  attention. 

How  food  is  prepared  and  how  it  is  served  often 
marks  the  difference  in  the  desire  of  patients  to 
eat.  The  homelike  atmosphere  of  the  private  sani- 
tarium may  have  considerable  influence  in  this  direc- 
tion, too. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.Y.C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildinss. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *TEL.  4-1143 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.,  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 


Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N,  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

RECEIVED 


First  Aid  in  Emergencies.  By  Eldridge  L. 
Eliason,  M.D.  Tenth  edition.  16  mo.  of  260 
pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Company,  1941.  Cloth,  $1.75. 

Diagnostic  Procedures  and  Reagents.  Tech- 
nics for  the  Laboratory  Diagnosis  and  Control  of 
the  Communicable  Diseases.  First  edition. 
Octavo  of  352  pages,  illustrated.  New  York, 
American  Public  Health  Association,  1941. 
Cloth,  $2.75. 

Surgery  in  Modem  Warfare.  By  Sixty-five 
Contributors.  Edited  by  Hamilton  Bailey, 
F.R.C.S.  Volume  I.  Quarto  of  480  pages,  illus- 
trated. Baltimore,  Williams  and  Wilkins  Co., 
1941.  Cloth,  $10. 

Lectures  on  Diseases  of  Children.  By  Sir 
Robert  Hutchison,  M.D.,  and  Alan  Moncrieff, 
M.D.  Eighth  edition.  Octavo  of  471  pages, 
illustrated.  Baltimore,  Williams  and  Wilkins 
Co.,  1940.  Cloth,  $6.75. 

Criminal  Youth  and  the  Borstal  System.  By 
William  Healy,  M.D.,  and  Benedict  S.  Alper. 
Octavo  of  251  pages.  New  York,  The  Com- 
monwealth Fund,  1941.  Cloth,  $1.50. 

Physical  Medicine.  The  Employment  of 
Physical  Agents  for  Diagnosis  and  Therapy. 
By  Frank  H.  Krusen,  M.D.  Octavo  of  846 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1941.  Cloth,  $10. 

Chemical  Warfare.  By  Curt  Wachtel.  Oc- 
tavo of  312  pages.  Brooklyn,  Chemical  Pub- 
lishing Co.,  1941.  Cloth,  $4.00. 

Fractures.  By  George  Perkins,  M.C.  Oxon. 
Octavo  of  384  pages,  illustrated.  New  York, 
Oxford  University  Press,  1940.  Cloth,  $6.50. 

A Practical  Manual  of  Diseases  of  the  Chest. 
By  Maurice  Davidson,  M.D.  Second  edition. 
Octavo  of  575  pages,  illustrated.  New  York, 
Oxford  University  Press,  1941.  Cloth,  $13.50. 

Introduction  to  Psychobiology  and  Psychiatry. 
A Textbook  for  Nurses.  By  Esther  L.  Richards, 
M.D.  Octavo  of  357  pages.  St.  Louis,  C.  V. 
Mosby  Company,  1941.  Cloth,  $2.50. 

Help  Your  Doctor  to  Help  You  When  You 
Have  Sick  Headache  or  Migraine.  Duodecimo 
of  37  pages.  New  York,  Harper  & Brothers, 
1941.  Cloth,  $0.95. 

Help  Your  Doctor  to  Help  You  When  You 
Have  Food  Allergy.  Duodecimo  of  50  pages. 
New  York,  Harper  & Brothers,  1941.  Cloth, 
$0.95. 

Help  Your  Doctor  to  Help  You  When  You 
Have  Gallstones  and  Disease  of  the  Gall- 
bladder. Duodecimo  of  41  pages,  illustrated. 
New  York,  Harper  & Brothers,  1941.  Cloth, 
$0.95. 

Help  Your  Doctor  to  Help  You  When  You 
Have  Colitis.  Duodecimo  of  30  pages.  New 
York,  Harper  & Brothers,  1941.  Cloth,  $0.95. 

Help  Your  Doctor  to  Help  You  When  You 
Have  Gastric  or  Duodenal  Ulcer.  Duodecimo  of 


53  pages,  illustrated.  New  York,  Harper  & 
Brothers,  1941.  Cloth,  $0.95. 

Proctology  for  the  General  Practitioner.  By 
Frederick  C.  Smith,  M.D.  Second  edition. 
Octavo  of  466  pages,  illustrated.  Philadelphia, 
F.  A.  Davis  Company,  1941.  Cloth,  $4.50. 

The  Heart  in  Pregnancy  and  the  Childbearing 
Age.  By  Burton  E.  Hamilton,  M.D.,  and  K. 
Jefferson  Thomson,  M.D.  Octavo  of  402  pages, 
illustrated.  Boston,  Little,  Brown  and  Com- 
pany, 1941.  Cloth,  $5.00. 

A Short  History  of  Psychiatric  Achievement: 
With  a Forecast  for  the  Future.  By  Nolan 
D.  C.  Lewis,  M.D.  Octavo  of  275  pages.  New 
York,  W.  W.  Norton  & Co.,  1941.  Cloth, 
$3.00. 

Endocrinology:  The  Glands  and  Their 

Functions.  By  R.  G.  Hoskins,  M.D.  Octavo 
of  388  pages,  illustrated.  New  York,  W.  W. 
Norton  & Co.,  1941.  Cloth,  $4.00. 

Essentials  of  Dermatology.  By  Norman 
Tobias,  M.D.  Octavo  of  497  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1941.  Cloth, 
$4.75. 

The  Pharmacology  and  Anesthetic  Drugs.  A 

Syllabus  for  Students  and  Clinicians.  Second 
edition.  By  John  Adriani,  M.D.  Quarto  of  86 
pages,  illustrated.  Springfield,  Charles  C. 
Thomas,  1941.  Cloth,  $3.50. 

Textbooks  of  Pediatrics.  By  J.  P.  Crozer 
Griffith,  M.D.,  and  A.  Graeme  Mitchell,  M.D. 
Third  edition.  Octavo  of  991  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1941. 
Cloth,  $10. 

Air  Raid  Precautions.  (In  Ten  Parts.) 
Reprinted  by  Permission  of  the  Controller  of 
His  Britannic  Majesty’s  Stationery  Office. 
First  American  Edition.  Octavo.  Brooklyn, 
Chemical  Publishing  Co.,  1940.  Cloth,  $3.00. 

Mental  Disease  and  Social  Welfare.  By 
Horatio  M.  Pollock.  Quarto  of  237  pages,  illus- 
trated. Utica,  State  Hospitals  Press,  1941. 
Cloth,  $2.00. 

The  Doctor  Takes  a Holiday.  An  Auto- 
biographical Fragment.  By  Mary  McKibbin- 
Harper,  M.D.  Octavo  of  349  pages,  illustrated. 
Cedar  Rapids,  Iowa,  The  Torch  Press,  1941. 
Cloth,  $2.50. 

Brucellosis  (Undulant  Fever)  Clinical  and 
Subclinical.  By  Harold  J.  Harris,  M.D.  Oc- 
tavo of  286  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  Inc.,  1941.  Cloth,  $5.50. 

A Textbook  of  Dietetics.  By  L.  S.  P.  David- 
son, M.D.,  and  Ian  A.  Anderson,  M.B.  Octavo 
of  324  pages.  New  York,  Paul  B.  Hoeber,  Inc., 
1941.  Cloth,  $4.25. 

Arthritis  and  Allied  Conditions.  By  Bernard 
I.  Comroe,  M.D.  Second  edition.  Octavo  of 
878  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1941.  Cloth,  $9.00. 

[Continued  on  page  1216] 
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THE  MAPLES  INC., OCEANSIDE, L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician  in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully!  ocated  a short  distance  from  Rye  Beach, 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


WOODLAWN  SANITARIUM,  INC. 

For  Mr  dir  at  and  Survival  Cases 

Complete  modern  equipment,  including  X-Ray,  duoroscope  and 
combination  incubator  and  oxygen  tent  for  infants. 

412  East  23ttth  Street  Broil*,  N.  V. 

Telephone  PAirbanks  4-3601 
See  also  our  adv.  p.  49a  Medical  Directory 


LOUDEN-KNICKERBOCKER  HALL.’"' 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 
Full  inf 'or  motion  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 


COLLECTIONS 

Specialists  in  the  Collection  of  Professional  Accounts 

Send  card  or  prescription  blank  for  details 

NATIONAL  DISCOUNT  &.  AUDIT  CO, 
Herald  Tribune  Bldg. — New  York 

Representatives  in  all  parts  of  the  United  States  and  Canada 


GREENMONTonHUDSON 

ESTABLISHED  1880  BY  DR.  PARSONS 
For  special  care  and  treatment  of  Nervous  and  Mental  Disorders. 
Convalescents,  and  selected  cases  of  Alcoholism.  Unusual  home- 
like atmosphere.  State  licensed.  Moderate  rates.  4b  minutes 
from  New  York  City. 

EDMUND  J.  BARNES,  M.D.,  PHYSICIAN  IN  CHARGE 

OSSINING,  N.  Y.  — OSSINING  1989 


GIVE  THE  DOCTOR 
A BREAK 

The  Low-Down  on  Group  Practice 
and  “Sickroom  Charm,, 
by 

Floyd  Burrows,  M.D, 

Single  Copies  10  cents 
( Special  Prices  in  Quantities) 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Ri verdale-on-H  udson , New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  fcingsbridge  9-8440 


BRUNSWICK 
HOME  sLttZl 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  ner- 
vous disorders. 


Broadway  and  Louden  Avenue  Separate  accommoda- 

AMITYVILLE,  L.  I. — Phone:  1700,  01,  02  tions  for  nervous  and 
N.  Y.  Office — 67  W.  44th  Street  backward  children. 

Tel:  MUrray  Hill  2-8323  Physicians’  treatments 

C.  L.  MARKHAM,  M.D.,  Supt.  rigidly  followed. 


“Money,  Money  for  everything,  but  no 
dollars  for  doctors!” 


PUBLIC  RELATIONS  BUREAU 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

292  Madison  Avenue 
New  York,  N.  Y. 


FALKIRK 

• IN  THE  • 

RAMAPOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 
CENTRAL  VALLEY,  Orange  County^_jjL_Y^ 
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REVIEWED 


Surgery  in  Modem  Warfare.  By  Sixty-five 
Contributors.  Edited  by  Hamilton  Bailey, 
F.R.C.S.  Volume  I.  Quarto  of  480  pages, 
illustrated.  Baltimore,  Williams  and  Wilkins 
Co.,  1941.  Cloth,  $10. 

The  first  volume  of  this  acutely  practical  and 
pertinent  book  is  now  on  sale,  the  second  volume 
will  appear  in  a few  months.  These  volumes  are 
the  work  of  sixty-five  contributors  who  have 
been  chosen  by  the  editor,  Mr.  Bailey,  as  repre- 
sentative of  British  surgery.  Volume  I treats 
wounds,  general  and  specific — wounds  of  the 
trunk,  of  blood  vessels,  nerve  injuries  and 
wounds  of  tendons,  methods  of  immobilization 
of  limbs,  wounds  of  the  hand  and  foot.  The 
treatments  suggested  are  based,  in  many  in- 
stances, on  experiences  in  the  Spanish  and  the 
present  World  War,  although  knowledge  ac- 
quired in  the  first  World  War  has  not  been  dis- 
regarded. With  the  division  of  the  discussion 
of  subjects  among  several  contributors — as  for 
instance,  gas  gangrene,  treatment  by  x-ray, 
chemotherapy — a specific  line  of  treatment  may 
not  be  insisted  on.  This  may  be  somewhat 
confusing.  There  are  good  chapters  on  shock, 
injuries  of  vessels,  immobilization  of  injured 
limbs,  and  immediate  and  delayed  operations  of 
bowel  injuries.  The  value  of  Volume  I will  be 
enhanced  with  the  appearance  of  a full  index  in 
Volume  II.  The  present  status  of  local  use  of 
chemotherapy,  Carrel-Dakin  irrigation,  and  the 
closed  treatment  of  wounds  are  considered  with 
their  appropriate  advantages — the  last  word 
evidently  not  having  been  said.  The  value  of 
such  a timely  book  lies  in  the  emphasis  on  such 
procedures  as  are  indicated  or  necessary  in 
action  in  wartime  and  how  the  indications  may 
differ  from  those  in  civil  life.  The  book,  there- 
fore, has  a definite  purpose  and  meets  the  de- 
mands made  on  it  in  a scholarly  and  satisfying 
way. 

Joseph  Raphael 

The  Medical  Clinics  of  North  America. 

January,  1941.  Volume  25,  Number  1.  (Chi- 
cago number.)  Octavo.  Illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1941.  (Six  numbers 
a year.)  Cloth,  $16  net;  paper,  $12  net. 

This  number  of  the  Clinics  has  a practical 
and  comprehensive  symposium  on  pain  by 
various  specialists  in  Chicago.  It  is  well  worth 
reading. 

Greene  has  written  an  extraordinarily  good 
article  on  endocrine  therapy  in  gynecologic  dis- 
orders. He  reviews  in  detail  the  most  potent, 
as  well  as  the  least  potent,  parenteral  and  oral 
preparations  now  on  the  market.  This  article 
alone  is  worth  the  price  of  the  book. 

Andrew  M.  Babey 

Surgery  of  the  Hand.  By  R.  M.  Handfield- 
Jones,  F.R.C.S.  Octavo  of  140  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1940. 
Cloth,  $4.50. 

This  monograph  comprises  135  pages  of  de- 
scription and  numerous  illustrations  on  the  sub- 
ject of  the  text.  To  one  who  has  extensive  ex- 


perience, the  volume  will  prove  of  interest  be- 
cause it  covers  in  a thorough  manner  general 
principles,  as  well  as  details,  which  underlie  the 
problem  of  infections  of  the  hand. 

With  reference  to  the  newer  chemotherapy, 
the  author  has  brought  his  therapy  up  to  date  by 
including  this  modality  of  treatment  in  his  de- 
scription. The  subject  matter  is  covered  as 
essentially  as  Kanavel,  but  many  new  points  of 
view  have  been  added  which  increase  the  value 
to  the  practitioner  as  well  as  to  the  surgeon.  We 
consider  this  treatise  well  deserving  of  com- 
mendation. 

Robert  F.  Barber 

Macleod’s  Physiology  in  Modem  Medicine. 

Edited  by  Philip  Bard.  Ninth  edition.  Octavo 
of  1,256  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1941.  Cloth,  $10. 

The  new  edition  of  this  well-known  work 
represents  an  important  contribution  to  the 
textbooks  of  physiology.  The  text  has  been 
thoroughly  revised  and  important  additions 
made,  so  that  the  new  edition  is  beyond  question 
a most  desirable  text  for  those  who  wish  an 
understanding  of  modern  physiology.  Although 
the  book  does  not  extend  as  far  into  the  fields  of 
clinical  physiology  as  some  others,  more  space  is 
given  to  a clear  exposition  of  the  fundamentals. 
This  is  of  the  greatest  importance,  since  the 
recent  trend  of  physiologic  texts  to  include 
masses  of  clinical  information  has  tended  to 
divert  the  preclinical  student  from  a thorough 
understanding  of  the  basic  knowledge. 

An  important  feature  of  the  new  book  is  the 
manner  in  which  many  complex  relationships  are 
summarized.  This  is  particularly  so  in  the 
section  on  the  heart  and  circulation. 

The  section  on  the  nervous  system  is  recom- 
mended for  those  wishing  a discussion  of  recent 
physiologic  views.  This  is  also  true  of  the  sec- 
tion on  respiration.  The  addition  of  a section 
on  water  balance  is  particularly  signifi- 
cant. 

Professor  Bard  and  his  staff  of  collaborators 
are  to  be  congratulated  on  the  excellent  sustained 
presentation  of  the  subject  of  physiology. 

George  B.  Ray 

The  Louse.  An  Account  of  the  Lice  Which 
Infest  Man,  Their  Medical  Importance  and 
Control.  By  Patrick  A.  Buxton,  M.A.  Octavo 
of  115  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1940.  Cloth,  $3.00. 

National  defense  against  the  louse  is  an  im- 
portant timely  matter  ably  presented  by  the 
director  of  the  department  of  medical  entomology 
of  the  London  School  of  Hygiene  and  Tropical 
Medicine.  The  major  portion  of  the  book  is  de- 
voted to  the  biology  and  medical  importance  of 
Pediculus  humanus.  Laboratory  aspects  are 
taken  up  in  an  appendix,  while  selected  references 
are  listed  in  a bibliography  occupying  6^  pages. 
The  text  is  illustrated  by  numerous  charts  and 
figures.  The  work  is  authoritative  and  should  be 
required  reading  for  every  physician  in  military 
service  or  liable  to  be  called  upon  to  deal  with 
refugee  groups  in  Europe  or  the  Far  East. 

Elliston  Farrell 
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lassified  Index  of  Service  and  Supplies 

Your  Guide  to  Opportunities  for 

J PURCHASES  SERVICES 


POSITIONS 


LOCATIONS 


• 


MEDICAL  EMPLOYMENT 


A complete  employment  service  for  the  medical  profession. 
Doctors,  nurses,  technicians,  dietitians,  and  assistants  in  every 
branch  of  medicine  selected  by  competent  analysis  of  experience 
and  recommended  only  upon  your  assurance  of  suitability. 

THE  MEDICAL  EMPLOYMENT  AGENCY 
Lula  M.  Field,  R.N.  Kinney  Bldg.,  790  Broad  St. 

Director  Newark,  N.  J. 


PHYSICIANS  EQUIPMENT  FOR  SALE 


Microscopes,  Autoclaves,  Sterilizers,  Centrifuges,  Quartz  Lamps, 
Fluoroscopes,  Short  Waves  and  Hospital  Equipment.  Trade  ins 
welcome.— ATLAS  SURGICAL  SUPPLY  CO.,  175  Second  Ave., 
N.  Y. 


. PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3038 


WANTED 


BOOK  Manuscripts  Wanted.  Works  of  public  interest  on  all 
subjects.  Write  for  free  booklet.  Meador  Publishing  Company , 
324  Newbury  Street,  Boston,  Mass. 


2000  PRESCRIPTIONS  $2.95  • Rag  Content  Parchment  Paper  • 
Quality  Printing  • Pads  of  100. 

POSTAL  PRINTING  CO.  Mail  Order  Printers  For  Professionals 
558  Ralph  Ave.,  Brooklyn  • Phone  President  3-8181. 


VACATION 


RIDE  WYOMING  TRAILS.  Enjoy  ranch  vacation.  Excellent 
stream  trout  fishing.  Packtrips.  Big  game  hunting.  Carl  M. 
Dunrud,  Sunshine,  Wyoming. 


Roxbury,  N.  Y.  Doctor’s  Office,  Lavatory,  closet  for  drugs,  fur- 
nished waitingroom,  opportunity  for  young  Doctor  or  Dentist, 
G.  K.  Enderlin,  Roxbury,  N.  Y. 


Sanitarium  established  18  years  specializing  in  dietetics  for 
those  taking  the  Saratoga  Springs  Rest  cure.  Clientele  primarily 
obtained  through  medical  recommendations.  Basic  rates  $35.00- 
$50.00  weekly.  Twenty  guests  comfortably  accommodated. 

M.  L.  Halligan,  R.N.  “Viasana”  Saratoga  Springs 


LOCATION  WANTED 


In  metropolitan  New  York  or  vicinity.  Office  and  residence 
for  general  practitioner.  Give  full  details.  Boz  1200,  N.  Y. 
Jr.  Med. 


SCHOOLS 


2>a  you.  Need,  a <J'uUtied 
Medical  Office  AiAiAla+tl? 

/GRADUATES  with  twelve  months  intensive  train- 
(v  ing  in  laboratory  techniques,  apparatus  and 
ZJ  secretariat.  High  School,  College,  Nursing  or 
Business  School  background.  Intelligent  assistants 
possessing  personality,  ability  and  all  the  requisites 
essential  to  the  trained  Medical  Office  Assistant. 

MUrray  Hill  McNutt  ScltOcl 

6-1186  N.  Y.  L. 

for 


MEDICAL  OFFICE  ASSISTANTS 

Licensed  by  the  State  of  New  York 


SCHOOL  AND  COLLEGE  ADVISORY  CENTER 

Affiliated,  with  National  Bureau  of  Private  Schools 
FREE  INFORMATION  and  CATALOGS  on  all  schools  and  col- 
leges: ACADEMIC:  Preparatory,  Day,  Boarding,  Military,  Finish- 
ing, 2 and  4 year  colleges.  PROFESSIONAL:  Secretarial,  Art, 
Dramatic,  Dietetics,  Costume  Design,  Laboratory  Assistants, 
Journalism,  etc.  Also  special  schools  for  adjustment  cases. 

522  Fifth  Ave.  (at  44th  St.)  New  York  City,  Phone  MUr.  Hill  2-8840 


CAPABLE  ASSISTANTS 


Our  free  placement  service  will  be  glad  to  help  you  select  ex- 
actly the  right  assistant.  Paine  Hall  graduates  are  girls  of  character, 
intelligence,  appearance — thoroughly  qualified  to  assist  in  office 
and  laboratory;  trained  in  haematology,  blood  chemistry,  urin- 
alysis, clinical  pathology,  medical  stenography,  bookkeeping. 
Address  inquiries  to  C.  R.  Porter,  Principal. 


Established 

1849  iautsyn ztX 

Licensed  by  the  State  of  New  York 


101  W.  31st  St. 

New  York 
BRyant  9-2831 


DISPENSE  ZEMMER 

Guaran- 


PRESCRIBE  OR 

Pharmaceuticals,  Tablets,  Lozenges,  Ampules,  Capsules,  Ointments,  etc. 
teed  reliable  potency.  Our  products  are  laboratory  controlled. 

Write  for  general  price  list. 

THE  ZEMMER  COMPANY 

Chemists  to  the  Medical  Profession  Oakland  Station  Pittsburgh,  Pennsylvania 

NY  6-1-41 


Say  you  saw  it  in  the  NEW  YORK  STATE  J O UjlNAL_OF_MEDICINE^ 


< 
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PHYSICAL  AND  CHEMICAL 

• A jelly,  whether  used  alone  or  in  combination  with  a diaphragm  or  other  mechanical 
device,  must  act  as  a barrier  as  well  as  a spermicide.  This  drawing,  made  from  an  X-ray, 
shows  a measured  dosage  of  Ortho-Gynol  deposited  by  the  Ortho  Applicator.  The  spermi- 
cidal action  of  Ortho-Gynol  is  instantaneous  on  contact,  while  through  its  physical  prop- 
erties it  forms  a film  of  jelly  over  the  mucosa. 

ORTHO  PRODUCTS,  INC.,  LINDEN,  NEW  JERSEY 


COPYRIGHT  1941,  ORTHO  PRODUCTS.  INC. 
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Administration  of  nicotinic  acid  in  appropriate  doses  in 
cases  of  pellagra  generally  leads  to  the  disappearance  of 
alimentary,  dermal,  and  other  lesions  characteristic  of  the 
disease  and  to  a profound  improvement  in  the  mental 
symptoms  when  the  latter  are  the  result  of  an  inadequate 
intake  of  nicotinic  acid. 

Pellagra,  however,  is  frequently  accompanied  by  evidences 
of  deficiencies  of  other  factors  of  the  vitamin  B complex, 
such  as  polyneuritis  (a  manifestation  of  vitamin  Bx  de- 
ficiency). In  the  diets  of  such  patients  it  may  be  necessary 
to  insure  the  presence  of  foods  rich  in  the  vitamin  B com- 
plex, or  to  administer — concurrently  with  the  nicotinic 
acid — thiamine  hydrochloride,  riboflavin,  and,  in  some 
instances,  pyridoxine  hydrochloride. 


\ 

Nicotinic  acid  is  py- 
ridine - 3 - carboxylic 
acid. 

Nicotinic  Acid  (Up- 
john) is  available  in 
in  the  following 
dosage  forms: 

C.  T.  Nicotinic  Acid, 

20  mg. 

C.  T.  Nicotinic  Acid, 

50  mg. 

C.  T.  Nicotinic  Acid, 

100  mg. 

in  bottles  of  100  and 
1000  tablets. 

/ 


Say  you 


saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Gowwnxm  pSvoJxlesHA,  In  the 
MGstcUfeMe+d  o^  neptic  uiceA. 


AMPHOJEL,*  Wyeth’s  Alumina  Gel,  is  becoming  the  preferred  treatment 
for  peptic  ulcer.  Four  striking  features  of  Amphojel  are  recognized  by 
clinicians.  • It  provides  prompt  relief  from  pain  • It  permits  rapid 
healing  of  the  ulcer.  • It  cannot  be  absorbed  and  eliminates  the  hazard 
of  alkalosis  • It  reduces  excess  acidity  without  completely  neutralizing 
the  gastric  contents. 

Amphojel  is  a valuable  adjunct  in  the  treatment  of  melena  and  hemat- 
emesis  when  administered  by  continuous  drip. 


AMPHOJEL 

Wyeth's  Alumina  Gel 

Fluid  Antacid  . . Adsorbent 

One  or  two  teaspoonfuls 
either  undiluted  or  with  a 
little  water,  to  be  taken  five 
or  six  times  daily,  between 
meals  and  on  retiring. 

Supplied  in  12-ounce  bottles 


FOR  THE  CONVENIENCE  OF 
AMBULATORY  PATIENTS 

Wyeth’s  Hydrated 

ALUMINA  TABLETS 

Antacid 

One-half  or  one  tablet  in 
half  a glass  of  water.  Repeat 
five  or  six  times  daily  be- 
tween meals  and  on  retiring. 

Supplied  in  boxes  of  60  tablets 
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Number  three  in  a series  of  six.) 


"Jtoou  can  the  nice*,  patient  be 
netuAned  to-  Uti  jab  and  kepi  Utene?" 


Clinical  evidence  shows  that  a regimen  of  Amphojel — diet  and 
rest  results  in  more  rapid  healing  of  peptic  ulcer.  Amphojel  aids 
the  ulcer  patient  to  lead  a more  normal  life. 


AMPHOJEL 
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THE  NATURAL  MINERAL  WATERS  OF  SARATOGA  SPA  ARE 


SARATOGA 


SPA  COESA  WATER 


Hepatic , Gastric 
and  Gall  Bladder  Conditions 


Coesa  is  a mildly  laxative  water  of  rich  mineralization.  It  is 
alkaline  in  reaction.  It  is  indicated  in  certain  conditions  of  under- 
activity of  the  liver  and  gall  bladder,  as  well  as  deficient  secretion 
and  motility  in  the  stomach  and  intestinal  tract.  Of  the  three 
waters  bottled  at  Saratoga  Spa,  Coesa  is  known  as  “the  gall 
bladder  water.” 

In  cholecystitis  the  objective  is  to  relieve  the  congestion  at  an 
early  stage  and  to  prevent,  if  possible,  subsequent  development 
of  gall  stones.  Coesa  taken  in  divided  doses  has  its  place  in  this 
therapy. 

In  colitis  of  the  chronic  mucous  or  ulcerated  type  Coesa  Water 
tends  not  only  to  dissolve  the  mucus  but  to  restore  to  the  blood 
a measure  of  the  minerals  of  which  it  may  have  been  depleted. 

Coesa  Water  is  often  prescribed  in  combination  with  Hathorn, 
the  latter  being  used  as  a morning  laxative. 

Clinical  literature  on  these  and  related  matters  is  avail- 
able— as  is  also  physician’s  sample  package  of  four  bottles 
of  the  Waters.  Address  W.  S.  McClellan,  M.D.,  Medical 
Director,  155  Saratoga  Spa,  Saratoga  Springs,  N.  Y. 


OWNED  AND  BOTTLED  BY 


THE  STATE  OF  NEW  YORK 


Analysis  of  the  Three  Waters 

(mineral  parts  per  millon) 
hypothetical  Geyser  Hathorn  Coesa 

Combinations  Water  Water  Water 


■ Unmon.  chlorid 

48.25 

59.10 

33.30 

1 lithium  chlorid 

21.07 

64.49 

46.43 

■ Potass,  chlorid 

361.91 

789.54 

714.86 

■ Sodium  chlorid 

2,010.48 

8,594.84 

4,233.14 

l5otass.  bromid 

9.23 

160.00 

13.90 

potass,  iodid 

1.10 

4.80 

1.36 

■ Sodium  sulphate 

None 

None 

None 

Isod.  metaborate 

Trace 

None 

Trace 

■ sodium  nitrate 

Trace 

Trace 

Trace 

■ sodium  nitrite 

Trace 

Trace 

Trace 

1 sodium  bicarb. 

2,213.78 

424.71 

1,331.15 

■ Calcium  bicarb. 

1,829.14 

3,380.84 

2,519.74 

liarium  bicarb. 

16.67 

25.65 

25.00 

1 strontium  bicarb. 

Trace 

Trace 

Trace 

lrerrous  bicarb. 

9.94 

40.07 

- 5.86 

Idagnes.  bicarb. 

753.89 

2,244.88 

1,186.57 

'’Alumina 

7.14 

4.98 

6.37 

ft  silica 

19.40 

14.40 

12.80 

Total  7,284.00  15,808.30  10,130.48 

.ook  for  the  Seal  of  The  State  of  New  York  on  ev- 
. ry  bottle  of  the  genuine  waters  of  Saratoga  Spa. 


THE  BOTTLED  WATERS  OF 


JMBJlVdiXBA. 

SPA. 


EEYSER  • HATHORN  • 
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PROFESSIONAL  1< 

ECONOMICS  . . . AN  ETHICAL, 

PRACTICAL  PLAN  FOR  BETTERING  YOUR 
INCOME  FROM  PROFESSIONAL  SERVICES. 

Send  card  or  prescription  blank  for  details. 

CRANE  DISCOUNT  CORPORATION 

Representatives  throughout  U.  S.  and  Canada 

30  W.  41st  St.,  N.  Y.  City  LOngacre  5-2943 
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HYCLORITE 

ANTISEPTIC 


For  irrigating,  swabbing,  and 
dressing  infected  cases  wherever 
an  antiseptic  is  needed. 

For  Hand  and  Skin  Sterilization 


Accepted  by  the  Council  on 
Pharmacy  and  Chemistry 
of  the  American  Medical 
Association  (N.  N.  R.) 


To  Make  a Dakin’s  Solution 
of  Correct  Hypochlorite 
Strength  and  Alkalinity. 

NON-POISONOUS  Practically  NON-IRRITATING 
Comprehensive  literature  on  request 

BETHLEHEM  LABORATORIES 

INCORPORATED 

300  Century  Building  Pittsburgh,  Pa. 


SHARON 

SPRINGS 

ONLY  41/2  HOURS 
FROM  NEW  YORK  CITY 


SULPHUR  AND  NAUHEIM  BATHS 
MUDPACK  TREATMENTS  • STEAM  MASSAGES 
INHALATION  THERAPY 

Recommended  for 

Arthritis  • Rheumatism  • Neuritis  • Sciatica  • Cardiac 
Myalgia  • Nerves  • Also  Massages  for  Slimming 
Our  treatments  are  comparable  to  those  given  at  the  leading  European  Spas 
Beautiful  country  . . . social  activities  ...  all  sports  . . . golf  . . . ideal 
climate.  Splendid  hotels  and  boarding  houses. 

L.  0.  White , M.D.,  Medical  Director 

For  Further  Information  and  Booklet  Write 

WHITE  SULPHUR  CO.  of  SHARON  SPRINGS,  N.  Y. 
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OPEN  ALL  YEAR 


Grapefruit  and 
the  Repair  of  Wounds 


The  repair  of  wounds,  whether  accidental  or 
surgical,  depends  on  the  ability  of  the  body  to 
produce  and  maintain  fibrous  tissue.  And 
this,  in  turn,  demands  an  adequate  supply  of 
Vitamin  C. 

As  grapefruit  is  a prime  source  of  ascorbic 
acid  (Vitamin  C),  it  is  an  important  adjunct 
to  the  diet  in  these  cases. 

Moreover,  the  tart,  zestful  flavor  of  grape- 
fruit and  its  high  toleration  make  it  a welcome 
addition  to  the  diet. 

Grapefruit,  either  fresh  or  canned,  is  also 


one  of  the  least  costly  sources  of  the  daily 
requirement  of  Vitamin  C ; at  current  prices, 
even  cheaper  than  the  synthetic  product. 

The  recently  published  book,  “Citrus  Fruits 
and  Health,”  contains  informative  and  author- 
itative data  on  the  nutritional  values  of  grape- 
fruit as  well  as  the  other  citrus  fruits,  together 
with  a complete  bibliography. 

We  will  be  pleased  to  send  it  to  any  member 
of  the  medical  profession  who  will  fill  out  and 
mail  the  coupon. 


Florida  Citrus  Commission  Dept-37-K 

Lakeland,  Florida 

Gentlemen: 


Please  send  me  your  book,  CITRUS  FRUITS 
AND  HEALTH. 

Name 

Address 

City State 

Profession 
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HOW  TO  DRINK  KNOX  GELATINE 
FOR  SUPPLEMENTARY  PROTEIN 


In  cases  where  you  want  to  supplement  your  patients’  protein,  Knox  Gelatine 
(U.S.P.)  may  be  of  help.  It  can  be  taken  very  easily  in  concentrated  drink  form. 
2 to  4 envelopes  a day  (or  more,  depending  on  the  patient’s  needs)  may  be  pre- 
scribed. Here  is  the  way  to  drink  Knox: 


IPourl  envelope  of plain,  unflavored 
■ Knox  Gelatine  into  a glass  % filled 
with  water  or  fruit  juice,  not  iced. 


2 Let  the  liquid  absorb  the  Gelatine. 
■ Then  stir  briskly. 


* 

Be  sure  the  patient  does  not  confuse 
Knox  Gelatine  with  ready-flavored  gel- 
atine dessert  powders.  They  are  about 
85%  sugar,  3%  flavor,  acid,  and  color- 
ing, and  only  10%  to  12%  gelatine. 
Knox  Gelatine  (U.S.P.)  is  all  protein... 
manufactured  under  rigid  bacteriolog- 
ical control  to  maintain  purity  and  qual- 
ity. It  contains  no  sugar! 

One  package  ( 1 oz.)  of  Knox  Gelatine 
contains  as  much  protein  as  4.2  eggs,  or 
1.7  pts.  milk,  or  7.8  oz.  beef,  or  9.1  oz. 
wheat  cereal,  or  14  slices  of  white  bread. 

Your  hospital  will  procure  Knox  for 
your  patients  if  you  specify  it  by  name. 


3 Drink  immediately.  If  the  gelatine 
■ thickens,  stir  again.  Knox  is  taste- 
less, odorless. 


The  above  method  is  also  followed  in  Pep- 
tic Ulcer  conditions. 

KNOX  GELATINE 

(U.S.P.) 

A SUPPLEMENTARY  PROTEIN  CONCENTRATE 


KNOX 

ot  U.S.P.  PLAIN*. 

GElatiHE 


“ — Send  This  Coupon  for  Useful  Dietary  Booklets  — — — — — — — — 

□ Amino  Acid  Analysis  □ The  Diabetic  Diet  □ Peptic  Ulcer  □ Infant  Feeding 

□ The  Protein  Value  of  Plain,  Unfavored  Gelatine  □ Reducing  Diets  and  Recipes 

KNOX  GELATINE,  Johnstown,  N.  Y.,  Dept.  474. 

Please  send  me  free  booklets  for  the  medical  profession  as  checked. 

Name  

Address  


I 

I 

I 

I 

I 
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HOW  THE  SOUND  BASIC  NUTRITIVE  ELEMENTS  OF  HORLICK’S,  TH 


THE  NEW  PRODUCT  IS 
HORIICK’S  MALTED  MILK-FORTIFIED! 

Horlick’s  as  a vehicle  for  vitamins.  Because  HorUcks 

Malted  Milk  is  so  widely  used  in  liquid  and  other  restricted  diets, 
the  fortification  of  Horlick’s  to  maintenance  levels  with  vitamins 
A.  th,  D and  G is  a logical  step  toward  improvement  in  the  dietary 
armamentarium  of  both  physician  and  dietitian. 

The  vitamin  addition  is  made  to  Horlick’s  at  a stage  in  its  pro- 
duction which  provides  for  complete  and  homogeneous  incorporation 
actually  within  the  product.  Since  Horlick’s  is  served  as  a liquid, 
mixed  with  either  water  or  milk,  its  nutritive  principles  are  presented 
to  the  digestive  apparatus  in  a form  that  helps  promote  maximum 
absorption  and  utilization,  even  in  gastro-intestinal  conditions. 
Horlick’s  thus  provides  an  ideal  vehicle  for  vitamin  administration. 


HORLICK’S  MALTED  MILK- FORTIFIED 

Vitamins  per  Ounce  (One  ounce  equivalent  to  116  Calories ) 

VITAMIN  A 1,334  U.S.P.  UNITS 

VITAMIN  B,  84  U.S.P.  UNITS 

VITAMIN  D 134  U.S.P.  UNITS 

RIBOFLAVIN  (VITAMIN  G)  334  MICROGRAMS  (GAMMA) 

Three  ounces  of  Horlick’s — Fortified  provides  the 
recognized  maintenance  levels  of  the  above  vitamins. 


ORIGINAL  MALTED  MILK,  PLUS  EXTRA  VITAMINS  A,  B„  D AND  G 

Horlick’s — Fortified,  as  a Dietary  Supplement 

For  thin,  nervous,  underweight  children  and  adults, 
who  require  additional  nutrition,  Horlick’s — Forti- 
fied offers  an  excellent  means  of  incorporating  in 
the  diet  sound,  basic  nutritive  elements — proteins, 
carbohydrates  and  fats,  in  well  balanced  propor- 
tions— as  well  as  extra  vitamins.  Horlick’s  makes  a 
delicious  food-drink  that  is  enjoyed  by  persons  of 
all  ages.  Mixed  with  milk  it  increases  the  calorie 
value  by  85  per  cent.  Horlick’s  thus  helps  adminis- 
ter extra  nutrients  and  extra  vitamins  and  detracts 
little  if  at  all  from  the  appetite.  Horlick’s  helps 
solve  many  problems  where  sound  basic  nutrition 
must  be  pushed. 

Horlick’s,  The  Original  Malted  Milk— 

Unfortified,  also  available 

Horlick’s  Malted  Milk  to  which  no  extra  vitamins 
have  been  added  is  also  available  for  physicians 
who  may  wish  to  use  it  as  a sound  nutritional  basis 
for  liquid  and  other  special  diets,  in  conjunction 
with  specific  vitamin  therapy,  or  for  other  pur- 
poses. Because  of  the  long  established  use  of  Hor- 
lick’s, The  Original  Malted  Milk,  in  a large  variety 
of  special  diets,  the  physician  has  been  given  full 
choice,  in  order  that  Horlick’s  may  meet  all  special 
needs.  The  unfortified  product  is  known  under  its 
original  name-HORLICK’S,  THE  ORIGINAL 
MALTED  MTLK. 

HORLICK’S  MALTED  MILK  CORPORATION 

RACINE,  WISCONSIN 
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• • 

is  your  copy  of  the  familiar  Medical  Directory  of 
New  York,  New  Jersey  and  Connecticut  in  which  is 
included  the  Classified  Directory  of  Accepted  Medical 
Products  and  Services  printed  on  buff  colored  pages. 


you  may  carry  this  section 
listing  accepted  medical 
products  and  services  bound 
separately  in  a convenient 
size  without  the  1,000  or 
more  pages  of  general  Di- 
rectory. It  is  a most  handy 
reference  guide  on  products 
and  services  so  that  you 
may  have  this  information 
available  when  you  really 
need  it. 


A LIMITED  NUMBER  OF  REPRINTS  ARE  STILL  AVAILABLE 
25*  EACH  WHILE  THEY  LAST  ! 

Please  send  remittance  with  your  order  to 

MEDICAL  DIRECTORY  OF  NEW  YORK,  NEW  JERSEY  AND  CONNECTICDT 

280  Madb.it  Ave.,  N.  T.  City  MU.tay  Hill  5-8140 
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To  Assure  Quick  Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


DUB  IN  A MINODHYIUN 

Jhexyphullifie.  - 8thuleru2iliarriirLe 


American  Made  from  American  Materials 


H.  E.  DUBIN  LABORATORIES 

250  E.  43rd  St.  '"corrorated  New  Yopk>  N Y. 

BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics/  no 
injurious  drugs.  Consists  of  alkali  salts#  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


New  York  State  Champagne 
and 

Fine  American  Still  Wines 


When  a patient  re- 
quires a superior 
champagne  or  a 
fine  wine  during 
convalescence, 
specify  "Great 
Western". 

Most  good  stores 
sell  genuine 
"Great  Western." 


PLEASANT  VALLEY  WINE  CO. 

Est.  1860  - - - Rheims,  N.  Y. 


J 
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Maxitate  (Mannitol  Hexanitrate)  is  re- 
puted to  be  the  longest  acting  (5-6 
hours)  vasodilator.  The  gradual  and  pro- 
longed action  of  this  tablet  is  efficacious  in 
the  treatment  of  essential  hypertension  and 
in  forestalling  attacks  of  angina  pectoris 
(Beckman,  'Treatment  in  General  Prac- 
tice”). Worried  and  excitable  patients  with 
essential  hypertension  often  require  a seda- 
tive to  obtain  nervous  relaxation.  Maxitate 
with  Phenobarbital  Tablets  meet  both  re- 
quisites. Your  sample  will  be  sent  on  re- 
quest. Write  for  folder  No.  8 


Maxitate  is  available  at  leading  Pre- 
scription Pharmacies  everywhere. 


R.  J.  STRASENBURGH  CO. 

Pharmaceutical  Chemists  Since  1886 
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ACMA 


Kaomagma  Plain  and  Kaomagma  with  Mineral  Oil  are  supplied  inl2‘Oz.  bottles. 


THESE  BABY  FOODS 

&ftecia//y  /iwnoiywiMyed* 

ARE  EXTRA  EASY 
TO  DIGEST 

(Statement  accepted  by  the 
AM  A Council  on  Foods) 

*Not  merely  strained  like  other  baby 
foods,  but  strained  and  then  specially 
homogenized . That  is  why  Libby’s  Baby 
Foods — vegetables,  fruits,  cereal,  soups 
— are  so  unusually  smooth  and  fine  in 
texture,  extra  easy  to  digest.  Special 
homogenization  is  an  exclusive  Libby 
process  that  breaks  up  cells,  fibers  and 
starch  particles,  and  releases  nutriment 
for  easier  digestion.  U.S.  Pat.  No.  2037029. 


PEAS  CARROTS  SPINACH 
VEGETABLE  COMBINATIONS: 

No.  1 — Peas,  Beets,  Asparagus;  No.  2 — Pumpkin, 
Tomato,  Green  Beans;  No.  3 — Peas,  Carrots,  Spin- 
ach; No.  9 — Peas,  Spinach,  Green  Beans;  No.  10 — 
Tomato,  Carrots,  Peas. 

FRUIT  COMBINATIONS: 

No.  5 — Prunes,  Pineapple  Juice,  Lemon  Juice;  No.  8 
— Bananas,  Apples,  Apricots 

CEREAL  2 SOUPS  EVAPORATED  MILK 

ALSO  Libby's  Chopped  Foods  for  older  babies  (10 
varieties). 


Good 

Treatment 

for 

Your  Taste 

If  your  taste  responds  to 
smooth  mellowness,  Johnnie 
Walker  is  indicated. 

★ 

ITS  SENSIBLE  TO  STICK  WITH 
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BLENDED  SCOTCH  WHISKY 


Red  Label 
8 years  old 


Black  Label 
12  years  old 
Both  86.8  proof 


CANADA  DRY  GINGER  ALE,  INC.,  NEW  YORK,  N.  Y. 
SOLE  IMPORTER 
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MODERN'SIMPIE'SAFE'ETHICAL 

JPt jpo-o-t/ 


• A powdered,  modified  milk  product 
especially  prepared  for  infant  feeding, 
made  from  tuberculin  tested  cow’s  milk 
(casein  modified)  from  which  part  of  the 
butter  fat  is  removed  and  to  which 
has  been  added  lactose,  vegetable 
oils  and  cod  liver  oil  concentrate. 


One  level  measure  of  the  Similac 
powder  added  to  two  ounces  of 
water  makes  2 fluid  ounces  of 
Similac.  The  caloric  value  of 
the  mixture  is  approx- 
imately 20  calories  per 
fluid  ounce. 


★ ★ 


SIMILAR  TO 
BREAST  MILK  * * 


M&R  DIETETIC  LABORATORIES,  INC.  • COLUMBUS,  OHIO 
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Petrolagar*. . 


‘ Jtmf  f/te 


• When  “Habit  Time”  is  neglected  and  the  patient  tends  to 
become  constipated,  consider  the  use  of  Petrolagar  as  an  aid  to 
regular  comfortable  bowel  movement.  One  to  two  tablespoonfuls 
daily  (see  directions  on  package)  provide  bland  fluid  to  help 
soften  the  feces  and  bring  about  an  easily  passed,  well-formed 
stool.  As  soon  as  a regular  “Habit  Time”  lias  been  re-establislied, 
the  daily  dosage  of  Petrolagar  may  be  gradually  diminished  until 
treatment  is  no  longer  required. 

Have  you  prescribed  Petrolagar  recently? 

Samples  are  Available  to  Physicians  on  Request 


^Petrolagar — The  trademark  of  Petrolagar  Laboratories,  Inc., 
brand  emulsion  of  mineral  oil  . . . Liquid  petrolatum  65  cc. 
emulsified  with  0.4  gm.  agar  in  a menstruum  to  make  100  cc. 


Petrolagar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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Editorial 

Dr.  Wilbur  Comments 


In  a letter  to  the  Editors,  dated  May 
17,  1941,  Dr.  Ray  Lyman  Wilbur,  presi- 
dent of  Stanford  University,  says  of  our 
recent  editorial,  “Medical  Student  Train- 
ing”1: “The  principal  point  that  you 
make,  and  that  is  not « generally  under- 
stood, is  that  military  services  require 
several  times  as  many  physicians  per  one 
thousand  men  as  are  needed  in  civilian 
practice,  an3  that  these  cannot  be  drawn 
off  in  such  a way  as  to  leave  bare  spots 
and  inadequate  medical  care  over  any 

considerable  part  of  the  country 

....  I think,  too,  that  we  are  going  to 
be  able  to  save  a sufficient  number  of 
those  who  will  matriculate  this  fall  in  the 
medical  schools  to  keep  our  student  bodies 
reasonably  intact.  If  the  draft  age  is 
not  lowered  we  can  recruit  again  in  1942. 
We  are  endeavoring  to  see  what  can  be 
done  to  have  at  least  some  of  the  medical 
schools  go  on  a four-quarter  basis — at 

least  during  the  existing  emergency ” 

It  is  not  too  early  to  stress  the  serious- 
ness of  the  problem  confronting  the  medi- 
cal schools  in  view  of  the  possibility  of 
a lowering  of  the  draft  age,  possibly  to 
18  years.  This  is  at  least  in  contempla- 
tion. And  while  the  recent  Selective 
Service  ruling  has  assured  the  status  of 
those  men  who  will  enter  the  medical 
schools  in  the  fall  of  1941,  the  prospect 
for  1942  is  not  by  any  means  so  bright. 
With  some  of  the  schools  on  a four- 
quarter  basis  for  the  period  of  the  emer- 

1 Editorial:  New  York  State  J.  Med.  41:  933  (May  1) 
1941. 


gency,  students  can  be  in  school  “rather 
than  at  home  or  elsewhere  waiting  to 
register  in  a medical  school  at  the  time 
the  draft  comes  along.”  Dr.  Wilbur 
considers  that  this  thought  needs  care- 
ful discussion  in  our  medical  journals. 

We,  therefore,  present  it  and  urge  that 
such  of  our  readers  as  are  members  of  the 
faculties  of  medical  schools  give  it  care- 
ful and  thoughtful  consideration.  The 
suggestion  raises  a number  of  problems 
in  school  administration.  It  means  prac- 
tically continuous  operation  of  plant  and 
teaching  staff,  for  one  thing.  Not  that 
this  is  an  insuperable  obstacle,  but  it 
does  involve  considerable  revision  of 
schedules  and,  possibly,  of  finances  as 
well — all  of  which  takes  time.  For  this 
reason  it  is  well  that  discussion  of  the 
matter  be  commenced  forthwith. 

It  now  appears,  also,  according  to  Dr. 
Guy  E.  Snavely,  executive  director  of 
the  Association  of  American  Colleges,  that 
a major  change  is  in  contemplation  in 
higher  education  which  will  affect  be- 
tween 300  and  400  colleges  of  liberal 
arts.  These  institutions  plan  to  offer  a 
three-year,  as  well  as  a four-year,  aca- 
demic program,  beginning  in  the  fall  of 
1941,  to  enable  students  to  finish  their 
academic  careers  before  being  called  for 
military  duty. 

The  new  program  is  expected  to  keep 
college  enrollment  from  dropping,  since 
it  encourages  young  men  to  complete 
their  college  work  before  entering  upon 
their  military  training.  It  is  estimated 
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that  a possible  300,000  to  400,000  stu- 
dents will  avail  themselves  of  the  three- 
year  course.  The  plan  will  provide  a 
three-session  yearly  course  of  twelve 
weeks. 

The  new  undergraduate  program  should 
work  well  as  long  as  no  change  is  made  in 


the  present  draft  age  of  21  years.  If 
this  is  lowered  to  18  years,  such  change 
will  nullify  the  benefits  to  be  derived. 
We  urge  medical  men  to  give  this  matter 
serious  consideration.  It  will,  of  course, 
be  taken  into  account  by  Selective  Serv- 
ice authorities. 


Care  of  Gastric  Ulcer  in  Wartime 


The  exigencies  of  war  bring  about  strange 
readjustments  in  every  phase  of  human  exist- 
ence, and  the  administration  of  medical  care 
to  the  individual  sufferer  is  not  excepted.  In 
the  instance  of  gastric  ulcer,  for  example, 
Tanner  and  Jens,1  of  England,  call  attention 
to  the  fact  that  the  manufacturers  of  muni- 
tions cannot  be  delayed  by  ailments  of  the 
gastrointestinal  tract,  even  though  the  strain 
brought  on  by  the  war  has  greatly  increased  the 
incidence  of  gastric  ulcer.  To  conserve  hospi- 
tal beds  for  the  victims  of  war,  to  conserve 
public  health,  and  to  insure  the  activity  of  a 
much  needed  worker,  these  physicians  have 
conceived  a modified  medical  treatment  of 
peptic  ulcer  which  has  so  far  proved  successful. 

Long-standing  cases  of  stomach  ulcer  which 
had  not  responded  to  medical  treatment  in  the 
past  or  patients  who  have  had  relapses  were 
subjected  to  immediate  operation.  Those  who 
were  considered  suitable  for  medical  treatment 
were  confined  to  bed  for  two  weeks  and  placed 
on  a diet  of  soup,  milk,  fish,  eggs,  butter, 

1 Tanner,  N.  C.,  and  Jens,  J.:  Practitioner  146:  100 
(Feb.)  1941. 


bread,  jelly,  and  custard — a diet  that  was  di- 
vided into  six  feedings  daily.  Olive  oil  and 
magnesium  trisilicate  were  employed  as  ant- 
acids, and  phenobarbital  was  administered 
to  allay  nervousness.  The  patient  was  forbid- 
den to  smoke.  Under  this  regimen,  with  grad- 
ual additions  to  the  diet,  half  of  the  patients 
were  able  to  return  to  full-time  work  in  from 
four  to  twelve  weeks.  Following  this,  the  em- 
ployers were  instructed  to  give  these  men  suf- 
ficient time  off  for  frequent  meals  and  lunches. 
Among  the  others  who  did  not  do  well  on  the 
home  treatment,  it  was  found  that  family 
cares  and  the  difficulties  encountered  in  nurs- 
ing and  in  dietetics  were  the  principal  factors 
acting  as  deterrents  to  medical  treatment. 
These  patients  were  then  promptly  hospital- 
ized. 

In  our  defense  program  it  will  become  in- 
creasingly important  to  keep  workers  phys- 
ically fit  and  to  insure  against  the  loss  of  work- 
days through  illness.  We  have  much  to  learn 
from  our  English  confreres  whose  ingenuity 
along  these  lines  is  becoming  more  and  more 
apparent. 


An  Intricate  Problem 


We  have  in  the  past  alluded  to  the  serious 
menace  of  licensed  automobile  drivers  who 
operate  their  machines  when  under  the  in- 
fluence of  alcohol.  The  possibility  of  a motor 
accident  when  an  intoxicated  driver  is  at 
the  wheel  is  increased  tremendously. 

Cameron,1  who  has  studied  closely  the 
various  tests  for  the  determination  of  the 
alcohol  content  in  the  human  body,  feels  that 
the  only  practical  ones  from  the  legal  stand- 
point are  the  blood  tests.  Even  these,  re- 
gardless of  the  method  used,  will  not  afford 
indisputable  evidence  that  the  substance 
estimated  is  in  reality  ethyl  alcohol.  Con- 
sidering that  the  liability  and  possibly  the 
liberty  of  a citizen  may  be  at  stake,  these 
tests  in  themselves  should  not  be  deemed  con- 
clusive. “Various  psychological  and  other 

1 Cameron,  A.  T.:  Canad.  M.  A.  J.  43:  46  (1940). 


tests  of  behavior  are  in  use  to  determine 
whether  or  not  a person  is  intoxicated.  It  is 
generally  recognized  that  an  individual  may 
be  sufficiently  under  the  influence  of  alcohol 
without  his  being  intoxicated  in  the  usual 
sense  of  that  word.” 

The  New  York  State  Legislature  has,  from 
time  to  time,  considered  legislation  dealing 
with  this  problem.  The  United  States 
National  Safety  Congress,  which  reported  in 
1939  that  a blood  volume  above  0.15  per  cent 
alcohol  should  be  considered  as  evidence  that 
the  driver  is  under  the  influence  of  alcohol, 
has  modified  its  stand,  so  that  even  this  or- 
ganization “recommends  prosecution  only 
when  the  circumstances  and  the  results  of 
physical  examination  confirmed  such  evi- 
dence.” 

Zealousness  should  not  precipitate  legisla- 
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tion  based  upon  well-intentioned  but  unproved 
experiments.  Cameron,  after  a careful  survey, 
is  of  the  opinion  that  all  tests  in  this  category 
cannot,  at  present,  be  rigidly  interpreted  as 
indicating  alcoholism  from  a legal  standpoint. 
Their  use  should  only  serve  as  contributory 


evidence.  Their  main  value  might  be  said  to 
consist  in  showing  a complete  absence  of 
alcohol.  The  legislative  committees  of  our 
county  societies  have  long  been  studying  this 
problem.  No  solution  that  would  be  just  has 
as  yet  presented  itself. 


“March  Fracture” 


There  will  be  a number  of  lesions  and  dis- 
eases hitherto  considered  rare  or  uncommon 
in  civilian  practice  which  will  confront  the 
civilian  practitioner  after  the  selectees  have 
finished  their  period  of  training  and  have  re- 
turned to  mufti.  One  of  these  is  the  treat- 
ment or  aftertreatment  of  so-called  “march 
fracture.”  This  injury  is  not  necessarily 
confined  to  military  service  and  it  may  follow 
ordinary  athletic  activity. 

Moore  and  Bracher1  describe  it  as  a frac- 
ture of  the  second,  third,  or  fourth  metatarsal 
bone  without  any  known  adequate  cause.  Us- 
ually the  first  complaint  is  a burning  sensa- 
tion in  the  foot;  occasionally  sudden,  disabling 
pain  may  appear  at  once.  Within  twelve 
hours  after  the  onset  of  pain,  the  dorsum  of 
the  foot  becomes  edematous  and  there  is  a 
definite  limp  in  walking.  Tenderness  is  elic- 
ited upon  pressure  over  the  fractured  bone. 

1 Moore,  P.  L.,  and  Bracher,  A.  N.:  War  Med.  1:  50 
(Jan.)  1941. 


The  unusual  point  about  this  condition  is  the 
scanty  history  and  the  apparent  absence  of 
any  etiologic  factor.  People  walk  a great  deal 
in  their  normal  everyday  life  and  engage  in 
sports  both  competitive  and  noncompetitive. 
Hence,  the  fact  that  an  individual  states  that 
after  a long  hike  or  a tennis  game  he  has  pain 
and  swelling  in  his  foot  might  lead  to  an 
erroneous  diagnosis  of  metatarsalgia,  con- 
tusion, or  trauma  to  the  ligaments.  Roent- 
gen examination,  which  assures  the  diagnosis, 
might  be  neglected  because  of  this. 

“March  foot”  is  merely  a term  for  a meta- 
tarsal fracture  resulting  from  impact  between 
the  ground  and  the  weight  of  the  body.  Since 
these  forces  are  not  generally  considered  as 
external  potentials  for  trauma,  the  possibility 
of  fracture  may  be  overlooked.  Incidentally, 
all  of  the  cases  reported  by  these  observers  had 
normal  arches,  so  that  pes  planus,  while  a 
possible  contributing  cause,  is  not  an  essential 
one  to  the  incidence  of  “march  foot.” 


Benzene  Poisoning  in  Industry 


The  enormous  increase  in  industrial  activity 
to  further  our  defense  program  has  placed 
an  added  burden  upon  the  medical  profession 
to  safeguard  workers  from  the  occupational 
diseases  that  hinder  or  totally  incapacitate 
men  whose  services  are  urgently  needed. 
In  certain  of  the  industries  wherein  benzene 
and  its  homologs  are  used,  the  number  of 
cases  of  poisoning  from  these  chemicals  shows 
a marked  increase.  The  effect  mainly  is  upon 
the  blood-forming  tissues  which  are  consider- 
ably depressed.  Toluene  and  xylene,  while 
injuring  the  hematopoietic  system  to  a milder 
degree,  exert  a greater  effect  upon  the  nervous 
system. 

Schwarz  and  Teleky1  sought  to  determine 
the  diagnostic  significance  of  a decrease  in  the 
red  and  white  cell  estimation  and  hemorrhage 
in  the  detection  of  benzene  poisoning.  The 
blood  changes  differ  when  the  different  homo- 
logs are  employed.  Atypical  clinical  pictures 
should  lead  one  to  suspect  that  a mixture  of 


1 Schwarz,  E.,  and  Teleky,  L.:  J.  Induet.  Hyg.  & Toxi- 
col. 23:  1 (Jan.)  1941. 


different  toxic  products  has  been  used.  In 
recent  years  these  authors  have  reported  that 
atypical  cases  are  more  frequently  noted 
due  to  the  increase  in  the  use  of  mixed  sol- 
vents. They  point  out  the  seriousness  of  the 
problem  when  the  cumulative  effects  of  these 
poisons  is  permitted  to  continue  unchecked. 
Of  156  cases  of  severe  poisoning,  67  resulted 
in  fatality — a mortality  rate  of  over  42  per 
cent. 

Prevention  and  early  detection  of  poisoning 
are  the  means  with  which  to  combat  this  occu- 
pational disease.  The  replacement  of  ben- 
zene and  its  homologs  by  innocuous  or  less 
dangerous  solvents  should  be  seriously  con- 
sidered in  those  industries  where  the  employees 
breathe  the  evaporated  fumes.  Where  ben- 
zene cannot  be  replaced  or  must  be  used  for 
one  reason  or  another,  medical  supervision  is 
imperative  and  a monthly  check-up  on  the 
blood  of  each  worker  must  be  made.  In 
those  manufacturing  concerns  using  either 
toluene  or  xylene,  a blood  examination  every 
four  to  six  months  will  suffice  to  detect  early 
changes  due  to  poisoning. 
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Request  to  Our  Authors 


The  Committee  on  Publi- 
Who?  cations  of  your  Society  is  faced 
with  the  problem  of  rising  costs 
for  paper  and  printing.  At 
What?  its  last  meeting,  it  directed  the 
Managing  Editor  to  advise  our 
authors  of  this  fact  and  to 
When?  request  that  our  contributors 
reduce  the  wordage  of  their 
articles  as  far  as  this  can  be 
Where?  done.  The  Committee  further 
directed  the  Managing  Editor 
to  assist  in  obtaining  brevity 
Why?  by  stricter  editing  of  submitted 
copy. 

The  Editors  suggest  that  in  preparing 
a manuscript  each  author  set  up  in  the 
left-hand  margin  of  the  first  page  the 
five  questions:  Who?  What?  When? 
Where?  Why?  If  these  questions  are 
definitely  answered  in  the  first  few 
paragraphs  of  the  article,  in  the  order 
named,  the  entire  subject  matter  will  be 


presented  to  the  reader  in  brief  outline. 
It  may  then  be  expanded  in  subsequent 
paragraphs  to  the  extent  that  the  subject 
necessitates. 

The  reason  for  this  suggestion  is  clear. 
It  facilitates  editing  and  assures  the 
author  that  nothing  of  importance  will 
be  omitted;  since,  if  it  becomes  necessary 
to  cut  the  article  further  for  any  reason, 
the  cutting  can  be  done  from  the  end. 
Try  it  for  yourself  on  this  editorial.  If 
you  omit  this  paragraph  you  still  know 
Who?  What?  When?  Why?  If  you 
omit  the  second  and  third  paragraphs 
you  still  know  all  the  essential  facts. 
While  it  is  recognized  that  in  preparing 
scientific  papers  these  suggestions  cannot 
always  be  carried  out  literally,  the  Edi- 
tors believe  that  practice  in  arranging 
material  in  this  manner  will  be  of  benefit 
to  our  authors  and  their  readers.  It 
will  certainly  be  of  much  appreciated 
assistance  to 

The  Editors 
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A NEW  ANGLE  ON  TRIGEMINAL  NEURALGIA 

A Study  of  245  Cases  with  Observations  on  Seasonal  Occurrence  and  Surgical 
Technic 

Henry  Ward  Williams,  M.D.,  F.A.C.S.,  F.I.C.S.,  Rochester,  New  York 


DURING  the  past  seventeen  years  I have 
personally  treated  245  cases  of  true  tic 
douloureux.  These  have  not  been  previously 
reported,  and  the  following  statistical  account 
and  certain  facts  that  have  been  observed  in 
the  course  of  study  are  here  presented.  The 
symptomatology  of  the  disease  shall  not  be 
discussed  and,  since  the  cause  of  trigeminal 
neuralgia  has  not  as  yet  been  established, 
mention  of  this  will  also  be  omitted. 

Trigeminal  neuralgia  has  been  known  to  the 
medical  profession  since  Fothergill’s  classic 
description  in  1773.  During  the  past  fifty 
years  efforts  to  treat  this  disease  have  been 
progressively  more  successful. 

The  principles  of  treatment  are  simple — 
namely,  anything  that  interrupts  the  .... 


Note  that  every  one  of  the 
Who?  questions  in  the  left-hand  mar- 
gin is  answered  in  the  first  two 
paragraphs  and  the  title.  The 
What?  entire  article  appeared  in  the 
June  1,  1941,  issue. 

Had  an  accident  to  the  press 
When?  or  any  other  emergency  de- 
stroyed the  rest  of  the  type  one 
would  still  have  known,  in 
Where?  general  though  not  in  detail, 
who  the  author  was,  what  he 
was  writing  about,  where  he 
Why?  lived,  when  the  material  was 
analyzed,  and  why  it  was  done. 


NERVOUS  AND  MENTAL  DISEASES  OF  SOLDIERS  DURING 
ACTIVE  WARFARE 

George  A.  Blakeslee,  M.D.,  New  York  City 


OLUMES  have  been  written  describing 
the  various  organic  and  functional  dis- 
eases studied  and  treated  during  the  last 
World  War,  and  it  is  obvious  that  I can  add 
only  my  personal  experience  gained  in  the  ex- 
amination and  treatment  of  soldiers  ill  with 
nervous  and  mental  diseases  while  serving 
in  various  organizations  or  units  in  the  United 
States  and  in  the  American  Expeditionary 
Forces. 

The  first  opportunity  for  the  study  of  a dis- 
ease, epidemic  cerebrospinal  meningitis,  oc- 
curred while  working  among  the  men  training 
in  the  Eighty-first  National  Army  Division  at 
Camp  Jackson  between  the  months  of  Novem- 
ber, 1917,  and  March,  1918.  The  epidemic 
assumed  an  alarming  proportion  and,  although 
the  disease  stands  on  the  borderline  between 
general  medicine  and  neurology,  the  neurolo- 
gist was  placed  in  charge,  and  the  neurologic 
aspects  that  are  only  too  often  overlooked 
were  carefully  studied.  In  order  to  control 
the  further  spread  of  the  epidemic,  an  order 
was  issued  that  all  soldiers  who  had  chill, 
fever,  headache,  pain,  or  vomiting  were  to  be 
sent  without  delay  to  the  Base  Hospital  for 
observation  as  suspected  cases  of  meningococ- 
cus meningitis.  This  undoubtedly  aided  in 
the  prevention  of  the  further  spread  of  the 
disease.  Nose  and  throat  cultures  were 
made  of  the  soldiers  with  nose  and  throat 
symptoms,  and  hundreds  of  the  men  with 
positive  meningococcus  cultures  were  isolated 
in  a distant  part  of  the  camp.  Although  I had 
treated  many  cases  during  an  epidemic  in 
New  York  City,  the  epidemic  in  the  Eighty- 
first  Division  was  most  severe,  and  it  was  not 
unusual  in  the  fulminant  type  of  cases  for 
death  to  come  within  a few  hours. 

Subjective  Neuropsychiatric  Symptoms 

Photophobia. — Photophobia  was  often  one 
of  the  earliest  symptoms.  Head  pain  more 
than  headache  occurred  early,  but  at  times 
spinal  pain  with  sharp  lancinating  root  pain 
occurred  earlier  than  the  head  pain.  Chill 
usually  preceded  the  fever,  headache,  and 
vomiting.  Weakness  and  difficulty  in 
walking  were  usually  present  from  the  on- 
set. 


Neuropsychiatric  Signs 

Gait. — Usually  there  was  a slow  measured 
step. 

Attitude. — The  patient  more  often  was  in  a 
jackknife  position,  with  the  arms  and  legs 
flexed  and  the  head  supported  in  the  palm  of 
the  hand.  Opisthotonos  was  infrequent. 

Skilled  Acts. — Speech  was  usually  without 
tone,  a monotonous  slow  unmodulated  speech, 
at  times  inarticulate. 

Abnormal  Involuntary  Movements. — Trem- 
ors were  met  with  early  and  were  mostly  seen 
in  the  tongue  and  fingers;  twitching  was  seen 
infrequently  in  muscles  or  muscle  groups. 
Trismus  was  seen  in  only  1 case.  Automatism 
was  rarely  met  with  in  this  series.  General 
convulsions  were  also  singularly  rare.  Two 
cases  were  seen  in  convulsions  early  in  the 
disease  and  4 cases  later. 

Reflexes. — Reflex  changes  were  present  in 
nearly  all  cases  from  the  onset  of  the  disease 
and  lasted  throughout  its  course.  There 
may  be  absent  superficial  reflexes,  with 
increased  deep  reflexes  or  an  inequality  of  the 
deep  reflexes.  Frequently,  in  prostrated 
cases  there  may  be  an  absence  of  all  reflexes. 
The  most  frequent  change  is  a hyperexcit- 
ability of  both  the  superficial  and  deep  re- 
flexes. The  Babinski  reflex  was  seen  but  was 
not  common. 

Muscle  Strength. — There  was  varied  lessen- 
ing in  the  degree  of  strength  as  compared 
with  normal,  except  in  paralysis  cases.  Spas- 
tic and  flaccid  types  of  paralysis  were  met  with 
late  in  the  disease. 

Muscle  Status. — Rarely  was  there  marked 
atrophy  but  this  was  met  with  in  flaccid 
paralysis  in  the  lower  extremities.  Tone  was 
tested  by  resistance  to  passive  movement  and 
extensibility  of  joints  was  usually  increased. 
The  greatest  increase  in  tone  was  seen  in  the 
postcervical  group  of  muscles,  usually  within 
twenty-four  hours  after  the  onset  of  the  dis- 
ease. 

Abnormal  Associated  Movements. — The  Ker- 
nig  and  Brudzinski  signs  were  present  in 
nearly  all  cases  and  were  of  early  diagnostic 
value. 

General  Sensory. — Early  in  the  disease  there 
was  a hyperesthesia  to  all  senses.  The  Tendo 
Achilles  were  especially  tender  to  pressure 
early  in  the  disease. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
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Cranial  Nerves. — Olfactory  nerves  were  not 
tested.  Optic,  oculomotor,  and  abducens 
nerves  and  optic  apparatus  vision  were  rarely 
impaired  except  in  panophthalmitis,  and  then 
there  was  total  loss  of  vision  in  the  eye  in- 
volved. 

Fundus. — Fundus  changes  were  present  in 
nearly  all  of  the  cases.  The  retinal  vessels 
were  dilated  and  engorged  with  a resulting 
retinal  hyperemia.  Usually  on  the  third  or 
fourth  day  of  the  disease  in  about  20  per  cent 
of  the  cases  there  was  a haziness  of  the  disk 
outline.  Also  at  this  time  there  may  be  a 
few  small  retinal  hemorrhages.  The  fundus 
changes  may  be  of  unequal  intensity  in  one 
eye  as  compared  with  the  other.  At  the  end 
of  a week  and  during  convalescence  the  fundus 
becomes  nearly  normal  in  its  appearance. 

Pupils. — Early  in  the  disease,  the  pupils 
were  moderately  or  widely  dilated  from 
4 to  6 mm.  in  diameter  and  equal.  In  a few 
cases  the  diameter  was  3 mm.  or  less.  Infre- 
quently, contracted  pupils  were  seen.  An 
irregularity  in  the  shape  of  the  pupils  was 
rarely  seen.  During  the  course  of  the  disease 
and  until  convalescence,  the  pupils  were  fre- 
quently unequal  and  often  changed  in  size 
daily.  The  pupillary  reaction  to  light  was 
somewhat  sluggish  in  about  50  per  cent  of  the 
cases.  Convergence  was  less  frequently  im- 
paired. Extrinsic  eye  muscle  paralysis  was 
not  common  and  nystagmus  was  not  fre- 
quently seen. 

Acoustic  Nerve  and  Ear. — Hearing  was  often 
impaired  in  one  or  both  ears.  Slight  or  total 
deafness  may  develop  early,  but  more  often  it 
was  met  with  later  on  in  the  disease.  Normal 
hearing  returned  usually  in  about  two  or  three 
weeks. 

Trigeminus  Nerve. — Involvement  of  the 
fifth  motor  nerve  was  rare  in  this  series;  two 
cases  were  seen. 

Facial  Nerve  Paralysis. — Facial  nerve  paraly- 
sis usually  occurred  after  the  fifth  day  and  in 
most  of  the  cases  was  of  gradual  onset.  It 
was  of  the  peripheral  type  and  persisted  for 
several  weeks. 

Glossopharyngeal  and  Vagus  Nerves. — No 
glossopharyngeal  paralysis  was  seen.  Re- 
spiratory paralysis  was  seen  late  in  the  disease. 
All  of  the  cases  succumbed  suddenly  to  this 
condition. 

Spinal  Accessory  Nerve. — Torticollis  or 
forced  position  of  the  head  to  the  right  or 
left  was  frequently  seen.  It  was  seldom  met 
with  before  the  sixth  or  seventh  day.  It  is 
questionable  how  many  of  these  cases  were 
due  to  involvement  of  the  spinal  accessory. 


Probably  most  of  the  cases  were  caused  by 
unequal  hypertonicity  of  the  postcervical 
muscles  on  the  left  or  right  side. 

Hypoglossus  Nerve. — No  hypoglossal  change 
was  seen. 

Psychiatric  Signs 

Lethargy  was  common.  The  patient  often 
fell  asleep  during  the  examination  but  could 
be  aroused  by  loud  talking  or  other  impres- 
sions. 

Coma  was  less  frequent  and  the  patient 
could  not  be  aroused. 

Delirium  was  present  in  about  the  same 
number  of  cases  as  coma;  there  was  disorienta- 
tion, incoherent  flight  of  ideas,  fears,  and 
much  physical  activity. 

Mental  confusion  was  still  more  infrequent. 
There  was  no  mental  change  in  about  one- 
third  of  the  cases. 

General  Systemic 

Skin  rash  occurred  early  and  was  one  of  the 
common  symptoms  of  meningitis.  The  rash 
usually  appeared  as  early  as  the  second  day 
of  the  disease  and  came  in  crops.  It  began  to 
fade  in  twenty-four  hours  and  usually  disap- 
peared within  seventy-two  hours.  Excep- 
tions were  the  large  purpurae  with  accumula- 
tion of  blood  beneath  the  superficial  skin 
which  resembled  blood  blisters.  These  dis- 
appeared after  a long  period. 

Herpes  was  a frequent  symptom,  usually 
occurred  on  the  third  or  fourth  day,  and  was 
not  preceded  by  pain.  On  the  face  they  were 
most  frequently  bilateral  in  location.  The 
herpes  usually  disappeared  in  about  two 
weeks. 

Vasomotor  and  Secretory.  — Vasomotor 
changes  were  met  with  early  in  the  disease. 
The  countenance  sometimes  showed  a dusky, 
ashen  appearance.  Occasionally,  there  was  a 
diffuse  cyanosis  over  the  entire  body.  Dur- 
ing convalescence  the  skin  usually  assumed  a 
pink  appearance  and  there  was  rarely  a 
cachexia.  Early  and  through  to  the  ter- 
mination of  the  disease  the  skin  was  dry. 

Skin  Reactions. — Dermographia  was  present 
early,  usually  showed  promptly,  and  was  of 
fairly  long  duration.  Gangrene  was  ex- 
tremely rare  and  occurred  late  in  the  disease. 
One  case  was  seen  in  which  the  toes  of  both 
feet  were  gangrenous. 

Neuropsychiatric  Types 

In  this  series  the  types  of  cases  met  with 
in  the  order  of  their  frequency  were:  (1) 

dull  and  retarded,  (2)  fulminated,  (3)  pros- 
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trated,  (4)  overactive,  (5)  convulsive,  and 
(6)  mentally  clear  and  alert. 

The  sequelae  were:  (1)  contractures  and 

paralyses  in  the  lower  extremities,  (2)  in- 
equality of  the  reflexes,  (3)  arthritis,  (4)  deaf- 
ness, (5)  panophthalmitis  with  loss  of  vision, 
(6)  chronic  hydrocephalus,  (7)  endocarditis 
and  pericarditis,  (8)  bilateral  gangrene  of  the 
toes,  and  (9)  slight  memory  defects. 

General  Course. — The  duration  of  the  dis- 
ease in  this  series  averaged  about  four  weeks. 
At  the  end  of  this  period,  usually  the  men  were 
out  of  bed  and  at  the  end  of  six  weeks  were 
usually  returned  to  their  command  for  light 
duty. 

Treatment. — Frequent  spinal  fluid  drainage 
and  antimeningococcus  serum  was  given  in- 
traspinally  and  intravenously. 

Actual  Combat 

From  Camp  Jackson  I was  ordered  to  report 
to  the  Senior  Consultant  in  Neuropsychiatry 
of  the  American  Expeditionary  Forces  and 
was  then  assigned  to  a Combat  Division. 
Upon  presenting  my  orders  to  the  Acting 
Division  Surgeon,  I had  an  interesting  experi- 
ence. The  first  information  he  desired  was 
whether  he  outranked  the  psychiatrist.  We 
held  the  rank  of  major.  Upon  learning  that 
he  did,  by  about  two  weeks,  we  got  along  very 
happily  until  hostilities  ceased.  Although 
I was  assigned  to  work  in  the  Field  Hospital, 
it  quickly  became  apparent  that  my  work 
was  too  restricted  and  that  more  aid  could  be 
rendered,  especially  in  the  prevention  of  nerv- 
ous and  mental  diseases,  if  I were  permitted 
to  circulate  in  the  Division.  The  Division 
Surgeon  supported  this  view  and  with  no 
mental  reservations.  The  greatest  aid  was 
given,  and  on  several  occasions  the  command- 
ing general  requested  that  I report  to  head- 
quarters. I was  told  to  visit  the  advanced 
firing  lines  and  interview  the  officers,  sit  at 
their  mess,  observe  their  conduct  and  be- 
havior, and  report  to  the  commanding  general, 
mouth  to  ear  and  dispense  with  paper  work. 
This  surely  was  the  height  of  cooperation 
when  one  considers  the  interest  and  concern 
the  commanding  general  of  the  Division  had 
in  the  nervous  and  mental  status  of  the  of- 
ficers who  were  responsible  for  executing  his 
commands  during  combat.  Of  equal,  if  not 
of  greater,  importance  was  the  frequent 
contact  with  the  company  officers  and  top 
sergeants.  Any  change  in  their  conduct  or 
behavior  was  quickly  noted.  If  an  efficient 
soldier  was  observed  to  become  careless, 
less  alert,  inattentive,  inefficient  and  seemed 


to  be  less  interested  in  his  duties,  he  was  sent 
to  the  Field  Hospital,  which  was  usually  a few 
kilometers  in  the  rear  of  the  combat  forces. 
These  soldiers  were  the  potential  or  preneu- 
rotic group.  Usually  the  change  from  active 
duty  and  responsibility  to  the  more  quiet 
environment  of  the  Field  Hospital  was  of 
great  aid  in  their  becoming  less  tense  and 
securing  a more  relaxed  mental  state.  Mental 
therapy  was  given  daily.  First,  they  were 
told  that  they  had  not  been  physically  in- 
jured and  that  their  body  was  healthy. 
They  were  kindly  treated  and  not  repri- 
manded. They  were  encouraged  to  eat  and 
sleep  well  and  were  frequently  given  a mild 
sedative  to  enable  them  to  secure  a good 
sleep.  Their  patriotism  was  appealed  to, 
and  this  was  supported  by  the  fact  that  the 
Division  was  advancing,  the  enemy  was  re- 
treating, and  the  war  would  soon  be 
over. 

Nearly  all  of  these  soldiers  were  returned  to 
their  companies  and,  of  utmost  importance, 
the  fighting  strength  of  the  Division  was 
thereby  maintained.  The  soldier  was  also 
told  that  he  was  in  the  Field  Hospital  attached 
to  his  Division;  that  as  the  Division  moved 
forward,  the  Field  Hospital  moved  with  it; 
and  that  he  could  not  possibly  be  sent  to  the 
rear.  This  undoubtedly  was  of  much  thera- 
peutic value  as  an  aid  in  persuading  him  to 
return  to  duty.  Probably  the  most  impor- 
tant factor  in  the  favorable  results  obtained 
was  that  the  soldier  had  not  as  yet  developed  a 
real  neurosis  but  might  be  called  a potential 
neurotic. 

Exhaustion. — Many  soldiers  were  ill  with 
exhaustion  or  fatigue.  They  were  excellent 
soldiers  and  anxious  to  carry  on  with  the 
responsibilities  and  duties  assigned  to  them, 
but  they  were  extremely  fatigued.  Usually, 
they  had  experienced  many  of  the  hardships 
and  horrors  of  the  war.  Frequently,  they 
had  too  little  sleep,  gastric  distress  or  diarrhea, 
generalized  weakness,  poor  appetite,  and  loss 
of  weight.  These  soldiers  were  on  the  verge 
of  a neurosis  or  psychosis,  and  I made  every 
effort  to  have  them  sent  to  the  Field  Hos- 
pital for  treatment.  It  was  explained  to 
them  that  they  were  overtired  and  exhausted 
and  would  soon  be  back  to  their  companies. 
They  were  given  rest,  plenty  of  food,  and 
moderate  exercise.  Occasionally,  a mild  seda- 
tive was  administered  to  induce  sleep.  On 
one  occasion  during  the  height  of  combat 
when  the  Field  Hospital  was  overtaxed,  about 
200  of  these  soldiers  were  sent  by  trucks  to 
Neurological  Hospital  No.  3,  a few  miles  to  the 
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rear  of  the  Field  Hospital,  and  there  they  re- 
ceived care  and  treatment.  None  of  these 
cases  were  sent  to  the  rear.  Nearly  all  of 
these  soldiers  were  returned  in  good  health 
to  the  Division  in  one  or  two  weeks  but,  if 
they  had  not  been  so  treated,  undoubtedly 
they  would  have  gone  on  to  a neurosis  or 
psychosis. 

Hysteria. — The  largest  number  of  the  war 
neuroses  that  I treated  while  serving  with  the 
Division  were  the  hysterias.  The  opportunity 
of  studying  hysteria — with  its  various  mani- 
festations, almost  immediately  following  the 
onset  of  signs  and  symptoms — and  the  privilege 
of  keeping  the  men  under  daily  intensive 
treatment  were  to  me  the  most  unusual  and 
satisfying  experiences  during  the  World  War. 
The  most  common  causes  of  hysteria  during 
actual  combat  were  psychoemotional  shocks, 
minor  physical  injuries,  and  postconcussional 
reactions  following  the  explosion  of  large  shells 
and  bombs.  Hysterical  amnesia  was  most 
frequently  observed. 

At  times  the  soldier  was  mute  and  neither 
spoke  nor  uttered  sounds.  He  remained 
silent  and  appeared  dull  and  confused.  Usu- 
ally, he  would  follow  commands  or  requests 
but  was  greatly  inhibited. 

Motor  and  sensory  conversion  signs  and 
symptoms  were  common.  Astasia -abasia  was 
frequently  seen  and  may  be  experienced  sud- 
denly by  the  soldier.  As  an  example,  a soldier 
went  over  the  top  with  his  company,  and 
his  close  friend  and  buddy  beside  him  was 
seriously  injured  and  left  on  the  field  as  his 
company  went  forward.  He  remained  with 
the  soldier  a few  minutes,  removed  from  his 
buddy’s  wrist  a watch,  a present  from  his 
mother,  and  then  again  started  to  go  forward. 
He  could  neither  stand  nor  walk  but  crept 
forward,  an  illustration  of  an  astasia-abasia; 
surely  there  was  no  cowardice  there. 

Hysterical  monoplegias  and  hemiplegias, 
blindness  and  deafness,  and  sensory  conversion 
experiences  were  common. 

Another  group  with  abnormal  involuntary 
movements — such  as  tremors  at  rest  and,  on 
intention,  muscle  group  choreiform  move- 
ments, torticollis,  and  tics — was  seen.  These 
soldiers  were  treated  in  the  Field  Hospital. 
Nearly  all  the  soldiers  suffering  from  hysteria 
were  returned  to  their  units  with  the  Division 
following  treatment,  with  an  explanation  of 
the  cause  of  their  symptoms;  suggestions 
were  given;  and  an  electric  current  from  a 
French  faradic  battery  was  often  applied  to 
the  affected  parts  of  their  bodies.  Probably 
the  most  reasonable  explanation  of  the  short 


duration  of  the  neurosis  and  the  soldier’s  re- 
turn to  duty  was  that  the  neurosis  was  of  very 
short  duration  and  had  not  become  well  fixed, 
and  treatment  had  been  quickly  begun. 

Anxiety  Neurosis. — This  neurosis  was  com- 
mon and  was  probably  experienced  in  a 
greater  percentage  of  officers.  It  was  this 
type  of  neurosis  with  which  I came  in  con- 
tact when  the  commanding  general  ordered 
me  to  visit  the  advanced  lines  of  the  Division 
and  to  interview  the  officers  and  observe 
their  conduct  and  behavior.  It  was  when 
the  soldier  was  in  the  anxiety  state  that  cases 
were  seen  and  frequently  were  diagnosed  as 
effort  syndrome. 

The  soldier  ill  with  an  anxiety  neurosis  was 
worn  with  fatigue,  complained  of  an  inability 
to  sleep  well,  and  dreamed  much.  Usually, 
he  had  a poor  appetite  and  lost  weight.  He 
was  restless  and  in  a state  of  anxiety  and  was 
frequently  alarmed  because  of  his  condition, 
which  was  difficult  for  him  to  understand.  He 
became  jittery  and  often  melancholy.  Fre- 
quently, he  was  on  duty  at  night,  watching 
and  directing  the  flares.  After  the  psychia- 
trist had  talked  with  him  and  advised  his 
leaving  his  unit  and  going  to  the  Field  Hos- 
pital for  a short  rest,  he  usually  would  not 
consent  to  go.  Frequently,  it  was  necessary 
to  have  him  relieved  from  duty.  Mental 
therapy,  rest,  and  mild  sedatives  to  induce 
sleep  were  used,  but  the  percentage  of  soldiers 
returned  to  duty  following  treatment  in  the 
Field  Hospital  was  not  high.  It  was  usually 
necessary  to  send  the  soldier  to  a neurologic 
hospital  for  treatment. 

Gas  Poisoning  and  Neurosis. — Officers  were 
trained  in  the  diagnosis  and  treatment  of  gas 
poisoning,  and  a gas  officer  was  attached  to 
each  division.  The  soldiers  were  alert  and  on 
the  lookout  for  attacks  with  gas  waves  by  the 
enemy.  Phosgene  and  mustard  gases  were 
used  and  the  phosgene  gas  was  the  more 
deadly.  I was  ordered  to  the  triage  or  sorting 
station  after  a gas  alarm  was  given  because, 
frequently,  the  soldier  complained  of  irrita- 
tion or  a burning  sensation  in  the  nose,  throat, 
and  eyes.  Other  complaints  were  a husky 
voice,  heaviness  or  pain  in  the  thorax,  with 
slight  difficulty  in  breathing. 

The  gas  officer  and  I examined  each  soldier 
who  complained  of  symptoms,  and  a differen- 
tial diagnosis  was  made  between  gas  poison- 
ing and  a hysteria  or  neurosis.  Many  of  the 
soldiers  suffered  from  hysteria. 

Postconcussion  Syndrome. — Soldiers  rend- 
ered unconscious  following  the  explosion  of  a 
large  shell  or  bomb  and  who  regained  con- 
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sciousness  in  a short  time  usually  remained  in 
the  Field  Hospital  for  treatment. 

There  usually  was  no  evidence  of  external 
trauma,  but  occasionally  pieces  of  shrapnel 
caused  ragged  lacerated  wounds  in  any  part 
of  the  body.  X-rays  of  the  skull  or  spinal 
fluid  examinations  were  not  done  in  the  Field 
Hospital.  After  the  soldier  regained  con- 
sciousness there  frequently  was  loss  of  memory, 
confusion,  headache,  dizziness,  and  a sensa- 
tion of  fullness  in  the  ears  or  tinnitus,  and 
deafness  was  experienced. 

These  cases  should  be  considered  ill  with  an 
organic  disease.  Many  cases  were  returned 
to  their  unit  in  the  Division  from  the  Field 
Hospital,  while  others  were  sent  to  a neuro- 
logic hospital.  Other  soldiers  were  admit- 
ted to  the  Field  Hospital  stating  that  shells 
had  exploded  in  close  proximity  to  them, 
but  they  had  not  been  rendered  unconscious 
or  thrown  to  the  ground  or  against  objects. 
They  complained  of  vertigo,  impaired  vision  or 
hearing,  and  most  often  a tremor  or  shaking  of 
the  body.  They  were  treated  in  the  Field 
Hospital,  assured  that  there  was  no  bodily 
injury,  and  told  that  their  symptoms  were 
caused  by  fright,  with  resultant  nervous  and 
emotional  disturbances  that  would  quickly 
disappear,  and  that  they  could  and  must 
quickly  return  to  their  companies  in  the  Divi- 
sion. They  were  the  war  neuroses  or  hysterias 
so  frequently  confused  with  the  postconcus- 
sional  cases  following  cerebral  commotion. 

Psychoses  and  Posttraumatic  Neurologic 
Disease. — The  number  of  soldiers  ill  with 
psychoses  was  few  as  compared  with  the  war 
neuroses.  Many  were  of  the  manic-depressive 
type.  The  hypomaniacs  and  depressions 
were  more  frequently  seen  than  the  agitated 
form.  The  schizophrenic  types  of  mental  dis- 
eases were  even  less  frequently  observed. 
These  cases  were  not  held  in  the  Field  Hos- 
pital but  were  immediately  evacuated  from  the 
front. 

Compound  and  comminuted  skull  fractures, 
with  severe  brain  lacerations  and  resultant 
mental  symptoms  and  organic  neurologic 
signs,  were  seen  in  consultation  with  the  sur- 
geons and  sent  to  the  Evacuation  Hospital. 
The  spinal  cord  and  peripheral  nerve  injuries 
also  were  immediately  evacuated  following 
first-aid  care. 

One  case  was  diagnosed  as  catatoniac  de- 
mentia praecox.  The  soldier  was  stuporous 
but  could  be  aroused,  and  he  answered  ques- 
tions intelligently.  There  was  rigidity  of  the 
muscles,  and  the  extremities  sustained  various 
positions  in  which  they  were  placed  without 


aid  or  support.  There  was  a low-grade  tem- 
perature. The  soldier  died  in  a few  days  and 
an  autopsy  was  performed.  The  pathologic 
findings  were  those  of  encephalitis  lethargica. 
This  was  the  first  case  of  epidemic  encephali- 
tis I had  ever  seen. 

Another  soldier  was  examined  who  com- 
plained of  weakness  in  the  lower  extremities 
with  associated  numbness  and  tingling  in  the 
toes  and  feet.  Within  forty-eight  hours  he  had 
a paraplegia  and  stocking  anesthesia  in  the 
lower  extremities.  The  upper  extremities  were 
soon  similarly  affected.  There  was  a loss  of 
the  deep  reflexes  in  both  the  upper  and  lower 
extremities.  He  died  in  a few  days.  I per- 
formed an  autopsy  and  the  spinal  cord  was  re- 
moved. Dr.  Louis  Casamajor  made  the  patho- 
logic study.  The  diagnosis  was  acute  infec- 
tious multiple  neuritis,  Guillain-Barr6  syn- 
drome. 

After  the  War 

After  the  armistice  was  signed  I was  ordered 
to  Germany  to  serve  with  the  American  Army 
of  Occupation,  and  for  the  first  time  during 
the  World  War  I had  the  opportunity  to  work 
in  a modern,  well-equipped  hospital.  The 
neuropsychiatric  service  was  quite  an  active 
one,  but  the  type  of  reaction  in  the  psycho- 
neuroses was  different.  Nearly  all  of  the 
psychoneuroses  were  depressed  and  melan- 
choly; they  were  ill  with  nostalgia.  The 
soldiers  realized  that  the  war  was  over  and 
were  anxious  to  return  to  the  United  States. 
The  hospital  was  located  one  block  from  the 
depot,  and  hospital  trains  arrived  twice  a week 
to  take  the  ill  soldiers  to  ports  of  debarkation. 
This  added  to  the  difficulty  in  successful  treat- 
ment of  these  cases  in  Germany,  and  an  en- 
deavor was  made  to  send  them  to  the  United 
States  as  soon  as  possible.  Because  of  the 
privilege  of  visiting  the  cities  and  towns  in 
Germany,  many  soldiers  were  treated  for 
acute  alcoholism,  and  one  soldier,  in  whom 
there  was  optic  nerve  atrophy  with  associated 
loss  of  vision,  was  seriously  ill  with  wood  alco- 
hol poisoning.  Two  cases  were  diagnosed  as 
paralysis  agitans  type  of  epidemic  encephalitis 
and  had  complained  of  the  symptoms  for 
months.  This  is  of  interest  when  one  realizes 
that  these  soldiers  served  during  active  combat. 
One  case,  diagnosed  as  cerebellar  brain  tumor, 
was  sent  to  a base  hospital  in  France  because 
no  brain  surgeon  was  assigned  to  the  American 
Army  of  Occupation.  Cerebral  vascular  le- 
sions with  hemiplegia,  central  nervous  system 
syphilis,  and  many  cases  of  Bell’s  palsies  were 
treated.  One  case  of  myotonia  congenita  was 
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seen,  and  it  is  surely  much  to  the  credit  of  this 
soldier  that  he  carried  on  throughout  the  dura- 
tion of  the  war. 

After  I received  orders  to  return  to  the 
United  States  via  Brest,  it  was  necessary,  in 
order  to  secure  passage  on  a vessel,  to  take 
charge  of  a group  of  neuropsychiatric  cases 
and  take  them  to  Army  Hospital  No.  I in  New 
York  City.  Again,  the  type  of  case  was  quite 
different  from  any  seen  during  actual  warfare. 
There  were  24  cases  in  the  group  and  they  had 
been  diagnosed,  before  sailing,  as  syphilo- 
phobias  and  homosexuals. 

Conclusion 

It  may  be  stated  that  probably  none  of  the 
soldiers  was  ill  with  diseases  that  are  not  seen 
in  civil  practice,  with  the  exception  of  the  phos- 
gene and  mustard  gas  poisoning.  There  was 
this  difference,  however.  Soldiers  lived  under 
the  strictest  discipline  and  were  always  under 
severe  command;  the  environment  was  so 
unusual  and  the  sights  so  horrible  that  nearly 
all  of  the  diseases  had  what  might  be  called  a 
distinct  war  coloring.  I feel  that  my  most 
interesting  experience  was  with  the  Division 
during  actual  combat. 

Army  regulations  assign  one  division  psy- 
chiatrist to  a division,  usually  numbering  be- 
tween 20,000  and  30,000  men.  It  is  impossible 
for  one  psychiatrist  to  do  efficient  neuropsy- 
chiatric work  and  particularly  so  when  the 
division  is  in  action.  One  or  more  assistant 
division  psychiatrists  and  a well-trained  neu- 
rologist should  be  permanently  assigned  to  a 
division  so  that  preventive  neuropsychiatry 
could  be  more  thoroughly  and  efficiently  estab- 
lished and  the  soldier  more  thoroughly  cared 
for  during  his  illness. 

Discussion 

Dr.  Frederick  C.  Robbins,  Canandaigua, 
New  York — I would  like  to  continue  the  story 
of  the  psychotic  individuals  from  the  time  that 
Dr.  Blakeslee  left. 

He  and  I were  closely  associated  at  Camp  Jack- 
son  and  also  in  the  Army  of  Occupation.  Unlike 
him,  I continued  in  the  service,  being  com- 
missioned in  the  United  States  Public  Health 
Service  up  until  October,  1940,  when  they  trans- 
ferred their  patients  to  the  Veterans  Adminis- 
tration. When  the  A.E.F.  transferred  all  their 
psychotic  patients  to  the  United  States,  they 
were  first  sent  to  Fort  Sam  Houston,  Texas, 
and  to  other  general  hospitals  throughout  the 
country.  The  numbers  became  increasingly 
larger,  and  the  United  States  Public  Health 
Service  took  this  work  over  and  established  hos- 
pitals all  over  the  United  States. 

Many  of  the  psychoneurotic  patients  re- 


covered and  were  sent  home,  leaving  the  patients 
that  had  developed  and  were  developing  into 
the  dementia  praecox  type.  The  manics  soon 
recovered  and  also  were  sent  home.  As  the  years 
have  gone  by  the  types  of  diagnoses  have 
markedly  changed.  There  are  present,  in  the 
twenty-seven  hospitals  in  the  Veterans  Adminis- 
tration devoted  exclusively  to  neuropsychiatric 
disorders,  practically  60  per  cent  of  dementia 
praecox  patients  and  25  per  cent  of  neuro- 
syphilis  patients,  the  remaining  cases  being 
classified  as  psychoneurotics,  alcoholics,  psycho- 
pathies, and  mental  defectives  with  psychosis. 

The  cost  of  hospitalization  of  these  cases  in  a 
thousand-bed  hospital  is  approximately  $400,000 
a year.  Multiplying  this  by  twenty-seven  will 
give  a little  idea  as  to  the  cost  per  year  for 
the  care  of  these  cases,  many  of  which  could 
have  been  eliminated  by  the  Draft  Boards. 

Within  the  past  week  I have  gone  over  this 
matter  with  Miss  Katharine  Ecob  of  the  Mental 
Hygiene  Division  of  the  Charities  Aid  Associa- 
tion, and  the  lack  of  cooperation  and  coordina- 
tion between  the  psychiatrist  of  the  advisory 
group  and  the  physicians  on  the  Draft  Board  is 
appalling.  It  would  be  fairly  easy  to  eliminate 
the  mental  defectives  if  just  two  questions  were 
asked.  First:  “In  what  grade  were  you  when 

you  left  school?”  Second:  “How  old  were  you 

when  you  left  school?”  If  these  questions  were 
asked,  practically  all  the  persons  who  had  been 
unable  to  progress  in  school  could  be  examined 
for  mental  deficiency. 

In  many  of  the  counties  the  Draft  Boards  are 
referring  practically  none  of  the  men  to  the  ad- 
visory psychiatrist,  and  in  some  counties  there  is 
no  psychiatrist  available. 

It  would  seem  to  me  that  there  should  be  some 
effort  made  by  this  Society  to  assist  in  this  tre- 
mendous problem,  and  there  must  be  enough 
civilian  psychiatrists  who  would  be  willing  to 
cooperate  in  this  matter. 

The  week  before  last  I visited  a prominent 
camp  on  the  eastern  sea  board,  and  in  looking 
over  the  selectives  I asked  who  was  the  di- 
vision psychiatrist.  I was  told  that  there  was 
none  at  that  camp  but  that  there  were  two  young 
psychiatrists  at  the  Base  Hospital  who  had  not 
had  much  experience  in  psychiatry. 

It  seems  to  me  that,  while  the  Draft  Boards 
are  at  fault,  there  must  be  “something  wrong  in 
Rome”  that  there  was  not  available  at  least  a 
division  psychiatrist  of  experience  in  the  camp 
that  I visited  to  direct  the  examinations  of  the 
mentally  misfits. 

I agree  with  Dr.  Chambers  that  this  section 
go  on  record  as  recommending  some  procedure 
whereby  the  different  counties  may  be  visited 
by  a member  of  a Board  in  the  view  of  bringing 
together  the  advisory  psychiatrist  and  the  Draft 
Board. 

Dr.  Henry  W.  Miller,  Brewster,  New  York — 
This  contribution  is  timely.  I agree  heartily 
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with  the  suggestion  that  he  has  made.  I feel 
that  the  importance  of  the  neuropsychiatric 
problem  has  not  been  sufficiently  empha- 
sized. 

We  were  informed  yesterday  by  Dr.  Foster 
Kennedy  that  since  the  last  World  War  each 
neuropsychiatric  soldier  has  cost  us  $30,000. 


We  are  soon  to  have  an  army  of  4,000,000  men. 
Has  not  the  experience  of  the  former  war  taught 
us  that  every  effort  should  be  made  to  prevent 
our  making  a repetition  of  our  mistakes  in  that 
war? 

I feel  that  this  section  should  like  some  action 
to  coordinate  the  neuropsychiatric  activities. 


DRAFTING  THE  MENTALLY  UNFIT 

Inadequate,  hasty,  and  slipshod  psychiatric 
examinations  of  Selective  Service  men  are  per- 
mitting many  mentally  abnormal  persons  to 
enter  the  army,  doctors  announced  after  a meet- 
ing of  psychiatrists  connected  with  medical 
advisory  and  army  induction  boards,  as  reported 
in  the  Elmira  News.  The  meeting  was  held  at 
The  Academy  of  Medicine  in  New  York  City. 

Doctors  told  of  men  unmistakably  mentally 
unfit  being  taken  into  the  army  over  psychia- 
trists' objections.  They  said  that  men  with 
mental  ages  of  7 and  8 years  have  been  accepted 
when  the  minimum  mental  age  acceptable  is 
supposed  to  be  10.  One  doctor  reported  that 
erasures  were  made  on  his  recommendations  by 
army  officers  at  an  induction  center. 

Complete  disregard  of  Selective  Service  provi- 
sions for  psychologic  examinations  was  reported 
by  the  doctors.  In  some  centers  150  to  170  men 
a day  are  examined,  which  allows  about  one  and 
a half  minutes  per  man.  The  doctors  estimated 
that  at  least  fifteen  minutes  are  required  for  a 
satisfactory  psychiatric  examination. 

There  should  be  at  least  one  psychiatrist  for 
each  fifty  drafted  men  examined  in  a day,  ac- 
cording to  Selective  Service  standards,  said  Dr. 
Harry  Stack  Sullivan,  Selective  Service  consult- 
ant on  psychiatry. 

Each  mentally  defective  case  admitted  will 
cost  the  government  eventually  $30,000,  and 
more  than  a billion  dollars  has  been  spent  since 
the  World  War  on  the  mental  cases  wrongly  ad- 
mitted into  the  service,  Dr.  Martin  Cooley  of 
the  Veterans  Administration  said. 

“But  do  not  psychopaths  make  good  soldiers?” 
one  doctor  asked  from  the  floor.  “Should  we 
not  take  them  into  the  Army?  Some  of  the 
greatest  military  men  have  been  undoubtedly 
psychopathic  and  some  people  say  the  whole 
business  of  war  is  psychopathic.  Why  hurt  the 
Army?” 

“Unquestionably  psychopaths  and  morons 
make  very  good  soldiers,”  Lieutenant  Colonel 
P.  S.  Madigan,  of  the  Medical  Corps,  the  prin- 
cipal morning  speaker,  said  in  reply.  “There 
is  no  question  that  high-grade  morons  get  on 
very  well  in  the  Army.”  Experience  has 
shown,  however,  that  it  is  impossible  to  detect 
what  types  would  be  satisfactory,  Colonel  Madi- 
gan continued. 

Dr.  Sullivan  in  the  afternoon  added  that  the 
British  have  found  that  paranoid  types,  which 
manifest  extreme  hostilities,  make  good  soldiers 
but  constitute  the  single  largest  cause  of  dis- 
ciplinary trouble  in  the  ranks. 


“We  are  not  sorting  out  the  insane,  the  nuts, 
the  whackies,  the  queer  eggs,”  Dr.  Sullivan  said. 
“We  are  sorting  in  the  people  who  are  peculiarly 
fit  for  the  military  vocation,  which  is  a relatively 
small  segment  of  the  population.” 

“Under  present  circumstances  we  are  very  defi- 
nitely trying  to  see  how  many  we  can  keep  out.” 
Dr.  Karl  M.  Bowman,  director  of  the  psychiatric 
division  of  Bellevue  Hospital,  said:  “We  should 
look  upon  these  examinations  as  vocational  apti- 
tude tests.” 

To  avoid  the  stigma  which  might  attach  to 
rejection  for  mental  deficiency,  Dr.  Bowman 
recommended  that  physicians  be  allowed  to  re- 
ject men  because  of  “lack  of  military  aptitude.” 
This,  he  said,  would  not  handicap  them  in 
civilian  life,  where  they  might  be  important 
cogs  in  the  defense  machinery. 

At  least  5 per  cent  and  preferably  10  per  cent  of 
all  the  drafted  men  should  be  referred  by  the 
local  boards  to  psychiatrists,  both  Dr.  Sullivan 
and  Dr.  Bowman  contended.  If  this  is  not 
being  done  the  local  boards  are  failing  in  their 
function,  they  said. 

One  doctor  related  that  a local  board  had 
passed  a number  of  men  whom  he  recognized  as 
former  mental  cases  of  his,  and  he  had  to  step  in 
and  reject  them,  although  they  had  not  been 
referred  to  him. 

“The  local  board  doctors  are  not  aware  of  the 
significance  and  interpretation  of  some  of  the 
behavior  they  observe  sometimes,”  commented 
Dr.  Howard  W.  Potter,  professor  of  clinical 
psychiatry  at  Columbia  University  and  chairman 
of  the  afternoon  session. 

Several  speakers  alluded  to  the  severe  strain 
imposed  by  modern  war  and  said  it  was  shared 
equally  by  almost  all  branches,  so  that  mental 
defectives  could  not  safely  be  put  in  special 
services,  such  as  the  hospital  or  quartermaster 
corps. 

“The  terrible  conditions  of  modern  warfare 
have  contributed  to  the  creation  of  a disease 
entity,  ‘war  neurosis/  a condition  very  similar  to 
the  neuroses  of  civil  life,  but  highly  colored  by 
the  terrifying  influences,”  Colonel  Madigan 
said.  More  than  8,000  neuropsychiatric  cases 
were  returned  from  France  in  the  last  war,  he 
said. 

All  symptoms  such  as  sluggishness,  discontent, 
loneliness,  nostalgia,  depression,  shyness,  dull- 
ness, and  stupidity  in  drafted  men  should  be 
watched  closely,  he  said.  Eccentric  individuals 
do  not  fit  into  the  Army,  but  may  do  well  in  a 
civilian  branch  of  defense,  he  added. 


SCATTER  SUNSHINE 

Doctor:  “Your  husband  will  never  be  able  Missus:  “I’ll  go  tell  him.  It  will  cheer  him 

to  work  again.”  up!”  — J.A.M.A. 


A NEW  TREATMENT  FOR  HAY  FEVER 

Ernest  J.  Elsbach,  M.D.,  New  York  City 


ALLERGIC  rhinitis,  which  is  quite  com- 
TY  mon  in  this  country,  causes  a tremen- 
dous loss  of  working  hours  because  of  the  dis- 
comfort caused  by  the  disease  and  by  the  even- 
tual reaction  to  the  usually  applied  specific 
treatment,  which  takes  a long  time  and  is  ex- 
pensive. 

Therefore,  we  have  to  endeavor  to  find  bet- 
ter remedies  for  this  condition.  That  the 
hitherto-known  remedies  are  not  satisfactory 
is  evidenced  from  the  fact  that  new  kinds  of 
treatment  are  recommended  nearly  every  day. 
A remedy  for  this  disease  should  make  the 
treatment  as  simple  as  possible,  i.e.,  it  should 
not  require  complicated  tests,  should  have  a 
minimum  of  eventual  reactions  and,  finally, 
should  require  less  time  for  treatment. 

In  Europe,  where  allergic  rhinitis  is  not  as 
common  as  in  the  United  States,  such  a treat- 
ment is  used  with  excellent  results.  To  my 
knowledge  it  so  far  surpasses  the  specific  treat- 
ment that  I feel  this  form  of  treatment  should 
be  put  at  the  disposal  of  the  profession  here 
for  the  benefit  of  sufferers  of  hay  fever.  Be- 
fore doing  so  it  was,  of  course,  necessary  to 
find  out  whether  this  remedy  might  have  the 
same  success  here  since  there  are  many  more 
agents  causing  allergic  rhinitis  in  the  United 
States  than  there  are  in  Europe.  Therefore,  I 
have,  by  permission  of  Dr.  James  W.  Babcock, 
treated  several  of  our  clinic  patients,  especially 
during  the  hay-fever  season — a time  when 
specific  treatment  is  not  applied  because  of  the 
known  reasons — with  this  remedy  and  have 
had  parallel  excellent  results.  Because  condi- 
tions are  different  all  over  the  United  States, 
physicians  in  different  parts  of  the  country 
had  this  remedy  at  their  disposal  and  reported 
the  same  good  success. 

Undoubtedly,  some  pathologic  conditions  of 
the  vegetative  nervous  system  are  predispos- 
ing factors  for  allergic  rhinitis.  The  precipitat- 
ing factors  are  varied  and  many  and  include 
grass  pollens,  food  allergens,  and  other  irri- 
tants, including  the  too  strong  radiation  of 
ultraviolet  and  natural  sunlight.  Inflamma- 
tion of  the  abdomen  may  also  precipitate  such 
attacks,  as  well  as  psychic  factors  such  as 
fright,  fear,  anxiety,  etc.,  because  of  the  in- 
volvement of  the  vegetative  nervous  sys- 
tem. 


The  treatment  hitherto  usually  employed 
is  to  determine,  in  the  free  interval,  which 
allergen  is  at  fault.  This  procedure  is  labori- 
ous for  the  physician  and  tedious  for  the  pa- 
tient. Frequently,  it  is  difficult,  if  not  im- 
possible, to  detect  the  principal  allergen  in  sub- 
stances like  dust,  hair,  flour,  etc.  Finally, 
there  are  individuals  who  react  to  any  num- 
ber of  irritants. 

Investigations  have  disclosed  that  in  every 
infectious  disorder  of  the  body  the  curative 
effect  is  exerted  by  influence  of  the  nervous 
system  on  the  endothelial  system.  The  prin- 
cipal remedies  that  stimulate  the  former  to 
resist  infections  are  autohemotherapy,  pro- 
tein bodies  of  various  kinds,  and  albuminous 
substances. 

Allergic  rhinitis  is  often  caused  by  the  pollen 
albumin  of  blooming  grasses  and  flowers  and 
the  albumin  of  foodstuffs.  Therefore,  protein 
therapy  in  correct  dosage  may  be  successful 
in  some  such  cases.  It  is  known  that  attacks 
of  allergic  rhinitis  may  be  prevented  by  a suit- 
able diet,  free  from  salt  and  spices.  Elimina- 
tion of  disease  of  the  abdominal  organs  or  of 
intestinal  stasis  may  have  the  same  effect. 
Calcium  and  strontium  preparations  have 
also  been  used  to  diminish  the  irritation  of  the 
sympathetic  nervous  system. 

A new  biologic  treatment  is  now  presented 
which  appears  to  act  to  a high  degree  as  a 
stimulant  to  the  natural  functions  of  the 
sympathetic  system  to  render  it  foolproof  so 
that  it  no  longer  reacts  to  any  irritant.  It 
consists  of  the  products  of  the  metabolism  of 
Bacillus  coli  found  in  the  human  intestines 
and  grown  on  specific  culture  mediums.  The 
pure  cultures  are  incubated  at  body  tempera- 
ture, transplanted  and,  after  heat  killing  the 
bacilli,  diluted  with  physiologic  salt  solution. 
After  aseptic  filtration  these  metabolins  in  the 
clear  liquid  are  used  therapeut  cally. 

The  action  of  this  natural  metabolic  prod- 
uct is  by  no  means  a nonspecific  protoplasm 
activation,  because  its  effect  is  the  same  even 
when  the  preparation  is  deprotehrzed  by 
heating.  Its  action  on  the  sympathetic  nerv- 
ous system  seems  to  be  pronounced  and  to 
have  a desensitizing  effect. 

The  treatment  consists  of  eight  to  twelve 
intramuscular  injections  of  2 cc.  each  of  “Coli 
Metabolin  Tosse.”  The  first  five  injections 
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should  be  administered  within  five  days.  The 
balance  may  be  given  with  intervals  of  one 
day. 

The  advantages  of  this  method  are  clearly 
visible.  Treatment  before  the  onset  of  hay 
fever  is  not  necessary  but  should  be  started 
when  the  first  symptoms  appear.  A marked 
improvement  is  usually  seen  after  two  or  three 
injections.  All  the  tests  to  find  out  by  which 
allergen  the  complaints  are  caused  are  un- 
necessary. Furthermore,  the  treatment  takes 
only  two  to  three  weeks  and,  thus,  is  more 
convenient  for  the  patients,  particularly  be- 
cause no  maintenance  doses  are  required  dur- 
ing the  rest  of  the  year.  I have  not  seen  one 
unfavorable  reaction,  but  I find  some  that  soon 
disappeared  in  6 cases  (8  per  cent)  reported 
by  physicians  all  over  the  country.  They  con- 
sisted of  local  inflammation,  increased  sneez- 
ing attacks,  slightly  raised  temperature  or,  in 
1 case,  diarrhea.  Naturally,  it  is  hard  to  say 
whether  the  injections  are  to  blame  for  these 
reactions.  Only  2 patients  with  these  reac- 
tions refused  further  treatment,  but  1 was 
cured  although  he  had  received  only  one  injec- 
tion. 

The  youngest  of  our  patients  was  9 and  the 
oldest  was  56;  they  were  of  different  profes- 
sions and  sex.  Of  the  75  patients  treated  with 
Coli  Metabolin  Tosse  we  saw  no  result  after 
six  injections  in  1 case,  1.3  per  cent;  cured,  53 
cases,  70.7  per  cent;  and  improved,  21  cases, 
28  per  cent.  The  average  doses  in  cured  cases 
were  seven  and  two-tenths;  in  improved  cases, 
nine  and  one-half  injections. 

The  results  in  some  cases  were  striking  when 


patients  who  had  suffered  from  sneezing, 
running  nose,  conjunctivitis,  etc.,  for  a long 
time  noticed  a great  improvement  after  the 
first  two  or  three  injections.  We  treated  pa- 
tients not  only  with  acute  hay  fever  but  also 
those  who  had  been  suffering  all  the  year  round 
with  the  same  success. 

I know  it  would  be  more  satisfying  to  report 
about  these  results  after  observation  of  the 
patients  over  a longer  period  of  time.  But,  on 
the  one  hand,  I think  this  remedy  is  so  harm- 
less and  brings  such  quick  relief  that  it  should 
be  in  the  hands  of  the  profession  as  soon  as 
possible.  On  the  other  hand,  I believe  the 
patient  will  not  object  to  repeating  a few  injec- 
tions if  his  complaints  should  recur,  since  they 
take  so  little  time  and  need  not  be  repeated 
during  the  rest  of  the  year. 

Permit  me  to  add  that  Coli  Metabolin  Tosse 
has  also  shown  good  results  in  allergic  asthma 
and  allergic  eczema,  in  the  latter  case  combined 
with  strontium  bromide. 

Summary 

The  good  results  of  treatment  of  allergic 
rhinitis  with  Coli  Metabolin  Tosse*  are  de- 
scribed. Its  advantages  are:  (1)  Tests  to 
find  out  which  allergen  is  at  fault  are  not  neces- 
sary. (2)  Coseasonal  treatment,  as  soon  as 
complaints  have  started,  is  possible.  (3) 
Only  eight  to  twelve  intramuscular  injections 
are  needed.  (4)  No  maintenance  doses  are 
required.  (5)  Hardly  any  reactions  are  pro- 
voked. 

20  East  87th  Street 

* Coli  Metabolin  was  supplied  by  Tosse  Laboratories- 


DOCTOR’S  TELEPHONE  WHILE  ON  MILITARY  DUTY 


A “generous  and  patriotic  gesture,”  as  the 
New  York  Medical  Week  remarks,  has  been  made 
by  the  Doctors  Telephone  Service  and  the  New 
York  Telephone  Company  for  the  benefit  of 
doctors  who  enter  military  duty.  It  is  told  in  a 
letter  to  the  Medical  Week  by  Sherman  C. 
Amsden,  managing  director  of  the  Doctors  Tele- 
phone Service,  as  follows: 

“What  happens  to  the  telephone  number  and 
the  telephone  calls  of  physicians  and  surgeons 
who  accept  commissions  in  the  Army  and  Navy 
and  leave  for  active  duty? 

“This  subject  was  taken  up  with  the  New 
York  Telephone  Company  by  Doctors  Telephone 
Service.  For  the  benefit  of  those  doctors  who 
wish  to  cancel  their  telephone  during  their  ab- 
sence but  at  the  same  time  would  like  to  retain 
their  numbers  pending  their  return  to  civilian 
practice,  the  following  official  ruling  has  been 
received: 

“(1)  During  a doctor’s  absence  he  can  continue 
a listing  in  the  Manhattan  Directory,  making 
use  of  one  of  the  Doctors  Telephone  Service 


telephone  numbers  and  addresses,  or  the  number 
and  address  of  a colleague.  The  cost  for  this 
listing  will  be  25  cents  per  month.  All  telephone 
calls  directed  to  the  doctor’s  old  number  will  be 
transferred  to  our  number,  or  that  of  a colleague. 
The  doctor’s  old  telephone  number  will  be  held 
in  reserve  and  calls  continuously  transferred  until 
the  doctor  returns  from  service  to  take  up  prac- 
tice again. 

“(2)  If  no  fisting  in  the  directory  is  desired,  the 
doctor’s  old  number  will  still  be  reserved  during 
his  absence  and  calls  continually  transferred  to  a. 
colleague  or  to  Doctors  Telephone  Service  at  no 
cost. 

“As  our  contribution  to  the  defense  effort,  we 
offer  to  any  doctor  in  Manhattan  who  enters 
active  service  the  following  service,  without 
charge: 

“We  will  accept  all  calls  transferred  from  the 
doctor’s  own  number  to  ours  and  dispatch  these 
calls  in  any  manner  the  doctor  may  direct,  keep- 
ing a report  that  he  may  review  upon  his  re- 
turn.” 


Diagnosis 

CLINICOPATHOLOGICAL  CONFERENCES 

Fourth  Medical  Division  of  Bellevue  Hospital 


History 

This  was  the  first  admission  of  a 45-year- 
old  white  man  for  severe  pain  in  the  lumbar 
back  and  the  abdomen  of  two  hours’  duration. 
The  family  history  was  negative.  The  past 
history  was  negative  except  for  a proved 
coronary  thrombosis  preceded  by  several 
anginal  attacks  two  years  previously.  Since 
that  time  the  patient  had  been  on  restricted 
activity  and  had  been  free  from  any  severe 
anginal  seizures.  The  patient  had  had  hy- 
pertension for  several  years.  The  present 
illness  began  on  the  morning  of  admission, 
when,  while  straining  at  stool,  he  suddenly 
experienced  a knifelike  sharp  pain  in  the 
lumbar  region  radiating  down  and  around  to 
both  groins.  It  became  duller  in  character 
but  was  followed  shortly  by  a severe  abdomi- 
nal pain  maximal  in  the  left  lower  quadrant. 
The  patient  vomited  once  and  broke  out  into 
a profuse  perspiration  of  the  upper  half  of  the 
body.  The  abdominal  pain  persisted  for  two 
hours  preceding  entry  to  the  hospital  and 
was  accompanied  by  a duller  pain  in  the  sub- 
sternal  region  which  did  not  radiate  to  the 
arms  or  shoulders.  There  had  been  no  pre- 
vious genitourinary  or  gastrointestinal  symp- 
tomatology, and  venereal  disease  was  de- 
nied. 

On  admission  the  patient  was  a well-de- 
veloped and  well-nourished  white  man  in 
acute  circulatory  collapse,  moaning  with 
pain.  The  skin  was  cold  and  clammy;  the 
pulse  was  slow  and  regular  and  of  good 
strength.  His  temperature  was  97.6  F.; 
pulse,  60;  respirations,  22;  and  blood  pres- 
sure, 120/90.  The  lips  were  of  grayish  color. 
The  head,  eyes,  ears,  nose,  and  mouth  showed 
no  abnormalities.  The  heart  was  moderately 
enlarged  to  the  left  on  percussion;  heart 
sounds  were  of  poor  quality  with  regular 
rhythm.  There  were  no  rubs  or  murmurs 
heard.  A2  was  greater  than  P2.  The  lungs 
were  clear  to  auscultation  and  percussion. 
There  was  present  slight  precordial  hyperes- 
thesia. The  abdomen  had  marked  hyperes- 
thesia and  was  held  rigidly  splinted  every- 
where, but  mostly  in  the  left  lower  and  left 
upper  quadrants.  There  was  marked  tender- 
ness everywhere,  greatest  in  the  left  lower 


quadrant.  There  was  no  rebound  tenderness. 
The  genitalia  were  that  of  a normal  man. 
The  rectal  examination  revealed  the  prostate 
to  be  soft  and  of  normal  size,  and  no  masses 
or  tenderness  was  present.  The  extremities 
showed  no  clubbing  or  peripheral  edema. 
There  were  psoriasiform  lesions  of  both  el- 
bows. Both  dorsalis  pedes  were  easily  pal- 
pable. 

On  admission  the  white  blood  count  was 
18,400  with  88  per  cent  polymorphonuclears. 
On  bed  rest  and  heavy  sedation,  the  patient’s 
pulse,  temperature,  and  blood  pressure  slowly 
rose  in  the  next  twenty-four  hours,  after  which 
time  the  patient  was  definitely  no  longer  in 
shock.  It  was  felt  by  the  surgical  staff  that 
the  patient  was  probably  not  a surgical  case 
at  first,  and  he  was  transferred  to  the  medical 
service  for  observation.  However,  after  a 
day  on  the  medical  ward,  during  which  time 
the  abdominal  signs  persisted,  one  of  the  sur- 
gical consultants  palpated  a soft  mass  in  the 
right  lower  quadrant  which  made  him  believe 
that  some  kind  of  abdominal  apoplexy  was 
present  and  that  the  patient  should  be  sent 
back  to  the  surgical  ward  for  closer  (surgical) 
observation.  An  emergency  roentgenogram 
of  the  chest  revealed  an  unusual  prominence 
of  the  shadow  along  the  right  border  of  the 
heart,  and  it  was  observed  at  this  time  that 
the  blood  pressure  differed  in  the  two  arms — 
180/120  on  the  right  and  220/150  on  the  left. 
The  leukocytosis  persisted.  On  the  night  of 
the  second  twenty-four  hours  in  the  hospital, 
the  pulse,  which  up  to  that  time  had  been 
slow,  suddenly  rose  to  130  and  remained  above 
100  during  the  duration  of  the  illness.  The 
red  blood  count  on  the  second  day  was 
4,300,000  and  on  the  third  day  it  had  dropped 
to  2,890,000.  A stool  specimen  on  the  fourth 
day  showed  a 4 plus  benzidine  reaction. 
While  on  the  surgical  service,  the  patient  con- 
tinued to  feel  better;  the  pain  continued  but 
had  changed  in  character  to  a steady  dull 
aching  in  the  back  and  in  the  substernal  re- 
gion. He  was  given  supportive  measures 
consisting  of  daily  infusions.  The  abdominal 
rigidity  and  tenderness  persisted.  On  the 
evening  of  the  fifth  day  he  was  observed  to 
have  signs  of  pulmonary  edema  at  the  right 
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base,  and  on  the  sixth  hospital  day  he  died 
in  acute  pulmonary  edema. 

The  laboratory  findings  were  as  follows: 
The  white  blood  count  ranged  between  18,000 
and  20,000  with  83  to  90  per  cent  polymor- 
phonuclears  during  the  first  four  days,  then 
fell  slowly  to  8,800  with  86  per  cent  polymor- 
phonuclears  on  the  day  of  death.  The  red 
blood  count  fell  as  described  and  on  the  sixth 
day  was  3,000,000.  The  urinalysis  showed  a 
specific  gravity  of  1.015,  and  the  only  positive 
finding  was  a 3 plus  albumin.  The  blood 
Wassermann  was  negative;  the  blood  non- 
protein nitrogen  was  47.  The  electrocardio- 
gram on  the  day  of  admission  showed  sea 
gull  Ti  and  T4  and  a notched  QRS  in  lead 
III;  sinus  rhythm.  Another  electrocardio- 
gram taken  on  the  fourth  hospital  day  showed 
Pi,  P2,  and  P4  upright;  T3  inverted;  notched 
QRS3;  sinus  tachycardia.  This  electrocar- 
diogram was  interpreted  as  suggesting  active 
acute  small  infarction.  A flat  plate  of  the 
abdomen,  taken  in  both  the  prone  and  erect 
positions,  was  interpreted  as  negative.  A 
roentgenogram  of  the  chest  revealed  a marked 
dilatation  and  prominence  of  the  ascending 
aorta. 

Discussion 

Dr.  Arthur  L.  Washburn:  The  outstand- 
ing feature  of  this  case  was  the  lumbar  pain, 
which  was  knifelike  and  catastrophic,  radi- 
ated down  and  around  to  both  groins,  and 
was  experienced  suddenly  while  straining  at 
stool.  This  pain,  of  such  sudden  onset,  com- 
bined with  a strikingly  lower  blood  pressure 
in  the  right  arm,  immediately  called  our  at- 
tention to  the  possibility  of  a dissecting  an- 
eurysm with  pressure  on  the  innominate 
artery  when  this  case  was  transferred  by  the 
surgeons  to  a medical  ward.  At  this  time  an 
emergency  chest  plate  revealed  an  unusual 
prominence  of  the  shadow  along  the  right 
cardiac  border.  The  subsequent  course,  how- 
ever, caused  the  case  to  be  transferred  back 
to  a surgical  ward  for  closer  observation,  and 
it  brought  up  for  consideration  other  possibili- 
ties such  as  mesenteric  thrombosis  (vascular 
occlusion),  acute  pancreatitis,  acute  perfo- 
rated duodenal  ulcer,  and  coronary  occlusion 
simulating  an  acute  abdomen. 

Of  157  cases  of  acute  mesenteric  thrombosis 
reported  by  Jackson,  Porter,  and  Quinby,  51 
per  cent  had  generalized  abdominal  pain,  41 
per  cent  had  pain  referred  indiscriminately 
to  every  classic  area  of  the  abdomen,  and 
none  had  pain  referred  to  the  back.  The 
pain  of  acute  perforated  duodenal  ulcer  can 


be  sudden  and  severe  and  can  strike  first  in 
unusual  areas,  including  one  shoulder.  But 
it  rarely,  if  ever,  is  referred  first  to  the  back 
and,  when  as  overwhelming  as  in  this  case,  is 
soon  followed  by  boardlike  rigidity  of  the 
abdomen  and  persistent  vomiting.  Only  the 
pain  of  ultra-acute  cases  of  pancreatitis 
would  be  comparable  to  the  pain  in  this  case; 
again  the  pain  is  abdominal  and  is  rarely,  if 
ever,  referred  primarily  to  the  back;  and 
persistent  vomiting  with  a merciless  progres- 
sion into  frank  peritonitis  is  the  rule  in  the 
severe  cases.  Alexander  Lambert  called  at- 
tention to  the  rare  types  of  pain  in  coronary 
thrombosis,  including  lower  abdominal  pain 
radiating  down  both  legs,  but  more  especially 
to  the  much  more  common  cases  of  coronary 
occlusion  simulating  acute  surgical  abdomen. 
He  says:  “Small  wonder  that  these  patients 
have  been  operated  on  for  gallstone  colic,  or 
more  often  acute  perforating  duodenal  ulcer, 
or  acute  pancreatitis.”  The  next  most  im- 
portant feature  in  the  case  was  the  course. 
The  patient  was  admitted  in  acute  circulatory 
collapse,  following  which  his  blood  pressure 
slowly  rose  until  he  was  definitely  out  of 
shock  within  twenty-four  hours.  Within 
forty-eight  hours  his  blood  pressure  had  risen 
from  120/90  to  220/150.  At  this  point,  the 
pulse,  which  had  been  60  on  admission  and 
had  remained  slow,  suddenly  rose  to  130,  and 
overnight  there  was  a sharp  drop  in  hemo- 
globin and  red  cells.  Although  rigid  splinting 
of  the  abdomen  had  been  reported  on  admis- 
sion, the  patient  was  able  to  relax  his  abdo- 
men when  on  the  medical  ward,  and  there 
was  no  rebound  tenderness  and  no  vomiting. 
While  on  the  surgical  service,  although  the 
white  blood  count  and  polymorphonuclear 
cells  remained  elevated,  the  abdomen  failed 
to  give  evidence  of  frank  peritonitis,  and  the 
patient  continued  to  feel  better.  Marked 
generalized  tenderness  with  moderate  spasm, 
present  since  admission,  persisted,  and  one 
of  the  surgical  consultants  palpated  a soft 
mass  in  the  right  lower  quadrant.  Opinion 
differed  as  to  the  areas  of  most  marked  tender- 
ness. At  this  time,  since  obstipation  had 
been  present,  a small  enema  was  given  in  a 
search  for  blood.  This  yielded  no  evidence 
of  macroscopic  blood,  but  the  return  was 
frankly  positive  for  occult  blood.  During 
the  last  forty-eight  hours  the  white  blood 
count  fell  gradually  to  normal.  The  patient 
died  in  acute  pulmonary  edema  with  terminal 
abdominal  distention. 

The  rise  in  pulse  with  a subsequent  fall  to 
a lesser  level  of  elevation,  combined  with  the 
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drop  in  red  cells,  made  it  apparent  that  we 
were  dealing  with  an  internal  hemorrhage, 
but  it  was  equally  clear  that  the  hemorrhage 
tended  to  be  limited.  Mesenteric  thrombosis 
became  less  probable  in  the  absence  of  melena, 
hematemesis,  and  vomiting,  with  the  fall  to 
normal  of  the  white  blood  count,  and  with  no 
physical  signs  of  advancing  peritonitis.  The 
lack  of  advancing  peritonitis  also  tended  to 
rule  out  acute  pancreatitis.  Although  the 
recovery  to  a marked  hypertension  was 
against  a coronary  occlusion,  it  seemed 
equally  illogical  in  advancing  dissecting  an- 
eurysm with  continuing  loss  of  blood  into  the 
retroperitoneal  space  or  abdomen. 

In  cases  of  coronary  occlusion  in  the  pres- 
ence of  extreme  hypertension,  a remarkable 
and  illogical  upward  rise  from  the  initial  drop 
in  blood  pressure  is  by  no  means  unknown. 
Owing  to  the  difficulty  of  diagnosing  dissect- 
ing aneurysm  preceding  death,  there  are  rela- 
tively few  records  of  blood  pressure  preceding 
the  blowout,  but  that  the  blood  pressure  may 
fail  to  reach  its  previous  level  is  proved  by 
the  third  in  Reisinger’s  series  of  4 cases  in 
which  the  blood  pressure  had  been  as  high 
as  220/150  before  admission  and  was  main- 
tained in  the  region  of  160/120  following  the 
acute  onset. 

In  speaking  of  the  characteristic  pain  of 
acute  dissecting  aneurysm  and  its  similarity 
to  that  of  acute  coronary  occlusion  with 
sudden  onset  and  collapse,  it  is  stated  by 
Osier  that  an  electrocardiogram  will  not  show 
changes  incident  to  coronary  occlusion  in 
cases  of  dissecting  aneurysm.  This  is  not 
borne  out  by  other  observers.  Reisinger  re- 
ports a case  with  a preadmission  electrocar- 
diogram essentially  normal.  During  the 
period  of  observation,  in  a second  electro- 
cardiogram the  T waves  in  leads  I to  III  were 
upright;  the  S-T  segments  in  leads  I and  II 
were  slightly  elevated.  A third  electrocar- 
diogram showed  inversion  of  T waves  in 
leads  I and  II  without  deviation  of  the  S-T 
interval.  A fourth  still  showed  T waves  in 
leads  I and  II  inverted,  and  the  T wave  in 
lead  IV  was  upright  (minus).  Two  weeks 
before  death,  T waves  in  leads  I and  II  were 
less  deeply  inverted  and  T waves  in  lead  III 
were  flat.  T4  was  still  upright  (minus). 
There  was  progressive  decrease  in  voltage  of 
QRS  complexes.  These  changes  were  not 
associated  with  any  gross  or  microscopic  evi- 
dence of  infarction,  and  the  coronary  ostiums 
and  arteries  were  not  involved.  Although  no 
structural  lesion  in  the  heart  was  found  to  ac- 
count for  the  abnormalities  in  the  electro- 


cardiograms, the  fact  remains  that  they  de- 
veloped after  the  onset  of  the  dissecting  an- 
eurysm. 

In  this  case  the  electrocardiogram  on  April 
4 was  interpreted  as  suggesting  active  acute 
small  infarction.  Granting  that  the  elec- 
trocardiographic data  in  the  literature  is  not 
sufficient  to  afford  dependable  evidence  in 
cases  of  dissecting  aneurysm,  we  know  that 
only  a completely  negative  electrocardiogram 
is  of  any  service  in  ruling  out  coronary  throm- 
bosis. Since  changes  suggesting  acute  myo- 
cardial infarction  have  been  frequently  re- 
ported in  cases  of  dissecting  aneurysm  and 
since  such  changes  are  present  in  this  case, 
all  that  can  be  said  is  that  their  presence  cer- 
tainly is  not  in  any  way  to  be  interpreted  as 
against  the  diagnosis  of  dissecting  aneurysm. 
It  is  quite  possible  that  the  first  acute  episode, 
said  to  have  been  a proved  coronary  throm- 
bosis, was  actually  on  the  basis  of  aortitis  in- 
volving the  coronary  ostiums,  with  pain  simu- 
lating that  of  coronary  thrombosis. 

Dr.  Katherine  R.  Kelley:  What  was 
the  actual  clinical  diagnosis? 

Dr.  Washburn:  The  salient  feature  of 

the  clinical  examination  in  this  case  was  the 
marked  difference  of  the  blood  pressure  in 
the  two  arms.  It  is  almost  unheard  of  to 
find  such  marked  differences  in  anything  but 
aneurysm  of  the  aorta.  There  are  few  condi- 
tions in  which  the  abrupt  onset  of  pain  of 
such  catastrophic  nature  occurs.  Dissecting 
aneurysm  of  the  aorta  is  characterized  by 
just  this  type  of  pain.  That  was  the  con- 
sensus. 

Dr.  Beeckman  J.  Delatour:  What  about 
a ureteral  calculus? 

Dr.  Washburn:  I have  never  seen  a case 
of  bilateral  pain  from  a ureteral  calculus. 
Such  pain  is  classically  unilateral. 

Dr.  Delatour:  I wish  to  stress  the  point 
that  dissecting  aneurysms  of  the  aorta  do  not 
show  any  characteristic  electrocardiographic 
changes  unless  the  dissection  extends  to  in- 
volve the  sinuses  of  Valsalva  and  interfere 
with  the  nutritional  supply  of  the  heart 
itself. 

Dr.  Washburn:  As  I mentioned  in  my 
preceding  discussion,  the  work  of  Reisinger  in- 
dicates that  there  may  be  electrocardiographic 
changes  that  are  not  dependent  upon  involve- 
ment of  the  coronary  ostiums  at  all.  These 
changes  are  presumably  due  to  myocardial 
anoxemia  secondary  to  the  alteration  in  the 
circulatory  dynamics. 

Dr.  Louis  F.  Bishop,  Jr.  : In  my  opinion 
the  electrocardiography  is  of  no  great  value 
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in  the  diagnosis  of  dissecting  aneurysm.  If 
the  electrocardiographic  changes  are  present, 
they  are  an  interesting  adjunct  to  diagnosis, 
but  I think  that  in  this  case  at  hand  we  should 
rely  solely  on  the  history  and  physical  find- 
ings. We  have  no  reason  to  doubt  that  his- 
tory of  typical  coronary  thrombosis  and  the 
changes  in  the  electrocardiogram  are  quite 
in  keeping  with  an  old  coronary  with  a sud- 
denly added  cardiac  strain. 

Dr.  Arnold  Koffler:  To  my  mind  there 
are  some  arguments  against  the  diagnosis  of 
dissecting  aneurysm.  First,  the  pathogenesis 
of  these  cases  is  almost  always  arteriosclerotic. 
This  man  is  young  and  does  not  show  evi- 
dence of  marked  arteriosclerosis.  Second, 
the  aneurysm,  if  such  it  is,  would  have  to  be 
multiple  because  of  the  evidence  pointing 
both  to  involvement  of  the  ascending  aorta 
and  arch  and  also  to  the  abdominal  aorta. 

Dr.  Washburn:  This  man  is  45  years  of 
age  and  is  well  within  the  age  group  for  dis- 
secting aneurysm.  Again  quoting  Reisinger, 
the  ages  of  his  4 cases  were  41,  50,  48,  and  39. 
There  may  be  multiple  points  of  dissection 
from  a single  rupture,  involving  a return  to 
the  lumen,  or  multiple  tears.  In  one  case 
there  was  a transverse  tear  10  cm.  below  the 
arch  and  a second  tear  5 cm.  above  the  bifur- 
cation into  the  iliac  arteries. 

Intern:  How  do  you  explain  the  4 plus 
benzidine  reaction  in  the  stool? 

Dr.  Washburn:  In  about  10  to  20  per 
cent  of  the  cases  of  abdominal  aneurysm  of 
the  aorta,  the  celiac  axis  is  involved.  In  these, 
the  dissection  may  extend  to  involve  the  coats 
of  the  intestine  with  seepage  of  blood  result- 
ing. One  aneurysm  of  the  splenic  artery  per- 
forated the  colon.  I do  not  believe  there  was 
any  gross  hemorrhage  into  the  bowel. 

Dr.  Charles  H.  Nammack:  It  seems  to 
me  that  we  are  making  the  mistake  that  we 
are  often  prone  to — losing  sight  of  the  main 
clinical  features  and  trying  to  make  a lot  of 
irrelevant  data  fit  into  the  picture.  The 
history  and  physical  examination  in  this  case 
lead  one  directly  to  the  diagnosis  of  dissecting 
aneurysm. 

Dr.  George  C.  McEachern:  Does  not 
the  rise  in  blood  pressure  after  admission  to 
the  hospital  practically  rule  out  coronary 
thrombosis? 

Dr.  Bishop  : I should  say,  yes,  it  would. 

Dr.  Delatour:  Another  argument  against 
a coronary  is  the  fact  that  the  white  count 
was  high  on  admission  and  began  to  fall  on 


the  fifth  day.  In  coronary  thrombosis,  the 
usual  course  of  the  white  count  is  just  the 
reverse  of  this. 

Pathology 

Dr.  Lester  Breidenbach:  It  was  my 

impression  when  I first  saw  this  patient  that 
we  were  dealing  with  some  kind  of  vascular 
episode.  About  thirty-six  hours  after  ad- 
mission I saw  him  on  the  medical  ward,  and 
there  was  to  my  mind  a soft  mass  palpable  in 
the  right  lower  quadrant.  I felt  that  it 
would  be  safer  to  keep  him  on  surgery  where 
he  could  be  explored  if  he  showed  any  signs 
of  developing  peritonitis.  The  body  was 
that  of  a white  adult  man,  well-preserved, 
with  marked  rigor  mortis.  On  opening  the 
abdominal  cavity  there  was  about  500  cc.  of 
blood  in  the  peritoneal  cavity.  The  cecum 
and  part  of  the  ascending  colon  were  distended 
and  pushed  forward  by  a retroperitoneal 
hemorrhage.  This  mass  in  the  right  lower 
quadrant  could  easily  have  been  palpable  in 
life.  On  the  right  side,  after  the  parietal 
peritoneum  was  cut,  there  was  clotted  and 
liquid  blood  extending  all  through  the  retro- 
peritoneal space  from  right  to  left.  The  liver 
was  natural  and  the  gallbladder  was  distended, 
without  stones.  The  right  kidney  was  low 
on  the  right  side,  extended  into  the  pelvis,  was 
exceedingly  long,  and  had  two  sets  of  vessels, 
one  to  the  upper  portion  and  one  to  the  lower 
portion.  The  right  lower  renal  artery  was 
thrombosed.  In  connection  with  the  sugges- 
tion made  of  renal  colic,  this  infarction  of  the 
kidney  may  have  been  the  cause  of  the  acute 
severe  pain  present  on  admission.  On  trac- 
ing the  hemorrhage  medially,  it  was  found  to 
come  from  the  aorta;  the  aorta  was  exceed- 
ingly friable  with  marked  atherosclerosis  and 
was  the  seat  of  a dissecting  aneurysm  be- 
ginning at  the  arch  and  extending  right  down 
to  the  iliac  vessels.  There  was  no  left  kidney. 
The  pancreas  was  entirely  normal  but  the 
heart  was  enlarged.  The  arch  of  the  aorta 
was  also  enlarged  and  blue  in  color,  and  on 
section  it  showed  a dissecting  aneurysm  with 
clot  between  the  coats.  The  lungs  were 
normal  with  slight  hypostasis  at  the  bases. 
There  was  no  free  fluid  in  the  pleural  cavi- 
ties. 

Diagnosis . — Retroperitoneal  hemorrhage 

from  rupture  of  a dissecting  aneurysm;  horse- 
shoe kidney;  thrombosis  of  the  renal  artery, 
inferior;  extension  of  dissecting  aneurysm  of 
the  superior  renal  artery;  massive  infarction 
of  lower  half  of  the  kidney. 
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Spontaneous  Nontraumatic  Rupture  of  Posterior  Papillary  Muscle  of  the  Heart 
Dr.  Caspar  G.  Burn 


A spontaneous  rupture  of  the  posterior 
papillary  muscle  of  the  left  ventricle  was 
found  at  autopsy  in  a 68-year-old  white  man. 
The  posterior  wall  of  the  left  ventricle,  in- 
cluding the  papillary  muscle,  showed  a fresh 
infarct.  It  is  believed  that  in  this  instance 
the  rupture  of  the  papillary  muscle  was  the 
result  of  excessive  strain  exerted  by  the  hyper- 
trophied musculature  and  shortened  chorda 
tendineae  upon  the  necrotic  papillary  muscle. 
Rupture  of  the  papillary  muscle  was  not  diag- 
nosed clinically,  although  a peculiar  heart 
sound  was  interpreted  as  a friction  rub. 


Discussion 

Dr.  Maurice  N.  Richter:  Were  there 

any  histologic  changes  at  the  site  of  rupture 
other  than  the  necrosis? 

Dr.  Caspar  G.  Burn:  There  was  just 

necrosis. 

Dr.  Herman  Schwarz:  Was  there  much 
pain  associated  with  this  syndrome? 

Dr.  Burn:  Apparently  not;  the  patient 
was  in  collapse.  He  did  not  seem  to  be  suf- 
fering too  much,  and  there  was  no  note  of 
pain  on  the  clinical  chart. 


Carcinoma  of  Stomach  Simulating  Linitis  Plastica  with  Squamous  Cell  Metaplasia, 
and  Widespread  Skeletal  Metastases,  Myelophthisic  Anemia  and  Splenomegaly 
Due  to  Compensatory  Hemopoiesis.  Dr.  M.  W.  Johannsen 


This  is  the  case  of  a 37-year-old  Italian 
housewife  admitted  to  the  Third  (New  York 
University)  Medical  Division  of  Bellevue  Hos- 
pital on  October  2,  1940,  with  the  complaints 
of  generalized  weakness  of  three  weeks’  dura- 
tion and  loss  of  weight.  Two  years  before 
there  was  an  episode  of  sour  eructations  and 
belching.  Thereafter  she  was  hospitalized 
four  times,  twice  for  hematemesis  thought  to 
be  due  to  a bleeding  peptic  ulcer.  In  June, 
1940,  she  was  treated  for  left  sciatic  pain. 
Carious  teeth  were  extracted.  This  operation 
led  to  profuse  hemorrhage  and  necessitated 
five  transfusions.  Soon  after  this  she  was 
transferred  to  Bellevue  Hospital. 

The  patient  was  markedly  emaciated.  The 
spleen  was  enlarged  and  smooth,  and  there 
was  moderate  tenderness  in  the  midepigas- 
trium. The  pulse  rate  was  persistently  fast, 
ranging  from  110  to  150.  The  temperature 
varied  from  100  to  101  F.  with  slight  fluctua- 


tions and  terminally  reached  104  F.  The 
stools  contained  blood.  The  red  blood  cells 
ranged  from  1,650,000  to  2,280,000,  with  a 
hemoglobin  of  4.6  and  4.8  Gm.,  respectively. 
The  color  index  was  0.9.  The  white  blood 
cells  numbered  5,850,  and  the  Schilling  index 
showed  a marked  shift  to  the  left.  The 
nucleated  red  blood  cells  were  6 per  one 
hundred  white  blood  cells;  there  were  0.3 
per  cent  reticulocytes;  the  platelets  numbered 
145,000.  The  coagulation  time  was  three  and 
one-half  minutes  and  the  bleeding  time, 
eleven  minutes. 

X-ray  examination  of  the  gastrointestinal 
tract  showed  findings  interpreted  as  those  of 
polyposis  of  the  stomach. 

A jej  unostomy  was  performed  on  the 
eighteenth  hospital  day,  and  the  patient  ex- 
pired thirty-six  hours  later. 

Necropsy  was  performed  twelve  hours  after 
death.  The  peritoneal  cavity  contained  ap- 
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proximately  1,000  cc.  of  foul-smelling  sero- 
sanguino-purulent  fluid.  The  liver  and  spleen 
were  enlarged,  the  later  weighing  1,000  Gm. 
There  were  several  accessory  spleens.  The 
stomach  was  normal  in  size;  the  mucosa  was 
markedly  hypertrophied  and  the  rugae  were 
prominent.  Polyps  were  not  encountered. 
On  the  lesser  curvature  near  the  pylorus  there 
was  an  old  scar  about  1.25  cm.  in  diameter, 
stellate  in  shape.  Its  base  was  firmly  adher- 
ent to  the  pancreas.  The  pyloric  ring  was 
patent.  The  pyloric  end  of  the  stomach  was 
markedly  thickened,  measuring  approximately 
1 cm.  in  diameter.  This  thickening  tapered 
off  gradually  toward  the  fundal  region  where 
the  thickness  of  the  stomach  wall  was  about 
0.5  cm.  Cut  section  through  the  thickest 
part  of  the  stomach,  i.e.,  the  pyloric  end, 
revealed  dense  grayish  white  tissue  with  some 
loss  of  demarcation  of  the  different  layers.  In 
all  other  cut  sections  of  the  stomach  the 
mucosa,  submucosa,  and  muscularis  were  dis- 
tinctly demarcated.  The  right  ovary  was  en- 
larged and  nodular,  with  a plum-sized  cyst  on 
its  upper  pole.  The  ovary  itself  was  homo- 
geneous and  had  the  consistency  of  cheese. 
The  left  ovary  was  normal.  The  bone  mar- 
row was  replaced  throughout  with  firm  white 
tissue. 

Microscopic  Findings. — In  multiple  sections 
through  the  stomach  the  outstanding  changes 
ar^  found  in  the  mucosa.  The  usual  glandular 
outline  is  lost  throughout. 

The  cells  encountered  are  pleomorphic  with 
many  mitotic  figures.  They  occur  in  strands 
and  clumps  separated  by  connective  tissue 
fibers.  In  places  these  cells  are  polyhedral 
in  shape  and  assume  the  pattern  of  pavement 
epithelium.  Occasionally,  signet  cells  are 
encountered.  In  the  pyloric  end,  tubule-like 
structures  are  formed  by  medium-sized,  deep 
blue-staining  cells. 

Within  the  submucosa  the  cell  type  cor- 
responds to  the  preponderant  cells  in  the 
mucosa.  Within  the  lymphatics  the  arrange- 
ment of  the  tumor  cells  is  again  that  of  pave- 
ment epithelium. 

The  mucosal  lesion  extends  for  a short  dis- 
tance into  the  duodenum  and  for  a greater  dis- 
tance into  the  esophagus.  Only  a few  lym- 
phatics in  the  duodenum  are  filled  by  tumor 
cells  whereas  the  lymphatics  of  the  lower  por- 
tion of  the  esophagus  are  densely  packed. 

The  regional  lymph  nodes,  the  lymphatics  of 
the  lung,  the  adrenal,  and  the  ovary  show  the 
same  type  of  tumor  cells. 

In  the  ovary  the  cells  do  not  assume  any 
recognizable  pattern,  but  collections  of  epi- 


thelial cells  are  surrounded  by  connective 
tissue  septums.  Signet  cells,  though  few  in 
number,  are  easily  recognized. 

In  the  bone  marrow  the  outstanding  find- 
ing is  the  marked  overgrowth  by  osseous 
tissue  which  almost  obliterates  the  marrow 
space.  Between  these  bone  spicules  nests  of 
epithelial  cells  are  arranged  in  pavement 
form. 

The  pulp  of  the  spleen  is  filled  with  young 
cells  of  the  erythropoietic  and  leukopoietic 
series.  Collections  of  mature  lymphocytes 
around  the  central  arteries  are  no  longer 
noted.  The  same  hemopoiesis  is  seen  to  a 
lesser  extent  in  the  liver  and  adrenals. 

Discussion 

Dr.  Saul  Jarcho:  Four  years  ago  a series 
of  similar  cases  was  reported  under  the  title 
of  “Diffusely  Infiltrative  Carcinoma”  (Arch. 
Path.  22:  674-696,  1936).  In  these  cases  the 
patient  was  often  young;  the  patient  de- 
scribed by  Dr.  Johannsen  was  37  years  of  age. 
The  tumor  was  most  often  primary  in  the 
stomach  or  mammary  gland.  When  it  oc- 
curred in  the  stomach  it  was  usually  a car- 
cinoma of  the  flat  unobtrusive  type;  often  it 
gave  few  or  no  symptoms,  could  not  be  pal- 
pated during  life,  and  often  escaped  roentgen 
diagnosis.  These  primary  carcinomas  were 
accompanied  by  a fine  type  of  infiltrative 
metastasis  in  the  medullary  cavities  of  the 
bones  and  in  the  pleuropulmonary  lymphatics. 
The  clinical  picture  was  ordinarily  dominated 
by  the  metastases,  so  that  in  those  cases  in 
which  the  infiltration  was  heavy  in  the  lungs 
the  clinical  appearances  were  those  of  the  so- 
called  lymphangitic  carcinomatosis  of  the 
lung;  the  most  notable  clinical  characteristic 
of  those  cases  was  tachypnea.  In  those  cases 
in  which  the  infiltration  was  heaviest  in  the 
bone  marrow  the  picture  was  that  of  thrombo- 
penic  purpura  hemorrhagica  with  myelo- 
phthisic anemia.  In  addition  to  the  marked 
reduction  of  platelets,  these  patients  showed 
appreciable  numbers  of  normoblasts  or  im- 
mature leukocytes  in  the  circulating  blood; 
such  cases  were  sometimes  characterized  by 
various  degrees  of  hepatic  and  splenic  enlarge- 
ment, due  not  to  tumor  tissue  but  to  numerous 
foci  of  hematopoiesis  in  these  organs.  This 
occasionally  resulted  in  the  erroneous  diagnosis 
of  leukemia. 

In  the  usual  case  of  carcinoma  in  which  there 
is  a bulky  primary  tumor  in  the  stomach  the 
pathologist  expects  to  encounter  nodules  of 
tumor  in  the  liver;  in  cases  of  the  type  now 
under  discussion  these  gross  metastases  are 
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not  found.  The  series  of  cases  of  “Dif- 
fusely Infiltrative  Carcinoma”  was  also  found 
to  include  a considerable  number  of  Kruken- 
berg  tumors  of  the  ovary.  It  would  seem 
from  the  sections  displayed  by  Dr.  Johannsen 
that  Krukenberg  tumor  was  also  present  in 
his  case. 

Dr.  Irving  Graef:  I had  the  opportunity 
of  studying  Dr.  Johannsen’s  case.  I should 
like  to  add  a word  about  the  surgeon’s  find- 
ings. At  operation,  inspection  of  the  stomach 
failed  to  reveal  a mass  that  the  surgeon  felt  he 
could  implicate  as  tumor,  and  he  thought  he 
was  dealing  with  diffuse  hypertrophic  gas- 
tritis and  referred  to  areas  of  edematous  in- 
filtration of  the  stomach;  he  took  a biopsy 
from  a zone  of  marked  edema  without  having 
a definite  idea  that  there  was  a neoplasm 
present.  It  was  only  the  microscopic  study 


of  this  case  which  disclosed  an  extensive  in- 
volvement; and  in  line  with  the  observations 
of  Dr.  Jarcho  it  is  interesting  to  point  out 
that  here  is  a tumor  that  has  a growth  poten- 
tial of  such  slow  speed  that  it  was  able  to 
compromise  the  entire  stomach.  Sections  from 
the  esophageal  sphincter  to  the  pyloric  sphinc- 
ter all  revealed  the  transformation  in  varying 
degrees,  and  there  was  linitis  plastica  in  por- 
tions of  the  stomach.  Yet  this  patient  was 
in  comparatively  good  nutrition  until  the  last 
weeks  of  her  illness.  It  seems  likely  that  the 
lesion  developed  at  least  two  years  ago  and 
was  in  the  process  of  evolution  during  that 
time.  It  furnishes  a contrast  with  one’s 
ordinary  concept  of  the  rapidly  infiltrating 
small  tumors  that  gain  a foothold  in  the 
lymphatics  and  then  pursue  their  rapidly 
fatal  course. 


Concerning  the  Etiology  of  Cystic  Fibrosis  of  the  Pancreas.  Dr.  Henry  Brody 
(Abstract) 


Cystic  fibrosis  of  the  pancreas  is  a disease 
of  infants  characterized  by  pancreatic  insuf- 
ficiency, frequently  complicated  by  vitamin 
A deficiency,  and  is  usually  fatally  terminated 
by  pulmonary  infection.  Pathologically,  the 
pancreas  shows  fibrosis  and  cystic  dilatation 
of  ducts  and  acini,  which  may  contain  inspis- 
sated secretion.  An  inflammatory  infiltra- 
tion is  usually  present.  The  main  pancreatic 
ducts  may  or  may  not  be  atretic.  The  chronic 
pulmonary  infection  that  is  the  usual  cause  of 
death  manifests  itself  as  a bronchitis,  inter- 
stitial pneumonia  and  bronchiectasis. 

A number  of  explanations  have  been  prof- 
fered for  the  pathogenesis  of  the  pancreatic 
affection:  (1)  production  of  an  abnormal 

secretion  that  inspissates  and  leads  to  disten- 
tion and  atrophy  of  ducts  and  acini;  (2) 
vitamin  A deficiency  in  fetal  life;  (3)  con- 
genital malformation;  and  (4)  inflammation 
of  pancreas  during  fetal  fife. 

I should  like  to  present  evidence  that  an 
intrauterine  virus  infection  is  the  most  likely 
cause.  That  a virus  is  responsible  for  the 
lesion  was  suggested  by  the  finding  of  intra- 
nuclear and  cytoplasmic  inclusion  bodies  in 
certain  tissues  in  2 of  3 cases  of  cystic  fibrosis 
of  the  pancreas  observed  in  our  laboratory — 
in  1 case  in  the  salivary  glands,  bronchial  and 
pulmonary  epithelium,  in  the  other  only  in  the 
salivary  glands.  In  our  third  case  the  salivary 
glands  were  not  available  for  examination. 
Stimulated  by  this,  we  made  a search  through 
the  literature.  Five  cases  with  intranuclear 
inclusions  were  found  in  which  there  was  as- 
sociated cystic  fibrosis  of  the  pancreas.  In 


2 others  it  is  probable  that  cystic  fibrosis  was 
present  and,  in  still  2 more,  slight  interstitial 
fibrosis  of  the  pancreas  was  described. 

The  familial  tendency  could  be  explained  if 
the  mother  is  a carrier  of  the  virus  that  was 
transmitted  across  the  placenta.  Obviously, 
the  lesion  would  be  present  at  birth.  The  as- 
sociated anomalies  that  have  been  reported 
are  almost  all  atresias  or  stenoses  of  epithelial 
passages  rather  than  the  usual  heterogeneous 
congerie  found  in  infants  dying  with  multiple 
congenital  malformations.  These  may  all  have 
a common  inflammatory  cause . In  several  cases 
accessory  pancreatic  nodules  isolated  spatially 
from  the  main  body  showed  the  same  histo- 
logic changes,  suggesting  the  action  of  a specific 
histotropic  agent. 

Intranuclear  inclusions,  entirely  similar  to 
those  found  in  the  human  infant,  are  found  in 
the  salivary  glands  of  animals  where  they 
have  been  proved  to  be  caused  by  a virus. 

The  evidence  marshalled  in  proof  of  virus 
etiology  of  cystic  fibrosis  of  the  pancreas  is, 
unfortunately,  incomplete.  It  is  to  be  hoped 
that  this  presentation  will  stimulate  the  neces- 
sary investigations  that  will,  by  statistical 
weight,  either  prove  or  disprove  the  hypothe- 
sis herein  outlined.  The  final  proofs,  of 
course,  will  follow  the  isolation  of  the  virus. 

Discussion 

Dr.  Dorothy  H.  Andersen:  I came  feel- 
ing rather  skeptical,  but  I am  now  convinced 
that  there  is  a great  deal  in  Dr.  Brody’s 
hypothesis.  I have  felt  from  my  own  cases 
that  something  happens  to  the  fetus  in  utero 
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rather  than  that  the  disease  is  hereditary  and 
due  to  an  abnormality  or  a rearrangement  of 
the  chromosomes  because  of  the  peculiar 
collection  of  anomalies  that  are  associated 
with  the  pancreatic  anomaly.  There  are  two 
possible  ways  in  which  the  fetus  could  be  af- 
fected in  utero:  one  is  infection,  and  one  is 
deficiency  of  some  food  factor.  Because  there 
were  several  cases  in  which  the  mother  was 
known  to  have  a low  fat  diet  I rather  leaned 
toward  the  idea  of  a vitamin  A deficiency 
not  only  as  the  result  but  as  the  cause  of  the 
disease.  I have  since  had  an  opportunity  to 
try  out  this  hypothesis  on  rats,  and  I am  con- 
vinced that  I cannot  do  anything  to  the 
pancreas  of  the  young  by  producing  a vitamin 
A deficiency  in  the  mother,  at  least  in  this 
species.  Concerning  the  idea  of  this  being 
due  to  a virus,  you  have  collected  proof  in 
these  cases  that  the  inclusion  bodies  and  the 
pancreatic  lesion  are  associated,  and  this  ob- 
servation might  be  termed  as  strongly  sug- 
gestive. It  is  now  capable  of  confirmation 
by  study  of  fresh  cases,  and  it  will  be  most 
interesting  to  watch  the  continuation  of  this 
work  in  the  course  of  the  next  few  years. 

I have  not  hitherto  been  impressed  by  the 
association  between  the  pancreatic  fibrosis 
and  the  occurrence  of  inclusion  bodies.  We 
have  somewhere  between  25  and  30  cases  of 
pancreatic  fibrosis  in  our  autopsy  files,  none 
of  which  show  inclusion  bodies,  and  we  have 
about  6 other  cases  in  which  inclusion  bodies 
have  been  found.  It  has  so  happened  that 
the  inclusion  bodies  have  not  been  found  in 
cases  with  pancreatic  fibrosis.  I have  looked 
at  the  pancreas  of  every  case  for  the  last  couple 
of  decades  and  I am  sure  that  is  true,  but  we 
have  not  looked  at  the  salivary  glands  rou- 
tinely. I have  looked  at  them  in  our  cases  of 
pancreatic  fibrosis  of  the  last  couple  of  years 
since  I have  been  aware  of  the  syndrome,  and 
I have  not  found  inclusion  bodies  in  the  cases 
I have  seen.  That  does  not  disprove  Dr. 
Brody’s  hypothesis,  and  it  will  be  of  interest 
to  see  whether  we  can  collect  further  evidence 
for  or  against  it. 

Dr.  Vera  B.  Dolgopol:  What  method 
of  staining  and  fixation  is  used  to  demon- 
strate the  inclusion  bodies  in  the  salivary 
gland? 

Dr.  Henry  Brody:  We  used  a hematox- 
ylin and  eosin  stain. 

Dr.  Andersen:  May  I add  to  my  remarks 
one  objection,  winch  I should  have  mentioned 
before,  and  that  is  that  I do  not  believe  the 
lung  changes  are  due  to  a virus  disease  but 
rather  are  the  result  of  food  deficiency.  Since 


we  have  been  able  to  recognize  the  disease 
clinically  we  have  given  large  doses  of  vitamin 
A to  these  patients,  and  we  have  not  had  any 
who  have  failed  to  survive  for  a matter  of 
weeks.  We  have  had  a couple  of  babies  with 
xerophthalmia  who  were  given  intensive 
vitamin  A therapy.  When  they  came  to  post- 
mortem they  had  no  signs  of  squamous  epithe- 
lium anywhere.  For  example,  in  1 case  the 
xerophthalmia  and  the  pneumonia  began 
during  the  same  week,  at  the  age  of  3 months. 
In  spite  of  intensive  vitamin  A therapy  the 
child  died  at  6 months.  We  could  not  see  a 
sign  of  squamous  epithelium  anywhere. 

Dr.  Jacob  Werne:  Have  the  salivary 

glands  in  a similar  control  series  of  infants 
been  studied  and  compared  with  those  in  the 
infants  who  have  cystic  fibrosis  of  the  pan- 
creas? 

Dr.  Brody:  We  have  a short  control 

series,  about  25  cases,*  and  in  none  of  these  have 
any  inclusion  bodies  been  found.  The  only 
inclusion  bodies  we  have  seen  have  been  in 
the  cases  of  cystic  fibrosis  of  the  pancreas. 
In  the  earlier  reported  series  inclusion  bodies 
have  been  found  without  cystic  fibrosis. 

Question  from  Audience:  What  is  the 
clinical  symptomatology? 

Dr.  Brody:  I wall  ask  Dr.  Andersen  to 

answer  that. 

Dr.  Andersen:  The  syndrome  is  by  now- 
clear  enough  so  that  none  of  our  last  6 cases 
have  come  to  postmortem  undiagnosed. 
Usually  the  child  appears  normal  at  birth,  and 
in  many  cases  there  is  a history  of  a previous 
sibling  (usually  the  one  before  the  patient,  but 
not  always)  having  died  during  the  first  year 
of  life  from  pneumonia.  The  present  child 
appeared  normal  at  birth.  In  about  one- 
half  the  cases,  during  the  first  week  or  so, 
someone  notices  that  the  stools  are  unusually 
foul-smelling  and  large,  but  in  many  cases 
that  is  not  noted  until  the  child  is  a month 
old.  Sometimes  it  is  first  observed  when  the 
child  is  given  cereal,  because  cereal  is  not 
digested  w-ell  in  the  absence  of  the  pancreas 
and  it  aggravates  the  abnormal  state  of  the 
stool.  The  child  does  wTell  for  a month  or 
two  and  gains  normally,  then  it  fails  to  gain; 
it  eats  twice  as  much  as  the  other  children  in 
the  family  are  in  the  habit  of  eating,  gains  very 
slowly,  and  then  gets  pneumonia.  I checked 
the  time  interval  of  the  pneumonia  carefully. 
The  youngest  of  all  is  7 weeks.  The  baby  is 
brought  into  the  hospital,  usually  because  of 
the  pneumonia,  not  because  of  the  feeding 
difficulty.  We  have  had  some  come  in  because 

* Sixty  cases  at  timp  of  reading  proof. 


1258 


SEW  YORK  PATHOLOGICAL  SOCIETY 


[N.  Y.  State  J.  M 


of  a failure  to  gain,  and  if  they  are  brought 
in  before  there  is  much  respiratory  infection 
we  can  sometimes  treat  them  successfully. 
We  have  3 who  have  been  treated,  are  now 
getting  along  well,  and  are  over  their  pneu- 
monia, or  nearly  so.  They  are  between  IV2 
and  2 years  old  now,  so  that  this  is  another 
point  that  makes  me  feel  that  the  feeding  has 
something  to  do  with  the  lung  infection. 

The  confirmation  of  the  diagnosis  is  made 
partly  by  the  appearance  of  the  patient,  who 
has  a characteristic  celiac  appearance,  and 
partly  by  the  response  to  pancreatin.  In  all 
the  cases  I have  studied  there  has  been  a low 
serum  cholesterol;  the  total  cholesterol  is  well 
below  100  in  most  of  them;  sometimes  it  is  as 
low  as  60.  They  respond  to  pancreatin,  a 
high-protein  diet,  and  vitamin  A.  If  this 
treatment  is  persisted  in  and  we  get  them 
early,  before  the  respiratory  infection  is 
severe,  this  will  permit  them  to  grow  and 
recover.  We  have  3 out  of  the  10  cases  di- 
agnosed during  life  in  the  past  two  years  who 
are  getting  along  nicely  at  the  moment.  This 
still  indicates  a poor  prognosis  but  is  better 
than  the  zero  out  of  10  of  our  previous  cases. 

Dr.  Graef:  We  have  all  been  impressed 
by  Dr.  Brody’s  hypothesis,  but  there  are  two 
or  three  points  in  the  evidence  which  I should 
like  to  ask  him  to  clarify  a little.  I am  under 
the  impression  that  the  salivary  gland  virus 
noticed  in  childhood  manifests  itself  as  a 
simple  intranuclear  inclusion  without  any 
inflammatory  changes  at  all.  Have  any 
changes  been  observed  in  the  salivary  gland 
not  only  in  Dr.  Brody’s  own  cases  but  in 
those  reported  by  others?  Secondly,  I did 
not  understand  whether  inclusions  were  found 
in  the  pancreas  in  Dr.  Brody’s  cases  or  in  other 
cases.  The  third  point  is,  is  it  wise  to  include 
the  bronchopneumonic  syndrome  in  this  par- 
ticular picture  when  we  know  this  type  of 
bronchopneumonia  is  the  form  that  brings 
most  of  the  infant  population  to  autopsy  when 
it  dies  of  pneumonia?  In  the  last  ten  years 
1 have  been  studying  pneumonia  with  Dr. 
Charles  Hendee  Smith,  and  I have  collected 
60  cases  of  bronchopneumonia  in  this  series. 
In  them  I have  seen  2 cases  with  inclusion 
bodies.  One  was  of  the  salivary  gland  type, 
and  this  was  a single  lesion  unassociated 
with  any  other  inflammation.  The  other 
was  a dubious  case  and  one  that  I have  never 
been  satisfied  about.  Recently,  I have  seen 
another  human  case  with  inclusion  bodies, 
a case  sent  to  Dr.  Francis  from  St.  Paul,  in 
which  inclusion  bodies  were  found  throughout 
the  lung.  And  you  know  Goodpasture’s  re- 


port of  last  year  on  the  occurrence  of  inclusion 
bodies  in  infants,  from  which  he  was  able  to 
recover  a virus  transmissible  to  animals.  As 
I recall  the  report,  the  disease  was  nothing 
but  an  acute  infection.  This  brings  me  to  my 
last  point:  is  it  not  possible  that  we  are 

dealing  with  a separate  pneumonic  process 
superimposed  on  a chronic  lesion  like  those 
that  have  been  demonstrated  in  the  pancreas? 
You  used  the  term  “chronic  bronchopneu- 
monia” and  illustrated  it  with  mononuclear 
cells  in  the  bronchi.  In  various  lesions  in 
animals  and  in  the  rapidly  fatal  broncho- 
pneumonia in  man,  there  is  a mononuclear  cell 
proliferation  early  in  the  disease.  I mention 
this  not  in  the  spirit  of  carping  but  with  the 
desire  of  separating  the  different  factors  con- 
cerned in  the  picture. 

Dr.  Brody:  I should  like  to  make  one 

comment  on  what  Dr.  Andersen  said.  In  our 
last  case  I think  all  the  therapeutic  procedures 
she  suggests,  including  100,000  units  of  vita- 
min A daily,  both  parenterally  and  by  mouth, 
were  used,  and  yet  the  child  had  a rather 
rapid  exitus.  I do  not  know  whether  that 
has  any  bearing. 

In  reply  to  Dr.  Graef’s  questions,  in  the 
second  case  I showed  that  in  the  salivary 
gland  there  was  an  inflammatory  reaction,  al- 
though I am  not  sure  that  it  was  directly  pro- 
portional to  the  number  of  inclusion  bodies 
present.  In  McCordock  and  Smith’s  experi- 
mental work  I believe  that  there  was  also  an 
inflammatory  reaction,  which  in  time  dis- 
appeared, leaving  only  the  inclusion  bodies, 
so  that  I do  not  think  the  presence  or  absence 
of  inflammation  at  the  time  of  autopsy  is 
indicative  of  whether  there  was  any  reaction 
to  the  virus  in  the  course  of  the  disease.  In 
the  cases  that  I have  had  the  opportunity  to 
examine  there  were  no  inclusion  bodies  in  the 
pancreas.  In  some  cases  in  the  literature 
there  have  been,  although  I do  not  believe  in 
any  cases  of  cystic  fibrosis,  but  the  inclusion 
bodies  were  found  in  the  pancreas  only  in 
fetuses,  in  stillborns,  and  in  infants  of  a few 
days  of  age.  Again,  as  I pointed  out  before, 
that  seemed  to  be  the  course  in  the  experi- 
mental animal  where  they  tend  to  disappear 
in  the  visceral  organs  and  remain  only  in 
the  salivary  glands  for  reasons  that  are  un- 
known. 

About  the  changes  in  the  lung,  I do  not 
want  to  insist  that  this  is  part  of  the  syn- 
drome. We  have  had  only  3 cases,  and  per- 
haps in  our  cases  the  interstitial  pneumonia 
was  not  as  striking  as  in  some  of  the  cases  in 
the  literature;  certainly  the  cases  of  McCor- 
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dock  and  Smith  were  an  interstitial  pneu- 
monia, and  they  state  that  they  were  strik- 
ingly like  the  virus  pneumonias  studied  by 
McCordock  and  Muckenfuss  in  children  and 
in  animals.  That  similarity  suggests  that  the 
lung  lesion  also  might  be  evidence  of  virus 
infection. 

Dr.  Joseph  Victor:  Dr.  Brody  has  given 
an  interesting  and  lucid  discussion  of  his  hy- 
pothesis and  has  left  enough  loopholes  for 
further  possibilities.  The  wThole  hypothesis, 
it  seems  to  me,  depends  on  the  significance  one 
places  on  the  inclusion  body.  Does  the  in- 
clusion body  represent  a virus  infection  or  is 


it  secondary,  in  this  particular  instance,  to  a 
nutritional  disturbance?  I know  of  no  ex- 
ample where  an  inclusion  body  is  secondary 
to  nutritional  disturbance  which  has  been  re- 
ported. Recently,  in  our  laboratory  we  have 
been  studying  riboflavin  deficiency  in  swine 
and  have  found  that  3 of  4 swine  on  a ribo- 
flavin-deficient diet  coming  down  with  the 
deficiency  syndrome  have  shown  changes  in 
the  corneal  epithelium.  The  cellular  changes 
are  characterized  by  enormous  inclusion 
bodies  in  the  nuclei.  I think  this  indicates 
another  possibility  in  the  interpretation  of 
inclusion  bodies  in  the  salivary  glands. 


Phosphatase  in  Normal  and  Malignant 
Kabat  (by  invitation ) 

The  technic  described  by  Takamatsu  and 
by  Gomori  for  the  histochemical  demonstra- 
tion of  phosphatase  is  specific  for  this  enzyme. 

Alkaline-phosphatase  activity  is  characteris- 
tic of  certain  cells.  Normal  cells  particularly 
rich  in  phosphatase  are  epithelium  of  the 
small  intestine,  that  of  proximal  convoluted 
tubules,  osteoblasts,  and  endothelium. 

Of  the  tumors  studied,  phosphatase  was 
present  in  conspicuous  amounts  in  malignant 
osteoblasts  of  a transmissible  chicken  sarcoma 
and  in  an  osteogenic  tumor  of  the  mouse. 
In  the  osteogenic  chicken  sarcoma,  phos- 
phatase is  particularly  abundant  about  the 
sites  of  bony  and  cartilaginous  deposits.  In 
three  non-bone-forming  strains  of  transmissible 
chicken  sarcoma,  phosphatase  is  absent. 

Human  fibroadenoma  of  the  breast  con- 
tained much  phosphatase,  as  did  lactating 
breast,  while  this  enzyme  was  absent  in  car- 
cinoma of  the  breast. 

In  the  fiver  and  spleen,  endothelial  cells 
alone  contain  phosphatase.  Kupffer  cells 
and  histiocytes  do  not  contain  phosphatase. 

The  presence  of  phosphatase  in  normal  and 
malignant  osteoblasts  supports  the  concept 
of  its  role  in  bone  formation  and  may  aid  in 
the  histologic  identification  of  osteogenic 
cells. 

The  presence  of  large  amounts  of  phos- 
phatase in  the  intestinal  epithelium  is  in  ac- 
cord with  the  views  of  Lundsgaard  on  the 
relation  of  glucose  absorption  to  phosphoryl- 
ation. Similarly,  its  presence  in  the  proximal 
convoluted  tubules  of  the  kidney  reopens  the 
question  of  a similar  mechanism  explaining 
the  reabsorption  of  the  glucose  secreted  by 
the  glomeruli. 

Glycine,  a known  inhibitor  of  phosphatase 


Tissues.  Dr.  Jacob  Furth  and  Dr.  E.  A. 

action,  inhibits  the  phosphatase  reaction  in 
tissue  sections. 

Discussion 

Dr.  E.  A.  Kabat:  I might  say  a word 

about  the  properties  of  the  enzyme.  It 
should  be  pointed  out  that  the  brown  pig- 
ment one  sees  is  not  the  actual  enzyme  but 
merely  its  activity  made  visible  at  the  sites 
where  it  occurs  in  the  tissue,  and  the  question 
arises:  Is  the  method  specific  for  phos- 

phatase? To  that  it  may  be  said  that  the 
properties  of  the  enzyme  tissue  section,  as 
closely  as  we  have  been  able  to  determine, 
parallel  the  properties  of  the  autolyzed  tissue 
extracts  in  their  behavior;  that  is,  large 
amounts  of  amino  acids  have  been  shown  to 
inhibit  phosphatase  activity  of  tissue  autol- 
ysates, and  0.25  M glycine  completely  in- 
hibited phosphatase  activity  in  sections  of 
kidney,  intestine,  bone,  and  capillary  endo- 
thelium. 

The  function  of  phosphatase  has  been  of 
considerable  interest.  Robison  pointed  out 
that  the  phosphatase  in  osteogenic  tissue 
might  provide  a local  concentration  of  phos- 
phate at  the  site  of  bone  formation.  Lunds- 
gaard found  that  phlorhizin  prevents  glucose 
absorption  in  the  small  intestine  and  pro- 
duces glycosuria  by  preventing  reabsorption 
of  glucose  in  the  proximal  convoluted  tubules. 

He  suggested  that  phosphorylation  was  an 
intermediate  stage  in  the  absorption  of  carbo- 
hydrate, glucose,  through  the  intestinal  wall 
and  through  the  proximal  convoluted  tubules 
of  the  kidney,  and  that  the  phosphatase  sub- 
sequently depliosphorylated  the  glucose  phos- 
phate. The  localization  of  the  enzyme  histo- 
chemically  in  both  of  these  places,  the  con- 
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voluted  tubule  and  the  intestinal  loop,  sup- 
ports this  contention.  Ellinger  made  azo 
dyes  containing  phlorhizin,  and  he  found  that 
the  phlorhizin  dye  when  fed  to  animals  was 
localized  in  the  proximal  convoluted  tubules 
and  the  glucosuria  was  produced  simultane- 
ously. Hence,  we  have  a localization  of  phos- 
phatase and  phlorhizin  in  the  proximal  con- 
voluted tubule  of  the  kidney.  These  observa- 
tions provide  strong  circumstantial  evidence 
in  support  of  Lundsgaard’s  hypothesis.  Lunds- 
gaard,  after  proposing  this  theory,  retracted 
it,  because  the  quantitative  relationship  in 
the  amount  of  phlorhizin  necessary  to  produce 
glycosuria  was  much  less  than  that  needed  to 
inhibit  phosphorylation.  However,  he  cal- 
culated his  data  on  the  basis  per  gram  of 
kidney  tissue  and,  since  the  phlorhizin  is 
localized  only  in  the  proximal  convoluted 
tubules,  this  apparent  quantitative  objection 
is  not  valid. 

Dr.  Aaron  Bodansky  (by  invitation ):  I 
should  like  to  ask  whether  you  have  tried  the 
effect  of  long  fasting  on  the  phosphatase  con- 
tent of  the  mucosa.  I should  also  like  to  ask 
whether  you  have  seen  any  tumors  of  the  liver 
or  diseases  of  the  liver. 

Dr.  Kabat : We  have  had  1 case  of  metas- 
tasis to  the  liver  from  an  intestinal  carcinoma, 
and  the  metastasis  did  not  show  phosphatase. 


Dr.  Graef:  What  do  the  parathyroids 
show? 

Dr.  Jacob  Furth:  The  parathyroids  were 
not  examined. 

Dr.  Alfred  Plaut:  There  are  unfortu- 
nately so  many  doubtful  epithelial  structures 
in  the  diagnosis  of  carcinoma  of  the  breast. 
Did  you  find  any  intermediate  phosphatase 
reactions  corresponding  to  these  borderline 
lesions? 

Dr.  Furth:  The  cases  studied  were  clear- 
cut  carcinomas.  It  will  be  of  interest  to 
compare  the  histologic  appearance  and  the 
phosphatase  content  of  a series  of  cases  that 
offer  diagnostic  difficulties. 

Dr.  Richter:  Can  this  reaction  be  per- 
formed in  sufficiently  short  time  so  that  it 
would  be  of  practical  importance  in  rapid 
diagnosis? 

Dr.  Rabat:  You  mean  is  it  applicable  to 
frozen  sections?  I do  not  think  we  have  done 
any,  but  we  did  do  a few  gelatin  sections  and 
they  seemed  to  be  satisfactory — that  is,  em- 
bedding in  gelatin  and  cutting  by  frozen  sec- 
tion. Running  the  whole  procedure  through 
takes  about  three  hours. 

Dr.  Burn  : Have  you  studied  tissue  cultures 
in  relation  to  this  reaction? 

Dr.  Furth:  We  have  examined  a few  but 
the  results  were  not  conclusive. 


THE  WOMEN’S  STATE  MEDICAL  SOCIETY 

Dr.  Marguerite  P.  McCarthy,  of  Solvay,  was 
elected  president  of  the  Women’s  Medical 
Society  of  New  York  State  at  the  annual  meet- 
ing in  Buffalo  on  April  28. 

Other  officers  chosen  were:  vice-presidents, 

Dr.  Mary  E.  Cotter,  Brooklyn,  and  Drs.  Theresa 
Scanlon  and  Isabel  Scharnagel,  New  York,  and 
secretary,  Dr.  Isabelle  F.  Borden,  Albany. 

Councillors  are  Dr.  Isabel  Knowlton,  New 
York;  Dr.  Cora  M.  Ballard,  Brooklyn;  Dr. 
Rosetta  F.  Hall,  Liberty;  Dr.  Annetta  E.  Barber, 
Glens  Falls;  Dr.  Elizabeth  L.  Shrimpton,  Syra- 
cuse; Dr.  Anna  M.  Stuart,  Elmira;  Dr.  Kath- 
leen L.  Buck,  Rochester,  and  Dr.  Alta  Sager 
Green,  Williamsville. 

A resolution  recommending  that  women  physi- 
cians and  surgeons  of  America  be  made  eligible 
for  the  Medical  Reserve  Corps  of  the  United 
States  Army  and  Navy  and  be  granted  the  full 
privileges  thereof  was  passed  at  an  executive 
session. 

The  meeting  culminated  in  a dinner  in  the 


evening  at  the  Hotel  Statler,  when  ten  women 
who  have  practiced  for  half  a century  or  more 
were  honored. 

Dr.  Alice  Stone  Woolley,  outgoing  president 
of  the  society,  presided  at  the  dinner.  Mrs. 
Helen  Z.  M.  Rodgers  spoke  on  “The  Professional 
Woman  in  This  Democratic  World”  and  Dr. 
Margaret  Warwick  Schley  on  “The  ‘Lady  Doe’ — 
mat  Is  She?” 

The  honor  guests,  who  received  gold  keys, 
were: 

Dr.  Anna  Sturgis  Daniel,  Women’s  Medical 
College,  1879;  Dr.  Marian  Craig  Potter,  Dr. 
Sarah  Buckley,  and  Dr.  Mary  Louise  Lines, 
Michigan,  1884;  Dr.  Rosetta  Sherwood  Hall, 
Women’s  Medical  College,  1889;  Dr.  Mary  T. 
Greene,  Michigan,  1890;  Dr.  Ethel  Doty  Brown, 
Women’s  Medical  College,  1890;  Dr.  Alice 
Bennett,  University  of  Buffalo,  1890;  Dr. 
Jeannette  Himmselsbach,  University  of  Buffalo, 
1891;  and  Dr.  Fannv  Hurd  Brown,  Michigan, 
1891. 


SCHOOL  PHYSICIANS  TO  MEET 
The  New  York  State  Association  of  School 
Physicians  will  hold  its  Annual  Meeting  and 
Conference  on  June  23  at  the  Grand  Union 
Hotel,  Saratoga  Springs,  New  York.  A worth- 


while program  of  interest  to  school  physicians, 
nurses,  dental  hygienists,  health  officers,  and 
general  practitioners  will  be  presented  at  the 
afternoon  and  evening  sessions. 
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HOUSE  OF  DELEGATES 
MINUTES  OF  THE  ANNUAL  MEETING 

April  28  and  29,  1941 


THE  135th  Annual  Meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State 
of  New  York  was  held  at  the  Hotel  Statler, 
Buffalo,  New  York,  on  Monday,  April  28,  1941, 
at  10 : 00  a.m. 

Dr.  Louis  H.  Bauer,  Speaker;  Dr.  William 
Hale,  Vice-Speaker;  Dr.  Peter  Irving,  Secretary; 
Dr.  Edward  C.  Podvin,  Assistant  Secretary. 
Speaker  Bauer:  The  House  will  be  in  order. 

1.  Report  of  the  Reference  Committee  on 
Credentials 

Speaker  Bauer:  The  Chair  recognizes  Dr. 

Peter  Irving,  Chairman  of  the  Reference  Com- 
mittee on  Credentials. 

Secretary  Irving:  Mr.  Speaker,  there  are 

no  disputed  delegations,  and  all  who  have  been 
seated  are  entitled  to  vote. 

Speaker  Bauer:  I declare  the  135th  Session 
of  the  House  of  Delegates  to  the  Medical  Society 
of  the  State  of  New  York  open  for  the  transaction 
of  business. 

The  Secretary  will  call  the  roll. 

2.  Roll  Call 

....  Secretary  Irving  called  the  roll  by  counties 
and  stated:  “There  is  a quorum  present.” 

3.  In  Memoriam  of  Dr.  Guy  S.  Carpenter 

0 Section  78) 

Speaker  Bauer:  I shall  ask  the  members  of 

the  House  to  rise  for  a moment  in  memory  of  Dr. 
Guy  S.  Carpenter  who  passed  away  since  our  last 
session. 

....  The  delegates  arose  and  stood  for  a mo- 
ment in  silence  in  memory  of  Dr.  Guy  S.  Car- 
penter. . . . 

4.  Approval  of  the  Minutes  of  the  1940  Session 

Speaker  Bauer:  The  first  order  of  business 

is  the  approval  and  adoption  of  the  minutes  of 
the  1940  Session  of  the  House. 

Secretary  Irving:  Mr.  Speaker,  I move 

that  the  reading  of  the  minutes  of  the  1940  Ses- 
sion of  the  House  be  dispensed  with,  and  that 
they  be  approved  and  adopted  as  published  in 
the  June  15  and  July  1 issues  of  the  New  York 
State  Journal  of  Medicine. 

Dr.  Clarence  G.  Bandler,  New  York:  T sec- 
ond that  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

5.  Address  by  Dr.  Nathan  B.  Van  Etten,  Presi- 
dent of  the  American  Medical  Association 

Speaker  Bauer:  I should  like  to  have  Dr. 

Chas.  Gordon  Heyd  act  as  a committee  of  one  to 
escort  the  President  of  the  American  Medical 
Association  to  the  platform. 

(The  delegates  arose  and  applauded  as  Dr. 
Chas.  Gordon  Heyd  escorted  Dr.  Van  Etten  to 
the  platform.) 

Speaker  Bauer:  Members  of  the  House,  I 


want  to  present  to  you  the  President  of  the 
American  Medical  Association.  It  is  always  an 
honor  to  have  the  president  of  that  association 
attend  our  meetings,  but  the  honor  is  doubly 
great  when  he  is  a member  of  this  House  of  Dele- 
gates and  a past-president  of  our  own  Society. 

It  gives  me  great  pleasure  to  welcome  him  here 
to  the  rostrum.  I cannot  offer  him  the  privilege 
of  the  floor  because  he  already  has  it,  but  I can 
offer  him  a seat  on  the  platform  during  the  rest 
of  this  session,  and  I hope  he  will  occupy  it. 

Dr.  Van  Etten,  the  House  will  be  glad  to  hear 
from  you  at  this  time. 

Dr.  Nathan  B.  Van  Etten:  I greatly  appre- 
ciate the  esteem  of  this  House.  No  one  could  ask 
for  anything  more.  I am  not  at  all  sad  about  the 
fact  that  this  is  my  last  appearance  before  this 
House  as  an  officer  of  Organized  Medicine.  A 
career  of  more  than  forty  years  in  medical  socie- 
ties has  given  me  a great  deal  of  stimulation 
which  I could  hardly  have  experienced  in  any 
other  way.  Although  my  bones  are  old,  my  en- 
thusiasm for  the  progress  of  medicine  is  as  fresh 
as  ever. 

The  evolution  of  medicine  and  of  the  public 
health  through  the  last  fifty  years  cannot  fail  to 
inspire  my  imagination  in  looking  forward  to 
accomplishments  that  will  make  the  past  look 
pale  and  colorless. 

Fifty  years  ago  we  were  just  as  up  to  date  as 
we  are  today,  but  none  of  us  can  practice  the 
kind  of  medicine  we  learned  at  that  time.  I shall 
not  review  the  details  of  this  period  of  modern 
medicine,  much  of  it  merely  historically  interest- 
ing, but  here  we  are  at  the  beginning  of  new 
chemotherapy,  new  and  daring  surgery,  new 
physical  revelations,  new  prospects  which  are  so 
amazing  that  no  one  can  fail  to  look  eagerly  into 
the  immediate  future. 

I am  profoundly  grateful  for  fifty  years  of 
medical  experience  and  frankly  jealous  of  those 
of  you  who  will  see  the  developments  of  the  next 
half  century. 

The  Medical  Society  of  the  State  of  New  York 
has  been  exceedingly  fortunate  in  that  no  adverse 
legislation  has  interrupted  its  progress;  that  its 
Journal  has  so  greatly  improved;  that  its  de- 
partment of  public  relations  is  taking  so  im- 
portant a place  in  the  medical  social  intelligence 
of  the  whole  country;  and  that  its  general  man- 
agement has  met  such  a measure  of  success. 

No  one  can  plot  the  social  dangers  of  the  next 
five  years,  but  the  fact  that  95  per  cent  of  the 
active  practitioners  of  the  United  States  are  loyal 
and  willing  to  serve  the  country  in  her  military 
forces  is  heartening  evidence  of  the  high  character 
of  the  most  learned  of  all  professions. 

The  appalling  prospect  of  war  disturbs  us  to 
the  depths  of  our  emotions,  but  we  must  not  let 
even  the  experience  of  war  dislocate  our  mental- 
ity, so  that  we  shall  forget  what  we  have  been 
fighting  for  all  of  our  professional  lives. 

We  have  been  fighting  for  the  .American  way 
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of  life  in  a free  democracy.  We  must  be  aware  of 
the  dangers  of  domination  by  the  state  in  a 
national  emergency,  and  we  must  resist  it 
wherever  it  threatens  our  ideals  for  national 
health.  We  may,  perchance,  be  soldiers  for  a 
little  while,  but  let  us  keep  our  heads  and  re- 
member that  we  shall  be  physicians  for  the  rest  of 
our  lives. 

Abraham  Lincoln  said:  “As  I would  not  be  a 

slave,  so  I would  not  be  a master.  This  ex- 
presses my  idea  of  democracy.  Whatever 
differs  from  this,  to  the  extent  of  the  difference  is 
no  democracy.” 

War  is  devastating,  but  the  cohesive  influence 
of  our  altruistic  tradition  will  help  us  to  survive 
and  to  continue  to  maintain  the  really  high 
health  standards  of  the  American  people,  in  the 
American  way.  (Applause) 

Speaker  Baiter:  Thank  you,  Dr.  Van  Etten. 
I will  ask  the  Secretary  to  read  the  Reference 
Committee  appointments. 

6.  Reference  Committees 

Secretary  Irving:  These  are  the  Reference 
Committee  appointments: 

REFERENCE  COMMITTEE  ON  CREDENTIALS: 
Peter  Irving,  Chairman,  New  York  County 
John  L.  Edwards,  Columbia  County 
Charles  F.  McCarty,  Kings  County 
Edward  C.  Podvin,  Bronx  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
PRESIDENT: 

John  B.  D’Albora,  Chairman,  Kings  County 
Stephen  H.  Curtis,  Rensselaer  County 
Howard  Fox,  New  York  County 
Leon  M.  Kysor,  Steuben  County 
Merwin  E.  Marsland,  Westchester  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  I: 

Postgraduate  Education 
Harry  C.  Guess,  Chairman,  Erie  County 
John  J.  Buettner,  Onondaga  County 
Irving  Gray,  Kings  County 
Bernard  S.  Strait,  Yates  County 
James  Walsh,  Cortland  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  II: 

Public  Health  Matters 
Leo  F.  Schiff,  Chairman,  Clinton  County 
Robert  Brittain,  Delaware  County 
Morris  Maslon,  Warren  County 
Harvey  B.  Matthews,  Kings  County 
Charles  W.  Martin,  Nassau  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  III: 

School  Health  Program 

Alfred  M.  Heilman,  Chairman,  New  York  County 
John  D.  Carroll,  Rensselaer  County 
William  B.  Cornell,  Albany  County 
Vincent  S.  Hayward,  Bronx  County 
Ralph  Sheldon,  Wayne  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  IV: 

Publications  and 
.Medical  Publicity 

Arthur  F.  Heyl,  Chairman,  Westchester  County 
Samuel  E.  Appel,  Dutchess  County 
George  Baehr,  New  York  County 
Maurice  J.  Dattelbaum,  Kings  County 
William  A.  MacVay,  Monroe  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  V: 

Medical  Expense  Indemnity 
Insurance 

Samuel  B.  Burk,  Chairman,  New  York  County 

John  T.  Donovan,  Erie  County 

Emil  Koffler,  Bronx  County 

Andrew  Sloan,  Oneida  County 

Scott  L.  Smith,  Dutchess  County 


REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  VI: 

Medical  Relief 

Louis  A.  Van  Kleeck,  Chairman,  Nassau  County 
Samuel  M.  Allerton,  Broome  County 
George  A.  Burgin,  Herkimer  County 
W.  Bayard  Long,  New  York  County 
Charles  A.  Prudhon,  Jefferson  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  VII: 

Legislation 

Malpractice  Defense  and  Insurance 
Edward  R.  CunnifTe,  Chairman,  Bronx  County 
W.  Guernsey  Frey,  Jr.,  Queens  County 
B.  Wallace  Hamilton,  New  York  County 
Harold  F.  Morrison,  Orange  County 
Charles  C.  Trembley,  Franklin  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  VIII: 

Medical  Preparedness 

James  R.  Reuling,  Jr.,  Chairman,  Queens  County 
Romeo  Roberto,  Westchester  County 
Albert  G.  Swift,  Onondaga  County 
Thomas  B.  Wood,  Kings  County 
Warren  Wooden,  Monroe  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  IX: 

Workmen’s  Compensation 
Coburn  A.  L.  Campbell,  Chairman,  Suffolk  County 
John  F.  Kelley,  Oneida  County 
Charles  L.  Pope,  Broome  County 
Harrison  M.  Wallace,  Oswego  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL — PART  X: 

Memorial,  Dr.  Guy  S.  Carpenter 
Election  of  Councilor 
Nominations 

Amendment  to  State  Education  Law 
Amendment  to  Nurse  Practice  Act 
Annual  Meeting  Arrangements 
Delegate  Vermont  State  Medical  Society 
Norman  S.  Moore,  Chairman,  Tompkins  County 
Thomas  M.  D’Angelo,  Queens  County 
Walter  D.  Ludlum,  Kings  County 
Dan  Mellen,  Oneida  County 
Richard  H.  Sherwood,  Niagara  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  XI: 

Motor  Vehicle  Drivers  Medical  Examinations 
Deaf  and  Hard  of  Hearing  Commission 
Medical  Practice  Act  Enforcement 
Eichacker  vs.  New  York  Telephone  Co. 

Basic  Science  Law 

Harry  S.  Bull,  Chairman,  Cayuga  County 
Emily  D.  Barringer,  New  York  County 
Kenneth  F.  Bott,  Greene  County 
E.  Harrison  Ormsby,  Montgomery  County 
Stanley  C.  Pettit,  Richmond  County 

REFERENCE  COMMITTEE  ON  REPORTS  OF  THE 
BOARD  OF  TRUSTEES,  TREASURER,  AND 
COUNCIL-PART  XII: 

State  Society  Assessment 
Military  Service 
Treasurer  and  Trustees 
William  Klein,  Chairman,  Bronx  County 
Walter  P.  Anderton,  New  York  County 
Otto  A.  Faust,  Albany  County 
Joseph  C.  O’Gorman,  Erie  County 
Joseph  Wrana,  Queens  County 

There  is  no  report  of  the  Censors  this  year  we 
are  glad  to  say. 

REFERENCE  COMMITTEE  ON  REPORTS  OF 
SECRETARY  AND  DISTRICT  BRANCHES: 
Stephen  R.  Monteith,  Chairman,  Rockland  County 
W.  Grant  Cooper,  St.  Lawrence  County 
Frederic  W.  Holcomb,  Ulster  County 
William  A.  Moulton,  Tioga  County 
Denver  M.  Vickers,  Washington  County 

REFERENCE  COMMITTEE  ON  NEW  BUSINESS  A: 
Leo  F.  Simpson,  Chairman,  Monroe  County 
David  W.  Beard,  Schoharie  County 
Edgar  Bieber,  Chautauqua  County 
Moses  H.  Krakow,  Bronx  County 
Thomas  A.  McGoldrick,  Kings  County 

REFERENCE  COMMITTEE  ON  NEW  BUSINESS  B: 
Peter  J.  DiNatale,  Chairman,  Genesee  County 
Albert  A.  Cinelli,  New  York  County 
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Joseph  P.  Henry,  Monroe  County 
A.  W.  Martin  Marino,  Kings  County 

F.  Leslie  Sullivan,  Schenectady  County 

REFERENCE  COMMITTEE  ON  NEW  BUSINESS  C: 
John  J.  Masterson,  Chairman , Kings  County 
J.  Lewis  Amster,  Bronx  County 
John  L.  Sengstack,  Suffolk  County 

G.  Scott  Towne,  Saratoga  County 
Carleton  E.  Wertz,  Erie  County 

Mr.  Speaker,  I move  that  the  reports  of  the 
officers,  council,  trustees,  legal  counsel,  and  dis- 
trict branches  that  have  been  published  and  dis- 
tributed to  the  members  of  the  House  be  referred 
to  the  respective  reference  committees  without 
reading. 

Dr.  Walter  P.  Anderton,  New  York:  I 
second  that  motion. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

7.  Supplementary  Report  of  the  President 

{Section  46) 

Speaker  Bauer:  Dr.  Winslow,  will  you 

escort  the  President  of  the  Medical  Society  of  the 
State  of  New  York  to  the  platform? 

(The  delegates  arose  and  applauded  as  Dr. 
Floyd  S.  Winslow  escorted  Dr.  James  M.  Flynn 
to  the  platform.) 

Speaker  Bauer:  Dr.  Flynn,  it  seems  as 

though  you  should  be  up  here  wielding  this  gavel. 
President  Flynn:  Thank  you! 

Speaker  Bauer:  I know  the  House  is  very 

anxious  to  hear  from  you  at  this  time. 

Gentlemen,  I present  to  you  your  President. 
(Applause) 

President  Flynn:  Mr.  Speaker  and  Mem- 

bers of  the  House,  may  I thank  you  for  this  won- 
derful ovation. 

I have  no  supplementary  report  to  make.  I 
might  say  that  all  of  the  committees  of  the  Coun- 
cil have  done  a great  piece  of  work,  but  there  is 
one  committee  that  stands  out  in  my  mind  as 
doing  just  a little  bit  more  work  every  year,  and 
that  is  Dr.  Mitchell’s  Committee  on  Public  Health 
and  Education.  (Applause) 

I feel  that  the  Council  should  go  deeply  into 
the  workings  of  that  committee,  and  see  just 
what  can  be  done  to  give  Dr.  Mitchell  a little 
more  support  not  alone  in  increasing  the  num- 
bers of  his  committee  but  in  a financial  way.  I 
think  if  the  House  would  give  permission  to  the 
Council  to  give  the  affairs  of  this  committee  a 
thorough  study  it  would  certainly  be  worthwhile 
because  in  my  mind  Dr.  Mitchell’s  committee  is 
probably  doing  more  for  the  Society  as  a whole 
than  anything  that  we  have  undertaken  to  do. 

The  report  that  I have  made,  of  course,  is 
printed  in  the  Journal  and  also  in  the  reports 
that  have  been  distributed  to  you  here.  There  is 
nothing  further  that  I wash  to  add. 

Again  I thank  you  for  your  kind  ovation  and 
cooperation  during  the  year.  (Applause) 
Speaker  Bauer:  Thank  you,  Dr.  Flynn! 

The  remarks  of  the  President  are  referred  to 
the  Reference  Committee  on  the  Report  of  the 
President. 

8.  Address  of  the  President-Elect 
Speaker  Bauer:  Will  Dr.  Heilman,  as 
President  of  the  Medical  Society  of  the  County 
of  New  York,  escort  the  President-Elect  of  the 
Medical  Society  of  the  State  of  New  York  to  the 
platform. 


(The  delegates  arose  and  applauded  as  Dr. 
Alfred  M.  Heilman  escorted  Dr.  Samuel  J. 
Kopetzky  to  the  platform.) 

Speaker  Bauer:  Dr.  Kopetzky,  we  welcome 

you  to  the  platform  which  you  graced  for  so 
many  years.  The  House  is  very  anxious  to  hear 
from  you  at  this  time. 

President-Elect  Kopetzky:  Mr.  Speaker 
and  Gentlemen,  at  this  time,  at  the  onset  of 
what  I hope  will  be  as  successful  an  administra- 
tion as  that  which  is  just  terminating  in  this 
meeting,  there  is  very  little  in  the  form  of  a pro- 
gram that  I want  to  offer. 

We  are  facing  very  difficult  times.  We  are  in 
an  emergency.  At  all  times  in  this  country  when 
an  emergency  arose  it  became  the  prime  duty  of 
patriotic  citizens  to  see  to  it  that  all  the  aspects 
and  facets  of  freedom  were  maintained.  When 
the  Army  of  the  Republic  disbanded  after  its 
march  down  Pennsylvania  Avenue  in  ’61,  that 
was  an  achievement  of  democracy. 

After  the  last  World  War  when  four  and  one- 
half  million  men  were  demobilized,  and  the  as- 
pects of  military  service  disappeared  and  the 
uniforms  dropped  from  sight,  that  again  was  an 
evidence  of  vital  democracy. 

Many,  and  particular^  the  medical  profes- 
sion, are  fearful  that  in  the  evolution  of  proce- 
dures necessary  in  the  emergency,  demobiliza- 
tion cannot  as  easily  or  will  not  as  easily  be 
accomplished  after  the  termination  of  the  emer- 
gency which  we  now  face.  It  should  be  our  prime 
duty  to  use  as  a standard  of  measurement  of  any 
procedure  and  any  scheme  involving  the  medical 
profession — it  should  be  our  measuring  rod  to 
see  to  it  that  it  is  a temporary  emergency  meas- 
ure, easily  demobilized. 

If  the  thinking  portion  of  the  profession,  who 
know  what  we  want  to  maintain,  will  work  to- 
gether to  the  end  that  every  scheme  and  every 
idea  advanced  under  the  cloak  of  a defense  pro- 
gram is  so  constructed  that  with  the  disappear- 
ance of  the  emergency  it  also  shall  disappear, 
we  shall  stand  as  the  President  of  the  American 
Medical  Association  said,  with  all  the  hard-won 
advances  we  have  made  safe. 

This  is  the  prime  message  I have  to  deliver  to 
you  at  this  time.  We  shall  have  to  adjust  to 
temporary  expediencies,  but  in  that  adjustment 
let  there  be  no  element  of  permanency. 

I thank  you!  (Applause) 

Speaker  Bauer:  Dr.  Kopetzky,  we  thank 

you,  and  will  be  glad  to  have  you  sit  up  here  on 
the  rostrum  with  us. 

Mr.  Secretary,  are  there  any  supplementary 
reports? 

Secretary  Irving:  There  are  two  supple- 

mentary reports,  Mr.  Speaker.  One  is  from  the 
Councii  on  Legislation,  which  has  been  distrib- 
uted to  the  members  of  the  House.  The  other 
will  be  from  the  Treasurer,  who  would  like  to 
read  that  report  himself.  The  supplementary 
report  of  the  Council,  Part  VII — Legislation,  as 
distributed  to  the  delegates  is  as  follows: 

9.  Supplementary  Report  of  the  Council 
Part  VII — Legislation 

{Section  77) 

The  Council  begs  to  transmit  the  final  report 
of  its  Committee  on  Legislation,  Dr.  John  L. 
Bauer,  Brooklyn,  Chairman , Dr.  Walter  W. 
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Mott,  White  Plains,  and  Dr.  Leo  P.  Simpson, 
Rochester. 

The  following  is  a report  on  the  various  bills 
up  to  April  9,  1941.  It  cannot  be  complete  until 
after  the  expiration  of  the  30-day  period  allowed 
the  Governor  for  action  on  the  bills,  which  are  in 
his  hands. 

BILLS  SIGNED 

Senate  Int.  352 — Page;  Assembly  Int.  712 — 
Milmoe,  prohibits  podiatrists  from  advertising  in 
any  publication  or  using  flamboyant  or  large 
display,  or  glaring  or  flickering  sign  or  a rep- 
resentation of  human  foot  or  leg  or  an  appli- 
ance used  in  treatment.  Chapter  103  of  the 
Laws  of  1941. 

Senate  Int.  453 — Hampton;  Assembly  Int. 
501 — Wright,  prohibits  medical  expense  in- 
demnity and  hospital  service  corporations  from 
employing  solicitors  or  accepting  business  from 
brokers  on  commission  basis;  solicitors  are  to 
be  paid  on  salary  basis  only  and  exempt  from 
obtaining  license.  Chapter  70  of  the  Laws  of 
1941. 

Senate  Int.  684 — Hastings;  Assembly  Int. 
849 — Wadsworth,  reduces  local  share  for  home 
relief  for  1941  from  80  to  40  per  cent;  for  1942 
from  100  to  60  per  cent;  for  1943  from  100  to 
80  per  cent;  provides  that  determination  of 
medical  care  shall  be  with  advice  of  physician; 
strikes  out  the  provision  that  one-half  of  Fed- 
eral funds  shall  be  used  for  expenses  of  State 
Department,  and  makes  other  changes.  Chap- 
ter 82  of  the  Laws  of  1941. 

BILLS  IN  HANDS  OF  GOVERNOR 

Senate  Int.  162 — Hastings;  Assembly  Int. 
173 — C.  D.  Williams,  authorizes  school  district 
trustees,  as  well  as  education  boards  and  union 
free  school  districts,  to  furnish  instruction  for 
physically  handicapped  children , including 
remedial  instruction,  and  provides  for  state 
aid  to  help  pay  teachers  giving  such  instruc- 
tion. 

Senate  Int.  267 — Thompson;  Assembly  Int. 
191 — Moffat,  allows  manager  of  laboratory  to 
appeal  for  state  aid  to  Governor,  instead  of  to 
the  laboratory  appeal  commission  as  at  present. 

Senate  Int.  289 — Halpern;  Assembly  Int. 
197 — Wagner,  allows  award  in  workmen's  com- 
pensation cases  for  protracted  temporary  total 
disability  in  connection  with  permanent  par- 
tial disability  of  25  weeks  for  loss  or  partial 
loss  of  hearing. 

Senate  Int.  347 — Stokes;  Assembly  Int. 
290 — Backus,  provides  for  care  and  mainte- 
nance at  state  expense  of  patients  in  state  tuber- 
culosis hospitals  having  for  public  welfare  pur- 
poses no  legal  settlement  in  any  town  or  city. 

Senate  Int.  475 — Muzzicato;  Assembly  Int. 
211 — Lonis,  fixes  penalty  for  violation  of  the 
Sanitary  Code  applicable  outside  New  York 
City,  at  fine  of  not  exceeding  $50  or  imprison- 
ment for  not  exceeding  six  months,  or  both. 

Senate  Int.  588 — Mahoney;  Assembly  Int. 
746 — Todd,  extends  to  January  1,  1942,  time 
when  nurses  must  be  licensed  for  practice  in 
this  state;  permits  Education  Department  to 
admit  to  examination  graduate  nurses  of  other 
states,  and  permits  practice  pending  results  of 
examination  for  license. 

Senate  Int.  936 — Desmond;  Assembly  Int. 


1221 — Peterson,  permits  court,  upon  trial  of 
persons  arrested  for  operating  motor  vehicle 
or  motorcycle  while  in  an  intoxicated  condi- 
tion, to  admit  in  evidence  amount  of  alcohol  in 
defendent’s  blood  as  shown  by  medical  or 
chemical  analysis  of  breath,  blood,  urine  or 
saliva. 

Senate  Int.  1009 — Bechtold;  Assembly  Int. 
1241 — Rapp,  permits  the  suspension  or  revoca- 
tion of  motor  vehicle  licenses  and  certificates  of 
registration  when  holder  is  committed  by  court 
institution  under  jurisdiction  of  the  Mental 
Hygiene  Department. 

Senate  Int.  1010 — Hampton;  Assembly  Int. 
1245 — Wright,  requires  that  nonprofit  medical 
indemnity  and  hospital  service  corporations 
shall  set  aside  on  December  31,  1941,  special 
contingent  surplus  fund  equal  to  one-half  of 
surplus  funds  over  reserve  and  other  liabilities 
and  four  per  cent  of  net  premium  income  dur- 
ing year,  but  not  to  exceed  twenty  per  cent  of 
incurred  losses  or  amount  of  contingent  surplus 
required  by  present  law. 

Senate  Int.  1024 — Hastings;  Assembly  Int. 
572 — Wadsworth,  extends  jurisdiction  of  State 
Social  Welfare  Board  to  corporations  formed  as 
clinics  or  institutions,  as  well  as  hospitals  and 
homes  for  convalescent  persons,  and  authorizes 
Board  to  bring  action  for  dissolution  of  any 
such  corporation  formed  without  its  approval. 

Senate  Int.  1025 — Hastings;  Assembly  Int. 
L272 — Wadsworth,  strikes  out  provision  ex- 
empting persons  on  work  relief  projects  under 
T.E.R.A.  from  workmen's  compensation  pro- 
visions. 

Senate  Int.  1054 — Muzzicato;  Assembly 
Int.  189 — Lonis,  increases  from  ten  to  thirty 
days  the  time  prior  to  offering  of  a blood  dona- 
tion within  which  time  donor  must  have  had 
satisfactory  physical  examination. 

Senate  Int.  1055 — Muzzicato;  Assembly 
Int.  1123 — Phelps;  Assembly  Int.  1204 — 
Starkey,  strikes  out  certain  exemptions  for  sale 
of  drugs  subject  to  uniform  narcotic  drug  law 
and  provides  that  medicinal  preparations  ad- 
ministered, dispensed  or  sold,  for  purpose  of 
exemption,  shall  contain  some  drug,  in  addi- 
tion to  narcotic  drug,  to  confer  medicinal 
qualities  other  than  those  possessed  by  nar- 
cotic drug  alone. 

Senate  Int.  1091 — Condon;  Assembly  Int. 
1416 — Washburn,  includes  in  provisions  for 
workmen's  compensation,  employees  of  mu- 
nicipal corporations  and  other  political  subdi- 
visions. 

Senate  Int.  1103 — Page;  Assembly  Int. 
1426 — Brees,  exempts  from  provisions  of 
license  to  practice  medicine,  physicians  or  sur- 
geons employed  in  U.  S.  Veteran's  Administra- 
tion while  engaged  in  performance  of  duties. 

Senate  Int.  1110 — Condon;  Assembly  Int. 
1419 — Washburn,  provides  that  medical  bu- 
reaus and  laboratories  denied  license  for  treat- 
ment and  care  of  injured  employees,  on  failure 
to  receive  approval  by  medical  society  or 
board,  shall  have  the  right  to  appeal  to  indus- 
trial council  within  sixty  days  after  application 
has  been  filed,  and  authorizes  removal  from 
approved  list  of  physicians  who  fail  to  submit 
full  and  truthful  medical  report  to  employer, 
and  makes  other  changes. 

Senate  Int.  1139 — Desmond;  Assembly  Int. 
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1452 — -Lonis,  prohibits  operation  of  slaughter- 
houses outside  of  New  York  City  without 
license  by  agriculture  commissioner  for  annual 
license  fee  of  $5.00;  except  farmers  who 
butcher  their  own  domestic  animals  or  fowls  on 
their  farms;  makes  it  unlawful  to  slaughter, 
sell  or  possess  unwholesome  meat  or  to  feed 
hogs  the  uncooked  offal  from  slaughter- 
houses, and  appropriates  $5,000. 

Senate  Int.  1140 — Desmond;  Assembly  Int. 
1451 — Lonis,  authorizes  agriculture  commis- 
sioner, for  prevention  of  trichinosis,  to  require 
that  persons  manufacturing,  selling  or  deliver- 
ing articles  of  food  containing  muscle  tissue  of 
pork  customarily  eaten  without  cooking, 
shall  process  such  food  as  prescribed  by  Agri- 
culture Department. 

Senate  Int.  1141 — Desmond;  Assembly  Int. 
1455 — Lonis,  extends  to  February  15,  1942, 
time  for  report  of  temporary  state  commission 
studying  problems  of  trichinosis  and  other 
diseases  contracted  by  eating  infected  meat, 
and  appropriates  $7,500. 

Senate  Int.  1195 — Young;  Assembly  Int. 
1641 — Milmoe,  provides  that  violations  of 
Medical  Practice  Act  shall  be  heard  by  sub- 
committee of  the  Committee  on  Grievances  in 
Education  Department  and  report  adopted  by 
a two-thirds  vote  of  full  committee  shall  be 
transmitted  to  the  Board  of  Regents  for  ap- 
proval and  final  determination.  (Unanimous 
vote  has  been  required  up  to  present  time.) 

Senate  Int.  1378 — Condon,  requires  that 
education  boards  and  school  district  trustees 
shall  provide  school  children  with  health  and 
welfare  services  and  facilities , and  that  public 
welfare  districts  and  towns  shall  provide  chil- 
dren who  attend  private  schools  with  similar 
services  and  facilities. 

Senate  Int.  1382 — Mahoney;  Assembly  Int. 
1730 — Mailler,  continues  for  another  year  the 
commission  created  to  formulate  a long-range 
health  program,  and  appropriates  $75,000. 

Senate  Int.  1383 — Crawford,  provides  that 
Education  Department,  on  recommendation  of 
board  of  examiners  for  nurses,  may  issue  with- 
out examination  a license  to  person  who  has 
certain  qualifications  and  meets  certain  con- 
ditions. 

Senate  Int.  1796 — Coudert;  Assembly  Int. 
2019— Olliffe,  authorizes  New  York  City 
superintendent  of  schools  to  require  that  em- 
ployees shall  submit  to  medical  examination  by 
physician  or  school  inspector,  to  determine 
mental  or  physical  capacity  to  perform  duties. 

Senate  Int.  1817 — Page,  provides  that  on 
recommendation  of  Board  of  Nurse  Examiners, 
Education  Department  may  license  as  regis- 
tered professional  nurse  any  person  who  has 
graduated  from  school  of  nursing  in  United 
States  with  course  of  at  least  two  years’  dura- 
tion in  general  hospital,  who  meets  age,  char- 
acter and  citizenship  requirements  and  has 
been  engaged  in  practice  of  nursing  in  this 
state  for  five  years  prior  to  July  1,  1938,  or  for 
ten  years  prior  to  that  date,  five  years  of  which 
shall  have  been  in  the  state. 

Senate  Int.  1913 — Hampton,  provides  medi- 
cal expense  indemnity  or  hospital  service  cor- 
porations may,  with  approval  of  insurance 
superintendent,  invest  in  real  property  required 
for  principal  office,  but  not  to  exceed  3lA  per 


cent  of  net  premium  income  during  preceding 
twelve  months. 

Assembly  Int.  167 — Quinn,  permits  dis- 
closure by  physicians  and  nurses  of  profes- 
sional information  when  such  information  is 
subject  of  legislative  investigation. 

Assembly  Int.  930 — Mitchell,  provides  that 
person  who  willfully  violates  or  refuses  to 
comply  with  lawful  order  or  regulation  pre- 
scribed by  local  hoard  of  health  or  health  officer 
is  guilty  of  an  offense,  instead  of  a misde- 
meanor. 

BILLS  DEFEATED 

Senate  Int.  153 — Farrell;  Assembly  Int. 
15 — Ferril,  providing  for  taking  testimony  of 
physician  or  nurse  who  rendered  services  to 
party  in  an  action  in  New  York  City  municipal 
court,  by  commission  instead  of  subpoena. 
Died  in  Codes  Committee  in  Senate  and  Judi- 
ciary Committee  in  Assembly. 

Senate  Int.  154 — McCaffrey;  Assembly  Int. 
140 — McCarron,  allowing  treatment  by  public 
hospitals  of  workmen’s  compensation  cases. 
Died  in  respective  Labor  Committees. 

Senate  Int.  274 — Muzzicato;  Assembly  Int. 
318 — Catenaccio,  authorizing  New  York  City 
to  acquire  site  for  building  general  hospital. 
Passed  Senate;  died  in  Assembly  Rules  Com- 
mittee. 

Senate  Int.  313 — Gutman;  Assembly  Int. 
371 — Wagner,  compulsory  health  insurance. 
Died  in  Insurance  Committee  in  Senate  and 
Ways  and  Means  Committee  in  Assembly. 

Senate  Int.  521 — Coughlin;  Assembly  Int. 
620 — Bannigan,  requiring  domestic  servants  in 
New  York  City  t.o  submit  to  physical  examina- 
tion test  for  syphilis,  etc.  Died  in  respective 
Health  Committees. 

Senate  Int.  548 — Gutman,  authorizing  edu- 
cation boards  and  trustees  to  employ  psycholo- 
gists, visiting  teachers  and  social  workers 
trained  in  psychiatric  social  service.  Died  in 
Education  Committee. 

Senate  Int.  662 — Hampton;  Assembly  Int. 
1111 — W.  R.  Williams,  requiring  that  police- 
men injured  in  performance  of  duties  receive 
hospital  care  during  disability.  Lost  on  third 
reading  in  Senate;  Assembly  bill  died  in  Rules 
Committee. 

Senate  Int.  736 — Coughlin;  Assembly  Int. 
513 — Emma,  providing  that  educational  insti- 
tutions shall  be  subject  to  Workmen’s  Compen- 
sation Law.  Died  in  Labor  Committee  in 
Senate  and  Rules  Committee  in  Assembly. 

Senate  Int.  746 — Mahoney;  Assembly  Int. 
243 — Crews,  requiring  that  city  education 
boards  and  school  districts  maintaining  voca- 
tional schools  shall  provide  health  service  facili- 
ties for  pupils  attending  those  schools.  Passed 
Senate;  died  in  Assembly  Education  Com- 
mittee. 

Senate  Int.  810 — Burney;  Assembly  Int. 
640 — Ehrlich,  Assembly  Int.  1044 — Ehrlich, 
providing  that  reimbursement  by  State  for 
home  relief  paid  by  welfare  districts  shall  in- 
clude hospital  care.  Passed  Senate;  died  in 
Assembly  Relief  and  Welfare  Committee. 

Senate  Int.  829 — Burney;  Assembly  Int. 
1026 — Wadsworth,  declaring  a state  policy  for 
defense  and  other  purposes  by  providing  for  a 
logical  and  equitable  adjustment  of  liability 
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under  Workmen’s  Compensation  Law,  etc. 
Passed  Assembly;  died  in  Senate  Labor  Com- 
mittee. 

Senate  Int.  835 — McCaffrey;  Assembly  Int. 
1067 — McCarron,  striking  out  provision  giv- 
ing employee  or  carrier  in  workmen’s  compensa- 
tion cases  right  to  select  physician  to  partici- 
pate in  physical  examination  required  by  in- 
dustrial commissioner  or  board.  Died  in  re- 
spective Labor  Committees. 

Senate  Int.  883 — Wicks,  providing  for  the 
licensing  and  regulating  of  optical  dispensing. 
Died  in  Finance  Committee. 

Senate  Int.  935 — Desmond;  Assembly  Int. 

1219 —  Peterson,  providing  that  applicants  for 
licenses  as  chauffeurs  and  operators  of  motor 
vehicles  shall  be  examined  by  physician  every 
three  years.  Died  in  Motor  Transportation 
Committee  in  Senate  and  Motor  Vehicles  Com- 
mittee in  Assembly. 

Senate  Int.  937 — Desmond;  Assembly  Int. 

1220 —  Peterson,  providing  that  motor  vehicle 
license  revoked  or  suspended  two  or  more  times 
shall  not  be  restored  until  owner  of  license  sub- 
mits certificate  of  licensed  physician  showing 
physical  fitness  to  drive.  Passed  Assembly; 
died  in  Senate  Motor  Transportation  Com- 
mittee. 

Senate  Int.  983 — Condon;  Assembly  Int. 
1196 — Ehrlich,  providing  for  care  and  treat- 
ment of  injured  employees  by  licensed  podia- 
trists. Passed  Senate;  died  in  Assembly  Labor 
Committee. 

Senate  Int.  1074 — Esquirol,  includes  in  pro- 
visions for  Workmen’s  Compensation , employ- 
ment by  New  York  City  or  New  York  City 
Education  Boards  except  members  of  super- 
vising and  teaching  staffs.  Died  in  the  Labor 
Committee. 

Senate  Int.  1078 — Mahoney,  providing  Re- 
gents may  authorize  board  of  nurse  examiners 
to  issue  licenses  to  persons  qualified  because  of 
experience  and  who  are  unable  to  produce 
records  or  meet  requirements,  preference  to  be 
given  to  applicants  rendering  nursing  service 
without  personal  gain.  Died  in  Education 
Committee. 

Senate  Int.  1097 — Mahoney,  providing  for 
issuance  of  limited  nurses’  licenses  to  persons 
who  qualify  as  child  nurses  or  as  nurses  of 
tuberculosis  or  cancer  patients.  Died  in  the 
Education  Committee. 

Senate  Int.  1115 — Gutman;  Assembly  Int. 
1398 — Wagner,  creating  consumer’s  bureau  in 
the  Health  Department  for  regulation  of  man- 
ufacture and  sale  of  proprietary  foods,  drugs 
or  cosmetics.  Died  in  respective  Health  Com- 
mittees. 

Senate  Int.  1138 — Desmond;  Assembly  Int. 
1454 — Lonis,  creating  in  Agriculture  Depart- 
ment a division  of  meat  inspection.  Died  in  the 
Agriculture  Committee  in  the  Senate  and  the 
Ways  and  Means  Committee  in  the  Assembly. 

Senate  Int.  1143— Desmond;  Assembly  Int. 
1453 — Lonis,  providing  that  garbage  shall  be 
boiled  before  feeding  to  swine.  Passed  Senate; 
died  in  Assembly  Rules  Committee. 

Senate  Int.  1145 — Hammond;  Assembly 
Int.  370 — Shaw,  appropriating  $30,000  for 
suppression  and  control  of  poliomyelitis.  Died 
in  Finance  Committee  in  Senate  and  Ways  and 
Means  Committee  in  Assembly. 


Senate  Int.  1227 — Gutman;  Assembly  Int. 
1268 — Steingut,  gives  courts  of  special  session 
jurisdiction  of  charges  for  violation  of  practice 
of  chiropody.  Passed  Assembly;  died  in  Senate 
Education  Committee. 

Senate  Int.  1392 — Esquirol;  Assembly  Int. 
1837 — Austin,  providing  for  issuance  of  a 
supplemental  license  to  a duly  licensed  physio- 
therapist for  the  use  of  certain  physiotherapy 
modalities.  Died  in  the  respective  Education 
Committees. 

Senate  Int.  1532 — Coming;  Assembly  Int. 
1809 — Foy,  providing  that  fees  for  physio- 
therapeutic procedures  in  excess  of  $25,  admin- 
istered by  physician  qualified  to  treat  by 
physiotherapy,  may  be  allowed  in  workmen’s 
compensation  cases  without  approval  of  em- 
ployer. Died  in  Labor  Committee  in  Senate 
and  Rules  Committee  in  Assembly. 

Senate  Int.  1589 — Bewley;  Assembly  Int. 
1855— Suitor,  providing  that  in  case  of  death 
occurring  without  medical  attention  the  coroner 
may  be  notified  as  well  as  local  health  officer  to 
investigate  and  certify  as  to  cause  of  death. 
Passed  Senate;  died  in  Assembly  Rules  Com- 
mittee. 

Senate  Int.  1610 — Mahoney,  providing  for 
licensing  certified  opticians  by  Education  De- 
partment, on  payment  of  ten-dollar  fee  with 
evidence  of  qualification  and  after  passing  ex- 
amination given  by  board  of  examiners  in  op- 
tometry. Died  in  the  Education  Committee. 

Senate  Int.  1686 — Coughlin;  Assembly  Int. 
1966 — Bannigan,  requiring  domestic  servants  in 
New  York  City  to  submit  to  physical  examina- 
tion including  test  for  pulmonary  tuberculosis. 
Died  in  Health  Committee  in  Senate  and  Rules 
Committee  in  Assembly. 

Senate  Int.  1692 — Halpern;  Assembly  Int. 
1956 — McBain,  giving  person  on  relief  right  to 
select  physician  within  district.  Died  in  Relief 
and  Welfare  Committee  in  Senate  and  Rules 
Committee  in  Assembly. 

Senate  Int.  1780 — Young;  Assembly  Int. 
2046 — -Lonis,  providing  that  there  shall  be 
three  instead  of  two  classes  of  licenses  for  prac- 
tice of  nursing.  Died  in  Education  Committee 
in  Senate  and  Rules  Committee  in  Assembly. 

Senate  Int.  1784 — Riley;  Assembly  Int. 
2070 — Peterson,  providing  before  defendant  is 
sentenced  for  felony  or  receives  suspended  sen- 
tence that  investigation  and  report  shall  be 
made  by  probation  officer,  together  with 
physical,  mental  or  psychiatric  examination, 
etc.  Passed  Senate;  died  in  Assembly  Rules 
Committee. 

Senate  Int.  1813 — Riley,  providing  that 
members  of  hospital  house  staff  shall  be  subject 
to  workmen’s  compensation  provisions.  Passed 
Senate;  died  in  Assembly  Rules  Committee. 

Senate  Int.  1980 — Muzzicato,  defining  prac- 
tice of  radiology.  Lost  on  floor  in  Senate. 

Senate  Int.  1990 — Hastings,  continuing  com- 
mission created  to  study  facilities  for  care  of 
deaf  children.  Died  in  Finance  Committee. 

Senate  Int.  2003 — Muzzicato,  physicians’  and 
surgeons’  lien  bill.  Died  in  the  Judiciary  Com- 
mittee. 

Senate  Int.  2004 — Muzzicato,  providing  in 
certain  civil  actions  for  personal  injuries,  court 
may  appoint  one  or  more  physicians  as  expert 
witnesses.  Died  in  the  Judiciary  Committee. 
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Senate  Int.  2106 — Desmond,  authorizing 
boards  of  supervisors  to  provide  fund  for  pay- 
ing in  advance  bills  of  committee  administer- 
ing mutual  self-insurance  plan  and  expenses  of 
medical,  hospital  and  similar  service,  for  in- 
jured employees.  Died  in  the  Internal  Affairs 
Committee. 

Senate  Int.  2107 — Desmond,  providing  that 
in  case  of  a village  participating  in  a mutual 
self-insurance  plan  of  workmen’s  compensation , 
its  equalized  valuation  shall  be  determined 
from  assessments  of  properties  within  the  vil- 
lage as  they  appear  on  last  preceding  assess- 
ment roll  of  town.  Died  in  the  Labor  Com- 
mittee. 

Senate  Int.  2123 — Esquirol,  requiring  every 
nursing  bureau  to  obtain  a license  from  mayor 
or  licensing  commissioner  of  city.  Died  in  the 
Finance  Committee. 

Assembly  Int.  62 — Peterson  chiropractic  bill. 
Died  in  the  Rules  Committee. 

Assembly  Int.  352 — L.  Bennett,  providing 
for  inspection  of  hospital  records  by  injured  per- 
son and  his  attorney  in  actions  against  New 
York  City  or  its  education  boards  for  damages 
for  personal  injuries.  Died  in  the  Rules  Com- 
mittee. 

Assembly  Int.  364 — Austin,  prohibiting  the 
handling  of  food  in  restaurants,  etc.,  by  person 
with  communicable  or  contagious  disease,  and 
requiring  physical  examination  of  food  handlers . 
Died  in  the  Health  Committee. 

Assembly  Int.  442 — Emma,  appropriating 
$750,000  for  construction  of  cancer  hospital  in 
Utica.  Died  in  the  Ways  and  Means  Com- 
mittee. 

Assembly  Int.  491 — Giordano,  payment  of 
funeral  expenses  from  life  insurance  of  de- 
ceased. Died  in  the  Judiciary  Committee. 

Assembly  Int.  505 — Austin,  court  to  modify 
hospital  lien.  Stricken  from  third  reading  cal- 
endar. 

Assembly  Int.  527 — L.  Bennett,  practice  of 
chiropractic.  Died  in  the  Education  Com- 
mittee. 

Assembly  Int.  574 — L.  Bennett,  requiring 
physicians  to  report  cases  of  infantile  paralysis, 
etc.  Died  in  the  Ways  and  Means  Committee. 

Assembly  Int.  612 — McLaughlin,  creating 
commission  to  make  survey  of  dental  needs  of 
inhabitants.  Died  in  the  Rules  Committee. 

Assembly  Int.  827 — Gittleson,  defining  as 
hazardous  for  workmen’s  compensation  pur- 
poses, employment  in  civil  service  or  municipal 
corporations.  Died  in  the  Labor  Committee. 

Assembly  Int.  1114 — Giordano,  permitting 
sick  person  receiving  relief  to  select  own  physi- 
cian. Died  in  the  Relief  and  Welfare  com- 
mittee. 

Assembly  Int.  1231 — G.  B.  Parsons,  creating 
commission  to  study  methods  and  facilities  for 
physical  education  and  recreation  in  schools  and 
colleges.  Died  in  the  Rules  Committee. 

Assembly  Int.  1335 — McLaughlin,  author- 
izing the  inspection  of  roadside  cottages.  Died 
in  the  Cities  Committee. 

Assembly  Int.  1475 — Caffrey,  creating  com- 
mission to  study  and  make  inventory  of  exist- 
ing and  potential  food  resources , etc.  Died  in 
the  Rules  Committee. 

Assembly  Int.  1797 — Wachtel,  providing 
that  no  person  handling  food , who  has  com- 


municable disease,  shall  be  permitted  to  work 
in  factory  where  food  is  manufactured,  etc. 
Died  in  the  Rules  Committee. 

Assembly  Int.  1893 — Gittelson,  establishing 
a statewide  plan  of  public  medicine.  Died  in  the 
Ways  and  Means  Committee. 

Assembly  Int.  2062 — Austin,  requiring  New 
York  City  education  board  to  establish  child 
guidance  bureau.  Died  in  the  Rules  Com- 
mittee. 

Assembly  Int.  2173 — Jack,  requiring  New 
York  City  education  board  to  establish  staff  of 
physicians , dentists , etc.,  for  periodic  examina- 
tion and  promotion  of  health  of  school  children. 
Died  in  the  Rules  Committee. 

Final  action  of  the  Governor  on  bills  referred 
to  him  will  appear  in  a later  bulletin  from  the 
Legislative  Bureau. 

We  are  all  breathing  “easier”  now.  The  Legis- 
lature began  a week  later  than  in  1940,  was 
slow  in  getting  started,  but  its  tempo  increased 
to  a hectic  crescendo  at  the  finish.  We  should 
offer  our  sympathy  to  the  legislators  and  our 
Executive  Officer.  Our  part  in  our  respective 
committees  was  very  little. 

It  is  to  the  credit  of  our  legislature  that  they 
hold  our  Medical  Practice  Act  in  such  high  re- 
spect; blitzkrieg  upon  blitzkrieg  on  the  part  of 
chiropractors,  physiotherapists,  and  others  were 
repulsed  successfully;  Health  insurance  and 
socialized  medicine  were,  as  usual,  considered  and 
waylaid.  We  opposed  Assembly  Int.  167 — 
Quinn,  permitting  a legislative  investigation  to 
hear  testimony  from  doctors  and  nurses  engaged  in 
hospital  work.  This  bill  alone  was  passed  over 
our  opposition,  but  it  is  likely  the  Governor  will 
veto  it.  The  radiology  bill  was  only  introduced 
on  March  25th,  by  Senator  Muzzicato.  The 
senator  is  a physician,  has  a personal  interest, 
and  is  supposed  to  have  introduced  the  bill  of  his 
own  accord.  In  fact,  he  reintroduced  Senator 
Desmond’s  bill  of  last  year.  This  bill  was  lost  in 
the  Senate,  with  opposition  especially  strong  from 
the  labor  lobbyists.  Only  two  of  New  York 
County’s  nine  votes  were  in  favor;  only  one  of 
Kings’  eight  was  affirmative  with  two  recorded  as 
absent;  all  three  senators  from  the  Bronx  were 
opposed;  and  of  Queens,  one  was  for  and  one 
against  the  bill.  Richmond  County  had  one  vote 
and  that  one  for  the  bill.  The  Senator  had  never 
been  contacted  by  a physician,  other  than  by 
Senator  Muzzicato  who  sat  next  to  him  in  the 
Senate. 

We  receive  condemnatory  letters  sometimes. 
We  did  in  connection  with  the  radiology  bill. 
The  doctor  did  not  even  know  that  it  had  been 
introduced. 

Suppose  the  doctors  in  Greater  New  York  were 
to  interview  their  senators  and  assemblymen 
early  and  find  out  if  they  will  favor  a bill  which 
the  radiologists  want  to  have  passed.  If  they 
find  sufficient  support,  it  is  recommended  that 
they  introduce  the  bill  earfy  in  the  coming  Janu- 
ary— otherwise  there  is  no  hope. 

The  amendment  to  the  Medical  Practice  Act 
was  passed.  It  will  increase  the  efficiency  of  the 
Grievance  Committee,  despite  the  fact  that  it 
was  further  amended  before  passage.  “A  part  of 
a loaf  is  better  than  none.” 

Voluntary  health  insurance  corporations  must 
hire  solicitors  for  subscribers  by  salary,  not  by 
commission. 
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Courts  may,  in  cases  of  “drunken  drivers” 
admit  in  evidence  amount  of  alcohol  in  defend- 
ants’ blood. 

Individuals  committed  by  court  to  an  institu- 
tion of  the  Mental  Hygiene  Department,  are 
liable  to  have  their  driver’s  licenses  suspended  or 
revoked. 

All  clinics  or  institutions,  as  well  as  hospitals 
and  homes  for  convalescent  persons,  are  to  be 
placed  under  the  jurisdiction  of  the  State  Social 
Welfare  Department. 

The  sale  of  any  drugs  containing  opium  or  any 
of  its  derivatives  will  be  restricted  to  prescription 
by  a physician. 

Trichinosis  is  receiving  increasing  attention. 
The  commission  to  study  this  problem  has  an  ex- 
tension of  another  year,  with  an  appropriation  of 
$7,500.  The  Mailler  Long  Range  Health  Com- 
mission was  continued  with  an  appropriation  of 
$75,000,  an  increase  of  30,000  over  last  year’s 
amount. 

Slaughterhouses  outside  New  York  City  must 
be  licensed  by  the  Department  of  Agriculture  and 
only  wholesome  meat  may  be  sold,  and  hogs  must 
be  fed  only  cooked  offal  from  slaughterhouses. 
Articles  of  food  containing  pork  shall  be  properly 
processed. 

Our  Executive  Officer  has  filed  with  the 
Governor  opposition  to  two  bills  of  the  Depart- 
ment of  Education,  authorizing  registration  as 
professional  nurses  of  certain  persons  not  pos- 
sessing the  educational  qualifications  required  by 
law;  also  opposition  to  the  Quinn  bill  requiring 
physicians  and  nurses  to  divulge  confidential  in- 
formation. 

Results  show  that  upstate  legislators  were 
more  familiar  with  the  stand  of  the  State  Medical 
Society  on  public  health  measures  than  in  pre- 
vious years.  Evidently,  the  “big  stick”  of  some 
of  the  upstate  County  Presidents  and  Secre- 
taries has  been  profitably  wielded. 

In  the  downstate  area  the  senators  led  us  to 
the  conclusion  that  not  one  in  five  had  been  ap- 
proached by  any  physician  relative  to  the  merits 
of  the  radiology  bill.  One  of  the  senators  op- 
posed the  bill  in  the  interests  of  organized  labor. 

This  year  it  seemed*  wise  to  omit  the  introduc- 
tion of  the  physicians’  hen  bill.  That  should 
come  up  in  1942,  and  very  early. 

Each  county  society  can  plan  systematized 
contacts  of  their  legislators,  especially  as  regards 
the  lien  bill  and  the  radiology  bill. 

The  1942  personnel  in  the  Legislature  prob- 
ably will  be  the  same  as  this  year. 

The  Committee  gave  particular  attention  to 
the  instruction  of  the  1940  House  that  efforts  be 
made  for  repeal  or  amendment  of  the  State  Edu- 
cation Law  so  as  to  prevent  use  of  the  title  of 
“Doctor”  by  those  who  practice  chiropody 
(podiatry)  and  others  of  the  minor  subdivisions 
of  the  healing  arts,  and  also  to  petition  the 
Governor,  the  Legislature,  and  the  University  of 
the  State  of  New  York  to  the  end  that  the  title 
“Doctor”  be  properly  safeguarded.  It  reported 
to  the  Council  the  following  facts: 

1.  The  present  law,  effectual  as  of  September, 
1940,  does  not  give  podiatrists  the  right  to 
use  the  title  “Doctor”  but  only  the  title 
“Doctor  of  Podiatry”  to  graduates  in  1943. 

2.  The  Podiatry  Society  of  the  State  of  New 
York  has  advised  the  Department  of  Edu- 
cation that  it  will  be  prepared  by  the  year 


1945,  in  its  school,  the  First  Institute  of 
Podiatry  of  Long  Island  University,  to  in- 
crease the  educational  requirements  for 
the  degree  of  Doctor  of  Podiatry,  from  two 
years  of  college  work  and  three  years  at 
the  Institute  to  two  years  of  college  work 
and  four  years  at  the  Institute — so  that  the 
title  of  Doctor  will  become  a standard 
doctorate. 

3.  The  Associate  Commissioner  of  Education 
was  very  positive  at  the  meeting  in  Sep- 
tember of  the  representatives  of  Podiatry, 
himself  and  the  Legislative  Committee  of 
the  Medical  Society  of  the  State  of  New 
York,  that  with  the  title  of  Doctor  being 
given  to  so  many  groups  other  than  Doc- 
tors of  Medicine,  his  department  would  not 
approve  of  any  amendment  to  the  law 
eliminating  the  title  “Doctor  of  Podiatry” 
with  the  promise  that  such  a change  to 
standard  requirements  for  a Doctorate 
were  to  be  made.  In  other  words,  at  pres- 
ent, he  feels  that  the  Doctorate  in  Podia- 
try is  substandard  and  the  change  to  2 and 
4 years,  respectively,  from  2 and  3 years 
would  make  it  standard. 

4.  That,  when  the  podiatrists  amended  their 
law  in  1936  so  that  after  the  year  1940,  a 
course  would  be  started  requiring  for  ad- 
mission 2 years  of  college  work  and  3 years 
study  of  podiatry,  and  that  graduates  of 
such  a course  would  have  the  right  to  use 
the  title  “Doctor  of  Podiatry,”  the  Society 
through  its  Committee  on  Legislation, 
with  the  approval  of  the  Chairmen  of  the 
various  County  Committees  on  Legisla- 
tion, carefully  studied  and  apparently  ap- 
proved the  proposed  amendment. 

The  Council,  with  these  facts  in  mind,  took 
formal  action  at  its  meeting  on  January  9,  1941, 
in  its  capacity  as  the  ad  interim  administrative 
body  of  the  Society  charging  its  Committee  on 
Legislation  to  take  no  action  in  this  matter. 

Your  Committee  has  received  increasing  evi- 
dence of  the  recognized  stability,  reliability,  and 
dependability  of  our  Executive  Officer,  Dr.  Lawr- 
ence, in  the  eyes  of  our  legislators,  especially  the 
leaders.  It  should  be  a matter  of  satisfaction  and 
congratulation. 

The  responses  from  the  comity  societies  with 
their  offered  impressions  of  bills  have  been  of 
great  help,  more  than  ever  before.  Most  of  the 
physicians  recognize  the  fact  that  the  legislator 
is  “on  the  spot”  and  treats  him  with  all  friendli- 
ness in  personal  or  written  contacts.  Very  rarely 
there  is  a doctor  who  writes  mandatorially,  with 
little  respect  and  in  a manner  to  which  any  self- 
respecting  man  would  object.  “Molasses — not 
vinegar!” 

Dr.  Lawrence  advises  that  the  best  method  of 
getting  a bill  before  the  Legislature  and  without 
expense  to  the  doctor  is  to  present  the  proposi- 
tion to  an  Assemblyman  or  Senator,  asking  him 
to  draft  it  into  a bill  and  introduce  it. 

Again,  we  implore  that  the  House  of  Delegates 
refrain  from  making  any  mandatory  requests  for 
specific  legislation. 

The  Woman’s  Auxiliary  of  the  State  Medical 
Society  is  cooperating  intelligently  and  tirelessly. 
From  reports,  we  conclude  that  lay  opposition 
to  health  insurance  bills,  to  the  Schwert  bill  on 
physical  education,  and  to  many  other  undesir- 
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able  bills,  has  been  built  up  by  the  women.  God 
bless  them! 

Your  Committee  thanks  each  and  every  one, 
from  the  President  and  Secretary  down  to  the 
last  man  in  the  last  ditch,  for  help,  kindly  guid- 
ance, support  and  comfort,  assistance  and  assur- 
ance. We  appreciated  some  fine  letters  of  con- 
fidence. 

Speaker  Bauer:  If  there  is  no  objection,  the 

supplementary  report  from  the  Council  on  Legis- 
lation will  be  referred  to  the  Reference  Com- 
mittee on  the  Report  of  the  Council,  Part  VII, 
Dr.  Cunniffe,  Chairman , without  being  read. 

(There  was  no  dissent.) 

Speaker  Bauer:  Hearing  none,  it  will  be  so 
ordered. 

The  Chair  will  now  recognize  Dr.  Kosmak, 
Treasurer  of  the  Society,  to  present  a supplemen- 
tary report.  (Applause) 

10.  Supplementary  Report  of  the  Treasurer 

C Section  56) 

Dr.  George  W.  Kosmak:  Mr.  Speaker  and 

colleagues  of  the  House,  herewith  is  a supple- 
mentary report  of  your  Treasurer  which,  as  on 
previous  occasions,  endeavors  to  present  a more 
complete  statement  of  the  Society’s  financial 
status  during  the  past  calendar  year  than  is 
afforded  by  the  auditor’s  formal  report  for  this 
period.  I also  am  including  a partial  review  of 
those  activities  with  which  your  Treasurer  has 
been  concerned  by  virtue  of  his  position  as  a 
member  of  the  Council  and  as  Chairman  of  the 
Committees  on  Office  Procedures  and  of  Publica- 
tion. My  presentation,  therefore,  may  overlap 
the  reports  of  other  constituted  officers  and  bod- 
ies but,  in  the  exercise  of  the  above  functions,  I 
feel  that  I might  be  privileged  to  discuss  them. 
I will  consider  in  turn,  therefore,  your  Society’s 
financial  status  based  on  an  analysis  of  the 
auditor’s  report  for  the  year  1940,  and  refer  to  the 
work  of  the  Special  Committee  on  Office  Admin- 
istration and  the  activities  of  the  Publication 
Committee,  as  these  are  concerned  so  promi- 
nently with  financial  matters.  In  conclusion 
there  are  ventured  various  suggestions  and 
recommendations  for  your  consideration  and 
action. 

A.  Finances  in  General. — In  the  Report  of 
the  Board  of  Trustees,  the  financial  status  of  the 
Society  is  designated  as  satisfactory.  This  in  a 
large  sense  is  true.  Nevertheless,  it  cannot  be 
regarded  so  in  a permanent  sense  in  view  of  what 
may  come  about  during  the  next  few  years,  if  and 
when  this  country  becomes  involved  in  the  world 
conflict.  In  addition  to  the  status  of  our  securi- 
ties, we  must  take  into  consideration  primarily 
the  effect  on  our  income  from  the  drainage  of 
members’  dues,  for  we  cannot  estimate  definitely 
how  many  physicians  from  this  state  will  be 
taken  into  military  service.  The  allotment  from 
New  York  has  been  stated  to  be  as  high  as  2,500, 
of  which  a considerable  number  may  be  drawn 
from  our  membership.  The  surplus  of  income 
over  expenditures  to  be  noted  in  the  auditor’s 
report  for  1940  may  thus  be  eliminated  during 
the  current  year,  and  this  fact  must  be  kept  in 
mind  by  the  Council  Committee  on  Finance  in 
the  preparation  of  the  next  annual  budget. 

As  pointed  out  in  my  previous  reports,  your 
Society  has  developed  into  a comparatively  large 
and  important  business  organization.  A com- 


parative tabulation  of  dues  income  in  the  last 
seven  years  may  be  of  interest: 


1934  $131,936 

1935  $139,717 

1936  $143,090 

1937  $153,500 

1938  $157,764 

1939  $162,006 

1940  $179,148 

The  corresponding  costs  of  administration 

were  as  follows: 

1934  $ 84,327.70 

1935  $131,230.20 

1936  $136,674.20 

1937  $144,472.71 

1939  $138,465.03 

(without  Directory ) 

1940  $160,165.78 


The  much  simpler  method  of  conducting  our 
Society’s  affairs  which  prevailed  in  former  years 
has  required  extensive  changes  and  expansion  of 
procedures.  This  is  particularly  true  since  we 
have  undertaken  the  publication,  by  our  own  ad- 
ministrative staff,  of  the  Journal  and  the  Direc- 
tory. The  extent  of  the  Society’s  business  deal- 
ings must  be  gauged  by  the  fact  that  our  organiza- 
tion has  become  involved  in  monetary  transac- 
tions amounting  annually  to  about  $300,000.  A 
more  complete  accounting  and  control  in  the  cen- 
tral office  was,  therefore,  essential.  The  neces- 
sary steps  to  accomplish  this  involved,  among 
other  things,  the  engagement  of  a different  type 
of  auditor.  The  new  firm,  J.  K.  Lasser  & Co., 
was  selected  because  of  their  long  experience 
in  the  particular  field  of  office  management 
and  publications.  It  can  be  stated  that  the 
change  has  been  satisfactory  although  it  in- 
volved the  expenditure  of  a considerable  sum 
($2,100)  in  order  to  modernize  our  bookkeeping 
system  and  the  compilation  of  membership 
records.  Of  course,  this  will  not  be  a recurring 
expense.  Our  books  are  now  conducted  on  an 
accrual  instead  of,  as  formerly,  on  a cash  basis. 
However,  it  is  now  possible  to  have  by  the  15th 
of  each  month  a statement  of  the  Society’s  op- 
erations for  the  previous  month  and  a better 
knowledge  of  the  immediate  financial  status  of 
its  varied  operations,  insofar  as  actual  receipts 
and  disbursements  are  concerned. 

The  new  auditors  were  likewise  engaged  to  sur- 
vey the  work  of  the  central  office  and  to  offer 
concrete  suggestions  and  criticisms.  These  were 
presented  in  a formal  report  by  the  Committee  of 
Office  Procedures  last  October  and  further  com- 
municated to  the  Council  at  its  various  meetings. 
Included  among  them  were:  centralized  opening 
of  all  mail  and  adequate  control  of  all  cash  re- 
ceipts, improvements  in  collection  methods  on 
accounts  receivable  for  advertising  in  the  Jour- 
nal and  Directory , disbursing  of  petty  cash  and 
postage  funds,  a position  analysis,  and  other 
matters.  There  still  remains,  among  additional 
changes,  the  need  to  install  an  effective  stock  in- 
ventory system  for  the  new  Directory  when  pub- 
fished,  to  perfect  operation  and  management 
policies  with  reference  to  conserving  employees’ 
time,  avoid  overlapping  and  overtime  work. 

All,  or  most  of  the  foregoing,  that  is  to  say,  the 
proper  administration  of  the  Journal,  Directory, 
and  Technical  Exhibits  at  the  annual  meeting, 
are  strictly  business  activities.  The  gross  income 
from  these  sources  during  1940  was  over  $1 12,000. 
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I believe  from  my  association  with  the  work  of 
the  New  York  Office  that,  while  much  has  been 
accomplished,  further  savings  and  efficiency  are 
possible.  I am  convinced,  moreover,  that  the 
progress  which  has  been  made  is  due  largely  to 
the  work  of  the  Council  Committee  on  Office  Ad- 
ministration and  Policies.  It  would  be  unfortu- 
nate to  interrupt  this  work,  and  my  first  recom- 
mendation to  the  House  of  Delegates  is  that  this 
body  be  continued  and  its  composition  and  form 
retained,  for  this  includes  representation  from 
the  secretarial,  editorial,  business,  and  financial 
elements  of  your  organization.  This  committee, 
as  a matter  of  efficiency  and  economy,  should 
continue  to  be  identical  with  the  Publication 
Committee,  because  their  interests  overlap  to  a 
large  degree.  It  might  be  desirable,  however,  to 
have  a different  trustee  appointed  on  each  com- 
mittee in  order  to  develop  a wider  and  more  inti- 
mate contact  between  the  Board  of  Trustees  and 
the  Society’s  activities.  Reports  from  this  com- 
mittee should  be  made  to  the  Council,  and  a final 
report  made  to  the  House  of  Delegates  at  its  an- 
nual session.  I shall  refer  to  this  matter  again 
later  on  and  shall  conclude  the  purely  financial 
section  of  my  report  with  a more  specific  analysis 
of  the  auditor’s  statement  for  the  year  1940. 

The  income  from  dues  (including  arrears)  was 
$179,148.  The  expense  of  operations  was 
$160,165.78.  This  leaves  apparently  a surplus  of 
$18,982.22.  Note  may  be  taken  of  the  expendi- 
tures. The  cost  of  administration  grossly  was  as 
follows:  central  office  salaries  (general  manager 
and  clerical  force)  $32,658.51;  for  new7  furnish- 
ings $4,511;  for  rent  $2,914.21;  for  auditing  and 
system  study  $2,100;  for  social  security  and  un- 
employment taxes  $1,442.47;  for  supplies,  tele- 
phone, extra  stenography,  postage,  light,  etc., 
$5,676.78;  for  the  Medical  Preparedness  Com- 
mittee, $1,009.58.  A number  of  miscellaneous 
items  make  up  a total  of  over  $51,000  for  central 
office  administration.  Several  of  these  items 
should  not  recur;  e.g.,  outlays  for  new  furniture, 
system  studies,  medical  preparedness;  but 
salaries  constitute  a continuing  factor,  well  over 
$34,000  for  the  general  conduct  of  the  head- 
quarters office  without  those  connected  with 
publications,  public  relations,  legislation,  work- 
men’s compensation,  and  the  legal  bureau. 

In  a discussion  of  expenditures  for  salaries  it 
may  be  of  interest  to  note  that  the  total  disburse- 
ments for  salaries  during  1940  was  $100,141.51, 
made  up  as  follow’s:  headquarters  office  $34,- 
658.61;  department  of  publications,  Journal, 
$16,435.50,  and  Directory  $5,298.10;  public  rela- 
tions bureau  $9,774.30;  legislative  bureau 
$13,030;  workmen’s  compensation  bureau.$7,385 : 
bureau  of  scientific  activities  $1,560;  and  legal 
department  $12,000. 

Previous  to  1940  the  auditing  procedures  em- 
ployed did  not  afford  a satisfactory  method  of 
determining  the  actual  expenditures  for  salaries. 
However,  as  nearly  as  I can  state  them,  the  total 
amount  for  1939  was  $89,128.69  as  compared 
with  $100,141.51  for  the  past  year.  In  other 
words,  about  55  per  cent  of  the  total  income  from 
dues  in  recent  years  is  devoted  to  salaries,  leav- 
ing 45  per  cent  for  general  activities.  If  a lower- 
ing of  dues  income  results  from  a probable  reduced 
membership  during  the  war  period  and  from  re- 
missions for  those  entering  military  service,  it  will 
be  necessary  to  exercise  economies  in  various 
directions — a matter,  as  I have  already  stated, 


for  future  budget  committees  to  take  into  con- 
sideration. However,  I may  well  repeat  that  the 
expanding  activities  of  recent  years  demand  in- 
creasing expenditures  and  therefore  continuing 
oversight  is  essential  which,  in  my  belief,  can  best 
be  accomplished  through  the  localized  committee, 
whose  continuation  I am  recommending  in  this 
report. 

B.  Publications. — For  a period  of  approxi- 
mately three  years,  your  Society  has  published 
its  official  Journal  and  Medical  Directory.  The 
costs  are  met  by  allotments  from  dues  (91  cents 
per  member  for  the  Journal  and  $1.15  for  the 
Directory  in  1940)  and  from  advertising,  outside 
circulation,  and  reprints.  The  Journal  income 
during  1940  from  these  sources  was  $65,561.46 
and  the  Directory  $24,969.40.  The  total  expense 
of  production  was  $80,952.78  for  the  Journal 
and  $44,979.80  for  the  Directory.  The  net  cost 
for  the  Society,  therefore,  was  $15,391.32  for  the 
Journal  and  $20,010.40  for  the  Directory.  The 
budgetary  allotments  were  $22,950  and  $17,000. 
respectively.  Neither,  therefore,  was  exceeded. 

These  figures  are  impressive,  but  the  hope  may 
be  held  out  that,  with  the  improved  administra- 
tion of  this  activity,  with  savings  in  printing 
costs,  with  the  more  adequate  membership  index 
which  has  been  developed,  with  increasing  reve- 
nue from  advertising,  we  may  expect  that  the 
Society’s  publication  ventures  will  eventually 
return  in  full,  or  in  great  part,  their  costs.  Com- 
ment must  be  made  on  the  higher  quality  of  the 
Journal  and  upon  its  wider  general  distribution 
as  compensation  for  the  labor  and  effort  ex- 
pended. I want  to  call  attention  at  this  point  to 
the  devotion  and  hard  work  which  has  been 
given  by  Mr.  Dwight  Anderson  to  our  publica- 
tions. His  constant  association  and  cooperation 
with  your  Publication  Committee  has  developed 
a better  control  and  supervision  over  these  acti- 
vities than  we  have  ever  had  previously. 

C.  Public  Relations  Bureau. — The  conduct  of 
this  bureau  cost  the  Society  the  sum  of  $15,894.13 
during  1940,  thus  coming  within  the  budgetary 
allowance.  A new  phase  of  this  work  is  the  ex- 
panded radio  program  provided  by  a resolution 
of  this  House  of  Delegates.  This  has  entailed  a 
great  deal  of  work  and  is  described  more  fully 
elsewhere. 

D.  Workmen's  Compensation  Bureau. — Sala- 
ries took  up  about  $7,400  of  a total  of  $9,000 
which  this  bureau  cost  the  Society.  It  must  be 
noted  that  the  Medical  Society  of  the  County  of 
New  York  appropriates  an  equal  sum  to  the  cost 
of  conducting  this  bureau.  Whether  this  func- 
tion should  be  continued  on  the  same  participat- 
ing basis  or  taken  over  in  its  entirety  by  the  State 
Society  and  supported  by  contributions,  in  part 
at  least,  by  those  who  receive  its  benefits,  is  a 
matter  for  future  consideration. 

E.  Postgraduate  Education. — Your  Society’s 
participation  in  this  domain  is  limited  practically 
to  providing  for  postgraduate  instruction  and 
cost  $5,108.58.  In  view  of  the  increasing  de- 
mands made  on  the  chairman  of  the  committee 
in  charge,  it  may  become  necessary  to  make  this 
a remunerative  post  in  the  future.  The  Societ\T 
cannot  well  afford  to  restrict  these  activities  and 
as,  in  a sense,  this  is  a public  health  function, 
further  contributions  from  State  and  Federal 
sources  may  prove  desirable.  The  burden  of 
providing  such  facilities  should  not  rest  entirely 
upon  organized  medicine. 
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F.  Legal  Bureau. — The  costs  of  this  bureau 
during  1940  amounted  to  $12,321.02.  Although 
an  item  of  considerable  expense,  it  is  an  essential 
phase  of  our  activities. 

G.  Pensions. — Miss  Baldwin,  office  manager 
emeritus,  received  $3,000  during  the  current  year, 
as  in  previous  years  since  her  retirement,  by  reso- 
lution of  the  Council.  Miss  Loughlin,  a former 
bookkeeper  invalided  by  illness,  has  likewise  re- 
ceived a total  of  $522.95.  Your  Committee  on 
Office  Procedures  has  made  inquiries  as  to  the 
possibility  of  developing  a permanent  pension 
system.  It  was  estimated  by  one  company  that 
the  total  annual  premium  to  provide  a $65  per 
month  annuity  would  amount  to  $5,793.77.  In 
another  company  the  premium  asked  was  $6,253. 
In  1940,  Government  taxes  for  social  security  and 
unemployment  insurance  amounted  to  $2,563.37. 
This  figure  will  vary  each  year.  Employees  con- 
tribute an  equal  sum  by  deduction  from  payrolls. 
Whether  our  employees  would  be  agreeable  to 
subscribing  to  a second  insurance  scheme  is 
doubtful,  and  we  are  not,  in  my  belief,  in  a posi- 
tion to  meet  the  additional  cost  of  the  entire 
premium  or  the  difficulties  associated  with  ad- 
ministration. The  Committee  on  Office  Proce- 
dures does  not  recommend  this  measure  after 
careful  study  of  its  implications. 

H.  Investment  Account. — Your  Society  had  on 
January  1,  1941,  surplus  funds  invested  in  stocks, 
bonds,  and  savings  banks,  of  a total  value  of  over 
$265,872.38.  The  details  of  these  segregated 
funds  are  given  in  the  auditor’s  report. 

The  conduct  of  the  investment  fund  resides  in 
the  hands  of  your  Board  of  Trustees,  which  has 
presented  its  own  report.  The  total  income 
from  this  source  during  1940  was  $11,955.17,  all 
of  which  was  returned  to  the  fund.  (Idle  funds 
in  the  general  checking  account  were  placed  in 
savings  banks  until  needed.  During  the  year 
they  totaled  about  $24,000,  yielding  a return  of 
$389.38  in  interest,  which  would  have  been 
wasted  had  these  monies  not  been  set  aside  tem- 
porarily.) 

As  already  stated,  unavoidable  depreciation  in 
securities  has  occurred  again  during  the  past 
year,  but  no  further  defaults  have  taken  place  in 
either  principal  or  interest.  Dividends  have  been 
returned  on  all  stocks  acquired  since  a resolution 
of  this  House  gave  permission  to  the  Trustees  to 
invest  50  per  cent  of  the  Society’s  funds  in  equi- 
ties. Our  financial  advisers  (the  Chase  National 
Bank)  have  counseled  against  the  purchase  of 
further  securities  during  the  current  year,  with 
a few  exceptions,  and  suggested  a larger  cash 
reserve  to  be  kept  in  savings  banks.  The  latter 
totaled  about  $39,500  on  January  1,  1941.  This 
advice  is  in  accord  with  safety  of  conserving  prin- 
cipal rather  than  securing  larger  interest  return. 

I have  already  referred  to  the  considerable  de- 
preciation in  market  values  of  the  securities  in 
our  investment  fund.  This  amounted  in  1940  to 
$26,314.66  in  bonds  and  $15,098.91  in  stocks,  or  a 
total  of  $41,413.57,  in  relation  to  the  original 
cost,  which  figure  is  about  $5,500  in  excess  of  the 
year  1939.  I will  continue  to  believe,  as  I have 
stated  on  previous  occasions,  although  my  belief 
is  not  confirmed  possibly  by  others,  that  we 
should  possess  reserves  of  at  least  $400,000.  The 
only  addition  during  the  past  few  years  to  our 
previously  accumulated  reserve  is  the  income 
from  securities,  amounting  to  about  $11,000,  or 
one-quarter  of  the  total  depreciation.  The  excess 


of  operating  income  over  operating  expenses  in 
1940  was  approximately  $19,000,  which  balance 
is  none  too  large  to  serve  as  a working  capital. 
It  is  not  practical  to  place  it  in  the  investment 
account.  It  is  unlikely  that  a more  favorable 
balance  will  result  this  year  if  our  dues  income  is 
diminished  by  the  force  of  circumstances. 

The  comparative  values  of  our  security  hold- 
ings plus  (in  recent  years)  cash  reserves  in  sav- 
ings banks,  is  as  follows: 


1934  $177,887.40 

1935  $186,501.88 

1936  $211,549.45 

1937  $224,148.53 

1938  $236,045.07 

1939  $229,971.00 

1940  $265,872.38 


It  will  be  noted  that  there  is  shown  apparently 
a steady  increase,  but  account  must  be  taken  of 
the  fact  that  this  is  due  mostly  to  a return  of  the 
income  from  interest  to  the  principal  and  also  to 
the  recouping  fund  of  approximately  $13,000 
taken  from  current  income  in  1938-1939  to  com- 
pensate for  losses  in  defaulted  bonds.  Attention 
must  be  called  to  an  item  of  $10,000  which  was 
paid  out  of  capital  in  1937  for  the  purpose  of 
establishing  the  Journal.  This  sum  has  not  as 
yet  been  returned  and  is  a charge  against  the 
Journal  when  sufficient  funds  are  available  for 
its  repayment. 

I regret  this  somewhat  pessimistic  note  in 
reference  to  our  reserves,  and  I feel  that  they 
should  show  a more  healthy  growth  to  meet  pos- 
sible emergencies. 

General  Comments  and  Recommendations. — 
Having  been  honored  by  four  successive  terms  in 
this  office,  your  Treasurer  should  be  permitted, 
at  the  close  of  his  service,  to  present  a few  com- 
ments based  on  his  experiences  and  observations 
during  this  period.  As  an  elected  official, 
charged  in  the  Constitution  and  Bylaws  with 
definite  duties  and  responsibilities,  a treasurer  is 
apt,  in  time,  to  degenerate,  unless  he  becomes  over- 
conscious, into  a rubber  stamp,  with  his  principal 
duty  relegated  to  the  signing  of  checks.  He  is  an  of- 
ficer and  not  an  employee.  Aside  from  attendance 
at  Council  and  Trustees’  meetings,  he  occupies 
an  anomalous  position  unless,  as  in  this  instance, 
he  is  constituted  a member  of  special  bodies  such 
as  the  Council  designated  Committees  on  Office 
Administration  and  Policies,  and  on  Publication. 
After  he  has  acquainted  himself  with  the  inside 
workings  of  the  administrative  office,  he  begins 
to  wonder  how  much  real  value  he  is  in  his  honor- 
ary, and  perhaps  it  might  be  called,  onerous  job. 
And  when  a mere  practitioner  of  medicine  is 
thrust  into  a large  business  organization  such  as 
your  Society  has  grown  to  be,  he  feels  very  inade- 
quate in  fulfilling  what  should  be  a position  of 
great  trust.  He  feels,  as  a matter  of  fact,  if  he  is 
to  function  adequately,  that  he  should  be  very 
close  to  the  spending  mechanism.  Finance  com- 
mittees and  trustees  are  all  very  well  in  their 
way,  they  are  supposed  to  control  the  purse 
strings,  but  in  reality  they  have  no  direct  and 
constant  oversight  on  what  comes  in  and  what 
goes  out.  That  is  why  in  a previous  report  to 
this  House  of  Delegates  I suggested  the  appoint- 
ment of  a second  assistant  treasurer,  who  would 
be  a full-time  employee,  and  act  as  chief  book- 
keeper among  possible  other  duties,  and  who 
would  be  an  integral  part  of  the  office  staff.  Per- 
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haps  I did  not  choose  the  right  term  to  designate 
this  official;  I might  have  used  “bursar,”  or 
“comptroller,”  or  some  more  expressive  term. 

Although  I still  believe  in  the  efficacy  of  this 
suggested  step,  my  successor  in  office  may  have 
different  ideas  on  the  subject,  and  I would, 
therefore,  recommend  that  the  proposed  bylaw 
amendment  be  withdrawn  from  action  by  this 
House  and  the  matter  be  referred  to  the  incoming 
Council  for  further  discussion.  This  is  my  first 
recommendation. 

My  second  recommendation  is  that  the  Coun- 
cil Committee  on  Office  Administration  and 
Policies,  as  already  constituted,  be  continued  and 
the  reappointment  made  each  year  by  the  in- 
coming president,  including  two  designated  trus- 
tees. This  committee,  as  will  be  noted  in  the 
Secretary’s  and  in  this  report,  has  carried  out 
certain  essential  improvements  in  the  conduct  of 
the  main  office.  It  was  made  up  of  men  familiar 
with  the  business  of  the  latter  and  has  combined 
in  its  work  the  related  questions  dealing  with 
publication  matters.  Thus  far  the  committee  has 
concerned  itself  with  the  development  of  better 
accounting  methods,  improved  filing  systems  for 
members’  records,  job  analysis  of  the  clerical 
force,  with  salary  adjustments  and  other  changes 
in  office  management.  Ultimately  this  will  be 
reflected  in  efficiencies  and  economies  which  can 
be  developed  in  time  to  an  even  greater  degree. 
Situations  that  have  resulted  from  a rapid  ex- 
pansion of  the  Society’s  activities  will  require 
time  for  their  adjustment,  but  sufficient  progress 
has  been  made  to  warrant  a continuance  of  the 
policy  inaugurated  by  the  appointment  of  this 
particular  committee. 

I feel,  moreover,  that  the  powers  of  this  Com- 
mittee on  Office  Procedures  should  be  extended 
to  include  certain  functions  that  can  be  disposed 
of  effectually  by  a small  group  in  intimate  con- 
tact with  situations  that  require  immediate  ad- 
justment. This  would  include,  among  other 
matters,  questions  relating  to  salaries,  to  retire- 
ments, to  discharge,  to  engagements  of  members 
of  the  office  staff,  to  various  publication  questions 
relating  to  the  Journal  and  Directory.  I believe 
that  this  course  would  be  very  helpful  to  both 
the  General  and  Business  managers  and  would 
facilitate  quick  action  where  this  is  demanded. 

As  the  Committees  of  Office  Procedures  and 
Publication  have  so  much  in  common,  I would 
suggest  that  they  be  made  up,  as  last  year,  of  the 
same  personnel,  with  representation  of  a separate 
member  of  the  Board  of  Trustees  on  each.  This 
would  insure  an  intimate  connection  between  the 
Board  and  these  two  important  committees.  The 
latter  suggestion  supplements  my  recommenda- 
tion already  made  above. 

A third  recommendation  suggests  for  your  con- 
sideration the  creation  of  a fund  to  be  designated 
as  the  “ Library  Fund”  which  shall  provide  for 
the  maintenance  and  upkeep  of  a reference  and 
working  library  in  the  headquarters  office.  The 
activities  of  the  Bureau  of  Public  Relations,  in 
particular,  have  necessitated  the  acquisition  and 
purchase  of  various  books  and  periodicals  which 
essentially  are  the  property  of  your  Society.  A 
budgetar}^  allowance  of  $250  was  provided  last 
year  for  this  purpose  and  was  slightly  exceeded. 
In  addition  “exchanges”  with  other  medical  jour- 
nals should  likewise  be  deposited  as  well  as  those 
books  which  are  not  suitable  for  review  through 
the  medium  of  the  Kings  County  Medical  So- 


ciety. Periodicals  in  particular  should  be  avail- 
able for  comment  by  the  responsible  editor  of  the 
Journal.  All  of  these  must  be  properly  stored 
and  catalogued  as  necessary.  As  a practical 
measure,  the  Trustees  may  be  requested  to 
designate  a certain  segment  of  our  capital  funds 
for  this  purpose,  the  income  from  which  could  be 
used  as  indicated.  The  budgetary  allotment 
made  to  the  Bureau  of  Public  Relations  for  this 
purpose  could  then  be  eliminated  and  all  pur- 
chases made  by  proper  requisition  through  the 
medium  of  the  Library  Fund.  The  appointment 
of  a Council  Library  Committee  and  a responsible 
librarian  from  the  office  staff  may  need  to  be 
considered  to  carry  out  this  plan,  which  I submit 
for  your  consideration. 

I have  one  final  recommendation  to  propose 
for  your  consideration.  Through  my  association 
with  various  welfare  organizations,  particularly 
the  Physicians’  Home,  I have  become  convinced 
of  the  desirability  of  having  organized  medicine 
provide  through  its  constituent  State  Societies, 
some  means  of  relief  for  physicians  incapacitated 
by  age,  infirmities,  and  actual  poverty.  There 
do  not  appear  to  be  many  such  unfortunates  and 
large  funds  for  this  purpose  are  unnecessary. 
The  Physicians ’ Home  of  New  York  has  de- 
veloped certain  affiliations  with  our  State  So- 
ciety, its  appeal  for  contributions  voluntarily 
added  to  the  bills  for  regular  dues  has  met  with  a 
very  satisfactory  response.  It  is  of  interest  to 
record  that  this  appeal  resulted  in  the  collection 
to  date  of  $2,802,  showing  that  the  members  of 
the  State  Society  have  acknowledged  in  a most 
satisfactory  manner  their  appreciation  of  this 
activity. 

I would  venture  the  suggestion,  therefore,  that 
our  State  Society  assume  this  function  and  that  a 
certain  small  allotment  of  dues  be  made  for  this 
purpose.  It  would  not  be  an  unusual  procedure. 
The  State  Societies  of  Pennsylvania,  Illinois,  and 
some  others,  I believe,  have  developed  similar 
benevolent  functions,  assisted  by  their  Woman’s 
Auxiliaries,  and  I would  recommend,  therefore, 
that  a special  committee  of  three  be  appointed 
from  among  the  membership  of  the  incoming 
Council  to  study  and  report  on  the  subject  at  one 
of  its  regular  meetings. 

In  my  official  position  as  the  custodian  of  the 
funds  of  your  Society,  I should  perhaps  have 
limited  this  supplementary  report  to  a discussion 
of  the  dollars  and  cents  in  my  charge.  However, 
in  recent  years,  I have  come  into  more  intimate 
contact  with  related  activities  in  which  there  are 
important  financial  implications.  I have  en- 
deavored to  discuss  some  of  them  in  this  report 
and  trust  that  I may  be  pardoned  for  these  ex- 
cursions into  allied  fields.  It  is  a pleasure  to 
record  that,  on  the  whole,  your  Society  is  finan- 
cially in  a fairly  sound  condition  insofar  as  ex- 
penditures are  kept  within  the  bounds  of  our 
present  income.  It  may  be  said  that  our  spend- 
ing policy  has  been  liberal,  but  it  has  contributed 
unquestionably  to  the  growth  and  importance  of 
our  organization.  Whether  such  liberal  policies-; 
can  be  continued  in  the  face  of  the  probable  in- 
roads on  our  dues-paying  membership  by  the 
military  situation  and  other  factors  are  matters 
to  be  fully  considered  by  the  incoming  adminis- 
tration. The  apparent  balance  last  year  of 
$19,000  may  easily  be  wriped  out  and  economies 
in  the  conduct  of  our  activities  may  be  in  order. 

In  closing  this  report,  with  which,  as  it  is  my 
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“swan  song,”  I may  have  taxed  your  patience,  I 
want  to  express  my  personal  appreciation  of  the 
work  done  by  your  various  administrative  officers 
and  the  clerical  staff.  I may  have  annoyed  them 
and  at  times  disagreed  with  them,  but  I am 
pleased  to  acknowledge  their  spirit  of  cooperation 
and  helpful  assistance. 

In  an  organization  as  large  as  ours,  it  is  essen- 
tial that  a spirit  of  cooperation  among  its  varied 
activities  be  maintained,  that  duties  and  respon- 
sibilities be  clearly  defined,  so  that  smooth- 
working efficiency  and  economy  be  guaranteed  to 
the  membership  of  the  Society  in  return  for  the 
expenditure  involved.  In  conclusion,  I want  to 
express  my  appreciation  of  the  helpful  assistance 
of  my  associate,  Dr.  Kirby  Dwight,  and  of  Dr. 
Peter  Irving  and  those  members  of  the  adminis- 
trative staff  with  whom  my  duties  have  brought 
me  into  intimate  and  personal  contact. 

Summary  of  Recommendations. — 

1.  Withdrawal  of  proposed  amendment  deal- 
ing with  appointment  of  second  assistant 
treasurer.  Refer  matter  to  incoming 
Council  for  study  and  report. 

2.  Continuation  of  Council  Committees  on 
Office  Procedures  and  Publication,  with 
indicated  changes  in  personnel  and  au- 
thority. 

3.  Creation  of  Library  Fund  and  provisions 
for  maintenance  of  library  in  central 
office. 

4.  Appointment  of  Council  Committee  to 
study  and  report  on  a State  Society  Be- 
nevolence Fund. 

Speaker  Bauer:  The  Supplementary  Re- 

port of  the  Treasurer  will  be  referred  to  the 
Reference  Committee  on  Report  of  the  Coun- 
cil, Part  XII,  Dr.  William  Klein,  Chair- 
man. 

11.  Designation  of  Reference  Committee  Meet- 
ing Rooms 

Speaker  Bauer:  The  reference  committee 
meeting  rooms  are  located  on  the  third  floor. 
As  you  step  off  of  the  elevator,  you  will  see  a 
large  sign  there  showing  the  rooms  to  which  the 
various  committees  are  assigned.  The  Com- 
mittee on  Report  of  the  President  is  assigned  to 
Room  303;  Council,  Parts  I and  II,  Room  302; 
Council,  Parts  III  and  IV,  Room  301;  Council, 
Parts  V and  VI,  Room  310;  Council,  Parts  VII 
and  VIII,  and  Legal  Counsel,  Room  334;  Coun- 
cil, Parts  IX  and  X,  Room  335;  Council,  Parts 
XI  and  XII,  Treasurer  and  Trustees,  Room 
337;  Secretary  and  New  Business  A,  Room 
338;  New  Business  B and  C,  Room  340.  Rooms 
343  and  350  have  the  stenographers  in  them, 
and  you  can  go  to  those  rooms  and  have  your 
reports  typed.  All  reports  and  resolutions  must 
be  submitted  with  four  copies;  that  is,  the 
original  and  three  carbon  copies.  When  the 
House  recesses,  you  can  go  to  the  third  floor  for 
your  committee  meetings,  and  I am  going  to 
ask  all  those  who  are  interested  in  any  phases  of 
the  reports  or  in  any  resolutions  to  present 
themselves  before  those  committees  so  that  you 
can  give  your  ideas  to  them. 

I am  also  going  to  ask  all  officers  and  members 
of  the  Council  to  hold  themselves  in  readiness  to 
appear  before  any  reference  committee,  if  the 
committee  so  desires. 


12.  Introduction  of  Delegates  from  Other  State 

Medical  Societies 

Speaker  Bauer:  Are  there  any  delegates 
from  the  states  of  Connecticut,  New  Jersey,  or 
Vermont  present? 

(There  was  no  response.) 

Secretary  Irving:  Apparently  they  have 
not  yet  arrived. 

Speaker  Bauer:  If  anyone  at  any  time  dis- 
covers that  a delegate  from  another  State  So- 
ciety has  shown  up,  I wish  he  would  let  the 
Chair  know,  so  they  may  be  properly  introduced. 

At  this  time  the  ordinary  course  of  business 
would  be  the  consideration  of  amendments  to 
the  Constitution  and  Bylaws  which  were  in- 
troduced last  year.  However,  there  are  several 
of  those  amendments,  and  if  we  consider  them 
now  there  will  be  no  opportunity  for  the  intro- 
duction of  resolutions  before  adjournment,  and 
the  New  Business  Reference  Committees  would 
have  nothing  to  do  during  the  recess.  There- 
fore, if  there  is  no  objection  on  the  part  of  the 
House,  the  Chair  will  postpone  consideration  of 
the  amendments  to  the  Constitution  and  By- 
laws until  the  afternoon  session,  when  it  will  be 
the  first  order  of  business.  Is  there  any  objec- 
tion to  such  procedure? 

Chorus:  No! 

Speaker  Bauer:  Since  I hear  none,  it  will 

be  so  postponed,  and  taken  up  as  the  first  order 
of  business  at  this  afternoon’s  session.  When 
we  recess,  we  will  recess  until  3:00  p.m. 

At  this  time  the  Chair  will  receive  resolutions. 
I am  going  to  ask  the  gentlemen  when  you  arise 
to  give  your  name  and  county  so  that  the  re- 
porter can  get  them  into  the  record,  and  when 
you  present  your  resolution  please  come  for- 
ward so  that  you  are  facing  the  House,  and  so 
that  we  may  all  hear  it. 

13.  Medical  Practice  Act — Definition  of  Word 

“Antiseptic” 

{Section  41) 

Dr.  Chas.  Gordon  Heyd,  New  York:  It  was 
to  be  anticipated,  gentlemen,  that  when  the 
Medical  Practice  Act,  Paragraph  2,  Section 
1,262,  was  enacted,  that  gave  certain  grants  of 
privileges  to  the  osteopaths,  some  complica- 
tions would  arise.  The  term  “antiseptic” 
was  used  in  that  amendment  to  the  Medical 
Practice  Act,  and  the  osteopaths  now  feel  that 
the  use  of  the  word  “antiseptic”  therein  al- 
lowed them  to  use  drugs  for  syphilis  and  gonor- 
rhea, etc.  Therefore,  the  Board  of  Regents 
and  Secretary  Hammond,  have  been  confused 
at  the  lack  of  a proper  definition  of  “antiseptic”; 
hence  this  resolution  is  submitted: 

“Whereas,  the  word  ‘antiseptic’  has  never 
been  clearly  defined  as  used  in  the  Medical 
Practice  Act,  Paragraph  2,  Section  1262;  be  it 
“ Resolved,  that  for  the  purpose  of  adminis- 
tration the  term  ‘antiseptic’  as  used  in  this  law 
shall  be  construed  to  refer  to  a substance  em- 
ployed for  topical  applications  only  or  to 
serve  as  a solution  for  the  sterilization  of 
instruments,  the  effect  in  both  instances  being 
to  prevent  or  inhibit  the  growth  of  micro- 
organisms.” 

Speaker  Bauer:  This  resolution  will  be 

referred  to  the  Reference  Committee  on  New 
Business  A,  of  which  Dr.  Simpson  is  chairman. 
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14.  Licensure — Standards  for  Recognition  of 
Foreign  Medical  Schools 

( Section  75) 

Dr.  Floyd  S.  Winslow,  Monroe:  This  reso- 

lution is  presented  by  the  Legislative  Committee 
of  the  State  Society.  It  has  to  do  with  the 
registration  of  foreign  physicians: 

“Whereas,  any  historical  review  of  the 
development  of  medical  licensure  in  the  State 
of  New  York  brings  into  prominent  relief 
the  important  role  that  the  Medical  Society 
has  assumed  in  each  step  of  that  development, 
the  Society  having  initiated  movements  from 
time  to  time  to  raise  the  requirements  for  licen- 
sure with  the  sole  objective  in  view  to  provide 
for  the  people  of  the  State  and  the  very  best 
quality  of  medical  care  available;  and 

“Whereas,  the  existing  requirements  for 
medical  licensure  if  properly  enforced  within 
the  intent  of  the  law  will  provide  ample  pro- 
tection to  the  people  from  the  ministrations  of 
incompetent  practitioners  so  far  as  any  law 
can  afford  that  protection;  and 

“Whereas,  a student  from  the  United 
States  or  Canada  is  required  to  present  evi- 
dence that  he  has  completed  not  less  than  four 
satisfactory  courses  of  at  least  eight  months 
each  in  a medical  school  in  this  country  or 
Canada  registered  as  maintaining  at  the  time  a 
standard  satisfactory  to  the  department: 
or  has  received  the  degree  of  bachelor  or 
doctor  of  medicine  from  some  medical  school 
in  this  country  or  Canada,  registered  as  main- 
taining at  the  time  a standard  satisfactory  to 
the  department;  and 

“Whereas,  a determination  of  the  repu- 
tability and  good  standing  of  medical  schools 
in  the  United  States  and  Canada  is  on  a sound 
basis  by  reason  of  periodic  inspections  of  such 
schools  by  the  Department  of  Education  of 
New  York  State,  the  Council  on  Medical 
Education  and  Hospitals  of  the  American 
Medical  Association,  and  the  requirements 
for  membership  in  the  Association  of  Ameri- 
can Medical  Colleges,  but  the  Department  has 
available  no  comparable  evidence  with  respect 
to  medical  schools  located  elsewhere  because 
of  the  fact  that  no  agency  exists  in  this  country 
which  inspects  or  classifies  such  foreign  schools; 
and 

“Whereas,  despite  this  lack  of  authentic 
information  as  to  the  quality  of  instruction 
given  in  foreign  schools,  graduates  from  such 
schools  are  in  increasing  numbers  receiving 
licenses  to  practice  medicine  in  New  York 
State;  and 

“Whereas,  according  to  the  statistics  fur- 
nished by  the  Bureau  of  Immigration  of  the 
United  States,  the  influx  of  graduates  of  for- 
eign medical  schools  into  the  United  States  has 
increased  from  329  in  the  fiscal  year  ending 
June  30,  1931,  to  a total  of  1,384  during  the 
fiscal  year  ending  June  30,  1939,  making  a 
total  of  4,549  for  the  same  period,  a large 
majority  of  whom  have  been  licensed  in  this 
and  other  states;  and 

“Whereas,  the  ethical  and  professional 
fitness  of  a candidate  for  medical  licensure 
cannot  be  appraised  solely  on  the  strength 
of  an  examination  but  must  be  gaged  also  by 
the  quality  of  instruction  that  the  applicant 


has  received  during  his  preprofessional  and 
professional  schooling;  and 

“Whereas,  the  foregoing  situation  presents 
a continuing  menace  to  the  health  and  welfare 
of  the  people  of  New  York  State  and  thus 
constitutes  a problem  causing  great  con- 
cern to  the  medical  profession  of  the  State; 
be  it  therefore 

“ Resolved  by  this  House  of  Delegates 

“(1)  That  recognition  for  medical  licensure 
in  New  York  State,  whether  after  examination 
or  otherwise  and  irrespective  of  the  question  of 
citizenship,  of  graduates  of  foreign  medical 
schools  be  strictly  in  accordance  with  the 
method  of  recognition  that  is  applied  with 
respect  to  the  graduates  of  medical  schools 
located  in  the  United  States  and  Canada. 
Any  other  method  of  recognition  would  con- 
stitute the  grossest  type  of  discrimination  in 
favor  of  foreign  graduates; 

“(2)  That  in  the  future  recognition  be  ac- 
corded graduates  of  a foreign  medical  school 
who  apply  for  license  to  practice  medicine  in  the 
State  of  New  York,  only  when  there  is  in  the 
possession  of  the  Department  evidence  of  the 
quality  of  instruction  imparted  by  the  school 
of  graduation.  This  must  be  of  equal  quality 
with  the  evidence  required  of  approved 
domestic  schools.  The  identical  standard 
should  be  applied  in  approving  all  medical 
schools,  domestic  or  foreign.” 

Speaker  Bauer:  This  resolution  will  be 

referred  to  the  Reference  Committee  on  New 
Business  B,  of  which  Dr.  DiNatale  is  the  chair- 
man. 

15.  Licensure — Full  Citizenship  Requirement 

( Section  76) 

Dr.  John  T.  Donovan,  Erie:  This  is  from 
the  Medical  Society  of  the  County  of  Erie: 

“Whereas,  it  has  been  the  custom  of  the 
Education  Department  of  the  State  of  New 
York  to  grant  medical  licenses  to  foreign 
physicians;  and 

“Whereas,  this  practice  has  not  been  to 
the  best  interests  to  the  general  public  and 
also  to  the  young  people  of  this  country  who 
have  studied  in  our  medical  schools;  therefore 
be  it 

“ Resolved , that  the  Medical  Society  of  the 
County  of  Erie  go  on  record  as  being  in  favor 
of  requiring  full  citizenship  as  a prerequisite  for 
the  obtaining  of  a medical  license  to  practice  in 
the  State  of  New  York.” 

Speaker  Bauer:  This  resolution  will  be 

referred  to  the  Reference  Committee  on  New 
Business  B,  of  which  Dr.  DiNatale  is  the  chair- 
man. 

16.  Medical  Preparedness — Deferment  of  Medi- 
cal Students 

{Section  63) 

Dr.  John  T.  Donovan,  Erie:  A second  reso- 

lution submitted  by  the  Medical  Society  of  the 
County  of  Erie: 

“Whereas,  medical  men  are  necessary 
for  the  proper  functioning  of  the  Army  and 
for  the  care  of  civilian  population,  and  es- 
pecially so  during  an  emergency;  and 

“Whereas,  the  drafting  of  medical  students 
would  interfere  with  the  normal  training  and 
graduation  as  many  of  them  would  not  return 
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for  the  completion  of  the  study  of  medicine 
when  the  course  has  been  interrupted  for 
one  or  more  years;  therefore  be  it 
. “ Resolved , that  the  Medical  Society  of  the 
County  of  Erie  go  on  record  against  the  draft- 
ing of  medical  students  and  also  instruct  its 
delegates  to  implore  the  Medical  Society  of 
the  State  of  New  York  to  do  everything  in  its 

gower  to  allow  the  deferment  by  Selective 
ervice  Boards  of  medical  students  thereby 
permitting  them  to  complete  their  medical 
education;  and  be  it  further 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  send  letters  to  various  draft 
and  appeal  boards  appraising  them  of  the 
gravity  of  the  situation.” 

Speaker  Bauer:  This  resolution  will  be 

referred  to  the  Reference  Committee  on  New 
Business  C,  of  which  Dr.  Masterson  is  the  chair- 
man. 

17.  Establishment  of  Section  on  Thoracic 
Diseases 

C Section  44) 

Dr.  John  T.  Donovan,  Erie:  This  is  a third 
resolution  which  I would  like  to  submit: 

“Whereas,  during  the  past  decade  great 
advance  has  been  made  in  the  diagnosis  and 
treatment  of  thoracic  diseases;  and 

“Whereas,  the  profession  at  large  is  being 
deprived  of  the  knowledge  of  this  scientific 
achievement;  and 

“Whereas,  the  New  York  State  Chapter  of 
the  American  College  of  Chest  Physicians  at 
its  annual  session  held  in  January  17,  1941, 
unanimously  passed  a resolution  to  petition 
the  New  York  State  Medical  Society  for 
the  establishment  of  a session  on  thoracic 
disease  at  its  annual  meetings;  therefore  be 
it 

“ Resolved , that  the  House  of  Delegates 
establish  a section  on  thoracic  diseases,  thus 
affording  to  the  members  of  the  State  Medical 
Society  a greater  opportunity  for  scientific 
and  clinical  knowledge  regarding  this  very  im- 
ortant  branch  of  medicine.” 
pe aker  Bauer:  This  resolution  will  be 

referred  to  the  Reference  Committee  on  New 
Business  A,  of  which  Dr.  Simpson  is  the  chair- 
man. 

18.  Membership — Remission  of  Dues  for  Mem- 
bers in  Active  Military  Service 

C Section  56) 

Dr.  John  T.  Donovan,  Erie:  This  is  a reso- 
lution from  the  Medical  Society  of  the  County  of 
Erie: 

“Whereas,  the  induction  of  physicians  into 
military  service  removes  them  from  their 
practice;  and 

“Whereas,  this  results  in  a great  sacrifice 
to  the  said  physician  both  personally  and  finan- 
cially; therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
County  of  Erie  go  on  record  as  favoring  the 
waiving  of  both  county  and  state  dues  of 
said  physician  while  in  active  military  service, 
this  resolution  having  been  discussed  and 
adopted  at  the  stated  meeting  of  the  Medical 
Society  of  the  County  of  Erie  held  February 
17th,  1941;  be  it  further 

“ Resolved , that  the  Medical  Society  of  the 


County  of  Erie  beg  the  Medical  Society  of  the 
State  of  New  York  to  take  such  action.” 
Speaker  Bauer:  Inasmuch  as  there  is  a 
resolution  much  to  the  same  effect  in  the  Report 
of  the  Council,  Part  XII,  this  resolution  will  be 
referred  to  that  committee  of  reference  instead 
of  to  a New  Business  Reference  Committee. 
This  is  referred  to  the  Reference  Committee  on 
the  Report  of  the  Council,  Part  XII,  dealing 
with  the  Reports  of  the  Treasurer  and  Trus- 
tees, of  which  Dr.  Klein  is  chairman. 

19.  Medical  Preparedness — Women  Physicians 
for  the  Medical  Reserve  Corps  of  the  United 

States  Army  and  Navy 

( Section  69) 

Dr.  Emily  D.  Barringer,  New  York:  This 
resolution  is  presented  by  the  Medical  Society 
of  the  County  of  New  York: 

“Whereas,  the  United  States  of  America 
is  at  present  engaged  in  a vast  preparedness 
program  which  includes  a fisting  of  members 
of  the  Medical  Reserve  Corps  available  for 
active  service;  and 

“Whereas,  there  are  approximately  8,000 
women  physicians  and  surgeons  in  the  United 
States — women  physicians  and  surgeons  of 
America  demonstrated  their  fitness  for  war- 
time service  during  the  First  World  War  when 
they  financed  units  and  staffed  hospitals  with 
well-trained  officers,  in  France  and  Servia; 
and 

“Whereas,  the  United  States  Government 
has  to  date  taken  no  cognizance  of  these 
women  physicians  in  time  of  national  emer- 
gency; and 

“Whereas,  the  Government  has  already 
granted  women  nurses  Army  rating  with 
proper  rank,  pay,  and  war-risk  insurance; 
therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the  women 
physicians  and  surgeons  of  America  be  made 
eligible  for  the  Medical  Reserve  Corps  of  the 
United  States  Army  and  Navy,  and  be  granted 
full  privileges  thereof;  and  be  it  further 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  instruct  their  delegates  to 
the  House  of  Delegates  of  the  American  Medi- 
cal Association,  that  this  request  be  laid  be- 
fore the  House  of  Delegates  of  the  American 
Medical  Association  for  consideration.” 
(Applause) 

Speaker  Bauer:  This  resolution  will  be 

referred  to  the  Reference  Committee  on  New 
Business  B,  of  which  Dr.  DiNatale  is  chairman. 

20.  Medical  Practice  Act — Annual  Re-registra- 

tion Fee 

( Section  48) 

Dr.  Louis  A.  Van  Kleeck,  Nassau:  This  is  a 

resolution  submitted  by  the  Nassau  County 
Medical  Society: 

“Whereas,  the  Medical  Practice  Act  of 
1930  provides  for  the  payment  of  every  prac- 
ticing physician  of  an  annual  re-registration 
fee  of  $2.00;  and 

“Whereas,  the  medical  profession  was  told 
at  the  time  this  law  was  proposed  that  the 
purpose  of  the  fee  is  to  provide  the  educa- 
tional authorities  of  the  state  with  funds  with 
which  to  control  the  unlawful  practice  of 
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medicine  in  the  state  with  the  implied  or  ex- 
pressed promise  that  such  fees  were  to  be 
collected  for  a period  of  five  years  by  which  time 
the  problem  of  the  control  of  unlawful  prac- 
tice of  medicine  was  expected  to  be  solved; 
and 

“Whereas,  this  annual  fee  has  been  col- 
lected annually  since  the  effective  date  of  the 
new  law  with  no  indication  that  it  is  not  con- 
sidered a permanent  tax;  and 

“Whereas,  there  are  no  provisions  or,  at 
best,  inadequate  provisions  for  the  care  of 
indigent  physicians  in  New  York  State; 
be  it 

“ Resolved , first,  that  the  Nassau  County 
Medical  Society  requests  an  accounting  of  the 
moneys  collected  for  annual  re-registration 
since  the  effective  date  of  the  law  with  a state- 
ment as  to  how  such  moneys  were  expended; 
and  be  it  further 

“ Resolved , second,  that  a sum  of  money  be 
set  aside  from  this  fund  to  be  made  available 
to  the  indigent  physicians  of  the  state;  and  be 
it  further 

“ Resolved , that  a portion  of  the  annual  re- 
registration be  henceforth  allocated  for  such 
purposes ; and  be  it  further 

“ Resolved , that  the  delegates  of  the  Nassau 
County  Medical  Society  be  instructed  to 
present  these  resolutions  to  the  annual  meeting 
of  the  House  of  Delegates  to  the  Medical 
Society  of  the  State  of  New  York  to  be  held 
at  Buffalo  starting  April  28,  1941,  with  the 
request  that  the  Medical  Society  of  the  State 
of  New  York  sponsor  and  seek  the  introduction 
and  passage  of  such  legislation  as  might  be 
necessary  to  make  effective  the  purposes  of 
these  resolutions.” 

Speaker  Bauer:  Inasmuch  as  a resolution 

on  the  subject  of  this  re-registration  fee  was 
introduced  last  year  and  referred  to  the  Council, 
and  the  Council  has  reported  in  Part  XI  of  the 
Council  Report,  it  is  believed  this  resolution  is 
sufficiently  related  so  that  it  should  be  referred 
to  this  same  reference  committee.  Therefore, 
this  will  be  referred  to  the  Reference  Committee 
on  Report  of  the  Council,  Part  XI,  of  which  Dr. 
Bull  is  chairman. 

21.  Medical  Preparedness— Funds  for  County 
Society  Committees 

(< Section  74) 

Dr.  Thomas  A.  McGoldrick,  Kings:  This  is 

from  the  Medical  Society  of  the  County  of 
Kings: 

“Whereas,  The  American  Medical  Associa- 
tion and  the  Medical  Society  of  the  State  of 
New  York  have  agreed  to  assist  the  Federal 
Government  in  National  Defense;  and 

“Whereas,  this  has  necessitated  the  selec- 
tion of  over  2,000  physicians  in  New  York 
State  to  work  on  Local  Draft  Boards  and 
Medical  Advisory  Boards;  and 

“Whereas,  selection  and  recommendation 
of  physicians  to  serve  on  these  Boards  has 
necessitated  innumerable  telephone  confer- 
ences and  correspondence;  and 

“Whereas,  requests  are  constantly  being 
made  of  the  County  Medical  Societies  by  both 
the  State  Medical  Society  and  the  Army  as 
to  the  capability  of  physicians  to  do  certain 
types  of  work;  and 


“Whereas,  we  are  now  being  requested  to 
review  the  records  of  and  to  certify  the  4,600 
doctors  of  Brooklyn  as  to  their  availability 
for  military  or  naval  service,  or  as  to  their 
need  for  the  care  of  the  civilian  population; 
and 

“Whereas,  this  is  an  added  burden  on  al- 
ready overburdened  clerical  and  stenographic 
staffs  in  the  Coimty  Medical  Societies;  there- 
fore be  it 

“ Resolved , that  the  New  York  State  Medical 
Society  allot  sufficient  funds  to  the  County 
Societies  to  provide  additional  necessary  cleri- 
cal and  stenographic  help  and  office  equipment 
to  assist  in  carrying  on  the  work  of  the  com- 
mittees on  medical  preparedness.” 

Speaker  Bauer:  This  resolution  will  be 
referred  to  the  Reference  Committee  on  New 
Business  B,  of  which  Dr.  DiNatale  is  chairman. 

22.  Medical  Relief — Direct  Payment  of  Medi- 
cal Fees  to  the  Aged,  the  Blind,  and  Dependent 
Children 

0 Section  73) 

Dr.  Thomas  B.  Wood,  Kings:  This  is  a 
resolution  submitted  by  Kings  County: 

“Whereas,  under  existing  laws,  it  is  the 
duty  of  the  State  to  provide  medical  care  for 
those  persons  who  are  unable  to  provide  this 
care  for  themselves;  and 

“Whereas,  the  cost  of  medical  care  is  vari- 
able and,  at  the  present  time,  cannot  be  esti- 
mated in  advance;  and 

“Whereas,  under  the  Social  Security  Act- 
payments  for  assistance  in  categories  for  which 
grants  are  given  by  the  Federal  Government, 
such  as  the  aged,  the  blind  and  dependent 
children,  can  be  made  only  to  the  recipient  of 
this  assistance;  and 

“Whereas,  under  this  ruling  physicians 
treating  persons  receiving  old-age  assistance, 
aid  to  the  blind  or  aid  to  dependent  children 
can  no  longer  be  paid  directly  by  the  local 
welfare  organizations;  and 

“Whereas,  physicians,  nurses,  appliance 
dealers,  etc.,  have  no  accurate  knowledge  of 
when  persons  in  these  categories  receive  checks 
to  pay  for  medical  services  which  physicians 
and  others  have  given  them;  and 

“Whereas,  this  tends  to  cause  additional 
hardship  to  physicians  and  others  by  either 
requiring  them  to  go  to  the  patient’s  home, 
possibly  several  times,  to  collect  their  fee, 
or  to  treat  these  patients  without  just  rec- 
ompense; and 

“Whereas,  we  realize  that  the  Subcommit- 
tee on  Medical  Relief  of  the  State  Medical 
Society,  the  New  York  State  Department  of 
Social  Welfare  and  the  New  York  City  De- 
partment of  Welfare,  feel  that  persons  render- 
ing medical  care  of  New  York  State  should  be 
paid  directly  but  that  the  State  could  not 
sacrifice  approximately  $900,000  in  federal 
grants  for  medical  care  which  they  must  sacri- 
fice under  this  provision  of  the  Social  Security 
Act  if  the  monies  were  paid  to  other  than  the 
recipients-of-aid  in  these  categories;  therefore 
be  it 

“Resolved  that  the  Medical  Society  of  the 
State  of  New  York,  through  its  delegates  to 
the  American  Medical  Association,  request 
that  the  American  Medical  Association  have 
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legislation  initiated  to  provide  a change  in  the 
Social  Security  Act  so  that  persons  rendering 
medical  care  to  recipients-of-aid  from  any 
government  agency  may  be  paid  directly  by 
that  agency.” 

Speaker  Bauer:  This  resolution  will  be 

submitted  or  referred  to  the  Reference  Commit- 
tee on  New  Business  B,  of  wdiich  Dr.  DiNatale  is 
chairman. 

23.  Medical  Relief— Direct  Payment  of  Medical 
Fees  to  the  Aged,  the  Blind,  and  Dependent 

Children 

. {Section  73) 

Dr,  Howard  Fox,  New  York:  This  resolu- 

tion from  the  New  York  County  Society  is  very 
much  like  the  last  one,  and  perhaps  goes  to  show 
that  other  men  in  different  parts  of  the  state  feel 
similarly: 

“Whereas,  after  April  1,  1941,  checks  from 
the  Department  of  Welfare  of  the  State  of 
New  York  (Q.  V.  Form  M.  med  383  b)  for 
the  Medical  Care  of  those  patients  entitled  to 
Old  Age  Assistance  and  Blind  Assistance 
will  be  issued  directly  to  the  recipients  of  the 
care  and  not  to  the  doctors  rendering  it;  and 
“Whereas,  this  forces  the  physician  to  collect 
these  fees  from  indigent  people  w’ho  may  be  un- 
reliable; therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  being  op- 
posed to  the  proposed  change  in  method  of 
payment,  and  that  the  Society  request  the 
Department  of  Welfare  to  continue  its  former 
method  of  pajnng  these  physicians  directly.” 
Speaker  Bauer:  This  resolution  will  be 
referred  to  the  same  committee  as  the  previous 
one,  Reference  Committee  on  New  Business  B, 
of  which  Dr.  DiNatale  is  chairman. 

24.  Health  and  Accident  Insurance  for  Interns 

{Section  43) 

Dr.  Abraham  Klein,  Kings:  This  is  the 

resolution  I wish  to  introduce: 

“Whereas,  hospital  interns  spend  some 
of  the  best  years  of  their  lives  in  caring  for  the 
sick  at  very  little  or  no  compensation;  and 
“Whereas,  the  risk  of  infection  or  injury  to 
hospital  interns  is  very  great ; and 

“Whereas,  many  hospital  interns  in  the 
past  have  become  disabled  for  life  through  acci- 
dent or  illness;  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  New 
York  State  Legislature  that  a bill  be  introduced 
making  it  obligatory  for  hospitals  in  New  York 
State  to  provide  health  and  accident  insur- 
ance for  interns  serving  in  their  hospitals.” 
Speaker  Bauer:  That  resolution  will  be 

referred  to  the  Reference  Committee  on  New 
Business  A,  of  which  Dr.  Simpson  is  chairman. 

25.  Medical  Preparedness — Foreign  Service  of 

American  Physicians 

{Section  60) 

Dr.  Laurance  D.  Redway,  Westchester: 
I wish  to  introduce  this  resolution: 

“Whereas,  the  President  of  the  United 
States,  on  April  17,  1941,  has,  as  President  of 
the  American  Red  Cross,  endorsed  the  appeal 
of  the  British  Red  Cross  for  one  thousand 
young  American  physicians;  and 


“Whereas,  the  American  Medical  Associa- 
tion, in  an  editorial  in  the  Journal  of  the 
AM. A.  has  ‘assured  Britain  of  every  possible 
assistance/  and  has  supplied  the  Red  Cross 
with  lists  of  eligible  young  doctors,  thereby 
endorsing  the  principle  that  American  physi- 
cians be  encouraged  to  volunteer  for  foreign 
service;  and 

“Whereas,  of  the  5,000  annual  graduates  of 
American  medical  schools  only  3,000,  or  60 
per  cent,  are  physically  acceptable  for  military 
service  and  available  to  meet  the  demands  of 
an  expanding  military  establishment,  thereby 
necessitating  substantial  requisitions  from 
the  ranks  of  those  now7  in  private  practice  in 
addition  to  depriving  the  civil  population  of 
50  per  cent  of  the  new  graduates;  and 

“Whereas,  the  maintenance  of  those  stand- 
ards of  military  and  civil  health,  made  possible 
by  the  thorough  education  and  training  of  the 
American  Physician  and  now7  demanded  by 
the  people  of  the  United  States,  is  vital  to  the 
defense  of  the  nation  and  the  welfare  of  its 
population;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  instruct  its  delegates  to  the 
A.M.A.  to  propose,  by  resolution  or  otherwise, 
that  the  American  Medical  Association  im- 
mediately state  its  policy  with  respect  to 
further  depletions  of  the  reservoir  of  available 
young  American  physicians  in  the  event  of 
further  requisitions  of  volunteer  medical  per- 
sonnel emanating  from  a foreign  source.” 
Speaker  Bauer:  That  resolution  will  be 
referred  to  the  Reference  Committee  on  New 
Business  C,  of  which  Dr.  Masterson  is  chairman. 

26.  Corporate  Practice  of  Medicine 

{Section  71) 

Dr.  Andrew  A.  Eggston,  Westchester:  The 

resolution  I w7ish  to  introduce  concerns  the  Cor- 
porate Practice  of  Medicine,  and  is  as  follows: 
“Whereas,  the  practice  of  medicine  or  of 
any  other  profession  by  a corporation  is  ad- 
visedly prohibited  by  most  of  the  states  of  the 
union;  and 

“Whereas,  New  York  State  now  authorizes 
the  formation  of  nonprofit  corporations  in  the 
field  of  voluntary  health  and  medical  expense 
insurance,  a development  which  may  ulti- 
mately be  extended  to  the  authorization  of 
the  virtual  practice  of  medicine  by  commercial 
as  well  as  nonprofit  corporations;  and 

“Whereas,  proponents  of  radical  innova- 
tions in  the  practice  of  medicine  are  known  to 
be  seeking  means  of  breaking  down  or  of  cir- 
cumventing present  legal  obstacles  to  the 
outright  or  disguised  practice  of  medicine  by 
corporations;  therefore  be  it 

“ Resolved , that  the  House  of  Delegates  re- 
quest the  Council  to  designate  a committee  to 
study  the  present  laws  and  precedents  in 
New  York  State  relating  to  the  corporate 
practice  of  medicine,  this  committee  to  be 
charged  with  the  continuing  duty  of  studying 
and  periodically  reporting  to  the  House  of 
Delegates  and  to  the  Society  its  findings  and 
recommendations,  with  a view  to  preventing 
the  destruction  or  circumvention  of  legal 
safeguards  against  corporate  practice  in  New 
York  State.” 

Speaker  Bauer:  That  resolution  will  be 
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referred  to  the  Reference  Committee  on  New 
Business  B,  of  which  Dr.  DiNatale  is  chairman. 

27.  School  Health  Program 

C Section  43) 

Dr.  Romeo  Roberto,  Westchester:  This  is  a 
resolution  from  the  Medical  Society  of  the 
County  of  Westchester,  on  the  subject  of  School 
Health  Service: 

“ Whereas,  the  problem  of  school  health 
service  involves  many  aspects,  requiring  the 
consideration  of  school  physicians,  public 
health  experts  and  experts  in  health  education, 
in  addition  to  physicians  engaged  in  private 
practice;  and 

“Whereas,  the  tendencies  and  trends  in  the 
development  of  school  health  service  may  well 
determine  the  pattern  of  future  medical  prac- 
tice, since  the  children  of  today  will  be  the 
adult  citizens  of  tomorrow;  be  it 

“ Resolved , that  the  House  of  Delegates  re- 
quest the  Council  to  provide  for  the  formation 
of  a special  committee  or  commission,  repre- 
sentative of  school  physicians,  private  phy- 
sicians and  experts  in  health  education,  and 
charge  this  commission  with  the  duty  of 
studying  further  the  school  health  program  of 
this  state  and  formulating,  as  promptly  as 
possible,  a practical  program  of  action  in 
answer  to  the  following  question: 

“ ‘What  changes  are  needed  in  law  and  in 
administrative  practice  to  place  the  school 
health  service  upon  a sound  economic  and 
professional  basis,  to  equip  the  school 
physician  for  leadership  in  health  education, 
to  correlate  the  school  health  program  with 
the  educational  program  as  a whole,  and  to 
correlate  the  school  health  service  with  the 
official  health  agencies  and  the  medical  pro- 
fession in  the  community?’  ” 

Speaker  Bauer:  This  resolution  will  be 
referred  to  the  Committee  on  New  Business  A, 
the  reference  committee  of  which  Dr.  Simpson  is 
chairman. 

28.  Leaves  of  Absence  for  Officers  in  Military 
Service 

( Sections  66,  79) 

Dr.  Theodore  West,  First  District  Branch: 
I wish  to  introduce  this  resolution: 

“Whereas,  many  officers  of  this  Society 
and  of  its  District  Branches  are  also  officers 
in  the  Medical  Reserve  of  the  armed  forces  of 
the  United  States;  and 

“Whereas,  such  officers,  when  called  to 
active  duty,  may,  by  reason  of  distance  or  the 
press  of  military  work,  be  unable  to  function 
properly  as  officers  of  this  Society  or  its  Dis- 
trict Branches;  and 

“Whereas,  there  is  no  provision  in  the  pres- 
ent Bylaws  of  this  Society  to  cover  such  an 
emergency;  therefore  be  it 

“ Resolved  that  any  officer  of  the  Medical 
Society  of  the  State  of  New  York  or  its  District 
Branches  who  is  called  into  active  service  with 
the  armed  forces  of  the  United  States  may, 
upon  application  to  the  Council,  be  granted 
leave  of  absence  during  his  period  of  active 
service;  and  be  it  further 

“ Resolved , that  during  such  absence  his 
duties  shall  be  delegated  as  the  Council  may 


direct  except  where  such  delegation  is  already 
provided  in  the  Bylaws.” 

Speaker  Bauer:  That  involves  an  amend- 
ment to  the  Bylaws,  and  cannot  therefore  be 
referred  to  a reference  committee,  but  will 
have  to  be  held  over  until  next  year. 

29.  Invitation  to  American  Medical  Association 
to  Hold  Its  1944  Annual  Meeting  in  New  York 

City 

( Section  70) 

Dr.  A.  M.  HelLman,  New  York:  This  con- 

cerns the  1944  meeting  of  the  American  Medical 
Association: 

“Whereas,  the  1940  Annual  Meeting  of  the 
American  Medical  Association  was  a,  great 
success  in  New  York  City;  therefore  be  it 
“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  extend  an  invitation  to  the 
American  Medical  Association  to  hold  its 
1944  Annual  Meeting  in  New  York  City.” 
Speaker  Bauer:  That  resolution  will  be 
referred  to  the  Reference  Committee  on  New 
Business  B,  of  which  Dr.  DiNatale  is  chairman. 

30.  Advertising  in  Newspapers — by  Physicians 

(a Section  61) 

Dr.  Samuel  M.  Kaufman,  New  York:  This 
resolution  is  presented  from  the  Medical  Society 
of  the  County  of  New  York: 

“Whereas,  Governor  Lehman  recently 
signed  the  Milmoe  Bill  which  limits  drasti- 
cally commercial  displays  and  flagrant  adver- 
tising by  licensed  podiatrists  in  the  State  of 
New  York;  and 

“Whereas,  the  dental  profession  previously 
succeeded  in  bringing  about  legislative  enact- 
ment which  reduced  advertising  abuses  in  the 
dental  profession;  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
go  on  record  as  disapproving  all  advertising 
in  newspapers  by  practicing  licensed  physi- 
cians of  the  State  of  New  York,  individually 
or  in  groups,  in  the  form  of  announcing  their 
office  address,  office  hours,  kind  of  practice  or 
particular  cure  to  the  public;  and  further  be  it 
“ Resolved,  that  the  House  of  Delegates  in- 
struct the  Committee  on  Legislation  of  the 
New  York  Medical  Society  to  take  any  action 
necessary  to  amend  the  present  law  to  this 
effect.” 

Speaker  Bauer:  That  is  referred  to  the 

Reference  Committee  on  New  Business  C,  of 
which  Dr.  Masterson  is  the  chairman. 

31.  Medical  Preparedness  — Deferment  of 
Medical  Students 

{Section  62) 

Dr.  M.  E.  Marsland,  Westchester:  This 
comes  from  the  Medical  Society  of  the  County  of 
Westchester: 

“Whereas,  the  experience  of  belligerent 
nations  in  the  World  War  and  in  the  present 
conflict  amply  demonstrates  the  necessity  for 
insuring  a continuing  supply  of  well-trained 
medical  graduates;  and 

“Whereas,  the  United  States  Army  in 
1917-1918  permitted  medical  students  on 
active  service  to  be  transferred  to  the  Reserve 
for  the  purpose  of  completing  their  medical 
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course,  on  application  to  and  approval  by  the 
Surgeon  General;  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  instruct  its  delegates  to  the 
American  Medical  Association  to  introduce  a 
resolution,  memorializing  the  Surgeon-General 
to  give  consideration  to  similar  action  with 
respect  to  medical  students  inducted  into  active 
service  in  the  present  emergency.” 

Speaker  Bauer:  Inasmuch  as  there  are  two 
resolutions  of  somewhat  similar  tenor  already 
referred  to  the  Reference  Committee  on  New 
Business  C,  of  which  Dr.  Masterson  is  chairman, 
this  resolution  will  also  be  referred  to  that  refer- 
ence committee. 

32.  Hospital  Construction — Federal  Bill 

{Section  45) 

Dr.  John  L.  Bauer,  Kings:  1 have  been 

asked  to  present  the  following  resolution: 

“The  Medical  Society  of  the  State  of  New 
York  is  informed  that  the  Senate  Committee 
on  Education  and  Labor,  of  which  Senator 
Mead  is  a member,  has  under  consideration 
S.1230,  the  Hospital  Construction  Bill  intro- 
duced by  Senator  Brown  of  Michigan.  The 
Society,  through  its  proper  committee,  has 
carefully  studied  the  bill  and  wishes  to  file  with 
Senator  Mead  certain  objections  to  it  in  its 
present  form: 

“1.  It  objects  to  the  inclusion  of  an  osteo- 
path on  the  national  advisory  hospital  council. 
This  designation  seems  unnecessary,  for  no 
hospital  would  be  created  for  that  form  of 
treatment  alone  since  it  is  only  a specialized 
form  of  treatment;  and  if  specific  forms  of 
treatment  are  to  be  recognized,  other  cults 
may  naturally  seek  designation; 

“2.  The  bill  seems  to  provide  that  only 
projects  constructed  within  the  first  year  shall 
be  supervised  by  the  advisory  council.  Other 
projects  conceivably  will  be  constructed  in 
later  years  and  the  advisory  council’s  author- 
ity should  be  extended  to  cover  these  also; 

“3.  The  definition  of  the  term  ‘hospital’  in 
Section  18  is  so  worded  as  to  permit  of  the  con- 
struction, equipment,  and  operation  of  health, 
diagnostic,  and  treatment  centers  without 
specifying  that  there  must  be  available  bed 
capacity.  Every  hospital  should  be  equipped 
to  provide  diagnostic  laboratory  service  and  to 
provide  treatment  for  ambulatory  cases;  but 
the  government  would  be  defeating  its  one 
purpose  of  spreading  medical  service  if  it  en- 
gaged in  constructing  health  centers  where  free 
diagnostic  and  treatment  services  would  be 
obtainable.  Private  physicians  not  employed 
in  the  centers  would  be  unable  to  compete 
with  the  government  centers. 

“Realizing  Senator  Mead’s  interest  in 
matters  of  this  character,  it  is  suggested  that 
the  House  authorize  that  this  communication 
be  sent  to  him  with  the  request  that  he  give  it 
careful  consideration,  and  if  a hearing  is  held 
on  the  bill,  that  it  be  spread  upon  its  minutes.” 
Speaker  Bauer:  That  is  referred  to  the 
Reference  Committee  on  New  Business  A, 
of  which  Dr.  Simpson  is  the  chairman. 

Are  there  any  other  resolutions? 

(There  was  no  response.) 

Speaker  Bauer:  Dr.  Irving  has  a couple  of 

communications. 


33.  Medical  Relief — Direct  Payment  of  Medical 
Fees  to  the  Aged,  the  Blind,  and  Dependent 
Children 

{Section  73) 

Secretary  Irving:  These  communications 

are  both  on  the  subject  of  the  direct  payment  of 
medical  fees  to  recipients  of  certain  categories 
of  relief.  These  letters  have  been  sent  to  the 
central  office,  one  from  Broome  County  Society 
and  the  other  from  Wyoming  County  Society. 

The  following  communication  is  from  the 
Broome  County  Society: 

“The  matter  of  direct  payment  to  physi- 
cians by  recipients  of  old-age  assistance  was 
brought  before  our  Medical  Society  at  the 
meeting  held  April  10.  After  considerable 
discussion,  the  following  resolution  was  passed: 
“ ‘That  the  Broome  County  Medical  Society 
objects  very  strongly  to  the  present  method 
of  paying  doctors  for  care  of  old-age  and 
blind  recipients  of  relief,  and  that  this 
Society  go  on  record  as  above,  and  that  a 
copy  of  this  motion  be  sent  to  the  Secretary 
of  the  State  Medical  Society  and  that  it  be 
read  at  the  meeting  of  the  State  Society  in 
Buffalo.’  ” 

The  resolution  passed  by  the  Wyoming  County 
Medical  Society  at  its  meeting  held  on  April  9 
reads: 

“It  was  voted  that  the  Society  go  on  record 
as  being  opposed  to  the  new  method  of 
paying  medical  fees  directly  to  old  age  relief 
cases  and  that  the  Board  of  Trustees  of  New 
York  State  Medical  Society  be  notified  of 
this  action.” 

Speaker  Bauer:  Those  two  communications 

will  be  referred  to  the  Reference  Committee 
on  New  Business  B,  of  which  Dr.  DiNatale  is  the 
chairman. 

If  there  are  no  other  resolutions,  the  Chair 
will  recognize  Dr.  Heyd. 

Executive  Session 

Dr.  Chas.  Gordon  Heyd,  New  York:  Mr. 
Speaker,  I would  like  the  courtesy  of  the  House 
of  Delegates  to  move  that  the  House  of  Dele- 
gates go  into  executive  session,  the  House  being 
purged  of  all  other  than  delegates,  and  that  no 
stenographic  record  be  made  of  the  proceedings 
while  in  executive  session. 

Dr.  Clarence  G.  Bandler,  New  York:  I 
second  that  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Bauer:  The  House  will  go  into 

executive  session,  and  the  Chair  will  appoint 
Colonel  Wentworth  as  sergeant-at-arms,  and 
two  husky  assistants,  Dr.  Towne,  of  Saratoga 
and  Dr.  Brennan,  of  Kings. 

(The  House  went  into  executive  session  at 
11:45  a.m.) 

When  the  House  went  into  open  session  at 
12:25  p.m.,  the  following  announcements  were 
made: 

Announcement  of  various  reference  committee 
meetings  before  the  afternoon  session. 

Speaker  Bauer:  Most  of  you  were  asked 

whether  you  would  be  interested  in  attending  a 
delegate’s  dinner  this  evening,  which  would  be 
purely  informal,  between  the  afternoon  and  the 
evening  sessions.  So  far  87  delegates  have  said 
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they  would  go  to  a dinner  tonight  if  such  were 
held.  Are  there  any  who  were  not  asked  that 
question,  and  who  would  be  interested  in  going? 

....  About  25  so  indicated.  . . . 

Speaker  Batter:  Apparently  there  are  over 

100  who  would  be  willing  to  go.  We  will  make  a 
definite  announcement  about  that  dinner  at  the 
opening  of  the  afternoon  session  as  to  the  time 
and  place.  I think  it  will  be  in  the  Georgian 
Room,  which  I believe  is  on  the  mezzanine 
floor,  but  we  will  make  a definite  announcement 
as  to  that  at  the  afternoon  session,  and  we  will 
try  to  make  it  as  reasonable  as  possible. 

The  Secretary  informs  me  that  some  of  the 
delegates  have  not  turned  in  their  credentials. 
Will  you  please  do  so,  when  you  leave  this  ses- 
sion at  the  registration  desk? 

When  we  recess,  we  will  recess  until  3 : 00  p.m. 
in  this  room. 

Are  there  any  other  announcements  to  be 
made? 

(There  was  no  response.) 

Speaker  Bauer:  If  not,  I will  declare  the 

House  recessed  until  3 : 00  p.m. 

(At  12:30  p.m.  a recess  was  taken.) 

Afternoon  Session 
April  28,  1941 

The  session  convened  at  3 : 05  p.m.,  pursuant  to 
recess. 

Speaker  Batter:  The  House  will  be  in 
order. 

34.  Constitution  and  Bylaws — Amendments 

Speaker  Bauer:  As  announced  this  morn- 
ing, the  first  order  of  business  this  afternoon 
will  be  consideration  of  the  amendments  to  the 
Constitution  and  Bylaws  which  were  proposed 
last  year. 

I will  ask  the  Secretary  to  read  the  proposed 
amendments  that  have  been  submitted  and  have 
been  on  his  desk  for  the  past  year,  and  which 
have  been  published  once  in  accordance  with  the 
Bylaws.  I think  it  will  facilitate  an  under- 
standing of  these  amendments  if  the  ones  per- 
taining to  changes  of  dues  and  the  fiscal  year  are 
read  in  toto,  then  we  will  take  up  the  various 
sections  individually.  I think  they  will  be  a 
little  clearer  if  the  whole  amendment  is  read 
right  through  to  start  with. 

A.  Change  of  Dues  Year  and  Fiscal  Year. 

Secretary  Irving:  The  first  amendment  under 

“A”  change  of  dues  year  and  fiscal  year,  I will 
not  read  the  introduction  unless  you  especially 
want  it. 

Speaker  Bauer:  Yes,  I think  it  would  add 
to  the  understanding  of  the  proposed  amendment 
by  the  House. 

Secretary  Irving:  This  appears  on  page  45 
of  the  Annual  Reports  which  have  been  dis- 
tributed to  you,  if  you  want  to  follow  along  with 
my  reading  of  it. 

This  has  to  do  with  change  of  the  Dues  Year 
and  Fiscal  Year  so  that  both  shall  coincide  with 
the  Calendar  Year.  Previous  to  1939  the  Dues 
Year  had  been  the  Calendar  Year  while  the 
Fiscal  Year  had  begun  July  1 and  ended  June  30 
of  the  succeeding  year.  In  1939,  the  House  of 
Delegates  had  retained  the  Fiscal  Year  from 


July  1 to  June  30,  but  changed  the  Dues  Year  to 
coincide  with  the  Fiscal  Year.  Because  this 
was  found  impractical,  particularly  as  related  to 
the  change  in  the  Dues  Y'ear,  the  Council  sub- 
mitted an  amendment  in  1940  so  that  both  Dues 
Year  and  Fiscal  Year  shall  hereafter  coincide 
with  the  Calendar  Year,  as  follows: 

Chapter  V. — Board  of  Trustees , Section  2. — 
Change  last  sentence  by  deleting  words  “July 
1,”  and  “June  30  of  the  following  year,”  and 
inserting  the  words  “January  1”  and  “Decem- 
ber 31  of  each  calendar  year”  making  it  read: 
“The  fiscal  year  shall  begin  January  1 and 
end  December  31  of  each  calendar  year.” 
Chapter  I. — Membership,  Section  2 — Change 
(a),  last  sentence,  by  deleting  the  words  “July 
1 to  June  30  of  the  succeeding  year,”  and 
inserting  the  words  “January  1 to  December 
31  of  each  year,”  making  it  read: 

“The  dues  year  shall  coincide  with  the 
fiscal  year,  January  1 to  December  31  of 
each  year.” 

Chapter  I. — Section  2 — Change  (b),  first  sen- 
tence, by  deleting  the  words  “December  31,” 
and  inserting  the  words  “May  31,”  making  it 
read: 

“A  member  whose  dues  and  assessments  are 
unpaid  after  May  31  of  any  current  year  is  not 
in  good  standing.” 

Change  (c)  by  deleting  the  words  “June  30,” 
and  inserting  the  words  “December  31,”  mak- 
ing it  read: 

“A  member  whose  dues  and  assessments  are 
unpaid  after  December  31  of  any  current 
year  shall  automatically  be  dropped  from 
the  rolls  of  membership  of  both  county  and 
state  societies,  without  notice  to  such  mem- 
ber by.  . . .” 

Delete  (d),  which  now  reads:  “The  change  of 

the  dues  year  shall  first  become  operative.  . . .” 
Change  (e)  by  deleting  the  words  “May  1,” 
and  “Ensuing  fiscal”  and  inserting  the  words 
“November  1,”  and  “succeeding,”  making  it 
read: 

“Dues  and  State  assessment  of  a member 
elected  or  reinstated  after  November  1 
shall  be  credited  to  the  succeeding  year; 
all  rights  and  privileges  of  membership, 
however,  dating  from  the  time  of  election.” 

B.  Amendment  of  Previous  Amendment. 

This  was  notice  that  the  Medical  Society  of  the 
County  of  Kings  had  resolved  to  amend  the  pre- 
ceding amendment,  Chapter  I,  Section  2 (e),  to 
make  that  portion  read: 

“Dues  and  State  assessment  of  a member 
elected  or  reinstated  after  October  1 shall 
be  credited  to  the  succeeding  year;  all 
rights  and  privileges  of  membership,  how- 
ever, dating  from  the  time  of  election.” 
Speaker  Bauer:  These  amendments  are 

now  before  you  for  your  approval,  or  disapproval, 
or  amendment. 

Dr.  Walter  D.  Ludlum,  Kings:  I think  the 
last  amendment  should  be  considered  first  and 
by  itself,  because  if  that  is  passed  it  will  super- 
sede part  of  amendment  “A.” 

Speaker  Bauer:  That  is  very  true.  I was 

going  to  take  them  in  serial  order,  and  when  we 
came  to  that  one,  Section  2 (e),  was  going  to 
consider  the  amendment  first. 

Dr.  Ludlum:  Very  well,  but  as  long  as  I am 
on  my  feet,  so  that  I may  not  have  to  ask  for  the 
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floor  again,  let  me  say  why  we  proposed  that 
amendment  of  the  previous  amendment.  The 
argument  of  Kings  County  Society,  which  I think 
should  apply  to  the  other  societies  as  well,  is  that 
a reinstatement  after  November  1 is  of  small 
value  and  is  of  little  advertising  value  to  the  So- 
ciety to  secure  reinstatement.  The  county  so- 
ciety meeting  is  held  on  the  Third  Tuesday,  and 
after  the  Third  Tuesday  of  November  there  is 
very  little  of  the  year  left.  If  we  can  offer  them 
the  value  of  the  remaining  year  from  the  Third 
Tuesday  of  October  it  will  be  a much  stronger 
advertising  point,  and  the  county  society  and  the 
State  Society  will  lose  very  little  by  the  contribu- 
tion that  we  make  in  that  way.  I think  that 
is  the  argument  that  our  society  has  for  October 
1 instead  of  November  1. 

Speaker  Bauer:  I take  it  you  move  the 

adoption  of  the  amendment  to  Chapter  I,  Sec- 
tion 2 (e),  as  proposed  by  the  Medical  Society  of 
the  County  of  Kings. 

Dr.  Ludlum:  Yes. 

Dr.  John  L.  Bauer,  Kings:  I second  that 

amendment. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Bauer:  We  will  now  consider  the 

amendments  as  a whole.  Inasmuch  as  these 
amendments  to  Chapter  V,  Section  2,  and  Chap- 
ter I,  Section  2,  (a),  (b),  (c),  (d),  and  (e)  as 
amended,  are  all  closely  interrelated,  and  one 
can  hardly  be  adopted  without  the  others,  I 
will  entertain  a motion  that  they  be  considered 
in  one  motion.  Is  there  any  objection  on  the 
part  of  the  House  to  handling  them  in  that 
manner? 

....  There  was  no  dissent.  . . . 

Speaker  Bauer:  Hearing  none,  you  have 

the  motion  to  adopt  the  amendments  to  the 
Constitution  and  Bylaws  as  listed  in  “A”  on 
page  45,  and  as  amended  by  “B,”  appearing  on 
the  same  page,  which  you  have  already  adopted, 
before  you.  In  other  words,  this  changes  the 
dues  year  and  the  fiscal  year  to  January  1 to 
December  31  as  the  dues  year  formerly  was 
prior  to  two  years  ago.  Are  you  ready  for  the 
question? 

....  The  question  was  called  for,  and  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Speaker  Bauer:  I declare  Amendments  “A.” 

and  “B”  adopted. 

C-  House  of  Delegates — Rearrangements  of 
Sessions.  Secretary  Irving:  Now  we  come 

to  Section  C of  these  amendments  entitled  “ ‘Re- 
arrangements of  Sessions  of  the  House  of  Dele- 
gates.” 

This  amendment  was  presented  to  the  1940 
House  of  Delegates  by  Dr.  Peter  Irving,  General 
Manager,  reading  as  follows: 

Chapter  III,  Section  J+,  the  first  sentence  shall 
be  altered  by  the  substitution  of  the  words 
“last  day”  for  the  words  “second  day”  making 
the  first  sentence  of  Section  4 read: 

“The  first  order  of  business  on  the  last 
day  of  the  session  of  the  House  of  Dele- 
gates of  each  annual  meeting  shall  be  the 
nomination  for  officers  of  the  Society  and 
other  members  of  the  Council,  a member  of 
the  Board  of  Trustees,  delegates  to  the 
American  Medical  Association,  and  the  ap- 


pointment of  a sufficient  number  of  tellers 
by  the  Speaker.” 

The  House  instructed  the  Council  to  reword 
this  amendment  in  order  to  clarify  its  meaning. 
This  the  Council  has  done,  at  the  same  time 
taking  cognizance  of  notice  of  an  amendment  by 
Dr.  Arthur  J.  Bedell  that  would  add  a new  Sec- 
tion to  Chapter  II  of  the  Constitution  to  the 
effect  that: 

“No  new  resolution  may  be  presented  on  the 
last  day  of  session  of  the  House  of  Delegates 
without  a two-thirds  affirmative  vote.” 

These  two  amendments  have  been  fitted 
together  by  the  Council  with  the  full  approval 
of  Dr.  Bedell,  and  the  result  follows: 

Chapter  II,  Section  3,  add  three  additional  sen- 
tences, instead  of  adding  a new  section,  to  read: 
“At  least  thirty  (30)  days  before  the  Annual 
Meeting  of  the  House  of  Delegates,  the 
Speaker  shall  announce  a schedule  of  the 
adjourned  sessions  of  the  House  of  Dele- 
gates. This  schedule  may  be  amended 
by  the  House  of  Delegates  during  its  con- 
vention. No  new  resolution  shall  be  intro- 
duced at  the  last  scheduled  session  except 
by  a two-thirds  vote  of  the  House.” 

Chapter  III,  Section  1,  to  effect  the  purpose  of 
the  amendment  to  Chapter  III,  Section  4,  it 
was  found  necessary  to  change  the  first  sentence 
of  this  Section  by  deleting  the  words  “second 
day’s,”  and  inserting  the  words  “last  sched- 
uled,” making  it  read: 

“The  Officers,  members  of  the  Council  and 
of  the  Board  of  Trustees  of  the  Society,  and 
the  Delegates  to  the  American  Medical  Asso- 
ciation shall  be  elected  as  the  first  business 
of  the  last  scheduled  session  of  the  annual 
meeting  of  the  House  of  Delegates.” 

Chapter  III,  Section  J,  change  the  first  sentence 
of  this  Section  by  deleting  the  words  “on  the 
second  day  of  the  session  of  the  House  of  Dele- 
gates of  each  Annual  Meeting,”  and  inserting 
the  words  “at  the  last  scheduled  session  of  each 
Annual  Meeting  of  the  House  of  Delegates,” 
making  it  read: 

“The  first  order  of  business  at  the  last 
scheduled  session  of  each  Annual  Meeting 
of  the  House  of  Delegates  shall  be  the 
nominations  for  officers  of  the  Society.  . . .” 
Speaker  Bauer:  The  purport  of  these 
amendments  is  perfectly  clear  to  everyone  in  the 
House,  or  would  they  like  any  further  informa- 
tion? If  not,  you  have  them  before  you  for 
consideration.  We  will  take  up  first  the  amend- 
ment to  Chapter  II,  Section  3,  which  would 
add  the  following  to  that  section: 

“At  least  thirty  (30)  days  before  the  Annual 
Meeting  of  the  House  of  Delegates,  the  Speaker 
shall  announce  a schedule  of  the  adjourned 
sessions  of  the  House  of  Delegates.  This 
schedule  may  be  amended  by  the  House  of 
Delegates  during  its  convention.  No  new 
resolution  shall  be  introduced  at  the  last 
scheduled  session  except  by  a two-thirds  vote 
of  the  House.” 

Is  there  any  discussion  on  the  amendment? 
Dr.  Harry  Aranow,  Bronx:  That  word  “ad- 
journed” sessions  is  not  quite  clear  to  me. 

Speaker  Bauer:  The  original  session  of  the 

House  of  Delegates  is,  for  example,  the  one  we 
had  this  morning.  This  afternoon  is  an  ad- 
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journed  session.  Tonight’s  and  tomorrow  morn- 
ing’s will  be  other  adjourned  sessions. 

Is  there  any  further  discussion  on  this  amend- 
ment? 

....  There  were  calls  for  the  question,  and  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Speaker  Bauer:  The  amendment  to  Chap- 

ter II,  Section  3,  has  been  adopted. 

The  next  amendment  that  we  will  consider 
is  to  Chapter  III,  Section  1,  so  that  it  will  read: 
“The  Officers,  members  of  the  Council  and 
of  the  Board  of  Trustees  of  the  Society,  and 
the  Delegates  to  the  American  Medical  Asso- 
ciation shall  be  elected  as  the  first  business 
of  the  last  scheduled  session  of  the  annual 
meeting  of  the  House  of  Delegates.” 

Are  there  any  questions  or  discussion  on  that 
amendment? 

Dr.  Walter  D.  Ludltjm,  Kings:  Mr. 

Speaker,  while  I do  not  oppose  the  amendment, 
I should  like  to  raise  a question  as  to  the  word- 
ing of  it.  I hate  to  get  to  my  feet  on  a tech- 
nicality like  this,  but  this  amendment  provides 
that  a certain  thing  shall  be  the  first  order  of 
business  on  the  last  scheduled  session,  and  the 
next  amendment  to  be  acted  upon  provides 
that  something  else  shall  be  the  first  order  of 
business  on  the  last  scheduled  session.  How  can 
you  have  two  firsts  that  are  not  the  same  thing? 

Speaker  Bauer:  I think  you  are  right,  but 

if  you  will  read  the  present  Bylaws  you  will  find 
that  they  read  practically  the  same  in  that  re- 
spect, and  these  were  merely  copied  from  them, 
with  no  change  of  verbiage  on  the  point  you 
raise. 

Dr.  Ludltjm:  Yes,  that  is  true,  but  the  first 

amendment  provides  that  the  election  shall  be 
the  first  order  of  business,  while  the  second 
amendment  provides  that  the  nominations 
shall  be  the  first  order  of  business.  I think  it 
should  be  made  clear  as  to  what  we  mean,  and 
both  sections  reconciled. 

Speaker  Bauer:  Nomination  is  ordinarily  a 

part  of  the  election,  but  I agree  it  is  rather 
clumsy  the  way  it  is  now  worded. 

Secretary  Irving:  Can  you  have  an  election 

without  a nomination? 

Speaker  Bauer:  Not  very  well! 

Dr.  Ludlum:  I am  onty  talking  about  the 

wording  and  not  about  the  facts. 

Dr.  Kirby  Dwight,  New  York:  I would 

suggest  the  insertion  of  the  words  “nomination 
and  election”  in  both  places. 

Dr.  Ludltjm:  Yes,  that  will  do  it. 

Speaker  Bauer:  It  has  been  suggested 

that  “nomination  and  election”  be  inserted  in 
both  amendments.  The  question  is  first  on 
that  amendment.  Is  there  any  discussion  on 
that? 

Dr.  Louis  A.  Van  Kleeck,  Nassau:  “Last 

scheduled  session”  are  the  words  that  are  used 
in  the  amendments,  and  refer  to  tomorrow  morn- 
ing’s session? 

Speaker  Bauer:  Yes. 

Dr.  Van  Kleeck:  Tomorrow  morning’s 

session  is  an  adjourned  session,  is  it  not? 

Speaker  Bauer:  Yes,  but  the  way  the  con- 

stitution now  reads  it  provides  that  “The  first 
order  of  business  on  the  second  day  of  the  ses- 
sion of  the  House  of  Delegates  of  each  annual 
meeting  shall  be  the  nominations,”  which  would 
mean  that  if  we  change  the  order  of  business  so 


as  to  make  it  unnecessary  to  have  a night  ses- 
sion on  Monday,  as  has  theretofore  been  the 
case,  there  would  be  only  two  sessions  on  Mon- 
day and  two  on  Tuesday,  and  it  would,  there- 
fore, put  the  election  over  until  Tuesday  after- 
noon instead  of  Tuesday  morning  with  the 
amendment. 

Dr.  Van  Kleeck:  I understand  it  now. 

Speaker  Bauer:  The  question  first  is  on  the 

proposed  amendment  of  inserting  the  words 
“nomination  and  election”  in  both  proposed 
amendments  to  Chapter  III,  Section  1,  and 
Chapter  III,  Section  4.  Is  there  any  discussion 
on  that? 

....  The  question  was  called  for,  and  the 
amendment  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Speaker  Bauer:  We  will  now  have  the 

question  on  the  adoption  of  the  amended  amend- 
ments. The  first  one,  covering  the  amendment 
to  Chapter  III,  Section  1, 1 have  read,  and  as  you 
have  just  voted  to  amend  it,  it  will  read: 

“The  Officers,  members  of  the  Council  and  of 
the  Board  of  Trustees  of  the  Society  and  the 
Delegates  to  the  American  Medical  Associa- 
tion shall  be  nominated  and  elected  as  the 
first  business  of  the  last  scheduled  session  of  the 
annual  meeting  of  the  House  of  Delegates.” 

Is  there  any  discussion  on  that? 

....  The  question  was  called  for,  and  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Speaker  Bauer:  The  amendment  to  Chap- 

ter III,  Section  1,  is  adopted. 

Now  we  have  the  amendment  to  Chapter  III, 
Section  4,  which  amounts  to  the  same  thing. 
It  merely  appears  in  a different  place  in  the  By- 
laws, and  that  also  has  now  been  amended  by  the 
insertion  of  the  words  “nominations  and  elec- 
tions,” so  that  as  it  is  proposed  to  you  for  vote  it 
now  reads: 

“The  first  order  of  business  at  the  last  sched- 
uled session  of  each  Annual  Meeting  of  the 
House  of  Delegates  shall  be  the  nominations 
and  elections  for  officers  of  the  Society.  . . .” 
Is  there  any  discussion  on  that? 

....  The  question  was  called  for,  and  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Speaker  Bauer:  The  amendment  to  Chap- 

ter III,  Section  4,  is  adopted. 

D.  Expenses  of  District  Branch  Presidents 

Attending  the  House  of  Delegates  as  District 
Delegates.  Secretary  Irving:  Dr.  Theodore 

West  of  Westchester  County  introduced  the  fol- 
lowing amendment  at  the  1940  House  of  Dele- 
gates to  amend  Chapter  X , Section  1 , by  insertion 
of  an  additional  sentence  after  the  fifth  sentence 
to  read: 

“Presidents  of  the  District  Branches  sitting  in 
the  House  of  Delegates  shall  be  allowed  neces- 
sary expenses.” 

Speaker  Bauer:  That  amendment  is  before 

you  for  adoption.  Is  there  any  discussion  on  it? 

....  The  question  was  called  for,  and  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried  .... 

E.  Duties  of  Officers.  ( Sections  10,  36). 

Secretary  Irving:  The  next  amendment,  Mr. 

Speaker,  on  the  list  of  amendments  was  put  in 
by  Dr.  George  W.  Kosmak.  As  I understood 
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him  this  morning,  it  was  to  the  effect  that  he 
wished  to  withdraw  that  amendment. 

Speaker  Bauer:  The  amendment  is  before 

the  House.  It  can  only  be  withdrawn  by  mo- 
tion. 

Dr.  Walter  D.  Ludlum:  I move  that  out  of 

deference  to  Dr.  Kosmak,  who  introduced  the 
amendment,  that  the  amendment  be  withdrawn . 

Dr.  Samuel  B.  Burk,  New  York:  I second 
that  motion. 

Speaker  Bauer:  Is  Dr.  Kosmak  here? 

Dr.  Kirby  Dwight,  New  York:  No,  he  just 
stepped  out  of  the  room  for  several  minutes. 

Speaker  Bauer:  I think  it  might  be  courte- 

ous to  wait  until  he  returns  before  we  take  action 
on  the  withdrawal  of  that  amendment,  so  he  can 
speak  on  it  himself,  and  if  there  is  no  objection 
we  will  pass  that  over  temporarily  and  come  back 
to  it  when  he  is  here. 

Continue,  please,  Mr.  Secretary! 

F.  Jurisdiction  of  Board  of  Censors.  Secre- 
tary Irving:  Dr.  Peter  Murray  of  New  York 

County  introduced  the  following  amendment  at 
the  1940  House  of  Delegates  to  amend  Chapter 
VI , Section  2 , by  repealing  and  deleting  there- 
from the  second  sentence  of  said  section  begin- 
ning with  the  words  “Any  member”  and  ending 
with  the  words  “component  county  society” 
and  enacting  and  inserting,  in  lieu  thereof,  the 
following: 

“Any  member  of  any  component  medical 
society  who  shall  have  been  disciplined  or 
directed  to  suffer  discipline  in  any  degree  by 
any  final  decision  of  his  county  medical  society 
and  who  shall  have  exhausted  his  right  of  ap- 
peal, if  any,  with  any  such  county  medical 
society,  feeling  aggrieved  by  the  decision  of 
such  society,  may  appeal  to  the  Board  of 
Censors  of  this  Society  from  the  decision  of 
such  component  medical  society  by  filing  a 
notice  of  appeal  with  the  Secretary  of  this 
Society  and  with  the  Secretary  of  such  com- 
ponent medical  society  within  three  months 
after  such  final  decision  by  such  component 
medical  society.” 

Speaker  Bauer:  Is  there  any  discussion  on 

that? 

....  The  question  was  called  for,  and  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried  .... 

Speaker  Bauer:  The  amendment  to  Chap- 

ter VI,  Section  2,  is  adopted. 

Has  Dr.  Kosmak  come  in  yet? 

Chorus:  No. 

Speaker  Bauer:  While  we  are  awaiting  his 

return,  the  Chair  will  listen  to  reference  commit- 
tee reports. 

Is  any  reference  committee  ready  to  report? 

35.  Report  of  Reference  Committee  on  Report 
of  Council — Part  V — Medical  Expense  Insurance 

Dr.  Samuel  B.  Burk,  New  York:  The  Sub- 

committee of  the  Council  Committee  on  Public 
Relations  set  up  in  1939  to  study  and  advise  on 
Medical  Expense  Insurance  was  continued  by 
the  Council  and  consisted  of  Herbert  H.  Bauckus, 
M.D.,  Buffalo,  Chairman , Walter  T.  Dannreu- 
ther,  M.D.,  New  York,  and  William  Hale,  M.D., 
Utica.  Their  report  has  been  approved  by  the 
Council. 

A comprehensive  review  of  the  present  status 
of  the  problem  of  medical  expense  insurance  is 


presented  in  a monograph  of  almost  four  thou- 
sand words.  Since  it  contains  data  of  vital 
economic  and  sociologic  significance,  your  refer- 
ence committee  recommends  that  every  member 
of  the  Medical  Society  of  the  State  of  New  York 
become  acquainted  with  its  content. 

Your  reference  committee  has  assiduously 
studied  this  report  and  wishes  to  direct  your 
attention  to  the  following: 

The.  subcommittee  approved  Recommenda- 
tion IV  on  a General  Program  of  Medical  Care 
of  the  policy  of  the  House  of  Delegates  of  the 
American  Medical  Association  at  a special  meet- 
ing in  1938  and  held  that  hospital  service  insur- 
ance should  be  a community  project.  Plans 
appertaining  to  hospital  service  insurance  and 
group  hospitalization  plans  should  confine  them- 
selves to  hospital  facilities  and  not  include  any 
type  of  medical  care.  In  the  opinion  of  the 
reference  committee  local  health  needs  should 
be  the  guiding  factor  in  the  formulation  of 
such  plans,  since  conditions  locally  vary  not 
only  in  this  state  but  in  all  states  throughout 
the  United  States. 

Cash  indemnity  insurance  can  and  should  be 
developed  to  cover  in  whole  or  in  part  the  costs 
of  emergency  and  prolonged  illness.  We  wish 
to  emphasize  that  all  agencies  set  up  to  approve 
such  insurance  should  comply  with  State  statutes 
and  regulations  to  insure  their  soundness  and 
financial  responsibility.  Their  approval  by 
county  medical  societies  is  of  importance.  In 
this  connection,  your  reference  committee 
takes  cognizance  that  the  local  medical  societies 
should  act  in  an  advisory  capacity  with  the 
State  Insurance  Department  and  State  Depart- 
ment of  Welfare  in  an  effort  to  eliminate  groups 
with  inferior  standards  for  medical  care.  The 
welfare  needs  of  the  public  should  be  the  sole 
and  only  guide. 

The  subcommittee  reiterates  the  stand  of  or- 
ganized medicine  that  compulsory  health  insur- 
ance is  a complicated  bureaucratic  system 
which  would  increase  government  costs  and 
thereby  raise  taxes.  More  significant,  it  would 
lend  itself  to  political  control  and  manipulation. 
Your  reference  committee  takes  this  opportunity 
to  stress  these  thoughts. 

Your  reference  committee,  in  agreeing  that 
illness  arising  purely  in  and  out  of  the  course  of 
employment,  is,  of  course,  subject  to  the  sound 
principles  of  the  Workman’s  Compensation 
Law,  recommends  that  all  necessary  precautions 
should  be  taken  to  segregate  carefully  such  cases 
from  those  which  are  not  directly  associated  with 
employment  thereby  eliminating  an  entering 
wedge  for  the  justification  of  placing  all  illness 
under  the  Workman’s  Compensation  Laws. 
These  features  of  the  report  must  be  emphasized. 

The  1939  Enabling  Act  (Article  IX-C)  which 
brings  into  legal  being  the  nonprofit  cash  in- 
demnity insurance  plans,  allows  a liberal  inter- 
pretation by  the  constituted  authorities  (State 
Insurance  Department  and  the  State  Depart- 
ment of  Welfare)  yet,  as  previously  stated,  the 
county  medical  societies  representing  the  medi- 
cal profession  could  and  would  be  useful  in  an 
advisory  capacity. 

Your  reference  committee  wishes  to  record  the 
approval  of  the  “Tentative  Basis  and  Sugges- 
tions for  Medical  Expense  Indemnity  Insur- 
ance,” which  appears  on  page  716  in  the  April  1, 
1941,  issue  of  the  New  York  State  Journal  of 
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Medicine.  This  insurance  must  be  considered 
from  the  following  viewpoints: 

1.  It  must  be  nonprofit. 

2.  It  should  involve  cash  indemnity  and  not 
medical  service. 

3.  Patients  must  have  absolute  freedom  of 
choice  in  selecting  a duly  qualified  physi- 
cian from  all  those  qualified  to  practice  and 
willing  to  give  service  within  the  locality 
covered  by  the  operation  of  the  company. 

4.  No  third  party  may  be  permitted  to  come 
between  the  patient  and  his  physician  in 
any  medical  relation.  The  method  of 
providing  service  must  retain  a permanent 
confidential  relation  between  patient  and 
physician. 

5.  The  fees  should  not  be  below  those  of  the 
workmen’s  compensation  schedule;  but 
there  must  be  no  interference  with  higher 
fees  being  charged  the  higher  income 
groups. 

0.  All  features  of  medical  service  must  be 
under  the  control  of  the  medical  profession, 
such  control  to  be  exercised  by  or  under  the 
direction  of  the  Medical  Society  of  the 
State  of  New  York  or  one  of  its  compo- 
nent county  societies. 

7.  The  eventual  aim  of  any  plan  should  be  to 
cover  medical  care  in  the  office,  home,  and 
hospital. 

Your  reference  committee  feels,  however,  that 
active  propaganda  in  placing  these  principles 
before  the  medical  and  lay  public  is  an  urgent 
need  and  would  recommend  that  the  special 
subcommittee  continue  its  study  of  this  phase  of 
their  report  and  advise  as  to  its  possible  solution. 
Your  reference  committee  observed  that  much 
discussion  has  brought  this  subject  to  the  atten- 
tion of  the  lay  public  and  the  public  is  becoming 
Medical  Indemnity  Expense  Insurance  minded. 

While  there  are  many  in  the  low-income  work- 
ing population  groups  who  are  interested  in  the 
prepayment  for  adequate  medical  care  and 
provisions  for  cost  of  serious  catastrophic  illness, 
yet,  it  is  the  opinion  of  the  reference  committee 
that  the  medical  profession  has  not  as  yet  suf- 
ficiently supported  any  plan.  Without  such 
medical  support,  all  plans  will  fail.  Your  refer- 
ence committee,  in  offering  this  comment,  is 
fully  aware  of  the  lack  of  insurance  experience 
along  these  lines  and  urges  an  active  attitude  by 
the  profession.  This,  too,  should  be  studied  by 
our  subcommittee  and,  if  possible,  concrete 
recommendations  should  be  advanced.  Con- 
tinued sacrifices  on  the  part  of  the  medical  pro- 
fession will  be  the  means  of  obtaining  the  needed 
actuarial  data.  Exploitation  of  the  physician 
should,  however,  be  avoided. 

A cold  analysis  of  this  situation  has  been 
described  on  page  717  of  the  April  1,  1941, 
number. 

1 .  First  and  foremost,  the  people  of  the 
United  States  have  always  been  able  to 
secure  medical  attention  from  practicing 
physicians  whether  they  had  the  money 
or  not.  It  may  be  that  of  all  the  necessi- 
ties that  the  human  must  have,  he  can 
'secure  the  religious  service  and  medical 
care  easiest  and  most  certain  of  all. 
Someone  must  pay  for  food,  housing,  fuel, 
clothing,  and  hospitalization,  but  prac- 
tically" every  patient  without  cash  can  se- 
cure adequate  medical  care.  Therefore  it 


does  not  appear  to  the  prospective  patient 
that  he  is  so  much  in  need  of  insurance 
to  pay  the  cost  of  medical  care. 

2.  Many  people  of  the  low-income  group  feel 
that  they  can  afford  to  buy  only  one,  either 
a hospital,  or  medical  care,  insurance  con- 
tract. Most  patients  will  feel  that  if 
they  can  have  their  hospital  care  pro- 
vided, they  will  find  a physician  to  take 
care  of  them.  They  fully  intend  to  pay 
for  both,  but  the  experience  of  the  public 
has  been  that  they  may  later  on  pay  for 
medical  care  while  hospital  care  is  often 
a proposition  where  payment  is  demanded 
a week  in  advance.  This  statement  is 
made  with  no  reflection  on  hospital  meth- 
ods inasmuch  as  hospitals,  to  maintain 
themselves,  must  receive  revenue.  The 
same  may  be  said  of  physicians,  but  the 
physician  has  much  more  personal  rela- 
tionship with  the  patient  than  does  the 
hospital. 

3.  There  are  many  who,  having  a regular 
small  amount  of  cash,  prefer  to  buy  life 
insurance  with  this  amount.  There  is, 
of  course,  no  argument  against  proper 
protection  with  life  insurance.  It  may  be 
that  after  all  other  bills,  especially  those  in- 
cidental to  the  immediate  death,  are  paid, 
that  some  part  of  such  fund  may  be  used 
for  payment  of  medical  care.  There  is 
again  no  reflection  on  the  insured;  custom 
has  decreed  quite  well  the  relative  order 
in  which  those  funds  will  be  used.  It  takes 
salesmanship  and  some  persuasion  to  sell 
even  small  amounts  of  life  insurance. 

4.  Advertisement  by  means  of  the  personal 
agent,  radio,  and  printed  word  offers 
strong  inducement  to  the  apparently  well 
person  to  spend  his  or  her  money  for  the 
thousand  and  one  necessities  and  luxuries 
of  our  everyday  fife.  This  competition  is 
quite  too  strong  to  allow  a universal 
system  of  saving  money  to  pay  for  medical 
care  when  no  signs  or  symptoms  of  ill- 
ness appear  on  the  horizon.  In  fact,  this 
competition  has  gone  to  the  point  where 
the  individual  has  borrowed  and  is  con- 
siderably in  debt  for  many  of  the  things  he 
claims  to  own.  It  is  manifestly  quite 
difficult  to  lay  aside  money  for  medical 
care  when  the  installment  payments  are 
pressing.  Those  who  press  for  installment 
payments  have  a more  successful  way  of 
achieving  their  ends  than  do  those  who 
would  make  the  health  consideration  of 
the  individual  their  first  object. 

5.  The  American,  having  been  accustomed 

rather  to  employ  independently  his  physi- 
cian, looks  somewhat  askance  at  these 
plans  for  medical  expense  indemnity  insur- 
ance, asking  the  questions:  Am  1 sure 

to  get  the  doctor  of  my  choice?  Is  this  a 
panel  system?  Are  the  physicians  going 
to  be  interested  when  working  on  a group 
basis?  Are  inexperienced  people  experi- 
menting with  our  medical  care?  When 
the  corporation  grows,  will  it  gain  some 
political  manipulation  within  and  without? 
The  answers  to  these  questions  may  be 
easily  made  when  the  method  of  procedure 
adopted  by  the  New  York  State  Medical 
Society  is  understood,  but  it  will  take 
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time  before  the  public  will  have  full  con- 
fidence in  these  plans. 

6.  When  business  is  good  and  people  gener- 
ally are  working,  the  worker  has  little 
trouble  in  paying  for  medical  services 
and  he  will  not  worry  much  about  this 
when  he  and  his  family  are  well.  When 
he  is  out  of  work,  then  will  arise  the  dif- 
ficulty of  securing  funds  to  pay  for  medical 
insurance  premiums. 

Again  the  reference  committee  recommends 
that  the  various  modalities  for  the  education  of 
the  public  be  used. 

An  erudite  discussion  of  the  alleged  fallacy  of 
compulsory  health  insurance  as  a replacement 
of  nonprofit  medical  expense  insurance  was 
undertaken  by  our  Council  subcommittee  and 
this  presents  a basis  for  considerable  thought. 

While  it  is  true  that  medical  expense  indemnity 
insurance  is  comparatively  new,  your  reference 
committee  feels  that  every  effort  should  be  made 
to  bring  it  into  practical  being  as  promptly  as  is 
possible.  On  the  other  hand,  your  reference 
committee  agrees  that  any  plan  per  se  cannot 
overcome  poverty,  and  in  accord  with  the  opinion 
of  the  subcommittee  the  medical  profession  is 
ready  to  stand  by  to  give  every  economic  strata 
of  our  population  the  best  and  most  modern 
medical  care  available.  It  is  the  feeling  of  the 
reference  committee  that  every  county  medical 
society  should  and  must  attempt  some  solution  of 
this  pressing  problem.  In  conclusion,  your 
reference  committee  believes  that  the  subcom- 
mittee has  clearly  and  concisely  spread  itself 
on  the  record  so  that  each  local  community  will 
have  specific  principles  to  guide  it.  The  sub- 
committee is  to  be  congratulated. 

This  report  is  signed  by  myself  as  chairman ; 
John  T.  Donovan,  Erie ; Emil  Koffler,  Bronx; 
Andrew  Sloan,  Oneida;  and  Scott  L.  Smith, 
Poughkeepsie. 

I move  the  adoption  of  this  report. 

Dr.  Kirby  Dwight,  New  York:  I second  that 

motion. 

....  There  being  no  discussion,  the  motion 
was  put  to  a vote,  and  was  unanimously  car- 
ried .... 

36.  Constitution  and  Bylaws — Amendment 

E.  Duties  of  Officers  ( Sections  10,  34). 
Speaker  Bauer:  Dr.  Kosmak,  while  you  were 

out  of  the  room,  we  were  considering  the  amend- 
ment to  the  Constitution  and  Bylaws  which  you 
proposed  last  year  in  connection  with  Chapter 
VII,  by  the  insertion  of  a new  section,  10-A,  to 
read: 

“An  assistant  to  the  Treasurer  shall  be  ap- 
pointed annually  by  the  Council  at  its  or- 
ganization meeting,  who  shall  serve  and  be 
subject  to  the  supervision  and  order  of  the 
Treasurer,  shall  be  adequately  bonded,  have 
no  voice  or  vote  in  any  meeting,  shall  be  suit- 
ably remunerated  through  an  order  of  the 
Council  and  be  empowered  to  sign  checks  in 
special  rotating  funds  to  be  set  up  as  needed  by 
the  Trustees.” 

Dr.  Irving  stated  that  he  believed  you  wished  to 
withdraw  the  motion. 

Dr.  George  W.  Kosmak:  Yes. 

Speaker  Bauer:  A motion  was,  therefore, 

made  that  the  amendment  be  withdrawn,  but  as 
you  were  out  of  the  room  we  felt  it  was  courtesy 


to  permit  you  to  speak,  if  you  so  desired,  be- 
fore acting  upon  it. 

Dr.  Kosmak:  I included  that  recommenda- 
tion, Mr.  Chairman,  in  my  report,  and  I think 
the  reference  committee  will  bring  that  up  in  due 
time. 

Speaker  Bauer:  Yes,  but  we  have  the  spe- 

cific amendment  to  act  upon  at  this  time. 

Dr.  Kosmak:  I move  it  be  withdrawn. 

Speaker  Bauer:  It  has  already  been  moved 

and  seconded  that  it  be  withdrawn.  Is  there  any 
discussion  on  it? 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  unanimously  car- 
ried. . . . 

Speaker  Bauer:  The  amendment  is  with- 

drawn. 

Has  any  other  reference  committee  chairman  a 
report  to  present  at  this  time? 

37.  Report  of  Reference  Committee  on  Report 
of  Council — Part  III — School  Health  Program 

Dr.  Alfred  M.  Hellman,  New  York:  The 
Committee  on  Public  Health  and  Education  has 
continued  its  good  work  and  rendered  through 
the  Council  a very  satisfactory  report  which 
your  reference  committee  wishes  herewith  to 
praise.  The  efforts  being  made  are  along  correct 
lines.  We  wish  to  repeat  that  medical  work  in 
schools  should  be  in  the  keeping  of  properly 
trained  graduates  in  medicine  working  either 
under  the  Board  of  Health  or,  if  independently, 
they  should  be  responsible  to  no  lay  group  or 
individual  except  to  the  Department  of  Educa- 
tion itself. 

School  Health  Service  should  provide  the  best 
type  of  Health  Service  for  all  children  of  school 
age.  The  child  should  be  impressed  with  the 
fact  that  the  best  type  of  medical  care  can  only 
be  obtained  under  the  supervision  of  a doctor  of 
medicine.  The  teaching  of  health  measures 
should  be  done  by  the  trained  teacher,  lay  or 
medical. 

To  accomplish  this  object  there  need  be  no 
serious  change  in  the  state’s  setup,  but  there 
should  be  a separation  of  the  Division  of  Health 
and  Physical  Education  into  two  departments, 
each  directly  responsible  to  the  Department  of 
Education:  (1)  Health;  and  (2)  Physical 

Education.  To  have  a physical  educator  over 
an  M.D.  must  fail  to  give  the  best  results.  The 
doctor  must  decide  which  child  shall  take  the  full 
physical  education  program,  and  which  child 
may  indulge  in  only  limited  physical  activities, 
and  to  what  extent. 

The  work  and  actions  of  Dr.  Hambrook  are 
especially  noteworthy.  His  minority  report  to 
the  Board  of  Regents  as  against  the  rest  of  the 
Regents’  Advisory  Council  was  much  along  the 
lines  here  set  forth,  and  this  suggests,  therefore, 
that  the  Medical  Society  should  be  given  greater 
representation  on  the  Regents’  Advisory  Council. 

The  Council  rightly  went  on  record  as  opposed 
to  the  Schwert  Bill — a Federal  bill  which  would 
interfere  with  states’  power  in  such  matters. 
Health  is  universally  needed  but  to  obtain  it 
different  localities,  because  of  different  climates, 
different  homes  from  which  the  pupils  come,  re- 
quire different  regulations  and  easier  methods  of 
change  as  conditions  warrant.  Health  needs  are 
not  static. 

The  appointment  of  a small  subcommittee  to 
concentrate  on  a School  Health  Program  is 
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worthwhile  and  more  likely  to  bring  about  results 
than  a larger  group. 

The  need  of  better  dental  care  during  the 
school  age  has  again  become  evident  in  the  ex- 
amination of  the  present  Selective  Service  for 
Defense.  Therefore,  the  forming  of  a committee 
of  medical  men  and  dentists  is  most  timely.  The 
medical  group  should  include  at  least  one  pedia- 
trician. 

This  same  Selective  Service  has  brought  to  the 
fore  the  need  of  more  and  better  eye  care.  A 
survey  of  the  eyesight  of  all  school  children  in  our 
state  is  certainly  important  and  should  be  made 
by  ophthalmologists  and  made  at  once. 

Therefore,  the  reference  committee  recom- 
mends that  the  Council  be  instructed  by  this 
House  of  Delegates  to  continue  its  efforts  along 
the  present  lines  to  the  end  that  doctors  be  put  in 
charge  of  health  and  health  problems  among 
children  of  school  age,  eventually  bringing  back 
to  the  Department  of  Health  the  health  of  our 
school  children,  because  this  is  certainly  where  it 
belongs,  and  Health  Education  should  be  con- 
tinued under  the  guidance  of  educators,  whether 
lay  or  medical. 

I move  the  adoption  of  the  report. 

Dr.  Vincent  S.  Hayward,  Bronx:  I second 
the  motion. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Bauer:  Thank  you,  Dr.  Heilman! 

The  Chair  recognizes  Dr.  Chas.  Gordon 
Heyd,  Chairman  of  the  Committee  on  Lucien 
Howe  Prize. 

38.  Report  of  Committee  on  Prize  Essay  Awards 

Dr.  Chas.  Gordon  Heyd,  New  York:  Mr. 

Speaker  and  Members  of  the  House  of  Delegates, 
the  Lucien  Howe  Prize  Committee  consisted  of 
Dr.  Conrad  Berens,  Dr.  John  E.  Scarff,  and  my- 
self. 

There  were  three  essays  submitted  that  in  the 
opinion  of  the  examiners  were  of  outstanding 
merit.  The  first,  and  it  was  first  in  the  unani- 
mous opinion  of  the  three  men,  was  an  original 
contribution  on  “Surgical  Interruptions  of  the 
Pallidofugal  Fibres.”  The  synonym  was  “Abbot 
Martano  Fontana,  Florence,  1781.” 

Speaker  Bauer:  The  Secretary  will  open  the 
envelope  at  this  time  and  reveal  who  the  author 
actually  is. 

Secretary  Irving:  This  is  a sealed  envelope, 
with  the  motto  on  the  outside,  and  the  name  of  the 
author  inside,  which  I will  now  open.  The  name 
is  H.  Russell  Meyers,  of  Brooklyn,  New  York. 

Dr.  Heyd  : The  second  paper  in  order  of  merit 
was  entitled  “Choroidosis  Centralis  Serosa.” 
The  synonym  was  “Quot  homines,  tot  senten- 
tiae.” 

Speaker  Bauer:  The  Secretary  will  open  the 

envelope  at  this  time  and  reveal  who  the  author 
of  that  paper  is. 

Secretary  Irving:  Dr.  Walter  F.  Duggan, 

of  Utica,  New  York. 

Dr.  Heyd:  I believe  I should  make  honorable 

mention  of  the  third  paper  on  “Repair  of  Recent 
Lid  Lacerations  (Anagnostikus),”  which  was  of 
outstanding  merit,  but  the  two  previously  quoted 
received  the  highest  awards,  as  I said,  from  all  of 
the  examiners. 

Secretary  Irving:  The  author  of  the  third 

paper  is  Dr.  Henry  Minsky,  of  New  York. 

Speaker  Bauer:  Thank  you,  Dr.  Heyd!  I 


am  sure  the  House  congratulates  these  gentlemen 
on  having  received  these  awards. 

Is  any  other  reference  committee  chairman 
ready  to  report? 

39.  Report  of  Reference  Committee  on  the 
Report  of  the  Council — Part  IV — Publications, 
and  Medical  Publicity 

Publications.  Dr.  Arthur  F.  Heyl,  West- 
chester: The  information  given  under  this  head- 

ing in  the  Annual  Report  of  the  Council  is  indeed 
gratifying.  No  words  of  this  committee  can 
fully  acquaint  you  with  the  mass  of  detail,  mag- 
nitude of  the  task,  or  manner  and  method  of  co- 
operative procedure  which  enabled  the  Publica- 
tion Committee  so  ably  and  economically  to  pro- 
duce the  Journal  and  the  Directory  which  is  in 
the  process  of  compilation. 

In  his  report  to  the  Council,  dated  February 
28,  1941,  the  Business  Manager  stated  that  for 
the  six  months  then  last  elapsed,  the  net  cost  of 
the  Journal  was  $6,465.58  less  than  the  propor- 
tionate budgetary  allowance,  and  that  a com- 
parison of  1939  and  1940  calendar  year  audits, 
after  adjustments  for  comparison,  showed  an 
improvement  in  net  cost  of  $12,048.13. 

This  Publication  Committee  of  five,  consisting 
of  the  General  Manager,  Dr.  Peter  Irving;  the 
Business  Manager,  Mr.  Dwight  Anderson;  the 
Literary  Editor,  Dr.  Laurance  D.  Redway;  the 
Representative  of  the  Trustees,  Dr.  Thomas  M. 
Brennan;  and  the  Treasurer  of  the  Society,  Dr. 
George  W.  Kosmak,  deserves  the  complete  sup- 
port and  commendation  of  this  House  of  Dele- 
gates and  the  17,694  members  of  the  Society  here 
represented.  The  high  quality  of  the  editorials, 
scientific  papers,  new  arrangement  of  material 
and  recently  included  sections  on  Therapeutics, 
Diagnosis,  and  Pathology,  have  elevated  the 
value  of  the  Journal  as  a whole.  As  individual 
physicians,  we  should  become  better  acquainted 
with  what  comes  to  us  twice  monthly  in  our  J our- 
nal,  and  take  some  measure  of  pride  in  the  fact 
that  it  is  the  largest  state  medical  publication  and 
is  received  by  more  physicians  in  the  United 
States  than  any  other  except  the  Journal  of  the 
American  Medical  Association. 

The  work  of  the  Publication  Committee  would 
have  been  greatly  curtailed  without  the  invalu- 
able contributions  of  Dr.  Peter  Irving  as  Manag- 
ing Editor  of  the  Journal.  Furthermore,  in  a 
great  measure  the  success  of  the  Journal  is  due 
to  the  splendid  editorials  of  Dr.  Laurance  D. 
Redway  and  his  indefatigable  study  of  general 
public  affairs  as  well  as  medical  problems. 

The  diversified  knowledge  thus  gained  is 
necessary  for  such  excellent  editorial  work.  Dr. 
Red  way’s  native  interest  in  radio  coupled  with  a 
desire  to  coordinate  editorial  activities  with  the 
public  relations  work  of  the  Society  conspired  to 
make  his  voluntary  services  in  the  perfection  of 
radio  programs  for  the  Society  extremely  valu- 
able. 

Matters  relating  to  publications  are  technical, 
specialized,  and  can  be  thoroughly  known  only 
by  those  who  have  been  long  associated  with  ac- 
tual production  of  texts,  books,  magazines,  and 
technical  journals.  Your  committee,  therefore, 
believes  that  it  is  economically  essential,  justly 
fair  and  in  a sense  a reward  for  effort  and 
achievement,  that  this  Publications  Committee 
of  five  be  continued  in  office. 

Your  Reference  Committee  on  the  Report  of 
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the  Council,  Part  IV,  Publications,  recommends 
this,  and  moves  the  approval  of  this  recom- 
mendation. 

Dr.  Maurice  J.  Dattelbaum,  Kings:  I sec- 
ond that  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Dr.  Heyl:  The  Directory  speaks  for  itself 

every  time  it  is  used,  and  by  some  of  us  this  is 
frequently.  It  justifies  its  cost  of  about  ninety- 
five  cents  for  each  member,  and  this  may  be  re- 
duced in  subsequent  issues.  The  criticism  re- 
lated in  the  Council  report  regarding  the  alpha- 
betical inclusion  of  New  York  City  and  its  bor- 
oughs is  under  consideration  by  them,  and  your 
Reference  Committee  on  the  Report  of  the  Coun- 
cil— Part  IV — Publications,  for  the  convenience  of 
those  with  conditioned  reflexes,  recommends  a 
combination  of  the  older  method  and  the  Coun- 
cil’s suggestion;  namely,  that  New  York  City 
and  each  of  its  boroughs  be  listed  alphabetically 
after  Manhattan,  and  grouped  in  the  front  of 
the  Directory. 

Mr.  Speaker,  I move  the  approval  of  this 
recommendation. 

Dr.  George  F.  Baehr,  New  York:  I second 
the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Dr.  Heyl:  Your  committee  further  recom- 

mends that  the  Directory  be  alphabetically 
t humb-indexed  or,  if  this  is  too  expensive,  that 
some  method  be  evolved  and  included  in  the  new 
Directory  of  rendering  the  alphabetical  listing  of 
physicians  and  communities  more  easily  avail- 
able. 

Mr.  Speaker,  I move  the  approval  of  this 
recommendation. 

Dr.  Samuel  E.  Appel,  Dutchess:  I second 
that  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Dr.  Heyl:  Mr.  Speaker,  I move  the  adoption 

of  this  report  on  Publications,  as  a whole. 

Dr.  John  L.  Bauer,  Kings:  I second  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Medical  Publicity.  Dr.  Heyl:  This  title 
embraces  many  projects  radiating  from  the  office 
and  personage  of  the  Director  of  the  Public  Rela- 
tions Bureau,  Mr.  Dwight  Anderson.  As  Busi- 
ness Manager  of  the  Journal,  Directory , and 
Technical  Exhibits  in  the  annual  meetings,  he  is 
provided  with  integrated  contacts,  interests,  and 
personalities  which  enrich  the  more  highly  co- 
ordinated execution  of  all  public  relations  prob- 
lems. The  effect  of  the  above  statement  is  evi- 
dent in  the  Council’s  report  where  specific  in- 
stances of  broad  interest  and  importance  are 
mentioned.  It  is  obvious,  as  the  report  so  cred- 
itably informs  us,  that  the  Director  alone  could 
not  have  accomplished  so  much  in  the  past  year 
without  the  aid  and  support  of  the  various  mem- 
bers of  the  Publication  Committee  mentioned 
above  and  the  use  of  ideas,  special  articles,  edi- 
torials, and  projects  which  were  suggested  or  de- 
veloped by  individuals  from  the  Society  at  large 
who  are  not  a component  part  of  the  Public 
Relations  Bureau. 

Thus,  by  many  well-timed  releases  to  the  pub- 
lic press  from  Journal  editorials,  by  cooperating 
in  obtaining  the  publication  of  certain  special 


articles,  such  as  one  in  the  Journal  of  Living  by 
Dr.  Samuel  J.  Kopetzky,  answering  one  by  Hon. 
Robert  Wagner,  Jr.,  and  by  the  publication  and 
distribution  of  pamphlets  such  as  “Give  the 
Doctor  a Break,”  by  Dr.  Floyd  Burrows,  much 
has  been  done  to  provoke  thinking  by  the  public 
in  terms  of  the  practice  of  medicine  and  their 
individually  related  family  physicians. 

The  further  development  of  “Club  Talks,”  sug- 
gested by  Mr.  James  E.  Bryan,  Executive  Secre- 
tary of  the  Medical  Society  of  the  County  of 
Westchester,  who  assisted  in  the  preparation  of 
some,  supplied  “ready-made”  informative  essays 
for  luncheon  groups,  women’s  clubs  and  civic 
organizations  throughout  the  state  on  such  sub- 
jects as  “Pneumonia  and  the  Common  Cold,” 
“Rheumatic  Heart  Disease,”  etc. 

Credit  again  should  be  given  to  Mr.  Dwight 
Anderson  for  his  book  What  It  Means  to  Be  a 
Doctor , which  had  a widespread  distribution 
throughout  the  United  States,  and  for  a com- 
panion book  soon  to  be  published,  and  for  so  ably 
addressing  the  Michigan  State  Medical  Society 
in  September,  1940,  on  public  relations. 

Finally,  the  Council  reports  on  the  invaluable 
research  in  connection  with  Broadcasting 
which  was  conducted  by  the  Bureau  of  Public 
Relations  and  the  Council  Committee  on  Medical 
Publicity:  Dr.  Federick  M.  Miller,  Sr.,  Dr. 

Francis  N.  Kimball,  and  its  chairman,  Dr.  Floyd 
S.  Winslow,  before  they  fulfilled  the  mandate  of 
the  House  of  Delegates  to  engage  in  radio  activi- 
ties. 

The  depth  and  significance  of  this  foundation 
research  are  detailed  in  Bulletins  Nos.  37  and  38, 
Radio,  1 and  2,  “The  Doctor  Takes  to  the  Air,” 
and  “Doctors  for  Defense.”  Many  of  you  have 
read  these  bulletins  and  appreciate  the  necessity 
of  this  preliminary  work  for  which  the  Service 
Bulletin  of  the  Federal  Radio  Education  Com- 
mittee has  the  highest  praise.  Criticisms  from 
this  bulletin  appear  on  page  10  of  the  current 
Annual  Reports. 

The  fruit  of  these  labors  is  the  first  series  of 
dramatized  programs,  “Doctors  for  Defense,” 
which  many  of  you  have  heard  on  Wednesday 
nights  from  10:00  to  10:30  over  Station  WMCA, 
“First  on  Your  Dial.”  Other  thought-provok- 
ing series  for  the  public  will  follow. 

It  is  noteworthy  that  the  script  of  these 
dramatizations  will  be  available  on  loan  for  gen- 
eral use  elsewhere  in  the  United  States  through 
the  Educational  Radio  Script  Exchange,  United 
States  Office  of  Education,  Washington,  D.  C. 
It  is  even  probable  that  this  program  will  become 
national  after  an  experimental  demonstration  to 
determine  the  degree  of  audience  response. 

Thus,  by  publications,  editorials,  and  their 
releases,  pamphlets,  books,  special  articles  in  na- 
tional magazines,  club  talks,  and,  at  long  last, 
by  radio,  the  Journal,  the  Public  Relations 
Bureau  and  the  Council  Committee  on  Medical 
Publicity  have  charted  their  course,  set  their 
sails.  May  we  all  man  the  capstan  to  heave 
anchor  with  them  as  they  begin  their  voyage  into 
the  troubled  waters  of  these  times. 

Mr.  Speaker,  I move  the  adoption  of  this  re- 
port on  Medical  Publicity  and  of  the  Report  of 
your  Reference  Committee  on  the  Report  of  the 
Council — Part  IY — as  a unit. 

Speaker  Bauer:  We  will  take  them  up 

separately.  First,  you  have  before  you  the 
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adoption  of  the  Report  of  the  Reference  Commit- 
tee on  Medical  Publicity. 

Dr.  Samuel  E.  Appel,  Dutchess:  I second 
the  motion  to  adopt  the  report  of  the  Reference 
Committee  on  Medical  Publicity. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Bauer:  Now  you  have  before  you 
the  motion  to  adopt  the  report  as  a whole. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Bauer:  Thank  you,  Dr.  Heyl! 

40.  Report  of  Reference  Committee  on  Report 
of  Council — Part  VIII — Medical  Preparedness 

Dr.  James  R.  Reuling,  Jr.,  Queens:  The 
committee  consisted  of  myself  as  chairman, 
Romeo  Roberto,  Albert  G.  Swift,  Thomas  B. 
Wood,  and  Warren  Wooden. 

Your  reference  committee  has  read,  studied, 
and  digested  that  part  of  the  report  of  the  Coun- 
cil having  to  do  with  Medical  Preparedness. 
We  have  nothing  but  approbation  for  the  work 
of  the  committee  consisting  of  Drs.  Bauer,  Went- 
worth, and  Kopetzky,  and  the  effective  organiza- 
tion that  has  been  set  up  under  its  chairman,  Dr. 
Kopetzky. 

Your  committee  commends  the  component 
county  medical  societies  and  their  duly  elected 
officers  for  their  whole-hearted  and  efficient  co- 
operation in  mobilizing  the  profession  in  their  re- 
spective communities. 

The  various  suggestions  that  have  been  ad- 
vanced for  taking  care  of  the  practice  of  those 
physicians  who  are  absent  because  of  their  mili- 
tary service  have  been  carefully  scrutinized  and 
your  committee  takes  pleasure  in  endorsing  the 
Bauer  or  some  similar  plan  as  the  most  feasible 
one  to  cover  the  situation. 

We  concur  with  the  committee’s  aim  that  the 
alien  physician  and  the  foreign  graduates  licensed 
to  practice  in  this  state  be  treated  on  a basis  of 
equality  with  the  American  doctor  before  the 
law  in  regard  to  commissions  and  in  regard  to 
military  service;  otherwise  it  would  be  an  in- 
justice to  our  native  graduates  of  American  col- 
leges, as  they  would  be  called  to  duty  and  their 
practice  would  be  left  to  the  alien  physician  and 
graduates  from  foreign  medical  schools.  Mani- 
festly, this  is  an  injustice  to  the  patriotic  native 
American  graduate  of  an  American  school. 

The  committee,  therefore,  recommends  that 
the  delegates  to  the  American  Medical  Associa- 
tion be  instructed  to  introduce  a resolution  in 
that  body  calling  upon  the  proper  governmental 
agency  to  treat  these  adopted  citizens  and  also 
graduates  of  foreign  schools  on  terms  of  equality 
with  our  own  graduates  who  are  native-born 
citizens,  so  that  the  regulations  will  not  work  out 
to  the  detriment  of  the  graduate  of  an  American 
school. 

I move  the  adoption  of  the  recommendation 
and  the  report  as  a whole. 

Dr.  Thomas  B.  Wood,  Kings:  I second  that 
motion. 

Speaker  Bauer:  You  have  before  you  the 
report  of  the  reference  committee,  which  contains 
one  specific  recommendation  for  memorializing 
the  American  Medical  Association.  Is  there  any 
discussion  on  it? 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  unanimously  car- 
ried. . . . 


41.  Report  of  Reference  Committee  on  New 
Business  A — Medical  Practice  Act,  Definition  of 

Word  “Antiseptic” 

{Section  IS) 

Dr.  Leo  F.  Simpson,  Monroe:  On  the  resolu- 
tion introduced  by  Dr.  Heyd,  of  New  York,  read- 
ing: 

“Whereas,  the  word  ‘antiseptic’  has  never 
been  clearly  defined  as  used  in  the  Medical 
Practice  Act,  Paragraph  2,  Section  1262;  be  it 
“ Resolved , that  for  the  purpose  of  administra- 
tion the  term  ‘antiseptic,’  as  used  in  this  law, 
shall  be  construed  to  refer  to  a substance  em- 
ployed for  external  application  only,  or  to 
serve  as  a solution  for  the  sterilization  of  instru- 
ments, the  effect  in  both  instances  being  to  pre- 
vent or  inhibit  the  growth  of  microorganisms.” 
your  reference  committee  recommends  this 
resolution  be  adopted  and  presented  to  the  Board 
of  Regents  of  the  University  of  the  State  of  New 
York. 

Dr.  Walter  P.  Anderton,  New  York:  I 
second  the  motion. 

Speaker  Bauer:  You  have  before  you  the 

report  of  the  reference  committee,  which  carries 
with  it  the  recommendation  for  the  adoption  of 
the  resolution  and  its  presentation  to  the  Re- 
gents. Is  there  any  discussion? 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  unanimously  car- 
ried. . . . 

42.  Report  of  the  Reference  Committee  on  New 
Business  A — Health  and  Accident  Insurance  for 

Interns 

{Section  24) 

Dr.  Leo  F.  Simpson,  Monroe:  On  the  resolu- 
tion presented  by  Dr.  Abraham  Klein,  of  Kings, 
reading: 

“Whereas,  hospital  interns  spend  some  of 
the  best  years  of  their  lives  in  caring  for  the 
sick  at  very  little  or  no  compensation;  and 
“Whereas,  the  risk  of  infection  or  injury  to 
hospital  interns  is  very  great;  and 

“Whereas,  many  hospital  interns  in  the 
past  have  become  disabled  for  life  through  acci- 
dent or  illness;  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  New 
York  State  Legislature  that  a bill  be  introduced 
making  it  obligatory  for  hospitals  in  New  York 
State  to  provide  health  and  accident  insurance 
for  interns  serving  in  their  hospitals.” 
your  reference  committee  recommends  that  this 
subject  be  referred  to  the  Council  for  study  and 
for  such  action  as  may  be  deemed  wise,  and  I so 
move. 

Dr.  John  T.  Donovan,  Erie:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

43.  Report  of  the  Reference  Committee  on  New 
Business  A — School  Health  Program 

{Section  27) 

Dr.  Leo  F.  Simpson,  Monroe:  On  the  resolu- 
tion presented  by  Dr.  Romeo  Roberto,  of  the 
Medical  Society  of  the  County  of  Westchester, 
reading: 

“Whereas,  the  problem  of  school  health 
service  involves  many  aspects,  requiring  the 
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consideration  of  school  physicians,  public 
health  experts  and  experts  in  health  education, 
in  addition  to  physicians  engaged  in  private 
practice;  and 

“Whereas,  the  tendencies  and  trends  in  the 
development  of  school  health  service  may  well 
determine  the  pattern  of  future  medical  prac- 
tice, since  the  children  of  today  will  be  the 
adult  citizens  of  tomorrow;  be  it 

“ Resolved , that  the  House  of  Delegates  re- 
quest the  Council  to  provide  for  the  formation 
of  a special  committee  or  commission,  repre- 
sentative of  school  physicians,  private  physi- 
cians and  experts  in  health  education,  and 
charge  this  commission  with  the  duty  of  study- 
ing further  the  school  health  program  of  this 
State  and  formulating,  as  promptly  as  possible, 
a practical  program  of  action  in  answer  to  the 
following  question: 

“ ‘What  changes  are  needed  in  law  and  in 
administrative  practice  to  place  the  school 
health  service  upon  a sound,  economic  and 
professional  basis,  to  equip  the  school  physi- 
cian for  leadership  in  health  education,  to 
correlate  the  school  health  program  with  the 
educational  program  as  a whole,  and  to  cor- 
relate the  school  health  service  with  the 
official  health  agencies  and  the  medical  pro- 
fession in  the  community?’  ” 
your  reference  committee  disapproves  this  resolu- 
tion because  there  is  already  in  existence  a sub- 
committee of  the  Council  Committee  on  Public 
Health  and  Education,  which  is  called  the  Sub- 
committee on  School  Health  Program,  which  is 
at  present  devoting  itself  solely  to  the  study  of 
these  problems. 

Your  committee  recommends  that  this  resolu- 
tion be  disapproved,  and  I so  move. 

Dr.  Leo  F.  Schiff,  Clinton:  I second  that 

motion. 

Speaker  Bauer:  You  have  before  you  the 

report  of  the  reference  committee,  which  recom- 
mends that  the  resolution  be  disapproved.  The 
question  is  on  the  adoption  of  the  committee 
report,  which  carries  with  it  the  loss  of  the  resolu- 
tion. Is  there  any  discussion? 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  carried.  . . . 

44.  Report  of  Reference  Committee  on  New 
Business  A — Establishment  of  a Session  on 
Thoracic  Diseases 

( Section  17) 

Dr.  Leo  F.  Simpson,  Monroe:  On  the  resolu- 
tion presented  by  Dr.  John  Donovan,  of  the 
Medical  Society  of  the  County  of  Erie,  reading: 
“Whereas,  during  the  past  decade  great  ad- 
vance has  been  made  in  the  diagnosis  and  treat- 
ment of  thoracic  diseases;  and 

“Whereas,  the  profession  at  large  is  being 
deprived  of  the  knowledge  of  this  scientific 
achievement;  and 

“Whereas,  the  New  York  State  Chapter  of 
the  American  College  of  Chest  Physicians  at 
its  annual  session  held  in  January  17,  1941, 
unanimously  passed  a resolution  to  petition 
the  New  York  State  Medical  Society  for  the 
establishment  of  a session  on  thoracic  disease 
at  its  annual  meetings;  therefore  be  it 

“ Resolved,  that  the  House  of  Delegates  estab- 
lish a session  on  thoracic  diseases,  thus  afford- 
ing to  the  members  of  the  State  Medical  So- 


ciety a greater  opportunity  for  scientific  and 
clinical  knowledge  regarding  this  very  impor- 
tant branch  of  medicine,” 
your  reference  committee  recommends  to  the 
Committee  on  the  Scientific  Program  that  at  the 
1942  Meeting  of  the  Medical  Society  of  the  State 
of  New  York,  it  consider  the  incorporation  of  a 
symposium  on  thoracic  diseases.  I so  move,  Mr. 
Speaker. 

....  The  motion  was  seconded  by  several,  and 
as  there  was  no  discussion,  it  was  put  to  a vote, 
and  was  unanimously  carried.  . . . 

45.  Report  of  Reference  Committee  on  New 
Business  A — Hospital  Construction  Federal  Bill 

{Section  32) 

Dr.  Leo  F.  Simpson,  Monroe:  On  the  resolu- 
tion introduced  by  Dr.  John  L.  Bauer,  for  the 
Medical  Society  of  the  County  of  New  York, 
reading: 

“The  Medical  Society  of  the  State  of  New 
York  is  informed  that  the  Senate  Committee 
on  Education  and  Labor,  of  which  Senator 
Mead  is  a member,  has  under  consideration 
S.1230,  the  Hospital  Construction  Bill  intro- 
duced by  Senator  Brown  of  Michigan.  The 
Society,  through  its  proper  committee,  has 
carefully  studied  the  bill  and  wishes  to  file 
with  Senator  Mead  certain  objections  to  it  in 
its  present  form: 

“1.  It  objects  to  the  inclusion  of  an 
osteopath  on  the  National  Advisory  Hospital 
Council.  This  designation  seems  unneces- 
sary, for  no  hospital  would  be  created  for 
that  form  of  treatment  alone  since  it  is  only  a 
specialized  form  of  treatment;  and  if  specific 
forms  of  treatment  are  to  be  recognized  other 
cults  may  naturally  seek  designation. 

“2.  The  bill  seems  to  provide  that  only 
projects  constructed  within  the  first  year 
shall  be  supervised  by  the  advisory  council. 
Other  projects  conceivably  will  be  con- 
structed in  later  years  and  the  advisory 
council’s  authority  should  be  extended  to 
cover  these  also. 

“3.  The  definition  of  the  term  ‘hospital’ 
in  Section  18  is  so  worded  as  to  permit  of  the 
construction,  equipment  and  operation  of 
health,  diagnostic  and  treatment  centers 
without  specifying  that  there  must  be  avail- 
able bed  capacity  and  every  hospital  should 
be  equipped  to  provide  diagnostic  laboratory 
service  and  to  provide  treatment  for  ambula- 
tory cases;  but  the  government  would  be 
defeating  its  one  purpose  of  spreading  medi- 
cal service  if  it  engaged  in  constructing 
health  centers  where  free  diagnostic  and 
treatment  services  would  be  obtainable. 
Private  physicians  not  employed  in  the 
centers  would  be  unable  to  compete  with 
the  government  centers. 

“Realizing  Senator  Mead’s  interest  in  mat- 
ters of  this  character,  it  is  suggested  that  the 
House  authorize  that  this  communication  be 
sent  to  him  with  the  request  that  he  give  it 
careful  consideration,  and  if  a hearing  is  held 
on  the  bill,  that  it  be  spread  upon  its  minutes,” 
your  reference  committee  recommends  that  this 
resolution  be  changed  so  that  paragraph  1 be 
deleted  of  its  last  phrase  and  to  read  as  follows: 
“It  objects  to  the  inclusion  of  an  osteopath 
on  the  National  Hospital  Advisory  Council. 
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This  designation  seems  unnecessary,  for  no 
hospital  would  be  created  for  that  form  of 
treatment  alone  since  it  is  only  a specialized 
form  of  treatment.” 

Paragraph  3 to  be  modified  in  phraseology  to 
read  as  follows: 

“The  definition  of  the  term  ‘hospital’  in  Sec- 
tion 18  is  so  worded  as  to  permit  of  the  con- 
struction, equipment  and  operation  of  health, 
diagnostic  and  treatment  centers  without 
specifying  that  there  must  be  available  bed 
capacity.  Such  centers,  we  believe,  without 
available  bed  capacity  would  not  constitute  a 
hospital.” 

If  Dr.  Bauer  will  accept  these  changes,  which 
do  not  modify  the  essential  intent  of  the  resolu- 
tion, your  committee  recommends  its  adoption. 

Dr.  John  L.  Bauer,  Kings:  Yes,  I will  accept 
the  changes. 

Dr.  Simpson:  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

46.  Report  of  Reference  Committee  on  the 

Report  of  the  President 

C Section  7) 

Dr.  John  B.  D’Albora,  Kings:  Your  Refer- 
ence Committee  on  the  Report  of  the  President 
has  read  the  report  of  his  stewardship  during  the 
past  year  with  a great  deal  of  satisfaction.  It  is 
brief  and  to  the  point.  It  has  a ring  of  sincerity, 
the  sort  of  valedictory  one  would  expect  from 
Dr.  James  M.  Flynn.  He  expresses  his  thanks 
to  the  Council,  the  several  committees,  the  gen- 
eral manager,  executive  officer,  counsel,  and  the 
director  of  publicity  and  office  personnel,  for  their 
“loyal  and  willing  service”  throughout  the  year 
and  for  making  his  task  “easy  and  altogether 
pleasant.”  Characteristically,  Dr.  Flynn  takes 
no  personal  credit  for  the  many  accomplishments 
of  his  administration.  We  approve  most 
heartily  of  his  final  word  of  caution:  “We  must 

remain  ever  watchful  if  we  wish  to  maintain  our 
present  tried  and  true  progressive  system  of  car- 
ing for  the  health  of  our  people.” 

Your  reference  committee  also  has  studied  the 
supplementary  report  of  the  President  of  provid- 
ing greater  support  in  funds  and  personnel  to 
the  Committee  on  Public  Health  and  Education, 
and  expresses  the  hope  that  means  may  be  found 
to  carry  out  this  suggestion. 

This  report  is  signed  by  myself  as  chairman, 
Stephen  H.  Curtis,  Rensselaer;  Howard  Fox,  New 
York;  Leon  M.  Kysor,  Steuben;  and  Merwin 
E.  Marsland,  Westchester. 

I move  the  adoption  of  the  report. 

Dr.  Merwin  E.  Marsland,  Westchester : I 

second  the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 
Speaker  Bauer:  Thank  you,  Dr.  D’Albora! 

47.  Report  of  the  Reference  Committee  on 

Report  of  the  Council — Part  XI 

Motor  Vehicle  Drivers — Medical  Examination. 

Dr.  Harry  S.  Bull,  Cayuga:  Your  reference 

committee  approves  of  the  report  in  its  entirety, 
with  the  exception  of  that  paragraph  which  be- 
gins “Regarding  drunken  drivers.”  We  recom- 
mend that  this  portion  of  the  report  be  referred 


back  to  the  committee  for  further  study  and 
recommendation.  I so  move. 

Dr.  Emily  D.  Barringer,  New  York:  I sec- 
ond the  motion. 

Speaker  Bauer:  You  have  before  you  the 
report  of  the  reference  committee  which  recom- 
mends approval  of  that  section  of  the  report  ex- 
cept the  paragraph  pertaining  to  drunken  driv- 
ers, which  is  to  be  referred  back  to  the  Council. 
The  motion  is  on  the  adoption  of  the  commit- 
tee’s report.  Is  there  any  discussion  on  it? 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  unanimously  car- 
ried. . . . 

Deaf  and  Hard  of  Hearing.  Dr.  Harry  S. 
Bull,  Cayuga:  The  committee  approves  of  this 
section  of  the  report.  We  would  recommend 
that  the  Committee  on  the  Deaf  and  Hard  of 
Hearing  of  the  State  Medical  Society  be  con- 
tinued for  further  study  of  this  problem.  We 
make  this  recommendation  in  view  of  the  fact 
that  the  commission,  which  was  formerly  a state 
commission,  has  now  been  discontinued;  there- 
fore, we  recommend  that  the  committee  which  is 
functioning  in  the  State  Society  be  continued. 

Speaker  Bauer:  Do  you  make  that  as  a 

motion? 

Dr.  Bull:  Yes. 

Dr.  Stanley  C.  Pettit,  Richmond:  I second 
that  motion. 

Speaker  Bauer:  You  have  before  you  the 

motion  of  the  chairman  of  the  reference  commit- 
tee, which  approves  the  report  of  the  Council  per- 
taining to  the  Deaf  and  Hard  of  Hearing,  and 
recommends  the  continuance  of  the  State  Soci- 
ety’s committee  on  that  subject.  Is  there  any 
discussion  on  it? 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  unanimously  car- 
ried. . . . 

Medical  Practice  Act — Enforcement.  Dr. 

Harry  S.  Bull,  Cayuga:  We  approve  the  re- 

port of  the  committee,  and  recommend  that  fur- 
ther annual  reports  on  the  workings  of  the  Medi- 
cal Practice  Act  be  made  to  the  House  of  Dele- 
gates from  year  to  year.  I move  its  adoption. 

Dr.  Kenneth  F.  Bott,  Greene:  I second  the 
motion. 

Speaker  Bauer:  You  have  heard  the  report 

of  the  reference  committee  chairman  recommend- 
ing that  further  reports  from  year  to  year  be 
made  on  the  Medical  Practice  Act  Enforcement. 
Is  there  any  discussion  on  it? 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Eichacker  vs.  New  York  Telephone  Company. 

Dr.  Harry  S.  Bull,  Cayuga:  Your  reference 
committee  approves  the  report  of  the  committee 
as  submitted.  I move  its  adoption. 

Dr.  Stanley  C.  Pettit,  Richmond:  I second 

the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  carried  unanimously.  . . . 

Basic  Science  Law.  Dr.  Harry  S.  Bull, 

Cayuga:  Your  reference  committee  approves 

the  report  of  the  committee  as  presented  in  the 
annual  report.  I move  its  adoption. 

Dr.  Emily  D.  Barringer,  New  York : I sec- 

ond the  motion. 
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Speaker  Bauer:  You  have  heard  the  report 
of  the  chairman  of  the  reference  committee  per- 
taining to  the  Basic  Science  Law.  Is  there  any 
discussion? 

Dr.  Thomas  M.  D’Angelo,  Queens:  In  rec- 
ommending that  the  Basic  Science  Law  be  not 
approved,  I would  like  to  know  on  what  grounds 
our  committee  disapproved  the  adoption  of  a 
Basic  Science  Law  when  the  American  Medical 
Association  so  heartily  approves  of  the  adoption 
of  a Basic  Science  Law  in  the  various  states  of 
the  United  States. 

Speaker  Bauer:  Would  you  care  to  answer 

that  question,  Dr.  Bull? 

Dr.  Bull:  I will  ask  Dr.  Hambrook  to  an- 

swer that  question,  if  he  is  in  the  House. 

Speaker  Bauer:  Dr.  Hambrook,  would  you 
care  to  answer  that  question? 

Dr.  Augustus  J.  Hambrook,  Rensselaer:  I 
think  this  might  be  much  better  explained  by 
Dr.  Joseph  Lawrence,  who  is  very  much  inter- 
ested in  this  matter.  In  order  to  save  the  mem- 
bers of  this  House  a repetition,  if  Dr.  Lawrence 
would  come  forward  I believe  he  will  be  in  a posi- 
tion to  make  a more  satisfactory  statement. 

Speaker  Bauer:  If  there  is  no  objection,  the 

Chair  will  grant  the  privilege  of  the  floor  to  Dr. 
Lawrence. 

Executive  Officer  Lawrence:  Mr.  Chair- 

man and  Members  of  the  House,  in  the  first  place 
New  York  State  has  a Basic  Science  Law.  It  is 
far  in  advance  of  any  of  the  basic  science  laws 
that  are  adopted  and  in  practice  in  other  states. 
We  require  in  this  state  one  examination  of  all 
those  who  would  practice  medicine:  the  osteo- 
path, the  homeopath,  and  the  regular  physician. 
All  take  the  same  examination. 

Those  states  that  have  basic  science  laws  do 
two  things:  They  split  the  examination.  They 

require  that  the  applicant  for  the  privilege  of 
practicing  medicine  shall  take  first  an  examina- 
tion in  usually  six  or  eight  subjects,  anatomy, 
chemistry,  and  so  on,  with  the  stipulation  that 
they  shall  take  the  examination  in  these  subjects 
under  a board  of  nonmedical  men;  that  they  shall 
be  members  of  the  faculty  of  a science  school  but 
must  not  or  may  not  be  medical  men.  Having 
passed  that  examination,  then  they  are  granted 
a certificate  to  the  effect  that  they  have  com- 
pleted that  examination,  and  that  they  are  on 
their  way  to  full  certification.  Later  they  take 
another  examination,  and  this  examination  in- 
cludes the  variations;  that  is,  if  they  are  going 
to  be  an  osteopath,  then  they  build  to  that  and 
pass  an  examination  including  osteopathy;  if 
they  are  going  to  be  a chiropractor,  then  they  pass 
an  examination  including  chiropractic;  if  they 
are  going  to  be  a medical  physician,  then  the}' 
take  their  examination  under  the  medical  board. 
Each  takes  the  examination  under  his  own  sepa- 
rate board.  The  physician  will  take  his  examina- 
tion under  the  medical  board;  the  chiropractor 
will  take  his  under  the  chiropractic  board;  the 
osteopath  will  take  his  under  the  osteopathic 
board. 

Now  what  it  would  do  in  New  York  State  is 
that  it  would  reduce  our  medical  standards  be- 
cause at  the  present  time  we  require  a higher 
standard;  that  is,  the  men  must  pass  these  sub- 
jects with  a higher  grade,  they  must  pass  them 
under  medical  men,  and  it  is  all  one  examination. 
There  is  no  midway  with  the  certificate.  Such  a 
certificate  can  readily  be  misconstrued.  A per- 


son who  passes  halfway  can  stop  there  and  say 
he  has  a certificate,  and  it  means  that  the  law  will 
have  to  be  enforced  more  rigidly  in  order  to  catch 
him. 

The  American  Medical  Association  does  not 
recommend  a basic  science  law  for  New  York 
State.  We  have  voluminous  correspondence  to 
that  effect.  But  they  did  recommend  that  it 
would  be  something  toward  abolishing  the  chaos 
that  had  existed  or  had  developed  in  certain 
states  like  Michigan.  Those  states  have  had 
considerable  difficulty,  and  they  introduced  the 
basic  science  law  as  a first  step  toward  coming  to 
what  we  have  in  New  York  State  now,  hoping 
that  they  will  eventually  reach  it.  (Applause) 
Speaker  Bauer:  Does  that  answer  your 

question,  Dr.  D’Angelo? 

Dr.  D’Angelo:  Not  entirely. 

Dr.  Charles  Gullo,  Livingston:  The  re- 
marks made  by  Dr.  Lawrence  are  just  about  90 
per  cent  wrong.  I don’t  think  we  should  take 
much  time  on  this  now.  I agree  with  the  commit- 
tee’s report  for  just  one  reason,  because  I am 
agreed  that  the  resolution  as  introduced  last 
year  by  me  for  Livingston  County  had  some  loop- 
holes in  it,  susceptible  to  the  objections  which 
were  pointed  out  to  me  at  the  last  meeting. 
However,  Livingston  County  is  prepared  to 
introduce  a new  resolution  at  this  meeting,  and  I 
hope  to  explain  fully  and  establish  definitely  that 
the  basic  science  law  does  not  operate  as  Dr. 
Lawrence  pointed  out. 

If  Dr.  D’Angelo  does  not  mind,  I wish  he 
would  withdraw  his  objection  at  this  time. 

Dr.  D’Angelo:  Very  well! 

Speaker  Bauer:  The  question  was  on  the 
adoption  of  the  committee  report.  Will  you 
read  your  final  recommendation  again,  Dr.  Bull, 
so  the  House  will  have  clearly  in  mind  what  is 
before  them  for  adoption? 

Dr.  Bull:  We  had  no  recommendation.  We 

simply  approved  the  report  of  the  Council  on  the 
Basic  Science  Law  as  presented  in  the  Annual 
Report,  and  I move  the  adoption  of  the  report  of 
the  committee. 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  carried.  . . . 

48.  Report  of  Reference  Committee  on  Report 
of  Council — Part  XI — Medical  Practice  Act, 
Annual  Re-registration  Fee 

{Section  20) 

Dr.  Harry  S.  Bull,  Cayuga:  The  resolution 
introduced  by  Dr.  Van  Kleeck  in  behalf  of  the 
Nassau  County  Medical  Society  relative  to  the 
Medical  Practice  Act  is  disapproved  by  your  com- 
mittee. 

This  resolution  reads  as  follows: 

“Whereas,  the  Medical  Practice  Act  of 
1930  provides  for  the  payment  by  every  prac- 
ticing physician  of  an  annual  re-registration  fee 
of  $2;  and 

“Whereas,  the  medical  profession  was  told 
at  the  time  this  law  was  proposed  that  the  pur- 
pose of  the  fee  is  to  provide  the  educational 
authorities  of  the  state  with  funds  with  which 
to  control  the  unlawful  practice  of  medicine  in 
the  state  with  the  implied  or  expressed  promise 
that  such  fees  were  to  be  collected  for  a period 
of  five  years  by  which  time  the  problem  of  the 
control  of  unlawful  practice  of  medicine  was 
expected  to  be  solved;  and 

“Whereas,  this  annual  fee  has  been  col- 
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lected  annually  since  the  effective  date  of  the 
new  law  with  no  indication  that  it  is  not  con- 
sidered a permanent  tax;  and 

“Whereas,  there  are  no  provisions  or,  at 
best,  inadequate  provisions  for  the  care  of  indi- 
gent physicians  in  New  York  State;  be  it 
“Resolved,  first,  that  the  Nassau  County 
Medical  Society  requests  an  accounting  of  the 
monies  collected  for  annual  re-registration 
since  the  effective  date  of  the  law  with  a state- 
ment as  to  how  such  monies  were  expended; 
and  be  it  further 

“Resolved,  second,  that  a sum  of  money  be 
set  aside  from  this  fund  to  be  made  available  to 
the  indigent  physicians  of  the  state;  and  be  it 
further 

“Resolved,  that  a portion  of  the  annual  re- 
registration be  henceforth  allocated  for  such 
purposes;  and  be  it  further 

“Resolved,  that  the  delegates  of  the  Nassau 
County  Medical  Society  be  instructed  to  pre- 
sent these  resolutions  to  the  annual  meeting 
of  the  House  of  Delegates  of  the  Medical  Soci- 
ety of  the  State  of  New  York  to  be  held  at 
Buffalo  starting  April  28,  1941,  with  the  re- 
quest that  the  Medical  Society  of  the  State  of 
New  York  sponsor  and  seek  the  introduction 
and  passage  of  such  legislation  as  might  be 
necessary  to  make  effective  the  purposes  of 
these  resolutions.” 

We  recommend  that  this  resolution  be  referred 
to  the  Legislative  Committee  of  the  State  Soci- 
ety for  study;  that  any  recommendation  which 
may  be  forthcoming  from  the  study  in  that  com- 
mittee be  referred  back  to  Dr.  Van  Kleeck  and 
the  Nassau  County  Medical  Society. 

I move  its  adoption,  sir. 

Dr.  E.  Harrison  Ormsby,  Montgomery : I 

second  the  motion. 

Speaker  Bauer:  You  have  heard  the  report 
of  the  reference  committee  which  recommends 
disapproval  of  this  resolution,  and  that  the  mat- 
ter be  referred  to  the  Legislative  Committee  of 
the  State  Society.  It  is  the  opinion  of  the  Chair 
that  the  recommendation  should  read  that  it  be 
referred  to  the  Council,  which  would  naturally 
refer  it  to  the  Legislative  Committee.  If  you 
will  make  that  amendment,  that  it  be  referred 
back  to  the  Council  for  further  consideration,  I 
will  put  the  question. 

Dr.  Bull:  Yes,  the  reference  committee  will 
accept  that. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Dr.  Bull:  Now,  this  report  is  signed  by  my- 

self as  chairman;  Emily  D.  Barringer,  New  York; 
Kenneth  F.  Bott,  Greene;  Elmer  H.  Ormsby, 
Montgomery;  and  Stanley  C.  Pettit,  Richmond. 
I move  that  the  report  be  adopted  as  a whole. 

Dr.  Kenneth  F.  Bott,  Greene:  I second  that 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  carried.  . . . 

49.  Report  of  Reference  Committee  on  the 
Report  of  the  Council— Part  I — Postgraduate 
Education 

Dr.  Harry  C.  Guess,  Erie:  The  reference 
committee  on  the  Report  of  the  Council  consisted 
of  the  following:  Oliver  W.  H.  Mitchell,  Chair- 
man, Syracuse;  George  Baehr,  New  York;  and 
Charles  Dayton  Post,  Syracuse. 


The  work  of  this  committee  has  been  most 
commendable. 

The  cooperation  of  the  State  Health  Depart- 
ment should  be  used  to  the  fullest  extent,  and 
that  the  monies  allocated  by  the  State  should  be 
used  at  the  discretion  of  the  New  York  State 
Medical  Society  Committee.  The  courses  chosen 
and  the  number  of  courses  given  have  been  excel- 
lent. The  defense  education  is  timely  and  should 
be  augmented  by  the  cooperation  of  this  com- 
mittee with  committees  from  each  county  unit 
in  establishing  an  industrial  workers  health  com- 
mittee. The  part  played  by  this  committee  in 
the  maternal  welfare  work  is  commended,  and 
the  committee  suggests  a correlated  report  of  all 
of  the  units  in  the  State  Society  for  publication 
in  the  Journal.  We  believe  that  the  funds  ex- 
pended will  be  returned  manifold  and  that  the 
postgraduate  education  will  become  a fixed  asset 
in  the  Society. 

We  move  the  acceptance  of  this  report,  which 
is  signed  by  myself  as  chairman,  John  J.  Buett- 
ner,  Onondaga;  Irving  Gray,  Kings;  and  Bernard 
S.  Strait,  Yates. 

Dr.  John  J.  Buettner,  Onondaga:  I second 

that  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

50.  Acknowledgment  of  Flowers  to  the  Dental 

Society  of  the  State  of  New  York 

Secretary  Irving:  At  the  registration  desk 

you  have  seen  some  very  nice  flowers.  These 
were  sent  to  the  Medical  Society  of  the  State  of 
New  York  by  the  Dental  Society  of  the  State  of 
New  York,  and  I would  move  you,  Mr.  Speaker, 
that  the  Secretary  be  instructed  to  thank  the 
Dental  Society  of  the  State  of  New  York  for  that 
very  pleasant  gift. 

Dr.  Walter  P.  Anderton,  New  York:  I 

second  that  motion. 

Speaker  Bauer  : I am  sure  that  needs  no  dis- 

cussion. 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  carried  amid  ap- 
plause. . . . 

51.  Expression  of  Appreciation  to  Members  and 
Officers  of  the  Legislature,  and  to  the  Governor 

Dr.  John  L.  Bauer,  Kings:  The  Legislative 
Committee  asks  the  House  of  Delegates  to  adopt 
an  expression  of  appreciation  to  the  members  and 
officers  of  the  Legislature,  and  especially  to  the 
Governor,  for  the  courteous  reception  extended 
representatives  of  the  medical  profession  and  the 
thoughtful  consideration  they  have  given  medi- 
cal and  public  health  measures  that  have  come; 
before  them. 

....  The  motion  was  seconded  by  several. . . . 

Speaker  Bauer:  I am  sure  it  is  not  necessary 

to  send  that  to  the  reference  committee,  and  un- 
less there  is  objection  I will  place  it  before  you 
now. 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  unanimously  car- 
ried. . . . 

52.  District  Branches— Constitution  and  Bylaws 

( Section  68) 

Dr.  Theodore  West:  May  I be  granted  the 

floor  for  a question  of  information? 

Speaker  Bauer:  Yes. 

Dr.  West:  In  the  last  meeting  of  the  House 
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of  Delegates,  Dr.  Burk’s  Committee  on  District 
Branches  made  this  following  recommendation  (I 
quote  from  the  Journal  of  June  15,  1940,  on 
page  959): 

“Your  Committee  is  informed  that  the  ac- 
tivities of  the  district  branches  at  present  con- 
sist almost  entirely  of  holding  an  annual  meet- 
ing and  the  report  of  this  event  is  prepared  and 
submitted  to  the  Secretary  of  the  State  Medi- 
cal Society  by  the  presidents  of  the  district 
branches.  The  custom  of  having  each  county 
society  elect  delegates  to  district  branch  meet- 
ings should  be  revived.  With  the  above  pref- 
ace your  Committee  recommends  that  the 
Council  appoint  a committee  to  draft  a brief 
constitution  and  set  of  bylaws  for  adoption  by 
the  district  branches  with  the  approval  of  these 
district  branches. 

“The  Committee  recommends  your  ap- 
proval, and  I so  move. 

“.  . . . The  motion  was  seconded.  . . 

I should  like  to  ask  what  was  done  about  this 
recommendation,  if  anything. 

Speaker  Bauer:  I think  I can  answer  that 

question,  Dr.  West.  If  not,  I will  ask  Dr. 
Lawrence  to  correct  me.  My  understanding  is 
that  the  matter  was  taken  up  with  the  District 
Branches,  but  on  account  of  the  crowded  nature 
of  their  programs  nothing  was  done  at  their  an- 
nual meetings,  but  Dr.  Lawrence  plans  to  take 
that  up  at  the  annual  executive  committee  meet- 
ings which  will  be  held  this  spring. 

Dr.  West:  The  reason  I bring  it  up  now  is 

that  this  is  my  last  appearance  as  district  presi- 
dent, which  you  will  probably  all  be  very  glad  to 
know,  but  this  district  branch  proposition  is  to 
me  a very  important  and  dear  item.  I think 
the  district  branches  can  be  integrated  so  they 
will  be  a very  valuable  part  of  the  Society,  and  I 
did  not  want  to  see  this  thing  dropped. 

Speaker  Bauer:  It  has  not  been  dropped, 

that  I know.  Am  I correct  in  what  I said,  Dr. 
Lawrence? 

Secretary  Irving:  You  are,  sir. 

Speaker  Bauer:  I am  quite  certain  I am 

right,  but  I will  check  it  with  Dr.  Lawrence  when 
he  comes  back,  and  make  a further  announcement 
on  it,  Dr.  West. 

If  there  are  no  other  reference  committee  chair- 
men ready  to  make  a report,  the  Chair  will  now 
receive  resolutions. 

53.  Basic  Science  Law 

0 Section  84) 

Dr.  Charles  Gullo,  Livingston:  This  resolu- 
tion is  submitted  by  the  Medical  Society  of  Liv- 
ingston County: 

“Whereas,  there  are  people  in  the  State  of 
New  York  practicing  the  healing  art  without 
having  adequate  knowledge  of  the  human 
body;  and 

“Whereas,  experience  has  shown  that  it  is 
most  difficult  and  often  futile  to  effectively 
prosecute  these  people  even  when  they  have 
violated  the  Medical  Practice  Act;  and 

“Whereas,  it  is  the  duty  of  Organized  Medi- 
cine to  promulgate  medical  information  and 
prevent  fraudulent  and  inferior  medical  serv- 
ice to  our  people;  now  therefore  be  it 

“ Resolved , that  the  House  of  Delegates  of  the 
New  York  State  Medical  Society  hereby 
authorizes  and  directs  the  President  of  the 


New  York  State  Medical  Society  to  present  to 
the  Legislature  of  the  State  of  New  York  a suit- 
able bill  to  correct  this  condition  and  that  such 
bill  shall  provide  substantially  as  follows: 

“ 1 Section  1.  Definitions , as  used  in  this 
Article : 

‘The  practice  of  the  Healing  Art  is  defined 
as  follows:  A person  practices  the  healing 

art  within  the  meaning  of  this  article  who 
holds  himself  out  as  being  able  to  diagnose, 
treat,  operate,  or  prescribe  for  any  disease, 
pain,  injury,  deficiency,  deformity,  or  physi- 
cal condition  of  the  human  body,  and  who 
shall  either  offer  or  undertake  by  any  means 
or  method  to  diagnose,  treat,  operate  or  pre- 
scribe for  any  disease,  pain,  injury,  defi- 
ciency, deformity  or  physical  condition  of 
the  same. 

“ ‘ Section  2.  Qualifications. 

‘No  person  shall  practice  the  healing  art 
unless  he  shall  first  have  complied  with  the 
following  prerequisites: 

‘First,  he  must  pass  an  examination  given 
by  the  Board  of  Regents  in  the  basic  sci- 
ences, namely,  anatomy,  physiology,  chem- 
istry, bacteriology  and  pathology,  and  upon 
passing  such  an  examination  shall  receive  a 
Certificate  of  Proficiency  in  the  Basic  Sci- 
ences which  shall  not  confer  the  right  to 
practice  the  healing  art,  and 

‘ Second , after  receiving  said  Certificate  of 
Proficiency,  he  must  pursue  other  studies  as 
established  by  law  and  appear  before  the 
Board  of  Choice  of  the  Board  of  Regents  for 
further  examination,  and  after  having  satis- 
factorily passed  such  examination,  and  hav- 
ing fulfilled  other  requirements  prescribed  by 
law,  he  may  be  licensed  to  practice. 

“ ‘ Section  3.  Penalty. 

‘Any  person  violating  any  provision  or 
provisions  of  the  foregoing  Sections  shall  be 
guilty  of  a misdemeanor  punishable  by 
law.” 

Speaker  Bauer:  This  resolution  will  be  re- 

ferred to  the  Reference  Committee  on  New  Busi- 
ness A,  of  which  Dr.  Simpson  is  the  Chairman. 

54.  Medical  Relief — Ambulatory  Care 

(i Section  72) 

Dr.  J.  Lewis  Amster,  Bronx:  Our  delegates 

have  been  instructed  by  the  Bronx  County 
Medical  Society  to  introduce  the  following  resolu- 
tion: 

“Whereas,  the  indigent  of  the  City  of  New 
York  as  provided  with  medical  care  through  a 
plan  devised  by  the  Medical  and  Nursing  Serv- 
ice for  Home  Care;  and 

“Whereas,  these  same  indigents  require 
ambulatory  care  for  which  no  provision  is 
made;  and 

“Whereas,  the  physicians  of  the  City  of 
New  York  are  supplying  this  ambulatory  care 
without  remuneration; 

“ Resolved , that  the  Bronx  County  Medical 
Society  recommend  that  provisions  be  made 
for  the  ambulatory  care  of  indigent  patients  in 
the  office  of  the  private  practitioners  and  that 
the  physicians  be  adequately  remunerated  for 
this  care;  and  be  it  further 

“Resolved,  that  these  resolutions  be  intro- 
duced at  the  House  of  Delegates  at  the  meeting 
of  the  New  York  State  Medical  Society  in 
April,  1941.” 
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Speaker  Bauer:  That  resolution  will  be  re- 

ferred to  the  Reference  Committee  on  New  Busi- 
ness B,  of  which  Dr.  DiNatale  is  chairman. 

Are  there  any  further  resolutions? 

(There  was  no  response.) 

Speaker  Bauer:  The  delegates’  dinner  this 

evening  will  take  place  in  the  Georgian  Room, 
which  is  on  the  mezzanine  floor.  The  time  will 
be  6:30,  and  the  price  $1.75,  including  tip.  You 
will  pay  at  the  dinner,  so  everyone  who  signified 
his  intention  of  coming  please  be  there  at  6:30. 
We  will  have  to  have  an  evening  session,  so  we 
will  reconvene  the  House  at  eight  o’clock. 

Are  there  any  reference  committee  chairmen 
ready  to  report? 

(There  was  no  response.) 

Speaker  Bauer:  There  are  still  a number  of 

committee  reports  which  we  would  like  to  have 
this  afternoon,  so  I will  declare  a recess  of  ten 
minutes  and  ask  you  not  to  go  very  far  so  that 
we  may  reassemble  in  a short  time. 

(At  this  point  there  was  a ten-minute  recess.) 

AFTER  RECESS 

Speaker  Bauer:  The  House  will  come  to 

order. 

The  Chair  recognizes  Dr.  Schiff,  Chairman  of 
the  Reference  Committee  on  the  Report  of  the 
Council,  Part  II,  Public  Health. 

55.  Report  of  the  Reference  Committee  on 
Report  of  the  Council — Part  II — Public  Health 
Matters 

Dr.  Leo  F.  Schiff,  Clinton:  Your  reference 

committee  finds  that  the  Council  Subcommittee 
on  Public  Health  and  Education  has  ably  covered 
its  assignments  on  public  health  matters. 

Maternal  Welfare.  The  plans  of  the  special 
committee  on  maternal  welfare  acting  as  a sub- 
committee of  the  Committee  on  Public  Health 
and  Education  are  outlined  and  the  division  of 
the  State  and  the  regions  with  the  names  of  the 
regional  chairmen  are  stated.  Your  reference 
committee  recommends  the  approval  of  these  ac- 
tions. I move  the  adoption  of  this  section  of  the 
report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Pneumonia  Control.  Dr.  Schiff:  The  activ- 

ities of  the  committee  in  this  regard  are  recom- 
mended for  approval.  We  would,  at  this  time, 
also  commend  the  New  York  State  Department 
of  Health  for  arranging  for  the  distribution  of 
sulfapyridine  and  sulfathiazole  in  addition  to 
specific  sera  for  the  treatment  of  pneumonia. 

I move  the  adoption  of  this  section  of  the  re- 
port. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

4-H  Clubs.  Dr.  Schiff:  Your  committee 
notes  the  productive  activities  of  Dr.  J.  G.  Fred 
Hiss,  chairman  of  a one-man  subcommittee  on 
this  work. 

Proposed  Medical  School  in  New  York  State. 

Your  reference  committee  recommends  approval 
of  the  action  of  the  Council  in  opposing  the 
granting  of  a charter  for  a new  medical  school  to 
be  known  as  the  “Gorgas  Institute.” 

I move  the  adoption  of  this  section  of  the  re- 
port. 

....  The  motion  was  seconded,  and  as  there 


was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Public  Health  Laboratories.  Dr.  Schiff: 
We  note  that  the  Committee  on  Public  Health 
and  Education  has  secured  a revision  of  the  me- 
morial presented  last  year  by  the  New  York 
State  Association  of  Public  Health  Laboratories. 
This  revision  proposes  an  interchange  of  informa- 
tion between  the  directors  of  approved  labora- 
tories and  the  county  medical  societies,  looking 
toward  increasing  the  scope  of  usefulness  of  the 
laboratories  by  familiarizing  physicians  with  the 
services  available.  This  is  to  be  supplemented 
by  occasional  conferences  between  representa- 
tives of  the  Medical  Society  of  the  State  of  New 
York  and  the  State  Laboratory  of  the  New  York 
State  Association  of  Public  Health  Laboratories; 
also  by  the  publication  in  the  Journal  of  perti- 
nent items  relative  to  laboratory  facilities  from 
time  to  time.  We  recommend  the  adoption  of 
the  principles  stated  in  the  proposal  and  the  ap- 
propriate action  thereon  by  county  medical  socie- 
ties and  laboratory  directors  throughout  the 
State. 

I move  the  adoption  of  this  section  of  the  re- 
port. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Laboratory  Medicine.  Dr.  Schiff:  We  note 
that  conferences  have  been  had  with  representa- 
tives of  various  organizations  relative  to  the 
resolution  asked  by  the  House  of  Delegates  last 
year  which  recommended  that  work  of  State 
and  City  Department  of  Health  Laboratories  be 
limited  to  the  diagnosis  of  communicable  diseases 
except  in  cases  where  these  laboratory  facilities 
were  the  only  diagnostic  facilities  available  to 
indigent  patients.  This  is  a matter  which  will 
bring  out  much  discussion  among  the  individuals 
concerned,  and  it  will  take  considerable  time  to 
iron  out  many  differences  of  opinion  that  arise. 
We  recommend  that  the  Council  committee  con- 
tinue conferences  looking  toward  the  practical 
adoption  of  the  spirit  of  this  resolution  by  the 
laboratories  concerned. 

I move  the  recommendation  contained  in  this 
section  of  the  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  unani- 
mously carried.  . . . 

Tuberculosis  Conference  Committee.  Dr. 

Schiff:  The  objective  of  this  committee,  in- 

augurated under  the  auspices  of  the  State  De- 
partment of  Health  with  representatives  from 
all  interested  agencies,  official  and  otherwise,  who 
might  be  interested,  is  the  eventual  eradication  of 
tuberculosis  from  the  State  of  New  York.  It  is 
too  early  to  expect  any  definite  results,  and  we 
recommend  that  the  Council  committee  continue 
its  work  on  this  problem  with  due  thought  for 
both  the  public  health  and  the  practitioners  of 
medicine. 

I move  the  adoption  of  the  recommendation 
contained  in  this  section  of  the  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Tattoo  Code  for  the  Serum  Sensitive.  Dr. 
Schiff:  This  matter  was  discussed  by  Dr.  H.  D. 
Vickers,  of  Little  Falls,  whose  attention  was  first 
called  to  the  importance  of  the  subject  by  ex- 
perience at  the  time  of  a train  wreck  in  Little 
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Falls  in  April,  1940.  Several  of  the  patients  were 
brought  in  unconscious.  In  making  tests  to 
determine  serum  sensitivity  before  administering 
tetanus  antitoxin,  two  of  these  patients  were 
found  sensitive.  It  was  thought  that  it  might 
be  useful  to  establish  a practice  of  putting  a 
tattoo  on  the  bodies  of  such  people  so  that  serum- 
sensitive  cases  would  be  recognized  easily,  per- 
haps save  life  in  some  instances  where  the  urgency 
might  seem  so  great  that  serum  would  be  admin- 
istered without  a preliminary  test.  This  idea 
could  be  elaborated  on  to  include  other  important 
conditions,  particularly  diabetes. 

The  Council  committee  did  not  approve  such 
a code  on  the  ground  that  it  would  not  be  readily 
accepted,  could  not  be  made  compulsory,  and 
might  be  subject  to  improper  use.  The  Council 
did  advocate  identification  by  cards  or  tags. 

Your  reference  committee  feels  that  this  is  a 
matter  of  more  than  state-wide  importance  and 
should  be  referred  to  the  American  Medical  As- 
sociation for  study.  Even  though  it  cannot  be 
made  compulsory,  the  establishment  of  a definite 
authoritative  universal  code  for  identification  of 
these  types  of  patients  when  unconscious  would 
be  highly  useful.  Naturally,  it  will  depend  upon 
each  individual  concerned  as  to  how  far  he  may 
choose  to  go  in  having  such  identification. 
Some  will  be  quite  willing  to  have  permanent 
tattoo,  while  others  may  wish  to  carry  a tag,  and 
some  others  neglect  or  refuse  to  do  anything 
about  it.  These  attitudes  do  not  constitute  a 
valid  objection  to  the  plan  as  a whole.  We, 
therefore,  recommend  that  the  Council  of  this 
Society  be  instructed  to  draw  up  a resolution  to 
be  presented  to  the  American  Medical  Associa- 
tion at  its  meeting  in  June  of  this  year,  requesting 
the  American  Medical  Association  to  appoint  a 
committee  to  study  this  question  and  take  suit- 
able action  thereon. 

I move  the  adoption  of  this  recommendation 
contained  in  this  section  of  the  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Demolition  of  Manhattan  State  Hospital.  Dr. 
Schiff  : Your  reference  committee  approves  the 

action  of  the  Council  in  opposing  demolition  of 
the  Manhattan  State  Hospital  and  reference  of 
the  matter  for  further  study  to  the  Committees 
on  Public  Health  and  Education  and  Public  Rela- 
tions and  Economics  for  study  and  report. 

I move  the  adoption  of  this  section  of  the  re- 
port. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Schiff:  Dr.  Mitchell,  Chairman  of  the 

Council  Committee  on  Public  Health  and  Educa- 
tion, presented  two  matters  which  had  not  come 
up  in  time  for  inclusion  in  the  official  report. 

Industrial  Health  Program.  One  of  the  two 
matters  was  in  regard  to  industrial  health. 
Since  this  had  to  do  mostly  with  graduate  educa- 
tion on  the  subject  of  industrial  health,  it  was 
suggested  that  Dr.  Mitchell  report  on  the  subject 
to  the  Reference  Committee  on  Part  I of  Report 
of  Council  (Postgraduate  Education).  The  topic 
is  in  the  early  stages  of  discussion  and  requires 
further  study,  best  by  a special  committee  to  be 
set  up  by  the  Council  as  a subcommittee  of  the 
Committee  on  Public  Health  and  Education. 


Speaker  Bauer:  Do  you  wish  to  move  that 

as  a recommendation? 

Dr.  Schiff:  No,  I don’t.  Unless  the  other 
committee  fails  to  make  a recommendation  on  it, 
we  feel  we  should  not  go  that  far. 

Rheumatic  Fever  Program.  In  conjunction 
with  the  State  Department  of  Health  and  with  a 
setup  including  representatives  of  all  interested 
organizations,  similar  to  that  of  the  Pneumonia 
Control  Program,  it  is  proposed  to  institute  a 
Rheumatic  Fever  Program.  This  program  would 
include  education,  both  lay  and  graduate  medical, 
hospitalization  including  arrangements  for  a long 
convalescent  period,  study  and  possibly  demon- 
stration setups.  It  is  too  early  to  make  any  more 
definite  statements  as  to  the  program.  It  is 
probable  that  most  of  the  funds  needed  at  the 
beginning  of  the  program,  at  least,  can  be  se- 
cured through  the  State  Department  of  Health 
and  interested  private  organizations.  We  recom- 
mend that  the  Council  Committee  on  Public 
Health  and  Education  continue  its  work  on  the 
rheumatic  fever  program.  I move  the  adoption 
of  this  recommendation. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  the  motion  was  put  to  a vote 
and  was  unanimously  carried.  . . . 

Dr.  Schiff:  In  conclusion,  we  desire  to  voice 

the  thought  that  the  Committee  on  Public  Health 
and  Education  has  been  able  to  accomplish  a 
great  deal  with  the  funds  at  its  disposal;  and  to 
second  the  hope  expressed  by  our  retiring  Presi- 
dent in  his  address  this  morning  that  more  funds 
may  be  made  available  to  this  important  com- 
mittee in  the  ensuing  year. 

Mr.  Speaker,  I move  the  adoption  of  the  report 
as  a whole. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  the  motion  was  put  to  a vote, 
and  was  unanimously  carried.  . . . 

Speaker  Bauer:  The  report  is  adopted. 
Thank  you,  Dr.  Schiff! 

56.  Report  of  Reference  Committee  on  the 
Reports  of  the  Board  of  Trustees,  Treasurer,  and 
Council — Part  XII. 

Board  of  Trustees. — Dr.  William  Klein, 
Bronx:  Your  reference  committee,  having  stud- 

ied the  report  of  the  Board  of  Trustees,  begs  to 
make  the  following  comment: 

The  Trustees  have  carried  out  the  recom- 
mendations and  contemplated  changes  in  the  dis- 
bursement of  the  Society’s  funds.  These  reflect 
definite  improvement  in  the  management.  They 
have  kept  within  the  budgetary  allocations. 
The  moving  of  the  office  and  other  more  modern 
arrangements  of  the  business  part  of  our  organiza- 
tion necessitated  expenditures  of  additional  funds 
that  were  not  in  the  budget. 

In  view  of  the  marked  improvement  resulting 
from  these  changes,  your  committee  believes  that 
it  was  sound  practice. 

The  concentration  of  liquid  currency  is  most 
commendable,  as  in  these  times  not  much  can  be 
expected  from  investments  in  the  open  market 
while  government  securities  yield  very  little. 

Your  committee  moves  the  approval  of  the 
report  of  the  Board  of  Trustees  as  printed  in  the 
Journal. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 
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Treasurer  ( Section  10).  Dr.  Klein:  To  ac- 
quire an  intelligent  understanding  of  the  report 
of  the  Treasurer,  a thorough  study  must  be  made 
of  the  accountant’s  figures,  the  report  of  the 
Publication  Committee,  and,  above  all,  the  sup- 
plementary report  of  your  Treasurer. 

The  accountant’s  figures  show  a surplus  of  in- 
come over  outlay  of  nearly  $ 19,000.  These  fig- 
ures are  meaningless  unless  we  know  the  details 
and  comparative  figures.  The  past  year’s  activi- 
ties and  various  changes  have  been  extraordinary 
and  necessitated  expenditures  that  should  not 
recur  in  the  near  future.  The  moving  of  the 
office,  the  rearrangement  of  the  inner  workings 
and  business  procedures,  new  methods  of  ac- 
counting and  the  Publication  Committee  work- 
ings have  necessitated  an  outlay  that  may  be  con- 
sidered as  establishing  almost  what  amounts  to  a 
new  business.  These  matters  have  incurred  ex- 
penditures that  must  not  be  regarded  as  such, 
but  should  be  considered  as  outlays  that  spread 
over  a number  of  years. 

Viewing  the  report  in  this  respect,  we  are  glad 
to  see  that  much  progress  has  been  made  toward 
better  business  methods  resulting  in  far  better 
methods  of  conducting  the  affairs  of  the  Society. 

With  these  rearrangements,  anyone  interested 
can  see  a bimonthly  exact  account  of  the  financial 
standing  of  the  Society. 

The  future,  while  unpredictable,  must  be 
viewed  with  anxiety.  As  pointed  out  by  your 
Treasurer,  many  men  will  be  called  to  service 
and  dues  will  shrink  to  a point  not  estimable  at 
present.  Your  Treasurer  appears  much  wor- 
ried as  to  the  way  it  will  affect  our  financial  condi- 
tion. Your  committee  feels  that  while  our  treas- 
ury may  not  be  able  to  show  a surplus  in  the  next 
year,  the  probabilities  are  that  the  net  result  will 
not  affect  us  much.  We,  as  well  as  the  rest  of 
the  country,  may  have  to  forego  certain  desired 
improvements.  We  make  this  point  simply  be- 
cause in  our  opinion  to  curtail  the  activities  when 
we  finally  have  them  working  well  would  be  poor 
economy.  We  particularly  feel  that  with  the 
present  setup  in  the  Publication  Committee,  and 
with  Mr.  Anderson’s  splendid  work,  not  one  iota 
of  curtailment  should  be  instituted  at  this  time. 

Your  Treasurer,  in  his  supplementary  report, 
proposes  certain  recommendations: 

1.  At  his  request  the  House  of  Delegates  pro- 
posed an  amendment  to  the  Constitution  to  em- 
power the  appointment  of  a second  assistant 
treasurer.  His  suggestion  that  this  be  not 
acted  upon  this  year  is  approved  by  your  com- 
mittee. 

I move  the  approval  of  this  recommendation. 

I understand,  however,  that  this  constitutional 
amendment  has  already  been  withdrawn. 

Speaker  Bauer:  Yes,  that  has  been  with- 
drawn. 

Dr.  Klein:  So  it  will  not  be  necessary  to 

vote  on  that  again. 

Speaker  Bauer:  No,  it  has  been  withdrawn. 

Dr.  Klein:  On  his  second  recommendation, 

in  view  of  the  excellent  work  that  resulted  from 
last  year’s  Committees  on  Office  Administration 
and  Policies , and  Publication,  they  should  be  con- 
tinued. It  is  advisable  that  these  committees 
be  composed  of  local  members  whose  services  can 
be  had  at  short  notice.  His  recommendation 
that  a separate  member  of  the  Board  of  Trustees 
be  a member  of  each  of  these  two  committees  is 
advisable. 


Your  committee  moves  the  approval  of  this 
recommendation. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Klein:  As  to  his  third  recommendation, 
your  Treasurer  proposes  the  creation  of  a Li- 
brary Fund.  Your  committee  thinks  that  the 
proposal  is  not  well  defined,  and  begs  to  submit 
the  same  resolution  in  the  following  form: 

“The  creation  of  a fund  for  a library  in  order 
to  facilitate  the  work  of  the  Publications  Com- 
mittee. Appropriate  funds  should  be  budg- 
eted.” 

I move  the  adoption  of  this  part  of  the  report. 

The  motion  was  seconded.  . . . 

Speaker  Bauer:  You  have  heard  the  recom- 

mendation of  the  chairman  of  the  reference  com- 
mittee, which  substitutes  a recommendation  on 
the  question  of  a library.  Is  there  any  discus- 
sion? 

Dr.  George  W.  Kosmak,  New  York:  May  I 
expand  on  that  for  a minute?  I feel,  perhaps, 
the  reference  committee  did  not  quite  understand 
my  recommendation.  I believe  that  this  recom- 
mendation should  be  given  more  study,  and  my 
recommendation  was  that  we  refer  it  to  the  Coun- 
cil for  further  study.  If  that  would  be  agreeable 
to  the  reference  committee  I think  that  should  be 
substituted. 

Dr.  Klein:  That  is  agreeable. 

Dr.  Kosmak:  I think  this  should  be  given 

more  thought  and  study  before  any  final  decision 
is  arrived  at  as  to  how  to  accomplish  these  ends. 

Speaker  Bauer:  I understand  then,  Dr. 
Klein,  you  withdraw  that  recommendation  and 
substitute  that  the  matter  be  referred  to  the 
Council  for  study. 

Dr.  Klein:  The  recommendation  should 

read: 

“The  creation  of  a fund  for  a library  in  order 
to  facilitate  the  work  of  the  Publications  Com- 
mittee should  be  referred  to  the  Council  for 
study  and  action.” 

Is  that  agreeable? 

Dr.  Kosmak:  Yes. 

Speaker  Bauer:  The  recommendation  of 

the  reference  committee  is  amended  so  that  the 
matter  is  referred  to  the  Council  for  study.  Is 
there  any  further  discussion  on  it? 

Dr.  Thomas  A.  McGoldrick,  Kings:  Was 

there  a descriptive  phrase  as  to  the  kind  of  library 
that  was  suggested? 

Dr.  Klein:  Yes. 

Dr.  McGoldrick:  May  I have  it  read? 

Dr.  Klein:  There  was  no  descriptive  phrase 

in  the  recommendation,  but  it  meant  a reference 
library  to  facilitate  the  work  of  the  Publication 
Committee,  such  as  interchangeable  literature, 
magazines,  etc. 

Dr.  McGoldrick:  I should  like  it  to  read 

“reference  library.” 

Dr.  Kosmak  : It  so  read  in  the  original  recom- 

mendation made  in  my  report  as  Treasurer. 

Dr.  Klein:  That  is  agreeable. 

Speaker  Bauer:  “ Reference  library”  is  in- 

serted in  the  recommendation. 

Dr.  Klein:  Yes. 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Dr.  Klein  : As  to  the  fourth  recommendation 

of  the  Treasurer,  your  reference  committee  feels 


1298 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


that  the  appointment  of  a committee  to  study  the 
question  of  a Benevolence  Fund  is  desirable. 

Your  reference  committee  moves  the  approval 
of  the  appointment  of  such  a committee. 

It  seems  that  other  states  have  adopted  sort  of 
a Benevolence  Fund  for  various  purposes,  which 
we  need  not  go  into  now.  While  we  do  not  feel 
that  large  expenditures  can  be  made  at  this  time 
in  that  direction,  jTour  reference  committee  feels 
that  such  a committee  should  be  appointed  for 
t he  purpose  of  studying  the  question  of  benevo- 
lence as  practiced  by  other  state  societies. 

....  The  motion  was  seconded.  . . . 

Speaker  Bauer:  Approval  is  requested  for 

the  appointment  of  a committee  to  study  the 
matter  of  a benevolence  fund  for  the  State  Soci- 
ety. Is  there  any  discussion  on  that  recom- 
mendation? 

Dr.  Walter  D.  Ludlum,  Kings:  In  accord- 
ance with  analogy,  as  we  decided  some  years  ago, 
and  as  we  have  up  to  now  continued  that  prac- 
tice, that  the  appointment  of  such  committees 
would  lie  with  the  Council,  if  the  reference  com- 
mittee would  accept  the  suggestion  I would  sug- 
gest that  the  Council  be  asked  to  consider  this 
matter  with  such  committee  as  it  sees  fit  to  ap- 
point. 

Speaker  Bauer:  Your  point  is  well  taken. 

All  committees  except  those  that  function  during 
the  sessions  of  the  House  must  be  appointed  by 
the  President  with  the  consent  of  the  Council. 

Dr.  Ludlum  : And  the  report  of  the  reference 

committee  especially  called  for  a special  commit- 
tee. 

Dr.  Kosmak:  May  I say  again  that  that  was 

the  wording  in  my  report.  Evidently  it  escaped 
the  notice  of  the  reference  committee  that  I asked 
that  it  be  referred  to  the  Council  for  studjL 
Speaker  Bauer:  You  recommended  that  it 

be  referred  to  the  Council  for  study? 

Dr.  Kosmak:  Yes. 

Speaker  Bauer:  Does  the  reference  com- 

mittee accept  that  amendment? 

Dr.  Klein:  Yes.  We  will  change  it  to  make 
it  that  the  matter  of  a Benevolence  Fund  will  now 
be  referred  to  the  Council  for  study. 

....  There  being  no  further  discussion,  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Remission  of  Dues  of  Members  in  Active  Mili- 
tary and  Naval  Service  ( Section  18).  Dr.  Klein: 
As  to  the  resolution  introduced  by  the  Erie 
County  Medical  Society  reading: 

“Whereas,  the  induction  of  physicians  into 
military  service  removes  them  from  their  prac- 
tice ; and 

“Whereas,  this  results  in  a great  sacrifice  to 
the  said  physician  both  personally  and  finan- 
cially; therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
County  of  Erie  go  on  record  as  favoring  the 
waiving  of  both  county  and  state  dues  of  said 
physician  while  in  active  military  service,  this 
resolution  having  been  discussed  and  adopted 
at  the  stated  meeting  of  the  Medical  Society 
of  the  County  of  Erie  held  February  17,  1941; 
be  it  further 

“ Resolved , that  the  Medical  Society  of  the 
County  of  Erie  beg  the  Medical  Society  of  the 
State  of  New  York  to  take  such  action.” 
this  resolution  is  covered  by  the  report  of  the 
Council,  Part  XII,  which  reads  as  follows: 

((Be  it  resolved  by  the  House  of  Delegates  of 


the  Medical  Society  of  the  State  of  New  York 
assembled  in  annual  meeting  at  Buffalo,  New 
York,  on  April  28,  1941,  that  the  annual  per 
capita  assessment  on  members  of  the  compo- 
nent county  medical  societies  shall  remain  as  at 
present,  namely,  ten  dollars  per  annum.” 

I move  the  adoption  of  that  part  of  the  resolu- 
tion. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  the  motion  was  put  to  a vote 
and  was  unanimously  carried.  . . . 

Dr.  Klein:  Continuing  the  resolution: 

“Be  it  further  resolved  that,  on  the  request 
of  any  component  county  medical  society,  the 
annual  assessment  of  any  of  its  members  tem- 
porarily on  active  duty  in  the  military  or 
naval  service  of  the  United  States  may  be  re- 
mitted by  the  Council  in  full  or  in  part  during 
the  period  of  such  service.” 

I move  the  approval  of  this  part  of  the  report 
of  the  Council,  covering  the  second  part  of  this 
resolution. 

....  The  motion  was  seconded.  . . . 

Speaker  Bauer:  It  has  been  moved  and 

seconded  that  this  part  of  the  resolution  pertain- 
ing to  the  remission  of  dues  of  members  in  mili- 
tary service  be  adopted.  Is  there  any  discussion 
on  it? 

Dr.  Alfred  M.  Hellman,  New  York:  I 
should  like  to  move  to  amend  so  that  the  word 
“may”  be  changed  to  “shall.”  I think  that  al- 
lows powers  to  somebody  to  do  it  or  not  to  do  it, 
and  I don’t  think  that  was  meant. 

....  The  amendment  was  seconded.  . . . 
Speaker  Bauer:  It  has  been  regularly  moved 
and  seconded  that  the  motion  be  amended  to  sub- 
stitute the  word  “shall”  for  “may,”  so  that  it  will 
read,  “shall  be  remitted  by  the  Council  in  full  or 
in  part,”  etc. 

Dr.  Walter  D.  Ludlum,  Kings:  I would  as- 
sume, not  having  had  anything  to  do  with  this 
before,  that  the  word  “may”  was  put  in  deliber- 
ately, in  order  that  the  Council  may  investigate 
each  individual  case  and  determine  whether  that 
case  deserves  remission  or  not.  Therefore,  the 
amendment  should  not  prevail. 

Speaker  Bauer:  Is  there  any  further  dis- 

cussion on  the  amendment? 

Dr.  Hellman:  I have  not  any  doubt  it  was 

put  there  purposely.  That  is  the  reason  I object 
to  it.  If  a man  is  in  service,  I don’t  think  he 
should  have  any  investigation  made  into  his  af- 
fairs. If  he  is  in  the  service  that  should  finish 
the  investigation,  and  he  should  have  the  right 
to  have  his  dues  remitted. 

Dr.  Ludlum:  May  I respond  to  that  because 

that  is  the  exact  point  I wish  to  make.  How  is 
it  going  to  be  determined  that  he  is  in  service  if 
he  is  not  investigated?  I don’t  mean  any  im- 
proper investigation  should  be  made,  but  he 
should  not  have  his  dues  remitted  merely  because 
he  says  he  is  in  service.  That  is  not  all  there  is  to 
it.  You  have  to  know  the  time  of  induction  and 
all  those  details,  so  an  investigation  should  be 
made,  but  it  should  be  made  as  simple  as  pos- 
sible. If  you  put  the  word  “shall”  in,  you  will 
have  to  put  in  many  qualifying  clauses,  such  as, 
after  proper  investigation  by  a proper  committee, 
who  has  determined  that  he  has  been  inducted 
properly,  and  so  on  and  so  forth. 

Dr.  Joseph  Wrana,  Queens:  Your  County 
Medical  Society  makes  the  request  and  can  per- 
form that  function. 


June  15,  1941] 


MINUTES  OF  THE  ANNUAL  MEETING 


1299 


Dr.  Harry  Aranow,  Bronx:  I hope  that  the 

Council  has  as  much  feeling  as  the  County 
Society,  and  I am  sure  that  unless  there  is  a defi- 
nite reason  to  the  contrary  such  request  for  the 
remission  of  dues  will  not  be  denied. 

Dr.  Thomas  A.  McGoldrick,  Kings:  Every 

man  taken  into  service  does  not  relinquish  im- 
mediately his  private  practice  nor  the  income 
from  his  profession.  There  are  many  men  in 
Greater  New  York  who  are  assigned  to  duty  at 
offices  in  New  York  or  on  Staten  Island  and  who 
give  a few  hours  a day  on  the  week  days  to  that 
work,  for  which  they  receive  a good  salary,  and 
who  continue  their  practice  in  the  remaining  hours 
of  the  day. 

There  are  many  such  cases,  and  it  seems  to  me 
that  the  State  Society  should  not  give  over  its 
authority  and  power  altogether  even  to  the 
County  Society.  The  County  Society  will  make 
its  recommendation  and  will  give  its  reasons,  and 
then  the  Council  should  have  the  authority  to 
agree  or  disagree  in  the  relinquishment  of  dues 
to  the  State  Society.  I think  the  term  “may”  is 
for  the  benefit  of  the  Society  and  for  the  men 
themselves. 

Speaker  Bauer:  Is  there  any  other  discus- 

sion on  the  amendment? 

Dr.  Walter  P.  Anderton,  New  York:  As  a 

member  of  Dr.  Klein’s  committee,  I feel  that  this 
resolution  was  recommended  by  the  Council, 
and  was  carefully  studied  by  the  committee,  and 
so  deserves  the  support  of  this  House. 

....  The  question  on  the  motion  as  amended 
was  called  for,  and  the  amended  motion  was  put 
to  a vote,  and  was  lost.  . . . 

Speaker  Bauer:  The  amendment  is  lost. 

You  have  now  before  you  the  original  motion 
which  is  that  at  the  request  of  any  component 
county  medical  society  the  annual  assessment  on 
any  of  its  members  temporarily  on  active  duty 
in  the  military  or  naval  service  of  the  United 
States  may  be  remitted  by  the  Council  in  full  or 
in  part  during  the  period  of  such  service. 

....  The  question  on  the  original  motion  was 
called  for,  and  the  motion  was  put  to  a vote,  and 
was  carried.  . . . 

Speaker  Bauer:  The  resolution  is  adopted. 

Dr.  Klein:  I move  the  adoption  of  the  re- 

port of  the  reference  committee  as  a whole. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Speaker  Bauer:  The  report  as  a whole  is 
adopted.  Thank  you,  Dr.  Klein! 

Dr.  Samuel  J.  Kopetzky,  New  York:  Is  it  in 

order  to  present  a resolution  at  this  time? 
Speaker  Bauer:  Yes. 

57.  Health  Programs  in  National  Defense 

C Section  80) 

Dr.  Samuel  J.  Kopetzky,  New  York:  This 
morning,  gentlemen,  I outlined  a yardstick  for 
policy.  I now  am  presenting  a resolution  that 
would  integrate  this  into  actual  practice: 

“Whereas,  from  many  quarters  measures 
which  involve  medical  care  of  the  public  are 
being  proposed  in  the  interest  and  under  the 
banner  of  the  National  Defense  Program;  and 
“Whereas,  the  Medical  Society  of  the  State 
of  New  York  heartily  favors  the  National  De- 
fense Program  and  has  placed  all  its  facilities  at 
the  disposition  of  the  governments,  state  and 


Federal,  in  the  furtherance  of  this  Defense 
Program;  and 

“Whereas,  it  is  a matter  of  fixed  policy  of 
the  Medical  Society  of  the  State  of  New  York 
to  safeguard  the  modes  of  medical  practice 
which  have  given  the  communities  of  this  State 
its  present  high  level  of  health  as  an  outstand- 
ing medical  achievement,  involving  as  it  does 
preventive,  curative  and  public  health  medical 
measures;  therefore  be  it 

“ Resolved  that  each  and  every  proposition 
which  is  advanced  from  any  quarter  whatso- 
ever which  would  integrate  a medical  service 
to  the  community  shall  be  studied  as  to  its 
adoption  into  the  emergency  program  with 
every  necessary  protection  as  to  its  discontinu- 
ance when  the  present  emergency  shall  have 
passed,  and  which  shall  be  written  into  its  pro- 
cedures; and  be  it  further 

“ Resolved , that  it  is  the  expressed  policy  of 
the  Medical  Society  of  the  State  of  New  York 
that  at  their  introduction  the  temporary  na- 
ture of  necessary  health  measures  be  stressed  as 
they  are  developed  and  that  no  general  program 
shall  be  approved  coming  under  the  terms  ‘of 
part  of  the  Defense  Program’  which  perma- 
nently would  change  the  nature  and  mode  of 
the  present  method  of  medical  practice.” 
Speaker  Bauer:  That  resolution  will  be 

referred  to  the  Committee  on  New  Business  “C,” 
the  reference  committee  of  which  Dr.  Masterson 
is  chairman. 

58.  Report  of  the  Reference  Committee  on  the 
Report  of  the  Council — Part  IX — Workmen’s 
Compensation 

Dr.  Coburn  A.  L.  Campbell,  Suffolk:  We 

heartily  endorse  the  active  interest  of  the  Com- 
mittee on  Workmen’s  Compensation  in  all  phases 
of  the  Workmen’s  Compensation  Law  affecting 
medical  practice  in  this  state.  We  have  care- 
fully studied  their  report,  which  again  stimulates 
us  to  realize  the  tremendous  volume  of  work 
which  is  covered  by  the  Workmen’s  Compensa- 
tion Bureau. 

We  note  the  committee’s  report  on  arbitration 
and  again  call  attention  to  the  small  percentage 
of  cases  going  to  arbitration  and  the  fairness  of 
arbitration.  We  call  attention  to  their  reminder 
that,  owing  to  the  increase  in  employment  in 
1941,  we  will  have  a larger  number  of  compensa- 
tion accidents.  Your  committee  approves  that 
an  effort  should  be  made  to  modify  Section  13-g 
(2)  to  remove  the  necessity  of  the  Medical  Society 
arbitrating  hospital  bills. 

I so  move. 

Dr.  Charles  L.  Pope,  Broome:  I second  the 

motion. 

Speaker  Bauer:  You  have  before  you  the 
recommendation  of  the  reference  committee 
recommending  that  an  effort  be  made  to  modify 
Section  13-g  (2)  of  the  Workmen’s  Compensation 
Law.  Is  there  any  discussion? 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  unanimously  car- 
ried. ... 

Dr.  Campbell:  Your  reference  committee 

agrees  with  the  report  that  there  should  be  a revi- 
sion of  the  Statute  Subsection  13-g  to  include  a 
sentence  to  enforce  payment  of  i(bills  not  objected 
to”  without  the  necessity  of  court  action,  and 
also  an  amendment  to  Section  13-g  (2)  whereby 
disputes  with  regard  to  the  payment  of  a bill, 
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because  of  alleged  failure  of  a physician  to  obtain 
authorization,  should  be  arbitrated. 

I move  the  adoption  of  this  part  of  the  com- 
mittee’s report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Campbell:  Attention  is  called  to  the 
County  Societies  to  continue  to  stress  the  im- 
portance of  filing  necessary  reports  under  the  law 
effective  July  1,  1940;  also  to  note  that  care  must 
be  exercised  by  attending  physicians  in  calling 
consultants  and  ordering  x-rays,  in  old  protracted 
oases;  also  the  necessity  to  request  authoriza- 
tion for  special  treatments. 

I move  the  adoption  of  this  part  of  the  com- 
mittee’s report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Campbell:  We  agree  with  the  strong 

recommendation  by  the  Director  of  the  Work- 
men’s Compensation  Bureau  of  the  State  Society 
that  there  be  no  change  in  Rule  No.  7,  which 
gives  the  employer  or  carrier  five  working  days  in 
which  to  respond  to  the  request  for  authorization 
under  Section  13-a  (5). 

I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Campbell:  Your  committee  calls  atten- 

tion to  the  recommendation  that  County  Socie- 
ties simplify  the  symbols  given  to  practitioners 
under  the  Workmen’s  Compensation  Law.  Also, 
that  before  a compensation  board  refuses  to 
qualify  a physician,  he  be  given  a personal  hear- 
ing before  the  board  or  committee,  and  that,  in 
case  of  rejection  of  either  an  original  application 
or  request  for  a revision  of  rating,  minutes  of  the 
board  or  committee  be  recorded  and  a copy  be 
sent  to  the  Director  of  Bureau  of  Workmen’s 
Compensation,  Department  of  Labor.  Also,  the 
committee  strongly  advises  the  setting  up  of  a 
qualifying  committee  wherever  possible  to  serve 
in  an  advisory  capacity  to  the  Workmen’s  Com- 
pensation Committee  or  Board. 

I move  the  adoption  of  this  portion  of  the  com- 
mittee’s report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Campbell:  We  endorse  the  recommenda- 
tion that  the  County  Society  Compensation  Com- 
mittee or  Board  keep  in  contact  with  the  licensed 
medical  bureaus  and  ascertain  that  they  are 
maintaining  proper  equipment  and  complying 
with  the  provisions  of  law,  especially  in  regard  to 
reporting  cases  and  free  choice  of  physician;  also 
that  revision  of  the  rules  governing  medical  bu- 
reaus be  made,  in  order  to  improve  the  quality  of 
medical  care  rendered  to  workmen. 

We  also  agree  that  rules  and  regulations  be  set 
up  by  the  Department  of  Labor  to  cover  first-aid 
bureaus. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Campbell:  We  note  that  the  Medical 

Society  Bureau  has  been,  and  is  always,  ready  to 
give  aid  in  the  settling  of  bills  and  in  other  mat- 


ters, and  it  is  strongly  recommended  that  the 
Bureau  be  consulted  in  the  first  instance  in  all 
compensation  matters  rather  than  the  Labor  De- 
partment. 

We  observe  that  reports  from  the  Labor  De- 
partment, after  hearings  and  examinations,  will 
become  available  to  local  county  societies.  We 
believe  that  this  is  a step  in  the  right  direction 
and  will  facilitate  the  handling  of  protracted 
cases. 

Your  reference  committee  approves  of  the  Di- 
rector’s efforts  and  the  results  he  obtained  in  his 
various  appearances  before  the  Industrial  Board 
in  regard  to  “Fees  for  Testimony ” and  the  pay- 
ment of  x-rays  ordered  by  the  referee;  also  in  the 
payment  of  bills  where  no  time  was  lost.  We 
note  that  the  Director’s  plan  in  reference  to  the 
Industrial  Dermatoses  is  still  under  advisement 
by  the  insurance  carriers,  and  will  if  accepted  be 
submitted  to  the  Industrial  Commissioner, 
Board,  and  Council  for  approval.  This  is  an 
important  matter  and  will  be  of  great  value  to 
physicians. 

I move  the  adoption  of  this  part  of  the  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Campbell:  The  report  calls  attention  to 

the  new  schedule  of  fees  for  x-rays  of  multiple 
injuries  or  parts;  also  to  proposed  amendments  to 
the  Workmen’s  Compensation  Law. 

We  endorse  the  recommendation  that  any  and 
all  attempts  to  permit  partially  trained  and  un- 
licensed practitioners  to  practice  under  the  Work- 
men’s Compensation  Law  be  combated. 

I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Campbell:  Attention  is  called  to  the 

arrangement  of  the  supplying  of  reporting  forms 
by  the  Labor  Department  to  the  County  Medical 
Societies.  Physicians  are  requested  to  apply  to 
the  County  Medical  Societies  and  not  to  the 
Labor  Department. 

The  tremendous  volume  of  the  activities  of  the 
Bureau  is  shown  in  the  report  by  a brief  summary 
of  a typical  month’s  activities. 

The  House  of  Delegates  last  year  recommended 
to  the  Council  the  consideration  of  employment 
of  a Director  of  Workmen’s  Compensation  on  a 
full-time  basis.  The  matter  was  referred  to  the 
Council. 

While  the  importance  of  the  work  of  the  Bureau 
and  its  effect  on  medical  practice  justifies  the  con- 
tinuance of  the  Bureau,  the  question  of  full  or 
part-time  employment  at  this  time  is  referred  to 
the  Council  for  further  study. 

We  commend  the  excellent  efficiency  of  the  Di- 
rector of  the  Bureau  and  hereby  tender  our  ap- 
preciation of  his  work  for  the  Society. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Campbell:  I now  move  the  adoption  of 

the  report  of  the  committee  as  a whole. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Speaker  Bauer:  The  report  is  adopted  as  a 

whole.  Thank  you,  Dr.  Campbell! 


June  15,  1941] 


MINUTES  OF  THE  ANNUAL  MEETING 


1301 


I think  you  should  know  something  about  this 
report.  Dr.  Driscoll,  of  Richmond,  was  origi- 
nally designated  as  chairman  of  this  committee. 
At  the  last  moment  he  had  to  withdraw  as  chair- 
man, and  Dr.  Campbell  had  to  fill  in  at  very 
short  notice.  I think  he  deserves  a great  deal  of 
credit  for  the  excellent  way  in  which  he  presented 
this  report. 

59.  Announcement  of  Death  of  Dr.  Arthur  S. 

Driscoll,  of  Richmond 

Speaker  Bauer:  Now,  gentlemen,  I have  a 

very  sad  announcement  to  make.  I just  spoke 
about  Dr.  Driscoll.  As  you  may  know,  Dr.  Dris- 
coll was  taken  seriously  ill.  He  had  been  ill  for 
some  time,  but  he  had  a stroke  on  Friday,  and  I 
am  sorry  to  announce  to  the  House  that  he  died 
last  night.  I feel  that  the  House  should  take 
some  notice  of  his  death  at  this  time.  He  was 
long  a member  of  this  House  of  Delegates  and  in 
1937  and  1938  was  second  vice-president  of  the 
Society.  I am  going  to  ask  the  House  to  rise 
for  a moment  in  Dr.  Driscoll’s  memory. 

....  The  House  arose  and  stood  for  a minute 
with  bowed  heads  in  Dr.  Driscoll’s  memory.  . . . 

60.  Report  of  Reference  Committee  on  New 
Business  C — Medical  Preparedness — Foreign 

Service  of  American  Physicians 

{Section  25) 

Dr.  John  L.  Masterson,  Kings:  On  the 
resolution  presented  by  Dr.  L.  D.  Redway,  of 
Westchester,  reading: 

“Whereas,  the  President  of  the  United 
States,  on  April  17,  1941,  has,  as  President  of 
the  American  Red  Cross,  endorsed  the  appeal 
of  the  British  Red  Cross  for  one  thousand 
young  American  physicians;  and 

“Whereas,  the  American  Medical  Associa- 
tion, in  an  editorial  in  the  Journal  of  the 
A.M.A.  has  ‘assured  Britain  of  every  possible 
assistance,’  and  has  supplied  the  Red  Cross 
with  lists  of  eligible  young  doctors,  thereby 
endorsing  the  principle  that  American  physi- 
cians be  encouraged  to  volunteer  for  foreign 
service;  and 

“Whereas,  of  the  5,000  annual  graduates  of 
American  medical  schools  only  3,000  or  60  per 
cent  are  physically  acceptable  for  military 
service  and  available  to  meet  the  demands  of 
an  expanding  military  establishment,  thereby 
necessitating  substantial  requisitions  from  the 
ranks  of  those  now  in  private  practice  in  addi- 
tion to  depriving  the  civil  population  of  50  per 
cent  of  the  new  graduates;  and 

“Whereas,  the  maintenance  of  those  stand- 
ards of  military  and  civil  health  made  possible 
by  the  thorough  education  and  training  of  the 
American  Physician  and  now  demanded  by 
the  people  of  the  United  States,  is  vital  to  the 
defense  of  the  nation  and  the  welfare  of  its 
population;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  instruct  its  delegates  to  the 
A.M.A.  to  propose  by  resolution  or  otherwise, 
that  the  American  Medical  Association  im- 
mediately state  its  policy  with  respect  to  fur- 
ther depletions  of  the  reservoir  of  available 
young  American  physicians  in  the  event  of  fur- 
ther requisitions  of  volunteer  medical  personnel 
emanating  from  a foreign  source,” 
vour  reference  committee  approves  of  this 
resolution  and  recommends  its  adoption. 


....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

61.  Report  of  Reference  Committee  on  New 
Business  C — Advertising  in  Newspapers  by 

Physicians 

{Section  30) 

Dr.  John  J.  Masterson,  Kings:  On  the 
resolution  presented  by  Dr.  Samuel  M.  Kauf- 
man, of  New  York  County,  reading: 

“Whereas,  Governor  Lehman  recently 
signed  the  Milmoe  Bill  which  limits  drastically 
commercial  displays  and  flagrant  advertising 
by  licensed  podiatrists  in  the  State  of  New 
York;  and 

“Whereas,  the  dental  profession  previouslj' 
succeeded  in  bringing  about  legislative  enact- 
ment which  reduced  advertising  abuses  in  the 
dental  profession;  therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
go  on  record  as  disapproving  all  advertising  in 
newspapers  by  practicing  licensed  physicians  of 
the  State  of  New  York,  individually  or  in 
groups,  in  the  form  of  announcing  their  office 
address,  office  hours,  kind  of  practice  or  par- 
ticular cure  to  the  public;  and  further  be  it 
“Resolved,  that  the  House  of  Delegates  in- 
struct the  Committee  on  Legislation  of  the 
New  York  State  Medical  Society  to  take  any 
necessary  action  to  amend  the  present  law  to 
this  effect,” 

your  reference  committee  approves  of  this  resolu- 
tion and  recommends  its  adoption.  I so  move. 

Dr.  G.  Scott  Towne,  Saratoga:  I second  the 
motion. 

Speaker  Bauer:  You  have  before  you  the 
report  of  the  reference  committee,  which  carries 
with  it  the  adoption  of  the  resolution.  Is  there 
any  discussion? 

Dr.  Harry  Aranow,  Bronx:  I had  an  idea 
that  such  a provision  was  passed  a long  time  ago. 
I thought  such  advertising  was  contrary  to 
medical  ethics. 

Secretary  Irving:  I think  you  are  right. 
Dr.  Samuel  M.  Kaufman,  New  York:  This 
resolution  was  introduced  by  me  two  years  ago. 
It  is  true  that  such  advertising  was  declared  un- 
ethical, but  it  is  not  unlawful.  Therefore,  a man 
who  does  not  belong  to  the  State  Society  can 
advertise,  whereas  with  this  enacted  we  could  get 
hold  of  them  whether  they  are  members  of  the 
Medical  Society  or  not. 

Dr.  Masterson:  This  would  affect  all  physi- 
cians if  such  a law  were  passed,  whether  they  are 
members  of  the  county  societies  or  not. 

Dr.  Aranow:  I doubt  if  you  will  get  such  a 

law  through  the  Legislature.  The  Legislative 
Committee  of  the  State  Society  has  been  endeav- 
oring to  get  such  a bill  passed  year  after  year, 
and  has  thus  far  been  unsuccessful. 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  unanimously 
adopted.  . . . 

62.  Report  of  Reference  Committee  on  New 
Business  C — Deferment  of  Medical  Students 

{Section  31) 

Dr.  John  J.  Masterson,  Kings:  On  the 
resolution  introduced  by  Dr.  M.  E.  Marsland,  of 
Westchester,  reading: 
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“Whereas,  the  experience  of  belligerent 
nations  in  the  World  War  and  in  the  present 
conflict  amply  demonstrates  the  necessity  for 
insuring  a continuing  supply  of  well-trained 
medical  graduates;  and 

“Whereas,  the  United  States  Army  in  1917- 
18  permitted  medical  students  on  active  serv- 
ice to  be  transferred  to  the  Reserve  for  the 
purpose  of  completing  their  medical  course,  on 
application  to  and  approval  by  the  Surgeon 
General;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  instruct  its  delegates  to  the 
American  Medical  Association  to  introduce  a 
resolution,  memorializing  the  Surgeon-General 
to  give  consideration  to  similar  action  with  re- 
spect to  medical  students  inducted  into  active 
service  in  the  present  emergency,” 
your  reference  committee  approves  of  this 
resolution  and  recommends  its  adoption.  I so 
move. 

Dr.  G.  Scott  Towne,  Saratoga:  I second 
that  motion. 

Speaker  Bauer:  You  have  before  you  the 

adoption  of  the  Report  of  the  Reference  Com- 
mittee which  carries  with  it  the  approval  of  the 
resolution.  Is  there  any  discussion? 

Dr.  Thomas  A.  McGoldrick,  Kings:  For  in- 
formation, has  the  Surgeon-General  the  authority 
under  the  Selective  Service  Act  to  give  any  such 
order  at  the  present  time?  Does  that  not  come 
under  Mr.  Dykstra,  who  is  in  charge  of  the  ad- 
ministration of  that  act?  I feel  very  confident 
that  is  so,  and  to  make  sure  in  any  case  I would 
like  to  amend  that  so  his  name  and  office  be  also 
inserted  in  that  resolution,  as  well  as  the  Surgeon 
General’s. 

Speaker  Bauer:  I might  say  for  information 

that  the  Surgeon  General  would  have  no  author- 
ity at  all.  It  would  be  the  General  Staff  and  the 
Adjutant  General.  The  Surgeon  General  could 
only  recommend. 

Dr.  McGoldrick:  To  the  Administrator  of 

the  Selective  Service  Law? 

Speaker  Bauer:  Yes. 

Dr.  McGoldrick:  I would  like  to  amend 
that  so  that  the  resolution  be  also  addressed  to 
the  Chief  Administrator  of  the  Selective  Service 
Law. 

....  The  amendment  was  seconded  by  sev- 
eral. . . . 

Speaker  Bauer:  The  amendment  has  been 

proposed  to  include  the  Administrator  of  the 
Selective  Service  Act  in  the  resolution.  Is  there 
any  objection  to  that  amendment? 

Dr.  Chas.  Gordon  Heyd,  New  York:  I think 
Dr.  McGoldrick  is  out  of  order.  The  resolution 
states  after  he  is  inducted  into  active  service 
which  is  the  Army. 

Speaker  Bauer:  Will  you  read  that  section 

again,  Dr.  Masterson,  in  order  to  clarify  it? 

Dr.  Masterson:  I will  read  the  last  para- 

graph. I think  that  is  all  that  is  necessary: 

“Be  it  resolved  that  the  Medical  Society  of 
the  State  of  New  York  instruct  its  delegates  to 
the  American  Medical  Association  to  introduce 
a resolution,  memorializing  the  Surgeon-General 
to  give  consideration  to  similar  action  with 
respect  to  medical  students  inducted  into  active 
service  in  the  present  emergency.” 

This  only  applies  to  medical  students  who  have 
been  inducted.  I understand  from  Dr.  Marsland, 
who  appeared  before  our  committee  that  he  was 


a medical  student  at  the  time  of  the  last  World 
War  in  the  National  Guard.  He  and  five  other 
young  men  who  were  medical  students  were  in- 
ducted into  service,  and  they  were  there  a short 
time  when  they  were  notified  by  the  Attorney 
General  to  go  back  to  school  and  continue  their 
studies.  The  object  of  this  resolution,  as  I 
understand  it,  is  that  if  any  such  similar  in- 
stances have  taken  place  at  the  present  time, 
such  men  be  given  the  same  consideration  they 
were  given  during  the  World  War. 

Speaker  Bauer:  I think  that  Dr.  Heyd’s 
point  is  well  taken,  and  the  amendment  is  out  of 
order,  so  it  will  stand  as  originally  read.  Is  there 
any  discussion  further? 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

63.  Report  of  Reference  Committee  on  New 
Business  C — Deferment  of  Medical  Students 

{Section  16) 

Dr.  John  J.  Masterson,  Kings:  The  resolu- 
tion, as  introduced  by  Dr.  John  Donovan,  of  the 
Medical  Society  of  Erie,  pertaining  to  the  de- 
ferment of  medical  students,  reads: 

“Whereas,  medical  men  are  necessary  for 
the  proper  functioning  of  the  Army  and  for 
the  care  of  civilian  population,  and  especially 
so  during  an  emergency  ; and 

“Whereas,  the  drafting  of  medical  students 
would  interfere  with  the  normal  training  and 
graduation,  as  many  of  them  would  not  return 
for  the  completion  of  the  study  of  medicine 
when  the  course  has  been  interrupted  for  one 
or  more  years;  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the 
County  of  Erie  go  on  record  against  the  draft- 
ing of  medical  students  and  also  instruct  its 
delegates  to  implore  the  Medical  Society  of 
the  State  of  New  York  to  do  everything  in  its 
power  to  allow  the  deferment  by  Selective 
Service  Boards  of  medical  students,  thereby 
permitting  them  to  complete  their  medical 
education;  and  be  it  further 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  send  letters  to  various 
Draft  and  Appeals  Boards  appraising  them  of 
the  gravity  of  the  situation.” 

Your  reference  committee  approves  the  reso- 
lution in  principle,  but  not  the  verbiage,  and  does 
not  desire  to  recommend  a blanket  deferment  for 
medical  students  or  enrolled  medical  students  as 
it  is  contrary  to  the  spirit  uf  the  Selective  Train- 
ing and  Service  Act. 

The  Selective  Service  Law  and  the  policy  ex- 
pressed by  the  National  Selective  Service  de- 
clares that  a student  pursuing  a course  of  study 
by  which  he  is  preparing  himself  for  an  occupa- 
tion which  is  “essential  to  the  health,  safety  or 
interest  of  the  nation”  may  be  deferred  under  the 
regulation. 

The  committee  holds  that  a student  during  the 
course  of  his  medical  education  is  in  the  cate- 
gory. Furthermore  a student  who  has  success- 
fully completed  his  premedical  course  and  has 
been  enrolled  as  a student  in  a College  of  Medi- 
cine of  approved  standing  is  likewise  a necessary 
man  who  should  be  deferred. 

The  committee  therefore  moves  the  adoption 
of  the  resolution  in  principle  and  also  moves  the 

[Continued  on  page  1304] 
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adoption  of  our  herein  expressed  opinion,  as 
interpreting  the  resolution. 

Furthermore  we  recommend  that  a copy  of 
this  resolution  be  sent  to  the  American  Medical 
Association  for  its  information  and  action,  the 
first  “Resolved”  clause  to  include  “and  of  stu- 
dents who  have  been  enrolled,”  after  the  words 
“medical  students.” 


I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Speaker  Bauer:  It  is  nearly  5:50,  and  as  we 
are  to  have  dinner  in  the  Georgian  Room  at  6:30 
we  will  now  take  a recess  until  8 o’clock,  tonight. 
Please  be  here  promptly. 

....  The  session  recessed  at  5:50  p.  m.  . . . 


AN  ODE 

(Owed  to  our  Doctors — the  Examining  Physi- 
cians) 

(This  poem  was  written  by  Denis  H.  O’Brien, 
Clerk  of  Local  Board  No.  2,  Yellowstone 
County,  with  apologies  to  “Kipling”  and 
dedicated  to  the  striving  doctors,  clerks  and 
stenos  in  that  county.) 

You  make  talk  of  words  and  phrases 
And  of  questions  that  it  raises 
When  our  doctors  send  their  Forms  “Two 
Hundred”  in, 

And  it  certainly  is  slaughter 

When  they  don’t  write  like  they  aughter, 

It’s  their  scribbled  hieroglyphics,  that’s  a sin. 
Now  the  words  I try  to  tj^pe 
Make  me  wish  for  something  ripe 
For  to  throw,  to  show  my  vengeance  mid  my 
tears. 

Now  of  all  that  learned  crew 
There  was  none  wrote  words  I knew, 

It’s  unveiling  of  his  secrets — Doctor  fears. 

So  it’s  scan — scan — scan, 

With  the  wrinkles  growing  deeper  on  my 
pan. 

What’s  the  use,  what  should  I die  for 
If  those  words,  you  can’t  decipher, 

You’re  no  better  man  than  I am,  Doctor-man. 
Now  your  “P”  and  “D”  and  “B” 

They  are  all  alike  to  me 

And  your  “S”es  look  like  “M”  or  “X”  or  “L,” 
And  I wouldn’t  feel  the  sadder 


And  I wouldn’t  be  much  madder 

If  in  Wong  Sim’s  native  language  you  would  spell. 

All  the  aches  and  pains  and  troubles, 

To  my  brain,  are  empty  bubbles, 

Cause  they  could  mean  mostly  anything  at  all. 
How  I wish  that  I’d  seen  college 
And  had  gained  tremendous  knowledge 
Like  you,  dear  Doctor,  from  some  noted  Hall. 
But  it’s  scan — scan — scan, 

With  the  wrinkles  growing  deeper  on  my 
pan. 

What’s  the  use,  what  should  I die  for 
If  those  words,  you  can’t  decipher, 

You’re  no  better  man  than  I am,  Doctor-man. 
As  I finished  with  this  verse, 

I could  think  of  nothing  worse 

Than  to  take  it  to  the  doctor  and  insult  him, 

So  I walked  right  to  his  door 
And  I bravely  crossed  his  floor 
As  if  I called  upon  him  to  consult  him. 

Then  I handed  him  this  script 

And  I said,  “You  must  have  skipped 

Every  class  you  had  in  penmanship  and  writing. " 

In  reply  he  simply  said 

“It’s  your  ignorance,  instead, 

You’ve  never  learned  to  read,  so  stop  your 
fighting.” 

So  it’s  scan — scan — scan, 

Perspiring,  working,  slaving  all  I can 
Now  I’ve  razzed  you  and  I’ve  flayed  you 
By  the  living  gawds  that  made  3rou 
You’re  a better  man  than  I am,  Doctor-man. 


AMERICANS  OF  1840  COULD  DRINK  A QUART  OF  WHISKEY  A DAY 


The  American  of  1840  could  drink  nearly  a 
quart  of  whiskey  (29  ounces)  every  day  and  still 
keep  his  health  and  live  to  a good  old  age,  but  the 
average  American  of  today  cannot,  Dr.  Norman 
Jolliffe,  of  New  York  University,  told  the 
American  Association  for  the  Advancement  of 
Science  as  reported  in  the  Science  News  Letter. 

The  immunity  of  our  great  grandfathers  to 
the  diseases  of  alcohol  was  due  to  their  superior 
intake  of  vitamin  B,  Dr.  Jolliffe  explained. 
The  vitamin  deficiency  that  scientific  study  has 
recently  demonstrated  to  be  the  real  basis  of 
the  so-called  alcoholic  diseases  is  due  not  so  much 
to  an  absolute  lack  of  vitamin  Bi  as  it  is  to  a 
vitamin  intake  which  is  too  low  in  proportion  to 
the  calories.  Increasing  the  calories  consumed 
by  experimental  animals  that  are  getting  too 
little  vitamin  Bi  only  increases  their  liability  to 
deficiency  disease.  Those  that  eat  too  few 
calories  are  safest. 

The  average  American  of  drinking  age  today 
consumes  more  than  200  calories  every  day  just 


from  his  alcohol  in  addition  to  the  nonalcoholic 
calories  in  his  drink  and  the  calories  in  his  food. 
This  extra  200  calories  cuts  the  important  ratio 
between  vitamin  Bi  and  calories  from  the  alcohol- 
free  3.32  to  3.13.  This  means  an  18.2  per  cent 
reduction  in  the  already  slim  margin  of  safety  for 
this  vitamin. 

The  average  American  of  1840  had  a ratio  of 
7.2  and  a margin  of  safety  of  230  per  cent. 

It  is  a mistake,  Dr.  Jolliffe  emphasized,  to 
assume  from  the  recent  demonstration  of  the 
part  of  vitamin  B deficiency  in  alcoholic  diseases 
that  alcohol  itself  is  harmless — a mistake  made 
by  those  opposed  to  drinking  as  well  as  those 
who  like  it.  Although  these  diseases  do  un- 
questionably develop  as  a direct  result  of  nutri- 
tional deficiency,  he  said,  it  is  the  consumption 
of  too  much  alcohol  and  too  little  food  that 
is  responsible  for  the  nutritional  lack. 

The  alcohol  acts  in  still  another  way  to  cut 
down  the  individual’s  ration  of  vitamin  Bi — by 
irritating  the  intestinal  tract  so  that  food  is  lost  or 
avoided. 
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The  addition  of  medicinal  iron  to  the  diet  is  indicated 

Jin  many  instances  as  a prophylaxis  against  secondary 

anemia.  Hematinic  Plastules  provide  a supplementary  source 
of  iron  to  help  maintain  a positive  iron  balance  during  the 
period  of  pregnancy. 

Hematinic  Plastules  are  easy  to  take,  well  tolerated  and 
effective  in  small  doses.  Hematinic  Plastules  are  useful  for  the 
prevention  and  treatment  of  anemias  of  pregnancy,  chronic 
blood  loss  or  iron  deficiency. 

When  you  think  of  iron  — 

R HEMATINIC  PLASTULES  PLAIN 

Suggested  dosage — 1 T.  I.D.  after  meals, 
or 

HEMATINIC  PLASTULES  with  LIVER  CONCENTRATE 

Suggested  dosage— 2 T.I.D.  after  meals. 

BOTTLES  OF  50  AND  100 


tMICK  BOULEVARD  • CHICAGO,  ILLINOIS 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Medical  News 


County  News 


Albany  County 

Dr.  J.  Rosslyn  Earp,  aged  49,  medical  editor 
of  the  State  Health  Department,  died  on  May  19 
in  Albany  Hospital.  Dr.  Earp  was  author  of 
many  scientific  publications,  was  former  public 
health  director  of  New  Mexico,  and  had  been  a 
member  of  the  New  York  State  Health  Depart- 
ment since  1937. 

Chautauqua  County 

Two  hundred  persons  attended  a testimonial 
dinner  held  at  Hotel  Jamestown  at  Jamestown, 
May  16,  in  honor  of  Dr.  George  W.  Cottis,  who 
was  chosen  president-elect  of  the  New  York  State 
Medical  Society  at  the  convention  at  Buffalo. 

Dr.  D.  C.  Perkins,  president  of  the  Jamestown 
Medical  Society,  which  sponsored  the  affair,  pre- 
sided and  introduced  Dr.  William  D.  Johnson, 
of  Batavia,  past-president  of  the  State  Society 
and  toastmaster  at  the  dinner. 

Present  were  members  of  the  medical  profes- 
sion and  their  wives  and  western  New  York  and 
Jamestown  officials. 

Dr.  W.  H.  Ross,  of  Brentwood,  past-president 
and  trustee  of  the  State  Society,  said  of  Dr. 
Cottis,  as  reported  in  the  Jamestown  Journal : 
“His  mentality,  his  judgment,  his  honesty,  his 
loyalty,  and  his  other  traits  demonstrate  hi§ 
splendid  character.  No  one  has  ever  had  any 
doubt  of  where  he  stands  in  relation  to  the 
problems  of  medicine.” 

In  behalf  of  the  laymen,  S.  Miles  Bouton  said 
of  Dr.  Cottis:  “He  is  not  only  a great  surgeon 
who,  instead  of  keeping  abreast  of  progress  in  his 
profession,  keeps  ahead  of  it.  In  the  World  War 
he  demonstrated  his  patriotism  and  has  been 
demonstrating  it  ever  since.  He  is  a scholar  with 
the  broadest  intellectual  interests,  to  whom  all 
who  come  into  contact  with  him  listen  with 
profit.  He  is  a man  of  such  high  conception  of  civic 
duties  that  he  gives  too  generously  of  his  time 
and  ability  for  the  good  of  our  city.” 

Greetings  from  his  fellow  sportsmen  were  ex- 
tended by  Murray  T.  Davidson,  who  declared  Dr. 
Cottis  was  a great  man  of  determination  and  the 
finest  of  associates  on  hunting  and  fishing  trips. 

A plaque,  bearing  the  names  of  the  members  of 
the  Jamestown  Medical  Society,  was  presented 
to  Dr.  Cottis  by  Dr.  Frank  P.  Goodwin. 

The  struggles  of  a boy  who  left  school  at  the 
age  of  10  to  work  for  $2.50  a week  to  help  sup- 
port the  family  and  who  eventually  succeeded  in 
obtaining  a medical  education  was  described  by 
Dr.  Cottis  in  his  response. 

He  continued:  “All  of  us  go  through  life  over 
the  road  that  is  never  straight  or  level  for  any 
long  distance.  We  all  go  through  the  shadows 
in  deep  valleys  and  then  rise  to  the  summit  where 
the  sun  is  shining.” 

Dr.  Cottis  in  conclusion  said: 

“It  has  been  a joy  to  watch  the  development 
of  the  medical  profession  in  this  town,  to  see 
young  men  come  along  and  give  the  service  they 
do,  to  see  the  hospitals  develop  to  what  they  are 
today,  not  only  in  size,  but  in  equipment  and 
efficiency,  to  see  a great  nursing  profession  de- 
velop, but  above  all  to  see  the  younger  men  come 


along  and  develop  as  specialists.  There  were 
only  two  specialists  here  when  I arrived  and  both 
were  eye,  ear,  nose,  and  throat.  Today,  we  have 
specialists  in  every  branch,  except  neurology, 
and  give  as  good  service  as  can  be  found  any- 
where. 

“The  honor  given  me  would  be  an  empty  one 
if  it  did  not  have  the  approval  of  my  fellow 
colleagues  in  Chautauqua  County.  It  seems  to 
me  tonight,  to  see  all  you  folks  here  and  to  hear 
the  words  of  my  old  and  trusted  friends,  that  the 
road  has  brought  me  to  the  summit  of  the  moun- 
tain.” 

Delaware  County 

A plan  to  standardize  fees  charged  by  physi- 
cians for  treating  relief  clients  was  submitted  to 
the  Board  of  Supervisors  at  Delhi  on  May  12  and 
was  referred  to  the  public  welfare  committee. 

The  plan,  presented  and  explained  by  Dr. 
Orin  Q.  Flint,  secretary  of  the  county  society  and 
physician  for  the  county  home,  hospital,  and 
jail,  is  “designed  to  provide  for  relief  clients  ade- 
quate medical  care,  which  implies  the  same  care 
and  attention  any  nonindigent  family  receives 
and  to  keep  the  bill  for  medical  relief  as  low  as  is 
consistent  with  this  good  medical  care.” 

Although  services  rendered  in  each  instance 
are  the  same,  there  has  been  a difference  in  fees 
for  care  of  home  relief,  county  hospital,  old  age 
relief,  and  others  of  the  myriad  classifications  of 
relief  cases. 

The  suggested  schedule  of  fees  sets  forth  that 
“physicians  feel  that  certain  of  the  present  fees 
are  impractical  in  that  they  are  lower  for  services 
and  materials  than  the  actual  cost  of  materials, 
such  as  cost  of  lenses  and  frames  in  eye  work,  and 
in  other  instances  too  high,  such  as  hospital  visits 
at  $1.00  each  though  a doctor  might  see  several 
patients  in  the  hospital  in  20  or  30  minutes.” 

To  effect  an  equitable  schedule,  the  present 
state  compensation  schedule  of  rates  was  taken 
as  a model  and  an  average  reduction  of  50  per 
cent  made  “to  conform  to  the  concensus  .... 
among  physicians  that  50  per  cent  of  the  total 
gross  cash  income  is  net  income.” 

It  was  explained  that  the  remaining  50  per 
cent  covers  the  cost  of  goods  sold,  in  the  case  of  a 
doctor  including  his  services  or  time,  his  training, 
experience,  expenses,  including  both  original  cost 
of  education  and  current  running  expenses. 

An  advisory  committee,  to  be  appointed  by 
the  county  society  and  composed  of  three  physi- 
cians, one  pharmacist,  and  one  dentist,  was 
suggested.  The  committee  would  act  on  dis- 
agreements referred  to  it.  Dr.  Flint  said  that 
the  mere  existence  of  such  a body  would  keep 
doctors  from  making  improper  charges  for  serv- 
ices. They  would  not  care  to  run  the  risk  of 
censure  by  their  fellow  physicians,  he  added. 

If  a local  welfare  officer  refused  to  authorize 
treatment  for  a relief  client  and  the  physician 
felt  that  such  treatment  was  necessary,  he  could 
appeal  to  the  county  welfare  officer  and  the  ad- 
visory committee. 

[Continued  on  page  1308] 
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THE  CHAS.  B.  TOWNS  HOSPITAL 

47  SUCCESSFUL  YEARS 

TREATING  DRUG  AND 
ALCOHOL  CASES 

EXCLUSIVELY 

293  Central  Park  West,  New  York,  N.  Y. 


MEDICINE  AND  THE  SANITARIUM 


AN  OPEN 
INSTITUTION 

• 

AUTHORITATIVE 

INFORMATION 

ON  POST-MEDICAL 
ASSISTANCE  IN 
ALCOHOLISM 
ON  REQUEST 


| Said  Virgil — “Being  myself  no  stranger  to  suffering,  I 
we  learned  to  relieve  the  sufferings  of  others .” 

In  which  we  can  see  if  we  will,  a point  of  tenderness, 
>ncern  and  sympathy  for  those  in  ill  health.  Not  that 
is  essential  to  fitness  that  a man  must  experience  dis- 
ise  first  himself  before  he  may  treat  others  effectively, 
it  if  he  understands  and  grasps  the  feelings  of  the  suf- 
rer  he  is  surely  more  suitable  to  care  for  others  and  to 
;3lp  them. 

Medicine,  strangely,  is  a “business”  in  which  the  same 
Torts  and  facilities  are  used  to  “lose”  patrons  as  well  as 
) gain  them.  All  its  resources  are  devoted  to  achieving 
goal  where  the  patron  no  longer  requires  its  services. 
.11  its  successes  have  their  foundation  on  such  efforts  as 
jnd  to  make  its  services  dispensable. 

Except  in  the  case  of  the  invalid  requiring  care  for  the 
alance  of  life,  the  sanitarium  is  akin  to  Medicine  in  the 


same  respect.  To  achieve  and  maintain  success,  it  must 
be  efficient  in  making  its  facilities  useful  to  a patient  for 
as  short  a space  of  time  as  may  be  necessary  only  to  re- 
store the  ill  to  normal  health  and  usefulness  to  society. 
It  is  most  successful  in  this  generally  because  it  is  organ- 
ized and  equipped  to  give  the  individual  attention  so  vital 
constantly,  not  only  to  assure  complete  recovery  but  to 
expedite  it  as  well. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physidan-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


»Q  SANITARIUM 

^ Under  medical  supervision, 
tender  and  devoted  care  in 

for  ELDERLY  PEOPLE, 

CONVALESCENTS  and  nursing  service.  Full  coop- 

CHRONIC  INVALIDS.  5X#l'P‘“'SB'r”“l 
105  BRUCE  AVE.,  YONKERS,  NEW  YORK  . 

. YONKERS — 3265 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates — Enquiries  invited 

64  Maple  St.  - East  Aurora/  N.  Y.  - Phone  784 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 

Disorders  of  the  Nervous  System 

BEAUTIFUL — QUIET — HOMELIKE 


FALKIRK 

. IN  THE  . 

RAMAPOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A,  POTTER,  M.D.,  Resident  Physician 


ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 
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The  schedule  provides  for  a $2.00  fee  for  the 
first  office  visit  and  $1.00  for  each  subsequent 
visit.  Home  visits,  within  a 3-mile  radius,  would 
be  $2.00;  up  to  6 miles,  $3.00;  up  to  10  miles, 
$4.00;  and  $1.00  extra  for  each  additional  4 
miles.  Hospital  visits  would  be  50  cents. 
After  the  first  home  visit  50  cents  would  be 
charged  for  each  additional  patient.  Nearby 
night  visits,  between  hours  of  10:00  p.m.  and 
7:00  a.m.,  would  be  $3.00.  In  most  instances  the 
maximum  to  be  charged  for  any  one  case  would 
be  $50. 

The  schedules  list  suggested  fees  for  every 
possible  kind  of  treatment  or  operation.  Dr. 
Flint  described  the  plan  as  “the  doctors’  effort 
to  remedy  chiseling.” 

Dutchess  County 

Dr.  Clement  Schotland  of  the  Beth  Israel  and 
New  York  Post-Graduate  hospitals,  New  York 
City,  spoke  on  May  14  at  a meeting  of  the  county 
society  at  the  Amrita  Club  in  Poughkeepsie  on 
“Pseudo-Hypertrophic  Muscular  Dystrophy.” 
Motion  pictures  were  shown. 

Erie  County 

Ending  a three-year  controversy,  the  Count}' 
Board  of  Supervisors  on  May  27  approved  the 
so-called  welfare  medical  plan  which  provides 
more  adequate  care  for  the  indigent  and  permits 
Buffalo  private  physicians  to  charge  for  their 
services,  says  the  Buffalo  Courier-Express. 

The  board  vote  on  the  measure  was  46  to  2. 
It  is  expected  the  plan  will  become  effective 
July  1.  The  estimated  annual  cost  is  $66,000,  of 
which  40  per  cent  will  be  reimbursed  by  the  state. 

The  plan  calls  for  private  physicians  to  be 
paid  $2.00  a home  call,  with  the  maximum  charge 
set  at  $50  a month.  It  also  provides  for  the  em- 
ployment of  four  medical  social  workers  at  $1,500 
annually,  five  physicians  at  $1,500  to  augment  the 
home  call  service,  four  pharmacists  at  $1,200, 
and  an  appropriation  of  $6,000  for  drugs. 

The  plan  will  enable  hundreds  of  private  physi- 
cians to  obtain  recompense  for  their  services 
which  heretofore  they  have  given  free  to  welfare 
clients. 

Fulton  County 

Dr.  Frederick  A.  D.  Alexander,  director  of 
anesthesia  at  the  Albany  City  Hospital,  was  the 
principal  speaker  at  a meeting  of  the  county  so- 
ciety on  May  22  at  the  Hotel  Johnstown.  Dr. 
Alexander  spoke  on  “Complications  of  Anes- 
thesia.” 

Following  Dr.  Alexander’s  address,  a luncheon 
was  served  in  the  coffee  shop  of  the  hotel. 
There  were  twenty-five  members  present. 

Jefferson  County 

The  postponed  monthly  meeting  of  the  county 
society  was  held  on  May  15  at  the  Black  River 
Valley  Club.  Dinner  was  served  at  6:30. 

Orthopedic  aspects  of  arthritis  were  discussed 
by  Dr.  Louis  Goldstein  of  the  Strong  Memorial 
Hospital  in  Rochester. 

A sound  movie  on  vitamin  B complex  was  also 
shown. 

The  June  meeting  of  the  society  will  be  held  at 
Pine  Camp,  and  the  members  will  be  guests  of 
the  Army  Medical  Corps. 


Kings  County 

Dr.  Ralph  I.  Lloyd,  of  Brooklyn,  president- 
elect of  the  American  Academy  of  Ophthalmology 
and  Oto-Laryngology,  was  honored  at  the 
nineteenth  annual  dinner  of  the  Brooklyn 
Ophthalmological  Society  in  the  Montauk  Club, 
on  May  21. 

A past-president  of  the  society,  Dr.  Lloyd,  who 
has  practiced  for  more  than  forty  years,  is  con- 
sulting ophthalmologist  at  Cumberland  Hospital 
and  consulting  oculist  at  Prospect  Heights  Hos- 
pital and  Peck  Memorial  Hospital.  He  is  a fellow 
of  the  American  College  of  Surgeons. 

Dr.  Lloyd  was  presented  with  a portable  radio 
by  Dr.  Joseph  E.  Golding,  first  president  of  the 
society,  who  was  toastmaster.  Speakers  in- 
cluded Dr.  Maurice  L.  Wieselthier,  president  of 
the  society;  Dr.  Maurice  J.  Dattelbaum,  presi- 
dent of  the  Kings  County  Medical  Society; 
Dr.  Percy  Fridenberg,  founder  of  the  Clinical 
Ophthalmology  Society  of  New  York;  and  Dr. 
Algernon  B.  Reese,  of  Manhattan.  Dr.  Walter 
V.  Moore  was  chairman  of  the  dinner  committee. 

Monroe  County 

The  lives  of  19  Rochester  mothers  were  saved 
during  the  last  year,  the  Maternal  Welfare  Com- 
mittee of  the  county  society  reports. 

The  Rochester  maternal  death  rate,  it  is  re- 
ported, is  one-half  of  what  it  was  ten  years  ago 
and  as  low  as  any  city  of  comparable  size  in  the 
county.  There  were  19  less  deaths  in  1940  than 
in  1939. 

Unless  the  birth  rate  rises,  however,  there  will 
be  in  time  an  actual  loss  in  population,  the  com- 
mittee said,  urging  increases  in  those  families 
which  “can  best  provide  their  children  with  the 
advantages  of  life.” 

Doctors  of  Rochester  and  county  towns  have 
invitations  from  the  County  Welfare  Department 
to  participate  in  a “Rotating  Panel  System”  of 
medical  care  for  the  indigent. 

The  system  is  designed  to  eliminate  the  direct- 
payment  plan  of  welfare  medical  assistance  and 
“to  render  adequate  medical  care  at  less  cost.” 

Objections  to  the  system  are  known  to  exist 
among  physicians.  In  the  letter  explaining  the 
system  to  the  doctors,  Jesse  B.  Hannan,  county 
welfare  director,  and  Dr.  Edward  G.  Whipple, 
medical  director,  who  say  a study  of  various 
programs  throughout  the  country  has  been  made, 
admit  “none  is  wholly  without  objections  on  the 
part  of  both  the  physicians  and  the  adminis- 
trators of  public  welfare.” 

Nevertheless,  Mr.  Hannan  said  that  it  is  hoped 
to  have  the  system  in  operation  shortly.  Many 
physicians  already  have  offered  to  participate,  he 
said. 

The  “Rotating  Panel  System”  provides  panels 
of  four  physicians  in  the  city  and  of  one  to  three 
physicians  in  each  of  nine  rural  districts,  who 
would  serve  four  months  and  then  be  replaced  b}' 
new  panels.  City  doctors  would  receive  $200  a 
month;  town,  $50.  Panels  could  be  enlarged  if 
necessary. 

Under  present  arrangements  some  350  physi- 
cians serve  the  county  in  the  city  alone.  Unless 
the  new  system  goes  in  effect,  after  June  1,  on 
state  orders,  payment  for  medical  care  must  be 
made  to  the  welfare  recipient,  who  in  turn  may, 
or  may  not,  pass  the  money  on  to  the  physicians. 

[Continued  on  page  1310] 
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THE  MAPLES  INC.,  OCEANSIDE,  L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


TWIH  ELMS  "ISs 

You  will  better  understand  Modern  Psychiatry  For  your 
patients — Write  for  "Psychiatry  Briefs"  and  "A  Modern 
Psychiatric  Hospital  in  Action  " 

EUGENE  N.  BOUDREAU,  MD.  SYRACUSE,  N.  Y. 

Physician-in-  Cha  rge 


BRUNSWICK 
HOME  A Private 

n V-/  1VI  C Sanitarium 


Broadway  and  Louden  Avenue 
AMITYVILLE,  L.  I— Phone:  1700,  01,  02 

N.  y.  Office— 67  W.  44th  Street 


Tel:  MUrray  Hill  2-8323 
C.  L.  MARKHAM,  M.D.,  Supt. 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  ner- 
vous disorders. 

Separate  accommoda- 
tions for  nervous  and 
backward  children. 
Physicians’  treatments 
rigidly  followed. 


LOUDEN-KNICKERBOCKER  HAIL.1" 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 
Full  inf ormation  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 


A PROBLEM  IN 

With  some  35,000  tourist  camps  operating  in  the 
United  States  it  is  to  be  expected  that  new  problems  in 
health  should  arise. 

As  many  of  these  “overnight”  arrangements  for  motor- 
ists are  situated  outside  of  city  limits  they  are  free  of 
active  city  police  and  health  department  inspections. 
While  it  is  true  that  a number  of  tourist  camps  are  main- 
tained by  reputable  people,  these  according  to  govern- 
i mental  reports  are  in  a minority. 

Some  years  ago  the  American  Automobile  Association 
started  listing  Tourist  Camps  in  their  Directory  of  Motor 
Courts  and  Cottages.  An  effort  to  inspect  such  approved 


TOURIST  CAMPS 

camps  was  made,  but  inspections  were  undoubtedly  made 
by  persons  untrained  in  hygiene  and  sanitation. 

Economic  conditions  have  created  a large  clientele  for 
such  establishments  and  in  many  states  where  there  are 
numerous  tourist  attractions,  the  tourist  camp  has  flour- 
ished without  the  strict  health  regulations  that  hotels  in 
even  villages  are  required  to  observe. 

Today  when  travel  within  our  country  has  increased 
for  many  reasons,  these  places  will  be  patronized  more 
than  ever.  Accordingly,  now  if  ever,  some  effort  should 
be  made  to  effect  safer  and  cleaner  tourist  camps  for  the 
protection  of  the  public. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.Y.C.  da  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *TEL.  4-1143 


WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 
HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.,  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge. 


GREENMONTojvHUDSON 

ESTABLISHED  1880  BY  DR.  PARSONS 
For  special  care  and  treatment  of  Nervous  and  Mental  Disorders. 
Convalescents,  and  selected  oases  of  Alcoholism.  Unusual  home- 
like atmosphere.  State  licensed.  Moderate  rates.  J^6  minutes 
from  New  York  City. 

EDMUND  J.  BARNES,  M.D.,  PHYSICIAN  IN  CHARGE 

OSSINING,  N.  Y.  — OSSINING  1989 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.Y.C.  da  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *TEL.  4-1143 


RIVERLAWN  SANITARIUM 

FOUNDED  1893 


A conveniently  situated  Sanitarium  offering  complete  facilities  for 
the  treatment  and  care  of  MENTAL  AND  NERVOUS  CASES 
and  ALCOHOLIC  AND  DRUG  ADDICTIONS.  We  extend  full 
cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON/  N«  J.  Armory  4-2342 
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This  so-called  direct-payment  plan  is  opposed. 

The  county  will  continue  to  use  the  services  of 
five  full-time  physicians  under  Civil  Service  ap- 
pointment. 

The  regular  meeting  of  the  county  society  was 
held  on  Thursday  evening,  May  29,  at  the 
Academy  of  Medicine.  Dr.  Samuel  J.  Kopetzky, 
president  of  the  State  Society,  spoke  on  “The 
Doctor’s  Place  in  the  Defense  Program.”  A 
business  session  preceded  the  meeting. 

There  were  five  candidates  for  membership: 
Dr.  Allen  M.  Hill,  Dr.  Richard  B.  Phillips,  Dr. 
A.  J.  Tranella,  Dr.  Exie  Welsch,  and  Dr.  Philip 
Winslow. 

New  York  County 

The  scientific  program  of  the  county  society 
on  May  26  included  these  addresses:  (1)  “Renal 
Extract  in  Hypertension,”  by  Dr.  Benjamin 
Jablons,  and  (2)  “Clinical  and  Experimental 
Hypertension,”  by  Dr.  Frederick  M.  Allen. 

The  Section  of  Obstetrics  and  Gynecology  of 
the  Academy  of  Medicine  met  on  May  27,  with 
the  following  program  by  the  Woman’s  Hospital: 
(a)  “Premature  Separation  of  the  Placenta,” 
by  Dr.  Ralph  L.  Barret;  (b)  “Essential  Me- 
chanical Factors  for  Urinary  Continence  in  Fe- 
males,” by  Dr.  William  T.  Kennedy;  (c)  “Roent- 
gen Therapy  for  Acute  Postpartum  Mastitis,” 
by  Dr.  Harriet  McIntosh;  (d)  “Erythroblas- 
tosis,” by  Dr.  Lyman  Burnham;  (e)  “Results  of 
Subcutaneous  Implantation  of  Crystalline  Estro- 
gen and  Progesterone,”  by  Drs.  Daniel  R.  Mishell 
and  Leon  R.  Motyloff. 

The  following  action  has  been  taken  by-  the 
county  society  to  assure  the  sustained  and  effec- 
tive treatment  of  patients  of  those  physicians 
called  to  active  military  service.  This  provision 
makes  the  medical  records  of  such  patients  avail- 
able to  other  physicians  under  whose  care  they 
may  come. 

The  call  to  active  military  duty  of  physicians 
now  in  practice  has  created  a serious  problem  on 
the  continuation  of  the  treatment  of  patients  now 
under  their  care.  To  meet  this  situation  the 
county  society  has  adopted  the  recommendation 
of  its  Committee  on  Medical  Economics.  This 
provision,  of  course,  safeguards  the  confidential 
relationship  between  the  patient  and  the  physi- 
cians. The  medical  records  will  be  made  avail- 
able to  physicians  only  on  instructions  of  the 
patient  affected. 

In  pursuit  of  this  action  the  county  society  has 
formulated  the  following  standard  communication 
which  physicians  might  send  to  their  patients : 

“I  have  been  called  to  active  duty  in  the 

military  forces  of  the  U.  S.  I have  enjoyed 


the  privilege  of  attending  you  in  the  past  and 
regret  the  necessity  of  terminating  our  associa- 
tion at  this  time.  However,  I shall  resume  the 
practice  of  medicine  as  soon  as  my  term  of 
active  duty  is  completed.  In  the  interim,  if 
you  will  notify  my  office  of  the  name  and 
address  of  the  physician  whom  you  consult,  a 
resume  of  my  record  and  suggestions  for  your 
treatment  will  be  forwarded  to  this  physician.” 

Queens  County 

The  county  society  met  on  May  27,  and  lis- 
tened to  a paper  on  “The  Treatment  of  the  Pre- 
mature Infant,”  by  Dr.  Hugh  Chaplin,  pedia- 
trician, Bellevue  Hospital.  Discussion  was  led 
by  Dr.  Leona  Baumgartner,  acting  director  of 
Bureau  of  Child  Hygiene,  Department  of  Health, 
and  Dr.  W.  C.  A.  Steffen,  director  of  pediatrics, 
Flushing  Hospital. 

Rensselaer  County 

Colonel  Louis  H.  Bauer,  M.D.,  Fellow  of  the 
American  College  of  Physicians  and  consultant  in 
aviation  medicine  for  the  Civil  Aeronautics 
Administration,  spoke  on  “Aviation  Medicine” 
at  the  meeting  of  the  county  society  at  The  Hen- 
drick Hudson  on  May  13. 

Schoharie  County 

The  county  society  held  its  May  meeting  at  the 
Central  School  in  Middleburgh.  At  the  business 
session  the  following  officers  were  nominated,  the 
election  to  be  held  at  the  annual  meeting  in  the 
fall:  president,  R.  G.  S.  Dougall,  of  Cobleskill; 
vice-president,  L.  R.  Becker,  of  Cobleskill; 
treasurer,  Duncan  Best,  of  Middleburgh;  secre- 
tary, Donald  Lyons,  of  Middleburgh;  censor, 
Joseph  Duell,  of  Jefferson;  and  delegate  to  the 
State  Society,  David  W.  Beard,  of  Cobleskill. 

At  the  afternoon  session  papers  were  given  by 
Dr.  James  Greenough  and  Dr.  Leroy  S.  House, 
of  Oneonta,  on  tumor  clinics  and  by  Dr.  William 
P.  Brown  of  the  Health  Service  Bureau  of  the 
State  Education  Department  on  “The  School 
Physician.”  Dr.  David  W.  Beard,  president  for 
the  past  two  years,  presided. 

Sullivan  County 

Dr.  Ralph  S.  Breakey,  of  Monticello,  was 
scheduled  for  the  presidency  of  the  county  so- 
ciety, and  Dr.  Cornelius  Duggan,  of  White  Lake, 
was  honored  for  50  j^ears  in  the  practice  of  medi- 
cine, at  the  semi-annual  meeting,  attended  by 
forty  physicians,  on  May  21  at  the  Lenape. 

At  least  three  other  physicians  in  the  county 
have  also  begun  the  second  half  of  a century  of 
practice.  They  are  Dr.  John  A.  Miller,  of  Ros- 
coe,  53  years;  Dr.  Russell  W.  Allan  (dentist),  of 
Monticello,  51  years;  and  Dr.  Rosetta  S.  Hall, 
of  Liberty,  52  years. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  College 

Date  of  Death 

Residence 

Harry  S.  Braman 

68 

P.  & S.  Baltimore 

April  23 

Homer 

Vincent  A.  Eagan 

43 

L.  I.  C.  Hospital 

May  14 

Far  Rockaway 

John  R.  Earp 

49 

London 

May  19 

Delmar 

Gertrude  Greenstein 

54 

N.  Y.  M.  C.  & H.  Worn. 

May  14 

Manhattan 

Matthias  Nicoll,  Jr. 

73 

P.  & S.  N.  Y. 

May  13 

Rye 

Robert  M.  Rogers 

57 

L.  I.  C.  Hospital 

May  13 

Brooklyn  & Quoque 

Doran  J.  Stephens 

38 

Rochester 

March  19 

Rochester 
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SCHOOLS  OF  REFINEMENT  WITH  HIGH  RATING  IN  EDUCATIONAL  AND  CULTURAL  ADVANTAGES 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  Clinical  Laboratory  course  including 
Basal  Metabolism  9 months.  X-Ray  and  Electro 
cardiography  3 months.  Graduates  in  demand. 
Established  23  years. 

Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technology 

3422  E.  Lake  St.,  Minneapolis,  Minn. 


CAPABLE  ASSISTANTS 


Our  free  placement  service  will  be  glad  to  help  you  select  ex- 
actly the  right  assistant.  Paine  Hall  graduates  are  girls  of  character, 
intelligence,  appearance — thoroughly  qualified  to  assist  in  office 
and  laboratory;  trained  in  haematology,  blood  chemistry,  urin- 
alysis, clinical  pathology,  medical  stenography,'  bookkeeping. 
Address  inquiries  to  C.  R.  Porter,  Principal. 


Established 

1849 


tabts'c{4atl  ’Woi* 

BRyant  9-2831 

Licensed  by  the  State  of  New  York 


ELIXIR  BROMAURATE 

IS  GIVING  EXCELLENT  RESULTS 


IN  WHOOPING  COUGH 


Shortens  the  duration  of  the  cough,  relieves  the  distressing  spasms  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSIST- 
ENT COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 to  4 hours. 

GOLD  PHARMACAL  CO.,  New  York 


INDEX  TO  ADVERTISERS  AND  ADVERTISED  PRODUCTS 

(< Continued  from  page  1232) 


Biological  & Pharmaceutical 


Aminophyllin  (Dubin) 1231 

Amphojel  (Wyeth) 1220,  1221 

Elixir  Bromaurate  (Gold) 1311 

Hematinic  Plastules  (Bovinine) 1305 

Hyclorite  (Bethlehem) 1224 

Kaomagma  (Wyeth) 1233 

Maxitate  (Strasenburgh) 1232 

Nicotinic  Acid  (Upjohn) 1219 

Petrolagar  (Petrolagar  Labs.) 1236 


Medical  and  Surgical  Equipment 

Orthopedic  Shoes  (Pediforme) ,. ‘ . 1226* 

X-Ray  (General  Electric  X-Ray) . . . i : . .•  :■  v 2nd  Cover 


Dietary  Foods 

Citrus  Fruits  (Florida  Citrus) 1225 

Knox  Gelatine  (Knox) 1227 

Libby  Baby  Pantry  (Libby,  McNeill  & Libby)  . . 1234 

Malted  Milk  (Horiick’s) . 1228/1229 

Similac  (M  & R Dietetic) 1235 

S-M-A  (S.  M.  A.  Corp.) 3rd  Cover 

Miscellaneous 

Brioschi  (Ceribelli) 1231 

Coca-Cola  (Coca-Cola  Company) 1314 

Cruises  (Moore-McCormack) 1303 

Hotel  (Scaroon  Manor) 1231 

Hotel  (White  Sulphur  Company) 1225 

Saratoga  Spa  Coesa  (Saratoga  Spring  Authority).  1223 

^SVh’Sky  (Johnnie  Walker) 1234 

Wjne5  (Pleasant  Valley) 1231 
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Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 
County  News 


Albany.  The  wives  of  the  doctors  gathered  at 
t he  University  Club  to  honor  the  retiring  presi- 
dent, Mrs.  Alfred  L.  Madden.  Mrs.  William 
Fitzgerald  is  the  incoming  president  and  Mrs. 
John  B.  Horner  is  the  vice-president-elect. 

Cayuga.  Fifteen  members  attended  the  spring 
luncheon  of  the  Onondaga  County  Auxiliary. 
The  regular  monthly  meeting  was  held  at  the 
Nurses’  Home  on  May  29,  when  Mrs.  George 
Sincerbeaux,  retiring  president,  presented  the 
gavel  to  Mrs.  Carlton  Bullard.  Other  officers  for 
the  year  include:  first  vice-president,  Mrs.  J.  D. 

Sands;  second  vice-president,  Mrs.  Jason  L. 
Wiley;  treasurer,  Mrs.  Herbert  Jones;  secretary, 
Mrs.  A.  B.  Chidester.  Mrs.  George  B.  Adams, 
president  of  the  State  Auxiliary,  addressed  the 
meeting  and  outlined  plans  for  the  year.  She 
asked  for  the  cooperation  of  every  member,  ex- 
plaining that  unity  in  county  societies  meant 
greater  growth  and  interest  in  both  state  and 
national  organizations.  A gift  was  presented  to 
Mrs.  Sincerbeaux,  who  had  served  faithfully  dur- 
ing the  past  eighteen  months,  and  it  was  an- 
nounced that  she  has  been  appointed  state  cor- 
responding secretary.  Mrs.  John  Wiley,  the 
official  delegate  to  the  State  Convention,  gave  a 
splendid  report.  It  was  decided  to  send  two 
girls  to  the  Girl  Scout  Camp  for  two  weeks. 
After  the  business  meeting  the  doctors  joined 
their  wives  for  a friendly  hour  and  refreshments. 

Columbia.  With  an  attendance  of  over  200 
people,  a springtime  ball  was  held  at  the  Elks 
Club  in  Hudson.  The  ball  was  given  by  the 
woman’s  auxiliary  for  the  benefit  of  Bundles  for 
Britain.  Mrs.  Henry  C.  Galster,  president  of 
the  Hudson  branch  was  an  efficient  chairman. 
The  ballroom  presented  a charming  picture  with 
its  decorations  of  American  and  British  flags. 
In  the  clubroom  were  attractive  flower  arrange- 
ments. Mrs.  Hugh  G.  Henry,  of  Germantown, 
was  in  charge  of  the  decorations.  Guests  were 
present  from  New  York  City,  New  Rochelle, 
Amsterdam,  Albany,  and  most  of  the  towns  of 
the  county.  A number  of  supper  parties  pre- 
ceded the  ball,  the  largest  of  which  was  given  by 
Dr.  and  Mrs.  Henry  C.  Galster  at  the  Columbia 
Golf  and  Country  Club.  Mrs.  R.  P.  Harris  and 
Mrs.  William  D.  Collins,  who  were  in  charge  of 
the  tickets,  announced  that  the  amount  realized 
was  over  $200. 

Fulton.  At  the  April  meeting  Mrs.  B.  G.  Mc- 
Killip,  of  Gloversville,  retiring  president,  was 
honored  at  a dinner  preceding  the  business  ses- 
sion. Mrs.  J.  Edward  Grant,  of  Northville,  the 
new  president,  presided.  Thirty-four  members 
of  the  auxiliary  attended.  Mrs.  John  Shannon, 
of  Johnstown,  president-elect,  presented  Mrs. 
McKillip  with  a caduceus  pin,  a symbol  of  the 
medical  profession.  Mrs.  Grant  announced  the 
following  committee  chairmen  for  the  coming 
year:  membership,  Mrs.  Malcolm  McMartin, 

Johnstown;  public  health,  Mrs.  Lewis  Tre- 
mante,  Gloversville;  legislation,  Mrs.  Kenneth 
P.  Foster,  Gloversville;  Hygeia  and  Red  Cross, 
Mrs.  H.  B.  Riggs,  Gloversville*:  'finance,  -Mrs. 


William  J.  Kennedy,  Gloversville;  publicity  and 
press,  Mrs.  McKillip,  Gloversville;  hospitality, 
Mrs.  L.  H.  Backus,  Gloversville;  program,  Mrs. 
H.  C.  Hageman,  Gloversville;  parliamentarian, 
Mrs.  Arthur  R.  Wiley,  Gloversville;  and  his- 
torian, Mrs.  Woodward  Shaw,  Gloversville. 

Onondaga.  A delightful  luncheon  was  en- 
joyed at  the  Onondaga  Golf  and  Country  Club 
on  May  7.  One  hundred  and  seventy-five  reser- 
vations were  made,  of  which  38  were  noncounty 
members  and  137  were  Onondaga  county  mem- 
bers. At  the  attractively  decorated  speakers’ 
table  wrere  seated  Mrs.  Edgar  M.  Neptune,  presi- 
dent, of  Onondaga  County;  Mrs.  McGovern,  of 
Oswego  County;  Mrs.  Simpson,  of  Jefferson 
County;  Mrs.  Chas.  A.  Earl,  of  Madison  County; 
Mrs.  George  C.  Sincerbeaux,  of  Cayuga  County; 
Mrs.  H.  F.  Morey,  of  Herkimer  County;  Mrs. 
Pfaff,  of  Madison  County,  a national  state  direc- 
tor; the  first  vice-president  of  the  State  Auxili- 
ary, Mrs.  Carlton  F.  Potter,  who  was  also  gen- 
eral chairman  of  the  luncheon;  Mrs.  Brooks 
McCuen,  secretary  of  Onondaga  County;  Mrs. 
Walden  Retan;  and  past-president,  Mrs. 
Francis  R.  Irving.  A business  meeting  followed 
the  luncheon,  and  reports  were  given  on  the 
State  Convention  by  Mrs.  Walter  W.  Street, 
Mrs.  John  Buettner,  Mrs.  Noble  Chambers,  and 
Mrs.  Michael  Elwood.  It  was  pointed  out  that 
Mrs.  Albert  Garofalo  acted  as  Hobby  Exhibit 
chairman  and  Mrs.  Noble  Chambers  acted  on  the 
dinner  committee.  Mrs.  Irving  was  honored 
with  the  second  highest  number  of  votes  for 
delegate  to  the  A.M.A.  in  June,  1942.  Mrs. 
Walter  W.  Street  acted  as  State  Delegate  to 
the  Nineteenth  Annual  Convention  of  the 
Woman’s  Auxiliary  held  in  Cleveland  June 
2 to  6.  It  was  decided  that  two  “Camper- 
ships”  would  be  given  to  needy  children  this 
summer.  Mrs.  A.  C.  Hoffman,  membership 
chairman,  reported  forty-one  newr  members. 
The  gay  nineties  period  was  cleverly  depicted  in 
song  and  dance  by  Mrs.  John  Brust,  Mrs.  Brooks 
McCuen,  Mrs.  H.  L.  Gilmore,  Mrs.  C.  L.  Laus, 
Mrs.  Mark  Butler,  Mrs.  Lee  Hadley,  Mrs.  Al- 
bert Van  Ness,  Mrs.  Gerald  Cooney,  and  Mrs. 
Neil  Paul.  Mrs.  William  Bleich  donated  her 
time  to  help  make  the  successful  production. 

Nassau.  The  regular  meeting  was  held  in 
the  Nassau  Hospital  Auditorium  in  Mineola. 
Mrs.  Robert  Oliver,  president  of  the  Suffolk 
County  League  of  Women  Voters,  spoke  on  “The 
Child  Guidance  Clinic,”  which  she  was  instru- 
mental in  establishing  in  that  county. 

The  newly  elected  officers  are:  Mrs.  Byron  D. 

St.  John,  Port  Washington,  president;  Mrs. 
Arthur  D.  Jaques,  Lynnbrook,  president-elect; 
Mrs.  William  F.  Burke,  Great  Neck,  second  vice- 
president;  Mrs.  Spencer  B.  Caldwell,  Baldwin, 
recording  secretary;  Mrs.  W.  C.  Atwell,  Great 
Neck,  corresponding  secretary;  Mrs.  Clymer  A. 
Long,  Freeport,  treasurer;  Mrs.  Albert  M.  Bell, 
Sea* Cliff,  and  Mrs.  Dwight  T.  Bonham,  Rockville 
Centre,  and.  Mrs.  Percival  A.  Robin,  Hempstead, 
directors 
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Classified  Index  of  Service  and  Supplies 

Your  Guide  to  Opportunities  for 


POSITIONS 


SERVICES 


Classified  Rates 


lates  per  line  per  insertion: 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 


i Sanitarium  established  18  years  specializing  in  dietetics  for 
I hose  taking  the  Saratoga  Springs  Rest  cure.  Clientele  primarily 
I >btained  through  medical  recommendations.  Basic  rates  $35.00- 
1 550.00  weekly.  Twenty  guests  comfortably  accommodated. 

! VI.  L.  Halligan,  R.N.  “Viasana”  Saratoga  Springs 


USED  EQUIPMENT  FOR  SALE  & RENT 


I Largest  selection  used  physicians  equipment  short  wave  machine 
I amps  and  instruments — Sklar  Rotary.  Fox  Physicians  Equip- 
Iment  Exchange,  990  Broadway,  Brooklyn,  Glenmore,  2-2350. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


I 2000  PRESCRIPTIONS  $2.95  • Rag  Content  Parchment  Paper  • 
Quality  Printing  • Pads  of  100. 

I POSTAL  PRINTING  CO.  Mail  Order  Printers  For  Professionals 
558  Ralph  Ave.,  Brooklyn  • Phone  President  3-8181. 


SUPERIOR  PERSONNEL 

Assistants  and  executives  in  all  fields  of  medicine — young 
physicians,  department  heads,  nurses,  staff  personnel,  secre- 
taries, anaesthetists,  dietitians  and  technicians. 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


VACATION 


RIDE  WYOMING  TRAILS.  Enjoy  ranch  vacation.  Excellent 
stream  trout  fishing.  Packtrips.  Big  game  hunting.  Carl  M. 
Dunrud,  Sunshine,  Wyoming. 


PRACTICE  WANTED 


General  practitioner  wants  to  purchase  established  practice  in 
small  town  in  the  State  of  New  York.  Please  give  full  particu- 
lars. Address  Box  1100,  N.  Y.  S.  Jr.  Med. 


PHYSICIAN  WANTED 


Excellent  opportunity  to  become  established  resident  physician  in 
small  town,  about  2000  inhabitants  near  city  of  Kingston,  New 
York.  Address  Box  765.  N.  Y.  S.  Jr.  Med. 


TO  ADVERTISERS  TO  THE  MEDICAL  PROFESSION 


A barber,  moving  his  shop  recently,  announced  his 
■change  of  quarters  with  the  small  business  man’s  custo- 
Imary  “throw-around.”  Nothing  unusual  in  his  method 
nr  his  medium  (a  blotter)  but  one  little  phrase  that  key- 
I noted  his  announcement  spoke  volumes  in  six  short 
words — “not  how  many  but  how  well” 

[With  all  that  has  been  said  concerning  advertising 
strategy,  no  formula  in  business  or  advertising  can  bring 
greater  success  than  the  simple  though  trite  principle  ex- 
pressed by  the  tonsorialist.  It  is  evident  and  undeniable 
that  one  square  block  covered  right  is  more  profitable 
than  covering  an  entire  city  weakly  and  thinly. 

But,  as  with  all  good  rules  for  conduct,  the  human, 
(failing  to  see  the  fight  for  the  bushel  basket,  too  fre- 
quently overlooks  the  wisdom  of  following  practical  and 
| assured  courses. 

Our  advertising  colleague,  the  barber,  illuminated  his 
i statement  with  the  text:  “We  have  gone  a long  way  on 
! the  theory  that  the  best  barbering  service  aims  at  render- 
ing a superlative  service  to  a few  men  rather  than  a “hit 
and  miss”  service  to  many.  That  it  has  been  necessary 
to  gradually  enlarge  our  facilities  is  only  additional  proof 
that  we  are  on  the  right  track.” 


By  merely  changing  a few  words  you  can  make  the 
same  statement  applicable  to  your  own  business  or  your 
advertising.  In  thousands  of  discourses  on  the  subject  of 
advertising,  “hit  and  miss”  methods  of  reaching  a definite 
market  and  building  substantially  within  that  market 
has  been  preached  against  repeatedly.  Having  become 
rather  “mass  conscious”  in  recent  years  because  of  leap- 
ing gains  in  population,  nothing  seems  profitable  to  a 
majority  of  businesses  unless  the  efforts  involve  sky- 
reaching  figures.  Having  passed  a “growing-pains”  age 
they  generally  feel  too  big  for  their  boots,  forgetting  that 
it  was  in  the  smaller  markets  that  they  found  their  first 
successes. 

While  we  do  not  wish  to  classify  the  New  York  State 
and  Metropolitan  New  York  as  small  markets,  they  are 
small  in  area.  Coverage  of  the  medical  market  in  this 
corner  of  the  country  through  the  New  York  State 
Journal  of  Medicine  has  not  been  insignificant  to  the 
many  leading  firms  and  institutions  that  have  continued 
to  find  the  area  concerned  too  large  a ratio  of  the  national 
market  to  be  ignored  or  to  be  covered  thoroughly  enough 
through  national  advertising. 

A widespread  campaign  is  weak  unless  reinforced  by 
concentrated  sectional  coverage. 


It  is  the  physician's  duty,  when  the  occasion  requires,  to  recommend  a Funeral  Director  who  is 
ethical  — yet  reasonable  in  price.  You  may  have  full  confidence  in  our  service. 


Long  Island 

Far  Rockaway  7-7100 


RIVERSIDE  MEMORIAL  CHAPEL 

76th  St.  & Amsterdam  Ave.,  N.  Y. 

Endicott  2-6600 


Westchester  County 
Hillcrest  3535 
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The  swaddled  infant  pictured 
at  right  is  one  of  the  famous 
works  in  terra  cotta  exqui- 
sitely modeled  by  the  fif- 
teenth century  Italian  sculp- 
tor, Andrea  della  Robbia. 
In  that  day  infants  were 
bandaged  from  birth  to 
preserve  the  symmetry  of 
their  bodies,  but  still  the 
gibbous  spine  and  distorted 
limbs  of  severe  rickets  often 
made  their  appearance. 


A bambino  from  the  Foundling  Hospital,  Florence,  Italy, — A.  della  Robbia 


Glisson,  writing  in  16' 
described  an  ingenious  u 
of  swaddling  bands  — "fij1 
crossing  the  Brest  and  coi 
ing  under  the  Armpits,  |ji< 
about  the  Head  and  under  t] 
Chin  and  then  receiving  tl 
hands  by  two  handles,  so  th! 
it  is  a pleasure  to  see  the  Chi 
hanging  pendulous  in  tl 
Air  . . . This  kind  of  Excel 
cise  . . . helpeth  to  restoii 
the  crooked  Bones.  . . 


STRAPPED  FOR  RICKETS 


SWADDLING  was  practised  down  through  the 
centuries,  from  Biblical  times  to  Glisson’s 
day,  in  the  vain  hope  that  it  would  prevent  the 
deformities  of  rickets.  Even  in  sunny  Italy 
swaddling  was  a prevailing  custom,  recom- 
mended by  that  early  pediatrician,  Soranus  of 
Ephesus,  who  discoursed  on  “Why  the  Majority 
of  Roman  Children  are  Distorted.” 

“This  is  observed  to  happen  more  in  the 
neighborhood  of  Rome  than  in  other  places,”  he 
wrote.  “If  no  one  oversees  the  infant’s  move- 
ments, his  limbs  do  in  the  generality  of  cases  be- 
come twisted.  . . . Hence,  when 
he  first  begins  to  sit  he  must  be 
propped  by  swathings  of  band- 
ages. ...”  Hundreds  of  years 
later  swaddling  was  still  preva- 
lent in  Italy,  as  attested  by  the 
sculptures  of  the  della  Robbias 
and  their  contemporaries. 


Oleum  Percomorphum  offers 
not  less  than  60,000  U.S.P. 
vitamin  A units  and  8,500 
U.S.P.  vitamin  D units  per 
gram.  Supplied  in  10  and  50 
c.c.  bottles,  also  in  boxes  of 
2 5 and  100  ten-drop  soluble 
gelatin  capsules  containing  not 
less  than  13,300  vitamin  A 
units  and  1,850  vitamin  D units. 


For  infants  who  were  strong  Glisson  sug 
gested  placing  “Leaden  Shooes”  on  their  feel 
and  suspending  them  with  swaddling  bands  ir. 
mid-air. 

How  amazed  the  ancients  would  have  been| 
' to  know  that  bones  can  be  helped  to  grow 
straight  simply  by  internal  administration  of  a 
few  drops  of  Oleum  Percomorphum.  What  tOj 
them  would  have  been  a miracle  has  become 
a commonplace  of  science.  Because  it  can  be 
administered  in  drop  dosage,  Oleum  Perco- 
morphum is  especially  suitable  for  young  and 
premature  infants,  who  are 
most  susceptible  to  rickets. 
Derived  from  natural  sources, 
this  product  is  rich  in  vita- 
mins A and  D.  Important 
also  to  your  patients,  Oleum 
Percomorphum  is  an  economical 
antiricketic. 


MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.  S.  A. 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  personl. 
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NEW  YORK  CITY 

205  East  42nd  Street 
G.  R.  Mayer,  Mgr. 

D.  F.  Boylan 
Paul  Lipman 

G.  A.  Boeck 

H.  R.  Petri 
W.  G.  Duerre 
S.  Hollander 

G.  W.  Bradburn 

10NG  ISLAND 

54  Cuthbert  Place 

C.  M.  Hayes 

NEW  ROCHELLE 

30  Clinton  Place 

F.  J.  Westhead 

HYDE  PARK 

Box  183 

W.  W.  Maurer 

ALBANY 

75  State  Street 

C.  J.  Straight 

SARANAC  LAKE 

26  Old  Military  Road 

W.  G.  Williams 

ROCHESTER 

209  Medical  Arts  Bldg. 
C.  H.  Renaud,  Mgr. 
J.  L.  Barrett 

BUFFALO 

151  W.  Mohawk  Street 
J.  V.  Nelson 
R.  W.  Mayer 

SYRACUSE 

901  Chimes  Building 

E.  Johnson 

ELMIRA 

101  Fairmont  Road 

G.  B.  Clark 


He’s  G-E’s  direct  representative  who  regularly 
makes  the  rounds  of  physicians  and  hospitals  in 
your  locality,  and  responds  to  their  emergency 
calls  for  expert  technical  service  or  advice  on  the 
operation  and  maintenance  of  x-ray  and  other 
electro-medical  devices. 


He’s  as  Easy  to  Reach 
as  Your  Telephone 


He  is  neither  an  agent  or  distributor  for  G-E  ap- 
paratus, but  is  a permanent  employee  on  G.  E.’s 
payroll,  and  works  under  the  jurisdiction  of  a 
nearby  G-E  Branch. 

.What  does  this  mean  to  users  of  G-E  equipment? 
Just  this:  That  a specially  trained  field  organiza- 
tion, directly  responsible  to  headquarters,  is  car- 
rying out  company  policies  established  in  the 
interest  of  customers,  and  rendering  a caliber  of 
maintenance  service  essential  to  the  consistently 
satisfactory  performance  of  electo-medical  ap- 
paratus. 


Twenty  years  of  direct  G-E  representation  have 
conclusively  proved  that  this  plan  operates  to  the 
distinct  advantage  of  all  concerned,  and  will 
fully  justify  every  dollar  that  you,  too,  might  in- 
vest in  G-E  equipment. 

The  G.  E.  men  who  are  serving  these  mutual  in- 
terests in  your  locality  are  listed  herewith.  We 
sincerely  believe  that  you  will  find  them  a reli- 
able source  of  helpful  suggestions. 


GENERAL  f§|  ELECTRIC 
X-RAY  CORPORATION 


GROWING 
COMFORTABLY 

ON 

S-M-A 


Pretty  soft  life!  Nothing  to  do  but  eat,  sleep  and  grow  in 
comfort  on  S-M-A.  It’s  a happy,  healthy  first  year  for  the 
S-M-A  fed  infant  because  S-M-A  promotes  normal,  com- 
fortable growth. 

In  addition  to  fat,  carbohydrate  and  protein  of  physiological 
characteristics  and  proportions,  each  feeding  of  S-M-A  pro- 
vides standardized  quantities  of  iron  and  vitamin  A,  Ba 
and  D.  Only  vitamin  C need  be  supplemented. 


tEATMENT  of  food 
y due  to  sensitivity 

3 MILK  PROTEIN 

A Special  Product 

llergic  MILK 

ergic  Milk 

, foes’  «hole  milk  ’ 

"he  cWk  value  of  the 
or  whole  milk  JtseU* 

,e  used  the  same  as  cows’ 


Prescribing  S-M-A  makes  life  more  pleasant  for  the  doctor 
and  the  mother,  too,  because  excellent  results  are  obtained 
simply  and  quickly. 

//  n it 

Normal  infants  relish  S-M-A  . . . digest  it  easily  and  thrive  on  it. 

a a a 

*S-M-A,  a trade  mark  of  S.M.A.  Corporation,  for  its  brand  of  food  espe- 
cially prepared  for  infant  feeding — derived  from  tuberculin-tested  cow’s 
milk,  the  fat  of  which  is  replaced  by  animal  and  vegetable  fats,  including 
biologically  tested  cod  liver  oil ; with  the  addition  of  milk  sugar  and 
potassium  chloride ; altogether  forming  an  antirachitic  food.  When  diluted 
according  to  directions,  it  is  essentially  similar  to  human  milk  in  percentages 
of  protein,  fat,  carbohydrate  and  ash,  in  chemical  constants  of  the  fat  and 
physical  properties. 


M.A.  CORPORATION 


8100  McCORMICK  BOULEVARD 


CHICAGO.  ILLINOIS 


Infant  Feeding  Vessels 

of  the  STONE  AGE 


FEEDING  vessels  used  for  babies  among 
aboriginal  American  tribes  are  rarely 
found.  Those  illustrated  here,  obtained  from  a 
famous  museum  collection,  were  excavated 
from  mounds  where  only  babies  were  interred. 

Since  these  utensils  were  first  employed,  the 
style  of  infants’  feeding  bottles  has  undergone 
many  variations.  But  even  more  revolutionary 
has  been  the  change  in  the  feedings.  It  has 


been  said  that  more  progress  was  made  in  this 
direction  during  the  past  three  decades  than 
in  all  the  centuries  preceding. 

It  may  be  more  than  a coincidence  that 
during  most  of  this  period  the  one  system  of 
infant  feeding  that  has  gained  outstandingly 
in  pediatric  acceptance  is  the  use  of  the  dilu- 
ted cow’s  milk  formula  with  Dextri-Maltose 
as  the  carbohydrate. 


These  infant  feeding  vessels,  newly  added  to  the  group  of  ancient  nursing  bottles 
owned  by  Mead  Johnson  & Company,  have  been  obtained  from 
Edward  W.  Payne’s  internationally  known  collection  of  stone  age  relics* 


Left  to  right,  top  row:  Crude  gray  feed- 
ing bottle  excavated  from  mound 
builders’  grave  in  Missouri;  rare  teapot- 
shaped feeding  vessel  of  red  pottery, 
from  Oklahoma  mounds;  unpainted  feed- 
ing bottle  from  New  Madrid,  Missouri. 


Center  row:  Unglazed  pottery  bottle 
showing  crude  thumb-prints  of  the 
maker,  from  Ogdensburg,  Missouri;  red 
glazed  pottery  bowl  from  Arkansas ; dec- 
orated reddish  brown  bottle  with  slight 
glaze,  from  Neutrozo  Creek,  Arizona. 


Bottom  row:  Papoose  spoon  similar  to 
pap  boat,  from  Hovenweep  Canyon,  Col- 
orado; tiny  feeding  cup  (capacity  only  3 
tablespoons) , from  Arizona  ; gray  pot- 
tery feeding  bottle  with  brown  design, 
also  from  Arizona. 


When  requeuing  samples  of  Dextri-Maltose,  Pablum,  and  other  Mead  products,  please  enclose  professional  card  to  cooperate  in  preventing 
unauthorized  persons.  Mead  Johnson  & Company,  Evansville,  Indiana,  U.  S.  A. 
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PROVIDE  de  Mrdm/AC  0afamt 
midi  RELIEF  FROM  PAIN  . . . 


A-B-M-C 

OINTMENT 

(ACETYl-BETA-METHYLCHOUNE  CHLORIDE) 

A-B-M-C  Ointment*  relieves  arthritic  pain 
because  of  its  local  action  in  increasing  the  blood 
supply  to  the  affected  by  dilautipu.of  .the 

arterioles  ancj. capillaries.  ..  •• 

* • • J 
• « c • 

% . t • * 

In  88  percent  of  96  patients  studied,  A-B-M-C 

» ' . . A ■ 

Ointment  provided  relief  frorti  pain  without  any 

> , •>  * 

untoward  effects  When  used  as  directed.  No 
urticaria  was  produced  in  any  case.t 

A-B-M-C  Ointment  is  spread,  without  rubbing, 
on  the  affected  part  and  heat  is  applied  for 
20  minutes. 

Supplied  in  1 -ounce  tubes 


■{■Archives  of  Physical  Therapy,  21,  12  (Jan.),  1940. 

* A-B-M-C  Ointment  is  a trademark  of  John  Wyeth  & Brother,  Incorpo- 
rated, for  its  brand  of  ointment  containing  Acetyl-Beta-Methylcholine 
Chloride  0.25%,  menthol,  thymol,  eucalyptol  and  methyl  salicylate  in 
an  emollient  base. 
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ANESTHESIA  . . . SURGERY. . . 

.1VER  FUHCTIOM  "'a  R. 


IEG  U S PAT  ot 


( D E H Y D R O C H O L I C ACID) 


5TJHAT  the  functional  capacity  of  the 
liver  frequently  determines  the 
postoperative  condition  of  the  patient 
has  been  pointed  out  by  many  authors. 
Thus  the  concept  of  liver  death  has  been 
developed  to  explain  a type  of  exitus 
which  occurs  shortly  after  surgery  and 
which  is  unrelated  to  the  pathologic  con- 
dition necessitating  operative  measures. 
Surgical  manipulation  and  anesthesia  are 
known  to  depress  liver  function,  and  if  he- 
patic function  is  poor  preoperatively,  the 
postoperative  value  may  be  so  low  as  to 
impede  recovery  or  lead  to  death. 


Through  the  administration  of 
Decholin  and  dextrose,  liver  function 
may  be  measurably  enhanced,  as  shown 
by  the  Quick  hippuric  acid  and  the 
serum  bilirubin  tests.  Given  preopera- 
tively and  postoperatively,  Decholin 
makes  the  patient  a better  surgical  risk 
and  makes  for  a smoother  and  more 
rapid  postoperative  recovery.  Recent 
studies  indicate  that  this  type  of  prep- 
aration proves  valuable  in  all  patients 
undergoing  surgery.  Decholin  is  contra- 
indicated in  total  obstruction  of  the 
common  or  hepatic  bile  duct. 


IIII1IIM 

; 


Physicians  are  invited  to  request  the  third  edition  of  "Biliary  Tract  Disturb- 
ances," which  discusses  in  detail  the  wide  therapeutic  applicability  of  Decholin. 

Riedel-de  Haen,  Inc. 

105  HUDSON  STREET  NEW  YORK,  N.  Y. 


GET  THE  FACTS... 


and  you'll  get  the  Liebel-Flarsheim 


MODEL  SW-550 
SHORT  AND  ULTRA-SHORT  WAVE  GENERATOR 


CURVED  DRUM 


FLAT  DRUM 


OR  1 FI  Cl  AL 


SEND  TODAY  FOR  LITERATURE— NO  OBLIGATION 


It  offers  every  feature  . . . every  advantage  you  could  possibly  need  or  use  in 
a short  wave  generator  . . . ample  power,  exceptional  flexibility  of  application, 
safety,  convenience,  protection  and  simplicity  of  operation.  Before  installing 
any  short  wave,  get  the  facts  on  this  unusual  unit  and  you  will  have  your  eyes 
opened  to  greater  short  wave  diathermy  value  than  you  have  ever  seen  before. 


USES  EVERY  KNOWN  SHORT  AND  ULTRA-SHORT  WAVE  APPLICATOR 


The  Liebel-Flarsheim  Co.gs™”?-  fiLTP? 


MAKERS  OF  THE  WORLD’S  FINEST  ELECTRO-MEDICAL  APPARATUS 
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ALL-EXPENSE 
38-DAY  CRUISES 

to  the  Fascinating  East  Coast  of 


See  new  peoples,  new  places,  new  wonders  of  nature. 
Forget  the  aches  and  pains  of  others  and  do  a little  whole- 
hearted relaxing  on  your  own  behalf.  There’s  a cruise 
sailing  every  fortnight  from  New  York. 

33,000-TON  AMERICAN  REPUBLICS  LINERS 


Planned  and  manned  to  offer  every  shipboard  comfort— every 
cruise  pleasure.  All  staterooms  outside,  air-conditioned  dining 
rooms,  broad  Lido  sports  decks  with  outdoor  tiled  swimming 
pools,  spacious  public  rooms,  lavish  programs  of  entertainment. 

Cruise  Rates:  $395  Tourist,  $550  First  Class  ($585  certain  sea- 
sons). Rates  include  all  shore  excursions  and  hotel  expenses  at 
Buenos  Aires,  ship  is  your  hotel  at  all  other  ports. 

Consult  Your  Travel  Agent  or 


5 Broadway,  New  York 
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One  of  a series  of  advertisements 
commemorating  three-quarters  of  a 
century  of  progress  and  achievement 


Parke,  Davis  & Company 

PIONEERS  IN  RESEARCH 
ON  MEDICINAL  PRODUCTS 
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is  your  copy  of  the  familiar  Medical  Directory  of 
New  York,  New  Jersey  and  Connecticut  in  which  is 
included  the  Classified  Directory  of  Accepted  Medical 
Products  and  Services  printed  on  buff  colored  pages. 


n"'*VJ£sey 
c°VNEcV,,r 


• • • 


you  may  carry  this  section 
listing  accepted  medical 
products  and  services  bound 
separately  in  a convenient 
size  without  the  1,000  or 
more  pages  of  general  Di- 
rectory. It  is  a most  handy 
reference  guide  on  products 
and  services  so  that  you 
may  have  this  information 
available  when  you  really 
need  it. 


Accep ted 

M Products 
and  ^rvices 


Wished  for  ,u 

Pr°f'ssion  as  a * C°nvcn'cncc  of  ,hr  , 

0/  ^ York  T °f 

u Connect, C' 


A LIMITED  NUMBER  OF  REPRINTS  ARE  STILL  AVAILABLE 
25*  EACH  WHILE  THEY  LAST  ! 

Please  send  remittance  with  your  order  to 

MEDICAL  DIRECTORY  OF  NEW  YORK,  NEW  JERSEY  AND  CONNECTICUT 

280  Madison  Ave.,  N.  Y.  City  MUrray  Hill  5-8140 
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ANNOUNCING  A 


NEW  PRODUCT 


OF  SEARLE  RESEARCH 


FURMERANE 

(2  - Hydroxy- mercuri  Furan) 


FURMERANE  exhibits  unusually  high  bac- 
tericidal and  bacteriostatic  properties  on  a 
/ide  range  of  organisms.  It  exerts  these  properties 
<ven  in  very  weak  dilutions  and  in  the  presence 
f serum  and  exudates. 

An  outstanding  feature  of  Furmerane  is  its 


unusual  freedom  from  tissue  irritation. 

Furmerane  is  supplied  both  in  Tincture  and  in 
Solution  forms,  and  is  indicated  in  any  condition 
where  a bactericidal  agent  is  required. 

Physicians  are  invited  to  write  for  full  descrip- 
tive literature. 


Other  outstanding  products  of  Searle  Research  are:  aminophyllin, 
metamucil-2,  ketochol,  iodochlorol,  floraquin  and  proteolac. 

<£),& 0.  <Z Scarce/ 


Ethical  Pharmaceuticals  Since  1888 

CHICAGO 


New  York  Kansas  City  San  Francisco 
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Starting  with  August  and  until  the  time  of  I 
frost,  the  wind-borne  weed  pollens  are  the  chief  of  : 
fenders  in  causing  hay  fever.  The  following  Squibb' 
Allergenic  Extracts,  depending  on  locality,  are  useful 
at  this  season: 

Ragweed  Combined  Shadscales 

Cocklebur  Wormwoods 

Ragweed  and  Cocklebur  Combined  Sheep  Sorrel 

Russian  Thistle 

These  are  supplied  in  5-cc.  vials — which,  when  I 
used  with  the  Special  Diluent  Package,  offer  an  eco 1 
nomical  means  of  reducing  the  sensitivity  of  hay1 
fever  sufferers. 

Very  convenient,  too,  is  the  three-vial  package  ol 
Ragweed  Combined  and  Ragweed  and  Cocklebut 
Combined. 

Squibb  Allergenic  Extracts  are  highly  potent,  sta 
ble  and  uniform  in  dosage.  They  are  standardized 
in  protein  nitrogen  units.  This  unit  has  been  shown  : 
by  Cooke  and  Stull1  to  be  a very  close  measure  of 
allergenic  activity. 

Special  Prescription  Combinations 

A service  is  available  to  physicians  whose  patients  i 
require  combinations  of  pollen  extracts  not  regularly  I 
supplied  or  in  special  proportion. 

Physicians  are  invited  to  write  concerning  their  ! 
problems  in  treating  patients  with  hay  fever.  Our  I 
experience  of  over  twenty  years  in  making  Pollen  • 
Extracts  may  be  most  helpful.  Address  the  Medical  j 
Department,  E.  R.  Squibb  & Sons,  745  Fifth  Ave., ■' 
New  York,  N.  Y. 

1 Cooke,  R.  A.,  and  Stull,  A.:  /.  Allergy  4:  87,  1933. 


E-R:  Squibb  &.Sons 

Manufacturing  Chemists  to  the  Medical  Profession  Since  1858 
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IN  THE  VyUTANEOUS 


f) 

JL^ISORDERS 


OF  THE  SUMMER  SEASON 


Because  of  its  contained  ingredients  (chlor-iodo- 
camphoric  aldehyde,  levo-hyoscine  oleinate,  and 
menthol  in  an  alcohol-chloroform-ether  vehicle), 
Calmitol  Ointment  blocks  the  further  transmission 


★During  the  summer  months  with  their  exodus  to 
beach  and  forest,  the  incidence  of  dermatoses  and 
cutaneous  lesions  rises  sharply.  For  this  host  of 
pruritic  skin  affections,  Calmitol  offers  specific 
symptomatic  therapy.  Its  action  is  directed  pri- 
marily against  the  cutaneous  receptor  organs,  in- 
creasing their  threshold  of  responsiveness,  thus 
allaying  subjective  discomfort.  Cooling  and  sooth- 
ing, Calmitol  produces  immediate  relief  of  pruritus 
for  prolonged  periods.  Regardless  of  the  underlying 
cause,  its  action  is  dependably  prompt.  Calmitol  is 
accepted  as  the  medication  of  choice  in  the  pruritus 
of  dermatitis  venenata  or  medicamentosa,  urticaria, 
eczema,  intertrigo,  ringworm,  pruritus  ani  and 
vulvae,  and  of  the  peeling  stage  of  sunburn. 


of  offending  impulses,  exerts  a mild  antiseptic 
action,  contributes  to  resolution  by  local  hyper- 
emia. In  obstinately  severe  pruritus,  Calmitol 
Liquid  is  recommended  prior  to  application  of 
Calmitol  Ointment,  except  on  sensitive  areas  or 
denuded  surfaces. 


1 0 1 West  3 1 st  Street  New  York,  N.  Y. 


CALMITOL 


THE  DEPENDABLE  A N T I - P R U R I T I C 
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Me  Mca^ MeeMhzee^ /MM  Mn&liei. 


(DUE  TO  NEISSERIA  GONORRHEAS) 


d!i 


ilver  Picrate, 
Wyeth,  has  a convincing  record  of 
effectiveness  as  a local  treatment  for 
acute  anterior  urethritis  caused  by 
Neisseria  gonorrheae.1  An  aqueous 
solution  (0.5  percent)  of  silver  pic- 
rate or  water-soluble  jelly  (0.5  per- 
cent) are  employed  in  the  treatment. 


Acomplete  technique  of  treatment  and  literature  will  besentupon  request 

■ 

♦Silver  Picrate  is  a definite  crystalline  compound  of  silver  and  picric  acid. 
It  is  available  in  the  form  of  crystals  and  soluble  trituration  for  the  prepara- 
tion of  solutions,  suppositories,  water-soluble  jelly,  and  powder  for  vaginal 
insufflation. 


1.  Knight,  F.,  and  Shelanski, 
H.  A.,  "Treatment  of  Acute  Ante- 
rior Urethritis  with  Silver  Picrate,” 
Am.  J.  Syph.,  Gon.  & Ven.  Dis., 
23,  201  (March),  1939. 


JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA 
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Trademark  Reg-  U.  S.  Pat.  Oil.  & Canada 

— 

Brand  o / VITAMIN  D COMPLEX 

r . . ..  . n _ 

Contains  vitamins  B,,  B2(G),  B6/ 
nicotinic  acid  and  filtrate  factor 


Syrup 


teaspoonfui 

1 contains 


teaspoonfuls 

teaspoonfuJs 


tablespoonful, 


acute 

acid. 


POTENCY  OF  DECLARED 


Vitamin  B1 
Vitamin  B2(G) 

Vitamin  B6 
Nicotinic  Acid 
Filtrate  Factor 


0 75  mg.  (250 
U.S.P.  or  inter- 
national units) 

^gammas 
(200  Bourguin- 
tsnerman  units) 

300  gammas 

8 mg. 

54  Jukes- 

I-epkovsky  units] 


Each  teaspoon/ uJ  I 
li>  cc-l  contains  1 

.Vi  mg-  (soo 

U-S.P.  or  inter- 1 

national  units) 


Each  tablet  or 
capsule  contains 


600  gammas 
(240  Bour- 
<jnin-Sher- 
211  an  units) 

675  gammas 
9 mg. 

1 20  Ju  kes-Lep- 
kovsky  units 


rri7n  mg' (12s 
U.S.P.  or  inter- 

national  units) 


WiniltAafL 

CHEMICAL 
COMPANY; 
INC. 

Pharmaceuticals 
of  merit 

for  the  physician 

NEW  YORK,  N.  Y. 
WINDSOR,  ONT. 


daily 


,2,5°  gammas 
(100  Bourquin- 
Snerman  units 

160  gammas 
4 mg. 

20  Jukes- 
Lepkovsky  units 


dosage 


Prophylactic 
Children 

Adults 
Therapeutic* 


For  severe  deficiency  larger  amounts  are  prescribed.  In 
pellagra,  treatment  may  be  supplemented  by  nicotinic 


capsules 
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To  Aid  in  Control  of 

ANGINA  PECTORIS 
ARTERIOSCLEROSIS 

Successful  Clinical  Experience 
Suggests  .... 

Qahnacton 

Biologically  Tested 
Diaphragmatic  Muscle  Extract 

Carnacton  serves  effectively  in  Angina  Pectoris, 
particularly  the  variety  known  as  "angina  of  ef- 
fort” where  angiospasm  is  the  dominant  factor,  and 
Arteriosclerosis,  cerebral  and  general.  In  this 
condition  its  action  is  not  limited  to  a temporary 
vasodilation  but  promotes  a gradual  collateral 
circulation.  The  vegetative  nervous  function  was 
improved  in  many  of  the  cases  observed. 

This  muscle  extract  has  also  demonstrated  ef- 
ficacy in  Cardiac  Dyspnoea,  Cardiac  Asthma  and 
Obliterative  Arterial  Diseases,  especially  in  which 
intermittent  claudication  is  present.  Carnacton 
appears  to  exert  a tonic  and  vasodilating  action  on 
the  circulatory  system,  with  a sedative  effect  on 
the  neuro-psychic  sphere. 

1 cc.  and  2 cc.  ampoules  boxes  of  12  and  50. 

Vials  of  30  cc.  and  50  cc.  for  oral  use. 

Send  to  Dept.  6 for  literature. 

CAVENDISH  PHARMACEUTICAL  CORP. 

25  West  Broadway  New  York 


GIVE  THE  DOCTOR 
A BREAK 

The  Low-Down  on  Group  Practice 
and  “Sickroom  Charm” 
by 

Floyd  Burrows,  M.D. 

Single  Copies  10  cents 
( Special  Prices  in  Quantities) 


“Money,  Money  for  everything,  but  no 
dollars  for  doctors!” 


PUBLIC  RELATIONS  BUREAU 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

292  Madison  Avenue 
New  York,  N.  Y. 


IN  WHOOPING  COUGH 


ELIXIR  BROMAURATE 


IS  A UNIQUE  REMEDY  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSISTENT 
COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 or  4 hours. 

■ GOLD  PHARMACAL  CO.,  New  York 


the  success  of  THESOOATE  (Brewer) 

(Original  enteric  coated  tablet  of  Theobromine  Sodium  Acetate) 

is  due  to  three  factors : 

1.  It  is  Clinically  Proven 

2.  It  is  effectively  Enteric  Coated 

3.  It  is  decidedly  Less  Expensive. 

Indicated  in  treatment  of  coronary  artery  disease  and  edema. 

Dosage:  One  71/*  gr.  tablet  4 time*  a day,  before  meals  and  upon  retiring. 

Available  on  prescription,  in  71/*  gr.  tablets  with  or  without  Phenobarbital 
(V*  gr.),  or  33A  gr-  tablet*  with  or  without  Phenobarbital  (*/«  gr.) 
100  per  bottle. 

Samples  and  literature  on  request 

BREWER  & COMPANY,  INC.  Worcester , Mass. 

PHARMACEUTICAL  CHEMISTS  SINCE  1852 


COLLECTIONS 

Specialists  in  the  Collection  of  Professional  Accounts 

Send  card  or  prescription  blank  for  details 

NATIONAL  DISCOUNT  &,  AUDIT  CO. 

Herald  Tribune  Bldg. — New  York 

Representatives  in  all  parts  of  the  United  States  and  Canada 


WATCH  THE  CLASSIFIED  COLUMNS 
FOR  IMMEDIATE  OPPORTUNITIES 
See  page  1409 


The  need  for  vitamins  and  minerals  knows  no  season... 
SPRING. ..SUMMER. ..FALL. ..WINTER 


VI-SYNERAL 

U.  S.  Vitamin  Corp.,  New  York,  N.  Y. 


supplies  both  . . . vitamins  A,  Bi,  B2(G),  C, 
D,  E,  and  other  B complex  factors,  fortified  with 
eight  essential  minerals — in  Funk-Dubin  balances. 
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A Reminder  from  Borden  about 

FORMULA  FLEXIBILITY 


# Dryco  offers  the  physician  maximum  flexibility 
in  adapting  his  formulas  to  the  needs  of  in- 
dividual infants. 

Because  of  its  low  fat  and  high  protein  con- 
tent, Dryco  can  be  used  alone,  or  with  your 
preferred  carbohydrate  addition;  or  in  combina- 
tion with  other  milk  sources — Klim,  fluid  milk. 
Evaporated  milk — to  give  a desired  balance  of 
fat  and  protein. 

Dryco  is  irradiated  powdered  milk,  adjusted 
as  to  fat  and  protein  balance  to  compensate  for 
the  difference  between  cow's  milk  and  breast 
milk.  It  has  been  found  successful  in  clinical 
experience  for  more  than  20  years. 

The  Borden  Company,  350  Madison  Avenue,  New  York  City 


■S  DRYCO 


.A  BORDEN  PRESCRIPTION  PRODUCT 

. * * ' - . .* 
fN.V 


9 ^ 9 ♦ $ 
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FOR  DIABETIC  SUGAR 


T^\ IABETICS  are  easily 
taught  to  use  Galatest. 

No  test  tubes  or  boiling 
necessary.  One  drop  of  urine 
on  a little  Galatest  powder 
gives  an  instantaneous  re- 
action. 

• 

Send  for  color  chart 

THE  DENVER  CHEMICAL  MFG.  CO. 

163  Varick  Sheet,  New  York 


CONCERNING  THE  SERVICES  OF 

MACY’S  PRESCRIPTION  DEPARTMENT 


Throughout  our  delivery  area,  covering  approximately  5000 
square  miles,  prescriptions  are  delivered  within  24  hours  from  receipt . 
In  Manhattan,  south  oh  125th  Street,  we  will  deliver  any  prescription 
the  same  day  it  is  received,  .if  ce quested. 

Our  registered  pharmacists  are  selected  only  after  passing  com- 
prehensive writteh'ah'd  performance'  fests.  They 'compound  every  pre- 
scription carefully,  accurately  — and  then  have  />  double  checked . 


Macy’s  Prescription  DjepaFjm^ni — Street  Floor 
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EFFECTIVE  THERRPV 
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Requires  Analgesia 
Bacteriostasis,  and 
Dehydration  of  the  Tissues. 


THE  DOHO  CHEMICAL  CORPORATION 
New  York  - Montreal  - London 


INDEX  TO  ADVERTISERS 
AND 

ADVERTISED  PRODUCTS 

(Continued  from  page  1326) 

Biological  and  Pharmaceutical 


A-B-M-C  Ointment  (Wyeth) 1315 

Auralgan  (Doho) 1332 

Betaplexin  (Winthrop) 1327 

Calmitol  (Leeming) 1325 

Carnacton  (Cavendish) 1328 

Cot-Tar  (Doak) 1332 

Decholin  (Riedel-de  Haen) 1317 

Diurbital  (Grant) 2nd  Cover 

Elixir  Bromaurate  (Gold) 1328 

Furmerane  (Searle) 1323 

Galatest  (Denver) 1330 

Koromex  (Holland-Rantos) 1331  | 

Negatan  (Lilly) 1334  * 

Neo-Synephrin  Hydrochloride  (Stearns) 1333 

Ortho-Gynol  (Ortho  Products) 1410 

Pituitrin  (Parke,  Davis) 1321 

Prescription  Department  (Macy) 1330  I 

Silver  Picrate  (Wyeth) 1326  j 

Squibb,  E.  R.  & Sons 1324 

Sta-O-Gen  (Latimer) 1401 

Thesodate  (Brewer) 1328 

Vi-Syneral  (U.  S.  Vitamin) 1328  j 

Zemmer  Company 1409 


Medical  and  Surgical  Equipment 
and  Appliances 

Generator  (Liebel-Flarsheim  Co.) 1317 

Orthopedic  Shoes  (Pediforme) 1320 

Dietary  Foods 

Dryco  (Borden) 1329  j 

Canned  Foods  (American  Can) 1403 

Pablum  (Mead  Johnson  & Co.) 4th  Cover 

Miscellaneous 

Carstairs  Bros.  Distilling  Co.,  Inc 3rd  Cover  j 

Moore-McCormack  Lines 1318 

Scaroon  Manor  Hotel 1319 


Ni 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


1333 


PATHOLOGY  OF  THE  UPPER 
RESPIRATORY  TRACT:  2 


Closed  ostium  of  antrum 


Congested  mucous  membrane 


INFECTION  OF 
THE  ANTRUM 
OF  HIGHMORE 


JELLY 


CARDINAL  principle  of  treatment  of  such 
infections  is  establishment  of  free  drainage. 
To  do  this  without  surgery  the  mucous  membranes 
must  be  shrunk  thoroughly — for  long  periods,  yet 
without  local  toxic  effects. 

NEO-SYNEPHRIN  HYDROCHLORIDE 

(laevo-alpha-hydroxy-beta-methyl-amino-J  hydroxy  ethylbenzene  hydrochloride) 

The  synthetic  vasoconstrictor  which  shrinks  mu- 
cous membranes  rapidly,  without  “sting”,  with 
more  prolonged  effect  than  ephedrine,  and  with 
lower  toxicity  in  therapeutic  dosage.  Unpleasant 
side  reactions  are  almost  never  encountered. 

DOSAGE  FORMS: 

Solution  — %%  and  1%  in  saline  solution  (1-oz.  bottles) 

X%  in  Ringer’s  solution  with  Aromatics  (1-oz.  bottles) 
Emulsion  — X%  (1-oz.  bottle  with  dropper) 

Jelly  — }4°/o  (in  collapsible  tubes  with  nasal  applicator) 


:REDERICK  STEARNS  & COMPANY,  Detroit,  Michigan 

low  York  Kansas  City  San  Francisco  Windsor,  Ontario  Sydney,  Australia 
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Step  toward  Perfection 

Crude  drugs  and  chemicals  procured  for  die 
preparation  of  Lilly  products  must  measure 
up  to  highest  standards.  Assays  from  outside 
sources,  no  matter  how  reliable,  never  are 
accepted  without  confirmation  from  the  Lilly 
control  laboratories. 


_ 
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Common  Complaint 
in  Gynecologic  Practice 

Vaginal  discharge,  one  of  woman’s  common  complaints,  often 
has  its  origin  in  a diseased  cervix.  Cervical  infection  and  ero- 
sion frequently  may  be  eradicated  by  local  treatment  with 
‘Negatan’  (Negatol,  Lilly). 

‘Negatan’  is  a highly  acid,  protein-precipitating,  germi- 
cidal agent  for  topical  application  in  the  treatment  of  cervicitis 
and  trichomonas  vaginitis. 

Solution  ‘Negatan’  is  supplied  in  four-ounce  bottles.  Sup- 
positories ‘Negatan’  are  supplied  in  packages  of  six.  Literature 
is  available. 

Eli  Lilly  and  Company 

Principal  Offices  and  Laboratories , Indianapolis , Indiana , U.  S.  A. 
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Editorial 

July  Fourth,  1941 


Once  again,  Independence  Day.  Iron- 
ically, such  a day  was  celebrated  in 
Czechoslovakia,  October  26;  in  Poland, 
May  3;  in  Norway,  May  17;  in  Belgium, 
July  21;  in  France,  July  14;  in  Greece, 
March  25.  Independence  is  something 
you  have  to  do  something  about;  you 
can’t  take  it  out  in  talk  and  parades  or 
by  shooting  off  firecrackers.  Independ- 
ence is  priceless  only  in  orations.  We 
said  that  a year  ago.1  Now  we  repeat 
it.  Actually,  as  the  above-mentioned 
countries  have  found  out,  the  price  is  a 
fearful  one.  It  is  going  up!  It  is  a price 
that  is  not  subject  to  political  or  economic 
controls.  It  is  imposed  from  without 
and  must  be  paid  in  blood,  sweat  of 
human  labor,  agony  of  body  and  mind — 
now! 

American  medicine  is  prepared  to  pay 
it.  Dr.  Frank  Lahey,  of  Boston,  in- 
coming president  of  the  A.M.A.  said  in 
Cleveland,  on  June  3:  “My  own  opinion, 
and  I believe  that  it  is  my  duty  to  ex- 
press it,  is  that  we  are  already  committed 
to  a position,  whether  we  like  it  or  not. 

I myself  like  it We  should  arrive 

at  a conviction  concerning  isolation.  Is 
it  right?  It  is  my  conviction  that  it  is 
not.  I prefer  destruction  if  it  need  be  to 

survival  in  cowering  terror Give 

me  positive  commitment  rather  than  com- 
promising, unsatisfying  safety ” 


In  such  a belief  did  Benjamin  Rush, 
M.D.,  set  his  signature  to  paper  in  1776. 
Now,  164  years  later,  Dr.  Lahey  spoke 
for  a united  medical  profession  when  he 
said : “ We  shall  still  have  ourselves  to  live 


with I do  not  believe  there  is  a 

safe  course It  is  my  conviction 


that  a dangerous  course  has  real  advan- 
tages.” It  has  the  real  advantage  that  it 
is  positive;  it  has  the  real  advantage  that 
it  is  bold  in  the  conviction  that  it  is 
right!  Such  a course  can  command  the 
loyalty  of  men  and  women,  can  stir 
vigorously  the  fires  of  devotion  now  too 
long  banked  with  the  bitter  ashes  of  com- 
placency and  like  to  smother  altogether 
amidst  the  clinkers  and  dross  of  a fatuous, 
futile,  and  chimerical  security. 

This  Journal  is  squarely  behind  Dr. 
Lahey  and  the  President  of  the  United 
States.  We  believe  with  Dr.  Lahey  that 
we  must  “establish  what  is  to  be  the 
policy  of  this  Nation  as  relates  to  the 
war  situation.  . . . there  is  nothing,  and 
in  our  history  never  has  been  anything, 
which  will  influence  the  future  of  America 

more  than  the  nature  of  this  decision 

The  real  urgency  of  this  situation  is  that 
we  need  outstandingly  a dispersal  of  in- 
ternal conflicts.  . . . and,  regardless  of 
what  we  have  said  or  thought,  there 

must  be  unanimity ” United  we 

stand,  divided  we  fall. 
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Industrial  Physicians  Needed 


“The  Army,”  says  the  New  York  Times 
editorially,1  “has  drafted  its  quota  of 
physicians,  with  the  result  that  there  is 
some  reason  to  worry  how  the  large  in- 
dustrial centers  will  fare.”  Both  medi- 
cine and  industry  are  being  mobilized, 
as  the  Times  observes;  the  expanding 
army  and  expanding  industry  are  making 
vast  demands  upon  the  personnel  of 
mobilized  medicine.  It  is  to  be  remem- 
bered that  the  military  services  require 
about  five  times  as  many  medical  men 
per  one  thousand  troops  as  are  required  in 
civilian  practice. 

In  the  February  1,  1941,  issue  of  the 
Journal  we  commented  editorially  upon 
the  shortages  in  trained  medical  personnel 
to  meet  the  needs  of  industrial  practice 
under  the  heading,  “Industrial  Health 
and  the  Defense  Program.”  In  this  edi- 
torial we  called  for  “an  expanded  pro- 
gram of  instruction  in  industrial  hygiene,” 
and  said  further:  “If  the  industrial  health 
program  is  to  become  an  effective  meas- 
ure for  national  defense  it  must  be  co- 
ordinated with  the  general  plan  and  be 
adequately  financed  without  loss  of 
time.”  Some  progress  has  been  made 
undoubtedly  but,  even  so,  the  medical 
service  to  workers  in  industry  must  be 
realistically  approached. 

“A  small  number  of  universities  are 
now  providing  training  courses  for  in- 
dustrial hygienists.2 

“Most  notable  of  these  is  the  one  at 
Harvard  School  of  Public  Health  under 
the  direction  of  Philip  Drinker,  professor 
of  industrial  hygiene,  which  has  been 
supplying  well-trained  men  to  the  field 
for  many  years.  Others  are  the  Univer- 
sity of  Pennsylvania  Medical  School, 
Department  of  Public  Health  and  Hy- 
giene, where  industrial  hygiene  engineer- 
ing is  under  the  direction  of  Professor 
Theodore  Hatch.  Professor  Donald  E. 
Cummings,  director  of  the  Division  of 
Industrial  Hygiene,  University  of  Colo- 
rado Medical  School,  is  amply  qualified 
through  his  practical  accomplishments 

1 New  York  Times  editorial,  June  6,  1941. 

* Industrial  Hygiene  10:  No.  5,  198  (May)  1941. 


in  this  field  for  training  industrial  hy- 
giene engineers.  The  University  of  Pitts- 
burgh Medical  School  and  Johns  Hopkins 
University  have  set  up  curricula,  the 
latter  largely  for  physicians  in  public 
health  administration  courses.  Other 
institutions,  the  University  of  Michigan, 
for  example,  have  also  been  interesting 
themselves  in  this  field.2 

“The  Division  of  Industrial  Hygiene  of 
the  National  Institute  of  Health  has  pre- 
sented brief  courses  in  industrial  hygiene 
over  the  last  five  years  and  has  directed 
in-service  training  in  many  of  the  state 
units.  The  National  Conference  of 
Governmental  Industrial  Hygienists, 
sponsored  by  the  United  States  Public 
Health  Service,  has  through  its  annual 
meetings  been  doing  much  in  furthering 
the  training  of  industrial  hygiene  engi- 
neers attached  to  federal,  state,  and 
municipal  departments.”2 

“We  are  drilling  an  Army  of  about 
1,400,000  young  men,  with  the  prospect 
that  the  number  may  reach  4,000,000  if 
the  international  situation  does  not  im- 
prove. This  Army  is  medically  cared 
for  by  regimental  doctors  who  must 
practice  a kind  of  ‘ socialized’  medicine. 
Because  soldiers  are  in  the  flower  of  life, 
because  they  are  under  more  or  less  con- 
stant medical  supervision,  they  are  bound 
to  make  a commendable  health  record. 
But  what  of  the  industrial  workers? 
Committees  of  able  physicians  have  been 
formed  by  the  Government  to  frame 
plans  for  the  maintenance  of  industrial 
health.  They  may  give  advice,  but  they 
have  no  authority.  Admirable  as  the 
medical  plans  are,  they  receive  neither 
from  the  Government  nor  the  public  the 
wholehearted  support  that  they  deserve.1 

“It  is  easy  enough  to  foretell  what  is 
likely  to  happen  a year  or  so  hence.  The 
health  record  of  the  Army  will  be  held  up 
for  admiration;  that  of  industrial  centers 
for  condemnation.  Inevitable  and  un- 
just comparisons  will  be  made  between 
Army  'socialized’  medicine  and  the  kind 
of  medicine  that  physicians  were  able  to 
give  workers.  If  we  are  to  avoid  the  kind 
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of  political  medicine  that  physicians  fear, 
we  need  a more  realistic  approach  to  the 

The  Problem  of  the 

Behind  the  armed  forces  lies  the 
shadowland  of  the  civilian  population. 
Within  this  land,  the  target  of  attack  and 
disorganization  by  propaganda  and  the 
tactics  of  terror  in  modern  warfare,  wan- 
ders the  rejected  draftee.  He  is  at  loose 
ends,  unwanted,  doomed  to  go  to  and  fro 
in  the  earth,  and  to  walk  up  and  down  in 
it  a pariah,  until,  like  Job,  he  be  tempted 
to  open  his  mouth  and  say:  “Let  the 
day  perish  wherein  I was  born,  and  the 
night  in  which  it  was  said,  There  is  a man 

child  conceived As  for  that  night, 

let  darkness  seize  upon  it;  let  it  not  be 
joined  unto  the  days  of  the  year,  let  it 
not  come  into  the  number  of  the 
months.  . . . for  his  grief  was  very  great.” 

Seemingly  despised,  rejected,  many 
men  with  feelings  of  insecurity  and  in- 
feriority will  shortly  come  to  inhabit  that 
civilian  shadowland,  fair  prey  for  the 
propagandist,  the  irresponsible  racketeer 
union  agitator,  the  dispenser  of  antisocial 
doctrines,  and  the  medical  quack.  The 
physical  and  mental  problems  of  these 
deferred  men  are  the  joint  responsibility 
of  the  physician  who  will  care  for  them 
tactfully  and  sympathetically  and  of  so- 
ciety which  must  make  provision  for 
their  re-education  in  self-respect.  For 
the  solution  of  the  difficulties  of  the 
deferred  men  is  a matter  intimately 
bound  up  in  the  maintenance  of  civilian 
morale. 

This  important  sequel  to  the  training 
program  currently  in  effect  is  discussed 
in  a paper  on  page  1339  of  this  issue  by 

We 

Probably  one  of  the  best  answers  to  the 
protagonists  of  the  several  forms  of  socialized 
medicine  is  the  address  delivered  at  the 
Harvard  Medical  School  by  Professor  Aus- 
trian of  Johns  Hopkins  University.1  To  do 

1 Austrian,  A.  R.:  New  England  J.  Med.  223:  695 

(1940). 


problem  of  national  health  and  a program 
of  action  that  will  win  popular  support.”1 

Deferred  Draftee 

Lowell  S.  Selling,  M.D.,  entitled:  “The 
Mental  Hygiene  Aspect  of  the  Deferred 
Draftee.”  Leadership  in  coping  realis- 
tically with  these  and  many  other  medical 
problems  associated  with  the  prepared- 
ness program  is  essential.  The  American 
Medical  Association  has  realized  this 
and  has  endeavored  for  some  time  to  ex- 
ercise its  unquestionably  authoritative 
influence  to  have  created  a centralized 
agency  in  the  government  to  deal  with 
the  problems  of  medicine.  This  Journal 
is  also  of  the  opinion  that  this  should  be 
done  now — without  delay.  As  far  as  we 
are  aware,  nothing  has  been  accomplished, 
in  spite  of  the  attempts  that  have  been 
made  to  stress  its  importance  to  the  ad- 
ministration. 

Whether  the  trouble  arises  from  stu- 
pidity, incomprehension,  indifference,  or 
ignorance  we  have  no  means  of  finding 
out.  But  neglect  of  a proper  and  just 
consideration  of  such  recommendations 
has  a way  of  imposing  costly  penalties 
and  tragic  consequences.  Perhaps  in 
time,  if  there  be  time,  the  Federal  Social 
Security  Administration  will  be  desig- 
nated as  such  a centralized  agency.  The 
maintenance  of  civilian  morale  would 
certainly  seem  to  us  to  be  a step  in  the 
direction  of  avoiding  a rapidly  mounting 
quota  of  antisocial  insecurity,  agitated 
by  persons  of  questionable  mental  and 
emotional  stability.  We  cannot  urge 
again  too  strongly  that  the  Government, 
give  this  matter  immediate  and  purpose- 
ful consideration — now. 

Quote 

justice,  the  entire  speech  should  be  reprinted 
but  the  following  excerpts  will  emphasize  the 
wisdom  of  retaining  our  present  form  of 
medical  service. 

“The  study  of  a patient  should  be  skillful 
and  intelligently  complete,  not  needlessly 
comprehensive.  Routine  performance  of 
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needless  tests  indicates  a lack  of  skillful  ob- 
servation and  thinking,  dulls  clinical  acumen, 
penalizes  the  patients,  wastes  time  and  mate- 
rial, and  gives  the  public  an  incorrect  view  of 
the  cost  of  sound  medical  care. 

“In  the  course  of  time,  many  sciences  have 
become  the  assistants  of  medicine,  so  that 
diagnosis  and  treatment  are  established  on  a 
surer  foundation.  Sometimes,  it  has  seemed, 
these  helpers  have  altered  the  perspective  and 
dimmed  the  aims  of  the  helped  by  placing  too 
much  emphasis  on  the  objective  aspects  of 
disease  and  too  little  on  the  subjective.” 

How  is  it  possible  to  avoid,  under  any 
form  of  regimented  medicine,  the  waste  of 
time  and  material,  the  undue  stress  upon  and 
abuse  of  laboratory  aids,  and  the  neglect  to 
apply  keen  clinical  judgment.  “The  engi- 
neer, the  mechanic,  and  the  artist  of  every 
sort  work  with  materials  of  known  composi- 
tion, but  you  as  a physician  deal  with  a struc- 
ture more  complex,  less  understood,  with  a 
great  many  parts,  all  of  which  are  not  only 
self-wearing  but  must  be  self-repairing,  and  the 


evidence  for  the  defects  of  which  may  be 
quite  elusive.  To  find  the  clues  and  to  pro- 
cure the  incriminating  evidence  of  damage  will 
often  tax  you  more  than  it  does  a detec- 
tive.” 

Each  year’s  crop  of  interns  necessitates  re- 
iteration of  admonitions  against  routinely 
ordering  x-rays,  hematologic  studies,  basal 
metabolism,  and  the  numerous  other  tests  that 
only  an  intern  can  think  up  on  the  spur  of  the 
moment  for  a new  admission  before  he  has 
examined,  the  patient  completely.  What  will 
happen  to  the  quality  and  the  cost  of  medical 
care  under  governmental  supervision  when  the 
patient  feels,  to  put  it  in  the  vernacular,  that 
he  is  “entitled  to  the  works”?  Of  more  im- 
portance, what  will  happen  when  “observa- 
tion, still  the  most  informative  of  all  clinical 
methods,  seems  so  simple  that  it  is  practiced 
too  little?  To  the  trained  eye,  all  that  is  seen 
is  pregnant  with  information.  There  is 
opened  a vista  of  diagnostic,  therapeutic,  and 
even  prognostic  data  that  no  other  single  pro- 
cedure could  reveal.” 


Giardiasis 


Giardiasis  is  an  infection  of  the  intestinal 
tract  by  the  parasite  Giardia  lamblia.  Its 
incidence  in  the  United  States  varies  with  geo- 
graphic location  and  it  is  more  prevalent  in  the 
southern  zones.  Nutter,  Rodaniche,  and 
Palmer,1  in  their  studies  conducted  in  Chicago, 
found  the  incidence  to  be  1.5  per  cent,  al- 
though they  state  that  this  is  considerably 
lower  than  usually  found  in  the  North  Tem- 
perate Zone. 

The  symptoms  presented  are  diarrhea, 
abdominal  pain  and  flatus,  fatigue,  bloody 
stools,  insomnia,  vertigo,  and  loss  of  weight. 
In  children,  giardiasis  may  simulate  celiac 
disease.2  Duodenal  drainage  by  the  Lyon 
technic,  with  samples  taken  at  various  levels, 
showed  the  vegetative  forms  of  lamblia  in  all 
but  2 cases  of  Nutter  and  his  co-workers.  The 
stools  all  showed  the  protozoan.  The  disease 
appears  to  be  more  predominant  in  men  and 
occurs  most  frequently  in  the  third  decade  of 
life. 

The  controversy  over  the  pathogenicity  of 
this  parasite  was  dispelled  with  the  introduc- 
tion, in  1937,  of  atabrin  dihydrochloride  as 

1 Nutter,  P.  B.,  Rodaniche,  E.  C.,  and  Palmer,  W.  L.: 

J.A.M.A.  116:  1631  (April  12)  1941. 

* Veghelyi,  P.:  Am.  J.  Dis.  Child.  57:  894  (1939). 


an  effective  lambliacide.3  The  value  of  this 
drug  in  giardiasis  has  been  confirmed  both 
here  and  abroad.  Nutter,  et  al.,  administered 
0.1  Gm.  of  atabrin  dihydrochloride  three  times 
daily  by  mouth  for  a period  of  five  days.  This 
method  of  therapy  successfully  freed  all  pa- 
tients of  their  infection,  and  the  diarrhea  in- 
variably ceased.  The  Giardia  cysts  often  dis- 
appeared as  early  as  the  third  day.  The  toxic 
effect  of  the  drug  is  slight  and  there  were  no 
severe  reactions  from  its  use.  It  must  be 
noted  that  atabrin  apparently  has  no  effect 
upon  other  parasites  in  the  intestinal  tract. 

While  the  Giardia  lamblia  has  been  de- 
scribed as  early  as  1675  by  Leeuwenhoek,  it 
is  only  in  recent  years  that  its  significance  as 
an  etiologic  factor  in  intestinal  disease  has 
gained  prominence.  One  group  of  observers 
found  that  the  incidence  throughout  our 
country  was  12  per  cent.  The  similarity  of  its 
symptomatology  to  other  intestinal  diseases 
calls  for  detailed  investigation  of  the  duodenal 
contents  and  the  stools  when  these  symptoms 
present  themselves.  Where  the  parasite  is 
found,  the  use  of  atabrin,  from  all  reports, 
seems  to  be  a specific  for  its  eradication. 

8 Galli-Valerio,  B.:  Schweiz,  med.  Wchnschr.  67:  1181 
(1937). 


THE  MENTAL-HYGIENE  ASPECT  OF  THE  DEFERRED  DRAFTEE 

Lowell  S.  Selling,  M.D.,  Dr.P.H.,  Detroit 


DURING  a period  of  national  emergency 
the  interest  of  the  nation  is  focused  upon 
the  armed  forces.  This  is  as  true  in  time  of 
preparation  for  a contingent  emergency  as  it 
is  during  actual  wartime.  Behind  the  Army 
lies  an  extensive  shadowland  which  cannot  be 
ignored.  This  shadowland  is  the  civilian 
population. 

The  present  paper  is  intended  to  emphasize 
the  responsibility  of  physicians  in  heightening 
civilian  morale  and  in  making  as  many  young- 
sters valuable  for  our  Armed  Forces  as  possible. 
The  physician’s  job  should  not  be  elimination 
but  should  be  prevention,  correction,  and 
treatment. 

Because  of  the  limitation  of  human  thinking, 
naval  and  military  men  who  are  planning  to 
defend  the  country  must  concentrate  particu- 
larly upon  the  selecting,  training,  and  equip- 
ping of  the  military  and  naval  forces.  Their 
interest  in  the  equipment  may  project  their 
endeavors  into  industry  and  even  into  labor 
problems  but  seldom  into  the  life  problems  of 
the  nation  as  a whole.  These  matters,  al- 
though they  may  be  of  the  utmost  importance, 
are  left,  at  least  in  this  country,  entirely  to 
hit-and-miss  civilian  campaigns.  No  agency, 
for  instance,  has  as  yet  been  established  to 
handle  problems  of  civilian  morale,  and  yet  it 
was  probably  the  collapse  of  civilian  morale 
at  the  end  of  the  war  of  1914  to  1918  which 
caused  the  German  surrender. 

When  there  is  discontent,  dissatisfaction, 
and  antagonism  among  the  civilian  population, 
these  attitudes  are  reflected  on  the  troops. 
It  was  different  before  the  advent  of  quick 
communication  when  an  invading  army  might 
be  a month’s  travel  away  from  its  homeland 
and  so  might  not  know  of  any  difficulties 
among  their  families  and  friends  until  the  war 
had  actually  been  fought  to  a finish;  but 
armies  today  are  in  touch  with  the  civilian 
population,  and  the  collapse  of  that  popula- 
tion can  cause  the  collapse  of  army  morale. 
This  actually  occurred  during  the  spring  of 
1918  in  the  French  Army  and,  if  the  United 
States  troops  had  not  been  available  to  raise 
population  morale,  it  might  have  caused  an 
Allied  defeat. 
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Nature  of  the  Problem 

One  of  the  most  important  groups  of  civil- 
ians to  be  considered  in  building  up  civilian 
morale  is  that  group  of  individuals  whose  ages 
would  permit  them  to  be  in  the  Army  but  who, 
for  some  reason,  have  not  been  accepted. 
When  the  whole  group  of  900,000  men  pro- 
vided for  under  the  present  draft  legislation 
has  been  inducted  into  the  Army,  there  will 
remain  a large  group  of  individuals  whom  we, 
as  physicians,  have  certified  as  not  being  able 
to  stand  side  by  side  with  the  others  to  take 
part  in  defending  the  country  and  to  engage  in 
the  educational,  recreational,  and  experiential 
activities  made  available  by  the  Government 
to  their  contemporaries. 

At  the  present  time,  when  just  a few  in- 
dividuals have  been  inducted,  the  majority 
of  the  male  population  from  21  to  36  years  of 
age  consider  their  deferment  as  a matter  of 
good  luck,  but  this  attitude  will  change  with 
the  growth  of  the  Army  and  a number  of 
mental-hygiene  complications  will  arise. 

This  contingency  has  already  been  strongly 
brought  to  my  mind  because  of  several  cases 
that  have  been  seen  in  the  Court  Clinic. 

One  case,  particularly,  reveals  the  fact  that 
we  are  going  to  have  a number  of  complica- 
tions on  the  mental-hygiene  side  in  dealing 
with  deferred  draftees.  This  case  was  that  of  a 
youngster  18  years  of  age,  who,  with  a group  of 
five  others,  went  to  a Navy  recruiting  station 
hoping  to  be  taken  into  the  Service.  The  other 
five  were  examined  and  accepted  by  the  Navy. 
This  boy,  because  of  eyesight  just  a small  de- 
gree worse  than  that  of  his  colleagues,  was  re- 
jected. He  went  into  a severe  depression,  not 
so  severe  as  to  indicate  that  he  was  too  un- 
balanced and  should  not  have  been  accepted 
for  that  reason,  but  a reaction  indicating  that 
he  felt  inferior  and  lost — his  friends  were 
leaving  him  and  he  felt  that  he  was  not  good 
enough  to  go  with  them.  He  had  given  up  his 
job  so  that  he  would  be  able  to  enter  the  Serv- 
ice, and  he  was  unemployed.  He  was  at 
loose  ends. 

Although  he  did  not  drink,  someone  sug- 
gested that  since  he  was  so  depressed  he  should 
have  a drink.  He  began  drinking  at  about 
three  o’clock  in  the  afternoon  and  at  eight 
o’clock  that  night  entered  and  drove  a motor 
car,  was  arrested  after  hitting  two  parked  cars, 
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and  was  charged  with  driving  while  drunk.  I 
saw  him  several  days  later  and  he  was  still 
depressed.  He  wondered  what  would  become 
of  him.  He  felt  that  no  girls  would  be  inter- 
ested in  him  because  he  was  not  qualified  to 
compete  physically  with  those  boys  who  had 
gone  into  the  Service. 

Fortunately,  in  his  case,  therapy  was  pos- 
sible. We  pointed  out  to  him  that,  although 
he  could  not  join  the  Navy  because  of  his 
eyesight,  his  vision  was  not  so  bad  that  he 
could  not  get  into  the  Army.  He  volunteered 
for  the  Army,  was  accepted,  and  immediately 
made  a good  adjustment. 

Another  case  was  that  of  an  elderly  man  who 
was  especially  trained  in  engineering.  Al- 
though this  man’s  salary  was  twice  that  which 
he  would  be  able  to  get  if  he  were  accepted  in 
the  Engineering  Corps  of  the  Army,  he  made 
arrangements  for  joining  that  branch  as  a 
Reserve  Officer  on  active  duty.  Despite  the 
fact  that  he  had  never  been  in  the  Army,  he 
was  told  that  he  could  be  accepted  and  that 
he  would  be  given  the  rank  of  Major  because 
of  his  special  skill  and  experience.  The  physi- 
cal examination  revealed  that  his  eyesight 
did  not  meet  Army  standards  and  that  there 
was  a dubiously  significant  cardiac  murmur, 
which  he  claims  he  had  had  since  childhood 
and  never  had  had  any  decompensation  or  in- 
ability to  take  part  in  active  physical  work. 
He  was  not  accepted  for  the  Army  and,  at  the 
time  I saw  him,  he  was  talking  about  suicide. 
I had  known  him  for  some  time  and  knew  that 
this  suicidal  interest  was  a mere  passing  phase, 
but  it  was  obvious  that  the  disappointment 
had  made  sharp  inroads  into  his  mental  ad- 
justment. Some  family  friction  then  de- 
veloped which  required  psychiatric  advice  for 
correction,  although  his  wife  and  he  had  been 
very  congenial  before  the  present  difficulty 
arose.  He  required  several  months’  treatment 
but  is  now  reconciled  to  the  draft  situation  and 
to  his  wife. 

Source  of  the  Problem 

In  our  contacts  with  a local  induction  board, 
to  which  the  Assistant  Director  of  the  Court 
Clinic  and  I have  been  attached  as  psychia- 
trists, we  have  learned  of  a number  of  cases  of 
individuals  who  were  rejected  because  they 
were  found  to  be  unstable  and  mildly  psycho- 
pathic. These  patients  were  never  psychotic, 
neurotic,  or  criminalistic,  and  I believe  are 
unlikely  to  become  so.  They  were  eliminated 
because  they  seemed  unlikely  to  be  able  to 
get  along  with  other  people  in  a camp  situa- 
tion. In  order  to  have  the  best  possible  ma- 


terial at  the  present  time,  the  elimination  of 
such  psychopaths  seems  desirable. 

In  going  over  the  records  of  deferred  cases  I 
find  the  following  phenomena  that  should  be  of 
interest  to  physicians.  First  of  all,  there  is  a 
group  who  were  rejected  for  minor  physical 
ailments — slight  murmurs,  dental  caries,  mild 
visual  defects.  In  most  of  the  latter  group 
the  visual  defect  is  so  slight  that  we  do  not 
consider  revoking  their  drivers’  licenses  in  our 
driver’s  clinic.  However,  these  defects  ad- 
mittedly might  keep  them  from  being  con- 
sidered the  best  type  of  human  material  for 
Army  service.  This  is  particularly  true  when 
one  considers  that  there  is  a risk  that  they 
would  have  to  be  given  a pension  without 
having  given  anything  of  real  value  to  their 
country.  They  are  usually  rejected  by  the 
local  draft  board  physician  without  any  use 
of  tact  or  any  advice. 

It  must  not  be  forgotten  that  the  rejected 
draftee  offers  a fertile  field  for  medical  work. 
For  the  first  time  in  the  lives  of  many  of  these 
individuals  they  are  being  given  a physical 
examination  and  are  being  told  that  there  is 
something  that  needs  correction.  If  this  is 
properly  brought  to  their  attention  and  if 
they  are  given  the  opportunity  to  correct 
their  ailment  with  the  possibility  of  reconsid- 
eration by  the  draft  board,  many  of  these  boys 
will  not  have  to  face  the  mental-hygiene  prob- 
lem of  rejection.  The  problems  of  rejection 
become  more  acute  as  the  rejected  boy  sees  a 
large  number  of  his  friends  leaving  and  coming 
back  with  stories  to  tell  about  camp  and  re- 
counting their  adventures,  travels,  and  experi- 
ences. We  can  use  these  conditions  to  send 
the  rejected  boy  to  his  physician. 

Draft  Hypochondriasis 

The  physician  must  consider  the  possibility 
of  too  much  stress  being  laid  on  the  physical 
side.  Hypochondriasis  can  arise  from  im- 
proper handling  of  a case.  It  does  not  take 
much  longer  for  a physician  to  give  a brief 
explanation  of  what  the  difficulty  is  and  to 
suggest  that  treatment  can  be  obtained  for 
such  a deficiency  than  to  cast  this  potential 
patient  out  with  no  help.  I might  point  out 
that  many  more  of  these  boys  than  you  prob- 
ably believe  possible  are  able  to  pay  for  proper 
physical  care,  and  their  families  are  anxious 
to  see  that  they  get  it.  Several  physicians  in 
Detroit  have  told  me  that  boys  who  have 
been  rejected  have  come  to  them  voluntarily 
for  proper  treatment.  In  the  case  of  poor 
eyesight,  when  the  deficiency  is  not  great, 
the  vanity  of  the  boy  often  keeps  him  from 
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going  to  the  oculist,  but  careful,  tactful  advice 
in  this  sphere  is  of  value. 

With  regard  to  the  matter  of  a neurosis  or 
mental  disturbance  accompanied  by  hypo- 
chondriasis, one  could  say  that  this  is  probably 
not  the  most  important  topic  to  be  considered 
in  dealing  with  the  deferred  draftee;  probably 
99  out  of  100  boys  can  be  told  that  they  are 
not  physically  well  enough  to  go  in  the  Army 
without  developing  any  untoward  symp- 
toms. 

We  have  had,  however,  a case  brought  to  our 
attention  of  a boy  who  was  told  that  he  had 
heart  disease.  He  has  now  become  disturbed 
over  it,  believes  that  he  is  going  to  die,  and  has 
been  going  from  doctor  to  doctor  because  of  it. 
Although  each  doctor  must  admit  to  him,  be- 
cause of  his  intense  questioning,  that  the  heart 
condition  does  exist,  it  is  a mild  chronic 
rheumatic  condition  of  which  the  boy  would 
not  have  been  aware.  There  is  no  need  for 
medical  attention  other  than  advice  at  the 
present  time,  and  good  hygienic  behavior  in 
the  future  will  probably  take  care  of  the  matter 
and  allow  him  to  have  as  long  life  as  anyone 
could  expect. 

The  Mechanisms 

The  fact,  however,  that  this  boy  has  fallen 
down  in  competition  with  others  probably 
has  caused  the  neurosis.  He  feels  inferior, 
lacks  security,  and  has  to  fixate  on  some  ob- 
ject or  some  spot  that  will  justify  him  in  not 
being  able  to  do  as  well  as  his  contemporaries. 
He,  therefore,  uses  the  mental  mechanism  of 
hypochondriasis  with  cardiac  symptoms  to 
take  care  of  this  problem. 

It  is  my  opinion  that  lack  of  security  and 
inferiority  feelings  will  be  the  two  primary 
psychologically  etiologic  features  to  be  con- 
sidered if  we  leave  out  those  young  men  who 
were  detected  by  the  psychiatric  physicians  of 
the  induction  board,  who  are  actually  un- 
stable major  psychopaths  or  psychotic,  and 
who  cannot  be  assimilated  in  the  Army. 

Inferiority  feelings  are  important  in  all  of 
us.  Certainly,  when  a boy  who  has  a bad  home 
background  but  has  been  able  to  control  his 
inferiority  feelings  finds  himself  a failure  in 
this  critical  period  of  his  own  life,  he  is  likely 
'to  develop  a reaction  of  inadequacy. 

There  have  been  cases  brought  to  our  atten- 
tion of  young  men  who,  because  of  these  in- 
feriority feelings,  have  not  been  able  to  go  back 
and  hunt  for  a job  until  such  time  as  they  are 
given  special  advice. 

These  cases  are  infrequent,  and  the  fact 
that  such  a major  reaction  occurs  suggests 


that  perhaps  they  are  the  kind  of  cases  best 
kept  out  of  the  Armed  Forces. 

The  fact  remains,  however,  that  the  civilian 
population  is  going  to  be  full  of  rejected  young 
men — left  to  do  various  tasks  for  the  Army, 
for  the  Government,  and  for  the  administra- 
tion of  the  nonmilitary  population — who  are 
none  too  stable  and  upon  whom  are  super- 
imposed these  new  feelings  of  inadequacy  and 
inferiority. 

Treatment 

The  physician  in  dealing  with  these  prob- 
lems should,  first  of  all,  make  some  effort  to 
provide  for  correction;  then  the  Government 
should  make  some  provision  so  that  when 
these  difficulties  are  corrected  the  boy  can  be 
inducted  in  the  Service.  The  draft  physician 
should  urge  him  to  try  a second  time  if  it  is 
possible.  Those  who  cannot  be  corrected 
within  a reasonable  time  should  be  sent  to 
their  physicians  who  must  be  careful  not  to 
set  up  such  reactions  as  to  make  these  people 
either  seriously  maladjusted  or  hypochon- 
driacs. It  must  not  be  forgotten  that  each 
case  is  a law  unto  itself. 

Our  Army  officials  are  handling  the  new 
Army  in  a most  careful  fashion,  giving  them 
warm  cantonments,  good  food,  recreation,  and 
education  to  take  care  of  our  Army  morale. 
While  it  is  not  entirely  the  job  of  the  physician 
to  care  for  in  a tactful,  intelligent  way  those 
who  are  behind  the  lines,  their  responsibility 
cannot  be  ignored. 

When  we  consider  the  amount  of  damage 
that  these  unstable  individuals  with  feelings 
of  insecurity  and  inferiority  could  cause  if 
they  were  led  in  the  wrong  direction,  we  must 
admit  that  it  offers  rather  fearful  problems. 
These  are  the  people  who — feeling  the  rejec- 
tion by  their  father,  the  United  States’  Govern- 
ment, and  in  turn  rejecting  the  father — become 
antisocial  persons. 

The  implications  of  historical  studies  are 
that  if  one  were  to  analyze  the  type  of  people 
who  are  most  apt  to  become  traitors,  saboteurs, 
and  spies,  one  would  find  a large  number  of 
unstable  persons  who  could  not  be  accepted 
into  the  Army.  First  of  all,  they  must  com- 
pensate for  their  feelings  of  inferiority  by 
getting  a job  that  gives  them  status,  even  if 
this  status  exists  only  in  their  own  mind.  The 
fact  that  they  are  doing  something  important 
overshadows  the  fact  that  they  are  damaging 
their  own  country  to  which  they  should  be 
loyal.  Their  discontent  is  easily  turned  to 
account  by  professional  agitators  and,  as 
pointed  out  above,  they  feel  rejected  by  their 


1342 


LOWELL  S.  SELLING 


[N.  Y.  State  J.  M. 


parent-substitute — that  is,  the  Government — 
and,  in  the  same  way  that  the  neurotic  rejects 
his  hated  father,  they  reject  their  hated  father- 
substitute. 

It  is  well  enough  to  say  that  the  Army  is 
not  an  infirmary  for  the  treatment  of  neurotics 
and  psychopaths  and  that  the  Army,  there- 
fore, should  not  accept  these  neurotics — that, 
of  course,  is  a truism.  Yet,  it  is  my  belief 
that  a great  deal  of  thought  should  be  given 
by  the  authorities  to  the  unstable  psycho- 
pathic person  who  cannot  get  into  the  Armed 
Forces  to  see  whether  he  cannot  be  accepted 
for  some  special  branch  designed  to  keep  such 
a potentially  dangerous  person  out  of  a civilian 
situation  where  he  might  cause  pernicious  dis- 
content or  carry  out  dangerous  acts,  or 
whether,  perhaps,  there  could  not  be  some 
organization  to  aid  in  their  placement  in  in- 
dustry or  elsewhere  where  they  can  feel  they 
are  acceptable  in  the  preparedness  program  to 
such  an  extent  that  they  will  reject  any  sug- 
gestions that  could  make  them  dangerous. 


Conclusions 

I have  dealt  here  with  only  one  phase  of  one 
of  the  problems  that  must  concern  us  as  phy- 
sicians in  dealing  with  the  civilian  population, 
as  well  as  problems  brought  to  us  by  the  mili- 
tary. It  is  my  feeling  that  the  important 
thing  now  is  to  secure  leadership  to  do  this 
work,  and  we,  as  physicians,  can  do  our  part 
in  setting  up  an  excellent  mental-hygiene  pro- 
gram. 

One  idea  that  seems  practical  comes 
from  the  persistent  effort  of  the  American 
Medical  Association  to  set  up  a centralized 
agency  in  the  Government  to  deal  with  prob- 
lems of  medicine.  The  recent  formation  of 
the  Federal  Security  Agency  has  been  a step 
in  that  direction,  but,  in  view  of  the  fact  that 
we  have  heard  so  little  about  how  physicians 
can  contribute  to  civilian  adjustment  during 
an  emergency,  the  creation  of  some  highly  co- 
ordinated agency  to  deal  with  these  problems 
seems  definitely  to  be  indicated. 


ENCOURAGEMENT  IN  THE  CANCER  FIGHT 


Much  encouragement  for  cancer  fighters  ap- 
pears in  the  record  of  the  past  few  years,  says 
Jane  Stafford,  Science  Service  Medical  Writer, 
in  the  Quarterly  Review  of  the  New  York  City 
Cancer  Committee.  A decade  or  so  ago  reports 
from  the  cancer  field  consisted  almost  exclusively 
of  the  mournful  record  of  the  rising  toll  of  cancer 
deaths  and  of  warnings  to  doctors  and  the  laity 
alike  to  watch  for  early  symptoms  and  to  start 
treatment  promptly.  The  increase  in  cancer 
deaths  has,  unfortunately,  not  yet  been  checked, 
and  the  oft-repeated  warnings  on  the  imperative 
need  for  early  diagnosis  and  treatment  must  still 
be  heeded. 

Today,  however,  reports  from  the  cancer  field 
show  constantly  increasing  numbers  of  five-year 
cures,  constantly  increasing  numbers  of  clinic 
and  other  facilities  for  treating  cancer,  constantly 
increasing  knowledge  about  the  very  funda- 
mentals of  cancer,  constantly  increasing  im- 
provements in  skills  and  methods  for  diagnosing 
and  treating  cancer. 

More  than  36,000  five-year  cures  of  cancer  are 
now  recorded  in  the  archives  of  the  American 
College  of  Surgeons  in  Chicago.  Officers  of  the 
College  believe  this  represents  the  minimum 
figure.  Cures  of  cancer,  especially  of  the  skin 
and  breast,  it  is  explained,  are  now  no  longer 
such  a rare  experience  that  physicians  consider 
them  significant  for  reporting.  The  five-year 
cures  that  are  reported  now  are  far  more  likely 
to  include  less  accessible,  less  easily  cured  can- 
cers, which  seems  to  make  the  record  more  en- 
couraging. 

Cancer  clinics,  approved  by  the  College  of 
Surgeons,  have  grown  steadily  in  numbers. 
When  the  list  of  such  clinics  was  first  announced 
in  1932,  there  were  100.  Six  months  ago  the 
College  announced  it  had  approved  a total  of 
345  such  clinics  throughout  the  nation.  Within 


another  six  months,  the  number  will  have  in- 
creased still  more,  judging  by  past  experience. 

A gain  of  nearly  30  per  cent  in  the  number  of 
five-year  cures  of  cancer  of  the  breast  during 
the  past  twenty  years  has  recently  been  an- 
nounced by  Dr.  Frank  E.  Adair,  chairman  of  the 
College  of  Surgeons’  Committee  on  Cancer. 
Cancer  of  the  breast,  as  cancer  fighters  well 
know,  is  more  easily  diagnosed  and  treated 
than  some  other  forms  of  cancer  because  of  its 
greater  accessibility.  Progress  is  being  made, 
however,  in  treatment  and  cure  of  cancer  in  other 
parts  of  the  body. 

Surgical  operations  for  cancer  of  the  lower  ali- 
mentary canal  cure  more  than  one-half  the 
patients,  under  certain  circumstances,  and 
prospects  for  improvement  in  surgery  on  this 
part  of  the  body  for  the  relief  of  cancer  and  other 
conditions  are  bright,  Dr.  Fred  W.  Rankin, 
of  Lexington,  Kentucky,  declared  at  the  last 
meeting  of  the  American  College  of  Surgeons. 
In  cases  of  cancer  of  the  lowest  segment  of  the 
alimentary  canal,  the  average  of  reports  of  cures 
from  clinics  here  and  abroad  shows  58  per  cent 
of  the  patients  alive  and  well  at  the  end  of  five 
years,  including  patients  with  and  without 
glandular  involvement,  Dr.  Rankin  stated. 
When  the  cancer  is  slightly  higher  in  the  lower 
gastrointestinal  tract  the  percentage  of  surgical 
cures  ranges  from  61  in  patients  without  glan- 
dular involvement  to  30  in  patients  with  glan- 
dular involvement. 

Surgical  removal  of  the  cancer  is  the  only 
method  of  treatment  in  these  conditions  which 
offers  a favorable  outcome,  Dr.  Rankin  said. 
Even  when  the  cancer  is  so  far  advanced  or  has 
spread  so  far  to  other  organs  that  cure  is  hope- 
less, the  surgeon  can  do  much  to  prolong  the 
patient’s  life  and  make  it  relatively  pain-free  and 
comfortable. 


THE  CLINICAL  FEATURES  OF  ENDOMETRIOSIS 

Lyle  A.  Sutton,  M.D.,  F.A.C.S.,  Albany,  New  York 


IT  IS  the  purpose  of  this  paper  to  present 
the  clinical  features  of  endometriosis  based 
on  the  study  of  656  consecutive  cases  of  this 
condition  treated  on  the  Gynecological  Serv- 
ice of  the  Albany  Hospital  during  the  past 
nine  years,  and  it  represents  a recorded  inci- 
dence of  13.2  per  cent  of  all  abdominal  gyne- 
cologic operations  performed  on  this  service 
during  the  same  period.  It  appears  most  fre- 
quently in  or  on  the  various  organs  or  struc- 
tures primarily,  or  accidentally,  situated  in  the 
pelvis  of  women  chiefly  during  their  active 
menstrual  life.  Regardless  of  its  location, 
this  tissue  frequently  displays  the  same  phys- 
iologic changes  as  normal  uterine  mucosa  in 
its  response  to  menstruation,  pregnancy,  and 
the  menopause.  In  fact,  it  is  this  attempt 
upon  the  part  of  ectopic  endometrial  tissue 
to  respond  to  normal  physiologic  stimuli 
which  produces  the  pathologic  conditions  and 
symptoms  of  endometriosis. 

For  purposes  of  discussion  the  various 
forms  of  endometriosis  (ectopic  mullerian 
mucosa)  may  be  classified  as  follows : 

1.  Direct  endometriosis  (adenomyoma, 
adenomyosis  interna).  These  lesions  result 
from  the  invasion  of  the  uterine  or  tubal 
wall  by  its  own  lining  mucosa. 

2.  Indirect  endometriosis  (adenomyosis 
externa).  In  the  majority  of  these  cases 
the  lesions  are  peritoneal — that  is,  they  are 
not  continuous  with  the  mucosa  lining  the 
uterus  or  tube  and  form  the  largest  and 
clinically  most  important  group. 

3.  Extraperitoneal  endometriosis  (non- 
operative). This  group  is  comprised  of 
lesions  found  in  such  locations  as  the  groin, 
labia,  vaginal  vault,  perineum,  umbilicus, 
skeletal  muscles,  and  lung.  Some  may  re- 
sult from  direct  extension  of  a peritoneal 
growth,  while  others  are  undoubtedly 
metastatic. 

4.  Postoperative  endometriosis.  These 
lesions  may  be  either  intra-  or  extraperi- 
toneal. They  may  be  produced  by  con- 
tamination of  a wound  with  bits  of  viable 
uterine  or  tubal  mucosa  (transplantation) 
or  may  result  from  a direct  outgrowth  of 
the  mucosa  lining  the  uterus  or  tube  follow- 
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ing  trauma  such  as  a salpingectomy,  tubal 
sterilization,  or  a wound  in  the  uterine  wall 
deep  enough  to  reach  the  endometrium. 

Owing  to  the  limitations  of  this  paper 
groups  three  and  four  have  not  been  given 
specific  consideration  in  this  study. 

The  incidence  of  peritoneal  endometriosis 
in  various  clinics  has  shown  marked  discrep- 
ancies and  is  probably  due  to  failure  on  the 
part  of  the  operator  to  recognize  or  record  the 
early  lesions  and  the  scars  of  the  extremely 
old  ones  and  failure  of  the  pathologist  to  find 
microscopic  confirmation  in  the  tissues  re- 
moved. A study  of  laboratory  material  will 
give  fairly  accurate  statistics  regarding  the 
number  of  cases  of  direct  endometriosis 
(adenomyosis  interna)  but  will  give  an  ex- 
tremely low  incidence  of  peritoneal  lesions. 
Peritoneal  endometriosis  is  frequently  a clini- 
cal rather  than  a microscopic  diagnosis.  Only 
by  repeated  excisions  of  small  implants,  im- 
mediate fixation,  and  microscopic  confirma- 
tion can  one  learn  to  recognize  the  small 
early  and  late  lesions.  This  procedure  has 
been  followed  by  Sampson1  and  his  associates 
over  a period  of  years  and  we  now  feel  that 
we  can  usually  diagnose  at  operation  both  the 
early  lesions  and  the  old  scars.  These  small 
early  and  late  lesions  are  now  only  occasionally 
removed  and,  therefore,  many  cases  showing 
only  these  types  of  lesions  may  not  have  en- 
dometriosis on  the  chart  as  a microscopic 
diagnosis.  While  we  may  occasionally  mis- 
diagnose such  a lesion,  it  is  more  than  com- 
pensated for  by  those  not  recognized  or 
recorded. 

There  is  also  another  type  of  lesion  which 
sometimes  lacks  microscopic  confirmation. 
This  is  the  clinically  typical  “chocolate  cyst,” 
in  which  the  pathologist  fails  to  find  endo- 
metrial tissue  in  its  wall,  particularly  the 
large  ones  with  pressure  atrophy  of  their 
lining.  These  are  usually  called  simple 
hemorrhagic  cysts  of  the  ovary.  This  diag- 
nosis is  often  made  on  insufficient  routine  sec- 
tions. Immediate  fixation  of  the  entire  speci- 
men and  careful  selection  of  blocks  of  tissue 
for  microscopic  study  by  the  surgeon  will  re- 
veal the  true  nature  of  these  cysts  in  a much 
higher  percentage  of  cases. 

While  we  realize  that  ovarian  hematomas 
of  any  size  which  are  not  adherent  should 
be  viewed  with  suspicion  regardless  of  the 
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character  of  their  contents,  we  feel  that  pre- 
vious perforation  and  implantation  lesions, 
particularly  about  this  site,  are  sufficient  evi- 
dence to  classify  these  cysts  as  truly  endo- 
metrial. Therefore,  they  have  been  included 
in  this  study.  The  number  of  cases  here  re- 
ported probably  does  not  indicate  the  true 
incidence  of  this  disease  because  of  the  failure 
to  record  early  unremoved  lesions  and  to  re- 
move tissue  for  microscopic  diagnosis  from 
suspicious  areas  at  the  time  of  operation,  as 
the  tiny  lesions  are  frequently  overlooked  in 
the  pathology  laboratory.  Conversely,  early 
direct  endometriosis  is  sometimes  found  in 
the  routine  microscopic  examination  of  uteri 
in  which  the  disease  was  not  suspected.  In 
general,  direct  endometriosis  of  sufficient 
degree  to  be  of  clinical  significance  can  be 
recognized  in  gross.  We  have  encountered 
several  cases  of  early  direct  endometriosis  with 
slight  but  definite  penetration  of  the  myo- 
metrium by  its  mucosa  with  typical  muscle 
reaction  which  were  not  recognized  in  the 
cut  specimen  at  the  time  of  operation.  It  is 
difficult  to  state  when  endometrial  penetra- 
tion beyond  normal  anatomic  limits  has  oc- 
curred and  requires  classification  as  early  di- 
rect endometriosis.  These  cases  have  been 
carefully  reviewed,  and  only  the  unquestion- 
able cases  are  included  in  this  report. 

Included  in  this  study  is  also  a group  of 
28  women  who  had  both  peritoneal  and  direct 
endometriosis.  This  combination  was  not 
encountered  in  those  under  31  years  of  age. 
Direct  endometriosis  of  sufficient  degree  to  be 
recognized  in  the  gross  specimen  was  found 
in  association  with  peritoneal  endometriosis 
on  only  3 occasions,  and  in  only  2 cases  were 
both  conditions  well  advanced.  Incidentally, 
both  of  these  patients  were  single  and  over 
41  years  of  age.  These  statistics  bear  out  the 
impression  that  we  have  held  for  a long  time — 
that  the  two  forms  are  rarely  associated  in  the 
same  patient.  In  the  majority  of  instances 
the  peritoneal  endometriosis  was  an  accidental 
finding  associated  with  adenomyomas  of  the 
icterus  and  the  direct  endometriosis,  a similar 
finding  in  the  routine  microscopic  examination 
of  tissue  as  previously  mentioned. 

The  age  incidence  of  peritoneal  endometri- 
osis in  this  study  corresponds  closely  to  that 
previously  stated  by  Sampson  and  others.  It 
is  rare  under  20  years  of  age  or  over  60.  Our 
youngest  patient  was  14  years  old  and  the 
oldest  61,  while  the  average  age  of  all  cases  was 
35  years.  In  the  young  girl  it  resulted  from 
an  imperforate  hymen  with  tremendous  hema- 
tocolpos,  hematometra,  and  bilateral  hemato- 


salpinx with  extensive  peritoneal  implants 
resulting  from  the  backflow  of  menstrual 
blood.  In  our  oldest  patient  it  was  an  acci- 
dental finding,  consisting  of  old  scars  in  a 
patient  operated  upon  for  carcinoma  of  the 
corpus  uteri.  The  age  incidence  of  direct 
endometriosis,  often  called  adenomyosis  in- 
terna, is  considerably  higher.  Nearly  all  of 
the  cases  of  peritoneal  endometriosis  were 
encountered  between  the  ages  of  20  and  50, 
which  closely  corresponds  to  the  period  of 
menstrual  activity.  The  greatest  number 
occurred  between  the  ages  of  31  and  40  re- 
gardless of  the  marital  status.  It  would 
appear  that  single  women  between  the  ages 
of  21  and  30  show  a greater  relative  incidence 
than  the  same  age  group  of  married  women. 
Single  women  and  others  over  40  years  who 
have  never  been  pregnant  also  show  a greater 
tendency  to  develop  the  disease,  possibly  be- 
cause of  the  increased  incidence  of  myomas 
in  this  group.  We  encountered  only  3 cases 
of  peritoneal  endometriosis  in  colored  women, 
in  spite  of  the  high  incidence  of  myomas  in 
this  race.  This  may  be  explained  in  part  by 
the  low  percentage  of  colored  women  in  our 
locality. 

Direct  endometriosis  occurs  much  more  fre- 
quently in  the  fourth  and  fifth  decades  and 
almost  always  in  women  who  have  had  chil- 
dren; in  fact,  repeated  pregnancies  seem  to  pre- 
dispose to  its  development.  This  is  in  direct 
contrast  to  peritoneal  endometriosis  in  which 
the  percentage  of  relative  and  absolute  ster- 
ility is  high. 

It  would  seem  that  certain  sites  have  a pre- 
dilection for  the  implantation  or  development 
of  peritoneal  endometriosis.  The  posterior 
cul-de-sac  and  particularly  the  uterosacral 
ligaments  are  by  far  the  commonest  sites. 
This  is  especially  true  of  the  small  early  iso- 
lated lesions  of  the  type  seen  so  frequently  as- 
sociated with  other  pelvic  tumors  and  retro- 
flexion of  the  uterus.  The  ovary  is  the  next 
most  likely  site.  In  this  series  the  left  ovary 
(87  cases)  was  involved  somewhat  more  fre- 
quently than  the  right  (75  cases)  and  both  to- 
gether (126  cases)  much  more  often  than  either 
alone.  The  cul-de-sac  without  ovarian  in- 
volvement occurred  in  168  cases,  while  ovarian 
lesions  alone  were  present  in  only  44.  This  is 
as  one  might  expect  considering  the  frequent 
association  of  retroflexion  of  the  uterus  with 
peritoneal  endometriosis  and  the  ease  with 
which  fluids  injected  into  a retroflexed  uterus, 
even  without  pressure,  reach  the  cul-de-sac, 
as  demonstrated  by  Watkins.2  Direct  en- 
dometriosis of  the  uterus  is  also  much  more 
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frequent  than  one  would  suspect  and  repre- 
sented 14  per  cent  of  the  total  number  of  cases. 

The  clinical  features  of  direct  endometriosis 
are  quite  characteristic  and  in  marked  con- 
trast to  those  of  the  more  common  peritoneal 
lesions,  except  in  its  association  with  myomas 
(45.6  per  cent).  Peritoneal  endometriosis  is 
often  an  accidental  finding,  but  direct  endo- 
metriosis of  any  marked  degree  almost  in- 
variably produces  symptoms  that  necessitate 
surgical  intervention. 

Bleeding  is  by  far  the  most  common  symp- 
tom of  direct  endometriosis.  It  usually  starts 
as  a menorrhagia,  sometimes  metorrhagia, 
and  either  may  be  gradually  superseded  by  a 
continuous  flow.  The  bleeding  frequently 
reaches  alarming  proportions,  resulting  in 
severe  degrees  of  secondary  anemia  which 
may  necessitate  transfusions  prior  to  any  op- 
erative procedure.  Whether  the  bleeding 
comes  directly  from  the  tumor  or  is  produced 
by  some  alteration  in  the  uterine  circulation 
is  not  definitely  known.  It  is  not  common, 
however,  to  find  any  marked  evidence  of 
bleeding  or  accumulations  of  blood  in  the 
ectopic  endometrial  cavities  of  the  tumor  in 
the  freshly  cut  specimen.  Dysmenorrhea  is 
not  a constant  symptom  and  may  be  due  to 
the  fact  that  direct  endometriosis  does  not 
regularly  participate  in  menstruation.  Pain, 
when  present,  may  be  due  to  engorgement  of 
the  tumor  with  blood  or  mechanical  interfer- 
ence with  the  muscular  contractions  of  the 
uterus. 

The  palpatory  findings  in  direct  endome- 
triosis are  not  characteristic.  The  enlarge- 
ment of  the  uterus,  if  any,  may  be  regular  and 
closely  simulate  a myofibrosis,  submucous 
myoma,  or  hyperplasia  of  the  endometrium. 
If  the  enlargement  is  irregular,  it  may  be  due 
solely  to  the  endometriosis  or  to  its  frequent 
association  with  myomas. 

The  diagnosis  should  be  suspected  in  any 
woman  over  35  years  of  age  who  has  had  sev- 
eral children  and  develops  profuse  uterine 
bleeding,  particularly  in  the  absence  of  any 
other  demonstrable  pelvic  pathology.  Curet- 
tage never  cures  and  ordinarily  fails  to  make 
the  diagnosis,  since  only  the  endometrium 
overlying  the  tumor  is  usually  recovered. 
This  condition  does  not  respond  well  to  radia- 
tion and  hysterectomy  is  the  procedure  of 
choice. 

The  distribution  of  peritoneal  endometriosis 
is  such  that  it  suggests  soiling  of  the  peri- 
toneum by  material  escaping  from  the  fimbri- 
ated extremities  of  the  tubes  as  pointed  out 
by  Sampson. 1 These  situations  are  the  cul-de- 


sac  and  the  under  and  lateral  surfaces  of  the 
ovaries.  In  this  series  of  491  cases  of  peri- 
toneal endometriosis  the  cul-de-sac  was  in- 
volved in  427  and  one  or  both  ovaries  in  288. 
We  believe  that  bits  of  endometrium  set  free 
at  the  time  of  menstruation  or  by  other 
mechanical  means  at  other  times  are  fre- 
quently viable  and  when  transmitted  to  other 
locations  by  the  veins,  lymphatics,  or  through 
the  fallopian  tubes  can  become  implanted  and 
grow  in  ectopic  locations.  The  most  frequent 
sources  we  believe  are  a reflux  of  menstrual 
blood  through  the  tubes  and  perhaps  epi- 
thelium from  the  fining  mucosa  of  the  tubes, 
particularly  the  fimbria.  Once  implanted, 
this  tissue  goes  through  the  same  cycle  as  its 
parent  mucosa,  is  microscopically  identical, 
and  responds  to  the  same  stimuli. 

Aberrant  endometrial  tissue  situated  in  or 
on  the  various  pelvic  organs  and  structures 
produces  typical  pathologic  lesions  that  can 
be  readily  recognized  in  gross  by  the  operating 
surgeon.  The  appearance  of  the  early  lesions 
and  the  peritoneal  reaction  to  the  growth 
produce  a peculiar  combination  of  color  and 
puckered  scarring  not  seen  in  any  other 
disease.  The  nearest  similarity  is  seen  in 
carcinomatous  implants  on  the  peritoneum, 
but  these  lack  the  typical  coloring.  The  color 
of  the  small  endometrial  implant  varies  with 
the  degree  of  its  development  and  the  phase 
of  the  menstrual  cycle  as  it  passes  through 
the  raspberry  red  to  the  more  typical  blue- 
berry color  and  finally  fades  into  a white 
puckered  scar  as  all  activity  ceases.  The 
peritoneum  resists  this  subserosal  growth 
and  invasion  of  this  tissue,  and  the  resulting- 
reaction  gives  rise  to  the  “shotty”  induration 
often  felt  in  the  vaginal  vault  on  vaginal  ex- 
amination. The  lesions  on  the  general  peri- 
toneal surfaces  rarely  attain  any  great  size, 
although  they  may  be  widely  scattered.  It  is 
in  or  on  the  ovary  that  they  attain  their 
greatest  size  and  virulence,  and  this  organ 
is  nearly  always  involved  in  the  more  ex- 
tensive cases.  The  ovary  is  especially  sus- 
ceptible to  the  growth  of  endometrial  tissue 
and  the  ultimate  production  of  the  large  hema- 
tomas (chocolate  cysts)  which  first  attracted 
the  attention  of  clinicians. 

These  cysts  are  prone  to  rupture,  soil  the 
peritoneal  cavity,  and  further  disseminate 
the  disease.  The  contents  of  these  cysts  is 
apparently  irritating  and  gives  rise  to  the 
dense  type  of  pelvic  adhesions  so  character- 
istic of  endometriosis.  The  rate  of  develop- 
ment of  any  endometriotic  process  is  appar- 
ently quite  variable.  We  have  found  quite 
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extensive  lesions  at  subsequent  operations 
on  women  known  to  have  had  no  peritoneal 
endometriosis  as  late  as  two  years  preceding 
this  operation.  We  have  recently  had  the 
opportunity  to  perform  a second  operation 
upon  a patient  38  years  old  who  had  peri- 
toneal endometriosis  ten  years  before,  and 
we  found  surprisingly  little  change  in  its 
appearance.  Neither  does  peritoneal  endo- 
metriosis always  disappear  immediately  fol- 
lowing the  menopause,  for  we  have  found 
fairly  viable  appearing  lesions  in  women  op- 
erated upon  for  some  other  condition  at 
various  intervals  of  time  following  the  cessa- 
tion of  the  menses.  We  have  also  seen  old 
scars  in  women  still  menstruating  regularly. 
It  would  seem  that  some  aberrant  endome- 
trial lesions  cease  to  menstruate  prematurely, 
probably  owing  to  the  destruction  of  its  func- 
tioning mucosa.  It  is  highly  probable  that 
the  rate  of  growth  and  its  continuation  in 
functioning  implants  are  dependent  upon 
some  hormonal  influence. 

In  a review  of  a large  series  of  cases,  it  at 
once  becomes  apparent  that  the  greater  ma- 
jority of  patients  who  have  endometriosis 
come  seeking  relief  from  symptoms  that  are 
not  produced  primarily  or  at  all  by  this 
disease.  In  this  series  only  93  out  of  491 
patients  had  peritoneal  endometriosis  as  an 
uncomplicated  disease.  The  common  associa- 
tion of  endometriosis  with  uterine  myomas 
is  well  known,  and  some  change  in  the  ovarian 
secretions  has  long  been  suspected  in  the 
pathogenesis  of  both,  although  its  true  nature 
has  never  been  demonstrated.  It  does  appear 
that  they  are  in  some  way  associated  perhaps 
on  a mechanical  basis,  as  myomas  were  pres- 
ent in  200  of  these  491  cases.  Retroflexion  of 
the  uterus  also  seems  to  be  a predisposing 
factor  and  was  associated  with  143  cases  in 
the  same  series.  Large  simple  ovarian  cysts 
were  present  in  32  cases.  Hyperplasia  of 
the  endometrium  was  also  present  in  a large 
number  of  cases,  and  the  significance  of  this 
finding  is  not  definitely  known  and  may  indi- 
cate some  excessive  hormonal  activity.  Experi- 
mentally, fragments  of  endometrium  seem  to 
implant  and  grow  more  readily  in  animals 
treated  with  estrogenic  substances.  We  have 
found  peritoneal  endometriosis  in  association 
with  nearly  every  pelvic  disease  prevalent  in 
the  same  age  group.  This  common  association 
with  other  pelvic  pathology  makes  the  pre- 
operative recognition  of  endometriosis  diffi- 
cult. Apparently,  many  women  acquire 
small  endometrial  implants  on  the  various 
pelvic  structures  which  give  few  or  no  symp- 


toms and  are  found  accidentally  during  opera- 
tions later  in  life  for  injuries  of  childbirth, 
tumors,  or  other  pelvic  pathology. 

Endometriosis  does  not  prevent  the  occur- 
rence of  pelvic  inflammatory  disease,  but  the 
association  of  the  two  is  not  common  except 
in  tubal  stumps.  As  a matter  of  fact,  patent 
fallopian  tubes  seem  to  be  one  of  the  chief 
prerequisites  for  the  acquisition  of  peritoneal 
endometriosis.  In  this  study  the  tubes  were 
apparently  patent  in  over  95  per  cent  of  the 
cases.  There  were  16  cases  of  chronic  pelvic 
inflammatory  disease,  13  cases  of  hematosal- 
pinx, and  1 case  of  tuberculous  salpingitis, 
and  in  all  of  these,  as  judged  by  the  appear- 
ance of  the  lesions,  the  peritoneal  endometri- 
osis could  well  have  been  acquired  prior  to  the 
closure  of  the  tubes.  Salpingitis  superim- 
posed on  peritoneal  endometriosis  gives  rise 
to  a confusing  clinical  picture  both  before 
and  at  operation. 

The  symptoms  of  peritoneal  endometriosis 
are  due  to  the  implantation,  growth,  invasion 
and,  most  important  of  all,  the  menstrual  reac- 
tion of  ectopic  mullerian  tissue  wherever 
found.  The  frequent  wide  distribution  of  the 
lesions  is  such  that  it  is  impossible  to  enu- 
merate all  of  the  symptoms  and  signs  that 
may  accrue  to  this  disease.  In  the  main,  the 
symptoms  bear  a direct  relationship  to  the 
menstrual  function  and  will  continue  as  long 
as  this  phenomenon  is  maintained. 

The  onset  may  occur  at  any  age  during 
menstrual  activity  and  is  usually  insidious 
but  progressive  over  a period  of  years  before 
these  patients  seek  relief.  In  certain  in- 
stances, however,  the  onset  may  be  acute. 
We  have  also  been  impressed  by  the  rather 
large  number  who  have  apparently  developed 
the  disease  shortly  following  childbirth.  In 
this  series  there  are  also  a number  of  patients 
who  have  been  subjected  to  curettage  or 
other  pelvic  operation  a few  months  to  three 
or  four  years  prior  to  the  development  of 
symptoms.  While  it  is  theoretically  possible 
that  a curettage  or  other  pelvic  manipulation 
might  initiate  the  process,  we  do  not  have 
enough  information  to  state  that  it  was  ever 
more  than  circumstantial  evidence  in  any 
of  the  cases  of  endometriosis  which  we  have 
studied.  The  average  duration  of  symptoms 
prior  to  operative  interference  in  this  series 
was  three  to  four  years  but  varied  from  a few 
hours  to  twenty  years.  The  average  age  at 
the  onset  of  symptoms  was  28  years  or  about 
fifteen  years  after  the  average  age  at  onset  of 
menstruation.  This  figure  is  undoubtedly 
too  low,  as  all  patients  who  complained  of  pain 
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from  puberty  are  included  in  the  group.  The 
average  age  at  onset,  interval,  and  duration 
of  the  menses  showed  no  greater  variations 
than  any  group  selected  at  random  from  our 
office  files  and,  thereby,  failed  to  show  any 
evidence  of  early  endocrine  dyscrasia. 

Pelvic  pain,  chiefly  in  the  form  of  an  in- 
creasing or  acquired  dysmenorrhea,  is  the 
outstanding  symptom  of  peritoneal  endo- 
metriosis. In  this  study  79  per  cent  of  all 
the  patients  complained  of  dysmenorrhea. 
Of  this  number,  57  per  cent  gave  it  as  a promi- 
nent symptom  and  22  per  cent  as  mild,  while 
in  the  remaining  21  per  cent  it  was  entirely 
absent.  Many  patients  cannot  differentiate 
between  abdominal  pain  and  dysmenorrhea, 
and  it  is  quite  likely  that  the  latter  is  even 
more  common  than  these  figures  indicate. 
In  some,  it  was  present  from  puberty;  in 
others,  it  developed  relatively  late  in  their 
menstrual  life,  but  in  the  majority  it  was 
definitely  acquired  and  was  increasing  in 
severity.  Many  of  the  patients  have  diffi- 
culty in  accurately  localizing  their  pain.  It  is 
generally  referred  to  the  back,  sacrum,  rec- 
tum, or  lower  abdomen  and  is  usually  more 
severe  on  one  side  than  the  other.  Inciden- 
tally, the  apparent  localization  of  pain  does  not 
necessarily  indicate  the  site  of  the  maximum 
lesions.  It  may  vary  from  mild  discomfort 
to  incapacitating  pain  and  occur  before,  dur- 
ing, and  sometimes  after  the  menstrual  flow. 
It  is  also  often  aggravated  by  walking,  sitting, 
or  riding  during  the  period.  In  severe  cases 
the  tenderness  and  pain  may  persist  for  sev- 
eral days  and  closely  simulate  an  attack  of 
pelvic  inflammatory  disease,  except  for  the 
absence  of  fever. 

Severe  dysmenorrhea  may  be  associated 
with  nausea,  vomiting,  and  epigastric  distress. 
The  pain  is  probably  due  to  the  relatively 
sudden  distention  of  the  lesions  with  men- 
strual blood;  stretching  of  the  surrounding 
tissues,  chiefly  the  peritoneum;  and,  at  times, 
rupture  of  an  endometrial  hematoma  where- 
ever  present,  especially  in  the  ovary,  and  re- 
lease of  irritating  material  into  the  peritoneal 
cavity.  The  contents  of  these  cysts  may  con- 
tain viable  fragments  of  tissue  which  may 
implant  and  further  disseminate  the  disease 
or,  by  irritation  of  the  peritoneum,  provoke 
further  adhesions.  Periodic  repetition  of  the 
above  process  gradually  increases  the  scope 
and  intensity  of  the  pain.  On  the  other  hand, 
the  pain  does  not  necessarily  have  any  direct 
relation  to  the  amount  of  the  disease.  We 
have  seen  incapacitating  pain  in  patients  with 
relatively  few  peritoneal  implantations  and 


complete  absence  in  extensive  cases,  par- 
ticularly those  with  chiefly  ovarian  lesions. 
This  was  found  to  be  true  both  in  cases  com- 
plicated by  myomas,  retroflexion,  and  other 
pelvic  disease,  as  well  as  those  having  only  an 
extensive  peritoneal  endometriosis.  While 
pelvic  pain  and  dysmenorrhea  are  not  pathog- 
nomonic of  endometriosis,  they  are  quite 
significant  if  the  dysmenorrhea  is  acquired 
and  if  the  pelvic  pain,  chiefly  in  the  rectum 
and  occasionally  in  the  bladder,  is  confined 
solely  to  a menstrual  period. 

We  believe  that  peritoneal  endometriosis 
is  not  a cause  of  uterine  bleeding.  While  many 
of  our  patients  complained  of  irregular 
uterine  bleeding,  an  analysis  of  the  statistics 
have  shown  that  in  almost  every  case  the 
bleeding  was  due  to  some  other  concomitant 
pelvic  pathology,  chiefly  myomas  or  a hyper- 
plastic endometrium. 

Sterility  is  a common  and  important  symp- 
tom of  peritoneal  endometriosis.  The  figures 
on  sterility  can  be  made  to  show  wide  varia- 
tions depending  on  how  the  cases  are  selected 
and  what  criteria  are  used  for  their  grouping. 
When  all  cases  were  included  regardless  of  the 
age  of  the  patient,  duration  of  marriage,  and 
extent  of  the  disease,  we  found  38.5  per  cent 
relatively  sterile,  38.5  per  cent  absolutely 
sterile,  and  23  per  cent  fertile.  The  average 
number  of  children  for  the  whole  group  was 
1.2.  We  arbitrarily  considered  any  woman 
who  had  a child  5 years  of  age  or  younger  as 
fertile,  and,  conversely,  any  young  woman 
who  had  not  had  a child  in  five  years  as  rela- 
tively sterile.  The  relatively  sterile  women 
had  1.48  children,  while  those  considered  fer- 
tile had  3.2.  When  we  reviewed  268  cases 
with  sufficient  endometriosis  to  be  of  clinical 
importance  as  judged  by  their  chief  com- 
plaints and  pelvic  findings,  we  found  87.3  per 
cent  absolutely  or  relatively  sterile.  Most 
of  those  classified  as  relatively  sterile  had  had 
only  1 or  2 children,  and  these  usually  were  over 
10  years  of  age.  It  is  obvious  that  statistics 
on  sterility  are  not  significant  unless  the  basis 
on  which  they  were  compiled  is  stated.  In 
contrast  to  this  high  incidence  of  sterility 
in  peritoneal  endometriosis,  we  studied  92 
cases  of  direct  endometriosis  and  found  that 
94.6  per  cent  of  these  patients  had  had  chil- 
dren. The  remaining  5.4  per  cent  were  ab- 
solutely sterile.  It  is  difficult  to  give  figures 
on  the  relative  sterility  of  direct  endometriosis, 
since  this  disease  occurs  in  older  women  and 
the  interval  since  bearing  their  last  child  is 
thereby  increased.  The  relative  sterility  in 
this  group  may  also  be  due  to  the  frequent 
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association  with  myomas.  The  average  num- 
ber of  children  per  marriage  in  this  group  was 
3.2. 

Although  dyspareunia  is  usually  considered 
a possible  symptom  of  extensive  peritoneal 
endometriosis,  particularly  with  involvement 
of  the  cul-de-sac,  the  statistics  are  unreliable. 
This  is  especially  true  in  attempting  to  gather 
these  figures  from  hospital  charts,  as  interns 
do  not  routinely  obtain  this  information.  The 
charts  will,  therefore,  show  a marked  decrease 
over  office  records. 

Rectal  and  bladder  discomfort  are  such  com- 
mon symptoms  in  any  gynecologic  chart  be- 
cause of  the  frequency  of  hemorrhoids,  cystitis, 
and  injuries  of  childbirth  that  they  are  not 
considered  of  significance  unless  definitely 
associated  only  with  a menstrual  period. 
Hematuria  at  that  time  may  mean  actual 
bladder  involvement.  Painful  defecation 
without  bleeding  or  discharge  and  present 
only  with  a menstrual  period  is  almost  pathog- 
nomonic of  endometriosis  in  the  cul-de-sac 
with  involvement  of  the  rectosigmoid.  It 
is  not  uncommon  to  obtain  a history  of 
fainting  or  the  assumption  of  unusual  atti- 
tudes during  defecation  in  some  of  these 
patients. 

The  physical  signs  of  peritoneal  endometri- 
osis which  can  be  detected  on  bimanual  ex- 
amination are  not  always  characteristic.  A 
typical  “shotty”  induration  in  the  cul-de-sac 
is  the  most  characteristic  finding.  The  large 
adherent  endometrial  hematomas  of  the  ovary 
can  be  readily  palpated  and  are  usually  tender, 
particularly  near  the  menses,  but  cannot  at 
times  be  differentiated  from  inflammatory 
disease  or  other  pelvic  tumors,  benign  or 
malignant.  The  small  lesions  feel  much  like 
the  adherent  adnexa  of  inflammatory  disease, 
while  tiny  lesions  cannot  be  palpated  at  all. 
The  common  association  with  an  adherent, 
retroflexed  uterus  and  uterine  myomas  com- 
bine to  make  the  diagnosis  even  more  difficult. 

The  diagnosis  is,  therefore,  made  on  a com- 
bination of  the  history  and  physical  examina- 
tion. A woman  over  30  with  acquired  dysmen- 
orrhea; sterility  if  married;  negative  inflam- 
matory history;  and,  especially  if  associated 
with  a retroflexed  adherent  uterus,  an  ad- 
herent ovary  and  “shotty”  induration  in  the 
cul-de-sac  probably  has  peritoneal  endome- 
triosis. If  she  has  rectal  and  vesical  pain 
associated  only  with  menstruation,  the  diag- 
nosis is  even  more  certain.  Our  resident 
staff  listed  endometriosis  among  the  possible 
diagnoses  in  49  per  cent  of  the  491  cases  in 
this  study. 


The  differential  diagnosis  of  peritoneal 
endometriosis  is  extremely  difficult  because  of 
the  widespread  distribution  of  the  disease. 
Pelvic  inflammatory  disease,  because  of  its 
same  age  incidence  and  similar  palpatory 
findings,  is  the  condition  most  frequently 
confused  with  endometriosis.  Ovarian  car- 
cinomas, particularly  with  malignant  im- 
plants in  the  cul-de-sac,  may  present  identical 
palpatory  findings.  Rupture  of  an  ovarian 
endometrial  hematoma  may  simulate  almost 
any  acute  abdominal  condition.  In  this 
series  there  were  2 cases  of  acute  rupture. 
One  was  mistaken  for  a ruptured  duodenal 
ulcer  and  the  other  for  an  ectopic  pregnancy. 
If  the  lesions  are  right-sided,  they  may  be 
mistaken  for  appendicitis.  If  an  ovarian  endo- 
metrial hematoma  becomes  infected,  it  may 
simulate  a tuboovarian  abscess  or  other  in- 
fected ovarian  cyst. 

Carcinoma  of  the  rectosigmoid  is  the  most 
important  differential  diagnosis,  as  many  need- 
less resections  of  the  sigmoid  have  been  per- 
formed because  of  failure  to  recognize  endo- 
metriosis in  this  location.  Absence  of  blood 
and  mucus  in  the  stool,  normal  appearing 
rectal  mucosa  over  the  site  of  the  obstruction, 
and  at  operation  the  typical  appearance  of 
endometriosis  along  with  other  evidence  of  the 
disease  in  the  various  pelvic  structures  should 
make  the  diagnosis.  Many  extensive  lesions 
of  the  sigmoid  and  rectovaginal  septum  were 
encountered  in  this  review,  but  there  were  no 
intestinal  resections  or  colostomies  performed. 

The  surgical  treatment  of  peritoneal  endo- 
metriosis presents  many  perplexing  problems 
since  it  occurs  chiefly  during  the  childbearing 
period,  and  we  are  often  confronted  with  the 
necessity  of  preserving  this  function  as  well 
as  relieving  the  symptoms.  The  decision  on 
the  type  of  operation  to  be  performed  will, 
therefore,  be  influenced  by  many  factors  such 
as  the  age  of  the  patient,  sterility,  the  amount 
of  pain,  extent  of  the  disease,  presence  of 
other  pelvic  pathology,  and  in  the  final  analysis 
by  the  desires  of  the  patient.  Every  effort 
should  be  made  to  be  conservative  especially 
in  women  under  40  years  of  age,  since  the 
condition  is  not,  and  rarely  ever  becomes, 
malignant.  Small  areas  of  endometriosis  on 
the  pelvic  peritoneum  may  be  ignored,  re- 
sected, or  destroyed  with  a cautery.  If  lo- 
cated on  or  in  the  ovary,  relatively  large  por- 
tions can  be  easily  resected.  Early  lesions 
on  the  bowel  are  better  left  alone,  for  they 
grow  slowly  and  rarely  produce  symptoms 
of  obstruction  and  then  only  late  in  the  disease. 
Dilatation  of  the  cervix  and  correction  of 
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uterine  displacements  should  accompany  any 
conservative  operation  to  afford  better  drain- 
age for  the  uterine  cavity.  In  fact,  any  opera- 
tion that  preserves  ovarian  function  should 
be  considered  conservative  and,  especially 
so,  if  the  menstrual  function  and  possibility 
of  conception  are  also  conserved.  Hysterec- 
tomy with  removal  of  one  ovary  and  perhaps 
a portion  of  the  other  should  be  considered 
extensive  rather  than  radical  surgery.  From 
the  standpoint  of  peritoneal  endometriosis, 
the  term  radical  surgery  should  be  reserved 
for  those  cases  that  have  had  complete  re- 
moval of  all  ovarian  tissue. 

In  this  review,  84  per  cent  of  the  patients 
under  41  years  of  age  had  conservation  of 
some  or  all  ovarian  tissue.  In  this  age  group 
only  those  cases  with  extensive  involvement 
of  both  ovaries  or  the  rectosigmoid  and  recto- 
vaginal space  were  subjected  to  castration. 
After  41  years  of  age  the  necessity  for  ovarian 
conservation  decreases  and  the  incidence  of 
other  pelvic  pathology  increases  so  that  the 
number  of  radical  operations  rises  rapidly. 
Failure  to  castrate  in  the  presence  of  extensive 
endometriosis  of  the  bowel  is  a hazardous  form 
of  conservative  surgery. 

Unfortunately,  the  majority  of  the  cases  of 
peritoneal  endometriosis  comprise  a large 
borderline  group  that  requires  considerable 
surgical  judgment  since  no  one  can  state  where 
all  chance  of  conservative  surgery  ends  and 
radical  surgery  becomes  imperative.  If  the 
patient  is  young  and  anxious  to  have  a 
child,  one  is  justified  in  doing  a conservative 
operation  that  would  be  contraindicated  in 
a woman  over  40  or,  perhaps,  in  a similar 
young  patient  who  has  had  children  and  now 
has  incapacitating  dysmenorrhea.  The  ex- 
tent and  severity  of  the  disease  are  also  im- 
portant. If  the  bowel  is  not  involved,  one  is 
more  justified  in  being  conservative  regardless 
of  the  extent  of  the  lesions,  especially  if  the 
patient  is  seeking  relief  from  sterility  or  is 
anxious  to  preserve  the  menstrual  function. 
The  probability  of  a pregnancy  is  greater 
following  conservative  operations  on  peri- 
toneal endometriosis  than  from  the  same 
types  of  operations  on  pelvic  inflammatory 
disease.  In  our  experience  the  necessity  for 
secondary  operations  or  radiation  castration 
on  any  of  this  questionable  group  has  been 
rare,  which  is  another  reason  to  be  conserva- 
tive. If  a patient  in  the  borderline  group 
already  has  several  children  and  is  40  years 
of  age  or  older,  it  is  probably  better  judgment 
to  prevent  further  spread  of  the  disease. 
Fortunately,  the  surgeon  is  often  aided  in 


his  decision  by  the  presence  of  some  other 
pelvic  pathology.  Uterine  myomas  were 
found  in  approximately  50  per  cent  of  all  our 
patients  over  30  years  of  age  and  were  fre- 
quently of  sufficient  size  or  in  such  a location 
as  to  make  hysterectomy  justifiable.  As  a 
matter  of  fact,  our  apparently  high  incidence 
of  extensive  and  radical  surgery  is  largely  due 
to  the  accidental  finding  of  small  areas  of 
endometriosis  in  patients  operated  upon  pri- 
marily for  some  other  condition,  chiefly 
myomas,  ovarian  cysts,  and  injuries  of  child- 
birth. An  analysis  of  our  491  cases  of  peri- 
toneal endometriosis  indicates  that  153  had 
enough  endometriosis  to  justify  extensive  or 
radical  operation  for  this  condition  alone, 
although  it  was  frequently  associated  with 
other  conditions. 

The  development  and  continued  growth  of 
endometriosis  depends  on  the  presence  of 
functioning  ovarian  tissue.  Therefore,  the 
successful  treatment  of  this  condition  depends 
on  careful  individualization  of  each  case 
and  the  selection  of  those  in  which  it  is  rea- 
sonably safe  and  practical  to  conserve  ovarian 
function  or  necessary  to  destroy  it.  For- 
tunately, a recurrence  or  failure  to  control 
the  symptoms  is  not  so  serious  in  peritoneal 
endometriosis  as  in  many  other  types  of  pelvic 
pathology,  since  x-ray  or  radium  castration 
can  always  be  employed  later  if  necessary. 
We  believe  that  radiation  castration  should 
not  be  employed  prior  to  laparotomy  because 
of  the  high  incidence  of  errors  in  diagnosis  and 
that  it  should  be  reserved  for  those  patients 
who  develop  recurrences  when  small  amounts 
of  ovarian  tissue  are  unavoidably  left  behind 
or  when  there  is  a failure  of  regression  in  un- 
removed endometriosis  after  presumably  radi- 
cal surgery.  There  were  2 patients  in  this 
series  who  developed  a recurrence  following 
estrogenic  therapy  for  relief  of  menopausal 
symptoms,  and  they  were  successfully  treated 
with  deep  x-ray. 

Extensive  peritoneal  endometriosis  may 
present  technical  difficulties  because  of  its 
possible  wide  distribution,  dense  adhesions, 
and  involvement  of  contiguous  structures, 
chiefly  the  rectosigmoid  and,  occasionally, 
compression  of  the  ureters.  In  order  to  avoid 
injuries  it  may  sometimes  be  necessary  to 
leave  considerable  amounts  of  endometriosis 
attached  to  these  structures  during  other- 
wise successful  radical  operations.  However, 
in  our  experience  retrogression  has  been  the 
rule  and  the  need  for  subsequent  radiation  has 
been  rare. 

The  postoperative  morbidity  in  peritoneal 
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endometriosis  is  somewhat  greater  than  in 
other  more  clean-cut  pelvic  operations,  but 
the  mortality  rate  is  extremely  low,  probably 
owing  to  the  age  and  generally  good  condition 
of  these  patients.  There  were  no  deaths  in  our 
series  of  491  abdominal  operations  for  peri- 
toneal endometriosis. 

Summary 

Endometriosis  can  be  divided  into  four 
general  groups  as  follows: 

1.  Direct  endometriosis  (adenomyosis  in- 
terna) . 

2.  Indirect  or  peritoneal  endometriosis 
(adenomyosis  externa). 

3.  N onoperative  extraperitoneal  endo- 
metriosis. 

4.  Postoperative  endometriosis. 

Endometriosis  is  a common  pelvic  condition 

in  women  between  25  and  50  years  of  age 
and  may  be  encountered  before  20  years  or 
after  60.  Peritoneal  endometriosis  is  fre- 
quently an  accidental  finding  with  few  or  no 
symptoms,  but  in  advanced  cases  it  may  pro- 
duce marked  pelvic  pathology  and  become 
an  incapacitating  disease. 

No  other  nonmalignant  condition  presents 
such  a possible  wide  distribution  of  lesions 
or  more  bizarre  clinical  features  than  peri- 
toneal endometriosis. 

A statistical  study  of  656  cases  of  endo- 
metriosis is  herewith  presented.  The  dis- 
cussion is  centered  on  the  clinical  features 
of  491  cases  of  peritoneal  endometriosis  and 
92  cases  of  direct  endometriosis,  including 
their  points  of  contrast. 

The  outstanding  symptoms  of  peritoneal 
endometriosis  are  dysmenorrhea,  pelvic  pain, 
and  sterility,  while  the  chief  symptoms  of 
direct  endometriosis  are  uterine  bleeding, 
occasionally  dysmenorrhea. 

The  treatment  of  peritoneal  endometriosis 
should  be  conservative  whenever  possible, 
and  particularly  in  women  under  40  years  of 
age.  Any  operation  that  leaves  ovarian  tissue 
in  situ  is  considered  conservative.  Direct 
endometriosis  of  sufficient  degree  to  produce 
bleeding  cannot  be  controlled  by  conservative 
measures,  and  hysterectomy  is  the  procedure 
of  choice. 
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Discussion 

Dr.  Ralph  A.  Hurd,  New  York  City — It  gives 
me  great  pleasure  to  discuss  Dr.  Sutton’s  inter- 


esting and  instructive  observations  on  the  sub- 
ject of  endometriosis,  a lesion  that  has  been  of 
unusual  interest  to  me  ever  since  the  masterful 
articles  of  Dr.  Sampson  appeared  in  the  nineteen 
twenties.  I think  it  is  particularly  appropriate 
that  Dr.  Sutton  is  doing  his  work  in  Albany, 
which  ranks  as  the  outstanding  seat  of  investi- 
gation of  this  condition  in  this  country. 

I like  the  clear  and  simple  way  in  which  Dr. 
Sutton  has  grouped  endometriosis  into  four  gen- 
eral varieties  rather  than  naming  the  various 
organs  in  which  the  condition  has  been  found. 
Such  organs  are  myriad.  I am  in  agreement  with 
him  when  he  states  that  no  other  nonmalignant 
condition  presents  such  a wide  distribution  of 
lesions  and  such  diversified  clinical  features  as 
does  endometriosis.  It  is  also  gratifying  to  find 
that  the  essayist  strives  to  treat  peritoneal  endo- 
metriosis in  a conservative  way,  particularly  in 
women  in  the  younger  age  groups.  It  may  be 
interesting  to  contrast  Dr.  Sutton’s  observations 
and  conclusions  on  this  ever  interesting  topic 
with  my  own  that  are  the  result  of  a survey 
made  at  the  Woman’s  Hospital  in  New  York 
City. 

Our  361  cases  are  dwarfed  in  number  by  those 
of  Dr.  Sutton  which  total  656,  but  I feel  that  we 
have  learned  a good  deal  from  ours,  neverthe- 
less. In  going  over  my  statistics,  I felt  that  our 
cases  of  adenomyosis  interna  should  not  be 
properly  included  in  a clinical  study  of  endo- 
metriosis, as  this  condition  was  frequently  dis- 
covered only  in  the  course  of  routine  pathologic 
examination  in  cases  where  a hysterectomy  had 
been  performed  for  some  other  reason.  My 
critical  analysis,  therefore,  is  limited  to  135 
cases,  but  in  every  one  of  these  the  endometriosis 
was  the  sole  or  a prominent  contributory  cause 
of  the  symptoms  from  which  the  patient  sought 
relief. 

In  the  course  of  this  brief  discussion  I shall 
not  go  into  the  history  of  the  development  of 
this  subject  or  cite  the  various  theories  of 
etiology  of  endometriosis,  except  to  say  that  the 
theory  of  Sampson  has  received  the  widest  ac- 
ceptance of  all  and  that  I personally  am  happy 
to  subscribe  to  it.  The  pathology  of  endo- 
metriosis has  been  well  described  again  and  again, 
and  nothing  need  be  said  in  that  connection.  As 
to  age  incidence,  my  findings  are  practically  in 
agreement  with  those  of  Dr.  Sutton,  and  I also 
discovered  the  possibly  significant  fact  that 
about  40  per  cent  of  our  patients  had  been  oper- 
ated upon  previously,  most  of  them  having  had 
laparotomy  for  one  condition  or  another,  in- 
cluding cesarean  section,  and  a few  having  under- 
gone vaginal  plastic  work  or  curettage.  This 
bears  out  Dr.  Sampson’s  published  belief  that 
there  is  danger  of  initiating  endometriosis  by 
manipulation  of  the  pelvic  viscera  at  operation. 

So  far  as  symptoms  are  concerned,  our  patients 
complained  of  those  for  which  most  women  with 
intrapelvic  lesions  consult  a physician.  One 
was  abdominal  pain,  either  constant  or  irregular 
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and  aggravated  by  menstruation.  Many  also 
had  excessive  or  irregular  menstruation.  A few 
complained  of  backache,  swelling  or  bleeding 
from  the  umbilicus,  bleeding  from  a laparotomy 
scar,  and  dyspareunia  or  rectal  tenesmus,  ac- 
cording to  the  organ  or  area  affected.  In  other 
words,  there  is  no  pathognomonic  symptom  of 
endometriosis  and,  furthermore,  dysmenorrhea 
was  not  a particularly  prominent  complaint  in 
our  patients  as  it  was  in  many  of  Dr.  Sutton’s 
and  also  of  Dr.  Counsellor’s,  who  wrote  on  this 
subject  from  the  Mayo  Clinic  a year  or  two 
ago. 

I am  going  to  complete  my  brief  discourse  by 
a few  remarks  on  the  important  subject  of  treat- 
ment as  I view  it.  The  treatment  of  endometrio- 
sis should  be  surgical  excision  of  the  lesion  and, 
since  it  is  frequently  a disease  of  comparatively 
young  women  in  whom  ovarian  conservation  is 
desirable,  the  question  of  how  much  to  do  be- 
comes, many  times,  a most  perplexing  problem. 
In  the  older  patients  in  whom  ablation  of  the 
ovarian  function  does  not  matter  so  much, 
roentgenotherapy  or  radium  irradiation  may  be 
employed  in  addition  to  radical  surgery,  but  most 
writers  report  only  2 or  3 per  cent  of  their  cases 
treated  by  these  methods.  We  have  had  no 
experience  with  radiotherapy  for  endometriosis 
at  the  Woman’s  Hospital,  although  we  recognize 
with  others  that  ovarian  function  is  essential  to 
the  growth  of  ectopic  endometrial  tissue  and  that 
cessation  of  the  former  results  in  regression  and 
extensive  atrophy  of  the  growths.  To  conserva- 
tive operative  work  some  surgeons  have  added 
presacral  nerve  resection  as  a prophylactic 
against  pain  in  the  event  of  recurrence  of  the 
trouble,  but  to  most  surgeons  it  seems  of  dubious 
practical  value. 

As  to  the  question  of  conservative  versus 
radical  surgery  in  these  cases,  I am  convinced  on 
general  principles  that  an  effort  should  be  made 
to  save  as  much  ovarian  tissue  as  possible  for 
women  in  the  younger  age  groups.  Small  cysts 
and  implants  on  the  ovary  and  elsewhere  on  the 
pelvic  peritoneum  can  be  excised  or  destroyed 


with  the  cautery,  and  malpositions  of  the  uterus 
can  be  corrected  after  separation  of  the  adhesions 
that  anchored  it  in  the  cul-de-sac.  By  so  doing, 
the  menstrual  and  sometimes  even  the  child- 
bearing function  of  the  patient  can  be  preserved 
for  her,  and  she  is  saved  the  distressing  symp- 
toms that  characterize  an  early  artificial  meno- 
pause. On  the  other  hand,  more  extensive  le- 
sions, particularly  those  that  involve  both 
ovaries,  can  be  remedied  only  by  more  radical 
procedures,  and  a supravaginal  or  total  hysterec- 
tomy, combined  with  the  removal  of  both  ap- 
pendages, gives  the  best  results.  With  few  ex- 
ceptions, if  any,  the  ablation  of  the  ovaries  will 
bring  about  a regression  and  atrophy  of  endo- 
metriosis in  the  rectovaginal  septum  and  in 
other  places  where  possible  injury  to  the  bowel 
might  be  involved  in  removing  it. 

In  the  Woman’s  Hospital  group  the  ratio  of 
conservative  to  radical  operation  was  exactly 
five  to  four,  and  by  radical  is  meant  the  com- 
plete removal  of  all  ovarian  tissue.  Of  the  75 
patients  who  underwent  conservative  operation, 
42  left  the  hospital  with  enough  of  the  genital 
tract  intact  to  make  pregnancy  a possibility, 
while  33  were  rendered  sterile  by  hysterectomy, 
the  removal  of  both  tubes,  or  various  combina- 
tions of  work. 

The  postoperative  morbidity  and  the  im- 
mediate mortality  rate  are  slightly  greater  in 
these  cases  than  in  a random  series  of  gyne- 
cologic laparotomies  for  other  conditions,  such 
as  operation  for  fibromyomas,  ovarian  cysts, 
or  retroversion.  This  is  due,  of  course,  to  the 
wide  blunt  and  sharp  dissection  of  dense  peri- 
toneal adhesions  often  required,  the  spill  of  the 
tarry  material  from  the  old  cysts,  the  longer 
time  consumed,  the  greater  tendency  to  hemor- 
rhage and  shock,  the  disruption  of  integrity  of 
the  serosal  or  muscular  layers  of  the  bowel,  and 
general  trauma  that  accompanies  extensive  ma- 
nipulation. Three  of  our  patients  died  while  in 
the  postoperative  stage,  slightly  over  2 per  cent, 
and  all  of  them  showed  signs  of  peritonitis  with 
marked  distention  and  ileus. 


HELL  FIRE  AND  TYPHOID  FEVER 
Among  the  many  interesting  papers  of  rem- 
iniscences appearing  in  the  medical  journals  is 
one  by  Dr.  R.  H.  Garthright,  of  Vinton,  Virginia, 
in  the  Virginia  Medical  Monthly.  He  recalls 
that  as  late  as  the  fall  of  1898  a young  doctor 
read  a paper  before  the  state  society  on  “Do 
Bacteria  Cause  Disease?”  and  “the  scholarly 
men  of  advanced  age  did  not  believe  it,  and  in 
loud  language  declared  the  ideas  expressed  by 
the  young  doctor  could  not  be  accepted  as  true!” 
“Think  of  it,”  exclaims  Dr.  Garthright,  “and  it 
happened  late  in  the  nineteenth  century!” 

Many  people  then  used  to  plug  their  keyholes 
at  night,  he  recalls,  to  keep  out  the  night  air, 
which  was  considered  baleful.  Some  towns  were 
advanced  enough  to  put  in  sewage  plants,  and 


the  question  came  up  in  Vinton.  “A  meeting  was 
called,  at  which  a bond  issue  for  $50,000  for  put- 
ting in  a sewage  system  was  discussed.  All 
seemed  to  favor  the  project.  At  the  second  meet- 
ing several  weeks  later,  several  citizens  opposed 
the  project.  Speeches  were  made  for  and  against 
the  measure.  I saw  in  the  faces  of  many  of  the 
assembly,  a determination  to  turn  the  matter 
down,  and,  before  putting  the  vote,  urged  them 
to  act  in  its  favor.  ‘If  you  do  not,  this  dangerous 
disease  will  stay  with  us,  and  kill  some  of  you, 
and,  knowing  you  as  well  as  I do,  I think  I am 
telling  the  truth  when  I say,  you  will  go  to 
Hell!’  ” The  bond  issue  was  voted,  the  sewage 
system  built,  and  typhoid  fever  disap- 
peared. 


THE  OPERATION  OF  GENETIC  FACTORS  IN  THE  PATHO- 
GENESIS OF  MENTAL  DISORDERS 

Franz  J.  Kallmann,  M.D.,  New  York  City 


IN  SPITE  of  numerous  uncertainties  that 
still  exist  about  the  intrinsic  morphologic 
processes  of  heredity,  it  should  now  be  clear 
to  the  medical  profession  that  many  im- 
portant problems  of  pathogenesis  will  remain 
unsolved,  or  insufficiently  solved,  without  the 
collaboration  of  genetics  and  the  development 
of  what  may  best  be  called  a special  science 
of  medical  genetics.  There  is  no  use  in  pre- 
suming that  man  might  be  an  emancipated 
exception  to  any  of  the  fundamental  biologic 
laws.  In  the  case  of  heredity  it  has  been  pos- 
sible to  demonstrate  by  a great  number  of 
clinical  and  experimental  observations  that  in 
controlling  and  directing  the  normal  or  ab- 
normal development  of  human  beings  innate 
forces  are  no  less  effective  than  the  influences 
acting  upon  the  organism  from  without. 

The  futility  of  any  effort  to  understand  the 
origin  of  complex  morbid  conditions  without 
distinguishing  between  primary  pathogenetic 
determinants  and  modifying  pathoplastic 
agents  has  become  particularly  obvious  in  the 
field  of  mental  disease.  Medical  knowledge 
has  gained  as  little  from  the  old  controversy 
about  the  significance  of  either  heredity  or  en- 
vironment in  the  production  of  mental  dis- 
orders as  it  has  gained  from  any  other  at- 
tempt to  classify  intricate  psychiatric  prob- 
lems under  artificially  dichotomizing  or  purely 
speculative  terms.  The  biologic  analysis  of  the 
basic  mechanisms  that  operate  in  the  patho- 
genesis of  the  great  variety  of  psychotic  proc- 
esses and  psychoneurotic  reactions  does  not 
require,  certainly,  their  pseudosystematic 
classification  under  such  dichotomous  head- 
ings as  psychogenic  and  somatogenic,  endo- 
genous and  exogenous,  functional  and  organic, 
or  genetic  and  peristatic.  Still  less  does  it 
permit  the  relating  of  all  deviations  in  mental 
efficiency  and  behavior  to  only  one  of  the 
various  functional  systems  that  cooperate  in 
the  determination  of  the  actions  and  reactions 
of  a human  organism. 

The  Inseparability  of  Heredity  and 
Environment 

The  biased  and  oblique  dispute  about  the 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  May  8,  1940. 

From  the  Department  of  Psychiatry,  New  York 
State  Psychiatric  Institute  and  Hospital. 


preponderance  of  genetic  or  environmental 
factors  in  the  origin  of  mental  disease  can  be 
traced  to  those  remote  times  when  genetics 
was  in  the  same  undeveloped  condition  as 
many  other  branches  of  medical  science.  It 
had  little  justification  even  in  that  period  when 
heredity  was  interpreted  as  merely  the  trans- 
mission of  simple  physical  or  mental  attributes 
from  parents  to  their  children. 

In  the  meantime  it  has  been  observed  that 
there  are  only  a few  inheritable  mental 
characters  that  follow  the  direct  mode  of 
mendelian  inheritance  or  are  absolutely  inde- 
pendent and  insuppressible  in  their  pheno- 
typical expressivity.  It  has  been  found  to  be 
the  rule  that  the  relations  between  the  various 
inherited  predispositions  to  mental  anomalies 
and  the  individually  manifested  attributes  are 
of  a much  more  complex  nature.  Even  if  a 
certain  type  of  mental  disorder  is  proved  to 
be  inheritable,  it  does  not  follow  that  heredity 
must  be  instrumental  in  every  case  exhibiting 
the  symptomatology  of  this  disorder  or  that 
it  is  always  the  only  factor  operating  in  its 
pathologic  development. 

General  Genetic  Principles 

It  is  one  of  the  fundamental  genetic  prin- 
ciples that  any  anomaly  that  generally  re- 
sults from  the  operation  of  a certain  gene  or  a 
combination  of  genes  may  depend,  in  its 
phenotypical  expression,  upon  the  presence  or 
absence  of  other  genetic  or  peristatic  elements 
and  may  also  be  able  to  originate  from  a par- 
ticular arrangement  of  purely  external  fac- 
tors. The  limited  number  of  possible  morpho- 
logic response  patterns  of  the  human  brain 
permits  similar  psychopathologic  symptoms 
to  arise  from  a multiplicity  of  biophysiologic 
causes,  although  it  is  equally  true  that  prac- 
tically identical  causes  are  capable  of  pro- 
ducing a diversity  of  symptoms  in  various 
types  of  individuals  whenever  these  persons 
differ  in  their  genotypical  structure,  consti- 
tutional resistance,  or  mental  responsiveness. 

It  is  another  law  of  modern  human  genetics 
that  the  genetic  factors  involved  in  the  patho- 
genesis of  mental  disorders  may  be  specific  Pr 
unspecific  in  their  phenotypical  effects  and 
are  even  able  to  act  upon  different  com- 
ponents in  the  tridimensional  structure1  of  a 
psychosis.  These  components  may  be  re- 
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lated  either  to  the  pathogenetic  mechanism 
of  predisposition , which  concerns  the  causa- 
tion and  distinction  of  the  basic  character  of 
an  anomaly,  or  to  the  pathoplastic  mechanism 
of  pre formation,  which  concerns  the  prepara- 
tion of  the  individual  organism  for  the  pro- 
duction of  a particular  psychosis.  The  third 
mechanism  in  the  organization  of  any  mental 
disorder  is  that  of  provocation,  which  refers 
exclusively  to  its  instigation,  activation,  and 
actual  manifestation. 

Although  there  is  no  uniform  biologic  law 
governing  the  dynamics  and  integration  of 
these  coordinate  morbific  elements  in  the 
individual  case,  it  is  significant  that  the  prin- 
cipal effect  of  specific  hereditary  characters 
centers  around  the  primary  pathogenetic  de- 
termination of  an  anomaly.  Every  genetic 
factor  becomes  subject  to  the  individual  en- 
vironment, which  exercises  its  provoking 
influence  by  mobilizing  and  modifying  the 
phenotypical  expressions  of  the  given  char- 
acter. These  environmental  conditions  natu- 
rally include  the  manifold  biophysiologic 
processes  that  take  place  in  the  organism  it- 
self and  prove  to  be  essential  to  its  particular 
life  development.  Therefore,  it  should  not  be 
concluded  from  the  absence  of  a genetic 
anomaly  in  the  immediate  ancestors  of  a single 

(patient  that  in  such  a case  the  disease  is  not 
hereditary,  for  it  is  not  the  anomaly  itself 
which  is  hereditarily  transmitted  but  only 
the  predisposition  to  this  anomaly — that 
is,  the  ability  to  develop  it  when  the  necessary 
peristatic  conditions  for  the  particular 
anomaly  are  present. 

Biologic  Definition  of  Normality  and 
Adaptation 

To  understand  the  heredoconstitutional 
mechanism  of  preformation,  which  is  espe- 
cially effective  in  the  pathoplastic  differen- 
tiation of  mental  disorders,  we  must  bear  in 
mind  that  from  the  biologic  point  of  view  no 
clear-cut  distinction  exists  between  disease 
and  health  or  between  normality  and  abnor- 
mality. Perfect  health  is  a condition  of  full 
biologic  adaptation,  while  disease  constitutes 
that  state  of  an  organism  which  is  at  the  op- 
posite extreme  in  its  adaptive  capacity.  It 
is  obvious,  therefore,  that  normality,  like- 
wise, is  merely  a concept  of  clinical  definition, 
classifying  the  individual  according  to  his 
capacity  for  self-preservation.2  The  normal 
type  is  best  defined  according  to  the  integrity 
of  its  vital  efficiency  if  the  standards  of  nor- 
mality are  not  confused  with  those  of  medi- 
ocrity. 


It  is  this  innate  faculty  of  adaptation  which 
primarily  determines  the  limits  and  qualities 
of  a human  individual  with  respect  to  his 
particular  reactions  to  both  predispositional 
and  external  morbid  factors.  The  variations 
in  these  reactive  abilities  to  protect  the  or- 
ganism against  pathologic  influences  depend 
on  the  degree  of  the  individually  developed 
physical  and  mental  resistances  that  find 
their  expression  in  the  corresponding  phenom- 
ena of  constitution  and  character.  What 
the  character  is  in  the  province  of  mental 
development,  the  constitution  is  in  the  physi- 
cal field.  Together  they  form  what  finally 
defines  the  individual  susceptibility  or  adapt- 
ability to  morbific  elements. 

These  basic  concepts  of  medical  genetics 
explain  why  serious  morbid  factors,  such  as 
that  for  schizophrenia,  although  they  are 
transmitted  in  accordance  with  the  same  laws 
as  normal  ones,  are  usually  monomeric,  while 
most  of  the  normal  human  qualities  are  based 
on  several  or  many  hereditary  predispositions. 
If  a particular  genetic  factor  brings  about  so 
marked  a deviation  from  the  average  type  of 
normality  that  the  person  affected  by  this 
monomeric  trait  becomes  plainly  distinguish- 
able from  other  individuals,  the  deviation  will 
generally  involve  a definite  impairment  of  the 
capacity  for  adaptation  and  self-preservation, 
thus  leading  to  a morbid  state.  On  the  other 
hand,  when  single  hereditary  factors  are  not 
potent  enough  to  produce  a distinctive  condi- 
tion of  mental  abnormality  but  need  the 
cooperation  of  other  factors  for  the  develop- 
ment of  a well-marked  deviation,  then  they 
will  usually  remain  without  pathologic  sig- 
nificance. They  will  cause  mere  differences 
in  degree  which  are  within  the  limits  of  what 
is  ordinarily  spoken  of  as  normal. 

Special  Genetic  Pathology  of  Mental 
Disorders 

Reasonable  modifications  are  necessary,  of 
course,  to  render  these  general  genetic  prin- 
ciples applicable  to  the  various  types  of  com- 
mon mental  disorders,  which  neither  exhibit 
any  gross  anatomic  lesions  or  defects  of  the 
brain  nor  affect  the  functions  of  the  peripheral 
parts  of  the  nervous  system — that  is,  the 
simple  forms  of  psychopathy  and  mental  de- 
ficiency, paranoic  reactions,  schizophrenia, 
manic-depressive  psychosis,  and  senile  de- 
mentia. It  is  to  be  expected  that  the  quality, 
source,  and  intensity  of  the  different  elements, 
that  share  in  the  formation  of  such  an  anomaly, 
may  vary  in  accordance  with  the  actual  clini- 
cal nature  of  the  individual  process.  It 
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holds  equally  true  that  every  case  may  appear 
as  another  variety  in  the  outcome  and  dynam- 
ics of  the  conspicuous  interplay  among  the 
particular  genetic,  constitutional,  and  external 
forces  involved.  There  can  be  no  doubt,  how- 
ever, that  the  essential  biologic  effect  of  these 
disorders  is  always  characterized  by  a varying 
degree  of  disintegration  in  vital  efficiency  and 
mental  adaptation.  Even  if  clinically  the 
different  disease  groups  comprise  many 
quantitative  and  qualitative  variations  be- 
tween mild  and  reversible  reactions  and  dras- 
tically deteriorating  processes,  genetically  it 
is  not  difficult  to  understand  that  they  con- 
stitute well-defined  entities  and  originate  by  a 
uniform  biologic  mechanism  with  interchange- 
able components. 

Inheritance  of  Schizophrenia  and 
Manic-Depressive  Psychosis 

As  to  the  special  genetic  pathology  of  these 
various  disease  groups,  which  can  be  outlined 
only  briefly  here,  it  is  to  be  concluded  from  a 
variety  of  family  and  twin  studies  that  schizo- 
phrenia and  manic-depressive  psychosis  are 
based  on  autosomal  hereditary  factors  that 
are  specific  and  completely  independent  of 
each  other.  The  reported  occurrence  of 
schizophrenic  psychoses  in  the  consanguinity 
of  manic-depressive  persons  must  either  be 
regarded  as  an  accidental  association  of 
the  two  traits  in  the  same  families  or  may  be 
explained  by  certain  inconsistencies  in  the 
diagnostic  system  employed.  In  confining  the 
diagnosis  of  manic-depressive  psychosis  to 
those  cases  with  alternating  episodes  of  de- 
pression and  elation  which  do  not  show  real 
hallucinations,  dissociated  delusions,  or  a 
definite  tendency  to  mental  deterioration,  we 
never  find  that  the  descendants  or  cotwins  of 
manic-depressive  patients  become  schizo- 
phrenic. It  is  also  a fact  that  we  have  not  ob- 
served one  single  manic-depressive  case  among 
the  hundreds  of  blood  relations  and  twin 
partners  of  schizophrenic  trait  carriers  who 
have  been  used  by  us  for  the  study  of 
schizophrenic  families  and  twins. 

In  view  of  the  corresponding  statistical  re- 
sults of  these  surveys  it  is  our  belief  that  the 
schizophrenic  genotype3  is  single-recessive  and 
tends  to  be  modified  as  to  the  time  and  ex- 
pressivity of  its  clinical  manifestations  by 
the  interactions  of  constitutional  protective 
forces.  The  predisposition  to  manic-depres- 
sive psychosis  appears  to  be  more  penetrant, 
but  it  is  probable  that  several  genetic  factors 
are  necessary  to  produce  this  anomaly.4 
Schizoid  personalities  are  genetically  to  be 


taken  as  belonging  to  the  schizophrenic  dis- 
ease group,  either  as  heterozygotic  hybrids 
with  intermediate  expressivity  or  as  frustrated 
homozygotes  with  inhibited  taint  manifesta- 
tion. Similar  positions  in  the  manic-depres- 
sive group  are  suggested  for  the  various  types 
of  cycloid  personalities  and  the  distinctive 
category  of  paranoic  reactions.6 

The  Genetic  Determination  of 
Psychopathic  Personalities 

The  other,  or  simple,  forms  of  psychopathy 
do  not  seem  to  be  predisposed  to  by  specific 
types  of  morbid  gene  combinations.  Geneti- 
cally, they  are  classifiable  as  the  result  of 
minor  deviations  from  the  state  of  perfect 
adaptability  to  the  customary  environment, 
in  the  sense  of  secondary  reactions  to  the 
failure  of  achieving  the  desirable  adjustment 
to  a given  life  situation.  The  extent  and 
general  significance  of  this  deficient  capacity 
for  self-preservation  depend  on  both  the 
average  biologic  qualities  and  the  common 
social  conditions  of  the  respective  population 
groups.  There  is  no  such  thing  as  absolute  or 
unconditional  adaptation  of  a group  of  like 
persons,  since  the  average  individual  is  only 
adapted  to  life  in  his  or  her  particular  environ- 
ment. 

Theoretically,  the  same  end  result  mani- 
festing itself  as  a psychopathic  state  with 
paranoid  features  can  originate  if  a basically 
deficient  psychopath  with  malicious  or  fanatic 
character  equipment  is  distinguished  by  a 
marked  lack  of  adaptability  to  the  ordinary 
life  conditions  of  his  community  or  if  indi- 
viduals with  merely  slight  deviations  from 
the  normal  type  of  emotionality  are  exposed 
to  an  exceptionally  unfavorable  community 
situation — for  instance,  through  the  inability 
to  talk  or  to  hear  the  common  language  of 
their  fellow  citizens.  Analogously,  there  is  no 
quantitative  difference  between  the  depressive 
reactions  that  are  produced  either  by  fairly 
strong  persons  in  response  to  a really  disas- 
trous life  experience  or  by  fundamentally  un- 
balanced personalities  responding  to  trivial 
difficulties  of  life. 

It  is  again  the  peculiarities  of  hereditary 
equipment  and  constitutional  strength  which 
primarily  determine  the  particular  adaptive 
qualities  of  a psychopathic  individual  to  his 
given  environment.  Unfavorable  social  situa- 
tions and  shattering  emotional  experiences  in 
early  childhood  or  later  life  are  largely  effective 
as  the  precipitating  causes  which  activate 
certain  predispositional  inadequacies  that 
would  probably  become  manifest  sooner  or 
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later  through  any  kind  of  environmental 
trauma.  It  is  not  the  unsolved  Oedipus  com- 
plex, for  instance,  that  affects  the  biologic 
development  and  social  adaptation  of  an 
unstable  personality  originally  or  involves  a 
genetically  normal  individual  in  seemingly 
insurmountable  life  perplexities,  but  it  is  the 
innate  inability  of  a basically  insufficient  per- 
son to  overcome  the  Oedipus  situation  and 
to  stand  up  to  the  ordinary  difficulties  of  an 
average  human  life.  It  seems  appropriate, 
therefore,  to  state  that  the  primary  deter- 
minants of  psychopathic  personalities  and 
reactions  are  constituted  by  those  kinds  of 
insufficiencies  in  the  genotypical  structure 
and  characterologic  development  which  are 
genetically  defined  as  polymorphic  deficiencies 
in  the  biologic  organization  of  a normal  per- 
sonality. 


The  Genetic  Determination  of  Mental 
Deficiency 

Polymeria  must  also  be  assumed  with  re- 
spect to  the  genetic  determination  of  the 
common  types  of  feeblemindedness  which, 
like  psychopathy,  is  far  from  being  a clinical 
or  biologic  unit.  This  heterogeneity  is  the 
main  reason  why  little  has  been  definitely 
established  as  to  the  inheritance  of  mental 
deficiency,  although  there  has  always  been 
much  speculation  and  hypothesis,  as  Slater6 
put  it  in  a recent  review  of  the  field.  It  also 
explains  why  the  rarer  and  special  forms  have 
been  better  studied  on  the  whole  than  the  more 
common  forms  without  striking  organic  fea- 
tures. 

The  estimates  on  the  proportion  of  non- 
hereditary  types  of  feeblemindedness  vary 
between  15  and  25  per  cent.  It  is  claimed 
that  about  half  of  the  severer  forms  of  idiocy 
are  due  to  cretinism  and  congenital  syphilis. 
There  is  certainly  no  need  here  to  mention 
that  syphilis,  even  when  acquired  by  the 
child  before  birth  through  contagion  from  the 
mother,  cannot  be  counted  as  hereditary. 
This  ought  to  be  understood  by  everyone 
in  our  profession,  but  actually  it  still  happens 
not  infrequently  in  general  discussions  about 
heredity  that  the  case  of  congenital  syphilis 
is  cited  as  the  first  and  clearest  instance  to 
be  admitted  as  inheritable. 

In  reference  to  the  really  inherited  group  of 
common  mental  deficiency,  it  is  fair  to  say 
that  the  present  balance  of  evidence  is  defi- 
nitely for  the  conclusion  of  a multifactor 
type  of  mendelian  inheritance.  It  is  usually 
suggested  that  there  are  recessive,  as  well  as 
dominant,  genes  capable  of  producing  feeble- 


mindedness according  to  whether  its  mani- 
festations are  mild  or  severe.  This  would 
mean  that  even  the  circumscribed  group  of 
simple  mental  deficiency  is  not  based  on  a 
single  pair  of  specific  genes  but  that  its  geno- 
type is  polymeric  and  may  be  manifested  in  a 
variety  of  intermediate  forms. 

Genetic  Problems  in  Senile  Dementia 
and  Longevity 

The  urgency  of  thorough  additional  re- 
search, which  is  evident  with  regard  to  the 
genetic  problems  of  feeblemindedness,  emerges 
still  more  clearly  in  the  field  of  senile  psy- 
choses. As  a matter  of  fact,  senile  dementia 
can  at  present  be  disposed  of  with  the  brief 
statement  that  there  is  still  an  almost  com- 
plete lack  of  reliable  information  about  pos- 
sible predispositional  or  preforming  factors 
contributing  to  senile  mental  enfeeblement. 
It  is  known  only  that  the  age  at  which  senile 
dementia  occurs  varies  as  much  as  does  the 
general  phenomenon  of  longevity  and  that 
cases  classified  as  senile  psychoses  are  found 
more  frequently  in  families  tainted  with  some 
other  form  of  psychopathology. 

There  are  also  the  theories  of  Meggendorfer7 
and  Pearl8  suggesting  that  it  is  not  duration 
of  life  as  such  which  may  be  genetically  deter- 
mined but  only  longevity  in  the  sense  of  a 
definite  quantity  of  life  energy  and  that  it  may 
be  the  total  genotypical  structure  of  the 
human  organism  rather  than  any  particular 
gene  which  acts  as  a significant  factor  in  the 
determination  of  length  of  life.  The  validity 
of  these  theories  is  supported  by  the  observa- 
tion that  identical  twin  pairs  quite  frequently 
attain  about  the  same  great  age  before  they 
die  or  before  they  develop  similar  senile  dis- 
turbances, even  if  they  have  resided  far  apart 
and  lived  for  decades  under  different  life  con- 
ditions. It  is  to  be  admitted,  however,  that 
no  sufficient  material  of  physiologic,  genetic, 
and  statistical  data  has  as  yet  been  collected 
to  substantiate  these  still  rather  hypothetic 
assumptions. 

Research  Procedure  of  Medical  Genetics 

The  most  effective  technic  that  is  available 
for  the  investigation  of  this  great  variety  of 
heredoconstitutional  problems  involved  in  the 
pathogenesis  of  common  mental  disorders  is 
supplied  by  the  twin  method  in  connection 
with  dependable  descent  studies.  The  pro- 
motion of  accurate  pathogenetic  concepts  is 
impossible  in  practically  every  branch  of 
medical  genetics  without  an  arrangement  of 
research  which  permits  a comparison  of  taint 
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figures  for  normal  and  tainted  population 
averages  with  the  statistical  findings  obtained 
from  the  study  of  unselected  series  of  mono- 
zygotic and  dizygotic  twins  with  similar  and 
dissimilar  environments. 

Old-fashioned  pedigrees  of  individual  fami- 
lies with  a fascinating,  but  possibly  acci- 
dental, accumulation  of  inheritable  traits  may 
indeed  be  nice  to  look  at.  Practically,  how- 
ever, they  are  no  more  useful  for  scientific 
purposes  than  are  the  casual  observations  of 
single  twin  pairs  that  may  be  found  by  pure 
chance  to  be  concordant  or  discordant  for 
some  kind  of  morbid  condition.  Even  if  such 
a family  tree  is  as  complete  as  possible,  espe- 
cially with  respect  to  the  collateral  lines  of 
descent  and  the  biologic  qualities  of  the 
marriage  partners,  its  results  never  exclude 
the  possibility  of  statistical  sources  of  error. 

It  is  only  through  the  investigation  of  av- 
erage families  definitely  affected  by  an  anom- 
aly of  possibly  hereditary  nature  that  we  are 
able  to  determine  whether  there  really  exists 
a special  genetic  factor  predisposing  to  the 
recurrence  of  this  anomaly  in  the  consanguin- 
ity of  its  trait  carriers.  Twin  studies  then 
serve  to  show  how  often  such  an  inherited 
trait  is  manifested  by  identical  genotypes,  to 
what  extent  its  preformation  and  phenotypi- 
cal expressivity  are  modified  by  constitutional 
and  environmental  influences,  and  what  vari- 
eties of  clinical  manifestation  are,  or  are  not, 
realized  under  these  different  dispositional 
conditions. 

If  an  anomaly  is  already  known  to  be  in- 
heritable, the  ultimate  purpose  of  a twin 
survey  does  by  no  means  consist  of  demon- 
strating that  a majority  of  identical  twins 
actually  develop  the  given  anomaly  together 
and  that  they  do  it  more  frequently  than  a 
comparable  group  of  fraternal  twins.  What 
is  always  to  be  considered  as  clinically  more 
important  is  the  study  of  those  one-egg  twin 
pairs  that  differ  in  onset  or  production  of  a 
particular  morbid  condition.  A thorough 
analysis  of  all  the  possible  biophysiologic 
forces  that  may  be  responsible  in  a potential 
trait  carrier  for  failure  or  success  in  resisting 
the  manifestation  of  the  latent  trait  might 
prove  to  be  the  best  way  of  clarifying  the 
means  by  which  to  prevent  and  to  heal  the 
anomaly  in  question. 

I should  not  like  to  let  this  opportunity 
pass  without  expressing  to  the  entire  medical 
profession  of  the  State  of  New  York  my  pro- 
found appreciation  of  the  excellent  coopera- 
tion that  we  have  received  in  collecting  rep- 
resentative materials  of  psychotic  and  tuber- 


culous twins.  We  trust  that  this  kind  of  col- 
lective research  will  produce  satisfactory  re- 
sults and  soon  rectify  the  old  misconception 
that  curability  and  inheritability  are  incom- 
patible. Our  main  hope,  however,  is  that 
it  will  stimulate  wider  professional  interest  in 
the  pressing  problems  of  modern  medical 
genetics. 
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Discussion 

Dr.  S.  Eugene  Barrera,  New  York  City — 
Dr.  Kallmann  has  presented  a necessarily 
sketchy,  but  nevertheless  timely  and  important, 
discussion  of  some  of  the  problems  involved  in 
the  application  of  genetics  to  mental  disorders. 
So  much  is  constantly  being  said  concerning  the 
great  importance  of  mental  hygienic  and  psy- 
chotherapeutic possibilities  in  mental  disorders 
that  it  is  well  to  present  occasionally  an  attempt 
to  study  in  some  way  the  basic,  hereditarily 
endowed  human  material  on  which  therapeutic 
possibilities  rest.  Such  a course  is  perhaps  more 
painstaking,  financially  profitless,  and  thankless 
than  some  of  the  more  spectacular  approaches. 
Dr.  Kallmann  himself  knows  this  only  too  well, 
and  it  is  perhaps  due,  in  part  at  least,  to  such  a 
condition  that  human  genetics,  especially  in 
mental  disorders,  has  lagged  and  perhaps  been 
temporarily  eclipsed.  Then  it  may  be  that  many 
do  not  like  to  have  a disorder  labeled  hereditary, 
because  they  then  quite  erroneously  develop  an 
attitude  of  hopelessness  and  futility  concerning 
it.  But  as  Dr.  Kallmann  himself  has  stated,  a 
disorder  for  which  a hereditary  factor  or  factors 
may  be  present  should  not  be  considered  as 
absolutely  determined  for  its  actual  occurrence, 
and  even  if  the  disorder  in  its  actual  occurrence 
was  hereditarily  determined  the  situation,  from 
the  therapeutic  standpoint,  would  not  be  con- 
sidered differently.  A proper  knowledge  of  such 
a genetic  predisposition  would  allow  rather  a wise 
and  rational  application  of  suitable  hygienic 
and  therapeutic  measures  in  an  attempt  to  pre- 
vent the  actual  occurrence  of  the  disorder  to 
which  the  individual  was  predisposed  by  heredity 
and  to  treat  it,  once  it  had  developed,  under 
proper  environmental  conditions. 

It  is  an  interesting  but  deplorable  fact  that, 
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despite  the  great  importance  of  mental  disorders 
in  the  social  order,  so  little  attention  is  paid  to 
man  as  an  organism,  who  beyond  a doubt  trans- 
mits to  his  offspring  genetic  factors  predisposing 
them  to  mental  disorder.  I think  it  may  safely 
be  said  that  experimental  biologists  dealing  with 
the  lower  animals  are  far  more  careful  in  demand- 
ing definite  controllable  strains  for  their  experi- 
ments than  are  the  biologists  who  deal  with  the 
problems  of  medicine  in  the  human.  One  may 
claim,  of  course,  that  such  accuracy  in  humans  is 
impossible,  but  in  the  hands  of  skilled  and  pains- 
taking investigators,  such  as  Dr.  Kallmann,  it 
is  really  quite  remarkable  how  much  can  be 
learned  concerning  the  operation  of  genetic  fac- 
tors in  mental  disorders.  One  of  the  reasons 
why  genetics  in  relation  to  mental  disorder  has 
not  prospered  is  undoubtedly  because  many  of 
the  so-called  studies  of  heredity  in  mental  dis- 
orders have  been  carried  out  by  the  use  of  the 
armchair  or  desk  methods  as  contrasted  with 
actual  field  studies  and  personal  observations  on 
the  material  by  properly  qualified,  specialized 
physicians.  The  usual  procedure  has  been  for 
the  investigators  to  calculate  as  statisticians  all 
sorts  of  relationships  based  on  the  material  pro- 
porting  to  give  accurate  clinical  information  con- 
cerning the  mental  disorders  under  investiga- 
tion. However,  these  statistics  really  mean  no 
more  than  the  accuracy  of  the  original  descrip- 
tions of  cases  and  clinical  diagnoses  justifies,  and 
this  is  one  of  the  most  important  aspects  of  Dr. 
Kallmann’s  work,  which  in  my  opinion,  places 
it  in  a unique  position  in  the  field  of  studies  deal- 
ing with  the  inheritance  of  mental  disorders. 


His  thorough  study  of  the  genetics  of  schizo- 
phrenia, now  known  to  most  of  us,  was  an  ex- 
ample of  the  thorough  psychiatric  observational 
and  diagnostic  method  and  subsequent  treat- 
ment of  the  material  by  proper  statistical  ap- 
proach, with  the  result  that  it  appears  definite 
that  there  is  undoubtedly  a hereditary  factor  in 
schizophrenia.  Dr.  Kallmann  has  now  extended 
his  field  of  observation  to  include  studies  on 
groups  of  psychotic  twins  where,  from  the  na- 
ture of  the  material,  studies  of  great  importance 
will  undoubtedly  emerge.  Dr.  Kallmann’s  in- 
vestigations on  twins  extend  at  present  to  cover 
all  hereditary  factors  in  schizophrenia,  manic- 
depressive  psychosis,  senile  psychoses,  tuber- 
culosis, mental  deficiency,  and  in  some  of  the 
other  rarer  forms  of  neuropsychiatric  disorders. 
His  material  is  in  my  estimation  unequaled,  and 
I only  hope  that  Dr.  Kallmann  may  have  the 
support  and  opportunity  to  carry  out  to  their 
conclusions  the  studies  so  well  under  way.  As 
stated  above,  such  a course  for  an  able  psychia- 
trist is  usually  profitless  save  in  the  sense  of 
having  contributed  to  the  advancement  of  scien- 
tific medicine.  It  is  hoped  that,  paralleling  such 
a careful  scientific  study  on  the  application  of 
genetics  to  mental  disorder,  similar  research 
units  may  be  organized  in  all  of  the  various 
branches  of  medicine  to  allow  study  by  properly 
qualified  physicians  on  the  operation  of  genetic 
factors  in  all  fields  of  medicine.  It  seems  to 
me  that  if  this  is  done  much  will  be  learned 
concerning  the  human  organism  and  its  po- 
tentialities upon  which  rational  therapeutic 
procedures  can  undoubtedly  be  carried  out. 


ONE  OF  OUR  RULERS! 

According  to  the  United  Press,  “The  late 
blind  senator  from  Minnesota,  Thomas  Schall, 
wanted  so  much  to  see  that  he  paid  the  ‘I  Am’ 
cult  $1,000  for  a miracle”.  His  widow  testified, 
in  the  trial  of  ten  members  of  this  cult  charged 
with  defrauding  their  victims  of  $3,000,000 
through  the  mails,  that  her  husband  was  prom- 
ised a restoration  of  his  sight.  In  order  to 
bring  this  miracle  to  pass,  the  head  of  the  cult 
said  that  “he  must  visualize  a ray  of  fight  from 
the  mighty  I Am  presence,  passing  through  the 
head,  moving  out  at  right  angles,  passing 
through  his  eyes.”  Apparently  this  ray  of  fight 
acted  only  through  the  medium  of  United  States 
Treasury  notes,  and  the  inference  is  rather  plain 
that  the  larger  the  denomination  of  the  notes, 
the  more  effective  they  were  in  attracting  the 
ray  of  fight  from  the  mighty  I Am  presence. 

This  story  would  be  ludicrous  if  it  were  not 


tragic,  comments  the  North  Carolina  Medical 
Journal.  It  is  hard  to  believe  that  a man  with 
enough  intelligence  to  acquire  a seat  in  the 
United  States  Senate  could  so  easily  be  duped  by 
such  an  old  racket.  Albert  Edward  Wiggam 
gives  as  one  of  the  marks  of  the  educated  man 
that  he  cannot  be  sold  magic.  Judging  from 
the  gullibility  of  Senator  Schall  and  of  many 
other  men  with  academic  degrees,  some  of  our 
educational  institutions  have  failed  sadly  in 
their  duty  to  many  of  their  matriculates. 

It  does  not  make  the  average  citizen  feel  any 
more  comfortable  to  think  that  such  a man  could 
have  an  important  part  in  shaping  the  destiny 
of  our  country.  Let  us  hope  that  the  average 
citizen  will  remember  this  insight  into  the 
scientific  judgment  of  the  politician,  when  the 
next  bill  is  introduced  in  Congress  to  put  medical 
practice  in  the  hands  of  the  politicians. 


WILL  YOU  SHARE  YOUR  HOBBY? 

The  Hobby  Guild  of  America,  ever  active  in 
sponsoring  exhibits,  is  now  preparing  a Hobby 
Fair  to  be  held  at  Coney  Island,  and  is  asking 
doctors  to  lend  their  collections.  They  would 
welcome  skulls,  bones,  fingers,  nails,  teeth,  or  the 
like.  The  Guild  rightly  believes  that  a hobby 


helps  to  cure  “crisis  nerves,”  and  they  urge  that 
every  man,  woman,  and  child  adopt  one.  Full 
insurance  will  cover  the  exhibits.  The  Hobby 
Guild  is  located  at  34  West  33rd  Street,  New 
York  City,  New  York.  Telephone:  LOngacre 

5-0973. 


Case  Reports 

SUBLUXATION  OF  THE  HEAD  OF  THE  RADIUS  IN  INFANCY 

Otho  C.  Hudson,  M.D.,  F.A.C.S.,  Hempstead,  New  York 


'"THE  occurrence  of  this  injury  is  so  common 
^ that  more  consideration  should  be  given  it 
in  textbooks. 

The  pediatrician  is  frequently  called  to  see 
a small  child  between  18  months  and  3 years 
of  age  who  is  crying  because  of  pain  in  the  arm. 
The  history  is  that  someone  jerked  the  child’s 
arm  upward  or  that  the  child  fell  on  the  arm, 
resulting  in  immediate  pain. 

An  examination  of  the  shoulder,  fingers,  and 
wrist  is  normal.  The  extremity  is  held  against 
the  side  with  the  forearm  pronated.  Any  at- 
tempt to  supinate  the  forearm  causes  pain.  X- 


ray  examination  is  negative.  During  the  ex- 
amination, with  one  hand  controlling  the  fore- 
arm and  the  opposite  thumb  over  the  head  of 
the  radius,  the  elbow  is  extended  and  completely 
supinated.  Pressure  over  the  head  of  the  radius  is 
made  with  the  thumb.  A distinct  click  can  be 
felt  as  the  subluxation  is  reduced. 

A simple  adhesive  dressing  with  the  arm  in 
flexion  for  fourteen  to  twenty-one  days  is  all  the 
additional  treatment  needed. 

There  is  no  disability. 

Professional  Building 


ACUTE  TRAUMATIC  APPENDICITIS 

Harold  Linsky,  M.D.,  F.A.C.S.,  New  York  City 


A 28- YEAR-OLD  prize  fighter,  H.  B.,  was 
admitted  to  the  St.  Albans  Hospital  on 
September  1,  1938,  complaining  of  pain  in  the 
lower  part  of  the  abdomen.  Two  days  before 
admission  he  had  received  a hard  punch  below 
the  belt  and  had  experienced  a severe  pain  for 
a short  time.  The  pain  had  stopped  but  it  was 
followed  by  nausea  and  pain  in  the  upper  part  of 
the  abdomen.  He  did  not  vomit  but  his  pain 
increased,  localizing  in  the  lower  part  of  the 
abdomen.  The  examination  showed  tenderness 
in  the  entire  lower  part  of  the  abdomen,  with 
rebound  tenderness  and  marked  rigidity  in  the 
right  lower  quadrant. 

The  operation  revealed  no  free  fluid;  the  in- 
testines were  completely  covered  by  dense 
membranous  adhesions,  probably  due  to  fre- 
quent traumatizations.  The  cecum  and  the 
appendix,  which  was  behind  it,  were  plastered 
to  the  posterior  parietal  wall.  The  appendix 


was  elongated,  thickened,  and  dark  throughout, 
had  a broad  base,  and  contained  several  fecaliths. 
The  appendix  was  removed  with  great  difficulty, 
and  a cigarette  drain  was  placed  into  the  necrotic 
bed. 

The  pathologic  examination  was  reported  by 
Dr.  Samuel  Barland  as  follows:  “The  specimen 
consists  of  an  appendix  measuring  7 cm.  in  length. 
The  serosal  surface  is  covered  by  a brown  fibrin- 
ous exudate.  On  section  the  various  layers  are 
found  to  be  necrotic.  The  microscopic  section 
shows  a diffuse  infiltration  of  polymorphonu- 
clear cells  throughout  all  the  layers.  Diagnosis: 
Gangrenous  Appendicitis.” 

The  course  in  the  hospital  was  uneventful. 
There  was  some  purulent  colon  discharge  from 
the  lower  angle  of  the  wound  that  otherwise 
healed  by  primary  union.  The  patient  was  dis- 
charged in  twelve  days  with  a final  diagnosis  of 
acute  traumatic  gangrenous  appendicitis. 


TREATMENT  OF  A SEVERE  CASE  OF  VINCENT’S  ANGINA  WITH 
SULFANILAMIDE  DERIVATIVE 

Louis  Pelner,  M.D.,  Brooklyn 


CEVERE  cases  of  Vincent’s  angina  are  for- 
^ tunately  rare.  That  these  cases  can  be 
serious  and  often  result  in  death  is  demonstrated 
by  a report  showing  8 deaths  from  this  disease 
in  1938  in  the  state  of  Kansas  alone.1 

Another  case  report  shows  the  tremendous 
morbidity  occasioned  by  a severe  case  of  Vin- 
cent’s angina  involving  the  nose,  throat,  and 
larynx.  The  patient  finally  recovered  after 
much  treatment  that  included  several  blood 
transfusions.2 

Personal  knowledge  of  a severe  case,  treated 
by  a colleague,  in  which  the  patient  finally 
died  because  of  laryngeal  involvement  after 
having  received  all  of  the  accepted  treatments 


(including  neoarsphenamine  locally  and  intra- 
venously, as  well  as  irrigation  with  hydrogen 
peroxide  locally)  suggested  the  thought  that 
perhaps  another  drug  was  necessary  in  these 
severe  cases  of  Vincent’s  angina. 

That  neoarsphenamine  intravenously  and 
locally  is  not  the  answer  to  the  situation  in  these 
individuals  is  shown  by  Farrell  and  McNichols,3 
who  had  6 of  their  patients  develop  Vincent’s 
angina  although  they  were  under  treatment  at 
the  time  for  syphilis  with  arsenicals.  The  differ- 
ence between  the  mild  cases  of  Vincent’s  stoma- 
titis, which  are  easily  cleared  up  by  many  forms 
of  treatment,  and  the  severe  cases,  which  are 
refractory  to  treatment  and  often  die,  might 
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lead  one  to  believe  that  there  may  be  a secondary 
pathogenic  invader  besides  the  common  organ- 
isms involved,  perhaps  because  of  the  lowered 
resistance  of  the  subject. 

A derivative  of  sulfanilamide  (neoprontosil*) 
was  used  effectively  in  a severe  case  involving  the 
pharynx,  tonsils,  and  hard  and  soft  palate. 

Case  Report 

S.  D.,  a man  in  good  physical  condition,  aged 
25,  came  to  me  with  severe  pain  in  the  throat  of 
two  days’  duration.  There  was  malaise,  ano- 
rexia, severe  pain  on  swallowing  or  talking,  fetid 
breath,  and  blood-tinged  expectoration,  espe- 
cially on  rinsing  the  mouth  or  when  gargling. 
Physical  examination  revealed  a widespread  in- 
volvement of  the  oral  cavity  extending  from  the 
hard  palate  to  the  pharynx.  There  was  marked 
redness  and  edema  over  this  entire  area,  which 
made  it  impossible  for  the  individual  to  swallow 
and  difficult  for  him  to  talk.  The  white  blood 
count  revealed  8,000  white  blood  cells  with  75 
per  cent  polymorphonuclears  and  25  per  cent 
lymphocytes.  A smear  taken  from  the  tonsillar 
area  revealed  myriads  of  Vincent’s  organisms, 
as  well  as  streptococci.  The  temperature  was 
normal  and  the  pulse  rate  was  100. 

Because  of  the  widespread  involvement  of  the 
oral  cavity  it  was  decided  to  try  neoprontosil  in 
full  doses  by  mouth,  along  with  saline  irriga- 
tions every  two  hours.  When  first  seen,  the  con- 
dition appeared  to  resemble  an  erysipelas  lesion 
of  the  skin,  except  that  it  was  limited  to  the 
mucous  membrane  of  the  mouth.  Eighty  grains 
of  neoprontosil  were  given  the  first  day,  60 
grains  the  next,  and  45  grains  each  day  for  the 
following  two  days. 

Within  twenty-four  hours  the  lesion  had 
cleared  remarkably.  At  this  time  a few  isolated 
spirochetes  and  fusiform  bacilli  were  found. 
The  streptococci  were  still  numerous. 

Coincident  with  the  clearing  of  the  pharynx, 

* Formula:  Disodium  4-sulfamido-phenyl  2-azo  7- 

acetyl  amino  1-hydroxynaphthalene  3,6-disulfonate. 


however,  there  appeared  a mild  infection  of  the 
gums,  as  well  as  a few  small  ulcers  in  the  cheek. 
These  failed  to  show  any  Vincent’s  organisms  on 
smear.  These  manifestations  cleared  up  mark- 
edly in  one  day  with  the  continuation  of  neo- 
prontosil and  with  the  painting  of  neoprontosil 
solution  (made  by  dissolving  1/2  tablet  in  an 
ounce  of  water).  No  other  medication  was  used. 
Within  forty-eight  hours  the  oral  lesion  entirely 
cleared  up,  the  fetid  odor  had  disappeared,  and 
the  patient  was  well  enough  to  eat  anything. 

This  case  shows  an  extremely  rapid  response 
of  a severe  case  of  Vincent’s  angina  following  the 
use  of  a sulfanilamide  compound  without  any 
other  medication.  Perhaps  these  severe,  and 
often  fatal  cases  of  Vincent’s  angina  are  second- 
arily invaded  by  streptococci,  which  may  be  the 
reason  why  they  suddenly  become  so  severe. 
In  that  case  the  sulfanilamide  compounds  would 
surely  be  the  indicated  remedy.  However,  sev- 
eral smears  repeated  after  twenty-four  hours  of 
this  therapy  failed  to  show  any  Vincent’s  organ- 
isms. This  would  seem  to  show  that  these  com- 
pounds are  even  more  specific  against  the 
Vincent’s  organisms. 

Comment 

A severe  case  of  Vincent’s  angina  was  success- 
fully treated  with  sulfanilamide  compound 
(neoprontosil).  In  view  of  the  extreme  severity 
of  these  cases,  it  is  hoped  that  a further  trial  will 
be  given  this  drug.  No  other  medication  was 
given  this  patient,  except  saline  irrigations,  and 
the  neoprontosil  solution  was  applied  directly 
to  the  ulcers.  This  local  application  is  probably 
at  least  as  effective  as  other  aniline  or  acridine 
dyestuffs. 
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A LOCULATED  INGUINAL  HERNIA  SIMULATING  UNILATERAL  INGUINAL 

AND  FEMORAL  HERNIAS 

William  M.  Unobskey,  M.D.,  New  York  City 


A REVIEW  of  the  literature  fails  to  disclose  a 
1 **  description  of  a case  of  an  inguinal  hernia 
in  which  the  distal  portion  of  the  sac  had  her- 
niated into  the  femoral  triangle  by  way  of  a 
hiatus  in  Poupart’s  ligament. 

Case  Report 

History. — A.  F.,  a young  woman  aged  32, 
(para  II),  stated  that  for  the  past  four  years  she 
had  noticed  a painless  swelling  in  the  right  groin 
which  had  been  progressively  growing  larger; 
the  mass  was  partially  reducible.  There  was  no 
history  of  trauma  or  previous  operation. 

Physical  examination  disclosed  a well-devel- 
oped woman  with  negative  findings  throughout 
except  for  a swelling  in  the  right  groin;  the  size 
was  about  3 cm.  in  width  and  5 cm.  in  length, 
extending  from  about  3 cm.  above  Poupart’s 

From  the  Hospital  for  Joint  Diseases. 


ligament  to  about  2 cm.  below.  The  mass  was 
partially  reducible.  A diagnosis  of  inguinal 
hernia  was  entertained. 

Operation. — An  incision  was  made  parallel  to, 
and  a short  distance  above,  Poupart’s  ligament. 
The  external  oblique  aponeurosis,  the  inguinal 
ligament,  the  fascia  lata  of  the  thigh,  and  the 
femoral  triangle  were  exposed.  The  external 
abdominal  ring  was  also  isolated,  and  a mass  was 
found  lying  anterior  to  the  round  ligament  at  its 
exit  through  the  ring.  A mass  that  turned  out 
to  be  a distal  portion  of  the  hernial  sac  was  also 
seen  in  the  femoral  region,  apparently  coming 
through  Poupart’s  ligament.  The  fossa  ovalis, 
the  usual  site  through  which  a femoral  hernia  en- 
ters the  thigh,  was  visualized  and  was  found 
empty.  The  external  oblique  aponeurosis  was 
then  divided  parallel  to  the  inguinal  ligament. 
On  reflecting  the  two  flaps,  the  hernial  sac,  which 
was  seen  at  the  external  abdominal  ring  lying 
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anterior  to  the  round  ligament,  was  dissected 
away  and  traced  to  the  internal  abdominal  ring. 
The  distal  portion  seemed  continuous  with  the 
mass  seen  in  the  femoral  triangle.  The  shelving 
edge  of  Poupart’s  ligament  was  denuded,  and 
the  femoral  canal  beneath  Poupart’s  ligament 
was  exposed.  There  was  no  mass  in  the  femoral 
canal.  The  two  sacs  were  continuous. 

Close  examination  revealed  that  a portion  of 
the  distal  end  of  the  hernial  sac  of  the  inguinal 
region  had  passed  through  a hiatus  in  the  lower 
portion  of  Poupart’s  ligament,  about  1 inch 
mesial  to  the  femoral  vessels  and  about  l/%  inch 
medial  to  the  femoral  ring.  The  portion  of  the 
sac  which  passed  through  Poupart’s  ligament 
was  adherent  to  it.  These  adhesions  were  free, 
and  the  portion  of  the  sac  in  the  femoral  region 
was  pulled  through  the  opening  in  Poupart’s 
ligament  into  the  inguinal  region,  thus  converting 
two  masses  into  one  large  inguinal  hernia.  The 
entire  hernial  sac  was  then  dissected  free  from 
the  surrounding  structures  and  opened;  the  con- 
tents were  replaced  into  the  peritoneal  cavity. 
The  neck  of  the  sac  was  then  ligated  by  means  of 


a suture  ligature,  the  ends  of  which  were  left  long. 
These  ends  were  used  to  transfix  the  neck  of  the 
sac  high  up  under  the  internal  oblique  muscle. 
The  gap  in  the  inguinal  ligament  was  closed 
by  means  of  interrupted  chromic  catgut  mat- 
tress sutures,  which  also  took  in  the  underlying 
pectineus  fascia.  The  fossa  ovalis  was  also 
closed  by  means  of  interrupted  chromic  catgut 
sutures.  The  femoral  ring  was  closed  by  means 
of  interrupted  chromic  catgut  mattress  sutures, 
also  including  the  pectineus  fascia.  A typical 
Bassini  hernioplasty  was  then  done,  closing  the 
inguinal  hernia.  The  external  oblique  fascia  was 
closed  with  continuous  chromic  catgut  and  the 
skin  with  silk  sutures. 

Conclusion 

A case  is  presented  in  which  an  abnormal  aper- 
ture was  found  in  Poupart’s  ligament.  Through 
this  hiatus  the  distal  portion  of  an  inguinal 
hernial  sac  had  passed,  forming  a mass  that 
simulated  a femoral  hernia. 

131  East  93rd  Street 
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EXFOLIATIVE  DERMATITIS  (RITTER’S  DISEASE)  TREATED  WITH 

SULFATHIAZOLE 


Adolph  G.  De  Sanctis,  M.D.,  and  F.  C.  De  Lorenzo,  M.D.,  New  York  City 


~p  XFOLIATIVE  dermatitis  occurring  within 
•L-'  the  newborn  period  was  first  described  by 
Ritter1  in  1879.  It  was  his  impression  that  the 
disease  was  not  contagious.  Ritter’s  disease,  as 
exfoliative  dermatitis  is  commonly  called,  has 
been  related  to  pemphigus  neonatorum,2’3’4 
being  described  by  some  authors  as  a further 
progression  of  pemphigus.  This  relationship 
is  by  no  means  settled,6  and  discussions  often 
arise  as  to  the  diagnosis  of  an  exfoliating  skin 
in  a newborn,  especially  in  the  rare  occurrence 
of  several  vesicles  or  bullae  early  in  the  Ritter’s 
disease. 

The  etiology  of  exfoliative  dermatitis  in  the 
newborn  still  remains  obscure.  A number  of 
possible  causes  have  been  reported  in  the  litera- 
ture, but  recently  Kendall  and  Aegerter6  in  a 
review  of  the  literature  and  a report  of  a case  of 
Ritter’s  disease  concluded  that  proof  was  lack- 
ing in  establishing  any  of  these  as  etiologic  agents 
and  that  the  etiology  of  Ritter’s  disease  was  still 
unknown.  However,  infection  has  -frequently 
been  presented  as  a probable  cause,  and  von 
Vonno7  was  able  to  isolate  Staphylococcus  pyo- 
genes albus  or  aureus  from  the  tissues  of  his  case 
coming  to  autopsy.  Aegerter  and  Kendall,6 
upon  culturing  the  tissue  below  the  exfoliating 
skin,  found  Staph,  aureus. 

Treatment  of  exfoliative  dermatitis  has  been 
confined  more  or  less  to  supportive  measures. 
As  yet  we  have  been  unable  to  find  in  the  litera- 
ture, any  case  treated  with  sulfathiazole. 


Case  Report 

A white  male  infant  of  Jewish  parentage,  aged 
16  days,  was  admitted  with  a history  of  having 
been  discharged  from  another  hospital  ten  days 
postnatal  in  excellent  condition.  Two  days  after 
he  was  home  a small  vesicle  was  observed  above 
the  umbilicus.  This  was  soon  followed  by  sev- 
eral vesicles  about  the  mouth  and  marked  ex- 
foliation of  the  lower  extremities.  The  infant 
became  severely  ill,  and  the  exfoliation  spread 
within  the  ensuing  four  days  (Fig.  1).  He  had 
been  circumcised  by  a Rabbi  seven  days  after 
birth.  Postoperative  course  was  normal  with 
no  evidence  of  infection. 

Physical  Examination. — The  baby  was  a full- 
term  infant,  weighing  7 pounds  and  4 ounces. 
He  was  apathetic,  was  acutely  ill,  and  had  a 
rectal  temperature  of  100.2  F.  There  were 
several  purulent  vesicular  and  bullous  lesions 
about  the  mouth  and  upper  extremities,  and 
two  ruptured  vesicles  were  on  the  right  thigh. 
Extreme  exfoliation  leaving  in  its  wake  a smooth, 
dry  and  red,  firm  surface  was  found  on  the  lower 
extremities,  genitalia,  and  lower  part  of  the 
abdomen,  with  no  further  evidence  of  vesicles  or 
bullae  than  those  already  described.  There  was 
also  peeling  about  the  mouth.  Heart,  lungs, 
abdomen,  ears,  and  nasopharynx  were  all 
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negative.  Upon  rubbing  the  normal  or  involved 
skin  on  the  chest,  the  skin  peeled  easily,  indicating 
a positive  Nikolsky  sign.  The  penis,  which  had 
been  circumcised  six  days  before,  showed  no 
other  pathology  than  exfoliation.  The  sedi- 
mentation rate  was  40  mm.  per  hour.  There 
were  3,890,000  erythrocytes,  with  12.5  Gm.  of 
hemoglobin  and  11,900  white  blood  cells  per 
cubic  millimeter.  Urine  and  Wassermann  tests 
were  negative.  A culture  of  the  skin  showed  pre- 
dominating Staph,  aureus  and  several  Strep- 
tococcus hemolyticus  colonies.  Staph,  albus  was 
found  on  a single  blood  culture  contaminated 
with  other  organisms. 

A diagnosis  of  Ritter’s  disease  was  made  at 
this  time. 

Sulfathiazole,  4 grains,  was  given  immediately 
upon  admission,  and  a maintenance  dose  of  1 
grain  every  three  hours  was  prescribed.  The 
infant  was  placed  in  a heat  cradle.  Ascorbic  acid, 
25  mg.  twice  a day;  oleum  of  percomorphum, 
2 drops  twice  a day;  fluids  by  mouth;  and  an 
evaporated  milk  formula  were  also  ordered. 

Within  two  days  the  infant  showed  marked 
general  improvement,  but  exfoliation  progressed 
to  include  all  the  parts  not  previously  involved. 
There  were  no  new  bullae  or  vesicles,  the  skin 
becoming  first  extremely  wrinkled  and  then 
peeling,  leaving  behind  a surface  previously  de- 
scribed. At  this  time  he  developed  frequent 
mushy  and  watery  stools  and  a temperature  of 
102  F.  rectally.  The  heat  cradle  was  then  re- 
moved. White  blood  count  was  17,900  with 
31  per  cent  neutrophils,  4 per  cent  eosinophils, 
58  per  cent  lymphocytes,  and  6 per  cent  mono- 
cytes. Eighteen  per  cent  of  the  neutrophils 
were  nonfilamented.  There  was  one  normo- 
blast. 

The  temperature  fell  to  normal  on  the  follow- 
ing day,  with  no  further  rise.  Feedings  were 
taken  well  and  improvement  continued.  The 
Nikolsky  sign  was  found  negative  four  days 
after  admission,  and  exfoliation  had  diminished 
considerably.  Two  days  later  the  skin  was 
clear,  with  minimal  evidence  of  peeling.  Stools 
became  normal  within  five  days  following  the 
onset  of  diarrhea.  Sulfathiazole  was  discon- 
tinued four  days  after  its  first  administration. 
The  infant  was  discharged  ten  days  after  ad- 
mission in  the  excellent  condition  he  had  main- 
tained for  four  days.  He  had  gained  10  ounces 
while  in  the  hospital. 

Discussion 

The  question  was  raised  early  in  this  case 
whether  this  was  one  of  exfoliative  dermatitis  or 
one  of  pemphigus  neonatorum.  However,  after 
several  days  of  observation  and  upon  seeing  the 
extreme  exfoliation  with  no  further  bullous  or 
vesicular  formation,  the  general  opinion  was  in 
favor  of  Ritter’s  disease  as  the  diagnosis. 

It  was  felt  that  the  rise  in  temperature  was  due 
to  the  heat  tent.  The  diarrhea  was  probably  a 
complication  of  sulfathiazole  since  immediate 
improvement  in  the  stools  was  observed  upon 
discontinuing  the  drug. 
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Fig.  1. 


Because  no  specific  therapeutic  measures  were 
known  and  because  of  the  possibility  that  the 
etiology  of  Ritter’s  disease  might  be  Staph, 
aureus  or  albus,  sulfathiazole  was  administered  in 
this  case.  Opinion  was  unanimous  that  the  in- 
fant made  remarkable  progress  under  a sulfa- 
thiazole regimen. 

No  relationship  could  be  definitely  established 
between  the  disease  and  the  circumcision. 

Conclusion 

We  suggest  the  use  of  sulfathiazole  in  the 


treatment  of  pemphigus  neonatorum  or  ex- 
foliative dermatitis  in  the  newborn. 
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“A  DOCTOR  IS  A FUNNY  GUY” 

During  the  influenza  epidemic,  when  nearly 
everybody  except  the  doctors  were  sick,  someone 
asked  what  happens  when  the  doctor  gets  sick, 
says  the  Journal  of  the  Medical  Association  of 
Alabama.  This  is  the  question:  “If  a doctor  is 
doctoring  a doctor,  does  the  doctor  doing  the 
doctoring  have  to  doctor  the  doctor  the  way  the 
doctor  being  doctored  wants  to  be  doctored,  or 
does  the  doctor  doctoring  the  doctor  doctor  the 
doctor  in  his  own  way?” 

A Miss  Clara  May  Waldron  seems  to  have 
answered  the  question  with  a poem  entitled 
“A  Doctor  Is  a Funny  Guy.” 

A doctor  is  a funny  guy ! 

He  tells  us  that  we’re  sure  to  die, 

If  we  don’t  hustle  into  bed 

The  minute  that  our  throats  get  red, 

And  temperatures  rise  two  degrees, 

And  we  begin  to  cough  and  wheeze. 

But  when  he  gets  the  self  same  way, 

He  thinks  he’s  made  of  tougher  clay; 

That  he  can  gambol  in  the  rain 
In  spite  of  fever,  cough,  and  pain. 

His  rules,  when  other  folks  are  ill, 

Applied  to  him,  are  simply  nil. 

He’s  different;  tho  he  can’t  tell  why. 

A doctor  is  a funny  guy. 


YOUR  COMMITTEE  APPOINTMENT 

The  committees  cover  every  phase  of  economic 
and  scientific  endeavor  in  which  medical  men  can 
be  interested,  and  to  be  appointed  to  a com- 
mittee should  be,  and  can  rightly  be,  considered 
an  honor.  But  such  honor  is  of  no  value  unless 
a man  feels  the  necessity  of  lending  not  only  his 
support  but  his  presence  at  committee  meetings. 
The  association  needs  every  man’s  constructive 
view  in  committee  deliberations,  especially  in 
these  momentous  times.  Once  a man  gets  into 
the  swing  of  medical  thought  he  will  miss  the 
enthusiasm  of  committee  contacts  if  unable  to 
attend 

An  exchange  of  ideas  in  local  societies  will 
soon  wear  away  the  barrier  of  indifference  and 
each  individual,  as  well  as  the  society  as  a whole, 
will  be  the  gainer;  but  each  one  should  attend 
his  committee  appointments  without  fail. 
Democracies  are  controlled  by  the  associational 
ideas  that  are  freely  given  in  committee  or  other 
similar  bodies  deliberating  for  the  good  of  the 
whole.  There  is  something  of  interest  happening 
which  you  lose  by  not  attending.  Your  commit- 
tee chairman  and  the  officers  need  your  help  as 
well  as  criticism.  Dictators  or  inside  cliques  will 
find  no  place  in  any  association  where  well- 
functioning committees  are  found. — B.  J.  Bran- 
ton,  M.D.,  president,  Minnesota  State  Medical 
Association 
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CONFERENCES  ON  THERAPY 

'T’HESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members 
of  the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University 
Medical  College  and  the  New  York  Hospital,  with  collaboration  of  other  departments 
and  institutions.  The  questions  and  discussions  involve  participation  by  members 
of  the  staff  of  the  college  and  hospital,  students,  and  visitors.  The  next  report  will 
appear  in  the  August  1 issue  and  will  concern  “The  Use  of  Human  Convalescent  Serum.” 

The  Use  of  Vitamin  B Fractions 


Dr.  Eugene  F.  DuBois:  The  conference 
today  deals  with  the  use  of  the  vitamin  B 
fractions.  We  are  fortunate  in  having  with 
us  Dr.  Norman  Jolliffe  of  the  New  York 
University  College  of  Medicine. 

Dr.  Norman  Jolliffe:  Since  the  clinical 
investigator  has  had  available  several  of  the 
crystalline  B vitamins  in  amounts  adequate 
for  clinical  study,  many  advancements  have 
been  made  in  the  field  of  nutrition.  These 
advancements  have  resulted  because  it  is  now 
possible  to  give  these  pure  chemical  substances 
singly  and  in  large  doses,  both  of  which  were 
impossible  when  the  B vitamins  were  available 
only  in  concentrates. 

One  of  the  advancements  resulting  from  the 
controlled  use  of  these  synthetic  vitamins  is 
the  ability  to  recognize,  to  some  extent,  the 
specific  clinical  manifestations  of  deficiency  of 
certain  of  these  specific  vitamins.  For  exam- 
ple, when  brewer’s  yeast  was  the  only  available 
source  of  the  B vitamins,  we  were  unable  to 
tell  which  of  the  fractions  produced  the  im- 
provement. For  instance,  we  recognized  the 
syndrome,  now  known  as  ariboflavinosis,  as  a 
deficiency  of  some  fraction  of  the  B complex. 
This  syndrome  consists  of  cheilitis  and  fissures 
at  the  angles  of  the  mouth  and,  in  more  ad- 
vanced cases,  filiform  excrescences  in  the  naso- 
labial folds  and  sometimes  over  the  cheeks 
and  the  forehead.  We  knew  that  by  main- 
taining a patient  with  a diet  poor  in  the  entire 
B complex  those  signs  did  not,  as  a rule,  im- 
prove and  often  grew  worse.  When  we  sup- 
plemented this  diet  with  whole  liver,  liver  ex- 
tracts, brewer’s  yeast,  or  autolized  brewer’s 
yeast,  these  signs  disappeared,  but  we  were 
unable  to  say  which  of  the  fractions  in  the  B 
complex  brought  about  this  improvement. 
It  was  not  until  riboflavin  became  available 
that  we  were  able  to  show  that  these  signs 
were  manifestations  of  riboflavin  deficiency. 

In  the  same  way  the  etiology  of  several 


other  manifestations  of  pellagra  was  proved. 
Nicotinic  acid  therapy  is  followed  by  clearing 
of  the  scarlet-red  stomatitis,  the  diarrhea,  and 
the  characteristic  dermatitis,  but  it  is  not 
followed  by  a cure  of  the  peripheral  neurop- 
athy. Thiamin  chloride,  however,  will  re- 
lieve the  peripheral  neuropathy  in  pellagra. 

In  addition  to  allowing  us  to  recognize  the 
specific  clinical  manifestation  of  a deficiency 
in  a specific  B vitamin,  the  true  etiology  of 
certain  syndromes  that  were  not  heretofore 
suspected  of  being  a deficiency  disease  has 
now  been  demonstrated.  For  example,  a 
neurasthenic  syndrome  has  recently  been 
shown,  I believe,  fairly  conclusively  by  Wil- 
liams, Mason,  Wilder,  and  Smith  to  be  a 
manifestation  of  thiamin  deficiency.  They 
placed  a group  of  women  at  rest  on  a diet 
deficient  in  thiamin  and  apparently  adequate 
in  everything  else.  The  resulting  symptoms 
were  those  of  a neurasthenic  syndrome.  By 
the  addition  of  thiamin  to  the  diet,  these 
neurasthenic  symptoms  disappeared.  Simi- 
larly, workers  in  the  South  have  shown  that 
many  of  the  so-called  neurotic  manifestations 
of  pellagra,  either  preceding  or  accompanying 
the  clinical  signs  of  pellagra,  were  relieved  by 
nicotinic  acid. 

A third  advancement  resulting  from  the 
availability  of  the  crystalline  vitamins  is  the 
proof  that  deficiency  disease  in  man  is  usually 
a multiple  deficiency.  This  is  too  well  known 
to  require  amplification.  Pellagra  is  the 
classic  example. 

There  are  two  important  principles  I wish 
to  stress  in  the  therapeutic  use  of  crystalline 
vitamins. 

First,  err  on  the  side  of  giving  an  excess 
rather  than  giving  too  little.  I know  of  no 
experiment  on  human  beings  which  has  been 
set  up  directly  to  prove  this  point.  However, 
we  do  have  experiments  that  I think  fairly 
well  indicate  this  point.  In  groups  of  patients 
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having  a “standard”  polyneuritis,  those  re- 
ceiving the  predicted  maintenance  dose  of 
vitamin  Bi  showed  no  improvement  within 
one  month.  Those  receiving  twice  their  pre- 
dicted maintenance  requirement  showed  mini- 
mal improvement.  Those  receiving  four  times 
this  requirement  showed  much  better  improve- 
ment, while  those  receiving  four  times  their 
predicted  maintenance  requirement  plus  10 
mg.  of  thiamin  daily  by  parenteral  injection 
showed  still  better  improvement.  So  we  be- 
lieve that  the  rate  and  degree  of  improvement 
in  these  “standard”  patients  is  directly  re- 
lated to  the  amount  of  thiamin,  that  we  must 
give  at  least  two  times  the  predicted  daily 
requirement  to  get  any  response  at  all,  and 
that  the  best  response  is  obtained  when  we 
give  somewhere  between  four  and  twenty 
times  the  maintenance  dose.  We  have  car- 
ried these  experiments  further  and  have  given 
forty,  fifty,  sixty,  and  one  hundred  times  the 
predicted  maintenance  requirement  without 
significantly  better  results.  We  cannot  say 
whether  five  times  or  ten  times  the  predicted 
requirement  would  have  given  as  good  results 
as  twenty  times. 

The  second  important  therapeutic  principle 
I want  to  emphasize  is  this:  There  is  some- 
thing in  a good  diet  that  you  cannot  supply 
by  any  combination  of  the  crystalline  vita- 
mins now  available  or  supply  by  any  of  the 
concentrates.  I think  I can  show  you  that. 
We  placed  these  “standard”  patients  on  the 
“basal”  diet  supplemented  by  10  mg.  of 
thiamin.  The  response,  as  a group,  in  ten 
days  showed  40  and  60  per  cent  motor  and 
sensory  improvement,  respectively.  Other 
groups  were  given — in  addition  to  the  basal 
diet  plus  10  mg.  of  thiamin — nicotinic  acid, 
ascorbic  acid,  or  riboflavin,  either  singly  or  in 
combination,  with  the  same  results.  The 
addition  of  the  vitamin  B complex  by  mouth, 
or  parenterally,  also  did  not  better  the  results. 

Dr.  H.  B.  Richardson:  Certain  parts  of 
the  B complex? 

Dr.  Jolliffe:  No,  the  entire  B complex, 
either  given  by  mouth  or  parenterally.  By 
the  entire  complex  I mean  brewer’s  yeast  or 
liver.  These  did  not  increase  the  rate  of 
recovery.  However,  the  “standard”  patients 
who  received  a good  diet  plus  10  mg.  of  thia- 
min, almost  all  showed  further  improvement 
within  ten  days.  This  means  that  there  is 
something  in  a good  diet  which  we  cannot 
supply  by  giving  yeast  or  fiver  extracts;  we 
cannot  supply  it  by  any  of  the  crystalline 
vitamins  studied  or  by  any  combination  of 
these  vitamins  studied.  So  now  I think  that 


we  have  illustrated  two  important  therapeutic 
principles:  First,  err  on  the  side  of  giving  an 
excess  rather  than  too  little  of  the  crystalline 
vitamins;  second,  in  treating  patients  with 
any  deficiency  disease,  in  addition  to  adminis- 
tering the  specific  vitamins,  treat  the  patient 
with  a good  diet. 

I will  relate  a case  history  illustrating 
this  point.  A 34-year-old,  white,  female 
patient  was  transferred  to  our  service  from 
an  institution  for  the  care  of  epileptic  cases, 
where  she  had  been  a patient  for  five  years. 
On  admission  she  had  scurvy,  riboflavin  de- 
ficiency, and  pellagra.  We  placed  her  on  our 
“basal”  diet.  First,  we  gave  her  ascorbic 
acid  and  the  scorbutic  manifestations  promptly 
cleared.  We  then  gave  her  nicotinic  acid  and 
the  scarlet-red  stomatitis  cleared  within 
forty-eight  hours,  and  in  about  a week  the 
dermatitis  began  to  show  definite  improve- 
ment. We  then  gave  her  riboflavin  and 
cleared  up  the  cheilitis  and  angular  Assuring. 
In  the  meantime,  because  of  the  basal  diet, 
she  developed  a polyneuritis.  We  then  gave 
her  thiamin  and  cleared  up  the  polyneuritis. 
The  specific  signs  of  all  of  these  deficiency 
diseases  cleared  following  the  use  of  the 
crystalline  vitamins,  but  the  patient  had  not 
gained  strength  or  weight  and  was  still  a thin, 
pitiable-looking  sight.  She  did  not  have  the 
sore  mouth,  the  cheilitis,  the  dermatitis,  or 
the  polyneuritis,  but  she  was  still  a sick  person. 
Then  we  gave  her  a good  diet  and  within  a 
period  of  a month  she  gained  20  pounds  and 
regained  her  strength.  In  other  words,  treat- 
ment with  these  pure  chemical  substances  is 
not  adequate  treatment  for  the  patient.  You 
are  only  treating  the  specific  manifestations 
of  a specific  clinical  deficiency. 

Dr.  Oscar  Bodansky  : What  do  you  define 
as  a good  diet?  What  is  the  proportion  of 
the  various  constituents? 

Dr.  Jolliffe:  Our  “good”  diet  is  made  up 
of  large  amounts  of  meat,  including  fiver  or 
pork,  fresh  vegetables  of  all  kinds,  16  ounces 
of  orange  juice,  whole  wheat  bread,  whole 
grain  cereals,  butter,  milk,  cream,  and  eggs. 
There  is  not  a single  refined  article  of  food, 
except  for  a minimum  amount  of  sugar,  in 
the  diet.  It  gives  about  1,000  international 
units  of  thiamin,  and  it  is  rich  in  all  of  the 
other  essential  elements  of  nutrition.  Our 
basal  diet  is  inadequate,  at  least  in  thiamin, 
riboflavin,  and  nicotinic  acid,  because  we  have 
seen  polyneuritis,  riboflavin  deficiency,  and 
pellagra  develop  in  persons  consuming  this 
diet  and  then  be  relieved  by  thiamin,  ribo- 
flavin, and  nicotinic  acid. 
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Dr.  Ephraim  Shorr:  You  include  16 

ounces  of  orange  juice.  Now,  would  it  not, 
for  economic  reasons,  be  possible  to  substitute 
for  the  16  ounces  of  orange  juice  ascorbic  acid 
and  still  have  that  diet  in  all  other  respects 
optimum? 

Dr.  Jolliffe:  I would  think,  as  far  as  the 
development  of  scurvy  is  concerned,  yes,  but 
orange  juice  contains  factors  other  than 
vitamin  C. 

Dr.  Shorr:  Sixteen  ounces  is  a rather  high 
quota  in  any  diet. 

Dr.  Jolliffe:  That  is  so,  but  these  diets 
are  not  for  maintenance  but  for  therapy. 

Dr.  DuBois:  What  are  the  main  constitu- 
ents of  the  basic  diet? 

Dr.  Jolliffe:  The  main  constituents  are 
rice,  white  bread,  long-cooked  vegetables, 
butter,  and  lard. 

Dr.  Janet  Travell:  May  I ask  a question 
about  the  maintenance  of  these  patients? 
For  curative  purposes  you  give  large  doses  of 
crystalline  vitamins  plus  a good  diet.  When 
you  have  cured  the  patient,  do  you  continue 
the  maintenance  doses  of  vitamins  or  is  an 
adequate  diet  sufficient?  Have  they  some 
special  need  for  these  vitamins? 

Dr.  Jolliffe:  Frankly,  most  of  the  pa- 
tients go  out  and  return  to  the  diet  they  were 
on  before;  however,  they  are  given  dietary 
instructions  that  include  taking  daily  a source 
of  the  entire  B complex,  such  as  brewer’s 
yeast. 

Dr.  Travell:  What  do  you  consider  to  be 
the  “predicted  daily  requirement”  of  the 
members  of  the  B complex  which  you  men- 
tioned? 

Dr.  Jolliffe  : These  vary  with  age,  weight, 
caloric  intake,  and  activity.  But  for  a man 
weighing  approximately  70  Kg.  doing  light  or 
sedentary  work  and  consuming  approximately 
3,000  calories,  I would  consider  any  diet  con- 
taining less  than  2 mg.  of  thiamin,  3 mg.  of 
riboflavin,  and  20  mg.  of  nicotinic  acid  as 
requiring  upward  revision.  I think  an  opti- 
mal diet  should  contain  even  more,  possibly 
3 mg.  of  thiamin,  5 mg.  of  riboflavin,  and  30 
mg.  or  more  of  nicotinic  acid.  I know  of  no 
data  concerning  the  known  requirements  of 
pyridoxine  or  pantothenic  acid. 

Dr.  DuBois:  We  are  trying  to  revise  our 
hospital  diet  so  that  it  will  be  less  expensive 
and  yet  contain  an  adequate  supply  of  vita- 
mins. The  question  comes  up  whether  it  is 
safe  to  use  concentrates  of  the  vitamins.  It  is 
quite  evident  from  what  has  been  said  that  we 
have  to  keep  up  a basic  diet  that  is  of  high 
quality. 


Dr.  Bodansky,  will  you  continue  the  dis- 
cussion from  the  chemical  standpoint? 

Dr.  Bodansky:  I should  like,  first,  to 

elaborate  the  point  which  Dr.  Jolliffe  raised — 
namely,  that  crystalline  thiamin  is  not  as 
effective  in  treating  thiamin  deficiency  as  a 
“good  diet”  containing  the  same  amount  of 
vitamin.  It  seems  to  me  this  finding  indicates 
one  or  more  of  several  interesting  possibilities. 
There  may  be  another  factor  in  the  “good 
diet”  which  is  also  capable,  to  some  degree, 
of  preventing  what  we  designate  clinically  as 
thiamin  deficiency.  Or  there  may  be  some 
factor  present  in  the  “good  diet”  which  en- 
hances the  effectiveness  of  thiamin.  Finally, 
we  must  consider  the  possibility  that  certain 
conditions  of  a physicochemical  nature  may 
influence  the  efficiency  of  thiamin.  It  is  of 
interest  in  this  last  connection  to  note  that 
irradiated  ergosterol  in  a dispersed  state,  as  in 
milk,  is  more  effective  in  the  prevention  of 
rickets  than  the  same  amount  of  material  in 
a concentrated  form. 

There  is  good  evidence  for  the  existence  of 
factors  in  the  vitamin  B complex  besides  those 
that  have  already  been  defined  as  chemical 
compounds  and  that  have  been  mentioned  by 
Dr.  Jolliffe.  One  of  these  is  vitamin  H,  or  the 
anti-egg  white  injury  factor.  Though  the 
chemical  structure  of  this  vitamin  has  not  yet 
been  determined,  it  has  been  demonstrated 
with  a high  degree  of  probability  that  it  is 
identical  with  biotin  and  coenzyme  R.  An- 
other factor  in  the  vitamin  B complex  which 
has  received  a good  deal  of  attention  recently 
is  the  factor  that  prevents  graying  of  hair 
(achromotrichia).  It  has  just  been  reported 
that  para-aminobenzoic  acid  exerts  a consider- 
able anti-gray  hair  effect.  It  should,  of 
course,  be  mentioned  here  that  the  effects  of 
vitamin  H and  the  anti-gray  hair  factor  have 
so  far  been  observed  only  in  animals. 

In  regard  to  the  point  that  more  than  one 
substance  may  participate  in  the  prevention 
of  an  observed  deficiency,  it  has  been  shown 
that  pantothenic  acid  also  plays  a role  in  the 
prevention  of  achromotrichia,  although  it 
alone  is  not  completely  effective.  Again,  it 
has  been  found  that  optimal  growth  in  rats  is 
not  obtained  even  when  all  the  known  factors 
of  the  vitamin  B complex  are  added  to  a diet 
adequate  in  other  vitamins.  There  appears 
to  be  still  another  as  yet  unidentified  necessary 
factor  obtainable  only  through  the  addition 
of  liver  or  rice-bran  concentrate. 

A recent  finding  indicates  that  the  factor  of 
balance  of  the  vitamin  B components  in  the 
diet  may  be  of  importance.  Choline  has  also 
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been  considered  as  a member  of  the  vitamin  B 
complex;  deficiency  of  this  member  in  the  diet 
leads,  in  rats,  to  fat  infiltration  of  the  fiver. 
Gyorgy  and  Goldblatt  have  shown  that  the 
addition  of  pyridoxine  (B6)  aggravates  the 
specific  effects  of  the  choline  deficiency.  It 
must  be  emphasized  that  this  finding  is  so  far 
of  theoretic  interest  and  has,  as  yet,  no  thera- 
peutic applicability. 

Consideration  of  the  marked  derangements 
that  result  in  the  various  vitamin  B deficien- 
cies leads  us  to  think  of  how  the  various  factors 
in  the  complex  may  be  involved  in  the  normal 
functioning  of  the  cell.  We  have  a little  in- 
formation here  that  is  of  great  interest.  As 
you  know,  the  activities  of  body  cells  depend 
upon  energy  changes;  the  most  important 
changes  of  energy  are  associated  with  oxida- 
tion-reduction reactions.  The  cells  contain 
pairs  of  substances  which  constitute  reversible 
oxidation-reduction  systems  and  which  form 
series  through  which  atoms  are  transferred 
from  the  foodstuff  molecule  at  one  end  of  the 
series  to  molecular  oxygen  at  the  other  end. 
During  the  past  few  years  it  has  been  dis- 
covered that  some  of  these  substances  in  the 
oxidation-reduction  systems  are  members  of 
the  vitamin  B complex.  For  example,  the 
yellow  enzyme  that  Warburg  and  Christian 
found  to  participate  in  the  oxidation  of  hexoses 
turned  out  to  be  a combination  of  riboflavin 
phosphate  and  a protein.  The  various  co- 
enzymes involved  in  similar  oxidations  were 
found  to  be  phosphopyridine  nucleotides,  in 
which  the  structure  of  nicotinic  acid  figures 
prominently.  The  oxidation  of  carbohydrates 
also  involves  the  action  of  the  enzyme,  car- 
boxylase. It  has  been  shown  that  the  asso- 
ciated coenzyme  that  used  to  be  called  co- 
carboxylase is  thiamin  diphosphate.  Thus, 
we  can  see  that  certain  members  of  the  vita- 
min B complex  are  fundamentally  involved  in 
cellular  processes  and  indeed  merit  the  name 
“vitazymes,”  which  has  been  given  to  them. 
Future  work  may  reveal  similar  roles  for  the 
other  members  of  the  complex. 

Dr.  DuBois:  Dr.  Dunning,  have  you  any 
comments  from  the  standpoint  of  the  results 
obtained  here  in  the  Neurological  Department? 

Dr.  Henry  S.  Dunning:  During  the  last 
year  and  a half  I have  examined  several  pa- 
tients in  the  New  York  Hospital  with  poly- 
neuritis, variously  classified  as  infectious, 
toxic,  allergic,  due  to  nutritional  deficiency 
associated  with  alcohol,  and  idiopathic. 
Therapeutically,  they  all  had  bed  rest  and 
received  a normal  diet  and,  with  the  excep- 
tion of  the  allergic  case,  the  whole  vitamin  B 


complex  in  the  form  of  wheat  germ  or  yeast 
and,  in  some  instances,  additional  thiamin 
chloride  and  B6  by  injection.  The  results 
have  varied  widely,  and  the  conditions  were 
such  that  we  cannot  determine  the  effect  of 
any  one  of  the  vitamin  B fractions;  nor  can 
it  be  said  with  surety  that  the  use  of  vitamin  B 
in  any  form  has  caused  the  recovery  of  any 
patient.  However,  on  the  basis  of  the  ease 
with  which  myelin  degeneration  can  be  pro- 
duced in  the  nerves  of  chickens  fed  on  polished 
rice,  it  would  seem  advisable  to  give  the  whole 
vitamin  B complex  in  addition  to  a normal 
diet  to  patients  in  whom  neurones  have  been 
injured. 

Dr.  DuBois:  Have  you  gone  as  high  in 
the  dose  as  Dr.  Jolliffe  has  indicated? 

Dr.  Dunning:  I think  the  highest  dose  we 
have  ever  given  of  thiamin  chloride  was  100 
mg.  per  day.  It  happened  to  be  in  a patient 
who  made  a complete  recovery. 

Dr.  DuBois:  These  were  patients  rather 
more  severely  deficient  I gather  than  Dr. 
Jolliffe’s  standard  type? 

Dr.  Dunning:  Definitely  more  severe; 

they  required  hospitalization. 

Dr.  DuBois:  What  has  been  your  obser- 
vation, Dr.  Jolliffe? 

Dr.  Jolliffe:  We  do  not  feel  that  we  can 
test  the  therapeutic  response  in  polyneu- 
ropathies other  than  in  the  “standard”  group — 
that  is,  in  patients  with  a mild  polyneuritis — 
for  the  simple  reason  that  those  with  more 
advanced  polyneuritis  may  have  relatively 
irreversible  anatomic  changes.  We  have 
taken,  for  demonstration,  patients  that  no 
one  thought  would  ever  make  a satisfactory 
recovery — patients  with  bilateral  foot  drop 
and  paresis  of  two  or  more  extremities.  Treat- 
ment with  a good  diet  plus  vitamin  B complex 
and  large  amounts  of  thiamin,  usually  20  mg. 
but  often  as  high  as  50  mg.  twice  a day, 
usually  leads  to  improvement  sufficient  for 
economic  rehabilitation.  This  type  of  evi- 
dence only  suggests  that  thiamin  is  of  value, 
though  I feel  it  definitely  is.  Patients  with 
this  degree  of  involvement  are  so  infrequent 
that  we  cannot  get  groups  of  comparative 
severity  with  which  to  compare  one  with  the 
other.  We  only  have  the  clinical  impressions 
that  large  doses  of  thiamin  and  B complex,  in 
addition  to  a good  diet,  are  of  value  in  these 
advanced  cases. 

Dr.  Richardson:  Do  you  have  any  labora- 
tory aid  in  diagnosis? 

Dr.  Jolliffe:  We  run  thiamin  and  co- 

carboxylase blood  determinations.  We  also 
use  the  pyruvic  acid  tolerance  curve.  All  are 
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still  experimental  and  interpretation  is  diffi- 
cult. 

Summary 

Dr.  Harry  Gold:  The  complex  subject  of 
the  uses  of  the  vitamin  B fractions  has  been 
greatly  simplified  by  the  discussion  in  the 
conference  this  morning.  Our  knowledge  of 
clinical  B deficiencies  has  advanced  rapidly 
since  the  discovery  of  the  pure  principles  of  the 
B complex.  One  may  now  recognize  fairly 
pure  nicotinic  acid,  riboflavin,  and  thiamin 
deficiency,  although  all  three  deficiencies  may 
exist  in  one  and  the  same  individual.  The 
chief  symptoms  of  ariboflavinosis  are  cheilitis, 
fissures  at  the  angles  of  the  mouth  and  derma- 
titis of  the  nasolabial  folds;  of  nicotinic 
acid  deficiency,  stomatitis,  diarrhea,  derma- 
titis, and  certain  neurotic  manifestations;  and 
of  thiamin  deficiency,  peripheral  neuropathies 
and  a neurasthenic  syndrome.  There  are  as 
yet  no  laboratory  guides  to  the  diagnosis  of  B 
deficiencies  which  are  sufficiently  satisfactory 
for  general  use.  Two  principles  regarding  the 
use  of  vitamins  were  emphasized:  (1)  to  err 

on  the  side  of  giving  larger  doses  rather  than 
smaller  ones,  especially  in  the  treatment  of 
deficiency  diseases;  (2)  to  use  a good  diet, 


since  it  contains  factors,  as  yet  unknown, 
which  are  effective  in  controlling  deficiency 
diseases  and  which  cannot  be  supplied  by 
either  B concentrates  or  by  combinations  of 
the  pure  vitamins.  An  interesting  example 
was  cited  of  a patient  who  suffered  with  a 
nutritional  defect  in  whom  all  the  specific 
manifestations  of  the  known  B factors  were 
abolished,  but  the  patient  remained  in  a state 
of  ill  health.  She  recovered  rapidly  only  after 
an  abundant  mixed  diet  was  supplied.  A 
good  diet  is  one  that  contains  meat,  including 
liver  and  pork,  fresh  vegetables,  orange  juice, 
whole  wheat  bread,  whole  grain  cereals,  butter, 
milk,  cream,  and  eggs.  It  should  contain  not 
less  than  2 mg.  of  thiamin,  3 mg.  of  ribo- 
flavin, and  20  mg.  of  nicotinic  acid,  and  pref- 
erably somewhat  higher  amounts  of  all  of 
these. 

After  a patient  has  been  cured  of  a vitamin 
B deficiency  disease  by  means  of  the  pure  vita- 
mins, his  state  of  improved  health  is  main- 
tained by  a good  diet  and  daily  amounts  of 
B complex  in  some  such  form  as  brewer’s 
yeast.  Interesting  considerations  regarding 
factors  that  have  not  yet  been  identified,  the 
interaction  of  vitamins,  and  their  mode  of 
action  were  discussed. 


CLASSES  IN  HEALTH  AND  HYGIENE 

Classes  in  health  and  hygiene  for  men  were 
recently  held  at  the  Fifth  Avenue  High  School, 
Pittsburgh,  on  six  Monday  evenings.  The 
classes  began  on  March  24.  They  were  held 
from  7 to  8 o’clock,  sponsored  by  the  Allegheny 
County  Medical  Society  in  conjunction  with 
the  Pittsburgh  public  schools.  The  speakers 
were  members  of  the  society,  furnished  through 
its  Bureau  of  Medical  Information. 

The  men  eligible  to  attend  were  those  em- 
ployed in  service  merchandising,  retail  or  whole- 
sale; hotels;  restaurants;  and  amusements. 

In  these  six  talks  the  subjects  were  those  of 
interest  and  importance  to  the  layman.  He  was 
given  authoritative  medical  information  on  the 
aspects  of  health  and  disease  uppermost  in 
his  mind. 


AS  SPOKEN 

“American  students  are  not  so  numerous  in 
England  now.  A few  remain,  however,  and  make 
their  contribution  to  life  in  the  blitzkrieg.  Quaint 
phraseology  and  self-confidence  are  as  character- 
istic of  the  New  World  as  the  Englishman’s 
Norfolk  jacket  and  protruding  teeth  are  symbolic 
of  the  Old.  In  a tutorial  class  in  pharmacology 
the  other  day,  I asked  an  American  to  distinguish 
between  a vermicide  and  a vermifuge.  The 
definition  of  a vermicide  offered  no  difficulty, 
but  he  faltered  over  vermifuge.  Finally,  mobiliz- 
ing all  his  histrionic  resources  while  his  colleagues 
listened  with  growing  amusement,  he  said  em- 
phatically: ‘Well,  when  the  worm  spots  the 

anthelmintic  coming  through  the  pylorus,  1 
guess  it  just  beats  it  to  the  rectum.’  ” — Picked 
from  the  Lancet  by  the  J.A.M.A. 


Attention 

Those  who  asked  for  reprints  or  other  information  as  to  the  scientific  exhibit  on  bru- 
cellosis are  asked  to  communicate  with  Lieutenant  Commander  Harold  J.  Harris  at  the 
Brooklyn  Naval  Hospital,  Brooklyn,  New  York,  or  at  Westport,  New  York,  by  mail. 
Dr.  Harris  had  a notebook  in  which  the  names  of  all  those  who  made  such  requests  were 
written,  but  in  the  dismantling  of  the  exhibit  the  notebook  was  lost. 


Index  of  Minutes  of  House  of  Delegates— -1941 

The  minutes  of  the  Monday  evening  and  Tuesday  sessions  are  included  in  this  issue  ( Sections 
64-88).  The  minutes  of  the  Monday  morning  and  afternoon  sessions  appeared  in  the  June  15 
issue  ( Sections  1-63). 


All  references  are  to  sections 


Addresses:  President-Elect,  Dr.  Samuel  J.  Kopetzky  8; 

Incoming  President-Elect,  Dr.  George  W.  Cottis  86; 
Dr.  Allan  A.  Jones  88;  Dr.  Martin  B.  Tinker  65; 
Dr.  Nathan  B.  Van  Etten  5 

Administration,  Policies,  and  Procedures:  General  67; 

Activities  56 

Advertising:  In  Newspapers  by  Physicians  30,  61 

American  Medical  Association:  1944  Meeting  29,  70 

Annual  Meeting:  Arrangements  78 

Auditors’  Statement  10,  56 

Basic  Science  Law  47;  53,  84 

Blood  Donors:  Physical  Examination  Bill  9 

Carpenter,  The  late  Guy  S.  3,  78 
Chiropractic  Bills  9,  77 
Clinics  and  Institutions  Jurisdiction  Bill  9 
Constitution  and  Bylaws  Amendments:  Council  87; 

Board  of  Censors’  Jurisdiction  34;  Dues  Year  and 
Fiscal  Year  34;  House  of  Delegates  Sessions,  Elec- 
tion of  Officers,  Expenses  of  District  Branch  Dele- 
gates 34;  Officers’  Duties  10,  34,  36 
Confidential  Communications:  Legislative  Investiga- 

tion Bill  9,  77 

Corporate  Practice  of  Medicine  26,  71 
Council:  Bulletins  67;  Election  of  Councilor  78 

Credentials  1 

Crippled  Children:  Bill  9 

Deaf  and  Hard  of  Hearing  47 ; Study  Commission  Bill  9 
Delegates:  Other  State  Societies  78;  12 

Dental  Health:  Committee  37;  Proposed  Commission 

Bill  9 

Dental  Society  of  the  State  of  New  York:  Acknowledg- 

ment of  Flowers  50 
Directory  39 

District  Branches:  Reports  67;  Constitution  and  By- 

laws 52,  68 

Driscoll,  The  late  Arthur  S.  59 
“Doctor”  Title  77 

Dues  Remission:  Members  in  Military  or  Naval  Service 

18,  56 

Education  Law:  Amendment  Proposed  re  Committee  on 

Grievances  78;  9 

Eichacker,  Dr.  Henry  C.  vs.  New  York  Telephone  Co.  47 
Elections:  Delegates  to  American  Medical  Association 

83;  Officers,  Trustees,  and  Councilors  83;  Retired 
Members  83 


4-H  Clubs  55 

Health  Programs:  National  Defense  57,  80;  Temporary 

Commission  Bill  9 
History  of  Medicine,  Session  on  78 
Hospital  Construction:  Federal  Bill  32,  45 

Hospital  Insurance:  Solicitors,  Surplus  Funds  and  In- 

vestments Bills  9 

Hospitals:  Jurisdiction  and  Records  Bills  9 

Industrial  Health  Program  49,  55 
Infantile  Paralysis  Bill  9 

Insurance:  Health  and  Accident  for  Interns  24,  42; 

Hospital  9;  Malpractice  77;  Medical  Expense  35;  9 
Interns:  Health  ana  Accident  Insurance  24,  42 


Journal  39 


Laboratories,  Public  Health  55 
Laboratory  Medicine  55 
Legal  Counsel  Report  77 
Legislation  9,  77 
Legislative  Bulletins  77 

Legislature  and  the  Governor:  Expression  of  Apprecia- 

tion 51 

Library,  Reference  10,  56 

Licensure:  Foreign  Medical  School  Graduates  14,  75; 

Full  Citizenship  Requirement  15,  76 
Lien  Bill  9,  77 


Malpractice  Defense  and  Insurance  77 
Manhattan  State  Hospital:  Demolition  55 

Maternal  Welfare  55 

Medical  Practice  Act:  “Antiseptic”  Definition  13,  41; 

Enforcement  47 ; Reregistration  Fee  Accounting  20, 
48 

Medical  Expense  Insurance:  35;  Solicitors,  Surplus 

Funds  and  Investments  Bills  9 
Medical  Expert  Testimony  9 

Medical  Preparedness:  40;  Policy  40;  Foreign  Medical 

School  Graduates  40;  County  Society  Committees 
21,  74;  Health  Programs  57,  80;  Medical  Students  16, 
63;  31,  62;  Physicians,  Foreign  Service  of  American 
25,  60;  Women  Physicians  19,  69 
Medical  Relief:  Joint  Announcement  and  Principles  64, 

81;  Ambulatory  Care  54,  72;  Direct  Payment  of 
Medical  Fees  22,  23,  33,  73;  Medical  Care  and  Hos- 
pital Care  Bills  9 

Medical  School:  Proposed  Gorgas  Institute  55 

Membership:  Dues  of  Those  in  Military  or  Naval  Serv- 

ice 18,  56;  General  67 
Memorials  3,  78;  59 
Minutes  1940:  4 

Motor  Vehicle  Drivers:  Licensure,  Accidents,  Physical 

Examination  47 ; Bills  9 


Narcotics:  Drug  Bill  9 

New  York  Telephone  Co.  vs.  Eichacker  47 
Nominations:  New  York  State  Board  of  Nurse  Ex- 

aminers, Nurse  Advisory  Council  78;  New  York 
State  Department  of  Education,  Committee  on 
Grievances  78 

Nurse  Practice  Act:  Amendment  Proposed  re  Practical 

Nurses  78;  Licensure  Bills  9 

Office  Administration  and  Policies  Committee  10,  56 
Officers:  Leaves  of  Absence  for  Those  in  Military  Serv- 

ice 28,  66,  79 
Optical  Dispensing  Bill  9 
Optometry  Bill  9 

Pension  System  10 

Physicians:  Advertising  in  Newspapers  30,  61;  Benevo- 

lence Fund  10,  56 
Physiotherapy  Bill  9 
Pneumonia  Control  55 
Podiatrists:  Advertising  Bill  9 

Poliomyelitis  Bill  9 
Postgraduate  Education  49;  7,  46 
President’s  Reports  7,  46 
Prize  Essays  38 
Public  Health  Matters  55 

Public  Health  and  Medical  Education  Committee  7,  46 
Publication  Committee  39;  10,  56 
Publications  39 
Publicity  39 

Radio:  Society  Broadcasts  39 

Radiology  Bill  9,  77 
Reference  Committees  6,  11 
Rheumatic  Fever  Program  55 
Roll  Call  2,  83 

Sanitary  Code  Violations  Bill  9 
School  Health  Program  37;  27,  43;  Bills  9 
Scientific  Exhibits:  Awards  85 

Secretary’s  Report  67 

Tattoo  Code:  Serum  Sensitive,  Diabetes,  Epilepsy  55 

Thoracic  Diseases:  Proposed  Session  17,  44 

Treasurer’s  Reports  10,  56 

Trichinosis:  Temporary  Commission  and  Prevention 

Bills  9 

Trustees,  Board  of:  Report  56;  Resignations  82 

Tuberculosis  Conference  Committee  55 

Votes  of  Thanks  89,  90,  91 

Workmen’s  Compensation:  58;  Bills  9;  Bureau  58 

1368 


HOUSE  OF  DELEGATES  MINUTES  OF  THE  ANNUAL  MEETING 

[Continued  from  page  1304  of  June  15  issue] 

April  28  and  29,  1941 


. Evening  Session 

Monday,  April  28,  1941 

The  session  reconvened  at  eight  o’clock. 

Speaker  Bauer:  The  House  will  be  in 

order. 

Is  there  a quorum  present,  Mr.  Secretary? 

Secretary  Irving:  There  is. 

The  Chair  recognizes  Dr.  Van  Kleeck,  Chair- 
man of  the  Reference  Committee  on  Report  of 
the  Council,  Part  VI,  Medical  Relief. 

64.  Report  of  the  Reference  Committee  on  the 
Report  of  the  Council — Part  VI — Medical  Relief 

0 Section  81) 

Dr.  Louis  A.  Van  Kleeck,  Nassau:  The 
special  subcommittee  has  accomplished  what  we 
have  strived  for  years  to  effect.  The  plan, 
which  the  committee  has  adopted  and  the  State 
Department  of  Social  Welfare  and  the  Council 
have  approved,  should  receive  the  endorsement 
and  approval  of  the  House  of  Delegates,  and  the 
success  of  its  operation  depends  upon  the  co- 
operation of  every  member  of  this  Society. 

To  understand  fully  the  importance  of  the 
plan,  the  reference  committee  wishes  to  call  your 
attention  to  the  Report  of  the  Council  in  1939 
on  Medical  Relief.  The  Committee  on  Public 
Relations  and  Economics  recommended  at  that 
time: 

1.  Decentralization  of  welfare  care; 

2.  Local  professional  advisory  committees 
and/or  local  medical  director;  and 

3.  A fee  schedule. 

After  a meeting  of  welfare  officers  called  by  the 
Commissioner  of  Welfare  on  November  26, 
1938,  the  Social  Welfare  Department  advised  the 
committee  that  the  local  welfare  officers  were 
not  in  favor  of  adopting  the  proposals  of  this 
Society. 

The  Reference  Committee  in  1940  reporting 
on  Part  II  of  the  Council’s  Report  on  Medical 
Relief  recommended  to  the  House  of  Delegates 
that  a special  subcommittee  of  the  Committee 
on  Public  Relations  be  established.  This  recom- 
mendation was  carried  out,  and  the  following 
committee  was  formed : 

E.  Christopher  Wood,  M.D.,  Chairman 

Carleton  E.  Wertz,  M.D. 

F.  Leslie  Sullivan,  M.D. 

Your  reference  committee  is  not  disposed  to 
alter  or  make  recommendations  which  might  in 
any  way  change  the  purpose  or  accomplish- 
ments of  the  plan  submitted  in  the  report.  We 
do,  however,  wish  to  bring  out  certain  points  of 
the  plan  for  thorough  understanding  and  empha- 
sis. 

I quote  now  from  the  Joint  Statement  from  the 
New  York  State  Department  of  Social  Welfare 
and  the  Medical  Society  of  the  State  of  New 
York: 

“.  . . . ‘Principles  and  Discussion’  represents 

the  position  taken  by  the  State  Department  of 


Social  Welfare  (under  the  Public  Welfare  Law) 
in  regard  to  the  various  medical  welfare  policies 
adopted  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
during  the  past  several  years.  Also  included 
is  an  outline  of  Basic  Principles  of  a New 
Medical  Plan,  approved  by  the  State  Depart- 
ment of  Social  Welfare,  which  is  now  being 
put  into  effect  by  the  State  Department  in 
various  localities.  This  is  the  Medical  Plan 
referred  to  in  the  discussion  below 

“Under  the  Public  Welfare  Law,  local  wel- 
fare officials  are  empowered  to  provide  medical 
care  on  a salary  basis  or  on  a fee-for-service 
basis;  consequently  the  indigent  patient  may 
not  have  or  may  have  the  right  of  free  choice 
of  physiciaA  according  to  the  procedure 
adopted  in  any  given  locality.  In  addition,  if 
they  are  to  receive  reimbursement  from  the 
state,  their  local  welfare  departments  must  be 
operated  under  the  Rules  and  Regulations 
promulgated  by  the  State  Department  of 

Social  Welfare Any  platform  adopted 

by  the  State  Medical  Society,  or  by  local  medi- 
cal groups,  has  no  force  whatever  in  effecting 
the  conduct  of  medical  relief  work  unless  agree- 
ment can  be  reached  with  the  state  and  local 
departments  of  welfare  concerning  this  plat- 
form. Such  agreements,  if  reached,  are  essenti- 
ally mutual  understandings  and  in  no  sense 
abrogate  any  portion  of  the  Public  Welfare 
Law.  It  should  be  noted  further  that  the 
local  welfare  official  is  legally  responsible,  to 
his  community  and  to  the  state,  for  the  entire 
conduct  of  his  department  and  he  can  neither 
delegate  nor  share  this  responsibility.  He  can 
seek  and  accept  advice  or  suggestions  concern- 
ing medical  problems  and  procedures,  but  in  the 
final  analysis  responsibility  for  all  decisions 
rests  solely  on  him. 

“.  . . . The  State  Department  of  Social  Wel- 
fare agrees  that  there  are  advantages  in  the 
establishment  of  a medical  advisory  commit- 
tee in  each  public  welfare  district  and  agrees  to 
advocate  the  use  of  these  committees  and  to 
assist  in  a general  determination  of  their  func- 
tions. Under  the  Public  Welfare  Law,  these 
committees  can  advise  and  suggest,  and  can 
recommend  policies  for  supervision  and  ad- 
ministration, but  the  responsibility  for  all 
acts  and  decisions  must  remain — and  we  feel 
should  remain — in  the  hands  of  the  local  welfare 
official.  State  reimbursement  on  a local  fee 
schedule  is  conditioned  upon  the  State  Depart- 
ment’s approval  of  this  schedule  as  being  rea- 
sonable for  the  particular  community  rather 
than  on  the  basis  of  a statewide  fee  schedule. 
Abolition  of  the  system  wherein  medical 
questions  are  submitted  to  the  State  Depart- 
ment for  decision  is  brought  about  automati- 
cally through  the  introduction  of  the  new  medi- 
cal plan  and  the  ‘prior  authorization’  system 
is  transferred  to  the  local  agency  under  local 
professional  control 
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“The  attention  of  the  local  public  welfare 
officials  is  called  to  the  value  of  securing  the 
full  cooperation  of  his  county  medical  society 
in  the  development  of  an  approved  local  medi- 
cal program  and  in  the  selection  of  a competent 
physician  to  act  as  Medical  Director  or  Medi- 
cal Consultant  on  his  staff.  The  State  Depart- 
ment recommends  that  ....  he  request  the 
medical  society  covering  his  public  welfare 
district  to  submit  a list  of  physicians  recom- 
mended by  the  society  as  suitable  for  such 
appointment  and  meeting  the  requirements 
established  by  the  State  Board  of  Social  Wel- 
fare; or  request  the  medical  society  to  com- 
ment upon  the  qualifications  and  professional 
standing  of  a licensed  physician  selected  by 
him  as  a candidate  for  appointment  as  Medical 
Director  or  Medical  Consultant.  Attention 
is  called  to  the  value  of  an  active  professional 
advisory  committee  in  providing  the  local 
public  welfare  official  with  professional  advice 
in  the  development  and  revision  of  the  policies 
included  in  the  approved  local  medical  pro- 
gram, in  the  arbitration  and  discipline  of  pro- 
fessional problems  and  the  operation  of  survey 
boards  to  review  and  plan  proper  medical  care 
for  persons  suffering  from  prolonged  or  dis- 
abling illnesses  or  presenting  special  or  unusual 
medical  needs.  The  medical  advisory  com- 
mittee should  be  appointed  from  a list  nomi- 
nated for  the  purpose  by  the  county  medical 
society 

“In  conclusion,  it  should  again  be  empha- 
sized that  under  the  law,  the  welfare  patient 
is  not  guaranteed  the  right  to  choose  his  own 
physician,  and  the  physician  is  not  guaranteed 
the  right  to  treat  his  own  patient  with  a com- 
mitment of  payment  for  his  services.  But,  if 
the  physicians  of  a given  locality  can  agree 
among  themselves  to  formulate  and  to  par- 
ticipate seriously  in  a plan  adapted  to  the 
medical  needs  and  medical  and  economic  re- 
sources of  their  community,  the  Public  Wel- 
fare Law  and  the  regulations  of  the  State  De- 
partment of  Social  Welfare  make  it  possible 
for  the  indigent  patient  to  choose  his  own 
physician  and  the  physician  to  treat  his  own 
patients  with  payment  for  his  services  supplied 
from  public  funds.  Although  the  local  public 
welfare  official  is  responsible  for  providing 
necessary  medical  care  for  indigent  persons, 
the  determination  as  to  the  medical  needs  is 
now  by  law  ‘made  with  the  advice  of  a 
physician.’  ” 

To  quote  again  from  the  report,  headed  “Local 
Medical  Care  Plan — Basic  Principles”: 

“Recognition  by  public  officials,  physicians, 
hospital  administrators,  and  all  other  profes- 
sional personnel,  of  the  Public  Welfare  Com- 
missioner’s legal  responsibility  and  authority, 
within  existing  appropriations,  to  provide  medi- 
cal care  for  all  persons,  under  its  care,  and  for 
such  persons  otherwise  able  to  maintain  them- 
selves, who  are  unable  to  secure  necessary 
medical  care.” 

This  has  been  the  law,  but  is  inoperative. 

“The  establishment  of  a central  unit,  with 
administrative  responsibility  for  the  authori- 
zation and  issuance  of  medical  care,  and 
directed  by  a full-time  or  part-time  physician, 
who,  in  the  discretion  of  public  welfare  official, 


may  be  supported  by  a Medical  Advisory 
Committee,  follows  recognition  of  the  fact 
that  sound  medical  program  administration 
requires: 

(a)  Professional  medical  judgment  and 
controls  such  as  can  be  given  only  by  a 
physician. 

(b)  Simplified  and  smoothly  operating 
procedures  to  effect  the  referral  of 
patients  to  physicians  for  treatment. 

(c)  A clearly  defined  plan  for  keeping  the 
social  service  staff  informed  of  health, 
medical,  and  medical  social  treatment 
needs  of  their  clients. 

(d)  An  accounting  system 

“Whenever  feasible,  the  same  plan  for  pro- 
viding medical  care  shall  be  used  for  all  cate- 
gories of  public  assistance  in  order  to  obviate 
confusion  to  the  recipient  and  medical  attend- 
ant, and  to  aid  in  the  simplification  of  ad- 
ministrative and  accounting  procedures.” 

Now,  to  quote  from  the  Principles  and  Dis- 
cussion, the  first  subdivision  thereof,  “The  Medi- 
cal Aspects  of  Medical  Relief  Should  Be  Super- 
vised by  the  Medical  Profession”: 

“It  was  agreed,  however,  that  an  ‘advisory 
medical  committee’  should  be  established  in 
each  public  welfare  district  and  that  this 
committee  should  act  in  an  advisory  capacity 
only.  It  was  agreed  also  that  no  ruling  on  a 
medical  question  should  be  made  by  a local 
welfare  commissioner  in  the  absence  of  a defi- 
nite recommendation  by  the  medical  director 
or  the  medical  advisory  committee.  The  State 
Department  of  Social  Welfare  agrees  further  to 
advocate  the  use  of  these  committees,  and  the 
exact  manner  in  which  they  should  function 
will  be  outlined  in  a document  to  be  prepared 
jointly  by  the  Department  and  the  State  Medi- 
cal Society.” 

This  was  recommended  two  years  ago,  but  not 
agreed  to  by  the  Department  of  Social  Welfare. 

Under  the  second  subdivision  thereof,  “All 
Physicians  Should  Be  Encouraged  to  Participate 
in  the  Service,”  I quote: 

“It  was  agreed  that  the  State  Department’s 
requirement,  that  a medical  director  or  con- 
sultant be  engaged  wherever  the  plan  is  put 
in  operation,  would  reduce  lay  interference  in 
‘medical  determination’  to  a minimum.  It 
was  pointed  out,  however,  that  the  welfare 
commissioner  is  a layman  who  has  sworn  re- 
sponsibilities which  he  may  not  renoimce — 
including  the  authorization  of  welfare  com- 
mitments— and  that,  while  it  is  agreed  that  in 
medical  matters  he  should  have  the  advice 
and  guidance  of  a medical  director  and/or 
committee  of  professional  men  medically  com- 
petent, the  responsibilities  for  decision  must 
remain  squarely  on  the  shoulders  of  the  com- 
missioner and  may  in  no  sense  be  eliminated 
or  considered  as  ‘lay  interference.’  ” 

Under  the  third  subdivision  thereof,  “Utmost 
Decentralization  of  Control  in  Medical  Matters,” 

I quote: 

“Local  supervising  physicians  or  society 
boards  should  be  able  to  rule  on  use  of  special 
drugs,  use  of  consultants  and  specialists  or  any 
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other  special  treatment,  without  reference  of 
these  questions  to  State  Department  of  Social 
Welfare. 

“Local  welfare  officers  should  have  full 
authority  to  order  special  drugs  and  authorize 
special  modes  of  therapy,  wfth  assurance  of 
reimbursement  to  themselves,  if  approved  by 
local  supervising  physician  or  society  board.” 

Under  the  discussion  of  this  third  subdivision, 
there  appears  this  paragraph: 

“Abolition  of  the  system  wherein  medical 
questions  are  submitted  to  the  State  Depart- 
ment for  decision  is  brought  about  automati- 
cally through  introduction  of  the  medical 
plan.  It  was  pointed  out  that  wherever  the 
plan  is  installed  and  approved  by  the  State 
Department  the  ‘prior  authorization'  system  is 
transferred  to  the  local  agency  under  local 
professional  control.  Under  the  new  system 
professional  members  of  the  State  Department 
staff  will  periodically  examine  the  records  of 
local  agencies  to  determine  whether  or  not  the 
agency  is  adhering  to  the  conditions  estab- 
lished by  themselves  in  their  own  plan.” 

This  will  obviate  the  delays  and  red  tape 
heretofore  interfering  with  adequate  medical 
care. 

Under  the  fourth  subdivision,  “Free  Choice  of 
Physician  Should  Be  Guaranteed  Subject  to 
Protective  Limitations,”  authorization  for  medi- 
cal care  should  be  issued  by  local  welfare  officer 
and  when  possible  on  a fee-for-service  basis. 

Under  the  fifth  subdivision,  “Contract  Prac- 
tice for  Medical  Relief  Should  Be  Disapproved,” 
the  present  system  does  not  stop  abuse  of  con- 
tract practice.  The  plan  should,  therefore, 
be  given  an  opportunity  of  demonstrating  the 
free  choice  of  physician  and  fee-for-service 
basis,  which  is  much  superior  to  contract  prac- 
tice. The  Local  Welfare  Board  should  be  in- 
formed of  the  contrast  between  the  two  systems. 
It  is  the  responsibility  of  the  local  medical 
profession  to  see  that  the  system  is  changed  by 
demonstrating  the  superiority  of  the  fee-for-serv- 
ice basis.  However,  in  no  place  in  the  state  is 
there  an  adequate  method  of  determining  the 
total  costs. 

I quote  under  the  “Discussion”: 

“The  Department  cannot  agree  to  this 
principle  for  the  reasons  stated  under  Prin- 
ciple No.  4.  It  is  quite  obvious  'that  if  the 
Department  finds  the  quality  of  care  in  a 
local  commimity  affected  by  and  to  the  extent 
enumerated  in  Items  1,  2,  and  3,  under  Prin- 
ciple No.  5,  and  these  conditions  traceable  to 
the  use  of  salary  or  contract  doctors,  the  De- 
partment would  in  its  normal  supervisory  role 
insist  upon  a change  in  the  system.” 

Under  the  sixth  subdivision,  “Clinics  Should 
Not  Be  Exploited  to  Avoid  Payment  of  Fees  For 
Service.  They  Should  Be  Used  When  Medi- 
cally Desirable,”  I quote  from  the  discussion: 

“With  the  establishment  of  the  local  medical 
plan,  the  Department  has  no  choice  but  to 
insist  that  existing  clinics  and  other  medical 
sources  be  used  to  the  fullest,  reasonable  ex- 
tent. The  department  does  not,  however, 
insist  upon  the  use  of  such  resources  where 
they  fail  to  meet  the  purpose  for  which  they 


were  established.  In  determining  jointly 
with  the  local  welfare  agency  the  extent  to 
which  clinics  and  other  resources  shall  be  used, 
the  Department  takes  into  consideration 
the  quality  of  service,  the  scope  of  service, 
the  physical  facilities,  and  the  ability  of  the 
clinic  to  handle  qualitatively,  as  well  as  quanti- 
tatively, the  number  of  cases  to  be  referred 
by  the  local  welfare  agency.” 

This  is  a concession.  Heretofore  this  has  been 
obligatory,  regardless  of  the  capacity  or  facilities 
of  the  clinic. 

Under  the  seventh  subdivision,  “Provisions 
Should  Be  Made  to  Enable  Needed  Medical 
Care  to  Be  Furnished  for  Indigent  and  Near 
Indigent  Families  Not  Otherwise  Eligible  for 
Relief,”  medical  indigency  should  be  defined  and 
placed  in  operation. 

I move  the  acceptance  of  the  first  part  of  the 
report. 

....  The  motion  was  seconded.  . . . 

Speaker  Bauer:  This  report  summarizes 

very  largely  the  report  already  printed  in  the 
Annual  Reports  which  have  been  distributed  to 
each  of  you.  This  summary  is  given  to  you  in 
detail  for  your  information,  and  the  reference 
committee  recommends  the  adoption  of  the 
principles  which  have  already  been  approved 
by  the  Subcommittee  on  Medical  Relief  and 
by  the  Council.  That  is  the  substance  of  the 
recommendation  of  the  committee.  Is  there 
any  discussion  on  that  portion  of  the  report? 

....  The  question  was  called  for,  and  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Dr.  Van  Kleeck  : As  to  a subsequent  report, 

pertaining  to  direct  payment  to  the  Aged,  the 
Blind,  and  for  Dependent  Children,  again  I 
quote  from  a joint  statement  by  Christopher 
Wood,  M.D.,  Chairman,  Subcommittee  on 
Medical  Relief,  and  H.  Jackson  Davis,  M.D., 
Chief  Medical  Officer,  State  Department  of 
Social  Welfare: 

“In  the  welfare  districts  in  the  state  where 
physicians  have  heretofore  been  paid  by  the 
Welfare  Department  on  a fee-for-service  basis 
for  authorized  medical  care  given  to  persons 
receiving  Old  Age  Assistance  and  Assistance 
to  the  Blind,  a change  effective  April  1,  1941, 
has  been  made  in  the  method  of  payment — 
so  that  such  persons  will  pay  physicians  directly 
for  such  medical  care  given  during  the  pre- 
ceding month.  This  method  has  been  used 
for  some  time  in  administering  Aid  for  Depend- 
ent Children. 

“It  was  agreed  by  the  representatives  of 
the  Medical  Profession  and  the  welfare  of- 
ficials that  the  installation  of  this  plan  would 
require  careful  preliminary  interpretation 
and  cooperative  planning  in  each  community.” 

The  reference  committee  realizes  that  no 
definite  recommendation  can  be  taken  at  this 
time  and  feels  that  experience  and  data  should 
be  obtained. 

Information  has  gone  around  the  state  that 
the  State  Medical  Society  “accepted”  this 
change  in  system  of  payment  for  authorized 
medical  care  in  these  categories.  That  word  is 
not  accurate  in  this  connection.  The  State 
Society  neither  accepted  nor  rejected,  neither 
approved  nor  disapproved,  but  took  the  position 
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that  it  would  go  along  with  the  State  Depart- 
ment of  Welfare  to  watch  them  after  the  change 
is  made.  The  State  Society  representatives 
were  very  conscious  that  experience  might  be 
unsatisfactory,  but  until  actual  data  could  be 
obtained  they  did  not  feel  that  they  could  take  a 
definite  position  for  or  against. 

The  reference  committee  believes  that  the 
Special  Subcommittee  on  Medical  Relief  has 
accomplished  many  things  that  the  State  Society 
has  striven  for,  for  years.  Their  work  is  to  be 
continued,  and  your  reference  committee  recom- 
mends that  the  principles  and  policies  agreed  to 
by  the  Council  and  Department  of  Social  Wel- 
fare be  approved  by  this  House  of  Delegates  and 
that  an  opportunity  be  given  to  see  how  they 
work  when  in  actual  operation. 

I move  the  adoption  of  this  report,  which  is 
signed  by  myself  as  chairman , Samuel  M.  Aller- 
ton,  Broome;  George  A.  Burgin,  Herkimer; 
W.  Bayard  Long,  New  York;  and  Charles  A. 
Prudhon,  Jefferson. 

We  do  not  make  a recommendation  on  that 
subsequent  report. 

Speaker  Bauer:  On  the  subsequent  report 

relative  to  aid  to  the  blind  and  old  age  security, 
what  the  report  of  the  reference  committee 
simmers  down  to  is  that  the  present  method 
which  has  been  adopted  by  the  State  Department 
of  Social  Welfare  shall  be  tried  out  for  a limited 
period  in  order  to  accumulate  experience  and 
data  relative  to  it,  and  that  no  specific  action 
for  or  against  it  should  be  taken  at  this  time. 
Is  that  true? 

Dr.  Van  Kleeck:  Yes,  that  in  substance  is 
what  it  amounts  to. 

Speaker  Bauer:  Is  there  any  discussion  on 

that? 

Dr.  Charles  F.  McCarty,  Kings:  Kings 
County  has  made  a definite  recommendation 
that  has  been  referred  to  one  of  the  reference 
committees  on  this  subject,  and  they  will  later 
make  their  report. 

Dr.  Van  Kleeck:  Yes,  that  reference  com- 

mittee has  not  yet  reported. 

Speaker  Bauer:  If  that  reference  commit- 

tee has  a subject  to  report  on  which  is  much  the 
same  as  this,  I think  it  would  be  better  to  suspend 
action  on  this  portion  of  the  report  until  after 
that  committee  has  reported  so  they  can  be  acted 
on  jointly,  and  unless  there  is  objection  by  the 
House  the  adoption  of  this  section  of  the  report 
will  be  held  in  abeyance  until  after  the  other 
reference  committee  reports. 

Dr.  Van  Kleeck:  To  clear  the  atmosphere 

slightly,  the  reference  committee  now  reporting 
realizes  that  no  definite  action  can  be  taken  on 
this  at  this  time.  We  do  not  make  a recom- 
mendation, but  what  we  are  making  in  effect  is 
a motion  to  approve  the  report  of  the  Subcom- 
mittee on  Medical  Relief. 

Speaker  Bauer:  The  point  I believe  that 

Dr.  McCarty  made  is  that  the  other  reference 
committee  might  have  a definite  recommenda- 
tion which  would  conflict  with  that. 

Dr.  Van  Kleeck:  Very  well,  I am  satisfied  to 

hold  up  this  part  of  it  until  they  make  their  report. 

Speaker  Bauer:  I think  it  would  be  better 

to  suspend  action  on  this  until  after  we  hear  from 
the  other  reference  committee,  and  then  we  will 
call  on  you  again  for  the  adoption  of  the  balance 
of  your  report. 


65.  Presentation  of  Dr.  Martin  B.  Tinker  to 

the  House 

Speaker  Bauer:  At  this  time  before  we  pro- 
ceed further  there  is  one  matter  I want  to  call  to 
your  attention.  There  is  a gentleman  in  the 
House  who  is  a life  member  of  this  House,  and 
who  comes  very  often  to  our  meetings,  but  hardly 
ever  gets  on  his  feet  so  that  we  have  an  oppor- 
tunity to  see  him.  He  is  celebrating  an  anniver- 
sary. He  was  President  of  the  Medical  Society 
of  the  State  of  New  York  twenty-five  years  ago, 
and  I do  not  think  that  should  go  unnoticed. 
Therefore,  I am  going  to  ask  Dr.  Martin  B. 
Tinker  to  arise. 

....  The  delegates  arose  and  applauded.  . . . 

Dr.  Martin  B.  Tinker,  Tompkins:  Mr. 

Chairman  and  Members  of  the  House  of  Dele- 
gates, you  all  know  that  I am  not  a good 
speaker,  but  it  would  be  unfair  to  let  this  oppor- 
tunity pass  without  saying  how  much  I appre- 
ciate the  honor  that  was  done  by  making  me 
president  of  this  great  Society.  It  is  a great 
responsibility  too,  as  well  as  an  honor.  It  has 
been  a great  pleasure  to  take  a hand  in  the  work 
of  this  Society  over  the  years.  There  are  so 
many  of  the  men  here  now  who  worked  with  me 
year  after  year  on  the  various  committees  of 
our  Society.  As  I look  back  over  the  years, 
it  seems  to  me  that  there  has  been  very  definite 
progress  made. 

It  is  a great  pleasure,  too,  to  see  your  friends 
and  neighbors  shifted  along.  From  a child  in 
the  chair,  Jim  Flynn  has  become  your  president; 
further  along  the  line,  too,  is  our  distinguished 
Cornell  alumnus,  Dr.  Van  Etten;  then  further 
along  is  Arthur  Booth;  and  from  my  friends  up 
in  Buffalo  I see  Harry  Trick.  These  men  have 
all  been  presidents  of  our  Society  and  have 
carried  along  the  work.  I did  not  mention 
Johnson  over  here,  of  Batavia.  He  is  one  of  my 
oldest  and  best  friends. 

There  is  also  the  pleasure  of  seeing  some  of  my 
former  students.  You  get  to  feeling  you  are  al- 
most a grandfather  when  one  of  your  boys,  like 
Floyd  Winslow,  has  become  president  of  the 
State  Medical  Society,  and  another  one  of  your 
pupils,  like  Van  Kleeck,  presents  such  a very 
good  report  as  he  has  just  presented. 

So  many  of  you,  too,  have  sent  me  your  friends 
and  even  your  wives  and  children,  which  is  a dif- 
ferent sort  of  an  honor  and  a different  sort  of 
responsibility.  (Applause) 

Speaker*  Bauer:  Thank  you,  Dr.  Tinker! 

66.  Reconsideration  of  Disposition  of  Resolu- 
tion Pertaining  to  Leaves  of  Absence  for  Officers 

in  Military  Service 

0 Sections  28,  79) 

Speaker  Bauer:  Gentlemen,  there  was  a 

resolution  introduced  in  the  House  by  Dr.  West, 
for  the  First  District  Branch,  which  pertained 
to  leaves  of  absence  for  officers  of  the  State 
Society  and  District  Branches  who  were  in  mili- 
tary service,  and  the  Chair  ruled  this  was  an 
amendment  to  the  Bylaws  and  could  not  prop- 
erly be  considered  at  this  time.  The  Chair  is 
still  of  the  opinion  that  in  its  present  form  that  is 
true,  but  it  is  realized  that  this  is  an  urgent  mat- 
ter, and  if  we  wait  a year  on  it,  it  might  make  it 
entirely  useless,  so  the  Chair  is  going  to  refer  this 
resolution  to  a reference  committee,  and  will 
refer  it  to  Dr.  Masterson’s  Committee  on  New 
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Business  C,  with  instructions  that  they  call  in 
the  legal  counsel,  Mr.  Brosnan,  and  Mr.  Clear- 
water, the  Society’s  attorney,  to  see  whether 
or  not  by  redrawing  the  resolution  some  way 
could  be  found  to  bring  it  within  the  framework 
of  the  Bylaws  so  that  some  action  could  be  taken 
at  this  time. 

Dr.  J.  Lewis  Amster,  Bronx:  Point  of  infor- 
mation: I think  we  could  take  care  of  this 

matter  if  we  referred  this  resolution  directly  to 
this  House  of  Delegates.  By  unanimous  con- 
sent of  the  House  I believe  we  could  act  on  this 
resolution. 

Speaker  Bauer:  If  it  is  against  the  Bylaws 

you  cannot  act  on  it  even  by  unanimous  consent 
of  the  House.  However,  it  is  possible  that  a way 
may  be  found,  perhaps  by  a little  rewording  of 
the  resolution,  for  the  reference  committee  to 
act  on  it  in  the  first  instance,  and  it  will  come 
before  the  House  as  soon  as  the  reference  com- 
mittee reports  on  it;  but  anything  that  is  in 
violation  of  the  Bylaws  cannot  be  done  even  by 
unanimous  consent. 

67.  Report  of  Reference  Committee  on  the 
Reports  of  the  Secretary  and  District  Branches 

Secretary.  Dr.  Stephen  R.  Monteith, 
Rockland:  Your  Reference  Committee  on  the 
Report  of  the  Secretary  wishes  to  comment  on 
the  terse,  concise  nature  of  Dr.  Irving’s  report. 
We  feel  that,  while  this  report  must  of  nature  be 
brief,  it  gives  only  a passing  picture  of  the  multi- 
tudinous activities  and  accomplishments  of  the 
Secretary  and  of  the  other  departments  under  his 
able  supervision  as  General  Manager  of  the 
Society. 

Membership. — Again  your  committee  feels 
that  it  is  necessary  to  comment  on  the  increase 
in  membership  of  the  Medical  Society  of  the 
State  of  New  York.  During  the  year  1940,  a 
net  gain  of  624  members  was  made  as  com- 
pared with  a gain  of  608  in  the  year  1939.  While 
this  increase  in  the  number  of  practicing  physi- 
cians in  the  State  of  New  York  is  not  as  great 
as  that  shown  in  the  peak  year  of  1937,  when  867 
new  members  are  shown,  the  total  increase  from 
1935  through  1940  as  shown  by  your  Secretary’s 
report  reveals  the  alarming  gain  of  3,345  new 
physicians  in  practice  in  this  state  over  this 
five-year  period.  We  use  the  word  “alarming” 
advisedly.  Nowhere  in  the  United  States  is 
the  problem  of  the  refugee  physician  or  his 
close  relative,  the  native-born  graduate  of  for- 
eign schools,  more  acute  than  in  New  York  State. 

Here,  as  shown  by  Dr.  Lawrence’s  compre- 
hensive analyses  of  1939,  the  ratio  of  physician 
to  population  at  that  time  was  1 to  576.  Now 
the  ratio,  we  believe,  for  the  state  as  a whole 
has  decreased  to  the  amazing  figure  of  1 to  476. 
With  the  present  needs  of  the  military  branches 
of  the  Government  forces  being  supplied  wholly 
by  graduates  of  schools  in  the  United  States 
and  Canada,  does  this  situation  not  present  an 
alarming  picture? 

We  wish  here  only  to  emphasize  matters  being 
opened  for  discussion  by  other  committees. 

New  York  Office. — The  foresight  shown  in  the 
moving  of  the  offices  of  the  Society  to  its  present 
midtown  location  has  proved  a boon  to  those  to 
whom  operation  of  the  Society’s  business  has 
been  entrusted. 

The  Council  Committee  on  “Office  Adminis- 


tration and  Policies”  has  functioned  adequately 
and  effects  of  its  work  are  shown  in  the  revamp- 
ing of  the  business  side  of  production  of  the 
Directory  and  Journal.  Mr.  Dwight  Anderson 
has  aided  greatly  in  this  work  and  in  other 
matters  of  advertisement  and  publicity. 

The  Policy  Committee  has  instituted  “Office 
Study”  of  several  matters,  notably  the  fifing 
system  necessary  for  proper  compilations  of 
biographical  records  of  physicians  and  data  used 
in  preparation  of  the  Directory.  An  analysis  of 
the  setup  for  handling  these  matters  was  en- 
trusted to  J.  K.  Lasser  & Co.,  experts  in  this  field. 

While  carrying  out  their  recommendations 
has  entailed  certain  equipment  expenditures 
(referred  to  by  Dr.  Kosmak  in  his  additional  re- 
port this  morning)  it  is  felt  by  those  in  charge 
that  these  expenditures  will  yield  dividends  in 
further  expediting  this  necessary  work. 

' No  doubt  the  position  analysis  (report  of 
which  will  soon  be  made)  covering  the  duties 
and  compensations  of  the  office  force  will  also 
prove  helpful  in  preventing  overlapping  of  effort. 

Your  reference  committee  feels  that  the  busi- 
ness-like way  in  which  the  Council  and  its  com- 
mittees have  approached  the  technical  adminis- 
trative problems  incident  to  effective  operation 
of  the  General  Manager’s  office  deserves  only 
words  of  commendation  from  the  House  of  Dele- 
gates, and  we  feel  sure  that  each  member  of  our 
Society  appreciates  the  invaluable  work  done  by 
our  Administrative  Officers. 

The  fact  that  the  office  of  Dr.  Kaliski,  Direc- 
tor of  the  Bureau  of  Workmen’s  Compensation, 
is  housed  with  the  general  offices,  has  helped 
both  Dr.  Kaliski  and  Dr.  Irving,  as  well  as  kept 
them  at  all  times  available  to  members  of  the 
Society. 

Council  Bulletins. — Your  reference  committee 
notes  that  some  delays  have  been  experienced  in 
publication  of  the  “Bulletins  of  Council  Pro- 
ceedings.” However,  we  are  satisfied  that  un- 
less the  urgency  of  vital  work  prevents,  these 
bulletins  will  appear  promptly  as  directed.  Cer- 
tainly, these  bulletins  will  have  a coordinating 
effect  on  the  work  of  the  county  societies  and 
it  is  to  be  hoped  that  their  appearance  will  be 
regular  in  the  future. 

Coordination  of  Activity. — The  General  Man- 
ager’s Office  has  demonstrated  its  effective  or- 
ganization most  notably  in  the  manner  in  which 
it  has  handled  the  urgent  problem  of  Medical 
Preparedness. 

Your  committee  feels  that  the  Council  Com- 
mittee on  Medical  Preparedness  has  done  its 
job  with  commendable  care  and  with  a spirit  of 
devoted  service.  No  doubt  much  of  the  effec- 
tiveness of  this  work  has  been  due  to  coopera- 
tion received  from  Dr.  Irving  and  his  office 
force,  and  to  them  we  wish  to  express  our  thanks. 
Much  work  remains  to  be  done  in  this  field. 

We  feel  that  Organized  Medicine  in  New  York 
State  under  the  inspired  leadership  so  far  ex- 
hibited will  not  be  found  wanting  in  maintaining 
a concerted  effort  in  the  medical  care  and  pro- 
tection of  both  our  armed  and  civilian  popula- 
tion in  this  time  of  national  emergency. 

I move  the  adoption  of  this  portion  of  the 
report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 
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District  Branches.  Dr.  Monteith:  Your 
reference  committee  has  noted  with  interest  the 
reports  of  the  several  district  branches.  On  the 
whole  the  attendance  at  the  meetings  held  by 
these  branches  has  been  satisfactory,  with  one 
notable  exception,  the  meeting  of  the  Third 
District  Branch.  Due  to  confusion  and  delay 
in  receiving  the  printed  programs,  notices  of  this 
meeting  were  sent  out  very  late.  This  fact,  no 
doubt,  kept  down  the  number  of  members 
present. 

We  wish  to  commend  the  officers  of  the  First 
District  Branch  on  their  continuation  of  the  cus- 
tom of  the  past  few  years  in  conducting  “clinic 
days”  as  part  of  their  activity. 

Your  committee  feels  that  the  recommenda- 
tions made  by  the  House  of  Delegates  last  year 
tending  toward  development  of  the  district 
branches  into  more  cohesive  organizations  be 
continued.  A new  setup  of  each  of  these 
branches  is  desirable  but  your  reference  com- 
mittee feels  that  for  the  present  this  matter 
had  best  be  left  to  the  judgment  of  the  Council 
for  its  development. 

I move  the  adoption  of  this  portion  of  the 
report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Monteith:  Now  I move  the  report  of 

the  committee  as  a whole. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

68.  District  Branch  Constitution  and  Bylaws 

{Section  52) 

Speaker  Bauer:  At  this  point,  you  will 

recall  this  afternoon  that  Dr.  West  asked  a ques- 
tion relative  to  the  revision  of  the  constitution 
and  bylaws  of  the  district  branches,  and  the 
Chair  answered  that  question  and  said  if  there 
was  anything  further  he  would  consult  Dr. 
Lawrence  and  have  him  make  a statement. 
What  the  Chair  said  was  correct,  but  did  not  go 
quite  far  enough.  There  was  another  reason  for 
the  delay  in  the  action  on  the  constitution  and 
bylaws  of  the  district  branches. 

Dr.  Lawrence,  will  you  just  briefly  add  what  I 
did  not  state  this  afternoon  on  this  question  so 
that  Dr.  West  and  the  other  members  of  the 
House  may  be  familiar  as  to  why  there  has  been 
delay  in  this  matter? 

Executive  Officer  Lawrence:  The  prob- 
lem of  the  district  branches  is  complicated  in 
this  way  that  heretofore  the  annual  meetings 
have  been  primarily  scientific  meetings.  Re- 
cently the  activity  of  the  Committee  on  Public 
Health  and  Medical  Education  has  been  ex- 
tended in  a much  more  satisfactory  way  than 
the  district  branches  could  go  in  the  scientific 
field,  so  that  there  is  an  overlapping,  with  the 
result  that  it  has  been  difficult  for  the  district 
branches  to  prepare  a scientific  program  with 
entirely  new  material. 

The  suggestion  has  been  made — and  it  was 
placed  before  the  Council — that  the  district 
branch  program  might  be  developed  into  a pro- 
gram of  this  character,  and  it  is  proposed  to  be 
tried  in  the  Third  District  this  year;  that  is, 
that  the  president,  secretary,  and  chairmen  of  the 
various  component  county  societies  be  invited 


to  attend  the  annual  meeting,  and  at  the  same 
time  the  president,  secretary,  and  chairmen  of 
standing  committees  of  the  State  Society  be  at 
the  meeting,  with  the  idea  that  the  chairmen 
of  the  state  committees  and  the  county  commit- 
tees may  have  an  interchange  with  regard  to 
activities  during  the  coming  year  and  with  re- 
gard to  problems  that  may  present  themselves 
in  the  county  societies.  In  this  way  we  believe 
we  can  probably  bring  the  state  program  to  the 
county  society  in  a way  that  it  seems  we  should 
or  an  improvement  over  the  present  method  at 
any  rate.  This,  of  course,  will  not  include  any 
scientific  papers  whatever.  The  Council  thought 
that  it  would  be  well  to  have  a trial  of  this.  If  it 
works  out,  we  can  recommend  it  for  other  dis- 
trict branches;  but  if  it  does  not  work  out,  we 
will  not  spoil  too  much  at  one  time.  I think 
that  is  what  we  had  in  mind. 

Speaker  Bauer:  Thank  you,  Dr.  Lawrence! 

I think  that  is  purely  informative.  Does  that 
answer  your  question,  Dr.  West? 

Dr.  Theodore  West,  First  District  Branch: 
Could  I have  the  floor  to  make  a few  rebuttal 
remarks? 

Speaker  Bauer:  Yes,  you  may,  Dr.  West, 
but  it  is  not  exactly  rebuttal  inasmuch  as  there 
is  nothing  before  the  House.  It  is  purely  a mat- 
ter of  information. 

Dr.  West:  Perhaps  I should  say  in  ex- 

planation rather  than  in  rebuttal,  but  never 
mind,  the  spirit  is  there  if  the  words  are  bad. 

It  struck  me  when  I got  into  the  First  District 
Branch  to  finish  out  the  term  of  my  predeces- 
sor that  the  district  branch  was  organized  about 
like  nothing  at  all.  There  were  no  bylaws; 
there  was  no  constitution.  I did  not  know  what 
I was  supposed  to  do,  what  I was  supposed  to  do 
it  with,  or  why  I was  supposed  to  do  it. 

Carrying  on  the  work  of  my  predecessor,  we 
got  the  scientific  meeting  going  in  the  same  way 
as  he  had  started  it,  with  great  success;  but  at 
that  time  the  economic  condition  throughout 
our  district  was  getting  rather  acute — it  still  is 
acute,  and  I don’t  think  it  is  getting  any  less 
acute — and  the  thing  that  struck  me  at  that 
time  was  that  the  men  in  Rockland,  and  the  men 
in  Putnam,  and  the  men  in  Dutchess,  and  the  men 
in  Staten  Island,  and  all  the  rest  of  the  counties  in 
the  district  did  not  have  the  slightest  conception 
of  what  problems  confronted  the  other  counties. 

It  seemed  to  me  that  a round-table  discus- 
sion by  the  men  who  knew  the  problems  of  their 
own  county  throughout  the  counties  of  the  dis- 
trict would  bring  the  various  counties  of  the 
district  closer  together;  that  they  would  find 
their  problems  were  largely  the  same,  and  by 
working  together  they  could  do  better  work  in 
trying  to  change  bad  conditions  and  get  difficult 
situations  corrected. 

The  present  plan  of  having  a meeting  once  a 
year  or  so  with  the  State  Society  bringing  its 
problems  to  the  counties  is  splendid.  I thor- 
oughly approve  of  it,  but  I think  in  addition  to 
that  we  need  the  district  branches  to  know  the 
problems  of  the  various  counties  so  that  they 
can  take  them  to  the  State  Society. 

That  is  where  I think  the  present  system  may 
be  a little  weak.  Without  a constitution,  with- 
out any  bylaws,  without  any  form  of  working, 
your  district  branch  cannot  function  because  it 
has  nothing  to  function  with  or  no  plan  to  carry  on. 
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For  that  reason  I should  like  to  ask  the  Coun- 
cil to  speed  up  the  work  and  to  try,  if  possible, 
to  get  some  sort  of  constitution  to  them  to  work 
out  this  plan,  which  in  the  First  District  is 
really  working  out,  I believe,  to  the  advantage 
not  alone  of  the  district  and  component  counties 
in  the  district  but  which  I believe  redounds 
to  the  benefit  of  the  state. 

I have  taken  a tremendous  interest  in  this,  and 
ask  that  the  work  be  speeded  up.  (Applause) 

69.  Report  of  Reference  Committee  on  New 
Business  B — Women  Physicians  for  the  Medical 
Reserve  Corps  of  the  United  States  Army  and 
Navy 

0 Section  19) 

Dr.  Peter  J.  DiNatale,  Genesee:  Mr. 
Speaker  and  members  of  the  House  of  Delegates, 
the  Reference  Committee  on  New  Business  B 
begs  to  submit  the  following  report: 

On  the  resolution  presented  by  the  Medical 
Society  of  the  County  of  New  York,  reading: 

“Whereas,  the  United  States  of  America  is 
at  present  engaged  in  a vast  preparedness  pro- 
gram which  includes  a listing  of  members  in 
the  Medical  Reserve  Corps  available  for 
active  service;  and 

“Whereas  there  are  approximately  8,000 
women  physicians  and  surgeons  in  the  United 
States.  Women  physicians  and  surgeons  of 
America  demonstrated  their  fitness  for  war- 
time service  during  the  first  World  War  when 
they  financed  units  and  staffed  hospitals  with 
well-trained  officers,  in  France  and  Servia;  and 

“Whereas,  the  United  States  Government 
has  to  date  taken  no  cognizance  of  these 
women  physicians  in  time  of  national  emer- 
gency; and 

“Whereas,  the  Government  has  already 
granted  women  nurses  Army  rating  with 
proper  rank,  pay,  and  war-risk  insurance; 
therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the 
women  physicians  and  surgeons  of  America 
be  made  eligible  for  the  Medical  Reserve 
Corps  of  the  United  States  Army  and  Navy, 
and  be  granted  full  privileges  thereof;  and  be 
it  further 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  instruct  their  delegates  to 
the  House  of  Delegates  of  the  American  Medi- 
cal Association,  that  this  request  be  laid  be- 
fore the  House  of  Delegates  of  the  American 
Medical  Association  for  consideration,” 
(Applause) 

your  reference  committee  feels  that  women 
physicians  have  a place  in  our  defense  program 
and  can  be  of  great  value  in  certain  fields  of 
service,  and  should  be  called  upon  for  rendering 
service  as  they  are  capable  of. 

They  should  have  all  the  benefits,  such  as 
proper  rank,  pay,  and  war-risk  insurance,  as  are 
allotted  to  other  physicians. 

Your  committee  approves  the  resolution  and 
moves  its  adoption.  (Applause) 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Emily  D.  Barringer,  New  York:  May 

the  women  physicians  thank  you  all  very  much 


indeed.  There  are  a group  of  them  meeting 
in  this  building  this  evening  and  I know  they 
would  send  up  their  unanimous  thanks  if  they 
knew  of  this  action.  (Applause) 

70.  Report  of  Reference  Committee  on  New 
Business  B — Extending  Invitation  to  American 
Medical  Association  to  Hold  Its  1944  Annual 
Meeting  in  New  York  City 

0 Section  29) 

Dr.  Peter  J.  DiNatale,  Genesee:  On  the 

resolution  submitted  by  the  Medical  Society 
of  the  County  of  New  York  by  Dr.  Heilman, 
leading: 

“Whereas,  the  1940  Annual  Meeting  of  the 
American  Medical  Association  was  a great 
success  in  New  York  City;  therefore  be  it 
“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  extend  an  invitation  to  the 
American  Medical  Association  to  hold  its 
1944  Annual  Meeting  in  New  York  City,” 

your  committee  approves  that  the  meeting  of  the 
American  Medical  Association  be  held  in  1944 
in  New  York  City,  providing  that  the  New  York 
State  Medical  Society  meeting  is  held  in  some 
other  city,  because  we  feel  that  attendance  at  the 
New  York  State  Medical  Society  meeting  is  re- 
duced when  both  meetings  are  held  the  same 
year  in  New  York  City. 

I move  the  adoption  of  the  report  of  the 
reference  committee. 

....  The  motion  was  seconded.  . . . 

Speaker  Bauer:  The  reference  committee’s 

report  is  rather  predicated  on  something  that 
has  not  yet  been  decided.  I wonder  if  the 
committee  can  make  a little  more  concrete  recom- 
mendation. 

Dr.  DiNatale:  What  meeting  has  not  been 

decided  upon? 

Speaker  Bauer:  Where  the  meeting  of  the 

Medical  Society  of  the  State  of  New  York  will 
be  held  in  1944  has  not  been  decided  on.  True, 
we  usually  go  to  New  York  City  in  alternate 
years,  so  in  all  probability  in  1944  the  meeting 
would  be  held  in  New  York  City.  The  point  of 
the  resolution  I think  could  be  brought  out  if  the 
committee  extended  an  invitation  for  a future 
year,  or  if  they  recommended  definitely  that 
the  invitation  be  extended  and  that  the  meeting 
of  the  State  Society  be  not  held  in  New  York  that 
year.  I think  you  have  to  have  a definite  recom- 
mendation, not  predicated  on  something  that 
has  not  yet  been  decided. 

Dr.  Alfred  M.  Hellman,  New  York:  As  the 
maker  of  that  resolution  may  I amend  it  to  read 
1945?  It  is  customary  to  hold  the  State  Meeting 
every  other  year  in  New  York  City,  and  that 
would  bring  it  to  New  York  City  in  1944. 

Speaker  Bauer:  The  only  point  about  that 

amendment  would  be  this,  Dr.  Hellman : There 

would  be  no  point  in  presenting  such  a request  to 
the  House  of  Delegates  of  the  American  Medical 
Association  for  1945,  as  they  select  the  meeting 
place  three  years  ahead,  and  the  1944  meeting 
place  would  be  the  one  selected  this  year. 

Dr.  Hellman:  I withdraw  my  amendment. 

Speaker  Bauer:  As  I understand  it,  the 

way  the  resolution  now  reads  is  that  the  State 
Society  should  extend  an  invitation  to  the  Ameri- 
can Medical  Association  to  meet  in  New  York 
City  in  1944? 
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Dr.  DiNatale:  Right! 

Speaker  Bauer:  And  that  the  State  Society 
meeting  should  not  be  held  in  New  York  City 
at  that  time,  is  that  right? 

Dr.  DiNatale:  That  was  the  feeling  of  the 
committee.  In  view  of  the  experience  last  year, 
we  thought  the  attendance  at  the  State  Meeting 
was  held  off  because  a lot  of  the  doctors  waited 
for  the  American  Medical  Association  meeting 
in  New  York  City.  We  wondered  whether  it 
was  a wise  policy  to  hold  the  two  meetings  in  the 
same  year  in  the  same  city. 

Dr.  Harry  Aranow,  Bronx:  Why  not  make 
the  invitation  to  the  American  Medical  Associa- 
tion, and  then  if  it  is  accepted  the  State  Society 
will  decide  for  itself  whether  it  wants  to  hold  its 
meeting  in  New  York  that  year  or  not? 

Speaker  Bauer:  You  suggest  then,  I take 

it,  that  this  motion  be  separated  and  that  it  be 
amended  to  read  that  the  invitation  be  ex- 
tended to  the  American  Medical  Association 
for  1944,  without  any  strings  attached  to  it. 

Dr.  Aranow:  Yes. 

Speaker  Bauer:  Do  you  make  that  as  a 
motion? 

Dr.  Aranow:  I do. 

....  The  amendment  was  seconded.  . . . 
Speaker  Bauer:  The  question  then  is  on 

the  amendment  to  the  committee’s  report;  that 
is,  that  the  matter  of  the  1944  New  York  State 
Society  meeting  place  be  eliminated,  and  that 
an  invitation  be  extended  to  the  American  Medi- 
cal Association  to  meet  in  New  York  City  in 
1944. 

Is  there  any  discussion  on  the  amendment? 

Dr.  John  J.  Buettner,  Onondaga:  Un- 
doubtedly, the  attendance  last  year  was  in- 
fluenced by  the  fact  that  the  World’s  Fair  was 
being  held  in  New  York.  Possibly  with  no 
World’s  Fair  being  present  in  1944,  it  may  make  a 
difference. 

....  The  question  was  called  for  on  the  amend- 
ment, and  the  motion  was  put  to  a vote,  and  the 
amendment  was  unanimously  carried.  . . . 

Speaker  Bauer:  You  now  have  before  you 
the  amended  motion  for  adoption. 

....  The  question  was  called  for,  and  the 
motion  was  put  to  a vote,  and  the  amended 
motion  was  unanimously  carried.  . . . 

71.  Report  of  Reference  Committee  on  New 
Business  B — Corporate  Practice  of  Medicine 

0 Section  26) 

Dr.  Peter  J.  DiNatale,  Genesee:  On  the 
resolution  presented  by  the  Medical  Society  of 
the  County  of  Westchester  on  the  Corporate 
Practice  of  Medicine,  reading: 

“Whereas,  the  practice  of  medicine  or  of 
any  other  profession  by  a corporation  is  ad- 
visedly prohibited  by  most  of  the  States  of  the 
Union;  and 

“Whereas,  New  York  State  now  authorizes 
the  formation  of  nonprofit  corporations  in  the 
field  of  voluntary  health  and  medical  expense 
insurance,  a development  which  may  ulti- 
mately be  extended  to  the  authorization  of  the 
virtual  practice  of  medicine  by  commercial  as 
well  as  nonprofit  corporations;  and 

“Whereas,  proponents  of  radical  innova- 
tions in  the  practice  of  medicine  are  known  to 
be  seeking  means  of  breaking  down  or  of  cir- 
cumventing present  legal  obstacles  to  the  out- 


right or  disguised  practice  of  medicine  by  cor- 
porations; therefore  be  it 

“ Resolved,  that  the  House  of  Delegates  re- 
quest the  Council  to  designate  a committee  to 
study  the  present  laws  and  precedents  in  New 
York  State  relating  to  the  corporate  practice 
of  medicine;  this  committee  to  be  charged 
with  the  continuing  duty  of  studying  and 
periodically  reporting  to  the  House  of  Dele- 
gates and  to  the  Society  its  findings  and 
recommendations,  with  a view  to  preventing 
the  destruction  or  circumvention  of  legal  safe- 
guards against  corporate  practice  in  New  York 
State,” 

your  committee  feels  that  the  Council  and  duly 
elected  officers  should  at  all  times  be  cognizant 
of  any  impending  legislation  and  be  on  the  alert 
to  study  the  same. 

Your  committee  approves  the  resolution  and 
moves  its  adoption. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote  and  was 
unanimously  carried.  . . . 

72.  Report  of  Reference  Committee  on  New 
Business  B — Medical  Relief — Ambulatory  Care 

( Section  54) 

Dr.  Peter  J.  DiNatale,  Genesee:  On  the 
resolution  introduced  by  the  Bronx  County 
Medical  Society  on  the  Care  of  the  Indigent, 
reading: 

“Whereas,  the  indigent  of  the  City  of 
New  York  are  provided  with  medical  care 
through  a plan  devised  by  the  Medical  and 
Nursing  Service  for  Home  Care;  and 

“Whereas,  these  same  indigents  require 
ambulatory  care  for  which  no  provision  is 
made;  and 

“Whereas,  the  physicians  of  the  City  of 
New  York  are  supplying  this  ambulatory 
care  without  remuneration;  be  it 

“ Resolved , that  the  Bronx  County  Medical 
Society  recommend  that  provisions  be  made 
for  the  ambulatory  care  of  indigent  patients 
in  the  office  of  the  private  practitioners  and 
that  the  physicians  be  adequately  remuner- 
ated for  this  care;  and  be  it  further 

“ Resolved , that  these  resolutions  be  intro- 
duced at  the  House  of  Delegates  at  the  meeting 
of  the  New  York  State  Medical  Society  in 
April,  1941,” 

the  Reference  Committee  on  Business  B approves 
the  resolution  as  read.  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

73.  Report  of  Reference  Committee  on  New 
Business  B — Medical  Relief — Direct  Payment 
of  Medical  Fees  to  the  Aged,  the  Blind,  and 

Dependent  Children 

(Sections  22,  23,  33) 

Dr.  Peter  J.  DiNatale,  Genesee:  In  re- 

gard to  the  resolutions  as  proposed  by  the  Medi- 
cal Society  of  the  County  of  Kings,  reading: 

“Whereas,  under  existing  laws,  it  is  the 
duty  of  the  State  to  provide  medical  care  for 
those  persons  who  are  unable  to  provide  this 
care  for  themselves;  and 

“Whereas,  the  cost  of  medical  care  is  vari- 
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able  and,  at  the  present  time,  cannot  be  esti- 
mated in  advance;  and 

“Whereas,  under  the  Social  Security  Act 
parents  for  assistance  in  categories  for 
which  grants  are  given  by  the  Federal  Govern- 
ment, such  as  the  aged,  the  blind  and  de- 
pendent children,  can  be  made  only  to  the  re- 
cipient of  this  assistance;  and 

“Whereas,  under  this  ruling  physicians 
treating  persons  receiving  old  age  assistance, 
aid  to  the  blind  or  aid  to  dependent  children 
can  no  longer  be  paid  directly  by  the  local 
welfare  organizations;  and 

“Whereas,  physicians,  nurses,  appliance 
dealers,  etc.,  have  no  accurate  knowledge  of 
when  persons  in  these  categories  receive 
checks  to  pay  for  medical  services  which 
physicians  and  others  have  given  them;  and 
“Whereas,  this  tends  to  cause  additional 
hardship  to  physicians  and  others  by  either 
requiring  them  to  go  to  the  patient’s  home, 
possibly  several  times  to  collect  their  fee,  or 
to  treat  these  patients  without  just  recom- 
pense; and 

“Whereas,  we  realize  that  the  Subcommit- 
tee on  Medical  Relief  of  the  State  Medical 
Society,  the  New  York  State  Department  of 
Social  Welfare,  and  the  New  York  City  De- 
partment of  Welfare  feel  that  persons  render- 
ing medical  care  of  New  York  State  should 
be  paid  directly  but  that  the  State  could  not 
sacrifice  approximately  $900,000  per  year  in 
Federal  grants  for  medical  care  which  they 
must  sacrifice  under  this  provision  of  the  Social 
Security  Act  if  the  monies  were  paid  to  other 
than  the  recipients-of-aid  in  these  categories; 
therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York,  through  its  Delegates  to 
the  American  Medical  Association,  request 
that  the  American  Medical  Association  have 
legislation  initiated  to  provide  a change  in  the 
Social  Security  Act  so  that  persons  rendering 
medical  care  to  recipients-of-aid  from  any 
government  agency  may  be  paid  directly  by 
that  agency,” 

and  the  Medical  Society  of  the  County  of  New 
York,  reading: 

“Whereas,  after  April  1,  1941,  checks  from 
the  Department  of  Welfare  of  the  State  of 
New  York  (Q.  Y.  Form  M.  med  383  b)  for  the 
Medical  Care  of  those  patients  entitled  to 
Old  Age  Assistance  and  Blind  Assistance 
will  be  issued  directly  to  the  recipients  of  the 
care  and  not  to  the  doctors  rendering  it;  and 
“Whereas,  this  forces  the  physician  to  col- 
lect these  fees  from  indigent  people  who  may 
be  unreliable;  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  being  op- 
posed to  the  proposed  change  in  method  of 
payment;  and  that  the  Society  request  the 
Department  of  Welfare  to  continue  its  former 
method  of  paying  these  physicians  directly,” 

and  we  have  two  letters  from  the  Medical  Society 
of  Broome  County  and  from  the  Medical  Society 
of  Wyoming  County  on  the  same  subject,  which 
strictly  speaking  are  not  resolutions  but  are 
merely  informative,  your  reference  committee 
has  taken  the  following  stand: 

Your  committee  feels  that  these  resolutions 


are  in  the  main  identical,  and  that  they  both  are 
in  contradiction  to  the  study  and  plans  evolved 
by  the  joint  committees  on  Medical  Relief  of  the 
Medical  Society  of  the  State  of  New  York  and 
theNewYork  State  Department  of  Social  Welfare. 

This  committee  feels  after  a study  of  the  joint 
plans  that  the  plan  should  be  given  a fair  oppor- 
tunity of  being  put  into  effect. 

The  joint  plan  states  that  the  representatives 
of  the  Medical  Society  of  the  State  of  New  York 
and  the  State  Department  of  Social  Welfare 
agreed  that  the  medical  features  of  the  program 
would  be  subject  to  a careful  review  after  six 
months  of  operation  to  determine: 

1.  Whether  or  not  the  anticipated  savings 
materialize; 

2.  Whether  there  are  difficulties  in  the  opera- 
tion of  the  direct  payment  plan,  which 
cause  individual  physicians  or  local  welfare 
officers  concern. 

Both  the  State  Department  of  Social  Welfare 
and  the  Medical  Society  of  the  State  of  New 
York  will  be  glad  to  review  and  make  even- 
effort  to  solve  any  locally  unresolved  problems 
encountered  in  the  installation  and  operation  of 
the  “Direct  Payment  Plan”  if  the  specific  prob- 
lems, with  identifying  details,  are  submitted  to 
the  proper  authorities. 

In  view  of  the  above  joint  statement  in  part, 
your  reference  committee  feels  that  the  resolu- 
tion of  the  Medical  Society  of  the  County  of 
New  York  and  the  Medical  Society  of  the  County 
of  Kings  be  disapproved. 

I move  the  adoption  of  the  report  of  the  refer- 
ence committee. 

....  The  motion  was  seconded.  . . . 

Dr.  DiNatale:  I believe  that  the  reference 
committee  of  which  Dr.  Van  Kleeck  is  chairman 
has  also  considered  this  subject,  and  has  a recom- 
mendation to  make  on  it. 

Speaker  Bauer:  That  portion  of  his  report 

has  not  been  acted  upon,  but  has  been  held  in 
abeyance  pending  the  report  of  this  reference 
committee  on  that  subject. 

Dr.  Louis  A.  Van  Kleeck:  The  Reference 
Committee  on  the  Report  of  the  Council,  Part 
VI,  recommended  that  no  action  be  taken. 

Speaker  Bauer:  You  have  before  you  the 

recommendation  of  the  reference  committee 
which  carries  with  it  the  disapproval  of  both 
the  resolutions,  and  recommends  that  a trial 
be  given  to  the  plan  which  has  been  promulgated 
by  the  Department  of  Social  Welfare  in  order 
to  accumulate  experience  on  that  plan.  It  is  in 
substance  the  same  recommendation  that  Dr. 
Van  Kleeck  made  in  his  committee’s  report  a 
short  while  ago,  and  which  we  held  in  abeyance 
pending  the  report  on  these  resolutions  and 
letters. 

Dr.  Van  Kleeck:  Yes. 

Speaker  Bauer:  Is  there  any  discussion 

on  the  Reference  Committee  on  New  Business 
B’s  report? 

Dr.  Leo  F.  Schiff,  Clinton:  It  seems  to  me 

it  would  be  a bad  thing  for  this  State  Society  to 
go  on  record  as  disapproving  of  these  resolutions. 
There  is  another  course  which  can  be  taken,  and 
which  would  be  consistent  with  the  action  taken 
on  Dr.  Van  Kleeck’s  report,  and  that  would  be 
to  recommend  that  no  action  be  taken  on  these 
resolutions.  It  would  not  be  approving  them 
and  still  it  would  not  be  disapproving  them. 
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I would  suggest  to  the  committee  chairman 
that  if  he  cares  to  change  his  recommendation 
at  this  time  it  would  be  the  simplest  way  out  of  it 
without  recording  ourselves  as  disapproving 
something  which  might  leave  us  open  to  a mis- 
understanding later. 

Dr.  DiNatale:  Your  chairman  will  gladly 

accept  the  recommendation  as  made  by  Dr. 
Schiff  in  regard  to  these  resolutions. 

....  The  seconder  acquiesced  in  the  sugges- 
tion. . . . 

Speaker  Bauer:  The  motion  before  you, 

then,  is  that  no  action  be  taken  on  these  resolu- 
tions at  the  present  time,  but  that  an  oppor- 
tunity be  given  to  see  how  the  plan  already  in 
operation  will  work  out. 

Is  there  any  further  discussion? 

Dr.  Van  Kleeck:  In  regard  to  this,  as  I 

understand  it,  the  trouble  here  is  that  if  the  pay- 
ment is  made  by  the  welfare  officer  to  the  doc- 
tor there  is  an  allocation  of  federal  money  that 
will  be  lost.  Am  I right  so  far? 

Speaker  Bauer:  That  is  true. 

Dr.  Van  Kleeck:  The  State  of  New  York 
pays  a large  amount  into  this  fund,  and  it  gets 
back  again  money  from  the  federal  fund.  Am  I 
right  there? 

Speaker  Bauer:  A certain  amount. 

Dr.  Van  Kleeck:  At  any  rate  it  pays  a 

larger  amount  into  this  fund  than  other  states 
do? 

Speaker  Bauer:  Yes. 

Dr.  Van  Kleeck:  My  committee  was 

afraid  of  that  feature.  If  we  want  the  welfare 
officer  to  pay  the  doctor,  then  they  lose  $900,000 
a year  in  this  state.  Am  I right  there? 

Speaker  Bauer:  That  is  correct. 

Dr.  Van  Kleeck:  Is  Dr.  Christopher  Wood 
here? 

Dr.  Merwin  E.  Marsland,  Westchester: 
No,  he  has  been  called  out. 

Dr.  Van  Kleeck:  He  made  the  statement 
when  he  appeared  before  the  reference  committee 
that  physicians  should  give  this  plan  a trial, 
that  is,  where  the  money  is  given  to  the  blind  or 
agent  of  the  dependent  children  directly,  and 
establish  with  them  a sort  of  independent  feeling 
that  will  encourage  them  to  pay  their  own  doc- 
tors’ bills.  Furthermore,  it  is  more  or  less  con- 
ceded that  they  will  do  so. 

If  the  physician  does  not  receive  his  pay  for 
services  rendered  to  those  people  he  will  confer  a 
favor  upon  this  special  subcommittee  of  the 
Council  if  he  will  so  inform  his  county  society 
and  they  in  turn  communicate  the  poor  results 
he  has  had  to  the  subcommittee.  Do  I make 
myself  clear  on  that? 

Chorus:  Yes. 

Dr.  Van  Kleeck:  For  statistical  purposes, 

the  special  subcommittee,  which  is  going  to 
continue  on  with  this  work  wishes  the  informa- 
tion as  to  whether  or  not  the  doctors  are  ex- 
periencing any  difficulty  in  receiving  payment 
direct  from  the  people  who  receive  the  medical 
care.  I approve  the  recommendation  of  my 
committee,  and  Dr.  Schiff’s  suggestion,  that  no 
action  be  taken  on  these  resolutions. 

Speaker  Bauer:  Is  there  any  further  dis- 

cussion? 

Dr.  James  Greenough,  Otsego:  It  seems  to 

me  that  there  is  a difference  between  these  two 
resolutions  that  have  been  presented  to  us. 


The  first  one  is  to  ask  the  American  Medical 
Association  to  ask  the  Federal  Government  to 
remove  this  stipulation.  The  second  one  is  to 
ask  the  State  Welfare  Department  to  remove  it. 

Would  there  be  any  reason  why  the  dele- 
gates to  the  American  Medical  Association 
should  not  ask  the  Federal  Government  to 
remove  this  prerequisite? 

Speaker  Bauer:  Do  you  wish  to  make  any 

motion  in  regard  to  it? 

Dr.  Greenough:  I should  like  to  amend  the 

recommendation  of  the  reference  committee  so 
that  it  will  approve  the  first  resolution  that  was 
r ead  instructing  the  delegates  of  the  State  Medi- 
cal Society  to  the  American  Medical  Association 
to  institute  proceedings  there  to  change  the 
action  of  the  Federal  Government  in  enforcing 
this  requirement. 

....  The  motion  was  seconded  by  several.  . . . 

Speaker  Bauer:  It  has  been  moved  and 

seconded  that  the  Report  of  the  Reference  Com- 
mittee on  New  Business  B be  amended  to  the 
effect  that  the  first  resolution  which  was  intro- 
duced— I believe  by  the  County  of  Kings? 

Dr.  DiNatale:  Yes. 

Speaker  Bauer:  To  memorialize  the  Ameri- 

can Medical  Association  to  take  steps  to  have 
the  law  changed  so  that  the  states  would  not  be 
penalized  if  they  made  direct  payments  to  the 
doctors,  be  approved,  and  that  no  action  be 
taken  on  the  other  resolution. 

Dr.  DiNatale:  The  reference  committee 

felt,  in  view  of  the  fact  that  the  plan  as  it  had 
been  worked  out  by  the  Subcommittee  on  Medi- 
cal Relief  of  the  Council  in  joint  meeting  with 
the  State  Welfare  Department  had  had  no 
opportunity  to  be  tried  out,  to  ask  for  a change 
without  giving  the  plan  a fair  trial  was  not  the 
proper  thing  to  do. 

Dr.  David  J.  Kaliski,  New  York:  I think 
there  is  some  misapprehension  about  the  stand 
of  the  State  Medical  Society  and  the  local 
county  societies  on  this  proposal.  There  was  no 
hesitation  on  the  part  of  the  State  Welfare  Of- 
ficers, I believe,  in  stating  that  they  did  not 
favor  the  principle  that  the  money  should  be 
paid  directly  to  the  relief  recipients,  but  it  was  a 
portion  of  the  law  and  it  had  to  be  carried  out  as 
it  was  statutory. 

In  order  to  meet  this  statutory  requirement, 
they  requested  the  State  Society  to  try  it  out 
for  a period  of  time,  and  the  State  Society,  al- 
though it  objected  to  the  principle  of  paying  the 
recipient  directly  rather  than  the  doctor,  agreed  to 
make  the  trial  over  a period  of  about  six  months. 

Therefore,  I don’t  think  there  is  anything 
antagonistic  in  the  resolution  asking  the  Federal 
Government  to  change  the  law  in  regard  to 
the  direct  payment  to  recipients  for  medical  care. 

Secondly,  I think  that  the  local  county  socie- 
ties in  the  metropolitan  area  very  strongly  re- 
sisted the  trial,  although  they  were  forced  to 
carry  on  with  the  State  Medical  Society  because 
of  the  fact  that  in  certain  parts  of  the  state  it  was 
apparent  that  relief  recipients — old  age  recipi- 
ents rather — were  paying  their  doctors  in  the 
majority  of  instances;  but  I don’t  believe  that 
we  could  say  if  we  passed  the  first  resolution 
we  are  going  counter  to  anything  that  the  State 
Medical  Society  Committee  agreed  upon. 

Dr.  F.  Leslie  Sullivan,  Schenectady:  It 

seems  to  me  that  the  further  we  go  on  with  the 
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discussion  of  these  resolutions  the  more  con- 
fused we  get.  It  has  always  been  the  aim  of  this 
Society  in  the  past — and  i think  it  is  one  of  the 
ideals  that  we  relish — to  maintain  a direct 
doctor-patient  relationship.  We  have  stressed 
that  in  New  York  State,  we  have  stressed  it  in 
all  the  states  of  the  Union  that  the  doctor  and 
the  patient  must  not  be  divided,  but  they  must 
be  directly  related. 

Secondly,  through  the  work  of  this  Subcom- 
mittee on  Medical  Relief  the  doctors  of  this 
state  have  the  opportunity  to  have  a hand  in  the 
administering  of  this  type  of  work.  They  also 
have  an  opportunity  to  take  care  of  the  abuses 
that  might  arise  from  a direct-payment  system, 
if  we  believe  that  such  should  be  administered. 

I don’t  believe  that  a resolution  from  this 
House  to  the  American  Medical  Association, 
asking  them  to  prepare  legislation  to  amend  this 
section  of  the  public  welfare  law  so  that  direct 
payment  may  be  made  to  the  doctor  for  care  is 
consistent  with  the  policy  that  we  wish  to  follow. 
Further,  this  committee  conducted  its  negotia- 
tions in  the  belief  that  the  House  still  desired 
that  the  relationship  between  the  doctor  and 
his  patient  should  be  undisturbed. 

In  the  administration  of  relief  for  dependent 
children,  it  has  been  found  that  the  abuse  of  the 
direct-payment  system  has  been  less  than  2 
per  cent,  and  I think  that,  consistent  with  the 
recommendation  of  the  Subcommittee  on  Medi- 
cal Relief,  we  can  give  them  an  opportunity 
over  a six  months’  period  to  find  out  whether  or 
not  this  thing  will  work. 

Speaker  Bauer:  Is  there  any  further  dis- 

cussion on  the  amendment?  If  not,  the  ques- 
tion is  on  the  amendment.  The  amendment  is 
that  the  committee’s  report  be  changed  to 
provide  that  this  resolution  shall  be  passed 
memorializing  the  American  Medical  Associa- 
tion to  take  efforts  to  have  the  Social  Security 
Law  changed. 

....  The  question  was  called  for,  and  the 
amendment  was  put  to  a vote,  and  was  lost.  . . . 

Speaker  Bauer:  The  question  is  now  on  the 

recommendation  of  the  reference  committee 
as  amended  by  Dr.  Schiff,  and  as  accepted  by 
Dr.  DiNatale,  the  chairman  of  the  reference 
committee,  that  no  action  be  taken  on  these 
resolutions.  Is  there  any  discussion  on  that? 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  carried. . . . 

74.  Report  of  the  Reference  Committee  on 
New  Business  B — Medical  Preparedness — 
Funds  for  County  Society  Committees 

{Section  21) 

Dr.  Peter  J.  DiNatale,  Genesee:  On  the 
resolution,  as  presented  by  the  Medical  Society 
of  the  County  of  Kings,  reading: 

“Whereas,  the  American  Medical  Asso- 
ciation and  the  Medical  Society  of  the  State 
of  New  York  have  agreed  to  assist  the  Federal 
Government  in  National  Defense;  and 

“Whereas,  this  has  necessitated  the  selec- 
tion of  over  2,000  physicians  in  New  York 
State  to  work  on  Local  Draft  Boards  and 
Medical  Advisory  Boards;  and 

“Whereas,  selection  and  recommendation  of 
physicians  to  serve  on  these  Boards  has 
necessitated  innumerable  telephone  confer- 
ences and  correspondence;  and 


“Whereas,  requests  are  constantly  being 
made  of  the  county  medical  societies  by  both 
the  State  Medical  Society  and  the  Army  as  to 
the  capacity  of  physicians  to  do  certain  types 
of  work;  and 

“Whereas,  we  are  now  being  requested  to 
review  the  records  of  and  to  certify  the  4,600 
doctors  of  Brooklyn  as  to  their  availability  for 
military  or  naval  service,  or  as  to  their  need 
for  the  care  of  the  civilian  population;  and 

“Whereas,  this  is  an  added  burden  on  al- 
ready overburdened  clerical  and  stenographic- 
staffs  in  the  county  medical  societies;  therefore 
be  it 

“ Resolved , that  the  New  York  State  Medical 
Society  allot  sufficient  funds  to  the  county 
societies  to  provide  additional  necessary 
clerical  and  stenographic  help  and  office  equip- 
ment to  assist  in  carrying  on  the  work  of  the 
committees  on  medical  preparedness,” 

your  reference  committee  felt  that  as  this  was 
really  work  asked  for  by  the  American  Medical 
Association,  by  doctors  of  doctors,  this  resolution 
should  be  changed  to  read: 

“That  the  Medical  Society  of  the  State  of 
New  York  allot  sufficient  funds  to  assist  the 
county  committees  on  medical  preparedness 
where  it  is  evident  that  such  assistance  is 
needed.” 

The  resolution,  as  amended,  is  approved  by 
your  reference  committee.  I move  its  adoption 
as  so  amended. 

....  The  motion  was  seconded.  . . . 

Speaker  Bauer:  You  have  before  you  the 

report  of  the  reference  committee,  which  is 
amending  the  original  resolution,  providing  for 
the  allotment  of  funds  by  the  State  Medical 
Society  where  such  assistance  is  deemed  neces- 
sary. Is  there  any  discussion  on  that  report? 

Dr.  George  W.  Kosmak,  New  York:  This 
seems  to  me  a very  indefinite  proposition.  We 
do  not  know  how  much  assistance  will  be  needed 
by  these  individual  county  societies.  I think 
if  we  are  to  extend  such  aid  a much  more  definite 
and  detailed  proposition  should  be  put  before  us. 
My  God,  you  cannot  tell  where  this  is  going  to 
end  up.  (Applause) 

Dr.  Harold  J.  Harris,  Essex:  I do  this  work 

for  our  county  society,  Essex.  It  is  a small  one, 
but  it  is  work  that  physicians  have  to  do.  I 
cannot  see  where  clerical  hire  or  office  equipment 
comes  into  it.  I think  in  any  county  it  is  a 
matter  of  physicians  judging  the  qualifications  of 
other  physicians,  and  I do  not  see  how  we  can  em- 
ploy clerical  hire  to  do  that  for  us.  (Applause) 
Dr.  Frederic  E.  Sondern,  New  York:  Mr. 
Speaker  and  Gentlemen,  I think  it  is  a pretty 
well-established  rule  that  the  House  of  Delegates 
cannot  vote  any  money  for  any  purpose.  There- 
fore, if  you  are  going  to  pass  any  resolution  like 
this  you  are  going  to  recommend  to  the  Board  of 
Trustees  and  not  vote  the  money. 

I am  “agin”  it  down  in  my  heart,  but  if  you 
are  going  to  do  it,  don’t  do  it  directly  but  recom- 
mend it  to  the  Trustees,  and  let  them  be  the 
judges.  (Applause) 

Speaker  Bauer:  Dr.  Sondern’s  point  of 

order  is  correct.  Expenditures  must  be  recom- 
mended to  the  Board  of  Trustees. 

Dr.  John  J.  Masterson,  Kings:  I am  sorry 

Dr.  McGoldrick  is  not  here;  he  is  evidently 
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downstairs  on  a reference  committee.  In  Kings 
County,  where  I happen  to  be  chairman  of  the 
board  of  trustees,  we  have  had  to  spend  some 
real  money  for  this  work.  We  have  had  to  hire 
additional  quarters,  we  have  had  to  buy  a type- 
writer, we  have  had  to  buy  a desk,  we  have  had 
to  buy  some  files,  and  we  have  had  to  hire  a 
stenographer. 

Dr.  Kosmak  said,  and  properly  so,  that  they 
should  know  how  much  the  various  county  socie- 
ties need.  Well,  we  don’t  know  ourselves  how 
much  we  will  need  because  we  don’t  know  how 
much  work  we  are  going  to  do. 

I think  some  provision  should  be  made 
whereby  this  House  of  Delegates  or  some  other 
body  has  the  power  to  say  whether  our  money 
shall  be  expended  or  not,  and  not  the  Board  of 
Trustees  alone;  because  I think  if  only  the  Board 
of  Trustees  has  the  power  to  say  whether  money 
shall  be  expended  or  not,  then  the  Board  of 
Trustees  is  the  State  Society  when  it  comes  to 
funds,  and  not  the  House  of  Delegates,  or  the 
body  itself. 

In  the  large  counties  this  is  a serious  question. 
We  cannot  lay  down  on  the  job  in  Kings  because 
we  have  had  to  spend  this  money.  We  want  to 
do  our  part.  We  have  received  a questionnaire 
to  send  to  all  the  hospitals  in  the  city  asking 
how  many  men  they  will  require  on  their  staff. 
We  have  got  to  get  in  contact  with  all  those 
medical  reserve  officers  who  have  not  responded 
to  the  questionnaire;  and  if  anybody  does  not 
think  that  is  real  work  in  a county  of  4,500  men 
they  are  mistaken. 

We  are  spending  money  which  we  feel  either 
the  State  Society  or  a state  or  federal  agency 
should  do  the  spending  on,  and  not  us. 

Speaker  Bauer:  For  the  information  of  the 

House  I will  read  the  last  sentence  of  Chapter  IX 
of  the  Constitution: 

“The  approval  of  the  Council  and  of  the 

Board  of  Trustees  shall  be  necessary  for  the 

expenditure  of  any  funds  of  the  Society.” 

Dr.  Harry  Aranow,  Bronx:  I make  an 

amendment  to  the  effect  that  this  be  referred  to 
the  Council  for  determination  of  the  amount  at 
the  time  such  expenditure  is  deemed  necessary. 

Speaker  Bauer:  That  is  not  properly  an 
amendment,  but  I will  take  it  as  a motion  to 
commit. 

Dr.  Harry  Aranow:  Very  well! 

Speaker  Bauer:  Dr.  Aranow  moves  that 

the  matter  be  referred  to  the  Council  for  action. 

Dr.  Louis  A.  Van  Kleeck,  Nassau:  I 

second  that. 

Speaker  Bauer:  Is  there  any  discussion  on 

the  motion  to  commit? 

Dr.  Edward  T.  Wentworth,  Monroe:  I 

don’t  like  that  because  I don’t  see  where  the 
money  is  coming  from.  Granted  that  Kings 
County  may  need  assistance,  I cannot  quite  see 
how  Lewis  County  should  assist  them  or  why 
they  should  have  to  assist  them. 

Possibly  the  Federal  Government  should  pay 
this  bill,  but  if  it  does  not  I cannot  see  at  all 
why  the  Medical  Society  of  the  State  of  New 
York  should  pay  it. 

If  the  matter  is  referred  to  the  Council,  as  that 
motion,  or  amendment,  or  whatever  you  termed 
it,  indicates,  it  rather  carries  the  mandate  with 
it  that  the  Council  has  to  find  this  money. 


Speaker  Bauer:  No,  the  motion  was  to 

commit  the  whole  matter  to  the  Council  to 
determine  what  should  be  done  with  it,  not  that 
they  were  directed  to  spend  any  funds.  It  was 
referred  to  the  Council  to  decide  how  the  matter 
should  be  handled. 

Dr.  Wentworth:  If  that’s  the  case,  I am 
satisfied. 

Dr.  David  J.  Kaliski,  New  York:  I may  be 
able  to  give  some  information  about  certain 
reduplication  of  work  in  this  connection.  There 
is  a Joint  Committee  of  the  Hospital  Associa- 
tion and  the  Medical  Profession  in  regard  to 
selective  service  and  medical  reserve  officers 
who  may  be  required  in  the  defense  program  or 
in  the  eventuality  of  war.  This  matter  was 
brought  to  the  attention  of  the  group  of  which 
Dr.  Rappleye  is  chairman  and  the  president  of 
the  Hospital  Association  is  a member,  and  I 
believe  that  they  are  now  making  a survey  of 
all  of  the  hospitals  to  indicate  the  number  of 
men  who  will  be  required  to  carry  on  under  any 
eventuality,  the  number  of  men  who  are  mem- 
bers of  the  Medical  Reserve  Corps,  the  number 
of  such  men  who  may  be  called  into  service,  and 
other  pertinent  facts  in  this  connection. 

It  may  be  that  the  Kings  County  Medical  So- 
ciety and  other  county  societies  are  not  aware 
that  such  a survey  is  being  made  by  the  Joint 
Committee  of  the  Hospital  Association  and  the 
Medical  Profession,  which  may  make  it  un- 
necessary for  Kings  County  Society  and  the 
other  county  medical  societies  to  make  a con- 
siderable part  of  this  survey. 

Dr.  Merwin  E.  Marsland,  Westchester: 
Mr.  Speaker,  this  is  only  a suggestion.  These 
examinations  are  made  by  physicians,  as  I under- 
stand it,  without  recompense,  am  I right? 

Dr.  Masterson:  Right. 

Speaker  Bauer:  You  are  right. 

Dr.  Marsland  : They  are  made  in  communi- 

ties that  have  some  degree  of  public  spirit,  and 
probably  within  a short  time  will  have  more. 
In  certain  localities  the  local  hospital  has  sup- 
plied the  clinic  rooms  and  secretaries  and  nurses 
to  aid  in  these  examinations.  The  doctors  of 
the  local  medical  societies  have  not  had  to  pay 
out  any  money.  Why  is  it  not  possible  that  in 
these  communities  where  it  is  a financial  problem 
the  interest  of  some  public  organizations  be 
aroused?  Perhaps  they  don’t  know  about  it, 
and  they  would  be  glad  to  volunteer  their  serv- 
ices as  secretaries,  clinic  aides,  etc.  They 
frequently  do  to  the  usual  clinics  in  their  locality. 

Dr.  Masterson:  This  work  that  the  various 

county  societies  are  doing  I understand  has 
been  taken  up  at  the  request  of  the  State  Medi- 
cal Society,  is  that  not  correct?  We  are  not 
asking  Lewis  County  or  any  other  county  to 
help  pay  the  expenses  incurred  by  our  society  in 
doing  this  work.  We  are  paying  into  the  State 
Society  nearly  $30,000  a year.  There  is  no 
more  reason  why  we  should  dig  into  our  surplus 
than  the  State  Society.  We  should  not  have  to 
dig  into  our  surplus  to  pay  for  this,  and  if  we  are 
forced  to,  why  should  not  the  State  Society  help 
us? 

This  expenditure  of  money  is  not  in  relation  to 
the  examinations.  This  expenditure  of  money  is 
for  a clerk,  room  hire,  and  office  furniture. 
We  have  in  our  county  about  100  boards.  We 
have  twelve  medical  advisory  boards.  These 
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people  are  calling  up  on  the  telephone  all  day 
long  for  information.  We  must  have  somebody 
there  to  answer  the  telephone.  We  are  not  ask- 
ing any  money  for  the  time  given  by  the  doctors, 
but  only  for  the  actual  expenditure  of  money 
that  we  are  compelled  to  pay  out  to  do  this 
work. 

Dr.  Aranow:  A point  of  order,  Mr.  Speaker. 

I made  a motion  to  commit,  and  all  the  discus- 
sion has  been  on  something  which  is  entirely 
different. 

Speaker  Bauer:  The  motion  before  the 

House  is  on  committing  this  resolution  to  the 
Council  for  such  action  as  they  may  find  expedi- 
ent. 

Dr.  John  L.  Bauer,  Kings:  I am  a bit 

puzzled  by  the  need  of  a motion  to  commit  or  by 
the  interpretation  given  to  our  Constitution  and 
Bylaws.  It  seems  to  me  that  the  House  of 
Delegates  is  the  whole,  and  that  the  Council 
and  Board  of  Trustees  are  just  part  of  this 
House,  and  I see  no  reason  in  the  world  why 
any  other  interpretation  should  be  given  this 
than  that  this  House  of  Delegates  can  decide 
this  question  now  as  to  what  they,  themselves, 
want  done. 

Speaker  Bauer:  The  motion  before  you 

is  on  the  commitment.  Is  there  any  further  dis- 
cussion? If  not,  all  those  in  £avor  of  committing 
this  resolution  to  the  Council  will  say  “Aye”; 
opposed,  “No.”  The  Chair  is  in  doubt.  Those 
in  favor  of  committing  the  resolution  will  please 
stand  and  remain  standing  until  counted. 
Now  those  opposed  will  please  stand  and  remain 
standing  until  counted.  The  motion  to  commit 
is  carried  by  a vote  of  67  to  45.  (Applause) 
Have  you  any  other  resolutions? 

Dr.  DiNatale:  Yes,  I have  two  dandies 

coming  up.  (Laughter) 

75.  Report  of  Reference  Committee  on  New 
Business  B — Licensure — Standards  for  Recog- 
nition of  Foreign  Medical  Schools 

{Section  14) 

Dr.  Peter  J.  DiNatale,  Genesee : On  the 

resolution  presented  by  Dr.  Winslow,  reading: 

“Whereas,  any  historical  review  of  the 
development  of  medical  licensure  in  the  State 
of  New  York  brings  into  prominent  relief  the 
important  role  that  the  Medical  Society  has 
assumed  in  each  step  of  that  development, 
the  Society  having  initiated  movements  from 
time  to  time  to  raise  the  requirements  for 
licensure  with  the  sole  objective  in  view  to 
provide  for  the  people  of  the  state  the  very 
best  quality  of  medical  care  available;  and 
“Whereas,  the  existing  requirements  for 
medical  licensure  if  properly  enforced  within 
the  intent  of  the  law  will  provide  ample  pro- 
tection to  the  people  from  the  ministrations  of 
incompetent  practitioners  so  far  as  any  law 
can  afford  that  protection;  and 

“Whereas,  a student  from  the  United 
States  or  Canada  is  required  to  present  evi- 
dence that  he  has  completed  not  less  than  four 
satisfactory  courses  of  at  least  eight  months 
each  in  a medical  school  in  this  country  or 
Canada  registered  as  maintaining  at  the  time 
a standard  satisfactory  to  the  Department; 
or  has  received  the  degree  of  bachelor  or  doc- 
tor of  medicine  from  some  medical  school  in 
this  country  or  Canada,  registered  as  main- 


taining at  the  time  a standard  satisfactory  to 
the  Department;  and 

“Whereas,  a determination  of  the  repu- 
tability and  good  standing  of  medical  schools 
in  the  United  States  and  Canada  is  on  a sound 
basis  by  reason  of  periodic  inspections  of 
such  schools  by  the  Department  of  Educa- 
tion of  New  York  State,  the  Council  on 
Medical  Education  and  Hospitals  of  the  Ameri- 
can Medical  Association  and  the  requirements 
for  membership  in  the  Association  of  Ameri- 
can Medical  Colleges,  but  the  Department  has 
available  no  comparable  evidence  with  re- 
spect to  medical  schools  located  elsewhere  be- 
cause of  the  fact  that  no  agency  exists  in  this 
country  which  inspects  or  classifies  such  for- 
eign schools;  and 

“Whereas,  despite  this  lack  of  authentic 
information  as  to  the  quality  of  instruction 
given  in  foreign  schools,  graduates  from  such 
schools  are  in  increasing  numbers  receiving 
licenses  to  practice  medicine  in  New  York 
State;  and 

“Whereas,  according  to  the  statistics 
furnished  by  the  Bureau  of  Immigration  of 
the  United  States,  the  influx  of  graduates  of 
foreign  medical  schools  into  the  United  States 
has  increased  from  329  in  the  fiscal  year  end- 
ing June  30,  1931,  to  a total  of  1,384  during 
the  fiscal  year  ending  June  30,  1939,  making 
a total  of  4,549  for  the  same  period,  a large 
majority  of  whom  have  been  licensed  in  this 
and  other  states;  and 

“Whereas,  the  ethical  and  professional 
fitness  of  a candidate  for  medical  licensure 
cannot  be  appraised  solely  on  the  strength 
of  an  examination  but  must  be  gauged  also  by 
the  quality  of  instruction  that  the  applicant 
has  received  during  his  pre-professional  and 
professional  schooling;  and 

“Whereas,  the  foregoing  situation  presents 
a continuing  menace  to  the  health  and  wel- 
fare of  the  people  of  New  York  State  and  thus 
constitutes  a problem  causing  great  concern 
to  the  medical  profession  of  the  state;  be  it 
therefore 

“Resolved  by  this  House  of  Delegates  : 

“(1)  That  recognition  for  medical  licensure 
in  New  York  State,  whether  after  examination 
or  otherwise  and  irrespective  of  the  question 
of  citizenship,  of  graduates  of  foreign  medical 
schools  be  strictly  in  accordance  with  the 
method  of  recognition  that  is  applied  with  re- 
spect to  the  graduates  of  medical  schools 
located  in  the  United  States  and  Canada. 
Any  other  method  of  recognition  would  con- 
stitute the  grossest  type  of  discrimination 
in  favor  of  foreign  graduates; 

“(2)  That  in  the  future  recognition  be 
accorded  graduates  of  a foreign  medical  school 
who  apply  for  license  to  practice  medicine  in 
the  State  of  New  York,  only  when  there  is  in 
the  possession  of  the  Department  evidence  of 
the  quality  of  instruction  imparted  by  the 
school  of  graduation.  This  must  be  of  equal 
quality  with  the  evidence  required  of  approved 
domestic  schools.  The  identical  standard 
should  be  applied  in  approving  all  medical 
schools,  domestic  or  foreign,” 

after  considerable  study  your  reference  commit- 
tee approves  the  resolution  as  read  and  moves  its 
adoption. 
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The  motion  was  seconded. . . . 

Speaker  Bauer:  You  have  before  you  the 
recommendation  of  the  reference  committee, 
which  carries  with  it  the  approval  of  the  reso- 
lution as  read.  Is  there  any  discussion  on  it? 

Dr.  Henry  B.  Richardson,  New  York:  I 
should  like  to  discuss  this  resolution.  The 
members  of  the  House  have  already  accepted  a 
report,  part  of  which  reads: 

“It  has  been  our  aim  that  the  refugee  physi- 
cians licensed  to  practice  in  this  state  and  the 
foreign  graduates  licensed  to  practice  in  the 
state  be  treated  on  a basis  of  equality  with  the 
American  doctor  before  the  law  in  regard  to 
commissions  and  in  regard  to  military  service.” 

A little  below  there  is  another  sentence  to 
that  same  effect. 

In  listening  carefully  to  this  resolution,  al- 
though the  word  “refugee”  is  carefully  avoided, 
the  burden  of  the  resolution  is  to  reduce  accept- 
ance of  doctors  from  any  medical  schools  out- 
side of  the  United  States  and  Canada  who  have 
not  already  been  licensed. 

If  the  recommendation  of  the  committee  of 
reference  is  adopted,  then  on  April  28  there 
comes  about  a change.  Those  individuals  pre- 
viously accepted  for  licensure  become  logically 
not  fit  to  be  licensed,  and  those  who  might  be 
licensed  later  on  after  this  date  likewise  become 
not  fit  to  be  licensed  on  a certain  date. 

The  effect  of  the  resolution  is  for  this  House  to 
reverse  itself  with  respect  to  a report  that  has 
already  been  accepted  on  the  same  day. 

The  number  of  doctors  available  per  number 
of  population  has  been  mentioned.  The  fact 
that  has  not  been  mentioned  is  that  we  are  in  a 
state  of  preparedness,  and  that  the  number  of 
doctors  available  for  civilian  work  per  unit  of 
population  is  diminishing  rapidly,  and  will  dimin- 
ish with  much  greater  rapidity,  to  say  nothing 
of  the  thousand  physicians  whom  it  is  planned  to 
send  to  Europe. 

Chorus:  No!  No! 

Dr.  Richardson:  It  appears  to  me  that  the 

Society  faces  a shortage  of  physicians  and  not  a 
surplus;  that  they  are  putting  themselves  in  the 
position  of  depriving  the  public  of  medical  help 
that  they  sorely  need. 

It  seems  to  me  that  not  only  should  the  So- 
ciety not  reverse  itself  on  any  one  day,  but  it 
should  not  put  itself  in  the  position  of  reversing 
itself  in  the  near  future. 

Speaker  Bauer:  Is  there  any  further  discus- 

sion on  this  report? 

Dr.  George  A.  Burgin,  Herkimer:  The 

Herkimer  County  Medical  Society  is  heartily 
in  favor  of  something  of  this  kind.  We  feel  that 
the  resolution  as  suggested  tonight  is  about  four 
years  too  late.  About  four  years  ago  we  intro- 
duced a resolution,  which  was  rejected,  along  the 
same  line,  with  the  idea  of  demanding  that 
graduates  from  foreign  schools  or  refugees  coming 
here  should  fulfill  the  same  obligations  before 
getting  a license  that  an  American  doctor  might 
be  required  to  fulfill  in  going  to  another  country. 

You  may  not  be  aware  of  the  fact  that  in 
England,  for  instance,  no  matter  where  you  are 
from  and  what  your  credentials  may  be,  before 
being  given  a license  you  must  spend  at  least  one 
year  in  one  of  their  medical  schools  before  taking 
vour  state  board.  We  feel  that  this  should  be 


passed,  and  we  are  only  sorry  that  it  has  been 
delayed  so  long.  (Applause) 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  carried. . . . 

76.  Report  of  Reference  Committee  on  New 
Business  B — Licensure  — Requirement  Full 

Citizenship 

0 Section  15) 

Dr.  Peter  J.  DiNatale,  Genesee:  On  the 
resolution  presented  by  the  Medical  Society  of 
the  County  of  Erie  reading: 

“Whereas,  it  has  been  the  custom  of  the 
Education  Department  of  the  State  of  New 
York  to  grant  medical  licenses  to  foreign 
physicians;  and 

“Whereas,  this  practice  has  not  been  to  the 
best  interests  to  the  general  public  and  also 
to  the  young  people  in  this  country  who 
have  studied  in  our  medical  schools;  therefore 
be  it 

“ Resolved , that  the  Medical  Society  of  the 
County  of  Erie  go  on  record  as  being  in  favor 
of  requiring  full  citizenship  as  a prerequisite 
for  the  obtaining  of  a medical  license  to  prac- 
tice in  the  State  of  New  York,” 

your  reference  committee  recommends  that  this 
resolution  be  not  approved  because  it  is  in  part  a 
contradiction  of  the  resolution  that  you  have 
just  passed,  and  because  it  has  been  learned  by 
your  committee  that  attempts  by  our  Legislative 
Committee  to  have  such  laws  enacted  have  been 
shown  to  be  impractical  at  present. 

I move  the  adoption  of  the  report  of  the  refer- 
ence committee. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  the  motion  was  put  to  a vote, 
and  was  carried.  . . . 

77.  Report  of  Reference  Committee  on  the 
Report  of  the  Council — Part  VII — Legislation, 
and  Malpractice  Defense  and  Insurance;  and 

Report  of  Legal  Counsel 

Legislation.  ( Section  9)  Dr.  Edward  R. 
Cunniffe:  Your  reference  committee  begs  to 
express  approval  of  the  activities  of  the  Com- 
mittee on  Legislation  during  the  past  session  of 
the  State  Legislation  and  during  the  year. 

Your  committee  approves  of  the  regular, 
special  bulletins  and  comment  sheets  issued  by 
the  committee  and  the  distribution  thereof  to 
all  the  component  county  societies. 

In  this  connection  your  committee  approves 
that  protest  or  approval  comments  be  distrib- 
uted to  all  members  of  the  component  societies 
after  approval  of  such  action  and  comment  by 
the  Committee  on  Legislation.  This  activity  on 
the  part  of  the  component  societies  would  serve 
to  stimulate  interest  of  our  indifferent  member- 
ship. 

Your  committee  commends  the  Committee 
on  Legislation  for  its  fruitful  activities  in  com- 
bating the  Wagner  Health  Insurance  Bill  and  the 
Chiropractic  Bill  and  also  its  efforts  to  protect 
and  maintain  our  high,  ethical  standards  in 
their  opposition  to  the  Quinn  Bill  which  would 
have  lowered  the  existing  confidential  relation 
between  physician  and  patient.  This  latter 
bill,  in  spite  of  our  opposition,  was  passed  by 
the  legislature,  but  was  fortunately  vetoed  by  the 
Governor. 
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Your  committee  wishes  to  advocate  an  ex- 
pression of  thanks  and  appreciation  to  the  Gover- 
nor for  this  veto  action. 

At  this  time  the  Governor  has  in  his  hands  a 
bill  providing  that  violations  of  the  Medical 
Practice  Act  can  be  heard  by  a subcommittee 
of  the  Grievance  Committee  with  a later  confir- 
mation by  two-thirds  vote  of  the  full  committee. 
We  hope  that  the  Governor  will  approve  this 
measure. 

Your  committee  approves  of  the  stand  of 
the  Committee  on  Legislation  to  safeguard  the 
use  of  the  title  of  “Doctor”  by  those  who  prac- 
tice podiatry,  and  that  measures  be  taken  to 
enact  legislation  to  limit  the  term  “Doctor”  to 
those  who  deserve  it  without  qualifying  terms. 

Your  committee  approves  of  the  suggestion 
of  the  Committee  on  Legislation  for  the  early  in- 
troduction and  aggressive  canvassing  of  indi- 
vidual legislators  in  reference  to  the  Physicians’ 
Lien  Bill,  the  Radiology  Bill,  and  the  bill  for 
medical  expert  testimony  in  personal  injury 
litigation. 

We  are  impressed  by  the  efforts  of  the  Com- 
mittee on  Legislation  and  our  Executive  Officer 
in  defending  constructive  medical  legislation. 

Our  Society  has  always  been  very  successful 
in  its  opposition  to  vicious  legislation;  however, 
our  efforts  to  pass  legislation  have  not  always 
resulted  in  favorable  action.  This  has  frequently 
been  due  to  the  lack  of  united  support  to  the  bills 
introduced  in  the  Legislature.  Opposition  has 
frequently  come  from  individual  members  of 
our  Society.  This  has  always  been  permitted. 
In  spite  of  the  fact  that  the  Society  has  gone  on 
record  against  opposition  from  a component 
society  except  when  contrary  opinions  are  held 
they  be  referred  to  your  State  Committee  on 
Legislation,  instances  have  occurred  when  com- 
ponent societies  have  been  engaged  in  active 
opposition  to  the  decision  of  the  State  Society. 
These  contrary  opinions  have  been  presented  to 
the  State  Legislators. 

Your  Committee  wishes  to  express  its  con- 
fidence in  the  constructive  activities  of  our  ex- 
ecutive officer  in  connection  with  his  legislative 
duties  and  commends  the  Committee  on  Legisla- 
tion for  their  alertness  during  the  past  year. 

I move  the  adoption  of  this  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Malpractice  Defense  and  Insurance.  Dr 
Cunniffe:  The  reference  committee  reviewed 
and  the  Council  approved  the  report  of  the  Com- 
mittee on  Malpractice  Defense  and  Insurance, 
of  which  Dr.  Bandler  is  chairman. 

The  committee  notes  that  during  the  eleven 
months  covered  by  the  report  the  number  of 
suits  and  claims  against  members  of  the  Society 
and  the  cost  of  disposing  of  them  has  remained 
substantially  the  same  as  in  1939. 

It  is  noted  that  a revision  of  the  rate  scale 
for  malpractice  insurance  may  be  recommended 
with  an  increase  in  the  case  of  the  minimum 
limit  policy  and  a decrease  for  the  higher  limits, 
thereby  making  the  premium  charges  commen- 
surate with  the  actual  costs  of  operation. 

The  following  extract  from  the  report  is  es- 
pecially called  to  the  attention  of  the  membership: 

“As  in  previous  years,  it  is  noted  that  loose, 

unwarranted  and  frequently  thoughtless  criti- 


cism by  fellow-members  of  their  confreres 
continues  to  be  the  largest  single  inspiration 
for  malpractice  actions.  This  is  a phase  of 
medical  practice  which  can  and  should  be 
vigorously  attacked  in  every  community.” 

The  fact  that  during  the  past  year  35  mal- 
practice claims  were  brought  against  noninsured 
members  is  a strong  argument  for  every  member 
to  avail  himself  of  this  protection.  The  present 
participation  under  the  group  plan  amounts  to 
only  48  per  cent  of  the  total  membership,  in 
spite  of  an  actual  net  gain  of  300  policyholders 
during  1940. 

The  membership  is  reminded  that  medical 
officers  of  the  armed  forces  are  not  immune  to 
damage  actions  for  alleged  acts  of  malpractice 
committed  during  their  military  service.  It  is 
necessary,  therefore,  that  they  continue  their 
insurance  while  in  the  Army.  However,  it 
should  be  stated  that  they  are  not  protected 
by  their  policy  for  the  acts  of  their  assistant 
or  substitute  in  civil  practice  if  said  assistant  or 
substitute  is  not  individually  insured.  The}’ 
may  also  be  liable  for  the  acts  of  their  assistants 
or  substitutes  in  their  civil  practices.  Members 
entering  the  military  service,  therefore,  have  a 
two-fold  incentive  for  keeping  their  malpractice 
insurance  in  force  and  also  seeing  that  substitute 
is  individually  insured.  It  may  be  mentioned 
also  that  the  policy  of  a principal  under  the 
group  plan  only  protects  him  from  actions 
growing  out  of  the  acts  of  an  assistant  if  the 
latter  is  also  a member  of  the  State  Society  and 
is  insured  under  the  group  plan. 

The  stability  of  the  Yorkshire  Indemnity 
Company,  which  underwrites  the  Society’s 
group  malpractice  insurance,  as  a sound  and 
dependable  American  company,  is  endorsed, 
and  the  cooperation  of  its  officers  and  of  Colonel 
Wanvig  and  his  associates  is  appreciated. 

I move  the  adoption  of  this  portion  of  the 
report. 

....  The  motion  was  seconded,  and  as  there 
w as  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Legal  Counsel.  Dr.  Cunniffe:  This  report 
is  arbitrarily  divided  into  three  parts: 

1.  Actual  handling  of  malpractice  cases; 

2.  Counsel  work  with  officers,  committees, 
and  individual  members  of  the  Society; 

3.  Legislative  advice  and  activities. 

It  will  be  considered  in  that  order. 

Litigation. — The  report  again  calls  attention 

to  the  danger  of  unjustified  criticism  of  the 
w’ork  of  one  physician  by  another  as  the  fre- 
quent cause  of  an  unjustified  and  unfounded 
malpractice  suit.  Where  an  opinion  must  be 
rendered  of  the  poor  result  of  treatment,  that 
unfavorable  opinion  should  never  be  given 
until  one  has  ascertained  all  the  facts  and  circum- 
stances which  entered  into  or  affected  the  pre- 
vious treatments. 

The  report  calls  attention  to  the  hazard  of  a 
malpractice  action  to  the  practicing  physician, 
not  only  to  his  peace  of  mind,  ability  to  attend  to 
his  practice  during  the  trial  due  to  the  delays 
w’hich  attend  court  wrork,  but  also  the  danger  of 
an  unfavorable  and  costly  result.  It  should  be 
borne  in  mind  that  the  rights  of  the  doctor  are 
in  the  hands  of  lay  jurors  sometimes  swayed  by 
emotion  rather  than  reason.  This  risk  is  in- 
creased somewhat  by  the  presence  of  women 
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jurors,  also  jurors  out  of  work  and  on  relief. 
It  was  necessary  for  a county  of  this  state  to  call 
attention  to  the  enormous  and  sometimes  un- 
merited judgment  resulting  from  juries  com- 
posed in  a great  measure  from  people  on  relief. 
A modified  method  of  the  selection  of  jurors  was 
necessary  by  the  clerk  of  the  county  to  correct 
this  condition.  However,  it  must  hold  to 
some  extent  during  our  present  economic  situa- 
tion. 

This  tendency  to  unjust  criticism  should  be 
actively  attacked  in  all  communities.  It  offers 
the  most  effective  and  sometimes  only  way  in 
which  unfounded  and  unjust  claims  can  be  dis- 
couraged and  needless  malpractice  suits  pre- 
vented. 

The  plea  for  insurance  by  more  members  is 
heartily  approved.  No  one  can  afford  to  be 
without  insurance  protection  at  the  present  time. 
Last  year  35  suits  were  prosecuted  against  doc- 
tors not  insured  by  either  the  group  or  private 
insurance  companies.  No  necessity  for  this 
warning  should  exist.  A more  active  campaign 
for  insured  members  should  be  undertaken. 

We  learn  from  this  report  that  there  were  131 
cases  for  malpractice  instituted  during  the  last 
year  as  against  170  the  previous  twelve  months. 
There  were  145  disposed  of  as  against  191  at  the 
previous  reporting;  103  were  terminated  in 
favor  of  the  physicians.  Forty  of  these  cases 
were  settled.  Two  cases  resulted  in  judgment 
for  the  plaintiff  as  opposed  to  three  in  the  pre- 
vious year. 

No  fixed  rule  can  be  made  as  each  case  must  be 
judged  on  its  merits.  Some  must  be  settled, 
especially  where  there  is  negligence  or  error  in 
practice.  These  settled  cases  are  recorded  in 
court  as  discontinued  and  no  injury  is  done  to 
the  physician,  and  it  is  only  practiced  when  an 
unfavorable  result  is  expected. 

The  members  of  the  Society  may  very  easily 
pass  over  the  work  of  counsel  with  a mere  con- 
sideration of  the  department  handling  litigation. 
A great  amount  of  work,  however,  is  done  which 
has  no  relation  to  the  courts.  It  can  be  some- 
what appreciated  from  a study  of  the  report 
which  lists  thirty  different  subjects  requesting 
advice  and  counsel.  This  was  given  orally, 
over  the  telephone,  and  in  writing.  These 
questions  show  the  great  diversity  of  the  work 
of  this  office.  Some  are  inquiries  concerning 
ethical  procedures.  The  counsel  is  primarily 
one  to  advise  about  matters  of  law.  The  ele- 
mental force  of  ethics  is  derived  from  the  prin- 
ciples of  ethics  of  the  American  Medical  Asso- 
ciation. Therefore,  we  believe  that  the  counsel 
should  be  relieved  of  this  work  unless  it  is  a 
question  of  law.  The  committee  urges  the 
Council  to  consider  an  amendment  to  our  con- 
stitution setting  up  a body  for  the  interpreta- 
tion of  medical  ethics,  to  which  committee  ques- 
tions could  properly  be  addressed. 

Again,  among  the  many  duties  of  this  office  is 
the  advice  given  and  consultations  held  with 
the  many  committees.  Proposed  amendments 
to  our  constitution,  interpretation  of  the  Bylaws, 
not  alone  of  our  State  Society,  but  also  many  of 
its  component  societies,  demand  his  attention. 
The  drawing  of  commercial  contracts  with  ex- 
hibitors and  between  officers  and  the  Society  are 
done  by  this  office.  These  activities,  together 
with  the  advice  about  legislation  and  the  various 


articles  contributed  to  our  Journal,  make  a busy 
department  which  works  during  the  entire  year. 

The  committee  extends  its  commendation 
for  the  excellent  work  of  the  department  and  the 
completeness  of  the  annual  report  to  our  counsel 
and  also  to  his  able  associates,  Mr.  Martin  and 
Mr.  Clearwater. 

I move  the  adoption  of  this  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Cunniffe:  Now  I move  the  adoption 

of  the  report  of  the  reference  committee  as  a 
whole. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

78.  Report  of  Reference  Committee  on  Report 
of  the  Council — Part  X 

Memorial  to  Dr.  Guy  S.  Carpenter.  Dr. 

Norman  S.  Moore,  Tompkins:  Your  reference 
committee  believes  that  the  Council's  Memorial 
to  Dr.  Guy  S.  Carpenter,  of  Waverly,  New  York, 
is  a fitting  expression  of  gratitude  for  the  life  of 
service  which  Dr.  Carpenter  unselfishly  gave  to 
this  Society. 

Election  of  Councilor.  We  believe  that  the 
Council  acted  wisely  in  electing  Dr.  Floyd 
Winslow,  of  Rochester,  to  fill  the  vacancy  on  the 
Council  created  by  the  death  of  Dr.  Carpenter. 

Nominations.  We  endorse  as  a wise  choice  the 
nomination  by  the  Council  of  Dr.  Peter  Irving 
to  succeed  Dr.  Nathan  Van  Etten  as  a member 
of  the  Nurse  Advisory  Council. 

Likewise,  your  reference  committee  approves 
the  nomination  of  Dr.  Terry  M.  Townsend  as 
successor  to  Dr.  Orrin  S.  Wightman  as  a member 
of  the  Committee  on  Grievance  of  the  State 
Department  of  Education. 

Amendment  to  the  Nurse  Practice  Act.  Your 
reference  committee  approves  the  Council’s 
decision  to  recommend  the  retainment  in  the 
Nurse  Practice  Act  of  the  requirement  of  en- 
dorsement by  two  physicians,  members  of  a 
county  medical  society. 

Annual  Meetings.  We  approve  the  Council’s 
appointment  of  Dr.  J.  Sidney  Ritter,  of  New 
York,  as  secretary  of  the  Section  on  Urology  to 
fill  the  vacancy  of  that  office  created  by  the  death 
of  Lisle  B.  Kingery,  M.D. 

The  creation  of  a new  session  of  the  State  So- 
ciety on  the  History  of  Medicine , is  approved, 
and  your  committee  is  of  the  opinion  that  the 
new  session  will  be  an  added  interest  to  our 
scientific  assembly. 

The  establishment  of  a round-table  confer- 
ence on  Tumor  Clinics  to  be  held  during  the 
present  Scientific  Session  is  an  example  of  the 
cooperation  between  the  Council  and  the  Com- 
mittee on  Scientific  Programs.  Such  coopera- 
tion enhances  the  educational  value  of  our  an- 
nual meetings  and  your  reference  committee  is 
favorable  to  this  attitude  on  the  part  of  the 
Council. 

Delegates  to  Vermont  State  Medical  Society. 

Your  reference  committee  feels  our  Society  was 
fortunate  in  having  both  the  delegate  and 
alternate  to  the  Vermont  State  Medical  Society 
represent  us  at  the  annual  meeting  in  Vermont. 

Amendments  to  the  State  Education  Law. 
Because  the  amendment  to  the  State  Education 
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Law  introduced  into  the  Senate  as  Bill  No.  1195 
has  passed  both  the  Senate  and  Assembly  and  is 
now  awaiting  the  Governor’s  signature,  any  com- 
ments at  this  time  on  the  amendment  are 
academic. 

However,  the  amendment  as  presented  in  the 
report  of  the  Council  received  complete  review 
by  your  reference  committee.  After  consulta- 
tion with  a member  of  the  Medical  Grievance 
Committee  of  the  Department  of  Education, 
we  believe  that  some  of  the  provisions  in  the 
amendments  will  improve  the  efficiency  of  the 
Medical  Grievance  Committee.  Undoubtedly, 
the  provision  in  the  amendment  requiring  that 
two-thirds  of  the  members  of  the  Medical  Griev- 
ance Committee  constitutes  a quorum  will  cur- 
tail the  number  of  fruitless  meetings  of  the 
committee.  Your  reference  committee  feels 
that  the  appointment  of  one  member  of  the 
committee  as  a subcommittee  to  take  testimony, 
will  speed  up  the  number  of  hearings  and  de- 
crease the  number  of  pending  cases.  Your 
reference  committee  approves  particularly  the 
amendment  which  makes  all  cases  come  at  least 
before  a subcommittee  for  determination  of  trial 
necessity.  Your  committee  feels  that  the  re- 
quirement that  one  of  the  majority  for  a decision 
of  guilt  be  a member  of  the  respondent’s  school  of 
practice,  will  not  be  detrimental  to  the  efficiency 
of  this  committee. 

I move  the  adoption  of  the  reference  commit- 
tee’s report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Speaker  Bauer:  I recognize  Dr.  Master- 

son,  Chairman  of  the  Reference  Committee  on 
New  Business  C.  However,  for  the  information 
of  the  Chair,  has  anyone  any  further  resolutions 
to  introduce?  If  so,  I will  give  you  an  opportu- 
nity as  soon  as  we  finish  Dr.  Masterson’s  report 
to  get  them  in  tonight. 

79.  Report  of  Reference  Committee  on  New 
Business  C — Leaves  of  Absence  for  Officers  in 
Military  Service 

(Sections  28,  66) 

Dr.  John  J.  Masterson,  Kings:  This  is  on 
the  resolution  presented  by  Dr.  Theodore  West, 
of  Westchester: 

“Whereas,  many  officers  of  this  Society 
and  of  its  District  Branches  are  also  officers 
in  the  Medical  Reserve  of  the  armed  forces 
of  the  United  States;  and 

“Whereas,  such  officers,  when  called  to 
active  duty,  may,  by  reason  of  distance  or  the 
press  of  military  work,  be  unable  to  function 
properly  as  officers  of  this  Society  or  its 
District  Branches;  and 

“Whereas,  there  is  no  provision  in  the 
present  Bylaws  of  this  Society  to  cover  such  an 
emergency;  therefore  be  it 

11  Resolved,  that  any  officer  of  the  Medical 
Society  of  the  State  of  New  York  or  its  District 
Branches  who  is  called  into  active  service  with 
the  armed  forces  of  the  United  States  may 
upon  application  to  the  Council,  be  granted 
leave  of  absence  during  his  period  of  active 
service;  and  be  it  further 

“ Resolved,  that  during  such  absence  his 
duties  shall  be  delegated  as  the  Council  may 
direct  except  where  such  delegation  is  already 
provided  in  the  Bylaws.” 


After  consultation  with  the  Counsel  of  the 
Society  we  disapprove  of  this  resolution  for  the 
following  reasons : 

The  Bylaws  under  Roberts’  Rules  of  Order 
cannot  be  amended,  changed  or  suspended  by 
unanimous  consent  or  by  any  consent  except 
as  they  relate  to  procedural  matters. 

The  question  under  consideration  does  not 
relate  to  a procedural  matter,  hence  we  do  not 
find  any  assistance  from  the  unanimous  consent. 

So  far  as  the  election  of  officers,  Chapter  7, 
Section  11,  of  the  Bylaws  provides  as  follows: 

“The  second  vice-president,  the  assistant 
secretary,  the  assistant  treasurer,  the  vice- 
speaker will  serve  as  the  first  vice-president, 
the  secretary,  the  treasurer,  the  speaker  respec- 
tively whenever  these  senior  officers  are 

incapacitated  for  service  by mandatory 

absence.” 

We  can  construe  service  in  the  Medical  Reserve 
to  the  armed  forces  or  Public  Health  Service  of 
the  United  States  as  “mandatory  absence” 
within  the  meaning  of  the  above  quoted  Bylaws. 

So  with  the  President  under  Chapter  7,  Section 
2,  of  the  Bylaws: 

“The  president-elect  is  to  perform  the  duties 
of  the  president  in  the  absence  of  the  president. 
In  the  event  of  the  president’s  death,  resig- 
nation, removal,  incapacity  or  refusal  to  act, 
the  president-elect  shall  succeed  him.” 

Thus,  we  find  that  under  the  Bylaws  the  of- 
ficers above  enumerated  do  not  succeed  to  the 
senior  office,  but  merely  act  in  their  absence. 

The  Bylaws  do  not  provide  for  any  other  officer 
acting  in  the  absence  of  another.  Hence,  there 
is  no  provision  which  can  legally  take  care  of 
that  situation  in  the  event  that  such  an  officer 
should  be  a member  of  the  Army  or  Navy  forces. 

There  is  no  provision  in  the  Bylaws  to  take 
care  of  any  officer  of  a district  branch  who  may 
be  called  into  active  service  in  the  armed  forces 
of  the  United  States  or  the  Public  Health  Service 
of  the  United  States. 

With  the  exception  of  the  officers  above  enu- 
merated, it  will  be  necessary  for  any  of  the  other 
officers  when  called  into  military  service  to  re- 
sign if  they  find  themselves  unable  by  reason 
thereof  to  fulfill  the  duties  of  their  office.  In 
that  event  the  vacancy  must  be  temporarily 
filled  in  accordance  with  the  provision  of  the 
Bylaws  (Chapter  4,  Section  6.) 

We  move  the  disapproval  of  the  resolution. 
Speaker  Bauer:  I think  the  motion  is  un- 

necessary. It  has  been  brought  out  that  it  is 
illegal,  which  was  the  previous  ruling  of  the 
chairman,  and  I do  not  think  it  needs  a vote. 
It  is  ruled  out  of  order. 

80.  Report  of  Reference  Committee  on  New 
Business  C — Health  Programs  in  National 
Defense 

(Section  57) 

Dr.  John  J.  Masterson,  Kings:  On  the 

resolution  introduced  by  Dr.  Samuel  J.  Ko- 
petzky,  of  New  York,  reading: 

“Whereas,  from  many  quarters  measures 
which  involve  medical  care  of  the  public  are 
being  proposed  in  the  interest  and  under  the 
banner  of  the  National  Defense  Program; 
and 
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“Whereas,  the  Medical  Society  of  the  State 
of  New  York,  heartily  favors  the  National  De- 
fense Program  and  has  placed  all  its  facilities 
at  the  disposition  of  the  governments,  State 
and  Federal,  in  the  furtherance  of  this  Defense 
Program;  and 

“Whereas,  it  is  a matter  of  fixed  policy  of 
the  Medical  Society  of  the  State  of  New 
York  to  safeguard  the  modes  of  medical  prac- 
tice which  have  given  the  communities  of  this 
state  its  present  high  level  of  health  as  an 
outstanding  medical  achievement  involving 
as  it  does  preventive,  curative,  and  public 
health  medical  measures;  and 

“Therefore  he  it  Resolved , that  each  and  every 
proposition  which  is  advanced  from  any  quar- 
ter whatsoever  which  would  integrate  a medi- 
cal service  to  the  community  shall  be  studied 
as  to  its  adaption  into  the  emergency  program 
with  every  necessary  protection  as  to  its  dis- 
continuance when  the  present  emergency  shall 
have  passed,  and  which  shall  be  written  into  its 
procedures;  and 

“Be  it  further  Resolved , that  it  is  the  ex- 
ressed  policy  of  the  Medical  Society  of  the 
tate  of  New  York  that  at  their  introduction 
the  temporary  nature  of  necessary  health 
measures  be  stressed  as  they  are  developed 
and  that  no  general  program  shall  be  ap- 
proved coming  under  the  terms  of  ‘part  of  the 
Defense  Program’  which  permanently  would 
change  the  nature  and  mode  of  the  present 
method  of  medical  practice,” 
your  reference  committee  approves  the  resolu- 
tion and  recommends  its  adoption,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

81.  Report  of  Reference  Committee  on  the 
Report  of  the  Council — Part  VI — Medical  Relief 

{Section  64) 

Speaker  Bauer:  Dr.  Van  Kleeck,  we  did  not 

quite  complete  your  report.  We  left  it  in  abey- 
ance. 

Dr.  Louis  A.  Van  Kleeck:  Yes,  the  tail  end 
of  it. 

Speaker  Bauer:  The  part  we  did  not  act  on 

was  the  final  part  of  Dr.  Van  Kleeck’s  report 
which  had  to  do  with  the  direct  payment  for 
medical  care  to  recipients  of  certain  categories  of 
relief  instead  of  to  the  doctor,  because  there 
were  two  resolutions  on  the  same  subject  that 
had  been  referred  to  Dr.  DiNatale’s  reference 
committee.  The  House  voted,  when  Dr.  Di- 
Natale  made  his  report  on  those  two  resolu- 
tions, to  take  no  action,  and  in  effect  to  allow 
the  plan  to  have  an  opportunity  to  work  for  an 
experimental  period,  and  in  the  meantime  permit 
the  Subcommittee  on  Medical  Relief  to  collect 
data  on  it.  The  final  part  of  your  report  was  in  a 
similar  vein. 

Dr.  Van  Kleeck:  Yes. 

Speaker  Bauer:  You  have  already  acted 
on  the  two  resolutions  reported  on  by  Dr.  Di- 
Natale  in  the  way  that  is  suggested  in  Dr.  Van 
Kleeck’s  report.  We  must  finish  his  reference 
committee’s  report,  which  is  really  reiterating 
what  we  have  already  done  for  the  sake  of  the 
record.  Therefore,  I place  before  you  Dr.  Van 
Kleeck’s  recommendation  for  the  adoption  of 
that  part  of  his  report,  which  is  practically 


identical  with  what  you  have  already  adopted  in 
connection  with  Dr.  DiNatale’s  report  on  those 
two  resolutions. 

....  The  question  was  called  for,  and  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Dr.  Van  Kleeck:  Now  I move  to  adopt  the 
report  of  the  reference  committee  as  a whole. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
carried.  . . . 

Speaker  Bauer:  Are  there  any  other  reso- 

lutions? 

(There  was  no  response.) 

Speaker  Bauer:  I think  there  are  only  three 

resolutions  left  in  the  hands  of  the  reference  com- 
mittees, and  all  reports  on  the  Council  commit- 
tees, President,  Secretary,  Board  of  Trustees, 
etc.,  have  been  taken  care  of,  so  there  will  be  very 
little  business  to  do  tomorrow,  other  than  these 
three  resolutions  and  the  election  of  officers. 

We  will  stand  adjourned  until  nine  o’clock 
tomorrow  morning. 

....  The  session  recessed  at  10:30  p.m. 

# 

Morning  Session 

Tuesday,  April  29,  1941 
The  session  convened  at  9:30  a.m. 

Speaker  Bauer:  The  House  will  be  in 
order. 

....  There  were  announcements  regarding 
the  annual  dinner,  a meeting  of  the  Medical  Ad- 
visory Committee  of  the  Saratoga  Springs 
Authority,  and  the  Conference  on  Medical 
Relief.  . . . 

82.  Board  of  Trustees — Resignations 

Speaker  Bauer:  The  Secretary  has  two 

communications  to  read. 

Secretary  Irving:  The  first  is  from  Dr. 

Cottis: 

“Dr.  Peter  Irving, 

Secretary,  Medical  Society  of  the  State 

of  New  York 

Dear  Doctor  Irving, 

“I  hereby  tender  my  resignation  as  Trustee 
of  the  Society  to  take  effect  immediately. 

“Respectfully, 

G.  W.  Cottis  (Sgd)” 

The  second  is  a telegram  from  Dr.  James  F. 
Rooney: 

“I  hereby  tender  my  resignation  as  a member 
of  the  Board  of  Trustees  to  take  effect  immedi- 
ately  • 

James  F.  Rooney  (Sgd)” 

Speaker  Bauer:  As  many  of  you  know, 

Dr.  Rooney  is  in  the  military  service  at  the 
present  time  and  out  of  the  state. 

What  action  do  you  wish  to  take  on  these 
resignations? 

Dr.  Arthur  J.  Bedell,  Albany:  I move  they 

be  accepted. 

Chorus:  With  regret. 

Dr.  Bedell:  With  regret. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Speaker  Bauer:  I declare  there  are  now 

these  two  vacancies  in  the  Board  of  Trustees: 
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In  the  case  of  Dr.  Cottis,  for  two  years,  and  in 
the  case  of  Dr.  Rooney,  for  one  year. 

83.  Elections 

Speaker  Bauer:  According  to  the  Bylaws 

the  first  order  of  business  on  the  last  session  of 
the  House  of  Delegates  is  the  election  of  officers. 

TELLERS 

Speaker  Bauer:  The  Chair  will  appoint  the 
following  as  tellers: 

A.  A.  Gartner,  Erie , Chairman 
William  A.  MacVay,  Monroe 
Frederic  W.  Holcomb,  Ulster 
Madge  C.  L.  McGuinness,  New  York 
Elliot  T.  Bush,  Chemung 

ROLL  CALL 

Speaker  Bauer:  The  Assistant  Secretary 
will  now  call  the  roll. 

....  The  Assistant  Secretary  called  the  roll 
and  the  following  responded : 

County  Society  Delegates 


Albany 

William  B.  Cornell 
Otto  A.  Faust 
Raymond  F.  Kircher 
Allegany 
Lyman  C.  Lewis 
Bronx 

J.  Lewis  Amster 
Edward  R.  Cunniffe 
Samuel  Epstein 
Edward  P.  Flood 
Vincent  S.  Hayward 
William  Klein 
Emil  Koffler 
Moses  H.  Krakow 
Broome 

Samuel  M.  Allerton 

Charles  L.  Pope 

Cattaraugus 

Leo  E.  Reimann 

Cayuga 

Harry  S.  Bull 

Chautauqua 

Edgar  Bieber 

DeF orest  W.  Buckmaster 

Chemung 

Elliot  T.  Bush 

Chenango 

Archibald  K.  Benedict 

Clinton 

Leo  F.  Schiff 

Columbia 

John  L.  Edwards 

Delaware 

Robert  Brittain 

Dutchess 

Samuel  E.  Appel 
Scott  L.  Smith 
Erie 

John  T.  Donovan 
Edward  J.  Lyons 
Harry  C.  Guess 
Thurber  LeWin 
Alfred  H.  Noehren 
Joseph  C.  O’Gorman 
Herbert  E.  Wells 
Carlton  E.  Wertz 
Essex 

Harold  J.  Harris 
Franklin 

Charles  C.  Trembley 
Fulton 

Sylvester  C.  Clemans 
Genesee 

Peter  J.  DiNatale 
Greene 

Kenneth  F.  Bott 
Herkimer 
George  A.  Burgin 
J efferson 

Charles  A.  Prudhon 


Kings 

Albert  F.  R.  Andresen 
John  B.  D’Albora 
Maurice  J.  Dattelbaum 
Harry  Feldman 
Charles  F.  Fisher 
Charles  Goldman 
Irving  Gray 
Edwin  A.  Griffin 
Abraham  Klein 
Walter  D.  Ludlum 

A.  W.  Martin  Marino 
John  J.  Masterson 
Harvey  B.  Matthews 
Daniel  A.  McAteer 
Charles  F.  McCarty 
Thomas  A.  McGoldrick 
William  C.  Meagher 
William  Z.  Fradkin 
Mayer  E.  Ross 
Irving  J.  Sands 
Mortimer  Kopp 

Max  Lederer 
Thomas  B.  Wood 
Livingston 
Charles  Gullo 
Madison 
Howard  Beach 
Monroe 

Joseph  P.  Henry 
William  A.  MacVay 
Leo  F.  Simpson 
Willard  H.  Veeder 
Warren  Wooden 
Montgomery 

E.  Harrison  Ormsby 
Nassau 

Charles  W.  Martin 
Louis  A.  Van  Kleeck 
New  York 

Walter  P.  Anderton 
Louis  F.  Bishop,  Jr. 
Emily  D.  Barringer 
Samuel  B.  Burk 
Albert  A.  Cinelli 
Ira  Cohen 
Vincenzo  Fanoni 
Howard  Fox 

B.  Wallace  Hamilton 
Alfred  M.  Heilman 
Roy  B.  Henline 
Benjamin  Jablons 
David  J.  Kaliski 
Samuel  M.  Kaufman 
J.  Stanley  Kenney 
Moses  Keschner 
Francis  N.  Kimball 
W.  Bayard  Long 
Peter  M.  Murray 
Maximilian  A.  Ramirez 
Nathan  Ratnoff 
Henry  B.  Richardson 
Madge  C.  L.  McGuinness 


Niagara 

Guy  S.  Philbrick 
Richard  H.  Sherwood 
Oneida 

John  F.  Kelley 
Dan  Mellen 
Andrew  Sloan 
Onondaga 
John  J.  Buettner 
William  W.  Street 
Albert  G.  Swift 
Ontario 

Melville  D.  Dickinson,  Jr. 
Orange 

William  J.  Hicks 
Harold  F.  Morrison 
Orleans 
John  Dugan 
Oswego 

Harrison  M.  Wallace 
Otsego 

James  Greenough 
Putnam 

Henry  W.  Miller 
Queens 

Thomas  M.  D’Angelo 
James  M.  Dobbins 
W.  Guernsey  Frey,  Jr. 
Walter  L.  Lynn 
James  R.  Reuling,  Jr. 
Daniel  J.  Swan 
Rensselaer 
John  D.  Carroll 
Stephen  H.  Curtis 
Richmond 
Milton  S.  Lloyd 
Stanley  C.  Petit 
Rockland 

Stephen  R.  Monteith 
St.  Lawrence 
W.  Grant  Cooper 
Walter  H.  Mulholland 


Saratoga 
G.  Scott  Towne 

Schenectady 
Joseph  H.  Cornell 

F.  Leslie  Sullivan 

Schoharie 
David  W.  Beard 

Seneca 

Arthur  F.  Baldwin 
Steuben 

Leon  M.  Kysor 
Herbert  B.  Smith 

Suffolk 

Coburn  A.  L.  Campbell 
John  L.  Sengstack 

Tioga 

John  B.  Schamel 

Tompkins 
Norman  S.  Moore 

Ulster 

Frederic  W.  Holcomb 
Warren 

Morris  Maslon 

Washington 
Denver  M.  Vickers 

Wayne 

Ralph  Sheldon 

Westchester 
Andrew  A.  Eggston 
Arthur  F.  Heyl 
Merwin  E.  Marsland 
Laurance  D.  Redway 
Romeo  Roberto 

Wyoming 

G.  Stanley  Baker 

Yates 

Bernard  S.  Strait 


District  Delegates 

Theodore  West  Sylvester  C.  Clemans 

Louis  H.  Bauer  Leon  J.  Leahy 


Officers 

James  M.  Flynn  Edward  C.  Podvin 

Samuel  J.  Kopetzky  George  W.  Kosmak 

Albert  A.  Gartner  Kirby  Dwight 

Peter  Irving  Louis  H.  Bauer 

William  Hale 


Harry  R.  Trick  William  H.  Ross 

George  W.  Cottis  Thomas  M.  Brennan 


Councilors 

Harry  Aranow  Oliver  W.  H.  Mitchell 

Floyd  S.  Winslow  John  L.  Bauer 

Clarence  G.  Bandler  Herbert  H.  Bauckus 

Edward  T.  Wentworth  Augustus  J.  Hambrook 

E.  Christopher  Wood 


Ex-Presidents 

Allan  A.  Jones  William  D.  Johnson 

Martin  B.  Tinker  Chas.  Gordon  Heyd 

Arthur  W.  Booth  Arthur  J.  Bedell 

Nathan  B.  Van  Etten  Frederic  E.  Sondern 

Harry  R.  Trick  Floyd  S.  Winslow 

William  H.  Ross  William  A.  Groat 

Terry  M.  Townsend 


Speaker  Bauer:  As  there  is  a quorum 

present,  and  as  the  tellers  have  already  been 
announced,  we  will  now  proceed  with  the  election. 


ELECTION  OF  OFFICERS,  TRUSTEES,  AND 
COUNCILORS 

The  following  officers  were  elected:  Presi- 

dent, Samuel  J.  Kopetzky,  New  York;  Presi- 
dent-Elect and  First  Vice-President,  George  W. 
Cottis,  Jamestown;  Second  Vice-President, 
William  A.  Krieger,  Poughkeepsie;  Secretary, 
Peter  Irving,  New  York;  Assistant  Secretary, 
Edward  C.  Podvin,  Bronx;  Treasurer,  Kirby 
Dwight,  New  York;  Assistant  Treasurer, 
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James  R.  Reuling,  Jr.,  Bay  side;  Speaker,  Louis 
H.  Bauer,  Hempstead;  and  Vice-Speaker, 
William  Hale,  Utica. 

The  following  Trustees  were  elected:  George 

W.  Kosmak,  New  York , for  a five-year  term 
terminating  1946;  Edward  R.  Cunniffe,  Bronx , 
for  a two-year  term  terminating  1943;  and 
William  A.  Groat,  Syracuse , for  a one-year  term 
terminating  1942. 

The  following  Councilors  were  elected  for  a 
three-year  term  terminating  1944:  Floyd  S. 

Winslow,  Rochester;  Clarence  G.  Bandler, 
New  York;  and  Harry  Aranow,  Bronx. 

ELECTION  OF  A.M.A.  DELEGATES 
The  following  were  elected  1942-1943  Dele- 
gates: Louis  H.  Bauer,  Hempstead;  James  M. 
Flynn,  Rochester;  George  W.  Kosmak,  New 
York;  Thomas  A.  McGoldrick,  Brooklyn; 
Samuel  J.  Kopetzky,  New  York;  John  J.  Master- 
son,  Brooklyn;  John  T.  Donovan,  Buffalo ; 
Frederic  E.  Sondern,  New  York;  and  Walter  W. 
Mott,  White  Plains. 

The  following  were  elected  1942-1943  Alter- 
nate Delegates:  William  A.  Krieger,  Pough- 

keepsie; G.  Scott  Towne,  Saratoga  Springs; 
John  L.  Edwards,  Hudson;  John  D.  Carroll, 
Troy;  Leo  F.  Schiff,  Plattshurg;  Alfred  M.  Hell- 
man,  New  York;  James  N.  Dobbins,  Long  Island 
City;  Laurance  D.  Red  way,  Ossining;  and  Moses 
H.  Krakow,  Bronx. 

ELECTION  OF  RETIRED  MEMBERS 
The  following  members  were  elected  to  Retired 
Membership : 

Fred  D.  Andrew,  Rochester;  Annetta  Barber, 
Glens  Falls;  Sherman  Bates,  Richmond  Hill; 
Joseph  Baum,  Far  Rockaway;  Frank  P.  Bayliss, 
Syracuse;  George  H.  Bell,  New  York;  Clarence 
H.  Bonnell,  Rye;  Samuel  S.  Brown,  Brooklyn; 
Arthur  H.  Brownell,  Oneonta;  Alice  Gates 
Bugbee,  White  Plains;  Myron  E.  Carmer,  Lyons; 
Howard  D.  Chapman,  Auburn;  Charles  H. 
Chetwood,  New  York;  Martin  Cohen,  New  York; 
William  J.  Cranston,  Kingston;  Stanton  Curry, 
Peekskill;  Joseph  Davidson,  New  York;  George 
E.  Davis,  New  York;  Henry  P.  de  Forest, 
New  York;  Fanny  Dembo,  New  York;  Roger 
Dexter,  Northport;  Frank  L.  Eastman,  Kingston; 
David  Felberbaum,  Miami  Beach , Florida; 
Hermann  Fischer,  New  York;  Philip  J.  Genth- 
ner,  Brooklyn;  Samuel  Lee  Gifford,  Whitesboro; 
H.  DuBois  Goetchius,  New  York;  Elias  B.  Guile, 
Utica;  August  Haasler,  Brooklyn;  Frederic  C. 
Hargrave,  Pasadena , California;  Herman  E. 
Hayd,  Buffalo;  Henry  P.  Hirsch,  New  York; 
Gustav  A.  Hitzel,  Buffalo;  James  E.  Holden, 
Collins;  William  Jacobsohn,  New  York;  Smith 
Ely  Jelliffe,  New  York;  John  Francis  Kent, 
Brooklyn;  Florence  M.  Laighton,  New  York; 
Theodore  A.  Lehmann,  Long  Island  City;  John 
Lennon,  New  York;  Percy  E.  D.  Malcolm, 
New  York;  Alexander  Mark,  Elmira;  Herbert 
W.  Matthews,  Penn  Yan;  Fergus  J.  McDon- 
ough, Brooklyn;  Marcus  Neustaedter,  New  York; 
John  W.  Parrish,  Brooklyn;  M.  L.  Pinco,  San 
Diego , California;  Paul  F.  Pyburn,  Brooklyn; 
Daniel  L.  Rogers,  Bolton  Landing;  Chauncey  A. 
Rood,  Brocton;  Jacob  C.  Rosenblueth,  New 
York;  E.  Wood  Ruggles,  Rochester;  Armand  J. 
Salmon,  Brooklyn;  John  J.  Sheehey,  Garrison; 
Herman  B.  Sheffield,  New  York;  William  L. 
Sneed,  New  York;  Bernard  Sour,  New  York; 


Florence  I.  Staunton,  Peekskill;  Walter  Whit- 
comb Strang,  New  York;  Willard  H.  Sweet, 
Peekskill;  Robert  H.  Tedford,  Albany;  Carl 
Theobald,  New  York;  Belle  Thomas,  Tampa , 
Florida;  Louis  Van  Hoesen,  Hudson;  John  E. 
Virden,  Bronx;  Henry  Wallace,  New  York; 
James  Peter  Warbasse,  Brooklyn;  August  W.  F. 
Westhoff,  Richmond  Hill;  Julius  Wolff,  New 
York;  and  Victor  L.  Zimmermann,  Brooklyn. 

84.  Executive  Session 

Dr.  John  J.  Masterson,  Kings:  In  view 
of  the  extreme  importance  of  the  resolutions  to 
be  considered  this  morning,  I move  that  we  go 
into  executive  session. 

Dr.  George  W.  Kosmak:  I second  that 

motion. 

....  There  being  no  discussion,  the  motion 
was  put  to  a vote,  and  was  unanimously  car- 
ried. . . . 

Speaker  Bauer:  The  House  is  going  into 
executive  session.  Will  you  check  with  your 
noble  assistants  to  make  sure  that  only  members 
are  present,  Colonel  Wentworth?  The  Chair 
will  assume  there  will  be  no  objection  on  the  part 
of  the  House  to  the  same  exceptions  being  made 
as  were  made  yesterday  in  so  far  as  permitting 
those  who  are  not  members  of  the  House  to 
remain  for  the  executive  session.  Hearing  no 
objection,  the  same  exceptions  will  be  made  to- 
day as  were  made  yesterday. 

Colonel  Edward  T.  Wentworth,  Monroe: 
The  House  has  been  cleared. 

(The  House  then  went  into  Executive  Session, 
receiving  reports  of  reference  committees  on 
certain  resolutions.) 

The  following  resolution  submitted  for  Livings- 
ton County  by  Dr.  Charles  Gullo  {Section  53) 
was  considered: 

“Whereas,  there  are  people  in  the  State  of 
New  York  practicing  the  healing  art  without 
having  adequate  knowledge  of  the  human 
body-  and 

“Whereas,  experience  has  shown  that  it  is 
most  difficult  and  often  futile  to  effectively 
prosecute  these  people  even  when  they  have 
violated  the  Medical  Practice  Act;  and 

“Whereas,  it  is  the  duty  of  Organized 
Medicine  to  promulgate  medical  information 
and  prevent  fraudulent  and  inferior  medical 
service  to  our  people;  now,  therefore  be  it 

“Resolved , that  the  House  of  Delegates  of 
the  New  York  State  Medical  Society  hereby 
authorizes  and  directs  the  President  of  the 
New  York  State  Medical  Society  to  present  to 
the  Legislature  of  the  State  of  New  York  a 
suitable  bill  to  correct  this  condition  and  that 
such  bill  shall  provide  substantially  as  follows: 

“‘ Section  1.  Definitions , as  used  in  this 
Article : 

“ ‘The  practice  of  the  Healing  Art  is  defined  as 
follows : 

“ ‘A  person  practices  the  healing  art  within 
the  meaning  of  this  article  who  holds  himself 
out  as  being  able  to  diagnose,  treat,  operate, 
or  prescribe  for  any  disease,  pain,  injury,  de- 
ficiency, deformity,  or  physical  condition  of 
the  human  body,  and  who  shall  either  offer  or 
undertake  by  any  means  or  method  to  diag- 
nose, treat,  operate  or  prescribe  for  any  dis- 
ease, pain,  injury,  deficiency,  deformity,  or 
physical  condition  of  the  same. 
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“ ‘ Section  2.  Qualifications 
“ ‘No  person  shall  practice  the  healing  art 
unless  he  shall  first  have  complied  with  the 
following  prerequisites: 

“ ‘First,  he  must  pass  an  examination  given 
by  the  Board  of  Regents  in  the  Basic  Sciences, 
namely,  Anatomy,  Physiology,  Chemistry, 
Bacteriology,  and  Pathology,  and  upon  pass- 
ing such  an  examination  shall  receive  a Cer- 
tificate of  Proficiency  in  the  Basic  Sciences; 
which  shall  not  confer  the  right  to  practice  the 
healing  art, and 

“ ‘ Second , after  receiving  said  Certificate 
of  Proficiency,  he  must  pursue  other  studies  as 
established  by  law  and  appear  before  the 
Board  of  Choice  of  the  Board  of  Regents  for 
further  examination,  and  after  having  satis- 
factorily passed  such  examination,  and  having 
fulfilled  other  requirements  prescribed  by  law, 
he  may  be  licensed  to  practice. 

“ ‘ Section  3.  Penalty. 

“ ‘Any  person  violating  any  provision  or 
provisions  of  the  foregoing  Sections  shall  be 
guilty  of  a misdemeanor  punishable  by  law!’  ” 

The  Reference  Committee  on  New  Business  A 
recommended  disapproval  of  this  resolution  on 
the  ground  that  thorough  enforcement  of  the 
existing  Medical  Practice  Act  would  adequately 
accomplish  the  end  sought,  and  this  recommen- 
dation was  adopted. 

The  other  resolutions,  after  reports  made 
thereon  by  reference  committees,  were  either 
disapproved,  or  no  action  was  taken. 

Speaker  Bauer:  We  will  now  consider  the 

executive  session  dissolved,  and  go  into  open 
session. 

85.  Report  of  Committee  on  Awards  of  Scien- 
tific Exhibits 

Dr.  William  A.  Krieger,  Dutchess : As 
Chairman  of  the  Committee  on  Scientific  Ex- 
hibits I wish  to  express  my  appreciation  for 
cooperation  received  from  Dr.  Wertz,  Dr. 
Noehren,  Mr.  George  Hale  of  the  Hale  Decora- 
tors, Inc.,  and  the  Hotel  Management. 

The  exhibits  numbered  38  with  64  individuals 
participating.  Motion  pictures  consisted  of  19 
films. 

I also  wish  to  express  my  thanks  and  apprecia- 
tion to  the  Committee  on  Awards  for  their  ex- 
cellent work  and  judgment.  The  Awards  are 
as  follows: 

RESEARCH 

First: 

Ernest  Witebsky,  M.D. 

Philip  Weis 
Anne  Heide 

Department  of  Pathology  and  Bacteriology 
University  of  Buffalo,  School  of  Medicine 
Buffalo  General  Hospital 
Buffalo 

Laboratory  Diagnosis  of  Trichinosis 
Second: 

Viewing  Box  21 
Henry  Minsky,  M.D., 

Mount  Sinai  Hospital 
New  York 

“ Ligamentum”  Hyaloidea-Capsulare  Attachment 
of  Lens  to  Vitreous 


CLINICAL 

First: 

Abner  I.  Weisman,  M.D. 

Christopher  W.  Coates 
Jewish  Memorial  Hospital 
The  New  York  Aquarium 
New  York 

A New  Test  for  Pregnancy  ( The  Xenopus  “Frog” 
Test) 

Second : 

Chester  D.  Moses,  M.D. 

Deaconess  Hospital 
Buffalo 

X-Ray  Pelvimetry 
Honorable  Mention: 

Milton  S.  Lloyd,  M.D. 

Joseph  A.  Budetti,  M.D. 

City  of  New  York  Municipal  Sanatorium 
Otisville 

Physical  Findings  in  Bronchoscopy  in  Relation  to 
Collapse  Therapy  of  the  Lung 

Speaker  Bauer:  Thank  you,  Dr.  Krieger! 
(Applause) 

86.  Presentation  of  the  Incoming  President- 
Elect,  Dr.  George  W.  Cottis,  to  the  House 

Speaker  Bauer:  Dr.  Booth,  would  you 
consider  yourself  a committee  of  one  to  escort 
the  new  president-elect  of  the  Society,  Dr. 
Cottis  to  the  platform? 

....  Dr.  Arthur  W.  Booth  escorted  President- 
Elect  Cottis  to  the  platform  amid  applause.  . . . 

Speaker  Bauer:  Dr.  Cottis,  I am  very 
proud  to  be  the  first  to  congratulate  you  officially 
on  your  election.  We  all  feel  it  is  well  deserved, 
and  we  know  that  the  Society  is  very  lucky  in 
having  you  as  its  president-elect.  Won’t  you 
say  a few  words  to  the  House? 

President-Elect  Cottis:  Mr.  Speaker  and 

Fellow  Members  of  the  House  of  Delegates,  I 
have  nothing  to  say  except  that  I realize  the 
responsibility  of  this  office  which  you  have  im- 
posed upon  me — I think  “imposed”  is  the  cor- 
rect word.  I accept  it  thankfully  and  humbly. 
I have  watched  the  work  of  the  presidents  of  this 
Society  for  thirty-five  years.  I attended  the 
reunion  meeting  when  the  old  State  Society  and 
the  State  Association  buried  the  hatchet  and 
became  one  unified  professional  organization. 
I have  been  intensely  interested  in  the  progress  of 
Organized  Medicine  from  that  time  to  this, 
and  that  is  why  I realize  the  responsibilities  im- 
osed  upon  the  officers  of  this  Society.  My  only 
ope  is  that  as  a result  of  my  years  of  observa- 
tion of  the  way  in  which  the  past-presidents 
have  devoted  their  time  and  their  energy  to  this 
work  I may  profit  enough  by  that  observa- 
tion to  justify  your  choice. 

I thank  you!  (Applause) 

Speaker  Bauer:  Thank  you! 

87.  Notice  of  Intention  to  Amend  Constitution 

and  Bylaws 

Assistant  Secretary  Podvin:  I desire  to 

give  notice  of  a proposal  to  amend  Article  IV 
of  the  Constitution  in  regard  to  the  Council, 
which  now  reads: 

“There  shall  be  a Council  composed  of  the 
President,  the  President-Elect,  the  immediate 
Past-President,  the  Secretary,  the  Treasurer, 
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the  Speaker,  and  nine  other  members  elected 
by  the  House  of  Delegates,” 

The  proposed  amendment  is  to  be  inserted 
after  the  word  “speaker,”  “the  Chairman  of  the 
Board  of  Trustees,”  so  that  as  amended  it  will 
read: 

. the  Speaker,  the  Chairman  of  the 
Board  of  Trustees  and  nine  other  members 
elected  by  the  House  of  Delegates.” 

Speaker  Bauer:  This  is  a notice  of  inten- 

tion to  amend  the  Constitution,  which  will  lie 
on  the  table  in  the  Secretary’s  hands  until  next 
year,  when  after  being  published  it  will  come 
before  you  for  consideration. 

We  will  have  the  report  of  the  Board  of  Tell- 
ers, but  first  is  there  any  other  business  to  come 
before  the  meeting? 

(There  was  no  response.) 

88.  Presentation  of  Past-President  Dr.  Allan 
A.  Jones  to  the  House 

Speaker  Bauer:  It  has  been  brought  to  my 

attention  that  the  oldest  past-president  of  this 
Society,  Dr.  Allan  A.  Jones,  has  just  come  into 
the  House.  I think  we  should  have  Dr.  Jones 
stand. 

....  The  delegates  arose  and  applauded.  . . . 
Past-President  Allan  A.  Jones:  I am 

sure  this  is  a very  unexpected  welcome  on  your 
part,  and  I appreciate  it  very  much.  I have 
watched  the  proceedings  of  the  Society  for  many 
years,  and  because  of  such  watching  I have 
come  to  know  of  what  you  have  been  able  to 
accomplish.  I wish  you  the  best  of  luck. 
(Applause) 

89.  Vote  of  Thanks  to  the  Speaker 

Dr.  George  W.  Kosmak,  New  York:  Mr. 
Speaker,  the  hour  has  arrived  when  it  may  be 
appropriate  to  throw  a few  bouquets,  and  in 
order  to  save  embarrassment  to  the  recipient 
of  the  bouquets  I want  to  throw  I am  going  to 
ask  the  Vice-Speaker  to  act  in  your  place  for  a 
moment,  because  I want  to  introduce  a motion 
expressing  the  sense  of  the  House  in  the  excellent 
presiding  qualities  of  our  Speaker,  the  courtesy 
with  which  he  has  received  the  various  men  who 
spoke,  and  in  general  all  the  good  things  that 
are  to  be  expected  from  a recipient  of  this  office. 

I put  that  in  the  form  of  a motion,  and  I would 
like  to  have  it  put  on  the  record.  (Applause) 
Dr.  Arthur  J.  Bedell,  Albany:  I second 

that  motion. 


....  The  motion  was  carried  by  the  delegates 
arising  and  applauding.  . . . 

Speaker  Bauer:  I thank  you  very  much, 
and  I hope  you  will  still  feel  the  same  way  next 
year. 

90.  Vote  of  Thanks  to  the  Committee  on  Ar- 
rangements and  Erie  County  Medical  Society 

Speaker  Bauer:  I think  it  would  be  very 
much  in  order  if  someone  would  make  a motion 
extending  the  thanks  of  the  House  to  the  Com- 
mittee on  Arrangements  and  all  those  who  have 
worked  so  hard  to  make  this  meeting  a success. 

Dr.  Alfred  M.  Hellman,  New  York:  I 
should  like  to  make  such  a motion  and  include 
our  thanks  to  the  Erie  County  Medical  Society. 

Speaker  Bauer:  I intended  to  include  them 

in  my  suggestion.  I am  sure  that  does  not  need 
any  discussion.  Again,  I think  we  should  take  a 
rising  vote. 

....  The  motion  was  carried  by  all  delegates 
present  arising  and  applauding.  . . . 

Speaker  Bauer:  Has  anyone  else  anything 
to  bring  before  the  House? 

(There  was  no  response.) 

Speaker  Bauer:  I remind  you  again  of  the 
dinner  tonight,  the  ladies’  hobby  show  which 
you  are  invited  to  see,  the  Council  meeting  at 
four,  and  the  trustees’  meeting  at  4:30  this 
afternoon  in  the  Erie  County  Medical  Society’s 
rooms  on  the  eighteenth  floor. 

91.  Vote  of  Thanks  to  Chairman  of  Scientific 

Committee 

Dr.  Thomas  A.  McGoldrick,  Kings:  Mr. 
Speaker,  in  the  distribution  of  the  bouquets  at 
this  time  it  seems  especially  fitting  that  the 
Chairman  of  the  Scientific  Committee,  Dr. 
Albert  F.  R.  Andresen,  on  whom  has  rested  the 
responsibility  of  the  program  for  the  day,  and 
who  according  to  the  records  deserves  full  credit 
and  praise  for  this  splendid  program,  should 
also  receive  our  praise,  which  I feel  he  is  entitled 
to.  I so  move. 

....  The  motion  was  seconded,  and  was  carried 
by  the  delegates  applauding.  . . . 

Speaker  Bauer:  All  committees  having 

reported,  there  being  no  further  business  to 
come  before  this  House  of  Delegates,  I declare 
the  135th  Session  of  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
adjourned  sine  die. 

(The  session  adjourned  at  12:30  o’clock, 
noon.) 


SCIENCE  WINNING  THE  FIGHT  ON  CANCER 


An  increase  of  nearly  30  per  cent  in  fifteen 
years  in  cures  of  breast  cancer  was  reported  on 
March  30  by  Dr.  Frank  E.  Adair  of  Memorial 
Hospital,  chairman  of  the  executive  committee, 
American  Society  for  the  Control  of  Cancer. 

The  increase,  according  to  Dr.  Adair,  is  the 
result  of  the  educational  campaign  by  the  society 
and  its  Women’s  Field  Army  on  the  importance 
of  early  diagnosis  of  cancer  through  periodic 
physical  examinations  and  the  avoidance  of  de- 
lay in  reporting  to  a qualified  physician  any 
suspicious  lump  on  the  breast  as  soon  as  it  is  dis- 
covered. 

The  data  cover  cases  of  women  who  have  had 
no  recurrence  of  the  disease  in  five  years. 


“Women  have  been  told  that  cancer  must  be 
taken  in  its  early  stages  to  be  cured,  and  they  are 
taking  advantage  of  this  information,”  Dr.  Adair 
said.  “In  1920  the  average  delay  in  a breast 
case  from  the  time  a patient  noticed  a lump  until 
she  came  to  the  hospital  was  eleven  months  and 
seven  days.  In  1940  this  lapse  of  time  had  been 
cut  more  than  in  half,  to  four  months  and  four 
days. 

“In  primary  operable  cancer  of  the  breast  in 
1920  we  secured  37.4  per  cent  five-year  cures;  in 
1935,  the  latest  year  which  we  may  use  as  a basis 
for  calculating  our  five-year  cure,  we  had  raised 
the  rate  to  47.5  per  cent,  a gain  of  nearly  30  per 
cent  in  fifteen  years.” 


Public  Health  News 


The  Tuberculosis 

THE  Annual  Conference  of  State  and  Local 
Committees  on  Tuberculosis  and  Public 
Health  of  the  State  Charities  Aid  Association 
(held  at  the  Hotel  Commodore  in  New  York  City) 
the  morning  of  May  21  was  devoted  to  the  fol- 
lowing program : 

The  First  Year  of  the  Program  for  the  Sub- 
stantial Eradication  of  Tuberculosis  in  Up- 
state New  York  by  1960 — Progress  and  Next 
Steps. 

1 . From  the  Point  of  View  of  Official  Agencies : 

(a)  “With  Respect  to  Examination  of 
Family  Contacts,”  James  M.  Blake, 
M.D.,  superintendent,  Schenectady 
County  Tuberculosis  Hospital. 

(b)  “With  Respect  to  the  Services  of  a 
Supervising  Nurse,”  Miss  Marion 
She  ah  an,  R.N.,  director,  Public 
Health  Nursing,  State  Health  Depart- 
ment. 

(c)  “With  Respect  to  the  Value  of  Tuber- 
culosis Case  and  Contact  Rosters,” 

S.  E.  Simpson,  M.D.,  superintendent, 
Jefferson  County  Sanatorium. 

(d)  “With  Respect  to  Clinic  Expansion: 
Location,  Housing,  Equipment  and 
Personnel,”  Edward  X.  Mikol, 
M.D.,  Tuberculosis  Division,  State 
Health  Department. 

2.  From  the  Point  of  View  of  Nonofficial 
Agencies : 

(a)  “With  Respect  to  Tuberculosis  Case- 
Finding  by  Practicing  Physicians,” 
Peter  Irving,  M.D.,  secretary,  Medi- 
cal Society  of  the  State  of  New  York. 

(b)  “With  Respect  to  the  Services  of  the 
State  and  Local  Tuberculosis  and 
Health  Association,”  George  J.  Nel- 
bach,  executive  secretary,  State  Com- 
mittee. 

3.  “How  It  All  Looks  to  Me  at  this  Stage  of 
the  Undertaking,”  Edward  S.  Godfrey, 

Jr.,  M.D.,  state  health  commissioner. 

Robert  E.  Plunkett,  M.D.,  general 
superintendent,  Tuberculosis  Hospitals. 

Presiding:  Donald  B.  Armstrong,  M.D., 
third  vice-president,  Metropolitan  Life 
Insurance  Company;  member,  State 
Executive  Committee. 

The  following  address  was  made  by  Dr.  Peter 
Irving,  secretary  of  the  Medical  Society  of  the 
State  of  New  Y ork. 

Case-Finding  by  Practicing  Physicians 
npHIS  new  program  will,  I expect,  impress  all 
T physicians  in  active  practice  in  this  state  as 
a definite  call  to  bestir  themselves  more  effec- 
tively and  at  the  same  time  more  widely  in  the 
field  of  case-finding  in  tuberculosis.  Throughout 
this  century  they  have  felt  the  obligation  to  their 
patients  and  to  the  public  for  early  diagnosis  and 
routing  of  cases  to  proper  care.  Now,  as  I see  it, 
they  will  be  able  and  glad  to  do  more  than  they 
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have  hitherto  found  it  possible  to  accomplish 
toward  these  ends. 

First,  they  will  feel  impelled  to  follow  up  the 
cases  they  find,  into  the  families  concerned,  with 
uninhibited  persuasion  that  family  contacts  be 
examined  and  x-rayed. 

Then,  they  will  be  free  to  reach  out  in  a newer 
fashion — a double  fashion.  First,  they  can  seek 
from  the  tubercular  patients  and  their  families 
the  names  of  individuals  with  whom  the  patients 
have  come  into  close  contact  outside  the  home. 
These  can  be  reported  to  the  health  officials  to- 
gether with  names  of  offices  where  the  patients 
have  worked.  The  doctors  can  also  do  their  best 
to  get  the  patients  or  their  families  to  pass  on  the 
suggestion  that  all  these  contacts  would  do  well 
to  seek  examination  and  x-ray. 

In  this  freer  way,  practicing  physicians  can 
step  up  the  tempo  of  case-finding.  They  will, 
however,  find  problems  as  they  go  along.  Par- 
ticularly will  the  contact  outside — and  even  in- 
side the  home — be  reluctant  to  be  examined  and 
x-rayed.  They  can  be  expected  to  raise  special 
objections  to  costs  they  consider  unnecessary. 
Where  funds  are  low — and  the  bulk  of  tubercu- 
losis cases  are  found  in  the  lower  income  groups — 
the  objection  may  rest  on  real  inability  to  pay. 
For  these  reasons  it  would  seem  an  essential  fac- 
tor that  all  deterrents  to  examination  and  x-ray 
be  in  some  way  removed.  The  practicing  physi- 
cian meets  a specific  problem  in  the  cost  of  x-ray 
which  flows  primarily  from  the  expense  of  equip- 
ment. The  establishment  of  a principle  that  x- 
ray  service  in  the  Tuberculosis  Control  Program 
be  made  available  to  all  without  direct  cost  to 
the  patients,  to  be  paid  for  out  of  public  funds, 
would  result  in  the  practicing  physician’s  task 
being  much  more  surely  and  widely  successful. 

The  Council  of  the  Medical  Society  of  the  State 
of  New  York  has  been  studying  these  problems 
carefully  for  several  months.  On  May  15,  1941, 
it  placed  on  its  records  twelve  “Suggestions 
Regarding  the  Tuberculosis  Program.”  I can 
best  give  you  its  position  by  reading  these — with 
comment. 

1.  The  responsibility  for  communicable  dis- 
ease control  rests  largely  with  government 
health  officials. 

2.  This  responsibility  carries  with  it  the 
necessity  of  employing  and  advocating  meas- 
ures known  or  thought  to  be  effective  in  dis- 
ease control. 

These  two  statements  recognize  government 
responsibility  for  initiation  of  control  measures 
and,  by  implication  the  obligation  of  practicing 
physicians  to  help. 

3.  Such  measures  must  be  reasonable,  with- 
out causing  hardship,  and  at  a cost  which  will 
not  act  as  a deterrent.  If  the  cost  becomes 
relatively  great,  society  must  find  a way, 
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which  is  usually  sharing  cost  through  govern- 
ment taxation. 

The  element  of  cost  of  new  measures  is  here 
recognized — and  that,  if  necessary,  the  burden 
may  be  spread  by  use  of  public  funds.  Now 
comes  the  estimate  of  the  cost  of  the  particular 
measure  of  present  concern  in 

4.  The  per  capita  cost  of  x-ray  examination 
for  tuberculosis  diagnosis  is  not  a financial 
burden  to  some  people,  but  to  the  great  ma- 
jority it  is. 

5.  X-ray  examination  is  necessary  as  a part 
of  the  Tuberculosis  Control  Program  and  must 
be  made  available. 

6.  X-ray  examination  necessitates  expensive 
equipment  and  specially  trained  physicians. 
Now  comes  the  most  significant,  practical 

adoption  of  a new  and  definite  stand  in 

7.  Patients  who,  in  the  opinion  of  the  health 
officer  or  his  representative,  for  various  reasons 
(contacts,  etc.)  should  have  a thorough  physi- 
cal examination  including  x-ray,  as  a part  of 
the  Tuberculosis  Control  Program,  should  be 
rendered  x-ray  service  without  direct  cost  to 
the  patients. 

I will  not  go  into  the  definition  of  the  term  “a 
thorough  physical  examination”  except  to  say 
that  it  must  be  sufficient  to  ensure  a diagnosis. 
The  stress  here  is  on  x-ray  examinations  at  no 
cost  to  contacts.  This  suggestion  goes  on  to 
set  up  safeguards  by  saying: 

All  such  examinations  should  be  done  only  on 
the  written  order  of  the  health  officer  or  his 
representative,  or  the  order  of  the  family 
physician,  and  approved  by  the  health  officer, 
or  his  representative.  The  x-ray  examinations 
are  to  be  made  only  by  physicians  licensed  to 
practice  medicine  in  the  State  of  New  York. 

8.  All  x-ray  examinations  at  tuberculosis 
hospitals  and  clinics  should  be  done  without 
direct  cost  to  the  patients. 


9.  X-ray  examinations,  when  ordered  as  a 
part  of  the  Tuberculosis  Control  Program  by 
the  health  officer  and  performed  by  a private 
physician,  should  be  paid  for  from  public  funds. 

10.  No  patients,  except  in  emergency,  should 
be  examined  at  tuberculosis  hospitals  and 
clinics  without  a written  order  from  the  health 
officer  or  his  representative. 

These  three  statements  relate  to  procedure. 
I would  call  your  special  attention  to  the  provi- 
sion for  payment  from  public  funds  for  x-rays  of 
these  contacts  by  private  physicians.  In  other 
words,  it  should  be  recognized  that  the  practicing 
roentgenologist  has  a place  in  the  picture  as  well 
as  the  tuberculosis  hospital  and  clinic. 

11.  In  order  to  prevent  lack  of  service  and  to 
encourage  active  participation  of  local  health 
units,  part  or  all  of  the  cost  of  x-ray  examina- 
tions should  be  borne  through  state  aid. 

This,  again,  is  recognition  of  public  responsi- 
bility. 

12.  To  avoid  misunderstandings  regarding 
interpretation  of  x-ray  findings,  technics,  and 
other  matters,  provision  should  be  made  for 
the  establishment  of  an  Advisory  Board  on  x- 
ray  procedures.  Such  a Board  should  be  com- 
posed of  radiologists,  the  majority  of  whom  are 
in  the  private  practice  of  medicine.  The 
members  of  this  Board  should  be  compensated 
by  and  function  as  a part  of  the  State  Depart- 
ment of  Health. 

This  is  a new  idea  based  on  the  desire  to  in- 
tegrate the  work  of  public  officials  and  practicing 
physicians  to  the  end  that  the  case-finding  be 
more  complete  than  it  has  been  before. 

If  these  suggestions  can  be  put  into  operation, 
it  is  the  belief  of  the  Council  that  the  practicing 
physicians  of  the  state  will  do  their  full  part. 
The  Medical  Society  of  the  State  of  New  York 
will  do  everything  to  encourage  their  success. 


PITFALLS  OF  HOME  DIATHERMY 

“Diathermy  for  use  in  the  home  has  been 
extravagantly  promoted  by  various  agencies,” 
the  Journal  of  the  American  Medical  Association 
for  April  5 declares  in  an  editorial. 

“The  Journal  has  emphasized  repeatedly  that 
any  kind  of  self  treatment  without  scientific 
diagnosis  may  be  hazardous  because  it  permits 
neglect  of  serious  conditions  that  may  require 
professional  attention.  In  several  cities,  firms 
have  come  into  being  practically  overnight, 
advertised  in  the  daily  papers,  broadcast  over 
the  radio,  released  high  pressure  salesmen  to  sell 
or  rent  their  products;  then  they  have  suddenly 
disappeared,  although  in  some  instances  the 
promoters  have  appeared  in  the  same  role  in 
new  firms  which  repeated  this  program.  Some 
of  these  instruments  promulgated  to  the  public 
have  been  efficient,  others  have  not!  Apparatus 
for  diathermy  should  have  sufficient  output  to 
heat  the  tissues,  since  heat  is  the  only  therapy 
it  provides  for  which  critical  evidence  is  avail- 
able. If  the  instrument  is  efficient,  it  may  be 
dangerous  unless  its  use  is  supervised  by  a 
trained  observer.  If  the  machine  is  inefficient 
and  of  low  power  output,  it  will  not  heat  the 
tissues  and  will  be  without  therapeutic  effect.” 


WHAT  BECAME  OF  YOUR  PRACTICE 

If  you  are  one  of  those  who  think  that  the 
medical  “business”  is  not  what  it  used  to  be, 
look  over  this  fist  of  medical  services  that  are 
actually  being  rendered  in  Columbus. 

Orthopedics  by  osteopaths,  chiropodists,  and 
shoe  stores. 

Surgery  by  osteopaths. 

Refraction  by  optometrists. 

Over-the-counter  prescribing  by  druggists. 

Psychiatric  advice  by  psychologists. 

Pathology  by  lay  laboratories. 

Rupture  reduction  and  treatment  by  rupture 
clinics  and  truss  companies. 

Physical  therapy  by  mechano-therapists  and 
chiropractors. 

Agglutination  tests  for  paternity  by  geneticists. 

Speech  difficulties,  with  the  use  of  x-ray,  by 
a nonmedical  clinic. 

Dietary  advice  by  faddists. 

Weight  reduction,  colonic  irrigations,  treatment 
of  colds,  arthritis,  etc.,  by  bath  houses. 

Self-prescription  through  patent  medicine  ad- 
vertisements. 

The  poachers  don’t  seem  to  have  missed  much, 
have  they? 

— Bulletin,  Columbus  Academy  of  Medicine 
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Albany  County 

Dr.  George  T.  Pack,  of  Cornell  Medical  Col- 
lege and  Memorial  Hospital,  New  York  City, 
addressed  the  county  society  on  May  28  on  “Can- 
cer of  the  Stomach.” 

Bronx  County 

The  Bronx  Gynecological  and  Obstetrical 
Society  listened  to  the  following  program  on 
May  26:  Case  Reports — (1)  “Meigs  Tumor,” 

by  Dr.  F.  A.  Wurzbach,  Jr.,  and  (2)  “Repeated 
Bleeding  During  Pregnancy  Due  to  Multiple 
Fibroids  (2  Cases),”  by  Dr.  David  Deutschman; 
Papers — (1)  “Auto-Blood  Injections  in  the 
Treatment  of  Functional  Uterine  Bleeding,”  by 
Dr.  Geza  Weitzner,  and  (2)  “Effects  of  Human 
Pregnancy  Serum  in  Pregnant  Animals,”  by 
Drs.  S.  S.  Rosenfeld,  Bernard  Lapan,  and  Dr. 
Harry  Baron. 

Broome  County 

At  the  meeting  of  the  county  society  on  May 
13,  Dr.  James  E.  Perkins,  director,  Division  of 
Communicable  Diseases,  New  York  State  De- 
partment of  Health,  presented  the  analysis  of 
the  Binghamton  Pertussis  study  which  was 
recently  completed.  Lantern  slides  were  shown. 

Radio  speakers  in  May  were  Mrs.  John  Robert- 
son, Dr.  D.  G.  Dudley,  and  Dr.  M.  C.  Snyder. 

A joint  meeting  of  the  county  society  and  the 
Binghamton  Academy  of  Medicine,  was  held  on 
May  26  in  the  Binghamton  State  Hospital  as- 
sembly hall. 

Colonel  Harry  A.  Steckel,  M.D.,  chairman  of 
the  committee  on  military  mobilization  of  the 
American  Psychiatric  Association,  spoke  on 
“The  Role  of  Psychiatry  in  the  Present  Military 
Emergency.” 

“Get  their  story,”  was  the  advice  for  a more 
thorough  diagnosis  of  patients,  by  Dr.  Walter 
S.  Alvarez,  Mayo  Clinic  surgeon  and  professor 
at  the  University  of  Minnesota,  in  an  address 
before  325  Binghamton  area  physicians  in  Phelps 
Hall  at  City  Hospital,  on  May  15. 

His  talk,  which  climaxed  Binghamton’s  ob- 
servance of  Hospital  Day,  was  on  “Puzzling 
Types  of  Abdominal  Pain.”  The  speaker  called 
for  more  thorough  diagnosis  and  “less  depend- 
ency on  the  laboratory  report.”  He  decried  the 
tendency  to  “skim  over”  the  diagnosis — particu- 
larly on  the  part  of  “younger  men” — and  said 
that  to  obtain  detailed  stories  of  ailments  from 
patients  would  be  “invaluable”  in  planning  ac- 
tion in  cases  where  internal  distress  is  evident. 

The  first  copy  of  the  manual  of  the  county 
society,  which  for  many  years  was  stored  in  the 
cornerstone  of  the  old  Binghamton  Central  High 
School  building,  has  found  its  way  into  the 
Broome  County  Historical  Section. 

Printed  in  1870,  the  volume  is  in  a nearly  per- 
fect state  of  preservation,  and  reveals  details  of 
the  first  society,  which  was  headed  by  Dr.  Daniel 
A.  Wheeler.  Binghamton  was  then  Chenango 
Point. 


The  pamphlet  was  taken  from  the  cornerstone 
when  the  building  was  razed  and  was  presented 
to  Dr.  Blinn  A.  Buell  in  1940,  when  he  was  head 
of  the  society. 

It  contains  the  chronologic  list  of  members 
from  1806  through  1870  and  gives  a schedule  of 
fees  that  was  something  to  behold  in  those  days. 

Columbia  County 

Dr.  Willis  W.  Lasher,  of  the  Reconstruction 
Hospital,  New  York  City,  and  formerly  of  Ger- 
mantown, was  guest  speaker  at  the  meeting  of 
the  county  society  at  the  Taconic  Inn,  Copake 
Falls,  on  May  13.  He  spoke  on  “Some  Affec- 
tions of  the  Knee  Joint.”  Dr.  R.  P.  Harris  pre- 
sided. 

Erie  County 

At  the  meeting  of  the  county  society  on  May 
27,  Dr.  Critchlow  reported  that  to  date  the 
Western  New  York  Medical  Plan,  Inc.,  has  paid 
1,002  claims,  and  for  the  last  quarter  the  amount 
will  be  over  $3,000. 

Dr.  Bauckus  stated  that  he  had  been  ap- 
pointed to  represent  Erie  County  on  a com- 
mittee to  meet  with  the  Farm  Security  Adminis- 
tration. This  latter  organization  will  make 
loans  to  poor  farm  families  which  will  enable 
them  to  subscribe  for  medical  expense  indemnity 
insurance.  It  was  the  opinion  of  the  committee 
that  the  question  should  be  brought  before  the 
organization  of  the  Rural  Physicians  of  Erie 
County.  Mr.  Metzger  of  the  Western  New 
York  Medical  Plan  and  a representative  of  the 
Farm  Security  Administration  were  present  at 
the  meeting  and  the  situation  was  thoroughly 
discussed.  The  rural  physicians  voted  to  go 
along  with  this  plan  of  medical  expense  indem- 
nity insurance,  which  is  to  be  taken  care  of 
through  the  Western  New  York  Medical  Plan. 
Dr.  Bauckus  recommended  that  inasmuch  as  the 
rural  physicians  organization  has  approved  the 
plan  and  that  the  Society  approved  the  Western 
New  York  Medical  Plan,  the  county  society  ap- 
prove it.  It  was  moved,  seconded,  and  carried 
that  the  society  accept  this  recommendation. 

The  Buffalo  Academy  of  Medicine  will  have 
its  annual  golf  and  field  day  at  the  Orchard  Park 
Golf  Club  on  Thursday,  July  10,  with  dinner  at 
7:00  p.m. 

Franklin  County 

The  semi-annual  meeting  of  the  county  society 
was  held  June  4,  at  the  John  Black  Memorial 
Room,  at  Saranac  Lake. 

Medical  problems  relating  to  the  Selective 
Service  system  as  affecting  upper  New  York 
State  were  discussed  by  Col.  Louis  H.  Gause, 
M.C.,  medical  advisor,  Selective  Service,  New 
York  State  Headquarters. 

Kings  County 

The  following  scientific  program  was  given  at 
the  meeting  of  the  county  society  on  May  20: 
(a)  “The  Diagnosis  and  Treatment  of  Lesions  of 
the  Cranial  Nerves,”  by  Dr.  Walter  E.  Dandy, 
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F.A.C.S.,  Baltimore,  (b)  “The  Essential  Sys- 
temic Nature  of  Acute  Lupus  Erythematosus  and 
Other  Generalized  Diseases  of  the  Skin,”  by  Dr. 
Paul  Klemperer,  Manhattan. 

The  Brooklyn  Thoracic  Society  met  on  May 
16,  with  this  program:  (1)  “Bronchial  Cathe- 

terization and  Bronchography,”  by  Dr.  Samuel 
A.  Thompson,  New  York  City,  with  the  discus- 
sion by  Drs.  Harry  Meyersburg  and  Ralph  Har- 
ioe;  (2)  “Artificial  Pneumothorax  in  the  Treat- 
ment of  Pulmonary  Tuberculosis”  (sound  motion 
picture),  by  Dr.  James  S.  Edlin,  New  York  City, 
with  a general  discussion. 

Monroe  County 

The  president  of  the  State  Society,  at  Roches- 
ter, on  May  29,  urged  the  Federal  Government  to 
enlist  in  the  national  defense  effort  foreign  physi- 
cians who  have  been  driven  from  their  homes  to 
this  country,  as  reported  by  the  Associated  Press. 

Asserting  that  9,000  medical  officers  will  be 
needed  during  the  next  year,  Dr.  Samuel  J. 
Kopetzky,  who  also  is  medical  director  of  Selec- 
tive Service  in  New  York  City,  told  the  county 
society  in  a prepared  address:  “There  are 

about  2,500  medical  men  of  foreign  extraction, 
driven  by  persecution  from  their  native  lands, 
who  are  located  in  various  parts  of  this  state. 
The  authorities  should  survey  their  equipment 
and  qualifications,  and  place  them,  too,  at  work 
in  the  defense  program.” 

Pointing  out  that  organized  medicine  has 
“pledged  its  facilities  to  the  Federal  Government 
in  supplying  the  medical  needs  of  the  armed 
forces,”  Dr.  Kopetzky  declared,  “this  united 
effort  is  no  mere  lip  service,  it  is  an  actual  con- 
tribution. 

“We  as  doctors,”  he  said,  “must  take  the  yard- 
stick of  quality  of  medical  care,  and  measure 
every  possible  advance  in  the  name  of  our  na- 
tional defense  program,  and  see  to  it  that  how- 
ever much  necessity  exists  because  of  instant 
situations  this  shall  not  break  down  the  employ- 
ment of  our  constant  yardstick. 

“It  should  be  our  duty  to  so  plan  measures 
integrating  community  medical  care  in  the  de- 
fense program  that  they  carry  within  themselves 
their  discontinuance  or  dissolution  when  the 
present  pertinent  emergency  shall  have  passed 
and  become  history.” 

Nassau  County 

Dr.  Charles  W.  Martin,  of  Woodmere,  suc- 
ceeded Dr.  Aaron  L.  Higgins,  of  Rockville  Cen- 
tre, as  president  of  the  county  society  on  May  27, 
at  a meeting  at  the  Cathedral  House,  Garden 
City.  Dr.  Martin  was  president-elect  for  the 
past  year. 

The  annual  election  of  officers  resulted  as 
follows:  president-elect,  Everett  N.  Whitcomb, 
Port  Washington;  vice-president,  N.  H.  Robin, 
Hempstead;  secretary-treasurer,  E.  Kenneth 
Horton,  Rockville  Centre;  board  of  censors: 
William  C.  Atwell,  Great  Neck;  John  M.  Gal- 
braith, Glen  Cove;  Stephen  F.  Gerde,  Freeport; 
A.  M.  Goldman,  Rockville  Centre;  Charles 
Edwin  Woods,  Westbury.  Workmen’s  Com- 
pensation Board  (2  years):  Wright  F.  Lewis, 

Freeport;  Ruel  L.  Alden,  Hempstead;  James  L. 
WinemiUer,  Great  Neck.  Delegate  to  State 
Society  (2  years):  Louis  A.  Van  Kleeck,  Man- 
hasset. 


New  York  County 

A testimonial  dinner,  sponsored  by  the  county 
society,  was  given  on  June  12  at  the  Hotel  Plaza, 
in  honor  of  Dr.  Samuel  J.  Kopetzky,  president  of 
the  State  Society.  Among  the  speakers  was 
Col.  Arthur  J.  McDermott,  director,  Selective 
Service  for  New  York. 

Dr.  Arnold  H.  Knapp,  of  New  York  City,  is 
the  recipient  this  year  of  the  Leslie  Dana  Gold 
Medal  awarded  annually  for  outstanding  achieve- 
ment in  the  prevention  of  blindness  and  the  con- 
servation of  vision.  The  award  is  given  on  the 
recommendation  of  the  Association  for  Research 
in  Ophthalmology. 

Dr.  Knapp  is  editor-in-chief  of  the  Archives 
of  Ophthalmology  and  professor  emeritus  of  oph- 
thalmology in  the  College  of  Physicians  and 
Surgeons  of  Columbia  University.  He  is  also 
consultant  to  the  Eye  Institute  of  the  Columbia 
Presbyterian  Medical  Center  and  is  one  of  the 
three  directors  of  the  Knapp  Foundation  in 
Ophthalmology  of  Columbia  University. 

The  conditions  of  the  Leslie  Dana  Medal 
award  set  forth  that  it  is  made  for  “long  meri- 
torious service  in  the  conservation  of  vision  in 
the  prevention  and  cure  of  diseases  dangerous  to 
eyesight;  research  and  instruction  in  ophthal- 
mology and  allied  subjects;  social  service  for  the 
control  of  eye  diseases;  and  special  discoveries 
in  the  domain  of  general  science  or  medicine  of 
exceptional  importance  in  conservation  of 
vision.” 

Oneida  County 

Dr.  Conway  A.  Frost,  aged  74,  of  Utica,  who 
died  on  May  10,  was  a past-president  of  the 
county  society. 

Queens  County 

A tentative  program  has  been  drawn  up  for  a 
course  in  allergy  to  be  given  at  the  county  society 
in  October.  Arrangements  are  being  completed 
through  the  chairman  of  the  State  Society’s  Com- 
mittee on  Public  Health  and  Education.  It  is 
requested  that  those  interested  communicate 
with  the  chairman  of  the  Graduate  Education 
Committee.  Attendance  will  be  gratis. 

Schenectady  County 

The  semi-annual  meeting  of  the  county  society 
was  held  at  the  Mohawk  Golf  Club  on  June  5, 
with  a luncheon  at  noon  followed  by  golf,  tennis, 
putting  matches,  and  bridge. 

The  business  meeting  was  held  at  5 : 30  with  a 
dinner  following. 

Dr.  D.  Glen  Smith  and  his  all-doctor  orchestra 
entertained  after  dinner.  Dr.  Charles  E.  Wiede- 
man  is  president  of  the  society. 

Tioga  County 

The  quarterly  meeting  of  the  county  society 
was  held  on  June  3,  at  the  Green  Lantern  Inn, 
following  dinner.  Dr.  Charles  J.  V.  Redding,  of 
Owego,  presided  at  the  meeting,  which  was  at- 
tended by  sixteen  members. 

The  speaker  was  Dr.  J.  Zillhardt,  of  Johnson 
City,  who  spoke  on  “Blood  Transfusions  and 
Blood  Banks.”  Dr.  Zillhardt  is  internist  on  the 
medical  staff  of  the  Endicott- Johnson  Corpora- 
tion. 
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Wayne  County 

The  county  society  met  on  June  10  at  the 
Newark  Country  Club,  and  listened  to  a lecture 
by  Dr.  Nathan  P.  Sears,  professor  of  clinical 
gynecology  at  Syracuse  University,  on  “Carci- 
noma of  the  Female  Genitalia.” 

Westchester  County 

Dr.  Matthias  Nicoll,  Jr.,  aged  73,  of  Rye,  who 
died  on  May  13,  was  State  Commissioner  of 
Health  from  1923  to  1930. 

Colonel  Edward  H.  Marsh,  former  county 
deputy  health  commissioner,  talked  on  “A  Doctor 
Looks  at  Mobilization”  before  forty  members  at 
a closed  meeting  of  the  White  Plains  Medical 
Society  at  Westchester  Hills  Golf  Club,  on  May 
13. 


Wyoming  County 

Dr.  Willard  L.  Chapin,  of  Perry,  and  Dr. 
Valente,  of  Strykersville,  both  reserve  officers  in 
the  medical  corps,  have  been  cited  for  deferment 
from  Army  duty  at  this  time  by  the  County 
Medical  Defense  Board,  of  which  Dr.  Oliver  T. 
Ghent,  of  Warsaw,  is  chairman.  The  board  is 
composed  of  members  of  the  county  society. 

The  reason  in  both  instances  is  the  belief  that 
their  departure  from  their  communities  would  be 
contrary  to  public  interest  from  the  health  stand- 
point. 

In  the  case  of  Dr.  Valente,  deferment  is  recom- 
mended because  he  is  the  only  physician  in  his 
community  and  his  departure  would  leave  the 
village  without  medical  service. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

A.  Newell  Benedict 

59 

Cornell 

June  3 

Yonkers 

William  F.  Coombs 

47 

Syracuse 

May  22 

Syracuse  and 
Cazenovia 

Alfred  C.  DuPont 

74 

N.  Y.  Univ. 

May  30 

Manhattan 

Herman  A.  Ehrmann 

76 

P.  & S.  N.  Y. 

June  2 

Manhattan 

Albert  C.  Griffin 

86 

Albany 

February  20 

Whitestone 

Charles  W.  House 

79 

Eel.  Cinn. 

June  2 

Auburn 

John  Hutchinson 

81 

N.  Y.  Horn. 

May  29 

Manhattan 

Richard  Levy 

35 

Hamburg 

May  20 

Jackson  Heights 

Esteve  S.  Mars 

73 

Meharry 

June  4 

Brooklyn 

George  Pollack 

32 

London 

March  21 

Brooklyn 

Oscar  H.  Rogers 

83 

P.  & S.  N.  Y. 

May  17 

Yonkers 

Morris  Rosentover 

68 

Bell. 

March  30 

Manhattan 

John  L.  Sheils 

68 

P.  & S.  N.  Y. 

May  23 

Bronx 

FAITH  AND  PILLS 


Yesterday  I heard  of  a remarkable  young 
doctor  who  offended  a patient  by  refusing  to  give 
her  any  medicine.  He  said  he  didn’t  know  what 
was  the  matter  with  her,  and  he  couldn’t  pre- 
scribe medicine  without  seeing  some  reason  for  it. 

The  grim  honesty  of  that  attitude  is  a rebuke 
to  quacks,  but  it  may  not  always  be  wise. 

One  bright  Sunday  morning,  years  ago,  I rode 
downtown  with  a kindly  old  doctor  who  was  both 
a scientist  and  a philosopher.  We  hadn’t  gone 
far  when  a lady  pushing  a baby  carriage  signaled 
the  doctor  to  stop  and  asked  him  to  examine  her 
ailing  infant. 

Doc  took  the  child  on  his  knee  and  played  with 
it  for  a minute  or  two  and  then  began  to  write  a 
prescription. 

“Give  this  as  directed,”  he  said,  “and  if  the 
baby  isn’t  better  by  tomorrow  morning,  bring 
it  to  my  office. 

This  seemed  a miraculous  diagnosis,  and  as  we 
drove  on  I asked  Doc  what  was  wrong. 

“Not  a thing  in  the  world,”  he  answered  cheer- 
fully. “The  medicine  was  to  pacify  the  mother. 
It  won’t  hurt  the  baby;  and  if  there  is  anything 
wrong,  it  will  develop  by  tomorrow  morning  so  I 
can  tell  what  it  is.  The  mother  thinks  there’s 
something  wrong,  and  if  I had  done  nothing  for 
the  baby,  she  would  have  taken  it  to  another 
doctor.” 


The  old-time  medical  doctor  may  have  been 
short  of  learning,  but  he  knew  human  na- 
ture. 

The  recent  epidemic  of  doctor’s  autobiogra- 
phies makes  it  clear  that  the  old-timers,  for  all 
their  scorn  of  faith  cures,  cured  by  faith  without 
realizing  it.  Both  the  doctor  and  his  patient 
believed  in  the  curative  value  of  medicine,  and 
the  doctor  gave  it  generously — a different  kind 
for  each  symptom.  The  “ease  his  pain  and  wash 
him  out”  theory  worked  all  right,  unless  the  pa- 
tient had  appendicitis,  but  the  other  dosings 
probably  cured  nobody. 

How,  then,  were  they  cured?  By  nature,  plus 
faith.  People  believed  in  their  doctor  and  felt 
safe  when  he  stepped  inside  the  door.  If  he  had 
given  them  flour  pills,  his  service  still  would  have 
been  worth  all  he  received,  for  he  took  away  their 
fears  and  gave  them  the  hope  and  confidence 
they  needed  to  get  well. 

Modern  doctors  give  little  medicine.  Doubt- 
less they  would  feel  like  quacks  if  they  gave  flour 
pills  when  the  patient’s  symptoms  seemed  to 
call  for  nothing  more.  But  human  nature  has 
not  changed.  We  still  live  by  faith.  And  half 
the  value  of  medical  science  will  be  gone  when 
cures  depend  on  medicine  alone. — Robert  Quillen, 
in  Fountain  Inn  Tribune,  quoted  in  Clinical 
Medicine 


Hospital  News 


Hospitals  Report  Shortage  of  Drugs 

CCARCITY  of  essential  chemical  and  phar- 
^ maceutic  supplies,  attributed  to  diversion  of 
the  basic  chemicals  to  industrial  uses  in  the  de- 
fense program,  is  reported  by  both  private  hos- 
pitals and  the  New  York  City  Purchasing  Office, 
Division  of  Chemical  and  Drug  Purchases,  says 
the  New  York  Times.  Smaller  manufacturers 
of  medicinal  supplies  reported  that  they  were 
faced  with  shutdowns  unless  priority  ratings  of 
defense  contractors,  shifting  basic  chemicals  from 
pharmaceutic  to  industrial  uses  were  modified. 
Druggists,  although  still  able  to  buy  patent 
medicines  with  little  difficulty,  were  finding  it 
hard  to  purchase  several  crude  drugs. 

Manufacturers  of  basic  chemicals  said  the 
situation  was  one  for  which  they  were  unable  to 
prepare.  They  had  carefully  built  up  systems 
allocating  their  available  production  among 
regular  customers  and,  while  this  did  not  fully 
meet  the  needs  of  customers,  no  one  was  being 
forced  to  go  without  essential  materials.  This 
worked  rather  well,  manufacturers  said,  until  the 
priority  rating  system  of  the  OPM  went  into 
effect.  Under  this  system,  any  defense  contrac- 
tor may  get  a priority  rating  that  requires  his 
suppliers  to  fill  the  defense  contractor’s  needs 
above  those  of  all  other  customers,  without  re- 
gard even  to  prior  commitments  to  regular  cus- 
tomers. 

Typical  of  the  products  affected  by  the  defense 
log  jam,  producers  said,  was  methanol  and  its 
product,  formaldehyde.  These  are  used  exten- 
sively in  the  manufacture  of  pharmaceuticals  and 
also  are  important  in  production  of  resins  from 
which  plastics  are  made,  and  the  plastics  are  get- 
ting the  priority  ratings. 

Zinc  products  used  for  medical  purposes  were 
increasingly  hard  to  buy,  according  to  makers  of 
ointments  and  similar  products.  With  all  avail- 
able zinc  going  into  munitions  and  defense  pro- 
duction, zinc  oxide  and  zinc  stearate  production 
has  been  cut  sharply. 

In  addition  to  the  interruption  of  pharma- 
ceutic supplies  due  to  diversion  of  the  chemicals 
to  industrial  uses  in  the  defense  program,  both 
drugstores  and  hospitals  have  experienced  a 
growing  shortage  of  a number  of  imported  prod- 
ucts, notably  botanicals,  essential  oils,  and 
herbs.  Codliver  oil,  normally  imported  from 
Norway,  is  hard  to  buy,  and  prices  are  nearly 
three  times  the  prewar  levels. 


for  a second  internship  for  specialized  training  in 
large  medical  centers. 

Now,  with  the  Army  calling  for  doctors,  Dr. 
Rappleye  says,  these  second-term  interns  are 
being  called  to  the  service,  leaving  hospitals 
short-staffed. 

Recent  rulings  of  the  Selective  Service  System 
allow  medical  students  deferment  until  after 
their  internship,  but  will  prevent  young  doctors 
from  taking  more  than  one  course  of  intern  study, 
as  men  of  draft  age  are  not  eligible  for  second 
internships. 

New  York  City  will  feel  the  shortage  most 
acutely,  for  about  one-sixth  of  all  medical 
graduates  of  the  country  are  taken  into  New 
York  hospitals  for  their  postgraduate  training. 
About  one-fifth  of  the  nation’s  resident  positions 
for  doctors  in  hospitals  are  provided  by  local 
hospitals.  There  are  between  1,600  and  1,700 
internships  in  the  local  hospitals.  Just  how 
many  young  men  will  be  available  to  fill  these 
posts  during  the  coming  year  is  not  yet  known. 

However,  there  is  no  danger  of  a shortage  of 
practicing  physicians.  There  are  now  twice  as 
many  physicians  per  unit  of  population  in  the 
United  States  as  in  any  other  country  in  the 
world. 


Newsy  Notes 

VTOIR  P.  Tanner  of  the  Children’s  Hospital, 
D’A  Buffalo,  was  elected  president  of  the  Hos- 
pital Association  of  New  York  State  on  May  22 
at  a meeting  at  the  Hotel  Pennsylvania,  New 
York  City.  David  Q.  Hammond  of  Flower 
Hospital  was  elected  first  vice-president  and 
Harold  A.  Grimm,  of  Buffalo,  second  vice- 
president.  Austin  J.  Shoneke  of  New  Rochelle 
Hospital  was  named  treasurer. 


An  emergency  plan  for  the  medical  defense  of 
New  York  City,  dividing  the  city  into  twelve 
zones  and  setting  up  a hospital  as  key  center  for 
each  zone,  is  declared  ready  for  functioning  by 
Hospitals  Commissioner  Willard  C.  Rappleye. 

Cooperating  will  be  forty  private  hospitals, 
ready  to  send  ambulances  or  evacuate  patients, 
while  crews  of  specially  trained  doctors  and  nurses 
will  be  on  hand  for  swift  first-aid  treatment. 
In  addition,  12,000  Sanitation  Department  em- 
ployees are  being  mobilized  by  acting  Commis- 
sioner John  B.  Morton. 


Interns  “Gone  with  the  Draft” 

NEW  York  City  hospitals  will  face  a shortage 
of  interns  by  next  autumn  as  medical  gradu- 
ates are  called  to  meet  the  increasing  demands 
for  medical  officers  in  the  Army,  according  to  Dr. 
Willard  Cole  Rappleye,  commissioner  of  Hos- 
pitals, says  the  New  York  Post. 

For  6,700  internships  in  hospitals  of  the  coun- 
try there  are  annually  about  5,000  medical 
graduates,  he  explained,  but  the  extra  internships 
have  been  taken  up  until  the  present  by  second- 
term  interns.  These  are  young  men  who,  having 
finished  their  internship  in  a smaller  hospital,  go 


A third  plan  offering  benefits  at  a cost  of  48 
cents  a month  has  been  announced  by  the  Medi- 
cal and  Surgical  Care  Plan,  which  cooperates 
with  the  Hospital  Plan,  Inc.,  of  Utica. 

Under  the  new  plan  the  gainfully  employed 
subscriber  and  all  dependents  will  be  entitled  to 
an  allowance  of  $10  for  anesthesia;  $5.00  toward 
x-rays;  $5.00  toward  special  laboratory,  basal 
metabolism,  or  electrocardiograms;  and,  in  ad- 
dition, $200  for  each  gainfully  employed  person 
toward  a list  of  eighty-three  surgical  procedures 
that  include  fractures  and  the  treatment  of  gun- 


July  1,  1941J 


HOSPITAL  NEWS 


1397 


shot  wounds.  Dependents  will  receive  one-half 
of  the  full  allowance  for  surgery  and  the  full 
amounts  for  the  benefits  first  listed. 

Plan  I costs  subscribers  $1.40  and  Plan  II  is 
offered  for  80  cents  a month  for  gainfully  em- 
ployed persons.  The  benefits  are  increasingly 
greater  than  offered  by  the  new  plan. 

Harold  C.  Stephenson,  managing  director  of 
the  Hospital  Plan  and  the  Medical  and  Surgical 
Care  Plan,  said,  in  announcing  Plan  III,  that  it 
was  the  first  of  its  type  to  be  sponsored  by  physi- 
cians and  offered  at  such  a low  price. 

He  explained  that  a husband  and  wife  could 
enroll  for  99  cents  a month,  while  all  children  in  a 
family,  regardless  of  number,  between  the  ages  of 
l and  16  were  covered  for  one  payment  of  39 
cents  a month. 


Nonprofessional  employees  of  the  Methodist 
Hospital  of  Brooklyn,  members  of  the  State, 
County  and  Municipal  Workers  Union,  C.  I.  O., 
are  prepared  to  present  demands  to  the  hospital 
management,  calling  for  union  recognition,  $60 
a month  minimum  pay,  two  weeks’  paid  vacation 
a year  and  two  weeks’  sick  leave,  and  eight  paid 
holidays  a year,  says  the  Brooklyn  Eagle. 

Dr.  Chester  A.  Marshall,  director  of  the  hos- 
pital, has  appealed  against  what  he  called  an 
impending  strike  at  the  hospital,  but  David 
Allen,  secretary-treasurer  of  the  New  York  area 
of  the  union,  has  declared  that  no  strike  has  been 
threatened  or  suggested. 


The  citizens  of  Bainbridge,  Guilford,  Mason- 
ville,  Sidney,  and  Unadilla  have  approved  a plan 
to  join  in  erecting  a hospital,  the  location  not  yet 
selected. 

The  estimated  cost  of  the  hospital  building, 
which  will  contain  thirty-seven  beds,  is  from 
$80,000  to  $100,000  and  for  the  equipment  which 
is  needed  in  a modern  hospital  the  cost  is  esti- 
mated to  be  from  $50,000  to  $60,000. 


An  increase  in  rates  for  county  welfare  cases 
at  the  Lockport  City  Hospital  has  been  reported 
to  the  Board  of  Supervisors  by  Miss  Nettie  Mac- 
Millan, superintendent. 

Where  $3.50  a day  has  been  paid,  the  hospital 
managers  have  asked  $4.50  plus  extras  or  $5  a 
day  flat  rate.  “Greatly  increased  cost  of  main- 
tenance” was  given  as  the  reason  for  the  request. 
The  communication  was  referred  to  the  welfare 
committee. 


Ellis  Hospital,  Schenectady,  has  raised  its 
room  rates  by  50  cents  to  obtain  much-needed 
revenue. 


The  total  loss  sustained  by  Vassar  Brothers 
Hospital  as  the  result  of  free  or  less-than-cost 
care  given  county  patients  over  a period  of 
eighteen  months  from  November  1,  1939,  to 
April  30,  1941,  has  been  announced  as  $39,234. 

Improvements 

The  cornerstone  of  the  new  million-dollar  addi- 
tion to  the  Roosevelt  Hospital,  New  York  City, 
was  laid  on  May  21. 


Plans  to  erect  a new  building  for  the  Down- 
town Hospital  and  Pan-American  Clinic,  New 
York  City,  formerly  known  as  Broad  Street 
Hospital,  are  under  consideration. 


Ground  was  broken  on  May  28  for  the  new 
million-dollar,  375-bed  building  of  St.  Mary’s 
Hospital  at  Bulls  Head,  Rochester. 


Due  to  the  increase  in  population  in  the  West- 
chester and  Parkchester  areas  of  the  Bronx, 
Westchester  Square  Hospital  is  erecting  a four- 
story  extension  to  the  present  building. 


Ilion  Hospital  contemplates  a $115,000  addi- 
tion. 


Seventeen  two  and  three-story  brick  dwellings 
adjoining  the  Cumberland  Hospital  located  in 
the  center  of  the  Fort  Greene  Housing  Project  in 
Brooklyn  are  to  be  demolished  soon  by  WPA  to 
clear  the  immediate  area  for  future  expansion  of 
that  institution,  Major  Irving  V.  A.  Huie,  New 
York  City  WPA  administrator,  announces. 
The  work  will  be  performed  at  the  request  of  the 
New  York  City  Housing  Authority. 


The  Lee  Memorial  Hospital  at  Fulton  is  raising 
$85,000  for  expansion. 


St.  Francis  Hospital,  Poughkeepsie,  is  adding  a 
new  wing,  with  other  enlargements  and  improve- 
ments. 


The  Brooks  Hospital  at  Dunkirk  plans  an 
addition. 


A movement  is  on  for  a $50,000  addition  to  the 
Canastota  Hospital. 


OUR  DICTATORS  REVEALED 
The  dictators  of  organized  medicine  are  the 
practitioners  of  medicine,  every  one  of  whom  has 
a voice  which  will  be  heard  when  it  expresses  a 


constructive  thought,  even  though  it  express 
adverse  criticism. — N.  B.  Van  Etten,  M.D. 
president  of  the  A.M.A. 


Medicolegal 


Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 

Liability  of  Surgeon  in  Needle  Breaking  Case 


AN  INTERESTING  case  was  decided  a 
YY  short  time  ago  in  a nearby  jurisdiction 
which  involved  the  legal  consequences  of  the 
breaking  of  a needle  under  circumstances  that 
undoubtedly  have  arisen  in  numerous  instances.  * 

On  January  24  the  plaintiff  underwent  a gall- 
bladder operation  performed  by  Dr.  S.,  the 
defendant  in  the  case.  After  the  operation  she 
was  taken  to  her  room,  and  Dr.  S.  concluded 
that  her  immediate  postoperative  condition  was 
such  that  she  required  the  administration  of  a 
saline  and  glucose  solution  by  hypodermoclysis. 
He  instructed  an  intern,  Dr.  P.,  who  was  asso- 
ciated with  the  hospital  staff,  to  do  the  actual 
work  of  administering  the  solution.  Dr.  P. 
proceeded  to  do  so  before  the  patient  regained 
her  consciousness  from  the  anesthetic.  He 
utilized  equipment  furnished  by  the  hospital. 
It  seems  that  the  lights  had  been  dimmed  in  the 
patient’s  room  and  were  not  brightened  during 
the  injection.  The  intern  inserted  one  of  the 
needles  under  the  armpit  into  the  right  side  of 
the  patient’s  body  and  it  broke  off  at  the  hub 
and  left  a segment  two  inches  in  length  in  the 
tissues. 

The  intern,  Dr.  P.,  examined  the  broken  hub 
and  found,  as  he  testified  on  the  trial,  that  it 
was  rusty  inside  and,  he  felt,  latently  defective. 
He  tried  to  retrieve  the  broken  fragment  himself 
and  with  the  assistance  of  a Dr.  M.,  whose  posi- 
tion was  that  of  resident  surgeon.  But  such 
efforts  were  of  no  avail,  so  the  operating  surgeon, 
Dr.  S.,  was  summoned.  It  was  the  conclusion 
of  Dr.  S.,  after  examination,  to  temporarily 
allow  the  needle  to  remain  where  it  was. 

The  patient  had  certain  complaints  of  pain  in 
her  side  for  the  next  six  weeks  at  intervals,  and 
on  March  7 she  was  told  by  defendant  about 
the  needle.  She  sought  the  advice  of  another 
doctor  and  in  two  days  she  returned  to  Dr.  S., 
who  operated  and  extracted  the  needle.  It  was 
rusty  when  removed.  After  that  the  patient 
continued  to  seek  medical  care  with  reference 
to  pains  in  her  side. 

The  patient  sued  the  surgeon,  Dr.  S.,  charging 
him  with  malpractice  both  in  connection  with 
the  breaking  of  the  needle  in  the  first  place,  and 
in  connection  with  the  alleged  failure  to  remove 
it  promptly.  Upon  the  trial  the  proof  showed 
substantially  the  fact  situation  outlined  above. 
There  was  no  medical  testimony  that  defendant’s 
treatment  was  contrary  to  proper  and  accepted 
practice.  The  trial  court  directed  the  jury  to 
return  a verdict  for  the  defendant  on  the  follow- 
ing grounds:  “(1)  defendant  was  not  responsible 
for  the  negligence  of  the  intern,  if  he  was  negli- 
gent, since  plaintiff  failed  to  prove  that  Dr.  P. 
was  in  defendant’s  employ;  (2)  plaintiff  had 
failed  to  prove  that  defendant’s  treatment  after 
the  needle  had  broken  off  in  plaintiff’s  body  was 


not  in  accordance  with  the  standard  of  physi- 
cians practicing  in  the  district.” 

The  plaintiff  appealed,  but  the  Appellate 
Court  affirmed  the  judgment  in  favor  of  the 
doctor.  In  its  opinion  the  Court  said  in 
part: 

“There  is  authority  for  the  view  that  an 
operating  surgeon  is  liable  for  the  negligence 
of  hospital  employees  while  actually  assisting 
him  in  the  operating  room.  But  where  em- 
ployees of  the  hospital  are  negligent  in  carry- 
ing out  the  surgeon’s  instructions  as  to  treat- 
ment after  the  operation,  the  overwhelming 
weight  of  authority  holds  that  the  surgeon  is 
not  liable  in  the  absence  of  a showing  that  he 
was  negligent  in  giving  the  instructions  or 
selecting  the  persons  to  carry  them  out,  that 
he  was  present  and  cbuld  have  avoided  the 
injury  by  exercising  due  care,  or  that  his 
special  contract  relative  to  the  negligent  em- 
ployee was  such  as  to  make  the  doctrine  of 
respondeat  superior  applicable.  These  cases 
clearly  hold  that  the  mere  fact  that  the  sur- 
geon gives  the  instructions,  or  even  specially 
designates  the  particular  employee  who  is  to 
carry  out  the  instructions,  does  not  give  rise 
to  a master-servant  relationship.  Part  of  the 
service  furnished  to  the  patient,  and  charged 
for  by  the  hospital,  is  the  assistance  of  nurses, 
interns,  and  attendants  in  caring  for  the 
patient  after  the  operation,  pursuant  to  in- 
structions given  by  the  operating  surgeon. 
They  perform  the  duty  of  their  employer 
(the  hospital)  to  the  patient  when  they  carry 
out  the  instructions  of  the  doctor.  Such  evi- 
dence as  there  is  on  the  point  indicates  that  it 
was  part  of  the  normal  duties  of  interns  at 
E Hospital  to  give  hypodermoclyses  after 
operations.  There  is  no  suggestion  that  it  is 
the  sort  of  thing  which  the  operating  surgeon 
must  do  himself,  that  it  is  not  customary  to 
have  interns  do  it,  or  that  defendant  ex- 
pressly or  impliedly  contracted  to  perform  it 
himself. 

“It  follows  that  defendant’s  giving  instruc- 
tions to  the  intern  to  administer  a hypodermo- 
clysis did  not  alter  the  master-servant  relation- 
ship between  the  hospital  and  the  intern,  and 
did  not  create  an  employment  contract  or  rela- 
tion between  defendant  and  the  intern.  The 
fact  that  defendant’s  instructions  related  to  a 
‘medical  measure’  rather  than  to  ‘usual  nursing 
measures’  cannot  in  itself  create  an  employ- 
ment relation.  It  is  not  suggested  that  de- 
fendant was  negligent  in  giving  his  instruc- 
tions, or  in  assigning  the  duty  to  the  intern, 
and,  as  we  hold  the  doctrine  of  respondeat 
superior  is  not  applicable,  we  need  not  decide 
whether  the  intern,  Dr.  P.,  was  negligent.” 
With  reference  to  the  contention  that  defend- 
ant had  been  negligent  in  not  disclosing  the 


* Hohenthal  vs.  Smith,  4 Neg.  Cas.  1941,  p.  256. 
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presence  of  the  needle  sooner  than  he  did,  the 
Court  said  in  part: 

“The  total  length  of  time  which  elapsed  be- 
tween the  operation,  and  giving  plaintiff  the 
information  concerning  the  needle’s  presence, 
was  six  weeks.  More  than  two  of  these  were 
spent  in  the  hospital  and  when  she  left  it  she 
was  removed  in  an  ambulance.  Thereafter 
recovery  seems  to  have  been  rapid,  and  within 
a little  more  than  three  weeks  after  she  re- 
turned to  her  home,  and  within  ten  days  after 
she  first  appears  to  have  been  able  to  go  to 
defendant’s  office,  he  informed  her  fully  con- 
cerning the  facts  and  the  necessity  for  re- 
moval. We  cannot  say  as  a matter  of  law 
that  defendant  should  have  informed  her 
earlier,  or  that  a jury  would  be  justified  in 
finding  that  he  should  have  done  so.  He 
acted  with  reasonable  promptness  in  view  of 
all  the  circumstances  and  a verdict  that  it  was 
negligent  for  him  not  to  do  so  earlier,  on  the 


evidence  here  presented,  hardly  could  be  sus- 
tained. The  mere  fact  that  plaintiff  suffered 
pain  from  the  needle  during  the  period  prior 
to  its  removal  does  not  make  the  failure  to 
remove  it  earlier  negligent.  In  addition  to 
the  shortness  of  time,  it  must  be  remembered 
that  her  physical  condition  for  at  least  ten 
days  following  the  operation  was  serious,  her 
tendency  toward  nervousness  was  high,  and 
the  location  of  the  needle  in  the  fatty  tissue 
made  danger  of  infection  or  movement  to  a 
zone  of  danger  slight.  In  these  circumstances 
there  was  no  need  for  haste,  and  there  may 
have  been  real  need  for  delay  sufficient  to  as- 
sure that  excitement  or  psychological  disturb- 
ance incident  to  the  removal  would  not  cause  a 
relapse  in  the  patient’s  physical  recovery.  In 
the  light  of  these  facts  the  evidence  indicates 
that  the  delay  was  not  negligent  rather  than 
the  contrary.” 


Inquiries 


YOUR  counsel  recently  received  the  following 
inquiry : 

“Dear  Mr.  Brosnan: 

“At  one  of  our  intern  conferences  the  ques- 
tion came  up:  Is  an  intern,  as  an  individual, 

liable  to  be  sued  for  malpractice  for  any  act 
performed  while  serving  as  an  intern  in  the 
hospital?  If  sued,  is  he  personally  liable  for 
any  judgment  obtained  or  is  the  hospital  liable 
for  an  judgment  obtained? 

Very  truly  yours,” 

Your  counsel’s  reply  was  as  follows: 

“Dear  Doctor: 

“I  acknowledge  receipt  of  your  letter  in 
which  you  ask  certain  questions  which  have 
arisen  at  one  of  your  intern  conferences. 

“Your  first  question  is:  ‘Is  an  intern  as  an 

individual  liable  to  be  sued  for  malpractice  for 
any  act  performed  while  serving  as  an  intern 
in  the  hospital?’  There  is  no  question  but 
that  an  intern  may  be  personally  sued  for  mal- 
practice in  connection  with  the  personal  care 
by  him  of  a patient  while  serving  as  an  intern. 
In  my  experience,  in  certain  instances,  interns 
have  in  fact  been  named  as  party  defendants  in 
malpractice  actions.  They  are  responsible  to 
patients  personally  treated  by  them  under  the 
same  rules  of  law  as  would  be  physicians  who 
are  members  of  the  attending  staff  of  the  hos- 
pital. Undoubtedly,  the  reason  why  interns 
are  not  more  frequently  sued  is  that  attorneys 
realize  that  interns  are  rarely  financially  re- 
sponsible. 

“Your  second  question  is,  ‘If  sued,  is  he  per- 
sonally liable  for  any  judgment  obtained,  or  is 
the  hospital  liable  for  any  judgment  obtained?’ 
If  a judgment  is  rendered  against  an  intern  in 
a malpractice  action,  which  is  a perfectly  possi- 
ble outcome  of  such  an  action,  the  judgment 
would  be  collectible  from  the  intern  personally. 
Unless  the  judgment  were  directly  rendered 
against  the  hospital  as  a party  defendant,  it 
would  not  be  responsible  for  the  judgment. 
In  other  words,  a hospital  is  under  no  legal 
obligation  to  indemnify  an  intern  in  the  event 


of  a malpractice  judgment  rendered  against 
him  personally. 

“It  should  also  be  pointed  out  that  in  ordi- 
nary cases,  when  a hospital  is  directly  sued  on 
the  theory  that  one  of  its  interns  committed 
malpractice  in  the  care  of  a patient,  a hospital 
is  not  ordinarily  liable  for  the  negligent  acts 
of  the  intern,  provided  it  has  used  due  care  in 
seeing  that  the  intern  was  properly  qualified 
to  act  as  an  intern,  and  further  provided  that 
the  hospital  did  not  delegate  to  the  intern 
duties  which  were  not  properly  within  the 
scope  of  an  intern’s  duty. 

Very  truly  yours,” 

A recent  inquiry  addressed  to  your  counsel  was 
as  follows: 

“Dear  Mr.  Brosnan: 

“I  would  like  to  have  your  opinion  on  the 
following:  First:  If  I refer  a patient  to 

another  doctor,  am  I responsible  for  the  treat- 
ment or  operation?  Second:  If  when  on 

vacation,  my  telephone  calls  are  referred  to 
another  doctor  who  is  a clinical  assistant,  ap- 
pointed by  the  Board  of  Trustees  of  a hospital 
and  has  no  connection  with  me  or  my  personal 
practice,  financially  or  otherwise,  would  I be 
responsible  for  any  acts  of  this  doctor  in  con- 
nection with  a case  I have  never  seen? 

“For  any  service  rendered  by  this  doctor, 
collection  is  made  by  him  direct  as  his  own  pa- 
tient, in  which  I have  no  interest.  Personally, 
I cannot  see  how  I would  be  any  more  re- 
sponsible than  if  you  sent  a client  to  another 
attorney. 

“Thanking  you  in  advance  I am, 

Yours  truly,” 

Your  counsel’s  reply  was  as  follows: 

“As  a general  proposition  the  answer  to  both 
of  the  questions  propounded  in  your  letter  is 
that  you  would  not  be  responsible  for  the  acts 
of  the  other  physician,  as  in  the  eyes  of  the  law 
you  and  the  other  doctor  are  independent  con- 
tractors, each  responsible  for  his  own  act  but 
not  for  the  act  of  the  other. 

“To  the  general  rule,  however,  there  may  be 
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exceptions  as  each  case  must  be  determined  on  whether  responsibility  would  attach  to  you  or 

its  own  facts.  For  this  reason  it  is  not  possible  not. 

in  advance  of  the  facts  of  any  given  case  to  say  Very  truly  yours,” 


NEW  M.D.’S  TO  BE  LIEUTENANTS 

“All  senior  medical  students  graduating  from 
fully  accredited  medical  schools  in  the  United 
States  this  spring  will  be  afforded  the  opportunity 
of  being  appointed  first  lieutenants  in  the  Medi- 
cal Corps  Reserve  of  the  Army,”  the  Journal  of 
the  American  Medical  Association  for  April  19 
reports  in  its  Medical  Preparedness  Section. 
“The  students  who  did  not  pursue  formal  in- 
struction in  the  Reserve  Officer’s  Training  Corps 
will  be  eligible  for  appointment  in  the  Medical 
Corps  Reserve  on  a par  with  those  students 
who  did  have  the  advantage  of  such  instruction. 

“These  appointments  will  be  made  by  the  War 
Department  on  the  recommendation  of  the  dean 
of  each  approved  medical  school  and  on  his  cer- 
tification that  the  applicant  will  be  granted  the 
degree  of  doctor  of  medicine  on  a specified  date. 
At  those  schools  which  require  a hospital  intern- 
ship for  such  degree,  appointment  will  be  made 
on  certified  evidence  of  the  prospective  success- 
ful completion  of  the  prescribed  four-year  course 
of  medical  instruction.  Comnussions  and  letters 
of  appointment  will  be  delivered  on  graduation. 
The  newly  commissioned  Medical  Reserve 
officer  should  then  present  his  letter  of  appoint- 
ment to  his  local  Selective  Service  board  for  re- 
classification. 

“No  medical  Reserve  officer  is  considered 
eligible  for  extended  active  duty  until  he  shall 
have  completed  at  least  one  year  of  postgraduate 
hospital  internship.  Therefore,  members  of  this 
year’s  graduating  class  who  are  appointed  in  the 
Medical  Corps  Reserve,  either  through  medical 
units  of  the  R.  O.  T.  C.  or  under  the  aforemen- 
tioned procedure,  will  not  be  available  for  active 
duty  until  July,  1942.  Deferment  of  such  duty 
beyond  that  time  will  depend  on  the  current  re- 
quirement for  medical  officers. 

“In  view  of  the  anticipated  annual  demand  for 
approximately  four  thousand  Reserve  medical 
officers  to  replace  those  who  have  completed 
twelve  months’  training  and  service,  it  is  doubtful 
that  such  deferments  will  be  possible. 

“The  War  Department  approved  appointment 
of  senior  medical  students  on  February  18,  and 
appropriate  instructions  were  directed  to  the 
commanding  general  of  each  corps  area.  The 
deans  of  the  several  approved  medical  schools 
will  receive  complete  instructions,  together  with 
appropriate  application  blanks,  in  the  near  future 
from  the  commanding  general  of  the  corps  area 
in  which  the  institution  is  located.” 


REFUGEE  PHYSICIANS 

Dr.  Alfred  M.  Heilman,  president  of  the  New 
York  County  Medical  Society,  writes  to  the 
New  York  Tribune  to  reply  to  another  corre- 
spondent on  the  subject  of  refugee  physicians  as 
follows: 

In  your  “Letters  to  the  Editor”  column  you 
published  on  March  24  a communication  signed 
“Medico”  in  which  the  writer  complained  that 
refugee  physicians  are  supplanting  other  physi- 
cians in  New  York  City,  and  notably  so  in  the 
Borough  of  Manhattan.  Since  the  writer  of  this 
letter  referred  to  the  membership  of  the  Medical 
Society  of  the  County  of  New  York,  I trust  you 
will  permit  me  to  comment  on  this  matter. 

To  begin  with,  we  need  to  bear  in  mind  certain 
basic  facts.  There  are  in  the  Borough  of  Man- 
hattan, all  told,  approximately  8,000  physicians. 
The  population  of  Manhattan  as  given  is  1,871,- 
474.  This  establishes  a ratio  of  one  physician  to 
every  221  individuals.  The  medical  schools  in 
Manhattan  graduate  annually  approximately  350 
men  and  women. 

These  figures  are  significant,  for  it  is  against 
them  that  we  must  set  the  facts  bearing  on  the 
refugee  physicians,  who,  having  passed  the 
state  board  examination  of  the  Regents  of  the 
State  of  New  York,  are  licensed  to  practice  in 
New  York.  Full  citizenship  is  not  a prerequi- 
site for  licensure  by  the  Department  of  Educa- 
tion in  any  of  the  professions  other  than  law. 

As  to  the  application  by  refugee  physicians  for 
admission  to  membership  in  the  Medical  Society 
of  the  County  of  New  York,  the  following  figures 
are  pertinent:  During  the  year  1940  the  number 

of  members  elected  were  283;  of  these  only  82 
were  refugee  physicians.  Ten  years  ago,  i.e.,  in 
1930,  the  total  admission  to  the  societv  was 
198. 

That  “Medico”  found  thirty-one  refugee  phy- 
sicians among  the  list  of  forty-three  applicants 
for  admission  to  the  Medical  Society  of  the  County 
of  New  York  may  be  accounted  for  in  part  by 
the  fact  that  the  applications  of  refugee  physi- 
cians for  membership  in  the  Medical  Society  of 
the  County  of  New  York  are  published  thrice 
before  they  are  acted  on.  While  it  is  true  that 
“many  capable  American  physicians  who  have 
practiced  in  New  York  are  steadily  losing  pa- 
tients,” it  is  not  at  all  reasonable  to  charge  these 
conditions  to  the  entrance  into  our  community  of 
refugee  physicians.  The  reason  must  be  sought 
for  elsewhere. 


DON’T  LET  IT  DIE 

We  know  that  in  private  practice,  faith  plays 
a great  part  in  cure  when  it  overcomes  fear. 
This  faith  causes  the  patient  to  follow  his 
physician’s  bidding  and  can  only  be  found  where 
the  present  type  of  practice  prevails — B.  J. 
Banton,  M.D.,  president , Minnesota  State  Medical 
Association 


COLLEGE  DREAMLAND 
Doctor  (examining  life  insurance  prospect): 
“Do  you  ever  talk  in  your  sleep?” 

Prospect:  “No,  but  I often  talk  in  other 

people’s  sleep.” 

Doctor:  “But  how  can  that  be?” 

Prospect:  “I’m  a college  professor.” 

— Health  Digest 
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CONCLUSIONS:  "Ozonide  of  olive  oil 
in  olive  oil  is  effective  in  the  treat- 
ment of  leukorrhea  in  general:  (a) 
it  eliminates  unpleasant  odor  of 
discharge;  (b)  it  cuts  down  or 
eliminates  the  irritation  inside  and 
without  the  vagina;  (c)  it  reduces 
the  quantity  and  density  of  the 
discharge,  including  that  following 
cauterization. 

"It  is  non -irritating  and  non- 
toxic in  contradiction  to  the  arsenic 
and  picrate  preparations,  equally 
effective  and  actually  soothing, 
especially:  (a)  in  the  infantile 
vagina;  (b)  in  the  senile  vagina; 
(c)  in  trichomonas  vaginalis  vagi- 
nitis of  pregnancy.” 
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SAFE,  SIMPLE,  REMARKABLY  EFFECTIVE.  Liquid  for  office  use.  Capsules 

for  prescription.  All  wholesalers  are  stocked  with  these  preparations  for 
your  druggist’s  convenience.  Literature  and  samples  on  request. 
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Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 
County  News 


Columbia.  The  June  meeting  of  the  auxiliary 
was  held  at  the  home  of  Dr.  and  Mrs.  John  L. 
Edwards.  Fifteen  members  were  present  for  the 
business  meeting.  The  president,  Mrs.  Robert 
L.  Bowerhan,  of  Copake,  presided.  A letter  of 
appreciation  was  read  from  the  board  of  direc- 
tors of  the  Physicians  Home  for  the  $10  recently 
contributed.  Mrs.  Bowerhan  and  Mrs.  W.  D. 
Collins  reported  on  the  Convention.  The 
final  sum  of  $317  was  realized  from  the  dance 
given  by  the  auxiliary  for  the  benefit  of  the 
Hudson  branch  of  Bundles  for  Britain. 

At  the  close  of  the  business  meeting  the  auxil- 
iary was  hostess  at  a delightful  tea  given  in 
honor  of  the  graduating  class  of  the  School  of 
Nursing  of  the  Hudson  City  Hospital.  The 
house  wras  beautifully  decorated  with  roses  from 
the  Edwards  garden.  At  the  tea  table  were  Mrs. 
Robert  L.  Bowerhan,  Mrs.  Louis  Van  Hoesen, 
Mrs.  Clark  G.  Rossman,  Mrs.  O.  H.  Bradley, 
Mrs.  Hugh  G.  Henry,  Mrs.  W.  D.  Collins,  Mrs. 
Everett  A.  Jacobs,  and  Mrs.  Heinz  Salm. 
Guests  included  the  members  of  the  graduating 
glass,  the  faculty  of  the  hospital,  the  auxiliary, 
and  Mrs.  Mashke,  Mrs.  J.  Rider  Cady,  Dr.  Elah 
Bliss,  and  Mrs.  Helen  Durham. 

Erie.  On  June  24  the  season  closed  with  the 
annual  Guest  Day.  Mr.  James  A.  Whitmore, 
manager  of  the  Buffalo  City  Planning  Associa- 
tion, was  the  guest  speaker  and  talked  on 
“Buffalo  Looks  Ahead.”  Preceding  the  talk  a 
round-table  luncheon  was  served.  Mrs.  Carlton 

E.  Wertz  presided  at  the  business  session.  Mrs. 
William  Rennie  was  general  chairman  of  the 
enjoyable  event  which  was  purely  social.  There 
were  prizes  for  golf,  which  was  played  in  the 
morning  followed  by  a buffet  luncheon  and  an 
afternoon  of  cards  in  the  Meadowbrook  Golf 
and  Country  Club.  Mrs.  Alan  E.  Richter  was 
co-chairman;  transportation  was  arranged  by 
Mrs.  Andrew  J.  Charters  and  Mrs.  Walter  L. 
Machemer;  golf  activities  were  directed  by  Mrs. 
Frank  G.  Wolz  and  Mrs.  Elmer  T.  McGroder; 
flowers,  Mrs.  Wertz  and  Mrs.  Harold  B.  John- 
son; prizes,  Mrs.  Wendell  P.  Reed  and  Mrs. 
Jerome  J.  Glauber;  tickets,  Mrs.  Donald  R. 
McKay  and  Mrs.  Joseph  C.  Scanio;  reception, 
Mrs.  Edward  Villiaume  and  Mrs.  Joseph  P. 
O’Brien;  reservations,  Mrs.  Edward  S.  Buffum 
and  Mrs.  Clarence  J.  Durshordwe. 

Oswego.  The  annual  luncheon  was  held  at 
the  Morrill  tea  room  in  Fulton.  Mrs.  John  L. 
Mason,  of  Pulaski,  presided  at  the  business  ses- 
sion at  which  the  following  officers  were  elected: 
Mrs.  Harold  F.  McGovern,  of  Fulton,  president  ; 
Mrs.  A.  J.  Cinsotta,  first  vice-president;  Mrs. 
Joseph  B.  Ringland,  second  vice-president;  Mrs. 

F.  Edward  Fox,  treasurer;  Mrs.  William  Fivaz, 
assistant  treasurer;  Mrs.  D.  D.  O’Brien,  record- 
ing secretary;  Mrs.  Umbert  Cimildoro,  corre- 
sponding secretary;  Mrs.  William  Fivaz,  assistant 
corresponding  secretary;  Mrs.  John  L.  Mason, 
Mrs.  A.  B.  Thompson,  directors.  Reports  were 
given  by  committee  chairmen  and  a decision 
was  made  to  give  two  Girl  Scout  scholarships  to 


the  Scout  camp,  selection  of  the  girls  to  be  made 
by  the  executive  adviser  of  Girl  Scouts.  Nine- 
teen members  were  present.  About  300  children 
of  preschool  age  received  immunization  against 
diphtheria  in  the  three-day  toxoid  clinic  held  in 
Oswego  schools.  This  clinic  is  sponsored  each 
Spring  by  the  Woman’s  Auxiliary.  Mrs.  G.  A. 
Marsden,  Mrs.  J.  J.  Riley,  Mrs.  H.  J.  La  Tulip, 
and  Mrs.  J.  J.  Brennan  assisted.  Dr.  G.  A. 
Marsden,  health  officer,  expressed  his  thanks  to 
the  Department  of  Education,  Dr.  Adele  Brown, 
of  the  school  system  and  to  the  auxiliary  who 
assisted. 

Saratoga.  Sponsored  by  the  auxiliary,  a 
Mental  Health  Institute  was  held  on  May  22  at 
the  Saratoga  Springs  High  School  Auditorium. 
Mrs.  T.  E.  Bullard,  president  of  the  auxiliary, 
welcomed  the  afternoon  audience  and  emphasized 
the  importance  of  the  institute.  Mrs.  Bullard 
then  introduced  Dr.  Thomas  J.  Goodfellow,  chair- 
man of  the  advisory  board,  who  presided.  Dr. 
Frances  E.  Vosburgh,  of  the  State  Department, 
spoke  on  “Adjustment  Problems  of  the  Adoles- 
cent Girl.”  Dr.  D.  Ewen  Cameron,  professor 
of  neuropsychiatry  at  the  Albany  Medical 
College  and  director  of  the  Moshier  Division  of 
the  Albany  Hospital,  was  also  a speaker.  The 
evening  session  was  attended  by  over  300  people. 
Dr.  M.  D.  Duby,  vice-president  of  Saratoga 
County  Medical  Society,  was  the  chairman. 
Dr.  Kathryn  L.  Schultz,  clinical  assistant  at  the 
Albany  Hospital  and  psychiatrist  for  the  New 
York  State  Training  School  for  Girls  at  Hudson, 
was  one  of  the  evening  speakers.  Dr.  Frederick 
L.  Patry,  of  the  State  Department,  gave  an 
address  on  “Understanding  and  Management  of 
the  Emotions.” 

Dr.  Cameron  advocated  the  formation  of  local 
councils  of  social  agencies  as  forming  the  core 
of  a group  interested  in  the  human  side  of  the 
community.  He  said:  “The  experiences  of 

every  country  with  which  we  have  been  in  con- 
tact have  shown  that  where  the  individual  can 
feel  he  has  contributed  actively  and  meaning- 
fully, his  insecurity  and  apathy  subside.  Our 
progress  to  new  and  more  satisfying  living  de- 
pends in  great  measure  upon  the  success  which 
attends  our  efforts  to  deal,  in  collaboration  with 
other  social  sciences,  with  this  great  problem  of 
community  social  health  during  the  present 
crisis  and  the  years  beyond.” 

Dr.  Vosburgh  made  the  statement  that: 
“An  adolescent  girl  may  be  the  joy  and  pride  of 
her  parents  and  teachers  or  their  despair,  for  her 
behavior  is  unpredictable.  She  may  be  criticized 
for  irresponsibility,  carelessness,  for  being  boy- 
crazy,  or  for  being  too  shy  and  not  mingling 
with  others.  It  is  very  necessary  to  maintain  a 
good  hygienic  routine  during  the  adolescent 
years  with  particular  reference  to  rest,  food,  and 
exercise.” 

It  was  brought  out  that  during  the  last  few 
years  there  has  been  an  increasing  number  of 
cases  of  tuberculosis  in  girls  between  15  and  20. 

[Continued  on  page  1404] 
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Q.  I’ve  noticed  that  some  cans  are  golden-colored  on  the 
inside.  Why  is  that? 

A.  You’ve  probably  noticed  that  kind  of  lining  on  cans  for 
colored  products.  It’s  put  there  to  protect  their  quality 
principally  from  a color  standpoint.  You’ll  also  notice 
it  on  certain  vegetables  and  meats.  For  other  products,  a 
plain  tin  lining  is  entirely  suitable.  The  lining  of  the  can 
is  adjusted  to  the  needs  of  the  individual  food.  These 
can  linings  are  special  inert  enamels  baked  onto  the  tin 
plate  at  high  temperatures.  0) 



(1)  1941.  Canner  92,  No.  12,  Pt.  2,  pages  78-81.  1936  Canner  82,  No. 
11,  Pt.  2,  pages  104-105. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  in  this  advertisement  are  accept- 
able to  the  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association. 
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[Continued  from  page  1402] 

The  authorities  do  not  know  why,  but  suspect 
that  the  combination  of  three  factors  contribute 
toward  making  girls  more  susceptible  than  boys 
to  infection.  These  are:  too  little  rest,  unwise 
dieting,  and  chilling  of  the  body  by  inadequate 
clothing  in  winter. 

Dr.  Patry  advised  us  to  cultivate  humor  as  a 
balancing  factor.  “Control  of  emotions  is  more 
fundamental  than  knowledge.  It  makes  for 
essence  of  living.”  Dr.  Schultz,  in  discussing  the 
problems  of  women,  said  that  “Women  in  busi- 
ness have  much  the  same  problems  as  men,  with 
other  problems  added.  Many  women  have  a 
heavy  family  responsibility,  manage  their  own 
households  and  have  to  go  to  business,  find 
themselves  at  a disadvantage  because  of  the 
social  attitude  toward  the  women  who  have  to 
work,  and  have  little  time  for  leisure.”  She  said 


one  constructive  thing  the  depression  has  done 
was  to  keep  fathers  at  home,  forcing  back  on  them 
part  of  the  supervision  of  children.  Dr.  Edward 
J.  Callahan  closed  the  institute  with  this  advice: 
“Make  each  day  pay;  each  day  do  something 
worthwhile;  each  day  start  fresh;  and  each  day 
have  some  fun.”  The  committee  in  charge  of 
the  institute  was:  Mrs.  John  A.  Esposito  and 
Mrs.  Harry  L.  Loop,  chairmen;  Mrs.  Merritt 
E.  Van  Aernem,  Mrs.  Webster  M.  Moriarta, 
Mrs.  G.  Scott  Towne,  Mrs.  Walter  S.  Mc- 
Clellan, Mrs.  Robert  Harrington,  Mrs.  H.  Dun- 
ham Hunt,  Mrs.  Thomas  E.  Bullard,  Mrs. 
Ralph  Post,  Mrs.  George  Green,  Mrs.  J.  M. 
Purcell,  Miss  Katherine  Mezera,  Miss  Addie 
Farwell,  Mrs.  Richard  Lindsay.  The  advisory 
board  was  Dr.  Goodfellow,  Dr.  Callahan,  and 
Dr.  Earl  H.  King.  Visitors  were  from  Albany, 
Schenectady,  and  other  towns  throughout  the 
county. 


“ORCHIDS  TO  DRAFT  BOARD  PHYSICIANS” 


That  is  the  rather  attractive  title  of  a brief 
article  by  Dr.  Reginald  A.  Higgons,  president 
of  the  Medical  Society  of  the  County  of  West- 
chester, in  the  society’s  Bulletin , noting  that 
Colonel  Leonard  Rowntree,  chief  of  the  Medical 
Division  of  the  Selective  Service  System,  paid  a 
glowing  tribute  to  the  medical  profession  of  the 
United  States  for  its  assistance  in  the  administra- 
tion of  the  Draft  Law.  Colonel  Rowntree  stated 
that  more  than  98  per  cent  of  the  medical  work 
of  the  Selective  Service  System  is  being  done  on 
a voluntary  basis  by  doctors  who  receive  no 
financial  compensation  whatsoever  for  the  many 
hours  of  work  they  are  called  upon  to  perform. 
He  stated  that  “there  is  not  the  slightest  sug- 
gestion of  criticism  by  the  Selective  Service  au- 
thorities of  the  work  done  by  the  medical  ex- 
aminers.” He  characterized  the  service  as 
“nothing  short  of  splendid.” 

Dr.  Higgons  adds  that  “it  is  typical  of  the 
medical  profession  that  this  voluntary  service 
is  being  rendered  without  the  beating  of  drums 
or  the  fanfare  of  trumpets  and  represents  just 
another  contribution  on  the  part  of  the  medical 
profession  to  the  welfare  of  the  commun- 
ity.” * 

The  Bulletin  also  notes  that  high  praise  for  the 
work  of  the  New  York  State  physicians  who  are 
serving  as  local  board  medical  examiners  was 
given  by  Brigadier  General  Ames  T.  Brown,  New 
York  State  Director  of  Selective  Service. 

“The  local  board  physicians  are  not  paid  for 
their  work,”  said  General  Brown.  “They  are 
doing  a tremendous  job  and  doing  it  exceedingly 
well,  as  their  patriotic  contribution  to  the  na- 
tional defense.  Busy  as  most  of  them  are  with 
their  private  practice,  they  are  giving  freely  of 
their  time  for  this  additional  task  and  even 
allowing  it  to  interfere  seriously  with  their 
private  activities  and  income. 

“The  high  early  percentages  of  induction  sta- 
tion rejections  tended  to  give  the  public  an  errone- 
ous impression  that  the  local  board  physicians 
were  sending  the  wrong  men  to  the  Army.  This 
was  an  injustice  to  the  physicians,  for  not  only 
has  the  percentage  of  rejections  diminished  rap- 
idly but  these  percentages  never  did  reflect  the 
situation  accurately. 

“From  the  start  of  the  first  call  up  to  March  1, 
only  2,762,  or  17  per  cent,  of  the  13,035  regis- 


trants delivered  by  these  local  boards  were  re- 
jected at  the  induction  stations.  Yet  this  period 
includes  the  most  difficult  months  of  the  phy- 
sicians’ task. 

“Differences  in  interpretation  of  requirements 
had  to  be  discovered  and  ironed  out.  Each 
board  started  out  with  one  examining  physician, 
but  after  the  first  call  more  were  added  wherever 
it  was  found  that  a job  was  too  much  for  a single 
examiner. 

“The  doctors,  overworked  and  rushed,  had  to 
select  their  men  and  send  them  before  an  in- 
duction station  board  of  specialists,  supplied 
with  equipment  and  facilities  which  the  local 
board  physician  did  not  have  at  his  disposal, 
except  in  a very  few  cases  where  hospital  facilities 
were  available. 

“On  the  one  hand  was  the  necessity  for  striv- 
ing to  find  as  many  Class  1-A  men  as  possible,  to 
insure  meeting  quotas,  and  on  the  other  hand 
the  Army  was  exercising  the  utmost  selectivity 
because  it  was  desired  that  the  first  inductees 
be  the  physical  cream  of  the  crop,  many  of  them 
being  intended  for  assignment  to  military  de- 
tachments already  well  advanced  in  their  train- 
ing. 

“In  spite  of  all  this,  the  doctors  made  an  ex- 
cellent record  of  picking  the  right  men  to  prove 
acceptable  to  the  Army,  especially  when  we 
realize  that  the  difference  between  a completely 
acceptable  trainee  and  one  who  is  not,  often  is 
a very  thin  line,  a matter  of  opinion  only. 

“Even  the  17  per  cent  of  rejections  for  the  first 
three  months  does  not  tell  the  true  story,  inas- 
much as  many  of  the  rejections  were  of  a tempo- 
rary character.  Some  of  the  men  listed  as  re- 
jected simply  were  given  a 1-B  classification, 
being  sent  back  to  the  boards  with  instructions 
to  deliver  them  again  when  the  Army  calls  for 
men  for  limited  or  special  service.  Some  were 
rejected  only  to  return  later,  after  having  cer- 
tain dental  or  other  treatment,  and  were  then  ac- 
cepted. The  rejections  also  included  those  who 
reported  suffering  with  a fever  or  injury  or  other 
temporary  disability  but  who  were  delivered 
again  in  a later  call  and  accepted.  Some  re- 
jections, too,  were  for  language  difficulties  or 
on  moral  or  legal  grounds  and,  therefore,  were 
no  fault  of  the  doctors  who  approved  their  physi- 
cal condition ” 
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»)  or  special  care  and  treatment  of  Nervous  and  Mental  Disorders, 
convalescents,  and  selected  cases  of  Alcoholism.  Unusual  home- 
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A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
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HOW  MANY  PHYSICIANS  ? 


. According  to  Dun  & Bradstreet  statistics,  at  the 
•eginning  of  1941  there  were  144,048  physicians  of  all 
iges  and  kinds  in  the  United  States. 

I Some  37,000  were  located  in  towns  under  5,000  popu- 
lation and  almost  107,000  in  cities  with  a greater  popu- 
lation. 

I Almost  22,000  were  over  70  years  of  age,  more  than 
7,000  were  over  sixty,  and  some  60,000  were  over 
'ifty-five.  Fifty-seven  per  cent  were  under  55  years  of  age. 

General  practitioners  comprised  only  91,271  of  the 
otal  number.  Of  these,  14,000  plus  were  over  seventy, 
ilmost  30,000  over  sixty  and  over  39,000  were  older  than 
ifty-five  years  of  age. 

If  all  these  figures  are  reasonably  correct  then  we  may 
Lssume  that  there  are  52,777  specialists  in  the  country, 
ibout  forty  per  cent  of  which  are  over  55  years  of  age 


as  compared  with  44  per  cent  in  the  general  practice 
group. 

Specialists  listed  are:  Dermatologists;  Eye,  Ear, 

Nose,  and  Throat;  Gynecologists;  Industrial  Surgeons; 
Obstetricians;  Osteopathic;  Pediatricians;  Public  Health; 
Roentgenologists;  Surgeons;  Tuberculosis;  and  Urolo- 
gists. 

In  their  order  of  rank  as  to  numbers,  Surgeons  come 
first  with  15,715  and  Osteopaths  second  with  9,485. 
Next  in  rotation  are:  Eye,  Ear,  Nose  and  Throat 

specialists  with  6,906;  Gynecologists  with  4,834;  Pedia- 
tricians with  4,297;  Obstetricians  with  2,423;  Urologists 
with  4,211;  Roentgenologists  with  2,088;  Industrial 
Surgeons  with  1,424;  Dermatologists  with  1,226;  Tuber- 
culosis specialists  with  1,187;  and  Public  Health  doctors 
with  1,152. 


WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on -Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 
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Broadway  and  Louden  Avenue 
^MITYVILLE,  L.  I.— Phone:  1700,  01,  02 

N.  Y.  Office— 67  W.  44th  Street 
Tel:  MUrray  Hill  2-8323 
C.  L.  MARKHAM,  M.D.,  Supt. 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  nerv- 
ous disorders. 

Separate  accommoda- 
tions for  nervous  and 
backward  children. 
Physicians’  treatments 
rigidly  followed. 
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A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 
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Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

REVIEWED 


Malignant  Disease  and  Its  Treatment  by 
Radium.  By  Stanford  Cade,  F.R.C.S.  Quarto 
of  1,280  pages,  illustrated.  Baltimore,  Williams 
& Wilkins  Company,  1940.  Cloth,  810. 

This  is  an  ambitious  volume  compiled  as  a 
textbook  for  the  treatment  of  malignant  disease 
by  radium  for  use  of  the  specialist  in  cancer 
therapy.  The  book  is  divided  into  three  parts. 
The  first  part  deals  with  the  physics  of  radiation, 
the  second  part  with  the  biologic  effects  of  radia- 
tion, and  the  third  part  with  the  natural  history 
and  treatment  of  malignant  disease  by  radium. 

The  physics  of  radiation  is  treated  in  a lucid 
way.  This  work  contains  several  contributions 
to  the  physics  of  radiology,  notably  isodose 
curves  for  various  strengths  and  length  radium 
needles.  It  also  presents  a detailed  discussion 
of  radium  dosimetry  and  conversion  factors  for 
radium  dosage  into  equivalent  r units.  The 
reviewer  agrees  wholly  with  Dr.  Cade’s  and  his 
co-workers’  insistence  that  the  ideal  description 
of  radium  dosage  would  be  in  terms  of  equivalent 
r units  delivered  at  the  tumor  site  over  a stated 
period  of  time.  Unwittingly  perhaps,  Dr.  Cade 
recognizes  the  difficulty  in  always  being  accurate 
in  calculation  of  radium  dose — to  wit  “distribu- 
tion of  radium  on  a plaque  . . . decided  by  the 
clinician  intuitively.”  This,  of  course,  is  con- 
trary to  the  accurate  work  of  Patterson  and 
Parker  and  others.  Few  workers  in  the  field 
have  had  the  opportunity  that  Dr.  Cade  has  had 
in  the  use  of  the  4-Gm.  radium  pack.  Therefore, 
his  discussions  of  the  physical  factors,  dosage 
system,  and  in  the  third  section  his  clinical 
experience  in  the  use  of  the  radium  pack  makes 
doubly  interesting  reading.  The  second  section 
dealing  with  radiation  biology  is  well  written  and 
readily  readable  but  contains  nothing  essentially 
new. 

The  third  section  shows  the  amazing  quantity 
of  material  that  Dr.  Cade’s  many  years  of  experi- 
ence has  covered.  The  clinical  descriptions  of 
disease  are  well  written  and  not  too  lengthy. 
Now  and  again  the  reader  will  run  into  valuable 
and  homey  dicta  borne  out  of  extensive  experi- 
ence. 

In  discussing  radium  therapy  of  the  various 
malignancies,  instructions  for  radium  technic 
and  radium  dosage  are  explicit,  detailed,  and 
radical.  His  doses  are  always  large,  frequently 
much  larger  than  those  used  or  reported  by 
other  workers.  The  results  of  treatment  are  far 
better  than  those  in  the  experience  of  the  re- 
viewer. For  instance,  in  his  chapter  on  the 
treatment  of  metastatic  carcinoma  in  the  glands 
of  the  neck  the  author  states:  “The  disappear- 
ance of  masses  of  glands  in  the  neck  secondary 
to  squamous  cell  carcinoma  of  the  mouth  can  be 
obtained  in  60  per  cent  of  the  cases.  Recur- 
rences take  place  in  one-half  of  the  cases  treated.” 
The  usual  experience  is  far  below  this. 

The  faults  of  the  book  are  twofold.  First,  the 
statistics  presented  are  sparse,  incomplete,  and 
not  broken  down  so  as  to  allow  for  comparisons 


with  the  experiences  of  the  reader.  Second,  the 
problem  of  radiation  therapy  is  considered  essen- 
tially from  the  point  of  view  of  the  radium 
therapeutist  and  the  interrelated  problems  of 
x-ray  therapy  are  touched  only  superficially.  In 
practical  experience  it  is  impossible  to  separate 
these  two  fields  to  the  degree  that  the  author 
does. 

All  in  all  the  book  is  good,  diligent,  and  wide 
in  its  scope. 

Asa  B.  Friedman 

Electrocardiography  in  Practice.  By  Ashton 
Graybiel,  M.D.,  and  Paul  D.  White,  M.D. 
Oblong  Octavo  of  319  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1941.  Cloth,  $6.00. 

Graybiel  and  White  have  written  an  excellent 
practical  introduction  to  electrocardiography 
which  can  be  highly  recommended  to  those  be- 
ginning its  study.  The  first  section  of  the  book 
consists  of  sample  records,  case  histories,  and 
interpretations  which  serve  as  the  text  of  the 
volume.  The  second  half  of  the  book  is  devoted 
to  numerous  practice  tracings,  without  labels, 
the  case  histories  and  interpretations  being  on 
other  pages. 

The  authors  have  emphasized  that  clinical 
electrocardiography  is  as  yet  largely  empirical 
and  have  made  their  interpretations  with  com- 
mendable conservatism,  avoiding  the  dogmatic 
and  controversial.  They  have  achieved  their 
aim  of  writing  a “practical”  text.  Theoretic 
considerations  are  carefully  avoided,  too  much 
so  in  this  reviewer’s  opinion. 

The  volume  is  clearly  printed  and  the  quality 
of  paper  and  binding  is  praiseworthy,  but  there 
is  much  waste  space.  It  is  to  be  hoped  that  with 
future  editions  the  publishers  may  find  some 
way  of  avoiding  the  awkward  size  of  the  present 
volume.  If  details  of  taking  electrocardiograms 
and  interpretative  technic  were  included,  this 
would  indeed  be  a complete  text  for  the  beginner. 
However,  at  the  present  writing  it  is  the  best 
book  of  its  kind  available.  There  should  be  a 
special  word  of  praise  for  the  admirable  analytical 
index  in  the  appendix. 

Milton  Plotz 

The  Era  Key  to  the  U.  S.  P.  XI  & N.  F.  VI. 

Fifth  edition  revised  by  Lyman  D.  Fonda.  16 
mo.  of  320  pages.  Newark,  The  Haynes  & 
George  Co.,  1939.  Cloth,  $1.00. 

The  fifth  edition  of  this  reference  book,  first 
published  in  1893,  is  of  principal  interest  to  the 
pharmaceutic  student.  It  contains  in  ab- 
breviated form  an  alphabetical  list  of  drugs, 
chemicals,  and  preparations  of  the  U.  S.  P.  and 
N.  F.,  giving  their  Latin  and  English  titles, 
dosage,  active  constituents,  therapeutic  action, 
and  the  official  preparations  of  the  drugs.  Some 
new  sections  have  been  added  to  increase  the 
scope  of  the  book. 

Frederick  Schroeder 
[Continued  on  page  1408] 
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LOUDEN-KNICKERBOCKER  HALL1 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 
Full  inf ormation  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 


PINE  WOOD 

I te  100  Westchester  County  Katonah,  New  York 

j nsed  by  the  Department  of  Mental  Hygiene.  Emphasizing 
| nosis  and  treatment  of  Neuro-psychiatric  cases. 

I ddition  to  the  usual  forms  of  treatment  (occupational  therapy, 
psiotherapy,  outdoor  exercise,  etc.)  we  specialize  in  more  specific 
k niques.  Insulin,  Metrazol  and  Electro  shock.  Psychological  and 
liiological  studies.  Psychoanalytic  approach. 

: JOSEPH  EPSTEIN,  Physician-in-Charge 
1 Barnett  Rosenblum  ) Resident  Tel:  KATONAH  775 

I Abram  Lichtyger  J Physicians  YONKERS  5786 

If.  Office:  25  West  54th  St.  Tues.  & Fri.  by  appointment 
Circle  7-2380 


GLENMAR  Y 

SANITARIUM 

For  individual  care  and  treatment  of  selected  number  of  Nervous 
and  Mental  cases,  Epileptics,  and  Drug  or  Alcoholic  addicts. 
Strict  privacy  and  close  cooperation  with  patient’s  physician  at 
all  times.  Successful  for  over  50  years. 

ARTHUR  J.  CAPRON,  Physician-in-Charge 

IMVGGO.  TIOGA  €«..  X.  Y. 


SANITARIUM  ATTRACTIVENESS 


Hotels  sell  themselves  with  a strong  appeal  to  luxury, 
lofort,  congenial  atmosphere,  beauty  in  architecture, 
| . And  though  the  prospect  should  be  primarily 
prested  in  the  possibilities  of  restful  nights,  cleanli- 
is  and  decent  food — the  physical  appearance  of  the 
[ telry  seems  more  important. 

.*o  one  thinks  of  the  sanitarium  in  terms  of  attracting 
>ple,  yet  the  patient  differs  little  from  the  hotel  patron, 
t or  she  looks  at  the  appearance  of  the  place  and  takes 
j granted  that  the  facilities  and  ability  of  the  staff  are 
I they  should  be  or  the  physician  would  not  have 


recommended  the  institution. 

A run-down  place,  hotel  or  sanitarium,  would  attract 
neither  a patron  nor  a recommendation.  One  of  the 
outstanding  things  about  sanitariums  is  that  almost 
without  exception  they  are  “estates”  with  beautiful 
buildings,  lovely  gardens,  and  lawns.  Often  they  are 
even  superior  to  what  a patient  is  accustomed  to. 

Therefore,  the  physician  recommending  a sanitarium 
has  little  to  fear  with  reference  to  pleasing  his  patient 
as  to  its  physical  pleasantness,  and  even  less  as  to  its 
general  ability  to  care  for  a particular  case. 


THE  MAPLES  INC.,  OCEANSIDE,  L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.Y.C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *TEL.  4-1143 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.,  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


WOODLAWN  SANITARIUM,  INC. 

For  Medical  and  Surgical  Cases 

Complete  modern  equipment,  including  X-Ray,  fluoroscope  and 
combination  incubator  and  oxygen  tent  for  infants. 

412  East  238th  Street  Bronx.  N.  Y. 

Telephone  FAirbanks  4-3601 
See  also  our  adv.  p.  49a  Medical  Directory 


‘INTERPINES' 

Goshen,  N.  V. 

Phone  117 


Ethical  — Reliable — Scientific 


Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

. Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


1408 


BOOKti 


[N.  Y.  State  J.  M. 


[Continued  from  page  1406] 

The  Chronicle  of  Crichton  Royal  (1833-1936). 

Being  the  Story  of  a Famous  Mental  Hospital 
during  its  First  Century,  and  Illustrating  the 
Evolution  of  the  Hospital  Care  and  Treatment 
of  Mental  Invalids  in  Scotland.  By  Charles 
Cromhall  Easterbrook,  M.D.  Quarto  of  663 
pages,  illustrated.  Edinburgh  12,  Scotland, 
Murrayfield  Hotel,  The  Author,  1940.  Cloth, 
25/. 

This  660-page  book  describes  the  establish- 
ment, development,  and  growth  of  a famous 
mental  hospital  in  Scotland  during  the  first 
century  of  its  existence.  There  is  an  account  of 
the  development  of  the  mental  attitude  of 
people  toward  the  treatment  of  the  mentally 
sick.  It  discusses  the  various  groups  of  people 
interested  in  the  establishment  and  maintenance 
of  this  institution  and  the  different  laws  es- 
tablished for  the  management  of  the  mentally 
sick  and  narrates  the  progress  made  in  these  di- 
rections. There  are  many  illustrations  and 
photographs  which  are  graphic  presentations  of 
the  development  of  this  large  institution. 

This  volume  may  well  be  designated  as  an 
authoritative  and  illuminating  account  of  the 
progress  of  psychiatry  in  Scotland  and  in  Eng- 
land during  the  last  one  hundred  years. 

This  book  should  have  a wide  appeal  to  those 
who  are  interested  in  psychiatry  and  in  the 
history  of  medicine  in  general. 

Irving  J.  Sands 

Diseases  of  the  Digestive  System.  Edited  by 
Sidney  A.  Portis,  M.D.  Octavo  of  952  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1941. 
Cloth,  $10. 

This  new  book  edited  by  Dr.  Portis  is  a concise 
resume  of  facts  more  recently  brought  out  in  the 
field  of  gastroenterology.  It  is  the  result  of 
collaboration  by  fifty  authors,  each  writing  ex- 
pertly on  his  particular  subject.  The  rapid 
growth  of  gastroenterology  has  made  the  old 
form  of  textbook  (to  use  the  editor's  own  ad- 
jective) archaic.  So  vast  has  been  the  accumula- 
tion of  facts,  that  it  would  be  difficult  for  one 
person  to  present  the  subject  in  its  entirety. 

The  relationship  of  the  digestive  tract  to  the 
anemias  is  well  presented  in  a short  chap- 
ter. 

A section  dealing  with  the  dietetic  concepts  of 
gastrointestinal  diseases  is  particularly  lucid  and 
scientific. 

A matter  that  is  much  misunderstood  by  the 
average  physician  is  the  relation  of  the  teeth  and 
dental  disease  to  the  digestive  tract.  This  sub- 
ject is  authoritatively  treated  in  a compact 
chapter. 

Much  research  in  late  years  in  the  field  of  liver 
physiology  has  altered  many  of  our  ideas  of  liver 
pathology  and  its  treatment.  The  exposition  of 
liver  function,  the  more  recent  tests,  the  modern 
classification  of  liver  pathology,  and  the  latest 
conception  of  diet  are  all  included. 

Other  sections  worthy  of  note  are  those  on 
allergy,  regional  ileitis,  dysentery,  diverticulosis, 
and  gastrointestinal  tuberculosis.  A selected 
bibliography  is  supplied  for  those  who  wish  to 
extend  their  reading  on  any  subject. 

This  volume  assembles  a wealth  of  detail,  most 
of  it  new  and  presented  by  writers  each  proficient 
in  his  own  field.  It  is  decidedly  a product  of  the 


west  and  middle  west  with  a few  contributors 
from  Boston  and  New  York. 

Henry  F.  Kramer 

Laboratory  Text  in  Pharmacology.  By  Robert 
P.  Walton.  Quarto  of  85  pages.  Philadelphia, 
J.  B.  Lippincott  Co.,  1940.  Paper. 

This  treatise  is  a collection  of  experimental 
exercises  intended  to  serve  in  a supplementary 
manner  to  the  more  complete  laboratory  manual 
and  standard  texts.  The  exercises  are  adapta- 
tions of  well-known  experiments,  and  references 
are  made  to  identify  their  origin.  It  is  a useful 
text  for  students  who  wish  to  review  a brief  sum- 
mary of  the  usual  pharmacologic  experiments 
without  consulting  the  more  voluminous  books 
on  the  subject. 

Frederick  Schroeder 

Diagnosis  and  Treatment  of  Menstrual  Dis- 
orders and  Sterility.  By  Charles  Mazer,  M.D., 
and  S.  Leon  Israel,  M.D.  Octavo  of  485  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  Inc., 
1941.  Cloth,  $6.50. 

This  book  is  written  by  teachers  of  wide  ex- 
perience who  have  made  many  contributions  to 
our  knowledge  in  this  field  of  medicine.  It  is 
primarily  written  with  a view  of  the  needs  of  the 
general  practitioner,  as  emphasis  is  placed  on 
treatment  easily  handled  in  the  office  rather  than 
at  the  hospital.  Ordinarily,  menstrual  disorders 
are  explained  and  interpreted  under  the  heading 
of  the  various  and  diverse  pathologic  conditions 
responsible  for  their  appearance.  As  the  au- 
thors say:  “Clinically,  it  is  more  expedient  to 

discuss  these  symptoms  as  if  they  were  distinct 
pathologic  entities,  not  only  because  they  are, 
in  most  instances,  the  only  manifestations  of  the 
morbidity  in  question,  but  also  because  each  of 
them  is  so  often  the  sole  sign  of  multiple,  co- 
existing and  totally  unrelated  pathologic  condi- 
tions." Very  often  the  cause  of  amenorrhea  or 
uterine  hemorrhage  is  not  discernible  by  all  the 
means  at  our  disposal,  and  the  patient  must  of 
necessity  be  treated  symptomatically. 

The  therapy  is  conservative,  measures  em- 
ployed with  success  as  measured  by  past  ex- 
perience. At  the  end  of  each  chapter  is  a 
bibliography  complete  enough  for  practical 
purposes.  It  is  a useful  book  for  the  average 
physician. 

F.  B.  Doyle 

Surgical  Anatomy  of  the  Head  and  Neck.  By 
John  F.  Barnhill,  M.D.,  and  William  J.  Mel- 
linger,  M.D.  Second  edition.  Quarto  of  773 
ages,  illustrated.  Baltimore,  Williams  & Wil- 
ins  Company,  1940.  Cloth,  $15. 

This  book  may  well  be  called  the  otolaryngolo- 
gist's primer;  it  is  being  used  extensively  by 
candidates  for  certification  by  the  American  Board 
of  Otolaryngology.  It  covers  the  fundamentals 
of  surgical  anatomy  quite  completely.  The  il- 
lustrations are  numerous;  most  are  extremely 
valuable. 

The  second  edition  of  the  finest  book  of  its 
kind  deserves  the  enthusiastic  reception  it  is 
enjoying.  It  should  have  a place  in  the  library 
of  all  physicians  who  are  in  any  way  associated 
with  otolaryngology. 

M.  C.  Myerson 
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Classified  Rates 


Rates  per  line  per  insertion: 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
|!  Copy  must  reach  us  by  the  20th  of  the  month  for  the  issue  of  First 
i and  by  the  5th  for  issue  of  Fifteenth 


MEDICAL  EMPLOYMENT 


A complete  employment  service  for  the  medical  profession. 
Doctors,  nurses,  technicians,  dietitians,  and  assistants  in  every 
i branch  of  medicine  selected  by  competent  analysis  of  experience 
and  recommended  only  upon  your  assurance  of  suitability. 

THE  MEDICAL  EMPLOYMENT  AGENCY 
ji  Lula  M.  Field,  R.N.  Kinney  Bldg.,  790  Broad  St. 

Director  Newark,  N.  J. 


PHYSICIANS  EQUIPMENT  FOR  SALE 


Microscopes,  Autoclaves,  Sterilizers,  Centrifuges,  Quartz  Lamps, 
Fluoroscopes,  Short  Waves  and  Hospital  Equipment.  Trade  ins 
welcome.— ATLAS  SURGICAL  SUPPLY  CO.,  175  Second  Ave., 
i N.  Y. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-308$ 


2000  PRESCRIPTIONS  $2.95  • Rag  Content  Parchment  Paper  • 
Quality  Printing  • Pads  of  100. 

POSTAL  PRINTING  CO.,  Mail  Order  Printers  For  Professionals. 
558  Ralph  Ave.,  Brooklyn  • Phone  President  3-8181. 


WANTED 


BOOK  Manuscripts  Wanted.  Works  of  public  interest  on  all 
subjects.  Write  for  free  booklet.  Meador  Publishing  Company, 
324  Newbury  Street,  Boston,  Mass. 


VACATION 

RIDE  WYOMING  TRAILS.  Enjoy  ranch  vacation.  Excellent 
stream  trout  fishing.  Packtrips.  Big  game  hunting.  Carl  M. 
Dunrud,  Sunshine,  Wyoming. 

Sanitarium  established  18  years  specializing  in  dietetics  for 
those  taking  the  Saratoga  Springs  Rest  cure.  Clientele  primarily 
obtained  through  medical  recommendations.  Basic  rates  $35.00- 
$50.00  weekly.  Twenty  guests  oomfortably  accommodated. 

M.  L.  Halligan,  R.N.  “Viasana”  Saratoga  Springs 

SCHOOLS 

.2)o  2/ou  Meed  a ^I'uUned 
Medical  OfJjice.  AiAUtcuU? 

/GRADUATES  with  twelve  months  intensive  train- 
(t-  ing  in  laboratory  techniques,  apparatus  and 
ZJ  secretariat.  High  School,  College,  Nursing  or 
Business  School  background.  Intelligent  assistants 
possessing  personality,  ability  and  all  the  requisites 
essential  to  the  trained  Medical  Office  Assistant. 

Murrain  Matixil  School  !*& 

6-1186  N.  Y.  C. 

lor 

MEDICAL  OFFICE  ASSISTANTS 

Licensed  by  the  State  of  New  York 

CAPABLE  ASSISTANTS 

Our  free  placement  service  will  be  glad  to  help  you  select  ex- 
actly the  right  assistant.  Paine  Hall  graduates  are  girls  of  character, 
intelligence,  appearance — thoroughly  qualified  to  assist  in  office 
and  laboratory;  trained  in  haematology,  blood  chemistry,  urin- 
alysis, clinical  pathology,  medical  stenography,  bookkeeping. 
Address  inquiries  to  C.  R.  Porter,  Principal. 

Established  JP  • tiff  101  W.  31st  St. 

1849  New  York 

BRyant  9-2831 

Licensed  by  the  State  of  New  York 

“VITAMIN  T” 


The  travel  industry  calls  it  Travel’s  Magic  Medicine 
in  a world  of  vitamins.  But  instead  of  meeting  the 
deficiencies  of  the  “patient,”  in  this  case  it  is  a prescrip- 
tion for  the  “doctor.”  It  is  not  the  layman  who  needs 
the  vitamin,  but  those  dispensing  travel  according  to 
the  discoverer  of  “Vitamin  T.” 

This  mythical  vitamin  is  presumed  to  be  useful  in  the 
treatment  of  sales  deficiency  and  to  be  found  in  per- 
sonality, courtesy , loyalty , and  knowledge. 

In  medicine  we  might  also  acknowledge  a “Vitamin  T” 
and  consider  it  the  “travel  vitamin.”  There  is  nothing 
new  in  prescribing  travel — for  centuries  its  value  in 
medicine  has  been  for  the  same  reasons  and  the  same 
states  of  health  in  patients.  An  ocean  voyage  has,  until 
recent  events,  played  an  important  part  in  the  treatment 
or  convalescence  of  some  patients. 

The  travel  industry  divides  travel  into  two  classes — 


travel  of  necessity  and  travel  for  pleasure,  or  the  com- 
mercial traveler  and  the  tourist.  We  think  they  have 
overlooked  a not  too  insignificant  class  who  are  ordered 
to  travel — neither  a commercial  traveler  nor  a tourist 
traveling  for  pleasure. 

For  instance  (not  including  domestic  travel)  last  year 
185  Americans  took  steamship  trips  for  reasons  of  health. 
And  it  may  be  of  some  interest  to  note  that  109  of  these 
persons  were  from  New  York  State  (79  of  them  from 
New  York  City). 

The  number  traveling  purely  for  health  may  appear  a 
small  percentage  of  the  26,253  persons  who  traveled  out- 
side of  the  United  States  in  1940.  Still,  considering 
conditions  of  travel  abroad  at  present  and  the  fact  that 
laymen  are  notoriously  backward  about  spending  money 
for  health,  it  is  not  a very  bad  showing  for  the  “Vitamin 
T”  factor  in  medicine. 


PRESCRiBE  O 

Pharmaceuticals,  Tablets,  Lozenges,  Ampules,  Capsules, 
Ointments,  etc.  Guaranteed  reliable  potency.  Our  prod- 
ucts are  laboratory  controlled.  NY  7-1-41 

Write  for  general  price  list. 

Chemists  to  the  Medical  Profession. 


ZEMMER 

and  Station,  Pittsburqh,  Pa. 
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A BALANCED  PRODUCT 


SPERMICIDAL 


STABLE 

1 WATER-DISPERSIBLE 


MISCIBLE 


Effective,  yet  non-irritating 


• Years  of  research  have  established  many  definite  scientific  standards  for  a good  vaginal 
jelly.  These  are  incorporated  in  the  Ortho-Gynol  formula  and  are  maintained  under  rigid 
laboratory  control.  When  you  prescribe  Ortho-Gynol  you  are  assured  that  your  patient  is 
getting  a balanced  product,  effective,  yet  non-irritating  over  long  periods  of  regular  use. 

ORTHO  PRODUCTS,  INC.,  LINDEN,  NEW  JERSEY 

COPYRIGHT  1941.  ORTHO  PRODUCTS.  INC. 


For  Comforting  Relief  in  Asthma  and  Hay  Fever 


Racephedrine  Hydrochloride  produces 
dilation  of  the  bronchi  after  local  or  sys- 
temic administration.  It  is  therefore  em- 
ployed in  the  treatment  of  asthma,  and  is 
useful  to  prevent  the  attacks.  It  is  also  used 
in  the  treatment  of  hay  fever  and  urticaria. 

On  local  application  to  mucous  mem- 
branes, Racephedrine  contracts  the  capil- 
laries to  a moderate  degree  and  thus 
diminishes  hyperemia  and  reduces  swell- 
ing. It  is  used  in  the  nostrils  to  shrink  the 
congested  mucosa  in  rhinitis  and  sinusitis. 


Solution  Racephedrine  Hydrochloride 
consists  of  1%  of  the  drug  in  a modified 
Ringer’s  solution  containing  sodium 
chloride  0.85%,  potassium  chloride 
0.03%,  calcium  chloride  0.02  5%,  mag- 
nesium chloride  0.01%,  and  chloro- 
butanol  0.5%  (for  stabilization  purposes). 

Solution  Racephedrine  Hydrochloride  1 % is 
available  in  one  ounce  dropper  bottles  for 
prescriptions,  in  pint  bottles  for  office  use. 
Capsules  Racephedrine  Hydrochloride,  % 
gram,  are  packaged  in  bottles  of  40  and  250. 


FINE  PHARMACEUTICALS  SINCE  1886 


Racephedrine,  prepared  sjirfetically  by  a 
process  which  does  not  depepd  upon  the  plant 
ma  huang  for  its  raw  matejpal,  is  a racemic, 
optically  inactive  mixture  of  levo-  and  dextro- 
rotatory ephedrine.  Thus  it  conrains  two  of  the 
four  possible  ephedrine  stereoisoNi»B|rs. 
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&ede  trie’s  CEREVim 

Cere  vim  is  a cereal  food,  formulated  by  pediatricians 
to  provide  suitable  nutritive  values  for  babies  and 
children.  It  is  distinctly  appetizing,  easily  digested  and 
non-irritating. 

aids  in  promoting  growth:  In  comparative  clinical 
studies*  it  was  shown  that  Cerevim-fed  babies  gained 
more  weight  and  height  than  the  control  babies  on  their 
usual  cereal. 

HELPFUL  IN  ANOREXIA  AND  CONSTIPATION!  Cerevim  Was 

observed  in  the  study*  to  stimulate  the  appetite  in 
anorexia  and  relieve  constipation  in  children  suffering 
from  these  two  common  childhood  complaints. 


for  invalids  and  convalescents:  Gastro-enterologists 
prescribe  Cerevim  for  peptic  ulcer  patients  or  those  in 
need  of  a bland  diet  of  low  fibre  content.  Obstetri- 
cians prescribe  Cerevim  during  pregnancy  and 
lactation;  surgeons  order  it  for  pre-operative  and 
post-operative  diets. 


comprehensive  formula:  Cerevim's  comprehen- 
sive formula  provides  proteins,  carbohydrates  and 
fats  in  a suitable  ratio;  calcium,  phosphorus,  iron 
and  copper  in  easily  assimilated  form:  and  the  B 
vitamins  in  generous  amounts — all  derived  from 
natural  sources  only. 

Advertised  only  to  the  medical  profession.  Council-Accepted. 
Sold  only  through  drug  stores. 

Pre-cooked  and  ready  for  instant  use. 

Packages:  Cerevim  is  sold  in 

Y>  and  1 lb.  packages. 


*joslin,  c.  L.  and  helms,  s.  t..  Arch.  Ped.,  54:533  (Sept.)  1937 
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HYCLORITE 


ANTISEPTIC 

For  irrigating,  swabbing,  and 
dressing  infected  cases  wherever 
an  antiseptic  is  needed. 

For  Hand  and  Skin  Sterilization 


Accepted  by  the  Council  on  Dakin’s  Solution 

Pharmacy  and  Chemistry  ^ ,,  . . , • . , 

of  the  American  Medical  of  Correct  Hypochlorite 
Association  (N.  N.  R.)  Strength  and  Alkalinity. 

NON-POISONOUS  Practically  NON-IRRITATING 
Comprehensive  literature  on  request 

BETHLEHEM  LABORATORIES 


INCORPORATED 

300  Century  Building  Pittsburgh,  Pa. 


New  York  State  Champagne 
and  fine  American  still  wines 


When  a patient  requires  a superior  champaqne  or 
a fine  wine  during  convalescence,  specify  "Great 
Western." 

Most  good  stores  sell  genuine  "Great  Western." 

Pleasant  Valley  Wine  Co. 

Established  I860  - - Rheims,  N.  V. 
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SHARON 

SPRINGS 

ONLY  41/2  HOURS 


FROM  NEW  YORK  CITY 


SULPHUR  AND  NAUHEIM  BATHS 
MUDPACK  TREATMENTS  • STEAM  MASSAGES 
INHALATION  THERAPY 

Recommended  for 

Arthritis  • Rheumatism  • Neuritis  • Sciatica  • Cardiac 
Myalgia  • Nerves  • Also  Massages  for  Slimming 
Our  treatments  are  comparable  to  those  given  at  the  leading  European  Spas 
Beautiful  country  . . . social  activities  ...  all  sports  . . . golf  . . . ideal 
climate.  Splendid  hotels  and  boarding  houses. 

L 0.  White,  M.D.,  Medical  Director 


For  Further  Information  and  Booklet  Write 


WHITE  SULPHUR  CO,  of  SHARON  SPRINGS,  N-  Y. 


OPEN  ALL  YEAR 


POMEROY  surgical  appliances  are  sold  on  prescription  and  are 
obtainable  only  at  POMEROY  shops.  This  guarantees  correct  fit , 
comfort , and  lasting  satisfaction  to  both  physician  and  patient. 


SURGICAL  APPLIANCES 

In  the  matter  of  surgical  appliances  the  patient  must  trust 
his  physician  and  the  physician  must  have  confidence  in 
the  dealer.  • For  more  than  seventy  years  POMEROY 
has  been  designing  and  making  surgical  appliances  to  con- 
form to  the  physician’s  specifications  and  fitting  them  to 
meet  the  particular  requirements  of  the  individual  patient. 
In  specifying  POMEROY  the  physician  assures 
his  patient  correct  design , fit  and  lasting  comfort. 


PameMHf, 


16  East  42nd  Street,  New  York  208  Livingston  Street,  Brooklyn 

BOSTON  • SPRINGFIELD  • NEWARK  • DETROIT  • WILKES-BARRE 
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PYRIDIUM 

(REG.  U.  S.  PAT.  OFF.) 

(Phenylazo- alpha -alpha -diamino- 
pyridine  mono- hydrochloride) 


}Its  Status  In  Authoritative 
Published  Literature 


Bladder 


Chronic  inflammation 
of  ureteral  orifices 


Interureteric 


Cystitis 


Internal  sphincter 


Vas  deferens 


Verumontanum 


Trigone 


Seminal  vesicles 


_ Orifices  of 
ejaculatory  ducts 

: • - 

1 ’ 7,  • . - 

isses  in  prostate 


^AbSC 

C:'*  "...  v'c 


Orifices  of  prostatic  ducts  ' 

■ 


HRITIS  • 


• CHRONIC  CYSTITIS  • PROSTi 


The  following  excerpt  from  a recently  published  article, 
again  significantly  demonstrates  the  value  of  Pyridium  in 
the  treatment  of  various  uropathies: 
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32 

98 

28 
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17 

41 
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ISo  Change 

15 

18 

10 

38 

5 

3 

35 

12 

Increased 

7 

2 

1 

1 

TOTAL 

47 

116 

38 

99 

17 

20 

77 

55 

7 

Expressed 

in  Per  Cent 

Improved 

68.2 

84.5 

74.0 

54.5 

59.0 

85.0 

53.0 

76.5 

100 

No  Change  31.8 

15.5 

26.0 

38.4 

29.3 

15.0 

45.5 

21.8 

Increased 

7.1 

11.7 

1.5 

1.7 

(Reynolds,  J.  S.,  Wilkey.  J.  L.,  and  Choy,  J.  K.  L.,  Clinical  application 
and  resultsof  pyridium  therapy,  Illinois  A/. /.7 8:541-547,  December  1940.) 


ADVANTAGES  OF  PYRIDIUM 

• Eliminated  through  urinary  tract 
• Relatively  nontoxic  • Nonirritative 
• Effective  without  urinary  pH  adjustment 
• Well  tolerated  • Conveniently  administered 

PYRIDIUM  is  the  United  States  Registered  Trade-Mark 
of  the  product  manufactured  by  Pyridium  Corporation . 


MERCK  & CO.  Inc.  faring  ^j/enildtA  RAH  Vi  AY,  N.  J. 
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See  why 

*0^ 

BABY  FOODS 

are  extra  easy 


to  digest 


(Statement  accepted  by  the  AMA  Council  on  Foods) 


/f  STRAINED  VEGETABLES 

MAGNIFIED  200  TIMES 


LIBBY’S  HOMOGENIZED 
VEGETABLES 

MAGNIFIED  200  TIMES 


\ 


these  photomicrographs  demonstrate  why 
Libby’s  exclusive  process  of  special  homogeniza- 
tion makes  vegetables  and  fruits  easier  to  digest. 
In  the  photomicrograph  at  the  left,  showing 
strained  vegetables,  note  the  large  cells,  coarse 
fibers,  and  closely  packed  starch  granules.  Com- 
pare it  with  the  photomicrograph  of  Libby’s  spe- 
cially homogenized  Vegetables.  Cells  and  fibers 
are  broken  up,  starch  particles  uniformly  distrib- 
uted, and  nutriment  released  for  easier  digestion. 

If  you  have  never  examined  Libby’s  Baby 
Foods,  we  would  like  very  much  to  send  you  a 
sample  can.  As  soon  as  you  open  it,  you  will 
notice  how  much  smoother  and  finer  textured 
Libby’s  are.  Libby,  MQNeill  & Libby,  Chicago. 


\ 


PEAS  CARROTS  SPINACH 
VEGETABLE  COMBINATIONS: 


No.  1 — Peas,  Beets,  Asparagus;  No.  2 — Pumpkin, 

Tomato,  Green  Beans,*  No.  3 — Peas,  Carrots,  Spinach;  No.  9 
— Peas,  Spinach,  Green  Beans,*  No.  10 — Tomato,  Carrots,  Peas 


FRUIT  COMBINATIONS:  No.  5— Prunes,  Pineapple  Juice, 
Lemon  Juice,*  No.  8 — Bananas,  Apples,  Apricots 

CEREAL  2 SOUPS  EVAPORATED  MILK 

ALSO  Libby’s  Chopped  Foods  for  older  babies  (10  varieties) 


From  the  bottom  up ... 

PERSONALIZED  SERVICE! 


Why  is  The  Lexington  recognized  as 
“New  York’s  Friendly  Hotel”  ? Look  to 
the  elevator  operators  for  the  answer  — 
for  they  typify  the  spirit  of  the  entire 
staff!  Hand-picked,  they  are  “on  the  way 
up”  in  this  hotel . . . future  executives.  And 
they  make  personalized  service  appar-r 
ent  to  every  guest. 

Find  out  yourself 
by  stopping  here. 

Rates  from  $4. 


Make  New  York 
Your  Vacation  City 


Charles  E.  Rochester,  V.  P.  & Mng.  Dir. 

LEXINGTON  AVE.at  48«t>  ST..N.Y.C 


GIVE  THE  DOCTOR 
A BREAK 

The  Low-Down  on  Group  Practice 
and  “Sickroom  Charm,, 
by 

Floyd  Burrows,  MJD* 

Single  Copies  10  cents 
(Special  Prices  in  Quantities ) 


“Money,  Money  for  everything,  but  no 
dollars  for  doctors!” 


PUBLIC  RELATIONS  BUREAU 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

292  Madison  Avenue 
New  York,  N.  Y. 
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r\  The  addition  of  medicinal  iron  to  the  diet  is  indicated 
v*-*/  jin  many  instances  as  a prophylaxis  against  secondary 


anemia.  Hematinic  Plastules  provide  a supplementary  source 
of  iron  to  help  maintain  a positive  iron  balance  during  the 
period  of  pregnancy. 

Hematinic  Plastules  are  easy  to  take,  well  tolerated  and 
effective  in  small  doses.  Hematinic  Plastules  are  useful  for  the 
prevention  and  treatment  of  anemias  of  pregnancy,  chronic 
blood  loss  or  iron  deficiency. 

When  you  think  of  iron  — 

B HEMATINIC  PLASTULES  PLAIN 

Suggested  dosage — 1 T.  I.D.  after  meals, 
or 

HEMATINIC  PLASTULES  with  LIVER  CONCENTRATE 

Suggested  dosage— 2 T. I.D.  after  meals. 

BOTTLES  OF  50  AND  100 
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is  your  copy  of  the  familiar  Medical  Directory  of 
New  York,  New  Jersey  and  Connecticut  in  which  is 
included  the  Classified  Directory  of  Accepted  Medical 
Products  and  Services  printed  on  buff  colored  pages. 


co***cncw 


you  may  carry  this  section 
listing  accepted  medical 
products  and  services  bound 
separately  in  a convenient 
size  without  the  1,000  or 
more  pages  of  general  Di- 
rectory. It  is  a most  handy 
reference  guide  on  products 
and  services  so  that  you 
may  have  this  information 
available  when  you  really 
need  it. 


A LIMITED  NUMBER  OF  REPRINTS  ARE  STILL  AVAILABLE 
25*  EACH  WHILE  THEY  LAST  ! 

Please  send  remittance  with  your  order  to 


MEDICAL  DIRECTORY  OF  NEW  YORK,  NEW  JERSEY  AND  CONNECTICOT 

280  Madison  Ave.,  N.  Y.  City  MUiray  Hill  5-8140 

— 
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INVESTIGATE  THE  G-E  MODEL  D3-38 


IT’S  AN 

EFFICIENT 

COMPACT 

FLEXIBLE 


MODERATELY  PRICED  COMBINATION  X-RAY  UNIT 


You  can  sum  up  the  D3-38  story  in  two  words: 
better  value.  It  has  more  of  the  features  that 
you  need  and  want — things  that  you  and  your 
colleagues  specified — than  any  other  moderate- 
price  unit. 

With  its  wide  range  of  service,  its  refined,  sim- 
plified control  unit,  its  flexible,  easy-to-operate 
tilt  table  with  built-in  Potter-Bucky  diaphragm, 
its  genuine  G-E  Coolidge  Tube,  the  D3-38 
offers  you  bigger  dollar  for  dollar  value  than 
any  comparable  equipment. 

You  can  rely  on  the  D3-38  to  routinely  produce 
uniformly  high  quality  results,  and  you  can 
duplicate  them  accurately  with  ease.  If  you  are 
interested  in  getting  full  measure  for  your  x-ray 
dollar,  it  will  pay  you  well  to  investigate  the 
D3-38  before  you  invest  in  any  x-ray  unit.  To  get 
complete  information,  here’s  all  you  have  to  do 
— just  fill  in  and  mail  the  handy  coupon,  today. 


Please  send  me  complete  information 
about  the  G-E  Model  D3-38  Combination 
Diagnostic  X-Ray  Unit. 


Name- 


Address 


City- 


GENERAL  ELECTRIC 
X-RAY  CORPORATION 


2012  JACKSON  BLVD. 


CHICAGO,  ILL..  U.  $.  A. 

C17 
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Pnice 

Peduotian! 


In  the  face  of  a rising  drug  market, 
it  is  with  pleasure  that  we  announce 
a reduction  in  the  price  of  Maxitate 
and  Maxitate  with  Phenobarbital. 
Thanks  to  an  ever  increasing  vol- 
ume, quantity  production  costs 
have  been  lowered  considerably. 
This  long  acting  (5-6  hrs.)  vaso- 
dilator is  an  increasingly  economical 
preparation  for  the  treatment  of  es- 
sential hypertension  and  angina 
pectoris.  The  gradual  action  of 
Maxitate  eliminates  the  unpleasant 
side  effects  that  result  from  a sudden 
lowering  of  the  blood  pressure  and 
its  long  period  of  duration  is  useful 
in  the  prevention  of  nocturnal  at- 
tacks of  angina  pectoris.  Your 
sample  will  be  sent  on  request. 
Write  for  folder  No.  8. 

Maxitate  is  available  at  leading  prescription 
pharmacies  everywhere . 

R.  J.  STRASENBURGH  CO. 

Pharmaceutical  Chemists  Since  1886 

ROCHESTER,  NEW  YORK 


INDEX  TO  ADVERTISERS 
AND 

ADVERTISED  PRODUCTS 
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THE  NATURAL  MINERAL  WATERS  OF  SARATOGA  SPA  ARE 
OWNED  AND  BOTTLED  BY  W THE  STATE  OF  NEW  YORK 


SARATOGA  SPA  HATHORN  WATER 

for 

Conditions  Resulting  From 
Hyposecretion  and  Hypomotility 

Gastro-enterologic  conditions  invite  the  physician  to  a considera- 
tion of  the  special  qualities  of  the  natural  mineral  waters  of 
Saratoga  Spa.  Three  are  bottled,  all  saline-alkaline  in  general 
classification,  but  varied  as  to  saline  and  alkaline  proportions  and 
degree  of  mineral  content.  This  provides  unusual  scope  in  meet- 
ing the  physiologic  needs  of  the  individual  patient. 

The  indications  for  Hathorn,  the  most  strongly  saline  of  these 
waters,  are  primarily  those  associated  with  under-activity,  such 
as  functional  conditions  of  the  stomach  and  intestinal  tract, 
resulting  from  hyposecretion  and  hypomotility.  Hathorn,  a 
natural  laxative,  is  taken  upon  arising.  The  adult  dose  is  one 
pint,  taken  at  room  temperature.  For  better  elimination  it  is 
helpful  for  patients  with  arthritis. 

Hathorn  is  also  particularly  high  in  ferrous  bicarbonate.  As  a 
tonic  it  may  be  taken  in  divided  doses  during  the  day. 

Clinical  literature  on  these  and  related  matters  is  avail- 
able— as  is  also  physician’s  sample  package  of  four  bottles 
of  the  Waters.  Address  W.  S.  McClellan,  M.D., 
Medical  Director,  Dept.  155,  Saratoga  Spa,  Saratoga 
Springs,  New  York. 


Analysis  of  the  Three  Waters 

(MINERAL  PARTS  PER  MILLON) 

Hypothetical 

Geyser  Hathorn 

Coesa 

Combinations 

Water 

Water 

Water 

Ammon,  chlorid 

48.25 

59.10 

33.30 

Lithium  chlorid 

21.07 

64.49 

46.43 

Potass,  chlorid 

361.91 

789.54 

714.86 

Sodium  chlorid 

2,010.48 

8,594.84 

4,233.14 

Potass,  bromid 

9.23 

160.00 

13.90 

Potass,  iodid 

1.10 

4.80 

1.36 

Sodium  sulphate 

None 

None 

None 

Sod.  metaborate 

Trace 

None 

Trace 

Sodium  nitrate 

Trace 

Trace 

Trace 

Sodium  nitrite 

Trace 

Trace 

Trace 

Sodium  bicarb. 

2,213.78 

424.71 

1,331.15 

Calcium  bicarb. 

1,829.14 

3,380.84 

2,519.74 

Barium  bicarb. 

16.67 

25.65 

25.00 

Strontium  bicarb. 

Trace 

Trace 

Trace 

Ferrous  bicarb. 

9.94 

40.07 

5.86 

Magnes.  bicarb. 

753.89 

2,244.88 

1,186.57 

Alumina 

7.14 

4.98 

6.37 

Silica 

19.40 

14.40 

12.80 

Total 

7,284.00  15,808.30  10,130.48 

Look  for  the  Seal  of  The  State  of  New  York  on  ev- 
ery bottle  of  the  genuine  waters  of  Saratoga  Spa. 

THE  BOTTLED  WATERS  OF 

SJMBiUKGXBJl 

9M 


GEVSEII 


* H A X HORN  • 

Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


C O E S A 


1424 


RADON 

i 

Z'  SE 

E D S | 

OR  safety  and  reliability  use  composite  Radon  seeds  in  your 
cases  requiring  interstitial  radiation.  The  Composite  Radon 
Seed  is  the  only  type  of  metal  Radon  Seed  having  smooth, 
round,  non-cutting  ends.  In  this  type  of  seed,  illustrated 
here  highly  magnified,  Radon  is  under  gas-tight,  leak-proof 
seal.  Composite  Platinum  (or  Gold)  Radon  Seeds  and 
loading-slot  instruments  for  their  implantation  are  available 
to  you  exclusively  through  us.  Inquire  and  order  by  mail, 
or  preferably  by  telegraph,  reversing  charges. 

THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Telephone  MO  4-4455  NEW  YORK.  N.  Y. 

. /.  i.  > 


heocalcin 


- prescribed  with  or  without  digitalis 


Combinations  of  Theocalcin  and  digitalis  are  frequently 
prescribed  to  improve  cardiac  function  in  congestive  heart 
failure.  In  other  cases,  when  digitalis  fails  to  give  relief, 
Theocalcin  in  doses  of  I to  3 tablets  t.i.d.  is  often  effective. 


Theocalcin  is  a well  tolerated  diuretic  and  myocardial 
stimulant  which  acts  promptly  to  reduce  edema,  diminish 
dyspnoea  and  strengthen  heart  muscle. 


Theocalcin  is  available  in  IV2  grain  tablets  and  in  powder  form. 


Theocalcin,  brand  of  theobromine-calcium  salicylate. 
Patent  and  Trade  Mark  Reg.  U.  S.  Pat.  Off. 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY. 
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Do  not  confuse  KNOX  plain  (Sparkling) 

GELATINE  (u.  S.P.)  with  inferior  grades  of 
gelatine  or  with  pre-flavored,  sugar-laden  des- 
sert powders.  Knox  Gelatine  contains  abso- 
lutely no  sugar  or  other  substances  to  cause 
gas  or  fermentation.  It  is  manufactured  with 
twenty-one  laboratory  tests,  including  rigid 
bacteriological  control  to  maintain  purity  and 
quality.  Knox  Gelatine  is  dependable  for 
uniformity  and  strength.  Your  hospital  will 
procure  it  for  your  patients,  if  you  specify 
Knox  by  name. 


KNOX 

GELATINE  (U.S.P.) 

FACTORY-FLAVORED 
GELATINE  DESSERTS 

All  gelatine. 

Only  contain  10%  to  12%  gelatine. 

Protein  85%  to  87%. 

Protein  10%  to  12%. 

pH  about  6.0. 

pH  highly  variable. 

Absolutely  no  sugar. 

85%  sugar  average. 

No  flavoring.  No  coloring.  Odor- 
less. Tasteless.  Blends  well 
with  practically  any  food. 

Contain  flavoring,  acid  and 
coloring  matter. 

Practical  for  many  diets  includ- 
ing: diabetic,  peptic  ulcer,  con- 
valescent, anorexic,  tubercular, 
colitic,  aged,  etc. 

Contraindicated  in  diabetic,  pep- 
tic ulcer  and  other  diets. 

INFANTS  IMPROVED 
KNOX  GELATINE 


by 


diet  addition  of 


( U.S.P .) 


Two  years  ago,  a lower  incidence  of  vomiting,  diarrhea,  and  con- 
stipation resulted  from  adding  1%  and  2%  plain,  unflavored 
gelatine  to  milk,  fed  a group  of  infants.  An  additional  advantage 
was  a decrease  in  the  incidence  of  upper-respiratory  infections. 
Repetition  of  this  work*  has  substantiated  the  results. 
plain  (Sparkling)  knox  gelatine  (U.S.P.)  was  used  in  all 
these  studies. 

CONVENIENT  GELATINE  PROPORTIONS: 


1% 


C * 

One  envelope  to  3 pints  or  1 
level  teaspoon  to  18  ounces  of 
milk. 


2% 


r ^ 

One  envelope  to  1 V2  pints  or  1 
level  teaspoon  to  9 ounces  of 
milk. 


(Formula  Sent  Upon  Request) 

KNOX  GELATINE(usp) 

A SUPPLEMENTARY  PROTEIN  CONCENTRATE 


Send  This  Coupon  for  Useful  Dietary  Booklets 


□ * Further  Clinical  Observations  on  Feeding  Infants  Whole  Milk 

□ The  Diabetic  Diet  □ Peptic  Ulcer  □ Infant  Feeding 

0 The  Protein  Value  of  Plain , Unflavored  Gelatine  0 Reducing  Diets  and  Recipes 

KNOX  GELATINE,  Johnstown,  N.  Y.,  Dept.  474 

Please  send  me  FREE  booklets  for  the  medical  profession  as  checked. 


Name 

Address 
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Each  sip  of  smooth,  satisfying 
Johnnie  Walker  is  a taste-adven- 
ture— always  enjoyable,  always 
welcome. 

★ 

ITS  SENSIBLE  TO  STICK  WITH 

Johnnie 

Walker 


BLENDED  SCOTCH  WHISKY 


CANADA  DRY  GINGER  ALE,  INC.,  NEW  YORK,  N.  Y. 
SOLE  IMPORTER 


PROFESSIONAL  L% 

ECONOMICS  . . . AN  ETHICAL,  ; 

PRACTICAL  PLAN  FOR  BETTERING  YOUR 
INCOME  FROM  PROFESSIONAL  SERVICES. 

Send  card  or  prescription  blank  for  details. 

CRANE  DISCOUNT  CORPORATION 

Representatives  throughout  U.  S.  and  Canada 

30  W.  41st  St.,  N.  Y.  City  LOngacre  5-2943 


COMPULSORY 
HEALTH  INSURANCE  AND 
DISEASE  CONTROL 

By  FREDERICK  L.  HOFFMAN,  LL.D. 

40  pages 
Price  10  cents 
(Special  Prices  in  Quantity) 

Public  Relations  Bureau 
Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue,  New  York,  N.  Y. 


BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 

— 
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Costunon  pnctdemd  in  the 

mcuncxfement  peptic  ulce/i 


“How  can  the  ulcer  patient  be  returned 
to  liis  job  and  kept  there?” 


Clinical  evidence  shows  that  a regimen  of 
Amphojel* — diet  and  rest  results  in  more  rapid 
healing  of  peptic  ulcer.  Amphojel  aids  the  ulcer 
patient  to  lead  a more  normal  life. 


Four  striking  features  of  Amphojel,  Wyeth’s 
Alumina  Gel,  are  recognized  by  clinicians: 
Amphojel  provides  prompt  relief  from  pain.  It 
permits  rapid  healing  of  the  ulcer.  It  cannot  be 
absorbed  and  eliminates  the  hazard  of  alkalosis. 
It  reduces  excess  acidity  without  completely 
neutralizing  the  gastric  contents. 

Amphojel  is  a valuable  adjunct  in  the  treatment 
of  melena  and  hematemesis  when  administered  by 
continuous  drip. 


AMPHOJEL 


umina 


*REG.  U.S.PAT.  OFF. 


Amphojel,  Wyeth's  Alumina  Gel 

Fluid  Antacid  . . . Adsorbent 

One  or  two  teaspoonfuls  either  undiluted  or 
with  a little  water,  to  be  taken  five  or  six 
times  daily,  between  meals  and  on  retiring. 
Supplied  in  12-ounce  bottles 

For  the  Convenience  of  Ambulatory 
Patients 

Wyeth's  Hydrated  Alumina  Tablets 

Antacid 

One-half  or  one  tablet  in  half  a glass  of 
water.  Repeat  five  or  six  times  daily,  between 
meals  and  on  retiring. 

Supplied  in  boxes  of  60  tablets 


JOHN  WYETH  AND  BROTHER,  INC.,  PHILADELPHIA,  PA. 
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Petrolagar*. . 


fjfat/  f/e 


• When  “Habit  Time”  is  neglected  and  the  patient  tends  to 
become  constipated,  consider  the  use  of  Petrolagar  as  an  aid  to 
regular  comfortable  bowel  movement.  One  to  two  tablespoonfuls 
daily  (see  directions  on  package)  provide  bland  fluid  to  help 
soften  the  feces  and  bring  about  an  easily  passed,  well-formed 
stool.  As  soon  as  a regular  “Habit  Time”  lias  been  re-established, 
the  daily  dosage  of  Petrolagar  may  be  gradually  diminished  until 
treatment  is  no  longer  required. 

Have  you  prescribed  Petrolagar  recently? 

Samples  are  Available  to  Physicians  on  Request 


*Petrolagai — The  trademark  of  Petrolagar  Laboratories , Inc., 
brand  emulsion  of  mineral  oil  . . . Liquid  petrolatum  65  cc. 
emulsified  icith  0.4  gm.  agar  in  a menstruum  to  make  1 00  cc. 


Petrolagar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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Editorial 

The  Future  of  Medicine 


It  is  important  that  physicians  who  are 
interested  in  the  development  of  medicine 
in  the  United  States  assess  and  weigh 
carefully  the  relative  importance  of  the 
pressures  that  at  present  are  molding  both 
practitioners  and  institutions  of  the 
medicine  of  the  future.  Two  pressures 
are  now  operating  simultaneously,  each 
originating  from  a common  source  but 
with  different  intensities  and  each  creating 
a different  kind  of  mold  because  of  the 
peculiar  problems  involved. 

These  pressures  stem  from  the  foreign 
and  the  domestic  policies  of  the  govern- 
ment. During  the  last  eight  years  radical 
changes  have  been  made  in  the  mold  of 
American  medicine  by  the  operation  of 
the  domestic  policy  of  the  government. 
Enormous  pressures  have  been  exerted 
upon  medicine  by  the  mass  of  new  legisla- 
tion. Responding  to  these  legalistic  pres- 
sures, medicine  has  materially  altered  its 
shape.  But  it  has  done  so  at  a relatively 
slow  pace.  Legislative  enactments,  how- 
ever, have  been  rapid.  The  impact  of 
these  rapidly  accumulating  legislative 
pressures  on  the  relatively  slow-moving 
body  of  medicine  has  produced  within  it 
many  torques  and  stresses. 

These  stresses  and  torques  have  had 
little  time  to  resolve  themselves.  The 
domestic  policy  of  the  government  has 
been  one  of  rapid  progression  toward  a 
socialistic  state,  with  frequent  realloca- 
tions of  powers  and  functions  between  the 
administrative,  the  legislative,  and  the 
judicial  branches.  All  of  these  branches 


of  government  exercise  influence  and 
exert  pressure  upon  the  body  of  medicine 
and  mold  its  habits  and  practice.  The 
ultimate  fate  of  medicine  resides  in  the 
body  of  law  that  governs  it  and  defines  its 
responsibility  and  accountability.  At 
present  it  is  too  complex. 

It  may  be  seen  then  that  much  pressure 
has  come  to  bear  upon  medicine  due  to 
changing  concepts  of  the  relationship 
between  government  and  governed — that 
thing  or  state  of  mind  that  is  called  the 
domestic  policy  of  government.  The 
structural  and  postural  changes  in  medi- 
cine by  which  it  has  sought  to  adapt  itself 
to  the  new  conditions  have  been  only 
partly  accomplished.  For  example,  medi- 
cine has  not  wholly  adjusted  its  thinking 
and  practice  to  the  acceptance  of  the 
support  of  the  people  by  their  govern- 
ment and  to  the  practices  that  of  neces- 
sity flow  from  this  concept.  Other  major 
problems  arising  from  altered  economic 
concepts  and  practices  are  still  but  partly 
solved  and  seemingly  will  be  still  further 
delayed  in  their  solution,  if  not  thrown 
out  altogether,  by  the  recent  abrupt 
change  that  has  precipitated  the  Nation 
into  a war  economy. 

It  is  the  foreign  policy  of  the  govern- 
ment, precipitating  the  abrupt  change  to 
a war  economy,  which  is  now  shaping, 
and  will  continue  to  alter  further,  the 
future  of  medicine.  The  pressures  of 
military  necessity  are  now  replacing,  or 
more  properly  adding  to,  the  already 
existing  stresses  occasioned  by  the  al- 
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terations  in  the  domestic  policy  of  the 
government. 

Thus,  medicine  is  now  under  the  neces- 
sity of  meeting  the  problems  of  the  mo- 
bilization while  still  having  on  its  hands 
in  an  unsolved  state  the  many  previous 
problems  flowing  from  abrupt  alterations 
of  the  domestic  policy  of  the  Administra- 
tion. Speaking  before  the  Medical  So- 
ciety of  the  County  of  Monroe,  May  29, 
1941,  Colonel  Samuel  J.  Kopetzky,  M.C.* 
said:  “We  are  handicapped  by  inherent 
barriers  that  have  been  erected  by  our- 
selves and  which  are  mental  attitudes 
produced  by  a decade  and  a half  of  na- 
tional life  pledged  to  an  idealistic  com- 
placency.’’ These  mental  attitudes  can 
no  longer  endure ; they  have  been  already 
subjected  to  pressures  and  stresses;  they 
have  been  caused  to  bulge  and  alter  their 
shape  in  the  last  eight  years.  Now, 
under  the  impact  of  a foreign  policy  that 

* See  page  1487  of  this  issue. 


has  imposed  a war  economy  on  the  Na- 
tion, it  is  likely  that  mental  attitudes  as 
well  as  medical  education  and  practice 
will  alter  rapidly  and  to  a certain  extent 
unpredictably. 

The  trend  over  the  next  few  years,  we 
think,  will  be  toward  a simplification  of 
procedures  and  toward  economy  of  ef- 
fort. The  elaboration  and  refinement 
that  have  characterized  the  period  of 
idealistic  complacency  will  not  survive 
the  mounting  pressure  for  direct  and 
economical  action.  The  greater  in- 
fluence— namely,  the  foreign  policy  of 
the  Nation — will  submerge  and  engulf 
the  relatively  smaller  domestic  issues,  to 
meet  which  much  of  the  elaboration  of 
procedure  and  refinement  of  thought  on 
the  part  of  medicine  and  government  has 
arisen.  We  are  of  the  opinion  that  the 
inevitable  simplification,  forced  as  a re- 
sult of  this  newer  pressure,  will  be  bene- 
ficial to  the  future  of  medicine. 


Medicine  in  Britain 


The  May  17,  1941,  issue  of  the  British 
Medical  Journal  carries,  on  page  755,  the 
laconic 

“Notice  to  Readers” 

“To-day’s  issue  of  the  British  Medical 
Journal  has  been  prepared  and  passed  for 
press  under  conditions  of  very  great  difficulty 
brought  about  by  exigencies  of  war.  Readers 
and  contributors  are  asked  to  overlook  im- 
perfections in  the  Journal  as  now  printed  in  a 
different  type-face,  and  to  understand  that 
much  current  material  is  perforce  missing. 

“It  may  now  be  stated  that  British  Medical 
Association  House  suffered  severe  damage  in 
one  of  the  recent  air  raids  on  London;  but 
work  continues  in  all  the  departments.” 

Page  762  of  the  same  issue  is  partly 
devoted  to  the  question  of  blast  protection 
for  hospital  windows. 

“Air  raids  are  increasing  in  their  intensity; 
the  weight  and  destructive  capacity  of  bombs 
are  greater,  and  hospitals  are  more  likely  to 
be  put  out  of  action  even  from  a ‘near-miss.’ 
Experience  has  shown  the  need  for  bricking 
up  the  windows  of  resuscitation  wards.  It 


is  not  only  that  destruction  of  windows  and 
black-out  material  raises  difficult  problems  of 
lighting,  but  the  temperature  of  the  ward 
may  fall  so  seriously  as  to  endanger  the 
patients  from  that  cause  alone.  Arguments 
for  occluding  the  window-openings  apply  to 
theatres  too;  and,  with  somewhat  less  force, 
to  general  wards,  where  bricked-up  windows 
mean  difficulties  of  ventilation  and  serious 
interference  with  the  patients’  comfort.” 

From  the  Annual  Report  of  Council, 
1940-1941,  we  take  these  items: 

“Journal”  Account 

“In  spite  of  severe  restriction  of  the  size 
of  the  Journal  by  the  Ministry  of  Supply’s 
control  of  paper,  which  reduced  the  space 
available  for  advertisements,  the  revenue  from 
advertisements  has  been  more  than  main- 
tained owing  to  an  increase  of  50%  in  the 
rates  for  space  made  in  May,  1940.  Though 
many  production  costs  have  increased,  par- 
ticularly the  cost  of  paper,  these  have  been 
more  than  offset  by  the  smaller  Journal. 
More  copies  were  printed,  but  the  net  cost 
of  the  Journal  to  the  Association  has  been 
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reduced  to  one-quarter  of  that  of  the  previous 
year,  a saving  of  £12,000.” 

We  commend  these  items  to  the  at- 
tention of  all  committees  on  publications 
of  our  several  state  or  county  medical 
societies. 

British  Medical  Journal 

“Production  and  distribution  of  the  Journal, 
though  beset  by  many  difficulties,  have  con- 
tinued during  the  second  year  of  war.  The 
air  raids  upon  London  and  the  shortage  of 
paper  had  to  be  contended  with.  Conditions 
of  life  and  work  during  the  heavy  bombard- 
ments imposed  a severe  strain  upon  all  en- 
gaged in  producing  the  Journal.  To  meet  the 
reduction  in  paper  supplies,  and  the  high  cost 
of  paper  and  postage,  economy  of  space  is 
effected  wherever  practicable,  and  the  over- 
all size  of  the  Journal  has  been  kept  down. 
The  inflow  of  original  articles  shows  little 
decline  in  volume  and  far  exceeds  the  capacity 
to  print  them.  The  number  of  letters  for 
publication  continues  very  large  indeed,  and 
correspondence  has  occupied  much  space  so 
that  members  may  have  full  opportunity  of 
recording  experience  and  putting  forward  their 
views  on  the  great  variety  of  topics  that  keenly 
interest  the  profession  in  wartime.  The  prin- 
ciple followed  in  choosing  material  for  pub- 
lication is  to  give  preference  to  that  which  has 
topical  interest  and  value,  and  to  afford  medi- 
cal men  and  women  information  and  guidance 
which  will  increase  their  ability  to  serve  the 
country.  Thus  the  pages  of  the  Journal, 
week  by  week,  play  an  indispensable  part  in 
promoting  the  profession’s  war  effort  and  in 
giving  it  a forum  to  discuss  the  problems  of 
to-day  and  to-morrow.  The  Supplement, 
though  much  cut  down  in  size,  gives  promi- 
nence to  War  Notices  issued  by  the  Central 
Medical  War  Committee  and  publishes  mis- 
cellaneous information  which  must  be  brought 
to  the  attention  of  practitioners  in  wartime 
when  other  means  of  communication  and 
discussion  are  limited  or  cut  off.  Advertise- 
ments have  diminished  in  bulk,  but  that  has 
been  more  than  offset  by  the  higher  charges 
for  advertising  space. 

“Early  last  autumn,  when  things  were  at 
their  worst  in  London,  the  Journal  ended  its 
100th  year  of  continuous  publication,  and  the 
event  was  signalized  by  a Centennial  Number 
dated  October  5,  1940.  This,  though  of 
modest  size  and  scope,  contained  some  his- 
torical matter  and  many  gratifying  messages 
of  congratulations  and  good  will  from  leaders 
of  the  profession  at  home  and  over-seas.” 


To  the  courageous  and  hardy  editors 
of  the  British  Medical  Journal  we  extend 
our  felicitations  and  admiration  (as  of 
early  last  autumn)  upon  its  first,  and  we 
hope  its  most  difficult,  one  hundred  years 
of  continuous  publication.  It  has  set  a 
standard  that  compels  our  admiration 
and  greatest  respect. 


In  view  of  the  President’s  recent  call 
for  medical  volunteers  for  overseas  serv- 
ice, the  following  letter  on  medical  man- 
power in  Britain*  should  be  of  interest  to 
our  readers : 

“Sir — We  have  heard  a great  deal  lately 
about  the  acute  shortage  of  medical  person- 
nel. Will  anyone  courageously  publish  the 
facts?  For  when  the  facts  and  the  truth  are 
published  there  is  evidence  of  maldistribution, 
muddle,  and  rapacity. 

“The  G.  M.  C.  informed  me  a year  ago 
that  the  number  on  the  Medical  Register 
was  approximately  64,500;  this  included 
aged,  infirm,  retired,  and  women  practition- 
ers, recently  qualified,  will  make  this  num- 
ber up  to  (allowing  for  death)  about  65,500. 
Of  these,  I understand,  approximately  36,000 
are  normally  engaged  in  practice  in  England 
and  Wales.  The  Services  (by  which  we 
really  mean  the  Army,  as  the  Navy  and  Air 
Force  are  small  numerically  in  comparison) 
would  like  to  have,  apparently,  about  one 
medical  officer  to  every  250  fit  and  healthy 
young  men;  hence  for  3,000,000  about  8,000 
to  12,000  medical  officers,  the  remaining  42 
millions  of  population  being  left  with  the 
balance,  about  24,000  to  28,000  medical 
practitioners,  for  all  the  other  services — civil, 
general  practice,  consultant,  E.  M.  S.,  and 
so  on! 

“Approximately  half  the  Army  medical 
officers  are  engaged  in  administrative,  clerical, 
and  office  duties;  the  other  half  who  are  doing 
clinical  work  (so-called),  for  the  most  part  in 
the  United  Kingdom,  only  treat  minor 
maladies,  all  serious  cases  being  transported 
to  the  local  hospitals  in  their  districts.  Hence 
this  horde  of  Army  medical  officers  are  not 
even  dealing  with,  nor  have  they  in  many 
instances  the  equipment  with  which  to  treat, 
anything  like  all  their  cases.  At  home  the 
Army  is  rapacious,  desiring  the  lion’s  share  of 
the  nation’s  limited  medical  personnel,  and 
having  taken  these  thousands  of  medical  men, 


* Brit.  M.  J.,  690  (May  3)  1941. 


1432 


EDITORIAL 


[N.  Y.  State  J.  M. 


for  the  most  part  of  £450  per  annum  in  a rank 
and  status  equivalent  to  that  of  a sub- 
lieutenant R.N.,  aged  20  years,  they  do  not 
even  do  their  own  work! 

“It  is  obvious  where  combing  is  required. 
In  many  areas  general  practitioners  are  being 
worked  to  death.  What  has  happened  to  the 
thousands  of  consultants  and  general  prac- 


titioners from  denuded  areas,  whose  practices 
have  virtually  disappeared? 

“I  am,  etc., 

Charles  A.  H.  Franklyn,  M.D.,  M.R.C.S.” 
Oxford,  April  14 

We  commend  this  letter  to  the  thought- 
ful consideration  of  the  newly  formed 
Section  on  General  Practice  of  the 
American  Medical  Association. 


How  the  German  Army  Is  Fed 


The  comparatively  young  science  of 
nutrition — to  be  differentiated  from  the 
age-old  art  of  gastronomy — is  rapidly 
coming  out  of  the  laboratory  into  the 
kitchen — home,  field,  rolling,  and  Army. 
Questions  involving  fatigue  and  recupera- 
tion are  demanding  answers  as  the  train- 
ing of  the  new  Army  progresses. 

Fortunately,  at  a time  when  interest 
in  problems  of  nutrition  is  steadily 
growing,  we  are  able  to  present  on  page 
1471  an  interesting  discussion  of  this 
subject  by  Dr.  Max  Gerson  under  the 


title,  “Feeding  the  German  Army.” 
It  will  be  well  worthwhile  for  our  readers 
to  peruse  this  article  thoroughly  in  view 
of  the  many  nutritional  problems  that 
face  us  here  in  civilian  and  military  life. 

At  some  time  we  will  be  faced  with  the 
necessity  of  feeding  a postwar  Europe. 
Some  of  the  newer  discoveries  and  prac- 
tices of  the  growing  science  of  nutrition 
may  help  in  resolving  many  of  the  eco- 
nomic, as  well  as  the  nutritional,  com- 
plexities of  this  period  to  which  thought 
must  be  given  now. 


Medical  Director  of  Civilian  Defense 


With  the  announcement  on  July  3 of  the 
appointment  of  Dr.  George  Baehr  as  chief 
medical  director  in  the  United  States  Public 
Health  Service  in  charge  of  civilian  defense, 
the  Medical  Society  of  the  State  of  New  York 
is  brought  into  ever  closer  contact  with  the 
defense  of  the  Nation.  The  announcement 
of  Dr.  Baehr’s  appointment  was  made  jointly 
by  the  Office  of  Civilian  Defense  and  the 
U.  S.  Public  Health  Service.  Dr.  Baehr  will 
act  as  chief  medical  officer  in  the  Office  of 
Civilian  Defense  under  the  Honorable  F.  H. 
LaGuardia,  director,  and  will  coordinate  the 
activities  of  Civilian  Defense  and  the  Public 
Health  Service.  Plans  and  facilities  for  dis- 
aster relief  in  the  cities  will  be  developed  based 
on  experience  in  handling  these  matters  gained 
by  the  British. 

At  the  last  meeting  of  the  House  of  Dele- 
gates, the  Reference  Committee  on  the  Report 


of  the  Secretary1  said,  in  part:  “We  feel  that 
Organized  Medicine  in  New  York  State  under 
the  inspired  leadership  so  far  exhibited  will 
not  be  found  wanting  in  maintaining  a con- 
certed effort  in  the  medical  care  and  protection 
of  both  our  armed  and  civilian  population  in 
this  time  of  national  emergency.”  The  So- 
ciety has  good  reason  to  feel  that  it  is  indeed 
being  accorded  the  opportunity  of  maintaining 
a concerted  effort  in  the  medical  care  and 
protection  of  both  our  armed  and  civilian 
population,  since  it  is  being  represented  in  the 
first  of  these  categories  by  Col.  S.  J.  Kopetzky, 
M.C.,  and  now  in  the  second  by  Dr.  George 
Baehr,  who  has  served  the  Society  so  well  in 
the  recent  past  as  a member  of  the  Council 
Committee  on  Public  Health  and  Education. 


1 New  York  State  J.  Med.:  41:  1373,  Section  67 
(July  1)  1941. 


ERRATUM 

George  Pollack,  of  Brooklyn,  was  listed  among  the  “Deaths  of  New  York  State 
Physicians”  in  the  July  1 issue — a mistake  that  we  sincerely  regret.  The  name  should 
have  been  Charles  Pollack,  also  of  Brooklyn,  a graduate  of  P.  & S.  N.  Y.,  who  died  on 
March  21. 


Symposium  on  Food-Borne  Diseases  of  the  Gastro- 
intestinal Tract 

VETERINARY  FOOD  INSPECTION 

Orville  E.  McKim,  Lt.  Col.,  V.C.,  U.  S.  Army,  Pine  Camp,  Great  Bend,  New  York 


MANY  invaded  countries  have  come  to  the 
painful  realization  that  their  worst 
enemies  were  within  their  own  boundaries. 
It  is  safe  to  assert  that  many  of  the  greatest 
enemies  to  human  health  also  operate  from 
the  interior.  Therefore,  too  much  emphasis 
cannot  be  placed  upon  the  importance  of  a 
properly  balanced  diet  of  foods  that  have 
been  protected  by  competent  inspection  at 
their  source  and  by  supervision  in  their  prepa- 
ration. In  much  the  same  manner  that 
modern  fifth  columnists  use  to  gain  entrance 
to  vulnerable  countries,  exceedingly  dangerous 
and  even  deadly  influences  enter  the  body  by 
the  way  of  the  alimentary  tract  with  food  that 
is  not  even  suspected  of  harboring  and  carry- 
ing with  them  agents  that  may  and  do  cause 
acute  illness,  and,  in  many  instances, 
death. 

Little,  if  any,  thought  is  ever  given  by  the 
average  person  to  the  hazards  of  disease  and 
death  that  lurk  in  foods,  particularly  those 
of  animal  origin.  The  importance  and  re- 
sponsibility of  the  inspection  of  food  is  seldom 
referred  to,  and  the  service  rendered  through 
veterinary  inspection  is  rarely  given  the 
recognition  to  which  it  is  entitled.  It  is  safe 
to  assume  that  there  are  those  who  have  never 
realized  the  protection  they  receive  through 
the  manifold  veterinary  inspection  services 
that  are  rendered  in  national,  state,  and  munici- 
pal public  health  departments.  The  dangers 
of  disease  being  disseminated  by  unfit  meat 
and  contaminated  milk  are  materially  less- 
ened and,  to  a certain  extent,  completely 
eliminated  through  competent  and  thorough 
inspection  at  their  sources. 

The  Bureau  of  Animal  Industry  of  the 
U.  S.  Department  of  Agriculture  is  a veteri- 
nary installation  to  which  the  veterinary  pro- 
fession and  the  entire  nation  can  point  with 
fully  justified  pride.  It  was  originated  and 
organized  by  a veterinary  scientist,  Dr.  D.  E. 
Salmon,  who  upon  his  death  was  succeeded 
by  Dr.  A.  D.  Melvin,  under  whose  administra- 


tion continued  progress  was  made.  Today 
under  the  direction  of  the  incomparable  execu- 
tive and  veterinary  scientist,  Dr.  John  R. 
Mohler,  it  stands  as  a model  for  the  entire 
world  and,  using  such  a model  as  a pattern, 
many  nations  have  initiated  similar  installa- 
tions. 

Many  and  varied  are  the  diseases  and 
reasons  that  render  meat  unfit  for  human 
consumption.  Rejections  or  condemnations 
of  meat  are  made  for  the  following  diseases 
and  conditions:1  tuberculosis,  anthrax,  foot 
and  mouth  disease,  glanders,  actinomycosis, 
rabies,  tetanus,  variola,  septicemia,  pleurisy, 
pneumonia,  pyemia,  black  leg,  osteomalacia, 
melanosis,  botryomycosis,  enteritis,  peritoni- 
tis, malignant  edema,  metritis,  leukemia, 
hemorrhagic  septicemia,  piroplasmosis, 
uremia,  parturient  paresis,  pregnancy,  calf 
dysentery,  local  inflammatory  changes, 
tumors,  febrile  diseases,  mammitis,  swine 
erysipelas,  swine  plague,  hog  cholera,  absces- 
ses, lung  worms,  nephritis,  endocarditis, 
myocarditis,  pericarditis,  hepatitis,  liver  fluke, 
measles,  Babesia,  rachitis,  and  anemia. 

Many  of  the  foregoing  diseases  and  condi- 
tions are  diagnosed  by  veterinary  inspection 
on  antemortem  examination  and  comdemned 
before  they  reach  the  killing  floor.  According 
to  C.  E.  Edmonds,  D.V.S.,2  supervising  in- 
spector of  the  Dressed  Poultry  Inspection  of 
Chicago,  43,550,124  pounds  of  dressed  poultry 
were  government  inspected  in  the  United 
States  during  the  period  of  a year.  Of  these, 
743,777  pounds  were  condemned  as  unfit  for 
food.  The  causes  for  condemnation  include 
avian  tuberculosis,  septicemia,  emaciation, 
decomposition,  peritonitis,  tumors,  leukemia, 
abscesses,  and  other  conditions.  Tuberculosis 
by  far  exceeded  all  other  causes. 

It  is  to  be  hoped  that  in  the  not-too-distant 
future  the  specifications  of  the  U.  S.  Bureau 
of  Animal  Industry  will  stipulate  that  all 
chickens,  turkeys,  ducks,  etc.,  must  be  evis- 
cerated and  veterinary  inspected  prior  to 
freezing.  Aside  from  the  protection  from 
diseases  previously  mentioned,  much  more 
palatable  meat  is  provided.  When  chickens, 
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turkeys,  ducks,  and  other  fowl  are  frozen  with 
the  intestines  left  in  the  abdominal  cavity, 
there  is  always  a varied  amount  of  grain  feed 
in  the  intestinal  tract.  Upon  defrosting,  a 
great  amount  of  gas  is  formed  by  the  fer- 
menting of  intestinal  contents.  This  gas 
permeates  the  carcass  and  leaves  a none  too 
pleasant  flavor.  The  cost  of  eviscerated  fowl 
is  no  greater  than  those  frozen  by  the  old 
method  now  rendered  obsolete. 

Many  of  the  foregoing  diseases  are  not 
directly  transmissible  to  the  human  body 
in  their  true  symptomatic  picture.  The 
clinical  manifestations  of  the  results  of  the 
majority  of  pathologic  conditions  in  foods  of 
animal  origin  are  caused  by  toxins  that  have 
developed  in  a diseased  carcass  either  before 
or  subsequent  to  slaughter.  A well-recog- 
nized example  of  this  phenomenon  is  the 
chain  of  symptoms  caused  by  the  toxins  of 
Bacillus  enteritidis  which  occur  within  a few 
hours  after  food  is  eaten.  In  most  cases  it 
is  not  possible  to  demonstrate  the  causative 
organism  because  it  has  been  killed  in  the 
cooking  or  canning  process,  yet  it  leaves  its 
deadly  toxins  that  produce  gastrointestinal 
disturbances,  varying  in  severity  with  their 
potency.  A similar  condition  is  encountered 
when  victims  have  eaten  pastries,  such  as 
custards,  which  have  been  impregnated  with 
the  toxins  of  paratyphoid  bacillus  of  mouse 
origin. 

State  and  municipal  veterinary  services 
protect  the  public  from  many  dangers  in 
addition  to  those  eliminated  by  the  Bureau  of 
Animal  Industry  inspection. 

Locally  slaughtered  animals  and  fowl  present 
a problem  of  no  small  proportions  because  of 
the  possibility  of  meat  from  unsound  animals 
being  sold  for  human  consumption.  Promi- 
nent among  the  diseases  that  form  the  chief 
dangers  are  tuberculosis,  anthrax,  tapeworms, 
actinomycosis,  foot  and  mouth  disease,  and 
various  intestinal  disorders. 

The  greatest  hazard  of  intestinal  disorders 
originating  in  locally  slaughtered  animals 
and  poultry  is  the  meat  of  animals  or  fowl 
that,  after  death  from  disease  or  accident, 
have  been  dressed  and  sold  for  food  by  un- 
scrupulous dealers.  This  is  termed  “cold 
slaughter,”  and  it  is  easily  and  quickly  de- 
tected by  the  experienced  veterinarian  and 
condemned.  The  toxins  that  develop  in  meat 
of  such  origin  are  deadly  in  their  effects  and 
are  unusually  resistant  to  any  methods  used 
in  an  effort  to  destroy  them. 

State  and  municipal  veterinary  service  is 
also  indispensable  in  the  inspection  of  proc- 


essed meat  products  offered  for  sale  by 
stores  and  markets. 

Aside  from  the  diseases  previously  men- 
tioned in  connection  with  farm-slaughtered 
or  locally  killed  meat  of  animal  or  fowl 
origin,  a terrific  hazard  exists  in  the  form  of 
toxins  that  are  produced  in  the  meat  by  bac- 
teria. These  toxins  cannot  always  be  de- 
stroyed by  heat,  and  a severe  gastroenteritis 
can  result  from  them.  These  cases  present 
three  phases  that  may  or  may  not  be  sharply 
defined:  (1)  choleric  cases  with  profuse 

diarrhea;  (2)  cases  running  a typhoid-like 
course;  (3)  cases  beginning  with  choleric 
symptoms  but  soon  presenting  typhoid-like 
symptoms.  Although  the  greatest  hazard  of 
this  condition  is  encountered  in  “cold  slaugh- 
tered” animals,  as  previously  mentioned, 
there  are  also  other  potential  sources. 

Another  and  equally  important  source  is 
the  chopped  meat  prepared  by  meat  dealers 
and  sold  at  a bargain  price.  It  is  a Roman 
holiday  when  commercial  chopped  beef  is 
mixed  and  ground,  since  everything  from 
trimmings  of  fat  and  gristle  to  old  wrinkled 
frankfurters  is  thrown  into  the  hopper  and 
their  identity  is  lost  in  the  resulting  shuffle. 
Bear  in  mind  that  it  is  the  toxins  of  bacteria 
existing  in  unfit  meat  that  produce  deadly 
results,  and  these  toxins  cannot  be  destroyed 
by  heat  in  cooking.  It  is  safe  to  assert  that 
the  Meat,  Food,  and  Dairy  Inspection  serv- 
ice rendered  by  the  Veterinary  Corps  of  the 
U.  S.  Army  is  equal  to  any,  and  superior  to 
most,  army  veterinary  food  inspection  serv- 
ices. The  veterinary  officer  is  charged  with 
the  dual  responsibility  of  the  protection  of 
the  health  of  the  command  from  the  dangers 
that  lurk  in  meat  and  dairy  products,  as  well 
as  the  economic  protection  of  the  government 
through  the  prevention  of  inferior  or  unfit 
products  being  delivered  by  unscrupulous 
contractors  or  dealers. 

The  Government  Specifications  are  well  de- 
fined and,  in  order  to  see  that  these  specifica- 
tions are  not  evaded,  the  veterinary  officer  is 
given  a specialized  training  to  qualify  him 
as  an  expert  in  this  field.  He  must  be  able 
at  a glance  to  differentiate  between  cow,  bull, 
and  steer  beef.  In  addition,  he  must  be  able 
to  determine  the  age  at  slaughter,  type,  grade, 
and  condition  of  all  steer  beef.  He  must  be 
able  to  differentiate  lamb  from  mutton; 
chicken  from  fowl;  and  pork,  ham,  and  bacon 
of  pig  from  that  of  hog  origin.  He  must  be 
able  to  score  butter  and  cheese,  grade  lard, 
and  be  an  expert  in  grading  and  classifying 
eggs,  detecting  all  types  of  unsoundness 
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common  in  them.  He  must  be  familiar  with 
all  types  of  deterioration,  spoilage  and  un- 
soundness, and  other  features  that  disqualify 
any  and  all  food  products  that  might  be  a 
menace  to  the  health  of  the  troops. 

During  the  year  1938,  under  the  competent 
direction  of  Colonel  R.  A.  Kelser,  chief 
veterinarian,  Surgeon  General’s  Office,  the 
Veterinary  Corps  inspected  for  the  U.  S. 
Army  and  CCC  (prior  to  or  at  purchase) 
372,449,561  pounds  of  meat,  meat  food,  and 
dairy  products;  359,312,444  pounds  were 
passed  and  23,137,117  pounds  rejected.  The 
estimated  monetary  equivalent  was  $1,158,- 
411.97.3  Monetary  equivalent  represents  the 
estimated  difference  in  value  between  what 
was  offered  for  delivery  and  rejected  and  the 
products  finally  accepted.  When  this  saving 
of  well  over  a million  dollars  is  compared  with 
the  amount  paid  to  veterinary  officers  over 
the  same  period,  it  offers  conclusive  evidence 
of  the  economic  value  of  this  protection  and 
also  causes  the  Veterinary  Corps  to  feel  fully 
justified  in  its  pride  of  achievement.  In 
addition  to  the  meat  and  food  inspection,  the 
Veterinary  Corps  also  performs  important 
service  through  the  sanitary  inspection  of  all 
dairies  and  plants  of  contractors  that  deliver 
milk  and  food  to  the  Army.  Although  not 
often  publicized  or  prominently  referred  to, 
this  phase  of  veterinary  activity  is  indispen- 
sable. 

The  veterinary  officer  must  also  have  a well- 
grounded  knowledge  of  processed  foods,  such 
as  hams,  bacon,  bologna,  liverwurst,  frank- 
furters, pork  sausage,  and  seasonal  viands 
such  as  summer  sausage,  etc. 

His  services  are  invaluable  in  canning 
plants  where  he  supervises  the  canning  of 
meats  and  other  products.  His  inspection 
begins  at  the  choice  of  the  meat  and  other 
ingredients  and  carries  through  each  stage 
until  the  can  is  lacquered  and  ready  for  ship- 
ment. During  the  year  1939  under  super- 
vision of  the  Veterinary  Corps  at  the  Chicago 
Quartermaster  Depot  for  the  U.  S.  Army 
and  CCC  8,959,596  pounds  of  canned  meat 
were  inspected,  prepared,  passed,  and  ac- 
cepted, while  186,063  pounds  of  canned  meat 
were  rejected.4 

In  order  to  perform  the  various  duties  in- 
volved in  meat  and  food  inspection,  the 
veterinary  inspector  must  of  necessity  develop 
all  five  senses  to  the  highest  degree.  Keen 
sight  is  necessary  to  determine  the  condition, 
type,  and  grade  of  meat,  eggs,  dairy  products, 
and  other  foods,  as  well  as  to  detect  any  form 
of  unsoundness  or  spoilage  such  as  mold,  de- 


cay, sprouting,  etc.  The  sense  of  smell  is 
necessary  for  the  detection  of  putrefaction, 
fermentation,  and  other  abnormal  odors. 
The  sense  of  feeling  is  necessary  to  detect 
firmness  or  flabbiness  and  to  determine  the 
presence  or  lack  of  the  bloom  on  eggs,  dryness 
or  moisture,  and  many  other  conditions.  The 
sense  of  hearing  is  indispensable  in  detecting 
gas,  vacuum,  too  much  water  or  a too  great 
amount  of  solids  in  canned  foods,  and  in  test- 
ing melons  for  ripeness,  etc.  The  sense  of 
taste  is  obvious. 

In  addition  to  the  foods  of  animal  and 
dairy  origin,  veterinary  inspection  also  in- 
cludes seafoods  (fresh  and  canned),  fruits,  and 
vegetables.  It  will  not  be  possible  to  present 
in  detail  any  of  the  various  fields  covered  by 
veterinary  inspection.  However,  a few  items 
of  practical  interest  and  advice  for  the  guid- 
ance of  those  physicians  whose  practice  is 
confined  largely  or  entirely  to  diseases  of  the 
alimentary  tract  can  be  given.  It  is  safe  to 
assume  that  some  of  the  most  serious  condi- 
tions encountered  in  this  group  are  of  an  acute 
nature  as  well  as  of  obscure  origin.  Upon 
inquiry  into  the  history  of  such  cases  it  is 
possible  to  disregard  a potential  causative 
factor  through  the  failure  to  take  cognizance 
of  the  momentous  role  played  by  toxins  from 
various  sources.  It  is  safe  to  assert  that 
in  most  cases  where  sudden  attacks  of  intes- 
tinal disturbances  (exhibiting  as  their  prin- 
cipal symptoms,  acute  pain,  nausea,  diarrhea, 
prostration,  and  possibly  coma)  involve 
numbers  of  individuals,  the  etiologic  factor  is 
usually  found  to  be  a toxin  of  food  origin. 
An  enumeration  of  possible  sources  is  per- 
tinent to  this  discussion. 

Sources  of  local  origin  may  include  meat 
from  “cold  slaughtered”  animals  to  which 
previous  reference  was  made;  chopped  beef 
made  from  scraps  infected  with  B.  enteriditis 
or  becoming  contaminated  subsequent  to 
being  ground;  veal  from  immature  calves 
(bob  veal)  the  sale  of  which  is  now  legal  in 
New  York  State  if  offered  and  sold  as  “baby 
veal,”5  as  well  as  meat  from  sickly  or  infected 
calves  previously  referred  to  in  this  dis- 
cussion; improperly  processed  meats  such  as 
bologna,  boiled  ham,  veal  loaf,  etc.,  especially 
if  not  protected  from  unfavorable  tempera- 
tures; potato  salads  that  may  contain  a 
deadly  poisonous  alkaloid,  solanin,  present  in 
immature,  sunburned,  and  sprouted  potatoes, 
as  well  as  toxins  developing  from  proteus 
bacillus  or  other  bacterial  contamination; 
and  seafoods  in  which  postmortem  changes 
have  appeared. 
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It  is  worthy  of  note  that  the  poisonous 
toxins  developing  in  putrid  fish  are  more  in- 
tense in  their  action  than  the  putrefactive 
toxins  in  the  meat  of  warm-blooded  animals. 
Shell  fish,  such  as  lobsters,  crabs,  and  shrimp, 
are  usually  the  greatest  potential  source  of 
seafood  poisoning  symptoms.  Because  of 
the  shell  in  which  the  edible  parts  are  encased, 
there  are  no  means  of  escape  for  the  toxins 
forming  during  preparation,  and  those  de- 
veloping in  lobsters  that  are  dead  prior  to 
cooking  are  the  most  severe  in  their  clinical 
manifestations.  In  all  ready-to-serve  boiled 
lobsters  that  are  purchased,  care  should  be 
taken  to  note  whether  or  not  the  caudal  fin 
(tail)  is  rolled  in — it  is  always  straight  if  the 
lobster  was  dead  prior  to  cooking. 

Butter,  cheese,  and  ice  cream  are  also 
potential  harborers  of  deadly  toxins  of  bac- 
teria, the  latter  two  particularly  adaptable  to 
their  propagation. 

The  recognition  and  serious  consideration  of 
the  role  played  by  toxins  in  gastrointestinal 
disturbances  should  be  of  primary  interest  in 
efforts  made  toward  an  accurate  determina- 
tion of  the  cause.  Through  the  use  of  the 
Shwartzman  phenomenon6  there  is  available 
a method  by  which  the  presence,  as  well  as 
the  potency,  of  toxins  can  be  definitely 
demonstrated.  Investigations  conducted  by 
public  health  authorities  in  search  of  the 
specific  etiologic  factors  producing  food 
poisoning  symptoms  in  numbers  of  victims 
would  be  greatly  assisted  by  the  employment 
of  this  scientific  and  reliable  technic.  The 
utilization  of  the  Shwartzman  phenomenon 
should  be  of  untold  value  in  their  efforts  to 
fix  definitely  the  responsibility  for  outbreaks 
by  a positive  proof  of  the  source  of  the  toxin- 
producing  agents. 

In  conclusion,  it  is  relevant  to  the  subject 
under  discussion  to  call  to  the  attention  of 
health  authorities  the  protection  from  possible 
occurrences  of  food  poisoning  which  is  avail- 
able through  the  use  of  competent  veterinary 
meat  and  food  inspection  by  having  it  in- 
cluded in  municipal  projects  for  public  health 
preservation.  In  addition  to  the  hazards  of 
toxins  that  may  be  present  in  unfit  meat  and 
fish  foods,  there  is  also  another  food  source 
of  vital  interest  and  importance  in  which 
veterinary  service  plays  a prominent  part. 
This  is  in  the  milk  supply  control  so  essential 
to  the  health  of  all  communities.  So  many 
dangers  are  to  be  found  in  this  universally 
used  food,  and  products  made  from  it,  that 
serious  consideration  should  be  given  to  the 
supervision  of  the  production,  protection,  and 


distribution  of  this  potential  conveyer  of 
disease.  Time  will  not  be  taken  to  enumerate 
the  milk-borne  diseases  since  their  presenta- 
tion and  discussion  are  of  more  interest  to 
general  medical  practitioners.  It  is  pertinent 
to  this  discussion,  however,  to  draw  to  the 
attention  of  gastroenterologists  that  “cholera 
morbus”  in  children  can  become  an  unknown 
disease  under  proper  veterinary  control  of 
milk  sources  and  distribution.  It  is  safe  to 
assert  also  that  many  outbreaks  of  acute 
food-poisoning  attacks  could  be  reduced  to 
a minimum  by  proper  municipal  veterinary 
inspection  of  all  food  offered  for  sale  at  fish 
and  meat  markets  and  other  sources  of  pos- 
sibly contaminated,  improperly  prepared,  or 
otherwise  unfit  meat  and  dairy  products. 
Veterinary  sanitary  inspections  of  stores, 
dairies,  and  other  installations  used  for  food 
distribution  would  serve  to  prevent  con- 
tamination. 

In  countries  vulnerable  to  attacks  from  the 
air,  shelters  are  provided  for  the  protection 
of  the  inhabitants  from  injury  and  death 
caused  by  unseen  missiles.  Is  is  not  a logical 
procedure  to  protect  the  populace  in  peace, 
as  well  as  in  war,  from  the  unseen  dangers 
that  exist  in  food,  particularly  those  of  animal 
origin?  In  this  effort,  veterinary  inspection 
both  of  locally  killed  meats  and  of  dairy 
products,  as  well  as  the  other  foods  of  animal 
origin,  should  play  a prominent  role.  A more 
extensive  utilization  of  veterinary  service  in 
municipal  public  health  protection  is  advis- 
able for  humane  purposes  as  well  as  for  being 
an  economically  sound  measure.  The  eco- 
nomic value  of  veterinary  service  has  been  con- 
clusively demonstrated  by  the  records  com- 
piled by  U.  S.  Public  Health  Service,  U.  S. 
Bureau  of  Animal  Industry,  and  U.  S.  Army, 
as  well  as  many  municipal  departments  of 
public  health,  and  there  can  be  no  doubt  of 
its  necessity  as  a part  of  the  humane  endeavors 
made  by  public  health  organizations. 
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Discussion 

Dr.  E.  T.  Faulder,  Albany , New  York  (read 
by  Dr.  J.  W.  Claris,  Buffalo , New  York). — 
I feel  highly  honored  and  especially  privileged 
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to  have  been  invited  to  discuss  this  excellent 
paper. 

In  discussing  food  inspection,  we  immediately 
think  of  meats  and  meat  food  products  so  es- 
sential in  our  diets,  and  the  inspection  of  meats 
and  meat  food  products  calls  our  immediate  at- 
tention to  the  inspection  of  these  products  as 
carried  on  by  the  IT.  S.  Department  of  Agricul- 
ture, Bureau  of  Animal  Industry,  under  the 
Federal  statute  enacted  in  1906. 

On  July  1,  1940,  Federal  meat  inspection  was 
being  carried  on  in  649  establishments  and  251 
cities  and  towns,  cooperative  service  also  being 
rendered  to  fifteen  governmental  agencies  in  the 
examination  of  meats  and  meat  food  products 
for  condition  in  conformance  to  specifications. 

Under  Federal  meat  inspection,  both  antemor- 
tem and  postmortem  inspections  were  made  on 
78,527,862  animals,  representing  cattle,  calves, 
sheep,  lambs,  goats,  swine,  and  horses;  27,208 
being  condemned  upon  antemortem  inspection. 
Postmortem  examination  upon  the  animals  sub- 
jected to  antemortem  inspection  resulted  in 
223,548  being  condemned.  There  were  thirty- 
five  different  diseases  involved  in  the  con- 
demnation of  carcasses  as  unfit  for  human  con- 
sumption. 

Throughout  the  many  years  that  Federal 
meat  inspection  has  been  in  operation — and  the 
service  is  known  and  recognized  as  the  most 
efficient  of  any  in  the  world — much  discussion 
has  taken  place  by  organized  groups  in  the 
various  states  with  the  expectation  that  state- 
wide meat  inspection  could  be  inaugurated  in 
the  various  states,  patterned  after  the  Federal 
Meat  Inspection  Service.  The  only  state  that 
has  set  up  a state  meat  inspection  is  California, 
which  has  established  an  efficient  meat  inspec- 
tion service.  In  New  York  State  a committee 
of  the  New  York  State  Veterinary  Medical 
Association  has  been  working  on  this  problem  for 
a number  of  years,  and  I am  optimistic  enough 
to  believe  that  eventually  New  York  will  es- 
tablish and  maintain  state-wide  meat  inspection 
to  take  care  of  the  one-third  of  the  meat-pro- 
ducing animals  which  do  not  undergo  Federal 
meat  inspection  and  only  a part  of  which  is 
inspected  to  an3r  degree  and  in  a limited  number 
of  places  under  local  inspection — in  many  cases 
the  inspection  is  not  conducted  by  veterinarians. 
In  the  Federal  Meat  Inspection  Service  the 
veterinarians  are  appointed  as  a result  of  Civil 
Service  examination,  and  this  group  of  workers 
undergo  constant  training  after  entering  the 
service. 

In  addition  to  the  antemortem  and  postmor- 
tem work  done  mostly  by  veterinarians,  all  meats 


and  meat  food  products  under  the  Federal 
meat  inspection  system  are  done  by  a force  of 
experienced  and  competent  laymen  also  ap- 
pointed as  the  result  of  Civil  Service  examina- 
tion. 

The  number  of  animals  subjected  to  ante- 
mortem  and  postmortem  inspection  under  the 
Federal  Meat  Inspection  Act,  the  number  of 
animals  condemned  on  account  of  antemortem 
inspection,  and  the  number  of  carcasses  con- 
demned on  postmortem  examination  because  of 
various  diseases  have  been  pointed  out.  Let  us 
now  take  note  of  the  vast  quantities  of  meat  and 
meat  food  products  subjected  to  inspection  under 
the  Federal  Meat  Inspection  Act. 

During  the  fiscal  year  of  1940,  9,690,164,254 
pounds  were  inspected.  This  covered  products 
placed  in  cure,  smoked  sausage  of  various  kinds, 
canned  meats,  bacon,  lard,  etc.  The  number 
of  pounds  of  meat  food  products  condemned 
because  they  had  become  sour,  tainted,  rancid, 
unclean,  or  otherwise  unfit  for  human  con- 
sumption was  5,035,163  pounds.  These  figures 
should  emphasize  the  importance  of  the  creation 
of  a state  meat  inspection  service  patterned  after 
the  Federal  Meat  Inspection  Service  in  all 
details.  When  this  is  done  the  meat-consuming 
public  will  be  fully  protected. 

In  all  establishments  where  Federal  or  local 
inspection  is  maintained  and  where  local  in- 
spection may  be  eventual^  established,  sanita- 
tion should  be  maintained  at  all  times.  This 
means  sanitary  construction  of  the  buildings  and 
takes  care  of  drainage,  light,  etc.  The  walls 
and  floors  should  be  constructed  of  proper  ma- 
terials, so  that  at  the  end  of  the  day’s  operations 
all  surfaces  can  be  thoroughly  cleansed  by  the 
use  of  a steam  hose  and  the  use  of  soda  as  a de- 
tergent. All  equipment  should  be  constructed 
preferably  of  metal;  various  parts  should  be 
removable  and  so  made  that  all  surfaces  can  be 
thoroughly  cleansed  as  described,  with  no  corners 
or  crevices  in  which  objectionable  material  can 
collect.  Thus,  such  equipment  can  be  kept 
thoroughly  clean  at  all  times,  and  meat  and 
meat  food  products  can  be  preserved  in  a sound 
and  wholesome  condition. 

In  connection  with  sanitation,  controlled 
refrigeration  is  imperative  for  the  preservation  of 
the  carcasses  of  meat-producing  animals,  meat 
food,  and  dairy  products. 

In  closing,  it  is  desired  to  impress  upon  those 
interested  in  the  protection  of  public  health 
the  economic  value  of  veterinary  food  inspection, 
as  well  as  its  importance  in  sanitary  inspections 
that  prevent  the  contamination  of  foods  in- 
tended for  human  consumption. 
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EPIDEMIOLOGY  OF  FOOD-BORNE  DISEASES  OF  THE 
GASTROINTESTINAL  TRACT 

James  E.  Perkins,  M.D.,  Dr.P.H.,  Albany,  New  York 


I NEED  hardly  state  that  one  could  spend 
hours  discussing  the  epidemiology  of 
amebic  dysentery,  typhoid  fever,  or  any  of 
the  other  illnesses  on  the  large  list  of  diseases 
fading  into  this  category.  Therefore,  I shall 
consider  only  those  that  are,  or  may  become, 
prevalent  in  New  York  State  and,  further- 
more, discuss  only  the  more  important  or 
more  interesting  epidemiologic  features  of 
these  diseases. 

Since  some  of  you  may  have  recently 
thought  as  little  about  public  health  terms  as 
I have  about  technical  expressions  of  the 
gastroenterologist,  perhaps  I should  remind 
you  that  “epidemiology”  means  the  mass 
phenomenon  of  illnesses  or,  in  other  words, 
the  characteristics  of  an  illness  as  it  occurs  in 
the  population  as  a whole.  It  involves  the 
consideration,  therefore,  of  such  things  as  the 
age,  sex,  seasonal  and  geographic  distribution, 
incidence  at  various  periods  of  time,  and 
similar  mass  features.  In  my  discussion  I 
shall  not  confine  myself  strictly  to  epidemiol- 
ogy, however,  since  there  are  some  adminis- 
trative aspects  of  the  control  of  these  diseases 
which  I think  will  be  of  interest  to  you. 

The  illnesses  to  be  discussed  fall  into  five 
groups  from  an  etiologic  standpoint:  those 
due  to  nematodes,  protozoa,  bacteria,  filtrable 
viruses,  and  chemical  poisons. 

Trichinosis 

Trichinosis  is  a disease  caused  by  a nema- 
tode, Trichinella  spiralis.  The  chief  symp- 
toms of  trichinosis,  of  course,  occur  elsewhere 
than  in  the  gastrointestinal  tract  but,  since 
infestation  occurs  through  this  tract  and 
gastrointestinal  symptoms  are  also  present 
to  a greater  or  less  extent,  it  seems  proper  to 
include  trichinosis  in  this  discussion. 

In  a recent  article  on  the  subject  by  Dr. 
Wright  of  the  National  Institute  of  Health,1 
a map  is  reproduced  showing  the  total  num- 
ber of  cases  reported  in  the  various  states 
throughout  the  country  up  to  July  1,  1938. 
In  this  map  New  York  State  seems  to  stand 
in  bold  relief,  since  it  is  the  only  one  in  solid 
black  denoting  over  1,000  cases  reported. 
This  map  does  not  give  the  proper  impression 
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of  the  relative  importance  of  trichinosis  in 
different  parts  of  the  country,  since  it  does 
not  take  into  consideration  the  differing 
populations,  the  length  of  time  the  disease 
has  been  reportable,  and  the  variation  in  com- 
pleteness of  reporting  in  the  various  states. 
Nevertheless,  it  clearly  indicates  that  trichi- 
nosis is  a problem  worthy  of  consideration 
in  the  State  of  New  York. 

Human  cases  of  trichinosis  Occur,  as  you 
know,  through  consumption  of  undercooked 
pork  or  pork  products.  The  infestation  of 
the  hogs  in  the  first  place  is  apparently  due 
chiefly  to  the  practice  of  feeding  them  on 
raw  garbage.  The  garbage  contains  raw 
pork  scraps,  which,  in  turn,  contain  cysts  of 
the  parasite,  and  thus  there  is  completed  the 
cannibalistic  cycle  that  perpetuates  the  in- 
festation in  the  hog.  Although  rats  are 
highly  infested,  they  apparently  are  seldom 
eaten  by  hogs  and  are  not  so  important  in  the 
infestation  of  swine  as  formerly  supposed.  The 
feeding  of  offal  to  hogs  is  a ready  means  of 
producing  infestation,  but  such  feeding  is  be- 
lieved rare  in  New  York  State  and  is  specifi- 
cally prohibited  by  law. 

A minor  outbreak  of  the  disease  has  been 
experienced  in  1939  and  1940.  In  the  out- 
break in  the  early  part  of  1940,  20  cases  of 
trichinosis  occurred  among  German-Jewish 
refugees  living  in  New  Rochelle  and  15  cases 
occurred  among  residents  of  the  Bronx,  all 
of  whom  ate  uncooked  “teewurst”  obtained 
from  a company  located  in  the  Bronx.  In 
the  United  States  this  product  is  ordinarily 
eaten  only  after  cooking,  but  in  Germany  it 
is  used  raw  as  a spread,  and  these  refugees 
used  the  product  in  the  manner  to  which  they 
had  been  accustomed  in  Germany. 

The  1939  outbreak  consisted  of  11  cases 
among  individuals  attending  a church  supper 
in  Potsdam  Village,  St.  Lawrence  County. 
Pancakes  and  pork  sausage  were  served  at  the 
supper,  and  investigation  revealed  that  the 
original  source  of  the  pork  was  the  local 
garbage  collector’s  piggery.  The  hogs  had 
been  fed  on  raw  garbage  from  the  munici- 
pality. 

A survey  of  garbage  disposal  methods,2 
made  by  the  Division  of  Communicable  Dis- 
eases of  the  New  York  State  Department  of 
Health  in  1939,  revealed  that  about  one- 
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third  of  the  cities  and  incorporated  villages 
in  New  York  State  dispose  of  their  municipal 
garbage  through  feeding  it  raw  to  hogs. 
Elimination  of  this  procedure  should  result 
in  a material  reduction  in  the  trichinosis 
hazard  in  this  state. 

The  1940  Legislature  appointed  a Trichi- 
nosis Commission  to  study  the  problem.  In 
its  report3  the  Commission  recommends 
prohibiting  the  feeding  of  raw  garbage  to 
hogs  and  the  establishment  of  intrastate 
regulations  governing  pork  products  ordina- 
rily consumed  without  further  cooking  com- 
parable with  the  Federal  regulations  govern- 
ing interstate  shipment  of  such  pork  products. 
Bills  were  introduced  in  the  1941  Legislature 
providing  for  regulations  to  govern  these  two 
phases  of  trichinosis  control.  The  bill  author- 
izing the  Commissioner  of  the  Department  of 
Agriculture  and  Markets  to  establish  regula- 
tions governing  pork  products  was  passed, 
but  the  bill  prohibiting  municipalities  from 
entering  into  contracts  for  the  disposal  of  their 
garbage  through  feeding  it  raw  to  hogs  failed 
to  pass. 

Amebic  Dysentery 

In  the  protozoan  group  I shall  consider 
only  amebic  dysentery,  due,  as  you  know,  to 
the  Endamoeba  histolytica. 

In  1933  a certain  New  York  City  night- 
club hostess,  famous  for  her  candid  greeting 
of  welcome  to  her  guests,  became  ill  on  the 
West  Coast  with  what  was  diagnosed  by  her 
physicians  as  acute  appendicitis.  Despite  a 
phone  call  from  the  Chicago  City  Health 
Department,  a laparotomy  was  performed, 
and  the  night-club  hostess’  career  came  to  an 
abrupt  and  untimely  end.  The  interest  in 
the  case  displayed  by  the  Chicago  City 
Health  Department  was  due  to  the  fact  that 
it  had  uncovered  the  existence  of  an  extensive 
epidemic  of  amebic  dysentery  occurring 
among  guests  of  two  adjacent  Chicago  hotels. 
Autopsy  revealed  that,  as  the  Chicago  City 
Health  Department  had  suspected,  the 
hostess’  illness  had  been  amebic  dysen- 
tery.4 

Hers  was  only  one  of  over  1,400  cases  dis- 
covered by  that  Department  as  a result  of  a 
follow-up  of  each  guest  registered  at  the  two 
hotels.  The  cases  were  scattered  among 
residents  of  forty-three  states,  three  Canadian 
Provinces,  and  the  Territory  of  Hawaii. 
The  unfortunate  outcome  in  the  night-club 
hostess’  case  was  a fate  shared  by  40  per  cent 
of  the  victims  who  were  subjected  to  opera- 
tion because  the  illness  was  mistaken  for  ap- 


pendicitis. The  case  fatality  rate  among  all 
cases  was  only  7 per  cent. 

Investigation5  disclosed  that  the  illnesses 
were  due  to  infected  drinking  water.  Through 
faulty  plumbing,  fresh  sewage  from  one  hotel 
was  introduced  directly  into  the  drinking 
water  supply  of  both  hotels.  Interestingly 
enough,  no  case  of  typhoid  fever  or  of  any  of 
the  other  usual  enteric  diseases  was  discovered. 
The  reason  for  this  apparent  paradox  is  that 
the  Chicago  water,  which  is  derived  directly 
from  Lake  Michigan  without  preliminary 
filtration,  is  usually  quite  heavily  chlorinated, 
and  the  chlorine  residual  was  apparently 
sufficient  to  destroy  the  usual  enteric  patho- 
gens but  was  not  effective  against  the  amebic 
dysentery  cysts.  That  both  typhoid  fever 
and  amebic  dysentery  would  occur  if  the  water 
were  freshly  polluted  with  sewage  in  the  ab- 
sence of  chlorination  was  amply  demonstrated 
in  the  same  city  shortly  afterward  (May,  1934) 
when  both  typhoid  fever  and  amebic  dysentery 
occurred  among  firemen  and  spectators  drink- 
ing from  a local,  heavily  contaminated  source 
of  water  used  in  fighting  an  extensive  fire  in 
the  Chicago  stockyards.6 

The  importance  of  the  hotel  outbreak  from 
an  epidemiologic  standpoint  is  that  it  clearly 
demonstrates  amebic  dysentery  may  be 
an  important  disease  in  the  temperate  zone 
as  well  as  in  the  tropical  zone  and  that  it  may 
be  transmitted  through  contaminated  water 
as  well  as  by  food  infected  by  carriers.  The 
food-handling  carrier  was  formerly  assumed 
to  be  the  only  factor  of  importance  in  the 
transmission  of  the  disease. 

Bacillary  Dysentery 

As  to  bacillary  dysentery,  in  New  York 
State  this  is  chiefly  a disease  of  institutional 
inmates,  vacationists,  and  rural  residents,  and 
the  same  may  be  said  of  illnesses  due  to  the 
paratyphoid-enteritidis  (Salmonella)  group 
of  microorganisms.  Outbreaks  due  to  Bacil- 
lus dysenteriae  Flexner,  Sonne,  and  Schmitz 
repeatedly  occur  among  the  populations  of 
institutions,  particularly  those  for  mental  pa- 
tients where  it  is  difficult  to  maintain  good 
standards  of  personal  hygiene  and  mentally 
subnormal  inmates  are  used  to  assist  in  the 
preparation  and  handling  of  food.  A state 
institution  for  mental  defectives  has  been 
utilized  during  the  past  two  years  for  a de- 
tailed bacteriologic  and  epidemiologic  study 
of  endemic  bacillary  dysentery,  conducted 
jointly  by  the  DeLamar  Institute  of  Public 
Health  of  Columbia  University  and  the  New 
York  State  Departments  of  Health  and  Men- 
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tal  Hygiene.  The  study  has  only  recently 
been  concluded,  and  a report  on  the  findings 
is  not  available  as  yet.  B.  dysenteriae 
Schmitz  outbreaks,  incidentally,  have  been 
confined  exclusively  in  New  York  State  to 
mental  hospitals. 

Outbreaks  of  bacillary  dysentery  and  Sal- 
monella infections  occur  frequently  among 
guests  of  summer  camps  and  summer  board- 
inghouses or  hotels.  With  an  increase  in  the 
field  staff  of  the  New  York  State  Department 
of  Health,  an  increasing  number  of  gastro- 
enteritis outbreaks  in  such  resorts  has  come 
to  the  attention  of  the  Department,  and  it 
has  been  shown  that  if  a special  effort  is  made 
to  detect  and  investigate  such  outbreaks 
early,  with  fecal  specimens  obtained  from 
victims  while  still  acutely  ill,  a substantial 
percentage  of  these  occurrences  are  due  to 
bacillary  dysentery.  In  this  connection  it 
may  be  well  to  stress  the  fact  that  blood  and 
mucus  are  not  necessarily  present  in  the  fecal 
discharges  in  cases  of  bacillary  dysentery. 
In  B.  dysenteriae  Sonne  infections,  in  fact, 
such  a finding  is  the  exception  rather  than  the 
rule. 

The  supervision  of  camps  has  been  pro- 
gressively more  intensive  during  recent  years. 
Camps  are  governed  by  the  regulations  of 
Chapter  VII  of  the  Sanitary  Code  and  are 
now  required  to  operate  under  permit  from 
the  State  Department  of  Health.  It  is  be- 
lieved that  the  sanitary  equipment  and  prac- 
tices in  New  York  State  camps  have  been 
markedly  improved  in  the  past  five  years. 

As  to  summer  hotels  and  boardinghouses, 
these  form  a difficult  health  problem,  particu- 
lar^" in  Sullivan  County  and  in  the  Catskill 
area.  There  has  been  a mushroom  growth 
of  innumerable  cheap  summer  resorts  in  this 
part  of  the  state.  The  nature  of  the  terrain 
makes  it  difficult  to  provide  uncontaminated 
water  supplies  and  to  permit  safe  disposal  of 
sewage,  and  the  type  of  these  establishments 
is  such  that  the  proprietors  frequently  are  un- 
able or  unwilling  to  spend  the  money  necessary 
to  provide  proper  facilities.  Furthermore, 
the  Division  of  Sanitation  has  an  inadequate 
number  of  field  investigators  to  inspect,  even 
superficially,  each  of  these  establishments 
once  a season.  Nevertheless,  some  attempt 
at  control  is  being  made.  A year  ago  Chapter 
Vila  was  added  to  the  State  Sanitary  Code 
with  regulations  governing  resorts  of  this 
type,  so  that  last  summer  for  the  first  time 
the  field  staff  had  Sanitary  Code  backing  in 
attempting  to  enforce  sanitary  improvement. 
These  establishments  are  not  required  as  yet 


to  operate  under  permit,  since  inadequate 
inspection  might  result  in  issuance  of  un- 
justified permits  and  result  in  a false  sense  of 
security  on  the  part  of  guests.  The  ultimate 
solution  to  this  problem  is  still  to  be  worked 
out,  but  certainly  the  New  York  City  resident 
who  slaves  in  an  office  or  factory  all  winter  to 
earn  enough  for  two  weeks  “in  the  country” 
the  following  summer  deserves  to  be  pro- 
tected against  spending  that  two  weeks  with 
his  contemplations  confined,  for  the  most 
part,  to  his  abdominal  distress  and  his  view 
limited  largely  by  the  four  walls  of  the  nearest 
latrine.  At  times  we  have  a little  difficulty 
in  being  properly  sympathetic,  however,  for 
not  infrequently  guests  have  a false  sense  of 
loyalty  to  the  proprietor  and  not  only  fail  to 
cooperate  in  an  investigation  of  an  alleged 
outbreak  but  actually  hamper  it  through 
falsely  denying  any  illness. 

If  we  exclude  outbreaks,  we  find  that  the 
bacillary  dysentery  morbidity  rate  in  New 
York  State  is  over  twice  as  high  in  places 
under  2,500  population  as  in  places  of  over 
2,500  population;  this  is  also  true  of  endemic 
typhoid  fever.7  This  fact  is  not  surprising, 
since  environmental  sanitation  is  poorer  in 
the  rural  areas  and  the  sale  of  unpasteurized 
milk  is  confined  by  the  Sanitary  Code  to 
places  under  7,500  population  (with  the  ex- 
ception of  Certified  and  Special  A Raw' 
grades). 

Typhoid  Fever 

During  the  first  quarter  of  this  century  if 
one  had  mentioned  typhoid  fever  to  an 
epidemiologist,  he  probably  would  have 
thought  immediately  of  w'ater  supplies.  If 
at  the  present  time  one  mentions  typhoid 
fever  to  an  epidemiologist,  he  immediately 
thinks  of  carriers,  for  the  typhoid  fever  of  to- 
day in  most  instances  is  the  result  of  consum- 
ing food  infected  by  a carrier  rather  than  by 
drinking  water  from  an  infected  supply.  If 
one  should  mention  typhoid  fever  to  an  epi- 
demiologist after  1970,  possibly  his  mind  will 
be  an  utter  blank,  for  unless  unforeseen  de- 
velopments occur  typhoid  fever  will  essen- 
tially be  eradicated  in  the  northern  part  of 
the  United  States  wdthin  a fewr  years. 

Our  current  problem,  as  I say,  is  the  typhoid 
carrier.  We  have  435  declared  carriers  on 
our  register  at  the  present  time  for  upstate 
New"  York,  298  women  and  137  men,  and  wre 
are  spending  approximately  $35,000  per  year 
partially  compensating  carriers  whose  oc- 
cupation or  profession  involved  handling 
food  for  others  and  who  have  suffered  financial 
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losses  due  to  restrictions  imposed  upon  them 
following  their  recognition  as  typhoid  car- 
riers. Cholecystectomy  is  still  our  only 
method  of  eliminating  the  carrier  state. 
This,  of  course,  is  practical  only  when  pre- 
liminary duodenal  specimens  indicate  that  the 
gallbladder  is  the  focus  of  infection.  Further- 
more, because  of  the  risk  of  the  operation  and 
the  fact  that  typhoid  carriers  can  lead  es- 
sentially normal  lives  if  they  obey  simple  rules 
of  personal  hygiene,  we  do  not  feel  justified  in 
urging  cholecystectomy  unless  the  carrier  has 
symptoms  of  cholecystitis  which  in  them- 
selves justify  the  operation.  If  the  operation 
is  to  be  performed,  the  state  will  contribute 
up  to  $200  toward  the  hospitalization,  opera- 
tion, and  the  obtaining  of  the  necessary  pre- 
liminary and  subsequent  duodenal  and  fecal 
specimens.  I feel  certain  that  sooner  or 
later  a drug  will  be  found  which  will  be  effec- 
tive in  rapidly  and  safely  eliminating  the 
typhoid  carrier  state.  Unfortunately,  the 
sulfonamide  drugs  currently  available  do  not 
seem  to  be  effective.  Following  the  recent 
reports  in  the  literature  of  success  with  soluble 
iodophthalein,  we  have  tried  this  drug  as 
well  but  with  negative  results.8  Unless  an 
effective  agent  is  found  soon,  however,  it 
will  be  of  little  value,  since  the  carrier  problem 
is  solving  itself.  Carriers  for  the  most  part 
are  elderly  people  (average  age  is  58  in  upstate 
New  York),  an  increasing  percentage  of  them 
are  dying  annually,  and  an  insufficient  num- 
ber of  new  carriers  is  being  produced  at  the 
present  time  to  take  their  places. 

Summarizing  the  diseases  discussed  thus 
far,  Table  1 presents  the  number  of  cases  of 
trichinosis,  amebic  dysentery,  bacillary  dys- 
entery, and  typhoid  fever,  reported  through- 
out New  York  State,  including  New  York 
City,  during  the  past  decade,  1931  to  1940. 
The  progressive  reduction  in  reported  ty- 
phoid fever  from  1,133  cases  in  1931  to  only 
276  cases  in  1940  is  striking.  A similar 
downward  trend  is  not  evident  in  the  other 
diseases  listed.  In  fact,  in  trichinosis  and 
bacillary  dysentery  there  seems  to  be  an  in- 
crease rather  than  a decrease.  From  1937  to 
1939,  inclusive,  a special  effort  was  made  to 
study  the  etiology  of  outbreaks  of  gastroen- 
teritis. An  attempt  was  made  to  have  such 
outbreaks  reported  promptly  and  investi- 
gated immediately  and  to  have  fecal  specimens 
submitted  from  those  acutely  ill.  The  marked 
increase  in  the  number  of  bacillary  dysentery 
cases  reported  during  those  years  is  un- 
doubtedly partly  a reflection  of  this  program. 
The  increased  number  of  cases  of  trichinosis 


reported  in  1940  compared  with  previous 
years  is  also  probably  due  to  better  diagnosis 
and  may  be  a reflection  of  the  greater  amount 
of  publicity  given  to  the  disease  in  1940 
through  articles  in  the  State  Health  Depart- 
ment’s publication,  Health  News,  and  through 
the  activities  of  the  Legislative  Trichinosis 
Commission.  The  increase  does  not  repre- 
sent a large  common  source  outbreak. 

Botulism 

Proceeding  to  illnesses  due  to  bacterial 
toxins  contained  in  food,  we  come  to  a con- 
sideration of  botulism  and  staphylococcus 
toxin  food  poisoning  Botulism  is  extremely 
rare  in  New  York  State.  Only  two  outbreaks 
have  been  reported  within  recent  years  in 
upstate  New  York — both,  interestingly 

enough,  in  June,  1939.  Three  cases  with  1 
fatality  occurred  in  a family  in  Delaware 
County,  with  the  source  of  infection  traced 
to  home-canned  spinach,  and  the  other  group 
of  cases,  also  3 in  number  but  without  a 
fatality,  occurred  in  a family  in  Wyoming 
County,  apparently  due  to  homemade  pot 
cheese. 

Staphylococcus  Toxin  Food  Poisoning 

A fairly  large  number  of  outbreaks  of  food 
poisoning,  apparently  due  to  the  consump- 
tion of  cream-filled  baked  goods  containing 
staphylococcus  toxin,  has  been  reported  in 
upstate  New  York.  In  a recent  article  on 
the  subject  by  Dr.  F.  E.  Coughlin,  district 
state  health  officer  in  charge  of  the  Albany 
District,  a summary  is  given  of  the  outbreaks 
in  the  state  for  the  five-year  period  of  1935 
to  1939,  inclusive.9  During  this  time  seven- 
teen outbreaks  were  recorded,  accounting 
for  1,246  cases.  In  1940  five  outbreaks  were 
discovered,  involving  39  cases,  and  thus  far 
in  1941  four  more  outbreaks  with  a total  of 
61  cases.  The  last  outbreak  occurred  during 
the  early  part  of  April  and  was  a typical  one. 
The  investigation  has  been  conducted  by  Dr. 
Samuel  Hyman,  district  state  health  officer 
of  the  Utica  District,  in  cooperation  with  the 
various  local  health  officers  involved.  Ac- 
cording to  his  preliminary  reports,  28  cases 
have  thus  far  been  discovered  among  resi- 
dents of  Utica,  Herkimer,  Mohawk,  Jordan- 
ville,  and  Clayville.  All  of  the  victims  give 
a history  of  having  consumed  cream  puffs 
from  the  same  Utica  bakery.  Symptoms 
were  nausea,  vomiting  and  diarrhea,  and,  in 
some  instances,  severe  prostration.  In  21 
of  the  28  cases,  onset  occurred  within  four 
hours  after  consuming  the  pastry.  All  re- 
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covered  and,  in  most  instances,  recovery  was 
complete  within  a few  hours  after  onset. 
Staphylococcus  aureus  was  isolated  from 
specimens  of  the  cream  puffs  and,  although 
in  this  instance  no  suppurating  lesions  were 
found  on  the  hands  or  bodies  of  any  of  the 
cooks,  nose  and  throat  cultures  revealed  that 
one  of  the  pastry  cooks  was  harboring  numer- 
ous Staph,  aureus  organisms  in  his  throat 
secretions.  The  handling  of  the  pastry  was 
such  that  ample  opportunity  was  provided 
for  development  of  the  toxin  following  filling 
of  the  pastry  shells. 

Ham  apparently  may  also  be  readily  in- 
fected by  Staph,  aureus  with  formation  of  a 
toxin.  This  seems  to  be  particularly  true  of 
the  recently  introduced  hams  that  have  un- 
dergone a tendering  process.10  During  the 
past  five  years,  1936  to  1940,  seven  outbreaks 
totaling  85  cases  have  come  to  the  attention 
of  the  New  York  State  Department  of  Health 
in  which  epidemiologic  evidence  incriminated 
ham  as  the  source  and  in  which  the  illnesses 
were  suggestive  of  staphylococcus  toxin 
poisoning.  In  several  instances,  portions  of 
the  ham  considered  responsible  were  available, 
and  bacteriologic  examination  revealed  the 
presence  of  Staph,  aureus  in  large  numbers. 
To  avoid  such  episodes,  ham  must  be  handled 
in  a sanitary  manner  and  kept  refrigerated, 
except  when  actually  being  served,  from  the 
time  the  ham  leaves  the  packing  plant  until 
all  of  it  has  been  consumed. 

Filtrable  Viruses 

I shall  say  little  about  food-borne  gastro- 
intestinal illnesses  caused  by  filtrable  viruses. 
Illnesses  due  to  filtrable  viruses  usually  are 
not  gastrointestinal  in  nature.  Although 
relatively  minor,  gastroenteric  symptoms  do 
occur  in  poliomyelitis,  and  a few  outbreaks 
of  poliomyelitis  have  occurred  which  seemed 
to  be  milk-borne.11  There  is  ample  evidence, 
however,  that  such  transmission  is  rare  in- 
deed. With  the  recent  demonstration  of  the 
frequency  with  which  the  poliomyelitis  virus 
may  be  obtained  from  the  stools  of  cases,12 
the  possibility  of  occasional  food-borne  and 
water-borne  transmission  of  the  disease  must 
be  considered. 

Epidemic  diarrhea  of  the  newborn  is  prob- 
ably due  to  a filtrable  virus.  In  the  in- 
vestigation of  an  outbreak  occurring  in  1939 
in  a hospital  in  a city  in  upstate  New  York 
there  was  suggestive  evidence  that  the  in- 
fection may  have  been  transmitted  from  infant 
to  infant  by  means  of  improperly  sterilized 
nursing  nipples.13 


Chemical  Poisons 

In  conclusion,  I wish  to  say  a few  words 
about  gastroenteritis  due  to  chemical  poisons 
in  food.  In  1928  and  1929  several  outbreaks 
of  violent  but  transient  gastroenteritis  were 
studied  in  New  York  State,  and  it  was  found 
that  the  only  thing  the  victims  had  in  common 
was  a history  of  having  eaten  at  a hotel  a few 
hours  prior  to  onset  of  symptoms.  No  one 
hotel  was  involved  and  no  particular  article 
of  food.  Investigation  disclosed  that  in 
these  hotels  the  same  brand  of  silver  polish 
was  being  used  and  that  the  polish  contained 
sodium  cyanide.  Elimination  of  this  type 
of  silver  polish  resulted  in  cessation  of  cases 
among  guests.14  This  finding  resulted  in 
the  establishment  of  a regulation  by  the 
Public  Health  Council  in  1929,  prohibiting 
the  use  in  any  eating  place  of  a polish  con- 
taining a cyanide  preparation  (Regulation  8, 
Chapter  XIV,  Sanitary  Code).  No  out- 
breaks due  to  this  cause  have  been  discovered 
in  upstate  New  York  since  that  time. 

In  December,  1939,  an  explosive  outbreak 
of  gastroenteritis  occurred  in  an  institution 
in  Greene  County.  The  outbreak  was 
promptly  reported  to,  and  investigated  by 
Dr.  Hollis  Ingraham,  district  state  health 
officer  of  the  Kingston  District.  A total  of 
69  cases  occurred,  characterized  by  headache, 
nausea,  violent  and  repeated  vomiting,  ab- 
dominal cramps,  and,  in  about  half  the  cases, 
diarrhea.  The  patients  developed  no  fever 
and  recovered  in  the  course  of  about  three 
hours  in  most  instances.  The  great  majority 
of  victims  became  ill  within  ten  minutes 
following  ingestion  of  the  noon  meal.  All  of 
the  cases  occurred  among  the  143  inmates  who 
ate  at  the  first  serving.  Many  became  ill  be- 
fore they  could  rise  from  the  table  and,  since 
the  chocolate  pudding  served  as  dessert  was 
suspected  as  being  the  source  of  the  illnesses, 
the  second  shift  of  488  inmates  were  given 
canned  loganberries  in  place  of  the  chocolate 
pudding  but  otherwise  were  served  exactly 
the  same  meal.  No  cases  of  illnesses  de- 
veloped among  this  latter  group.  A better 
controlled  experiment  could  hardly  have  been 
devised;  the  chocolate  pudding  obviously 
was  the  food  responsible  for  the  illnesses,  and 
this  was  further  confirmed  by  additional 
epidemiologic  data.  The  remaining  pudding 
had  been  discarded,  but  scrapings  from  a pan 
were  analyzed  and  it  was  found  that  fluorides 
were  present  in  concentrations  of  0.1  to  0.3 
per  cent.  The  only  poisonous  material  avail- 
able in  the  kitchen  was  roach  powder  con- 
taining sodium  fluoride,  and  it  seemed  clear 
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TABLE  1. — Reported  Cases  op  Certain  Communicable  Diseases,  New  York  State,  1931  to  1940,  Inclusive 


XT_ u f ^ 

Pocao  WAV*  1 nn  Don 

Amebic 

Bacillary 

Typhoid 

Amebic  Bacillary  Typhoid 

Year 

Trichinosis  dysentery 

dysentery 

fever 

Trichinosis  dysentery 

dysentery 

fever 

1931 

90 

167* 

1,133 

0.7 

1 

.3* 

8.9 

1932 

69 

186* 

1,049 

0.5 

1.5* 

8.2 

1933 

145 

87 

258 

976 

1.1 

0.7 

2.0 

7.6 

1934 

198 

107 

561 

670 

1.5 

0.8 

4.3 

5.2 

1935 

241 

56 

743 

631 

1.8 

0.4 

5.7 

4.8 

1936 

170 

54 

489 

592 

1.3 

0.4 

3.7 

4.5 

1937 

177 

76 

1,138 

576 

1.3 

0.6 

8.6 

4.4 

1938 

126 

86 

1,876 

521 

0.9 

0.6 

14.1 

3.9 

1939 

126 

69 

1,300 

363 

0.9 

0.5 

9.7 

2.7 

1940 

274 

61 

845 

276 

2.0 

0.5 

6.3 

2.0 

* Amebic  and  bacillary  dysentery  were  not  tabulated  separately  prior  to  1933. 


that  some  of  the  roach  powder  had  been  in- 
troduced into  the  pudding. 

During  the  past  three  years  the  New  York 
City  Health  Department  has  uncovered  four 
outbreaks  due  to  a relatively  new  food  poison- 
ing entity,  cadmium  poisoning,15  and  Dr. 
Samuel  Frant  of  the  Department  has  kindly 
permitted  me  to  mention  the  results  of  their 
investigations.  The  illnesses  apparently  are 
similar  to  those  observed  in  the  fluoride  poison- 
ing outbreak,  with  symptoms  developing 
within  a few  minutes  after  ingestion  of  the 
responsible  food  or  drink  and  consisting  of 
nausea,  vomiting,  abdominal  cramps,  and 
diarrhea.  With  one  exception,  the  food  or 
drink  responsible  was  found  to  be  acid  in  na- 
ture (raspberry  gelatin  dessert,  commercial 
“lemonade”  powder  containing  tartaric  acid, 
and  iced  tea  prepared  with  lemons),  and  the 
preparations  had  been  made  in  cadmium- 
plated  metal  vessels  (refrigerator  trays  or 
pitchers).  In  the  one  exception,  ice  cubes 
from  a cadmium-plated  refrigerator  tray  had 
been  used  to  cool  homemade  punch,  and  a 
leak  of  the  sulfur-dioxide  refrigerant  had  oc- 
curred that  day.  Apparently  the  sulfur 
dioxide  had  dissolved  in  the  water  being 
frozen  into  ice  cubes,  producing  hydrogen 
sulfite  which  reacted  with  the  cadmium  to 
produce  cadmium  sulfite.  As  a result  of 
this  experience,  the  New  York  City  Sanitary 
Code  was  amended  in  1939  to  prohibit  the 
use  of  cadmium  in  utensils  or  apparatus  in- 
tended to  contain  or  be  in  contact  with  food 
or  drink  (Article  9,  Section  145).  Cadmium 
has  become  such  a popular  plating  metal 
that  more  outbreaks  of  this  sort  may  be  ex- 
pected, and  this  possibility  should  be  kept  in 
mind  in  the  future  in  the  investigation  of  ex- 
plosive outbreaks  of  an  afebrile,  transient 
gastroenteritis. 
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Discussion 

Dr.  Stanley  W.  Sayer,  Gouverneur,  New  York — 
Dr.  Perkins  has  presented  a most  complicated 
and  difficult  subject  in  a masterly  manner. 
Public  health  workers  in  the  field  are  constantly 
being  brought  in  touch  with  gastrointestinal  out- 
breaks, many  of  these  casualty  coming  to  then- 
attention  when  the  outbreak  is  almost  or  even 
entirety  over.  There  is  such  a variation  in 
symptoms,  particularly  as  far  as  severity  is  con- 
cerned, that  recognition  of  an  outbreak  may 
depend  upon  the  personality  and  attitude  of  mind 
of  the  physician  or  health  officer. 

It  appears  that  church  and  other  organization 
suppers  are  hazardous  as  far  as  gastrointestinal 
disease  is  concerned.  This  is  probably  due  to  the 
fact  that  facilities  for  thorough  cooking  and 
cleansing  of  utensils  are  not  always  available  and 
also  because  of  the  fact  that  much  of  the  food  is 
prepared  in  the  homes,  some  time  in  advance  and 
under  unsatisfactory  conditions.  In  rural  areas, 
too,  the  water  supply  may  be  bad.  Any  public 
health  control  over  this  situation  is  difficult. 

I should  like  to  give  further  emphasis  in  rela- 
tion to  an  outbreak  of  trichinosis  due  to  the 
feeding  of  raw  garbage  and  the  entrails  of 
slaughtered  animals  back  in  the  same  piggery. 
This  is  a most  pernicious  practice  and  apparently 
is  not  an  uncommon  procedure  in  smaller  pig- 
geries and  slaughterhouses.  When  this  practice 
is  followed,  a chance  infestation  of  one  animal 
will  soon  build  up  infection  of  every  animal  in 
the  group. 

In  one  particular  outbreak,  pork  sausage  ap- 
peared to  be  brown  and  well  fried,  yet  the  centers 
evidently  were  not  reached  by  sufficient  heat  to 
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destroy  the  trichinae.  Not  long  ago  there 
occurred  2 cases  of  trichinosis  from  raw  pork 
liver  taken  for  treatment  of  anemia  and  pre- 
scribed by  a doctor.  The  doctor  failed  to  advise 
that  raw  pork  liver  might  be  dangerous. 

Two  outbreaks  of  considerable  magnitude  oc- 
curred during  the  Army  maneuvers  in  northern 
New  York  last  summer.  We  were  informed  by 
Medical  Corps  officers  that  diarrhea  frequently 
followed  careless  washing  of  mess  kits  and  that 
often  the  only  thing  that  will  make  a man 
clean  in  this  regard  will  be  an  attack  of  diar- 
rhea. Although  dirty  mess  kits  were  given  as 
the  cause  of  an  epidemic  of  dysentery  in  a New 
York  regiment,  it  was  later  found  to  be  other- 
wise. 

This  regiment  apparently  did  not  like  the 
chlorinated  water  provided  and  went  to  a poorly 
protected  well  nearby  for  drinking  supply.  An 
investigation  carried  out  after  the  camp  was 
evacuated  indicated  that  the  men  had  appar- 
ently washed  their  bodies  and  clothing  beside 
the  well.  The  diarrhea  spread  throughout  the 
entire  regiment  and  also  affected  a considerable 
number  in  the  medical  regiment  which  cared  for 
these  men.  Bad  water  discipline  was  responsi- 
ble for  this  Flexner  type  dysentery  outbreak. 

The  second  outbreak  occurred  among  the 
personnel  of  the  medical  regiment  of  a midsouth 


division  of  300  men.  They  stopped  enroute  at 
a CCC  camp  overnight,  this  camp  being  located 
about  100  miles  from  their  final  destination. 
Sandwiches  were  prepared  at  this  camp  so  that 
the  men  would  have  sufficient  to  eat  until  their 
camp  could  be  set  up  and  mess  prepared. 

Many  of  the  sandwiches  made  were  of  egg 
and  mayonnaise.  The  weather  was  warm  and 
humid  and  the  sandwiches  were  transported 
without  refrigeration  and  eaten  about  fifteen 
hours  after  they  had  been  prepared.  Four  hours 
later  men  were  taken  violently  ill  with  nausea, 
vomiting,  profuse  diarrhea,  abdominal  pains, 
prostration,  and  dehydration.  Some  of  the 
patients  collapsed  while  walking  about  the 
grounds.  Eighty  were  affected,  most  of  them 
recovering  within  forty-eight  hours.  A few  of 
them  remained  ill  for  several  days. 

It  was  found  that  one  of  the  CCC  boys  who 
prepared  the  food  had  an  infection  in  one  of 
his  hands  which  upon  examination  yielded 
Staph,  aureus.  This  was  probably  a staphylo- 
coccus toxin  outbreak. 

Although  the  three  circumstances  discussed 
were  apparently  traced  to  their  source  without 
too  much  difficulty,  we  are  not  so  fortunate  many 
times.  It  occurs  so  often  that  even  after  con- 
siderable time  is  spent  in  investigation  the  source 
and  cause  are  unobtainable. 


LABORATORY  AIDS  IN  THE  DIAGNOSIS  AND  CONTROL  OF 
ENTERIC  DISEASES 

Albert  H.  Harris,  M.D.,  and  Marion  B.  Coleman,  Albany,  New  York 


FOR  practical  purposes,  food-borne  en- 
teric diseases  may  be  broadly  classified 
into  four  groups:  those  induced  by  protozoa 
and  helminths,  by  bacteria  or  their  products, 
by  chemical  poisons,  and  those  of  unknown 
etiology. 

Protozoa 

One  of  the  most  important  enteric  diseases 
incited  by  a protozoan  is  amebiasis.  The 
only  ameba  definitely  known  to  be  pathogenic 
for  man  is  Entamoeba  histolytica,  although 
other  species  have  been  so  considered  by  some 
authors.1  Its  rarity  in  the  North  should  not 
cause  us  to  forget  that  amebiasis  exists  here. 
Chronic  carriers  passing  cysts  in  the  feces 
may  transmit  the  disease  to  others.  Patients 
in  the  acute  or  subacute  stage  passing  only 
motile  forms,  the  so-called  trophozoites,  are 
not  infectious  for  others,  since  the  motile 

Read  at  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  Buffalo,  April  30,  1941. 

From  the  Division  of  Laboratories  and  Research,  New 
York  State  Department  of  Health. 


amebas  when  ingested  are  killed  by  the  gastric 
juices  and  fail  to  reach  the  intestine.  By  the 
examination  of  fresh  stools  and  preparations 
stained  with  Heidenhain’s  hematoxylin,  the 
laboratory  worker  can  distinguish  between 
E.  histolytica  and  nonpathogenic  forms  and 
between  motile  forms  and  cysts.  Various 
concentration  methods  aid  in  the  finding  of 
small  numbers  of  cysts  in  the  stools.  Cultural 
methods  are  successfully  employed  in  larger 
laboratories.  The  complement  fixation  test 
performed  with  the  patient’s  serum  is  not  in 
general  use.2  In  this  enteric  disease  more 
than  in  any  other,  it  is  important  for  the  pa- 
tient and  the  laboratory  worker  to  be  brought 
together,  since  only  by  the  examination  of  ab- 
solutely fresh  material  can  the  laboratory 
diagnosis  of  amebiasis  be  satisfactorily  un- 
dertaken. 

Usually  considered  with  E.  histolytica  are 
Balantidium  coli,  Giardia  lamblia,  and  Tri- 
chomonas intestinalis.  The  clinical  signifi- 
cance of  these  protozoa  does  not  compare  with 
that  of  E.  histolytica,  but  they  are  said  oc- 
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casionally  to  incite  dysentery.  A laboratory 
equipped  to  diagnose  amebiasis  should  be  in 
a position  to  recognize  these  protozoa  also. 

Helminths 

Infestation  by  most  of  the  intestinal  para- 
sites can  be  determined  by  the  discovery  of 
the  characteristic  ova,  larvae,  adult  worms, 
or  worm  segments  in  the  stools,  often  accom- 
panied by  a moderate  or  marked  eosinophilia. 
Most  of  the  parasites  are  seen  rather  infre- 
quently in  upstate  Xew  York.  Tapeworm 
infestation  can  easily  be  diagnosed  if  worm 
segments  and  ova  are  sought  in  the  stools.  A 
red  blood  count  is  helpful  in  suspected  cases, 
since  a primary  type  of  anemia  is  not  un- 
common, especially  when  infestation  is  with 
the  fish  tapeworm,  Diphyllobothrium  latum. 
In  the  case  of  echinococcus  cysts,  a comple- 
ment fixation  test  with  the  patient’s  serum, 
using  cyst  fluid  as  antigen,  is  employed  as  an 
aid  in  diagnosis  in  areas  where  this  lesion  is 
frequently  encountered.  A skin  test  is  also 
done  using  material  from  the  same  source. 
At  operation,  the  fluid  can  be  examined  and  a 
fragment  of  the  cyst  wall  may  be  removed 
for  histologic  study.  The  appearance  is 
characteristic,  especially  when  scolices  are 
present. 

Trichinosis  is  induced  by  the  ingestion  of 
encysted  forms  of  Trichinella  spiralis,  lodged 
in  infested  pork  that  has  been  improperly 
cooked.  Suspicious  clinical  symptoms  coupled 
with  the  finding  of  leukocytosis  and  eosino- 
philia should  lead  one  to  submit  for  laboratory 
examination  the  pork  product  believed  to  be 
implicated.  By  means  of  digestion  with 
pepsin,  it  is  possible  to  release  the  encysted 
trichinellae  from  the  muscle  fibers  and  to 
collect  them  for  examination  at  the  bottom 
of  a settling  tube.  The  same  result  can  be 
obtained  by  examining  serial  histologic  sec- 
tions of  a sample  of  meat,  but  the  method  em- 
ploying digestion  is  less  time-consuming. 
The  inoculation  of  rats  with  suspected  ma- 
terial and  the  subsequent  examination  of  the 
musculature  by  methods  outlined  above  may 
demonstrate  the  presence  of  the  encysted 
forms  in  infested  meat  when  other  methods 
fail.  According  to  Schwartz3-4  of  the  United 
States  Department  of  Agriculture,  the  ex- 
amination of  pork  for  T.  spiralis  in  connec- 
tion with  routine  inspection  of  meat  would  be 
too  costly  and  would  give  a false  sense  of 
security.  He  recently  expressed  this  opinion 
before  the  Xew  York  State  Trichinosis  Com- 
mission.5 The  trichinellae  can,  in  rare  in- 
stances, be  demonstrated  in  stools  and  even  in 


blood  in  the  diarrheal  stage  of  the  infection.  A 
biopsy  specimen  of  muscle  from  a human  case 
may  be  examined  histologically,  and  at  autopsy 
the  larvae  are  most  easily  found  in  the  muscle 
of  the  diaphragm.  Reports,  particularly 
from  the  U.  S.  Public  Health  Service,  indicate 
that  skin  testing  with  an  antigen  prepared 
from  this  parasite  may  be  helpful  in  the  diag- 
nosis of  a suspected  case.  The  antigen  is  not 
yet  in  common  use,  however.  The  skin  test- 
ing of  hogs  has  not  been  found  to  provide  a 
reliable  index  of  the  presence  or  absence  of 
the  disease.  The  reliability  of  precipitin 
and  complement  fixation  tests  with  the  pa- 
tient’s serum  is  open  to  question. 

Bacteria 

The  largest  and  most  important  group  of 
enteric  diseases  is  composed  of  those  induced 
by  bacteria  or  their  products.  Cholera  has 
lost  all  but  its  historical  importance  for  us. 
The  isolation  of  the  cholera  vibrio  from  fresh 
stools  and  its  identification  by  specific  tests 
present  no  special  problem  for  the  experienced 
bacteriologist.  It  is  well  known,  however, 
that  the  vibrio  cannot  always  be  found  in  the 
stools  of  clinical  cases  in  an  epidemic. 

Typhoid  fever  has  become  relative^  infre- 
quent as  a result  of  continued  watchfulness  on 
the  part  of  health  authorities  and  physicians 
and  because  of  improvements  in  sanitation. 
In  the  diagnosis  of  the  disease  and  in  the  con- 
trol of  the  carrier  state  in  a larger  number  of 
individuals,  the  laboratory  plays  an  important 
role.  It  is  well  known  that  B.  typhosus 
is  often  found  in  the  blood  during  the  first 
week  of  illness  and  can  usually  be  readily 
cultivated  by  the  ordinary  blood-culture 
methods  or  by  culturing  the  clot  after  the 
serum  has  been  removed  for  use  in  the  agglu- 
tination test.  Typhoid  bacilli  in  stools  or 
urine  are  always  significant,  since  they  are 
found  only  in  specimens  from  cases  or  carriers. 
There  is  evidence  that  healthy  individuals 
may  become  transitory  carriers  and,  there- 
fore, it  is  particularly  important  that  a per- 
son be  declared  a chronic  carrier  only  when 
the  typhoid  bacillus  has  been  found  in  the 
feces  or  urine  for  a considerable  time. 

When  the  bacteriologic  examination  can- 
not be  undertaken  promptly  after  collection, 
buffered  30  per  cent  glycerol  solution  provides 
a medium  in  which  the  recognized  bacillary 
incitants  of  enteric  disease  and  nonpathogenic 
species  in  feces  and  urine  are  maintained  in  a 
relatively  stable  ratio.  Best  results  are  ob- 
tained when  feces  approximately  the  size  of  a 
large  pea.  are  carefully  suspended  in  the  give- 
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erol  solution.  When  urine  is  submitted  the 
jar  should  be  nearly  filled.  Usually,  the  sole 
focus  of  infection  in  a chronic  carrier  is  the 
gallbladder.  The  examination  of  material 
obtained  by  duodenal  drainage  provides  the 
only  reliable  basis  for  advocating  cholecys- 
tectomy in  an  attempt  to  cure  such  a carrier. 
This  type  of  examination  is  also  important  in 
the  release  of  a carrier  after  cholecystectomy. 
The  selective  mediums  now  available  make 
the  isolation  of  bacillary  incitants  of  enteric 
disease  a less  formidable  task  than  here- 
tofore. 

Differentiation  of  strains  of  B.  typhosus 
into  types  by  determining  their  sensitivity 
to  the  lytic  effect  of  various  bacteriophages 
was  first  reported  by  Craigie  and  Yen,6,7  of 
Toronto,  in  1937.  Lazarus,8  of  Denver,  was 
the  first  in  the  United  States  to  report  on  the 
typing  of  a large  number  of  strains.  The 
procedure  is  such  that  it  should  be  under- 
taken only  in  the  larger  laboratory  where  the 
volume  of  work  justifies  the  maintenance  of 
the  bacteriophages  and  the  standard  cultures 
employed  for  purposes  of  control.  The 
practical  advantage  to  the  epidemiologist  of 
the  typing  of  typhoid  bacilli  is  obvious. 
Persons  infected  by  a chronic  carrier  have  al- 
ways been  found  to  harbor  typhoid  bacilli  of 
the  same  type  as  those  discharged  in  the  feces 
of  the  carrier.  Just  as  is  the  case  with  blood 
typing  in  medicolegal  cases  involving  pater- 
nity, the  finding  of  the  homologous  type  of 
typhoid  bacillus  in  the  feces  of  a carrier  be- 
lieved to  be  responsible  for  a given  case  of 
typhoid  fever  does  not  positively  incriminate 
him,  but  the  finding  of  a heterologous  type 
definitely  relieves  him  of  responsibility  for 
the  infection  of  that  patient. 

The  value  of  the  agglutination  test  as  an 
aid  in  the  diagnosis  of  typhoid  fever  has  for 
many  years  depended  upon  the  demonstra- 
tion of  two  types  of  agglutinative  properties 
in  patients’  serums — flagellar  or  floccular  ag- 
glutination demonstrated  with  living  or  for- 
malin-treated suspension  of  an  actively  mo- 
tile strain  of  B.  typhosus,  and  somatic  or 
granular  agglutination  demonstrated  with  a 
living  suspension  of  a nonmotile  strain  or  an 
alcohol-treated  suspension  of  either  a motile 
or  a nonmotile  strain.  Both  types  of  clump- 
ing in  a 1:80  or  higher  dilution  are  rarely  ob- 
served in  serums  other  than  those  from  pa- 
tients having  typhoid  fever,  unless  typhoid 
vaccine  has  been  recently  administered.  In- 
deed, both  floccular  and  granular  agglutina- 
tion in  a high  dilution  of  serum  occurs  rarely 
in  recently  vaccinated  cases,  but  the  fact 


that  febrile  diseases  other  than  typhoid  may 
increase  the  agglutinating  activity  of  the 
serum  of  recently  vaccinated  individuals  calls 
for  an  accurate  history  and  caution  in  evaluat- 
ing the  result  of  the  test.  Usually,  floccular 
agglutination  alone  in  a serum  dilution  of 
1 : 80  or  higher  is  induced  by  vaccination  or  is 
an  indication  of  typhoid  fever  in  the  past  or 
of  an  existing  carrier  condition.  Granular 
agglutination  in  a 1:80  or  greater  dilution  and 
little  or  none  of  the  floccular  type  may  occur 
in  serums  from  patients  having  typhoid 
fever,  but  such  findings  are  most  commonly 
associated  with  infections  with  microorgan- 
isms antigenically  related  to  B.  typhosus 
and,  thus,  suggest  the  possibility  of  paraty- 
phoid fever.  When  Felix  and  Pitt9  first  de- 
scribed the  Vi  (virulence)  antigen  in  typhoid 
bacilli,  they  not  only  established  its  antigenic 
individuality  but  also  suggested  that  it  was 
associated  with  the  virulence  of  this  species. 
We  know  now  that  virulence  is  not  always 
imparted  by  the  presence  of  this  antigen. 
However,  it  is  of  significance  that  Vi  agglu- 
tinative properties  can  be  demonstrated  in 
the  serums  from  a high  percentage  of  typhoid 
carriers  and  in  few  of  those  from  non- 
carriers.10’11*12 This  is  a somatic  antigen 
and  is  agglutinated  in  a granular  manner. 
It  is  heat-labile,  and  active  immunization 
against  typhoid  fever  does  not  usually  result 
in  the  development  of  Vi  agglutinating  ac- 
tivity in  the  serum.  Thus,  the  presence  of 
serologic  activity  against  the  Vi  antigen 
takes  on  added  significance. 

Vaccination  against  typhoid  fever  with 
killed  suspensions  of  B.  typhosus  was  shown 
to  be  effective  in  the  war  of  1914  to  1918. 
Since  paratyphoid  fever  induced  by  B. 
paratyphosus  A is  rare  in  New  York  State 
and  since  B.  paratyphosus  B infections  are 
relatively  uncommon,  vaccine  consisting  of 
B.  typhosus  alone  is  now  being  dispensed  by 
the  Division  of  Laboratories  and  Research 
of  the  New  York  State  Department  of 
Health.  Triple  vaccine  is  being  adminis- 
tered in  the  Army  because  of  the  possibility 
of  the  soldiers  being  stationed  where  paraty- 
phoid fever  is  more  common.  Revaccination 
by  the  intradermal  injection  of  0.1  ml.  of  an- 
tityphoid vaccine  at  one-  to  two-year  inter- 
vals has  been  found  to  yield  high  serologic 
activity  against  the  bacillus  as  indicated  by 
mouse  protection  tests. 

The  paratyphoid-enteritidis,  or  Salmonella, 
group  is  composed  of  seventy  some  species 
and  others  are  constantly  being  recognized. 
The  identification  of  members  of  this  group 
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is  often  laborious  and  time-consuming.  Their 
classification  in  the  Kauffmann -White 
Schema13*14  is  based  upon  the  fact  that  slight 
differences  in  the  antigenic  structure  of  the 
cell  bodies  and  flagella  of  individual  types  can 
be  detected  by  agglutination  in  highly  specific 
serums.  Dr.  F.  Kauffmann  at  the  Interna- 
tional Salmonella  Center,  Copenhagen,  Den- 
mark, has  supplied  small  amounts  of  the  neces- 
sary serums  to  a few  laboratories  in  this 
country  which  have  been  designated  Sal- 
monella centers.  One  is  located  at  Beth 
Israel  Hospital  in  New  York  City  and  one  in 
the  Division  of  Laboratories  and  Research 
of  the  New  York  State  Department  of 
Health.  From  the  standpoint  of  treatment, 
the  final  identification  of  strains  in  this  group 
is  of  doubtful  importance.  However,  as  an 
aid  to  prognosis  of  the  probable  severity  of 
the  infection,  typing  of  strains  is  helpful, 
since  certain  members  of  this  group  character- 
isticaUy  induce  more  violent  gastrointestinal 
and  systemic  disturbances  than  others.  To 
the  epidemiologist,  the  identification  of 
strains  may  be  of  the  greatest  aid  in  establish- 
ing a connection  between  cases  of  enteric 
disease  and  the  presumptive  source  of  infec- 
tion. Some  members  of  this  group  invade 
the  blood  stream,  and  hence  the  cultural  ex- 
amination of  blood  during  the  early  stages 
of  illness  may  be  of  value.  The  examination 
of  feces  and  urine  is  subject  to  the  same  recom- 
mendations as  in  the  case  of  typhoid  fever. 
Some  of  the  species  in  this  group  have  been 
associated  with  localized  infections,  such  as 
osteomyelitis  and  empyema,  and  have  been 
•isolated  occasionally  from  sputum  from  pa- 
tients having  pneumonia15  and  from  spinal 
fluid  from  cases  of  meningitis.  Agglutina- 
tive properties  for  the  inciting  microorganism 
are  usually  demonstrable  in  the  patients’ 
serums  but,  because  of  the  large  number  of 
species  in  the  group  and  their  close  antigenic 
relationship,  agglutination  is  usually  of  little 
value  as  an  aid  in  diagnosis. 

Bacillary  dysentery  is  as  common  in  this 
state  as  amebic  dysentery  is  uncommon. 
However,  the  differential  diagnosis  is  of  great 
importance,  and  the  laboratory  is  in  a posi- 
tion to  confirm  the  clinical  differentiation 
through  a study  of  the  stools.  For  evidence 
of  bacillary  dysentery,  the  examination  of 
fresh  stools  is  preferable  but,  if  the  specimen 
must  be  sent  by  mail,  it  should  be  suspended 
in  buffered  30  per  cent  glycerol  in  salt  solu- 
tion. Hardy  and  his  co-workers16*17’18  have 
published  an  excellent  series  of  papers  that 
link  modern  laboratory  and  epidemiologic 


methods  in  the  study  of  acute  diarrheal  dis- 
eases. They  have  made  use  of  the  method 
of  rectal  swabbing  and  direct  plating  on  selec- 
tive mediums  for  the  isolation  of  dysentery 
bacilli. 

Dysentery  bacilli  are  rarely,  if  ever,  found 
in  blood  or  urine.  The  agglutination  test 
with  patients’  serums  is  of  little  value  be- 
cause reactions  are  not  ordinarily  obtained 
sufficiently  early  in  the  disease  to  aid  in 
diagnosis  and  because  so  many  types  of  dys- 
entery bacilli  that  vary  in  their  antigenic 
properties  are  recognized.  Fortunately,  B. 
dysenteriae  Shiga,  the  most  virulent  of 
the  dysentery  bacilli,  is  extremely  uncommon 
in  New  York  State.  A large  group  of  strains 
that  ferment  mannitol  and  are  antigenically 
related  is  known  as  the  Flexner  group. 
Members  of  this  group  and  also  B.  dysen- 
teriae Sonne  are  common  in  this  area.  Al- 
though the  Schmitz  and  Newcastle  types  are 
less  common  than  the  Flexner  and  Sonne,  ex- 
tensive outbreaks  incited  by  them  have  oc- 
curred in  institutions  in  New  York 
State.17-19*20’21 

Cases  of  severe  enteric  disease,  usually  oc- 
curring in  children,  in  which  the  only  signifi- 
cant microorganism  appears  to  be  an  unidenti- 
fied species  of  gram-negative  bacillus  have 
occurred  frequently  enough  and  with  a suffi- 
ciently high  mortality  rate  to  command  se- 
rious attention.  The  characteristics  of  this 
microorganism  and  the  lesions  induced  by  it 
have  been  described  by  Mclver  and  Pike,22 
Schleif stein  and  Coleman,23  and  Curphey.24 
Other  species  that  have  occasionally  been 
thought  to  incite  enteric  disease  are  B. 
morgani  No.  1,  B.  alkalescens,  and  B.  dispar. 
These  are  also  frequently  found  in  feces  from 
normal  individuals,  and  their  significance  has 
not  been  established. 

Certain  food-borne  diseases  in  which  the 
incitant  enters  by  way  of  the  gastrointestinal 
tract  have  been  omitted  for  the  sake  of 
brevity  and  because  the  appropriateness  of 
their  inclusion  in  this  symposium  on  food- 
borne  diseases  of  the  gastrointestinal  tract 
is  open  to  question.  I refer  especially  to  un- 
dulant  fever,  milk-borne  streptococcic  infec- 
tions, intestinal  tuberculosis,  and,  just  pos- 
sibly, poliomyelitis. 

Bacterial  Toxins 

Botulism  is  induced  by  the  ingestion  of 
bacterial  toxins  and,  although  comparatively 
rare,  is  of  especial  importance  because  of 
the  high  mortality  rate.  The  attempted 
demonstration  of  the  presence  of  botuhnus 
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toxin  in  canned  food  is  time-consuming  and 
not  worthwhile  unless  symptoms  suggestive 
of  botulism  are  present  in  individuals  who 
have  partaken  of  it.  Clostridium  botulinum 
or  its  toxin  may  be  found  in  the  patient’s 
feces,  and  the  toxin  may  be  demonstrated  in 
the  blood  by  animal  inoculation,  providing 
antitoxin  has  not  been  administered.  In 
any  case,  treatment  must  be  initiated  before 
results  of  the  laboratory  examination  can  be 
obtained.  Food  or  feces  are  cultured  an- 
aerobically, and  guinea  pigs  and  mice  are  in- 
oculated to  demonstrate  toxin.  The  animals 
develop  muscular  weakness  and  usually  die 
of  respiratory  paralysis.  Strains  A,  B,  and 
E25'26  have  been  recognized,  the  products  of 
which  have  been  shown  to  be  toxic  for  man. 
Specific  antiserum  that  is  effective  against 
one  type  is  ineffective  against  the  others. 
Therapeutic  serums  for  types  A and  B are 
available,  a pool  of  the  two  being  used  when 
the  type  of  the  offending  toxin  is  not  known. 

Other  microorganisms  are  believed  either 
to  elaborate  or  to  release,  upon  their  dissolu- 
tion, enterotoxic  substances.  Certain  strains 
of  staphylococci  have  been  shown  to  be  re- 
sponsible for  the  formation  of  toxins  during 
growth  in  many  different  types  of  foodstuffs. 
Many  outbreaks  of  food  poisoning,  as  illus- 
trated by  a recent  report  by  Coughlin27  of 
the  New  York  State  Department  of  Health, 
have  been  traced  to  cream-filled  pastries  in 
which  enterotoxic  strains  of  staphylococci 
were  demonstrated.  The  ubiquitous  nature 
of  this  microorganism  always  casts  doubt  on 
the  significance  of  its  presence,  but  finding  it 
in  large  numbers  in  food  that  has  been  ade- 
quately refrigerated,  after  portions  thought 
to  have  induced  food  poisoning  were  con- 
sumed, is  circumstantial  evidence  that  the 
strain  is  enterotoxic.  The  laborious  labora- 
tory procedures  necessary  to  demonstrate 
such  entero toxins  scarcely  seem  justified. 
If  this  information  is  desired  in  connection 
with  legal  proceedings  in  damage  suits,  the 
work  should  be  undertaken  in  a laboratory 
where  the  examinations  can  be  performed 
under  conditions  fulfilling  the  requirements 
of  a court  of  law  and  where  appropriate 
charges  can  be  made. 

Other  Incitants 

A large  number  of  chemicals  is  capable  of 
inducing  gastroenteritis,  but  the  problem  of 
their  demonstration  and  identification  by 
laboratory  methods  is  a toxicologic  one  for 
the  chemist. 

There  are  enteric  diseases  associated  with 


’vitamin  deficiency  and  allergy,  as  well  as 
metabolic  and  other  functional  disturbances, 
that  can  scarcely  be  called  food-borne  diseases. 
There  are  also  diseases  of  unknown  etiology, 
some  of  which  may  be  food-borne,  but  the 
diagnostic  laboratory  furnishes  relatively 
little  help  except  in  a negative  sense  in  their 
diagnosis  or  control.  Examples  are  epidemic 
diarrhea  of  the  newborn,  discussed  by  Frant 
and  Abramson,28  also  so-called  intestinal 
grip,  ulcerative  colitis,  regional  ileitis,  and 
appendicitis. 

Finally,  the  role  of  the  laboratory  in  assist- 
ing the  sanitary  engineer  and  the  health 
officer  in  the  prevention  of  food-borne  dis- 
eases must  not  be  overlooked.  By  laboratory 
examinations  in  connection  with  restaurant 
sanitation,  by  the  search  for  microorganisms 
of  the  coliform  group  and  other  evidence  of 
pollution  of  water,  and  by  bacterial  counts  in 
milk  and  the  phosphatase  test  to  determine 
completeness  of  pasteurization,  the  labora- 
tory forms  part  of  the  bulwark  against  the 
outbreak  of  epidemics  of  enteric  disease. 

Laboratory  Service  in  New  York  State 

The  importance  of  cooperation  between  the 
physician  and  the  laboratory  deserves  em- 
phasis. The  physician  may  contribute  to  the 
insuring  of  optimum  results  by  the  selection 
of  the  proper  outfit  for  each  specimen  and  by 
care  in  the  collection  of  material,  as  well  as 
by  providing  pertinent  information  on  the 
history  forms  that  are  provided  for  this  pur- 
pose. Clinical  data  are  often  essential  to  the 
laboratory  director  for  evaluating  results  ob- 
tained with  a given  specimen,  for  determining, 
what  additional  tests  should  be  performed, 
and  for  suggesting  to  the  physician  further 
laboratory  procedures  that  might  be  advis- 
able. Failure  to  receive  adequate  clinical 
information  is  one  of  the  greatest  difficulties 
a laboratory  has  to  face. 

In  New  York  State  the  major  part  of  the 
laboratory  work  under  discussion  is  per- 
formed in  local  approved  laboratories  under 
high  standards  of  efficiency.  The  central 
laboratory,  by  collaborating  with  them,  is  in 
a position  to  assist  with  special  procedures, 
such  as  the  identification  of  unusual  strains 
and  the  evaluation  of  new  methods. 
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Discussion 

Dr.  Samuel  Frant,  New  York  City — It  is 
manifestly  impossible  to  discuss  in  detail  a paper 
of  such  broad  scope  as  the  one  just  presented. 
The  authors  have  given  a concise  review  of  the 
role  of  the  laboratory  and  the  part  it  plays  in  the 
investigation  of  enteric  disorders.  The  opinions 
expressed  agree  with  those  held  by  the  New  York 
City  Department  of  Health  and  may  be  taken  as 
a fair  statement  of  modern  public  health  practice. 


As  laboratory  methods  become  better  devel- 
oped, new  fields  of  thought  are  opened  up.  I 
should  like  to  discuss  briefly  on  one  such  aspect 
of  the  role  of  the  laboratory.  You  are  no  doubt 
well  aware  of  the  increased  ease  with  which  incit- 
ants  of  enteric  disease  can  be  demonstrated  by 
the  newer  mediums,  such  as  bismuth  sulfite, 
desoxycholate  citrate  SS  Agar,  introduced  by 
Difco,  and  tetrathionate  broth.  As  a result  of 
the  use  of  these  mediums,  our  department  labo- 
ratory is  reporting  at  least  100  per  cent  more 
positives  than  before. 

The  reporting  of  this  increased  number  of 
positives  in  cases  and  contacts  of  typhoid  fever 
has  lead  to  new  situations  and  the  raising  of  new 
problems. 

1.  Every  case  of  typhoid  fever  reported  in 
New  York  City  is  followed  for  one  year  after 
original  termination.  Stool  specimens  are  ob- 
tained every  three  months  in  order  to  determine 
complete  freedom  from  the  carrier  state  in  these 
recovered  cases.  An  increasing  number  of  indi- 
viduals with  positive  specimens  is  now  being 
found  for  the  first  time,  as  long  as  six  months  and 
nine  months  after  clinical  recovery  and  discharge 
from  isolation  by  negative  laboratory  findings. 
There  is  evidence,  therefore,  that  the  carrier 
state  following  an  attack  of  typhoid  fever  is  prob- 
ably much  more  common  than  was  formerly 
realized. 

2.  In  the  investigation  of  every  case  of  ty- 
phoid fever  in  New  York  City,  every  household 
contact  is  required  to  submit  a stool  specimen. 
We  are  now  getting  many  positive  isolations  in 
well  contacts  to  these  cases.  These  contacts  at 
no  time  have  had  typhoid  fever,  nor  do  they  pre- 
sent any  symptoms  at  the  time  of  the  positive 
specimens  or  subsequently.  In  many  instances, 
after  one  or  two  weeks  of  having  positive  stools, 
these  contacts  clear  up  completely,  and  repeated 
examinations  make  it  likely  that  they  are  prob- 
ably not  chronic  carriers. 

However,  up  to  the  present  time  the  New 
York  City  Sanitary  Code  regulations  require  that 
any  individuals  with  positive  stools  and  no  previ- 
ous history  of  typhoid  fever  be  put  under  legal  re- 
strictions as  chronic  typhoid  carriers.  Certainly, 
some  modification  of  these  regulations  must  be 
made  to  take  care  of  this  new  situation.  Other 
health  authorities  are  having  this  same  experience. 
No  doubt  from  free  discussion  of  this  situation, 
procedures  for  the  fair  and  proper  treatment  of 
such  individuals  will  be  evolved. 
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THE  TREATMENT  OF  FOOD-BORNE  DISEASES  OF  THE 
GASTROINTESTINAL  TRACT 


Z.  Bercovitz,  M.D.,  New  York  City 

THE  treatment  of  diseases  of  the  gastro- 
intestinal tract  calls  for  a careful  case 
history  and  accurate  diagnosis  of  the  condi- 
tion present.  At  the  same  time,  the  patient’s 
general  condition  should  be  evaluated  and  all 
necessary  measures  should  be  taken  to  build 
up  or  maintain  his  strength.  With  few  ex- 
ceptions there  is  no  specific  therapy  for  the 
diseases  of  the  gastrointestinal  tract.  Treat- 
ment, therefore,  includes  general  systemic 
therapeutic  principles.  Indeed,  the  first  con- 
sideration of  the  physician  at  all  times  is  the 
welfare  of  the  patient,  and  consequently  his 
attention  should  not  necessarily  be  concen- 
trated upon  bacteria,  protozoa,  or  chemical 
agent.  The  physician  has  to  treat  patients, 
not  diseases. 

The  differential  diagnosis  of  the  various 
food-borne  diseases  of  the  gastrointestinal 
tract  includes: 

(1)  Irritative  lesions. 

(a)  Chemical. 

(b)  Alcoholic. 

(c)  Dietary  indiscretions. 

(2)  Bacillary  diseases  of  bacterial  origin, 

(a)  Bacillary  dysentery. 

(b)  Typhoid-paratyphoid  group. 

(c)  Salmonella  group. 

(3)  Protozoan  infections. 

(a)  Endamoeba  histolytica. 

(b)  Giardia  lamblia. 

(c)  Balantidium  coli. 

E.  histolytica  and  Bal.  coli  are  known  to 
be  related  to  diarrheal  conditions,  but 
the  evidence  in  the  case  of  G.  lamblia  is 
not  clear.  Most  authorities  generally 
consider  other  protozoan  infections  of 
academic  interest  only,  since  they  are 
not  definitely  related  to  disease. 

(4)  Helminthic  infestations. 

(a)  Trichinosis. 

(b)  Bilharzia. 

(5)  Allergic  conditions. 

(6)  Chronic  ulcerative  colitis. 

Fundamental  Regimen 

The  fundamental  regimen  in  the  treatment 
of  every  case  of  food-borne  disease  of  the 
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gastrointestinal  tract  is  relatively  simple  but 
must  be  applied  energetically  and  with  a good 
measure  of  common  sense.  It  must  be  remem- 
bered that  whenever  a patient  has  developed 
a disease  of  the  gastrointestinal  tract  there  is 
fundamentally  a disturbed  physiology  of  both 
the  stomach  and  the  intestines,  including  the 
small  bowel  as  well  as  the  colon.  This  dis- 
turbed physiology  may  be  evidenced  by  nau- 
sea and  vomiting,  and  by  distention  of  the 
abdomen  accompanied  by  gas,  rumbling,  and 
gurgling.  Changes  in  biliary  function  may 
become  evident  and  there  may  be  diarrhea. 
When  there  is  frequent  evacuation  of  the 
bowels,  there  may  be  watery,  pea-soup-like 
stools,  which  may  be  of  foul  odor  and  may 
even  contain  blood  or  mucus.  All  these 
symptoms  may  be  transient  or  persistent. 
The  fluids  of  the  body  are  depleted  rapidly 
if  these  symptoms  appear,  especially  if  there 
is  nausea  and  vomiting  with  the  diarrhea. 
At  the  same  time  there  is  rapid  loss  of  all  the 
vitamins.  Thus,  in  a matter  of  hours  some 
patients  may  be  in  a serious  general  condi- 
tion as  a result  of  a simple  dietary  upset.  In 
those  unfortunate  individuals  who  may  be 
allergic  to  various  foods  and  whose  upset  is 
caused  by  increased  sensitivity  to  certain 
articles  of  diet,  generalized  symptoms  may 
appear  immediately.  On  the  other  hand,  in- 
fection with  bacillary  dysentery  may  result 
in  a sudden  onset  of  acute  symptoms,  which 
may  become  exceedingly  serious  within  a few 
hours.  Regardless  of  the  cause  of  the  disease, 
the  fundamental  principles  of  treatment  in- 
clude the  following. 

( 1 ) Adequate  Elimination. — This  should  be 
prompt  and  should  include  both  the  stomach 
and  the  intestinal  tract.  A simple  method  of 
evacuating  the  stomach  is  to  have  the  patient 
drink  in  rapid  succession  three  large  tumblers 
of  tepid  water,  to  each  of  which  a heaping  tea- 
spoonful of  baking  soda  has  been  added.  In 
all  probability  a large  amount  of  mucus  or 
other  irritating  material  is  present  in  the 
stomach  if  the  patient  is  nauseated  or  vomits. 
If  he  vomits  immediately  after  drinking  the 
tepid  water  and  soda,  his  stomach  is  emptied 
of  whatever  mucus  and  other  irritative  ma- 
terial may  be  present  there.  If  this  results, 
the  treatment  should  be  repeated  immediately 
so  that  all  the  contents  of  the  stomach  will 
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be  evacuated.  Not  infrequently,  the  patient 
feels  much  better  as  a result  of  the  first  wash- 
ing-out of  the  stomach,  and  the  second  dosage 
of  soda  water  seldom  requires  the  coercion  that 
the  first  did.  Often  the  patient  retains  most 
of  the  second  dose.  In  this  case  he  benefits 
decidedly  from  the  treatment,  since  he  is  now 
ready  to  start  absorbing  water.  In  many 
instances  the  patient  does  not  vomit  the  soda 
water  originally  given  him  but  retains  it 
comfortably.  In  a short  period  of  time,  he 
feels  decidedly  better. 

It  is  good  policy  to  evacuate  the  stomach 
early  in  the  treatment  of  any  case  of  food- 
borne  disease  of  the  gastrointestinal  tract. 
There  may  be  times  when  the  stomach  tube 
is  necessary  for  this  purpose,  especially  if 
there  is  evidence  of  the  ingestion  of  chemicals 
and  particularly  of  poisons. 

As  soon  as  the  stomach  has  been  evacuated, 
treatment  should  be  directed  to  the  bowels. 
Even  though  the  patient  has  diarrhea,  a dose 
of  saline  cathartic  should  be  administered. 
The  saline  cathartic  is  preferred  because  it 
produces  a profuse  watery  discharge  from  the 
bowels  with  a minimum  of  cramping  and  pain 
Also,  if  the  patient  is  suffering  from  an  in- 
fective disease  such  as  bacillary  dysentery,  the 
addition  of  Epsom  salts  to  his  regimen  is  par- 
ticularly valuable.  In  all  cases  the  dose  should 
be  adequate  and  should  be  administered 
promptly. 

(£)  Adequate  Supportive  Measures . — These 
should  be  instituted  promptly  and  should  in- 
clude infusions  with  glucose  in  normal  saline. 
As  a rule,  2l/2  to  5 per  cent  solutions  of  glucose 
in  normal  saline  are  adequate  and,  according 
to  the  condition  of  the  patient,  these  should  be 
given  in  amounts  from  1,000  to  3,000  cc.  in 
twenty-four  hours.  Whenever  possible,  it  is 
desirable  to  use  large  quantities  of  fluid  by 
intravenous  infusion  rather  than  by  clysis, 
which  causes  much  more  distress  to  the  pa- 
tient. If  fluids  are  given  by  infusion,  it  is 
important  that  they  should  be  administered 
slowly,  at  a rate  of  not  more  than  30  to  40 
drops  per  minute. 

Blood  transfusions  are  most  valuable  as 
supportive  measures  and  should  be  used  fre- 
quently. Indeed,  they  provide  one  of  the 
most  important  supportive  methods  at  the 
disposal  of  the  physician  because  they  serve 
to  give  the  patient  adequate  red  blood  cor- 
puscles as  well  as  proteins. 

Heat  in  various  forms  constitutes  a simple 
but  timely  method  of  supporting  the  patient. 
Hot  water  bottles  and  warm,  fight  blankets 
are  especially  helpful  in  this  connection.  Hot 


drinks  are  of  great  importance  if  the  patient 
appears  to  be  in  collapse.  Strong  coffee  or 
tea  is  to  be  recommended. 

Attention  to  food  intake  and  to  fluid  elimi- 
nation is  important.  As  a rule,  the  diet  on  the 
first  day  or  two  following  the  onset  of  an  acute 
intestinal  disease  should  be  fight,  preferably 
liquid.  It  should  be  wholesome  and  should 
contain  adequate  quantities  of  proteins  and 
carbohydrates.  Fruit  juices  may  include 
grapefruit,  orange,  and  lemon.  A tablespoon- 
ful of  sugar  may  be  added  to  the  juice  of  a 
freshly  squeezed  lemon,  and  the  mixture  may 
be  served  to  the  patient  with  a spoon.  This 
gives  the  patient  something  tart,  while  the 
granules  of  sugar  provide  something  that  he 
can  crunch.  Fruit  juices  provide  adequate 
vitamins  and  carbohydrates,  which  after  all 
are  most  important.  As  a general  rule,  milk 
is  not  well  tolerated  in  the  early  stages  of  an 
acute  infection.  Since  there  is  a marked 
difference  in  the  reaction  of  individual  patients 
to  milk,  experience  with  each  one  must  serve 
as  guide  to  the  amount  of  milk  prescribed  for 
the  patient’s  diet.  Boiled  rice  and  macaroni 
may  be  used  for  a day  or  two.  Care  should  be 
taken  to  avoid  depletion  of  the  patient’s  pro- 
tein and  vitamin  reserves  when  planning  his 
diet.  As  rapidly  as  possible,  the  patient  should 
be  given  a more  solid  diet,  including  high -pro- 
tein and  high-vitamin  foods. 

The  Treatment  of  Irritative  Lesions  of 
the  Gastrointestinal  Tract 

Irritative  lesions  of  the  gastrointestinal  tract 
are  generally  caused  by  chemical  agents. 
Chemical  irritants  have  to  be  dealt  with  vigor- 
ously, and  treatment  must  be  directed  to 
whichever  drug  is  suspected. 

It  is  impossible  in  the  scope  of  this  paper 
to  discuss  all  the  chemical  agents  that  may  be 
related  to  food-borne  diseases.  The  most  im- 
portant, however,  is  alcohol,  which  is  one  of 
the  most  common  chemical  agents  responsible 
for  irritative  lesions  of  the  gastrointestinal 
tract.  Alcoholism  may  be  either  acute  or 
chronic.  In  the  acute  stages  it  is  a relatively 
simple  matter  to  cause  evacuation  of  the  gas- 
trointestinal tract  and  then  to  give  various 
stimulants  such  as  coffee  or  tea.  Within  a 
short  time  the  patient  is  on  his  feet  again. 
On  the  other  hand,  when  alcohol  has  been  used 
over  a considerable  period  of  time,  definite 
systemic  changes  take  place.  While  these 
may  be  related  to  the  body  as  a whole,  they 
are  chiefly  due  to  the  failure  of  vitamin  metabo- 
lism of  the  body.  This  is  especially  true  of 
vitamin  Bx.  There  may  be  a decrease  in  the 
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free  hydrocliloric  acid  of  the  stomach  that 
results  in  a coincident  depletion  of  the  body 
reserves  of  vitamin  C as  well  as  vitamin  B. 
These  cause  bleeding  from  the  gastrointestinal 
tract  and  also  diarrhea,  with  the  development 
of  mucus.  Other  systemic  evidences  of 
vitamin  B and  vitamin  C deficiencies  which 
have  to  be  treated  intensively  may  develop. 
In  the  case  of  vitamin  B deficiency,  it  is  ur- 
gent that  the  patient  should  receive  adequate 
amounts  of  both  thiamine  chloride  and  the 
whole  vitamin  B complex.  To  insure  ab- 
sorption, these  should  be  administered  par- 
enterally.  Vitamin  C is  also  available  for 
parenteral  administration.  The  dosage  of 
thiamine  chloride  should  be  adequate.  It 
should  include  a minimum  of  60  to  120  mg. 
daily  for  the  first  week,  after  which  it  may  be 
reduced  to  about  50  mg.  a day  for  the  next 
two  weeks.  One  of  the  vitamin  B complex 
preparations  may  be  given  by  intramuscular 
injections.  As  a rule,  1 or  2 cc.  are  admin- 
istered daily  over  a period  of  weeks.  Unre- 
fined preparations  of  liver  extract,  admin- 
istered by  injections,  constitute  the  best  means 
of  giving  the  patient  the  whole  vitamin  B 
complex  in  its  natural  state. 

Irritative  lesions  resulting  from  food  indis- 
cretions should  be  treated  as  acute  irritative 
lesions.  Usually  the  simple  evacuation  of  the 
gastrointestinal  tract  both  by  mouth  and  by 
bowel  is  sufficient. 

Diseases  Caused  by  Bacterial  Agents 

It  is  not  definitely  known  just  what  part 
many  of  the  bacteria  of  the  gastrointestinal 
tract  play  in  relation  to  disease  conditions,  and 
so  consideration  will  here  be  limited  to  those 
bacteria  that  are  known  to  cause  disease  of 
the  gastrointestinal  tract. 

The  bacillary  dysentery  group  of  organisms 
is  related  to  some  of  the  most  difficult  and  se- 
vere disease  conditions  of  the  gastrointestinal 
tract.  Bacillary  dysentery  is  an  acute  disease 
caused  by  one  of  the  group  of  organisms  in- 
cluded in  the  Flexner,  Shiga,  or  Sonne  groups. 
Invasions  of  the  gastrointestinal  tract  by  these 
organisms  are  characterized  by  such  sudden 
and  dramatic  onset  that  within  a few  hours 
the  patient  is  transferred  from  a well  and 
strong  individual  into  one  who  is  fighting  for 
his  fife.  Symptoms  begin  with  diarrhea  with 
blood,  mucus,  pus,  straining,  tenesmus,  and 
toxemia.  The  patient  is  rapidly  dehydrated 
and  feverish  and  within  a few  hours  may  be 
having  such  constant  evacuations  of  the 
bowels  that  he  is  literally  “glued  to  the  bed- 
pan/’  When  the  physician  is  confronted  with 


a patient  suffering  from  these  severe  symp- 
toms, he  should  immediately  examine  micro- 
scopically a specimen  of  the  bowel  discharges. 
He  should  also  have  an  immediate  bacterio- 
logic  examination  made  of  the  stools.  The 
unfortunate  victim  of  bacillary  dysentery 
strains  to  eliminate  as  little  as  a teaspoonful 
or  a tablespoonful  of  blood,  mucus,  and  pus, 
which  are  mixed  together  into  a sticky  sub- 
stance that  adheres  to  the  bedpan.  If  a drop 
of  this  discharge  is  placed  immediately  upon 
a slide,  covered  with  a coverslip,  and  ex- 
amined microscopically,  it  will  be  noticed  that 
there  is  a myriad  of  cells  of  all  shapes  and  de- 
scriptions. Under  the  high  dry  power  of  the 
microscope,  specimens  prepared  in  this  manner 
reveal  the  presence  of  many  round  to  oval  cells, 
containing  as  a rule  three  rather  prominent 
nuclei  which  mark  them  as  polymorphonuclear 
leukocytes.  These  should  not  be  confused 
with  cysts  of  E.  histolytica.  A differential 
diagnosis  of  bacillary  dysentery,  chronic 
ulcerative  colitis,  and  amebic  dysentery  on 
the  basis  of  the  cellular  exudates  of  bowel 
discharges  is  made  in  the  work  of  Bercovitz.1*"4 
In  order  to  make  sure  of  the  nature  of  the  exu- 
date, the  physician  should  take  another  drop 
of  the  mucus,  which  may  be  mixed  with  a drop 
of  Loffler’s  methylene  blue,  covered  with  a 
coverslip,  and  examined  as  a wet  coverslip 
preparation.  The  methylene  blue  promptly 
stains  the  cells  of  tissue  origin.  It  is  possible 
by  this  method  to  demonstrate  adequately 
the  polymorphonuclear  leukocytes  and  the 
denuded,  toxic,  epithelial  cells.  When  these 
cells  are  found  in  profusion,  a preliminary 
presumptive  diagnosis  of  bacillary  dysentery 
may  be  made.  Appropriate  therapy  can  then 
be  instituted  at  once.  Bacillary  dysentery  is 
a disease  involving  the  mucosa  of  the  entire 
large  bowel,  which  may  have  single  or  mul- 
tiple ulcers  as  well  as  diffuse  necrosis  of  the 
bowel  wall  accompanied  by  sloughing.  The 
degenerated,  denuded,  epithelial  cells  seen  in 
the  microscopic  examination  of  a methylene 
blue  coverslip  preparation  are  the  result  of 
this  diffuse  necrosis  of  the  bowel  mucosa. 
When  this  condition  is  present,  it  must  be 
treated  promptly  and  adequately.  Even 
under  the  best  conditions  of  therapy  it  may 
develop  into  chronic  ulcerative  colitis.  In 
fact,  many  physicians  believe  that  a certain 
percentage  of  all  cases  of  chronic  ulcerative 
colitis  is  secondary  to,  or  results  from,  an 
acute  attack  of  bacillary  dysentery.  The 
fundamental  treatment  of  bacillary  dysen- 
tery does  not  differ  radically  from  the  funda- 
mental regimen  required  in  the  treatment' 
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of  chronic  ulcerative  colitis.  For  that  reason 
both  conditions  may  be  considered  together. 

Dosage  with  Epsom  salts  has  been  con- 
sidered almost  specific  for  acute  bacillary  dys- 
entery. Used  for  over  a century  by  physi- 
cians experienced  in  the  tropics  and  in  the 
Orient,  the  crystals  of  Epsom  salts  are  ad- 
ministered morning  and  evening  during  the 
first  day  in  a tablespoonful  dose  to  which  a 
small  quantity  of  water  is  added.  On  the 
second  day,  a tablespoonful  of  Epsom  salts 
should  be  given  and,  depending  upon  the  pref- 
erence of  the  physician,  may  be  given  as  a 
single  dose  in  the  morning  or  in  divided  doees 
throughout  the  day.  It  is  better  to  give  it 
as  a single  dose  in  the  morning  because  the 
patient  will  have  several  fluid  evacuations 
from  the  bowels  before  the  day  is  over,  and 
by  nightfall  he  should  be  improved.  Within 
forty-eight  to  seventy-two  hours  it  will  be 
noticed  that  the  patient  is  having  less  strain- 
ing and  tenesmus,  and  the  character  of  the 
bowel  discharge  will  have  changed  from  a 
small  amount  of  sticky  blood,  mucus,  and 
pus  to  a more  copious  fluid  fecal  character. 
By  the  third  day  there  will  be  some  evidence 
of  soft,  watery  fecal  discharge  which,  within 
another  twenty-four  hours,  will  become  soft 
and  mushy  in  character.  In  the  meantime 
the  patient's  general  condition  will  be  mark- 
edly improved;  he  will  be  less  toxic  and  the 
outlook  generally  will  be  more  encouraging. 

Glucose  infusions  as  outlined  under  general 
symptomatic  treatment  are  of  vital  impor- 
tance at  this  point.  It  is  necessary  to  give 
2,000  to  3,000  cc.  of  5 per  cent  glucose  by  intra- 
venous infusion  in  twenty-four  hours.  In 
addition,  500  cc.  of  whole  blood,  either  by 
the  direct  or  indirect  method,  may  be  given 
every  day  or  every  other  day,  depending  upon 
the  patient's  general  condition.  The  physician 
should  not  be  misled  by  a relatively  high 
erythrocyte  count  because  this  may  represent 
the  result  of  concentration  resulting  from  de- 
hydration. The  patient’s  general  condition 
is  the  best  guide  in  the  matter  of  blood  trans- 
fusions and  glucose  infusions.  It  has  been 
noted  frequently  that  there  is  a more  watery 
discharge  from  the  bowel  when  glucose  in- 
fusions are  given.  This  should,  however,  not 
alarm  the  attending  physician. 

Rest,  both  physical  and  mental,  is  of  great 
importance  in  the  treatment  of  a patient  with 
an  acute  bacillary  dysentery  infection  or  with 
chronic  ulcerative  colitis.  The  patient  is 
worried  and  he  feels  ill;  his  judgment  is 
not  accurate  and  he  is  easily  irritated  by  little 
things.  He  is  soon  considered  “nervous,” 


and  frequently  nervousness  of  one  sort  or 
another  is  blamed  for  his  symptoms  when,  in 
reality,  he  is  quite  naturally  “nervous”  as  the 
result  of  bowel  movements  twenty  to  thirty 
times  a day.  A patient  of  this  sort  is  bene- 
fited most  by  the  administration  of  adequate 
sedatives,  especially  of  bromides.  Habit- 
forming drugs,  such  as  codeine  and  morphine, 
are  to  be  most  scrupulously  avoided.  The 
barbiturate  group  may  be  used  cautiously,  but 
the  drugs  that  should  be  used  are  the  triple 
bromides,  to  which  chloral  hydrate  may  be 
added  if  necessary . A favored  prescription  is : 

f*. 

Triple  bromide  30  cc. 

Chloral  hydrate  20  cc. 

Elixir  of  phenolbarbital  q.  s.  120  cc. 

M.  Sig.  One  teaspoon  q.  4 h. 

For  some  individuals,  it  may  be  sufficient  to 
give  15  or  30  grains  of  the  effervescent  triple 
bromides  dissolved  in  an  adequate  amount  of 
water.  This  dose,  taken  every  four  hours,  is 
usually  sufficient  to  keep  the  patient  at  rest, 
even  though  he  has  to  evacuate  the  bowels. 
Between  evacuations  he  is  able  to  obtain 
badly  needed  rest. 

Serum  therapy  in  bacillary  dysentery  offers 
a subject  for  discussion.  When  introduced 
a number  of  years  ago,  it  was  generally  con- 
sidered that  serum  therapy  offered  one  of  the 
most  adequate  methods  of  approach  to  the 
difficult  problem  of  treating  this  disease.  It 
was  soon  found,  however,  that  satisfactory 
results  were  obtained  only  when  the  dosage 
was  sufficient  and  when  it  was  administered 
early.  It  is  generally  considered  that  the 
serum  must  be  polyvalent  in  character  and 
administered  in  large  quantities  within  the 
first  week  of  the  disease.  Eighty  to  100  cc. 
of  polyvalent  serum  must  be  given  every  day 
for  two  or  three  days  if  satisf actor y results 
are  to  be  obtained.  Unfortunately,  this  dos- 
age is  usually  followed  by  severe  serum  sick- 
ness, which  may  be  more  difficult  to  treat  than 
the  original  disease.  For  this  reason,  many 
who  have  had  to  deal  with  large  numbers  of 
cases  of  bacillary  dysentery  prefer  to  depend 
on  the  Epsom  salts  treatment  rather  than  on 
polyvalent  serum. 

Chemotherapy  has  also  been  explored  in 
the  search  for  a suitable  method  of  treating 
bacillary  dysentery.  Within  the  past  few 
years  attention  has  been  focused  upon  many 
new  chemicals,  and  in  some  fields  the  results 
have  been  most  gratifying.  Drugs  of  the  sulf- 
anilamide group,  including  not  only  sulf- 
anilamide but  also  neoprontosil,  sulfapyri- 
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dine,  sulfathiazole  and,  more  recently,  sulf- 
aguanidine,  have  been  noticed.  All  these 
drugs  have  had  their  advocates,  for  some  of 
which  spectacular  results  are  claimed.  But 
it  is  important  to  stress  that  before  claim  is 
made  for  the  potency  of  any  drug  its  use  should 
be  carefully  controlled  in  a large  number  of 
patients  over  a sufficient  period  of  time.  Thus, 
before  the  drug  is  accepted,  a stool  culture 
should  be  made  and  bacterial  counts  deter- 
mined. In  addition,  a urine  examination 
and  complete  blood  count  should  be  recorded. 
Following  the  administration  of  the  drug,  the 
blood  level  of  the  drug  should  be  determined. 
This  is  relatively  simple  for  a laboratory 
equipped  to  deal  with  ordinary  chemical 
methods,  because  the  sulfone  group  of  drugs 
can  be  identified  and  measured  in  the  blood 
readily.  It  is  important  to  make  daily  read- 
ings of  blood  levels  of  these  drugs  as  well  as 
daily  urine  determinations  and  daily  com- 
plete blood  counts.  A daily  stool  culture  and 
bacterial  count  in  the  stool  are  also  vital.  At 
the  first  sign  of  toxic  symptoms,  such  as 
changes  in  the  blood  count  and  the  presence  of 
blood,  proteins,  or  crystals  in  the  urine,  the 
drug  should  be  discontinued.  Before  any 
positive  statement  can  be  made  of  the  efficacy 
of  a chemical  preparation,  an  adequate  num- 
ber of  cases  should  be  studied  over  a long 
period  of  time.  Until  a perfect  chemothera- 
peutic agent  has  been  developed,  the  wise  con- 
servative course  to  follow  is  the  fundamen- 
tal regimen  already  outlined  for  the  treatment 
of  gastrointestinal  diseases. 

Typhoid  fever  is  one  of  the  most  important 
disease  conditions  that  we  have  to  deal  with. 
At  one  time  it  was  considered  a disease  in 
which  the  patient  had  to  be  starved,  but  now 
an  adequate  diet  has  been  worked  out  which 
represents  one  of  the  greatest  advances  yet 
made  in  the  therapy  of  typhoid  fever.  It  is 
now  generally  accepted  that  full  diet  has  had 
much  to  do  with  the  reduction  in  the  mor- 
tality rate  of  typhoid  fever  in  the  past  few 
years.  With  a better  understanding  of  the 
diet  required  by  the  typhoid  fever  patient,  it 
has  been  possible  to  lessen  the  severity  of  his 
symptoms.  Wasting  and  anemia  are  never 
as  marked  as  they  used  to  be.  Since  the  intro- 
duction of  the  high  caloric  diet,  adequately 
supplemented  by  the  known  vitamins  and 
proteins,  there  has  been  a marked  decrease  in 
the  incidence  of  hemorrhage  and  perforations. 
Treatment  today  is  diametrically  opposite  to 
that  of  a decade  ago.  The  problem  today  is 
to  give  the  patient  as  much  food  as  possible. 
Four  thousand  calories  a day  are  considered 


the  optimum,  although  it  is  seldom  possible 
to  get  the  patient  to  take  more  than  3,000 
calories.  Together  with  the  high  caloric  diet, 
the  physician  should  follow  the  general  funda- 
mental regimen  so  that  the  patient’s  fluid 
balance  is  well  maintained.  The  hygiene  of 
the  mouth  is  of  great  importance.  Antipy- 
retics are  to  be  avoided,  but  tepid,  sponge 
baths  may  be  used  as  well  as  alcohol  rubs. 
If  the  patient  is  seen  before  there  is  danger  of 
perforation,  a mild  gentle  saline  laxative  may 
be  used;  but  great  caution  should  be  exer- 
cised in  this  connection.  Under  the  adequate 
dietary  regimen  of  today,  the  problem  of  con- 
stipation, tympanites,  and  distention  of  the 
abdomen  is  not  so  serious  as  it  used  to  be. 

Diseases  Caused  by  Protozoa 

The  commonest  diseases  caused  by  protozoa 
are  the  infections  resulting  from  invasions  of 
E.  histolytica  and  Bal.  coli.  These  two  pro- 
tozoa are  known  to  be  pathogenic.  G.  1am- 
blia  is  another  parasite  that  is  frequently 
found.  Although  it  is  not  regarded  as  a patho- 
genic protozoa,  every  physician  experienced 
in  parasitology  has  seen  instances  in  which 
the  elimination  of  the  G.  lamblia  from  the 
patient’s  system  has  been  attended  by  im- 
provement in  his  general  condition. 

Infections  with  E.  histolytica  are  divided 
into  acute  and  chronic  stages,  and  treatment 
must  be  given  accordingly.  Treatment  of  the 
acute  condition,  in  which  trophozoites  of  E. 
histolytica  are  found  in  the  bowel  discharges, 
includes  the  use  of  emetic  hydrochloride  by 
subcutaneous  injections.  This  drug  should 
never  be  given  intravenously  because  of  the 
danger  of  toxic  action  upon  the  heart  muscle. 
The  dosage  is  0.03  Gm.  (V 2 grain)  subcu- 
taneously morning  and  evening  (1  grain  daily), 
until  a total  of  7 grains  has  been  administered. 
The  blood  pressure  and  pulse  should  be  re- 
corded before  the  injection  of  each  dose.  If 
there  is  a marked  change  in  the  blood  pressure 
or  pulse  rate  at  any  time,  the  administration 
of  the  subsequent  dose  should  be  omitted. 
In  the  course  of  treatment  of  acute  amebic 
dysentery  the  most  dramatic  improvement 
should  occur  within  forty-eight  to  seventy-two 
hours.  If  there  has  been  no  definite  change 
in  the  patient’s  condition  by  the  end  of  the 
fourth  day,  careful  re-evaluation  of  the  entire 
case  should  be  made.  If  possible,  stool  speci- 
mens should  be  re-examined  not  only  with 
fresh  preparations  but  also  with  Lugol’s  solu- 
tion and  with  methylene  blue  so  that  a careful 
study  can  be  made  of  the  cellular  exudates. 
Frequently,  cells  of  tissue  origin,  such  as 
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clumps  of  epithelial  cells,  endothelial  cells,  and 
macrophages,  are  mistaken  for  trophozoites  of 
E.  histolytica.  One  of  the  most  common 
mistakes  is  to  consider  polymorphonuclear 
leukocytes  as  cysts  of  ameba.  Furthermore, 
in  spite  of  the  finding  of  trophozoites  of  ame- 
bas  in  a bowel  discharge,  if  the  patient  has 
not  improved  within  seventy-two  hours,  digi- 
tal examination  and  protoscopy  should  be 
performed,  since  a bowel  malignancy  may  be 
present. 

Anayodin  in  enteric-coated  tablets,  given 
by  mouth,  presents  one  of  the  most  valuable 
forms  of  therapy  in  both  the  acute  and  chronic 
amebic  dysentery.  The  dose  in  the  adult  is  a 
total  of  100  tablets  administered  as  follows: 
3 tablets,  three  times  daily,  until  the  100  have 
been  consumed.  If  there  is  an  acute  involve- 
ment of  the  bowel,  there  will  be  irritation  re- 
sulting from  the  anayodin,  which  contains  25 
per  cent  iodine.  This  is  not  a serious  condition 
and  usually  takes  care  of  itself  at  the  end  of  the 
treatment.  In  some  instances,  however,  the 
anayodin  causes  an  increase  in  the  frequency 
of  the  bowel  movements.  If  this  condition  be- 
comes too  severe,  the  dosage  of  anayodin  may 
be  reduced  temporarily.  The  use  of  com- 
pounds containing  arsenic  is  to  be  avoided 
because  of  the  danger  of  arsenic  poisoning. 
Many  of  these  preparations  have  been  widely 
advertised  as  “nontoxic,”  but  the  danger  of 
arsenic  poisoning  still  lurks. 

Bal.  coli  infections  should  be  treated  in  the 
the  same  way  as  those  caused  by  E.  histolytica. 

One  of  the  advances  that  has  been  made  in 
recent  years  is  in  the  treatment  of  G.  lamblia. 
Atabrin  is  now  considered  almost  specific  for 
G.  lamblia  infections.  The  dose  of  atabrin 
and  the  method  of  administration  are  as  fol- 
lows: given  in  tablets  by  mouth,  each  tablet 
contains  0.1  Gm.  of  atabrin;  1 tablet  is  given 
three  times  daily  after  meals  for  a total  of 
seven  days.  By  that  time  the  infection  has 
usually  cleared  up.  Re-examination  of  the 
stools  and  of  specimens  by  duodenal  drainage 
has  failed  to  reveal  further  infections  with  this 
parasite.  A single  course  of  treatment  is 
sufficient  in  most  cases. 

Diseases  Caused  by  Helminths 

Trichinosis  is  the  most  common  hehninth 
disease  of  the  gastrointestinal  tract  caused  by 
food.  It  results  from  the  ingestion  of  inade- 
quately cooked  pork.  There  may  or  may  not 
be  gastrointestinal  symptoms  but,  if  there 
are,  they  are  usually  of  a mild  nature  and  con- 
sist of  transient  diarrhea  or  a certain  amount 
of  nausea  and  vomiting.  Following  these 


symptoms,  there  may  be  some  swelling  of  the 
face  with  or  without  conjunctival  hemor- 
rhages, fever,  and  the  development  of  leuko- 
cytosis with  an  increase  in  the  number  of 
eosinophils.  The  diagnosis  is  usually  made  by 
intradermal  testing,  by  the  precipitin  reaction, 
and  by  muscle  biopsy. 

There  is  no  specific  treatment  for  trichinosis 
infection.  All  the  known  chemotherapeutic 
agents  have  been  tested  and  found  wanting. 
The  disease  follows  a course  of  about  three 
weeks’  duration,  with  a decline  in  temperature 
by  lysis  and  a gradual  return  of  the  patient  to 
health  and  strength.  The  use  of  toxic  drugs 
or  poisonous  chemicals  are  definitely  con- 
traindicated in  trichinosis.  The  patient  needs 
to  be  supported,  not  poisoned.  Treatment 
calls  for  saline  purge,  glucose  infusions,  rest 
in  bed,  and  adequate  high-protein  diet. 

Gastrointestinal  Allergy 

There  are  apparently  definite  instances  of 
a specific  allergic  reaction  of  the  gastrointesti- 
nal tract  as  a result  of  the  ingestion  of  certain 
foods.  As  a rule  the  patient  knows  what 
foods  may  cause  this  condition.  When  the 
patient  gives  a history  that  suggests  food 
sensitivity,  the  physician  must  investigate  the 
problem  thoroughly.  It  may  be  necessary  to 
perform  various  tests  or  even  to  do  studies 
with  an  elimination  diet. 

Summary  and  Conclusions 

Food-borne  diseases  of  the  gastrointestinal 
tract  may  be  caused  by  various  conditions, 
including  dietary  indiscretions,  chemical 
agents,  and  alcohol.  They  may  be  bacterial 
in  origin,  while  still  others  may  be  protozoan 
or  helminthic  in  origin.  Whatever  the  cause 
may  be,  certain  fundamental  principles  in 
therapy  are  required.  These  include: 

1.  Proper  elimination  both  from  the 
stomach  and  the  bowel. 

2.  Supportive  measures,  such  as  infusions 
and  blood  transfusions. 

3.  Absolute  rest,  both  physical  and  men- 
tal, preferably  with  the  aid  of  nonhabit- 
forming drugs. 

4.  Diet  should  be  high  in  proteins,  total 
calories,  and  vitamins. 

5.  Specific  therapy  where  indicated,  e.g., 
emetine  in  amebic  infections,  etc. 

When  all  is  said  and  done,  the  physician 
must  use  common  sense  in  the  care  of  his 
patient  and  must  remember  that  his  first 
problem  is  to  maintain  the  general  health  of 
his  patient.  Treatment  of  the  particular 
gastrointestinal  disease  is,  of  course,  impor- 
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tant,  but  its  success  depends  in  no  small  meas- 
ure upon  the  physician’s  ability  to  maintain 
the  general  condition  of  the  patient. 
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Discussion 

Dr.  Howard  B.  Shookhoff,  New  York  City — 
It  is  a great  pleasure  to  discuss  this  comprehen- 
sive paper  presented  by  Dr.  Bercovitz.  I shall 
confine  my  remarks  primarily  to  the  animal 
parasites  that  involve  the  gastrointestinal  tract. 

These  infections  and  infestations  will  assume 
more  and  more  prominence  in  the  field  of  medical 
practice  in  the  months  to  come.  The  ever 
increasing  movement  of  persons  among  the 
countries  of  this  hemisphere,  as  a result  of  the 
present  political  conditions,  will  lead  inevitably 
to  the  appearance  of  a greater  number  of  cases 
of  so-called  tropical  diseases  outside  the  usual 
endemic  areas.  The  practicing  physician  must 
become  increasingly  aware,  when  gastrointestinal 
symptoms  present  themselves,  of  the  possibility 
of  encountering  conditions  such  as  amebiasis, 
giardiasis,  or  strongyloidiasis,  remembering  that 
diarrhea  is  not  the  only  indication  for  an  ex- 
amination of  the  stool.  The  great  importance  of 
detecting  these  conditions  lies  in  the  fact  that 
effective  specific  therapy  is  available  in  almost 
every  instance. 

I must  pause  here  to  underline  Dr.  Bercovitz’s 
remarks  to  the  effect  that  we  must  treat  the  pa- 
tient as  well  as  the  parasite.  The  very  avail- 
ability of  specific  chemical  agents  tends  to  make 
us  forget  measures  that  are  nonspecific  but  im- 
portant. Virtually  every  pathogenic  invasion 
of  the  gastrointestinal  tract  entails  systemic  dis- 
turbances. If  we  neglect  these,  we  not  only  fail 
to  get  a complete  therapeutic  result  but  we  in- 
crease the  possibility  of  toxic  effects  from  the 
specifics  employed.  In  addition,  it  must  be  em- 
phasized that  specifics  such  as  emetine  and  foua- 
din  are  not,  in  themselves,  parasiticides  in  the 
concentrations  occurring  in  the  host  but  require 
the  cooperation  of  the  resistance  mechanisms  of 
the  host.  Where  systemic  disturbances  are 
neglected,  these  mechanisms  cannot  act  with  op- 
timal effect. 

It  is  of  great  importance  that  the  specific 
therapy  of  diseases  caused  by  animal  parasites 
be  intelligently  administered.  I say  this  because 
the  symptoms  of  such  diseases  are  often  ill-de- 
fined and  are  frequently  found  not  alone  but 
in  combination  with  other  diseases.  Often,  one 
cannot  say  with  certainty  that  the  clinical  pic- 
ture presented  is  due  to  the  parasite  encountered 
until  relief  of  symptoms  has  been  produced  by  a 


course  of  specific  therapy.  In  other  words,  the 
therapy  constitutes  a diagnostic  procedure  as 
well. 

The  most  important  animal  parasite  found  in 
this  climate  is  E.  histolytica.  Yet,  despite  the 
Chicago  epidemic  of  1933,  amebiasis  is  still  one 
of  the  forgotten  diseases.  Many  still  do  not 
appreciate  its  frequency  or  the  fact  that  it  may  be 
responsible  for  a wide  variety  of  clinical  pictures. 
True  dysentery  occurs  actually  in  a minority  of 
cases  only.  While  the  diagnosis  of  the  condition 
requires  considerable  technical  experience,  the 
principles  of  therapy  should  be  more  generally 
known.  I should  like  to  amplify  a little  Dr. 
Bercovitz’s  remarks.  Anayodin  is  the  drug  of 
choice.  Personally,  I prefer  to  start  with  3 tab- 
lets the  first  day,  6 the  second,  and  then  9 a day 
thereafter.  Whenever  there  is  active  diarrhea, 
fever  or  other  evidence  of  systemic  involvement, 
or  doubt  as  to  the  diagnosis,  a course  of  emetine 
should  be  given  first.  But  emetine  alone  should 
never  be  relied  upon  to  produce  a lasting  cure.  In 
cases  with  marked  involvement  of  the  lower 
colon  or  in  cases  that  fail  to  respond  to  the  oral 
administration  of  the  drug,  it  is  desirable  to  se- 
cure a greater  concentration  of  the  agent  in  the 
colon  by  the  use  of  retention  enemas.  These 
consist  of  200  cc.  of  a 2l/2  per  cent  solution,  given 
daily  for  a period  of  ten  days.  A cleansing  enema 
of  sodium  bicarbonate  solution  precedes  the  re- 
tention enema. 

For  resistant  cases  the  combination  of  these 
retention  enemas  with  the  oral  administration  of 
emetine  bismuth  iodide  is  advisable.  It  is  worth 
pointing  out  in  passing  that  iodism  is  not  seen 
with  anayodin  therapy. 

Liver  abscess,  the  most  important  complica- 
tion of  amebiasis,  is  usually  regarded  as  a surgical 
condition.  Actually,  recent  writings  such  as 
those  of  Manson-Bahr  point  out  that  the  ma- 
jority of  cases  respond  either  to  emetine  alone  or 
to  the  combination  of  closed  aspiration  and 
emetine.  I have  recently  reviewed  15  cases  of 
amebiasis  of  the  liver  treated  at  the  Presbyterian 
Hospital  in  New  York  City  during  the  past  ten 
years.  The  findings  are  extremely  instructive. 
In  only  1 case  was  surgical  drainage  employed. 
This  terminated  fatally,  probably  because  the 
etiology  was  not  recognized  and  no  emetine 
was  administered.  Two  cases  were  success- 
fully treated  with  two  or  three  aspirations  plus 
the  administration  of  emetine  hydrochloride. 
The  remaining  12  cases  responded  to  one  or 
more  courses  of  emetine  without  requiring  as- 
piration, even  where  the  clinical  picture  pointed 
to  abscess  formation. 

Thus,  when  the  diagnosis  of  amebiasis  of  the 
liver  is  suspected,  a course  of  emetine  is  always 
indicated,  even  though  real  evidence  of  abscess 
formation  is  apparent.  Where  an  exploratory 
laparotomy  reveals  a liver  abscess,  a course  of 
emetine  should  always  be  given,  even  though 
amebas  are  not  found  in  the  stools  or  abscess 
contents — as  is  often  the  case  in  amebic  liver 
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abscess.  In  addition,  it  is  essential  to  give  a 
subsequent  course  of  anayodin,  even  where  ame- 
bas  are  not  demonstrated  in  the  feces.  The 
hepatic  involvement  always  originates  in  the 
colon. 

Data  concerning  the  use  of  the  specifics  for 
helminthic  infestations  are  available  in  various 
texts.  I will  make  only  one  general  obser- 
vation. In  the  treatment  of  metazoal  infesta- 
tions, it  must  be  remembered,  in  contrast  with 
protozoan  and  bacterial  infections,  that  the  para- 
sites do  not  multiply  in  the  host  once  the  infes- 
tations are  established.  Furthermore,  they  have 


a limited  life  span.  Consequently,  a thera- 
peutic result  short  of  complete  elimination  of  the 
parasites  is  not,  as  with  bacteria,  a total  failure. 
If  90  or  95  per  cent  of  the  parasites  are  elimi- 
nated, the  body  will  usually  be  able  to  cope  with 
the  few  remaining  organisms  until  such  time  as 
they  die  a natural  death.  Thus,  for  example,  if 
after  an  anthelmintic  is  given  for  hookworm  a 
few  ova  are  still  found  in  the  feces,  it  is  not  essen- 
tial to  repeat  therapy  immediately.  The  poten- 
tial toxicity  of  the  therapy  may  be  more  serious 
than  the  disturbance  caused  by  the  few  remaining 
parasites. 


TO  STRENGTHEN  THE  NATION  BY  BETTER  DIETS 


A campaign  aimed  at  correcting  the  faulty 
diets  of  the  American  people  by  educating 
them  through  the  various  mediums  of  public 
information  such  as  newspapers,  magazines,  and 
radio  on  the  proper  selection  of  food  is  being 
planned  as  a part  of  the  national  defense  pro- 
gram, Dr.  Russell  M.  Wilder,  Rochester,  Min- 
nesota, reports  in  the  March- April  issue  of  War 
Medicine , published  by  the  American  Medical 
Association,  Chicago,  in  cooperation  with  the 
National  Research  Council,  Washington, 
D.  C. 

“Famine  has  always  contributed  to  defeat 
of  armies  and  subjugation  of  nations,”  he  says. 
“This  long  has  been  recognized,  but  in  the  past  it 
was  mistakenly  thought  that  famine  could  be 
prevented  if  only  the  supply  of  food  sufficed. 
The  newer  knowledge  teaches  that  the  nutritive 
quality  of  the  foods  supplied  is  of  the  utmost 
importance. 

He  says  that  a report,  “based  on  food  pur- 
chases by  large  samples  of  the  urban  and  rural 
populations  of  the  United  States  shows  that  no 
more  than  a quarter  of  the  families  of  the  United 
States  have  diets  that  can  be  rated  as  good, 
that  little  more  than  a third  have  diets  rating  as 
fair,  and  that  another  third  or  more  have  diets 
classed  as  poor.  I have  heard  expressions  of 
skepticism  about  these  conclusions,  but  support 
for  them  comes  from  the  findings  of  many  inde- 
pendent dietary  surveys  in  which  the  foods 
actually  eaten  have  been  measured  and  the 
persons  examined  by  physicians. 


“The  committee  has  presented  detailed  pro- 
posals for  organizing  the  communities  of  the 
nation  in  a wide  nutritional  education  campaign 
to  bring  into  active  participation  patriotic  groups, 
labor  and  religious  bodies,  fraternal  orders,  and 
organizations  of  churches,  of  women,  and  of 
young  persons. 

“The  committee  also  proposes  stimulation  of 
research  involving  combined  nutritional  and 
social  studies  of  selected  communities  to  deter- 
mine what  articles  of  food  are  selected  and  what 
are  rejected  by  food  folkways  and  to  ascertain 
by  physical  tests  the  effect  of  such  traditional 
habits  on  the  organism. 

“The  Committee  on  Food  and  Nutrition  of  the 
National  Research  Council,  through  a subcom- 
mittee, is  concerning  itself  with  problems  of 
procurement  of  concentrated  sources  of  nutrients, 
such  as  powdered  milk,  yeast,  vitamin  concen- 
trates, and  synthetic  vitamins.  Enormous  sup- 
plies of  them  will  be  required  here  or  abroad, 
whether  the  war  comes  to  American  shores  or 
not.” 

Another  subcommittee,  in  cooperation  with 
the  Committee  on  Industrial  Medicine  of  the 
Committee  on  Health  and  Medicine,  has  to 
deal  with  the  special  nutritional  requirements  of 
industrial  centers. 

“One  cannot  put  into  heavy  industry  a man 
who  has  been  subsisting  on  a deficient  diet  and 
expect  efficiency  unless  one  first  builds  him 
back  into  an  efficient  human  machine,”  the 
author  says. 


“PTOMAINE  POISONING”  A MYTH 

“Ptomaine  poisoning  doesn’t  exist,”  Dr. 
Dorothy  V.  Whipple,  Washington,  D.  C.,  declares 
in  the  April  issue  of  Hygeia,  The  Health  Magazine. 
She  explains  that  illness  caused  by  eating  food 
that  is  not  wholesome  is  not  due  to  the  presence 
of  ptomaines  in  the  food  and  should  more  ac- 
curately be  termed  food  poisoning  than  pto- 
maine poisoning. 

“Ptomaine,”  the  physician  continues,  “is  a 
word  for  substances  that  form  in  decomposing 
foods.  There  are  many  different  compounds 
that  come  under  the  general  term  ptomaines, 
but  they  all  have  in  common  the  property  of 
being  made  by  bacteria  out  of  decomposing 


protein.  Some  of  these  ptomaines  have  distinct 
odors  and  tastes,  which  are  largely  responsible 

for  the  characteristic  flavor  of  putrid  food 

However,  unbelievable  as  it  may  seem  to  many 
people,  the  ptomaines  in  such  food,  even  when 
the  food  is  eaten  in  large  quantities,  produce  no 
ill  effects  in  the  human  body.” 

Dr.  Whipple  lists  as  the  cause  of  food  poison- 
ing: (1)  The  food  eaten  may  itself  be  naturally 
poisonous,  (2)  bacteria  may  have  been  made 
poisonous  substances  in  once  wholesome  food, 
(3)  chemical  poisons  may  have  been  accidentally 
introduced  into  the  food,  or  (4)  bacteria  may 
have  been  allowed  to  grow  in  the  food. 


ROLE  OF  GASTROENTEROLOGY  IN  AMERICAN  MILITARY 
MEDICINE 

John  L.  Kantor,  M.D.,  New  York  City 


THE  role  played  by  diseases  of  the  diges- 
tive tract  in  American  military  history 
is  as  old  as  the  country  itself,  the  Continental 
Army  having  suffered  heavily  from  typhoid 
fever* *  and  dysentery  during  the  Revolution- 
ary War.  Available  statistics  for  the  War  of 
1812  showed  that  dysentery  and  diarrhea 
probably  led  all  other  diseases.  Following 
this  conflict,  a work  was  published  on  gastric 
physiology  entitled  Experiments  and  Ob- 
servations on  the  Gastric  Juice , (1833)  which 
became  one  of  the  classics  of  our  literature. 
The  fact  that  this  remarkable  contribution 
was  made  by  a medical  officer,  Dr.  William 
Beaumont,  while  on  duty  at  an  isolated  fron- 
tier post  of  the  United  States  Army  makes  it  a 
source  of  enduring  pride  to  American  military 
medicine. 

In  the  Mexican  War  dysentery,  yellow 
fever,  and  malaria  were  the  chief  disabilities, 
whereas  in  the  Civil  War  diarrhea  and  dysen- 
tery were  the  most  common  causes  of  mor- 
tality from  disease  and,  following  tuberculosis, 
the  most  important  cause  of  discharge  for 
disability  in  the  Union  forces.  The  intestinal 
fluxes  produced  over  1,500,000  casualties 
among  the  white  troops  in  the  northern  armies, 
the  annual  admission  rate  per  1,000  being  876 
and  the  death  rate  being  10.37.  The  total 
deaths  in  the  Federal  armies  alone  were  over 
57,000  or  the  equivalent  of  about  four  of 
our  modern  streamlined  infant^  divi- 
sions. 

Following  the  Civil  War,  Woodward’s 
classic  volume  appeared  on  the  “alvine 
fluxes”  as  a part  of  the  monumental  Medical 
and  Surgical  History  of  the  War  of  the  Rebellion 
(1870-1875). 

In  the  Spanish  War  the  admission  rate  for 
diarrhea,  dysentery,  and  intestinal  diseases 
was  402,  but  the  death  rate  per  1,000  had  de- 
creased from  the  Civil  War  level  to  1.9. 
During  and  following  the  Spanish  War  and 
the  Philippine  Insurrection,  the  Medical  De- 
partment of  the  Army  made  additional  impor- 
tant contributions  to  the  control  of  digestive 
disorders.  Much,  although  not  all,  of  this  work 

Chairman’s  address,  Section  on  Gastroenterology  and 
Proctology,  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  Buffalo,  April  30,  1941. 

* Although  the  “jail  fever”  of  that  period  is  usually 
considered  typhus,  much  of  it,  according  to  Ashburn,1 
was  in  reality  typhoid. 


was  accomplished  by  the  appointment  of 
specially  qualified  officers  and  their  organiza- 
tion into  boards  for  the  study  of  special 
diseases.2  One  need  only  mention  the  names 
of  Walter  Reed  and  F.  F.  Russell  in  connec- 
tion with  the  study  and  prophylaxis  of  typhoid 
fever;  R.  P.  Strong  in  animal  parasites; 
D.  F.  Craig,  R.  P.  Strong,  and  W.  E.  Mus- 
grave  in  the  diagnosis  and  treatment  of  bacil- 
lary and  amebic  dysentery;  Bailey  K.  Ash- 
ford in  the  discovery  of  the  role  of  ankylo- 
stomiasis in  the  production  of  Puerto  Rican 
anemia;  and  E.  B.  Vedder,  W.  P.  Chamber- 
lain,  and  James  M.  Phalen  in  the  study  and 
control  of  beriberi  in  our  Philippine  Scouts. 
It  is  a matter  of  pride  to  us  all  that  many  of 
these  studies  had  not  only  local  and  military 
value  but  worldwide  and  general  usefulness  as 
well. 

During  the  World  War  the  admission  rate 
for  the  diarrheal  diseases  was  as  low  as  34 
per  1,000  and  the  death  rate  0.08  per  1,000. 
These  figures  for  the  American  troops  are 
probably  the  result  of  favorable  environment 
since  it  should  not  be  forgotten  that  British 
troops,  stationed  in  the  Dardanelles,  had  an 
admission  rate  of  254  and  a death  rate  of  6.9 
per  1,000  for  dysenteric  affections. 

Turning  to  the  military  establishment  in 
time  of  peace  we  find  that  according  to  the 
latest  annual  report  of  the  Surgeon  General 
(for  1939),  the  international  class,  designated 
“diseases  of  the  digestive  system,”  constituted 
the  most  common  cause  of  admission,  the  rate 
for  1938  being  115.9.  In  that  year  these 
diseases  stood  third  as  a cause  of  death  and  of 
noneffectiveness. 

During  the  recent  First  Army  Maneuvers 
held  in  the  northern  part  of  New  York  State  in 
1939  and  1940,  diseases  of  the  digestive  sys- 
tem led  all  other  medical  conditions  admitted 
to  the  First  Evacuation  Hospital  serving  these 
troops.  In  1939  alimentary  diseases  con- 
stituted about  one-third  of  all  medical  cases, 
whereas  in  1940  they  constituted  three- 
fifths. 

The  unusual  proportion  in  1940  was  due  to 
an  epidemic  of  bacillary  dysentery  encountered 
during  the  last  maneuvers.  From  the  above 
brief  review  it  seems  reasonable  to  conclude 
that  from  the  earliest  times  to  the  present, 
in  peace  as  in  war,  digestive  diseases  have 
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played  a significant  role  in  American  military 
medicine. 

In  turning  now  to  the  present  war  situation 
there  is  no  reason  to  believe  that  gastro- 
intestinal problems  will  not  loom  large  in  our 
mobilization  effort  no  matter  whether  this 
will  be  consummated  in  our  own  country  or 
on  foreign  soil.  It  must  be  understood  that 
our  entire  military  policy  is  directed  to  the 
creation  of  effective  fighting  field  forces, 
so  that  we  must  always  think  in  terms  of 
combat  conditions.  In  this  connection  we  are 
fortunate  in  having  available  the  recent  ex- 
perience of  the  British  Army.  In  an  article 
published  in  December,  1940,  Payne  and 
Newman3  report  that  early  in  the  war  it  was 
noticed  that  indigestion  appeared  to  present 
the  biggest  medical  problem  among  the  sick 
invalided  back  to  England  from  the  British 
Expeditionary  Force  in  France,  and  the  Royal 
College  of  Physicians  was  asked  to  investigate 
the  matter. 

The  results  of  the  investigation  up  to  the 
time  of  publication  of  this  preliminary  report 
are  summarized  as  follows.  (1)  Eighty-nine 
per  cent  of  the  cases  investigated  proved  to  be 
gross  organic  disease;  there  was  little  evidence 
of  minor  dyspepsia.  (2)  Almost  all  of  the 
organic  lesions  found  in  the  cases  investigated 
were  ulcers,  and  the  majority  of  ulcers  were 
duodenal.  (3)  Ninety-two  per  cent  of  the 
ulcers  had  been  present  before  the  war  started, 
and  only  8 per  cent  appeared  to  have  origi- 
nated after  enrollment  in  the  army.  (4) 
In  about  40  per  cent  of  the  cases  the  onset  of 
the  ulcer  occurred  before  the  age  of  25.  (5) 
A check  on  the  type  of  physical  examination 
received  by  men  who  later  developed  ulcers 
or  a recurrence  of  former  ulcers  showed  that  a 
small  number  of  them  had  been  examined 
rather  hastily  and  incompletely  but  that  the 
majority  had  received  careful  attention  be- 
fore being  admitted  to  the  army.  However, 
few  had  been  asked  specifically  concerning 
previous  gastrointestinal  disease  by  the  army 
examiners.  Some  men  had  obvious  scars 
that  might  have  disclosed  their  conditions 
had  the  examinations  been  more  searching  in 
this  respect. 

From  present  indications  it  seems  quite 
possible  that  this  experience  of  the  British 
may  well  forecast  our  own  situation  and  that 
among  other  forms  of  preparedness  in  this 
regard  we  should  not  neglect  the  continued 
development  and  maintenance  of  a strong 
section  of  gastroenterology  within  the  Medical 
Department  of  our  Army. 


Gastroenterology  in  the  American 
Army  Today 

Historical. — The  utilization  of  gastroenter- 
ologists in  the  United  States  Army  dates  back 
to  World  War  days  when,  under  the  direc- 
tion of  Col.  Seale  Harris  in  1917,  the  Surgeon 
General’s  Office  set  about  the  task  of  assigning 
a specialist  in  this  field  to  each  of  the  thirty- 
three  base  hospitals  in  this  country.  Al- 
though the  authority  for  this  type  of  assign- 
ment was  discontinued  before  the  end  of  the 
war,  the  idea  apparently  bore  fruit,  for  special 
gastrointestinal  services  were  continued  in 
the  organization  of  the  fixed  general  hos- 
pitals of  the  Army.  Such  services  have  func- 
tioned successfully  in  each  of  the  four  large 
hospitals  caring  for  general  medical  cases — 
namely,  Walter  Reed,  Letterman,  William 
Beaumont,  and  Fort  Sam  Houston,  where 
approximately  10  per  cent  of  the  beds  were 
set  aside  for  alimentary  cases. 

The  final  step  in  the  utilization  of  gastro- 
enterologists and  the  recognition  of  this 
specialty  as  an  integral  part  of  the  medical 
service  of  general  hospitals  took  placed  on 
July  25,  1940.  On  this  date  the  War  De- 
partment issued  a Table  of  Organization  for 
the  General  Hospital,  known  as  No.  8-507. 
According  to  this  directive,  the  medical  serv- 
ice includes,  in  addition  to  1 lieutenant- 
colonel  as  chief  and  1 major  as  assistant  chief, 
6 majors  as  chiefs  of  the  following  sections: 
gastroenterology,  neuropsychiatry,  general 
medical,  cardiovascular,  communicable  dis- 
ease, and  (sick)  officers.  It  also  includes  9 
captains  as  ward  officers  and  internists  with 
training  in  tuberculosis,  neuropsychiatry, 
allergy,  dermatology,  metabolism,  gastro- 
enterology, cardiology,  neurology,  and  con- 
tagious diseases  and,  finally,  4 lieutenants 
as  ward  and  assistant  ward  officers.  In  this 
way  gastroenterology  is  assigned  its  proper 
place  among  the  chief  subdivisions  of  internal 
medicine  and  is  allotted  its  proper  quota  of 
trained  medical  officers. 

Personnel. — The  officer  personnel  for  the 
section  of  gastroenterology  can  now  be  se- 
cured from  rosters  of  Regular  Army  or  Reserve 
officers  already  qualified  in  this  work.  If 
additional  officers  are  required  to  meet  the 
needs  of  the  present  emergency,  they  may  be 
secured  from  the  lists  of  available  civilian 
physicians  now  being  assembled  by  the 
American  Medical  Association  from  the  re- 
sponses to  the  questionnaire  recently  dis- 
tributed. It  may  here  be  noted  that  the 
American  Gastroenterological  Association  has 
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appointed  a Committee  on  Military  Prepared- 
ness, which  is  now  actively  helping  in  the 
selection  of  qualified  specialists. 

The  enlarged  enlisted  and  nursing  person- 
nel required  for  the  Section  of  Gastroenterol- 
ogy will  be  secured  from  the  usual  sources — 
namely,  the  operation  of  the  Selective  Service 
Act  in  the  case  of  the  former  and  the  Ameri- 
can Red  Cross  in  the  case  of  the  latter. 

Relation  to  Other  Services. — Close  coopera- 
tion with  other  hospital  services  is  necessary 
for  both  diagnosis  and  treatment.  Among 
the  most  important  contacts  of  the  gastro- 
enterologic  service  are  those  with  the  roentgen 
service,  the  laboratory  service,  the  surgical 
service,  the  dental  service,  and  the  dietetic 
service.  Also  important  are  relations  with 
the  representatives  of  the  Sanitary  Corps  in 
in  regard  to  problems  of  epidemiology,  para- 
sitology and  waste  disposal,  and  with  the 
Veterinary  Corps  in  regard  to  inspection  of 
foods  of  animal  origin. 

Research  Possibilities. — The  military  sur- 
geon must  be  prepared  to  go  anywhere  and 
face  any  problem.  If  war  comes,  no  man  can 
tell  what  part  of  the  world  will  constitute  our 
theater  of  operations  and  no  one  can  foretell 
the  nature  of  the  special  problems  that  will 
undoubtedly  arise.  However,  experience  has 
already  taught  us  that  certain  questions  will 
probably  press  for  an  early  answer.  Among 
these,  in  my  opinion,  are  the  following  per- 
taining to  digestive  diseases. 

What  are  the  best  measures  for  the  pre- 
vention, control,  and  treatment  of  the  bacil- 
lary dysenteries?  Although  much  work  has 
already  been  done  in  this  field,  it  still  appears 
desirable  to  try  some  of  the  recommended 
procedures  in  a large-scale  manner.4 

What  is  the  best  way  for  the  Army  to 
utilize  the  services  of  individuals  who  give  a 
history  of  peptic  ulcer?  Many  such  persons, 
including  doctors,  are  known  to  be  compe- 
tent in  their  respective  fields.  Should  they  be 
rejected  categorically,  should  they  be  ac- 
cepted conditionally  and  for  limited  duty,  or 
should  they  be  assigned  to  full  duty  if  symp- 
tom-free? Data  of  prognostic  importance 
which  can  help  answer  some  of  these  questions 
must  already  be  available  in  our  own  Army 
records.  The  experience  of  the  British, 
previously  referred  to,  should  be  useful  in 
arriving  at  a decision.  Similarly,  what  should 


be  done  about  individuals  who  have  under- 
gone gastroenterostomy  or  gastric  resection? 

How  can  modern  knowledge  of  vitamins  be 
utilized  for  the  improvement  of  the  Army 
ration?  Some  suggestive  work  has  already 
been  done  in  this  direction.5 

How  may  the  services  of  dietitians  be 
utilized  not  only  for  the  preparation  of  invalid 
diets  but  possibly  for  the  improvement  of 
feeding  throughout  the  Army? 

As  has  been  stated  elsewhere,6  the  remark- 
able control  of  material  and  the  ability  to 
follow  up  cases  that  obtains  in  the  military 
establishment  are  the  envy  of  civilian  prac- 
titioners of  medicine.  Such  facilities  readily 
lend  themselves  to  special  investigations  and, 
with  the  improved  organization  now  con- 
templated, one  may  reasonably  look  forward 
to  the  writing  of  another  brilliant  chapter  in 
gastroenterology  by  the  Medical  Department 
of  the  United  States  Army. 

Summary 

1.  Diseases  of  the  digestive  system  have 
always  played  an  important  role  in  war  as 
well  as  in  peace,  in  the  Army  as  well  as  in  the 
civilian  community. 

2.  The  Medical  Department  of  the  United 
States  Army  has  made  noteworthy  contribu- 
tions to  the  field  of  gastroenterology. 

3.  The  Medical  Department  of  the  United 
States  Army  has  officially  recognized  the 
importance  of  the  specialty  of  gastroenter- 
ology by  creating  sections  of  gastroenter- 
ology as  integral  parts  of  the  medical  service 
in  the  latest  Table  of  Organization  for  the 
General  Hospital. 

4.  The  almost  ideal  control  of  clinical 
material  that  obtains  in  the  United  States 
Army  lends  itself  admirably  to  the  study 
and  solution  of  practical  problems  in  dis- 
eases of  the  digestive  system. 
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THE  PRESENT  STATUS  OF  VITAMINS  IN  NERVOUS 
HEALTH  AND  DISEASE 

Herman  Wortis,  M.D.,  and  Norman  Jolliffe,  M.D.,  New  York  City 


SINCE  the  review  three  years  ago1  on  the 
role  of  vitamins  in  nervous  health  and 
disease,  no  significant  clinical  advances  rela- 
tive to  the  effects  of  vitamins  A,  C,  and  D 
have  been  reported.  The  present  publication 
is,  therefore,  limited  to  vitamin  Eh  (thiamin), 
nicotinic  acid,  vitamin  B6  (pyridoxine) , and 
vitamin  E (alpha  tocopherol). 

Vitamin  Bi  (Thiamin) 

Neurasthenic  Syndrome. — Tension  and  irri- 
table weakness  states,  frequently  alluded  to 
as  neurasthenia  and  nervous  exhaustion,  are 
manifested  in  complaints  of  fatigability^, 
weakness  and  exhaustibility,  head  pressures, 
poor  sleep,  irritability,  feeling  of  tenseness, 
inappetence,  various  aches  and  pains,  sub- 
jectively poor  memory,  and  difficulty  with 
concentration.  Additional  complaints  refer- 
able to  the  bowels,  heart,  skin,  and  genito- 
urinary apparatus  are  not  uncommon.  The 
etiology  of  this  condition  is  not  clear,  but  it  is 
generally  thought  to  be  one  of  the  more  con- 
stitutionally determined  of  the  minor  psychi- 
atric reaction  types.  Various  etiologies  have 
been  suggested,  but  none  satisfactorily  ex- 
plains the  picture.  Freud  himself  felt  that 
neurasthenia  was  the  result  of  current  physical 
factors  and  suggested  that  it  was  the  direct 
physical  result  of  excessive  masturbation.2 
As  the  various  hormones  were  isolated,  each 
in  turn  was  held  responsible.  In  this  vitamin 
era  similar  indictments  are  being  made. 

With  a diet  poor  in  vitamin  Bi,  Jolliffe  and 
his  co-workers3  were  able  to  produce  a neur- 
asthenic syndrome  in  4 out  of  5 experimental 
subjects.  Their  subjects  (interns)  complained 
of  fatigue,  lassitude,  anorexia,  precordial  pain, 
burning  of  the  feet,  dyspnea  on  exertion, 
muscle  cramps,  and  palpitation.  The  objec- 
tive signs  observed  were  skin  hyperesthesia  in 
a sock  distribution,  changes  in  the  electro- 
cardiogram, and  calf  muscle  tenderness. 
Symptoms  were  observed  as  early  as  the  fourth 
day  and  objective  signs  as  early  as  the  fifth 
day,  although  1 subject  developed  no  definite 
symptoms  or  objective  signs  in  thirty  days 
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with  a diet  estimated  to  contain  only  62  per 
cent  of  his  vitamin  Bi  requirement. 

The  addition  of  thiamin  alone  to  the  ex- 
perimental diet  caused  all  symptoms  to  dis- 
appear within  three  days,  and  the  objective 
signs  within  six  days. 

It  is  interesting  that  McLester4  had  pre- 
viously noted  that  many  of  the  pellagra 
patients  seen  at  the  Hillman  Hospital  in 
Birmingham  were  considered  neurasthenics 
before  the  objective  signs  of  pellagra  became 
manifest.  It  is  now  well  recognized  that 
few  cases  of  pellagra  depend  exclusively  on  a 
deficiency  of  nicotinic  acid  and  that  there  is 
an  additional  deficiency  of  thiamin  in  most  of 
these  cases.  He  suggested  that  many  of  the 
nervous  and  mental  symptoms  of  pellagra 
depend  primarily  on  a lack  of  sufficient  thia* 
min  in  the  dietary  regimen. 

In  1940  the  carefully  controlled  study  of 
Williams  and  his  co-workers5  apparently  es- 
tablished the  fact  that  a syndrome  resembling 
neurasthenia  could  be  produced  by  a diet 
deficient  in  thiamin.  Their  otherwise  excel- 
lent study  suffers  from  the  fact  that  they  util- 
ized as  experimental  subjects  5 formerly 
psychotic  individuals  (3  cases  of  dementia 
praecox,  1 of  psychosis  with  poliomyelitis, 
and  1 of  paranoid  psychosis)  and  1 psycho- 
neurotic. Since  somatic  complaints  of  the 
type  listed  in  neurasthenia  are  common  in 
such  patients,  their  results  must  be  accepted 
with  reservations.  The  problem  is  addition- 
ally complicated  by  the  fact  that  similar 
syndromes  have  been  reported  as  cured  by 
nicotinic  acid,6  Vitamin  B67,  and  vitamin  E.8 
Furthermore,  it  should  be  kept  in  mind  that 
the  clinical  picture  of  this  syndrome  is  ex- 
tremely varied,  that  many  such  pictures  occur 
in  apparently  well-nourished  individuals,  and 
that  these  symptoms  frequently  respond  to 
psychotherapy. 

Therefore,  it  should  not  be  inferred  that  all 
neurasthenia  is  based  on  thiamin  or  other 
nutritional  deficiency.  It  does,  however,  seem 
fairly  certain  that  a syndrome  possessing 
many  of  the  characteristics  of  the  ill-defined 
neurasthenic  syndrome  can  be  produced  by 
nutritional  deficiency.  We  emphasize  the  need 
to  isolate  this  group  from  neurasthenic  syn- 
dromes of  other  etiology. 

Peripheral  Neuropathy. — The  peripheral 
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neuropathy  occurring  in  the  alcohol  addict 
is  now  generally  accepted  to  be  the  result  of 
a nutritional  deficiency  and,  more  particu- 
larly, to  be  related  to  a deficiency  of  thia- 
min.9,10 This  concept  receives  new  support 
from  the  experimental  pathologic  work  of 
Swank,11  Street,12  and  their  co-workers. 
Furthermore,  Bueding  and  Wortis13,14  have 
been  able  to  demonstrate  an  elevation  of  blood 
and  spinal  fluid  pyruvate  in  all  cases  of  al- 
coholism with  peripheral  neuropathy.  Since 
Peters15  has  already  shown  that  thiamin  is 
concerned  in  the  catabolism  of  carbohydrate 
at  the  pyruvic  acid  stage,  this  finding  consti- 
tutes additional  evidence  for  the  metabolic 
etiology  of  this  type  of  peripheral  neuropath3r. 

The  brain  is  dependent  for  its  normal  func- 
tioning on  a carbohj^drate  substrate,16  an  ade- 
quate supply  of  oxygen,17  and  various  enzyme 
and  coenzyme  systems.18  Among  the  more 
important  of  these  latter  are  thiamin,  nico- 
tinic acid,  and  riboflavin.  Since  all  of  these  sub- 
stances are  of  great  importance  in  the  catabo- 
lism of  carbohydrate,  it  is  conceivable  that 
a deficiency  in  any  one  of  them  may  interfere 
with  proper  brain  functioning  by  interfering 
with  the  proper  utilization  of  dextrose,  the 
essential  foodstuff  of  the  brain.  Therefore,  it 
is  pertinent  that  we  have  never  seen  a case  of 
acute  peripheral  neuropathy  that  did  not 
simultaneously  show  some  evidence  of  cortical 
dysfunction.  Whether  or  not  the  spinal  cord, 
which  also  utilizes  carbohydrate19  as  its  main 
foodstuff,  is  similarly  involved  cannot  always 
be  determined.  Experimental  evidence  is 
plentiful  to  show  that  the  dorsal  columns  of 
the  spinal  cord  are  frequently  involved  in 
chronic  alcoholism11,12  (with  its  associated 
nutritional  disturbances).  Since  the  portions 
of  the  peripheral  nerve  involved  in  this  type  of 
neuropathy  are  those  eventually  carried  in 
the  dorsal  columns  (touch,  vibration,  position 
sense),  it  is  often  difficult  to  determine 
whether  or  not  myelopathy  is  present.  Wor- 
tis, Stein,  and  Jolliffe20  have  demonstrated 
that  it  is  the  large  myelinated  fibers  cany  in  g 
these  sense  modalities  which  suffer  first  and 
most  severely  in  this  type  of  peripheral 
neuropathy.  Finally,  patients  with  so-called 
irreversible  peripheral  neuropathy  frequently 
show  rather  marked  improvement  if  a diet 
rich  in  other  nutritional  factors  is  added  to 
the  thiamin.16 

Particular  mention  must  be  made  of  a paper 
by  Meiklejohn21  who  doubts  that  this  type 
of  polyneuropathy  is  due  to  a deficiency  of 
thiamin.  He  points  out  that  most  of  the 
earlier  writers  merely  suggested  that  “nutri- 


tional” polyneuropathy  was  caused  by  de- 
ficiency of  the  hypothetic  antineuritic  vita- 
min and  that  it  should  not  be  construed  to 
mean  that  the  authors  believed  “nutritional” 
polyneuropathy  to  be  due  to  a deficiency  of 
the  pure  chemical  substance  thiamin — a 
therapeutic  agent  unavailable  to  them  at  the 
time.  His  objections  have  been  answered 
point  for  point  by  Jolliffe.22  But  this  does  not 
imply  that  the  subject  is  a closed  matter. 

Our  knowledge  of  normal  nerve  metabolism 
is  by  no  means  complete,  and  as  additional 
light  is  shed  on  these  other  factors  it  may  be 
that  certain  changes  now  considered  irreversi- 
ble will  prove  to  be  completely  reversible.  It 
seems  probable  that,  in  certain  cases  at  any 
rate,  factors  additional  to  thiamin  are  neces- 
sary to  insure  the  complete  regeneration  of  the 
diseased  peripheral  nerves  accompanying 
nutritional  deficiency.  There  still  remains  a 
definite  group  in  which  the  changes  have  ap- 
parently advanced  to  the  irreversible  stage, 
and  vitamin  therapy  is  of  little  help. 

Previous  reports23*1  that  the  peripheral 
neuropathy  accompanying  pellagra  was  im- 
proved by  thiamin  or  cocarboxylase  have  been 
confirmed.24 

Of  a total  of  422  ambulatory  diabetic  pa- 
tients examined  by  Fein,  Ralli,  and  Jolliffe,25 
9 (2.1  per  cent)  fulfilled  the  criteria  for  the 
diagnosis  of  peripheral  neuropathy  resulting 
from  vitamin  Bi  deficiency.  In  these  9 sub- 
jects there  were  no  abnormal  findings  other 
than  peripheral  neuropathy  and  no  other 
clinically  evident  vitamin  deficiencies.  The 
estimated  vitamin/calorie  ratio  in  these  cases 
did  not,  however,  support  the  presence  of  a 
vitamin  Bi  deficiency.  The  authors  therefore 
suggested  that  the  presence  of  arteriosclerosis 
(all  their  patients  were  elderly)  may  necessi- 
tate a higher  concentration  of  thiamin  in  the 
tissues  to  insure  that  adequate  amounts  reach 
the  nerves.  Hausman26  has  recently  observed 
3 cases  of  peripheral  neuropathy  in  insulin- 
treated  diabetic  patients.  The  resulting  in- 
crease in  carbohydrate  utilization  requires 
additional  thiamin  to  insure  its  breakdown, 
and  in  susceptible  individuals  a deficiency  may 
result.  The  importance  of  this  mechanism  in 
the  cases  reported  by  Fein  and  his  co-workers 
is  doubtful,  since  all  of  their  cases  occurred  in 
elderly  patients  rather  than  in  the  young  se- 
vere diabetic  patients.  As  a result  of  their 
uniformly  excellent  therapeutic  results,  the 
authors  conclude  that  “the  symmetrical  periph- 
eral neuropathy  beginning  first  in,  and  in- 
volving primarily,  the  lower  extremities  of 
patients  having  diabetes  mellitus  responds  to 
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thiamin  hydrochloride,  and  in  our  opinion  is 
due  to  vitamin  Bi  deficiency.” 

Two  additional  reports  have  appeared  indi- 
cating that  vitamin  Bi  may  be  of  use  in 
multiple  sclerosis27  and  chorea.28  Our  own 
observations  fail  to  confirm  these  findings, 
and  this  point  of  view  is  further  confirmed  in 
an  excellent  paper  by  Robie.29  Moore’s  sug- 
gestion that  the  nicotinic  acid  acted  as  a vaso- 
dilator and  increased  the  blood  supply  in  such 
cases  is  interesting,  but  his  case  reports  are  not 
convincing. 

A well-controlled  study  led  Rose30  to  con- 
clude that  thiamin  was  of  no  benefit  in  tri- 
geminal neuralgia,  a finding  previously  noted 
by  us  and,  since,  repeatedly  confirmed. 

The  indiscriminate  use  of  vitamins  in  cases 
of  toxic  and  infectious  neuritis  continues. 
Results  in  such  cases  are  difficult  to  evaluate, 
and  conclusions  cannot  be  drawn  at  this  tune. 

Himwich  and  his  co-workers,31  studying  the 
brain  metabolism  in  7 patients  with  pellagra 
uncomplicated  by  other  deficiency  diseases, 
noted  that  the  brain  oxygen  A-V  difference 
was  6.16  vols.  per  cent  as  compared  to  a nor- 
mal of  7.43  vols.  per  cent.  Since  studies  of 
brain  blood  flow  were  not  done,  this  difference 
may  not  be  statistically  significant.  In  8 
individuals  who  had  pellagra  complicated  by 
beriberi,  however,  a marked  depression  of  the 
oxygen  A-Y  difference  was  observed,  with  an 
average  value  of  4.69  vols.  per  cent.  This  dif- 
ference may  be  caused  either  by  a blood  flow 
increased  60  per  cent  above  the  normal  or  by 
a diminished  cerebral  metabolism.  The  latter 
possibility  is  regarded  as  more  likely.  The 
decreased  cerebral  metabolism  in  pellagra 
complicated  by  beriberi  may  be  due  to  lack  of 
one  vitamin  or  to  a polya vitaminosis.  None- 
theless, these  observations  seem  to  offer  an 
explanation  for  the  cortical  changes  that  ac- 
company these  nutritional  disturbances  and 
that  we  have  observed  as  an  invariable  ac- 
companiment of  “nutritional”  peripheral 
neuropathy. 

Encephalopathia  Alcoholica. — With  regard 
to  the  alcoholic  psychoses,  the  modern  trend 
is  away  from  the  older  assumption  of  a direct 
toxic  action  of  alcohol  on  the  nervous  system 
and  is  more  in  favor  of  a metabolic,  or  more 
specifically  an  avitaminotic,  disturbance 
caused  by  the  chronic  ingestion  of  alcohol.32 
This  is  contributed  to  by  the  following  fac- 
tors:33 (1)  The  diet  of  alcoholic  patients  is 
deficient  in  vitamins.  (2)  The  increase  in 
total  metabolism  which  occurs  in  alcoholic 
states,  and  particularly  in  delirium  tremens, 
requires  a larger  supply  of  vitamins.  As  a 


result,  relative  or  absolute  deficiencies  may  ap- 
pear which  might  not  otherwise  be  present. 
(3)  Alcoholic  patients  have  impaired  gastro- 
intestinal absorption  because  of  associated 
gastritis  and  hepatitis.  As  a result  they  do 
not  completely  absorb  even  the  small  amounts 
of  food  they  do  eat.  (4)  The  substitution  of 
vitamin-free  alcohol  for  vitamin-containing 
foods.  (5)  The  increased  vitamin  require- 
ment in  consequence  of  the  additional  calories 
furnished  by  alcohol. 

Delirium  Tremens. — The  literature  contains 
many  articles  indicating  that  thiamin  chlo- 
ride34 and  nicotinic  acid35  are  either  specific 
or  have  considerable  value  in  the  treatment  of 
delirium  tremens.  On  the  other  hand,  Spies 
and  his  co-workers36  reported  negative  results 
with  nicotinic  acid,  and  Rosenbaum37  noted 
no  .essential  difference  whether  vitamin  Bi 
or  nicotinic  acid  is  given  or  omitted  in  the 
routine  therapy  of  these  cases.  As  a matter 
of  fact,  they  reported  the  experimental  pro- 
duction of  an  attack  of  delirium  tremens  in  a 
person  suffering  from  chronic  alcoholism  who 
was  given  huge  doses  of  thiamin  chloride  and 
nicotinic  acid  but  was  allowed  to  drink  about 
1 quart  of  whiskey  per  day.  The  delirium 
began  thirteen  days  after  this  regimen  was 
started. 

Our  published  results38’39’40  indicate  clearly 
that  deficiency  of  thiamin  and  nicotinic  acid 
is  not  specific  in  the  causation  of  delirium 
tremens  or  administration  of  these  vitamins 
in  the  treatment  of  this  disease.  We  do, 
however,  believe  that  delirium  tremens  is  a 
factor  of  considerable  importance  in  producing 
other  nutritional  disturbances  of  the  nervous 
system  (Wernicke’s  syndrome,  nicotinic  acid 
deficiency  encephalopathy,  peripheral  neu- 
ropathy). As  noted  above,  the  marked  in- 
crease in  psychomotor  activity  which  accom- 
panies these  delirious  states  so  raises  the  meta- 
bolic requirements  that  clinically  latent  de- 
ficiency states  may  become  manifest.  We 
have,  however,  seen  too  many  cases  of  delir- 
ium tremens  recover  entirety  on  saline  and 
fluids  to  include  nicotinic  acid  or  thiamin  in 
the  specific  treatment  of  this  condition.  We 
believe  that  thiamin  and  nicotinic  acid,  as 
well  as  the  entire  B complex,  should  be  given 
to  all  patients  with  delirium  in  order  to  pre- 
vent the  development  of  peripheral  neuropa- 
thy, Wernicke’s  syndrome,  and  nicotinic 
acid  deficiency  encephalopathy  and,  per- 
haps, to  prevent  the  development  of  as  yet 
unknown  types  of  encephalopathy  related  to 
nutritional  disturbances.  Delirium  tremens 
may,  of  course,  be  related  to  some  as  yet  un- 
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discovered  or  untried  vitamin,  but  the  evi- 
dence for  thiamin  and  nicotinic  acid  is  meager 
indeed. 

Wernicke's  Syndrome. — In  1881  Karl  Wer- 
nicke,41 on  the  basis  of  3 cases  studied  care- 
fully during  life  and  at  autopsy,  delineated  a 
clinical  syndrome  characterized  by  clouding  of 
consciousness,  varying  ophthalmoplegias,  and 
ataxia.  The  author  did  not  indict  alcohol  as 
the  causative  agent  but  suggested  that  various 
toxins,  including  alcohol,  might  produce  the 
clinicopathologic  picture.  Nonetheless,  most 
subsequent  cases  were  reported  in  inebriates, 
and  alcohol  gradually  came  to  be  accepted  as 
the  etiologic  basis  of  this  condition.  As  a mat- 
ter of  fact,  Wernicke’s  original  case  did  not 
occur  in  an  alcoholic  patient. 

The  patient  was  a 20-year-old  seamstress 
who  was  admitted  to  the  Charite  following  a 
suicidal  attempt  with  sulfuric  acid.  She  left 
the  hospital  after  several  days,  but  soon 
thereafter  persistent  and  intractable  vomiting 
set  in,  probably  as  a result  of  pyloric  stenosis. 
The  vomiting  continued,  and  after  one  month' 
she  became  stuporous  and  developed  ophthal- 
moplegia and  ataxia.  In  addition,  there  was 
moderate  swelling  of  the  optic  disks  with  as- 
sociated retinal  hemorrhages.  Her  condition 
gradually  became  worse,  and  she  died  one  week 
after  the  onset  of  this  complication.  Wer- 
nicke’s other  2 cases,  however,  did  occur  in  al- 
coholic patients  who  were  admitted  in  delirium. 
The  essential  pathology  was  described  by  Wer- 
nicke and  has  been  further  elaborated  by  others. 
In  general,  the  lesions  are  confined  to  the  peri- 
ventricular gray  matter  and  are  character- 
ized by  small  foci  of  degeneration  and  varicose 
deformities  of  the  blood  vessels.  There  is 
subacute  necrosis  of  the  adjoining  paren- 
chyma, and  small  petechial  hemorrhages  are 
frequently,  but  not  always,  found  throughout 
the  lesions. 

In  addition  to  innumerable  reported  cases 
in  inebriates,  a review  of  the  literature  reveals 
some  40  cases  described  in  nonalcoholic  in- 
dividuals. These  latter  cases  are  usually  as- 
sociated with  gastrointestinal  disorders  or 
carcinomas  accompanied  by  cachexia  and 
vomiting.  Many  of  these  authors  suggested 
a metabolic  etiology,  but  opinion  regarding  the 
nutritional  origin  of  the  Wernicke  syndrome 
was  not  crystallized  until  1938,  when  Alex- 
ander and  his  co-workers42  were  able  to  pro- 
duce this  syndrome  in  pigeons  fed  on  a thia- 
min-deficient diet.  They  could  not  reproduce 
the  disease  in  pigeons  fed  thiamin,  even  though 
they  were  deprived  of  all  other  vitamins  or  of 
any-  one  other  vitamin  for  a period  of  over  six 


months.  In  1940  Alexander43  amplified  his 
original  report  and  showed  conclusively  that 
the  lesions  of  Wernicke’s  polioencephalopathv 
occurring  in  man,  and  the  disease  he  produced 
experimentally  in  pigeons  deficient  in  vitamin 
Bi  were  identical  in  their  topographic  distri- 
bution and  in  their  morphologic  and  histologic 
characteristics. 

We44  have  recently  reported  our  clinical 
findings  in  27  cases.  Of  the  total,  3 occurred 
in  nonalcoholic  patients  (2  depressed  patients 
who  refused  to  eat,  and  1 case  of  pulmonary 
tuberculosis  with  associated  vomiting).  The 
other  24  occurred  in  chronic  alcoholic  indi- 
viduals. 

Our  results  may  be  summarized  as  follows: 

1.  The  syndrome  as  originally  described 
by  Wernicke  is  probably  a combination  of 
several  nutritional  deficiencies  affecting  the 
nervous  system  and  need  not  necessarily  be 
complete  in  any  case.  It  is,  of  course,  possible 
that  the  exact  syndrome  that  Alexander  has 
reproduced  experimentally  in  pigeons  may  oc- 
cur in  uncomplicated  fashion  in  man,  but  be- 
yond the  fact  that  the  patient  would  have 
ophthalmoplegia  the  other  symptoms  would 
be  difficult  to  evaluate  from  a purely  clinico- 
pathologic point  of  view. 

2.  Our  results  indicate  that:  (a)  the  oph- 
thalmoplegia is  a thiamin  deficiency,  (b) 
The  clouding  of  consciousness  may  be  re- 
lated to  anything  that  interferes  with  proper 
brain  metabolism.  Among  the  known  of- 
fenders are  lack  of  carbohydrate;  lack  of 
oxygen;  lack  of  thiamin,  nicotinic  acid,  and 
riboflavin;  and  probably  lack  of  many  other 
substances  now  under  investigation,  (c)  The 
ataxia  is  difficult  to  evaluate,  and  its  response 
to  therapy  has  not  as  yet  been  worked  out. 

3.  Other  deficiency  syndromes  (pellagra, 
nicotinic  acid  deficiency  encephalopathy, 
riboflavin  deficiency)  may,  and  do,  superim- 
pose themselves  on  the  more  usual  Wernicke 
picture,  and  these  require  specific  treatment. 

4.  The  ophthalmoplegia  is  invariably  pre- 
ceded or  accompanied  by  peripheral  neuropa- 
thy. Since  the  latter  results  from  a thiamin 
deficiency,  this  finding  tends  to  confirm  Alex- 
ander’s thesis  that  they  have  a common 
etiology  and  that  the  polioencephalopathic 
changes  represent  a more  complete  deficiency 
in  thiamin. 

5.  Delirium  with  its  marked  increase  in 
psychomotor  activity  and,  hence,  in  total 
metabolism  usually  precedes  the  development 
of  this  syndrome.  In  this  type  of  case,  the 
early  administration  of  thiamin  will  prevent 
the  development  of  ophthalmoplegia. 
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6.  All  cases  that  received  adequate  vita- 
min therapy  recovered.  In  the  recovered  cases 
the  development  of  a Korsakoff  syndrome  is 
the  rule.  The  latter  does  not  show  a consistent 
response  to  thiamin  therapy  as  has  frequently 
been  claimed. 

Korsakoff’s  Syndrome. — This  psychosis  con- 
sists in  deficient  power  of  retention  for  recent 
events,  with  a tendency  to  confabulate,  and 
disorientation  for  time,  place,  and  person.  It 
may  or  may  not  be  associated  with  peripheral 
neuropathy.  Although  most  usually  associ- 
ated with  chronic  alcoholism,  it  is  seen  in  con- 
junction with  many  other  conditions  (head 
injury,  arteriosclerosis,  subarachnoid  bleed- 
ing, toxic  and  drug  psychosis,  etc.).  Because 
of  its  frequent  association  with  peripheral 
neuropathy,  lack  of  thiamin  has  long  been 
suspected,  and  several  confirmatory  reports 
have  already  appeared.46’46  These  reports 
are  probably  the  result  of  premature  opti- 
mism. Our  experience  with  the  syndrome  con- 
vinces us  that  not  all  cases  of  this  type  are  the 
result  of  nutritional  disturbances  and  that 
even  where  such  disturbances  do  exist  the  role 
of  thiamin  is  still  to  be  determined.  We  have 
previously  reported1  that  the  confabulatoiy 
features  of  an  acute  delirium  usually  clear 
while  the  patient  is  receiving  a diet  deficient 
in  vitamin  B.  In  the  more  chronic  cases, 
Bowman  and  his  associates47  have  shown 
that  thiamin  seems  to  help  in  the  recovery  of 
these  patients  but  is  nowise  specific.  In  these 
latter  cases  it  may  be  argued  that  the  changes 
have  become  irreversible.  At  any  rate,  the 
role  of  thiamin  in  the  genesis  and  treatment  of 
the  Korsakoff  syndrome  still  remains  to  be 
determined,  and  the  evidence  at  hand  is  not 
at  all  convincing. 

Regarding  the  manifestations  of  “enceplialo- 
pathia  alcoholica,”  we  believe  that  each  such 
patient  should  be  labeled  as  to  the  clinical 
signs  or  syndromes  presented,  the  response  of 
these  phenomena  to  specific  therapeutic  agents 
recorded,  and,  finally,  the  metabolic  and 
pathologic  changes  correlated  with  the  clinical 
picture  found  during  life.  It  is  our  belief  that 
studies  of  this  type  will  undoubtedly  lead  to  a 
much  better  understanding  of  the  nutritional 
and  metabolic  disorders  that  interfere  with  the 
functional  economy  of  the  nervous  system. 

Nicotinic  Acid 

Pellagra  was  first  described  by  a Spanish 
physician,  Gaspar  Casal48  in  1735,  but  his 
observations  were  not  published  until  1762, 
three  years  after  his  death.  The  first  pub- 
lished report  appeared  in  the  French  literature 


in  1755,  but  the  author,  formerly  physician  to 
the  French  ambassador  at  the  Spanish  court, 
freely  acknowledges  his  debt  to  Casal.  States 
of  mania,  depression,  and  confusion  are  de- 
scribed as  accompanying  the  “mal  de  la 
rosa,”  and  their  severity  and  chronicity  are 
stressed.  “Without  doubt  these  are  pro- 
duced by  metastasis  to  the  brain  of  the  acrid 
and  malign  humours  which  produced  this 
malady.”  He  cites  the  example  of  a woman 
who,  “during  one  of  the  melancholy  deliriums 
so  frequent  in  this  disease,  had  a great  desire 
to  feed  herself  from  cow’s  butter,  for  which 
she  spent  all  her  property,  and  she  was  cured.” 

Almost  immediately  following  the  discovery 
of  the  value  of  nicotinic  acid  in  the  treatment 
of  certain  manifestations  of  human  pellagra, 
a number  of  articles49-52  appeared  concerning 
its  usefulness  in  the  treatment  of  the  cere- 
bral disorders  seen  in  persons  suffering  with 
pellagra.  Spies  and  his  co-workers49  state  that 
pellagra  patients  are  noted  for  the  multi- 
plicity of  their  complaints,  among  which  are 
many  that  are  usually  classified  as  neuras- 
thenic. The  most  common  of  these  symptoms 
are  fatigue,  insomnia,  anorexia,  vertigo, 
burning  sensations  in  various  parts  of  the 
body,  numbness,  palpitation,  nervousness,  a 
feeling  of  unrest  and  anxiety,  headache, 
forgetfulness,  apprehension,  and  distract- 
ability.  The  conduct  of  the  person  with 
pellagra  is  normal,  but  he  feels  incapable  of 
physical  or  mental  effort  even  though  he  majr 
be  ambulatory.  They  noted  that  the  “neu- 
rotic” symptoms  showed  a prompt  response  to 
nicotinic  acid  therapy.  Probably  of  greater 
significance  than  the  relief  of  “neurotic” 
symptoms  following  nicotinic  acid  is  their  ob- 
servation that  these  symptoms  return  when, 
without  the  patient’s  knowledge,  nicotinic 
acid  is  withdrawn  and  another  medicament  of 
similar  appearance  is  substituted  for  it. 

The  more  obvious  mental  manifestations  of 
pellagra  are  the  various  organic  psychoses 
that  complete  the  diagnostic  triad  of  di- 
arrhea, dermatitis,  and  dementia.  Perhaps 
the  most  common  is  that  in  which  loss  of 
memory,  disorientation,  confusion,  and  con- 
fabulation are  present.  There  are  also  types 
in  which  excitement,  depression,  mania,  and 
delirium  may  occur.  In  our  experience  a 
paranoid  condition  is  common  in  pellagra  as 
in  many  other  organic  psychiatric  pictures. 
Spies  and  his  associates49  report  that  all  their 
psychotic  patients  recovered,  but  the  psycho- 
sis in  most  of  their  cases  was  only  of  one  to 
two  weeks’  duration.  We  can  confirm  these 
findings  with  our  own  experiences  at  Bellevue 
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Hospital.  We  would,  however,  emphasize 
the  fact  that  careful  psychiatric  examination 
reveals  that  these  patients  are  frequently  left 
with  residual  organic  memory  defects.  In  the 
psychoses  of  longer  duration  associated  with 
pellagra,  the  response  to  nicotinic  acid  is  cer- 
tainly not  spectacular,  and  specific  therapy 
may  not  help  at  all.  This  does  not  mean  that 
a lack  of  nicotinic  acid  was  not  important  in 
the  genesis  of  the  mental  picture.  It  does, 
however,  point  out  the  fact  that  these  meta- 
bolic disturbances  finally  proceed  to  structural 
changes.  When  this  latter  stage  is  reached, 
the  process  may  become  irreversible.  It 
must  similarly  be  emphasized  that  many  of  the 
acute  excitements  and  deliriums  associated 
with  pellagra  frequently  clear  up  without 
nicotinic  acid  therapy.  Finally,  pellagra 
patients  are  usually  lacking  in  other  factors 
contained  in  the  well-balanced  diet  and  prob- 
ably necessary  for  normal  brain  metabolism. 
It  is  therefore  suggested  that  adequate 
amounts  of  other  vitamins  be  given  to  pella- 
gra patients  with  encephalopathic  manifesta- 
tions in  order  to  insure  maximal  therapeutic 
results. 

Cleckley,  Sydenstricker,  and  Geeslin53  have 
reported  on  19  stuporous  patients  who  showed 
a remarkable  response  to  nicotinic  acid  ther- 
apy. They  concluded  that  hebetude  grading 
into  profound  stupor  may  be  the  only  sign  of 
severe  acute  pellagra  and  that  therapeutic 
trial  of  nicotinic  acid  is  justifiable  as  the  only 
method  at  present  available  for  the  diagnosis 
of  such  cases. 

Jolliffe,  Bowman,  Rosenblum,  and  Fein64 
have  reported  150  cases  of  an  “encephalo- 
pathic syndrome,”  heretofore  almost  invari- 
ably fatal,  which  they  believe  is  caused  by 
nicotinic  acid  deficiency.  This  syndrome  may 
occur  as  the  only  manifestation  of  a deficiency 
disease  or  it  may  occur  in  association  with 
pellagra,  polyneuritis  due  to  vitamin  Bi 
deficiency,  or  the  ophthalmoplegia  associated 
with  Wernicke’s  disease.  The  clinical  picture 
of  this  syndrome  is  more  or  less  well  defined 
and  is  characterized  by  clouding  of  conscious- 
ness, cogwheel  rigidities  of  the  extremities, 
and  uncontrollable  sucking  and  grasping  re- 
flexes. To  be  excluded  are  the  encephalo- 
pathic manifestations  of  groping,  grasping, 
and  sucking  which  may  occur  during  the 
course  of  delirium  tremens,  infectious  diseases 
with  delirium,  expanding  intracranial  lesions, 
advanced  cerebral  arteriosclerosis,  and  other 
diseases.  Jolliffe  also  notes  that  some  of  the 
cases  previously  described  by  Spies,49  Mat- 
thews,60 Sydenstricker,61  and  Cleckley,63  and 


their  co-workers  may  have  belonged  to  this 
group. 

Since  not  all  of  the  cases  showing  this  syn- 
drome presented  the  usual  skin  and  mouth 
lesions  associated  with  pellagra,  it  was  as- 
sumed that  this  syndrome  represents  an  acute 
complete  nicotinic  acid  deficiency,  which  de- 
velops so  rapidly  that  the  structural  changes 
in  the  skin  and  mouth,  characteristic  of  pella- 
gra, do  not  have  time  to  occur.  Patients  mani- 
festing this  syndrome  and  treated  by  hydra- 
tion or  hydration  plus  thiamin  hydrochloride 
almost  invariably  died  (95  per  cent) ; patients 
treated  by  hydration  plus  concentrates  rich 
in  the  vitamin  B complex  showed  a marked 
drop  in  mortality  (50  per  cent);  but  when 
these  patients  were  treated  by  hydration  plus 
nicotinic  acid,  the  mortality  fell  to  15  per  cent. 

Vitamin  Be 

A specific  syndrome  in  man  attributable  to 
a deficiency  of  vitamin  B6  or  pyridoxine  has  as 
yet  not  been  reported.  Therapeutic  effects 
have,  however,  been  noted  in  several  diseases 
of  the  nervous  system,  although  its  true  posi- 
tion in  the  field  of  nerve  tissue  metabolism  still 
remains  to  be  determined. 

Paralysis  Agitans. — Jolliffe65  administered 
pyridoxine  in  doses  of  50  to  100  mg.  intra- 
venously either  daily  or  every  other  day  to  15 
patients  with  paralysis  agitans.  Four  showed 
subjective  and  definite  objective  improvement. 
Two  additional  patients  were  subjectively  im- 
proved. Of  the  11  patients  who  showed  no 
objective  improvement,  10  had  suffered  dis- 
ability for  more  than  three  years,  and  5 of 
these  gave  a history  of  encephalitis. 

Spies56  soon  thereafter  confirmed  this  obser- 
vation and  reported  the  dramatic  improve- 
ment, particularly  of  the  tremor,  in  patients 
having  postencephalitic  Parkinson’s  disease. 
In  the  arteriosclerotic  group  their  results 
were  not  nearly  so  good. 

Jolliffe67  subsequently  reported  a group  of 
32  ambulatory  patients  with  Parkinson’s  dis- 
ease. In  this  latter  group  he  noted  that 
improvement  seemed  best  in  the  postencepha- 
litic cases.  He  concludes  that  the  syndrome 
of  paralysis  agitans  seems  to  include  people 
who  are  helped  by  pyridoxine. 

In  a group  of  12  chronic  cases  of  paralysis 
agitans  (including  idiopathic,  postencepha- 
litic, and  arteriosclerotic)  treated  with  large 
doses  of  thiamin,  nicotinic  acid,  riboflavin, 
and  pyridoxine,  Loughlin,  Myersburg,  and 
Wortis58  noted  no  objective  changes  for  the 
better.  Several  of  the  patients  claimed  to  feel 
better  subjectively,  but  this  was  also  true  for 
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several  control  patients  who  received  injections 
of  saline. 

The  reported  material  is  still  too  meager 
to  draw  any  definite  conclusions,  but  the  evi- 
dence at  hand  suggests  that:  (1)  the  best  re- 
sults are  obtained  in  cases  of  short  duration; 
(2)  the  number  of  cases  helped  is  small  (10 
to  20  per  cent) ; and  (3)  in  the  latter  there  is  no 
evidence  of  any  lack  of  pyridoxine,  and  the 
beneficial  effects  may  be  related  to  the  general 
effect  of  pyridoxine  on  muscle  metabolism. 

Pseudohypertrophic  Muscular  Dystrophy. — 
Antopol  and  Schotland59  reported  improve- 
ment in  6 cases  of  pseudohypertrophic  muscu- 
lar dystrophy  treated  with  pyridoxine.  The 
treatment  was  instituted  because  of  the  pre- 
vious finding60  that  foci  of  muscle  atrophy  de- 
veloped in  rats  deficient  in  vitamin  B6.  They 
believed  that  their  results  were  due  to  en- 
hanced muscle  metabolism  and  did  not  imply 
that  this  form  of  muscular  dystrophy  was  due 
to  a lack  of  vitamin  B6.  On  the  other  hand, 
Fer rebee 61  and  his  co-workers  report  entirely 
negative  results  in  21  cases  of  muscular  dys- 
trophy (14  of  the  pseudohypertrophic  type), 
and  Wortis62  has  seen  no  essential  change  in  5 
cases  of  pseudohypertrophic  muscular  dys- 
trophy treated  with  adequate  amounts  of 
vitamin  B6.  These  contrasts  in  therapeutic 
results  are  difficult  to  explain  and  indicate  that 
additional  factors  may  play  a part  in  the  re- 
sults obtained. 

Spies,  Bean,  and  Ashe63  described  a syn- 
drome in  24  people  characterized  by  “extreme 
nervousness,  insomnia,  irritability,  abdominal 
pain,  weakness,  and  difficulty  in  walking,” 
which  disappeared  dramatically  following  the 
intravenous  administration  of  50  mg.  of 
pyridoxine.  In  some  of  these  cases  they 
were  able  to  confirm  their  clinical  impression 
of  a deficiency  of  vitamin  B6  by  urinary  satura- 
tion tests.  Their  clinical  reports  are  rather 
meager,  and  the  subjective  nature  of  the  com- 
plaints listed  makes  therapeutic  evaluation 
even  more  difficult. 

Yilter,  Aring,  and  Spies64  noted  the  drama- 
tic improvement  of  a patient  with  arsenical 
peripheral  neuritis  treated  with  pyridoxine, 
but  maximal  improvement  was  not  obtained 
until  pyridoxine  was  given  together  with  vita- 
min E.  When  thiamin  or  physiologic  saline 
were  substituted  for  pyridoxine  in  the  early 
stages  of  treatment,  a relapse  occurred. 

Vitamin  E 

The  experimental  work  of  Evans  and  Burr,65 
Goettsch  and  Pappenheimer,66  and  Einarson 


and  Ringsted67  has  shown  that,  in  the  ex- 
perimental animal,  deficiency  of  vitamin  E 
results  in  paralysis.  Goettsch  and  Pappen- 
heimer66 proved  the  dystrophic  nature  of  the 
muscular  change  in  the  guinea  pig  and  rat 
deficient  in  vitamin  E.  Einarson  and  Ring- 
sted67 demonstrated  that  the  mature  rat  fed 
on  a diet  deficient  in  vitamin  E developed 
lesions  in  the  posterior  columns  and  the  an- 
terior horns  of  the  spinal  cord.  They  pointed 
out  that  in  the  rat  the  pyramidal  tract  is  lo- 
cated in  the  dorsal  column  and  that  the  disease 
they  were  able  to  produce  might,  therefore, 
be  compared  to  the  amyotrophic  lateral 
sclerosis  syndrome  seen  in  man. 

Bicknell,68  utilizing  these  experimental 
findings,  suggested  that  in  the  younger  in- 
dividual it  was  the  muscular  system  while  in 
the  older  individual  it  was  the  nervous  system 
which  suffered  most  in  vitamin  E deficiency. 
He  reported  favorable  results  in  12  of  13 
cases  of  muscular  dystrophy  and  2 of  4 cases 
of  amyotrophic  lateral  sclerosis.  His  paper, 
which  is  in  the  nature  of  a preliminary  report, 
is  not  too  well  documented,  but  the  author’s 
enthusiasm  regarding  the  results  obtained  is 
not  to  be  doubted.  This  was  immediately  fol- 
lowed by  two  exceedingly  well-documented 
reports  by  Wechsler, 69,70  who  reported  favor- 
able results  in  a series  of  cases  of  amyotrophic 
lateral  sclerosis  treated  with  synthetic  vita- 
min E.  He  pertinently  suggests  that  the 
syndrome  may  have  varying  etiologies  and 
that  it  is  only  in  the  group  associated  with  a 
deficiency  of  vitamin  E that  favorable  thera- 
peutic results  are  to  be  expected.  Of  greater 
significance  is  his  reported  observation  that  on 
two  occasions  when  the  administration  of  the 
vitamin  E was  stopped  the  weakness  returned, 
and  when  treatment  was  resumed  recovery 
promptly  resulted.  As  he  points  out,  this  is  a 
crucial  physiologic  experiment  and  indicates 
that  the  recovery  was  the  direct  result  of  the 
treatment.  Interestingly,  the  same  author  ob- 
served no  particularly  significant  results  in 
several  cases  of  muscular  dystrophy  treated 
with  vitamin  E.  On  the  other  hand,  Stone7' 
reported  excellent  results  in  5 cases  of  muscu- 
lar dystrophy  treated  with  vitamin  E and  the 
vitamin  B complex.  He  reports  gain  in  muscle 
strength,  the  disappearance  of  fatigue  and 
muscle  pain  on  slight  exertion,  change  in 
muscle  texture,  and  replacement  of  dystro- 
phic musculature  by  normally  contracting 
muscle  tissue.  In  2 other  cases  of  muscle 
atrophy  of  the  spinal  and  neural  type,  the  re- 
sults were  not  quite  so  spectacular,  but  “an 
increase  in  the  amount  of  regenerated  muscle 
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tissue  became  apparent  after  the  addition  of 
vitamin  E to  the  vitamin  B complex  the  pa- 
tient was  receiving.”  Finally,  Sheldon,72 
Ferrebee,61  Denker,73  Wortis,74  and  their  co- 
workers have  noted  no  objective  improve- 
ment in  a total  of  27  cases  of  muscular  dys- 
trophy, 31  cases  of  amyotrophic  lateral 
sclerosis,  and  4 cases  of  progressive  spinal 
atrophy  treated  with  large  doses  of  vitamin  E, 
apparently  for  sufficient  periods  of  time. 
These  discrepancies  in  reported  material  from 
reliable  sources  require  explanation. 

Although  but  three  years  have  elapsed 
since  this  subject  was  last  reviewed,  the  growth 
of  knowledge  in  this  field  has  been  sufficiently 
steady  and  solid  to  warrant  this  presentation. 
Some  of  the  material  originally  presented  has 
been  confirmed,  some  has  been  discarded,  and 
much  remains  to  be  tested.  There  is  a par- 
ticularly great  need  for  more  expert  laboratory 
technics.  We,  of  course,  do  not  suggest  that 
clinical  experimentation  should  stop  until 
these  aids  are  available,  but  we  do  believe 
that  clinical  experimentation  will  be  much 
better  directed  and  therapeutic  results  much 
easier  to  evaluate  when  these  methods  become 
available.  We  have  been  impressed  with  the 
lack  of  interest  in  the  psychologic  aspects  of 
the  various  reported  illnesses.  It  must  be 
remembered  that  individuals  attempt  to 
maintain  the  experience  of  health  even  when 
threatened  by  a serious  illness.  The  meta- 
bolic approach  to  these  “degenerative”  dis- 
eases has  filled  both  patient  and  physician 
with  a much-needed  optimism,  often  clouding 
scientific  vision.  It  would  be  well  to  continue 
our  optimism  but  maintain  our  scientific 
critique. 

As  in  vitamin  deficiencies  occurring  else- 
where, those  affecting  the  nervous  system  are 
usually  the  result  of  multiple,  rather  than 
single,  deficiencies.  Hence,  a well-balanced 
diet  should  always  supplement  treatment  with 
the  specifically  indicated  vitamin.  Further- 
more, the  possible  synergistic  action  of  vita- 
mins has  hardly  been  touched  upon. 

It  must  also  be  remembered  that  vitamins 
are  not  only  accessory  foodstuffs  but  drugs. 
Thus,  nicotinic  acid  is  not  only  a vitamin  but 
also  a vasodilator  drug.  Its  vitamin  and  en- 
zyme effect  need  bear  no  relationship  to  its 
use  as  a vasodilator  drug.  In  the  evaluation 
of  the  therapeutic  efficiency  of  these  sub- 
stances it  must  therefore  be  kept  clearly  in 
mind  that  beneficial  results  may  follow  its 
vitamin  (enzyme)  effect,  its  drug  effect,  or  its 
psychologic  effect. 

Finally,  it  must  be  remembered  that  ther- 


apy, to  be  most  efficacious,  must  be  instituted 
early.  Pathologic  conditions  are  much  easier 
to  reverse  when  treatment  is  instituted  before 
structural  changes  have  occurred.  This  fact 
is  worth  the  utmost  consideration  in  evaluat- 
ing therapeutic  results  and  may  account  for 
many  differences  in  reported  observations. 

It  is  our  belief  that  further  studies  of  this 
type  will  yield  much  information  of  value  to 
students  of  nervous  economy. 
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Discussion 

Dr.  Noble  R.  Chambers,  Syracuse , New  York 
—In  these  days  the  practicing  physician, 
whether  he  is  a general  practitioner  or  a special- 
ist, finds  himself  in  a dilemma.  Medical  litera- 
ture is  full  of  new  methods,  new  drugs,  and  par- 
ticularly vitamins.  Every  mail  brings  adver- 
tising from  the  various  drug  firms.  Then  the 
detail  man  comes  in.  The  radio  programs  are 
full  of  it.  The  drugstores  have  vitamin  displays 
in  their  windows.  The  world,  at  least  this  cen- 
tury, has  gone  vitamin  crazy. 

It  is,  therefore,  a real  pleasure  to  hear  a paper 
such  as  this,  taking  up  each  vitamin  and  its 
therapeutic  uses  and  presenting  in  a scientific 
manner  its  application  to  the  field  of  nervous 
health  and  disease. 


Most  of  us  have  not  had  access  to  the  material 
nor  have  we  worked  so  exhaustively  in  the  field 
as  the  authors  of  this  paper.  Therefore,  I shall 
limit  my  discussion  to  a comment  and  a few 
questions. 

I have  not  been  greatly  impressed  with  the 
use  of  thiamin  and  nicotinic  acid  in  multiple 
sclerosis. 

Though  not  directly  applicable  to  nervous 
health  and  disease,  the  work  of  Dr.  O.  D.  Chap- 
man, of  Syracuse,  has  shown  definitely  that  not 
only  vitamin  C is  concerned  in  oral  infections  but 
also  the  B complex. 

I have  been  impressed  with  the  rather  fre- 
quent occurrence  of  a syndrome  resembling  in- 
volution melancholia  in  both  sexes  but  in  indi- 
viduals far  too  young  for  the  involutional  period; 
and  the  prompt  relief  afforded  by  adequate  vita- 
min therapy.  I have  used  the  B complex  in  these 
cases.  I have  seen  2 or  3 cases  of  obstinate  head- 
ache which  were  pronounced  due  to  either  sinus 
or  allerg3r  but  were  cleared  up  by  vitamin  B. 

In  alcoholism  we  must  never  lose  sight  of  the 
importance  of  psychotherapy — indeed  the  effort 
to  revamp  the  patient’s  morale  must  be  added  to 
any  other  therapy  if  a permanent  cure  is  to  be 
expected. 

Questions. — (1)  What  are  the  recommended 
dosages  of  thiamin,  riboflavin,  nicotinic  acid, 
pvridoxine,  and  vitamin  E?  (2)  When  and  why  is 
the  parenteral  route  preferable?  (3)  When  and 
why  is  a multiple  vitamin  preparation  prefer- 
able? (4)  What  are  the  toxic  or  undesirable  ef- 
fects of  vitamins?  (5)  What  about  so-called  win- 
ter depression — is  not  more  than  vitamin  D con- 
cerned? 

I have  both  enjoyed  and  profited  by  this  ex- 
cellent paper. 

Dr.  F.  C.  Southworth,  Buffalo,  New  York — 
This  review  of  the  present  status  of  vitamins  in 
neurology  and  psychiatry  is  most  timely  in  view 
of  the  rapid  accumulation  of  new  data  and  of 
public  confusion  based  mainly  on  the  claims  of 
advertisers.  It  appears  that  we  are  soon  to  be 
able  to  base  our  therapy  on  clear-cut  clinical 
indications. 

The  idea  that  neurasthenia  may  be  due  to 
vitamin  B deficiency  will  be  welcomed  by  many 
psychiatrists  who  have  hesitated  to  group  all 
such  cases  with  the  psychoneuroses.  Surely 
many  a doctor  has  had  such  symptoms  and 
wondered  about  his  own  adjustment. 

I believe  that  most  neurologists  now  accept 
the  principle  that  polyneuritis  in  persons  suf- 
fering from  alcoholism  is  due  to  vitamin  B de- 
ficiency and  that  the  same  factor  is  important 
in  some  of  the  brain  lesions  of  alcoholism.  That 
delirium  tremens  is  not  primarily  due  to  this 
deficiency,  as  Dr.  Wortis  has  indicated,  is  also 
clear.  In  1939  Bowman  and  Keiser  pointed  out 
that  the  salt  metabolism  is  seriously  disturbed 
in  this  condition  and  that  administration  of 
sodium  chloride  cuts  short  the  period  of  re- 
covery. 
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The  somewhat  conflicting  reports  on  the  effect 
of  vitamin  B6  in  paralysis  agitans  must,  I believe, 
await  further  evidence  before  a conclusion  can 
be  drawn.  Certainly  in  the  symptoms  of  this 
disease,  mental  mechanisms  play  a most  im- 
portant part.  A patient  of  ours,  bedridden  for  a 
year  with  rigidity  and  tremor,  walked  on  the 
first  day  of  his  treatment  with  Bulgarian  bella- 
donna. 

In  progressive  muscular  dystrophy,  we  have 
obtained  some  rather  interesting  results  with 
vitamin  Be  therapy  in  13  cases.  The  patients, 
pupils  in  a school  for  crippled  children  operated 
jointly  by  the  Buffalo  School  Department  and 
the  Meyer  Memorial  Hospital,  have  been  re- 
ceiving intravenous  or  intramuscular  injections 
of  the  synthetic  vitamin  twice  a week  for  ten 
months.  During  this  period  they  have  been 
given  quantitative  tests  for  the  strength  of  the 
principal  muscle  groups  and  have  also  been 
rated  as  to  general  nutrition,  intelligence  quo- 
tient, and  social  adjustment  as  indicated  by  their 
attitude  and  performance  in  classes.  Although 
we  have  found  no  definite  increase  in  muscular 
strength,  there  has  been  no  decrease  during  the 
period  of  treatment.  At  the  same  time  there  has 
been  marked  improvement  in  general  health  and 
performance. 


With  respect  to  vitamin  E,  we  have  also  had 
some  encouraging  results  in  amyotrophic  lateral 
sclerosis.  Three  patients  at  the  Meyer  Memo- 
rial Hospital  have  been  under  treatment  for 
periods  of  about  a year.  Two  of  these  were  .ad- 
vanced cases,  almost  totally  disabled  when  treat- 
ment was  started.  Both  have  shown  complete 
disappearance  of  fibrillar  twitching,  and  muscular 
atrophy  and  weakness  have  not  increased.  In 
the  third  case,  no  gross  atrophy  was  found  on 
admission  to  the  hospital,  and  the  symptoms 
were  of  only  six  months’  duration,  but  there  was 
marked  fibrillar  twitching,  increase  in  deep  re- 
flexes, and  bilateral  Babinski  sign.  This  patient 
showred  marked  and  rapid  improvement  on  vita- 
min E and  within  a week  wTas  completely  free 
from  fibrillar  twitching.  Within  twro  months  he 
wras  able  to  work  full  time  at  strenuous  employ- 
ment in  an  industrial  plant  and  has  continued 
to  work  regularly  ever  since.  His  Babinski  re- 
actions have  disappeared,  and  his  only  complaint 
is  cramping  of  the  leg  muscles  when  fa- 
tigued. 

This  case  serves  to  point  Dr.  Wortis’  sugges- 
tion— that  for  good  results  treatment  should  be 
begun  earty  and  that  the  duration  of  the  disease 
must  be  considered  in  the  interpretation  of  thera- 
peutic results. 


THE  NEW  YORK  ASSOCIATION  FOR  THE  ADVANCEMENT  OF  PROFESSIONAL 
PHARMACY 


The  annual  dinner  meeting  of  the  New  York 
Association  for  the  Advancement  of  Professional 
Pharmacy  was  held  on  Tuesday,  June  10,  at  the 
Hotel  George  Washington,  New  York  City. 

The  following  officers  were  elected:  Fred  S. 
Frankfurter,  president  (brother  of  Supreme  Court 
Justice  Felix  Frankfurter);  Fred  D.  Lascoff, 
first  vice-president;  Cyrus  Hakes,  second  vice- 
president;  Irving  Kantor,  third  vice-president; 
Albert  Klingmann,  treasurer;  Fred  Roediger, 
secretary;  and  Leonard  J.  Piccoli,  executive 
secretary. 

The  following  were  elected  to  the  Advisory 
Council:  Dr.  Iago  Gladston  of  The  New  York 
Academy  of  Medicine,  Dr.  J.  Lewis  Blass  of  the 
First  District  Dental  Society,  Calvin  Berger, 
Dean  John  L.  Dandreau,  Anna  Grosso,  and 
Harry  Read. 


A resolution  was  passed  to  offer  “every  pos- 
sible assistance”  of  the  membership  to  Mayor 
Fiorello  H.  LaGuardia  in  his  National  Defense 
wrork. 

A most  interesting  program  on  the  Sex  Hor- 
mones was  presented  by  the  following  national 
authorities:  Dr.  Charles  Fay  Longfellow,  of 

G.  W.  Carnrick,  presiding;  Dr.  Erwin  Sclrwenk, 
of  Schering  Corporation,  “The  Chemistry  of  the 
Sex  Hormones”;  Dr.  James  A.  Morrell,  of  E.  R. 
Squibb  and  Sons,  “The  Production  of  the  Female 
Sex  Hormones”;  Dr.  Ralph  D.  Shaner,  of 
Roche-Organon,  “Clinical  Aspects  of  the  Female 
Sex  Hormones”;  Dr.  William  H.  Stoner,  of 
Schering  Corporation,  “Clinical  Aspects  of  the 
Male  Sex  Hormones”;  and  Dr.  A.  MacBrayer, 
of  Ciba  Pharmaceutical  Products,  “Some  Non- 
Sexual  Physiologies  of  Androgenic  Substances.” 


8 

NO  APOLOGY  NEEDED 
A woman  who  had  given  a dinner  party  met 
her  doctor  on  the  street  the  following  day. 

“I  am  so  sorry,  doctor,”  she  said,  “that  you 
were  unable  to  come  to  my  party  last  night.  It 

would  have  done  you  good  to  be  there ” 

“It  has  already  done  me  good,”  he  broke  in 
tersely.  “I’ve  just  prescribed  for  three  of  your 
guests.”  — Wall  Street  Journal 


BRAIN  STILL  USEFUL 
William  Harvey  would  never  have  discovered 
the  circulation  of  the  blood  if  all  he  had  done  was 
to  punchcard  the  data  of  Galen.  The  machine 
has  not  been  built  which  can  substitute  for  the 
human  reasoning  used  in  performing  a useful 
physiologic  experiment.  When  it  is  built, 
then  perhaps  a man  can  allow  his  brain  to 
atrophy.  — New  England  J.  Med . 
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IN  RECENT  reports  the  great  efficiency  of 
the  German  Army  has  been  ascribed  not 
only  to  its  excellent  arms  and  the  best  of  train- 
ing but  also  to  use  of  special  methods  of  nutri- 
tion. It  is  important  to  know  what  parts  of 
such  reports  are  propaganda  and  what  are  the 
facts.  It  is  the  purpose  of  this  paper  to  de- 
scribe the  nutrition  of  the  German  Army  and 
the  general  directions  in  which  it  is  further 
being  developed.  As  a great  deal  of  ground 
must  of  necessity  be  covered,  one  cannot  go 
into  many  details  or  show  many  of  the  prac- 
tical aspects  involved. 

The  science  of  nutrition  had  progressed  at 
a rapid  pace  when  the  new  German  govern- 
ment began  with  the  upbuilding  of  its  con- 
scripted army.  A host  of  special  problems  ap- 
peared and  were  promptly  submitted  to  the 
leading  physicians.  Special  institutions  for 
their  study  were  established,  while  schools 
and  courses  were  set  up  to  distribute  the  new 
knowledge.  In  order  to  avoid  costly  mass 
experiments,  physicians  acted  with  extreme 
caution  in  the  introduction  of  new  methods. 

Physical  conditions  in  the  new  German 
Army  were  far  less  rosy  than  propaganda 
would  have  liked  them  to  appear.  Reports  in 
the  medicomilitary  and  medical  literature 
show  that  even  of  the  most  carefully  selected 
men  of  the  Luftwaffe  20  per  cent  suffered  from 
C hypovitaminosis;  army  physicians  found 
great  difficulties  in  combating  pyorrhea  and 
other  dental  diseases  by  means  of  artificial 
vitamin  C and  yeast  concentrates.1  Also, 
among  the  powerfully  built  marines  Kruttke2 
found  many  cases  of  vitamin  C deficiency 
with  gingivitis  and  paradentosis.  In  a more 
complete  summary  Rietschel5  explains  that 
scurvy  and  stomatitis  with  paradentosis  are 
different  diseases,  confirming  the  earlier 
studies  of  Salle,  Tobler,  and  others. 

In  addition,  two  types  of  illness  are  espe- 
cially in  evidence:  constipation  and  the  nervous 
soldier-heart,  approximately  the  same  mani- 
festations as  in  neurocirculatory  asthe- 
nia.3 

At  the  examinations  for  military  services 
in  Kiel  in  1934,  the  number  of  perfect  speci- 
mens at  12.6  per  cent  was  frightfully  low,4 
considering  that  that  district  is  among  the 
healthiest  of  the  country.  As  a result  the 
requirements  for  fitness  had  to  be  somewhat 
reduced  below  the  usual  standards.  Even  then 


only  55  per  cent  of  those  examined  in  Kiel 
were  accepted  for  service  in  1935. 6 

This  human  material,  physically  and  nerv- 
ously even  below  the  average  of  former  years, 
now  had  to  be  strengthened  with  all  available 
means;  increased  efficiency  was  demanded, 
even  new  records  of  performance. 

Theory  and  Practice 

The  nutrition  of  the  German  soldier  is 
based  on  the  requirements  of  a manual  laborer 
with  about  3,500  to  4,000  calories.  According 
to  Tyszka,  the  American  laborer  requires 
2,800  to  3,000  calories.  Poty  reports  that  the 
American  soldier  receives  3,500  calories  in 
wartime. 

The  theoretically  calculated  average  con- 
sumption for  the  recruit  is  3,800  calories  and 
that  of  the  man  in  the  field,  4,100.  But  “not 
the  quantity  of  the  food  must  be  evaluated, 
but  its  quality  and  specific  effect.”8*  There  is 
a clear  recognition  of  the  fact  that  calorie 
values  are  useful  only  for  academic  calcula- 
tions. Motorized  soldiers  require  fewer  calo- 
ries than  infantry.  On  the  other  hand, 
unless  he  is  well  nourished  the  motorized 
soldier  easily  becomes  nervous  sometimes  even 
to  the  point  of  psychosis.7  For  this  reason  a 
good  and  abundant  early  breakfast  is  required, 
especially  when  traveling,  consisting  of  strong- 
coffee  with  much  sugar  and  buttered  sand- 
wiches with  sausages  and  eggs.  Exhausted 
troops  lacking  appetite  must  undergo  cold 
ablutions  in  the  early  morning  to  stimulate 
the  desire  to  eat. 

The  “change  to  the  vegetarian  side,,8b  has 
become  a leading  motive,  thought  to  be  im- 
portant not  only  for  increasing  efficiency  but 
also  for  the  defense  against  diseases  and  their 
cure.  Dattner9  noticed  improvements  and 
cure  of  neurotic  and  depressive  conditions 
through  a vegetarian  diet.  The  relationship 
of  animal  to  vegetable  food  is  18  to  24  per 
cent  animal  to  76  to  82  per  cent  vegetable, 
though  this  relationship  fluctuates  with  dif- 
ferent types  of  troops  as  well  as  with  soldiers 
from  different  parts  of  the  country. 

The  consumption  of  animal  proteins  always 
remains  below  the  calculated  maximum  figures. 
“Food  richer  in  protein  is  necessary  in  pro- 
portion as  work  performance  and  the  speed 
of  work  are  increased  and  more  elasticity, 
activity,  and  readiness  for  battle  are  required” 
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(so-called  “schnellkraftleistung”) ; on  the  other 
hand,  “the  long  distance  runner  can  rather  get 
along  with  carbohydrates”  (so-called  “dauer- 
beanspruch  ungen”).  According  to  German 
calculations  one-third  of  the  total  protein 
intake  should  be  of  animal  origin,  the  theo- 
retically calculated  fluctuations  being  be- 
tween 17  to  40  per  cent.  In  reality,  however, 
this  proportion  amounts  to  only  17  to  25 
per  cent  for  the  various  types  of  troops. 

The  total  protein  intake  should  not  fall 
below  28  Gm.  or  0.4  Gm.  protein  per  kilo- 
gram of  body  weight.  Experiments  with 
higher  protein  values  showed  no  improvement 
over  the  weight  curves  of  these  low-protein 
values.80 

Especial  care  is  taken  that  milk  and  its 
staple  products,  such  as  all  sorts  of  hard  and 
soft  cheeses  including  pot  cheese,  are  used  in 
increasing  amounts. 8d  On  the  march,  milk 
powder  is  preferred,  for  it  keeps  for  eight 
months  or  even  ten  months  if  made  of  skimmed 
milk.  The  diet  is  considerably  enriched  by 
means  of  vegetable  proteins,  bread  and 
potatoes  constituting  the  main  sources.  The 
relationship  of  protein  to  carbohydrates  is 
1: 10;  that  of  fat  to  carbohydrates,  1:3. 

According  to  the  science  of  nutrition  the 
daily  requirement  of  fat  is  50  to  70  Gm.,  with 
a minimum  of  56  to  58  Gm.  The  daily  aver- 
age requirement  for  a soldier  is  calculated  at 
80  Gm.  It  is  supplied  as  follows:  35  per  cent 
from  butter;  50  per  cent  from  fat  contained 
in  meats,  cheeses,  cream,  and  sauces;  and 
15%  from  margarine  and  other  cooking  fats.8® 

While  the  body  can  build  fats  synthetically, 
it  has  been  shown  by  Stepp  and  others  that 
it  should  not  be  long  without  the  vitamins 
contained  in  milk  and  fats.  The  best  fat  is,  of 
course,  fresh  butter  with  0.4  to  20  vitamin  D 
and  2 to  20  mg.  carotene. 

Carbohydrates  with  627  Gm.  (about  2,570 
calories)  daily  average  are  the  most  important 
source  of  energy.  The  main  sources  are 
bread,9  potatoes,10  vegetables,  fruits,  legumes, 
and  sugar.  Bread  alone  supplies  about  40 
per  cent  of  the  carbohydrate  calories. 

Bread,  therefore,  remained  an  important 
nutritional  problem  for  the  German  Army.10 
After  much  thorough  study  it  was  decided  to 
retain  the  old-fashioned  “kommissbrot,”  made 
of  coarse  whole  rye,  containing  all  parts  of  the 
grain  except  the  outer  hull.  Hindhede  and, 
more  recently,  Bickel  and  Heupke  have  ascer- 
tained that  the  human  digestive  tract  may  be 
accustomed,  like  that  of  animals,  to  absorb  up 
to  75  per  cent  of  the  protein  contained  in  the 
bran.  The  recruit  gets  750  Gm.  of  kommiss- 


brot daily  and,  in  addition — at  least  in  the 
beginning — Swedish  type  of  hard  tack  or 
graham  bread.  Kommissbrot  contains  all  of 
the  vitamins  Bi  and  E found  in  the  grain,  and 
no  vitamins  are  artificially  added  to  it. 
Scheunert  found  that  flour  containing  94  per 
cent  of  the  grain  still  had  all  of  the  vitamin  Bi 
of  the  whole  grain.10  In  white  bread  the 
vitamins  are  no  longer  in  evidence,  and  the 
addition  of  bran  to  the  white  flour  does  not 
give  the  equivalent  of  a real  whole  grain  bread. 

The  daily  carbohydrate  metabolism  con- 
sumes a certain  amount  of  vitamin  Bi.  With 
hard  muscular  work  and  increased  metabolism 
the  daily  requirement  of  Bi  exceeds  the  normal 
consumption  rate  of  1 to  2 mg.  For  increased 
efficiency  the  soldier  must,  therefore,  have  a 
greater  supply,  but. even  this  is  easily  fur- 
nished by  a liberal  consumption  of  kommiss- 
brot. 

The  daily  consumption  of  potatoes  for  the 
recruit  is  1,000  Gm.  and  for  the  older  soldier 
800  Gm.8f  This  corresponds  to  900  and  720 
calories,  respectively.  It  is  the  soldier’s  most 
important  source  of  vitamin  C,  though  much 
of  that  vitamin  is  lost  during  winter  storage. 
In  fact,  the  Germans  have  now  begun  breed- 
ing a special  sort  of  potato  which  permits 
only  the  smallest  possible  storage  loss  of  vita- 
min C.  Cooking  and  steaming,  of  course, 
also  reduce  the  vitamin  C content.  Steaming 
them  in  their  jackets  accounts  for  the  smallest 
mineral  loss;  cooking  them  pealed,  the  great- 
est (up  to  50  per  cent  when  boiled  in  salted 
water).  There  is  a loss  of  up  to  100  per  cent 
when  pealed  potatoes  are  exposed  to  the  oxy- 
gen of  the  air. 

Fresh  vegetables  are  given  in  great  quanti- 
ties. Here  the  main  problem  is  to  prevent 
“killing  by  cooking”  and  to  make  sure  of  the 
preservation  of  all  mineral  salts.11'13  For  mass 
consumption  it  has  been  as  yet  impossible  to 
cook  vegetables  in  their  own  juices  (without 
the  addition  of  water  or  steam).  Experi- 
ments with  certain  short  cooking  processes 
have  produced  no  practical  results.  It  is 
emphasized  that  such  strongly  water-soluble 
substances  as  mineral  salts  and  some  vitamins 
(Bi  and  C)  can  hardly  be  protected  during  the 
cooking  process  and  are  dissolved  in  the  cook- 
ing water.  For  this  reason  all  of  the  cooking 
water  of  vegetables  and  potatoes  must  be 
used  again  for  soups,  sauces,  etc.,  so  that  their 
contents  of  mineral  salts  will  not  be  lost.13 
One  is  well  aware  of  the  fact  that  it  is  difficult 
to  restore  a deficiency  of  mineral  salts  in  the 
body  cells,  though  this  is  certainly  possible 
even  though  it  requires  time,  since  various 
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poisons  must  first  be  eliminated  from  the  cells. 
In  this  connection  the  literature  on  trans- 
mineralization seems  to  have  been  of  great 
interest.12  As  to  canned  and  salted  vegetables, 
the  consensus  is  that  “vegetables  salted  for  the 
purpose  of  preserving  can  hardly  any  longer  be 
considered  carriers  of  vitamins.”88 

Summary  and  Conclusion 

A.  The  emphasis  is  on  potatoes  prepared 
in  many  varieties,  kommissbrot,  cheese, 
milk,  sour  milk,  rice,  legumes,  oat  and  barley 
products,  flour  and  pastries,  and  vegetables 
and  fruits  of  all  sorts,  the  latter  also  preserved 
and  cooked  with  sugar. 

B.  Meat  is  quantitatively,  as  well  as  with 
respect  to  its  importance,  in  a secondary  posi- 
tion.14 Such  parts  as  heart,  liver,  kidneys, 
and  lungs  are  much  used.  Since  the  army  gets 
foods  without  restriction,  this  lessened  con- 
sumption of  meat  is  not  due  to  a shortage  of 
meat  or  to  any  other  economic  necessity,  but 
it  is  solely  an  important  result  of  the  newer 
knowledge  of  the  science  of  nutrition.  In 
fact,  it  was  a difficult  task  to  get  the  soldiers 
used  to  this  new  regimen. 

C.  Aromatic  vegetables,  such  as  fresh 
onions,  tomato  pulp,  and  other  domestic 
products,  are  abundantly  used — also  liberal 
quantities  of  dried  vegetables  and  fruits  and 
many  fresh  salads,  raw  and  mixed  with  cooked 
vegetables. 

D.  The  consumption  of  spices  is  kept  as 
low  as  possible;  little  salt  and  pepper  are 
used  in  order  not  to  replace  the  original  taste 
of  foods  by  a general  and  uncertain  flavor. 
Especially  recommended  is  the  consumption 
of  yeast  extracts,  soybeans,  and  dried  vege- 
tables and  vegetable  powders. 

The  advantages  of  dried  vegetables  and  of 
vegetable  powders  are  so  important  that  they 
deserve  the  following  brief  summary: 

1.  They  are  condensed  in  a relationship  of 
10:1 — that  is,  100  pounds  of  fresh  vegetables 
are  reduced  to  10  pounds  of  dried. 

2.  They  are  ready  to  be  cooked,  absolutely 
clean,  and  without  any  waste. 

3.  They  cook  in  one-half  to  two  hours. 
Cabbage,  spinach,  and  green  beans  are  cooked 
in  thirty  to  thirty-five  minutes.  Mixtures 
containing  potatoes  take  longer. 

4.  All  of  the  vital  food  elements  are  pre- 
served. [ (?)  the  author.  ] 

5.  They  are  considerably  cheaper  than 
canned  foods. 

6.  Their  transportation  costs  are  much 
lower. 

7.  There  is  a considerable  saving  of  time 


spent  in  preparation.  For  instance,  in  order 
to  prepare  fresh  vegetables  for  5,000  men, 
cleaning  women  have  to  begin  work  twenty- 
four  hours  in  advance.  This  necessitates  keep- 
ing the  vegetables  and  potatoes  thus  cleaned 
in  water  until  cooking  time,  with  a conse- 
quent loss  of  vitamins  and  mineral  salts. 

8.  There  is  a considerable  saving  in  space : 
1 cubic  meter  of  dried  and  pressed  vegetables 
is  enough  for  serving  25,000  to  30,000  por- 
tions.811 

9.  Ease  of  transportation  (this  might  be 
particularly  valuable  if  America  were  to  as- 
sume the  burden  of  feeding  certain  parts  of 
Europe). 

10.  No  bacterial  contaminations — espe- 
cially important  where  troops  have  no  access  to 
fresh,  clean  foods. 

11.  Dried  vegetables  and  vegetable  pow- 
ders taste  good. 

The  German  military  authorities  seem  to 
realize  that  much  improvement  is  still  possible 
and  to  this  end  certain  general  principles  have 
been  laid  down.81 

a.  The  consumption  of  meat  and  meat 
products  must  not  be  increased.13 

b.  The  consumption  of  fish  should  be  in- 
creased,1551 partly  for  reasons  of  national  econ- 
omy. At  present  the  consumption  of  fish  is 
about  one-fifth  of  that  of  meat.14 

c.  There  should  be  a more  abundant  con- 
sumption of  milk  and  milk  products. 

d.  The  consumption  of  bread  and  potatoes 
should  be  increased. 

e.  Likewise,  there  should  be  increased  con- 
sumption of  vegetables  and  fruits. 

It  follows  that  the  German  army  “intends  to 
fully  exploit  to  the  utmost  such  sources  of  food 
as  are  not  yet  fully  used,  and  to  change  the 
nutrition  as  a whole  still  more  to  the  vege- 
tarian side.”8j  In  order  to  improve  the  prepa- 
ration of  foods  so  as  to  make  them  more  to 
the  liking  of  the  soldiers,  the  waste  contained 
in  garbage  cans  is  carefully  scrutinized  every 
day.  The  garbage  can  has  thus  become  a 
valuable  guide  and  great  teacher  in  perfecting 
the  daily  menu. 

The  question  of  vitamins  assumes  a posi- 
tion of  pre-eminent  importance  in  relation  to 
the  problem  of  increasing  efficiency.  Since 
increased  efficiency  is  predicated  on  increased 
metabolism  and  oxidation,  the  consequent 
consumption  of  increased  quantities  of  vita- 
mins must  be  insured. 8k  RietschePs  sugges- 
tion of  preferring  natural  vitamins  is  ac- 
cepted as  far  as  possible.  In  enriching  the 
diet  with  natural  vitamins  the  relationship  in 
which  these  vitamins  occur  in  nature  must  be 
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chosen,  for  vitamin  tables  and  the  results  of 
studies  of  vitamin  metabolism  are  still  too 
uncertain.16  The  addition  of  artificial  vita- 
mins to  fresh  or  preserved  foodstuffs  is  re- 
jected. Rejected  likewise  is  that  the  field 
kitchen  be  supplied  with  an  assortment  of 
vitamin  concentrates.  The  Swiss  army  has 
experimented  with  an  artificial  vitamin  prepa- 
ration (Guigoz  3 consisting  of  vitamins  C and 
B,  mineral  salts  and  iron,  dried  yeast  10  per 
cent,  and  glutathione).  The  results  have  been 
poor.15b  Dalldorf’s  statement,  “A  dollar  will 
buy  more  vitamins  in  the  market  than  in  the 
drugstore/’150  may  be  considered  the  Leitmotiv 
in  solving  the  vitamin  problem  for  the  German 
army. 

As  everywhere  in  the  living  body,  so  in  its 
relationship  to  vitamins  harmony  must  exist; 
vitamins  must  be  in  their  proper  relationship 
to  each  other  as  well  as  to  the  hormones17  and 
mineral  salts.16  If  this  factor  is  overlooked, 
the  water-soluble  vitamins  C and  B may  act 
against  the  fat-soluble  A and  E.  For  instance, 
to  restore  balance,  A hypervitaminosis  may  be 
compensated  by  an  increase  of  the  B and  C 
reserves.  Finally,  even  A and  B may  act 
against  each  other.  The  interpretation  of 
clinical  reports  becomes  increasingly  difficult 
because  lack  of  vitamin  D in  the  diet  may 
create  similar  phenomena  as  an  excess  of  A. 
In  1936  an  American  radio  lecturer  induced 
mothers  to  give  their  children  more  codliver 
oil.  But  with  vitamin  D these  children  also 
received  too  great  a dose  of  vitamin  A,  and 
thus  experimental  scurvy  was  produced  de- 
spite the  fact  that  these  children  had  an  abun- 
dant supply  of  orange  juice.  The  lesson  was 
that  excessive  doses  of  vitamin  A suppress  the 
function  of  vitamin  C. 

In  German  experiments  with  artificial 
vitamin  C tablets  (Redozon  tablets)  increased 
sport  performances  could  be  obtained  by  girl 
students  without  damage,  but  only  tempo- 
rarily. Ragnar  Berg  was  the  first  to  emphasize 
that  the  effectiveness  of  vitamins  depends  on  a 
surplus  of  alkali  foods.13  I found  in  my  own 
studies  that  the  replenishment  of  the  mineral 
metabolism  with  the  potassium  group  is  a 
prerequisite  for  the  vitamin  replenishment  and 
consequent  increased  efficiency  of  the  cells.12 
This  has  become  a basic  principle  of  nutri- 
tion which  is  now  being  practically  carried 
out  by  way  of  increased  consumption  of  vege- 
tables and  fruits,  of  whole  grain  bread,  and 
in  the  utilization  of  the  cooking  waters  of 
vegetables,  potatoes,  etc. 

The  German  authorities  have  only  reluc- 
tantly developed  special  diets  intended  to  ac- 


complish special  physical  and  technical  per- 
formances. The  following  brief  summary  em- 
phasizes only  certain  characteristic  features: 

1.  Recruits  receive,  in  general,  an  excess 
quantity  of  foods;  even  so,  70  per  cent  of  them 
lose  weight  during  the  first  half  year  because 
of  the  unaccustomed  physical  requirements. 

2.  Members  of  the  air  corps  get  preference 
in  everything. 

3.  The  troops  in  the  field  receive  the 
largest  quantities  of  everything,  but  infantry 
on  the  march  gets  almost  as  much. 

4.  A special  preparation  of  fruit  and  grape 
sugar,  powdered  meat,  fat,  milk  protein,  vita- 
mins of  vegetable  origin,  and  fruit  essence  is 
given  to  overcome  dryness  of  the  throat  and 
thirst. 

5.  Most  troops  carry  with  them  a lemon 
powder  to  improve  the  drinking  water — 5 
Gm.  being  sufficient  for  1 pint  of  water. 

6.  Motorized  troops  receive  more  refresh- 
ments, such  as  lemonade,  and  smaller  quanti- 
ties of  food  at  more  frequent  intervals.  They 
also  get  more  frequent  rest  periods.81 

7.  Soldiers  in  forts  and  below  the  surface 
get  food  especially  rich  in  vitamin  D,  such  as 
smoked  fish,  sea  fish,  butter,  eggs,  fat  cheeses, 
milk,  yeast  extracts,  etc. 

8.  Soldiers  in  submarines  and  fortified 
positions  receive  foods  that  are  especially  dur- 
able and  take  little  space,  such  as  vegetable 
and  potato  powder,  milk  powder,  and  vita- 
min D supplements  as  under  No.  7. 

9.  Parachutists  get  liver  sausages,  Swed- 
ish-type hardtack,  and  vitamin  C tablets. 

10.  Troops  serving  in  the  tropics,  especially, 
get  many  fruit  preserves  frozen  at  low  tem- 
peratures18 and  milk  powder. 

11.  Troops  serving  in  the  arctic  receive 
(following  Friedjoff  Nansen)  a mixture  of 
meat  and  vegetable  powders,  milk  powders, 
and  dried  pressed  fruits. 

The  problem  of  increasing  the  performance 
of  the  soldiers  is,  however,  a complex  one, 
necessitating  the  solution  of  numerous  special 
problems.  Included  among  these  are  the 
physiologic  principles  of  fatigue  and  recupera- 
tion. Meyerhoff-Hill’s  point  of  view  that  the 
lactic  acid  contents  of  the  muscles  correspond 
to  the  degree  of  fatigue  and  that  general  fa- 
tigue is  due  to  increasing  acid  content  in  the 
blood  has  been  generally  retained.  However, 
during  the  last  ten  years  certain  fundamental 
studies  have  been  reported  by  the  Prague 
and  Viennese  schools  which  proved  that  dur- 
ing exertion  the  muscle  cells  lose  potassium, 
and  sodium  takes  its  place.  Thus,  the  potas- 
sium contents  of  the  muscle  of  well-rested  rats 
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TABLE  1* 


Number 

K, 

Number 

K, 

Duration 

of 

mg. 

of 

mg. 

of 

Animals 

% 

Na 

Ca 

Cl 

K/Na 

Animals 

% 

Na 

Ca 

Cl 

K/Na 

Running 

Muscles 

29 

439 

109 

11 

40 

2.38 

31 

414 

117 

12 

35 

2.09 

18  hr. 

Heart 

29 

411 

125 

11 

1.94 

31 

394 

142 

10 

1.64 

18  hr. 

Liver 

29 

428 

99 

8 

69 

2.55 

31 

350 

117 

9 

60 

1.76 

18  hr. 

* From  Eppinger:  Arch.  f.  exper.  Path.  u.  Th.  Bd.  133:  509-524. 


averages  439  mg.  per  hundred  cubic  centi- 
meters, but  only  414  mg.  per  hundred  cubic 
centimeters  after  twenty-four  hours  of  run- 
ning. Fatigue  increases  the  sodium  content 
from  109  to  117  mg.  per  hundred  cubic  centi- 
meters. The  potassium  loss  due  to  fatigue  is 
not  limited  to  the  muscles  of  skeleton  and 
heart  but  affects  the  other  organs  as  well,  as 
shown  in  Table  1. 

In  other  words,  for  the  problems  of  fatigue 
and  recuperation  the  mineral  metabolism 
rather  than  the  simple  food  metabolism  with 
glycogen  plays  the  decisive  role.  In  fatigue, 
therefore,  a light  transmineralization  occurs 
because  of  changes  in  the  “directed  perme- 
ability” of  *the  cell  membranes  and  walls  of 
the  capillaries.  The  result  is:  P04  and  Ca 
leave  the  cell  and  enter  the  blood,  lymph,  and 
the  connective  tissues,  while  Na,  H20,  and  Cl 
go  from  the  blood  into  the  cells  of  muscles, 
nerves,  liver,  etc. 

Roller19  describes  the  fatigued  cell  as  follows: 
“edema  of  the  cell,  cloudy  swelling,  increasing 
distance  of  the  cell  from  the  capillary,  and 
protein  excretion  into  the  interstices.”  The 
entire  regulatory  mechanism  of  the  cell  suffers, 
the  wall  separating  it  from  its  liquid  surround- 
ings becomes  permeable,  and  gradually  the 
tension  between  the  cell  contents  and  its  sur- 
roundings declines.  It  is  as  yet  undecided  in 
what  stage  the  greater  potassium  loss  of  the 
cell  occurs,  but  it  is  certain  that  there  exists 
at  once  a relative  impoverishment  of  potas- 
sium. There  follow  changes  in  the  limiting 
surfaces  between  nucleus  and  protoplasm.  If 
this  pathologic  event  is  accelerated,  serous 
inflammations  begin.  The  cell  membrane  is 
assisted  in  its  function  by  an  intermediary 
substance  located  between  the  cell  and  the 
nourishing  capillary.  This  substance  aids  the 
parenchyma  cell  in  permitting  the  exit  of  used- 
up  substances  and  in  keeping  harmful  sub- 
stances out.  The  normal  cell  membrane  re- 
tains a high-potassium  content  within  the  cell 
and  prevents  sodium  and  other  substances 
from  entering. 

Needless  to  say  that  sodium  and  its  deriva- 
tives are  no  longer  given  for  fatigue  and  in 
inflammations,  for  the  temporary  relief  is 
followed  by  increased  weakening. 


Another  important  problem  was  how  soldiers 
could  be  helped  to  eliminate  fatigue-creating 
substances.  Investigations  with  the  capillary 
microscope  have  shown  that  the  capillary  sys- 
tem performs  a great  part  of  this  task  and  that 
only  after  restoring  the  function  of  the  capil- 
laries can  fatigue-induced  edema  of  the  cell 
be  overcome  or  inflammation  be  cured.  The 
daily  intake  of  all  protoplasmic  poisons  has, 
therefore,  been  reduced  to  a minimum,  in- 
cluding the  consumption  of  nicotine,  alcohol, 
tea,  and  hot  spices,  as  well  as  excessive  meta- 
bolic stimulation  from  protein  overfeeding. 
It  is  well  known  that  sport  performances  can- 
not be  combined  with  the  consumption  of 
alcohol,  much  less  record  performances  that 
burden  all  body  organs  to  the  utmost. 

In  conclusion,  it  may  be  briefly  emphasized 
that  the  preference  for  a vegetarian  nutrition 
by  the  German  army  is  based  on  the  extensive 
fatigue  studies  by  Keller,20  Eppinger,21  Kau- 
nitz,22  Roller,  and  others.  Keller  has  de- 
veloped the  classification  of  mineral  salts  into 
potassium  and  sodium  groups  within  the 
animal  and  vegetable  kingdom  and  found  their 
electrical  transformation  in  “biologic  milieu.” 
Of  course,  they  are  not  the  only  powerful 
biologic  forces,  but  their  great  significance  for 
practical  usefulness  has  been  demonstrated, 
among  others,  by  the  increased  efficiency  of 
the  soldiers  nourished  with  the  help  of  this 
knowledge. 

One  moral  remains  to  be  added:  it  is  a 
terrible  tragedy  and  paradox  that  the  accom- 
plishments of  the  new  technic  in  the  science  of 
nutrition  should  now  be  used  without  limita- 
tion for  the  demolition  of  human  life.  Far 
better  fields  could  be  found  for  putting  this 
progress  to  work  than  causing  death  and  de- 
struction. 
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LABORATORY  AIDS  IN  THE  DIAGNOSIS  OF  GONOCOCCIC  INFECTION 


In  the  past  the  laboratory  has  aided  in  the 
diagnosis  of  gonococcic  infection  solely  by  the 
examination  of  stained  films  prepared  from 
exudates.  With  the  development  of  improved 
cultural  methods,  a new  and  more  reliable  diag- 
nostic procedure  has  become  available.  Film 
examinations  are  dependable  aids  only  in  the 
diagnosis  of  acute  infections  in  men.  The  cul- 
tural method  should  be  used  in  the  case  of 
women,  of  patients  with  chronic  infection,  or 
as  a test  for  cure,  particularly  after  treatment 
with  sulfonamide  compounds.  Film  and  cultural 
examinations  together  give  the  best  results. 

Sources  of  Material. — Material  for  films  and 
cultures  may  be  collected  from  the  same  source. 
In  acute  infections  in  the  male,  pus  is  obtained 
from  the  urethra.  In  chronic  infections,  urethral 
exudate  is  examined  if  present.  Urine  and  pros- 
tatic secretion  may  also  be  cultured.  In  the 
female,  pus  is  collected  from  the  urethra  and 
cervix.  In  vulvovaginitis,  exudate  is  obtained 
from  the  vagina,  preferably  with  a glass  catheter. 
Additional  sources  of  pus  are  Bartholin’s  glands, 
the  fallopian  tubes  and  other  infected  pelvic 
tissues  removed  at  operation.  In  both  sexes 
extragenital  infections,  such  as  conjunctivitis, 
proctitis,  endocarditis,  arthritis,  and  atypical 
meningitis,  may  occur.  Appropriate  material — 
exudate,  urine,  blood,  joint  fluid,  cerebrospinal 
fluid,  etc. — may  be  submitted  for  cultural  exami- 
nation. (Statistics  indicate  that  2 per  cent  of 
all  cases  of  meningitis  are  due  to  the  gonococ- 
cus.) 

Collection  of  Specimens. — Pus  is  collected  on 
a dry,  sterile  swab  which  is  rotated  over  the 
surface  of  a slide  to  give  a thin  film.  Material  for 
cultural  examination  is  collected  on  another 
swab  which  is  put  immediately  into  a tube  con- 
taining approximately  1 ml.  of  nutrient  broth. 


Prostatic  secretion  is  obtained  by  massaging 
the  prostate  while  the  patient  constricts  the 
urethra  with  the  thumb  and  forefinger.  It  is 
collected  in  a tube  containing  1 ml.  of  broth. 
First-voided  urine,  from  5 to  10  ml.  in  a sterile 
tube,  constitutes  a satisfactory  specimen.  A 
sterile  swab  is  employed  for  obtaining  specimens 
from  the  female  urethra  after  it  has  been  stripped. 
For  cervical  or  vaginal  specimens,  a speculum 
should  always  be  used,  preferably  without  a 
lubricant.  To  obtain  rectal  discharge  the  anal 
orifice  is  cleansed  and  the  swab  inserted  into  the 
anal  canal. 

Specimens  for  cultural  examination  must  be 
received  by  the  laboratory  as  soon  as  possible, 
never  more  than  six  hours  after  collection. 
Hence,  they  should  be  delivered  by  messenger. 
Until  cultured  they  should  be  kept  at  icebox  or 
room  temperature,  not  in  an  incubator.  Cul- 
tural examination  should  be  undertaken  only  in 
a properly  equipped  laboratory  with  trained 
personnel. 

Interpretation  of  Laboratory  Findings. — Failure 
to  demonstrate  gonococci  by  culture  or  to  find 
typical  intracellular  gram-negative  diplococci  in 
films  made  after  treatment  or  taken  from  pa- 
tients with  chronic  infection,  is  insufficient  evi- 
dence of  cure.  The  presence  of  extracellular 
microorganisms,  while  inconclusive,  is  suggestive 
of  the  disease.  In  all  such  cases  material  for 
both  morphologic  and  cultural  examination 
should  be  sent  again  to  the  laboratory. 

The  complement  fixation  test  in  its  present 
stage  of  development  is  not  a reliable  diagnostic 
procedure.  In  certain  cases,  however,  it  may 
be  helpful  when  appraised  in  the  light  of  clinical 
and  other  laboratory  findings. — Issued  by  the 
New  York  State  Association  of  Public  Health 
Laboratories,  Leaflet  No.  17. 


ORIGIN  OF  GREAT  CLINICIANS 
There  is  no  better  student  than  the  son  of  a 
medical  father  if  the  boy’s  heart  is  in  the  work, 
but  none  is  worse  than  he  who,  not  caring  for,  or 
even  disliking,  the  practice  of  medicine,  is  urged 
on  by  a medical  parent  to  qualify  in  order  to 
take  his  place.  Better  even  than  the  student 
who,  having  family  traditions,  takes  to  medicine 
almost  by  instinct  is  the  boy  who,  lacking  any 
such  associations,  determines,  whilst  still  a child, 
that  he  will  be  a doctor.  For,  in  this  last  case,  he 
may  have  more  than  an  ideal  to  study  and  to  ad- 


vance the  science  of  medicine — he  may  have  a 
real  call  to  heal  the  sick  and  alleviate  human  suf- 
fering. It  is  from  this  class  that  the  truly  great 
clinician  is  derived.  Often  these  students  are 
what  might  be  termed  freaks  in  their  families. 
They  appear  in  every  social  stratum,  and  their 
early  decision  to  become  doctors  seems  often  to 
be  unrelated  to  any  outside  circumstances. — 
F.  Wood  Jones , in  Doctors  in  Shirt  Sleeves  edited 
by  Sir  Henry  Bashford , London , Kegan  Paul , 
Trench,  Trubner  & Co.,  Ltd.,  1989 


Diagnosis 


CLINICOPATHOLOGICAL  CONFERENCES 

Departments  of  Medicine  and  Pathology;  New  York  Post-Graduate  Medical 
School  and  Hospital,  Columbia  University 


Date:  March  18,  1941 
Presiding:  Dr.  Irving  S.  Wright 

History 

Dr.  Robert  McGrath:  This  patient  was 
a 45-year-old  white  man  who  was  followed  in 
the  dispensary  and  hospital  over  a period  of 
seven  years.  He  had  been  rejected  for  mili- 
tary service  in  1918  because  of  a heart  mur- 
mur. No  history  of  acute  rheumatic  fever  or 
its  cardiac  equivalents  could  be  elicited. 

He  was  first  seen  in  the  dispensary  in 
November,  1934.  For  three  months  prior  to 
this  he  had  complained  of  dyspnea  on  exer- 
tion, palpitation,  and  fatigue. 

Examination  at  that  time  revealed  the  fol- 
lowing significant  findings:  (1)  moderate 

obesity;  (2)  blood  pressure,  190/110  mm.  of 
mercury;  (3)  left  ventricular  enlargement; 
(4)  a systolic  thrill  in  the  second  right  inter- 
space; (5)  a faint  systolic  murmur  at  the 
apex;  (6)  a rough  systolic  murmur  at  the 
aortic  area  which  was  transmitted  upward 
and  was  also  heard  over  the  chest  posteriorly; 

(7)  a faint  diastolic  murmur  at  the  aortic 
area  transmitted  along  the  left  sternal  border; 

(8)  absent  arterial  pulsations  in  the  legs;  and 

(9)  unsatisfactory  blood  pressure  deter- 
minations in  the  legs.  Urinalysis  at  that  time 
was  normal  in  all  respects.  The  blood  Was- 
sermann  reaction  was  negative  for  syphilis. 
The  electrocardiogram  (Fig.  1A)  showed  a 
left  axis  deviation,  depressed  STi,  elevated 
ST3,  diphasic  Ti,  high  voltage  QRSi,2l3.  The 
QRS  conduction  time  was  0.11  second.  An 
x-ray  of  the  chest  revealed  cardiac  enlarge- 
ment with  predominance  of  the  left  ventricle; 
the  aortic  arch  was  knuckled  and  prominent. 

The  patient  was  put  on  an  anti-obesity  regi- 
men and  was  advised  to  restrict  his  activities 
to  avoid  dyspnea.  He  improved  under  this 
treatment. 

Between  1934  and  1936  his  condition  re- 
mained essentially  unchanged.  The  blood 
pressure  averaged  170/100  mm.  of  mercury. 
His  occupation  as  a water  inspector  required 
considerable  walking,  which  he  was  able  to 
carry  out  despite  slight  shortness  of  breath. 
An  electrocardiogram  (Fig.  IB)  taken  in  1935 


showed  changes  from  the  tracing  of  1934  con- 
sisting of  further  depression  of  STi  and 
changes  in  the  form  of  T2  and  T3. 

In  1937  he  developed  episodes  of  severe 
pain  in  the  lumbar  region  which  radiated  down 
both  legs.  This  pain  was  initiated  by  effort 
and  would  disappear  with  rest.  There  were 
no  definite  changes  in  the  murmurs.  An  elec- 
trocardiogram (Fig.  1C)  at  this  time  showed 
alterations  in  the  direction  of  normal.  A 
chest  x-ray  in  December,  1937,  showed  marked 
left  ventricular  enlargement  with  a prominent 
aortic  knob.  It  was  further  noted  that  the 
descending  aorta  immediately  below  the  knob 
appeared  retracted.  Some  notching  of  the 
inferior  margins  of  the  ribs  was  reported. 

During  1938  the  patient  was  better  symp- 
tomatically and  did  not  complain  of  the  pain 
in  the  back  and  legs.  The  blood  pressure  was 
160/90  mm.  of  mercury. 

In  1939  he  was  working  as  usual  but  his 
dyspnea  was  more  pronounced.  Precordial 
pain  was  produced  by  effort  and  relieved  by  ni- 
troglycerin. The  pain  in  the  legs  did  not 
recur.  During  this  period  the  patient  ex- 
perienced two  attacks  of  extreme  dyspnea 
lasting  several  hours.  The  blood  pressure 
had  dropped  to  138/100  mm.  of  mercury. 

He  was  hospitalized  for  a week  in  December, 
1939,  for  mild  congestive  failure.  The  fol- 
lowing blood  pressure  readings  were  recorded : 
arms,  right  138/110  and  left  142/112;  thighs, 
right  124/110  and  left  120/106. 

Urinalysis  showed  a specific  gravity  of  1.030 
and  was  negative  for  albumin,  red  blood  cells, 
and  casts.  The  blood  count  was  normal. 

In  January,  1940,  the  patient  found  it 
necessary  to  change  to  a more  sedentary  oc- 
cupation because  of  the  increasing  severity 
of  Ills  symptoms.  He  was  digitalized  and 
given  mercurin  suppositories  but  congestive 
failure  gradually  increased.  An  electrocar- 
diogram (Fig.  ID)  taken  in  March,  1940, 
showed  a rate  of  105  per  minute  with  left  axis 
deviation.  Depression  of  STi  and  elevation 
of  ST3  were  present.  The  patient  was  taking 
digitalis  at  this  time  and  the  changes  noted 
were  believed  to  represent  left  ventricular 
strain  with  digitalis  effect. 
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In  October,  1940,  the  patient  was  acutely 
ill  and  in  advanced  congestive  failure.  The 
blood  pressure  had  fallen  to  92/76  mm.  of 
mercury.  Immediate  hospitalization  was 
advised  but  the  patient  refused.  Three  days 
later  he  was  admitted  as  an  emergency  case 
and  died  within  an  hour. 

Dr.  Irving  S.  Wright:  Dr.  Flexner  will 
discuss  this  case  from  the  point  of  view  of 
differential  diagnosis  without  the  benefit  of 
the  pathologic  findings,  which  will  be  pre- 
sented at  the  end  of  the  general  discussion. 

Discussion 

Dr.  James  Flexner:  In  considering  this 
case  we  can  take  any  one  of  the  essential 
findings  and  develop  the  differential  diagnosis. 
I should  like  to  start  with  a discussion  of  the 
hypertension.  In  a general  classification  of 
diastolic  hypertension,  we  can  implicate  four 
main  systems:  the  nervous,  the  renal,  the 
endocrine,  and  the  vascular  systems.  On  all 
occasions  the  urinalyses  were  normal.  We 
may  rule  out,  therefore,  the  renal  system  as  a 
cause  of  the  hypertension.  There  is  nothing 
in  the  history  or  physical  findings  to  involve 
the  nervous  system.  In  the  endocrine  sys- 
tem we  must  consider  the  possibility  of  a 
tumor  of  the  adrenal  gland  or  pituitary  basoph- 
ilism, but  there  is  no  evidence  to  sub- 
stantiate this  contention.  Under  the  vascu- 


lar system  we  can  consider  the  following 
causes  of  hypertension:  (1)  periarteritis 
nodosa,  (2)  lead  poisoning,  (3)  thromboangiitis 
obliterans  involving  the  renal  artery,  and  (4) 
coarctation  of  the  aorta. 

The  absence  of  peripheral  neuritis,  eosino- 
philia,  nephritis,  fever,  vague  shifting  symp- 
toms, and  periarterial  nodules  makes  the  di- 
agnosis of  periarteritis  nodosa  unlikely. 
There  was  no  history  of  exposure  to  lead. 
No  lead  line  of  the  gums,  stippling  of  the  red 
cells,  abdominal  cramps,  or  wrist  drop  was 
present.  This,  I believe,  rules  out  the  diagno- 
sis of  lead  poisoning.  If  the  hypertension 
was  due  to  thromboangiitis  obliterans,  more 
renal  involvement  would  be  expected.  In 
addition,  at  least  one  of  the  extremities  prob- 
ably would  have  been  involved. 

The  diagnosis  of  coarctation  of  the  aorta 
will  explain  many  of  the  findings  in  this  case. 
The  patient’s  murmurs  were  discovered  at  the 
age  of  23.  Murmurs  discovered  at  this  age 
or  earlier  are  usually  due  to  a congenital 
heart  lesion  or  to  rheumatic  valvulitis.  We 
have  no  history  of  rheumatic  fever  and  so  I 
should  like  to  discuss  the  diagnosis  of  coarcta- 
tion of  the  aorta. 

There  are  two  types  of  coarctation.  One  is 
the  infantile  type  present  at  birth,  frequently 
completely  obstructing  the  aorta  and,  there- 
fore, being  incompatible  with  life.  In  the 
adult  type  there  is  a slowly  progressive  con- 
striction at  or  near  the  insertion  of  the  ductus 
arteriosus.  A theory  proposed  for  the  ex- 
planation of  the  adult  type  of  coarctation 
supposes  that  a portion  of  the  retractile  tis- 
sue of  the  ductus  arteriosus  extends  into  the 
aorta  and,  as  atresia  occurs  in  the  ductus 
after  birth,  a stringlike  constriction  is  exerted 
about  the  aorta.  Absence  or  prominence  of 
the  aortic  knob  depends  upon  the  site  of  this 
constriction.  Since  the  narrowing  takes  place 
slowly,  collateral  circulation  develops.  If 
this  collateral  circulation  develops  below  the 
arch  of  the  aorta,  anastomoses  between  the 
internal  mammary  artery  and  thoracic  aorta 
via  the  intercostal  arteries  become  prominent. 
There  are  also  prominent  anastomoses  about 
the  scapulas.  These  collateral  vessels  can 
often  be  seen  and  palpated.  At  times  these 
large  pulsating  collaterals  cause  bony  ero- 
sions such  as  occurred  along  the  inferior  rib 
margins  in  this  case. 

The  hypertension  of  coarctation  of  the 
aorta  may  be  explained  by  the  mechanism  of 
renal  ischemia . In  animal  experiments  Steele 1 

» Steele,  J.  M.:  Proc.  Soc.  Exper.  Biol.  & Med.  41: 

86  (1939). 
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noted  an  elevation  of  the  diastolic  pressures 
in  the  upper  and  lower  extremities  when  the 
aorta  was  partially  clamped  above  the  origin 
of  the  renal  arteries.  A systolic  rise  also  oc- 
curred in  the  upper  extremities  but  was  ab- 
sent in  the  lower  extremities  because  of  dis- 
sipation of  the  pressure  in  collateral  vessels. 

There  are  certain  discrepancies  in  the  blood 
pressure  in  this  case.  These  consist  of  inter- 
mittent drops  in  the  systolic  pressures.  If 
these  changes  are  not  due  to  the  different 
standards  of  various  observers,  they  may  be  ex- 
plained by  an  improvement  in  the  collateral 
circulation.  This  also  could  account  for  the 
disappearance  of  his  intermittent  claudication. 
The  systolic  murmur  was  probably  due  to  the 
narrowing  of  the  aorta  and  could  be  heard 
over  the  entire  chest  along  the  course  of  the 
dilated  blood  vessels.  The  other  murmurs 
present  may  have  been  due  to  secondary  val- 
vular changes  or  myocardial  dilatation. 
Frequently,  there  are  associated  congenital 
defects.  The  commonest  of  these  are  bi- 
cuspid aortic  valves,  patent  foramen  ovale, 
and  patent  interventricular  septum . Abbott, 2 
in  reviewing  140  cases,  found  that  the  causes 
of  death  were  as  follows:  congestive  heart 

failure,  60;  rupture  of  the  aorta,  38;  cerebral 
complications,  26;  bacterial  endocarditis,  14; 
and  sudden  heart  rupture,  2. 

Dr.  Flexner’s  Diagnoses 

Coarctation  of  the  aorta,  adult  type. 

Congestive  heart  failure. 

Dr.  Wright:  Does  anyone  wish  to  sug- 
gest other  diagnoses? 

Dr.  Mack  Lipkin:  From  the  descrip- 
tion of  the  electrocardiogram  and  clinical 
history  we  may  add  to  the  diagnosis  of  co- 
arctation of  the  aorta,  coronary  sclerosis  with 
myocardial  damage. 

Dr.  Wright:  It  seems  to  me  that  unex- 
plained or  essential  hypertension  should  be 
considered  in  this  list,  at  least  from  the  point 
of  view  of  differential  diagnosis. 

Dr.  J.  Scott  Butterworth:  On  his  first 
admission  the  blood  pressure  was  190/110 
and  there  was  a continual  fall  until  on  the  final 
admission  it  was  138/100.  At  the  same  time 
the  blood  pressure  in  the  legs  increased  and 
was  not  far  from  normal.  What  would  be  the 
explanation  of  the  decreasing  tension  in  the 
upper  extremities  and  the  increasing  tension  in 
the  lower  extremities? 

Dr.  Flexner:  The  20  points  difference  in 
the  systolic  readings  in  the  arms  was  probably 
emotional.  When  his  systolic  pressure  de- 


creased to  138  mm.  of  mercury  it  was  evi- 
dence of  myocardial  weakness.  From  Steele’s1 
work  a rise  in  diastolic  pressure  in  either 
extremity  would  suggest  further  renal  is- 
chemia, while  a rise  in  systolic  pressure  in  the 
legs  would  indicate  an  improvement  in  col- 
lateral circulation. 

Dr.  Wright:  In  the  cases  of  coarctation 
of  the  aorta  which  I have  reviewed  there  were 
few  that  showed  a pressure  in  the  lower  ex- 
tremities as  high  as  that  obtained  in  this  case. 
Taking  the  blood  pressure  in  the  legs  is 
often  difficult  and  may  be  subject  to 
error. 

Pathology 

Dr.  Maurice  N.  Richter:  The  principal 
changes  of  interest  were  all  in  the  aorta  and 
in  the  heart.  I wish  to  point  out  the  narrow- 
ing of  the  aorta  which  is  below  the  attachment 
of  the  ductus  arteriosus.  There  also  is  a 
marked  stenosis  of  the  aortic  valve  which  has 
only  two  cusps.  There  was  comparatively 
little  arterial  anastomosis  demonstrated  at 
the  time  of  autopsy.  The  intercostal  vessels 
were  not  very  much  dilated,  but  notching  of 
the  ribs  was  evident.  There  was  also  a 
moderate  amount  of  stenosis  of  the  coronary 
arteries  and  considerable  thickening  of  the 
intima.  There  was  fibrosis  of  the  apex  of  the 
left  ventrical  and  fluid  in  both  pleural  cavi- 
ties. 

In  view  of  the  fact  that  we  have  both  a 
stenosis  of  the  aorta  and  a stenosis  of  the 
aortic  valve,  I think  we  may  have  an  ex- 
planation for  the  small  amount  of  collateral 
circulation  and  the  progressive  decrease 
in  the  systolic  pressure.  The  small  aortic 
valve  probably  reduced  the  amount  of  blood 
in  the  ascending  aorta,  and  the  supply  for  col- 
lateral circulation  was  minimal.  In  coarcta- 
tion of  the  aorta  a bicuspid  aortic  valve, 
probably  of  congenital  origin,  is  present  in  20 
per  cent  of  the  cases.  We  have  not  studied 
this  particular  aortic  valve  by  the  method  of 
Lewis  and  Grant3  to  determine  whether  it  is 
congenital  in  origin  because  we  wished  to  pre- 
serve the  specimen.  It  might  be  interesting 
to  do  so,  however,  because  few  bicuspid  valves 
have  been  studied  in  this  fashion. 

Pathologic  Diagnoses 

Coarctation  of  the  aorta.  Stenosis  of  the 
aortic  valve. 

Stenosis  of  the  coronary  arteries.  Fibrosis 
of  the  myocardium. 

Hyperplasia  of  the  heart. 


* Abbott,  M.  E.:  Am.  Heart  J.  3:  579  (1928). 


3 Lewis,  T.,  and  Grant,  R.  T.:  Heart  10:  21  (1923). 
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Chronic  passive  congestion  of  the  viscera 
and  ascites. 

Dr.  Jan  Nyboer:  In  evaluating  the  elec- 
trocardiograms, the  findings  in  1934  and  1935 
of  high  voltage,  left  axis  deviation,  and 
changes  in  the  S-T  segments  and  T waves  are 
consistent  with  left  ventricular  enlargement 
due  to  hypertrophy  of  any  etiology.  The  re- 
duction in  voltage  in  1937  and  further  reduc- 
tion in  1940  without  other  significant  change 
is  not  easily  explained.  The  drop  in  blood 
pressure  due  to  concomittant  aortic  stenosis 
is  probably  not  the  cause.  Impending  or  defi- 
nite cardiac  failure  may  be  responsible  for  the 
changes  in  1940. 

Dr.  Wright:  I wish  to  point  out  that 
there  has  been  progress  in  clinical  medicine 
as  well  as  laboratory  medicine.  An  article 
by  Sir  Thomas  Lewis4  describes  a situation 

4 Lewis,  T.:  Heart  16:  210  (1933). 


that  existed  in  England  during  the  last  war. 
A young  man  was  hospitalized  for  six  months 
with  unexplained  hypertension.  During  his 
stay  he  was  “examined  more  than  once  by 
Sir  William  Osier  and  Sir  James  Mackenzie, 
both  of  whom  were  much  interested  in  his 
state.  But  the  coarctation  of  his  aorta  re- 
mained undiagnosed.”  Today  we  feel  that 
an  intern  should  make  the  diagnosis  of  coarc- 
tation of  the  aorta  promptly  and  without  dif- 
ficulty on  the  basis  of  a thorough  physical 
examination  including  blood  pressure  studies 
of  all  extremities. 


Editorial  Committee 

J.  Scott  Butterworth,  M.D. 
Maurice  R.  Chassin,  M.D. 
Herman  0.  Mosenthal,  M.D.,  Chairman 


WAR  AND  INFECTIOUS  DISEASE 

The  waging  of  war  has  always  been  attended 
by  increases  in  the  prevalence  of  disease,  notes 
Clara  E.  Councell,  junior  statistician  of  the 
United  States  Public  Health  Service  in  Public 
Health  Reports  (Washington).  The  rapid  and 
extensive  spread  of  infection  is  to  be  expected 
under  the  conditions  brought  about  by  the  strug- 
gles between  nations.  The  concentration  and 
movement  of  large  bodies  of  men  from  various 
parts  of  the  world;  the  limitless  hardships,  with 
fatigue,  general  malnutrition,  famine  and  ex- 
posure; and  the  lack  of  medical  care,  sanitation, 
and  personal  hygiene  often  experienced  by 
civilians  and  soldiers  alike  provide  the  fuses  for 
the  explosion  of  widespread  epidemics.  Re- 
fugees and  captured  and  returning  prisoners  are 
important  instruments  in  the  transmission  of 
disease  from  enemy  to  enemy  and  to  all  civilian 
groups.  While  certain  types  of  sickness  have 
accompanied  armies  throughout  the  centuries, 
there  have  nevertheless  been  some  notable 
changes  in  the  prevalence  and  severity  of  war- 
time affections.  It  is  only  in  comparatively 
recent  wars  that  more  men  have  been  lost  from 
military  action  than  from  disease.  The  ratio 
of  the  disease  death  rate  to  the  battle  death  rate 
among  United  States  troops  was  7 to  1 in  the 
Mexican  War  and  5 to  1 in  the  Spanish  War. 
The  Germans  in  the  Franco-Prussian  War  of 
1870  and  the  Japanese  and  Russians  in  the  Russo- 
Japanese  War  of  1904  show  the  first  records  in 
which  the  mortality  for  the  wounded  was  higher 
than  for  those  stricken  with  infectious  disease. 

During  and  after  the  first  World  War,  the 
common  war  diseases  were  highly  prevalent  in 
Eastern  Europe,  and  there  was  a vicious  pesti- 
lence of  typhus  fever  throughout  Russia,  Poland, 
and  Serbia.  Typhus  did  not  spread  in  western 
Europe  in  these  war  years,  and  the  classic  infec- 
tions did  not  constitute  the  major  sickness 
problems  among  fighting  forces  or  civilians. 
The  influenza  pandemic  overshadowed  all 


others,  and  the  mortality  from  influenza  and 
pneumonia  recalled  the  ravages  of  the  Black 
Death.  Cerebrospinal  meningitis  reached  new 
heights,  and  tuberculosis  and  venereal  disease  in- 
creases caused  grave  concern. 

In  the  United  States  Army,  influenza,  vene- 
real diseases,  mumps,  and  measles  were  the  most 
frequent  causes  of  absence  from  duty,  and  influ- 
enza, tuberculosis,  measles,  and  cerebrospinal 
meningitis  were  leading  primary  causes  of  death. 
The  Army  in  the  United  States  had  generally 
higher  rates  for  admission  and  days  lost  from 
duty  for  the  infectious  diseases  than  did  forces 
abroad.  The  United  States  Navy  also  suffered 
from  the  communicable  diseases,  with  a notably 
higher  incidence  in  the  training  camps  than  on 
shipboard. 

In  the  present  war,  influenza  and  cerebrospinal 
meningitis  are  again  showing  increased  inci- 
dence, both  for  the  Continent  and  the  British 
Isles.  Typhus  fever  and  dysentery  have  been 
active  in  eastern  Europe. 

The  evacuation  of  school  children  did  not 
result  in  the  expected  increase  in  the  communi- 
cable diseases  of  childhood  in  England,  and  for 
the  most  part  the  health  of  the  people  has  not 
been  seriously  affected.  The  hazards  of  infec- 
tion have,  however,  been  intensified  by  the 
crowding  of  the  bomb  shelters.  Not  only  in- 
fluenza and  cerebrospinal  meningitis  but  also 
paratyphoid  fever  and  dysentery  showed  in- 
creases in  1940  in  comparison  with  1939. 

In  the  control  of  disease  as  in  the  fighting  of 
battles  the  experience  of  the  past  can  provide  no 
rigid  rules  for  present  victory.  Nevertheless, 
an  appreciation  of  former  problems  may  facili- 
tate their  solution  in  later  experience.  The 
changed  character  of  the  leading  infectious  dis- 
eases of  war,  with  relegation  to  the  background 
of  the  scourges  of  the  past,  may  be  considered  a 
heartening  reflection  of  the  results  of  scientific 
research  and  control. 
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Morphogenesis  and  Significance  of  So-Called  Intercapillary  Glomerulosclerosis — 
A Lesion  of  Diabetes  Mellitus.*  Dr.  Arthur  C.  Allen  {by  invitation) 


Some  four  years  ago  Kimmelstiel  and  Wilson 
reported  a series  of  cases  in  which  they  demon- 
strated the  association  of  a characteristic 
clinical  syndrome  with  a peculiar  type  of 
glomerular  hyalinization  which  they  called 
“intercapillary  glomerulosclerosis.”  The 
clinical  complex  consisted  typically  of  dia- 
betes, hypertension,  and  the  nephrotic  syn- 
drome. This  association  was  subsequently 
confirmed  by  several  observers.  However,  a 
number  of  key  questions  remain  unanswered, 
such  as:  (1)  Does  the  lesion  occur  only  in 

diabetic  patients?  (2)  Is  there  a correlation 
between  the  severity  of  the  clinical  picture 
and  the  extent  of  the  lesions?  (3)  What  is  the 
morphogenesis  of  the  lesion  and  its  role  in  the 
abnormal  clinical  physiology? 

We  studied  the  kidneys  of  105  consecutive 
diabetic  patients  over  the  age  of  40,  100  non- 
diabetic hypertensive  patients  over  the  age  of 
40  with  a blood  pressure  of  160/90  or  greater, 
100  consecutive  nondiabetic,  nonhypertensive 
controls  of  all  ages,  and  34  unselected  subacute 
and  chronic  glomerulonephritis  patients.  The 
glomerular  lesion  of  Kimmelstiel  and  Wilson 
was  found  in  33  per  cent  of  the  persons  suffer- 
ing from  diabetes,  in  only  1 of  the  hyperten- 
sive groups,  and  in  none  of  the  others.  Two 
additional  cases  with  the  lesion  were  found  in 
which  the  diagnosis  of  diabetes  could  not  be 
made  nor  excluded  because  of  the  inade- 
quate clinical  workup  due  to  their  expiration 
shortly  after  admission.  It  is  felt  that  this 
glomerular  lesion  may  be  unequivocally  dif- 
ferentiated from  the  glomerular  atrophy  of 
ordinary  nephrosclerosis  by  the  following 
features:  (1)  the  characteristic  oval  or  disk- 

shaped hyaline  mass  surrounded  by  one  or 
more  concentric  layers  of  displaced  endo- 
thelial and  epithelial  cells  and  circumscribed 
by  a rim  of  thin-walled  capillaries;  (2)  its 
response  to  silver  stains,  manifesting  either  a 
characteristically  laminated  argyrophilia  or 

* To  be  published  in  full  in  Arch.  Path. 


the  mahogany  brown  of  dense  collagen  which 
sharply  differentiates  it  from  the  remainder 
of  the  uninvolved  portions  of  the  glomerulus; 
and  (3)  its  relative  resistance  to  tryptic  diges- 
tion. 

A study  of  serial  sections  revealed  that  the 
lesion  appears  to  be  derived  from  a thicken- 
ing and  fusion  of  the  capillary  walls  rather 
than  from  the  intercapillary  tissue.  There- 
fore, it  is  suggested  that  the  lesion  described 
by  Kimmelstiel  and  Wilson  be  regarded  as 
intramural  or  focal  capillary  glomerulosclerosis 
rather  than  as  mfercapillary  glomerulosclero- 
sis. 

Afferent  arteriolosclerosis  is  a practically 
constant  concomitant  of  the  lesion.  How- 
ever, in  addition,  appreciable  efferent  arteriolo- 
sclerosis is  found  in  severe  cases.  This  is 
stressed,  first,  because  of  its  reported  absence 
(Am.  J . Path.  6:  347,  1930)  in  the  ordinary 
nephrosclerotic  kidneys  of  hypertensive  pa- 
tients; second,  because  of  the  increasingly 
important  role  in  glomerular  dynamics  to 
which  this  arteriole  is  being  assigned;  and, 
third,  because  the  pressor  substance  in  ex- 
perimental hypertension  is  presumed  to  act 
on  the  efferent  arteriole,  which  in  these  dia- 
betic hypertensive  patients  is  narrowed  or- 
ganically. 

The  presence  of  dilated,  congested  capillary 
loops  showing  evidence  of  stasis  and  their  con- 
stant association  with  the  diabetic  glomerular 
lesion  suggests  that  they  may  thereby  be  a 
factor  in  the  albuminuria.  Occasionally, 
some  of  these  loops  are  extraordinarily  dilated 
and  contain  small  fibrin  clots,  protein  pre- 
cipitate, and  laked  blood. 

Because  of  the  admittedly  unsatisfactory 
nature  of  the  histologic  criteria  currently 
used  for  the  diagnosis  of  diabetes  and  be- 
cause of  the  clear-cut  nature  and  high  inci- 
dence of  the  lesion  in  these  diabetic  patients, 
it  is  suggested  that  this  lesion  be  used  as  a 
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morphologic  criterion  for  the  diagnosis  of 
diabetes  in  persons  over  the  age  of  40. 

As  a result  of  a collaborated  study  with 
Dr.  Sheppard  Siegal  (Am.  J.  M.  Sc.,  in  print), 
we  found  that  a more  or  less  positive  correla- 
tion existed  between  the  severity  of  the 
syndrome  and  the  extent  of  the  lesions.  It 
should  be  pointed  out  that  the  diabetes  in 
most  of  these  cases  is  characteristically  mild, 
some  requiring  little  or  no  insulin  at  all  for  the 
control  of  the  diabetes.  It  may  be  men- 
tioned, further,  that  no  specific  lesion  was 
found  in  the  pancreas  in  these  cases. 

Discussion 

Dr.  Hans  Smetana:  Dr.  Horn  and  I were 
interested  in  this  condition,  and  we  went  over 
our  material  of  150  cases  of  diabetes.  We 
were  struck  by  the  constant  relationship  be- 
tween arteriolar  changes  and  glomerulosclero- 
sis and  examined  the  material  from  this 
point  of  view.  We  could  not  find  any  case 
of  glomerulosclerosis  without  renal  arterio- 
lar sclerosis.  We  also  compared  this  mate- 
rial with  about  an  equal  number  of  cases  of 
noncomplicated  renal  arteriolosclerosis.  We 
found  similar  globules  in  about  the  same  per- 
centage in  noncomplicated,  renal  arteriolo- 
sclerosis as  in  the  cases  complicated  by  dia- 
betes, but  the  bodies  were  more  numerous 
or  more  glomeruli  were  affected  in  the  cases 
of  arteriolosclerosis  complicated  by  diabetes 
than  in  the  noncomplicated  arteriolosclerosis 
cases.  We  also  could  not  find  any  constant 
relationship  between  the  number  of  bodies 
and  the  amount  of  albuminuria,  the  age, 
grade  of  hypertension,  or  any  other  factors. 
We  thought  there  might  be  some  relationship 
between  the  glomerulosclerosis  and  treat- 
ment of  diabetes  with  insulin  and,  therefore, 
we  went  over  our  cases  that  had  occurred 


before  the  institution  of  insulin  therapy. 
We  found  few  cases  of  glomerulosclerosis  in 
this  era  but,  since  patients  with  diabetes 
usually  did  not  five  long  before  the  treat- 
ment with  insulin,  we  discarded . this  find- 
ing. 

Dr.  Paul  Klemperer:  I have  examined 
some  305  consecutive  cases  without  knowing 
anything  about  the  clinical  histories,  and  I 
could  find  28  cases  in  which  I could  recognize 
this  lesion  without  difficulty;  there  were  only 
2 cases  in  which  I was  somewhat  in  doubt. 
I feel  these  lesions  are  easily  and  definitely 
differentiable  from  those  of  ordinary  nephro- 
sclerosis. Of  these  28  positive  cases,  27  had 
diabetes. 

Dr.  Arthur  C.  Allen:  I am  unable  to 
account  for  Dr.  Smetana’s  observation  of  this 
glomerular  lesion  with  such  remarkable  fre- 
quency in  the  nondiabetic  cases.  Naturally, 

1 should  enjoy  examining  such  a group  of 
nondiabetic  hypertensive  patients  for  that 
purpose.  I studied  the  relationship  to  the 
clinical  syndrome  in  collaboration  with  Dr. 
Sheppard  Siegal,  who  unfortunately  cannot 
be  here  tonight.  He  divided  the  cases  clini- 
cally into  three  groups,  without  letting  me 
know  about  the  actual  division.  One  group 
consisted  of  the  diabetic  persons  without 
hypertension  or  any  of  the  renal  component; 
the  second  group  consisted  of  persons  with 
diabetes  and  hypertension  and  little  of  the 
renal  element  clinically;  and  the  third  group 
was  the  more  or  less  fullblown  syndrome. 
The  actual  data  are  to  be  published  shortly 
in  the  American  Journal  of  the  Medical  Sci- 
ences. Briefly,  we  found,  in  general,  a fairly 
reasonable  correlation  between  the  severity 
of  the  clinical  syndrome  and  the  distribu- 
tion of  the  lesion,  which  we  graded  as  1 plus, 

2 plus,  3 plus,  and  4 plus. 


Morphologic  Analysis  of  Tuberculous  Lesions  in  Adults.  Dr.  Kornel  Terplan, 
Buffalo,  New  York  (by  invitation) 


Any  attempt  at  the  pathogenetic  analysis 
of  tuberculous  lesions  must  be  based  on  a 
thorough  knowledge  of  the  different  types  of 
the  primary  infection,  including  especially 
the  primary  complex.  At  postmortem  ex- 
amination of  adults  who  died  from  different 
causes  and  of  those  with  progressive  fatal 
tuberculosis,  it  must  be  determined  whether 
or  not  a direct  or  indirect  connection  between 
the  lesions  of  the  primary  complex  and  all  so- 
called  postprimary  lesions  can  be  established. 
With  the  increasing  material  examined,  each 
case  looks  more  and  more  like  an  individual 


problem.  A few  local  lesions  as  incidental 
postmortem  findings  with  more  limited  spread 
are  especially  favorable  for  successful  patho- 
genetic studies.  These  are  more  complicated 
in  cases  of  chronic  pulmonary  and  visceral 
tuberculosis  with  extensive  changes.  No 
correlation  of  the  variety  of  lesions  to  immune 
biologic  theories  is  attempted  in  this  study. 
The  incidence  of  tuberculous  lesions  in  child- 
ren below  6 years  of  age  is  between  5 and  6 
per  cent;  from  the  seventh  to  the  eighteenth 
year,  between  20  and  25  per  cent.  In  adults 
from  the  eighteenth  to  the  fortieth  year  the 
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percentage  of  positives  varies  from  70  to  90 
per  cent.  Beyond  the  age  of  45  entirely  nega- 
tive cases  are  exceptional.  The  tabulation  of 
tuberculous  lesions  found  in  about  270  adults 
between  19  and  80  years  of  age  in  relation  to 
their  probable  pathogenesis  is  presented, 
including  cases  of  tuberculosis  as  the  major 
causes  of  death  and  many  cases  in  which 
tuberculous  lesions  were  incidental. 

Among  267  adults  between  19  and  80 
years  of  age,  recent  primary  tuberculosis  was 
found  in  33,  2 typical  tuberculous  complexes 
(Ranke)  of  different  ages  (1  healed,  the  other 
recent),  in  22,  and  a recent  caseated  complex 
in  the  presence  of  a healed  primary  focus  with- 
out corresponding  lesions  in  the  lymph  nodes 
was  found  in  7 cases.  In  addition,  a primary 
focus  without  gross  or  microscopic  evidence 
of  tuberculosis  in  the  regional  lymph  nodes 
was  present  in  20  cases.  Recent  focal  tuber- 
culous lesions,  as  incidental  findings  (mostly 
in  one  subapical  area)  in  the  presence  of  a 
healed  stony  complex,  were  found  in  17 
cases.  In  none  of  these  were  hematogenous 
lesions  observed.  In  13  cases  with  a recent 
caseated  complex  as  an  incidental  finding,  one 
or  more  additional  caseated  foci  in  subapical 
fields  or  in  lower  lobes  were  seen  which  had 
the  same  histologic  structure  as  the  primary 
focus.  There  was  no  evidence  of  hematoge- 
nous seeding  in  these  cases.  Chronic  pul- 
monary tuberculosis  with  intrabronchial 
spread  of  the  well-known  picture  of  the  so- 
called  reinfection  type  was  present  in  18  cases. 
In  all  of  these,  remnants  of  an  old  first  infec- 
tion— namely,  an  ossified  or  stony  complex — 
were  demonstrated.  In  8 cases  the  lymph 
node  groups  regional  to  the  progressive  post- 
primary pulmonary  lesions  showed  marked 
tuberculous  lesions  similar  to  those  seen  in 
lymph  nodes  adjoining  an  active  Ghon  focus 
of  first  infection.  The  anatomic  picture 
in  the  majority  of  the  cases  of  this  group 
pointed  to  exogenous  reinfection  or  super- 
infection of  the  lungs.  In  2 instances  a healed 
stony  complex  of  primary  intestinal  tuber- 
culosis was  found  with  an  overwhelming  re- 
cent tuberculous  bronchopneumonia  with  ex- 
tensive intrabronchial  spread.  This  was  ob- 
viously an  effect  of  true  exogenous  reinfection. 

Of  the  33  cases  with  a relatively  recent 
complex,  in  15,  progressive  tuberculosis  with 
hematogenous  or  intrabronchial  spread  had 
developed.  In  only  3 cases  out  of  28,  progres- 
sive hematogenous  or  intrabronchial  tuber- 
culosis was  caused  by  the  recent  complex  of  a 
secondary  infection. 

Many  incidental  findings  in  such  cases 


where  death  was  not  caused  by  tuberculosis 
are  of  considerable  significance  for  a better 
understanding  of  the  pathogenesis  of  tubercu- 
lous lesions.  This  applies  especially  to  the 
apical  and  subapical  foci.  Our  material  con- 
tains many  cases  in  which  these  mostly  single 
focal  lesions  had  formed  during  the  active 
stage  of  the  primary  focus.  As  there  was  no 
anatomic  evidence  of  hematogenous  metasta- 
ses  to  other  organs,  these  single  foci  had  de- 
veloped either  following  superinfection  from 
without  or  extension  from  the  primary  focus 
by  intrabronchial  spread.  The  histologic 
structure  of  these  additional  foci  was  identical 
with  that  of  the  primary  focus. 

In  addition,  effects  of  tuberculous  infection  in 
the  subapical  areas  in  chalky  and  calcified 
states  are  presented  of  unquestionably  pri- 
mary character  with  localized  tuberculosis  in 
regional  lymph  nodes  which  heretofore  were 
considered  as  effects  of  a reinfection,  especially 
with  regard  to  their  site  and  the  localized  intra- 
bronchial spread.  In  1 case  such  findings 
were  bilateral. 

Cases  in  which  primary  tuberculous  infec- 
tion remained  restricted  to  the  parenchyma 
of  the  lungs  without  evidence  of  spread  to  the 
lymph  nodes  formed  about  10  per  cent  of  our 
material.  The  incidence  of  true  exogenous 
reinfections  of  the  lung  with  the  formation 
of  a typical  tuberculous  complex  of  Ranke 
in  the  presence  of  an  old,  usually  completely 
healed  complex  was  also  around  10  per  cent 
of  our  material  thus  far  examined. 

Calcified  structures  that  give  x-ray  shadows 
similar  to  older  tuberculous  lesions  include 
phleboliths,  parasites,  and  in  many  cases 
peculiar  focal  or  diffuse  bone  formation  of  non- 
tuberculous  origin  (in  the  literature  referred 
to  as  “osteoma”);  calcification  of  small  ar- 
teries in  lymph  nodes  and  occasionally, 
though  rarely,  nodular,  focal  calcification  of 
bronchial  cartilages;  and,  finally,  calcification 
of  the  Botal’s  duct. 

Several  observations  in  children  and  adults 
point  definitely  to  the  possibility  of  super- 
infection regardless  of  whether  the  preceding 
infections  were  focal  or  presented  by  a typical 
complex.  In  a few  of  these  instances  the  first 
lesion  was  not  as  yet  healed.  Individuals 
with  healing  lesions  remain  apparently  ex- 
posed to  new  infections  from  without.  A 
reinfection  complex  has  been  found,  especially 
in  such  cases  where  the  first  complex  had  prac- 
tically completely  healed. 

Discussion 

Dr.  Eugene  L.  Opie  : I think  that  we  are 
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particularly  fortunate  that  a pupil  of  Ghon 
should  have  made  this  careful  study  of  tuber- 
culosis in  this  country,  and  I gather  from  what 
he  has  said  that  he  has  found  the  picture 
somewhat  more  complex  than  that  which 
Ghon  described.  I assume  this  real  or  ap- 
parent complexity  is  in  large  degree  dependent 
upon  the  fact  that  he  has  given  more  atten- 
tion to  older  persons  and,  hence,  has  found 
lesions  more  varied  than  those  that  Ghon 
found  in  younger  persons. 

It  is  especially  noteworthy  that  Dr.  Ter- 
plan  has  observed  the  increasing  frequency  of 
primary  lesions  with  increasing  age.  The 
number  of  these  lesions  found  in  this  country 
compared  with  their  frequency  in  Prague  is 
astonishingly  small.  I think  Dr.  Terplan’s 
figures  are  approximately  6 per  cent  below  6 
years  of  age  and  about  19  per  cent  below  18. 
This  represents  a relatively  small  proportion 
when  compared  with  the  high  incidence  of 
tuberculin  reactions  in  the  larger  cities  of 
this  country  and  of  Europe.  It  is  noteworthy 
that  observations  made  in  a rural  district  of 
Northern  New  York  (Cattaraugus  County) 
show  that  the  percentage  of  persons  who  react 
to  tuberculin  at  the  age  of  15  is  approximately 
16  per  cent.  Nevertheless,  with  the  increas- 
ing age  of  adults  the  number  of  lesions  in- 
creases greatly,  so  that  many  of  these  first 
infections  are  evidently  acquired  in  late  adult 
life. 

Dr.  Terplan  has  emphasized  the  frequency 
of  lesions  of  reinfection  in  adults  character- 
ized by  the  occurrence  of  “complexes”  of 
different  ages,  one  being  calcified  and  the 
second  caseous.  Dr.  Terplan  has  described 
three  such  “complexes”  of  different  ages. 
These  observations  introduce  new  difficulties 
in  nomenclature.  The  usual  form  of  reinfec- 
tion in  adults  has  been  designated  “adult 
type  tuberculosis.”  When  progressive  it 
may  be  designated  “phthisis.”  Dr.  Terplan 
has  described  a reinfection  tuberculosis  that 
repeats  the  characters  of  the  first  infection. 

Dr.  Max  Pinner:  My  main  qualification 
for  discussing  Dr.  Terplan’s  paper  is  the  fact 
that  I am,  as  part  of  my  editorial  duties, 
thoroughly  familiar  with  his  work.  It  was 
indeed  one  of  the  great  privileges  of  my  edi- 
torial work  to  be  a link  between  Dr.  Terplan 
and  the  publisher.  On  the  basis  of  his  pub- 
lished papers  and  from  the  demonstration  to- 
night, I think  it  can  be  said  without  any  ques- 
tion that  this  work  represents  the  most  com- 
plete and  most  thorough  study  that  has  ever 
been  made  on  first  and  reinfection  tuberculo- 
sis. It  might  be  of  some  interest  to  ask  what 


the  possible  clinical  and  epidemiologic  correla- 
tions are  in  regard  to  those  facts  that  Dr. 
Terplan  has  shown  and  that  were  previously 
not  known.  To  mention  just  two  of  the  im- 
portant points:  first  of  all,  as  Dr.  Opie  has 
already  emphasized,  the  classic  picture  of  the 
primary  complex,  as  described  by  Ghon  and 
his  co-workers,  has  become  infinitely  more 
complex.  Ghon  already  has  described  mul- 
tiple primaries  on  the  assumption  that  they 
were  simultaneous  primaries.  Dr.  Terplan’s 
studies  would  indicate  probably  that  some  of 
these  so-called  multiple  primaries  are  really 
complexes — to  use  his  expression — which  have 
occurred  at  different  ages.  It  has  been  the 
classic  teaching  that  the  one  lesion  in  tubercu- 
losis which  is  entirely  pathognomonic  and 
invariably  typical  is  the  primary  complex, 
with  its  typical  parenchymal  reaction  and 
with  the  regular  lymph  node  involvement. 
Now  this  picture  undoubtedly  has  to  be  con- 
siderably revised.  The  fact  that  any  later 
infection  than  the  primary  one  would  lead 
to  a different  type  of  histologic  and  possibly 
anatomic  reaction  was  usually  ascribed  to  a 
change  in  the  reactivity  of  the  organism 
caused  by  the  primary  infection.  The  demon- 
stration that  in  the  presence  of  a completely 
healed  complex  a new  complex  with  the  same 
histologic  structure  as  a true  primary  infec- 
tion occurs  not  infrequently  probably  means 
that  the  healing  of  the  first  complex  is  ana- 
tomically, bacteriologically,  and  immunologi- 
cally  complete,  so  that  the  body  reverts  to  the 
same  type  of  reactivity  it  had  before  the 
first  infection.  This  seems  to  be  well  sup- 
ported by  relatively  recent  epidemiologic 
work  in  this  country,  particularly  from 
some  of  the  southern  states.  A number  of 
reports  have  come  out  which  show  that  in  a 
rather  astonishingly  large  percentage  of  chil- 
dren and  young  adults  tested  with  tuberculin 
negative  reactions  to  an  adequate  dose  of 
tuberculin  were  found  in  the  presence  of 
roentgenologically  demonstrable  lesions  that 
seem  to  be  undoubtedly  of  a tuberculous  na- 
ture. In  addition,  there  have  been  an  in- 
creasing number  of  reports  to  show  that  a 
person  who  has  developed  a tuberculin  reac- 
tion may  lose  that  tuberculin  reaction,  so 
that  the  previous  statement,  “once  tuberculin- 
positive always  tuberculin-positive,”  undoubt- 
edly does  not  seem  true  any  more,  and  we 
know  that  complete  healing  can  occur. 

Dr.  Terplan’s  studies  show  the  anatomic 
substratum  of  this  fact — that  allergy  may 
disappear  and  that  the  body  may  return  to 
the  same  state  that  existed  before  the  primary 
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infection.  Dr.  Esmond  It.  Long,  in  studying 
this  problem  of  waning  allergy,  has  shown 
some  quite  convincing  evidence  that  this 
occurs  much  more  frequently  in  persons  who 
do  not  live  in  contact  with  cases  of  open 
tuberculosis  than  in  contact  cases.  In  the 
open  cases  it  is  extremely  rare  that  allergy 
disappears;  in  other  words,  continuous  allergy 
is  probably  due  to  continuous  reinfection. 

I am  sorry  that  Dr.  Amberson  could  not  be 
here.  I talked  to  him  this  morning  about  the 
paper  and  his  idea  about  what  he  wanted  to 
say  in  the  discussion.  He  has  permitted  me 
to  quote  him  regarding  his  studies  on  nurses  in 
Bellevue  Hospital.  During  the  last  ten  years 
he  has  observed  about  300  to  400  nurses  who 
became  tuberculin-positive  after  having  been 
tuberculin-negative.  A certain  number  of 
these  cases  developed  clinically  demonstrable 
pulmonary  tuberculosis.  Dr.  Amberson 
found — I think  in  accordance  with  some  other 
workers — that,  clinically  and  roentgenologi- 
cally,  no  differential  points  could  be  found  be- 
tween the  nurses  who  developed  clinical  dis- 
ease immediately  or  shortly  following  a 
tuberculin-negative  stage  as  compared  to  the 
nurses  in  whom  tuberculosis  occurred  after 
they  had  been  tuberculin-positive  for  some 
time.  In  other  words,  apparently  neither 
clinical  nor  roentgenologic  differentiation  can 
be  made  between  primary  and  reinfection 
tuberculosis.  In  no  case  has  he  been  able 
to  see  lymph  node  enlargement  in  the  primary 
infections.  In  no  case,  with  the  possible  and 
doubtful  exception  of  1,  was  there  any  evi- 
dence of  hematogenous  seeding  following  the 
primary  infection.  It  is  interesting  in  this 
connection,  however,  that  from  other  countries 
observations  are  reported  which  seem  to  tell  a 
different  story  from  Dr.  Amberson’s  studies. 
Hedvall  and  Mahnros  in  Sweden  have  ob- 
served 151  cases  that  became  positive.  In 
47  of  these  cases  tuberculous  lesions  were 
demonstrable.  Out  of  those  47  cases  with 
clinical  tuberculosis,  21  had  a roentgenologi- 
cally  demonstrable  primary  complex . Out  of  a 
total  of  19  cases  of  pulmonary  tuberculosis 
in  this  group  of  first  infections,  40  per  cent 
were  seriously  progressive,  which  is  an  en- 
tirely different  story  from  what  is  found  in  the 
Bellevue  studies  and  in  most  of  the  other 
hospital  studies  in  America.  Most  of  these 
early  cases  in  this  country  are  not  progressive 
if  treatment  is  promptly  begun. 

Dr.  Long  reported  on  the  behavior  of  the 
primary  infection  in  adults,  and  he  found 
that  some  did  and  some  did  not  show  evi- 
dence of  the  primary  complex — that  is,  a 


parenchymal  lesion  plus  lymph  node  involve- 
ment. It  is  interesting  to  know  that  all  those 
in  his  series  which  showed  lymph  node  en- 
largement were  Negroes.  It  is  probably 
important  in  all  these  apparent  differences 
in  the  literature  to  consider  the  geography 
of  the  report  and  the  type  of  epidemiologic 
development  that  exists  under  the  particular 
conditions  in  which  the  studies  are  made. 
I do  not  know  how  homogeneous  Dr.  Terplan’s 
material  is  in  regard  to  racial  distribution 
It  is,  of  course,  quite  astonishing  how  hetero- 
geneous it  is  in  regard  to  the  reaction  to 
tuberculosis:  primary  foci  without  lymph 
node  enlargement,  multiple  primary  foci,  re- 
peated primary  foci,  and  so  on.  In  this 
connection  it  is  probably  important  to  em- 
phasize how  more  and  more  evidence  is  coming 
to  the  fore  to  show  what  an  important  role  the 
constitutional  character  of  the  individual 
plays  in  the  reaction  to  tuberculosis.  In  ex- 
perimental studies  Dr.  Lurie  showed  that  he 
was  able  to  develop  rabbits  with  high  and 
low  susceptibility  to  tuberculosis  by  inbreed- 
ing families.  He  has  gone  a step  further, 
which  might  give  us  one  clue  to  constitu- 
tional differences.  He  was  able  to  show  in 
these  two  families  of  different  susceptibility 
that  the  reaction  to  nonspecific  material  is 
different.  The  histiocytic  transport  of  foreign 
material  is  of  a different  speed  in  one  family  as 
compared  to  the  other  family  of  rabbits. 
This  is  possibly  one  of  the  constitutional 
factors  which  may  help  to  explain  some  of  the 
differences  in  the  individual  reaction  both  to 
primary  and  postprimary  infection. 

Dr.  George  G.  Ornstein  {by  invitation ): 
I should  like  to  ask  Dr.  Terplan  a question 
concerning  the  foci  that  he  pointed  out  with- 
out any  lymphogenous  spread,  such  as  foci  of 
the  primary  phase  of  infection.  We  clinicians 
for  a long  time  have  been  challenging  our 
pathologists  concerning  whether  or  not  they 
can  differentiate  between  healed  reinfection 
tuberculosis  and  the  primary  complex  on  the 
basis  of  histopathology.  For  a long  time, 
differentiation  of  primary  from  reinfection 
tuberculosis  has  been  based  on  studies  of  the 
longevity  and  age  of  the  histopathology  they 
have  seen.  Are  they  able  to  make  such  a 
differentiation? 

From  the  clinical  point  of  view,  where  we 
have  had  serial  x-rays,  we  have  been  able  to 
follow  the  primary  complex  from  perhaps  two 
or  three  weeks  after  infection  for  ten  years 
thereafter,  and  the  one  thing  we  noted  is  that 
the  method  of  healing  varies  with  time. 
For  example,  the  parenchymal  component 
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of  the  primary  tuberculous  infection  with 
deposition  of  calcium  and  bony  formation  is 
quite  different  from  the  healing  in  the  corre- 
sponding lymph  nodes,  or  vice  versa,  so  that  it 
seems  to  me  if  one  is  going  to  gage  healing 
on  the  time  element  there  will  be  a tremendous 
amount  of  confusion.  For  instance,  if  a 
child  had  died  with  a parenchymal  component 
that  calcified  and  a lymph  node  component 
that  was  caseous,  we  would  look  upon  it  as 
two  different  areas  of  age.  I have  asked  our 
pathologist,  Dr.  Auerbach,  whether  he  can 
differentiate  a reinfection  tuberculosis  with 
healing  and  calcification  simulating  that  of 
the  primary  from  the  primary  complex,  and 
I have  never  been  able  to  get  any  definite 
answer  that  there  are  certain  characteristic 
healings  in  the  primary  complex. 

A question  I wish  to  ask  is:  Inasmuch  as 
there  is  no  lymphogenous  association  with 
this  reinfection  that  Dr.  Terplan  calls  primary 
tuberculosis,  is  it  not  more  logical  to  say  the 
patient  has  had  a focus  of  reinfection  which 
has  healed  (and  Dr.  Terplan  is  noting  for  the 
first  time  that  reinfection  can  heal  like  the 
primary  complex)  rather  than  that  we  are 
dealing  with  repeated  primary  tuberculous 
infections?  In  my  own  experience  I can 
recognize  by  serial  x-rays  these  reinfection 
areas  of  tuberculosis  which  have  healed,  and 
when  I show  these  healed  areas  to  the  patholo- 
gists they  have  difficulty  in  differentiating 
them  from  the  primary  phase  of  tuberculosis. 
My  feeling,  therefore,  is  that  when  we  gather 
sufficient  material  from  these  so-called  mul- 
tiple primary  complexes  without  lymphog- 
enous involvement  they  will  probably  be 
nothing  more  than  healed  reinfection  tuber- 
culosis. I would  like  to  hear  Dr.  Terplan 
speak  of  that.  I would  also  like  to  congratu- 
late him  on  the  tremendous  amount  of  effort  he 
has  put  in  his  valuable  studies. 

Dr.  Kornel  Terplan:  I wish  to  thank 
all  the  speakers  for  their  interesting  discus- 
sion and  their  kind  comments.  In  answer  to 
the  question  of  Dr.  Ornstein:  The  histologic 
changes  of  focal  lesions  in  each  case  show  a 
great  variety,  as  could  be  demonstrated 
even  in  children.  There  seems  to  be  no  ques- 
tion that  the  diagnostic  criteria  of  Puhl  as 
to  the  structure  of  the  “reinfect”  as  compared 
with  that  of  the  primary  focus  cannot  be  ac- 
cepted as  conclusive.  On  this  point  I find 
myself  in  agreement  with  Dr.  Opie  and  Free- 
man-Dahl  and  a few  others. 

A second  point  I believe  we  cannot  answer 
in  a definite  manner  is  the  part  played  by  the 


lymph  nodes  regional  to  the  primary  focus  or 
to  the  post  primary  lesions.  They  might 
remain,  especially  in  primary  infections,  much 
longer  in  a cheesy-chalky  state  than  a corre- 
sponding Ghon  focus  that  has  already  been 
found  to  be  firmly  calcified  or  obsolete  in 
these  cases.  In  the  so-called  reinfection  type, 
especially  in  more  progressive  cases,  we  have 
not  infrequently  seen  distinct  caseation  in  the 
bronchopulmonary  and  tracheobronchial 
lymph  nodes  and,  especially  microscopically, 
tubercles  are  found  in  many  of  them.  But 
single  foci,  especially  in  the  older  encapsulated 
or  even  calcified  state,  cannot  be  diagnosed 
histologically  as  to  their  true  primary  or 
postprimary  nature  or  by  x-ray,  as  both  will 
become  calcified  or  even  ossified  eventually. 
There  are,  of  course,  many  cases  in  which  a 
larger  area  appears  to  be  simultaneously  in- 
volved, especially  in  the  apical  or  subapical 
fields  in  the  so-called  reinfection  type.  On 
the  other  hand,  we  have  proved  this  same 
distribution  in  a few  unquestionably  primary 
infections.  In  these  cases,  then,  x-ray  diag- 
nosis of  a so-called  reinfection  type  sometimes 
might  be  misleading.  In  some  cases,  as  we 
have  tried  to  point  out,  single  apical  lesions 
have  been  found  in  relatively  early  stages  of 
the  primary  focus.  There  was  not  the 
slightest  structural  difference  between  all  of 
these  lesions,  including  the  primary  fo- 
cus. 

I,  too,  have  been  much  impressed  by  the 
great  number  of  individual  differences  in  this 
study,  and  I would  hesitate  to  rely  on  any 
structural  differentiation  of  focal  lesions  be- 
tween first  and  the  so-called  reinfections. 
Single  or  a few  scattered  apical  lesions  could 
not  be  proved  as  hematogenous  metastases, 
since  in  many  of  these  cases  tubercles  were 
absent  in  those  organs  that  could  have  been 
reached  only  by  the  hematogenous  route. 
I am  afraid  I have  not  answered  the  questions 
of  Dr.  Ornstein  in  a satisfactory  manner. 

I have  another  question  here : Is  it  possible 
to  differentiate  histologically  the  broncho- 
genic from  the  hematogenous  lesion  in  the 
lung?  Only  in  the  early  phases  of  hematoge- 
nous dissemination  can  the  originally  inter- 
stitial miliary  character  be  recognized,  es- 
pecially from  the  small  size  of  the  tubercles 
usually  surrounded  by  well-aerated  tissue. 
In  dealing  with  multiple,  large,  older  or  healed 
foci  that  very  well  might  be  hematogenous 
in  origin,  as  in  1 case  I showed  here,  histo- 
logically there  is  no  way  of  distinguishing 
these  from  older  single  foci  brought  about  by 
intrabronchial  spread. 
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CONGRESS  has  placed  upon  the  statute 
books  of  the  country  a new  law.  The 
larger  implications  of  this  law  are  only  com- 
mencing to  be  apparent  to  our  people.  The 
Selective  Service  Law  in  its  larger  connota- 
tions makes  a new  mosaic  pattern  of  our  life 
in  this  defense  system. 

The  Selective  Service  focuses  attention  on 
the  paramount  concept  that  stresses  the 
knowledge  Or  awareness  of  each  citizen  as  to 
what  part  he  shall  play  in  the  unfolding  drama 
of  this  program.  It  is,  in  fact,  the  duty  of 
each  to  search  out  the  place  where  his  own 
qualifications  can  best  serve  his  country. 
The  exact  part  each  citizen  shall  play  may 
be  elected  by  himself  or  the  part  may  be  as- 
signed to  him  by  his  neighbors  or  co-workers. 

This  nation  has  met  and  quietly  faced  grave 
dangers  to  its  existence  in  the  past.  In  a 
world  in  which  a revolutionary  trend  is  gather- 
ing its  destructive  agencies,  the  very  aware- 
ness of  what  must  be  done  and  how  it  shall 
be  accomplished  is  the  high  sign  that  our 
nation  is  gathering  its  forces  for  its  defense 
and  its  preservation  and  also  to  stop  the  spread 
of  the  encircling  conflagration  that  would 
destroy  liberty  as  we  know  and  cherish  it. 

We  have  no  illusions  as  to  what  is  necessary. 
We  have  guns,  ships,  tanks,  and  airplanes. 
We  know  we  need  many  more  of  all  these 
essential  weapons.  We  are  handicapped  by 
inherent  barriers  that  have  been  erected  by 
ourselves  and  which  are  mental  attitudes 
produced  by  a decade  and  a half  of  national 
life  pledged  to  an  idealistic  complacency.  We 
have  been  led  to  believe  that  decency  in  itself, 
like  virtue,  was  its  own  reward  and  protection. 
We  held  to  the  belief  that  this  national  decency 
was  a defense  against  international  lawlessness 
and  that  peace-loving  peoples  could  remain 
apart  and  unembroiled.  We  have  anxiously 
watched  peaceful  Norsemen,  Dutchmen, 
Finns,  Czechs,  and  other  fine,  peace-loving 
peoples  ruthlessly  overrun  and  overcome. 
The  psychotic  somnolence  that  led  the  mighty 
armies  of  France  to  think  defensively  only  and 
not  plan  for  offense  against  environmental 

Read  before  the  Medical  Society  of  the  County  of 
Monroe,  May  29,  1941,  Rochester,  New  York. 

President,  Medical  Society  of  the  State  of  New  York. 


aggression  points  a lesson  whose  moral  has 
not  been  totally  lost  to  us. 

We  are  most  fortunate.  We  have  been 
given  time  to  prepare,  “to  trim  ship,”  to  make 
ready  for  the  approaching  storm.  Our  broad 
acres  are  fruitful  and  produce  our  food  re- 
quirements; our  rich  mines  give  us  the  metals 
from  which  our  arms  are  forged.  The  busy 
hands  of  our  workers  fabricate  the  essential 
supplies  needed  not  only  by  our  civilian 
population  but  also  by  our  armed  forces.  To 
accomplish  the  common  purpose  that  the 
defense  program  sets,  demands  the  united 
efforts  of  all  elements  in  our  population.  We 
have  just  passed  through  a phase  of  obstruc- 
tive barriers  raised  by  strikes.  I believe 
this  barrier  has  about  passed.  During  the 
recent  weeks  any  intelligent  observer  could 
have  sensed  a trend  in  current  domestic  events 
which  showed  that  American  public  opinion 
was  being  exasperated  by  this  showing,  and 
organized  labor  itself  seems  to  have  begun 
to  adjust  matters  more  in  conformity  with  the 
desire  of  our  people  for  a united,  unhindered 
production  effort.  Our  President  has  solved 
the  issue  by  the  Proclamation  of  Full  Emer- 
gency. We  can,  I feel  sure,  look  forward 
now  to  seeing  ownership,  management,  and 
labor  all  doing  their  full  share,  each  con- 
tributing a sacrifice  toward  the  common  ob- 
jective— the  preservation  of  the  “American 
way  of  life.” 

For  us,  the  doctors  of  the  nation,  there  also 
must  be  sacrifice.  This  sacrifice  must  be 
coupled  with  service.  The  organized  medical 
profession  must  play  its  part  in  this  defense 
program. 

In  this  state  we  have  placed  our  entire  re- 
sources behind  the  defense  program.  Each 
county  society  will  do  its  allotted  share  in 
this  task  of  concerted  effort  to  serve  the  com- 
munity. We  have  manned  the  medical  sec- 
tion of  the  Selective  Service  Administration. 
Thousands  of  our  colleagues  are  giving  hours 
of  painstaking  work,  selecting  the  vigorous 
among  our  youth  to  serve  in  the  armed  forces 
of  our  country.  When  it  is  comprehended 
that  the  doctor  has  no  spare  time,  has  no  part 
of  his  day  when  he  is  “off  duty,”  it  must  be 
realized  what  this  type  of  patriotic  contribu- 
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tion  entails — gladly  given,  gratis,  to  serve 
our  government.  To  a large  measure,  too, 
we  have  staffed  the  medical  sections  of  the 
army  induction  stations  located  in  this  state. 
Others  among  us  are  already  in  the  field  as 
officers  to  our  armed  forces.  During  the  next 
year  about  5,000  medical  officers  will  be 
needed  for  the  expanded  army  alone.  The 
organized  medical  profession  of  this  state  will 
furnish  its  quota. 

Our  leaders  of  thought,  the  teachers  on 
the  staffs  of  our  great  institutions  of  learning 
and  research,  are  foresighted  enough  to  plan 
so  that  there  shall  be  no  interruption  of  the 
even  flow  of  educated,  highly  qualified  medical 
men  into  our  community  life  to  carry  on  the 
magnificent  medical  traditions  in  vogue  here. 
What  need  have  I to  dwell  upon  details  before 
a medical  audience?  Not  capital,  nor  manage- 
ment, nor  labor  alone  has  problems  that  the 
clouds  of  hatred  and  oppression  abroad  have 
raised  and  intensified  here.  Nor  do  the  re- 
percussions from  the  strife  abroad  leave  any 
sector  of  American  life  unaffected.  Nor  are 
we,  as  doctors,  unaffected. 

Insidiously  creeping  outward  in  an  ever 
widening  circle  from  its  central  pool  of 
nazism  is  that  hideous  thing  termed  racial 
hatred , with  its  accompanying  component  of 
religious  persecutions.  This  comes  from  the 
fair  land  that  was  once  Germany — the  breed- 
ing ground  whence  sprung  poets  and  painters, 
musicians  and  philosophers,  master  craftsmen 
and  medical  solons.  Nor  are  we  unaffected, 
even  though  we  are  uninvaded.  As  doctors 
we  all  know  and  comprehend  the  nature  and 
the  manner  of  contagious  and  communicable 
diseases,  but  fewer  of  us  apprehend  the  nature 
and  the  manner  of  “mental  contagion.” 
You  will  comprehend  what  I mean  by  mental 
contagion  when  you  recall  that  the  publication 
of  one  type  of  murder  is  almost  invariably 
ollowed  by  others  in  its  imitation.  A few 
years  ago  a young  student,  leaving  a suicide 
note  containing  his  belief  in  the  futility  of 
life,  died  by  his  own  hand.  He  became  the 
model  that  a few  others  followed,  mentally 
infected  by  the  heinous  virus  of  his  example. 
None  of  us  these  days  can  be  too  sure  of  our 
mental  reactions  to  the  virus  of  racial  hatred, 
the  incessantly  recurring  waves  of  which  reach 
us  from  the  poisonous  cesspool  of  its  origin. 
Petty  annoyances  excite  reactions  that,  be- 
cause of  this  impact,  we  do  not  handle  with 
the  rationalization  and  surety  we  are  wont 
ordinarily  to  employ.  Specific  minor  irritat- 
ing factors  become  magnified  beyond  their 
actual  worth,  because  this  incessant  impact 


from  abroad  prevents  sane,  healthful  mental 
attitudes  on  our  own  part.  I am  telling  you 
all  this  because  we  as  doctors  have  another 
and  a different  obstructive  barrier  to  over- 
come. The  handling  of  this  question  needs 
our  healthiest  thought.  No  spirit  of  racial 
hatred  must  intrude  upon  a process  of  clearly 
thinking  the  matter  through  to  a logical  con- 
clusion. 

There  are  in  this  state,  in  addition  to  our 
native  sons  who  are  doctors,  over  2,500 
medical  men  of  foreign  extraction,  driven  by 
persecution  from  their  native  lands.  They 
have  located  in  various  parts  of  this  state 
because  of  its  liberal  license  provisions. 

These  men  must  be  integrated  in  our 
medical  defense  program.  Not  to  do  so  will 
work  an  undeserved  handicap  upon  our 
native  medical  men.  For  our  own  native 
medical  men  to  give  up  their  private  practices 
and  hospital  positions  at  the  call  of  our  gov- 
ernment and  leave  these  newly  arrived  physi- 
cians at  home  is  something  I should  like  to  see 
avoided.  I have  reported  upon  this  phase  of 
our  program  to  the  national  authorities  and 
to  the  National  Committee  on  Medical 
Preparedness  of  the  American  Medical  Asso- 
ciation. The  national  authorities  imply  that 
this  is  mostly  a local  problem  since,  by  far 
and  large,  most  of  the  physician-refugees 
have  congregated  in  our  state.  They  are 
not  here  because  they  desire  to  stay  in  the 
congested  eastern  section  of  the  country. 
Many  of  them  have  told  me  of  their  entire 
willingness  to  go  to  any  place  in  the  United 
States  where  they  could  serve  the  community 
in  a medical  capacity.  The  provision  of  the 
licensing  laws  of  most  of  the  states  is  the 
handicap  they  cannot  surmount;  nor  is  a 
provision  requiring  full  citizenship  an  adequate 
answer  to  the  problem.  To  do  this  would 
create  undreamed  of  conditions  and  trouble 
for  organized  medicine. 

Under  present  conditions  I would  not  abate 
one  step  in  our  open-handed  hospitality. 
Still,  I believe  the  situation  calls  for  thought 
and  action. 

Since  this  is  a state  problem,  let  us  handle 
it  through  our  state  agencies.  Let  us  cease 
wishful  thinking  and  adopt  a positive  position. 
Let  us  initiate  remedial  action. 

A proper  public  opinion  upon  this  question 
is  the  first  requisite.  There  should  be  a 
general  public  comprehension  that  these  men 
will  take  their  places  in  our  ranks  in  this  de- 
fense program  and  they  too  will  serve  our 
government,  which  provides  the  political 
atmosphere  that  tolerates  and  encourages 
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the  stranger  to  feel  at  home  when  he  comes 
with  clean  hands  among  us.  All  of  us,  or 
our  ancestors,  were  at  one  time  “strangers’’ 
here.  Our  authorities  should  survey  their 
capabilities,  have  in  mind  their  mental  equip- 
ment and  qualifications,  and  fit  them  into  the 
mosaic  of  the  medical  pattern  of  our  defense 
forces.  I do  not  advocate  that  these  men, 
with  their  inherent  nostalgic  tendencies,  ever 
be  assigned  to  key  positions  in  our  defense 
mechanism.  But  some  place  where  they  may 
serve  must  be  found  for  them.  This  should 
be  done  so  that  when  this  emergency  shall 
have  passed — as  all  mundane  things  do — 
they  and  the  rest  of  us  will  again  start  upon 
our  civilian  medical  practice  with  an  equal 
chance  and  an  equal  opportunity — the  Ameri- 
can unhandicapped  because  his  government 
called  him  to  Federal  service,  and  the  foreigner 
not  given  an  advantage  because  he  is  pre- 
vented from  serving  and  forced  to  stay  at 
home.  If  left  at  home,  he  meets  his  returning 
American  colleague  from  the  advantage  point 
of  security,  while  the  American  must  begin 
all  over  again  to  pick  up  the  threads  and 
develop  his  security  from  scratch — the  for- 
eigner meanwhile  already  far  along  the  track 
toward  the  commonly  sought  goal.  I ad- 
vocate putting  the  refugee-physician  into  the 
mechanism  of  our  medical  defense  program 
not  only  because  he  should  in  this  way  repay 
the  free  gift  of  American  hospitality  but  also 
because  I do  not  want  to  see  the  American 
doctor  handicapped — because  while  he  serves, 
his  foreign  colleague  profits,  since  the  high 
privilege  of  service  is  denied  to  him. 

The  leadership  of  organized  medicine  in 
all  these  efforts  has  been  carefully  selected. 
Confident  in  this  leadership,  each  individual 
member  of  the  medical  profession  has  his 
individual  task.  The  medical  professional 
man  now  realizes  that  it  is  not  what  he 
personally  may  want  to  do  that  counts  but 
it  is  the  carrying  out  of  the  tasks  set  for  him 
by  those  he  has  elected  to  be  his  officers. 
Thus,  I summarize  the  patriotic  contribution 
that  each  of  us  will  be  called  upon  to  make. 
In  its  essence  this  will  necessitate  sacrifices 
on  our  part. 

There  are  four  recent  historic  happenings 
that  are  so  significant  that  I believe  they 
signalized  a definite  epoch  in  American  his- 
tory. First,  the  re-election  of  a president  for 
a third  term;  second,  the  passage  of  the  Na- 
tional Guard  Law,  which  took  the  National 
Guard  beyond  the  borders  of  the  state  for 
field  service  for  a year  or  more  during  a time 
of  peace.  As  part  of  this  particular  piece 


of  legislation,  medical  reserve  officers  lost  the 
privilege  they  heretofore  have  had  of  refusing 
to  accept  assignments  to  full  military  duty 
in  peacetime.  Third,  the  passage  of  the 
Selective  Service  Law  during  peacetime, 
making  certain  that  our  man  power  undergoes 
compulsory  military  training.  Fourth,  the 
appointment  of  a civilian  coordinator  to 
integrate  all  manner  and  means  of  our  citizenry 
in  an  organized  coordinated  defense  unit, 
something  that  we  have  never  before  had  in 
this  country  in  times  of  peace  or  war. 

Surely,  the  enactment  of  this  legislation 
should  make  us  aware,  if  we  needed  any 
reminders,  that  we  are  passing  through  his- 
toric changes,  even  though  no  gun  has  been 
fired  in  combat  by  any  American  unit.  All 
this  I had  written  before  the  presidential 
proclamation  of  May  27.  Now  it  is  official. 
We  are  in  a full  emergency  status. 

Emanating  from  this  legislation,  changes 
are  impending  in  which  we,  the  doctors,  are 
inherently  interested.  Selective  Service  in 
the  New  York  City  area  alone  has  examined 
through  the  eleventh  quota  call  of  the  Army 
(up  to  May  9,  1941)  87,085  registrants.  Of 
these,  22,445  are  classified  for  limited  military 
service.  The  figures  will  probably  be  dupli- 
cated from  the  Albany  headquarters  in  its 
section  of  the  Selective  Service  medical  ex- 
aminations. The  Federal  government  has 
already  set  up  a National  Commission  on 
Rehabilitation  under  the  chairmanship  of  a 
New  Yorker,  Dr.  George  Baehr.  Plans  are 
being  discussed  as  to  how  this  remedial 
therapy  should  be  devised.  There  were 
efforts  made  by  the  Federal  administration  to 
enlist  the  aid  of  ancillary  medical  services — 
the  Red  Cross,  the  welfare  agencies.  The 
use  of  educational  propaganda  by  the  press 
and  radio  was  enlisted  and  the  good  offices 
of  the  American  Legion  asked. 

All  these  agencies,  cooperating  whole- 
heartedly to  induce  those  classified  in  the  1-B 
category  voluntarily  to  seek  remedial  therapy, 
were  put  into  force  in  one  area  in  New  York 
City.  Not  much  progress  seems  to  have 
been  made.  Recently,  the  Long  Range 
Planning  Commission  for  a Health  Program, 
under  the  leadership  of  Mr.  Mailler,  took 
cognizance  of  the  problem,  and  this  com- 
mission has  appointed  a subcommittee  to 
study  and  report  upon  the  problem.  I have 
confidence  in  this  commission.  At  some  sub- 
sequent time  and  upon  another  occasion,  I 
shall  tell  the  profession  how  this  commission 
is  earnestly  functioning.  Here,  I desire  to 
pay  a deserved  compliment  to  Dr.  Kaiser, 
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a member  of  that  commission  from  the 
Monroe  County  Medical  Society. 

But,  to  come  back  to  the  question  I am 
now  discussing — the  rehabilitation  of  these 
many  men.  Sensing  that  voluntary  sub- 
mission to  remedial  therapy  would  not  be  a 
success  because  these  men  had  adequate 
medical  service  at  their  doorstep  during  all 
their  years  of  affliction  when  they  were  in 
civilian  occupations,  I felt  that  they  would 
not  seek  medical  aid  voluntarily  now,  with 
the  motive  of  seeking  it  to  be  put  into  full 
army  service.  Here  again  was  demonstrated 
the  truism  that  organized  medicine  has  so 
often  enunciated — namely,  that  for  a certain 
percentage  of  the  population,  even  though 
the  tender  of  medical  service  were  brought 
actually  into  their  laps,  these  people  would 
not  avail  themselves  of  it  of  their  own  free 
will,  and  the  reformers’  incessant  cry  for  more 
and  more  medical  services  to  the  whole  com- 
munity would  actually  not  better  to  any 
great  degree  the  health  record  of  our  com- 
munity. In  March  of  this  year,  commenting 
upon  this  topic  in  one  of  my  periodic  bulletins 
(S.  S.  Medical  Bulletin  No.  3,  Headquarters, 
New  York  City  Administration)  I wrote: 
“. . . .Educational  campaigns  are  not  enough 
to  make  the  obvious  remedy  to  solve  the 
problem  practical.  The  concept  that  every 
citizen  has  an  obligation  to  perform  his 

military  duty  should  be  strengthened 

A law  which  makes  it  compulsory  for  the 
citizen  to  perform  a year’s  duty  in  the  armed 
forces  of  the  country  should  be  broadened  to 
prevent  remedial  physical  defects  from  de- 
terring men  from  carrying  out  this  obligation 
of  citizenship.” 

I suggested  a provisional  induction  into  the 
Army  and  the  immediate  transfer  of  these 
men  to  military  hospitals  for  curative  therapy. 
After  a period  of  convalescence  during  which 
medically  supervised  body  building  and 
strengthening  would  be  undertaken,  there 
then  should  follow  full  induction  into  Army 
service  in  the  usual  way. 

This  remedial  therapy  should  be  so  arranged 
that  each  registrant  would  be  given  the 
right  to  elect  the  choice  of  having  this  remedial 
therapy  done  by  his  own  private  physician 
in  the  usual  manner  of  private  practice.  If 
he  failed  to  elect  to  have  it  done  by  his  own 
physician,  then  the  Army  surgeons  would 
perform  the  required  medical  service.  The 
majority  of  these  men  are  not  the  patients  of 
privately  practicing  physicians.  Thus,  no 
actual  infringement  of  private  practice  would 
result.  I should  have  the  compulsion  apply 


only  to  the  taking  of  steps  to  procure  the 
necessary  measures  of  therapy  to  effect  a 
cure.  The  manner  of  its  performance  and  by 
whom  it  would  be  done  I should  like  to  see 
made  elective,  thus  maintaining  for  the 
registrant  the  principle  of  free  choice  of  his 
physician  even  in  this  category  of  medical 
service. 

The  problem  is  still  undetermined  by  the 
national  authorities.  On  May  28  I noted  a 
press  release  from  General  Hershey  in  which 
he  intimated  that  the  army  would  undertake 
remedial  therapy  for  the  men  classified  in 
Class  1-B. 

To  us  in  the  organized  profession,  this 
decision  should  be  satisfactory,  for  when  and 
if  the  present  emergency  is  passed  and  the 
army  is  demobilized,  the  military  hospital 
will  also  be  demobilized,  and  its  staff  of  re- 
serve officers,  now  manning  it  for  the  duration 
of  the  emergency,  will  have  to  be  returned 
to  civilian  life.  I much  prefer  to  see  this 
agency  undertake  the  task  rather  than  almost 
any  other  in  the  Federal  medical  setup. 
Every  one  of  the  others  are  permanent  fea- 
tures of  our  Federal  medical  setup,  and  all 
of  these  have  an  inherent  tendency  to  build 
themselves  into  larger  and  more  permanent 
units.  I should  severely  deprecate  any 
incentive,  under  the  guise  of  our  defense 
program,  feeding  nutriment  to  Federal  or 
state  agencies,  other  than  those  connected 
with  our  temporarily  expanded  armed  forces, 
to  give  them  permanent  stability  which  would 
carry  them  over  into  our  civilian  medical 
practice,  in  the  eventually  ensuing  era  of 
peace,  to  become  fixed  in  our  medical  scheme 
of  things  and  aid  in  destroying  medicine  as 
we  know  it. 

This  brings  up  the  question  of  adopted 
policy  in  our  State  Society.  It  is  easy  to  be 
swept  along  with  the  momentarily  popular 
swing  of  the  tide.  America  is  making  a 
serious  and  strong  effort  to  bring  about  a 
defense  mechanism  that  will  protect  and 
preserve  the  American  way  of  life.  We 
should  fight,  as  our  forefathers  fought,  to 
keep  all  our  liberties  without  any  infringement 
or  curtailment  whatsoever. 

Obviously,  under  the  stress  of  wartime 
exigencies,  certain  patterns  of  our  activities 
must  perforce  change  so  as  to  meet  the 
realistic  situation  with  which  our  people  are 
confronted.  But  in  planning  and  executing 
these  manners  of  procedure  to  meet  an  in- 
stant need,  let  us  so  plan  that  we  do  not  under- 
mine the  very  democracy  and  the  way  of 
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life  we  are  striving  to  preserve.  Let  us  build 
no  Frankensteins! 

It  is  essential  for  us  to  remember  that  in 
meeting  the  requirements  produced  by  the 
present  emergency  the  way  be  left  wide  open 
so  that  when  the  emergency  is  passed  we  can 
easily  return  to  our  normal  methods  and 
manner  of  living.  This  is  essentially  de- 
sirable for  those  of  us  who  are  doctors.  Our 
way  of  life  has  produced  a health  record  among 
the  people  we  serve  second  to  none — any- 
where in  the  world.  There  may  be  debatable 
ground  on  the  distribution  of  medical  care, 
but  the  health  record,  as  it  is  scanned  over 
the  years,  is  not  only  a source  of  pride  in 
accomplishment  but  is  a level  of  achievement 
which  it  should  be  ours  to  preserve  and,  if 
possible,  make  even  better.  Therefore,  we, 
as  physicians,  must  take  the  yardstick  of 
quality  of  medical  care , measure  each  and 
every  possible  proposition  advanced  in  the 
name  of  the  National  Defense  Program,  and 
see  to  it  that,  however  much  necessity  exists 
because  of  instant  situations,  this  shall  not 
break  down  the  employment  of  our  “constant 
yardstick.”  It  should  be  ours  to  so  plan 
measures  integrating  community  medical 
care  in  the  Defense  Program  that  they  shall 
carry  within  themselves  their  discontinuance 
or  dissolution  when  the  present  emergency  is 
passed  and  has  become  history. 

The  role  of  the  physician  in  the  present 
emergency  can  be  summed  up  by  saying  that 
he  is  the  teacher  of  habits  conducive  to  good 
health  in  the  young;  he  is  the  means  of  caring 
for  the  incidental,  casual  illnesses  that  happen 


during  the  period  of  growth;  he  is  the  help 
and  resource  of  the  injured  in  industry;  and 
he  protects  the  community  health  through 
sanitation  and  hygiene. 

At  present,  a large  number  of  our  medical 
men  are  serving  in  the  Selective  Service  Ad- 
ministration, selecting  the  healthy,  vigorous 
types  of  our  young  men  for  induction  into  the 
armed  forces  of  the  country.  But  the 
doctors  from  among  us,  actually  go  with  them 
into  the  camp,  and  on  the  ships  of  war,  into 
the  garrison,  and  into  the  field.  Also  when 
battles  are  fought,  they  go  with  the  soldier 
into  the  front  fines.  In  all  these  stations, 
they  are  present  where  they  may  be  of  service 
and  where  their  medical  knowledge  can  be  of 
use. 

A sick  man  is  a liability  in  civilian  life. 
To  make  the  output  of  industry  reach  the 
peak  of  its  possibilities,  workmen,  too,  must 
be  kept  healthy.  In  the  armed  forces  a sick 
soldier  is  worse  than  no  soldier  because  it 
takes  two  other  soldiers  to  look  after  him. 

There  is  no  angle  in  the  community  life 
or  in  the  military  fife  of  the  nation  where  the 
doctor  has  not  his  proper  and  his  fitting  place. 
It  is  the  particular  job  of  organized  medicine 
to  furnish  the  doctor  for  this  important  role 
in  the  national  defense. 

The  role  of  the  doctor  in  the  defense  pro- 
gram may  be  said  to  reach  into  every  home 
in  the  land,  into  every  industry  working  for 
the  defense  program,  into  every  school  and 
college  of  the  land,  into  every  ship,  warplane, 
regiment,  or  detachment  and  into  every  post 
of  the  far-flung  military  bases  of  our  country. 


OFF  HIS  HEAD  AGAIN 
An  inmate  at  an  asylum  after  fifteen  years  of 
confinement  was  being  released.  On  the  day  of 
the  release,  his  brother  had  come  to  the  institu- 
tion to  call  for  him.  However,  the  inmate  was 
at  the  mirror  and  shaving.  When  the  intern  in- 
formed him  that  his  brother  was  downstairs 
waiting  to  take  him  away,  the  inmate  replied 
that  he  had  to  finish  shaving  and  for  his  brother 
to  wait. . . . Ten  minutes  later  the  superintendent 
came  and  asked  the  inmate  to  leave;  that  his 
brother  had  a taxi  downstairs  and  the  meter  was 
mounting  the  cost.  . . . The  inmate  replied  that 
after  fifteen  years  of  waiting  to  leave  the  place 
his  brother  could  wait  a few  more  minutes.  . . . 
He  went  back  to  his  shaving  and  within  twenty 
minutes  his  brother  finally  came  after  him  and 
the  inmate  said  to  wait  another  minute  or  two. 
. . . Before  turning  back  to  the  mirror,  the  look- 
ing-glass fell  to  the  floor.  . . . With  his  razor 
raised,  the  inmate  stared  at  the  blank  wall!  . . . 
“Imagine,  after  15  years  of  shaving,  on  this  day 
I have  to  go  and  cut  my  head  off!”  he  remarked! 

— Radio  Daily 


DR.  BANTING’S  PAINTINGS 

Three  paintings  by  Sir  Frederick  Grant  Bant- 
ing, codiscoverer  of  insulin  who  was  killed  in  the 
crash  of  a military  plane  in  February,  were  among 
the  outstanding  works  shown  at  the  annual  exhibi- 
tion of  the  New  York  Physicians  Art  Club  for 
the  benefit  of  the  British  War  Relief  Society. 

The  fact  that  Sir  Frederick  was  held  in  high 
esteem  as  painter  of  the  Canadian  scene  came  as 
a surprise  to  many  of  his  medical  colleagues  in 
the  United  States  who  have  long  regarded  him  as 
one  of  the  foremost  figures  in  the  profession. 
The  titles  of  the  pictures  are  “North  Shore  of  the 
St.  Lawrence  (Quebec),  oil;  “Craig  Harbour” 
(Ellesmere  Island),  sketch;  and  “Mary  Lake” 
(Canadian  Rockies),  sketch. 

The  New  York  Herald  Tribune  commented: 
“The  paintings  are  of  scenes  in  Canada  and  pro- 
vide a tangible  reason  why  Sir  Frederick  was 
known  as  an  excellent  amateur  artist  as  well  as  a 
research  scientist.  They  are  not  the  conven- 
tional works  of  an  untrained  artist,  but  on  the 
other  hand,  they  show  no  mad  desire  to  create  a 
new  form  of  art.  They  are  just  different.” 
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Albany  County 

Dr.  Frederick  A.  D.  Alexander,  director  of 
anesthesia  and  gas  therapy  at  Albany  Hospital, 
spoke  on  “Shock”  at  Albany  College  of  Pharmacy 
on  June  25  for  the  county  society.  Dr.  Arthur 
M.  Dickinson  led  the  discussion. 

Twenty-nine  graduates  of  Albany  Medical 
College  received  their  degree  of  Doctor  of  Medi- 
cine at  the  one  hundred  forty-sixth  annual  com- 
mencement of  Union  University  on  June  9 in 
Schenectady,  and  immediately  fifteen  of  the 
new  doctors  were  presented  with  commissions  in 
the  U.  S.  Army. 

Dr.  Arthur  J.  Bedell  received  the  Honorary 
Degree  of  Doctor  of  Science  from  Hobart  College, 
Geneva,  New  York,  at  their  commencement  on 
May  26  and  from  the  University  of  Colorado, 
Boulder,  Colorado,  on  June  9. 

Chautauqua  County 

If  there  are  any  physicians  in  the  county  who 
might  be  viewed  as  receptive  candidates  for 
coroner,  they  failed  to  announce  themselves  at 
the  meeting  of  the  county  society,  held  on  June  19 
at  Shorewood  Country  Club,  says  a dispatch  to 
the  Buffalo  Courier  Express.  The  subject  was 
discussed  at  the  meeting,  but  nothing  came  of  it. 

“Plenty  of  disagreeable  work  and  little  money 
go  with  the  job,”  one  physician  remarked  after 
the  meeting. 

It  was  pointed  out  that  Dr.  Luke  H.  Boyd,  of 
Bemus  Point,  elected  coroner  two  years  ago,  evi- 
dently had  enough,  as  he  is  not  to  be  a candidate 
for  re-election.  Dr.  George  E.  Blood,  of  Fre- 
donia,  now  in  his  twenty-first  year  as  coroner,  is 
quoted  as  saying  nothing  could  induce  him  to 
take  another  term. 

With  two  impending  vacancies,  there  has  been 
talk  of  naming  physicians  for  the  two  Republican 
nominations,  equivalent  to  election,  but  the  big 
problem  appears  to  be  to  induce  them  to  run. 

The  meeting  of  the  county  society  followed  a 
1 o’clock  dinner,  with  forty-three  in  attendance 
and  the  president,  Dr.  E.  J.  Kelly,  Jr.,  of  James- 
town, presiding.  The  main  talk  was  given  by 
Dr.  A.  J.  Beams,  of  Cleveland.  He  spoke  on 
some  new  methods  of  diagnosis  and  treatment  of 
intestinal  diseases. 

Chemung  County 

The  county  society  heard  two  addresses  at  a 
dinner  meeting  at  the  Elmira  Country  Club  on 
June  12. 

Dr.  L.  Wing,  associate  professor  of  obstetrics, 
Cornell  Medical  College,  spoke  on  “Recent  De- 
velopments in  Obstetrics.”  Dr.  J.  King,  neuro- 
surgeon of  New  York  and  Bellevue  hospitals, 
spoke  on  “Head  Injuries.” 

Essex  County 

The  semi-annual  meeting  of  the  county  society 
met  at  the  Deer’s  Head  at  Elizabethtown  on 
June  3.  Dr.  Rudolph  Ruedemann,  derma- 
tologist at  the  Albany  Hospital,  was  the  speaker. 


Herkimer  County 

Dr.  V.  M.  Parkinson,  superintendent  of  Pine 
Crest  Sanatorium,  told  of  recent  improvements 
in  the  treatment  of  tuberculosis  when  he  ad- 
dressed the  county  society  at  the  Sanatorium  at 
Salisbury  on  June  17. 

Dr.  Parkinson  said  that  a renewal  of  use  of 
pneumothorax  with  a new  instrument  that  lo- 
cates the  seat  of  the  disease  has  proved  much 
more  beneficial.  Years  ago  when  the  pneumo- 
thorax was  first  used  the  desired  results  were  not 
obtained,  but  this  situation  has  been  reversed. 

The  doctor  showed  x-rays  of  some  patients 
who  had  several  ribs  removed  to  collapse  then- 
lungs  and  of  other  older  methods  of  treatment. 

The  next  meeting  will  be  in  October. 

Montgomery  County 

Supreme  Court  Justice  Christopher  J.  Heffer- 
nan  gave  a highly  informative  talk  at  the  semi- 
annual meeting  and  dinner  of  the  county  society 
held  at  Canajoharie  on  June  11.  His  topic 
covered  several  fields  of  medical  jurisprudence 
and  stressed  that  the  legal  and  medical  profes- 
sions have  a duty  to  each  other  and  to  the  pub- 
lic— the  duty  of  bringing  the  best  thought  of 
both  to  bear  on  the  problem  of  revising  the  sys- 
tem of  penology  to  the  end  of  creating  an  ac- 
cepted definition  of  insanity  and  a clear  under- 
standing of  the  difference  in  the  degrees  of  homi- 
cide. 

The  professions  of  law  and  medicine,  while 
they  have  become  divided  in  the  course  of  time, 
were  not  far  apart  in  the  beginning,  when  the 
soothsayer  who  read  the  entrails  of  slaughtered 
animals  made  laws  for  men  to  follow,  both  for  his 
personal  good  and  the  good  of  society.  Now,  the 
judge  by  his  words  may  bring  pain  to  those  who 
are  brought  before  him,  while  it  is  the  physician 
who  comes  to  the  homes  where  disease  and  death 
have  entered  and  by  his  skill  and  courage  brings 
hope  out  of  despair  and  life  from  the  destroyer. 

We  have  a wrong  penal  system  and  must  look 
to  the  doctors  for  help.  There  will  probably  be 
no  immediate  change,  but  100  years  from  now 
men  will  look  back  upon  the  present  system  with 
the  same  revulsion  as  we  now  look  upon  the 
penal  system  of  100  years  ago,  when  160  crimes 
were  punishable  by  the  death  penalty.  Punish- 
ment is  necessary  not  only  to  deter  the  criminal 
who  has  erred  but  also  to  deter  the  one  who  has 
never  done  wrong  but  who,  without  the  fear  of 
punishment,  might  be  inclined  to  do  so. 

The  system  of  punishment  is  irrational  in  that 
first  offenders  are  confined  with  morons  and 
recidivists.  Students  of  mind  and  body  realize 
that  there  is  much  waste  and  futility  in  it  all, 
and  we  look  to  the  medical  profession  to  revital- 
ize the  tissues  of  the  law.  The  life  history  of  a 
man  condemned  to  the  chair  marks  a course  from 
reform  schools  and  state  prisons  to,  finally,  the 
death  penalty.  Such  a man  seems  to  have  been 
doomed  from  the  beginning. 

Definitions  of  homicide  and  first  and  second 
degrees  of  murder  are  none  too  clear.  First- 
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degree  murder  is  defined  as  a deliberate  design 
and  intent  by  one  person  to  bring  death  to 
another,  while  second-degree  murder  is  defined  as 
killing  with  intent  but  no  deliberation.  The 
difficulties  of  the  law  arise  in  determining  what  is 
meant  by  deliberation  and  premeditation,  since 
the  human  mind  and  brain  are  so  made  that  it  is 
not  necessary  to  show  the  law  that  weeks,  days, 
or  even  minutes  have  elapsed  during  which  the 
deed  was  planned  or  premeditated.  It  is  all  too 
vague.  There  can  be  no  intent  unless  there  has 
been  a choice,  and  there  is  no  choice  unless  there 
has  been  an  emotion  so  great  as  to  sweep  the 
mind  from  its  moorings.  Too  many  times 
jurors  are  confused  by  cunning  words  that  only 
cloud  the  difference  between  first-  and  second- 
degree  murder,  and  scores  have  gone  to  their 
death  because  of  this  confusion. 

Mental  irresponsibility  or  insanity  was  not 
accepted  as  a defense  at  one  time.  There  came 
into  the  vocabulary  of  law  what  was  termed  as 
the  “wild  beast  defense” — a state  of  mind  during 
which  a man  lost  all  sense  of  right  and  wrong 
and  for  a moment  became  like  a beast.  Then 
came  the  issues  of  whether  a criminal  knew  the 
specific  act  he  committed  was  wrong,  whether 
he  knew  right  from  wrong  as  an  abstract  propo- 
sition, or  whether  the  conditions  which  caused 
the  act  were  such  as  to  justify  it.  There  is  a 
twilight  zone  between  sanity  and  insanity.  It  is 
all  vague.  The  medical  profession  must  com- 
bine with  the  legal  to  frame  a definition. 

At  the  close  of  the  meeting,  upon  motion  of 
Dr.  E.  C.  La  Porte  which  was  carried  unani- 
mously, Dr.  Henry  C.  Young,  Hagaman,  New 
York,  who  has  been  a faithful  member  of  the 
county  society  for  fifty-three  years,  was  elected 
to  honorary  membership. — Reported  by  Roger 
Conant,  M.D. , Secretary. 

Nassau  County 

The  following  committee  chairmen  have  been 
appointed  for  1941-1942:  entertainment,  Dr. 
Walter  C.  Freese,  Baldwin;  legislation,  Dr. 
Eugene  H.  Coon,  Hempstead;  maternal  welfare, 
Dr.  G.  Borden  Granger,  Rockville  Centre; 
medical  economics,  Dr.  Stuart  T.  Porter,  Floral 
Park;  professional  advisory,  Dr.  Everett  N. 
Whitcomb,  Port  Washington;  public  health, 
Dr.  John  M.  Galbraith,  Glen  Cove;  public 
relations,  Dr.  Wilfred  M.  Post,  Williston  Park; 
and  scientific  sessions  and  postgraduate  educa- 
tion, Dr.  Dwight  T.  Bonham,  Hempstead. 

New  York  County 

“In  its  brief  period  of  existence  the  Committee 
on  Medical  Preparedness  of  the  Medical  Society 
of  the  County  of  New  York  has  rendered  sig- 
nificant service  to  the  defense  program,”  says  the 
New  York  Medical  Week.  “Organized  less  than 
a year  ago,  it  has  compiled  an  enormous  amount 
of  essential  information  about  the  physicians  and 
hospitals  of  this  district.  It  has  kept  seventy 
local  Draft  Boards  and  eight  Medical  Advisory 
Boards  supplied  with  competent  professional 
personnel  and  has  procured  qualified  speciahsts 
to  serve  on  Army  Induction  Boards  in  the 
metropolitan  area. 

“In  a sense  every  loyal  physician  is  a member 
of  the  Committee  on  Medical  Preparedness,  for, 
in  the  latter’s  own  words,  ‘the  cooperation  of  the 
profession.  ...  is  the  fundamental  basis  for  the 


effective  operation  of  the  national  plan.’  So  far 
this  cooperation  has  been  forthcoming  in  good 
measure — most  of  the  7,000  questionnaires  sent 
out  by  the  Committee  have  been  returned  com- 
pleted. Physicians  who  have  not  yet  filled  out 
their  blanks  are  urged  to  do  so  without  further 
delay. 

“The  Committee  has  made  good  use  of  the  in- 
formation received  so  far.  Besides  supplying 
necessary  medical  assistance  to  the  Selective 
Service  System,  it  has  listed  all  physicians  ac- 
cording to  age  groups  and  availability  for  various 
types  of  duty.  It  has  classified  some  800  or  more 
surgeons  according  to  experience  and  ability  and 
is  now  about  to  make  similar  classifications  of 
otolaryngologists,  industrial  physicians,  and 
other  speciahsts.  In  spite  of  the  enormous 
amount  of  detail  involved  in  these  tasks,  it  has 
found  time  to  study  general  aspects  of  the  Draft 
affecting  the  medical  profession  and  to  keep  the 
latter  informed  of  policies  and  practices  in  which 
its  interests  are  involved. 

“This  is  an  unusual  record  of  accomplishment, 
challenging  the  highest  standards  of  patriotic 
action.  The  Medical  Society  of  the  County  of 
New  York  is  deservedly  proud  of  the  Committee 
on  Medical  Preparedness  and  its  contribution  to 
the  national  defense.” 

Dr.  Alfred  M.  Heilman,  president  of  the  county 
society,  has  sent  the  following  letter  to  Mayor 
LaGuardia,  director  of  the  Office  of  Civilian 
Defense : 

“Honored  Sir: 

“At  a Special  Meeting  of  the  Comitia  Minora 
of  the  Medical  Society  of  the  County  of  New 
York,  held  on  May  22,  1941,  it  was  voted  to  offer 
to  you,  as  United  States  Director  of  Civilian 
Defense,  the  full  cooperation  of  the  Medical 
Society  of  the  County  of  New  York  in  any  way 
you  may  care  to  use  the  facilities  and  member- 
ship of  our  organization  in  the  furtherance  of 
your  plans  for  National  Defense. 

“We  would  all  like  to  be  of  service  to  you  and 
our  country  in  this  emergency,  in  any  way 
desired.” 

The  New  York  Roentgen  Society  has  elected 
the  following  physicians  as  officers  for  1941-1942 : 
president,  Dr.  Douglas  Quick;  vice-president, 
Dr.  Eric  J.  Ryan;  secretary,  Dr.  Paul  C.  Swen- 
son; treasurer,  Dr.  Maurice  Pomeranz;  member 
of  the  executive  committee,  Dr.  Henry  K. 
Taylor,  retiring  president. 

Dr.  C.  Ward  Crampton  has  received  the 
Award  of  the  Silver  Buffalo  for  “distinguished 
service  to  boyhood”  by  the  Boy  Scouts  of 
America.  The  award  is  made  on  the  basis  of 
noteworthy  service  of  a national  or  international 
character,  outside  of  fine  of  regular  duty,  to  boy- 
hood, either  directly  to  or  independent  of  the 
Boy  Scouts  of  America. 

Dr.  Crampton  was  for  twelve  years  director  of 
physical  education  and  hygiene,  Department  of 
Education  in  the  Schools  of  New  York  City. 
He  was  founder  and  president  of  the  Aristogenic 
Association.  For  over  seven  years  he  has  written 
a page  on  “Physical  Fitness”  in  Boys’  Life 
magazine.  Dr.  Crampton  organized  and  was 
first  chairman  of  the  Greater  New  York  Boy 
Scout  Committee,  which  became  the  Greater 
New  York  Boy  Scout  Foundation. 
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Onondaga  County 

Dr.  J.  G.  Fred  Hiss,  professor  of  clinical  medi- 
cine at  the  College  of  Medicine,  Syracuse  Uni- 
versity, has  been  placed  in  charge  of  the  National 
Youth  Administration  Medical  Program  in  up- 
state New  York,  according  to  announcement  in 
Albany. 

He  is  chairman  of  a subcommittee  of  the 
Council  Committee  on  Public  Health  and  Medi- 
cal Education  of  the  State  Society,  especially  as- 
signed to  working  with  youth  groups.  His  work 
to  date  on  this  committee  has  been  mostly  with 
4-H  groups. 

Ontario  County 

Dr.  C.  Harvey  Jewett  entertained  the  Canan- 
daigua Medical  Society  at  his  cottage  on  the  West 
Lake  Shore  on  June  12.  Dr.  Charles  J.  Bobeck 
read  a paper  on  “Cardiac  Arrhythmias.” 

Orange  County 

Dr.  John  W.  McKee ver  was  appointed  chair- 
man of  a committee  to  draw  up  a new  constitu- 
tion and  bylaws  for  Newburgh  Bay  Medical 
Society  at  its  annual  dinner  and  organization 
meeting  in  the  Palatine  Hotel  at  Newburgh  on 
June  10. 

A sound  picture  in  natural  color  on  hunting 
and  fishing  in  the  Catskills  and  Hudson  County, 
through  the  courtesy  of  M.  D.  Cadman,  pharma- 
cist and  sportsman,  featured  the  meeting. 

Putnam  County 

At  the  annual  meeting  of  the  county  society  on 
June  4,  at  the  Gipsy  Trail  Club,  Dr.  John  T. 
Jenkin,  of  Lake  Mahopac,  was  elected  president 
for  the  next  year.  Dr.  Alexander  Vanderburgh, 
of  Brewster,  was  chosen  vice-president  and 
treasurer,  and  Dr.  George  H.  Steacy,  of  Lake 
Mahopac,  became  secretary.  Censors  are  Drs. 
Robert  S.  Cleaver,  of  Brewster;  Ralph  M.  Hall, 
of  Cold  Spring;  and  William  P.  Kelly,  of  Carmel. 
Dr.  Henry  W.  Miller,  of  Brewster,  was  re-elected 
state  society  delegate. 

The  meeting  was  the  occasion  of  a joint  scien- 
tific session  and  dinner  with  the  Putnam  County 
Nurses’  Association.  Thirty-five  members  of  the 
association  were  present  and  were  welcomed  by 
Dr.  Cleaver,  retiring  president.  Responses  were 
made  by  Mrs.  Mildred  Knapp,  president,  and 
Miss  Hetta  Alexander,  secretary,  of  the  Nurses’ 
Association,  and  by  Mrs.  Marie  Hart,  district 
state  supervising  nurse. 

Speakers  at  the  scientific  session  were  Dr. 
Camille  Kereszturi,  assistant  pediatrician  at 
Vanderbilt  Clinic,  whose  subject  was  “Progress 
in  Pediatrics,”  and  Dr.  Eugene  Bard,  of  Colum- 
bia, who  spoke  on  “Progress  in  Dentistry.” 
Among  those  taking  part  in  the  discussion  was 
Dr.  Langmuir  of  the  Westchester  County  De- 
partment of  Health. 

Dr.  Donald  W.  Richie,  of  Croton  Falls,  ap- 
pealed for  volunteers  as  blood  donors  in  connec- 
tion with  the  National  Defense  Program. 

An  immediate  and  specific  result  of  this  first 
gathering  of  county  doctors  and  nurses  is  the 
establishment  at  the  Mahopac  Emergency 
Hospital  of  a nurses’  registry,  where  a list  of 
graduate  and  practical  nurses  available  for  duty 
and  on  public  call  will  be  kept  for  the  immediate 
convenience  of  physicians  and  the  public. 


Richmond  County 

The  annual  dinner  of  the  county  society  was 
held  on  Wednesday,  May  7,  at  the  Meurot  Club, 
St.  George,  Staten  Island.  A large  number  of 
members  attended  the  affair.  The  guest  of 
honor  was  Dr.  Nathan  B.  Van  Etten,  president 
of  the  American  Medical  Association.  Dr.  J.  J. 
Goller  and  Dr.  0.  M.  Race  were  in  charge  of  the 
arrangements  for  this  dinner. 

Saratoga  County 

The  county  society  held  its  June  meeting  at  the 
research  building  at  the  Saratoga  Spa  on  June  19. 

Dr.  Robert  Linton,  Boston,  spoke  on  “The 
Diagnosis  and  Treatment  of  Peripheral  Vascular 
Disease.”  Dr.  Linton  is  instructor  in  surgery  of 
Harvard  Medical  School  and  surgeon  on  the 
staff  of  the  Massachusetts  General  Hospital. 

Dr.  Frederick  G.  Eaton  was  elected  president 
of  the  Saratoga  Springs  Medical  Society  on  June 
12.  Dr.  Eaton  succeeds  Dr.  H.  Dunham  Hunt. 

The  election  followed  a dinner  at  Riley’s 
Lakehouse.  Dr.  Lyle  Sutton,  Albany,  discussed 
endocrinology. 

Other  officers  elected  to  serve  with  Dr.  Eaton 
were:  Dr.  Robert  E.  Rockwell,  vice-president, 
and  Dr.  John  A.  Esposito,  secretary  and  treas- 
urer. 

Steuben  County 

Members  of  the  county  society  dined  at  the 
Veterans  Administration  Facility  at  Bath  on 
June  12  and  held  their  meeting  at  the  Facility 
following  the  dinner.  Dr.  Joseph  Boch  of  the 
Facility  Hospital  medical  staff  discussed  the 
treatment  of  asthma,  and  a sound  and  color  film 
on  otoscopy  in  inflammations  was  shown. 

Westchester  County 

About  130  members  of  the  county  society,  their 
wives,  and  guests  attended  a dinner  dance  on 
June  14  at  Westchester  Country  Club.  The 
event  replaced  the  society’s  annual  dinner.  Dr. 
Reginald  A.  Higgons,  of  Port  Chester,  president 
of  the  society,  was  toastmaster. 

Dr.  Samuel  J.  Kopetzky,  president  of  the  State 
Society,  urged  physicians  to  be  on  the  alert  for 
new  proposals  that  may  be  put  forward  now  in 
the  defense  program.  He  warned  that  the 
American  way  of  life  may  be  endangered  by 
changes  sought  in  the  guise  of  “defense”  in  that 
way  of  life. 

Ano  her  speaker  was  Dr.  Benjamin  P.  Watson, 
direct,  r of  obstetrics  at  Sloane  Hospital  for 
Women,  New  York  City.  He  discarded  his 
topic,  “Medical  Controversies  of  Yesterday  and 
Today — A Contrast,”  and  confined  his  talk  to  a 
recitation  of  humorous  Scotch  stories. 

The  Yonkers  Academy  of  Medicine  held  its 
annual  meeting  at  the  Hudson  River  County 
Club  in  Yonkers  on  May  21.  Dr.  Barclay 
Parsons,  attending  surgeon  at  Presbyterian 
Hospital  in  New  York,  presented  a paper  on 
“Side  Issues  of  the  Thyroid  Problem.”  In  the 
executive  session,  Dr.  Virginio  Minervini  was 
elected  president  of  the  Academy,  succeeding 
Dr.  Wilbur  W.  Stearns.  Dr.  Romeo  Roberto 
was  elected  vice-president;  Dr.  Jacob  Kertzman, 
second  vice-president;  Dr.  Angelo  R.  Onorato, 

[Continued  on  page  1496] 
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7/o  food  (except  breast  milk)  is  more  highly  regarded 
than  Similac  for  feeding  the  very  young,  small  twins, 
prematures,  or  infants  who  have  suffered  a digestive  upset. 
Similac  is  satisfactory  in  these  special  cases  simply  because 
it  resembles  breast  milk  so  closely , and  normal  babies 
thrive  on  it  for  the  same  reason.  This  similarity  to  breast 
milk  is  definitely  desirable — from  birth  until  weaning . 


A powdered,  modified  milk  product  es- 
pecially prepared  for  infant  feeding, 
made  from  tuberculin  tested  cow’s  milk 
(casein  modified)  from  which  part  of 
the  butter  fat  is  removed  and  to  which 
has  been  added  lactose,  vegetable  oils 
and  cod  liver  oil  concentrate. 


SIMILAC } 


One  level  measure  of  the  Similac  pow- 
der added  to  two  ounces  of  water  makes 
2 fluid  ounces  of  Similac.  The  caloric 
value  of  the  mixture  is  approximately 
20  calories  per  fluid  ounce. 

SIMILAR  TO 
BREAST  MILK 


M&R  DIETETIC  LABORATORIES,  INC.  • COLUMBUS,  OHIO 

Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
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recording  secretary;  Dr.  Edward  J.  Maychick, 
corresponding  secretary;  and  Dr.  A.  A.  Morrone, 
treasurer.  New  councilors  elected  were  Drs. 
George  B.  Stanwix  and  Eugene  F.  Kelley. 

The  White  Plains  Medical  Society  held  a 
regular  meeting  on  May  13  at  the  Westchester 
Hills  Country  Club.  Approximately  thirty-five 
members  were  present.  The  Sports  Committee, 
under  the  chairmanship  of  Dr.  Arthur  S.  Strauss, 
reported  that  there  would  be  three  golf  matches 
held  in  June,  July,  and  September.  Major 
Edward  H.  Marsh,  of  White  Plains,  who  is  now 
attached  to  the  Surgeon’s  Office  at  the  Head- 
quarters of  the  Second  Corps  Area  on  Governors 
Island,  was  the  speaker  of  the  evening.  The 
subject  of  his  talk  was  “A  Doctor  Looks  at 
Mobilization.”  He  gave  an  interesting  picture 
of  the  new  soldier’s  routine  from  the  time  of  re- 
ceiving his  questionnaire  to  the  time  he  becomes 
a regular  Army  man.  Following  the  meeting, 
a collation  and  entertainment  were  enjoyed. 

The  New  Rochelle  Medical  Society  held  a 
regular  meeting  on  May  12  at  the  New  Rochelle 
Hospital.  Dr.  David  Sloane,  of  Larchmont, 
presented  a paper  on  “The  Role  of  the  General 
Practitioner  in  the  Treatment  of  the  Crippled 
Child.” 

Yates  County 

The  Lake  Keuka  Medical  and  Surgical  Associa- 
tion met  on  July  10  and  11  at  the  Keuka  Hotel 


on  Lake  Keuka.  Some  of  the  speakers  and  sub- 
jects were  as  follows: 

Dr.  Louis  Faugeres  Bishop,  Jr.,  Bellevue 
Hospital,  New  York  City:  “Senile  Heart, 
Observations,  Prognosis  and  Management.” 

Dr.  Lee  Adrian  Whitney,  Genesee  Hospital, 
Rochester:  “Modern  Management  of  Frac- 
tures.” 

Dr.  John  W.  Norcross,  Lahey  Clinic,  Boston: 
“Haem otology  from  a General  Practitioner’s 
Point  of  View.” 

Dr.  James  E.  King,  University  of  Buffalo: 
“Pruritus  Vulvae.” 

Dr.  Raymond  J.  Pieri,  Syracuse  University: 
“Direct  Supra-Vesical  Caesarian  Section”  (mo- 
tion pictures). 

Dr.  William  Johnson,  St.  Jerome’s  Hospital, 
Batavia:  “Reminiscences,  Serious  and  Other- 
wise— 1892  Model,”  with  comments  by  Dr.  A.  A. 
Aaron,  University  of  Buffalo,  on  “1912  Model.” 

Dr.  Donald  Guthrie,  Robert  Packer  Hospital, 
Sayre,  Pennsylvania:  “Pre-Operative  Care  of 
Toxic  Goitre  Patient.” 

The  summer  medical  meeting  of  the  Lake 
Keuka  group  draws  from  all  parts  of  New  York 
and  adjoining  states.  Leading  physicians  and 
surgeons  from  New  England,  Pennsylvania,  Ohio, 
and  the  midwest,  in  addition  to  representatives 
of  ranking  institutions  in  New  York  State,  attend 
each  year.  Dr.  Leon  M.  Kysor,  Hornell,  is 
president;  Dr.  Noble  Chambers,  Syracuse,  vice- 
president;  and  Dr.  Virgil  H.  F.  Boeck,  Dundee, 
secretary-treasurer. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Edgar  B.  Armstrong 

60 

P.  & S.  N.  Y. 

April  20 

Manhattan 

Hjalmar  V.  Barela}' 

81 

N.  Y.  Univ. 

June  23 

Corona 

Isabel  A.  Church 

80 

Buffalo 

June  17 

Yorktown  Heights 

Murray  L.  Kaplun 

46 

Hessian  Govt. 

June  24 

Manhattan 

George  S.  Lape 

63 

Albany 

March  11 

Binghamton 

Charles  V.  O’Brien 

56 

Syracuse 

June  18 

Brooklyn 

William  F.  Ward 

68 

Hahne.,  Phila. 

March  11 

Binghamton 

ACE’S  PART  IN  THE  GRAND  SLAMS 

“In  my  opinion  over  50  per  cent  of  the  crashes 
in  aviation  can  be  attributed  to  the  pilot,  and 
generally  poor  judgment  on  the  part  of  the  pilot 
will  cover  many  mishaps,”  Dr.  Frederick  Ceres, 
Captain,  Medical  Corps,  United  States  Navy, 
Pensacola,  Florida,  declares  in  an  article  on 
“Aviation  Medicine  in  the  United  States  Navy,” 
in  the  first  issue  of  the  new  bimonthly  publica- 
tion, War  Medicine. 

“It  is  my  belief  that  high  physical  and  mental 
fitness  will  produce  an  alert,  clear  mind  and  quick 
reactions,”  the  Captain  continues  by  way  of 
explanation  of  his  declaration  that  one  of  the 
most  important  functions  of  the  Aviation  Medi- 
cal Section  in  the  Medical  Department  of  the 
Navy  is  the  maintenance  at  a high  level  of  physi- 
cal fitness  of  naval  aviators. 

He  says  that  “the  primary  mission  of  the 
Aviation  Medical  Section  of  the  United  States 
Navy  is  to  keep  as  many  aviators  flying  in  as 
many  airplanes  as  are  available  as  many  days  as 
possible.  This  is  aviation  medicine.” 


THE  OTHER  HALF 

The  other  half  do  not  come  out! 

The  other  half  lets  George  do  it! 

The  other  half  has  the  same  problems,  are 
benefited  by  the  same  actions,  but,  like  the 
proverbial  vest,  let  the  pants  and  the  coat  do  all 
the  work  while  they  get  all  the  gravy. 

The  other  half  is  indeed  the  other  half.  Not 
a separate  part  of  the  medical  profession,  not 
someone  whose  actions  and  attitudes  do  not 
affect  the  others. 

Do  you  belong  to  the  other  half?  Are  you 
among  those  who  never  attend  meetings?  Never 
participate  in  society  activities?  Never  help 
in  solving  problems? 

If  you  are,  snap  out  of  it.  Do  yourself  and 
this  society  and  the  profession  to  which  you  are 
privileged  to  belong  some  good.  Attend  the 
meetings.  Hide  not  your  light  under  a bushel. 
You  have  good  ideas,  sound  plans,  and  a vital 
interest  in  what  happens.  Attend  meetings. — 
Exchange , quoted  in  Westchester  Medical 
Bulletin 
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AN  OPEN 
INSTITUTION 

• 

AUTHORITATIVE 

INFORMATION 

ON  POST-MEDICAL 
ASSISTANCE  IN 
ALCOHOLISM 
ON  REQUEST 


THE  CHAS.  B.  TOWNS  HOSPITAL 

41  SUCCESSFUL  YEARS 

TREATING  DRUG  AND 
ALCOHOL  CASES 

EXCLUSIVELY 

293  Central  Park  West,  New  York,  N.  Y. 


ROUTINE  IS  IMPORTANT 


There  is  hardly  anything  worth  mentioning  that  is 
not  enhanced  by  even  the  slightest  semblance  of  “rou- 
tine.” 

If  we  want  to  go  as  far  as  being  technical  about  the 
matter,  actually  there  are  few  things,  organizations  or  in- 
dividuals capable  of  existing  without  more  or  less  rou- 
tine. It  may  be  affected  or  forced  upon  us.  It  is  there, 
however,  call  it  system  or  details  or  whatever  you  choose. 

To  some  it  becomes  a drudgery.  To  others,  it  is  a 
foundation  upon  which  they  build. 

Look  about  you,  analyze  your  own  day,  and  you 
find  a specific  routine.  It  may  break  down,  time  and 
time  again,  but  you  go  back  to  it  as  often  as  it  may  be 
interrupted. 


It  is  not  at  all  strange,  therefore,  to  find  that  our  hos- 
pitals and  sanitariums  are  the  best  examples  of  the  value 
of  routine.  Check  the  activities  of  a hospital  or  sani- 
tarium. The  patient  is  admitted,  undergoes  a strict 
examination,  is  placed  under  observation  day  and  night, 
is  treated  and  nursed  methodically,  and  even  in  a period 
of  convalescence  is  encouraged  to  repeat  some  daily 
formula  until  fully  recovered. 

Routine  in  the  institution  is  evidence  of  sincerity  in 
providing  every  possible  aid  for  the  benefit  of  the  patient. 
The  amount  of  routine  work  covered  and  its  extent  of 
efficiency  should  be  at  least  one  yardstick  for  evaluating 
the  hospital  or  sanitarium  recommended  for  your 
patients. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 
HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.,  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


GREENMONTonHUDSON 

ESTABLISHED  1880  BY  DR.  PARSONS 

For  special  care  and  treatment  of  Nervous  and  Mental  Disorders. 
Convalescents,  and  selected  cases  of  Alcoholism.  Unusual  home- 
like atmosphere.  State  licensed.  Moderate  rates.  45  minutes 
from  New  York  City. 

EDMUND  J.  BARNES,  M.D.,  PHYSICIAN  IN  CHARGE 

OSSINING,  N.  Y.  — OSSINING  1989 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.Y.C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *TEL.  4-1143 


RIVERLAWN  SANITARIUM 

FOUNDED  1893 


A conveniently  situated  Sanitarium  offering  complete  facilities  for 
the  treatment  and  care  of  MENTAL  AND  NERVOUS  CASES 
and  ALCOHOLIC  AND  DRUG  ADDICTIONS.  We  extend  full 
cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


“AS  LONG  as  there  are  postmen,  life  will 
-L*-  have  zest.” — William  James.  Hence,  we 
are  printing  excerpts  from  a letter  reporting  the 
highlights  of  the  A.M.A.  Convention. 

Dear  Sara: 

Where  were  you  this  Convention?  I went  out 
on  the  sleeper  Saturday  and  arrived  at  the 
Carter  at  7:30  a.m.  Sunday.  Having  somehow 
slipped  under  the  dignitary  line  last  year  and 
been  invited  to  the  tea  Sunday  afternoon  and 
the  dinner  Monday  night,  I thought  it  followed 
that  I could  go  this  year.  But  I guess  those 
things  aren’t  “crashable.”  So,  I can’t  tell  you 
a thing  about  the  tea  that  was  held  at  the 
Women’s  City  Club  for  the  National  Board  of 
Directors  honoring  Mrs.  Holcombe. 

Monday  noon  I found  the  familiar  faces  of 
most  of  the  New  York  delegation  at  the  luncheon 
at  the  Petit  Cafe  in  the  Carter.  There  were 
fourteen  of  us:  Mrs.  George  B.  Adams,  president 
and  National  Board  member;  Mrs.  John  Bauer, 
national  recording  secretary;  Mrs.  G.  Carlton 
Potter,  national  director;  Mrs.  Carlton  Wertz, 
Erie;  Mrs.  G.  Scott  Towne,  Saratoga  Springs; 
Mrs.  Michael  Schultz,  Queens;  Mrs.  Wm.  J. 
Lavalle,  Queens;  Mrs.  Hirsch,  Kings;  Mrs. 
Otto  Pfaff,  Oneida;  Mrs.  Arthur  J.  Bedell, 
Albany;  Mrs.  L.  H.  Kice,  Nassau;  Mrs.  H.  F. 
Pohlman,  Orange;  Mrs.  W.  W.  Street,  Onon- 
daga; Mrs.  Alfred  Madden,  Albany;  and  Mrs. 
Earl  of  Oneida. 

Most  of  us  went  on  the  sightseeing  trip  which 
included  the  airport.  On  the  way  back  we  were 
entertained  at  tea  at  the  Lake  Shore  Hotel. 
That  evening  those  of  us  who  couldn’t  go  for 
an  air  ride  saw  the  New  York  State  delegation, 
Mrs.  Adams,  Mrs.  Bauer,  and  Mrs.  Potter, 
looking  very  festive  indeed,  off  to  the  dinner 
honoring  the  board  of  directors.  It  was  held  at 
the  Union  Club  and  Dr.  Norman  C.  Yarian 
gave  an  illustrated  talk  on  “Orchids.” 

On  Tuesday  work  began  in  earnest  and  every- 
thing moved  along  smoothly  as  scheduled.  The 
guest  speaker  was  Miss  Etta  A.  Creech  who 
talked  on  “What  Is  Sound  Health  Education?” 
We  were  very  proud  to  hear  each  of  the  standing 
committees  mention  New  York  State  specifi- 
cally as  having  done  outstanding  work.  That 
made  us  just  about  100  per  cent  in  all  depart- 
ments. At  the  luncheon  Dr.  Van  Etten  men- 
tioned the  accomplishments  of  the  Auxiliary  in 
legislation  in  New  York  State. 

The  luncheon  was  held  in  the  Rainbow  Room 
of  the  Hotel  Carter,  honoring  the  past  presidents 
of  the  National  Auxiliary.  Dr.  Van  Etten  and 
Dr.  Fishbein  spoke  to  us.  After  luncheon 
there  was  a round-table  discussion,  “New  Year,” 
with  Mrs.  Charles  H.  Werner  and  Mrs.  R.  E. 
Mosiman,  president-elect,  presiding.  National 
officers,  state  presidents,  and  state  chairmen 
were  invited  to  attend.  For  an  hour  there  was 
an  open  discussion  of  auxiliary  problems  and  how 
they  have  been  handled  in  different  sections  of 
the  country.  I found  it  intensely  interesting 
and  stimulating. 

Then  we  went  on  to  the  Cleveland  Health 
Museum.  I understand  it  is  the  only  one  of  its 


kind  in  the  United  States.  Here  exhibits  are 
open  to  the  public  with  the  first  floor  devoted 
to  Man’s  Heart,  Man’s  Head,  Man’s  Hands. 
The  second  floor  has  a room  devoted  to  Mother 
and  Child,  another  to  fitness  for  defense,  another 
to  teeth.  There  are  also  special  exhibits: 
Progress  in  Medicine,  Periodic  Health  Exami- 
nation, and  Hands  of  Famous  Surgeons.  Then 
we  were  entertained  at  a lovely  tea  by  wives  of 
the  trustees  of  the  museum.  That  night  we 
went  to  the  open  general  meeting  of  the  Ameri- 
can Medical  Association.  There  we  witnessed 
the  installation  of  Dr.  Frank  H.  Lahey  as  presi- 
dent. In  his  address  Dr.  Lahey  touched  briefly 
on  the  precision  of  medical  personnel,  for  the 
public  deferment  of  medical  students,  selective 
act,  medical  education,  elevation  of  medical 
standards,  the  nursing  situation,  anesthesia,  and 
postgraduate  education.  Dr.  Lahey  stated  his 
opinions  clearly;  there  could  be  no  doubt  as 
to  what  his  views  were  or  why  he  held  them. 
I liked  his  closing  line,  “a  dangerous  course  has 
real  advantages.  It  is  the  ‘blood,  sweat  and 
tears’  of  the  American  Medical  Association.” 

The  Distinguished  Service  Medal  was  awarded 
this  year  to  Dr.  James  Ewing,  of  New  York 
City,  for  his  outstanding  work  on  cancer. 

To  go  on:  Wednesday  at  9:00  a.m.  there  was 
more  session.  This  time  the  guest  speaker  was 
Dr.  Helen  A.  Hunscher  who  spoke  on  “Nutri- 
tion Food  for  Fitness.”  She  told  us  what  went 
on  at  the  government  conference  on  nutrition 
called  by  the  President.  It  looks  as  though  we 
will  all  be  “nutrition  conscious”  this  year.  To 
save  time  in  making  their  reports  the  state  presi- 
dents went  up  on  the  rostrum  in  a body,  each 
carrying  the  flag  of  her  state. 

At  the  luncheon,  held  again  in  the  Rainbow 
Room  of  the  Carter,  Dr.  W.  W.  Bauer,  Bureau 
of  Health  Education  of  the  American  Medical 
Association,  spoke  to  us.  The  Advisory  Council 
of  the  National  Auxiliary  was  introduced,  and 
then  Dr.  Lahey  addressed  us,  followed  by  the 
Honorable  Hatton  W.  Summers,  chairman  of  the 
Judiciary  Committee,  House  of  Representatives, 
who  blew  off  our  bonnets  with  blasts  against  the 
attitude  of  the  country  today  and  the  apathy 
of  the  people  in  general  in  relinquishing  their 
democratic  rights. 

Afterward  we  went  back  to  finish  up  the  ses- 
sion of  delegates.  The  slate  presented  by  the 
nominating  committee  moved  New  York  State’s 
Mrs.  John  Bauer  from  recording  secretary  to 
first  vice-president;  president-elect,  Mrs.  Frank 
Haggard,  Texas;  second  vice-president,  Mrs. 
A.  E.  Anderson,  California;  third  vice-president, 
Mrs.  H.  E.  Christenbury,  Tennessee;  fourth 
vice-president,  Mrs.  P.  R.  Winiston,  Michigan; 
recording  secretary,  Mrs.  Samuel  Flowers, 
Kentucky;  treasurer,  Mrs.  David  Thomas, 
Pennsylvania;  directors,  one  year  Mrs.  Hol- 
combe, West  Virginia;  Mrs.  Oldenberg,  Ohio; 
two  years,  Mrs.  John  B.  Farley,  Colorado; 
Mrs.  James  B.  Simonds,  Illinois;  Mrs.  W.  K. 
West,  Oklahoma.  Following  the  election  of 
officers,  Mrs.  Mosiman  spoke,  giving  us  the 
[Continued  on  page  1500] 
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THE  MAPLES  INC.,  OCEANSIDE, L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


MODERN 

TWIN  ELMS  psyHCS^ 

You  will  better  understand  Modem  Psychiatry  for  your 
patients — Write  for  "Psychiatry  Briefs"  and  "A  Modern 
Psychiatric  Hospital  in  Action." 

EUGENE  N.  BOUDREAU,  MD.  SYRACUSE,  N.  Y. 

Pbysician-rn-Charge 


BRUNS 

HOME 


WICK 

A Private 
Sanitarium 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  nerv- 
ous disorders. 


Broadway  and  Louden  Avenue 
AMITY VILLE,  L.  I—  Phone:  1700,  01 , 02 

N.  y.  Office— 67  W.  44th  Street 
Tel:  MUrray  Hill  2-8323 
C.  L.  MARKHAM,  M.D.,  Supt. 


Separate  accommoda- 
tions for  nervous  and 
backward  children. 
Physicians’  treatments 
rigidly  followed. 


NEW,  INEXPENSIVE  VACATIONS  BY  AIR 


Physicians,  airminded,  should  be  keenly  interested 
in  offerings  made  by  air  transportation  companies  of 
vacations  by  air. 

One  company,  whose  GTM  comments  that  Americans 
are  learning  that  air  travel  may  be  for  pleasure  as  well  as 
for  business,  has  announced  new  inexpensive  air  cruises. 
This  is  not  only  a new  idea  for  vacations,  but  marks  as 
well,  a step  forward  in  making  air  vacations  really  popular 
by  bringing  the  rates  within  reach  of  more  vacationers. 

These  particular  air  cruises  feature  trips  to  our  northern 
neighbor,  Canada,  and  rates  include  transportation  from 
New  York  and  return,  sightseeing  in  Canada,  and  hotel 
accommodations  for  a choice  of  vacations  from  five 
days  to  two  weeks.  Other  combination  vacation  land 
cruises  to  Florida  include  plane  side  trips  to  Cuba. 

Transportation  by  air  is  advantageous  to  the  vaca- 
tioner because  the  shorter  traveling  time  permits  longer 
periods  of  stay  at  the  vacation  resort. 

For  those  considering  Canada  as  a vacation  point 
this  year,  there  is  the  additional  incentive  of  having 
their  money  stretch  further.  The  American  dollar  is 
worth,  at  present,  $1.10  in  Canadian  currency.  Govern- 
ment officials  of  the  Dominion  are  also  appealing  to  the 
American  tourist  by  pointing  out  that  every  tourist 
dollar  is  used  for  Canada’s  war  efforts.  To  publicize 
this,  pins  are  distributed  by  the  company  conducting 
the  air  cruises,  with  crossed  American  and  Canadian 
flags  and  the  legend — “Vacation  in  Canada.  American 
money  spent  there  fights  for  Democracy." 

Information  and  reservations  for  the  air  cruises 
are  easily  obtainable  at  accredited  Travel  Agencies  and 
Bureaus. 


One  five-day  cruise  features  a flight  to  Montreal  with 
sightseeing  to  Mr.  Royal,  Brother  Andre’s  Shrine,  West- 
mount  Lookout  and  many  other  points  of  interest. 
On  the  longer  cruises  of  two  weeks,  Murray  Bay  and 
the  Saguenay  may  be  visited  by  steamer  or  additional 
time  can  be  spent  at  the  fine  resorts  in  the  Laurentians. 
Ample  time  is  permitted  for  shopping  tours  during  the 
various  cruises  in  either  Montreal  or  Quebec. 

A second  five-day  air  cruise  provides  sightseeing  in 
Montreal  for  a day  and  a voyage  down  the  St.  Lawrence 
to  Quebec.  Accommodations  are  arranged  for  at  the 
famous  Chateau  Frontenac,  and  side  trips  are  made  to 
Ste.  Anne  de  Beaupre,  Montmorency  Falls  and  through 
the  quaint  streets  of  Quebec  so  reminiscent  of  those  in 
ancient  towns  of  France. 

A six-day  variation  of  the  above  cruise  may  also  be 
taken.  In  place  of  the  steamer  trip,  this  cruise  features 
a motor  tour  between  Montreal  and  Quebec. 

For  vacationers  with  a full  week  to  spend  away 
from  business  cares,  there  is  a trip  that  includes  a steamer 
voyage  to  Quebec  and  Murray  Bay,  and  up  the  Saguenay 
River.  For  those  who  are  able  to  stretch  the  time  to  a 
full  week  and  two  weekends,  the  steamer  journey  can  be 
extended  to  a six  day  water  cruise  visiting  in  addition 
to  Quebec,  such  quaint  French-Canadian  towns  as 
Tadoussac  and  Bagotville. 

Another  air  cruise  of  from  seven  to  fourteen  days  offers 
a choice  of  the  river  cruise  to  fashionable  Murray 
Bay  or  a pleasant  sojourn  at  the  famous  resorts  in  the 
Laurentian  Mountains. 

A choice  of  any  of  these  vacation  suggestions  would  be 
a good  selection  and  a Summer  treat  not  soon  forgotten. 


MCKINNEY’S 

for  ELDERLY  PEOPLE, 
CONVALESCENTS  and 
CHRONIC  INVALIDS. 


SANITARIUM 

Under  medical  supervision, 
tender  and  devoted  care  in 
an  atmosphere  unusuallyhome- 
like.  Expert  dietetic  and 
nursing  service.  Full  coop- 
eration with  patient’s  personal 
physician. 


v 105  BRUCE  AVE.,  YONKERS,  NEW  YORK 
V.  YONKERS— 3265  ^ 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


LOUDEN-KNICKERBOCKER  HALL.1"' 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 
Full  inf  or  motion  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 
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highlights  of  her  plans  for  the  coming  year. 
She  touched  briefly  on  each  committee  and  we 
are  fortunate  in  having  a president  with  definite 
constructive  work  laid  out.  This  meeting  ad- 
journed too  late  for  us  to  take  the  trip  to  the 
Cleveland  Cultural  Center  in  Wade  Park. 
But  that  night  we  did  go  to  the  reception  honor- 
ing Mrs.  Holcombe  and  Mrs.  Mosiman.  This 
was  held  at  the  Cleveland  Academy  of  Medicine. 
A delightful  musical  program  had  been  arranged 
for  us  and  a talk  by  Kay  Halle  on  the  “High- 
lights of  Cleveland” — historical,  industrial,  cul- 
tural, geographical.  Then  we  were  served  a 
delicious  wine  punch  and  sandwiches  and  went 
upstairs  to  the  Academy’s  medical  museum. 
Thursday  we  had  a bus  trip  through  the  lovely 
cultural  gardens  of  Rockefeller  Park,  out  through 
the  exclusive  Shaker  Ridge  residential  section 
with  its  beautiful  homes  and  on  to  the  Country 
Club.  There  we  had  a delicious  luncheon  and 
grand  fashion  show  in  exquisite  surroundings. 
The  club  is  done  in  early  American  and  reminds 
one  of  Williamsburg  with  its  gorgeous  crystal 


chandeliers,  hooked  rugs,  paneled  rooms,  etc. 
Thursday  night,  Mrs.  Potter,  Mrs.  Towne,  and 
I were  the  only  ones  left  to  go  to  the  Auxiliary 
dinner  and  a reception  and  ball  in  honor  of  Dr. 
Lahey.  But  don’t  worry — we  did  you  all  proud. 
Then,  Friday,  I tried  to  fly  home.  I figured 
maybe  the  trouble  with  my  not  getting  off  the 
ground  was  that  I kept  trying  for  free  flights. 
So-o-o  with  my  last  will  and  testament  in  one 
hand  and  my  money  in  the  other  I called  for  a 
reservation.  “All  seats  are  taken  on  the  2:45 
plane” — and  that  was  the  only  one  to  Albany. 
See  you  in  Atlantic  City. 

Mary  G.  Madden 


We  are  glad  to  welcome  Warren  County, 
and  congratulations  to  Mrs.  Leonard  A.  Hulse- 
boach,  the  newly  elected  president. 

Every  good  wish  to  each  auxiliary  for  a pleas- 
ant summer  vacation.  May  I hope  to  receive 
news  from  each  county  in  September,  and  every 
month  throughout  the  year. 


OSLO  PHYSICIANS  REBEL  AT  “NEW  ORDER” 


An  attempt  by  Major  Vidkun  Quisling’s  ad- 
ministration to  introduce  a “new  order”  into 
Oslo’s  lunatic  asylum  and  what  amounts  to  a 
kidnapping  of  its  directors  by  the  Hirden 
[Quisling  Storm  Troopers]  have  provoked  a 
revolt  by  the  entire  body  of  Oslo  physicians  and 
medical  personnel — about  2,000  in  all — who 
threatened  to  stop  work  if  political  considerations 
received  priority  over  purely  professional  quali- 
fications, says  a report  from  Stockholm  to  the 
New  York  Times. 

Without  the  slightest  reason  the  Quislingites 
decided  to  replace  the  chief  sick  warden  of 
Dikemark,  Oslo’s  lunatic  asylum,  directed  by  a 
psychiatrist  of  international  repute,  Dr.  Roly 
Gjissing,  by  a member  of  the  Nasjonalsamling. 
Dr.  Gjissing  protested  against  this  nomination, 
emphasizing  that  the  nominee  did  not  have  suffi- 
cient professional  qualifications,  but  his  protest 
was  to  no  avail. 

Thereupon,  all  the  chief  doctors  of  community 
hospitals  in  Oslo  drafted  a protest  to  Major 
Quisling’s  administration  in  which  they  empha- 
sized that  the  only  criterion  for  the  nomination 
of  medical  personnel  must  remain  professional 
capacity.  “If  hospital  personnel  is  dismissed  for 
purely  political  reasons,  the  professional  stand- 
ards and  efficiency  of  our  hospitals  will  deterio- 
rate, which  in  turn  can  have  incalculable  conse- 
quences for  the  health  and  even  the  life  of  our 
patients,”  the  protest  said. 

Consequently,  the  chief  doctors  announced 
that  they  and  all  their  colleagues,  as  well  as  the 
nurses  and  attendants,  would  resign  if  this  prac- 
tice was  not  abandoned. 

On  April  25  a group  of  the  Hirden  arrived  at 
the  Dikemark  asylum  and  demanded  to  see  Dr. 
Gjissing.  When  told  he  was  examining  a patient 
they  went  into  his  office  and  made  him  interrupt 
the  treatment  and  drove  him  away  to  some  un- 
named place  in  Oslo. 


On  April  29  sixteen  head  doctors  of  Oslo  hos- 
pitals gathered  again  in  a special  meeting  and 
drafteaa  protest  addressed  to  the  Police  Depart- 
ment, expressing  indignation  at  the  Dikemark 
incident  and  demanding  the  immediate  release  of 
Dr.  Gjissing. 

“Gjissing  was  arrested  by  individuals  without 
police  authority,”  read  the  protest,  “and  without 
even  showing  a warrant  for  his  arrest.  A public 
servant  has  been  brutally  interrupted  in  his 
work.  He  was  removed  from  a more  than  usually 
responsible  doctor’s  position  without  having  the 
opportunity  to  take  the  necessary  dispositions. 
....  The  relation  between  the  patient  and  his 
doctor,  which  in  all  civilized  countries  is  con- 
sidered most  sacred,  has  been  violated.  This  is 
a revolting  breach  of  the  most  elementary 
rights.” 

For  the  sake  of  the  sick  the  doctors  “demand 
guarantees  for  the  protection  of  peaceful  work, 
which  is  the  foundation  of  all  hospital  work.  If 
anything  happens  we  decline  all  responsibility  for 
the  sick  and  we  will  be  compelled  to  resign,”  the 
protest  added.  “This  can  be  taken  as  the  view 
of  all  doctors,  assistant  doctors,  and  medical 
candidates.” 

There  has  not  yet  been  any  answer  to  this  or 
to  the  previous  protest,  and  Dr.  Gjissing  is  still 
in  the  Hirden’s  hands.  At  Oslo  Police  Head- 
quarters a Swedish  correspondent  was  told  that 
the  protest  was  being  examined,  and  the  re- 
sponsible Hirden  had  been  interrogated  to  dis- 
cover the  reasons  for  their  action. 

This  conflict  is  considered  throughout  Norway 
as  comparable  in  its  gravity  to  the  resignation  of 
the  Norwegian  Superior  Court  of  Justice  and 
the  famous  protest  letter  from  the  Norwegian 
Bishop.  The  issue  of  it  will  decide  whether  one 
of  the  most  sacred  principles  of  civilization  will 
be  sacrificed  by  the  totalitarian  “new  order.” 
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-F  OR  three  years  Cobra  Venom  Solution,  H.  W.  & D.,  has  been 
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many  thousands  of  doses  have  been  administered  with  a meas- 
ure of  relief  from  pain  reported  in  50-70%  of  the  cases  treated. 

Cobra  Venom  Solution,  H.  W.  & D.,  is  a purified,  standard- 
ized, sterile  preparation  supplied  in  ampules  for  intramuscular 
injection.  It  has  been  rendered  clinically  acceptable  by  removal 
in  large  measure  of  the  objectionable  hemotoxic  and  proteolytic 
constituents  of  crude  venom,  the  finished  preparation  being 
essentially  a solution  of  cobra  neurotoxin. 


Indications:  Reports  indicate  that  Cobra  Venom  Solution, 
H.  W.  & D.,  is  particularly  helpful  in  relieving  severe  pain 
associated  with  malignant  disease.  It  has  also  been  used  to  re- 
lieve pain  in  certain  forms  of  arthritis,  herpes  zoster, Parkinson’s 
disease  and  other  neurologic  disorders.  In  some  cases  the  solu- 
tion alone  is  effective;  in  others  it  is  necessary  to  use  it  in  con- 
junction with  an  analgesic.  Dosage  of  morphine  and  other  drugs 
may  be  reduced  in  a majority  of  patients. 

The  solution  does  not  produce  the  objectionable  reactions  of 
morphine,  is  not  habit  forming;  the  margin  of  safety  is  wider; 
patients  do  not  develop  tolerance.  Dosage  is  usually  reduced 
rather  than  increased  after  relief  has  been  established.  No 
serious  untoward  reactions  or  changes  in  the  blood  of  vital 
organs  have  been  reported,  but  the  solution  should  be  used 
under  careful  medical  supervision. 


References  : Macht,  D.  I.:  Ann.  Int.  Med.,  1938,  11,  1824.  - Macht,  D.  I.: 
Trans.  Am.  Ther.  Soc.,  1940,  40,  62.  - Rutherford,  R.  N.:  New  England  J. 
Med.,  1939,  221,  408.  - Black,  W.  T.:  South.  M.  J.,  1940,  33,  432.  - Kelso,  J. 
W.:  Am.  J.  Obst.  & Gynec.,  1940,  40,  1050.  -Meigs,  J.  V.:  New  England  J. 
Med.,  1940,  222,  187.  - Treves,  N.:  M.  Clin.  North  America,  1940,  24,  695.  - 
Greenhill,  J.  P.:  M.  Clin.  North  America,  1941,  25,  118.  - Greenhill,  J.  P.: 
Year  Book  of  Obstetrics  & Gynecology,  1940,  357.  - Barr,  D.  P.:  Modern 
Medical  Therapy  in  General  Practice,  1940,  Vol.  1,  40.  - Macht,  D.  I.,  and 
Brooks,  D.  J.:  Proc.  Soc.  Exper.  Biol.  & Med.,  1939,  41,  418.  - Macht,  D. 

I. ,  Sherman,  S.,  and  Brooks,  D.  J.:  Ibid.,  1940,  43,  458.  - McDowell,  M.  M.: 
Med.  Rec.,  1941,  153,  173.  - Steinbrocker,  O.,  McEachern,  G.  C.,  LaMotta, 
E.  P.,  and  Brooks,  F.:  J.  A.  M.  A.,  1940,  114,  318,  - Hayman.  M.,  and  Macht, 

D.  I.,  Med.  Rec.,  1940,  152,  67.  - Gayle,  R.  F..  and  Williams,  J.  N.:  South. 
M.  J.,  1938,  31.  188.  - Thomas,  L.:  Med.  Rec.,  1940,  152,  109.  - Parsonnet,  A. 

E. .  and  Bernstein,  A.:  Am.  J.  M.  Sc.,  1940,  200,  581.  - Lee,  L.:  J.  A.  M.  A., 
1941,  116,  216.  - Gottdenker,  F.,  and  Wachstein,  M.:  J.  Pharmacol.  & Exper. 
Therap.,  1940,  69,  117.  - Macht,  M.  B.:  Proc.  Soc.  Exper.  Biol.  & Med.,  1939, 
42,  433  and  436.  - Behan,  R.  J.:  Am.  J.  Snrg.,  1940.  60.  450.-  Johnson, W.  M.: 
Ann.  Int.  Med.,  1940,  14,  325.  - Poole,  W.  B.:  Med.  Rec.,  1941,  163,  288.- 
Bethea,  O.  W.:  Year  Book  of  General  Therapeutics,  1940,  351.  - Drueck.  C. 

J. :  Med.  World,  1941,  59  , 20. 


Supplied  tn  boxes  of  ten  1 c.c.  size  ampules  of  solution  containing  10  mouse  units  per  c.c. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 


f] 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Books 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
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The  Story  of  Clinical  Pulmonary  Tuberculosis. 

By  Lawrason  Brown,  M.D.  Octavo  of  411 
pages.  Baltimore,  Williams  & Wilkins  Com- 
pany, 1941.  Cloth,  $2.75. 

Medical  Diagnosis  and  Symptomatology. 
By  Samuel  A.  Loewenberg,  M.D.  Fifth  edition. 
Quarto  of  1,139  pages,  illustrated.  Philadel- 
phia, F.  A.  Davis  Co.,  1941.  Cloth,  $12. 
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Cloth. 
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tioners. By  Milton  B.  Cohen,  M.D.  Duo- 
decimo of  156  pages.  New  York,  Paul  B. 
Hoeber,  Inc.,  1941.  Cloth,  $2.00. 

Cardiac  Classics.  A Collection  of  Classic 
Works  on  the  Heart  and  Circulation  with  Com- 
prehensive Biographic  Accounts  of  the  Authors. 
Fifty-Two  Contributions  by  Fifty-One  Authors. 
By  Fredrick  A.  Willius,  M.D.,  and  Thomas 
E.  Keys,  M.A.  Quarto  of  858  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1941.  Cloth,  $10. 

Oral  Pathology.  A Histological,  Roentgeno- 
logical, and  Clinical  Study  of  the  Diseases  of 
the  Teeth,  Jaws,  and  Mouth.  By  Kurt  H. 
Thoma,  D.M.D.  Quarto  of  1,306  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1941. 
Cloth,  $15. 

Medical  Manual  of  Chemical  Warfare.  Re- 
printed by  Permission  of  the  Controller  of  His 
Britanic  Majesty’s  Stationery  Office.  First 
American  Edition.  Octavo  of  104  pages. 
Brooklyn,  Chemical  Publishing  Company,  1941. 
Cloth,  $2.50. 

Approve d Laboratory  T echnic.  Clinical  Patho- 
logical, Bacteriological,  Mycological,  Parasito- 
logical, Serological,  Biochemical  and  Histological. 
By  John  A.  Kolmer,  M.D.,  and  Fred  Boerner, 
V.M.D.  Third  edition.  Quarto  of  921  pages, 
illustrated.  New  York,  D.  Appleton-Century 
Co.,  1941.  Cloth,  $8.00. 

Hernia.  By  Alfred  H.  Iason,  M.D.  In  Three 
Sections.  Historical  Evolution  of  Hernial  Sur- 
gery; Technical;  Medico-legal  Aspects.  Quarto 
of  1,325  pages,  illustrated.  Philadelphia,  The 
Blakiston  Company,  1941.  Cloth,  $15. 

Clinical  Aspects  of  the  Electrocardiogram  In- 
cluding the  Cardiac  Arrhythmias.  By  Harold 
E.  B.  Pardee,  M.D.  Fourth  edition.  Octavo 
of  434  pages,  illustrated.  New  York,  Paul  B. 
Hoeber,  Inc.,  1941.  Cloth,  $5.75. 

The  Principles  and  Practice  of  Ophthalmic 
Surgery.  By  Edmund  B.  Spaeth,  M.D.  Sec- 
ond edition.  Octavo  of  886  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1941.  Cloth, 
$10. 


A Textbook  of  Ophthalmology.  By  Sanford 
R.  Gifford,  M.D.  Second  edition.  Octavo  of 
470  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1941.  Cloth,  $4.00. 

Essentials  of  Endocrinology.  By  Arthur 
Grollman,  M.D.  Octavo  of  480  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1941.  Cloth,  $6.00. 

Foundations  of  Neuropsychiatry.  By  Stan- 
ley Cobb,  M.D.  Second  edition.  Octavo  of 
231  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1941.  Cloth,  $2.50. 

The  Biologic  Fundamentals  of  Radiation 
Therapy.  A Textbook.  By  Friedrich  Ellinger, 
M.D.  Octavo  of  360  pages,  illustrated.  New 
York,  Nordeman  Publishing  Company,  1941. 
Cloth,  $5.00. 

The  Medical  Clinics  of  North  America. 

May,  1941.  Volume  25,  Number  3.  (New 
York  Number.)  Octavo.  Illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1941.  (Six  num- 
bers a year.)  Cloth,  $16  net;  paper,  $12 
net. 

Synopsis  of  Diseases  of  the  Heart  and  Ar- 
teries. By  George  R.  Herrmann,  M.D.  Sec- 
ond edition.  Duodecimo  of  468  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Company,  1941. 
Cloth,  $5.00. 

The  New  Intematior  il  Clinics.  Original 
Contributions:  Clinics;  and  Evaluated  Re- 

views of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  M.  Piersol,  M.D.  Volume 
II,  New  Series  Four.  Octavo  of  299  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1941.  Cloth,  $3.00. 

An  Introduction  to  Medical  Science.  By 
William  Boyd,  M.D.  Second  edition.  Octavo 
of  358  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1941.  Cloth,  $3.50. 

Accidental  Injuries.  The  Medico-Legal  As- 
pects of  Workmen’s  Compensation  and  Public 
Liability.  By  Henry  H.  Kessler,  M.D.  Sec- 
ond edition.  Octavo  of  803  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1941.  Cloth,  $10. 

Elimination  Diets  and  the  Patient’s  Allergies. 
A Handbook  of  Allergy.  By  Albert  H.  Rowe, 
M.D.  Octavo  of  264  pages.  Philadelphia,  Lea 
& Febiger,  1941.  Cloth,  $3.00. 

A Primer  for  Diabetic  Patients.  An  Outline 
of  Treatment  for  Diabetes  with  Diet,  Insulin 
and  Protamine-Zinc  Insulin.  Including  Direc- 
tions and  Charts  for  the  Use  of  Physicians  in 
Planning  Diet  Prescriptions.  By  Russell  M. 
Wilder,  M D.  Seventh  edition.  16mo  of  184 
pages.  Philadelphia,  W.  B.  Saunders  Company, 
1941.  Cloth,  $1.75. 
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Shortens  the  duration  of  the  cough,  relieves  the  distressing  spasms  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSIST- 
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CLEAN  HANDS  AND  CERTAINTY 


Five  days  after  the  publication  date  of  this  issue  of  your 
Journal  is  “St.  Pontius  Pilate  Day.”  It  is,  if  we  are  to 
believe  the  contents  of  an  old  almanac. 

If  you  are  not  familiar  with  this  special  date  on  the 
calendar  or  its  significance  then  you  will  want  to  know 
that  St.  Pontius  Pilate  is  the  patron  saint  of  politicians, 
lawyers,  lavatory  attendants  and  of  all  good  people  who 
wash,  wash,  wash  their  hands. 

A lot  of  water  has  splashed  over  the  hands  of  the 
world  since  Pilate  washed  his  of  a bad  decision,  but  clean 
hands  have  come  to  mean  something  more  valuable 
to  mankind  than  just  an  expression  of  clearing  one’s 
conscience.  Humans  have  become  a lot  more  careful 
about  the  handling  of  objects  others  are  to  dine  on  or  con- 
vey to  their  mouths. 

We  have  become  so  accustomed  to  seeing  foods 
packaged  that  we  almost  give  as  little  thought  to  the 
contents  as  we  do  to  the  packing.  Perhaps  we  get  too 
much  of  the  impression  that  protection  of  a cover  is  surety 
of  quality  inside. 

The  same  may  hold  true  for  drugs  and  dietary  prod- 
ucts used  in  the  practice  of  medicine.  Fancy  and  sealed 


wrappings  do  not  always  contain  the  finest  products. 
Of  course,  a manufacturer  who  takes  pride  in  the  perfec- 
tion of  his  product  will  generally  take  an  equal  pride  in 
the  appearance  of  the  package  that  conveys  it.  He  even 
goes  further  and  designs  the  package  in  a shape  most 
practical  and  convenient  for  use  as  well  as  display. 

On  the  other  hand,  the  manufacturer  less  scrupulous 
will  attempt  to  conceal  poor  quality  with  de-luxe  trim- 
mings that  shout  quality  but  do  not  back  it  up.  To  the 
layman,  the  beauty  of  the  package  may  be  a selling 
point  and  he  or  she  may  be  influenced  to  some  extent  in 
purchasing  a substitute  and  paying  more  for  something 
actually  worth  less. 

A physician,  however,  would  know  better  especially 
pertaining  to  drugs  and  medicines.  He  has  a choice  of  a 
number  of  reliable  manufacturers  for  everything  he  uses — 
and  generally  makes  a preference  of  one  or  two  where  all 
produce  the  same  product. 

How  he  obtains  such  preference  may  be  a mystery 
even  to  himself — but  he  has  acquired  a good  share 
of  his  opinions  from  watching  and  reading  the  advertise- 
ments that  appear  in  this  Journal. 


It  is  the  physician's  duty,  when  the  occasion  requires,  to  recommend  a Funeral  Director  who  is 
ethical — yet  reasonable  in  price.  You  may  have  Full  confidence  in  our  service. 
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REVIEWED 


The  Treatment  of  Diabetes  Mellitus.  By 
Elliott  P.  Joslin,  M.D.,  Howard  F.  Root,  M.D., 
Priscilla  White,  M.D.,  and  Alexander  Marble, 
M.D.  Seventh  edition.  Octavo  of  783  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1940. 
Cloth,  $7.50. 

This  seventh  edition  carries  forth  the  reputa- 
tion built  in  previous  issues.  The  work  is 
rather  encyclopedic  in  its  scope.  Dr.  Marble’s 
chapter  on  the  physiology  of  diabetes  and  general 
considerations  is  well  worth  reading,  not  so  much 
for  new  contributions  but  for  its  excellent  outline 
of  pertinent  information  gathered  to  date.  His 
several  hundred  references  are  conveniently 
listed  and  add  much  to  the  value  of  the  work. 
This  favorable  criticism  carries  throughout  the 
book. 

Dr.  Howard  F.  Root’s  excellent  section,  “The 
Pathology  and  Causes  of  Death  in  Diabetes,” 
is  especially  interesting  because  of  the  recently 
revived  importance  of  pancreatic  pathology  in 
the  concept  of  the  disease.  Throughout  the 
book  there  are  numerous  references  to  the  work 
of  Best  and  of  Lukens  on  diabetes  of  pituitary 
origin  produced  by  parenteral  administration  of 
anterior  pituitary  extract. 

Dr.  Priscilla  White  has  again  covered  the  fields 
of  diabetes  in  children  and  diabetes  in  pregnancy 
with  her  usual  skill. 

Dr.  Joslin  has  rendered  a real  service  to  the 
medical  world  in  the  continued  production  of 
this  important  work. 

George  E.  Anderson 

The  Extra-Ocular  Muscles.  A Clinical  Study 
of  Normal  and  Abnormal  Ocular  Motility.  By 
Luther  C.  Peter,  M.D.  Third  edition.  Octavo 
of  368  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1941.  Cloth,  $4.50. 

This  book  has  been  a standard  American  text 
on  this  troublesome  subject  ever  since  the  first 
edition  appeared  14  years  ago.  Much  has  been 
written  and  published  on  the  eye  muscles,  but  it 
remained  for  Dr.  Peter  to  correlate  it  all  and  to 
add  the  results  of  his  own  extensive  clinical 
experience.  He  has  condensed  it  all  into  a 
meaty  and  wholesome  text  of  some  360  pages 
which  is  complete  without  being  padded,  de- 
tailed without  being  dull,  and  presented  in  a 
style  charming  to  read  and  easy  to  understand 
and  remember. 

The  chapters  on  heterophoria  and  hetero- 
tropia  are  especially  comprehensive  and  valu- 
able, leaving  the  reader  with  a clear  under- 
standing of  the  subject.  A new  chapter  on 
orthoptic  training  has  been  added  to  this  edition 
which  should  be  of  immeasurable  help  in  clarifying 
its  use  for  those  clinicians  desiring  to  train 
technicians.  There  are  many  excellent  illus- 
trations and  a.  complete  index. 

Walter  V.  Moore 

A Laboratory  Manual  of  Physiological  Chem- 
istry. By  D.  Wright  Wilson.  Fourth  edition. 
Octavo  of  298  pages.  Baltimore,  Williams  & 
Wilkins  Company,  1941.  Cloth,  $2.50. 

This  manual,  which  is  intended  for  teaching 
purposes,  is  divided  into  two  parts.  Part  I 


deals  with  tests  for  inorganic  constituents  of 
biologic  material,  electrolytic  dissociation,  hy- 
drogen-ion concentration,  and  colloids,  also 
tests  for  alcohols,  aldehydes,  esters,  carbohy- 
drates, proteins,  and  fats.  In  Part  II  are  given 
tests  for  body  tissues  and  fluids,  such  as:  saliva, 
gastric  and  pancreatic  juice,  milk,  blood,  bone, 
muscle,  bile,  and  urine.  There  are  also  metabo- 
lism and  dietary  deficiency  tests.  This  manual 
should  prove  of  value  to  the  laboratory  worker 
interested  in  physiologic  chemistry  as  well  as 
clinical  chemistry. 

E.  H.  Nidish 


The  Therapy  of  the  Neuroses  and  Psychoses. 
A Socio-Psycho-Biologic  Analysis  and  Resynthe- 
sis. By  Samuel  H.  Kraines,  M.D.  Octavo  of 
512  pages.  Philadelphia,  Lea  & Febiger,  1941. 
Cloth,  $5.50. 

The  author  regards  psychiatry  as  dealing 
with  the  entire  realm  of  abnormal  human  think- 
ing, feeling,  and  acting  in  the  social,  psychologic, 
and  biologic  setting.  He  presents  an  adequate 
classification  of  the  psychiatric  states  and  the 
fundamental  psychology  of  the  psychoneuroses 
and  psychoses.  He  pays  considerable  atten- 
tion to  the  dynamics  of  symptoms,  their  mean- 
ings, and  their  interpretations. 

He  reviews  the  various  schools  dealing  with 
the  different  subjects.  Adequate  evaluation  of 
all  types  of  therapy  are  presented,  and  the 
modern  forms  of  shock  therapy  are  evaluated. 
He  has  stressed  those  points  of  therapy  which  he 
has  found  most  valuable.  There  are  many  case 
abstracts  illustrating  the  different  reaction  pat- 
terns and  forms  of  therapy. 

It  is  a good  book,  both  instructive  and  chal- 
lenging. It  is  highly  recommended.  A bibliog- 
raphy to  fundamental  topics  and  subjects 
might  enhance  the  value  of  this  book. 

Irving  J.  Sands 

Principles  of  Abnormal  Psychology:  The 

Dynamics  of  Psychic  Illness.  By  A.  H.  Maslow, 
Ph.D.,  and  Bela  Mittelmann,  M.D.  Octavo  of 
638  pages.  New  York,  Harper  & Brothers, 
1941.  Cloth,  $3.50. 

This  excellent  book  on  abnormal  psychology, 
intended  for  the  general  practitioner  and  the 
college  student,  will  prove  a valuable  addition 
to  the  few  good  books  on  this  subject. 

It  does  not  adhere  strictly  to  any  one  school 
of  psychology  but  combines  the  desirable  fea- 
tures of  each.  The  elucidation  of  symptoms  and 
their  treatment  is  stressed  throughout  the  book. 
The  subject  matter  has  been  presented  in  a read- 
able fashion,  and  the  general  practitioner  will 
find  it  valuable  in  the  treatment  of  many  of  the 
neurotic  patients  who  come  under  his  care. 

There  is  an  excellent  glossary  and  a chapter 
on  projective  methods  of  examination  which  is 
helpful.  The  explanation  of  the  symbols  in 
the  Rorschach  test,  the  suggested  readings  at 
the  end  of  each  chapter,  and  the  comprehensive 
bibliography  will  be  found  useful  to  those  who 
seek  further  information  on  the  subject. 

Joseph  L.  Abramson 
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POSITIONS 


Your  Guide  to  Opportunities  for 


LOCATIONS 


PURCHASES 


SERVICES 
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Classified  Rates 


Rates  per  line  per  insertion: 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of  First 
and  by  the  5th  for  issue  of  Fifteenth 


Classified  ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


All  statements  in  classified  ads  are  published  in  good  faith,  but  it 
is  impossible  to  make  minute  investigation  of  each  advertisement. 
We  exclude  all  known  questionable  ads,  and  will  appreciate 
notification  from  readers  relative  to  misrepresentation.  The 
right  is  reserved  to  reject  or  modify  advertising  copy. 

New  York  State  Journal  of  Medicine 
292  Madison  Avenue  MUrray  Hill  3-9841 


USED  EQUIPMENT  FOR  SALE  & RENT 


SUPERIOR  PERSONNEL 

Assistants  and  executives  in  all  fields  of  medicine — young 
physicians,  department  heads,  nurses,  staff  personnel,  secre- 
taries, anaesthetists,  dietitians  and  technicians. 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


FOR  SALE 


Excellent,  imposing-looking  private  house  on  corner,  four  blocks 
from  hospital  in  highly  residential  neighborhood.  Fine  field  for  new 
doctor.  $15,000 — terms  to  suit.  GALLAGHER  2101  Ave.  O,  B’klyn. 
CU.  6-5885. 


Sanitarium  established  18  years  specializing  in  dietetics  for 
those  taking  the  Saratoga  Springs  Rest  cure,  Clientele  primarily 
obtained  through  medical  recommendations.  Basic  rates  $35.00- 
$50.00  weekly.  Twenty  guests  comfortably  accommodated. 

M.  L.  Halligan,  R.N.  “Viasana”  Saratoga  Springs 


PATENT  ATTORNEY 


Largest  selection  used  physicians  equipment  short  wave  machine 
lamps  and  instruments — Sklar  Rotary.  Fox  Physicians  Equip- 
ment Exchange,  990  Broadway,  Brooklyn,  Glenmore,  2-2350. 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


FOR  RENT 


Oceanside,  Long  Island,  N.  Y.  Physicians  suite.  Furnished 
common  waiting  room  with  dentist.  Established  5 years,  main 
thoroughfare.  For  particulars,  address  Box  854  N.Y.  State  Jr. Med. 


2000  PRESCRIPTIONS  $2.95  • Rag  Content  Parchment  Paper  • 
Quality  Printing  • Pads  of  100. 

POSTAL  PRINTING  CO.,  Mail  Order  Printers  For  Professionals. 
558  Ralph  Ave.,  Brooklyn  • Phone  President  3-8181. 


CLASSIFIEDS  DO  PAY 


For  a number  of  years  there  has  been  some  concern 
about  the  migration  of  physicians  from  small  population 
centers  to  locations  in  more  congested  areas. 

A survey  made  not  so  long  ago  attempted  to  sub- 
stantiate this  and  to  prove  that  not  only  was  it  so,  but 
that  in  many  instances  a sizeable  town  was  left  entirely 
without  medical  help  in  its  immediate  vicinity.  It  was 
pointed  out  also  that  inhabitants  of  many  small  com- 
munities received  their  only  medical  care  from  an  osteo- 
pathic doctor. 

In  many  cases,  the  only  doctors  in  town  were  physicians 
well  on  in  age  and  near  retirement.  Younger  practi- 
tioners had  evacuated  suburban  and  rural  sections  for  the 
glittering  prospects  of  a larger  or  a specialized  practice  in 
big  cities. 

But  perhaps  this  condition  is  changing,  if  we  can  take 
the  results  of  a recent  classified  ad  in  this  Journal  as  an 
indication.  The  offer  of  a location  for  a physician  in  a 
small  city  brought  a response  of  eighteen  inquiries. 

If  this  is  any  criterion,  then  there  may  be  a trend  back 
to  the  smaller  communities.  However  the  effect  of  this 
classified  advertisement  may  only  convey  that  there  was 
something  unusually  inviting.  In  any  case,  it  illustrates 
definitely  the  excellent  pulling  power  of  the  Journal 
and  practically  proves  everything  that  has  ever  been 
said  about  reader  interest  in  the  publication. 

The  classified  advertisement  rarely  ever  attracts  curi- 
osity seekers.  Persons  taking  any  notice  of  them 
must  first  be  in  the  market  for  things  they  expect  to  find 
in  classified  columns— jobs,  locations,  space  to  rent,  used 


equipment,  etc.  Or  on  the  other  hand,  they  are  the 
“sellers”  confident  that  if  it  is  at  all  possible  to  find  the 
right  person,  rent  an  apartment  or  dispose  of  objects  they 
have  no  use  for  themselves,  the  “classified”  will  do  it. 

Few  of  us  are  “Manvilles”  able  to  use  large  display 
spaces  to  advertise  for  secretaries — or  anything  else. 
And  if  we  could  afford  such  lavish  expenditures  there 
is  no  likelihood  that  we  would  gain  a thing  more  than  we 
can  through  the  conservative  “classified.” 

Classifieds  are  economical,  and  when  they  have  some- 
thing of  value  to  offer,  of  interest  to  others,  the  returns 
more  than  offset  the  small  investment.  In  planning  a 
classified  advertisement  considerable  attention  should 
be  paid  to  the  wording.  Here  there  is  not  the  benefit 
of  an  illustration  to  add  to  the  appeal  any  advertisement 
must  have.  Carefully  chosen  words  can  make  the  differ- 
ence between  an  actual  sale  and  not  even  an  inquiry. 

Care  should  be  taken  also  not  to  be  misleading.  By 
this  it  is  not  meant  to  avoid  deception  as  much  as  it 
is  intended  to  suggest  avoiding  any  wrong  impressions. 
Sometimes  too  glowing  a description  may  be  as  unfruitful 
as  filling  a lot  of  space  and  saying  nothing. 

Sometimes,  too,  the  mistake  is  made  of  eliminating 
helpful  information  to  save  a little  by  confining  the  ad- 
vertisement to  a minimum  space. 

The  best  rule  is  to  say  what  you  wish  to  say  in  the  best 
and  simplest  way — send  your  classified  to  the  Journal — 
and  await  results.  If  your  advertisement  offers  some- 
thing worthwhile  you  will  get  the  inquiries  you  hope  for. 
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NEW-DEMONSTRABLY  EFFECTIV 


For  Treating  VAGINITIS  and  CERVICITI 


X*  Betanal  promotes  growth  of  normal  flora. 

Betanal  aids  in  restoring  normal  acidity. 

3*  Betanal  helps  protect  epithelial  carbohydra 

4*  Betanal  acts  to  dry  vaginal  walls  and  prom< 
healing. 


• BETANAL  VAGINAL  CAPSULES,  the  0 

growth  of  extensive  gynecological 
search*,  embody  therapeutic  princip 
of  proven  efficacy  in  the  treatment) 
vaginal  disorders,  such  as  trichomo 
asis,  senile  vaginitis,  cervicitis,  cervi 
erosions,  and  leukorrheal  conditions. 

• THE  BETANAL  REGIME,  which  CO 

prises  office  treatments  by  insufflatij 
supplemented  by  insertion  of  one  a 
sule  daily  between  visits,  is  promp 
effective  not  only  in  inhibiting  grow: 
of  trichomonads,  but  also  in  promoti 
tissue  repair  and  restoration  of  n< 
mal  vaginal  defenses.  These  effects  t 
achieved  by  Betanal’s  four-poii 
action:— 


» betanal  vaginal  capsules  are  advertised  tose  and  50  gr.  Boric  Acid  U.S.P. 

mly  to  the  medical  profession.  Available  at  Write  The  Borden  Company,  350  Madisj 

oharmacies  in  prescription  packages  of  10  cap-  Avenue,  New  York,  N.  Y.,  for  sample  and  lit 


>ules,  each  containing  220  gr.  Borden’s  Beta  Lac-  ature. 


*Am.  Jl.  Obstet.  & Gynecology  32:1,  July,  1936.  Jl.  Missouri  Med.  Assoc.  34:285,  Aug.,  1937.  Med.  Clin.  N.  A.  23:189,  Jan. 
Med.  Clin.  N.  A.  24:911,  May,  1940.  “Office  Gynecology,”  Year  Book  Pub.,  Inc.,  1940. 


1939. 


THE  POWER  OF  MOBILITY 


The  need  for  restoring  activity  to 
the  arthritic  — giving  back  his 
earning  power,  his  ability  to  help  in 
the  national  emergency — becomes 
more  acute  day  by  day. 

In  ERTRON,  the  physician  has  a 
means  of  restoring  this  lost  power. 
Ertron  frees  the  shackles  which  bind 
the  arthritic’s  joints,  and  provides 
freedom  of  motion  without  pain. 


Reported  studies  from  various  sources 
form  a scientific  basis  for  the  wide 
usage  of  Ertron  in  the  treatment  of 
chronic  arthritis. 

Ertron  does  not  contain  analgesics 
or  coal  tar  derivatives.  It  is  a high 
potency,  electrically  activated  vapor- 
ized sterol  prepared  by  the  Whittier 
Process.  High  dosages  may  safely  be 
employed. 


ERTRON 

Reg.  U.  S.  Pat.  Off. 

Available  in  bottles  of  50  and  100  capsules. 

Products  of  Nutrition  Research  Laboratories 
are  promoted  only  through  the  medical  prof  ession. 

NUTRITION  RESEARCH  LABORATORIES 

4210  PETERSON  AVENUE  • CHICAGO,  ILLINOIS 
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ESTIVIN 


Estivin,  a specially  prepared 
solution  of  rosa  gallica,  offers 
remarkable  relief  from  the 
tantalizing  ocular  and  nasal 
symptoms  of  hay  fever  . . . 
itching  eyes,  lacrimation,  un- 
controllable sneezing  and  as- 
sociated discomforts.  In  most 
cases,  results  are  almost  in- 
stantaneous. 

A drop  in  each  eye  two  or 
three  times  daily  is  generally 
sufficient  to  keep  the  average 
patient  comfortable  during  the 
entire  hay  fever  season.  In  the 
more  severe  cases,  additional 
applications  whenever  the 
symptoms  recur,  will  keep 
such  patients  relieved  through- 
out the  day. 

An  eye  dropper  accompanies 
each  vial. 


Literature  and  Sample  on  Request 


To  Aid  in  Control  of 

ANGINA  PECTORIS 
ARTERIOSCLEROSIS 

Successful  Clinical  Experience 
Suggests  .... 

CuVnacton 

Biologically  Tested 
Diaphragmatic  Muscle  Extract 

Carnacton  serves  effectively  in  Angina  Pectoris, 
particularly  the  variety  known  as  "angina  of  effort" 
where  angiospasm  is  the  dominant  factor,  and 
Arteriosclerosis,  cerebral  and  general.  In  this 
condition  its  action  is  not  limited  to  a temporary 
vasodilation  but  promotes  a gradual  collateral 
circulation.  The  vegetative  nervous  function  was 
improved  in  many  of  the  cases  observed. 

This  muscle  extract  has  also  demonstrated  ef- 
ficacy in  Cardiac  Dyspnoea,  Cardiac  Asthma 
and  Obliterative  Arterial  Diseases,  especially 
in  which  intermittent  claudication  is  present. 
Carnacton  appears  to  exert  a tonic  and  vasodilating 
action  on  the  circulatory  system,  with  a sedative 
effect  on  the  neuro-psychic  sphere. 

1 cc.  and  2 cc.  ampoules  boxes  of  12  and  50. 

Vials  of  30  cc.  and  50  cc.  for  oral  use. 

Send  to  Dept.  6 for  literature. 

CAVENDISH  PHARMACEUTICAL  CORP. 

25  West  Broadway  New  York 
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A capricious  appetite  with  its  threat 
of  malnutrition  may  initiate  a dan- 
gerous vicious  cycle.  Failure  to  par- 
take of  necessary  minerals,  vitamins, 
proteins,  and  other  dietary  essentials 
often  further  suppresses  the  appe- 
tite, creating  a serious  problem  for 
the  physician. 

Attractive  to  the  palate  and  well 
liked  by  all  patients,  New  Improved 
Ovaltine  is  a valuable  means  of  en- 
hancing the  nutritional  state.  The 
recommended  three  glassfuls  daily, 
mixed  with  milk*  according  to  di- 
rections, provide  2578  I.U.  vitamin 
A,  302  I.U.  vitamin Bb  491  Sherman- 


Bourquin  units  vitamin  G,  327  I.U. 
vitamin  D,  1.05  Gm.  calcium,  0.903 
Gm.  phosphorus,  8.9  mg.  highly 
available  iron,  and  0.75  mg.  copper, 
together  with  readily  digested  pro- 
tein, fat,  and  carbohydrate. 

Thus  a large  percentage  of  the 
daily  requirements  of  many  essen- 
tial nutritional  factors  is  satisfied. 
The  state  of  improvement  which  usu- 
ally follows  hastens  return  of  the 
appetite,  and  encourages  more  hearty 
eating.  Ovaltine  is  advantageously 
served  as  a beverage  with  meals,  and 
as  a between-meal  snack. 

*Based  on  average  reported  values  for  milk. 


NEW  IMPROVED 


2 KINDS  — PLAIN  AND  CHOCOLATE  FLAVORED 

Ovaltine  now  comes  in  2 forms — plain,  and  sweet  chocolate  flavored. 
Serving  for  serving,  they  are  virtually  identical  in  nutritional  value. 

• • • 

Physicians  are  invited  to  send  for  a supply  of  individual  servings  of  New  Improved 
Ovaltine.  The  Wander  Company,  360  North  Michigan  Avenue,  Chicago,  Illinois. 
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Ritter  Equipment  Co.,  Inc.,  Rochester,  N.  Y. 


the  success  of  THESODATE  (Brewer) 

(Original  enteric  coated  tablet  of  Theobromine  Sodium  Acetate) 

is  due  to  these  factors: 

1.  It  is  Clinically  Proven 

2.  It  is  effectively  Enteric  Coated 

3.  It  is  decidedly  Less  Expensive. 

Indicate  « in  treatment  of  coronary  artery  disease  and  edema. 

Dosage:  One  7V2  gr.  tablet  4 times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription,  in  7V2  gr.  tablets  with  or  without  Phcnobarbital 
(1/ 2 gr.),  or  33/4  gr.  tablets  with  or  without  Phcnobarbital  (Vi  8r-J 
100  per  bottle. 

Samples  and  literature  on  request 

BREWER  & COMPANY,  INC.  Worcester , Mass. 

PHARMACEUTICAL  CHEMISTS  SINCE  1852 
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THE 

RESEARCH 

BEHIND 


FURMERANE 

GOING  far  beyond  the  "test-tube”  stage,  Furmerane  has  demon- 
strated its  germicidal  activity  under  rigid  conditions  identical 
with  those  encountered  in  clinical  practice. 

Furmerane  is  a powerful  antiseptic  in  the  presence  of  serum  and 
exudates,  on  the  skin,  in  open  wounds  and  on  mucous  surfaces. 

The  safety  factor — freedom  from  tissue  irritation  in  effective  con- 
centrations— is  one  of  the  distinctive  features  of  Furmerane  in  addi- 
tion to  its  potent  bactericidal  and  bacteriostatic  properties. 

FURMERANE 

(2-Hydroxy-mercuri  Furan) 

Antiseptic  for  General  Use 

TINCTURE  1:400  SOLUTION  1:3000 

Both  forms  are  supplied  in  4-oz.,  pints  and  gallons 


New  York 


Write  for  descriptive  literature 


dj.  <Z ScurSeyir^o. 

Ethical  Pharmaceuticals  Since  1888 

CHICAGO 


Kansas  City 


San  Francisco 
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(DUE  TO  NEISSERIA  GONORRHEAS) 


Of! I 


ilver  Picrate, 
Wyeth,  has  a convincing  record  of 
effectiveness  as  a local  treatment  for 
acute  anterior  urethritis  caused  by 
Neisseria  gonorrheae.1  An  aqueous 
solution  (0.5  percent)  of  silver  pic- 
rate or  water-soluble  jelly  (0.5  per- 
cent) are  employed  in  the  treatment. 


A complete  technique  of  treatment  and  literature  will  be  sent  upon  request 


* Silver  Picrate  is  a definite  crystalline  compound  of  silver  and  picric  acid. 
It  is  available  in  the  form  of  crystals  and  soluble  trituration  for  the  prepara- 
tion of  solutions,  suppositories,  water-soluble  jelly,  and  powder  for  vaginal 
insufflation. 


1.  Knight,  F.,  and  Shelanski, 
H.  A.,  "Treatment  of  Acute  Ante- 
rior Urethritis  with  Silver  Picrate,” 
Am.  J.  Syph.,  Gon.  & Ven.  Dis., 
23,  201  (March),  1939. 


JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA 
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xdemctrk  Reg.  U.  S.  Pat.  Oif.  & Canada 
Brand  oi  VITAMIN  B COMPLEX 

Contains  vitamins  Bn,  B2(G),  Bt, 
nicotinic  acid  and  filtrate  factor 


syrup 


POTENCY  OF  DECLARED 


ELIXIR 

Each  teaspoonful 
<5  cc.)  contains 


Each  teaspoonfu] 
(5  cc.)  contains 


Vitamin  B 


FACTORS 


tablet^? 

CAPSULES 


Each  tablet  or 
capsule  contains 


T°;75  mg.  (250 
U S.P.  or  inter- 
national units) 


Vitamin  B,(G)  son  „ 

' gammas 
(200  Bourquin- 
Sherman  units) 

Vitamin  B.*  j onn  ^ 

6 I 300  gammas 

Nicotinic  Acid  8 mg. 

Filtrate  Factor  j 54  Jukes- 

Lepkovsky  unitsi 


1-5  mg.  (50°  0.375  mg.  (125 

U.5.P.  or  inter-  TJSP  * * 

oationaJuniisj  J&SSJJ 

Star 

quin-Sher- 

man  units)  Sherman  units) 

675  gammas  J 100  gammas 
9m*  I 4 mg. 

kl°vJ£eS'Lepl  20  lukes- 
Wky  units  LepkoySkvur 


DAILY  dosage 


Prophylactic 

Children 

Adults 

Therapeutic* 


EDXIR  OR 
SYRUP 


M >/2 

teaspoonfuls 
2 teaspoonfuls 
1-2 

tablespoonfuls  I 


tablets  or 
CAPSULES 


ciency  larger  amounts  are  prescribed.  In  acute 
pellagra,  treatment  may  be  supplemented  by  nicotinic  acid. 


783  M 
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A COMPREHENSIVE  STOCK  IN 

MACY  S PRESCRIPTION  DEPARTMENT 


Every  classification  of  fine  quality  drugs  and  chemicals  com- 
prising thousands  of  items  is  maintained  in  stock  at  all  times. 

Rapid  turnover  of  this  stock,  stored  in  the  most  efficient  equip- 
ment under  ideal  conditions  insure  the  use  of  therapeutically  potent 
materials. 


Macy’s  Prescription  Department  offers  highest  quality  materials 
and  workmanship  to  the  patient  at  modest  cash  prices. 

Macy’s  Prescription  Department — Street  Floor 


INDEX  TO  ADVERTISERS  AND  ADVERTISED  PRODUCTS 

{Continued  from  page  1516 ) 
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IN  WHOOPING  COUGH 


ELIXIR  BROMAURATE 

IS  A UNIQUE  REMEDY  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSISTENT 
COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 or  4 hoars. 
gMBSBSHBBB^HBM  GOLD  PHARMACAL  CO.,  New  York 
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S VERDICT.. 

11 


As  of  1941 , the  verdict  on  Vitamin  B stands  as  follows — 

The  Whole  Natural  B Complex  is  therapeutically  more  effec- 
tive than  any  combination  of  synthetics. 

For  the  Whole  Natural  B Complex  in  convenient  capsule 
form,  prescribe 


BEZON 


Trade  Mark 


Each  capsule  contains  all  the  identified  and  unidentified  frac- 
tions of  the  B Complex: 


Thiamin 
Riboflavin 
Nicotinic  Acid 
Pyridoxine 
Pantothenic  Acid 


(Vitamin  Bx) 
(Vitamin  G) 
(P-P  Factor) 
(Vitamin  B6) 
(Filtrate  Factor) 


1000  micrograms 
1000  micrograms 
150  micrograms 
35  micrograms 
225  micrograms 


together  with  all  the  other  known  members  of  the  Natural  B Complex. 

BEZON  is  available  in  bottles  of  30  capsules — a month's  supply. 

Made  by  the  manufacturers  of  Ertron. 

Products  of  Nutrition  Research  Laboratories  are 
promoted  only  through  the  medical  profession. 

NUTRITION  RESEARCH  LARORATORIES 

4210  PETERSON  AVENUE  . CHICAGO,  ILLINOIS 


Nutrition  Research  Laboratories 

4210  Peterson  Ave.,  Chicago,  Dept.  N.  Y.  8-41 

Gentlemen : 

Please  send  me  professional  sample  of  Bezon. 


Dr. 


Address 
City.  . . . 


State . 
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POMFRAX 

In  the  Diarrheas 
of  Children 


The  use  of  pectin  in  the  treatment  of  func- 
tional diarrhea  is  now  firmly  established. 
Swelling  by  absorption  of  water,  it  forms 
a colloidal  gel  which  adsorbs  toxins  and  bacteria, 
and  which  exerts  a demulcent,  protective  influence 
on  the  inflamed  mucosa.  Pomfrax  contains  a com- 
paratively large  percentage  of  apple  pectin,  together 
with  10  per  cent  of  highly  refined  colloidal  kaolin, 
and  dextrose.  Pomfrax  quickly  controls  the  diarrhea 
of  infants  and  children;  it  is  also  effective  in  the 
enteritis  following  the  ingestion  of  impure  food  or 
drinking  water  and  the  diarrhea  which  frequently 
precedes  influenza  and  other  respiratory  infections. 


Pomfrax  is  available  through  all 
pharmacies  in  2 Vi  and  6 ounce 
bottles.  Sample  and  literature 
sent  to  physicians  on  request. 


GEORGE  A.  BREON  & CO.,Inc 


<g>u 


arm  ace  u 


It  cal  @h 


emtsts 


KANSAS  CITY,  MISSOURI 
NEW  YORK*  LOS  ANGELES  • ATLANTA  • SEATTLE 
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is  your  copy  of  the  familiar  Medical  Directory  of 
New  York,  New  Jersey  and  Connecticut  in  which  is 
included  the  Classified  Directory  of  Accepted  Medical 
Products  and  Services  printed  on  buff  colored  pages. 


CO»NicT,CVT 


o 


. . . 


you  may  carry  this  section 
listing  accepted  medical 
products  and  services  bound 
separately  in  a convenient 
size  without  the  1,000  or 
more  pages  of  general  Di- 
rectory. It  is  a most  handy 
reference  guide  on  products 
and  services  so  that  you 
may  have  this  information 
available  when  you  really 
need  it. 


accepTed 

Medi?>l  Products 
and  Service** 


' “nd  C™.c„lc, 


A LIMITED  NUMBER  OF  REPRINTS  ARE  STILL  AVAILABLE 
25*  EACH  WHILE  THEY  LAST ! 

Please  send  remittance  with  your  order  to 

MEDICAL  DIRECTORY  OF  NEW  YORK,  NEW  JERSEY  AND  CONNECTICDT 

280  Madison  Ave.,  N.  Y.  City  MUrray  Hill  5-8140 
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“DON’T  SMOKE”  is  advice 

hard  for  patients  to  swallow. 
May  we  suggest  ^SMOKE 

PHILIP  MORRIS”  instead? 

Tests  showed  3 out  of  every 
4 cases  of  smokers’  cough 
cleared  on  changing  to  Philip 
Morris.  May  we  send  you  the 
studies  themselves ? 


PHILIP  MORRIS  & CO.  LTD.,  INC.,  119  FIFTH  AVENUE,  NEW  YORK 

Please  send  me  copies  of  the  reprints  checked. 

□ Proc.  Soc.  Exp.  Biol,  and  Md.,  1934,  32,  241-245— 

" Pharmacology  of  Inflammation:  III.  Influence  of  Hy- 
groscopic Agents  on  Irritation  From  Cigarette  Smoke.” 

□ N.  Y.  State  Jour.  Med.  1935,  35-No.  11,590— 

"Irritating  Properties  of  Cigarette  Smoke  as  Influenced 
by  Hygroscopic  Agents.” 

NAME 

ADDRESS 

CITY STATE 

AMA 
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□ Laryngoscope,  1935,  XLV,  No.  2,  149-154 — "Some 
Clinical  Observations  on  the  Influence  of  Certain 
Hygroscopic  Agents  in  Ggarettes.” 

□ Laryngoscope,  1937,  XL VII,  58-60 — "Further  Clinical 
Observations  on  the  Influence  of  Hygroscopic  Agents 
in  Cigarettes.” 
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s 

CORNERSTONES 

Only  through  ability  to  establish  and 
maintain  high  standards  and  to  contribute 
new  and  useful  products  for  the  control  of 
disease  can  a pharmaceutical  manufacturer 
become  a helpful  factor  in  world  medicine. 


VACATION  HAZARD 

Vaccination  with  ‘TyphoraP  (Oral  Typhoid  Vaccine,  Lilly) 
gives  protection  against  typhoid  without  the  discomfort  of 
severe  systemic  reactions.  One  pulvule  of  ‘TyphoraP  is  taken 
with  a drink  of  water  on  an  empty  stomach  three  successive 
mornings  one  hour  before  eating.  Supplied  in  single-immuni- 
zation packages  and  in  ten-immunization  packages. 

Eli  Lilly  and  Company 

Principal  Offices  and  Laboratories , Indianapolis , Indiana , U.  S.  A. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1941  by  the  Medical  Society  of  the  State  of  New  York 

VOLUME  41  AUGUST  1,  1941  NUMBER  15 


Editorial 


Rehabilitation 

“Registrants,”  said  Brigadier  General 
Hershey  on  May  23  of  this  year,  “owe  a 

duty  to  their  government  for  service 

That  obligation  calls  for  the  service  of  a 
whole  man — a man  entirely  alive — a 
healthy,  strong,  well-developed  man.  It 
is  the  duty  of  the  registrant  faced  with 
this  responsibility,  to  use  every  means 
available  to  make  himself  fit  to  serve.” 

In  these  words  General  Hershey  states 
clearly  and  unequivocally  the  concept 
that  every  citizen  has  an  obligation  to 
perform  his  military  duty  and  that  no 
citizen  should  be  permitted  by  reason  of 
curable  defect  or  infirmity  to  hide  behind 
such  defect  or  infirmity  to  avoid  this 
obligation. 

The  question  here  raised  is  of  the  ut- 
most gravity.  No  one  will  deny  that  the 
public  interest,  the  public  safety  is 
paramount.  No  one  will  deny  that 
especially  in  a time  of  unlimited  national 
emergency  the  means  to  this  end  are 
justifiable.  The  government  is  requiring 
every  qualified  registrant  to  place  his  fife 
in  jeopardy  in  the  interest  of  national 
defense.  But  what  does  government  re- 
quire of  the  physically  disqualified?  Of 
those  men  classified  as  1-B?  Or  4-F? 

Medical  Bulletin  No.  5,  June  30,  1941,* 
prepared  by  the  Medical  Division,  New 
York  City  Selective  Service  Adminis- 
tration, under  the  direction  of  Samuel  J. 
Kopetzky,  Colonel,  M.C.,  Medical  Direc- 
tor, has  this  to  say:  “From  a standpoint 
of  rehabilitation,  a considerable  number 


a Military  Duty 

of  men  in  4-F  will  be  found  to  have  defects 
which  medical  therapy  could  correct  and 
render  them  fit  for  full  military  duty. 
Furthermore,  there  will  be  found  many 
classified  in  1-B  who  are  absolutely  be- 
yond the  efforts  of  any  medical  care  to 
render  them  fully  competent  for  full 
military  duty.” 

When  the  facts  are  fully  known  as  to 
how  many  men  in  these  classes  can  be 
rehabilitated  by  medical  or  surgical 
treatment,  how  many  can  be  made  avail- 
able for  “full  military  duty,”  what  then? 
You  have  read  above  the  attitude  of 
Selective  Service  authorities  as  voiced  by 
General  Hershey  that  it  is  the  “ duty  of  the 
registrant  faced  with  this  responsibility, 
to  use  every  means  available  to  make  him- 
self fit  to  serve.”  And  if  the  registrant 
does  not  see  it  that  way,  what  then? 

The  Bulletin  says:  “.  . . . an  effort  was 
made  by  this  Headquarters  to  try  a vol- 
untary experiment  in  the  area  of  one 
Local  Board  in  Queens  County  where 
ancillary  organizations  were  integrated  to 
help  the  registrants  rejected  to  quickly 
and  easily  secure  medical  service  to  re- 
lieve remediable  deficiencies.  This  effort 
has  been  going  on,”  says  Colonel  Ko- 
petzky, “for  two  months,  but  I note  no 
marked  reaction  accompanying  this  ef- 
fort.” 

Physicians  have  contended  from  ex- 
perience that  many  people  would  refuse 
medical  care  however  readily  and  easily 
it  was  made  available — even  if  it  were 
put  upon  their  very  doorsteps.  But,  on 
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the  other  hand,  many  others  interested 
sincerely  in  the  betterment  of  the  public 
health  have  thought  otherwise  and  have 
said  so. 

Now,  apparently,  further  attempts  are 
to  be  made  to  secure  reliable  evidence  on 
this  point,  according  to  the  Bulletin. 
“At  each  Local  Board  there  will  be  one 
of  these  volunteer  social  workers  who 
will  make  contact  with  the  registrants 
classified  in  both  1-B  and  4-F.  A blank 
has  been  prepared  which  the  registrant 
will  fill  out  with  the  aid  and  assistance  of 
the  social  worker.  On  this  blank,  among 
other  things,  the  registrant  will  be  asked : 

Will  you  accept  remedial  therapy 

Disease  Is 

We  now  five  in  a state  of  unlimited 
national  emergency.  Why?  To  many 
people,  including  some  physicians  unfor- 
tunately, these  words  “unlimited  na- 
tional emergency”  are  as  the  laughter  of 
fools  signifying  nothing,  being — as  yet — 
unaccompanied  by  audible  sound  and 
fury.  But  to  others  they  have  a sinister 
meaning.  They  are  a national  dedication 
to  a new  way  of  life,  not  as  formerly  to 
peace  and  happiness  but  to  war  and  de- 
struction. They  warn  that  the  current  of 
a great  civilization  has  been  abruptly 
reversed. 

The  frightful  spectacle  of  European  de- 
struction which  we  have  been  observing 
from  afar  with  foreboding  has  appeared, 
and  to  some  still  appears,  to  be  only 
another  war;  war  which  has  always  been 
frightful,  destructive,  but  which  we  have 
known  before  and  shall  see  again  in  the 
days  of  our  years.  Many  behold  it  with 
the  eyes  of  Peter  Ball1  to  whom: 

“A  primrose  by  the  river’s  brim 
“A  yellow  primrose  was  to  him, 
“And  it  was  nothing  more.” 

But  is  this  only  war?  This  European 
thing?  Look  at  it  more  carefully, 
physicians!  You  have  trained  eyes.  Do 
you  see  nothing  more  than  just  another 
war?  Or  do  you  see  something  else?  A 

1 Peter  Ball;  W.  Wordsworth;  Part  I;  Stan.  12. 


from  your  own  private  physicians? 
Give  name  of  your  private  physician. 

If  you  are  unable  to  employ  a pri- 
vate physician  will  you  use  existing 
facilities  in  hospitals,  voluntary  or 
municipal,  which  have  extended  their 
facilities  for  this  work  to  you,  to  have 
your  defects  corrected? 

This  procedure  should  yield  statistics 
which  will  end  all  conjecture  and  con- 
troversy as  to  the  facts.  When  these 
are  definitely  established,  further  con- 
sideration of  rehabilitation,  or  prehabili- 
tation,  for  registrants  may  properly 
follow  a course  to  be  determined  when 
and  after  the  facts  are  known. 

Our  Business 

sickness  perhaps,  a deadly  social  malady 
of  which  the  war  is  the  festering  ulcer? 
Do  you  suppose  this  sickness  is  responsible 
for  the  fact  that,  here  in  America,  we  now 
live  in  a state  of  unlimited  national 
emergency?  If  so,  what  do  you  know 
about  this  sickness?  Have  you  studied 
it?  What  do  you  know  about  it? 

Medicine  is  not  interested  in  war  as 
war.  It  is  the  plaything  of  ambitious 
politicians.  But  disease,  sickness,  is  our 
business.  We  should  know  about  that. 
If  war  comes  to  us,  Medicine  can  and 
will  provide  capable  medical  officers  to 
the  armed  forces;  it  has  done  this  be- 
fore; it  can  do  so  again.  Wars  come  and 
go.  But  what  of  the  disorders  beneath? 
What  of  the  social  maladies?  What  of 
these  things,  these  diseases,  which  have 
produced  “that  bad  man”  with  his 
ulcerous  total  war?  Are  you  studying 
those  diseases,  physicians?  Has  Medicine 
sufficiently  interested  itself  in  these 
things?  Has  it  studied  them  scientifi- 
cally? Has  it  contributed  to  their  relief 
and  cure?  Sickness  is  the  business  of 
Medicine.  These  social  maladies  have  not 
fallen  upon  us  like  a sudden  epidemic  of 
influenza.  They  have  been  with  us  for 
a long  time. 

But  because  they  did  not  break  out 
with  rashes  or  have  vomiting  spells  or 
protruding  eyeballs  they  were  not  recog- 
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nized  always;  many  did  not  and  perhaps 
do  not  consider  them  to  fall  within  the 
proper  sphere  of  traditional  medicine; 
but  there  they  are,  and  they  cannot  be 
wished  away.  Some  of  these  diseases  were 
mere  ideas  in  their  inception  not  so  long 
ago,  little  ideas  which,  in  an  environment 
of  want,  loose  thinking,  and  neglect, 
flourished  in  those  areas  of  cities  long  ago 
abandoned  by  the  medical  schools.  Some 
of  those  dirty  little  ideas  with  running 
noses  are  now,  with  the  passage  of  time, 
large  ideologies.  Are  you  studying  them, 
physicians?  You  are  no  more  immune 
from  these  social  diseases  than  the  rest  of 
the  population.  They  have  grown,  those 
diseases  and  the  ideologies  which  were 
once  little  ideas,  until  they  have  crowded 
this  Nation  to  the  very  brink  of  war  as 


the  only  remedy  available;  they  have 
grown  until  they  have  reversed  the  whole 
current  of  our  civilization,  until  “we  have 
on  our  hands  today  ....  a war  without  a 
definite  prospect  of  peace”  because  “the 
enemy  does  not  recognize  peace  as  we 
know  it;  and  we  ourselves  cannot  define 
it.”2 

It  appears  to  be  imperative  that  Medi- 
cine should  broaden  its  concept  and  study 
to  include  those  diseases  of  society,  those 
social  disorders  among  which  it  must  five 
and  move  and  have  its  being.  To  neglect 
this  study  is  to  invite  oblivion,  or 

“Is  it  nothing  to  you,  all  ye  that  pass 
by ?”3 


* Fortune  24:  No.  1,  34. 

3 Lamentations  I:  12. 


Eternal  Vigilance 


It  is  a fixed  policy  of  the  Medical 
Society  of  the  State  of  New  York  to 
safeguard  the  modes  of  medical  practice 
which  have  secured  to  the  communities 
of  the  state  its  present  high  level  of 
health.  These  modes  of  practice,  pro- 
viding preventive,  curative,  and  public 
health  measures,  have  been  the  outcome 
of  a slow  but  reliable  method  of  trial  and 
error  by  which  the  proved  good  has  been 
retained  and  the  unworkable  or  undesir- 
able has  been  thrown  out. 

Now  it  is  inevitable  and  inescapable 
that  under  the  banner  of  National  De- 
fense, and  because  of  the  pressure  of  lack 
of  time  for  full  debate  and  inquiry,  many 
propositions  will  arise  from  diverse  quar- 
ters— proposals  to  inaugurate  new  medical 
services  or  to  expand  existing  ones  in  the 
service  of  the  communities.  Some  of 
these  proposals  may  be  good,  others  bad; 
only  time  and  experience  can  de- 
cide. 

The  1941  meeting  of  the  House  of 
Delegates  declared:  “It  is  the  expressed 
policy  of  the  Medical  Society  of  the  State 
of  New  York  that,  at  their  introduction, 
the  temporary  nature  of  necessary  health 
measures  be  stressed  as  they  are  developed 


and  that  no  general  program  shall  be  ap- 
proved coming  under  the  terms  of  ‘part 
of  the  Defense  program’  which  would 
permanently  change  the  nature  and  mode 
of  the  present  method  of  medical  prac- 
tice.” 

This  is,  in  effect,  a mandate  to  the 
legislative  committee  to  exercise  in  the 
future  more  than  its  usual  vigilance  in 
scrutinizing  and  analyzing  all  Federal 
and  state  bills  which  might  constitute 
part  of  the  Defense  Program  and  to  ap- 
praise their  medical  significance.  The 
tendency  among  legislators  is  to  enact 
such  legislation  loosely  as  is  asked  for  by 
the  administration  without  writing  in 
any  limitation  as  to  time  of  expira- 
tion. 

A noteworthy  example  is  the  Recon- 
struction Finance  Corporation.  It  was 
created  by  Congress  to  make  distress 
loans  to  agriculture,  business,  and  bank- 
ing under  the  Hoover  administration — 
and  for  the  duration  of  the  emergency  only. 
Simply  that  and  nothing  more.  It  is 
still  going.  Of  itself  and  through  its 
creatures  it  is  interested  in  nearly  every 
kind  of  business  there  is.  Senator  Adams 
said  of  it  “that  under  the  bill  the  RFC 
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could  enlist  and  drill  an  Army  ....  if  they 
assert  it  is  in  the  interest  of  national 
defense.” 

We  cannot  urge  too  strongly  that  the 
mass  of  coming  legislation  be  carefully 


combed  by  the  legislative  committee  for 
amendments  and  riders  which  often  con- 
stitute the  rent  in  the  fabric  through 
which  the  camel  eventually  enters  the 
tent. 


District  Branch  Meetings 


Arrangements  have  now  been  com- 
pleted for  the  annual  meetings  of  the 


District  Branches. 

Date 

Branch 

Where  Held 

Sept.  18 

Sixth 

Bassett  Memorial  Hos- 
pital, Cooperstown 

Sept.  23 

Fifth 

Syracuse 

Sept.  25 

Seventh 

Oak  Hill  Country  Club, 
Rochester 

Sept.  26,  27 

Fourth 

Lake  Placid  Club,  Lake 
Placid 

Sept.  30 

Third 

Catskill 

Oct.  2 

Eighth 

Jamestown 

Oct.  8 

First 

Mt.  Sinai  Hospital, 
New  York  City 

Nov.  12 

Second 

Garden  City  Hotel, 
Garden  City,  Long 
Island 

In  these  rapidly  moving  times  it  be- 
hooves the  membership  of  the  State 
Society  to  attend  these  meetings  and  to 
profit  by  the  programs  which  this  year 
will  be  of  exceptional  interest  and  time- 
liness. 

We  therefore  publish  at  this  time  the 
schedule  of  these  meetings  in  order  that 
you  may  note  the  dates  and  locations. 
You  may  not  say  that  you  have  not  been 
notified  well  in  advance.  Of  course, 
you  may  not  read  your  Journal — that 
can  happen  to  anyone — but  the  Editors 
hope  that  few  will  fall  into  this  category. 
It  is  to  be  hoped  that  the  attendance  at 
these  meetings  will  break  preceding  rec- 
ords. Make  a note  now;  delay  is  fatal. 


Special  Article 

Military  Medicine  in  New  York  State  Army  Posts  and  Camps 


Foreword 

MUCH  has  been  published  about  men  dis- 
qualified under  the  Selective  Service  Act 
for  full  military  duty.  Little,  however,  has 
been  said  about  the  men  who  have  been  ac- 
cepted. What  are  they  doing?  How  and 
where  are  they  being  cared  for  medically? 
What  problems  have  been  created  by  the  new 
camps  and  the  rapid  expansion  of  old  military 
posts  in  the  State  of  New  York? 

Because  it  was  felt  that  this  information 
would  interest  readers  of  the  Journal,  the 
editors  set  out  to  discover  what  they  could. 
Through  the  courtesy  of  the  military  authori- 
ties of  the  Second  Corps  Area,  visits  were  made 
to  Plattsburg  Barracks,  Fort  Ontario,  Madi- 
son Barracks,  and  Pine  Camp,  where  they  were 
received  with  every  courtesy  and  where  every 
facility  was  placed  at  their  disposal  to  visit 


the  hospitals.  The  following  is  an  account  of 
what  they  observed. 

General  Conditions 

At  the  posts  and  camps  visited  the  hospitals 
are  adequate  in  size  and  well  equipped  with 
the  most  recent  mechanical,  electrical,  and 
other  professional  apparatus.  Drugs  and  other 
expendable  supplies  are  well  stocked.  Build- 
ings, even  where  old,  are  scrupulously  clean 
and  evidence  of  recent  painting  is  seen  every- 
where. In  some,  designed  for  smaller  per- 
sonnel, mess  halls  have  been  found  inadequate, 
but  new  construction  or  rearrangement  of 
rooms  for  this  purpose  is  being  carried  out. 

The  hospitals  are  being  conducted  with  well- 
organized  services  in  medicine  and  surgery 
and  with  most  of  the  special  services,  such  as 
eye,  ear,  nose  and  throat,  urology,  x-ray, 
psychiatry,  etc.,  represented.  The  staffs  are 


August  1,  1941] 


EDITORIAL 


1529 


in  most  cases  up  to  full  complement.  Every- 
where we  observed  a great  alertness  and  en- 
thusiasm for  their  work  on  the  part  of  the  per- 
sonnel, both  officer  and  enlisted.  It  must  be 
considered  that  most  of  the  officer  personnel 
have  been  on  their  present  assignments  less 
than  a year  and,  more  often,  less  than  six 
months.  It  is  a tribute  to  the  profession  and 
to  the  high  quality  of  their  training  that,  con- 
sidering the  short  length  of  time  they  have 
worked  together,  the  morale,  teamwork,  and 
the  overall  efficiency  of  the  staffs  are  at  once 
noted  by  the  observer. 

In  camps  and  posts  the  function  of  the  hos- 
pital is  to  provide  medical  service  for  (1)  the 
permanent  garrison;  (2)  the  National  Guard 
units  (now  federalized),  which  are  stationed 
there  for  training;  (3)  the  inductees  as  they 
become  assigned  to  these  units;  (4)  the  CCC 
men  operating  within  the  area  served  by  the 
camp  or  post;  and  (5)  such  R.O.T.C.  units  as 
may  be  assigned  there  for  training  in  the 
summer. 

No  civilians  are  accepted  for  treatment  ex- 
cept (1)  those  who  are  permanently  employed 
at  the  post  or  camp  as  civilian  employees  or 
(2)  accident  and  emergency  cases  occurring  on 
or  adjacent  to  the  post.  First  aid  is  rendered 
when  required,  and  the  case  is  then  referred 
to  a civilian  physician  or  nearby  hospital. 

At  least  eight  hours  of  active  duty  are  re- 
quired except  for  the  medical  officer  of  the  day, 
who  is  on  duty  for  the  full  twenty-four.  His 
duties  combine  both  medical  and  administra- 
tive detail.  Each  regiment  stationed  in  the 
area  has  and  operates  its  own  infirmary  with 
its  own  medical  officers  and  enlisted  personnel, 
where  sick  call  is  held  and  cases  are  disposed  of 
either  by  admission  to  the  hospital  or  return 
to  “quarters”  or  “duty.”  There  is  no  status 
of  “light  duty.”  The  Army’s  policy  is  that  a 
soldier  is  either  fit  for  duty  or  should  be  hos- 
pitalized; the  carrying  of  patients  “in  quart- 
ers” is  discouraged. 

Chief  nurses  have  the  relative  rank  of  first 
lieutenant  and  ward  nurses  the  relative  rank 
of  second  lieutenant.  Their  duties  are  similar 
to  those  of  nurses  in  similar  capacity  in  civil 
hospitals.  Ward  attendants  do  many  of  the 
arduous  duties  ordinarily  required  of  ward 
nurses  in  such  hospitals. 

Your  editors  ate  at  the  officers’  mess;  the 
food  was  sufficient  in  quantity  and  of  good 
quality.  They  visited  hospital  kitchens;  the 
enlisted  men’s  food  was  good  and  substantial. 
In  most  places  special  diet  kitchens  were  either 
in  preparation  or  actually  functioning  where 
needed. 


Who  Is  Treated  for  What? 

It  is  important  to  visualize  what  is  going  on 
in  this  training  period  in  order  properly  to 
evaluate  the  function  of  the  Army  station 
hospital.  Into  these  posts  and  camps,  ex- 
panded by  the  addition  of  new  barracks, 
streets,  and  sanitary  facilities,  have  come  all 
kinds  of  units — infantry,  artillery,  coast  guard 
(anti-aircraft) — in  all  stages  of  mechanization 
with  their  light  and  heavy  tanks,  their  new 
reconnaissance  cars,  light  and  heavy  trucks, 
motorcycles,  etc.  The  trainees  first  have 
thirteen  weeks  of  basic  training  and  then  com- 
mence specialized  training.  Thus,  in  addition 
to  the  ordinary  expectancy  of  infectious  dis- 
eases— infections  of  the  upper  part  of  the 
respiratory  tract,  measles,  mumps,  and  scarlet 
fever — must  be  added  the  possibility  of  casual- 
ties and  other  injuries.  Men  in  the  camps  and 
posts  visited  come  from  New  York  State 
principally,  but  some  are  from  the  Middle 
West.  Nearly  all  of  the  officer  personnel  of 
the  hospitals  is  derived  from  New  York  and 
New  Jersey. 

Acute  surgical  cases  are  usually  handled  at 
the  post  or  camp  hospital.  Elective  surgery, 
fractures  of  long  bones  and  vertebrae,  and 
cases  that  require  more  than  sixty  days  of 
hospitalization  ordinarily  are  transferred  to  a 
general  hospital.  In  spite  of  this,  plenty  of 
work  exists,  and  medical  officers  stationed  at 
these  posts  and  camps  should  not  lose  their 
technical  skill  and  training.  It  must,  of  course, 
be  realized  that  the  vast  bulk  of  the  patients 
come  from  a rigorously  selected  and  carefully 
hardened  group  of  young  men,  with  the  excep- 
tion of  an  occasional  civilian  employee  who  is 
injured  on  reservation  and  cannot  be  moved  to 
a civilian  hospital  and  also  a few  veterans  oc- 
cupied on  CCC  projects.  This  necessarily 
limits  to  a certain  extent  the  variety  of  medical 
and  surgical  conditions  to  be  encountered  on 
the  one  hand,  while  the  nature  of  the  training 
and  the  increasing  mechanization  of  the  Army 
are  creating  some  new  and  interesting  prob- 
lems. 

Problems  in  Sanitation  and  Public 
Relations 

The  influx  into  various  communities  of  large 
numbers  of  young  men  is  bound  to  create  a 
number  of  problems.  The  Army  pays  once  a 
month,  and  the  purchasing  power  of  the  men 
rises  to  a sharp  peak.  This  is  conducive  to  a 
concentrated  form  of  recreation,  although  it  is 
controlled  by  judicious  use  of  the  pass  privi- 
lege. In  the  towns  and  villages  adjacent  to 
the  camps  and  posts  that  we  observed,  the 
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utmost  order  was  maintained  by  the  local 
authorities  operating  in  conjunction  with  the 
military  police. 

The  recreation  problem  outside  the  camps 
is  now  being  taken  over  by  the  United  Service 
Organization.  While  not  strictly  a concern  of 
military  medicine,  it  does  have  a bearing  upon 
physical  and  mental  health.  Opportunity  for 
recreational  activities  exists  in  local  moving- 
picture  houses,  the  Y.M.C.A.,  and  various 
athletic  sports. 

Venereal  disease  seems  to  be  well  under  con- 
trol due  to  the  excellent  cooperation  between 
the  civil  and  military  authorities.  Prophylac- 
tic stations  are  always  accessible.  The  opinion 
was  expressed  that  venereal  disease  in  the  Army 


is  on  the  decrease.  This  appears  to  be  partly 
due  to  the  educational  campaigns  carried  on 
by  various  interested  organizations.  It  must 
also  be  said  in  fairness  that  the  inductees  rep- 
resent an  intelligent  group  of  men.  Public 
health  education  has  made  great  strides  since 
the  last  war,  the  Boy  Scout  movement  has  de- 
veloped, and  common  sense  in  public  educa- 
tion has  been  progressive,  and  apparently  ef- 
fective, with  respect  to  the  general  average  of 
literacy.  The  radio,  too,  must  be  credited 
with  its  share  in  promoting  health  education. 
All  of  these  considerations  have  weight,  to- 
gether with  the  campaign  ceaselessly  waged  by 
the  Medical  Corps,  in  reducing  the  incidence 
of  venereal  disease  in  the  posts  and  camps. 


Correspondence 

Headquarters  Second  Corps  Area 
Office  of  the  Surgeon 
Governors  Island,  N.  Y. 

Corps  Areas  and  Naval  Districts  will  be  pub- 
lished upon  resumption  of  the  school. 

This  announcement  is  submitted  for  the  in- 
formation of  the  members  of  the  Medical  Society 
of  the  State  of  New  York. 

Very  truly  yours, 
C.  M.  Walson, 
Colonel , Medical  Corps , Surgeon 


July  10,  1941 

To  the  Editor: 

According  to  information  received  from  the 
Surgeon,  Seventh  Corps  Area,  the  Director  of 
the  Mayo  Foundation  has  announced  that  the 
Medicomilitary  Inactive  Status  Training  Ses- 
sion of  the  Mayo  Foundation,  scheduled  for 
October  5 to  October  19,  1941,  will  be  suspended 
during  the  present  emergency.  Notice  through 


„ ERRATA 

TN  THE  article  on  Medical  Libraries  in  the  State  of  New  York,  published  in  the  Jour- 
•E  nal  on  May  15,  two  libraries  were  confused:  the  Library  of  the  Division  of  Labora- 
tories and  Research  of  the  New  York  State  Department  of  Health  in  Albany,  and  the 
National  Health  Library  in  New  York  City. 

The  National  Health  Library  in  New  York  City  is  supported  primarily  by  member 
agencies  of  the  National  Health  Council,  which  coordinates  the  work  of  seventeen  na- 
tional voluntary  health  associations.  The  library  collection  emphasizes  public  health 
and  preventive  medicine  rather  than  purely  medical  subjects.  An  index  to  current 
periodical  literature  in  the  field  of  public  health  is  issued  weekly  for  a small  annual  sub- 
scription. Members  of  the  organizations  supporting  the  library,  and  others  paying  a 
nominal  fee,  are  entitled  to  the  privileges  of  the  library.  The  library  receives,  by  ex- 
change or  gift,  about  500  magazines  and  the  annual  users  number  about  1,000. 

The  Library  of  the  Division  of  Laboratories  and  Research  of  the  New  York  State  Depart- 
ment of  Health  in  Albany  is  maintained  for  the  staff  of  the  central  laboratory  in  Albany 
and  the  Branch  laboratory  in  the  City  of  New  York;  in  addition,  consultation  services 
are  available  to  127  laboratories  of  the  state  that  are  approved  for  bacteriologic  and 
pathologic  examinations.  The  library  is  primarily  for  reference  and  research;  no  mate- 
rials are  lent  outside  the  laboratory.  In  addition  to  the  services  in  preparation  of  bib- 
liographies, abstracts,  and  translations,  a current  literature  index  is  maintained  on  sub- 
jects of  particular  interest  to  the  Division.  In  the  Albany  library  are  5,800  volumes  and 
in  the  Branch  there  are  1,334.  The  library  receives  annually  45  foreign  and  68  domestic 
journals;  and  the  Branch,  23  domestic  and  10  foreign. 

The  editorial  and  publications  section,  as  well  as  the  museum  of  the  laboratory,  is  in 
the  library  department.  The  collection  of  2,000  tissue  slides,  mainly  oncological,  is 
available  for  loan  to  pathologists  in  the  approved  laboratories  of  the  state  and  to  quali- 
fied candidates. 


RECENT  DEVELOPMENTS  IN  BACTERIOPHAGE  THERAPY 

Ward  J.  MacNeal,  M.D.,  New  York  City 


AT  THE  New  York  meeting  in  1938,  I 
presented  before  the  Section  of  Pathol- 
ogy and  Clinical  Pathology1  a discussion  of 
the  therapeutic  use  of  bacteriophages,  particu- 
larly in  sepsis.  The  statements  made  then  in 
regard  to  the  nature  of  bacteriophages  and  the 
mechanism  of  their  action  require  no  revision 
at  this  time.  It  is  most  satisfactory  to  regard 
them  as  minute,  particulate  living  structures 
of  extremely  limited  biologic  adaptability, 
similar  in  general  to  the  many  other  members 
of  the  group  of  filterable  viruses.  Like  other 
living  things  they  evidently  carry  on  many 
of  their  vital  activities  through  the  agency 
of  enzymes,  which  may,  in  some  instances,  be 
separated  from  the  living  particles  that  pro- 
duce them.  The  effects  of  bacteriophages  in 
therapy  depend  to  some  extent  upon  their 
invasion  of  the  infecting  bacteria  to  cause  an 
alteration  of  them  similar  to  the  lysis  seen  in 
the  test  tube.  Such  effects  may  be  observed 
within  the  urinary  bladder  and  doubtless  occur 
also  in  the  intestinal  lumen.  However,  in 
pus  and  in  blood  this  mechanism  of  lysis  is 
partially  or  entirely  inhibited.  Here  the  bac- 
teriophage seems  rather  to  alter  the  bacteria 
so  that  the  latter  become  more  readily  subject 
to  phagocytosis,  and  the  bacterial  destruction 
is  then  accomplished  by  the  phagocytic  cells, 
aided  to  some  extent  in  their  digestion  of  the 
bacteria  by  the  associated  bacteriophages. 

Experience  in  clinical  use  of  bacteriophages 
has  been  gradually  accumulated.  The  atten- 
tion and  effort  required  for  administration  of 
these  agents  are  such  that  their  extensive  ex- 
ploitation is  not  likely  to  be  sudden  and  rapid, 
and  for  the  same  reason  the  disease  conditions 
are  often  permitted  to  reach  the  extreme  stage 
before  the  bacteriophage  treatment  is  em- 
ployed. 

It  is  still  necessary  to  emphasize  that  bac- 
teriophage therapy  is  directed  against  a spe- 
cific infectious  agent  and  is  not  to  be  regarded 
as  a panacea  for  treatment  of  inflammation 
of  unknown  causation.  The  most  common 
infections  in  which  these  agents  are  effective 
are  those  diseases  due  to  the  staphylococci 
and  the  colon  bacilli,  but  there  are  many  other 
infections  in  which  they  are  helpful. 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  Buffalo,  April  29,  1941. 

From  the  Department  of  Bacteriology,  New  York 
Post-Graduate  Medical  School  and  Hospital,  Columbia 
University. 


Intravenous  administration  of  the  bacterio- 
phages is  the  method  of  choice.  For  this  pur- 
pose the  bacteriophage  preparation2  should  be 
as  free  as  possible  from  other  substances  that 
might  exert  a deleterious  effect  or  cause  a reac- 
tion. We  have,  therefore,  used  a culture  me- 
dium in  which  the  amino  acid,  asparagine,  is 
the  sole  source  of  nitrogen,  made  with  pyro- 
gen-free  distilled  water  with  utmost  care  to 
exclude  undesirable  substances.  The  prepara- 
tion of  bacteriophages  is  a specialized  field  of 
bacteriologic  laboratory  work,  and  those  who 
prepare  these  agents  for  intravenous  use  should 
devote  special  study  to  the  matter.  Fortu- 
nately, there  is  no  actual  difficulty  in  obtain- 
ing the  proper  bacteriophages  from  the  labora- 
tories offering  special  service  in  this  field  if  the 
physician  is  able  to  make  a specific  diagnosis 
and  to  supply  a culture  of  the  infecting  mi- 
crobe to  such  a laboratory  for  identification  and 
bacteriophage  testing. 

In  1938  there  was  demonstrated  to  this 
Section  a patient  who  had  recently  recovered 
from  staphylococcemia  with  a localization  in 
the  tibia.  This  boy  has  remained  entirely  well 
during  the  intervening  three  years.  He  has 
been  seen  from  time  to  time  and  has  received 
an  occasional  intravenous  dose  of  phage  as 
insurance  against  recidive.  Our  experience 
in  the  bacteriophage  therapy  of  osteomyelitis 
has  become  quite  extensive.  It  is  evident  that 
this  agent  aids  in  saving  fives  in  the  acute 
stage  of  hematogenous  infection,  in  preserving 
the  integrity  of  limbs  free  from  scars  and 
chronic  sinuses,  in  promoting  more  rapid  heal- 
ing even  after  incisions  have  been  made,  and 
in  suppressing  the  threat  of  renewed  activity 
in  latent  foci  of  the  infection  weeks,  months, 
and  years  after  the  primary  disease. 

Case  Reports 

E.  W.  P.,  one  of  our  patients  successfully 
treated  for  staphylococcemia  in  1930, 3 developed 
excruciating  pain  in  his  right  tibia  in  May,  1938. 
A roentgenogram  (Fig.  1)  revealed  a small  ab- 
scess in  the  cortex  of  the  tibia.  The  patient, 
himself  a surgeon,  elected  to  receive  intravenous 
bacteriophage  rather  than  incision  and  drainage. 
Starting  with  an  intravenous  dose  of  2 cc.  of 
staphylococcus  bacteriophage,  he  received  daily 
injections  in  increasing  amounts  up  to  5 cc.  The 
severe  pain  was  relieved  within  two  days,  and 
the  patient  was  walking  in  three  weeks  and  play- 
ing tennis  at  the  end  of  six  weeks.  There  was  no 
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Fig.  1.  Roentgenograms  of  the  right  leg  of  E. 
W.  P.  on  May  10, 1938,  with  small  abscess  in  the 
mid  portion  of  the  tibia  after  a latent  period 
of  eight  years  subsequent  to  staphylococcemia 
in  1930.  Prompt  recovery  followed  intravenous 
bacteriophage  therapy  without  incision.  The 
normal  left  leg  is  shown  at  the  right  of  the 
two  views  of  the  right  leg. 


Fig.  2.  Roentgenogram  of  the  left  hip  of  A.  M. 
on  March  22,  1939,  showing  a small  abscess  in 
the  femoral  head  at  the  epiphyseal  line,  subse- 
quent to  staphylococcemia  in  1934.  The  treat- 
ment by  rest  in  bed,  moderate  traction  and  vigor- 
ous intravenous  use  of  staphylococcus  bacterio- 
phage was  followed  by  complete  restoration  to 
normal  function. 


incision  and  there  has  been  no  further  recurrence 
of  the  disease. 

A.  M.,  a boy  born  June  23,  1924,  who  had 
survived  a staphylococcemia  treated  with  bac- 
teriophage in  1934,  developed  pain  and  swelling 
within  the  joint  capsule  of  the  left  hip  about 
February  1,  1939.  A roentgenogram  (Fig.  2) 
revealed  a lesion  in  the  epiphyseal  line  at  the 
femoral  neck  within  the  joint  capsule.  Rest  in 
bed  with  moderate  traction  and  vigorous  intra- 
venous use  of  staphylococcus  bacteriophage  from 
March  27  to  July  1 was  followed  by  complete  res- 
toration to  normal  without  incision.  The  pa- 
tient walks  without  a sign  of  a limp.  He  is  still 
under  observation  and  has  recurrent  activity  of 
his  disease  in  other  locations  from  time  to  time, 
usually  not  serious  enough  to  confine  him  to  the 
house. 

We4  have  recently  assembled  for  publica- 
tion a series  of  500  cases  of  staphylococcemia 
accessioned  to  our  bacteriophage  files  in  the  - 
ten  years  of  1931  to  1940.  The  recovery  rate 
was  34  per  cent.  In  this  large  group  there  were 
numerous  examples  of  localizations  of  the 
infection  of  special  interest.  There  were  more 
than  50  of  these  in  which  there  was  obstruc- 
tion of  venous  flow  through  the  cavernous 
sinuses,  a condition  commonly  diagnosed 
clinically  as  cavernous  sinus  thrombosis.  In 
addition,  there  were  several  other  patients 
with  clinical  evidence  of  obstruction  of  the 
cavernous  sinus  and  staphylococcic  infection 
of  the  face  for  whom  convincing  positive  blood 
cultures  were  lacking.  Hence,  these  patients 
were  excluded  from  the  staphylococcemia 
series  but  may  quite  properly  be  included  in 
the  group  of  septic  staphylococcic  obstruction 
of  the  cavernous  sinuses.  In  this  group  of 
approximately  60  patients  there  have  been  16 
survivals,  13  of  them  with  blood  cultures  posi- 
tive for  Staphylococcus  aureus  and  3 without 
positive  blood  culture.  Cavernous  sinus 
thrombosis  associated  with  staphylococcic  in- 
fection is  a highly  fatal  disease.  These  re- 
coveries are  therefore  of  peculiar  interest.  A 
few  of  them  will  be  briefly  described. 

Case  Reports 

A.  P.  was  admitted  to  Morrisania  City  Hos- 
pital on  September  7,  1934,  with  temperature 
104  F.  and  pain  and  swelling  about  the  left  eye  of 
five  days’  duration.  There  had  been  a furuncle 
on  the  tip  of  the  nose  about  August  17.  On  ad- 
mission there  was  proptosis  of  the  left  eye,  with 
edema  of  lids  and  of  bulbar  conjunctiva,  partial 
aphasia,  and  signs  of  early  pneumonia.  Throm- 
bosis of  the  angular  vein  was  followed  by  general- 
ized invasion  of  the  blood  stream,  periorbital 
abscess,  extensive  osteomyelitis  of  the  frontal 
bone,  abscess  of  the  temporosphenoidal  lobe  of 
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Fig.  3a. 


Fig.  3b. 


Figs.  3(a)  and  3(b).  Abbreviated  clinical  record  of  M.  C.,  girl,  aged  8,  with  furuncle  on  cheek, 
clinical  signs  of  septic  obstruction  of  the  cavernous  sinuses  and  five  blood  cultures  positive  for 
Staphylococcus  aureus.  A series  of  intravenous  injections  of  staphylococcus  bacteriophage  to  a 
total  of  19  cc.  on  September  3 was  followed  by  a Hugh  Young  reaction,  and  with  continuation  of 
the  bacteriophage  therapy  the  patient  recovered.  After  discharge  from  the  hospital  she  developed 
a metastatic  lesion  in  the  right  hip  which  required  renewal  of  the  treatment  for  a long  period  but 
eventually  healed. 


the  cerebrum,  and  complete  recovery  following  a 
series  of  surgical  procedures  aided  by  the  use  of 
bacteriophage  locally  and  intravenously.  This 
case  has  been  reported  by  Smith,6  the  attending 
surgeon  who  has  recognized  that  a hopeless  situa- 
tion was  here  transformed  by  use  of  the  bacterio- 
phage. 

M.  C.,  a girl  aged  8,  was  admitted  to  the  hospital 
on  August  28, 1933,  with  a diagnosis  of  erysipelas 
of  the  face,  forehead,  and  scalp.  There  was  a 
furuncle  on  her  cheek.  Large  doses  of  erysipelas 
antitoxin  were  given  on  August  28  and  29,  with- 
out effect.  A blood  culture  taken  on  August  29 
yielded  a heavy  growth  of  Staph,  aureus,  first  re- 
ported on  August  31.  Subsequent  blood  cultures 
taken  on  August  31  and  September  2,  4,  and  6 
were  all  positive.  On  August  30  there  was 
marked  edema  of  the  right  eye,  and  on  the  next 
day  this  had  extended  to  the  left  eye.  On 
September  2 incisions  were  made  in  the  scalp, 
forehead,  and  nose.  Exudate  from  all  these  sites 
yielded  growth  of  Staph,  aureus.  At  a consulta- 
tion on  this  day  enucleation  of  the  right  eye  was 
discussed,  but  this  action  was  deferred.  On 
September  3 staphylococcus  bacteriophage  was 
given  in  a series  of  intravenous  injections  to  a 
total  of  19  cc.,  followed  by  a shock  reaction  and 
a temperature  rise  to  105.8  F.,  and  prompt  fall  to 
102  F.  The  phage  injections  were  continued, 
morning  and  evening,  and  on  September  6 an- 
other series  of  doses  to  a total  of  23.5  cc.  was 
followed  by  chill  and  temperature  rise  to  104  F. 
The  smaller  injections  of  phage  were  then  con- 
tinued until  September  27.  The  patient  was  dis- 
charged in  good  condition  on  October  7.  How- 
ever, as  so  often  happens  when  bacteriophage 
therapy  is  discontinued  too  soon,  there  was  a re- 
currence of  active  infection  in  the  form  of  meta- 
static osteomyelitis  and  arthritis  of  the  right  hip, 
for  which  she  was  admitted  to  another  hospital  on 
October  24,  1933.  The  swollen  hip  opened  spon- 
taneously, and  from  it  a culture  of  staphylococcus 
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Figs.  4(a)  and  4(b).  Abbreviated  clinical 
record  of  E.  C.,  woman,  aged  55,  with  lacerated 
furuncle  of  the  right  cheek.  A blood  culture 
taken  September  7 gave  positive  growth  of 
Staphylococcus  albus  and  a clinical  diagnosis  of 
thrombosis  of  the  cavernous  sinus  was  made  on 
September  8.  The  transfusion  on  September  7 
was  followed  by  a sharp  reaction.  Staphylo- 
coccus bacteriophage  was  injected  intravenously 
in  series  to  a total  of  94  cc.  during  the  night  of 
September  8 and  further  injections  were  given  on 
September  9 and  10.  There  was  prompt  im- 
provement and  eventual  recovery. 
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Figs.  5(a),  5(b),  5(c),  5(d),  5(e),  5(f),  5(g),  and  5(h).  Abbreviated  clinical  record  of  H D., 
boy,  aged  19.  While  convalescing  from  meningococcic  meningitis,  this  boy  developed  a staphylo- 
coccic infection  of  the  meninges,  first  recognized  as  such  on  November  25.  After  vigorous  use  of 
staphylococcus  bacteriophage  by  injection  intravenously  into  the  spinal  canal  and  into  the  cisterna 
magna,  the  patient  made  a complete  recovery  and  has  remained  free  from  reactivity  of  the  infection. 
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was  obtained.  Blood  cultures  remained  negative. 
Local  and  intravenous  bacteriophage  therapy  was 
again  instituted.  She  was  discharged  from  the 
hospital  on  March  1,  1934,  and  reported  in  per- 
fect condition  on  April  25,  1934,  and  again  on 
June  4,  1934. 

In  this  patient  the  evidence  of  infection  of  the 
blood  stream  is  convincing,  and  the  clinical  signs 
of  obstruction  of  the  cavernous  sinuses  are  quite 
definite.  The  postmortem  evidence  of  throm- 
bosis is  lacking.  The  abbreviated  clinical  record 
is  shown  in  Fig.  3. 

E.  C.,  a woman  aged  55,  observed  a small  fu- 
runcle on  her  right  cheek  about  August  28, 1939. 
Wet  dressings  were  applied.  On  August  31  her 
physician  prescribed  sulfanilamide  and  local  hot 
compresses.  She  accidentally  fell  on  September 
1 and  suffered  lacerations  of  her  forehead  and 
left  infraorbital  region.  She  was  admitted  to 
the  hospital  in  the  evening  with  temperature 
100.6  F.  There  was  an  indurated  area  extending 
from  the  bridge  of  the  nose  5 cm.  to  the  right, 
and  in  this  there  was  a small  incision.  The 
sulfanilamide  was  continued,  120  grains  daily  on 
September  2 and  3 and  30  grains  daily  on  Sep- 
tember 4,  5,  and  6.  Then  sulfapyridine,  90  grains 
per  day,  was  given  on  September  7,  8,  and  9. 
At  5:00  p.m.  on  September  7,  a blood  culture  was 
taken  and  a transfusion  of  460  cc.  given.  There 
was  a rather  sharp  reaction  following  the  trans- 
fusion, and  on  the  next  day  the  blood  culture  had 
developed  a growth  of  staphylococcus,  subse- 
quently identified  as  Staph,  albus,  completely 
susceptible  to  bacteriophage.  On  September  8 a 
diagnosis  of  cavernous  sinus  thrombosis  was 
made.  Bacteriophage  was  given  in  a series  of 
intravenous  doses  from  6:30  p.m.  September  8 to 
7:30  a.m.  September  9,  to  a total  of  98  cc.,  with- 
out reaction.  Further  intravenous  injections 
were  given,  14  cc.  at  11:30  a.m.;  20  cc.  at  4:00 
p.m.;  25  cc.  at  8:00  p.m.;  25  cc.  at  midnight; 
25  cc.  at  9:00  a.m.  September  10;  and  25  cc.  at 
4:30  p.m.  on  this  day.  Her  abbreviated  clinical 
record  is  shown  in  Fig.  4.  In  view  of  the  course 
of  the  disease  after  bacteriophage  was  started 
and  the  eventual  recovery,  the  diagnosis  of  cav- 
ernous sinus  thrombosis  may  be  thought  to  have 
been  premature  but,  nevertheless,  fortunate.  We 
are  not  informed  concerning  the  detailed  ob- 
servations leading  to  this  diagnosis. 

Generalized  leptomeningitis  due  to  staphy- 
lococci is  another  disease  of  high  mortality,  so 
that  any  recovery  may  be  considered  remark- 
able. There  are  several  of  these  in  our  series. 
Space  will  permit  the  presentation  of  only  1 
case. 

Case  Report 

H.  D.,  a boy  aged  19,  was  treated  by  Dr. 
O’Connor  and  Dr.  Connolly  at  St.  Elizabeth’s 
Hospital,  New  York  City,  with  Dr.  Josephine 
Neal  in  consultation.  We  are  indebted  to  these 
physicians  for  the  clinical  record,  which  is  shown 


in  abbreviated  form  in  Fig.  5.  The  boy  suffered 
from  a meningococcic  meningitis,  which  re- 
sponded to  treatment  with  meningococcus  serum. 
There  was  a serum  shock  on  October  29  following 
an  intravenous  injection  of  10,000  units  of  the 
serum.  About  November  17,  when  the  patient 
seemed  well  on  the  road  to  recovery,  there  was  a 
renewal  of  fever,  and  on  November  18  reactiva- 
tion of  the  inflammation  of  the  meninges  was 
distinctly  evident.  This  relapse  was  recognized 
as  due  to  a secondary  infection  with  staphylo- 
coccus on  November  25,  and  upon  recommenda- 
tion of  Dr.  Neal  the  staphylococcus  bacterio- 
phage was  administered,  5 cc.  into  the  spinal 
canal  and  73  cc.  intravenously  in  a series  of  in- 
jections from  7:00  p.m.  November  25  to  10:30 
a.m.  November  26.  Spinal  block  soon  developed 
to  interfere  with  the  intraspinal  therapy,  but 
this  complication  was  met  by  employing  cisternal 
puncture  as  indicated  in  the  chart.  Subcutane- 
ous injections  of  toxoid  were  also  given  on  De- 
cember 13,  15,  17,  and  21.  The  patient  made  a 
complete  recovery  and  was  discharged  on  Janu- 
ary 18,  1937.  He  has  reported  from  time  to  time 
and  has  remained  free  from  recurrence.  The 
favorable  result  may  reasonably  be  credited  in 
part  to  the  bacteriophage  but  in  a large  measure 
also  to  the  diligence,  clinical  wisdom,  and  skill 
with  which  it  was  employed  in  a difficult  situa- 
tion. 

Summary 

1.  Bacteriophages  are  filterable  agents  be- 
longing in  the  virus  group,  capable  of  attack- 
ing, altering,  or  destroying  particular  bacterial 
species  under  certain  conditions. 

2.  In  the  interior  of  the  body  their  action 
is  somewhat  limited  and  in  staphylococcic 
infections  appears  to  result  chiefly  in  rendering 
the  bacteria  more  readily  susceptible  to 
phagocytosis  and  intracellular  digestion. 

3.  Bacteriophages  for  intravenous  use  re- 
quire special  care  in  their  preparation,  and 
their  administration  to  the  patient  also  requires 
knowledge,  skill,  and  diligence. 

4.  By  the  skillful  use  of  bacteriophages, 
low-grade  infections  often  are  rendered  trivial; 
acute  infections  may  be  aborted;  deep-seated 
lesions  may  heal  without  drainage;  and  des- 
perate conditions  may  be  caused  to  heal  in  a 
surprising  manner. 

5.  Continued  use  of  staphylococcus  bac- 
teriophage tends  to  forestall  and  prevent 
recidive  after  staphylococcemia  and  other 
staphylococcic  infections. 
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Discussion 

Dr.  Joseph  Felsen,  New  York  City — I have 
followed  Dr.  MacNeal’s  work  on  the  therapeutic 
application  of  bacteriophage  with  considerable 
interest  for  many  years.  The  brilliant  results 
reported  by  Dr.  MacNeal  in  cases  of  bacter- 
emia are  not  paralleled,  however,  in  bacillary 
dysentery.  Following  d’Herelle’s  original  report, 
a number  of  investigators  administered  bacterio- 
phage to  patients  with  acute  bacillary  dysentery 
under  carefully  controlled  conditions.  The 
majority  were  unable  to  substantiate  the  use- 
fulness of  bacteriophage  in  this  disease.  Our 
experience  in  the  Jersey  City  epidemic  of  atypical 
Flexner  dysentery  in  1934  in  a limited  number  of 
cases,  including  controls,  was  quite  similar.  In- 
deed, the  control  cases  appeared  to  recover  some- 
what sooner  than  the  bacteriophage  treated  cases. 
It  is  quite  possible  that  differences  in  therapeutic 
efficiency  may  be  due  to  variations  in  potency 
rather  than  to  strain  specificity.  Generally  speak- 
ing, most  dysentery  bacteriophages  are  group- 
specific  rather  than  type-specific.  In  this  con- 
nection we  have  found  bacteriophage  useful  as  a 
confirmatory  diagnostic  laboratory  procedure  in 
cases  of  acute  and  chronic  bacillary  dysentery 
in  which  the  specific  dysentery  organism  could 
not  be  recovered.  Feemster  is  a firm  advocate 
of  this  procedure,  and  we  have  often  found  it 
helpful  in  chronic  distal  ileitis  and  chronic  ulcera- 
tive colitis  following  an  initial  attack  of  acute 
bacillary  dysentery. 

Dr.  Ward  J.  MacNeal,  New  York  City  ( con- 
cluding remarks) — Bacteriophage  active  against 
pneumococcus  has  been  reported  in  the  literature, 
but  we  have  not  had  a potent  pneumococcus 
phage  in  our  possession.  Various  bacteria  may 
undergo  autolysis  or  may  be  readily  dissolved  in 
certain  mediums.  The  solution  of  the  meningo- 
coccus and  of  the  gonococcus  is  apparently  due 
to  enzymes  that  are  essential  constituents  of  these 
bacteria.  Undoubtedly,  there  are  many  agents 
that  take  part  in  the  solution  of  bacteria. 

Stock  bacteriophage  is  kept  ready  for  im- 
mediate use.  The  specific  bacteriophage  can  be 
prepared  only  after  the  culture  of  the  microbe 
from  the  particular  patient  has  been  made  avail- 
able for  its  preparation.  On  that  account  we 


request  that  such  culture  be  sent  to  us  at  the 
earliest  possible  moment.  We  send  out  the  stock 
phage  and  proceed  without  delay  in  the  attempt 
to  prepare  a specific  phage.  This  work  may  re- 
quire several  days.  As  soon  as  it  is  ready  the 
specific  phage  is  substituted  for  the  stock  phage 
previously  employed. 

For  many  years  we  have  used  chemotherapeu- 
tic agents  in  conjunction  with  the  bacterio- 
phages, and  in  the  report  before  the  Section  on 
Pathology  and  Clinical  Pathology  in  1938  we 
mentioned  the  use  of  neoarsphenamine.  Of  the 
sulfonamides,  the  sulfathiazole  and  sulfapyridine 
appear  to  exert  an  effect  upon  staphylococci. 
We  have  used  them  in  conjunction  with  the 
bacteriophage.  Sulfathiazole  appears  to  be  ex- 
tremely helpful  in  control  of  the  earlier  stages  of 
severe  staphylococcemia,  but  we  have  found  it 
less  useful  in  treating  metastatic  localizations. 
Therefore,  we  recommend  using  sulfathiazole 
and  bacteriophage  for  the  first  two  weeks;  then 
we  discontinue  the  sulfathiazole  and  continue  the 
phage,  even  for  many  months  after  apparent 
recovery. 

Hemolytic  streptococci  are  usually  resistant 
to  the  bacteriophages  in  our  collection.  In  about 
1 case  out  of  20  we  succeed  in  obtaining  a potent 
phage  for  organisms  of  this  type,  and  in  such 
cases  the  phage  has  seemed  to  be  of  help.  Of 
course,  infections  with  the  hemolytic  streptococci 
usually  respond  to  the  proper  use  of  sulfanil- 
amide. 

Dysentery  phages  have  been  used  with  success 
by  D’Herelle  and  his  associates,  particularly  in 
the  more  malignant  types  of  Shiga  dysentery. 
Our  own  experience  has  been  limited.  In  our 
series  there  have  been  no  deaths. 

Untoward  reactions  to  bacteriophage  therapy 
are  lacking.  The  therapeutic  shock,  which  we 
have  designated  as  the  Hugh  Young  reaction 
and  which  is  intentionally  induced  at  the  proper 
time,  consists  of  chill,  temperature  rise,  dia- 
phoresis, temperature  fall,  and  immediate  im- 
provement. The  chill  and  the  fever  may  be 
frightful  to  the  uninitiated.  The  therapeutic 
use  of  bacteriophage  requires  skill  and  attention. 

The  expense  should  not  be  a bar  to  the  use  of 
bacteriophage.  Telegraph,  telephone,  air  mail, 
and  air  express  services  cost  money.  The  charge 
for  the  bacteriophage  itself  is  adjusted  in  our 
laboratory  in  accordance  with  the  recommenda- 
tion of  the  attending  physician  who  requests  it. 


HITLER'S  MEDICAL  RECORD 
To  the  Editor  of  the  New  York  Times: 

John  Cudahy,  in  today's  description  of  his  in- 
terview at  Berchtesgaden,  unwittingly  gives  re- 
newed currency  to  the  falsehood  that  Hitler  was 
blinded  by  gas  in  the  last  war.  This  statement 
has  been  merely  part  of  the  stage  build-up  of  the 
Leader. 

In  1935  I was  told  by  one  of  the  greatest  medi- 
cal men  in  the  Reich  that  in  1932  he  had  himself 


investigated  Hitler's  official  medical  war  record. 
It  consisted  of  one  hospital  admission:  Diag- 
nosis: “hysterical  amblyopia,"  i.e.,  blindness 

due  to  a hysterical  fear-reaction.  In  1934  my 
friend  found  this  record  no  longer  existed. 

Foster  Kennedy,  M.D. 
New  York,  June  20,  1941 

— New  York  Times , June  24 


PREPARATION  OF  DESICCATED  HUMAN  PLASMA  BY  MASS 
PRODUCTION  METHODS 

Its  Importance  in  Routine  and  Military  Surgery 
J.  M.  Hill,  M.D.,  Dallas,  Texas 


DURING  the  past  twenty  months  the  des- 
iccated plasma  service  of  Baylor  Univer- 
sity Hospital  has  made  concentrated  plasma 
available  in  any  needed  quantity  and  at  all 
times  in  the  same  manner  as  other  intravenous 
fluids.  Since  its  inception  as  the  first  routine 
hospital  service  of  its  kind,  660,000  cc.  of 
blood  have  been  drawn,  the  plasma  separated 
and  desiccated  from  the  frozen  state  by  the 
adtevac  process,  and  the  redissolved  plasma 
administered  in  concentrated  form  to  over  250 
patients  in  Baylor  University  Hospital  and  to 
an  undetermined  number  of  patients  outside 
the  hospital. 

The  advantages  of  plasma  as  a blood  sub- 
stitute and  even  as  a therapeutic  agent  supe- 
rior to  blood  in  some  conditions  have  been 
adequately  stressed  in  reports  by  Levinson  and 
associates,1  Scudder,2  Strumia,  Wagner,  and 
Monaghan,3  Elliott,  Tatum,  and  Nesset,4  and 
others.  However,  serious  disadvantages  have 
hampered  the  use  of  whole  plasma.  Contami- 
nation has  proved  to  be  a problem  because 
liquid  plasma  is  an  excellent  culture  medium. 
Drew  and  others5  have  described  the  finding 
of  staphylococci,  as  well  as  nonpathogens,  in 
stored  liquid  plasma.  Even  at  relatively  low 
temperatures  there  may  be  proliferation  of  the 
nonpathogenic  soil  bacteria,  the  so-called 
pyrogens  whose  proteins  are  responsible  for 
many  of  the  severe  febrile  reactions  to  intra- 
venous fluids.  To  make  things  worse,  the 
slow  precipitation  of  fibrin  which  occurs  in  all 
liquid  plasma  closely  simulates  bacterial 
growth  and  hampers  use. 

By  contrast,  properly  dried  plasma  has 
many  advantages  that  establish  its  definite 
superiority  for  civilian  and  military  use. 
These  advantages  may  be  divided  into  those 
directly  due  to  the  desiccated  state  and  those 
due  to  the  concentration  that  the  dry  product 
makes  possible.  Desiccated  plasma  has  the 
following  advantages: 

A.  Perfect  storage  characteristics. 

1.  Can  be  kept  anywhere  for  instant 
availability. 

Read  by  invitation  at  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  Buffalo, 
April  30,  1941. 

From  the  William  Buchanan  Blood,  Plasma  and  Serum 
Center,  Baylor  University  College  of  Medicine. 


2.  Indefinite  preservation  of  biologic 
properties. 

3.  Does  not  permit  bacterial  growth. 

4.  No  precipitation  of  fibrin. 

5.  No  discoloration. 

6 . No  ref rigeration  required . Dryness 
protects  from  high  temperatures. 

B.  Reduction  in  bulk. 

C.  Great  reduction  in  weight. 

D.  “Flash”  solubility  if  dried  from  the 
frozen  state. 

E.  Large  reserve  stores  can  safely  be  built 
up  and  kept  indefinitely  for  civilian 
and  military  emergencies. 

F.  Economy — no  waste  through  bacterial 
growth  or  other  deterioration;  reduced 
cost  of  transportation  and  nonrefrig- 
erated storage. 

The  following  benefits  are  obtained  when 
the  desiccated  plasma  is  used  in  the  hyper- 
tonic or  concentrated  form: 

A.  Increased  therapeutic  potency. 

1 . Prolonged  and  powerful  hypertonic 
effects — reduction  of  increased  in- 
tracranial pressure,  withdrawal  of 
edema  fluids,  etc. 

2.  Stimulation  of  vascular  system  in 
shock. 

3.  Most  rapid  increase  of  blood  vol- 
ume in  shock. 

4.  Rapid  correction  of  severe  hypo- 
pro  teinemia. 

B.  Simplicity  and  speed  of  administration 
with  glass  syringe.  No  tubing  or  com- 
plicated apparatus. 

C.  Instant  availability — can  be  carried 
and  kept  anywhere. 

Source  of  Blood 

The  Baylor  Hospital  Blood  Bank  serves  as 
the  source  of  blood.  In  fact,  the  bank  was 
actually  established  largely  for  this  purpose 
following  the  successful  solution  of  the  prob- 
lem of  volume  desiccation.  Initially,  a con- 
siderable amount  of  plasma  was  obtained  from 
blood  outdated  at  the  tenth  day  of  storage. 
However,  as  our  volume  turnover  increased, 
this  source  decreased  until  at  present  no  blood 
is  permitted  to  become  more  than  four  days 
old  before  it  is  used  by  the  plasma  service. 
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Another  factor  in  this  connection  has  been  the 
fact  that  practically  everyone  pays  back  blood 
borrowed  from  the  bank  rather  than  make  a 
deposit  in  anticipation  of  a transfusion.  Al- 
though we  have  had  no  bad  results  from  the 
use  of  blood  up  to  fourteen  days  old  or  from 
plasma  derived  from  such  blood,  we  agree  with 
Strumia,  et  al .,6  that  a five-day  maximum  for 
storage  is  desirable  in  order  to  minimize  the 
possibility  of  proliferation  of  the  occasional 
and  inevitable  slight  contamination  of  bac- 
teria derived  from  the  skin  at  the  time  of  veni- 
puncture. 

Methods 

The  blood  is  drawn  and  stored  in  a com- 
pletely closed  system  employing  a vacuum- 
sealed  bottle  containing  sodium  citrate  solu- 
tion. The  venipuncture  set  has  been  simpli- 
fied and  consists  of  a length  of  good  quality 
tubing  with  an  observation  tube  and  needle 
at  each  end . The  tube  is  clamped  with  a hemo- 
stat  to  hold  the  vacuum;  one  needle  is  plunged 
through  the  sterile  rubber  diaphragm  and  the 
other  is  introduced  into  the  vein.  The  vacuum 
is  then  allowed  to  draw  blood  into  the  bottle, 
which  is  given  a rotary  shaking  movement  by 
means  of  a specially  designed  motor-driven 
rotary  shaker.  With  three  such  bleeding  sta- 
tions we  have  bled  122  donors  in  eight  hours 
and  separated  the  plasma  the  same  night  under 
the  pressure  of  an  emergency. 

Second  only  in  importance  to  the  method  of 
desiccation  is  the  use  of  the  continuous  sepa- 
rator of  the  DeLaval  type.  This  method  has 
long  been  in  use  for  the  preparation  of  veteri- 
nary serums.  Although  Bushby,  Buttle,  and 
Whitby7  in  England  have  reported  the  success- 
ful separation  of  human  serum,  its  use  for  this 
purpose  has  not  been  reported  heretofore  in 
this  country. 

Twice  a week  the  blood  for  plasma  is  re- 
moved from  the  bank,  and  while  it  is  still  cold 
the  blood  is  pooled  in  a large  stainless  metal 
reservoir  and  immediately  passed  through  two 
DeLaval  serum  separators.  The  first  unit 
separates  the  red  cells,  the  plasma  passing  to 
the  second  unit,  which  acts  as  a clarifier  re- 
moving fat  droplets  and  residual  red  cell 
fragments.  We  have  slightly  modified  the 
bowl  covers  and  spouts  to  make  a practically 
closed  system.  This  whole  process  should,  of 
course,  be  performed  in  a dust-free  room. 
Nevertheless,  with  reasonable  care,  such  as 
keeping  doors  and  windows  closed,  gowns  and 
caps  for  operators,  and  sterile  towel  or  lid 
over  the  separator  tank,  negative  cultures  of 
the  plasma  immediately  after  separation  can 


be  consistently  obtained  in  an  ordinary  room. 
The  few  chance  contaminants  that  might  occur 
while  separating  the  plasma  under  ordinary 
conditions  are  of  absolutely  no  importance 
whatever  if  the  plasma  is  run  directly  and 
continuously  through  a Seitz  bacterial  filter 
as  described  later.  This  point  must  be  stressed 
in  the  practical  working  out  of  mass  produc- 
tion methods  in  order  to  avoid  the  setting  up 
of  unnecessary  requirements  that  would  pro- 
hibit the  very  procedures  essential  to  such 
production. 

The  rapid  pooling  of  whole  blood  which  we 
have  previously  described  and  had  introduced 
into  our  routine  in  January,  1940,  is  not  only 
necessary  for  large  volume  separation  but  is 
also  desirable  for  two  reasons.  First,  a com- 
pletely neutral  plasma  free  of  agglutinins  is 
obtained  as  a result  of  adsorption  of  agglu- 
tinins on  corresponding  red  cells ; second,  agglu- 
tination of  red  corpuscles  aids  in  the  more 
complete  separation  of  plasma  resulting  in  a 
larger  plasma  yield.  A yield  of  50.3  per  cent 
of  true  plasma  was  obtained  upon  careful 
measurement  of  amounts  of  blood  pooled. 
Theoretically,  the  conventional  centrifuge 
should  approximate  the  hematocrit  in  yield. 
Actually,  complete  packing  cannot  be  at- 
tained in  reasonable  time  at  the  speeds  avail- 
able. Strumia,  et  al.,6  reported  yields  of  45 
per  cent  at  2,000  revolutions  per  minute  and  a 
maximum  yield  of  54.8  per  cent  when  centri- 
fuging for  forty-five  minutes  at  2,500  revolu- 
tions per  minute  in  the  large  International 
No.  3 machine.  However,  a separation  capac- 
ity of  only  twenty-eight  to  thirty-two  bleed- 
ings could  be  realized  in  an  eight-hour  day, 
totaling  14  to  16  L.  if  500  cc.  amounts  were 
taken.  Obviously,  only  the  continuous  sepa- 
ration principle  has  sufficieht  capacity  per  unit 
time  for  the  volume  of  plasma  that  would  be 
needed  in  wartime.  For  example,  the  smallest 
motor-driven  separator  of  the  type  such  as  we 
employ  has  separated  25  L.  of  blood  in  thirty- 
five  minutes.  Larger  separators  of  over  1,000 
L.  per  hour  capacity  are  available. 

The  plasma  collects  in  a stainless  metal  con- 
tainer from  which  it  is  drawn  through  a 
sterile  rubber  tube  into  the  reservoir  of  a 
Seitz  filter.  In  a properly  balanced  system  the 
plasma  filters  at  about  the  same  rate  as  the 
separation,  thus  making  a closed  continuous 
process.  Any  desired  amount  of  plasma  may 
be  filtered  by  choice  of  a filter  of  suitable  size. 
The  filter  disks  can  be  obtained  up  to  2 feet  in 
diameter.  If  for  any  reason  part  of  the  sepa- 
rated plasma  cannot  be  filtered  shortly  after 
separation,  it  is  sealed  in  stainless  steel  con- 
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tainers  and  kept  frozen  until  it  can  be  filtered. 
This  technic  conforms  to  our  principle  of  never 
letting  plasma  or  blood  remain  in  the  liquid 
state  once  the  original  vacuum  seal  of  the 
4 collecting  bottle  has  been  broken. 

Since  only  desiccation  from  the  frozen  state 
results  in  preservation  of  biologic  properties, 
“flash”  solubility,  and  indefinitely  safe  storage, 
a process  utilizing  this  principle  was  deemed 
necessary.  As  described  in  an  earlier  paper,8 
the  adtevac  process  was  worked  out  in  answer 
to  the  need  for  a method  of  large-scale  inex- 
pensive desiccation.  This  process  constitutes 
one  of  the  four  basic  methods  of  dehydration 
from  the  frozen  state,  and  its  peculiar  advan- 
tages for  mass  production  are  due  to  the  utili- 
zation of  controlled  adsorption  for  the  removal 
of  water  vapor  under  vacuum. 

In  actual  large-scale  use  the  process  has 
proved  to  be  economical  and  efficient.  By 
this  method  the  amount  of  plasma  to  be  dried 
is  limited  only  by  the  amount  of  adsorbent 
used  and,  since  adsorbents  such  as  silica  gel 
have  an  indefinite  life  when  properly  handled, 
it  is  practical  and  economical  to  employ  what- 
ever amount  the  desired  capacity  requires. 

Plasma  may  be  dried  in  ampules,  trays,  or 
other  containers  according  to  the  volume  to  be 
processed.  In  our  hospital  plasma  service 
large  pyrex  ampules,  containing  up  to  700  cc. 
of  plasma,  have  been  used  satisfactorily. 
Moisture  analyses  of  the  material  dried  for 
forty-eight  hours  show  residual  water  to  be  as 
low  as  0.03  per  cent.  Equally,  dry  plasma 
could  be  obtained  in  shorter  periods  if  smaller 
amounts  were  placed  in  the  ampules.  Longer 
operation  with  larger  loads  are  preferred  to  cut 
down  labor  required. 

One  of  the  most  important  features  of  our 
production  methods  has  been  bulk  desiccation 
of  plasma.  This  has  reduced  the  technical 
problems  of  operation,  such  as  the  elimination 
of  leaks  in  the  system  which  tend  to  occur  with 
the  great  numbers  of  connections  necessary 
when  processing  in  small  original  containers; 
but,  more  important,  true  mass  production 
can  be  realized.  Another  great  advantage  of 
bulk  desiccation  is  that  a much  larger  quantity 
of  the  dry  plasma  can  be  placed  in  a given  con- 
tainer. The  final  container  can  be  practically 
filled  with  the  granular  dry  plasma,  yet  be- 
cause of  its  porosity  an  equal  volume  of  water 
can  easily  be  added  or  a vacuum  is  drawn  in 
the  final  container  and  held  by  an  adequately 
tight  method  of  sealing.  When  used  as  a 
threefold  or  fourfold  concentrate,  the  volume 
and  weight  of  both  the  plasma  and  sterile 
water  vials  are  much  smaller  than  the  equiva- 


lent amount  of  whole  plasma.  A further  ad- 
vantage of  the  reduced  volume  is  that  an  aver- 
age dose  may  be  given  with  an  ordinary  syr- 
inge. These  advantages  are  particularly 
valuable  for  military  use  where  simplicity, 
speed,  and  ease  of  transportation  are  essen- 
tial. 

Transfer  of  the  dry  plasma  from  the  am- 
pules to  vaccine  type  vials  is  accomplished  by 
a practically  closed  system  using  a sterile 
metal  dispenser,  a method  to  be  described  in 
another  paper.  The  plasma  is  granulated, 
with  reduced  bulk  and  increased  solubility 
resulting.  A vacuum  drawn  through  a needle 
is  sealed  by  coating  the  rubber  cap  with  cel- 
loidin. 

In  our  earlier  reports8, 9,10  we  described  the 
preparation  and  use  of  four  times  concentrated 
plasma.  The  concentrate  was  prepared  from 
dry  plasma  and  kept  frozen.  Since  preserving 
the  plasma  in  dry  form,  we  have  standardized 
on  12.5-  and  25-Gm.  doses  to  be  dissolved  in 
sterile  pyrogen-free  water  and  made  up  to  50 
and  100  cc.  amounts,  respectively,  giving  a 
solution  between  three  and  four  times  normal 
in  concentration,  depending  on  the  figure 
taken  for  normal  plasma.*  These  quantities 
were  partly  determined  by  the  size  of  available 
vials. 

Rapid  or  flash  solubility  of  plasma,  obtain- 
able only  when  desiccated  from  the  frozen 
state,  is  desirable  as  an  indication  of  proper 
preparation  and  preservation  and  as  a time- 
saver.  The  adtevac  plasma,  prepared  and 
stored  as  described,  dissolves  to  form  the  con- 
centrated solution  in  an  average  time  of  two 
minutes  with  vigorous  shaking.  In  some  in- 
stances solution  may  be  complete  in  as  little 
as  thirty  seconds.  By  always  administering 
the  plasma  immediately  after  dissolving,  we 
entirely  eliminate  any  opportunity  for  bac- 
terial growth  at  any  period  from  the  time  of 
drawing  blood,  through  the  processing  of  the 
plasma,  and  right  up  to  the  moment  of  ad- 
ministration. The  extremely  rapid  solubility 
of  adtevac  plasma,  together  with  the  avail- 
ability of  different  size  doses,  makes  it  com- 
pletely unnecessary  to  keep  the  plasma  in  the 
liquid  state,  and  instructions  advise  against 
this.  However,  it  is  of  interest  to  note  that 
tests  indicate  that  the  hypertonic  plasma 
solution  is  bacteriostatic  to  most  common 
contaminants. 

* Note:  Our  four-time  concentrated  plasma  containing 

25  Gm.  of  solids  is  equivalent  to  four  times  its  volume  of 
whole  plasma  containing  approximately  20  per  cent  cit- 
rate solution.  Protein  content  of  the  concentrate  is 
from  18  to  20  Gm.  per  hundred  cubic  centimeters. 
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Reactions 

The  best  criterion  of  the  safety  of  plasma 
preparation  methods  is  the  reaction  rate  ob- 
served in  actual  clinical  use.  The  most  sig- 
nificant type  is  the  febrile  reaction.  We  feel 
that  this  manifestation  is  due  to  bacterial 
contamination  and  growth  of  some  type, 
either  pathogenic  or  nonpathogenic.  In  the 
latter  group  the  pyrogenic  bacteria  are  most 
important.  Hemoglobin  in  plasma  is  not  the 
cause  of  reactions.  We  have  given  plasma 
containing  up  to  1 per  cent  hemoglobin  with- 
out untoward  effects.  This  is  to  be  expected 
in  the  light  of  the  work  of  Ottenberg  and 
Fox,11  and  Gilligan,  Altschule  and  Katersky.12 
When  using  concentrated  plasma  stored  in 
the  frozen  state,  a reaction  rate  of  1.003  per 
cent  was  reported.10  Since  our  plasma  has 
been  stored  dry  as  described  above,  no  febrile 
reactions  have  been  encountered  in  over  386 
administrations.  A few  transient  manifesta- 
tions of  other  types  were  occasionally  seen, 
such  as  urticaria,  mild  lumbar  pain  of  brief 
duration,  and  slight  pain  over  the  vein  during 
rapid  administration.  None  of  these  phe- 
nomena were  of  clinical  significance;  all  passed 
off  quickly,  with  only  mild  complaints  being 
registered  and  with  no  harmful  effects  result- 
ing. The  danger  of  vein  thrombosis  from  con- 
centrated plasma,  as  suggested  by  Brown  and 
Mollison,13  has  never  been  encountered  in  our 
series.  The  stimulating  effect  of  hypertonic 
plasma  on  smooth  muscle  was  seen  in  a few 
severe  cases  of  shock  where  plasma  adminis- 
tration to  unconscious  patients  was  followed 
by  micturition  or  where  stomachs  were  full 
by  a mild  type  of  regurgitation.  These  re- 
sponses also  noted  by  Brown  and  Mollison,13 
were  not  of  spasmodic  character  and  in  no 
case  harmful  to  the  patient. 

Technical  difficulties,  such  as  sticking  of 
syringe,  excessive  viscosity,  etc.,  have  not 
been  encountered.  Syringes  stick  only  when 
a plasma  of  poor  solubility  is  used.  We  have 
routinely  employed  a 50-cc.  syringe  and  19- 
gage  needle  without  difficulty. 

Clinical  Uses 

From  the  first  we  have  advocated  adminis- 
tration of  the  plasma  in  concentrated  form  in 
order  to  take  advantage  of  the  reduced  bulk, 
as  well  as  realizing  therapeutic  properties  of 
the  hypertonic  solution.  In  some  cases  where 
the  plasma  was  given  as  an  intravenous  pro- 
tein food,  it  was  simply  added  to  other  intra- 
venous solutions. 

For  military  use  the  advantages  of  desicca- 
tion and  concentration  take  on  new  impor- 


tance. If  plasma  can  be  given  as  far  forward 
as  the  collecting  station,  as  suggested  by 
Kendrick,14  the  factors  of  reduced  bulk  and 
perfect  preservation  under  all  conditions,  to- 
gether with  the  simplicity,  speed,  and  effec- 
tiveness of  administration  of  the  concentrated 
form,  should  make  this  type  of  plasma  therapy 
the  treatment  of  choice  in  combating  shock. 
For  naval  use  the  same  characteristics  are  of 
utmost  value  because  of  restricted  space, 
lengthy  storage  under  all  conditions,  and  the 
need  for  elimination  of  complicated  systems 
employing  carefully  prepared  tubing. 

The  effectiveness  of  concentrated  plasma  in 
shock  therapy  as  observed  in  45  closely  studied 
cases  was  reported  in  another  paper.10  Since 
most  of  those  cases  were  associated  with  opera- 
tions and  possible  hemorrhage,  additional 
cases  were  studied  in  which  other  factors  were 
primarily  involved.  Two  cases  herein  re- 
ported illustrate  the  typical  response  to  hy- 
pertonic plasma.  Representing  traumatic 
and  neurogenic  shock,  these  cases  are  of  a type 
frequently  encountered  in  warfare.  Case  1 is 
illustrated  graphically  in  Fig.  1 ; Case  2 in  Fig.  2. 

Case  Reports 

Case  1. — A.  M.,  a white  man,  aged  53,  was  ad- 
mitted nine  hours  after  an  automobile  accident. 
An  examination  showed  the  patient  to  be  cold, 
perspiring  profusely,  pale  with  weak  rapid  pulse, 
and  somewhat  confused  mentally.  His  left  leg 
was  in  a splint,  applied  for  comminuted  fracture 
of  the  lower  end  of  the  femur.  The  right  femur 
showed  an  intertrochanteric  fracture.  The 
blood  pressure  was  75  systolic  and  64  diastolic, 
with  pulse  130  and  weak.  The  hemoglobin  was 
13.25  Gm.  One  hundred  cubic  centimeters  of  4X 
adtevac  plasma  was  given  intravenously.  In  six 
minutes  the  sweating  had  ceased,  the  blood  pres- 
sure was  96  systolic  and  70  diastolic,  and  the 
pulse  was  strong,  with  a rate  of  120.  Hemoglo- 
bin at  11.75  Gm.  showed  the  blood  volume  to  be 
increased.  Thirty  minutes  later  another  identi- 
cal dose  of  hypertonic  plasma  was  given,  with  the 
blood  pressure  rising  to  100  systolic  and  70  dias- 
tolic and  the  hemoglobin  falling  to  11.1  Gm. 
The  blood  pressure  varied  somewhat,  remaining 
above  the  critical  level,  and  at  the  end  of  twenty 
hours  fell  to  86  systolic,  64  diastolic;  the  hemo- 
globin was  13.75  Gm.  One  hundred  cubic  centi- 
meters of  4X  plasma  elevated  the  blood  pres- 
sure up  to  116  systolic  and  72  diastolic,  and  the 
increased  blood  volume  was  reflected  in  a hemo- 
globin of  8.5  Gm.  No  further  drop  in  blood  pres- 
sure was  observed,  and  a transfusion  of  500  cc.  of 
blood  was  given  two  hours  after  the  last  plasma. 
No  further  evidence  of  shock  was  observed  and 
the  patient  reoovered. 

Case  2. — S.  S.,  a white  woman,  was  admitted 
with  gunshot  wounds  of  the  right  and  left 
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temporal  and  mandibular  regions.  Both  eyes 
were  markedly  damaged.  The  patient  was  pale, 
could  not  be  aroused,  and  did  not  respond  to 
verbal  or  pain  stimuli.  Her  veins  were  partly 
collapsed;  her  pulse  was  slow  and  weak,  with 
slow  respiration  and  no  sweating.  Her  blood 
pressure  was  imperceptible;  the  hemoglobin  was 
15.5  Gm.  Fifty  cubic  centimeters  of  4X  adtevac 
plasma  was  given  by  vein  with  a rise  in  blood 
pressure  up  to  104  systolic  and  80  diastolic  in 
thirty  minutes.  Response  to  pain  was  noted. 
The  hemoglobin  was  14.5  Gm.  One  hundred 
cubic  centimeters  of  4X  plasma  was  then  ad- 
ministered. In  fifteen  minutes  the  patient  was 
asking  for  water  and  responding  to  pain.  Her 
blood  pressure  was  118  systolic  and  90  diastolic, 
and  hemoglobin,  12.9  Gm.  The  patient  was  dis- 
charged six  days  later. 

These  cases  show  the  same  rapid  favorable 
response  to  hypertonic  plasma  which  was  ob- 
served in  our  earlier  series,  and  they  indicate 
the  availability  and  adequacy  of  interstitial 
body  water  to  build  up  blood  volume  when  the 
osmotic  pressure  of  the  blood  is  increased  by 
the  addition  of  concentrated  plasma  protein. 
The  significant  changes  in  the  photoelectric 
hemoglobin  determinations  demonstrate  the 
rapidity  with  which  these  blood  volume 
changes  occur.  These  cases  also  further  sup- 
port our  thesis  that  the  administration  of  con- 
centrated rather  than  whole  plasma  is  the 
treatment  of  choice  in  shock.  The  hemocon- 
centration  that  results  in  nonhemorrhagic 
forms  of  shock  as  a result  of  loss  of  fluid  into 
tissue  spaces  is  reversed  to  a large  degree. 
Furthermore,  direct  stimulation  of  the  vascu- 
lar system  seems  to  occur.  A more  rapid,  as 
well  as  more  physiologic,  correction  is  thus 
approached.  In  such  situations  plasma  is  not 
a substitute  but  really  a superior  therapeutic 
weapon. 

In  burns,  capillary  damage  is  so  extensive 
that  little  fluid  can  be  withdrawn  from  dam- 


aged areas  where  large  amounts  of  fluid  and 
protein  are  fixed.  However,  desiccated  plasma 
has  a definite  place — first,  in  order  to  store 
safely  the  large  reserves  needed  for  burns  and, 
second,  in  order  to  use  concentrated  plasma 
in  certain  phases.  The  first  point  is  of  utmost 
importance  in  civilian,  as  well  as  military, 
practice.  The  enormous  amounts  needed  in  a 
few  severe  burn  cases  may  deplete  plasma  sup- 
plies, and  cases  may  be  lost  while  more  is 
being  prepared.  We  have  used  plasma  equiva- 
lent to  over  10  L.  of  normal  plasma  in  1 ex- 
treme case.  Hypertonic  plasma  also  has  a 
place  for  its  instant  availability  and  its  initial 
rapid  action  where  we  have  obtained  excellent 
temporary  results  until  provision  for  continu- 
ous administration  of  normal  plasma  could  be 
set  up.  Such  considerations  might  be  of  vital 
importance  under  air-raid  conditions  with 
numerous  casualties.  Finally,  it  has  proved 
beneficial  to  be  able  to  supplement  the  admin- 
istration of  normal  plasma  with  occasional 
doses  of  the  concentrate  where  hemo  concen- 
tration was  remaining  dangerously  high  and 
also  to  use  the  hypertonic  form  where  the  pre- 
vious use  of  saline  resulted  in  general  edema, 
pulmonary  edema,  etc. 

In  the  treatment  of  posthemorrhagic  shock 
hypertonic  plasma  is  of  definite  value  as  a di- 
rect therapeutic  agent  and  not  merely  a blood 
substitute . In  this  respect  there  is  clinical  and 
experimental  evidence  of  three  possible  roles. 

First,  plasma  alone  may  suffice  even  for 
relatively  severe  grades  of  shock  where  red  cell 
volume  has  not  reached  a fatally  critical  level 
if  adequate  circulation  can  be  restored 
to  prevent  anoxia.  Here  the  hypertonic 
plasma,  rapidly  given,  combats  shock  by  im- 
mediate increase  of  blood  volume  and  appar- 
ent contraction  of  vascular  capacity,  thus 
making  red  cell  function  more  effective 
through  accelerated  circulation. 
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Second,  where  red  cell  loss  has  reached  the 
critical  level  mentioned  above,  plasma  is  still 
of  great  value  when  blood  is  not  immediately 
available.  The  patient  often  can  be  kept  alive 
until  blood  for  transfusion  can  be  obtained. 
In  our  experience  this  period  in  severe  hemor- 
rhage may  be  extended  as  long  as  one  or  more 
hours. 

Third,  even  when  adequate  stores  of  blood 
are  immediately  available,  hypertonic  plasma 
should  also  be  given,  since  circulation  can  be 
restored  in  this  manner  before  the  more  slowly 
given  blood  can  take  effect.  This  combination 
is  much  more  effective  than  blood  alone.  For 
example,  in  1 case  of  ours  where  blood,  given 
through  three  portals,  was  failing,  the  addition 
of  hypertonic  plasma  reversed  the  unfavorable 
trend. 

Conclusions 

1.  The  methods  employed  in  the  desic- 
cated plasma  service  of  Baylor  University 
Hospital  are  reported. 

2.  The  experience  gained  from  the  prepa- 
ration and  use  of  desiccated  plasma  derived 
from  660,000  cc.  of  blood  during  a twenty- 
month  period  of  routine  operation  is  dis- 
cussed. 

3.  The  complete  safety  of  mass-produc- 
tion methods,  including  continuous  separation 
of  blood  and  bulk  desiccation,  is  demonstrated 
in  the  freedom  from  febrile  reactions  and  in  the 
clinical  results  obtained. 

4.  The  significance  of  these  methods  and 
results  in  military  surgery  is  pointed  out. 
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Discussion 

Dr.  Paul  W.  Searles,  Buffalo,  New  York— The 
greatest  disadvantages  in  the  use  of  desiccated 
plasma  has  been  in  its  preparation.  The  methods 
have  been  too  cumbersome  for  the  average-sized 
blood  bank.  However,  Dr.  Hill  has  shown  that 
it  is  possible  for  the  average  bank  to  produce  a 
desiccated  plasma. 

The  therapeutic  value  of  plasma  has  been  well 
proved.  Certainly,  where  shock  is  not  due  to  the 
loss  of  red  blood  cells  plasma  is  indicated.  There 
is  also  some  evidence  that  plasma  can  be  used  in 
hemorrhage  cases  to  carry  the  patient  along  until 
red  cells  are  available. 

It  is  quite  a simple  matter  for  the  average  bank 
to  obtain  whole  plasma  from  blood.  This  whole 
plasma  can  be  stored  in  bottles  for  a long  time. 
I have  used  whole  plasma  in  combating  shock; 
however,  concentrated  plasma  is  interesting  and 
deserves  a fair  trial. 

The  military  value  of  the  desiccated  plasma 
cannot  be  overestimated.  The  simplicity  of  ad- 
ministering the  plasma  by  syringe  in  the  con- 
centrated form  is  a definite  advantage.  There  is 
the  problem  of  transporting  the  sterile  distilled 
water  along  with  the  desiccated  plasma,  which 
in  the  end  means  there  is  just  as  much  bulk  as  in 
ordinary  whole  plasma.  However,  I do  know 
that  the  use  of  desiccated  plasma  has  been  favor- 
ably considered  by  military  authorities  and  will 
probably  be  adopted  by  them  as  their  emergency 
method  for  treating  shock. 

The  plasma  prepared  by  Dr.  Hill’s  method  has 
a slight  reddish  tinge.  I understand  that  he  at- 
taches no  importance  to  the  traces  of  hemoglo- 
bin that  may  have  been  faced  on  centrifuging. 
As  yet  he  has  had  no  severe  reactions  because  of 
this  factor. 

I was  interested  in  the  preservation  of  certain 
biologic  properties  that  occur  in  the  use  of  dried 
plasma.  Ordinarily,  we  give  freshly  drawn  blood 
or  plasma  to  patients  with  severe  infections. 

Is  it  possible  to  preserve  the  immunity  for 
any  length  of  time  in  desiccated  plasma? 


INTERNATIONAL  COLLEGE  OF  SURGEONS  TO  MEET  IN  MEXICO  CITY 


Pan-American  unity  in  surgery  as  well  as  in 
hemispheric  defense  will  be  dramatically  demon- 
strated when  the  International  College  of 
Surgeons  holds  its  fourth  international  assembly 
in  Mexico  City,  August  10  to  14. 

Surgeons  from  most  of  the  countries  of  the 
Western  hemisphere  and  also  England,  Holland, 
Palestine,  Portugal  Switzerland,  and  Turkey 


will  participate.  Many  Pan-American  countries 
are  sending  official  representatives.  Sessions 
will  be  conducted  in  both  English  and  Spanish. 

Especially  emphasized  will  be  military  surgery 
and  the  lessons  already  learned  from  the  Spanish 
Civil  War,  current  British  campaigns,  and 
civilian  experiences  during  air  raids.  Head- 
quarters will  be  at  the  Hotel  Reforma. 


DEAFNESS  IN  CHILDREN 

Early  Detection,  Management,  and  Treatment 
Edmund  Prince  Fowler,  M.D.,  New  York  City 


“OPEECH  deafness”  no  matter  what  its 

O degree  has  an  effect  upon  the  acquisi- 
tion of  language,  education,  employment,  and 
emotional  adjustment  to  the  environment. 

In  comparison  to  the  extent  to  which  deaf- 
ness exists  in  the  population,  it  is  appalling 
how  little  is  dene  to  prevent  it.  Ten  per  cent 
of  the  men  recently  applying  for  enlistment 
into  the  regular  army  were  rejected  because 
of  noticeable  “speech  deafness.”  The  testing 
of  1,200,000  public  school  children  in  New 
York  City  shows  4 per  cent  with  hearing  losses 
of  9 decibels  or  more  for  “speech  hearing.” 
This  means  that  it  requires  about  ten  times 
more  sound  for  these  children  to  hear  simple 
speech  in  a quiet  schoolroom  than  for  the  nor- 
mal hearing  children  and,  in  the  usual  noisy 
schoolroom,  over  a hundred  times  more  in- 
tensity. I estimate  that  one-third  of  all 
school  children  show  losses  of  at  least  15  deci- 
bels at  some  frequency.  Such  losses,  unless 
transitory,  may  mean  “speech  deafness”  is  to 
follow. 

The  beginning  of  deafness  is  usually  in 
youth,  and  it  increases  in  severity  with  cer- 
tain variations  with  age.  The  old  people  who 
have  no  deafness  for  speech  are  those  who  es- 
caped ear  disorders  in  youth.  Deafness  is 
almost  the  rule  in  professional  swimmers  and 
prize  fighters  and  is  inevitable  under  certain 
noise  conditions  such  as  long-continued  ex- 
posure to  open  cockpit  fighting  planes,  boiler 
factories,  gun  explosions,  etc.  Deafness  is 
common  in  people  with  an  idiosyncrasy  to 
certain  drugs,  especially  quinine,  salicylates, 
nicotine,  etc. 

It  is  a mistake  to  imagine  that  just  because 
an  ear  is  slightly  or  even  markedly  deaf  it  is 
protected  from  noise.  Even  severe  nerve 
deafness  does  not  offer  protection  from  exces- 
sive noise.  In  fact  it  increases  the  liability  of 
damage  from  acoustic  shock  because  the  nerve 
elements  are  already  damaged  and  are  less 
resistant  to  trauma,  and  sound  vibrations 
enter  these  ears  just  as  readily  as  they  enter 
normal  ears. 

Man  is  especially  exposed  to  acoustic  shocks, 
and  this  is  one  reason  why  boys  and  men  show, 

Read  before  the  Section  on  Pediatrics  of  The  New  York 
Academy  of  Medicine,  January  9,  1941,  including  a 
demonstration  by  children  from  the  New  York  League 
for  the  Hard  of  Hearing. 


on  the  average,  a greater  loss  in  the  high  tones 
than  the  girls  and  women  and  a more  extensive 
nerve  deafness  later  in  life.  Boys  love  fire- 
crackers and  cannons  and  to  bat  one  another 
over  the  head.  They  are  fond  of  shooting. 
One  really  bad  acoustic  shock  may,  and  fre- 
quently does,  rip  some  delicate  structure  in 
the  middle  or  inner  ear  and  cause  hemorrhagic, 
exudative,  or  productive  inflammations.  Even 
microscopic  hemorrhages  in  the  neural  ap- 
paratus of  hearing  may  cause  extensive  de- 
generation and  deafness.  Deafness  may  follow 
concussion,  without  other  neurologic  signs. 

Many  diseases  of  childhood  are  associated 
with  ear  disease  and  disabling  deafness,  largely 
because  of  infections  of  the  upper  part  of  the 
respiratory  tract.  The  same  bacterial  irritant 
may  produce  different  forms  of  inflammation, 
and  the  different  irritants  may  produce  the 
same  anatomic  forms  of  inflammation.  Little 
or  nothing  is  known  about  deafness  from  the 
viral  diseases. 

What  should  be  done  to  protect  the  ear 
from  the  effects  of  the  diseases  and  traumas 
of  childhood?  What  should  be  done  in  the 
presence  of  deafness  to  conserve  the  residual 
hearing?  Only  a broad  answer  can  be  given 
here  because  the  subject  is  too  extensive.  I 
should  say  that  the  outstanding  preventive 
measure  is  intelligent  observation  and  testing. 
Careful  observation  is  in  itself  the  acme  of 
testing. 

When  is  it  necessary  to  test  the  hearing; 
to  find  out  if  a child  has  any  deafness;  to 
determine  whether  he  is  merely  hard  of  hearing 
or  totally  deaf?  When  is  it  necessary  to  under- 
take remedial  or  preventive  measures  or  to 
consult  an  otologist?  The  primary  responsi- 
bility for  the  correct  answers  to  these  ques- 
tions rests  upon  the  pediatrician.  The  parents 
rely  first  on  his  advice. 

(1)  Examine  the  newborn  babies’  external 
auditory  meatuses  for  obstructions,  conges- 
tions, secretion,  pus,  and  blood.  If  there  is  a 
history  of  congenital  deafness  in  the  family  or 
if  the  gestation  or  birth  has  been  abnormal, 
test  every  few  weeks  with  simple  noises.  Some 
advise  waiting  ten  days  or  two  weeks  after 
birth  before  testing  to  allow  time  for  the 
resorption  of  the  gelatinous  fetal  pads  and 
vascular  tumefactions  from  the  middle  ears, 
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but  because  these  do  not  cause  total  deafness 
delay  is  questionable  on  these  grounds.  At 
an  early  age  it  is  difficult  to  set  up  definite 
tests  and  it  is  impossible  to  obtain  quantita- 
tive results,  but  after  five  months  (sometimes 
earlier)  one  may  gradually  condition  the  baby 
to  respond  to  certain  sounds,  such  as  a bell  or 
simple  call  words  associated  with  something 
that  makes  for  baby’s  gratifications — feeding 
or  the  desire  for  a toy,  especially  a toy  that 
makes  a noise.  When  the  baby  enjoys  making 
the  noise  it  is  a sign  that  he  is  hearing  it. 

Some  babies  only  a few  weeks  old  will  try 
to  avoid  a loud  sound  near  the  ear  by  moving 
the  head.  If  this  movement  is  consistently 
repeated,  it  is  an  excellent  sign  that  the  sounds 
at  the  intensities  used  have  been  heard.  Use 
a tuning  fork,  bell,  buzzer,  etc.  Be  careful 
not  to  traumatize  the  ear  by  using  sounds  over 
90  decibels  above  the  normal  threshold.  The 
shouted  voice  two  feet  from  the  ear  averages 
80  to  100  decibels.  If  80  decibels  is  not  heard, 
“speech  hearing”  is  usually  lost.  This  means 
the  child  will  be  unable  to  acquire  speech  in 
the  usual  way. 

Some  babies  will  blink  the  eyelids  or  show  a 
definite  pupil  reaction  when,  unexpectedly, 
they  hear  a fairly  loud  sound,  such  as  loudly 
clapping  the  hands  together.  If  these  reac- 
tions are  definitely  and  consistently  obtainable 
without  some  other  coincidentally  acting 
stimulant  confusing  the  picture,  they  may  be 
accepted  as  a sign  that  the  baby  hears  the 
sound  used.  Avoid  using  sound  vibrations 
that  can  be  felt  instead  of  heard.  When  cer- 
tain that  any  loud  sound  is  heard,  use  fainter 
and  fainter  sounds  to  estimate  roughly  the 
degree  of  hearing.  If  unable  to  obtain  pupil- 
lary or  palpebral  reflexes  by  sound  alone, 
flash  a small  light  before  the  baby’s  eyes  simul- 
taneously with  the  application  of  the  sound. 
The  eyes  will  blink  to  shut  out  the  light.  Re- 
peat again  and  again  until  even  when  the  light 
is  not  flashed  the  reflex  will  occur  in  anticipa- 
tion of  the  light.  The  reflex  is  then  a positive 
proof  that  the  sound  was  heard.  This  is  one 
conditioning  procedure.  Many  others  will 
suggest  themselves  to  you. 

Frequently,  positive  reactions  may  be 
elicited  by  applying  a 512  or  256  vibrating 
tuning  fork  to  the  baby’s  skull.  Notice  if 
there  is  any  difference  in  the  reactions  ob- 
tained when  this  is  done  and  when  a dead 
tuning  fork  is  applied  to  the  same  spot.  Often, 
if  a baby  is  crying,  he  will  stop  crying  abruptly 
on  hearing  the  sound  of  a tuning  fork  before 
the  ear  or  on  the  skull.  His  attention  is  con- 
centrated on  the  new  sensation.  The  lower 


forks  may  be  felt  as  well  as  heard,  so  that  it  is 
well  to  use  the  512,  which  gives  less  surface 
sensation  than  the  lower  forks. 

Babies  who  hear  their  own  voices  or  even 
their  own  gurgling  or  bubbling  and  other 
simple  sounds  appear  to  enjoy  their  noises 
and,  from  time  to  time,  will  experiment  by 
varying  the  pitch  of  the  noises  they  are  mak- 
ing. If  a baby  is  backward  in  doing  this  or, 
when  older,  in  imitating  and  in  using  simple 
sounds,  the  hearing  in  both  ears  may  be  at 
fault.  To  make  sure,  test  it.  Obviously, 
monaural  deafness  will  not  prevent  the  child 
from  hearing  himself. 

Notice  if  the  child  always  uses  gestures  to 
communicate  with  others.  Older  deaf  and 
hard-of-hearing  children  do  this  whether  or 
not  they  use  vocal  expressions.  They  seem  to 
sense  their  vocal  inadequacy.  They  think  and 
signal  in  meaning  rather  than  in  words.  A 
positive  reaction  to  several  of  the  tests  de- 
scribed above  will  assure  the  presence  of  some 
hearing.  How  much,  can  be  determined  later. 
Place  the  source  of  the  sound  so  that  the  child 
cannot  see  its  manipulation. 

Some  day  it  may  be  practical  to  observe  the 
acoustic  reflex  of  the  intratympanic  muscles 
which  occurs  only  with  the  hearing  of  sounds 
at  least  40  decibels  over  threshold.  We  will 
then  have  a quantitative  hearing  test  for  even 
the  youngest  children. 

(2)  Keep  in  mind  that  potential  deafness 
is  hidden  in  most  diseases  of  childhood  and 
inspect  ears,  nose,  and  throat  daily  during 
their  course.  At  the  first  sign  of  ear  involve- 
ment, institute  the  indicated  medical  or  sur- 
gical treatment  and  maintain  it  not  only  while 
the  child  is  sick  but  also  until  the  threat  of 
deafness  is  removed.  Keep  in  mind  not  only 
the  cure  of  disease  of  the  ear  and  of  the  body 
but  also  the  preservation  of  the  hearing. 

The  first  noticed  sign  of  ear  disorder  instead 
of  a lowering  of  hearing  may  be  stuffiness, 
head  noises  (tinnitus),  vertigo,  nausea  or 
vomiting,  or  neurologic  signs  of  meningeal 
irritation.  Up  to  about  8 or  10  years  of  age, 
deafness  is  apt  to  be  noticed  only  when  bi- 
lateral. 

In  children,  as  well  as  in  adults,  head  noises 
mean  irritation  and  threaten  destruction 
of  the  cochlea  nerve  apparatus. 

(3)  The  hearing  of  every  child  should  be 
carefully  tested  audiometrically  on  entering 
school  and  immediately  following  the  diseases 
of  childhood — also  at  six-  to  twelve-month 
intervals  if  teacher  or  parents  suspect  any 
hearing  defect. 

(4)  Be  sure  that  throughout  childhood  the 
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eustachian  tubes  are  functioning  physio- 
logically. This  is  determined  by  otoscopic 
observations  of  the  details  of  position  and 
movability  of  the  drum  and  other  tympanic 
structures,  not  by  forcible  inflations  of  the 
middle  ear,  by  air  bag,  or  by  catheter.  Both 
politzerization  and  catheterization  are  much 
abused  in  youth  and  in  later  age.  The  cathe- 
ter is  practically  never  indicated  in  infancy  or 
childhood. 

If  the  ventilation  of  the  middle  ear  is  sub- 
normal, some  hearing  will  always  be  lost. 
The  frequency  regions  primarily  affected  are 
the  low-tone  and  the  high-tone  areas  (64  to 
512  and  4,000  to  16, 000). 1 Which  frequency 
is  the  more  affected  depends  upon  the  amount 
and  duration  of  the  partial  vacuum  and  the 
lesions  in  the  middle  ear  and  adjacent  spaces. 
Every  child  should  have  a careful  test  to  de- 
termine his  normal  hearing  level  even  though 
there  is  no  deafness.  If  in  a previously  tested 
ear  no  lowering  of  the  hearing  occurs  at  any 
frequency,  the  tube  is  functioning  and  in- 
flations are  usually  contraindicated.  A com- 
mon symptom  of  eustachian  tube  disfunction 
is  ringing,  clicking,  or  fullness  in  the  ear. 
This  is  prone  to  recur  with  every  cold.  In  the 
interim  the  hearing  may  appear  normal. 

(5)  When  necessary,  and  only  when  neces- 
sary, maintain  ventilation  of  the  middle  ears 
by  gentle  air  pressures  (without  trauma- 
tizing the  tissues),  and  do  not  expect  infla- 
tions at  weekly  or  even  daily  intervals  to 
maintain  adequate  ventilation  or  drainage 
until  after  the  subsidence  of  the  middle-ear 
and  tubal  blockage.  Supplemental  home 
treatment  is  needed  in  almost  every  instance 
to  shorten  the  acute  and  subacute  periods  and 
to  forestall  a chronic  aftermath — such  as  re- 
current or  chronic  suppurative  mucoid,  or 
productive  cicatricial  otitis,  and  permanent 
deafness.  The  deafness  may  be  missed  unless 
the  hearing  is  tested  carefully. 

I use  hot  saline  ear  douches  before  rupture 
or  incision  of  the  drum  and,  usually,  gentle 
intermittent  suction  and  a mild  hot  antiseptic 
douche  during  the  resolution  of  the  suppura- 
tion. I do  not  favor  incision  of  the  drum  mem- 
brane unless  it  is  seen  that  the  eustachian  tube 
is  not  sufficiently  patent  to  permit  the  middle 
ear  to  free  itself  of  secretion  within  a few  days 
or  unless  the  inflammation  becomes  purulent, 
causes  prolonged  pain,  or  threatens  complica- 
tions. I do  not  favor  repeated  drum  incisions. 
If  one,  or  at  the  most  two,  good  incisions  do 
not  furnish  sufficient  drainage  to  control  ex- 
tension of  the  suppuration,  the  exudate  is 
coming  from  spaces  outside  of  the  middle  ear, 


in  the  mastoid  or  petrous  bone  or  eustachian 
tube,  in  which  case  a simple  mastoidectomy  is 
often  indicated  irrespective  of  the  bacterial 
content  of  the  pus.  Simple  mastoidectomy, 
unless  delayed  beyond  the  point  where  full 
recovery  of  middle-ear  function  can  take  place, 
is  a surgical  procedure  that  can  be  counted 
upon  to  restore  and  preserve  the  hearing  to  a 
greater  degree  than  any  other  later  treatment 
or  operation.  I am  not  impressed  with  the 
reported  preventive  action  of  sulfanilamide  or 
other  chemotherapy  in  uncomplicated  acute 
or  chronic  otitis  media,  because  we  can  show 
quite  as  good  results  without  its  use  as  with  it. 
Sulfanilamide  may  be  of  distinct  benefit 
locally  if  efficient  drainage  is  established. 

During  recovery  from  all  middle-ear  and 
mastoid  suppurations,  the  eustachian  tubes 
and  middle  ears  should  be  closely  watched  to 
insure  timely  treatment  in  case  of  their  failure 
to  function  physiologically.  Frequent  careful 
testing  of  the  hearing  is  a sensitive  guide  to 
these  ends.  It  is  quite  commonly  neglected. 
Instead  the  patient’s  word  is  accepted,  and 
patients  are  easily  misled  as  to  changes  in 
hearing. 

In  some  instances  the  middle  ear  recovers 
and  the  hearing  returns,  but  the  infection  be- 
comes localized  outside  of  the  ear.  Here  the 
inflammation  continues,  usually  as  a mastoidi- 
tis. In  such  cases,  simple  mastoidectomy  is  in- 
dicated with  no  attempt  to  enter  the  middle  ear 
by  way  of  the  antrum,  aditus,  or  otherwise. 

In  little  children  the  nasal  sinuses,  such  as 
exist,  are  almost  always  involved  with  exten- 
sive head  colds.  The  middle  ear  is  one  of  the 
sinuses  of  the  nose.  The  inflammation  in  the 
middle  ear  as  well  as  in  some  other  sinus  may 
persist  after  the  cold  subsides — be  sure  to 
examine  and  test  to  determine  whether  or 
not  this  has  occurred. 

(6)  Examine  for,  and  remove,  menacing 
lymphoid  nasopharyngeal  hypertrophies,  es- 
pecially those  near  the  eustachian  tubes.  Do 
this  under  inspection,  whether  by  surgery, 
diathermy,  chemical  cauterization,  or  irradia- 
tion— not  by  feeling  and  guessing.  Re- 
straint in  the  use  of  all  these  modalities  will 
prevent  overdestruction  of  mucous  mem- 
branes and  dry,  crusty,  and  gobby  chronic 
throats.  It  is  not  the  merepresence  of  ade- 
noids or  hypertrophied  lymphoid  masses  that 
threatens  the  hearing.  It  is  their  particular 
effects  in  the  case  in  question.  Only  careful 
tests  and  often  more  than  one  examination 
will  determine  their  true  status  and  the  ad- 
visability of  their  removal. 

(7)  Remove  the  tonsils  if  they  are  continu- 
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ally  or  often  infected  or  if  after  4 or  5 years  of 
age  it  seems  advisable  in  connection  with 
adenoidectomy — not  just  because  they  are 
large  or  contain  in  their  crypts  some  cheesy 
matter.  Do  not  do  this  by  blind  clipping  or 
burning.  Do  it  by  inspection  and  dissection 
so  that  you  may  be  certain  of  a clean  surgical 
removal  of  the  tonsil,  without  including  the 
palate,  pillars,  tongue,  or  other  parts  of  the 
throat.  The  end  results  of  many  so-called 
tonsillectomies  are  worse  than  the  results  of 
leaving  the  tonsil  in  situ. 

(8)  A moderate  recurrence  of  lymphoid 
tissue  requires  no  treatment  unless  it  takes  on 
recurrent  infections  or  is  associated  with  a re- 
curring hearing  loss  or  nasal  infections.  The 
mere  recurrence  of  lymphoid  tissue  is  not  per 
se  a reason  for  repeated  removal.  More  re- 
straint is  indicated  in  the  removal  of  lymphoid 
recurrences  than  of  the  original  adenoid 
masses.  Every  removal  is  followed  by  greater 
scarring  of  the  throat.  The  persistence  of  the 
tendency  to  replace  lymphoid  tissue  by  little 
children  suggests  that  this  replacement  may 
not  be  wholly  useless.  It  aids  in  the  main- 
tenance of  an  efficient  barrier  to  the  spread  of 
infection.  A relative  immunity  appears  to  be 
closely  related  to  this  timely  hypertrophy  of 
the  lymphoid  barriers  in  the  upper  part  of  the 
respiratory  tract  of  the  child. 

Irradiation  of  the  nasopharynx  to  control 
lymphoid  blocking  of  the  eustachian  tubes  is 
sometimes  warranted.  It  is  one  way  to  con- 
trol lymphoid  hypertrophies.  It  must  be 
used  with  caution  because  it  is  not  yet  deter- 
mined what  the  end  results  will  be  and  what 
effect  it  will  have  on  the  healthful  functioning 
of  the  mucous  membranes  involved.  To  avoid 
a too  extensive  destruction  of  tissue  and  to 
lessen  the  cost  of  using  radon  or  x-ray,  my  son 
has  devised  a radium  applicator  that  concen- 
trates the  effect  of  the  irradiation  closely  to  the 
region  of  the  tube. 

(9)  Vitamin  insufficiencies,  even  when  cor- 
rected by  natural  or  synthetic  combinations, 
will  not  produce  a healthy  child  unless  there  is 
sufficient  and  continued  consumption  and 
utilization  of  healthful  food.  Many  fads  and 
fancies  always  attend  newly  acquired  reme- 
dial agents.  The  so-called  biochemicals,  under 
various  names  and  combinations,  now  in  vogue 
will  in  time  give  way  to  overemphasis  on  other 
and  newer  discoveries,  and  so  on  ad  infini- 
tum. You  and  I must  use  common  sense  in 
these  matters  if  we  are  to  best  serve  our  young 
patients  and,  incidentally,  their  parents.  The 
health  and  strength  obtainable  from  a well- 
balanced  diet  of  the  old  reliables  throughout 


the  ages  are  still  obtainable  from  the  same  old 
reliables  today — milk,  eggs,  butter,  cheese, 
whole  wheat  bread,  cereals,  meat,  liver, 
leafy  vegetables,  tubers,  oranges,  and  all  the 
orchard,  citrus,  and  other  fruits.  These  foods 
obtained  and  consumed  in  sufficient  bulk  and 
in  good  environment  will  still  produce  healthy 
children.  No  synthetics  will  ever  permanently 
take  their  place. 

(10)  Avoid  meddlesome  surgery  and  med- 
dlesome medicine.  Every  patient  is  a law 
unto  himself.  This  holds  true  in  childhood  as 
well  as  in  youth  and  middle  and  old  age.  The 
practitioner  knows  by  experience  that  even 
different  members  of  the  same  family  may  re- 
act differently  to  similar  diseases;  they  there- 
fore need  different  management  and  treat- 
ment. 

(11)  There  are  several  disorders  and  dis- 
eases causing  deafness  which  strike  so  sud- 
denly or  so  insidiously  that  we  have  been  al- 
most helpless  to  fend  off  their  damage  to  the 
ear.  I shall  briefly  discuss  the  deafness  as- 
sociated with  heredity,  meningitis,  mumps, 
and  syphilis. 

Hereditary  tendencies  to  several  types  of 
deafness  may  be  shown,  but  environment  in 
the  largest  sense  is  the  more  important  etio- 
logic  factor.  No  immunity  is  so  great  that  it 
can  resist  indefinitely  repeated  exposures  to 
severe  trauma  or  infection.  Hereditary  tend- 
encies are  ever  present  and,  therefore,  the 
family  history  may  form  an  important  back- 
ground for  all  kinds  of  ear  diseases  and  all 
types  of  deafnesses.  But  to  state  that  a dis- 
ease is  hereditary  does  not  explain  its  cause. 

The  neural  apparatus  of  hearing  is  thought 
to  be  more  often  affected  by  hereditary  in- 
fluences than  the  conducting  apparatus.  This 
is  probably  because  the  neural  machine  in  the 
cochlea  and  brain  is  more  easily  damaged  by 
the  local  pressure,  anoxia,  or  toxemia  coinci- 
dent to  some  diseases  than  the  tougher  me- 
chanical apparatus  in  the  middle  ear. 

One  of  the  most  prevalent  forms  of  progres- 
sive deafness,  beginning  but  not  often  dis- 
covered in  youth,  is  otosclerosis.  It  usually 
shows  a familial  and  hereditary  background. 
A study  of  identical  twins  is  being  made,  and 
it  is  hoped  that  it  will  throw  some  light  on  this 
subject.  The  cooperation  of  the  pediatricians 
is  desired  in  this  work.  If  any  of  you  know  of 
twins  of  any  age  with  otosclerosis  or  with  a 
parent  suffering  from  otosclerosis  or  progres- 
sive deafness,  please  arrange  to  have  the 
children’s  hearing  examined  at  least  yearly. 
I will  gladly  contribute  my  services  to  this 
end. 


August  1,  1941] 


DEAFNESS  IN  CHILDREN 


1547 


It  must  be  kept  in  mind  that  we  tend  to  look 
and  act  like  our  forebears  internally  as  well 
as  externally,  especially  when  the  environ- 
ment has  been  similar,  and  that  we  all,  there- 
fore, tend  to  take  on  similar  ailments  under 
similar  provocations.  The  only  immediate 
practical  preventive  measure  is  better  environ- 
ment. This  includes  better  environment  for 
preventing,  as  well  as  for  throwing  off,  the  dis- 
order— in  plain  words,  better  prophylaxis, 
management,  and  treatment. 

The  only  measure  of  service  to  prevent  deaf- 
ness from  meningitis  is  anticipatory  or  early 
diagnosis  of  the  meningitis,  with  prompt  and 
efficient  treatment  by  the  newer  methods  of 
chemotherapy  which  offer  much  in  preventing 
meningeal  involvement  of  the  eighth  nerve. 
The  only  treatment  is  preventive  because 
when  the  acoustic  nerve  elements  are  once 
degenerated  or  destroyed  they  never  recover. 
To  learn  if  the  destruction  is  partial  or  total, 
careful  hearing  tests  are  necessary.  To  do  this, 
the  opposite  ear  must  be  excluded  by  masking, 
even  though  it,  too,  is  severely  deafened  by 
nerve  degeneration.  The  reason  for  doing  this 
is  because  extremely  loud  sound  will  appear 
nearly  or  quite  as  loud  to  even  a severely 
nerve-deafened  ear  as  to  a normal  hearing  ear. 
This  is  due  to  the  presence  of  the  “recruit- 
ment phenomenon.”2 

A simple  method  for  masking  an  ear  is  to 
blow  steadily  into  the  concha  and  external 
auditory  meatus.  Blowing  across  the  open  end 
of  a rubber  tube,  the  other  end  of  which  is  in 
the  ear,  is  also  an  efficient  way  of  preventing 
an  opposite  ear  from  hearing  the  testing 
sounds.  A stethoscope  used  monaurally  is 
efficient  for  this  purpose  and  is  much  less 
terrifying  than  the  B£rany  noise  apparatus. 

One  reason  why  monaural  deafness  is  not 
detected  early  is  because  the  deaf  ear  is  turned 
toward  the  sounds  one  desires  to  hear  less  than 
one-half  of  the  time,  and  under  many  con- 
versational conditions,  even  if  the  deaf  ear  is 
toward  the  speaker,  there  is  a loss  of  only  15 
to  20  decibels  in  the  sounds  reaching  the  good 
ear.  This  causes  but  little  disability  unless 
the  good  ear  is  masked  by  environmental 
sound  or  unless  its  hearing  also  is  deficient. 
Environmental  noise  masks  conversation  more 
when  the  masking  noise  is  on  the  side  of  the 
better  hearing  ear.  There  is,  then,  no  opposite 
ear  with  which  to  hear. 

No  one  knows  how  mumps  causes  deafness 
unless  there  is  an  associated  meningitis  or  men- 
ingoencephalitis involving  the  eighth  nerve. 
In  many  cases  there  is  no  such  association, 
and  yet  the  static,  as  well  as  the  auditory 


labyrinths,  of  the  ear  may  be  affected.  The 
lesions  accompanying  mumps  are  usually 
unilateral,  often  total  but  sometimes  un- 
equally bilateral.  They  affect  ears  that  were 
previously  normal,  as  well  as  those  showing 
any  of  the  various  degrees  and  types  of  deaf- 
ness. A simple  voice  hearing  test  will  usually 
suffice  for  a preliminary  estimate  of  the  extent 
of  damage  to  “speech  hearing.”  For  a more 
accurate  estimation,  test  both  ears  audio- 
metrically  by  air  and  bone  conduction.  Mask- 
ing of  the  opposite  ear  is  usually  indicated. 

When  monaural,  the  deafness  from  mumps 
in  all  my  own  cases  has  been  on  the  side  of  the 
greater  involvement.  I wonder  how  often  it 
occurs  in  atypical  cases  with  no  parotid  in- 
volvement. 

The  only  direct  communication  between  the 
parotid  gland  and  the  inner  ear  is  the  channel 
occupied  by  the  facial  nerve.  The  pathway  is 
not  long,  not  much  over  an  inch  in  all.  It  is 
suggested,  since  perineural  inflammatory 
changes  can  travel  along  the  course  of  nerves 
even  greater  distances  than  this,  that  in 
mumps  this  may  be  one  mode  of  involvement 
of  the  inner  ear. 

Mumps  is  not  primarily  a suppurative  in- 
flammation— neither  is  the  accompanying 
eighth  nerve  neuritis  or  labyrinthitis.  The 
question  arises:  If  the  avenue  of  infection  is 
the  path  of  the  seventh  nerve,  how  does  it 
happen  that  there  is  seldom  a seventh  nerve 
(facial)  paralysis?  One  reason  is  that  the 
seventh  nerve  is  tougher  than  the  eighth 
nerve.  The  auditory  fibers  are  unmyelinated 
and  are,  therefore,  more  sensitive  to  poisons, 
anoxia,  and  pressure  lesions.  Pressure  lesions 
in  the  internal  auditory  canal  commonly  irri- 
tate or  paralyze  the  cochlea  and  the  ves- 
tibular divisions  of  the  eighth  nerve  without 
irritating  or  paralyzing  the  seventh  nerve. 
The  mumps  infection  being  viral  is  not  self-per- 
petuating like  bacterial  poisons.  Toxic 
poisoning  of  the  eighth  nerve  is  common;  of 
the  seventh  nerve,  uncommon. 

In  little  children,  mumps  is  thought  seldom 
to  involve  the  ear,  but  after  the  age  of  12  it 
does  so  more  often  than  is  realized.  The 
symptoms  of  involvement,  headache,  tempera- 
ture, tinnitus,  vertigo,  nystagmus,  nausea, 
vomiting,  or  spastic  paralysis  in  various  com- 
binations are  often  so  slight  that  they  are 
missed.  AVhen  sudden  and  severe  they  are  apt 
to  be  ascribed  to  the  general  bodily  reaction 
to  inflammation,  to  gastrointestinal  disease, 
or  to  meningitis  and  not  to  the  auditory  or 
static  labyrinth  irritation  or  destruction. 
Their  severity  and  sequence  depend  largely 
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upon  the  speed  and  extent  of  the  lesions. 
Deafness  usually  supervenes  in  the  second  week 
of  mumps. 

I have  examined  several  children  whose 
first  symptom  of  ear  involvement  during 
mumps  was  tinnitus,  increasing  violent  ringing 
or  singing  noises  in  the  ear.  Subsequently, 
they  became  deaf.  Remember  that  tinnitus 
is  always  a warning  of  degeneration  in  the 
neural  apparatus  of  hearing.  Energetic  meas- 
ures are,  therefore,  warranted  to  prevent  the 
deafness.  It  would  appear  that  spinal  punc- 
ture, phlebotomy,  purging,  or  other  measures 
to  diminish  intralabyrinthine  pressure 
(chocked  labyrinth)  and  anoxia  would  be 
warranted  in  these  cases.  If  applied  early,  the 
child  is  usually  in  good  condition  to  stand 
them.  They  are  also  not  without  value  for  the 
threatening  meningitis.  I ask  all  pediatri- 
cians to  look  for  tinnitus  as  a warning  signal  of 
the  eighth  nerve  involvement.  Unless  dili- 
gently inquired  for,  the  child  will  seldom  call 
attention  to  tinnitus.  The  otologist  needs  the 
cooperation  of  the  pediatrician  who  sees  the 
child  during  the  mumps.  In  this  way  lies 
progress  for  the  prevention  and  treatment  of 
mumps  deafnesses. 

Syphilis  is  greatly  exaggerated  as  a cause  of 


acquired  deafness  in  children.  A positive 
Wassermann  may  be  purely  coincidental,  but 
treatment  by  the  arsenicals,  although  indi- 
cated, often  endangers  the  ears.  Total  deaf- 
ness may  result  not  from  the  syphilis  but  from 
the  drug. 

I regret  that  I cannot  bring  to  you  a cure-all 
for  deafness.  That  is,  and  always  will  be,  im- 
possible because  deafness  is  only  one  symptom 
of  many  disorders  and  diseases  of  the  body.  I 
have  stressed  early  and  repeated  testing. 
This  is  worthwhile  for  prevention  and  cure. 
The  most  satisfactory  treatment  will  always 
be  preventive.  It  is  the  most  difficult  to  en- 
force.* 

140  East  54th  Street 
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* Under  the  guidance  of  Miss  Mary  E.  Van  Horn  of  the 
New  York  League  for  the  Hard  of  Hearing,  a demonstra- 
tion was  staged  to  illustrate  some  of  the  tests  for  hearing 
and  some  of  the  results  obtained  for  little  children  by 
speech  training,  lip  reading,  and  hearing  aids.  It  is  be- 
lieved that  in  the  not  distant  future  these  aids  for  “speech 
hearing”  will  be  used  by  all  acoustically  handicapped 
children  in  the  regular  classes  of  our  public  and  private 
schools. 


AMERICAN  CONGRESS  OF  PHYSICAL 
THERAPY  TO  MEET  IN  SEPTEMBER 

The  twentieth  annual  scientific  and  clinical 
session  of  the  American  Congress  of  Physical 
Therapy  will  be  held  September  1 to  5,  inclu- 
sive, 1941,  at  The  Mayflower,  Washington, 
D.  C. 

The  mornings  will  be  devoted  to  the  annual 
instruction  course,  and  the  afternoons  and 
evenings  will  be  devoted  to  the  scientific  and 
clinical  sessions.  The  seminar  and  convention 
proper  will  be  open  to  all  physicians  and  quali- 
fied technicians. 

All  the  phases  of  physical  medicine  will  be 
covered  in  the  general  program,  including  a 
special  symposium  on  poliomyelitis.  The  pro- 
gram will  be  of  interest  to  the  general  practi- 
tioner as  well  as  to  the  specialist  in  physical 
therapy. 

For  information  concerning  the  seminar  and 
preliminary  program  of  the  convention  proper, 
address  the  American  Congress  of  Physical 
Therapy,  30  North  Michigan  Avenue,  Chicago, 
Illinois. 

At  the  same  time  the  twenty-fifth  annual 
meeting  of  the  American  Occupational  Therapy 
Association  will  be  held  at  The  Mayflower.  A 
combined  meeting  will  be  held  on  Wednesday, 
September  3,  1941.  For  information  concerning 
the  Occupational  Therapy  Association  meeting, 
address  Mrs.  Meta  R.  Cobb,  175  Fifth  Avenue, 
New  York  City. 


EXAMINATIONS— AMERICAN  BOARD 
OF  OBSTETRICS  AND  GYNECOLOGY 

The  next  written  examination  and  review  of 
case  histories  (Part  I)  for  Group  B candidates 
will  be  held  in  various  cities  of  the  United  States 
and  Canada  on  Saturday,  January  3,  1942,  at 
2:00  p.m.  Candidates  who  successfully  com- 
plete the  Part  I examinations  proceed  auto- 
matically to  the  Part  II  examinations  held  later 
in  the  year. 

Applications  for  admission  to  Group  B,  Part  I, 
examinations  must  be  on  file  in  the  Secretary’s 
office  not  later  than  October  6,  1941.  Applica- 
tions for  Group  A must  be  in  the  Secretary’s 
office  by  March  1,  1942. 

The  general  oral  and  pathologic  examina- 
tions (Part  II)  for  all  candidates  (Groups  A and 
B)  will  be  conducted  by  the  entire  Board,  meet- 
ing at  Atlantic  City,  New  Jersey,  immediately 
prior  to  the  1942  meeting  of  the  American 
Medical  Association. 

As  previously  announced  in  the  Board  booklet, 
this  fiscal  year  (1941-1942)  of  the  Board  marks 
the  close  of  the  two  groups  of  classification  of 
applicants  for  examination.  Thereafter,  the 
Board  will  have  only  one  classification  of  can- 
didates, and  all  will  be  required  to  take  the 
Part  I and  Part  II  examinations. 

For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  secretary,  1015 
Highland  Building,  Pittsburgh  (6),  Pennsyl- 
vania. 


ENORMOUS  MYELOMENINGOCELE  WITH  FATAL  LEAKAGE 

Malformation  at  Foramen  Magnum 

Arthur  D.  Ecker,  M.D.,  and  J.  Howard  Ferguson,  M.D.,  Syracuse,  New  York 


RECENT  investigations  have  brought  to 
- clinical  interest  a long  neglected  anatomic 
syndrome.  The  Arnold-Chiari  malformation 
consists  of  a downward  prolongation  of  the 
cerebellum  and  medulla  oblongata  into  the 
spinal  canal,  reversion  of  direction  of  ob- 
liquity of  the  upper  cervical  nerve  roots,  and 
extensive  vascular  adhesions  in  the  subarach- 
noid space  around  the  cerebellum.  These 
abnormalities  within  the  foramen  magnum 
are  almost  always  found  in  cases  of  myelo- 
meningocele.1,2,3 

Recent  workers  have  emphasized  the  danger 
of  draining  the  sac  because  of  the  tendency  of 
the  malformed  nervous  system  to  act  as  a 
stopper  at  the  foramen  magnum.  This  effect 
explains  those  cases  of  hydrocephalus  which 
follow  aspiration  or  repair  of  myelomeningo- 
cele. The  present  case  is  reported  to  demon- 
strate both  the  huge  size  that  such  a sac  may 
attain  and  the  fact  that  death  may  ensue 
promptly  after  leakage  from  the  sac  as  a result 
of  the  “stopper  effect”  with  pressure  on  the 
medulla  at  the  foramen  magnum. 

Review  of  Literature 

This  curious  maldevelopment  of  the  hind- 
brain was  first  recorded  by  Arnold  in  1894. 
It  was  more  fully  described  by  Chiari  in  the 
following  year.  Later  authors  adopted  the 
name  “Arnold-Chiari  malformation.”  In 
1935  Russell  and  Donald1  described  10  con- 
secutive examples  of  this  malformation  in 
cases  of  myelomeningocele  and  showed  how 
the  deformity  may  be  the  cause  of  the  hydro- 
cephalus. Their  theory  was  that  the  Arnold- 
Chiari  malformation  plugs  the  upper  cervical 
part  of  the  spinal  canal  and  hinders  the  up- 
ward flow  of  the  fluid  into  the  subarachnoid 
channels  of  the  posterior  fossa  through  which 
it  normally  passes  on  its  way  to  escape  from 
the  cranial  arachnoid  villi.  They  suggested 
that  if  hydrocephalus  were  due  to  such  mal- 
formation then  air  injected  by  the  lumbar 
route  would  collect  in  the  ventricles  and  not 
in  the  sulci  of  the  cerebral  convexities.  Fur- 
thermore, they  pointed  out  that  such  a finding 
would  indicate  the  desirability  of  decompress- 

Read  at  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  May  7,  1940. 

From  Syracuse  University,  College  of  Medicine,  De- 
partments of  Surgery  (Prof.  Albert  G.  Swift)  and  Path- 
ology. 


ing  the  spinal  cord  at  the  foramen  magnum. 
On  the  other  hand,  Graftdijk4  thought  that 
the  cerebrospinal  fluid  could  escape  upward 
into  the  ventricles  or  subarachnoid  space  but 
that  there  was  difficulty  in  passing  through 
the  ventricles  down  into  the  vertebral  canal. 

Recently,  Dr.  Dorothy  Russell6  wrote  of 
cases  of  myelomeningocele  in  all  of  which  the 
Arnold-Chiari  malformation  was  found: 
“Taking  the  group  as  a whole  there  seems  to 
be  a good  deal  of  variation  in  the  actual  shape 
of  this  malformation,  i.e.,  in  the  length  of  the 
cerebellar  component,  the  extent  to  which 
both  cerebellum  and  medulla  protrude  down- 
ward into  the  spinal  canal,  and  so  forth. 
And  equally,  I feel  there  is  much  variation  in 
the  degree  of  obstruction  presented  by  this 
malformation  at  the  foramen  magnum.  I 
should  doubt  whether  it  is  ever  absolute,  but 

1 feel  convinced  that  it  constitutes  an  effective 
blockage  from  the  point  of  view  of  the  develop- 
ment of  hydrocephalus.” 

In  a case  of  this  syndrome,  Jacob6  found  cir- 
cumscribed groups  of  misplaced  cells  in  the 
cerebrum  and  cerebellum  which  he  attributed 
to  disturbances  in  migration  in  the  course  of 
embryonic  development.  He  also  described 
similar  disturbances  of  development  of  the 
central  nervous  system  in  cases  of  micro- 
cephalus  with  feeble-mindedness  and  convul- 
sions. 

Surgical  Intervention. — D’Errico3  has  dem- 
onstrated the  Arnold-Chiari  malformation  in 
10  consecutive  cases  of  myelomeningocele  in 
infants  where  hydrocephalus  developed.  He 
decompressed  the  foramen  magnum  in  8 cases 
with  1 operative  death.  However,  within 
two  years  2 patients  died  of  hydrocephalus  and 

2 from  apparently  unrelated  causes.  Im- 
provement followed  operation  on  the  mal- 
formation, whereas  tension  of  the  fontanels 
and  increased  growth  of  the  head  followed  re- 
pair of  the  spina  bifida.  D’Errico  considered 
the  advisability  of  the  suboccipital  operation 
before  the  onset  of  hydrocephalus  and  stated 
that  in  those  cases  that  do  not  respond  to  op- 
eration it  is  conceivable  that  additional  ab- 
normalities, such  as  atresia  of  the  aqueduct, 
may  be  present. 

Occasionally,  exploration  for  posterior  fossa 
tumor  in  adolescents  or  adults  has  revealed, 
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Fig.  1.  Fig.  2. 

Fig.  1.  Myelomeningocele  seen  from  the  right  side  on  September  22,  1939.  Three  macerated 
areas  are  seen. 

Fig.  2.  Myelomeningocele  seen  from  the  left  side.  Paralysis  of  both  lower  limbs  and  the  left 
upper. 


instead  of  a tumor,  the  Arnold-Chiari  mal- 
formation of  the  hindbrain  in  partial  develop- 
ment.2*7 Indeed,  it  is  possible  that  this  mal- 
formation may  be  present  in  most  cases  of 
congenital  hydrocephalus. 

Case  Report 

This  patient  was  referred  by  Dr.  R.  D.  Sever- 
ance. At  birth,  on  October  23,  1938,  there  was 
observed  a swelling  in  the  midline  of  the  lumbar 
region,  the  size  of  a small  grapefruit  (approxi- 
mately 45  cm.  in  circumference).  It  was  noted 
at  that  time  that  the  infant’s  left  upper  limb  and 
both  lower  limbs  were  paralyzed.  The  motions 
of  the  head,  neck,  and  right  upper  limb  were 
apparently  normal  and  no  other  abnormalities 
were  discerned.  The  sac  gradually  grew  in  size. 
In  May,  1939,  when  the  patient  was  seven 
months  old  the  circumference  of  the  mass  was 
27\/2  inches  (69  cm.).  In  July  it  was  46x/2  inches 
(116.3  cm.). 

On  September  21,  1939,  the  infant  still  suf- 
fered from  paralysis  of  the  left  upper  and  both 
lower  limbs.  Both  the  fronto-occipital  and 
suboccipitobregmatic  circumferences  of  the  skull 
were  45  cm.  The  sac  of  the  myelomeningocele 
was  greater  than  the  child’s  trunk  (Figs.  1 and 
2).  The  distance  from  the  top  of  the  shoulder 
to  the  buttock  was  30  cm.  and  from  the  upper 


pole  to  the  lower  pole  of  the  sac  was  31  cm.;  from 
the  right  side  to  the  left  side  of  the  pedicle  of  the 
sac,  the  distance  measured  around  the  infant’s 
chest  was  36  cm.,  but  measured  around  the  sac 
it  was  57  cm.  The  distance  around  the  sac  from 
the  upper  part  of  the  pedicle  to  the  lower  part 
was  73  cm.  The  pedicle  was  11  cm.  long.  The 
sac  could  be  transilluminated.  The  weight  of 
this  sac  of  fluid,  the  size  of  a watermelon,  kept 
the  child  anchored  and  prevented  even  its  turning 
over.  There  were  some  areas  of  maceration  on 
the  right  side  of  the  sac.  Arrangements  for 
hospitalization  were  being  made,  when,  on 
October  9,  1939,  a small  amount  of  watery  dis- 
charge appeared  at  one  of  the  macerated  areas. 
The  patient  was  brought  to  the  University  Hos- 
pital on  the  following  day. 

Physical  examination  on  admittance  revealed 
a head  with  prominent  frontal  and  parietal 
bosses.  The  fronto-occipital  circumference  was 
19  inches  (47.5  cm.).  The  scalp  over  the  anterior 
fontanel  was  tense.  The  head  was  held  back- 
ward but  there  was  no  stiffness  of  the  neck. 
There  was  some  asymmetry  of  the  chest.  The 
ribs  on  the  right  side  seemed  more  prominent 
than  those  on  the  left,  and  the  sternum  was 
apparently  on  the  left  of  the  midline.  The 
flaccid  paralysis  of  both  lower  and  the  left  upper 
extremities  was  essentially  unchanged,  although 
there  was  a little  power  in  the  grip  of  the  left 
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hand  which  was  held  with  the  thumb  everted  and 
fingers  flexed.  Neither  deep  tendon  reflexes  nor 
plantar  responses  could  be  elicited  in  the  lower 
limbs.  The  abdominal  reflexes  were  present  and 
equal.  The  biceps  and  triceps  reflexes  were  nor- 
mal. Pain  sensations  were  clearly  impaired  in 
the  lower  limbs  but  could  not  be  accurately 
tested.  The  skin  over  the  pedicle  of  the  myelo- 
meningocele was  normal  but  over  the  rest  of  the 
sac  it  was  thin  and  shiny  and  contained  large 
blood  vessels.  Three  red  ulcerated  areas  on  the 
right  side  of  the  sac  discharged  fluid.  No  other 
abnormalities  were  revealed  by  physical  exami- 
nation. 


Fig.  3.  Base  of  the  brain.  Tongue-like  pro- 
jection of  left  cerebellar  lobe.  Arrows  mark 
groove  caused  by  pressure  on  the  foramen 
magnum. 

On  admittance  the  temperature  was  normal 
(99.6  F.,  by  rectum)  but  promptly  began  to  rise 
and  continued  to  do  so  steadily  for  three  days 
until  the  patient’s  death,  at  which  time  it  was 
103.8  F.  The  respiratory  rate  was  55  per  min- 
ute on  admittance,  90  per  minute  on  the  next 
day,  and  subsequently  between  70  to  90  per 
minute.  Although  there  was  mild  pharyngitis 
there  was  no  dyspnea,  coughing,  or  cyanosis. 
Examination  of  the  urine  yielded  negative  find- 
ings except  for  a minimal  amount  of  albumin. 
Examination  of  the  blood  revealed  normal  find- 
ings. 

Operative  intervention,  which  had  been  con- 
templated as  a palliative  procedure,  was  de- 
ferred because  of  the  fever  and  tachypnea.  Since 
fluid  was  leaking  from  the  sac  it  was  thought 
best  to  aspirate  most  of  it.  Five  thousand 
cubic  centimeters  of  clear  yellow  fluid  were  ob- 
tained and  found  to  contain  1 lymphocyte  per 
cubic  millimeter  and  68  mg.  of  total  protein  per 
hundred  cubic  centimeters.  After  the  sac  was 
aspirated,  a firm  bandage  was  wrapped  around 


Fig.  4.  Coronal  sections  of  the  brain.  Dilata- 
tion of  lateral  ventricles,  left  more  than  right. 


it  and  the  patient’s  body  in  an  attempt  to  mini- 
mize cerebellomedullary  herniation  at  the  fora- 
men magnum,  to  which  were  attributed  the  rise 
in  temperature  and  respiratory  rate.  Repeated 
examination  of  the  thoracic  and  abdominal 
viscera  revealed  no  abnormality.  Specifically 
there  was  no  evidence  of  pneumonia.  On  October 
13  the  respirations  became  progressively  labored 
in  the  early  evening,  the  extremities  became 
cyanotic,  and  exitus  occurred  at  8:00  p.m.  (four 
days  after  the  beginning  of  leakage  from  the  sac). 

Necropsy  was  performed  an  hour  later  and  re- 
vealed no  abnormalities  in  the  thoracic  or  ab- 
dominal viscera.  The  anterior  fontanel  meas- 
ured 2 cm.  in  diameter,  and  there  was  some 
separation  of  the  bones  of  the  vault.  The  brain 
weighed  950  Gm.  There  was  flattening  of  the 
convolutions  of  both  cerebral  hemispheres,  and 
the  third  ventricle  bulged  ventrally.  There  was 
a tonguelike  projection  of  the  left  cerebellar  lobe 
into  the  foramen  magnum  and  the  upper  part  of 
the  spinal  canal  which  measured  6 cm.  in  length 
and  2 cm.  in  diameter  (Fig.  3).  There  was  only 
minimal  herniation  of  the  right  cerebellar  tonsil 
into  the  foramen  magnum.  The  caudal  surface 
of  the  cerebellum  and  the  ventral  surface  of  the 
medulla  were  deeply  grooved  by  the  foramen 
magnum  (Fig.  3).  There  was  a suggestion  of  a 
groove  on  the  upper  surface  of  the  cerebellum 
which  may  have  been  caused  by  the.  pressure  of 
the  tentorium.  There  were  many  arachnoidal 
adhesions  around  the  cerebellum. 

The  brain  was  sectioned  after  it  had  been  fixed 
in  formalin.  There  was  marked  dilatation  of 
both  lateral  ventricles,  the  left  more  than  the 
right  (Fig.  4),  and  moderate  dilatation  of  the 
third  ventricle.  The  aqueduct  and  fourth  ven- 
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Fig.  5.  Physiologic  obstruction  midway  along 
aqueduct. 

tricle  appeared  normal  in  size,  but  the  fourth 
ventricle  was  deformed  by  the  pressure  against 
the  foramen  magnum. 

Between  the  twelfth  thoracic  vertebra  and  the 
sacrum  the  sac  of  the  myelomeningocele  presented. 
The  skin  and  subcutaneous  fat  were  dissected 
off  and  revealed  a smaller  sac  of  dura  within 
which  was  a corresponding  sac  of  arachnoid  con- 
taining clear  fluid.  There  was  failure  of  union  of 
the  neural  arches  between  the  eleventh  thoracic 
and  first  sacral  vertebrae.  On  the  right  side  there 
was  a winglike  posterior  projection  of  the  trans- 
verse processes  and  pedicles  of  the  lumbar  verte- 
brae. There  was  no  evidence  of  pedicles  or 
transverse  processes  on  the  left.  The  spinal 
cord  was  of  normal  diameter  at  the  level  of  the 
twelfth  thoracic  vertebra,  but,  as  it  descended  it 
became  narrowed  to  the  thickness  of  a shoe- 
string. In  the  root  of  the  meningocele  the 
spinal  cord  became  firm  and  bulbous,  measuring 
2 cm.  in  diameter.  Below  this  mass  the  filaments 
of  the  cauda  equina  came  off.  As  the  sac  was 
being  dissected  off,  the  retroperitoneal  space  was 
entered  on  the  left  side. 

Microscopic  study  revealed  edema  and  some 
proliferation  with  acute  swelling  of  the  oligo- 
dendroglia  in  the  cerebral  cortex.  In  the  cere- 
bellum there  was  apparently  an  increased  num- 
ber of  capillaries  with  thickened  walls  and  some 
perivascular  accumulations  of  the  cells.  The 
sections  of  the  lower  thoracic  portion  of  the 
spinal  cord#  revealed  distortion  of  the  normal 
structure  as  well  as  thickening  of  the  pia.  There 
was  also  perivascular  fibrosis.  The  wall  of  the 
meningocele  was  thick  and  lined  externally  by 
skin,  beneath  which  was  fat  and  fibrous  connec- 
tive tissue.  The  inner  lining  of  the  meningocele 
contained  a few  islands  of  ependymal  cells,  some 
in  true  rosette  formation.  The  tumor  found  at 


the  caudal  end  of  the  spinal  cord  was  composed 
of  encapsulated  fat — that  is,  a lipoma — through 
and  around  which  nerve  fibers  were  passing. 
No  group  of  misplaced  cells  was  found  in  the 
cerebrum  or  cerebellum. 

Comment 

It  was  surprising  to  find  marked  internal 
hydrocephalus  in  this  case,  since  the  external 
diameter  of  the  skull  was  practically  normal, 
although  it  had  increased  in  the  last  two  weeks 
of  life.  The  dilatation  was  limited  to  the  third 
and  lateral  ventricles  and  was  not  present  in 
the  aqueduct  or  fourth  ventricle.  Necropsy 
revealed  a pin-point  opening  between  the 
aqueduct  and  third  ventricle  but  no  internal 
obstruction.  There  was  some  suggestion  of 
grooving  of  the  upper  part  of  the  cerebellum 
by  the  tentorium,  and  there  may  have  been  a 
block  at  the  upper  part  of  the  aqueduct  as  a 
result  of  pressure  of  the  brain  stem  against  the 
tentorium. 

One  of  us  (A.  D.  E.)  has  demonstrated  such 
a temporary  block  in  a young  adult  with  this 
condition  by  injecting  a radio-opaque  sub- 
stance into  the  ventricular  system  supra- 
tentorially.  Repeated  roentgenograms  (Fig. 
5)  revealed  that  the  substance  was  blocked 
about  halfway  down  the  aqueduct.  At  subse- 
quent exploration  of  the  posterior  fossa  which 
disclosed  the  Arnold-Chiari  malformation, 
fluid  injected  into  the  lateral  ventricle  was 
freely  recovered  from  the  fourth  ventricle  and 
also  found  to  contain  some  of  the  substance 
previously  injected.  It  seems  that  with  the 
original  partial  blockage  of  the  outlets  of  the 
ventricular  system  in  the  posterior  fossa  there 
results  the  beginning  of  internal  hydrocepha- 
lus, which  may  result  in  relatively  greater 
dilatation  of  the  anterior  than  posterior  horns. 
The  latter  may  result  in  slight  posterior  dis- 
location of  the  brain  stem  with  impingement 
against  the  edge  of  the  tentorial  notch.  Thus, 
there  results  another  point  of  blockage  of  the 
ventricular  system — namely,  midway  along 
the  course  of  the  aqueduct. 

Summary 

There  is  reported  a case  of  enormous  myelo- 
meningocele with  fatal  outcome  soon  after 
leakage  from  the  sac  began.  The  Arnold- 
Chiari  malformation  of  the  hindbrain  was 
found  and  compression  of  the  brain  stem  at 
the  foramen  magnum  explained  the  fatal  issue. 
There  was  dilatation  of  the  third  and  lateral 
ventricles  but  the  fourth  ventricle  and  aque- 
duct were  not  dilated  and  the  circumference 
of  the  skull  was  normal.  It  is  suggested  that 
there  was  a second  point  of  obstruction  mid- 
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way  along  the  aqueduct  by  slight  posterior 
dislocation  of  the  brain  stem  with  impinge- 
ment against  the  edge  of  the  tentorial 
notch. 
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Discussion 

Dr.  W.  H.  Hamby,  Buffalo,  New  York — 
I would  like  to  congratulate  Dr.  Ecker  upon  his 
study  of  this  case  and  to  thank  him  for  the 
photographs  of  this  tremendous  lesion;  I have 
never  seen  one  so  large.  The  Arnold-Chiari 
malformation  and  its  role  in  the  production  of 
hydrocephalus  demonstrates  how  knowledge 
can  be  lost  in  the  literature.  It  was  not  until 
Dorothy  Russell  reinvestigated  the  problem  that 
the  significance  of  this  earlier  work  was  appre- 
ciated. Dr.  D’Errico  operated  upon  a series  of 
these  patients  and  demonstrated  that  the  hydro- 
cephalus could  be  arrested  by  repairing  the  mal- 
formation. 

I have  taken  a conservative  approach  to  this 
problem.  Within  the  past  five  years  we  have 
repaired  possibly  20  cases  of  meningocele  and 
myelomeningocele  of  mild  extent,  without  the 
occurrence  of  hydrocephalus  and  without  fatality 
in  any  case.  We  consistently  have  rejected  for 
operation  patients  with  evidences  of  major  in- 
volvement of  cauda  and  feel  that  we  have, 
thereby,  acted  in  the  best  interest  of  our  patients. 
I believe  that  in  deciding  upon  advising  surgery 
in  these  cases  one  must  take  into  consideration 
more  than  the  possibility  of  conserving  a life  by 
completing  surgically  the  repair  of  an  extensive 
lesion.  One  should  take  into  consideration  the 
effect  upon  the  child,  upon  the  parents,  and  the 
other  children  in  the  family — the  preservation 
of  the  life  of  a patient  who  will  spend  his  life  in  a 
wheel  chair,  developing  and  healing  decubitus 
ulcers,  and  who  will  be  an  outcast  from  normal 
life  because  of  nonfunctioning  sphincters.  This 
is  a decision  that  should  not  be  left  with  the 
parents  entirely.  They  naturally  are  under  an 
emotional  strain  that  precludes  good  judgment, 
and  they  have  no  conception  of  the  difficulties 
they  will  encounter.  Where  the  lower  cord  or 
cauda  is  seriously  involved,  it  is  my  impression 
that  this  is,  par  excellence,  the  situation  where 
“it  is  better  to  make  a whole  new  baby  than  to 
make  a new  baby  whole.” 


Although  I have  not  been  able  to  obtain 
postmortem  examinations  on  all  children  who 
have  died  with  large  myelomeningoceles,  it  has 
been  my  observation  that  those  having  hydro- 
cephalus that  was  or  was  not  recognized  before 
death  also  had  the  Arnold-Chiari  malforma- 
tion. 

Dr.  Tracy  J.  Putnam,  New  York  City — To  me, 
the  most  important  aspect  of  the  case  reported 
by  Dr.  Ecker  is  the  variety  and  multiplicity  of 
the  lesions  present.  It  vividly  illustrates  the 
fact  that  serious  congenital  defects  are  usually 
multiple.  The  defects  are  not  confined  to  any 
one  germ  layer  or  any  one  part  of  the  body;  as 
in  this  case  they  are  present  in  the  brain,  the 
spinal  cord  and  its  meninges,  and  the  vertebrae. 
Not  infrequently  there  are  abnormalities  in  the 
mouth,  such  as  cleft  palate,  in  the  extremities, 
and  in  the  intestinal  tract  as  well. 

When  several  defects  occur  together,  the  natu- 
ral tendency  is  to  classify  the  case  as  an  ex- 
ample of  the  most  striking  one — in  Dr.  Ecker’s 
case,  the  meningocele.  If  we  study  a group  of 
cases  of  malformations  carefully,  however,  as 
he  has  done,  we  find  some  interesting  correla- 
tions and  transitions.  That  between  hydro- 
cephalus, spina  bifida,  and  meningocele  is  well 
known.  The  relation  between  hydrocephalus, 
the  Arnold-Chiari  malformation,  congenital 
dysplasias  of  the  cerebellum,  such  as  the  Marie- 
Tooth  syndrome,  syringomyelia,  and  deformities 
of  the  base  of  the  skull  and  cervical  vertebrae  are 
less  familiar,  but  transitions  may  be  found. 

This  presentation  has  several  practical  aspects. 
The  first  is  that  it  is  important  to  make  a thor- 
ough investigation  of  every  case  of  congenital 
malformation  before  deciding  on  a line  of  treat- 
ment. If  the  baby  with  a meningocele  is  para- 
plegic or  imbecile,  there  is  no  use  in  operating  on 
the  meningocele  no  matter  what  its  condition. 
The  same  principle  needs  to  be  applied  even 
more  rigidly  to  hydrocephalic  infants;  one  can 
usually  reduce  the  intraventricular  pressure  by 
operation  in  any  case,  but  the  infant  is  almost 
certain  to  succumb  if  there  are  other  extensive 
cerebral  defects.  On  the  other  hand,  now  that 
we  have  several  effective  types  of  treatment  for 
hydrocephalus,  operations  for  meningocele  may 
be  undertaken  with  more  freedom. 

In  closing,  I should  like  to  point  out  one  im- 
portant method  of  distinguishing  between  in- 
ternal and  the  so-called  external  hydrocephalus. 
Puncture  of  the  ventricle  produces  a fluid  con- 
taining little  protein — less  than  10  mg. — unless 
it  is  infected,  when,  of  course,  it  contains  cells. 
Puncture  of  a subdural  cyst,  on  the  other  hand, 
yields  a fluid  that  is  often  yellowish  and  always 
contains  a large  amount  of  protein,  usually  over 
200  mg.  It  is  important  to  make  a differentia- 
tion, as  there  is  an  effective  treatment  for  each 
of  these  conditions. 


TREATMENT  OF  THE  MENOPAUSE  WITH  SMALL  DOSES  OF 
STILBESTROL 

Seymour  Wimpfheimer,  M.D.,  and  Louis  Portnoy,  M.D.,  New  York  City 


MANY  investigators  have  reported  their 
experiences  with  the  use  of  stilbestrol,  a 
synthetic  estrogen.  There  is  unanimity  of 
opinion  that  the  drug  is  a potent  estrogenic 
agent  and  that  clinically  its  effect  is  equal  to 
that  of  the  natural  estrogens.  Most  authors 
emphasize  the  advantages  of  stilbestrol  over 
the  natural  estrogens.  These  are  its  ease  of 
administration,  its  efficacy  when  administered 
orally,  its  prompt  action,  and  its  low  cost. 
There  have  been  conflicting  reports  as  to  its 
toxicity.  Shorr,  Robinson,  and  Papanicolaou, 1 
using  an  average  daily  dose  of  2 to  4 mg., 
found  that  toxic  symptoms  occurred  in  80 
per  cent  of  their  patients.  On  the  other 
hand,  many  investigators2* 6,7,8  using  the 
drug  in  similar  or  higher  doses  have  not  found 
so  high  an  incidence  of  toxic  manifestations 
or  have  noted  that  when  toxic  symptoms  did 
occur  they  were  usually  of  a mild  or  transitory 
nature.  The  varying  doses  used  by  different 
investigators,  ranging  from  0.1  to  30  mg.  and 
more  daily,  may  account  for  these  differences 
in  toxic  effects  of  the  drug,  although  some 
authors  are  of  the  opinion  that  there  is  no 
parallelism  between  the  size  of  the  dose  and 
the  occurrence  of  the  toxic  symptoms.  In- 
dividual susceptibility  to  the  drug  may  be  a 
factor  in  this  connection. 

We  limited  the  dose  given  to  our  patients 
to  a definite  small  amount — namely,  a maxi- 
mum of  1 mg.  a day.  Administering  this  small 
dose  to  30  patients,  we  noted  the  effect  of  the 
drug  both  clinically  and  upon  vaginal  smears, 
at  the  same  time  noting  evidences  of  toxicity. 

The  chemical  composition  and  properties  of 
stilbestrol,  a synthetic  estrogen,  were  first 
described  by  Dodds,  Goldberg,  Lawson,  and 
Robinson.3  In  determining  the  estrogenic 
activity  of  diphenylethane  and  stilbene  de- 
rivatives, these  workers  found  the  most  po- 
tent of  these  to  be  4 : 4 '-dihydroxy-a  ,/3-di- 
ethylstilbene,  a derivative  of  4:4'-dihydroxy- 
stilbene.  This  latter  compound,  which  they 
found  to  be  the  mother  substance  of  a series  of 
estrogenic  agents,  was  named  stilbestrol. 
They  found  this  compound  (C18H20O2)  ca- 
pable of  ready  synthesis  and  showed  its  struc- 
tural resemblance  to  estrone  (C18H22O2). 
They  also  determined  its  potency  to  be  two  to 


three  times  that  of  estrone  and  found  that  it 
was  active  when  dissolved  in  oil  or  alcohol 
or  in  aqueous  solution,  as  the  sodium  salt. 
Commercially,  the  drug  can  be  prepared  in 
forms  suitable  for  administration  by  injec- 
tion, by  mouth,  or  percutaneously  in  oint- 
ment form.  In  our  study  we  have  used  the 
drug  by  the  oral  route  only  in  both  tablet  and 
gelatin  capsule  form.* 

The  drug  is  probably  absorbed  from  the 
small  intestine  when  given  orally.  The  ques- 
tion has  been  brought  up  as  to  whether  unto- 
ward symptoms,  when  they  occur,  arise  as  a 
result  of  local  irritation  or  are  of  central  origin. 
Some  workers  have  found  toxic  effects  to 
occur  regardless  of  whether  the  drug  was  given 
by  mouth  or  by  injection,  and,  therefore, 
conclude  that  they  are  of  central  origin. 
Others4  have  found  untoward  effects  follow- 
ing oral  administration  which  were  absent  or 
less  pronounced  when  the  drug  was  given  by 
injection.  Shorr  and  his  co-workers  have 
suspected  that  the  drug  causes  toxic  effects 
on  the  liver  and  have  performed  liver  func- 
tion tests  on  their  patients  to  determine  what 
impairment  occurred.  However,  neither 
these  workers  nor  others  2,5,6  who  have  carried 
out  liver  function  tests  have  been  able  to 
demonstrate  any  definite  impairment  of 
hepatic  function  in  their  patients. 

Method  of  Treatment 

We  gave  30  patients  stilbestrol  by  mouth  in 
doses  of  1 mg.  a day.  Most  of  them  received 
it  in  tablet  form;  several  were  given  it  in  the 
form  of  capsules.  Three  of  the  patients  were 
started  with  2 mg.  a day,  but  this  dose  was 
not  continued  for  more  than  one  week.  In 
many  cases  where  there  was  improvement, 
the  dose  was  reduced  to  1 mg.  every  other 
day  and,  in  a few,  to  1 mg.  every  three  days. 
The  average  length  of  treatment  in  26  of  the 
cases  was  thirteen  weeks  or  an  average  total 
dose  of  90  mg.  One  patient  was  given  the 
drug  continuously  for  thirty  weeks,  a total 
of  215  mg.  Four  patients  took  the  drug  for 
less  than  five  weeks  either  because  of  intoler- 
ance to  it  or  lack  of  cooperation. 


* Stilbestrol  (1  mg.  tablets)  was  supplied  by  Squibb 
and  estrobene  (1  mg.  capsules)  was  supplied  by  Ayerst, 
McKenna  & Harrison.  We  wish  to  thank  these  firms 
for  their  cooperation  in  supplying  us  with  the  necessary 
material. 


From  the  Endocrine  Clinic  of  Dr.  R.  T.  Frank,  the 
Mount  Sinai  Hospital. 
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Type  of  Patient 

We  observed  a series  of  30  patients  over  a 
period  of  about  six  months.  Of  these,  15 
were  cases  of  natural  menopause,  9 were 
cases  of  artificial  menopause  (5  as  a result  of 
x-ray,  4 resulting  from  surgery),  and  6 were 
those  of  early  or  impending  menopause  in 
which  the  patients  were  still  menstruating 
but  had  menopausal  symptoms. 

The  age  average  in  the  natural  menopause 
cases  was  50,  in  the  artificial  menopause  cases, 
39,  and  in  the  group  of  early  menopause,  40. 

The  average  duration  of  menopausal  symp- 
toms in  all  cases  was  three  years — the 
longest  duration  being  eight  years  and  the 
shortest  six  months. 

Symptoms 

Flushes  and  sweats  were  the  outstanding 
subjective  symptoms  in  22  cases  and  were  pres- 
ent in  lesser  degree  in  the  other  8. 

Headache  and  vertigo  were  complained  of 
by  23  of  the  patients  and  to  some  extent  at 
one  time  or  another  in  the  other  7 cases. 

Joint  pains  were  a prominent  symptom  in 
10  cases  and  were  present  in  slight  degree  or 
of  fleeting  nature  in  many  of  the  others. 

Palpitation,  precordial  pain,  and  dyspnea 
were  prominent  symptoms  in  10  cases. 

Insomnia  was  a frequent  symptom  usu- 
ally concurrent  with  flushes  and  sweats  at 
night. 

Psychic  symptoms  such  as  depression, 
“nervousness,”  crying  spells,  and  other  mani- 
festations of  emotional  instability  were  pres- 
ent to  some  extent  in  most  of  the  cases  but 
were  specially  marked  in  8 cases.  Six  of 
these  had  been  diagnosed  as  psychoneurotics 
in  other  clinics,  1 as  a case  of  conversion 
hysteria,  and  1 as  “neurasthenia.” 

Weakness,  and  lassitude  were  other  symp- 
toms occurring  frequently. 

Itching  of  the  vulva  was  present  in  a marked 
degree  in  2 cases,  1 of  which  had  a severe 
vaginitis  following  x-ray  sterilization. 

Clinical  Improvement 

Flushes  and  Sweats. — There  was  entire 
or  almost  entire  relief  from  these  symptoms 
in  19  cases  and  marked  improvement  in  8 
others.  In  other  words,  a good  clinical  re- 
sult was  secured  in  27,  or  90  per  cent,  of  the 
cases.  Three  patients  were  not  at  all,  or 
only  slightly,  relieved  of  these  symptoms  (all 
of  these  were  in  the  group  in  whom  psycho- 
neurotic symptoms  were  predominant). 

Headache  and  Vertigo. — These  symptoms 
were  greatly  relieved  in  3 patients  (10  per 


cent)  and  to  a lesser  degree  in  8 (27  per  cent). 

Joint  Pains. — These  were  slightly  relieved 
in  5 of  10  patients. 

Psychic  Symptoms. — In  the  cases  in  which 
psychic  symptoms  were  predominant,  no  ef- 
fect could  be  seen  with  stilbestrol.  Those 
demonstrating  mild  nervous  symptoms  ob- 
tained some  relief. 

Other  Symptoms. — Palpitation,  precordial 
pain,  dyspnea  were  slightly  improved  in  a 
few  cases.  Weakness  and  lassitude  were  not 
affected. 

Vaginitis  and  Kraurosis. — The  1 patient 
with  severe  vaginitis  did  not  take  the  medica- 
tion long  enough  to  observe  any  effect.  One 
patient  who  had  an  early  kraurosis  vulva  and 
complained  of  severe  itching  was  only  slightly 
relieved. 

Blood  Pressure. — An  attempt  was  made  to 
ascertain  the  effect  of  stilbestrol  therapy  on 
blood  pressure.  Seven  patients  had,  at 
first  examination  by  us  or  at  previous  ex- 
aminations by  others,  a hypertension  (sys- 
tolic over  150,  diastolic  over  100).  Of 
these,  4 subsequently  were  found  to  be  within 
normal  limits.  One  other  improved  from 
210/110  to  140/90.  The  other  23  patients 
retained  their  normal  blood  pressures  during 
the  treatment.  We  feel  that  where  an  im- 
provement in  blood  pressure  occurred  it  was 
due  to  the  relief  from  the  flushes,  sweats,  and 
insomnia  rather  than  to  any  direct  effect  on 
the  hypertension. 

Our  impression  is  that,  in  general,  the 
greatest  effect  of  the  drug  is  to  relieve  the 
flushes  and  sweats  and,  as  a result  of  this,  to 
produce  a subjective  relief. 

The  time  required  to  produce  this  improve- 
ment was  in  most  cases  about  two  weeks.  In 
some  cases  marked  improvement  was  noted 
by  the  patient  within  a week.  In  patients 
in  whom  the  dose  was  subsequently  reduced 
to  1 mg.  every  two  or  three  days,  it  was  noted 
that  in  some  the  improvement  could  be  main- 
tained with  such  a reduced  dose.  One  pa- 
tient, suffering  from  severe  menopausal  symp- 
toms following  x-ray  castration,  received 
great  relief  within  a week  after  therapy  was 
begun.  She  continued  to  take  stilbestrol 
for  about  four  months,  the  dose  gradually  be- 
ing decreased  to  1 mg.  every  five  to  seven 
days.  The  medication  was  then  discontinued 
entirely,  with  no  recurrence  of  menopausal 
symptoms  in  the  two  months’  period  to  date. 
In  other  patients  there  was  a recurrence  or  in- 
crease in  severity  of  the  symptoms  when  the 
dose  was  reduced,  necessitating  a return  to 
the  daily  dose. 
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Vaginal  Smears 

Vaginal  smears  were  examined  on  our  pa- 
tients throughout  the  period  of  this  study. 
Some  of  the  smears  were  taken  by  us  directly 
when  the  patient  visited  the  clinic,  but  the 
majority  of  them  were  made  by  the  patient 
herself  at  home  and  brought  to  us.  It  was 
quite  easy  to  instruct  patients  to  do  this  them- 
selves, and  the  smears  prepared  by  them  were 
found  to  be  adequate  for  study  and  classifica- 
tion. The  advantage  of  this  method  was 
that  in  this  way  we  could  follow  changes  in 
the  vaginal  smear  at  frequent  intervals,  in 
most  cases  biweekly. 

The  typical  vaginal  smear  of  the  untreated 
menopause  patient  has  been  described  as  one 
in  which  the  cells  present  are  small,  with 
many  leukocytes,  cellular  debris,  and  few, 
if  any,  of  the  large  flat  epithelial  cells  contain- 
ing pyknotic  nuclei  which  are  characteristic 
of  the  vaginal  smear  of  the  woman  with  nor- 
mal ovarian  function.  This  typical  meno- 
pause smear  is  designated  as  Reaction  1. 
The  normal  follicular  phase  of  vaginal  smear, 
in  which  essentially  the  only  element  seen  is 
the  large  epithelial  cell,  extremely  distinct, 
usually  occurring  in  groups  in  regular  align- 
ment, with  distinct  cell  borders  and  small 
nuclei  is  Reaction  4.  Between  Reactions  1 
and  4 there  are  intermediate  types  which,  ac- 
cording to  the  predominance  of  the  types  of 
cells  and  other  elements  present,  are  classified 
in  this  numerical  way,  as  1-2,  2,  2-3,  3,  and 
3—4. 

Several  of  our  cases  demonstrate  strikingly 
the  effect  of  stilbestrol  on  the  vaginal  smear, 
showing  a change  from  grade  1-2  to  3-4 
within  two  weeks  of  treatment — these  pa- 
tients also  had  an  associated  prompt  improve- 
ment in  subjective  symptoms.  In  most  of 
the  others  where  results  were  good  the  change 
in  the  vaginal  smears  was  more  gradual. 

The  typical  menopause  smear  1-2  was  ob- 
served in  10  of  our  cases  before  treatment  was 
begun.  In  all  of  these,  with  therapy,  the 
smear  changed  to  the  follicular  type,  3-4. 
Clinically,  8 of  these  patients  obtained  good 
improvement,  1 showed  a fair  result,  and 
1 showed  no  improvement. 

Of  the  other  20  patients,  8 showed  a follicu- 
lar type  of  smear  before  treatment  was  be- 
gun, and  in  12  no  smears  were  obtained  be- 
fore instituting  therapy.  In  these  cases, 
however,  the  typical  effect  of  estrogen  ther- 
apy on  the  vaginal  mucosa  was  demonstrated 
in  the  majority  of  instances  in  that  there  oc- 
curred a regression  to  the  castrate  type,  1-2, 
when  treatment  was  discontinued  and  im- 


provement to  the  follicular  type,  3-4,  when 
it  was  again  resumed.  These  lapses  in  treat- 
ment, whether  deliberate  on  our  part  or 
through  neglect  of  the  patient  to  return  to  the 
clinic  for  several  weeks,  usually  also  produced 
a concomitant  recurrence  or  increase  in 
severity  of  subjective  symptoms. 

To  summarize,  the  relationship  between 
clinical  improvement  and  changes  in  the 
vaginal  smear  is  as  follows: 

In  21  cases  we  found  a parallel  improvement 
in  subjective  symptoms  and  vaginal  smears. 

In  4 cases  where,  subjectively,  the  result 
was  good  there  was  no  improvement  in  the 
type  of  smear. 

In  2 cases  there  was  an  improvement  in  the 
vaginal  smear  but  failure  as  far  as  the  symp- 
toms were  concerned.  (In  both  of  these 
patients  there  was  a large  psychic  factor.) 

Three  patients  did  not  cooperate  long 
enough  to  permit  definite  conclusions. 

Vaginal  Bleeding 

Bleeding  from  the  uterus  occurred  one  or 
more  times  in  13  of  the  patients.  In  5 it  oc- 
curred after  withdrawal  of  the  medication  and 
in  8 while  medication  was  still  being  taken. 
In  this  regard  it  is  interesting  to  observe 
that  in  the  2 instances  where  young  women 
had  had  both  adnexa  removed  vaginal  bleed- 
ing occurred.  Both  these  patients  were  in- 
capacitated by  marked  menopausal  symptoms 
and  were  affected  mentally  by  their  castra- 
tion. Here,  vaginal  bleeding,  simulating  a 
period,  produced  a marked  psychic  improve- 
ment. In  1 case  there  was  a period  of  bleed- 
ing lasting  four  days  and,  one  month  later, 
a recurrence  of  the  vaginal  bleeding.  These 
patients  had  intact  hymen  so  that  endometrial 
or  even  vaginal  studies  were  not  feasible. 

Whenever  vaginal  bleeding  was  reported 
the  patient  was  examined  to  rule  out  any  other 
possible  cause  such  as  fibroids  or  malignancy. 
In  1 patient  with  vaginal  bleeding  an  endo- 
metrial biopsy  revealed  a hyperplasia  of  the 
endometrium. 

Untoward  Symptoms 

Nausea  was  the  most  prominent  untoward 
symptom.  Twelve  patients  (40  per  cent) 
complained  of  nausea  at  one  time  or  another, 
but  this  was  usually  not  severe  and  o ' transient 
nature.  Four  patients  refused  to  take  the 
medication  because  of  a severe  nausea.  One 
of  these  was  subsequently  given  the  same 
drug  in  capsule  instead  of  in  tablet  form  with- 
out any  complaint.  Another  highly  neurotic 
patient  manifested  intolerance  to  any  drug 
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given  her  (stilbestrol,  progynon  DH,  or  seda- 
tives). 

Lassitude  and  drowsiness  occurred  in  4 
patients,  but  it  was  difficult  to  evaluate  these 
symptoms  or  to  determine  whether  they  were  a 
result  of  the  medication  or  part  of  the  original 
illness  for  which  the  patients  were  being 
treated. 

Diarrhea  occurred  in  3 patients.  In  1 
of  these  the  attack  was  transient  and  may 
have  been  due  to  a dietary  indiscretion.  In 
the  2 other  patients  diarrhea  was  noted  in  as- 
sociation with  nausea.  One  of  the  patients 
also  complained  of  vomiting. 

Itching  and  dryness  of  the  skin  occurred  in 
2 patients  but  were  so  mild  that  the  adminis- 
tration of  the  drug  was  not  discontinued. 
Urticaria  occurred  in  1 patient  after  she 
took  the  drug  for  seven  weeks.  The  medica- 
tion was  stopped  and  the  rash  disappeared. 

Summary 

1.  Thirty  menopause  patients  who  were 
treated  with  stilbestrol,  in  a dose  of  1 mg.  a 
day  orally  for  a length  of  time  averaging 
about  three  months,  were  studied  over  a 
period  of  six  months. 

2.  Ninety  per  cent  of  the  patients  showed 
good  clinical  improvement,  usually  within  a 
short  time  after  the  start  of  treatment. 

3.  Vaginal  smears  were  studied  through- 
out the  period  of  treatment.  In  the  majority 
of  patients  where  the  castrate  type  of  smear 
was  demonstrated,  a change  to  the  cornified 
type  showing  estrus  reaction  was  noted. 
Regression  of  the  smears  following  a lapse  in 
treatment  could  also  be  demonstrated. 

4.  Uterine  bleeding  occurred  in  13  of  the 
30  cases — in  8 during  treatment  and  in  5 after, 
at  its  termination. 

5.  Untoward  symptoms  resulting  from  the 
medication  were  not  prominent.  Although  40 
per  cent  of  the  patients  complained  of  nausea 


and  heartburn  at  times,  these  were  of  a mild 
and  transitory  nature  and  did  not  necessi- 
tate withdrawal  of  the  drug.  Four  patients 
(14  per  cent)  refused  to  continue  the  drug 
because  of  alleged  severe  by-effects  of  a gastro- 
intestinal nature. 

Conclusions 

Stilbestrol  is  a potent  estrogenic  agent  that 
effectively  relieves  the  symptoms  of  the 
menopause.  An  oral  dose  of  1 mg.  or  less 
daily  is  sufficient  to  produce  this  beneficial 
effect.  With  such  a small  dose,  untoward 
symptoms  when  they  occur  are  usually  mild 
and  transitory  and  do  not  require  permanent 
withdrawal  of  the  medication.  Although  no 
definite  toxic  effects  have  been  proved  to  the 
present  time,  the  drug  should  be  adminis- 
tered with  caution  and  under  strict  super- 
vision. The  same  limitations  and  contra- 
indications that  apply  in  the  use  of  other 
estrogenic  agents  should  be  observed  in  re- 
gard to  stilbestrol. 

We  feel  that  the  efficacy  of  the  drug  and 
its  ease  of  administration  and  low  cost,  to- 
gether with  the  fact  that  when  given  in  low 
doses  it  has  thus  far  not  shown  any  signifi- 
cant toxic  effects,  should  make  stilbestrol 
worthy  of  inclusion  in  our  therapeutic  arma- 
mentarium. 
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MORE  ARTFUL  THAN  ARTISTIC 

In  a letter  to  the  Medical  Week — the  atten- 
tion of  physicians  in  the  New  York  area,  es- 
pecially in  Manhattan,  is  called  to  the  following 
racket : 

A man  who  states  that  he  is  an  artist  and  in 
dire  need  has  been  visiting  the  offices  or  homes 
of  physicians  in  an  attempt  to  sell  paintings  that 
he  says  he  has  painted.  Without  authorization, 
he  uses  the  names  of  several  physicians  who  are 
known  for  their  interest  in  art  and  claims  to 
have  been  referred  by  them.  He  also  states 
that  he  has  been  their  art  teacher. 

The  physicians  whose  names  he  uses  for  refer- 
ence have  no  information  at  all  concerning  this 


artist.  He  is  unknown  to  most  of  them.  He 
has  not  taught  any  of  them.  The  only  contact 
which  they  have  had  with  him  has  been  when  he 
has  approached  some  of  them  in  order  to  sell 
them  paintings.  He  then  uses  their  names  with- 
out their  consent  when  he  approaches  others. 
He  makes  a very  forceful  plea  of  poverty  and 
sells  these  mediocre  oils  purely  on  a basis  of 
charity. 

This  statement  should  serve  as  a warning  to 
physicians  that  this  man  is  using  the  names  of 
their  colleagues  without  authorization.  His 
story  should  be  fully  investigated  before  giving 
him  any  charity. 
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IN  THE  past  twenty  years  medical  progress 
has  been  directed  toward  the  prevention  of 
disease.  This  has  been  brought  about  by  a 
better  understanding  of  etiology,  physiology, 
and  pathology.  In  the  infectious  diseases, 
etiology  has  played  an  important  role,  leading 
to  cures  by  attacking  the  cause  of  the  infec- 
tion or  by  substances  to  combat  them. 

In  the  group  of  functional  disturbances, 
physiology  has  played  a more  important 
role.  This  has  been  especially  true  in  the  field 
of  endocrinology.  It  was  brought  about  by 
the  discovery  and  isolation  of  new  hormones 
which  have  led  to  a clearer  understanding 
of  the  physiology  of  these  glands.  Investiga- 
tion showed  that  we  would  have  to  change  our 
ideas  regarding  the  functions  of  some  of  the 
internally  secreting  glands,  particularly  the 
pituitary  and  sex  glands.  These  glands  we 
now  know  are  especially  concerned  with  the 
generative  tract,  and  it  is  the  purpose  of  this 
paper  to  discuss  with  you  this  newer  physi- 
ology. This  will  give  you  a physiologic  ap- 
proach to  the  underlying  causes  of  generative 
tract  disturbances.  With  this  in  mind  you 
should  be  able  to  select  the  proper  hormone 
to  be  used  in  each  type  of  disturbance. 

As  pediatricians,  and  following  along  the 
fines  of  prevention,  disturbances  in  young 
girls  before  and  during  puberty  should  greatly 
interest  you.  You  can  do  much  to  correct 
early  abnormal  physiologic  functions  so  that 
your  female  patients  will  have  a more  normal 
adolescent  period. 

At  the  time  of  puberty  secondary  sex*ual 
changes  have  already  started  as  evidenced  by 
enlargement  of  the  breast,  appearance  of  hair 
suprapubically  and  in  the  axillae,  changes  in 
body  contour,  culminated  by  the  appearance 
of  the  menstrual  discharge.  With  menstrua- 
tion established  we  assume  that  the  child  has 
now  reached  womanhood  and  is  capable  of 
reproduction.  Many  of  the  disturbances  at 
this  time  concern  the  menstrual  function,  and 
I would,  therefore,  like  to  discuss  briefly  the 
newer  theories  of  menstruation. 

As  shown  in  Chart  1 the  pituitary  body  has 
become  all  important  in  the  control  of  the 
sex  glands.  The  anterior  lobe  of  the  pituitary 
body  is  directly  responsible  for  the  activity  in 


the  ovary.  I am  excluding  for  many  reasons 
the  other  functions  of  the  anterior  lobe  since 
our  topic  is  particularly  concerned  with  men- 
strual disorders. 

For  matters  of  simplification  let  us  start 
with  the  pituitary  secretions,  which  we  will 
divide  into  A and  B.  The  pituitary  A secre- 
tion is  directly  responsible  for  stimulating 
primordial  follicles  in  their  development  into 
mature  graafian  follicles.  The  latter  begin 
to  develop  at  the  time  of  puberty.  Before 
this,  the  ovary  remains  fairly  quiescent.  The 
graafian  follicle  produces  the  basic  ovarian 
hormone  spoken  of  as  the  estrogenic  hormone. 
This  hormone  affects  the  uterus  and  the  endo- 
metrium. It  is  responsible  for  a proliferating 
thickened  endometrium  and  sensitizes  the 
uterine  musculature  to  contractions.  Ovula- 
tion, which  also  begins  with  puberty,  results 
in  the  transformation  of  the  ruptured 
graafian  follicle  into  a fresh  corpus  luteum. 
This  is  brought  about  by  a reversible  action 
between  estrogen  concentration  and  pituitary 
A.  When  estrogen  reaches  a particular  con- 
centration, pituitary  A is  inhibited,  allowing 
pituitary  B to  function.  Pituitary  B secretes 
a hormone  that  transforms  the  graafian 
follicle  into  a corpus  luteum.  This  body  has 
the  property  of  producing  chiefly  another 
hormone,  spoken  of  as  progesterone,  and  a 
small  quantity  of  estrogenic  hormone.  Its 
chief  function  is  to  continue  the  further 
growth  of  the  endometrium  as  affected  by 
the  estrogenic  hormone  into  a secretive  hyper- 
plastic membrane,  reaching  its  highest  de- 
velopment premenstrually.  Its  other  function 
is  to  counteract  uterine  contractions  that  are 
initiated  by  estrogen. 

Therefore,  basically  we  have  two  hormones 
in  the  ovary,  estrogen  and  progesterone,  both 
being  produced  by  stimulation  of  the  anterior 
lobe  of  the  pituitary  gland.  Let  us  for  a 
moment  discuss  menstruation  in  the  fight  of 
these  hormones. 

The  cycle  starts  with  the  developing 
graafian  follicle,  which  produces  a proliferat- 
ing endometrium.  This  continues  until  about 
midway  in  the  interval  between  two  periods, 
at  which  time  ovulation  occurs.  The  first 
half  of  the  interval,  therefore,  is  under  the 
direct  influence  of  estrogen.  After  ovulation 
the  corpus  luteum  with  its  progesterone  holds 
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sway  continuing  the  proliferation  of  the  endo- 
metrium into  a secretory  type,  reaching  its 
height  premenstrually. 

The  hormones,  reaching  a high  concentra- 
tion, inhibit  the  anterior  pituitary,  thereby 
causing  a withdrawal  of  estrogen  and  pro- 
gesterone which  results  in  the  breaking  down 
of  the  superficial  layer  of  the  endometrium 
together  with  its  bloody  and  mucous  secre- 
tion. The  latter  is  the  external  evidence  of 
menstruation.  This  cycle  repeats  itself  with 
the  development  of  a new  graafian  follicle 
the  following  month  and  continues  normally 
from  puberty  through  the  climacterium,  ex- 
cept during  pregnancy,  lactation,  and  chronic 
diseases. 

With  this  as  a basis  for  normal  function, 
let  us  discuss  the  most  common  forms  of 
menstrual  disturbances  which  you,  as  pedia- 
tricians, see  in  your  female  patients  at  the 
time  of  puberty.  With  each  condition  I 
shall  attempt  to  show  you  the  underlying 
pathology  resulting  from  disturbances  in  the 
glandular  makeup  of  the  individual. 

( 1 ) Amenorrhea. — The  pediatrician  is  prob- 
ably the  first  man  consulted  by  a disturbed 
mother  greatly  concerned  because  her  daugh- 
ter has  not  menstruated.  Secondary  sexual 
changes  have  appeared,  but  there  is  no 
evidence  of  any  menstrual  discharge.  An  old- 
fashioned  notion  exists  that  amenorrhea  at 
this  time  leads  to  tuberculosis.  No  greater 
fallacy  has  ever  existed  because  the  reverse  is 
true — children  with  tuberculosis  frequently 
do  not  menstruate. 

Amenorrhea  occurs  for  various  reasons. 
First,  congenital  absence  of  the  organs  of  the 
generative  tract  in  whole  or  in  part  and, 
second,  glandular  disturbances.  This  paper 
concerns  itself  with  the  second  group. 

It  is  well  known  that  all  of  the  endo- 
crines  are  interrelated  through  the  anterior 


Chart  2. 

lobe  of  the  pituitary  gland,  the  latter  having 
thyrotropic,  adrenotropic,  and  ovarian  secre- 
tions. Therefore,  with  the  disturbance  of  any 
one  of  these  glands  the  others  may  be  affected. 
In  conjunction  with  the  activity  of  the  an- 
terior lobe  of  the  pituitary  gland  at  puberty 
we  find  evidences  of  thyroid  activity.  This 
is  displayed  frequently  in  the  adolescent  girl 
by  a temporary  enlargement  of  the  thyroid 
gland,  spoken  of  as  an  adolescent  goiter, 
which  usually  recedes  after  stabilization  or 
iodine  therapy.  In  many  instances,  this  is 
an  evidence  of  hypothyroid  activity  with  its 
obesity,  sluggishness,  dry  skin,  lowered  me- 
tabolism, and  amenorrhea.  It  is  plain  to  see 
that  basically  the  disturbance  is  thyroid  in 
nature  and  not  ovarian,  and  the  treatment,  of 
course,  is  thyroid  extract.  This  therapy  is 
well  known  and  its  results  speak  for  its 
efficacy. 

Having  ruled  out  a goodly  proportion  of 
amenorrhea  cases  at  puberty  because  they 
are  due  to  the  thyroid  activity,  let  us  turn 
our  attention  to  the  other  group  that  is  due 
to  disturbances  in  the  ovary  and  pituitary 
body.  Failure  of  either  gland  should  be 
determined  if  possible.  Estrogen  determina- 
tions on  the  blood  and  urine  can  be  done.  If 
these  are  not  available,  vaginal  smears  can 
be  used  as  an  indication  of  ovarian  activity. 
Albright12  has  modified  the  Aschheim-Zondek4 
technic  to  determine  the  follicle-stimulating 
hormone  as  an  indicator  of  pituitary  activity. 
These  two  tests  should  aid  in  differentiating 
the  faulty  gland.  Although  the  ovary  and 
pituitary  gland  may  exist  in  the  body,  it  is 
quite  possible  that  they  may  not  function 
normally.  It  is  possible  that,  even  though 
the  other  secondary  characteristics  that  de- 
note ovarian  activity  have  been  developing, 
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the  interrelationship  between  the  anterior  lobe 
of  the  pituitary  gland  and  the  ovary  has  not 
reached  its  full  activity.  It  has  been  sug- 
gested that  even  though  ovarian  activity  has 
started  the  function  of  ovulation  may  not  be 
well  established.  We  therefore  should  give 
it  plenty  of  time  to  establish  itself,  and  all  of 
you  have  experienced  cases  of  amenorrhea  in 
young  girls  which  have  been  cured  by  placebos 
and  time.  After  a lapse  of  time  (approximately 
one  to  two  years)  you  are  practically  forced 
by  the  family  to  treat  the  amenorrhea.  Al- 
though the  ovary  and  its  secretions  are  directly 
responsible  for  endometrial  development  and 
menstruation,  the  injection  of  ovarian  sub- 
stances will  not  produce  stimulation  of  the 
ovary,  because  it  is  a well-known  fact  that 
injected  hormones  only  substitute  for,  but  do 
not  stimulate,  the  mother  gland.  This,  of 
course,  means  that  should  there  be  deficient 
ovarian  tissue  the  injection  of  ovarian  hor- 
mone would  not  be  indicated.  With  large 
doses  of  estrogenic  hormone  it  is  possible  to 
produce  uterine  bleeding  but  not  true  men- 
struation. We  therefore  must  resort  to  the 
pituitary  gland  and  its  secretions  to  stimulate 
deficient  ovarian  tissue. 


Today  we  have  several  substances  that 
can  be  used  for  this  purpose.  Amy  active 
extract  of  the  anterior  lobe  of  the  pituitary 
gland  (prephysin  and  Armour’s  and  Ayerst’s 
preparations,  etc.)  or  the  extracts  of  pregnant 
mare’s  serum  (gonadogen,  gonadin,  etc.)  have 
the  property  of  stimulating  ovarian  function. 
This  has  now  been  proved  conclusively  in  both 
animals  and  humans. 

It  would  therefore  seem  advisable  that  in 
cases  of  amenorrhea  at  the  time  of  puberty, 
having  ruled  out  thyroid  deficiency,  your 
treatment  should  be  one  of  the  above.  These 
substances  are  so  new  that  large  series  of 
cases  have  not  been  reported.  Both  these 
substances  contain  some  impurities,  and  re- 
actions should  be  watched.  This  is  especially 
true  of  the  products  derived  from  pregnant 
mare’s  serum  which  contain  small  quantities 
of  horse  serum.  I must,  therefore,  warn  you 
as  pediatricians  that  this  newer  generation 
has  been  subjected  to  varied  injections  of 
serum  preparations  for  the  prevention  of  con- 
tagious diseases  and,  if  you  are  to  use  this 
product,  you  must  test  the  skin  of  your 
patients  for  sensitivity.  If  they  are  sensitive, 
then  you  must  desensitize  them  before  using 
a full  dose.  In  the  anterior  lobe  extracts  one 
may  find  reactions  from  a considerable  quan- 
tity of  foreign  protein.  These  have  not 
proved  to  be  harmful.  With  improvement  in 
the  extraction  of  both  substances  the  harmful 
elements  should  be  eliminated. 

Amenorrhea  due  to  pituitary  gland  failure 
presents  a difficult  problem.  Here,  too,  the 
use  of  anterior  pituitary  extracts  may  be 
tried. 

(2)  Menorrhagia  and  Metrorrhagia. — Pro- 
fuse and  prolonged  menstrual  periods  at  the 
time  of  puberty,  the  so-called  idiopathic 
juvenile  bleeding,  is  a condition  commonly 
seen  by  the  pediatrician.  The  worried 
mother  first  consults  the  pediatrician  because 
her  daughter  has  shown  signs  of  anemia,  weak- 
ness, and  prolonged  bleeding.  The  periods 
usually  are  increased  in  duration  and  the 
bleeding  may  or  may  not  be  profuse. 

Chart  2 will  attempt  to  show  you  the 
pathology  underlying  this  condition.  In  the 
upper  half  I have  shown  you  the  normal 
endocrine  function  of  menstruation  and  in  the 
lower  part,  the  abnormal.  We  find  that  there 
is  continued  estrogenic  stimulation.  Behind 
this  is  a pituitary  gland  disturbance  that  has 
interrupted  the  ovarian-pituitary  reversible 
reaction.  There  is  no  ovulation  and,  there- 
fore, no  corpus  luteum  formation  (proges- 
terone). Without  this  to  mature  the  endo- 
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metrium,  the  latter  continues  to  enlarge  into 
a thickened  hyperplastic  membrane  that 
breaks  down  and  continues  to  bleed.  There 
is  no  regular  ovarian  cycle. 

Chart  3 shows  you  a microscopic  picture  of 
the  normal  endometrium  in  the  second 
half  of  the  interval.  Chart  4 shows  the 
endometrium  characteristics  of  the  juvenile 
type  of  bleeding.  You  will  note  the  marked 
thickening  as  well  as  the  cystic  dilatation  of 
glands  forming  the  so-called  Swiss  cheese  pat- 
tern found  in  this  condition.  The  secretory 
phase  is  lacking  and,  therefore,  the  endo- 
metrium does  not  go  through  the  normal 
cycle.  The  ovary,  if  looked  at  grossly,  shows 
multiple  small  cysts,  representing  enlarged 
follicles  with  their  increased  estrogenic  secre- 
tions. The  restraining  influence  of  the 
pituitary  gland  is  missing.  A corpus  luteum 
is  not  to  be  found.  You,  no  doubt,  have  had 
many  instances  where  these  young  children 
have  bled  to  the  point  of  reducing  their 
hemoglobin  to  50,  40,  and  30  per  cent,  thus 
necessitating  transfusions.  Many  of  these 
children  have  been  curetted ; some  have  been 
given  small  doses  of  radium  with  only  tem- 
porary benefit.  I have  known  of  2 cases  in 
which  hysterectomy  was  performed.  The 
situation  sometimes  becomes  serious,  and 
transfusions,  packing,  and  even  curettage  may 
be  necessary  to  control  the  bleeding.  One 
must  exclude,  of  course,  primary  anemias, 
leukemias,  purpuras,  and  other  conditions 
that  might  be  responsible  for  hemorrhage 
from  any  membrane  in  the  body. 

The  treatment  should  be  directed  toward 
maturing  these  cystic  follicles  so  that  the 
endometrium  could  have  the  benefit  of  corpus 
luteum  secretion.  Pituitary  B,  the  hormone 
that  supposedly  is  responsible  for  corpus 
luteum  formation,  is  not  available  as  such. 
In  the  urine  of  pregnant  women,  however, 
there  is  a hormone  called  the  anterior  pituitary- 
like  hormone.  This,  we  believe,  is  derived 
from  the  chorionic  epithelium  of  the  placenta. 
In  animal  experimentation  this  substance 
has  produced  luteinization  and  hemorrhage  in 
follicles. 

Thus,  it  would  seem  reasonable  to  give  an- 
terior pituitary-like  hormone,  which  appears 
on  the  market  as  antuitrin  S.,  A.P.L.,  fol- 
lutein,  antophysin,  and  others,  but  more 
recent  work  on  humans  has  shown  that  these 
substances  produce  destructive  changes  in 
the  ovary  and  should  only  be  given  with  cau- 
tion. Corpus  luteum  extracts  such  as  pro- 
gestin, progesterone,  lutein,  etc.,  may  be  had. 
The  results  of  the  use  of  these  substances 
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would  be  only  temporary  and  have  no  effect 
upon  the  cystic  ovary.  It  would  seem  more 
reasonable,  therefore,  to  use  products  that 
would  attempt  to  change  the  abnormal  con- 
dition in  the  ovary.  This  would  correct  the 
faulty  interrelationship  between  the  pituitary 
gland  and  the  ovary.  Such  substances  as 
prephysin,  gonadogen,  gonadin,  and  Armour’s 
and  Ayerst’s  preparation  might  be  used.  Pre- 
cautions in  the  use  of  these  hormones  have 
already  been  discussed.  Recently,  several 
articles  have  appeared  on  the  use  of  testos- 
terone propionate  (male  sex  hormone)  in 
profuse  uterine  bleeding.  As  a last  resort 
this  substance  may  be  used.  However,  in 
children  small  doses  should  be  used  (10  to 
20  mg.  per  week)  because  the  masculinizing 
effects,  even  though  temporary,  may  be  dis- 
concerting. 

(8)  Dysmenorrhea. — Primary  dysmenorrhea 
occurring  with  the  onset  of  menstruation  is 
extremely  common,  and  its  treatment  still 
remains  as  perplexing  as  ever. 

The  new  endocrines  can  now  be  added  to 
the  pages  of  remedies  formerly  used.  Many 
of  the  older  ones  produced  their  effects  by 
psychologic  reactions.  Others  have  been  anal- 
gesic or  have  produced  sedation.  In  the  chart 
explaining  menstruation  (Chart  1)  it  is  pointed 
out  that  estrogen  has  the  power  of  sensitizing 
the  uterine  muscle  to  contractions  and  also  in- 
hibits the  anterior  lobe  of  the  pituitary  gland 
when  it  has  reached  sufficient  concentration. 
On  the  other  hand,  progesterone  was  found  to 
have  a sedative  effect  upon  the  uterus  with 
its  resultant  relaxation  of  the  uterine  mus- 
culature. The  cramplike  intermittent  pains 
at  the  time  of  menstruation  suggest  excessive 
uterine  contractions. 

Two  courses  of  treatment  are  therefore 
open  to  us.  We  can  give  enough  estrogenic 
hormone  to  inhibit  the  anterior  lobe  of  the 
pituitary  gland,  which  in  turn  would  inhibit 
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estrogen  formation,  or  we  can  use  large  doses 
of  progesterone  to  relax  the  uterine  muscles 
so  that  it  could  not  respond  to  estrogenic 
stimulation. 

More  recently,  there  have  been  many  con- 
verts to  the  estrogenic  therapy.  Injections  of 
estrogenic  hormone  are  started  postmen- 
strually  and  are  given  throughout  the  month, 
individualizing  the  size  of  the  dose  to  get  the 
effect.  Five  thousand  units  given  two  or 
three  times  weekly  throughout  the  cycle  may 
be  used  to  begin  with,  but  the  dose  may  be 
varied  or  lowered  as  is  found  necessary. 
Testosterone  propionate  with  its  inhibiting 
effect  on  ovarian  activity  has  also  been  recom- 
mended. I should  advise  strongly  against  its 
use  at  the  adolescent  period  because  I do  not 
believe  it  should  be  used  before  the  ovary  has 
stabilized  itself. 

Progesterone  given  before  the  onset  of 
menstruation  should  theoretically  relieve 
dysmenorrhea-  Progesterone,  proluton,  pro- 
gestin, lutein,  and  others  are  marketed. 
These  products  are  still  too  expensive  to  be 
used  freely.  Mouth  preparations  of  corpus 
luteum  hormone  have  recently  been  intro- 
duced and,  if  they  prove  active,  may  be  used 
for  this  purpose. 

Meigs13  in  a personal  communication  feels 
that  corpus  luteum  extracts  seem  to  produce 
more  pain  at  the  periods,  and  he  advocates 
the  use  of  large  doses  of  estrogenic  hormone. 
My  own  practical  experience  with  some  form 
of  atropine  has  proved  as  beneficial  as  some 
of  the  endocrine  products.  Given  for  two 
or  three  days  before  the  onset  of  the  period,  it 
seems  to  reduce  or  modify  the  pain. 

For  the  past  two  years  a new  synthetic 
substance  called  diethyl-stilbestrol  (stil- 
bestrol)  which  as  yet  is  not  on  the  market, 
has  been  used  experimentally  in  place  of  es- 
trogenic hormone.  It  is  approximately  two 
and  one-half  times  stronger  than  estrogen,  as 
1 milligram  corresponds  to  approximately 
25,000  International  Units.  Even  though  it 
produces  nausea  and  vomiting  in  approxi- 
mately 25  per  cent  of  cases  it  is  worthwhile 
trying  in  dysmenorrhea.  Children  tolerate 
the  drug  very  much  better  than  adults  and 
a milligram  given  every  other  day  throughout 
the  month  has  been  used.  No  large  series  of 
cases  have  been  studied  to  make  any  definite 
report. 

(4)  Precocity. — The  appearance  of  second- 
ary sex  characteristics  and  menstruation  in 
children  under  10  years  of  age  is  not  common 
in  this  part  of  the  country,  and  its  appearance 
in  younger  children  should  be  looked  upon  as 


abnormal.  More  recently,  it  has  been  shown 
that  granulosa  cell  tumors  of  the  ovary  are 
responsible  for  this  condition.  These  cases 
bear  watching  and,  if  enlarged  ovaries  can 
be  felt,  surgery  may  be  required. 

When  these  conditions  are  associated  with 
hirsutism  and  deepening  of  the  voice,  tumors 
of  the  adrenal  gland  must  be  suspected. 
Where  growth  has  been  impaired  in  these 
precocious  children,  x-ray  of  the  long  bones 
should  be  used  to  observe  the  epiphyseal  line. 
If  there  is  any  tendency  to  closure,  large 
doses  of  anterior  pituitary  growth  hormone 
should  be  used  to  stimulate  a more  normal 
stature. 

(5)  Vaginitis. — Gonorrheal  vaginitis  in  chil- 
dren before  puberty  is  well  on  its  way  toward 
being  relegated  to  the  definitely  cured  group. 
The  work  of  Lewis1  has  brought  out  the  theo- 
retical basis  for  this  cure.  It  was  found 
with  the  use  of  estrogenic  hormone  the 
epithelium  of  the  vagina  was  transformed  into 
a thickened,  mature,  adult  form.  The  infec- 
tion being  situated  in  the  superficial  layers  of 
the  vagina  was  easily  thrown  off.  Te  Linde2 
has  published  a fairly  large  series.  This  work 
has  been  corroborated  by  other  groups.  The 
hormone  is  given  by  vaginal  suppository, 
mouth  or  injection,  with  good  results  (theelin, 
amniotin,  estrone,  etc.).  More  recently,  cases 
treated  at  the  Buffalo  Children’s  Hospital 
have  been  receiving  stilbestrol  with  the 
following  results.  One  milligram  of  stilbes- 
trol was  given  three  times  daily  by  mouth,  and 
after  seventy-two  hours  all  smears  and  cul- 
tures were  negative  and  all  patients  were 
discharged  within  a week.  This  is  a marked 
improvement  over  the  old  method  of  treat- 
ment as  well  as  being  of  benefit  to  the  hospital 
in  reducing  the  length  of  hospitalization. 
Te  Linde14  has  reported  good  results  with 
stilbestrol  suppositories. 

Conclusions 

The  physiologic  approach  to  the  endocrine 
treatment  of  gynecologic  conditions  found  at 
the  time  of  puberty  has  been  discussed.  An 
attempt  was  made  to  show  you  the  underlying 
cause  of  each  condition  so  that  your  treatment 
would  be  directed  toward  it. 

1.  In  amenorrhea  of  endocrine  origin  an 
attempt  should  be  made  to  diagnose  the  de- 
ficient gland.  Thyroid  should  be  used  in 
cases  showing  a lowered  basal  metabolic  rate. 
In  ovarian  failure  hormones  extracted  from 
the  anterior  lobe  of  the  pituitary  gland  and 
pregnant  mare’s  serum,  both  of  which  stimu- 
late the  ovary  to  more  normal  function, 
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should  be  used.  Pituitary  gland  failure  pre- 
sents a difficult  problem. 

2.  In  menorrhagia  and  metrorrhagia,  so- 
called  juvenile  bleeding  or  juvenile  hyper- 
plasia of  the  endometrium,  overactivity  of 
follicle  hormone  is  the  basic  cause.  The  Swiss 
cheese  type  of  hyperplasia  of  the  endometrium 
is  found.  Hormones  from  the  anterior  lobe 
of  the  pituitary  gland  or  pregnant  mare’s 
serum  should  be  used  to  correct  this  dys- 
function. The  cautious  use  of  testosterone 
propionate  (male  sex  hormone)  is  recom- 
mended only  where  other  measures  have 
failed. 

3.  In  dysmenorrhea,  estrogenic  hormone 
given  throughout  the  month  in  adequate 
dosage  should  be  tried.  In  other  cases  corpus 
luteum  given  premenstrually  may  inhibit  ex- 
cessive uterine  contractions.  Belladonna  in 
some  form  may  give  equally  satisfactory  re- 
lief. Stilbestrol  should  make  its  appearance 
on  the  market  shortly  and  can  be  used  as  a 
more  potent  estrogenic  substance.  It  should 
be  given  throughout  the  month  in  adequate 
dosage. 

4.  Precocity. — Granulosa  cell  tumors  of  the 
ovary  and  tumors  of  the  adrenal  gland  may 
be  responsible  for  this  condition.  Careful 
study  may  help  to  differentiate  these  cases. 
Anterior  pituitary  growth  hormone  should  be 
used  if  there  is  any  attempt  at  closure  of  the 
epiphyseal  lines  leading  to  short  stature. 


5.  In  vaginitis,  the  efficacy  of  estrogenic 
hormone  cannot  be  questioned.  Stilbestrol 
however,  because  of  its  potency  as  well  as  its 
inexpensiveness,  produces  excellent  results 
within  a week. 

6.  In  spite  of  the  small  amount  of  horse 
serum  in  the  hormone  produced  from  preg- 
nant mare’s  serum,  all  patients  should  be  skin 
tested  for  sensitivity  to  this  substance — 
children,  especially  so,  because  of  the  greater 
incidence  of  injections  for  immunity.  In  the 
anterior  pituitary  extracts,  reactions  from 
foreign  protein  may  be  encountered.  How- 
ever, these  are  not  of  any  serious  nature. 
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PUBLIC  HEALTH  RESEARCH  INSTITUTE  OF  NEW  YORK  CITY.  INC. 


The  setup  of  the  new  Public  Health  Research 
Institute  of  New  York  City,  Inc.,  for  which 
an  appropriation  of  $100,000  is  included  in  the 
1941-1942  budget  of  the  Health  Department,  to 
be  used  exclusively  for  scientific  research  essen- 
tial for  the  protection  and  the  improvement  of 
the  health,  safety,  and  welfare  of  the  people  of 
New  York  City,  was  announced  by  Health 
Commissioner  John  L.  Rice  on  June  28. 

“Many  public  health  problems  that  arise  in 
this  city,”  said  Mayor  F.  H.  LaGuardia  in 
commenting  on  the  Board  of  Estimate’s  approval 
of  the  contract  between  the  city  and  the  Re- 
search Institute,  “are  peculiar  to  this  locality 
and  scientific  research  and  experimentation  with 
regard  thereto  must  be  done  locally.  In  this 
the  largest  city  in  the  World,  disease  may 
readily  assume  epidemic  proportions  and  thus 
it  is  most  essential  that  our  municipal  Health 
Department  be  fortified  with  the  best  research 
talent  and  facilities  available.  The  Research 
Institute  will  make  that  possible.” 

The  Board  of  Directors  of  the  Research  Council 
has  named  as  president  David  M.  Heyman,  a 
member  of  the  banking  firm  of  Adolph  Lewisohn 
and  Sons,  president  of  the  New  York  Foundation, 
and  a member  of  the  Board  of  Health.  David 


Rockefeller  was  made  vice-president;  David 
Morse,  secretary;  and  Edwin  P.  Chinlund, 
treasurer. 

A Research  Council  has  been  set  up  by  the 
Board  and  is  headed  by  Thomas  M.  Rivers, 
M.D.,  director  of  the  Hospital  of  the  Rockefeller 
Institute  for  Medical  Research.  Other  medical 
men  and  scientists  named  to  the  Research 
Council  are:  Eugene  L.  Opie,  M.D.,  professor 
of  pathology,  Cornell  University  Medical  Col- 
lege; Henry  Clapp  Sherman,  Ph.D.,  professor 
of  chemistry,  Columbia  University;  Michael 
Heidelberger,  Ph.D.,  associate  professor  of  bio- 
chemistry of  the  College  of  Physicians  and 
Surgeons,  Columbia;  George  Baehr,  M.D., 
clinical  professor  of  medicine  of  the  College  of 
Physicians  and  Surgeons.  Ralph  S.  Muckenfuss, 
M.D.,  director  of  the  Bureau  of  Laboratories  of 
the  Department  of  Health,  is  a member  ex 
officio. 

Neither  members  of  the  Board  of  Directors 
nor  of  the  Research  Council  will  receive  salaries. 
The  Institute  will  be  housed  in  the  Health  De- 
partment’s Bureau  of  Laboratories  which  is 
located  in  the  William  Hallock  Park  Laboratory 
at  the  foot  of  East  15th  Street,  New  York 
City. 


MESENTERIC  CYSTS 
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BETWEEN  the  two  layers  of  the  mes- 
entery the  lymphatics  drain  the  in- 
testines. Efferent  vessels  drain  the  chyle  to 
the  glands  and  eventually  bring  it  to  the  re- 
ceptaculum  chyli,  and  there,  too,  the  blood 
vessels  carry  the  blood  to  and  away  from  the 
intestines.  Aberrant  thyroid,  ovarian,  splenic, 
liver,  etc.,  tissues,  which  may  be  found  any- 
where in  the  body,  may  also  migrate  and  re- 
main between  the  layers  of  the  mesentery.  In 
the  developing  embryo,  retroperitoneal  organs 
such  as  the  wolffian  body  and  duct,  the  miil- 
lerian  body,  and  the  germinal  epithelium  may 
leave  remnants  behind  the  peritoneum  which 
become  displaced  forward  between  the  two 
layers  of  the  mesentery.  Sequestrations  from 
the  vitelline  duct  or  from  diverticula  of  the 
intestines,  which  according  to  Lewis  and 
Thyng1  are  of  regular  occurrence  in  the  em- 
bryos of  the  pig,  rabbit,  and  man,  may  be 
found  in  this  mesenteric  space.  (The  term 
“mesenteric  space”  in  this  paper  is  applied  to 
the  space  between  the  two  layers  of  the  mes- 
entery.) Ordinarily,  this  space  is  filled  with 
some  50  to  150  lymph  vessels,  the  superior 
mesenteric  artery,  and  its  numerous  branches 
that  supply  the  small  intestine.  Lymph 
glands  as  well  as  fatty  tissue  are  also  found  in 
this  mesenteric  space.  As  the  layers  of  the 
mesentery  are  separated,  the  space  becomes 
larger.  This  happens  when  a cyst  or  new 
growth  invades  the  locality.  In  addition  to 
this,  infections  such  as  the  echinococcus,  the 
tubercle  bacillis,  etc.,  may  invade  the  space. 
The  echinococcus  will  form  a cyst.  Gould2 
states  that  tuberculous  glands  may  caseate 
and  form  a cold  abscess  and,  if  the  patient 
develops  resistance,  the  abscess  will  become 
encapsulated  and  in  this  way  form  a mesenteric 
cyst. 

From  the  connective  tissue  in  the  mesen- 
teric space,  solid  tumors,  mainly  sarcomas, 
develop.  Rausohof  and  Friedlander3  state 
that  sarcomas  arising  from  the  mesenteric 
tissue  are  usually  of  the  spindle  cell  variety, 
while  sarcomas  that  develop  retroperitoneally 
and  are  pushed  forward  between  the  two 
layers  of  the  mesentery  are  composed  of  small 
or  large  round  cells.  Carcinomas  may  de- 
velop from  the  intestines  and  invade  the  space 


or  may  develop  from  epithelial  tissue  remnants 
within  the  space. 

The  genesis  of  cysts  and  tumors  is  neces- 
sarily associated  with  the  factors  mentioned 
above.  It  is  well  to  remember  these  facts  in 
the  classification  of  cysts  and  tumors  of  the 
mesentery.  Mesenteric  cysts  are  not  surgical 
rarities.  They  are,  however,  of  sufficiently  un- 
common occurrence  to  be  of  interest  to  the 
surgeon  and  physician. 

Historical 

Beneviene,4  a Florentine  anatomist,  in  1507 
reported  a mesenteric  cyst  that  he  found  on 
the  autopsy  table.  Subsequent  to  that,  tu- 
mors or  cysts  of  the  mesentery  were  reported 
from  time  to  time.  All  these  were  from  au- 
topsy or  dissecting  material. 

In  the  early  and  middle  part  of  the  last 
century,  Horslius,  Toplius,  Balonius,  de 
Ruysch,  and  Morgagni  from  time  to  time  re- 
ported cases  found  on  the  autopsy  table. 

Braquehaye5  in  his  extensive  monograph 
divides  the  history  of  mesenteric  cysts  into 
three  periods. 

1.  From  Beneviene  to  1850,  during  which 
time  all  the  reports  were  made  from  autopsy 
material. 

2.  From  1850  to  1880  these  tumors  were 
occasionally  met  on  the  operating  table. 
The  preoperative  diagnosis  of  other  conditions 
such  as  intestinal  obstruction  or  ovarian  tu- 
mors were  made. 

3.  From  1880  on,  when  Pean,  Tillaux, 
Millard,  Merklen,  and  some  German  surgeons 
made  these  tumors  better  known  in  the  medi- 
cal literature.  Operative  cases  were  reported 
and  a preoperative  diagnosis  was  occasionally 
made.  Tillaux  and  Millard  described  the 
clinical  symptoms,  Merklen  described  the 
pathology,  and  Pean  described  the  surgical 
treatment  that  he  used,  which  was  that  of 
marsupialization.  It  is  interesting  to  note 
that  Panas6  in  1852  reported  a case  of 
mesenteric  cyst  which  he  cured  by  punc- 
ture. 

Ney  and  Wilkinson7  suggested  a fourth 
period  commencing  in  1900,  at  which  time 
Dowd8  published  his  paper  and  promulgated 
the  theory  that  these  cysts  are  embryonic  in 
origin. 
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TABLE — Diagram 


(1)  Embryonic 
Cysts 


(2)  Teratoma- 
tous Cysts 


(A)  Enter ostomas  of  intestinal  origin  from: 

(1)  Sequestration  during  development 
(omphalomesenteric  duct  or  em- 
bryonic diverticula) 

(2)  Persistent  Meckel’s  diverticulum 

(B)  Embryomas  spring  from  retroperitoneal 
organs  within  mesenteric  space 

(1)  Wolffian  duct  and  body 

(2)  Mullerian  body 

(3)  Germinal  epithelium 

Arise  from  misplaced  ovarian  tissue  in  the  mes- 
enteric space 


Either  of  these  by  the  extravasation  of  lymph 
may  become: 

(1)  A chylous  cyst.  By  extravasation  of  blood 

(2)  A hematogenous  cyst.  By  malignant  de- 
generation 

(3)  A malignant  cyst 


(3)  Infectious  Caused  by 

Cysts  (1)  Echinococcus 

(2)  Tubercle  bacilli 

(3)  Encapsulated  abscess  between  the 
two  layers  of  the  mesentery 


Frequency 

It  is  difficult  to  give  a true  estimate  of  the 
frequency  of  mesenteric  cysts,  since  a number 
of  the  reported  cases  were  not  sufficiently 
clear  and  detailed  to  include  them  definitely 
among  the  number. 

Augagner6  in  1886  reported  90  cases  of 
mesenteric  tumors  of  which  18  were  cysts. 
Arekion9  in  1891  referred  to  81  reported  cases 
of  mesenteric  cysts.  Braquehaye8  in  1892 
collected  23  more  cases  and  stated  that  solid 
tumors  are  about  twice  as  frequent  as  are 
mesenteric  cysts.  Judd  (quoted  by  Roller10) 
reported  25  cases  of  mesenteric  tumors  in 

820.000  admissions  to  the  Mayo  Clinic;  8 of 
the  25  were  cysts.  It  is  interesting  to  note 
that  both  Judd  and  Braquehaye  report  the 
same  proportion  of  mesenteric  cysts  to  mesen- 
teric tumors.  The  Children’s  Hospital  of  Los 
Angeles  reported  3 cases  in  three  and  one- 
half  years  out  of  a total  of  12,425  admis- 
sions.10 

Our  case  is  the  only  one  that  occurred  in  the 
Bronx  Hospital  out  of  a total  admission  of 

105.000  cases.  Because  of  the  rarity  and  the 
capricious  distribution  of  these  tumors,  some 
surgeons  may  never  meet  a case  while  others 
may  have  several.  The  Index  Medicus  for  the 
last  several  years,  lists  references  to  about  8 
to  10  case  reports  a year.  With  this  as  an 
index  and  Braquehaye’s  report  of  1892  as  a 
base,  there  should  be  about  550  to  600  cases 
reported  up  to  now. 

Definition 

A true  mesenteric  cyst  occurs  between  the 
two  layers  of  the  mesentery  or  beneath  the 
serosa  of  the  intestine.  It  is  not  malignant, 
dermoid,  or  parasitic.  It  does  not  arise  from 
any  normally  placed  retroperitoneal  organ  or 
from  embryonic  rests,  although  it  may  have 
grown  and  pushed  its  way  into  the  mesenteric 
space. 


Genesis  and  Classification 

Tumors  or  cysts  of  the  mesentery  must 
necessarily  originate  from  the  structures  either 
normally  or  abnormally  situated  in  the  mesen- 
teric space.  Numerous  classifications  have 
been  made  beginning  with  Portal,11  Braque- 
haye,5 Moynihan,12  Dowd,8  Niosi,13  and  many 
others.  These  classifications  have  succeeded 
in  causing  confusion  in  the  mind  of  the  reader. 
The  theory  of  Dowd  at  the  present  time  is 
generally  accepted  and  falls  in  line  very  well 
with  Dowd’s  classification.  It  seems  to  me 
that  this  classification  with  certain  additions 
or  modifications  should  serve  to  convey  to  the 
reader  the  conception  of  genesis  and  appear- 
ance of  these  cysts. 

Dowd  classifies  mesenteric  cysts  into  (1) 
embryonic  cysts,  (2)  hydatid  cysts,  and  (3) 
cystic  malignant  disease. 

Niosi  subdivided  this  classification  into  (1) 
cysts  of  intestinal  origin,  (2)  dermoid  cysts, 
and  (3)  cysts  of  retroperitoneal  organs. 

It  is  to  be  noted  that  this  classification  is  not 
based  on  the  definition  given.  It  includes 
growths  in  the  mesenteric  space  other  than 
true  mesenteric  cysts. 

Using  the  classifications  of  Dowd  and  Niosi 
as  a basis  and  taking  into  consideration 
Dowd’s  view  that  chylous  or  hematogenous 
cysts  are  preformed  cysts  in  which  chyle  or 
blood  accumulated,  I constructed  a table 
which  I believe  is  a simple  classification  and 
in  all  possibility  a true  one  (see  above). 

Cysts  are  formed  by  the  retention  of  the 
secretion  within  these  structures.  Des  Gouttes 
and  Sicord14  report  a case  in  which  the  cyst 
was  lined  by  intestinal  mucosa  and  seemed  to 
be  of  intestinal  formation.  Swartley16  also 
reports  such  a case.  That  the  cellular  struc- 
ture of  cysts  vary  is  no  argument  to  discard 
the  theory,  since  inflammatory  conditions  to 
which  all  tissue  is  heir  may  change  the  epithe- 
lium lining  to  scar  tissue  (Swartley).  Niosi13 
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collected  5 cases  of  cysts  in  the  mesenteric 
space  arising  from  urogenital  embryonic  tissue. 
Higgins  and  Lloyd16  state  that  a teratomatous 
cyst  was  never  found  in  a male  patient.  Ney 
and  Wilkinson7  noted  that  all  mesenteric  tera- 
tomas reported  have  occurred  in  women.  The 
conclusion  to  be  drawn  therefrom  is  that  these 
arise  from  misplaced  ovarian  tissue.  Gould2 
reports  several  cases  of  mesenteric  cysts  which 
he  attributes  to  encapsulated  tubercular  ab- 
scess. 

Location 

Lewis  and  Thyng1  found  thirty-three  “pock- 
ets” or  diverticula  in  an  embryo  of  23  mm. 
In  an  older  embryo  they  found  forty-eight 
such  pockets.  These  diverticula  in  the  em- 
bryo occurred  in  the  small  intestine. 

Wallmann  (quoted  by  Higgins  and  Lloyd16) 
found  thirty-seven  diverticula  in  a piece  of 
small  intestine  48  cm.  long,  and  thirty  of  these 
were  between  the  layers  of  the  mesentery. 
He  also  found  some  present  in  the  large  in- 
testine. The  duodenum  is  perhaps  the  com- 
monest location,  and  it  is  said  that  diverticula 
occur  there  frequently.  Since  the  intestinal 
diverticula  do  occur  in  the  human  embryo, 
they  might  become  separated  from  their  origin 
and  form  true  mesenteric  cysts.  If  a cyst 
should  develop  from  any  of  these  sequestrated 
embryonal  diverticula,  they  might  be  found 
near  any  part  of  the  small  intestine  or  even 
the  large  intestine. 

If  the  cyst  develops  from  the  vitelline  duct 
or  Meckel’s  diverticulum,  the  cyst  arising 
from  the  former  will  be  high  up  in  the  intestine 
while  the  latter  would  be  in  the  mesenteric 
space  near  the  lower  part  of  the  ileum.  Cysts 
arising  from  urogenital  embryonic  tissue  may 
be  found  anywhere  in  the  mesenteric  space, 
usually,  however,  in  the  region  of  the  ileum. 

Diagnosis  and  Symptomatology 

Braquehaye,5  as  was  mentioned  at  the  be- 
ginning of  this  paper,  in  his  historical  division 
of  mesenteric  cysts,  designates  the  third  period 
as  the  beginning  of  preoperative  diagnosis  and 
operative  surgery.  If  diagnoses  were  made 
then  on  these  symptomless  cysts,  our  surgical 
ancestors  were  much  better  than  we  are. 
Since  the  diagnosis  must  depend  upon  symp- 
toms and  since  symptoms  are  so  indefinite  and 
x-ray  findings  practically  negative,  a diagnosis 
in  the  early  stages  is  impossible.  Later  on 
when  the  tumor  causes  such  complications  as 
intestinal  obstruction,  peritonitis,  and  hemor- 
rhage, the  symptoms  of  the  complication  will 
mask  the  original  cause  and  one  intervenes 


because  of  the  complication.  Before  any  com- 
plication arises,  however,  one  may  be  able  to 
make  a diagnosis  of  a cyst  within  the  ab- 
dominal cavity  if  the  mass  is  palpable.  But 
then  there  would  be  other  symptoms  such  as 
pressure  symptoms  to  call  attention  to  the 
mass. 

The  symptoms  will  depend  upon  the  size 
of  the  tumor,  the  location  of  the  tumor,  and 
the  pressure  it  exerts  Gn  the  intestinal  canal 
and  on  the  surrounding  tissues  and  blood 
vessels. 

Objective  Signs 

The  objective  signs  in  the  later  stages  will 
be  (1)  a tumor  located  in  the  mid-abdomen, 
which  is  movable  and  cystic  and  surrounded 
by  tympanitic  areas.  (2)  X-ray:  Occasionally 
the  tumor  will  show  a shadow  on  the  x-ray. 
If  this  is  contrasted  with  a barium  meal,  one 
may  make  a diagnosis  (In  our  case  our  x-ray 
resident,  Dr.  Goldblum,  outlined  a shadow 
on  the  plate  preoperatively.  We  did  not, 
however,  do  a gastrointestinal  series.) 

Symptoms 

Symptoms  are  those  of  the  complication. 
If  there  is  a partial  intestinal  obstruction,  it 
will  cause  a colicky  pain,  paroxysmal  in  char- 
acter, and  vomiting.  If  the  intestinal  obstruc- 
tion is  acute,  the  diagnosis  will  be  made  by  the 
symptoms  of  the  obstruction  and  the  x-ray 
plate  will  show  gas  in  the  small  intestine. 
(In  our  case  the  x-ray  plate  showed  gas  in  the 
small  intestine.) 

Complication 

(1)  Intestinal  obstruction.  The  tumor 
may  grow  around  the  intestinal  cavity  and 
strangle  the  gut  within  its  embrace  causing  a 
subacute  or  acute  intestinal  obstruction.  This 
occurs  in  40  to  50  per  cent  of  the  cases. 

(2)  Peritonitis  may  occur  either  as  a sequel 
to  intestinal  obstruction  or  because  of  rupture 
of  the  cyst  into  the  peritoneal  cavity. 

(3)  Hemorrhage,  sloughing  of  a blood  ves- 
sel within  the  cyst  cavity,  may  cause  a fatal 
hemorrhage  within  the  cyst. 

(4)  Torsion  of  the  cyst. 

(5)  Incarceration  of  the  cyst  within  pelvic 
cavity. 

Treatment 

a.  Enucleation  is  the  treatment  of  choice. 
This,  however,  cannot  always  be  done. 

b.  If  the  intestines  are  strangled  within 
the  cyst,  resection  of  the  cyst  with  the  stran- 
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gulated  intestines  should  be  done  with  a side- 
to-side  or  an  end-to-end  anastomosis. 

c.  Marsupialization  is  the  treatment  for 
patients  who  are  poor  risks  and  in  whom  the 
cyst  cannot  be  attacked  in  any  other  way. 
The  mortality  varies.  It  is  the  highest  in  cyst 
and  intestinal  resection,  where  it  reaches  from 
35  to  50  per  cent. 

Case  Report 

E.  B.,  a white  girl,  aged  14,  was  admitted  to 
the  hospital  on  January  13,  1938.  Her  chief 
complaints  on  admission  were  recurrent  vomiting 
and  abdominal  pain  for  five  days.  The  character 
of  the  pain  was  sharp,  colicky,  and  intermittent, 
and  was  localized  to  the  center  of  the  abdomen. 
After  an  emetic  attack  the  pain  would  be  local- 
ized to  the  left  upper  quadrant.  She  had  bowel 
movements  and  enemas  that  yielded  good  fecal 
material.  There  was  no  history  of  blood  or 
mucus  in  the  stools  or  of  an  infectious  process. 
Her  menstrual  history  was  negative. 

A physical  examination  revealed  a normally 
developed  female  child  who  did  not  appear 
acutely  ill;  in  fact,  between  attacks  she  seemed 
quite  at  ease.  Her  heart  and  lungs  were  nega- 
tive. The  abdomen  was  distended  but  not 
markedly  so.  There  was  a dull  percussion  note 
over  the  mid-abdomen.  No  rigidity  or  distinct 
masses  were  palpable.  Eye,  ear,  nose,  and 
throat  were  negative  except  that  there  was  no 
conjunctival  reflex.  Her  blood  pressure  was 
124/80.  The  temperature  ranged  between  99  to 
100  F.  The  general  appearance  of  the  patient 
was  that  of  a shy  girl  of  introvert  personality. 

Laboratory  Data. — Her  urine  was  negative  on 
two  occasions.  The  blood  chemistry  was  within 
normal  range.  Icteric  index  was  14.7.  There 
was  a direct  delayed  van  den  Bergh  reaction. 
The  indirect  van  den  Bergh  test  showed  1.2 
units  per  hundred  cubic  centimeters  of  serum. 
The  white  blood  count  was  16,000,  with  70  per 
cent  polymorphonuclears  and  11  band  forms. 
The  rest  was  normal. 

An  x-ray  examination  demonstrated  the  dis- 
tention of  small  bowel  with  gas.  The  large  bowel 
was  collapsed.  A faint  shadow  on  the  plate  the 
size  of  a grapefruit  was  interpreted  as  an  intra- 
abdominal mass.  A diagnosis  of  subacute  intes- 
tinal obstruction  of  unknown  etiology  was 
made. 

The  patient  was  given  5 per  cent  glucose  solu- 
tion intravenously  and  repeated  small  enemas. 
Wangansteen  drainage  (small  bowel),  as  well  as 
local  measures  such  as  rectal  tube,  turpentine 
stupes,  gastric  lavage,  etc.,  were  given  to  relieve 
distention.  Enemas  gave  good  results.  Gastric 
lavage  yielded  some  coffee-ground  material. 
There  was  no  occult  blood  in  gastric  contents 
nor  was  there  any  fecal  material  present.  The 
medical  treatment  was  given  in  the  hope  that  it 
might  help  the  intestinal  obstruction,  if  it  was 
caused  by  a kink,  to  adjust  itself. 


Since  no  improvement  was  noted,  the  patient 
was  operated  on  January  17,  1938,  four  days 
after  admission  to  the  hospital. 

Operation:  Inner  Right  Rectus  Incision. — 
On  opening  the  peritoneum  a great  deal  of 
serous  fluid  was  found,  which  was  suctioned.  A 
large  mass  was  present  in  the  abdomen  and  about 
6 inches  of  the  small  intestine  was  entangled 
and  imbedded  in  this  mass.  The  proximal  part 
of  the  small  intestine  was  completely  occluded 
and  distended.  The  distal  end  was  collapsed. 
The  large,  yellow,  soft  mass,  having  a cystic 
consistency,  sprang  from  the  mesentery.  The 
entire  mass  was  delivered  outside  the  abdomen. 
The  intestines  were  clamped  about  6 inches  away 
from  the  mass  and  resected  with  the  cautery. 
The  mesentery,  which  was  hemorrhagic  and  con- 
gested, was  also  resected  on  either  side  of  the 
cyst.  The  intestines  were  closed  by  inverted 
sutures  and  two  layers  of  Lembert’s  sutures. 
A side-to-side  anastomosis  was  then  done. 
Several  sutures  were  inserted  in  the  mesentery 
to  bring  it  together.  A drain  was  inserted  to  the 
anastomosis  and  the  abdomen  was  closed  in 
layers. 

Postoperative  Diagnosis. — Intestinal  obstruc- 
tion caused  by  mesenteric  cyst. 

Postoperative  Treatment. — Continuous  Wan- 
gansteen drainage  for  decompression  of  the 
bowel  and  slow  intravenous  drip  of  5 per  cent 
glucose  solution  were  instituted  postoperatively. 
The  child  made  an  uneventful  recovery.  She 
showed  an  immediate  postoperative  elevation  of 
temperature  to  101.4  F.  for  two  days.  On  the 
sixth  postoperative  day  the  child  moved  her 
bowels  spontaneously  and  was  discharged  on 
February  2,  1938,  with  the  wound  healed, 
her  bowels  moving  regularly,  her  temperature 
normal,  and  a regular  ward  diet  being  main- 
tained without  embarrassment. 

A one-year  follow-up  reveals  the  patient  in 
good  condition  and  not  presenting  undue  symp- 
toms. 

Pathology. — Gross  specimen  consists  of  two 
separate  loops  of  ileum,  measuring  32  and  15 
cm.  in  length,  respectively.  The  first  of  these 
consists  of  a U-shaped  loop  of  bowel,  connected 
and  maintained  in  shape  by  mesenteric  adhesions. 
From  this  area  there  project  six  or  seven  cysts, 
the  largest  8 cm.  in  diameter  and  the  smallest 
2.5  cm.  in  diameter.  On  opening  them  we 
found  some  distended  with  chylous  fluid  and 
some  with  a yellowish  oily  fluid.  There  are 
found  two  cysts,  one  on  each  side  of  the  mesen- 
tery, that  connect  with  each  other  and  another 
similar  set  of  two.  The  other  three  or  four  cysts 
are  single  and  are  located  on  either  side.  The 
surface  of  one  of  the  cysts  is  covered  with 
multiple  thrombosed  veins.  For  a distance  of 
12  cm.  the  ileum  is  dilated,  the  wall  is  thin, 
and  the  valvulae  conniventes  are  absent  and 
sharply  demarcated  from  the  remainder  of  the 
intestine.  At  both  ends  of  this  portion  of  the 
ileum  the  intestine  is  normal  in  size  and  ap- 
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Fig.  3.  Wall  of  the  cyst  consists  of  vascular- 
ized connective  tissue  and  fat,  the  latter  ex- 
hibiting perivascular  round-cell  infiltration. 


pression  that  this  type  of  cyst  belongs  to  the  group 
of  lymphangiomas.  The  absence  of  smooth 
muscle  fibers  definitely  identifies  this  case  as  be- 
longing to  the  chyle  cyst  group  rather  than 
enteric  cyst.  (See  Figs.  1,  2,  and  3.*) 

Comment 

I saw  this  child  in  consultation  with  Dr. 
Gurvitch  two  days  before  admission  to  the 
hospital.  My  first  examination  at  home  re- 
vealed no  distention  or  tenderness  of  the  ab- 
domen. No  mass  was  felt  and  the  abdomen 
was  flaccid  and  apparently  normal.  The 
child  expelled  gas  by  rectum.  Because  of  the 
peculiar  psychologic  makeup  of  the  child,  the 
anesthesia  of  the  conjunctiva,  etc.,  I was  of  the 
opinion  that  there  was  a possible  hysterical 
element  in  the  picture. 

After  the  second  day  the  distention  ap- 
peared, the  expulsion  of  flatus  diminished,  the 
vomiting  continued  and,  above  all,  the  x-ray 
revealed  gas  in  the  small  intestine.  During 
all  this  time  the  child  did  not  appear  to  be 
acutely  ill.  It  is  significant  that  the  percus- 
sion of  the  distended  abdomen  was  dull 
rather  than  tympanitic,  and  as  time  progressed 
there  was  a resistance  to  the  touch  if  not  real 
rigidity. 

* I am  indebted  to  Dr.  Joseph  Felsen  for  assistance  in 
preparing  the  illustrations. 


Fig.  2.  Large  mesenteric  cyst  opened  show- 
ing the  smooth  lining.  There  is  no  connection 
with  the  lumen  of  the  bowel. 

pearance,  although  at  one  end  the  ileum  appears 
to  be  sharply  twisted  on  itself. 

The  second  portion  of  ileum  appears  normal 
except  for  a 1.5-cm.  blackish  brown  area  ex- 
tending from  the  mucosa  to  the  serosa. 

Microscopic  section  taken  through  the  wall  of 
the  cyst  exhibits  a vascularized  connective 
tissue  and  fat,  with  a focal  area  of  perivascular 
round-cell  infiltration. 

It  is  apparent  that  the  specimen  described 
above  belongs  to  the  chylous  type  of  mesenteric 
cyst.  These  may  be  large,  single,  and  multicolor 
or  small  and  multiple.  The  contents  may  con- 
sist of  clear  fluid,  chyle,  or  fat.  It  is  my  im- 


§ 
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Fig.  1.  Unopened  mesenteric  cysts  with 
tached  ileum. 
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Summary 

1.  A resume  of  literature  and  discussion  of 
the  genesis  of  cysts  are  hereby  appended. 

2.  The  classification  of  Dowd  and  Niosi  is 
newly  interpreted. 

3.  A case  of  a cyst  within  the  mesenteric 
space  is  reported. 
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MEDICAL  AID  TO  CHINA 

American  financial  help  has  assisted  in  the 
creation  in  China  of  one  of  the  most  remarkable 
medical  relief  corps  existing  in  any  warring 
country,  according  to  Dr.  Donald  D.  Van  Slyke, 
president  of  the  American  Bureau  for  Medical 
Aid  to  China. 

Scores  of  mobile  medical  units  that  are  situated 
close  to  the  Chinese  fighting  lines,  and  that  can 
be  dismantled  and  moved  within  an  hour’s 
notice,  form  the  heart  of  the  Chinese  Red  Cross 
Relief  Corps.  The  medical  staff  attached  to 
these  medical  units  totals  2,800,  and  of  this 
number  about  1,200  men  and  women  serve  as 
stretcher  bearers. 

The  Chinese  Red  Cross  Medical  Relief  Corps 
was  organized  by  Scottish-trained  Dr.  Robert 
K.  S.  Lim,  who  served  for  three  years  with  the 
Indian  Medical  Unit  in  France  during  the  first 
World  War. 

When  Dr.  Lim  joined  the  Red  Cross  at  the 
outbreak  of  the  war,  soldiers  wounded  by  bullets 
or  shrapnel  were  dying  before  medical  attention 
could  reach  them  and  as  many  died  from  mal- 
nutrition as  from  bullets.  Dr.  Lim  has  changed 
that  picture.  He  organized  the  Medical  Corps 
into  mobile  operating,  nursing,  and  preventive 
units.  The  preventive  unit  carried  out  a health 
and  antiepidemic  program,  sterilizing  water, 
setting  up  delousing  plants,  inoculating  soldiers, 
and  civilians  alike  against  cholera,  malaria, 
typhoid.  Operating  and  nursing  units  worked 
close  behind  the  front  lines,  so  that  wounded 
soldiers  had  first-aid  care  before  starting  their 
journey  to  base  hospitals — often  a stretcher 
journey  many  days  away  because  of  the  existing 
roadless  areas.  Rest  stations  were  set  up  every 
ten  miles  to  provide  shelter,  food,  water,  and 
fresh  dressings  for  wounds. 

In  the  spring  of  1938  came  an  urgent  cable 
from  Dr.  Lim,  asking  for  4,000,000  doses  of 
vaccine  to  fight  an  outbreak  of  cholera.  Within 
twenty-four  hours,  funds  had  been  raised  to 
purchase  a million  doses  from  an  American  firm 
in  Hongkong.  Delivery  of  the  full  amount  was 
completed  in  three  weeks.  The  epidemic  was 


checked.  As  a result  of  this  practical  American 
sympathy  and  aid,  cholera  in  China  last  summer 
was  almost  nonexistent. 

Since  then,  the  American  Bureau  has  sent  tons 
of  quinine  to  Dr.  Lim  and  to  the  Chinese  Red 
Cross  and,  more  recently,  has  sent  quantities  of 
atabrine,  the  new  malaria  remedy.  To  date, 
about  85  per  cent  of  all  his  medical  supplies  and 
more  than  90  per  cent  of  his  ambulances  and 
supply  trucks  have  been  supplied  by  overseas 
Chinese  and  by  donations  from  abroad. 

The  American  Bureau  for  Medical  Aid  to 
China  has  sent  159  ambulances  and  has  pro- 
vided gasoline  and  spare  parts  to  keep  them 
running. 

One  of  the  Medical  Corps’  most  interesting 
activities  has  been  encouragement  given  to  farm- 
ers to  remain  on  their  farms  growing  crops  even 
though  these  farms  lie  close  behind  the  fighting 
zone.  In  many  sectors,  half  the  food  for  the 
Chinese  soldiers  is  being  produced  in  the  war 
area  itself. 

“It  is  almost  certain,”  said  Dr.  Van  Slyke 
“that  the  invader  counted  on  a high  casualty 
rate  among  the  Chinese  because  of  inadequate 
medical  attention.  The  Japanese  cannot  afford 
to  have  more  than  1,000,000  in  China,  for  they 
cannot  take  men  out  of  industry  or  away  from 
the  Russian  border.  So,  you  see,  Dr.  Lim’s 
work  in  caring  for  the  wounded  Chinese  soldier, 
and  in  sending  him  back  into  the  fight  is  an 
upsetting  factor  to  the  Japanese. 

“The  Chinese  death  rate  has  been  whittled 
down  by  other  American  aid  in  the  form  of 
ambulances,  vitamins,  and  trucks  for  evacuation 
work.  In  speeding  such  help,  the  United  China 
Relief  has  done  much  to  sustain  Old  China  long 
enough  for  Dr.  Lim  and  others  like  him  to  create 
the  new  Free  China.” 

Beginning  July  1,  The  American  Bureau  for 
Medical  Aid  to  China,  through  United  China 
Relief,  will  send  $5,000  a month  to  China,  to 
support  Dr.  Lim’s  training  schools  and  ortho- 
pedic centers,  and  to  supplement  the  contribu- 
tions of  the  American  Red  Cross. 


Crowded  living  conditions,  mounting  prices  of 
necessities,  increased  mental,  emotional  and 
physical  strain — inevitable  byproducts  of  in- 


dustrial defense  activities — are  factors  danger- 
ously favorable  to  the  increase  and  spread  of 
tuberculosis. — Kendall  Emerson , M.D. 


EARLY  DIAGNOSIS  OF  PULMONARY  TUBERCULOSIS 

William  L.  Weintraub,  M.D.,  Paterson,  New  Jersey 


THE  most  important  single  feature  in  the 
diagnosis  of  pulmonary  tuberculosis  is  to 
bear  the  disease  in  mind  and  remember  its 
frequency.  In  the  age  group  of  15  to  45  years 
it  continues  as  the  leading  cause  of  death. 
According  to  conditions  in  1930,  the  estimated 
frequency  is  that,  of  1,000  white  men  born, 
42.5  will  eventually  die  of  tuberculosis;  and, 
of  1,000  negro  men,  96.7  will  die. 

In  spite  of  this  great  frequency  most  of  the 
patients  already  have  extensive  disease  when 
first  diagnosed.  This  represents  a challenge 
to  medicine.  The  key  to  the  solution  prob- 
ably lies  in  the  hands  of  the  general  practi- 
tioner. He  sees  all  the  patients. 

We  know  that  a definite  number  of  those 
who  are  ill  proceed  to  advanced  disease  rap- 
idly; however,  this  is  not  true  of  the  majority 
and  is  certainly  not  the  rule.  Symptoms  may 
be  absent  even  in  the  presence  of  considerable 
active  pulmonary  tuberculosis;  this  again  is 
not  true  of  the  majority.  The  patients  in 
whom  the  above  is  true,  of  course,  cannot  be 
diagnosed  or  even  suspected  earlier  by  the 
general  practitioner  but  must,  if  at  all,  be 
discovered  through  popularization  of  public 
health  procedures,  such  as  contact  examina- 
tions and  periodic  examinations  of  groups 
suggested  by  our  knowledge  of  the  occurrence 
of  the  disease.  There  remains  a goodly  per- 
centage, in  fact  the  majority,  of  morbidity 
which  we  believe  is  diagnosable  much  earlier 
than  is  being  done  at  present. 

There  are  four  main  procedures  ordinarily 
utilized  in  the  diagnosis  of  disease,  and  tuber- 
culosis is  no  exception:  (1)  history,  (2)  physi- 
cal examination,  (3)  laboratory  procedures, 
and  (4)  x-ray  examination. 

The  history  is  always  important.  A history 
of  contact  is  especially  important.  The 
symptoms  may  be  divided  into  two  groups: 
(1)  constitutional  or  general  symptoms  that 
occur  because  of  absorption  of  focal  products 
and  (2)  focal  or  local  symptoms  that  occur 
because  of  the  local  irritating  or  destructive 
effects  of  the  lesion.  Under  the  general  group 
may  be  listed  tired  feeling,  weakness,  loss  of 
weight,  chills,  fever,  sweats,  loss  of  appetite, 
stomach  disturbances,  nervousness,  increased 
pulse  rate,  pallor,  etc.  Under  the  local  group 
may  be  listed  cough,  sputum,  blood-spitting, 


pulmonary  hemorrhage,  chest  pain,  pleurisy 
with  effusion,  hoarseness,  aphonia,  difficulty 
in  swallowing,  rupture  of  the  lung,  rectal 
abscess,  alternating  diarrhea  and  constipation, 
dyspnea,  etc.  The  modes  of  onset  are  various. 
Pulmonary  tuberculosis  may  begin  with  any 
one  of  the  above-named  symptoms  or  any 
possible  combination  of  two  or  more.  In 
point  of  time  the  onset  may  be  insidious  or 
acute.  It  may  begin  as  a pneumonia,  indis- 
tinguishable clinically  from  any  other  pneu- 
monia, or  as  a grippe,  influenza,  common  cold 
with  or  without  fever,  etc.  There  is  nothing 
in  the  symptomatology  which  spells  tubercu- 
losis. The  constitutional  symptoms  may  be 
found  in  any  constitutional  disease.  The 
local  symptoms  may  be  found  in  any  disease 
that  can  produce  similar  local  irritation  or  de- 
struction. The  history  can  point  definitely  to 
tuberculosis,  can  be  highly  or  mildly  sugges- 
tive, but  cannot  of  itself  establish  either  the 
presence  or  absence  of  clinical  pulmonary 
tuberculosis. 

Physical  examination  of  the  patient  is  rela- 
tively of  little  value  in  ruling  out  the  possi- 
bility of  pulmonary  tuberculosis.  The  gen- 
eral findings  such  as  wasting,  emaciation, 
flushed  cheeks,  fever,  rapid  pulse,  low  blood 
pressure,  etc.,  may  constitute  a clear-cut 
clinical  picture  but  assuredly  tax  no  one’s 
diagnostic  acumen  in  the  presented  patient. 
They  are  all  late  signs,  and  the  symptoma- 
tology in  practically  all  instances  will  already 
have  directed  attention  to  pulmonary  tuber- 
culosis as  the  provisional  diagnosis.  There 
may  be  considerable  pulmonary  involvement 
with  no  positive  chest  findings.  The  inability 
to  elicit  abnormal  chest  physical  signs  cer- 
tainly does  not  diagnose  the  absence  of  pul- 
monary tuberculosis  and  is  of  no  great  value 
in  ruling  out  the  disease  in  a given  patient. 
Positive  findings,  especially  cavernous  signs 
or  persistent  moist  rales  over  the  upper  third, 
clearly  indicate  serious  chest  disease.  How- 
ever, from  physical  examination  alone  the 
probable  pathologic  picture  cannot  at  all  be 
prognosticated  with  any  degree  of  accuracy 
except  in  an  extensive  destructive  disease 
that  constitutes  no  diagnostic  problem.  Pa- 
tients with  visual  evidence  of  pulmonary  in- 
volvement, such  as  rib  thatching,  contracture, 
scoliosis,  again  present  no  diagnostic  prob- 
lem. Positive  chest  signs  do  not  diagnose 
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tuberculosis  as  the  etiology.  They  may  make 
it  probable  or  most  likely,  but  more  evidence 
than  that  is  procurable  and  warranted  to  make 
a diagnosis  such  as  pulmonary  tuberculosis. 
The  same  physical  signs  may  occur  with  active 
and  inactive  or  healed  involvement. 

Laboratory  methods  ordinarily  employed 
are  examination  of  the  sputum  for  tubercle 
bacilli  and  the  tuberculin  test.  Limiting  the 
scope  of  this  presentation  to  pulmonary  tuber- 
culosis leaves  out  of  consideration  the  exami- 
nation of  other  body  tissues  and  secretions  as 
in  extrapulmonary  lesions.  The  tuberculin 
test  is  not  a test  of  active  disease  in  its  clinical 
sense.  A positive  reaction  shows  the  sensi- 
tivity of  the  reactor  to  tuberculoprotein  and 
indicates  that  the  individual  harbors  within 
his  tissues  viable  tubercle  bacilli.  Such  an 
observation  does  not  indicate  that  the  indi- 
vidual has  clinical  tuberculosis  or  that  ex- 
isting symptoms  are  due  to  tuberculosis.  A 
negative  reaction  with  certain  reservations 
is  reasonable  assurance  that  the  individual  is 
not  sensitive  to  tuberculoprotein  and  that  his 
tissues  are  free  of  tubercle  bacilli.  In  a 
negative  fashion  this  test  is  valuable  and  is  not 
sufficiently  employed  by  the  general  prac- 
titioner. Its  most  important  field  of  use, 
however,  is  in  children  and  the  public  health 
practice,  a subject  by  itself  and  beyond  the 
intended  scope  of  this  article.  The  sputum 
may  be  positive  very  early  but  is  usually  a 
late  manifestation,  and  the  diagnosis  should 
be  made  in  most  cases  long  before  the  sputum 
is  positive.  Examinations  should  be  made 
daily  for  several  days,  utilizing  the  morning 
sputum.  A negative  sputum  is,  of  course,  of 
no  value  by  itself  in  ruling  out  pulmonary  tu- 
berculosis. However,  a good  diagnostic  point 
is  that  given  a patient  with  suggestive  clinical 
symptoms  who  raises  considerable  purulent 
sputum  that  on  repeated  examination,  in- 
cluding concentration  tests,  is  persistently 
negative  it  is  advisable  to  seek  another  etiology 
for  the  symptoms,  since  they  are  most  likely 
not  due  to  pulmonary  tuberculosis.  There  are 
occasional  exceptions,  and  also  the  above  pre- 
supposes atypical  or  inconclusive  x-ray  find- 
ings. Examination  of  the  sputum  is  beyond 
a doubt  often  a sadly  neglected  procedure, 
and  its  increased  employment  would  diagnose 
many  cases  of  pulmonary  tuberculosis  much 
earlier  than  is  being  done  at  present.  Sedi- 
mentation tests  and  blood  counts  have  their 
place  but  are  not  of  great  importance  in  the 
ordinary  case  from  the  standpoint  of  the  gen- 
eral practitioner  and  early  diagnosis. 

X-ray  examination  has  revolutionized  chest 


diagnosis.  In  fact,  much  of  the  modern 
pathologic  concept  of  pulmonary  tubercu- 
losis has  been  developed  through  the  study  of 
serial  x-ray  films  and  could  have  been  demon- 
strated in  no  other  fashion.  Living  tissue 
pathology  is  observed  through  its  various 
changes  by  serial  films.  X-ray  alone  shows 
the  extent  of  involvement  and,  what  is  more 
important,  usually  the  type  of  involvement. 
The  x-ray  is  by  no  means  infallible.  There 
remains  much  that  is  not  known,  and  there 
are  lesions  in  which  the  ordinary  film  is  of 
little  value.  Even  films  that  are  produced 
with  the  best  of  technics  and  visualize  all  the 
lesions  present  which  are  roentgen-demon- 
strable have  to  be  interpreted.  In  general,  a 
persistently  negative  chest  x-ray  fairly  well 
eliminates  pulmonary  tuberculosis  from  con- 
sideration. It  is  inadvisable  in  any  given 
patient  to  rule  out  pulmonary  tuberculosis 
without  a chest  film.  X-ray  will  often  show 
lesions  before  there  are  any  signs  or  symp- 
toms and,  in  the  presence  of  symptoms,  will 
show  the  lesion  in  all  cases  to  all  practical 
purposes  when  the  symptoms  are  due  to  pul- 
monary tuberculosis.  Early  tuberculosis  that 
is  active  and  clinically  in  need  of  therapy  may 
exist  with  no  signs  or  symptoms;  these  cases 
obviously  are  diagnosable  only  by  x-ray. 

In  view  of  the  preceding  from  the  stand- 
point of  the  early  diagnosis  of  pulmonary 
tuberculosis,  the  general  practitioner  with  a 
full  realization  of  the  concepts  outlined  is 
faced  with  the  problem  of  which  patients 
he  should  advise  to  have  their  chests  x-rayed. 
Whenever  there  is  any  suspicion  of  pulmonary 
tuberculosis  a chest  x-ray  should  be  insisted 
upon.  The  presence  of  any  symptom  or  sign 
that  is  unexplainable  with  any  degree  of  cer- 
tainty and  may  be  found  in  pulmonary  tuber- 
culosis should  excite  suspicion.  The  follow- 
ing, when  otherwise  unaccountable,  are  ex- 
amples: pulmonary  hemorrhage  or  minor 
blood-spitting;  tired  feeling;  weakness;  loss 
of  weight;  afternoon  fever;  night  sweats; 
cough,  with  or  without  sputum,  which  per- 
sists for  more  than  six  weeks;  hoarseness; 
persistent  rales  over  the  upper  third  of  the 
chest;  and  pleurisy  with  effusion,  especially 
in  young  individuals.  Pneumonia  that  can- 
not be  typed  or  any  atypical  pneumonia  re- 
gardless of  the  disappearance  of  clinical  find- 
ings should  excite  suspicion.  Rectal  abscess 
in  the  absence  of  any  explanation  is  suspicious; 
it  is  probably  wise  to  x-ray  the  chest  in  every 
such  rectal  case.  A physician  who  bears  in 
mind  the  existence  of  pulmonary  tuberculosis 
will  also  have  in  mind  that  “a  cold  may  not 
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be  a cold.”  Coughs  that  follow  colds  in  the 
head  are  usually  not  serious,  and  all  symp- 
toms disappear  in  from  two  to  six  weeks. 
Afebrile  ambulant  cough  of  not  more  than 
two  months’  duration  which  has  followed  a 
cold  in  the  head  is  usually  evidence  of  a self- 
limiting  subacute  bronchitis  and  is  not  serious. 
Afebrile  or  subfebrile  ambulant  cough  and 
pleural  pain  which  are  not  preceded  by  an  in- 
fection of  the  upper  part  of  the  respiratory 
tract  are  quite  likely  to  be  serious.  An  ex- 
ception is  pertussis,  which  is  a primary  bron- 
chitis. Most  patients  who  consult  a physician 
because  of  ambulant  coughs  do  so  because 
they  fear  the  possibility  of  serious  disease, 
i.e.,  tuberculosis.  In  this  group  of  ambulant 
afebrile  coughs  of  short  duration,  tuberculosis 
is  certainly  the  most  common  disease  that  is 
serious  and  threatening.  The  problem  of  its 
presence  or  absence  can  be  solved  quite  simply 
by  an  x-ray  film;  also,  there  is  no  other  way 
of  solving  it.  The  x-ray  is  not  the  whole 
answer  to  early  diagnosis  of  pulmonary  tuber- 
culosis, but  in  all  save  a rare  instance  the  x-ray 
will  reveal  a tuberculous  lesion  long  before  it 
produces  symptoms,  long  before  it  produces 
the  slightest  physical  signs,  and  long  before 
the  sputum  is  positive.  This  means  that 
physical  examinations,  sputum  examinations, 
temperature  records,  weight  charts,  sedimen- 
tation tests,  blood  counts,  and  everything 
else  are  of  no  value  in  ruling  out  the  presence 
of  pulmonary  pathology  and  that  in  the  vast 
majority  of  cases  the  diagnosis  of  early  tuber- 
culosis must  be  made  and  can  be  made  by  the 
x-ray.1  The  absence  of  significant  findings  in 
history,  physical  examination,  and  laboratory 
does  not  rule  out  tuberculosis,  and  their  pres- 
ence cannot  diagnose  tuberculosis  but  merely 
suggest  its  possibility  or  probability.  The 
last  mentioned,  of  course,  excludes  the  finding 
of  a positive  sputum  on  the  positive  side  and 
the  finding  of  a persistently  negative  tuber- 
culin test  to  lower  dilutions  on  the  negative 
side,  which,  however,  could  raise  considerable 
controversy  as  to  its  acceptance  as  fact  and 
would  not,  in  the  presented  case,  be  ruling  out 
other  pulmonary  pathology  that  may  be  pres- 
ent. Even  though  it  is  nontuberculous,  it  is 


of  equal  importance  that  it  be  demonstrated 
if  present. 

Does  this  mean  that  everyone  with  com- 
plaints referable  to  the  respiratory  system 
should  have  an  x-ray  of  the  chest?  There  is 
only  one  possible  reason  for  not  proceeding  on 
this  principle  and  that  is  the  expense  that  it 
would  be  to  the  patients.  No  one  any  longer 
dares  to  treat  an  injury  to  a bone  or  joint 
without  an  x-ray.  The  same  should  apply 
to  diseases  of  the  chest;  for,  whereas  a small 
missed  fracture  may  give  slight  deformity 
or  disability,  a missed  early  tuberculosis  may 
give  years  of  chronic  illness  and  often  death. 
Granted  for  the  moment  that  it  is  not  feasible 
economically,  some  way  of  distinguishing  be- 
tween those  with  ambulant  coughs  who  are 
little  likely,  and  those  who  are  quite  likely, 
to  have  tuberculosis  or  other  serious  lung 
disease  may  render  useful  service.  The  most 
common  cause  of  ambulatory  cough  of  short 
duration  is  subacute  bronchitis  secondary  to 
infections  of  the  upper  part  of  the  respiratory 
tract.  With  no  contact  history,  no  suspicious 
antedating  symptoms,  an  actually  existent 
previous  cold  in  the  head,  no  hemoptysis,  no 
pleural  pain  or  persistent  fever  with  the 
cough — one  is  probably  safe  in  not  x-raying. 
It  is  wise  to  give  definite  advice  concerning 
symptoms  and  to  demand  a return.  For 
example:  “In  all  probability  your  cold  has 
left  you  with  a mild  bronchitis  that  will  go 
away  in  a short  time.  To  be  sure  that  nothing 
more  serious  is  present  an  x-ray  will  be  neces- 
sary. It  is  a good  thing  for  everyone  to  have 
an  x-ray  of  his  chest  occasionally,  and  you  can 
either  have  one  now  or,  if  you  wish,  dispense 
with  it  and  take  it  later  only  if  the  cough 
persists  or  some  unexpected  symptoms  de- 
velop. Let  me  know  if  you  develop  fever, 
expectorate  blood,  or  have  any  pain;  and  in 
any  case  come  in  to  see  me  in  two  weeks.”1 

X-ray  is  the  sine  qua  non  in  diagnosis  of 
diseases  of  the  chest. 
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THE  CLINICAL  SENSE 
You  may  be  skilled  in  the  sciences,  facile  with 
chemical,  physical,  biologic,  and  many  other 
technics,  you  may  know  the  physical  manifesta- 
tions of  many  diseases,  you  may  contribute  to 
the  store  of  knowledge  and  be  a medical  scientist, 
but  you  will  not  be  a physician  until  you  have 
developed  what  has  been  called  a clinical  sense. 


This  is  an  acquired  faculty  based  subtly  but 
soundly  on  a broad  knowledge,  a retentive  mem- 
ory, a discriminating  and  orderly  habit  of  mind, 
combined  with  an  understanding  of  mankind.— 
Charles  R.  Austrian , M.D.:  The  Care  of  the  Pa- 
tient, New  England  J.  Med.  223:  695  ( October  31) 
1940 


PULMONARY  TUBERCULOSIS  IN  NURSES 

Milton  R.  Louria,  M.D.,  Brooklyn 


IN  RECENT  years  the  subject  of  pulmonary 
tuberculosis  in  nurses  has  been  accorded 
considerable  attention  by  a number  of  in- 
vestigators. Communications  of  interest  and 
importance  have  been  written  by  Heimbeck,1 
Geer,2  Amberson  and  Riggins,3  Ornstein  and 
Ulmar,4  Ross,6  Jones,6  Myers,  Diehl,  and 
Lees,7  Soper  and  Amberson,8  and  others. 
Most  of  these  authors  have  concluded  that 
the  nursing  of  tuberculous  patients  entails  a 
definite  health  hazard  as  demonstrated  by  a 
higher  incidence  of  tuberculosis  in  nurses 
(particularly  student  nurses)  than  is  en- 
countered in  a similar  age  and  sex  group  not 
engaged  in  tuberculosis  nursing. 

It  is  not  the  purpose  of  this  communication 
to  review  the  literature  on  this  subject.  The 
present  communication  is  designed  to  add 
further  data  gathered  from  a four-year  study 
in  a large  general  hospital  with  a tuberculosis 
service.  An  attempt  will  be  made  to  analyze 
the  development  rate  of  clinical  tuberculosis 
in  the  nursing  group  and  to  offer  suggestions 
to  decrease  this  rate. 

Steps  in  the  Process  of  Tuberculous 
Infection  in  Nurses 

The  careful  study  of  nurses  by  means  of 
frequent  x-ray  examinations  and  tuber culin 
tests  has  afforded  an  admirable  opportunity 
for  following  the  incidence  rates  of  both  pri- 
mary infection  and  superinfection.  This  is 
particularly  true  among  student  nurses  whose 
relative  confinement  to  the  hospital  grounds 
during  their  course  of  training  makes  the 
mathematical  chance  of  contact  infection 
outside  of  the  hospital  small.  Among  the 
nurses  admitted  to  the  course  in  training, 
some  are  tuberculin-negative  and  the  re- 
mainder, tuberculin-positive.  One  is  thus 
able  to  gain  information  about  the  relative 
rates  of  occurrence  of  clinical  tuberculosis  in 
these  two  groups.  Furthermore,  valuable 
data  may  be  obtained  in  regard  to  the  time 
element  involved  in  the  development  of  the 
primary  infection,  as  evidenced  by  the  ap- 
pearance of  a positive  tuberculin  test,  and 
also  the  time  element  between  negative  and 
positive  x-ray  films. 

Observations  have  been  recorded  on  the 
conversion  of  the  tuberculin  test  from  nega- 
tive to  positive  in  student  nurses  during  their 
course  in  training.  Heimbeck1  found  that 


the  student  nurses  at  the  General  Hospital 
in  Oslo,  an  institution  with  a bed  capacity  of 
2,000  and  a usual  census  of  300  to  400  cases 
of  tuberculosis,  were  48  per  cent  positive  to 
tuberculin  on  admission  and  100  per  cent 
positive  by  the  end  of  their  three-year  course. 
Myers,  Diehl,  and  Lees7  reported  that  a group 
of  student  nurses  were  35  per  cent  tuberculin- 
positive on  admission  and  95  per  cent  positive 
at  the  completion  of  their  training  course. 
The  latter  report  is  rendered  more  illuminat- 
ing by  contrasting  the  results  of  tuberculin 
testing  in  the  School  of  Nursing  with  the  test- 
ing of  a comparable  group  of  young  women  in 
the  School  of  Education  where  there  is  no 
special  exposure  to  tuberculosis.  The  latter 
group  showed  only  a 4 per  cent  increase  in 
positive  reactors  between  the  time  of  admis- 
sion and  the  completion  of  the  course. 

Studies  of  the  above  type  demonstrate 
clearly  the  first  step  in  the  process  of  infec- 
tion— the  development  of  the  primary  infec- 
tion in  previously  uninfected  nurses  as  a re- 
sult of  exposure  to  the  tubercle  bacillus.  That 
such  exposure  is  directly  attributable  to  the 
occupational  activity  is  also  demonstrated 
by  comparative  figures  with  a group  not 
similarly  engaged. 

The  second  step  in  the  process  of  infection 
concerns  the  development  of  parenchymal  re- 
infection tuberculosis.  At  this  point  we  en- 
counter two  schools  of  thought : the  one  holds 
to  the  theory  of  endogenous  reinfection;  the 
other,  to  the  theory  of  exogenous  reinfection. 
It  is  not  intended  at  this  time  to  enter  into  a 
lengthy  discussion  of  the  merits  of  each  of 
these  schools  of  thought.  However,  it  would 
seem  pertinent  to  emphasize  several  points. 
In  the  first  place,  there  is  scant  evidence  to 
demonstrate  that  any  significant  number  of 
cases  of  reinfection  tuberculosis  develop  from 
the  implantation  of  bacilli  that  have  escaped 
from  calcific  foci  in  the  lung  or  in  the  lymph 
nodes.  Although  viable  bacilli  have  been 
demonstrated  in  such  foci,  histologic  examina- 
tion strongly  suggests  the  difficulty  of  escape 
of  bacilli  from  these  areas.  It  has  also  been 
shown  that  a softening  of  the  primary  focus 
may  take  place  with  actual  progression  of  the 
disease  from  this  region;  but  again  it  must  be 
pointed  out  that  such  occurrences  are  ad- 
mittedly rare.  On  the  other  hand,  the  pres- 
ence of  a tuberculin-positive  nurse  in  an  en- 
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vironment  that  has  been  proved  capable  of 
causing  primary  infection  in  almost  all  nega- 
tive reactors  must  of  necessity  expose  her  to 
the  same  dose  of  bacilli  that  have  been  proved 
capable  of  causing  primary  infections.  If 
reinfection  tuberculosis  is  caused  by  the  im- 
plantation of  bacilli  in  previously  sensitized 
tissue,  why  is  it  necessary  to  invoke  the  prob- 
lematic escape  of  bacilli  from  primary  or  old 
fibrotic  foci  when  we  have  ample  evidence  of 
the  same  organisms  entering  the  respiratory 
system  from  without?  The  weight  of  evi- 
dence would  certainly  seem  to  favor  the  school 
of  thought  that  considers  most  cases  of  rein- 
fection pulmonary  tuberculosis  as  being 
caused  by  the  aerogenous,  exogenous  im- 
plantation of  bacilli. 

Material  for  Study 

The  Kings  County  Hospital  is  a general 
hospital  with  a bed  capacity  of  about  3,000. 
The  institution  cares  for  all  types  of  cases  ex- 
cept the  communicable  diseases,  such  as 
diphtheria  and  scarlet  fever.  A special 
tuberculosis  service  accommodates  approxi- 
mately 200  patients.  However,  patients  with 
pulmonary  tuberculosis  are  also  admitted  to 
the  medical  wards  from  which  they  are  trans- 
ferred to  the  tuberculosis  service  when  va- 
cancies occur.  During  recent  months  the 
census  of  patients  with  pulmonary  tuberculosis 
on  the  general  medical  wards  has  varied  from 
80  to  120. 

The  Kings  County  Hospital  conducts  a 
training  school  for  nurses.  The  applicants 
are  given  a complete  physical  examination  in- 
cluding x-ray  of  the  chest  before  admission. 
Mantoux  testing  is  done  at  the  time  of  ad- 
mission; negative  reactors  are  retested  at 
regular  intervals.  No  applicant  with  evi- 
dence of  a pulmonary  lesion  is  admitted  to 
the  school,  although  the  finding  of  small 
fibrotic  strands  has  not  in  the  past  necessarily 
caused  the  rejection  of  the  applicant.  The 
course  in  training  includes  one  month  on  the 
tuberculosis  wards.  Since  June,  1938,  this 
has  been  omitted  in  an  attempt  to  decrease 
the  number  of  cases  of  tuberculosis  among  the 
student  nurses.  Student  nurses  have  had 
x-ray  examinations  of  the  chest  at  six-month 
intervals;  since  February,  1938,  the  interval 
has  been  reduced  to  four  months. 

Approximately  950  graduate  nurses  are 
employed  at  the  hospital.  The  nurses  have  a 
complete  physical  examination  and  an  x-ray 
of  the  chest  before  admission.  X-ray  of  the 
chest  is  repeated  at  yearly  intervals  except 
in  those  cases  where  a suspicion  of  illness 


necessitates  more  frequent  examination. 
Nurses  assigned  to  the  tuberculosis  division 
are  required  to  have  an  x-ray  of  the  chest  at 
intervals  of  three  months. 

The  following  table  indicates  the  number  of 
students  in  each  entering  class  from  Septem- 
ber, 1935,  until  September,  1938,  and  shows 
the  number  of  cases  of  pulmonary  tuberculosis 
that  have  developed  in  each  group. 


Entering  Class 

Number  of 
Students 

Number  of 
Cases  of 
Tuberculosis 

September,  1935 

29  ' 

5 

February,  1936 

23 

1 

September,  1936 
February,  1937 

46 

3 

45 

8 

September,  1937 

57 

2 

February,  1938 

43 

0 

September,  1938 

77 

1 

320 

20 

This  table  indicates  that  6.25  per  cent  of 
the  student  nurses  showed  evidence  of  clinical 
pulmonary  tuberculosis  during  a four-year 
observation  period,  with  an  average  observa- 
tion period  of  two  years.  This  figure  is  al- 
most identical  with  that  reported  by  Ross6  of 
a 6 per  cent  occurrence  among  800  nurses  in 
training  in  Manitoba  during  a four-year 
period. 

A critical  analysis  of  these  figures  justifies 
the  statement  that  it  is  unfair  to  compare 
them  as  they  stand  with  statistics  gathered 
from  the  general  population.  The  reason 
for  this  point  of  view  is  obvious.  It  has  been 
repeatedly  observed  that  the  cases  of  pul- 
monary tuberculosis  reported  to  the  health 
authorities  are  predominantly  of  the  moder- 
ately and  far-advanced  groups.  Minimal 
cases  of  tuberculosis  in  larger  numbers  are 
usually  disclosed  only  by  systematic  case- 
finding projects.  Among  the  20  cases  of 
pulmonary  tuberculosis  in  the  student  nurse 
group,  many  had  lesions  so  minimal  and  symp- 
toms so  scant  that  the  diagnosis  may  well 
have  escaped  detection  had  these  young  wo- 
men been  members  of  the  general  population 
rather  than  a group  under  thorough  and  fre- 
quent observation.  Some  cases  could  un- 
doubtedly have  gone  through  the  phase  of 
activity  and  healing  while  the  individuals 
continued  their  usual  duties.  That  such 
events  do  take  place  in  the  general  popula- 
tion is  well  recognized.  On  the  other  hand, 
it  would  also  seem  logical  to  assume  that  some 
of  the  minimal  and  relatively  asymptomatic 
cases  might  have  developed  into  advanced 
cases  if  the  progress  of  the  disease  had  not 
been  checked  during  the  early  stages. 

In  order  to  arrive  at  figures  that  can  be 
more  easily  compared  with  those  compiled 
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from  the  general  population,  it  would  seem 
of  interest  to  disregard  for  the  moment  all 
cases  among  the  student  nurses  except  those 
whose  disease  was  so  advanced  that  detection 
under  all  circumstances  would  have  been  un- 
avoidable. This  would  also  exclude  from 
consideration  any  minimal  cases  that  might 
have  developed  into  advanced  types  of  tuber- 
culosis. Of  the  20  cases,  3 had  cavities  re- 
quiring collapse  therapy  and  another  had 
bilateral  pleurisy  with  parenchymal  involve- 

Iment.  On  the  basis  of  these  cases  alone,  the 
development  rate  of  tuberculosis  is  in  excess 
of  that  found  in  a comparable  group  not  en- 
gaged in  an  occupation  with  a definite  and 
significant  exposure  to  tubercle  bacilli.  This 
observation  is  in  agreement  with  that  noted 
by  Jones6  and  others. 

Pulmonary  Tuberculosis  in  Graduate 
Nurses 

In  a group  of  graduate  nurses  there  were 
27  cases  of  clinical  tuberculosis  with  3 deaths 
during  the  four-year  period.  One  of  these 
nurses  had  an  antecedent  tuberculous  node 
in  the  neck  but  had  repeated  negative  chest 
films  prior  to  the  onset  of  her  pulmonary 
lesion. 

An  analysis  of  the  occupational  history  of 
the  graduate  nurses  who  contracted  tuber- 
culosis brings  to  light  the  important  fact  that 
of  the  27  cases,  20  or  74  per  cent  were  in  ac- 
tive contact  with  tuberculous  patients  on  the 
medical  or  tuberculosis  wards.  If  we  pause 
to  consider  that  only  233  of  the  950  graduate 
nurses  were  regularly  employed  on  the  medi- 
cal and  tuberculosis  services,  we  find  that 
24.5  per  cent  of  the  graduate  nursing  group 
contributed  74  per  cent  of  the  cases  of  clinical 
tuberculosis.  This  means  that  the  graduate 
nurse  who  works  on  wards  where  patients  with 
tuberculosis  are  cared  for  has  nine  times  as 
great  a chance  to  contract  the  disease  as  the 
graduate  nurse  employed  on  wards  where  only 
occasional  cases  of  tuberculosis  are  found. 

The  statistical  data  on  the  graduate  nurse 
group  have  been  compiled  with  as  much  ac- 
curacy as  possible.  However,  it  is  desirable 
to  make  one  modifying  comment.  Although 
it  is  a general  practice  to  maintain  graduate 
nurses  on  the  same  service  year  after  year,  a 
certain  amount  of  shifting  to  different  serv- 
ices must  of  necessity  take  place  for  adminis- 
trative purposes.  The  figure  mentioned 
above — that  24.5  per  cent  of  the  graduate 
nursing  group  contributed  74  per  cent  of  the 
cases  of  clinical  tuberculosis — must  therefore 
be  considered  as  having  a certain  incalculable 


degree  of  error.  However,  I feel  that  the 
inherent  degree  of  error  in  the  figures  is  not 
of  sufficient  degree  to  offset  the  definite  statis- 
tical implication  which  the  figures  carry. 

The  statistical  data  given  above  are  of  im- 
portance in  consideration  of  the  pathogenesis 
of  reinfection  tuberculosis.  If  such  forms  of 
tuberculosis  were  due  to  endogenous  reinfec- 
tion, one  would  expect  the  development  rate 
of  the  disease  to  be  the  same  in  nurses,  regard- 
less of  the  services  on  which  they  were  em- 
ployed. Certainly  the  nurses  on  surgical  or 
obstetric  wards  work  just  as  hard  as  those  on 
medical  or  tuberculosis  services.  And  still 
the  statistics  leave  no  doubt  that  the  actual 
exposure  to  exogenous  infection  is  the  all- 
important  factor  that  accounts  for  the  inci- 
dence rate  of  clinical  tuberculosis. 

Time  Interval  Between  Admission  to  the 
Nursing  School  and  Development  of 
Tuberculosis 

In  each  case  of  a student  nurse  who  de- 
veloped clinical  tuberculous  disease,  the  time 
interval  for  the  development  of  the  disease 
has  been  calculated.  It  seems  hardly  neces- 
sary to  detail  the  figures  for  each  case.  The 
shortest  period  of  time  between  admission 
to  the  nursing  school  and  the  discovery  of 
clinical  tuberculous  disease  was  seven  months; 
the  longest  period  was  thirty-one  months. 
The  average  period  of  time  in  all  20  cases  was 
nineteen  and  one-tenth  months. 

Time  Interval  Between  Negative  and 
Positive  X-Rays 

In  the  group  of  student  nurses  who  showed 
evidence  of  tuberculous  disease  with  positive 
x-ray  findings,  the  interval  between  the  last 
negative  plate  and  the  first  positive  plate  has 
been  computed.  The  reason  for  making  this 
calculation  is  in  order  to  obtain  data  on  the 
time  interval  required  to  show  the  develop- 
ment of  definite  tuberculous  disease  on  the  x- 
ray  film.  It  is  obvious  that  the  calculated 
interval  is  a great  deal  longer  than  the  actual 
time  needed  for  such  changes.  However, 
it  suffices  to  indicate  the  maximum  time  that 
should  be  permitted  to  elapse  between  routine 
x-ray  films  in  order  to  discover  the  disease  at 
the  earliest  possible  time. 

The  longest  recorded  interval  was  twelve 
months  between  a negative  and  positive  plate, 
although  it  must  have  been  an  error  of  omis- 
sion that  another  interval  routine  plate  had 
not  been  taken  since  an  attempt  was  made  to 
take  plates  at  intervals  of  six  months.  The 
average  time  in  all  cases  between  the  last 
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negative  and  the  first  positive  film  was  five 
months.  The  most  striking  disclosure  was 
that  the  shortest  interval  was  fourteen  days. 
From  these  figures  one  can  draw  only  a single 
conclusion:  that  the  arbitrarily  accepted 

figure  of  six  months  for  routine  x-ray  studies 
of  nurses  exposed  to  tuberculous  infections  is 
too  long.  A three-month  period  would  seem 
more  desirable  and  would  certainly  seem  to 
justify  the  additional  expense  and  trouble  in- 
volved. 

It  would  also  seem  worthy  of  mention  that 
one  of  the  patients  with  caseous  pneumonic 
disease  requiring  pneumothorax  therapy  had 
a negative  x-ray  only  three  months  before 
clinical  evidence  of  the  disease  was  discovered. 
It  would  seem  that  the  pathologic  character 
and  extent  of  tuberculous  disease  is  dependent 
in  a large  measure  upon  the  intensity  and 
frequency  of  exposure.  This  would  serve  as 
an  additional  reason  for  the  taking  of  x-rays 
of  nurses  exposed  to  the  disease  at  more  fre- 
quent intervals. 

The  Degree  of  Immunity  Conferred  by  a 
Positive  Tuberculin  Reaction 

Many  workers  in  the  field  of  tuberculosis 
have  felt  that  a positive  tuberculin  reaction 
confers  a relative  immunity  against  exogenous 
reinfection.  Heimbeck  in  Norway  has  used 
bacillus  Calmette  Gu6rin  to  vaccinate  the 
tuberculin-negative  nurses  in  order  to  confer  a 
degree  of  immunity.  Of  the  student  nurses 
who  were  studied  in  the  present  survey,  47 
per  cent  were  tuberculin-negative,  and  53  per 
cent  were  positive  on  admission.  This  figure 
agrees  fairly  closely  with  that  of  Heimbeck  in 
Oslo,  who  found  that  48  per  cent  were  posi- 
tive on  admission,  and  also  with  that  of 
Badger  and  Spink9  of  the  Boston  City  Hos- 
pital, who  reported  57.1  per  cent  positive 
on  admission. 

In  the  present  series  of  student  nurses 
only  26  per  cent  of  the  clinical  cases  of  tuber- 
culosis came  from  the  tuberculin-positive 
group,  and  74  per  cent  from  the  tuberculin- 
negative group.  This  makes  the  chances  of 
a student  nurse  with  a negative  tuberculin 
test  on  admission  contracting  tuberculosis 
three  times  as  great  as  that  of  a tuberculin- 
positive student.  This  ratio  is  considerably 
lower  than  that  of  Heimbeck,  who  found  a rel- 
ative proportion  of  about  8 to  1 in  the  tuber- 
culin-negative as  opposed  to  the  tuberculin- 
positive group. 

The  statistical  figures  from  the  present 
study  require  a word  of  comment.  Many  of 
the  nurses  were  tested  only  with  1 to  1,000 


O.T.  At  a later  date  those  reacting  negatively 
with  1 to  1,000  were  retested  with  1 to  100; 
subsequently  P.P.D.  was  employed.  Hence, 
it  is  possible  that  the  disparity  in  this  series 
between  the  ratios  of  infection  in  the  tuber- 
culin-negative and  the  tuberculin-positive  is 
not  as  great  as  would  appear  from  the  cal- 
culated figures.  It  would  seem  likely  that 
some  of  the  nurses  who  did  not  react  to  the 

I to  1,000  O.T.  might  have  reacted  positively 
to  a stronger  dilution  at  the  time  of  the  first 
testing. 

Influence  of  Early  Background  on 
Development  of  Tuberculosis  in 
Student  Nurses 

Inquiry  was  made  regarding  the  place  of 
birth  and  locale  in  which  the  student  nurses 
lived  before  coming  to  the  hospital.  An 
arbitrary  line  was  drawn  between  towns  above 
10,000  in  population  and  those  with  a smaller 
population.  Of  the  20  students  who  showed 
clinical  evidence  of  tuberculosis,  9 came  from 
towns  with  a population  under  10,000  and 

II  came  from  towns  with  a population  over 
10,000.  Among  the  entire  student  body 
studied,  about  one-third  came  from  com- 
munities with  a population  under  10,000. 

I do  not  believe  that  this  single  series  is 
large  enough  to  base  any  conclusions  on  the 
relative  rate  of  development  of  pulmonary 
tuberculosis  in  student  nurses  coming  from 
small  towns  or  rural  communities  in  contrast 
with  those  who  have  grown  up  in  more 
crowded  localities.  However,  the  use  of  these 
figures  in  conjunction  with  those  gathered  by 
other  investigators  may  be  of  value  in  future 
studies. 

Family  History  of  Tuberculosis 

Only  1 case  among  the  student  nurses  had  a 
family  history  of  tuberculosis.  However,  it 
was  found  that  the  contact  was  slight.  This 
patient  also  had  two  negative  x-ray  plates 
before  the  positive  plate  that  showed  evidence 
of  disease.  It  would  thus  appear  that  a 
family  history  of  tuberculosis  played  no  role 
in  the  development  of  tuberculosis  among  the 
student  nurses  studied  in  this  survey. 

A General  Critique  of  Tuberculosis 
Statistics  in  Nursing  Groups 

A note  of  caution  must  be  introduced  in  the 
evaluation  of  tuberculosis  statistics  in  a se- 
lected group  such  as  nurses.  Let  us  assume  that 
a case-finding  project  is  carried  out  in  a nurs- 
ing group  and  that  a similar  project  is  simul- 
taneously concluded  in  a comparable  age  and 
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sex  group  in  the  general  population.  Let  us 
further  assume  that  the  statistical  data  thus 
gathered  would  show  exactly  the  same  per- 
centage of  cases  of  tuberculosis  in  both  groups. 
Does  that  mean  that  the  risk  of  contracting 
tuberculosis  is  the  same  in  both  groups? 
Decidedly  not.  In  the  first  place  the  nurses 
comprise  a carefully  selected  group  from  which 
all  cases  of  tuberculosis  had  been  previously 
excluded  by  thorough  examination.  Fur- 
thermore, the  student  nurses  should  theoreti- 
cally have  the  low  incidence  of  tuberculosis 
found  in  the  high-income  group  rather  than 
the  higher  incidence  of  the  average-income 
group.  It  is  well  recognized  that  tuberculosis 
is  less  prevalent  in  the  group  whose  income 
permits  individual  bedrooms  and  adequate 

I diet.  Student  nurses  are  housed  in  individual 
rooms  and  receive  a diet  calculated  and  pre- 
pared under  the  supervision  of  trained  dieti- 

itians.  Although  their  surroundings  may 
not  have  the  elegance  of  the  homes  of  the 
wealthy  or  their  food  may  not  possess  Epi- 

Icurean  qualities,  it  would  seem  that  the  stu- 
dent nurses  are  cared  for  in  housing  and  nutri- 
■ tion  according  to  theoretic  standards  that 

I should  result  in  a minimal  incidence  of  tuber- 
culosis. These  nurses  are  almost  completely 
protected  from  familial  or  household  contacts 

I with  tuberculous  disease  which  account  for  so 
many  cases  in  the  general  population.  If,  in 
the  face  of  these  conditions,  the  student 
nurses  show  even  the  same  incidence  of  tuber- 
culosis that  is  found  in  a similar  age  and  sex 
group  in  the  general  population,  it  would  ap- 
pear logical  that  the  professional  activities 
are  causative  and  that  the  actual  incidence  of 
tuberculosis  is  distinctly  higher  than  the  theo- 
retic anticipated  rate  under  similar  condi- 
tions of  living  without  contact  with  tuber- 
culous patients. 

Similarly,  in  the  graduate  nursing  group 
statistical  data  require  fair  interpretation. 
In  the  first  place  we  must  realize  that  the 
graduate  nursing  group  is  the  result  of  nu- 
merous health  screenings.  As  a student  nurse 
she  was  denied  admission  to  the  school  of 
nursing  if  she  was  found  to  be  suffering  from 
tuberculosis.  During  her  student  days  she 
is  under  constant  medical  supervision.  If 
tuberculosis  develops,  it  is  likely  that  she 
will  not  complete  her  training  course.  Ac- 
ceptance as  a graduate  nurse  again  calls  for  a 
complete  physical  examination.  If  tuber- 
culosis is  found,  she  will  not  be  employed  by 
the  hospital.  It  would  thus  appear  that  the 
graduate  nurse  is  one  who  has  successfully 
passed  a series  of  health  screenings.  If  some 


people  have  greater  susceptibility  to  the  con- 
traction of  tuberculosis  than  others,  it  would 
seem  likely  that  graduate  nurses  fall  into  the 
more  resistant  group.  If,  in  face  of  these 
facts,  a case-finding  survey  in  the  graduate 
nurse  group  shows  an  incidence  of  tuberculous 
disease  equal  to  that  among  a similar  age 
and  sex  group  in  the  general  population  that 
has  not  been  subjected  to  rigorous  and  re- 
peated health  screenings,  one  would  be  justi- 
fied in  concluding  that  the  nursing  activities 
caused  a higher  than  expected  tuberculosis 
incidence. 

Methods  for  Decreasing  the  Incidence 
Rate  of  Pulmonary  Tuberculosis 
Among  Nurses 

If  the  exogenous  theory  of  reinfection  is  ac- 
cepted— and  I feel  strongly  that  the  available 
evidence  substantiates  this  theory — then  the 
logical  approach  to  minimizing  the  develop- 
ment of  tuberculosis  among  nurses  lies  in  the 
rigid  application  of  nursing  technic  designed 
to  prevent  access  of  the  tubercle  bacilli  to  the 
nurses.  This  is  by  no  means  a new  concept. 
The  introduction  of  such  measures  has  ap- 
parently led  to  a marked  reduction  in  the 
incidence  of  the  disease  at  the  Anker  Hospital 
in  St.  Paul,  as  reported  by  Geer.2  Soper  and 
Amberson8  reported  a communication  from 
Stiehm  to  the  effect  that  the  introduction  of 
strict  isolation  technic  at  the  Wisconsin 
General  Hospital  has  resulted,  during  the  past 
five  years,  in  the  absence  of  any  case  of  tuber- 
culosis among  the  pupil  nurses. 

It  is  quite  unnecessary  to  go  into  minute 
details  concerning  nursing  technic.  How- 
ever, a few  points  deserve  special  mention. 
All  patients  should  be  masked  during  examina- 
tion by  physicians.  This  is  not  only  for  the 
protection  of  the  physician  but  also  of  the 
nurse  who  is  in  attendance.  All  patients 
should  be  masked  while  the  nurse  is  giving 
them  baths  or  similar  close  attention. 

Nurses  should  wear  caps,  gowns,  and  masks 
while  in  close  contact  with  patients  as  in 
bathing  or  feeding  them.  These  protective 
articles  should  be  discarded  for  sterilization 
after  each  period  of  the  day  devoted  to  these 
specific  nursing  duties.  Frequent  scrubbing 
of  the  hands  is  of  great  importance. 

Hospital  regulations  must  pay  particular 
attention  to  the  technic  of  collecting  and  dis- 
posing of  sputum  cups.  The  sputum  cup 
that  is  permitted  to  become  full  is  a potent 
source  of  distributing  bacilli  over  bedside 
tables  and  bedcoverings.  The  noncoopera- 
tive patient  (only  too  frequently  found  in  the 
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large  wards  of  city  institutions)  must  be  iso- 
lated, preferably  in  a separate  room  or  a 
small  ward.  For  these  patients,  strict  isola- 
tion technic  should  be  enforced.  Constant 
observation  of  patients’  habits,  particularly 
coughing  without  covering  the  mouth,  is 
necessary  to  minimize  the  spread  of  bacilli. 

In  addition  to  points  in  nursing  technic  and 
hospital  administration  such  as  have  been 
mentioned  above,  the  following  recommenda- 
tions may  well  contribute  to  a decrease  in  the 
development  of  tuberculosis  among  nurses. 

1.  Nurses  on  active  tuberculosis  service 
should  not  be  permitted  to  spend  more  than 
four  hours  a day  on  the  wards.  The  re- 
mainder of  the  working  day  should  be  allotted 
to  duties  that  do  not  entail  contact  with 
tuberculous  patients. 

2.  Nurses  on  active  tuberculosis  service 
should  have  frequent  vacations. 

3.  These  nurses  should  have  routine  chest 
x-rays  at  intervals  not  exceeding  three  months. 

4.  As  far  as  possible,  tuberculosis  services 
should  be  divided  into  positive  and  negative 
wards;  the  nurses’  schedules  should  be  so 
adjusted  that  one  group  is  not  constantly  in 
attendance  on  the  positive  wards. 

Summary  and  Conclusions 

1.  A study  has  been  presented  of  pul- 
monary tuberculosis  developing  among  stu- 
dent nurses  and  graduate  nurses  in  a large 
general  hospital  with  an  average  census  of  ap- 
proximately 300  tuberculous  patients. 

2.  A somewhat  higher  occurrence  of  tuber- 


culosis was  found  among  student  nurses  that 
were  tuberculin-negative  on  admission  than  in 
the  tuberculin-positive  group. 

3.  A higher  incidence  of  tuberculosis  was 
found  in  student  nurses  coming  from  small 
towns  and  rural  areas  than  in  the  group  com- 
ing from  larger  towns. 

4.  Among  the  graduate  nurses,  it  was 
found  that  the  majority  of  the  cases  were  de- 
rived from  a minority  of  the  group  whose  duties 
brought  them  into  frequent  contact  with 
active  cases  of  tuberculosis. 

5.  This  study  lends  support  to  the  theory 
that  the  exogenous  route  of  infection  rather 
than  endogenous  infection  from  an  old  pri- 
mary complex  accounts  for  most  cases  of  clinical 
tuberculosis  in  nurses. 

6.  Recommendations  have  been  given 
for  reducing  the  occurrence  rate  of  tuber- 
culosis among  nurses. 
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“LEAVE  ’EM  WHERE  THEY  LIE” 

(Prepared  by  the  Fracture  Committee,  Texas 
State  Medical  Association;  sponsored  by  Texas 
State  Highway  Department  and  Texas  Public 
Safety  Commission.) 

Preamble 

Series  of  Instructions  on  First  Aid  Following 
Injuries  on  the  Highway — Leave  ’Em  Where 
They  Lie 

You,  Mr.  John  Public,  have,  through  the 
press  and  other  sources  of  general  information, 
been  told  many  things  and  been  taught  much 
about  public  health,  about  contagious  diseases 
and  their  prevention,  about  tuberculosis  and 
cancer. 

You  have  learned  much  in  the  prevention  of 
disease,  in  how  reasonably  to  take  care  of  your- 
self and  your  family  when  trouble  threatens  or 
arrives. 

You  have  been  taught  that  wounds  may  be- 
come infected  and  to  go  to  your  doctor  early; 
you  have  been  taught  that  a broken  bone  must 
be  set;  but  you  have  not  been  taught  what  to 
do  and  why  in  the  case  of  injury  and  emergency 


on  the  highways,  where  there  is  no  one  to  whom 
to  turn  and  you  only  have  your  own  knowledge 
and  ability  to  take  care  of  such  emergencies 
yourself. 

The  series  of  articles  on  the  subject  of  high- 
way accidents,  describing  each  one  in  turn  and 
telling  you  in  each  instance  what  and  what  not  to 
do,  is  being  published  for  your  information, 
only  to  help  you  help  yourself  or  someone  else — 
your  wife,  your  mother,  your  child,  your  neigh- 
bor— in  such  an  emergency  when  the  difference 
between  saving  life  or  limb  depends  upon  doing 
the  proper  thing  at  the  right  time.  A single  act, 
wisely  done,  is  better  than  a hundred  acts  hur- 
riedly done  without  reason. 

Why  are  you  told  to  “leave  ’em  lie?” 

Because  unless  you  have  been  taught  what  to 
do,  you  will  do  much  more  harm  than  good; 
because  excitement,  hurry,  improper  handling, 
which  often  complicates  matters  seriously,  and 
rushing  to  a hospital  or  doctor  increases  shock 
tremendously  and  costs  many  lives. 

Have  the  doctor  or  ambulance  come  to  you  and 
save  lives.  — Texas  State  J ournal  of  Medicine 
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CONFERENCES  ON  THERAPY 

"THESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of 
the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical 
College  and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  insti- 
tutions. The  questions  and  discussions  involve  participation  by  members  of  the  staff  of 
the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear  in  the  Sep- 
tember 1 issue  and  will  concern  “General  Management  of  a Seriously  111  Patient.” 

The  Use  of  Human  Convalescent  Serum 


Dr.  Eugene  F.  DuBois:  This  conference 
will  deal  chiefly  with  the  use  of  human  con- 
valescent serum,  and  we  are  fortunate  in  hav- 
ing with  us  Dr.  William  Thalhimer,  director 
of  the  Manhattan  Convalescent  Serum  Labo- 
ratory. Dr.  Thalhimer,  will  you  lead  off? 

Dr.  William  Thalhimer:  In  the  brief 
period  allotted  to  me,  one  can  only  hope  to 
introduce  this  large  subject  and  trust  to  the 
discussion  to  bring  out  some  of  the  details. 

It  might  be  well  to  begin  by  stating  some 
general  rules  for  the  use  of  therapeutic  serums 
in  all  infectious  diseases.  These  rules  have 
grown  out  of  the  combined  experience  of  many. 

Any  therapeutic  serum  should  be  given  in 
a sufficiently  large  dose  at  one  time  as  early 
as  possible  in  the  disease.  If  this  is  done,  not 
infrequently  further  injections  are  unneces- 
sary. In  the  case  of  critically  ill  patients, 
the  intravenous  administration  of  serum  is 
the  method  of  choice.  By  that  method  of 
administration  the  serum  is  immediately  dis- 
tributed throughout  the  body,  and  the  thera- 
peutic effects  come  on  without  the  delay  due 
to  absorption.  It  is  probably  not  generally 
known  that  it  requires  from  sixteen  to  eighteen 
hours  for  maximum  absorption  of  a serum 
after  intramuscular  injection  and  that  the 
titer  of  the  serum  in  the  circulating  blood  at 
the  end  of  that  time  is  only  half  as  high  as 
after  a similar  dose  of  serum  injected  intra- 
venously. Also,  after  the  intravenous  in- 
jection the  titer  is  at  its  maximum  immedi- 
ately instead  of  sixteen  or  eighteen  hours 
later.  Obviously,  the  intravenous  route  of 
injecting  animal  therapeutic  serums  is  not  used 
oftener  because  there  is  a definite  risk  of 
severe  reactions,  even  of  anaphylactic  shock. 

Serum  is  rapidly  absorbed  after  intraperi- 
toneal  injection.  This  is  a safe  route  for  ad- 
ministering serum.  This  method  should  be 
the  one  of  second  choice  in  treating  severely 
ill  patients  but,  strangely,  these  facts  are  not 
generally  realized.  Platou  in  1923,  working 


at  the  Willard  Parker  Hospital,  demonstrated 
that  diphtheria  antitoxin  is  extremely  rapidly 
absorbed  after  intraperitoneal  injection  and 
that  a high  titer  of  the  antitoxin  is  present 
in  the  circulating  blood  within  an  hour  or 
two;  Banks,  in  England,  found  the  same  to  be 
true  of  scarlet  fever  antitoxin.  Banks  also 
found  that  the  systemic  reaction  is  not  any 
more  severe  after  intraperitoneal  injection  of 
scarlet  fever  antitoxin  than  after  the  intra- 
muscular injection,  and  much  less  than  after 
the  intravenous  injection.  Banks  uses  the 
intraperitoneal  route  routinely  for  scarlet 
fever  antitoxin  in  the  treatment  of  those  pa- 
tients sufficiently  ill  to  require  antitoxin  treat- 
ment. One  of  the  possible  reasons  for  the 
fact  that  this  method  of  administration  is  not 
more  generally  used  is  the  belief  that  there  is 
risk  of  injuring  the  intestines  or  of  causing 
peritonitis.  But  it  seems  to  me  that  there  is 
sufficient  experience  from  the  practice  of 
peritoneal  puncture  for  diagnostic  purposes 
and  also  from  the  work  of  Banks  and  others 
to  indicate  that  this  method  of  administration 
should  be  considered  more  seriously  than  it 
usually  is. 

The  opinion  is  quite  general  that  serum  in- 
jected intramuscularly  stays  in  the  circulation 
longer  than  when  injected  intravenously. 
However,  the  number  of  antibodies  in  the 
circulation  decreases  from  its  peak  just  as 
rapidly  after  the  intramuscular  injection  as 
after  the  intravenous  injection.  In  cases  in 
which  one  cannot  administer  a serum  intra- 
venously with  safety,  one  can  maintain  a high 
titer  of  antitoxin  in  the  blood  by  repeated 
intramuscular  injections. 

The  ideal  therapeutic  serum,  I think,  can 
be  described  briefly  as  one  that  has  high 
therapeutic  potency,  that  is  concentrated  to 
small  volume,  and  that  is  safe  for  intravenous 
injection.  Unfortunately,  this  ideal  has  not 
yet  been  reached  with  animal  serums,  although 
there  can  be  no  question  about  the  fact  that 
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many  of  the  serums  are  now  safer  than  they 
used  to  be  because  of  the  improved  methods 
of  refining. 

Before  injecting  animal  serums  intrave- 
nously one  should  test  the  patient  for  sen- 
sitivity, and  the  test  should  be  made  with 
normal  serum  of  the  same  animal  species  and 
not  with  the  therapeutic  serum. 

There  are  several  efficient  human  serums 
that  can  be  administered  intravenously  with 
safety,  in  large  amounts,  and  repeatedly. 

In  recent  years  I have  been  interested  in 
human  therapeutic  and  prophylactic  serums, 
particularly  measles  and  scarlet  fever  con- 
valescent serums.  I may  relate  briefly  some  of 
the  results  that  we  have  obtained  and  which 
have  been  reported  to  us  by  many  physicians 
who  have  used  these  serums.  These  serums 
can  be  injected  intravenously  with  safety, 
because  one  is  not  introducing  foreign  pro- 
tein. It  is  introducing  human  proteins  into 
humans.  One  must  immediately  state,  how- 
ever, that  the  serums  have  to  be  carefully 
prepared,  otherwise  reactions  would  result 
such  as  occur  in  from  3 to  10  per  cent  of  com- 
patible blood  transfusions.  In  1 or  even  2 
per  cent  of  the  cases  a febrile,  or  possibly  a 
chill,  reaction  takes  place  after  the  intra- 
venous injection  even  of  properly  prepared 
human  serum,  but  the  incidence  of  these  is 
much  smaller  than  that  of  reactions  following 
compatible  blood  transfusions,  and  they  are 
not  more  frequent  than  reactions  after  the 
intravenous  injection  of  saline  or  glucose 
solutions. 

The  question  always  comes  up  as  to 
whether  the  incompatible  isoagglutinins  that 
are  present  in  pooled  serum  might  not  be  dan- 
gerous to  inj  ect  intravenously.  Categorically, 
one  can  say  no. 

The  rules  that  apply  to  the  intravenous 
injections  of  incompatible  cells  do  not  apply 
to  incompatible  agglutinins.  Of  course,  it 
is  most  dangerous  to  inject  incompatible  cells 
intravenously.  However,  upon  the  basis  of 
a large  experience  of  many  people  and  also  of 
some  investigations  of  our  own,  we  can  say 
that  in  pooled  serum  that  has  been  prepared 
from  blood  obtained  from  individuals  be- 
longing to  the  various  blood  groups  the  titer 
of  agglutinins  is  likely  to  be  relatively  low. 
This  is  so  because  there  is  dissolved  agglu- 
tinogen in  serum  and  some  of  the  agglutinin 
is  absorbed  by  it  in  pooling;  also,  the  serum 
is  immediately  diluted  in  the  entire  circulating 
blood  of  the  individual  who  receives  it.  Fur- 
thermore, the  results  of  some  investigations 
that  we  have  carried  out  with  the  aid  of  Dr. 


Klein  and  others  at  the  Willard  Parker  Hos- 
pital and  elsewhere  show  that  incompatible 
agglutinins,  injected  intravenously,  disap- 
pear immediately  from  the  circulating  blood. 
We  used  children  with  scarlet  fever.  We  in- 
jected serums  containing  incompatible  ag- 
glutinins. We  secured  a sample  of  blood  from 
the  patient  immediately  before  the  injection 
and  another  from  the  other  arm,  using  a 
different  sterile  syringe,  immediately  after 
the  injection.  We  never  found  any  agglu- 
tination of  the  patient’s  cells  because  of  the 
injected  incompatible  agglutinins.  What  is 
more,  we  failed  to  find  these  incompatible 
agglutinins,  although  only  two  or  three  min- 
utes had  elapsed  since  their  injection.  They 
had  disappeared. 

We  carried  out  the  same  type  of  experiment 
in  test  tubes  in  which  we  made  similar  dilu- 
tions in  heparinized  blood.  We  found  that 
one  can  detect  agglutination  of  cells  when 
the  serum  containing  incompatible  agglu- 
tinins is  diluted  as  high  as  1:160.  We  were 
also  able  to  detect  some  unabsorbed  agglu- 
tinins. 

The  incompatible  pooled  human  serum  has 
been  so  administered  as  to  result  in  a dilution 
in  the  patient’s  circulating  plasma,  at  times, 
of  not  more  than  1:14  and  still  all  of  the 
agglutins  disappeared  immediately.  Since 
one  does  not  find  the  free  agglutinins  in  the 
circulating  blood,  we  were  led  to  believe  that 
the  absence  of  reactions  is  not  due  only  to  the 
dilution  of  the  incompatible  agglutinins.  The 
agglutinins  are  not  absorbed  only  by  the 
cells  circulating  in  the  patient’s  blood.  It 
must  be  that  the  final  removal  of  the  agglu- 
tinins is  accomplished  by  fixed  tissue  cells. 
We  know  that  fixed  tissue  cells  have  specific 
agglutinogens  and  will  absorb  agglutinins. 

We  have  also  injected  into  patients  serum 
with  incompatible  agglutinins,  concentrated 
to  one-third  of  its  volume.  In  these  individu- 
als the  amount  was  the  equivalent  of  300  to 
400  cc.  of  isotonic  pooled  serum  for  adults 
weighing  about  150  pounds.  No  reactions 
resulted;  the  agglutinins  disappeared  com- 
pletely. 

As  you  all  probably  know,  the  British  are 
making  extensive  use  of  isotonic  plasma  or 
serum  by  intravenous  injection  in  the  treat- 
ment of  patients  in  shock.  They  almost  al- 
ways inject  from  1,000  to  2,000  cc.  They 
have  reported  no  reactions,  although  the 
pooled  serum  has  undoubtedly  contained 
agglutinins  incompatible  for  some  patients. 

Briefly,  scarlet  fever  and  measles  convales- 
cent serum  is  prepared  by  drawing  blood  from 
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patients  during  convalescence  from  these 
diseases,  at  intervals  of  from  two  or  three 
weeks  and  for  a period  of  four  months  after 
the  onset  of  the  illness.  The  serum  which  re- 
sults is  processed  with  sterile  technic  and  is 
proved  to  be  sterile  at  every  stage.  Only  those 
with  a negative  Kahn  and  Wassermann  are 
used.  They  are  finally  pooled,  thirty  or  forty 
in  a pool.  Merthiolate  is  added  to  the  dilution 
of  1 to  10,000,  and  the  final  preparation  after 
filtration  through  a Berkefeld  is  placed  in 
vials,  and  the  proper  number  of  vials  as  re- 
quired by  the  United  States  Public  Health 
Service  are  tested  for  sterility.  The  sterility 
test  is  held  for  seven  days.  Also,  some  serum 
is  injected  into  mice  and  guinea  pigs  for  ani- 
mal toxicity  tests.  Only  after  sterility  and 
toxicity  tests  have  proved  negative  is  the 
serum  finally  released  for  use. 

We  have  available  two  specific  serums  for 
scarlet  fever.  Their  therapeutic  and  prophy- 
lactic value  is  established.  One  is  human  con- 
valescent serum  and  the  other  is  antitoxin 
(animal).  About  10  or  15  per  cent  of  the 
children  exposed  to  scarlet  fever  will  con- 
tract this  disease.  Our  records  indicate  that 
when  children  receive  20  cc.  of  convalescent 
fever  serum  intramuscularly  only  1 or  2 per 
cent  will  develop  scarlet  fever,  and  those  that 
do  develop  the  disease  have,  in  our  experience, 
developed  it  in  a mild  form;  in  some  it  is 
even  incomplete,  with  sore  throat  and  cer- 
vical adenitis  but  without  a rash  or  other 
signs.  Therefore,  one  can  say  that  about  80 
or  85  per  cent  of  the  children  whom  one  ex- 
pects to  develop  scarlet  fever  escape  it  when 
they  receive  convalescent  serum  prophylac- 
tically.  So  much  for  prophylaxis. 

The  curative  results  with  the  intravenous  in- 
jection of  convalescent  human  serum  are 
quite  dramatic.  The  following  dose  should 
be  used  in  children  who  are  acutely  ill  with 
scarlet  fever — namely,  those  with  high  tem- 
peratures, with  rash  and  marked  toxicity — in 
the  very  early  stages  of  this  disease,  up  to 
about  thirty-six  hours  after  onset:  20  cc. 
intravenously  for  children  up  to  the  age  of 
5;  40  cc.  for  those  from  5 to  10;  60  cc.  for 
those  from  10  to  15;  and  80  to  100  cc.  for 
large  adolescents  or  adults. 

In  from  75  to  80  per  cent  of  those  treated, 
the  disease  is  aborted.  In  from  twelve  to 
eighteen  hours  one  frequently  sees  an  ex- 
tremely ill  and  toxic  child  transformed  into 
a convalescent  one.  Within  this  period  the 
temperature  falls  by  an  average  of  3 to  4 
degrees;  often  the  rash  begins  to  disappear 
and  the  marked  toxicity  subsides.  Some- 


times there  is  a slight  rise  of  temperature  dur- 
ing the  second  twenty-four  hours,  after  which 
it  usually  returns  to  normal  and  stays  there. 
If  treatment  is  delayed  for  three  or  four  days 
after  the  onset  of  the  illness  or  if,  even  in  the 
early  stages,  complications  have  already  ap- 
peared, then  the  results  are  not  so  rapid  and 
not  so  dramatic,  but  they  are  still  worthwhile. 
Under  these  circumstances  several  injections 
of  serum  might  have  to  be  given,  whereas  in 
the  children  treated  early,  as  just  described, 
usually  one  injection  is  sufficient.  The  per- 
centage of  complications  in  the  treated  cases 
is  reduced  to  one-third  of  that  expected,  and 
complications  are  usually  much  less  severe. 
After  intramuscular  injection  the  action  is  not 
quite  so  rapid  and  the  serum  is  not  so  effective. 
Similar  results  can  be  obtained  with  the  use 
of  scarlet  fever  antitoxin.  I have  had  no 
personal  experience  with  it,  but  my  belief  is, 
from  reports  which  have  come  to  me,  that  the 
results  are  obtained  somewhat  more  slowly 
since  th:s  material  is  administered  intra- 
muscularly. I know  of  no  reports  of  anti- 
toxin being  administered  intravenously. 

We  may  now  pass  on  rapidly  to  measles 
convalescent  serum.  Its  use  is  confined  al- 
most entirely  to  prophylaxis.  With  this  serum 
administered  intramuscularly  not  later 
than  the  seventh  day  after  exposure  to 
measles,  49  per  cent  of  the  children  escape 
measles.  Only  0.7  per  cent  develop  the  usual 
form  of  the  disease,  and  the  rest  develop  a 
modified  form  of  measles  which  is  often  so 
slight  that  it  is  difficult  to  make  the  diagnosis 
unless  one  is  familiar  with  the  modified  dis- 
ease. Modified  measles  is  somewhat  differ- 
ent in  appearance  from  mild  unmodified 
measles.  Dr.  Stimson  can  tell  you  more 
about  that.  In  our  experience,  therefore, 
99.3  per  cent  of  the  children  who  receive  a 
proper  dose  of  measles  convalescent  serum 
not  later  than  the  seventh  day  after  their  ex- 
posure will  either  not  develop  measles  at  all 
or  will  develop  modified  measles.  Modified 
measles  is  a much  milder  disease.  In  over- 
simplifying that,  one  may  consider  it  a one- 
day  mild,  febrile  disease  rather  than  the  usual 
three-  or  four-day  disease.  Modified  measles 
confers  a considerable  degree  of  permanent 
active  immunity  to  measles.  However,  from 
the  few  instances  that  we  happen  to  know 
about,  I think  we  can  state — and  this  might 
have  to  be  corrected  by  later  experience — 
that  a child  who  develops  a barely  detectable 
modified  measles  cannot  be  considered  com- 
pletely resistant  to  measles  on  subsequent  ex- 
posures. Dr.  Stimson  might  tell  of  1 case  of 
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his  in  which  a little  child  developed  a mild 
measles  after  convalescent  serum;  the  fol- 
lowing year  the  child  again  developed  measles, 
and  this  time  it  was  also  a modified  measles. 
It  would  appear  that  if  the  modified  measles 
is  not  too  much  modified,  that  if  it  remains 
severe  enough  so  that  an  appreciable  rash  de- 
velops, then  the  child  can  be  considered  quite 
resistant  to  measles  at  subsequent  exposures. 

It  is  generally  assumed  that,  by  the  time  the 
rash  appears,  the  child  with  measles  has  already 
been  infectious  for  four  days.  At  this  time  the 
child  in  contact  with  the  patient  in  its  home 
may  be  considered  to  have  been  exposed  for 
four  days.  This  bears  on  dosage.  When  we 
have  calls  for  serum  under  these  circumstances 
we  advise  the  dosage  on  the  basis  of  four  days’ 
exposure.  We  are  not  very  certain  of  the  dos- 
age necessary  in  the  various  age  groups  and 
kinds  of  exposure.  We  have  been  investi- 
gating this  for  three  years  and  we  are  still  at 
it.  We  hope  to  have  enough  results  to  pub- 
lish by  the  end  of  this  year.  We  know  the 
dosages  necessary  for  protecting  children  who 
have  been  exposed  to  another  child  with  mea- 
sles in  their  own  home  in  the  tenement  house 
type  of  residence.  There  you  have  the  severest 
test,  I believe,  of  the  prophylactic  efficacy  of 
serum.  The  dosage  is  larger  than  we  thought 
previously.  At  present  we  are  recommending 
that  no  infant,  even  up  to  the  age  of  1 year, 
shall  receive  less  than  5 cc.  of  serum  intra- 
muscularly. From  1 year  on  up  to  10,  they 
should  receive  10  cc.,  and  children  over  10 
should  receive  15  or  20  cc. 

The  fact  that  one  cannot  secure  100  per  cent 
protection  with  any  material  that  I know  of 
is  of  especial  importance  for  institutions, 
hospitals  for  sick  children,  and  orphan  asy- 
lums. There  will  always  be  some  secondary 
cases  of  modified  measles.  From  a public 
health  point  of  view,  the  fact  that  the  ex- 
posed child  may  develop  a mild  measles,  with 
partial  permanent  resistance  to  measles  after 
the  serum,  is  fortunate.  Even  in  institutions 
the  modified  measles  is  better  than  complete 
protection,  because  if  it  is  complete  there 
will  come  the  time,  beginning  about  ten  days 
after  immunization,  when  the  child  is  again 
susceptible.  In  private  practice  we  recom- 
mend the  effort  to  immunize  completely 
against  measles  in  all  children  up  to  the  age 
of  1,  because  in  that  age  group  the  mortality 
from  measles  is  highest  due  to  complications, 
particularly  pneumonia.  It  is  probably  not 
generally  realized  that  the  mortality  rate  of 
measles  and  its  complications  in  individuals 
up  to  1 year  is  8 per  cent  and  that  the  group 


mortality  rate  for  children  up  to  the  age  of 
3 is  probably  4 or  5 per  cent. 

Can  anything  be  accomplished  therapeu- 
tically once  the  signs  of  measles  have  begun 
to  manifest  themselves?  There  are  two  phases 
in  the  period  of  active  measles:  one  is  the 
Koplik  spot,  pre-eruptive  stage;  the  other, 
the  eruptive  stage  and  that  which  follows. 
Work  carried  out  by  Drs.  Kohn,  Klein,  and 
Schwarz  at  the  Willard  Parker  Hospital  on  a 
group  of  about  30  children  who  were  given 
large  intravenous  doses  of  convalescent  mea- 
sles serum,  40  to  50  cc.  in  the  Koplik  spot, 
pre-eruptive  stage,  showed  that  in  85  per  cent 
of  these  children  the  disease  was  influenced  by 
the  serum  and,  instead  of  its  developing  into 
the  full-blown  unmodified  disease,  it  developed 
into  one-day  mild  measles.  This  method  is 
not  recommended  for  general  application  but 
in  special  cases,  such  as  a child  ill  with  pneu- 
monia or  poliomyelitis,  or  one  who  has  re- 
cently recovered  from  diphtheria.  So  far  as 
we  can  make  out,  although  many  studies  in  the 
literature  report  to  the  contrary,  once  the 
rash  has  developed,  measles  convalescent 
serum  is  not  able  to  influence  favorably  the 
course  of  the  disease. 

In  children  from  3 to  5 years  of  age  and 
older  who  are  healthy  and  whose  home  con- 
ditions are  good  we  believe  we  are  doing  the 
best  by  the  child  and  by  the  community 
by  attempting  merely  to  modify  the  disease 
and  confer  active  immunity  in  the  child  rather 
than  attempt  to  protect  it  completely. 

Dr.  DuBois:  We  will  now  ask  Dr.  Stim- 
son  to  continue  the  discussion. 

Dr.  Philip  M.  Stimson:  Many  of  you 
here  are  liable  to  see  sick  soldiers  during  the 
next  two  or  three  years,  and  I took  the  occa- 
sion to  look  up  the  figures  of  the  contagious 
diseases  in  the  United  States  Army  in  the 
last  war.  It  is  of  interest  to  note,  for  in- 
stance, that  there  was  enough  mumps  in  the 
Army  to  cause  a loss  of  time  equivalent  to 
putting  a division  of  27,000  men  out  of  duty 
for  nearly  five  months.  This  seems  incredible, 
but  in  actual  figures  that  was  230,000  cases, 
with  a loss  of  3,800,000  days.  In  two  large 
Army  camps  over  one-fifth  of  the  men  con- 
tracted mumps.  Similarly  with  measles, 
there  were  twice  as  many  cases  of  measles  as 
there  were  men  killed  in  the  field  of  battle, 
the  figures  being  98,000  cases  of  measles  with 
2,000  deaths  from  the  6,000  cases  of  pneu- 
monia. As  a matter  of  fact,  the  infections  of 
the  upper  part  of  the  respiratory  tract  were 
the  principal  illnesses  that  caused  loss  of  time, 
there  being  over  1,000,000  cases  that  required 
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hospitalization  among  4,000,000  soldiers. 
Next  to  that  were  the  venereal  diseases,  par- 
ticularly gonorrhea,  which  cost  3,900,000  days, 
but  mumps  with  its  3,800,000  days  was  a close 
second,  and  measles  with  1,800,000  days  was 
about  half  as  much. 

It  is  of  interest  to  note  that  in  the  Army 
records  there  were  17,000  cases  of  German 
measles  with  211,000  days  lost  and  82  deaths 
reported.  Whereat  one  crosses  one’s  fingers 
skeptically,  and  if  you  look  a little  further  you 
find  that  most  of  these  cases  of  German  mea- 
sles and  all  of  the  deaths  were  reported  from 
Army  camps  where  relatively  little  scarlet 
fever  was  reported.  They  probably  did  not 
know  the  difference.  Altogether  scarlet  fever 
cost  only  500,000  days  or  354  deaths  in  soldiers. 
Typhoid  fever  and  smallpox,  the  two  diseases 
which  cost  the  Army  most  and  were  most  prev- 
alent in  previous  wars  were  negligible  fac- 
tors in  the  first  World  War.  Smallpox  caused 
altogether  only  850  cases  and  14  deaths, 
which  is  remarkable  when  you  consider  that 
about  40,000  of  our  troops  in  the  Philippines 
were  exposed  to  an  epidemic  that  caused 
100,000  deaths  in  the  civilian  population 
there  during  the  period  of  the  World  War. 

Doctors  ought  to  be  able  to  do  something 
to  prevent  this  tremendous  loss  of  time  and 
considerable  loss  of  life  for  which  the  con- 
tagious diseases  are  responsible. 

Theoretically,  we  ought  to  be  able  to  pre- 
vent measles  and  mumps.  Of  course,  scarlet 
fever  and  diphtheria  are  preventable,  but 
scarlet  fever  did  not  cost  much  time  loss,  and 
diphtheria  cost  even  less. 

Measles  and  mumps  cost  the  Army  a tre- 
mendous amount  of  time,  and  measles  oc- 
curred particularly  in  those  troops  that  came 
from  the  rural  districts.  The  troops  that  came 
from  the  cities  had  little  measles,  and  it 
would  seem  that  blood  could  be  taken  from 
the  city  troops,  pooled,  and  used  in  the  camps 
that  get  their  troops  from  the  rural  districts. 
The  same  might  be  done  for  mumps. 

There  are  now  a number  of  reports  of  sum- 
mer camps  in  which  mumps  appeared  and  the 
camp  doctors  took  energetic  measures,  ob- 
taining convalescent  serum  from  somewhere. 
Perhaps,  some  of  them  got  it  from  you,  Dr. 
Thalhimer? 

Dr.  Thalhimer:  Yes. 

Dr.  Stimson:  They  apparently  had  good 
results.  It  would  seem  worthwhile  to  give 
adults  who  are  exposed  to  mumps  fairly  large 
injections,  20  to  30  cc.  if  one  can  get  it. 

Apropos  of  obtaining  measles  serum,  it  has 
been  shown  that  blood  taken  from  a person 


who  is  incubating  measles,  especially  in  the 
last  half  of  the  incubation  period,  is  infectious. 
It  can  transmit  measles  and,  of  the  thousands 
of  people  who  are  donating  blood  to  England 
for  pools  of  serum  for  the  treatment  of  shock, 
it  is  to  be  hoped  that  none  are  incubating  mea- 
sles. There  is  no  way  of  testing  those  who  are 
incubing  measles  until  after  they  have  come 
down  with  measles.  Theoretically,  that  might 
cause  trouble  but  practically  it  probably  will 
not  because  each  blood,  as  I understand  it, 
is  pooled  with  thirty  or  forty  other  bloods  and 
most  of  it  is  so-called  adult  measles  serum — 
that  is,  it  is  blood  from  adults  who  have  had 
measles  in  childhood — and  presumably  there 
are  enough  antibodies  in  pooled  serum  to 
neutralize  any  virus  that  might  be  in  a single 
specimen.  However,  it  is  a point  worth  con- 
sidering. 

The  infectious  or  contagious  diseases  are 
roughly  divisible  into  two  groups:  those  due 
to  bacteria  and  those  due  to  viruses. 

In  those  that  are  due  to  bacteria,  serums  are 
valuable  both  for  prevention  and  for  treat- 
ment. 

In  those  due  to  viruses,  serums  theoretically 
are  valuable  for  'prevention  in  those  cases 
that  begin  as  a blood-borne  infection.  If  the 
virus  gets  into  the  blood  first  and  is  present  in 
the  blood  for  an  appreciable  length  of  time,  the 
administration  of  serum  should  be  of  prophy- 
lactic value.  It  is  so  in  measles  and  it  prob- 
ably is  so  in  mumps,  but  it  has  not  yet  been 
proved  so  in  chickenpox  and  smallpox  both 
of  which  begin  certainly  as  blood-borne  virus 
infections — that  is,  they  begin  as  constitu- 
tional infections.  This  may  be  because  we 
have  not  given  them  enough  serum.  If  we 
give  these  people  100  to  200  cc.  of  convalescent 
serum  instead  of  20  cc.,  it  might  be  effective. 
It  has  not  been  tried  in  smallpox  because  we 
have  another  preventive  that  is  more  effective, 
vaccination.  In  the  virus  diseases  where  the 
virus  travels  along  nerves,  theoretically,  the 
administration  of  serum  cannot  be  effective — 
for  instance,  in  poliomyelitis. 

The  virus  is  cell  bound  almost  at  once 
and,  therefore,  the  administration  of  serum 
is  not  likely  to  be  helpful  in  treatment. 
That  proves  to  be  the  case  with  the  one  pos- 
sible exception  of  measles,  as  Dr.  Thalhimer 
said,  but  in  that  case  the  serum  has  to  be 
given  exceptionally  early,  almost  before  the 
Koplik  spots  appear.  One  can  get  a hint  of 
the  presence  of  measles  even  earlier  if  one 
watches  the  eyes.  The  caruncle  in  the  inner 
corner  and  the  plica  semilunaris  are  apt  to  be 
swollen  and  red  before  Koplik’s  spots  appear. 
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If  you  have  a ward  epidemic,  for  instance,  with 
children  who  have  been  exposed  to  measles 
and  you  are  looking  out  for  secondary  cases, 
watch  the  thermometer  first  and  the  eyes 
second,  and  you  can  spot  the  new  cases  before 
the  Koplik  spots  appear.  If  in  those  early 
stages  you  give  the  convalescent  serum  in 
doses  of  40  to  50  cc.  intravenously,  you  can 
possibly  modify  the  oncoming  measles. 

I want  to  make  one  more  point,  and  that  is 
the  cost  of  scarlet  fever  serum  which  must 
affect  the  treatment.  Last  year  there  were 
350  cases  of  scarlet  fever  at  one  time  in  Willard 
Parker  Hospital,  and  we  discharged  700 
cases  before  we  had  a death  from  that 
disease.  Scarlet  fever,  even  if  untreated  with 
serum,  is,  therefore,  a comparatively  mild 
disease  nowadays.  Convalescent  serum  costs 
25  cents  per  cubic  centimeter.  If  an  adult 
gets  100  cc.,  that  is  $25.  Scarlet  fever  horse 
serum  costs  from  $8.00  to  $10  per  dose.  When 
you  have  350  patients  in  the  hospital,  un- 
fortunately you  just  cannot  afford  to  give  se- 
rum to  every  case. 

Theoretically,  it  is  desirable  to  give  every 
early  case  of  scarlet  fever  a therapeutic  dose  of 
serum.  As  for  the  cases  that  come  in  on  the 
fourth  or  fifth  day  of  the  disease  and  who  have 
already  begun  to  get  well,  one  is  justified  in 
watching  and  seeing  how  they  get  along. 
They  will  probably  recover  without  further 
trouble. 

Dr.  DuBois  : Are  there  any  questions  from 
the  audience? 

Dr.  C.  H.  Wheeler:  I should  like  to  ask 
Dr.  Thalhimer  if  he  would  discuss  briefly  the 
indication  for  convalescent  serums  in  other 
diseases,  such  as  chickenpox  and  mumps. 

Dr.  Thalhimer:  In  the  case  of  mumps,  I 
think  that  the  evidence  that  has  accumulated 
is  suggestive  of  its  having  a protective  value, 
but  it  is  not  yet  convincing.  More  work  has 
to  be  done. 

I think  the  situation  is  similar  in  the  case  of 
the  prophylaxis  with  large  amounts  of  serum 
in  the  early  stages  of  whooping  cough. 

In  a trial  of  chickenpox  convalescent  serum 
at  the  Willard  Parker  Hospital,  even  where 
40  to  60  cc.  were  administered,  we  could  not 
demonstrate  statistically  that  we  had  ac- 
complished anything. 

While  I have  not  worked  in  the  field  of 
German  measles,  the  reports  in  the  literature 
indicate  failure  to  prevent  German  measles. 

Dr.  DuBois:  What  is  the  situation  with 
regard  to  poliomyelitis? 

Dr.  Thalhimer:  Maybe  Dr.  Stimson  will 
state  his  experience. 


Dr.  Stimson:  Poliomyelitis  convalescent 
serum  is  not  used  at  the  Willard  Parker  Hos- 
pital. We  have  a low  mortality  rate  from  the 
disease  there,  as  low  as  at  any  hospital,  and  we 
use  none  either  for  therapy  or  protection. 

With  regard  to  pertussis  serum,  if  I may  add 
a word,  babies  in  the  first  three  or  four  months 
of  life  do  not  respond  to  any  vaccine — such  as 
vaccines  for  whooping  cough — and,  if  exposed 
to  whooping  cough,  they  are  liable  to  have  a 
serious  disease.  The  only  thing  one  can  do  to 
protect  them  is  to  try  to  give  them  a consid- 
erable amount  of  serum.  In  Philadelphia  at 
the  University  of  Pennsylvania,  they  have 
lyophil  and  hyperimmunized  serum  which 
is  being  used.  If  I had  a little  baby  who  was 
exposed  to  whooping  cough,  I certainly  would 
make  a great  effort  to  get  some  of  that  serum. 

Dr.  E.  A.  Kabat:  Are  the  human  serums 
available  commercially? 

Dr.  Thalhimer:  No,  not  commercially. 
There  are  a number  of  laboratories  throughout 
the  United  States  which  are  nonprofit  organi- 
zations and  dispense  these  serums  at  actual 
cost  of  production. 

Dr.  Kabat:  Can  you  get  pertussis  serum 
in  New  York  City? 

Dr.  Thalhimer:  Not  from  us,  because  we 
feel  that  the  demonstration  of  the  efficacy  is 
not  sufficiently  clear.  If  we  were  to  dispense 
it,  it  would  be  tantamount  to  our  holding  that 
it  is  efficient. 

Dr.  DuBois:  Can  convalescent  serums  be 
obtained  upstate  in  New  York? 

Dr.  Thalhimer:  So  far  as  I know  they 
are  not  being  produced  in  New  York  State 
anywhere  other  than  here  in  New  York  City, 
but  we  have  a federal  license  for  dispensing 
serum,  and  we  send  it  all  over  the  United 
States  by  air  express.  Not  infrequently  we 
get  calls  from  upstate. 

Convalescent  serum  can  be  purchased 
from  the  Manhattan  Convalescent  Serum 
Laboratory,  which  is  affiliated  with  the  De- 
partment of  Health  and  located  at  the  foot  of 
East  15th  Street,  Manhattan.  Inquiries 
should  be  addressed  to  the  laboratory— tele- 
phone: GRamercy  3-8080,  or  STuyvesant 
9-3100,  Extension  2.  Evenings,  Sundays, 
and  holidays  call  WOrth  2-6900  for  informa- 
tion as  to  where  serum  can  be  secured. 

Dr.  McKeen  Cattell:  In  instances  where 
prepared  serums  are  not  available,  do  you 
regard  it  good  practice  to  inject  blood  or  serum 
from  members  of  the  family  who  have  had 
the  disease?  What  are  the  contraindications 
to  that  procedure? 

Dr.  Thalhimer:  Blood  or  serum  from 
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members  of  the  family  can  be  used  for  pro- 
phylaxis of  measles  providing  one  uses  enough 
and  providing  one  is  certain  that  they  have 
previously  had  measles  and  that  there  is  no 
risk  of  transmitting  syphilis  or  malaria.  Four 
cubic  centimeters  of  such  serum  should  be 
injected  for  each  1 cc.  of  convalescent  measles 
serum.  The  equivalent  of  a 10-cc.  dose  of 
convalescent  serum,  which  we  recommend  for 
children  between  the  ages  of  1 and  10,  is  40  cc., 
a rather  large  amount  to  inject  intramuscu- 
larly. Since  blood  is  made  up  of  only  50  to  60 
per  cent  of  plasma,  the  amount  of  whole  blood 
injected  should  be  twice  that  of  the  amount 
of  serum  just  given. 

Student:  I should  like  to  ask  two  ques- 
tions. What  is  the  variation  in  potency 
among  different  lots  of  convalescent  serum, 
because  in  the  final  analysis  that  might  deter- 
mine the  dosage?  Has  the  use  of  hyperim- 
munized  individuals  such  as  donors  been  con- 
sidered— that  is,  immune  individuals  whose 
antibody  content  is  increased  by  injections  of 
measles  virus? 

Dr.  Thalhimer:  There  is  no  laboratory 
method  of  standardizing  measles  convalescent 
serum.  It  would  require  a standard  virus 
and  a standard  animal  to  which  one  could  give 
measles.  The  only  animal  one  can  give  mea- 
sles to  is  the  monkey  and  then  only  with  con- 
siderable difficulty.  Therefore,  the  only 
method  of  evaluating  the  dosage  in  measles  is 
the  empirical  one,  observations  in  humans. 

With  scarlet  fever  we  can  determine  the 
amount  of  scarlet  fever  antitoxin  in  human 
convalescent  serum — that  is,  antitoxin  for 
the  erythrogenic  toxin.  There  are  only  about 
10  units  of  antitoxin  per  cubic  centimeter  of 
human  convalescent  serum.  The  number  of 
units  of  antitoxin  in  the  usual  dose  of  conval- 
escent serum  is  small  compared  to  that  in  the 
dose  of  animal  antitoxin.  In  human  con- 
valescent serum  there  are  also  bactericidal 
substances  against  hemolytic  streptococci, 
and  other  immune  bodies  as  well,  which  are 
not  present  in  scarlet  fever  antitoxin.  The 
fact  that  we  obtain  just  as  good,  if  not 
better,  clinical  results  with  the  dosage  of  con- 
valescent serum  we  use,  even  with  its  small 
content  of  antitoxin,  we  believe,  demon- 
strates that  these  other  antibodies  play  a part 
in  the  therapeutic  effect  and  that  the  amount 
of  antitoxin  which  is  needed  to  control  toxemia 
in  scarlet  fever  patients  is  not  so  large  as  has 
been  previously  thought. 

I think  one  might  question  the  term  “hy- 
perimmunization.” There  can  be  a higher 
or  lower  level  of  immunization.  But  I am  not 


sure  whether  one  is  justified  in  referring  to 
any  one  as  hyperimmunized.  In  the  way  in 
which  the  term  is  used,  to  hyperimmunize 
measles’  donors,  one  would  have  to  have 
plenty  of  measles  virus  in  a form  that  would 
not  expose  the  subject  to  danger — namely, 
attenuated  or  killed  virus.  Few  people,  I 
believe,  have  been  able  to  cultivate  measles 
virus.  Plotz  at  the  Pasteur  Institute  in  Paris, 
then  Rake,  and  one  or  two  others  have  suc- 
ceeded. I think  Dr.  Goodpasture  has  also 
been  able  to  grow  it. 

Dr.  DuBois:  I should  like  to  ask  a ques- 
tion that  is  of  considerable  military  impor- 
tance at  the  present:  What  is  the  status  of 
tetanus  toxoid?  Dr.  Thalhimer,  will  you 
comment  on  that?  Do  you  advise  its  general 
use  in  the  Army? 

Dr.  Thalhimer:  It  seems  to  me,  from 
the  evidence  that  has  been  accumulated  and 
is  being  added  to  with  great  rapidity,  that  it 
is  of  great  importance  for  general  use.  Dr. 
Donald  Fraser,  of  Toronto,  who  was  in  New 
York  a few  days  ago,  stated  that  he  feels  the 
same  way  about  it.  All  the  Canadian  soldiers 
are  being  immunized  with  it,  as  well  as  many 
people  in  the  civilian  population.  There  was 
a note  in  the  Lancet  by  Perry,  who  compared 
the  occurrence  of  tetanus  in  this  war  with 
that  in  the  last  war.  In  the  last  war  it  was 
something  like  8 per  one  thousand  and  this 
time  it  is  a fraction  of  1 per  cent.  He  also 
stated  that  no  wounded  soldier  known  to 
have  received  tetanus  toxoid  had  yet  devel- 
oped tetanus  in  the  present  war,  but  he  said 
also  in  all  fairness  that  some  of  those  had  also 
received  tetanus  antitoxin  after  their  recent 
injuries. 

Dr.  DuBois:  I am  sorry  we  have  no  fur- 
ther time  for  discussion. 

Summary 

Dr.  Harry  Gold:  This  discussion  has 
dealt  chiefly  with  the  use  of  human  con- 
valescent serum  in  the  control  of  various  in- 
fectious diseases — namely,  measles,  scarlet 
fever,  whooping  cough,  mumps,  German  mea- 
sles, and  poliomyelitis.  The  most  effective 
way  of  using  human  convalescent  serum  is  to 
give  a large  enough  dose  at  one  time,  as  early 
as  possible,  by  intravenous  injection.  It  is 
less  effective  by  the  intramuscular  route  be- 
cause of  the  delay  due  to  absorption.  The 
intraperitoneal  route  is  effective,  but  this 
method  of  administration  has,  in  the  opinion 
of  Dr.  Thalhimer,  not  been  used  so  widely  as 
it  should  be.  There  appears  to  be  no  danger 
from  the  incompatible  agglutinins  in  pooled 
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human  convalescent  serum  when  it  is  injected 
intravenously  into  patients,  and  as  much  as 
2,000  cc.  of  such  serum  is  given  intravenously 
without  reaction. 

Scarlet  fever  and  measles  are  the  two 
diseases  in  which  human  convalescent  serum 
has  proved  most  effective.  They  are  not  avail- 
able for  distribution  by  commercial  firms  but 
may  be  secured  through  the  Manhattan  Con- 
valescent Serum  Laboratory,  which  is  affili- 
ated with  the  Department  of  Health  of  New 
York  City. 

In  scarlet  fever  the  serum  can  be  used  for 
prophylaxis  as  well  as  for  treatment.  An  in- 
tramuscular dose  of  20  cc.  will  completely 
protect  about  8 out  of  every  10  children 
against  scarlet  fever.  The  others  usually  de- 
velop a mild  form  of  the  disease.  The  serum 
will  also  abort  scarlet  fever  in  most  patients 
when  it  is  so  given  within  the  first  thirty-six 
hours  of  the  onset,  in  intravenous  doses  vary- 
ing from  20  to  100  cc.,  depending  on  the  age. 
Complications  are  less  severe  and  their  inci- 
dence is  diminished.  One  problem  is  the 
cost  of  human  convalescent  serum,  which 
amounts  to  about  $25  for  a 100-cc.  dose  neces- 
sary for  an  adult. 

It  was  pointed  out  that  animal  scarlet 
fever  antitoxin  is  also  effective  but  less  so. 
This  is  given  only  by  intramuscular  injection. 

In  measles,  human  convalescent  serum  ap- 
pears to  be  of  importance  only  for  prophylaxis. 
It  produces  a beneficial  effect  in  about  99  per 
cent  of  the  cases.  About  one-half  to  three- 
quarters  of  the  children  will  escape  the  disease 
if  the  serum  is  given  not  later  than  the  seventh 
day  after  exposure.  In  most  of  the  others 
it  becomes  such  a mild  disease  that  it  is  some- 
times difficult  to  make  the  diagnosis.  When 
the  disease  is  completely  prevented,  the  im- 
munity begins  to  wear  off  in  about  ten  days. 
It  is,  therefore,  under  most  circumstances, 


A STRIKING  CONTRAST 
How  many  people  know  that  the  doctors  who 
serve  the  local  draft  boards  give  their  services 
absolutely  free?  This  takes  much  of  the  time  of 
doctors  in  every  part  of  the  country.  It  has  been 
granted  generously,  with  no  thought  of  reward. 
The  young  men  who  are  being  taken  for  the 
nation’s  defense  have  the  satisfaction  of  knowing 
they  are  receiving  the  best  medical  examinations 
of  any  army  recruits  anywhere  in  the  world. 

How  striking  is  the  contrast  between  the  atti- 
tude of  the  doctors  in  giving  this  invaluable 
service  and  the  attitude  of  those  crafts  and 
trades  that  have  endangered  the  defense  program 
through  strikes  and  jurisdictional  disputes. 

— New  York  North  Side  News 


better  to  confer  only  partial  immunity — that 
is,  reduce  the  disease  to  a mild  form — since 
the  mild  form  of  the  disease  produces  lasting 
and  satisfactory  immunity.  In  the  vast  ma- 
jority of  children,  measles  will  be  a mild 
disease  when  the  serum  is  given  in  the  pre- 
emptive stage,  but  once  the  rash  has  appeared, 
convalescent  serum  has  a questionable  in- 
fluence on  the  course.  The  dose  is  not  less 
than  5 cc.  by  intramuscular  injection,  in  in- 
fants up  to  1 year,  up  to  20  cc.  in  older  chil- 
dren. If  it  is  not  feasible  to  use  convalescent 
serum,  blood  or  serum  from  members  of  the 
family  may  be  administered  intramuscularly 
for  the  prophylaxis  of  measles.  The  dose  is 
four  times  as  large,  and  eight  times  as  large  if 
the  whole  blood  is  used. 

In  the  case  of  mumps  there  is  some  indica- 
tion that  a dose  of  20  to  30  cc.  of  convalescent 
serum  will  prevent  this  disease,  but  the  evi- 
dence is  not  entirely  satisfactory. 

Dr.  Stimson  is  in  favor  of  the  use  of  con- 
valescent serum  for  whooping  cough,  since  it 
is  such  a serious  disease  in  young  infants,  but 
Dr.  Thalhimer  does  not  believe  its  efficacy  is 
sufficiently  established. 

Also  there  seems  to  be  some  question  about 
the  value  of  convalescent  serum  in  poliomye- 
litis. It  is  not  used  in  the  Willard  Parker 
Hospital,  where  the  mortality  is  as  low  as  else- 
where. 

Tetanus  toxoid  for  immunization  against 
tetanus  seems  now  to  be  an  established  pro- 
cedure. It  is  widely  used  and  is  effective  in 
the  prophylaxis  against  tetanus,  although 
it  is  not  fully  trusted  since  injured  individuals 
still  receive  antitoxin  as  well. 

Various  interesting  points  relating  to  the 
preparation  of  human  convalescent  serums, 
their  mode  of  action,  their  dosage,  theoretic 
aspects  of  their  use,  and  public  health  aspects 
were  discussed. 


THE  FEAST — by  Dr.  Samuel  Brickner 
Reprinted  in  The  Saranac  Lake  News  by  the 
author’s  request , the  day  before  he  died 
There  is  no  more  Lucullan  feast  than  this 
At  which  I daily  sit; 

Laughter  and  sunshine,  love,  a tender  kiss — 
These  are  the  sweets  of  it. 

If  by  chance,  black  stormclouds  lowly  bend 
My  unresisting  head, 

It  is  no  symbol  that  my  joy  shall  end, 

For  still  my  feast  is  spread. 

A day  will  come,  with  laughter  just  as  sweet, 
The  sun  will  fill  the  air, 

Love  still  be  young  but  other  lips  will  meet: 

I shall  have  had  my  share. 


— J.A.M.A. 


Medical  Preparedness 


Rehabilitation 


Medical  Bulletin  . 

TO  June  30th,  the  Selective  Service 
Administration  of  the  New  York  City 
Area  has  examined  114,850.  Of  these,  49,435 
were  put  in  1-A,  fit  for  any  of  the  rigors  of  mili- 
tary service,  and  34,977  were  put  in  1-B,  classi- 
fied as  fit  for  limited  military  service  only. 

It  must  at  once  be  comprehended  that  from  a 
standpoint  of  rehabilitation,  a considerable  num- 
ber of  men  in  4-F  will  be  found  to  have  defects 
that  medical  therapy  could  correct  and  render 
them  fit  for  full  military  duty.  Furthermore, 
there  will  be  found  many  classified  in  1-B  who 
are  absolutely  beyond  the  efforts  of  any  medical 
care  to  render  them  fully  competent  for  full 
military  duty.  This  is  inherent  in  the  regula- 
tions which  define  these  classifications. 

The  regulations  classify  the  registrant  as  he  is 
found  physically  at  the  time  of  the  medical 
examination.  Thus,  a given  registrant  presents 
at  that  time  a specific  physical  defect  or  defects. 
The  classification  under  the  Selective  Service 
Regulations  is  only  concerned  with  the  answer 
to  the  implied  question: 

Is  he  now  able  to  perform,  with  the  condi- 
tion he  now  has,  full  military  duty,  limited 
military  duty,  or  is  he  not  able  to  perform 
any  military  duty? 

The  idea  of  rehabilitation  has  been  a byproduct 
of  the  statistical  study  from  the  medical  examina- 
tion of  the  registrants  coming  under  survey  of 
the  administration  of  the  Selective  Service  Law. 
Because  these  medical  statistics  were  accumu- 
lated during  the  period  since  the  law  became  ef- 
fective and  were  assembled  with  no  ulterior 
thought  in  mind  and  with  no  idea  of  bolstering 
any  program  or  plan  for  health  measures,  they 
undoubtedly  furnish  unbiased  factual  data  on 
the  state  of  health  of  a cross  section  of  the  male 
population  in  the  range  of  age  groups  between 
the  years  of  21  and  35. 

In  a bulletin  issued  from  this  Medical  Division, 
under  date  of  April  15,  1941,  I advocated  the 
establishment  of  a procedure  in  rehabilitation. 
On  March  31st  the  National  Administration  ap- 
pointed a Rehabilitation  Council  to  study  the 
proposition  and  on  April  16th  the  National  Ad- 
ministration recommended  treatment  for  remedial 
defects  found  upon  our  physical  examinations. 

In  a program  which  was  termed  “Prehabilita- 
tion,”  the  National  Administration  suggested 
that  it  be  entirely  elective  on  the  part  of  the 
registrant  to  accept  the  proffered  cure  and 
stated  that  it  would  become  effective  because  of 
a proposed  educational  campaign  which  would 
lead  to  a closer  cooperation  between  the  regis- 
trant and  his  local  physician  or  dentist.  Various 
ancillary  medical  bodies  were  integrated  in  the 
movement.  The  National  Administration  hoped 
that  the  new  plan  would  materially  reduce  the 
percentage  of  rejectees  for  physical  deficiencies 
and  “by  improvement  of  the  health  of  young 
men  of  military  age  would  tend  also  to  better 
general  public  health.” 


>.  5— June  30,  1941 

Again,  on  April  25tli,  Selective  Service  Head- 
quarters announced  that  they  would  distribute 
an  educational  pamphlet  to  registrants  to  “make 
yourself  fit  for  service.” 

In  spite  of  all  these  efforts,  the  situation  in 
regard  to  rehabilitation  has  remained,  to  a great 
extent,  unchanged  in  this  area. 

In  the  bulletin  of  April  15th,  to  which  I re- 
ferred above,  I remarked  that  educational  cam- 
paigns are  not  enough  to  make  the  obvious 
remedy  practical  and  solve  the  problem.  The 
concept  that  every  citizen  has  an  obligation  to 
perform  his  military  duty  should  be  strengthened. 
I suggest  that  the  Selective  Service  Law  be 
changed  to  make  it  compulsory  for  a citizen  to 
undergo  curative  therapy  so  that  he  could  not 
hide  behind  his  defect  and  avoid  the  obligation 
of  military  duty  which  the  Selective  Service  Law 
now  imposes  upon  him. 

On  May  23rd  General  Hershey,  discussing 
curative  measures  to  improve  the  general  health 
standard,  said  that  the  registrants  not  yet 
classified  “owe  a duty  to  their  government  for 
service.”  He  also  stated  that  “obligation  calls 
for  the  service  of  a whole  man — a man  entirely 
alive — a healthy,  strong,  well-developed  man. 
It  is  the  duty  of  the  registrant  faced  with  this 
responsibility  to  use  every  means  available  to 
make  himself  fit  to  serve.” 

General  Hershey  further  continued:  “I  do  not 
believe  our  people  will  continue  indefinitely  to 
accept  avoidance  of  military  obligations  by  the 
class  to  which  I have  just  referred.  If  this  as- 
sumption is  accurate,  we  are  confronted  with  the 
necessity  for  rehabilitation  for  the  members  of 
this  group  where  it  is  possible  to  better  their 
physical  condition  ....  this  group  must  be 
utilized  in  a manner  which  will  not  permit  them 
to  escape  military  obligations  because  of  their 
physical  condition.” 

Having  these  bulletins  and  recommendations 
in  mind,  an  effort  was  made  by  this  Headquarters 
to  try  a voluntary  experiment  in  the  area  of  one 
Local  Board  in  Queens  County  where  ancillary 
organizations  were  integrated  to  help  the  regis- 
trants rejected  to  quickly  and  easily  secure 
medical  service  to  relieve  remedial  deficiencies. 
This  effort  has  been  going  on  for  two  months  but 
I note  no  marked  reaction  accompanying  this 
effort.  More  positive  methods  of  persuasion 
evidently  are  necessary  to  ascertain  whether  or 
not  voluntary  efforts  at  rehabilitation  are  capable 
of  producing  an  improvement  in  the  health  stand- 
ards of  these  groups  of  men  found  physically 
below  standard  for  acceptance  into  military 
service. 

The  organized  medical  profession  has  con- 
tended, for  a long  time,  that  availability  of 
medical  care  was  adequate  enough  in  our  area 
and  that  many  people  would  refuse  its  benefits 
even  were  it  put  upon  their  doorstep.  In  acute 
distressing  illness,  obviously  every  one  seeks 
relief.  But  in  the  category  of  the  aftermath  of 


1588 


MEDICAL  PREPAREDNESS 


[N.  Y.  State  J.  M. 


such  acute  illnesses  and  the  ensuing  chronicities 
where  the  lesion  is  not  actually  disabling,  if  gain- 
ful occupation  can  be  continued  at  the  time,  re- 
luctance to  accept  therapeutical  relief  has  been 
the  rule,  observers  and  heads  of  Hospital  Depart- 
ments and  Clinics  have  found.  What  these  de- 
fective registrants  cannot,  and  do  not,  realize 
is  that  with  the  advancing  years  these  dis- 
abilities increase. 

A recently  published  bulletin  from  this  Head- 
quarters, on  a survey  of  age  groups  ( Medical 
Bulletin  No.  Selective  Service  Headquarters, 
New  York  City,  May  9,  1941),  shows  that  of 
37,329  in  the  ages  below  25  years,  22.4  per  cent 
were  found  fit  for  limited  duty  only  and  18% 
were  totally  disqualified  for  such  duty. 

The  percentages  of  disqualifications  increase  in 
each  successive  age  group.  Thus,  in  the  age 
group  between  26  and  30  years,  among  25,900 
registrants,  47.9  per  cent  were  available  and  ac- 
cepted for  Army  duty,  28  per  cent  were  able  to 
do  limited  service,  and  the  disqualified  reached 
23.8  per  cent.  In  the  age  group  between  31  and 
35  years  of  age,  the  figures  were  still  higher. 
There  were  19,336  registrants  in  this  group.  Of 
these,  35  per  cent  were  accepted  for  full  military 
duty,  34.85  per  cent  fell  into  the  1-B  classifica- 
tion (limited  duty),  and  29.2  per  cent  were  re- 
jected as  unfit.  This  study  comprised  a survey 
of  87,085  registrants  up  to  and  through  the 
eleventh  induction  quota  call. 

If  this  survey  of  medical  statistics  is  a fair 
sample  of  what  is  being  uncovered  throughout 
the  country,  then  it  must  be  evident  that  this 
sample  finding  has  connotations  of  pertinence 
to  the  employment  problem.  With  advancing 
age,  the  handicap  due  to  physical  defects  in- 
creases, and  one  has  a right  to  assume  that 
eventually  the  man  thus  handicapped  drops 
from  employment  and,  in  the  end,  becomes  one 
of  the  group  of  unemployables. 

Thus,  rehabilitation  is  concerned  with  more 
than  military  obligation,  for  it  has  ramifications 
in  civilian  productive  endeavor  and  industry. 
At  this  time  the  exigencies  of  the  military  train- 
ing program  play  a major  role,  and,  while  it  seems 
proper  to  indicate  other  implications  which 
remedial  medical  deficiencies  inherently  entail, 
that  aspect  of  a rehabilitation  program  dealing 
with  the  problem  of  making  unfit  men  fit  for 
military  duty  is  our  primary  concern  at  this 
moment. 

Therefore,  an  intensified  effort  to  use  per- 
suasion to  have  the  unfit  men  voluntarily  accept 
and  undergo  remedial  therapy  has  been  started 
in  the  New  York  City  Selective  Service  area  of 
jurisdiction.  With  the  approval  of  the  New  York 
City  Director,  Colonel  Arthur  Y.  McDermott, 
a city-wide  effort  is  now  under  way. 

Accepting  the  proffered  aid  of  the  North 
Atlantic  District  Branch  of  the  American  As- 
sociation of  Medical  Social  Workers,  at  each  of 
the  280  Local  Boards  there  will  be  a social 
worker  trained  in  interviewing  people  needing 
medical  service.  These  social  workers  are 
trained  in  comprehending  the  necessities  of 
funds  for  home  (rent)  and  family  income.  They 
daily  have  to  determine  the  ability  of  patients 
to  pay  fees  in  the  hospitals  and  clinics  of  New 
York  City  where  they  habitually  work.  They 
have  an  acute  awareness  of  those  entitled  to  free 
and  part-pay  medical  care.  This  knowledge  and 


technical  ability  they  have  volunteered  to  the 
New  York  City  Selective  Service  Administra- 
tion. The  offer  of  service  was  gratefully  ac- 
cepted. 

The  plan  would  function  along  the  following 
lines: 

At  each  Local  Board  there  will  be  one  of  these 
volunteer  social  workers  who  will  make  contact 
with  the  registrants  classified  in  both  1-B  and 
4-F.  A blank  has  been  prepared  which  the 
registrant  will  fill  out  with  the  aid  and  assist- 
ance of  the  social  worker.  On  this  blank,  among 
other  things,  the  registrant  will  be  asked : 

Will  you  accept  remedial  therapy  from 
your  own  private  physician?  Give  name  of 
your  private  physician. 

If  you  are  unable  to  employ  a private 
physician,  will  you  use  existing  facilities  in 
hospitals,  voluntary  or  municipal,  which 
have  extended  their  facilities  for  this  work 
to  you,  to  have  your  defects  corrected? 

At  this  point  information  will  be  elicited  as  to 
the  reasons  why  the  registrant  refuses  to  accept 
remedial  therapy  from  either  his  own  physician 
or  from  existing  hospital  and  clinical  facilities. 
These  social  workers,  because  of  their  training, 
will  be  able  to  evaluate  the  reasons  given  and 
make  a factual  tabulation  of  the  results  of  their 
inquiry. 

In  this  way  it  is  hoped  to  gather  factual  data 
on  the  number  of  registrants  who  will  avail 
themselves  of  medical  care  if  it  were  “brought 
to  the  door,”  speaking  metaphorically. 

These  social  workers  have  furthermore  ar- 
ranged to  make  visits  to  the  homes  of  the  regis- 
trants who  seem  recalcitrant,  with  the  idea  of 
persuading  them  to  undertake  voluntary  reme- 
dial therapy.  Then  the  task  of  persuading  those 
found  to  be  recalcitrant  to  the  offers  to  help  them 
will  be  undertaken.  Visits  to  the  home,  talks 
with  the  wife  or  family  and  every  other  effort 
will  be  made  to  have  the  registrant  voluntarily 
submit  to  having  his  correctable  physical  defects 
remedied. 

When  and  if  this  work  has  been  carried  on  for 
a length  of  time  to  warrant  conclusions,  I shall 
report  further  on  this  intensive,  coordinated  ex- 
periment in  persuading  those  with  obvious 
remedial  defects  to  correct  them  voluntarily. 
However,  I am  still  of  the  opinion  that  the 
larger  majority  of  registrants  will  not  avail 
themselves  of  the  medical  care  which  will  be 
tendered  to  them — for  very  obvious  reasons. 

Therefore,  I am  prepared  to  offer,  for  future 
consideration,  an  alternate  plan.  This  plan  con- 
sists of  an  amendment  to  the  Selective  Service 
Law,  to  make  it  mandatory  that  an  individual  with 
correctable  defects  shall  have  remediable  therapy 
undertaken , so  that  his  correctable  physical 
defects  shall  not  permit  him  to  avoid  military 
service.  I recommend  this  notwithstanding  the 
fact  that  the  majority  of  those  disqualified  for 
military  service  are  engaged  in  gainful  occupa- 
tion at  this  time. 

I would  not  have  the  compulsion  in  the  pro- 
posed amendment  to  the  Selective  Service  Law 
apply  to  the  manner  and  means  whereby  the 
remedial  therapy  shall  be  carried  out.  The 
mandatory  provision  shall  simply  be  directed  to 
the  end  that  the  remedy  shall  be  taken  by  the 
registrant,  leaving  him  free  to  elect  the  man- 
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ner  of  its  being  done  and  by  whom  it  shall  be 
done. 

In  other  words,  he  should  be  compelled  to  take 
the  cure  for  his  deficiencies  if  medical  opinion 
believes  the  deficiency  can  be  cured.  He  shall 
have  the  election  of  who  shall  do  it  and  where  it 
shall  be  done.  He  may  elect  to  have  it  done  by 
a physician  of  his  own  choice,  and  pay  for  it; 
he  may  elect  to  have  it  done  at  a voluntary  or  a 
municipal  hospital  or  clinic,  under  rates  to  be 
arranged  by  Selective  Service  in  the  same  manner 
as  the  laboratory  fee  schedule  was  arranged  for, 
by  mutual  agreement  of  the  hospital  authorities 
and  Selective  Service.  As  a last  resort,  the  man 
failing  to  elect  employing  any  of  these  courses 
shall  be  taken  into  the  Army  under  a condition 
to  be  termed  “Provisional  Induction  for  Rehabili- 
tation” and  an  Army  hospital  with  its  staff  shall 
undertake  the  rehabilitation. 

The  Army  hospital  designated  to  receive  these 
provisionally  inducted  men,  need  not  be  a fixed, 
regular  Army  hospital,  although  it  may  be.  A 
hospital  in  this  area  might  be  staffed  by  Medical 
Reserve  Officers  who  are  at  present  upon  an  in- 
active status  because  they  have  assignments  to 
Army  sponsored  medical  hospital  units,  or  be- 
cause they  are  of  an  age  not  acceptable,  at 
present,  for  full  Army  medical  field  work.  There 
are  many  such  officers  available  in  this  area. 
They  constitute  a pool  of  “frozen  medical  as- 
sets” under  present  existing  conditions  and 
regulations. 

To  utilize  them  in  the  suggested  manner,  would 
free  these  “assets”  and  make  many  highly  skilled 
and  capable  men  available  for  this  work,  who 
have  already  made  a record  of  patriotic  con- 
tribution since  they  have  taken  a degree  of  medi- 
cal military  training.  Some  have  very  credit- 
able records  of  prior  periods  of  service  during  the 
last  war. 

Were  this  type  of  hospital  for  those  “provision- 
ally inducted  for  rehabilitation”  located  within 
the  city  area,  the  costs  could  be  lessened  greatly 
by  having  the  Army  medical  duty  carried  on 
upon  a part-time  basis.  Furthermore,  I have 
received,  at  various  times,  tender  of  their  facili- 
ties from  some  of  the  voluntary  hospitals  in  this 
city.  Pavilions  from  such  grade  A institutions 
would  be  usable  to  house  sections  of  such  a 
rehabilitation  medical  unit. 

I believe  that  once  the  work  to  organize  such 
a service  were  given,  the  organization  of  the 
service  within  the  city  area  would  not  present 
a very  great  problem.  The  profession,  and  the 
ancillary  medical  organizations  here  in  New 
York,  are  eagerly  anxious  to  help,  not  only  the 
goal  set  for  Selective  Service,  but  also  the  re- 
habilitation of  the  class  group  herein  discussed. 

Just  as  soon  as  the  man  is  ready  for  discharge 
from  these  special  rehabilitation  sections  of 
existing  hospitals,  or  from  the  Army  rehabilita- 
tion hospital,  he  shall  then  be  sent  to  a convales- 
cent camp  which  should  be  established  in  this 
area.  It  is  not  good  practice  to  keep  convales- 
cent men  in  a hospital  atmosphere  longer  than 
absolutely  necessary  for  medical  care.  There- 
fore, the  camp  for  convalescence  should  be  some 
distance  away  from  the  hospital  proper. 


At  this  camp,  gradual  body-building  exercises 
and  graded  physical  training  should  be  given 
and  the  registrant  shall  undergo  this  process  of 
training  and  hardening  until  he  is  fully  fit,  and 
then  be  transferred  into  the  Army  under  the 
provision  of  full  induction,  to  take  his  military 
training. 

I am  more  inclined  to  carry  on  this  experiment 
with  a limited  group  to  gain  experience  as  to  how 
it  would  work.  There  is  every  reason  to  believe 
it  would  work  well. 

Meanwhile,  study  should  be  continued  upon 
this  problem,  the  whole  question  of  how  to 
bring  people  needing  remedial  therapy  to  accept 
it  on  a voluntary  basis,  provided  means  were  at 
hand  to  deliver  it  to  them,  is  one  of  the  unsolved 
questions  in  our  medical  field  today.  This  is  a 
problem  to  which  the  medical  profession  has  often 
directed  attention. 

From  the  factual  data  at  hand  at  present,  it  is 
reasonable  to  assume  that  almost  exactly  similar 
percentages  of  physical  defects  are  present  in 
those  of  the  same  age  group  who,  because  of 
family  dependencies  and  other  legal  deterrents, 
are  deferred  and  are  not  at  this  time  being 
physically  classified.  Figures  on  these  are  not 
available  at  the  Medical  Division.  They  total, 
in  the  aggregate,  to  May  1st,  288,398  white  and 
11,406  Negroes.  Upon  these,  no  physical 
examination  has  been  made. 

If  military  training  is  to  give  to  those  who 
undergo  it — as  we  believe  it  will — a stronger, 
healthier  body  to  meet  the  demands  of  life  when 
they  are  returned  to  their  wonted  civilian  status, 
the  problem  presented  by  the  physical  deficien- 
cies among  those  whom  the  law  at  present  leaves 
free  to  go  their  own  way,  will  be  still  greater, 
for  these  men  will  find  themselves  doubly  handi- 
capped when  they  come,  as  they  must,  into  com- 
petition with  this  stronger,  healthier  group  in 
business  and  industry — when  the  present  emer- 
gency will  have  passed  and  become  history. 

Good,  sincere  planning  for  the  achievement  of 
even  better  health  levels  and  physical  standards 
in  our  population  over  and  above  the  extremely 
fine  level  of  health  which  our  country  now  pos- 
sesses in  comparison  to  that  found  anywhere  in 
the  world,  must  not  leave  out  of  account  these 
factors. 

However,  our  present  paramount  concern  is 
focussed  on  procurement  of  effective  manpower 
for  the  Army.  To  render  those  now  among 
the  physical  discards  from  this  patriotic  serv- 
ice, available  for  military  duty,  will  be  to  begin 
to  solve  the  problems  herein  outlined. 

The  groups  outside  the  provisions  of  the 
Selective  Service  Law — because  deferred — must 
await  the  results  obtained  through  experience 
gained  with  the  groups  of  men  which  are  our 
present  concern. 

To  actually  begin  the  process  of  rehabilitation 
among  this  group,  for  military  service,  will  give 
us  the  experience  we  need,  to  base  a program  on 
facts  and  not  on  theories  when  we  come  to  con- 
sider the  necessities  which  the  problem  presents 
for  civilian  workmen. 

Samuel  J.  Kopetzky 
Colonel , M.C.,  Medical  Division 
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Albany][County 

The  annual  clambake  of  the  county  society 
will  be  held  at  the  Albany  Country  Club  on 
September  10.  Available  sports  will  be  swim- 
ming, tennis,  baseball,  and  golf. 

Bronx  County 

The  county  society  elected  the  following  of- 
ficers at  its  meeting  on  June  18: 

Drs.  Abner  Stern,  president;  Morris  Cohen, 
president-elect;  Frederick  W.  Williams,  vice- 
president;  Henry  Friedland,  secretary;  Samuel 
Epstein,  treasurer;  Frank  LaGattuta  and  Louis 
Steinbach,  censors;  Harry  Projector,  chairman 
of  the  Medical  Economics  Committee;  Edward 
R.  Cunniffe,  chairman  of  the  Legislation  Com- 
mittee; John  B.  Schwedel,  Public  Health  Com- 
mittee; and  Henry  Barrow,  Public  Relations 
Committee. 

Drs.  Moses  Krakow,  Edward  R.  Cunniffe, 
I.  Lewis  Amster,  and  Emil  Koffler  were  elected 
delegates  and  Drs.  Vincent  Hayward,  Frederick 
Williams,  Renato  Azzari,  and  Samuel  Leo  were 
elected  alternates.  Dr.  Harry  Aranow  was 
elected  to  the  board  of  trustees. 

A paper  was  read  by  Dr.  Ira  S.  Wile  on  “The 
Problem  Child,  Medical,  Psychological  and 
Social  Aspects,”  with  a general  discussion. 

The  Public  Health  Committee  is  preparing  to 
give  postgraduate  courses  in  physiotherapy, 
heart  disease,  and  traumatic  surgery. 

The  course  in  physiotherapy  will  consist  of 
four  to  six  lectures  on  the  principles  and  methods 
applying  in  arthritis,  peripheral  vascular  dis- 
ease, sprain,  trauma,  and  infections. 

The  course  in  heart  disease  will  consist  of 
seven  or  eight  lectures  covering  its  various  as- 
pects and  will  be  given  by  Bronx  County 
physicians  who  are  members  of  medical  and 
teaching  staffs. 

The  course  in  traumatic  surgery  will  consist 
of  eleven  sessions,  and  the  subjects  covered  will 
include  shock,  burns,  wounds,  fractures,  in- 
fections, sciatica  and  low  back  pain,  bursitis, 
chest  injuries,  and  diabetic  extremities. 

Chautauqua  County 

The  tenth  annual  interstate  summer  meeting 
of  the  Chautauqua  County  Medical  Society 
was  held  at  the  Chautauqua  Institution  on 
Chautauqua  Lake  on  July  30.  The  excellent 
program  and  beautiful  site  made  the  day  a most 
enjoyable  one  for  the  doctors,  their  families, 
and  friends. 

The  program  was  as  follows:  “Treatment  of 
the  Menopause,”  round-table  discussion,  by 
Dr.  Louis  A.  Siegel,  chairman;  Dr.  Francis  D. 
Leopold;  and  Dr.  Gilbert  M.  Beck,  of  Buffalo. 
“Present  Status  of  Chemotherapy” — medical 
aspects  by  Dr.  Arthur  C.  Ernstene  and  surgical 
aspects  by  Dr.  George  Crile,  Jr.,  of  Cleveland; 
Dr.  George  W.  Cottis,  of  Jamestown,  New  York, 
president-elect  of  the  New  York  State  Medical 
Society,  opened  the  discussion;  “American 
Medicine  Prepares,”  by  Dr.  Morris  Fishbein. 

Luncheon  was  served  in  the  Hotel  Athenaeum, 


and  in  the  afternoon  Dr.  Fishbein  spoke  on 
“Medicine  Moves  Forward.”  This  address  was 
open  to  the  laity.  There  was  an  afternoon  con- 
cert by  the  Chautauqua  Symphony  Orchestra 
with  Albert  Stoessel,  conductor,  and  Joan 
Peebles,  contralto,  was  guest  soloist.  An  evening 
concert  was  also  given  by  the  Orchestra.  A 
golf  tournament,  held  in  the  afternoon,  provided 
much  entertainment. 

Chemung  County 

The  annual  outing  of  the  county  society  was 
held  Wednesday,  July  2,  at  Cold  Brook  Club. 

The  outing  was  preceded  by  a golf  tourna- 
ment at  the  Elmira  Country  Club  for  the 
Doctor’s  Cup. 

Activities  at  Cold  Brook  Club  started  at 
3:30  p.m.  with  a doubles  quoit  tournament  and 
a softball  game  with  University  of  Buffalo 
alumni  pitted  against  “the  rest  of  the  world.” 
A steak  dinner  was  served  at  7:00  p.m.,  followed 
by  a singing  bee  in  charge  of  Dr.  Joseph  S. 
Lewis.  The  program  announced  that  a lie 
swapping  contest  would  run  throughout  the 
afternoon  and  evening. 

Erie  County 

Designed  to  give  more  adequate  medical  care 
to  Buffalo  relief  clients  and  at  the  same  time  to 
compensate  physicians,  the  County  Welfare 
Department’s  new  medical  plan  became  effective 
on  July  1. 

Welfare  Commissioner  Thomas  W.  H.  Jea- 
cock  announced  the  appointment  of  five  physi- 
cians as  medical  examiners,  four  pharmacists, 
and  the  transfer  of  four  junior  case  workers  as 
medical  social  workers. 

The  medical  investigators  who  each  will 
receive  $1,560  a year  are:  Dr.  James  E.  Short, 
303  Abbott  Road;  Dr.  Gerome  W.  Romano, 
468  Delaware;  Dr.  Roy  C.  Fisher,  625  Parkside 
Avenue;  Dr.  Richard  M.  Gardner,  131  Lin  wood 
Avenue;  Dr.  Harry  Spiegelman,  532  East  Ferry 
Street. 

The  pharmacists,  to  be  paid  $1,200  annually, 
are:  Theodore  Stopen,  Helmuth;  Frank  C. 

Luango,  Hamburg;  Stephen  N.  J.  Rubach, 
1322  Sycamore  Street;  Louis  E.  Kramer, 
Garden  ville. 

The  medical  social  workers  whose  salaries  will 
be  $500  are:  Mary  A.  Clark,  334  Rodney  Avenue; 
Henrietta  M.  Hunt,  94  Freund  Street;  Anne  M. 
Wherley,  Lakeview;  and  Mildred  E.  Ahl,  424 
Ashland  Avenue. 

Jefferson  County 

Dr.  Daniel  L.  Borden,  Washington,  D.  C., 
surgeon,  was  the  guest  speaker  at  the  meeting 
of  the  county  society  at  the  Black  River  Valley 
Club  on  June  24.  About  30  physicians  at- 
tended. Dr.  Borden,  as  president  of  the  Dis- 
trict of  Columbia  Medical  Society,  was  an  im- 
portant witness  in  the  law  suit  involving  his 
society  in  a defense  against  socialized  medicine 
tried  in  Washington  during  the  past  winter. 

[Continued  on  page  1592] 
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Kings  County 

An  article  in  the  Brooklyn  Citizen  by  Dr. 
Charles  F.  McCarty,  director  of  the  medical 
activities  of  the  county  society,  says  in 
part: 

“The  physicians  of  Brooklyn  have  responded  to 
the  present  national  emergency  the  same  as 
they  always  have  in  the  past.  Over  937  physi- 
cians are,  at  present,  serving  the  Government. 
A great  many  have  given  up  their  practices  and 
are  on  active  military  or  naval  duty,  while 
many  more  are  serving  as  local  draft  board 
examiners  or  members  of  medical  advisory 
boards. 

“All  physicians  who  serve  as  examiners  on 
local  draft  boards  or  on  medical  advisory 
boards,  serve  without  pay.  Each  member  of 
the  advisory  board  works  from  three  to  five 
hours  per  week.  The  number  of  physicians  on 
local  boards  varies  from  one  to  six.  The  work 
of  examining  the  men  who  are  to  be  selected  for 
military  service  for  each  of  the  local  boards 
takes  about  twenty  hours  per  week. 

“All  health  matters  connected  with  national 
defense  are  under  the  jurisdiction  of  the  Com- 
mittee on  Military  and  Naval  Affairs  of  the 
Medical  Society  of  the  County  of  Kings.  The 
committee  consists  of:  Drs.  Thomas  A.  Mc- 

Goldrick,  chairman;  Charles  F.  McCarty, 
secretary;  John  B.  D’Albora;  Maurice  J. 
Dattelbaum;  Edwin  A.  Griffin;  John  J.  Master- 
son;  William  C.  Meagher;  Daniel  A.  McAteer; 
Philip  I.  Nash;  Irwin  E.  Siris;  and  Thomas  B. 
Wood. 

“In  order  that  the  civilian  population  may  be 
cared  for  in  an  emergency,  the  Medical  Society 
of  the  County  of  Kings  and  Academy  of  Medi- 
cine of  Brooklyn  has  conducted  a survey  of  the 
hospitals  of  Brooklyn  and  has  found  that  by 
using  corridors,  recreation  rooms,  reception 
rooms,  and  other  available  space  in  an  emergency, 
the  capacity  of  the  hospitals  can  be  increased  by 
3,313  beds.  They  have  also  found  that  nine- 
teen hospitals  are  willing  to  provide  catastrophe 
units.  These  will  consist  of  physicians,  nurses, 
and  attendants  with  the  necessary  ambulances, 
instruments,  and  supplies  to  work  outside  of  the 
hospital  in  a serious  emergency. 

“At  present,  the  county  society  has  a record 
of  340  physicians  in  Brooklyn  who  are  in  active 
military  or  naval  service. 

“Among  other  defense  duties  recently  as- 
signed to  the  county  society  are  those  of  assist- 
ing the  Red  Cross  in  establishing  a dry  plasma 
bank  and  of  assisting  the  Government  in  nutri- 
tion. The  Brooklyn  Chapter  of  the  Red  Cross 
is  obtaining  blood  from  donors  in  Brooklyn. 
The  plasma  of  this  blood  will  be  dried  and  stored 
for  use  in  a national  emergency.  The  society 
has  selected  a panel  of  twenty-five  physicians 
who  will  do  a physical  examination  on  these  donors 
in  order  to  determine  whether  they  are  capable 
of  giving  the  blood.  These  doctors  will  serve 
without  pay.  A committee  on  nutrition  of  the 
society  is  also  being  formed.  This  committee 
will  be  composed  of  physicians  who  have  special- 
ized in  diet  and  nutrition  and  will  inform  the 
public  as  to  the  type  of  food,  obtainable  in  an 


emergency,  which  may  be  used  in  order  that  all 
persons  may  be  properly  nourished.” 

The  county  society  will  give  a dinner  for  its 
living  ex-presidents  at  the  Hotel  St.  George  on 
January  17,  1942. 

Nassau  County 

The  Health  Exhibit  being  prepared  for  the 
Mineola  Fair,  September  9 to  13,  by  the  Nassau 
County  Medical  Society  under  the  direction  of 
J.  Louis  Neff,  executive  secretary,  will  become 
a permanent  county  institution,  according  to 
plans  now  being  formulated  by  Mr.  Neff.  A 
permanent  headquarters  in  a central  location  is 
now  being  sought,  all  as  the  result  of  the  tre- 
mendous interest  in  public  health  created  by 
the  New  York  World’s  Fair  health  display. 
Mr.  Neff  is  being  aided  by  committees  of 
the  following  Nassau  County  organizations  in 
the  preparation  and  handling  of  exhibits  at  the 
Mineola  Fair,  and  due  to  the  importance  of  the 
exhibit  an  entire  wing  of  a building  has  been 
assigned  by  the  Queens-Nassau  Agricultural 
Society  for  the  displays:  Cancer  Committee, 

Dr.  Richard  Derby,  chairman;  Dental  Society, 
Dr.  Herman  Weinstein,  president;  Health  De- 
partment, Dr.  Earle  G.  Brown,  commissioner; 
Medical  Society,  Dr.  Charles  W.  Martin,  presi- 
dent; Mental  Hygiene  Committee,  Mrs.  Henry 
Hill  Anderson,  chairman;  Nutrition  Committee, 
Miss  Irma  Bradford,  chairman;  Public  Health 
Nursing  Council,  Mrs.  Francis  Gilbert,  president; 
Tuberculosis  and  Public  Health  Association, 
Mrs.  George  E.  Brower,  president;  and  Woman’s 
Auxiliary  to  the  Medical  Society,  Mrs.  Byron  D. 
St.  John,  president.  Helpful  questionnaires  and 
trained  consultants  will  be  features  of  the  ex- 
hibit. 

Oneida  County 

The  Utica  Academy  of  Medicine  held  its 
annual  outing  at  the  Teugega  Country  Club  at 
Rome  on  June  19.  The  afternoon  was  given  to 
golf,  with  dinner  at  7:30.  The  speaker  was 
Charles  John  Stevenson,  Philosopher — Humor- 
ist— Newspaper  Editor — Radio  Commentator — 
Lyceum  Lecturer,  and  his  subject  was  “Doctor- 
ing with  Pleasure.” 

Ontario  County 

The  third  quarterly  meeting  of  the  county 
society  was  held  in  the  Geneva  Country  Club  on 
July  8.  Dr.  A.  D.  Kaiser,  professor  of  pediatrics 
at  the  University  of  Rochester,  spoke  at  the 
scientific  session  following  dinner  on  “Rheumatic 
Disease  in  Childhood.” 

Otsego  County 

The  county  society  held  its  regular  quarterly 
meeting  on  June  11  at  the  Cooper  Inn,  Coopers- 
town.  The  final  lecture  of  the  1941  post- 
graduate series  was  given  by  Dr.  J.  Hamilton 
Crawford  of  Long  Island  College  of  Medicine 
on  the  topic,  “Some  Common  Problems  in 
Cardiac  Diagnosis.” 

Warren  County 

A motion  picture,  “Anemias,”  was  shown  at 
a meeting  of  the  county  society  on  July  2 in 
The  Queensbury  at  Glens  Falls  and  was  at- 

[Continued  on  page  1594] 
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meeting.  by  Mrs.  Leonard  A.  Hulsebosch. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

William  W.  Aldrich 

87 

Dartmouth 

June  24 

Wevertown 

Herbert  Beck 

75 

Cracow 

May  9 

Manhattan 

John  L.  Bishop 

65 

Buffalo 

June  10 

Niagara  Falls 

Philip  G.  Cole 

57 

P.  & S.  N.  Y. 

June  30 

Manhattan  and 
Tarry  town 

George  F.  Hanker 

81 

N.  Y.  Univ. 

May  9 

West  Kill 

Abe  M.  Hilkowich 

65 

Cornell 

June  7 

Manhattan 

Abraham  Kahn 

48 

L.  I.  C.  Hospital 

May  9 

Manhattan 

Julius  A.  Klahs 

57 

Detroit 

June  9 

Depew 

Walter  C.  Klotz 

66 

P.  & S.  N.  Y. 

June  29 

Manhattan 

Whittlesey  D.  Lester 

66 

Albany 

June  9 

Schenectady 

George  Loewenthal 

42 

Univ.  Berlin 

June  23 

Rhinebeck 

Domenico  C.  Mauro 

53 

Albany 

June  14 

Mechanicville 

William  B.  May 

83 

Buffalo 

June  28 

Menands 

Alexander  McNamara 

81 

Buffalo 

July  1 

Lockport 

James  M.  Neary 

52 

N.  Y.  Horn. 

July  10 

Brooklyn 

Allen  M.  Ottman 

66 

Albany 

June  20 

Rochester 

Roy  A.  Page 

70 

N.  Y.  Horn. 

April  27 

Elmira 

Nils  G.  Rosen 

62 

Univ.  & Bell. 

June  21 

Brooklyn 

Hannah  M.  Stone 

47 

N.  Y.  Horn. 

July  10 

Manhattan 

Raymond  J.  Stoup 

63 

Syracuse 

June  11 

Syracuse 

Timothy  D.  Sullivan 

68 

Jefferson 

July  6 

Manhattan 

Lee  C.  Van  Wagner 

71 

N.  Y.  Univ. 

June  25 

New  Berlin 

Oscar  Watson 

73 

P.  & S.  N.  Y. 

July  10 

Brooklyn 

John  H.  Weckel 

84 

N.  Y.  Univ. 

June  30 

Syracuse 

Hans  Weil 

43 

Munich 

May  8 

Mount  Vernon 

STERILIZATION  OF  THE  AIR  BY  A GERMICIDAL  MIST 


The  effective  sterilization  of  air  by  a germicidal 
mist  is  reported  in  Science  by  Drs.  O.  H.  Robert- 
son, Edward  Bigg,  Benjamin  F.  Miller,  and 
Zelma  Baker,  of  the  University  of  Chicago 
Medical  School,  notes  the  Medical  Record. 
According  to  Dr.  Arthur  C.  Bachmeyer,  associ- 
ate dean  of  the  Division  of  the  Biological  Sciences 
of  the  medical  school,  the  method  promises  to 
achieve  sterile  air  in  sick  rooms  and  crowded 
places,  as  well  as  in  industrial  fields,  and  to  re- 
duce markedly  the  spread  of  such  infections  of 
the  upper  part  of  the  respiratory  tract  as  pneu- 
monia and  common  colds.  Its  possible  applica- 
tions in  war  conditions  are  widespread,  accord- 
ing to  Dr.  Bachmeyer,  particularly  with  regard 
to  the  problem  of  germ-laden  air  in  such  places 
as  air-raid  shelters  and  barracks.  Two  medical 
groups  in  England  are  already  working  in  this 
field,  though  their  results  in  war  experiences  have 
not  been  reported. 

The  germicidal  mists,  or  aerosols,  found  ef- 
fective by  the  investigators,  consist  of  minute 
droplets  of  propylene  glycol.  The  effectiveness 
comes  from  the  fact  that  each  droplet  of  the  aero- 
sol contains  the  same  concentration  of  the  effec- 
tive chemical  substance  as  does  the  parent  solu- 
tion and,  therefore,  the  antibacterial  agent  is 


enabled  to  act  in  high  concentration  on  bacteria 
suspended  in  the  air.  In  the  quantities  employed 
the  product  appears  to  have  no  poisonous  effect 
on  humans. 

These  investigators  tested  both  the  spraying 
of  the  mist  on  bacteria  and  the  spraying  of  bac- 
teria into  the  mist,  which  would  be  tantamount 
to  a cough  or  sneeze.  They  found  the  mist  ef- 
fective in  destroying  the  bacteria  in  both  in- 
stances. 

Hitherto,  sterilization  has  been  effected  by  the 
application  of  germicides  to  germ-laden  objects 
(such  as  floors,  furniture,  or  instruments)  by 
fumigation,  or  by  ultraviolet  rays.  In  the  first 
method  the  air  is  not  affected.  In  the  second, 
the  fumigating  compound  is  poisonous  to  hu- 
mans as  well  as  germs  and  cannot  be  used  to  kill 
the  bacteria  in  the  presence  of  humans.  Dr. 
Bachmeyer  suggests  that  the  aerosol  method  is 
likely  to  be  more  effective  and  less  costly  than 
the  ultraviolet  ray  equipment.  While  the  ef- 
fectiveness of  the  germicidal  spray  in  the  reduc- 
tion of  diseases  of  the  upper  part  of  the  respira- 
tory tract  cannot  be  gaged  accurately  without 
extensive  clinical  studies,  he  said,  the  approach 
is  in  keeping  with  efforts  of  scientists  to  prevent 
as  well  as  cure  disease. 
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The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional  statements  in  this  advertisement  are  accept- 
able to  the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 

AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York,  N.  Y. 


(i) 

1939.  Accepted  Foods  and  Their  Nutritional  Significance,  Council 
on  Foods  of  the  American  Medical  Association,  Chicago. 


A.  Oh  yes.  Canning  does  not  influence  the  biological  values 
of  proteins.  And,  of  course,  the  proteins  of  meats  are 
excellent  sources  of  the  essential  amino  acids.  0 ) 


Q.  Are  the  proteins  of  canned  meat  of  high  biological  value? 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Hospital  News 

Defense  Demands  Causing  a Nurse  Shortage 


HOSPITALS  around  the  state  are  reporting 
that  the  defense  demands  are  draining 
away  their  supply  of  competent  nurses.  As  one 
newspaper  puts  it,  “the  American  nurse,  angel  of 
mercy,  ministering  to  the  sick  and  wounded, 
whose  courage  and  skill  have  made  her  an  idolized 
figure  and  blazed  her  name  on  the  pages  of  history 
in  every  struggle  that  the  nation  has  faced,  is 
answering  the  call  for  6,000  of  her  profession,” 
and  the  shortage  of  nurses  “is  moving  into  the 
acute  stage.” 

To  take  one  example  out  of  many,  “the 
Syracuse  hospitals  find  themselves  facing  a 
shortage  of  trained  registered  nurses  that  is 
daily  taking  on  more  serious  proportions,”  re- 
ports the  Post  Standard  of  that  city. 

University  Hospital  Hard  Hit 

It  seems  that  while  every  hospital  is  feeling  the 
loss  of  its  trained  nurses,  University  Hospital  is 
the  hardest  hit. 

Dr.  Louis  M.  Hickernell,  superintendent,  said 
that  the  number  of  nurses  who  have  left  that 
hospital  has  made  it  necessary  to  close  one  of 
the  smaller  pavilions,  which  means  that  all  of 
the  beds  in  it  must  remain  empty. 

“This  hospital,  like  every  other  hospital  in 
Syracuse,  is  anxious  to  cooperate  100  per  cent 
with  the  national  defense  program,”  said  Dr. 
Hickernell,  “but  our  situation  as  to  a sufficient 
supply  of  experienced  trained  nurses  is  taking 
a serious  turn.  With  industry  working  at  top 
speed  and  pressure  being  applied  to  keep  it  so, 
the  home  front  must  receive  serious  considera- 
tion. 

“Undoubtedly  we  are  going  to  lose  many 
more  of  our  trained  nurses.  War  has  a glamour 
for  them  as  it  does  for  all  patriotic  citizens  when 
the  nation  and  its  liberties  are  threatened. 

“This  emotional  disturbance  often  blinds  one 
to  other  duties.  Unquestionably  we  must  have 
some  trained  nurses  at  home.  It  takes  courage 
to  go  to  war,  but  it  often  takes  more  courage  to 
remain  at  home,”  he  remarked. 

“Our  span  of  life  has  been  steadily  increasing. 
In  the  past  150  years  the  average  span  has  risen 
from  31  years  to  62  years.  There  has  been  a rise 
since  the  last  war.  This  means  that  every  com- 
munity has  more  older  people  than  in  years 
past  and  old  people  are  more  likely  to  become  ill 
than  young  people.  Then  we  have  these  added 
men  in  high  speed  industry  and  every  walk  of 
life  living  under  a tremendous  strain.” 

Male  Nurses  Help 

Dr.  Hickernell  said  that  at  University  Hospital 
work  of  the  depleted  staff  of  trained  nurses  is 
being  lightened  as  much  as  possible  by  male 
nurses  and  by  men  who  are  being  enlisted  to 
assist  in  the  capacity  of  orderlies.  Practical 
nurses  from  schools  in  Rochester  and  Albany 
have  been  brought  in  to  assist.  Other  hospitals 
are  taking  steps  to  supply  helpers  for  their 
trained  nurses. 

The  hospital  council,  composed  of  members  of 
the  executive  staffs  of  University,  Memorial, 


Crouse-Irving,  St.  Joseph,  Syracuse  General, 
St.  Mary’s,  and  City  hospitals,  in  cooperation 
with  the  local  Red  Cross  chapter,  has  conducted 
a volunteer  survey  and  set  in  motion  the  or- 
ganization of  two  groups,  with  Miss  Miriam 
Curtis,  superintendent  of  Memorial,  as  chairman 
of  a committee  on  volunteer  service  subsidiary 
workers. 

Group  Organized 

One  group,  the  “Grey  Ladies,”  already  has 
been  organized,  recruited  from  the  hospital 
auxiliaries.  This  group  comprises  189  women 
who  are  taking  a course  of  twelve  lectures  extend- 
ing over  a month’s  time.  Mrs.  Ralph  Haven  is 
chairman  of  this  group.  When  they  have  com- 
pleted their  course  they  will  be  uniformed  and 
take  up  their  duties. 

The  “Grey  Ladies”  will  have  eight  committees. 
The  hostess  committee  will  take  over  such  duties 
as  directing  visitors  at  the  hospitals,  regulating 
visiting  hours,  and  other  functions.  The  visiting 
committee  will  work  among  convalescent  pa- 
tients, reading  to  them,  writing  letters  for  them, 
doing  errands,  and  performing  other  services. 
The  library  committee  will  provide  and  aid  in 
selecting  books. 

Work  with  Children 

The  children’s  committee  will  work  among 
children  patients.  The  ward,  clinic,  and  secre- 
tary committee  will  take  over  such  duties  as 
answering  telephones,  taking  and  delivering 
messages,  procuring  charts  from  the  record  room, 
and  assisting  nurses  in  many  other  ways.  The 
surgical  dressing  committee  will  make  and  pre- 
pare dressings.  A sewing  committee  will  sort, 
mend,  and  store  linens,  and  the  flower  committee 
will  collect,  distribute,  and  arrange  flowers, 
Miss  Curtis  explained- 

This  fall  the  more  important  hospital  aid  or 
“Pink  Lady”  committee  will  be  organized 
through  the  Red  Cross  chapter.  This  committee 
will  receive  a short  course  of  one  hundred  hours 
of  intensive  nursing  training  under  a paid  in- 
structor which,  it  is  hoped,  the  Red  Cross 
chapter  will  be  able  to  finance. 

Another  contemplated  step  is  a call  to  trained 
nurses  who  have  married  and  ceased  the  practice 
of  their  profession.  It  is  probable,  Miss  Curtis 
said,  that  these  trained  women  will  be  asked  to 
volunteer  their  services  for  a few  hours  a day, 
and  it  is  expected  that  if  such  a call  is  issued 
that  there  will  be  an  excellent  response. 

Medical  Care  Offered  in  New  Hospital 
Plan 

COMPLETED  plans  for  provision  of  medical, 
as  well  as  hospital,  care  for  persons  of 
limited  income  are  announced  by  the  Associated 
Hospital  Service,  which  serves  1,250,000  sub- 
scribers in  the  metropolitan  area  at  a cost  of 
3 cents  a day. 

[Continued  on  page  1598] 
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THE  CHAS.  B.  TOWNS  HOSPITAL 

41  SUCCESSFUL  YEARS 

TREATING  DRUG  AND 
ALCOHOL  CASES 

EXCLUSIVELY 

293  Central  Park  West,  New  York,  N.  Y. 


HOW  COME— A SANITARIUM? 


AN  OPEN 
INSTITUTION 

• 

AUTHORITATIVE 

INFORMATION 

ON  POST-MEDICAL 
ASSISTANCE  IN 
ALCOHOLISM 
ON  REQUEST 


The  private  practitioner  may  wonder  at  times  what 
circumstances  or  impulses  lie  back  of  the  establishment 
of  an  institution  in  the  care  and  treatment  of  certain 
cases. 

To  many  persons,  a change  of  business  or  business 
location  merely  signifies  a failure  or  a move  to  a more 
lucrative  field.  In  a mercenary  world  of  their  own,  it  is 
inconceivable  to  such  people  that  any  human  being 
might  make  a change  primarily  to  serve  others  better 
or  to  provide  a service  to  others  that  they  have  been 
unable  to  obtain. 

Yet  there  are  such  individuals  and  we  hear  of  them 
continuously  in  science  and  medicine.  We  find  it  often 
a case  in  medical  men  who  devote  their  lives  to  providing 
special  sanitariums  for  the  service  of  their  colleagues. 


The  medical  director  of  an  excellently  planned  and 
operating  institution  explains  the  creation  of  his  sani- 
tarium as  the  realization  of  a community  need.  In  his 
own  words,  after  nine  years  of  private  practice  he  felt 
compelled  either  to  drift  unhappily  with  make-shift 
facilities  available  or  establish  a hospital  unit  where 
proper  and  scientific  care  could  be  developed  for  cer- 
tain types  of  patients  who  require  special  “operating 
settings.,, 

The  undertaking  cited  is  not  an  exception.  Most  of 
the  fine  institutions  serving  the  medical  profession  have 
been  inaugurated  because  of  equally  fine  motives. 

Of  course  it  takes  more  than  a “fine  motive”  to  make 
a useful  service,  but  it  does  help  and  does  serve  to  estab- 
lish greater  confidence  in  the  efficiency  of  the  service. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physidan-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 

WOODLAWN  SANITARIUM,  INC. 

For  Medical  and  Surgical  Cases 

Complete  modern  equipment,  including  X-Ray,  fluoroscope  and 
combination  incubator  and  oxygen  tent  for  infants. 

412  East  238th  Street  Bronx,  A.  Y, 

Telephone  FAirbanks  4-3601 
See  also  our  adv.  p.  49a  Medical  Directory 

DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.Y.C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildinss. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *TEL.  4-1143 

iJSh  ‘INTERPINES’ 

<3o>h«„,  N.  y. 

Ethical  — Reliable — Scientific 

Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 

BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.,  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physidan-in-Charge 

Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
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[Continued  from  page  1596] 

The  new  plan,  announced  by  Dr.  S.  S.  Gold- 
water,  president  of  the  service,  will  give  sub- 
scribers hospital  care  and  service  in  wards  and 
will  pay  physicians’  fees  for  the  hospitalization 
period. 

Hospitals  and  physicians  in  New  York  and  11 
neighboring  counties  have  been  invited  to  par- 
ticipate in  the  program.  Dr.  Goldwater  said 
that  subscribers  will  be  admitted  as  soon  as  a 
sufficient  number  of  hospitals  and  doctors  have 
been  enrolled. 

The  combined  service  will  be  limited  to  indi- 
viduals earning  $1,200  a year  or  less,  couples  with 
a combined  income  of  $1,680,  and  families  with 
$2,100. 

Community  Medical  Care  Inc.,  a new  organi- 
zation representing  the  physicians,  and  the  As- 
sociated Hospital  Service  will  share  the  fees 
equally. 

The  counties  in  which  the  service  will  operate, 
in  addition  to  the  five  of  New  York  City,  are 
Nassau,  Suffolk,  Westchester,  Putnam,  Dutchess, 
Columbia,  Ulster,  Orange,  Rockland,  Sullivan, 
and  Delaware. 


Cost  to  subscribers  will  be  only  slightly  higher 
than  that  now  charged  for  hospital  service 
alone.  Individuals  will  pay  $12  a year  and 
families  $27,  regardless  of  the  number  of  children. 
Maternity  care  is  included  in  the  latter  rate. 

The  present  plan  costs  an  individual  $9.60  a 
year  and  a family  $24. 

Newsy  Notes 

The  Oneida  City  Hospital  has  purchased  a new 
x-ray  machine  at  a cost  of  $9,880. 


The  Onondaga  General  Hospital  has  a new 
ambulance,  described  in  the  local  press  as  “a 
veritable  hospital  on  wheels.” 


The  Roosevelt  Hospital,  New  York  City,  in 
conjunction  with  its  Allergy  Department  has 
opened  a new  eczema  clinic  for  the  study  and 
treatment  of  eczema  from  infancy  to  six  years 
of  age.  The  clinic  is  held  on  Wednesdays  from 
9:30  to  11:00  a.m. 


Prize  Essays 

npHE  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition 
■**  at  the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
April  27,  1942,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original 
essay  on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of 
the  Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition  are 
residents  of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  Prize  for  which  the 
essay  is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a 
motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  having 
on  the  outside  the  same  motto  or  device  and  containing  the  name  and  address  of 
the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  the  prize  automatically  becomes  the  property  of  the  Medi- 
cal Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1,  1942,  and  sent  to  the  Chair- 
man of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New 
York,  292  Madison  Avenue,  New  York. 

Chas.  Gordon  Heyd,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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THE  MAPLES  INC.,  OCEANSIDE,  L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


CREST  VIEWr 

N I T A R I U M 


Phone 

- i ■■  .a  GREENWICH 

Sanitarium  7?3 

f For  Nervous,  Mildly  Mental,  Digestive  and  Cardiovascu- 
lar cases,  and  special  care  for  ELDERLY  PATIENTS. 
Quiet,  refined,  homelike.  25  miles  from  N.  Y.  City. 
Moderate  rates. 

f.  ST.  CLAIR  HITCHCOCK,  M.o.,  Director 

275  NORTH  MAPLE  AVE.,  GREENWICH,  CONN. 


GLENMAR Y 

SANITARIUM 

For  individual  care  and  treatment  of  selected  number  of  Nervous 
and  Mental  cases,  Epileptics,  and  Drug  or  Alcoholic  addicts. 
Strict  privacy  and  close  cooperation  with  patient’s  physician  at 
all  times.  Successful  for  over  50  years. 

ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO,  TIOGA  CO..  N.  Y. 


PASTIME  FOR  INVALIDS 


Sanitariums  are  well  able  to  supply  diversions  for 
invalids  and  convalescents.  It  isn’t  always  so  easily 
and  efficiently  taken  care  of  when  the  patient  is  confined 
to  his  or  her  own  house. 

Every  physician  knows  how  irksome  an  illness  can 
become  especially  in  the  stages  when  pain  and  immo- 
bility are  less  acute.  Yet  this  need  not  be  made  a time 
of  thorough  misery  even  in  the  home  nor  should  the 
patient  be  permitted  to  indulge  in  absolute  inactivity. 

Prescribing  amusement  may  appear  a trifle  far-fetched 
to  many  physicians,  although  it  is  not  unlikely  that  they 
would  enjoy  a good  dose  of  this  kind  of  medicine  many 
times  themselves.  There  are  a thousand  and  one  ways 
to  banish  monotony,  and  a physician  might  also  add  to 
his  “how  do  you  feel  today” — a “what  have  you  been 
doing?” 

A physician  recognising  how  much  a diverted  mind  can 
aid  in  speeding  recovery  would  not  hesitate  to  store  up 
a good  knowledge  of  simple  amusements  that  he  might 
suggest  and  change  each  day.  Books  and  radio  will  pall 
if  a person  has  to  spend  days  reading  or  listening. 

Sometimes,  the  patient  will  hit  upon  some  simple 
amusement  himself  that  may  eventually  prove  to  be  not 
just  a pastime  but  the  foundation  for  a future  life  work 
when  fully  recovered.  There  is  the  case  of  a poorly 
educated  man  laid  up  with  a broken  leg.  In  some 
manner  he  discovered  the  idea  of  dictionary  research 


work.  Perusing  a page  a day  as  religiously  as  some 
folks  do  the  Bible,  he  marked  down  all  words  new  and 
unusual  to  him.  These  he  pored  over  the  rest  of  the  day. 
It  is  not  at  all  strange  and  startling  that  this  man  became 
a most  interesting  talker  after  convalescence. 

There  are  hundreds  of  other  amusements  just  as  in- 
expensive and  constructive  that  are  safe  and  untiring 
physically.  And  just  as  many  that  provide  enough 
activity  to  keep  muscles  and  joints  supple.  There  are  a 
number  of  simple  handicrafts  for  both  men  and  women, 
there  are  games  and  many  objects  that  can  be  made 
from  common  and  inexpensive  materials. 

Musical  instruments  (of  a sane  type)  may  also  provide 
the  means  of  whiling  away  time  constructively.  Corre- 
spondence courses  are  available  when  teachers  are  not. 

If  you  do  not  feel  up  to  being  an  amusement  director, 
a word  to  a member  of  the  patient’s  family  will  often 
serve  as  well.  There  are  many  books  on  the  market 
that  will  provide  pages  and  days  of  “something  to  do” 
for  the  man,  woman  or  child  who  can’t  get  about. 

One  of  these  books,  published  in  England  and  com- 
piled by  a woman  with  keen  interest  in  the  matter,  con- 
tains even  such  interesting  items  as  character  reading 
from  the  face,  character  told  by  handwriting,  tricks  with 
cards,  training  the  voice,  writing  short  stories,  writing 
poetry,  sketching  with  pen  and  pencil,  and  among  many 
other  suggestions  a chapter  on  ten-minute  amusements. 


PINE  WOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene.  Emphasizing 
diagnosis  and  treatment  of  Neuro-psychiatric  cases. 

In  addition  to  the  usual  forms  of  treatment  (occupational  therapy, 
physiotherapy,  outdoor  exercise,  etc.)  we  specialize  in  more  specific 
techniques.  Insulin,  Metrazol  and  Electro  shock.  Psychological  and 
physiological  studies.  Psychoanalytic  approach. 

DR.  JOSEPH  EPSTEIN.  Physician-in-Charge 
Dr.  Barnett  Rosenblum  1 Resident  Tel:  KATONAH  775 

Dr.  Abram  Lichtyger  ) Physicians  YONKERS  5786 

N.  Y.  Office:  25  West  54th  St.  Tues.  & Fri.  by  appointment 
Circle  7-2380 

TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates— Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 

LOUDEN-KNICKERBOCKER  HALL1' 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 
Full  information  furnished  upon  request 
1 JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 
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A PRIVATE  SANITARIUM  for  the  individual  care  and 
treatment  of  nervous,  mildly  mental  patients,  toxic  conditions 
and  habit  problems.  Located  in  central  Connecticut,  limited 
to  33  selected  patients. 

25  Marlborough  SI.,  PORTLAND,  CONN. 

Tel.  : MIDDLETOWN  881 

CARL  P.  WAGNER,  M.D.  V.  GERARD  RYAN,  M.D. 

Physician-in-Charge  Associate 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 
HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


FALKIRK 

• IN  THE  ♦ 

R AM AP  OS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


BRUNSWICK  case^for  the’ai 

Hf\  li  r A Private 
v lYl  k Sanitarium 


Convalescents,  post 


. for  the  aged  and 
infirm  and  those  with 
other  chronic  and  nerv- 
ous disorders. 


Broadway  and  Louden  Avenue 
AMITYVILLE,  L.  I— Phone:  1700,  01,  02 

N.  Y.  Office— 67  W.  44th  Street 
Tel:  MUrray  Hill  2-8323 
C.  L.  MARKHAM,  M.D.,  Supt. 


Separate  accommoda- 
tions for  nervous  and 
backward  children. 
Physicians’  treatments 
rigidly  followed. 


GREENMONTonHUDSON 

ESTABLISHED  1880  BY  DR.  PARSONS 

For  special  care  and  treatment  of  Nervous  and  Mental  Disorders. 
Convalescents,  and  selected  cases  of  Alcoholism.  Unusual  home- 
like atmosphere.  State  licensed.  Moderate  rates.  45  minutes 
from  New  York  City. 

EDMUND  J.  BARNES,  M.D.,  PHYSICIAN  IN  CHARGE 

OSSINING,  N.  Y.  — OSSINING  1989 


COLLECTIONS 

Specialists  in  the  Collection  of  Professional  Accounts 

Send  card  or  prescription  blank  for  details 

NATIONAL  DISCOUNT  &,  AUDIT  CO. 

Herald  Tribune  Bldg. — New  York 
Representatives  in  all  parts  of  the  United  States  and  Canada 


OUR  LATIN  AMERICAN  COLLEAGUES 


In  twenty  Latin  American  countries,  according  to 
recent  checked  figures  of  a mail  service  company,  there 
are  40,260  physicians,  12,700  dentists,  20,687  druggists 
and  3,753  hospitals. 

In  number  of  physicians  they  rank — Argentina  10,787 
— Brazil  10,203 — Mexico  4,460 — Cuba  2,992 — Colombia 
2,558 — Chile  1,930 — Uruguay  1,605 — Venezuela  1,085 — 
Peru  952 — Ecuador  775— Puerto  Rico  567 — Bolivia  385 — 
Salvador  368 — Honduras  289 — Dominican  Republic  273 
— Guatemala  251-^Nicaragua  243 — Paraguay  238 — 
Costa  Rica  160 — Panama  139. 

Some  comparison  of  the  distribution  of  physicians  in 
these  countries  may  be  made  with  our  own  country. 
Greater  New  York  alone  has  some  3,000  more  physicians 
than  the  top-ranking  Latin  American  country.  Yet  the 
metropolis  has  5,000,000  less  in  population. 

In  hospitals  the  same  order  of  rank  holds  generally 
true  with  but  a few  changes.  Argentina  with  640  hos- 
pitals is  about  on  par  with  New  York  State  (exclusive  of 


Greater  New  York).  In  the  Latin  American  countries 
there  are  only  six  with  more  than  100  hospitals.  Thirty- 
two  of  our  States  contain  more  than  100. 

In  the  number  of  dentists  practicing  in  Latin  America 
there  is  a greater  shift  in  the  order  of  rank.  Mexico, 
third  in  physicians  and  fourth  in  hospitals  drops  to 
seventh  in  doctors  of  dentistry.  Argentina  again  leading 
with  a total  of  3,713  has  about  the  same  number  as  our 
third  ranking  State — Pennsylvania,  and  about  one-third 
as  many  as  New  York  State  complete. 

In  druggists,  the  countries  rank  practically  the  same 
as  for  physicians.  Argentina  leads  with  5,217  and  com- 
pares closely  with  our  leading  State — New  York  with 
6,610.  Panama  with  only  9 has  twenty-seven  less  than 
the  State  of  Nevada  which  ranks  lowest  in  this  country 
with  its  36  drug  stores. 

We  have  a drug  store  to  fill  the  prescription  of  every 
2.5  physicians.  Latin  America  has  one  drug  store  for 
every  2 doctors. 


The  need  for  vitamins  and  minerals  knows  no 

SPRING. ..SUMMER. ..FALL. ..WINTER 


season... 


VI-SYNERAL 

U.  S.  Vitamin  Corp.,  New  York,  N.  Y. 


supplies  both  . . . Vitamins  A,  Bi,  B2(G),  C,  j 
D,  E,  and  other  B complex  factors,  fortified  with  'j 
eight  essential  minerals — in  Funk-Dubin  balances,  j 
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lates  per  line  per  insertion: 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Jopy  must  reach  us  by  the  20th  of  the  month  for  issue  of  First 
,nd  by  the  5th  for  issue  of  Fifteenth 


Sanitarium  established  18  years  specializing  in  dietetics  for 
those  taking  the  Saratoga  Springs  Rest  Cure.  Clientele  primarily 
obtained  through  medical  recommendations.  Basic  rates  $35.00- 
$50.00  weekly.  Twenty  guests  comfortably  accommodated. 

M.  L.  Halligan,  R.N.  “Yiasana”  Saratoga  Springs 


PHYSICIANS  EQUIPMENT  FOR  SALE 


Microscopes,  Autoclaves,  Sterilizers,  Centrifuges,  Quartz  Lamps, 
Fluoroscopes,  Short  Waves  and  Hospital  Equipment.  Trade  ins 
welcome.— ATLAS  SURGICAL  SUPPLY  CO.,  175  Second  Ave., 
N.  Y. 


:000  PRESCRIPTIONS  $2.95  • Rag  Content  Parchment  Paper  • 
Quality  Printing  • Pads  of  100. 

J0STAL  PRINTING  CO.,  Mail  Order  Printers  For  Professionals. 
558  Ralph  Ave.,  Brooklyn  • Phone  President  3-8181. 


PRACTICE  FOR  SALE 


Thirty  Year  general  medical,  surgical  practice,  good  deal  genito- 
urinary; access  records;  good  income;  going  South — September. 
Box  746,  N.  Y.  State  Jr.  Med. 


WANTED 


100K  Manuscripts  Wanted.  Works  of  public  interest  on  all 
ubjects.  Write  for  free  booklet.  Meador  Publishing  Company, 
>24  Newbury  Street,  Boston,  Mass. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


PLENTY  OF  TRAVEL  AVAILABLE 

If  anyone  imagines  that  this  current  war  has  sabotaged 
ravel  opportunities,  they  need  only  watch  the  press  and 
he  magazines — or  check  at  some  travel  bureau. 

For  the  Summer  only,  there  are  seventy-one  tours 
tffered  by  rail,  forty-two  by  air  and  thirty-four  by  water. 
This  does  not  include  countless  conducted  tours  by  bus 
md  special  cars,  and  many  many  more  not  listed  in 
hose  featured  most  prominently. 

There  is  hardly  any  lack  of  opportunity  to  enjoy  an 
inusual  vacation  despite  the  closed  gates  of  Europe. 

Perhaps,  at  last,  many  Americans  are  learning  that 
here  is  no  place  like  home  even  for  travel  adventure — 
md  that  there  are  more  sights  to  behold  in  this  Hemi- 
phere  than  in  many  over-rated  vacation  lands  across 
he  seas. 


SCHOOLS 


2>a  If  cue  f/eed  a ^l^iauted 
Medical  AiAiilcuti? 


/GRADUATES  with  twelve  months  intensive  train- 
(xing  in  laboratory  techniques,  apparatus  and 
Z/  secretariat.  High  School,  College,  Nursing  or 
Business  School  Background.  Intelligent  assistants 
possessing  personality,  ability  and  all  the  requisites 
essential  to  the  trained  Medical  Office  Assistant. 


MUrray  Hill  Ma*lAl  ScltOol 

for 

MEDICAL  ASSISTANTS 

Licensed  by  the  State  of  New  York 


CAPABLE  ASSISTANTS 


Our  free  placement  service  will  be  glad  to  help  you  select  ex- 
actly the  right  assistant.  Paine  Hall  graduates  are  girls  of  character, 
intelligence,  appearance — thoroughly  qualified  to  assist  in  office 
and  laboratory;  trained  in  haematology,  blood  chemistry,  urin- 
alysis, clinical  pathology,  medical  stenography,  bookkeeping. 
Address  inquiries  to  C.  R.  Porter,  Principal. 


Established  CC 

iatntTKtVi 

Licensed  by  the  State  of  New  York 


101  W.  31st  St 
New  York 
BRyant  9-2831 


PRESCRIBE  OR  DISPENSE  ZEMMER 

Pharmaceuticals,  Tablets,  Lozenges,  Ampules,  Capsules,  Ointments,  etc. 
Guaranteed  reliable  potency.  Our  products  are  laboratory  controlled. 
Write  for  general  price  list. 

THE  ZEMMER  COMPANY  nv 

Chemists  to  the  Medical  Profession  Oakland  Station  Pittsburgh,  Penna. 
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ORTHO  DIAPHRAGMS 


Double  Dipped... 

FOR  DOUBLE  PROTECTIO( 

• A diaphragm  is  only  as  good  as  the  protection  it  gives  your  patient.  Ortho  Diaphragms  a 
double  dipped  with  precision  machinery.  The  picture  above  shows  our  severe  test  for  ur 
formity  of  construction.  Standard  sizes  $ i .50  on  Rx;  $ 1 .00  to  the  profession  from  your  deak 

ORTHO  PRODUCTS,  INC.,  LINDEN,  NEW  JERSEY 


COPYRIGHT  1941.  ORTHO  PRODUCTS.  INC. 
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RACEPHEDRINE 


On  local  application  to  the  nasal  mucous 
membrane,  Solution  Racephedrine 
Hydrochloride  (Upjohn)  diminishes 
hyperemia  and  reduces  swelling,  thus 
bringing  comforting  relief  to  the  hay 
fever  patient. 

Administered  orally,  Capsules  Racephe- 
drine Hydrochloride  (Upjohn)  may  be 
useful  to  prevent  asthmatic  attacks,  and 
in  the  treatment  of  hay  fever  and  urticaria. 

RACEPHEDRINE  HYDROCHLORIDE 

(UPJOHN) 

SOLUTION  (I  % in  Modified  Ringer’s  Solution). 
1 oz.  dropper  bottles  and  pints. 

CAPSULES  (%  gr.),  bottles  of  40  and  250 


illlllllllllllilll 


Up  i oli  n 

M.  JP  KALAMAZOO.  MICHIGAN 


FINE  PHARMACEUTICALS  SINCE  1886 
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AMPHOJEL,*  Wyeth’s  Alumina  Gel,  is  becoming  the  preferred  treatment 
for  peptic  ulcer.  Four  striking  features  of  Amphojel  are  recognized  by 
clinicians.  • It  provides  prompt  relief  from  pain  • It  permits  rapid 
healing  of  the  ulcer.  • It  cannot  be  absorbed  and  eliminates  the  hazard 
of  alkalosis  • It  reduces  excess  acidity  without  completely  neutralizing 
the  gastric  contents. 


Amphojel  is  a valuable  adjunct  in  the  treatment  of  melena  and  hemat- 
emesis  when  administered  by  continuous  drip. 


AMPHOJEL 

Wyeth's  Alumina  Cel 

Fluid  Antacid  . . Adsorbent 

One  or  two  teaspoonfuls 
either  undiluted  or  with  a 
little  water,  to  be  taken  five 
or  six  times  daily,  between 
meals  and  on  retiring. 

Supplied  in  12-ounce  bottles 


FOR  THE  CONVENIENCE  OF 
AMBULATORY  PATIENTS 

Wyeth’s  Hydrated 

ALUMINA  TABLETS 

Antacid 

One-half  or  one  tablet  in 
half  a glass  of  water.  Repeat 
five  or  six  times  daily  be- 
tween meals  and  on  retiring. 

Supplied  in  boxes  of  60  tablets 


‘REG.  U.S.PAT.  OFF. 


WYETH 


TH  i R, 


I N C 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


1605 


( Number  jour  in  a series  of  six.) 


ydtoto  ItaA. ■ the  mentality  puun  yoihuc 
hemonnhaye  due  to-  ulcen  been  neduced 
in  one  UoAfUtal  jfnxun  <2?%  to-  3%?" 


The  administration  of  Amphojel  by  the  continuous  intra-gastric 
drip  method  has  resulted  in  a greatly  reduced  mortality  in 
cases  of  gastric  hemorrhage  due  to  peptic  ulcer. 


AMPHOJEL 

S^tmwna, 

PHILADELPHIA,  PENNSYLVANIA 
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| Hematinic  Plastules*  are  effective  in  small  closes  because 
they  provide  a soluble  ferrous  iron,  readily  available  for 
conversion  into  hemoglobin.  Hematinic  Plastules  Plain,  one  three  times 
daily,  is  the  suggested  dose  for  the  treatment  of  iron  deficiency  and 
secondary  anemias. 

The  effective  minimal  dosage  of  Hematinic  Plastules  makes  this 
modem  iron  therapy  easy  to  take,  economical  to  use. 

When  you  think  of  iron — 

HEMATINIC  PLASTULES  PLAIN 

Suggested  dosage— 1 T.  I.  D.  after  meals, 
or 

HEMATINIC  PLASTULES  with  LIVER  CONCENTRATE 

Suggested  dosage  — 2 T.  I.  D.  after  meals. 

BOTTLES  OF  50  AND  100 


OVININE  COMPANY 

ICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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ECONOMICS  . . . AN  ETHICAL, 

PRACTICAL  PLAN  FOR  BETTERING  YOUR 
INCOME  FROM  PROFESSIONAL  SERVICES. 

Send  card  or  prescription  blank  for  details. 

CRANE  DISCOUNT  CORPORATION 

Representatives  throughout  U.  S.  and  Canada 

30  W.  41st  St.,  N.  Y.  City  LOngacre  5-2943 


HYCLORITE 

ANTISEPTIC 

For  irrigating,  swabbing,  and 
dressing  infected  cases  wherever 
an  antiseptic  is  needed. 

For  Hand  and  Skin  Sterilization 
Accepted  by  the  Council  on  Tq  fl  Dakin’s  Solution 

?S%S^lESS  of  Correct  Hypochlorite 
Association  (N.  N.  R.)  Strength  and  Alkalinity. 

NON-POISONOUS  Practically  NON-IRRITATING 
Comprehensive  literature  on  request 

BETHLEHEM  LABORATORIES 

INCORPORATED 

300  Century  Building  Pittsburgh,  Pa. 


1608 


=5^ 


u£  ut,tr  ™AT  ,?4,SED  STANDARD 

0f  ioO'MILLIAM(>&>£  radiograph y 


The  General  Electric  X-Ray  way  of  creating  a \ " 
new  diagnostic  x-ray  unit  is  to  make  one  to  produce  * 
finer  radiographs  than  are  being  obtained  with  exist-  \ 
ing  equipment  in  the  same  range.  » 

This  ideal — established  with  the  cooperation  of  the  » 
roentgenological  profession  — inspires  the  engineers 
who  design  new  G-E  apparatus.  And  this  same  ideal 
governs  the  jury  charged  with  testing  the  unit  radio- 
graphically as  it  advances  from  a crude  hand-made 
model  to  the  finished  product  by  a process  of  chang- 
ing and  testing  until  the  jury  is  completely  satisfied. 

The  process  is  costly  but  unique  and  part  of  the  secret 
of  the  success  of  Units  like  the  Model  R-39  Combina- 
tion X-Ray  Unit — the  unit  that  raised  the  standard  of 
100-milliampere  radiography. 

Convincing  evidence  of  the  new  standard  is  the  ex- 
perience of  358  Model  R-39  users.  More  convincing 
still  would  be  a radiographic  test  of  your  own.  To 
arrange  this,  simply  clip,  fill  in,  and  mail  the  conven- 
ient coupon. 


\ 

\ 

□ I would  like  a copy  of  the  R-39  catalog.  \ 

□ I would  like  to  make  the  radiograph  test,  i 

I 

I 

I 

1 

I 

Name \ 

I 

l 


Address 


1 

GENERAL  !j|  ELECTRIC  • 

\ X-RAY  CORPORATION 

I 2012  JACKSON  BlVD.  CHICAGO.  III.,  U.  S.  A. 

* ™ 
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-T  OR  three  years  Cobra  Venom  Solution,  H.  W.  & D.,  has  been 
used  clinically  for  relief  of  intractable  pain.  During  this  period 
many  thousands  of  doses  have  been  administered  with  a meas- 
ure of  relief  from  pain  reported  in  50-70%  of  the  cases  treated. 

Cobra  Venom  Solution,  H.  W.  & D.,  is  a purified,  standard- 
ized, sterile  preparation  supplied  in  ampules  for  intramuscular 
injection.  It  has  been  rendered  clinically  acceptable  by  removal 
in  large  measure  of  the  objectionable  hemotoxic  and  proteolytic 
constituents  of  crude  venom,  the  finished  preparation  being 
essentially  a solution  of  cobra  neurotoxin. 


Indications:  Reports  indicate  that  Cobra  Venom  Solution, 
H.  W.  & D.,  is  particularly  helpful  in  relieving  severe  pain 
associated  with  malignant  disease.  It  has  also  been  used  to  re- 
lieve pain  in  certain  forms  of  arthritis,  herpes  zoster, Parkinson’s 
disease  and  other  neurologic  disorders.  In  some  cases  the  solu- 
tion alone  is  effective;  in  others  it  is  necessary  to  use  it  in  con- 
junction with  an  analgesic.  Dosage  of  morphine  and  other  drugs 
may  be  reduced  in  a majority  of  patients. 

The  solution  does  not  produce  the  objectionable  reactions  of 
morphine,  is  not  habit  forming;  the  margin  of  safety  is  wider; 
patients  do  not  develop  tolerance.  Dosage  is  usually  reduced 
rather  than  increased  after  relief  has  been  established.  No 
serious  untoward  reactions  or  changes  in  the  blood  of  vital 
organs  have  been  reported,  but  the  solution  should  be  used 
under  careful  medical  supervision. 


References  : Macht,  D.  I.:  Ann.  Int.  Med..  1938,  11,  1824.  -Macht,  D.  1.. 

Trans.  Am.  Ther.  Soc.,  1940.  40,  62.  - Rutherford,  R.  N.:  New  England  J. 
Med.,  1939,  221,  408.  - Black,  W.  T.:  South.  M.  J.,  1940,  33,  432.  - Kelso,  J. 
W.:  Am.  J.  Obst.  & Gynec.,  1940,  40,  1050.  -Meigs,  J.  V.:  New  England  J 
Med.,  1940,  222,  187.  - Treves,  N.:  M.  Clin.  North  America,  1940,  24  , 695.  - 
Greenhill,  J.  P.:  M.  Clin.  North  America,  1941,  25,  118.  - Greenhill,  J.  P.: 
Year  Book  of  Obstetrics  & Gynecology,  1940  , 357.  - Barr,  D.  P.:  Modern 
Medical  Therapy  in  General  Practice,  1940,  Vol.  1,  40.  - Macht,  D.  I.,  and 
Brooks,  D.  J.:  Proc.  Soc.  Exper.  Biol.  & Med.,  1939,  41,  418.  - Macht,  D. 

I. ,  Sherman,  S.,  and  Brooks,  D.  J.:  Ibid.,  1940,  43,  458.  - McDowell,  M.  M.: 
Med.  Rec.,  1941,  153,  173.  - Steinbrocker,  O.,  McEachern,  G.  C.,  La  Motta 
E.  P.,  and  Brooks,  F.:  J.  A.  M.  A.,  1940, 114,  318,  - Hayman.  M.,  and  Macht 

D.  I.,  Med.  Rec.,  1940,  152,  67.  - Gayle,  R.  F..  and  Williams.  J.  N.:  South. 
M.  J.,  1938,  31,  188.  - Thomas,  L.:  Med.  Rec.,  1940,  152,  109.  - Parsonnet,  A. 

E. ,  and  Bernstein.  A.:  Am.  J.  M.  Sc.,  1940,  200,  581.  - Lee,  L.:  J.  A.  M.  A., 
1941,  116,  216.  - Gottdenker,  F.,  and  Wachstein,  M.:  J.  Pharmacol.  & Exper. 
Therap.,  1940,  69.  117.  - Macht,  M.  B.:  Proc.  Soc.  Exper.  Biol.  & Med.,  1939, 
42,  433  and  436.  - Behan,  R.  J.:  Am.  J.  Surg. , 1940.  50.  460.-  Johnson, W.  M.  ■ 
Ann.  Int.  Med.,  1940.  14,  326.-  Poole,  W.  B.:  Med.  Rec.,  1941,  153  , 288.- 
Bethea,  O.  W.:  Year  Book  of  General  Therapeutics,  1940,  351.  - Drueck.  C. 
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Supplied  in  boxes  of  ten  1 c.c.  size  ampules  of  solution  containing  10  mouse  units  per  c.c. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 
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of  Fine  Leathers  in  SHOES 


are  now  being  rapidly  absorbed  by  careful  customers! 
Going  quickly— all  styles,  colors— to  be  cherished  during 
years  of  apparent  scarcity  ahead. 


PRICE  ADVANCE  IMMINENT! 
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WHAT  IT  MEANS  TO  BE  A DOCTOR 


By  Dwight  Anderson 


Southern  Medicine  and  Surgery: 

“A  valid  argument  against  state  medicine.” 

Bulletin  of  the  Medical  Society  of  the  County  of  Kings  (N.  Y.): 

“A  copy  in  the  waiting  room  of  every  physician  might  do  a 
great  deal  toward  informing  the  public.” 

Southwestern  Medicine: 

“This  is  one  of  the  most  interesting  little  volumes  it  has 
been  our  pleasure  to  come  across  in  our  browsings  through  the 
printed  word.  ...  It  is  a well  conceived,  well  written  piece  of 
work.” 


Butte  (Mont.)  Standard: 

‘‘Requires  only  a few  minutes  for  the  reading,  but  it  has 
great  i mportance.  ’ 

Cincinnati  (Ohio)  Enquirer: 

‘ ‘The  book  affords  a wealth  of  information  to  the  prospective 
medical  student  as  to  what  he  may  expect  in  his  training  and 
practice.” 

Scranton  (Pa.)  Catholic  Light: 

‘‘This  splendid  narrative  brings  home  to  the  reader  in  the 
most  forceful  manner  it  has  ever  been  done,  in  this  reviewer’s 
experience,  ‘What  It  Means  to  Be  a Doctor.’  ” 


96  pages.  Price — Cloth  75 0. 
PUBLIC  RELATIONS  BUREAU 


Medical  Society  of  the  State  of  New  York 

292  Madison  Ave.  New  York,  N.  Y. 
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Maxitate  (Mannitol  Hexanitrate)  is  re- 
puted to  be  the  longest  acting  (5-6 
hours)  vasodilator.  The  gradual  and  pro- 
longed action  of  this  tablet  is  efficacious  in 
the  treatment  of  essential  hypertension  and 
in  forestalling  attacks  of  angina  pectoris 
(Beckman,  "Treatment  in  General  Prac- 
tice”). Worried  and  excitable  patients  with 
essential  hypertension  often  require  a seda- 
tive to  obtain  nervous  relaxation.  Maxitate 
with  Phenobarbital  Tablets  meet  both  re- 
quisites. Your  sample  will  be  sent  on  re- 
quest. Write  for  folder  No.  8 

Maxitate  is  available  at  leading  Pre- 
scription Pharmacies  everywhere. 

R.  J.  STRASENBURGH  CO. 

Pharmaceutical  Chemists  Since  1886 

ROCHESTER,  NEW  YORK 
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Each  sip  of  smooth,  satisfying 
Johnnie  Walker  is  a taste-adven- 
ture— always  enjoyable,  always 
welcome. 

★ 

ITS  SENSIBLE  TO  STICK  WITH 

Johnnie 

\Yalker 

BLENDED  SCOTCH  WHISKY 


Red  Label 
8 years  old 
Black  Label 
/ 2 years  old 
Both  86.8  proof 


CANADA  DRY  GINGER  ALE,  INC.,  NEW  YORK,  N.  Y. 
SOLE  IMPORTER 


New  York  State  Champagne 
and 

Fine  American  Still  Wines 


When  a patient  re- 
quires a superior 
champagne  or  a 
fine  wine  during 
convalescence, 
specify  "Great 
Western". 

Most  good  stores 
sell  genuine 
"Great  Western." 


PLEASANT  VALLEY  WINE  CO. 

Est.  1860  ...  Rheims,  N.  Y. 


b r i o s c H i 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 
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Tie  chief  complaints,  diagnosis, 
age  and  sex  incidence,  grade  of  deformity 
and  trauma  and  treatment  in  conditions  of 
spondylolisthesis  are  discussed  by  an 
orthopedic  surgeon  in  a recent  article.* 
From  a detailed  account  of  the  after 
treatment  following  fusion  operations  for 
this  condition,  we  quote  as  follows:  “We 
prefer  to  keep  our  patients  in  bed  and  on 
the  frame  for  a period  of  six  weeks,  when 
they  are  given  a lumbosacral  support  and 
allowed  to  walk.  When  this  technic  is 
meticulously  carried  out,  the  resulting 
fusion  is  excellent,  as  may  be  seen  from 
the  anteroposterior  and  lateral  roentgeno- 
grams, and  it  extends  from  the  third  lum- 
bar vertebra  to  the  third  sacral  segment.” 

★ ★ ★ 

The  illustrated,  side-lacing  lumbo- 
sacral support  made  by  Camp  allows  of 
reinforcement  of  the  back  by  means  of 
steel  stays. 

The  wide  shaped  piece  of  material  at 
top  of  the  support  comes  to  the  front  at  an 
angle;  experience  shows  that  this  gives 
a still  closer  hugging  of  the  support  to 
the  lumbar  region.  The  fabric  is  of  firm 
coutil. 


*Joumal  American  Medical  Assn., 
Vol.  Ill,  No.  22,  Nov.  26,  1938. 


S.  H.  CAMP  & COMPANY,  JACKSON,  MICHIGAN 

Offices  in:  New  York;  Chicago;  Windsor,  Ont.;  London,  Eng.  World’s  largest  manufacturers  of  surgical  supports 
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Petrolagar*. . . 


As  a Bland  Cleansing  Enema 


• The  effect  of  a Petrolagar  cleansing  enema  is  to  soften  thoroughly  the  inspissated 
stool,  and  help  establish  a complete,  comfortable  bowel  movement.  Petrolagar  serves 
this  purpose  well  because  it  is  miscible  with  water,  a virtue  that  enables  an  even 
dissemination  of  minute  oil  globules  throughout  the  residue  in  the  colon. 

The  Petrolagar  cleansing  enema  is  preferable  to  irritating  soap  solutions  in 
either  the  home  or  the  hospital,  because  of  its  gentle,  but  thorough  softening  action. 

Consider  the  routine  use  of  the  Petrolagar  cleansing  enema  in  the  hospital, 
postoperatively  or  in  obstetrical  cases,  where  normal  bowel  habits  are  temporarily 
disturbed. 


How  to  use:  Mix  3 ounces  of  Petrolagar  Plain  with  water  sufficient  to  make 
one  pint  to  one  quart,  as  desired,  and  administer  by  gravity.  For  retention  enema 
administer  at  body  temperature. 


*Petrolagar — The  trademark  of  Petrolagar  Laboratories,  Inc., 
brand  emulsion  of  mineral  oil  . . . Liquid  petrolatum  65  c.c. 
emulsified  with  0.4  gm.  agar  in  a menstruum  to  make  100  cc. 


Petrolagar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago, 
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Editorial 

You  Can  Lead  a Horse  to  Water,  but — 


Under  the  title  “Health  of  the  Nation 
and  National  Defense”  the  New  England 
Journal  of  Medicine  for  June  12,  1941, 
comments:  “Seventy  per  cent  of  the 
young  men  in  this  country  are  being 
judged  by  proper  authorities  to  be 
physically  unfit  for  ‘full  military  service.’ 
It  is  for  the  medical  profession  on  the 
one  hand  and  the  laity  on  the  other  to 
see  to  it  that  this  percentage  is  materially 
reduced,  not  only  in  times  of  war,  but 
also  in  times  of  peace.” 

With  this  conclusion  we  are  in  all-out 
agreement.  The  Journal  says  further: 
“It  is  idle  to  argue  that  the  Army  regu- 
lations are  unduly  strict;  for  in  modern 
warfare  there  is  no  place  save  for  those 
who  can  ‘take  it.’  ” Modern  warfare 
as  we  hear  of  it  today  was  born  in  the 
laboratory  of  the  revolution  in  Spain. 
Until  1938  the  Army  itself  was  nearly,  if 
not  completely,  devoid  of  any  of  the 
reorganization  and  material  necessary 
to  the  conduct  of  the  high-speed  warfare 
now  being  demonstrated  in  Europe. 
Since  the  demobilization  of  the  armed 
forces  in  this  Nation  following  the  first 
World  War,  we  have  been  seeking  se- 
curity of  a material  and  pacifist  char- 
acter. This  quest  has  been  character- 
ized by  self-indulgence  and  easy  living,  a 
fatuous  faith  in  all  sorts  of  Maginot  lines, 
wide  oceans,  government  spending,  and 
a firm  belief  in  the  validity  of  our  Utopia. 

National  health  cannot  be  imposed 
upon  the  people  by  the  physicians.  It 
must  be  desired  by  the  people  themselves 


and  attained  with  the  advice  and  assist- 
ance of  physicians  and  many  other  co- 
operating agencies.  It  is  evident  that 
the  people  have  been  satisfied  until  now 
with  a state  of  national  health  based 
upon  a low  standard.  Bad  teeth  and 
eyesight  have  in  no  way  interfered  with 
their  ability  to  sign  government  checks, 
nor  have  their  hernias  or  infected  tonsils 
or  perforated  eardrums  precluded  the 
driving  of  automobiles  or  listening  to 
good  advice  over  the  radio.  We  must 
not  forget  that  we  have  been  living  in  a 
civilized  paradise  in  which  everything 
has  been  made  easy. 

Then  the  sudden  imposition  of  a rigor- 
ous physical  examination  by  the  Selective 
Service  boards  and  the  Army  in  a sudden 
abandonment  of  fatuity  in  favor  of 
reality.  And  a hue  and  cry  about  re- 
jections! These  rejections  have  not 
changed  the  condition  of  the  national 
health.  It  is  just  as  good  now,  even 
better,  if  the  falling  national  death  rate 
is  any  index,  as  it  has  ever  been.  But 
it  is  suddenly  being  measured  by  a more 
rigorous  standard.  This  standard  is 
based  upon  the  necessity  in  modern  high- 
speed warfare  of  shutting  men  up  in 
tanks  or  placing  them  in  reconnaissance 
cars  or  “boneshakers”  where  their  anato- 
mies must  withstand  all  the  familiar 
gyrations  of  the  well-known  cocktail 
shaker  many  times  magnified  amidst 
the  noise  of  guns,  the  dust,  and  fumes  of 
hot  oil  and  engine  gases.  Or  it  con- 
templates placing  men  in  airplanes  flying 
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at  400  miles  per  hour,  diving  at  even 
greater  speeds,  and  so  on.  Assuredly, 
men  have  to  be  able  to  “take  it,”  and 
how!  Certainly,  the  large  percentage  of 
rejections  should  be  reduced  by  the 
employment  of  every  agency  at  our  com- 
mand. But  the  drive  to  achieve  this 
must  have  public  acceptance  and  co- 
operation. The  medical  profession  and 
the  many  agencies  concerned  with  the 
betterment  of  the  private  and  public 


health  have  until  recently  geared  their 
activity  to  the  necessities  of  peace.  Now 
that  activity  must  be  indefinitely  in- 
creased. Within  reason,  the  national 
health  can  be  much  improved  with  the 
active  cooperation  of  the  public  but  only, 
be  it  understood  clearly,  if  the  public 
really  desires  it  and  will  do  something 
about  it.  It  is  still  only  too  true  that 
you  can  lead  a horse  to  water  but  you 
can’t  make  him  drink. 


Strikes  in  Hospitals 


Pittsburgh  and  Allegheny  County  in 
Pennsylvania  have  recently  been  the 
scene  of  strikes  in  hospitals.  That  such 
a situation  could  occur  is  extraordinary 
to  say  the  least.  It  recalls  the  Boston 
police-strike  threat  of  which  Calvin 
Coolidge,  then  Governor  of  Massachu- 
setts, said:  “There  is  no  right  to  strike 

against  the  public  safety — by  anybody, 
any  time,  anywhere.”  Nevertheless, 

as  reported  in  the  J.A.M.A.1  “ In 

a strike  called  at  the  West  Penn  Hospital 
on  April  18,  maids,  orderlies,  and  em- 
ployees in  the  nurses’  home,  in  the  engi- 
neering division,  and  in  the  garages  were 
called  out;  there  were  threats  of  violence, 
actual  violence,  and  establishing  of  picket 
lines.  The  window  of  an  ambulance  leav- 
ing the  hospital  was  smashed  and,  alto- 
gether, a serious  situation  was  created 
affecting  the  fives  and  health  of  all  the 
patients  in  the  hospital.  On  April  19  a 
court  of  Allegheny  County  granted  an 
injunction  restraining  the  defendant  and 
its  members  from  interfering  with,  hinder- 
ing, or  obstructing  the  conduct  and  opera- 
tion of  the  West  Penn  Hospital.”  Pre- 
viously the  Journal  has  referred  to  a de- 
cision by  the  Supreme  Court  of  the  State 
of  Pennsylvania,  which  said  on  January 
6,  1941:  “A  hospital  is  not  an  industry. 
It  has  not  been  the  custom  in  the  past  to 
unionize  hospitals.  The  effect  of  unioni- 
zation and  attendant  efforts  to  enforce 
demands  would  involve  results  far  more 
sweeping  and  drastic  than  mere  property 
lights. 

1 J.A.M.A.  116:  No.  25,  2772  (June  21)  1941. 


“The  questions  of  profits  for  the  em- 
ployer or  wages  for  the  employees  are 
not  alone  involved.  It  is  not  merely  a 
matter  of  suspending  operations,  ceasing 
work,  and  stopping  production,  such  as 
might  be  true  in  a steel  mill  or  automobile 
factory.  It  is  a question  of  protecting 
the  health,  safety  and,  in  many  cases, 
the  very  fives  of  those  persons  who  need 
the  service  a hospital  is  organized  to 
render.” 

The  strike  was  called  by  workers  as- 
sociated with  the  Congress  of  Industrial 
Organizations.  There  was  picketing, 
interference  with  the  removal  of  garbage 
and  the  delivery  of  food,  and  the  removal 
of  patients  who  desired  to  use  taxicabs. 

Concerning  this  strike,  a member  of 
Congress  is  said  to  have  inquired  why  the 
violators  of  the  law  in  the  State  of  Penn- 
sylvania were  not  prosecuted  by  the 
proper  authorities  of  that  state.  The 
Supreme  Court  of  the  State  had  said  in 
January:  “The  effect  of  unionization 
and  attendant  efforts  to  enforce  de- 
mands would  involve  results  far  more 
sweeping  and  drastic  than  mere  property 

rights It  is  a question  of  protecting 

the  health,  safety  and,  in  many  cases,  the 
very  fives  of  those  persons  who  need  the 
service  a hospital  is  organized  to  ren- 
der.” 

“Not  one  of  the  hospitals,”  said  the 
J.A.M.A .,  “is  engaged  in  any  trade  or 
business.”  Each  of  the  hospitals  con- 
cerned is  a nonprofit,  public,  charitable 
corporation.  The  work  of  hospitals  con- 
cerns the  public  safety.  The  public 
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safety  includes  that  of  union  members, 
legislators,  Supreme  Court  judges,  gar- 
bage collectors,  and  labor  leaders,  as  well 
as  law-enforcement  agents,  their  wives, 
and  children.  The  kind  of  brutality  and 
callousness  that  permits  leaders  of  labor 
to  carry  the  technic  and  practices  of 
coercion  into  the  work  of  hospitals  does 
not  seem  to  give  a damn  for  the  public 
safety  and  is  exemplified  by  the  recent 
California  strike  in  a national  defense 


How  Much 

This  Nation  has  always  been  consid- 
ered fortunate  in  that  it  has  had  a super- 
abundance of  things : raw  materials, 
manufacture,  church  buildings,  and  even 
bright  ideas.  At  what  point  do  they  be- 
come a liability? 

Medicine  in  America  may  well  ponder 
this  question.  Because  the  answer  in- 
volves physicians  as  well  as  laborers, 
politicians  as  well  as  producers  of  goods. 
For  goods,  government,  and  ideas  become 
rapidly  obsolete.  The  more  you  have  of 
any  of  them  the  more  obsolete  equip- 
ment, physical  and  spiritual,  you  are  apt 
to  have  on  hand.  And  in  a fast-moving 
world,  obsolete  equipment  becomes  a 
liability. 

If  you  have  enough  government,  for 
example,  you  can  progress;  if  you  have 
too  much  you  become  retarded  by  the 
weight  of  junk  you  must  drag  along  by 
taxes  which  support  but  do  not  produce. 
If  you  have  ideas  enough  you  can  keep 
the  wheels  of  industry  turning  and  men 
producing;  if  you  have  too  many  ideas 
men’s  minds  become  confused  and  tend 
to  glorify  the  obsolescent  past  and  the 
junk  they  knew  or  thought  they  knew  to 
be  worth  something. 

The  present  world  revolution  beneath 
the  surface  of  its  wars  is  a vast  effort  to 
jettison  the  obsolete.  Even  the  wars  are 
not  so  destructive  as  the  fury  of  the  politi- 
cal revision,  the  structural  razing,  which 
many  will  not  see,  and  fewer  still  believe. 
How  then  will  it  be,  how  is  it  now  with 
us  who  have  too  much  of  everything — 


industry  to  control  which  the  Army  had 
to  be  called  out. 

Are  we  to  suppose  that  in  the  future 
hospitals  may  have  to  be  operated  under 
protection  of  armed  guards  because  of 
such  unchecked  rapacity?  Occurrences  of 
this  kind  may  “involve  a responsibility 
that  reaches  high  in  the  government  not 
only  of  the  State  of  Pennsylvania  but  also 
of  the  United  States.”  There  is  plenty  of 
law;  let  it  be  enforced. 


Is  Enough? 

too  much  J government,  too  many  re- 
sources, too  many  ideas,  too  much  lux- 
ury, even  too  much  medicine?  How 
much  is  actually  needed?  How  much  is 
obsolete? 

We  do  not,  will  not,  face  the  reality  of 
the  debt  structure.  And  yet  it  is  evi- 
dent that  henceforth  we  must  do  more 
with  less.  The  waste  must  be  eliminated 
and  a real  program  of  conservation  ini- 
tiated. Obsolete  equipment,  physical  as 
well  as  intellectual  and  emotional,  will 
have  to  go.  It  is  a luxury  we  can  no 
longer  afford;  it  is  expensive  junk. 

It  seems  to  us  that  the  Committee  on 
Medical  Economics  of  this  Society  might 
well  initiate  a study  of  what  is  now  ob- 
solete in  medical  practice  and  medical 
organization.  How  much  junk,  dead- 
wood,  and  falderal  have  we  allowed  to 
accumulate,  expensive  ways  of  doing 
things  which  could  be  simplified,  obsolete 
procedures  rooted  in  custom  which  could 
be  thrown  out.  How  much  duplication  of 
effort  exists  in  medical  practice  and  pro- 
cedure? A good  many  of  these  have  been 
developed  in  an  expanding  peace  econ- 
omy. It  is  self-evident  that  some  of  them 
will  have  to  be  revised,  perhaps  scrapped 
altogether  in  a total  war  economy  such 
as  we  shall  see  in  the  next  few  months 
swing  into  full  stride. 

It  appears  to  us  to  be  stupid  to  shut  our 
eyes  to  self-evident  necessity.  What 
must  be  junked;  what  should  be  saved? 
What  can  safely  be  contracted;  what 
services  or  practices  or  procedure  should 
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be  expanded?  Government  has  given 
little  or  no  leadership  in  this  field  of  plan- 
ning; we  are  not  aware  that  responsible 
groups  in  organized  medicine  have 
thought  much  about  it,  much  less  done 
anything.  Resources  have  been  sur- 
veyed it  is  true,  but  who  has  studied  the 
obsolete  usages  of  medicine,  who  can  say 


with  authority  how  many  appendices, 
diverticulae,  vestigial  tails,  and  assorted 
junk  we  carry  complacently  along  be- 
cause we  have  always  done  so.  How 
much  is  enough,  and  have  we  too  much? 
Too  much  is  vastly  more  dangerous  than 
not  enough,  especially  when  it  is  obso- 
lete. 


Physicians  for  Britain 


During  the  meeting  of  the  House  of 
Delegates  at  Buffalo,  1941,  a resolution 
was  introduced  [see  New  York  State  J. 
Med.  41:  1278,  Section  25  (June  15) 
1941]  instructing  the  Society  to  call 
upon  the  A.M.A.  for  a statement  of  its 
policy  with  respect  to  foreign  service  for 
American  physicians.  This  was  favorably 
reported  and  passed.  It  was  duly  trans- 
mitted to  the  A.M.A. 

The  following  facts  were  published  in 
the  J. A.M.A.1  relating  to  this  matter. 
“By  June  23,  1,343  inquiries  had  been 
received;  643  applications  had  been 
mailed  in  response  to  the  inquiries  re- 
ceived; 69  physicians  who  applied  had 
been  rated  as  professionally  unqualified; 
67  had  been  pronounced  professionally 
qualified,  but  of  these  2 have  withdrawn 
their  applications;  52  applicants  are 
awaiting  the  decision  of  the  committee; 
and  33  have  been  pronounced  eligible  for 
a visa.  Fifteen  applicants  are  now  in 
process  of  having  physical  examinations 
completed,  and  17  have  been  pronounced 
physically  fit.  Actually  2 men  have  been 
granted  United  States  passports  and  15 
have  reached  the  stage  where  they  are 
awaiting  passports.  The  total  figure  of 
physicians  apparently  ready  to  go  or 
likely  to  be  made  available  is  about  65, 
with  an  additional  25  still  in  process  be- 
fore the  committee.  This  will  mean  that 
by  the  middle  of  July  approximately  90 
men  will  be  the  response  to  the  request. 

“Since  the  announcement  was  first 
made  a statement  has  come  from  Great 


i J. A.M.A.  117:  No.  1.  37  (July  5)  1941. 


Britain  authorizing  the  acceptance  of  mar- 
ried physicians,  who  will  be  on  the  same 
basis,  salary,  and  allowances  as  unmarried 
men  except  when  the  total  pay  for  British 
married  officers  of  the  same  rank  exceeds 
that  for  American  single  men;  in  such 
cases  the  higher  rate  will  then  be  paid. 
For  the  emergency  medical  service  mar- 
ried men  will  be  accepted  on  the  same 
terms  as  are  single  men.  The  British 
Red  Cross  also  announces  that  10  women 
with  equal  qualifications  will  be  accept- 
able on  the  same  terms  as  are  men.  With 
these  additional  announcements  17  more 
physicians,  formerly  considered  ineligible, 
become  eligible.” 

The  Journal  comments  further: 

“The  total  response  to  the  request  from 
Great  Britain  is  not  especially  gratifying. 
In  explanation,  it  may  be  pointed  out  that 
American  medical  publications  and  or- 
ganizations have  been  repeatedly  in- 
formed that  our  own  need  for  physicians 
is  considerable  and  will  be  met  only  with 
the  greatest  of  difficulty.  Already  one 
medical  school  has  announced  an  in- 
creased enrollment  of  10  per  cent  to  meet 
the  increased  demand  for  medical  men. 
However,  increasing  enrollments  in  medi- 
cal schools  will  not  make  additional 
physicians  available  until  six  years  from 
now.  The  news  from  abroad  and  from 
Washington  seems  to  indicate  constantly 
the  threat  of  the  entrance  of  our  own 
nation  into  the  war.  This  also  has  un- 
questionably influenced  many  physicians 
to  withhold  enlistment  in  any  military 
service  until  the  needs  of  our  own  country 
shall  have  been  satisfied.” 
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Medicine’s  Present  Job 


“What  is  there  left,”  cries  the  Nassau 
Medical  News 1 out  of  the  fastnesses  of 
the  Long  Island  pine  barrens,  “in  this 
changing  world?  One  by  one  our  old 

landmarks  topple  and  fall Bit  by 

bit  our  accepted  truths  are  found  to  be 
false,  that  which  we  have  known  to  be 
false  is  proven  true  ....  where  do  we 
stand?  What  comes  next?” 

When  has  medicine  or  anyone  else  ever 
known  what  comes  next?  The  Nassau 
News  quite  properly  foresees  “constantly 
increasing  demands  made  upon  us  physi- 
cians to  serve  with  the  armed  forces .... 
difficulty  in  securing  interns  and  residents 
for  our  hospitals”;  civilian  doctors  hav- 
ing “to  assume  a greater  burden  in  the 
matter  of  house  and  office  calls”;  and 
the  necessity  for  “the  training  of  the 
younger  physicians  against  the  day  when 
they  must  be  fitted  into  larger  staff 
groups  or  take  the  place  of  men  called 
away  from  the  community  by  the  war 
effort.” 

But  this  is  somewhat  aside  from  the 
question  implicit  in  the  observation  that 
“Bit  by  bit  our  accepted  truths  are  found 

Nassau  Medical  News  15:  No.  6 (June)  1941. 


to  be  false,”  etc.  If  this  is  so,  why  do 
we  physicians  continue  to  teach  the  old 
truths?  Why  bother  about  it?  The 
things  we  do  are  based  on  the  “accepted 
truths”;  for  we  know  no  other  kind. 
We  are  constrained  to  follow  the  only 
paths  we  know,  and  to  teach  the  “ac- 
cepted truth”  in  the  sense  that  it  has  been 
proved  by  experience. 

In  a world  full  of  labile  propaganda, 
the  truth,  in  a political  sense,  is  what  some 
group  wielding  power  desires  it  to  seem 
to  be.  It  is  not  necessarily  the  same 
yesterday,  today,  and  tomorrow;  for, 
politically,  truth  is  the  servant  of  power 
and  the  handmaiden  of  ambition.  From 
ancient  times  it  has  been  asked:  “What 
can  a man  believe?” 

Medicine’s  present  job,  aside  from  the 
practical  one  of  caring  for  the  sick,  is 
the  preservation  and  the  teaching  of  the 
“accepted  truths”  amid  the  chaos  and 
destructive  influence  of  world  revolution. 
It  may  have  to  be  done  in  the  debris  of 
demolished  things,  from  cellars  and  fox- 
holes, amid  the  ruins  of  civilization  as 
we  have  known  it;  but  it  will  be  done, 
it  is  our  job. 


How  to  Live  Longer 


Survivors  of  the  175  graduates  in 
medicine  of  the  Class  of  1900,  College  of 
Physicians  and  Surgeons,  Columbia  Uni- 
versity, New  York,  averaging  67  to  68 
years  of  age,  are  undertaking  a novel 
experiment  in  preventive  medicine.  They 
have  formed  a committee  of  longevity  to 
administer  complete  medical  examina- 
tions to  one  another.  There  are  102  living 
members  of  the  class  scattered  from  Syria 
to  Columbus  Circle  and  points  north, 
south,  east,  and  west. 

Can  medical  men  prolong  life  ex- 
pectancy? Here  is  a chance  to  find  out. 
The  members  of  the  Class  of  1900  not 
only  hope  to  extend  their  average  life 
expectancy,  but  to  increase  their  comfort 
in  living  their  longer  lives.  The  experi- 


ment may  prove  to  be  a notable  contri- 
bution to  the  science  of  gerontology. 
The  idea  is  so  eminently  sensible  and 
practical  that  one  wonders  why  it  has  not 
been  previously  tried.  Physicians  in  all 
ages  have  experimented  upon  themselves 
for  various  reasons : to  discover  the  effect 
of  drugs,  to  try  out  methods  of  immuniza- 
tion, for  example.  The  present  experi- 
ment is  one  that  logically  follows  the 
development  and  widespreading  use  of 
health  insurance  from  which,  however, 
the  average  physician — or  his  estate — 
can  benefit  only  in  an  economic  sense. 

When  one  examines  the  reasons  why 
any  group  of  men  in  these  times  should 
desire  to  live  longer,  one  is  forced  to  the 
conclusion  that  such  reasons  must  be 
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purely  scientific.  We  hope  that,  the  ex- 
periment having  been  initiated,  some  fifty 
years  hence  no  hardy  survivor  may  sigh: 

“ ... . there’s  the  respect 
That  makes  calamity  of  so  long  life; 
For  who  would  bear  the  whips  and 
scorns  of  time, 

The  oppressor’s  wrong,  the  proud  man’s 
contumely, 


The  pangs  of  despised  love,  the  law’s 
delay, 

The  insolence  of  office  and  the  spurns 

That  patient  merit  of  the  unworthy 
takes, 

When  he  himself  might  his  quietus 
make 

With  a bare  bodkin?”1 

1 Hamlet,  Act  iii,  sc  1. 


Needed  Information 


The  State  of  Massachusetts  is  now  ex- 
perimenting with  prepaid  medical  care  in 
a manner  which  is  new  and  which  may 
furnish  in  time  information  that,  in  our 
opinion,  is  sorely  needed.  The  State  Leg- 
islature has  passed  two  bills:  one,  spon- 
sored by  the  State  Medical  Society, 
creates  the  usual  voluntary  health  insur- 
ance plan  approved  by  the  A.M.A. ; the 
other  permits  participation  only  by  duly 
licensed  physicians,  places  control,  how- 
ever, under  the  State’s  public  health 
authorities.  The  latter  is  known  as  the 
White  Cross  Medical  Service  plan. 

The  first  of  these  plans  emphasizes  ac- 
tuarial soundness  and  places  voluntary 
insurance  under  the  control  of  the  State 
Insurance  Department.  The  second  re- 
gards the  quality  of  medical  service  as 
the  primary  consideration  and  permits 
those  physicians  who  serve  it  to  practice 
under  any  system  of  their  choice. 

After  all,  wide  distribution  of  good 


medical  care,  hospital  and  medical  serv- 
ice, is  the  objective  of  all  acceptable  in- 
surance plans.  Everybody  is  agreed 
on  this. 

How  it  should  be  accomplished  is  an- 
other matter.  Owen  Wister  in  The  Vir- 
ginian observed  that  there  were  many  re- 
ligions but  only  one  God.  The  same 
observation  may  be  pertinent  to  the  dis- 
tribution of  medical  care;  certainly,  each 
of  the  forty-eight  states  has  a medical 
problem  of  its  own,  to  be  solved  by  what- 
ever method  seems  to  fulfill  its  individual 
necessities.  This  seems  to  lend  added 
weight  to  the  Massachusetts  experiment 
and  to  recommend  comparable  action  by 
other  states.  We  hope  that  the  progres- 
sive experimentation  will  yield  facts  and 
figures  by  which  the  medical  efficiency  of 
both  plans  may  be  compared.  Such  facts 
and  figures  are  badly  needed  in  a field  that 
still  unfortunately  abounds  with  specula- 
tion and  conjecture. 


Warning 


On  June  12  of  this  year  “Dr.  F.  C. 
Quitareau,”  who  posed  as  a physician 
under  at  least  seven  different  aliases, 
came  under  investigation  by  the  Bureau 
of  Narcotic  Control  of  the  New  York 
State  Department  of  Health.  He  was 
arrested  in  Rochester  for  falsifying  the 
narcotic  records  of  an  upstate  hospital, 
a violation  of  Article  XXII  of  the  Public 
Health  Law,  according  to  an  article  pub- 
lished in  Health  News  of  July  7.  He  was 
tried  by  jury  and  sentenced,  on  June  23, 
to  one  year  in  Monroe  County  peniten- 
tiary. 


“Dr.  Quitareau”  had  never  qualified,  it 
is  stated,  as  a physician  in  the  State  of 
New  York,  nor  had  he,  apparently,  com- 
pleted a medical  course.  He  had  been 
dismissed  from  the  staffs  of  several  hos- 
pitals and  had  a criminal  record  of  five 
other  arrests. 

One  reads  with  satisfaction  of  the  ap- 
prehension and  punishment  of  such  an 
offender  by  the  Bureau  of  Narcotic  Con- 
trol. For  a year,  at  least,  he  will  not 
falsify  any  more  hospital  records,  but 
after  that  ....  what?  His  five  previous 
arrests  or  his  seven  aliases  did  not  prevent 
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his  being  “ employed  as  a physician  at 
the  hospital  for  about  three  months  and 
among  other  duties”  having  had  “charge 
of  the  institution  pharmacy.” 

The  story  seems  to  indicate  that  in- 
vestigation of  the  qualifications  of  em- 
ployed physicians,  at  least  by  this  em- 
ploying hospital,  was  lax.  In  view  of  the 


increasing  shortage  of  narcotics  due  to 
disturbed  conditions  of  trade,  it  is  highly 
probable  that  more  instances  of  this  sort 
will  occur.  It  should  be  a warning  not 
only  to  hospitals  but  to  all  physicians 
who  are  practicing  in  the  state  to  increase 
their  vigilance  where  narcotics  are  con- 
cerned. 


Special  Article 

Cooperating  for  National  Defense* 

J.  Edgar  Hoover,  Director , Federal  Bureau  of  Investigation,  United  States  Department  of 

Justice,  Washington,  D.  C. 


WITHIN  recent  months  the  urgent  neces- 
sity of  cooperation  in  the  prosecution  of 
war  has  been  demonstrated  over  and  over 
again  on  the  battlefields  of  the  Old  World. 
Planes,  guns,  and  ships  in  and  of  themselves 
cannot  win,  but  when  used  together,  each  sup- 
porting the  others,  successful  campaigns  have 
been  launched. 

Working  together  to  attain  a goal  is  equally 
as  important  in  times  of  peace  when  a nation 
is  striving  to  make  itself  secure  from  enemy 
assaults  both  from  within  and  without.  To- 
day our  American  democracy  is  threatened. 
Its  future  will  be  determined  by  our  willing- 
ness to  cooperate  for  national  defense. 

Of  utmost  importance  in  guarding  the  inter- 
nal defenses  of  the  Nation  is  sane  cooperative 
effort,  without  fanfare  and  needless  publicity. 
In  the  era  of  World  War  I there  was  much 
confusion  and  duplication  of  effort.  Private 
groups  and  numerous  law  enforcement  agen- 
cies performed  national  defense  investigations. 
There  was  no  centralized  authority.  In  the 
early  summer  of  1939  the  President  of  the 
United  States,  profiting  by  the  mistakes  of  the 
past  and  realizing  that  sabotage  and  espion- 
age are  never  local  in  character,  selected  the 
Federal  Bureau  of  Investigation  to  head  the 
drive  on  the  enemies  within.  Later,  in  Sep- 
tember of  the  same  year,  the  Chief  Executive 
requested  all  law  enforcement  officers  to  co- 
operate in  this  vital  work  by  referring  any 
facts  coming  to  their  attention  indicating 
possible  violations  of  our  national  defense 
statutes  to  the  nearest  office  of  the  FBI. 

The  FBI  Law  Enforcement  Officers  Mobili- 
zation Plan  for  National  Defense  resulted 


from  the  coordination  of  national  defense  ac- 
tivities, and  through  this  Plan  law  enforce- 
ment as  a whole  is  cooperating  more  closely 
than  ever  before.  Regular  quarterly  confer- 
ences with  local  officers  are  being  held  through- 
out the  country  by  the  local  FBI  offices. 
Dozens  of  such  meetings  have  been  sponsored 
by  the  Albany,  Buffalo,  and  New  York  City 
offices  of  the  FBI  in  the  State  of  New  York. 
These  have  been  exceptionally  well  attended 
and  the  local  police,  the  sheriffs,  and  the  state 
police  are  actively  assisting  in  the  investiga- 
tion of  national  defense  cases. 

The  FBI  is  also  maintaining  extremely  close 
cooperation  with  officials  of  the  Military  and 
Naval  Intelligence  services.  Frequent  con- 
ferences are  held  in  Washington  and  through- 
out the  country  between  officials  of  the  FBI 
and  representatives  of  these  agencies.  There 
is  a mutual  exchange  of  information  which 
will  be  of  value  to  the  other  organizations. 

Industry  itself  is  now  in  high  gear  and  is 
responding  wholeheartedly  to  suggestions  for 
greater  protection  against  spies  and  saboteurs 
made  by  the  FBI  as  a result  of  its  plant  sur- 
vey program.  The  surveys  were  instituted  in 
1939  at  the  request  of  the  W^ar  and  Navy 
departments  and  already  over  1,600  vital 
plants  having  contracts  for  war  materials 
have  been  gone  over  thoroughly  by  trained 
special  agents  of  the  FBI.  The  sole  concern 
is  to  prevent  sabotage.  The  Federal  Bureau 
of  Investigation  has  no  interest  in  legitimate 
labor  relationships. 

The  citizen  himself  can  also  assist  in  the  cur- 
rent emergency.  Professional  men,  doctors, 
lawyers,  teachers,  and  others  occupy  a unique 
position.  They  are  highly  trained.  They 
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should  be  the  last  to  be  carried  away  by 
hysteria.  Individuals  of  this  type  can  be  of 
inestimable  service  as  listening  posts  and  by 
reporting  immediately  to  the  FBI  any  facts 
indicating  possible  infractions  of  our  national 
defense  statutes.  Vigilante  action  is  repug- 
nant to  our  sense  of  justice  and  fair  play. 
The  citizen  should  not  gossip,  evaluate,  or  in- 
vestigate but  should  report  the  facts  at  once 


and  clear  his  mind  of  the  matter.  The  three 
FBI  offices  in  New  York  State  are  open 
twenty-four  hours  a day  and  are  located  at 
707  National  Savings  Bank  Building,  Albany; 
400  United  States  Court  House,  Buffalo; 
and  607  United  States  Court  House,  Foley 
Square,  New  York  City.  The  FBI  is  your 
organization.  Appropriate  action  will  be 
taken  on  all  information  furnished. 


“SOCIALISM  FOR  BEGINNERS” 

“Some  are  large, 

Some  are  small, 

Some  are  short, 

Some  are  tall, 

Some  are  thin, 

Some  are  fat; 

We  must  change 
All  of  that.”1 

FOR  MORE  ADVANCED  STUDENTS 

Some  are  healthy, 

Some  are  ill, 

Some  need  surgery, 

Some  a pill, 

Some  are  wealthy 
Many  fat; 

We  are  changing 
All  of  that. 

FOR  POSTGRADUATE  SOCIALISTS 

Some  were  large, 

More  were  ill, 

A few  had  something, 

In  the  till. 

Some  were  placid, 

Others  fat; 

Now  there’s  nothing 
More  like  that. 

POSTSCRIPT 

Peace,  contentment? 

Down  the  spout ! 

All  our  lives  turned 
Inside  out. 

Taxes?  Plenty! 

Prices  rising; 

Results  so  far 

Are  quite  surprising! 

— L.  D.  R. 


“AMERICAN  DOCTORS  FOR  BRITAIN” 

“Sir:  I am  much  interested  in  this  subject  now 
before  the  profession  from  an  experience  during 
the  last  war,  when  I occupied  the  position  of 
chairman  of  the  Recruiting  Medical  Boards  for 
Cumberland  at  Carlisle,  where  thousands  of  men 
were  examined.  I have  no  hesitation  in  express- 
ing the  view  that  the  present  arrangements  are 
superior  to  1914-1918,  and  if  they  were  effected 
to  the  full  there  should  be  little  need  for  the 
emergency  call  for  1,000  American  doctors  at 
this  time.  But  it  is  not  so,  for  although  a large 
number  of  available  British  doctors  have  already 
registered  in  the  ordinary  course  comparatively 
few  have  been  posted  to  date. 

“During  the  recruiting  period  of  the  last  war 
applications  for  posts  on  Medical  Boards  were 
received  from  qualified  men  hailing  from  several 
other  countries,  and  a number  were  accepted, 
but  temperamental  variation  and  habitude  barred 
the  way  to  good  cooperation  and  harmony;  acute 
friction  resulted  with  consequent  resignation, 
with  the  result  that  the  whole  clinical  system  ex- 
tant suffered  acutely.  I would  like  to  be  in- 
formed why  so  many  English  doctors,  quite  dis- 
pensable for  service,  under  the  age  of  30  have  not 
been  called  up  and  are  enjoying  seclusion  in  then- 
own  practices.  I am  satisfied  that  if  the  com- 
mittees in  authority  for  absorbing  all  the  avail- 
able medical  man-power  were  exhaustively  con- 
ducted, there  would  be  little  need  for  the  emer- 
gency call  to  the  Western  Hemisphere,  initiating 
an  anomalous  position.  During  the  last  war 
medical  man-power  was  reduced  to  an  absolute 
minimum,  and  only  a fraction  of  the  medical 
community  was  left  to  carry  on  medical  practices 
— in  fact,  a dangerous  position  was  reached.  At 
the  present  time,  however,  the  general  health  of 
the  nation  is  good,  and  the  vital  intelligence  of 
the  people  is  such  that  this  should  be  maintained 
for  the  remainder  of  the  war. — I am,  etc.,” 

C.  W.  Graham,  J.P. 

Ex-President  of  the  Border  Counties  Branch , 

B.M.A. 

— Brit.  M.  /.,  834  ( May  31)  1941 
Silloth,  May  13 


i Thomas  Lewis,  Sat.  Eve.  Post,  July  19,  1941,  p.  42. 


UNDULANT  FEVER  WITH  VISUAL  DISTURBANCES 

Leonard  W.  Jones,  M.D.,  and  John  L.  Norris,  M.D.,  Rochester,  New  York 


UNDULANT  fever,  known  also  as  Malta 
fever,  Mediterranean  fever,  goat  fever, 
and  brucellosis,  has  been  epidemic  for  years 
on  the  Island  of  Malta  under  the  name  of 
goat  fever.  It  was  called  Malta  fever  because 
of  the  epidemic  in  the  Malta  garrison  and  in 
the  civilian  population  of  the  island  from  1898 
to  1904  when  there  were  2,229  cases  with  77 
deaths.  It  was  called  Mediterranean  fever 
because  of  its  prevalence  along  the  shores  of 
the  Mediterranean.  Goat  fever  naturally 
came  from  the  fact  that  in  Malta  and  the 
Mediterranean  the  disease  was  spread  through 
the  agency  of  goat’s  milk,  and  some  10  to  15 
per  cent  of  the  goats  on  the  island  of  Malta 
were  found  to  have  the  micrococcus  in  their 
milk.  It  was  given  the  name  of  brucellosis 
because  of  the  work  of  the  British  Army 
surgeon,  Sir  David  Bruce,  who  in  1886  iso- 
lated an  organism,  the  micrococcus  meli- 
tensis,  from  the  spleen  and  blood  of  goats 
and  of  human  beings  and  definitely  proved 
the  animal  etiology  of  the  disease.  The  name 
undulant  fever  is  descriptive  of  the  wavelike 
character  of  a victim’s  temperature  curve. 

The  headaches,  neuralgias,  arthritic  effu- 
sions, and  tendency  to  chronicity  of  this  ani- 
mal-borne disease  are  all  well  known  and 
freely  described  and  discussed  in  textbooks 
and  journals.  We  have  yet  to  find  a textbook 
in  which  anything  is  said  as  to  eye  symptoms 
or  eye  complications  in  association  with  un- 
dulant fever,  although  such  phenomena  and 
possibilities  are  beginning  to  appear  in  the 
journals.  Some  5 cases  of  undulant  fever  with 
papilledema  and  cases  of  iritis  in  brucellosis 
patients  have  been  reported.  But  on  the 
whole  the  literature  on  undulant  fever  in  its 
relation  to  eye  pathology  would  seem  to  show 
that  there  was  little  or  no  connection  between 
the  two.  Experiments  on  guinea  pigs  and 
white  mice  in  which  these  animals  were  in- 
jected with  Brucella  abortus  failed  to  produce 
any  pathologic  lesions  in  some  forty  eyes  ex- 
amined. 

There  is  an  eye  disease  occurring  in  horses — 
a recurring  uveitis,  a periodic  ophthalmia 
bearing  the  popular  name  of  “moon  blind- 
ness.” This  disease  is  described  by  Burky, 
Thompson,  and  Zepp,  and  these  authors  sug- 
gest that  this  uveitis  may  be  a manifestation 
of  brucellosis.  These  authors  were  also  able 
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to  produce  in  rabbits  a recurring  iridokeratitis 
resembling  “moon  blindness”  by  injecting  the 
anterior  chamber  of  rabbit’s  eyes  with  a cul- 
ture of  Br.  abortus. 

In  September,  1938,  in  investigating  the 
defective  vision  and  the  appearance  of  mul- 
tiple scotomas  in  a factory  employee,  our 
only  clue  to  the  etiology  was  that  the  girl 
was  positive  to  both  Br.  abortus  and  Brucella 
melitensis.  Subsequent  study  showed  that 
these  peculiar  multiple  scotomas  were  not 
really  multiple  at  all  but  that  a more  careful 
technic  showed  them  to  lie  in  the  course  of  a 
curved  path  through  the  visual  field  and  that 
these  curves  corresponded  more  or  less  to  the 
retinal  tree.  In  other  words,  it  was  possible 
to  outline  blind  areas  between  these  isolated 
spots  and  join  them  all  to  make  a sinuous  sco- 
toma. 

We  set  out  then,  with  the  exceptionally 
efficient  aid  and  cooperation  of  a nurse  keenly 
interested  in  ophthalmology,  to  make  field 
studies  of  many  employees  whose  symptoms 
did  not  fit  into  regular  orthodox  pigeonholes 
and  also  to  take  fields  on  employees  whose 
visual  symptoms  could  not  be  explained  on 
the  usual  diagnoses  and  hypotheses.  Both 
types  of  employees  were  then  checked  by  skin 
and  agglutination  tests  with  Br.  abortus. 

As  a result  of  these  studies  we  feel  that 
there  is  relationship  between  undulant  fever 
and  the  eye,  that  this  relationship  shows  it- 
self chiefly  by  a marked  widening  of  the  normal 
angioscotoma,  that  it  may  show  itself  by  a 
central  scotoma  that  interferes  with  vision, 
and  that  at  least  1 case  of  uveitis  and  1 case 
of  conjunctivitis  were  apparently  due  to  un- 
dulant fever. 

It  may  be  of  importance  here  to  state  what 
we  mean  by  “widening  of  the  normal  angio- 
scotoma,” and  to  do  this  we  will  have  to  con- 
dense freely  from  Clinical  Scotometry  by 
Evans. 

The  retinal  arteries  and  veins  as  they  come 
out  of,  and  return  into,  the  cup  of  the  optic 
nerve  form  a picture  known  as  the  retinal  tree. 
You  can  see  that  picture  in  your  own  eye 
silhouetted  in  space,  if  you  hold  up  the  light 
of  an  electric  ophthalmoscope  against  the 
globe  through  the  closed  lid. 

By  using  small  enough  targets  and  great 
care  in  fixation  and  by  having  a cooperative 
patient  and  a painstaldng  patient  field  taker, 
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it  is  possible  to  outline  the  shadow  cast  by 
these  vessels  on  the  eye  fields  just  as  one 
outlines  the  scotoma  or  blind  spot  formed  by 
the  optic  nerve.  Evans  dislikes  the  term 
“shadow  cast  by  these  vessels”  because  the 
scotoma  is  greater  than  the  size  of  the  vessel 
and  would  seem  to  be  induced  by  a lymph 
stasis  around  the  vessel.  These  projections 
of  the  retinal  tree  on  a field  chart  are  known 
as  “angioscotomas.” 

Normally,  the  largest  trunks  form  a sco- 
toma of  1 degree  to  IV2  degrees,  and  1 degree 
at  1 meter  or  1,000  millimeters  casts  a shadow 
or  scotoma  of  17.4  mm.  in  width.  We  take 
then  a scotoma  of  17.4  mm.  at  1 meter  and  in 
the  path  of  the  projected  retinal  tree  to  be 
part  of  a normal  angioscotoma.  Anything 
greater  than  that,  or  rather  greater  than  IV2 
degrees  or  26.3  mm.,  is  a variation  from  nor- 
mal or  a “widening  of  the  normal  angio- 
scotoma.” 

Angioscotomas  are  subject  to  change  with- 
out notice  from  change  of  posture,  compres- 
sion, light,  menstruation,  nasal  cavity  ma- 
nipulation, cervical  sympathetics  timulation, 
and  other  causes.  Their  chief  point  of  dis- 
tinction and  identification  is  that  they  follow 
the  course  of  the  retinal  tree. 

In  the  routine  work  of  our  Eye  Clinic  and 
particularly  for  this  special  work  in  marking 
out  angioscotomas,  we  tried  out  the  ordinary 
perimeter,  the  Peter's  small  hand  scotometer, 
the  Bausch  and  Lomb  stereo campimeter,  and 
the  instrument  of  the  American  Optical  Com- 
pany which  uses  mirrors  instead  of  prisms  to 
produce  stereoscopic  effect.  It  has  been  our 
experience  that  defects  that  fail  to  show  with 
other  instruments  are  revealed  by  the  large 
Bausch  and  Lomb  tangent  screen  with  its 
special  overhead  projected  illumination.  We 
have  come  to  the  conclusion  that  the  tangent 
screen  best  serves  our  purpose,  and  this  screen 
is  being  used  almost  exclusively. 

We  have  studied  some  111  cases  with  symp- 
toms more  or  less  suggestive  of  undulant 
fever.  In  order  to  bring  this  paper  somewhere 
within  readable  length,  we  have  selected  for 
presentation  only  6 cases  from  the  111  studied. 
We  show,  for  the  same  reason,  only  the  field 
of  one  eye  where  both  eyes  showed  similar 
field  defects.  Most  of  our  cases  have  had 
repeated  field  checks  over  many  weeks  and 
months,  and  2 have  had  over  a year  of  study. 
While  we  have  their  charts  on  file,  we  have 
not  loaded  up  this  thesis  with  their  reproduc- 
tion. 

So,  too,  we  have  presented  in  detail  only 
our  first  case  (M.  T.).  With  the  others  we 


have  presented  the  case  history  in  as  brief  a 
form  as  possible.  But  all  cases  have  had 
complete  physical  examinations. 

We  now  present  our  case  studies  and  sta- 
tistical findings. 

Case  Reports 

Case  1. — On  September  12,  1938,  M.  T.,  a 
young  woman,  was  sent  to  our  Eye  Clinic  be- 
cause she  had  been  missing  defects  in  a manu- 
factured product  which  other  inspectors  could 
detect.  Her  vision  was  slightly  below  normal 
with  or  without  glasses,  and  her  error  of  refrac- 
tion was  so  small  that,  at  her  age,  glasses  were 
not  considered  necessary.  There  was  a slight 
horizontal  nystagmus,  but  the  interior  of  her 
eyes  showed  a normal  healthy  fundus  and  no 
explanation  for  her  blurring  vision. 

Having  a retrobulbar  neuritis  in  our  minds, 
a result  of  multiple  sclerosis  or  some  toxic  dis- 
turbance, we  had  field  studies  taken  on  a Bausch 
and  Lomb  tangent  screen.  The  right  eye  showed 
a small  absolute  scotoma  (central)  for  white  and 
blue,  and  the  left  eye  showed  also  an  absolute 
central  scotoma  for  white  and  colors  with  a large 
winding  scotoma  in  the  midtemporal  field. 

Since  the  normal  projected  shadow  cast  by  a 
retinal  vessel  (temporary  and  disputed  definition 
for  an  angioscotoma)  is  only  l1/2  degrees  wide 
and  this  curved  scotoma  measures  considerably 
more  than  that,  it  seemed  logical  for  us  to  re- 
gard this  ring  scotoma  not  as  an  angioscotoma 
but  as  something  more  sinister.  However,  a 
perusal  of  Evan’s  interesting  book  on  angio- 
scotometry,  Clinical  Scotometry,  and  a personal 
communication  from  Dr.  John  Evans  lead  us  to 
believe  that  what  we  had  here  was  a lymph  ex- 
tension or  stasis  from  the  retinal  vessel  or  that 
we  had  charted  two  retinal  vessels  as  one. 

A medical  check-up  proved  definitely  that 
she  did  not  have  multiple  sclerosis,  that  she 
was  and  apparently  had  been  running  a low- 
grade  fever  for  some  time,  and  that  she  was 
positive  (agglutination  test)  to  both  the  Br. 
abortus  and  Br.  melitensis. 

Looking  into  her  history  we  found  that  she 
lived  in  a nearby  village  with  a large  Italian 
population  and  that  goats,  while  not  so  abun- 
dant as  on  the  Island  of  Malta,  were  very  much 
in  evidence.  However,  she  denies  that  she  has 
ever  drunk  goat’s  milk,  and  the  family  milk 
supply  comes  from  various  dairies.  She  is  the 
only  member  of  the  family  affected.  However, 
she  visits  an  aunt  at  a village  some  60  miles 
away  where  the  milk  supply  is  raw  milk,  but  it 
is  not  known  whether  the  cows  have  undulant 
fever. 

Subsequent  field  studies  showed  variations  in 
the  size  and  shape  of  these  angioscotomas,  but 
on  the  last  examination,  February  13,  1939, 
the  ring  scotoma  was  still  present,  the  central 
scotoma  had  disappeared,  and  her  vision  with 
correction  was  6/6  — . 

The  clinical  history  and  physical  examination 
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were  as  follows.  This  patient  was  an  unmar- 
ried, attractive  girl  of  21.  She  was  healthy  in 
appearance  except  that  she  was  underweight. 
She  gave  a history  of  frequent  headaches,  con- 
siderable postnasal  discharge,  and  some  blurring 
of  vision.  Because  of  this  blurring  she  had 
not  been  doing  her  work  properly. 

On  September  16,  1938,  when  her  history  was 
taken  and  a physical  examination  was  made 
(Fig.  1),  she  said  she  smoked  about  ten  cigarettes 
a day  and  drank  an  occasional  glass  of  beer  or  a 
cocktail.  She  had  no  domestic,  financial,  or 
love  worries  to  distract  her  mind  from  her  work, 
and  as  far  as  she  knew  she  was  in  good  health. 


Fig.  1.  Tangent  field  study  of  Case  1 made 
on  September  16,  1938.  Left  eye:  vision  6/7  — 
corrected  to  6/7+  by  —0.50  cyl.  X 180.  Eye 
grounds — normal.  Form.,  4/1,000;  colors, 

8/1 ,000 ; ring  scotoma,  4/1 ,000 ; central  scotoma, 
2/1,000;  illumination,  6.5  foot  candles. 

Her  pulse  was  70.  Her  blood  pressure  was 
120/70.  Her  temperature  chart,  kept  for  two 
weeks,  showed  a fluctuation  between  96  and 
99  F.,  with  a high  point  of  101.2  F.  and  a low 
of  95.4  F.,  and  had  the  undulations  character- 
istic of  brucellosis. 

An  examination  of  her  head  and  neck,  sinuses, 
glands,  heart,  and  chest  showed  all  to  be  nor- 
mal. 

Her  blood  showed  a hemoglobin  of  95  per 
cent,  a red  cell  count  of  4,850,000,  and  a white 
cell  count  of  6,200.  Her  blood  Wassermann 
was  negative  and  a glucose  tolerance  test  elimi- 
nated diabetes.  There  was  agglutination  with 
Br.  abortus  (1-1,280)  and  with  Br.  melitensis 
(1-640).  Her  reflexes  were  hypersensitive, 
which  seemed  to  exclude  multiple  sclerosis. 

Could  undulant  fever  explain  her  headaches 
and  visual  disturbances?  She  came  to  the 
plant  on  April  1,  1936.  Her  vision  then  was 


Fig.  2.  Tangent  screen  study  of  Case  2. 
Vision  6/6.  All  fields  17.5/1,000.  No  fundus 
pathology. 

6/6;  her  temperature,  pulse,  and  respirations 
were,  respectively  99  F.,  80,  and  20.  She  said 
she  had  been  hot  and  feverish  at  intervals  dur- 
ing the  last  six  months. 

Her  progress  under  sulfanilamide  treatment 
has  not  been  startling.  Her  headaches  are  less 
and  her  vision  became  6/6—  with  her  glasses. 
On  October  30,  1939,  her  angioscotomas  were 
still  definitely  enlarged. 

Case  2. — V.  C.  was  referred  to  the  Eye  Clinic 
because  she  complained  of  blurring  vision  and 
with  it  vertical  headache,  pain  in  the  knees,  and 
malaise. 

Her  eyes  showed  6/6  vision  in  each  eye  with- 
out correction.  There  was  no  need  for  glasses, 
no  fundus  pathology,  no  nystagmus,  and  no 
diplopia.  Her  fields  showed  scotomas  of  the 
type  that  we  have  come  to  know  as  widening  of 
the  normal  angioscotomas,  and  a typical  one, 
that  of  the  right  eye  on  October  31,  1938,  is 
here  charted  (Fig.  2). 

The  curved  pericentral  scotoma  is  a widening 
of  the  normal  angioscotoma.  The  scotomatous 
islands  are  probably  errors  in  field-taking  tech- 
nic. This  girl  is  temperamental  to  a degree  that 
makes  it  difficult  for  the  technician  to  take  a 
proper  field.  These  islands  could  probably  be 
joined  by  curved  lines  to  form  a typical  angio- 
scotoma. 

Looking  back  on  this  girl’s  health  record  with 
the  company,  we  find  that  on  admission  as  an 
employee  on  January  26,  1933,  she  had  an  oral 
temperature  of  99  F.  and  her  vision  in  each  eye 
was  6/4-1.  She  lives  on  a farm  with  her 
mother  and  their  milk  comes  from  one  cow.  This 
cow  is  positive  to  undulant  fever.  Serologic 
tests  on  the  girl  have  given  various  reactions, 
some  negative  and  some  mild  and  not  con- 
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Fig.  3.  Tangent  screen  field  of  Case  3 made 
on  December  21,  1938.  Right  eye:  vision 

6/6-4.  Angioscotoma  plotted  with  4/1,000; 
central  scotoma,  with  2/200. 


Fig.  4.  Tangent  screen  study  of  Case  4 made 
on  January  12,  1939.  Left  eye:  vision  6/12 
corrected  to  6/7  — . Angioscotoma  charted  with 
4/1,000  target;  central  scotoma,  with  1/1,000. 

vincing,  but  eventually  she  was  proved  positive 
to  undulant  fever  by  a skin  test. 

A temperature  chart  kept  for  one  week  showed 
variations  between  97.6  and  99.2  F.  Her  chief 
complaints,  in  addition  to  those  mentioned, 
were  fatigue,  insomnia,  and  sore  throat. 

Small  absolute  scotomas  (paracentral)  de- 
veloped in  the  right  eye  in  March,  1939,  and  in 
the  left  eye  in  September,  1939.  It  is  difficult  to 
explain  why,  with  absolute  paracentral  scotoma, 
this  girl  had  no  loss  of  vision,  unless  it  was  that 


Fig.  5.  Tangent  screen  study  of  Case  4 made  on 
April  7,  1939.  Left  eye. 


the  absolute  center  of  the  macula  remained  un- 
affected. 

She  has  been  treated  with  sulfanilamide  and 
has  shown  periods  of  improvement  and  periods 
of  retrogression.  At  time  of  writing  she  is  im- 
proved, but  her  progress  under  treatment  has 
not  been  convincing. 

Case  3. — W.  W.,  complained  of  fatigue,  ma- 
laise, and  some  headache.  He  had  a postnasal 
discharge  but  otherwise  an  essentially  negative 
physical  examination. 

On  October  17,  1938,  his  vision  in  each  eye  was 
6/6-3;  he  had  normal  fundi,  but  his  field 
studies  showed  certain  bizarre  scotomas  that 
rightly  or  wrongly  we  had  come  to  associate 
with  undulant  fever  (Fig.  3).  To  our  disappoint- 
ment an  agglutination  test  proved  negative. 

We  were  naturally  suspicious  of  undulant 
fever  because  this  man  kept  goats  and  occasion- 
ally drank  their  milk.  He  left  the  plant  because 
he  felt  too  sick  to  work.  On  his  return  to  the 
factory  a skin  test  was  positive  to  both  Br.  abor- 
tus and  Br.  melitensis. 

Case  4- — R-  S.  was  a young  woman  with  joint 
pains  and  joint  swellings.  Her  case  had  been 
diagnosed  by  her  family  physician  as  rheumatoid 
arthritis.  She  had  had  a tonsillectomy  in  April, 
1938,  to  remove  a possible  focus  of  infection. 
She  complained  of  her  back  bothering  her  and 
of  frequent  colds. 

On  January  12,  1939,  she  was  sent  to  the  Eye 
Clinic.  Her  right  eye  had  vision  of  6/9  im- 
proved to  6/6—  by  her  correction.  There  was 
no  fundus  pathology.  The  left  eye  similarly 
had  vision  of  6/12  corrected  to  6/7—  (Fig. 
4). 

Her  fields  of  vision  showed  the  scotomas  of 
angioscotomatous  type,  and  a skin  test  for  un- 
dulant fever  was  mildly  positive. 
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Fig.  6.  Tangent  field  study  of  Case  5 made 
on  December  23,  1938.  Right  eye:  vision  6/7  — , 
not  improved  by  any  lens.  Angioscotoma 
charted  with  4/1,000. 


On  April  1,  1939,  she  was  admitted  to  the 
Genesee  Hospital  with  a diagnosis  of  undulant 
fever.  She  was  given  sulfanilamide  with  no  im- 
provement, but  after  intravenous  typhoid  in 
April,  1939,  she  showed  marked  progress. 

A subsequent  field  study  on  April  17,  1939,  one 
week  after  leaving  hospital,  showed  a marked 
reduction  in  size  of  angioscotomas  (Fig.  5). 

On  November  11,  1939,  the  angioscotomas 
were  still  normal  in  spite  of  the  fact  that  she  had 
had  a cold.  This  time  she  had  no  malaise,  aches, 
or  pains. 

Her  only  history  of  possible  contact  was  on  one 
occasion  when  she  drank  raw  milk. 

Case  5. — G.  S.,  a girl  aged  21,  came  to  the 
Medical  Department  on  December  19,  1938, 
complaining  of  headache.  Her  previous  medical 
history  was  of  frequent  colds,  sore  throat,  and 
abdominal  discomfort.  She  was  sent  to  the 
Eye  Clinic  on  December  21,  1938,  and  an  ex- 
amination showed  no  eye  pathology  but  a 
strongly  suspicious  angioscotomatous  enlarge- 
ment (Fig.  6). 

On  March  8,  1939,  she  was  given  Br.  meliten- 
sis  vaccine  and  developed  a markedly  positive 
reaction.  On  March  23,  1939,  she  was  positive 
on  agglutination  to  1-80  Br.  abortus  and  to  1-80 
Br.  melitensis. 

This  girl  was  given  160  Gm.  of  sulfanilamide 
over  a period  of  four  days  and  showed  no  im- 
provement. 

On  July  20  tests  were  positive  with  Br.  abor- 
tus (1-40)  and  Br.  melitensis  (1-20). 

Case  6. — E.  F.  was  a woman,  aged  38.  This 
case  is  particularly  interesting  in  that  she  came 
to  the  Eye  Clinic  on  July  3,  1939,  with  a blood- 
shot eye  of  four  days’  duration.  An  examina- 


Fig.  7.  Tangent  screen  field  of  Case  6 made  on 
November  22,  1939.  Right  eye. 


Fig.  8.  Tangent  field  study  of  Case  6 made  on 
November  22,  1939.  Left  eye. 


tion  showed  a vision  of  6/48  without  glasses 
and  6/18  with  glasses  in  the  right  eye,  with  a 
steamy  cornea.  The  pupil  was  contracted  and 
active,  and  the  iris  was  dilated  evenly  and  with- 
out adhesions.  The  details  of  the  fundus  could 
be  indistinctly  seen  because  of  the  cloudy  media. 
A diagnosis  of  uveitis  was  made. 

A hunt  for  a focus  of  infection  in  tonsils  (re- 
moved), teeth,  sinuses,  and  the  like  failed  to 
show  any  reason  for  the  uveitis.  A Wasser- 
mann  test  was  negative. 

Two  days  later  all  eye  symptoms  had  in- 
creased, and  there  were  marked  deposits  on 
Descemet’s  membrane. 
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On  July  6,  1939,  she  was  given  Br.  abortus, 
and  on  July  7 both  the  agglutination  test  and  the 
skin  test  were  reported  negative.  On  July  12  a 
tuberculin  test  was  negative. 

On  July  17  it  was  noted  that  the  erythema 
around  the  undulant  skin  test  remained  at  1 cm. 
diameter  after  twelve  days.  This  had  been 
done  with  Br.  abortus  1-80  dilution  and  Br. 
melitensis  (1-40). 

On  November  22, 1939,  the  eye  had  practically 
recovered  from  the  attack  of  uveitis  and  the 
tangent  fields  were  taken  in  both  eyes,  with 
enlargement  of  the  angioscotomas  as  noted  on 
the  charts  (Figs.  7 and  8).  She  was  given  neo- 
prontosil. 

Here  we  have  a girl  with  a uveitis  whose  origin 
we  were  unable  to  discover,  unless  it  was  due  to 
undulant  fever.  In  proof  of  this  theory  we  have 
positive  skin  and  agglutination  tests  and,  what 
is  significant  to  us,  marked  widening  of  the  nor- 
mal angioscotomas. 

Summary  and  Conclusions 

1.  Since  September  16,  1938,  we  have 
studied  some  111  cases  by  means  of  tangent 
screen  fields.  Some  of  these  were  routine 
eye  examinations  with  visual  abnormalities 
not  explained  by  intraocular  or  extraocular 
pathology,  error  of  refraction,  or  central 
nervous  system  disease.  Some  were  ex- 
amined because  of  physical  complaints. 
Some  were  done  as  part  of  an  eye  study  of  the 
employees  whose  work  brings  them  in  contact 
with  various  chemicals. 

2.  Of  these  111  cases,  92  or  81.41  per  cent 
showed  widening  of  the  normal  shadows  of 
the  retinal  tree  or  angioscotomas. 

3.  Of  those  that  showed  increased  angio- 
scotomas, 75  or  81.5  per  cent  showed  positive 


skin  reactions  indicative  of  undulant  fever. 

4.  Of  the  19  that  showed  normal  angio- 
scotomas, 3 showed  positive  skin  tests  or  15.7 
per  cent. 

5.  Field  studies  were  also  done  on  a small 
group  of  patients  suffering  from  various  afflic- 
tions, from  sinusitis  to  appendicitis,  to  deter- 
mine whether  an  enlargement  of  the  angio- 
scotomas was  merely  due  to  a congestion  of 
the  vessels  of  the  head  such  as  might  follow 
or  accompany  any  febrile  reaction.  Our  re- 
sults would  not  seem  to  substantiate  this 
theory. 

6.  Stated  conservatively,  we  believe  that 
there  is  a definite  relationship  between  angio- 
scotomas and  undulant  fever.  We  believe  that 
this  relationship  usually  takes  the  form  of  an 
enlargement  of  the  normal  angioscotoma  and 
occasionally  is  accompanied  by  small  central 
scotoma  and  disturbances  in  vision. 

7.  Whether  these  enlargements  of  the 
normal  angioscotomas  are  definitely  diagnos- 
tic of  undulant  fever  is  doubtful  or  improb- 
able. They  may  turn  out  to  have  the  same 
relative  value  as  an  increase  in  the  white  cell 
count  in  mastoiditis  or  appendicitis.  But 
whether  they  are  of  diagnostic  value  or  not, 
they  are  interesting  phenomena  accompany- 
ing undulant  fever  and  will  bear  further 
study.* 

* Authors’  Note:  Since  the  preparation  of  this  paper 
we  have  changed  our  plan  of  attack  in  treating  suspected 
brucellosis.  We  now  use  brucellosis  vaccine  in  prefer- 
ence to  sulfanilamide.  While  the  results  on  the  whole 
have  been  better  and  while  we  have  had  some  startling 
cures,  some  of  our  “cures”  have  had  relapses  and  slipped 
back  to  the  original  blurring  vision  for  which  they  sought 
relief.  But  this,  after  all,  is  characteristic  of  brucellosis 
behavior 


CONNECTICUT  STATE  MEDICAL  SOCIETY  TO  HOLD  SEVENTEENTH 
CLINICAL  CONGRESS 


The  Connecticut  State  Medical  Society  will 
hold  its  seventeenth  annual  Clinical  Congress  in 
the  Sterling  Law  Buildings  of  Yale  University  at 
New  Haven,  on  Tuesday,  Wednesday,  and 
Thursday,  September  16,  17,  and  18. 

Among  the  guest  speakers  from  outside  of 
Connecticut  will  be  Drs.  Sara  Jordan,  Paul  A. 
Younge,  Oscar  F.  Cox,  James  L.  Poppen,  Gilbert 
E.  Haggert,  Samuel  A.  Levine,  Frank  D.  Lathrop, 
Grantley  W.  Taylor,  and  Frank  H.  Lahey,  of 
Boston;  Emil  Novak,  of  Baltimore;  Robert  H. 
Kennedy,  Ernst  P.  Boas,  David  C.  Bull,  Burrill 
B.  Crohn,  Thomas  Francis,  Jr.,  and  Jerome  T. 
Webster,  of  New  York  City;  E.  Jefferson 
Browder  and  Matthew  Walzer,  of  Brooklyn; 
Y.  D.  Koskoff,  of  Pittsburgh;  George  St.  J. 
Perrott,  of  Bethesda,  Maryland;  and  Irvine  H. 
Page,  of  Indianapolis.  In  addition  to  these 
speakers,  many  Connecticut  physicians  will  pre- 
sent papers. 


Tuesday  morning’s  session  will  be  devoted  in 
the  main  to  gynecologic  subjects;  Tuesday 
afternoon’s,  to  the  effects  of  trauma;  and  Wed- 
nesday morning’s,  to  cardiovascular  disease. 
The  remaining  sessions  will  present  a varied  and 
well-rounded  program  of  interest  to  all  physi- 
cians. 

Members  of  the  Congress  may  enroll  in  a 
special  course  in  Traumatic  Surgery  to  be  given 
under  the  direction  of  Dr.  Samuel  C.  Harvey  of 
the  Yale  School  of  Medicine.  This  course  will 
begin  at  the  time  of  the  Congress  and  continue 
at  weekly  intervals  until  completed. 

Any  physician  may  register  for  the  Congress. 
The  registration  fee  for  the  Congress  is  $2.00  and 
for  the  special  course  in  Traumatic  Surgery  is 
$1.00  additional.  Detailed  information  and 
registration  cards  may  be  obtained  by  writing 
to  the  Connecticut  Clinical  Congress,  258  Church 
Street,  New  Haven,  Connecticut. 


BLOOD  PRESSURE  STUDIES  IN  THE  AGED 

Isidore  Miller,  M.D.,  New  York  City 


GERIATRICS  has  been  a neglected 
field  of  medicine.  At  present  the 
mortality  at  advanced  ages  is  considerably 
more  than  necessary,  owing  to  neglect  of 
special  study  in  the  anatomy  and  physiology 
of  senescence.1”  Geriatrics  will  assume  a 
greater  importance  with  the  years  as  the 
changes  in  the  age  distribution  of  the  popula- 
tion become  more  marked.  At  present  260 
of  every  1,000  people  in  the  United  States  are 
40  years  of  age  and  over.  It  is  estimated 
that  by  1960,  36  per  cent  of  the  population  will 
be  between  40  and  65  years  of  age.  In  1930 
there  were  6,500,000  people  in  this  country 
65  years  of  age  and  over;  by  1980,  it  is  esti- 
mated there  will  be  22,000,000.2 

The  problem  of  what  constitutes  the  limits 
of  normal  blood  pressure  is  of  interest  to  all 
who  examine  patients.  Most  studies  of  the 
blood  pressure  have  reported  figures  for  the 
younger  adult  groups.  Only  recently  has  the 
factor  of  old  age  come  into  prominence. 

Life  insurance  underwriters  have  prepared 
tables  for  normal  blood  pressure  averages  of 
white  male  groups.3  These  tables  show  that 
the  blood  pressure  rises  from  a systolic  of  120 
and  a diastolic  of  79  at  the  age  of  20  to  a sys- 
tolic of  138  and  a diastolic  of  89  at  the  age  of 
65.  With  advancing  years  the  average  normal 
systolic  pressure  increases  more  rapidly 
than  the  diastolic  pressure  but  much  more 
slowly  than  the  age.  For  a general  rule, 
permitting  variations  of  10  mm.  in  the  systolic 
pressure  and  5 mm.  in  the  diastolic,  the  normal 
range  is  110  to  148  systolic  and  70  to  95  di- 
astolic, approaching  the  upper  limits  in  the 
older  age  groups. 

Alvarez,4  in  his  examinations  of  the  fresh- 
men students  at  the  University  of  California 
(6,000  men  and  8,934  women),  found  that  the 
blood  pressure  did  not  increase  with  age; 
in  men  the  average  pressure  dropped  from 
the  age  of  17  to  21,  then  remained  the  same  to 
50;  in  women  there  was  a drop  from  the  age 
of  17  to  25,  then  it  rose  rapidly  after  25  and 
extremely  rapidly  after  40.  He  found  that 
45  per  cent  of  the  men  and  12  per  cent  of  the 
women  had  systolic  pressures  over  130;  22 
per  cent  of  the  men  and  2 per  cent  of  the 
women  had  systolic  pressures  over  140. 

Diehl  and  Sutherland5  studied  the  blood 


pressures  of  5,122  men  entering  the  University 
of  Minnesota  in  1922,  1923,  and  1924.  In 
1922,  16.2  per  cent  had  a systolic  pressure  of 
140  and  over.  In  1923  and  1924  the  men 
were  given  a rest  period  before  examination 
and  only  9 per  cent  had  a pressure  of  140  and 
over.  They  felt  that  nervousness  and  ex- 
citement were  important  factors  in  producing 
transient  hypertension  in  young  people. 

Alvarez  and  Stanley6  studied  the  blood 
pressures  of  6,000  prisoners  and  400  guards. 
They  found  that  the  percentage  of  men  with 
pressures  over  140  in  the  ages  between  20  and 
40  remained  almost  constant,  and  they  sug- 
gested that  those  with  hypertension  at  40 
had  had  it  also  at  20.  Five  per  cent  of  white 
prisoners  of  all  ages  between  15  and  39  had 
hypertension.  Of  58  prisoners  between  60 
and  84  years,  37  or  64  per  cent  had  pressures 
under  139  mm.  They  stated  that  a pressure 
of  115  mm.  was  just  as  normal  and  a pres- 
sure of  140  was  just  as  abnormal  in  an  old  man 
as  in  a young  man. 

Bowes7  studied  the  blood  pressures  of  50 
men  and  100  women  with  ages  ranging  from 
65  to  94  years.  The  systolic  pressure  of  the 
men  rose  from  145  in  the  60-  to  65-year  group 
to  163  in  the  80-  to  84-year  group.  The 
women  showed  a similar  rise  from  154  to  183. 
Both  men  and  women  showed  a marked 
fall  in  systolic  pressure  in  the  90-  to  94-year 
group.  The  diastolic  pressures  varied  from 
81  to  91  in  the  men  and  from  80  to  90  in  the 
women;  the  lower  figures  were  present  in  the 
90-  to  94-year  group.  The  pulse  pressure 
varied  in  the  men  from  63  to  80  and  in  the 
women  from  53  to  98.  The  pulse  pressure, 
too,  showed  a drop  in  the  90-  to  94-year  group. 
Of  the  150  patients,  22  had  systolic  pressures 
over  200,  28  had  diastolic  pressures  over  100, 
and  30  had  pulse  pressures  over  100. 

Lewis8  studied  the  blood  pressures  of  100 
men,  20  in  each  decade  from  40  to  89  years; 
he  included  1 man  of  90  and  1 of  101.  These 
studies  were  made  in  the  basal  state.  The 
systolic  pressure  rose  continually  after  40; 
the  greatest  rise  was  seen  after  65.  The 
systolic  pressure  was  116  at  40  to  44  years, 
124  at  60  to  64  years,  158  at  85  to  89  years. 
The  2 men  over  90  had  lower  pressures. 
The  average  diastolic  pressures  varied  slightly 
in  succeeding  decades.  The  pulse  pressures 
were  greater  at  the  higher  age  groups  since  the 
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TABLE  1. — Effect  of  Age  on  the  Average  Blood  Pressure 


Years 

Systolic 

Men 

Diastolic 

Pulse 

Systolic 

W omen 

Diastolic 

Pulse 

pressure 

pressure 

pressure 

pressure 

pressure 

pressure 

50-54 

132 

86 

46 

155 

94 

61 

55-59 

137 

87 

50 

154 

87 

67 

60-64 

142 

86 

56 

156 

84 

72 

65-69 

146 

84 

62 

174 

93 

81 

70-74 

148 

84 

64 

161 

88 

73 

75-79 

154 

84 

70 

165 

90 

75 

80-84 

154 

85 

69 

176 

94 

82 

85-89 

157 

86 

71 

145 

83 

62 

90-94 

158 

75 

83 

systolic  pressures  rose  more  than  the  diastolic 
pressures.  He  stated  that  the  general  trend 
of  the  systolic  pressure  was  a rise  and  was 
directly  related  to  age. 

Willius,9  in  a study  of  the  blood  pressure  in 
700  persons  75  years  of  age  and  over,  found  a 
systolic  pressure  over  140  in  74  per  cent,  a 
diastolic  pressure  over  90  in  40  per  cent,  and  a 
pulse  pressure  over  60  in  69  per  cent.  His 
study  was  conducted  on  people  who  had  come 
to  the  Mayo  Clinic  because  of  the  presence  of 
some  pathology.  In  a further  study  of  the 
cardiovascular  system  in  old  age,  Willius 
and  Smith10  reported  their  results  in  381 
patients,  70  years  and  over.  A systolic  pres- 
sure over  140  was  present  in  64  per  cent,  a 
diastolic  pressure  over  90  in  37  per  cent,  a 
pulse  pressure  over  60  in  60  per  cent.  These 
figures  were  lower  than  in  the  previous  study 
because  a younger  age  group  (70  to  74  years) 
was  included.  Willius  stated  that  his  figures 
showed  a tendency  for  hypertension  to  occur  in 
old  age. 

The  blood  pressure  studies  at  the  New  York 
City  Farm  Colony  were  done  on  853  men  and 
128  women.  The  readings  were  taken  during 
routine  physical  examinations  that  took  place 
daily  between  9:00  and  12:00  a.m.  The  pres- 
sures were  taken  with  a mercury  manometer  by 
the  auscultatory  method,  with  the  patients 
in  a sitting  position.  The  diastolic  reading 
was  taken  at  the  end  of  the  loudest  sound 
and  not  at  the  total  disappearance  of  sound. 
Each  patient  had  a physical  examination 
every  six  months.  They  were  accustomed  to 
the  examination  and  to  the  taking  of  the  blood 
pressure;  fear  and  excitement  due  to  possible 
adverse  physical  findings  were  present  in  only 
a few  of  the  patients. 

Concerning  the  nationality  of  these  patients, 
about  45  per  cent  were  natives  of  the  United 
States;  20  per  cent,  of  Ireland;  13  per  cent,  of 
Germany;  5 per  cent,  of  Italy,  with  scattered 
small  percentages  from  the  rest  of  Europe, 
Japan,  Canada,  Cuba,  and  the  Virgin  Islands. 
These  men  were  predominantly  nonskilled 
workers  in  their  youth;  in  this  institution, 


if  they  were  physically  able,  they  were  asked 
to  do  two  hours  of  light  work  daily.  They 
lead  a simple  life,  have  few  worries,  have  their 
meals  at  regular  hours,  and  can  rest  in  their 
beds  any  time  they  wish.  Many  of  these 
men  have  no  families  or  have  lost  contact 
with  their  families.  These  patients  do  not 
have  the  emotional  upsets  concerned  with 
“making  a living.”  The  storms  and  strifes  of 
life  leave  most  of  them  unperturbed.  Alvarez 
and  Stanley6  in  their  study  of  prisoners  and 
prison  guards  found  a lower  blood  pressure  in 
the  prisoners.  They  believed  that  the  “basal’ ’ 
state  of  the  prisoners  (no  responsibilities)  was 
the  logical  explanation. 

Table  1 shows  the  effect  of  age  upon  the 
average  blood  pressure.  In  men  the  systolic 
pressure  rose  from  132  in  the  50-  to  54-year 
group  to  157  in  the  85-  to  89-year  group. 
The  diastolic  pressure  varied  only  slightly 
with  age  (from  84  to  87  mm.).  The  pulse 
pressure  rose  from  46  to  71.  In  women  the 
systolic  pressure  rose  from  155  in  the  50-  to  54- 
year  group  to  176  in  the  80-  to  84-year  group; 
this  was  followed  by  a fall.  The  diastolic 
pressure  varied  only  slightly  (84  to  94  mm.) 
from  54  to  84  years;  after  85  years  there  was 
a fall.  The  pulse  pressure  rose  from  61  to  82. 
With  increasing  age  a fairly  constant  rise  in 
the  systolic  and  pulse  pressures  occurred  in 
the  men.  In  women  the  results  were  not  so 
clear  cut  but,  if  the  65-  to  69-year  group  is 
excluded,  the  tendency  for  the  rise  in  systolic 
and  pulse  pressures  is  present  up  to  84  years. 
Systolic,  diastolic,  and  pulse  pressures  were 
higher  in  the  women  than  in  the  men  at  all 
age  groups  except  the  85-  to  89-year  group. 

Table  2 shows  the  variations  in  blood  pres- 
sure with  age.  Forty-six  per  cent  of  the 
men  had  a systolic  pressure  under  140  and  5 
per  cent  had  a pressure  of  200  and  over. 
Seventy-five  per  cent  had  a diastolic  pressure 
under  90  and  5 per  cent  had  a pressure  of  110 
and  over.  Forty-two  per  cent  had  a pulse 
pressure  under  60  and  15  per  cent  had  a pres- 
sure of  90  and  over.  Twenty-five  per  cent 
of  the  women  had  a systolic  pressure  under 
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TABLE  2. — Relation  of  Age  to  Blood  Pressure 


Age  Groups 

50-54 

55-59 

60-64 

65-69 

70-74 

75-79 

80-84 

85-89 

90-94 

All 

Ages 

Percent- 
age of 
Total 
No. 

Men 

No.  of  patients 

40 

86 

159 

270 

136 

83 

67 

12 

0 

853 

100 

Systolic  press.,  mm. 

% under  120 

15 

10 

20 

15 

6 

4 

4 

0 

101 

12 

%— 120-140 

53 

48 

31 

32 

31 

31 

37 

33 

293 

34 

%— 140-160 

17 

24 

21 

18 

31 

29 

22 

25 

193 

23 

%— 160-180 

10 

8 

13 

22 

16 

17 

7 

25 

134 

16 

%— 180-200 

5 

6 

10 

10 

12 

13 

19 

0 

89 

10 

% — 200  and  over 

0 

4 

6 

4 

5 

6 

10 

17 

43 

5 

Diastolic  press.,  mm. 

% under  90 

77 

72 

72 

77 

77 

73 

70 

50 

597 

75 

%—  90-110 

20 

26 

21 

17 

21 

22 

15 

25 

160 

20 

% — 110  and  over 

3 

2 

7 

6 

2 

5 

15 

25 

41 

5 

Pulse  press.,  mm. 

% under  60 

78 

62 

53 

39 

29 

24 

27 

42 

356 

42 

<7C—  60-  90 

18 

31 

37 

47 

50 

49 

49 

25 

365 

43 

% — 90  and  over 

5 

7 

9 

14 

21 

27 

24 

33 

132 

15 

Women 

No.  of  patients 

8 

9 

20 

27 

19 

21 

9 

9 

6 

128 

100 

Systolic  press.,  mm. 

% under  120 

0 

11 

5 

0 

5 

0 

0 

11 

0 

4 

3 

%— 120-140 

38 

33 

20 

15 

21 

19 

11 

33 

33 

28 

22 

%— 140-160 

25 

22 

10 

22 

32 

19 

11 

33 

17 

27 

21 

%— 160-180 

25 

11 

30 

15 

16 

29 

11 

0 

0 

23 

18 

%— 180-200 

0 

0 

15 

22 

11 

19 

33 

11 

33 

21 

16 

% — 200  and  over 

13 

22 

20 

26 

16 

14 

33 

11 

17 

25 

20 

Diastolic  press.,  mm. 

% under  90 

38 

56 

65 

44 

42 

52 

44 

67 

67 

66 

51 

%—  90-110— 

50 

33 

25 

37 

42 

29 

22 

22 

33 

42 

38 

% — 110  and  over 

13 

11 

10 

19 

16 

19 

33 

11 

0 

20 

16 

Pulse  press.,  mm. 

% under  60 

63 

33 

25 

19 

26 

24 

11 

33 

17 

33 

26 

%— 60-  90 

25 

44 

30 

37 

47 

48 

33 

56 

17 

50 

39 

% — 90  and  over 

13 

22 

45 

44 

26 

29 

56 

11 

66 

45 

35 

140  and  20  per  cent  had  a pressure  of  200 
and  over.  Fifty-one  per  cent  had  a diastolic 
pressure  under  90  and  16  per  cent  had  a pres- 
sure of  110  and  over.  Twenty-six  per  cent 
had  a pulse  pressure  under  60  and  35  per 
cent  had  a pressure  of  90  and  over. 

This  study  has  included  the  effects  of  age 
and  sex  on  the  blood  pressure.  There  are 
other  factors  that  play  a part,  but  these 
would  act  equally  on  the  65-year-old  and 
the  100-year-old  person.  The  effect  of  in- 
creased weight  on  the  blood  pressure  was  not 
studied.  The  patients,  as  a group,  were  of 
normal  or  slightly  below  normal  weight  in 
relation  to  their  height. 

Sex  does  play  an  important  role  in  the 
picture.  In  the  older  age  groups  the  women 
had  higher  average  pressures  than  the  men 
(except  the  85-  to  89-year  group).  Alvarez 
and  Zimmerman11  thought  that  these  women 
had  a heredity  tendency  to  hypertension 
which  became  manifest  only  with  the  loss  of 
ovarian  secretion.  Up  to  40  years,  Symonds3 
found  that  men  had  a systolic  pressure  1 to  2 
mm.  more  than  women;  after  the  age  of  40 
the  pressure  of  women  rose  much  above  that  of 
men. 

Fishberg12  defined  essential  hypertension  as 
a constitutional,  familial,  and  hereditary  dis- 
ease (probably  diseases)  which  has  been 
aptly  termed  constitutional  hypertension. 


As  accessory  factors  he  included  emotional 
and  psychic  strains,  overeating,  and  obesity. 
A family  history  was  unknowm  or  indefinite 
in  most  of  these  patients.  Worry,  fear, 
grief,  and  mental  work  play  little  part  now 
in  their  lives.  The  aging  process  itself  usually 
brings  a peace  of  mind  and  mental  relaxation. 

Fineberg13  found  that  patients  with  ele- 
vated systolic  pressure  and  a relatively  low 
diastolic  pressure  formed  a definite  group 
characterized  clinically  by  their  relatively 
advanced  age.  These  cases  ran  a benign  and 
prolonged  course.  He  included  in  this  group 
cases  with  systolic  pressures  over  150  mm. 
and  diastolic  pressures  below  90  mm.  The 
high  systolic  pressure  was  caused  by  vaso- 
constriction of  the  peripheral  vascular  bed; 
the  low  diastolic  pressure  was  due  to  athero- 
sclerosis of  the  aorta  and  larger  vessels. 
Wiggers14  expressed  the  opinion  that,  in 
hypertension,  constriction  affected  the  entire 
arterial  tree.  In  the  smaller  vessels  this  pro- 
duced increased  peripheral  resistance;  in  the 
larger  vessels  the  capacity  and  extensibility 
were  reduced.  Diminished  elasticity  of  the 
aorta  and  the  larger  arterial  branches  in 
atherosclerosis  plays  an  important  part  in 
producing  an  increase  in  the  pulse  pressure. 
Table  1 shows  that  systolic  hypertension 
is  the  common  type  in  the  older  age  groups. 
Among  the  men,  from  the  age  of  75  years  and 


1634 


ISIDORE  MILLER 


IN.  Y.  State  J.  M. 


TABLE  3. — Percentage  Blood  Group  Distribution 
in  General  Population  and  in  Old  Age  Groups 


General 

Present 
Study 
65  Yrs. 

w.  w. 

Graves16 
60  Yrs. 

Popula- 

and 

and 

Blood  Groups 

tion17 

Over 

Over 

AB 

4 

4 

3.4 

A 

41 

39 

40.6 

B 

10 

9 

9.6 

O 

45 

48 

46.4 

Total  no.  of  people 

in  study 

500 

500 

TABLE  4. — Blood  Group  Distribution  in  Rela- 
tion to  Blood  Pressure  in  a Group  65  Years  and 
Over 


Blood  Groups 

AB 

A 

B 

O 

No.  of  patients 

18 

196 

47 

239 

Systolic  press.,  mm. 

% under  120 

11 

12 

2 

12 

%— 120-140 

44 

26 

30 

30 

%— 140-160 

11 

28 

28 

26 

%— 160-180 

11 

17 

28 

16 

%— 180-200 

6 

13 

8 

12 

% — 200  and  over 

17 

4 

4 

5 

Diastolic  press.,  mm. 

% over  90 

28 

25 

21 

26 

up,  the  average  systolic  pressure  was  above 
150  and  the  average  diastolic  pressure  was 
below  90.  Among  the  women  the  average 
systolic  pressure  was  above  150  at  all  age 
groups  (except  the  85-  to  89-year  group); 
but  the  average  diastolic  pressure  was  slightly 
higher  than  90  in  half  of  the  age  groups. 

Robinson  and  Brucer15  differentiate  average 
and  normal  blood  pressure.  They  found  that 
the  average  systolic  pressure  rose  with  age 
but  that  normal  blood  pressure  did  not.  To 
obtain  their  normal  readings  they  excluded 
those  with  a systolic  pressure  over  140  and  a 
diastolic  pressure  over  90  (13.3  per  cent  of 
their  cases).  Just  as  many  old  men  as  young 
men  had  low  blood  pressures.  In  their  opin- 
ion the  normal  range  of  systolic  pressure  is 
from  90  to  120  mm.;  of  diastolic  pressure, 
from  60  to  80  mm.  Pressures  higher  than 
these  are  a sign  of  incipient  hypertension, 
and  it  is  these  prehypertensive  and  hyper- 
tensive pressures  that  rise  with  age. 

In  Table  2 it  can  be  noted  that  if  the 
patients  with  systolic  pressures  of  140  and 
over  were  excluded,  50  per  cent  of  the  men  in 
the  seventh  decade  and  over  60  per  cent  of  the 
men  in  the  eighth  and  ninth  decades  would  be 
affected.  There  is  a decrease  in  the  percent- 
age of  men  with  average  systolic  pressures 
under  140  with  age  (from  68  per  cent  in  the 
50-  to  54-year  group  to  33  per  cent  in  the  85- 
to  89-year  group).  In  their  older  age  groups, 
Robinson  and  Brucer’s  figures  show  a similar 
decrease  with  age  in  the  percentage  of  men 
with  average  systolic  pressures  under  140 


(from  75  per  cent  at  55-  to  59-years  to  38  per 
cent  at  75-  to  79-years). 

To  determine  whether  the  percentage  dis- 
tribution of  blood  groups  in  old  age  differed 
from  that  present  in  the  general  population, 
blood  group  determinations  were  made  on 
500  people  65  years  of  age  and  over.  The 
figures  are  shown  in  Table  3.  In  reviewing 
the  literature,  a paper  on  this  subject  by 
Graves16  was  noted  in  which  he  reported  a 
percentage  increase  of  13.9  in  Group  O,  and 
1.7  in  Group  A in  old  age  as  compared  to  his 
findings  in  college  men.  Levine17  stated  that 
it  was  not  likely  that  the  blood  group  incidence 
varied  with  age  since  there  was  no  increased 
mortality  in  any  of  the  blood  groups.  Further 
studies  will  have  to  be  made  on  the  older  age 
groups  before  any  conclusion  can  be  drawn. 

In  Table  4 the  blood  groups  have  been 
separated  into  various  blood  pressure  levels. 
Groups  A and  O,  in  which  86  per  cent  of  the 
patients  are  included,  show  an  almost  similar 
incidence  in  the  percentage  of  hypotensive, 
normal,  and  hypertensive  cases.  Group  AB 
has  a larger  percentage  of  cases  with  systolic 
pressure  over  200;  but  only  18  cases  of  Group 
AB  are  present.  With  this  one  exception,  the 
figures  do  not  show  that  any  blood  group  is 
predisposed  to  hypertension.  Wiechmann 
and  Paal18  found  a relative  predominance  of 
Groups  III  and  IV  in  hypertension. 

Miller19  has  reported  the  effects  of  varia- 
tions in  blood  pressure  on  the  hemoglobin 
and  erythrocytes  in  old  age.  The  patients 
were  divided  into  four  groups  according  to 
their  blood  pressure.  The  120-  to  140-mm. 
group  had  the  highest  red  blood  cell  count 
(4,500,000),  and  the  hypotensive  group  had 
the  lowest  (4,370,000).  The  140-  to  160-mm. 
group  had  the  highest  hemoglobin  average 
(14.4.  Gm.),  while  the  160-mm.  and  over 
group  had  the  lowest  (14.2  Gm.).  The  differ- 
ences in  the  red  blood  cell  count  and  in  the 
amount  of  hemoglobin  in  the  various  groups 
were  slight. 

In  a study  of  vital  capacity  in  old  age20  the 
effect  of  variations  in  blood  pressure  were 
noted.  The  average  vital  capacity  of  the 
group  as  a whole  was  2,780  cc.,  70  per  cent  of 
normal.  The  vital  capacity  was  within  aver- 
age limits  for  all  blood  pressure  groups  except 
the  one  with  a systolic  pressure  of  200  and 
over.  This  group  gave  an  average  vital 
capacity  of  2,400  cc.,  60  per  cent  of  normal. 

To  determine  the  effect  of  diabetes  on 
blood  pressure,  a study  was  made  of  the  blood 
pressures  of  500  patients  over  60  years  of 
age  who  had  had  a morning  blood  glucose 
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determination.  Of  these,  35  (7  per  cent)  had  a 
blood  glucose  of  over  120  mg.  Fourteen  (2.8 
per  cent)  had  blood  glucose  of  150  mg.  and 
over.  The  average  blood  pressure  was  in- 
creased in  diabetes  (160  systolic  pressure  as 
compared  to  147  systolic  pressure  in  the  non- 
diabetic patients).  Of  the  35  patients  with  a 
blood  glucose  of  over  120  mg.,  5 (14  per  cent) 
had  a blood  pressure  of  200  mm.  or  over. 

To  determine  the  effects  of  syphilis  on  the 
blood  pressure,  a study  was  made  of  the 
blood  pressures  of  500  patients  who  had  had 
Wassermann  tests.  Of  these,  40  (8  per  cent) 
had  a 3 or  4 plus  Wassermann  reaction. 
The  average  systolic  pressure  in  this  group 
was  148.7  mm.  This  compared  closely  to  the 
average  systolic  pressure  of  147  mm.  in  the 
negative  Wassermann  group. 

Conclusions 

1.  With  changes  in  the  age  distribution 
of  population,  geriatrics  will  assume  greater 
importance.  Further  studies  in  physiologic 
old  age  are  needed  to  give  us  standards  that 
can  be  used  for  comparison. 

2.  In  men  the  average  systolic  pressure 
rose  from  132  mm.  at  50  to  54  years  of  age  to 
157  mm.  at  85  to  89  years  of  age.  The  dias- 
tolic pressure  varied  only  slightly  with  in- 
creasing age.  The  pulse  pressure  rose  from 
46  mm.  to  71  mm. 

3.  In  women  the  systolic  pressure  rose 
from  155  at  50  to  54  years  of  age  to  176  at 
80  to  84  years  of  age.  The  diastolic  pres- 
sure varied  only  slightly.  The  pulse  pres- 
sure rose  from  61  to  82. 

4.  Systolic,  diastolic,  and  pulse  pressures 
were  higher  in  the  women  than  in  the  men  at 
all  age  groups  except  in  the  85-  to  89-year 
group. 

5.  Systolic  hypertension  with  a relatively 
low  diastolic  pressure  was  a common  finding 
in  the  older  age  groups. 


6.  A predisposition  of  particular  blood 
groups  to  hypertension  has  not  been  demon- 
strated. 

7 . Hypertension,  per  se,  had  no  effect  on 
the  erythrocyte  count  and  hemoglobin. 

8.  The  vital  capacity  was  normal  for 
all  blood  pressure  groups  except  for  the 
group  with  a systolic  pressure  of  200  and 
over. 

9.  Diabetes  mellitus  was  associated  with 
an  increase  in  systolic  blood  pressure. 

10.  A positive  Wassermann  reaction  had 
no  effect  on  the  blood  pressure. 

333  East  80th  Street 
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ODD  KIND  OF  PASTIME 
A new  use  for  the  stethoscope  is  reported  by  the 
regular  London,  England,  correspondent  of  the 
Journal  of  the  American  Medical  Association  in 
the  March  15  issue.  He  says: 

“In  gratitude  for  his  work  in  removing  delayed 
action  bombs  which  fell  in  the  east  end  of  Lon- 
don, Capt.  Robert  Davies,  who  is  in  command 
of  the  bomb  disposal  squad,  has  been  presented 
with  a stethoscope  by  the  resident  staff  of  one  of 
the  hospitals.  He  has  frequently  borrowed  a 
stethoscope  from  the  hospital  in  order  to  listen 
to  the  ticking  of  delayed  action  bombs  before 
removing;  them.” 


HE  HURT  HIS  FINGER 
Vladimir  Horow'itz,  pianist,  whose  concerts 
occasionally  have  been  broadcast,  has  been 
forced  to  cancel  all  engagements  for  the  remain- 
der of  the  year.  His  three  consulting  physicians 
released  the  following  statement: 

“We  have  under  our  care  Mr.  Vladimir  Horo- 
witz who  is  convalescing  from  a traumatic 
tenosynovitis  of  the  flexor  digitorum  sublimis 
and  profundis  muscle  at  the  metacarpophalangeal 
joint.” 

Horowitz  has  an  injured  finger. 

— Radio  Column , Pittsburgh  Post-Gazette, 
quoted  in  the  Illinois  M edical  Journal 


TETANUS— ITS  PREVENTION  AND  TREATMENT 

Joseph  K.  Calvin,  M.D.,  Chicago 


BEFORE  attempting  to  outline  the  mod- 
ern methods  of  preventing  and  treating 
tetanus,  allow  me  to  say  a few  words  about  the 
present  conception  of  its  pathogenesis. 

Pathogenesis 

Tetanus  bacilli  infecting  a local  wound  and 
remaining  localized  at  this  site  generate  tet- 
anus exotoxin,  which  is  absorbed  into  the  cir- 
culation and  is  distributed  throughout  the 
body  by  the  blood  stream.  It  becomes  fixed 
by  the  anterior  horn  cells  of  the  central  nerv- 
ous system,  resulting  in  reflex  convulsive 
activity  (intermittent  muscular  spasms). 
It  also  exerts  a peripheral  action  in  the  region 
of  the  motor  end  plates  of  the  muscles,  causing 
generalized  persistent  muscular  rigidity. 

Incidence 

Although  the  disease  is  relatively  rare  con- 
sidering the  widespread  prevalence  of  the 
bacilli,  any  abrasive  wound,  no  matter  how 
trivial,  may  conceivably  result  in  the  dreaded 
malady.  It  has  recently  been  conclusively 
demonstrated  that  the  tetanus  bacillus  is 
widely  distributed  in  street  dust,  even  in  the 
present  horseless  day.  In  practically  every 
case  of  childhood  tetanus  seen  at  the  Cook 
County  Hospital  the  wound  is  trivial,  such  as 
those  resulting  from  a thorn  or  nail,  a stone 
bruise,  a small  splinter,  a blister,  a small 
abrasion,  laceration  or  crush,  a slight  burn,  a 
prick  of  a needle,  etc.  Superficial  healing  is 
usually  already  present,  and  ofttimes  the 
wound  cannot  be  found  at  all.  This  has  also 
been  the  experience  of  other  observers. 
Children,  especially  boys,  are  continuahy  re- 
ceiving trivial  injuries.  The  organism  may  be 
on  the  soiled  skin  or  clothing,  even  if  not  on 
the  puncturing  body,  and  may  be  driven  into 
the  wound  at  the  time  of  the  puncture  or  lacer- 
ation. Consequently,  one  of  the  most  dis- 
tressing points  in  connection  with  tetanus  is 
the  possibility  of  its  appearing  when  least 
expected,  and  more  disquieting  still  is  the 
knowledge  that  the  largest  number  of  cases 
follow  the  most  trivial  injuries.  There  is  no 
way  of  foretelling  which  wih  develop  teta- 
nus. 

Read  by  invitation  at  the  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
May  8,  1940. 

Attending  physician,  Sarah  Morris  Children’s  Hospi- 
tal of  Michael  Reese  Hospital. 


Prophylaxis 

Tetanus  can  now  be  prevented  by  two 
methods: 

( 1 ) Passive  Immunity — Tetanus  Antitoxin. 
—As  we  all  know,  1,500  to  5,000  units  of 
tetanus  antitoxin  injected  subcutaneously 
within  a few  hours  after  an  injury  will  prevent 
the  development  of  tetanus.  Fifteen  hundred 
units  will  apparently  protect  a child  with  a 
minor  wound.  If  there  is  a considerable 
interval  between  the  time  of  injury  and  the 
administration  of  antitoxin  or  if  there  is  a 
severe  injury  such  as  a compound  fracture  or 
crushing  dirty  wound,  doses  of  5,000  to  10,000 
units  are  indicated.  In  these  severe  injuries 
it  is  advisable  to  combine  gas  bacillus  anti- 
toxin with  the  tetanus  antitoxin.  This  pas- 
sive immunity  lasts  only  about  seven  to  four- 
teen days.  Consequently,  if  the  wound  does 
not  appear  to  be  clean  and  healing,  the  in- 
jection should  be  repeated  every  ten  days, 
provided  no  serum  sickness  is  present,  since 
then  the  danger  arises  of  producing  an  Arthus 
reaction  (local  gangrene).  The  repeated  in- 
jections should  never  be  given  near  the  site  of 
a previous  injection  for  the  same  reason.  If 
a suspicious  wound  must  be  reopened,  even 
after  months,  i.e.,  for  the  extraction  of  a 
foreign  body,  another  prophylactic  dose  must 
be  given  because  of  the  possibihty  of  the  sur- 
gical procedure’s  stirring  up  old  tetanus  spores. 

Adequate  surgical  care  of  the  wound  is  ex- 
tremely important  so  that  the  wound  will  have 
healed  by  the  time  the  passive  immunity  dis- 
appears. The  customary  surgical  measures 
should  be  employed.  It  is  especially  impor- 
tant to  extract  foreign  bodies  if  possible. 

With  such  an  adequate  means  of  prevention 
we  might  wonder  why  tetanus  still  occurs. 
The  prophylactic  dose  would  commonly  be 
administered  in  certain  types  of  injury.  This 
is  correct  as  far  as  it  goes.  Every  physician 
exercising  ordinary  diligence  and  skill  would 
administer  the  antitoxin  in  obviously  danger- 
ous wounds,  such  as  those  due  to  gun  powder 
(Fourth  of  July  injuries,  etc.),  auto  accidents 
in  which  the  wound  usually  is  contaminated 
with  soil  and  manure,  compound  fractures, 
severe  puncture  wounds,  severe  or  infected 
burns,  dirty  lacerations,  etc.  Because  this 
is  commonly  done,  we  at  the  Cook  County 
Hospital  have  seldom  seen  tetanus  follow  these 
severer  types  of  injuries. 
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It  does  not,  however,  solve  the  problem  of 
the  minor  or  trivial  injury.  Should  antitoxin 
be  given  or  withheld  in  this  type  of  injury? 
That  question  is  still  more  perplexing  and  un- 
sol vable.  We  all  know  that  it  is  not  practical 
to  give  tetanus  antitoxin  to  every  child  with  a 
trivial  injury.  We  are  not  called  to  see  most 
of  the  trivial  injuries;  even  if  we  were,  the 
chief  objection  is  the  high  incidence  of  un- 
comfortable serum  sickness,  not  to  mention 
the  always  present  danger  of  immediate 
anaphylaxis  to  horse  serum,  precluding  further 
injections.  Besides,  the  whole  population  of 
children  might  become  so  sensitized  to  horse 
serum  by  repeated  injections  that  when  it  was 
really  urgent  to  give  other  horse  serums,  as  in 
diphtheria  or  meningitis,  it  would  be  danger- 
ous to  do  so.  There  is  a bovine  type  of  tet- 
anus antitoxin  available,  but  it  is  quite  ex- 
pensive for  routine  use. 

Most  of  these  objections  can  now  be  over- 
come by: 

(2)  Active  Immunity  with  Tetanus  Toxoid. 
— Recently,  it  has  been  shown  by  an  increas- 
ing number  of  investigators  that  active  im- 
munization against  tetanus  by  means  of  tet- 
anus toxoid  is  not  only  possible  but  extremely 
practical. 

The  principle  is  the  same  as  in  the  univer- 
sally employed  active  immunization  against 
diphtheria  with  diphtheria  toxoid.  It  is  a 
well-established  immunologic  fact  that  when  a 
specific  antigen  (in  this  case  toxoid)  is  injected 
specific  antibodies  (antitoxin,  etc.)  develop 
and,  also,  that  after  a certain  interval,  if  the 
antigen  is  again  injected,  the  response  of  de- 
veloping antibodies  is  much  accelerated  in 
time  and  amount.  One  of  the  essential  dif- 
ferences, however,  between  the  response  in 
diphtheria  and  tetanus  active  immunization 
is  that  in  the  former  the  antitoxic  content  of 
the  blood  usually  remains  at  a sufficiently  high 
protective  level  for  many  years,  while  in  the 
latter,  after  a shorter  period  of  time,  the  anti- 
toxic level  in  the  blood  often  falls  below  the 
protective  level  of  0.1  unit  of  antitoxin  per 
cubic  centimeter  of  blood.  However,  it 
rapidly  reaches  the  protective  level  again  after 
another  injection  of  the  toxoid.  Another 
difference  is  that  there  is  no  simple  clinical 
test,  such  as  the  Schick  test,  to  determine  the 
degree  of  immunity  to  tetanus.  There  are 
apparently  no  children  naturally  immune  to 
tetanus  toxin.  Tetanus  antitoxin  titrations 
on  numerous  children  have  never  revealed 
any  antitoxin  present  in  their  blood  before 
immunization. 

Now,  what  does  all  this  mean  when  trans- 


lated into  practical  immunization  against 
tetanus? 

1.  Alum-precipitated  tetanus  toxoid  is 
given  subcutaneously  or  intramuscularly  in 
0.5  or  1 cc.  doses,  depending  on  the  product 
used. 

2.  Two  doses  are  given  two  to  three 
months  apart. 

3.  The  antitoxic  titer  of  the  blood  is  usu- 
ally, but  not  invariably,  raised  well  above  the 
protective  level  (0.1  unit  of  antitoxin  per 
cubic  centimeter  of  blood)  against  tetanus  in- 
fection within  a few  months  or  sooner  after 
the  second  dose.  Even  when  the  interval  is  as 
long  as  nine  months  between  these  doses 
extremely  high  titers  of  antitoxin  are  pro- 
duced. 

4.  This  high  titer  usually  persists  for  three 
or  more  months  after  the  second  dose— at 
times  up  to  two  years — and  then  may  fall  to 
less  than  the  protective  level. 

5.  Another  dose  of  0.5  to  1 cc.  of  alum- 
precipitated  toxoid,  called  the  “boosting”  or 
“stimulating”  dose,  given  at  any  later  time 
after  the  original  two  doses  when  exposure  to 
possible  tetanus  has  occurred,  will  within 
three  days,  in  all  instances,  raise  the  antitoxin 
content  of  the  blood  to  an  effective  protective 
level  again,  even  much  higher  than  after  the 
second  dose.  Thus,  adequate  protection  is 
insured.  This  again  may  gradually  fall  below 
the  protective  level  in  three  to  six  months, 
although  not  necessarily  so.  Another  boost- 
ing dose  at  any  time  will  again  raise  it  suf- 
ficiently within  three  days.  In  other  words, 
this  basal  immunity,  which  responds  so  readily 
to  a secondary  stimulus,  is  probably  life- 
long. 

Even  though  the  antitoxin  resulting  from  the 
primary  stimulation  may  fall  to  a low  level 
after  a few  months,  a secondary  or  stimulating 
dose  produces  a much  more  rapid,  greater, 
and  prolonged  antibody  response  and  corre- 
sponding immunity  than  that  obtained  by  the 
two  primary  injections.  Boosting  doses  may 
be  given  to  those  children  previously  actively 
immunized  when  the  physician  is  consulted 
for  an  injury. 

6.  Theoretically,  and  this  is  of  utmost  im- 
portance, even  without  this  artificial  boosting 
dose  the  stimulus  of  the  tetanus  toxin  gener- 
ated in  a fresh  wound  should  act  as  a natural 
boosting  dose  in  a person  whose  basal  immune 
mechanism  is  set  to  combat  tetanus  by  pre- 
vious active  immunization.  This  individual 
should  show  a rapid  immunity  response  to  the 
stimulation  from  the  production  of  tetanus 
toxin  in  the  wound,  and  so  the  child  with  the 
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injury  too  slight  to  consult  a physician  would 
probably  also  be  protected. 

7.  The  use  of  the  combined  alum-precipi- 
tated toxoids  of  tetanus  and  diphtheria,  given 
at  the  same  time,  does  not  interfere  with  the 
specific  immunity  response  of  either.  The 
immunity  to  each  disease  developed  by  the 
two  specific  toxoids  given  together  is  no  less 
than  that  developed  by  each  specific  toxoid 
separately.  The  dose  is  in  the  same  volume 
(1  cc.).  Thus,  we  can  offer  the  added  protec- 
tion against  tetanus  without  any  additional 
effort  or  injection. 

8.  The  reactions  to  alum-precipitated 
tetanus  toxoid  when  given  alone  are  few  and, 
on  the  whole,  have  been  mild.  There  is  usu- 
ally some  transient  local  tenderness.  Because 
of  the  presence  of  potassium  aluminum  sulfate 
(alum)  in  the  preparation,  absorption  is  de- 
layed. An  indurated  nodule  persists  at  the 
site  of  injection  for  quite  a long  time  when 
given  subcutaneously,  but  it  disappears  within 
forty-eight  hours  when  given  intramuscularly. 
No  serum  sickness  or  hyperallergic  sensi- 
tivity develops  as  a rule.  It  can  be  safely 
used  in  allergic  individuals  or  those  sensitive 
to  animal  serums.  There  is  little  danger  in 
repeated  injections.  My  co-workers  and  I 
have  given  about  two  thousand  injections  of 
the  tetanus  toxoid  to  children  and,  even 
though  some  of  the  subjects  previously  or  at 
the  time  had  eczema,  asthma,  hay  fever,  etc., 

' only  3 children  developed  a mild  general  re- 
action (mild  urticaria)  from  the  injections. 
However,  very  rarely  the  first  injection  of 
toxoid  can  so  sensitize  an  individual  that  a 
fairly  severe  allergic  reaction  may  occur  with 
subsequent  injections.  When  the  diphtheria 
toxoid  is  combined,  the  reactions  in  children 
under  the  age  of  6 years  are  as  a rule  also  slight. 
In  older  children  there  is  more  marked  reaction 
because  of  the  increased  sensitivity  to  the  diph- 
theria bacillus  protein  in  older  individuals, 
which  apparently  does  not  apply  to  the  tetanus 
bacillus  protein.  Consequently,  it  is  wise  in 
older  children  to  give  0.2  cc.  of  the  combined 
tetanus  and  diphtheria  toxoid  as  a test  dose. 

9.  Although  it  had  previously  been  stated 
that  combined  active-passive  immunization 
is  not  feasible,  the  two  types  of  immunization 
being  incompatible  with  each  other,  it  has 
recently  been  conclusively  demonstrated  that 
combined  immunization  of  one  injection  of 
serum  (tetanus  antitoxin)  and  a simultaneous 
injection  of  tetanus  toxoid,  followed  by  re- 
peated injections  of  tetanus  toxoid  in  the  usual 
manner,  is  able  to  superimpose  uninter- 
ruptedly active  immunity  on  passive  immun- 


ity. This  insures  a permanent  antitoxic  im- 
munity against  tetanus  and  is  the  best  pro- 
phylaxis against  tetanus  for  the  nonvaccinated 
wounded  patient.  In  short,  children  treated 
by  serovaccination  have  the  same  antitoxic 
response  to  a subsequent  reinforcing  dose  of 
toxoid  injected  after  several  months  or  later 
as  patients  who  have  been  vaccinated  only 
with  the  toxoid. 

10.  For  extensive  injuries  such  as  would 
require  gas  bacillus  antitoxin  prophylaxis, 
it  is  best  to  give  tetanus  antitoxin  also  (the 
two  are  commercially  available  combined  in 
one  vial),  even  though  the  child  was  pre- 
viously actively  immunized.  In  this  type  of 
severe  injury  the  incubation  period  might  be 
under  three  days,  and  it  may  require  up  to 
three  days  to  raise  the  antitoxin  titer  suf- 
ficiently with  the  boosting  dose  of  toxoid. 
In  any  case,  if  the  second  injection  of  toxoid 
has  not  as  yet  been  given,  a prophylactic  dose 
of  tetanus  antitoxin  should  be  given  under 
those  conditions  in  which  the  antitoxin  is 
ordinarily  used.  Otherwise,  a stimulating 
dose  of  toxoid  is  given. 

11.  Because  the  repeated  injections  of 
toxoid  raise  the  question  of  occasional  (rare) 
sensitization  with  its  local  and  systemic  re- 
actions, a special  tetanus  toxoid,  topagen,  has 
recently  been  used  intranasally.  By  using  it 
intranasally  for  two  or  three  successive  days, 
every  six  months,  the  protective  level  of  anti- 
toxin in  the  blood  is  said  to  be  maintained  at 
an  adequate  level  in  advance  of  an  injury, 
providing  the  original  two  doses  have  been 
given  by  injection.  This  method  is  so  new  that 
it  requires  further  confirmation. 

Active  Treatment 

Every  case  of  tetanus  is  a grave  emergency, 
and  no  time  should  be  lost  in  instituting 
treatment  regardless  of  how  mild  the  case 
may  appear.  Death  is  usually  due  to  convul- 
sive asphyxia  with  tonic  fixation  of  the  respira- 
tory muscles.  Late  deaths  may  result  from 
pneumonia. 

The  actual  therapy  can  be  divided  into:  (1) 
sedative  therapy,  (2)  specific  therapy  with 
tetanus  antitoxin,  (3)  nursing  and  sympto- 
matic care,  and  (4)  surgical  treatment  of  the 
wound. 

( 1 ) Sedative  Therapy. — The  purpose  of 
sedative  therapy  is  to  prevent  or  control 
convulsions  and  in  that  way  prevent  death 
from  asphyxia  or  exhaustion.  It  is  indicated 
before  attempting  to  carry  out  any  other 
procedures. 

The  ideal  antispasmodic  should  rapidly  re- 
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lax  the  patient  enough  to  allay  the  convulsions 
and  rigidity  without  complete  loss  of  con- 
sciousness or  collapse  from  the  drug.  If  pos- 
sible, the  cough  and  pharyngeal  reflexes 
should  not  be  abolished.  Avertin  fluid  (tri- 
bromethanol  amylene  hydrate)  meets  these 
requirements.  It  is  easily  administered  rec- 
tally  in  children,  beginning  with  25  mg.  per 
kilogram  of  body  weight  in  the  average  case 
and  repeating  with  10  to  15  mg.  per  kilogram 
every  fifteen  minutes  until  moderate  relaxa- 
tion is  effected.  Usually,  it  is  not  necessary  to 
give  more  than  50  mg.  per  kilogram  to  gain 
the  necessary  relaxation.  If  severe  asphyxia] 
convulsions  are  already  in  evidence,  the  initial 
dose  should  be  increased  to  50  mg.  per  kilo- 
gram or,  if  spasms  are  absent,  it  may  be  re- 
duced to  15  mg.  The  relaxing  effect  lasts 
anywhere  from  one  to  six  hours  or  longer; 
then  the  above  treatment  must  be  repeated 
for  days  or  weeks  until  the  child  remains  fairly 
well  relaxed  without  sedation.  If  adequate 
amounts  are  employed,  muscular  relaxation 
ensues  within  five  to  ten  minutes.  The  patient 
should  be  maintained  within  the  dim  border 
of  consciousness,  but  the  onset  of  restlessness 
and  increasing  rigidity  calls  for  more  sedation 
to  forestall  the  onset  of  an  asphyxial  convul- 
sion. The  advantages  of  avertin  are  espe- 
cially: (1)  the  ease  of  fractional  administration 
without  pain  and  (2)  its  rapid  and  potent  ac- 
tion compared  with  other  drugs  given  rec- 
tally.  Other  investigators  have  had  equal  suc- 
cess with  seconal  or  amytal. 

( 2 ) Specific  Therapy. — As  mentioned  pre- 
viously, tetanus  toxin  reaches  the  nerve  tis- 
sues through  the  circulation  after  being  ab- 
sorbed into  the  capillaries  from  the  local  site 
of  wound  infection.  If  these  nerve  tissues 
have  already  fixed  a lethal  dose  of  toxin  be- 
fore serum  is  used,  it  will  have  no  value. 
However,  in  any  given  case  of  tetanus  we  can- 
not know  whether  a full  lethal  dose  has  al- 
ready been  fixed.  The  timely  injection  of  a 
large  amount  of  antitetanic  serum  neutralizes 
the  newly  formed  circulating  toxin  (elaborated 
in  the  wound),  preventing  it  from  becoming 
fixed  in  the  susceptible  tissues  in  lethal 
amounts.  Only  that  fraction  of  toxin  that 
has  already  been  fixed  by  the  specifically  re- 
active tissues  is  decisive  for  life  or  death. 
Any  additional  circulating  toxin  may  be 
neutralized  and  rendered  harmless.  Neither 
sedatives  nor  serum  is  self-sufficient  but 
are  complementary  to  each  other,  sedatives 
to  combat  the  results  of  toxin  already  bound 
to  nerve  tissue  (convulsions  and  rigidity) 
and  serum  to  forestall  further  toxin  fixation. 


Antitoxin  administered  intravenously  will 
reach  and  neutralize  the  circulating  toxin  most 
rapidly,  and  the  time  element  is  of  the  great- 
est importance.  The  intraspinal  route  has 
been  discarded  and  condemned  as  dangerous 
and  inefficient. 

A single  massive  dose  of  50,000  units  is 
given  intravenously.  It  must  be  diluted  in 
at  least  500  cc.  of  normal  saline  and  given 
slowly  by  the  gravity  drip  method  to  avoid 
reactions.  Another  50,000  units  is  given  in- 
tramuscularly for  more  prolonged  absorption. 
Bio-assay  has  shown  that  this  amount  affords 
a liberal  excess  of  antitoxin  in  the  blood 
stream,  even  a month  or  more  later,  capable 
of  preventing  further  spread  of  toxin  even 
weeks  after  the  danger  period  of  tetanus  has 
passed.  It  may  be  wise  to  give  epinephrine 
hypodermically  some  minutes  before  begin- 
ning the  intravenous  administrations,  since 
a serum  reaction  might  precipitate  a fatal 
asphyxial  tetanus  convulsion.  Also  the  pa- 
tient should  be  tested  for  unusual  sensitivity 
to  horse  serum  before  giving  it  intravenously. 

Recently,  it  has  been  advocated  to  give,  in 
addition  to  the  antitoxin,  2 cc.  of  tetanus 
toxoid  intramuscularly,  and  then  4 cc.  and 
up  to  6 cc.  are  repeated  at  intervals  of  five  or 
six  days.  It  has  been  demonstrated  that  ac- 
tive immunization  due  to  the  toxoid  follows 
without  interruption  the  passive  immuniza- 
tion due  to  serotherapy.  This  is  a certain 
means  of  avoiding  relapses  and  recurrences. 

Lack  of  improvement  in  the  patient  is  no 
indication  to  continue  indefinitely  with  serum 
therapy,  for  once  all  available  circulating 
toxin  not  bound  by  nerve  tissue  is  neutralized 
and  an  excess  of  antitoxin  is  present,  which 
certainly  should  occur  within  twenty-four 
hours  or  less,  further  administration  would 
have  no  further  value.  Sedatives  and  sup- 
portive measures  must  then  be  relied  upon  to 
control  convulsions  and  maintain  life  until  the 
central  nervous  system  has  had  an  opportun- 
ity to  recover.  It  can  do  this  completely 
providing  a lethal  dose  of  toxin  has  not  al- 
ready been  fixed  before  antitoxin  is  adminis- 
tered. Occasionally,  but  uncommonly,  after 
serum  administration,  signs  of  brain  edema 
appear.  These  can  be  relieved  by  MgS04 
intramuscularly  and  50  per  cent  glucose  in- 
travenously. 

(; 3 ) Nursing  and  Symptomatic  Care. — A 
nurse,  if  possible  one  trained  in  the  care  of 
tetanus  patients,  must  be  in  constant  attend- 
ance on  a child  with  tetanus  if  adequate  seda- 
tive therapy  is  to  be  attained.  She  must 
recognize  the  indications  for  the  repetition  of 
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sedatives  and  have  the  equipment  always 
ready  for  their  immediate  administration. 
She  should  be  able  to  administer  avertin  her- 
self if  necessary.  One  of  the  advantages  of 
this  drug  is  that  a nurse  can  be  easily  taught 
to  administer  it  rectally. 

Nourishment  must  be  given  to  prevent  star- 
vation and  exhaustion.  It  is  frequently 
possible  with  sedatives  to  relax  the  trismus 
sufficiently  so  that  the  patient  can  take  plenty 
of  soft  high  carbohydrate  foods,  small  curd 
milk,  and  fluids  by  mouth  with  little  difficulty. 
No  chewing  should  be  attempted,  food  being 
administered  best  by  bottle  and  nipple  or 
medicine  dropper.  The  best  time  for  feeding 
is  when  the  patient  awakens  by  himself  and 
is  still  sufficiently  relaxed,  or  just  as  he  is 
going  under  the  influence  of  the  sedative, 
rather  than  arousing  him  especially  to  take 
food.  In  severe  cases  when  the  child  is  un- 
conscious most  of  the  time  because  of  the 
necessary  large  doses  of  sedatives,  dextrose 
and  saline  can  be  given  intravenously  by  con- 
tinuous drip.  Subcutaneous  administration 
of  fluids  is  avoided  because  the  pain  may  cause 
reflex  convulsions.  Nasal  catheter  feedings 
are  dangerous  in  unconscious  children  be- 
cause of  the  danger  of  vomiting  and  asphyxia. 

Blood  transfusions  are  useful  when  sepsis  or 
pneumonia  complicate  the  tetanus  or  in  the 
late  convalescent  stages  in  markedly  debili- 
tated or  anemic  children. 

The  position  of  the  child  should  be  changed 
at  the  times  the  sedatives  are  repeated  to  re- 
duce the  incidence  of  pneumonia — a frequent 
complication. 

The  emergency  procedure  for  asphyxia  is  to 
give  artificial  respiration  while  sedatives  are 
being  administered  to  relax  the  respiratory 
spasm. 

If  excessive  mucus  accumulates  in  the 
nasopharynx,  it  may  be  controlled  by  small 
doses  of  atropine.  Aspiration  by  suction  is 
usually  contraindicated  unless  it  can  be  done 
without  exciting  the  child. 

Abdominal  distention  or  urinary  retention 
must  be  watched  for  and  relieved  by  enemas 
and  catheterization,  but  adequate  sedatives 
should  be  given  before  disturbing  the  child 
for  any  such  treatment. 

(4)  Surgical  Treatment  of  the  Wound. — 
As  mentioned  above,  in  our  experience  in 
most  cases  of  tetanus  in  children  the  wound  is 
slight  and  ofttimes  healed,  or  there  is  no 
wound  to  be  found  at  all.  It  is  questionable 
whether  the  wound  should  be  disturbed  if  it 
is  healing  or  healed,  since  the  prompt  injec- 
tion of  adequate  amounts  of  antitoxin  intra- 


venously soon  neutralizes  all  the  circulating 
toxin  and  the  toxin  being  formed  locally  for 
some  time  to  come;  this  may  be  combined 
with  repeated  toxoid  injections  to  superimpose 
an  active  immunity  on  the  passive  immunity 
without  interruption.  Never  is  a case  of 
tetanus  per  se  a surgical  emergency,  and  no 
surgical  procedure  should  be  attempted  until 
the  child  is  thoroughly  relaxed  under  sedatives 
or  general  anesthesia,  as  the  excitement  might 
easily  produce  a fatal  asphyxial  spasm.  Am- 
putation or  disfiguring  operations  are  never 
justified  in  the  surgical  treatment  of  uncom- 
plicated tetanus.  In  general,  only  such  sur- 
gery is  to  he  recommended  as  would  he  required 
if  the  patient  did  not  have  tetanus. 

Discussion 

Dr.  Francis  J.  Gustina,  Buffalo,  New  York — 
Dr.  Calvin  has  given  us  a splendid  paper  on  the 
present  status  of  the  prevention  and  treatment  of 
tetanus.  The  first  essential  in  treatment  is  to 
give  a large  dose  of  tetanus  antitoxin  intraven- 
ously as  soon  as  the  condition  is  suspected.  Our 
scheme  is  to  give  100,000  units  at  once,  diluted 
with  about  three  times  or  more  of  its  volume  with 
sterile  5 per  cent  glucose  solution.  Every  case 
should  be  considered  an  immediate  emergency 
as  far  as  administering  the  antitoxin  is  concerned, 
for  we  have  no  way  of  telling  clinically  whether 
the  patient  may  have  had  sufficient  toxin  fixed 
to  kill  him  by  the  time  we  see  him.  The  intra- 
venous route  must  be  used  to  get  the  neutralizing 
antitoxin  to  the  affected  tissues  as  soon  as  pos- 
sible. One  must  think  of  tetanus  whenever  a 
patient  presents  symptoms  suggesting  the  dis- 
ease, and  particularly  is  this  true  when  local 
tetanus  occurs.  If  treatment  can  be  instituted 
prior  to  the  onset  of  tactile  reflex  symptoms, 
recovery  is  more  probable. 

The  use  of  combined  diphtheria-tetanus  toxoid 
is  a real  advance  in  preventive  medicine.  As 
Dr.  Calvin  has  brought  out  in  the  paper,  it  is  an 
easy  and  effective  way  to  secure  more  general 
protection  against  this  disease  which  may  arise 
from  the  most  trivial  type  of  wound.  That  this 
will  prove  to  be  the  case  in  humans  even  though 
a new  injection  of  toxoid  is  not  given  after  an 
infected  wound — provided  the  person  has  been 
previously  immunized — seems  to  be  suggested 
by  the  experience  of  the  French  who  have  re- 
cently reported  on  the  elimination  of  tetanus  in 
army  units,  the  horses  included,  after  such  pro- 
phylactic immunization  has  been  carried  out. 
The  only  disadvantage  of  using  the  combined 
toxoid  for  active  immunization  is  the  possibility 
of  local  and  occasionally  general  reactions.  In 
our  experience  three  local  reactions  of  severity 
have  been  noted;  in  these  cases  an  inflamed 
circumscribed  cystic  mass  developed  which  ap- 
peared to  be  an  abscess.  All  were  left  alone  and 
were  completely  absorbed  in  varying  time — 
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from  two  to  five  weeks.  It  was  a great  tempta- 
tion to  do  something,  but  in  view  of  the  fact  that 
these  were  undoubtedly  sterile  abscesses  or  lique- 
fied areas  it  was  decided  to  leave  them  alone,  and 
this  turned  out  to  be  quite  satisfactory.  The  in- 
cidence of  such  reactions  reported  to  date  has 
been  so  low  that  it  should  not  be  a deterrent  to 
the  use  of  this  valuable  measure. 

With  respect  to  general  reactions,  they  have 
not  been  observed  by  us.  Our  material  is  chiefly 
limited  to  infants,  and  this  may  account  for  the 
lack  of  any  systemic  reactions. 

Dr.  J.  L.  McCartney,  Philadelphia — Dr.  Cal- 
vin has  presented  an  excellent  survey  of  the  pre- 
vention and  treatment  of  tetanus  and  has 
pointed  out  that  toxoid  immunization  is  now 
beyond  the  experimental  stage. 

This  is  quite  obviously  so,  as  the  injection  of 
toxoid  is  now  accepted  by  the  English,  French, 


and  Italian  armies.  After  a test  period  at  the 
United  States  Naval  Academy  at  Annapolis  on 
about  3,000  cadets,  it  is  now  being  accepted  by 
the  U.  S.  Navy.  A report  of  this  work  was  pre- 
sented at  the  recent  meeting  of  the  American 
College  of  Physicians. 

Dr.  Calvin  has  pointed  out  that,  after  two  ini- 
tial injections  of  toxoid,  a third,  boosting  or 
stimulating,  dose  gives  the  individual  full  pro- 
tection. This  dose  may  be  given  at  regular  in- 
tervals or  immediately  after  the  individual  has 
been  injured,  and  protection  is  assured  in  three  to 
five  days.  A recent  article  by  Gold,  appearing 
in  the  May  issue  of  the  American  Journal  of 
Surgery , brings  out  the  fact  that  this  booster  dose 
is  just  as  effective  if  given  in  the  nose  as  when  in- 
jected and  that  the  instillation  of  the  toxoid  in 
the  nose  prevents  the  reactions  that  sometimes 
occur  when  the  toxoid  is  injected.  The  toxoid  for 
intranasal  instillation  is  known  as  tetanus 
“topagen.” 


TWISTING  THE  DRAFT  REJECTION  FIGURES 


Propagandists  as  well  as  liars  figure,  observes 
the  New  York  Medical  Week , so  it  was  perhaps 
to  have  been  expected  that  interested  groups 
would  seize  upon  the  medical  statistics  of  the 
Selective  Service  System  as  an  argument  for 
state  medicine.  Actually  there  is  nothing  in 
these  figures  either  to  occasion  alarm  for  the 
nation’s  health  or  to  suggest  that  political  con- 
trol of  medical  care  would  better  it. 

Comparisons  between  current  draft  statistics 
and  those  of  the  last  war  are  bound  to  be  errone- 
ous because  the  standards  of  physical  and  mental 
selection  are  much  more  rigid  today.  Warned 
by  the  cost  of  pensions  and  veterans’  medical 
services  since  1918,  the  government  is  seeking  to 
bar  potential  as  well  as  obvious  misfits  from  the 
army  now  in  training. 

Many  physicians  believe  that  some  of  the 
reasons  for  deferment  are  inconsequential  from 
the  practical  point  of  view  and  that  men  are 
being  rejected  who  could  prove  useful  in  occupa- 
tions requiring  limited  physical  activity.  This 
is,  of  course,  for  the  Army  to  decide;  but  it  is 
safe  to  say  that  many  of  those  refused  as  physi- 
cally unfit  are  reasonably  healthy  by  ordinary 
civilian  standards  and  capable  of  fulfilling  the 
social  and  economic  demands  of  normal  life. 

There  has,  it  is  true,  been  a substantial  per- 
centage of  rejections  because  of  physical  defi- 
ciencies that  cannot  be  dismissed  as  unimportant, 
but  few  of  these  can  be  attributed  primarily  to 
lack  of  opportunities  for  suitable  medical  care. 


State  medicine  would  not  prevent  the  rheu- 
matic hearts  which  have  kept  a considerable 
number  of  young  men  out  of  training;  for,  so 
far,  neither  the  cause  nor  cure  of  rheumatic 
fever  is  known.  Neither  would  it  banish  many 
congenital  deformities  and  traumatic  defects  for 
which  reparative  procedures  have  not  yet  been 
devised. 

Rejections  for  insufficient  teeth,  defective  eye- 
sight, and  underweight  are  greatly  to  be  deplored, 
because  in  many  cases  the  disqualifying  fault 
could  have  been  prevented.  Here  the  remedy  is 
public  education  rather  than  state-controlled 
therapy.  More  stress  on  proper  nutrition,  hy- 
gienic use  of  the  eyes  and  other  organs,  and  also 
early  recourse  to  medical  and  dental  aid  wTould 
do  far  more  to  improve  the  general  level  of 
health  than  the  subjection  of  medicine  to  a 
politically  dominated  bureaucracy. 

On  the  whole,  it  may  be  said  that  the  American 
youth  of  today  compares  favorably  in  all  essen- 
tial physical  respects  with  his  predecessors.  If 
the  percentage  of  military  rejections  seems  ex- 
cessive, it  is  because  health  standards  are  higher 
and  diagnostic  procedures  more  accurate  than 
in  the  past.  As  Dr.  Roger  I.  Lee,  president- 
elect of  the  American  College  of  Physicians,  re- 
cently declared,  there  has  been  overemphasis  on 
the  relation  of  draft  medical  statistics  to  the 
general  health  of  the  nation.  “A  steady  fall  in 
death  rates  is  an  indication  that  the  American 
people  today  are  healthier  than  ever  before.” 


PNEUMONIA  IS  CONTAGIOUS 
Additional  evidence  that  pneumonia  is  a con- 
tagious disease  and  that  all  patients  with  it 
should  be  strictly  isolated,  even  during  con- 
valescence, is  presented  in  the  Journal  of  the 
American  Medical  Association  for  June  7 by  Drs. 
Sydney  S.  Gellis  and  A.  Graeme  Mitchell,  Cin- 
cinnati. 


“Nine  instances  of  cross-infection  with  type  1 
pneumococcus  occurred  in  November  and  De- 
cember of  1939  during  a period  of  two  weeks  in 
the  pediatric  service  of  the  Cincinnati  General 
Hospital,”  the  two  physicians  say.  “All  the 
children,  with  one  exception,  were  between  the 
ages  of  2 and  3 years.” 


ALLERGIC  REACTIONS  IN  THE  ABDOMEN 

T.  Wood  Clarke,  M.D.,  Utica,  New  York 


USUALLY  when  one  thinks  of  the  allergic 
diseases  the  mind  turns  to  asthma,  hay 
fever,  eczema,  or  urticaria.  This  is  because 
the  earliest  recognition  of  the  condition  was  in 
these  more  common  manifestations  of  the 
allergic  reaction. 

To  confine  one’s  thoughts  on  allergy  to  the 
respiratory  and  cutaneous  systems  is  an  error. 
The  reaction  may  occur  in  any  organ  in  the 
body.  According  to  its  type  and  location 
many  varied  symptom  complexes  may  appear. 
Previously,  I have  presented  the  subject  of 
allergic  manifestations  in  the  central  nervous 
system.1  Here  I will  discuss  those  in  the  ab- 
dominal organs.2 

The  allergic  reaction  may  manifest  itself 
in  one  of  four  ways — hyperemia,  edema, 
glandular  hypersecretion,  or  smooth  muscle 
contraction.  Two  or  more  of  these  may  occur 
simultaneously.  If  the  condition  persists,  the 
resistance  of  the  tissues  may  become  reduced, 
and  secondary  infection  or  chronic  prolifera- 
tion results.  This  is  commonly  seen  in  chronic 
sinusitis,  aphthous  stomatitis,  or  nasal  polypi. 

Allergic  reactions  of  the  gastric  mucous 
membrane  may  be  either  acute,  chronic,  or  re- 
current. The  acute  attacks  are  usually  caused 
by  direct  contact.  When  a person  takes  a food 
to  which  he  is  markedly  allergic  there  may  be  a 
prompt  urticaria  at  all  points  of  contact. 
The  lips  may  swell  tremendously,  the  esopha- 
gus may  become  edematous,  and  the  swelling 
of  the  gastric  mucous  membrane  may  cause 
violent  vomiting,  with  or  without  abdominal 
pain. 

A number  of  years  ago  a baby,  aged  13 
months,  was  referred  to  me  by  Dr.  Girard, 
then  of  Lyons  Falls,  who  suspected  intestinal 
obstruction.  The  child  had  been  vomiting 
for  four  days.  The  bowels  had  moved  the 
first  day  but  not  since.  The  child  was  in  col- 
lapse, semiconscious.  Except  for  the  lack  of 
blood  in  the  stools  the  picture  was  typical  of 
intussusception.  A barium  enema,  however, 
filled  the  colon  completely.  The  symptoms 
were  so  suspicious  that  the  barium  enema  was 
repeated.  Again  the  findings  were  negative. 
The  vomiting  continued.  As  the  baby  ap- 
peared to  be  starving,  1 ounce  of  skimmed  milk 
was  given.  In  a few  minutes  a urticaria 
appeared  over  the  entire  body.  This  sug- 


gested that  the  vomiting  was  a manifestation 
of  cow’s  milk  allergy.  Skin  tests  gave  a re- 
action to  cow’s  milk  casein  and  lactalbumin 
and  to  goat’s  milk.  Milk  was  discontinued. 
Glucose  enemas  were  given  and  a milk-free 
diet  was  prescribed.  Vomiting  stopped 
promptly;  the  baby  became  conscious,  took 
its  food  ravenously,  and  during  the  week  it 
remained  in  the  hospital  gained  V2  pound  in 
weight.  Such  violent  vomiting  occurring 
during  the  first  few  weeks  of  life  may  be  diffi- 
cult to  differentiate  from  pylorospasm.  Some 
authors  claim  that  true  pylorospasm  may  have 
an  allergic  etiology.3 

The  chronic  manifestations  of  gastric  al- 
lergy may  be  caused  by  direct  contact  or  as  a 
part  of  a systemic  allergic  reaction.  The 
chronic  hyperemia  or  edema  of  the  stomach 
wall  may  cause  bad  breath,  coated  tongue, 
anorexia,  flatulence,  eructation  of  gas,  vague, 
more  or  less  severe  pains,  or  indefinite  ab- 
dominal discomforts — all  the  symptoms  popu- 
larly called  dyspepsia. 

When  the  edema  has  lasted  some  time, 
ulceration  may  follow.  During  the  last  few 
years  a number  of  authors4  have  reported 
cases  indistinguishable  from  peptic  or  duodenal 
ulcers  which  have  proved  to  be  the  direct 
result  of  gastric  allergy.  In  these  cases  the 
offending  protein  has  usually  been  egg,  wheat, 
or  milk.  As  soon  as  the  causative  protein  has 
been  identified  and  removed  from  the  diet  the 
symptoms  have  disappeared,  and  x-ray  exami- 
nations have  shown  rapid  healing  of  the  ulcer. 
Feedings  of  the  offending  protein  causes 
prompt  return  of  the  symptoms.  It  is  impor- 
tant to  recognize  this  relation  of  allergy  to 
gastric  ulcer,  especially  in  cases  that  do  not 
show  prompt  recovery  when  placed  on  the 
Sippy  diet.  Where  the  ulceration  is  due  to  a 
milk  allergy  the  condition  is  aggravated  by 
the  milk  in  the  Sippy  diet.  Withdrawal  of 
milk  will  cause  prompt  permanent  recovery. 

The  recurrent  manifestations  of  gastric  al- 
lergy are  best  exemplified  by  the  so-called 
cyclic  vomiting  of  children,  a condition  fre- 
quently of  allergic  origin.5 

Intestinal  symptoms  due  to  the  allergic  re- 
action may  also  be  either  acute,  chronic,  or 
recurrent.  A violent  diarrhea,  sometimes 
bloody,  may  follow  a few  hours  after  the  in- 
gestion of  some  food  to  which  the  patient  is 
sensitized.6  On  the  other  hand,  the  sudden 
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edema  of  the  intestinal  wall  may  be  so  great 
as  to  cause  a temporary  occlusion  of  the  bowel 
with  symptoms  of  intestinal  obstruction. 

A few  years  ago  I was  called  in  to  see  a child 
whom  I had  been  treating  for  asthma.  She 
had  been  taken  ill  suddenly  with  violent 
vomiting,  intense  abdominal  cramps,  and  col- 
lapse. On  examining  the  abdomen  a round 
movable  mass  the  size  of  a small  orange  was 
discovered  to  the  left  of  the  navel.  The 
father,  a physician,  assured  me  that  the  mass 
had  not  been  there  the  day  before.  Suspect- 
ing that  the  mass  was  due  to  impacted  feces, 
I recommended  an  intestinal  cleansing. 
The  next  day  the  mass  had  disappeared.  A 
month  later,  however,  the  attack  recurred 
when  there  was  no  suggestion  of  an  underlying 
constipation.  This  happened  several  times, 
until  the  father  appreciated  that  the  attacks 
occurred  whenever  the  child  was  given  an  egg. 
On  an  egg-free  diet  the  attacks  failed  to 
recur. 

In  other  cases  the  attacks  of  acute  ab- 
dominal pain,  vomiting,  and  rigidity  may  so 
closely  simulate  acute  appendicitis7  or  chole- 
cystitis as  to  indicate  immediate  operation. 
On  opening  the  abdomen  no  acute  inflamma- 
tion is  found.  The  appendix  or  the  wall  of  the 
gallbladder  may  be  swollen  and  edematous 
but  not  reddened,  or  there  may  be  a localized 
edema  of  a portion  of  the  intestine  or  of  the 
parietal  peritoneum.  If  the  appendix  is  re- 
moved, it  will  show  eosinophilic  infiltration. 
In  such  cases,  even  after  the  appendix  has 
been  removed,  the  attacks  will  usually  recur 
to  the  mortification  of  the  surgeon.  The  re- 
current attacks  of  edema  of  the  appendix  due 
to  allergic  attacks  may  result  in  a true  infective 
appendicitis.8  Henoch’s  purpura,  which  com- 
bines purpuric  eruptions  on  the  skin  with 
acute  abdominal  pain,  is  now  recognized  as  a 
manifestation  of  allergy.9 

When  the  allergic  reaction  in  the  small  in- 
testine is  chronic  or  recurrent  the  picture  is 
that  of  chronic  intestinal  indigestion,  loss  of 
appetite,  recurring  pains,  and  tenderness 
located  first  at  one  point  then  at  another, 
sometimes  constipation  and  at  other  times  di- 
arrhea. The  sufferer  from  this  type  of  allergy 
lives  a life  of  unhappiness  and  discomfort, 
travels  from  physician  to  physician,  either  sub- 
mits to  numerous  operations  that  give  no 
relief  or  is  assured  that  there  is  nothing  wrong 
op  that  the  symptoms  are  the  result  of  that 
useful  hook  on  which  we  hang  the  hat  of  our 
ignorance — a functional  neurosis. 

A few  months  ago  such  a case  was  sent  to 
me.  She  was  a married  woman,  aged  27. 


Her  family  history  included  a grandfather  who 
suffered  from  repeated  headaches  and  a 
cousin  who  had  asthma.  In  childhood  she 
had  vomiting  attacks  about  once  a month. 
At  16  she  began  having  severe  headaches, 
associated  with  vomiting,  about  once  a week. 
These  had  continued  up  to  the  present.  She 
had  also  suffered  for  years  from  attacks  of  ab- 
dominal pain  located  in  various  parts  of  the 
abdomen.  She  had  hives  if  she  ate  straw- 
berries. She  was  constipated.  Two  years  ago 
her  condition  was  diagnosed  as  chronic  ap- 
pendicitis and  the  appendix  was  removed. 
No  improvement  resulted.  This  spring  her 
physician  told  her  that  her  trouble  was  in  the 
gallbladder  and  that  it  must  be  removed. 
She  went  to  Syracuse  for  the  operation  where 
careful  examinations  by  a surgeon  and  a 
roentgenologist  failed  to  demonstrate  any 
evidence  of  gallbladder  disease.  She  was  then 
referred  to  Dr.  Hitchcock,  an  internist.  Dr. 
Hitchcock,  in  consideration  of  her  history  of 
migraine  and  urticaria,  suspected  that  the 
case  might  be  one  of  intestinal  allergy  and 
referred  her  to  me. 

On  the  first  day’s  testing  she  gave  a sus- 
picious reaction  to  wheat  by  the  scratch  test. 
This  was  confirmed  later  by  a strong  reaction 
to  the  intradermal  test.  Wheat  was  removed 
from  her  diet  and  in  two  days  her  abdominal 
pains  had  disappeared.  During  the  past  six 
months  she  has  had  no  headaches,  vomiting, 
or  abdominal  pains;  she  gained  many  pounds 
in  weight  and  says  that  for  the  first  time  in 
ten  years  she  feels  quite  well.  Whereas  she 
has  always  lived  on  a most  carefully  selected 
and  restricted  diet,  she  now  eats  anything  she 
wishes  provided  it  contains  no  wheat. 

When  the  reaction  is  confined  to  the  colon  a 
different  picture  appears.  Here  we  usually  get 
three  of  the  characteristic  allergic  reactions: 
edema  of  the  mucosa,  spasm  of  the  muscle 
wall,  and  hypersecretion  of  the  mucous 
glands.  These  three  combined  give  the  classic 
picture  of  mucous  colitis.  It  is  now  nearly 
twenty  years  since  Vaughan10  called  attention 
to  the  fact  that  mucous  colitis  was  a mani- 
festation of  food  allergy,  an  opinion  con- 
firmed by  many  allergists  since  that  time. 

Recent  roentgenologic  studies  of  mucous 
colitis  have  conclusively  demonstrated  spastic- 
ity of  the  colon  when  the  offending  protein  is 
given  either  by  mouth  or  incorporated  in  a 
barium  enema.11 

Today  all  allergists  agree  that  most  cases  of 
mucous  colitis  are  allergic  in  origin,  and  some 
insist  that  all  are.  When  the  cause,  usually 
wheat,  is  discovered  and  eliminated  from  the 
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diet  the  symptoms  disappear  promptly.  If 
the  colonic  edema  persists,  the  resistance  of 
the  mucous  membrane  is  lowered  and  an 
ulcerative  colitis12  or  colonic  polypi13  may 
result.  In  such  cases  the  treatment  of  the 
ulcerative  colitis  or  polypi  is  greatly  simpli- 
fied if  the  underlying  allergic  factor  is  dis- 
covered and  removed  from  the  diet. 

In  1940  Necheles  and  his  associates14  at 
the  Michael  Reese  Hospital  have  reported  a 
series  of  6 cases  of  gallbladder  allergy  in 
which  careful  x-ray  examination  demon- 
strated a hyperactivity  of  the  gallbladder  wall 
associated  with  gallbladder  colic  when  the  food 
to  which  the  patient  was  sensitive  was  ad- 
ministered. 

Although  eighteen  years  have  passed  since 
Duke15  first  called  attention  to  the  fact  that 
the  allergic  reaction  could  occur  in  the  urinary 
system,  few  urologists  even  give  the  matter  a 
thought.  It  is  'well  known  that  acute  nephritis 
and  hematuria  may  occur  as  an  accompani- 
ment of  serum  sickness,  proving  that  ana- 
phylactic changes  can  occur  in  the  kid- 
neys.16 

In  the  bladder,  too,  allergy  may  play  an  im- 
portant role  in  the  production  of  symptoms. 
All  students  of  allergy  report  cases  in  which 
bladder  pain  is  the  result  of  allergic  reactions 
in  that  organ.  Edema  combined  with  muscu- 
lar contraction  of  the  bladder  wall  may  result 
in  excruciating  pain  and  tenesmus.  If  the 
allergic  condition  is  allowed  to  progress,  polypi 
or  ulceration  may  result.  When  secondary 
infection  occurs  the  presence  of  pus  in  the 
urine  may  cloud  the  picture. 

Two  such  cases  have  come  under  my  obser- 
vation lately.  The  first  was  a young  married 
woman,  aged  22.  In  her  family  history  her 
father  has  had  two  attacks  of  urticaria  and  her 
great  uncle  had  asthma.  Her  sister  has 
perennial  hay  fever.  As  a child  she  had  a 
slight  eczema  at  the  bend  of  the  elbows.  At 
the  age  of  12  a mild  attack  of  appendicitis 
was  followed  by  an  appendectomy.  During 
her  convalescence  from  the  operation  she  had 
an  attack  of  pyelitis  lasting  several  weeks. 

Ever  since  then  she  has  suffered  at  frequent 
intervals  from  severe  pains  in  her  bladder, 
considered  to  be  the  result  of  cystitis.  Usually 
her  urine  was  clear  but  at  times  there  would  be 
a few  pus  cells.  All  through  her  life  in  board- 
ing school  and  college  she  would  be  obliged 
to  stay  in  bed  at  frequent  intervals  and  apply 
heat  over  the  bladder  region.  At  times  the 
pain  was  severe.  No  form  of  local  treatment 
had  any  effect  on  the  attacks.  In  February 
1940,  when  consulting  Dr.  Sears  in  Syracuse, 


the  possibility  of  her  symptoms  being  due  to 
bladder  allergy  was  discussed,  and  a complete 
allergic  study  was  recommended.  Though  the 
scratch  tests  were  negative  to  all  foods,  intra- 
dermal  tests  gave  definite  reactions  to  wheat 
and  chocolate.  These  were  removed  from  her 
diet.  During  the  next  seventeen  months  the 
patient,  who  previously  rarely  went  a week 
without  an  attack,  has  been  entirely  free  from 
pain  except,  when  on  one  or  two  occasions, 
social  duties  necessitated  her  eating  some  food 
containing  wheat. 

The  second  case  is  a woman,  aged  50.  For 
several  years  at  her  summer  home  she  has  had 
attacks  diagnosed  as  cystitis.  This  fall  on 
returning  to  Utica,  though  she  was  complain- 
ing of  severe  bladder  pains,  her  urine  was 
found  to  be  either  free  of  pus  or  to  contain 
only  an  occasional  leukocyte.  Treatments, 
first  with  mandelic  acid  and  then  with  uro- 
tropin,  failed  to  give  more  than  temporary 
relief.  An  allergic  study  was  made,  and  this 
patient  also  gave  reactions  to  intradermal  tests 
with  chocolate  and  wheat.  She  had  herself 
been  suspicious  of  chocolate.  Since  removal  of 
these  from  her  diet  she  has  had  no  more  pains 
in  her  bladder  except  once  after  eating  a little 
chocolate. 

In  the  sphere  of  the  gynecologist,  cases  have 
been  reported  of  dysmenorrhea,  menorrhagia,17 
and  irritation  and  excoriation  of  the  vulva18 
due  to  food  allergy  being  completely  relieved 
by  an  allergic  study  with  resultant  dietary  re- 
form. 

The  most  important  factor  in  the  diagnosis 
of  abdominal  allergy  is  an  appreciation  that 
such  a condition  exists  and  that  it  can  simu- 
late any  known  acute  or  chronic  abdominal 
lesion.  In  making  a diagnosis  of  any  so-called 
surgical  belly,  the  possibility  of  allergy  must 
be  kept  in  mind.  When  the  abdominal  pain 
is  associated  with  an  attack  of  asthma  or  a 
crop  of  hives,  allergy  is  at  once  suggested. 
If  there  is  a family  or  past  history  of  other 
allergic  manifestations,  allergy  must  be  seri- 
ously considered.  It  frequently  happens, 
however,  that  the  allergic  manifestations  occur 
in  the  abdomen  and  nowhere  else  in  patients 
with  no  suggestive  history.  In  such  cases  the 
diagnosis  is  not  easy  and  one  must  be  guarded 
in  making  it. 

To  refrain  from  operating  on  a patient  with 
acute  appendicitis,  intussusception,  or  per- 
forated gastric  ulcer  in  order  to  make  an  allergic 
study  requiring  several  days  would  be  crimi- 
nal. Even  in  these  acute  cases,  however,  we 
have  one  diagnostic  help.  If  the  case  is  al- 
lergic, a hypodermic  injection  of  adrenalin 
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will  usually  cause  prompt  relief  of  the  symp- 
toms. In  the  true  surgical  abdomen  such 
relief  will  not  occur.  In  all  such  acute  cases, 
unless  relieved  by  adrenalin,  it  is  safer  to 
operate  first.  Then  if  the  symptoms  recur, 
think  of  allergy. 

It  is  in  the  patients  with  chronic  abdominal 
pain  that  the  allergic  study  should  be  made, 
especially  in  those  patients  in  whom  an  exact 
diagnosis  cannot  be  made  by  the  ordinary 
means.  In  patients  with  chronic  symptoms 
suggesting  indigestion,  peptic  ulcer,  chole- 
cystitis, appendicitis,  colitis,  and  cystitis  the 
allergic  examinations  are  of  most  value.  They 
should  not,  however,  be  undertaken  until 
careful  physical  examination  and  complete  x- 
rays  and  laboratory  tests  have  failed  to  show 
any  organic  lesion.  If  an  expected  leuko- 
cytosis is  lacking  and  especially  if  there  is  any 
degree  of  eosinophilia,  allergy  should  be 
strongly  suspected.  A family  and  past  his- 
tory of  allergic  diseases  is  significant  and 
should  be  inquired  into  carefully.  The  diag- 
nosis of  abdominal  allergy  is  not  easy.  The 
scratch  tests,  if  they  work,  give  us  valuable 
hints  as  to  the  presence  of  an  allergic  condi- 
tion and  the  nature  of  the  etiologic  factor. 
Unfortunately,  in  abdominal  allergy  they  all 
too  frequently  fail  us.  The  intradermal  tests 
are  more  reliable.  They,  however,  are  far 
from  infallible.  The  tests  should  be  made  be- 
cause, if  they  do  work,  they  give  the  diagnosis 
in  a few  days  and  may  save  many  weeks  or 
months  of  tedious  dietary  experimentation. 
If  the  tests  do  not  work  and  usually  even  if 
they  do,  we  have  to  carry  on  systematic  dietary 
study  and  experimentation  to  reach  a definite 
diagnosis. 

Even  if  it  takes  weeks  or  months  to  reach  a 
conclusion  as  to  the  cause  of  the  symptoms 
in  these  chronic  sufferers  from  abdominal  al- 
lergy, the  relief  obtained,  either  by  eliminating 
the  offending  protein  from  the  diet  or  de- 
sensitizing the  patient  thereto,  is  so  complete 
and  the  unhappy  invalid  is  so  easily  returned 
to  health  without  the  danger  and  expense  of  a 
useless  and  unsuccessful  abdominal  operation 
that  all  the  time  and  trouble  involved  are  well 
spent. 


The  point  I want  to  stress  is  that  when  you 
are  confronted  with  an  acute  or  chronic  ab- 
dominal condition  in  which  the  symptoms  and 
signs  are  atypical  and  the  diagnosis  is  doubtful 
you  should  remember  that  the  allergic  reac- 
tions may  occur  in  any  of  the  abdominal  organs 
and  you  should  give  the  possibility  of  your 
case  being  one  of  abdominal  allergy  serious 
consideration. 
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PURPLE  COW  OUTDONE 
I’ve  never  seen  a vitamin 
I never  hope  to  see  one, 

But  druggists  are  all  getting  rich 
Dispensing  one  called  “B-One.” 

Robert  W.  Rogers — New  York  Sun 


SHORT  CUT 

Doctor:  “I’m  sorry,  but  I'll  have  to  open  you 
up  again.  I can't  find  my  other  rubber  glove.” 
Patient:  “No  more  cutting.  Here's  a dollar — 
go  out  and  buy  yourself  another  pair.” 

— Exchange 


THE  RESPONSIBILITY  OF  THE  GENERAL  PRACTITIONER 
IN  CHRONIC  GLAUCOMA 

Benjamin  Esterman,  M.D.,  New  York  City 


BLINDNESS  from  glaucoma  is  usually 
due  to  negligence  on  the  part  of  the  pa- 
tient in  obtaining  medical  advice  and  treat- 
ment before  the  disease  is  far  advanced.  The 
importance  of  bringing  seemingly  minor  eye 
complaints  to  the  attention  of  the  doctor  is 
being  emphasized  more  and  more  by  medical 
organizations,  through  literature  and  broad- 
casts, as  well  as  by  the  National  Society  for 
the  Prevention  of  Blindness.  But  judging 
from  the  large  number  of  self-neglected  cases 
of  glaucoma  seen  in  the  average  eye  hospital, 
the  work  in  this  direction,  although  splendid, 
needs  to  be  intensified. 

Let  us  assume  now  that  the  patient  has 
been  convinced  and  consults  his  family  doc- 
tor. Is  the  average  general  practitioner  able 
to  recognize  chronic  glaucoma  where  there 
lias  never  been  a typical  acute  attack?  To 
be  sure,  the  patient  with  a red,  painful  eye  or 
with  vision  markedly  diminished  will  be  sent 
to  the  ophthalmologist.  But  what  about  the 
patient  whose  symptoms  may  be  merely 
headache,  or  perhaps  nausea;  where  the 
visual  disturbance  seems  to  him  to  be  rela- 
tively unimportant,  slight,  or  to  come  at  a 
time  of  day  or  evening  when  he  does  not 
notice  it  or  expects  vision  to  be  dim?  Can 
we  be  sure  that  the  patient  being  treated  for 
chronic  sinusitis  or  for  some  of  the  disturb- 
ances of  the  climacteric  is  not  also  (or  in- 
stead) suffering  from  glaucoma?  Or  that 
mild  attacks  often  diagnosed  as  migraine  are 
not  in  reality  transient  increases  in  intra- 
ocular tension?  Or  that  headaches  and 
visual  disturbances  in  patients  with  hyper- 
tension, and  attributed  to  that  disease,  are 
not  manifestations  of  glaucoma?  Or  that 
the  man  or  woman  who  visits  the  optometrist 
because  of  poor  vision  is  not  being  contented 
with  a pair  of  glasses  instead  of  being  sent  to 
receive  early  treatment  or  surgery  for  glau- 
coma? Such  cases  are  fortunately  less  com- 
mon than  formerly,  but  they  continue  to  ap- 
pear frequently  in  any  eye  clinic  or  in  the 
office  of  any  ophthalmologist. 

Forgetting  for  the  moment  the  question  of 
whether  optometrists  should  or  should  not  ex- 
amine for  glasses,  the  fact  remains  that  many 
persons  go  to  them  for  ocular  complaints 
and  because  they  do  the  optometrists  should 
also  take  note  of  the  facts  mentioned. 


The  refinements  of  glaucoma  detection, 
such  as  measurement  of  intraocular  tension, 
plotting  blind  spots  or  scotomas,  and  using 
the  various  therapeutic  tests,  need  not  be  dis- 
cussed here  because  they  belong  in  the  field 
of  the  ophthalmologist.  Nor  does  the  aver- 
age practitioner  have  facilities  for  measuring 
refractive  errors  or  defects  in  accommodation. 
The  presence  of  cupping  of  the  optic  disks  or 
pulsation  of  the  retinal  arteries,  if  present, 
are  useful  signs.  Unfortunately,  in  some 
cases  these  signs  are  not  marked.  Atrophy 
and  cupping  must  be  distinguished  from  a 
wide  physiologic  excavation,  and  arterial 
pulsation  must  be  distinguished  from  venous 
pulsation,  which  is  normal.  For  the  practi- 
tioner who  is  not  so  much  at  home  with  his 
ophthalmoscope  as  with,  let  us  say,  his  stetho- 
scope, the  difficulties  are  further  increased 
by  the  danger  of  dilating  the  pupils  in  sus- 
pected cases  of  glaucoma.  But  there  are 
certain  things  he  can  do  to  enable  him  to  sus- 
pect the  presence  of  glaucoma  in  its  early 
stages,  thus  obviating  the  necessity  of  refer- 
ring cases  indiscriminately  to  the  ophthal- 
mologist. 

The  most  important  facts  to  keep  in  mind 
are  that  a patient  with  chronic  glaucoma, 
even  moderately  advanced  (1)  may  not  have 
noticed  diminished  acuity  of  central  vision; 
(2)  may  never  have  noticed,  unless  he  is  ex- 
tremely alert,  a diminution  of  the  peripheral 
visual  field  until  the  defect  is  so  marked  as  to 
cause  stumbling  over  articles  of  furniture, 
etc.;  (3)  may  not  have  experienced  ocular 
pain  or,  having  felt  it,  either  disregarded  it 
or  was  conscious  mostly  of  supraorbital  pain 
or  headache  (and  considered  it  sinusitis  or 
“eyestrain”) ; and  above  all  (4)  may  never 
have  experienced  an  acute  attack  (severe 
ocular  pain,  headache,  red  eye,  diminished 
vision,  nausea,  vomiting,  etc.). 

This  seems  to  leave  us  very  little  but  ac- 
tually shows  the  need  of  .somewhat  more  care- 
ful questioning.  Many  early  cases  will  have 
nothing  more  than  transient  periods  of  dull 
ocular  or  supraorbital  pain,  spells  of  foggy  or 
cloudy  vision,  or  very  commonly  a combina- 
tion of  both  slight  pain  and  fogging.  This  is 
especially  apt  to  occur  toward  evening  or 
during  periods  of  stress,  fatigue,  emotion, 
etc.  If  these  occur  at  night,  the  patient  may 
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have  observed  multicolored  halos  around 
distant  lights,  such  as  street  lamps.  Any 
case  of  ocular , supraorbital  or  frontal  discom- 
fort on  one  or  both  sides , associated  with  foggy 
or  blurred  vision,  is  presumptive  evidence  of 
glaucoma  and  calls  for  more  extensive  in- 
vestigation. This  holds  true  even  if  the  visual 
acuity  on  the  Snellen  Chart  is  20/20  at  the 
time  of  the  examination,  for  many  cases  of 
even  advanced  glaucoma  will  retain  good 
central  vision.  And  this  is  also  true  if  at  the 
time  of  the  examination  the  patient’s  eyes 
are  entirely  uninflamed  and  do  not  feel  hard 
to  palpation  with  the  finger  tips. 

The  other  important  sign,  which,  with  a 
little  practice,  can  be  of  value  to  the  general 
practitioner,  is  narrowing  of  the  visual  field. 
To  be  sure,  quantitative  measurement  of  the 
field  by  means  of  the  perimeter  or  tangent 
screen  is  within  the  sphere  of  the  ophthal- 
mologist. But  it  is  possible  for  the  practi- 
tioner to  determine  a qualitative  field  defect 
by  the  following  simple  method,  which  can 
be  employed  without  use  of  any  special  ap- 
paratus. 

The  physician  and  patient  stand  confront- 
ing each  other  and  about  3 feet  apart,  the 
patient  having  his  back  to  the  window  or 
other  source  of  light.  If  the  test  is  performed 
in  the  evening,  any  fights  overhead  or  in 
front  of  the  patient  should  be  extinguished, 
leaving  only  whatever  fight  comes  from  be- 
hind him.  The  patient  is  instructed  to  hold 
his  left  eyelid  down  with  the  forefinger  of  his 
left  hand  (keeping  the  other  four  fingers  flexed 
so  as  not  to  obstruct  the  vision)  and  to  look 
steadily  with  his  right  eye  at  the  left  eye  of 
the  physician  facing  him.  The  physician 
keeps  his  right  eye  closed  and,  with  his  left 
eye,  fixes  the  gaze  of  the  patient’s  open  eye 
(the  patient’s  right  eye  and  the  doctor’s  left 
eye  are,  of  course,  opposite  each  other  as 
doctor  and  patient  confront  each  other). 

The  patient  is  shown  the  test  object  which 
need  be  no  more  elaborate  than  a small 
florist’s  pin  with  a white  head,  preferably 
about  3 mm.  (Vs  inch)  in  diameter  attached 
to  a thin  bUck  or  dark  gray  rod  about  12 
inches  long.  He  is  instructed  to  say,  “Yes” 
or  “I  see  it,”  each  time  this  white  object  is 
perceived  by  him  at  the  edge  of  his  visual 
field. 

The  physician  then  holds  the  object  far  to 
the  side,  as  nearly  as  possible  on  a plane  mid- 
way between  him  and  the  patient,  and  brings 
it  slowly  toward  their  fine  of  vision.  If  the 
patients  field  is  normal,  he  should  perceive  the 
object  at  the  same  point  as  the  physician.  If 


the  field  is  contracted  in  that  meridian,  he 
will  perceive  it  somewhat  further  inward. 
This  is  repeated  for  all  eight  meridians — 

i.e.,  nasally;  above  and  nasally;  above;  tem- 
porally and  above;  temporally;  etc.  Then 
the  left  eye  is  tested  in  the  same  manner — 
left  eye  looking  at  the  physician’s  right 
eye. 

This  method  actually  amounts  to  the  com- 
parison by  the  examiner  of  the  patient’s 
visual  field  with  his  own  and,  though  approxi- 
mate and  qualitative,  with  practice  can  be 
made  useful  in  discovering  gross  field  defect, 
which  in  many  cases  of  even  moderately  ad- 
vanced glaucoma  is  the  only  definite  symptom 
detectable  without  the  use  of  special  methods. 
Another  advantage  is  that  it  is  rapid,  an  ap- 
proximate estimate  of  the  extent  of  the  field 
in  both  eyes  requiring  less  than  five  minutes. 
It  should  be  stressed  that  this  procedure  re- 
quires some  practice  and  that  this  is  best 
done  first  on  a number  of  cases  with  normal 
fields. 

Where  there  is  evidence  of  defect,  especially 
in  the  nasal  portion  of  either  field,  in  a pa- 
tient complaining  of  headache,  supraorbital 
discomfort,  or  visual  disturbance,  this  also 
is  presumptive  evidence  of  glaucoma. 

Summary 

1.  Diagnoses  most  frequently  made  in 
cases  in  which  chronic  glaucoma  has  been 
missed  or  obscured  are  (a)  chronic  sinusitis, 
(b)  refractive  errors  and  eyestrain,  (c)  meno- 
pause or  menstrual  headache,  (d)  migraine, 
and  (e)  vascular  hypertension.  (Others  are 
retrobulbar  neuritis,  chronic  nephritis,  early 
uremia,  brain  tumor,  iritis,  syphilitic  menin- 
gitis, and  multiple  sclerosis.) 

2.  Chronic  glaucoma  often  insidiously 
goes  on  to  blindness  without  any  of  the  violent 
symptoms  (inflammation,  severe  pain,  vom- 
iting, etc.)  commonly  associated  with  acute 
glaucoma. 

3.  A patient  with  moderately  advanced 
chronic  glaucoma  may  have  normal  central 
visual  acuity  and  may  not  notice  loss  of  pe- 
ripheral visual  field  until  one  eye  becomes 
blind  or  nearly  so. 

4.  Careful  questioning  of  many  patients 
complaining  of  headache  will  elicit  associated 
symptoms,  albeit  transient,  of  visual  disturb- 
ance, fogging,  or  supraorbital  discomfort  in 
glaucoma. 

5.  A simple  method  is  described  by  which 
the  general  practitioner  can  determine  rap- 
idly, and  without  special  apparatus,  whether 
there  is  any  gross  defect  in  the  visual  field. 
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6.  Association  of  headache  or  visual  dis- 
turbance or  ocular  discomfort  with  defect  in 
the  visual  field  is  presumptive  evidence  of 
chronic  glaucoma. 

Conclusion 

As  in  many  other  serious  ailments,  the  dif- 
ference between  a satisfactory  outcome  and 
tragedy  in  chronic  glaucoma  depends  on 


early  recognition  and  treatment.  To  this 
end  it  is  urged  that  (1)  the  education  of  the 
patient  be  furthered  so  that  he  will  go  to  his 
doctor  with  symptoms  that  he  might  ordi- 
narily ignore  and  (2)  the  practitioner  become 
more  glaucoma-minded  in  order  that  he  may 
be  able  to  suspect  the  presence  of  the  disease 
in  its  early  phase. 

983  Park  Avenue 


MEANINGLESS  DICTION  IN  MEDICINE 

Dr.  Ramsay  Spillman,  of  New  York  City, 
recently  wrote  an  interesting  letter  to  the 
J.A.M.A.  which  has  aroused  approving  com- 
ment in  medical  circles.  His  letter  runs: 

“To  the  Editor: — Twice  today  I have  had  tele- 
phone calls,  from  independent  sources,  stating 
that  a ‘complete  g-i  examination’  was  desired. 
On  cross  examination — which  should  not  be 
necessary  but  which  I can  testify  is — it  was  re- 
vealed that  an  examination  of  only  the  stomach 
was  desired. 

“How  much  wasted  effort  and  often  expense 
would  be  saved  if  physicians  could  get  together 
on  terminology!  To  a roentgenologist  g means 
gastro  and  i means  intestinal,  and  any  referring 
physician  who  gets  on  a high  horse  to  my  secre- 
tary when  she  tries  to  find  out  whether  a ‘com- 
plete g-i  examination’  means  a stomach  and 
colon,  a stomach  and  small  intestine  and  colon, 
or  only  a stomach  is  in  a vulnerable  position, 
as  people  always  are  who  ride  on  high  horses. 
If  the  terminology  used  by  many  physicians  of 
my  acquaintance  reflects  their  schoolday  teach- 
ing, the  teaching  has  been  sloppy. 

“Another  thing  that  annoys  me  is  for  physi- 
cians to  request  a ‘g-u  examination.’  G stands 
for  genital  and  u for  urinary,  at  least  to  me, 
and  there  is  seldom  any  occasion  to  examine  a 
man’s  genital  apparatus  when  the  point  at  issue 
is  a stone  in  his  urinary  apparatus.  In  fact,  I 
have  gone  to  considerable  pains  to  try  to  educate 
some  of  the  profession  that  any  irradiation  of 
the  germ  plasm  of  any  person  who  is  not  past  the 
reproductive  period — and  who  can  say,  in  the 
case  of  a male,  when  a patient  is  past  any  pos- 
sibility of  reproducing  his  kind? — is  fraught 
with  dire  consequences  to  future  generations 
unless  the  human  germ  plasm  reacts  differently 
from  the  germ  plasm  of  the  twenty-nine  genera 
of  other  animals  that  have  been  studied  to 
date. 

“Another  daily  request  that  reflects  a total 
lack  of  comprehension  of  semantics  is  to  ask 
for  a ‘flat  plate.’  A plate  is  made  of  glass, 
and  I never  saw  one  yet  devoted  to  roentgeno- 
' graphic  purposes  that  was  not  flat.  Glass 
plates  went  out  not  long  after  bustles  did;  today 
films  are  used,  and  they  are  just  as  flat  as  glass 
plates  ever  were,  unless  one  wants  to  lay  em- 
phasis on  the  curved  casette  that  had  a vogue  a 
few  years  ago;  even  the  product  of  this  gadget 


was  flat  when  it  was  put  up  for  inspection.  To 
ask  for  a flat  plate  when  a film  is  meant,  or  even 
to  ask  for  a flat  film,  is  like  asking  for  an  egg  ome- 
let. I think  that  what  is  meant  is  a single  film 
as  opposed  to  a stereoscopic  pair;  at  least  the 
context  practically  always  leads  to  that  conclu- 
sion. It  doesn’t  mean  that  it  is  desired  to  have 
the  patient  flat  on  the  table,  because  I am  fre- 
quently asked  for  a ‘flat  plate  upright’  when  the 
question  is  the  determination  of  the  presence  of 
air  under  the  right  diaphragm  in  a case  of  sus- 
pected perforated  ulcer. 

“As  I get  older,  I look  back  with  even  more 
sympathy  than  I had  at  the  time  on  my  erst- 
while professor  of  surgery  Charles  L.  Gibson, 
who  invariably  interrupted  the  student  who  men- 
tioned ‘lymph  glands’  with  ‘please  don’t  say 
lymph  glands  in  my  clinic,’  and  would  explain 
that  glands  are  epithelial  structures  with  a secre- 
tion, which  lymph  nodes  quite  definitely  are  not. 
One  can  search  the  whole  world  over  but  will 
never  find  a Cornell  graduate  of  Gibson’s  time 
who  will  say  ‘lymph  glands.’  However,  the 
misuse  of  the  term  is  so  well  nigh  universal  that 
if  a man  says  ‘lymph  nodes’  one  can  bet  with 
reasonable  safety  that  he  was  once  a student  of 
Gibson’s. 

“To  go  out  of  my  own  field,  which  I was  never 
averse  to  do,  I should  like  to  pay  my  respects 
to  the  persons  who  can  spare  no  longer  designa- 
tion for  the  wares  of  the  string  galvanometer  than 
‘E.K.G.’  To  ask  for  an  elektrokardiogramm 
by  the  initials  of  its  component  German  words 
is  to  pay  homage  to  a language  which  at  the 
moment  is  not  identified  with  scientific  freedom. 
If  Einthoven  could  go  to  the  trouble  to  invent 
the  string  galvanometer,  I think  people  should 
go  to  the  trouble  to  pronounce  ‘electrocardio- 
gram.’ I’m  not  saying  that  I think  they  will; 
I’m  just  saying  that  I think  they  should. 

“The  late  Dr.  E.  W.  Caldwell  used  to  say  that 
would  be  an  enjoyable  occupation 
for  the  patients.  I will  modify 
that  to  say  that  roentgenology  wouldn’t  be  so 
bad  if  physicians  would  only  tell  the  roentgen- 
ologist what  they  mean.  There  used  to  be  a 
song  upward  of  thirty  years  ago — if  I recall 
correctly,  it  was  in  a show  of  Raymond  Hitch- 
cock’s— that  went,  ‘If  people  said  the  things 
they  mean,  And  meant  the  things  they  say.’ 
It’s  still  good.” 


roentgenology 
if  it  weren’t 


CHEERIO!  WHY  NOT  DO  IT  THEN? 

“An  optimist  laughs  to  forget;  a pessimist  “If  all  men  who  sleep  in  church  were  laid  end 
forgets  to  laugh.”  — Ills.  Med.  J.  to  end,  they  would  be  more  comfortable.” 


OCCUPATIONAL  ASTHMA  AND  VASOMOTOR  RHINITIS 
An  Outline  of  Some  Common  Industries  Where  These  Symptoms  Are  Initiated 
Louis  Sternberg,  M.D.,  and  Alan  H.  Sorrell,  M.D  , New  York  City 


THAT  allergies  of  the  respiratory  tract  can 
be  induced  by  occupational  contact  has 
been  known  for  years.  Here  the  worker  in- 
hales chemicals,  drugs,  and  the  various  dusts 
that  emanate  from  the  different  materials  in 
his  daily  routine.  Modern  industrial  pursuits 
have  added  to  the  incidence  of  asthma  and 
vasomotor  rhinitis  in  subjects  that  are  hyper- 
sensitive. 

We  shall  discuss  only  those  cases  where  the 
occupation  is  of  primary  importance  to  the 
one  who  is  potentially  allergic.  This  means 
that  wre  shall  not  deal  with  those  occupations 
that  act  as  aggravating  factors  through  physi- 
cal or  chemical  means — such  as  irritating 
fumes,  odors,  etc.  We  shall  endeavor  to  out- 
line those  common  industries  where  the  poten- 
tially sensitive  individual  comes  in  direct  con- 
tact with  certain  antigens  (allergens)  to  which 
he  becomes  specifically  sensitized  through  di- 
rect exposure  after  a variable  period  of  time. 

The  principal  symptoms  produced  in  these 
allergies  of  the  respiratory  tract  are  those  of 
asthma,  vasomotor  rhinitis,  or  both.  Symp- 
toms of  vasomotor  rhinitis  may  precede  or 
follow*  an  attack  of  asthma,  or  these  nasal 
symptoms  may  be  present  in  various  degrees 
wdthout  any  asthmatic  manifestation. 
Asthma,  however,  is  usually  more  frequently 
observed.  The  prodromal  symptoms  may 
first  appear  with  a mild  cough  or  slight  dyspnea 
during  working  hours.  Later  they  may  be- 
come so  severe  that  the  patient  may  find  it 
impossible  to  continue  his  particular  duties. 

The  occupations  that  can  initiate  the  above 
symptoms  are  quite  numerous  and  depend 
upon  the  industry  of  a particular  region  or 
location.  Although  these  occupations  do  not 
present  a hazard  to  the  majority  of  workers, 
they  ultimately  do  become  such  to  a small 
number  of  individuals  who  have  an  allergic 
background  or  tendency. 

Positive  skin  reactions  are  usually  obtained 
in  these  industrial  allergies  when  the  causative 
agent  is  not  a chemical  or  drug.  (However, 
drugs  that  are  of  a protein  nature,  such  as 
caroid,  lycopodium,  etc.,  may  give  skin  reac- 
tions.) Chemicals  and  drugs  are  poor  anti- 
genic substances.  Hence,  those  patients 
whose  symptoms  are  induced  by  these  ma- 


terials rarely  have  floating  antibodies  (reagins) 
in  their  blood  stream.  Chemicals  and  drugs 
therefore,  may  cause  asthma  or  vasomotor 
rhinitis  in  a hypersensitive  individual  without 
one  being  able  to  elicit  a positive  skin  reaction 
with  them.  Occasionally,  we  do  see  a posi- 
tive skin  reaction  with  a chemical  or  drug,  but 
that  is  rather  rare,  and  when  it  does  occur  it 
may  become  extremely  dangerous  in  creating 
a constitutional  reaction.  Intradermal  tests 
with  these  materials,  therefore,  should  always 
be  attempted  with  the  greatest  caution  and 
with  highly  diluted  extracts  at  first.  If  no 
reaction  takes  place,  higher  concentrations  can 
be  tried  later  on.  The  novice  in  this  field  will 
be  safer  in  trying  the  scratch  or  scratch-patch 
test  instead.  Hence,  before  a diagnosis  is 
made  in  a patient  wiiere  a drug  or  chemical  is 
suspected  we  may  have  to  depend  upon  a care- 
ful history,  on  the  physical  examination,  and 
on  a microscopic  search  of  the  nasal  and  bron- 
chial secretions  and  of  blood  for  an  increased 
eosinophil  count.  Frequently,  we  have  to  re- 
sort to  an  environmental  test — of  great  assist- 
ance in  these  particular  cases. 

The  ideal  treatment  of  these  respiratory 
allergies  should  be  based  upon  the  removal  of 
contact  of  the  offending  cause.  As  this  is 
usually  not  practical  to  most  workers,  hypo- 
sensitization should  be  tried  so  as  to  increase 
the  tolerance  of  the  particular  antigen.  When 
one  deals  wdth  a chemical  or  drug  this  should 
not  be  attempted  for  reasons  already  men- 
tioned. 

The  following  workers  are  most  commonly 
affected  in  this  region : bakers,  furriers,  metal 
polishers,  coffee,  soy,  cacao,  and  castor  bean 
handlers,  refrigerator  workers,  jewelers,  hat 
makers,  rag  sorters,  woodworkers,  poultry 
dealers,  pharmacists,  upholsterers,  and  beauti- 
cians. 

Bakers. — Bakers  come  in  contact  w*ith  flour, 
and  those  who  are  allergic  may  develop  a sen- 
sitivity to  wheat,  rye,  buckwheat,  etc.  Haller- 
mann1  states  that  intracutaneous  tests  are  un- 
reliable and  suggests  that  these  be  made  by 
blowing  the  flour  on  the  nasal  mucosa.  Uhr- 
bach  and  Wiethe,2  as  well  as  Hallermann,1 
have  had  good  results  by  injecting  the  antigen 
into  the  nasal  mucosa.  We  never  had  to  re- 
sort to  this  form  of  diagnosis,  for  in  the  great 
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majority  of  cases  we  did  get  positive  skin  re- 
actions by  means  of  the  intracutaneous 
method,  using  an  extract  of  the  suspected 
flour.  Treatment  is  fairly  satisfactory  by 
means  of  hyposensitization  with  the  offending- 
antigen.  Wearing  a mask  or  a filter  is  of  great 
benefit,  but  unfortunately  few  of  these  workers 
wear  such  protectors  because  of  the  fear  of  los- 
ing their  position  when  discovered  that  they 
are  sick. 

Furriers. — Furriers  may  become  sensitive  to 
(a)  the  fur  itself ; (b)  “paraphenylenediamine” 
(ursol  D),  which  is  the  most  common  dye  used, 
or  to  any  of  the  seventy-eight  different  ursols; 
(c)  some  insecticide,  such  as  “paradychlorben- 
zine”  that  is  generally  used  in  the  fur  trade28; 
or  (d)  “chimondiimin,”  an  incomplete  oxida- 
tion product  resulting  from  the  reaction  of 
hydrogen  peroxide  and  ursol.  In  the  final 
stages  of  the  dyeing  process  the  fur  is  washed 
with  hydrogen  peroxide  in  order  to  remove  any 
of  the  unused  dye.  A careful  history  is  of 
great  importance.  The  worker  is  often  able 
to  state  the  particular  fur,  chemical,  or  dye 
that  brings  on  the  asthmatic  attack. 

It  is  important  to  remember  that  most  of  the 
cheaper  grade  furs  are  usually  dyed,  or  other- 
wise prepared,  rabbit  fur.  Rabbit  skins  that 
are  not  of  a pure  white  color  are  dyed,  sheared 
and  plucked,  and  made  to  resemble  almost 
any  genuine  fur.  They  are  prepared  as  cheap 
substitutes  for  sable,  hudson  seal,  red  fox, 
lynx,  mink,  mole,  nutria,  etc.3  White  rabbit 
skins  undyed  are  sold  as  white  fox  or,  when 
bleached,  as  ermine.  It  is,  therefore,  not  un- 
usual to  find  a patient  who  states  that  he  gets 
an  asthmatic  attack  when  in  contact  with  er- 
mine or  white  fox  but  gives  a negative  skin  reac- 
tion to  these  particular  furs  and  a positive  re- 
action to  rabbit  hair. 

In  the  process  of  dyeing,  furs  lose  most  of 
their  antigenic  material.  Therefore,  they 
rarely  initiate  allergic  symptoms  from  their 
original  dander,  which  has  been  washed  off  or 
altered  completely.  However,  when  a dyed 
fur  is  suspected  we  have  to  think  of  the  other 
possible  factors  that  might  have  entered,  such 
as  a ursol  preparation,  chimondiimin,  or  some 
insecticide. 

That  the  dyes  may  cause  a varied  amount  of 
asthma  or  vasomotor  rhinitis  among  furriers 
has  been  known  for  many  years.  Criegern,4 
in  1920,  published  40  cases  of  “poisoning 
caused  by  chimondiimin.”  Curschmann,6  in 
1921,  presented  6 cases  of  ursol  asthma.  He 
stated  that  the  allergen  was  not  ursol  but  its 
oxidation  product,  chimondiimin.  He  fur- 
ther stated,  as  also  did  Mehl6  and  Gerdon,7 


that  the  symptomatology  was  due  to  a hyper- 
sensitivity. Genkin  and  Owtschinski,8  after 
a study  of  31  cases  of  ursol  asthma,  all  of  which 
gave  negative  scratch  tests,  thought  as  did 
Bock9  and  Meyer10  that  allergy  was  not  the 
cause  and  again  revived  the  toxic  theory  of 
ursol  asthma.  Forker,11  in  1935,  in  his  work 
on  the  various  types  of  ursols  states  that 
seventy-eight  different  ursols  are  used  in  the 
dyeing  industry.  Of  all  these,  the  chemical 
formulas  of  twelve  are  known.  The  rest 
could  not  be  determined  because,  as  the  dye 
manufacturers  stated,  “a  trade  secret  was  in- 
volved.” The  ursols  are  usually  denoted  by 
a letter  or  group  of  letters,  i.e.,  ursol  D,  DD, 
2GA,  etc.  Forker11  tested  patients  with  ursol 
asthma  with  a 2 per  cent  ointment  (patch 
tests)  using  thirteen  different  ursols  and  found 
that  only  six  gave  strongly  positive  reactions. 
He  concludes  that  tests  on  a patient  with  ursol 
asthma  should  be  made  not  only  with  ursol  D 
but  also  with  ursols  DD  (gray-white),  DF 
(black-gray),  SB  (black-blue-gray),  DMG 
(black),  P (dark  gray-black),  and  NZ  (light 
gray-blue) . 

Hyposensitization  of  these  cases  is  practi- 
cally impossible,  and  an  effort  must  be  made  to 
avoid  the  causative  agent.  This  may  some- 
times be  accomplished  by  shifting  the  worker 
to  a different  part  of  the  plant. 

Beauticians. — The  most  common  cause  of 
symptoms  in  beauticians  are  the  powders  and 
rouges  that  contain  orris  root.  The  process  of 
dyeing  hair  (ursol  or  henna)  may  cause  res- 
piratory symptoms. 

Another  cause  of  asthma  or  vasomotor  rhi- 
nitis in  these  workers  appears  to  be  the  hair-set- 
ting fluid  used  in  hair  waving.  Feinberg1 2 states 
that  the  usual  composition  of  hair-setting  ma- 
terials (as  given  in  a U.  S.  Department  of  Agri- 
culture Bulletin ) are  quite  varied  and,  among 
other  things,  contains  acacia,  gum  traga- 
canth,  linseed  gum,  quince-seed  gum,  karaya 
gum,  various  flaxes,  and  inorganic  compounds. 
Bullen13  reported  a patient  with  allergic 
rhinitis,  and  by  applying  Cooke’s  postulates 
definitely  showed  the  case  to  be  caused  by 
karaya  gum.  In  a discussion  of  the  paper 
Baldwin  referred  to  quince-seed  gum  in  a hair 
lotion  and  also  stressed  the  atopic  sensitivity 
to  acacia.  Grant,14  in  1932,  reported  a posi- 
tive skin  test  to  flaxseed  in  a patient  who  was 
using  a hair-wave  preparation.  One  of  us 
(L.  S.)  is  treating  a hay-fever  patient  (beauti- 
cian) who  used  to  develop  attacks  of  asthma 
whenever  she  gave  a permanent  wave  to  a 
customer.  She  gave  marked  skin  reactions  to 
the  hair-wave  lotion  that  she  was  using  and 
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also  to  indian  gum.  These  tests  were  also 
positive  on  passive  transfer.  It  is  only  after 
a careful  history  is  elicited  and  the  causative 
agent  is  found  that  the  worker  can  be  told  what 
to  avoid  in  order  that  the  recurrent  attacks  be 
controlled. 

Hat  Makers. — Hat  makers  come  in  contact 
with  many  materials  used  in  the  making  of 
felt — such  as  rabbit  hair,  cotton,  'wool,  and 
silk.  Sometimes  they  are  found  sensitive  to  a 
bleaching  agent  used  in  the  manufacture  of 
these  hats.  Banana  oil  and  oxalic  acid  are 
the  most  common  used  in  this  trade.  We  were 
able  to  get  a positive  scratch  test  with  the 
banana  oil  in  1 out  of  2 patients.  This  patient 
was  advised  to  look  for  some  other  employ- 
ment since  treatment  with  the  oil  could  not 
be  tried  for  fear  of  a constitutional  reaction. 

Jewelers. — In  reference  to  jewelers,  one  of 
us  (L.  S.)  recently  observed  a patient  whose 
attacks  of  asthma  occurred  only  on  days  when 
rings  were  being  made  from  molten  ore.  Here 
the  gold  is  poured  into  molds  made  of  cuttlefish 
bone,  and  fumes  are  given  off  when  the  ore 
contacts  the  mold.  This  patient  gave  a 
marked  skin  reaction  to  the  cuttlefish  bone  ex- 
tract. His  passive  transfer  test  wag  also  posi- 
tive. Another  patient,  also  a jeweler  by  oc- 
cupation, developed  attacks  of  asthma  when- 
ever he  used  cuttlefish  bone  for  polishing  pur- 
poses. He  likewise  gave  marked  skin  reac- 
tions to  cuttlefish  extract.  His  Prausnitz- 
Kiistner  test  was  also  positive.  It  is  interest- 
ing to  note  that  in  both  of  these  cases  all  other 
skin  tests  were  negative,  including  all  other  fish 
extracts  used.  The  second  patient  received  a 
fair  result  from  hyposensitization  with  cuttle- 
fish extract.  The  first  was  able  to  eliminate 
contact.  Weston16  reported  a similar  case  in 
1930.  Markin16  demonstrated  a case  in  a 
jeweler  who  was  sensitive  to  the  dust  (box- 
wood) shavings  used  in  polishing  gold.  This 
patient  improved  when  placed  in  a smaller 
shop  where  this  procedure  was  not  carried  out. 

Rag  Sorters. — Rag  sorters  may  be  sensitive 
to  the  particular  type  of  rags  they  handle 
(wool,  cotton,  silk,  linen,  etc.),  or  they  may 
become  sensitive  to  the  dust  present  in  their 
factory.  In  a recent  case  that  we  came  across 
the  patient  had  been  a rag  sorter  for  three 
years.  He  complained  of  asthma  of  four 
months’  duration.  Skin  tests  with  inhalants, 
contactants,  and  stock  dust  were  negative. 
An  extract  prepared  from  the  dust  of  the  fac- 
tory where  he  was  employed  gave  a positive 
skin  reaction.  Hyposensitization  did  not 
help  him  very  much,  and  he  was  obliged  to 
give  up  his  occupation. 


Leaky  refrigerators  give  off  sulfur  dioxide, 
and  those  sensitive  to  this  gas  often  get  attacks 
of  asthma  and  vasomotor  rhinitis.  Dowling,17 
in  1937,  reported  a case  of  asthma  following 
prolonged  exposure  to  sulfur  dioxide.  Ro- 
manoff18 has  recently  published  3 such  cases. 
There  is  no  method  of  skin  testing  for  sulfur 
dioxide  which  we  possess  at  the  present  time. 
The  case  that  came  to  the  attention  of  one  of 
us  (L.  S.)  was  a counterman  in  a restaurant 
who  developed  asthma  whenever  the  refrigera- 
tor became  out  of  order.  He  developed  symp- 
toms hours  before  anyone  was  able  to  notice 
the  offending  gas.  These  included  itching  of 
the  eyes,  sneezing,  and  coughing.  When  the 
gas  became  more  concentrated  he  began  to 
wheeze.  During  two  of  these  attacks  adrena- 
lin chloride  was  required  to  give  him  relief. 
This  patient  was  also  a hay-fever  sufferer, 
sensitive  to  ragweed,  but  never  suffered  from 
asthma  except  when  his  refrigerator  was  out 
of  order. 

Metal  Polishers. — Metal  polishers  use  differ- 
ent kinds  of  rouge  in  their  occupation.  This 
is  a mixture  of  various  resins,  bichromates, 
oxalic  acid,  and  turpentine.  Those  sensitive 
to  these  chemicals  usually  give  negative  skin 
reactions  but  do  give  a definite  history  of 
asthma  while  at  work.  Treatment,  whenever 
possible,  is  elimination  or  change  of  occupation. 

The  coffee  heart  may  cause  allergic  manifes- 
tations not  only  when  ingested  but  also  when 
inhaled.  Walzer19  mentioned  several  cases 
of  respiratory  allergy  among  grocers  who 
ground  their  own  coffee.  Walker20  and  Rich21 
also  mention  several  cases  of  asthma  and  vaso- 
motor rhinitis  in  coffee  sifters.  One  of  us 
(L.  S.)  has  come  across  a patient  who  worked 
in  a coffee  plant  and  suffered  attacks  of  asthma 
whenever  he  entered  the  roasting  chamber. 
Another  patient  suffered  from  both  asthma 
and  vasomotor  rhinitis  whenever  she  inhaled 
the  fumes  from  the  coffee  that  she  prepared 
while  working  in  a restaurant.  Both  cases 
gave  positive  skin  reactions  to  coffee  extract. 
They  were  also  positive  on  passive  transfer. 
The  second  case  improved  with  hyposensitiza- 
tion. Another  patient  had  marked  vasomotor 
rhinitis  for  five  years  when  in  contact  with 
cacao  beans  in  a cacao  bean  warehouse.  He 
developed  these  symptoms  after  fourteen  years 
of  exposure  and  was  quite  comfortable  week 
ends  at  home.  He  gave  positive  skin  reac- 
tions to  a cacao  bean  dust  collected  in  the 
warehouse  and  also  to  chocolate.  He  has  im- 
proved under  treatment  with  the  dust  men- 
tioned. 

Poultry  Dealers. — Poultry  dealers  sometime 
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suffer  from  an  occupational  allergy.  Feathers 
is  a common  causative  agent  (also  among  up- 
holsterers). Recently,  one  of  us  (L.  S.)  came 
across  a case  of  asthma  in  a butcher  who  suf- 
fered from  asthmatic  attacks  every  Thursday 
and  Friday.  Coincidentally,  these  were  the 
days  on  which  he  handled  chickens  that  were 
brought  in  for  sale  over  the  weekend.  He 
gave  marked  skin  reaction  to  feathers  and  was 
improved  by  treatment.  Brown22  discusses  3 
cases  of  asthma  caused  by  chicken  feed  (active 
ingredient  linseed  meal)  in  poultry  dealers. 
Nicholson,23  testing  158  patients,  found  4.4 
per  cent  sensitive  to  flax  and  linen. 

Pharmacists  and  Chemists. — Attacks  of 
asthma  and  vasomotor  rhinitis  may  be  had  by 
pharmacists  and  chemists  when  in  contact 
with  certain  drugs  or  chemicals  that  they  in- 
hale in  their  occupations.  Of  these  the  most 
common,  according  to  Peshkin,24  are  ipecac, 
caroid,  rhubarb,  and  lycopodium.  In  labora- 
tory workers,  urease,  peptone,  podophyflin, 
vanilla  and  castor-bean  dust  (Figley  and 
Elrod25)  are  known  to  bring  on  symptoms  in 
the  hypersensitive  individual. 

Woodworkers. — Woodworkers  frequently  be- 
come hypersensitive  to  the  particular  type  of 
wood  with  which  they  come  in  contact. 
Gade26  found  that  74  out  of  100  woodworkers 
died  with  complications  of  the  upper  part  of 
the  respiratory  tract.  He  examined  20  wood- 
workers and  found  14  had  symptoms  of  upper 
respiratory  nature.  Of  these  14,  7 had  asthma. 
Unfortunately,  no  skin  tests  were  done. 
Bahn27  states  that  intracutaneous  tests  in 
these  patients  are  usually  positive  with  an  ex- 
tract of  the  particular  wood  that  causes  their 
symptoms.  They  believe  that  “desensitiza- 
tion” does  not  give  satisfactory  results. 

Upholsterers. — Upholsterers  work  with  a 
great  variety  of  allergenic  materials.  It  is, 
therefore,  not  surprising  that  these  people  have 
a relatively  high  incidence  of  allergic  manifes- 
tations. In  furniture-stuffing  the  common 
materials  used  are  feathers,  cotton,  animal 
hair  (horse,  rabbit,  and  goat),  wood  shavings, 
vegetable  fiber  (kapok,  cotton,  etc.).  Care- 
ful history-taking  is  of  great  importance  in 
these  cases  so  that  some  attempt  be  made  to 
discover  the  causes  of  the  patient’s  trouble  be- 
fore skin  tests  are  performed.  Since  most  of 
the  allergens  used  in  the  upholstery  industry 
are  so  common  and  varied,  it  is  practically 


impossible  to  remove  oneself  from  their  con- 
tact. Hyposensitization  should,  therefore,  al- 
ways be  attempted  in  these  cases. 

Conclusions 

1.  A list  of  industries  is  given  which  are 
capable  of  inducing  asthma  and  vasomotor 
rhinitis  in  certain  predisposed  individuals. 

2.  The  diagnosis  in  most  of  these  cases  is 
not  difficult  but  extremely  important. 

3.  Many  of  these  patients  can  be  tested  by 
the  intradermal  method. 

4.  Intradermal  tests  should  be  performed 
with  the  utmost  caution  when  testing  an  al- 
lergic individual  with  a chemical  or  drug. 

5.  The  ideal  treatment  in  most  of  these 
industrial  allergies  is  in  the  removal  of  the 
offending  cause. 

17  Park  Avenue 
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SLIGHT  HANDICAP 

“I  wish  the  bovs  wouldn’t  call  me  Big  Bill.”  “These  college  names  stick.  And  I'm  study- 

“Why?”  ing  to  be  a doctor.”  — KabUgram 


THE  USE  OF  VITAMIN  K IN  OBSTRUCTIVE  JAUNDICE 

George  S.  Reed,  M.D.,  Syracuse,  New  York 


THE  problem  of  the  jaundiced  patient  is 
not  new.  The  types  of  jaundice  and  their 
causes  are  well  known.  Fortunately,  the  type 
classified  as  obstructive  jaundice  is  the  least 
frequent  of  the  entire  group,  and  it  is  in  this 
class  that  hemorrhage,  the  thing  that  has 
given  us  so  much  anxiety,  occurs.  I shall 
limit  my  presentation  to  cases  of  obstructive 
jaundice  caused  by  common  bile  duct  obstruc- 
tion, either  from  stone,  tumor,  injury,  or 
pathology  in  the  head  of  the  pancreas  and, 
likewise,  that  due  to  obstruction  in  the  fiver 
from  some  pathology  not  clear. 

For  years  the  chief  concern  in  the  treatment 
of  obstructive  jaundice  has  been  what  to  do 
about  the  hemorrhage  if  and  when  it  occurs. 
We  have  all  tried  the  following  methods  to 
prevent  or  relieve  such  a condition:  trans- 
fusions of  whole  or  citrated  blood,  calcium  in 
many  forms,  serums  and  chemicals  to  improve 
blood  coagulation,  and  all  these  things  often 
to  no  avail.  Now  at  last  it  appears  that  a 
method  has  been  discovered  by  which  hemor- 
rhage can  either  be  prevented  or  stopped 
when  it  does  occur. 

In  1935,  Dam,  a Scandinavian  scientist 
showed  that  the  lack  of  a fat-soluble  substance, 
which  he  called  vitamin  K (coagulation  vita- 
min), in  the  diet  of  chicks  led  to  fatal  bleeding. 
He  opened  a new  approach  to  the  study  of 
pathologic  bleeding.  Investigation  of  a hemor- 
rhagic disease  in  cattle  caused  by  eating 
spoiled  sweet  clover  had  led  to  the  demonstra- 
tion of  a low  plasma  prothrombin  as  an 
etiologic  factor,  presumably  due  to  toxic 
effect  upon  the  fiver.  Improvements  in 
methods  of  determining  plasma  prothrombin 
were  followed  by  observation  of  low  plasma 
prothrombin  in  animals  with  experimental 
fiver  poisoning  and  biliary  obstruction,  in 
chicks  with  hemorrhagic  diseases  and  vitamin 
K deficiency,  and  in  patients  with  obstructive 
jaundice. 

Another  fink  was  supplied  in  the  chain  by 
the  experimental  proof  that  fatrsoluble  vita- 
mins were  not  absorbed  from  the  intestine  in 
the  absence  of  bile  salts.  Practical  applica- 
tion of  these  facts  has  led  to  successful  treat- 
ment of  prothrombin  deficiency  in  patients 
with  fiver  disease  by  means  of  extracts  con- 
taining vitamin  K.  Much  study  has  been 


given  to  developing  methods  of  assaying  the 
vitamin  K content  of  various  animal  and 
vegetable  fats,  but  the  method  based  on  the 
protective  or  curative  effect  on  chicks  must 
still  be  used. 

So  much  for  a small  part  of  the  history  of 
the  development  of  the  use  of  this  principle 
from  1935  to  January,  1938,  when  the  first 
patient  was  treated  for  obstructive  jaundice 
with  hemorrhage.  It  was  during  this  latter 
year  that  several  clinics  took  up  the  work, 
and  one  clinic  reported  late  in  that  year  26 
cases  treated  with  this  method.  Of  the  26 
reported,  only  3 of  the  cases  had  hemorrhage 
following  operation.  Many  of  the  reports  of 
experiments  with  vitamin  K on  animals  and 
humans  covered  in  this  paper  are  dated  as  late 
as  January,  1939.  Thus,  you  see  the  practical 
application  of  the  work  of  Dam  and  several 
collaborators  in  this  country  has  only  recently 
been  applied. 

With  these  facts  in  mind,  the  following  is  a 
presentation  of  3 cases  of  obstructive  jaun- 
dice. 

Case  Reports 

Case  1. — A woman,  aged  47,  in  1935  had  her 
first  digestive  symptoms,  consisting  of  upper 
abdominal  pain  and  indigestion,  that  gradually 
grew  worse.  This  course  lasted  for  two  years. 
She  consulted  a physician  in  another  city  in 
1937,  and  in  that  year  a cholecystectomy  was 
done.  After  the  operation  she  had  one  episode 
of  acute  pleurisy  in  the  right  side  of  the  chest. 
Other  than  that  she  made  a good  recovery  and 
was  in  good  health  for  several  months.  How- 
ever, two  years  later  she  developed  intermittent 
jaundice,  again  had  pain  in  the  epigastrium  and, 
finally,  bleeding  from  the  vagina.  She  came  to 
the  University  Hospital  on  March  22,  1939.  At 
this  time  the  patient  appeared  quite  frail,  suffer- 
ing from  chills,  fever,  epigastric  pain,  and  pain 
in  the  back.  She  had  lost  10  pounds.  Her 
hemoglobin  wras  down  to  42  per  cent;  red  cell 
count,  1,850,000;  polymorphonuclears  63;  lym- 
phocytes, 28  per  cent;  eosinophils,  10  per  cent; 
basophils,  1 per  cent;  and  icteric  index,  75. 

Studies  were  done  and  observations  made, 
and  it  was  felt  that  this  woman  had  a common 
duct  obstruction,  although  the  chills  and  fever 
and  some  enlargement  of  the  liver  made  one 
suspicious  of  a cholangitis. 

A nine-day  preoperative  preparation  was 
carried  on  during  which  two  transfusions,  fiver 
extracts,  ferrous  sulfate  by  mouth,  and  high 
carbohydrate  diet  were  given.  Blood  studies  the 
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day  before  operation  showed  the  hemoglobin 
to  be  77  per  cent;  the  red  cell  count,  3,760,000; 
the  bleeding  time,  three  minutes;  and  the 
clotting  time,  four  and  one-half  minutes.  Know- 
ing something  about  vitamin  K,  we  finally  suc- 
ceeded in  obtaining  some  for  postoperative  treat- 
ment, especially  for  intraduodenal  use. 

On  April  1,  1939,  an  exploration  of  the  common 
bile  duct  was  found  without  obstruction,  the 
pancreas  was  normal,  but  the  liver  was  badly 
damaged.  A T tube  was  inserted  in  the  common 
bile  duct  and  the  abdomen  was  closed.  This 
patient  progressed  normally  with  her  post- 
operative course  until  the  fifth  day,  when 
vaginal  bleeding  started  again  and  the  wound 
dressing  became  saturated  with  blood.  The 
patient  complained  of  tasting  blood  in  her 
mouth,  and  there  was  a thin  trickle  of  blood  from 
the  common  bile  duct  drain.  Immediately  we 
prepared  to  use  vitamin  K and  bile.  A prepara- 
tion called  Klotogen,  8 cc.  with  2 Gm.  of  bile 
salts  dissolved  in  200  cc.  of  saline,  was  injected 
intraduodenally.  This  was  immediately  fol- 
lowed by  a transfusion  of  500  cc.  of  citrated 
blood.  Each  day  thereafter,  the  same  amount 
of  Klotogen  (vitamin  K)  and  bile  was  instilled 
into  the  duodenum  until  the  fourteenth  post- 
operative day.  Transfusions  were  repeated  on 
the  tenth  and  twelfth  days,  and  on  the  tenth  day 
the  patient  felt  much  improved,  sitting  up  in 
bed  and  taking  a fairly  abundant  diet.  On  the 
fourteenth  day  the  last  bleeding  was  seen  on  the 
dressings,  from  the  drainage  tube,  and  from 
the  vagina.  An  increased  amount  of  bile  was  ob- 
tained from  the  tube,  and  the  common  bile  duct 
was  injected  with  lipiodol,  x-rayed,  and  found 
to  be  unobstructed.  On  the  twenty-fifth  day 
the  patient  got  out  of  bed,  was  eating  well, 
and  had  no  hemorrhage,  and  on  the  thirty-ninth 
day  she  was  sent  home. 

Case  2. — This  case  came  in  two  months  after 
the  first  one,  and  we  approached  it  with  a feeling 
of  much  greater  confidence.  In  September, 
1938,  an  obese  woman  aged  40,  weighing  230 
pounds,  came  to  the  hospital  with  every  symptom 
of  gallbladder  disease.  She  was  worked  up 
carefully  and  a cholecystectomy  was  done  at  this 
time.  The  gallbladder  and  common  duct  were 
so  closely  associated  that  an  injury  was  done  to 
the  common  bile  duct  necessitating  an  anasto- 
mosis with  the  duodenum.  She  made  an  un- 
eventful recovery  and  went  home  about  the  third 
week.  She  remained  well  until  March  of  the 
following  year  when  her  skin  began  to  itch  and 
she  became  a little  jaundiced.  She  returned  to 
the  hospital  on  May  14,  1939,  for  examination. 
It  was  felt  that  she  had  a mechanical  obstruction 
of  the  bile  duct  and  that  this  would  have  to  be 
relieved.  Her  jaundice  was  deepening;  her 
stool  was  clay  colored.  The  laboratory  ex- 
amination showed  12  Gm.  of  hemoglobin; 
3,900,000  red  cells,  7,500  white  cells,  63  per  cent 
polymorphonuclears  and  30  per  cent  lympho- 
cytes, Her  icteric  index  was  75;  bleeding  time, 


four  minutes;  and  clotting  time,  eight  min- 
utes. 

The  period  of  preoperative  preparation  lasted 
four  days  and  consisted  of  a high  carbohydrate 
diet,  15  Gm.  ox  bile  three  times  a day,  and  one 
blood  transfusion.  An  exploratory  operation 
revealed  the  common  duct  completely  shut  off 
from  the  duodenum.  Obstruction  was  relieved, 
and  reanastomosis  to  the  duodenum  was  done. 
The  liver  appeared  to  be  normal,  and  a T tube 
was  put  into  the  common  bile  duct  and  into  the 
duodenum.  In  the  afternoon  of  the  first  post- 
operative day,  1 vitamin  K capsule  and  10 
grains  of  ox  bile  were  given  three  times  a day  by 
mouth  and  continued  daily  for  twenty-one  days. 
A day  or  two  after  the  operation  we  were  obtain- 
ing from  500  to  850  cc.  of  bile  drainage,  and  it 
was  decided  to  use  a portion  of  this  bile  for  treat- 
ment. For  each  of  the  four  succeeding  days,  350 
cc.  was  instilled  in  the  duodenum.  Bright  red 
blood  was  seen  on  the  dressings  on  the  second  day 
after  the  operation.  The  dressings  were  partiall}’- 
saturated  each  day  until  the  tenth  postoperative 
day  when  bleeding  ceased.  One  500  cc.  of 
citrate  transfusion  was  given;  the  common  bile 
duct  was  x-rayed  with  the  aid  of  lipiodol  and 
found  patent. 

The  patient  was  discharged  on  the  twenty- 
ninth  postoperative  day  with  the  T tube  still 
in  place  and  draining  a fair  amount  of  bile. 

Case  3. — A man,  aged  55,  was  admitted  to  the 
University  Hospital  on  October  16,  1939.  His 
history  revealed  constipation  for  six  weeks, 
excessive  use  of  alcohol,  and  five  weeks  of 
jaundice,  with  badly  itching  skin,  epigastric 
pain,  occasional  vomiting,  clay-colored  stools, 
and  the  loss  of  41  pounds  in  weight.  There  was 
no  definite  history  of  gallbladder  pathology. 
The  liver  was  large  and  tender.  A blood  count 
showed  11  Gm.  of  hemoglobin,  4,400,000  red 
cells,  11,200  white  cells,  77  per  cent  polymorpho- 
nuclears, and  20  per  cent  lymphocytes.  There 
was  no  change  in  the  red  cells.  The  urine  was 
essentially  negative  except  for  a positive  bile 
test  and  a few  red  and  white  blood  cells.  The 
icteric  index  was  100;  bleeding  time,  two  min- 
utes; and  clotting  time,  eight  minutes.  This 
man  was  given  a preoperative  preparation  con- 
sisting of  1 yitamin  K capsule,  with  10  grains  of 
ox  bile  by  mouth  three  times  daily.  On  No- 
vember 3,  after  some  treatment  with  the  ox  bile 
and  vitamin  K,  his  prothrombin  test  by  the  quick 
method  was  thirty  seconds  and  his  control  was 
40  ( normal  22  to  25).  (This  by  the  way  is  the 
first  time  we  have  seen  a prothrombin  test  of 
any  kind,  and  this  was  worked  up  by  one  of  our 
interns  at  University  Hospital.)  On  November 
8 his  prothrombin  test  was  still  thirty-five 
seconds,  the  control  was  20,  and  the  coagula- 
tion time  was  nine  and  one-half  minutes.  Pre- 
operative treatment  was  continued  until  Novem- 
ber 28,  almost  twenty-five  days,  when  an  ex- 
ploratory operation  was  done  and  a mass  was 
found  in  the  head  of  the  pancreas.  The  gall- 
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bladder  was  large  but  essentially  negative.  A 
cholecystogastrostomy  was  done.  Although  this 
man  had  no  hemorrhage  before  or  after  operation 
he  was  given  1 vitamin  K capsule  and  ox  bile, 
10  grains,  three  times  a day,  until  discharged 
from  the  hospital  on  December  13,  1939. 

Is  it  not  fortunate  that  science  has  evolved 
so  many  procedures  to  safeguard  the  lives  of 
patients,  both  in  medicine  and  surgery? 
Bleeding  and  clotting  time  were  done  in  all 
the  cases  reported  above.  However,  these 
tests  are  not  a proper  safeguard.  They  are  not 
accurate  and  do  not  give  the  true  picture.  In 
obstructive  jaundice  the  prothrombin  test 
should  be  done  on  all  cases  for  surgical  control 
and  safety.  The  quick  test,  so-called,  is  now 
being  quite  universally  developed  and  is  the 
one  mentioned  in  the  third  case  quoted  in  this 
paper.  The  majority  of  obstructive  jaundice 
patients  have  a prolonged  prothrombin  time, 
and  this  is  particularly  so  where  liver  damage 
is  found,  since  bile  is  not  getting  into  the 
intestinal  tract  and  is  much  like  a bile  fistula. 

At  the  present  time  there  are  two  kinds  of 
preparations  on  the  market.  One  is  vitamin  K 
capsules  (in  oil),  containing  1,000  units,  and 
the  dose  is  1,  2,  or  3 capsules  daily  until  the 
prothrombin  test  has  been  materially  reduced. 
The  ox  bile  is  the  ordinary  commercial  ox 
bile,  which  is  soluble  in  normal  saline  and  can 
be  obtained  as  such.  At  the  present  time  the 
only  intraduodenal  preparation  is  called 
“Klotogen.”  It  is  liquid  and  is  given  in  2-  to 
8-ce.  doses  or  10,000  units  at  a time  intra- 
duodenally.  In  a short  time,  the  pharmacist 
informs  me,  there  will  be  a new  synthetic 
preparation  of  vitamin  K on  the  market 
which  will  be  much  easier  to  handle.* 

* Vitamin  K for  medical  and  surgical  use  is  now  easily 
obtained.  This  is  (a  Council-designated  trade  name) 
“Menadione”  (2-methyl-l, 4, naphthoquinone)  in  ampules 

0.5  and  1 cc.  containing  1.6  and  3.2  mg.  vitamin  K,  re- 
spectively. 


Clinically,  for  treatment  purposes,  obstruc- 
tive jaundice  may  be  divided  into  two  classes: 
i.e.,  those  without  hemorrhage,  which  may  be 
treated  by  mouth  with  vitamin  K and  bile, 
and  those  with  prolonged  prothrombin  tests 
or  with  hemorrhage,  which  should  only  be 
treated  by  the  intraduodenal  method.  In  all 
cases  where  the  blood  count  is  down,  trans- 
fusions must  be  given.  Mouth  dosage  and 
intraduodenal  methods  are  the  most  reliable. 
Vitamin  K in  oil  given  by  hypodermic  is  not 
as  reliable  and  takes  too  long  to  be  absorbed. 
It  is  likewise  said  not  to  be  as  pure  as  it  should 
be  for  this  purpose.  Another  interesting  point 
regarding  transfusions  has  come  out  in  this 
procedure — transfusion  should  be  made  with 
fresh  blood  from  a donor.  Blood  from  a 
blood  bank,  because  of  its  decreased  pro- 
thrombin content,  is  not  advisable. 

Conclusion 

As  vitamin  K is  inexpensive,  it  is  probable 
that  it  will  be  used  routinely  in  patients  with 
obstructive  jaundice,  both  before  and  after 
surgery,  even  though  no  prothrombin  de- 
ficiency is  found.  By  this  means  the  fre- 
quency with  which  indications  for  transfusions 
arise  may  be  reduced. 
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THE  WIFE  OF  THE  MAN  WHO  WAS  NOT 

Oh,  for  the  life 
Of  a doctor’s  wife! 

It’s  a wonderful  life;  its  fine! 

You  struggle  to  fix 
His  dinner  by  six; 

And  he  doesn’t  get  home  till  nine. 


You  play  the  host; 

You  carve  the  roast 

And  pray  he’ll  return  from  his  call; 

He’s  invariably  late 

To  a play  or  a date — 

Or  he  doesn’t  turn  up  at  all. 


THERE 

Oh,  for  the  life 
Of  a doctor’s  wife! 

It’s  a wonderful  life,  I’ve  found: 

Your  finger  gets  cut; 

And  it’s  falling  off,  but 

You  can’t  find  a doctor  around. 

So  pity  the  spouse 
Of  the  doctor’s  house! 

The  spouse  of  the  house  sublime; 

For,  though  she  is  wed, 

It  may  truly  be  said 

She  is  husbandless  most  of  the  time. 

— Juliet  B.  Furman,  N.  Y.,  in  J.A.M.A. 


THE  TREATMENT  OF  UVEITIS 

John  F.  Gipner,  M.D.,  Rochester,  New  York 


THE  treatment  of  uveitis  varies  with  the 
chronicity  of  the  disease  process.  Acute 
uveitis  requires  active  vigorous  treatment, 
first,  to  prevent  posterior  iris  synechia  and 
second,  to  reduce  the  inflammation  as  quickly 
as  possible  in  order  to  prevent  serious  perma- 
nent damage  to  the  ocular  tissues.  In  the 
chronic  forms  the  immediate  danger  of  lasting 
injury  to  the  ocular  tissues  is  not  present  and 
adequate  time  is  available  for  a thorough  and 
complete  search  for  the  cause. 

In  acute  uveitis,  early  dilatation  of  the 
pupil  can  be  accomplished  by  the  use  of 
drugs  that  stimulate  the  iris  dilator  fibers  in 
conjunction  with  the  use  of  2 per  cent  atropine 
ointment.  Cocaine  may  be  employed  or  1 to 
1,000  epinephrine  chloride  solution  may  be 
used  on  a cotton  pledget  placed  under  the  lids, 
or  2 to  3 minims  may  be  injected  subcon- 
junctively.  Two  per  cent  epinephrine  bitar- 
trate or  levoglaucosan  may  also  be  used. 
Dionin  is  said  to  promote  absorption  and  in- 
crease the  activity  of  atropine.  Leeches  have 
been  generally  abandoned  yet  they  may  still 
be  of  value  in  relieving  severe,  painful  iritis. 

After  the  steps  to  dilate  the  pupil  have  been 
taken,  the  use  of  local  heat  is  the  next  most 
important  local  treatment.  This  may  be  ap- 
plied by  hot  compresses,  the  altherm,  dry  heat, 
or  medical  diathermy. 

In  a small  number  of  acute  anterior  uveitis 
cases  there  is  an  increase  in  the  intraocular 
tension.  Occasionally,  it  can  only  be  dif- 
ferentiated from  primary  glaucoma  by  the 
use  of  the  slit  lamp  to  determine  the  condi- 
tion of  the  aqueous  humor.  Epinephrine 
should  first  be  tried  and,  if  it  fails  to  control 
the  pressure,  paracentesis  of  the  anterior 
chamber  may  be  performed.  If  the  pressure 
stays  up  for  weeks  in  spite  of  these  measures, 
an  iridectomy  should  be  done.  This  is  usu- 
ally followed  by  a severe  reaction.  Never- 
theless, the  results  are  better  than  those  fol- 
lowing cyclodialysis,  and  filtering  operations 
close  up  with  scar  tissue. 

The  cause  of  acute  uveitis  should  be  found 
within  the  first  two  days  if  possible.  The 
blood  for  the  Wassermann  and  Kahn  tests 
should  be  taken  before  protein  therapy  is 
started.  The  tuberculin  and  brucellosis 
skin  tests  should  be  done  as  soon  as  practi- 


cable. If  gelatinous  iritis  is  present  and  the 
urologist  finds  genitourinary  gonorrhea,  arti- 
ficial fever  treatment,  properly  timed  to  out- 
last the  thermal  death  time  of  the  strain  of 
gonococcus  found,  offers  the  best  results.  If 
this  therapy  is  not  available,  then  foreign 
protein  therapy  and  prostatic  massage  is  the 
next  best  treatment.  Gayton1  found  that  sulfa- 
nilamide, which  works  especially  well  in  the 
treatment  of  acute  gonorrheal  urethritis,  is 
of  little  value  in  the  treatment  of  gonorrheal 
uveitis.  Sulfanilamide  has  also  proved  un- 
satisfactory in  other  forms  of  uveitis. 

If  obvious  infection  of  teeth,  tonsils,  or  ac- 
cessory nasal  sinuses  is  present,  I prefer  im- 
mediate eradication  of  the  foci  if  this  is  prac- 
ticable, anticipating  improvement  in  the  eye 
following  whatever  general  and  focal  reaction 
may  take  place.  I have  never  seen  any  un- 
favorable focal  reactions,  although  I know  that 
they  have  been  reported  (Berens2).  If  im- 
provement fails  to  appear,  then  foreign  pro- 
tein therapy  is  started.  Others  prefer  to  start 
foreign  protein  therapy  immediately,  before 
eradicating  the  foci  of  infection. 

If  chronic  nonspecific  prostatitis  alone  is 
found,  foreign  protein  therapy  and  prostatic 
massage  are  prescribed.  If  chronic  cervicitis 
alone  is  found,  foreign  protein  therapy  and 
subsequent  autogenous  vaccine  therapy  are 
given.  Autogenous  vaccine  may  be  made 
from  cultures  taken  from  any  focus  of  infec- 
tion (Berens2). 

Formerly,  it  was  generally  believed  that  the 
production  of  shock  was  necessary  for  the  ef- 
ficient employment  of  foreign  protein  therapy. 
The  height  of  the  fever  produced  and  the  in- 
creased leukocytosis  were  regarded  as  indica- 
tions of  the  effectiveness  of  the  treatment. 
The  milder  foreign  proteins,  milk,  and  pro- 
teins of  milk  were  supplanted  by  the  more 
positive  reaction-producing  agent — intrave- 
nous typhoid  vaccine. 

The  initial  dose  of  intravenous  typhoid 
vaccine  varies  from  25,000,000  to  60,000,000 
killed  bacilli.  For  safety,  an  intradermal  skin 
test  is  first  given  and,  if  no  reaction  takes  place 
within  thirty  minutes,  the  intravenous  injec- 
tion is  given.  The  dose  of  subsequent  injec- 
tions is  increased  as  is  indicated  by  the  re- 
action produced.  The  second  injection  is 
given  after  the  temperature  has  returned  to 
normal,  which  is  usually  the  second  or  third 
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day.  From  three  to  ten  injections  are  used, 
depending  upon  the  need . Others  have  recom- 
mended larger  doses  and  shorter  intervals 
between  treatments. 

In  1935  A.  L.  Brown4  advanced  the  concept 
that  protein  injections  produce  their  effect  by  a 
nonspecific  “interfering”  action  of  the  specific 
antiprotein  immune  substances.  He  pointed 
out  that  both  specific  and  nonspecific  antibodies 
were  produced  by  foreign  protein  injections. 

Other  foreign  proteins  have  been  used, 
such  as  diphtheria  antitoxin  and  filtrates  of 
pathogenic  organisms.  Foreign  proteins 
should  not  be  used  if  the  patient’s  general 
condition  is  poor  because  of  fever,  heart  dis- 
ease, or  low  vitality  (Noe3  and  Newton5). 

Everyone  is  familiar  with  the  sodium  sali- 
cylate treatment  as  recommended  by  Gif- 
ford7— up  to  1 grain  of  sodium  salicylate  per 
pound  of  body  weight  daily.  Large  doses  of 
salicylates  by  mouth  are  tolerated  when  given 
mixed  with  effervescent  alkaline  salts.  Pilo- 
carpine sweats,  combined  with  mercury  rubs 
and  iodides,  have  also  been  recommended. 
Iodides  alone  in  the  later  stages  of  subacute 
uveitis  are  valuable  in  hastening  the  absorp- 
tion of  the  vitreous  opacities. 

After  the  acute  symptoms  of  uveitis  have 
subsided,  if  the  etiology  is  found  to  be  syphilis, 
tuberculosis,  or  brucellosis,  specific  therapy 
should  be  started. 

The  diagnosis  of  uveitis  due  to  tuberculosis 
is  not  easy.  It  must  be  made  on  the  basis  of 
clinical  observations,  and  not  on  the  basis  of 
the  tuberculin  skin  test,  which  may  be  nega- 
tive. Adler8  states  that  miliary  tubercles 
with  little  inflammatory  reaction  may  be  seen  in 
the  iris  by  slit-lamp  examination  and  in  the 
choroid  if  the  metastasis  occurs  shortly  after 
the  primary  lesion  has  developed  and  before 
allergy  is  developed.  This  may  be  found  in 
young  people  of  from  10  to  25  years  of  age. 
Between  25  to  35  years  of  age  the  tubercular 
iritis  is  more  inflammatory,  synechiae  form, 
and  sclerosing  keratitis  may  develop.  In  the 
choroid,  large  greenish  gray  lesions,  usually 
single  and  in  the  periphery,  may  be  seen.  The 
vitreous  humor  is  hazy  and  the  skin  sensitiv- 
ity is  often  high. 

Patients  from  30  to  50  show  ciliary  body  in- 
volvement as  well  as  iritis,  and  the  process  is 
highly  exudative.  Mutton-fat  deposits  on 
the  cornea  are  characteristic.  The  skin  reac- 
tion is  usually  positive. 

The  treatment  is  that  for  general  tubercu- 
losis— fresh  air,  rest,  high  caloric  diet,  etc. 
Brown9  believes  that  this  is  the  most  important 
measure.  Sodium  gold  thiosulfate  has  been 


used  in  Europe  and  by  Benedict.6  Nonspe- 
cific syphilitic  treatment  has  been  used  es- 
pecially where  the  diagnosis  is  not  certain. 

The  specific  treatment  is  tuberculin,  which 
should  be  used  in  the  allergic  type  of  case  but 
not  in  the  tuberculosis-infected  lesion  in  which 
it  may  produce  in j ury  (Eggston 10) . The  initial 
dose  should  be  one-tenth  of  the  dose  required 
to  give  a skin  reaction. 

The  perifocal  theory  of  tuberculin  therapy 
regards  allergy  as  responsible  for  local  im- 
munity and  attempts  to  create  local  immunity 
by  use  of  tuberculin.  Inactivity  of  the  lesion 
is  interpreted  as  attainment  of  local  immun- 
ity, and  the  therapy  is  then  stopped.  Blinded, 
phthisical  eyes  often  result  from  this  therapy. 

The  desensitization  concept  sponsored  by 
Woods11  is  based  on  the  fact  that  allergy  and 
immunity  are  unrelated.  Tuberculin  is  used 
for  long  periods,  and  the  dose  is  steadily  in- 
creased during  periods  of  remission  to  main- 
tain the  desensitization.  Patients  extremely 
sensitive  to  tuberculin  must  be  treated  cau- 
tiously with  small  amounts,  being  careful  not 
to  produce  a local  reaction.  It  may  be  neces- 
sary to  start  with  0.000,001  mg.  or  less.  The 
tuberculin  therapy  is  discontinued  only  if  the 
skin  tests  become  almost  totally  nonreactive 
and  the  ocular  lesion  has  remained  nonreactive 
for  a year  or  more.  Woods  says  that  paracen- 
tesis causes  an  amazing  improvement  in  these 
cases.  He  also  advocates  the  use  of  beta 
radium  rays,  which  penetrate  only  2 or  3 mm. 

Since  these  rays  are  obtained  from  radon, 
which  is  not  available  in  Rochester,  I have 
recently  been  using  the  superficial  radiation 
from  a new  small  therapeutic  x-ray  machine* 
whose  rays  approximate  beta  radiation  in 
depth  of  penetration.  A marked  reduction  in 
corneal  vascularization  results.  I have  not 
yet  determined  the  effect  on  lesions  of  the  iris 
and  ciliary  body. 

Undulant  fever  (Malta  fever)  or  brucellosis 
may  be  a cause  of  chronic  uveitis.  Green12 
called  attention  to  this  in  his  paper  before 
the  American  Ophthalmological  Society  in 
1938.  The  disease  is  more  widespread  than  is 
generally  realized. 

The  blood  agglutination  test  for  brucellosis 
is  of  value  only  when  positive.  It  is  negative 
in  90  per  cent  of  the  chronic  cases.  The  skin 
test  with  intradermal  injection  of  killed  bacil- 
lary suspension  gives  a positive  reaction  in 
twenty-four  hours,  which  may  last  three  days 
or  more  and  is  often  quite  severe.  An  opsono- 
cytophagic test  is  reported  by  Dr.  Green. 

♦Picker  portable  x-ray  machine  with  a capacity  of  15 
milliamperes  and  80  kilovolts.  We  have  used  40  kilo- 
volts without  a screen. 
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The  treatment  of  brucellosis  consists  of 
sulfanilamide  for  the  acute  cases,  prolonged 
artificial  fever  therapy,  a serum  for  the  acute 
and  a vaccine  for  the  chronic  cases. 

In  chronic  uveitis  there*  is  not  the  need  for 
haste  as  in  acute  uveitis,  especially  of  the 
anterior  type.  Mydriatics  should  be  used  if 
there  is  local  congestion  or  if  there  is  a tend- 
ency to  form  posterior  adhesions.  If  atro- 
pine sensitization  occurs,  duboisine  y4  to  1 
per  cent,  hyoscine  hydrobromide  1 per  cent, 
or  scopolamine  1 per  cent  may  be  used. 

Cataract  develops  frequently  in  chronic 
uveitis,  and  little  can  be  done  to  retard  the 
development.  A balanced  diet  with  supple- 
mentary doses  of  vitamins  B and  C may  help. 
Operation  for  cataract  should  be  avoided  for 
at  least  a year  after  the  uveitis  has  quieted 
down,  as  determined  by  the  cell  content  of  the 
aqueous  humor. 

Of  the  rarer  forms  of  uveitis,  uveoparotitis, 
and  uveitis  with  associated  alopecia,  poliosis, 
vitiligo,  and  deafness  are  mentioned.  Their 
treatment  is  the  same  as  for  other  forms  of 
uveitis. 

Summary 

1.  Acute  uveitis  requires  active  vigorous 
treatment  to  prevent  posterior  synechia  and 
to  reduce  the  intraocular  inflammation. 

2.  Foreign  protein  therapy  is  the  most 
valuable  therapeutic  measure  in  acute  uveitis. 
The  method  of  “shock”  therapy  and  the 
Brown  method  based  on  the  immune  bodies 
“interfering”  action,  combined  with  anterior 
chamber  drainage,  are  mentioned. 

3.  Various  treatments  for  nonspecific  uvei- 
tis are  given. 

4.  The  specific  therapy  of  uveal  tuberculo- 
sis, syphilis,  and  brucellosis  is  outlined. 

5.  The  treatment  of  glaucoma,  which  may 
complicate  both  acute  and  chronic  uveitis,  is 
mentioned. 

6.  A secondary  cataract  complicating 
chronic  uveitis  should  not  be  operated  upon 
until  the  eye  has  remained  quiet  for  one  year. 
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Discussion 

Dr.  Conrad  Berens,  New  York  City — Dr. 
Gipner’s  paper  is  most  important  from  the 
standpoint  of  the  prevention  of  blindness,  be- 
cause, if  the  treatment  of  chronic  uveitis  was 
more  specific,  much  of  the  unnecessary  blindness 
occurring  in  adults  would  be  eliminated. 

I am  glad  that  Dr.  Gipner  spoke  of  subcon- 
junctival injections  of  epinephrine,  for  I have 
found  them  most  efficacious,  especially  when 
combined  with  Vi6o  grain  of  atropine.  This 
method  of  treatment  has  often  been  successful 
when  other  methods  have  failed.  In  producing 
dilatation  I have  also  found  that  the  combined 
use  of  several  cycloplegics  seems  to  be  effective. 
Sometimes  the  insertion  of  a row  of  homatropine 
and  cocaine  disks  (V6o  grain  each),  at  the  same 
time  that  atropine  and  hyoscine  are  used  locally, 
is  useful.  The  use  of  a local  anesthetic  seems  to 
enhance  the  action  of  these  drugs. 

I have  found  infrared  rays  useful  in  relieving 
pain  in  acute  inflammations  of  the  uveal  tract, 
whereas  diathermy  sometimes  seems  to  be  con- 
traindicated. Thermolite  seems  to  be  as  ef- 
ficacious as  diathermy. 

The  management  of  these  cases  when  tension  is 
high  is  important;  in  my  hands  the  use  of  1 per 
cent  homatropine  and  1 per  cent  cocaine  alter- 
nated with  the  use  of  weak  solutions  of  pilocar- 
pine sometimes  controls  the  tension.  Since  us- 
ing aspiration,  instead  of  paracentesis,  which  does 
not  frighten  the  patient  so  much  as  the  thought 
of  an  operation  (because  we  say  we  are  only  giv- 
ing a hypodermic  injection),  I have  been  more 
satisfied  with  the  management  of  hypertension 
in  the  presence  of  uveitis.  If  it  becomes  neces- 
sary to  perform  an  iridectomy,  I usually  excise  a 
small  piece  of  sclera  with  a scleral  punch,  in  spite 
of  the  fact  that  the  wound  usually  heals,  for  in 
some  cases  prolonged  filtration  has  been  obtained. 

I have  also  found  artificial  fever  therapy  of 
value  if  the  gonococcus  is  present,  and  I believe 
sulfanilamide  may  also  be  used.  It  was  ap- 
parently beneficial  in  2 patients  with  chronic 
uveitis,  suspected  of  being  caused  by  prostatic 
gonorrheal  infection.  If  the  findings  of  Van 
Slyke  and  Mahoney1  are  accurate,  sulfanilamide 
should  be  more  valuable  after  a certain  amount 
of  natural  immunity  to  the  gonococcus  has  been 
developed. 

The  question  of  chemotherapy  with  sulfanil- 
amide has  been  broached,  and  from  our  experi- 
mental work  it  would  seem  as  though  staphylo- 
cocci also  might  produce  uveitis.  Therefore,  we 
would  have  to  consider  sulfathiazole  for  the 
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treatment  of  these  cases.  I used  sulfathiazole  in 
the  treatment  of  1 patient  and  obtained  a severe 
general  reaction  without  much  improvement  in 
the  local  condition.  Likewise,  I have  been 
disappointed  in  the  use  of  sulfanilamide  in  pa- 
tients with  chronic  uveitis,  supposedly  caused 
by  chronic  sinusitis  associated  with  streptococcic 
and  staphylococcic  infections,  even  when  hemo- 
lytic streptococci  were  present.  We  realize 
that  these  drugs  are  bacteriostatic  rather  than 
bactericidal,  and  I believe  that  we  should  com- 
bine our  treatment  with  immunologic  therapy, 
since  this  combined  treatment  has  apparently 
been  shown  by  Fleming2  to  be  more  efficacious 
than  immunotherapy  or  chemotherapy  alone. 
I have  also  used  neoprontosil  subconjunctivally 
in  these  cases,  but  the  evidence  of  the  effective- 
ness of  the  treatment  is  inconclusive.  Moreover, 
from  what  we  know  of  this  drug,  one  would  not 
expect  it  to  be  effective  unless  it  first  reached 
the  blood  stream. 

The  question  of  the  immediate  elimination  of 
foci  of  infection  is  an  important  one,  and  so  long 
as  there  is  improvement  in  acute  inflammations 
I usually  prefer  to  postpone  radical  elimination 
of  these  infections.  I have  observed  not  only 
severe  acute  exacerbations  of  the  eye  inflamma- 
tion but  also  severe  heart  lesions  in  2 patients. 
This  opinion  is  in  accord  with  that  of  Illing- 
worth3 in  removing  tonsils  in  nephritis.  How- 
ever, I have  apparently  seen  rapid  recovery  of 
acute  uveal  inflammation  following  the  removal 
of  a tooth. 

Dr.  Gipner  raised  the  question  of  the  use  of 
autogenous  vaccines  and  toxic  antigens.  We 
usually  use  autogenous  toxic  antigens  and,  in 
addition  to  antigens  prepared  from  staphylo- 
cocci and  streptococci,  we  have  recently  found 
that  30  per  cent  of  our  patients  with  serious  in- 
volvement of  the  uveal  tract  have  had  coliform 
bacilli  in  the  upper  part  of  the  respiratory  tract. 
Attempts  to  immunize  rabbits  against  coliform 
bacilli  apparently  were  successful.  The  im- 
munity produced  may  be  only  partial  in  some 
rabbits  and  transitory  in  other  rabbits.  Some  of 
our  patients  with  chronic  eye  lesions  apparently 
have  been  benefited  by  desensitizing  doses  of 
these  toxic  antigens,  used  over  a long  period  of 
time  in  small  doses  similar  to  those  used  in  tuber- 
culin therapy.  We  found  that  with  these  bac- 
teria acute  iridocyclitis  can  be  produced  in  rab- 
bits with  one-tenth  the  dose  of  bacteria  required 
to  produce  iritis  with  iritis-producing  strepto- 
cocci. 

For  many  years  I have  advocated  the  use  of 
typhoid  vaccine  in  preference  to  other  forms  of 
nonspecific  protein  therapy,  and  I believe  that  it 
is  one  of  our  best  nonspecific  methods  of  treating 
acute  eye  lesions.  The  danger  of  serious  compli- 

*  Fleming,  A.:  J.  Path.  & Bact.  50:  69  (1940). 

3 Illingworth,  R.  S.:  Lancet  2:  1013  (1939). 


cations,  even  death,  should  not  be  overlooked,  es- 
pecially when  using  intravenous  injections.  It 
seems  to  me  that  a safer  method  is  to  administer 
the  typhoid  vaccine  subcutaneously  rather  than 
intravenously.  I have  used  Brown’s  method  of 
employing  typhoid  H antigen  and  still  am  not 
sure  whether  nonspecific  treatment  enhances  the 
curative  effect  of  simple  aspiration  or  paracen- 
tesis. 

Concerning  the  treatment  of  tuberculosis  of 
the  uveal  tract,  I long  ago  pointed  out4  that 
possibly  ophthalmologists  were  relying  too  much 
on  the  virtues  of  immunology  and  had  paid  too 
little  attention  to  mental  and  physical  rest  and 
to  the  use  of  natural  and  artificial  sunlight  as 
therapeutic  aids.  If  tuberculin  treatment  is  to 
be  given,  especially  if  the  lesions  are  close  to  the 
macular,  I believe  that  it  should  be  instituted 
without  an  intradermal  test,  using  a minute  dose 
because  I know  of  four  eyes  that  became  blind 
after  merely  testing  the  patient  with  tuberculin. 
In  treatment,  the  dose  that  Dr.  Gipner  prefers 
is  one-tenth  of  the  amount  used  to  produce  the 
skin  reaction.  In  recent  years  I have  used  a 
Vollmer  patch  test  which  seems  to  be  about  as 
sensitive  as  the  intradermal  test  with  the  weaker 
purified  protein  derivative.  The  desensitization 
concept  of  treatment,  originally  sponsored  by 
Wilmer,5  is  the  one  that  I favor  not  only  for  the 
use  of  tuberculin  but  also  for  the  use  of  toxic 
antigens  of  other  bacteria.  In  the  treatment  of 
tuberculosis  of  the  eye  my  results  have  appar- 
ently been  better  with  the  use  of  bacillus  emul- 
sion. 

I am  most  interested  in  Dr.  Gipner’s  remarks 
concerning  the  use  of  beta  rays  but  have  had  no 
experience  with  them. 

Concerning  the  removal  of  cataracts  in  this 
group  of  patients,  I think  that  ordinarily  it  is 
well  to  wait  for  a year  following  the  subsidence  of 
signs  of  inflammation  as  seen  with  the  slit  lamp, 
but  sometimes  these  eyes  exhibit  slight  postopera- 
tive inflammation.  Even  though  the  eyes  do 
not  appear  unusually  congested,  a 1 per  cent 
solution  of  holocain  should  be  instilled  into  the 
conjunctival  sac  of  each  eye  and  the  reaction 
compared. 

We  have  made  skin  tests  with  Brucella  abor- 
tus antigen  in  39  patients  who  had  inflammatory 
eye  lesions,  the  majority  of  which  involved  the 
uveal  tract.  A positive  reaction  was  obtained  in 
1 patient  with  choroiditis.  Agglutinations  with 
Br.  abortus  in  43  patients  and  with  Br.  melitensis 
in  5 patients  were  negative.  Our  ideas  are  in 
accord  with  Dr.  Gipner’s  concept  of  diagnosis 
and  treatment,  but,  since  raw  milk  is  used  up- 
state and  not  in  New  York  City,  this  probably 
accounts  for  the  low  incidence  of  uveitis  from 
this  cause  which  our  findings  seem  to  indicate. 

4 Berens,  Conrad:  Am.  J.  Ophth.  12:  11  (1929). 

* Wilmer:  Arch.  Ophth.  57:  1 (1928). 


Case  Reports 

BILATERAL  ABDUCENS  PALSY  FOLLOWING  LUMBAR  PUNCTURE 

Bernhard  Dattner,  M.D.,  and  Evan  W.  Thomas,  M.D.,  New  York  City 


jDE ACTIONS  following  spinal  punctures  are 
well  known.  Davenport1  recently  reported 
an  incidence  of  32.8  per  cent  moderate  or  severe 
reactions  following  lumbar  punctures  performed 
in  the  Board  of  Health  clinics  of  New  York  City. 
The  usual  symptoms  include  headache,  nausea, 
vomiting,  and  dizziness,  and  they  may  last  from 
one  to  twenty-one  days.  Rarely,  more  serious 
accidents  have  been  reported.  These  have  been 
chiefly  palsies  of  the  extraocular  muscles,  most 
frequently  the  sixth  nerve.  Not  more  than  100 
such  cases  have  been  reported  in  the  literature 
and  most  of  them  have  followed  spinal  anesthesia. 
Bilateral  involvement  of  cranial  nerves  is  rare, 
and  so  far  as  we  know  not  a single  case  of  bilateral 
abducens  palsy  following  a simple  diagnostic 
spinal  puncture  has  been  reported.  Therefore, 
we  believe  that  the  following  case  is  of  unusual 
interest. 

Case  Report 

A 36-year-old  white  man,  born  in  Greece,  was 
admitted  to  Bellevue  Hospital  on  January  22, 
1940.  He  gave  a history  of  having  had  a penile 
sore  in  1922  which  was  not  treated.  In  1929,  fol- 
lowing a positive  blood  Wassermann  reaction,  he 
received  twelve  hip  and  six  arm  injections  from  a 
private  physician.  From  1932  to  1938  he  had 
irregular  treatment  for  syphilis  at  a New  York 
City  Board  of  Health  clinic.  During  this  time 
he  received  eighty-eight  bismuth  and  thirty- 
eight  arsphenamine  injections.  His  blood  Was- 
sermann reaction  was  always  strongly  positive. 
In  July,  1937,  the  first  spinal  puncture  was  per- 
formed. Following  this  he  had  severe  headaches 
and  was  bedridden  for  four  days.  At  that  time 
his  physical  examination  revealed  no  neurologic 
abnormalities.  His  spinal  fluid  Wassermann  re- 
action was  1 plus.  No  cell  count  was  recorded, 
but  the  Pandy  test  was  reported  as  1 plus  and  the 
Colloidal  Gold  curve  as  negative.  For  six 
months  prior  to  his  admission  to  Bellevue  Hospi- 
tal he  had  been  receiving  irregular  treatment 
with  mercury,  the  last  injection  having  been 
given  two  months  before  entering  the  hospital. 
On  January  9, 1940,  at  1 : 00  p.m.,  a second  lumbar 
puncture  was  done  at  one  of  the  New  York  City 
Board  of  Health  clinics.  The  report  of  the  spinal 
fluid  withdrawn  at  that  time  was  as  follows: 
Wassermann,  2 plus;  Pandy,  1 plus;  Colloidal 
Gold  negative.  No  cell  count  was  done.  At 
11:00  p.m.  on  the  day  of  his  spinal  puncture  he 
became  nauseated  and  had  a severe  headache. 
He  remained  in  bed  for  the  next  few  days  but  in 
spite  of  this  began  to  vomit  on  the  third  day  after 
the  tap.  He  had  no  fever  or  bladder  disturb- 
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ances.  On  January  16,  one  week  following  the 
tap,  he  noticed  double  vision.  He  also  com- 
plained of  dizziness  at  this  time  although  his 
headache  was  less  severe.  On  the  following  day, 
January  17,  he  returned  to  the  Board  of  Health 
clinic  because  of  his  diplopia.  There  the  bilateral 
abducens  palsy  was  diagnosed,  and  he  was  re- 
ferred to  Bellevue  Hospital  on  January  22.  A 
physical  examination  revealed  no  abnormal 
neurologic  findings  except  the  bilateral  sixth 
nerve  paralysis.  The  pupils  were  round  and 
equal  and  reacted  promptly  to  light.  All  tendon 
reflexes  were  present  and  equal.  There  were  no 
signs  of  meningeal  irritation  or  of  pyramidal  tract 
involvement  and  no  sensory  disturbances,  includ- 
ing vibratory  sense.  On  January  23  a cisternal 
puncture  was  done  with  the  withdrawal  of  about 
10  cc.  of  clear  spinal  fluid.  The  Wassermann  re- 
action of  the  fluid  was  reported  as  4 plus  in  1 cc., 
4 plus  in  0.5  cc.,  and  negative  in  0.1  cc.  dilutions. 
The  Pandy  test  was  negative  as  was  the  Col- 
loidal Gold  curve,  and  no  cells  were  found. 
Following  the  cisternal  puncture  the  patient 
stated  that  his  headache,  which  had  been  stead- 
ily improving,  disappeared  entirely,  and  his  only 
complaint  was  diplopia.  Examination  by  an 
ophthalmologist  on  January  31  showed  that  the 
right  eye  could  move  2 mm.  beyond  the  midline, 
whereas  the  left  eye  showed  an  inward  deviation 
of  1 mm.  On  February  29  an  examination  re- 
vealed a lateral  movement  of  the  right  eye  of  6 
mm.  as  opposed  to  the  normal  10  mm.  The  left 
eye  showed  a lateral  movement  of  only  3 mm. 
Complete  recovery  had  occurred  by  April  4. 

Comment 

The  fact  that  the  patient  had  syphilis  must  be 
considered  before  suggesting  that  the  lumbar 
puncture  was  responsible  for  his  bilateral  abdu- 
cens palsy.  It  is  well  known  that  syphilis  can 
cause  extraocular  palsies.  Uhthoff 2 has  recorded 
27  cases  of  unilateral  and  6 cases  of  bilateral  sixth 
nerve  palsies  due  to  neurosyphilis,  but  the  as- 
sumption that  our  case  can  be  explained  on  this 
basis  does  not  seem  justifiable  because  there 
were  no  other  neurologic  signs  of  meningovascu- 
lar syphilis,  either  subjective  or  objective,  and 
the  spinal  fluid,  though  showing  a moderately 
positive  Wassermann  reaction,  had  no  other  evi- 
dences of  activity.  Furthermore,  there  was  a 
spontaneous  recovery,  as  occurred  in  most  of  the 
cases  reported  following  spinal  taps.  Conse- 
quently, it  is  logical  to  assume  that  the  spinal 
puncture  was  responsible  for  the  temporary 
palsy  in  this  case.  In  explaining  the  mechanism 
that  finally  leads  to  such  serious  consequences, 
we  have  to  consider  the  following  facts  that  are 
known  to  be  associated  with  reactions  following 
spinal  taps: 

1.  Headaches  following  lumbar  punctures 
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occur  more  frequently  in  individuals  who  have  a 
normal  spinal  fluid  than  in  those  whose  fluids 
indicate  some  pathologic  processes  in  the  cen- 
tral nervous  system.  This  difference  is  striking 
from  the  statistics  given  by  Davenport.  There 
are,  however,  individuals  who  are  peculiarly  in- 
tolerant to  spinal  taps,  e.g.,  neuropathies  and 
cases  of  multiple  sclerosis. 

2.  The  headaches  seem  to  be  increased  in 
severity  by  withdrawing  large  amounts  of  spinal 
fluid. 

3.  Most  reactions  have  an  incubation  period 
of  at  least  some  hours  and  occasionally  as  long  as 
two  days. 

4.  They  can  be  relieved  by  the  horizontal 
position. 

5.  They  are  rare  following  cisternal  punc- 
tures. 

Neither  the  theory  of  meningeal  irritation  or 
spinal  fluid  leakage  are  in  themselves  satisfactory 
explanations  of  these  facts.  A meningismus 
alone  cannot  explain  why  the  headaches  are  less 
severe  when  the  patient  is  in  a horizontal  posi- 
tion; nor  can  it  explain  the  absence  of  head- 
aches following  cisternal  puncture  or  the  fact  that 
the  severity  of  headaches  seems  to  be  influenced 
by  the  amount  of  spinal  fluid  withdrawn.  Never- 
theless, it  is  a known  fact  that  a sterile  menin- 
gitis, characterized  by  an  increased  cell  count, 
may  occur  following  both  lumbar  and  cisternal 
punctures.  Such  cases  have  been  frequently  re- 
ported in  the  literature;  recently  by  Hurxthal3 
and  by  Reynolds  and  Wilson,4  and  they  have 
been  observed  by  us  on  numerous  occasions. 
The  fact  that  reactions  after  spinal  taps  occur  less 
frequently  when  some  meningeal  pathology  is 
already  present  seems  to  favor  the  theory  that 
meningeal  irritation  may  account  for  some  of  the 
symptoms.  The  observation  that  many  fewer 
reactions  are  encountered  following  punctures 
with  thin  needles  than  when  ordinary  sized 
needles  are  used  can  be  offered  in  support  of  both 
the  meningismus  and  leakage  theories,  but  it 
does  not  explain  in  any  way  the  absence  of  reac- 
tions following  cisternal  punctures,  if  the  former 
theory  is  accepted. 

On  the  other  hand,  the  leakage  theory  cannot 
satisfactorily  explain  occasional  reactions  follow- 
ing dry  taps  or  the  use  of  fine  needles.  But  even 
though  leakage  occurs,  to  explain  the  headaches 
we  must  assume  that  large  amounts  of  spinal 
fluid  are  lost.  There  is  no  proof  that  this  occurs 
or  that  the  leakage  lasts  long  enough  to  account 
for  the  incubation  period,  which  may  be  of  even 
two  days’  duration.  But  in  favor  of  this  theory 
is  the  undeniable  fact  that  reactions  following 
cisternal  punctures  are  extremely  rare.  This  is 
best  explained  by  the  fact  that  in  the  upright 
position  there  is  a negative  pressure  in  the  cis- 
terna  magna  whereas  there  is  an  increased  pres- 
sure in  the  lumbar  region. 

Thus,  while  neither  meningeal  irritation  nor 
leakage  of  spinal  fluid  can  satisfactorily  explain 
reactions  to  lumbar  punctures,  both  factors  may 
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be  present  and  neither  can  be  dismissed  entirely. 
It  is  probable  that  both  help  to  produce  changes 
in  the  hydrodynamics  of  the  central  nervous  sys- 
tem and  that  reflex  responses  of  the  vasomotor 
system  have  an  important  part  in  effecting  such 
alterations.  This  can  account  for  the  period  of 
latency  in  symptoms  following  spinal  taps.  We 
know  that  individuals  vary  in  their  symptomatic 
response  to  alterations  in  intracranial  pressure, 
and  it  is  reasonable  to  believe  that  the  hydro- 
dynamic  changes  following  spinal  taps  vary  in 
onset,  duration,  and  intensity  in  different  indi- 
viduals. In  some  cases  there  may  actually  be  an 
edema  of  the  meninges  or  brain  itself  which 
brings  pressure  on  vulnerable  structures  at  the 
base  of  the  brain. 

That  the  sixth  nerve  should  be  the  chief  suf- 
ferer in  such  reactions  is  not  surprising,  because 
the  frequent  incidence  of  abducens  palsies  in 
comparison  with  other  cranial  nerves  is  not  con- 
fined to  accidents  following  spinal  taps.  They 
have  been  noted  in  toxic,  infectious,  and  mechani- 
cal injuries  to  the  central  nervous  system,  e.g., 
spinal  anesthesia,  botulism,  diabetes  mellitus, 
suppurative  and  nonsuppurative  infections  of  the 
meninges,  vascular  lesions,  neoplasms,  and 
trauma.  This  peculiar  vulnerability  of  the  sixth 
nerve  is  due  to  its  anatomic  position.7  It  has  a 
long  and  devious  course,  part  of  which  is 
situated  within  Dorello’s  canal,  which  is  fre- 
quently anomalous  and  varies  in  size  and  length. 
Furthermore,  the  nerve  lies  close  to  the  dura 
throughout  much  of  its  course  and  is  subject  to 
pressure  from  all  types  of  meningeal  pathology 
or  increased  intracranial  pressure.  The  major- 
ity of  abducens  palsies  reported  are  found  in  the 
Italian  literature.  This  may  possibly  be  ex- 
plained by  the  more  or  less  characteristic 
cranial  structure  of  the  Mediterranean  peoples. 
It  is  also  noteworthy  that  the  left  abducens 
nerve  is  much  more  frequently  involved  than 
the  right.  In  our  case,  both  nerves  were  affected 
but  the  right  improved  more  rapidly. 

In  taking  all  of  the  foregoing  factors  into  con- 
sideration, the  accident  to  the  abducens  nerves 
in  our  patient  is  best  explained  as  part  of  his  re- 
action to  the  lumbar  puncture.  To  account  for 
the  interval  of  seven  days  between  the  spinal  tap 
and  onset  of  paralysis,  we  must  postulate  an  in- 
creasing pressure  on  both  nerves,  but  this  is  a 
reasonable  deduction  from  our  knowledge  of  lum- 
bar puncture  reactions  in  general. 

Two  other  possibilities  may  be  mentioned  in 
explanation  of  the  phenomena  described.  The 
first  is  that  of  a latent  virus  infection  activated 
by  the  trauma  of  spinal  puncture.  This  is  pure 
speculation  and  has  nothing  in  its  support  beyond 
the  fact  that  the  central  nervous  system  seems 
to  be  subject  to  virus  diseases  that  are  still  ob- 
scure and  that  do  not  necessarily  cause  a pleo- 
cytosis. The  second  is  the  possibility  that  there 
was  a hemorrhage  in  the  nuclei  of  both  nerves. 
Quincke,5  who  first  performed  spinal  punctures, 
reported  such  autopsy  findings  in  the  region  of  the 
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nuclei  of  the  third  and  sixth  nerves  following 
spinal  tap  in  1 case.  Since  Boehne6  has  shown 
that  the  nuclei  of  the  sixth  nerves  are  supplied  by 
two  small  arteries,  known  as  the  arteriae  media- 
nae,  which  arise  from  the  basilar  artery,  a vascu- 
lar lesion  might  account  for  the  palsies  in  this 
case.  But  in  the  absence  of  any  damage  to 
closely  adjacent  structures  such  as  the  para- 
abducens  or  facial  nuclei  and  facial  nerve  fibers, 
this  seems  most  improbable.  Therefore,  the 
best  explanation  is  a bilateral  nerve  trunk  injury 
due  to  changes  following  lumbar  puncture. 

Summary 

1.  A seropositive  syphilitic  patient  in  the  late 
stages  of  the  disease,  with  an  inactive  spinal  fluid 


except  for  a mildly  positive  Wassermann  reac- 
tion, develops  a bilateral  abducens  palsy  on  the 
seventh  day  following  a diagnostic  spinal  tap 
with  spontaneous  recovery. 

2.  Various  possible  explanations  for  such  an 
accident  are  discussed. 
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DEATH  FOLLOWING  THE  USE  OF  SODIUM  IODIDE  AND  DIODRAST 

T.  H.  Shanahan,  M.D.,  Jamestown,  New  York 


ON  DECEMBER  21,  1939,  C.  R.,  a white 
man,  aged  49,  was  admitted  to  the  hospital 
with  complaint  of  urgency  and  frequency  of 
urination  for  six  weeks.  He  was  passing  pus 
and  blood  in  the  urine,  voiding  every  half  hour. 

The  patient  was  nervous  and  uncooperative. 
Under  gas  anesthesia,  a cystoscope  was  passed, 
but  because  of  the  markedly  inflammed  bladder 
the  ureters  could  not  be  identified.  The  patient 
had  a large  diverticulum  on  the  left  side  in  the 
region  of  the  left  ureter.  After  washing  out  the 
bladder  several  times  and  freeing  it  of  consider- 
able pus,  we  discontinued  the  operation. 

The  next  morning  a catheter  was  inserted,  and 
the  bladder  was  filled  with  12  per  cent  sodium 
iodide.  Cystograms  were  taken  which  showed 
a large  diverticulum  almost  the  size  of  a grape- 
fruit on  the  left  side. 

The  bladder  was  then  irrigated  with  distilled 
water.  During  the  injection  the  patient  com- 
plained of  considerable  pain  in  the  bladder 
region.  Thirty  cubic  centimeters  of  diodrast 
was  injected  intravenously,  taking  five  minutes  to 
inject. 

The  patient  did  not  show  any  immediate 
reaction  but  still  complained  of  pain  in  bladder 
region.  Pyelograms  showed  a large  left  ureter 
about  1 inch  in  diameter  and  a hydronephrotic 
kidney  on  the  left  side. 

One  hour  after  being  put  to  bed  the  patient 
became  cold  and  clammy  and  still  complained 
of  pain  in  bladder  region.  Heat  was  applied, 
and  morphine  (V 4 grain)  was  given  with  slight 
relief.  The  patient  vomited  several  times.  By 
4:00  p.m.  the  patient  appeared  to  be  in  moderate 
shock  and  complained  of  excruciating  pain  in  the 
bladder  region  with  tenderness  over  the  bladder. 
Fearing  that  he  might  have  a,  ruptured  diver- 
ticulum, I opened  the  lower  abdomen  over  the 
bladder  under  local  anesthetic  and  found  the 
bladder  and  diverticulum  intact  with  no  leakage 
of  diverticulum. 

The  patient  continued  in  shock  and  died 
twenty-four  hours  after  the  dye  had  been  given. 


A complete  autopsy  was  not  obtained,  though 
we  were  given  permission  to  explore  the  pelvis. 
The  bladder  and  diverticulum  were  removed 
intact.  The  mucous  membrane  of  the  bladder 
was  much  inflamed.  The  lining  of  the  diver- 
ticulum was  darkly  colored,  almost  as  though  it 
had  been  painted  with  tincture  of  iodine. 

There  have  been  several  deaths  reported 
from  time  to  time  following  the  use  of  diodrast 
intravenously.  In  most  of  these  cases  symptoms 
of  shock  began  immediately.  The  Mayo  Clinic 
reports  25,000  intravenous  diodrast  injections 
without  a death.  Dr.  E.  J.  Foley,  of  Winthrop 
Chemical  Company,  the  manufacturer  of  dio- 
drast, reports  that  this  drug  has  been  used  three 
to  five  million  times. 

The  diodrast  used  in  this  case  was  the  30  per 
cent  solution,  though  Robb  and  Steinberg  have 
used  a 70  per  cent  solution  in  456  cases — for 
taking  pictures  to  show  the  chambers  of  the 
heart — without  a single  fatality. 

It  is  difficult  to  say  whether  the  sodium  iodide 
injected  into  the  bladder  caused  or  contributed 
to  this  man’s  death  or  whether  the  diodrast  in- 
jected directly  into  the  circulation  caused  his 
death.  The  blood  supply  to  a diverticulum  is 
poor,  so  absorption  from  here  should  be  slow. 
The  bladder  was  immediately  washed  out; 
therefore,  he  did  not  absorb  much  from  that 
source. 

I believe  that  this  man  was  allergic  to  iodides, 
although  he  did  not  give  any  definite  history  of 
such. 

I believe  patients  should  be  questioned  as  to 
allergy  before  being  given  iodides  in  large 
amounts. 
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SOFT  TISSUE  CALCIFICATION  IN  ACRODERMATITIS  CHRONICA 

ATROPHICANS 

Robert  Lewis  Nitkin,  M.D.,  Jamaica,  New  York 


npHE  presence  of  calcification  in  the  soft 
tissues  in  acrodermatitis  chronica  atrophicans 
has  not  as  yet  been  reported.  In  reviewing  the 
literature  no  reference  to  this  has  been  made. 

The  following  case  has  been  studied  and  pre- 
sented before  several  dermatologic  groups, 
including  the  Brooklyn  Dermatological  Society, 
and  the  diagnosis  of  acrodermatitis  chronica 
atrophicans  was  confirmed. 

The  most  interesting  and  striking  aspect  of 
the  case  is  the  roentgenologic  findings  of  the 
upper  and  lower  extremities. 

Fig.  1 shows  both  lower  extremities  with  dif- 
fuse and  extensive,  soft,  tissue  calcification.  The 
deposits  are  irregularly  shaped  but  have  a 
tendency  to  be  laid  in  linear  fashion.  Some 
nodules  can  be  demonstrated.  This  calcifica- 
tion is  situated  in  the  skin  and  subcutaneous 
tissues  rather  than  in  the  deeper  structures  such 
as  the  muscles.  It  extends  from  the  lower  third 
of  the  thighs  to  the  ankles  but  is  most  marked 
from  the  knees  down.  The  osseous  structures 
are  of  normal  character  for  the  patient’s  age 
(70). 

Fig.  2 reveals  several,  small,  calcified  nodules 
in  the  subcutaneous  tissue  on  the  posteromesial 
aspect  of  the  right  elbow.  The  largest  nodule  is 
about  2 mm.  in  diameter. 

Radiographic  examinations  of  other  regions 
show  similar  deposits  over  the  lateral  borders 
of  the  greater  trochanters.  The  skull  and  sella 
turcica  are  essentially  negative.  The  hands 
disclose  hypertrophic  osteoarthritis.  A tele- 
roentgenogram reveals  exaggerated  hilar  mark- 
ings and  a tortuous  aorta  with  calcified 
areas  in  the  upper  portions  of  the  descending 
aorta. 

Case  Report 

F.  B.,  a white  woman,  aged  70,  housewife, 
Russian  born,  was  admitted  to  the  hospital  on 
April  2,  1936,  with  a history  of  a complete  right 
aralysis  of  the  body  for  two  years.  Familial 
istory  was  essentially  negative. 

Her  dermatologic  status  dated  back  to  the 
time  of  the  birth  of  her  second  child  forty  years 
before.  At  that  time  she  noticed  that  the  skin 
of  her  lower  extremities  was  rather  dry.  This 
was  followed  by  redness  of  the  skin  and  edema. 
This  process  slowly  spread  up  the  legs  from  the 
ankles  to  the  hips.  The  swelling  then  gradually 
disappeared  and  left  erythematous  patches. 
Several  years  later  the  patient  noticed  diffuse, 
small,  painless,  hard  nodules  throughout  the 
lower  extremities,  which  slowly  became  larger 
but  had,  however,  remained  stationary  in  size 
for  the  past  ten  years. 

The  patient’s  main  complaints  were  referable 
to  the  cardiac  and  circulatory  systems,  and  it 

From  the  Department  of  Radiology,  Jewish  Sanatarium 
and  Hospital  for  Chronic  Diseases,  Brooklyn. 


was  for  these  reasons  that  she  was  admitted  to 
the  institution. 

Physical  examination  at  time  of  admission 
revealed  a complete,  right  hemiplegia.  Lung 
fields  were  negative.  The  heart  was  enlarged 
to  the  left  and  the  sounds  were  irregular  but  of 
fair  quality.  The  aortic  second  sound  was  ac- 
centuated and  a pulse  deficit  was  illicited.  Her 
blood  pressure  was  142/90.  The  liver  was  en- 
larged to  two  fingers  below  the  coastal  margin  and 
was  not  tender. 

The  lower  extremities  from  the  hips  down 
showed  erythematous  patches  with  associated 
cigarette,  paperlike  atrophy,  edema,  and  tel- 
angiectasis. The  anterior  surfaces  had  infiltra- 
tive areas,  sclerodermal-like  in  nature,  which 
were  surrounded  by  erythema  and  atrophy. 
The  infiltrated  patches  were  white,  adherent 
to  the  skin  and  moved  with  it.  Numerous, 
hard,  shotlike  nodules,  movable  in  the  sub- 
cutaneous tissue,  were  palpable  from  the  ankles 
to  the  hips,  but  mostly  in  the  upper  two-thirds 
of  the  legs. 

The  right  elbow  on  the  ulnar  surface  possessed 
similar  nodules,  somewhat  deep  in  the  skin  but, 
nevertheless,  in  the  subcutaneous  tissues.  The}', 
too,  were  hard  and  sharply  demarcated. 

During  the  patient’s  stay  in  the  hospital 
over  a period  of  four  years,  no  definite  clinical 
or  roentgenologic  changes  were  observed  in  her 
dermatologic  condition.  She  did,  however, 
experience  several  cardiac  attacks  and  renal 
infections.  In  January,  1940,  she  made  exitus 
on  a vascular  basis. 

Laboratory  examinations  were  essentially 
negative. 

A necropsy  of  skin  of  the  lower  extremity  dis- 
closed the  following:  microscopic  examina- 

tion— the  epidermis  was  atrophic  and  con- 
sisted of  two  to  four  layers  of  cells.  No  distinct 


Fig.  1.  Soft  tissue  calcification  in  acrodermatitis 
chronica  atrophicans. 
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Fig.  2.  Soft  tissue  calcification  in  acrodermatitis  chronica  atrophicans. 


basal  row  was  present.  There  was  a moder- 
ately wide  layer  of  surface  keratin.  The  col- 
lagenous bundles  of  the  corium  had  undergone 
degeneration  to  a marked  degree  and  took  the 
bluish  stain.  There  was  a minimal,  lymphocytic 
infiltration  with  dilated  but  empty  capillaries. 
There  was  edema  of  the  entire  corium  and  the 
subcutaneous  fatty  tissue  was  unchanged.  No 
hair  follicles  were  observed,  but  definable  coil 
glands  were  present.  Deep  in  the  subcutaneous 
tissue  were  discrete,  large  masses  of  fibrous  tissue, 
which  in  the  central  portion  were  being  replaced 


by  calcific  infiltrate.  The  larger  arteries  showed 
a nodular,  subcutaneous  thickening. 

Summary 

A report  is  made  of  the  first  case  on  record  of 
acrodermatitis  chronica  atrophicans  associated 
with  soft  tissue  calcification,  demonstrated  in 
both  the  lower  and  upper  extremities  by  roent- 
genologic studies  and  verified  by  necropsy  and 
pathologic  examinations. 

90-10— 149th  Street 


INFECTIOUS  MONONUCLEOSIS 
An  Unusual  Case 

Arthur  J.  Philip,  M.D.,  Rockville  Centre,  New  York 


of  the  all-too  common  problems  that 
the  general  practitioner  meets  in  his  every- 
day private  practice,  where  extensive  laboratory 
work  is  often  a financial  burden,  is  the  unex- 
plained fevers.  One  often  sees  these  cases 
that  one  would  like  to  hospitalize  in  order  to 
remove  them  from  the  classification  of  “pyrexia 
of  unknown  etiology,”  or  “ephemeral  fever” 
but  the  financial  burden  is  often  too  big  for  the 
family  to  bear. 

This  case  is  reported  as  an  example  of  pathol- 
ogy in  which  a fairly  common  disease  assumed  so 
unusual  a picture  that  it  could  not  be  diagnosed 
without  some  laboratory  work,  yet  in  which,  at  a 
minimal  expense,  the  complete  picture  was  re- 
vealed and  the  case  report  closed  with  a definite 
diagnosis. 

Case  Report 

H.  D.,  a white  male  youth,  aged  21,  was  first 
seen  on  September  19,  1940,  presenting  as  a 
chief  complaint  mild  pain  in  the  lower  abdomen 
and  a moderate  fever  (101  to  102  F.)  of  five  days’ 
duration. 

His  past  history  was  not  remarkable.  The 
usual  childhood  diseases  had  been  encountered 
before  the  age  of  5.  He  had  had  no  medical 
treatment  from  this  time  until  the  present  ill- 


ness, except  about  five  years  ago  when  he  had  a 
contusion  of  the  back. 

The  family  history  is  irrelevant.  There  is  no 
evidence  of  any  familial  diseases. 

The  present  illness  started  five  days  before 
with  a chilly  sensation,  nausea,  malaise,  and  a 
temperature  of  101  F.  by  mouth.  The  abdomi- 
nal pain  that  centered  around  the  umbilicus,  was 
mild  and  constant  and  bore  no  relationship  to 
food.  The  symptoms  persisted  for  four  days 
more,  with  mild  fluctuation  of  temperature  up  to 
102  F.  accompanied  by  anorexia. 

Physical  examination  revealed  a moderately 
obese,  young  man,  lying  in  bed  apparently 
acutely  ill.  His  temperature  was  101.4  F. 
by  mouth;  pulse,  86;  and  respirations,  22. 
The  scalp  and  hair  were  normal;  the  ears  were 
clear.  The  pupils  reacted  to  light  and  ac- 
commodation. There  was  no  discoloration  of 
the  conjunctiva.  The  mouth  and  throat  were 
negative.  There  was  no  nuchal  rigidity.  Nei- 
ther the  thyroid  nor  any  other  glands  of  the 
neck  were  palpable.  The  heart  sounds  were  of 
good  quality  and  free  of  murmurs.  The  blood 
pressure  was  118/71  in  both  arms.  The  lungs 
were  clear  throughout.  The  extremities  re- 
vealed no  abnormalities;  no  axillary  or  inguinal 
glands  were  felt. 

The  abdomen  was  somewhat  difficult  to  ex- 
amine because  of  the  obesity  of  the  patient. 
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The  liver  and  spleen  were  not  enlarged;  no 
masses  were  felt.  The  gallbladder  was  not 
tender.  At  McBumey’s  point  there  was  a slight 
degree  of  tenderness  on  deep  pressure,  but  no 
muscle  spasm  was  demonstrable.  Rectal  ex- 
amination was  negative. 

Laboratory  Examination. — The  urine  was  free 
of  sugar,  albumin,  acetone,  pus,  or  casts.  The 
red  blood  cell  count  was  normal.  The  white 
blood  cell  count  cast  the  first  rav  of  light  on  this 
otherwise  negative  picture.  The  total  white 
cells  numbered  6,700  with  36  per  cent  neutro- 
phils, all  of  which  were  segmented.  There  were 
58  per  cent  lymphocytes  of  which  16  per  cent 
were  large  and  42  per  cent  small.  There  were 
5 per  cent  monocytes  and  1 per  cent  eosinophils. 
This  picture  was  that  of  lymphocytosis,  the 
cause  of  which  was  still  in  doubt.  An  aleukemic 
leukemia  of  the  lymphocytic  type  had  to  be  con- 
sidered. Two  days  later  the  white  count  had 
increased  to  10,500  with  a further  depression 
in  the  neutrophils  to  20  per  cent;  of  which  19 
per  cent  were  segmented  and  1 per  cent  was  of 
the  band  type.  The  lymphocytes  had  risen  to 
77  per  cent,  63  per  cent  of  which  were  small  and 
14  per  cent  large.  No  lymphoblasts  were  noted. 
Monocytes  were  2 per  cent  and  eosinophils  1 
per  cent.  In  spite  of  the  fact  that  this  was 
clinically  not  a case  of  infectious  mononucleosis, 
a Paul  and  Bunnell  test  for  heterophil  anti- 
bodies was  done  and  was  strongly  positive  (4 
plus)  in  a 1:256  dilution.  The  diagnosis,  of 
course,  was  now  obvious.  As  far  as  the  litera- 
ture will  reveal  there  is  no  condition  other  than 


infectious  mononucleosis  that  will  produce  a 
strong  heterophil  antibody  test. 

The  temperature  fell  by  lysis.  The  abdominal 
pain  gradually  decreased  and  one  week  later  the 
patient  had  completely  recovered.  However, 
at  that  time  the  white  blood  cells  showed  a count 
of  9,800  with  still  only  28  per  cent  neutrophils, 
all  of  which  were  segmented,  and  60  per  cent 
lymphocytes,  of  which  42  per  cent  were  small, 
17  per  cent  large,  and  1 per  cent  lymphoblastic. 
The  monocytes  had  increased  to  9 per  cent.  Be- 
cause of  this  blood  picture  the  patient  was  re- 
examined. No  liver,  spleen,  or  lymph  glands 
could  be  felt,  though  every  possible  site  was 
examined. 

Comment 

This  is  undoubtedly  a case  of  infectious  mono- 
nucleosis but  of  such  a negative  picture  that 
undoubtedly  no  accurate  diagnosis  could  have 
been  made  without  a white  blood  cell  count  and 
a heterophil  antibody  determination.  All  unex- 
plained fevers,  especially  where  there  is  a lympho- 
cytosis, should  have  a heterophil  determination 
done  immediately  whether  or  not  the  classic 
symptoms  of  lymphadenopathy  and  hepatic 
and  splenic  enlargement  are  present.  Probably 
if  this  is  done,  the  incidence  of  infectious  mono- 
nucleosis would  show  an  increase  and  unexplained 
fevers  a decrease,  since  the  patient  runs  a short 
febrile  course  and  recovers  promptly  before 
much  laboratory  work  can  be  done. 


ADRENAL  CORTEX  CARCINOMA 
Prevention  of  Postoperative  Adrenal  Insufficiency 
Monroe  E.  Greenberger,  M.D.,  and  Julius  H.  Winer,  M.D.,  New  York  City 


A STORMY  and  frequently  fatal  postopera- 
^ ^ tive  course  has  occurred  in  a majority  of 
the  reported  cases  of  adrenal  cortex  tumors. 
An  unusually  calm  convalescence  warrants 
presentation  of  the  following  case  and  emphasizes 
the  value  of  adequate  therapy  to  prevent  de- 
velopment of  adrenal  insufficiency. 

Case  Report 

Miss  B.  K.,  a white,  single  woman  aged  25, 
was  admitted  to  the  Jewish  Memorial  Hospital 
on  the  urologic  service  of  Dr.  A.  J.  Greenberger, 
December  21,  1938,  with  evidence  of  hirsutism, 
amenorrhea,  and  voice  changes.  There  were 
no  remarkable  features  in  her  family  history  or 
past  history  except  for  irregularity  of  men- 
struation at  three  to  five-month  intervals  since 
the  age  of  15. 

There  had  been  no  menses  during  the  previous 
eighteen  months.  During  the  preceding  year  the 
patient  had  noted  visual  difficulties,  seeing 
spots  in  front  of  her  eyes.  Her  voice  became 
deeper  and  hoarser.  An  acneform  rash  spread 
rapidly  over  the  face,  shoulders,  and  back  and 
was  resistant  to  the  usual  hygienic  measures. 
Shortly  thereafter,  a profuse  downy  hair  growth 
appeared  on  the  face,  becoming  coarser  and 


blacker.  This  was  followed  by  general  growth 
of  body  hair,  and  the  hair  of  the  scalp  became 
coarse  and  less  curly.  For  the  last  six  months, 
there  had  been  intermittent  dull  right  loin  and 
lumbar  area  pain,  and  the  patient  had  noted 
marked  fatigue  during  the  latter  three  months. 
She  developed  a troublesome  headache  and  the 
lumbar  pain  became  continuous  and  more 
severe  during  the  week  before  admission. 

On  examination  she  appeared  to  be  well  de- 
veloped and  her  voice  was  deep  and  hoarse.  Her 
weight  was  103  pounds  (usual  weight  110  to  125 
pounds).  She  was  148  cm.  in  height  with  a feet- 
to-pubis  measurement  of  71.75  cm.  and  a span 
of  144.5  cm.  There  was  marked  coarse  hirsutism 
of  the  cheeks,  chin,  lips,  arms,  and  legs,  with  less 
profuse  growth  on  the  sternum  and  about  the 
nipples,  and  the  pubic  escutcheon  was  typically 
a male  one.  The  blood  pressure  was  122/88. 
The  abdomen  and  the  lumbar  region  showed  no 
evidence  of  mass,  tenderness,  or  muscle  spasm. 
The  labia  minora  and  clitoris  were  distinctly 
hypertrophic.  The  hymen  was  intact  and  the 
rectal  examination  was  negative. 

Roentgen  study  of  the  thorax  and  skull  were 
negative.  The  abdominal  film  showed  the  right 
kidney  lower  than  normal,  and  excretory  urogra- 
phy revealed  a slight  depression  and  compres- 
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Fig.  2. 


sion  of  the  right  upper  major  calix  with  slight 
kinking  of  the  right  ureter  (Fig.  1). 

Films  made  after  right  perirenal  insufflation 
(350  cc.  of  air)  revealed  a large  lobulated  right 
upper  quadrant  mass  above  the  right  kidney 
(Fig.  2). 

Blood  studies  showed  a normal  white  cell 
count  and  differential,  with  5,310,000  red  blood 
cells  and  a hemoglobin  of  17.2  Gm.  The  bleeding 
and  clotting  times  were  normal.  The  Wasser- 
mann  test  was  negative.  Blood  urea  nitrogen 
was  13.3  mg.  per  hundred  cubic  centimeters; 
sodium  chloride,  510  mg.;  and  sugar,  85  mg. 


The  glucose  tolerance  test,  the  vaginal  smears, 
and  the  routine  urinalyses  were  negative.  The 
basal  metabolic  rate  was  +12  per  cent. 

Twenty-four-hour  urine  specimens  contained 
less  than  100  capon  units  of  androgens  per  liter 
and  would  probably  have  shown  less  than  50 
units  per  liter  with  further  titrations.  There 
was  no  excess  anterior  pituitary-like  substance 
(less  than  100  mouse  units).  The  Aschheim- 
Zondek  test  was  negative.  The  urine  contained 
less  than  100  mouse  units  of  estrogenic  sub- 
stance per  liter;  the  blood  contained  less  than 
200  mouse  units  of  either  anterior  pituitary-like 
or  estrogenic  substances  per  liter.  Bitterling 
tests  showed  at  least  1,000  fish  units  of  “ovi- 
positor-lengthening substance”  per  liter,  demon- 
strating “immense  physiologic  activity”  of  this 
urine.  (The  normal  male  output  is  15  to  90 
fish  units  per  liter.)  The  synthetic  androgenic 
and  adrenal  cortical  preparations  are  among 
the  more  familiar  ovipositor-lengthening  sub- 
stances. 

A diagnosis  of  adrenal  cortical  neoplasm 
was  made.  For  four  days  preoperatively,  the 
patient  was  given  1 L.  of  physiologic  saline  solu- 
tion daily  and  3 cc.  of  adrenal  cortex  extract 
(eschatin)  twice  daily.  Under  avertin  and 
cyclopropane  anesthesia,  a right  oblique  lumbar 
(usual  kidney  approach)  incision  was  made  with 
subperiosteal  resection  of  the  twelfth  rib.  A 
well-encapsulated  mass,  the  size  of  a large 
orange,  was  exposed  at  the  upper  pole  of  the 
right  kidney.  Its  pedicle  was  prominent,  and 
the  adrenal  vein  was  found  leading  directly  into 
the  adjacent  inferior  vena  cava.  There  was  no 
evidence  of  vein  involvement.  The  pedicle 
was  clamped  and  cut  and  the  stump  was  ligated. 
The  tumor  was  removed  in  toto,  without  any 
evidence  of  infiltration  of  adjacent  tissues. 
The  patient  received  continuous  infusion  of 
saline  and  glucose  during  and  after  the  operation. 

Postoperatively,  the  adrenal  cortical  extract 
was  continued  in  large  doses  (5  cc.  twice  daily) 
for  six  days  and  then  tapered  off.  She  was  given 
large  amounts  of  saline  and  glucose  by  infusion 
and  hypodermoclysis  for  three  days  postopera- 
tively, followed  by  sodium  chloride  by  mouth. 
After  the  third  postoperative  day  she  was  kept 
on  a low  potassium  diet.  There  was  no  im- 
mediate or  delayed  shock.  The  wound  healed 
per  priman  intentionem , and  convalescence  was 
uneventful  and  complete  in  two  weeks. 

Pathologic  Report  (Dr.  Angrist ) — Macroscopic. 
-The  mass  measured  10y2  by  4 by  5 cm.  and 
was  reniform  and  of  a reddish  color.  Its  surface 
was  glistening  and  its  consistency  was  soft  ex- 
cept for  a firm  area  at  one  pole.  The  cut  sur- 
face showed  a dominant  red-gray  soft  substance 
with  some  translucent  yellow  areas  and  patchy, 
cheesy  appearing  areas.  The  firm  area  at  one 
[>ole  was  oval  shaped  and  measured  5 by  2 cm. 
It  was  a gray-yellow  color  with  a granular  ap- 
pearance and  many  septums. 

Histologic  Study. — The  tumor  tissue  consists  of 
compactly  arranged  large  cords  and  alveolar 
masses  of  closely  packed  epithelial  tissue.  The 
cells  are  quite  polyhedral  with  distinct  cell 
borders.  The  nuclei  vary  considerably  in 
size  and  shape,  and  an  occasional  regular  mitotic 
figure  is  found.  In  some  areas  the  cord-like 
arrangement  bears  a distinct  resemblance  to  the 
reticularis  zone. 
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The  cytoplasm  is  granular  and  pale  staining. 
Some  of  the  intervening  tissue  shows  deeply 
staining  eosinophilic  cytoplasm.  In  the  deeply 
staining  cells,  which  suggest  older  altered  cell 
groups,  intense  eosinophilic  staining  cytoplasm 
with  some  deeply  eosinophilic  granular  material 
is  noted.  An  occasional  group  of  cells,  with 
more  pale  staining  and  less  compact  cytoplasm, 
shows  similar  eosinophilic  granules.  A section 
of  tumor  shows  the  region  of  the  capsule  with 
invasion  by  tumor.  Similar  invasion  of  vascular 
channels  is  noted.  Definite  fuchsinophil  char- 
acteristics are  present.  The  diagnosis  was 
encapsulated  adrenal  cortical  carcinoma. 

After  the  first  postoperative  month  there  was  a 
recurrence  of  menstruation,  with  regularity  for 
the  first  time  in  the  patient’s  history.  Her 
voice  gradually  became  feminine  in  character. 
The  hirsutism  and  the  acne  receded,  and  she  be- 
came more  active  physically  and  mentally. 

Immediately  after  operation  the  urine  showed 
a low  androgen  output  of  approximately  2 to  3 
mg.,  figure  as  androsterone.  Nine  months  post- 
operatively  the  urinary  androgen  output  was 
high  (30  mg.),  figured  as  androsterone  (Dr. 
Marine).  She  began  to  show  signs  of  recur- 
rence of  the  tumor,  such  as  amenorrhea,  acne, 
and  hirsutism  over  the  face,  back,  chest,  abdo- 
men, and  extremities.  Subsequently,  a non- 
tender right  midabdominal  mass  became  palpa- 
ble. The  blood  pressure  became  elevated  to 
184/128.  The  voice  has  become  deeper.  High- 
voltage  roentgen  therapy  is  now  being  given 
without  evidence  of  response,  but  the  patient 
is  unwilling  to  be  hospitalized  for  further  in- 
vestigation at  present.  Her  poor  prognosis  is 
evident. 

Roentgen  studies  of  the  chest  and  skeleton 
show  no  distant  metastases  (May,  1940). 

That  the  calm  postoperative  course  might 
have  been  due  to  metastases  is  contraindicated 
by  the  evidence  of  the  low  androgen  output  dur- 
ing the  month  after  operation. 

Comment 

Weinberg1,2  found  definite  atrophy  of  the 
contralateral  adrenal  gland  in  3 of  his  own  cases 
and  in  a majority  of  thirty-four  published  re- 
ports where  autopsy  had  been  performed.  This 
corroborates  the  premise  of  a postoperative 
adrenal  insufficiency  advanced  by  Walters  and 
Kepler,4  Cahill  and  Loeb,6  and  Goldzieher.7 
Ingle  and  Kendall8  produced  experimental  “dis- 
use” atrophy  of  the  adrenal  cortex  in  rats  by 
giving  large  quantities  of  the  adrenal  cortical 
hormone,  giving  support  to  the  hypothesis  that 
the  atrophy  of  the  contralateral  adrenal,  in  in- 
stances of  adrenal  tumor,  is  a “disuse”  phe- 
nomenon resulting  from  excess  hormone  secretion 
by  the  opposite  neoplastic  gland. 

The  high  percentage  of  recurrences  noted  in  the 
literature  suggests  the  advisability  of  avoiding 
any  delay  in  diagnosis  and  therapy  in  this  dis- 
ease. As  shown  by  Oppenheimer  and  Silver,10 
the  so-called  “Cushing  syndrome”  may  be  a 


true  symptom-complex  of  adrenal  cortical  car- 
cinoma. Diagnosis  in  these  cases  should  be 
simultaneously  directed  toward  the  adrenals, 
since  early  localization  and  removal  of  an  adrenal 
lesion  will  diminish  the  possibility  of  metastasis 
and  will  lessen  the  amount  of  atrophy  of  the 
contralateral  adrenal.  For  similar  reasons, 
operation  for  such  a lesion  should  not  be  post- 
poned in  order  to  carry  out  numerous  investiga- 
tive and  laboratory  procedures. 

Walters  and  Kepler4  and  Marine3  stress  the 
importance  of  preoperative  and  postoperative  ad- 
ministration of  adrenal  cortex  extract  in  large 
enough  amounts,  together  with  treatment  to 
control  the  body  electrolyte  balance  incidental  to 
adrenal  insufficiency.  Weinberg  suggests  that 
implantation  of  pellets  of  the  preparations  for 
adrenal  cortical  replacement  therapy  may  be 
possible. 

This  case  shows  that  urinary  androgen  estima- 
tion is  not  of  value  in  determining  residual 
tumor  or  early  metastasis,  but  it  is  valuable  in 
diagnosis  of  subsequent  development  of  a metas- 
tasis. The  extreme  malignancy  of  many  of 
these  tumors  requires  removal  of  the  surround- 
ing adipose  tissue  and  blood  vessels  to  elimi- 
nate, as  much  as  possible,  any  extension  or  tumor 
metastases. 


Summary 

1.  A case  of  adrenal  cortical  carcinoma  is 
presented. 

2.  Acute  adrenal  insufficiency,  following 
removal  of  the  involved  adrenal  gland,  may  be 
prevented  by  administration  of  adequate  adrenal 
cortex  extract  and  electrolyte  therapy. 

3.  Early  and  thorough  operation  is  advis- 
able to  prevent  progression  of  atrophic  changes 
in  the  contralateral  adrenal  cortex. 

We  are  indebted  to  Dr.  David  Marine,  Dr. 
Abner  Weisman,  Mr.  C.  W.  Coates,  Dr.  Howard 
Wesson,  and  the  late  Dr.  David  Perla  for  their 
hormone  studies  and  assistance  in  the  manage- 
ment of  this  patient. 
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Diagnosis 


CLINICOPATHOLOGICAL  CONFERENCES 

Fourth  Medical  Division  of  Bellevue  Hospital 


History 

This  was  the  first  admission  of  a 38-year- 
old  white  waiter  for  occipital  headache  and 
malaise  of  ten  days’  duration.  The  past  his- 
tory was  significant  in  that  there  had  been 
a penile  sore  twenty  years  ago  and  a series  of 
intramuscular  and  intravenous  injections  over 
a period  of  nine  months  during  the  past  year. 
The  present  illness  was  preceded  by  a scratch 
from  a pet  cat  about  three  weeks  prior  to  ad- 
mission to  the  hospital.  About  twelve  days 
before  admission  the  patient  noticed  that  a 
nail  in  his  shoe  had  caused  a deep  ulcer  under 
the  heel  of  his  right  foot.  At  Gouverneur 
Hospital  an  antiseptic  and  bandage  were  ap- 
plied, and  he  was  given  10  white  pills  of  which 
he  was  to  take  1 each  day.  On  the  following 
day  he  noticed  the  onset  of  a severe  occipital 
headache  that  prevented  his  sleeping.  His 
family  doctor  was  summoned,  and  he  pre- 
scribed for  him  6 capsules  containing  pyrami- 
don  of  which  the  patient  took  4 during  the 
next  two  days.  He  also  took  one-half  of  a 
small  bottle  of  bromoseltzer.  Five  days  be- 
fore admission  he  noticed  that  his  lips  had 
become  intensely  cyanotic  and  his  voice  had 
become  hoarse,  but  there  was  no  dysphagia. 
The  headache  and  cyanosis  persisted  until 
admission.  The  day  before  admission  he  was 
seen  by  an  ambulance  doctor  who  started  to 
digitalize  him,  and  he  had  received  three  cat 
units  of  digitalis  prior  to  admission. 

On  admission  the  patient  was  a well-de- 
veloped, well-nourished  man  with  intense 
bluish  green  cyanosis  of  the  lips,  nail  beds, 
and  skin,  most  marked  on  the  face.  There 
was  no  evidence  of  respiratory  distress.  The 
patient  seemed  slightly  confused  and  dis- 
oriented. His  temperature  was  99.2  F.;  pulse, 
120;  respirations,  16;  and  blood  pressure, 
115/75.  The  head  was  negative.  The  pupils 
were  normal  and  slightly  irregular  and  re- 
acted sluggishly  to  light.  The  fundi  were 
negative.  There  was  a catarrhal  discharge 
from  the  nose.  The  ears  were  negative. 
Examination  of  the  mouth  revealed  carious 
teeth;  the  tongue  was  clean  and  moist.  The 
pharynx  was  moderately  congested  and  there 
was  a purulent  postnasal  drip.  There  was  no 
nuchal  rigidity  or  any  palpable  cervical  nodes. 


The  heart  was  not  enlarged  to  percussion; 
the  point  of  maximum  intensity  was  in  the 
fifth  intercostal  space  in  the  midclavicular  line. 
There  was  regular  sinus  rhythm.  The  sounds 
were  of  good  quality.  A2  and  P2  were  equal 
and  there  were  no  murmurs.  The  lungs  ex- 
panded equally;  there  were  bilateral  basal 
rales.  There  was  some  dullness  at  the  right 
base  posteriorly  with  diminished  breath 
sounds.  The  abdomen,  genitalia,  and  ex- 
tremities were  negative.  The  neurologic 
examination  revealed  absent  deep  reflexes  in 
both  legs  and  diminished  deep  reflexes  in  both 
arms.  There  was  no  Kernig  or  Brudzinski 
and  no  Babinski.  The  knee-to-heel  and 
finger-to-nose  tests  were  poorly  executed. 
There  was  marked  hyposensitivity  to  pain 
over  the  entire  body  with  loss  of  testicular 
tenderness. 

The  patient’s  confusion  rapidly  changed  to 
stupor  and  then  to  coma  from  which  he  was 
never  aroused  during  his  five  days  in  the 
hospital.  The  cyanosis  persisted  and  the 
respirations  became  more  rapid  and  on  the 
third  hospital  day  changed  into  Cheyne- 
Stokes  respirations  alternating  with  periods 
of  tachypnea  and  Biot  breathing.  The  tem- 
perature remained  below  101  F.  until  death, 
at  which  time  it  rose  to  102  F.  The  pulse 
was  fast  throughout  the  entire  illness  and 
rose  terminally  to  170.  On  the  third  day 
several  small  hemorrhages  were  observed  in 
the  fundi,  and  the  patient  developed  several 
urticarial  eruptions  ranging  in  size  from  1 to 
5 cm.  with  hemorrhagic  centers  on  his  arms 
and  legs.  A spinal  tap  performed  on  the 
fourth  day  yielded  a crystal-clear  fluid  with 
a normal  cell  count.  A cisternal  puncture 
done  postmortem  yielded  cloudy  fluid  on 
which  no  cell  count  was  done.  The  patient 
was  treated  with  sulfadiazine  and  digitalis. 

The  laboratory  findings  were  as  follows: 
The  urinalysis  on  admission  was  negative 
except  for  1 plus  albumin.  On  the  day  of 
death  there  was  3 plus  albumin  and  0-2 
red  blood  cells  per  high-power  field.  The  red 
blood  count  on  admission  was  5,200,000  with 
100  per  cent  hemoglobin;  the  white  blood 
count,  9,500  with  85  per  cent  polymorpho- 
nuclear cells  and  15  per  cent  lymphocytes. 
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On  the  day  of  death  the  red  blood  count  was 
6,720,000  with  130  per  cent  hemoglobin; 
the  white  blood  count,  15,800  with  79  per 
cent  polymorphonuclears  and  16  per  cent 
lymphocytes.  The  blood  Wassermann  was 
negative.  The  nonprotein  nitrogen  was  50 
and  the  blood  sugar  was  114.  The  carbon 
dioxide-combining  power  was  70  per  cent. 
The  blood  was  negative  for  methemoglobin. 
Agglutination  tests  for  typhoid  and  para- 
typhoid were  negative.  The  Felix-Weil  test 
was  negative.  A spinal  tap  revealed  a crystal- 
clear  fluid;  the  cell  count  showed  a few  red 
cells;  the  Pandy  was  negative;  the  colloidal 
gold  curve  was  0012321100;  initial  pressure 
was  290  mm.;  pressure  on  the  right  jugular 
compression  was  600  mm.  and  on  the  left  jugu- 
lar compression  was  350  mm.  There  was  no 
evidence  of  block.  A roentgenogram  of  the 
chest  revealed  a patchy  pneumonitis  through- 
out both  lungs  but  of  greatest  density  over 
the  middle  third  of  the  right  lung  field.  There 
was  slight  enlargement  of  the  heart  and 
marked  accentuation  of  the  pulmonary  conus. 

Postmortem  culture  of  the  cerebrospinal 
fluid  taken  from  the  meninges  between  the 
cerebral  hemispheres  yielded  Pneumococcus 
type  VI  and  Staphylococcus  aureus.  Culture 
of  a seared  specimen  of  lung  grew  out  Staph, 
aureus,  Streptococcus  viridans,  and  gram- 
positive bacilli.  Samples  of  the  cerebro- 
spinal fluid  drawn  by  cisternal  puncture  post- 
mortem were  sent  to  the  Rockefeller  Institute 
where  cultures  were  entirely  negative.  The 
spinal  fluid  was  injected  into  six  mice.  They 
all  remained  well  until  the  nineteenth  day 
when  one  of  them  was  found  dead.  The 
brain  of  this  mouse  was  found  to  be  bacteri- 
ologically  sterile  and  was  passed  to  six  normal 
mice  which  remained  well.  At  the  end  of 
four  weeks  all  of  the  mice  of  both  passages 
were  tested  for  immunity  to  lymphocytic 
choriomeningitis  and  were  found  to  be  sus- 
ceptible. The  cat  was  apprehended  at  our 
request  by  the  American  Society  for  the  Pre- 
vention of  Cruelty  to  Animals  and  was  ob- 
served for  two  weeks  at  the  Brooklyn  Board 
of  Health.  It  was  reported  to  be  a normal 
healthy  animal  in  all  respects. 

Discussion 

Dr.  Emanuel  Appelbaum:  The  outstand- 
ing clinical  features  in  this  case  were  encepha- 
lopathy, cyanosis,  and  pulmonary  and  cardiac 
signs.  By  far  the  most  important  signs  and 
symptoms  were  those  referable  to  involvement 
of  the  central  nervous  system,  as  shown  by 
headache,  clouding  of  the  sensorium  progress- 


ing to  stupor,  pupillary  changes,  and  absent 
knee  jerks.  The  term  encephalopathy  may 
appropriately  be  used  to  describe  these 
various  manifestations.  Permit  me  to  enum- 
erate the  more  important  medical  conditions 
that  may  cause  some  form  of  encephalopathy. 
These  are:  (1)  inflammations,  which  include 
meningitis,  encephalitis,  brain  abscess,  and 
cerebrospinal  syphilis;  (2)  neoplasms;  (3) 
cerebrovascular  diseases  and  accidents;  (4) 
blood  dyscrasias ; (5)  metabolic  and  deficiency 
diseases;  (6)  intoxications  due  to  drugs  and 
chemicals;  and  (7)  toxic  reactions  in  the 
course  of  some  systemic  infection. 

The  possibilities  that  have  to  be  considered 
in  this  case,  it  seems  to  me,  are  meningitis, 
encephalitis,  cerebrospinal  syphilis,  drug 
poisoning,  and  a reaction  associated  with  a 
general  infection.  While  one  postmortem  cul- 
ture of  spinal  fluid  was  reported  as  showing 
a Pneumococcus  type  VI  and  staphylococcus, 
another  sample  of  fluid  obtained  from  the  cis- 
tern was  entirely  negative.  Furthermore,  the 
spinal  fluid  obtained  during  life  showed  no 
abnormalities  except  for  a weak  syphilitic 
colloidal  gold  curve.  It  should  be  noted  also 
that  there  were  no  clinical  signs  of  meningeal 
irritation.  I am,  therefore,  inclined  to  rule 
out  the  possibility  of  meningitis.  While  the 
drug  intoxication  could  not  be  regarded  as 
the  sole  cause  of  his  cerebral  symptoms, 
which  ushered  in  his  disease,  it  might  have 
been  a contributory  factor.  There  was  no 
clinical  or  laboratory  evidence  to  warrant  a 
diagnosis  of  either  rat-bite  fever,  which  may 
rarely  be  conveyed  by  a cat,  or  of  a general 
sepsis  caused  by  the  nail  injury.  More  likely, 
the  encephalopathy  was  due  either  to  some 
form  of  encephalitis  or  to  cerebrospinal 
syphilis,  vascular  type.  It  should  be  pointed 
out  that  the  spinal  fluid  may  be  normal  in 
encephalitis. 

Another  striking  clinical  manifestation  was 
the  intense  cyanosis.  The  important  causes 
of  cyanosis  are : 

1.  Congenital  heart  disease. 

2.  Cardiac  failure. 

3.  Pulmonary  diseases. 

a.  Emphysema  and  asthma. 

b.  Pneumonia. 

c.  Tumors. 

d.  Fibrosis. 

e.  Pulmonary  embolism  and  throm- 

bosis. 

f.  Diffuse  pulmonary  arteritis 

(Ayerza’s  disease). 

g.  Carcinomatous  lymphangitis. 

4.  Tracheolaryngeal  obstruction. 
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5.  Obstruction  of  the  superior  vena  cava. 

6.  Chest  deformities. 

7.  Respiratory  failure  in  disease  of  the  cen- 

tral nervous  system. 

8.  Alterations  in  the  blood. 

a.  Polycythemia. 

b.  Methemoglobinemia  and  sulf- 

hemoglobinemia  (enterogenous 
cyanosis). 

c.  Drugs. 

As  will  be  discussed  presently,  the  patient 
showed  definite  evidence  of  cardiopulmonary 
pathology.  However,  it  is  my  belief  that  the 
intense  cyanosis,  which  was  sudden  and  recent, 
was  due  not  to  heart  or  lung  disease  but  to 
acetanilid  poisoning.  It  will  be  recalled  that 
the  patient  took  one-half  a bottle  of  bromo- 
seltzer,  which  contains  a considerable  amount 
of  acetanilid.  As  you  undoubtedly  know, 
acetanilid  is  a benzol  derivative,  and  poison- 
ing with  this  drug  is  apt  to  cause  marked 
cyanosis.  Most  instances  of  acetanilid  poison- 
ing are  of  the  chronic  form,  following  the 
use  of  the  drug  over  a long  period  of  time. 
In  addition  to  cyanosis,  these  patients  show 
depression  and,  finally,  cardiac  collapse  and 
coma.  Cardiac  dilatation,  even  with  mur- 
murs, has  been  noted.  A severe  anemia, 
with  many  nucleated  red  blood  cells,  is  not 
uncommon.  The  acute  form  of  poisoning 
may  follow  moderate  doses — as  little  as  10 
grains.  In  such  instances  an  idiosyncrasy  is 
undoubtedly  a factor.  The  collapse  and 
cyanosis  occur  early  in  this  form.  Anemia 
i6  not  a feature  of  the  acute  intoxication. 
The  cyanosis,  which  may  persist  for  weeks 
after  the  drug  is  stopped,  is  due  mainly  to 
the  presence  in  the  blood  of  sulfhemoglobin 
and  paramidophenol  derivatives.  It  should 
also  be  noted  that  the  cyanosis  is  generally 
associated  with  anoxia,  but  the  severity  of 
the  anoxia  does  not  necessarily  parallel  the 
degree  of  cyanosis. 

In  this  connection  I would  like  to  say  a 
few  words  about  enterogenous  cyanosis. 
This  is  a chronic  disease  characterized  by 
marked  intestinal  disorder — either  diarrhea  or 
constipation — clubbing  of  the  fingers,  and  an 
intense  cyanosis  due  to  the  presence  in  the 
blood  of  both  methemoglobin  and  sulfhemo- 
globin, derived  from  products  in  the  alimen- 
tary tract. 

With  regard  to  the  patient’s  pulmonary  con- 
dition, I believe  that  there  was  marked  con- 
gestion and  probably  also  a pneumonitis. 
The  roentgenograms  of  the  lungs  would  seem 
to  support  this  belief.  It  is,  however,  dif- 


ficult to  say  whether  or  not  there  was  also  a 
diffuse  fine  pulmonary  fibrosis. 

There  is  no  doubt  there  was  an  enlargement 
of  the  right  side  of  the  heart.  As  you  will 
note  in  the  roentgenogram,  the  configuration 
is  that  of  a cor  pulmonale,  in  which  the  en- 
largement of  the  right  ventricle  follows  hyper- 
tension of  the  pulmonary  circulation.  For 
clinical  purposes  cor  pulmonale  may  be  classi- 
fied into  primary  and  secondary.  In  the 
former  the  disease  begins  with  enlargement 
of  the  right  ventricle,  while  in  the  latter  the 
right-sided  heart  failure  follows  a preceding 
left  ventricular  failure.  The  primary  form, 
which  is  less  common,  may  be  either  acute, 
subacute,  or  chronic.  The  acute  cor  pul- 
monale results  from  a sudden  obstruction  of 
the  trunk  or  first  branches  of  the  pulmonary 
artery  by  embolism  or  thrombosis.  There 
must  be  a sudden  blocking  of  at  least  60  per 
cent  of  the  pulmonary  circulation.  In  rare 
instances  it  may  be  caused  by  a sudden  per- 
foration of  an  aortic  aneurysm  into  the  pul- 
monary artery. 

The  chronic  cor  pulmonale  is  caused  by 
mitral  stenosis,  chest  deformities,  pleural  or 
pulmonary  fibrosis,  emphysema,  and  other 
chronic  pulmonary  conditions  that  cause  an 
increased  resistance  in  the  pulmonary  circula- 
tion. In  rare  instances  it  is  caused  by  a 
primary  pulmonary  endarteritis,  which  has 
been  ascribed  to  syphilis  by  Ayerza  and 
others.  The  course  of  the  chronic  form  is 
progressive  and  slow  over  a period  of  years. 

In  the  subacute  cor  pulmonale  there  is  a 
relatively  rapid  development  of  right  ven- 
tricular enlargement  and  failure  in  a patient 
with  no  previous  cardiopulmonary  disease. 
The  course  ranges  from  two  to  eight  weeks. 
It  differs  from  the  acute  form  by  the  more 
gradual  onset  and  a slightly  more  prolonged 
course  and  from  the  chronic  form  by  the  ab- 
sence of  antecedent  cardiopulmonary  dis- 
ease and  by  a much  shorter  course.  As  far  as 
I know,  the  only  condition  that  causes  the 
subacute  form  is  carcinomatous  lymphangitis, 
metastasizing  from  a gastric  carcinoma, 
usually  scirrhous. 

It  is  difficult  to  explain  the  cor  pulmonale 
in  our  patient  unless  we  assume  that  he  had 
some  pulmonary  vascular  disease  or  diffuse 
fibrosis.  In  summary,  I believe  that  the 
patient  had  either  encephalitis  or  cerebro- 
spinal syphilis,  pulmonary  congestion  and 
pneumonia  and  possibly  a diffuse  fine  fibrosis, 
and  an  enlargement  of  the  right  side  of  the 
heart  typical  of  cor  pulmonale. 

Dr.  Henry  C.  Fleming:  I seriously  doubt 
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that  this  patient  suffered  from  an  acute 
manifestation  of  acetanilid  poisoning.  I do  not 
believe  that  one-half  of  a small  10-cent  bottle 
of  bromoseltzer  contains  sufficient  acetanilid 
to  cause  such  a reaction. 

In  my  opinion  this  patient  suffered  from 
a long-standing  syphilitic  disease  of  the  cen- 
tral nervous  system  and  the  spinal  cord — 
tabes  dorsalis.  The  etiology  of  this  encepha- 
lopathy is  not  clear  but  it  may  have 
been  a virus. 

Dr.  Edward  H.  Reisner,  Jr.:  It  was 

originally  thought  that  this  case  should  be 
a medical  examiner’s  case  because  of  the  his- 
tory of  acetanilid  ingestion.  However,  the 
medical  examiner  who  reviewed  the  case  had 
never  seen  such  manifestations  from  acetanilid 
poisoning  and  refused  to  autopsy  the  patient 
himself  on  the  grounds  that  there  was  insuf- 
ficient evidence  that  any  drug  had  caused 
death. 

Dr.  Mennasch  Kalkstein:  I would  like 
to  raise  the  question,  in  view  of  the  ulceration 
of  the  foot,  as  to  whether  or  not  tetanus  might 
be  the  cause  of  the  patient’s  symptoms. 

Dr.  Applebaum:  The  patient’s  clinical 

course  was  entirely  different  from  anything 
resembling  tetanus.  I do  not  believe  that 
diagnosis  could  be  considered. 

Dr.  A.  Walter  Freireich:  Did  the 

patient  receive  tetanus  antitoxin?  While  this 
is  not  the  picture  of  tetanus,  I believe  there 
are  a few  cases  on  record  of  allergic  reactions 
and  encephalitis  following  the  injection  of 
tetanus  antitoxin. 

Dr.  Reisner,  Jr.  : As  far  as  we  know  this 
patient  did  not  receive  tetanus  antitoxin. 
The  ulceration  of  the  heel  came  from  a nail 
on  the  inside  of  his  shoe  and  was  a long- 
standing chronic  affair. 

Dr.  Max  Trubek:  I think  that  all  the 
evidence  here  points  to  the  diagnosis  of  an 
acute  encephalitis  due  to  a virus.  There 
probably  was  old  tabes  and  perhaps  syphilis 
was  present  elsewhere.  The  cyanosis  could 
have  been  caused  by  the  bromoseltzer  or  the 
sulfonamide  or  by  congestive  heart  failure. 
The  terminal  polycythemia  was  probably  due 
to  dehydration. 

Pathology 

Dr.  David  M.  Spain:  The  anatomic  in- 
terpretation of  this  case  resolves  itself  into 
three  distinct  considerations.  Anatomically, 
the  symptoms  and  signs  of  this  case  are  fairly 
adequately  explained.  However,  in  certain 
instances,  the  etiology  of  the  pathologic 
changes  is  not  quite  clear. 


At  autopsy,  the  heart  weighed  510  Gm. 
and  revealed  a massive  concentric  hyper- 
trophy of  the  left  ventricular  myocardium 
to  such  an  extent  that  the  interventricular 
septum  bulged  into  the  right  ventricular 
chamber,  thereby  markedly  reducing  it  in 
size  and  impinging  considerably  on  the  pul- 
monary outflow  tract.  There  also  was  a 
moderate  hypertrophy  of  the  right  ventricle. 
These  findings  explain  the  signs  that  were  in- 
terpreted as  caused  by  cor  pulmonale  during 
life.  This  method  of  causing  signs  of  failure 
of  the  right  side  of  the  heart  is  sometimes 
known  as  Bernheim’s  syndrome  and  occasion- 
ally causes  confusion  clinically  in  the  presence 
of  hypertension.  However,  the  cause  of  the 
cardiac  hypertrophy  is  not  clear.  There  were 
no  congenital  anomalies,  no  valvular  damage, 
and  only  a minimal  amount  of  arteriolar 
nephrosclerosis.  The  syphilitic  aortitis  caused 
only  a minimal  amount  of  anatomic  change. 
Whether  or  not  the  patient  at  one  time  had  had 
hypertension  cannot  be  definitely  ascertained 
at  this  time. 

The  neurologic  findings  consisted  of  two 
separate  entities.  The  cord  lesion  was  typical 
of  tabes  dorsalis. 

On  the  other  hand,  the  brain  lesion  ap- 
peared to  be  entirely  unrelated  to  the  syphilis 
and  the  cord  lesion.  On  gross  examination, 
the  brain  showed  a marked  hemorrhagic 
encephalopathy  in  the  white  matter  of  both 
frontal  lobes.  On  microscopic  examination, 
sections  through  the  superior  frontal  gyrus 
stained  for  myelin  sheath  showed  an  acute 
disseminated  leuko-encephalitis.  There  were 
many  areas  of  early  myelin  degeneration 
throughout  the  white  matter  of  this  section. 
These  areas  were,  for  the  most  part,  perivas- 
cular and  were  hemorrhagic,  containing  many 
cells  filled  with  brownish  pigment.  The  par- 
tially demyelinated  areas  contained  a number 
of  mononuclear  cells.  According  to  Dr.  L.  D. 
Stevenson,  who  examined  the  brain  and  the 
spinal  cord  lesions,  the  changes  did  not  appear 
to  be  syphilitic  in  origin  but  were  much  more 
like  the  encephalitis  caused  by  a virus  infec- 
tion. 


Anatomic  Diagnosis 

Primary:  Acute  disseminated  meningo- 

encephalitis. 

Secondary: 

Heart:  Massive  concentric  myocardial 
hypertrophy  — left  ventricle 
with  bulging  of  interventricular 
septum  into  right  ventricle. 
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Moderate  myocardial  hyper- 
trophy— right  ventricle. 

Aorta:  Syphilitic  aortitis. 

Lungs:  Congestion. 

Liver:  Chronic  passive  congestion. 

Spinal  Cord:  Tabes  dorsalis. 

Dr.  Applebaum:  The  postmortem,  to  my 
mind,  does  not  adequately  explain  all  the 
clinical  features.  The  configuration  of  the 
heart  as  shown  by  the  roentgenogram  was 
certainly  typical  of  cor  pulmonale.  Acetani- 
lid  poisoning  has,  of  course,  not  been  ruled 


out.  The  encephalopathy  is  explained  by  the 
finding  of  a demyelinating  form  of  encephali- 
tis. Perivascular  demyelination  has  been 
seen  most  frequently  in  postinfections  encepha- 
litis but  also  has  been  observed  recently 
in  the  Western  equine  encephalomyelitis. 
But  it  is  difficult,  if  not  impossible,  to  say 
whether  or  not  a virus  might  have  been  trans- 
mitted through  the  cat’s  bite.  I do  not 
believe  that  this  is  very  likely.  It  is  unfor- 
tunate that  the  brain  was  not  subjected  to 
virus  studies. 


WOMAN’S  AUXILIARY— ONONDAGA  COUNTY 


The  Onondaga  County  Medical  Society  and 
its  Woman’s  Auxiliary  are  planning  a luncheon 
on  Tuesday,  September  23,  1941,  at  the  Hotel 
Syracuse,  Syracuse,  New  York,  as  part  of  the 
program  of  the  regular  Fifth  District  Meeting  of 
the  Medical  Society  of  the  State  of  New  York. 


An  entertainment  is  being  planned  to  follow  the 
luncheon,  and  the  doctors’  wives  as  well  as  the 
doctors  are  cordially  invited  to  attend  this  func- 
tion. Reservations:  Dr.  Sabine,  Little  Falls;  or 
Virginia  B.  Marty,  301  Summit  Avenue,  Syra- 
cuse, New  York. 


‘‘SHOE  LEATHER  EPIDEMIOLOGY” 

“Shoe  leather  epidemiology”  in  regard  to 
tuberculosis  case-finding  is  a term  coined  by  Dr. 
Edward  S.  Godfrey,  Jr.,  state  commissioner  of 
health,  to  emphasize  the  fact-finding  work  that 
needs  to  be  done  by  physicians,  nurses,  and  social 
workers  in  discovering  the  sources  of  infection, 
says  Health  News.  Commissioner  Godfrey’s 
term  has  special  significance  in  connection  both 
with  the  campaign  which  he  has  officially 
launched  for  the  substantial  eradication  of  tuber- 
culosis in  upstate  New  York  by  1960  and  with  the 
recent  observance  of  the  Fourteenth  Annual 
Early  Diagnosis  Campaign  conducted  by  na- 
tional, state,  and  local  tuberculosis  and  health 
associations  in  cooperation  with  the  public  health 
authorities. 

“‘Shoe  leather  epidemiology,’  according  to 
Commissioner  Godfrey,  “differs  from  ‘swivel 
chair  epidemiology,’  which  consists  in  attempt- 
ing to  solve  a problem  by  prepared  statistical 
tables,  in  that  it  means  going  out  on  the  high- 
ways, byways,  and  alleys,  walking  the  streets 
and  climbing  the  stairs,  or  bumping  over  country 
roads,  in  order  to  ferret  out  the  sources  of  tuber- 
culosis infection  and  to  find  out  what  makes  the 
statistics  ‘that  way,’  to  find  out  what  lies  behind 
them,  to  find  the  vulnerable  point  for  attack, 
and  to  find  the  source  of  infection. 

‘ ‘Tuberculosis  is  an  infectious  disease.  It 
cannot  be  acquired  unless  a person  comes  in 
contact  with  tubercle  bacilli.  It  is  also  an  op- 
portunist disease.  The  germ  develops  clinical 
tuberculosis  in  those  persons  who  have  the 
lowest  resistance.  Contributing  to  lowered 


resistance,  we  usually  find  poverty  and  all  of  its 
allies,  such  as  faulty  nutrition,  inadequate  hous- 
ing and  sanitation,  overwork,  worry,  strain,  and 
acute  illnesses. 

“These  allies  of  the  disease  need  to  be  reduced 
to  writing  on  the  case  history  of  the  patient. 
If  infection  is  present,  then  the  correction  of  en- 
vironment becomes  almost  as  important  as  find- 
ing other  cases  because  this  guards  against  the 
spread  of  the  disease  and  the  breakdown  again 
of  the  patient  after  taking  the  cure. 

“ ‘Shoe  leather  epidemiology’  means  going 
from  the  home  to  the  work  place,  to  the  school, 
to  the  associates,  to  all  of  the  immediate  con- 
tacts of  the  patient,  adults  especially,  in  order  to 
find  the  source  of  infection.  We  are  too  prone 
to  be  satisfied  if  we  line  up  the  women  and  chil- 
dren contacts  for  examination.  They  are  the 
easiest  to  reach.  We  must  recognize  and  do 
also  the  harder  job,  the  bringing  to  x-ray  ex- 
amination of  the  male  adult  contacts  and  those 
of  advanced  age,  both  men  and  women,  among 
whom  source  cases  are  most  likely  to  be  found.” 

The  object  of  the  1941  “E.  D.  C.”  is  to  employ 
every  channel  for  informing  the  public  that  “A 
Good  X-Ray  Is  Your  Doctor’s  Best  Aid  in  Dis- 
covering Early  Tuberculosis.”  Commissioner 
Godfrey  urges  the  department’s  headquarters 
and  district  staffs  to  utilize  the  campaign  litera- 
ture, posters,  and  other  educational  devices  that 
are  obtainable  from  the  State  Committee  on 
Tuberculosis  and  Public  Health  of  the  State 
Charities  Aid  Association  and  its  county  and 
city  tuberculosis  and  health  associations. 
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Studies  on  the  Relation  of  the  Kidney  to  Cardiovascular  Disease.  Dr.  M.  C. 
Winternitz  (by  invitation ),  Yale  University  School  of  Medicine 


The-  clinical  and  anatomic  changes  that 
follow  bilateral  nephrectomy  contrast  sharply 
with  those  that  result  from  the  ligation  of 
both  main  renal  arteries.  Moreover,  the 
fulminating  symptoms  and  the  lesions  that 
characterize  the  latter  group  are  reproduced 
by  an  injection  of  extracts  of  kidney  into  the 
nephrectomized  dog.  This  has  formed  the 
basis  of  an  experimental  study  of  the  relation 
of  the  kidney  to  cardiovascular  disease,  with 
the  following  results  to  date. 

The  survival  time  after  bilateral  nephrec- 
tomy may  vary  from  six  to  ten  or  more  days. 
The  electrolytes  of  the  blood  are  influenced 
by  the  procedure,  and  elevation  of  serum 
potassium  is  associated  with  heart  block. 
After  a restricted  potassium  intake  the  sur- 
vival time  is  prolonged,  the  potassium  eleva- 
tion is  not  significant,  and  death  occurs  with 
the  blood  nonprotein  nitrogen  at  levels  other- 
wise not  observed. 

The  vasodepressor  agent  of  kidney  extract 
is  easily  removed.  The  vasopressor  substance 
so  far  has  not  been  separated  from  the 
necrotizing  principle.  It  has  been  purified 
so  that  a content  of  1 gamma  of  nitrogen  per 
kilogram  of  body  weight  will  raise  the  pres- 
sure of  a dog  with  a typical  and  marked 
renin  curve. 

The  necrotizing  process  involves  heart 
muscle,  diaphragm,  and  smooth  muscle  of 
vessel  walls — both  of  arteries  and  veins — as 
well  as  that  of  the  alimentary  canal  and  other 
hollow  viscera.  Muscle  necrosis  frequently 
is  associated  with  hemorrhage,  but  these  two 
processes  each  occur  independently.  More- 
over, there  is  some  evidence  that  the  two 
effects  may  be  dependent  upon  different 
principles. 

The  lesions  of  the  heart  and  blood  vessel 
wall  which  follow  the  use  of  kidney  extracts 
are  rarely  associated  with  superimposed 
thrombi.  Those  that  result  from  extracts  of 


some  other  organs,  testicle  in  particular,  as  a 
rule  are  complicated  in  this  way.  This  is 
dependent  upon  the  greater  influence  the 
latter  extracts  exert  on  the  coagulation  time  of 
the  blood  and  emphasizes  the  importance  of 
clotting  time  as  distinct  from  mural  lesion  in 
association  with  thrombus  formation.  Toler- 
ance is  manifested  to  increasing  daily  injec- 
tions of  kidney  extracts  by  some  animals,  but 
this  does  not  involve  appreciable  changes  in 
either  the  vasodepressor  or  vasopressor  effects. 
Such  animals  do  not  survive  bilateral  ureteral 
ligation  for  a longer  period,  but  the  hemor- 
rhagic and  necrotizing  lesions  are  distinctly 
less  extensive. 

Moreover,  preliminary  experiments  indicate 
that  their  serum  tends  to  protect  other  ani- 
mals against  the  necrotizing  effects  that  follow 
the  various  experimental  procedures  now 
known  to  be  associated  with  muscle  necrosis. 

Drs.  Mylon,  Katzenstein,  and  Waters  have 
participated  in  this  study. 

Discussion 

Dr.  Homer  W.  Smith  (by  invitation ) : Al- 
though Dr.  Winternitz  has  not  presented  his 
results  with  any  special  reference  to  the  Gold- 
blatt  experiment,  they  certainly  bear  upon 
the  pathologic  changes  that  accompany  pro- 
tracted renal  ischemia,  and  I have  been 
thinking  of  their  physiologic  significance  in 
this  connection.  Certainly,  we  cannot  con- 
ceive that  these  necrotizing  and  hemorrhagic 
cyto toxins  are  related  to  the  normal  function 
of  the  cardiovascular  and  renal  systems,  and 
it  is  pertinent  to  speculate  concerning  their 
origin. 

The  work  of  Neubauer,  Krebs,  and  others 
has  demonstrated  that  the  process  of 
deamidization  of  amino  acids  is  an  oxidative 
one — that  is,  amino  acids  generally  are 
oxidized  to  keto  acids.  This  process  of 
deamidization  is  carried  out  by  oxidative 
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deamidases  in  the  liver,  the  kidney,  the  intes- 
tines, and  other  organs  and  requires  a sub- 
stantial oxygen  tension.  On  the  other  hand, 
the  investigations  of  Schuler  and  his  co- 
workers, of  Holtz,  and  of  Kempner  have 
demonstrated  that  in  the  absence  of  oxygen, 
or  at  low  oxygen  tensions,  tissue  decarboxyl- 
ase can  remove  the  carboxyl  group  from  at 
least  certain  amino  acids,  leaving  an  amine. 
To  what  extent  decarboxylase  and  oxidative 
deamidase  are  interdependent  in  the  intact 
organ  is  unknown,  but  in  in  vitro  experiments 
they  can  operate  separately.  In  the  absence 
of  oxygen,  aromatic  amino  acids  such. as 
tyrosine  or  phenylalanine  can  be  decarboxyl- 
ated  with  the  formation  of  pressor  and  cyto- 
toxic amines.  Holtz  and  his  co-workers  have 
demonstrated  that,  under  anaerobic  condi- 
tions, kidney  extracts  produce  the  powerful 
pressor  hydroxytyramine  from  the  innocuous 
dihydroxyphenylalanine  (dopa). 

Dr.  R.  J.  Bing  has  carried  this  problem  one 
step  closer  to  our  present  subject  by  showing 
that  when  dopa  is  injected  into,  or  perfused 
through,  the  ischemic  cat  kidney  a powerful 
pressor  substance,  presumably  hydroxytyr- 
amine, is  thrown  from  the  kidney  into  the 
systemic  circulation. 

Though  the  contribution  made  by  the  kid- 
ney to  total  deamidation  is  no  doubt  rela- 
tively small  as  compared  with  that  of  the 
liver,  yet  the  concentration  of  oxidodeamidase 
per  gram  of  tissue  is  from  four  to  eight  times 
higher  in  the  kidney  than  in  the  liver.  And 
it  is  not  impossible  that  certain  deamidations 
are  so  unequally  distributed  between  the  two 
organs  that  failure  of  the  kidney  in  this 
respect  could  produce  most  malign  results. 

In  view  of  the  evidence  I have  just  men- 
tioned, one  might  explain  the  Goldblatt  ex- 
periment as  anaerobic  decarboxylation, 
coupled  with  anoxic  failure  of  deamidation  of 
certain  nitrogenous  substances,  though  not 
necessarily  tyrosine  or  phenylalanine,  with 
the  production  of  pressor  and  cytotoxic 
agents  which  wreak  havoc  with  the  cardio- 
vascular system.  There  is,  of  course,  no 
proof  of  this  speculation  at  the  present  time, 
and  I am  quite  unable  to  set  into  this  frame 
renin  or  the  renin-activator,  angiotonin,  and 
angiotonin-inhibitor  system  so  well  studied  by 
Dr.  Page  and  his  colleagues.  But  the  view 
that  the  Goldblatt  experiment  and,  indeed,  the 
view  that  essential  hypertensive  disease  in 
man  represents  a metabolic  failure  of  oxida- 
tive deamidation  of  one  or  more  substances 
important  in  intermediate  metabolism  has 
certain  attractions.  The  local  renal  theory, 


if  I may  call  it  such,  is  not  fully  supported  by 
our  observations  on  the  functional  status  of  the 
kidney  in  subjects  with  essential  hyper- 
tension; nor  does  the  local  renal  theory  ex- 
plain genetic  predisposition,  the  presence  of 
hypertension  in  some  subjects  with  nephritis 
and  its  absence  in  others,  or  the  suggestive 
similarity  between  essential  hypertension  and 
pre-eclampsia  and  eclampsia,  and  the  high 
incidence  of  essential  hypertension  in  post- 
eclamptic  statistics.  A general  theory  of 
hypertension  which  encompasses  renal  is- 
chemia as  one,  but  not  the  only,  etiologic 
possibility  is  perhaps  a conservative  rather 
than  a radical  interpretation.  The  crucial 
question  to  be  answered  is  whether  or  not 
oxidative  deamidation  is  the  essential  meta- 
bolic fault.  If  Dr.  Bing’s  experiment  proves 
to  be  anything  more  than  an  exotic  phenom- 
enon involving  one  amino  acid,  I should  not  be 
surprised  if  it  assumes  considerable  historic 
significance  in  this  connection. 

It  is  pertinent  to  this  point  that  Dr. 
Schroeder  has  been  able  to  reduce  blood  pres- 
sure in  rats  with  experimentally  induced 
hypertension  and  in  subjects  with  essential 
hypertension  by  means  of  tyrosinase.  This  is 
not  a deamidase  but  an  oxidase  that  oxidizes 
phenolic  derivatives,  and  it  is  tempting  to  see 
Schroeder’s  tyrosinase  promoting  the  oxida- 
tion of  some  compound  such  as  the  hydroxy- 
tyramine, which  is  presumably  formed  in 
Bing’s  experiment  on  the  ischemic  cat  kidney. 

All  this  is  not  too  remote  from  Dr.  Winter- 
nitz’s  observations.  Renal  extracts  must  con- 
tain a variety  of  enzymes,  coenzymes,  and 
related  substances  which  are  capable,  on 
intravenous  injection  into  nephrectomized 
animals,  of  exerting  cytotoxic  effects.  When 
the  extracts  are  prepared  from  ischemic  renal 
tissue  there  is  the  added  possibility  of  un- 
detoxified nitrogenous  remnants  of  inter- 
mediate metabolism.  The  puzzling  thing,  no 
matter  how  one  interprets  the  result,  is  the 
extraordinary  toxicity  of  these  extracts. 

There  is  one  question  I should  like  to  ask 
Dr.  Winternitz.  If  the  arteriolar  lesions  of 
experimental  and  human  hypertension  are 
caused  by  humoral  agents  rather  than  by 
elevated  pressure  per  se,  why  is  the  pulmo- 
nary bed  immune?  And  why  is  the  ischemic 
kidney,  which  is  said  to  be  “protected  by  the 
clamp,”  also  immune? 

Dr.  Irving  Graef:  I think  I need  not 

apologize  for  pointing  with  some  pride  to  the 
fact  that  another  strong  fresh  breeze  of  in- 
formation on  the  subject  of  renal  hypertension 
has  come  from  the  pathologists.  Goldblatt, 
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a pathologist,  gave  a clearly  substantiated 
and  beautifully  demonstrated  experimental 
method  for  the  production  of  chronic  hyper- 
tension in  animals.  And  now,  from  another 
pathologic  laboratory,  a fresh  effort  has  re- 
sulted in  the  demonstration  that  in  the 
mechanisms  involved  in  experimental  hyper- 
tension there  is  more  than  the  production  of 
hypertension,  and  there  is  more  than  the  effect 
of  hypertension.  I think  the  chief  contribu- 
tion of  Dr.  Winternitz’s  tour  de  force  lies  in 
his  dissociation  of  the  effects  of  renal  is- 
chemia on  the  body.  He  has  referred,  in 
passing,  to  the  central  nervous  system  but  has  ' 
not  detailed  the  special  changes  that  may  take 
place  in  the  central  nervous  system  in  hyper- 
tension, even  without  renal  ischemia.  He  has 
shown  the  high  tropism  of  some  of  the  sub- 
stances which  can  be  derived  from  the  kid- 
ney, from  the  testis,  and  perhaps  from  other 
organs  for  smooth  muscle.  Without  identffy- 
ing  these  substances,  finally,  he  has  shown  that 
changes  in  the  organs  which  are  encountered 
in  the  production  of  hypertension  may  be  as- 
sociated with  some  of  the  special  vascular 
phenomena,  some  of  the  special  blood  altera- 
tions, and  some  of  the  changed  metabolic 
processes.  Dr.  Smith  has  concerned  himself 
with  the  finer  details  of  the  metabolic  altera- 
tions which  might  be  anticipated  to  occur  in 
ischemic  kidneys.  Whether  they  occur  in 
the  normal  kidney  in  the  segmental  manner  or 
in  an  interrupted  manner  is  something  on 
which  there  is  no  information.  Whether  the 
normal  kidney  is  concerned  with  the  elabora- 
tion of  substances  that  contribute  to  altera- 
tions in  the  vascular  tonus  is  something  to 
think  about,  though  we  cannot  discuss  it  in  any 
detail  on  the  evidence  available. 

My  concern  with  experimental  hypertension 
has  been  to  try  to  dissociate,  if  possible, 
among  those  animals  that  exhibit  clean-cut 
evidence  of  hypertension,  renal  insufficiency 
and  vascular  disease.  In  a survey  of  the 
material  furnished  me  by  Dr.  Irvine  Page  I 
have  encountered  three  groups  of  animals: 
first,  with  little  or  no  hypertension,  though 
they  have  had  renal  ischemia.  But  with  this 
finding  of  little  or  no  hypertension  there  was 
a high  degree  of  renal  insufficiency  and  as- 
sociated vascular  lesions.  In  a second  group 
we  found  the  classic  picture  of  the  so-called 
malignant  hypertension,  with  renal  insuf- 
ficiency, severe  progressive  hypertension,  and 
disseminated  vascular  necrosis.  As  you  may 
expect,  there  was  a third  group  with  severe 
acute  hypertension  with  disseminated  vascular 
disease  and  no  definite  evidence  of  renal  in- 


sufficiency. The  common  or  garden  variety 
of  malignant  hypertension  constitutes  the 
largest  group,  but  these  two  other  groups  at 
either  extreme  suggest  the  dissociation  pat- 
tern that  Dr.  Winternitz  has  offered.  Cer- 
tainly, it  behooves  us  not  to  oversimplify 
this  problem  and  assume  that  hypertension 
alone,  renal  insufficiency  alone,  or  in  combina- 
tion is  effective  in  producing  this,  that,  or  the 
other  feature. 

I have  also  been  impressed  by  the  fact  that 
the  vascular  lesions  in  the  dog  are  quite  dif- 
ferent in  their  distribution  from  the  lesions 
found  in  man.  In  man,  I think  it  is  fair  to 
say  that  one  is  impressed  with  the  fact  that 
the  necrotizing  lesions  are  below  the  dia- 
phragm, in  the  splanchnic  area,  with  involve- 
ment of  the  gastrointestinal  tract  and  the 
genitourinary  tract  and  not  much  else.  Eye 
lesions  are  a positive  exception;  cerebral 
lesions  are  described  occasionally.  But  one 
can  search  through  the  average  case  fairly 
minutely  and  grade  the  lesions  according  to 
distribution  and  find  that  they  generally  occur 
according  to  this  pattern  of  major  splanchnic 
involvement.  I do  not  think  the  evidence 
in  the  dog  throws  any  light  on  this  particular 
problem.  Coronary  lesions  are  extremely  rare 
in  malignant  hypertension  in  man  and  ex- 
tremely uncommon  in  my  dog  material,  al- 
though myocardial  necrosis  is  extremely 
common.  Therefore,  I am  not  sure  that  the 
injury  to  the  myocardial  muscle  is  the  same 
as  the  injury  to  the  smooth  muscle  of  the 
intestine  or  arterioles. 

The  eye  lesions  are  most  interesting.  The 
eye  lesions  in  the  dog  are  different  from  eye 
lesions  in  man,  as  you  might  expect,  for  the 
vessels  in  the  dog’s  eyes  are  different  from  the 
vessels  in  man’s  eyes.  These  differences  con- 
cern the  muscular  coats,  the  presence  or  ab- 
sence of  elastic  lamellas.  And  in  the  case  of 
the  iris  vessels,  as  Dr.  Robert  Lambert  has 
shown,  in  man  they  possess  no  muscle  but  are 
simply  smooth  fibrocollagenous  structures 
without  cells,  much  like  aged  arterioles  in  the 
spleen.  But  in  the  dog,  the  iris  vessels  are 
thick,  and  the  thickness  is  due  to  the  presence 
of  considerable  smooth  muscle.  Differences 
in  species  are  not  new  to  us,  and  we  are  all 
well  aware  of  the  need  to  beware  in  trans- 
ferring the  results  of  animal  experiments  to 
man. 

Dr.  Smith  closed  his  discussion  with  a ques- 
tion, and  I have  a similar  question  that  is 
disturbing  me.  Why  is  it  that  the  necrotiz- 
ing lesions  are  virtually  confined  to  the  arterial 
side  of  the  circulation?  I have  not  found 
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them  in  the  portal  vein  or  the  pulmonary 
vessels,  or  in  the  bladder  or  uterus.  I have 
found  them  in  the  vessels  of  the  bladder  but 
not  in  the  muscles  of  the  bladder  alone. 

Finally,  I am  sure  that  Dr.  Winternitz  does 
not  equate  the  necrotizing  factors  that  are 
obtained  from  autolysis  of  the  kidney  with 
the  mechanisms  that  are  operating  in  an 
ischemic  kidney  that  is  not  necrotic.  In  much 
of  the  renal  material  I have  examined  I have 
been  unable  to  find  any  evidence  of  necro- 
biosis; in  others,  considerable  necrosis.  So, 
I am  reasonably  certain  that  some  differences 
in  the  lesions  may  be  attributable  to  the  pres- 
ence or  absence  of  infarcts,  and  they  should 
be  differentiated  from  those  experiments  that 
are  based  on  organ  extracts  only. 

Dr.  Benjamin  Jablons  (by  invitation) : 
As  one  who  has  been  a protagonist  of  kidney 
extract  therapy  for  a period  extending  over 
almost  ten  years,  I am  afraid  I would  feel  as 
though  I had  been  indicted  after  having  lis- 
tened to  Dr.  Winternitz’s  masterly  con- 
tribution on  the  necrotizing  and  thrombotic 
effect  of  substances  extracted  from  the  kidney 
on  various  parts  of  the  cardiovascular  tree  if 
it  were  not  for  one  important  point  that  needs 
to  be  emphasized — and  that  is  that  we  must 
differentiate  between  various  types  of  kidney 
extracts.  In  other  words,  a kidney  extract 
made  with  saline  solution  from  the  kidney 
tissue  left  after  preliminary  acetone-ether 
treatment  and  subjected  to  the  various  pro- 
cedures outlined  by  Dr.  Winternitz  is  not 
the  same  as  one  made  from  substances  ex- 
tracted from  the  kidney  by  acid  alcohol  and 
water.  Biochemists  tell  us  that  when  one 
changes  the  acid  reaction — i.e.,  the  pH  of 
a solution  that  is  used  as  a solvent  with  kidney 
tissue — one  obtains  materials  that  differ 
chemically  and  pharmacologically  and  produce 
different  effects.  One  point  that  we  have 
emphasized  from  the  earliest  days  of  our 
experiments  is  that  kidney  extracts  must  be 
made  with  tissue  that  is  frozen  in  the  slaughter 
house.  The  material  must  be  taken  out  of 
the  carcass  within  twenty  minutes  of  the 
death  of  the  animal  and  frozen  immediately 
with  dry  ice.  We  have  found  that  even  re- 
frigerating this  material  in  the  frigidaire  for 
three  hours  previous  to  extraction  is  insuf- 
ficient to  prevent  the  production  of  consider- 
able quantities  of  choline,  histamine,  and 
other  biogenic  amine  substances  that  Dr. 
Smith  referred  to.  We  also  found  in  our 
early  experiments  that  when  we  used  material 
which  contained  slight  traces  of  protein  we 
would  get  these  local  necrotizing  effects 


when  it  was  injected  into  animals,  and  we  also 
found  this  marked  increase  in  the  coagulability 
reported  tonight,  so  that  from  the  time  of  the 
earliest  days  of  our  work  we  were  careful  to 
make  a protein-free  extract  because  it  does 
not  produce  these  local  lesions  when  injected 
into  animals  or  human  beings.  I think  that, 
for  the  sake  of  clarity  and  to  avoid  confusing 
the  various  fractions  that  are  now  receiving 
so  much  attention  on  the  part  of  many 
workers  in  different  laboratories,  the  extracts 
should  be  named  either  by  the  method  used  to 
extract  them  or  in  some  other  identifying 
manner,  so  that  when  we  speak  of  an  acid 
alcohol  extract  we  refer  to  a substance  that 
belongs  in  one  category  and,  when  we  speak 
of  the  kidney  extract  prepared  by  Dr.  Winter- 
nitz, we  are  dealing  with  a protein  residue 
freed  of  certain  soluble  substances  by  acetone- 
ether,  fractionated  by  the  various  procedures 
that  he  spoke  of.  Then  we  know  that  we  are 
speaking  of  something  entirely  different. 

Again,  I want  to  express  to  Dr.  Winternitz 
my  thanks  for  the  facts  that  he  has  brought  to 
us;  his  paper  will  help  to  clear  up  many  things 
that  have  puzzled  us  for  a long  period  of  time. 

Dr.  M.  C.  Winternitz:  May  I first  thank 
the  discussers  for  their  kindness?  Dr.  Smith 
has  brought  forward  a significant  approach. 
With  others,  we  also  realize  that  disturbances 
in  deamidization  may  be  associated  with  some 
of  the  disease  phenomena  that  follow  is- 
chemia of  the  kidney.  Our  point  of  view 
differs  somewhat  from  that  expressed  by  Dr. 
Smith.  We  do  not  believe  that  the  amines  in- 
dicated are  causatively  involved  in  the  pro- 
duction of  the  lesions.  These  amines  would 
be  removed  in  the  preparation  of  the  extracts 
we  have  used.  We  are  of  the  opinion  that 
disturbances  in  the  enzymatic  deamidization 
may  lead  to  muscle  cell  necrosis,  but  the 
evidence  is  not  adequate  to  support  this  hy- 
pothesis at  present. 

The  extracts  we  have  employed  were  prepa- 
rations of  normal  kidney.  Necrotic  kid- 
ney was  only  used  in  preliminary  experiments. 
As  Dr.  Jablons  has  so  clearly  indicated,  it  is 
necessary  to  remove  the  organs  promptly 
on  the  death  of  the  animal,  freeze  them  at 
once,  and  avoid  any  possible  autolysis  in 
their  preparation.  These  specifications  have 
been  followed  minutely,  and  the  extracts 
have  been  kept  at  — 18  C.  in  small,  individual 
containers  until  they  were  used. 

The  differences  manifested  after  narrowing 
the  ureters  as  distinct  from  the  arteries  have 
interested  us.  With  the  latter,  as  is  well 
known,  hypertension  is  usually  marked.  It 
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is  infrequent  with  the  former,  and  this  raises 
the  question  of  the  mechanisms  involved  in 
the  two  procedures.  Ureteral  narrowing 
results,  first,  in  compression  of  the  vein  and 
interference  of  the  escape  of  products  that 
follow  the  passive  congestion  of  the  organ. 
But  the  compression  of  the  vein  is  not  at  a 
constant  level,  and  many  possibilities  for  dis- 
turbed chemical  change  may  be  involved. 

Dr.  Smith  referred  to  Dr.  Schroeder’s  recent 
publication.  In  this  association  it  may  be 
pertinent  to  mention  that  Dr.  Philip  Cohen 
has  carried  out  a few  preliminary  experiments 
for  us  to  determine  whether  kidney  extracts 
inhibit  special  enzymatic  functions  of  smooth 
muscle.  Should  this  approach  prove  feasible, 
it  might  be  of  considerable  aid  in  clarifying 
some  of  the  enzymatic  mechanisms  associated 


with  muscle  necrosis.  It  should  also  be  men- 
tioned that  while  muscle  necrosis  is  rare 
with  other  organ  extracts  it  does  occur  with 
that  of  the  testicle,  particularly  in  the  nephrec- 
tomized  animal.  This  happens  in  the  ab- 
sence of  hypertension  and  is  of  importance 
to  the  morphologist  who  frequently  encounters 
arteriosclerosis  without  either  hypertension  or 
renal  disease.  It  should  be  said  in  reply  to 
Dr.  Smith’s  question  that  the  walls  of  the 
pulmonary  vessels  show  necrosis  in  the  ex- 
periments with  tissue  extracts. 

As  Dr.  Jablons  has  indicated,  the  extracts  he 
has  utilized  are  quite  different  from  those 
employed  by  us,  and  it  is  essential  to  state 
clearly  just  how  an  extract  is  prepared  and 
the  nature  of  the  fraction  that  is  used  in  any 
particular  study. 


i 

VACANCIES  IN  THE  U.  S.  NAVAL  RESERVE  MEDICAL  CORPS 


A number  of  vacancies  have  been  created  in 
the  Medical  Reserve  Corps  of  the  United  States 
Navy.  These  include  the  rank  of  Lieutenant, 
Junior  Grade  and  Lieutenant;  also  a number  of 
appointments  as  Lieutenant  Commander  for 
Special  Service  (surgeons,  orthopedists,  oto- 
laryngologists, neurologists,  urologists,  intern- 


ists, neuro-psychiatrists,  radiologists,  and  path- 
ologists). 

Further  information  is  obtainable  on  com- 
municating with  the  District  Medical  Officer, 
Headquarters,  Third  Naval  District,  90  Church 
Street,  New  York  City.  The  telephone  number 
is  REctor  2-9100. 


EXAMINATIONS  FOR  MEDICAL  POSITIONS  ANNOUNCED  BY  CIVIL  SERVICE 
COMMISSION 


Examinations  for  three  types  of  medical  posi- 
tions in  the  government  service  have  just  been 
announced  by  the  Civil  Service  Commission. 
This  is  another  indication  of  the  great  demand 
for  technically  trained  personnel  of  every  kind 
in  the  defense  program.  Each  of  these  positions 
has  been  open  to  competition  within  the  past 
year,  but  the  demand  grows  even  faster  than  the 
supply. 

Junior  medical  officer  positions  at  $2,000  a 
year  will  be  filled  at  St.  Elizabeth’s  Hospital  in 
Washington,  D.  C.  There  are  two  types  of 
internship:  Rotating  and  Psychiatric  Resident. 
The  rotating  internship  consists  of  4 months  of 
surgery,  acute  medical  service,  and  of  chronic 
medical  service;  2 months  of  obstetrics  and  of 
pediatrics,  on  affiliation;  3 months  of  general 
laboratory  work;  and  6 months  of  psychiatry. 
To  qualify,  applicants  must  be  fourth-year  stu- 
dents in  a Class  A medical  school.  Applicants 
must  show  completion  of  the  course  prior  to 
June  30,  1942,  before  they  may  enter  on 
duty. 

Graduates  in  medicine  who  have  already  served 
an  accredited  rotating  internship  are  offered  a 
postgraduate  internship  of  1 year  of  psychiatry 
(American  Medical  Association  Classification  2, 
Type  B).  To  qualify  for  this  type  of  appoint- 
ment, applicants  must  have  completed  their 
fourth  year  of  study  in  a Class  A medical  school 
subsequent  to  December,  1935,  and  must  have 


either  a B.M.  or  M.D.  degree.  Applications  will 
be  accepted  at  the  Commission’s  Washington 
office  until  November  15,  1941,  and  will  be  rated 
as  soon  as  practicable  after  receipt. 

Medical  technical  assistant  positions  at  $2,000 
a year  and  medical  guard-attendant  positions  at 
$1,620  a year  will  be  filled  in  the  Mental  Hygiene 
Division  of  the  U.  S.  Public  Health  Service. 
Applicants  must  be  registered  graduate  nurses, 
or  have  been  honorably  discharged  (within  the 
10  years  immediately  preceding  date  of  receipt 
of  application)  from  active  service  in  the  Medical 
Corps  of  the  Army  or  Navy,  or  have  had  3 
years’  service  as  guard-attendant  in  a federal 
penal  or  correctional  institution.  In  addition, 
for  the  technical  assistant,  applicants  must  show 
that  their  experience  has  included  one  year  of 
responsible  training  or  experience  in  Clinical 
Laboratory  Technique,  Pharmacy,  or  X-ray 
Laboratory  Technique.  Applications  will  be 
accepted  until  further  notice.  Persons  who  were 
rated  eligible  for  these  two  positions  in  the  ex- 
amination which  closed  in  February  of  this  year 
need  not  apply  for  this  new  examination  as 
eligibles  from  both  examinations  will  be  com- 
bined on  the  new  register. 

Further  information  and  application  forms 
may  be  obtained  at  any  first-  or  second-class 
post  office  or  from  the  Civil  Service  Commission 
in  Washington.  Qualified  persons  are  urged  to 
file  their  applications  at  once. 
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County  News 


Greene  County 

Nomination  of  officers,  in  preparation  for  the 
October  election,  was  made  at  the  midsummer 
meeting  of  the  county  society  at  Pines  Inn, 
Windham,  on  July  8.  The  following  wrere 
nominated : 

Dr.  William  Vernon  Wax,  president;  Dr. 
Elisha  B.  Van  Deusen,  vice-president;  Dr. 
William  M.  Rapp,  secretary;  Dr.  Mahlon  H. 
Atkinson,  treasurer;  Dr.  Percy  Waller,  chairman 
of  legislative  committee;  Dr.  T.  Earl  McQuade, 
chairman  of  public  relations;  Dr.  Kenneth  F. 
Bott,  delegate  to  State  Society;  Dr.  William  A. 
Petry,  alternate  delegate. 

Dr.  Herbert  F.  Weinauer  presided.  Dr.  Carl 
Eggers,  New*  York  City  surgeon,  spoke  on  “Can- 
cer of  the  Digestive  Organs.” 

Kings  County 

Officers  of  the  Medical  Society  of  the  Count}’ 
of  Kings  and  the  Academy  of  Medicine  of  Brook- 
lyn, Pediatric  Section  for  the  coming  year  are  as 
follows:  president,  Dr.  Sydney  Nussbaum, 

Brookljm;  secretary,  Dr.  Harry  S.  Bikoff, 
Brooklyn.  Place  of  meeting  is:  1313  Bedford 
Avenue,  Brooklyn;  and  the  time:  9:00  p.m., 
on  the  fourth  Monday  of  each  month,  October  to 
April,  inclusive. 

Madison  County 

Tw’enty-seven  members  of  the  county  society 
played  golf  in  the  afternoon  at  the  Oneida  Coun- 
try Club  on  July  10  and  listened  to  a program  on 
scientific  topics  in  the  evening  at  the  clubhouse. 
Dr.  How  ard  Beach,  of  Oneida,  is  president  and 
Dr.  L.  S.  Preston,  of  Oneida,  is  secretary. 

Golf  tournament  winners:  low  gross,  Dr. 

J.  D.  George,  Jr.,  of  Verona;  low  net,  Dr.  Ernest 
Freshman,  of  Oneida;  blind  scores,  Dr.  John 
Sill,  of  Hamilton,  and  Dr.  Ellswrorth,  of  Madison. 

The  tournament  lasted  most  of  the  afternoon. 
Dinner  wras  served  at  6:30  p.m. 

Three  Syracuse  doctors,  who  provided  the 
program,  follow’: 

“Recent  Advances  in  Neuropsychiatry,”  Dr. 
Eugene  N.  Boudreau;  “Medical  Aspects  of 
Hypertension,”  Dr.  J.  G.  Fred  Hiss;  “Surgical 
Aspects  of  Hypertension,”  Dr.  Frederick  S. 
Wetherell. 

Montgomery  County 

Dr.  Elmer  Harrison  Ormsby,  of  Amsterdam, 
who  died  on  July  17,  had  a distinguished  medical 
military  record  in  the  first  World  War.  “His 
professional  relations,”  says  the  Amsterdam 
Recorder,  “were  w’ith  the  Amsterdam  City 
Medical  Society,  of  w’hich  he  w’as  a past  presi- 
dent, the  Medical  Society  of  the  County  of 
Montgomery,  in  which  he  held  practically  all  the 
offices  at  various  times,  the  New’  York  State 
Medical  Society,  the  American  Medical  Associa- 
tion, the  Alumni  Association  of  the  Albany 
Medical  College,  the  Surgeons  Club  of  Rochester, 
Minn.,  of  w’hich  he  had  been  president,  and  the 
New  York  State  Association  of  School  Medical 
Inspectors  which  he  served  as  secretary-treas- 


urer. At  the  time  of  his  death  he  wras  president 
of  the  Fourth  District  Branch  of  the  New  York 
State  Medical  Society  and  was  engaged  in  pre- 
paring a program  for  the  annual  meeting  of  the 
branch.  He  was  also  a member  of  the  House  of 
Delegates  of  the  state  society.” 

Nassau  County 

Doctors  of  South  Nassau  Communities  Hos- 
pital hold  the  golf  championship  of  the  Nassau 
County  Medical  Society,  having  won  the  first 
leg  on  a new’  trophy  after  a tournament  held  as 
part  of  the  annual  society  outing  at  Lido  Coun- 
try Club  on  July  9. 

The  team  defeated  doctors  representing  Nas- 
sau Hospital,  which  was  second,  and  North 
Country  Community  Hospital,  which  was  third. 
Dr.  R.  M.  Bowles,  of  Hempstead,  was  captain 
of  the  winning  team.  The  trophy  must  be  w’on 
three  times  for  permanent  possession. 

About  100  attended  the  outing.  Dr.  Martin 
L.  Sowers,  of  Far  Rockaw’ay,  w’ith  79,  won  low’ 
gross;  Dr.  John  M.  Galbraith,  of  Glen  Cove,  the 
low  net,  71.  Dr.  Joseph  Tibone,  of  Rockville 
Centre,  Dr.  A.  M.  Bell,  of  Sea  Cliff,  and  Dr. 
William  Burke,  of  Hicksville,  placed  in  that  or- 
der in  the  kicker’s  handicap. 

Dr.  Aaron  L.  Higgins,  of  Rockville  Centre, 
retiring  president  of  the  society,  handed  over  the 
gavel  to  Dr.  Charles  W.  Martin,  of  Woodmere,  at 
the  dinner  in  the  evening. 

Oneida  County 

The  county  society  held  its  outing  on  July  8 
at  the  Utica  Gas  and  Electric  Club  House  at 
Trenton  Falls.  The  speaker  was  Dr.  Samuel  J. 
Kopetzky,  president  of  the  State  Society. 

Richmond  County 

The  county  society  approved  the  Medical 
Expense  Fund  of  New’  York,  Inc.,  at  a special 
meeting  on  July  23. 

St.  Lawrence  County 

The  county  society  held  its  second  social  meet- 
ing of  the  year  at  Massena  Country  Club  on 
July  24.  There  was  a meeting  at  noon.  Lunch- 
eon was  followed  by  golf  and  cards.  The  wives 
of  the  members  were  invited. 

Suffolk  County 

The  Hampton  Clinical  Society  met  on  July  25 
with  the  following  program:  “Urological  Sub- 
ject,” Dr.  William  Gaynor;  “Deep  Infections 
of  the  Neck,”  Dr.  deGraff  Woodman,  of  New 
York;  “Movies:  Plastic  Surgerv”  (Davis  & 

Geek). 

Washington  County 

The  summer  meeting  of  the  county  society 
was  a social  evening,  without  scientific  program, 
held  at  the  Hotel  Willard,  Cleverdale,  on  Lake 
George,  on  July  8. 

About  fifty  of  the  doctors  and  their  wives 
were  present.  Some  of  the  members  came  early 
and  enjoyed  the  lake  in  the  afternoon.  After 
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dinner,  the  latent  talent  of  the  group  was  exempli- 
fied in  group  singing  with  Mrs.  L.  A.  White  at 
the  piano. — Reported  by  D.  M.  Vickers , M.D. , 
Secretary. 

Westchester  County 

An  urgent  appeal  to  doctors  to  act  as  first-aid 
instructors  in  every  community  in  the  county  has 
gone  out  from  the  headquarters  of  the  West- 
chester defense  council.  In  connection  with 
plans  for  civilian  defense,  the  council  is  planning 
to  give  courses  in  first  aid  at  conveniently  lo- 
cated points  in  every  town  and  village. 

Cooperating  with  the  county  defense  council 
in  its  efforts  to  enlist  doctors  as  first-aid  instruc- 
tors are  the  Medical  Society  of  the  County  of 
Westchester  and  the  Westchester  chapter  of  the 
American  Red  Cross. 

A letter  from  James  E.  Bryan,  executive  secre- 
tary of  the  medical  society,  to  county  doctors 
says:  “A  survey  of  police  throughout  the 


county  shows  only  10  per  cent  of  them  have  had 
any  first-aid  training.  It  is  an  essential  part  of 
the  national  defense  program  to  train  all  the  uni- 
formed public  authorities  and  a large  number  of 
lay  defense  workers  in  each  community  in  the 
fundamentals  of  first  aid.” 

Each  doctor  would  teach  in  his  own  com- 
munity, according  to  the  plan,  and  courses  would 
be  arranged  to  suit  the  convenience  of  the  in- 
structor as  far  as  possible. 

Yates  County 

The  Lake  Keuka  Medical  and  Surgical  Asso- 
ciation, in  its  forty-second  annual  session,  elected 
Dr.  Walter  A.  Callahan,  of  Rochester,  as  presi- 
dent to  succeed  Dr.  Leon  M.  Kysor,  of  Hornell. 
Dr.  Kenneth  G.  Rowe,  of  Dansville,  was  elected 
vice-president  and  Dr.  Virgil  H.  F.  Boeck,  of 
Dundee,  was  renamed  secretary-treasurer.  The 
association  includes  medical  men  from  twenty- 
two  counties  in  New  York  State  and  several  in 
northern  Pennsylvania. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Bernard  Cohen 

75 

Buffalo 

July  15 

Buffalo 

Jessie  S.  Edwards 

77 

W.  M.  C.  N.  Y.  Inf. 

July  17 

Southampton 

Charles  B.  J.  Mittelstaedt 

70 

Bell. 

July  25 

Kingston 

Thomas  J.  Moss 

77 

N.  Y.  Univ. 

July  24 

Manhattan 

Louis  Scheinberg 

66 

P.  & S.  N.  Y. 

July  22 

Bronx 

Archibald  M.  Strong 

60 

P.  & S.  N.  Y. 

July  21 

Bronx 

HEALTH  HERE  AND  IN  EUROPE 

In  the  midst  of  Attorney-General  Arnold’s 
cudgeling  and  sniping  at  the  medical  profession 
and  the  spreading  contagion  of  the  American 
Association  for  Social  Security’s  support  of  the 
spoils  system  in  the  practice  of  medicine  by  the 
government,  it  is  refreshing  to  consider  the 
health  record  in  this  country  for  the  year  just 
ended,  remarks  the  Connecticut  State  Medical 
Journal.  True,  1940  did  not  set  a new  low  mark 
in  mortality  figures,  but  it  does  rank  with  the 
best  health  years  on  record.  The  Metropolitan 
Life  Insurance  Company  has  found  that  among 
its  many  millions  of  industrial  policyholders 
living  in  the  United  States  and  Canada  the  death 
rate  for  1940  was  7.60  per  1,000,  the  equal  of  the 
lowest  figure  ever  registered  for  this  group.  The 
decline  in  mortality  rate  among  policyholders  of 
this  large  company  has  been  40  per  cent  between 
1911  and  1940,  and  this  has  resulted  in  a great 
saving  of  fives  at  virtually  every  period  of  fife. 

Ten  diseases  and  conditions  recorded  lower 
mortality  rates  in  1940  than  in  any  previous  year 
— namely,  measles,  scarlet  fever,  whooping 
cough,  diphtheria,  pneumonia,  tuberculosis, 
diarrhea  and  enteritis,  appendicitis,  puerperal 
diseases,  and  homicide.  Influenza  and  suicide 
showed  an  improved  mortality  rate.  Increases 
in  mortality  were  recorded  from  diabetes,  cancer 
and  the  cardiovascular  renal  diseases,  an  indica- 
tion of  the  increased  proportion  of  policyholders 
at  the  older  ages. 


We  turn  to  Europe,  tom  with  strife  and  starv- 
ing because  of  a few  insanely  selfish  political 
leaders.  Europe  has  experienced  its  worst 
record  in  many  years.  Cerebrospinal  meningitis 
in  England  during  1940  claimed  about  12,500 
fives,  eight  times  the  mortality  for  1939.  An 
influenza  epidemic  in  the  first  quarter  of  the  year, 
aided  and  abetted  by  war  conditions,  accounted 
for  5 per  cent  of  the  deaths  and  was  two-thirds 
above  that  for  the  preceding  year.  Infant  mor- 
tality for  the  first  quarter  rose  from  65  to  77 
per  1,000  five  births.  Civilians  numbering 
23,081  were  killed  in  air  bombardments  in 
England  during  1940,  and  fatal  accidents  during 
the  first  fifteen  months  of  the  year  rose  to  11,424. 

Data  on  mortality  from  the  Continent  is  frag- 
mentary. Cerebrospinal  meningitis  was  on  the 
increase.  Deaths  from  typhus  rose  appreciably, 
particularly  in  Rumania.  It  is  to  be  feared  that 
the  frightful  breakdown  in  sanitary  conditions 
that  occurred  in  and  after  the  last  war  cannot  be 
avoided  in  this  war.  Typhoid  and  dysentery 
were  abnormally  high  in  frequency  in  certain 
countries.  The  outlook  for  1941  is  extremely  un- 
certain. Crowding  in  air  shelters  with  poor 
sanitary  conditions  in  many  of  them  may  be  the 
means  of  spreading  communicable  and  infectious 
diseases  to  pandemic  proportions.  Civilian 
medical  service  is  already  suffering  from  the  in- 
roads of  war  service  requirements.  Apprehen- 
sion is  felt  everywhere  for  the  health  of  Europe. 


Hospital  News 


Newsy  Notes 

The  Arnot-Ogden  and  St.  Joseph’s  hospitals 
in  Elmira  could  increase  their  capacities 
more  than  50  per  cent  in  case  of  war  emergency, 
they  show  in  a survey  prepared  in  line  with 
disaster  plans  of  the  Hospital  Association  of  the 
State  of  New  York  and  the  American  Hospital 
Association.  “Triple  Cities”  hospitals  in  Bing- 
hamton, Endicott,  and  Johnson  City  are  pre- 
pared to  hospitalize  a total  of  1,743  patients 
in  event  of  sabotage  or  war  emergency.  This 
represents  an  increase  of  679  cases  over  the 
normal  patient  load. 


Beware  of  “bootleg”  hospitalization  insurance 
sold  through  the  mail  by  companies  not  qualified 
to  do  business  in  this  state,  is  the  special  warning 
of  the  Buffalo  Better  Business  Bureau  issued 
to  Buffalo  families. 

“In  many  cases  we  have  found  that  these  con- 
cerns use  extremely  misleading  advertising  and 
certificates,”  said  Gordon  E.  Smith,  bureau 
manager.  “In  other  instances  there  may  be 
hidden  clauses  which  change  the  meaning  of  the 
policy  or  increase  its  cost  to  the  policy- 
holder.” 


Foreseeing  a Federal  drain  on  the  staffs  of 
New  York  City  hospitals,  Mayor  LaGuardia  is 
backing  a bill  in  the  City  Council  permitting  the 
employment  of  alien  physicians,  nurses,  and 
interns  who  have  declared  their  intention  of  be- 
coming citizens. 

Introduced  by  Councilman  Anthony  J. 
Digiovanna,  Brooklyn  Democrat,  the  bill  would 
permit  such  employment  up  to  July  1,  1942. 
Under  the  Lyons  Residence  Law  the  appointment 
of  aliens  to  city  posts  is  now  forbidden. 


A referee’s  report  alleging  that  Doctors  Hos- 
pital in  New  York  City  has  engaged  in  “so- 
called  charity”  rather  than  in  real  charity, 
recommends  that  the  institution  be  compelled 
to  pay  back  taxes  and  interest  of  $500,000. 


The  Boro  Park  General  Hospital  in  Brooklyn 


has  changed  its  name  to  Brooklyn  Doctors  Hos- 
pital. 


At  a meeting  of  the  Hospital  Council  of  Albany 
on  June  27,  St.  Peter’s,  Brady  Maternity,  Memo- 
rial and  Albany  hospitals  announced  increased 
room  rates  of  approximately  50  cents  a day  to 
all  private  and  semiprivate  patients.  A revision 
upwards  of  certain  laboratory  and  other  charges 
also  was  announced. 


The  Israel  Zion  Hospital  of  Brooklyn  is  open- 
ing a Residency  in  Pathology  (approved  by  the 
Council  on  Medical  Education  and  Hospitals 
of  the  A.M.A.)  to  physicians  who  have  had  a 
one-year  general  internship  in  an  approved  hos- 
pital. For  further  information  applicant  may 
write  to  the  Superintendent. 

Improvements 

The  town  board  of  Sidney  has  voted  to  pro- 
ceed alone  to  erect  a hospital,  after  the  town 
boards  of  Unadilla,  Masonville,  Bainbridge,  and 
Guilford  failed  to  unite  in  a five-town  project. 


The  Stevens  Hospital  at  Granville  plans  to 
install  25  beds  in  the  former  Sheldon  property 
and  convert  it  into  a hospital  at  a cost  of  $40,000. 


The  Board  of  Commissioners  of  the  Oneida 
City  Hospital  plan  to  build  a 25-room  addition 
if  government  aid  can  be  secured. 


Huntington  Hospital  contemplates  a new  wing. 


The  American  Legion  Auxiliary’s  Salon  154, 
Eight  and  Forty,  has  given  an  iron  lung  to  the 
Syracuse  City  Hospital. 


The  Flushing  Hospital  will  soon  install  its 
much  needed  auxiliary  battery  lighting  system 
for  emergency  use,  the  gift  of  the  Douglaston 
Branch  of  the  Women’s  Auxiliary  of  the  Hospital 


TUBERCULOSIS  AND  MEDICAL  PREPAREDNESS 


“So  far  as  tuberculosis  is  concerned,  the  cost 
in  the  last  war  has  been  at  least  $959,000,000 
just  for  vocational  training,  insurance,  compen- 
sation, and  hospital  care.  This  figure  does  not 
include  the  cost  of  hospital  construction.  To- 
day money  is  being  spent  at  the  rate  of  $3,000,000 
a month  on  tuberculous  soldiers.  Flatly,  it  costs 
around  $10,000  to  induct  a man  suffering  from 
tuberculosis  and  $50  a month  for  the  rest  of  his 
life,  plus  compensation  benefits  for  his  depend- 


ents after  his  death.  When  you  compare  the 
above  figures  with  the  slight  cost  of  making  x- 
rays  of  the  chests  of  all  draftees  it  is  only  reason- 
able to  believe  that  a considerable  saving  can  be 
effected  by  the  use  of  the  x-ray.  In  addition  to 
all  this,  we  haven’t  counted  the  damage  that  the 
tuberculous  soldier  does  in  his  contact  with  the 
other  soldiers.” — Donald  B.  Cragin,  M.D., 
president,  Association  of  Life  Insurance  Medical 
Directors 
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Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 
Workmen’s  Compensation — Alleged  Fraud  in  Physician’s  Report 


THE  statement  that  cases  involving  the  ren- 
dering of  medical  care  to  an  injured  workman 
under  the  terms  of  a Workmen's  Compensation 
Law  sometimes  lead  to  litigation  of  all  sorts  is 
borne  out  by  a case  recently  decided  by  the 
highest  court  of  one  of  the  Southwestern  States.  * 
The  plaintiff,  A,  was  in  the  employ  of  a county 
on  a construction  job.  While  at  work  he  re- 
ceived an  injury  when  some  cinders  fell  upon 
him.  He  reported  the  accident  to  the  State 
Industrial  Commission,  and  it  was  determined 
that  he  was  entitled  to  compensation  payments, 
which  he  received  for  about  nine  months  at  the 
rate  of  $90  per  month.  At  the  end  of  that  time 
the  Commission,  in  order  to  determine  whether 
payments  should  be  stopped,  sent  him  to  three 
physicians  for  the  purpose  of  undergoing  a 
physical  examination.  These  doctors,  who  were 
regularly  employed  by  the  Commission,  after 
examination  reported  that  A was  cured  of  the 
injuries  that  he  had  received  in  the  accident  and 
that  the  resulting  ill  effects  had  disappeared. 
Payments  of  compensation  were  thereupon 
terminated. 

An  action  was  brought  by  A,  the  injured  work- 
man, against  the  physicians  who  had  examined 
him  to  recover  the  sum  of  $100,000  as  claimed 
actual  damages  and  $50,000  as  claimed  punitive 
damages.  The  charge  in  the  complaint  was  that 
the  defendant  physicians  had  defrauded  plaintiff 
of  payment  of  compensation  and  that  they  had 
conspired  with  the  Industrial  Commission  to  pre- 
vent plaintiff  from  obtaining  compensation  to 
which  he  was  justly  entitled  by  means  of  a false 
report  concerning  plaintiff’s  physical  condition 
and  the  causes  of  that  condition.  It  was  claimed 
that  both  the  Commission  and  the  doctors  knew 
the  report  to  be  false. 

The  case  was  tried  before  a jury.  Upon  the 
trial,  in  his  attempt  to  show  that,  at  the  time  of 
the  physical  examination  complained  of,  he  was 
properly  entitled  to  compensation,  plaintiff  gave 
certain  testimony  himself  as  to  subjective  symp- 
toms and  their  effects.  He  called  but  one  phy- 
sician, and  this  physician  merely  asserted  that 
some  x-rays  of  plaintiff  showed  certain  abnormali- 
ties but  made  no  attempt  to  express  an  opinion 
that  the  abnormalities  were  due  to  the  injury 
that  plaintiff  had  sustained  during  the  course  of 
his  employment.  Plaintiff  also  called  four  lay 
witnesses,  whose  testimony,  in  substance,  was 
that  plaintiff  had  complained  to  them  of  his 
physical  condition  and  his  inability  to  work. 

There  was  no  testimony  showing  that  the  Com- 
mission had  requested  or  desired  a false  report 
from  the  physicians  or  that  the  Commission  had 
ever  known  their  report  to  be  false. 

The  Trial  Court  submitted  the  case  to  the  jury 
and  a verdict  of  $6,000  was  returned  in  favor  of 
plaintiff,  divided  as  $2,000  for  actual  and  $4,000 
for  punitive  damages. 

* Rice  vs.  Tisaau,  112  Pac.  (2d)  866. 


The  defendants  appealed  from  the  judgment 
and,  upon  appeal,  the  Supreme  Court  reversed 
and  directed  judgment  for  defendants.  In  so 
ruling  the  Court  said  in  the  course  of  the  opinion: 

“The  material  allegations  must  be  proved 
by  a legal  sufficiency  of  evidence.  The  gist  of 
the  action  upon  this  theory  is  fraudulent  repre- 
sentations by  defendants  to  the  Commission. 
Such  representations  may  either  constitute 
actual  fraud,  when  the  representations  are,  to 
the  knowledge  of  the  party  making  them, 
false,  or  else  constructive  fraud,  when  the 
party  does  not  know  their  falsity,  but  makes 
them  recklessly,  when  it  is  his  duty  to  ascertain 
the  truth  before  speaking.  We  consider  the 
evidence  from  each  standpoint. 

“It  must  be  remembered  that  the  alleged 
false  statements  on  which  the  action  is  based 
are  not  positive  statements  of  fact.  There- 
fore, in  the  opinion  of  defendants  as  medical 
experts,  there  was  no  compensable  condition  of 
plaintiff  on  May  9,  1938,  as  a result  of  the 
accident  of  the  previous  August  3.  It  is  a 
well-known  fact  that  medicine  is  not  an  exact 
science  like  mathematics,  physics,  or  chemis- 
try, but  is  peculiarly,  and  above  all  others 
known  to  man,  an  uncertain  one,  based  on  the 
opinion  and  best  judgment  of  men  who  have 
made  a life-long  study  thereof.  Particularly  is 
this  true  when  the  question  arises  as  to  the 
specific  cause  of  a physical  condition  claimed 
to  exist.  In  the  present  case,  in  order  to 
establish  actual  fraud,  it  was  necessary  for 
plaintiff  to  show  by  clear  and  convincing  evi- 
dence that  the  accident  of  August  3 was  the 
cause  of  an  existing  physical  condition  on 
May  9,  which  entitled  him  to  compensation 
under  the  law,  and  that  the  defendants  knew 
this  to  be  true.” 

“It  is  admitted  there  is  no  direct  evidence 
that  defendants  knowingly  made  a false  state- 
ment as  to  plaintiff's  condition  or  the  cause 
thereof,  but  much  time  was  spent  in  arguing  as 
to  the  evidential  effect  of  the  fact  that  de- 
fendants received  compensation  from  the  Com- 
mission for  their  services  in  making  the  ex- 
amination of  plaintiff.  If  this  be  proof  of 
actual  fraud,  then  every  doctor  and  every 
lawyer  who  expresses  an  opinion,  concerning 
the  correctness  4 of  which  a doubt  may  later 
arise,  and  receives  a fee  therefor,  may  be  found 
guilty  of  fraud  on  that  evidence  alone.  Plain- 
tiff’s counsel  admit  there  is  no  evidence  that 
the  Commission  wanted  a false  report,  and, 
indeed,  insisted  that  they  did  not,  but  desired 
only  the  truth.  What  conceivable  motive, 
under  such  circumstances,  was  there  for  de- 
fendants to  make  a false  report  to  the  Com- 
mission? 

“Fraud  is  never  presumed  nor  can  it  be 
found  to  exist  on  a mere  suspicion  as  to  the 
possibilities  thereof.  It  must  be  established 
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by  clear  and  convincing  evidence  and  plaintiff 
has  completely  and  utterly  failed  to  present 
evidence  which  would  even  raise  a reasonable 
suspicion  of  actual  fraud.” 

The  Court  also  said: 

“We  come  next  to  the  question  of  construc- 
tive fraud.  Even  though  defendants  had  de- 
liberately, knowingly,  and  intentionally  made 
a false  report,  we  think  that  if  they  failed  to 
use  proper  care  in  making  their  investigation  as 
to  plaintiff's  condition,  it  would  have  been  con- 
structive fraud.  But  the  test  of  proper  care 
in  a case  like  this  is  the  same  as  in  an  action  for 
malpractice.  It  is  whether  the  physician  pos- 
sessed and  exercised  the  same  care  in  the  per- 
forming of  his  duties  as  was  ordinarily  pos- 
sessed and  exercised  by  other  physicians  of  the 
same  class  in  the  community  in  which  he  prac- 
ticed. Since  the  test  is  in  regard  to  the  knowl- 
edge and  conduct  of  other  physicians,  it  is 


practically  universally  held  that  only  physi- 
cians are  competent  witnesses  as  to  what  that 
standard  of  knowledge  and  conduct  is.  There 
is  not  even  a suggestion  in  the  record  that  each 
and  all  of  the  defendants  did  not  possess  and 
exercise  not  only  the  ordinary  but  the  highest 
degree  of  skill  in  their  profession  in  their  ex- 
amination of  plaintiff.  There  is  no  evidence 
whatever  that  there  was  any  constructive 
fraud. 

“Since  plaintiff’s  counsel  admit  there  was  no 
evidence  of  a conspiracy  between  the  Com- 
mission and  defendants  to  have  a false  report 
made,  and  since  the  evidence  utterly  fails  to 
raise  even  a reasonable  suspicion  that  defend- 
ants were  guilty  of  either  actual  or  constructive 
fraud  in  their  report  to  the  Commission,  which 
admittedly  desired  only  to  do  that  which  the 
law  required,  the  judgment  cannot  be  sus- 
tained.” 


Inquiries 


YOUR  counsel  received  the  following  inquiry 
from  the  Superintendent  of  a hospital: 

“Dear  Mr.  Brosnan: 

“Could  you  advise  us  if  there  is  a form  to  be 
signed  at  the  admission  of  a patient  whereby 
he  or  she  would  waive  claims  for  any  accidents 
that  may  occur  while  an  inmate  in  an  Institu- 
tion. Also  a similar  form  relative  to  waiving 
liability  should  injuries  occur  to  visitors  of 
patients. 

Very  truly  yours,” 
Your  counsel’s  reply  was  as  follows: 

“Dear  Sir: 

“Generally  speaking  an  institution  cannot 
legally  in  advance  of  an  accident  secure  a 
release  from  the  injured  party.  This  would 
apply  to  patients  and  visitors.  Perhaps  some 
institutions  do  have  the  patient  or  visitor 
stipulate  that  the  institution  shall  be  relieved 
of  the  responsibility  of  any  injuries  received 
by  the  patient  or  visitor  irrespective  of  negli- 
gence on  the  part  of  the  institution  or  its  em- 
ployees, but,  if  so,  it  is  generally  on  the  theory 
that  such  releases  might  act  as  a deterrent 
against  suit  being  brought  since  the  injured 
party  might  feel  that  this  release  will  deprive 
him  of  any  cause  of  action  and  would  not  go  to 
the  trouble  of  consulting  a lawyer. 

“Hospitals,  of  course,  have  forms  which  are 
perfectly  legal,  i.e.,  forms  the  patient  signs 
consenting  to  operation  and  other  forms  by 
which  patients  release  the  hospital  from  re- 
sponsibility if  they  leave  contrary  to  doctors’ 
orders  and  by  so  doing  assume  the  risk  of  any 
injury  that  they  may  sustain  as  a result  of  the 
failure  to  follow  the  orders  of  the  doctors  or 
hospital  authorities. 

“I  trust  that  this  answers  the  inquiry  con- 
tained in  your  letter. 

Very  truly  yours,” 
Your  counsel  received  the  following  inquiry: 


“Dear  Mr.  Brosnan: 

“I  have  an  assistant  coming  in  my  office 
September  1.  He  is  a graduate  of  University 
of  .... , and  just  completed  two  years  intern- 
ship in  this  state.  In  June  he  took  his  state 
boards  here  and  just  found  out  he  failed  in  one 
subject. 

“I  would  like  to  know  if  he  can  work  in  my 
office  and  make  house  calls,  pending  his  re- 
ceiving his  license  to  practice. 

Yours  very  truly,” 

Your  counsel’s  reply  was  as  follows: 

“Dear  Doctor: 

“I  note  that  you  inquire  as  to  whether  a 
medical  school  graduate  who  has  completed 
two  years  internship  and  who  has  taken  his 
state  boards  but  failed  in  one  subject  may 
properly  work  in  your  office  and  make  house 
calls  pending  his  being  licensed  to  practice. 

“I  believe  that  it  would  be  extremely 
dangerous  for  you  to  permit  this  young  man  to 
do  the  work  referred  to  since  there  can  be  no 
question  that  under  the  definition  of  the  prac- 
tice of  medicine  as  set  forth  in  the  Education 
Law  he  would  be  engaging  in  the  practice  of 
medicine  without  a license  and  would  be  sub- 
ject to  prosecution  for  so  engaging  in  practice. 

“While  the  Education  Law  makes  specific 
provisions  whereby  one  who  has  not  yet  ob- 
tained his  license  may  serve  an  internship  in  a 
hospital  and  there  actually  do  the  work  of  a 
licensed  physician,  there  is  no  provision  in  the 
law  permitting  an  unlicensed  physician  to 
engage  in  the  practice  of  medicine  as  an 
assistant  to  a licensed  physician  in  private 
practice. 

“I  strongly  advise  against  the  proposed 
arrangement,  since  not  only  the  young  man 
may  encounter  difficulties  but  the  situation 
might  lead  to  disciplinary  proceedings  being 
brought  against  you  upon  charges  of  aiding 
and  abetting  an  unlicensed  practitioner. 

Very  truly  yours,” 


A physician  is  an  unfortunate  gentleman,  miracle,  namely,  to  reconcile  intemperance  with 

who  is  every  day  called  upon  to  perform  a health.  Voltaire 
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Sulfathiazole  to  Be  Distributed  by  the  New  York  State  Department  of 
Health  for  the  Treatment  of  Gonococcic  Infections* 

f"YN  OR  about  August  1,  1941,  the  New  York  State  Department  of  Health  will  dis- 
tribute  sulfathiazole  for  the  use  of  registered  doctors  of  medicine,  and  hospitals  and 
clinics,  for  the  treatment  of  gonococcic  infections.  The  drug  will  be  available  for  the 
treatment  of  all  patients  irrespective  of  their  financial  status.  Packages  of  forty  tablets 
(0.5  Gm.  each)  may  be  obtained  upon  request  from  regular  laboratory  supply  stations 
which  are  now  distributing  sulfathiazole  and  sulfapyridine  for  the  treatment  of  pneumo- 
coccic  infections. 

As  in  the  case  of  sulfonamides  distributed  for  the  treatment  of  pneumococcic  infec- 
tions, sulfathiazole  will  be  dispensed  in  bottles  bearing  the  manufacturer’s  label  in  a form 
that  may  be  detached,  leaving  on  the  package  as  it  finally  reaches  the  patient  a label 
upon  which  the  physician  has  written  his  instructions.  The  label  will,  however,  carry  an 
identifying  number  that  will  not  be  intelligible  to  the  patient.  It  is  recommended  that 
the  manufacturer’s  label  bearing  the  name  of  the  drug  be  detached  in  order  to  dis- 
courage the  possibility  of  self-medication  should  any  of  the  drug  be  left  after  treatment 
of  a case  for  which  it  was  prescribed. 

How  to  Obtain  the  Drug 

The  request  slip  now  used  for  sulfathiazole  and  sulfapyridine  has  been  revised  for  use 
as  well  in  requisitioning  sulfathiazole  for  the  treatment  of  gonococcic  infections.  In 
requesting  the  drug  for  gonorrhea  cases,  it  is  necessary  only  to  check  the  slip  accordingly. 
The  name  and  address  of  the  patient  and  bacteriologic  findings  may  be  omitted. 

The  above  instructions  apply  only  to  requests  for  sulfathiazole  for  the  treatment  of  gonor- 
rhea. Additional  data  including  the  name  and  address  of  the  patient , date  of  onset , bac- 
teriologic findings,  and  place  of  examination , if  done , must  be  supplied  when  requesting  sul- 
fonamide drugs  for  pneumococcic  infections. 

Since  prescriptions  are  required  in  the  dispensing  of  sulfonamides,  requests  for  these 
compounds  for  any  purpose  must  be  signed  by  the  physician. 

Warning 

In  obtaining  the  sulfonamide  drugs  it  is  essential  that  physicians  specify  the  infection 
for  which  the  drug  is  desired,  since  individual  packages  for  gonococcic  infections  differ 
in  size  from  those  dispensed  for  use  in  pneumococcic  infections. 

* Announcement  received  July  17  from  the  Director  of  the  Division  of  Syphilis  Control,  New  York 
State  Department  of  Health. 


THE  PLACEBO 

The  placebo  has  no  place  in  medicine  unless 
it  be  given  in  answer  to  the  cry  of  an  anxious 
family  that  some  medication  be  given.  Pre- 
scribed solely  to  satisfy  a patient,  such  treat- 
ment is  a therapeutic  lie  and  lays  a foundation 
for  mistrust  or  disillusionment,  and  is  a poor  sub- 
stitute for  re-education.  More  than  thirty 
years  ago,  Dr.  Richard  Cabot  cited  an  illus- 
trative case  to  a group  of  us  who  were  students 
at  the  Massachusetts  General  Hospital.  A 
neurotic  young  woman  came  to  the  dispensary 
claiming  that  she  had  a frog  in  her  stomach. 
The  diagnostic  study  showed  nothing  physically 
wrong.  Perhaps  pressed  for  time,  lazy,  or  pos- 
sibly mistrustful  of  his  therapeutic  ability,  the 
physician  on  duty  prescribed  methylene  blue. 


indicating  that  the  medicine  would  dissolve  the 
amphibian.  He  told  the  lady  proof  of  the  suc- 
cessful action  of  the  drug  would  be  visible  to 
her — she  would  void  green  urine.  She  did  and 
was  convinced!  But  the  therapeutic  triumph 
had  only  a brief  day.  Within  a short  time 
the  patient  returned  more  distressed  than 
ever. 

“Doctor,  my  first  frog  was  a female — she  laid 
eggs  before  she  was  dissolved,  and  now  the 
tadpoles  make  me  feel  worse  than  their  mother 
did!”  Nor  could  she  be  convinced  that  her 
first  gastric  tenant  was  a male! — Austrian, 
Charles  R.,  M.D.:  New  England  J.  Med.  223: 
699  (October  31)  1940,  quoted  in  North  Carolina 
Medical  Journal 
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Books 

Books  for  review  should  be  sent£to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

REVIEWED 


Biological  Aspects  of  Infectious  Disease.  By 

F.  M.  Burnet,  M.D.  Octavo  of  310  pages,  illus- 
trated. New  York,  The  Macmillan  Company, 
1940.  Cloth. 

In  this  book  the  author  presents  a general 
survey  of  infectious  disease  and  of  the  agents 
that  cause  it,  as  well  as  the  defenses  that  the 
body  has  developed  to  combat  it.  His  approach 
to  the  problem  is  from  the  broad  point  of  view  of 
the  biologist  trained  to  see  the  “ecologic” 
problems  involved  and,  in  particular,  the  im- 
portance of  consideration  of  the  nature  and  ac- 
tivities of  pathogenic  microorganisms  as  they 
fit  into  the  scheme  of  living  things. 

The  tremendous  research  activity  that  has 
followed  Pasteur’s  revolutionary  discovery  of 
the  germ  theory  of  infectious  diseases  has  been 
naturally  directed  to  the  solution  of  the  etiology 
and  specific  prevention  and  therapy  of  these 
morbid  entities.  Until  recently,  the  possibilities 
of  a more  broad  biologic  approach  have  been  less 
explored.  Yet  none  will  be  apt  to  question  the 
value  of  the  point  of  view  that  sees  infectious 
disease  as  a product  of  the  struggle  between  man 
and  microorganism  of  the  “same  order  as  many 
other  types  of  competition  between  species  in 
nature”  and,  thus,  a “manifestation  of  the  inter- 
action of  living  things.”  Like  every  other  living 
organism,  pathogenic  bacteria  thrive  at  the  ex- 
pense of  other  forms  of  life.  In  the  search  for 
food  on  which  to  multiply,  every  nook  and  corner 
of  the  earth  that  can  be  exploited  for  a livelihood 
is  filled.  The  host  parasitic  relationships  thus 
established  have  far-reaching  importance  and 
significance,  and  the  laws  that  govern  them  are 
yet  most  incompletely  understood.  While  it 
appears  evident  that  a balance  or  equilibrium  has 
been  developed  over  centuries,  concerning  this 
we  have  little  information  as  yet. 

The  book,  therefore,  is  a stimulating  treatise 
and  one  that  should  appeal  to  a wide  variety  of 
readers. 

Joseph  C.  Regan 

Textbook  of  Medicine.  By  Various  Authors. 
Edited  by  J.  J.  Conybeare,  D.  M.  Oxon.  Fifth 
edition.  Octavo  of  1,131  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1940. 
Cloth,  $7.50. 

This  edition  follows  the  plan  of  previous  ones. 
It  covers  a large  field  including  venereal  diseases, 
diseases  of  infants,  psychologic  medicine,  and 
common  diseases  of  the  skin.  There  is  also  a 
brief  appendix  on  “Examination  for  Life  As- 
surance.” 

An  article  on  “Congenital  Cystic  Disease  of 
the  Lung”  has  been  added,  also  one  on  “Hernia- 
tion of  the  Nucleus  Polyposus,”  and  the  sec- 
tion on  “Diseases  of  the  Alimentary  Tract” 
has  been  considerably  revised. 

As  now  seems  necessary,  many  authors  have 
contributed  to  this  book  which  is  recognized  as 
one  of  the  standard  works. 

W.  E.  McCollom 


Manual  of  Physical  Diagnosis  with  Special 
Consideration  of  the  Heart  and  Lungs.  By 

Maurice  Lewison,  M.D.,  and  Ellis  B.  Freilich, 
M.D.  Octavo  of  317  pages,  illustrated.  Chi- 
cago, The  Year  Book  Publishers,  Inc.  1941. 
Cloth,  $3.00. 

This  new  manual  of  physical  diagnosis  is  a 
highly  satisfactory  introduction  to  this  important 
art.  It  is  concise,  complete,  and  well  written, 
and  its  extremely  reasonable  price  will  commend 
it  to  medical  students.  Nothing  important  is 
omitted  which  may  be  found  in  larger  volumes 
covering  the  same  material.  A special  word  of 
praise  should  be  given  to  the  authors  for  avoid- 
ing the  temptation  to  add  extraneous  material 
properly  belonging  in  works  on  laboratory 
diagnosis.  This  often  clutters  up  manuals  of 
physical  diagnosis  adding  unnecessarily  to  cost 
and  bulk.  There  are  75  illustrations;  all  with 
the  exception  of  Fig.  59  are  well  chosen  and 
well  printed. 

Milton  Plotz 

The  Periodicity  and  Cause  of  Cancer,  Leu- 
kaemia and  Allied  Tumors.  With  Chapters  on 
Their  Treatment.  By  J.  H.  Douglas  Webster, 
M.D.  Octavo  of  178  pages.  Baltimore,  Wil- 
liams & Wilkins  Company,  1940.  Cloth,  $3.50. 

Contrary  to  the  popular  opinion  that  the  usual 
course  of  neoplastic  tumors  is  a steady  progres- 
sive one,  the  author  offers  evidence  of  alterna- 
tions of  active  and  quiescent  phases  in  tumors 
that  assume  a periodicity — a time  pattern.  He 
believes  this  to  be  a fundamental  and  intrinsic 
characteristic  of  neoplastic  tissue  which  is 
evident  in  both  primary  and  recurrent  tumors. 

A statistical  analysis  of  820  cases  shows  this 
characteristic  in  96  per  cent.  Clinical  examples 
are  presented  in  a clear  outline  form. 

The  second  part  of  the  book  discusses  the 
theories  of  cancer  and  the  physical,  biologic,  and 
pathologic  basis  of  periodicity.  The  author 
offers  this  as  proof  of  the  virus  theory  for  cancer. 

Harry  Mandelbaum 

Plague  On  Us.  By  Geddes  Smith.  Octavo  of 
365  pages,  illustrated.  New  York,  The  Com- 
monwealth Fund,  1941.  Cloth,  $3.00. 

This  is  a text  for  the  layman  in  which  some 
facts  and  theories  about  communicable  disease 
are  presented  and  discussed  in  an  interesting- 
manner. 

Clinical  diseases  are  presented  with  a short 
historical  summary  and  brought  up  to  date  in 
such  a way  as  to  stress  their  exact  nature. 
Throughout  the  book  the  importance  and  the 
role  of  causative  organisms,  the  host,  and  the 
environment  are  stressed,  and  the  necessity 
for  minute  investigation  and  research  for  the 
final  solution  of  some  of  the  problems  involved  is 
emphasized. 

The  text  is  written  in  good  style,  it  is  easy 
reading,  and  its  350  pages  will  be  found  extremely 
interesting. 

E.  R.  Marzullo 
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Bone  Graft  Surgery  in  Disease,  Injury,  and 
Deformity.  By  Fred  H.  Albee,  M.D.  Octavo 
of  403  pages,  illustrated.  New  York,  D.  Apple- 
ton-Century  Company,  1940.  Cloth,  $7.50. 

In  this  book  the  wide  scope  of  bone  graft 
surgery  is  presented  by  a pioneer  in  this  field. 
The  principles  of  bone  grafting  and  its  applica- 
tion to  disease,  trauma,  and  deformity  is  fully 
covered.  The  text  is  amply  and  adequately 
supplemented  with  roentgenograms  of  the  various 
autogenous  bone  grafting  procedures  and  with 
numerous  excellent  diagrams  illustrating  the 
author’s  ingenious  methods  of  preparing  and 
applying  the  various  types  of  bone  grafts  to 
pathologic  conditions.  Throughout  the  text  the 
author’s  operative  technic  for  the  bone  grafting 
operations  is  clearly  described.  His  arguments 
in  favor  of  the  use  of  the  bone  graft  in  its  many 
indications  and  of  the  superiority  of  the  tibial 
graft  are  clearly  and  convincingly  presented. 
Although  one  might  take  exception  to  the  use  of 
the  bone  graft  as  a means  of  expediting  rehabili- 
tation in  fresh  fractures  of  the  spine,  the  opinions 
in  general  expressed  by  the  author  throughout 
the  book  are  sound  and  have  stood  the  test  of 
time.  The  book  is  divided  into  nine  chapters, 
covering  comprehensively  the  general  principles 
of  bone  grafting,  armamentarium  of  the  ortho- 
pedic surgeon,  spine  fusion,  bone  graft  surgery 
of  the  hip  joint,  bone  graft  surgery  of  ununited 
fractures,  bone  graft  surgery  for  replacement  of 
bone,  plastic  bone  graft  surgery,  arthrodesing 
bone  graft  operations,  and  bone  block  operations. 
The  chapters  on  the  general  principles  of  bone 
grafting  and  bone  graft  surgery  of  ununited 
fractures  are  exceptionally  interesting  and  il- 
luminating. It  is  a complete  treatise  on  the 
bone  grafting  phase  of  orthopedic  surgery  and 
is  written  by  a surgeon  who  has  not  only  pio- 
neered in  this  type  of  work  but  has  developed 
it  to  its  present  stage  of  perfection  through 
years  of  experience.  The  book  is  a tribute  to 
the  author  and  is  an  indispensable  addition  to 
the  library  of  the  othopedist. 

L.  Gaston  Papae 

Roentgen  Interpretation.  By  George  W. 
Holmes,  M.D.,  and  Howard  E.  Ruggles,  M.D. 
Sixth  edition.  Octavo  of  364  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1941.  Cloth, 
$5.00. 

This  is  the  sixth  edition  of  a text  book  on  x-ray 
diagnosis.  The  great  demand  for  the  previous 
editions  indicates  the  popularity  of  this  work 
over  a period  of  years,  and  this,  the  latest  edition, 
offers  all  of  the  past  contents  and  many  new 
features.  Dr.  George  W.  Holmes,  one  of  our 
most  outstanding  American  radiologists,  has  kept 
the  book  up  to  date  since  the  untimely  death  of 
its  co-author,  Dr.  Howard  E.  Ruggles. 

The  subject  matter  is  comprehensive,  and  all 
branches  of  the  specialty  are  included.  To  com- 
pensate for  thoroughness  of  detail,  which  can 
scarcely  be  anticipated  in  a book  of  355  pages, 
there  is  an  excellent  bibliography  at  the  end  of 
each  chapter  to  which  the  student  may  refer 
for  further  information. 

The  general  plan  of  presentation  remains  the 
same  as  heretofore,  and  the  eleven  chapters  of 
the  first  edition  still  appear,  chapters  having  been 
altered  as  additional  knowledge  has  come  to 
light. 


Medical  diagnosis  of  today  is  considerably 
handicapped  without  modern  x-ray  studies,  so 
that  any  student  or  practitioner  who  would 
acquaint  himself  with  the  general  value  of 
roentgenology  would  do  well  to  digest  thoroughly 
the  subject  matter  of  this  book. 

Milton  G.  Wasch 

Spermatozoa  and  Sterility:  A Clinical  Man- 
ual. By  Abner  I.  Weisman,  M.D.  Octavo  of 
314  pages,  illustrated.  New  York,  Paul  B. 
Hoeber,  Inc.,  1941.  Cloth,  $5.50. 

Dr.  Dickinson  in  the  foreword  to  this  volume 
epitomizes  the  raison  d’etre  for  a text  such  as  this 
when  he  states:  “No  change  in  the  medical- 

social  field  has  been  more  rapid  than  the  recent 
allotment  of  a large  share  in  sterile  mating  to 
the  male  partner.”  The  author  throughout  the 
text  has  evaluated  the  role  of  the  male  in  the 
barren  marriage. 

Dr.  Weisman  clearly  discusses  and  evaluates 
the  various  constituents  of  the  seminal  fluid, 
its  physical  and  chemical  properties,  the  methods 
of  analysis,  and  the  interpretation  of  the  mor- 
phology of  the  sperm  population. 

The  text  is  easily  read,  precise,  and  well 
illustrated.  Although  intended  primarily  for  the 
general  practitioner,  some  of  the  author’s 
technics  in  spermatozoa  study,  particularly  that 
of  the  aspiration  method  for  the  recovery  of 
spermatozoa  from  within  the  uterus  or  fallopian 
tubes  and  artificial  insemination,  can  hardly  be 
recommended  as  procedures  for  the  “family 
physician.” 

The  discussion  of  the  female  factor  in  the 
problem  of  sterility  is  concise,  clear,  and  ample 
for  a volume  such  as  this  is  intended. 

There  seems,  however,  to  be  a paucity  of  the 
author’s  clinical  experience  and  results  with  the 
various  endocrine  products  as  well  as  with  ar- 
tificial insemination.  The  bibliography  of  the 
relevant  literature  is  up  to  date  and  unusually 
complete.  The  book  is  well  recommended  to  ail 
who  are  interested  in  the  problem  of  human 
reproduction. 

Samuel  L.  Siegler 

Lipidoses:  Diseases  of  the  Cellular  Lipid 

Metabolism.  By  Siegfried  J.  Thannhauser, 
M.D.  Edited  by  Henry  A.  Christian,  M.D. 
Octavo  of  370  pages,  illustrated.  New  York, 
Oxford  University  Press,  1940.  Cloth,  $6.00. 

Here  is  a sound  authoritative  volume  on  that 
complicated  group  of  diseases  involving  cellular 
lipid  metabolism.  The  author  has  the  happy 
faculty  of  clear  expression  and  exposition,  and  his 
material  is  arranged  in  an  orderly  fashion.  He  has 
done  much  original  work  on  the  chemistry  of 
the  lipids  which  is  included  in  the  first  chapter. 
Schuller-Christian’s  disease,  Gaucher’s  disease, 
and  the  Niemann-Pick’  syndrome  are  well  de- 
scribed and  brought  up  to  date  in  relation  to  the 
newer  knowledge  in  cellular  lipid  metabolism. 
The  reviewer  does  not  hesitate  to  recommend 
this  volume  not  only  for  its  general  interest  to 
internists  but  also  because  of  its  great  value  as 
a book  of  reference. 

Edwin  P.  Maynard,  Jr. 

Criminal  Youth  and  the  Borstal  System.  By 

William  Healy,  M.D.,  and  Benedict  S.  Alper. 
Octavo  of  251  pages.  New  York,  The  Com- 
monwealth Fund,  1941.  Cloth,  $1.50. 
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This  book  is  a timely  one  because  there  is  a 
growing  realization  that  our  present  methods 
of  treating  young  criminal  offenders  are  not 
adequate.  The  authors  present  the  Borstal 
System  as  the  best  method  of  rehabilitating 
young  people  who  have  come  in  conflict  with  the 
law. 

The  system  itself  has  been  worked  out  in 
Borstal,  England,  and  is  considered  by  many 
criminologists  the  best  method  of  dealing  with 
youthful  offenders.  The  organization,  person- 
nel, and  the  day-by-day  life  in  various  Borstal 
institutions  is  effectively  portrayed  by  the  auth- 
ors, so  that  one  may  contrast  the  methods  used 
there  with  those  in  our  own  penal  institutions. 
The  Borstal  System  is  considered  more  humane 
and  corrective  and  is  said  to  lower  the  incidence 
of  readmissions  to  penal  institutions. 

The  book  is  an  excellent  exposition  of  the  treat- 
ment of  juvenile  delinquents  and  deserves  the 
careful  attention  of  all  who  are  associated  with 
this  type  of  work.  It  is  to  be  particularly  rec- 
ommended to  sociologists,  psychiatrists,  and 
criminologists. 

Joseph  L.  Abramson 

The  Medical  Clinics  of  North  America.  May, 
1941.  Volume  25,  Number  3.  (New  York 
Number.)  Octavo.  Illustrated.  Philadelphia, 
W.  B.  Saunders  Co.,  1941.  (Six  numbers  a 
year.)  Cloth,  $16  net;  paper,  $12  net. 

A number  of  helpful  articles  appear  again  in 
this  latest  number  of  the  Medical  Clinics  of 
North  America . Robert  Frank  discusses  hor- 
monology  critically;  Studdiford  has  a good 
paper  on  puerperal  sepsis.  There  is  a fine  re- 
view of  psychiatry  by  Lichtenstein  and  a useful 
note  on  therapy  by  Wortis.  There  are,  in 
addition,  several  fine  papers  on  practical  endo- 
crine subjects. 

Andrew’  M.  Babey 

Natural  Resistance  and  Clinical  Medicine. 

By  David  Perla,  M.D.,  and  Jessie  Marmorston, 
M.D.  Quarto  of  1,344  pages.  Boston,  Little, 
Brown  and  Company,  1941.  Cloth,  $10. 

This  is  an  admirable  and  unique  w ork  crammed 
full  of  a wealth  of  knowledge  dealing  with  the 
subject  under  consideration.  Based  on  the  re- 
sults described  in  more  than  5,000  contributions 
to  scientific  literature  and  the  combined  re- 
searches of  the  authors,  it  embodies  a broad 
survey  of  resistance  and  its  relation  to  medicine. 
The  completeness  of  its  scope  is  manifested  by  a 
glance  through  its  table  of  contents,  wdiich  in- 
cludes phases,  such  as  heredity;  age;  sex;  role 
of  endocrine  glands;  humoral  and  cellular  mech- 
anisms; liver,  body  surfaces,  and  nervous 
systems;  diet;  certain  depression  states,  and 
climates  in  their  relationships  to  resistance.  The 
final  section  deals  with  the  clinical  aspects  of 
resistance. 

In  each  section  the  theme  is  treated  systemati- 
cally and  scientifically,  with  detailed  and  full 
citations  of  the  literature.  A mass  of  pertinent 
facts  of  work  gathered  in  comparative  research 
from  plant  life,  as  well  as  from  innumerable 
species  of  the  animal  kingdoms,  thus  has  been 
made  available  in  compact  form.  These  have 
been  arranged  so  that  the  reader  gradually 
arrives  at  a summation  in  which  the  authors’ 
conclusions  and  the  application  of  them  have 


been  clearly  and  lucidly  presented.  Each 
chapter  is  finished  with  a summary  and  bibliog- 
raphy. The  text  is  supplemented  by  many 
graphs  and  tables,  but  strangely  enough  no 
illustrations  adorn  the  text.  It  would  be  im- 
possible to  review  this  monumental  treatise  in 
its  entirety,  since  the  subject  matter  covers  so 
vast  a domain.  It  shows  the  earmarks  of  pains- 
taking and  careful  research  both  in  the  labora- 
tory and  in  the  library.  Neither  the  progressive 
physician  nor  the  scientist  in  the  laboratory,  be 
he  a physician  or  lay  individual,  can  afford  to 
be  without  this  work,  since  it  touches  in  every 
phase  of  medical  progress  all  the  fields  that  deal 
with  resistance  to  disease  and  the  maintenance 
of  health  and  life  itself.  It  is  a worthy  monu- 
ment by  an  indefatigable  worker  who  sacrificed 
himself  for  humanity,  and  by  his  helpmeet  wTho 
was  a partner  with  him  in  this  full  contribution 
to  our  knowledge. 

Max  Lederer 

Clinical  Pellagra.  By  Seale  Harris,  M.D. 
Quarto  of  494  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1941.  Cloth,  $7.00. 

In  the  pages  of  this  volume  will  be  found  a 
great  deal  of  useful  information  about  pellagra. 
The  early  works  are  faithfully  recorded  and 
generous  credit  is  given  to  the  pioneer  students 
in  England  and  Italy  w ho  described  the  disease 
at  least  seventy-five  years  before  the  first  cases 
were  recognized  in  the  United  States.  It  was  not 
until  1910  that  the  disease  had  become  a serious 
problem  in  the  south.  The  earlier  theories  as 
to  the  cause  of  the  disease  are  gone  into  in  detail, 
so  much  that  some  of  the  material  becomes  repe- 
titious. The  reader  also  gains  the  impression, 
perhaps  erroneously,  that  the  book  reflects  some 
of  the  rivalries,  personal  and  sectional,  that 
arose  during  the  search  for  the  cause  and  cure  of 
pellagra.  All  this  makes  the  volume  longer 
than  it  need  be.  Nevertheless,  the  student  and 
practitioner  can  find  what  he  wants  about  the 
present  state  of  our  knowledge  with  specific 
directions  as  to  the  treatment  of  this  disease. 
The  working  bibliography  at  the  end  of  the  book 
should  prove  useful. 

Edwin  P.  Maynard,  Jr. 

Introduction  to  Psychobiology  and  Psychiatry. 

A Textbook  for  Nurses.  By  Esther  L.  Richards, 
M.D.  Octavo  of  357  pages.  St.  Louis,  C.  V. 
Mosby  Company,  1941.  Cloth,  $2.50. 

This  book  is  primarily  intended  as  a textbook 
for  nurses.  As  such,  it  misses  the  mark,  since 
we  doubt  that  the  average  nurse  without  any 
preliminary  knowledge  of  psychiatry  will  be 
able  to  follow’  intelligently  the  author’s  exposi- 
tion. The  author,  wLo  is  a disciple  of  Dr.  Adolf 
Meyer,  presents  the  material  from  the  stand- 
point of  the  psychobiologic  concepts  of  Dr. 
Meyer  and  stresses  the  need  for  personality 
studies.  The  questionnaire  method  evolved  by 
Dr.  Meyer  is  used  to  help  the  nurse  determine 
her  qualifications  for  nursing. 

The  author  is  inclined  to  be  verbose,  but  the 
material  has  been  w^ell  presented.  The  book 
is  better  suited  for  the  general  practitioner  w’ho 
desires  to  learn  something  of  psychiatry  and 
psychobiology  than  for  the  average  nurse. 

Joseph  L.  Abramson 

[Continued  on  page  1688] 
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THE  NATURAL  MINERAL  WATERS  OF  SARATOGA  SPA  ARE 


OWNED  AND  BOTTLED  BY 


THE  STATE  OF  NEW  YORK 


Analysis  of  the  Three  Waters 

Coesa 
Water 

33.30 
46.43 
714.80 

4.233.14 
13.90 

1.3o 
N one 
Trace 
T race 
Trace 

1.331.15 
2,519.74 

.25.00 
Trace 
5.86 
1,186.57 
6.37 

12.80 

Total  7,284.00  15.808.30  10,130.48 

Look  for  the  Seal  of  The  State  of  New  York  on  ev- 
ery bottle  of  the  genuine  waters  of  Saratoga  Spa. 


(MINERAL  PARTS  PER 

MILLON ) 

Hypothetical 

Geyser  Hathorn 

Combinations 

Water 

Water 

Ammon,  chloricl 

48.25 

59.10 

Lithium  chlorid 

21.07 

64.49 

Potass,  chlorid 

361.91 

789.54 

Sodium  chlorid 

2.010.48 

8.594.84 

Potass,  bromid 

9.23 

160.00 

Potass,  iodid 

1.10 

4.80 

Sodium  sulphate 

None 

None 

Sod.  metaborate 

Trace 

None 

Sodium  nitrate 

Trace 

Trace 

Sodium  nitrite 

Trace 

Trace' 

Sodium  bicarb. 

2,213.78 

424.71 

Calcium  bicarb. 

1.829.14 

3,380.8-1 

Barium  bicarb. 

16.67 

25.65 

Strontium  bicarb. 

Trace 

Trace 

Ferrous  bicarb. 

9.94 

40.07 

Magnes.  bicarb. 

753.89 

2,244.88 

Alumina 

7.14 

4.98 

Silica 

19.40 

14.40 

SARATOGA  SPA 
GEYSER  WATER 


Stimulate  the  Secretory  Action 
of  the  Stomach 

The  medicinal  Waters  of  Saratoga  Spa,  by  reason  of  their  natural 
carbonation,  are  stimulating  to  the  mucous  membranes  of  the  upper 
gastrointestinal  tract. 

Of  the  three  Spa  Waters,  bottled  by  the  State,  Saratoga  Geyser  — the 
alkaline-saline  — is  first  in  consideration  for  the  above-mentioned 
purpose.  It  is  bland,  exceptionally  palatable,  yet  richly  mineralized. 
Its  natural  supersaturation  with  CO2  makes  it  an  appetizing  and 
refreshing  beverage. 

Geyser  Water  is  indicated  for  conditions  where  the  physician  desires 
to  fortify  the  alkaline  reserve,  and  to  stimulate  the  secretory  activity 
of  the  stomach.  Patients  with  poor  appetites  and  many  in  the 
rheumatic  group  are  included  here. 

Geyser  and  the  other  Spa  Waters  for  internal  use  are 
discussed  in  Spa  Publication  No.  9 — of  which  a copy 
will  be  sent  gladly,  on  request.  For  clinical  trial  a 
4-bottle  Physician’s  Sample  assortment  will  also  be 
sent  if  you  wish.  Write,  on  your  professional  letter- 
head, to  W.  S.  McClellan,  M.D.,  Medical  Director, 
Dept.  155,  Saratoga  Spa,  Saratoga  Springs,  N.  Y. 


THE  BOTTLED  WATERS  OF 

SiUBiia*©©!! 

am 
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[Continued  from  page  1686] 

From  Thirty  Years  with  Freud.  By  Theodor 
Reik.  Translated  by  Richard  Winston.  Oc- 
tavo of  241  pages.  New  York,  Farrar  & Rine- 
hart, Inc.,  1940.  Cloth,  $2.50. 

The  author  is  well  qualified  to  write  about 
Freud  and  his  work  since  he  was  associated  with 
Freud  for  thirty  years.  Because  of  this  he 
brings  to  us  many  intimate  facts  about  the 
founder  of  psychoanalysis. 

The  first  part  of  the  book  deals  with  Freud 
and  his  followers.  This  and  the  preface  afford 
us  many  details  of  Freud’s  life  which  have  not 
generally  been  known. 

For  the  common  reader  this  portion  of  the 
book  will  be  most  interesting,  especially  when 
the  author  gives  some  intimate  anecdote  of 
Freud,  and  presents  him  as  a warm,  likeable 
human  being,  rather  than  merely  a name. 

The  latter  part  of  the  book  deals  with  Freud 
as  a critic  of  our  culture.  Here  is  included 
psychoanalytic  interpretations,  which  are  rather 
difficult  to  follow  except  for  those  versed  in 
psychoanalysis.  Further,  when  the  author  finds 
it  necessary  to  come  to  the  defense  of  psycho- 
analysis and  indulges  in  psychoanalytic  termin- 
ology, the  book  will  be  found  rather  dull  by  the 
average  reader.  However,  the  psychoanalyst 
and  the  psychiatrist  will  undoubtedly  find  much 
of  value  in  the  discussions  by  the  author.  This 
is  especially  so  because  there  is  included  an 
unknown  lecture  of  Freud’s. 

One  wishes  that  the  author  had  included 
more  information  concerning  his  personal  con- 
tacts with  Freud,  so  that  we  might  have  a more 
complete  record  of  an  individual  who  is  almost 
legendary  and  who  has  been  a source  of  so  much 
controversy  in  the  psychologic  world.  Lay 
people,  as  well  as  medical  men,  would  enjoy 
knowing  more  of  Freud  as  a man.  On  the 
whole,  however,  the  book  adds  something  to 
our  knowledge  of  Freud,  though  his  complete 
biography  remains  yet  to  be  written. 

J.  L.  Abramson 

Anus,  Rectum,  Sigmoid  Colon:  Diagnosis 

and  Treatment.  Second  edition.  By  Harry  E. 
Bacon,  M.D.  Octavo  of  857  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1941. 
Cloth,  $8.50. 

Seventeen  months  after  its  first  printing,  this 
book  is  in  its  second  edition.  The  literature 
has  been  covered  most  thoroughly  as  evidenced 
by  the  voluminous  bibliography  which  is  ap- 
pended at  the  end  of  each  of  the  twenty-four 
chapters.  Although  different  views  and  meth- 
ods are  outlined  for  various  disorders  the  author 
indicates  his  choice  and  the  reason  for  so  doing, 
and  he  concludes  practically  every  chapter  with 
a summary  of  treatment. 

New  illustrations  have  been  incorporated  in 
the  present  edition,  and  some  of  the  older  ones 
have  been  replaced  by  new  figures.  In  addition 
to  that,  new  material  has  been  added,  such  as 
Devine’s  defunctioning  colostomy  and  the  sulfa- 
nilamide treatment  of  chronic  ulcerative  proc- 
tosigmoiditis and  in  the  sequela  of  lympho- 
granuloma venereum. 

Although  the  author  employs  the  term  “lym- 
phogranuloma venereum”  in  the  preface  to  the 
second  edition,  it  does  not  appear  in  the  index — 
the  term  “lymphopathia  venereum”  is  used  in- 


stead. This  will  undoubtedly  be  remedied  in  a 
later  edition. 

As  the  present  reviewer  stated  in  his  review  of 
the  first  edition:  “An  awakening  to  the  realiza- 
tion of  the  magnitude  of  the  subject  of  proc- 
tology is  in  store  for  those  who  acquire  this  book. 
It  should  prove  of  inestimable  value  to  anyone 
interested  in  the  subject  of  proctology.” 

A.  W.  Martin  Marino 

Practical  Neurological  Diagnosis  with  Special 
Reference  to  the  Problems  of  Neurosurgery. 

Second  edition.  By  R.  Glen  Spurling,  M.D. 
Octavo  of  239  pages,  illustrated.  Springfield, 
Charles  C.  Thomas,  1940.  Cloth,  $4.00. 

The  first  edition  was  well  received.  In  his 
second  edition  Dr.  Spurling  has  adhered  to  the 
aim  of  his  first  work,  viz.,  “to  present  a simple 
account  of  the  principles  of  neurological  diag- 
nosis.” 

The  subject  matter  is  presented  in  simple, 
clear,  concise  fashion.  Obscurity  of  statement 
is  avoided  by  the  orderly,  logical,  if  somewhat 
dogmatic,  method  of  statement.  Emphasis  is 
placed  on  the  physical  examination.  Above  all, 
the  proper  manner  of  eliciting  findings  is  stressed, 
and  a detailed  description  of  how  each  test 
should  be  performed  is  given.  The  early  stu- 
dent and  general  practitioner  of  medicine  will  be 
delighted  with  this  small  compact  volume. 

Harold  R.  Merwarth 

The  1940  Year  Book  of  Pathology  and  Immu- 
nology. Pathology  edited  by  Howard  T.  Kars- 
ner,  M.D.,  and  Immunology  edited  by  Sanford 
B.  Hooker,  M.D.  Duodecimo  of  688  pages, 
illustrated.  Chicago,  The  Year  Book  Publishers, 
1940.  Cloth,  $3.00. 

This  is  the  most  recent  of  the  Practical  Medi- 
cine Year  Book  Series,  being  the  first  attempt 
at  publication  dealing  with  these  two  subjects. 
The  field  of  pathology  is  ably  reviewed  by  Dr. 
Howard  T.  Karsner,  professor  of  pathology, 
Western  Reserve  University,  Cleveland,  and 
that  of  immunology  by  Dr.  Sanford  B.  Hooker, 
rofessor  of  immunology,  Boston  University 
chool  of  Medicine. 

This  volume  follows  the  same  general  form  of 
the  current  series.  It  meets  the  need  of  the 
laboratory  physician,  who  will  welcome  the  terse 
but  comprehensive  reviews  of  both  compilers, 
as  well  as  the  needs  of  the  various  specialists 
who  in  the  course  of  their  medical  contacts  feel 
the  necessity  for  an  up-to-the-minute  review  of 
advances  being  made  in  laboratory  fields.  For 
both  these  reasons  the  volume  possesses  prac- 
tical, as  well  as  educational,  value  to  every 
physician. 

One  pleasant  feature  of  this  issue,  which  sets 
it  apart  from  any  other  abstracted  or  condensed 
review,  lies  in  the  comments  of  the  editors  in 
the  form  of  pertinent  and  critical  footnotes. 

The  section  on  pathology,  because  of  the 
nature  of  the  subject,  more  readily  lends  itself 
to  the  use  of  illustrative  material.  The  photo- 
graphs of  gross  and  microscopic  specimens  are 
unusually  faithful  reproductions. 

The  volume  can  be  highly  recommended  to 
a prominent  place  in  the  doctor’s  bookshelf  of 
current  reviews. 

Theodore  S.  Curphey 

[Continued  on  page  1690] 
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Sxv  ‘Socialized  Treatments 


Hospitals 

Institutions  of 


VISITING  DAY  FOR  PHYSICIANS 


Sanitariums  have  been  in  existence  for  so  many  years 
t!  that  it  is  to  be  expected  that  private  practitioners  may 
> well  take  them  for  granted.  True,  many  physicians 
perhaps  have  during  the  earlier  years  of  their  careers, 
visited  one  of  these  institutions  to  see  what  one  was  like. 
They  may  have  done  so  with  a purpose  in  mind  and  an 
anticipation  of  having  to  refer  a patient  to  some  Sam- 
i' tarium  some  future  day. 

But  times  have  changed  and  with  them,  so  have  the 
! sanitariums.  The  sanitarium  of  1910,  1920  or  even  1930 
- is  as  incomparable  with  our  modem  institution  as  a 
vehicle  of  today  is  with  the  vintage  cars  of  two  or  three 
decades  back. 

The  sanitarium  that  our  more  mature  physicians  may 
remember  inspecting  when  their  futures  were  still  an 
r enigma,  would  hardly  be  the  place  they  would  send 
; patients  today  had  it  not  kept  pace  with  the  progress  of 
i treatment. 

The  improvements  in  methods  of  receiving  patients, 
treating  them  and  caring  for  them  in  every  way  to  com- 
plete the  work  of  the  family  physician  are  interesting  as 
well  as  practical  from  the  standpoint  of  modem  medicine. 


Young  physicians,  too,  would  gain  a lot  of  invaluable 
information  about  sanitariums  if  they  would  take  a little 
time  out  to  study  personally  the  several  types  of  insti- 
tutions that  can  be  of  service  to  them  and  their  patients. 

Of  course,  you  do  not  personally  analyze  every  brand 
of  medicine  you  prescribe,  so  it  might  seem  a little  in- 
consistent to  do  that  very  thing  in  the  matter  of  places 
where  a convalescent  or  a chronic  might  be  sent.  In  the 
medicine,  however,  you  know  it  has  all  the  ingredients 
required  to  treat  the  particular  illness  of  your  patient. 
In  sanitariums  there  are  many  “ingredients”  that  you 
are  sure  of  as  well,  yet  you  would  find  many  more  things 
to  impress  you  and  instill  confidence  if  you  could  see 
them  in  actual  operation. 

There  is  a visiting  day  for  you  at  any  accredited  sani- 
tarium— any  day — and  the  staff  will  welcome  you  at 
any  time,  gladly,  to  show  you  their  institution  and  all  its 
recommendable  features. 

It  might  be  an  idea,  on  your  next  motor  trip  into  the 
country  to  look  up  one  of  the  Journal  advertisers  in  the 
sanitarium  section.  It  will  be  worth  the  half  an  hour 
or  so  that  you  squeeze  out  of  a brief  day  off. 


AN  OPEN 
INSTITUTION 

• 

AUTHORITATIVE 

INFORMATION 

ON  POST-MEDICAL 
ASSISTANCE  IN 
ALCOHOLISM 
ON  REQUEST 


THE  CHAS.  B.  TOWNS  HOSPITAL 

41  SUCCESSFUL  YEARS 

TREATING  DRUG  AND 
ALCOHOL  CASES 

EXCLUSIVELY 

293  Central  Park  West,  New  York,  N.  Y. 


CREST  VIEW  r 

SANITARIUM  GRE™WICH 

f For  Nervous,  Mildly  Mental,  Digestive  and  Cardiovascu- 
lar cases,  and  special  care  for  ELDERLY  PATIENTS. 

Suiet,  refined,  homelike.  25  miles  from  N.  Y.  City, 
oderate  rates. 

f.  st.  clair  hitchcock,  M.D.,  Director 
275  NORTH  MAPLE  AVE.,  GREENWICH,  CONN. 


DR.  R ARNES  SANITARIUM 
STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  4-1143 


THE  MAPLES  INC.,  OCEANSIDE, L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 
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Lectures  on  Diseases  of  Children.  By  Sir 
Robert  Hutchison,  M.D.,  and  Alan  Moncrieff, 
M.D.  Eighth  edition.  Octavo  of  471  pages, 
illustrated.  Baltimore,  Williams  and  Wilkins 
Co.,  1940.  Cloth,  $6.75. 

This  is  the  eighth  edition  of  a practical  and  an 
original  work  on  pediatrics.  It  contains  a col- 
lection of  lectures  on  various  diseases  and  condi- 
tions of  interest  to  all  who  handle  babies  and 
children  in  their  practice. 

The  chapters  on  rickets,  the  clinical  examina- 
tion of  the  child,  behavior  problems,  rheumatism, 
constipation,  and  tuberculosis,  deserve  special 
mention. 

In  a general  way  it  may  be  said  that  this  is 
the  work  of  two  men  who  must  have  had  a 
tremendous  amount  of  clinical  experience  with 
children.  However,  in  order  to  conserve  space 
and  in  the  attempt  to  keep  the  pages  down  to  a 
given  number,  in  order  to  make  this  book  com- 
pact while  at  the  same  time  mentioning  as  many 
disease  entities  as  possible,  the  authors  were 
forced  to  omit  the  necessary  detailed  information 
that  would  make  this  book  more  serviceable  to 
pediatricians  as  well  as  to  the  general  prac- 
titioner. 

Harry  Apfel 

The  Endocrine  Function  of  Iodine.  By  Wil- 
liam T.  Salter.  Octavo  of  351  pages,  illustrated. 
Cambridge,  Harvard  University  Press,  1941. 
Cloth,  $3.50. 

The  author  makes  a successful  effort  to  show 
that  iodine  is  a bridge  between  biochemistry  and 
endocrinology.  As  such,  he  formulates  a con- 
cept that  there  is  an  endocrine  balance  and  that 
some  hormones  are  either  stimulants  or  anti- 
dotes, thus  preserving  health  and  personality 
and  keeping  this  balance  well  poised.  Thi§  he 
arrives  at  by  a careful  study  of  the  iodine  content 
of  all  glands  and  their  interrelationship. 

The  book,  although  scientific  and  technical,  is 
written  in  popular  form.  The  newer  iodine 
studies  are  particularly  directed  toward  a dif- 
ferentiation between  inorganic  iodine  content 
and  the  thyroid  hormonal  iodine  content  in  the 
blood  and  tissues.  From  his  studies  he  con- 
cludes that  the  circulating  blood  iodine  content 
can  be  of  diagnostic  value  in  distinguishing- 
thyroid  disease  and  other  related  glandular  con- 
ditions. 

This  book  is  a valuable  addition  to  the  studies 
of  endocrine  and  metabolic  diseases  and  is 
highly  recommended  by  the  reviewer. 

Morris  Ant 

The  Mask  of  Sanity.  An  Attempt  to  Reinter- 
pret the  So-called  Psychopathic  Personality. 

By  Hervey  Cleckley,  M.D.  Octavo  of  298 
pages.  St.  Louis,  C.  V.  Mosby  Company,  1941. 
Cloth,  $3.00. 

The  book,  as  its  subtitle  implies,  is  an  at- 
tempt to  reinterpret  the  so-called  psychopathic 
personality.  While  considerable  progress  has 
been  made  in  understanding  the  nature  and 
causes  of  mental  disorders,  very  little  has  been 
discovered  that  would  enable  one  to  get  a clear- 
cut  idea  of  the  mechanisms  underlying  the  dis- 
order that  is  generally  called  constitutional 
psychopathic  inferiority.  The  law  does  not 
recognize  this  disorder  as  a disability  limiting 


legal  responsibilities  of  people  suffering  from  it. 
The  various  state  hospitals  cannot  keep  these 
people  against  their  will  because  they  are  not 
committable  in  the  usual  sense  of  the  term.  The 
result  is  one  of  a chaotic  condition  resulting  in 
disaster  to  themselves  and  untold  misery  and 
despair  to  their  families. 

The  author  presented  several  case  histories  in 
his  attempt  to  describe  these  persons  as  they 
actually  appear  in  life.  He  stresses  the  fact 
that  a mask  of  perfect  sanity  conceals  the  real 
inward  state  of  all  persons  so  disordered.  In 
view  of  the  lack  of  serious  attention  given  to  this 
large  number  of  mentally  sick  persons,  the  author 
calls  attention  to  the  fact  that  the  psychopath 
stands  today  as  the  forgotten  man  of  psychiatry. 

The  book  is  a splendid  presentation  of  the  sub- 
ject by  one  who  has  had  a large  experience  in 
psychiatry  and  who  has  given  special  attention 
to  the  psychopath.  It  is  written  in  a lucid  and 
arresting  style,  incisive  and  emphatic,  so  that 
when  one  begins  to  read  the  book  one  can  hardly 
let  go  of  it.  It  is  a positive  and  a most  valuable 
contribution  to  psychiatry.  The  author  de- 
serves credit  for  dealing  so  ably  with  such  a 
difficult  subject.  It  is  recommended  to  all 
psychiatrists,  sociologists,  social  workers,  judges, 
and  lawyers.  It  will  find  a wide  circulation 
among  all  intelligent  and  socially  minded  people. 

Irving  J.  Sands 

Germs  and  the  Man.  By  Justina  Hill. 
Octavo  of  461  pages.  New  York,  G.  P.  Put- 
nam’s Sons,  1940.  Cloth,  $3.75. 

It  is  no  easy  matter  to  explain  to  the  laity 
the  remarkable  discoveries  of  modern  medical 
science,  especially  in  such  highly  technical  fields 
as  those  of  bacteriology,  immunology,  and  physi- 
ology. The  author  of  this  interesting  book  has 
succeeded  remarkably  well  in  describing  not 
only  many  of  the  pathogenic  bacteria  and  their 
mode  of  action  in  the  human  host  but  also  the 
wonderfully  complex  mechanism  by  which  the 
body  defense  operates.  This  is  accompanied 
by  an  accurate  account  of  the  remedial  measures 
that  research  has  discovered,  both  for  prevention 
and  cure  While  the  book  primarily  concerns 
pathogenic  bacteria  and  not  viral  infections, 
there  are  included  also  appropriate  sections  on 
the  healing  of  wounds,  and  on  germicides,  disin- 
fectants, and  antiseptics. 

Historical  aspects  of  developments  in  our 
knowledge  in  all  these  important  special  fields 
are  emphasized,  and  properly  so,  and  attention 
is  drawn  to  the  parts  that  various  contributors 
have  played. 

The  subject  matter  is  well  selected  and  it  is 
quite  definitely  abreast  of  the  more  recent  work. 
Diligence  and  admirable  care  in  bibliographic 
research  are  in  constant  evidence,  and  this,  in 
conjunction  with  the  28  pages  of  bibliographic 
references,  is  a noteworthy  innovation,  which,  it 
is  to  be  hoped,  will  not  go  unnoticed. 

While  the  author  writes  in  an  informal  style, 
she  has  filled  her  book  with  instructive  and  useful 
information  explaining  technical  terms  in  non- 
technical language.  The  statistical  data  in- 
cluded is  of  recent  publication  and  well  illus- 
trates the  point  stressed.  The  many  quotations 
are  from  the  most  recognized  sources. 

This  is  a volume  that  should  not  be  read 
[Continued  on  page  1692] 
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ELM CREST  MANOR 

A PRIVATE  SANITARIUM  for  the  individual  care  and  treatment 
of  nervous,  mildly  mental  patients,  toxic  conditions  and  habit  prob- 
lems. Located  in  central  Connecticut,  limited  to  33  selected  patients. 
25  MARLBOROUGH  ST.,  PORTLAND,  CONN. 

Tel.:  MIDDLETOWN  881 

CARL  P.  WAGNER,  M.D.,  Pbjs.-in-Ch V.  GERARD  RYAN,  M.D.,  Associau 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates— Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


RIVERLAWN  SANITARIUM 

FOUNDED  1 893 


A conveniently  situated  Sanitarium  offering  complete  facilities  for 
the  treatment  and  care  of  MENTAL  AND  NERVOUS  CASES 
and  ALCOHOLIC  AND  DRUG  ADDICTIONS.  We  extend  full 
cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


A “CURE”  FOR  INSOMNIA? 


Perhaps  not  entirely  new,  but  new  on  its  larger  scale 
of  accommodations  and  availability  to  more  “regular” 
people  is  the  “Yacht  Cruise”  now  currently  popular. 

Described  as  healthful,  restful  and  interesting,  these 
attractive  inland  water  cruises  last  for  six  days,  starting 
every  Monday  morning  from  Stamford,  Connecticut, 
during  July,  August  and  September.  The  itinerary 
covers  a sail  on  the  sheltered  waters  of  Long  Island 
Sound,  along  the  coasts  of  Long  Island  and  New  Eng- 
land to  Port  Jefferson,  New  London,  Montauk,  Duck 
Island  Roads  and  back  to  Port  Jefferson  and  Stamford. 

A typical  day  includes: 

1.  Bathing  before  breakfast,  either  off  the  side  of 
the  yacht  or  on  the  beach  of  the  port. 

2.  Breakfast  with  plenty  to  eat  and  a reasonable 
I variety  of  “seafaring”  wholesome  foods. 

3.  Up-anchor  and  farewells  to  neighboring  yachts. 
Under  way  for  the  day’s  run. 

4.  Eleven  o’clock  cup  of  bouillon. 

5.  Noon,  heave  to  in  deep  water  for  expert  swim- 
mers to  take  a plunge  before  lunch. 

6.  Lunch. 

7.  Under  way  again,  with  an  opportunity  for  a nap 
in  the  cabin  or  a sunbath  on  the  forward  deck.  Trolling 
in  the  towed  life  boat  for  those  who  wish  to  see  how  many 
big  ones  can  get  away  from  them,  or  if  they  can  catch 
anything  that  will  appeal  to  their  own  appetite  and  that 
of  their  shipmates. 

8.  Four  o’clock  tea  and  cakes. 

9.  A round  of  bridge,  some  other  game,  or  a round- 
robin  for  membership  in  the  tall  story  club. 

10.  Supper  after  making  port. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physidan-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


11.  Independent  sightseeing  around  the  Yacht  Basin 
or  about  the  town. 

12.  A beach  fire  and  moonlight  beach  party  with  a 
hot  dog  and  marshmallow  roast.  Sandwiches  for  those 
who  are  still  hungry  before  turning  in. 

No,  it  is  not  possible  to  do  “a  mile  around  the  deck” 
on  these  yachts  but  there  is  good  elbow  room,  comfort- 
able and  roomy  “pullman”  berths.  Each  yacht  carries 
an  experienced  captain  and  stewardess,  and  accommodates 
from  four  to  eight  guests,  making  it  possible  for  a group 
of  friends  or  a family  to  have  virtually  a “private  yacht” 
for  a week’s  vacation. 

The  simplicity  and  ease  of  these  cruises  guarantee  a 
real  relaxing  vacation,  something  doctors  prescribe  but 
seldom  can  be  certain  that  the  patient  will  take.  Yet, 
there  is  sufficient  activity  to  assure  a healthful  tiring  of 
the  body  and  sound  restful  sleep. 

As  the  operators  of  these  cruises  say — “Insomnia  will 
not  be  a shipmate.” 

Your  travel  agent  or  travel  bureau  will  gladly  furnish 
complete  details.  The  cost  is  only  $60.00  for  the  entire 
cruise,  meals  and  berth  included  of  course. 


INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 

Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET—  HOMELIKE 

Write  for  Booklet  * 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HAll.*" 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf  or  motion  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderhilt  6-3732  Physician  in  Charge 
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lightly  and  then  laid  aside  and  forgotten.  It 
deserves  a place  as  a reference  source  for  the 
average  intelligent  reader. 

Joseph  C.  Regan 

Essentials  of  Dermatology.  By  Norman 
Tobias,  M.D.  Octavo  of  497  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1941.  Cloth, 
$4.75. 

Every  now  and  then  there  is  published  a book 
combining  all  the  elements  that,  when  taken  to- 
gether, seem  to  make  one  wish  it  were  of  one’s 
own  making.  Such  a book  is  Dr.  Tobias’  hand- 
book of  dermatology;  and  the  most  certain  way 
to  enjoy  it  is  to  possess  it,  since  it  contains  in 
the  most  comprehensive  manner  exactly  what  its 
title  calls  for — the  essentials  of  the  study  and 
practice  of  dermatology. 

Aside  from  containing  the  most  up-to-date 
knowledge  at  present  available  in  this  era  of  in- 
tensive advancement,  the  author  has  taken  great 
pains  to  cover  each  subject  with  sufficient  full- 
ness to  provide  the  reader  with  a complete 
working  knowledge  as  to  the  etiology,  pathology 
and  most  approved  methods  of  treatment. 
Under  the  title  of  “Herpes  Zoster,”  Dr.  Tobias 
has  given  well-deserved  credit  to  the  Ruggles 
treatment — the  intravenous  use  of  sodium 
iodide — first  suggested  by  Dr.  E.  Ruggles  of 
Rochester,  New  York,  in  the  March,  1931,  issue 
of  the  Archives  of  Dermatology  and  Syphilology. 

Especially  valuable  to  the  student  and  gen- 
eral practitioner  are  the  superb  photographic 
illustrations  which  mean  so  much  in  the  dif- 
ferentiation and  correct  diagnosis  of  diseases 
that  are  almost  entirely  objective  in  their 
symptomatology.  The  modern  classification  of 
diseases  is  helpful  to  the  student,  and  the  typog- 
raphy and  general  makeup  of  the  volume  is 
most  commendable. 

Nathan  Thomas  Beers 

An  Introduction  to  Pharmacology  and  Thera- 
peutics. By  J.  A.  Gunn,  M.D.  Sixth  edition. 
16mo.  of  242  pages.  New  York,  Oxford  Uni- 
versity Press,  1940.  Cloth. 

Gunn’s  well-written  introduction  to  pharma- 
cology herewith  enters  its  sixth  edition  and,  not- 
withstanding necessary  revision,  continues  to 
remain  a short,  reasonably  priced  volume.  It 
continues  to  serve  its  purpose  well.  It  is  not 
intended  as  a textbook  and  will  probably  find 
its  widest  usefulness  in  this  country  as  “a  book 
which  a student  can  read  in  the  vacation  before 
attending  lectures,”  as  Gunn  intended.  The 
fact  that  this  little  volume  is  written  by  an 
Englishman  should  not  deter  anyone  here  from 
purchasing  it,  since  U.  S.  P.  equivalents  are  all 
given  next  to  those  of  the  British  Pharma- 
copoeia. 

Milton  Plotz 

Schizophrenia  in  Childhood.  By  Charles 
Bradley,  M.D.  Octavo  of  152  pages.  New 
York,  The  Macmillan  Company,  1941.  Cloth, 
$2.50. 

The  author  is  medical  director  of  the  Emma 
Pendleton  Bradley  home.  In  this  book  he  has 
reviewed  the  subject  of  schizophrenia  in  children 
beginning  with  a historical  survey  of  the  litera- 
ture. Prior  to  1900,  little  if  anything  was 


written  concerning  schizophrenia  in  childhood. 
Until  1925  the  subject  was  discussed  in  kraepe- 
linian  terms,  which  were  applicable  to  adults  as 
well  as  children.  Since  then,  more  significant 
contributions  have  been  made  by  such  authors 
as  Meyer  and  Bleuler. 

Over  a period  of  eight  and  one-half  years  the 
author  has  observed  4 children  under  13  with 
definite  schizophrenic  psychoses  out  of  a total  of 
250  children  admitted  for  behavior  disorders. 

In  childhood,  schizophrenia  is  two  to  three 
times  more  common  in  boys  than  girls.  The 
diagnosis  has  been  made  in  patients  as  young  as 
2J2  to  4 years.  The  major  symptoms  are: 
diminished  interest  in  the  environment;  emo- 
tional disturbances;  symptoms  of  regression  to 
more  immature  and  simpler  levels  of  interest; 
alterations  of  motor  behavior;  speech  disturb- 
ances, disturbances  of  thinking — overt  behavior 
such  as  seclusiveness,  day  dreaming,  diminution 
in  number  of  personal  interests,  and  physical  in- 
activity; and  hallucinations  and  illusions. 

There  are  subsequent  chapters  on  the  etiology 
of  the  disease  which  is  still  unknown.  Electro- 
encephalography has  afforded  a new  approach 
in  laboratory  diagnosis  of  this  disease,  although 
no  specific  pattern  has  yet  been  evolved.  Psy- 
chologic studies  have  been  done  and  indicate 
a progressive  lowering  in  the  I.Q.,  with  better 
results  on  tests  of  speed  than  those  of  accuracy 
and  better  verbal  than  performance  material. 

There  is  a list  of  essential  points  for  diagnosis. 
The  prognosis  is  uniformly  bad.  The  final 
chapter  concerns  itself  with  the  practical  con- 
cepts of  childhood  schizophrenia.  There  is  also 
a bibliography. 

This  book  should  be  profitable  reading  for  the 
profession. 

Stanley  S.  Lamm 

Strange  Malady.  The  Story  of  Allergy. 
By  Warren  T.  Vaughan,  M.D.  Octavo  of  268 
pages,  illustrated.  New  York,  Doubleday, 
Doran  & Co.,  1941.  Cloth,  $3.00. 

In  this  work  the  author  seeks  to  help  the  in- 
quiring patient  to  understand  the  peculiar  nature 
of  his  allergic  illness  and  to  comprehend  the 
immunologic  basis  of  his  “strange  malady.” 
Unlike  most  of  the  other  books  of  this  type  it  is 
written  for  the  intelligent  reader  and  is  not  too 
elementary. 

Interspersed  with  theoretic  material  are  in- 
teresting case  histories,  witty  comments,  and 
clever  illustrations.  These  capture  and  hold 
the  reader’s  interest  in  a subject  that,  under 
ordinary  circumstances,  is  technical  and  boring 
to  the  lay  individual. 

An  interesting  historical  section  introduces  the 
sub  j ect . The  author  then  deals  with  the  recogni- 
tion, treatment,  and  prevention  of  the  various 
allergic  conditions.  An  excellent  section  on 
allergens  and  their  hidden  sources  of  contact  is 
included. 

The  author  leans  heavily  on  Ehrlich’s  side- 
chain  theory  for  the  explanation  of  the  im- 
munologic phenomena  in  allergy.  Clever  di- 
agrams and  sketches  illustrate  these  theoretic 
concepts.  Certain  liberties  are  taken  with  the 
side-chain  theory  for  the  sake  of  clarity  and  in- 
terest in  presentation,  but  the  end  achieved 
justifies  these  infractions  of  scientific  fact. 

[Continued  on  page  16941 
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FALKIRK 

• IN  THE 

RAHAPOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


GREENMONTonHUDSON 

ESTABLISHED  1880  BY  DR.  PARSONS 

For  special  care  and  treatment  of  Nervous  and  Mental  Disorders. 
Convalescents,  and  selected  cases  of  Alcoholism.  Unusual  home- 
like atmosphere.  State  licensed.  Moderate  rates.  45  minutes 
from  New  York  City. 

EDMUND  J.  BARNES,  M.D.,  PHYSICIAN  IN  CHARGE 

OSSINING,  N.  Y.— OSSINING  1989 


TWIN  ELMS  SYRACUSE,  N.  Y 

MODERN  PSYCHIATRIC  HOSPITAL 

EUGENE  N.  BOUDREAU,  M.D.,  Physician-in-Charge 
A Humane  Ideal — A Scientific  Necessity. 

Rates  for  limited  budgets. 

Personalized  Psycho-therapy  plus  the  Uplift  of  Refined  Living. 
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ENJOYING  MEDICAL  REGIMES 


Physicians  often  meet  “a  patient”  who  enjoys  being  ill 
(or  pretending  illness),  but  as  a rule,  no  one  enjoys  a 
medical  regime.  Or  are  we  wrong? 

In  his  book,  Diet  and  Pleasure , Paul  Rebdux  almost 
convinces  his  readers  that  illness  is  not  such  a bad  ex- 
perience after  all.  In  his  chapter  “I  Must  Take  a Dose,” 
the  author  remarks : 

“As  I said  in  the  beginning  of  this  book,  it  is  not  so 
unpleasant  to  be  ill  as  is  often  pretended.  First,  you 
feel  an  uneasiness  against  which  you  fight.  You  tell 
yourself  that  you  are  energetic.  You  do  not  want  to 
take  care  of  yourself.  You  snap  your  fingers  at  fever. 
At  last  you  give  in  to  the  persuasion  of  those  who  care 
for  you.  Very  well,  call  the  doctor.  The  doctor  arrives. 
He  feels  your  pulse,  looks  at  your  tongue,  leans  his  head 
on  your  stomach,  and  prescribes  something  for  you. 

{Continued 


“The  doctor  must  prescribe  something,  otherwise  you 
would  consider  the  fee  he  asks  for  his  visit  insolently 
excessive.  In  public  opinion,  those  who  have  nothing 
prescribed  for  them  cannot  be  ill.  And  it  is  revolting 
for  people  who  are  not  ill  to  have  to  pay  for  the  doctor’s 
visit.  Only  a great  specialist,  honored  and  influential,  is 
able  to  relieve  the  patient’s  family  by  saying,  ‘There  is 
nothing  the  matter  with  you,  sir!’  If  anyone  else  talked 
like  this  he  would  lose  his  practice.” 

Having  absolved  the  medical  profession  from  having 
to  humor  patients  and  their  immediate  relatives,  Rebdux 
settles  into  the  subject  of  taking  a dose. 

“The  taking  of  a dose,”  he  muses,  “can  be  considered 
as  the  essential  and  practically  the  only  disadvantage  of 
an  illness.  I do  not  mean,  of  course,  a serious  illness. 
“The  advantages,  on  the  contrary,  are  numerous.  At 
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The  deft  personal  touch  of  the  author  and  his 
informal  method  of  presentation  contribute  much 
to  make  this  book  a success.  It  will  furnish  ab- 
sorbing and  instructive  reading  to  the  physician 
as  well  as  to  his  intelligent  patients. 

Matthew  Walzer 

How  to  Prevent  Goiter.  By  Israel  Bram, 
M.D.  Octavo  of  182  pages,  illustrated.  New 
York,  E.  P.  Dutton  & Co.,  1941.  Cloth,  $2.00. 

The  purpose  of  this  book  is  to  “set  forth  the 
simple  rules  of  physical  and  mental  conduct 
which  help  prevent  disturbances  of  the  thyroid.” 
The  text  contains  a great  deal  of  general  in- 
formation and  advice  for  the  potential  and  mildly 
hyperthyroid  patient.  However,  it  is  not  of- 
fered as  a substitute  for  the  physician.  Perhaps 
the  most  redeeming  features  are  the  repeated 
warnings  to  the  layman  of  the  dangers  of  self- 
medication  by  the  use  of  thyroid  extract  and 
iodine  in  any  and  all  forms  of  goiter.  Chapter 
VIII  by  Dr.  Robert  Oleson,  senior  surgeon, 
United  States  Public  Health  Service,  on  “En- 
demic Goiter”  is,  in  the  reviewer's  opinion,  one 
of  the  best  chapters.  Dr.  Oleson  warns  against 
the  wholesale  administration  of  iodine  prophy- 
laxis. Individualized  treatment  rather  than 
routine  “wholesale  methods”  are  stressed  even 
in  so-called  “goiter  belts.” 

The  author’s  rationalization  regarding  the 
“Prevention  of  Tumor  Goiter”  leaves  much  to 
be  desired.  He  is  on  safer  ground  when  he  dis- 
cusses “Prevention  of  Malignant  Goiter.” 

Perhaps  the  weakest  parts  of  the  text  are 
Chapters  XI  to  XIV,  dealing  with  Graves’ 
disease  (exophthalmic  goiter).  The  impression 
is  conveyed  that  surgical  intervention  in  Graves’ 
disease  should  be  the  exception,  rather  than  the 
rule.  Dr.  Bram  evidentally  has  more  faith 
than  the  reviewer  in  so-called  medical  treatment 
of  hyperthyroidism. 

The  text  is  written  primarily  for  the  patient 
and  hence  is  not  recommended  for  the  physi- 
cian. 

Arthur  Goetsch 

The  Parasites  of  Man  in  Temperate  Climates. 

By  Thomas  W.  M.  Cameron.  Octavo  of  182 
pages,  illustrated.  Toronto,  University  of  To- 
ronto Press,  1940.  Cloth,  $3.00. 

The  author  has  succeeded  in  compressing  a 
large  amount  of  useful  information  about  animal 
parasites  into  the  limited  compass  of  182  pages. 
The  book  is  designed  for  the  practitioner  and 
not  for  the  student  of  tropical  medicine  or  the 
parasitologist.  To  gain  brevity  and  to  simplify 
the  subject  for  the  man  in  general  practice,  a 
didactic  style  is  followed  which,  in  places,  leads 
the  author  into  direct  misstatements.  One 
example  is  the  statement  on  page  17  that 
Endamoeba  coli  never  contains  engulfed  red 
blood  cells;  another,  that  Plasmodium  vivax  is 
the  only  species  used  in  induced  malaria  for 
pyretic  purposes  (page  23).  The  general  prac- 
titioner is  usually  in  search  of  detailed  practical 
information  on  clinical  diagnosis  and  treatment. 
In  the  present  volume  these  subjects  are  not 
always  adequately  presented. 

The  illustrations  are  good  but  for  the  most 
part  lack  keys  to  the  magnification  used.  The 
bibliography  is  brief  but  useful.  A glossary 


would  spare  the  practitioner  the  necessity  of 
referring  to  a medical  dictionary  for  the  meaning 
of  terms  such  as  “strigeid”  (p.  87). 

In  summary,  this  reviewer  feels  that  in  cer- 
tain important  respects  the  volume  fails  to 
achieve  its  proclaimed  purpose — to  give  the 
practitioner  information  he  requires — but  it  is 
helpful  to  have  the  subject  summarized  as  Pro- 
fessor Cameron  has  done  and  future  editions 
will  be  looked  for  with  interest. 

Elliston  Farrell 

Williams  Obstetrics:  A Textbook  for  the  Use 
of  Students  and  Practitioners.  By  Henricus  J. 
Stander,  M.D.  Eighth  edition.  Octavo  of 
1,401  pages,  illustrated.  New  York,  D.  Apple- 
ton-Century  Company,  1941.  Cloth,  $10. 

In  this  eighth  edition  of  Williams  Obstetrics, 
Stander  comes  into  his  own,  for  this  standard 
textbook  has  been  almost  completely  rewritten 
and  now  reflects  his  own  student  teaching  at 
Cornell.  Three  new  chapters  have  been  added 
— those  on  diseases  and  abnormalities  of  the 
newborn,  contracted  pelves,  and  sudden  death 
and  maternal  mortality. 

The  chapter  on  puerperal  infection  written  by 
Douglas  is  extraordinarily  good  and  easily  is  the 
best  and  clearest  exposition  of  this  topic  that 
we  have  ever  seen.  The  toxemias  of  pregnancy 
are  classified  as  recommended  by  the  American 
Committee  on  Maternal  Health.  It  is  interest- 
ing to  note  that  Stander  has  not  yet  abandoned 
his  “low  reserve  kidney.”  His  great  interest  in 
the  biochemistry  of  eclampsia  continues.  The 
text  on  classification  of  pelves  with  the  new 
roentgenography  is  excellent. 

The  entire  book  is  excellent  typographically 
with  beautifully  colored  plates,  sensible,  orderly 
arrangement,  a good  index,  and  exceptionally 
complete  and  live  bibliographies.  Though 
Stander  says  that  he  had  approached  the  first 
revision  of  Williams’  textbook  some  six  years 
ago  “with  some  hesitation,  and  a certain  amount 
of  misgiving,”  that  edition  was  an  excellent 
textbook  on  obstetrics  for  medical  students, 
practitioner,  and  specialist.  This  one  is  better 
and  is  highly  recommended. 

Charles  A.  Gordon 

Applied  Neuroanatomy.  Part  I — The  Spinal 
Cord.  By  Rafael  Hernandez,  M.D.  Quarto  of 
123  pages,  illustrated.  Nashville,  Tennessee, 
Elm  Hill  Road  and  Arlington  Avenue,  The 
Author,  1941.  Paper,  $3.50. 

The  book  is  the  outgrowth  of  a series  of  lec- 
tures which  the  author  has  delivered  to  medical 
students  in  his  capacity  as  professor  of  neurology 
at  Meharry  Medical  College,  Tennessee.  It 
differs,  however,  from  the  usual  book  of  this  type 
in  that  the  author  has  attempted  to  correlate 
clinical  neurology  and  neuroanatomy. 

The  book  is  profusely  illustrated  with  original 
drawings  which  definitely  enhance  its  value. 
Controversial  subjects  have  been  treated  lightly, 
but  an  adequate  bibliography  has  been  appended 
for  those  who  care  to  follow  the  various  subjects 
in  greater  detail. 

In  order  to  make  the  book  more  economical 
and  within  the  financial  means  of  the  student,  a 
special  format  (lithoprinting)  has  been  used. 
This  in  no  way  detracts  from  the  usefulness  and 
[Continued  on  page  1696J 
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i last  you  have  time  to  read  difficult  authors,  such  as 
Marcel  Proust.  You  can  read  the  old  books  you  loved 
in  youth:  Daudet,  Zola,  or  the  elder  Dumas.  You  can 
rout  the  importunate  by  a telephone  message  to  the 
effect  that  you  are  ill.  You  need  not  answer  letters. 
And,  lastly,  you  can  watch  people  hurrying  by  the  window 
to  places  they  dislike,  on  business  that  bores  them,  while 
you  remain  at  home,  beautifully  warm  in  bedroom  slip- 
: pers  beside  the  fire,  fed  on  light  dishes,  drinking  delicious 
I drinks  redolent  of  woods  and  fields.” 


But,  sums  up  this  author: 

“Alas!  however  slight  these  illnesses  may  be,  there  is 
always  the  same  disadvantage. 

“ ‘A  little  purge  will  do  you  good/  said  the  doctor.” 

Rebdux  then  suggests  a means  of  taking  a purge  with- 
out too  much  unpleasantness.  He  suggests  trying  the 
principle  of  giving  the  papillas  an  anesthetic — with, 
above  all  things,  cognac. 

And  perhaps  +hat  is  his  prescription  for  enjoying 
medical  regimes. 


(Continued  from  page  1613) 
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[Continued  from  page  1694] 
value  of  the  book.  It  can  be  highly  recom- 
mended to  medical  students  and  to  all  prac- 
titioners who  desire  a comprehensive,  concise, 
fundamental  knowledge  of  neuroanatomy. 

Joseph  L.  Abramson 

The  Avitaminoses.  The  Chemical,  Clinical, 
and  Pathological  Aspects  of  the  Vitamin  De- 
ficiency Diseases.  By  Walter  H.  Eddy,  Ph.D., 
and  Gilbert  Dalldorf,  M.D.  Second  edition. 
Octavo  of  519  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1941.  Cloth,  $4.50. 

This  excellent  work  covers  not  only  the  subject 
of  avitaminoses  as  the  name  implies,  but  the 
entire  subject  of  vitamins,  their  chemistry, 
pathology,  function,  clinical  effect  of  mild  and 
extreme  deficiencies,  and  how  to  prevent  or  treat 
them. 

The  chapter  on  cellular  oxidation  clarifies  for 
those  not  already  familiar  with  the  subject  the 
role  that  vitamins  play  in  metabolism.  In  the 
chapter  on  vitamin  requirements,  vitamin  D 
dosage  on  which  a vast  literature  exists  is  treated 
rather  superficially.  The  authors  realize  the  dif- 
ficulties encountered  in  trjdng  to  correlate  ex- 
perimental evidence  on  animals  with  clinical 
application  of  that  evidence  in  man.  They 
realize,  too,  that  the  vitamin  control  of  food 
depends  on  a variety  of  factors — source  of  supply, 
method  of  transportation  and  storage,  and 
preparation  for  human  consumption. 

This  is  a fine  book  which  must  have  required  a 
tremendous  amount  of  painstaking  and  co- 
ordinated effort.  It  should  be  a favorite  with 
the  clinician  as  well  as  the  biochemist.  For 
the  benefit  of  those  who  desire  further  informa- 
tion a voluminous  literature  is  appended  to  each 
chapter. 

Benjamin  Kramer 

Hemorrhagic  Diseases:  Photo-Electric  Study 
of  Blood  Coagulability.  By  Kaare  K.  Nygaard. 
M.D.  Octavo  of  320  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Company,  1941.  Cloth, 
$5.50. 

Nygaard  is  a pioneer  who  in  this  monograph 
makes  a herculean  effort  to  depict  graphically 
the  much  complicated  coagulative  mechanism 
not  unlike  the  electrocardiogram. 

These  graphs  are  produced  photoelectrically  as 
fluid  blood  changes  to  solid  blood.  A well- 
ordered  apparatus  does  the  trick.  A knowledge 
of  mathematics,  physics,  biology,  and  chemistry 
is  essential  to  a thorough  understanding  of  this 
valuable  treatise.  The  book  is,  therefore,  recom- 
mended to  advanced  students  of  the  coagulation 
problem  and  should  grace  the  shelves  of  all  re- 
search laboratories.  It  is  thoroughly  inspiring. 

Maurice  Morrison 

Psychiatric  Dictionary  with  Encyclopedic 
Treatment  of  Modem  Terms.  By  Leland  E. 
Hinsie,  M.D.,  and  Jacob  Shatzky,  Ph.D.  Oc- 
tavo of  559  pages.  New  York,  Oxford  Uni- 
versity Press,  1940.  Cloth,  $10.50. 

This  is  a medium-sized  book  of  559  pages. 
As  the  title  indicates,  it  is  devoted  substantially 
to  psychiatric  terms  and  expressions,  but  it  also 
includes  terms  found  in  related  fields — namely, 
neurology,  constitutional  medicine,  genetics  and 
eugenics,  mental  deficiency,  forensic  psychiatry, 


social  service,  nursing,  and  occupational  therapy 
—in  all,  about  7,500  definitions.  The  names  of 
individuals  outstanding  in  their  respective  fields 
are  given  with  pertinent  facts  relative  to  their 
theories  and  accomplishments.  The  span  of 
time  covered  is  from  Hippocrates  up  to  the  pres- 
ent. With  the  manner  of  treatment  and  numer- 
ous cross  references  and  guides  to  pronunciation 
one  finds  this  dictionary  convenient  for  quick 
reference.  It  can  be  recommended. 

A.  E.  Soper 

Bom  That  Way.  By  Earl  R.  Carlson,  M.D. 
Duodecimo  of  174  pages.  New  York,  John  Day 
Company,  1941.  Cloth,  $1.75. 

This  book  is  an  autobiography  of  one  indi- 
vidual's successful  attempt  to  overcome  the  handi- 
cap of  an  injury  at  birth  through  painstaking 
perseverance.  Dr.  Carlson  is  one  of  the  best 
known  authorities  on  the  care  of  cerebrospastic 
children.  His  work  at  the  Columbia  Medical 
center  has  won  him  national  fame. 

In  the  present  work  the  author  relates  his  ex- 
periences from  childhood  through  adult  life. 
This  book  is  of  particular  interest  to  doctors  be- 
cause there  are  suggestions,  made  by  the  author 
from  his  own  experiences,  which,  if  carried  out  by 
the  physician,  would  make  for  marked  improve- 
ment on  the  part  of  the  patient  suffering  from 
cerebrospastic  paralysis. 

Stanley  S.  Lamm 

The  New  International  Clinics.  Original  Con- 
tributions: Clinics;  and  Evaluated  Reviews  of 
Current  Advances  in  the  Medical  Arts.  Edited 
by  George  M.  Piersol,  M.D.  Volume  I,  New 
Series  Four.  Octavo  of  304  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1941. 
Cloth,  $3.00. 

The  feature  of  this  issue  of  International 
Clinics  is  a symposium  of  medical  clinics  from 
the  Yale  School  of  Medicine.  All  of  these 
clinics  and  the  review  of  the  present  status  of 
immunization  procedures  for  the  prevention  of 
certain  communicable  disease  by  Veeder  and 
Rohlfing  are  excellent.  The  original  con- 
tributions, with  the  exception  of  a long-winded 
and  weirdly  contributed  article  on  cerebral 
malnutrition,  are  well  up  to  the  high  standards 
set  under  the  editorship  of  Dr.  Piersol. 

Milton  Plotz 

Textbook  for  Male  Practical  Nurses.  By 

Gayle  Coltman,  R.N.  Duodecimo  of  215  pages. 
New  York,  The  Macmillan  Company,  1941. 
Cloth,  $2.00. 

This  book  is  written  primarily  for  male  prac- 
tical nurses,  but  the  information  it  contains  is 
useful  to  anyone  who  is  entrusted  with  the  care 
of  a patient,  whether  in  a hospital,  sanitarium, 
or  at  home.  The  hospital  and  its  component 
departments  are  described.  The  proper  pro- 
cedures to  follow  in  the  care  of  the  patient  from 
the  time  the  patient  enters  the  hospital  to  his 
discharge  are  carefully  and  accurately  out- 
lined. 

Everything  in  the  care  of  the  sick  to  increase 
the  patient's  comfort  and  relieve  his  distress  is 
described.  This  book  contains  the  principles  of 
good  nursing  for  all  of  those  who  take  up  nursing 
for  their  life’s  work. 

Philip  Goldfader 
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POSITIONS  (LOCATIONS  ) HELP 

T PURCHASES 

SE  RVIC  ES  j 

Classified  Rates 


Rates  per  line  per  insertion: 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times ,7  b 

24  consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of  First 
and  by  the  5th  for  issue  of  Fifteenth 


FOR  RENT 


Wickersham  Professional  Building,  133  East  58th  Street.  One  6- 
Room  unit— priced  at  $1800 — can  be  divided.  One  3-Room  unit- 
priced  at  $1000.  24-hour  telephone  interception  service.  Mr. 
Aymar  on  premises,  PLaza  8-1810. 


Excellent  opportunity  for  Doctor  to  rent  several  rooms  in  sec- 
tion of  Ozone  Park,  surrounded  by  two  family  houses.  A Doctor 
is  needed  in  this  vicinity.  Write  M.  Kornobis,  110-14  106th 
Street,  Ozone  Park,  N.  Y. 


SUPERIOR  PERSONNEL 

Assistants  and  executives  in  all  fields  of  medicine — young 
physicians,  department  heads,  nurses,  staff  personnel,  secre- 
taries, anaesthetists,  dietitians  and  technicians. 


NEW  YORK  MEDICAL  EXCHANGE 
489  FIFTH  AVE.,  N Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


SANITARIUM  FOR  SALE 


Sanitarium  established  18  years  specializing  in  dieteticB  for 
those  taking  the  Saratoga  Springs  Rest  Cure.  Clientele  primarily 
obtained  through  medical  recommendations.  Basic  rates  $35.00- 
$50.00  weekly.  Twenty  guests  comfortably  accommodated. 

M.  L.  Halligan,  R.N.  “Viasana”  Saratoga  Springs 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


DOCTOR’S  OFFICES,  air-conditioned,  ground  floor,  private 
house,  living  quarters  available,  894  Park  Place,  Brooklyn,  N.  Y. 
Fisher  Properties  Co.  Tel.  Slo.  6-0422. 


2000  PRESCRIPTIONS  $2.95  • Rag  Content  Parchment  Paper  • 
Quality  Printing  • Pads  of  100. 

POSTAL  PRINTING  CO.,  Mail  Order  Printers  For  Professionals. 
558  Ralph  Ave.,  Brooklyn  • Phone  President  3-8181. 


Physicians  wanted  in  large  elevator  apartment  building.  5-6-9 
rooms  available.  2842  Grand  Concourse  (corner  198th  St.) 


USED  EQUIPMENT  FOR  SALE  & RENT 


Exceptional  office  available  New  York  City  with  Gentile  sur- 
geon and  others,  private  or  sharing,  consultation  room,  use 
complete  equipment,  receptionist.  Box  597,  N.  Y.  State  Jr.  Med. 


Largest  selection  used  physicians  equipment  short  wave  machine 
lamps  and  instruments — Sklar  Rotary.  Fox  Physicians  Equip- 
ment Exchange,  990  Broadway,  Brooklyn,  Glenmore  2-2350. 


AUGUST  AND  SEPTEMBER 


From  Dr.  Partridge's  Almanack  for  1935  or  any  year 
until  2035,  we  lift  the  following  for  the  months  of  August 
and  September: 

“For  the  convenience  of  almanack-makers  and  proph- 
ets, who  have  already  more  trouble  and  responsibility 
than  they  can  put  up  with  and  who  to  exist  at  all  require 
from  the  stars,  their  masters,  a special  infusion  of  tenacity 
and  patience,  these  months  will  be  abolished  altogether 
from  the  year;  no  one  shall  live  in  them,  nothing  shall 
be  done  upon  them,  they  shall  be  cancelled,  blotted  out 
and  exenterated  from  the  Book  of  Actions  forever. 

“To  secure  which  they  have  been  solemnly  and  reli- 
giously put  under  the  protection  of  Nine  Great  Bores , 
heroes  of  prodigious  and  unsurmountable  authority,  who 
can  be  relied  upon  to  permit  no  movement  but  the  snore, 
no  meditation  but  the  yawn  during  the  separate  weeks 


on  which  they  stand  guard  over  human  destiny.” 

But  the  Almanack  lets  us  down.  August  is  generally 
a month  of  reflection  for  many  upon  approaching  official 
moving  day,  and  September  has  been  for  many  years  a 
month  of  active  scouting  for  new  homes,  new  houses,  new 
apartments  and  not  a few  new  offices. 

October  1st  may  be  a lucky  day  or  an  unlucky  day — 
depending  largely  on  where  and  to  whom  you  advertise, 
if  you  have  real  estate  property  to  lease  or  sell. 

For  sale  and  for  rent  advertisements  in  the  classified 
columns  of  your  Journal  can  bring  results  for  they 
reach  good  long-term  tenants  and  interested  buyers  of 
suitable  real  estate. 

If  you  have  something  worthwhile  to  offer  insert  an 
ad  at  once  for  the  September  issues  of  the  New  York 
State  Journal  of  Medicine. 


It  is  the  physician's  duty,  when  the  occasion  requires,  to  recommend  a Funeral  Director  who  is 
ethical — yet  reasonable  in  price.  You  may  nave  full  confidence  in  our  service. 


Long  Island 

Far  Rockaway  7-71 00 


RIVERSIDE  MEMORIAL  CHAPEL 


76th  St.  & Amsterdam  Ave.,  N.  Y. 
Endlcott  2-6600 


Westchester  County 
Hlllcra*1.  3535 
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Q.  I’ve  heard  that  milk  is  a fine  source  of  calcium.  But  what 
about  canned  milk? 

A.  Canned  milk  is  an  excellent  source.  In  fact,  canned  milk, 
diluted  with  an  equal  amount  of  water,  supplies  the 
same  amount  of  calcium  and  other  minerals  as  whole, 
fresh  milk.  In  addition,  it  is  a valuable  source  of  protein, 
fat  and  carbohydrate,  vitamin  A and  the  factor  formerly 
designated  as  vitamin  G (riboflavin),  (i) 


(1) 

1940.  Am.  J.  Pub.  Health  30,  169. 

1939.  Food  and  Life,  Yearbook  of  Agriculture,  U.  S.  Dept.  Agr., 
U.  S.  Government  Printing  Office,  Washington,  D.  C.,  page  276. 

1939.  Accepted  Foods  and  their  Nutritional  Significance,  Council 
on  Foods  of  the  American  Medical  Association,  Chicago,  page  236. 
1934.  Am.  J.  Pub.  Health  24,  194. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  in  this  advertisement  are  accept- 
able to  the  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association. 

AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York,  N.  Y. 
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STIMULANT  THERAPY 
Ut  CHRONIC  CHOLECYSTITIS 

^]Nhe  USE  of  bile  salts  in  chronic  cholecystitis  is  based  upon  the  choleretic  and 
LL  cholagogue  influence  of  the  agents  employed.  This  type  of  stimulant  therapy,  as 
distinguished  from  the  replacement  therapy  called  for  in  biliary  fistula,  is  effectively 
established  with  Decholin— chemically  pure  dehydrocholic  (triketocholanic)  acid. 

Directly  stimulating  the  liver  cells,  Decholin  increases  bile  secretion  by  as  much 
as  200  per  cent.  Drainage  is  thus  encouraged  in  the  intra-  and  extrahepatic  bile 
ducts,  leading  to  removal  of  inspissated  bile  and  nidi  of  infection.  In  combination 
with  appropriate  dietary  measures,  Decholin  has  produced  roentgenologically 
demonstrable  improvement  in  chronic  cholecystitis.  It  finds  valuable  application 
as  well  in  noncalculous  cholangitis,  toxic  hepatitis,  biliary  engorgement,  and  pre- 
operative enhancement  of  liver  function.  Decholin  is  contraindicated  in  total  ob- 
struction of  the  hepatic  or  common  bile  duct. 

Physicians  are  invited  to  request  the  third  edition  of  "Biliary  Tract  Disturb- 
ances," which  discusses  in  detail  the  wide  therapeutic  applicability  of  Decholin. 

Riedel-de  Haen,  Inc. 

105  HUDSON  STREET  NEW  YORK,  N.  Y. 


H.W.&D. 


For  three  years  Cobra  Venom  Solution,  H.  W.  & D.,  has  been 
used  clinically  for  relief  of  intractable  pain.  During  this  period 
many  thousands  of  doses  have  been  administered  with  a meas- 
ure of  relief  from  pain  reported  in  50-70%  of  the  cases  treated. 

Cobra  Venom  Solution,  H.W.  & D.,  is  a purified,  standard- 
ized, sterile  preparation  supplied  in  ampules  for  intramuscular 
injection.  It  has  been  rendered  clinically  acceptable  by  removal 
in  large  measure  of  the  objectionable  hemotoxic  and  proteolytic 
constituents  of  crude  venom,  the  finished  preparation  being 
essentially  a solution  of  cobra  neurotoxin. 

Indications:  Reports  indicate  that  Cobra  Venom  Solution, 
H.  W.  & D.,  is  particularly  helpful  in  relieving  severe  pain 
associated  with  malignant  disease.  It  has  also  been  used  to  re- 
lieve pain  in  certain  forms  of  arthritis , herpes  zoster, Parkinson’s 
disease  and  other  neurologic  disorders.  In  some  cases  the  solu- 
tion alone  is  effective;  in  others  it  is  necessary  to  use  it  in  con- 
junction with  an  analgesic.  Dosage  of  morphine  and  other  drugs 
may  be  reduced  in  a majority  of  patients. 

The  solution  does  not  pioduce  the  objectionable  reactions  of 
morphine,  is  not  habit  forming;  the  margin  of  safety  is  wider; 
patients  do  not  develop  tolerance.  Dosage  is  usually  reduced 
rather  than  increased  after  relief  has  been  established.  No 
serious  untoward  reactions  or  changes  in  the  blood  of  vital 
organs  have  been  reported,  but  the  solution  should  be  used 
under  careful  medical  supervision. 


References  : Macht,  D.  I.:  Ann.  Int.  Med.,  1938,  11,  1824.  - Macht,  D.  I.: 
Trans.  Am.  Ther.  Soc.,  1940,  40,  62.  - Rutherford,  R.  N.:  New  England  J. 
Med.,  1939,  221,  408.  - Black,  W.  T.:  South.  M.  J.,  1940,  33,  432.  - Kelso,  J. 
W.:  Am.  J.  Obst.  & Gynec.,  1940,  40,  1050.  -Meigs,  J.  V.:  New  England  J. 
Med.,  1940,  222,  187.  - Treves,  N.:  M.  Clin.  North  America,  1940,  24,  695.  - 
Greenhill,  J.  P.:  M.  Clin.  North  America,  1941,  25,  118.  - Greenhill,  J.  P.: 
Year  Book  of  Obstetrics  & Gynecology,  1940,  357.  - Barr,  D.  P.:  Modern 
Medical  Therapy  in  General  Practice,  1940,  Vol.  1,  40.  - Macht,  D.  I.,  and 
Brooks,  D.  J.:  Proc.  Soc.  Exper.  Biol.  & Med.,  1939,  41,  418.  - Macht,  D. 

I. ,  Sherman,  S.,  and  Brooks,  D.  J.:  Ibid.,  1940,  43,  458.  - McDowell,  M.  M.: 
Med.  Rec.,  1941,  153,  173.  - Steinbrocker,  O.,  McEachern,  G.  C.,  La  Motta, 
E.  P.,  and  Brooks,  F.:  J.  A.  M.  A.,  1940, 114,  318,  - Hayman,  M.,  and  Macht, 

D.  I.,  Med.  Rec.,  1940,  152,  67.  - Gayle,  R.  F.,  and  Williams,  J.  N.:  South. 
M.  J.,  1938,  31,  188.  - Thomas,  L.:  Med.  Rec.,  1940,  152,  109.  - Parsonnet,  A. 

E. ,  and  Bernstein,  A.:  Am.  J.  M.  Sc.,  1940,  200,  681.  - Lee,  L.:  J.  A.  M.  A., 
1941,  116,  216.  - Gottdenker,  F.,  and  Wachstein,  M.:  J.  Pharmacol.  & Exper. 
Therap.,  1940,  69,  117.  - Macht,  M.  B.:  Proc.  Soc.  Exper.  Biol.  & Med.,  1939, 
42,  433 and  436.  - Behan,  R.  J.:  Am.  J.  Snrg.,  1940,  60.  450.- Johnson, W.  M.: 
Ann.  Int.  Med.,  1940,  14,  326.  - Poole,  W.  B.:  Med.  Rec.,  1941,  153,  288.- 
Bethea,  O.  W.:  Year  Book  of  General  Therapeutics,  1940,  361.  - Drueck.  C. 

J. :  Med.  World,  1941,  69,  20. 


Supplied  in  boxes  of  ten  1 c.c.  size  ampules  of  solution  containing  10  mouse  units  per  c.c. 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 
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CLINICALLY  TESTED* 

CONCLUSIONS : "Ozonide  of  olive  oil 
in  olive  oil  is  effective  in  the  treat- 
ment of  leukorrhea  in  general:  (a) 
it  eliminates  unpleasant  odor  of 
discharge;  (b)  it  cuts  down  or 
eliminates  the  irritation  inside  and 
without  the  vagina;  (c)  it  reduces 
the  quantity  and  density  of  the 
discharge,  including  that  following 
cauterization. 

"It  is  non-irritating  and  non- 
toxic in  contradiction  to  the  arsenic 
and  picrate  preparations,  equally 
effective  and  actually  soothing, 
especially:  (a)  in  the  infantile 

vagina;  (b)  in  the  senile  vagina; 
(c)  in  trichomonas  vaginalis  vagi- 
nitis of  pregnancy.” 


v TREATMENT 
Whal  can  1 tra®1 

olive 

amount  ot  g nascent  oxygen. 

anddeodo^ng-  {or 

steadily  and  unr 
many  Eours. 


Treatment  °f 
Jiorrhea  with  Ozon - 

i „f  OUve  OU- 

n.  y- State  JourVoi. 

°f  rrsiM.. 

41,  J<*n-  1 ’ 
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SAFE,  SIMPLE,  REMARKABLY  EFFECTIVE.  Liquid  for  office  use.  Capsules 

for  prescription.  All  wholesalers  are  stocked  with  these  preparations  for 
your  druggist’s  convenience.  Literature  and  samples  on  request. 
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LATIMER  LABORATORY,  INC.  — DEPT.  A- 9 — 41  EAST  21  STREET  — NEW  TORN 
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Specialists  in  the  Collection  of  Professional  Accounts 

Send  card  or  prescription  blank  for  details 

NATIONAL  DISCOUNT  &,  AUDIT  CO. 
Herald  Tribune  Bldg. — New  York 
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the  success  of  THESODATE  (Brewer) 

(Original  enteric  coated  tablet  of  Theobromine  Sodium  Acetate) 

is  due  to  these  factors: 

1.  It  is  Clinically  Proven 

2.  It  is  effectively  Enteric  Coated 

3.  It  is  decidedly  Less  Expensive. 

Indicated  in  treatment  of  coronary  artery  disease  and  edema. 

Dosage:  One  7l/i  gr.  tablet  4 times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription,  in  71/*  gr-  tablets  with  or  without  Phenobarbital 
(V*  gr-),  or  33A  gr.  tablets  with  or  without  Phenobarbital  (l/«  gr.) 
100  per  bottle. 

Samples  and  literature  on  request 

BREWER  & COMPANY,  INC.  Worcester , Mass. 

PHARMACEUTICAL  CHEMISTS  SINCE  1852 
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These  names,  these  years 

have  helped  make  modern  medical  history 


One  of  a series  of  advertisements  commemorating  three- 
quarters  of  a century  of  progress  and  achievement 


SEVENTY- FIVE 
YEARS  OF  SERVICE 
TO  MEDICINE 
AND  PHARMACY 


PARKE,  DAVIS  & COMPANY 


PIONEERS  IN  RESEARCH 
ON  MEDICINAL  PRODUCTS 

Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


As  an  Adjunct  in  the  Treatment 


of  ALCOHOLISM 

ONE  of  the  newest  and 
most  interesting  uses  for 
which  Benzedrine  Sulfate  has  been 
accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the 
A.  M.  A.  is  as  an  adjunct  in  the 
treatment  of  chronic  alcoholism 
and  also  in  alcoholic  psychoses, 
although  best  results  are  reported 
in  states  of  intoxication  in  which 
no  psychosis  is  demonstrable.  The 
articles  listed  below  represent  the 
most  comprehensive  work  which 
has  been  done  to  date  in  this  field. 

Reifenstein,  E.  C.  Jr.  and  DavidofF,  E.: 
The  Treatment  of  Alcoholic  Psy- 
choses with  Benzedrine  Sulfate  — 
J.  A.  M.  A.,  110:1811,  1938. 

Reifenstein,  E.C.Jr.and  DavidofF, E. : The 
Use  of  Amphetamine  ( Benzed- 
rine) Sulfate  in  Alcoholism  With 
and  Without  Psychosis  — N.  Y. 
State  Med.  J.,  40:247,  1940. 

Bloomberg,  W.:  Treatment  of  Chronic 
Alcoholism  with  Amphetamine 
(Benzedrine)  Sulfate  — New  Eng. 
J.  of  Med.,  220:129, 1939.1 

1 Since  this  report,  Bloomberg  has  enlarged 
his  series  to  60  cases  which  he  reported 
on  Dec.  28,  1940,  at  the  annual  meeting 
of  the  American  Association  for  the 
Advancement  of  Science  in  Philadelphia. 
His  results  in  this  larger  series  were 
substantially  the  same  as  those  in  his 
original  report. 

ADMINISTRATION 

Initial  dosage  should  be  small  (2.5 


to  5 mg.)  and  should  be  increased 
progressively  until  the  desired 
efFect  is  obtained. 

IN  CHRONIC  ALCOHOLISM 

the  normal  dosage  used  by  Bloom- 
berg was  20  mg.  daily,  one-half 
of  the  dose  on  rising  and  the  other 
half  at  noon,  but  this  was  often 
adjusted  to  meet  the  requirements 
of  the  individual  patient. 

IN  ALCOHOLIC  PSYCHOSES 

the  normal  dosage  used  by  David- 
ofF and  Reifenstein  in  institution- 
alized patients  was  20  to  30  mg. 
orally  or  intravenously*  in  a 
single  dose. 

IMPORTANT!  In  prescribing  Ben- 
zedrine Sulfate  Tablets,  please  be  sure  to 
specify  the  tablet-size  desired— either  5 
mg.  or  10  mg. 

*Physicians  wishing  to  use  Benzedrine 
Sulfate  Ampules  may  obtain  them  on 
direct  order  from  us. 


Benzedrine  Sulfate  Tablets 


Brand  of  amphetamine  sulfate 


SMITH , KLINE  & FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 
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* medical  society  of  the  state  of  NEW  YORK 

292  MADISON  AVENUE,  NEW  YORK  CITY,  MURRAY  HILL  3-984 1 


SECTION  OFFICERS 


ANESTHESIOLOGY 

Harold  C.  Kelley,  M.D.,  Chairman Bronx 

Clifford  E.  McElwain,  M.D.,  Vice-Chairman.  .Syracuse 
Milton  C.  Peterson,  M.D.,  Secretary New  York 

DERMATOLOGY  AND  SYPHILOLOGY 

George  Clinton  Andrews,  M.D.,  Chairman.  .New  York 
Richard  LeRoy  Saunders,  M.D.,  Secretary Buffalo 

GASTROENTEROLOGY  AND  PROCTOLOGY 

A.  W.  Martin  Marino,  M.D.,  Chairman Brooklyn 

H.  Walden  Retan,  M.D.,  Vice-Chairman Syracuse 

F.  Leslie  Sullivan,  M.D.,  Secretary Scotia 

INDUSTRIAL  MEDICINE  AND  SURGERY 

John  L.  Norris,  M.D.,  Chairman Rochester 

Leonard  Greenburg,  M.D.,  Secretary New  York 

. 

MEDICINE 

Scott  Lord  Smith,  M.D.,  Chairman Poughkeepsie 

J.  Stanley  Kenney,  M.D.,  Vice-Chairman. . .New  York 
Frederic  William  Holcomb,  M.D.,  Secretary . .Kingston 


NEUROLOGY  AND  PSYCHIATRY 

John  E.  Scarff,  M.D.,  Chairman New  York 

Noble  R.  Chambers,  M.D.,  Secretary Syracuse 

OBSTETRICS  AND  GYNECOLOGY 

Eliot  Bishop,  M.D.,  Chairman Brooklyn 

Louis  A.  Siegel,  M.D.,  Secretary Buffalo 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

C.  Stewart  Nash,  M.D.,  Chairman Rochester 

H.  W.  Cowper,  M.D.,  Secretary Buffalo 


ORTHOPEDIC  SURGERY 

Donald  E.  McKenna,  M.D.,  Chairman Brooklyn 

Edward  T.  Wentworth,  M.D.,  Secretary Rochester 


PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Herbert  R Brown,  M.D.,  Chairman Rochester 

Ralph  G.  Stillman,  M.D.,  Vice-Chairman . . .New  York 
M.  J.  Fein,  M.D.,  Secretary Brooklyn 


PEDIATRICS 

Leslie  O.  Ashton,  M.D.,  Chairman New  York 

William  J.  Orr,  M.D.,  Vice-Chairman Buffalo 

A.  Clement  Silverman,  M.D.,  Secretary Syracuse 


PUBLIC  HEALTH,  HYGIENE  AND  SANITATION 

Edward  E.  Gillick,  M.D.,  Chairman Niagara  Emails 

Burdge  P.  MacLean,  M.D.,  Vice-Chairman . Huntington 
Frank  E.  Coughlin,  M.D.,  Secretary Albany 


RADIOLOGY 

Chester  O.  Davison,  M.D.,  Chairman . . . .Poughkeepsie 

Foster  C.  Rulison,  M.D.,  Vice-Chairman Syracuse 

E.  Forrest  Merrill,  M.D.,  Secretary New  York 


SURGERY 

Alfred  H.  Noehren,  M.D.,  Chairman Buffalo 

William  Crawford  White,  M.D.,  Secretary. . .New  York 


UROLOGY 

Roy  B.  Henline,  M.D.,  Chairman New  York 

J.  Sydney  Ritter,  M.D.,  Vice-Chairman New  York 

A.  Laurence  Parlow,  M.D.,  Secretary Rochester 


SESSION  OFFICERS 


HISTORY  OF  MEDICINE  PHYSICAL  THERAPY 

Emerson  Crosby  Kelly,  M.D.,  Chairman Albany  Madge  C.  L.  McGuinness,  M.D.,  Chairman. New  York 

George  Rosen,  M.D.,  Vice-Chairman New  York  Harold  J.  Harris,  M.D.,  Secretary Westport 

Edward  F.  Hartung,  M.D.,  Secretary Brooklyn 


CROSS-REFERENCE  . . - It  may  be  necessary  at  times  to  check  the  informa- 
tion provided  in  an  advertisement  on  some  particular  product  to  be  prescribed.  To  facili- 
tate this,  a cross  index  of  advertisers  and  advertised  products  is  published  in  every  issue 
of  the  JOURNAL.  We  hope  you  will  find  it  a convenient  and  useful  instrument.  In 
this  issue  see  Pages  1708  and  1793. 


IN  WHOOPING  COUGH 


ELIXIR  BROMAURATE 

IS  A UNIQUE  REMEDY  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSISTENT 
COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 or  4 hours. 

GOLD  PHARMACAL  CO.,  New  York 
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(DUE  TO  NEISSERIA  GONORRHEAE) 


oil 


ilver  Picrate, 
Wyeth,  has  a convincing  record  of 
effectiveness  as  a local  treatment  for 
acute  anterior  urethritis  caused  by 
Neisseria  gonorrheae.1  An  aqueous 
solution  (0.5  percent)  of  silver  pic- 
rate or  water-soluble  jelly  (0.5  per- 
cent) are  employed  in  the  treatment. 


Acomplete  technique  of  treatment  and  literature  will  besentupon  request 


♦Silver  Picrate  is  a definite  crystalline  compound  of  silver  and  picric  acid. 
It  is  available  in  the  form  of  crystals  and  soluble  trituration  for  the  prepara- 
tion of  solutions,  suppositories,  water-soluble  jelly,  and  powder  for  vaginal 
insufflation. 


1.  Knight,  F.,  and  Shelanski, 
H.  A.,  "Treatment  of  Acute  Ante- 
rior Urethritis  with  Silver  Picrate,” 
Am.  J.  Syph.,  Gon.  & Ven.  Dis., 
23,  201  (March),  1939. 


JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA 


INDEX  TO  ADVERTISERS  AND  ADVERTISED  PRODUCTS 


American  Can  Company 1699 

A.  C.  Barnes  Company 1715 

Dr.  Barnes  Sanitarium 1789 

Brewer  & Company,  Inc 1703 

Brigham  Hall  Hospital 1789 

Brunswick  Home 1789 

Carstairs  Bros.  Distilling  Co.,  Inc 3rd  Cover 

Cavendish  Pharmaceutical  Corp 1714 

Cresi;  View  Sanitarium 1791 

Denver  Chemical  Mfg.  Co 1713 

Doak  Co.,  Inc 1714 

Doho  Chemical  Corp.,  The 1714 

Elmcrest  Manor 1791 

Falkirk  in  the  Ramapos 1789 

Glenmary  Sanitarium 1787 

Gold  Pharmacal  Company 1707 

Grant  Chemical  Co.,  Inc 2nd  Cover 

Greenmont  on  Hudson 1791 

Halcyon  Rest 1789 

Holland-Rantos  Co.,  Inc 1712 

Hynson,  Westcott  & Dunning,  Inc 1701 

Interpines 1789 

Latimer  Laboratory,  Inc 1702 

Eli  Lilly  & Company. 1718 

Louden-Knickerbocker  Hall,  Inc 1787 

R.  H.  Macy  & Company 1710 

Mandl  School 1791 


The  Maples,  Inc 1789 

Mead  Johnson  & Company 4th  Cover 

Meador  Publishing  Co 1793 

National  Association  of  Chewing  Gum  Mfrs 1710 

National  Bureau  of  Private  Schools 1791 

National  Discount  & Audit  Co 1703 

N.  Y.  Polyclinic  Medical  School 1713 

Ortho  Products,  Inc 1794 

Paine  Hall 1791 

Parke,  Davis  & Company 1705 

Pediforme  Shoe  Company 1704 

Pinewood  Sanitarium 1787 

Polachek,  Z.  H 1793 

Riedel-de  Haen,  Inc 1701 

G.  D.  Searle  & Company 1711 

Smith,  Kline  & French  Labs 1706 

E.  R.  Squibb  & Sons 1716 

Frederick  Stearns  & Company 1709 

Terrace  House 1791 

Charles  B.  Towns  Hospital 1787 

Viasana 1793 

West  Hill 1789 

Winthrop  Chemical  Co 1717 

Woodlawn  Sanitarium 1789 

John  Wyeth  & Brother 1708,  1785 

X-Ray  Hospital,  The 1791 

Zemmer  Company,  The 1793 


( Continued  on  page  1793 ) 

Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


1709 


BRINGING  "BOUND  WATER” 
TO  THE  "ARID”  BOWEL 

When  “the  condenser-like  function  of  the  colon  is  too  efficient 
and  the  feces  become  too  concentrated  and  small  in  bulk  to 
act  as  a proper  stimulus  to  defecation,”*  prescribe 

MUCILOSE 

Hydrophilic  in  its  action,  Mucilose  helps  to  correct  con- 
stipation by  bringing  “bound  water”  to  the  dehydrated 
stool — thereby  restoring  normal  consistency,  normal  bulk, 
normal  peristalsis. 

Mucilose  does  not  interfere  with  vitamin  absorption,  does 
not  tend  to  leak.  No  allergic  manifestations  have  been  ob- 
served from  its  use. 

♦Welch,  P.B.and  Kauders,F.H.;ThePhysiologicApproachtothe  Correction  of  Constipation 


RESERVOIR — Ancient  in 
principle  and  practice — designed  by  man  to  augment 
Nature  in  maintaining  a balance  of  water  flow. 


FREDERICK  STEARNS  & COMPANY,  Detroit,  Michigan 

New  York  • Kansas  City  • San  Francisco  • Windsor,  Ontario  • Sydney,  Australia 
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It’s  such  an  easy,  thoughtful  gesture  to  always  offer 
your  little  patients  some  delicious  Chewing  Gum 
while  they’re  waiting  or  when  they  leave  the  office. 
They  just  love  it  — and  it  makes  a big  hit  with 
adults,  too.  And  for  such  a small  cost  this  one, 
friendly,  little  act  goes  a long  way  in  winning  extra 
good  will  and  affection.  Besides,  as  you  know,  the 
chewing  is  an  aid  to  mouth  cleanliness  as  well  as 
helping  to  lessen  tension.  Enjoy  chewing  Gum, 
yourself.  Get  a good  month’s  worth  for  your 
office  today. 

There's  a reason,  a time 
and  place  for  Chewing  Gum 


NATIONAL  ASSOCIATION  OF  CHEWING  GUM  MANUFACTURERS,  STATEN.  ISLAND,  NEW  YORK  I 


It  makes  their  regular  check-ups 
"fun”  by  giving  youngsters  some 
wholesome  CHEWING  GUM 


NEW  YORK 


CONFIDENCE  IN 

mm  PRESCRIPTION  DEPARTMENT 

This  confidence  is  exemplified  by  our  constant  expansion  since  our 
opening  three  years  ago . It  is  a tribute  to  a policy  devoted  to  pro- 
viding the  highest  quality  in  materials  and  workmanship,  at  biacy’s 
modest  cash  prices . 

Qualified  pharmacists,  working  in  two  modern  laboratories,  open 
to  public  view,  compound  prescriptions  under  rigid  supervision  and 
highest  standards.  Every  prescription  is  double-checked  for  accuracy 
and  quality. 

fdacy’s  Prescription  Department  — Street  Floor 
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WHEN  the  physician  instructs  the  patient  on  the 
routine  of  taking  METAMUCIL-2,  to  obtain 
the  optimum  effect  he  should  emphasize  the  second 
glass  of  water. 


Meta  m uci  l“2 


mixes  instantly  with  water  and  makes  a palatable  drink. 
The  second  glass  of  water  insures  sufficient  fluidity  to 
result  in  the  smooth,  plastic,  easily  evacuated  residue 
which  restores  normal  bowel  function. 


<£j.  <Z Seuric/fi&o. 

Ethical  Pharmaceuticals  Since  1888 
CHICAGO 


EXTRA 

GLASS 

(DIF 

TO8® 


New  York  • Kansas  City 

Metamucil-2  is  supplied  in  1 pound,  8 ounce  and  4 San  Francisco 

ounce  containers. 


! 

G.  D.  Searle  & Co. 

4737  Ravenswood  Ave.,  Chicago  Dept.  N.Y.  9-41 1 

Please  send  me  sample  of  Metamucil-2  for  clinical  trial. 

Dr 

Address 

City State 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


1712 


r j(a  mi  mb  x 


Holla 


ntos 


Fifth  Avenue 


New  York 
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the  dry,  micro-reagent  for  making  instantaneous  tests  for 

URINE  SUGAR 

No  bottles,  test  tubes  or  spirit  lamp  required. 

A drop  of  urine  on  a little  GALATEST  powder  tells  the  story. 

ACCURATE  • INEXPENSIVE  • DEPENDABLE 

THE  DENVER  CHEMICAL  MFG.  CO.,  163  Varick  St.,  New  York,  N.  Y. 


THE  NEW  YORK  POLYCLINIC 

Medical  School  and  Hospital 

(ORGANIZED  1881) 

(The  Pioneer  Post-Graduate  Medical  Institution  in  America ) 


FOR  THE 

GENERAL  SURGEON 

A combined  surgical  course  comprising  General 
Surgery,  Traumatic  Surgery,  Abdominal  Surgery, 
Gastro-Enterology,  Proctology,  Gynecological 
Surgery,  Urological  Surgery,  Thoracic  Surgery, 
Pathology,  Roentgenology,  Physical  Therapy, 
Operative  Surgery  and  Operative  Gynecology  on 
the  cadaver. 

OBSTETRICS, GYNECOLOGY 

and  ALLIED  SUBJECTS 
A full  time  course.  In  Obstetrics:  Lectures, 

prenatal  clinics,  witnessing  normal  and  operative 
deliveries,  operative  obstetrics  (manikin).  In 
Gynecology:  Lectures,  touch  clinics,  witnessing 
operations,  examination  of  patients  pre-opera- 
tively,  follow-up  in  wards  post-operatively. 
Obstetrical  and  Gynecological  pathology.  Re- 
gional anesthesia  (cadaver).  Attendance  at  con- 
ferences in  Obstetrics  and  Gynecology.  Opera- 
tive Gynecology  (cadaver). 


UROLOGY 

A combined  full  time  course  in  Urology  covering  an  aca- 
demic year  (8  months) . It  comprises  instruction  in 
pharmacology;  physiology;  embryology;  biochemistry; 
bacteriology  and  pathology;  practical  work  in  surgical 
anatomy  and  urological  operative  procedures  on  the 
cadaver;  regional  and  general  anesthesia  (cadaver);  office 
gynecology;  proctological  diagnosis;  the  use  of  the  ophthal- 
moscope; physical  diagnosis;  roentgenological  interpreta- 
tion; electrocardiographic  interpretation;  dermatology  and 
syphilology;  neurology;  physical  therapy;  continuous 
instruction  in  cysto-endoscopic  diagnosis  and  operative  in- 
strumental manipulation;  operative  surgical  clinics; 
demonstrations  in  the  operative  instrumental  management 
of  bladder  tumors  and  other  vesical  lesions  as  well  as  endo- 
scopic prostatic  resection. 


EYE,  EAR,  NOSE  a„d  THROAT 


For  Information,  Address 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  Street,  N.  Y.  C. 
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INTERMITTENT  CLAUDICATION 
THROMBO-ANGIITIS 
OBLITERANS 
RAYNAUD'S  DISEASE 

Cosmic ton 

Biologically  Tested 
Diaphragmatic  Muscle  Extract 

Carnacton  supplies  certain  factors  to  the  or- 
ganism. These  (1)  reduce  blood  pressure  through 
a depressor  action,  (2)  exert  a prompt  and  forceful 
vasodilating  effect,  (3)  raise  the  threshold  of  excita- 
bility in  the  centers  of  the  vegetative  nervous 
system. 

These  biochemical  activities  endow  Carnacton 
with  marked  usefulness  in  peripheral  vascular 
disease,  particularly  of  the  extremities. 

Carnacton  is  especially  valuable  for  moderating 
the  symptoms  of  intermittent  claudication,  im- 
proving locomotion  and  alleviating  rest  pain. 
Carnacton  also  serves  effectively  in  the  control  of 
Raynaud's  Disease,  angina  pectoris,  arterio- 
sclerosis, cardiac  dyspnea,  cardiac  asthma. 
Write  Dept.  6 for  literature. 

1 cc.  and  2 cc.  ampuls — boxes  of  12  and  50. 

Vials  of  30  cc.  and  50  cc.  for  oral  use. 

CAVENDISH  PHARMACEUTICAL  CORP. 

25  West  Broadway  New  York 


EFFECTIVE  THERRPV 

IN 


OliiiA  yflec^ln 


Requires  Analgesia 
Bacteriostasis,  and 
Dehydration  of  the  Tissues. 


THE  DOHO  CHEMICAL  CORPORATION 
New  York  - Montreal  - London 


GIVE  THE  DOCTOR 
A BREAK 

The  Low-Down  on  Group  Practice 
and  “Sickroom  Charm” 
by 

Floyd  Burrows,  M.D* 

Single  Copies  10  cents 
( Special  Prices  in  Quantities ) 


“Money,  Money  for  everything,  but  no 
dollars  for  doctors!” 


PUBLIC  RELATIONS  BUREAU 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

292  Madison  Avenue 
New  York,  N.  Y. 
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For  Safe  Effective  Antisepsis  Without  Pulmonary  Complications 


ANTISEPTIC  EFFICIENCY  PLUS 


• SOOTHING  AND  INFLAMMATION-DISPELLING  PROPERTIES 

• NO  CILIARY  INJURY  — NO  TISSUE  IRRITATION 

• NO  SYSTEMIC  TOXICITY 

• NO  PULMONARY  COMPLICATIONS 

• DECONGESTION  WITHOUT  VASOCONSTRICTION  i 

m 


SPECIFY  THE  ORI 


The  fact  that  ARCYROL  has  been  used 
repeatedly  and  with  good  effect  in  the 
bronchoscopic  irrigation  of  the  lungs 
is  striking  evidence  of  its  freedom 
from  any  tendency  towards  pulmonary 
complications. 

But  this  is  only  one  of  ARGYROL’S 
many  unique  advantages.  For  ARCY- 
ROL is  not  just  another  “germ-killer.” 
It  is  peculiarly  adapted  to  the  treat- 
ment of  mucous  membrane  infections. 
It  not  only  attacks  the  infectious  or- 
ganisms directly  but  many  writers 
have  observed  that  it  appears  to  aid 
and  abet  the  natural  defensive  mech- 
anisms of  the  tissues.  It  promotes  a 
decongestion  and  circulatory  stimu- 
lation without  resort  to  powerful  vaso- 
constriction. It  stimulates  the  mucous 


glands  so  as  to  effect  “a  physiologic 
washing  of  the  membrane.”  It  pro- 
duces no  ciliary  injury.  It  is  detergent 
and  inflammation-dispelling.  And 
above  all,  it  remains  bland  and  non- 
irritating in  all  concentrations  from 
1%  to  50%.  Some  explanation  of 
ARGYROL’S  superiority  in  these  re- 
spects is  likely  to  be  found  in  its  con- 
trolled pH  and  pAg,  its  fine  colloidal 
dispersion,  its  more  active  BroAvnian 
movement. 

This  is  why  ARGYROL,  in  over  40 
years  of  world-wide  use,  has  estab- 
lished an  unparalleled  record  of  clini- 
cal efficiency  and  safety.  Specify  genu- 
ine “ARGYROL  Barnes  in  Original 
Package”  whenever  ordering,  pre- 
scribing, or  recommending. 
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Vo  You  Know  Your  Sulfonamides  ? 


S^ANHAM/0f 


*HICH 


shall 


I USB 


go»o*rh~; 


The  sulfonamide  compounds  continue  to  grow  in  importance. 
Three  separate  drugs  have  been  accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  A.  M.  A.  Another  has  been  submitted  for  acceptance.  We  pre- 
sent on  this  page  the  “box  score”  on  three  “sulfa”  drugs  now  in  widespread  use. 


which  produces 
best  results 

5UlPathiaz  ,N  PNEUMONIa? 

«*%&£&** 


Sulfanilamide 

N.N.R. 

Sulfapyridine 

N.N.R. 

Sulfathiazole 

N.N.R. 

CHEMICAL  NAME 

(p-amino-benzene 

sulfonamide) 

(2-sulfanilyl 

aminopyridine) 

(2-sulfanilyl 

aminothiazole) 

SOLUBILITY 

in  100  cc.  of  water  at  37.5°  C. 

1480  mg. 

54  mg. 

96  mg. 

PHARMACOLOGY 

Absorption 

Relatively  uniform  and  rapid. 

Irregular  and  often  poor. 

Uniform — very  rapid. 

Distribution 

In  all  body  fluids. 

In  all  body  fluids. 

In  blood  but  poorly  in  other 
body  fluids. 

Excretion 

Rapid. 

Slower  than  Sulfanilamide. 

Rapid. 

Tendency  to  conjugation. 

Slight. 

Marked. 

Moderate. 

CHEMOTHERAPY 

★ Preferred  Drug. 

• Also  Effective. 

Colon  Bacillus 

★ 

Dysentery  Bacillus 

• 

Gonococcus 

• 

★ 

Lymphogranuloma  Venereum 

• 

• 

★ 

Meningococcus 

• 

★ 

• 

Pneumococcus 

★ 

★ 

Staphylococcus 

• 

★ 

Streptococcus 

★ 

• 

HOW  SUPPLIED  BY  SQUIBB 

Tablets 

5 grain  in  bot.  of  100,  500, 
1000. 

7 ]/2  grain  in  bot.  of  25,  100, 
1000. 

0.5  gram  in  bot.  of  50,  100, 
1000. 

0.5  gram  in  bot.  of  50,  100, 
500,  1000. 

Powder 

4 oz.  Rx.  bottle. 

5 gram  vials. 

Crystals 

1 .0  gram  ampuls,  box  of  5 and 
25. 

5 gram  vials. 

Capsules 

0.25  gram  in  bot.  of  50,  100, 
1000. 

QUIBB 

ulfonamides 


When  you  think  of  S 

. . . think  of  SQUIBB 

. __ 
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• Incorporating  the  daily  dose  of 
vitamin  D in  milk  removes  some 
difficulties  in  administration.  The 
mother  need  only  add  the  pre- 
scribed dose  to  the  daily  ration  of 
milk.  Moreover,  biologic  and  clini- 
cal investigations  have  shown  that 
when  vitamin  D is  thoroughly 
diffused  in  milk  smaller  doses 
may  suffice  for  the  prevention 
and  cure  of  rickets. 

Drisdol  in  Propylene  Glycol  makes  it  possible  to  secure  the  benefits 
obtainable  from  combining  vitamin  D with  the  daily  milk  ration.  Unlike 
oily  preparations,  Drisdol  in  Propylene  Glycol  diffuses  readily  in  milk 
and  when  well  diluted  imparts  no  taste  nor  odor. 


HOW  SUPPLIED: 

Drisdol  in  Propy- 
lene Glycol  — 
10,000  U.S.P.  units 
per  gram— is  avail- 
able in  bottles  con- 
taining 5 cc.  and 
50  cc.  A special 
dropper  delivering 
250  U.S.P.  vitamin 
D units  per  drop  is 
supplied  with  each 
bottle. 


Reg.  U.  S.  Pat.  Off.  & Canada 

Brand  of  CRYSTALLINE  VITAMIN  D 
from  ergosterol 

IN  PROPYLENE  GLYCOL 


'WitUltSiGfL  QUe*ttioal  Gamjxcuuf.,  One. 

Pharmaceuticals  of  merit  for  the  physician 


NEW  YORK,  N.  Y. 


WINDSOR,  ONT. 


822M 
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SPECIALTY 

Knowing  how  to  get  things  clone  has  been  this 
country’s  specialty.  The  men  and  women 
associated  with  Eli  Lilly  and  Company  have 
the  habit  of  constantly  improving  products, 
facilities,  and  operations  in  all  departments 
of  the  business.  On  this  happy  faculty 
depends  the  excellence  of  Lilly  products. 


ENTORAL 

(Oral  Cold  Vaccine,  Lilly) 


Oral  vaccination  with  ‘EntoraP  brings  about  a reduction  of 
60  percent  or  more  in  the  incidence  of  colds.  Respiratory 


infections  that  are  contracted  after  immunization  are  usu- 
ally of  lessened  severity.  Pulvules  ‘EntoraP  are  supplied  in 
bottles  of  20  and  60. 

ELI  LILLY  AND  COMPANY 

Principal  Offices  and  Laboratories,  Indianapolis , Indiana,  U.  S.  A. 
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Editorial 

Sauce  for  the  Goose 


The  time  is  now  at  hand  which  will 
provide  a real  test  of  the  temper  of  the 
American  people,  and  perhaps  also  of  the 
soundness  of  our  more  recently  acquired 
institutions  and  customs.  The  only  real 
sacrifices  to  date  under  the  defense  pro- 
gram have  been  made  by  the  young  men 
called  into  selective  service,  young  phy- 
sicians included. 

There  will  be  need  from  now  on  for 
willing  sacrifice  and  self-restraint  by 
everyone.  Restrictions  on  the  use  of  silk 
and  gasoline  are  already  in  force  besides 
many  other  priorities  in  raw  materials, 
the  effect  of  which  is  not  so  immediately 
felt  by  the  public.  But  they  will  be  felt; 
we  have  been  exceedingly  wasteful  of  the 
gifts  of  freedom  by  and  large. 

Now,  by  government  regulation  and 
for  the  common  safety,  we  will  have  to  do 
without — to  economize  in  many  ways  to 
meet  the  threat  of  “absolutism  tempered 
by  assassination.”  That  means  increas- 
ing self-restraint  on  the  part  of  everyone. 
But  since  the  power  to  restrain  is  being 
increasingly  granted  to  the  government, 
it  becomes  more  than  ever  an  obligation 
of  those  entrusted  with  the  far-reaching 
powers  of  regulation  to  use  them 
wisely. 

These  increased  powers  are  being  ac- 
corded by  the  people  to  government  for 
the  sole  purpose  of  preserving  our  demo- 
cratic system  and  not  at  all  with  the  inten- 
tion that  there  shall  be  created  thereunder 
a managed  economy.  For  the  duration  of 


any  real  emergency,  during  which  all 
necessities  must  be  subordinate  to  the  de- 
fense effort,  such  grants  of  power  are  the 
indispensable  tools  of  accomplishment 
and  will  be  so  considered  by  those  who 
must  bear  cheerfully  and  willingly  the 
brunt  of  the  sacrifices  in  money  and  com- 
fort necessarily  entailed,  as  well  as  in  a 
different  way  of  life.  But  let  the  fact  be 
clearly  understood  that  these  grants  of 
power  are  mere  proofs  of  the  flexibility  of 
the  democratic  way  of  life  and  in  no  way 
constitute  a mandate  to  change  the  form 
or  philosophy  of  our  constitutional  gov- 
ernment. 

Those  physicians  who,  for  the  emer- 
gency, are  willing  to  throw  their  all  into 
the  pot,  abandon  private  for  public 
medicine,  and  their  associates  who  are 
cheerfully  aiding  without  recompense  the 
selective  service,  the  civilian  defense 
preparations,  and  all  the  other  burdens 
of  the  emergency  are  doing  so  in  the  ex- 
pectation that  their  representatives  in 
Congress  and  those  who  administer  the 
necessary  regulations  will  subject  them- 
selves to  the  restraints  they  propose  to 
require  of  others. 

There  is  still  an  American  ethos,  a 
characteristic  spirit  of  the  Nation;  it 
was  born  here,  on  the  soil  which  we  pre- 
pare to  defend  and  for  which  any  sacrifice 
will  cheerfully  be  made.  It  must  not  be 
permitted  to  die  by  confusion  of  purpose, 
by  the  permanent  abandonment  of  a 
philosophy  of  government  which  has 
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nurtured  it.  About  that  let  there  be  no  Benjamin  Franklin,  “a  Republic,  if  you 
misunderstanding.  “You  have,”  said  can  keep  it.” 

What  Price  Human  Life? 


With  nearly  the  entire  world  engaged  in 
an  orgy  of  unprecedented  human 
slaughter  on  land,  sea,  and  in  the  air 
and  with  this  Nation  busily  engaged  in 
the  manufacture  of  the  means  to  this 
end,  mention  of  our  domestic  mortality 
rates  may  seem  somewhat  smug.  Never- 
theless, in  spite  of  an  increase  of  about  17 
per  cent  in  automobile  accidents,  the 
mortality  of  the  American  people  seems  to 
remain  at  a favorably  low  level.  Accord- 
ing to  the  Statistical  Bulletin  of  the 
Metropolitan  Life  Insurance  Company, 
for  July,  1941,  “the  current  year  may  fully 
be  expected  to  rank  among  the  years  of 
minimum  mortality.  ’ ’ F rom  the  record  of 
the  first  six  months  of  the  year  of  1941,  it 
“appears  that  there  will  be  no  less  than 
seven  in  the  list  of  selected  causes  of 
death  ....  that  will  establish  new  mini- 
mum rates  ....  scarlet  fever,  diphtheria, 
pneumonia,  tuberculosis,  diarrhea  and 
enteritis,  appendicitis,  and  puerperal  dis- 
eases. Also,  diabetes,  cerebral  hemor- 
rhage, and  chronic  heart  diseases ” 

Dislocations  of  the  population  due  to 
worker  migrations  associated  with  the 
defense  effort,  housing  shortages,  and 
sanitary  insufficiency  in  many  areas 
might  have  been  expected  to  react  un- 
favorably upon  the  record,  especially  for 
the  respiratory  diseases,  but  tuberculosis 
and  pneumonia  continue  to  present  mini- 
mum rates.  The  favorable  record  for 
pneumonia  appears  to  be  the  result  of 


improved  modern  methods  of  treatment 
of  this  disease. 

The  death  rate  for  motor  vehicle  acci- 
dents, according  to  the  Bulletin , has  risen 
26.1  per  cent.  It  has  been  higher  each 
month  this  year  than  in  the  corresponding 
month  of  1940.  Canada  has  shown  the 
same  percentage  increase,  approximately, 
but  with  a lesser  total.  Looking  forward 
to  the  near  future  when  the  output  of  new 
passenger  cars  will  be  sharply  curtailed, 
the  prospect  is  anything  but  bright  for  an 
effective  reduction  of  accidents  and 
fatalities.  For  this  will  necessarily  mean 
the  prolonged  use  of  old  vehicles  with 
their  worn  brakes  and  mechanisms.  Even 
the  prospect  of  gasoline  rationing  will  not 
necessarily  affect  the  future  totals,  except 
possibly  temporarily. 

It  is  discouraging  to  contrast  the 
meager  salvage  of  human  life  by  improved 
methods  of  treatment  of  disease  by  the 
slow  and  orderly  progress  of  study  and 
research  with  the  criminally  carefree  and 
brutal  destruction  of  well  people  by  ma- 
chinery. Is  it  not  a little  ridiculous  for 
supposedly  intelligent  human  beings  to 
point  to  a low  mortality  rate  with  pride 
and  to  labor  ceaselessly  to  create  ma- 
chinery with  which  to  kill  off  or  maim 
those  who  are  spared  extinction  from 
disease?  To  us  it  does  not  make  sense 
even  in  a cockeyed  world,  much  less  in  a 
sane  one;  or  does  it? 


Eighteen  Thousand  Suicides 


Suicide  is  one  of  the  few  crimes,  of 
which  we  are  aware,  for  which  the  law 
punishes  failure  to  commit  it  successfully. 
It  is  a major  social  and  medical  problem 
in  the  United  States,  according  to  the 
Metropolitan  Life  Insurance  Company.1 

1 Statistical  Bull.  Metropolitan  Life  Ins.  Co  22: 
Mo.  5,  9 (May)  1941. 


“More  than  18,000  people  a year  in  this 
country  put  an  end  to  their  own  lives, 
and  probably  an  additional  100,000  make 
unsuccessful  attempts  to  kill  them- 
selves  

“It  is  a melancholy  thought,”  says  the 
Statistical  Bulletin,  “that  considerably 
more  than  100,000  people  in  this  country 
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each  year  find  life  so  hopeless  and  cheer- 
less that  death  seems  preferable.,,  Under 
25  years  of  age,  1 out  of  every  6 men,  it 
appears,  who  attempt  to  destroy  them- 
selves are  successful,  while  at  ages  50 
and  over,  the  ratio  is  2 out  of  3.  The 
ratios  are  different  among  women.  Under 
25,  only  1 woman  succeeds  to  18  who 
fail;  but  at  the  age  of  50  and  over,  1 
succeeds  to  2 who  fail. 

The  Bulletin  comments  further  that 
the  “ effort  to  prevent  suicide  has  hardly 
been  commensurate  with  the  magnitude 
of  the  problem.”  The  same  Bulletin 2 
forecasts  for  1941  the  prospect  of  a new 
health  record  and  a further  probable  de- 
cline in  mortality  from  disease,  but  “a 
disturbing  increase  in  motor  vehicle 
fatalities.”  These,  we  are  informed  from 

2 Ibid.,  page  10. 


other  sources,  are  said  to  be,  so  far,  about 
12  per  cent  above  those  for  1940. 

Suicides  and  motor  vehicle  fatalities 
seem  to  us  to  be  a wastage  of  life  which 
should  not  be  tolerated  with  the  com- 
placency we  seem  to  exhibit.  On  the 
other  hand,  it  seems  curiously  paradoxi- 
cal— or  something — to  attempt  to  save 
people  from  death  from  these  causes  only 
to  have  them  and  many  others  dis- 
membered by  bombs,  drowned  by  sinking 
ships  with  torpedoes,  burned  to  death  by 
flame  throwers,  choked  by  poison  gas, 
shot  to  death  by  gunfire,  or  rolled  flat 
by  tanks.  There  appears  to  be  some- 
thing a little  wrong  about  our  theory  and 
practice  somewhere.  If  we  could  straighten 
this  out  somehow,  it  might  be  possible 
to  start  a really  effective  campaign  to 
reduce  wastage  of  life. 


A New  Test  for  Pregnancy 


Since  the  introduction  of  the  Ascheim- 
Zondek  test  for  pregnancy,  subsequent  work 
along  this  line  has  led  to  modifications  or 
simplifications  of  this  basic  procedure.  All 
of  them  depend  upon  the  estrogenic  substance 
present  during  gestation. 

Falls,  Freda,  and  Cohen1  now  describe  a 
test  which  has  as  its  basis  the  immune  and 
biologic  mechanisms  responsible  for  allergic 
reaction.  The  material  used  is  colostrum  ob- 
tained from  primipara  during  the  twenty- 
eighth  week  of  pregnancy.  This  is  diluted 
with  an  equal  quantity  of  physiologic  saline 
solution.  To  100  cc.  of  this  mixture,  0.1  cc. 
of  a 1 to  100  dilution  merthiolate  is  added. 

This  test  is  performed  like  all  other  allergic 
tests.  Using  a tuberculin  syringe,  Vso  cc.  of 
the  above  described  solution  is  injected  intra- 
dermally. 

When  the  patient  is  pregnant,  the  resulting 
wheal  will  disappear  within  one  hour  and  the 
skin  surrounding  the  site  of  injection  will  re- 
main unchanged  in  appearance.  In  other 
words,  no  reaction  to  the  colostrum  occurs. 
In  the  absence  of  pregnancy,  the  wheal  in- 
creases in  size  and  a pink  to  red  areola  accom- 
panies the  swelling  for  a distance  of  1 to  2 

1 Falls,  F.  H.,  Freda,  V.  C.,  and  Cohen  H.  H.:  Am.  J. 

Obst.  & Gynec.  41:  431  (March)  1941. 


inches.  This  flaring  is  irregular  in  contour  and 
shows  projecting  striae.  The  reaction  in- 
creases in  intensity  within  an  hour  of  injection 
and  may  last  for  five  hours. 

Falls  and  his  co-workers  performed  this 
test  upon  265  cases  of  definite  pregnancy; 
there  were  only  five  false  positive  reactions  in 
this  group.  In  113  nonpregnant  women 
wherein  this  test  was  employed,  four  reactions 
positive  for  pregnancy  appeared.  The  active 
protein  responsible  for  this  reaction  has  as  yet. 
not  been  determined. 

It  seems  that  the  small  amount  of  colostrum 
appearing  after  puberty  in  all  nonpregnant 
women  sensitizes  the  adult  body  to  this  pro- 
tein. The  writers  feel  that  a temporary  im- 
munity against  it  is  established  during  preg- 
nancy. The  practical  application  of  this  test 
has  shown  that  women  on  their  last  day  of 
menstruation  will  almost  always  show  a posi- 
tive test.  Further  experiences  will  unques- 
tionably produce  additional  informative  ob- 
servations. Should  this  test  compare  favor- 
ably in  accuracy  with  those  now  in  general 
use,  it  will  mean  a saving  of  time  and  expense. 
Undoubtedly,  the  simplicity  of  this  pregnancy 
test  and  its  ready  applicability  as  an  office 
procedure  will  bring  forth  speedy  reports  of 
further  research. 
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Cardiac  Trauma 


One  rarely  thinks  of  trauma  to  the  heart 
without  picturing  a penetrating  wound 
through  its  musculature.  The  spectacular 
success  in  the  management  of  cardiac  wounds 
which  has  been  achieved  by  thoracic  surgeons 
has  overshadowed  the  seriousness  of  what 
Beck1  calls  contusion  of  the  heart.  These 
cases  most  frequently  follow  automobile  acci- 
dents wherein  the  steering  wheel  suddenly 
strikes  the  thorax. 

The  osseous  framework  of  the  thoracic  cage 
possesses  a high  degree  of  elasticity.  Even 
when  a violent  blow  has  been  struck,  it  may 
spring  back  to  shape  and  give  no  external  evi- 
dence of  injury  to  the  heart.  The  injured 
person,  after  a short  period  of  rest,  can  usually 
continue  on  his  way,  only  to  experience  later 
the  symptoms  of  cardiac  contusion. 

The  predominant  symptom  is  a feeling  of 
general  weakness,  associated  with  a transient 
drop  in  the  arterial  pressure.  Extreme  shock, 
wherein  unconsciousness,  air  hunger,  a clammy 
skin,  and  an  extremely  low  blood  pressure  are 

1 Beck,  C.  S.:  Texas  State  J.  Med.  36:  660  (Feb.) 

1941. 


evident,  speak  for  severe  contusion.  Auricu- 
lar fibrillation  may  occur  and  heart  block  may 
result  from  hemorrhage  into  the  bundle  of 
His.  Cardiac  contusion  should  always  be 
suspected  when  anginal-like  pain  or  epigastric 
distress  and  vomiting  follow  trauma  to  the 
thorax.  High  venous  pressure,  a low  arterial 
pressure,  in  the  presence  of  a quiet  heart  are 
characteristic  of  acute  cardiac  compression. 
The  appearance  of  deep  Q waves,  notching  of 
the  QRS  complex,  or  inverted  T waves  in  the 
electrocardiogram  will  remain  permanent  find- 
ings only  if  the  injury  to  the  heart  muscle  has 
resulted  in  some  complete  destruction. 

In  our  time,  with  trauma  assuming  a more 
important  role  in  the  causation  of  medical  in- 
firmity, the  notations  of  Beck  are  of  the  ut- 
most importance . His  suggestions  f or  therapy 
may  not  meet  the  exigencies  of  war,  but  his 
recommendations  for  the  use  of  quinidine, 
sedatives,  and  oxygen,  among  other  measures 
advocated,  can  be  adapted  to  military  use  with 
slight  modifications.  Contusion  of  the  heart, 
and  its  successful  treatment,  will  emerge  as 
another  achievement  of  medicine. 


SCIENTIFIC  EXHIBITS 

1942  Annual  Meeting 

Applications  for  space  for  the  scien- 
tific exhibits  should  be  made  directly  to 

Dr.  J.  G.  Fred  Hiss, 

505  State  Tower  Building, 
Syracuse,  New  York, 

Chairman  of  Subcommittee  on  Scientific 
Exhibits  of  the  Convention  Committee. 

The  Annual  Meeting  will  be  held 
April  27-30,  1942,  Hotel  Waldorf- 
Astoria,  New  York,  New  York.  The 
list  will  he  dosed  on  January  1 , 194-2. 

Peter  Irving,  M.D.,  Secretary 


THE  IMPORTANCE  OF  THE  INVESTIGATION  OF  PERSONALITY 
FACTORS  IN  PSYCHOSOMATIC  PROBLEMS  IN  MEDICINE 

Edwin  J.  Doty,  M.D.,  New  York  City 


PSYCHOSOMATIC  problems  in  medicine 
may  be  divided  into  three  general 
groups.  The  first  includes  those  patients  in 
whom  a personality  disorder  resembles,  in  its 
symptomatology,  a somatic  illness.  After 
careful  physical  studies  have  excluded  organic 
conditions,  the  tendency  may  then  be  to  as- 
sume that  the  patient  has  a personality  dis- 
order. However,  the  diagnosis  of  a neurosis 
or  other  type  of  personality  disorder  is  not 
justifiable  on  such  a by-exclusion  basis.  Such 
a diagnosis  should  depend  on  the  demonstra- 
tion of  definite  disturbance  in  personality 
functioning. 

A second  group  comprises  those  patients 
in  whom  somatic  disease  is  present  but  is 
overlooked  because  a co-existing  personality 
disorder  is  more  prominent.  In  these  in- 
stances thorough  somatic  studies  will  reveal 
these  less  apparent  physical  disturbances. 

The  third  group  is  made  up  of  those  patients 
who  show  prominent  manifestations  of  so- 
matic illness . These  are  so  apparent  that  they 
tend  to  conceal  personality  factors  that  are 
also  contributing  to  the  patients’  difficulties. 
In  these  cases  if  the  physician  is  inclined  to 
explain  the  patients’  symptoms  as  due  en- 
tirely to  the  positive  physical  findings,  he 
will  neglect  associated  important  disturbances 
in  personality  functioning.  To  guard  against 
overlooking  important  personality  factors,  one 
should  evaluate  these  factors  in  all  patients 
having  physical  illnesses. 

Two  examples  of  psychosomatic  medical 
problems  will  be  considered  which  illustrate 
the  value  of  an  integrated  study  of  physical 
and  personality  factors.  In  the  first  of  these 
patients  the  somatic  factors  might  be  regarded 
as  predominating  over  the  personality  factors, 
while  in  the  second  patient  disturbed  per- 
sonality functioning  was  prominent. 

Case  Report 

The  first  patient,  a 33-year-old,  unmarried 
saleslady,  was  admitted  to  a medical  service 
complaining  of  headaches  that  had  occurred 
since  the  age  of  7.  Until  the  menarche  at  12, 
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the  pain  had  been  mild  but,  since  then,  had  been 
frequently  severe  enough  to  incapacitate  her. 
At  times,  almost  continuous,  moderately  intense 
headaches  persisted  for  several  days.  The  pain 
of  a severe  throbbing  character  usually  started 
in  the  bridge  of  the  nose  then  spread  to  the  right 
cheek,  orbital  region,  right  side  of  the  neck,  and 
shoulder.  These  headaches  were  accompanied 
occasionally  by  photophobia,  “puffiness”  of  the 
eyelids  and  right  side  of  face,  as  well  as  by  nausea 
and  vomiting.  Mild  analgesic  or  sedative 
medication  afforded  only  partial  relief.  A year 
before  admission  she  was  told  that  her  blood 
pressure  was  elevated.  Shortly  thereafter  the 
headaches  increased  in  severity.  She  also  began 
to  have  epigastric  pain  that  occurred  two  or 
three  hours  after  eating  and  was  relieved  by 
taking  milk  or  sodium  bicarbonate. 

During  childhood  her  health  had  been  good, 
and  she  had  adjusted  well  in  her  family  group  and 
in  school.  Because  of  family  financial  difficul- 
ties when  she  was  14,  she  had  to  give  up  her 
ambition  to  become  a teacher,  leave  school,  and 
go  to  work.  For  several  years  she  has  been  a 
competent  saleslady  in  a large  department  store. 
It  has  been  necessary  for  her  to  contribute  to 
her  parents’  support,  and  she  has  continued  to 
live  in  their  home. 

Because  of  the  nature  of  her  complaints  the 
medical  intern,  in  taking  the  initial  history,  in- 
vestigated her  personality  organization.  It  was 
brought  out  that  she  was  shy,  self-conscious, 
easily  offended,  perfectionistic,  and  serious- 
minded.  She  stated  that  she  enjoyed  her  work 
and  obtained  additional  satisfaction  from  attend- 
ing the  theater  and  concerts,  as  well  as  the  social 
gatherings  of  friends.  Seven  years  earlier,  she 
had  contemplated  marriage.  However,  after 
deciding  that  the  man  did  not  satisfy  her  criteria 
of  a suitable  husband,  she  decided  to  remain 
single.  She  believed  that  her  subsequent  resig- 
nation of  spinsterhood  had  been  influenced  by 
her  knowledge  of  unhappy  marriages  in  her 
family. 

Among  her  progenitors,  the  paternal  grand- 
mother and  a paternal  aunt  had  suffered  from 
severe  headaches.  Her  father  at  61  was  high- 
strung  and,  because  of  hypertension,  has  been 
unable  to  work  for  the  past  ten  years. 

Along  with  this  history  of  the  patient’s  back- 
ground, the  somatic  studies  revealed  generalized 
excessive  perspiration,  slightly  edematous  eye- 
lids, and  a blood  pressure  of  170/100.  Urinaly- 
sis, kidney  function  tests,  and  electrocardiogram 
were  normal.  Gastrointestinal  x-ray  studies 
showed  evidence  of  duodenal  ulcer. 

The  physician  in  charge  of  the  patient  made  the 
diagnoses  of  migraine,  essential  hypertension, 
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and  duodenal  ulcer.  A soft  gastric  diet,  with 
medication  to  reduce  gastric  acidity,  relieved  her 
abdominal  distress.  The  importance  of  the 
personality  factors,  already  described  in  the 
intern's  history,  was  recognized  in  formulating 
the  general  plan  of  treatment.  Accordingly, 
psychiatric  consultation  was  requested. 

During  the  psychiatrist's  first  interview  with 
the  patient  on  the  medical  ward,  she  was  friendly 
and  pleasant  but  tense.  There  was  marked 
flushing  of  the  skin  over  her  neck.  She  told  of 
becoming  “tense,  discouraged,  nervous,  and  ir- 
ritable” when  she  had  a headache  and  added 
that  the  pain  was  apt  to  be  more  severe  if  she 
became  emotionally  upset  or  fatigued.  On  being 
encouraged  to  discuss  her  relationships  with 
others  she  became  tearful  and  evasive.  She 
emphasized  her  conscientiousness  in  her  work, 
illustrating  this  by  telling  of  never  going  to  the 
employees'  rest  room  to  relax.  This  conduct 
she  contrasted  to  that  of  other  employees  whom 
she  characterized  as  lazy. 

She  remained  in  the  hospital  for  three  weeks, 
and  during  that  time  her  tenseness  gradually 
decreased.  Her  pulse  rate  slowed  and  was  less 
variable.  Her  blood  pressure  varied,  the  highest 
reading  being  180/120.  At  the  time  of  discharge 
it  was  150/104.  In  discussions  with  the  psychia- 
trist she  was  encouraged  to  unburden  herself. 
She  was  reassured  that  she  could  be  helped. 
Particular  attention  was  given  to  her  fear  that 
her  headaches  were  due  to  a brain  tumor.  She 
was  given  practical  advice  as  to  the  modification 
of  some  of  her  personality  features,  especially 
along  the  line  of  securing  more  relaxation  and 
being  less  perfectionistic  in  her  attitude  toward 
her  work.  Various  aspects  of  her  family  and 
home  situation  were  considered.  The  fact  that 
she  had  been  required  to  subordinate  some  of  her 
desires  to  the  necessity  of  contributing  to  her 
parents’  support  was  discussed  from  the  stand- 
point of  the  significance  of  frustration  and  resent- 
ment. 

Since  her  return  to  work  it  has  been  apparent 
that  she  has  gained  insight  as  to  the  importance 
of  personality  factors  in  relation  to  her  symptoms. 
Although  her  headaches  have  recurred,  they  have 
been  less  frequent  and  severe.  Other  than  for 
an  occasional  dose  of  mild  sedative  medication, 
she  has  not  required  somatic  treatment.  She 
has  been  free  from  abdominal  discomfort  and 
quite  consistently  cheerful.  In  her  work  she 
has  been  able  “to  take  things  more  lightly  and 
relax  more  easily.”  She  has  been  pleased  that 
this  changed  attitude  has  not  produced  any 
decrease  in  her  efficiency  as  measured  by  the 
amount  of  merchandise  she  has  sold.  Six  weeks 
after  leaving  the  hospital  her  blood  pressure 
was  190/95.  It  has  since  continued  to  show  a 
comparable  degree  of  elevation. 

Medical  literature  contains  numerous  pub- 
lications that  demonstrate  the  importance  of 
personality  factors  in  the  pathologic  physi- 


ology and  clinical  course  of  essential  hyper- 
tension1 and  peptic  ulcer.2  Wolff,3  in  his 
study  of  the  personality  functions  of  patients 
suffering  from  migraine,  has  demonstrated  the 
importance  and  therapeutic  significance  of 
such  features  as  the  perfectionism  and  em- 
phasis on  efficiency  which  this  particular  pa- 
tient showed.  In  this  instance,  an  awareness 
of  the  importance  of  such  factors  on  the  part 
of  the  internists  studying  the  patient  in- 
fluenced them  to  enlist  the  aid  of  the  psy- 
chiatrist in  their  program  of  investigation  and 
treatment.  The  collaboration  of  the  intern- 
ists and  the  psychiatrist,  although  not  render- 
ing the  patient  symptom-free,  has  succeeded 
in  favorably  modifying  her  complaints.  Such 
treatment  has  enabled  the  patient  to  acquire 
a helpful  understanding  of  the  interplay  of 
various  factors  that  are  of  importance  in  the 
production  and  accentuation  of  her  symptoms. 
This  understanding  has  aided  her  in  the  work- 
ing out  of  modifications  of  her  personality 
reactions  which  should  benefit  her  not  only  in 
the  way  of  diminishing  her  complaints  but  in 
achieving  a more  satisfactory  life  adjustment. 

The  second  case  to  be  considered  presents 
a different  type  of  psychosomatic  problem. 
Here,  the  manifestations  of  disturbed  per- 
sonality functioning  were  outstanding  and 
brought  about  the  patient’s  admission  to  a 
psychiatric  hospital.  Evidence  of  hyper- 
thyroidism was  also  recognized.  This  con- 
stituted an  important  somatic  factor  that 
could  not  be  neglected  in  any  broadly  inclu- 
sive and  well-integrated  formulation  of  study 
and  treatment. 

Case  Report 

An  18-year-old,  unmarried  youth  was  admitted 
to  a psychiatric  inpatient  service  because  he  had 
displayed  emotional  instability  and  poor  judg- 
ment. A short  time  before,  he  had  done  so 
poorly  in  the  final  examinations  of  the  first 
semester  of  his  freshman  year  that  he  had  been 
asked  to  leave  college.  During  the  preceding 
three  months  he  had  been  restless  and  tense  and 
had  shown  a marked  tremor  of  his  hands.  He 
had  lost  21  pounds  in  weight  and  smoked  exces- 
sively. Although  previously  temperate,  during 
this  period  he  had  used  alcoholic  beverages  al- 
most daily  and  occasionally  in  excessive  amounts. 
While  taking  his  final  examinations,  he  was 
troubled  by  the  local  discomfort  caused  by 
pediculosis  pubis.  Although  he  had  not  had 
sexual  contact,  he  was  concerned  greatly  as  to 
the  significance  of  this  condition.  This  reaction 
seemed  to  be  related  to  the  fact  that  in  a recent 
hygiene  course  he  had  been  much  impressed  by 
pictures  that  depicted  the  effects  of  syphilis. 

Shortly  after  leaving  college,  he  wrote  several 
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checks  that  represented  a sum  of  money  con- 
siderably greater  than  the  amount  he  had  on 
deposit  in  the  bank.  He  did  this  to  make  part 
payments  for  an  automobile,  two  radios,  and 
considerable  clothing.  His  parents,  having  been 
informed  of  his  behavior,  asked  him  to  return 
home.  He  complied  willingly  but  refused  to 
discuss  his  injudicious  purchases,  attempted  to 
buy  another  automobile,  and  continued  to  dis- 
play restlessness  and  tremulousness.  The  pri- 
vate physician’s  clinical  studies  revealed  excessive 
perspiration,  tachycardia,  and  a basal  metabolic 
rate  of  +31  per  cent.  This  physician,  also  being 
impressed  by  the  patient’s  emotional  instability, 
excessive  use  of  alcohol,  and  poor  judgment  in 
the  use  of  money  as  evidences  of  disturbed  per- 
sonality functioning,  advised  that  he  be  admitted 
to  a psychiatric  hospital. 

The  patient  was  the  only  child  of  parents  in 
modest  circumstances.  Other  than  for  some 
occurrence  of  nail-biting  in  childhood,  his  de- 
velopmental history  revealed  nothing  unusual. 
His  health  had  been  good,  and  he  had  made  a 
satisfactory  scholastic  record  in  grammar  and 
high  schools.  The  study  of  his  personality  rep- 
resented him  as  an  active,  energetic,  even- 
tempered,  outgoing,  sociable  youth  with  a fairly 
wide  range  of  interests.  In  his  associations  with 
those  of  his  own  and  the  opposite  sex,  he  had 
appeared  to  adjust  well.  He  was  fond  of  his 
parents  and  demonstrative  of  affection.  In  his 
attitude  toward  himself  he  had  displayed  a desire 
to  be  neat  and  well  dressed.  He  had  shown  a 
tendency  to  act  impulsively  on  judgments.  His 
parents  thought  that  he  had  felt  a lack  of  money 
while  at  college  where,  for  the  first  time,  he  was 
associating  with  others  of  his  age  group  who  were 
members  of  wealthy  families.  He  had  never  in- 
dulged in  sexual  intercourse,  feeling  that  this  was 
not  desirable  until  after  marriage.  There  was 
some  evidence  that  the  expression  of  a contrary 
code  of  sexual  morality  by  some  of  his  reputedly 
more  sophisticated  college  associates  had  en- 
gendered in  him  some  conflict  and  uncertainty. 
He  denied  experiencing  any  concern  over  his  oc- 
casional practice  of  masturbation. 

In  his  hereditary  background,  a paternal  uncle 
was  noted  to  be  moody.  Also  a female  paternal 
second  cousin  at  the  age  of  38  had  a depressive 
illness  complicated  by  hyperthyroidism.  She 
died  of  exhaustion  and  cardiac  failure  a few  days 
after  admission  to  a hospital  for  mental  illness. 
Apparently  the  patient  had  not  been  upset  by 
the  psychopathologic  disturbances  displayed  by 
these  two  relatives  with  whom  he  had  come  in 
contact  only  occasionally. 

On  admission,  he  was  friendly  but  facetious, 
boastful,  and  self-satisfied.  He  minimized  his 
recent  difficulties  and  rationalized  his  unusual 
behavior.  He  made  a fairly  good  adjustment  to 
the  hospital  routine  but  desired  participation 
in  much  more  strenuous  physical  activity  than 
he  was  allowed.  Tests  of  orientation,  memory, 
and  the  retention  of  immediate  impressions  were 


well  performed.  A psychometric  examination 
indicated  that  he  was  intellectually  capable  of 
doing  college  work. 

He  was  well  developed  physically  but  appeared 
to  be  somewhat  undernourished.  The  thyroid 
gland  was  moderately  and  diffusely  enlarged. 
There  was  a coarse  tremor  of  the  extended  hands 
and  slight  impairment  of  ocular  convergence. 
Tendon  reflexes  were  slightly  hyperactive,  and 
his  hands  and  feet  perspired  excessively.  The 
heart  was  not  enlarged.  His  pulse  rate  varied 
between  86  and  108  per  minute;  his  blood  pres- 
sure was  140/55.  The  creatine  tolerance  test 
showed  normal  retention.  Basal  metabolic  rate 
was  +50  per  cent. 

The  diagnostic  opinion  of  the  hospital  staff 
was  a mild  hypomanic  excitement  with  hyper- 
thyroidism occurring  in  the  setting  of  late 
adolescence. 

During  the  first  two  weeks  in  the  hospital  he 
lost  weight,  although  he  ate  well.  Thereafter, 
he  gained  weight  progressively.  An  internist 
saw  him  in  consultation  and  confirmed  the 
diagnosis  of  hyperthyroidism.  On  that  physi- 
cian’s advice  the  patient  received  syrup  of 
hydriodic  acid  4 cc.  daily,  luminal  0.030  Gm. 
three  times  a day,  calcium  lactate  0.6  Gm. 
three  times  a day,  and  a high-vitamin  diet.  In 
addition,  his  physical  activity  was  limited,  and 
he  received  a sedative  bath  of  one  hour’s  duration 
each  afternoon.  On  this  regimen  his  pulse  rate 
slowed,  the  tremor  of  his  hands  decreased,  and  he 
slept  well.  Two  weeks  after  admission  his 
basal  metabolic  rate  was  +47  per  cent.  This 
then  decreased  progressively,  and  at  the  end  of 
four  weeks  in  the  hospital  it  was  +17  per  cent. 
The  luminal  and  the  sedative  baths  were  discon- 
tinued six  weeks  after  admission,  and  he  was 
permitted  to  increase  his  physical  activity 
gradually.  Occasional  brief  periods  of  mild  de- 
pression and  tearfulness  occurred.  The  boister- 
ousness and  resentment  of  supervision  diminished 
gradually  and  disappeared  after  about  eight 
weeks  of  hospital  residence.  At  that  time  he 
began  to  make  visits  accompanied  by  his  parents. 

During  interviews  with  the  psychiatrist,  the 
patient  discussed  his  behavior  before  admission 
and  gained  some  insight  as  to  the  significance 
of  his  excessive  use  of  alcohol  and  his  poor  judg- 
ment. Various  aspects  of  his  personality  func- 
tioning were  discussed  with  him,  such  as  the  con- 
flicts arising  from  the  interaction  between  his 
instinctual  urges  and  the  restraining  influences 
of  his  ethical  standards.  Attention  was  also 
given  to  the  difficulties  he  had  experienced  in  his 
social  and  academic  adjustment  in  college. 
There,  the  environmental  demands  were  of  a 
different  type  than  those  presented  by  his  modest 
home  circumstances  and  the  less  exacting  educa- 
tional requirements  of  a small  high  school.  His 
tendency  to  resent  supervision  and  to  display 
boastfulness  and  irritability  were  analyzed  with 
him  in  terms  of  the  particular  significance  of  the 
personality  problems  of  adolescence. 
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As  the  evidences  of  hyperthyroidism  persisted, 
the  internist  in  subsequent  consultations  raised 
the  question  of  the  advisability  of  thyroidectomy. 
He  did  this  because  he  thought  the  hyperthyroid- 
ism might  have  deleterious  effects  on  the  patient's 
cardiovascular  system  and  that  such  changes 
might  persist.  However,  electrocardiographic 
and  x-ray  studies  of  the  heart  during  the  tenth 
week  of  hospital  residence  showed  no  variation 
from  normal.  At  that  time  the  patient  was  be- 
coming more  stable  emotionally  and  was  making 
a good  social  adjustment.  His  pulse  rate  was 
becoming  stabilized  at  a lower  average  level  and 
his  basal  metabolic  rate  was  +6  per  cent.  It 
appeared  that,  along  with  his  improvement  from 
the  psychiatric  standpoint,  the  hyperthyroidism 
was  diminishing.  Accordingly,  it  was  decided 
that  the  continued  medical  treatment  of  the 
thyroid  dysfunction  was  justifiable. 

Fifteen  and  one-half  weeks  after  admission  the 
patient  was  discharged  to  return  home.  He  had 
gained  14  pounds  in  weight  during  his  hospital 
residence,  and  his  basal  metabolic  rate  was  +3 
per  cent.  Also,  the  thyroid  gland  had  de- 
creased in  size.  He  was  instructed  as  to  a 
routine  of  gradually  increased  physical  activity 
and  was  advised  to  continue  taking  a daily  4-cc. 
dose  of  syrup  of  hydriodic  acid.  On  the  advice 
of  his  private  physician  it  was  later  discontinued. 

Sixteen  weeks  after  leaving  the  hospital  his 
basal  metabolic  rate  was  —1  per  cent.  After 
several  months  of  business  training,  he  secured 
employment  in  the  accounting  department  of  a 
large  manufacturing  corporation,  where  he  is 
doing  satisfactory  work.  He  expresses  himself 
as  pleased  with  his  situation.  During  his  last 
visit  home,  three  years  after  the  onset  of  his 
illness,  his  parents  noted  no  evidence  of  his 
former  symptoms  and  regarded  him  as  stable 
and  well  adjusted. 

The  relation  of  hyperthyroidism  to  per- 
sonality disorder  is  a complicated  one,  both 
etiologically  and  symptomatically.  The  thy- 
roid dysfunction,  in  some  instances,  appears  to 
be  the  cause  of  the  personality  disorder.  In 
other  patients  it  seems  to  be  rather  an  effect 
of  the  mental  abnormality.  In  this  case  the 
history  presents  the  manifestations  of  hyper- 
thyroidism as  appearing  before  the  symptoms 
of  the  hypomanic  reaction.  This  suggests 
that  the  personality  disorder  might  have  been 
secondary  to  the  hyperthyroidism.  Rather 
than  enter  into  a discussion  of  such  possible 
etiologic  relationships,  it  is  more  pertinent 
to  the  purpose  of  this  communication  to 
emphasize  another  aspect  of  this  clinical 
problem.  That  is,  the  importance  of  recog- 
nizing that  in  this  case  one  was  dealing  with 
the  interplay  of  two  types  of  illnesses  and 
should,  therefore,  try  to  avoid  attributing  all 
the  symptoms  to  one  or  to  the  other  of  the  two. 


Many  discussions  of  psychosomatic  medical 
problems  place  much  emphasis  on  the  physi- 
cian’s being  aware  of  psychologic  factors  in  his 
patients.  The  second  case  presented  demon- 
strates another  aspect  of  the  study  of  psycho- 
somatic problems  which  has  not  been  stressed 
to  so  great  an  extent.  The  reference  here  is  to 
the  fact  that  it  is  essential  for  the  psychia- 
trist to  possess  an  adequate  knowledge  of  the 
problems  of  physical  illness.  He  will  then 
be  less  likely  to  overlook  somatic  factors  in  his 
patients  while  he  focuses  attention  on  dis- 
turbances in  their  personality  functioning. 
Also,  in  consultations  with  his  medical  and 
surgical  colleagues,  he  will  be  able  to  make 
more  helpful  diagnostic  and  therapeutic  con- 
tributions. 

There  is  a general  acceptance  of  the  belief 
that  personality  factors  are  frequently  of 
importance  in  various  somatic  illnesses.  In 
closing,  I should  like  to  call  attention  to  some 
studies  that  substantiate  this  concept.  Dun- 
bar4 and  her  associates,  during  a two-year 
period,  studied  all  patients  admitted  to  the 
Presbyterian  Hospital  in  New  York  City  for 
the  treatment  of  cardiovascular  disease,  di- 
abetes, or  fractures.  In  300  out  of  the  total 
605  patients  studied,  a detailed  psychiatric 
investigation  could  be  conducted.  It  was 
found  that  emotional  factors  played  a role  in 
more  than  three-quarters  (78.67  per  cent)  of 
these  300  patients.  Ripley,5  in  a review  of  his 
work  as  the  psychiatric  consultant  to  the 
New  York  Hospital,  reported  on  218  patients 
whom  he  studied  during  one  year.  This  group 
represented  15  per  cent  of  the  total  number 
of  patients  admitted  to  the  medical  service 
during  that  period.  In  approximately  one- 
third  (32  per  cent)  of  these  eases,  physical 
illness  was  complicated  by  psychoneurotic 
features.  Only  4 per  cent  of  the  entire  group 
showed  no  positive  psychiatric  findings  con- 
tributing to  the  diagnostic  formulation. 

It  is  to  be  hoped  that, ’with  increasing 
familiarity  with  the  importance  of  psychologic 
factors  in  the  problems  of  illness,  physicians 
will  use  the  investigation  of  personality 
functions  as  an  integral  part  of  their  studies  of 
patients. 
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PRACTICAL  ASPECTS  OF  PSYCHIATRIC  MANAGEMENT  IN 
PSYCHOSOMATIC  PROBLEMS 

George  E.  Daniels,  M.D.,  New  York  City 


THE  growing  interest  in  psychosomatic 
problems  raises  the  natural  question  in 
the  minds  of  the  general  medical  man: 
“What  should  I do  about  it?”  Overselling  of 
the  emotional  factors  in  disease — even  empha- 
sis on  them — without  indicating  at  the  same 
time  the  avenue  of  effective  discharge,  is  poor 
mental  hygiene  and  can  only  lead  to  a feeling 
of  frustration  and  actual  delay  in  progress  in 
this  field  because  of  premature  enthusiasm 
without  opportunity  for  adequate  action. 

It  is  my  intention  in  this  communication  to 
indicate  a few  of  the  practical  aspects  of  the 
treatment  of  psychosomatic  cases  in  terms 
that  will  be  understandable  and  useful  to  the 
man  in  general  medicine  or  in  specialties  other 
than  psychiatry.  I hope  you  will  not  be  dis- 
appointed because  the  paper  does  not  deal 
with  indications  and  dosage  of  medication, 
supportive  treatment  in  toxic  cases,  or  criteria 
for  hospitalization.  These  are  intensely 
practical  problems  but  have  been  dealt  with 
elsewhere,  whereas  the  equally  important 
questions  of  judgment  on  how  far  to  go  in 
preliminary  psychotherapy  or  in  the  manage- 
ment of  the  emotional  problem  have  been  in- 
adequately discussed  as  far  as  the  general 
practitioner  is  concerned. 

“Should  the  general  medical  man  do 
psychotherapy?”  This  question,  often  heard, 
is  improperly  phrased.  The  family  doctor,  in 
fact  any  doctor  who  cares  for  a patient  over 
any  period  of  time,  cannot  avoid  exercising  a 
psychotherapeutic  influence,  either  positive  or 
negative.  The  question  is,  rather:  “To  what 
degree  can  the  doctor  make  his  general  medical 
treatment  more  psychotherapeutically  effec- 
tive; and  to  what  degree,  if  any,  should  he 
utilize  psychiatric  technic?” 

One  often  hears  it  said  that  the  theories 
and  practices  of  the  psychotherapeutist  ap- 
pear fantastic  and  that  all  that  is  necessary 
in  handling  personality  problems  is  common 
sense.  A good  seasoning  of  common  sense  is 
valuable  in  any  relationship,  but  it  is  an  error 
to  think  that  without  knowledge  of  psycho- 
dynamics one  is  in  a position  to  manage  or 
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treat  neuroses.  The  obvious  surface  phenome- 
non often  belies  the  deeper  trend  and,  unless 
one  knows  how  to  reduce  both  to  a common 
denominator,  pure  application  of  common 
sense  may  produce  far  from  the  desired  result. 

The  situation  presented  by  the  emotional 
complications  of  physical  disease,  be  the  symp- 
toms predominantly  physical  or  functional, 
calls  for  a mixture  of  boldness  tempered  by 
caution  in  the  initial  handling.  Not  to  go  far 
enough  is  to  deprive  the  patient  of  the  security 
of  his  illness  without  pointing  the  way  out. 
To  go  too  far,  especially  if  this  is  done  pre- 
cipitately, may  plunge  the  patient  into  a 
much  more  serious  mental  disorder  or  bring 
about  a marked  accentuation  of  the  physical 
symptoms.  As  in  any  branch  of  medicine, 
the  kind  and  degree  of  treatment  depend  on 
the  selection  of  the  case  and  the  training  and 
experience  of  the  physician.  I should  like  to 
use  one  of  the  most  frequently  encountered 
symptom  complexes  to  illustrate  approach 
and  handling.  The  same  general  principles 
hold  for  psychosomatic  symptoms  encountered 
elsewhere  in  the  body. 

A patient  comes  to  the  hospital  or  office  com- 
plaining of  cardiac  symptoms.  These  may  be 
mild,  in  the  form  of  occasional  palpitation  and 
precordial  discomfort;  may  consist  of  tachy- 
cardia with  some  extra  systoles;  or  may  be  in 
the  nature  of  full-blown  attacks,  with  palpi- 
tation, sweating,  and  a choking  feeling  with 
difficulty  in  breathing.  Accompanying  such 
attacks,  which  may  last  fifteen  or  twenty 
minutes,  there  may  be  great  apprehension  and 
fear  of  dying.  The  patient,  whatever  the  de- 
gree of  the  symptoms,  fears  organic  heart 
disease  and  either  comes,  or  is  brought,  for 
examination. 

The  history  and  a careful  physical  examina- 
tion reveal  no  evidence  of  serious  physical 
disorder.  We  will  assume  that  the  physician 
knows  his  physical  diagnosis  and  recognizes 
the  condition  as  functional.  He  may  go  so 
far  as  to  recognize  it  as  the  clinical  picture 
of  anxiety.  What  is  his  next  move?  There  is 
no  question  that,  in  cases  in  which  no  struc- 
tural disease  is  present,  reassuring  and  con- 
vincing the  patient  that  he  does  not  have  a 
serious  or  fatal  malady  is  an  obvious  and 
necessary  step  in  the  therapeutic  procedure. 
The  time  and  way  this  is  done,  however,  majr 
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be  signal  in  the  entire  management  of  the 
case. 

In  milder  cases  the  reassurance  that  there 
is  no  serious  physical  disease  may  lead  to 
prompt  relief;  and  in  the  mildest  cases,  par- 
ticularly in  adolescence,  such  reassurance  may 
be  sufficient  to  tide  over  the  situation,  and 
it  may  be  unnecessary  to  go  further  into  the 
matter.  However,  if  the  underlying  conflict 
is  severe,  the  effect  of  reassurance  cannot  be 
more  than  transient,  and  perhaps  it  should 
be  temporarily  withheld  until  one  has  had  an 
opportunity  to  take  further  bearings  on  the 
case. 

The  circumstances  under  which  information 
— even  obvious  information — is  conveyed  to 
the  patient  must  take  into  account  the  serious- 
ness of  the  neurosis  and  the  extent  to  which 
seemingly  unsolvable  environmental  factors 
lie  behind  the  symptoms.  To  tell  a patient 
who  has  been  suffering  from  severe  functional 
cardiac  symptoms  for  several  years  that  there 
is  no  trouble  with  his  heart,  without  further 
preparation,  may  be  fraught  with  serious 
consequences — sometimes  even  with  the  pre- 
cipitation of  a psychosi^.  A patient  whose 
serious  maladjustment  has  been  screened  be- 
hind physical  symptoms  cannot  tolerate  a too 
rapid  tearing  away  of  the  mask  that  has  been 
afforded  to  his  most  intimate  struggles — a 
mask  also  acting  as  a screen  even  to  his  own 
conscious  appreciation.  The  result  may  be 
no  change  at  the  time,  the  symptom  may  dis- 
appear to  reappear  shortly  in  some  other  organ 
or  the  patient  may  seek  refuge  in  a psychosis. 
I recall  one  such  patient  who  had  been  sitting 
on  a volcanic  marital  situation  for  ten  years. 
Her  main  safety  valve  had  been  attacks  of 
palpitation.  These  erupted  into  a hysterical 
stupor  and  approached  a catatonic  episode 
when  it  was  explained  to  her  that  she  did  not 
have  heart  trouble.  Her  main  problem  was 
too  abruptly  approached.  In  psychosomatic 
medicine,  as  in  surgery,  there  are  certain 
walled-off  diseases  that  should  be  opened  up 
only,  if  at  all,  under  the  most  scrupulous  ap- 
plication of  technic. 

If  the  manifestations  are  not  sufficiently 
mild  to  justify  the  physician’s  strongly  reas- 
suring the  patient  with  the  prospect  that  this 
alone  will  be  sufficient,  what  is  the  next  step 
in  procedure?  This  must  be  in  the  form  of  a 
cautious  investigation  into  the  sources  of  con- 
flict, so  that  the  patient’s  attention  may  gradu- 
ally be  directed  toward  the  seat  of  the  diffi- 
culty. Whether  the  general  medical  man  or 
other  specialist  is  able  to  deal  with  the  prob- 
lem, or  whether  it  needs  to  be  handled  by  a 


psychiatrist,  depends  upon  the  depth  and 
seriousness  of  the  difficulty  and  upon  the 
physician’s  understanding  of  mental  phenom- 
ena. Simply  to  reiterate  to  the  patient  that 
there  is  nothing  the  matter  with  his  heart,  or 
to  go  even  further  and  insist  that  the  difficulty 
is  simply  imaginary,  is  likely  to  lead  to  con- 
fusion or  vehement  disbelief  or  anger,  if  not 
to  the  other  contingencies  mentioned.  The 
patient  knows  that  he  has  the  symptoms,  and 
as  the  symptom  is  based  on  disordered  func- 
tion— though  from  a different  source  than  that 
of  organic  heart  disease — it  cannot  be  re- 
lieved until  one  deals  with  the  more  funda- 
mental situation. 

In  attacks  of  neurotic  anxiety  expressing 
themselves  through  heart  symptoms,  it  is 
important  for  the  practitioner  to  bear  in 
mind  that  these  symptoms  may  arise  in  one 
of  a couple  who  are  using  biologically  un- 
hygienic methods  of  contraception  or  who  are 
ignorant  about  the  mechanics  of  intercourse. 
In  a few  instances,  proper  contraceptive  advice 
or  simple  sexual  instruction  may  bring  brilliant 
results.  Such  uncomplicated  cases  are  not 
common  and,  if  the  symptoms  are  severe, 
usually  a more  deeply  seated  neurosis  is 
present. 

The  following  case  represents  an  example  of 
a patient  who  had  become  a chronic  invalid 
through  mismanagement  but  who  was  con- 
siderably helped  by  the  utilization  of  a per- 
tinent psychiatric  history  in  conjunction  with 
repeated  reassurance  and  medical  re-educa- 
tion. 

Case  Repo'rt 

B.  R.,  a Jewish  housewife  aged  53,  was  ad- 
mitted to  the  Presbyterian  Hospital  for  heart 
trouble  of  five  years’  duration,  mild  diabetes  for 
three  years,  and  attacks  of  hoarseness  for  two 
years.  The  onset  of  her  illness  occurred  a few 
months  after  the  first  signs  of  the  menopause. 
Her  attacks  consisted  of  precordial  pain,  palpi- 
tation, and  irregular  breathing  with  extra  systoles 
and  prolonged  compensatory  pauses.  The  pa- 
tient was  convinced  that  she  might  die  during 
an  attack.  The  attacks  were  precipitated  in  the 
hospital  whenever  she  attempted  to  exert  herself 
and  often  were  accompanied  by  hoarseness,  al- 
though this  symptom  also  occurred  independently. 

Careful  physical  examination  revealed  no 
organic  cardiovascular  disease.  Her  periods  still 
occurred  irregularly.  She  had  a mildly  elevated 
blood  sugar  level,  which  was  controlled  by  diet. 
It  was  noted  that  she  was  apt  to  have  her  most 
severe  attacks  during  visits  of  the  family  when 
she  would  often  lose  her  voice  completely  in  their 
presence  but  recover  it  rather  promptly  after  their 
departure.  On  one  occasion  she  suddenly  lost 
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her  voice  while  telephoning  home.  No  local 
pathology  accounted  for  this.  The  suspicion 
that  there  was  a large  hysterical  element, 
coupled  with  her  failure  to  act  favorably  to  reas- 
surance that  her  heart  was  sound,  led  to  psychiat- 
ric consultation  and  treatment. 

A careful  recheck  of  the  circumstances  sur- 
rounding the  onset  of  symptoms  revealed  that 
her  first  attack  of  palpitation  had  occurred  on 
the  evening  of  the  graduation  from  high  school 
of  a daughter  who  had  recently  become  engaged 
and  three  days  after  the  marriage  of  her  only  son, 
who  was  21.  This  son’s  announcement  that  he 
was  going  to  marry  had  been  a great  shock  to 
her  and,  although  his  fiancee  was  perfectly  ac- 
ceptable, the  patient  opposed  the  marriage  on  the 
grounds  of  his  age.  She  openly  showed  her 
resentment  that  anyone  should  replace  her  in 
his  affections  and  claimed  that  she  had  not  known 
they  were  keeping  company,  although  the  son 
had  made  no  secret  of  it.  In  spite  of  her  objec- 
tions he  had  gone  ahead  and  married.  On  top  of 
the  physiologic  evidence  that  one  chapter  of 
her  life  was  closed,  the  patient’s  children  were 
leaving  her,  preferring  others  to  her  and  flouting 
her  authority.  Under  such  circumstances  there 
was  a last  desperate  effort  to  hold  attention  and 
affection  through  illness,  utilizing  autonomic 
phenomena  undoubtedly  made  available  by  the 
climacteric. 

In  this  case,  medical  opinion  had  tended  to 
reinforce  into  a conviction  the  patient’s  own  fear 
that  she  had  serious  heart  disease.  The  local 
physician  who  was  called  at  her  first  attack  of 
palpitation  told  her  that  she  had  heart  trouble 
and  prescribed  digitalis.  The  shock  of  this  in- 
formation led  to  her  fainting.  She  went  to  bed 
for  a week  and  for  the  next  three  months  suffered 
from  attacks  of  dizziness  and  weakness.  And 
then,  when  the  son  and  his  bride  moved  from  the 
patient’s  home,  her  severe  heart  attacks  began. 
During  the  next  five  years  she  saw  many  doctors 
who  made  diagnoses  of  heart  trouble,  menopause, 
and  diabetes.  One  doctor  said  she  would  not 
live  long,  and  after  this  information  her  attacks 
became  more  severe.  The  fact  that  the  meno- 
pause and,  later,  the  mild  glycosuria  gave  some 
physical  basis  for  her  symptoms  had  blocked 
inquiry  into  the  emotional  factors. 

The  patient’s  aphonia  had  first  appeared  after 
her  husband  had  given  up  sexual  relations  with 
her  because  of  his  fear  that  it  would  be  injurious 
to  her  health.  The  couple  had  been  given  no 
advice  on  this,  an  improvement  occurred  later 
when  relations  were  re-established. 

We  have  no  time  to  go  into  the  question  of  the 
diabetes  which,  although  in  this  case  it  is  per- 
haps adequately  explained  by  the  menopause, 
often  has  important  emotional  components. 
Earlier  attention  to  these  emotional  components 
might  have  postponed,  if  not  prevented,  the 
diabetes,  although  at  the  present  state  of  our 
knowledge  this  is  conjecture.1 

The  emotional  reasons  for  this  patient’s  dis- 


turbance were  uncovered  and  dealt  with  by 
showing  her  that  she  was  passing  through  what 
every  woman  must  experience,  and  by  showing 
her  that  neither  this  nor  the  fact  that  her  children 
would  inevitably  grow  up  and  marry  if  they  were 
healthily  independent  was  worth  chronic  in- 
validism and  the  eschewing  of  satisfactions  still 
open  to  her.  At  the  same  time  the  house  physi- 
cian patiently  repeated  his  examination  of  her 
heart  from  time  to  time  in  order  to  reassure  her 
more  forcibly,  and  the  nurses  who  took  special 
pains  to  increase  the  range  of  her  activities  were 
instructed  to  use  reassurance  generously.  By 
dint  of  this  combined  therapeutic  approach,  the 
patient,  who  had  been  confined  to  her  house  for 
two  years — most  of  which  time  was  spent  in  bed 
fearing  the  worst — got  about  sufficiently  to  be 
discharged  after  a month,  and  she  returned 
regularly  for  outpatient  medical  and  psychiatric 
treatment.  Although  she  continued  to  have  some 
attacks,  they  did  not  materially  limit  her  activi- 
ties. She  resumed  visiting  her  friends,  going  to 
the  theater,  and  doing  light  housekeeping  during 
the  next  few  years,  with  occasional  visits  to  the 
psychiatric  clinic  for  relatively  superficial  psycho- 
therapy. 

The  taking  of  additional  history  that  con- 
tains the  elements  of  the  emotional  conflict, 
as  in  the  foregoing  case,  may  represent  a 
psychotherapeutic  act  in  itself.  When  this  is 
directed  to  bringing  about  emotional  discharge 
of  affect,  it  is  called  mental  catharsis.  This  is 
simply  a more  technical  term  for  getting  the 
patient  to  unburden  to  the  physician — a 
therapeutic  maneuver  that  the  priest  and  wise 
physician  have  been  aware  of  from  time  im- 
memorial. 

Every  intuitive  person  knows  how  much  re- 
lief a good  cry  may  give  in  a situation  of 
grief  or  how  expressing  one’s  anger  to  a 
second  person  will  bring  it  into  control  or 
leave  one  better  poised  to  do  battle.  These 
truths,  however,  are  often  lost  sight  of  in  the 
pressure  of  medical  practice  and  on  a busy 
hospital  ward.  They  are  often  considered 
detrimental  if  the  patient  has  some  incapaci- 
tating physical  disease.  “Don’t  cry;  it 
simply  upsets  you,”  is  a frequent  admonition. 
In  the  general  hospital  it  is  commonplace  for 
the  ward  personnel  and  patients  to  become 
adjusted  to  a patient’s  cries  or  moans  as  an 
expression  of  physical  pain,  but,  if  the  pain  is 
mental,  there  may  be  little  patience  or  under- 
standing. Naturally,  one  cannot  allow  a 
general  medical  or  surgical  ward  to  become  a 
psychopathic  one,  but  the  suppression  of  quiet 
crying  often  defeats  its  end  and,  if  psycho- 
therapy of  any  depth  is  to  go  on,  one  would 
expect  some  emotional  cathartic  relief  to 
occur.  This  is  especially  so  when  it  is  working 
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its  way  out  gradually  and  with  no  special 
effort  to  evoke  it. 

To  tell  a patient  that  he  cannot  do  anything 
about  his  troubles  and,  therefore,  to  forget 
them  can  have  unexpected  reverberations. 
One  such  case  was  that  of  a 17-year-old  girl 
with  rheumatic  heart  disease  who  was  given 
such  advice  on  the  ward  when  she  showed 
grief  in  a perfectly  normal  way  after  a close 
friend,  another  patient  on  the  ward,  had  died. 
The  admonition  to  forget  it  was  only  too 
successful.  The  succeeding  days  she  became 
calm  and  placid,  but  the  following  night  she 
began  a series  of  sleepwalking  episodes  which 
were  ever  so  much  greater  strain  on  her  heart 
than  her  quiet  crying  would  have  been.  Of 
course,  this  is  not  a usual  case,  and  a somnam- 
bulistic background  made  it  possible  to  show 
such  far-reaching  effects,  but  it  illustrates  the 
danger  of  too  vigorous  repression  of  af- 
fect. 

In  extremely  neurotic  individuals,  however, 
such  unburdening  cannot  be  encouraged  with 
impunity.  Under  certain  circumstances  it 
even  should  be  discouraged  unless  one  has  the 
time  and  necessary  skill  to  go  into  a pro- 
longed and  carefully  controlled  analysis.  The 
physician  may  unwittingly,  because  of  a de- 
sire to  be  sympathetic,  have  the  whole  neurosis 
plopped  into  his  lap  without  knowing  what 
to  do  with  it.  The  result  may  be  a hopeless 
emotional  tangle,  and  the  last  state  of  the 
patient  may  be  worse  than  the  first.  One  does 
not  cure  cancer  by  sticking  a knife  into  the 
center  of  the  diseased  process.  I believe  that 
one  of  the  reasons  some  physicians  seem  lack- 
ing in  understanding  when  dealing  with  neuro- 
sis is  an  intuitive  protection  against  such  a 
situation  arising.  The  danger  would  not  be 
any  greater,  however,  and  the  patient  in  the 
end  might  be  the  gainer,  if  such  intuition 
were  replaced  by  conscious  awareness. 

I have  emphasized  the  importance  of  letting 
natural  feelings  express  themselves,  and  I 
have  stressed  the  danger  of  opening  up  the 
more  serious  emotional  problems  without 
time  and  professional  training  to  deal  with 
them.  What  should  the  physician’s  criterion 
be  for  encouraging  the  patient  to  unburden? 
It  should  be  the  same  as  that  used  in  determin- 
ing whether  to  give  the  patient  insight  into 
the  emotional  sources  of  his  illness,  which  has 
been  outlined  above;  i.e.,  the  extent  of  the 
neurotic  process  and  the  severity  of  the 
environmental  threat.  If  either  or  both  of 
these  show  malignant  ramifications,  it  should 
not  be  attempted  by  any  but  an  expert.  How- 
ever, when  the  disturbing  situation  expressing 


itself  in  a symptom  is  rather  discreet  and  the 
rest  of  the  environment  will  not  tumble  about 
the  patient’s  head  if  he  reacts  appropriately,  it 
is  important  for  the  practitioner  to  lend  his 
aid  as  a sympathetic  listener,  perhaps  con- 
fessor. 

I should  like  to  cite  an  example  of  a case 
that  was  treated  by  a third-year  medical 
student,  under  supervision,  in  the  psychiatric 
clinic  to  illustrate  the  successful  operation  of 
an  emotional  cathartic  process. 

Case  Report 

O.  C.,  a married  woman  aged  30,  was  referred 
from  the  Surgical  Clinic  where  she  had  been  under 
treatment  for  a month  for  chronic  mastitis. 
Three  weeks  before  coming  to  the  clinic  she  had 
developed  a lump  in  one  breast,  which  she  at- 
tributed to  a blow,  but  she  had  been  having  some 
discharge  from  both  breasts  since  weaning  her 
2-year-old  child  at  eleven  weeks.  She  was 
referred  to  psychiatry  for  insomnia,  which  first  ap- 
peared after  the  birth  of  the  child.  It  was  noted 
that  the  affect  connected  with  her  complaint  of 
pain  in  the  abscessed  breast  was  more  than  was 
to  be  expected  and  seemed  to  be  psychoneuroti- 
cally  overdetermined. 

After  being  followed  for  three  weeks  she  came 
in  one  day,  told  the  medical  student  that  there 
was  something  that  she  had  not  spoken  of  be- 
cause it  was  so  personal,  and  launched  into  a 
tirade  against  her  mother-in-law.  This  woman, 
she  stated,  had  tried  to  interfere  with  the  mar- 
riage to  her  son,  was  strenuously  opposed  to 
their  having  a child,  and  suggested  when  the 
patient  was  several  months’  pregnant  that  she 
have  an  abortion.  When  the  child  was  born,  how- 
ever, the  mother-in-law  attempted  to  take  over  the 
whole  management  of  its  care  and  went  to  the 
patient’s  house  several  times  a week  to  supervise 
her  activities  and  to  criticize.  Though  the  pa- 
tient’s husband  sympathized  with  his  wife  and 
though  she  was  “burning  up  inside,”  her  normal 
reticence  had  prevented  her  from  defending 
herself.  She  stated  that  she  had  come  to  the 
conclusion  shortly  after  starting  the  psychiatric 
interviews  that  this  situation  was  the  cause  of 
the  insomnia  as  well  as  of  some  of  her  other 
troubles.  She  had  decided  to  break  off  gradually 
with  her  in-laws,  and  she  had  been  sleeping  and 
feeling  better  since  she  made  this  decision.  In 
giving  the  account,  her  eyes  flashed  and  she 
showed  a tremendous  accumulation  of  feeling 
and  resentment. 

The  patient  left  the  clinic,  and  shortly  after 
arriving  home  her  mother-in-law  called  her  on 
the  telephone  to  nag  her  about  giving  the  baby 
bacon  to  eat.  The  patient  promptly  unloaded 
on  her  tormentor  all  the  accumulated  venom  of 
the  preceding  four  years.  This  was  her  first 
attempt  to  strike  back.  During  the  succeeding 
three  weeks  the  pain  in  the  breast  was  much 
accentuated.  When  reporting  this  in  clinic  she 
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also  mentioned  that  since  her  outburst  toward 
her  mother-in-law  she  had  “put  the  whole  thing 
out  of  her  mind.”  The  probable  relationship 
between  the  two  phenomena,  accentuated  pain 
and  successful  forgetting,  was  pointed  out  to  her. 
She  reported  during  the  following  interview  that 
the  pain  in  the  breast  had  subsided  the  day  of 
the  last  visit,  that  she  had  begun  to  sleep  regu- 
larly, and  that  she  felt  better  than  she  had  for  a 
long  time.  The  conflict  over  the  mother-in-law 
had  been  brought  to  the  surface  to  be  discharged 
through  normal  channels  and  was  in  the  proc- 
ess of  being  successfully  worked  through. 

The  preceding  example  illustrates  the  fact 
that  the  material  that  may  come  out  during 
mental  catharsis  may  have  a considerable 
weight  of  hostility  behind  it.  In  this  instance, 
its  very  emergence  in  the  medical  situation 
made  it  possible  for  the  patient  to  clear  the 
atmosphere  in  the  environmental  situation. 
It  is  also  important  to  bear  in  mind  that,  in  the 
process  of  releasing  underlying  hostility,  this 
may  turn  temporarily  onto  the  physician  in 
the  course  of  the  therapeutic  situation.  If 
the  physician  does  not  recognize  this,  he  may 
mistake  it  for  a sign  of  uncooperativeness  and 
refuse  to  have  further  to  do  with  the  case, 
instead  of  dealing  with  it  as  a step  in  the 
therapeutic  procedure. 

The  problem  of  when  to  give  advice  in 
cases  with  psychosomatic  complications  is 
important.  In  general,  one  seeks — as  in  the 
last  case — to  let  the  patient  work  out  his  own 
problems  with  the  sympathetic  and  under- 
standing attitude  of  the  physician  being  main- 
tained without  injecting  himself  too  much  into 
the  picture.  It  is  bad  psychotherapy,  for  ex- 
ample, to  recommend  that  a middle-aged 
spinster  get  married  when  there  is  little  op- 
portunity of  fulfilling  this;  that  a neurotic 
woman  have  a child  when  there  are  strong 
resistances  against  it;  or  that  a couple  get 
divorced — even  though  the  physician  has 
recognized  that  the  symptoms  show  conflict 
regarding  these  problems.  If  the  obstacles, 
either  neurotic  or  actual,  are  removed,  the 
patient  will  proceed  to  the  healthy  solution  of 
his  problems.  But  if  the  obstacles  have  not 
been  removed,  advice — especially  if  accom- 
panied by  pressure — will  only  increase  the 
complications. 

The  following  case  illustrates  the  situation 
in  which  the  patient’s  own  insight  was  re- 
enforced by  recommendation  and  encourage- 
ment from  the  physician.  In  order  to  become 
effective,  however,  this  had  to  be  distributed 
over  a period  of  years,  during  which  care  had 
to  be  exercised  that  the  patient  was  not 
pushed  beyond  her  capacity  to  respond. 


Case  Report 

M.  B.,  a single  mulatto  aged  29,  was  followed 
for  eight  years.  During  this  time  she  had  five 
attacks  of  severe  ulcerative  colitis,  several  of 
which  necessitated  months  in  the  hospital.  At 
the  time  of  her  first  hospitalization  during  her 
third  attack,  she  reported  that  she  had  been  at- 
tempting for  several  years  to  leave  her  sister  and 
sister’s  child  who  made  undue  financial  and  other 
demands  upon  her.  She  was  on  the  point  of 
transferring  to  a branch  of  her  firm  in  Hollywood 
when  the  attack  occurred.  She  remarked:  “I 
guess  the  excitement  was  too  much.”  When  she 
recovered  from  this  attack  she  was  given  en- 
couragement to  make  another  attempt,  but  each 
time  she  made  a move  in  this  direction  she  would 
have  a recurrence,  or  near  recurrence.  One  such 
attack,  for  example,  occurred  when  she  had  gone 
so  far  as  to  pick  out  another  apartment  away 
from  her  sister  but  in  the  same  city.  Finally,  she 
did  make  this  change.  Then  an  open  break  with 
her  sister  followed,  during  which  the  patient  was 
able  to  express  openly  her  resentment.  After  a 
few  months  she  made  her  long-delayed  move  to 
California.  From  there  she  reported  that  she 
was  happy  and  contented  and  free  from  physical 
symptoms.  In  this  case  the  total  amount  of 
time  spent  in  psychotherapy  was  not  great,  not 
more  than  a man  in  general  practice  could  have 
given.  The  indicated  recommendation  was  clear, 
but  judgment  was  necessary  in  the  pressure 
with  which  this  recommendation  was  followed 
up. 

It  is  not  the  intention  to  imply  that  serious 
cases  of  ulcerative  colitis  can  be  cured  by  such 
,a  procedure  alone.  This  patient  had  careful 
medical  care  during  attacks.  The  condition 
is  known  to  show  remissions,  and  there  is  a 
question  whether  patients  who  have  had  severe 
attacks  of  ulcerative  colitis  ever  entirely  re- 
cover because  of  irreversible  changes  in  the 
colon. 

This  problem  is  too  complicated  to  dis- 
cuss in  detail  at  this  time,  but  it  is  worth 
emphasizing  that  many  cases  of  ulcerative 
colitis  show  clear-cut  relationships  to  emotional 
difficulties,  and,  in  many  instances,  improve- 
ment of  the  condition  goes  hand  in  hand  with 
the  resolution  of  the  conflict.  At  the  Presby- 
terian Hospital  we  have  been  particularly 
interested  in  following  such  cases.  Dr.  Lang- 
ford, at  the  Babies  Hospital,  reports  that 
cases  in  which  the  psychiatric  aspects  have 
been  followed  do  consistently  better  than  those 
in  which  this  has  been  neglected.2  Sullivan3 
reported  favorable  results  from  an  experiment 
in  psychotherapy  on  the  wards  of  the  New 
Haven  Hospital.  The  more  detailed  treat- 
ment of  one  of  our  own  series  has  been  recently 
reported.4 
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Summary 

I have  attempted  in  this  paper  to  outline  a 
few  of  the  practical  problems  of  management 
in  general  medical  situations  in  which  psychiat- 
ric insight  is  essential.  These  consisted  in  the 
use  made  of  a negative  physical  examination 
for  reassurance  of  the  patient,  the  necessity 
of  evaluating  the  point  at  which  insight  should 
be  given  into  the  emotional  component  of  a 
psychosomatic  disorder,  the  exercise  of  judg- 
ment in  encouraging  the  patient  to  unburden 
and  its  relation  to  the  use  of  mental  catharsis, 
and,  last  of  all,  the  question  of  giving  advice 


to  patients  with  personality  disabilities.  The 
field  of  psychotherapy  in  psychosomatic  dis- 
orders is  not  only  vast  but  in  large  areas  is 
uncharted.  I have  tried  to  pick  out  a few 
principles  that  are  well  established  by  experi- 
ence, and  I hope  those  chosen  will  prove  of 
help  in  routine  management  of  such  cases. 
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THE  PSYCHOLOGY  OF  QUISLINGISM 
Most  of  us  have  been  surprised  by  the  in- 
fluence that  Hitler  has  exerted  not  only  over  his 
own  people  but  over  individuals  in  countries 
not  his  own — those  who  have  been  willing  to 
collaborate  with  the  Nazis  even  at  the  expense 
of  their  compatriots.  The  outstanding,  and  to 
ordinary  eyes  despicable,  Quisling  phenomenon 
is  open  to  a variety  of  explanations — “Every 
man  has  his  price/’  and  “Nothing  succeeds  like 
success.”  There  is,  too,  the  stuff  of  which 
revolutionaries  are  sometimes  made,  such  as 
spite,  injured  pride,  bitter  feelings  of  inferiority, 
and  sensations  of  frustration  and  impotence  in 
the  face  of  the  prevailing  order.  No  doubt 
many  of  Hitler’s  converts  are  psychopaths  like 
Hitler  himself,  but  without  the  energy  which 
makes  him  look  like  a genius.  They  are,  in 
fact,  in  Henderson’s  terminology,  “aggressive” 
but  not  “creative”  psychopaths.  Although 
these  explanations  are  satisfactory  up  to  a 
point,  the  suspicion  that  they  do  not  explain 
everything  is  shown  in  the  frequent  references 
to  the  so-called  hypnotic  powers  of  Hitler,  not 
only  over  his  own  people  but  over  his  political 
visitors.  It  is  recorded  of  Napoleon  that  he  had 
a similar  effect  in  engendering  fanatical  and 
childlike  self-abnegation  in  some  people.  Tol- 
stoy, with  the  intuitive  veracity  of  the  first- 
class  novelist,  records  in  War  and  Peace , how  an 
elderly  warrior,  his  face  flushed  and  his  eyes 
gleaming,  led  his  troop  through  a river,  drowning 
forty  of  them  in  the  process,  for  no  better  reason 
than  that  Napoleon  was  looking  on.  “Quos 
Deus  vult  perdere,  prius  dementat.”  There  is 
no  sense  in  such  a performance;  it  is  rather  a 
kind  of  masochism.  Those  who  to  this  day 
collect  relics  of  Napoleon,  and  in  a sense  worship 
his  memory,  are  examples  in  vitro  of  the  same 


OPHTHALMOLOGY— OTOLARYNGOLOGY 
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Cowper,  543  Franklin  Street,  Buffalo. 


kind  of  abasement.  Devotion  of  such  sort 
deserves  examination  for  its  unconscious  roots. 
Dr.  Ernest  Jones,  in  a recent  analysis  of  the 
psychology  of  Quislingism,  has  described  the 
various  attitudes  of  those  who  approved  of 
Nazism — the  passive  acceptance  of  the  slum- 
dweller,  who  thought  it  a matter  of  indifference 
who  governed;  the  denial  of  Hitler’s  aggressive- 
ness by  the  escapist,  who  asserted  there  would 
be  no  war;  the  partial  admission  of  Hitler’s 
aggressiveness  by  the  appeaser,  who  thought  it 
could  be  bought  off;  and  the  man  who  thought 
the  aggressiveness  quite  justifiable  and  even 
advisable.  Jones  ascribes  all  these  attitudes  in 
their  various  degrees  up  to  the  fully  developed 
acquiescence  and  cooperation  of  the  Quisling 
to  the  unconscious  attitude  toward  the  father. 
There  is  fear  of  him,  and  of  one’s  own  dangerous 
impulses  toward  him.  The  Quisling  way  is  to 
identify  might  with  right,  and  to  say  that  be- 
cause these  dangerous  impulses  are  strong  they 
must  also  be  good.  At  the  same  time  they  are 
denied  within  the  subject  himself  and  projected 
on  to  the  father,  who  thereby  becomes  good  as 
well  as  powerful  and  with  whom  the  potential 
Quisling  identifies  himself.  The  attitude  is 
psychologically  homosexual.  However  hypo- 
thetical these  speculations  may  be,  they  em- 
phasize what  is  clearly  important — namely,  the 
part  played  by  guilty  feelings  in  inhibiting  re- 
sistance to  Hitler.  German  propaganda  has  in 
this  respect  taken  a leaf  out  of  the  book  of  some 
religions.  It  has  known  too  well  how  to  play 
on  the  existence  of  a sense  of  sin  in  the  people 
of  the  Western  civilization — a sense  which 
Freudians  believe  to  be  based  on  the  forgotten 
unconscious  conflicts  of  infancy  and  childhood. 

— Brit.  Med.  May  31 


PROFESSIONAL  ADVICE 
Mrs.  Tweet : Will  the  operation  be  dangerous, 
doctor? 

Doctor:  Now  don’t  you  worry  about  that. 
You  can’t  buy  a dangerous  operation  for  only 
$50.  — Selected 


THE  TREATMENT  OF  FAVUS  OF  THE  SCALP 

George  M.  MacKee,  M.D.,  George  M.  Lewis,  M.D.,  and  Mary  E.  Hopper,  M.S., 
New  York  City 


THE  symptoms  of  favus  are  frequently 
slight  and  progression  of  the  disease  is 
often  slow.  Most  of  the  cases  we  observe  give 
a duration  for  the  disease  of  several  years. 
There  is  considerable  variability  in  the  degree 
of  severity  of  sequelae.  The  disease  may  be 
present  for  many  years  and  yet,  when  it  is 
treated  and  the  infection  eradicated,  little 
permanent  alopecia  will  be  noted.  In  other 
cases  permanent  alopecia  may  occur  even 
after  a few  months.  If  treatment  is  adequate 
and  carried  out  with  thought  to  the  findings 
of  the  individual  patient,  the  ultimate  result 
is  usually  satisfactory  provided  atrophy  has 
not  previously  supervened.  Favus  is  usually 
contracted  in  childhood  and  most  of  our  adult 
patients  acquired  the  disease  before  puberty. 
Women  are  more  often  infected  than  men. 
Due  to  the  length  of  their  hair  it  is  easier  for 
women  to  hide  the  disease. 

Patients  are  usually  advised  by  their  phy- 
sicians that  the  disease  is  difficult  to  eradicate 
and  that  x-ray  epilation  (which  may  be  diffi- 
cult to  obtain)  is  essential  to  effect  a cure. 
Most  patients  with  favus  are  not  well  edu- 
cated and  usually  have  the  impression  that 
they  are  harboring  a shameful  disease.  These 
factors  tend  to  bring  about  an  unfortunate 
attitude  of  defeatism  and,  together  with  the 
insidious  nature  of  the  disease,  contribute  to 
neglect  in  instituting  treatment. 

Our  experience  would  indicate  that  favus 
of  the  scalp  is  not  more  difficult  to  cure  than 
many  other  forms  of  tinea  capitis.  The  slow 
progression  of  the  disease  and  the  fact  that 
the  infected  hairs  are  usually  less  weakened  by 
the  invasion  of  Achorion  schoenleinii  than 
with  many  other  fungi  make  favus  of  the  scalp 
frequently  more  tractable  than  infections  such 
as  those  due  to  Microsporon  audouini  or  to 
Trichophyton  violaceum. 

The  management  of  the  patient  with  favus 
appears  to  be  imperfectly  understood.  In 
most  texts  on  dermatology  the  fundamental 
procedures  are  given  but  the  details  essential 
to  cure  are  not  completely  outlined.  It  is  im- 
portant to  study  each  patient  as  an  individual 
problem.  During  the  preliminary  period  of 
examination  the  patient  should  be  examined 


for  other  foci  on  the  skin  or  in  the  nails.  Once 
the  disease  is  recognized,  the  further  manage- 
ment of  the  patient  may  be  considered  under 
the  headings  of  “Case-Finding”  and  “Eradi- 
cation of  the  Disease.” 

Case-Finding 

An  effort  should  be  made  to  trace  the  source 
of  the  infection  and  to  examine  the  contacts 
of  the  patient,  particularly  children  in  the  im- 
mediate family.  The  following  case  illustrates 
the  value  of  careful  study  of  both  the  patient 
for  concomitant  lesions  and  of  the  family  for 
other  infections. 

Case  Reports 

Case  1. — F.  B.,  a housewife  aged  27,  was  born 
in  the  United  States  of  Italian  parents.  She  first 
developed  a crusted  condition  of  the  scalp 
twenty  years  before.  This  had  gradually  spread 
over  the  scalp  to  include  all  areas  except  over 
the  occiput.  She  had  not  previously  sought  ad- 
vice from  a physician.  Examination  disclosed  a 
widespread  crusting  of  the  scalp,  forming  an  al- 
most solid  lamellated  matt  (Fig.  1A).  There 
was  an  offensive,  pungent,  musty  odor,  which 
soon  fouled  the  air  in  all  parts  of  the  examining 
room.  Many  apparently  normal  hairs  were 
present  on  the  infected  parts  of  the  scalp,  pierc- 
ing the  crusts  and  obscuring  the  extent  of  the 
disease.  When  some  of  the  crusts  were  lifted 
off  a livid  red  bleeding  surface  was  exposed. 
Under  the  filtered  ultraviolet  rays,  fluorescent 
hairs  were  seen  to  be  distributed  throughout 
the  involved  areas.  The  direct  examination  of 
a potassium  hydroxide  preparation  revealed  an 
endothrix  infection  with  irregular  filaments  and 
spores  and  air  bubbles  typical  of  A.  schoenleinii. 
The  cultural  growth  later  confirmed  the  diagnosis 
of  favus.  There  were  also  crusted  lesions  with 
involvement  of  hairs  on  both  legs,  discovered 
after  a careful  inspection  of  the  skin  and  nails. 

Investigation  of  the  relatives  revealed  the 
following: 

(1)  The  husband  of  F.  B.  showed  no  evidence 
of  the  disease.  They  had  been  married  for  ten 
years.  Of  their  4 children,  3 showed  clinical 
evidence  of  favus  of  the  scalp,  later  confirmed 
by  culture.  The  children  who  showed  the  in- 
fection were  a girl  aged  8,  a boy  aged  5,  and  a 
girl  aged  14  months.  A girl  aged  3 showed  no 
infection.  In  all  cases  the  scalp  alone  was 
affected. 

(2)  M.  M.,  a married  sister  aged  23,  had  a 
diseased  scalp  for  about  the  same  period  of  time 
(twenty  years).  Examination  disclosed  an  in- 
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Fig.  1,  Case  1.  Aspects  of  a case  of  favus  under  treatment.  (A)  Thick  crusts  (scutula)  covering 
almost  the  entire  scalp  are  partially  obscured  by  the  vigorous  growth  of  hair.  (B)  Small  follicular 
crusts  on  the  right  leg.  (C)  Six  weeks  later  the  scalp  is  free  of  crusts.  Treatment  consisted  of  the 
daily  use  of  a sulfur  ointment,  frequent  shampoos,  and  the  removal  of  loose  crusts  by  forceps  on  her 
infrequent  visits  to  the  clinic.  Many  infected  hairs  still  remain.  The  scalp  is  now  ready  for  x-ray 
therapy.  (D)  Three  months  after  the  epilating  dose  of  x-rays  a few  infected  hairs  are  discovered 
when  the  scalp  is  examined  in  filtered  ultraviolet  rays.  These  hairs  are  removed  by  forceps.  (E) 
Nine  months  after  the  x-rays  were  given  no  infection  is  present  and  there  is  marked  regrowth  of  hair. 
Small  areas  of  atrophy  scattered  over  the  scalp  are  ♦veil  concealed. 


fection  involving  almost  the  entire  scalp  but  with 
less  crust  formation  than  in  the  case  of  her  sister’s 
scalp.  Fluorescent  hairs  were  demonstrated  on 
most  parts  of  the  scalp  except  over  the  occiput. 
Microscopic  and  cultural  studies  verified  the 
diagnosis  of  favus. 

(3)  Two  children  in  the  family  of  her  sister 
(M.  M.),  a girl  of  6 and  a boy  of  4,  had  infections 


of  the  scalp,  in  both  instances  limited  to  small 
areas.  In  both  cases  cultures  proved  the  diag- 
nosis of  favus.  The  father  of  the  children  was 
uninfected. 


Had  a definite  effort  not  been  made,  it  is  un- 
likely that  the  disease  as  it  affected  these  5 
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children  would  have  been  recognized  and  treat- 
ment instituted  for  several  months  or  years. 
Since  favus  chiefly  affects  people  in  an  unedu- 
cated stratum  of  society,  one  cannot  trust  the 
history  of  lack  of  infection  in  other  members  of 
the  family.  It  is  best  to  examine  personally 
the  intimate  contacts  of  the  patient. 

Eradication  of  the  Disease 

The  keynote  to  treatment  of  a patient  with 
favus  is  epilation  of  the  infected  hair.  We 
know  of  no  medicinal  preparation  (fungicide) 
that  is  curative  without  the  concomitant  use 
of  depilatory  measures.  Active  treatment 
may  be  discussed  under  the  following:  Pre- 
liminary Local  Applications,  Epilating  Meas- 
ures, and  Aftercare  When  X-Rays  Are  Used. 

Preliminary  Local  Applications. — While  the 
disease  as  it  affects  the  scalp  is  fundamentally 
a follicular  infection  (with  invasion  of  the  hair 
shaft),  the  microorganism  also  proliferates 
on  the  surface  of  the  scalp  to  produce  a thick 
crust.  Before  any  depilatory  procedure  is 
instituted  it  is  advisable  to  remove  all  crusts 
and  reduce  the  amount  of  inflammation  of  the 
scalp  to  a minimum.  Besides  ridding  the 
scalp  of  a nidus  of  infection,  which  may  rein- 
fect other  hair  follicles,  it  is  important  to  clean 
the  scalp,  to  reduce  severe  inflammation,  in 
the  presence  of  which  it  is  inadvisable  to  use 
x-rays,  and  to  eliminate  thick  crusts  that 
would  tend  to  filter  out  some  of  the  rays  and 
reduce  their  effect.  Manual  removal  of  the 
crusts  by  forceps  may  be  accomplished  after 
they  have  been  softened  with  a bland  oil. 
The  same  result  may  sometimes  be  obtained, 
if  the  crusts  are  not  too  thick  or  too  extensive, 
by  the  use  twice  daily  of  an  ointment  con- 
taining 4 per  cent  each  of  salicylic  acid  and 
sulfur  precipitate  and  by  washing  the  scalp 
thoroughly  with  soap  and  water  at  intervals 
of  two  or  three  days.  The  average  time  re- 
quired for  the  preliminary  local  treatment  is 
three  weeks. 

Epilating  Measures. — Some  form  of  epi- 
lating treatment  is  requisite  in  the  treatment 
of  favus  of  the  scalp.  If  the  disease  is  limited 
in  extent,  hand  epilation  using  a blunt  for- 
ceps, with  selection  of  diseased  hair  made  cer- 
tain by  carrying  out  the  procedure  under 
filtered  ultraviolet  rays,  is  adequate  and  pref- 
erable to  the  use  of  x-rays.  X-ray  epilation 
is  indicated  in  cases  where  the  disease  is  wide- 
spread over  the  scalp.  Such  therapy  must 
be  carried  out  with  due  caution,  and  to  obtain 
good  results  the  machine  must  be  accurately 
calibrated  and  the  operator  of  the  machine 
must  be  well  trained.1  The  following  2 cases 


illustrate  the  clinical  type  in  which  manual 
epilation  may  be  used  with  success. 

Case  Reports 

Case  2. — N.  A.,  a white  woman  aged  21,  was 
bom  in  Arabia  and  had  been  in  this  country  for 
the  past  two  years.  The  disease  had  been  con- 
tracted ten  years  before.  Examination  disclosed 
irregular,  dollar-sized  patches  on  either  parietal 
region  with  a few  other  lesions  scattered  over  the 
scalp.  There  was  considerable  atrophy  and  mod- 
erate crusting,  and  fluorescent  hairs  in  the 
patches  were  observed  in  filtered  ultraviolet 
rays.  The  diagnosis  of  favus  was  verified  by 
culture.  The  application  for  six  weeks  of  an 
ointment  containing  salicylic  acid  and  sulfur 
precipitate  resulted  in  the  disappearance  of  all 
crusts.  She  reported  to  the  clinic  once  a month 
for  four  months  at  which  times  manual  epilation 
was  carried  out.  A month  later  only  one  in- 
fected hair  was  present,  and  in  two  months  there 
was  no  evidence  of  any  infection.  During  the 
course  of  treatment  the  normal  hair  was  left  un- 
cut and,  although  this  increased  the  difficulty 
of  finding  some  of  the  infected  hairs,  it  was 
nevertheless  possible  to  effect  a cure.  It  is  ob- 
vious that  in  certain  instances  it  is  advisable  to 
attempt  a cure  without  cutting  the  hair  short 
in  order  to  obtain  the  cooperation  of  the  patient. 

Case  3. — L.  S.,  a woman  aged  19,  was  bom  in 
Italy.  She  contracted  favus  of  the  scalp  nine 
years  before,  previous  to  coming  to  the  United 
States.  Examination  disclosed  only  two  small 
patches  on  the  scalp  in  which  there  was  marked 
atrophy  and  moderate  inflammation  with  crust- 
ing. Positive  results  were  obtained  by  the 
fluorescence  test,  by  the  direct  mount,  and  by 
culture,  confirming  the  diagnosis  of  favus  of  the 
scalp.  Treatment  by  means  of  local  applications 
and  manual  epilation  of  diseased  hairs  at  inter- 
vals of  three  or  four  weeks  resulted  in  the  finding 
of  only  two  infected  hairs  after  four  months  and 
none  thereafter.  Four  months  later  no  evidence 
of  activity  was  present,  although  there  was 
marked  atrophy  of  the  scalp  at  the  sites  of  the 
prior  infection. 

We  have  records  of  scalp  infections  due  to 
A.  schoenleinii  in  10  children  during  the  past 
year;  all  of  these  patients  showed  localized 
patches  of  recent  origin.  Cure  was  obtained 
in  every  case  by  using  various  local  applica- 
tions combined  with  manual  epilation  at 
regular  intervals.  In  each  case  the  disease  was 
eradicated  within  three  months,  and  later 
observations  revealed  no  recurrences. 

The  fact  that  cure  may  be  obtained  by 
means  of  epilation  with  forceps,  combined  with 
topical  applications,  should  be  kept  in  mind  as 
a possible  method  of  treatment  in  cases  of  re- 
currence following  x-ray  therapy.  We  ad- 
vise the  concomitant  use  of  salves  to  prevent 
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the  spread  of  the  infection  and  to  bring  about 
a mild  inflammatory  condition  of  the  scalp  as 
an  aid  to  epilation.  Medicinal  topical  treat- 
ment is  not  alone  curative  in  this  form  of  scalp 
infection. 

Aftercare  When  X-Rays  Are  Used. — Follow- 
ing an  epilating  dose  of  x-rays,  boric  acid  oint- 
ment (U.  S.  P.)  may  be  applied  to  the  scalp 
morning  and  night.  This  prevents  the  de- 
velopment of  crusts  and  limits  the  spread  of 
infection  from  one  follicle  to  another.  The 
use  of  ointments  or  other  preparations  con- 
taining mercury,  sulfur,  and  many  other  drugs 
should  be  avoided  during  the  first  three  weeks 
following  the  exposure  to  roentgen  rays. 
After  three  weeks  when  the  hair  begins  to 
loosen  it  is  permissible  to  prescribe  an  oint- 
ment containing  5 per  cent  ammoniated  mer- 
cury. A more  complete  epilation  may  be 
assured  by  the  application  and  immediate  re- 
moval of  strips  of  adhesive.  We  strongly  ad- 
vise against  leaving  adhesive  applied  to  the 
scalp  overnight  or  for  any  extended  time,  since 
this  increases  the  likelihood  of  spread  of  the 
infection  and  often  brings  about  pustulation 
and  favors  secondary  infection.  At  this  and 
subsequent  visits  the  patient  should  be  ob- 
served under  the  filtered  ultraviolet  rays. 
About  two  or  three  months  after  the  epilating 
dose  has  been  administered  is  a crucial  time, 
since  there  are  almost  always  infected  hairs 
which  then  make  their  reappearance  and,  if 
left,  will  bring  about  a recurrence  of  the  dis- 
ease (Fig.  ID).  Manual  epilation  in  fil- 
tered ultraviolet  rays  is  sufficient  to  eradicate 
these  limited  numbers  of  diseased  hairs.  The 
patient  should  not  be  discharged  until  there 


have  been  two  examinations,  one  month 
apart,  with  negative  results. 

Summary 

Many  cases  of  favus  of  the  scalp  show  neg- 
lect due  to  ignorance  of  the  patient  or  to  par- 
tial relapse  following  inadequate  or  poorly 
controlled  treatment.  The  slow  onset  and 
mild  symptoms  may  mask  the  disease  for 
months  or  years.  Treatment  requires  special 
consideration  of  the  nature  of  the  infection 
but  cure  may  be  confidently  expected. 

Case-finding  should  be  attempted  by  ex- 
amination of  the  other  members  of  the  family 
and  other  close  contacts  or  associates  to  trace 
the  origin  of  the  infection  and  to  bring  all 
cases  of  the  disease  under  treatment.  The 
patient  with  favus  of  the  scalp  should  also 
be  examined  for  lesions  of  the  nails  and  of  the 
glabrous  skin. 

Preliminary  treatment  by  means  of  oint- 
ments is  advisable  to  soften  and  remove  the 
crusts  on  the  scalp.  Unless  the  crusts  are  all 
removed,  further  treatment  may  be  ineffec- 
tual. If  only  localized  patches  of  the  scalp  are 
involved,  manual  epilation  may  be  sufficient 
to  remove  the  infected  hairs.  X-rays  may 
be  used  to  produce  a defluvium  in  cases  of 
widespread  involvement.  The  proper  after- 
treatment  following  a depilating  dose  of  x-rays 
is  important  to  bring  about  cure  and  prevent 
relapse  of  the  infection. 

999  Fifth  Avenue 
121  East  60th  Street 
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MEETING  OF  SCIENTIFIC 
PHOTOGRAPHERS 

The  Biological  Photographic  Association,  an 
international  group  of  photographers  in  the 
natural  sciences,  will  hold  its  eleventh  annual 
meeting  in  the  Hotel  Buffalo,  Buffalo,  Sep- 
tember 11-13. 

The  program,  in  which  a number  of  outstand- 
ing photographers  and  other  technical  experts 
will  participate,  emphasizes  this  year  methods 
and  processes  which  are  likely  to  contribute  to 
the  national  defense. 

The  annual  salon,  now  well  known  to  photog- 
raphers through  the  pages  of  the  photographic 
magazines,  will  again  be  a prominent  feature  of 
the  meeting.  Visitors  are  welcome. 

For  further  information  write  the  Secretary 
of  the  Biological  Photographic  Association, 
University  Office,  Magee  Hospital,  Pitts- 
burgh. 


DRESS  REHEARSAL  AT  FIRST-AID 
POST 

One  of  the  first-aid  posts  in  London  which 
has  not  received  a sufficient  number  of  casualties 
to  satisfy  its  large  and  zealous  staff  has,  under 
the  direction  of  its  medical  officer,  instituted  a 
system  of  faked  casualties,  which  are  attended 
with  the  same  care  and  routine  as  if  they  were 
from  an  actual  incident,  says  the  British  Medical 
Journal  for  February  1.  An  elaborate  “make- 
up” has  been  introduced  under  the  direction  of  a 
quartermaster  who  is  skilled  in  this  art,  and  the 
work  is  carried  out  as  carefully  as  anything  done 
behind  the  scenes  at  a theater  and  is  as  realistic 
in  its  results.  Cellophane,  vaseline,  and  various 
colored  dyes  are  used  to  give  a close  resemblance 
to  the  appearance  of  a raw  wound,  and  in  the 
case  of  one  of  the  frequent  “victims” — an  orderly 
with  histrionic  gifts — the  resemblance  is  assisted 
by  his  disordered  movements  and  mutterings. 


PRACTICAL  OPERATION  OF  PRESERVED  BLOOD  AND  POOLED 
PLASMA  PROGRAM  IN  THE  SUBURBAN  HOSPITAL* 

J.  W.  Ehrlich,  M.D.,  F.A.C.S.,  White  Plains,  New  York 


EACH  issue  of  each  medical  journal 
presents  us  with  certain  new  procedures. 
Many  are  desirable,  some  seem  indispensable, 
and  in  their  incipiency  are  the  function  of  our 
large  teaching  hospitals.  The  vast  majority 
of  patients,  however,  are  cared  for  in  the  aver- 
age 100-  to  200-bed  hospitals.  Therefore, 
any  advance  to  be  enjoyed  by  the  general 
public  must  be  adapted  to  practical  use  in 
the  suburban  or  smaller  urban  hospitals. 

The  advantages  of  a preserved  blood  pro- 
gram were  obvious  to  us,  and  in  February, 
1939,  at  the  request  of  the  Surgery  Director 
a trial  bank  program  was  started  at  the  White 
Plains  Hospital.  This  has  progressed  satis- 
factorily and  today  includes  a preserved 
plasma  program,  which  has  been  accepted  as  a 
legitimate  and  necessary  department  of  our 
hospital  and  furnishes  preserved  blood  and 
plasma  for  several  nearby  hospitals. 

I review  here  the  essential  details  of  this 
program,  the  stumbling  blocks  encountered, 
and  the  methods  of  avoiding  these,  together 
with  the  evolution  of  this  project  into  its  pres- 
ent mature  state,  with  the  hope  that  it  may 
stimulate  the  introduction  of  similar  programs 
in  hospitals  of  comparable  size.  The  practical 
aspects  of  such  a project  are  stressed. 

Organization 

The  blood  and  plasma  bank  should  be  ini- 
tiated and  operated  by  a team  consisting  of  a 
clinician,  a pathologist,  an  experienced  labo- 
ratory technician,  and  a competent  graduate 
nurse  experienced  in  operating  room  technic. 
The  team  should  be  headed  by  the  clinician  or 
the  pathologist.  Each  member  should  under- 
stand every  detail  in  the  operation  of  the  pro- 
gram. 

Established  blood  banks  in  the  vicinity 
should  be  visited  by  the  entire  group.  If 
none  is  operating  locally,  a visit  to  the  nearest 
large  hospital  bank  should  be  arranged.  An 
understanding  of  the  work  of  Elliott,1  De- 
Gowin,2*3  and  their  contemporaries  is  invalu- 
able. Scudder4  and  Bull  and  Drew5  furnish 
analytic  data  which  aid  in  a broader  under- 
standing of  changes  in  stored  blood  and 


plasma.  Douglass6  thoroughly  reviews  the 
entire  subject  of  blood  transfusion. 

Equipment 

During  the  last  year  there  has  been  made 
available  commercially  a system  of  prepared 
sterile  vacuum  bottles  adaptable  to  each  step 
in  the  program.  These  are  relatively  inexpen- 
sive and  have  simplified  the  entire  procedure 
to  such  an  extent  that  we  now  consider  home- 
made systems  and  containers  used  in  the  be- 
ginning as  impractical  for  the  smaller  hospital. 
The  system  can  be  operated  entirely  as  a 
closed  one,  practically  eliminating  all  possi- 
bility of  contamination.  Together  with  the 
technical  accessories  necessary  for  use,  it  has 
been  found  thoroughly  efficient  after  months 
of  operation  and  is  described  herewith. 

The  following  containers  are  all  hermetically 
sealed,  sterile,  and  nonpyrogenic.  They  are  cap- 
ped with  rubber  stoppers  that  are  covered  with 
two  rubber  diaphragm  seals.  A metal  cap  covers 
these.  Each  container  is  used  once  only. 

Fig.  1(A)  shows  the  vacuum  transfusion  bottle 
containing  70  cc.  of  21/2  per  cent  sodium  citrate 
in  physiologic  saline  solution,  capacity  over  500 
cc.,  used  to  withdraw  blood  from  the  donor. 
Blood  is  stored  in  these  bottles  and  transfused 
from  them. 

Fig.  1(B)  shows  the  vacuum  centrifuge  bottle, 
empty,  capacity  over  250  cc.,  used  for  centri- 
fuging plasma  aspirated  from  outdated  blood  in 
the  transfusion  bottle.  This  bottle  may  also  be 
obtained  with  anticoagulant  solution  so  that 
blood  may  be  withdrawn  directly  and  centri- 
fuged for  plasma  immediately.  (This  avoids 
transfer  from  transfusion  bottle.)  This  bottle  is 
designed  to  fit  into  a trunnion  cup  for  centri- 
fuging, described  below. 

Fig.  1(C)  shows  the  vacuum  pooling  bottle, 
capacity  1,000  or  2,000  cc.,  into  which  is  as- 
pirated the  plasma  after  centrifugation  from  the 
centrifuge  bottles.  Pools  of  plasma  from  four 
bloods  or  less  are  collected  in  the  1,000-cc.  bot- 
tle, and  pools  from  four  to  eight  require  the 
larger  2,000-cc.  bottle. 

Fig.  1(D)  shows  the  vacuum  plasma  bottle, 
containing  250  cc.  of  normal  saline,  capacity 
over  500  cc.  Approximately  250  cc.  of  plasma 
from  the  pooling  bottle  is  aspirated  into  the 
vacuum  plasma  bottle,  which  is  then  stored  as 
dilute  pooled  plasma  and  from  which  plasma  is 
transfused. 

Fig.  2(A)  shows  a micrometer  valve  and  needle 
which  may  be  completely  disassembled  for  clean- 


* The  technical  assistance  of  D.  D.  Johansen,  P.  N. 
Mott,  and  E.  M.  Smith  is  acknowledged.  Photographic 
studies  are  by  M.  Forward. 

Attending  Surgeon,  White  Plains  Hospital. 
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A.  B.  C.  D. 

Fig.  1(A).  Vacuum  transfusion  bottle;  (B)  vacuum  centrifuge  bottle;  (C)  vacuum  pooling  bottle; 

(D)  vacuum  plasma  bottle. 


A.  B. 

Fig.  2(A).  Micrometer  valve  and  needle;  (B) 
filter  and  drip  unit. 

ing.  The  needle  may  be  plunged  through  the 
rubber  diaphragms  and  thick  rubber  stopper  of 
any  of  the  vacuum  bottles.  The  valve  head  is 
tightened  or  loosened  to  regulate  exactly  the  de- 
sired vacuum  pull  during  any  transfer  proc- 
ess. 

Fig.  2(B)  shows  a stainless  steel  mesh  filter 
with  drip  unit,  used  in  both  blood  and  plasma 
transfusions. 

Fig.  3(A)  shows  a blood-taking  set  (donor  set). 
This  includes  the  following:  micrometer  valve, 


rubber  tubing,  glass  adapter,  16-gage  needle, 
novocain,  2-cc.  syringe,  clamp,  tourniquet,  and 
dressings,  all  contained  in  a tray. 

Fig.  3(B)  shows  a blood-giving  (or  plasma- 
giving) set  (recipient  or  dispensing  set).  This 
includes  the  following:  stainless  steel  filter  and 
drip,  Y tubing  allowing  for  attachment  of  two 
bottles,  tubing  and  needle  set  for  vein,  novo- 
cain, syringe,  and  accessories,  all  contained  in  a 
tray. 

Fig.  4 shows  an  aspiration  set  for  plasma  con- 
version; note  the  6-inch,  12-gage  aspirating 
needle.  In  addition,  the  set  contains  the  fol- 
lowing: micrometer  valve  and  tubing,  air-filter 
unit,  clamp,  glass  graduate,  and  wrench  for 
tightening  needle  on  micrometer  valve,  all  con- 
tained in  a tray. 

Details  of  preparation  and  assembly  of  these 
sets  are  given  below  under  “Preparation  of 
Equipment.”  Note  that  each  system  is  sealed 
within  itself,  with  ends  rubber-capped  until 
opened  up  to  use.  At  least  three  taking  sets  and 
three  giving  sets  should  be  kept  ready  for  use  at 
all  times.  Only  one  aspiration  set  for  plasma 
conversion  need  be  kept  in  readiness. 

The  vacuum  centrifuge  bottles  fit  into  brass 
trunnion  cups,  which  are  suspended  from  a 
special  centrifuge  head  (Fig.  5(A)).  These  are 
available  commercially  and  fit  the  standard 
No.  1 International  Centrifuge  found  in  most 
laboratories. 

An  accurate  trip  balance  for  balancing  centri- 
fuge bottles  in  trunnion  cups  is  also  necessary 
(Fig.  5(B)).  These  are  part  of  the  average  hos- 
pital’s laboratory  equipment. 

Requirements  for  the  refrigeration  necessary 
to  this  program  are  given  under  “Preservation.” 

The  Donor  Problem 

In  the  beginning,  blood  for  the  bank  is  ob- 
tained from  volunteer  donors  on  the  attending 
staff,  the  house  staff,  or  the  nursing  staff. 
Charity  patients  who  have  recovered  will  be 
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Fig.  3 (A),  (top)  Blood-taking  set;  (B)  blood- 
(or  plasma-)  giving  set. 


found  willing  to  pay  their  obligations  in  part 
by  donating  a pint  of  blood.  Therapeutic 
bleeding  of  selected  hypertensives  at  periodic 
intervals  constitutes  an  additional  source  of 
supply. 

Once  in  operation,  blood  for  the  bank  is 
secured  from  relatives  or  friends  of  patients 
requiring  transfusion.  They  should  be  con- 
tacted as  soon  as  transfusion  is  decided  upon 
or  before  that  time  in  critical  cases  where  blood 
or  plasma  transfusion  is  anticipated.  Many 
operative  cases  are  instructed  to  furnish  do- 
nors on  admission.  Frequently,  two  or  three 
will  present  themselves  and  we  have  had  as 
high  as  a dozen  volunteer  blood  for  a critical 
patient  who  was  employed  by  a company 
with  a large  number  of  employees.  Groups 
such  as  the  American  Legion,  firemen,  local 
police,  and  state  troopers  frequently  will 
volunteer.  Ideally,  they  should  come  in  on  a 
fasting  stomach  of  at  least  four  hours.  Blood 
taken  thus  is  less  likely  to  exhibit  food  aller- 
gens, which  may  cause  reaction;  if  such  blood 
is  used  later  for  plasma  conversion,  such 
plasma  will  appear  clearer  because  of  reduced 
lipemia.  This  clarity  is  chiefly  of  aesthetic  ad- 
vantage and  not  practically  significant  in  our 
experience.  Donors  who  admit  recent  inges- 
tion of  garlic  or  gin,  or  whose  breath  suggests 
this,  should  be  rejected,  since  both  may  cause 
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Fig.  4.  Aspiration  set  for  plasma  conversion. 


A.  B. 


Fig.  5 (A).  Trunnion  cups  and  centrifuge  head; 

(B)  trip  balance  in  use. 

transfusion  reactions.  In  the  operation  of  a 
small  bank  it  is  recommended  that  donors  be 
bled  as  soon  as  they  present  themselves,  even 
though  they  may  have  ingested  food  a short 
time  earlier.  If  this  is  not  done,  there  will  be 
a certain  donor  loss  with  ensuing  difficulty  in 
keeping  a sufficient  supply  of  blood  on  hand. 
Donors  are  questioned  and  checked  over 
physically  to  conform  with  state  regulations.14 
Although  it  is  doubtful  whether  active  syphilis 
can  be  transmitted  by  transfusion  of  pre- 
served blood,  a donor  is  rejected  where  a his- 
tory of  syphilis  is  obtained  or  the  scar  of  a 
healed  chancre  is  found,  even  though  he  may 
have  had  adequate  treatment  and  the  Wasser- 
mann  reaction  is  negative.  Experiments  in 
progress  elsewhere7  suggest  that  blood  inocu- 
lated with  spirochetes  and  refrigerated  loses 
its  infectivity  after  ninty-six  hours  or 
less. 

Collection  of  Blood 

Blood  may  be  withdrawn  by  any  member 
of  the  house  staff.  We  have  delegated  this 
procedure  to  a graduate  nurse.  At  night  or 
in  odd  hours  a house  staff  member  substi- 
tutes. The  donor  is  bled  in  a special  room 
delegated  exclusively  to  this  program,  where 
no  distractions,  such  as  emergency  cases  com- 
ing in,  can  upset  his  equanimity.  It  is  well  to 
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Fig.  6.  Taking  blood  from  donor;  bottle  should 
be  gently  agitated. 

have  the  table  tilted  slightly  with  the  head 
low.  The  arm  is  prepared  with  iodine  and 
alcohol,  and  a tourniquet  or  blood  pressure 
cuff  is  applied.  The  nurse  dons  sterile  gloves, 
a taking  set  (Fig.  3(A))  is  opened  and  assem- 
bled, and  the  needle  is  inserted  into  an  ante- 
cubital  vein.  The  micrometer  valve  is  opened, 
allowing  just  sufficient  vacuum  action  to  pull 
over  a steady  jet  of  blood,  which  drops  into 
the  citrate  solution  in  the  vacuum  transfusion 
bottle  (Fig.  6)  during  collection.  When  the 
required  amount  has  been  withdrawn  the 
tourniquet  is  released,  and  the  micrometer 
valve  is  screwed  down  tight  shutting  off  the 
vacuum.  The  needle  is  withdrawn  from  the 
blood  bottle  stopper  which  seals  itself.  The 
needle  is  withdrawn  from  the  donor’s  vein 
and  then  held  over  a pilot  tube  (test  tube) 
containing  1 cc.  of  a 21/2  per  cent  sodium  ci- 
trate solution,  and  a few  drops  of  blood  are 
allowed  to  drop  in  for  cell  suspension  for  typ- 
ing. Two  cc.  of  blood  is  allowed  to  drop  into 
a second  pilot  tube  to  clot  for  cross-matching, 
and  the  balance  (at  least  5 cc.)  is  drained  into 
the  third  tube  for  the  serologic  test.  These 
tubes  are  placed  in  a rubber  collar  rack  at- 
tached to  the  blood  bottle  (Fig.  7(A)).  The 
name  of  the  donor  is  written  on  adhesive 
strips;  one  is  attached  to  each  pilot  tube  and 
one  to  the  bottle  of  blood.  Duplicate  record 
cards  are  filled  out  and  attached  to  the  bottle, 
which  is  immediately  placed  in  the  refrigera- 
tor. The  donor  is  given  an  ounce  of  whiskey  or 
a pint  of  milk,  as  elected,  and  is  kept  at  rest 
or  in  a sitting  position  until  we  are  certain 
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Fig.  7(A).  Pilot  tubes  in  rubber  collar  rack; 

(B)  “fibrin  foam”  topping  blood. 

that  his  cerebrum  has  become  adjusted  to  a 
reduced  blood  volume.  A fainting  donor  is  a 
poor  advertisement  for  the  project.  The  time 
required  for  collection  of  blood  is  usually  five 
to  10  minutes. 

Preservation 

Any  type  of  automatic  refrigerator  may  be 
used,  whether  powered  by  electricity  or  gas. 
There  must  be  no  oscillation  from  vibration 
of  the  refrigerating  mechanism,  for  agitation 
of  the  cells  is  undesirable.  A temperature  set- 
ting of  2 C.  is  satisfactory.  An  inexpensive 
maximum  and  minimum  recording  thermome- 
ter is  hung  inside,  and  each  day  the  tech- 
nician notes  the  range  during  the  previous 
twenty-four-hour  period  and  sets  the  markers 
back  with  a magnet.  Current  shutoff  or  in- 
efficient operation  of  the  refrigerator  is  thus 
detected.  When  defrosting  becomes  neces- 
sary the  blood  should  be  transferred  tempo- 
rarily to  another  refrigerator,  avoiding  agita- 
tion. A most  satisfactory  unit  that  keeps  the 
temperature  variation  to  within  1 C.  of  the 
desired  setting  is  now  available.  This  refrig- 
erator is  made  especially  for  blood  banking 
and  is  conditioned  for  humidity  so  that  de- 
frosting is  never  necessary. 

Laboratory 

Each  morning  the  technician  types  all 
bloods  received  during  the  previous  twenty- 
four  hours,  noting  the  type  on  the  two  record 
cards.  One  card  is  replaced  on  the  blood  bottle 
in  the  refrigerator;  the  other  card  is  placed 
under  the  appropriate  type  number  in  the 
“incomplete”  section  of  the  blood  bank  file. 
A Wassermann  is  run  and,  if  reported  nega- 
tive, the  record  card  is  so  marked  and  trans- 
ferred to  the  “complete”  section  of  the  file 
under  the  appropriate  blood  type,  indicating 
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that  the  blood  is  ready  for  use.  If  the  Wasser- 
mann  is  reported  positive,  the  blood  is  im- 
mediately withdrawn  from  the  bank  to  be  dis- 
carded or  used  for  routine  laboratory  work,  and 
this  is  noted  on  the  record  card.  Occasion- 
ally, it  is  necessary  to  use  blood  before  a Was- 
sermann  has  been  reported,  and  in  this  case 
the  hypersensitive,  quicker  Laughlen  test  is 
done.  Should  this  be  reported  positive  the 
blood  is  not  used  until  the  Wassermann  is 
reported.  Our  blood  loss  due  to  positive  ser- 
ology has  been  3 per  cent,  and  this  is  our  chief 
reason  for  discarding  blood.  Other  reasons 
are:  failure  to  secure  sufficient  blood  for 

tests  in  the  pilot  tube  and  suspected  contami- 
nation due  to  poor  technic  in  taking  blood. 

When  a transfusion  is  proposed,  the  labora- 
tory types  the  patient  and  cross-matches  his 
blood  with  that  in  the  pilot  tubes  from  a bottle 
of  the  same  group  or  an  acceptable  group  in 
the  bank.  Group  0 recipients  may  be  given 
only  group  0 blood;  group  B may  be  given 
group  B or  group  0;  group  A may  be 
given  group  A or  group  0;  group  AB  may  be 
given  AB,  A,  B,  or  0.  If  type  AB  blood  is  to 
be  used  for  transfusing,  both  the  donor’s  and 
recipient’s  bloods  are  subgrouped  and  properly 
cross-matched  as  AiB  or  A2B  if  original  cross- 
matching  is  not  compatible.  Subgrouping 
and  proper  matching  of  Ai  and  A2  should  like- 
wise be  done  when  donor  A and  recipient  A 
bloods  do  not  cross-match.  Absorbed  B 
serum  for  this  purpose  is  commercially  avail- 
able. Lundy8  reports  the  highest  incidence  of 
untoward  reactions  with  those  group  AB 
recipients  who  are  transfused  with  group  AB 
blood  and  fewer  untoward  reactions  when  any 
of  the  other  three  groups  are  transfused  to  a 
group  AB  recipient.  Despite  this,  most  clini- 
cians will  still  demand  type  AB  blood  for  type 
AB  recipients.  Lundy  also  states  that  the 
cross-matching  of  blood  has  not  been  found 
necessary,  and  it  is  not  done  at  the  Mayo 
Clinic  except  where  a history  of  untoward 
reaction  to  a previous  transfusion  is  obtained. 
The  work  of  Levinson  and  Cronheim9  on  ab- 
sorption of  isoagglutinins  is  interesting  in  this 
connection.  We  still  insist  on  cross-matching 
as  a check  against  our  original  typing.  Diag- 
nostic typing  serums  of  known  high  titer  (at 
least  1 to  40)  are  used.  This  is  prepared  from 
pooled  donors’  serums  and  in  our  experience 
gives  quicker  agglutination  than  most  com- 
mercially available  serums  for  typing  (with 
the  exception  of  one,  now  available,  which  we 
have  titered  as  giving  agglutination  at  a dilu- 
tion of  1 to  320  within  five  minutes) . 

When  the  compatability  of  the  blood  has 


Fig.  8.  Giving  blood. 


been  determined,  the  bottle,  with  one  record 
card  attached,  is  sent  to  the  patient’s  bedside. 
The  duplicate  record  card  is  retained  for  the 
blood  bank  file,  and  data  identifying  the  re- 
cipient is  annotated  thereon.  Pilot  tubes  are 
held  for  twenty-four  hours  for  any  additional 
check  should  the  patient  experience  a reac- 
tion. 

Transfusion  of  Preserved  Blood 

Actual  transfusion  is  routinely  done  at  the 
patient’s  bedside,  unless  the  need  for  dissec- 
tion and  exposure  of  a vein  seems  necessary 
or  in  the  case  of  an  infant  when  the  procedure 
may  be  done  in  the  operating  room. 

The  blood-giving  (recipient)  set  (Fig. 
3(B))  is  opened  and  assembled  by  the  trans- 
fusing physician,  usually  a member  of  the 
house  staff.  The  blood  bottle  is  inverted,  as- 
suring a mixture  of  cells  with  plasma,  and 
connected  to  the  set  as  in  Fig.  8.  Sets  are  so 
arranged  that  either  physiologic  saline  or 
blood  can  be  infused  interchangeably.  The 
tubing  is  cleared  of  air  with  saline,  thus  avoid- 
ing blood  waste.  As  soon  as  the  saline  is 
dripping  and  the  needle  is  fixed  in  the  vein, 
the  blood  is  cut  in  and  the  saline  clamped  off. 
Should  the  red  cells  pack  in  the  lower  part  of 
the  bottle  or  the  filter,  thus  slowing  the  drip, 
saline  is  again  cut  in,  flushing  the  tubing  and, 
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A.  B. 

Fig.  9(A).  Air-filter  unit  (for  releasing  vacuum) ; 
(B)  detail  of  transfer  assembly. 


if  necessary,  diluting  the  blood  in  the  bottle 
just  sufficiently  to  break  up  the  packing.  It 
is  advisable  to  agitate  the  blood  bottle  a few 
times  during  the  transfusion,  thus  preventing 
cell  packing.  Rarely,  when  blood  has  been 
improperly  taken,  “grape  jelly”  consistence 
of  the  blood  clogs  the  filter.  Cutting  in  saline 
will  usually  clear  the  system  again  but,  if 
more  blood  of  jelly  consistence  is  noted  in  the 
bottle,  this  should  be  discarded  and  another 
bottle  should  be  cross-matched,  the  vein  mean- 
while being  kept  open  with  saline.  “Fibrin 
foam”  (Fig.  7(B))  may  also  bog  the  filter. 
This  comes  from  excessive  agitation  of  the  bot- 
tle during  the  operation  of  taking  blood,  from 
taking  blood  too  rapidly,  from  an  air  leak  in 
the  taking  system,  or  from  other  improper 
taking  technic. 

Blood  is  never  warmed,  since  hypercritical 
temperature  may  effect  irreversible  reaction 
of  its  protein  constituents.  The  bottle  may 
be  allowed  to  stand  at  room  temperature  for 
one  to  two  hours  before  giving,  if  desired.  We 
have  not  observed  ill  effects  from  giving  cold 
blood  at  average  speeds.  At  least  thirty  min- 
utes is  consumed  in  infusing  500  cc.  of  blood 
unless  the  patient  is  in  extremis.  The  rate  of 
administration  can  be  varied  with  the  drip 
tube  clamp  and  by  the  size  of  the  needle. 
Blood  (or  plasma)  is  always  filtered,  although 
plasma  may  be  given  subcutaneously  or  in- 
tramuscularly without  filtering.  When  in- 
fusing more  than  one  bottle  of  blood  to  a pa- 
tient at  one  time,  we  take  the  precaution  of 
cross-matching  each  blood  with  each  other  one, 
as  well  as  with  the  patient,  although  this  is 
not  universally  considered  necessary.  After 
transfusion  the  record  card  is  completed  by 


the  transfusing  physician,  identifying  the 
recipient  and  noting  any  reaction,  and  is 
turned  in  to  the  record  room.  Any  reaction 
is  also  noted  on  the  laboratory  record  card. 
A transfusion  sheet  is  filled  out  and  attached 
to  the  recipient’s  hospital  chart. 

Outdated  Blood 

The  most  frequent  question  arising  in  con- 
nection with  the  preserved  blood  program  is 
“how  long  should  the  blood  be  kept?”  In 
our  experience  the  period  of  sufficient  viability 
for  effective  use  in  transfusion  is  not  constant. 
Earlier  reports  by  the  Russian  workers  cite 
transfusion  of  blood  three  to  four  months  old. 
Originally,  we  used  blood  six  to  eight  weeks 
old  without  ill  effects.  An  important  criterion 
is  the  presence  of  excessive  hemolysis,  which 
can  be  gaged  macroscopically  by  the  degree  of 
“pinking”  in  the  plasma  just  above  the  inter- 
face between  the  cells  and  plasma  line.  Some 
bloods  will  show  minimal  hemolysis  at  four 
weeks;  other  bottles  will  show  “pinking” 
within  forty-eight  hours.  We  attribute  the 
marked  discrepancies  to  a variation  in  the 
technic  of  withdrawal  and  to  variations  in 
the  physiologic  chemistry  of  the  donor.  Ex- 
cessive or  insufficient  agitation,  improper 
sealing  in  the  taking  system,  allowing  air  to 
bubble  through  the  tubing  with  the  blood, 
the  need  for  stopping  during  withdrawal  to 
change  needles  or  veins,  while  partial  clotting 
takes  place  in  the  tubing,  and  complete  ex- 
haustion of  the  vacuum  before  finishing  with- 
drawal— all  may  contribute  to  increased  red 
cell  fragility.  Perusal  of  the  literature  shows 
general  agreement  that  relatively  few  signifi- 
cant changes  occur  before  five  to  seven  days. 
In  discussing  the  age  limit,  it  should  be  under- 
stood that  fresh  blood  is  still  used  for  certain 
morbid  conditions  where  the  tissue  in  its  un- 
changed state  is  desired.  But  in  shock  and 
acute  hemorrhage — operative,  postpartum,  or 
spontaneous  in  origin,  so  frequently  the  indi- 
cation for  transfusions  in  the  suburban  hos- 
pital— it  seems  ridiculous  to  quibble  about 
the  value  of  blood  that  is  immediately  avail- 
able, whether  a few  days  or  even  a few  weeks 
older  than  it  ideally  should  be.  The  number 
of  white  cells,  prothrombin  value,  potassium 
content,  and  electrophoretic  pattern  of  pro- 
teins in  a pint  of  blood  being  transfused  under 
such  circumstances  are  obviously  of  little  im- 
portance when  the  alternative  is  delay  that 
may  be  fatal. 

The  average  age  of  preserved  blood  infused 
here  is  under  seven  days.  Alsever10  states 
that  with  the  use  of  his  special  dextrose  ci- 
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trate  saline  solution  blood  may  be  infused 
effectively  at  twenty  days.  If  the  plasma 
program  is  adopted  and  used,  it  is  possible 
for  even  the  smaller  hospital  bank  to  have 
fresh  blood  on  hand  without  the  costly  pro- 
cedure of  throwing  away  outdated  blood  and 
paying  professional  donors  for  replacement. 

Plasma  Conversion 

The  blood  bank  file  is  checked  once  weekly 
for  outdated  blood,  and  the  bottles  themselves 
are  checked  for  specimens  showing  advanced 
hemolysis  even  though  not  outdated.  These 
are  removed  for  conversion  to  plasma.  Con- 
version is  done  in  the  special  blood-plasma 
room,  and  sterile  precautions  are  observed  by 
the  workers. 

Whether  pooling  of  plasma  is  a valuable 
precaution  against  serious  reaction  in  the  oc- 
casional plasma  of  high  agglutinin  titer  is 
a moot  issue  at  this  time.  Using  a closed  sys- 
tem where  an  additional  process  does  not  in- 
crease the  possibility  of  contamination,  we 
have  elected  to  do  pooling,  with  plasma  from 
4 to  8 pints  or  more  of  blood  making  up  one 
pool.  Where  pooling  is  not  done,  a single 
aspiration  step  replaces  steps  two  and  three 
to  be  described  below. 

Where  blood  is  taken  primarily  for  the  pur- 
pose of  turning  out  plasma,  it  should  be  with- 
drawn from  the  donor  into  the  vacuum  cen- 
trifuge bottles  containing  citrate  solution, 
and  a single  aspiration  step  then  replaces  the 
three  described  below.  If  in  this  situation 
pooling  is  done,  two  aspiration  steps  will  be 
necessary. 

It  is  noteworthy  that  the  Baxter  vacuum 
system  for  pooling  and  transferring  plasma, 
which  is  described  here,  was  considered  safest 
in  connection  with  the  Blood-Plasma-for- 
Great-Britain  Project,  sponsored  by  the 
Blood  Transfusion  Betterment  Association.11 
It  is  also  significant  that  no  contaminations 
are  recorded  with  a uniform  system  completely 
closed  from  donor’s  vein  to  final  plasma  bottle. 

Aspiration — Step  One 

The  plasma  aspiration  set  (Fig.  4)  is  opened, 
and  the  bottles  of  blood  selected  are  trans- 
ferred from  the  refrigerator  to  the  plasma  con- 
version room,  avoiding  agitation. 

The  remaining  vacuum  in  the  blood  bottles 
is  exhausted  with  the  ingress  of  filtered  air. 
The  unit  for  this  purpose  consists  of  an  18- 
gage  needle  attached  to  the  barrel  of  a 10-cc. 
syringe  packed  nearly  full  with  absorbent  cot- 
ton (Fig.  9(A)).  The  entire  unit  has  been 
autoclaved  previously  as  a part  of  the  plasma 


Fig.  10.  Transfer  of  plasma  from  blood  to 
centrifuge  bottle. 


aspiration  set.  The  needle  is  passed  through 
the  rubber  stopper,  with  the  thumb  held  over 
the  open  end  of  the  barrel  to  control  the  sud- 
den inrush  of  air.  The  thumb  is  gradually  re- 
leased, completely  neutralizing  the  negative 
pressure  within  the  bottle. 

A vacuum  centrifuge  bottle  (Fig.  1(B))  is 
required  for  the  plasma  from  each  500-cc. 
bottle  of  blood.  The  metal  cap  is  removed 
from  the  former,  and  with  the  micrometer 
valve  cap  closed  down  tightly  its  needle  end  is 
plunged  well  through  the  rubber  stopper. 
The  aspirating  needle,  connected  with  the 
other  end  of  the  rubber  tubing,  is  plunged 
through  the  blood  bottle  stopper,  with  the  tip 
just  below  the  plasma  surface,  and  the  mi- 
crometer valve  is  opened,  withdrawing  the 
plasma  (Fig.  10).  It  is  permissible  to  draw 
over  some  cells  during  this  step  (this  being  of 
no  consequence  since  these  will  be  thrown 
down  later  with  centrifugation  after  which  a 
second  aspiration  is  done). 

This  first  aspiration  step  is  done  succes- 
sively with  each  bottle  of  blood  to  be  con- 
verted to  plasma. 

Centrifuging 

The  centrifuge  bottles  containing  plasma 
are  next  placed  in  the  special  trunnion  cups 
(Fig.  5(A)),  which  have  been  chilled  pre- 
viously in  the  refrigerator.  These  must  be 
in  absolute  balance  on  opposite  sides  of  the 
centrifuge  head.  The  importance  of  this  can- 
not be  overemphasized.  To  accomplish  this, 
a trip  balance  (Fig.  5(B))  is  used,  and  any 
inequality  in  weight  is  eliminated  by  the  ad- 


1744 


J.  W.  EHRLICH 


[N.  Y.  State  J.  M. 


Fig.  11.  Transfer  from  pool  to  final  plasma 
bottle. 


dition  of  water  to  the  cup  until  the  indicator 
remains  absolutely  stationary  at  exactly  zero. 

Centrifuge  for  one  hour  at  2,000  revolutions 
per  minute,  tachometer  reading.  With  this 
weight  the  rheostat  reading  is  not  reliable. 
Five  to  ten  minutes  are  required  to  get  up 
speed  and  again  to  decelerate.  The  brake  on 
the  centrifuge  must  not  be  used  in  decelerat- 
ing. Because  of  the  terrific  throw  and  the 
serious  consequences  of  anything  “letting  go” 
during  centrifuging,  it  should  be  an  inflexible 
rule  that  this  cannot  be  done  except  under 
supervision  of  a laboratory  technician  familiar 
with  the  procedure.  After  centrifuging,  the 
bottles  containing  plasma  are  removed  with- 
out agitation  to  the  refrigerator,  where  they 
are  held  for  not  less  than  twelve  hours,  in- 
suring settling  of  cells  from  any  swirl  induced 
while  the  centrifuge  decelerated.  A thin, 
solidly  packed  fine  of  cells  will  be  visible  at  the 
bottom  of  each  bottle.  Pink  color  in  the 
supernatant  fluid  represents  hemoglobin  in 
solution  in  the  plasma  and  is  not  objection- 
able. 

Aspiration — Step  Two — Pooling 

After  standing  for  twelve  hours  (usually 
overnight)  in  the  refrigerator,  the  bottles  are 
taken  out  without  agitation.  A plasma  aspi- 
ration set  (Fig.  4)  is  opened  and  the  proper 
size  vacuum  pooling  bottle  (Fig.  1(C))  se- 
lected, depending  on  the  number  of  centrifuge 
bottles  of  plasma  to  be  run  through  as  one 
pool.  For  a pool  of  four  or  fewer,  a 1,000-cc. 
pooling  bottle  is  used;  for  from  four  to  eight, 
a 2,000-cc.  bottle  is  used.  The  outer  rubber 
diaphragms  are  removed  from  the  centrifuge 
bottles  containing  the  plasma,  and  the  re- 
maining vacuum  in  these  is  released  with  the 
air-filter  unit  described  under  “Aspiration — 


Step  One”  (Fig.  9(A)).  The  aspirating  needle, 
rubber  tubing,  and  micrometer  valve  assembly 
is  again  used,  this  time  for  transferring  the 
plasma  from  the  centrifuge  bottles  to  the  single 
large  pooling  bottle.  Care  must  be  exercised 
to  avoid  drawing  over  any  of  the  packed  red 
cells  at  the  bottom  of  each  centrifuge  bottle. 
We  waste  only  a few  cubic  centimeters  of 
plasma  from  each  centrifuge  bottle  (about 
1 per  cent)  by  careful  teamwork  during  this 
aspiration.  The  tip  of  the  aspirating  needle 
in  the  centrifuge  bottle  must  be  advanced 
slowly  as  the  plasma  is  pulled  over,  and  the 
aspiration  must  be  done  extremely  slowly  as 
the  red  cell  fine  is  approached.  If  the  tip  of 
the  aspirating  needle  is  kept  in  contact  with 
the  side  of  the  centrifuge  bottle,  less  agitation 
of  cells  is  likely  during  the  aspiration  and  a 
better  yield  is  obtained.  As  the  cell  line  is 
reached  the  bottle  may  be  tipped  gently  to  ad- 
vantage. Until  the  technic  is  perfected  it  is 
safer  to  waste  even  10  to  15  cc.  of  plasma 
rather  than  risk  pulling  over  any  cells  in  this 
step.  This  is  important,  because  typing  is 
not  done  before  plasma  transfusion  and  in- 
compatible red  cells  can  cause  reactions. 

When  all  the  plasma  has  been  transferred 
to  the  pooling  bottle,  this  is  inverted,  mixing 
the  plasma. 

Aspiration — Step  Three 

Vacuum  plasma  bottles  (Fig.  1(D))  each 
containing  250  cc.  physiologic  saline  are  used 
for  the  final  aspiration;  250  cc.  of  plasma  from 
the  pooling  bottle  is  aspirated  into  each 
plasma  bottle  with  the  same  type  assembly  as 
was  used  for  the  previous  aspiration  (Figs. 
9(B)  and  11).  During  this  final  step  it  is  nec- 
essary to  release  the  mounting  vacuum  in  the 
pooling  bottle  once  or  twice,  using  the  air- 
filter  unit  described  above.  Each  bottle  now 
contains  500  cc.  of  dilute  plasma  under  partial 
vacuum.  A few  cubic  centimeters  are  always 
left  in  the  pooling  bottle  for  a pool  culture. 
If  the  finished  dilute  plasma  is  not  to  be  used 
promptly,  5 cc.  of  1 per  cent  aqueous  merthio- 
late  solution  is  added  to  each  bottle  of  500  cc., 
giving  a concentration  of  1 to  10,000.  This  is 
accomplished  immediately  after  the  plasma 
has  been  pulled  over  from  the  pooling  bottle 
by  closing  the  valve,  removing  the  aspirating 
needle,  and  inserting  it  into  a graduated 
closed  container  of  merthiolate.  The  valve  is 
then  opened,  drawing  over  the  merthiolate  by 
vacuum.  The  valve  is  then  closed  and  with- 
drawn with  its  attached  needle.  The  rubber 
stopper  seals  itself.  An  alternate  method  is  to 
draw  a sufficient  quantity  of  1 per  cent  merthio- 
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late  solution  into  the  pooling  bottle  by  vac- 
uum to  cover  the  entire  batch. 

We  have  been  furnishing  plasma  to  other 
institutions  where  it  is  held  for  emergency 
use,  and  we  cannot  predetermine  the  period 
of  storage  and,  therefore,  observe  our  control 
cultures  for  three  weeks  before  releasing  any 
plasma  from  the  pool.  To  date  we  have  not 
observed  any  positive  cultures,  and  we  have 
had  no  reason  to  discard  any  plasma.  Seventy- 
two-hour  negative  cultures  are  satisfactory  if 
the  plasma  is  to  be  used  within  a reasonable 
time.  Plasma  is  stored  under  refrigeration. 

Dilute  plasma,  after  standing  for  a period, 
may  show  fibrin  veils  or  shreds.  These  are 
dissipated  by  shaking  but  may  reform  with 
standing.  They  are  removed  in  filtration,  and 
all  plasma  should  be  filtered  with  the  same 
technic  as  described  for  blood  transfusion. 
A turbid  appearance  of  the  plasma  from  cer- 
tain pools  may  be  ascribed  to  lipemia  existing 
at  the  time  the  blood  was  originally  with- 
drawn. This  and  the  pinking  due  to  hemoglo- 
bin in  solution  are  of  no  concern  in  adminis- 
tration in  our  experience.  Refrigerated  plasma 
will  appear  turbid.  This  is  greatly  reduced 
after  standing  at  room  temperature  for  a short 
time. 

Like  others,  we  have  had  absolutely  no  re- 
actions of  any  type  from  the  use  of  plasma. 

Reactions 

By  far  the  largest  number  of  reactions  from 
blood  transfusion  and  nearly  all  reactions  from 
uncontaminated  plasma  transfusion  and  in- 
travenous infusion  of  solutions  result  from  the 
presence  of  pyrogenic  substances  in  the  in- 
fused mediums  or  in  the  equipment  used  there- 
for. Their  prevention  is  so  predominantly 
important  that  certain  principles  set  forth  by 
Walter12  are  summarized  below.  The  prepa- 
ration of  our  equipment  is  based  on  these 
principles. 

Since  standardizing  our  present  system, 
blood  transfusion  reactions  have  been  re- 
duced to  less  than  8 per  cent  and  none  could 
be  construed  as  pyrogenic.  They  were  classi- 
fied as  allergenic  or  hemolytic.  We  have  had 
no  fatal  or  permanently  untoward  reactions  to 
date.  The  majority  of  our  reactions  occurred 
where  fresh  blood  was  used.  Approximately 
10  per  cent  of  our  transfusions  are  still  done 
with  fresh  blood,  the  chief  indications  being 
puerpera  and  other  dyscrasias,  as  well  as  in- 
fectious and  leukopenic  states. 

Untoward  reactions  to  transfusion  have 
been  noted  more  frequently  in  febrile  cases; 
in  infected  pelvic  cases,  preoperatively  and 


postoperatively;  and  in  postoperative  hys- 
terectomized patients.  It  is  believed  that 
garlic  or  gin  ingested  by  donors  prior  to  bleed- 
ing is  a source  of  transfusion  reactions. 

Pyrogenic  Reactions  and  Their 
Avoidance 

Walter12  explains  in  detail  the  principles  for 
prevention  of  reactions  due  to  impurities  in  solu- 
tions and  the  apparatus  used  for  intravenous 
therapy  with  particular  reference  to  pyrogens. 
Strangely  enough,  an  accurate  concept  of  the 
nature  of  pyrogens  is  of  no  interest  to  many 
physicians  and  is  ignored  by  many  in  responsible 
positions  on  nursing  staffs.  Walter  emphasizes 
that  the  safety  of  intravenous  fluid  administra- 
tion depends  upon  a clear  understanding  of  the 
meaning  of  the  term  “chemically  pure”  and  its 
differentiation  from  the  word  “sterile.” 

Our  experience  here,  with  a limited  staff  for 
investigative  purposes,  has  led  us  to  the  con- 
clusion that  the  commercially  available  paren- 
teral fluids,  while  slightly  higher  in  cost,  infinitely 
simplify  our  problems,  reduce  the  number  of 
technical  assistants  required,  and  obviate  the 
transient  flurry  of  reactions  so  common  in  many 
hospitals  when  one  or  more  of  the  trained 
technical  assistants  are  absent  or  on  vacation, 
with  a subsequent  break  in  the  meticulous  tech- 
nic which  is  essential.  Regardless  of  whether 
solutions  for  intravenous  therapy  are  prepared 
by  the  hospital  or  are  obtained  commercially,  the 
accessory  apparatus  for  administration  (needle, 
tubing  sets,  filter,  etc.)  must  be  prepared  so  as 
to  be  “pyrogen-free”  as  well  as  sterile.  Cen- 
tralized responsibility  for  cleanliness  and  prepara- 
tion is  indispensable.  The  pertinent  principles 
underlying  elimination  of  pyrogens  and  their  re- 
actions are  herewith  restated: 

1.  Chemically  pure  distilled  water  will  not 
cause  reactions  when  injected  intravenously. 

2.  Such  water  is  readily  contaminated  and 
rendered  pyrogenic  by  air-borne  bacteria. 

3.  Berkefeld  filtration  does  not  remove  the 
offending  substance. 

4.  Pyrogens  are  filterable,  thermostable  exo- 
toxins, removable  by  proper  distillation. 

5.  To  remain  pyrogen-free,  water  must  be 
hermetically  sealed  in  sterile  containers. 

6.  Purity  of  distilled  water  at  the  source  must 
be  checked  frequently. 

The  common  decolorization  test  with  sulfuric 
acid  and  KMn04  is  of  little  value  in  detecting 
amounts  of  pyrogen  in  water  which  may  be  re- 
sponsible for  intravenous  reactions.  The  followr- 
ing  tests  are  of  significance.12,13 

1.  Biologic:  the  distilled  water  in  question  is 
made  to  approximate  physiologic  concentration 
of  sodium  chloride  and  injected  into  the  mar- 
ginal ear  vein  of  carefully  controlled  rabbits. 
Variations  in  rectal  temperature  should  not  ex- 
ceed Vi  degree  (F.),  which  is  considered  physio- 
logic. 

2.  pH:  this  may  vary  between  5.5  and  7.0. 
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Fig.  12.  Capped  system,  completely  closed  for 
autoclaving. 


If  these  values  are  exceeded  at  either  end,  a 
carry-over  of  foreign  substances  in  the  still, 
such  as  ammonia,  creosote,  etc.,  is  to  be  sus- 
pected. 

3.  Electrical  resistance  of  the  water  or  its 
reciprocal,  the  conductance:  the  values  here 

may  vary  from  0.8  to  1.2  X 10“ 6 reciprocal 
ohms.  This  test  also  serves  chiefly  as  an  indica- 
tion of  an  ineffective  or  improperly  operated 
still. 

Of  the  above,  the  first  test  is  by  far  the  most 
important.  However,  all  should  be  repeated 
periodically  on  all  solutions  used  for  intravenous 
therapy  and  on  water  or  solutions  used  for  cleans- 
ing and  preparation  of  apparatus  used  in  connec- 
tion with  intravenous  therapy.  Their  impor- 
tance in  the  blood  plasma  program  cannot  be 
overstated.  Many  smaller  hospital  laboratories 
are  not  equipped  or  not  disposed  to  perform  these 
tests  and,  where  this  is  true,  recourse  must  be 
had  to  commercial  laboratories. 

Preparation  of  Equipment 

Pyrex  glassware  or  its  equivalent  should  be 
used  throughout  because  its  stabile  annealed  sur- 
face resists  hydrolysis.  Glassware  must  be  free 
of  original  soil  as  well  as  of  cleansing  agents  and 
alkalies,  dried  blood,  bacterial  growths,  or  dried 
fungi.  After  cleaning  and  final  rinsing  in  prepa- 
ration, the  apparatus  must  be  autoclaved  at 
once  or  the  entire  preparation  repeated.  A 
responsible  nurse  who  wifi  faithfully  carry  out  in 
meticulous  detail  the  following  routine  is  a 
“must”  in  this  program. 

After  transfusion  of  blood  or  plasma  (or  in- 
fusion of  intravenous  solution)  the  entire  set  is 
immediately  disconnected  and  immersed  in  a 
large  basin  of  cold  tap  water  for  at  least  ten 


minutes  to  loosen  up  blood  and  detritus  in  the 
system.  Each  piece  is  then  individually  washed 
by  holding  it  under  running  water  until  it  is 
grossly  clean.  Tubing  is  held  up  to  the  light  and 
flushed  until  no  dark  areas  are  visible.  If  rub- 
ber tubing  is  soft  it  is  discarded  and  a new  length 
substituted.  The  micrometer  valve  is  disas- 
sembled and  thoroughly  cleansed  with  freshly  dis- 
tilled water.  The  screw  threads  of  the  microme- 
ter valve  are  anointed  with  two  drops  of  glyc- 
erin and  the  head  is  screwed  back  half  way. 
Stainless  steel  mesh  filter  is  placed  in  fuming 
nitric  acid  for  a period  of  one-half  to  twelve 
hours,  varying  with  the  amount  of  dried  blood 
present  on  the  mesh.  Then  it  is  removed  with 
forceps  and  rinsed  for  at  least  fifteen  minutes 
under  tap  water  by  placing  the  open  end  over  the 
spigot.  It  is  then  allowed  to  stand  in  a cup  of 
freshly  distilled  water  for  not  less  than  fifteen 
minutes  and  placed  on  a towel  to  dry.  Follow- 
ing this,  it  is  flushed  through  with  freshly  dis- 
tilled water  and  incorporated  in  the  giving  set  with 
continuation  of  the  technic  as  described.  Nee- 
dles occasionally  become  clogged  and  are  cleared 
by  flushing  through  with  12  per  cent  ammonia 
solution  by  means  of  a syringe.  Each  piece  of 
the  entire  system  is  laid  in  a basin  of  freshly  dis- 
tilled water  for  not  less  than  five  minutes,  and 
the  system  is  then  assembled  and  flushed  through 
with  freshly  distilled  water  by  gravity.  Follow- 
ing this,  it  is  flushed  through  with  commercially 
obtained  normal  saline,  also  by  gravity.  The 
needle  end  of  the  micrometer  valve  is  plunged 
through  a rubber  stopper  into  a glass  vial,  and 
the  tip  of  the  Luerglass  adapter  at  the  other  end 
of  the  system  is  covered  with  a rubber  cap  (Fig. 
12).  This  keeps  the  system  closed,  in  that  steam 
for  sterilization  is  generated  from  water  in  the 
residual  saline  of  the  flushing  and  no  steam  from 
the  autoclave  itself  enters  the  system,  thus 
avoiding  another  source  of  potential  entrance  of 
pyrogens.  Each  system  is  placed  in  a tray, 
wrapped  in  a double  sheet,  and  immediately  au- 
toclaved at  20  pounds  pressure  for  twenty  min- 
utes. If  autoclaving  cannot  be  done  immedi- 
ately, the  entire  routine  must  be  repeated. 
Taking  sets,  giving  sets,  and  plasma  conversion 
sets  are  handled  in  this  manner.  A vacuum 
transfusion  bottle  or  vacuum  plasma  bottles  are 
also  placed  in  the  appropriate  set  for  autoclaving 
so  that  the  outside  is  sterile  and  better  technic 
can  be  maintained  during  the  operations  of  tak- 
ing blood  or  converting  to  plasma.  New  glass- 
ware, needles,  filters,  and  micrometer  valves  do 
not  require  special  treatment  other  than  the  prep- 
aration listed  above.  Rubber  tubing  specially 
prepared  at  the  source  is  obtainable  commer- 
cially. All  foreign  material  within  the  lumen  has 
been  removed  previously  and,  when  new  pre- 
pared tubing  is  substituted,  no  treatment  other 
than  the  above  described  is  required. 

We  have  found  it  impractical  to  autoclave  rub- 
ber tubing  more  than  six  times.  It  softens  up  so 
that  the  pull  of  the  vacuum  is  likely  to  cause 
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collapse,  slowing  up  the  operation  of  taking 
blood  or  interfering  with  steps  in  plasma  con- 
version. In  addition,  the  rubber  in  the  lumen 
tends  to  stick  and  is  difficult  and  time-consuming 
to  free  when  cleaning.  We  discard  it  before  this 
stage  is  reached. 

Intravenous  accessory  equipment  and  needles 
are  prepared  with  the  same  technic  and,  since  its 
inauguration,  no  intravenous  reactions  have  been 
reported. 

Records 

Before  submitting  to  blood  withdrawal, 
each  donor  is  requested  to  sign  a permit. 

New  York  State  requires  the  hospital  to 
keep  detailed  and  accurate  records  of  all  blood 
transfusions.14  This  is  extended  by  interpre- 
tation of  our  local  board  of  health  to  apply  to 
plasma  transfusions  as  well.  The  state  like- 
wise requires  that  a physical  and  serologic 
examination  of  the  donor  be  made.  Records 
for  this  purpose  are  filled  out  in  duplicate  by 
the  taking  physician  and  accompany  the 
blood  to  the  refrigerator.  After  the  blood  is 
typed,  one  card  is  placed  in  the  open  file 
under  the  proper  type  denoting  availability. 
When  blood  is  used  this  card  is  retained  by 
the  laboratory  for  its  permanent  files,  and  the 
other  card  is  sent  to  the  record  room  where  its 
data  are  posted  in  detail  in  a large  permanent 
record  book,  details  on  both  the  donor  and 
recipient  being  entered.  In  addition,  a trans- 
fusion sheet  giving  the  pertinent  data  is  filled 
out  and  attached  to  the  recipient’s  hospital 
chart. 

A perpetual  inventory  sheet  is  attached  to 
the  refrigerator,  and  available  blood  and 
blood  awaiting  serologic  report  are  listed  under 
headings  “complete”  or  “incomplete.”  When 
blood  is  issued  or  received,  an  entry  is  made  in  the 
appropriate  column  under  the  actual  date  of  the 
transaction,  so  that  at  any  time  the  “assets” 
of  the  bank  may  be  determined  at  a glance. 

Economics 

This  program  entails  a minimum  invest- 
ment in  permanent,  nonexpendable  equip- 
ment of  about  $100  for  such  items  as  valves, 
filters,  special  centrifuge  head,  and  trunnion 
cups.  Other  equipment  is  expendable  and 
purchased  as  needed. 

Our  cost  of  expendable  (consumable) 
equipment  is  approximately  $1.50  per  trans- 
fusion of  whole  blood.  This  includes  the 
vacuum  bottle  containing  citrate  solution; 
a complete  set  for  taking  and  giving  blood, 
including  a vacuum  bottle  containing  500  cc. 
of  physiologic  saline;  whiskey  or  milk  when 
elected  by  the  donor;  and  a 10  per  cent  break- 


age allowance.  This  figure  does  not  include 
laboratory  costs,  hospital  overhead,  or  the 
time  of  the  operating  room  nurse  in  preparing 
equipment.  On  a similar  basis,  the  cost  of 
expendables  is  approximately  $2.75  per  trans- 
fusion of  500  cc.  of  dilute  plasma  including  the 
cost  of  taking  blood  originally,  conversion  to 
plasma,  and  administration.  Where  blood 
is  taken  directly  for  plasma  conversion,  one 
step  is  eliminated,  and  the  cost  of  expendables 
drops  to  approximately  $2.25.  If  pooling  is 
omitted,  this  figure  approximates  $2.00. 

Hospital  Charges 

Patients’  accounts  are  charged  at  profes- 
sional donor  rates  for  whole  blood  for  each 
transfusion  of  blood  or  plasma  given.  They 
are  credited  in  kind  when  friends  or  relatives 
replace  the  blood  or  plasma.  Patients  are 
also  charged  for  the  laboratory  work  of  typ- 
ing, cross-matching,  and  serology,  this  figure 
varying  with  their  status  in  the  hospital.  In 
addition,  they  pay  a service  charge  covering 
the  costs  of  the  sets  used  in  taking  and  giving 
blood  and  plasma.  This  service  charge  re- 
places the  larger  charge  formerly  made  when 
blood  was  taken  and  given  in  the  operating 
room  and,  likewise,  varies  with  the  patient’s 
accommodations  in  the  hospital. 

Value  of  Program 

Since  blood  and  plasma  have  been  made 
readily  available  their  use  has  increased 
rapidly.  Not  only  has  the  number  of  patients 
receiving  transfusion  increased  but  the  num- 
ber of  transfusions  given  to  the  individual 
patient  and,  frequently,  the  amount  of  blood 
per  transfusion  have  increased.  Thus,  the 
bleeding  but  resectable  intestinal  carcinoma 
patient  may  receive  not  the  usual  500  cc.  but 
twice,  thrice,  or  many  times  that  amount  if 
clinically  desirable. 

During  the  year  preceding  the  institution  of 
our  bank  program,  fewer  than  seventy-five 
transfusions  were  given.  In  1939  the  figure 
rose  to  161;  1940,  to  306;  and  a monthly  in- 
crement continues.  In  this  connection  it 
should  be  noted,  however,  that  in  December, 
1939,  the  Hospital  moved  into  new  quarters 
and  the  average  daily  census  increased  from 
ninety-six  in  1939  to  150  in  1940. 

Several  neighboring  hospitals  now  use  blood 
and  plasma  from  our  bank,  thus  increasing 
the  turnover  and  assuring  fresher  blood  for 
all. 

Conclusions 

1.  The  advantages  of  a preserved  blood 
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and  plasma  program  in  an  average  suburban 
hospital  have  been  brought  out. 

2.  The  practical  aspects  of  inauguration, 
operation,  and  management  of  such  a program 
have  been  described. 

3.  The  simplicity  and  facility  of  the  closed 
vacuum  system  have  been  emphasized.  The 
use  of  such  a system  has  been  shown  to  be 
foolproof  in  our  hands  and,  by  inference,  in  any 
small  hospital.  No  contamination,  no  un- 
toward reactions  with  permanent  sequelae, 
and  no  fatal  outcome  has  been  encountered. 

4.  The  adaptability  of  such  a system  for 
blood  preservation  with  plasma  conversion  or 
for  direct  plasma  production  has  been  stressed 
and  is  independent  of  quantitative  turnover. 

5.  The  achievement  of  such  a program  is 
dependent  upon  meticulous  detail  in  prepara- 
tion of  accessory  equipment  used  with  the 
vacuum  bottles,  in  centralization  of  control  of 
the  entire  program,  and  in  fullest  departmen- 
tal cooperation  within  the  hospital. 

6.  After  the  initial  equipment  has  been  ob- 
tained, the  program  is  entirely  self-sustaining, 


and  sufficient  additional  income  can  be  pro- 
vided from  its  operation  to  justify  constant 
improvement  in  technical  equipment  and  the 
addition  of  newer  “wrinkles”  as  these  are  in- 
troduced. 
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AMERICAN  COLLEGE  OF  SURGEONS  TO  HOLD  CLINICAL  CONGRESS  IN  BOSTON 


The  thirty-first  annual  Clinical  Congress  of 
the  American  College  of  Surgeons  will  be  held  in 
Boston  from  November  3 to  7,  with  headquarters 
at  the  Statler  and  Copley-Plaza  hotels.  The 
twenty-fourth  annual  Hospital  Standardization 
Conference  sponsored  by  the  College  will  be  held 
concurrently.  About  five  thousand  surgeons  and 
hospital  executives  from  all  parts  of  the  western 
hemisphere  are  expected  to  gather  in  Boston  for 
these  meetings,  the  program  for  which  will  in- 
clude clinics  and  demonstrations  in  local  hos- 
pitals and  medical  schools,  as  well  as  scientific 
sessions,  conferences,  medical  motion  picture 
showings,  and  exhibits  in  the  headquarters 
hotels. 

The  chairman  of  the  Board  of  Regents  of  the 
American  College  of  Surgeons  is  Dr.  Irvin  Abell, 
of  Louisville,  and  the  president  is  Dr.  Evarts  A. 


Graham,  of  St.  Louis.  The  president-elect  is 
Dr.  W.  Edward  Gallie,  of  Toronto,  who  will  be 
inaugurated  at  the  presidential  meeting  and  con- 
vocation to  be  held  the  evening  of  November  3 
in  Symphony  Hall,  when  several  hundred  initi- 
ates will  be  received  into  the  fellowship  of  the 
College.  In  charge  of  local  arrangements  for  the 
Clinical  Congress  is  a committee  of  Boston  sur- 
geons headed  by  Dr.  Leland  S.  McKittrick, 
chairman,  and  Dr.  Richard  H.  Sweet,  secretary. 

Headquarters  of  the  American  College  of  Sur- 
geons, which  has  a fellowship  of  more  than  13,000 
surgeons,  are  at  40  East  Erie  Street  in  Chicago. 
The  associate  directors  are  Dr.  Bowman  C. 
Crowell,  who  heads  the  Department  of  Clinical 
Research,  and  Dr.  Malcolm  T.  MacEachern, 
chairman  of  the  Administrative  Board  and  in 
charge  of  hospital  activities. 


PRIZE  OFFERED 

The  American  Neisserian  Medical  Society 
announces  an  annual  prize  of  one  hundred 
dollars,  to  be  known  as  the  P.  S.  Pelouze  Award, 
to  be  presented  to  the  person  under  thirty-five 
years  of  age  who,  in  the  opinion  of  the  Com- 
mittee of  Awards,  has  made  the  outstanding 
contribution  to  the  control  of  the  gonococcic 
infections  during  the  preceding  year. 

Nominations  for  the  award  should  be  sent  to 
the  Secretary,  475  Commonwealth  Avenue, 
Boston,  not  later  than  March  31  of  each  year. 
The  winner  will  be  announced  at  the  subse- 
quent annual  meeting  of  the  Society. 


WOMAN’S  AUXILIARY— ONONDAGA  CO. 

The  Onondaga  County  Medical  Society  and 
its  Woman’s  Auxiliary  are  planning  a luncheon 
on  Tuesday,  September  23,  1941,  at  the  Hotel 
Syracuse,  Syracuse,  New  York,  as  part  of  the 
program  of  the  regular  Fifth  District  Meeting  of 
the  Medical  Society  of  the  State  of  New  York. 
An  entertainment  is  being  planned  to  follow  the 
luncheon,  and  the  doctors’  wives  as  well  as  the 
doctors  are  cordially  invited  to  attend  this  func- 
tion. 

Reservations:  Dr.  Sabine,  Little  Falls;  or  Vir- 
ginia B.  Marty,  301  Summit  Avenue,  Syracuse, 
New  York. 


PHYSICAL  DEFECTS  IN  THE  GENESIS  OF  JUVENILE 
DELINQUENCY 

Fritz  Blumenthal,  M.D.,  Warwick,  New  York 


PHYSICIANS  are  sometimes  concerned 
with  the  physical  aspect  of  disease  and 
defect  to  the  exclusion  of  adequate  considera- 
tion of  the  influence  that  disease  or  physical 
defect  may  have  on  the  personality  and  be- 
havior of  the  patient.  Medical  work  in  a 
school  for  delinquents  offers  a challenging 
opportunity  to  investigate  the  correlation  of 
physical  abnormalities  and  behavior  prob- 
lems. 

This  paper  is  based  upon  studies  of  adoles- 
cent, delinquent  boys  who  present,  besides 
the  problem  of  delinquency,  a physical  ab- 
normality that  appears  to  be  related  to  the 
delinquency.  The  question  is  whether  there 
is  a mere  coincidence  of  physical  defect  and 
social  maladjustment  or  whether  there  is  a 
causal  relationship  between  the  two. 

The  fact  that  one  boy  at  State  School  whose 
hip  ailment  allowed  him  bicycle  riding  as  his 
only  sport  activity  repeatedly  stole  bicycles 
certainly  points  to  obvious  motivation.  It 
still  remains  to  be  learned  why  this  boy  be- 
came delinquent,  since  it  cannot  be  assumed 
that  every  individual  suffering  from  such  a 
disease  presents  inevitably  the  same  behavior 
problem;  nor  can  it  be  said  that  every  boy 
who  acutely  desires  a bicycle  steals  one. 
However,  the  mere  statement  of  the  above 
sequence  gives  us  some  understanding  of  the 
behavior  of  a boy  deprived  in  his  play  life  and 
seeking,  a little  desperately  perhaps,  to  retain 
a grip  on  the  only  form  of  active  play  remain- 
ing for  him. 

When  we  consider  physical  defects  in  their 
effect  upon  adjustment  and  character,  we 
must  consider  them  as  they  appear  to  the  pa- 
tient. The  deformity  of  a broken  nose  may 
mean  little  to  a pugilist  but  may  spell  tragedy 
to  a debutante.  It  seems  to  be  appropriate 
to  differentiate  between  those  defects  that 
are  conspicuous  and  deforming  and  those 
that  are  easily  concealed.  However,  it  is 
psychologic  rather  than  visual  conspicuous- 
ness which  is  important,  and  the  two  are  not 
always  parallel.  For  instance,  deformity  of 
the  genitalia  is  easily  concealed  but  is  usually 
conspicuous  in  the  mind  of  the  patient. 

There  are  physical  conditions  that  are 
linked  to  the  personality  in  ways  much  more 


direct  than  the  defects  discussed  here. 
Among  the  most  important  of  this  group  are 
certain  organic  diseases  of  the  nervous  system 
and  imbalance  of  the  endocrine  glands. 
These  conditions  may  cause  changes  in  per- 
sonality and  may  influence  behavior  through 
nervous  or  hormonal  effect  rather  than  merely 
through-  the  personality  reaction  to  the  de- 
fect. 

Adenoidal  condition  in  school  children  has 
been  ascribed  to  be  the  cause  for  behavior 
problems.  Whether  there  is  a direct  causal 
correlation  or  whether  both  the  inattentino 
or  instability  of  those  children  and  the  ade- 
noidal condition  are  due  to  constitutional  fac- 
tors is  still  an  open  question. 

Among  the  sensory  organs,  the  eye  is  of 
outstanding  significance.  As  far  as  psychic 
reactions  are  concerned,  diseases  of  the  eye 
are  in  many  cases  more  obvious  and  visible 
than  those  of  the  ear.  Diseases  afflicting  the 
auditory  apparatus  frequently  cause  gradual 
deterioration  to  which  the  patient  becomes 
more  easily  adjusted  than  to  the  shock  of  an 
accident  with  sudden  alterations.  People 
with  impaired  hearing  may  show  traits  of 
mistrust,  seclusion,  and  paranoid  tendency, 
being  asocial  and  withdrawn,  but  such  changes 
come  on  in  middle  age  and  delinquencies 
rarely  result.  The  reverse  is  frequently  true 
in  the  eye  cases.  The  following  is  an  illus- 
tration. 

Case  Report 

Case  1. — James,  a Negro  boy  aged  16,  was  ad- 
mitted to  State  School  after  his  second  court  ap- 
pearance on  the  petition  of  his  mother,  who  com- 
plained that  he  was  ungovernable  and  beyond 
her  control.  The  history  of  birth  and  early  de- 
velopment was  normal.  He  was  reported  by  his 
mother  to  have  been  no  problem  in  his  earlier 
years.  His  conduct  and  work  at  school  were 
considered  good.  His  mother  is  separated  from 
her  husband,  who  is  suffering  from  alcoholism. 
James  was  brought  up  by  his  mother  since  his 
ninth  year.  About  that  time  the  family  moved 
from  the  South  to  New  York. 

At  the  age  of  13  James  fell  on  a piece  of  iron 
on  the  street  and  sustained  an  injury  to  his  right 
eye  and  a deep  laceration  over  the  bridge  of  his 
nose.  A year  later,  while  boxing  with  a friend, 
he  suffered  an  additional  injury  to  the  same  eye. 
It  was  necessary  for  the  eye  to  be  enucleated.  A 
prosthesis  was  substituted.  James  became  ex- 
tremely sensitive  about  the  glass  eye,  feeling  it 
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was  noticed  and  ridiculed  by  everyone.  He  re- 
sented being  called  names  like  “one-eye”  or 
“half  a face”  by  the  children.  His  behavior  was 
more  babyish  than  before  the  accident.  James 
became  increasingly  unmanageable  in  the  home 
and  school.  He  was  disobedient  and  quarrel- 
some and  had  temper  tantrums.  On  one  oc- 
casion he  struck  his  sister  with  a stick  of  wood. 
He  frequently  stayed  out  late  at  night.  The 
school  reports  that  he  was  a habitual  truant  and 
was  considered  a menace  to  the  safety  of  the 
other  children. 

On  admission  to  State  School,  James  was 
found  to  be  a tall,  well-muscled  boy  of  normal 
intelligence.  In  addition  to  the  prosthesis  in 
the  right  eye  socket,  he  had  a scar  extending 
from  the  bridge  of  the  nose  to  the  lateral  third 
of  the  right  eyebrow,  disfiguring  his  face.  He 
complained  of  frequent  pain  in  his  testicles,  a 
condition  that  he  claimed  to  be  a contributory 
cause  for  his  outbursts.  Physical  examination 
of  his  genitalia  revealed  a tight  foreskin  with 
partial  phimosis. 

James  was  found  to  be  a bright  boy  with  some 
insight  and  mature  manners,  who  discussed  his 
difficulties  freely.  He  was  interested  in  music, 
dancing,  dramatics,  and  sports. 

At  State  School  he  readjusted  himself  progres- 
sively and  with  excellent  results.  The  phimosis 
was  treated  by  surgery,  and  he  made  no  more 
complaints  relative  to  his  genitalia.  In  regard 
to  his  eye  condition,  he  was  given  individual 
treatment  by  the  clinic  worker.  The  result  is 
shown  in  the  following  statements  of  the  boy 
given  in  an  interview.  He  said  that  he  had 
gotten  used  to  the  idea  of  having  the  other  boys 
refer  to  him  as  “one-eye”  or  “half  a face.”  He 
stated  that  he  had  come  to  the  conclusion  that 
the  boys  meant  no  harm,  and  he  answered  as  if 
he  were  being  called  by  his  own  name.  He  saw 
other  boys  with  infirmities  who  accepted  them 
as  such,  and  he  knew  that  nothing  personal  was 
meant.  James  said  that  he  could  see  that  his 
major  difficulty  in  facing  the  boys  at  school  was 
caused  by  his  accident  and,  if  he  had  felt  then  as 
he  did  now,  he  would  have  had  no  difficulty. 
His  truancy  he  laid  directly  to  the  fact  that  he 
did  not  want  to  face  the  taunts  of  his  classmates. 

James  was  paroled  after  a six  months’  stay  at 
the  institution. 

Chronologically  speaking,  there  appears  to 
be  a relationship  of  physical  defect  and  de- 
linquency. The  changes  in  the  boy’s  be- 
havior closely  followed  the  accident  and  its 
physical  manifestations,  and  the  relation  be- 
tween his  improved  behavior  and  his  adjust- 
ment to  his  handicap  made  it  unlikely  that 
this  could  be  by  mere  coincidence. 

However,  the  problem  is  not  so  simple  as 
this  might  imply.  James  was  brought  up 
under  unfavorable  conditions  by  a mother 
who  is  very  much  concerned  about  her  own 


problems.  She  considers  her  marriage  a mis- 
take and  hates  her  husband  whom  she  seems 
to  have  presented  as  a bad  example  to  James. 
Furthermore,  James  feels  that  his  mother 
prefers  his  sister  to  him  and  that  both  side  to- 
gether against  him.  Then,  there  is  the  move 
from  the  South  to  the  North  with  a complete 
change  of  environment.  Consequently,  it 
could  be  assumed  that  this  boy  would  have 
become  delinquent  even  without  a physical 
handicap,  particularly  at  the  age  of  puberty 
when  marked  changes  in  behavior  occur  even 
under  normal  conditions.  One  may  come  to 
the  conclusion  that  James  tried  to  put  the 
blame  for  his  delinquent  behavior  on  a physi- 
cal defect  which  only  precipitated  the  boy’s 
development  toward  delinquency.  To  some 
extent  such  a psychologic  reaction  can  be 
traced  in  every  case  of  physical  defect  and 
delinquency.  It  is  not  an  uncommon  experi- 
ence that  individuals  try  to  excuse  their 
failure  in  facing  and  handling  difficult  situa- 
tions in  life  by  their  physical  ailments  or  de- 
fects. Careful  study  in  each  case  is  required 
to  evaluate  the  importance  of  the  physical  de- 
fect in  comparison  with  other  factors  in- 
volved. The  elimination  of  a physical  handi- 
cap does  not  benefit  some  patients  who  only 
too  soon  find  something  else  to  explain  or  ex- 
cuse their  failures.  This  group  of  individuals 
resembles  the  patient  who  travels  from  hos- 
pital to  hospital  and  “enjoys”  dozens  of 
operations  on  his  “adhesions.”  However, 
where  the  physical  handicap  is  remediable 
the  attempt  should  be  made  to  correct,  elimi- 
nate, or  control  the  condition  if  it  is  amen- 
able to  treatment. 

Two  aspects  of  this  case  deserve  further 
mention.  The  loss  of  his  eye  occurred  at  the 
age  of  13,  at  a time  when  the  boy  had  a rather 
fixed  conception  of  his  own  physical  person- 
ality. Suddenly  he  became  different  not 
only  to  others  but  also  to  himself.  This 
meant  readjustment,  even  of  his  conception 
of  himself.  In  the  words  of  Lauretta  Ben- 
der1: “The  pathologic  process  results  in  a 
discrepancy  between  the  body  structure  and 
the  body  image  constitutionally  and  socially 
acceptable  to  the  patients.” 

Another  important  aspect  of  this  problem 
has  been  elaborated  by  Alfred  Adler,2  who 
has  stressed  the  feeling  or  complex  of  organ 
inferiority.  An  individual  suffering  from  a 
physical  defect  and  striving  to  hold  his  ground 
in  environment  with  his  will  to  power  over- 
compensates his  imperfections  in  his  feelings 
and  actions  toward  others. 

Insecure  and  ridiculed  by  his  mates,  James 
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tried  to  protect  himself,  tried  to  gain  status, 
by  being  tough  and  disobedient.  On  the 
other  side,  he  liked  to  be  babied  but  exploited 
the  attention  of  others  in  order  to  tyrannize 
over  them.  It  was  thus  the  way  of  least  re- 
sistance for  James  because  of  the  rejection  by 
his  mother  and  her  apparent  identification 
with  her  husband,  with  whom  she  had  been 
so  unhappy. 

The  influence  of  the  attitude  of  the  parents 
can  be  decisive  upon  the  child’s  response  to 
his  handicap.  Parenthood  throws  a strain 
on  human  wisdom  and  adaptability  under 
any  circumstances.  In  the  case  of  a handi- 
capped child,  any  emotional  imbalance  in  the 
attitude  of  the  parents  may  cause  reactions 
that  are  stronger  and  more  vehement  than 
in  normal  children.  The  child’s  helplessness 
may  stimulate  excessive  care  and  protection. 
This  in  turn  is  an  excessive  burden  on  parents. 
Furthermore,  overprotection  can  become  the 
expression  of  feelings  other  than  love.  Par- 
ents may  feel  ashamed  of  their  handicapped 
child.  Such  bitterness  will  be  readily  followed 
by  feelings  of  guilt  because  they  should  not 
be  ashamed.  Consequently,  the  parents 
overdo  in  their  care  for  the  child;  they  be- 
come overprotective.  This  overprotection 
then  may  be  called  a “reverted  rejection.” 
And  a child,  rejected  by  the  family,  may 
easily  react  by  seeking  to  obtain  status  out- 
side his  narrow  environment — his  home. 
Where  the  neighborhood  shows  a large  popula- 
tion of  delinquents,  delinquency  may  become 
the  channel  for  the  child’s  satisfaction.  A 
child  thus  rejected  by  the  family  may  become 
delinquent  when  accepted  by  a group  of 
lower  standards.  However,  a child  who  is 
rejected  by  the  wider  circle  of  the  outside 
world  but  well  accepted  by  the  family  has  a 
greater  chance  of  escaping  delinquency. 
Such  a child,  loved  and  understood  by  his 
parents,  may  develop  to  “the  problem  child” 
in  a different  way  and  often  with  a better 
prognosis. 

The  last  outstanding  important  link  in  the 
chain  of  causes  and  sequences — the  anticipated 
improvement  of  the  boy’s  conduct  and  be- 
havior immediately  following  the  elimination 
of  the  physical  handicap  by  medical  proce- 
dure— is  illustrated  in  the  following  case. 

Case  Report 

Case  2. — William  was  admitted  to  the  institu- 
tion at  the  age  of  16  with  a record  of  seven  court 
appearances,  including  six  for  burglary  and  one 
for  truancy. 

The  boy  is  reported  to  have  been  cross-eyed 
since  childhood.  The  father  had  deserted  the 


home  recently,  and  the  mother  is  a religious 
fanatic  who  was  married  twice.  The  father 
used  to  punish  William  by  putting  him  in  a dark 
cellar.  It  is  perhaps  significant  that  the  mother 
believes  that  the  boy’s  eye  trouble  originated  in 
this  practice.  William  was  operated  on  for 
strabismus  twice  at  the  age  of  13,  but  without 
success.  In  connection  with  the  eye  operations, 
William  tells  of  his  father  visiting  him  every 
night  in  the  hospital.  His  mother  did  not  come 
because  she  could  not  bear  seeing  him  with  his 
eyes  bandaged;  whereas  William  refers  to  the 
treatment  by  the  nurses  as  being  “babied,” 
which  he  nevertheless  found  pleasant. 

William  is  reported  to  have  been  poor  in  his 
school  work  in  which  he  showed  little  interest. 
However,  he  had  lost  considerable  time  in  his 
school  program  because  of  his  long  stays  at  the 
hospital.  William  did  not  participate  in  sports, 
because  he  “could  not  see  well,”  but  he  sought 
his  satisfaction  in  other  fields — for  instance,  in 
drawing.  The  boy  did  not  try  to  compete 
with  the  group  of  his  own  age  but  was  inclined 
to  associate  with  older  boys.  He  used  to  walk 
out  of  school,  but  in  summertime  he  had  done 
hard  work,  such  as  cutting  down  trees  and  saw- 
ing wood.  He  said  of  himself : “I  worked  more 
than  I stole.” 

William  is  a rather  tall,  well-built  boy,  alert, 
but  of  limited  intelligence.  He  had  a marked 
strabismus,  and  the  lid  of  the  left  eye  blinked 
constantly.  In  interviews  he  appeared  to  be 
uninterested  and  cringy,  was  shy,  and  showed 
embarrassment  about  his  condition  of  which 
he  was  self-conscious.  He  would  look  at  the 
floor  when  speaking  and  try  to  draw  away.  He 
admitted  his  delinquencies  without  hesitation 
but  was  inclined  to  regard  them  lightly.  While 
he  accepted  constructive  criticism  with  an  out- 
ward display  of  appreciation,  he  failed  to  profit 
by  it  in  work.  He  liked  to  volunteer,  but  his 
good  intentions,  it  was  felt,  were  promoted  by  a 
selfish  motive. 

The  boy’s  behavior  changed  grossly  following 
a correctional  operation  for  strabismus,  which 
was  successfully  performed  at  State  School.  The 
correction  of  the  physical  handicap  enabled  the 
boy  not  only  to  overcome  his  shyness  and  em- 
barrassment but  also  was  followed  by  his  feeling 
genuinely  sorry  over  his  past  offenses  and  repeat- 
ing frequently  that  one  would  never  find  him  in 
any  other  institution.  William  was  now  able  to 
meet  people;  he  had  become  an  excellent  sport 
and  was  anxious  to  make  a good  impression  in  his 
assignment. 

After  his  discharge  from  State  School  he  made 
an  excellent  social  adjustment,  holding  a posi- 
tion with  a telegraph  company  in  which  he  is 
doing  exceedingly  well.  He  has  maintained  this 
good  adjustment  for  twro  years  on  parole. 

In  contrast  to  the  first  case,  this  second  case 
deals  with  a correction  of  a defect  that  had 
existed  throughout  the  early  years  of  the 
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boy’s  development.  Physical  imperfections 
may  be  congenital  or  may  be  acquired.  Their 
influence  on  personality  can  be  of  a wide 
range,  depending  greatly  on  the  moment  in 
which  they  appear  and  on  the  time  the  physi- 
cal alteration  takes  to  become  evident  to 
the  patient  and  others.  Physical  imperfec- 
tions may  prove  to  be  the  determining  factor 
in  a child’s  psychologic  maldevelopment,  or 
they  may  stimulate  his  reactions  toward  life 
as  a precipitating,  contributory  factor.  In 
consequence,  it  cannot  be  expected  in  every 
case  that  with  the  elimination  of  a physical 
handicap  that  has  existed  for  a number  of 
years  deviations  in  behavior  will  vanish  and 
that  the  experiences  of  early  childhood,  which 
are  important  for  the  development  of  person- 
ality and  character,  can  be  completely  wiped 
out.  Concerning  the  reactions  of  older  age 
groups  to  physical  defects,  the  sad  experience 
of  a war  is  doubtless  providing  too  many  ex- 
amples of  the  problems  of  personality,  as  well 
as  of  economic  adjustment,  of  persons  sud- 
denly crippled. 

Rejection  is  one  of  the  possible  reactions 
of  the  important  people  of  the  environment  to 
a handicapped  child.  Pity  is  another  re- 
sponse, also  dangerous  to  the  child’s  develop- 
ment. 

Case  Report 

Case  S. — Frank,  a boy  aged  14,  of  Italian  de- 
scent, was  admitted  to  State  School  after  a num- 
ber of  court  appearances,  violation  of  probation, 
and  commitment  to  another  institution.  He 
was  presented  to  court  first  at  the  age  of  11  for 
stealing  a ride  on  a trolley  car  and  then  twice 
within  a short  period  on  petition  of  his  father 
for  running  away  from  home,  incorrigibility, 
and  remaining  out  late  at  night.  His  latest 
offense  was  stealing. 

The  boy’s  behavior  and  conduct  were  con- 
sidered satisfactory  until  the  age  of  8.  The 
difficulties  began  following  an  accident.  Frank 
fell  from  a five-story  building  and  sustained  frac- 
tures of  his  legs  and  a fracture  of  the  right  side  of 
his  jaw.  Despite  an  operation  at  that  time  the 
jaw  deformity  remained,  with  a severe  limita- 
tion of  function  as  a consequence.  Frank  be- 
came sensitive  toward  this  malformation.  He 
felt  rejected  by  his  father  who  held  before  him 
the  older  brother  as  a model  child,  even  in  re- 
spect to  his  appearance.  The  mother  seemed  to 
have  had  a good  deal  of  affection  for  Frank. 
She  talked  of  his  good  looks  as  a child,  contrast- 
ing it  with  his  present  undersized,  puny  appear- 
ance and  malformation.  Undoubtedly,  she 
protected  the  boy  from  the  father.  She  ex- 
pressed a great  pity  for  her  unfortunate 
child. 

Frank  was  a small  boy  of  borderline  intelli- 


gence. There  was  an  excess  callus  formation 
along  the  right  ramus  of  the  mandible  which 
created  a pronounced  asymmetry  of  his  face. 
Ankylosis  of  the  temporomandibular  joint 
allowed  only  a limited  forward-backward  move- 
ment of  the  jaw.  This  condition  forced  the  boy 
to  shovel  food  into  his  mouth  with  his  fingers. 
The  hearing  of  the  right  ear  was  impaired. 

In  an  interview  at  State  School  Frank  made 
the  remark:  “I  did  not  like  the  way  I was  and 
no  one  was  helping  me,  so  I decided  to  be  bad.” 
He  had  resented  strongly  that  an  agency  that 
had  him  in  its  care  before  his  commitment  to 
State  School  had  failed  to  keep  what  he  con- 
sidered its  promise  to  fix  his  jaw.  The  boy  be- 
came cheerful  when  he  was  assured  of  another 
operation.  In  general,  however,  Frank  showed 
a good  deal  of  resentment  against  the  world. 
He  stated  that  he  had  never  belonged  to  a club 
and  had  never  joined  a group  of  delinquents. 
He  claimed  that  he  had  never  stolen  anything 
new  or  valuable.  He  felt  that  the  accident  had 
impaired  his  mind  somehow,  and  he  attributed 
many  of  his  difficulties  to  it.  Examination, 
however,  failed  to  reveal  evidence  of  organic 
damage  to  the  central  nervous  system. 

A second  and  third  operation  brought  about 
an  improvement  in  the  boy’s  physical  appear- 
ance and  function  of  the  jaw  and  was  also 
followed  by  a change  in  the  boy’s  attitude.  He 
began  to  show  considerably  more  security.  In 
contrast  to  his  forward  and  aggressive  manners 
and  lack  of  respect,  he  was  polite  and  showed 
greater  social  interests. 

On  parole  Frank  was  apparently  well  adjusted 
for  two  years.  At  home  he  did  not  revert  to 
the  frequent  running  away  that  made  him  a 
problem  before.  The  absence  of  his  older 
brother,  who  had  married,  and  of  his  father,  who 
was  seriously  ill  in  a hospital,  probably  contrib- 
uted a good  deal  to  the  boy’s  adjustment  in  the 
home.  Their  roles  previously  had  been  that  of 
stern  disciplinarians. 

However,  Frank  did  not  go  to  full-time  school 
after  his  release.  He  spent  his  time  shining 
shoes  in  the  neighborhood  of  his  home  and  run- 
ning errands  on  occasions.  Here  he  got  under 
the  influence  of  a group  of  delinquent  boys  whom 
he  joined  for  “junking,”  a behavior  that  too  fre- 
quently leads  to  forcible  entry  of  buildings. 
In  view  of  the  inadequate  education  this  men- 
tally retarded  boy  received  after  his  release,  it  is 
not  surprising  to  hear  that  Frank  was  finally  in- 
volved in  a case  of  burglary.  He  was  then  com- 
mitted to  an  institution  for  mentally  defective 
delinquents. 

Being  illustrative  of  the  diverse  factors 
contributing  to  a behavior  problem,  this  case 
introduces  borderline  mental  deficiency  as  a 
new  constituent. 

The  conflict  with  the  father  and  older 
brother,  as  well  as  the  high  rate  of  delin- 
quency in  the  neighborhood,  may  be  noted 
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as  aggravating  factors,  which  have  also  been 
met  in  other  cases. 

There  is,  however,  one  element  worthy  of 
mention  in  this  case  history,  which,  in  a form 
both  hidden  and  open,  has  exerted  its  in- 
fluence. Pity  was  shown  by  the  mother  and, 
later,  after  his  first  unsuccessful  operation, 
by  his  teachers.  When  Frank  began  to  have 
some  difficulties  in  school  he  acted  up.  One 
of  the  problems  of  the  physician  is  that  an 
illness  or  handicap  that  merits  pity  and, 
therefore,  provokes  it  is  likely  to  have  as  one 
of  its  results  the  development  of  the  spoiled 
child,  unable  to  stand  on  his  own  feet,  resent- 
ful of  authority,  and  almost  doomed  to  frus- 
tration. 

An  appropriate  answer  to  the  question  re- 
garding the  healthful  attitude  toward  .physi- 
cal defect  is  given  by  Richard  L.  Jenkins3: 
“I  should  say  it  contains,  first,  a recognition 
and  acceptance  of  the  fact  of  the  defect  and 
the  degree  of  handicap  it  constitutes.  I 
should  say  that  the  second  element  is  a recog- 
nition of  what  is  possible  in  spite  of  the  defect, 
and  here  I mean  what  is  possible  without  too 
extreme  sacrifices  or  efforts.  I should  say 
that  the  third  element  is  that  the  handicapped 
individual  should  shape  his  ambitions,  should 
‘build  his  castle  in  Spain/  should  lay  his 
plans  within  the  limits  of  what  is  possible 
with  that  handicap.  Surprisingly  enough, 
many  individuals  with  extremely  severe 
handicaps  do  succeed  in  preserving  excellent 
mental  health  and  apparently  in  finding  a 
great  deal  of  enjoyment  of  life  despite  many 
serious  restrictions  of  their  activities.  A 
factor  frequently  of  determining  importance 
is  whether  the  handicapped  individual  achieves 
social  contacts  which  give  him  some  sense 
of  acceptance  and  social  outlet.” 

In  addition  to  this,  a case  quoted  in  the 
literature  indicates  how  much  depends  on 
the  attitude  not  only  of  the  handicapped  child 
but  also  upon  training  and  education.  Strict 
observance  of  a few  simple  pedagogic  rules 
made  it  possible  for  a boy,  born  without  arms, 
to  train  his  feet  to  perform  the  work  of  hands. 
His  father  sought  to  require  that  the  boy  be 
given  no  pity  and  no  unnecessary  help. 

In  the  time  that  has  passed  since  this  spec- 
tacular case,  the  problem  of  the  handicapped 
child  has  become  the  subject  of  intensive  in- 
vestigation and  of  what  is  the  imperative  con- 
sequence of  observation:  help,  treatment, 

and  stimulation.  Satisfactory  results  can  be 
achieved  if  mental  hygiene,  psychology,  and 
medicine,  as  well  as  social  welfare,  further 
develop  their  cooperation  and  undertake 


more  definitive  integration  in  helping  children 
with  organic  inferiorities  in  whatever  way  is 
indicated. 

Summary 

1.  Physicians  are  sometimes  concerned 
with  the  physical  aspects  of  disease  and  defect 
to  the  exclusion  of  adequate  consideration  of 
the  influence  that  disease  or  physical  defect 
may  have  on  the  personality  and  behavior  of 
the  patient. 

2.  There  are  physical  conditions  that  are 
linked  to  the  personality  in  direct  ways. 
Among  the  most  important  are  certain  or- 
ganic diseases  of  the  nervous  system  and  im- 
balance of  the  endocrine  glands. 

3.  There  are  physical  conditions  that  have 
effects  on  personality  and  behavior  through 
psychologic  reactions  to  the  defect. 

4.  It  seems  to  be  appropriate  to  differenti- 
ate between  those  defects  that  are  conspicuous 
and  deforming  and  those  that  are  easily  con- 
cealed. However,  it  is  psychologic  rather 
than  visual  conspicuousness  which  is  im- 
portant, and  the  two  are  not  always  paral- 
lel. 

5.  The  adlerian  theory  of  the  inferiority 
complex  and  the  theory  of  the  discrepancy 
between  physical  structure  and  body  image 
are  believed  to  explain  many  problems  of 
behavior  in  handicapped  children. 

6.  A study  of  cases  of  delinquent  boys 
with  physical  handicaps  seems  to  indicate 
that  delinquencies  frequently  have  a close 
chronologic  correlation  both  in  origin  and  re- 
sponse to  treatment.  However,  it  cannot  be 
expected  in  all  cases  that  the  psychologic  fea- 
tures that  have  become  established  through  a 
number  of  years  vanish  after  corrective  opera- 
tions. 

7.  The  influence  of  physical  defect  on 
personality  depends  greatly  on  the  time  in 
which  it  becomes  evident  to  the  patient  and 
others.  Physical  imperfections  may  be  con- 
genital or  may  be  acquired.  They  may 
prove  to  be  the  determining  factor  in  a child’s 
psychologic  maldevelopment,  or  they  may 
stimulate  his  reactions  toward  life  as  a pre- 
cipitating factor. 

8.  Where  the  physical  handicap  is  remedi- 
able the  attempt  should  be  made  to  correct, 
eliminate,  or  control  the  condition.  This 
objective  should  not  be  followed  with  such 
blind  enthusiasm  as  to  result  in  the  use  of  in- 
appropriate treatment — for  instance,  surgi- 
cal treatment  for  a condition  of  neurotic  ori- 
gin. 
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9.  Environmental  factors  and  their  in- 
fluence upon  the  behavior  of  the  physically 
handicapped  child  must  be  understood  and, 
where  possible,  controlled. 
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WESTCHESTER’S  SIXTEEN  POINTS  ON  NEONATAL  MORTALITY 


For  many  years  medical  authorities  in  the 
United  States  have  been  working  energetically 
to  reduce  infant  mortality.  In  the  last  15 
years  infant  mortality  in  this  state  has  fallen  50 
per  cent. 

The  major  causes  of  death  among  the  babies 
who  live  less  than  thirty  days  are  being  born  pre- 
maturely, being  injured  at  birth,  and  congenital 
malformation. 

Approximately  5 per  cent  of  all  babies  born 
are  premature.  In  1939  Westchester  had  330 
premature  babies  born  out  of  a total  of  7,295 
births;  88  of  the  330  were  stillborn. 

How  do  Westchester’s  sixteen  hospitals  take 
care  of  premature  babies?  A survey,  made  by 
the  public  health  committee  of  the  Medical 
Society  of  Westchester  County  and  summarized 
in  the  county  newspapers,  reports  the  following. 

In  the  New  Rochelle  and  White  Plains  hos- 
pitals and  in  the  Yonkers  Professional  Hospital 
there  are  separate  nurseries  for  premature  babies. 
In  eleven  hospitals  there  are  incubators;  in 
five  there  are  none.  Eight  of  the  hospitals 
reported  a total  of  fifteen  nurses  with  special 
training  in  the  care  of  prematures.  Five 
hospitals,  the  United  in  Port  Chester,  St.  Agnes 
in  White  Plains,  the  Peekskill,  Mount  Vernon, 
and  Dobbs  Ferry  hospitals  have  an  obstetrician 
in  charge  of  the  newborn;  in  the  other  eleven 
hospitals  there  is  a pediatrician  in  charge. 

Of  Westchester’s  1939  premature  babies,  219 
were  born  in  hospitals  and  23  were  born  at  home. 
Ten  of  these  later  were  taken  to  hospitals. 
Sixty-one  of  the  prematures  died  in  hospitals. 

Of  the  hospitals,  in  1939  Mount  Vernon,  with 
842  births,  rendered  the  largest  maternity  serv- 
ice; Dobbs  Ferry,  with  93,  the  smallest. 

The  United  Hospital,  Port  Chester,  rendered 
the  second  largest  service  with  731  births;  St. 
Agnes,  White  Plains,  third,  with  625;  and  the 
New  Rochelle  Hospital,  fourth,  with  616. 

Following  this  survey  and  its  other  work  over 
a period  of  years,  the  Public  Health  Committee 
of  the  Medical  Society  of  Westchester,  made,  as 
of  April  1,  1941,  the  following  recommendations 
for  reducing  neonatal  mortality  in  this  county: 

1.  Prevention  of  premature  birth,  (a)  Im- 
prove prenatal  care  of  all  prospective  mothers, 
(b)  Avoidance  of  physical  and  emotional  strain 
in  pregnancy,  (c)  Postpone  induction  of  pre- 
mature labor  as  long  as  possible. 

2.  Vitamin  administration  to  prospective 
mothers.  Vitamin  D or  multiple  vitamins  and 
calcium  throughout  pregnancy.  Vitamin  K 
before  delivery. 

3.  Prenatal  care  of  the  breasts  to  provide 
for  breast  feeding. 

4.  Exercise  care  in  obstetric  analgesia  to 
avoid  asphyxia  neonatorum,  especially  use  of 
morphine  in  second  stage  of  labor. 

5.  Avoid  long  second-stage  labor  in  premature 


deliveries.  Episiotomy  and  low  forceps  for 
delay  on  perineum. 

6.  Care  in  handling  newborn  premature  in- 
fants. Special  attendant  to  receive  and  care 
for  prematures  at  birth.  Avoid  chilling.  Use 
heated  bassinette.  Oxygen  and  mechanical 
resuscitator  when  needed  for  asphyxia  and  trans- 
fer to  incubator  as  soon  as  possible. 

7.  Newborn  infants  and  nursery  in  charge  of 
pediatrician  in  cooperation  with  obstetrician. 

8.  Obtain  more  autopsies  on  neonatal  deaths, 
especially  of  premature  infants.  Advise  hos- 
pitals on  suggested  methods  of  approach  to  ob- 
tain permission  for  necropsies. 

9.  Special  study  by  hospital  staffs  of  cause  of 
neonatal  deaths  and  improve  care  for  newborn 
and  premature.  Discussions  by  pediatricians, 
obstetricians,  and  pathologists. 

10.  Vitamin  administration  to  all  newborn 
infants,  especially  to  the  premature.  Vitamin 
K on  day  of  birth  to  all  whose  mothers  have  not 
had  it.  Vitamin  D (not  in  oil)  within  two  weeks 
of  age,  also  vitamins  C and  B. 

11.  Establish  a fund  in  each  hospital  to 
provide  free  breast  milk  for  premature  infants  of 
needy  families.  Breast  milk  may  be  purchased 
from  Mothers’  Milk  Bureau  of  the  Children’s 
Welfare  Federation,  435  Ninth  Avenue,  New 
York  City,  telephone:  MEdallion  3-3105. 

12.  Special  training  for  nurses  in  care  of 
premature  infants,  (a)  Arrange  for  courses  at 
obstetric  hospital  teaching  centers,  (b)  One  or 
more  nurses  with  such  special  training  in  every 
newborn  nursery  in  Westchester  County,  (c) 
All  nurses  trained  in  care  of  premature,  so  listed 
for  private  duty  at  nurses’  registries. 

13.  Improved  equipment  for  care  of  new- 
born and  premature  infants  in  all  hospitals  of 
Westchester  County,  (a)  More  modern  type 
incubators,  (b)  Special  nurseries  for  isolation 
of  contagion,  (c)  Special  nurseries  for  care  of 
premature  infants,  (d)  Provide  at  least  one 
ideal  unit  for  care  of  premature  infants  in  the 
county. 

14.  Transport  to  hospital  all  premature  in- 
fants under  4V2  pounds  born  at  home,  (a) 
Provide  portable  ambulance  incubators  for  trans- 
fer to  hospital,  (b)  Provide  hospital  incubator 
care  of  such  infants,  (c)  Require,  by  sanitary 
code,  immediate  report  to  health  authorities  of 
premature  infants  bom  at  home. 

15.  Send  copy  of  this  report  and  summary  of 
replies  to  questionnaires  on  care  of  newborn  to 
each  hospital  superintendent  and  medical  board 
of  sixteen  Westchester  County  hospitals.  Hold 
a meeting  for  discussion  with  hospital  superin- 
tendents. 

16.  Acquaint  the  public  with  the  special  needs 
for  each  hospital  as  determined  from  hospital 
superintendents,  board  of  governors,  and  medi- 
cal staffs. 


THE  TREATMENT  OF  REGIONAL  ILEITIS 

Hyman  Sneierson,  M.D.,  F.A.C.S.,  Binghamton,  New  York 


SINCE  the  differentiation  of  regional  ileitis 
from  nonspecific  granulomas  of  the  intes- 
tine by  Crohn  and  his  associates  in  J.932,2  a 
voluminous  literature  has  been  published. 
This  has,  in  the  main,  corroborated  the  state- 
ments of  these  investigators  while  expanding 
some  of  their  original  concepts.  The  condition 
has  been  found  in  nearly  all  countries  and 
types  of  peoples,  and  a review  of  case  reports  of 
previous  years  shows  records  of  typical  cases 
as  early  as  1806.1  The  original  concept  of  a 
lesion  limited  to  the  terminal  ileum  has  been 
expanded  to  include  any  part  of  the  intestinal 
tract.  Lesions  limited  to  the  right  side  of  the 
colon  are  considered  by  some  to  be  separate 
entities  but  this  classification  is  not  accepted 
by  all.3*12 

Despite  the  general  agreement  on  the 
clinicopathologic  aspects,  the  treatment  is  still 
controversial.  Up  to  the  classic  paper  of 
Cutler16  radical  surgery  was  considered  to  be 
the  only  treatment.  The  time  and  method 
were  the  only  points  about  which  opinions  dif- 
fered. Since  Cutler’s  article,  there  has  been  a 
swing  toward  the  palliative  type  of  surgery. 
The  subject,  however,  is  far  from  settled,  and 
this  paper  was  undertaken  with  the  idea  of 
crystallizing  the  opinions  of  the  medical  pro- 
fession in  general  and  comparing  them  with 
the  procedures  used  in  23  proved  cases  in 
Broome  County,  New  York  (Table  1). 

An  abstract  of  the  subject  of  regional  ileitis 
is  also  being  presented  prior  to  a discussion  of 
the  treatment  of  this  condition  so  that  the 
basis  for  the  conclusions  drawn  will  be  clear. 

Regional  ileitis  is  a nonspecific,  granuloma- 
tous condition  of  localized  segments  of  the 
bowel,  usually  involving  the  terminal  ileum. 
It  is  characterized  by  lymphostasis  or  blocking 
due  to  an  unknown  factor,  possibly  a virus. 
Attempts  have  been  made  to  link  this  with 
tuberculosis,  bacillary  dysentery,  a filtrable 
virus,  and  to  various  forms  of  streptococci 
without  success.2’5'8,16'20 
The  condition  usually  involves  one  segment. 
More  than  one  portion  may  be  affected,  with 
normal  intestine  known  as  a “skip”  area  be- 
tween. The  areas  involved  may  be  in  differ- 
ent parts  of  the  ileum,  in  the  ileum  and  je- 
junum, or  in  the  ileum  and  colon.  The  skip 
areas  may  vary  from  a few  inches  to  several 
feet. 


Microscopically,  the  “pathological  picture 
consists  of  a generalized  inflammatory  reaction 
with  increased  vascularity  and  swelling  of  the 
involved  tissue  with  edema  and  cellular  infil- 
tration. The  cellular  infiltration  is  largely 
lymphocytic  with  plasma  cells  and  eosino- 
phils in  moderate  numbers.  Eventually,  the 
acute  reaction  is  followed  by  fibrosis  and  in- 
vasion by  giant  cells,  and  a chronic  process 
occurs  as  a part  of  the  attempted  healing  proc- 
ess. The  reactive  areas  now  appear  as  small 
tubercles,  similar,  histologically,  to  those 
present  in  tuberculosis.  No  caseation  occurs 
and  no  tubercle  bacilli  are  found.  As  fibrosis 
increases,  constriction  of  the  bowel  results  and 
the  wall  of  the  intestine  becomes  a stiff  tube 
with  variable  areas  of  great  constriction  which 
may  almost  totally  obstruct  the  bowel.”16  In 
the  small  bowel,  as  constriction  progresses  and 
as  the  blood  supply  and  lymphatic  drainage 
are  interfered  with,  ulceration  of  the  mucosa 
results.  This  ulceration  occurs  in  the  mesen- 
teric side  of  the  gut. 

The  gross  appearance  of  the  lesion  is  charac- 
teristic. The  involved  area  is  thickened  and 
shows  signs  of  a low-grade  inflammatory  proc- 
ess. The  serosa  is  red  and  roughened  with  a 
markedly  thickened  mesentery  containing  en- 
larged but  discrete  lymph  nodes.  The  demar- 
cation between  the  normal  and  involved  areas 
is  abrupt.  When  the  condition  has  progressed 
sufficiently  there  is  ulceration  of  the  mucosa  on 
the  mesenteric  side  of  the  gut.  The  marked 
fibrous  reaction  results  in  a thickened  “hose- 
like” bowel,  which  may  become  almost  com- 
pletely obstructed  in  the  late  stages.  The  ul- 
cerative process  is  usually  slow,  causing  the 
formation  of  abscesses  that  are  walled  off  by 
the  surrounding  bowel.  Perforations  into 
surrounding  bowel  causing  enteric  fistulas  are 
frequent.  Abscesses  also  may  drain  exter- 
nally, forming  abdominal,  inguinal,  lumbar, 
perianal  and  rectal,  or  rectovaginal  fistulas. 
Occasionally,  ulcers  perforate  directly  into  the 
peritoneal  cavity,  causing  peritonitis.  Be- 
cause of  the  inflammatory  reaction  or  abscess 
formation,  a mass  may  be  felt,  usually  in  the 
right  lower  part  of  the  abdomen.  The  condi- 
tion is  characterized  clinically  by  remissions 
and  exacerbations.  When  first  noted,  the  af- 
fected segment  may  vary  from  a slight  thick- 
ening to  a condition  impossible  to  differentiate 
from  carcinoma. 
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Attending  Surgeon,  City  Hospital. 
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TABLE  1. — Regional  Ileitis,  Beoome  County,  New  York 


Case 

Age 

Sex 

Year 

Acute  or 
Chronic 

Prior  Abdomi- 

Appen-  nal 

dectomy  Procedure  Fistula 

Recur- 

rence 

Clinical 

Result 

1 

49 

M 

37 

Chronic 

No 

Primary  resection 

No 

No 

Cured 

2 

44 

F 

36 

Chronic 

Yes 

Stage  resection 

No 

No 

Cured 

3 

19 

F 

36 

Chronic 

No 

Primary  resection 

No 

No 

Died 

4 

22 

M 

37 

Chronic 

Yes 

Stage  resection,  multiple  operation 

No 

Yes 

Surgical 

failure 

Died 

5 

17 

M 

36 

Acute 

No 

Primary  resection 

No 

6 

33 

M 

36 

Acute 

No 

Ileostomy  and  ^drainage,  2-stage 

No 

No 

Cured 

7 

26 

M 

33 

Chronic 

Yes 

resection 

Primary  resection 

Yes 

Yes 

Improved 

8 

47 

F 

36 

Chronic 

Yes 

Mikulicz  procedure 

No 

No 

Cured 

9 

34 

M 

35 

Chronic 

Yes 

Primary  resection 

Yes 

Yes 

Cured 

10 

22 

M 

30 

Chronic  with  acute  Yes 

Primary  resection 

No 

Yes 

Improved 

11 

57 

M 

39 

obstruction 

Chronic 

No 

Primary  resection 

No 

Died 

12 

21 

F 

39 

Acute 

No 

Primary  resection 

No 

No 

Cured 

13 

27 

F 

38 

Acute 

No 

Primary  resection 

No 

No 

Cured 

14 

12 

M 

39 

Acute 

No 

Primary  resection 

No 

No 

Cured 

15 

38 

F 

37 

Acute 

No 

Drainage 

No 

No 

Cured 

16 

14 

F 

36 

Acute 

No 

Appendectomy 

No 

No 

Cured 

17 

17 

M 

35 

Acute 

No 

Appendectomy 

No 

No 

Cured 

18 

4 

M 

38 

Acute 

No 

Appendectomy 

No 

No 

Cured 

19 

55 

F 

37 

Acute 

No 

Appendectomy 

No 

No 

Cured 

20 

19 

F 

39 

Acute 

No 

Appendectomy 

No 

No 

Cured 

21 

60 

M 

39 

Acute 

Yes 

Freeing  adhesions  bleeding  ulcer 

No 

No 

Cured 

22 

15 

M 

40 

Acute 

No 

Appendectomy 

No 

No 

Cured 

23 

48 

M 

40 

Chronic 

No 

Medical  treatment 

No 

No 

Improved 

Clinically,  the  condition  has  been  divided 
into  four  stages.2  For  practical  purposes  it  is 
sufficient  to  know  that  the  condition  first 
causes  signs  of  inflammation  and  irritation  of 
the  bowel.  This  is  the  stage  at  which  acute 
appendicitis  is  diagnosed  and  the  appendix  re- 
moved. Diarrhea,  if  present,  should  suggest 
the  possibility  of  ileitis  prior  to  operation. 
Later,  the  condition  of  obstruction  and  abscess 
formation  with  the  appearance  of  fistulas  oc- 
curs. Any  one  or  all  of  these  signs  may  be 
present.  The  early  stages  are  considered  to 
show  low-grade  obstruction,  whereas  the  late 
stages  show  the  more  complete  obstruction 
and  the  presence  of  fistulas  or  abscess  forma- 
tion. 

Treatment 

The  treatment  of  regional  ileitis  is  controver- 
sial because  the  etiology  is  obscure.  Because 
of  this  unsettled  condition,  the  aim  of  treat- 
ment must  necessarily  be  empirical.  There 
are  two  schools  of  thought  based  upon  differ- 
ing opinions  as  to  the  ultimate  results. 

The  advocates  of  medical  treatment  are  led 
by  Dr.  Elliott  Cutler,  professor  of  surgery  at 
Harvard  University.  Dr.  Cutler  bases  his 
opinion  on  a survey  of  the  literature  and  analy- 
sis of  11  operative  cases.16  Nine  of  these 
showed  active  recurrence.  The  complete 
cures  reported  by  those  using  radical  surgery 
are  questioned  by  him.  In  the  hands  of  his 
colleagues  and  himself,  recurrence  is  a frequent 
happening.  He  feels  that  spontaneous  recov- 
ery may  occur  apparently  at  any  time  and  that 
surgery  will  change  the  outcome  very  little. 
He  quotes  2 patients,  with  appendectomies 


only  and  proved  ileitis,  who  are  active  and  in 
good  condition,  one  after  twenty-seven  years. 
He  advises  against  surgery  unless  such  action 
is  forced  by  obstruction  or  perforation.  When 
necessary,  surgery  should  be  directed  to  the 
correction  of  the  acute  condition  only.  Resec- 
tions are  not  indicated  in  his  opinion.  He  sug- 
gests that  permanent  ileostomy  may  be  the 
procedure  of  choice. 

Crohn,  who  originally  described  ileitis,  feels 
that  medical  treatment  is  dangerous.  He 
states  that  ileitis  is  a cicatrizing  disease  that, 
by  its  very  nature,  results  in  distortion  of  the 
intestine.  While  patients  with  acute  ileitis 
may  recover  completely,  there  is  no  way  of 
knowing  whether  this  will  occur  or  whether  it 
will  progress  to  the  chronic  type  necessitating 
radical  surgery.  He  states  that  in  proved 
cases  seen  at  autopsy  there  has  never  been  a 
complete  cure  pathologically.  When  the 
disease  is  diagnosable  by  x-ray,  he  believes 
that  the  defect  will  always  need  surgical  resec- 
tion. He  quotes  a case  that  was  treated 
medically  despite  definite  signs  of  ileitis  and 
that  subsequently  had  to  have  a radical  re- 
section.12 

Before  going  into  details  as  to  treatment,  it 
is  necessary  to  emphasize  that  nearly  all  acute 
cases  and  a great  many  of  the  chronic  ones  are 
not  diagnosed  prior  to  laparotomy.  In  our 
series,  only  2 of  the  22  surgical  cases  were  cor- 
rectly diagnosed  preoperatively.  In  some 
others,  fistula  formation  pointed  to  the  cor- 
rect diagnosis  but  only  after  appendectomy 
had  been  done.  It  is  useless  to  discuss  treat- 
ment unless  the  diagnosis  is  sure.  This  is 
emphasized  by  the  fact  that  2 additional  cases, 
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clinically  and  roentgenologically  definite  (hav- 
ing the  “string”  sign),  were  found  to  be  due  to 
appendiceal  pathology  and  not  ileitis.  Cutler 
mentions  a case  that  was  treated  for  two  years 
as  ileitis  and  was  then  found  to  be  due  to 
malignancy.16  Therefore,  we  must  divide 
cases  into  those  diagnosed  before  operation 
and  those  only  determined  after  laparotomy. 
This  of  itself  determines  that  the  bulk  of  the 
cases  will  be  first  seen  by  the  surgeon,  and  the 
type  of  treatment  followed  will  be  his  responsi- 
bility. In  the  larger  clinics  the  correct  diag- 
nosis will  be  more  often  correctly  made  but, 
as  stated  above,  these  will  be  the  advanced 
types  showing  definite  deformity  of  the  bowel 
by  x-ray. 

Medical  treatment  consists  of  general  sup- 
portive measures  to  build  up  the  patient  and 
the  use  of  a simple,  bland  diet,  exactly  like 
that  used  in  tuberculosis  of  the  intestine. 
Cutler  suggests  liquid  petrolatum  when  signs 
of  low-grade  obstruction  are  present.  A high- 
protein,  high-vitamin,  low-residue  diet  is  indi- 
cated. Blood  transfusions,  sunlight,  bed  rest, 
and  symptomatic  medications  are  to  be  used. 
The  use  of  nonspecific  therapy  has  not  been 
of  much  value.  X-ray  therapy  is  suggested 
by  Cutler  in  cases  that  are  resistant  to  other 
types  of  treatment. 

Surgical  treatment  may  be  divided  into 
treatment  of  the  various  stages  of  the  disease. 
The  acute  ileitis,  showing  signs  suggestive  of 
an  acute  abdomen  without  obstruction,  per- 
foration, or  abscess  formation,  is  best  left 
alone  according  to  all  writers.  These  are  in- 
advertently found  at  operation  for  some  ab- 
dominal condition,  usually  an  acute  appendix. 
There  is  free  fluid  in  the  abdomen  and  signs 
of  an  active  lesion.  The  terminal  ileum  is 
thickened,  the  serosa  may  be  covered  with 
tubercle-like  formations,  and  there  may  be 
enlarged  discrete  lymph  glands.  The  ap- 
pendix may  or  may  not  show  signs  of  an  in- 
flammatory process.  The  removal  of  the 
appendix  is  a debated  point.  Crohn,7  Crile,26 
and  others  feel  that  the  appendix  should  be 
left  because  of  the  danger  of  fistula  formation. 
It  is  a common  occurrence  and  many  cases  are 
cited  in  nearly  all  series.  W oolsey 24  and  others 
feel  that  routine  appendectomy  is.  indicated. 

The  use  of  radical  resection  has  been  advo- 
cated since  regional  ileitis  has  been  known. 
This  has  been  used  for  cases  that  are  diagnosed 
prior  to  operation  or  cases  in  which  the  lesion 
and  condition  of  the  patient  suggested  the  pro- 
cedure. Radical  surgery  may  be  performed  in 
one  or  more  stages.  Colp  and  Ginzburg  re- 
cently reported  22  cases  in  which  ileotrans- 


versecolostomy,  with  exclusion  only,  was  done 
with  no  mortality.  They  believe  that  removal 
of  the  diseased  segment  is  not  necessary  except 
in  cases  with  abdominal  fistulas.  Fistulas 
between  segments  of  bowel  have  healed  spon- 
taneously after  this  procedure.  Other  writers 
are  not  so  optimistic.  Marshall13  and  Crile26 
feel  that  resection  of  the  affected  segment  is 
necessary.  They  believe  that  this  should  in- 
clude a good  margin  of  normal  bowel  above 
and  below,  including  the  lymphatic  supply. 
Crohn  suggests  that  the  adjacent  cecum  and, 
possibly,  ascending  colon  be  removed  when  the 
terminal  ileum  is  involved.  Most  of  the  writ- 
ers use  the  side-to-side  anastomosis  with  ileo- 
transversecolostomy  following  the  resection. 
All  advise  resection  of  the  ileum  with  exclusion 
when  short-circuiting  procedures  are  used. 

Cases  having  abscess  formation  should  be 
treated  conservatively.  Marshall  reports  1 
patient  who  died  following  drainage.  Usually 
the  condition  will  subside  after  drainage,  how- 
ever, and  radical  surgery  may  be  performed  at 
a later  date  if  desired.  The  treatment  of 
patients  showing  signs  of  acute  peritonitis  car- 
ries a high  mortality.  Querna14  and  Mar- 
shall13 each  report  a case  in  which  ileocolos- 
tomy  was  performed  with  a fatal  outcome. 
The  general  opinion  is  that  the  patient  should 
be  treated  for  the  peritonitis  primarily  and 
that  the  ileitis  should  be  left  for  a later  date. 
Kross17  reports  a case  in  which  ileostomy  only 
was  performed  with  apparent  cure. 

The  mortality  in  radical  surgery  is  quite 
high,  15  per  cent  according  to  Crohn.  He 
stresses  that  when  palliative  procedures  with 
a lower  mortality  are  used  only  50  per  cent  are 
successful.  The  rest  require  further  surgery 
with  a correspondingly  increased  death  rate. 
The  high  mortality  in  resections  is  attributed 
by  him  to  the  fact  that  cases  are  seen  after  ex- 
tensive involvement  has  occurred  due  either 
to  medical  treatment  or  to  failure  to  diagnose 
the  condition.  Clark  and  Dixon9  report  44 
cases  of  which  14  had  ileocolostomy  only,  with 
4 deaths;  14  had  a one-stage  resection,  with  1 
death;  15  had  a two-stage  resection,  with  2 
deaths;  and  1 had  a simple  exploration  with 
recovery.  Blackburn  and  his  associates20 
report  16  primary  resections  and  4 two-stage 
resections  without  mortality.  Two  other 
cases  with  ileocolostomy  only  had  equally  good 
results.  Russell25  reports  27  cases  of  which  13 
had  resection  with  ileotransversecolostomy; 
3 had  a Mikulicz  procedure;  and  11  had  ap- 
pendectomy only,  with  3 deaths.  These  vary- 
ing reports  are  paralleled  by  other  large  series 
in  the  literature. 
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Crohn  states  that  there  is  a 90  per  cent  re- 
turn to  health  when  radical  resection  is  done. 
This  is  a positive  statement  corroborated  by 
the  writers  quoted  above.  The  discrepancy 
between  this  and  Cutler’s  statement  of  no  cure 
lies  in  the  method  of  interpreting  the  patient’s 
clinical  status.  Crohn  relies  on  the  fact  that 
the  patient  is  clinically  well  and  is  able  to  carry 
on  his  occupation.  Cutler  makes  use  of  the 
x-ray  interpretation  by  the  “motility”  series 
and  classifies  as  cured  only  the  case  that  has 
absolutely  no  intestinal  symptoms  and  a nor- 
mal gastrointestinal  tract  as  evidenced  by  care- 
ful examination. 

Crohn12  states  that  the  recurrence  rate  in 
his  series  was  7.7  per  cent.  This  is  attributed 
to  too  conservative  resections.  Marshall, 
Blackburn,  and  many  others  feel  the  same  way. 
They  state  that  many  cases  classified  as  recur- 
rences are  really  progressions  of  the  disease  in 
a segment  that  has  been  left.  In  cases  with 
skip  areas,  the  diseased  proximal  segment  may 
be  missed  at  the  first  operation.  Blackburn 
reports  no  recurrence  in  22  cases.  Marshall13 
reports  2 recurrences  in  29  cases. 

In  the  treatment  of  regional  ileitis  the  con- 
sensus is  that,  except  in  acute  conditions,  sur- 
gery is  indicated.  The  type  of  surgery  to  be 
used  will  depend  upon  the  pathology  found  at 
operation.  Fistula  formation  always  requires 
radical  resection  before  cure  is  to  be  expected. 
Ileocolostomy  with  exclusion  carries  a lower 
mortality  and  apparently  carries  as  good 
chance  for  complete  recovery.  Primary  radi- 
cal resection  has  given  better  clinical  results 
than  two-stage  procedures  reported  in  the 
literature.  The  type  of  procedure,  however, 
will  vary  with  the  dexterity  of  the  surgeon,  and 
the  results  quoted  above  closely  resemble  each 
other  no  matter  what  type  of  surgery  is  used. 

Analysis  of  the  23  cases  in  Table  1 shows 
that  22  had  surgical  treatment. 

There  were  13  acute  cases.  None  of  these 
were  diagnosed  preoperatively.  One  case 
(21)  had  had  a previous  appendectomy.  He 
showed  signs  of  acute  obstruction  and  was 
operated  on  with  this  diagnosis.  At  opera- 
tion, the  terminal  2 feet  of  the  ileum  showed 
acute  inflammatory  changes.  Treatment  was 
restricted  to  exploration.  Another  case  (15) 
showed  signs  of  peritonitis  but  without  any 
definite  focus.  Treatment  was  restricted  to 
drainage.  Six  cases  were  operated  on  with  a 
diagnosis  of  acute  appendicitis  and,  although 
the  appendix  showed  no  signs  of  serious  path- 
ology grossly  and  microscopically,  it  was  re- 
moved. None  of  these  have  developed  a fecal 
fistula  to  date.  Case  18,  which  showed  ex- 


treme thickening  of  the  terminal  18  inches 
of  the  ileum  in  a 4-year-old  child,  has  a good 
possibility  of  further  trouble  since  only  two 
years  have  elapsed.  One  case  (6)  had  abscess 
formation.  This  was  drained  and  an  ileos- 
tomy performed.  Later,  he  had  a radical  re- 
section. The  4 remaining  acute  cases  had  pri- 
mary resections  with  1 death.  This  occurred 
in  the  operating  room  in  a case  with  acute 
peritonitis  complicating  the  ileitis.  This  was 
the  only  fatality  in  the  whole  acute  group 
(7.7  per  cent).  The  surviving  cases  are 
clinically  cured. 

Analysis  of  the  treatment  of  the  acute  cases 
indicates  that  results  in  this  type  will  be  su- 
perior to  that  in  the  chronic  case  because  the 
pathology  is  less  advanced.  Simple  appendec- 
tomy, drainage,  or  exploration  resulted  in  cure 
in  9 cases  without  a death.  Primary  resec- 
tion in  the  remaining  4 cases  resulted  in  cure 
in  the  surviving  3,  but  1 died,  giving  a mortal- 
ity of  25  per  cent.  This  suggests  that  primary 
short-circuiting  would  be  preferable. 

Nine  cases  (1,  2,  3,  4,  7,  8,  9,  10,  and  11)  had 
had  symptoms  for  some  time  and  are  classified 
as  chronic.  Only  2 cases  were  diagnosed  be- 
fore the  first  exploratory.  One  of  these  cases 
(1)  was  admitted  with  signs  of  acute  obstruc- 
tion, which  subsided  by  use  of  Wangensteen 
drainage.  At  operation,  despite  negative  x- 
ray  findings,  a small  area  of  thickened  bowel, 
which  almost  completely  obstructed  the  ileum 
about  2 feet  above  the  ileocecal  valve,  was 
found. 

Six  of  the  9 cases  had  had  previous  appen- 
dectomies (66  per  cent).  Of  these,  2 had  fis- 
tula formation  beginning  two  months  after 
apparent  normal  healing  (33 V3  per  cent). 
The  record  of  1 case  (7)  was  not  available,  hav- 
ing been  operated  on  elsewhere.  The  other 
case  (9)  was  operated  on  for  gangrenous  appen- 
dicitis, but  the  microscopic  report  shows  peri- 
appendicitis only.  Another  case  (2)  had 
drainage  of  an  appendiceal  abscess  and  an  ap- 
pendectomy which,  on  microscopic  examina- 
tion, showed  a chronic  inflammatory  process 
only.  Of  the  remaining  3 cases,  8 and  10 
showed  a mild  catarrhal  appendicitis  at 
operation  grossly.  The  last  case  (4)  showed  a 
definite  involvement  of  the  terminal  ileum, 
which  was  considered  to  be  tuberculous.  Ap- 
pendectomy was  done  as  a routine  procedure. 
Analysis  of  the  6 cases  is  enlightening  in  that 
not  one  of  these,  despite  the  operative  diag- 
noses, showed  signs  of  acute  appendicitis 
microscopically.  While  there  is  no  reason  to 
doubt  the  possibility  of  a coincident  appendi- 
citis and  ileitis,  its  frequency  seems  question- 
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able.  In  the  case  with  abscess  formation  it 
seems  clear  that  the  abscess  was  not  of  ap- 
pendiceal origin. 

A comparison  of  these  6 with  the  6 acute 
cases  with  appendectomy  only  reveals  a great 
similarity  as  to  the  microscopic  findings.  The 
greater  severity  of  the  gross  findings  in  those 
requiring  further  surgery  is  important  in  that 
it  suggests  the  key  to  treatment.  Had.  the  ter- 
minal ileum  been  examined,  it  is  possible  that 
an  advanced  pathologic  process  might  have 
been  found  unlike  that  in  the  acute  cases. 
The  2 cases  that  showed  fistulas  on  admission 
(Cases  7 and  9)  had  had  a postoperative  diag- 
nosis of  gangrenous  appendicitis.  In  both, 
healing  was  normal  and  fistula  formation  did 
not  occur  until  two  months  later.  The  ap- 
pearance of  fistula  formation  after  appendicitis 
as  a sign  of  regional  ileitis  has  been  empha- 
sized in  the  literature.  I feel  that  the  appear- 
ance of  fistulas  in  cases  presenting  evident 
gross  and  severe  pathology  in  the  appendiceal 
region  is  significant.  It  suggests,  as  borne  out 
by  Table  1 and  literature,  that  appendectomy 
in  early  mild  cases  is  safe  and  that  cure  is  to 
be  expected. 

Analysis  of  these  6 cases  from  the  point  of 
view  of  treatment  at  the  time  of  the  appendec- 
tomy is  of  no  value  in  5 cases,  since  the  condi- 
tion was  unrecognized.  However,  it  empha- 
sizes the  necessity  for  examination  of  the 
terminal  ileum  whenever  possible. 

Case  4 is  extremely  valuable  as  it  embraces 
the  very  points  about  which  there  is  contro- 
versy. In  part,  it  supports  both  sides.  We 
have  here  a definite  pathologic  condition  of  the 
terminal  ileum  which  was  recognized  at  the 
time  of  operation.  Being  considered  of  tuber- 
culous origin,  the  patient,  even  though  the 
diagnosis  was  incorrect,  was  treated  according 
to  the  accepted  ileitis  regimen,  with  sunlight, 
fresh  air,  vitamins,  etc.  The  question  over 
removal  of  the  appendix  was  unimportant, 
since  no  fistula  or  difficulty  followed  which 
could  be  attributed  to  this.  Despite  this 
treatment  that  follows  Cutler’s  ideas,  the  pa- 
tient developed  extensive  involvement  of  the 
small  bowel  and  most  of  the  large  bowel  over  a 
period  of  three  years.  It  is  paralleled  by  the 
case  reported  by  Crohn.12  On  second  admis- 
sion, he  showed  signs  of  acute  obstruction  plus 
extreme  debilitation.  The  condition  was 
recognized  prior  to  operation  but  the  process 
was  so  extensive  that  an  ileosigmoidostomy 
was  the  only  procedure  feasible.  The  patient 
improved  somewhat  but  still  had  complaints 
and  was  physically  unable  to  work.  Resec- 
tion of  the  affected  bowel  was  then  performed. 


His  condition  remained  about  the  same,  but 
gradually  over  a period  of  a year  he  became 
much  worse.  He  was  seen  by  Crohn  who  felt 
that  he  would  improve  and  advised  against 
further  surgery.  He  could  find  no  signs  of  ac- 
tive ileitis  at  the  time.  Despite  this  optimistic 
report,  the  patient  became  much  worse  and 
was  bedridden  for  a great  deal  of  the  time. 
Mentally,  he  was  difficult  to  handle.  Follow- 
ing Cutler’s  suggestion16  a permanent  ileos- 
tomy was  done.  He  became  marasmic  be- 
cause of  the  loss  of  intestinal  contents  and  was 
completely  bedridden.  An  ileocolostomy  was 
done  with  some  improvement.  The  patient 
was  discharged  from  the  hospital  in  as  bad,  if 
not  worse,  condition  than  when  he  entered. 
Removal  of  a lymph  gland  from  the  mesentery 
of  the  ileum  at  the  time  of  the  last  operation 
showed  signs  of  active  ileitis.  A month  later, 
the  patient  returned,  having  been  suffering 
from  pains  in  the  operative  area.  He  was  defi- 
nitely worse  and  showed  a marked  elevation 
of  temperature.  The  wound  broke  open  form- 
ing a fecal  fistula.  He  improved  for  a few 
days,  and  then  over  a two  months’  period  he 
failed  and  died.  This  fatality  is  not  included 
in  the  surgical  deaths.  Analysis  of  this  case 
strongly  urges  that  surgical  intervention  be 
made  when  the  condition  is  of  a chronic  na- 
ture— that  is,  grossly  demonstrable.  In  this 
the  statements  of  Crohn,12  Marshall,13  and 
others  are  corroborated.  On  the  other  hand, 
the  statement  of  Cutler  that  ileitis  cannot  be 
eradicated  by  radical  surgery  is  suggested  by 
the  finding  of  acute  ileitis  two  years  after  a 
radical  operation  and  after  the  patient  had 
been  declared  clinically  cured.  A valid  criti- 
cism is  that  he  had  too  much  surgery.  In  our 
opinion,  however,  it  would  be  true  to  say  that 
he  had  surgery  too  late. 

Case  1 has  been  mentioned  previously 
Primary  resection  of  the  ileum  with  side-to- 
side  anastomosis  resulted  in  a clinical  cure. 
This  is  contrary  to  what  Dr.  Crohn  prophesied 
when  the  case  report  was  submitted  to  him. 
He  felt  that  the  terminal  ileum  and  cecum 
should  also  have  been  removed.  Mixter,21 
however,  feels  that  it  is  not  necessary  to  resect 
the  terminal  ileum  and  cecum  at  the  same  time 
unless  there  is  actual  involvement.  Case  14 
was  similarly  treated  with  clinical  cure. 

Case  3 gave  a definite  history  suggesting 
regional  ileitis.  Following  primary  resection 
with  side-to-side  anastomosis,  impairment  of 
circulation  of  the  bowel  in  the  area  of  the 
anastomosis  occurred.  A second  operation 
for  obstruction  and  further  resection  resulted 
fatally.  This  is  a technical  outcome  that  may 
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TABLE  2. — Regional  Ileitis,  Broome  County,  New 
York 


No.  : 

Deaths  Percentage 

Women 

9 

1 

11 

Men 

14 

2 

14 

— 

— 

— 

Total 

23 

3 

13.7 

Acute 

13 

1 

7.9 

Chronic 

10 

2 

20 

Surgical 

9 

2 

22 

Medical 

1 

0 

0- 

Procedure  in  22  cases 

Appendectomies  only 

6 

0 

27 

Appendectomy  with 

later  exploration 

1 

0 

4.5 

Appendectomy  prior 

to  resection 

6 

0 

27 

— 

— 

— 

Total 

13 

0 

59  of  surgical 

Drainage 

1 

0 

cases 

4.5 

Drainage  with  later  re- 

section 

1 

0 

4.5 

— 

— 

— 

Total 

2 

0 

9 

Freeing  of  adhesions 

1 

0 

4.5 

Resections 

Primary 

10 

3 

30 

Mikulicz 

1 

0 

0 

Stage  resection 

3 

0 

0 

Total 

14 

3 

21.4 

Medical  treatment 

1 

0 

0 

Results 

No. 

Percentage 

Clinically  cured  (surgi- 

cally) 

16 

72 

Improved 

Surgical 

2 

9 

Medical 

1 

100 

Recurrence 

4 

18.2 

Surgical  failure 

1 

4.5 

Number  of  surgeons 

15 

occur  in  any  intestinal  procedure  and  is  one  of 
the  reasons  for  a preliminary  short-circuiting 
as  suggested  by  Colp  and  Ginzburg.19 

Case  11  was  operated  on  with  a diagnosis  of 
malignancy,  and  primary  resection  with  side- 
to-side  anastomosis  was  performed.  Death 
occurred  during  convalescence  from  embolism. 
Embolism  is  a too  common  occurrence  in  bowel 
resections  to  warrant  comment.  Again  pre- 
liminary short-circuiting  is  suggested  as  safer. 

A r6sum6  of  the  22  surgical  cases  reveals  that 
there  were  10  primary  resections.  Three  died, 
giving  a mortality  of  30  per  cent.  Two  who 
required  further  resections  are  improved. 
Five  are  clinically  cured  but  1 of  these  had  to 
have  more  surgery.  Thus,  complete  cure  with 
one  operation  occurred  in  4 only — 40  per  cent. 
There  were  four  multiple  stage  operations — 
one,  a Mikulicz  procedure,  with  no  deaths. 

There  were  4 cases  of  recurrences.  Three 
occurred  following  primary  resection,  and  1 
after  a preliminary  ileosigmoidostomy  with 
later  resection.  Two  of  the  4,  however,  were 
admitted  with  abdominal  fistulas.  All  4 had 
had  a previous  appendectomy.  Since  we  have 
no  record  of  the  condition  of  the  ileum  at  the 
original  operation  except  in  1 case  (Case  4 
which  has  been  described  more  completely), 
the  only  inference  possible  is  that  examination 


of  the  ileum  might  have  demonstrated  an  ad- 
vanced condition  of  ileitis. 

Case  23  is  the  only  case  treated  medically  in 
our  series  and  is  1 of  the  few  diagnosed  without 
operation.  He  has  been  treated  for  abdominal 
distress  for  many  years,  the  diagnosis  ranging 
from  appendicitis  to  gallbladder  disease  to 
ulcer.  He  has  had  no  acute  obstructive  symp- 
toms, nor  has  he  had  episodes  of  fever,  nausea, 
and  vomiting  suggesting  acute  appendicitis. 
He  has  had  no  diarrhea,  although  his  bowels 
move  regularly  twice  a day  without  cathartic. 
At  the  present  time  he  is  in  excellent  physical 
condition  and  has  no  complaints  so  long  as  he 
stays  on  his  diet.  It  must  be  emphasized  that 
at  no  time  has  he  been  seriously  ill.  He  has 
been  advised  to  have  an  ileocolostomy  by  a 
member  of  the  Mount  Sinai  group.  In  our 
opinion,  considering  his  age  and  the  low-grade 
activity  present,  conservation  seems  indicated. 
He  will,  of  course,  receive  periodic  checkups. 

Summary 

A survey  of  the  literature  and  a critical 
analysis  of  23  cases  of  regional  ileitis  from 
Broome  County,  New  York  (Table  2),  lead  to 
the  following  conclusions: 

1.  The  main  obstacle  to  a rational  treat- 
ment of  ileitis  in  the  smaller  communities  lies 
in  the  difficulty  of  diagnosing  the  condition 
prior  to  operation. 

2.  Cases  diagnosed  without  operation  must 
of  necessity  have  a condition  of  advanced 
pathology  causing  distortion  of  the  bowel  as 
demonstrated  by  x-ray  examination.  In  these 
cases,  medical  treatment  is  indicated  in  those 
patients  whose  symptoms  are  mild  and  not 
disabling  economically,  and  in  whom  the  con- 
dition is  quiescent  or  clinical  improvement  is 
present.  This  would  seem  to  be  indicated 
more  often  in  persons  of  middle  age,  since  its 
diagnosis  at  that  time  would,  in  itself,  tend  to 
indicate  a long  slow  course.  Medical  treat- 
ment is  also  indicated  in  cases  in  which  the 
condition  of  the  patient  or  the  extent  of  the  in- 
volvement of  the  bowel  forbids  surgery. 

3.  Surgical  treatment  is  indicated  in  medi- 
cal cases  that  show  progression  as  evidenced 
by  physical  debility  or  by  signs  of  obstruction, 
abscess,  or  fistula  formation. 

4.  Surgical  treatment  in  acute  mild  cases 
found  inadvertently  at  operation  without 
evident  obstruction  or  abscess  formation 
should  be  restricted  to  simple  exploration . Ap- 
pendectomy seems  safe  if  desired. 

5.  Acute  surgical  cases  found  inadvert- 
ently at  operation  but  presenting  signs  of  se- 
vere infection,  abscess  formation,  or  obstruc- 
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tion  should  be  treated  for  the  presenting  path- 
ology only.  Further  surgery  may  be  done 
when  the  acute  process  has  subsided.  When 
the  microscopic  report  on  an  apparent  gan- 
grenous or  ruptured  appendix  shows  chronic 
inflammation  only,  ileitis  is  to  be  considered 
and  a careful  follow-up  should  be  done. 

6.  In  advanced  cases,  primary  resection 
gives  the  best  clinical  results,  but  the  mortal- 
ity is  prohibitive. 

7.  Resection  in  stages  gives  a much  lower 
mortality  and  is  preferable  for  the  average 
surgeon.  It  is  especially  indicated  in  cases 
with  fistula  formation.  Either  a preliminary 
ileotransversecolostomy  with  section  of  the 
ileum  or  the  Mikulicz  procedure  as  advocated 
by  Marshall13  may  be  used. 

References 

1.  Goldstein,  Hyman  I.:  Lancet  1:  1547  (June  26) 

1937. 

2.  Crohn,  B.  B.,  Ginzburg,  L.,  and  Oppenheimer, 
G.  D.:  J.A.M.A.  96:  1323  (Oct.  15)  1930.  . 

3.  Crohn,  B.  B.,  and  Berg,  A.  A.:  J.A.M.A.  110: 

32-38  (Jan.  1)  1938. 

4.  Crohn,  B.  B.:  Surg.  Gynec.  & Obst.  68:  314-321 

(Feb.  15)  1939. 

5.  Stafford,  E.  S.:  Bull.  Johns  Hopkins  Hosp.  62: 

399  (April)  1938. 


6.  Bargen,  J.  A.:  Wisconsin  M.  J.  (Oct.  )1939. 

7.  Crohn,  B.  B.:  Regional  Ileitis,  Address  before 
Binghamton  Academy  of  Medicine,  New  York,  October, 
1939. 

8.  Bargen,  J.  A.:  Proc.  Staff  Meet.,  Mayo  Clinic  13: 

550  (Aug.  31)  1938. 

9.  Clark,  R.  L.,  Jr.,  and  Dixon,  C.  F.:  Surgery  5: 

277  (Feb.)  1939. 

10.  Ginzburg,  L.,  and  Oppenheimer,  G.  D.:  Ann. 

Surg.  (Dec.)  1933. 

11.  Hadfield,  G.:  Lancet,  773  (Oct.  7)  1939. 

12.  Crohn,  B.  B.:  Am.  J.  Surg.,  74-78  (Oct.) 

1939. 

13.  Marshall,  S.  F.:  New  England  J.  Med.  222: 

(March  7)  1940. 

14.  Querna,  M.  H.:  Northwest  Med.  36:  311  (Sept.) 

1937. 

15.  Brown,  P.  W.,  Bargen,  J.  A.,  and  Weber,  H.  M.: 
Am.  J.  Digest.  Dis.  & Nutrition  1:  426  (Sept.)  1934. 

16.  Cutler,  E.  C.:  New  York  State  J.  Med.  39:  328 

(Feb.  15)  1939. 

17.  Kross,  Isidor:  Am.  J.  Digest.  Dis.  & Nutrition 

5:  13  (July)  1938. 

18.  Pemberton,  J.  de  J.,  and  Brown,  P.  W.:  Ann. 

Surg.  105:  855  (May)  1937. 

19.  Colp,  R.,  and  Ginzburg,  L.:  New  York  State  J. 

Med.  41:  982  (May  1)  1941. 

20.  Blackburn,  Guy,  Hadfield,  Geofrey,  and  Hunt, 

Alan  H.:  St.  Barth.  Hosp.  Rep.  72. 

21.  Mixter,  C.  G.:  Personal  communication. 

22.  Homans,  J.,  and  Hass,  G.  M.:  New  England  J. 

Med.  209:  1314  (Dec.  28)  1933. 

23.  Ginzburg,  L.:  Surgery  7:  No.  4,  515-528  (April) 

1940. 

24.  Woolsey,  J.  H.:  Southwestern  Med.  22:  258 

(July)  1938. 

25.  Russell,  T.  H.:  Discussion  of  Colp,  R.,  and  Ginz- 
burg, L.:  New  York  State  J.  Med.  41:  989  (May  1) 

1941 

26.  Crile,  G.,  Jr.:  Surg.  Clin.  North  America  19: 

1171  (1939). 


LORD  HORDER  ON  AIR-RAID  SHELTERS 
In  an  address  to  the  Royal  Society  of  Arts  on 
“The  Modern  Troglodyte,”  Lord  Horder,  who 
was  appointed  by  the  government  to  inspect  and 
report  on  air-raid  shelters,  said  that  we  heard  a 
lot  about  foreigners  crowding  into  the  shelters, 
but  these  folk  were  under  British  protection  and 
we  must  give  them  security  and  care  for  them. 
That  was  where  we  differed  from  the  Nazis. 
This  great  and  cataclysmal  upheaval  had  brought 
into  the  shelters  for  inspection  the  slum  condi- 
tions of  which  we  said  we  were  ashamed.  For 
many  of  these  citizens  what  the  authorities  had 
now  been  able  to  establish  represented  better 
and  happier  conditions  that  they  had  before 
night  bombing  began.  This  was  an  indictment 
of  what  had  been  called  “our  social  system.” 
These  folk  now  enjoyed  a communal  life,  though 
of  a rudimentary  sort,  which  bred  a spirit  of 
good  temper  and  dignity;  it  enabled  them  to 
adapt  themselves  to  the  nation’s  exigency  and 
spirit.  That  it  should  have  needed  a war  and 
life  under  ground  for  half  of  the  twenty-four 
hours  to  achieve  a result  which  was  bringing  joy 
to  the  hearts  of  social  workers  was  a humiliating 
thought.  To  get  among  the  ordinary  folk  and 
give  them  sane,  simple,  and  homely  advice  was 
the  dream  of  doctors  with  any  vision  for  one 
hundred  years.  Here  was  field  work  of  the  best 
kind  in  preventive  medicine:  to  keep  the  fit  fit 
and  to  make  the  near  fit  fit.  He  believed  that 
from  these  severe  trials  would  emerge  a group  of 
people  better  fitted  to  arrange  the  pattern  of 
their  lives  in  the  better  days  that  all  were  de- 
termined to  have  in  the  future. — J.A.M.A.  Lon- 
don letter 


DISQUIETING 

There  is  a “natural  reluctance”  just  now  to 
take  issue  with  the  Chief  Executive,  remarks  the 
New  York  Medical  Week , but  at  the  same  time 
the  physicians  of  America  cannot  close  their 
eyes  to  a continuing  tendency  on  Mr.  Roose- 
velt’s part  to  entrust  medical  tasks  of  the  first 
magnitude  to  laymen. 

“One  would  imagine  that  the  coordination  of 
‘all  health,  medical  welfare,  nutrition ....  and 
other  related  fields  of  activity  affecting  the  na- 
tional defense’  would  call  for  a thoroughly  trained 
physician  with  broad  experience  in  the  fields  in- 
volved. That  there  are  many  such  men  in 
private  practice  and  public  health  work  in  this 
country  no  one  can  for  a moment  doubt.  In- 
stead Mr.  Roosevelt  has  chosen  to  entrust  this 
essentially  medical  task  to  Federal  Security  Ad- 
ministrator Paul  V.  McNutt. 

“Among  the  medical  questions  over  which  Mr. 
McNutt  has  been  given  jurisdiction  are  the  medi- 
cal aspects  of  the  draft,  including  the  rehabilita- 
tion of  rejected  men,  civilian  and  military- 
medical  supplies,  sanitation,  health  and  medical 
service  in  defense  industrial  sections  and  mo- 
bilization areas,  transfer  of  funds  for  health  and 
welfare  purposes,  and  correlation  of  all  govern- 
mental medical  agencies. 

“This  new  assignment  gives  Mr.  McNutt  vir- 
tually complete  control  over  medical  practice 
as  it  relates  to  defense — and  what  cannot  be 
included  in  this  category?  It  is  disturbing  to 
see  these  enormous  powers  lodged  in  one  of  the 
President’s  political  henchmen  rather  than  in  a 
qualified  medical  man,”  concludes  the  New  York 
Medical  Week. 


STEVENS-JOHNSON  DISEASE  WITH  COMPLETE  VISUAL 
RECOVERY 

Isadore  Givner,  M.D.,  F.A.C.S.,  and  Harry  Ageloff,  M.D.,  New  York  City 


IN  DEALING  with  a disease  that  has  re- 
sulted invariably  in  ocular  impairment 
varying  from  reduced  vision  to  complete  loss 
of  the  eyes,  any  information  that  may  be  of 
value  in  changing  these  statistics  should  be 
welcome.  The  importance  of  the  care  of  the 
eyes  in  this  disease  has  been  mentioned  by 
Wheeler,1  but  it  can  bear  repetition,  for  in  this 
recognition  lies  the  first  step  in  the  eradica- 
tion of  the  sequelae  which  as  a rule  have  had 
their  forerunners,  purulent  conjunctivitis  and 
corneal  ulcerations,  develop  before  appropri- 
ate measures  have  been  introduced. 

Von  Hebra2  in  1866  gave  the  name  of  ery- 
thema multiforme  exudativum  to  a group  of 
polymorphous  erythemas  which  he  considered 
due  to  a systemic  invasion  of  some  unknown 
factor.  He  stated  that  mucous  membranes 
may  be  involved  but  did  not  stress  the  occur- 
rence of  conjunctivitis  of  a serious  type.  This 
form  was  recognized  by  Mraceck3  and 
Crocker,4  the  latter  noting  that  the  conjunc- 
tiva may  be  the  first  part  affected. 

If  one  excludes  the  streptococcic  pseudo- 
membranous conjunctivitis,  which  should 
not  be  classed  with  this  group  of  cases,  nothing 
of  importance  was  said  of  this  disease  until 
Stevens  and  Johnson5  in  1922  described  the 
cases  of  2 children  in  whom  ulcers  appeared  in 
the  cornea,  with  resultant  scarring  in  1 and  a 
bilateral  suppurative  keratitis  with  perfora- 
tion and  purulent  ophthalmia  in  the  other. 
The  latter  resulted  in  total  blindness.  They 
felt  they  had  described  a new  entity  of  high 
fever,  a generalized  eruption  of  buccal  mucous 
membrane  and  eye  involvement. 

In  1930  Wheeler  reported  a case  of  this  type 
which  resulted  in  loss  of  vision  in  both  eyes. 

Bailey6  in  1931  expressed  the  belief  that 
the  entity  described  by  Stevens  and  Johnson 
were  forms  of  erythema  multiforme  with  more 
eye  involvement  than  that  which  generally 
occurs.  He  likewise  reported  3 cases,  all  of 
which  had  some  loss  of  vision.  In  1935 
Ginandes7  added  another  case  to  the  literature, 
noting  5 per  cent  monocytes  in  the  blood  and 
culturing  Staphylococcus  aureus  from  both 
conjunctivas  and  vesicles  of  the  skin,  as  well 
as  from  one  eye  enucleated  for  panophthalmia. 

To  these  contributions  we  should  like  to 
add  2 cases. 


Case  Reports 

Case  1. — E.  W.,  a man  aged  23,  clerk,  was 
admitted  to  Post-Graduate  Hospital  on  No- 
vember 9,  1939,  with  a history  that  he  had  been  in 
good  health  until  November  6 when  he  noticed 
a dryness  of  his  eyes  accompanied  by  a smarting 
sensation.  He  felt  well  on  November  7 but 
that  night  was  awakened  by  a painful  blister  on 
the  roof  of  his  mouth.  The  next  day,  Novem- 
ber 8,  he  was  feverish,  and  the  blister  had  spread 
over  his  tongue  and  throughout  his  mouth  and 
throat  with  resultant  dysphagia.  A physician 
gave  him  60  grains  of  sulfanilamide.  He  devel- 
oped photophobia  and  headache,  and  a rash 
appeared  over  his  arms,  legs,  face,  and  neck. 

His  past  history  disclosed  anterior  polio- 
myelitis when  a child,  but  with  no  sequelae. 

Examination  of  his  eyes  disclosed  a catarrhal 
conjunctivitis,  cultures  from  which  showed  a 
Staph,  aureus,  nonhemolytic  in  type  but  which 
fermented  mannitol  with  production  of  acid. 
His  corneas  were  clear.  There  was  drooling  from 
his  mouth  with  ulceration  and  crusted  vesicular 
lesions  in  both  nasal  passages,  and  generalized 
over  the  mucous  membrane  of  his  throat  and 
oral  cavity  was  a sloughing  membrane. 

His  face,  forearms,  extensor  surfaces  of  arms 
and  legs,  chest,  and  back  were  covered  with 
round  and  ovoid  macules  which  faded  on  pres- 
sure. His  temperature  was  104  F.  An  infusion 
of  700  cc.  of  10  per  cent  dextrose  was  given  by 
his  attending  physician,  Dr.  Maurice  Bruger, 
through  whose  courtesy  we  are  presenting  this 
case. 

The  next  day  the  macules  over  his  body  had 
become  confluent  and  his  temperature  was  103  F. 

On  November  11  a smear  from  the  conjunc- 
tiva stained  with  Wright’s  stain  showed  20  per 
cent  monocytes,  the  same  as  that  found  in  his 
blood  smear  at  that  time. 

On  November  14  the  lesion  started  to  dry  but 
the  conjunctivas  began  to  show  a filmy  exudate 
over  both  eyes  occluding  the  vision.  The  tem- 
perature was  101  F.  (Fig.  1). 

On  November  15  a marked  pseudomembrane 
had  formed.  On  entering  the  room  one  saw  a 
patient  whose  lids  were  held  tight  with  a mem- 
brane bulging  forward  in  the  palpebral  aperture 
through  which,  deep  below,  were  seen  the  cor- 
neas. The  relationship  of  the  cornea  to  the 
membrane  suggested  that  seen  when  one  views 
a fetus  through  an  amniotic  sac.  This  mem- 
brane was  removed  sufficiently  to  separate  the 
lids  and  get  a better  view  of  the  corneas.  An- 
other culture  was  taken,  and  Staph,  aureus  was 
again  found.  The  cornea  was  not  involved;  a 
pseudomembrane  covered  over  the  palpebral 
conjunctiva  completely.  This  could  be  peeled 
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Fig.  1.  Crusted  vesicular  lesions  of  lips  and 
generalized  eruption. 

off  and  only  here  and  there  leave  a bleeding  sur- 
face. Cod-liver  oil  was  instilled  into  the  con- 
junctival sac  (Fig.  2). 

On  November  16  a new  crop  of  vesicles  ap- 
peared over  both  hands.  Cultures  of  these 
vesicles  and  stains  with  victoria  blue  for  elemen- 
tary bodies  were  negative.  Cultures  of  the  con- 
junctiva on  the  chorio-allantoic  membrane  of  a 
chick  were  negative  for  virus  or  any  other  or- 
ganisms. 

On  November  21  the  patient  vomited  several 
ounces  of  blood,  probably  from  ulceration  in  the 
esophagus.  The  eyes  showed  improvement  under 
a treatment  that  consisted  of  cleaning  of  the 
eyes  twice  a day  and  instillation  of  cod-liver  oil. 

On  December  1 no  membrane  was  left  on  the 
conjunctiva.  Blood  counts  and  blood  chemistrj' 
showed  nothing  of  importance  at  any  time,  ex- 
cept a high  monocyte  count  early  in  the  disease. 
Wassermann  was  negative,  blood  culture  was 
negative,  and  tests  for  lead  and  arsenic  excretion 
were  normal. 

The  patient  made  an  uneventful  recovery  with 
no  corneal  involvement  occurring  at  any  time. 
His  vision  is  20/20  in  each  eye.  There  remains, 
however,  a small  symblepharon  from  the  outer 
temporal  portion  of  the  right  palpebral  con- 
junctiva of  the  lower  lid  to  the  bulbar  conjunc- 
tiva. This  does  not  interfere  with  ocular  mo- 
tility. At  the  time  of  writing  the  nails  of  the 
fingers  of  both  hands  are  half  way  off,  with  new 
nails  growing  in  from  below  (Fig.  3). 

Case  2. — A 4-year-old  white  girl  was  first  seen 
at  the  Lincoln  Hospital  on  July  4,  1939.  Her 


Fig.  2.  Pseudo-membranous  conjunctivitis. 


Fig.  3.  Complete  recovery  with  clear  corneas. 

family  history  was  irrelevant  and  development 
was  normal.  She  had  had  measles  at  3 years 
of  age  but  no  other  childhood  diseases.  She 
complained  of  frequent  sore  throat  and  colds, 
especially  in  winter.  For  the  two  months  pre- 
vious to  admission  until  three  weeks  before,  she 
had  had  a bilateral  purulent  otitis  media.  Other- 
wise she  was  quite  well  until  three  days  before 
admission.  The  evening  before  the  onset  of 
illness  the  patient  had  had  a haircut.  The  barber 
had  used  a hair  lotion  and  later  that  evening  the 
mother  had  put  some  “Larkspur”  on  her  hair. 
She  appeared  cranky  and  feverish  that  evening. 
The  next  morning  her  face  was  diffusely  red_ 
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Fig.  4.  Confluent  erythematous  maculopapu- 
lar  eruption. 

dened  and  the  conjunctivas  were  injected. 
During  that  day  the  erythema  spread  to  the 
neck  and  shoulders  and  during  the  next  two  days 
included  the  rest  of  the  body.  On  the  day  be- 
fore admission  large  blisters  formed  on  her  face, 
arms,  and  upper  part  of  the  body.  In  some 
places  the  blisters  ruptured  and  the  dead  skin 
had  peeled,  leaving  a raw  cutaneous  surface. 
She  complained  of  intense  pain  with  micturition. 
The  vaginal  mucous  membranes  appeared  in- 
volved. The  patient  had  a fever  but  no  chills. 

Outside  of  the  “Larkspur”  and  an  unknown 
hair  lotion,  there  was  no  other  medication  used, 
either  externally  or  internally. 

Physical  Examination : The  child  was  acutely 

ill  and  obviously  in  gross  distress.  The  skin  of 
the  entire  body,  exclusive  of  the  scalp,  was  cov- 
ered with  confluent  erythematous  maculopapular 
eruption  (Figs.  4 and  5).  The  upper  extremities, 
face,  neck,  and  chest  anteriorly  were  covered 
with  bullous  vesicles,  ranging  in  size  from  a pin- 
head to  large,  confluent  bullae  about  6 inches 
long  and  3 inches  wide.  Some  of  the  bullae  had 
ruptured,  a thin,  watery  fluid  had  exuded,  and 
the  skin  had  peeled  away,  leaving  a raw,  red, 
oozing  surface.  The  posterior  thorax  was  the 
least  involved.  Head — The  scalp  was  sur- 
prisingly free  of  any  lesions,  the  hair  border 
acting  as  a line  of  demarcation.  Eyes — The  lids 
were  glued  together  by  a thick,  yellow  purulent 
exudate.  The  eyes  could  be  opened  only  with 
difficulty.  Ears — The  skin  was  entirely  off  bi- 
laterally. The  right  drum  was  thick  and  scarred ; 
the  left  drum  was  dull  and  had  no  light  reflex. 
Nose — Mucoid  secretion  obstructed  respiration. 
Mouth — The  lips  were  raw  and  covered  with 
clotted  blood;  the  tongue  was  heavily  coated. 
The  mucous  membranes  contained  large,  white 
ulcerated  patches  throughout.  The  tonsils  were 
not  involved.  The  heart  and  lungs  revealed  no 


abnormalities.  The  abdomen  was  negative 
with  no  palpable  organs,  and  the  vagina  revealed 
inflamed  mucous  membranes.  The  balance  of 
the  physical  examination  was  negative. 

Treatment:  She  was  placed  on  a course  of 
neoprontosil,  frequent  boric  acid  eye  washes,  and 
gentian  violet  application  to  the  skin  lesions  after 
daily  starch  baths.  Because  of  the  painful 
mouth  lesions  preventing  adequate  food  and  fluid 
intake,  a continuous  infusion  for  three  days  was 
given  to  supply  fluids.  Metaphen  1:2,500  three 
times  a day  was  put  into  the  eyes,  and  later 
butyn  metaphen  ointment  was  substituted. 
Vitamins  B and  C were  provided  in  tablet  form, 
and  sedatives  were  given  liberally. 

Course:  Eyes — In  two  days  she  was  able 

to  open  her  eyes.  It  was  then  observed  that  the 
corneas  were  intact.  Seven  days  after  onset  of 
illness  the  discharge  noticeably  decreased.  Vi- 
sion was  intact  at  all  times.  Thirteen  days  after 
onset  a cicatricial  ectropion  developed,  due  to 
scab  formation  under  both  lower  lids.  The 
corneas  were  thus  partially  exposed  during  sleep, 
and  it  was  feared  that  corneal  scarring  might 
occur.  The  scabs  were  therefore  softened  and 
removed  in  a few  days  with  almost  immediate 
restoration  of  the  eyelids  to  normal  by  the  tenth 
day.  By  the  eighteenth  day  the  eyes  appeared 
normal  except  for  the  subjective  symptom  of 
photophobia — relieved  by  smoked  glasses. 

Skin — The  bullae  were  confined  to  the  upper 
part  of  the  body.  These,  and  other  desquamated 
areas  responded  well  to  gentian  violet  and  starch 
baths.  By  the  eleventh  day  the  skin  lesions 
had  assumed  a brownish  tinge  and  scaly  appear- 
ance and  the  denuded  areas  were  dry.  The  face 
was  covered  with  a hard,  dry  crust.  The  mouth 
and  lips  bled  easily.  The  scalp  was  not  involved 
primarily,  but  a small  lesion  the  size  of  a quarter 
was  noted  over  the  occiput  on  the  eighteenth  day. 
This  was  believed  to  have  been  caused  by  pres- 
sure. It  was  unlike  the  other  skin  lesions. 
About  this  time  (the  eighteenth  day)  the  lesions 
began  to  heal  almost  completely,  and  three- 
fourths  of  the  scabs  had  fallen  off  or  had  been 
removed.  She  was  on  the  road  to  recovery. 

On  the  eighteenth  day  small  nontender  vesi- 
cles appeared  on  the  palms  of  the  hands,  and 
in  a few  days  the  superficial  layer  of  skin  had 
come  off.  The  same  thing  occurred  with  the 
soles  of  the  feet  a few  days  later.  No  scars  re- 
mained. 

Temperature — On  admission  the  temperature 
was  102.2  F.  In  three  days  it  had  reached  a 
peak  of  104.8  F.  and  then  slowly  dropped  to 
normal  by  the  fourteenth  day  of  her  illness  and 
continued  so  until  discharge. 

Laboratory:  The  urine  test  showed  a trace 
of  albumin  with  many  red  blood  cells,  but  the 
specimen  was  not  catheterized  and  the  vaginal 
lesions  were  severe,  so  that  this  was  believed  to 
be  contaminated.  Later  the  urine  cleared. 
The  blood  test  revealed:  hemoglobin,  11.2  Gm.j 
red  blood  count,  3,870,000;  white  blood  count, 
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8,750;  lymphocytes,  43  per  cent;  polymorpho- 
nuclears,  53  per  cent;  and  monocytes,  4 per 
cent.  Five  days  later  the  white  blood  count 
was  14,600;  lymphocytes,  40  per  cent;  poly- 
morphonuclears,  56  per  cent;  and  monocytes, 
3 per  cent.  On  the  twentieth  day  of  her  illness 
the  blood  test  showed:  white  blood  count,  20,- 
400;  polymorphonuclears,  75  per  cent;  lympho- 
cytes, 20  per  cent;  and  monocytes,  5 per  cent. 
The  Wassermann,  urea  nitrogen,  and  blood 
sugar  were  negative.  A mouth  culture  yielded 
Staph,  aureus;  a conjunctival  culture  yielded 
Staph,  aureus,  Bacillus  proteus,  and  Staph, 
albus.  Stools  were  positive  for  blood  (guaiac 
test). 

Discussion 

We  have  since  seen  a third  case  which,  how- 
ever, had  only  a catarrhal  conjunctivitis  with 
no  membrane  formation  in  the  eye.  A culture 
taken  from  a vesicle  of  the  skin  of  this  case 
was  injected  into  the  anterior  chamber  of  a 
rabbit  and  produced  a panophthalmia  in  four 
days.  Staph,  aureus  was  the  offending  or- 
ganism. 

These  last  3 cases  all  had  sulfanilamide  at 
some  time  during  their  course.  With  perfect 
recovery  as  far  as  absence  of  corneal  involv- 
ment  is  concerned,  one  wonders  if  there  could 
be  any  relationship  of  the  good  recovery  to 
the  administration  of  the  sulfanilamide.  Her- 
rell  and  Brown8  have  shown  that  sulfanilamide 
in  vitro  will  inhibit  the  growth  of  Staph,  aureus 
tenfold. 

It  is  interesting  that  all  the  cases  of  Stevens- 
Johnson  disease  in  which  mention  was  made 
of  the  bacteriologic  findings  in  the  conjunctiva 
showed  the  Staph,  aureus  either  alone  or  with 
other  organisms.  Whereas  it  is  true  that  68 
per  cent  of  normal  individuals  will  show  staphy- 
lococcus in  their  conjunctiva  on  culture,  usually 
the  albus,  the  constant  finding  of  this  or- 
ganism in  these  cases  seems  to  us  to  be  sig- 
nificant. 

The  cause  of  the  erythema  multiforme  so 
reduced  the  vitality*of  the  tissue  to  allow  the 
organisms|to  better  attack  the  eye^and  skin. 
From  the  culture  taken  from  Case  1 and  in- 
jected into  the  anterior  chamber  of  a rabbit 
a panophthalmia  resulted;  no  effect  was 
noticed  on  either  conjunctival  instillation  or 
subconjunctival  injection. 

At  the  present  time,  studies  are  being  made 
with  sulfathiazole,  first,  to  see  if  it  is  secreted 
into  the  anterior  chamber  and,  second,  to  see 
if  it  will  prevent  staphylococcic  infections  of 
the  globe.  Experiments  in  vitro  show  it  to  be 
ten  times  as  effective  against  Staph,  aureus 
as  sulfanilamide. 


Fig.  5.  Appearance  with  gentian  violet  applica- 
tion. 


• Whereas  it  is  impossible  to  be  sure  on  only 
2 cases  that  the  care  and  handling  had  any- 
thing to  do  with  the  favorable  result,  it  would 
seem  that  daily  observation  of  the  eyes  before 
complications  develop,  with  the  thought  in 
mind  of  preventing  the  collection  of  pus  and 
giving  consideration  to  the  use  of  some  agent 
that  will  act  bacteriostatically  in  regard  to  the 
staphylococcus,  seems  at  the  present  time  the 
best  way  to  help  prevent  the  usual  fatal  ocular 
outcome. 

108  East  66th  Street 
69-81 — 108th  Street,  Forest  Hills 
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Case  Reports 

BRUCELLOSIS  WITH  POSITIVE  BLOOD  CULTURES  AND  NEGATIVE 

ALLERGIC  SKIN  TESTS 

Report  of  Two  Cases 

Coopers  town,  New  York 


M.  L.  Singewald,  M.D., 

'T1  HE  following  2 cases  had  positive  blood  cul- 
'L  tures  for  Brucella  abortus,  and  positive  ag- 
glutination reactions.  The  allergic  skin  tests 
with  Brucellergen  (Huddleson)  showed  ery- 
thematous reactions  at  twenty-four  hours  with 
negative  readings  at  forty-eight  hours.  These 
skin  reactions  would  usually  be  considered  as 
negative. 

Case  Reports 

Case  1. — -P.  P.,  a girl,  aged  7,  who  had  con- 
sumed raw  milk  for  some  time,  was  admitted  to 
the  Pediatric  Service  of  the  Mary  Imogene  Bas- 
sett Hospital  on  October  13,  1939,  having  been 
taken  ill  seven  days  before  with  chilly  sensations; 
general  malaise  with  flushing,  nausea,  and  vomit- 
ing; and  a fever  fluctuating  between  102  and  105 
F.  On  admission  the  temperature  was  103  F.; 
pulse,  120;  respirations,  20;  blood  pressure, 
110/80.  She  was  a young  girl  who  was  warm 
and  flushed  and  in  no  acute  distress.  On  general 
physical  examination  she  seemed  normal  except 
for  an  enlarged,  palpable  spleen.  The  heart  was 
not  enlarged  and  the  rhythm  was  regular,  but 
there  was  a soft  blowing,  systolic  murmur  at  the 
apex. 

The  blood  count  showed:  hemoglobin,  91  per 
cent;  red  blood  cells,  4,750,000;  white  blood 
cells  4,700;  polymorphonuclears,  68  per  cent; 
small  lymphocytes,  25  per  cent;  large  lympho- 
cytes, 4 per  cent;  monocytes,  5 per  cent;  smear, 
normal.  The  Wassermann  reaction  was  nega- 
tive in  both  antigens.  The  Widal  and  hetero- 
phil antibody  agglutinations  were  negative. 
The  stool  culture  was  negative  for  organisms  of 
the  enteric  disease  group.  The  patient’s  serum 
showed  agglutination  with  Br.  abortus  in  dilution 
of  1 to  40.  The  allergic  skin  test  with  Bruceller- 
gen (Huddleson)  at  twenty-four  hours,  showed  an 
erythema  of  2.5  cm.  in  diameter  which  was  only 
slightly  elevated,  and  the  test  was  negative  after 
forty-eight  hours  (October  16,  1939).  The  blood 
culture  grew  out  Br.  abortus  on  bacto-tryptose 
agar  media  under  increased  C02  tension.  The 
opsonocytophagic  test  was  not  performed. 

In  the  hospital  the  patient  continued  to  run  a 
swinging  temperature  but  otherwise  felt  quite 
comfortable  and  had  no  complaints.  She  was 
started  on  sulfanilamide  (October  21,  1939)  with- 
out any  striking  results.  The  white  blood  count 
dropped  to  2,900  with  48  per  cent  polymorpho- 
nuclears, so  the  sulfanilamide  was  stopped  after 
the  patient  had  received  15.8  Gm.  The  tempera- 
ture slowly  dropped  to  normal  and  the  patient 
was  discharged  on  October  31,  1939.  The  agglu- 
tination titer  with  Br.  abortus  rose  to  1 to  320 
(October  30,  1939)  and,  when  the  patient  was 


next  seen  in  the  outpatient  department  on  No- 
vember 15,  1939,  she  was  apparently  well  and  the 
agglutination  reaction  was  negative.  This  case 
is  reported  through  the  courtesy  of  Dr.  Marjorie 
F.  Murray. 

Case  2. — K.  C.,  a schoolboy,  aged  14,  who  had 
consumed  raw  milk  for  a number  of  years  was  ad- 
mitted to  the  Medical  Service  of  the  Mary  Imo- 
gene Bassett  Hospital  on  December  20,  1939. 
About  one  and  one-half  weeks  prior  to  entry  he 
contracted  a head  cold,  which  persisted,  and  three 
days  before  admission  he  was  suddenly  taken  ill 
with  nausea,  vomiting,  and  headache.  The  next 
day  there  was  some  substernal  discomfort.  On 
admission,  the  temperature  was  104  F.;  pulse, 
110;  respirations,  28;  blood  pressure,  110/58. 
The  patient  was  a slight  young  lad,  flushed  and 
toxic.  The  general  physical  examination  re- 
vealed signs  of  consolidation  over  the  right  lower 
lung  posteriorly.  The  spleen  was  not  pal- 
pable. 

The  blood  count  showed:  hemoglobin  78  per 

cent;  red  blood  cells,  4,680,000;  white  blood  cells 
14,250,  with  93  per  cent  polymorphonuclears. 
The  sputum  was  rusty  and  tenacious  and  a Diplo- 
coccus  pneumoniae  type  I was  identified  by  the 
Neufeld  reaction.  This  was  confirmed  by  culture 
and  inoculation  of  a mouse.  The  Wassermann 
reaction  was  negative  in  both  antigens.  The 
patient’s  serum  agglutinated  Br.  abortus  in  dilu- 
tion of  1 to  320.  The  allergic  skin  test  with 
Brucellergen  (Huddleson)  showed  approximately 
15-mm.  erythema  at  twenty-four  hours  and  was 
negative  at  forty-eight  hours  (December  30, 
1939).  The  opsonocytophagic  test  with  Br. 
abortus  showed  slight  phagocytosis  (December 
29,  1939).  The  blood  culture  grew  out  Br.  abor- 
tus in  beef  infusion  broth  under  increased  C02 
tension. 

On  the  night  of  admission  the  patient  was  given 
200,000  units  of  New  York  State  antipneumo- 
coccus serum,  type  I,  intravenously.  The  tem- 
perature gradually  came  down  to  normal  in  the 
course  of  the  next  few  days,  and  the  patient  was 
greatly  improved.  On  the  tenth  hospital  day 
there  was  a slight  elevation  of  temperature,  and 
it  was  discovered  that  the  patient  had  a pleural 
effusion  on  the  right.  Thoracentesis  revealed 
cloudy  yellow  fluid  with  the  characteristics  of  an 
exudate,  sterile  on  culture.  Symptomatically, 
this  complication  did  not  bother  the  patient  and 
he  proceeded  to  improve. 

A repeat  of  the  Brucellergen  skin  test  (Janu- 
ary 8,  1940)  showed  approximately  15-mm.  ery- 
thema at  twenty-four  hours  and  a 4-mm.  papule; 
20-mm.  erythema  at  forty-eight  hours. 

The  agglutination  titer  with  Br.  abortus  rose  to 
1 to  640  on  January  5,  1940,  and  another  blood 
culture  taken  on  January  8,  1940,  showed  no 
growth  after  fourteen  days. 


From  the  Mary  Imogene  Bassett  Hospital. 
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The  patient  was  discharged  on  January  13, 
1940,  feeling  quite  well,  with  a normal  tempera- 
ture. He  was  seen  in  the  outpatient  department 
on  January  22,  1940,  his  temperature  having  been 
essentially  normal  for  eight  days.  His  blood 
serum  agglutinated  Br.  abortus  in  a dilution  of  1 
to  320.  This  case  is  reported  through  the  cour- 
tesy of  Dr.  George  M.  Mackenzie. 


These  cases  illustrate  that  the  allergic  skin  test 
may  be  negative  at  forty-eight  hours,  even 
though  active  infection  is  present;  and  that  the 
twenty-four-hour  reactions,  even  though  slight, 
may  have  been  of  some  significance.  In  Case  2 
there  is  the  possibility  that  the  development  of 
skin  sensitivity  may  have  been  retarded  by  the 
presence  of  the  pneumococcic  lobar  pneumonia. 


BENIGN  INTRATHORACIC  GOITER  WITH  RECURRING  PLEURAL 

EFFUSION 

Report  of  a Case 

Stuart  E.  Krohn,  M.D.,  Utica,  New  York 


TOURING  recent  years  considerable  attention 
^ has  been  given  to  the  importance  of  the 
recognition  of  intrathoracic  goiter.1-8  The  pa- 
tient whose  clinical  record  is  here  presented  mani- 
fested the  unique  complication  of  a recurring- 
pleural  effusion  during  the  latter  several  years  of 
an  eighteen  years’  existence  of  an  intrathoracic 
goiter.  Outside  of  Schultze’s9  report  of  a case  of 
intrathoracic  goiter  complicated  with  a chylo- 
thorax,  no  other  description  of  a pleural  effusion 
complicating  a benign  colloid  intrathoracic  goiter 
was  found  in  a survey  of  the  literature.  Al- 
though this  case  was  presented  for  diagnosis  at  a 
hospital  conference,10  it  appears  to  be  of  sufficient 
interest  to  warrant  its  presentation  in  the  form  of 
a complete  case  report. 

Case  Report 

On  April  30,  1937,  a 61-year-old  Jewish  woman 
consulted  me  because  of  a dry  hacking  cough, 
shortness  of  breath,  a sense  of  oppression  in  the 
upper  part  of  the  chest,  and  choking  spells.  Al- 
though these  symptoms  were  mainly  complained 
of  for  the  two  and  a half  years  before  this  date, 
the  patient  s present  illness  really  dated  back  to 
August,  1920,  at  which  time  she  first  experienced 
the  above-mentioned  symptoms.  A few  months 
after  this  she  entered  the  Mount  Sinai  Hospital 
in  New  York  City  where  it  was  noted  that  she  had 
an  encapsulated  mass  the  size  of  a plum  in  left 
lobe  of  the  thyroid.  Roentgenologic  examina- 
tion revealed  a large  mediastinal  tumor  not  hav- 
ing any  definite  connection  with  the  former  mass 
in  the  thyroid.  An  operation  on  the  mediastinal 
tumor  was  advised,  but  the  patient  refused. 

From  March,  1921,  to  June,  1923,  the  patient 
received  a series  of  seven  radium  treatments  ap- 
plied to  the  superior  mediastinum.  Remarkable 
symptomatic  improvement  followed.  She 
gained  about  20  pounds  in  weight  and  for  the  fol- 
lowing twelve  years  she  felt  extremely  well. 
However,  in  March,  1935,  following  a respiratory 
infection,  a right-sided  pleural  effusion  occurred. 
From  this  time  on  she  began  to  suffer  from  symp- 
toms of  mediastinal  compression.  Thoracenteses 
gave  her  relief,  the  first  one  being  performed  a 
month  after  onset  of  the  effusion.  At  this  time 
1,400  cc.  of  a clear  yellow  fluid,  having  all  the 
characteristics  of  a transudate,  was  obtained 
from  the  right  side  of  the  chest.  From  this  time 


until  her  death  on  March  6,  1938,  a thoracentesis 
was  performed  every  month  or  two  for  relief  of 
respiratory  distress. 

The  family,  marital,  personal,  and  past  his- 
tories revealed  nothing  of  importance  or  pertinent 
to  the  present  condition. 

Physical  Examination. — The  patient  was  well 
developed  and  nourished;  weight,  115  pounds; 
height,  5 feet.  She  was  in  considerable  respira- 
tory distress.  Her  pulse  was  96  and  regular. 
Her  temperature  was  99  F.  and  blood  pressure 
140/90.  A moderate  degree  of  cyanosis  was 
present  in  lips  and  fingernail  regions.  Telangiec- 
tatic lesions,  presumably  from  radium  irradia- 
tions, were  scattered  over  the  upper  anterior  part 
of  the  chest.  A marked  and  advanced  dilated 
and  anastomosing  network  of  veins  was  present 
over  the  superior  mediastinum,  and  this  extended 
into  the  right  axillary  region  and  down  the  chest 
nearly  to  the  right  costal  margin.  There  was  a 
boggy  thickening  of  the  skin  and  subcutaneous 
tissues  in  the  region  of  the  thyroid  gland,  but  no 
masses  or  enlargements  could  be  made  out.  No 
thyroid  gland  was  felt  in  the  suprasternal  notch. 
Increased  width  of  percussion  dullness  was  noted 
in  the  superior  mediastinum.  Her  heart  ap- 
peared to  be  of  normal  size  and  was  not  displaced 
to  the  left,  and  outside  of  a systolic  murmur 
heard  at  the  apex  nothing  unusual  was  found 
here.  Signs  of  fluid  were  present  in  the  lower 
third  of  the  right  side  of  the  chest  posteriorly. 
The  liver  edge  was  felt  at  the  level  of  the  umbili- 
cus, and  it  was  smooth  and  nontender.  The 
upper  limits  of  the  liver  merged  with  the  fluid 
dullness.  Rectal,  pelvic,  and  sigmoidoscopic 
examinations  revealed  no  abnormal  findings. 
Complete  laboratory  investigations  were  all  in 
the  normal  range;  this  included:  studies  on 

urine,  complete  blood  counts,  sedimentation 
rates,  and  serologic  tests  for  syphilis.  The  fluid 
obtained  from  another  thoracentesis  was  care- 
fully studied,  and  histologic  examination  of  the 
sediment  and  guinea-pig  inoculation  for  tubercu- 
losis were  negative.  Roentgenologic  studies  again 
showed  the  same  character  of  a mediastinal  tumor 
as  seen  previously.  No  evidence  of  metastatic 
lesions  was  seen  in  the  chest  after  withdrawal  of 
the  fluid.  Roentgenologic  investigation  of  the 
gastrointestinal  and  genitourinary  tracts  shed  no 
light  on  the  diagnostic  problem. 

Further  Course. — In  October,  1937,  the  patient 
entered  the  Baker  Memorial  Hospital  in  Boston 
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Fig.  1.  Shows  enlarged  mediastinal  shadow, 
fluid  in  the  right  side  of  the  chest,  and  displace- 
ment of  trachea  to  right  and  esophagus  to  left. 


Fig.  2.  Photograph  of  anterior  view  of 
necropsy  specimen  of  the  intrathoracic  goiter  in 
relation  to  the  lungs  and  large  vessels  at  the 
base  of  the  heart. 


Intensive  studies  and  careful  observations  here 
failed  to  establish  a definite  diagnosis,  but  the 
consultants  who  examined  her  felt  that  a sub- 
sternal  thyroid  was  a likely  diagnosis,  although  a 
malignant  degeneration  of  the  gland  could  not 
be  ruled  out.  Fig.  1 is  from  a roentgenogram 
taken  at  this  time,  and  shows  the  trachea  some- 
what displaced  to  the  right  and  the  esophagus  to 
the  left  by  the  mediastinal  mass.  A moderate 
amount  of  fluid  is  seen  in  the  right  side  of  the 
chest,  although  at  other  times  fluid  was  seen  to 
extend  up  to  level  of  clavicle.  An  operation  was 
advised  but  was  again  refused,  and  on  a second 
admission  to  this  same  institution  the  patient 
died  suddenly  on  March  6,  1938.  Permission 
for  an  autopsy  limited  to  the  chest  was  obtained. 

Report  of  Main  Findings  at  Autopsy  (under 
supervision  of  Dr.  Tracy  B.  Mallory). — “ Pleural 
cavities:  The  right  side  of  the  chest  contains 
about  3 1.  of  clear  straw  colored  fluid,  and  the 
left  about  800  cc.  of  similar  fluid. 

uThyroid  gland  (see  Fig.  2):  The  thyroid  is 
very  much  enlarged  forming  a mass  extending 
from  the  inferior  border  of  the  thyroid  cartilage 
for  a distance  of  13  cm.  down  behind  the  sternum 
to  the  arch  of  the  aorta.  The  mass  measures  8.5 
cm.  in  width  and  3 cm.  in  thickness.  It  is  com- 
posed of  four  large  nodules,  one  of  which  lies 
entirely  within  the  mediastinum  and  measures 
5 by  5 by  2 cm.  This  nodule  compresses  the  left 
and  right  innominate  veins  and  displaces  the 
innominate  artery  and  left  common  carotid 
laterally.  This  tumor  mass  is  moderately  firm 
but  not  hard  in  consistency.  It  is  completely 
encapsulated  and  shows  off  the  surrounding 
structures  with  ease.  The  mass  has  a varying 
cut  surface.  In  some  areas  it  is  composed  of  a 
very  homogeneous  tissue  dotted  with  tiny  flecks 
of  colloid  and  in  others  it  is  composed  of  fairly  ne- 
crotic material,  containing  large  areas  of  colloid 
and  numerous  foci  of  calcification.” 

Microscopic  examination  of  thyroid  gland: 
“Several  sections  through  the  thyroid  show  differ- 
ent microscopic  pictures.  In  one  area  the  acini 
are  markedly  dilated,  have  very  low  epithelium, 
and  are  filled  with  colloid.  In  these  foci,  the 
stroma  is  abundant,  dense,  and  hyaline.  There 
are  no  lymphoid  foci  or  any  evidence  of  hyper- 
plasis  malignancy.” 

Anatomic  Diagnoses. — “Substernal  thyroid, 
struma  nodosa  micro  et  macro-folliculare  with 
compression  of  the  right  innominate  vein;  hydro- 
thorax, bilateral;  pulmonary  atelectasis,  right; 
pulmonary  emphysema,  slight,  right;  pulmonary 
edema,  left;  pleuritis,  chronic  fibrous,  bilateral.” 

Comment 

Pressure  on  such  important  veins  as  the  in- 
nominates  certainly  seems  a likely  reason  for  the 
recurring  pleural  effusion.  However,  other  un- 
usual features  must  have  been  in  operation  as, 
hydrothorax  has  not  been  reported  in  other  cases 
of  intrathoracic  goiter  in  which  probably  similar 
degrees  of  pressure  on  vessels  had  been  present. 
The  many  years  of  existence  of  this  mediastinal 
mass  in  this  patient  undoubtedly  subjected  the 
venous  collateral  system  seen  on  the  chest  wall 
to  a severe  strain,  and  the  respiratory  infection 
was  a sufficient  additional  factor  to  usher  in  the 
effusion. 
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Summary 

A report  of  a case  of  a patient  with  recurrent 
pleural  effusion  complicating  a benign  intra- 
thoracic  goiter  is  presented.  The  salient  features 
of  the  eighteen-year  course  are  reviewed,  and 
emphasis  is  placed  upon  the  interest  and  rarity  of 
this  complication. 
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PNEUMOCOCCIC  MENINGITIS,  TYPE  XIII,  COMPLICATING  FRACTURE 

OF  THE  SKULL 

Recovery  Using  Sulfapyridine 

Walter  D.  Ludlum,  Jr.,  M.D.,  and  Carl  A.  Peterson,  M.D.,  New  York  City 


CM.,  a well-developed  and  well-nourished 
• married  laborer,  aged  40,  was  carried  un- 
conscious into  the  Reconstruction  Hospital, 
December  27,  1938,  following  a fall  from  a truck. 
He  remained  unconscious  for  about  fifteen  min- 
utes. 

He  bled  profusely  from  the  nostrils.  The 
mouth  was  filled  with  a frothy,  blood-stained 
fluid.  He  was  cyanosed  and  breathed  with  dif- 
ficulty. An  ecchymosis  and  swelling  had  com- 
pletely closed  the  right  eye.  There  was  a super- 
ficial abrasion  of  the  right  temporoparietal 
region. 

The  temperature  on  admission  was  99  F.; 
pulse,  120;  respirations,  18;  blood  pressure, 
130/70.  The  pupils  were  equal  and  slightly 
dilated  and  they  reacted  sluggishly.  Knee  jerks 
and  abdominal  and  cremasteric  reflexes  were 
absent.  The  Babinski  sign  was  present  on  the 
right.  An  x-ray  showed  a fracture  of  the  right 
parietal  bone  which  extended  into  the  base  of 
the  skull. 

The  patient  was  rational  and  cooperative 
during  the  first  day  after  injury.  Neurologic 
examination  revealed  no  localizing  signs  of  intra- 
cranial injury,  no  evidence  of  increased  intra- 
cranial pressure,  nor  any  evidence  of  meningeal 
irritation.  Spinal  puncture  revealed  a faintly 
bloody  fluid  under  normal  pressure. 

Thirty-six  hours  following  injury,  the  patient 
became  semiconscious  and  delirious.  In  twelve 
hours  his  temperature  rose  from  99.8  to  105.6 
F.,  with  an  increase  in  the  pulse  to  134  and  res- 
pirations to  34.  Nuchal  rigidity,  Brudzinski, 
and  Kernig  signs  were  positive.  Spinal  fluid 
was  xanthochromic  and  somewhat  cloudy  and 
was  under  a pressure  of  35  mm.  of  mercury.  A 


From  the  service  of  Dr.  H.  H.  Ritter,  Reconstruction 
Hospital  Unit  of  the  New  York  Post-Graduate  Medical 
School  and  Hospital,  Columbia  University. 


cell  count  showed  2,100  red  blood  cells  and  1,590 
white  blood  cells  per  cubic  millimeter  of  spinal 
fluid.  A smear  failed  to  reveal  organisms. 

Eighty  grains  of  sulfanilamide  were  adminis- 
tered during  the  succeeding  twenty-four  hours 
without  appreciable  effect  (Chart  I). 

Spinal  fluid  culture  (after  twenty-four  hours’ 
incubation)  revealed  pneumococci  of  type  XIII. 
On  ascertaining  the  type  of  the  infection,  sulfa- 
pyridine (then  available  only  for  experimental 
purposes)  was  substituted  for  the  sulfanilamide. 
An  initial  dose  of  5 Gm.  of  sulfapyridine  was 
iven  by  mouth,  followed  by  2 Gm.  every  four 
ours  for  a period  of  forty-eight  hours.  Signs  of 
the  meningeal  infection  regressed,  and  the  tem- 
perature dropped  from  104.6  to  101.8  F.  in 
twenty-four  hours. 

Seventy-two  hours  following  the  adminis- 
tration of  the  sulfapyridine,  the  temperature  and 
pulse  had  returned  to  normal,  and  no  signs  of 
the  meningitis  remained.  The  cell  count  of  the 
spinal  fluid  dropped  to  260  white  blood  cells  per 
cubic  millimeter.  A persistent  nausea  and  oc- 
casional vomiting  interfered  with  an  adequate 
intake  of  the  sulfapyridine,  and  only  9 Gm. 
were  retained  in  the  subsequent  forty-eight 
hours.  The  concentration  of  the  drug  fell  from 
19.7  to  4.8  mg.  per  hundred  cubic  centimeters 
in  the  blood,  and  from  8.8  to  3.5  mg.  per  hundred 
cubic  centimeters  in  the  spinal  fluid  (Table  1). 

On  the  sixth  day  postinjury,  the  temperature 
climbed  abruptly  from  normal  to  104.8  F.  The 
patient  became  semiconscious  and  delirious,  and 
nuchal  rigidity  with  other  signs  of  meningeal 
inflammation  reappeared.  The  spinal  fluid  white 
cell  count  rose  to  1,310  per  cubic  millimeter. 
Twenty-six  grams  of  sulfapyridine  were  given 
in  the  following  seventy-two  hours.  The  patient 
again  became  rational,  the  temperature  returned 
to  normal,  and  the  signs  of  the  meningitis  sub- 
sided. 
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Date 

Cells  per  Cu.  Mm. 

12/29 

3,790 

12/30 

9,000?  (clumps) 

12/31 

1/1 

1,510 

1/2 

1/3 

260 

1/4 

1,310 

1/5 

1,120 

1/6 

830 

1/7 

130 

1/8 

43 

1/9 

60 

1/10 

260 

1/11 

460 

1/12 

670 

1/17 

10 

1/21 

1/22 

1/23 

1/24 

Initial 

Dose  Sulfa- 

Pressure 

pyridine 

(Mm.) 

(Grams) 

35 

10 

7 

10 

12 

22 

12 

6 

14 

3 

16 

11 

17 

8 

10 

7 

6 

6 

5 

6 

6 

5 

8 

6 

6 

12 

6 

5 

3 

3 

Concentration  of  Sulfa- 
pyridine  in  Blood, 
Mg.  per  100  Cm. 


14.5 
19.7 

10.5 
4.8 

13.4 

6.0 
5.2 
2 2 
o!oo 
, 0.00 


Concentration  of  Sulfa- 
pyridine  in  Spinal  Fluid, 
Mg.  per  100  Cm. 


9.5 
8.8 

7.1 

3.5 

9.5 
9.5 
6.4 
3.3 

2.2 
0.00 
0.00 


The  sulfapyridine  was  continued  for  three 
days  more.  The  culture  of  the  spinal  fluid  was 
negative  on  these  three  successive  days.  Re- 
peated blood  cultures  were  also  negative. 

The  patient  complained,  however,  of  pain  and 
discomfort  in  the  right  side  of  the  chest.  There 
was  an  evening  rise  in  temperature.  Signs  of 
bronchopneumonia  with  pleurisy  involving  the 
right  side  of  the  chest  were  found,  and  these 
findings  were  confirmed  by  x-ray.  Sulfapyridine 
was  again  administered  in  comparatively  small 
doses  of  4 Gm.  in  twenty-four  hours  for  four 
days.  The  temperature  returned  to  normal  and 
the  chest  signs  disappeared. 

The  patient  was  discharged  forty-two  days 
following  admission  to  the  hospital.  The  only 
residual  was  a complete  deafness  of  the  right 
ear.  It  is  difficult  to  say  whether  this  deafness 
was  the  result  of  a lesion  of  the  eighth  cranial 
nerve  due  to  a fracture  of  the  skull,  the  result  of 


the  meningitis,  or  the  result  of  the  sulfapyridine. 
He  returned  to  his  regular  work  six  months  after 
the  accident. 

Conclusions 

A case  of  type  XIII  pneumococcic  meningitis 
complicating  a fracture  of  the  skull  and  treated 
by  sulfapyridine  with  recovery  is  reported. 

The  type  XIII  pneumococcic  meningitis  has 
not  been  reported  in  the  literature  previously. 

• • • 

Consultations  by  Dr.  Henry  H.  Ritter,  Dr. 
Jesse  Godfrey  M.  Bullowa,  Dr.  Abbott  W.  Allen, 
and  Dr.  Morris  Rosenthal  are  gratefully  ac- 
knowledged. 

40  East  61st  Street 
67  East  59th  Street 


Without  cooperation  of  the  people,  a doctor  prevent  accidental  drowning,  U.  S.  Pub.  Health 
can  no  more  prevent  tuberculosis  than  he  can  Serv.  Rept.,  December , 1940 


Therapeutics 


CONFERENCES  ON  THERAPY 

npHESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members 
•**  of  the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical 
College  and  the  New  York  Hospital,  with  collaboration  of  other  departments  and 
institutions.  The  questions  and  discussions  involve  participation  by  members  of  the 
staff  of  the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear 
in  the  October  1 issue  and  will  concern  ‘‘Management  of  Constipation.” 

General  Management  of  a Seriously  111  Patient 


Du.  Eugene  F.  DuBois:  The  subject  to 
be  discussed  is  the  care  of  the  seriously  ill 
patient  suffering  from  a febrile  disease. 

In  introducing  this  subject  I should  like 
to  remind  you  of  some  of  the  aspects  of 
pathologic  physiology  in  fevers.  First,  we 
have  the  specific  manifestations  for  each 
different  disease.  I shall  not  consider  them 
but  take  up  the  nonspecific  manifestations 
that  are  common  to  most  febrile  diseases. 

There  are  many  balances  that  are  upset 
in  fever.  The  most  striking  is,  perhaps,  the 
balance  of  temperature  regulation,  the  tem- 
perature regulating  center  being  set  at  a higher 
level  and  more  variable  in  its  setting  so  that 
the  temperature  usually  goes  up  and  down 
at  different  periods  of  the  day.  In  few  fevers 
is  a fairly  constant  level  maintained. 

Heat  production,  one  side  of  the  balance,  is 
usually  increased  in  proportion  to  the  fever. 
Heat  loss  is  also  increased  but  is  variable. 
Sudden  increases  in  heat  production  are 
usually  accomplished  by  chills.  Therefore, 
a chill  is  an  evidence  of  a sudden  rise  in  the 
setting  of  the  temperature-regulating  center. 
Sudden  losses  of  heat  when  the  temperature- 
regulating center  is  lowered  are  usually  ac- 
complished by  sweating.  Those  are  the 
emergency  mechanisms.  Smaller  variations 
can  be  taken  care  of  by  changes  in  the  circu- 
lation of  blood  to  the  skin  and  minor  adjust- 
ments of  vaporization. 

The  caloric  balance  is  grossly  upset.  The 
caloric  output  is  increased,  and  the  caloric 
intake  is  almost  invariably  diminished  be- 
cause of  lack  of  appetite.  The  protein  balance 
is  upset  the  same  way,  in  that  the  protein 
loss  by  protein  destruction  is  increased, 
probably  as  the  result  of  toxins  in  the  disease. 
The  protein  intake  is  greatly  diminished; 
the  carbohydrate  balance  is  upset.  In  a 
similar  way  the  carbohydrate  stores  in  the 
liver  are  diminished. 

Perhaps  most  important  clinically  is  the 


upset  in  water  balance.  The  output  of 
water  is  increased  through  the  higher  skin 
temperature  and  increased  respiration.  The 
water  intake  is  greatly  diminished,  the  biggest 
source  of  diminution  being  the  lack  of  solid 
food  which  is  our  main  source  of  water. 

Recently,  we  have  been  realizing  the  im- 
portance of  the  upset  of  the  vitamin  balance. 
It  looks  as  if  the  demand  for  vitamins  might 
be  higher  in  disease.  Their  intake  is  greatly 
diminished  not  only  by  the  diminution  in  the 
food,  but  also  there  may  be  changes  in  the 
absorption  of  the  vitamins,  especially  in 
diarrheal  diseases,  and  perhaps  there  is  also 
an  increased  rate  of  destruction. 

The  mineral  balance  is  upset  and  perhaps 
we  have  not  paid  enough  attention  to  the 
changes  in  sodium  chloride;  that  is,  to  the 
diminished  intake  due  to  lack  of  food. 

Now,  apart  from  these  upsets  in  balances 
we  have  to  remember  that  the  tissues  in  the 
body  may  be  damaged  by  the  toxins  of  the 
disease.  The  therapeutic  measures  employed 
to  meet  these  changes  will  be  discussed  by 
Dr.  Guion. 

Dr.  Connie  M.  Guion:  What  I have  to 
say  is  chiefly  concerned  with  the  practical 
side  of  taking  care  of  a very  sick  patient. 

The  first  step  to  be  considered  in  taking 
care  of  any  sick  person  is  to  try  to  find  out 
with  what  type  of  man  you  are  dealing,  to 
try  to  learn  his  likes  and  dislikes  and  his 
idiosyncrasies,  and  then  to  fit  the  methods  of 
treatment  into  that  patient’s  personality. 
In  the  light  of  this  information  I explain  to  a 
patient,  as  fully  as  seems  desirable,  the 
nature  of  his  disease,  the  length  of  time  that 
I expect  him  to  be  ill,  and  the  plan  of  treat- 
ment I have  formulated.  It  is  only  by  such 
a method  that  one  can  obtain  the  confidence 
and  cooperation  of  the  sick  person.  I think 
we  do  not  realize  how  much  sick  people  worry 
about  how  long  they  are  going  to  be  sick  and 
how  sick  they  are  going  to  be. 
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Another  important  preliminary  step  is  the 
choice  of  a nurse,  because  I take  it  for  granted 
this  seriously  ill  patient  will  have  to  have  one. 
I select  my  nurses  as  carefully  as  I do  my 
drugs.  A sick  patient  does  not  wish  to  hear 
chatter  or  a discussion  of  the  nurse’s  or  doc- 
tor’s personal  affairs.  They  do  not  like 
bustle,  and  they  do  not  like  continual  treat- 
ment. Patients,  in  the  hospital  especially, 
are  worn  out  by  the  end  of  the  day,  and  one 
of  the  doctor’s  chief  functions  is  to  plan  a 
regimen  assuring  the  patient  definite  rest — 
rest  from  his  family,  from  his  friends,  and 
from  too  much  care. 

The  care  of  the  body  in  general  is  important. 
If  a patient  is  not  physically  comfortable,  he 
does  not  get  well  so  fast  as  he  does  when  he 
has  no  physical  discomforts. 

It  is  not  essential  to  bathe  the  entire  pa- 
tient at  one  time;  how  much  of  the  patient 
is  bathed  must  be  limited  by  his  reaction  to 
it.  Alcohol  is  often  used  after  a patient  is 
bathed.  Cold  alcohol  should  never  be  dashed 
on  the  skin.  The  alcohol  can  be  set  in  warm 
water  and  brought  to  body  temperature  before 
it  is  used.  After  its  application  it  should  be 
rubbed  dry  so  that  the  patient  will  have  the 
benefit  of  the  friction  to  the  skin,  which  is 
an  important  part  of  the  bathing. 

The  type  of  alcohol  to  be  used  is  also  a 
problem.  You  can  secure  medicated  alcohol 
on  the  market.  Most  of  it  has  a vile  odor 
because  it  is  medicated  with  formaldehyde 
or  other  disagreeable  agents.  I usually  order 
a 50  per  cent  alcohol  without  any  type  of 
perfume,  because  sick  people  get  tired  of 
smelling  any  one  odor. 

The  treatment  of  sweating  is  another 
problem.  Dr.  DuBois  has  spoken  of  this. 
Patients  who  sweat  continually  should  have 
a bath  every  four  to  six  hours  and  then  the 
skin  should  be  rubbed  with  95  per  cent  alcohol 
rather  than  50  per  cent  alcohol.  This  de- 
creases the  amount  of  sweating,  improves  the 
state  of  the  skin,  and  increases  the  peripheral 
circulation.  After  a patient  has  been  rubbed 
dry,  it  is  a good  idea  to  give  a massage  with 
either  olive  oil  or  with  liquid  petrolatum. 
It  improves  the  quality  of  the  skin  and  pre- 
vents it  from  becoming  dry  after  the  use  of 
the  alcohol. 

Patients  who  have  periodic  sweats,  causing 
the  night  clothes  and  the  bed  to  become  wet, 
should  not  have  their  clothes  changed  while 
they  are  still  in  a profuse  perspiration.  If 
they  are  extremely  uncomfortable  when  the 
shirt  is  wet,  we  should  wait  until  we  are  sure 
the  bout  of  perspiration  is  over,  then  give  a 


warm  bath,  followed  by  a massage  with  95 
per  cent  alcohol  and  a change  into  a warm 
shirt  and  bed  clothes. 

The  matter  of  draw  sheets  and  rubber 
sheets  I think  is  important.  A rubber  sheet 
makes  a patient  sweat  much  more  than  we 
realize  and,  if  you  have  ever  lain  on  a rubber 
sheet  very  long,  you  will  know  it  is  extremely 
uncomfortable.  If  a patient  is  not  incon- 
tinent, I think  a rubber  sheet,  except  in  those 
hospitals  where  we  have  to  follow  routine, 
is  usually  inexcusable.  Draw  sheets  are 
often  placed  too  low  in  the  bed  and,  naturally, 
as  the  patient  lies  on  the  bed  the  draw  sheet 
is  drawn  down.  It  is  important  to  see  that 
it  is  applied  high  enough  so  that  it  does  not 
become  rumpled  right  under  the  patient’s 
buttocks. 

False  modesty  often  prevents  proper  cleans- 
ing of  the  genitalia,  especially  in  women. 
Here  there  may  be  a vaginal  discharge,  and 
it  is  important  to  give  a woman  a douche  if 
she  has  a discharge.  Many  times  the  pe- 
culiar odor  which  is  detected  when  the  bed 
clothes  are  thrown  back  is  due  not  to  sweating 
but  to  unclean  genitalia. 

The  care  of  the  mouth  is  difficult  in  ex- 
tremely ill  patients.  To  use  a toothbrush  is 
often  impossible.  I find  that  one  of  the 
easiest  ways  to  cleanse  a patient’s  mouth  is 
to  use  a syringe — Becton  Dickinson’s  Asepto 
No.  2082.  With  it  you  can  force  the  water, 
or  whatever  cleaning  material  you  are  using, 
through  the  teeth.  Then  I use  a swab  or 
toothpick  to  remove  any  sordes  or  other 
material  from  the  gums  and  between  the 
teeth.  A mixture  of  equal  parts  of  a 3 per 
cent  solution  of  hydrogen  peroxide  and  3 
per  cent  solution  of  boric  acid  forms  a good 
mouth  wash.  It  cleanses  between  the  teeth 
and  the  tongue.  This  is  much  more  pleasant 
than  having  the  tongue  scraped. 

If  there  is  any  soreness  in  the  mouth,  I 
use  a combination  of  glycerin  and  phenol  in 
boric  acid  as  in  this  formula: 

3 

Phenol  5 per  cent 

Glycerin  aa  30 . 00 

Boric  acid  solution  3 per  cent 

q.s.ad.  240.00 

This  is  a pleasant  tasting  preparation  and  is 
also  slightly  anesthetic. 

Many  things  can  be  done  to  prevent  the 
mouth  and  the  tongue  from  becoming  dry. 
One  of  the  simplest  measures  is  to  use  a 
cheesecloth  mask  over  the  mouth,  keeping  it 
moist  by  dropping  water  on  it.  Also,  the 
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tongue  can  be  kept  moist  by  the  application 
of  a mixture  of  strained  lemon  juice,  glycerin, 
and  liquid  petrolatum  in  equal  parts.  The 
cleansing  of  the  nose  and  throat  will  often 
relieve  mouth  breathing  and  coughing.  Al- 
bolene  should  be  instilled  into  the  nose,  a 
little  at  a time.  The  patient  then  holds  his 
head  down  and  blows  his  nose  gently.  A 
tampon  of  argyrol  is  effective  in  relieving 
congestion.  Often  the  pharynx  is  red,  glazed, 
and  streaked  by  a postnasal  discharge.  This 
may  be  the  cause  of  a great  deal  of  coughing 
and  hacking,  which  can  be  relieved  by  gargling 
with  bicarbonate  of  soda  (one-half  teaspoonful 
to  the  glass  of  hot  water)  or  with  the  old 
Manhattan  gargle: 

Sodium  salicylate 
Sodium  bicarbonate 
Sodium  biborate  aa  30 . 00 

Sig. : One-half  teaspoonful  to  a glass  of 
hot  water 

Persistent  coughing  exhausts  the  patient 
and  should  be  controlled.  This  may  be  ac- 
complished by  regulating  the  temperature  of 
the  room,  by  the  continuous  use  of  a steam 
kettle,  or  the  treatment  of  a sinusitis.  If 
these  methods  fail,  codeine  or  morphine  should 
be  given  in  effective  doses. 

I use  this  prescription: 

3 

Codeine  0 . 008 

Ammonium  chloride  0 . 06 

Terpin  hydrate  0.25 

Sig. : One  capsule  q.  2 to  4 hours 

Another  soothing  prescription  is  this: 

3 

Spirit  of  camphor 
Oil  of  turpentine 

Olive  oil  aa  60  cc. 

Sig.:  Apply  to  chest  on  a flannel  bib 
and  inhale  the  fumes 

The  lips  should  be  protected  from  cracking 
by  the  frequent  application  of  liquid  pet- 
rolatum. When  fever  blisters  once  appear 
they  should  be  painted  immediately  with 
tincture  of  benzoin.  This  forms  a water- 
proof coating  over  the  blister  and  prevents 
the  patient’s  licking  the  blister  and  irritating 
it.  The  worst  thing  you  can  do  for  fever 
blisters  is  to  apply  any  kind  of  grease. 

Nausea  and  vomiting  present  two  of  the 
most  serious  problems  in  the  seriously  ill 
patient.  The  longer  nausea  persists  and  the 
more  a patient  vomits  the  harder  it  is  to 
control  them.  The  simplest  method  of  con- 


trolling nausea  is  to  try  to  empty  the  stomach 
into  the  intestine  rather  than  to  allow  the 
patient  to  begin  vomiting.  As  long  as  peri- 
stalsis is  in  force  a patient  does  not  vomit. 
I give  a patient  repeated  cups  of  hot  water 
until  one  is  held  down.  Usually  by  the 
second  or  third  it  is  retained.  If  the  hot 
water  is  not  retained  and  there  is  objection 
to  drinking  hot  water,  you  can  add  a little 
tea  or  a few  drops  of  essence  of  peppermint, 
ammonia,  bicarbonate  of  soda,  or  salt.  People 
have  the  idea  that  hot  water  will  cause  vomit- 
ing. Hot  water  will  not  make  a person  vomit 
if  really  hot;  lukewarm  water  will.  At  the 
same  time  you  can  apply  a mustard  plaster 
to  the  epigastrium.  I usually  prescribe 
mustard  plasters  small  in  dimensions  so  that 
I may  repeat  them  and  not  irritate  the  skin. 
I use  a mustard  plaster  about  21/2  to  3 inches 
square  and  place  it  at  different  spots  over  a 
period  of  an  hour  or  several  hours,  as  is  neces- 
sary. If  this  does  not  control  the  vomiting, 
I give  intravenously  50  cc.  of  a 50  per  cent 
solution  of  glucose.  This  will  stop  the  vomit- 
ing of  almost  all  types.  It  can  be  repeated 
as  often  as  it  is  necessary. 

The  carbonated  drinks  are  also  helpful. 
Ginger  ale,  any  of  the  carbonated  waters, 
Vichy,  champagne  are  all  efficacious  in  re- 
lieving mild  nausea.  Sometimes  giving  a 
patient  a solid  meal  will  be  effective.  The 
use  of  compound  tincture  of  gentian,  30 
minims  every  fifteen  minutes  for  four  doses, 
followed  by  a steak  which  has  been  cooked 
rare  and  well  salted,  will  often  stop  persistent 
vomiting.  When  all  of  these  methods  fail, 
the  thing  to  do  is  to  insert  a stomach  tube 
through  the  nose.  If  the  nose  and  throat 
are  well  cocainized,  the  stomach  tube  can 
be  introduced  without  difficulty.  By  the  use 
of  a stomach  tube  we  can  not  only  wash  out 
the  stomach  effectively  but  we  can  also  give 
fluid  and  food,  which  I will  mention  later. 

The  question  of  the  bowels  is  another 
important  one.  I never  give  the  patient  in 
bed  a cathartic  large  enough  to  produce  a 
number  of  stools.  My  object  always  is  to 
give  a small  enough  dose  so  that  the  upper 
bowel  will  be  emptied  and  then  use  a small 
enema  to  cleanse  the  lower  bowel.  Milk  of 
magnesia,  in  doses  of  one-half  to  a tablespoon- 
ful or  two,  acts  well.  However,  if  a person 
has  any  specific  cathartic  to  which  he  is 
wedded,  I am  always  glad  to  have  that  used. 
An  enema  is  by  far  preferable  to  cathartics 
that  will  require  the  patient  to  use  the  bed 
pan  two  or  three  times.  When  a patient  is 
extremely  ill,  I think  a high  colonic  irrigation 
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is  much  easier  on  the  patient  than  an  enema 
because  he  can  lie  on  his  side  and  the  bowels 
can  be  washed  out  without  any  diffi- 
culty. 

Diarrhea  occurs  occasionally  in  fevers, 
and  usually  the  first  thing  I do  is  to  give  the 
patient  a dose  of  castor  oil  if  there  is  no 
contraindication  to  it.  That  will  often  stop 
the  diarrhea.  If  it  does  not,  I follow  it  up 
with  the  use  of  bismuth  in  some  form — milk 
of  bismuth,  bismuth  subnitrate,  or  bismuth 
subcarbonate.  We  usually  give  bismuth  in 
doses  too  small  to  be  effective.  I use  a tea- 
spoonful, stir  it  into  water  until  it  is  smooth, 
and  repeat  this  every  hour  or  every  two  hours 
for  three  or  four  doses. 

Distention  is  another  troublesome  symptom 
in  fevers.  It  may  be  prevented  by  watching 
the  diet,  especially  limiting  the  use  of  fruit 
juices  and  sugar.  There  was  a time  when 
fruit  juices,  especially  orange  juice,  were  given 
first  and  to  such  an  extent  that  patients  were 
blown  up,  the  results  being  worse  than  with 
any  other  food  except,  perhaps,  the  addition 
of  glucose  or  lactose.  So  the  first  thing  to  do 
is  to  cut  down  the  sugars — the  carbohydrates 
in  general. 

A trick  that  I learned  from  one  of  the 
nurses  is  to  use  a rectal  tube,  the  free  end  of 
which  is  inserted  in  a urinal  that  has  been 
prepared  as  follows:  The  urinal  is  filled  with 
boiling  water  and  allowed  to  stand  until  hot. 
It  is  then  emptied,  except  for  a small  amount 
of  water  to  which  is  added  10  to  15  drops  of 
the  essence  of  peppermint.  Then  the  rectal 
tube  is  put  into  this  just  above  the  hot  water. 
The  secret  of  this  is  the  use  of  hot  water  which 
causes  a partial  vacuum  in  the  urinal  and, 
therefore,  aspirates  the  gas  out  of  the  intestine. 
At  the  same  time  that  the  rectal  tube  is  used, 
some  form  of  heat,  such  as  a hot-water  bag, 
should  be  applied  to  the  abdomen.  If  this 
does  not  succeed,  wet  heat,  such  as  the  tur- 
pentine stupes,  may  be  used. 

If  these  do  not  succeed,  I often  use  a milk 
and  molasses  enema.  I do  not  know  how 
many  of  you  have  ever  used  this,  but  it  is  the 
most  effective  form  of  enema  there  is.  I use 
1 cup  of  molasses  and  1 cup  of  milk,  warm  each 
separately,  and  stir  them  up  together.  I 
suppose  it  is  effective  because  it  is  a hyper- 
tonic glucose  solution.  I have  never  seen 
it  fail.  It  will  always  empty  the  bowel  and 
relieve  the  patient  of  distention,  at  least 
temporarily. 

Then  we  may  use  a colonic  irrigation  pre- 
ceded by  an  injection  of  10  units  of  pitressin 
or  pituitrin,  about  a half  an  hour  before. 


Pitressin  may  be  repeated  half  an  hour  after 
the  first  injection,  if  necessary. 

The  question  of  fluid  intake  must  be  settled 
by  the  output  of  the  patient,  by  the  rate  at 
which  the  patient  is  breathing,  the  amount 
of  sweating,  the  consistency  of  the  stools,  and 
the  volume  of  the  urine.  From  a practical 
point  of  view  you  can  judge  the  specific 
gravity  of  the  urine  by  simply  looking  at  the 
color.  Thirst  is  also  a helpful  sign.  Pa- 
tients, I think,  should  never  be  allowed  to 
go  thirsty;  we  should  not  limit  their  intake 
to  that  point.  So,  you  cannot  set  an  arbi- 
trary figure  for  the  amount  of  fluids  you  are 
going  to  give  a patient,  but  you  must  be 
guided  by  the  general  picture. 

Then  there  is  the  question  of  the  method  of 
introducing  the  fluid.  A good  nurse  can 
almost  always  get  a sufficient  amount  of 
fluid  by  mouth  into  even  the  sickest  patient. 
It  is  hard  to  get  sufficient  fluid  through  a 
tube.  The  best  way  to  introduce  fluid  into 
the  mouth  of  a sick  patient  is  by  a syringe. 
Formerly,  we  used  drinking  cups  and,  al- 
though they  do  not  seem  to  be  the  style  any 
more,  they  often  are  helpful. 

When  a patient  is  delirious,  certainly  a 
glass  tube  should  never  be  used.  There  is 
now  on  the  market  a cellophane  tube.  These 
are  durable  and  are  much  better  than  the  old 
tubes  that  were  made  of  paper.  I use  these 
almost  exclusively  instead  of  glass  tubes. 

If  oral  feeding  fails,  I next  try  feeding  by 
the  nasal  tube.  It  has  the  advantage  of 
enabling  you  to  follow  the  digestion  of  the 
food  you  are  giving  and  to  tell  just  how 
rapidly  the  fluids  that  are  being  put  into  the 
patient’s  stomach  are  being  absorbed,  be- 
cause you  can  aspirate  every  once  in  a while 
to  see  whether  or  not  absorption  is  taking 
place.  The  use  of  the  stomach  tube  prevents 
the  discomfort  of  the  use  of  needles  and  the 
fatigue  that  always  follows  the  use  of  both 
clyses  and  infusions.  I try  to  avoid  those  as 
long  as  I can. 

If  it  is  impossible  to  use  a stomach  tube  for 
any  reason,  I like  to  use  an  intravenous  in- 
jection rather  than  a clysis,  because  clyses 
almost  always  make  the  legs  sore  and  the 
patient  uncomfortable. 

The  volume  of  an  injection  should  never 
be  over  1,000  cc.  in  the  ordinary  sick  patient. 
In  diabetes  it  is  a different  matter.  Two 
injections  a day  are  as  much  as  I usually  give. 
The  fluid  to  be  used  is  normal  saline  solution 
with  or  without  5 or  10  per  cent  glucose. 
When  you  are  giving  a clysis,  the  skin  should 
always  be  cocainized  before  the  introduction 
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of  needles,  otherwise  the  pain  from  sticking 
the  needles  into  the  leg  makes  the  patient 
nervous  and  he  is  uncomfortable  during  the 
entire  clysis.  If  the  skin  is  cocainized  he  does 
not  realize  he  has  been  stuck  and  does  not 
appreciate  any  discomfort  unless  the  leg 
begins  to  swell.  The  amount  of  fluid  to  be 
used  in  any  clysis  should  not  be  over  500  cc. 
through  each  needle,  and  it  should  be  intro- 
duced at  a rate  slow  enough  to  allow  absorp- 
tion and  to  prevent  the  leg  from  becoming 
hard. 

I prefer  not  to  use  sugar  solution  in  clyses. 
If  you  have  used  it  often,  you  know  that  after 
one  or  two  injections  the  absorption  is  slowed 
down  so  that  the  procedure  is  painful.  The 
difference  between  the  benefit  the  patient 
gets  with  the  small  amount  of  glucose  added 
to  the  solution  and  the  added  discomfort  is 
not  worthwhile.  A normal  saline  solution  is 
absorbed  quite  rapidly.  If  I feel  that  a 
patient  needs  sugar,  I give  50  to  100  cc.  of  a 
50  per  cent  glucose  solution  intravenously 
during  the  clysis.  This  has  the  advantage 
of  increasing  the  rapidity  of  absorption  of  the 
clysis  because  of  the  introduction  of  the 
hypertonic  solution.  It  is  also  helpful  if 
hot-water  bags  are  applied  over  the  legs  and 
gentle  massage  is  used  frequently  during  the 
injection. 

The  question  of  sleeplessness,  restlessness, 
and  nervousness  is  extremely  important.  I 
think  that  restlessness  and  nervousness  may 
be  prevented  to  a large  extent  by  our  taking 
the  patient  into  our  confidence  in  the  begin- 
ning and  letting  him  know  just  how  sick  we 
feel  he  is.  Another  thing  that  gets  the  patient 
nervous  and  makes  him  restless  is  whispering 
in  the  patient’s  room.  I think,  when  we  talk 
in  a patient’s  room  it  is  far  better  to  talk  in 
an  ordinary  quiet  tone  of  voice  than  it  is  to 
go  around  whispering.  If  he  is  so  sick  that 
you  have  to  whisper,  he  is  usually  so  sick  he 
does  not  know  what  you  are  saying  and  you 
only  add  to  his  subconscious  restlessness. 

Cold  cloths  applied  to  the  head  or  cold  packs 
and  warm  baths  followed  by  a gentle  massage 
will  do  a great  deal  toward  putting  a patient 
into  a frame  of  mind  where  he  will  go  to  sleep. 
If  the  patient  is  nervous  and  if  some  form  of 
mild  sedative  is  used  during  the  day,  we  can 
prevent  the  extreme  restlessness  when  dark- 
ness comes  on.  It  is  a perfectly  natural 
thing  that  a patient  should  have  a dread  of 
the  night,  and  our  object  always  is  to  put 
the  patient  into  a quiet  frame  of  mind  before 
nightfall.  One  good  way  to  do  this  is  by 
using  small  doses  of  sedative,  beginning  around 


3 or  4 o’clock  in  the  afternoon.  I use  quite 
often  an  old  drug  that  the  students  probably 
have  never  heard  of — trional.  I usually 
begin  with  0.12  Gm.  (2  grains)  and  repeat 
every  two  hours  for  five  doses,  and  by  the 
time  the  fifth  dose  is  given  the  patient  is 
usually  ready  to  go  to  sleep.  I also  use 
chloral  and  bromide  a good  deal.  I usually 
prescribe  it  in  these  proportions:  0.3  Gm. 
chloral  and  0.6  Gm.  bromide,  and  I give  that 
dose  after  each  meal — at  bedtime  double  the 
dose.  For  patients  who  are  unable  to  go  to 
sleep  but  who  sleep  well  after  its  induction, 
nembutal,  phenobarbital,  or  any  other  drug 
of  this  type  is  effective.  There  are  a great 
many  people  who  have  a constitutional  ob- 
jection to  taking  anything  to  make  them  go 
to  sleep.  These  people  can  be  given  a seda- 
tive by  rectum,  and  they  never  know  they  are 
not  getting  a plain  enema.  You  can  use 
0.6  Gm.  of  chloral  and  1.2  Gm.  of  bromide 
or  paraldehyde  in  doses  of  4 to  12  cc.  in  about 
100  cc.  of  starch  paste.  You  can  also  give 
any  of  the  common  sedatives,  such  as  medinal 
and  amytal,  in  a suppository,  using  0.3  to 
0.6  Gm. 

If  one  is  unable  to  control  sleeplessness  and 
restlessness  by  these  simple  methods,  a lumbar 
puncture  oftentimes  is  effective,  removing  a 
sufficient  amount  of  the  fluid  to  bring  the 
pressure  down  to  normal. 

Formerly,  in  typhoid  fever  we  always  used 
Brand  baths.  Nowadays,  I do  not  know 
whether  any  men  recommend  using  Brand 
baths  or  not,  but  the  cold  pack  is  certainly 
effective  and  any  nurse  knows  how  to  give  one. 

The  question  of  anorexia  is  important. 
When  the  patient  gets  over  the  immediate 
acute  condition,  starvation  exaggerates  ano- 
rexia and,  therefore,  it  is  wise  to  feed  the 
patient  from  the  start  of  the  illness.  Nothing 
makes  a patient  dislike  food  more  than  a 
constant  discussion  of  the  food.  His  chief 
dislikes  should  be  avoided.  His  favorite 
foods  had  better  be  shunned  too  as  they  rarely 
meet  the  patient’s  expectations.  The  simplest 
method  is  to  feed  innocuous  foods,  to  feed 
these  in  small  amounts,  attractively  served. 
If  they  are  given  every  two  hours,  I think  the 
patient  can  easily  be  given  the  proper  amount 
of  calories  and  still  not  feel  that  he  is  being 
overfed.  The  choice  of  the  diet  to  be  given 
depends  to  a great  extent  on  the  patient’s 
habits  of  food.  As  I have  said  before,  often 
people  get  tired  of  liquids  and,  if  you  will 
give  them  a solid  diet,  they  will  take  it  and 
take  it  with  pleasure.  One  of  the  best  things 
to  aid  in  appetite  is  to  use  one  of  the  bitter 
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wines,  vermouth  being  excellent  to  relieve 
anorexia.  I give  0.5  to  1 ounce  of  vermouth 
before  meals  or  with  meals,  or  I use  a bitter 
wine  of  iron — an  old  preparation  that  is  often 
effective. 

Finally,  the  vitamin  intake  must  be  watched 
and  maintained  at  an  adequate  level. 

Dr.  DuBois:  Several  drugs  have  been 
discussed.  I wonder  whether  Dr.  Gold  would 
care  to  comment  on  trional. 

Dr.  Harry  Gold:  As  Dr.  Guion  has 
said,  it  is  an  old  one.  Sulfonal  and  trional 
are  sulfone  hypnotics  that  have  fallen  into 
disrepute  for  various  reasons.  They  can 
produce  hematoporphyrinemia.  They  are 
slowly  absorbed.  It  takes  two  hours  before 
sleep  is  produced,  but  I notice  that  the  way 
in  which  Dr.  Guion  prescribes  trional  takes 
account  of  the  slow  absorption.  She  starts 
late  in  the  afternoon,  giving  small  doses,  and 
by  evening  the  patient  is  ready  to  fall  asleep. 
Trional  is  not  so  effective  an  hypnotic  as 
barbituric  acid  compounds  because,  even  with 
fatal  doses  of  trional,  it  is  not  possible  to 
produce  narcosis.  It  has  a restricted  capacity 
to  depress  the  higher  centers. 

Dr.  Guion:  It  is  more  effective  in  insanity 
than  the  later  ones,  and  it  is  used  in  some 
institutions  for  the  insane  in  preference  to 
some  of  the  more  modern  products.  Sulfonal 
is  absorbed  slowly,  but  the  trional  is  absorbed 
much  more  rapidly  and  acts  much  more 
quickly.  Oftentimes  you  can  give  a combi- 
nation of  trional  and  sulfonal  and  thus  keep 
the  patients  asleep  all  night,  whereas  if  you 
use  sodium  amytal,  for  instance,  the  patients 
will  stay  asleep  for  two  or  three  hours  and  then 
they  are  just  as  wide  awake  as  they  were  in 
the  beginning. 

Dr.  Gold:  This  shows  high  persistence  of 
action,  which  is  in  line  with  the  results  in  the 
laboratory. 

Dr.  DuBois:  Do  we  use  them  here? 

Dr.  Edwin  J.  Doty:  We  have  not  had 
any  experience  with  trional.  We  sometimes 
use  sulfonal  in  small  doses. 

Dr.  DuBois:  Do  you  have  any  other  com- 
ments, Dr.  Gold,  on  the  various  drugs  or 
combinations  of  them  used  here?  Have  you 
seen  any  incompatibility? 

Dr.  Gold:  No,  not  at  all.  I did  have  a 
question  in  mind  about  the  pitressin.  In 
what  dosage  in  cubic  centimeters  was  that 
given? 

Dr.  Guion:  I use  1/2  cc.  for  the  first  dose 
and  repeat  in  half  an  hour  if  it  is  necessary, 
so  sometimes  a total  of  1 cc.  is  given,  but  very 
often  V2  cc.  is  all  that  is  needed. 


Dr.  Gold:  Is  that  a V2  cc.  of  the  ma- 
terial with  20  units  or  10  units  per  cubic 
centimeter?  The  reason  I ask  is  because 
there  has  been  some  change  in  the  concen- 
tration in  which  it  is  being  put  out  now. 

Dr.  Guion:  I think  it  is  the  20-unit. 

Dr.  Gold  : Does  it  not  make  them  sick? 

Dr.  Guion:  No. 

Dr.  C.  H.  Wheeler:  That  is  the  same  as 
we  use  here  in  the  hospital  on  the  Medical 
Service.  I would  say,  as  a rule,  we  give  1 
cc.  rather  than  V2  cc. 

Dr.  Gold  : Ten  units  per  cubic  centimeter? 

Dr.  Wheeler:  Of  that  I am  not  sure. 

Dr.  Gold  : Some  time  ago  a representative 
of  the  manufacturer  called  my  attention  to 
the  fact  that  they  are  now  also  putting  out  a 
pitressin  ampule  in  10  units  to  the  cubic 
centimeter.  I wondered  why.  He  said  that 
the  doctors  were  in  the  habit  of  injecting  the 
1 cc.  of  the  20-unit  per  cubic  centimeter 
material.  As  a result,  the  patient  often 
turned  pale  and  cold,  developed  a bellyache, 
and  sometimes  vomited.  They  had  per- 
suaded some  to  give  only  V2  cc.  but  could  not 
persuade  all  to  give  less  than  1 cc.,  so  they 
took  the  strength  out  from  under  and  put 
only  10  units  in  1 cc. 

Dr.  Guion:  Sometimes  they  do  get  pale, 
but  I never  have  seen  one  who  became 
nauseated  or  vomited.  Sometimes  the  pulse 
gets  quite  slow. 

Dr.  Gold:  Would  you  have  any  fear  of 
giving  it  to  elderly  people  suspected  of 
coronary  disease  or  is  that  not  a contra- 
indication? 

Dr.  Guion:  Elderly  patients  with  coro- 

nary disease  do  not  usually  become  distended, 
and  I have  never  given  it  to  one.  If  such  a 
person  were  distended  and  if  I could  not 
control  it  any  other  way,  I would  give  it, 
because  I think  the  distention  would  be  more 
uncomfortable  than  the  reaction. 

Dr.  Gold:  I have  in  mind  the  constriction 
of  the  coronary  arteries  by  pitressin. 

Dr.  McKeen  Cattell:  I was  interested 
in  the  choice  of  the  type  of  hypnotic  you  use. 
Apparently,  what  you  are  after  is  not  the  use 
of  substances  that  are  primarily  narcotic  in 
their  action.  I suppose  the  bromides  and 
trional  fall  into  a class  tending  to  bring  about 
relaxation  and  mental  calm,  with  a decrease 
of  activity  but  less  true  narcotic  action. 

Dr.  Guion:  I think  that  is  what  you 
desire.  You  want  to  have  them  calm  be- 
cause then  natural  sleep  will  follow. 

Dr.  DuBois:  Do  you  double  the  dose  of 
chloral  when  given  by  rectum? 
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Dr.  Cattell:  I would  be  surprised  if  that 
were  necessary. 

Dr.  Guion:  I double  the  last  dose  to 
carry  them  through  the  night  and  not  because 
it  is  given  by  rectum. 

Dr.  Gold:  How  does  tincture  of  nux 
vomica  stop  the  vomiting  or  nausea? 

Dr.  Guion:  Because  it  is  bitter.  I think 
you  could  use  tincture  of  gentian  or,  perhaps, 
any  other  bitter  agent. 

Dr.  Cattell:  The  dose  is  probably  too 
small  to  have  any  systemic  effect? 

Dr.  Guion:  I think  that  is  so. 

Dr.  DuBois:  If  you  use  10  minims  of  the 
tincture  to  the  dose,  you  would  have  to  use 
25  drops  because  the  drops  of  a tincture  are 
small. 

Dr.  Edward  Tolstoi:  I should  like  to 
make  one  or  two  additions  to  Dr.  Guion’s 
remarks.  It  is  my  policy,  in  addition  to 
explaining  everything  rather  frankly  to  the 
patient,  as  much  as  circumstances  will  permit, 
to  take 'the  members  of  the  family  aside  and 
acquaint  them  with  the  situation,  because  it 
is  important  to  have  their  cooperation.  This 
will  save  a lot  of  trouble  and  avoid  the  neces- 
sity of  issuing  hourly  bulletins  over  the 
telephone  to  the  aunt  and  second  cousin  or 
others.  I recall  Dr.  Connor’s  wise  words 
to  a patient  he  was  good  enough  to  help  me 
with.  This  was  a typhoid  fever  patient  who 
was  in  his  third  week.  He  was  suffering  from 
a bad  headache  and  was  extremely  restless. 
Nothing  helped,  not  even  morphine.  I 
asked  Dr.  Connor  to  see  the  patient,  and  he 
sat  down  at  the  patient’s  side.  The  patient 
said  to  him:  “I  feel  terrible,  terribly  sick. 
This  is  the  sickest  I have  ever  been.” 

Dr.  Connor  said  to  him:  “I  do  not  doubt 
that,  but  I think  you  are  going  to  be  a little 
sicker  before  you  are  well.”  The  patient 
appreciated  this  frankness. 

I wonder  what  role  the  vitamins  play  in 
a fever  of  six  to  seven  weeks’  duration.  The 
patient  eats  little  or  nothing  at  all.  We  are 
likely  to  be  more  concerned  with  fluids  than 
with  food.  The  patient  may  become  irra- 
tional after  a while  and  refuse  everything  by 
mouth.  Under  such  conditions  we  now  give 
some  vitamin  Bi,  300  or  600  units  twice  a 
day.  Today,  that  is  the  fashion,  but  I do 
not  know  how  helpful  it  is.  I would  like  to 
hear  that  point  discussed. 

Dr.  DuBois:  I wonder  if  the  matter  of 
rest  is  not  so  important  as  to  deserve  a special 
prescription  written  in  the  book  that  the 
patient  is  not  to  be  touched  or  spoken  to 
between  such-and-such  hours.  I certainly 


wish  it  were  that  way.  We  have  an  hour  in 
the  wards.  I wish  we  could  have  more  than 
one  hour  during  the  day. 

Dr.  Guion:  With  regard  to  what  Dr. 
Tolstoi  has  said  about  the  vitamins,  I think 
the  advantage  of  feeding  these  patients  by  a 
nasal  tube  is  that  you  can  give  a balanced 
diet  and  you  can  give  all  the  vitamins.  I 
frequently  put  a nasal  tube  down  the  nose  of 
my  pneumonia  patients  and  begin  soon  to 
feed  them  all  the  calories  I think  they  need 
and  give  them  the  proper  proportion  of  the 
three  food  elements.  I always  add  to  this 
the  juice  of  vegetables,  so  that  I get  the 
minerals  out  of  the  vegetable  juices  and  then 
pour  down  vitamins.  I do  not  know  whether 
they  need  them  or  not  but  I know  it  does  not 
do  them  any  harm.  You  can  keep  a nasal 
tube  down  for  a week  or  two  weeks  without 
any  trouble.  If  you  pour  some  oil  down  the 
nose  two  or  three  times  a day,  the  patients 
will  not  mind  the  tube.  They  do  not  even 
know  it  is  there.  It  is  a simple  way  to  feed 
a sick  patient  who  has  no  appetite. 

Dr.  Tolstoi:  How  important  is  food  in 
the  short  illness  of,  say,  two  weeks?  I know 
in  typhoid  fever  the  attempt  is  made  to  keep 
up  the  caloric  balance.  All  of  us  who  have 
had  fever  know  our  appetite  is  gone,  and  we 
are  grateful  if  we  are  just  left  alone. 

Dr.  DuBois:  I doubt  if  it  is  important 
enough  to  plague  the  patient  to  death  but 
there  certainly  should  be  moderate  amounts 
of  food.  I do  not  know  how  we  could  de- 
termine it  except  by  controlled  experiments 
on  a large  series  of  patients.  With  the  present 
fad  of  giving  vitamins  to  everyone  we  should 
be  able  to  see  a change  in  the  picture  of  the 
infectious  diseases  if  the  vitamins  are  really 
important.  I should  not  be  surprised  if  it 
is  found  much  easier  to  take  care  of  the  mouth 
when  the  proper  parts  of  the  vitamin  B 
complex  are  given.  I do  not  know.  It  is 
an  impression  based  on  the  experience  in 
typhoid  fever  where  the  mouth  condition 
cleared  up  with  surprising  rapidity  when  the 
patients  were  given  a certain  amount  of  food. 
I do  not  think  it  was  due  to  the  calories  but 
rather  to  the  vitamins. 

Dr.  Wheeler:  I have  the  impression,  Dr. 
Guion,  that  you  do  not  make  as  much  effort 
to  force  fluids  in  patients  with  febrile  diseases 
as  we  do  in  the  hospital.  It  seems  to  me  in 
those  cases  one  of  our  chief  aims,  rightly  or 
wrongly,  has  been  to  get  them  to  take  in  the 
ordinary  amount  of  water. 

I looked  over  the  charts  of  10  of  our  pa- 
tients with  typhoid  fever,  all  of  whom  ran 
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a temperature  between  40  and  41  C.  for  a 
week  or  longer,  and  during  that  period  the 
average  fluid  intake  was  about  3,500  cc.  a 
day,  with  an  extreme  of  8,000  cc.  a day  down 
to  1 who  took  only  1,000  cc.  a day.  I wonder 
what  your  experience  has  been  about  the 
volume  that  is  ordinarily  required. 

Dr.  Guion:  I think  it  is  just  as  important 
not  to  drown  a patient  as  it  is  not  to  curtail 
his  fluids.  Patients  are  quite  frequently 
drowned  in  their  own  intake.  Certainly, 
Dr.  Helpern’s  experience  on  that  point  in 
autopsy  work  at  Bellevue  has  shown  that 
patients  who  have  had  large  volumes  of  fluid 
have  fluid  in  the  abdomen  and  chest,  and 
their  tissues  are  definitely  oversatu- 
rated. 

I give  my  patients  between  2,500  and  3,500 
cc.,  and,  except  in  diabetes,  I rarely  give 
patients  more  than  3,500  cc.  It  depends,  as 
I said,  on  how  much  fluid  they  are  losing.  If 
a patient  is  breathing  rapidly  and  I feel  they 
are  losing  a lot  of  fluid  in  their  breath  and  if 
they  are  sweating  profusely,  then  I run  up 
the  amount  to  4,000  or  4,500,  but  I never 
give  anybody  more  than  4,500  cc.  of  fluid. 
I do  not  think  it  is  necessary.  You  look  at 
the  urine  of  the  person  getting  3,500  cc.,  and 
it  is  straw  colored  or  water  white  and  has  a 
low  specific  gravity.  This  patient  is  satis- 
factorily hydrated.  I do  not  see  what  you 
gain  by  running  the  fluid  up  so  high  above  a 
normal  intake. 

Dr.  DuBois:  If  I remember  rightly,  about 
five  years  ago  there  appeared  an  article  in 
the  Journal  of  the  American  Medical  Associa- 
tion entitled,  “Water,  Water  Everywhere.” 
It  is  a magnificent  discussion  of  the  fad  about 
oversaturating  our  patients  with  water. 

Summary 

Dr.  Gold:  The  following  factors  in  the 
treatment  of  the  seriously  sick  patient  have 


been  elaborated  in  the  discussion:  the  psy- 
chologic appraisal  of  the  patient;  his  enlight- 
enment concerning  the  nature  and  course  of 
his  disease;  the  choice  of  the  nurse;  the  sick 
room;  the  behavior  of  the  attendants;  the 
bath;  the  care  of  the  skin;  the  bed  and  the 
sheets;  the  care  of  the  mouth  and  teeth, 
throat,  and  lips;  the  control  of  cough;  the 
fever  blister;  the  control  of  nausea  and 
vomiting;  the  type  of  diet;  the  variety  of 
routes  for  feeding;  the  control  of  constipation, 
diarrhea,  and  distention;  the  fluid  intake; 
the  vitamins;  the  control  of  restlessness  and 
insomnia.  Few  are  the  drugs  required  for 
the  effective  management  of  the  seriously  ill 
patient.  A cathartic,  a sedative,  a mouth  wash, 
a gargle,  and  a cough  remedy  practically 
complete  the  list. 

As  a result  of  the  rapid  progress  in  recent 
years  in  the  discovery  of  specific  cures  for 
specific  diseases,  the  doctor’s  interest  in  the 
disease  has  tended  to  eclipse  his  interest  in 
the  patient.  The  general  management  of  the 
seriously  sick  patient  stands  in  danger  of 
neglect.  Perhaps  it  is  natural,  for  with  the 
use  of  sulfonamides,  by  way  of  illustration, 
the  course  of  a disease  such  as  pneumonia 
has  been  so  profoundly  affected — its  severity 
reduced,  its  duration  curtailed — that  often 
before  one  gets  around  to  thinking  of  the 
patient  his  disease  is  over.  There  are  many 
diseases,  however,  in  which  that  is  not  yet 
the  case,  and  it  is  refreshing  to  contemplate 
the  detailed  account  of  the  many  measures 
presented  here  which  can  be  applied  to  the 
sick  person,  even  in  the  absence  of  specific 
cures,  which  ease  the  burden  of  a serious 
and  prolonged  illness  and  preserve  the  natu- 
ral body  forces  to  combat  the  disease  and 
insure  recovery.  It  is  a noteworthy  aspect 
of  this  conference  on  treatment  that  in  the 
center  of  interest  stands  not  the  disease  but 
the  patient. 


MADE  A DIFFERENCE 

“Doctor, ” said  the  patient,  “If  there’s  any- 
thing the  matter  with  me,  don’t  frighten  me  to 
death  by  giving  it  a long  scientific  name,  but 
just  tell  me  what  it  is  in  plain  English. 

The  doctor  examined  the  man  thoroughly  and 
then  said:  “Well,  to  be  quite  frank,  there’s 

nothing  the  matter  with  you.  I should  say  you 
were  just  lazy!” 

The  patient  looked  rather  discomfited  and 
said:  “Now  give  me  the  scientific  name  for  it — 

the  longest  name  you’ve  got.  I’ve  got  to  report 
to  my  employer.” 

— Buffalo  Courier  Express 


SOME  MORE  SULFUROUS,  TOO 

A New  York  physician  was  giving  an  informal 
talk  on  physiology  upon  the  windy,  sea-fronting 
porch  of  an  Atlantic  City  hotel. 

“Also,”  he  said,  “It  has  lately  been  found 
that  the  human  body  contains  sulfur.” 

“Sulfur!”  exclaimed  a girl  in  a blue  and  white 
blazer.  “How  much  sulfur  is  there,  then,  in  a 
girl’s  body?” 

“Oh,”  said  the  physician  smiling,  “the  amount 
varies.” 

“And  is  that,”  ask  the  girl,  “why  some  of  us 
make  so  much  better  matches  than  others?” 

— St.  Louis  Globe-Democrat 
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Wednesday,  October  8,  1941 
Mount  Sinai  Hospital,  100th  Street  & Fifth  Avenue 
New  York  City 


General  Information 

Place  of  Meeting — Mount  Sinai  Hospital. 
Physicians  are  requested  to  enter  through  the 
semiprivate  pavilion  on  1 East  100th  Street, 
where  registrars  will  distribute  latest  information 
regarding  special  clinics. 

Luncheon.  The  hospital,  through  its  director, 
Dr.  Joseph  Turner,  has  invited  the  members  at- 
tending the  session  to  be  its  guests  at  luncheon, 
which  will  be  served  at  1:00  p.m.  in  the  nurses’ 
dining  room. 

Business  Meeting.  Will  be  conducted  in  the 
dining  room  during  lunch  hour — 1:00  p.m.  to 
2:00  p.m. 

Program.  Dr.  Reuben  Ottenberg,  chairman 
of  the  Hospital  Committee  on  Medical  Instruc- 
tion, has  enlisted  the  cooperation  of  the  entire 
hospital  staff  to  provide  an  all-day  program 
covering  the  entire  field  of  medicine  except 
obstetrics. 

Map.  The  engineering  staff  of  the  hospital 
has  prepared  a floor  plan.  Reference  to  this 
map  will  aid  in  locating  the  exhibits.  In  the 
listing  the  letters  are  used  to  designate  the  build- 
ing; the  numbers,  the  floor. 

Appreciation.  To  the  members  of  the  hospital 
staff  who  have  cooperated  in  the  presentation  of 
the  program. 

To  Mr.  MacDonald  of  the  engineering  staff  of 
the  hospital  for  his  cooperation  in  the  prepara- 
tion of  floor  plans,  signs,  and  guide  markings. 

To  Miss  Edith  Levy,  secretary  for  the  Com- 
mittee on  Medical  Instruction,  for  her  kind 
assistance  in  gathering  and  arranging  material. 

General  Medicine 

Ward  Rounds 

2 : 00-  3 : 00  Dr.  Baehr  and  staff  E-5 

2 : 00-  3 : 00  Dr.  Moschcowitz  and  staff  E-3 

Round  Table  G-2 

1 1 : 00-  1 : 00  Endocrinology 

Drs.  Silver  and  Soffer 


Case  Presentations  D-3 


9:00-  9:20 

Insulin  Resistance 

Dr.  C.  Spingarn 

9:20-  9:40 

Vitamin  Deficiencies 

Dr.  M.  Ellenberg 

9:40-10:00 

Diabetic  Coma 

Dr.  H.  Dolger 

10:00-10:20 

Bright’s  Disease 

Dr.  A.  Fishberg 

10:20-10:40 

Jaundice 

Dr.  R.  Ottenberg 

10:40-11:00 

Diabetes  Mellitus 

Dr.  H.  Pollack 

11:00-11:20 

Circulatory  Dynamics 

Drs.  Hitzig — King 

11:20-11:40 

Cardiac  Efficiency 

Dr.  H.  Jaffe 

11:40-12:00 

Cardiac  Emergencies 

Dr.  A.  Master 

12:00-12:20 

Electrocardiography 

Dr.  S.  Dack 

12:20-12:40 

Cardiac  X-Rays 

Dr.  A.  Grishman 

Hematology 

G-3 

2:00-  2:10 

Sternal  Puncture 

Dr.  N.  Rosenthal 

2:10-  2:30 

Pernicious  Anemia 

Drs . Abel — Tyson— V olterra 

2:30-  2:40 

Hodgkin’s  Disease 

Dr.  A.  Kean 

2:40-  2:50 

Osteosclerotic  Anemia 

Dr.  F.  Bassen 

2:50-  3:10 

Sprue 

Drs.  Ortiz — Sussman 

3:10-  3:20 

Hemolytic  Anemia 

Dr.  L.  Wasserman 

3:20-  3:30 

Polycythemia  Vera 

Dr.  D.  Stats 

3:30-  3:40 

Purpura  Hemorrhage 

Dr.  X.  Rosenthal 

3:40-  3:50 

Transfusion  Reactions 

Dr.  P.  Vogel 

3:50-  4:00 

Epistaxis 

Dr.  S.  Peck 
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Blood  Bank  Demonstration  E-l 

4:00-  5:00  Dr.  N.  Rosenthal 

Clinicopathologic  Conference  P-1 

4:00-  5:00  Drs.  Klemperer  and  Baehr 

General  Surgery 

Operations 

9:00-10:30  Gastrectomy — Dr.  Ralph  Colp 

D-6 

10:30-12:00  Colonic  Surgery — Dr.  J.  Garlock 

D-6 

Discussion  of  cases  by  Drs.  Crohn  and  Winkel- 
stein 

Ward  Rounds 

9 : 00-10 : 30  Dr.  J.  Garlock  and  staff 

Surgical  wards  Q-T 
10 : 00-1 1 : 30  Dr.  Ralph  Colp  and  staff 

Surgical  ward  R 


9:15-10:35 


2:00-  5:00 


4:00-  4:30 
10:00-11:30 


lapse,  et  al. — Dr.  Geist  and 
staff  A-9 

Case  Presentations  including  Ad- 
vances in  Gynecologic  Endo- 
crine Therapy — Dr.  Geist  and 
staff  D-3 

Demonstration  of  Intrauterine 
Lesions  Using  Iodized  Solutions 
and  X-Ray — Dr.  Rubin  and 
staff  D-2 

Motion  Picture  (Dr.  Geist) 

Basement  J 
Demonstration — Technic  of  Vag- 
inal Smears,  etc.  (Dr.  Geist 
service)  F-3 


Thoracic  Diseases 

2:00-  3:30  Operations — Dr.  H.  Neuhof  and 
staff  D-6 

3 : 30-  5 : 00  Case  Presentations  D-3 

1.  The  Suppurative  Pneumonias 

2.  Lung  Abscess 


Round  Table 

1 1 : 30-  1 : 00  Dr.  Ralph  Colp  and  staff 

Board  room  D-2 
Gastroduodenal  Ulceration — Sur- 
gical Treatment 

2 : 00-  3 : 30  Dr.  John  Garlock  and  staff  D-3 

1.  Regional  Ileitis — Dr.  Ginz- 

burg 

2.  Carcinoma  of  Esophagus — 

Dr.  Garlock 


Orthopedics 

9:00-10:30  Operations — Drs.  Selig  and  Lipp- 
man  and  staff  A-9 

10 : 30-12 : 00  Clinical  Demonstrations 

Room  A D-2 


Neurology — Neurosurgery 
9:00-12:00  Operations — Drs.  Ira  Cohen  and 
S.  W.  Gross  A-8 

12:00-  1:00  Neuroses — Dr.  L.  Kubie  B-5 
2 : 00-  2 : 30  Cortical  Syndrome — Dr.  R.  Brick- 
ner  B-5 

2:30-  3:30  Nutritional  Deficiences — Drs. 

Wechsler  and  Pollock  B-5 
2 : 00-  3 : 00  Demonstration — Drs.  Bender  and 
Weinstein  H-3 


Ward  Rounds 

10 : 00-1 1 : 00  Dr.  I.  Wechsler  and  staff  B-3  B-4 
2 : 00-  2 : 45  Dr.  Ira  Cohen  and  staff  B-4 
2 : 45-  3 : 45  Case  Presentations  by  staff  D-2 


Genitourinary 

3:30-  5:00  Operations — Dr.  A.  Hyman  and 
staff  D-6 

9 : 30-1 1 : 00  Cystoscopic  Clinic  D-5 

9 : 30-1 1 : 00  Case  Presentations,  including  D-3 

1.  Total  Cystectomy 

2.  Obstruction  Due  to  Sulfapyri- 

dine 

3.  Abscess  of  Kidney 


Gynecology 

9:00-12:00  Operations — Abdominal  Salpin- 
golysis for  Obstruction,  et  al. — 
Dr.  Rubin  and  staff  A-9 

1:45-  4:00  Parametrial  Fixation  for  Pro- 


Pediatrics  J Basement 

9:30-11:00  Ward  Rounds — Dr.  Schick  and 
staff 


Clinical  Presentations  J Basement 


11:00-12:00 


2:00-  2:15 
2:15-  2:30 
2:30-  2:45 
2:45-  3:05 
3:05-  3:30 

3:30-  3:40 

3:40-  4:00 
4:00-  4:15 

4:15-  4:35 
4:35-  5:00 


Dyslexia  Dr.  I.  Wile 

Erythroblastosis  Faetalis 

Dr.  P.  Vogel 
Bronchiectasis  Dr.  G.  Ginandes 
Jaundice  Dr.  S.  Weiner 

Obesity  Dr.  A.  Topper 

Diabetes  Dr.  A.  Fischer 

Acute  Rheumatic  Carditis 

Dr.  M.  Bass 

Ambulatory  Rheumatic  Child 

Dr.  I.  Roth 
Allergy  Dr.  M.  Peshkin 

Cyclic  Vomiting 

Dr.  S.  Blumenthal 
Hypertension  Dr.  J.  Kohn 

Epidemic  Diarrhea  in  the  New- 
born Dr.  S.  Karelits 


Ophthalmology 

2:00-  5:00  Operations — Drs.  Schlivek,  Min- 
sky, and  Lambert  1-7 


Laryngology 

2 : 00-  5 : 00  Operations — Dr.  Kramer  and  staff 

D-5 

2:00-  5:00  Case  Presentations,  including  D-3 

1.  Maxillary  Sinusitis  in  Chil- 

dren— Dr.  M.  Bender 

2.  Nasal  Sinusitis  and  Allergy — 

Dr.  J.  Goldman 

3.  Correction  of  Nasal  Deformi- 

ties— Dr.  I.  Goldman 


Otology  J Basement 

10 : 00-12 : 00  Case  Reports  and  Presentations — 
Dr.  Maybaum  and  staff 

1.  Otitic  Infections  Masked  by 

Chemotherapy — Dr.  May- 
baum 

2.  Lateral  Sinus  Thrombosis — 

Dr.  S.  Rosen 

3.  Intracranial  Complications — 

Dr.  J.  Druss 
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4.  Tumors  of  Middle  Ear — Dr. 

H.  Rosenwasser 

5.  Facial  Palsy — Dr.  E.  Snyder 

6.  Audiometric  Studies — Dr.  B. 

Allen 

Dermatology — Syphilology 
2:00-  4:00  Presentation  of  Cases — Dr.  Rosen 
and  staff  F-5 

4:00-  5:00  Five-Day  Treatment  of  Syphilis — 
Drs.  Chargin  and  Leifer  F-5 


Special  Demonstrations 
9:30-11:00  Neurosurgical  Motion  Pictures — 
Dr.  A.  Kaplan  D-2 

10:00-10:30  Pneumothorax — Dr.  H.  Hennell 

G-3 


10:00-12:00 


12:00-  1:00 
10:00-11:00 
12:00-  1:00 
3:00-  4:00 
9:00-10:00 
9:00-10:00 


Gastroscopy — Dr.  Yarnis  G-4 
Treatment  of  Cardiospasm — Dr. 
A.  Penner 

Drip  Therapy  for  Gastric  Ulcer — 
Dr.  Winkelstein 

Biliary  Drainage — Dr.  A.  Cornell 
Gastroenterology — Drs.  Crohn 
and  Winkelstein  D-3 

Proctologic  Demonstration — Dr. 

S.  Manheim  F-2 

Peripheral  Vascular  Disease — Dr. 

S.  Silbert  D-3 

Vascular  Allergy — Dr.  J.  Harkavy 
J Basement 
Electroencephalography — Drs. 

Strauss  and  Wechsler  B-5 
Brain  Tumors — Dr.  J.  Globus 

H-3 


1 1 : 00-12 : 00  Pneumoencephalography — Dr.  M. 

Sussman  L 

11:00-  1 : 00  \ Advances  in  X-Ray  Diagnosis — 
2:00-  4:00]  Dr.  M.  Sussman  and  staff  L 
10 : 30-12 : 30  Radiotherapy — Dr.  W.  Harris  and 
staff  D-2 

Physiotherapy — Dr.  W.  Bierman 
and  staff  D-4 

10:00-12:00  Physically  Induced  Fever — Dr. 
Bierman 

2:00-  4:00  Advances  in  Physiotherapy — By 
the  staff 


All  Day  Exhibits 

1.  Regional  Nerve  Block — Dr.  W.  Branower 

D-2 

2.  Gynecologic  Endocrine,  Diagnostic  Methods 

—Dr.  S.  Geist  D-2 

ROOM  KEY 
A Semiprivate  Pavilion 
A-l  Entrance 
A-9  Operating  Room 
A-8  Operating  Room 


B North  Building 
B-3  Ward  O 
B-4  Ward  P 
B-5  North  Building  Roof 

C Surgical  Building 
C-l  Attendings'  Room — 1st  Floor 
C-4  Ward  T 
C-2  Ward  Q 

E Medical  Building 
E-l  Wards  A-B 
E-3  Ward  E 
E-5  Ward  K 

F Outpatient  Department 
F-3  Gynecology-Endocrine 
F-5  Skin  Clinic 

Rooms  A-B-C-D 

J Children's  Pavilion 
J Base.  Child  Health  Class 
J Base.  Dietetic  Classroom 

P Blumenthal  Auditorium 

Q Nurses’  Home — Dining  Room 


D Administration  Building 
D-l  Information  Desk 
D-2  Second  Floor 

Hall  Outside  Board  Room 
Committee  Room  A 
Committee  Room  13 
Ladies'  Auxiliary 
Board  Room 

D-3  Lecture  Rooms  3 A-B-C 
Lecture  Rooms  4-5 
D-4  Physiotherapy  Department 
D-5  Cystoscopy  Room 
D-5  Nose  and  Throat  O.R. 

D-6  Clinical  Amphitheatre 

G Outpatient  Department  Annex 

G-2  Classroom 

G-3  Hematology  Clinic 

G-3  Chest  Clinic 

G-4  Gastrointestinal  Clinic 

H Laboratory  Annex 

H-3  Neuropathologic  Laboratory 

I Private  Pavilion 
1-7  Eye  O.R. 

L X-Ray  Department 

L Base.  Museum 

M Autopsy  Room 


{ The  programs  jor  the  Second,  Third,  and  Fourth 
District  Branches  will  appear  in  a later  issue.} 


Fifth  District  Branch 


Tuesday,  September  23,  1941 
Hotel  Syracuse,  Syracuse,  New  York 

Morning  Session  (9:30  Daylight  Saving  Time)  H.  Dan  Vickers,  M.D.,  Little  Falls, 

N.  Y. 

“The  Use  of  Steel  Wire  Sutures  in  General  Sur-  Joseph  W.  Conrad,  M.D.,  Little  Falls, 

gery"  (Motion  Picture)  N.  Y. 
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This  picture  covers  work  done  by  these 
physicians  in  the  Little  Falls  Hospital  over 
a period  of  three  years. 

“Blood  Stream  Infection  of  the  Cortex  of  the 
Kidney” 

Leo  E.  Gibson,  M.D.,  Syracuse,  associ- 
ate professor  of  urology , Syracuse  Uni- 
versity College  of  Medicine 
Description  of  the  mode  of  infection  and 
the  pathology  involved.  Discussion  of  the 
different  types  with  the  signs  and  symptoms 
referable  to  each.  The  importance  of  a 
careful  history  as  the  most  important  aid  in 
the  diagnosis  is  stressed.  Cases  exhibiting 
the  interesting  vagaries  of  the  disease  will 
be  presented  with  the  aid  of  lantern  slides. 

“Facilities,  Personnel  and  Waters  as  Presented 
for  Treatment  at  the  Saratoga  Spa” 

Walter  S.  McClellan,  M.D.,  Saratoga 
Springs,  N.  Y.,  medical  director , Sara- 
toga Spa 

“New  Concepts  of  the  Etiology  of  Cancer” 

William  H.  Wehr,  M.D.,  Buffalo, 
surgeon , State  Institute  for  the  Study  of 
Malignant  Disease 

Discussion  of  various  types  of  cancer  with 
the  accepted  forms  of  therapy  and  the  end 
results  of  treatment. 

Luncheon  and  Introduction  of  Guests 

Afternoon  Session  (2:00  P.M.) 

Business  Meeting — Election  of  Officers 

“Chronic  Arthritis  from  the  Standpoint  of  the 
Practicing  Physician” 

Howard  K.  Thompson,  M.D.,  Boston, 
asst,  professor  of  medicine , Tufts  Medi- 
cal School:  head  of  Arthritis  Clinic, 

Boston  City  Hospital;  Robert  Breck 
Brigham  Hospital 


What  is  meant  by  orthodox  or  conventional 
treatment? 

What  is  the  latest  theory  as  to  the  cause? 
What  about  vaccine?  And  the  rumpus  about 
gold  salts,  diet,  and  proteins? 

Is  there  any  campaign  a family  physician 
can  carry  out  without  elaborate  equip- 
ment and  hospitalization? 

“Blood  Studies  in  Shock  as  a Guide  to  Therapy” 
(Illustrated  by  slides  and  motion  pictures) 

John  Scudder,  M.D.,  New  York  City, 
instructor  in  surgery,  College  of  Physi- 
cians and  Surgeons,  Columbia  University 
There  are  certain  tests,  which  can  be  read- 
ily mastered,  of  more  value  than  blood 
pressure  determination  in  the  anticipation 
of  shock.  These  tests  measure  loss  of  fluid 
from  the  blood.  In  following  a case  of 
shock,  the  sensitivity  of  these  tests  can  dif- 
ferentiate between  shock  due  to  trauma  or 
dehydration  and  shock  due  to  hemorrhage. 
Thus,  internal  hemorrhage  can  be  detected 
before  fall  in  blood  pressure  or  before  clinical 
manifestations  of  blood  loss. 

“The  Modern  Care  of  Civilian  and  Military 
Casualties  Under  Warfare” 

Charles  Bove,  M.D.,  New  York  City, 
surgeon  in  charge  of  a general  hospital 
in  Paris  at  the  time  of  the  invasion  of 
Paris 

A description  of  the  medical  setup  under 
present  warfare  conditions. 


Entertainment  for  Ladies 

The  ladies  will  join  with  the  members  of  the 
District  Branch  for  luncheon  and  in  the  after- 
no  3n  will  be  entertained  by  the  Onondaga 
County  Auxiliary. 


Sixth  District  Branch 

Thursday,  September  18,  1941 
The  Mary  Imogene  Bassett  Hospital 
Cooperstown,  New  York 


Morning  Session  (10:00  A.M.  Daylight  Saving 
Time) 

“The  Medical  Examiner  and  the  Coroner — Is 
New  Legislation  Needed?” 

Gilbert  Dalldorf,  M.D.,  Valhalla,  direc- 
tor, Division  of  Laboratories,  Grasslands 
Hospital 

“Diagnosis  and  Rationale  in  Treatment  of 
Carcinoma  of  the  Breast” 

Hugh  Auchincloss,  M.D.,  New  York 
City,  professor  of  clinical  surgery,  Col- 
lege of  Physicians  and  Surgeons,  Colum- 
bia University 

“Involutional  Melancholia” 

Edward  A.  Strecker,  M.D.,  Philadel- 


phia, professor  of  psychiatry,  University 
of  Pennsylvania  School  of  Medicine 

Luncheon  and  Introduction  of  Guests 

Afternoon  Session  (2:15  P.M.) 

Business  Meeting — Election  of  Officers 

“Management  of  the  Patient  with  Cardiac  Pain” 
Robert  L.  Levy,  M.D.,  New  York  City, 
professor  of  clinical  medicine,  College  of 
Physicians  and  Surgeons,  Columbia 
University 

“The  Physiology  of  High  Altitude  Flying” 
(Motion  Pictures) 


September  1,  1941] 
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Walter  M.  Boothby,  M.D,  Rochester, 
Minn.,  professor  of  experimental  me- 
tabolism, the  Mayo  Foundation,  and 
Director  of  the  Laboratory  for  Research 
in  Aviation  Medicine 

‘‘Clinical  Applications  of  Recent  Advances  in 
Nutrition” 


Norman  H.  Jolliffe,  M.D.,  New  York 
City,  associate  professor  of  medicine, 
New  York  University  College  of  Medicine 


Ladies  will  be  entertained  at  luncheon  at  the 
Cooperstown  Country  Club. 


Seventh  District  Branch 


Thursday,  September  2 5,  1941 
Oak  Hill  Country  Club 
Rochester,  N.  Y. 


The  Oak  Hill  Country  Club  is  located  on  Route  N.  Y.  2,  between  Pittsford  and 
Rochester  and  is  easily  reached  from  all  points  of  the  District.  In  approaching  Rochester 
from  the  east  and  south,  drive  on  north  through  Pittsford.  The  club  entrance  is  on  the 
west  side  of  the  road  and  has  its  name  in  large  letters  at  the  gate.  It  is  within  one-half 
mile  of  the  left  turn  toward  Rochester,  known  as  the  East  Avenue  Road.  The  clubhouse 
is  some  distance  back  from  the  entrance  gate  and  ample  parking  space  is  provided. 


Morning  Session  (Daylight  Saving  Time) 

9 : 30  Registration  at  Oak  Hill  Country  Club 

10:00  Motion  sound  pictures,  under  the  direc- 
tion of  Benjamin  J.  Slater,  M.D., 
Rochester,  N.  Y. 

“More  Trifles  of  Importance” 

“XXX  Medico” 

“The  Hidden  Master” 

“A  Way  in  the  Wilderness” 

Metro-Goldwyn-Mayer  pictures  recently 
released.  These  pictures  have  been  selected 
for  their  inspirational  and  historical  value 
in  regard  to  advances  in  medicine  and 
surgery. 

11:00  ‘ ‘Plasma  Proteins  and  Clinical  Problems” 

George  Hoyt  Whipple,  M.D.,  dean  and 
professor  of  pathology,  University  of 
Rochester  School  of  Medicine,  Rochester, 
N.  Y.,  with  associates — Drs.  S.  C. 
Madden,  E.  B.  Mahoney,  and  J.  W. 
Howland 

A great  deal  of  work  is  being  done  in 
the  Rochester  School  of  Medicine  relating 
to  plasma  proteins,  and  this  group  is  par- 
ticularly able  to  give  information  on  this 
subject  which  is,  at  the  present  time,  of  tre- 
mendous interest  in  civil  and  military  sur- 
gery. 

12:00  “The  Diagnosis  and  Treatment  of 
Lesions  of  the  Cranial  Nerves” 

Walter  E.  Dandy,  M.D.,  adj.  professor 
of  neurosurgery,  Johns  Hopkins  Uni- 
versity School  of  Medicine,  Baltimore, 
Maryland 

This  address  contains  the  results  of  much 
research  and  experience  during  the  past 
decade  and  is  concerned  with  trigeminal 
neuralgia,  glossopharyngeal  neuralgia,  Me- 
niere’s disease,  carcinoma  of  the  tongue  and 
spastic  torticollis;  also  tumors  and 
aneurysms  affecting  the  cranial  nerves. 

Discussion:  William  P.  Van  Wagenen,  M.D. 

Henry  Ward  Williams,  M.D. 

Rochester,  N.  Y. 


1:15  P.M.  Luncheon  and  Introduction  of 
Guests 

2 : 00  Business  Meeting — Election  of  Officers 

Afternoon  Session — Forum  on  Medicine  and 
Surgery 

The  afternoon  session  will  be  devoted  to  a 
forum  which  will  be  composed  of  four  panel 
discussions  as  follows,  beginning  at  2:15  p.m. 
Members  may  select  the  group  which  they  pre- 
fer to  attend,  designated  by  colored  cards  ob- 
tainable at  the  registration  desk. 

1.  “Health  and  Disease  in  Infancy  and  Child- 

hood” 

The  subjects  discussed  will  be' those  which 
have  a practical  value  and  are  problems  in 
which  many  members  of  the  Society  are  in- 
terested : 

“Treatment  of  Convulsive  Disorders  in 
Infants  and  Children” 

“Diagnosis  and  Treatment  of  Whooping 
Cough” 

“Vitamin  and  Mineral  Needs  of  Infants” 
“Rational  Procedures  in  Eczema  and  Aller- 
gic Disorders” 

“Tuberculosis  Control  in  Children” 
“Diagnosis  and  Management  of  Rheumatic 
Infection” 

Conductor:  Albert  D.  Kaiser,  M.D. 

Assistants:  John  Aikman,  M.D.,  Paul  W. 
Beaven,  M.D.,  William  L.  Bradford,  M.D., 
Samuel  W.  Clausen,  M.D.,  and  Jerome 
Glaser,  M.D. 

2.  “Modern  Drug  Therapy” 

Under  this  heading,  not  only  the  therapy 
of  the  sulfanilamide  group  is  brought  up  to 
date,  but  a discussion  of  vitamin  therapy  will 
be  taken  up. 

Conductor:  James  H.  Sterner,  M.D. 

Assistants:  Stanley  H.  Elenback,  M.D., 

Thomas  Killip,  M.D.,  John  S.  Lawrence, 
M.D.,  C.  Stewart  Nash,  M.D.,  Henry  C. 
Shaw,  M.D.,  Leo  F.  Simpson,  M.D.,  and 
Karl  M.  Wilson,  M.D. 
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3.  “The  Gastrointestinal  Tract  from  Medical 
and  Surgical  Points  of  View” 

Some  of  the  topics  that  will  be  covered  are: 
“Diagnosis  of  Gastritis  Made  with  a Gastro- 
scope” 

“The  Comparative  Merit  of  X-Ray  and 
Gastroscopy  in  the  Diagnosis  of  Diseases 
of  the  Stomach” 

“Mechanical  Laxatives” 

“Congenital  Lesions” 

“Psychic  Basis  and  Treatment  of  Certain 
Gastrointestinal  Symptoms” 

“X-Ray  Investigation  of  the  Duodenum” 
Conductor:  W.  J.  Merle  Scott,  M.D. 
Assistants:  Lyman  C.  Boynton,  M.D.,  Sol 

C.  Davidson,  M.D.,  Thomas  B.  Jones, 
MD.,  Libby  Pulsifer,  M.D.,  George  H. 


Ramsey,  M.D.,  Harry  L.  Segal,  M.D., 
and  Ellis  B.  Soble,  M.D. 

4.  “The  Puerperal  Period  and  Its  Complica- 
tions” 

This  discussion  will  cover  the  following: 
“The  Use  of  Sulfanilamide” 

“Blood  Transfusion” 

“Puerperal  Morbidity  Due  to  Extra-Pelvic 
Conditions” 

“Puerperal  Hemorrhages  Early  and  Late” 
“Conditions  Found  at  the  Postnatal  Ex- 
amination at  Six  Weeks” 

Conductor:  James  K.  Quigley,  M.D. 
Assistants:  Ward  L.  Ekas,  M.D.,  Shirley  R. 
Snow,  Jr.,  M.D.,  Joseph  B.  Loder,  M.D., 
James  W.  Thomson,  M.D.,  and  M.  Edger- 
ton  Deuel,  M.D. 


(The  program  jor  the  Eighth  District 
Branch  will  appear  in  a later  issue.} 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Edward  J.  Ballou 

55 

Cornell 

July  30 

Buffalo 

Frank  J.  Bevan 

65 

L.  I.  C.  Hospital 

August  11 

Forest  Hills 

Giuseepe  Bonaccolto 

76 

Palermo 

July  30 

Brooklyn 

William  LeF.  Case 

71 

Cleveland 

July  4 

Manhattan 

Ralph  E.  Clogher 

56 

Pennsylvania 

July  10 

Utica 

Olin  E.  Farley 

49 

McGill 

August  5 

Manhattan 

Edward  Frankel,  Jr. 
Frank  M.  Gipple 

69 

P.  & S.  N.  Y. 

July  5 

Manhattan 

88 

Buffalo 

July  29 

Williamsville 

Robert  Goldberg 

52 

Univ.  & Bell. 

June  13 

Bronx 

James  P.  Gould 

67 

Buffalo 

May  20 

Manhattan 

Mozart  Monae-Lesser 

62 

P.  & S.  N.  Y. 

August  8 

Manhattan 

Frank  J.  Monaghan 

75 

L.  I.  C.  Hospital 

July  26 

Oneonta 

Elmer  H.  Ormsby 

51 

Albany 

July  17 

Amsterdam 

William  J.  Prish 

80 

Hahne.  Phila. 

July  18 

Fredonia 

Willis  H.  Van  Der  Wart 

56 

Univ.  & Bell. 

July  16 

Schenectady 

RETURN  YOUR  INFORMATION  CARD  FOR  THE  A.M.A.  DIRECTORY  PROMPTLY 


About  September  1,  an  information  card  will 
be  sent  from  the  headquarters  office  of  the 
American  Medical  Association  to  every  physician 
in  the  United  States  and  Canada.  The  informa- 
tion secured  is  to  be  used  in  compiling  the  Seven- 
teenth Edition  of  the  American  Medical  Direc- 
tory. 

The  directory  is  prepared  at  regular  intervals 
in  the  Biographical  Department  of  the  American 
Medical  Association.  The  last  previous  edition 
appeared  in  1940.  This  volume  is  one  of  the 
most  important  contributions  of  the  American 
Medical  Association  to  the  work  of  the  medical 
profession  in  the  United  States;  it  has  been 
especially  valuable  in  the  medical  preparedness 
program.  In  it,  as  in  no  other  published  direc- 
tory, are  dependable  data  concerning  physicians, 
hospitals,  medical  organizations,  and  activities. 
The  directory  provides  full  information  concern- 
ing medical  colleges,  specialization  in  the  field  of 


medical  practice,  memberships  in  special  medical 
societies,  tabulations  of  medical  journals  and 
medical  libraries  and,  indeed,  practically  every 
important  fact  concerning  the  medical  profes- 
sion in  which  any  one  might  possibly  be  inter- 
ested. 

Before  filling  out  the  information  card,  read 
the  instructions  carefully.  Physicians  are  espe- 
cially urged  to  state  whether  or  not  they  are 
on  extended  active  duty  for  the  Medical  Re- 
serve Corps  of  the  United  States  Army  and 
Navy. 

Fill  out  the  card  and  return  it  promptly  whether 
or  not  a change  has  occurred  in  any  points  on 
which  information  is  requested.  If  a change  of 
address  occurs  before  March  1,  1942,  report  it 
at  once.  Should  you  fail  to  receive  a card 
before  the  first  of  October,  write  at  once  to  the 
headquarters  office  stating  that  fact  and  a dupli- 
cate card  will  be  mailed. 
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BETSY  ROSS  HOUSE  on  Arch  Street  in  Philadelphia.  It 
was  in  this  house  the  first  flag  of  the  United  States  was 
conceived  and  sewn  in  1777.  The  building  is  still  standing. 

-i 


ion 

REG.  U.  S.  PAT.  OFF. 

WYETH’S  BEEF  LIVER  WITH  IRON 


Bepron  is  indicated  in  the  treatment  of  the  nutri- 
tional anemias.  Bepron  is  a palatable,  complete 
preparation  which  contains  all  the  desirable  soluble 
constituents  of  fresh  whole  beef  liver  as  well  as  added 
soluble  ferrous  iron. 


Supplied  in  8-oz.  and  pint  bottles. 


Sa^o^a^ti^h^JE^fORI^TATyOURNA^^EDICmE 


Medical  Preparedness 


Civilian  Defense 


From  the  Office  of  Civilian  Defense  in  Wash- 
ington, D.  C.,  comes  information  of  certain  new 
appointments. 

A Medical  Advisory  Board  has  been  appointed 
by  the  United  States  Director  of  Civilian  Defense 
to  assist  the  Medical  Division  of  the  Office  of 
Civilian  Defense.  The  following  is  the  person- 
nel. 

Dr.  George  Baehr,  New  York  City,  Chairman 
Dr.  Robin  C.  Buerki,  Madison,  Wisconsin 
Dr.  Elliott  Cutler,  Boston 
Dr.  Oliver  Kiel,  Wichita  Falls,  Texas 
Dr.  Albert  McCown,  Washington,  D.  C. 

Dr.  Fred  Rankin,  Lexington,  Kentucky 

Dr.  H.  Van  Zile  Hyde,  senior  surgeon,  United 
States  Public  Health  Service,  has  been  assigned 
as  Medical  Officer  in  the  Office  of  Civilian  De- 
fense for  the  Second  Defense  Area  located  at  1 1 1 
Eighth  Avenue,  New  York  City.  Dr.  Hyde  will 
be  available  for  advice  and  consultation  in  the 
development  of  plans  for  the  establishment  of 
“Emergency  Medical  Services,”  as  provided  in 
Bulletin  No.  1 , Medical  Division,  United  States 
Office  of  Civilian  Defense,  which  is  about  to  be 
issued  and  distributed. 

Volunteer  Nurses’  Aides 

The  United  States  Director  of  Civilian  De- 
fense, Mayor  F.  H.  LaGuardia,  announces  the 
training  of  100,000  Volunteer  Nurses’  Aides  dur- 
ing the  next  twelve  months,  in  collaboration  with 
the  American  National  Red  Cross  and  the  major 
hospitals  of  the  country.  The  program  is  in  prep- 
aration for  a great  expansion  in  hospital  beds 
which  may  be  required  during  the  National 
Emergency,  at  a time  when  the  already  over- 
burdened nursing  facilities  of  civilian  hospitals 
are  seriously  depleted  due  to  the  demands  of  our 
military  and  naval  establishments  and  the  in- 
creasing needs  of  public  health  and  industrial 
hygiene  services. 

The  growing  deficiency  in  hospital  personnel  is 
now  being  met  in  part  through  the  training  of 
large  numbers  of  paid  subsidiary  hospital  workers 
by  the  NYA,  WPA,  and  other  agencies. 
The  training  program  for  Volunteer  Nurses’ 
Aides  is  designed  to  expand  the  effectiveness  of 
the  trained  nurse  in  hospitals,  clinics,  and  field 
nursing  services  by  supplying  her  with  intelligent 
assistants  who  can  work  under  her  direc- 
tion. 

The  curriculum  of  instruction  has  been  pre- 
pared by  the  Medical  Division  of  the  Office  of 
Civilian  Defense,  the  American  National  Red 
Cross,  and  the  Federal  Security  Agency.  Eligi- 
bility is  limited  to  women  between  the  ages  of  18 
and  50  who  have  had  at  least  a high-school  educa- 


tion or  its  equivalent  and  who  are  physically  fit 
The  course  will  provide  eighty  hours  of  intensive 
instruction  in  a period  of  seven  weeks.  The  first 
half  of  the  course  will  be  given  in  the  local  Red 
Cross  chapter  house  in  collaboration  with  local 
hospitals  and  nursing  organizations.  This  will 
constitute  the  probationary  period  and  will  re- 
quire two  hours  of  instruction  daily  on  five  days  a 
week  for  four  weeks. 

The  second  half  of  the  course  will  consist  of 
supervised  practice  in  a hospital  which  has  been 
designated  by  the  Office  of  Civilian  Defense  and 
the  Red  Cross  as  a Training  Center.  The 
American  National  Red  Cross  will  assist  the  hos- 
pital to  provide  competent  instructors  and  nurs- 
ing supervisors. 

Those  who  complete  the  course  will  be  enrolled 
in  the  Volunteer  Nurses’  Aide  Corps  of  the 
American  Red  Cross  with  the  assurance  that  they 
will  play  an  important  role  in  Civilian  Defense. 
They  will  retain  their  membership  in  the  Corps 
only  as  long  as  they  continue  to  render  adequate 
service  during  the  period  of  the  National  Emer- 
gency. This  is  defined  as  150  hours  of  volunteer 
service  in  a hospital,  clinic,  or  field  nursing  organ- 
ization in  at  least  one  three-month  period  in  each 
calendar  year. 

The  Office  of  Civilian  Defense  and  the  Ameri- 
can National  Red  Cross  will  provide  for  this  con- 
tinuing service  by  arrangement  with  local  hos- 
pitals and  field  nursing  agencies.  For  this  pur- 
pose the  Red  Cross  will  maintain  a Placement 
Bureau,  which  will  allocate  Volunteer  Nurses’ 
Aides  to  the  following  types  of  nursing  service: 
hospitals  and  clinics,  visiting  nurse  (home  visit- 
ing) agencies,  health  departments,  school  health 
services,  and  industrial  hygiene  clinics. 

By  serving  in  this  manner  as  assistants  to 
qualified  nurses,  their  training  will  be  continued. 
In  the  event  of  sudden  emergencies  during  a 
period  of  national  crisis,  they  will  then  be  im- 
mediately available  for  reassignment  to  hospital 
or  field  duty  by  the  Office  of  Civilian  Defense. 
There  will  be  opportunity  for  some  to  serve  as 
members  of  the  Mobile  Medical  Field  Units 
which  are  being  organized  in  hospitals  along  both 
seaboards  and  in  industrial  centers  in  the  interior, 
according  to  plans  announced  this  week  by  the 
United  States  Office  of  Civilian  Defense. 

Volunteer  Nurses’  Aides  will  wear  the  uni- 
forms and  insignia  of  Civilian  Defense.  The  new 
insignia  for  Nurses’  Aides  will  be  a red  cross  with- 
in the  triangle  and  circle  of  the  OCD,  indicating 
that  the  Aide  was  enrolled  and  trained  by  the 
Red  Cross  to  service  in  Civilian  Defense. 

Applicants  may  enroll  at  the  Red  Cross  chap- 
ter house  and  the  course  will  begin  in  each  locality 
as  hospital  arrangements  are  completed. 


THE  LATEST  WRINKLE 

Patient:  “What  does  the  price  include,  ten  days  in  the  hospital,  and  a medical  dictionary 

doctor?”  so  you  can  hold  your  own  at  bridge  games.” 

Doctor:  “The  price  includes  the  operation,  — Buffalo  Courier  Express 
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LOUDEN-KNICKERBOCKER  HALL.1"1 

81  LOUDEN  AVENUE  Tel.  Amity ville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 
Full  inf  or  motion  furnished  upon  request 
j JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 

PINE  WOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene.  Emphasizing 
diagnosis  and  treatment  of  Neuro-psychiatric  cases. 

In  addition  to  the  usual  forms  of  treatment  (occupational  therapy, 
physiotherapy,  outdoor  exercise,  etc.)  we  specialize  in  more  specific 
techniques.  Insulin,  Metrazol  and  Electro  shock.  Psychological  and 
physiological  studies.  Psychoanalytic  approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 
Dr.  Barnett  Rosenblum  ) Resident  Tel:  KATONAH  775 

Dr.  Abram  Lichtyger  J Physicians  YONKERS  5786 

N.  Y.  Office:  25  West  54th  St.  Tues.  & Fri.  by  appointment 
Circle  7-2380 


GLENMARY 

SANITARIUM 

For  individual  care  and  treatment  of  selected  number  of  Nervous 
and  Mental  cases,  Epileptics,  and  Drug  or  Alcoholic  addicts. 
Strict  privacy  and  close  cooperation  with  patient’s  physician  at 
all  times.  Successful  for  over  50  years. 

ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO,  TIOGA  CO.,  > . Y. 


WHEEL  CHAIR  ERAS 


With  the  Census  Bureau  reporting  that  Americans  may 
look  forward  to  a longer  stay  on  earth,  it  is  apparent  that 
the  problems  of  old  age  are  to  be  multiplied,  especially 
where  infirmities  are  evident. 

Old  age  pensions  and  other  forms  of  legislation  for 
later-life  security  have  their  limitations  and  cannot  pro- 
vide the  actual  care  required  or  the  absolute  rest  and 
peacefulness  that  veterans  of  life  have  earned.  In  dis- 
cussing the  subject  of  longevity,  the  American  Profes- 
sional Pharmacist  of  July  states  that  the  number  of  per- 
sons over  65  has  increased  three  million  within  the  last 
ten  years  and  predicts  the  approaching  need  of  “more 
wheel  chairs  and  less  baby  powder.” 

The  A.P.P.  recognizes  that  the  medical  profession  has 
partially  solved  the  challenge  of  an  increased  span  of 
life,  but  in  doing  so  our  medical  scientists  have  created 
new  problems  such  as  finding  markets  for  certain  mer- 
chandise, old  age  pensions  and  security,  and  a change  in 
the  balance  in  national  customs  and  social  laws. 

But  the  job  of  the  medical  profession  primarily  is  to 
save  lives  and  to  'preserve  life,  although  in  rehabilitating 
patients  it  often  solves  their  economic  problems  as  well, 
and  in  many  respects  the  medical  profession  has  already 
provided  for  the  care  of  the  aged.  If  we  must  think  of  a 
“ripe  old  age”  as  a wheel  chair  era  then  we  must  con- 


sider old  age  as  much  a medical  problem  as  a social  one. 

True,  many  old  folks  are  invalids  actually  or  figura- 
tively and  require  special  facilities  for  their  welfare 
and  special  nursing  care.  The  wants  of  those  on  in 
years  are  generally  few  and  simple.  For  the  most  part, 
they  want  quiet,  some  physical  comforts  and  some  one  to 
pay  them  a little  attention  and  a little  of  the  respect 
their  seniority  rates. 

Not  all  are  fortunate  in  having  really  devoted  relatives 
who  never  begrudge  the  burdens  of  constantly  attending 
an  aged  member  of  the  family.  Some,  even  with  such 
devoted  offsprings,  cannot  be  adequately  cared  for  in  the 
average  American  home. 

So  we  have  the  sanitarium  and  the  nursing  home  spe- 
cializing in  the  care  of  elderly  people;  attractive  places 
with  pleasant  environments  and  so  well  equipped  for 
the  comfort  of  the  aged  and  able  to  provide  the  special 
diets  and  nursing  so  necessary  in  making  their  declining 
years  easier  and  less  pain-ridden. 

If  the  sanitariums  and  nursing  homes  performed  no 
other  service,  the  one  humanitarian  role  of  devotion  to 
the  care  of  those  who  have  reached  the  “arm  chair  era” 
would  alone  be  sufficient  to  make  their  place  in  health 
work  worthy  of  full  recognition. 


AN  OPEN 
INSTITUTION 

• 

AUTHORITATIVE 

INFORMATION 

ON  POST-MEDICAL 
ASSISTANCE  IN 
ALCOHOLISM 
ON  REQUEST 


THE  CHAS.  B.  TOWNS  HOSPITAL 

41  SUCCESSFUL  YEARS 
TREATING  DRUG  AND 
ALCOHOL  CASES 

EXCLUSIVELY 

293  Central  Park  West,  New  York,  N.  Y. 

Schuyler  4-0770 
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Erie  County 

Eighty-seven  members  and  friends  of  the 
Academy  gathered  at  the  Orchard  Park  Golf 
Club  on  July  10  for  the  Annual  Field  Day  of  the 
Buffalo  Academy  of  Medicine.  Golf,  bridge, 
and  much  conversation  preceded  the  annual 
“victory”  dinner,  at  which  all  manner  of  awards 
and  prizes  made  their  appearance. 

The  new  officers  of  the  Buffalo  Otolaryngological 
Society  for  the  next  year  are:  president,  Dr. 

Morris  E.  Newman;  vice-president,  Dr.  Leon 
H.  Smith;  secretary,  Dr.  Joseph  G.  Krystaf; 
and  treasurer,  Dr.  Joseph  C.  Scanio. 

As  a part  of  the  National  Defense  Program, 
Buffalo  has  been  called  upon  to  establish  a 
collection  center  and  volunteer  donor  bureau  to 
collect  blood  for  transfusion  purposes.  Buffalo 
is  the  fourth  city  in  the  United  States  in  which  the 
American  Red  Cross  has  established  such  a 
center  under  the  supervision  of  the  National  Re- 
search Council,  says  the  Bulletin  of  the  county 
society. 

Dr.  Paul  W.  Searles  of  the  Buffalo  General 
Hospital  has  been  appointed  chairman  of  the 
local  Blood  Procurement  Service,  and  the  col- 
lection center  has  been  established  at  the  General 
Hospital  through  the  courtesy  of  Dr.  Fraser  D. 
Mooney,  superintendent.  Dr.  David  K.  Miller 
of  the  Edward  J.  Meyer  Memorial  Hospital  has 
been  selected  by  the  National  Research  Council 
as  their  representative  to  supervise  the  local 
project.  Dr.  E.  Hoyt  DeKleine  has  been  named 
by  Dr.  Searles  as  vice-chairman  of  the  Blood 
Procurement  Service. 

Collections  of  blood  are  made  daily,  and  after 
refrigeration  the  whole  blood  is  shipped  im- 
mediately to  laboratories  in  Philadelphia,  where 
the  plasma  is  processed  for  storage  in  the  dry 
state. 

The  quota  for  Erie  County  calls  for  fifty 
donors  per  day  and  the  task  of  enrolling  such 
large  numbers  is  a tremendous  project,  requiring 
the  assistance  of  all  who  can  devote  their  time 
to  the  work.  There  is  only  a limited  budget  for 
campaign  purposes. 

One  of  the  chief  hurdles  to  overcome  is  the 
public’s  fear  of  transfusions  which  arises  from 
the  heroic  values  assigned  to  transfusions  in  the 
not  too  distant  past. 

The  medical  profession  can  be  of  invaluable  as- 
sistance by  volunteering  themselves  as  donors 
early  in  the  campaign.  In  addition,  they  should 
disseminate  the  real  facts  about  transfusions, 
the  care  with  which  this  work  is  now  performed, 
the  physical  checks  made  beforehand,  and  the 
function  of  the  National  Research  Council  in  its 
advisory  and  supervising  capacity. 

By  carefully  and  sincerely  presenting  this 
project  to  the  public,  we  can  be  of  great  help  in 
furthering  this  program  and  thereby  serve  our 
country  in  a national  cause. 

Physicians  should  contact  the  American  Red 
Cross  or  the  office  of  the  Medical  Society  of  the 
County  of  Erie  and  obtain  a supply  of  donor 


enrollment  blanks  and  other  information,  in 
order  that  they  may  be  informed  when  asked 
about  the  Blood  Procurement  Service.  The 
Buffalo  Blood  Procurement  Service  (American 
Red  Cross)  telephone  number  is  Cl.  1182. 

The  Medical  Society  of  the  County  of  Erie 
strongly  urges  its  members  to  cooperate  to  the 
fullest  extent  in  this  undertaking,  and  it  is  hoped 
they  will  inform  their  patients  of  its  importance 
in  the  National  Defense  Program. 

Jefferson  County 

Dr.  Harold  L.  Gokey,  Alexandria  Bay,  former 
president  of  the  county  medical  society,  was 
elected  chairman  of  the  County  Health  Prepared- 
ness Committee  at  the  organization  meeting 
held  in  the  supervisors’  room  of  the  county 
building  on  August  6. 

Kings  County 

The  Friday  afternoon  lectures,  held  at  4 : 30- 
5:30  p.m.  in  the  MacNaughton  Auditorium,  are 
announced  as  follows  for  October  and  Novem- 
ber: 

October  3 — “The  Present  Concept  of  Colitis 
and  Its  Management” — Dr.  Burrill  B.  Crohn, 
New  York  City. 

October  10 — “Hernia” — Dr.  Alfred  H.  Iason, 
Brooklyn. 

October  17 — “The  Approach  to  Differential 
Diagnosis  of  Medical  Conditions” — Dr.  George 
A.  Sheehan,  Brooklyn. 

October  24 — “Recent  Concepts  of  Rickettsial 
Diseases.  Endemic  Typhus  (Brill’s  Disease); 
Its  Diagnosis  and  Frequency” — -Dr.  Simon  R. 
Blatteis,  Brooklyn. 

October  31 — “Recent  Advances  in  Digitalis 
Therapy  with  Particular  Attention  to  the  Use  of 
Pure  Glycosides” — Dr.  Arthur  C.  DeGraff,  New 
York  City. 

November  7 — “Migraine  and  Epilepsy” — Dr. 
Leo  M.  Davidoff,  Brooklyn. 

November  14 — “Evaluation  of  Drug  Therapy 
in  Heart  Disease” — Dr.  Harry  Gold,  New  York 
City. 

November  21 — No  Lecture — (Thanksgiving 
Holiday). 

November  28 — “A  Consideration  of  Essential 
Hypertension  as  a Metabolic  Disease” — Dr. 
Homer  Smith,  New  York  City. 

The  Round-Table  Conferences  on  Mondays  at 
4:30  p.m.  in  the  MacNaughton  Auditorium  are 
announced  as  follows  for  October  6 to  December 
1: 

October  6 — “Problems  in  the  Management  of 
the  Diabetic  Patient” — Dr.  George  E.  Anderson 
and  Dr.  Edmund  L.  Shlevin,  Brooklyn. 

October  13 — No  Lecture — Holiday  (Columbus 
Day). 

October  20 — “The  Medical  and  Surgical  Man- 
agement of  the  Tuberculous  Patient” — Dr. 
Charles  E.  Hamilton  and  Dr.  Edwin  J.  Grace, 
Brooklyn. 

[Continued  on  page  1790] 
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THE  MAPLES  INC.,  OCEANSIDE, L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rales:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 

DR.  BARNES  SANITARIUM 
STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  4-1143 

BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 

WOODLAWN  SANITARIUM,  INC. 

For  Medical  and  Surgical  Cases 

Complete  modern  equipment,  including  X-Ray,  fluoroscope  and 
combination  incubator  and  oxygen  tent  for  infants. 

412  East  238th  Street  Bronx,  N.  Y. 

Telephone  FAirbanks  4-3601 
See  also  our  adv.  p.  49a  Medical  Directory 


‘INTERPINES 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 

Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET—  HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD  Director 

FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


“TRAVEL  MEDICINE” 


Canada,  always  a colorful  vacation  retreat — summer 
or  winter — is  even  more  so  now  in  its  warlike,  though 
peaceful,  setting. 

In  nearly  every  Province  the  country  to  our  north  offers 
a pageant  of  war  personalities.  Ottawa  is  a city  of 
picturesque  contrast,  presenting  the  aspects  of  a boom 
town  through  its  new  war  buildings  and  war  population. 
A step  from  the  United  States  Embassy  are  street  scenes 
of  multicolored  uniforms  where  soldiers  of  Poland,  Bel- 
gium, Holland  and  Norway  mingle  with  comrades  wear- 
ing the  dark  blue  of  the  Royal  Canadian  Navy,  the  light 
blue  of  Aviation  and  the  khaki  and  blue  from  all  points  of 
the  British  Empire. 


Coupled  with  the  diplomatic  and  military  life  of  the 
capital  are  the  Royal  exiles  and  families  of  Netherlands 
and  the  grand  duchy  of  Luxembourg.  Canada  with  its 
66  training  schools  is  the  hub  of  the  Empire’s  air  forces 
and  vacationists  soon  become  acquainted  with  the  uni- 
forms from  far  away  lands  seen  everywhere.  The 
Dominion  air  schools  now  draw  recruits  from  New 
Zealand,  Australia  and  the  most  remote  of  British  pos- 
sessions. In  addition  to  American  volunteers  in  training 
are  students  from  Mexico,  Peru  and  Argentine.  Out- 
side Toronto  is  “Little  Norway”  where  the  Royal  Nor- 
wegian flyers  are  forming  a unit  for  Canada’s  fighting 
(< Continued  on  page  1791) 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 
HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRUNSWICK 

k i p A Private 
U «V>  k Sanitarium 
Broadway  and  Louden  Avenue 
AMITYVILLE,  L.  I.— Phone:  1700,  01,  02 
N.  Y.  Office— 67  W.  44th  Street 
Tel:  MUrray  Hill  2-8323 
C.  L.  MARKHAM,  M.D.,  Supt. 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  nerv- 
pus  disorders. 

Separate  accommoda- 
tions for  nervous  and 
backward  children. 
Physicians’  treatments 
rigidly  followed. 


FALKIRK 

• IN  THE  . 

RAMAPOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 
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October  27 — “The  Management  of  Common 
Orthopedic  Problems” — Dr.  Joseph  B.  L’Epis- 
copo  and  Dr.  Herbert  C.  Fett,  Brooklyn. 

November  3— “The  Management  of  Peripheral 
Vascular  Diseases” — Dr.  Irving  S.  Wright,  New 
York  City,  and  Dr.  Jacob  W.  Kahn,  Brooklyn. 

November  10— “The  Diagnosis  and  Manage- 
ment of  Arthritis” — Dr.  Martin  Henry  Dawson, 
New  York  City,  and  Dr.  Abraham  S.  Gordon, 
Brooklyn. 

November  17— “Surgical  Diseases  of  the  Ab- 
domen. When  to  Operate” — Dr.  Robert  F. 
Barber  and  Dr.  Louis  Berger,  Brooklyn. 

November  24— “The  Management  of  Endo- 
crinological Problems” — Dr.  Ephraim  Shorr  and 
Dr.  Charles  S.  Byron,  Brooklyn. 

December  1 — “The  Diagnosis  and  Manage- 
ment of  Disorders  of  the  Blood” — Dr.  Eugene  R. 
Marzullo  and  Dr.  Maurice  Morrison,  Brooklyn. 

Questions  should  be  submitted  to  Dr.  Harry 
Mandelbaum,  chairman,  Clinical  Committee. 

New  York  County 

While  other  factors  contribute  to  stillbirths  and 
infant  deaths  within  the  first  ten  days  of  life, 
prematurity  remains  the  most  important  single 
cause  of  mortality  in  this  group,  notes  the  New 
York  Medical  Week , and  it  adds  that  the  Special 
Committee  on  Infant  Mortality  of  the  Medical 
Society  of  the  County  of  New  York  has  therefore 
emphasized  the  study  of  prematurity  in  the  past 
year.  It  has  investigated  all  phases  of  the  sub- 
ject, including  pathology,  the  pediatric  care  of 
the  premature,  obstetric  factors  tending  to 
prevent  premature  births,  and  various  public 
health  considerations.  It  will  continue  to  de- 
vote special  attention  to  this  question  until  pre- 
maturity has  been  eliminated  as  an  important 
cause  of  infant  deaths. 

Altogether,  however,  infant  mortality  is  one  of 
the  bright  spots  in  the  annals  of  medical  prac- 
tice and  public  health.  In  the  past  twenty  years 
it  has  declined  45  per  cent  throughout  the  nation. 
Moreover,  the  drop  has  been  a progressive  one 
and  shows  no  sign  of  slackening.  If  the  present 
local  rate  for  1941  continues,  this  year  will  close 
with  the  lowest  rate  in  the  history  of  New  York 
City. 

Naturally,  the  county  society  does  not  at- 
tribute this  progress  solely  or  even  chiefly  to 
the  activities  of  its  Special  Committee.  In  its 
efforts  the  latter  has  had  the  assistance  of  the 
Department  of  Health,  the  Maternity  Center, 
and  many  individual  physicians.  There  is  no 
doubt,  however,  that  this  collaboration  has 
proved  mutually  beneficial,  and  the  Committee’s 
work  “may  properly  be  considered”  as  having 
contributed  to  the  noteworthy  gains  that  have 


[N.  Y State  J.  M. 

been  achieved  and  are  in  the  process  of  mak- 
ing. 

Dr.  Kirby  Dwight’s  yacht  “Flyaway”  came  in 
second  in  the  Eastern  Long  Island  handicap  class 
race,  staged  as  the  choice  event  in  the  Eastern 
Long  Island  Racing  Regatta  which  was  held 
during  this  season. 

Queens  County 

The  Graduate  Education  Committee  propose 
to  initiate  courses  in  Fractures  and  General 
Medicine  for  this  fall  or  winter.  Will  members 
of  the  society  who  are  interested  in  these  courses 
please  signify  their  interest  by  communicating 
with  the  Chairman  of  the  Committee  through 
the  society’s  office. 

A tentative  program  has  been  drawn  up  for  a 
course  in  allergy  to  be  given  for  the  society  in 
October.  Arrangements  are  being  completed 
through  the  chairman  of  the  State  Society’s  Com- 
mittee on  Public  Health  and  Education.  It  is 
requested  that  those  interested  communicate 
with  the  chairman  of  our  Graduate  Education 
Committee.  Attendance  will  be  gratis. 

St.  Lawrence  County 

The  county  society  met  in  Ogdensburg  on 
August  7 and,  after  a luncheon  at  the  country 
club,  enjoyed  a program  of  bridge  and  golf. 

Westchester  County 

The  handling  of  emergency  calls  and  first-aid 
cases  in  Peekskill  can  best  be  taken  care  of  by 
“your  own  doctor,”  declared  Dr.  Robert  Koop 
in  a brief  statement  issued  on  July  30  on  behalf 
of  the  Peekskill  Medical  Board. 

The  statement  follows: 

“The  Medical  Board  agreed  that  the  prompt, 
efficient  care  in  an  emergency  can  be  assured 
only  by  your  own  doctor. 

“In  an  emergency  call  him.  If  unavailable, 
his  office  will  secure  another  physician  for  you.” 

The  statement  came  as  a result  of  a discussion 
among  the  doctors  on  the  recent  flare-up  on  the 
handling  of  emergency  cases.  Attention  on  this 
matter  was  focused  by  the  Peekskill  Lions  Club 
following  the  drowning  of  a boy  in  the  pool  at 
Indian  Point  Park,  when  there  was  considerable 
delay  in  securing  the  services  of  a doctor. 

The  matter  was  recently  discussed  at  a special 
meeting  of  the  Medical  Board  of  the  Peekskill 
Hospital,  and  it  was  announced  that  a statement 
would  be  forthcoming  shortly. 

A spokesman  for  the  group  said  he  believed 
that  the  “plan,”  which  had  “always  worked  out 
satisfactorily  in  the  past,”  would  “work  out  well 
in  the  future.” 


VITAMINS  GOING  WILD 
The  public  is  warned  in  an  editorial  in  the 
New  York  Medical  Week  that  “unscrupulous 
salesmen  of  certain  vitamin  preparations”  are 
canvassing  housewives  and  making  “the  false 
assertion  that  they  are  making  a survey  for  the 
Department  of  Health.”  The  editorial  points 
out  that  the  department  does  not  sponsor  com- 
mercial sales  and  that  it  is  not  conducting  a 


survey  relating  to  vitamin  products.  The  edi- 
torial continues: 

“The  unsupervised  sale  of  vitamin  prepara- 
tions has  reached  serious  proportions  even  with- 
out this  angle.  Desirable  as  the  addition  of 
specific  vitamins  is  to  deficient  diets,  there  are 
grave  dangers  inherent  in  the  indiscriminate 
use  of  vitamin  concentrates.” 
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A PRIVATE  SANITARIUM  for  the  individual  care  and 
treatment  of  nervous,  mildly  mental  patients,  toxic  conditions 
and  habit  problems.  Located  in  centred  Connecticut,  limited 
to  33  selected  patients. 

25  Marlborough  St.,  PORTLAND,  CONN. 

Tel.  : MIDDLETOWN  881 


CARL  P.  WAGNER,  M.D. 
Physician-in-Charge 


GERARD  RYAN,  M.D. 
Associate 


;s.  In  another  field  may  be  seen  the  free  French  in 
[aining. 

Like  Ottawa,  Toronto  is  a city  of  foreign  tongues 
id  foreign  personalities  made  doubly  exotic  by  the  kilts 
id  bagpipe  bands  of  Canada’s  Scottish  regiments, 
io  compensate  for  the  closing  of  hotel  and  cafe  festivities 
midnight,  visitors  may  witness  the  stirring  scene  on 
ie  stroke  of  twelve  when  the  orchestras  play  “God  Save 
iie  King,”  and  tourists  and  natives  alike  stand  on  their 
Jet  adding  to  the  finale  of  a day  nearer  peace  and  free- 
bm  for  all  men  who  wish  to  work  out  their  own  destinies. 


* * * 

| Travel  South,  during  the  summer  now  almost  at  an 
id,  increased  considerably,  due  largely  to  the  fact  that 
bople  are  learning  that  temperature  and  geography  are 
tat  twins.  They  are  beginning  to  understand  that 
anperatures  at  southern  seashores,  even  in  the  tropics, 
’e  often  lower  than  those  in  our  northern  states,  par- 
cularly  inland  states. 


CREST  VIEW 

SANITARIUM  GREF™WIC" 

f For  Nervous,  Mildly  Mental,  Digestive  and  Cardiovascu- 
lar cases,  and  special  care  for  ELDERLY  PATIENTS. 
Quiet,  refined,  homelike.  2 5 miles  from  N.  Y.  City. 
Moderate  rates. 


f.  st.  clair  hitchcock,  M.D.,  Director 
275  NORTH  MAPLE  AVE.,  GREENWICH,  CONN. 


GREENMONTojvHUDSON 

ESTABLISHED  1880  BY  DR.  PARSONS 

For  special  care  and  treatment  of  Nervous  and  Mental  Disorders. 
Convalescents,  and  selected  cases  of  Alcoholism.  Unusual  home- 
like atmosphere.  State  licensed.  Moderate  rates.  A5  minutes 
from  New  York  City. 

EDMUND  J.  BARNES,  M.D.,  PHYSICIAN  IN  CHARGE 

OSSINING,  N.  Y.— OSSINING  1989 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates — Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


This  is  true  because  of  the  constant  cooling  trade 
winds  that  fan  the  Caribbean  seashore  cities  after 
sweeping  across  4,000  miles  of  open  ocean.  Miami, 
Havana,  Nassau  and  the  West  Indian  resorts  are  particu- 
| larly  favored. 


SCHOOLS 


CHOOL  AND  COLLEGE  ADVISOR)  CENTER 

Affiliated,  with  National  Bureau  of  Private  Schools 
REE  INFORMATION  and  CATALOGS  on  all  schools  and  col- 
ges:  ACADEMIC:  Preparatory,  Day,  Boarding,  Military,  Finish- 
g,  2 and  4 year  colleges.  PROFESSIONAL:  Secretarial,  Art, 
'ramatic,  Dietetics,  Costume  Design,  Laboratory  Assistants, 
jurnalism,  etc.  Also  special  schools  for  adjustment  cases. 

22  Fifth  Ave.  (at  44th  St.)  New  York  City,  Phone  MUr.  Hill  2-8840 


CAPABLE  ASSISTANTS 


Our  free  placement  service  will  be  glad  to  help  you  select  ex- 
actly the  right  assistant.  Paine  Hall  graduates  are  girls  of  character, 
intelligence,  appearance — thoroughly  qualified  to  assist  in  office 
and  laboratory;  trained  in  haematology,  blood  chemistry,  urin- 
alysis, clinical  pathology,  medical  stenography,  bookkeeping. 
Address  inquiries  to  C.  R.  Porter, Principal. 


“d  &me4lat£ 

Licensed  by  the  State  of  New  York 


101  W.  31st  SL 
New  York 
BRyant  9-2831 


3>o  you  Need  a plained 
Medical  AlAiilaul? 

/'"GRADUATES  with  twelve  months  intensive  train- 
\T"ing  in  laboratory  techniques,  apparatus  and 
%J  secretariat.  High  School,  College,  Nursing  or 
Business  School  Background.  Intelligent  assistants 
possessing  personality,  ability  and  all  the  requisites 
essential  to  the  trained  Medical  Assistant. 

"Mi"  Mg*u&L  School 

6-1186  N.  Y.  C. 

for 

MEDICAL  ASSISTANTS 

Licensed  by  the  State  of  New  York 


THE  X-RAY  HOSPITAL 

announces  classes  in 
X-RAY  DIAGNOSIS  • X-RAY  THERAPY 
and  RADIUM  THERAPY 

for  General  Practitioners 
PREPARATION  FOR  BOARD  EXAMINATIONS 

EVENING  AND  SUNDAY  CLASSES 

COURSES  START  JAN.  1ST,  APR.  1ST,  OCT.  1ST 

Phone  for  further  particulars 

• 

THE  X-RAY  HOSPITAL,  which  is  open  to  the  medical  profession, 
is  a General  Hospital  equipped  for  medical,  surgical  and  malignant 
cases.  Qualified  Radiologists  privileged  to  use  Hospital  equip- 
ment consisting  of  400,000-200,000  lv.V.  X-ray  equipment,  Chaul 
Apparatus,  Radium,  etc. 

10  MT.  MORRIS  PARK  WEST,  NEW  YORK,  N.  Y. 
Tel.:  But.  8-6988 
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is  your  copy  of  the  familiar  Medical  Directory  of 
New  York,  New  Jersey  and  Connecticut  in  which  is 
included  the  Classified  Directory  of  Accepted  Medical 
Products  and  Services  printed  on  buff  colored  pages. 


new 


Connecticut 


you  may  carry  this  section 
listing  accepted  medical 
products  and  services  bound 
separately  in  a convenient 
size  without  the  1,000  or 
more  pages  of  general  Di- 
rectory. It  is  a most  handy 
reference  guide  on  products 
and  services  so  that  you 
may  have  this  information 
available  when  you  really 
need  it. 
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A LIMITED  NUMBER  OF  REPRINTS  ARE  STILL  AVAILABLE 
25*  EACH  WHILE  THEY  LAST  ! 

Please  send  remittance  with  your  order  to 

MEDICAL  DIRECTORY  OF  NEW  YORK,  NEW  JERSEY  AND  CONNECTICUT 

280  Madison  Ave.,  N.  Y.  City  MUrray  Hill  5-8140 

S.y  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
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Classified  Index  of  Service  and  Supplies 

N Your  Guide  to  Opportunities  for 

POSITIONS  LOCATIONS  [ HELP  ] PURCHASES  SERVICES  j 

Classified  Rates 

plates  per  line  per  insertion: 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .75 

FOR  RENT 

WICKERSHAM  PROFESSIONAL  BUILDING 

133  East  58th  Street.  One  6-Room  unit — priced  at  $1800 — can  be 
divided.  One  3-Room  unit — priced  at  $1000.  24-hour  telephone 
interception  service. 

Mr.  Aymar  on  premises,  PLaza  8-1810. 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Dopy  must  reach  us  by  the  20th  of  the  month  for  issue  of  First 
ind  by  the  5th  for  issue  of  Fifteenth 

Excellent  opportunity  for  Doctor  to  rent  several  rooms  in  sec- 
tion of  Ozone  Park,  surrounded  by  two  family  houses.  A Doctor 
is  needed  in  this  vicinity.  Write  M.  Kornobis,  110-14  106th 
Street,  Ozone  Park,  N.  Y. 

SANITARIUM  FOR  SALE 

PATENT  ATTORNEY 

Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 

WANTED 

Sanitarium  established  18  years  specializing  in  dietetics  for 
ihose  taking  the  Saratoga  Springs  Rest  Cure.  Clientele  primarily 
jbtained  through  medical  recommendations.  Basic  rates  $35.00- 
&50.00  weekly.  Twenty  guests  comfortably  accommodated. 

VI.  L.  Halligan,  R.N.  “Viasana”  Saratoga  Springs 

FOR  SALE 

FOR  SALE:  Home,  office  and  2-car  garage.  General  practice. 

3uburbs  of  Philadelphia.  Retiring.  Box  1000,  N.  Y.  State  Jr. 
Med. 

BOOK  Manuscripts  Wanted.  Works  of  public  interest  on  all 
subjects.  Write  for  free  booklet.  Meador  Publishing  Company, 
324  Newbury  Street,  Boston,  Mass. 

PARTNER  desired,  experienced  mental  hygienist,  accredited 
physician.  Home  for  problem  children.  Must  have  $5000. 
Beautiful  house,  grounds  near  water,  within  city  limits.  Box 
1300,  N.  Y.  State  Jr.  Med. 

Small  estate:  one-half  acre  land,  7 very  large  rooms,  bath, 
lavatory,  large  porches,  2-car  garage.  Six  minutes  to  station. 
C.  Meyer,  247  Knollwood  Rd.,  White  Plains,  N.  Y. 

INDEX  TO  ADVERTISERS  AND  ADVERTISED  PRODUCTS 

(Continued  from  page  1708 ) 


Biological  and  Pharmaceutical 

Argyrol  Products  (A.  C.  Barnes  Company) 

Auralgan  (Doho  Chemical  Co.) 

i Benzedrine  Sulfate  Tablets  (Smith,  Kline  & 

French  Lab.) 

Bepron  (John  Wyeth  & Brother) 

Carnacton  (Cavendish  Pharmaceutical  Corp.) .... 

| Cobra  Venom  Solution  (Hynson,  Westcott  & 

Dunning) 

Cot-Tar  (Doak  Company) 

Decholin  (Riedel-de  Haen,  Inc.) 

Diurbital  (Grant  Chemical  Co.) 2nd 

Drisdol  (Winthrop  Chemical  Co.) 

Elixir  Bromaurate  (Gold  Pharmacal  Co.) 

Entoral  (Eh  Lilly  & Co.) 

Galatest  (Denver  Chemical  Co.) 

H-R  Emulsion  Cream  (HoUand-Rantos  Co.) 

Koromex  (HoUand-Rantos) 

Macy’s  Prescription  Department 

Metamucil-2  (G.  D.  Searle  & Co.) 

Mucilose  (Frederick  Steams  & Co.) 

Oleum  Percomorphum  (Mead  Johnson) 4th 


Ortho-Gynol  (Ortho  Products  Co.) 1795 

171K  Parke,  Davis  & Company 1704 

171  a Silver  Picrate  (John  Wyeth  & Brother) 1708 

Sta-O-Gen  (Latimer  Labs.) 1702 

17™^  Sulfonamides  (E.  R.  Squibb  & Sons) 1716 

1 70  c Thesodate  (Brewer  & Co.) 1703 

1714  Zemmer  Company 1793 
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Cover 

1717 
1707 

1718 
1713 
1712 
1712 

1710 

1711 
1709 

Cover 


Dietary  Foods 

Canned  Foods  (American  Can  Company) 1699 

Miscellaneous 

Carstairs  Distilling  Co 3rd  Cover 

Meador  Publishing  Co 1793 

National  Association  of  Chewing  Gum  Manufac- 
turers.   

National  Bureau  of  Private  Schools 1791 

National  Discount  & Audit  Co 1703 

New  York  Polyclinic  Medical  School 1713 

Pediforme  Shoe  Company 1704 

X-Ray  Hospital 1*91 


PRESCRIBE  OR  DISPENSE  ZEMMER 


Pharmaceuticals,  Tablets,  Lozenges,  Ampules,  Capsules,  Ointments,  etc. 
Guaranteed  reliable  potency.  Our  products  are  laboratory  controlled. 
Write  for  general  price  list. 

THE  ZEMMER  COMPANY 

Chemists  to  the  Medical  Profession  Oakland  Station  Pittsburgh,  Penna. 


• When  you  prescribe  a method  for  child-spacing,  your  first  concern  is  effectiveness. 
This  is  based  on  three  principal  factors: 

1.  Careful  instruction.  2.  Cooperation  of  the  patient.  3.  Good  materials. 
When  the  first  two  have  been  fulfilled,  Ortho-Gynol  and  the  Ortho  Diaphragm  will 
be  found  dependable  for  their  part  of  the  task.  Physicians  like  yourself  prescribe 
Ortho-Gynol  because  it  is  instantly  spermicidal  on  contact,  tolerable  and  stable. 


ACEPHEDRINE 


When  efforts  at  desensitization  have  failed  or 
been  only  partially  successful  in  relieving  hay 
fever  or  asthma,  well-planned  symptomatic 
treatment  may  bring  welcome  relief. 

Solution  Racephedrine  Hydrochloride 
(racemic  ephedrine)  is  a reliable  decon- 
gestant when  applied  to  the  nasal  mucous 
membranes.  Capsules  Racephedrine  Hydro- 
chloride may  be  given  to  prevent  attacks  and 
ameliorate  their  severity. 

RACEPHEDRINE  HYDROCHLORIDE 

(UPJOHN) 

Supplied  in  the  following  forms: 
Solution  Racephedrine  Hydrochloride  ( Upjohn ) 
1%  in  Modified  Ringer's  Solution,  in  one  ounce 
dropper  bottles  for  prescription  purposes,  and  in 
pint  bottles  for  office  use 

Capsules  Racephedrine  Hydrochloride  (Upjohn), 
% grain,  in  bottles  of  40  and  250  capsules 
Powder  Racephedrine  Hydrochloride  (Upjohn), 
in  Vi  ounce  bottles 

iiafllLfc 

Upiohn 

JB.  JP  KALAMAZOO.  MICHIGAN 
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Intraperitoneal  Actinomycosis,  Richard  A.  Leonardo,  M.D i860 

Acute  Bacterial  Endarteritis  of  a Patent  Ductus  Arteriosus,  William  Travis  Gibb, 
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Peripheral  Neuritis  Following  the  Use  of  Sulfamethylthiazole  in  a Case  of  Sub- 
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PYRIDIUM 

Reg.  U.  S.  Pat.  Off. 


Left — enlarged  urethroscopic 
view  of  normal  prostatic  ure- 
thra showing  verumontanum. 

Right — chronic  inflammation. 


for  the  Chemotherapy  of 
Common  Uropathies 


Another  important  contribution  has  been  added  to  the  published  reports  on  the  effec- 
tiveness of  Pyridium  for  prompt  symptomatic  relief  in  common  urogenital  infections. 
Morrissey  and  Spinelli*  state: 


"In  the  cases  of  prostatic  hypertrophy  it  was  observed 
that  urinary  frequency  by  day  and  night  was  markedly 
diminished  in  those  cases  showing  a residual  not  above 
5 ounces.  The  associated  cystitis  commonly  observed  in 
these  cases  of  hypertrophy  was  noted  to  be  improved  from 
the  standpoint  of  pain  and  discomfort.  Following  cysto- 
scopic  diagnostic  procedures  in  all  of  these  patients — 
pyelography,  urethral  and  ureteral  dilatation — the  usual 
need  for  opium  or  other  analgesics  was  absent,  these  cases 
all  having  been  given  pyridium  prior  to  cystoscopy." 


PYRIDIUM 


TRADE  MARK 


( Phenylaxo-Alpha-Alpho-Diomino- 

Pyridine  Mono-Hydrochloride) 


A decade  of  service 
in  urogenital 
infections 


*An  experimental  study  of  the  anesthetic  and  analgesic  properties  of  pyridium,  J.  Urol.  44:  381-385,  Sept.  1940. 

MERCK  &CO.  Inc.  RAHWAY,  N.  J. 
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To  Assure  Quick  Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


nUBIN  AMIWOPHYZjLJW 

7heophyUzn&-8thylen>ejTicvrLirLe 


American  Made  from  American  Materials 


H.  E.  DUBIN  LABORATORIES 


250  E.  43rd  St. 


INCORPORATED 


New  York,  N.  Y. 


1798 


1799 


You  Can’t  Pick  Tomatoes  for 


KempJi  £u*t- Rayed 


So  important  is  color  in  denoting  tomato 
quality  that  tomato  pickers  for  Kemp’s  Sun- 
Rayed  are  tested  for  perfect  color  vision. 
Pickers  must  select  tomatoes  that  are  red — 
the  exact  shade  of  red  which  means  proper 
degree  of  ripeness  by  U.  S.  Gov’t  standards 
. . . We  use  the  whole  tomato — carefully 
cored  and  inspected — and  convert  all  the 
red-ripe  solids  into  juice  by  our  patented 
process  No.  1746657.  That’s  why  Kemp’s 
Sun-Rayed  is  non-separating,  never  thin  or 
watery,  an  excellent  source  of  vitamins  A 
and  C and  a good  source  of  vitamin  Bi. 


THE  SUN-RAYED  CO.r  FRANKFORT,  INDIANA 
New  York  Agent:  Seggerman  Nixon  Corp.,  Ill  8th  A ve. 


NEVER  THIN  OR  WATERY 
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For  the  Failing  Hearts 

Phyllicin 

( theophylline-calcium  salicylate ) 

A well  tolerated  diuretic  and  myocardial  stimulant 

in  congestive  heart  failure, 
cardiovascular -renal  disease 
and  angina  pectoris. 

DOSE:  1 tablet  (4  grains) 

2 to  4 times  a day. 

Literature  and  trial  quantity  upon  request. 

BILHUBER-KNOLL  CORP.  - ORANGE,  NEW  JERSEY 
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DILUTE  MIXTURES 


Evaporated  milk 4 ozs. 

Water,  boiled 12  ozs. 

Karo 1 tbs. 


2 ozs.  every  3 hrs.  for  8 feedings 


Lactic  Acid  milk  (dried)  5 tbs. 


Water,  boiled 16  ozs. 

Karo tbs. 


2 ozs.  every  3 hrs.  for  8 feedings 

CONCENTRATED  MIXTURES 


Breast  milk 12  ozs. 

Evaporated  milk 4 ozs. 

Karo 1 tbs. 


2 ozs.  every  3 hrs.  for  8 feedings 


Lactic  Acid  milk  (2%) . . 16  ozs. 

Karo 2 tbs. 

2 ozs.  every  3 hrs.  for  8 feedings 


FEEDING  PROGRESS 

Days 

Drams 

Ounces  of 

of 

at  Each 

Feeding 

Age 

Feeding 

per  24  Hrs. 

1 

1 

1 

2 

2 

2 

3 

4 

4 

4 

6 

6 

5 

8 

8 

6 

10 

10 

7 

12 

12 

(8  drams  = 1 ounce) 

Most  of  the  common  milk  mixtures  have  been 
used  at  various  times  with  some  degree  of  success 
— evaporated,  acid  and  dried  milks,  and  butter-flour 
mixtures.  Those  high  in  protein  and  carbohydrate 
and  low  in  fat  are  the  most  suitable  in  concentrated 
formulas  properly  adapted  to  the  limited  digestive 
capacity  of  the  premature.  While  lactic-acid  milk 
with  addition  of  7 to  10  per  cent  by  volume  of  Karo 
syrup  yields  twenty-five  to  thirty  calories  per  ounce, 
evaporated  milk  with  5 to  10  per  cent  added  Karo 
syrup  is  equally  effective. 

Processed  or  acid  milks  are  advantageous  because 
of  the  fine  curds  produced,  the  premature  being  par- 
ticularly susceptible  to  curd  indigestion.  Nonfer- 
mentable  carbohydrate  in  quantities  similar  to  those 
used  in  normal  feeding  of  infants  may  be  added  to 
any  of  these  milks.  The  formula  may  be  concen- 
trated by  decreasing  the  water,  or  adding  powdered 
protein  milk  in  place  of  extra  amounts  of  sugar.” 

Kugelmass  : "Newer  Nutrition  in  Pediatric  Practice.” 

CORN  PRODUCTS  SALES  COMPANY 
17  Battery  JPIaee9  New  York  City 
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John  L.  Norris,  M.D.,  Chairman Rochester 

Leonard  Greenburg,  M.D.,  Secretary New  York 
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William  Crawford  White,  M.D.,  Secretary. . .New  York 


UROLOGY 
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HISTORY  OF  MEDICINE  PHYSICAL  THERAPY 
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ELIXIR  BROMAURATE 

IS  GIVING  EXCELLENT  RESULTS 


IN  WHOOPING  COUGH 


Shortens  theWurationJoflthe  cough,  relievesjtheldistressingjspasms  a nd*gi ve s|th e|c hi ldfre stj  and  |sleep.  Alsolvaluablefiii  other  PERSIST- 
ENT  COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  IN  four-ouncejoriginal  bottles.  Teaspoonful  every  3 to  4 hours. 

GOLD  PHARMACAL  CO.,  New  York 


r P R 0 L I C l]  L I M 

IN  OIL 

Physiologically  Standardized 


in  the  treatment  of 
AMENORRHEA  • DYSMENORRHEA 
and  DISORDERS  OF  THE  MENOPAUSE 

Literature  on  request 

LOESER  LABORATORY,  INC. 

37-43  West  26th  Street  New  York,  N.  Y. 
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WHAT  IS  THE  DIFFEREHCE 
BETWEEN  GELATINE  DESSERT  POWDERS 
AND  KNOX  GELATINE? 


READY-FLAVORED  KNOX 

CEUTINE  DESSERT  POWDERS  GELATINE 


Physicians  recognize  Knox  Gelatine  (U.S.P.) 
as  an  excellent  source  of  supplementary  pro- 
tein. Perhaps  you  are  already  prescribing  it 
to  some  of  your  patients.  If  so,  be  sure  they 
understand  the  difference  between  plain,  un- 
flavored Knox  Gelatine  and  ready-flavored 
gelatine  dessert  powders. 

Gelatine  dessert  powders  are  85 % sugar, 
only  10%  to  12%  gelatine.  Knox  Gelatine  is 
all  protein.  Among  its  15  amino  acids  are  7 


of  the  10  considered  “essential.”  It  contains 
absolutely  no  sugar  or  other  substances  to 
cause  gas  or  fermentation.  It  is  manufactured 
under  rigid  bacteriological  control  to  main- 
tain purity  and  quality. 

Your  hospital  will  procure  Knox  for  your 
patients  if  you  specify  it  by  name. 

For  amino  acid  analysis  and  information 
regarding  the  protein  value  of  Knox  Gelatine, 
use  coupon  below. 


KNOX  GELATIN E(u.s.p.) 

IS  PLAIN,  UNFLAVORED  GELATINE-ALL  PROTEIN 


Send  This  Coupon  for  Useful  Dietary  Booklets  ——  — 

□ The  Diabetic  Diet  □ Infant  Feeding  □ Peptic  Ulcer 

□ The  Protein  Value  of  Plain,  Unflavored  Gelatine  □ Reducing  Diets  and  Recipes 

KNOX  GELATINE,  Johnstown,  N.  Y.,  Dept.  474 
Please  send  me  free  booklets  for  the  medical  profession  as  checked. 

Name  j 

■ 

Address  j 

L I 


KNOX  I 

|g  | 

GElatiHI  I 

« IMVtlOPtS  V 

/'«TwiiwT(wiouiia  /V 
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BoreA  ^a\a^e 

Each  sip  of  smooth,  satisfying 
Johnnie  Walker  is  a taste-adven- 
ture— always  enjoyable,  always 
welcome. 

★ 

IT'S  SENSIBLE  TO  STICK  WITH 

Johnnie 

Walker 

BLENDED  SCOTCH  WHISKY 


CANADA  DRY  GINGER  ALE,  INC.,  NEW  YORK,  N.  Y. 
SOLE  IMPORTER 


From  "Good  Morning"  to  "Good  Night " 

PERSONALIZED  SERVICE 


The  instant  that  you  pick  up  your 
room  telephone  at  “New  York’s 
Friendly  Hotel”  you  are  immediately 
aware  of  receiving  individual  atten- 
tion! For  like  all  the  facilities  here, 
the  switchboard  service  is  truly  per- 
sonalized— and  our  guests  compliment 
it  particularly.  Handling  your  calls 
on  your  next  trip 
would  be  a pleas- 
ure—so  stop  with 
us.  Rates  from  $4 


Charles  E.  Rochester,  V.  P.  & Mng.  Dir. 

LEXINGTON  AVE.  at  48«>  ST.  NY.  C. 


HYCLORITE 


ANTISEPTIC 

For  irrigating,  swabbing,  and 
dressing  infected  cases  wherever 
an  antiseptic  is  needed. 

For  Hand  and  Skin  Sterilization 


kSSPlSrSSSS  To  Make  a Dakin’s  Solution 
of  the  American  Medical  °f  Correct  Hypochlorite 
Association  (N.  N.  R.)  Strength  and  Alkalinity. 

NON-POISONOUS  Practically  NON-IRRITATING 
Comprehensive  literature  on  request 


BETHLEHEM  LABORATORIES 

INCORPORATED 

300  Century  Building  Pittsburgh,  Pa. 


New  York  State  Champagne 
and  fine  American  still  wines 


When  a patient  requires  a superior  champagne  or 
a fine  wine  during  convalescence,  specify  "Great 
Western.” 

Most  good  stores  sell  genuine  "Great  Western.” 

Pleasant  Valley  Wine  Co. 

Established  I860  - - Rheims,  N.  Y. 
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A 

Z'  SE 

EDS  \ 

OR  safety  and  reliability  use  composite  Radon  seeds  in  your 
cases  requiring  interstitial  radiation.  The  Composite  Radon 
Seed  is  the  only  type  of  metal  Radon  Seed  having  smooth, 
round,  non-cutting  ends.  In  this  type  of  seed,  illustrated 
here  highly  magnified,  Radon  is  under  gas-tight,  leak-proof 
seal.  Composite  Platinum  (or  Gold)  Radon  Seeds  and 
loading-slot  instruments  for  their  implantation  are  available 
to  you  exclusively  through  us.  Inquire  and  order  by  mail, 
or  preferably  by  telegraph,  reversing  charges. 


THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Telephone  MO  4-6455  NEW  YORK.  N.  Y. 

N.y.S.Sr 
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In  early  childhood  . . . 


L 


J&ecLeules 


CEREvim 


: id 


ietli 


iovi 


inn 


CEREVIM,  a pre-cooked  cereal  food,  possesses 
those  properties  desirable  in  a first  solid  food  trig 
for  babies.  Babies  like  it  from  the  start,  and  because 
of  its  appealing  taste,  may  be  expected  to  con- 
tinue eating  it  through  early  childhood.  It  is 
easily  digested,  highly  nutritious  and  smooth  in 
texture. 


r;: 


.. 


B Vitamins  and  Minerals  from  Natural  Sources  y 

Cere  vim’s  comprehensive  formula  provides  the  f 
B vitamins  in  generous  amounts.  Each  ounce  con-  (So 

tains  100  International  Units  Thiamine  (Bi)  and  ^ 

. B< 

60  Bourquin  Sherman  Units  Riboflavin  (B2).  | 
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Calcium,  phosphorus,  iron  and  copper  are  pro-  In 

l 

vided  in  easily  assimilated  form;  proteins,  carbo- 
hydrates and  fats  in  a suitable  ratio — all  derived 
from  natural  sources  only. 


• ready  for  instant  use; 

• advertised  only  to  the  medical  profession; 

• sold  only  through  druggists. 


packages: 

Cerevim  is  sold  in  H and  1 lb.  containers. 


LEDERLE  LABORATORIES,  inc. 

30  ROCKEFELLER  PLAZA  • NEW  YORK,  N.  Y. 


INDEX  TO  ADVERTISERS 
AND 

ADVERTISED  PRODUCTS 
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>r.  Barnes  Sanitarium 

■ethlehem  Laboratories,  Inc 

lilhuber  Knoll  Corp 

lorden  Company,  The 

lovinine  Company,  The 

►righam  Hall  Hospital 

»runswick  Home 

Canada  Dry  Ginger  Ale,  Inc 

1.  Ceribelli  & Co 

'orn  Products  Sales  Company 

)rane  Discount  Corporation 

Ilrest  View  Sanitarium 

I.  E.  Dubin  Laboratories,  Inc 

Sim  crest  Manor 

Falkirk  in  the  Ramapos 

^ox  Physicians  Equipment  Exchange 

General  Electric  X-Ray  Corp 

jold  Pharmacal  Company 

Jalcyon  Rest 

dorlick’s  Malted  Milk  Corporation 

Jotel  Lexington 

'nterpines 

£emp  Bros.  Packing  Company 

Dhas.  B.  Knox  Gelatin  Co.,  Inc 

Lederle  Laboratories,  Inc 

Loeser  Laboratory,  Inc 

Louden-Knickerbocker  Hall 

McKinney  Sanitarium 

M.  & R.  Dietetic  Laboratories,  Inc 

The  Maples,  Inc 

Mead  Johnson  & Company 

Merck  & Company 

New  York  Medical  Exchange 

Northwest  Institute  of  Medical  Technology 

Paine  Hall 

Pediforme  Shoe  Company 

[Petrolagar  Laboratories,  Inc 

Pleasant  Valley  Wine  Co 

j Polachek,  Z.  H 

Pomeroy  Company,  Inc 

Radium  Emanation  Corp 

Riverside  Memorial 

Riverlawn  Sanitarium,  Inc 

Saratoga  Springs  Authority 

Sandoz  Chemical  Works,  Inc 

S.  M.  A.  Corp 

R.  J.  Strasenburgh  Co 

'Terrace  House 

The  Twin  Elms  Sanitarium 

Upjohn  Company 

U.  S.  Vitamin  Corp 

Viasana 

West  Hill ' 

X-Ray  Hospital,  The 

( Continued  on  page  1887 ) 
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MAXITATE 

WITH 

NITROGLYCERIN 


• Maxitate  with  Nitroglycerin  is  a 
tablet  designed  to  give  immediate 
relief  for  attacks  of  Angina  Pectoris 
and  continued  vasodilation  to 
guard  against  further  attacks.  By 
careful  adjustment  of  dosage,  the 
period  of  vasodilation  may  be  ex- 
tended indefinitely.  This  prolonged 
vasodilation  is  of  particular  value 
in  the  treatment  of  essential  hyper- 
tension. The  suggested  dosage  is 
one  to  two  tablets,  every  four  to 
six  hours. 

Maxitate  with  Nitroglycerin 
tablets  are  supplied  in  bottles 
of  100  only. 

Write  for  sample  and  folder 
No.  8. 

R.  J.  STRASENBURGH  COMPANY 

Pharmaceutical  Chemists  Since  1886 
ROCHESTER,  NEW  YORK 
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Every  wearer  of  an 
orthopedic  appliance 
will  benefit  by 
Pomeroy’s  70  years 
oj  designing  and  fit- 
ting experience  in 
this  specialized  and 
exacting  field. 


ORTHOPEDIC  APPLIANCES 

Care  in  following  physicians’  prescrip- 
tions; constant  supervision  in  manufac- 
ture,and  individual  adjustment  byskilled 
litters,  assure  lasting  satisfaction  to  the 
wearer  of  any  orthopedic  appliance  by 
Pomeroy 


BOSTON  — SPRINGFIELD 


POMEROY  SERVICE 


Each  Pomeroy  office  has  a personalized  service 
available  to  every  wearer  of  a Pomeroy  surgical 
appliance. 

Pameiay 


16  EAST  42nd  STREET,  NEW  YORK 

208  LIVINGSTON  STREET,  BROOKLYN 
— NEWARK  — DETROIT  — WILKES-BARRE 


VAGOTONIA 

A Synergistic  Association  of  Neurotropic  Drugs 

BELLADENAL 


Bellafoline a parasympathetic  sedative 

Phenobarbital a central  sedative 

SEDATIVE  ANTISPASMODIC 


Supplied:  Tubes  of  20,  bottles  of  100,  500 


Literature  and  samples  on  request 

SANDOZ  CHEMICAL  WORKS,  Inc.  New  York,  N.  Y. 
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It  is  difficult  to  plan  nutritionally- 
good  diets  when  a large  proportion  of  foods  eaten 
have  had  most  of  the  minerals  and  vitamins  re- 
moved by  refining. 


HALF-HEALTH, 

HALF-STRENGTH, 

HALF-HAPPINESS 


. . . can  result  from  diets  which  are  not  quite 
good  enough.1  You  know  well,  doctor,  the 
insidious  character  of  a sub-clinical  vitamin 
and  mineral  deficiency.  No  pathology,  no  objective 
symptoms,  no  specific  complaint  — yet  the  patient  feels 
below  par,  lacks  vitality,  and  is  often  depressed.  You 
take  a rational  step  towards  meeting  this  nutritional 
challenge  with  . . , 


I-SYNERAL  The  Original  Vitamin -Mineral  Concentrate 


(FUNK-DUBIN) 

Contains  vitamins  A,  Bb  B2(G),  C,  D,  E and  other  B 
Complex  factors,  together  with  essential  minerals:  cal- 
cium, phosphorus,  iron,  copper,  iodine,  manganese,  mag- 
nesium and  zinc  in  Funk-Dubin  balances. 


NOTE , DOCTOR  . . . when 
treating  specific  ailments , 
prescribe  V I-SYNERAL  as 
an  aid  in  establishing  an 
optimal  vitamin  - mineral 
regimen  to  help  revitalize 
the  patient's  system  and  en- 
courage a faster  and  more 
satisfactory  response  to 
your  specific  therapy. 


There  are  5 distinct  vi-syneral*  products  supplying 
specially  balanced  vitamin-mineral  potencies  for  five 
DIFFERENT  AGE  GROUPS:  1.  INFANTS  AND  CHILDREN 

2.  ADOLESCENTS  3.  ADULTS  4.  EXPECTANT  AND  NURSING 
MOTHERS  AND  5.  SPECIAL  GROUP  (MIDDLE-AGED  AND 
AGED  PATIENTS). 

* Trade  Mark  Reg.  U.  S.  Pat.  Off.  Literature  and  sample  upon  request. 

1 Report  of  National  Nutrition  Conference  for  Defense, 

Washington,  D.  C.,  1941 

U.  S.  VITAMIN  CORPORATION 

250  East  43rd  Street,  New  York,  N.  Y. 


)T  BN0U6 

AND  MINERAL 
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GOOD 

INFANT  FEEDING  RESULTS 

The  weight  curves  above  show  the  normal,  uneventful  progress  of  75  infants  fed 
Similac  for  six  months  or  longer  — not  a select  group,  but  75  consecutive  cases.  In  no 
instance  was  it  necessary  to  change  the  feeding  because  of  gastro-intestinal  upset.  These 
curves  were  taken  from  hospital  (name  on  request)  records.  Similarly  good  results 
are  constantly  being  obtained  in  the  practice  of  the  many  physicians  who  prescribe 
Similac  routinely  for  infants  deprived,  either  wholly  or  in  part,  of  mother’s  milk. 


A powdered,  modified  milk  product  especially  prepared  for  infant  feeding, 
made  from  tuberculin  tested  cow’s  milk  (casein  modified)  from  which  part  of 
the  butter  fat  is  removed  and  to  which  has  been  added  lactose,  vegetable  oils 
and  cod  liver  oil  concentrate. 


SIMILAR  TO 
BREAST  MILK 


M&R  DIETETIC  LABORATORIES,  INC.  • COLUMBUS,  OHIO 
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"He  thought  he  couldn’t  afford  G-E . . 
untd  I shouted  hint  our  / 1 e tv  lOO-uia.  unit 

relates  salesman  Leo  Sheldon 


55 

* 


"He  wanted  power — chests  at  six  feet  in  a 
tenth  of  a second.  He  wanted  diagnostic 
quality — the  kind  you  get  if  you  have  our 
DX  Tube  and  our  R-2  generator  and  con- 
trol. He  wanted  performance — beauty — 
durability — long-time  economy.  In  short , 
he  wanted  G-E. 

"But  he  was  obliged  to  s-t-r-e-t-c-h  his  x-ray 
dollars  and  thought  he  couldn't  afford  G-E 
— until  I showed  him  our  new  100-ma.  com- 
bination x-ray  unit,  the  R-38. 

" Looks  happy  now,  doesn't  he?" 

If  you  are  one  of  those  who  want  but  think 
you  can’t  afford  G-E,  investigate  the  R-38. 
Enjoy  the  diagnostic  quality  of  more  expen- 
sive equipment  at  a price  you  can  well  afford. 
Write  us  today  for  complete  information. 


i Please  send  complete  information  about 
the  new  G-E  Model  R-38  Combination 
! X-Ray  Unit. 

i 

i 

i 

i 

j Name 

i 

i 

i 

i 

1 Address 


GENERAL  ^ ELECTRIC 
X-RAY  CORPORATION 

2012  JACKSON  BLVD.  CHICAGO,  ILL.,  U.  S.  A. 
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If 


NOW- HORLICK'S 


HELPS  SOLVE  THE  PROBLEM  OF 

VITAMIN  MAINTENANCE 


eM&ilickh  Matted 
Milk  — ^-ott^ied 

IT  HAS  ADDED  VITAMINS 


VITAMINS  ADDED  PER  OUNCE  HORLICK'S  — FORTIFIED 


VITAMIN  A . . . 

. 1,334 

U.S.P.  UNITS 

VITAMIN  Bi  . . . 

84 

U.S.P.  UNITS 

VITAMIN  D . . . 

134 

U.S.P.  UNITS 

RIBOFLAVIN  . . . 

340 

GAMMA 

In  liquid,  soft,  semi-soft  and  other  special  diets, 
where  the  problem  of  daily  vitamin  maintenance  is 
complicated  hy  the  restricted  selection  of  foods, 
Horlick’s  Malted  Milk — Fortified  serves  an  impor- 
tant dual  purpose.  This  reliable  food  drink  supplies 
maintenance  quantities  of  vitamins  A,  Bi,  D and  G 
and,  in  addition,  the  basic  nutritive  elements — protein, 
carbohydrate  and  fat,  in  well-balanced  proportion. 

HORLICK’S  IS  AN  EXCELLENT 
VEHICLE  FOR  VITAMINS 

Horlick’s  mixed  with  water  has  nil  curd  tension. 
Mixed  with  milk,  soft  curds  are  produced  in  the 
stomach.  Horlick’s,  therefore,  is  easy  to  digest.  Be- 
cause of  its  finely  divided,  homogenous  character 
Horlick’s  is  readily  assimilated  and  an  ideal  vehicle 
for  vitamin  administration. 

Three  ounces  of  Horlick’s — Fortified  provide  the 
daily  maintenance  requirements  of  vitamins  A,  Bi,  D 
and  G in  appetizing  food  form. 

Horlick’s — Fortified,  also  Horlick’s,  Original, 
Malted  Milk,  without  added  vitamins,  may  be  pur- 
chased at  drugstores  everywhere. 


HORLICK’S 

MALTED  MILK  CORPORATION 

RACINE  • WISCONSIN 


BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 


G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 




COMPULSORY 
HEALTH  INSURANCE  AND 
DISEASE  CONTROL 

By  FREDERICK  L.  HOFFMAN,  LL.D. 

40  pages 
Price  1 0 cents 

(Special  Prices  in  Quantity) 


Public  Relations  Bureau 
Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue,  New  York,  N.  Y. 


PROFESSIONAL  ti 

ECONOMICS  • • • AN  ETHICAL, 


PRACTICAL  PLAN  FOR  BETTERING  YOUR 
INCOME  FROM  PROFESSIONAL  SERVICES. 


Send  card  or  prescription  blank  for  details. 

CRANE  DISCOUNT  CORPORATION 

Representatives  throughout  U.  S.  and  Canada 

30  W.  41st  St.,  N.  Y.  City  LOngacre  5-2943 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


1813 


SARATOGA  SPA 
GEYSER  WATER 


Conditions  of  Excessive  Exertion 
Fatigue  and  Thirst 


In  conditions  of  dehydration  the  patient  will  find  the  natural  car- 
bonation  of  Saratoga  Spa  Geyser  Water  a stimulus  to  ingestion. 

These  saline- alkaline  waters,  as  will  be  seen  from  the  accompanying 
analyses,  are  richly  mineralized — more  so,  even,  than  many  artifi- 
cially mineralized  waters. 

The  sodium  content  in  the  Spa  waters  is  a valuable  element  in  de- 
hydration, as  it  aids  in  holding  water  in  the  body. 

The  waters  replace  the  chlorides  lost  in  vomiting  or  diarrhea.  Your 
patient  will  find  Geyser  Water  especially  palatable. 

Professional  literature  on  the  Waters  is  available  to  all  interested 
physicians.  To  those  who  wish,  a physician’s  sample  carton  of  4 
bottles  will  be  sent  on  request.  Please  write  on  your  professional 
letterhead.  Address:  W.  S.  McClellan,  M.D.,  Medical  Director, 
155  Saratoga  Spa,  Saratoga  Springs,  N.  Y. 


THE  NATURAL  MINERAL  WATERS  OF  SARATOGA  SPA  ARE 
OWNED  AND  BOTTLED  BY  W THE  STATE  OF  NEW  YORK 
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GEYSER  • HATHORIM  • COESA 


THE  BOTTLED  WATERS  OF 


Analysis  of  the  Three  Waters 


(mineral  parts  per  millon) 


Hypothetical  Geyser  Hathorn  Coesa 

Combinations  Water  Water  Water 


Ammon,  chlorid 

48.25 

59.10 

33.30 

Lithium  chlorid 

21.07 

64.49 

46.43 

Potass,  chlorid 

361.91 

789.54 

714.86 

Sodium  chlorid 

2,010.48 

8,594.84 

4,233.14 

Potass,  bromid 

9.23 

160.00 

13.90 

Potass,  iodid 

1.10 

4.80 

1.36 

Sodium  sulphate 

None 

None 

None 

Sod.  metaborate 

Trace 

None 

Trace 

Sodium  nitrate 

Trace 

Trace 

Trace 

Sodium  nitrite 

Trace 

Trace 

Trace 

Sodium  bicarb. 

2,213.78 

424.71 

1,331.15 

Calcium  bicarb. 

1,829.14 

3,380.84 

2,519.74 

Barium  bicarb. 

16.67 

25.65 

25.00 

Strontium  bicarb. 

Trace 

Trace 

Trace 

Ferrous  bicarb. 

9.94 

40.07 

5.86 

Magnes.  bicarb. 

753.89 

2,244.88 

1,186.57 

Alumina 

7.14 

4.98 

6.37 

Silica 

19.40 

14.40 

12.80 

Total  7,284.00  15,808.30  10,130.48 

Look  for  the  Seal  of  The  State  of  New  York  on  ev- 
ery bottle  of  the  genuine  waters  of  Saratoga  Spa. 
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Petrolagar*  with  Cascara 

Stubborn  cases  of  constipation  usually  yield  to  Petrolagar  with  Cascara. 

This  preparation  provides  sufficient  laxative  effect  to  help  restore 
normal  bowel  habit  in  chronic  cases,  yet  it  is  mild  enough  for  use  in 
obstetrical  cases.  Each  tablespoonful  contains  13.2%  of  non-bitter 
aqueous  extract  of  Cascara  Sagrada. 

The  dose  of  Petrolagar  with  Cascara  is  one  tablespoonful  two  to  three 
times  daily — gradually  diminished.  It  has  the  advantage  of  exceptional 
palatability  and  continued  effectiveness  despite  prolonged  use. 

Petrolagar  with  Cascara  is  available  in  16  ounce  bottles  at  all  pharma- 
cies and  in  the  special  Hospital  Dispensing  Unit  at  hospitals. 


* Petrolagar — The  trademark  of  Petrolagar  Laboratories , Inc., 
for  its  brand  of  mineral  oil  emulsion — liquid  petrolatum  65cc. 
emulsified  tcith  0.4  Gm.  agar  in  a menstruum  to  make  100  cc. 


Petrolagar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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Editorial 

We  See  by  the  Papers  . . . . 


It  is  always  a healthy  thing  to  look  about  a 
little  to  see  what  others  are  doing  and  to  ascer- 
tain what  they  are  thinking  about.  Thus,  we 
find  in  the  Bulletin  of  the  Medical  Society  of  the 
County  of  Westchester  for  September,  1941, 
page  5,  the  following  pertinent  comment  on 
the  function  of  a medical  society: 

It  is  wholly  proper  that  any  institution  should 
occasionally  have  to  set  down  in  black  and  white, 
and  publish  for  the  world  to  see,  its  own  reasons 
for  being.  The  time  has  long  past,  if  indeed  it 
ever  was,  when  individual  physicians  and  their 
scientific  societies  could  exist  in  a sort  of  economic 
vacuum  untouched  by  the  pressing  social  and 
economic  issues  of  the  day,  unvexed  by  the 
problems  incident  to  the  helter-skelter  mush- 
rooming growth  of  the  industrial  and  commercial 
civilization  of  our  times.  The  spreading  web  of 
economic  and  social  interdependence  has  now  so 
thoroughly  enveloped  and  entangled  the  institu- 
tion of  medicine  that  the  medical  society  has  per- 
force taken  on  many  of  the  responsibilities  of  a 
trade  guild.  Paradoxically,  if  the  medical  society 
at  this  late  hour  were  to  return  to  its  previous 
happy  existence  as  an  organization  devoted  solely 
to  the  development  of  the  medical  art,  such  an 
abdication  of  our  responsibility  in  the  social  and 
economic  spheres  would  immediately  invite  the 
encroachment  of  unsympathetic  social  forces  to 
the  extent  that  the  professional  independence  and 
standards  of  the  physician  would  ultimately  be 
obliterated,  and  the  integrity  of  medical  art  im- 
periled, if  not  destroyed. 

So  it  is  that  we  have  taken  on  these  new  re- 
sponsibilities and  fulfilled  these  new  functions, 
not  possibly  through  any  deliberate  choice  of  our 
own,  but  because  of  an  obvious  compulsion  to 
buttress  and  safeguard  the  scientific  standards 
which  once  were  our  sole  concern. 


Concerning  a medical  society’s  public  rela- 
tions, the  Bulletin  has  this  to  say: 

It  has  ever  been  our  avowed  and  consistent 
theory  that  the  true  interests  of  the  medical  pro- 


fession and  of  the  public  exactly  coincide;  and 
the  converse  of  this  proposition  has  been  none  the 
less  dominant  in  our  thinking — that  the  genuine 
public  interest  is  and  must  continue  to  be  the 
primary  interest  of  the  medical  profession.  En- 
dowed with  this  enlightened  philosophy,  we  have 
been  able  to  carry  on  all  our  activities  in  full  view 
of  the  public  and  we  have  welcomed,  indeed 
sought,  the  assistance  of  the  press  and  other 
media  of  public  information  in  presenting  our 
policies  and  viewpoints  to  the  public. 

The  services  which  the  medical  society  perform 
for  the  community  are  in  essence  the  public  rela- 
tions policy  of  the  society.  These  services  earn 
for  the  society  its  truest  and  most  important 
assets — namely,  public  esteem — public  confi- 
dence in,  and  appreciation  of,  the  aims  and  pur- 
poses of  the  medical  organization.  In  the  crea- 
tion of  such  assets  every  physician  in  his  own 
practice  has  a vitally  necessary  part  to  play. 
Every  time  a doctor  visits  a patient  the  public 
esteem  of  the  medical  profession  is  at  stake.  A 
thoughtless  act  on  the  part  of  the  physician,  an 
act  of  negligence  or  of  inconsideration,  the  impo- 
sition of  a fee  that  may  reasonably  be  considered 
unreasonable,  a crass  word  of  disparagement 
passed  upon  another  colleague,  or  simply  a failure 
to  do  all  for  a patient  that  he  feels  should  have 
been  done  for  him — these  or  many  other  seem- 
ingly unimportant  acts  of  commission  or  of  omis- 
sion may  hurt  the  public  relations  of  the  medical 
profession  far  more  seriously  than  we  may  realize. 

A true  public  relations  policy,  like  charity,  be- 
gins at  home. 


The  A.M.A.  News  for  August  14,  1941,  calls 
attention  to  the  rat  as  a disease  carrier: 

The  growing  health  menace  of  the  rat  is  pointed 
out  in  Hygeia , The  Health  Magazine  for  September 
by  James  Nevin  Miller,  Washington,  D.  C.,  who 
warns  that  “During  the  past  four  years  rat-bite 
fever,  also  known  as  murine  fever,  has  been 
spreading  northward  and  inland  from  its  former 
stronghold  on  the  Gulf  and  southeastern  coasts. 
This  year  it  has  invaded  Washington,  D.  C.,  and 
while  only  2 cases  have  been  reported  thus  far, 
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the  potential  menace  to  the  entire  nation  of  this 
destroyer  of  health  can  scarcely  be  exaggerated. 

This  animal  [the  rat]  is  the  world’s  most  no- 
torious disease  carrier,  with  perhaps  two  excep- 
tions, the  tick  and  the  flea.  And  when  it  is  real- 
ized that  the  rat,  in  addition  to  its  own  ability  as 
a carrier,  is  often  infested  with  both  of  these 
death-dealing  agencies  at  the  same  time,  its  true 
worth  as  a human  health  menace  is  fully  appre- 
ciated. 

No  less  than  seven  major  diseases  and  ill- 
nesses are  known  by  medical  science  to  be  trans- 
mitted or  caused  by  rats  and  almost  a dozen  more 
are  under  suspicion.  Besides  bubonic  plague  and 
typhus  fever,  the  list  includes  pneumonic  plague, 
jaundice,  parasitic  mange,  tapeworm,  and  perhaps 
foot  and  mouth  disease. 

Fortunately  for  the  health  of  the  nation,  most 
big  cities  now  have  a police  regulation  requiring 
citizens  to  keep  garbage  and  trash  containers 
tightly  closed 

Fumigation  with  hydrocyanic  acid  gas  is  the 
Public  Health  Service’s  most  effective  means  of 
reducing  a large  rat  population  aboard  ships.  In 
this  connection  two  new  pieces  of  equipment 
have  been  developed.  One  is  a pump  which 
forces  the  gas  into  the  tiniest  rat  harborages.  It 
can  be  operated  easily  by  one  man.  The  other 
apparatus  is  a more  efficient  type  of  gas  mask 
that  affords  the  fumigator  foolproof  protection 
against  the  life  snuffing  fumes  of  the  poison. 


In  view  of  the  haste  with  which  ships  carry- 
ing war  supplies  are  now  being  loaded  and  un- 
loaded in  our  ports  it  is  possible  that  the  rat 
may  become  a greater  factor  than  in  normal 
times  in  disease  dissemination.  In  this  regard 
it  would  be  well  to  note  carefully  the  release 
from  the  U.  S.  P.  H.  printed  on  page  1818 
which  tells  of  a conference  on  the  subject  of 
domestic  plague. 


Demands  on  U.  S.  physicians  will  be  greater 
shortly  when  the  total  war  pattern  develops, 
says  Medical  Economics  for  August,  1941, 
page  34: 

At  present,  the  effort  to  coordinate  America’s 
medical  resources  is  almost  unbelievably  com- 
plex. It  is  equally  slow-moving.  Reason:  Au- 
thority to  do  the  job  is  split  up  between  the 
army,  navy,  Public  Health  Service,  Selective 
Service,  the  A.M.A.,  and  many  lesser  government 
and  civilian  agencies.  This  may  be  good  democ- 
racy. But  defense  officials  pointedly  complain  of 
its  inefficiency  for  emergency  planning. 


The  major  snarls  produced  by  emergency 
health  needs  eventually  wind  up  in  the  Washing- 
ton office  of  the  Health  and  Medical  Committee. 
The  committee  is  the  chief  advisory  agency  on 
medical  preparedness  plans.  It  functions  under 
Federal  Security  Administrator  Paul  V.  McNutt, 
who  is  coordinator  of  Health,  Welfare,  and  Re- 
lated Defense  Activities. 

In  last  month’s  action,  the  Health  and  Medical 
Committee  recommended  creation  of  the  Pro- 
curement and  Assignment  Agency  for  Medical 
Personnel  in  a formal  report  to  Coordinator 
McNutt.  As  the^  next  step,  McNutt  will  meet 
with  War  and  Navy  Secretaries  Stimson  and 
Knox  to  lay  out  an  actual  blueprint  of  the  new 
agency’s  framework. 

Official  operation  of  the  agency  must  await 
Congressional  legislation.  Hence  its  establish- 
ment is  not  likely  before  tw  o or  three  months — 
perhaps  more — have  passed.  Meanwhile,  the 
plan  is  to  be  perfected  for  immediate  use  in  the 
event  of  a national  crisis. 


The  editors  of  the  Tennessee  Medical  Journal 
for  August,  1941,  raise  a very  pertinent  ques- 
tion in  an  editorial.  We  quote: 

The  attempt  has  been  made  to  propagandize 
the  public  wdth  the  idea  that  the  democratic  sys- 
tem of  medical  care  is  very  defective  and  that 
something  radical  should  be  done  about  it  by  the 
state  and  national  governments. 

Statistical  data  as  to  the  rejections  of  draftees 
for  military  service  are  given  as  a reason. 

It  might  be  worth  wffiile  to  inject  this  one 
thought  into  the  question  at  this  time.  During 
the  more  than  twenty  years  that  have  intervened 
since  World  War  No.  1 there  has  been  a very  great 
increase  in  the  amount  of  medical  care  rendered 
by  various  branches  of  government  in  the  United 
States. 

Appropriations  for  health  and  medical  care 
activities  by  federal,  state,  county,  and  municipal 
governments  have  been  multiplied  many  times 
over  again.  These  agencies  and  activities  have 
entered  into  the  field  of  infant  care,  maternity 
care,  school  health,  public  health,  tuberculosis, 
crippled  children — in  fact,  every  branch  of  medi- 
cal care  has  been  touched  by  appropriations  and 
by  agencies. 

It  is  appropriate  to  raise  the  question  as  to 
whether  all  these  expenditures  and  agencies  have 
yielded  results  commensurate  with  the  expendi- 
tures made. 

If  by  “results”  the  editors  mean  jobs,  the 
results  seem  somewhat  commensurate.  If 
they  are  speaking  of  “health,”  we  refer  them 
to  the  Selective  Service  authorities  for  data  on 
eyes,  teeth,  or  what  have  you. 


September  15,  1941] 
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Special  Article 

Military  Medicine  in  New  York  State  Army  Posts  and  Camps:  II 


FOR  the  purpose  of  this  article,  your 
editors  visited  the  station  hospitals  at 
Fort  Wadsworth.  Fort  Jay,  Fort  Niagara,  and 
Camp  Upton.  The  station  hospital  at  Fort 
Jay  differs  from  those  described  in  the  first 
article  of  this  series1  in  that  in  some  ways  it 
functions  as  a small  general  hospital.  It 
serves  not  only  the  medical  needs  of  the  garri- 
son stationed  at  Governors  Island  but  also  the 
adjacent  metropolitan  area  and  occasionally 
the  entire  corps  area  as  well.  In  addition  to 
the  services  usually  found  in  the  ordinary  sta- 
tion hospital,  an  obstetric  service  is  included. 
Acute  venereal  cases  are  referred  to  Fort 
Hamilton  for  treatment.  An  active  service  in 
general  medicine  and  surgery  and  the  special- 
ties, with  the  exception  of  venereal  diseases,  is 
afforded. 

Camp  Upton  and  Fort  Niagara  contain  the 
reception  centers  for  their  respective  areas. 
Here,  accepted  draftees  are  sent  for  vocational 
testing,  classification,  outfitting,  and  inception 
of  initial  training.  This  function  of  these  sta- 
tions necessitates  facilities  in  addition  to  those 
of  the  ordinary  station.  The  men  are  cared 
for  by  the  medical  officers  who  have  been 
assigned  to  the  reception  centers.  Draftees 
remain  at  these  centers  for  varying  lengths  of 
time,  which  results  in  a fluctuating  strength  of 
draftee  personnel.  The  hospitals  at  the  posts 
where  the  reception  centers  are  located  care 
for  the  occasional  serum  reactions  that  are  en- 
countered in  the  process  of  immunization  in 
addition  to  the  ordinary  run  of  acute  infections 
and  injuries.  The  incidence  of  venereal  dis- 
ease is  likely  to  be  slightly  higher  than  at  posts 
that  do  not  function  as  reception  centers. 
Under  the  present  Pre-Induction  Examination 
Plan,  men  are  examined  by  the  Army  Induc- 
tion Boards  one  month  prior  to  induction  and 
have  this  interval  of  time  to  put  their  civil  af- 
fairs in  order.  During  this  period  they  are  not 
under  military  discipline,  and  the  incidence  of 
venereal  disease  is  not  amenable  to  control. 
Men  occasionally  report  with  infections 
acquired  after  completion  of  the  physical  ex- 
amination by  the  Induction  Board. 

Your  editors  found  excellent  cooperation 
between  the  military  and  civil  medical  authori- 
ties and  indications  of  constructive  efforts 
being  made  to  handle  the  problem  of  venereal 

1 Editorial — Special  Article:  New  York  State  Med.  41: 
No.  15,  1528  (August  1)  1941. 


disease.  All  cases  are  immediately  reported 
by  the  post  hospitals  to  the  local  health  offi- 
cials with  as  much  factual  data  concerning  the 
exposure  as  can  be  obtained.  Action  by  the 
public  health  and  local  police  authorities  then 
follows  to  remove  local  sources  of  infection. 

In  the  station  hospitals  visited,  many 
changes  are  being  made  in  storage,  prepara- 
tion, and  serving  of  food  in  order  to  obtain 
greater  efficiency.  Some  buildings,  now  used 
for  hospitals,  were  not  designed  originally  for 
that  purpose,  while  others  were  intended  to 
serve  as  hospitals  for  a much  smaller  personnel. 
The  reallocation  of  space  to  conform  to  modern 
practice,  with  new  equipment,  painting,  re- 
decorating, and  building,  is  going  forward  at  a 
rapid  rate.  Medical  officers’  quarters  are 
comfortable,  most  hospitals  having  lounging 
rooms  with  radio,  piano,  and  both  popular  and 
scientific  magazines.  A circulating  library 
system  passes  the  current  issues  of  medical 
journals  along  from  station  to  station  for  the 
information  of  the  officer  personnel  at  each 
hospital.  Classes  for  instruction  in  paper 
work  are  being  organized. 

Young  Medical  Reserve  officers,  accustomed 
to  serving  on  the  staffs  of  civilian  hospitals 
where  the  housekeeping  and  accounting  details 
are  separate  from  medical  administration,  in 
the  Army  are  confronted  with  the  necessity  of 
knowing  and  performing  both  medical  and 
administrative  duties.  The  latter  are  var- 
ied, requiring  a knowledge  of  regulations  and 
forms  and  involving  accountability  for  prop- 
erty of  many  kinds.  Medical  Reserve  officers 
may  not  take  much  interest  in  acquiring  these 
details,  even  though  courses  in  instruction  are 
offered,  thinking  that  the  knowledge  will  be  of 
little  benefit  to  them  when  they  return  to  civil 
life.  On  the  other  hand,  there  is  presented  a 
real  opportunity  in  these  courses  of  instruction 
for  many  to  acquire  fundamental  and  highly 
useful  knowledge  of  hospital  administration. 
The  medical  officer  with  a working  knowledge 
of  Army  Regulations  and  the  ability  to  do 
administrative  work  is  in  great  demand. 

Most  of  the  station  hospitals  that  we  have 
visited  are  located  within  a reasonably  close 
distance  to  the  headquarters  of  some  county 
medical  society.  The  majority  of  the  medical 
officers  are  members  of  their  own  county  soci- 
ety and  might  participate,  if  the  demands  of 
the  service  permit,  in  the  scientific  sessions 
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of  these  local  societies  to  the  benefit  of  every- 
body. In  this  connection,  any  statements 
made  by  an  officer  would  be  based  on  his  per- 
sonal opinion,  and  articles  may  not  be  pub- 
lished without  the  prior  approval  of  the  Sur- 
geon General.  Members  of  local  county  soci- 


eties would  be  afforded  the  privilege  of  per- 
sonal contact  with  many  of  the  younger  men 
from  different  parts  of  the  state  and  medical 
officers  would  be  afforded  the  opportunity  of 
participation  in  the  programs  carried  on  by  the 
county  societies. 


Plague  Control  Conference* 


Evidence  that  plague  infection  among  wild 
rodents  of  western  United  States  is  spreading 
eastward  prompted  Surgeon  General  Thomas 
Parran  of  the  United  States  Public  Health 
Service  to  call  a plague  control  conference 
August  28-29  at  Salt  Lake  City,  Utah. 

The  conference  was  attended  by  health 
officers  from  California,  Oregon,  Washington, 
Nevada,  Montana,  Idaho,  Wyoming,  Utah, 
Colorado,  Arizona,  New  Mexico,  and  North 
Dakota.  Infection  among  wild  rodents  has 
progressed  steadily  during  the  past  five  years 
from  the  Pacific  Coast  eastward  as  far  as  the 
Dakotas.  The  purpose  of  the  conference  was 
stimulation  of  rat  control  programs  in  urban 
and  rural  areas. 

In  the  past,  outbreaks  of  human  plague  have 
almost  invariably  been  preceded  by  marked 
increase  in  the  disease  among  animals  which 
harbor  the  infection.  Plague  is  passed  from 
rodents  to  humans  by  infected  fleas.  Accord- 


*Release from  The  Federal  Security  Agency,  U.  S. 
Public  Health  Service,  Washington. 


ing  to  Surgeon  General  Parran,  unless  prompt 
and  effective  control  measures  are  undertaken 
plague  infection  among  rodents  may  spread  to 
the  more  populous  areas  of  the  Middle  West 
and  East  creating  a serious  hazard  to  hu- 
mans. 

Surveys  conducted  by  the  Public  Health 
Service  in  1935  revealed  plague  infection 
among  wild  rodents  in  Montana,  California, 
and  Oregon.  In  each  succeeding  year,  includ- 
ing 1941,  infection  has  been  demonstrated  in 
ground  squirrels,  chipmunks,  rats,  marmots, 
and  other  wild  rodents  in  Arizona,  California, 
Idaho,  Montana,  Nevada,  New  Mexico,  Utah, 
Washington,  and  Wyoming. 

Infection  among  rodents  has  been  discovered 
recently  as  far  east  as  North  Dakota. 

The  first  outbreak  of  human  plague  in  this 
country  occurred  in  1900  in  San  Francisco. 
Plague  in  California  reached  epidemic  propor- 
tions in  1907-1908.  Since  1900  there  have  been 
502  cases  and  315  deaths  in  this  country. 
Two  human  cases  of  plague,  both  in  California, 
have  been  reported  this  year. 


SCIENTIFIC  EXHIBITS 

1942  Annual  Meeting 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to 

Dr.  J.  G.  Fred  Hiss, 

505  State  Tower  Building, 

Syracuse,  New  York, 

Chairman  of  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee. 

The  Annual  Meeting  will  be  held  April  27-30,  1942,  Hotel  Waldorf-Astoria,  New  York, 
New  York.  The  list  will  he  closed  on  January  1 , 194-2. 


Peter  Irving,  M.D.,  Secretary 


Symposium  on  Spastic  Paralysis 


THE  CEREBRAL  PALSY  PROBLEM 

Lyman  C.  Duryea,  M.D.,  New  York  City 


WHEN  the  average  person  thinks  of  crip- 
pling conditions  he  almost  invariably 
thinks  of  poliomyelitis.  But  poliomyelitis 
accounts  for  20  per  cent  only  of  crippling  con- 
ditions in  children  under  age  21.  The  second 
greatest  major  cause  of  crippling  is  seldom 
considered.  The  medieval  conception  that 
crippling  is  evidence  of  a family  curse,  of  guilt, 
or  of  a tainted  family  strain  and  so  to  be  con- 
cealed may  be  one  reason  why  cerebral  palsy 
receives  so  little  attention.  Cerebral  palsy 
is  the  second  greatest  individual  cause  of 
crippling,  a fact  that  is  surprising  even  to  many 
of  the  medical  profession. 

In  the  United  States  there  are  known  to  be 
at  least  19,000  children  with  cerebral  palsy, 
and  the  total  is  estimated  to  be  nearer  to 
35,000.  In  New  York  City  there  are  known  to 
be  about  2,000  children  under  age  21  who  have 
cerebral  palsy.  The  annual  incidence  in  New 
York  City  is  at  least  0.0015  per  cent  of  all  in- 
fants born,  excluding  stillbirths  and  neonatal 
deaths.  The  incidence  of  cerebral  palsy  bears 
an  apparent  relation  to  the  birth  rate,  al- 
though not  necessarily  a causal  relationship, 
and  it  is  not  subject  to  epidemiologic  fluctua- 
tions. These  figures  for  New  York  City  ex- 
clude those  known  to  be  feeble-minded.  The 
prevalence  of  cerebral  palsy  is  said  to  be  the 
same  for  urban  and  rural  areas.  This  is  set  at 
about  50  cases  per  100,000  of  the  total  popula- 
tion. The  annual  case  load  can  be  estimated 
with  reasonable  accuracy,  and  definitive  pro- 
grams of  research  and  treatment  can  be  in- 
stituted once  the  problem  is  made  apparent. 

Most  cities  in  the  country  are  not  aware  of 
the  extent  of  the  problem  and  of  the  numbers 
of  children  involved.  Few  cities  have  offi- 
cially established  adequate  treatment  or  edu- 
cational facilities  for  children  with  cerebral 
palsy.  Private  facilities  are  limited.  As  a re- 
sult the  majority  of  children  with  cerebral 
palsy  receive  little  or  no  treatment. 

In  sixty-one  cities,  interested  medical  groups 
have  instituted  research  and  treatment  pro- 

Read  by  invitation  at  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  Buffalo,  New 
York,  April  30,  1941. 

Director,  Crippled  Children’s  Division,  Department  of 
Health. 


grams  where  selected  groups  of  these  children 
are  receiving  intensive  treatment  and  con- 
current education. 

In  general,  little  is  being  done  in  the  ele- 
mentary or  high  schools  toward  the  physical 
rehabilitation  of  these  children,  and  few 
teachers  are  available  who  are  trained  in  the 
special  educational  technics  required.  The 
most  severe  cases  are  almost  totally  neglected 
with  the  exception  of  those  who  receive  some 
instruction  in  their  homes  by  visiting  teachers 
who  provide  training.  The  more  severely 
handicapped  children  with  cerebral  palsy  re- 
quire special  educational  technics.  There  is 
little  concerted  effort  made  to  supply  these 
technics  or  to  correlate  instruction  programs 
with  muscle  re-education  and  training  pro- 
grams. Special  educational  technics  have  to 
be  developed  on  an  individual  basis,  since  the 
education  of  these  children  requires  much 
ingenuity  because  of  the  existence  of  multiple 
physical  difficulties. 

The  teaching  of  these  children  is  closely 
associated  with  their  treatment  and  training. 
For  the  integration  of  the  two,  there  are  re- 
quired teachers  who  have  the  proper  psycho- 
logic approach,  who  are  patient,  and  who  are 
trained  in  the  special  technics.  There  are  no 
facilities  for  the  selection  and  training  of  these 
children  except  those  available  in  the  centers 
and  institutions  where  this  special  work  is 
being  done. 

About  70  per  cent  of  all  children  with  cere- 
bral palsy  are  stated  to  have  an  I. Q.  of  at  least 
70  and  are  therefore  considered  educable.  In 
a small  group  in  a clinic  day  school  in  New 
York  City  the  I.Q/s  ranged  from  74  to  142. 
Of  those  with  an  I.Q.  of  70  or  above,  many  can 
be  made  economically  self-supporting  and 
others  can  be  trained  to  care  for  their  personal 
needs. 

Neither  the  problem  nor  its  extent  have  re- 
ceived adequate  attention  by  the  medical  pro- 
fession. 

Most  hospitals  treat  some  cases  of  cerebral 
palsy  in  physical  therapy  departments. 
Rarely  in  these  departments  are  there  tech- 
nicians trained  in  the  special  technics  neces- 
sary, and  there  are  few  hospitals  that  have 
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clinics  especially  for  the  treatment  of  cerebral 
palsy  where  the  necessary  technics  are  carried 
out  by  properly  trained  personnel. 

The  problems  of  individual  children  with 
cerebral  palsy  are  the  resultants  of  associated 
multiple  handicaps.  They  are  different  and 
more  difficult  of  solution  than  those  of  any 
other  type  of  handicapped  children. 

In  the  recent  past  it  was  generally  considered 
that  nothing  could  be  done  for  these  children. 
In  the  past  ten  years  considerable  progress 
has  been  made  in  methods  of  treatment  and 
training  so  that  at  present  there  is  opportunity, 
based  on  experience,  to  approach  the  thera- 
peutic problem  intelligently.  The  problem  in 
regard  to  the  provision  of  facilities  for  treat- 
ment is  not  insurmountable. 

The  following  are  required: 

1.  Research  into  the  causes,  prevention, 
functional  pathology,  and  the  treatment  of 
cerebral  palsy.  It  is  proper  that  these  be  the 
responsibilities  of  orthopedists  and  neurolo- 
gists. 

2.  The  institution  of  adequate  and  proper 
hospital  and  clinic  facilities. 

3.  The  institution  of  more  adequate  educa- 
tional procedures  based  on  individual  require- 
ments resulting  from  multiple  handicaps. 

Current  knowledge  of  methods  of  diagnosis, 
treatment,  and  training  should  be  made  avail- 
able to  the  undergraduate  medical  students, 
to  interns  and  residents,  and  to  the  medical 
profession.  Nonprofessional  personnel  should 
be  trained  in  the  special  technics  that  come 
within  their  fields.  Educators  should  be 
trained  in  the  special  educational  technics 
required,  with  consideration  of  the  existence 
of  multiple  handicaps  so  common  among 
children  with  cerebral  palsy. 

Almost  all  children  with  cerebral  palsy  have 
the  condition  at  the  time  of  birth  or  soon 
thereafter  and  can  usually  be  diagnosed  by  the 
age  of  iy2  to  2 years,  although  some  of  the 
multiple  handicaps  may  not  be  diagnosed  until 
later.  Many  of  those  who  are  treating  cerebral 
palsy  believe  that  the  condition  should  be 
treated  early  in  life.  Only  a relatively  small 
proportion  of  these  children  in  the  age  group 
under  5 years  are  under  the  supervision  of 
hospitals  or  physicians.  This  indicates  the 
need  for  early  case-finding.  When  children 
reach  the  age  of  5 or  6,  parents  become  con- 
cerned about  their  education,  and  hospital  rec- 
ords show  that  larger  numbers  of  children  in 
each  of  the  older  childhood  ages  are  under 
supervision  than  is  true  of  those  under  5 
years  of  age. 

There  is  a large  reservoir  of  children  over 


age  5 for  whom  little  has  been  done.  This 
group  contains  the  increment  of  all  the  un- 
successfully treated  cases  and  those  who  have 
had  no  treatment  and  whose  original  handicaps 
have  been  permitted  to  develop  untreated. 
The  number  of  children  in  this  group  is  com- 
paratively large.  It  would  appear,  for  eco- 
nomic reasons,  that  the  approach  to  the  current 
problem  should  be  through  the  group  under  5 
years  of  age  to  study  methods  of  decreasing 
ultimate  handicaps  and,  thus,  eventually  to 
lessen  the  load  in  the  older  age  group.  An 
adequate  program  necessitates  consideration 
of  both  age  groups  in  research  and  treatment. 
There  should  be  diagnostic  facilities  for  select- 
ing children  with  cerebral  palsy  who  offer  a 
reasonable  prognosis  of  treatment  and  educa- 
tion . Proper  selection  of  children  for  treatment 
is  essential.  This  can  be  done  best  by  diag- 
nostic clinics  where  the  specialist  in  cerebral 
palsy  and  the  psychologist  make  a determina- 
tion of  the  treatment  prognosis  for  each  case. 
The  treatment  prognosis  is  the  criterion  upon 
which  children  in  the  older  age  group  should  be 
selected  for  treatment.  The  younger  children, 
under  age  5,  should  probably  be  blanketed  into 
a treatment  program  because,  as  a group, 
they  probably  offer  a better  ultimate  treat- 
ment prognosis. 

Diagnostic  clinics  should  be  an  integral  part 
of  established  cerebral  palsy  clinics,  staffed  by 
members  of  the  clinic  staff.  The  diagnostic 
functions  should  be  distinct  from  the  thera- 
peutic functions.  The  frequency  of  the  diag- 
nostic sessions  should  depend  upon  the  case 
load  of  individual  communities  and  the  case 
load  of  individual  hospitals.  The  number  of 
children  per  diagnostic  session  should  be 
limited  on  an  appointment  basis. 

The  examinations  in  the  diagnostic  clinics 
should  include: 

1.  A complete  physical  examination  to 
determine  the  type  of  disability,  the  cause, 
extent  and  degree,  the  treatability,  and  the 
treatment  prognosis. 

2.  A mental  examination  to  determine  the 
social  maturity,  level  of  intelligence,  stability, 
and  educability.  The  I.Q.  examination  should 
always  follow  a complete  physical  examination 
so  that  the  psychologist  making  the  tests  can 
be  acquainted  with  all  of  the  defects.  The 
tests  should  be  given  with  the  modifications 
required  by  the  existing  sensory  defects.  The 
results  of  these  tests  when  indicating  sub- 
normality should  not  be  accepted  as  final, 
since  no  test  is  entirely  satisfactory  for  chil- 
dren with  cerebral  palsy. 

Children  should  be  classified  in  terms  of 
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treatability  whether  or  not  they  are  to  be 
referred  for  treatment.  The  classification 
serves  as  a means  of  selecting  children  for 
treatment  and  as  a measure  of  the  extent  of 
the  total  problem.  The  classification  for  treat- 
ment purposes  should  be  uniform.  Considera- 
tion should  be  given  to  the  limitations  in  the 
scope  of  a specific  local  program.  For  every 
child,  prior  to  selection  for  treatment,  a his- 
tory and  record  regarding  the  child’s  present 
status  should  be  prepared. 

There  should  be  selection  of  children  for 
referral  to  treatment  facilities  which  may  be 
classified  as  follows: 

1 . Hospital  resident  treatment  f or  the  more 
severely  handicapped. 

2.  Outpatient  clinic  treatment  for  the  less 
severely  handicapped  who  are  adjustable  in 
the  regular  schools. 

3.  Hospital  clinic  day  school  treatment  for 
the  intermediate  group  and  for  those  whose 
major  difficulty  is  a repulsive  appearance. 
Here  intensive  treatment  can  be  carried  out 
concurrently  with  education  during  certain 
hours  of  the  day. 

4.  Special  training  and  treatment  facili- 
ties as  required  for  special  disabilities. 

5.  Home  training  and  parental  education 
in  home  training  for  home-bound  children  and 
others  to  provide  continuity  of  the  treatment 
instituted  in  hospitals  and  clinics. 

Hospital  resident  treatments  should  provide 
maintenance,  schooling,  medical  care,  enter- 
tainment, and  recreation,  in  addition  to  treat- 
ment of  the  specific  disabilities.  The  more 
severely  handicapped  children  should  be  ac- 
cepted for  treatment  in  resident  units  for  a 
trial  period  of  three  months.  This  period 
should  be  extended  if  the  child’s  progress 
warrants  it  or  until  further  treatment  is  con- 
sidered inadvisable  or  unnecessary. 

Children  should  be  selected  in  the  diagnostic 
clinic  for  treatment  in  outpatient  clinics.  Pref- 
erably, only  those  children  who  offer  a reason- 
ably good  treatment  prognosis  should  be 
selected  for  treatment  in  the  clinic.  Because 
of  the  large  case  load  in  the  older  age  groups  it 
is  advisable  to  limit  temporarily  the  provision 
of  facilities.  As  experience  develops,  such 
facilities  should  be  gradually  expanded  to  meet 
the  needs  of  all  eligible  children  with  cerebral 
palsy  with  an  I. Q.  of  70  or  above. 

Hospital  clinic  day  schools  for  selected  chil- 
dren are  important.  In  clinic  day  schools  in- 
tensive treatment  should  be  given  concurrently 
with  instruction.  Children  who  require  in- 
tensive treatment  and  training  should  be 
selected  in  the  diagnostic  clinics  for  treatment 


in  these  schools  on  the  basis  of  the  degree  of 
physical  defect  and  the  severity  of  multiple 
handicaps. 

A program  of  home  training  and  care  should 
be  instituted  by  the  utilization  of  the  services 
of  local  orthopedic  and  other  nursing  agencies. 
An  essential  part  of  care  is  the  training  and 
education  of  the  parents  in  their  responsibili- 
ties to  the  child  and  in  the  specific  procedures 
that  the  parents  should  follow  in  the  home  to 
supplement  the  treatment  and  training  pro- 
vided the  children  by  private  physicians  and 
clinics. 

The  orthopedic  nursing  agencies  and  the 
social  agencies  have  great  opportunities  in  the 
fields  of  general  care  and  supervision,  in  pa- 
rental education,  and  in  the  provision  of  follow- 
up services  and  the  solution  of  socio-economic 
problems. 

A program  of  follow-up  to  determine  treat- 
ment status  should  be  instituted  in  order  that 
a child  may  progress  from  one  type  of 
service  to  another  as  his  condition  warrants. 

The  basic  personnel  required  for  a properly 
established  diagnostic  and  treatment  program 
consists  of : 

1.  A physician  experienced  in  the  diag- 
nosis and  treatment  of  cerebral  palsy. 

2.  A psychologist  with  special  experience 
in  examining  children  with  cerebral  palsy. 

3.  A chief  physical  therapeutist  trained 
and  experienced  in  the  treatment  of  cerebral 
palsy  and  capable  of  training  others. 

4.  An  assistant  physical  therapeutist  with 
similar  qualifications. 

5.  Teachers  experienced  in  teaching  chil- 
dren with  cerebral  palsy. 

This  personnel  should  be  utilized  to  provide 
to  others  training  and  education  in  diagnosis 
and  treatment  of  cerebral  palsy  and  in  the 
special  technics  required.  Research  should  be 
encouraged. 

Conclusion 

In  order  to  meet  effectively  the  problem  of 
cerebral  palsy: 

1.  There  should  be  established  facilities 
for  research  into  its  causes,  prevention,  func- 
tional pathology,  and  treatment. 

2.  Information  concerning  current  meth- 
ods of  treatment  and  education  should  be  dis- 
seminated. 

3.  Facilities  for  the  treatment  of  cerebral 
palsy  should  be  established  in  acceptable 
hospitals  and  should  provide  for  medical, 
neurologic,  and  orthopedic  supervision;  social 
service;  corrective  physical  education;  and 
psychometric  testing. 
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4.  Such  facilities  should  include  diagnostic 
facilities,  and  there  should  be  specific  recom- 
mendations made  for  treatment. 

5.  Facilities  should  be  developed  in  such  a 
manner  as  to  permit  of  scientific  study  and  re- 
search into  the  general  problems  of  the  causes 
and  treatment  of  cerebral  palsy. 

6.  Selected  children  should  receive  physi- 
cal training  and  education  in  hospital  clinic 
day  schools  or  in  inservice  hospital  units  so 
that  they  may  receive  physical  education  con- 
currently with  their  scholastic  education. 

7.  Facilities  for  the  treatment  of  cerebral 


palsy  should  include  provision  for  the  training 
of  personnel  in  the  technics  of  diagnosis  and 
treatment. 

There  is  an  increasing  recognition  of  this 
problem  of  children  with  cerebral  palsy  as 
evidenced  by  the  fact  that,  in  twenty-seven 
states,  programs  are  in  operation  on  a limited 
scale  under  private  and  public  auspices  out  of 
which,  in  time,  should  come  experience  that 
will  provide  guidance  for  more  adequate  pro- 
grams. 

No  community  should  neglect  these  children 
any  longer. 


NEUROLOGIC  ASPECTS  OF  SPASTICITY  AND  ATHETOSIS 

Tracy  J.  Putnam,  M.D.,  New  York  City 


TYPES  of  Palsy. — The  fundamental  unit 
of  the  neuromuscular  system  consists  of 
a single  anterior  horn  cell,  its  axon,  and 
the  group  of  muscle  fibers  which  it  innervates. 
If  any  part  of  this  structure  is  destroyed  (by 
poliomyelitis,  trauma  to  the  nerve,  or  “toxic” 
or  deficiency  states),  a flaccid  palsy  results. 
The  principles  of  treatment  of  such  palsies  are 
well  known:  they  consist  in  preventing  over- 
stretching of  the  weakened  muscles  and  exer- 
cises, apparatus,  or  operations  to  compensate 
for  the  defect  if  spontaneous  recovery  does  not 
occur. 

The  paralyses  and  other  disorders  due  to  dis- 
ease of  suprasegmental  long  spinal  tracts  and 
higher  structures  are  often  lumped  together  as 
“cerebral  palsies”  or  “spasticity,”  when  as  a 
matter  of  fact  the  variety  of  physiologic  condi- 
tions that  may  exist  alone  or  in  combination  is 
enormous.  Relatively  little  special  attention 
has  been  given  to  the  treatment  of  these  condi- 
tions. Often  the  same  treatment  is  given  as 
to  cases  of  poliomyelitis,  and  almost  no  at- 
tempt has  been  made  to  apply  physiologic 
knowledge  in  treatment.  This  is,  of  course, 
in  part  because  the  physiology  and  clinical 
manifestations  of  many  of  the  syndromes  have 
been  obscure.  Recent  investigations  have 
considerably  clarified  the  problem  and  have 
provided  a firmer  basis  for  rational  treatment. 

The  data  that  have  been  most  illuminating 
are: 

1.  More  precise  descriptions  of  the  results 
of  stimulation  and  extirpation  of  definite 
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cerebral  structures  in  primates  (reviewed  in 
Fulton’s  book1). 

2.  A study  of  the  various  syndromes  by 
means  of  the  extremely  clear  and  definite 
method  of  electromyography  (Hoefer  and 
Putnam2*3  and  Hoefer4).  A schema  of  the 
results  of  this  study  is  shown  in  Table  1. 

3.  Observations  resulting  from  an  increas- 
ing range  of  neurosurgical  operations  for  the 
relief  of  spasticity,  tremors,  rigidity,  and 
athetosis  (reviewed  in  the  symposium  pub- 
lished by  the  Association  for  Research  in  Nerv- 
ous and  Mental  Disease  on  “The  Basal 
Ganglia”5). 

The  normal  neurologic  management  of 
motor  performance  will  be  considered  below, 
then  that  of  various  fairly  definite  syndromes, 
with  suggestions  for  the  treatment  of  each. 
It  should  go  without  saying  that  combinations 
of  syndromes  are  often  encountered. 

Normal  Neuromuscular  Management. — It 
has  become  clear,  chiefly  through  the  work  of 
Sherrington  and  his  co-workers6  in  animals 
and  that  of  Hoefer2’3’4  in  human  beings,  that 
not  only  active  contraction  of  muscles  to  pro- 
duce work,  but  also  the  involuntary  and  un- 
conscious “tone”  that  maintains  posture,  is 
produced  by  the  intermittent  contraction  of 
motor  units  (of  which  there  are  many  thou- 
sands in  the  smallest  muscles).  In  either 
volitional  or  “tonic”  contraction,  single  motor 
units  twitch  briefly  but  repeatedly  in  combina- 
tion and  a sort  of  irregular  asynchronous  rota- 
tion, which  produces  the  effect  of  a smooth 
flow  of  force  like  the  explosions  in  a gasoline 
engine.  This  partitioning  of  activity  is  regu- 
lated, to  some  extent  at  least,  by  sensory  im- 
pulses, arising  perhaps  as  a result  of  fatigue, 
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TABLE  1. — Summary  of  Different  Types  of  Paralysis 


Involuntary 

Tendon 

Opposed 

Motor  Unit 

Movements 

Reflex 

Muscles 

Management 

Treatment 

Normal 

None 

Short, 

moderate 

Relax 

Asynchronous 

Lower  neuron 
palsy 

None 

Abolished 

Relax 

Support,  graded  exer- 
cise 

Paraplegia, 

acute 

None 

Abolished 

Relax 

Support,  care  of  blad- 
der and  back 

Chronic 

Rare 
? reflex 

Spreads 

widely 

May  relax 
or  con- 
tract 

Synchronous 

Care  of  bladder,  pos- 
terior root  section? 

Pyramidal  tract 
lesion 

Reflex  or 
none 

Low  thres- 
hold, vio- 
lent, sus- 
tained 

Relax 

Synchronous 

Retraining,  posterior 
root  section? 

Rigidity 

None 

=±= 

Contract 

Synchronous  i 

f Hyoscin,  etc., 
pyramidal  tract 
i section,  cortical 
[ resection 

Alternating  tremor 

Alternating 

db 

Relax 

Synchronous  j 

Athetosis,  dystonia, 
torticollis 

Slow, 

irregular 

Varies 

Contract 

Asynchronous 

Extrapyramidal  tract 
section,  cortical  re- 
section, anterior 

root  section 

causing  one  or  another  group  of  fibers  to  sus- 
pend contraction  usually  before  any  discom- 
fort reaches  consciousness. 

Paraplegia. — When  the  spinal  cord  is 
abruptly  divided  (for  example,  by  an  acute 
thrombotic  transverse  myelitis  or  following  a 
fracture  of  the  spine),  the  phenomenon  of 
“spinal  shock”  occurs.  The  activity  of  the 
anterior  horn  cells  is  abruptly  suppressed  be- 
low the  level  of  the  lesion,  so  that  a complete 
flaccid  paralysis  results  resembling  that  seen 
with  severe  polyneuritis.  This  condition  lasts 
days  or  weeks  and  indefinitely  if  the  patient 
develops  a cystitis,  decubitus,  or  other  in- 
flammatory disease. 

The  treatment  of  spinal  shock  consists  chiefly 
in  preventing  infection.  The  most  important 
step  is  the  installation  of  tidal  drainage  of  the 
bladder,7  which  should  be  done  immediately 
and  routinely  in  every  case.  Care  of  the  back 
then  becomes  much  easier.  The  administra- 
tion of  mandelic  acid  or  of  sulfathiazole  (1  Gm. 
q.  4 hours)  should  be  commenced  at  the  first 
suggestion  of  bladder  infection. 

The  care  of  the  extremities  during  this 
period  consists  chiefly  of  preventing  foot-drop 
or  other  muscular  lesions,  of  the  use  of  a cradle, 
and  of  massage  to  maintain  the  nutrition  of 
muscles. 

When  spinal  shock  passes  off,  a stage  of 
hyperreflexia  sets  in.  If  the  transection  of  the 
cord  is  complete,  the  legs  are  usually  relaxed 
except  when  some  trifling  stimulus — such  as  is 
produced  by  stroking  the  skin — reaches  the 
isolated  spinal  segment,  when  a “mass  reflex” 
occurs.  The  legs  flex  on  the  abdomen  and, 
often,  urine  and  stools  are  discharged. 

Often,  however,  a variable  number  of  fibers 
still  pass  the  site  of  injury.  The  patient  then 
has  a slight  control  over  the  legs,  bladder,  or 
bowel  and  some  sensation — usually  disagree- 


able— from  the  lower  part  of  the  body.  The 
condition  of  the  muscles  varies,  but  they  are 
often  constantly  or  intermittently  in  a state  of 
strong  contraction,  which  opposes  voluntary 
movement  or  produces  athetoid  tremors. 

This  distressing  condition  is  difficult  to  treat. 
The  involuntary  spasms  are  often  stirred  up 
by  intestinal  movements  or  chilling  of  the  skin, 
of  which  the  patient  is  unaware.  Attention  to 
“discomforts”  that  the  patient  does  not  per- 
ceive may  palliate  them.  The  bladder  may 
become  spastic  and  contracted,  in  which  case 
considerable  relief  may  be  afforded  by  occa- 
sional courses  of  tidal  drainage  under  rela- 
tively high  pressure.  Bromides  have  a slight 
effect. 

Surgically,  tenotomies  and  peripheral  nerve 
sections  are  standard  practice.  The  use  of 
posterior  root  section  (first  practiced  by  Dana 
and  Abbe,  members  of  the  Medical  Society  of 
the  State  of  New  York),  is  often  extremely 
successful  in  well-chosen  cases  of  this  group. 
The  reasons  for  the  undeserved  disrepute  of 
this  operation  will  be  considered  below.  It  is 
possible  that  some  procedure  directed  at  intra- 
spinal  pathways  would  afford  relief,  but  experi- 
ments in  this  direction  have  so  far  been  fruit- 
less.8’9 

Hemiplegia,  Monoplegia. — Injury  to  the 
pyramidal  tract  anywhere  in  its  course  pro- 
duces a hyperreflexia  and  the  appearance  of 
the  Babinski,  Hoffmann,  and  other  pathologic 
reflexes  (as  soon  as  “spinal  shock”  has  passed 
off).  Whether  or  not  there  is  a superimposed 
rigidity  depends  upon  factors  that  are  obscure. 
With  or  without  it,  the  condition  is  usually 
called  “spasticity,”  even  though  the  extremity 
may  be  entirely  relaxed  in  certain  positions. 

The  disability  resulting  from  hemiparesis  is 
in  part  dependent  upon  the  abnormal  pull  of 
antagonists  which  opposes  any  movement  as 


1824 


TRACY  J.  PUTNAM 


IN.  Y.  State  J.  M. 


soon  as  it  is  begun.  In  part,  it  is  due  to  a loss 
of  the  exquisite  blending  and  grading  of  motor 
unit  discharge  characteristic  of  normal  move- 
ment. This  is  well  shown  by  electromyogra- 
phy; the  motor  units  are  seen  to  discharge  in 
intermittent  volleys,  producing  an  irregular, 
tremulous,  and  inefficient  movement.  Fi- 
nally, atrophy  of  disuse  takes  place. 

The  treatment  of  hemiparesis  is  not  well 
standardized.  In  the  acute,  flaccid  stage,  the 
patient  can  sometimes  be  “reminded”  how  to 
use  his  extremities  by  a session  or  two  of  fara- 
dic  stimulation.  Aside  from  this,  electrical 
stimulation  is  wholly  useless  in  the  treatment 
of  suprasegmental  paralysis  (as  in  peripheral 
nerve  disease,  Chor10).  The  patient  should 
be  encouraged  to  practice  using  the  extremity 
and  should  be  given  some  occupational  therapy 
that  will  use  his  remaining  powers  to  their 
best  advantage.  Massage  should  be  avoided 
after  the  stage  of  shock,  since  it  tends  to  arouse 
proprioceptive  reflexes.  Passive  motions,  car- 
ried out  slowly  so  as  not  to  be  stimulating, 
should  put  the  joints  through  a full  range  of 
motion  daily.  Splints  are  of  little  use,  except 
that  a caliper  splint  hinged  at  the  ankle  may  be 
a great  comfort  as  a remedy  for  foot-drop. 

Orthopedic  operations  are  helpful  in  selected 
instances.  Posterior  root  section  or  subarach- 
noid injection  of  alcohol  (carried  out  with  due 
caution)  is  theoretically  sound  and  often  help- 
ful if  segmental  reflexes  or  hyperreflexia  con- 
stitutes a substantial  part  of  the  disability. 

Rigidity. — Rigidity  differs  from  hyperre- 
flexia or  spasticity  by  the  fact  that  there  is  a 
constant  innervation  of  both  agonists  and  an- 
tagonists, which  are  practically  never  at  com- 
plete rest.  This  is  clearly  shown  by  electro- 
myography. The  proprioceptive  (tendon, 
stretch)  reflexes  are  usually  somewhat  exag- 
gerated also. 

Rigidity  is  seen  in  its  purest  form  as  a part 
of  the  parkinsonian  syndrome.  It  may  be 
associated  with  birth  injuries  or  other  diffuse 
lesions  of  various  types.  The  location  of  the 
lesions  essential  to  it  is  obscure  (Aring11  and 
Balser12) . 

Therapeutically,  the  problem  is  chiefly  one 
of  relaxing  spasm,  since  strength  is  often  well 
preserved.  In  parkinsonian  cases,  drugs  of 
the  atropine  series  are  often  successful.  The 
new  Bulgarian  belladonna  seems  to  have 
especial  virtue  in  some  cases.  Physical 
therapy  and  psychotherapy  do  not  seem  to 
accomplish  much.  Certain  operations  on  the 
nervous  system  have  been  tried,6  but  the 
results  are  not  yet  certain.  Peripheral  nerve 
sections  and  posterior  rhizotomy  do  not  seem 


to  accomplish  much  toward  relieving  the 
syndrome. 

Alternating  Tremor. — The  most  familiar 
form  of  tremor  is  that  often  seen  in  post- 
encephalitic states.  The  tremor  has  a definite 
rate  and  rhythm  of  5 to  8 per  second,  which 
varies  little  in  a given  case.  It  is  produced  by 
a brief  twitch  of  one  muscle,  then  a twitch  of 
its  antagonist,  both  unopposed.  As  a result, 
little  energy  goes  into  the  movement,  and  the 
“basal”  metabolism  is  usually  normal  or  low.13 
Lesions  are  found  characteristically  in  the 
striatum  and  substantia  nigra,  not  interrupting 
either  pyramidal  or  extrapyramidal  pathways 
(Fig.  1). 

As  with  rigidity,  the  most  widely  useful 
treatment  is  the  use  of  drugs  of  the  atropine 
group.  There  is  often  an  associated  arthritis 
and  periarthritis;  for  these,  massage  is  useful, 
but  not  for  the  tremor.  Physical  therapy  in 
general  accomplishes  little. 

A promising  start  toward  an  effective  surgi- 
cal treatment  of  severe  cases  of  tremor  has 
recently  been  made.  The  procedures  em- 
ployed have  included  cortical  operations 
(Bucy14  and  Klemme5),  section  of  the  pyra- 
midal tract  in  the  spinal  cord,13  and  operations 
on  the  basal  ganglia  (Meyers6) . Probably  all 
of  them  produce  a greater  or  less  injury  of  the 
pyramidal  tract  but  surprisingly  little  dos- 
ability.  The  operative  results  have  been 
brought  together  in  the  symposium  of  the 
Association  for  Research  in  Nervous  and  Men- 
tal Disease,  already  mentioned.6  It  is  too 
early  to  say  which  type  of  operation  will 
prove  the  most  conservative,  but  the  propor- 
tion of  relief  has  been  high  with  all  of  them. 
Following  operations  of  this  type,  patients 
have  sometimes  returned  to  work.  Ordinar- 
ily, walking  is  improved,  and  the  affected  hand 
becomes  useful  for  eating,  writing,  etc.  Such 
operations  may  be  satisfactorily  applied  to 
perhaps  the  majority  of  severe  unilateral  cases, 
but  the  feasibility  of  their  employment  in  bi- 
lateral cases  is  at  present  in  some  doubt. 

Athetosis. — This  term  was  first  used  by  Dr. 
W.  A.  Hammond  (a  member  of  the  Medical 
Society  of  the  State  of  New  York)  to  describe  a 
syndrome  consisting  of  involuntary,  irregular, 
slow,  squirming  movements  of  one  limb  ap- 
pearing in  an  adult  after  a hemiplegia.  Physio- 
logically, the  squirming  and  intermittent 
rigidity  is  produced  by  irregular,  variable  con- 
tractions of  many  or  all  of  the  muscles  of  an 
extremity,  sometimes  one  and  sometimes 
another  predominating. 

A similar  disorder  sometimes  begins  in  in- 
fancy or  early  life  and  attacks  the  muscles  of 
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Fig.  1.  Diagram  of  the  path  of  the  pyramidal  tract  and  of  the  extrapyramidal  system  (schematic). 
Note  the  position  of  the  extrapyramidal  tracts  in  the  anterior  column  of  the  spinal  cord;  also  note 
that  there  is  at  least  one  intercalcated  neurone  between  the  ending  of  the  long  tracts  and  the  an- 
terior horn  cell.  Intersegmental  short  spinal  tracts  are  not  shown. 


the  trunk  as  well  as  the  extremities.  It  is  then 
usually  known  as  dystonia.  Torticollis, 
chronic  chorea,  and  hemiballism  are  other  sub- 
varieties  of  the  syndrome.  Lesions  are  regu- 


larly found  in  the  caudate  and  lenticular 
nuclei,  apparently  interrupting  certain  links 
in  the  extrapyramidal  chain  (Fig.  1).  The 
central  mechanism  is  obscure,  but  it  seems 
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fairly  clear  that  the  abnormal  impulses  do  not 
utilize  the  pyramidal  tracts  exclusively  (per- 
haps not  at  all),  for  the  dyskinesia  may  occur 
even  when  there  is  a complete  loss  of  voluntary 
control  and,  anatomically,  a degeneration  of 
the  pyramids  may  be  found. 

Attempts  at  treatment  of  athetosis  and  dys- 
tonia, considered  hopeless  until  recently,  are 
now  proceeding  in  three  directions.  Retrain- 
ing and  careful  minute  instruction  in  walking 
and  the  use  of  the  hands  often  produce  con- 
siderable improvement,  chiefly  in  the  milder 
cases.  Attention  to  providing  special  chairs, 
tables,  typewriters,  etc.,  may  make  a great 
difference  in  the  patient’s  comfort. 

The  use  of  drugs  of  the  curara  series  has 
aroused  a good  deal  of  interest.  At  present, 
however,  the  treatment  cannot  be  considered  a 
practical  one,  for  proper  preparations  are  not 
to  be  had.  Whether  the  benefits  will  ever  out- 
weigh the  difficulties  and  dangers  of  the  treat- 
ment remains  to  be  seen. 

Finally,  there  has  been  great  progress  in 
surgical  treatment  (which,  however,  is  less 
satisfactory  in  this  group  of  diseases  than  in 
cases  of  alternating  tremor). 

As  with  tremor,  operations  have  been  per- 
formed at  the  cortical5  and  at  the  spinal  level. 
Either  may  produce  satisfactory  results  in  a 
certain  proportion  of  cases,  but  disappoint- 
ments are  common  wTith  both.  The  cortical 
operations  are  on  the  whole  safer,  but  they 
carry  more  danger  of  producing  motor  dis- 
ability. The  recently  devised  method  of 
operation  under  local  anesthesia  and  injection 
of  procaine  into  the  cortex  before  any  extirpa- 
tion is  carried  out  should  improve  results.5’13 
The  spinal  operations  (on  the  extrapyramidal 
pathways  in  the  anterior  column)  are  more 
suitable  for  dystonic  and  bilateral  cases  and 
also  those  complicated  by  torticollis.15 

Posterior  root  section  is  not  effective. 
Curiously  enough,  it  was  the  failure  of  pos- 
terior root  section  in  cases  of  athetosis  which 
caused  Frazier  to  throw  the  weight  of  his 
authority  against  the  use  of  the  operation.  In 
addition,  he  alleged  that  the  mortality  of 
laminectomy  was  too  high  to  justify  its  use  ex- 
cept where  life  is  at  stake  and  that  spastic 
children  are  poor  subjects  for  operation. 
Scarcely  a single  neurologic  surgeon  would 
agree  with  these  statements  today. 

Spasmodic  Torticollis. — This  is  a peculiar 
subvariety  of  dystonia,  attacking  the  muscles 
of  the  neck  and  shoulders  chiefly  or  exclusively. 
There  is  considerable  doubt  as  to  the  nature  of 
the  disease;  some  cases  appear  to  have  been 
relieved  by  psychotherapy,15  but  others  have 


undergone  extensive  treatment  without  im- 
provement. In  some  cases,  further,  there  are 
many  manifestations  of  dystonia  elsewdiere  in 
the  body,  and  lesions  have  been  found  post- 
mortem . 1 5 The  condition  is  a most  distressing 
one,  and  patients  often  beg  urgently  for  re- 
lief. 

The  problem  of  ruling  out  a hysterical  origin 
for  the  spasm  is  one  that  deserves  first  con- 
sideration. Some  progress  has  been  made 
toward  a positive  diagnosis  of  hysteria  by 
means  of  the  Rorschach  test.  True  neurotic 
disturbances  should  disappear  with  relatively 
light  anesthesia  (e.g.,  with  pentothal).  In 
cases  of  torticollis  in  which  mechanical  or 
surgical  treatment  is  in  prospect,  it  is  probably 
wise  to  refer  the  patient  to  a psychiatrist  for  a 
trial  course  of  treatment  before  any  radical 
procedure  is  undertaken.  In  general,  hys- 
terical symptoms  yield  rather  rapidly  to  sug- 
gestion and,  on  the  other  hand,  a patient  who 
is  really  miserable  from  his  torticollis  will  de- 
mand a radical  treatment  rather  promptly  if 
he  knows  that  it  exists. 

Since  medical  and  orthopedic  treatment  are 
seldom  curative  in  torticollis,  the  effective 
type  of  operation  introduced  by  Foerster16  and 
modified  by  Dandy17  and  others18’19  has  been  a 
great  boon.  It  consists  in  a bilateral  section 
of  the  first  three  cervical  anterior  roots  and  the 
spinal  accessories  in  the  posterior  foosa,  if 
they  can  be  easily  reached,  on  both  sides.  If 
the  accessories  cannot  be  reached  intraspinally, 
they  are  divided  in  the  neck  at  a second  stage. 
The  fourth  anterior  root  may  also  be  taken  in 
severe  cases. 

The  results  of  this  operation  have  been  uni- 
formly good.  The  patient  retains  a surprising 
mobility  of  the  neck.  No  deaths  have  been 
reported.  The  pessimism  often  expressed  in 
regard  to  the  surgical  treatment  of  torticollis 
is  a relic  of  the  era  of  myotomies  and  extra- 
spinal  operations,  which  are  indeed  useless. 

Conclusions 

Proper  treatment  of  spastic  disorders  and 
dyskinesias  should  rest  upon  a knowledge  of 
the  fundamental  physiologic  mechanisms  at 
work.  Our  knowledge  of  these  mechanisms 
has  greatly  improved  in  recent  years,  and  cer- 
tain therapeutic  principles  naturally  follow. 
The  next  few  years  should  show  a considerable 
harvest  from  them. 

Summary 

1.  The  diseases  of  the  peripheral  neuro- 
myial  unit,  such  as  poliomyelitis  and  neuritis, 
are  fairly  well  understood,  and  forms  of  treat- 
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ment  are  standardized.  This  is  not  true  of  the 
paralyses  due  to  diseases  of  tracts  of  the  spinal 
cord  and  higher  structures. 

2.  The  important  steps  in  the  care  of  acute 
paraplegia  are  the  use  of  tidal  drainage  to  pre- 
vent infection  of  the  bladder  and  care  of  the 
skin.  In  the  chronic  stage  with  spasticity, 
hyperreflexia,  and  involuntary  movements, 
meticulous  care  of  the  bowels  and  avoidance  of 
chilling  or  irritation  of  the  skin  are  advisable. 
Posterior  root  section  is  sometimes  of  value. 

3.  In  cases  of  hemiplegia,  retraining  is 
often  helpful.  Massage  and  the  use  of  elec- 
tricity are  usually  to  be  avoided.  Posterior 
root  section  is  occasionally  indicated. 

4.  Rigidity  (for  example,  as  a part  of  par- 
kinsonism) is  best  treated  with  drugs  of  the 
atropine  series,  although  successful  results  of 
surgical  treatment  have  been  reported. 

5.  Alternating  tremor  also  responds  to 
treatment  with  belladonna  and  the  like. 
Various  surgical  operations  (directed  chiefly 
at  the  pyramidal  tract)  have  yielded  a large 
proportion  of  satisfactory  results  in  severe 
unilateral  cases,  with  a low  mortality. 

6.  Athetosis  and  dystonia  are  often  bene- 
fited by  retraining.  Several  neurosurgical 
procedures  are  available  and  are  sometimes 
strikingly  beneficial,  but  the  results  are  more 
variable  than  those  following  the  operation  for 
alternating  tremor. 

7.  Spasmodic  torticollis  is  a fairly  definite 
entity,  which  may,  however,  easily  be  confused 
with  hysteria.  Psychotherapy  is  usually 


worth  trying,  but,  if  it  fails,  the  Foerster- 
Dandy  operation  of  intraspinal  anterior  rhizot- 
omy gives  excellent  results  without  reported 
mortality. 

8.  The  differentiation  of  these  various 
conditions  and  the  decision  as  to  treatment 
often  demand  thorough  neurologic  study, 
which  should  include  electromyography  in 
doubtful  cases. 
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THE  DIFFERENTIAL  CHARACTERISTICS  OF  SPASTICITY 
AND  ATHETOSIS  IN  RELATION  TO  THERAPEUTIC  MEASURES 

Winthrop  Morgan  Phelps,  M.D.,  Baltimore 


CEREBRAL  palsy  is  a complicated  group 
of  conditions.  The  name  cerebral  palsy 
refers  to  the  motor  manifestations,  probably 
because  these  are  the  most  obvious.  They 
are  also  frequently  the  most  misleading.  The 
importance  of  the  condition  in  the  fields  of 
pediatrics,  neurology,  neurosurgery,  psychol- 
ogy, and  education,  as  well  as  orthopedics, 
is  great.  It  is  difficult  to  discuss  cerebral 
palsy  without  relating  it  to  all  these  fields. 

The  condition  is  widespread  and  apparently 
quite  even  in  its  distribution  between  cities 
and  rural  areas.  Surveys,  some  complete 
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and  others  still  in  progress,  have  shown  that 
there  are  about  7 of  these  children  born  per 
year  per  100,000  of  population.  Further 
statistics  demonstrate  that  of  these  7,  1 dies 
during  infancy  or  early  childhood,  so  that  the 
problem  is  of  6 new  cases  per  year  per  100,000 
population.  Of  these  6,  2 will  be  definitely 
mentally  defective.  There  is,  therefore,  a 
problem  of  4 children  per  year  per  100,000 
population  who  will  live  and  who  are  mentally 
deserving  of  rehabilitation.  From  this  figure, 
the  number  of  cases  in  any  city  or  state  under 
a given  age  can  be  easily  computed.  For 
example,  in  a city  of  150,000  people  there 
would  be  6 of  these  children  per  year;  under 
16  years  of  age  this  would  represent  96 
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mentally  normal  cases.  Of  these,  it  would 
be  found  that  approximately  50  per  cent  are 
of  moderate  degree  of  severity,  while  25  per 
cent  would  be  mild  and  25  per  cent,  severe. 

Since  cerebral  palsy  is  a group  of  conditions, 
some  sort  of  classification  is  necessary.  An 
etiologic  classification  is  not  feasible,  since 
congenital  anomalies,  birth  injury,  disease — 
such  as  encephalitis — trauma,  and  tumors 
could  all  give  an  identical  picture  if  the  loca- 
tion of  the  lesion  were  the  same.  An  anatomic 
and  pathologic  classification  is  of  great  im- 
portance to  pathologists  and  neurosurgeons, 
but  since  at  present  the  detailed  physiology 
and  cerebral  localization  of  function  is  so 
obscure  this  is  chiefly  of  experimental  value. 
It  would  seem,  therefore,  that  if  a classifica- 
tion on  a basis  of  the  type  of  motor  dis- 
turbance could  be  made  the  various  forms  of 
therapy  applicable  to  these  conditions  could 
be  better  evaluated. 

Here,  one  is  faced  with  a mass  of  loosely 
defined  terms  which  have  in  the  past  confused 
the  picture  badly.  On  the  one  hand,  there 
are  spasticity,  plastic  and  decerebrate  rigidity, 
hypertonus,  and  hypercontractility,  none  of 
which  are  necessarily  quite  the  same  thing 
and  may  have  origin  in  totally  different  parts 
of  the  brain.  On  the  other  hand,  there  are 
athetosis,  chorea,  choreo-athetosis,  dystonia, 
ataxia,  and  many  others  that  seem  to  overlap. 

In  order  to  arrive  at  a fundamental  concept 
it  is  necessary  to  determine  what  possibilities 
there  are  for  difficulties  with  muscle  control. 
Obviously,  aside  from  normal  voluntary  con- 
traction, considering  first  the  individual 
muscle,  there  can  be  inability  to  contract  the 
muscle  at  all,  which  is  usually  flaccid  paralysis. 
But  this  is  complicated  by  the  fact  that  there 
are  muscles  that  cannot  be  contracted  at  all 
but  are  not  necessarily  flaccid.  The  opposite 
of  this  condition  of  paralysis  or  inability  to 
contract  a muscle  voluntarily  is,  of  course, 
a muscle  that  contracts  involuntarily.  The 
terms  “flaccid”  and  “spastic”  are  opposites 
in  reference  to  tone  but  not  in  reference  to 
contractile  power,  either  voluntary  or  in- 
voluntary. 

It  is  necessary  to  distinguish,  therefore, 
between  variations  in  tone  and  variations  in 
contractile  ability,  and  these  two  are  not 
always  related.  Of  course,  there  are  many 
combinations.  In  the  ataxic  extremity  there 
often  is  flaccidity  but  no  paralysis  combined 
with  involuntary  motion  of  muscles  not  re- 
lated to  the  act  being  performed.  Also,  true 
spasticity  represents  definite  hypertonus  with 
normal  voluntary  contractile  ability.  The 


apparent  difficulty  with  contraction  of  a true 
spastic  muscle  is  the  spasticity  of  its  antago- 
nist. The  hypertonus  is  only  evident  upon 
contraction  or  other  stimulus  such  as  stretch- 
ing. 

Suppose  only  one  of  a pair  of  antagonistic 
muscles  was  spastic — the  flexor  spastic — the 
extensor  being  normal.  Then  it  would 
be  found  that  flexion  could  be  normally 
performed,  since  the  spastic  flexor  has  normal 
contractile  ability.  Extension,  however,  per- 
formed by  the  normal  extensor  muscle  would 
be  the  motion  interfered  with,  since  the  hyper- 
tonus of  the  spastic  muscle  would  be  difficult 
to  stretch.  In  fact,  this  very  stretching  sets 
up  a reflex  contraction  of  the  muscle  tending 
to  block  the  motion  attempted.  This  is  the 
stretch  reflex.  If  both  the  flexor  and  extensor 
were  spastic,  then  motion  would  be  impeded 
in  both  directions.  The  presence  of  the 
stretch  reflex  is  the  indication  that  a muscle 
is  spastic. 

By  carrying  out  a muscle  examination  and 
determining  which  muscles  show  stretch  re- 
flex, the  exact  limitations  of  gait,  arm  use, 
and  even  speech  can  be  determined.  Unless 
this  stretch  reflex  is  present,  true  spasticity 
is  absent.  In  rigidity,  the  hypertonus  is 
constant  and  is  of  a plastic  rather  than  a 
contractile  type. 

Involuntary  motion  is  an  entirely  different 
category.  In  true  athetosis  there  is  no  change 
in  tone  but  only  involuntary  contraction 
taking  place.  The  patient  has  no  disturbance 
of  his  voluntary  motor  ability,  but  the  results 
of  attempted  motions  are  distorted  by  the 
involuntary  motions  present.  The  pictures, 
therefore,  of  spasticity  and  athetosis  would 
seem  to  be  clear  and  distinct  from  each  other, 
but  as  a matter  of  fact  they  are  often  con- 
fused. The  reasons  are  these: 

Attempted  motion  in  the  spastic  sets  up  a 
stretch  reflex  as  has  been  described.  Suppose 
a spastic  makes  a voluntary  attempt  to  extend 
the  great  toe.  This  motion  causes  a stretch 
reflex  in  the  flexors  of  the  toe,  tending  to  pull 
it  down.  This,  in  turn,  pulls  down  the  foot, 
since  the  toe  flexor  is  a long  muscle  arising 
high  in  the  calf.  This  motion  stretches  the 
dorsiflexors  of  the  foot  pulling  it  up.  This, 
in  turn,  stretches  the  gastrocnemius,  which, 
being  attached  above  the  knee,  tends  to  flex 
the  knee,  which  stretches  the  quadriceps, 
extending  the  knee  again.  Since  the  quadri- 
ceps is  also  a hip  flexor,  through  the  action  of 
the  rectus  femoris  the  hip  is  flexed,  which 
stretches  the  gluteus  maximus  extending  the 
hip.  Thus,  a whole  train  of  motions  is  set 
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up  in  the  leg  simply  as  the  result  of  the 
voluntary  attempt  to  extend  the  great  toe. 
It  can  easily  be  seen  how  much  this  might 
resemble  true  athetosis.  The  important 
observation  is  that  the  involuntary  motion 
was  initiated  by  a volitional  attempt. 

The  athetoid  can  also  closely  resemble  the 
spastic.  If  a normal  individual  riding  in  the 
back  seat  of  an  automobile  being  driven 
rapidly  over  a rough  road  was  given  a pad  and 
pencil  and  asked  to  draw  a straight  line,  the 
result  would  be  discouraging.  He  would  seize 
the  pad,  grip  the  pencil,  and  tense  his  hands 
and  arms  in  an  attempt  to  stop  the  motions. 
By  so  doing,  however,  all  the  jars  would  be 
carried  to  his  hands,  and  the  line  being  drawn 
would  show  it.  Of  course,  if  he  should  relax 
his  whole  body  and  loosen  his  hands,  he  could 
do  much  better,  yet  this  would  not  be  his  nat- 
ural tendency.  The  athetoid  does  the  same 
thing.  In  an  attempt  to  control  the  involun- 
tary motions,  early  in  life  he  tends  to  tense 
himself,  and  gradually  this  tension  becomes 
habitual.  The  resulting  picture  is  often  stiff 
and  rigid  and  strongly  suggests  the  spastic. 
The  important  observation  here  is  that  the 
tension  is  voluntary,  although  habitual,  and 
that  the  basic  involuntary  motions  are  not 
initiated  by  a volitional  attempt.  Thus,  in 
the  spastic  the  tension  is  involuntary  and 
motion  is  voluntarily  initiated,  while  the 
athetoid ’s  tension  is  voluntary  and  the  motion 
involuntary. 

As  was  stated,  the  motor  manifestations 
are  the  most  obvious  evidences  of  cerebral 
palsy  and  the  ones  from  which  the  conditions 
get  their  names.  The  sensory  disturbances 
are  of  considerable  importance  and  are  often 
overlooked.  The  eyes  may  be  normal  as  far 
as  visual  acuity,  myopia,  hyperopia,  or 
astigmatism  are  concerned,  yet  the  extra- 
ocular motor  control  may  be  so  disturbed  as 
to  make  reading  almost  impossible.  Strabis- 
mus of  a spastic  nature  will  result  in  mon- 
ocular vision,  since  each  eye  can  sometimes  be 
moved  easily  in  one  direction  and  only  with 
difficulty  in  the  other.  Thus,  one  eye  would 
be  used  reading  from  left  to  right  while  the 
other  would  bring  the  fixation  back  to  the 
beginning  of  the  next  line.  The  involuntary 
motions  of  the  extraocular  muscles  seen  in 
athetosis  are  sometimes  such  that  there  is 
limitation  of  upward  and  downward,  move- 
ment and,  in  other  instances,  of  horizontal 
movement.  Since  these  motions  are  fre- 
quently associated  with  athetoid  motions  in 
the  neck,  fixation  on  reading  is  difficult. 
These  children  can  often  fix  on  a single  letter 


or  point  but  are  unable  to  move  along  the  line. 

Also,  there  is  often  nystagmus  present  which 
may  blur  the  words  or  produce  a sense  of 
dizziness  and  nausea  on  attempting  fixation. 

These  children  are  best  taught  to  read  at  a 
distance  first,  but  only  too  often  are  these 
eye  difficulties  overlooked  entirely,  and  the 
child’s  failure  to  learn  to  read  is  attributed  to 
mental  deficiency. 

In  the  athetoid  group  especially,  there  is 
a definite  incidence  of  hearing  defects  which 
again  does  not  often  show  up  on  the  usual 
hearing  test.  The  child  would  be  able  to 
hear  a pin  drop  or  a watch  at  the  normal  dis- 
tance from  the  ear,  yet  he  will  have  a hearing 
loss  or  cutoff  at  a certain  pitch  level  so  that 
some  of  the  sounds  in  normal  speech  will  not 
be  heard.  This  may  cause  a loss  of  the 
“S-F-TH”  group  or,  if  the  cutoff  is  lower,  it 
may  even  involve  the  loss  of  the  overtones 
necessary  to  the  sound  of  the  vowel  “E.” 

Then  the  words  “seat,”  “set,”  “sit,”  “sat” 
would  all  sound  to  him  like  “uh.”  Since  the 
“S”  and  “T”  would  not  be  heard  and  the 
“E”  overtones  are  lost,  his  response  to  com- 
mands to  say  these  words  would  all  be  “uh” 
and,  since  we  all  speak  as  we  hear,  his  speech 
would  be  defective.  Naturally,  he  would  also 
have  great  difficulty  in  understanding  speech. 

Evaluation  of  mentality  must  take  into 
consideration  the  possibility  of  these  handi- 
caps as  well  as  the  more  obvious  motor  dis- 
turbances. There  are,  of  course,  true  de- 
fectives among  the  cerebral  palsies,  but  the 
diagnosis  of  true  mental  deficiency  must  be 
made  only  after  excluding  all  the  disturbances 
of  acquisition  of  knowledge  through  the  eyes 
and  ears  and  the  disturbances  of  the  demon- 
stration of  knowledge  through  the  motor 
system,  including  speech.  Speech  may  be 
absent  or  defective  either  because  of  defective 
hearing  or  because  of  spasticity  or  athetosis 
in  the  speech  mechanism.  Sometimes  there 
are  both  a hearing  defect  and  athetosis  in  the 
speech  mechanism. 

The  presence  of  athetosis  in  the  face,  with 
grimaces  and  drooling,  is  misleading,  and  spas- 
tic facial  muscles  give  an  unresponsive  ex- 
pression. It  must  be  borne  in  mind  that 
these  may  be,  in  reality,  masks  and  bear  no 
relation  to  the  underlying  mentality.  Cere- 
bral palsy,  therefore,  represents  multiple 
handicaps  in  the  sensory,  motor,  and  some- 
times mental  fields.  The  treatment  must 
take  into  consideration  all  of  these  fields,  and 
their  importance  must  be  evaluated. 

In  the  motor  field  alone  -there  ^5^  four  chief 
considerations.  These  a^rotomotion  (leg§h  f r. 
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self-help  (arms),  speech,  and  general  appear- 
ance. A severe  case  may  be  unable  to  use 
the  arms  or  legs  or  speak.  In  this  case  the 
development  of  speech  would  change  the 
entire  outlook.  Even  if  the  arms  and  the 
legs  were  involved,  then  rehabilitation  of  the 
arms  for  self-help  is  much  more  important 
than  locomotion.  A mild  case  with  only 
facial  grimaces  may  find  it  more  difficult  to 
obtain  employment  than  one  who  cannot 
walk.  In  other  words,  the  degree  or  severity 
of  involvement  is  not  an  indication  for  or 
against  treatment.  Low  mental  level  may 
not  always  be  a contraindication  either,  since, 
if  a child  can  be  taught  to  walk  and  feed 
himself,  a great  load  may  be  lifted  from  the 
family.  The  true  indications  practically 
always  depend  upon  the  individual  case. 
Formal  speech  training  would  be  of  one  type 
if  deafness  were  the  cause,  another  type  if 
the  trouble  was  based  on  spasticity,  and  still 
a third  type  if  the  condition  were  athetoid  in 
nature.  The  lack  of  speech  might  also  be 
due  to  true  aphasia,  with  damage  to  the  speech 
center,  or  to  actual  mental  deficiency.  It  is 
usually  necessary  for  speech  therapeutists  to 
have  additional  training  in  cerebral  palsy  if 
they  are  to  obtain  satisfactory  results. 

The  treatment  of  true  spasticity  in  connec- 
tion with  the  extremities  is  largely  ortho- 
pedic. Motor  re-education,  aided  by  surgery 
and  braces,  is  in  general  quite  satisfactory 
provided  a careful  evaluation  is  made  of  the 
distribution  of  the  spasticity  by  a muscle 
examination.  As  a result  of  this,  it  will  be 
found  that  there  are  spastic,  normal,  and 
flaccid  muscles  present.  The  relationships  of 
these  to  each  other  are  extremely  important. 
The  determination  of  the  proper  procedure  on  a 
spastic  muscle  depends  entirely  on  the  condition 
of  its  antagonist.  The  orthopedic  surgical 
methods  include  neurectomies,  tendon  length- 
enings, tenotomies,  myoneurectomies,  trans- 
plants, and  bony  operations — such  as  stabili- 
zations, bone  blocks,  tibial  tubercle  trans- 
plants— and  other  related  procedures.  Re- 
education both  before  and  after  surgery  is 
imperative. 

The  treatment  of  involuntary  motion  or 
athetosis  is  entirely  different.  Here,  surgical 
methods  are  absolutely  useless,  unless  for  true 
contractures.  The  reason  for  this  is  that 
athetosis  is  not  related  to  individual  muscles 
but  is  an  attempt  to  perform  a definite  joint 
or  series  of  joint  movements  with  whatever 
muscles  are  available.  This  can  be  proved 
by  blocking  out  athetoid  pronation  of  the 
hand,  for  example,  by  means  of  a brace.  The 


result  will  be  internal  rotation  of  the  shoulder. 
The  results  of  both  muscle-nerve  operations 
and  bone  stabilizations  performed  on  athetoids 
have  borne  this  out. 

The  fundamental  principle  in  the  control  of 
athetosis  is  training  in  relaxation  as  a skill 
and,  subsequently,  training  in  motion  from 
the  relaxed  position.  The  relaxation  must  be 
thoroughly  learned  and  must  be  complete 
throughout  the  body.  This  usually  takes 
several  months  to  acquire,  even  in  the  hands 
of  the  most  skilled  teachers.  The  surgery 
that  is  useful  is  such  as  that  on  the  brain 
cortex  (Klemme),  the  basilar  mechanism 
(Meyers),  and  the  lateral  columns  of  the  cer- 
vical cord  (Putnam).  These  procedures  give 
some  promise  for  the  future  but  are  still  in 
the  experimental  stage. 

The  treatment  of  the  ataxic  group  may  be 
described  as  a cortical  retraining  to  replace 
the  damaged  automatic,  usually  cerebellar, 
and  other  balance  functions.  The  use  of  drugs 
is  not  of  great  importance,  since  their  effects 
are  temporary  and  disappear  when  the  effects 
of  the  drugs  wear  off.  Curara,  apart  from  its 
difficulty  with  standardization,  has  been  said 
to  paralyze  the  neuromuscular  junctions  of 
athetoid  muscles  before  affecting  the  normal 
ones.  But  since  athetosis  varies  even  with 
gravitational  factors,  this  statement  would 
seem  untenable.  Certainly,  there  has  been 
no  striking  effect  seen  so  far. 

The  barbiturates  and  other  relaxants  such 
as  alcohol  have  an  unquestionably  excellent 
effect,  but  the  swingback,  when  the  drug 
effects  have  worn  off,  is  usually  more  marked 
than  the  normal  degree  of  athetosis.  The 
advantages  of  voluntary  relaxation  over 
drugs  are  great. 

In  all  cases  treatment  must  be  thorough 
and  not  hurried.  As  yet  there  are  no  short 
cuts.  Graphic  records  of  improvement  should 
be  kept  on  all  cases  treated  to  determine  the 
effectiveness  of  the  treatment  given  and  to 
determine  as  well  the  prognostic  possibilities 
of  the  patient.  The  results  obtained  can  be 
gratifying  in  a large  percentage  of  cases  when 
a collaborative  effort  is  made  by  all  the  special 
fields  of  medicine  which  have  a bearing  on  the 
condition. 

Summary 

1.  The  cerebral  palsies  are  a group  of 
conditions  resulting  from  congenital,  trau- 
matic, disease,  neoplastic,  or  degenerative 
causes. 

2.  The  most  useful  classification  for 
therapeutic  purposes  is  a physiologic  one. 
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3.  Sensory  handicaps  are  frequently  asso- 
ciated with  the  motor  disturbance  and  are  of 
such  a nature  that  they  are  often  overlooked. 

4.  True  mental  deficiency  is  present  in 
some  cases,  but  this  must  be  determined  only 
after  thorough  consideration  of  the  effects 
of  all  the  motor  and  sensory  handicaps. 

5.  Treatment  lies  mainly  in  the  re-educa- 
tional and  surgical  fields  and  is  effective  in 
a large  proportion  of  cases  when  carried  out 
intensively. 

3038  St.  Paul  Street 

Discussion  of  Symposium 

Dr.  Robert  Lee  Patterson,  Jr.,  New  York 
City — Dr.  Duryea’s  excellent  report  emphasizes 
the  prevalence  of  infantile  cerebral  palsy  as  a 
crippling  condition  and  the  extent  to  which 
attempts  are  being  made  to  meet  its  various 
needs.  A great  part  of  the  progress  that  has 
recently  been  made  in  this  work  is  due  to  the 
efforts  of  Dr.  Phelps.  He  has  once  more  brought 
out  points  that  tend  to  clarify  the  subject  and 
give  us  a better  understanding  of  therapeutic 
handling  and  care. 

Any  one  of  us  who  has  had  experience  in  the 
care  of  cases  of  cerebral  palsy  has  discovered 
that  surgery  on  the  athetoid  type  is,  as  a rule, 
useless  and  may  even  prove  harmful,  except 
where  definite  contractures  that  act  as  me- 
chanical hindrances  have  formed.  Dr.  Phelps’s 
explanation  of  the  physiologic  processes  occur- 
ring in  athetoids  and  spastics  shows  us  why 
surgery  should  not  be  performed  on  the  athetoid 
without  serious  consideration.  Since  ortho- 
pedic operations  in  the  true  spastic  are  helpful, 
often  dramatically  so,  it  is  extremely  important 
to  be  able  to  distinguish  between  athetosis  and 
spasticity.  Certainly,  Dr.  Phelps  has  most 
clearly  presented  to  us  the  known  facts  on  this 
subject. 

Advancements  in  the  early  diagnosis  and  treat- 
ment of  cerebral  palsy  have  been  marked  during 
the  past  ten  years.  Undoubtedly,  the  majority 
of  the  steps  forward  have  been  in  the  line  of  care, 
re-education,  schooling,  and  appreciation  of 
pathologic  physiology.  However,  there  has  also 
been  considerable  stimulus  and  progress  from 
the  orthopedic  surgeon’s  standpoint.  Because 
of  better  follow-up  systems,  we  have  been  able 
to  find  out  the  results  on  various  types  of  opera- 
tions and  we  have  been  able  to  evaluate  their 
merits  and  to  formulate  a reasonable  operating 
policy.  Several  new  operations  have  been  de- 
vised which,  with  the  passage  of  time,  continue 
to  prove  beneficial. 

Formerly,  for  adducted,  internally  rotated 
thighs,  we  did  a resection 'of  the  nerves  to  the 
adductors  and  a tenotomy  of  the  adductor  longus 
and  also  of  the  other  adductors  if  they  seemed 
tight.  Between  1926  and  1936,  108  of  these 
operations  were  performed  at  the  Hospital  for 
the  Relief  of  the  Ruptured  and  Crippled  (the 


Hospital  for  Special  Surgery).  In  a follow-up 
survey,  only  80  of  these  were  classified  as  good; 
there  were  many  recurrences.  In  the  last  five 
years  we  have  been  cutting  the  obturator  nerves 
where  they  exit  from  the  pelvis  (Selig  operation), 
not  touching  the  adductor  muscles.  Out  of  73, 
only  2 have  been  rated  as  poor,  both  having  also 
a bilateral  congenital  dislocation  of  the  hip. 

An  analysis  of  85  cases  that  had  a lengthening 
of  the  tendo  achillis  showed  that  there  was  a 
recurrence  of  the  equinus  position  in  57.  This 
operation  is  now  supplemented  by  a foot  stabili- 
zation or  a bone  block  with  foot  stabilization. 
The  results  have  been  most  gratifying. 

An  observation  that  has  proved  to  be  of  great 
value  to  the  orthopedic  surgeon  is  that  of  Chand- 
ler who  shows  that  often  the  transplanting  of  the 
biceps  femoris  into  the  extensor  group  at  the 
knee  is  not  successful  because  of  the  relaxation 
and  stretching  of  the  patella  tendon  and  that 
extension  would  be  possible  if  this  relaxed  tendon 
were  made  taut. 

For  the  extreme  case  of  athetosis,  marked 
improvement  and  subsidence  of  the  involuntary 
movements  of  the  neck  and  extremities  have 
been  accomplished  by  the  section  of  the  extra- 
pyramidal  pathways,  as  performed  by  Dr.  Put- 
nam. Although  we  have  had  no  personal  ex- 
perience with  this  operation  at  our  hospital, 
I have  seen  some  of  Dr.  Putnam’s  cases  and 
results  and  can  assure  you  that  the  procedure  is 
a most  helpful  one. 

On  the  basis  of  a more  exact  evaluation  of 
facts  regarding  cerebral  palsy  obtained  during 
the  past  ten  years,  we  have  made  a grouping 
of  the  indications  for  performing  surgery  on 
these  cases,  fully  appreciating  the  fact  that 
surgery  serves  only  as  an  adjunct  in  the  treat- 
ment of  the  spastic.  We  have  found  surgery 
to  be  indicated: 

1.  When  there  is  a fixed  contracture  or  bony 
deformity  that  will  obviously  prevent  the  patient 
from  performing  exercises  properly. 

2.  When,  after  a period  of  six  months  to  two 
years,  training  has  reached  a standstill  and  static 
deformities  have  developed,  such  as  a pronated 
forearm  or  an  equinovalgus  foot. 

3.  When,  because  of  social  or  economic  fac- 
tors, the  patient  may  discontinue  treatment, 
refuses  to  wear  a brace,  has  an  uncooperative 
family,  etc.  The  severe  fixed  deformity — 
flexion,  adduction,  and  internal  rotation  of  the 
thighs — which  may  occur  as  the  result  of  such 
neglect  should  be  prevented  by  prophylactic 
surgery.  As  late  as  1937-1938  we  lost  101  cases 
from  our  clinic.  Of  these,  73  could  not  even 
be  located  in  New  York  City  by  our  social  service 
follow-up  and  22  refused  to  go  to  any  hospital, 
even  though  the  visits  were  free. 

4.  When  the  patient  is  mentally  deficient  and 
the  parents  refuse  to  have  him  admitted  to  an 
institution,  although  he  unquestionably  belongs 
in  one.  In  many  instances  we  have  performed 
an  operation  such  as  an  obturator  eurectomy  in 
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order  to  separate  a child’s  legs,  relieve  incon- 
tinence of  urine,  and  make  bed  care  at  home 
easier  for  the  mother.  In  other  words,  we 
operated  for  the  sake  of  the  parent. 

The  advancements  that  I have  spoken  of  have 
been  made  possible  largely  by  the  works  of  such 
men  as  Drs.  Putnam  and  Phelps,  and  I should 
like,  in  conclusion,  to  say  that  it  has  been  a 
privilege  for  me  to  discuss  this  symposium. 

Dr.  J.  B.  L’Episcopo,  Brooklyn — I want 
to  thank  Drs.  Duryea,  Putnam,  and  Phelps  for 
focusing  our  attention  on  a group  of  cases  that 
has  been  given  little  attention  by  the  medical 
profession,  except  by  a few  interested  and  en- 
thusiastic workers  of  whom  the  essayists  are 
representative.  There  is  really  little  to  discuss. 
All  have  given  us  fundamental  facts  and  sound 
recommendations  on  how  to  handle  these  prob- 
lems. 

Dr.  Duryea  has  stressed  essentially  the  socio- 
economic and  educational  phase  and  has  told 
us  how  this  problem  should  be  met.  I am  in 
thorough  accord  with  his  recommendations. 

Dr.  Putnam  has  brought  to  our  attention 
essentially  the  purely  neurologic  management  of 
this  problem.  Great  progress  has  been  made 
in  the  last  few  years  along  these  lines.  I feel 
certain  that  with  a better  understanding  of  the 
physiology  and  the  pathology  of  these  conditions 
greater  progress  should  be  made  in  the  near 
future. 

I think  we  are  particularly  indebted  to  Dr. 
Phelps  for  clarifying  the  picture  between  the 
true  spastic  and  the  athetoid  as  they  affect 
children.  He  has  properly  stressed  the  study  of 
visual,  oral,  and  sensory  disturbances  in  these 
children  before  rating  their  intelligence,  for  the 
mentality  of  each  child  will  determine  the  prog- 
nosis and  treatment  that  should  be  given. 

It  has  been  mentioned  that  some  of  these 
patients  may  be  treated  in  the  outpatient  de- 
partment of  properly  equipped  hospitals.  Al- 
though this  may  have  to  be  done  for  lack  of 
facilities  and  practical  purposes,  I believe  that 
all  these  patients  should  be  treated  in  special 
institutions.  At  least  the  early  part  of  the 
treatment  should  be  given  in  the  hospitals  before 


relegating  the  milder  forms  to  the  outpatient 
department.  It  has  been  stated  that  a minority 
of  these  spastic  children  have  such  a low 
mentality  that  treatment  is  practically  im- 
possible. This  minority  group  should  be  placed 
in  institutions  for  custodial  care.  Such  institu- 
tions, as  far  as  I know,  are  now  sadly  lacking  in 
New  York  State.  I believe  that  the  state  should 
provide  proper  institutions  for  these  defectives. 

With  our  present  knowledge  of  spastics,  I 
believe  that  the  best  classification  would  be  one 
based  on  the  physiology  or  according  to  the  motor 
control — that  is,  mild,  moderate,  and  severe. 
The  prognosis,  I believe,  is  good,  except  in  the 
severe  cases.  In  order  to  treat  these  patients 
properly,  the  so-called  spastic  must  be  differen- 
tiated from  the  athetoid  type.  We  must  also 
recognize  the  different  degrees  of  paralysis  and 
the  possible  overlapping  of  spastic  and  athetoid 
forms.  I agree  with  Dr.  Phelps  in  all  his  ortho- 
pedic recommendations  except  the  procedure  of 
tenotomies,  unless  he  wishes  to  destroy  the 
action  of  the  tight  muscle  involved.  This  is 
particularly  to  be  avoided  in  the  tendo  achillis. 
I have  seen  a calcaneus  deformity  develop  after 
tenotomy  of  this  tendon  for  correction  of  equinus 
deformity.  A calcaneal  gait  is  much  more 
disabling  than  one  of  equinus.  We  prefer  to  do 
a tendon  lengthening  to  overcome  this  muscle 
contracture. 

Finally,  we  should  not  assume  a too  pessi- 
mistic attitude  toward  these  children.  The  great 
majority  can  be  rehabilitated  to  useful  citizen- 
ship or  to  a condition  whereby  they  may  take 
care  of  their  own  wants  and  not  be  a burden  to 
their  family  or  the  community.  This  can  be 
accomplished  by  a combination  of  proper  educa- 
tional and  therapeutic  management.  The 
minority  whose  mentality  is  poor  should  be 
placed  in  institutions  for  permanent  care.  These 
institutions  are  now  lacking  and  should  be  made 
available. 

I want  to  thank  Dr.  Duryea,  Dr.  Putnam,  and 
particularly  Dr.  Phelps  for  their  pioneer  work  in 
this  field  which  has  stimulated  the  interest  of 
many  people  concerned  in  this  problem,  par- 
ticularly educators  and  the  medical  profes- 
sion. 


THE  PHYSICIAN  AS  A PSYCHOLOGIST 
The  physician  must  train  himself  to  be  a prac- 
tical psychologist  so  that  he  may  quickly  fathom 
the  unspoken  reactions  of  the  patient  which  are 
frequently  more  outspoken  than  uttered  words 
but  which  may  entirely  escape  the  unwary.  It 
is  important  that  this  appraisal  be  instantly  ac- 
complished, for  the  ensuing  procedure  may  be 
dictated  by  a fleeting  impression.  The  ability 
to  delve  into  the  psychic  reactions  of  the  patient 
and  often  to  anticipate  unexpressed  reactions  is 
frequently  referred  to  as  intuition.  It  comprises 
no  mystic  powers  but  only  the  alert  interpreta- 
tion of  subtle  expressions,  both  uttered  and  un- 


uttered. As  the  physician  is  usually  the  interro- 
gator, he  should  always  attempt  to  command 
this  advantage.  The  approach  to  each  patient 
necessitates  a variation  in  technic,  and  it  is  fre- 
quently important  to  engage  the  individual  in 
general  conversation  before  bluntly  plunging 
into  the  presenting  problem.  Many  times  the 
alert  physician  obtains  invaluable  clues  regard-  • 
ing  the  patient  before  a word  of  the  individual’s 
physical  complaint  has  been  stated. — F.  A. 
Willius,  M.D.:  A Talk  on  the  Science  and  the 

Art  of  Medical  Practice , Proc.  Staff  Meet.,  Mayo 
Clinic,  15:  649  ( October  9)  1940 


TREATMENT  OF  THE  HYPOCHONDRIAC 

Robert  B.  McGraw,  M.D.,  and  Zygmunt  Piotrowski,  Ph.D.,  New  York  City 


IF  SICKNESS  insurance  is  forced  upon  the 
medical  profession,  the  hypochondriac 
will  take  up  considerable  time  and  energy 
from  the  practitioner.  Certain  hypochon- 
driacs are  intellectually  inferior,  and  they 
should  be  treated  somewhat  differently  from 
the  intellectually  superior  individual. 

In  the  hypochondriacal  reaction,  as  we  for 
the  present  define  it,  there  is  great  increase  in 
self-observation,  concern  about  the  individu- 
al’s health,  and  a change  in  somatic  sensa- 
tions. This  reaction,  combined  with  an  in- 
ferior intelligence,  leads  to  the  development  of 
complicated  and  variable  complaints  on  the 
part  of  the  patients.  Such  people  usually 
shop  around  at  various  clinics.  This,  as  well 
as  the  fact  that  they  show  many  symptoms 
that  cause  them  to  be  put  through  a great  deal 
of  expensive  procedure,  makes  the  cost  of 
treating  them  quite  high.  They  take  up  time 
that  could  be  much  more  profitably  spent  with 
other  patients.  They  are  frequently  queru- 
lous, easily  disgruntled,  and  sometimes  liti- 
gious. One  of  us  (McG.)  has  been  aware  of 
this  problem  for  fourteen  years.  The  50 
patients  for  whom  statistical  data  have  been 
computed  are  a random  sample  of  a larger 
group  of  patients  treated  at  Vanderbilt  Clinic. 

Data 

These  50  patients  included  13  men  and  37 
women.  The  average  age  at  admission  to  the 
Columbia-Presbyterian  Medical  Center  was 
32  years . On  the  basis  of  psychologic  examina- 
tions,* * 10  of  them  were  of  dull-normal  intelli- 
gence, 12  were  of  borderline  capacity,  21  were 
high-grade  defective,  and  7 were  low-grade 
defective.  Nine  of  these  patients  came  di- 
rectly to  the  Department  of  Psychiatry.  The 
remaining  41,  however,  had  been  treated  in  a 
number  of  different  departments  for  the  aver- 
age time  of  twenty-eight  months  before  they 
came  to  the  Department  of  Psychiatry,  and 
during  that  period  they  had  shown  no  im- 
provement in  symptoms  and  subjective  com- 
plaints. The  average  number  of  departments 
which  these  patients  visited  in  the  Medical 
Center  was  4.3  for  the  men  and  6.8  for  the 
women,  or  6.1  for  the  entire  group.  The  total 

From  the  Department  of  Psychiatry,  College  of  Phy- 
sicians and  Surgeons,  Columbia  University,  and  the 
Vanderbilt  Clinic. 

* Dr.  Roy  F.  Street  gave  psychologic  examinations  to 
some  of  these  patients  in  the  years  of  1929  to  1931. 


average  time  during  which  the  patients  re- 
ceived treatment  was  forty-seven  months  or 
nearly  four  years.  The  average  time  during 
which  they  were  carried  in  the  Department  of 
Psychiatry  was  fourteen  months. 

These  statistical  data  show  the  tremendous 
expenditure  of  time  which  these  patients  re- 
quired without  its  bringing  about  any  ap- 
preciable change  in  their  condition. 

Treatment 

These  people  are  a great  burden  not  only 
to  the  public  treasury  but  also  to  themselves 
and  to  others.  There  is  no  doubt  that  they 
need  to  have  a person  or  a clinic  that  will 
maintain  some  interest  in  them.  This  inter- 
est, however,  need  not  be  extreme  or  time- 
consuming.  Therefore,  the  suggestion  is  made 
here  of  a plan  of  treatment  that  would  not 
only  shorten  the  time  of  treatment  and  save  a 
great  deal  of  wasted  energy  but  might  also  be 
of  greater  benefit  to  the  patient. 

The  most  important  point  to  keep  in  mind 
seems  to  be  that  these  patients  need  simple 
treatment.  Complicated  treatments,  ex- 
planations, numerous  tests,  etc.,  are  not  only 
expensive  but  actually  harmful,  for  these  pa- 
tients are  confused  and  bewildered  by  them. 
It  is  particularly  important  to  be  careful 
about  the  introduction  of  physical  therapy, 
because  these  patients  will  demand  it  for  a 
long  period  of  time,  especially  if  it  is  agree- 
able. The  chief  difference  between  a thera- 
peutic approach  to  these  patients  and  a similar 
approach  to  patients  of  average  or  high  aver- 
age intelligence  consists  in  the  inability  of  the 
intellectually  inferior  patients  with  hypo- 
chondriacal reactions  to  follow  normal  reason- 
ing. These  patients  need  a general  approach 
and  have  to  be  treated  largely  on  the  somatic 
level.  They  must  not  be  overtreated.  Deep 
psychotherapy  seems  to  be  impossible  with 
them.  Suggestions  by  the  doctor,  medication 
or  diet,  and  simple  explanations  of  hygienic 
measures  seem  to  be  most  effective.  If  these 
patients  are  recognized,  treatment  should  be 
centered  in  one  department  of  a clinic  if  at  all 
possible.  Radical  cures  are  not  obtained,  but 
amelioration  and  stabilization  are  frequent. 

These  patients  are  not  difficult  to  diagnose. 
Their  hypochondriacal  complaints  are  easily 
recognizable,  and  in  the  vast  majority  of  cases 
(if  they  are  treated  in  large  clinics)  their  records 


1833 


1834 


McGRAW  AND  PIOTROWSKI 


[N.  Y.  State  J.  M. 


reflect  their  personality  plainly.  The  “unit 
history”  is,  therefore,  particularly  useful. 

Case  Reports 

Case  1. — This  patient,  a meek,  sickly  looking 
Jewish  woman,  who  spent  the  first  fourteen 
years  of  her  life  in  her  native  Russia,  and  the 
next  five  working  in  a factory  in  England,  came 
to  the  United  States  at  the  age  of  19.  She  mar- 
ried soon  thereafter.  Economic  conditions  have 
always  been  difficult.  The  patient  has  always 
been  accustomed  to  think  of  herself  as  unable  to 
lead  a normal  active  life.  She  has  been  fairly 
comfortable  during  the  past  few  years  by  taking 
good  care  of  herself  and  does  not  appear  to 
resent  her  lack  of  activity.  She  has  been  greatly 
depressed  and  fears  she  is  about  to  die.  She  feels 
keenly  disappointed  over  not  having  children; 
there  were  no  pregnancies. 

The  patient  first  came  to  the  Vanderbilt 
Clinic  at  the  age  of  47  with  a complaint  of  epi- 
gastric pain.  She  had  had  an  appendectomy 
and  a resection  of  a cystic  ovary  twenty  years 
earlier,  following  which  her  condition  had  been 
considered  cured.  Five  years  before  admission 
to  the  Vanderbilt  Clinic,  she  had  been  operated 
on  for  adhesions  of  the  omentum  to  the  ab- 
dominal wall  and  had  been  discharged  as  im- 
proved. She  had  been  complaining  of  pain  in  the 
epigastrium  for  the  period  since  the  operation  for 
adhesions,  having  lost  55  pounds  during  this 
time. 

A psychologic  examination  at  the  time  of  ad- 
mission revealed  a mental  age  of  7 years  and  9 
months,  with  a corresponding  I.Q.  of  52.  She 
has  had  no  schooling  whatsoever.  During  the 
past  five  years  the  patient  has  visited  nine  de- 
partments in  the  Vanderbilt  Clinic,  making  a 
total  of  126  visits,  not  counting  several  hospital- 
izations. Among  the  departments  visited  were 
neurology,  psychiatry,  urology,  surgery,  and 
gynecology.  A pelvic  examination  revealed  a 
mild  degree  of  vaginitis  in  the  external  quarter 
of  the  vagina.  An  x-ray  of  the  genitourinary 
tract,  following  complaints  on  the  part  of  the 
patient,  revealed  a possible  stone  in  the  right 
kidney,  but  operation  was  considered  unwise  in 
view  of  the  patient’s  personality.  The  patient’s 
gastric  complaints  were  so  persistent  that  she 
was  operated  on  for  an  ulcer,  which  was  not 
found.  Her  subjective  complaints  remained  the 
same.  After  she  had  been  seen  by  many  physi- 
cians, despite  the  negative  nature  of  the  labora- 
tory findings,  all  the  nonpsychiatric  departments 
also  came  to  the  conclusion  that  they  were  deal- 
ing with  a hypochondriacal  mental  defective  who 
would  not  be  benefited  by  further  surgical 
manipulations. 

Case  2. — This  patient  was  known  to  the  Neuro- 
logical Institute  when  she  was  14  years  old.  The 
complaints  at  that  time  were  uncontrollable 
temper,  throwing  objects  at  members  of  the  fam- 
ily, imagining  that  people  on  the  street  spoke  of 
her  as  a “bad  girl.”  It  was  thought  that  she  was 


a psychotic,  and  no  treatment  was  given.  At 
the  age  of  29  this  patient  came  to  the  Depart- 
ment of  Psychiatry,  Vanderbilt  Clinic,  with  the 
same  complaints.  She  was  unstable,  anxious, 
quarrelsome,  aggressive,  and  difficult  to  manage. 
Her  condition  was  complicated  by  a chronic  oti- 
tis media  and  a chronic  pharyngitis,  over  which 
she  was  much  concerned.  The  patient  was 
treated  in  the  departments  of  psychiatry  and 
otolaryngology.  In  the  beginning,  she  was  seen 
regularly  in  the  clinic;  later,  the  intervals  be- 
tween visits  grew  longer.  She  usually  presented 
a problem  of  management,  becoming  involved 
as  she  did  in  fracases  with  other  patients.  She 
looked  upon  her  visits  to  the  clinic  as  a treat 
and  came  whenever  possible. 

She  underwent  a psychologic  test  at  the  age  of 
19,  following  which  her  family  was  told  that  she 
had  a maximum  mental  age  of  8 years.  When 
she  was  29,  her  Stanford-Binet  mental  age  was 
7 years  and  7 months,  and  the  performance  tests 
were  failed  even  more  conspicuously.  At  the 
age  of  32,  her  Stanford-Binet  mental  age  was 
7 years  and  2 months.  Her  relatively  best 
achievement  was  fluent  verbalization.  The 
corresponding  I.Q.’s  for  these  two  examinations 
were  51  and  48,  respectively.  The  patient  was 
diagnosed  as  a mental  defective  and,  because  of 
the  seriousness  of  the  deficiency,  as  well  as  be- 
cause of  her  uncontrollable  and  aggressive  be- 
havior, institutionalization  was  suggested  to  the 
family.  Her  parents  did  not  follow  this  advice 
because  they  felt  that  the  patient’s  symptoms 
were  temporary.  Treatment  of  her  mild  somatic 
condition  was  extremely  complicated  by  her  mis- 
understanding of  directions.  The  patient  con- 
tinually asked  for  special  examinations  in  the 
various  departments.  The  resultant  positive 
findings  consisted  of  impaired  hearing,  impaired 
vision  for  which  glasses  were  prescribed,  and 
defective  teeth,  which  were  treated  at  the  clinic. 
The  patient  was  treated  simultaneously  in 
several  different  departments.  She  was  re- 
peatedly referred  to  psychiatry  by  the  other  de- 
partments because  of  the  negative  findings  in 
the  presence  of  persisting  complaints.  The  pa- 
tient has  been  coming  to  the  Vanderbilt  Clinic 
for  nine  years.  Her  mental  condition  has  re- 
mained unchanged  throughout  the  entire  period. 
In  fact,  it  has  been  the  same  since  the  age  of  14, 
i.e.,  for  the  past  twenty-four  years. 

Case  3. — This  patient  on  admission,  an  obese, 
28-year-old  woman,  complained  of  pain  in  the 
back  and  stomach  for  the  past  four  years. 
Menses  were  regular  but  were  accompanied  by 
abdominal  pain.  She  had  had  one  child  and  one 
miscarriage.  There  had  been  an  operation  for 
peritoneal  adhesions  one  year  before,  a similar 
operation  seven  years  before,  and  an  appendec- 
tomy nine  years  before.  The  patient  believed 
that  she  had  had  gallstones  and  that  these  were 
removed  at  one  of  these  operations. 

It  was  apparent  on  examination  that  this  pa- 
tient would  not  be  able  to  get  much  insight  into 
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her  condition,  and  her  symptoms  shifted  from 
place  to  place.  In  1930  a Stanford-Binet  showed 
a mental  age  of  7 years  and  7 months,  with  a 
chronologic  age  of  34  years.  Attention  w as  hard 
to  secure  and  of  short  duration.  Whenever  a 
task  was  presented  that  was  too  hard,  she  de- 
veloped marked  respiratory  difficulty  and  would 
gasp  for  breath.  Subsequently,  it  was  felt  by  an 
outside  agency  that  she  could  not  take  care  of 
her  baby  and  that  her  9-year-old  daughter  made 
her  irritable.  In  view  of  her  markedly  low  I.Q. 
and  her  difficulties  in  adjustment,  institutional 
care  was  suggested,  but  this  was  rejected  by  the 
patient’s  relatives. 

The  case  came  up  for  reconsideration  four 
years  later,  at  which  time  she  complained  that 
her  head  had  changed  its  shape  and  that  her  mind 
was  affected.  She  said  she  could  not  control 
her  feelings  and  smashed  dishes  and  furniture. 
During  an  interview  she  wept  continually  and 
complained  of  headache,  dizziness,  and  loss  of 
speech,  though  her  voice  remained  steady  and 
distinct.  Another  psychometric  examination 
gave  a mental  age  of  approximately  8 years  with 
an  I.Q.  of  53.  This  was  done  about  five  years 
subsequent  to,  and  is  in  general  agreement  with, 
the  first  examination. 

This  patient  was  treated  in  a great  many  dif- 
ferent hospitals  and  in  the  following  departments 
of  the  Vanderbilt  Clinic:  gynecology,  otolaryn- 
gology, urology,  varicose  veins,  ophthalmology, 
physical  therapy,  orthopedics,  general  surgery, 
neurology,  and  psychiatry.  As  far  as  we  know 
she  is  still  going  to  different  hospitals  and  clinics 
and  is  receiving  no  particular  benefit  therefrom. 

Case  4. — This  is  a case  of  a veteran  of  the 
World  War,  about  40  years  of  age,  who  is  said 
to  have  been  a tailor  before  military  service. 
He  made  his  first  visit  to  the  Vanderbilt  Clinic 
in  the  early  part  of  1929,  and  the  case  was  closed 
in  1934.  His  past  history  included  an  injury  and 
an  operation  on  his  right  foot  wrhen  a child.  He 
started  school  at  5 and  stopped  at  the  age  of  9, 
was  apprenticed  to  a tailor,  and  worked  until 
the  age  of  17.  He  came  to  the  United  States  at 
that  time.  He  states  that  he  went  to  night  school 
and  joined  the  Army  when  he  was  about  26. 

He  was  a patient  in  a Government  hospital 
the  latter  part  of  1930  and  the  early  part  of  1931, 
a total  of  about  four  months.  It  was  considered 
that  he  was  a severe  psychoneurotic.  He  com- 
plained of  headache  and  pain  in  his  abdomen. 
It  was  later  determined  that  he  had  blurring 
vision,  which  was  felt  to  be  due  to  a retinitis  of 
unknown  cause.  There  was  cellulitis  of  the  right 
foot.  Later  in  1931  he  was  readmitted  for  a mat- 
ter of  about  six  weeks  in  a Government  hospital 
and  complained  of  pain  in  the  right  eye,  head- 
aches, and  pain  in  the  intestines.  While  under 
observation  there,  a phlebitis  of  the  right  leg 
was  discovered.  It  was  felt  that  he  had  definite 
retinitis  of  both  eyes  and  also  a severe  psycho- 
neurotic reaction.  Following  his  discharge  from 
the  hospital  he  came  to  Vanderbilt  Clinic,  ap- 


parently being  dissatisfied  with  the  care  given 
him.  It  was  here  determined  that  he  had  a men- 
tal age  of  7 years  and  3 months,  with  an  I.Q.  of 
51  on  a 14-year  base.  He  apparently  had  definite 
organic  difficulty  but  also  a superimposed  psy- 
choneurosis, which  seemed  definitely  related  to 
his  defective  intelligence.  His  eye  condition 
improved  but  his  mental  condition  remained 
fairly  stationary.  He  was  directed  back  to  the 
Government  organization  for  the  relief  and 
treatment  of  veterans,  and  he  was  closed  to  this 
clinic.  Two  years  later  a follow-up  indicated 
that  there  had  been  no  improvement  but  that  the 
organization  was  still  caring  for  the  patient. 

Determination  of  Mental  Defect 

In  order  to  apply  the  suggested  plan  of 
handling  these  patients,  it  is  important  to  as- 
certain whether  a serious  mental  defect  is 
present.  A complete  psychometric  survey  of 
patients  of  this  type  by  a qualified  psycholo- 
gist is  not  always  possible,  nor  is  it  advis- 
able. These  patients  universally  resent  any 
examination  that  implies  a mental  abnor- 
mality on  their  part  and  are  frequently  thrown 
into  a panic  when  placed  in  the  formal  testing 
situation.  A few  simple  questions  asked  rather 
casually  by  the  physician  should  suffice  to 
aid  in  diagnosing  mental  deficiency.  A careful 
analysis  of  the  reactions  of  our  patients  would 
indicate  that  the  following  test  questions,  if 
failed  by  the  patient,  reliably  permit  the  con- 
clusion that  his  intelligence  is  markedly 
inferior.  The  questions  all  form  part  of  the 
well-known  Binet  scale  and  have  been  chosen 
because  of  their  selective  value  for  this  par- 
ticular type  of  patient.  The  scoring  of  these 
questions,  however,  differs  in  many  instances 
from  that  suggested  by  Terman.  These 
changes  have  been  made  on  the  basis  of  ex- 
perience with  our  50  patients. 

(I)  Interpretation  of  Fables. — These  are 
Aesop’s  fables,  the  same  ones  used  in  the  Stan- 
ford-Binet test.  The  method  consists  in  say- 
ing to  the  patient:  “A  fable,  you  know,  is  a 
little  story  and  is  meant  to  teach  us  a lesson. 
Now,  I am  going  to  read  a fable  to  you.  Lis- 
ten carefully  and  when  I am  through,  I shall 
ask  you  to  tell  me  what  lesson  this  fable 
teaches  us.”  Then  read  the  first  fable  and 
ask:  “What  lesson  does  that  teach  us?”  It 
is  important  to  make  certain  that  the  patient 
actually  recognizes  the  difference  between 
the  literal  and  the  abstract  meaning  of  the 
fable.  Many  people  have  had  these  fables  in 
school  and  have  ready-made  responses,  the 
meaning  of  which  they  do  not  realize.  It  is 
therefore  imperative  to  ascertain  that  the  ab- 
stract meaning  is  grasped  clearly.  The  physi- 
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cian  should  refrain  from  crediting  the  patient 
with  meaning  and  associations  which  he  him- 
self has  with  these  fables.  It  occurs  fre- 
quently, for  instance,  that  the  defective  pa- 
tient will  interpret  the  fable  of  the  Milkmaid 
to  mean:  “Don’t  count  your  chickens  before 
they  are  hatched.”  If  pressed  to  be  more 
specific,  he  discloses  that  he  really  did  not  get 
the  point  at  all,  literally  thinking  of  counting 
the  chickens.  If  the  patient  fails  to  give  the 
meaningful  abstract  interpretation  of  three  or 
more  of  these  fables,  mental  defect  is  probable. 

(а)  Hercules  and  the  Wagoner. — A man  was 
driving  along  a country  road,  when  the  wheels 
suddenly  sank  in  a deep  rut.  The  man  did 
nothing  but  looked  at  the  wagon  and  called 
loudly  to  Hercules  to  come  and  help  him.  Her- 
cules came  up,  looked  at  the  man,  and  said: 
“Put  your  shoulder  to  the  wheel,  my  man,  and 
whip  up  your  oxen.”  Then  he  went  away  and 
left  the  driver. 

(б)  The  Milkmaid  and  Her  Plans. — A milk- 
maid was  carrying  her  pail  of  milk  on  her  head, 
and  was  thinking  to  herself  thus:  “The  money 
for  this  milk  will  buy  4 hens;  the  hens  will  lay  at 
least  100  eggs;  the  eggs  will  produce  at  least  75 
chicks;  and  with  the  money  which  the  chicks 
will  bring  I can  buy  a new  dress  to  wear  instead  of 
the  ragged  one  I have  on.”  At  this  moment  she 
looked  down  at  herself,  trying  to  think  how  she 
would  look  in  her  new  dress;  but  as  she  did  so  the 
pail  of  milk  slipped  from  her  head  and  dashed 
upon  the  ground.  Thus,  all  her  imaginary 
schemes  perished  in  a moment. 

(c)  The  Fox  and  the  Crow. — A crow,  having 
stolen  a bit  of  meat,  perched  in  a tree  and  held  it 
in  her  beak.  A fox,  seeing  her,  wished  to  secure 
the  meat,  and  spoke  to  the  crow  thus:  “How 
handsome  you  are!  And  I have  heard  that  the 
beauty  of  your  voice  is  equal  to  that  of  your  form 
and  feathers.  Will  you  not  sing  for  me,  so  that  I 
may  judge  whether  this  is  true?”  The  crow  was 
so  pleased  that  she  opened  her  mouth  to  sing 
and  dropped  the  meat,  which  the  fox  immedi- 
ately ate. 

(d)  The  Farmer  and  the  Stork. — A farmer  set 

some  traps  to  catch  cranes  which  had  been  eating 
his  seed.  With  them  he  caught  a stork.  The 
stork,  which  had  not  really  been  stealing,  begged 
the  farmer  to  spare  his  life,  saying  that  he  was  a 
bird  of  excellent  character,  that  he  was  not  at  all 
like  the  cranes,  and  that  the  farmer  should  have 
pity  on  him.  But  the  farmer  said:  “I  have 

caught  you  with  these  robbers,  the  cranes,  and 
you  have  got  to  die  with  them.” 

The  patient  is  considered  to  have  failed  this 
test  when  on  further  questioning  he  merely 
repeats  the  content  of  the  fable,  gives  an  in- 
adequate generalization  or  a literal  interpre- 
tation. Examples  of  the  latter  are:  “Don’t 
drive  on  bad  roads”  to  fable  (a) ; “Don’t  carry 


milk  on  the  head”  to  fable  (b);  “Don’t 
open  your  mouth  when  you  are  eating”  to 
fable  (c);  or  “Don’t  trespass”  to  fable  (d). 
Only  the  following  interpretations  and  their 
logical  equivalents  should  be  scored  as  correct: 
To  fable  (a)  “Don’t  depend  on  others”; 
to  fable  (b)  “Don’t  take  for  granted  what  is  a 
mere  possibility”;  to  fable  (c)  “Don’t  be- 
lieve people  who  flatter  you”;  to  fable  (d) 
“Beware  of  bad  company.” 

(2)  Logical  Hierarchy. — In  this  test  the 
patient  is  required  to  find  a generic  term  which 
would  comprise  all  the  three  concepts  named. 
Say  to  the  patient : “I  am  going  to  name  three 
things  that  are  alike  in  some  way,  and  I want 
you  to  tell  me  how  they  are  alike.” 

(a)  Snake,  cow,  sparrow. 

(b)  Book,  teacher,  newspaper. 

(c)  Wool,  cotton,  leather. 

(d)  Knife  blade,  penny,  piece  of  wire. 

(e)  Rose,  potato,  tree. 

Correct  would  be  to  give  a generic  term 
such  as:  animals  for  (a);  pertaining  to  edu- 
cation for  (b);  materials  to  wear  for  (c); 
metal  for  (d);  and  plants  for  (e).  Three  re- 
sponses passed  cut  of  five  are  necessary  to 
consider  the  test  a success. 

(3)  Absurdities. — Say  to  the  patient:  “I 
am  going  to  read  a sentence  which  has  some- 
thing foolish  in  it,  some  nonsense.  I want  you 
to  listen  carefully  and  tell  me  what  is  foolish 
about  it.” 

(a)  A man  said:  “I  know  a road  from  my 
house  to  the  city  which  is  downhill  all  the 
way  to  the  city  and  downhill  all  the  way  back 
home.” 

(b)  An  engineer  said  that  the  more  cars 
he  had  on  his  train  the  faster  he  could  go. 

(c)  Yesterday  the  police  found  the  body  of 
a girl  cut  into  eighteen  pieces.  They  believe 
that  she  killed  herself. 

(d)  There  was  a railroad  accident  yesterday 
but  it  was  not  very  serious.  Only  forty-eight 
people  were  killed. 

This  test  is  considered  completely  passed  if 
the  patient  detected  the  absurdity  in  four  out 
of  the  five  statements  in  a manner  excluding 
doubt. 

(4)  Digits  Backwards. — Say  to  the  pa- 

tient: “Listen  carefully.  I am  going  to  read 
some  numbers.  I want  you  to  say  them  back- 
wards. For  example,  if  I should  say  1-2-3, 
you  would  say  3-2-1.  Do  you  understand?” 
When  it  is  certain  that  the  patient  under- 
stands, say:  “Ready  now;  listen  carefully 

and  be  sure  to  say  the  numbers  backwards.” 
The  digits  should  be  read  to  the  patient  in  a 
clear  voice  at  the  rate  of  one  digit  per  second : 
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2-8-3  6-5-2-8  8-1-3-7-9 

4-2-7  4-9-3-7  6-9-5-8-? 

9-5-8  8-6-2-9  5-2-9-4-1 

The  test  is  considered  failed  if  the  patient  is 
unable  to  repeat  five  digits  backwards  cor- 
rectly in  three  trials.  It  is  advisable  to  begin 
with  the  three-  or  four-digit  group. 

Our  experience  has  shown  that  if  a patient 
fails  three  out  of  the  four  tests  described  above 
mental  deficiency  can  be  reasonably  suspected. 


Summary 

A group  of  mentally  defective  patients  is 
presented.  It  is  believed  to  be  representative 
of  a large  class  and  is  felt  to  be  important 
from  the  general  medical,  social,  and  economic 
standpoints.  They  present  somatic  com- 
plaints for  which  they  need  treatment.  Treat- 
ment should  be  simple  and  objective,  and 
radical  cures  should  not  be  expected. 

180  Fort  Washington  Avenue 


ARMY  MEDICAL  CARE 

If  a member  of  your  family  has  been  called  for 
duty  in  the  U.  S.  Army,  you  may  have  wondered 
sometimes  as  to  the  provisions  made  for  taking 
care  of  the  health  of  the  soldiers  in  the  rapidly 
growing  armed  forces. 

Youths  inducted  under  the  Selective  Service 
Act  are  given  thorough  physical  examinations 
before  acceptance  in  the  army,  and  candidates 
for  commissions  as  “flying  cadets”  undergo  even 
more  rigorous  tests.  So  the  boys  in  the  army 
are  a pretty  healthy  bunch  to  begin  with. 

And  once  in  the  service,  they  are  provided 
with  the  best  in  medical  attention.  The  New 
York  State  Journal  of  Medicine  recently  sent  its 
editors  on  a tour  of  inspection  of  army  posts  and 
camps  in  this  state,  and  the  inspectors  returned 
with  high  praise  for  the  excellent  medical  care 
provided  army  men. 

“Hospitals  are  adequate  in  size  and  well  equip- 
ped with  the  most  recent  mechanical,  electrical, 
and  other  professional  apparatus,”  say  the  edi- 
tors. “Drugs  and  other  expendable  supplies  are 
well  stocked.  The  hospitals  are  being  conducted 
with  well-organized  services  in  medicine  and 
surgery  and  with  most  of  the  special  services, 
such  as  eye,  ear,  nose  and  throat,  urology,  x-ray, 
psychiatry,  well  represented. 

“The  staffs  are  in  most  cases  up  to  full  comple- 
ment. Everywhere  we  observed  a great  alert- 
ness and  enthusiasm  for  their  work  on  the  part  of 
the  personnel,  both  officer  and  enlisted.  It  is  a 
tribute  to  the  profession  and  to  the  high  quality 
of  their  training  that,  considering  the  short 
length  of  time  they  have  worked  together,  the 
morale,  teamwork,  and  overall  efficiency  of  the 
staffs  are  at  once  noted  by  the  observer. 

“Cases  are  disposed  of  either  by  admission  to 
the  hospital  or  return  to  ‘quarters’  or  ‘duty.’ 
There  is  no  status  of  ‘light  duty.’  The  army’s 
policy  is  that  a soldier  is  either  fit  for  duty  or 
should  be  hospitalized;  the  carrying  of  patients 
‘in  quarters’  is  discouraged.” 

The  editors  point  out  that  venereal  disease  in 
the  army  appears  to  be  decreasing  as  a result  of 
cooperation  between  military  and  civilian  au- 
thorities. 

The  whole  report  seems  to  add  up  to  this — the 
youth  in  the  army  has  medical  service  provided 
for  him  which  is  just  about  the  equal  of  the  best 
and  costliest  obtainable  in  civilian  life. 

— Salmanaca  Republican , 
Aug.  6,  1941 


THE  DOCTOR  AND  THE  DRAFT  BOARD 

Local  draft  boards  have  received  a bulletin 
from  state  headquarters  of  the  Selective  Service 
containing  suggestions  dealing  with  the  defer- 
ment of  medical  doctors  and  interns. 

The  bulletin  points  out  that  the  national 
defense  program  as  now  outlined  will  require 
7,900  physicians  for  the  army,  900  for  the  navy 
and  200  for  public  health  service  and  Veterans’ 
Administration,  a total  of  9,000  physicians  in 
addition  to  the  present  staffs.  This  demand,  if 
filled,  would  mean  a 5 per  cent  reduction  in  the 
number  of  physicians  in  the  nation. 

In  addition  to  the  demand  for  medical  doctors 
in  various  branches  of  the  armed  forces  and 
public  services,  it  is  estimated  that  the  develop- 
ment of  new  communities,  increasing  industrial 
activity,  and  other  conditions  arising  from  the 
defense  program  will  cause  a demand  for  an 
additional  10  per  cent  of  the  supply  of  doctors. 

There  is,  and  will  continue  to  be  during  the 
national  emergency,  an  increasing  demand  for 
medical  doctors,  the  bulletin  states. 

It  is  estimated  that  approximately  5,000 
students  enter  medical  training  courses  each 
year  and  that  about  3,800  physicians  are  lost  to 
the  profession  each  year  due  to  natural  causes. 
The  headquarters  charges  the  local  boards  with 
the  responsibility  of  deciding  whether  an  in- 
dividual doctor  should  be  deferred  in  the  draft 
and  asks  that  consideration  be  given  the  matter 
wdth  the  overall  situation  in  mind.  It  also 
states  that  if  the  board  finds  that  he  should  not 
be  deferred  because  of  any  pressing  need  of  his 
services  in  the  community,  his  attention  should 
be  called  to  the  opportunity  that  he  has  to  secure 
a commission  in  the  Medical  Reserve  Corps. 

The  bulletin  says  that  since  the  supply  of 
doctors  must  be  encouraged  the  local  boards  are 
advised  that  no  student  or  intern  who  gives 
reasonable  promise  of  becoming  an  acceptable 
medical  doctor  be  called  to  military  service  before 
attaining  that  status.  Interns  who  meet  the  army 
physical  standards  can  be  commissioned  in 
the  Medical  Reserve  Corps  and,  if  so  com- 
missioned, will  not  be  called  to  active  duty 
during  the  first  year  of  internship.  Conse- 
quently, even  though  a local  board  places  an 
intern  in  Class  1-A  by  reason  of  determining 
that  he  can  be  spared  from  the  community,  such 
intern  may,  by  becoming  a member  of  the 
Medical  Reserve  Corps,  complete  his  first  year’s 
internship. 


THERAPEUTIC  RELAXATION 
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IN  PRESENTING  the  subject  of  therapeu- 
tic relaxation  we  wish  to  emphasize  that 
the  topic  is  far  from  a new  one.  It  is  our  pur- 
pose here  to  review  the  multitude  of  methods 
that  have  been  utilized  to  secure  relaxation, 
to  correlate  these  methods,  and  to  establish 
criteria  that  will  facilitate  their  more  extensive 
application.  The  general  conception  of  re- 
laxation therapy  both  to  the  physician  and 
the  layman  is  some  system  of  rest  and  exer- 
cise. Although  this  does  comprise  a large  part 
of  the  subject,  few  realize  that  the  success  of 
many  entirely  different  forms  of  treatment  is 
secured  by  promotion  of  relaxation.  Many 
functional  and  organic  disorders  follow  a cycle 
or  chain  of  events.  Almost  without  excep- 
tion one  link  of  this  chain  is  a condition  of  in- 
creased tension  in  some  form.  Breaking  of 
this  link  by  suitably  selected  and  directed 
therapeutic  relaxation  is  the  logical  course  to 
follow. 

Tone  is  an  essential  feature  of  all  living 
tissue.  In  health  a normal  tone  is  recognized. 
Deviation  from  the  normal  can  occur  in  either 
direction.  Decrease  in  tone  results  in  the 
state  variously  described  as  atony  or  hypo- 
tonia. Increase  in  tone  constitutes  a hyper- 
tensive state.  It  is  with  the  latter  condition 
that  we  are  chiefly  concerned  in  this  presenta- 
tion. We  must  not  confuse  hypotonia  with 
fatigue,  as  is  very  well  described  by  Rath- 
bone.1 

The  question  will  naturally  arise  as  to  the 
dividing  line  or  normal  tonus.  When  does 
muscle  tone  become  muscle  tension?  When 
does  nerve  or  mental  tone  become  nerve  or 
mental  tension?  No  sharp  point  of  demarca- 
tion can  be  established  between  these  states 
because  the  normal  tone  varies  with  physio- 
logic requirements.1  However,  we  can  recog- 
nize two  extremes:  A flaccid  type  lacking  in 
tone  and  the  so-called  “nervous”  type  with 
abnormal  tension  of  muscle  or  nerve.  Be- 
tween these  two  is  the  normal  or  optimum  con- 
dition— normal  muscle,  nerve,  and  mental 
tone. 

Deviations  from  the  normal  may  be  con- 
sidered as  primary  and  secondary.  Primary 
deviations  may  be  due  to  racial  or  individual 
characteristics.  Some  races  are  notoriously 


“high-strung”;  others  are  definitely  phleg- 
matic. However,  individual  variation  is  ob- 
served in  which  an  individual  may  differ 
widely  in  muscle  and  nerve  tone  as  compared 
to  others  of  the  same  general  racial  group. 
Among  secondary  factors  we  must  consider 
environment  and  training  as  the  most  impor- 
tant. Damage  to  nerve  or  muscle  tissue  by 
accident  or  as  the  result  of  illness  or  toxins, 
either  endogenous  or  exogenous,  must  also  be 
considered.  It  is  the  trained  physician  who 
must  recognize  the  hypertensive  state  in  his 
patient,  evaluate  its  influence  upon  health 
and  illness,  and  administer  the  proper  thera- 
peutic measures.  Diagnosis  at  times  is  appar- 
ent; at  other  times  it  is  obscured  by  a com- 
bination of  functional  and  organic  disturb- 
ances. The  patient  with  esophageal  obstruc- 
tion may  be  suffering  from  the  inroads  of  a 
carcinoma  or  he  may  have  nothing  but  an 
esophageal  spasm.2  Only  the  physician  is 
competent  to  distinguish  between  the  func- 
tional and  the  organic  disturbance.  Even 
in  certain  organic  lesions  relaxation  ther- 
apy is  of  value  as  an  adjunct  to  other  treat- 
ment. 

Therapeutic  relaxation  is  in  far  more  gen- 
eral use  than  is  at  first  apparent.  Often,  it  is 
encountered  in  a totally  unrecognized  form. 
In  reviewing  briefly  the  various  forms  and 
applications  of  therapeutic  relaxation,  we 
must  exclude  all  reference  to  drugs  and 
psychotherapeutic  methods,  because  on  these 
alone  volumes  could  be  written.  We  will  con- 
fine ourselves  here  to  consideration  of  only 
purely  physical  methods. 

Rest  is  a valuable  means  of  promoting  true 
relaxation.  Unfortunately  many  people  have 
a strange  conception  of  what  constitutes  rest. 
We  are  familiar  with  the  spectacle  of  the  vaca- 
tioner returning  weary  and  far  from  being  fit 
to  resume  his  work.  In  ordering  rest  the  doc- 
tor must  impress  his  wishes  upon  the  patient 
and  not  leave  the  matter  to  the  latter’s  dis- 
cretion. Rest  as  considered  above  constitutes 
a readily  recognized  form  of  therapeutic  re- 
laxation. We  must  now  consider  many  forms 
that  are  not  so  easily  recognized.  The  objec- 
tive of  many  physical  therapy  measures  is  to 
secure  relaxation.  In  hydrotherapy  we  utilize 
the  warm  bath  and  the  continuous  warm  baths 
as  frequently  used  in  mental  institutions. 


Read  at  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  Buffalo,  April  29,  1941. 
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Partial  and  full  body  packs  are  also  used  as 
well  as  the  arm  bath  of  increasing  tempera- 
ture.3 The  steam  jet  is  of  great  value  for  the 
relief  of  anal  spasm.3 

Light  therapy,  especially  radiant  heat,  is 
also  of  value  to  induce  relaxation.  Conver- 
sive  heating  by  means  of  short-wave  or  con- 
ventional diathermy  here  have  broad  applica- 
tion. Brunner4  applies  diathermy  for  esopha- 
geal spasm  using  internal  electrodes.  We  have 
used  diathermy  to  the  celiac  plexus  in  the 
treatment  of  gastrointestinal  spasm.  Dia- 
thermy to  the  precordium  is  extensively  used 
for  sedative  effect  in  the  treatment  of  degen- 
erative heart  disease  in  which  the  relief  of 
symptoms  is  sometimes  spectacular.  Auto- 
condensation has  long  been  used  in  the  treat- 
ment of  arterial  hypertension.  Diathermy 
application  has  also  been  used  in  the  treatment 
of  insomnia,  and  here  the  comfort  of  the  treat- 
ment and  the  hum  of  the  machine  are  prob- 
ably the  principal  factors.  Low- voltage  cur- 
rents also  contribute  to  the  promotion  of  re- 
laxation. Bettmann8  has  applied  sinusoidal 
stimulation  to  the  extremities  and  improves 
circulation  by  relieving  vascular  spasm.  Man- 
delbaum2  has  applied  sinusoidal  current  to  the 
esophagus  for  the  relief  of  esophageal  spasm. 
Sinusoidal  stimulation  has  also  been  used  for 
suppression  of  diaphragmatic  spasm  by  treat- 
ment of  the  phrenic  nerve.  Goodman6  has 
accomplished  the  same  end  by  refrigeration 
of  the  phrenic  nerve. 

Mechanotherapy  in  the  form  of  massage, 
particularly  in  the  form  of  superficial  stroking, 
is  markedly  effective  to  produce  relaxation. 
The  role  of  exercise  will  be  discussed  in  detail 
later.  Stoll7  secures  muscular  and  nerve  re- 
laxation by  improving  the  posture  and  func- 
tion of  the  temporomandibular  joint. 

Acoustic  stimuli  play  an  important  role  in 
relaxation.  Following  the  suspension  of  op- 
eration of  the  elevated  railroads  in  New  York 
City  there  were  many  complaints  of  insomnia 
due  to  absence  of  the  accustomed  noise.  How- 
ever, it  is  our  opinion  that  these  people  had 
been  sleeping  in  a state  of  neuromuscular  hy- 
pertension, but  now  that  they  rest  in  quiet  they 
will  get  much  greater  benefit  from  their  sleep 
when  they  have  become  accustomed  to  the  ab- 
sence of  the  roar  of  the  trains.  Some  noises  we 
definitely  recognize  as  soothing,  such  as  the 
murmur  of  a brook  and  the  calming  influence 
of  soft  music. 

In  the  previous  discussion  we  have  shown 
that  therapeutic  relaxation  may  be  accom- 
plished by  a great  variety  of  the  applications 
of  physical  medicine.  We  will  now  consider 


active  methods  of  producing  the  same  result — 
methods  in  which  the  training  of  the  patient 
plays  a most  important  part. 

Jacobson,8  of  Chicago,  has  published  an  in- 
teresting method  for  producing  relaxation  of 
neuromuscular  hypertension.  He  teaches  his 
patient  to  become  acquainted  with  the  con- 
cept of  tension  by  letting  him  contract  certain 
isolated  muscle  groups.  By  consciously  re- 
leasing this  tension,  the  patient  is  taught  the 
sensation  of  relaxation.  This  method  has 
proved  to  be  valuable  in  many  cases.  How- 
ever, it  is  difficult  to  teach,  and  it  demands 
long  and  exacting  cooperation  of  the  physician 
and  patient.  Jacobson  achieves  relaxation 
with  the  help  of  the  patient’s  volition,  which 
introduces  the  factor  of  mental  activity 
We  have  sought  a method  to  produce  relaxa- 
tion without  the  conscious  cooperation  of  the 
patient. 

In  this  country  and  abroad  much  experience 
has  been  reported  in  accomplishing  relaxation 
by  influencing  the  respiratory  system.  It  may 
readily  be  demonstrated  that  shallow  or  in- 
correct breathing  will  produce  tension.  In- 
correct breathing  affects  the  circulation  and 
the  sympathetic  nervous  system  through  the 
respiratory  center.  It  causes  tension  in  all 
muscle  groups  that  participate  in  respiration, 
because  these  muscles  do  not  relax  sufficiently 
during  exhalation.  Thereby,  a certain  re- 
sidual tension  remains  in  these  muscle  groups 
which,  reflexly,  is  transmitted  to  other 
muscles,  particularly  those  of  the  shoulder 
girdle  and  the  lower  back.  Here  we  have  the 
inception  of  postural  changes  that  ultimately 
will  involve  even  the  posterior  muscle  groups 
of  the  legs.  The  muscle  tension  thus  estab- 
lished further  aggravates  the  causative  factors 
and  the  vicious  cycle  already  mentioned  has 
been  established.  Circulatory  changes  will 
also  occur  due  to  decreased  negative  pressure 
in  the  thorax,  which  impairs  venous  return. 

Shallow  breathing  combined  with  impaired 
circulation  reduces  oxygenation  of  the  blood. 
The  tissues  of  the  body  suffer  in  consequence, 
further  tension  develops,  and  another  vicious 
cycle  has  been  established.  From  the  above 
the  importance  of  correct  breathing  becomes 
apparent. 

Since  incorrect  breathing  forms  a link  in 
these  cycles,  it  would  seem  logical  to  make  our 
attack  at  this  point.  As  already  mentioned 
the  use  of  breathing  exercises  in  therapy  is  by 
no  means  new.  Crampton9  has  recommended 
it  for  the  treatment  of  arterial  hypertension, 
to  increase  the  mobility  of  the  chest,  to  fur- 
ther thoracic  respiration,  to  relieve  abdominal 
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stasis,  and  to  give  abdominal  massage.  Ti- 
ralla10  also  has  suggested  breathing  exercises 
as  an  important  therapeutic  measure  in  the 
treatment  of  arterial  hypertension.  He  has 
classified  his  patients  into  three  groups:  one 
group  having  pure  hypertension  with  no  seri- 
ous demonstrable  changes;  another  group 
with  beginning  changes  in  the  heart,  kidneys, 
and  blood  vessels;  and  a third  group  showing 
severe  changes  of  the  various  organs.  Sys- 
tematic deep  breathing  was  effective  even  in 
those  cases  where  the  heart,  blood  vessels, 
and  kidneys  were  involved.  His  orthodia- 
graphic  x-ray  studies  have  shown  that  a di- 
lated heart  actually  can  be  considerably  de- 
creased in  size. 

Sturm  and  Paffe11  have  followed  up  Tiralla’s 
work  and  report  that  the  depressor  effect  of 
respiratory  exercise  -is  detectable  after  several 
weeks  or  even  months.  Tonosphygmographic 
determinations  showed  that  in  essential  and 
nephritic  hypertension  a fall  of  blood  pressure 
and  a diminution  of  the  vascular  tonus  were 
observed  after  breathing  exercises  of  a few 
weeks’  duration.  Krohne12  has  recommended 
breathing  exercises  for  the  treatment  of  bron- 
chial asthma  to  restore  elasticity  of  the  thorax, 
which  has  been  impaired  by  decreased  mobility, 
and  also  influence  mechanically  the  circula- 
tion and  the  abdominal  organs. 

Corner13  once  said  that  as  the  brain  is  the 
organ  of  the  mind  and  the  center  of  intellec- 
tual education,  so  is  the  chest  the  organ  of 
bodily  vigor  and  the  center  of  physical  cul- 
ture. 

Experience  has  shown  that  we  can  pro- 
duce relaxation  by  improving  the  respira- 
tion. 

Breathing  exercise,  as  compared  with  Jacob- 
son’s technic,16  may  be  freed  from  the  activity 
of  thinking.  We  prefer  to  develop  the  natural 
instinct  of  the  individual.  Every  individual 
originally  establishes  his  own  particular 
breathing  rhythm.  It  is  our  task  to  detect  this 
rhythm  and  to  restore  it  in  case  it  has  been 
disturbed  by  habit  formation  or  by  disease. 
We  must  admit  that  we  have  only  limited 
means  to  describe  theoretically  the  breathing 
function  and  the  relaxation  that  may  be  pro- 
duced thereby.  In  looking  over  the  textbooks 
of  anatomy  and  physiology  we  find  that  opin- 
ion as  to  the  so-called  breathing  muscles  varies 
greatly.  Up  to  the  present  it  has  not  been  de- 
cided whether  the  internal  intercostals  are 
muscles  of  inspiration  or  expiration.16 

Through  practical  experience  and  study  of 
the  results  we  have  achieved  with  this  form 
of  therapy,  we  are  of  the  opinion  that  there  is 


no  fundamental  difference  between  male  and 
female  breathing  such  as  is  described  in  some 
textbooks. 

Respiration  should  be  called  normal  when  all 
muscle  groups  involved  perform  their  physio- 
logic function  perfectly.  They  must  contract 
and  relax  in  coordination  and  must  move 
through  their  full  range  of  motion.  Only  a 
perfect  change  from  muscle  contraction  to 
muscle  relaxation  will  secure  what  we  call 
perfect  relaxation  and  not  overrelaxation. 
It  is  of  special  importance  that  the  chief 
muscle  of  respiration,  the  diaphragm,  operates 
according  to  its  anatomic  structure.  As  com- 
pared with  the  diaphragm  we  would  like  to 
consider  all  the  other  muscles — namely,  the 
intercostals,  back  muscles,  etc. — as  auxiliary 
muscles.  This  term  should  be  applied  to  these 
muscle  groups  and  not  to  the  trapezius,  sterno- 
cleidomastoid, scalenus,  and  the  other  muscle 
groups  that  usually  are  given  this  name  be- 
cause they  work  feverishly  in  a dyspneic  con- 
dition. The  diaphragm  should  set  the  rhythm 
for  respiration,  and  the  other  muscle  groups 
should  follow  its  lead.  In  case  the  so-called 
auxiliary  muscle  activity  should  prevail,  we 
will  note  what  we  consider  distorted  respira- 
tion. This  type  of  breathing  we  frequently 
find  described  in  textbooks  as  thoracic,  costal, 
or  abdominal  breathing,  constituting  three 
separate  ways  of  breathing.  It  has  previously 
been  thought  possible  for  these  different  meth- 
ods of  respiration  to  exist  simultaneously,  and 
they  also  have  been  thought  to  have  antago- 
nistic effects.  Thoracic  breathing  was  supposed 
to  be  a typical  female  peculiarity,  and  ab- 
dominal breathing  was  considered  to  be  typi- 
cally masculine.  These  so-called  different 
breathing  types  were  applied  individually  for 
therapeutic  and  educational  purposes  (talking, 
singing).  This  teaching  must  cause  an  over- 
development of  a certain  part  of  the  auxiliary 
muscle  groups  at  the  expense  of  another  part 
and  the  consequence  is  a restriction  of  dia- 
phragm function,  which  in  turn  will  cause  a 
hypertensive  state  in  other  muscle  groups  as 
described  above.  It  should  be  stated  that  for 
the  same  reason  an  overrelaxed  condition  may 
be  produced,  as  typified  by  the  so-called  “de- 
butante slouch.” 

In  both  cases  re-education  of  the  respira- 
tion and  development  of  normalized  breathing 
will  remedy  these  conditions.  Overrelaxation 
will  be  discussed  at  some  later  opportunity. 

Let  us  here  consider  the  consequences  of 
shallow  breathing: 

1.  There  are  individuals,  probably  the 
majority  of  all  human  beings,  who  constitute 
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the  type  of  the  shallow  breather.  Many,  for- 
tunately, do  not  complain  except  of  perennial 
aches  and  pains  which  they  would  probably 
miss  if  they  were  relieved  of  them. 

2.  The  second  group  comprises  those 
shallow  breathers  who  have  developed  definite 
complaints.  It  should  be  mentioned  here  that 
the  normal  baby  is  a true  normal  breather. 
This  normal  breathing  is  lost  in  later  life  for 
many  important  reasons : 

a.  If  the  baby  sits  up  too  early  and  de- 
velops a postural  deformity. 

b.  Bad  habit  formation  in  preschool  age. 

c.  During  school  age: 

Extended  periods  of  desk  work  and  carrying 
of  heavy  books. 

d.  In  later  life  those  in  sedentary  positions 
will  deviate  from  normal  breathing  and 
even  those  indulging  in  athletics  and  sports 
may  develop  hypertensive  states  especially 
when  in  competition. 

The  clinical  symptoms  observed  in  these  in- 
dividuals are  headache;  pains  around  the 
shoulder  girdle;  chest  pain,  sometimes  diag- 
nosed as  angina  pectoris  or  athlete’s  heart, 
and  abdominal  pain,  sometimes  diagnosed  as  a 
chronic  gallbladder  condition,  or  even  an  acute 
appendix,  and  treated  accordingly.  Low  back 
pain  with  all  its  consequences  and  foot  and  leg 
disabilities  too  numerous  to  mention  have  also 
been  encountered  in  these  cases. 

Following  extensive  study  of  the  subject  we 
have  established  a technic  for  our  breathing 
exercises.  We  wish  to  express  our  indebted- 
ness to  physical  instructor  Karin  Roon  for  her 
excellent  cooperation  in  preparing  this  paper. 
We  have  incorporated  her  technic  in  our  sys- 
tem of  exercises  which  have  given  gratifying 
results. 

The  patient  in  his  exercise  suit  is  placed  on 
a cushioned  table  in  a comfortable  dorsal  re- 
cumbent position.  He  first  exhales  blowing 
through  the  pursed  lips.  This  must  be  done 
without  effort.  Pursing  of  the  lips  is  impor- 
tant as  it  has  a remarkable  effect  upon  the  ac- 
tion of  the  abdominal  muscles.  The  patient 
must  now  rest  quietly  and  wait  until  natural 
inspiration  occurs.  This  is  an  essential  fea- 
ture, and  sometimes  a difficult  one,  for  the 
patient  to  master.  From  this  point  on,  the 
instructor  will  do  well  to  demonstrate  to  his 
patient  by  performing  the  correct  breathing 
technic  himself.  In  order  to  do  this  he  natu- 
rally must  be  trained  to  do  it  properly.  By 
placing  his  hand  upon  the  operator’s  chest  the 
patient  can  note  the  difference  between  the 
harsh  intermittent  breathing  so  often  en- 
countered and  the  smooth  undulating  breath- 


ing which  is  so  desirable.  Only  by  this  method 
can  we  quickly  accomplish  the  establishment 
of  correct  breathing  which  will  lead  to  true  re- 
laxation. Supervision  must  be  continued  until 
the  patient  senses  the  pleasant  calm  induced 
by  the  passive  breathing. 

When  properly  performed,  the  inspiratory 
wave  starts  at  the  umbilicus  and  spreads  to 
the  pubis.  Only  then  does  it  spread  upward 
to  the  costal  margin  and,  finally,  to  the  chest 
cage.  Exhalation  then  follows  with  the  lips 
pursed  as  before.  Our  breathing  exercise  is 
as  simple  as  this.  To  establish  complete  re- 
laxation, we  must  examine  the  patient  to  de- 
termine whether  any  muscles  are  embarrassed 
in  their  function  because  of  impaired  antago- 
nist muscles.  Suitable  treatment  must  be  in- 
stituted to  correct  this  condition.  Particular 
attention  must  be  paid  tp  the  lateral  muscle 
of  the  chest  and  those  of  the  back.  In  many 
cases  unusual  tension  of  the  muscles  control- 
ling the  costal  margin  is  observed.  This  can 
be  remedied  by  suitable  training  to  increase 
the  lateral  excursion  of  the  ribs. 

In  some  cases  of  emphysematous  type  or 
barrel  chest,  uneven  excursion  of  the  chest 
wall  may  be  noted.  Movement  of  the  lateral 
portions  may  be  excessive.  Equalizing  the 
movement  of  the  chest  cage  will  often  clear 
up  symptoms  of  cardiac  involvement  which, 
thereby,  prove  to  have  been  functional. 

Therapeutic  relaxation  as  established  by 
this  simple  breathing  exercise  has  given  relief 
in  a surprising  number  and  variety  of  clinical 
conditions.  Whenever  the  diagnosis  of  neuro- 
muscular hypertension  has  been  established, 
therapeutic  relaxation  is  indicated.  The 
benefits  are  not  limited  to  functional  cases  but 
can  be  obtained  even  in  the  presence  of  or- 
ganic disturbances.  Thus  it  is  of  value  in  the 
treatment  of  many  resistant  diseases  such  as 
arterial  hypertension,  bronchial  asthma,  and 
low  back  pain,  to  name  but  a few. 
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Discussion 

Dr.  Joseph  A.  E.  Syracuse,  Buffalo,  New 
York — Dr.  Behrend  and  Dr.  Weiss  have  again 
contributed  a manuscript  that  obviously  reflects 
the  results  of  their  careful  study,  their  keen 
observations,  and  their  logical  conclusions. 
One  cannot  help  but  agree  with  them  that  the 
subject  is  not  new,  but  surely  their  mode  of 
presentation  and  method  of  explanation  is  to 
be  commended,  for,  after  all,  the  subject  is  not 
one  that  engages  our  interest  and  curiosity  as 
one  that  is  entirely  new. 

“Therapeutic  relaxation”  sounds  simple 
enough,  but  its  implications  are  multifarious. 
If  you  have  read  or,  may  I say,  read  and  reread, 
Jacobson’s  profound  description  of  his  technic 
in  Progressive  Relaxation,  you  will  little  wonder 
why  Drs.  Behrend  and  Weiss  turned  to  a simpler 
and  more  practical  method  of  securing  thera- 
peutic relaxation.  Jacobson  may  have  excellent 
results  under  his  own  personal  guidance  and 
instruction.  The  average  physician  will  under- 
stand and  interpret  such  terms  as:  “general,” 
“local,”  and  “differential  relaxation.”  And 
we  may  also  comprehend  such  terms  as  “residual 
tension,”  “the  cultivation  of  muscle  sense,” 
“diminishing  tension,”  “tensions  and  strains,” 
and  “moving  and  static  tension” — but  will  he 
succeed  in  transmitting  his  wishes  to  the  average 
patient?  Will  he  succeed  in  receiving  the 
desired  response?  As  Drs.  Behrend  and  Weiss 
state,  his  method  “is  difficult  to  teach  and  it 
demands  long  and  exacting  cooperation  of  the 
physician  and  patient”  and,  also,  “introduces 


the  factor  of  mental  activity.”  I am  afraid 
that  the  average  patient  we  see  in  our  office  is 
not,  as  yet,  quite  prepared  to  cooperate  in  re- 
ceiving that  caliber  of  therapy. 

The  simpler  method,  as  just  read  to  us,  is 
based  on  “accomplishing  relaxation  by  in- 
fluencing the  respiratory  system.”  I am  glad 
to  note  in  their  explanation  recognition  of  the 
potential  formation  of  a vicious  cycle,  to  re- 
capitulate: (1)  shallow  or  incorrect  breathing, 
(2)  respiratory  muscle  tension,  (3)  circulatory 
disturbance  (alteration  of  the  carbon  dioxide 
balance),  (4)  sympathetic  nervous  system  irri- 
tability, (5)  muscle  group  tension,  (6)  residual 
tension,  (7)  reflex  transmission  of  residual 
tension  to  muscle  groups,  (8)  postural  changes. 
All  of  which  brings  us  back  to  shallow  or  in- 
correct breathing,  respiratory  muscle  tension, 
etc. 

The  sequelae  of  this  cycle  are  many,  as  has 
been  enumerated.  We  all  know  how  many 
times  worried  and  weary  mothers  bring  to  our 
offices  youths  whose  posture  is  such  that  they 
are  sure  that  “Johnnie”  has  “tuberculosis,” 
“rheumatism,”  “is  developing  a hunch  back,” 
“has  a dislocated  shoulder,”  “is  knock-kneed,” 
“has  fallen  arches,”  is  “lazy,”  or  “has  sleeping 
sickness,”  etc.;  all  of  which  can  easily  be  cor- 
rected by  proper  guidance  in  corrective  exercises, 
especially  that  of  breathing. 

I for  one  shall  employ  this  technic  of  Drs. 
Behrend  and  Weiss  whenever  indicated.  It 
may  be  the  answer  to  several  puzzling  problems 
in  the  past. 

I should  like  to  congratulate  the  authors  on 
their  most  illuminating  and  delightful  paper 
and  wish  to  express  my  sincere  thanks  in  having 
been  extended  the  opportunity  to  discuss — or 
should  I say  endorse — their  presentation. 


HEALTH  IN  ARMY  CAMPS 

“Excellent  medical  care”  is  the  finding,  in 
three  words,  of  the  Medical  Society  of  the  State 
of  New  York,  following  a survey  of  New  York 
State  army  posts  and  camps. 

Of  interest  to  veterans  of  the  World  War  is  the 
news  that  “light  duty”  is  out.  A man  is  either 
sick  or  well,  but  is  no  longer  marked  for  light 
duty.  It  is  a welcome  change,  for  many  a man 
in  world  war  camps  suffering  from  “flu”  or  a 
heavy  cold  was  forced  to  work  about  his  bar- 
racks. 

The  survey  is  a constructive  service  to  the 
people  of  the  state,  many  of  whom  have  boys  in 
camps.  Carried  out  with  the  full  cooperation  of 
military  authorities,  it  was  made  impartiality  by 
experts,  assuring  a sound  and  experienced  re- 
port. 

It  gives  full  assurance  that  the  health  and 
welfare  of  the  men  in  service  are  receiving  the 
Jaest  kind  of  attention. 

— Syracuse  Post  Standard, 
Aug.  3,  1941 


BARGAIN  DAY  IN  THE  NEXT  WORLD 
A few  weeks  ago  an  artist  was  employed  to 
renovate  and  retouch  some  oil  paintings  in  an 
old  church,  and  when  he  sent  in  his  bill  for  $26.87 
he  was  told  that  an  itemized  bill  was  de- 
sired. 

He  accordingly  submitted  the  following: 


For  renewing  Heaven  and  adjusting 
the  stars  $ 7.12 

For  touching  up  Purgatory  and  re- 
storing the  lost  souls  3.06 

For  brightening  up  the  flames  of 
Hell,  putting  a new  tail  on  the 
Devil  and  doing  odd  jobs  for  the 
damned  7.17 

For  putting  a new  stone  in  David’s 

sling  and  arranging  Goliath’s  head  6.13 

For  mending  shirt  of  Prodigal  Son  3.39 


$26.87 

— Journal  of  Allergy 


PULMONARY  EMBOLISM— DIAGNOSIS 

Julian  M.  Freston,  M.D.,  New  York  City 


THE  purpose  of  this  paper  is  to  present  5 
cases  of  pulmonary  embolism  which  oc- 
curred on  the  Medical  Service  of  Roosevelt 
Hospital  within  one  year.  Four  of  these 
cases  were  confirmed  by  autopsy.  The  fifth 
recovered.  In  only  1 case  was  a clinical  di- 
agnosis made. 

An  effort  will  be  made  to  establish  criteria 
by  which  the  diagnosis  of  pulmonary  embo- 
lism may  be  made  with  greater  certainty  and 
to  call  attention  to  other  cardiorespiratory 
conditions  with  which  pulmonary  embolism 
may  be  confused. 

Pulmonary  embolism  as  a cause  of  death  is 
undeniably  important.  Belt,1  reporting  on 
1,990  consecutive  autopsies,  had  found  that 
136  patients  died  with  pulmonary  emboli. 
Barnes2  reported  from  the  Mayo  Clinic  that 
pulmonary  embolization  accounted  for  6 per 
cent  of  the  postoperative  deaths.  I think 
most  of  us  tend  to  consider  pulmonary  em- 
bolus as  being  particularly  a postoperative 
accident.  However,  studies  show  that  the 
cases  are  about  equally  divided  between  medi- 
cal and  surgical  types. 

The  occurrence  within  a year  of  these  cases 
in  which  there  had  been  no  antecedent  opera- 
tion has  brought  this  problem  forcibly  to  our 
attention.  All  of  the  fatal  cases  came  to 
autopsy,  where  the  association  of  thrombosis 
of  the  deep  veins  of  the  leg  with  pulmonary 
embolization  was  shown  in  each  case. 

On  re-examination  of  the  evidence  it  was 
found  that  certain  features  presented  them- 
selves at  the  time  which  would  seem  to  have 
made  diagnosis  possible  on  clinical  and  labo- 
ratory grounds. 

Certain  diagnostic  principles  have  been  es- 
tablished by  others  on  excellent  experimental 
and  pathologic  evidence,  and  it  is  intended 
to  use  these  in  presenting  our  5 cases  in  order 
to  complete  the  clinical  picture  of  pulmonary 
embolism.  By  so  doing  it  is  hoped  that  more 
accurate  diagnosis  of  the  condition  may  be 
made. 

Of  these  5 cases,  4 were  between  the  ages 
of  50  and  55.  The  fifth  was  a Filipino  of  37. 
One  was  a woman.  Two  had  had  symptoms 
referable  to  the  cardiovascular  system,  1 for 
two  years  and  1 for  five  years;  auricular 
fibrillation  was  present  on  admission  in  the 


latter  case.  The  onset  was  sudden  in  3 cases, 
less  dramatic  in  the  others.  The  chief  com- 
plaint at  onset  was  sharp  axillary  chest  pain 
in  2,  precordial  burning  pain  with  accompany- 
ing knifelike  stabbing  pain  in  1,  and  sub- 
sternal  fullness  in  1.  Sharp  abdominal  pain 
occurred  in  1.  Dyspnea  was  present  in  all 
on  or  before  admission.  Faintness  or  actual 
fainting  had  occurred  in  3.  Pain  in  the  lower 
extremities  had  occurred  in  2,  though  in  only 
1 was  it  sufficiently  localized  to  be  of  diagnos- 
tic aid.  Hemoptysis  occurred  in  1,  and  men- 
tal symptoms  during  the  course,  in  2 of  the 
patients. 

The  significance  of  mental  symptoms,  which 
consisted  of  confused  and  incoherent  babbling 
in  1 of  our  patients  and  maniacal  episodes  in 
the  other,  should  be  recognized,  for  these 
symptoms  and  their  variants  are  apt  to  lead 
one  astray  diagnostically. 

The  physical  findings  on  admission  in- 
cluded dyspnea,  tachycardia,  fever,  leukocy- 
tosis, and  cyanosis  in  all  and  polycythemia  in 
1 . Signs  such  as  dullness  or  rales  were  present 
in  the  chests  of  3,  and  fluid  was  present  in  2 
of  these.  The  blood  pressure  was  depressed 
in  2 and  could  not  be  obtained  in  1 whose 
symptoms  came  on  an  hour  and  a half  before 
admission. 

It  is  apparent  that  only  1 of  these  5 patients 
was  seen  during  the  period  of  acute  collapse, 
and  in  this  patient  the  discovery  of  a tender 
popliteal  mass  led  to  the  correct  diagnosis. 
In  the  other  patients  shock  or  evidence  of 
phlebothrombosis  were  absent  and  a clinical 
diagnosis  was  not  made. 

In  the  following  case  reports  it  is  of  im- 
portance to  note  that  pulmonary  embolism 
usually  occurs  as  a series  of  emboli.  The 
disease  is  one  of  multiple  episodes.  Single, 
suddenly  fatal  embolizations  do  occur,  but 
in  our  5 cases  the  duration  of  hospitalization 
was  from  one  to  three  weeks  and  of  antecedent 
symptoms  from  one  and  a half  hours  to  three 
weeks.  This  feature  of  recurrent  emboliza- 
tion gives  us  an  opportunity  to  attempt  ther- 
apy. Regarding  therapy,  the  use  of  heparin 
for  its  effect  on  blood  coagulation  will  prob- 
ably occupy  an  important  position.  Chemo- 
therapy when  the  original  venous  thrombosis 
can  be  assumed  to  be  infectious— which  it 
often  is  not — is  probably  a useful  adjuvant. 
However,  evaluation  of  therapy  will  depend 
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on  accurate  diagnosis  of  the  original  condition 
and  will  develop  most  rapidly  in  those  clinics 
where  accurate  diagnosis  of  embolization  is 
stressed. 

Case  Reports 

Case  1. — K.  P.,  a man  aged  51,  was  admitted 
on  August  5 with  a complaint  of  substernal  full- 
ness and  a feeling  of  faintness  of  one  and  a half 
hours’  duration.  These  sensations  had  come  on 
while  the  patient  was  at  rest  and  had  increased 
progressively  until  he  was  brought  to  the  hos- 
pital. Two  days  before  admission  he  had  de- 
veloped a pain  in  the  left  leg  between  the  knee 
and  ankle  and  had  noticed  a tender  lump  in  the 
popliteal  space. 

On  admission  the  patient  was  pale  and  appre- 
hensive, with  ashen  lips  and  rapid,  shallow 
breathing.  Heart  sounds  were  distant  and  the 
rate  was  120.  His  blood  pressure  could  not  be 
obtained.  His  lungs  were  clear.  There  was 
slight  swelling  of  the  left  leg  and  a palpable  mass 
in  the  popliteal  space.  The  admission  diagnosis 
was  thrombophlebitis  of  the  left  popliteal  vein 
and  pulmonary  embolism  with  question  of  coro- 
nary occlusion.  In  the  hospital  he  had  several 
more  attacks,  consisting  of  shortness  of  breath 
and  coughing.  After  one  particularly  severe 
episode  there  was  chest  pain,  and  a friction  rub 
was  heard  over  the  left  lower  lung  field.  One 
morning,  three  weeks  after  admission,  while 
shaving  in  bed  the  patient  became  ashen  gray 
and  expired  immediately. 

The  diagnosis  in  this  case  was  made  on  the 
presence  of  thrombophlebitis,  changing  lung  signs, 
and  dyspnea.  In  addition,  the  electrocardiogram 
on  one  of  three  examinations  and  the  chest  x-ray 
studies  were  diagnostic. 

Case  2. — R.  A.,  a man  aged  51,  was  admitted 
on  February  12  with  a chief  complaint  of  pain 
in  the  right  side  of  the  chest  for  two  weeks  and 
in  the  left  side  of  the  chest  for  three  days.  Two 
weeks  before  admission  he  had  developed  an 
aching  and  stabbing  pain  in  the  right  axillary 
region  which  was  constant  and  was  accentuated 
by  deep  breathing  and  coughing.  Ten  days 
later  this  pain  disappeared  but  was  followed  by 
the  same  sort  of  pain  in  the  left  side  of  the  chest 
in  the  axillary  line.  In  the  past  three  days  there 
had  been  coughing  with  hemoptysis.  He  was 
dyspneic  “because  of  pain  on  deep  breathing.” 

The  patient  appeared  feverish  and  exhausted. 
His  pulse  was  100  and  his  blood  pressure  was 
120/80.  His  heart  was  normal,  and  on  the  right 
side  of  his  chest  there  was  dullness  to  flatness  at 
the  right  base  posteriorly  and  in  the  axilla. 
Egophony  and  fine  rales  were  present  over  the 
right  base. 

The  diagnosis  on  admission  was  right  lower 
lobar  pneumonia,  right  pleural  fluid,  and  early 
left  lower  pneumonia.  Long  chain  streptococci 
were  found  in  the  sputum  but  no  pneumococci. 
Later  cultures  from  the  sputum  showed  Strep- 
tococcus hemolyticus  and  Staphylococcus  aur- 


eus. No  growth  was  obtained  from  the  chest 
fluid.  There  was  no  evidence  of  tuberculosis  in 
an  injected  guinea  pig.  Three  weeks  after  ad- 
mission he  complained  of  pain  in  the  right  calf, 
which  lasted  two  days  and  was  diagnosed  as 
thrombophlebitis.  The  connection  between  this 
and  the  pulmonary  signs  was  not  then  appre- 
ciated. After  a febrile  course  with  multiple 
thoracentesis  and  gradual  improvement  in  the 
pulmonary  signs,  the  patient  was  able  to  leave 
the  hospital  on  April  13. 

Diagnosis  could  have  been  based  on  the  throm- 
bophlebitis, the  variation  in  lung  signs,  and  ster- 
ile effusion.  Confirmation  is  based  on  x-ray 
findings,  particularly  evidence  of  linear  scarring. 

Case  8.  P.  H.,  a man  aged  58,  was  admitted 
on  May  7 complaining  of  dyspnea  for  seven  days 
and  pain  in  the  left  side  of  the  chest  for  from 
four  to  five  days.  There  had  been  dyspnea  on 
exertion  for  from  four  to  five  years,  but  one 
week  before  admission  this  had  been  increased. 
Four  or  five  days  before  admission  he  had  noticed 
gradually  increasing  pain  in  the  left  costal  mar- 
gin, which  was  increased  on  movement  and  ex- 
ertion. He  had  been  orthopneic  for  two  nights 
and  had  noticed  edema  of  the  ankles  for  one  day. 

The  patient  was  cyanotic  and  orthopneic. 
His  heart  was  markedly  enlarged  to  the  left, 
rapid,  and  totally  irregular.  There  was  splint- 
ing of  the  left  side  of  the  chest  with  signs  of 
fluid  at  the  left  base  and  moist  rales  at  both  bases 
and  in  both  axillae.  There  was  pitting  edema  of 
both  legs  and  ankles.  Admission  diagnosis  was 
auricular  fibrillation  and  hypertensive  heart 
disease  with  congestive  failure ; coronary  throm- 
bosis was  to  be  ruled  out.  Left  thoracentesis 
was  performed,  and  1,100  cc.  of  fluid  was  ob- 
tained on  the  day  after  admission.  The  patient’s 
course  was  febrile,  and  there  were  several  hallu- 
cinatory and  almost  maniacal  episodes.  Dysp- 
nea was  prominent  throughout  the  course,  and 
the  patient  died  on  May  16. 

Diagnosis  would  have  been  difficult.  The  bi- 
lateral venous  thrombosis  produced  edema, 
which  was  explained  on  the  basis  of  cardiac  fail- 
ure. Pulmonary  findings  and  x-rays  were  con- 
fused by  pulmonary  congestion,  and  the  elec- 
trocardiogram was  not  diagnostic.  However,  the 
episodic  nature  of  the  course  should  have  sug- 
gested the  correct  diagnosis. 

Case  4- — T.  G.,  a woman  aged  55,  was  ad- 
mitted on  April  25  with  a complaint  of  sharp 
lower  abdominal  pain  for  three  days.  The  pa- 
tient had  been  known  to  have  high  blood  pres- 
sure for  two  years  and  had  been  dyspneic  when 
climbing  stairs  for  one  year.  Five  days  before 
admission,  while  brushing  teeth,  she  had  fainted 
and  had  had  a profuse  watery  bowel  movement. 
She  fainted  again  when  she  tried  to  walk.  The 
patient  had  an  insatiable  thirst  all  that  day  and 
the  next  and  had  been  noticeably  weak  and  ir- 
ritable since  the  onset.  For  the  past  three  days 
she  had  intermittent  severe  lower  abdominal 
pain,  which  was  worse  on  coughing. 
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The  patient  was  an  obese,  dehydrated  woman 
with  blue  mottling  over  her  chest  and  extremi- 
ties. Her  heart  was  rapid  but  otherwise  not 
noticeably  abnormal.  Her  lungs  were  clear  and 
there  was  slight  tenderness  over  the  right  upper 
quadrant.  There  was  slight  pretibial  edema. 
The  admission  diagnosis  included  questionable 
glomerulonephritis,  questionable  impending  ure- 
mia, and  questionable  gallbladder  disease.  The 
urea  nitrogen  determinations  during  her  hos- 
pital stay  were  25,  8.6,  and  10.5  mg.  per  hundred 
cubic  centimeters. 

The  respiratory  rate  increased  steadily,  and  a 
terminal  tachycardia  occurred.  The  patient  died 
on  May  6.  The  electrocardiogram,  which  was 
considered  to  represent  atypical  posterior  wall 
infarct,  included  all  the  features  necessary  to 
make  a diagnosis  of  pulmonary  embolism.  The 
most  prominent  symptomatic  feature  was  ab- 
dominal pain  for  which  no  cause  could  be  found 
either  during  life  or  later  at  autopsy. 

Case  5. — A.  C.,  a man  aged  37,  was  admitted 
on  June  17  complaining  of  shortness  of  breath 
for  three  weeks  and  fainting  spells  for  two  weeks. 
For  three  years  the  patient  had  had  migrating 
pains  in  the  ankles,  knees,  and  hips.  These 
joints  swelled  up  one  at  a time  and  became  tender 
and  painful.  He  had  also  had  burning  precordial 
pain  with  occasional  knifelike  pains  that  did  not 
radiate.  Three  weeks  before,  while  at  rest,  he 
became  short  of  breath.  During  the  past  two 
weeks  he  had  become  dizzy  and  on  several  occa- 
sions fainted  when  he  tried  to  get  out  of  bed. 
His  left  leg  became  swollen,  and  both  feet  felt 
continually  cold.  He  was  conscious  of  palpita- 
tion, and  precordial  pain  was  constant.  He  had 
been  orthopneic  for  the  past  two  weeks. 

On  admission  the  patient  was  cyanotic  and 
breathing  rapidly.  The  pulse  was  150,  but  no 
definite  cardiac  abnormality  could  be  made  out. 
There  was  slight  dullness  in  the  right  axilla. 
The  diagnosis  on  admission  was  right  lower 
lobar  pneumonia  because  dullness  and  harsh 
breathing  were  found  at  the  right  base.  Fleet- 
ing signs  consisting  of  dullness  and  a few  rales 
were  heard  from  time  to  time  on  both  sides  of 
the  chest.  However,  dyspnea  was  the  most 
prominent  feature  throughout,  and  the  patient 
died  suddenly  on  June  22.  The  electrocardio- 
gram showed  the  typical  changes  associated 
with  acute  cor  pulmonale,  and  the  chest  x-ray 
demonstrated  a prominent  conus. 

These  cases  were  reviewed  and  an  effort  was 
made  to  see  if  laboratory  evidence  could  be 
used  to  supplement  the  clinical  findings  and 
thus  permit  us  to  arrive  at  a correct  diagno- 
sis. 

In  1935  McGinn  and  White,3  and  shortly 
afterward  Barnes2  of  the  Mayo  Clinic,  pub- 
lished their  independent  observations  on  elec- 
trocardiographic findings  which  they  con- 
sidered diagnostic  of  pulmonary  embolus. 


Acute  right  Ventricular  strain 

(Pulmonary  Emboli  un) 


From  Barnes'  Electrocardiographic  Patterns.  Courtesy 
of  Charles  C.  Thomas,  Publisher,  Springfield. 

Fig.  1.  Reproduction  after  Barnes  showing 
diagrammatically  electrocardiographic  changes 
found  in  pulmonary  embolus.  Note  lead  IV  re- 
versed from  lead  IV  F used  in  accompanying 
illustrations. 


The  following  is  a list  of  the  changes  described 
by  these  authors: 

1.  Prominent  Si. 

2.  Low  origin  of  the  T in  lead  I. 

3.  Staircase  ascent  of  ST  in  lead  II. 

4.  Inversion  or  flattening  of  T2  without 

elevation  of  ST2. 

5.  Presence  of  Q3. 

6.  Inversion  of  T3. 

7.  Inversion  of  T4. 

Fig.  1,  taken  from  Barnes,4  represents  in 
diagrammatic  form  the  typical  electrocardio- 
graphic changes — note  that  old  lead  IV  is  re- 
versed from  lead  IV  F,  now  more  commonly 
used.  Figs.  2,  3,  and  4 represent  serial  changes 
in  1 patient  occurring  over  a period  of  fifteen 
days. 
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Fig.  2.  Fig.  3.  Fig.  4. 

Fig.  2.  K.  P.  Electrocardiogram  taken  on  day  of  admission  showing  none  of  the  diagnostic 
changes. 

Fig.  3.  K.  P.  Electrocardiogram  taken  three  days  later  showing  all  diagnostic  changes. 

Fig.  4.  K.  P.  Electrocardiogram  taken  sixteen  days  after  admission  showing  no  change  except 
left  axis  deviation. 


Two  of  the  patients  had  single  electrocar- 
diograms that  were  not  diagnostic.  It  is  im- 
portant to  appreciate  that  the  presence  of 
characteristic  electrocardiographic  changes 
depends  on  the  production  of  cor  pulmonale — 
that  is,  on  metabolic  changes  in  the  right  and 
possibly  the  left  ventricle.  It  is  possible  that, 
if  clinical  collapse  does  not  occur,  the  electro- 
cardiogram will  remain  within  normal  limits. 
It  must  also  be  remembered  that  these  changes 
may  be  temporary.  On  the  other  hand,  con- 
ditions that  produce  right  ventricular  strain, 
mitral  disease,  pulmonary  emphysema,  etc., 
also  produce  similar  electrocardiographic 
changes  and  must  be  ruled  out  on  clinical  or 
other  grounds. 


It  is  probable  that  the  shifting  character  of 
the  electrocardiogram  is  the  most  significant 
diagnostic  feature.  In  any  case,  the  limita- 
tion of  the  electrocardiogram  must  be  recog- 
nized and  given  due  consideration. 

The  x-ray  diagnosis  of  pulmonary  infarc- 
tion also  presents  its  problems.  Jellen5  in  his 
article  and  Castleman  and  Hampton6  in  an- 
other study  present  us  with  some  useful  con- 
cepts and  diagnostic  criteria.  A list  of  these 
follows: 

1.  Infarcted  areas  are  always  in  contact 
with  one  or  more  pleural  surfaces,  usually  at 
junction  of  two  surfaces. 

2.  The  shape  of  the  infarct  is  dependent  on 
the  shape  of  the  area  of  lung  involved. 
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3.  The  triangular-shaped  shadow  if  it 
occurs — as  at  the  lower  lung  borders — has  its 
apex  distal  rather  than  central. 

4.  Long  axis  of  an  infarct  is  parallel  to  the 
longest  pleural  surface  involved. 

5.  The  proximal  border  of  an  infarcted  area 
is  convex. 

6.  Multiple  areas  of  infarction  are  fre- 
quently superimposed,  producing  shadows 
that  are  round  or  irregular,  which  makes  inter- 
pretation difficult. 

7.  Fluoroscopic  or  oblique  x-ray  examina- 
tion will  demonstrate  aeration  between  the 
multiple  shadows  and  the  contact  of  each 
with  the  pleura. 

In  addition,  the  hilus  shadows  on  the  af- 
fected side  are  usually  accentuated,  and  the 
diaphragm  is  frequently  elevated.  Again, 
confusion  is  produced  by  the  presence  of  fluid 
and  of  pulmonary  congestion,  either  of  which 
masks  the  x-ray  findings.  Figs.  5 and  6 rep- 
resent serial  x-ray  changes  in  1 case.  Healing 
results  in  linear  scarring  visible  by  x-ray  and 
considered  diagnostic  by  the  above  authors. 

We  must  recognize  that  pulmonary  emboli- 
zation with  or  without  infarction  is  a fairly 
common  medical  condition,  often  unrecog- 
nized when  the  primary  venous  thrombosis  is 
not  obvious.  Recognition  of  the  venous 
thrombosis  is  of  ten  extremely  difficult . In  this 
connection  it  is  of  interest  to  note  that  throm- 
bosis of  the  popliteal  veins — unilateral  in  3 
cases,  bilateral  in  1 — was  found  at  autopsy 
in  all  of  the  fatal  cases.  Edema  was  either 
absent,  slight,  or  considered  to  be  due  to  the 
primary  cardiac  condition.  Diagnosis  can 
more  frequently  be  made  if  the  condition  is 
considered,  particularly  in  persons  over  the 
age  of  50. 

It  is  realized  that  x-ray  interpretation  of 
films  that  must,  of  necessity,  be  made  at  the 
bedside  is  difficult.  It  is  also  important  to 
remember  that  the  electrocardiographic 
changes  may  be  fleeting,  and  serial  examina- 
tions are  often  necessary.  However,  properly 
used  in  conjunction  with  the  clinical  findings, 
these  aids  can  be  useful  diagnostic  adjuncts. 

Summary 

1.  Five  cases  of  pulmonary  embolus  which 
occurred  within  one  year  on  the  medical  serv- 
ice have  been  presented. 

2.  Four  of  the  cases  were  fatal,  and  the 
diagnosis  was  confirmed  by  autopsy  in  all. 

3.  In  all  of  the  fatal  cases  thrombosis  of 
one  or  both  of  the  popliteal  veins  was  found  at 
autopsy. 

4.  Electrocardiographic  changes  diagnos- 


Fig.  5.  R.  A.  X-ray  of  chest  shortly  after 
admission  showing  marked  changes  in  lower 
right  lung  and  obliteration  of  left  costophrenic 
sinus. 


Fig.  6.  R.  A.  X-ray  taken  five  weeks  later 
showing  several  areas  of  increased  density  in  the 
right  lung  probably  indicating  multiple  areas  of 
infarction.  Note  there  is  clearing  of  the  left 
costophrenic  sinus  suggesting  that  infarction 
in  that  area  was  incomplete. 

tic  of  pulmonary  embolism  were  present  in  3 
of  the  cases. 

5.  X-ray  changes  helpful  in  making  the 
diagnosis  of  pulmonary  embolus  were  re- 
viewed. 

6.  An  attempt  was  made  to  correlate 
clinical  and  laboratory  findings  that  might 
lead  to  more  accurate  diagnosis  of  pulmonary 
embolus. 
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NEW  PORTABLE  TRANSFUSION  KIT  ANNOUNCED 


A new  portable  emergency  dried  plasma  trans- 
fusion kit  that  can  be  set  up  and  used  at  or  near 
the  site  where  the  injury  occurs,  is  described  in 
the  Journal  of  the  American  Medical  Association 
for  June  21  by  Dr.  John  R.  Upton,  B.  E.  Emery, 
M.S.,  and  R.  B.  Clark,  San  Francisco. 

“In  these  grim  days,”  the  authors  say,  “the 
need  for  some  foolproof  dependable  transfusion 
outfit  which  can  be  set  up  by  any  doctor  or  well- 
trained  nurse  and  utilized  at  or  near  the  site 
where  the  injury  occurs  is  of  tremendous  impor- 
tance. Army,  navy,  air  force,  and  even  civilian 
casualties  now  can  be  treated  immediately  by 
drawing  on  supplies  in  strategically  placed  de- 
pots. Experience  in  the  present  war  has  already 
shown  the  urgent  need  for  plasma  transfusion  in 
shock,  burns,  and  hemorrhage.  If  transfusion  is 
delayed,  inevitable  and  irreversible  changes  oc- 
cur in  a large  proportion  of  cases.” 

The  kit  contains  the  residue  from  250  cc.  of 
liquid  plasma,  which,  on  reconstruction  with 
sterile  water,  would  be  equivalent  to  250  cc.  of 
“wet”  plasma  or  500  cc.  of  whole  blood.  The  dry 
plasma  is  contained  in  a 500-cc.  vaccine  sleeve 
type  rubber  stoppered  bottle  which  is  hermeti- 
cally sealed  in  a snug-fitting  tin  can.  Cotton  wool 
is  tamped  snugly  about  the  base  and  neck.  The 
tin  can  is  3x/2  inches  in  diameter  and  8 inches  tall. 

There  is  a 500-cc.  calibrated  dispenser  bottle 
of  sterile  water  which  is  fitted  with  the  new  type 
sterile  cap  that  ensures  sterility  after  bottling 
and  prevents  contamination  during  administra- 
tion. The  authors  explain  that  the  sterile  water 
is  contained  in  the  kit  because  of  the  fact  that 
water  is  extremely  difficult  to  sterilize  and  equally 
hard  to  keep  sterile. 

Also  contained  in  the  kit  are  an  intravenous 
needle,  a rubber  tubing  of  Y design,  a mechanical 
filter,  and  drip  chamber,  and  a needle  attached 
to  the  other  short  arm  of  the  Y tube.  This  is 
packed  in  a sterile  manner  with  the  needles  being 
protected  by  inclosure  in  a test  tube.  This  seg- 
ment is  united,  sterile,  and  ready  to  use.  There 
also  is  contained  in  the  kit  a spinal  type  needle 
with  stylet  in  a sterile  test  tube. 

Explaining  the  method  of  administration,  the 
authors  say:  “The  corrugated  cardboard  con- 
tainer is  slit  open  with  a knife  along  the  desig- 
nated line.  The  contents  are  removed  and,  if  no 
table  is  available,  the  cardboard  box  can  be  up- 
ended and  used  for  a table.  Any  improvised 
stand  can  be  used  to  suspend  the  bottles;  on 
board  ship  or  in  a hospital  ward  these  are  always 
available.  If  no  such  stand  is  available  because 
of  an  exposed  position,  use  can  be  made  of  a 
sapling,  a tent  stake,  or  even  a gunstock  with 


the  bayonet  stuck  firmly  into  the  ground.  The 
rate  of  flow  can  be  accurately  gaged  by  the  turn- 
screw  pet  cock,  so  that  the  height  of  the  object 
used  to  suspend  the  bottles  plays  little  role  ex- 
cept for  support.  The  tin  can  is  carefully  opened 
by  the  usual  type  of  can  opener,  but  care  is  needed 
to  make  sure  the  can  is  opened  at  the  designated 
end  to  avoid  damage  to  the  glass  bottle.” 

When  the  patient  has  been  made  ready  for  the 
transfusion  the  needle  attached  to  the  short  arm 
of  the  Y tube  is  inserted  just  through  the  stopper 
into  the  powder  plasma  flask  and  the  glass  nozzle 
at  the  other  end  of  the  Y tube  is  inserted  through 
a designated  hole  in  the  rubber  cap  of  the  sterile 
water  bottle.  The  spinal  type  needle  is  then  in- 
serted alongside  the  needle  already  piercing  the 
rubber  stopper  of  the  dry  plasma  flask.  This 
needle  is  to  break  the  vacuum  in  the  bottle  during 
the  reconstruction  process.  The  tube  running 
into  the  recipient's  needle  is  clamped  off  with  the 
screwcock  and  the  bottle  containing  the  sterile 
water  is  up-ended  so  that  its  contents  flow  into 
the  bottle  containing  the  dry  plasma.  The  dry 
plasma  or  serum  will  dissolve  in  a few  seconds. 
When  the  plasma  is  completely  dissolved  both 
bottles  are  up-ended  and  some  water  is  allowed 
to  run  through  the  tubing,  and  the  air  bubbles 
therein  are  eliminated  by  raising  and  lowering 
both  bottles  several  times.  The  apparatus  is 
then  ready  for  the  transfusion. 

Discussing  the  kit  the  three  men  say:  “It  will 
adequately  meet_  conditions  imposed  on  it  by 
modern  warfare.  It  will  fill  a long-standing  need 
in  civilian  life  and  practice;  smaller  hospitals, 
emergency  stations,  fire  houses,  industrial  fac- 
tories, oil  refineries,  and  forestry  outposts  should 
keep  such  a kit  or  kits  in  their  emergency  lockers. 
Armed  forces  ashore  and  afloat  will  require  large 
numbers  of  these  or  similar  kits.  They  will  en- 
able transfusion  therapy  to  be  moved  to  more  ad- 
vanced positions  in  actual  warfare;  smaller 
vessels  will  have  transfusion  facilities  for  their 
wounded.  Gun  flash,  explosion,  and  incendiary 
bomb  burns  will  now  be  treated  in  the  first  critical 
hours. 

“The  financial  cost  of  these  kits  is  small  when 
the  lifesaving  properties  are  considered.  The 
federal  government  may  find  it  advisable  to  pro- 
duce and  dispense  such  units.  Our  civilian  popu- 
lation must  realize  that  its  part  in  the  nationa 
preparedness  program  will  be  to  supply  blood 
voluntarily  for  national  defense  needs;  this  is 
the  least  it  can  do  to  pay  for  its  protection 
Such  a widespread  program  would  guarantee  a 
constant  and  adequate  supply  of  dried  blood 
plasma.” 


MATERIAL  FOR  MEDICAL  WAR  HISTORY 
Southwestern  Medicine  invites  physicians  of  letters  telling  of  their  impressions  and  experi- 
the  southwest  who  enter  military  service  to  write  ences  for  publication  in  its  pages. 


POPULAR  EDUCATION  AS  A FACTOR  IN  THE  SOLUTION 
OF  THE  CANCER  PROBLEM 

John  M.  Swan,  M.D.,  F.A.C.P.,  Rochester,  New  York 


IN  1926  the  American  Society  for  the  Con- 
trol of  Cancer  invited  representative  stu- 
dents of  the  cancer  problem  from  the  United 
States  and  Europe  to  attend  an  International 
Symposium  on  Cancer  at  Lake  Mohonk  in 
September.  This  conference  was  attended 
by  109  delegates. 

The  European  delegates  came  from  Bel- 
gium, England,  France,  Germany,  Holland, 
Italy,  and  Switzerland.  From  this  side  of 
the  ocean  delegates  from  Canada  were  pres- 
ent in  addition  to  those  from  the  United 
States. 

At  the  conclusion  of  the  four-day  meeting 
a resolution  was  passed  which  “expressed  the 
unanimous  opinion  of  the  Symposium  upon  a 
list  of  practical  facts  and  sound  working 
opinions  which  should  serve  as  the  basis  of 
the  campaign  which  mankind  should  make 
against  cancer.”3  This  resolution  contained 
the  following  paragraphs : 

“3 . The  control  of  cancer,  so  far  as  this  sub- 
ject  can  be  understood  at  the  present  time, 
depends  upon  the  employment  of  measures  of 
personal  hygiene  and  certain  preventive  and 
curative  measures,  the  success  of  which  de- 
pends upon  the  intelligent  cooperation  of  the 
patient  and  the  physician. 

“4.  Persons  who  have  cancer  must  apply 
to  competent  physicians  at  a sufficiently  early 
stage  in  the  disease  in  order  to  have  a fair 
chance  of  cure.  This  applies  to  all  forms  of 
cancer.  In  some  forms  early  treatment  af- 
fords the  only  possibility  of  cure.1 

“7.  The  public  must  be  taught  the  earliest 
danger  signals  of  cancer  which  can  be  recog- 
nized by  persons  without  a special  knowledge 
of  the  subject,  and  induced  to  seek  competent 
medical  attention  when  any  of  these  indica- 
tions are  believed  to  be  present.1 

“14.  Emphasis  should  be  placed  upon  the 
value  of  the  dissemination  of  the  definite, 
useful,  and  practical  knowledge  about  cancer, 
and  this  knowledge  should  not  be  confused 
nor  hidden  by  what  is  merely  theoretical  and 
experimental. 

“15.  Efforts  toward  the  control  of  cancer 
should  be  made  in  two  principal  directions: 


Read  at  the  Third  International  Cancer  Congress, 
Atlantic  City,  New  Jersey,  September  11,  1939. 

Executive  secretary  of  the  New  York  State  Committee 
of  the  American  Society  for  the  Control  of  Cancer. 


(1)  The  promotion  of  research  in  order  to  in- 
crease the  existing  knowledge  of  the  subject; 
and  (2)  the  practical  employment  of  the  in- 
formation which  is  at  hand.  With  our  pres- 
ent knowledge  many  lives  could  be  saved 
which  are  sacrificed  by  unnecessary  delay.” 

Answer  to  the  Criticisms  of  a Program 
of  Popular  Education 

Based  upon  these  principles  the  New  York 
State  Committee  of  the  American  Society 
for  the  Control  of  Cancer,  which  was  formed 
in  1921,  inaugurated  a state-wide  educational 
program,  directed  primarily  to  the  laity. 
During  the  development  of  this  program,  the 
Committee  discovered  certain  objections  on 
the  part  of  some  members  of  the  medical  pro- 
fession who  maintained  that,  as  we  do  not 
know  the  cause  of  cancer,  we  cannot  control 
it;  that  we  have  no  cure  for  cancer  and,  until 
we  do  have  a cure,  cancer  cannot  be  controlled; 
that  a discussion  of  cancer  to  groups  of  lay 
people  will  produce  “cancerphobia” ; and 
that  a program  of  public  education  is  attended 
with  the  danger  that  “ballyhoo”  methods  will 
be  an  unescapable  result. 

Concerning  the  first  criticism,  it  may  be 
said  that,  from  the  point  of  view  of  the  attack 
on  the  problem,  we  know  enough  of  the  cause 
of  cancer  to  develop  a program  of  control. 
We  know  that  cancer  follows  the  prolonged 
action  of  carcinogenic  agents  upon  the  tissues. 
These  carcinogenic  agents  may  be  physical, 
such  as  prolonged  exposure  to  strong  sunlight, 
or  the  emanations  from  radium  or  roentgen 
rays;  mechanical,  such  as  the  irritation  of  the 
sharp  edges  of  cavities  in  necrotic  teeth; 
chemical,  such  as  tar,  dibenzanthracene  and 
decomposed  retained  secretions;  the  products 
of  the  growth  of  bacteria  of  low  virulence; 
and  thermal. 

Concerning  the  second  criticism,  it  was 
maintained  that  yellow  fever  and  malaria 
were  controlled  when  the  cause  was  discovered. 
However,  it  must  be  realized  that  cancer  is 
not  a transmissible  disease  like  malaria  and 
yellow  fever.  That  cinchona  bark  was  used  by 
the  Peruvian  Indians  as  a cure  for  malaria 
and  was  introduced  into  Europe  in  1640, 
while  Laveran  did  not  discover  the  Plasmo- 
dium malariae  until  1880.  Furthermore,  the 
method  of  transmission  of  yellow  fever  by  the 


1849 


1850 


JOHN  M.  SWAN 


[N.  Y.  State  J.  M. 


mosquito  was  worked  out  in  1898-1899,  while 
Noguchi  did  not  isolate  the  Leptospira  icter- 
oides  until  1918,  and  that  today  the  causative 
relation  of  that  organism  to  yellow  fever  has 
been  discarded  by  the  research  scholars,  and 
yellow  fever  is  believed  to  be  a virus  disease. 

The  critics  also  pointed  out  that  tuberculosis 
was  controlled  when  the  cause  of  tuberculosis 
was  discovered.  However,  the  Bacillus  tuber- 
culosis was  isolated  in  1882  by  Koch,  but  it  was 
not  until  1903  that  the  present  method  of 
tuberculosis  prevention  was  developed  by 
Trudeau  and  his  pupils. 

Again,  vaccinia  will  control  smallpox  and 
we  do  not  yet  know  the  cause  of  either,  unless 
they  also  prove  to  be  virus  diseases. 

In  relation  to  the  criticism  that  we  have  no 
cure  for  cancer,  it  may  be  pointed  out  that  the 
removal  of  a tumor  from  the  female  breast 
which  proves,  on  microscopic  examination, 
to  be  the  result  of  a chronic  cystic  mastitis  in 
which  there  is  an  area  of  cancerous  change 
and  if  the  removal  is  followed  by  the  survival 
of  the  patient  for  five  or  ten  years  or  more 
without  recurrence,  it  would  seem  legitimate 
to  claim  that  such  a cancer  had  been  cured. 
Furthermore,  in  patients  who  present  lesions 
of  the  cervix  of  the  uterus  which  prove,  on 
microscopic  study,  to  be  examples  of  chronic 
cystic  cervicitis  or  other  low-grade  inflamma- 
tory change  of  the  tissues  of  the  cervix  and  in 
which,  after  suitable  treatment,  subsequent 
examinations  show  an  absence  of  the  develop- 
ment of  cancer,  it  seems  legitimate  to  conclude 
that  cancer  may  have  been  prevented. 

In  this  connection  the  observations  of 
Pemberton  and  Smith16  would  indicate  that 
cancer  can  be  prevented.  They  reported 
follow-up  studies  of  3,814  patients  in  whom 
trachelorrhaphy  had  been  done  in  only  5 of 
which  cancer  developed  later;  1,408  patients 
in  whom  cervical  cauterization  had  been  done, 
none  of  whom  developed  cancer,  and  740  pa- 
tients in  whom  cervical  amputation  had  been 
done,  none  of  whom  developed  cancer.  On 
the  other  hand,  in  669  cases  of  cancer  of  the 
cervix  only  12  had  had  trachelorrhaphy  and 
none  had  had  either  cervical  cauterization  or 
amputation  of  the  cervix.  Later,  Bartlett 
and  Smith1  reported  a follow-up  study  of 
1,700  patients  in  whom  cervical  cauteriza- 
tion had  been  done  with  no  subsequent  de- 
velopment of  cancer. 

Concerning  the  third  criticism,  it  is  our  ex- 
perience that  an  educational  program  does 
not  produce  fear.  The  fear  already  exists. 
Discussing  the  question  brings  it  to  the  sur- 
face, so  that  frequently  it  can  be  dispelled  by 


reassuring  the  patient  who  is  able  to  control 
his  emotions. 

Meigs13  says  that  it  is  of  extreme  importance 
that  women  be  induced  to  accept  treatment 
when  there  is  some  hope  of  cure.  This  can 
be  accomplished  best  through  educational 
methods,  appealing  both  to  the  laity  and  to 
the  medical  profession.  Cancerphobia  often 
results,  but  the  good  that  the  education  does 
far  surpasses  its  harm. 

The  only  answer  to  the  criticism  that 
“ballyhoo”  methods  will  be  adopted  is  that  so 
long  as  an  educational  program  is  controlled 
by  physicians  such  methods  are  not  likely  to 
be  adopted.  Once  the  program  is  under  the 
control  of  laymen,  no  matter  how  well  inten- 
tioned  they  may  be,  there  is  real  danger  that 
inaccurate  and  extravagant  statements  may 
be  made  and  that  the  objects  of  the  program 
may  be  nullified  thereby. 

The  Matters  to  Be  Discussed  at  Meetings 
of  Lay  People 

We  should  be  ready  to  tell  laymen  and  lay- 
women  that  chronic  sores  that  do  not  heal 
readily,  particularly  if  they  are  situated  about 
the  body  orifices;  that  tumors,  particularly 
breast  tumors;  that  pathologic  discharges 
from  the  hollow  viscera,  particularly  if  they 
are  bloodstained;  that  disturbances  of  diges- 
tion occurring  without  demonstrable  cause  in 
persons  in  late  middle  life  and  early  old  age; 
and  that  melanomas,  situated  where  they 
can  be  irritated  by  the  clothing,  are  the  symp- 
toms that  may  point  to  the  beginning  of  can- 
cer. However,  we  should  tell  them  that  these 
symptoms  do  not  mean  that  cancer  has  al- 
ready developed  but  that  they  do  indicate  the 
existence  of  tissue  changes  in  which  cancer  may 
develop.  Furthermore,  they  should  be  told 
that  these  symptoms  demand  careful  and  well- 
planned  study  and  that  the  lesions  discovered 
should  be  suitably  treated  and  cured. 

We  should  be  ready  to  explain  to  audiences 
of  lay  people,  in  language  they  can  readily 
understand,  that  cancer  is  the  result  of  the 
prolonged  action  of  a carcinogenic  agent  on  a 
definite  tissue  over  an  extended  period,  oc- 
cupying a considerable  fraction  of  the  normal 
span  of  life  characteristic  for  the  species 
(Cramer6b).  We  should  emphasize  the  fact 
that  cancer  can  be  cured  if  it  is  diagnosed  be- 
fore metastasis  has  begun  and  that,  even 
though  metastasis  has  commenced  but  has 
not  passed  beyond  the  regional  lymph  nodes, 
a cure  may  be  obtained — at  least  the  patient 
may  survive  long  enough  to  die  of  trauma  or 
of  a disease  that  is  not  cancer. 
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We  should  point  out  the  fact  that  complete 
destruction  of  the  growth  must  be  accom- 
plished and  that,  in  the  present  state  of  our 
knowledge,  surgery  and  irradiation  with 
radium,  x-rays,  or  a combination  of  these 
agents  are  the  only  reliable  methods  for  the 
accomplishment  of  the  destruction. 

We  should  attempt  to  disabuse  the  minds 
of  the  laity  of  the  erroneous  popular  notions 
concerning  cancer — such  as  statements  that 
cancer  is  the  result  of  eating  tomatoes,  drink- 
ing milk,  eating  pork,  the  use  of  aluminum 
cooking  utensils,  the  employment  of  artificial 
refrigeration — and  of  the  notion  that  cancer 
is  a shameful  disease,  that  it  follows  a single 
injury,  and  that  it  is  transmissible.  At  the 
same  time  we  should  emphasize  the  fact  that 
absence  of  pain  is  no  criterion  that  cancer  has 
not  already  begun. 

Until  the  mechanism  of  the  inheritance  of 
the  susceptibility  to  cancer  in  the  individual 
exposed  to  the  action  of  a carcinogenic  agent 
is  thoroughly  understood,  we  should  assure 
the  laity  that,  in  the  human  family  at  least, 
cancer  is  not  directly  inherited. 

An  attempt  should  be  made  to  point  out  to 
the  layman  that  he  must  present  himself  to  a 
competent  physician  for  examination  when 
the  symptoms  mentioned  above  are  noted. 
It  is  a personal  problem;  no  one  can  act  for 
the  individual. 

One  of  the  first  objectives  in  a cancer  edu- 
cational program,  after  the  elimination  of 
the  fear  of  hearing  the  matter  discussed,  should 
be  to  show  the  layman  indisputable  evidence 
that  cancer  can  be  diagnosed  and  properly 
treated  in  his  own  community.  To  that  end, 
we  have  carried  on  in  Rochester  for  the  past 
eight  years  an  investigation  designed  to  show 
that  there  are  patients  who  have  had  cancer, 
who  have  been  adequately  treated  in  the  hos- 
pitals in  the  city,  and  who  have  survived  with- 
out recurrence  for  five  years  or  longer.20 

We  have  a record  of  298  cases  of  five-year 
survivals,  73  of  which  are  ten-year,  eleven- 
year,  and  twelve-year  survivals.  In  the 
latter  group  there  are  4 cases  of  gastric  adeno- 
carcinoma. In  every  one  of  these  cases  the 
histologic  slides  have  been  reviewed  by  three 
competent  pathologists,  and  all  have  con- 
curred in  the  original  diagnosis.  If  we  had 
included  the  cases  of  basal-cell  carcinoma  of 
the  skin  treated  by  the  dermatologists,  in 
which  no  histologic  slide  was  available  for  re- 
view, and  if  we  had  included  cases  in  which 
two  of  the  pathologists  agreed  to  one  who  dis- 
agreed with  the  histologic  diagnosis,  our  list 
could  have  been  much  larger. 


The  Concurrent  Educational  Program 
Directed  Toward  the  Medical  Student 
and  the  General  Practitioner 

On  the  other  hand,  there  is  a definite  neces- 
sity for  the  training  of  physicians  to  look  with 
suspicion  upon  those  symptoms  that  indicate 
the  presence  of  pathologic  processes  that  may 
become  cancer.  In  too  many  instances  the 
delay  in  insisting  upon  biopsy  and  the  use  of 
temporizing  methods  of  treatment  are  dis- 
covered in  the  study  of  the  anamnesis  of  in- 
dividual cases  of  cancer. 

Cramer5b  says:  “Perhaps  the  greatest  dif- 
ficulty (in  the  solution  of  the  cancer  problem 
in  man)  is  the  unjustifiable  pessimism  which 
pervades  the  medical  profession  concerning 
cancer.  We  are  still  being  told  by  distin- 
guished clinicians  that  cancer  is  a mystery, 
that  we  know  nothing  about  cancer,  and  that 
we  must  wait  until  the  cause  of  cancer  is 
found— whatever  that  may  mean — when  the 
cure  for  cancer  will  automatically  follow, 
which  is  by  no  means  true.” 

Opinions  of  Authors  of  Papers  Appear- 
ing in  the  Medical  Periodical  Press 

Hartman,10  discussing  the  treatment  of 
cancer  of  the  rectum,  advocated  the  education 
of  the  public  and  the  physician.  He  said 
that  the  surgeon  ought  not  to  have  patients 
referred  to  him  who  have  been  treated  medi- 
cally for  “months  and  months”  without  hav- 
ing had  a local  examination  which  is  “so 
simple,  so  useful,  and  so  often  neglected.” 

Bloodgood,2  a pioneer  in  the  advocacy  of 
the  education  of  laymen,  says  that  the  value 
of  the  education  of  the  public  and  of  the  pro- 
fession in  the  importance  of  early  and  ac- 
curate diagnosis,  skillful  surgery,  and  ac- 
curate radiotherapy  is  well  known. 

Spies19  is  of  the  opinion  that  cancer  educa- 
tion has  increased  the  number  of  people  who 
present  themselves  to  physicians  for  benign 
lesions  and  early  new  growths. 

Guggisberg,8  in  discussing  cancer  of  the 
uterus,  says  that  the  practicing  physician 
can  do  much  to  secure  early  examination  and 
early  diagnosis.  Often  the  influence  of  one 
woman  upon  another  is  of  great  value  in  se- 
curing prompt  pelvic  examination. 

Cramer68,  says  that  the  only  method  avail- 
able at  present  to  reduce  cancer  mortality  is 
the  educational  program  for  early  diagnosis. 

As  a result  of  the  anticancer  campaign  in 
Sweden,  Forsell6  says : “It  is  wise  to  leave  the 
matter  of  anticancer  education  to  the  various 
anticancer  societies  which  wish  to  help  in 
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combating  the  disease.  The  official  organiza- 
tions for  social  work,  the  insurance  companies, 
and  the  societies  for  sick  benefits  should  find  a 
special  mission  here.  Informing  the  public 
about  cancer  without  provoking  an  exagger- 
ated fear  is  a task  in  the  anticancer  campaign 
which  is  as  delicate  as  it  is  important.  How- 
ever, a number  of  physicians  who  have  had 
experience  with  this  subject  are  of  the  opinion 
that  the  thorough  instruction  of  all  physicians, 
as  well  as  all  those  persons  occupied  with  the 
care  of  patients,  such  as  dentists,  nurses,  and 
midwives,  concerning  the  early  symptoms  of 
cancer,  is  of  more  importance  than  the  direct 
education  of  the  public.” 

Ward21  says  that  early  diagnosis  is  the  most 
important  single  factor  in  the  fight  against 
malignant  disease.  “It  seems  to  me,  how- 
ever, that,  despite  a natural  aversion  to  airing 
medical  subjects  in  the  lay  press,  it  should  be 
possible  to  give  advice  without  frightening 
people  to  death  or  offending  the  public  taste.” 

MacCarty12  points  out  that  the  cancer 
problem  has  five  distinct  parts,  which  he  enu- 
merates in  the  “probable  order  of  practical 
importance.”  He  puts  the  recognition  or 
diagnosis  by  laymen,  the  general  practitioner, 
the  general  pathologist,  the  surgical  patholo- 
gist, the  surgeon,  and  the  teachers  in  medical 
schools  in  the  first  place.  It  is  obvious  that 
the  education  of  the  public  and  the  education 
of  the  medical  student  and  the  medical  prac- 
titioner must  go  hand  in  hand. 

Smith18  says  that  it  would  seem  that  cancer 
education  (“anticancer  propaganda”)  for  the 
lay  public  must  be  made  much  more  effective 
if  we  are  to  expect  patients  to  seek  medical 
advice  at  an  early  date.  On  the  other  hand, 
this  will  be  of  no  avail  unless  even  more 
strenuous  propaganda  (education)  is  carried 
out  within  the  medical  profession  in  order  to 
get  the  general  practitioner  to  suspect  cancer 
more  frequently  and  to  impress  upon  him  the 
necessity  for  consultation  upon  points  in 
which  he  hesitates  to  take  the  full  responsi- 
bility for  decision. 

Green  ough7  pointed  out  that  in  the  Massa- 
chusetts General  Hospital  in  Boston,  in  1914, 
26.0  per  cent  of  the  operable  cases  of  cancer  of 
the  breast  showed  no  involvement  of  the 
axillary  lymph  nodes.  In  1926,  40.0  per  cent 
of  the  cases  of  cancer  of  the  breast  showed  no 
axillary  lymph  node  metastasis.  He  was  of 
the  opinion  that  this  is  a clear  indication  of 
the  value  of  popular  education. 

Handley®  advocates  the  instruction  of  men 
in  the  importance  of  personal  hygiene  because 
he  believes  that  carelessness  concerning  sub- 


preputial  hygiene  and  cleanliness,  while  a 
menace  to  the  male,  is  a more  serious  menace 
to  the  female. 

Shore17  points  out  that  in  an  unselected 
group  of  744  patients  with  cancer  admitted  to 
St.  Luke’s  Hospital  in  New  York  City  only 
182  or  24.4  per  cent  were  operable.  He  says: 
“Such  a situation  is  deplorable  and  explains 
the  small  percentage  (7.8  per  cent)  of  five- 
year  survivals.  Education  of  the  medical 
profession  and  of  the  laity  is  the  only  means 
of  correcting  such  a condition.” 

Keynes11  says  the  practitioner  should  teach 
the  public  that  early  cancer  is  painless  and 
often  curable.  Whatever  progress  is  made  in 
surgical  and  radiologic  technic,  the  end  re- 
sults will  not  improve  unless  more  precise 
diagnosis  can  be  made  earlier  and  unless  pa- 
tients come  more  readily  to  seek  advice. 

Novak14  says  that  for  the  present  the  ob- 
vious point  of  attack  in  the  cancer  campaign 
lies  in  the  effort  to  increase  the  proportion  of 
cases  in  which  treatment  gives  a chance  for 
cure.  The  early  cases,  however,  cannot  be 
treated  unless,  on  the  one  hand,  patients  are 
taught  to  ask  for  examination  as  soon  as  sus- 
picious symptoms  appear  and,  on  the  other 
hand,  unless  physicians  look  upon  suspicious 
symptoms  as  requiring  prompt  and  thorough 
study  and  unless  they  lose  no  time  in  making 
the  necessary  examination. 

Physicians  may  help  the  cause  of  early 
diagnosis  by  taking  part  in  an  educational 
program  directed  to  the  laity,  taking  advan- 
tage of  every  opportunity  to  advise  the  indi- 
vidual patient  of  the  necessity  of  heeding  the 
danger  signals  and  of  developing  in  themselves 
habits  of  thoroughness  and  conscientiousness 
in  the  examination  of  patients  who  present  the 
danger  signals. 

Ross,16  in  discussing  a paper  by  Balfour, 
pointed  out  the  fact  that  the  results  of  the 
treatment  of  gastric  carcinoma  are  better  in 
urban  than  in  rural  communities.  He  says: 
“More  can  be  accomplished  only  if  we  can  aid 
these  agencies  in  the  education  of  those  people 
who  are  likely  to  develop  cancer,  or  who  have 
it  and  who  know  nothing  about  the  disease. 
While  the  educational  program  of  the  Ameri- 
can Society  for  the  Control  of  Cancer,  the 
American  College  of  Surgeons,  and  other 
groups  is  reaching  the  patient  in  the  medical 
centers,  the  people  who  live  in  rural  communi- 
ties— nearly  one-half  of  the  population  of  the 
United  States — know  nothing  of  the  program 
or  of  the  need  of  it.” 

Cohn4  has  studied  481  cases  of  breast 
cancer  admitted  to  the  Charity  Hospital  in 
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New  Orleans  between  1932  and  1936.  Of 
these,  256  were  Negroes  (53.22  per  cent).  Of 
the  negro  patients,  60.0  per  cent  presented 
regional  lymph  node  metastases  when  first 
seen.  Of  224  cases  in  which  the  records  were 
adequate,  118  were  considered  suitable  for 
radical  operation  (52.67  per  cent).  “These 
facts  are  a challenge  to  the  profession  to  con- 
tinue their  efforts  to  educate  the  public.” 

Cramer 5b  is  of  the  opinion  that  “cancer  is, 
unfortunately,  a sensational  disease;  but  the 
prevention  of  cancer  is  unsensational  work. 
The  physicians  who  prevent  a hundred  cases 
of  cancer  have  less  evidence  to  establish  their 
success  than  the  surgeons  or  radiologists  who 
cure  five,  nor  will  they  get  for  their  achieve- 
ment any  credit  or  financial  reward.  The 
results  of  prophylactic  work  will  become  evi- 
dent only  after  many  years  by  a careful 
analysis  of  the  national  mortality  statistics. 
We  need  an  educational  program  among  medi- 
cal men  to  establish  in  their  minds  the  con- 
viction that  cancer  is  largely  preventable  and 
that  every  effort  should  be  made  to  prevent 
it.” 

In  his  discussion  of  the  cancer  problem 
MacCarty12  quotes  Lounsbury  who  said: 
“The  longer  I teach  the  more  I am  impressed 
with  the  infinite  capacity  of  the  human  mind 
to  resist  the  introduction  of  knowledge.” 
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BLOOD  PLASMA  FROM  CASEIN? 

The  possibility  of  using  casein,  a common 
ingredient  of  milk,  as  a means  of  building  up  the 
blood  plasma  of  persons  weakened  by  wounds, 
operative  shock,  or  malnutrition  has  emerged 
from  experiments  at  the  University  of  Rochester. 

The  studies  were  reported  by  a group  of 
seven  scientists  including  Dr.  George  H.  Whipple, 
dean  of  the  university's  school  of  medicine. 
The  experiments  were  conducted  on  dogs,  just 
as  were  those  done  in  past  years  by  Dr.  Whipple 
which  led  to  a cure  of  pernicious  anemia  in 
humans  and  brought  him  a share  of  the  Nobel 
Prize  in  physiology  and  medicine  in  1934. 

Dr.  Whipple's  collaborators  in  the  present 
study  were  Dr.  S.  C.  Madden,  L.  J.  Zeldis,  Dr. 
A.  D.  Hengerer,  Dr.  L.  L.  Miller,  A.  P.  Rowe, 
and  A.  P.  Turner. 

A report  in  the  J ournal  of  Experimental 
Medicine , as  quoted  in  the  New  York  Times , 
describes  the  work.  Dogs  were  kept  healthy 
for  many  weeks  and  in  some  instances  gained 
weight,  even  though  their  diet  was  kept  low  in 
proteins  and  precious  plasma  proteins  were  re- 
peatedly drained  from  their  blood.  This  was 
made  possible  by  injecting  into  their  veins  a 
digest  of  casein,  the  milk  protein.  The  Whipple 
group  concluded  that  the  animals  were  able 
quickly  to  convert  the  casein  digest  into  blood 
plasma. 


Casein  is  a cheap  and  common  ingredient  of 
milk,  found  in  concentrated  form  in  cottage 
cheese.  A white  powder,  it  is  commercially 
used  as  a carrier  for  pigments  in  paint,  as  sizing 
in  making  smooth  paper,  for  glues,  adhesives, 
and  pastes.  Highly  purified  forms  are  used  by 
scientific  laboratories  in  animal  feeding  tests. 
For  introduction  into  the  blood  in  the  Rochester 
experiments,  the  pure  casein  was  predigested 
with  papain,  an  extract  of  tropical  fruit,  pa- 
paya. 

Although  cautious  in  applying  their  finding 
to  the  question  of  aiding  the  war  wounded  and 
operative  cases,  the  Rochester  experimenters 
called  the  attention  of  the  medical  world  to  the 
advantages  of  casein  digest,  in  cheapness  and 
ease  of  handling  over  the  use  of  stored  human 
plasma. 

“Perhaps  it  is  not  for  us  to  debate  clinical 
problems,”  they  said,  “but  we  may  mildly  sug- 
gest that  the  experiments  designed  to  study 
plasma  protein  production  do  have  a bearing  on 
the  many-sided  problem  of  shock  as  well  as 
clinical  hypoproteinemia  (lack  of  proteins  in 
the  blood). 

If  the  body  can  be  aided  in  producing 
new  plasma  proteins,  this  procedure  may  be  as 
valuable  as  the  administration  of  plasma  by 
vein.” 
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ONE  of  the  most  common  pediatric  prob- 
lems in  the  home  is  high  unexplained 
fever  in  a young  child.  Because  roseola  in- 
fantum is  such  a common  cause  of  unknown 
fever  in  the  young  and  because  many  practic- 
ing physicians  are  not  well  acquainted  with 
this  clinical  entity,  this  group  of  111  cases  is 
presented. 

To  John  Zahorsky,  of  St.  Louis,  belongs  the 
credit  of  first  separating  the  disease  from  the 
other  exanthemas.  In  1910  he  presented  a 
group  of  15  cases  to  the  medical  profession.1 
His  original  description  of  the  disease  has 
stood  the  test  of  time,  and  his  observations 
have  been  repeatedly  confirmed. 

“The  patient  is  almost  always  a child  under 
3 years  of  age  who  is  suddenly  taken  sick  with 
high  fever.  The  physician  is  called  and,  on  ex- 
amination of  the  patient,  finds  nothing  ab- 
normal. The  fever  continues  but  nothing 
abnormal  can  be  found  on  the  second,  third, 
and  even  the  fourth  day,  when  the  fever  drops 
by  crisis  and  the  child  who  has  been  drowsy  or 
very  irritable  sits  up  and  commences  to  play. 
Coincident  with  the  drop  in  temperature  a 
morbilliform  rash  appears  on  the  face  and  neck 
and  rapidly  spreads  over  the  body.  The 
eruption  disappears  in  twenty-four  to  forty- 
eight  hours.  There  are  no  sequelae.  No 
desquamation  follows  the  disappearance  of  the 
rash. 

“These  are  the  striking  and  characteristic 
symptoms : a prodromal  fever  lasting  from  two 
to  five  days,  disappearance  of  the  general 
symptoms  with  the  appearance  of  the  rash, 
and  a morbilliform  eruption.” 

Frequency 

In  1925  Zahorsky2  stated  that  he  had  seen 
over  300  cases.  Reports  of  20,  30,  or  more 
cases  seen  in  comparatively  short  periods  of 
time  are  not  uncommon. 

From  January  1,  1936,  until  the  end  of 
December,  1940,  a period  of  five  years,  I 
have  seen  100  attacks  in  98  patients  of  what  I 
considered  definite  roseola  infantum. 

During  the  past  ten  years  at  the  Strong 
Memorial  and  Municipal  Hospital  13  cases 
were  discharged  with  the  final  diagnosis  of 
roseola.  All  these  cases  were  admitted  with 
diagnoses  at  variance  with  discharge  impres- 


sion. Many  other  children  with  the  condition 
were  seen  in  the  outpatient  and  emergency 
departments  but  not  adrfiitted.  This  simply 
indicates  that,  as  a rule,  these  cases  are  not 
seen  in  any  number  in  hospital  practice  but 
are  seen  most  frequently  in  private  practice. 
As  compared  with  the  other  exanthemas  of 
childhood  in  my  personal  experience,  roseola 
is  the  most  common.  This  is  true  probably 
because  of  the  high  percentage  of  infants  seen 
in  pediatric  practice. 

In  order  to  arrive  at  a rough  estimation  of 
the  frequency  of  the  disease  in  the  population, 
70  cases  of  infants  who  had  been  followed 
carefully  through  the  first  year  of  life  were 
selected.  In  each  of  these  children,  I am 
relatively  certain,  no  illness  occurred  in  the 
first  12  months  of  life  which  I did  not  ob- 
serve. 

Of  these  70  cases,  11  infants  had  definite 
roseola  infantum  within  the  first  12  months 
of  life — approximately  16  per  cent.  Accord- 
ing to  my  figures  on  age  distribution  of  the 
disease,  about  50  per  cent  (47)  of  the  cases 
occur  under  the  age  of  1 year.  If  this  is  so, 
out  of  the  original  group  we  should  expect 
11  more  cases,  or  a total  of  approximately  30 
per  cent,  to  have  roseola  eventually. 

Age 

Everyone  who  has  written  on  this  subject 
has  stated  that  the  disease  is  primarily  one  of 
infancy.  Zahorsky2  states  that  the  youngest 
patient  he  has  seen  with  the  disease  was  2 
weeks  old;*  in  my  experience  the  youngest 
patients  were  3 months  old. 

It  is  the  fixed  idea  that  this  illness  is  one  of 
infancy  only,  which  may  occasionally  lead  us 
astray  in  diagnosis.  Morgan  Cutts7  reports 
a case  in  a 31-year-old  woman.  Zahorsky3 
mentions  several  older  children  in  his  series. 
I have  seen  2 eight-year-old  children  and  1 
9-year-old  child  with  the  disease.  How- 
ever, about  47  per  cent  do  occur  under  1 year, 
82  per  cent  under  2,  and  93  per  cent  under  3. 
The  greatest  number  of  cases  occurred  in  the 
tenth  month  (12  or  13  per  cent). 

Sex 

In  this  series  the  sex  incidence  was  equal. 
There  were  55  girls  and  56  boys.  This  is 
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Rochester  School  of  Medicine. 


* In  Zahorsky’s  latest  discussion3  2 months  is  given  as 
the  age  of  the  youngest  patient  seen. 
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in  accordance  with  most  observers’  figures. 

Season 

In  1925  Zahorsky2  stated  that  most  cases  oc- 
curred in  spring,  summer,  and  early  autumn, 
although  in  his  original  group  he  had  no  cases 
in  the  hot  summer  months.  Heiman4  re- 
ports that  most  of  his  30  cases  occurred  in 
late  summer,  early  fall,  and  during  the  winter 
in  batches.  Ruh  and  Garvin8  saw  the  major- 
ity of  their  60  cases  in  the  late  spring.  The 
tendency  for  them  to  occur  in  groups  has  been 
noted,  and  this  is  true  in  our  experience. 

In  the  entire  series  the  distribution  of  at- 
tacks according  to  months  is  as  follows: 


January 

February 

March 

April 

May 

June 

July 

August 

September 

October 

November 

December 


Number  of 
Attacks 


0 

10 

8 

5 
12 
11 

13 
17 
10 

14 

6 
7 


18  or  16%  winter 


28  or  25%  spring 


40  or  35%  summer 


27  or  24%  fall 


Symptomatology 


Certain  aspects  of  the  clinical  picture  may 
be  discussed  further. 

Fever  is  the  outstanding  symptom.  The 
majority  of  patients  have  a peak  temperature 
of  103  to  104  F.,  some  may  go  over  105  F., 
and  in  2 cases  no  history  of  fever  could  be  ob- 
tained. In  108  cases  where  the  duration  of 
fever  was  known,  the  fever  persisted  for  one 
day  in  2 cases,  two  days  in  4 cases,  three 
days  in  99  cases,  and  four  days  in  2 cases.  In 
the  report  of  54  cases  accurately  observed  by 
Barenberg  and  Greenspan6  in  an  infant’s 
home,  it  was  possible  to  take  four  hourly  tem- 
perature readings  in  all  cases.  They  found 
that  the  infants  fell  into  two  groups.  In  the 
first  group  the  temperature  was  elevated  from 
the  beginning  and  came  down  by  crisis  in 
about  seventy-two  hours.  In  the  second 
group  the  maximum  temperature  developed 
on  the  second  day  and  fell  gradually  to  normal 
by  the  fourth  day.  Zahorsky3  describes 
morning  remissions  in  many  cases,  and  this  is 
true  in  our  experience.  The  temperature  reac- 
tion seems  labile  and  is  almost  specifically  af- 
fected by  acetyl  salicylic  acid. 

Irritability  is  common  and,  in  many  cases, 
extreme,  sometimes  persisting  for  several 
days  after  the  rash  has  appeared.  Some  in- 
fants, however,  are  remarkably  free  of  any 
symptom  of  irritability. 

Anorexia  is  likewise  a variable  symptom — 


the  majority  of  children  eat,  but  less  well  than 
usual.  An  occasional  child  will  go  through 
the  entire  course  of  the  disease  without  loss  of 
appetite. 

In  the  3 cases  occurring  in  older  children,  2 
complained  of  headache  as  did  the  31-year-old 
woman  described  by  Cutts.7  In  this  case, 
except  for  this  symptom  initially  and  the  fever, 
she  had  practically  no  symptoms.  This  is 
in  accordance  with  one  of  the  most  important 
diagnostic  features — the  high  fever  in  an  infant 
who  does  not  appear  ill. 

Vomiting  and  diarrhea  occur  but  are  rarely 
severe  or  persistent.  In  a few  cases  there  is 
some  cough. 

Occasionally,  one  sees  what  might  be  con- 
sidered a fulminating  case.  In  these  the  onset 
is  abrupt,  often  ushered  in  by  a convulsion, 
temperature  of  over  105  F.,  and  rather  marked 
prostration.  In  these  children,  meningitis 
may  be  suggested,  and  in  several  of  the  hos- 
pital cases  lumbar  puncture  was  done  to  rule 
out  this  possibility. 

On  physical  examination  the  throat  is  often 
inflamed  and  the  eardrums  injected.  In  some 
children  this  inflammation  is  enough  to  sug- 
gest a hemolytic  streptococcic  infection,  and 
sulfanilamide  has  been  given.  This  drug 
does  not  alter  the  course  of  the  disease. 

Adenopathy  is,  in  my  experience,  uncom- 
mon. However,  in  1 infant,  seen  for  the  first 
time  with  an  extremely  intense  rash,  there 
was  sufficient  swelling  of  the  posterior  cer- 
vical and  posterior  auricular  glands  to  suggest 
German  measles. 

The  exanthem  looks  more  like  that  of  Ger- 
man measles  than  that  appearing  with  any 
other  condition.  Barbiturate  or  sulfanil- 
amide rashes  are  somewhat  similar.  It  is 
macular,  dark  rose  in  color,  and  usually  dis- 
crete, with  individual  lesions  between  1 and  5 
mm.  in  diameter.  The  rash  varies  tremen- 
dously in  intensity.  In  some  cases  only  a few 
spots  are  visible  and  then  only  for  a short 
period,  while  in  others  the  lesions  may  become 
confluent  in  places.  The  back,  chest,  abdo- 
men, shoulders,  and  buttocks  are  usually  most 
intensely  involved,  although  the  forehead,  the 
back  of  the  neck,  and  the  area  behind  the 
ears  may  be  involved.  It  does  go  beyond  the 
hairline  in  the  scalp  when  marked  elsewhere 
and  may  also  involve  the  extremities.  If  one 
examines  the  lesions  across  the  light,  many 
of  them  seem  slightly  raised  above  the  surface. 
In  1 case,  referred  to  above,  the  rash  lasted 
about  four  days,  but  in  the  majority  of  chil- 
dren it  disappears  within  thirty-six  hours, 
leaving  no  pigmentation  and  no  desquamation. 
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The  typical  skin  manifestation  usually  appears 
shortly  before  or  shortly  after  the  tempera- 
ture reaches  normal.  In  many  cases  the 
rash  so  alarms  the  parents  that  they  take  the 
child  to  the  physician  when  it  appears  and 
after  the  disease  has  run  its  course. 


Day  of  Disease  on 

Number  of 

Which  Rash  Appeared 

Attacks 

Cases,  % 

1 

0 

0 

2 

2 

1.8 

3 

7 

6.3 

4 

79 

70.5 

5 

18 

16.0 

6 

0 

0 

7 

1 

0.9 

Unknown 

5 

4.5 

112 

100.0 

In  1 infant,  a doctor’s  child,  the  rash  was  so 
faint  that  had  there  not  been  careful  observa- 
tion it  probably  would  not  have  been  noticed. 
This  brings  up  the  question  of  whether  the 
disease  may  occur  without  any  rash  being 
manifest.  I have  had  several  cases  that  ran  a 
course  not  unlike  roseola  with  the  typical 
blood  picture,  and  yet  these  infants  had,  as  far 
as  could  be  determined,  no  rash.  Barenberg 
and  Greenspan6  describe  3 patients  with  the 
characteristic  course  and  blood  findings  who 
did  not  have  the  rash.  In  1 of  twins,  both  of 
whom  had  the  disease,  no  rash  appeared. 
Therefore,  it  seems  extremely  probable  that 
the  disease  may  occur  without  the  appearance 
of  a rash. 

Complications 

All  the  children  seen  in  the  home  or  office 
were  free  of  complications  except  1 who  had  a 
concomitant  otitis  media.  In  the  hospital 
series,  3 children  did  have  otitis  media  at  the 
same  time  or  shortly  thereafter.  No  other 
sequelae  were  noted.  This  is  in  agreement 
with  the  generally  accepted  opinion  that  com- 
plications do  not  occur  with  roseola  infantum. 

Communicability 

The  disease  has  been  described  as  one  that 
is  only  slightly,  if  at  all,  communicable.  In 
our  experience  this  would  seem  to  be  the  case. 
However,  on  examination  of  our  series  we  find 
that  there  were  only  5 susceptible  contacts 
and  of  these,  2 developed  the  disease. 

Zahorsky  mentions  one  family  in  which  2 
children  came  down  with  the  infection  within 
three  days  of  one  another.3  Cushing9  de- 
scribed an  epidemic  of  6 cases  occurring  among 
10  infants  who  were  in  an  institution.  The 
incubation  period  in  these  cases  was  ten  days 
in  3 children,  seven  days  in  1 case,  and  nine 
days  in  the  remaining  case.  In  Barenberg  and 
Greenspan’s  series  it  was  possible  to  trace  the 
incubation  period  in  18  cases.  The  range  was 


from  five  to  fifteen  days  with  an  average  of 
ten  days.  The  occurrence  of  the  disease  in 
twins,  referred  to  above,  is  of  interest  because 
it  shows  (a)  that  the  disease  may  occur  with- 
out the  rash  and  (b)  that  the  incubation 
period  is  probably  around  five  days.  For  this 
reason  these  cases  are  reported  here. 

Case  Reports 

Dale  P.,  aged  5V2  months,  developed  a fever 
of  102  F.  on  October  7,  1940.  He  had  one  loose 
stool,  was  somewhat  listless,  but  otherwise  did 
not  appear  ill.  He  was  examined  on  the  day  of 
onset  and  nothing  abnormal  was  found.  At 
this  time  his  white  blood  count  was  5,400  with 
64  per  cent  lymphocytes.  The  parents  were 
told  that  he  probably  had  the  “rose  rash  of  in- 
fants” and  that  he  would  probably  have  fever  for 
three  days  which  would  be  followed  by  a drop  in 
temperature  and  the  appearance  of  a rash.  He 
did  have  a fever  for  three  days,  and  on  the 
fourth  day  his  temperature  did  fall  to  normal  but 
no  rash  appeared. 

On  October  11,  1940,  Delores,  his  twin  sister, 
developed  a temperature  of  100  F.  in  the  evening. 
The  next  day  the  temperature  rose  to  103.2  F. ; on 
October  13,  tol03.4  F.;  and  on  October  14,  to 
103.4  F.  She  was  examined  on  October  14  and 
nothing  unusual  was  found.  At  this  time  her 
white  blood  count  was  3,600  with  82  per  cent 
lymphocytes.  Dale’s  white  blood  count  at  the 
same  time  (one  week  after  the  onset  of  his  ill- 
ness) was  9,700  with  82  per  cent  lymphocytes. 
On  October  15  (four  days  after  onset)  Delores’ 
temperature  became  normal  and  on  October  16 
a generalized  roseola  rash  appeared,  which 
lasted  for  forty-eight  hours. 

Second  Attacks. — These  are  infrequently  de- 
scribed, but  Zahorsky2  states  that  he  has  seen 
the  disease  more  than  once  in  2 children  in  1 
of  whom  he  was  not  sure  of  the  diagnosis.  I 
have  had  the  same  experience. 

In  August,  1938,  I saw  Joan  G.,  aged  10 
months,  because  of  fever  and  irritability  of 
one  day’s  duration.  Physical  examination 
showed  nothing  abnormal  and  the  child  was  not 
very  sick.  A white  blood  count  on  this  visit 
was  12,500.  Two  days  later  she  still  had  fever 
and  her  white  blood  count  had  dropped  to  6,700. 
On  the  fifth  day  the  mother  phoned  and  informed 
me  that  Joan  was  covered  with  a rash,  like 
measles,  that  her  temperature  was  normal,  and 
that  she  felt  well. 

In  June,  1939,  Joan  suddenly  developed  a high 
fever  and  had  a convulsion.  She  was  brought  to 
the  hospital  where  I first  saw  her.  At  this 
time  her  temperature  was  104.6  F.  and  her  white 
blood  count  8,800.  The  following  day  her  tem- 
perature was  still  elevated  and  her  blood  count 
was  9,200.  On  the  fourth  day  her  white  blood 
count  dropped  to  6,500  and  her  temperature 
came  down  to  normal.  She  broke  out  in  a gen- 
eralized roseola  rash  that  day,  and  on  the  fol- 
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Table  1. — Distribution  of  121  White  Blood  Counts  in  Roseola  Infantum 


White  Blood  Count 

' 1 

2 

3** 

-Day  of  Disease 

4 5 

6 

7 

2,000-  2,999 

0 

1 

2 

0 

0 

0 

0 

3,000-  3,999 

0 

9 

3 

2 

0 

0 

0 

4,000-  4,999 

2 

8 

7 

2 

0 

2 

0 

5,000-  5,999 

1 

2 

8 

2 

2 

3 

1 

6,000-  6,999 

3 

7 

4 

7 

3 

0 

3 

7,000-  7,999 

1 

4 

0 

2 

4 

3 

1 

8,000-  8,999 

1 

1 

1 

1 

2 

0 

2 

9,000-  9,999 

1 

2 

0- 

3 

0 

2 

4 

10,000-10,999 

1 

0 

0 

2 

0 

0 

0 

11,000-11,999 

2 

2 

0 

0 

1 

0 

0 

12,000-12,999 

0 

1 

0 

0 

0 

0 

0 

13,000-13,999 

1 

0 

0 

1 

0 

0 

0 

14,000-14,999 

0 

0 

0 

0 

0 

0 

0 

15,000-15,999 

1 

0 

0 

0 

0 

0 

0 

Total 

14 

37 

25 

22 

12 

10 

11 

Mean* 

8,700 

5,900 

5,000 

7,200 

7,400 

6,700 

7,900 

Standard  error  of  mean* 

900 

400 

300 

500 

500 

600 

500 

Standard  deviation* 

3,200 

2,500 

1,300 

2,500 

1,700 

1,800 

1,500 

Standard  error  of  standard  deviation* 

600 

300 

200 

400 

400 

400 

300 

* Rounded  to  nearest  hundred. 
**  One  case  20,000  on  third  day. 


Table  2. — Percentage  of  Lymphocytes  in  the  Blood  of  Patients  with  Roseola  Infantum 


Lymphocytes,  % 

1 

2 

3 

4 

5 

6 

7 

10-19 

1 

0 

0 

0 

0 

0 

0 

20-29 

0 

0 

0 

1 

1 

0 

0 

30-39 

1 

3 

0 

0 

0 

0 

1 

40-49 

2 

1 

1 

0 

0 

0 

0 

50-59 

1 

4 

4 

5 

1 

0 

0 

60-69 

0 

2 

1 

1 

0 

1 

2 

70-79 

0 

4 

5 

2 

3 

1 

3 

80-89 

1 

1 

5 

11 

6 

7- 

4 

90-99 

0 

0 

0 

1 

1 

1 

1 

Total 

6 

15 

16 

21 

12 

10 

11 

Mean,*  % 

47 

59 

71 

73 

76 

83 

75 

Standard  error  mean* 

9 

4 

4 

4 

5 

2 

3 

Standard  deviation* 

21 

16 

13 

17 

16 

10 

16 

Standard  error  of  standard  deviation* 

6 

3 

3 

3 

5 

2 

3 

* Rounded  to  nearest  whole  number. 


lowing  day  it  was  more  intense.  The  mother 
stated  that  the  rash  was  identical  in  appearance 
with  that  which  she  had  had  the  year  before. 

Robert  H.,  aged  10  months,  developed  a fever 
of  102  F.  in  May,  1939.  I examined  him  on  the 
first  day  of  the  fever  and  found  nothing  to  ac- 
count for  it.  His  white  blood  count  was  4,200. 
On  the  third  day  of  the  illness  his  tempera- 
ture came  down  to  normal  for  the  first  time,  and 
he  developed  a mild  roseola  rash  on  the  fourth 
day. 

In  June,  approximately  one  month  later  and 
three  days  after  he  had  been  vaccinated  for 
smallpox,  he  developed  a temperature  of  103  F. 
without  physical  findings.  This  fever  lasted 
for  three  days  and  then  came  down,  and  he 
developed  a rash  similar  to  the  first  one.  On 
the  fourth  day  his  white  blood  count  was  6,000. 
Whether  this  was  a vaccinial  rash,  appearing 
early,  or  a second  attack  of  roseola  is  difficult  to 
say. 

Laboratory  Findings 

The  only  characteristic  laboratory  finding 
in  this  disease  is  a relative  leukopenia  and 
lymphocytosis  reported  first  by  Levy10 
and  Veeder  and  Hempelmann.11  Faber  and 
Dickey12  and  Barenberg  and  Greenspan6  have 
confirmed  this  observation.  However,  most 


of  these  counts  were  made  on  the  third  day 
of  the  disease  or  later.  In  our  series,  seventy- 
two  white  blood  counts  were  done  on  61 
patients  and  thirty-three  differential  counts 
on  30  patients,  a number  of  them  on  the  first 
and  second  days  of  the  disease  as  follows: 


Day  of  Blood 

Total  White 

Differential 

Count 

Blood  Count 

Blood  Count 

1 

13 

5 

2 

29 

10 

3 

18 

10 

4 

8 

4 

5 

3 

3 

6 

0 

0 

7 

1 

1 

Total 

72 

53 

In  order  to  obtain  a larger  number  of  blood 
studies  than  those  contained  in  any  single 
series,  these  counts  were  combined  with  those 
reported  previously  by  others. 6,7,11,12  In  this 
manner  a series  of  130  white  blood  counts  and 
ninety-one  differential  counts  were  obtained. 
These  counts  had  been  done  from  the  first 
to  the  seventh  day  of  the  disease  inclusive 
and  are  presented  in  Tables  1 and  2. 

Although,  to  my  knowledge,  this  is  the  first 
attempt  to  combine  our  information  of  these 
blood  findings  in  roseola  infantum,  from  the 
statistical  standpoint  the  number  of  observa- 
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tions  should  be  increased,  especially  in  the 
first  day  of  the  disease.  Nevertheless,  they 
do  show  the  general  trend  of  the  blood  reaction 
to  the  disease.  In  the  first  day,  although  the 
total  white  blood  count  shows  considerable 
variation,  there  is  a tendency  for  a relative 
leukopenia  without  much  change  in  the  dif- 
ferential count.  The  leukopenia  becomes 
most  marked  by  the  third  day  and  then  returns 
to  normal  whereas  the  lymphocytosis  becomes 
most  marked  later  and  persists  longer  than  the 
leukopenia. 

Diagnosis 

From  the  practical  standpoint  roseola  in- 
fantum is  a diagnostic  problem,  and  only  a 
diagnostic  problem,  in  its  pre-eruptive  stage. 
When  the  rash  appears,  anyone  acquainted 
with  the  disease  can  almost  make  the  diagnosis 
over  the  telephone. 

In  the  majority  of  cases  the  diagnosis  can  be 
strongly  suspected  before  the  rash  appears 
on  the  following  bases:  (1)  age — child  under 

three  years;  (2)  fever — sudden  onset  and  rela- 
tively high;  (3)  physical  findings — absent  or 
slight  and  child  does  not  appear  so  ill  as 
might  be  expected  from  the  degree  of  fever; 
and  (4)  white  blood  count — relative  leuko- 
penia with  a tendency  to  lymphocytosis. 

After  the  rash  appears,  the  diagnosis  rests 
on  the  appearance  of  the  exanthem  and  its 
occurrence  after  the  fever  has  disappeared. 
At  this  stage  the  lymphocytosis  is  most 
marked. 

Treatment 

This  is  purely  symptomatic,  although  acetyl 
salicylic  acid  almost  specifically  affects  the 
temperature.  Many  of  the  youngsters  who 
are  old  enough  to  be  up  and  about  continue  to 
play  and  are  much  happier  when  not  kept  in 
bed.  The  course  is  not  altered  by  rest  in  bed, 
and  in  many  cases  this  is  impossible. 

Etiology 

No  etiologic  agent  of  the  disease  has  been 
identified.  Because  of  the  failure  of  routine 
bacteriologic  methods  to  demonstrate  a causa- 
tive organism  in  the  blood,  stools,  or  throat  of 
patients  with  the  disease,  an  attempt  was 
made  to  recover  a filterable  virus. 

In  measles,  to  which  roseola  infantum  is 
somewhat  analogous,  a filterable  virus  has 
been  isolated  from  patients  in  the  pre-eruptive 
stage  of  the  disease  only.  For  this  reason  our 
attempts  to  recover  a virus  were  limited  to 
patients  during  the  febrile  period  before  the 
appearance  of  the  rash. 


In  each  of  3 infants  the  throat  was  swabbed 
with  cotton  saturated  with  meat  extract 
broth,  which  was  transferred  to  small  tubes  of 
the  same  media.  This  material  was  then 
filtered  through  small  Seitz  filters. 

The  filtrate  was  applied  to  the  scarified 
cornea  of  rabbits  and  injected  intracerebrally 
and  intraperitoneally  into  rabbits,  guinea  pigs, 
and  mice. 

The  filtrate  from  1 case  was  applied  to  the 
cornea  of  two  rabbits  and  injected  intracere- 
brally and  intraperitoneally  into  each  of  six 
mice  and  two  guinea  pigs.  Material  from  a 
second  case  was  applied  to  the  cornea  of  two 
rabbits.  Material  from  a third  case  was  inocu- 
lated intracerebrally  and  intraperitoneally 
into  two  rabbits,  two  guinea  pigs,  and  six  mice. 

We  are  indebted  to  Dr.  Jerome  Syverton 
of  the  Department  of  Bacteriology  of  the  Uni- 
versity of  Rochester  for  this  bacteriologic 
investigation. 

In  addition  to  this,  blood  was  obtained 
from  1 patient  in  the  outpatient  department 
of  the  Strong  Memorial  Hospital  during  the 
pre-eruptive  stage  and  the  serum  was  trans- 
ferred to  the  chorioallantoic  membrane  of  a 
chick  embryo.  In  a fifth  case  the  filtrate  of 
throat  swabbings  was  treated  in  a similar 
manner.  The  egg  inoculations  were  done 
by  Mr.  Charles  Shepard,  student  fellow  in 
the  Bacteriology  Department  of  the  Univer- 
sity of  Rochester. 

None  of  these  attempts  to  demonstrate  a 
filterable  virus  met  with  success. 

Zahorsky2  has  mentioned  the  fact  that  in 
the  families  of  children  affected  by  the  disease 
no  illness  is  present  preceding  the  onset  of 
the  child’s  symptoms  in  the  majority  of  cases. 
This  is  our  experience.  In  many  cases  the 
child  has  had  no  contact  other  than  with  the 
immediate  family. 

However,  we  know  from  Cushing’s®  and 
Greenspan  and  Barenberg’s6  reports  and 
from  the  attack  in  twins,  reported  above,  that 
the  disease  is  definitely  infectious.  Green- 
span and  Barenberg  felt  that  they  could 
demonstrate  a correlation  between  infection  in 
various  cottages  in  the  infant’s  home  from 
which  their  cases  were  reported  with  carriers 
among  the  adult  attendants  of  these  children. 
This  would  seem,  at  the  present  time,  the  most 
reasonable  explanation  for  the  transfer  of  this 
interesting  disease. 

Summary 

One  hundred  and  eleven  cases  of  roseola  in- 
fantum are  presented.  The  age,  frequency, 
seasonal  variation,  symptomatology,  trans- 
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mission,  and  blood  findings  are  discussed. 
Several  unsuccessful  attempts  to  isolate  the 
etiologic  agent  of  the  disease  are  described. 

This  clinical  entity  occurs  frequently,  most 
commonly  in  spring  and  summer,  and  affects 
children  under  3 years  of  age.  A three-day 
fever  in  a patient  who  does  not  appear  ill,  ab- 
sence of  physical  findings,  and  a typical  rash 
that  appears  after  the  fall  in  temperature  are 
the  characteristics  of  the  disease.  It  is  ac- 
companied by  a leukopenia  and  a lymphocyto- 
sis. It  is  infectious  but  the  etiologic  agent  is 
not  known.  It  has  no  complications,  its 
treatment  is  symptomatic,  and  its  chief  prac- 
tical importance  is  one  of  differential  diagno- 
sis, especially  in  the  pre-eruptive  stage. 
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MEDICAL  PRACTICE  AND  OUR  AGING  POPULATION 


For  many  years  the  average  age  of  the  Ameri- 
can population  has  been  increasing,  and  there  is 
every  indication  that  this  trend  will  continue 
into  the  future.  These  changes  in  the  age 
structure  will  profoundly  affect  our  economy,  our 
institutions,  and  our  way  of  life,  says  the  Statis- 
tical Bulletin  of  the  Metropolitan  Life  Insurance 
Company.  The  impact  will  be  felt  especially  in 
the  field  of  medicine,  because  the  prevalence  and 
the  character  of  sickness  in  the  community  are 
greatly  influenced  by  the  age  composition  of  its 
people. 

It  is  evident,  therefore,  that  the  aging  of  the 
population  will  have  a marked  influence  on 
medical  economics.  As  the  proportion  of  older 
persons  doubles  in  the  course  of  the  next  genera- 


tion, an  increasing  number  of  physicians  and  of 
hospital  facilities  will  be  required.  A regional 
redistribution  of  physicians  may  be  in  order,  in 
view  of  the  increasing  numbers  of  old  people  who 
locate  in  the  South.  As  the  proportion  of 
younger  persons  declines,  and  there  is  increasing 
mastery  over  the  acute  diseases,  physicians  will 
have  more  time  and  inclination  to  devote  to  the 
chronic  diseases.  The  total  volume  of  illness 
will,  however,  increase  because  of  the  longer 
periods  of  disability  which  characterize  these 
diseases.  The  changing  situation  will  bring  up 
new  and  vital  problems  of  medical  organization 
and  personnel.  It  will  be  the  better  part  of 
wisdom  to  study  these  problems  carefully  and 
make  suitable  provision  for  them  in  advance 


SCIENTIFIC  EXHIBITS 

1942  Annual  Meeting 

Applications  for  space  for  the  scien- 
tific exhibits  should  be  made  directly  to 

Dr.  J.  G.  Fred  Hiss, 

505  State  Tower  Building, 
Syracuse,  New  York, 

Chairman  of  Subcommittee  on  Scientific 
Exhibits  of  the  Convention  Committee. 

The  Annual  Meeting  will  be  held 
April  27-30,  1942,  Hotel  Waldorf- 

Astoria,  New  York,  New  York.  The 
list  will  he  closed  on  January  1,  19^2. 

Peter  Irving,  M.D.,  Secretary 


Case  Reports 

INTRAPERITONEAL  ACTINOMYCOSIS 

Richard  A.  Leonardo,  M.D.,  Ch.M.,  F.I.C.S.,  Rochester,  New  York 


A CTINOMYCOSIS  is  rare  enough,  and  the 
abdominal  form  occurs  in  only  20  per  cent 
of  the  cases.  Intraperitoneal  actinomycosis  due 
to  the  liberation  of  the  Streptothrix  actinomyces 
from  the  human  intestinal  canal  via  the  perfora- 
tion of  an  acute  appendicitis  is,  obviously,  rarer 
still.  For  this  reason  the  case  may  warrant  re- 
porting; besides,  the  case  is  of  interest  because 
of  the  great  difficulties  encountered  before  suc- 
cessfully reaching  the  correct  diagnosis  and  also 
because  of  the  failure  of  all  recognized  forms  of 
treatment  to  prevent  a fatal  termination. 

Case  Report 

E.  A.,  a white  man  aged  30,  sought  hospital 
admission  on  November  7,  1938,  for  the  relief  of 
his  complaint  of  acute  abdominal  pain  of  two 
days’  duration.  Clinical  symptoms  and  physical 
examination  were  suggestive  of  an  ordinary  acute 
appendicitis,  and  an  appendectomy  was  done 
through  a McBurney  incision.  At  operation  the 
appendix  was  found  to  be  perforated  with  a mod- 
erate amount  of  localized  peritonitis  surrounding 
that  area.  On  the  fifteenth  postoperative  day 
he  was  discharged,  although  the  wound  was  still 
draining.  When  he  was  seen  some  three  months 
later,  the  wound  was  all  healed  and  his  only  com- 
plaint was  persistent  constipation.  When  seen 
again  about  six  weeks  later  he  complained  of 
“ ‘sciatica”  in  the  right  hip  and  leg  and  also  of 
pain  in  both  buttocks  and  knees.  He  gave  a his- 
tory of  having  lost  over  25  pounds  in  weight  since 
date  of  operation  and  stated  that  he  had  never 
felt  well  since  the  appendectomy  had  been  done. 

A physical  examination  on  May  29,  1939,  at 
the  time  of  readmission  to  the  hospital,  was  as 
follows:  temperature,  over  102  F.;  pulse,  112; 
respirations,  24.  General  appearance  was  one  of 
marked  cachexia  with  slight  flexion  deformity 
and  lateral  rotation  of  the  right  hip,  which  was 
held  rigidly  in  this  position  and  was  painful  on 
passive  movement.  Except  for  a few  rales  at 
the  bases  of  both  lungs,  the  chest,  including  the 
heart,  was  entirely  negative.  Tenderness  was 
present  over  the  appendectomy  scar  and  in  the 
right  sacroiliac  region,  extending  downward  into 
the  right  hamstring  muscles. 

The  important  laboratory  findings  were  as 
follows:  white  blood  count,  28,700  (March  29, 
1939)  and  15,500  (November  16,  1939);  red 
blood  cells,  3,600,000;  chest  and  abdominal 
x-ray  films,  negative ; barium  enema  showed  stric- 
ture of  upper  rectum  from  unknown  “outside 
cause”;  cultures  from  wound  of  first  exploratory 
laparotomy  (April  1,  1939)  were  negative.  An 
x-ray  of  the  chest  (October  18,  1939)  showed  no 
evidence  of  actinomycosis,  but  pathologic  sec- 
tions from  a biopsy  of  the  sinus  tract  over  the 
ileum  revealed  the  typical  sulfur  granules  of 
actinomycosis  (October  9,  1939).  The  patient 
had  previously  had  a second  exploratory  lapar- 


otomy on  April  16  and  a third  one  on  September 
14,  1939 — each  one  failing  to  find  sufficient  evi- 
dence to  establish  a definite  diagnosis.  At  the 
first  exploratory  operation  (April  1)  an  organized 
mass  of  inflammatory  adhesions  was  found  in  the 
pelvis ; at  the  second  exploratory  operation 
(April  16)  several  swollen  lymph  nodes  were  re- 
moved from  the  mesentery  for  biopsy  (pathologic 
report  was  naturally  negative  because  the  ac- 
tinomyces is  too  large  to  pass  through  the  lymph- 
atics); at  the  third  exploratory  operation  (Sep- 
tember 14,  1939)  nothing  of  diagnostic  impor- 
tance was  found,  but  a biopsy  taken  from  the 
resultant  sinus  tract  (from  this  operation) 
showed  typical  actinomyces  (October  9,  1939). 
The  patient  had  several  sinuses  because  the  lapar- 
otomy incisions  all  failed  to  heal  and,  besides, 
several  localized  abscesses  had  been  drained  with 
resultant  sinus  tracts — notably,  an  abscess  over 
the  right  buttock  which  was  incised  and  drained 
June,  1939,  and  a large  abscess  over  region  of 
right  hip,  which  was  incised  August  15, 1939,  with 
a persistent  sinus  resulting  from  each  incision. 

Treatment. — At  one  time  or  another  the  pa- 
tient received  almost  all  of  the  recognized  forms 
of  treatment,  but  to  no  avail.  The  wounds  were 
irrigated  with  Dakin’s  solution;  frequent  blood 
transfusions  were  given;  an  intensive  course 
of  thymol  therapy  was  given;  iodides  were  ad- 
ministered in  large  quantities,  both  by  mouth  and 
intravenously;  and  two  prolonged  courses  of  sulf- 
anilamide therapy  were  given  (using  large 
doses) — all  without  any  apparent  benefit  to  the 
patient.  We  were  about  to  start  x-ray  treatment 
(recently  recommended  by  McKee,  staff  mem- 
bers of  the  Mayo  Clinic,  and  others)  when  the 
patient  took  a sudden  turn  for  the  worse.  He 
died  on  Christmas  day  in  1939. 

Autopsy. — An  autopsy  was  done  at  the  Mon- 
roe County  Hospital  under  the  direction  of  Dr. 
W.  S.  Thomas,  pathologist.  A summary  of  the 
autopsy  report  follows:  Beginning  actinomyco- 
sis was  found  in  both  lungs  together  with  bilateral 
pneumothorax;  there  were  several  infected 
sinus  tracts  in  the  lower  part  of  the  abdominal 
wall  and  over  the  buttocks,  some  of  the  tracts 
leading  into  the  pelvis;  fistulas  were  found  in  the 
large  bowel,  and  a large,  granulomatous  tumor 
was  present  in  the  pelvis,  involving  both  the  rec- 
tum and  the  sigmoid  colon.  Peripheral  edema 
and  a generalized  arteriosclerosis  completed  the 
pathologic  picture. 

Conclusion 

An  unusual  and  fatal  case  of  intraperitoneal 
actinomycosis,  caused  by  ruptured,  acute  ap- 
pendicitis, is  reported.  The  case  is  of  interest 
not  only  because  of  its  relative  rarity  but  because 
of  the  difficulties  encountered  before  it  was  pos- 
sible to  reach  the  correct  diagnosis  and  also  be- 
cause of  the  obvious  failure  of  various  forms  of 
therapy  previously  reported  as  beneficial  in  other 
cases. 


From  the  surgical  service,  Monroe  County  Hospital. 
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ACUTE  BACTERIAL  ENDARTERITIS  OF  A PATENT  DUCTUS  ARTERIOSUS 

William  Travis  Gibb,  Jr.,  M.D.,  New  York  City 


nTHIS  paper  presents  an  instance  in  which  a 
*L  patent  ductus  arteriosus  was  found  as  the 
only  congenital  abnormality  in  the  heart  of  an 
older  individual,  and  it  re-emphasizes  the  pro- 
nounced vulnerability  of  such  a lesion  to  the 
superimposition  of  an  acute  bacterial  process. 
It  also  shows  that  when  such  a lesion  is  dis- 
covered clinically  the  possibility  of  a bacterial 
complication  may  be  seriously  considered  and 
operative  interference  entertained  before  such  a 
development  has  taken  place. 

A reawakening  of  interest  has  recently  been 
effected  in  the  study  of  anomalous  formations 
of  the  heart  and  its  vessels.  Within  the  past 
few  years  the  surgical  approach  to  this  difficult 
problem  has  brightened  the  seemingly  hopeless 
outlook  of  patients  with  such  lesions.  The 
common  incidence  of  congenital  heart  disease 
makes  its  consideration  of  great  importance, 
both  from  an  anatomic  and  therapeutic  stand- 
point. This  fact  combined  with  a more  opti- 
mistic attitude  toward  the  life  expectancy  of 
these  individuals,  created  by  a promising  opera- 
tive correction,  should  prove  motivation  enough 
for  a renewed  consideration  of  these  abnor- 
malities. 

To  Maude  Abbott1’2*3’4  should  be  attributed 
the  major  credit  for  the  exhaustive  anatomic 
analysis  of  this  subject.  Her  studies  have 
shown  a significantly  frequent  incidence  of 
patent  ductus  arteriosus,  an  anomaly  that  forms 
the  basis  of  this  report.  Of  the  1,000  cases  of 
congenital  cardiac  defects  which  she  reviewed, 
242  cases  of  patent  ductus  arteriosus  were  en- 
countered, approximately  150  of  which  were 
associated  with  other  varieties  of  congenital 
defects.  The  hearts  of  92  were  the  seat  of  pa- 
tent ductus  arteriosus  alone  or  in  association 
with  only  minor  anomalous  formations.  Twenty 
of  these  92  subjects  had  died  before  the  age  of  5, 
while  the  remaining  72  cases  had  succumbed  to 
the  effects  of  their  anomalies  either  in  later  child- 
hood or  in  their  early  adult  years.  It  is  note- 
worthy that  about  27  cases  of  this  group  died 
because  of  the  presence  of  a bacterial  endar- 
teritis, 16  succumbed  suddenly  due  to  their 
cardiac  abnormalities,  while  24  were  victims  of 
a prolonged  bout  of  cardiac  failure.  Sixty-six 
cases  out  of  this  group  died,  at  an  average  age 
of  24  years,  of  a cause  attributable,  directly  or 
indirectly,  to  the  congenital  defect.  This 
cogently  portrays  the  gravity  of  the  lesion  and 
stresses  the  importance  of  a vigorous  recon- 
sideration of  the  problem. 

In  view  of  the  generally  accepted  belief  that 
patent  ductus  arteriosus  or  any  other  anomalous 
formation  of  the  heart  is  usually  found  as  one 
of  multiple  defects,  it  becomes  important  to 
realize  the  point  emphasized  by  the  Abbott 
series — that  any  of  these  lesions  may  exist 


alone — and  indicates  that  the  possibility  of  the 
presence  of  an  isolated  lesion  should  be  considered 
in  formulating  a decision  of  the  operability  of  a 
given  case. 

Case  Report — From  the  Knickerbocker  Hos- 
pital, New  York  City 

W.  K.,  a white  man  aged  51,  was  admitted  to 
the  Knickerbocker  Hospital  on  December  28, 
1937,  complaining  of  fever,  pain  in  the  back  of 
his  neck,  and  hoarseness  of  ten  days’  duration. 
His  family  history  was  irrelevant  and,  aside  from 
a bilateral  herniorrhaphy  in  1930,  the  past 
history  was  negative.  The  patient  had  always 
been  in  good  health  and  had  been  able  to  indulge 
in  all  the  usual  forms  of  muscular  activity  of 
childhood  and  adult  life.  Ten  days  prior  to 
admission  he  first  noticed  that  he  had  a fever; 
then  pain  in  the  upper  cervical  region  of  his 
neck  and  a gradually  increasing  painless  hoarse- 
ness made  their  appearance.  The  degree  of  the 
pain  remained  constant,  but  the  hoarseness 
became  progressively  worse.  His  temperature 
during  this  ten-day  period  reached  the  level  of 
104  F.  at  night  and  would  drop  as  low  as  98  F. 
in  the  morning.  During  this  ten-day  period  he 
had  received  nothing  but  fluids  by  mouth  and 
had  had  frequent  enemas,  with  the  result  that 
upon  admission  his  stools  were  watery  in  char- 
acter. 

Examination  showed  a well-developed  adult 
white  man  lying  quietly  in  bed  apparently 
acutely  ill  but  not  in  pain.  There  was  no 
cyanosis  or  pallor.  His  pupils  were  equal  and 
round  and  reacted  both  to  light  and  accommoda- 
tion. There  was  no  discharge  from  the  ears 
or  nose;  the  nasopharynx  was  normal.  Slight 
tenderness  was  elicited  on  pressure  in  the  upper 
cervical  portion  of  his  neck,  but  there  was  no 
rigidity  or  lymphadenopathy.  The  lungs  were 
clear  throughout.  The  cardiac  apex  was  within 
the  midclavicular  line.  The  sounds  were  regular 
and  of  fair  quality.  There  were  no  murmurs 
audible.  The  abdomen  was  soft,  and  there 
were  no  masses  or  tenderness.  His  fiver  edge 
was  felt  three  fingers  breadth  below  the  costal 
margin  and  was  smooth,  firm,  and  sharp.  Knee 
jerks,  ankle  jerks,  Babinski,  abdominal,  and 
cremasteric  reflexes  were  all  negative. 

A urinalysis  showed  a trace  of  albumin,  a few 
white  blood  cells,  and  an  occasional  red  blood 
cell.  A blood  count  disclosed  a hemoglobin  of 
86  per  cent  (Sahli),  4,250,000  red  cells,  and 
8,400  white  cells  per  cubic  millimeter.  A 
differential  study  of  his  blood  smear  revealed 
76  per  cent  polymorphonuclear  leukocytes  and 
24  per  cent  lymphocytes.  Agglutination  re- 
actions were  negative  for  typhoid,  paratyphoid 
A and  B,  typhus,  and  Brucella  abortis.  A 
blood  culture  revealed  1,200  colonies  of  Staphylo- 
coccus albus  per  plate  in  twenty-four  hours. 
These  findings  were  repeatedly  substantiated. 
Cultures  of  his  nose  and  throat  showed  Staph, 
aureus  predominantly.  X-rays  of  the  sinuses 
showed  cloudiness  of  the  frontals,  ethmoids,  and 
sphenoids.  A teleroentgenogram  revealed  the 
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heart  to  be  somewhat  enlarged  to  the  left. 
Increased  vascular  markings  of  the  pulmonary 
field  were  also  noticed  bilaterally.  A small, 
roughly  rounded  infiltration  was  seen  at  the 
left  lung  base  and  another  similar  infiltration  in 
the  second  right  interspace. 

Temperature  on  admission  was  104.2  F.  and 
remained  elevated  throughout  his  entire  stay 
in  the  hospital.  Two  days  after  admission 
evidence  was  elicited  of  an  area  of  consolidation 
in  the  right  lower  lobe,  and  three  days  later 
cyanosis  appeared  and  became  rapidly  progres- 
sive. Abdominal  distention  and  extension  of 
the  area  of  consolidation  at  the  right  base  soon 
followed.  Finally,  sonorous  and  sibilant  rales 
became  diffusely  audible  over  both  lung  fields; 
he  gradually  became  more  and  more  toxic  and, 
finally,  died  eleven  days  after  his  entrance  to 
the  hospital.  The  day  before  his  demise  a great 
number  of  petechiae  appeared  over  his  back  and 
several  were  noted  in  his  conjunctivas.  His 
death  occured  notwithstanding  treatment  with 
prontosil,  prontylin,  Staph,  albus  antitoxin, 
Staph,  aureus  bacteriophage,  etc. 

Necropsy. — The  skin  showed  innumerable 
petechiae,  which  were  mostly  situated  upon  the 
posterior  aspect  of  the  body.  There  were  two 
conjunctival  petechiae.  Scattered  petechiae 
were  also  seen  over  the  peritoneum,  while  the 
small  intestine  showed  many  scattered,  flame- 
shaped, and  occasionally  more  irregular  sub- 
serosal  hemorrhages.  The  right  pleural  space 
was  completely  obliterated  due  to  the  presence 
of  stout,  bandlike  adhesions.  The  left  pleural 
space  showed  a similar  process  in  its  upper  two- 
thirds;  there  was  approximately  200  cc.  of 
turbid,  straw-colored  fluid  in  this  hemithorax. 
The  pericardial  sac  contained  about  200  cc.  of 
clear,  straw-colored  fluid.  The  anterior  aspect 
of  the  visceral  pericardium  showed  oval  and 
rounded  zones  of  thickening.  The  heart  was 
moderately  enlarged.  This  enlargement  was 
mainly  due  to  thickening  of  the  right  ventricle 
and  the  prominent  dilatation  of  the  right  cardiac 
chambers.  The  left  ventricular  wall  was  normal 
in  width.  On  section,  the  myocardium  was 
diffusely  reddish  brown,  except  here  and  there 
where  a few  submiliary-sized,  partially  necrotic 
yellow  nodules  were  encountered.  A small 
number  of  fine  nodular  foci  that  had  produced 
slight  elevations  of  the  endocardium  were  found 
subendocardially.  The  mitral  valve  showed 
some  thickening  of  its  anterior  leaflet  due  to  the 
interstitial  deposition  of  a few  rhomboid  and  a 
few  more  irregular  arteriosclerotic  plaques. 
There  was  no  thickening  of  its  chordae  tendineae. 
The  left  auricular  endocardium  was  smooth 
throughout.  The  foramen  ovale  was  found 
closed.  The  papillary  muscles  and  the  trabec- 
ulae carneae  of  the  left  ventricle  showed  no 
gross  abnormalities.  The  aortic  valves  showed 
a minimal  thickening  along  the  site  of  the  fibrous 
decussations  of  the  posterior  cusp  but,  otherwise, 
were  normal.  The  pulmonary  conus  and  the 
lumen  of  the  main  branch  of  the  pulmonary 
artery  were  distinctly  widened  and  the  intima 
of  this  section  of  the  artery  was  thickened. 
However,  there  was  no  apparent  thickening  of 
the  pulmonary  cusps.  Situated  at  the  site  of 
the  ductus  arteriosus,  which  was  found  to  be 
patent,  admitting  a stout  probe,  there  was  a 
large,  fleshy,  mottled  pink  thrombus.  A small 


quantity  of  this  thrombotic  material  was  also 
found  in  the  pocket  produced  by  the  ducts  along 
the  intimal  surface  of  the  aorta.  The  main 
thrombotic  mass,  however,  was  found  to  be 
situated  definitely  on  the  pulmonic  side.  The 
endocardium  of  the  outflow  tract  of  the  right 
ventricle  showed  a slight  degree  of  thickening. 
The  tricuspid  valve,  except  for  some  slight 
opacity  of  the  septal  leaflet,  showed  no  ab- 
normalities; its  chordae  tendineae  were  normal. 
The  endocardium  of  the  right  auricle  was 
diffusely  gray  and  smooth.  The  coronaries 
throughout,  except  for  some  slight,  asymmetrical, 
intimal  thickening  of  the  anterior  descending 
branch  of  the  left  coronary  artery,  presented  no 
abnormalities.  The  aorta  in  its  descending  por- 
tion was  the  seat  of  a few  superficially  ulcerated 
and  hemorrhagically  discolored  arteriosclerotic 
plaques  and  several  scattered  intimal  hemor- 
rhages. 

Throughout  both  lungs  there  were  a number 
of  infarcts  that  were  well  demarcated.  On 
section,  the  centers  showed  liquefaction  and 
necrosis.  A small  artery  with  an  occluding 
thrombus  was  found  leading  to  one  of  these. 
In  another  a small  venous  tributary  was  com- 
pletely occluded  by  a mottled  gray  and  red 
thrombotic  mass.  The  lower  portions  of  both 
lungs  were  completely  airless  and  throughout 
this  area  there  were  numerous  areas  of  hemor- 
rhagic bronchopneumonia.  In  addition,  there 
was  a widening  of  the  bronchial  passages,  while 
the  terminal  portions  of  the  bronchi  showed 
circular  areas  of  dilatation.  The  walls  of  these 
affected  bronchi  were  thinned;  their  mucosal 
surfaces  were  covered  with  a gray,  mucopurulent 
material.  The  tracheobronchial  mucosa  through- 
out was  markedly  edematous,  granular,  and 
irregularly  hemorrhagic  and  covered  with  a 
large  amount  of  mucopurulent  material.  The 
regional  tracheobronchial  lymph  nodes  were 
moderately  enlarged,  soft,  and  discreet.  The 
liver  showed  evidence  of  chronic  passive  conges- 
tion and  a moderate  degree  of  fatty  change. 
The  spleen  was  enlarged  and  showed  two 
wedge-shaped,  hemorrhagic,  and  lemon  yellow 
infarcts.  The  kidneys  presented  several  in- 
farcts that  were  more  hemorrhagic  than  those 
in  the  spleen.  There  were  also  many  scattered, 
fine,  flame-shaped,  cortical  hemorrhages  that 
extended  to  a slight  degree  toward  the  medullary 
portion.  Innumerable  petechial  hemorrhages, 
many  of  which  were  yellow-centered,  were  ob- 
served in  the  mucosa  of  the  small  intes- 
tine. The  brain  on  section  disclosed  some  fine, 
punctate  hemorrhagic  areas  in  the  gray  mat- 
ter. 

The  anatomic  diagnoses  were:  chronic  diffuse 
mucopurulent  tracheobronchitis  with  secondary 
bronchiectasis;  septicemia  (Staph,  albus)  clini- 
cally; acute  bacterial  endarteritis  (Staph,  albus) 
of  pulmonary  artery  superimposed  on  a patent 
ductus  arteriosus,  with  extension  into  aorta; 
multiple  infected  pulmonary  infarcts  with  sec- 
ondary phlebitis  of  small  pulmonary  vein; 
patchy  hemorrhagic  bronchopneumonia;  left 
hydrothorax  (200  cc.);  multiple  infarcts  of 
spleen  and  kidneys;  multiple  focal  abscesses  of 
cerebral  cortex  and  myocardium;  multiple 
petechiae  of  skin  and  intestines;  acute  infectious 
splenitis  with  splenomegaly  (450  Gm.);  passive 
congestion  and  fatty  change  of  liver;  bilateral 
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adhesive  pleuritis;  status  seven  years  post- 
bilateral herniorrhaphy. 

Comment 

The  case  herein  presented  is  illustrative  of  an 
individual  who  had  had  an  uncomplicated  patent 
ductus  arteriosus  for  a period  of  fifty  years 
before  the  superimposition  of  an  acute  bacterial 
endarteritis  that  had  involved  the  pulmonary 
artery  in  the  region  of  the  ductus  and  had  ex- 
tended into  the  ductus  itself  and  a small  part  of 
the  aorta.  It  is  noteworthy  that  the  cardiac 
valves  were  entirely  free  of  any  bacterial  in- 
volvement; nor  did  they  show  any  evidence  of 
any  other  disease  process  except  for  some  thick- 
ening due  to  tension  and  arteriosclerosis.  In 
view  of  the  fact  that  no  primary  source  for  this 
infection  other  than  an  extensive  bronchial 
inflammation  was  found  at  autopsy,  the  obvious 
explanation  is  that  a transient  bacteremia  arose 
from  such  a source  and  produced  the  acute 
endarteritis  of  the  patent  ductus  arteriosus.  It 
also  appears  that  the  involvement  of  the  pul- 
monary artery  was  responsible  for  the  infarcts 
of  the  lung  and  that  the  extension  of  the  bac- 
terial lesion  into  the  aorta  and  the  associated 
pulmonary  vein  phlebitis  led  to  the  systemic 
involvement. 

Deserving  of  mention  is  the  fact,  substantiated 
by  three  different  observers,  that  at  no  time 
during  the  course  of  the  acute  disease  was  a 
cardiac  murmur  of  any  type  audible.  The 
explanation  for  this  discrepancy  was  apparent 
in  retrospect  upon  examining  the  heart  at 
necropsy.  It  was  found  then  that  the  entire 
lumen  of  the  ductus  was  occluded  by  vegetations, 
and  it  was  the  assumption,  therefore,  that  very 
little  blood  had  been  permitted  to  pass  through 
this  arteriovenous  shunt.  Furthermore,  there 
was  no  history  of  any  typical  murmur  being 
heard  in  the  past  although  on  the  basis  of  the 
anatomic  findings  it  is  reasonable  to  believe  that 
it  must  have  been  there.  Moreover,  the  dilata- 
tion of  the  pulmonary  artery  and  pulmonary 
conus  offers  strong  anatomic  evidence  for  the 
belief  that  the  ductus  arteriosus  was  patent  for 
a considerable  time  prior  to  the  onset  of  the 
endarterial  infection.  This  contention  was 
fortified  by  the  hypertrophy  and  dilatation  of 
the  right  cardiac  chambers,  which  is  certainly 
indicative  of  the  long-standing  anomalous 
shunting  of  the  blood  stream. 

The  reports  of  Dolley  and  Jones,5  Gross, 6,7>8,s 
and  others  concerning  the  surgical  approach  to 
the  problem  of  patent  ductus  arteriosus  are  of 
the  greatest  importance.  The  opening  of  the 
left  side  of  the  upper  anterior  part  of  the  chest 
wall,  with  ensuing  collapse  of  the  lung,  produces 
an  excellent  exposure  of  the  patent  ductus  and 
the  structures  immediately  surrounding  it.  The 
ligation  of  the  ductus  itself,  especially  if  its  wall 


is  thin  and  friable  due  to  its  being  already  in- 
volved by  a bacterial  endarteritis,  is  the  most 
hazardous  part  of  the  procedure.  Hemorrhage 
may  be  fatal  or  difficult  to  control.  The  lumen 
of  the  ductus  is  funnel-shaped  with  the  wider 
end  originating  from  the  aorta.  Its  length 
may  vary  from  2.25  to  l/2  cm.  and  the  wall  is 
usually  as  thick  as  that  of  a vein.  Sclerosis  and 
calcification,  especially  in  older  cases,  may  occur 
at  the  aortic  end  and  extend  inward  as  much  as 
1 cm.;  this  fact  is  of  significance  because  of  its 
effect  upon  a superimposed  bacterial  endarteritis, 
although  the  vegetations  usually  begin  at  the 
pulmonic  end  and  may  only  involve  the  walls 
of  the  pulmonary  artery  in  the  immediate  vi- 
cinity and  leave  the  valves  entirely  free.  Al- 
though there  have  been  reports  of  successful 
operative  procedures  upon  patients  with  bac- 
terial involvement  of  the  ductus,  the  really  im- 
portant approach  to  the  problem  is  the  oblitera- 
tion of  this  passage  before  infection  or  cardiac 
failure  has  taken  place.  Gross  has  stated  that 
in  suitably  worked  up  and  selected  cases  an  ex- 
perienced surgeon  should  have  a mortality  rate 
of  only  10  per  cent,  and  that  the  closure  should 
preferably  be  done  between  the  ages  of  6 and  7 
years. 

Aside  from  the  usual  contraindications  to  any 
extensive  surgical  procedure,  the  presence  of 
other  serious  congenital  abnormalities,  such  as 
coarctation  of  the  aorta  proximal  to  the  opening 
of  the  ductus  or  congenital  stenosis  of  the  pul- 
monary valve,  is  an  absolute  contraindication, 
for  in  these  conditions  the  shunt  probably  acts  as 
a compensatory  mechanism  and  the  closure  of 
it  would  be  followed  by  fatal  consequences. 
Therefore,  it  is  of  the  greatest  importance  to 
exclude  the  possibility  of  any  such  accompany- 
ing defect,  which  in  many  instances  is  difficult. 
It  is  interesting  to  note  in  this  connection  that 
in  Abbott’s  series  almost  all  of  the  individuals 
with  such  serious  complicating  defects  died  be- 
fore the  age  of  5. 

The  real  difficulty  lies  not  in  the  accurate 
diagnosis  of  the  lesion  or  in  the  determination 
of  the  optimum  time  for  operation  but,  rather, 
in  persuading  the  parents  of  apparently  healthy 
young  individuals  to  allow  them  to  be  subjected 
to  a serious  operative  procedure  carrying  with  it 
a formidable  mortality  rate. 
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PERIPHERAL  NEURITIS  FOLLOWING  THE  USE  OF  SULFAMETHYL- 
THIAZOLE  IN  A CASE  OF  SUBACUTE  BACTERIAL  ENDOCARDITIS 

Emanuel  Appelbaum,  M.D.,  New  York  City 


D ECENTLY,  two  new  sulfanilamide  deriva- 
^ tives,  sulfathiazole  and  sulfamethylthiazole, 
have  been  presented  to  the  profession  for  clinical 
investigation.  Like  sulfanilamide  these  drugs 
are  effective  against  experimental  streptococcic 
infections  and,  like  sulfapyridine,  they  have  a 
pronounced  antipneumococcus  action;  but  un- 
like either  of  these  preparations  they  are  said  to 
exert  a marked  effect  upon  staphylococci,  both  in 
vitro  and  in  vivo.  Experimentally,  the  thiazole 
derivatives  have  been  shown  to  be  less  toxic 
than  either  sulfanilamide  or  sulfapyridine.  Both 
thiazole  compounds  are  said  to  show  much  less 
acetylation  than  sulfapyridine.  The  following 
report  is  offered  as  a probable  case  of  intoxica- 
tion following  the  use  of  sulfamethylthiazole: 

Case  Report 

M.  W.,  a man  aged  21,  was  admitted  to  Syden- 
ham Hospital  on  October  22,  1939,  complaining 
of  fever,  night  sweats,  weakness,  general  malaise, 
painful  red  spots  on  the  finger  tips,  and  pain  in 
the  left  upper  abdominal  quadrant  of  ten  weeks’ 
duration.  For  the  past  few  days  he  also  had 
cardiac  palpitation.  The  fever  was  irregular, 
reaching,  at  times,  104  F.  The  asthenia  became 
progressively  more  marked.  He  gave  a past  his- 
tory of  rheumatic  fever  at  the  age  of  9 years. 

Physical  examination  revealed  a well-nour- 
ished but  pale  young  adult,  appearing  chronically 
ill.  The  pupils  reacted  to  light  and  accommo- 
dation. The  conjunctivae  and  fundi  were  nor- 
mal. The  lungs  were  clear.  The  heart  was 
moderately  enlarged  and  showed  harsh  systolic 
and  rumbling  diastolic  murmurs  at  the  apex  and 
also  systolic  and  diastolic  murmurs  over  the 
aortic  area.  The  heart  rate  was  110,  with  a regu- 
lar sinus  rhythm.  The  blood  pressure  was  150 
systolic  and  50  diastolic.  There  was  sternal  ten- 
derness. The  spleen  was  slightly  enlarged  and 
tender.  The  liver  was  not  felt.  There  were  a 
few  small  red  nontender  spots  in  his  finger  tips; 
there  was  slight  clubbing  of  the  fingers.  There 
was  no  paralysis  or  paresis,  and  the  reflexes  were 
normal.  There  were  no  pathologic  reflexes,  and 
the  temperature  ranged  between  101  and  104  F. 
A diagnosis  of  subacute  bacterial  endocarditis 
was  made. 

The  white  blood  count  was  8,800,  with  67  per 
cent  polymorphonuclears;  the  red  blood  count 
was  3,700,000,  with  60  per  cent  hemoglobin. 
The  urine  examination  was  essentially  negative, 
and  the  blood  culture  was  positive  for  Strepto- 
coccus viridans.  This  confirmed  the  clinical 
diagnosis. 

As  soon  as  the  diagnosis  of  subacute  bacterial 
endocarditis  was  established,  the  patient  was 
started  on  sulfapyridine,  receiving  1 Gm.  every 
four  hours.  On  November  3,  following  eleven 
days  of  chemotherapy,  his  white  blood  count 
dropped  to  3,800,  and  several  days  later  it 
dropped  to  1,500.  The  neutrophils  were  13  and 
30  per  cent,  respectively.  The  sulfapyridine 
was  immediately  discontinued. 


Following  a course  of  pentnucleotide  and  a 
series  of  transfusions,  the  neutropenia  showed 
gradual  and  progressive  improvement.  When 
the  white  blood  count  reached  9,400,  the  chemo- 
therapy was  resumed.  He  received  sulfapyri- 
dine orally  for  one  week,  and  for  more  than  two 
weeks  he  was  given  neoprontosil  parenterally  in 
addition  to  the  sulfapyridine.  This  regimen  was 
followed  by  a course  of  sodium  sulfapyridine  by 
vein,  5 Gm.  daily,  in  conjunction  with  the  oral 
use  of  sulfapyridine,  4 to  6 Gm.  a day. 

The  program  of  intensive  chemotherapy  was 
continued  uninterrupted  from  November  18, 
1939,  to  January  2,  1940.  The  clinical  picture 
throughout  this  period  remained  essentially  un- 
changed. The  temperature  ranged  between  99 
and  103  F.  There  were  frequent  new  crops  of 
tender  nodes  on  the  palms  of  his  hands  and  on 
the  finger  tips.  On  December  1 1 he  showed  evi- 
dence of  splenic  infarction.  The  neurologic  ex- 
amination Was  entirely  negative. 

The  blood  cultures  were  persistently  positive 
for  Str.  viridans,  showing  from  100  to  280  colonies 
per  cubic  centimeter.  The  white  blood  count 
ranged  between  5,600  and  7,350,  with  75  to  80 
per  cent  neutrophils.  The  red  blood  count 
ranged  between  2,300,000  and  3,900,000,  with 
the  hemoglobin  between  43  to  65  per  cent.  The 
urine  showed  a trace  of  albumin,  10  to  15  red 
blood  cells,  occasional  hyalin  and  granular  cast, 
and  4 plus  urobilinogen.  The  blood  sulfapyri- 
dine levels  were  always  low,  averaging  2 mg.  per 
hundred  cubic  centimeters.  The  electrocardio- 
gram showed  slurring  QRS  in  leads  I and  II  and 
notching  in  lead  III  deep  Q2  and  Q3  and  elevated 
S-T  intervals  in  leads  II  and  III. 

On  January  3 the  patient  was  started  on  sulfa- 
methylthiazole.* He  received  at  first  6 Gm., 
and  later  from  8 to  12  Gm.,  per  day.  This  drug 
was  continued  until  January  25  when  it  was 
stopped  because  of  a drop  in  the  white  blood 
count  to  2,800,  with  47  per  cent  polymorphonu- 
clears. A course  of  pentnucleotide  was  again 
instituted.  Five  days  later  his  white  blood 
count  was  8,200,  with  70  per  cent  polymorpho- 
nuclears. 

The  total  amount  of  sulfamethylthiazole  re- 
ceived over  a period  of  twenty-three  days  was  197 
Gm.  This  drug  appeared  to  have  no  influence 
on  the  clinical  course,  which  continued  to  pro- 
gress insidiously.  The  positive  blood  cultures 
persisted  but  showed  somewhat  fewer  colonies, 
104  to  137  per  cubic  centimeter. 

On  February  1 the  patient  showed  impaired 
adduction  in  both  thumbs.  This  was  the  first 
indication  of  peripheral  neuritis  but  was  not 
properly  evaluated  at  the  time.  Several  days 
later  he  developed  pains  in  the  lower  extremities 
and  bilateral  foot  drop.  At  about  the  same  time 
he  also  developed  signs  of  left  pulmonary  infarc- 
tion with  pleural  effusion. 

Unfortunately,  the  use  of  sulfamethylthiazole, 
which  was  resumed  on  February  1,  was  not  con- 


* The  sulfamethylthiazole  was  generously  furnished 
by  the  Winthrop  Chemical  Company. 
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sidered  at  that  time  as  a possible  etiologic  factor 
of  the  peripheral  neuritis  and  was,  therefore, 
continued  until  the  middle  of  March. 

Neurologic  examination  on  March  9 revealed 
flaccid  paralysis  of  the  lower  extremities,  with 
predominant  involvement  of  the  extensor  muscles 
of  the  feet.  The  hand  grip  was  weak  on  both 
sides,  and  there  was  loss  of  abduction  and  adduc- 
tion in  the  fingers  of  both  hands.  Sensation 
was  diminished  in  both  upper  and  lower  extremi- 
ties. The  biceps  reflexes,  knee  jerks,  and  ankle 
jerks  were  all  absent.  There  were  no  pathologic 
reflexes. 

The  spinal  fluid  showed  a slight  increase  in  the 
protein  but  was  otherwise  normal.  The  white 
blood  count  ranged  between  6,000  and  8,000, 
with  70  per  cent  polymorphonuclears.  The  red 
blood  count  was  2,700,000  with  53  per  cent 
hemoglobin.  The  blood  sulfamethylthiazole 
level  was  3.4  mg.  per  hundred  cubic  centimeters. 
The  blood  nonprotein  nitrogen  was  26.6  and  the 
urea  9.5  mg.  per  hundred  cubic  centimeters.  The 
blood  cultures  remained  positive  for  Str.  viridans. 

The  patient’s  general  condition  became  pro- 
gressively worse.  There  were  numerous  embolic 


phenomena  with  multiple  infarctions.  He  died 
in  circulatory  failure  on  March  30.  A necropsy 
was  not  obtained. 

Comment 

This  case  illustrates  some  interesting  and  im- 
portant points.  Although  the  patient  developed 
a marked  neutropenia  as  a result  of  sulfapyri- 
dine  intoxication,  he  was,  after  a period  of  inter- 
ruption, able  to  resume  and  continue  taking  the 
drug  with  impunity.  Likewise,  the  moderate 
neutropenia  which  followed  the  sulfamethylthia- 
zole did  not  recur  upon  resumption  of  this  chemi- 
cal. As  has  been  noted  by  several  observers, 
the  bacterial  endocarditis  failed  to  respond  to  a 
prolonged  and  intensive  course  of  chemotherapy, 
including  sulfapyridine,  sodium  sulfapyridine, 
neoprontosil,  and  sulfamethylthiazole.  It  seems 
reasonable  to  assume  that  the  peripheral  neuritis 
probably  resulted  from  excessive  ingestion  of 
sulfamethylthiazole  (197  Gm.  in  twenty-three 
days). 

910  Park  Avenue 


THREE  CASES  OF  VENTRICULAR  FIBRILLATION 
One  Electric  Shock  and  Two  Coronary  Occlusions 

Beverly  L.  Vosburgh,  M.D.,  Schenectady,  New  York 


ase  1. — On  February  17,  1932,  D.  L.  R.,  a 
man  aged  25,  was  rendered  unconscious  by 
an  electric  shock  estimated  at  3,000  volts,  60- 
cycle  alternating  current.  For  the  first  two  or 
three  minutes  there  were  intermittent,  spas- 
modic, extremely  deep  respiratory  efforts,  en- 
tirely lacking  in  rhythm  and  failing  to  relieve  the 
dusky,  cyanotic,  slate  color  present  in  his  face 
and  neck.  An  electrocardiogram  taken  within 
eight  to  ten  minutes  revealed  ventricular  fibrilla- 
tion instead  of  normal  complexes  (Fig.  1). 

Case  2. — On  November  22,  1935,  A.  N.,  a man 
aged  35,  was  brought  to  this  hospital  complaining 
of  the  characteristic  symptoms  of  acute  coronary 
occlusion.  After  opiates  were  administered,  an 
electrocardiogram  was  taken  (see  Fig.  2).  About 
two  hours  later,  as  we  were  about  to  repeat  the 
electrocardiogram,  the  patient  suddenly  died. 
With  the  electrodes  already  in  place  ventricular 
fibrillation  was  recorded  (see  Fig.  3,  page  1866). 

Case  3. — On  March  2,  1936,  T.  R.,  a man  aged 
about  45,  was  brought  to  this  hospital  with  a 
history  suggesting  coronary  occlusion  three  days 
before  and  again  the  night  previous.  His  imme- 
diate complaint  was  a sense  of  sternal  oppression. 
The  standard  three  leads  of  the  electrocardiogram 
had  been  completed  (see  Fig.  4)  and  a fourth  lead 
was  in  process  when  the  patient  had  a convulsion 
and  died.  The  tracing  was  taken  as  soon  as  the 
convulsive  seizure  had  ended  (see  Fig.  5).  The 
record  is  characteristic  of  ventricular  fibrilla- 
tion. 


Summary  and  Comments 

Three  cases  of  ventricular  fibrillation  are  pre- 
sented; Case  1 followed  electric  shock,  and  Cases 
2 and  3 followed  coronary  occlusion  of  the  deep 
sinospiral  muscle  (D.S.S.)  and  deep  bulbo- 
spiral  muscle  (D.B.S.)  types,  respectively  (Robb 
and  Robb).  Dresback,  Langworthy  and  Kou- 
wenhoven,  Williams  and  Wiggers  have  all  dem- 
onstrated that  ventricular  fibrillation  is  usually 
the  mechanism  of  death  in  low-voltage  shocks. 
It  is  an  interesting  sidelight  that  suitable  coun- 
tershock stops  the  fibrillation  in  most  attempts 
experimentally . 

The  other  2 cases  of  ventricular  fibrillation 
followed  acute  coronary  occlusions  where  the 
D.S.S.  and  the  D.B.S.  were  involved.  Accord- 
ing to  Robb  and  Robb  all  cases  of  the  D.S.S.  type 
coming  to  autopsy  died  because  of  the  infarction 
after  periods  ranging  up  to  about  two  weeks. 
This  case  survived  only  two  hours. 
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Fig.  5. 


2.  Sigler,  Louis  H.:  New  York  State  J.  Med.  40: 

218  (Feb.)  1940. 

3.  Williams,  H.  B.:  Am.  J.  Surg.  27:  No.  1,  151 
(1935). 

4.  Hooker,  D.  R.,  Kouwenhoven,  W.  B.,  and  Lang- 
worthy, O.  R.:  Am.  J.  Physiol.  103:  444  (1933). 


5.  King,  B.  G.:  The  Effect  of  Electric  Shock  on 
Heart  Action  with  Special  Reference  to  Varying  Suscepti- 
bility in  Different  Parts  of  the  Cardiac  Cycle,  Columbia 
University  Thesis,  New  York,  Aberdeen  Press,  1934. 

6.  Wood,  C.,  and  Wolferth,  C.  C.:  Arch.  Int.  Med. 
51:  771  (1933). 


1868 


LEONARD  K.  STALKER 


[N.  Y.  State  J.  M. 


VENOUS  ANEURYSM  AS  A FACTOR  IN  THE  DIAGNOSIS  OF 
FEMORAL  HERNIA 

Report  of  Two  Cases 

Leonard  K.  Stalker,  M.D.,  Rochester,  New  York 


Y^IRSOID  enlargement  of  the  great  saphenous 
V->  vein  at  the  fossa  ovalis  may  be  mistaken 
for  femoral  hernia.  These  enlargements  or 
venous  aneurysms  may  form  a definite  bulging 
which,  with  the  patient  standing,  gives  grossly 
the  appearance  of  a femoral  hernia.  An  impulse 
is  obtained  on  coughing  in  both  instances,  which 
is  confusing.  Differential  diagnosis,  however,  is 
easily  made,  and  in  all  cases  of  suspected  femoral 
hernia  the  great  saphenous  system  should  be 
investigated  before  operation  is  advised.  This 
is  done  with  the  patient  standing  upright  before 
the  examiner  with  both  legs  fully  exposed  from 
the  ground  upward.  The  fingers  of  one  hand 
are  placed  over  the  bulge  at  the  groin,  while  the 
fingers  of  the  other  hand  percuss  a segment  of 
vein  in  the  leg  below.  If  an  impulse  can  be 
picked  up  by  the  fingers  of  the  lower  hand  or 
if,  by  reversal  of  the  procedure,  an  impulse  can 
be  felt  in  the  upper  hand,  incompetency  of  the 
saphenous  system  is  present,  and  this  bulge 
must  be  suspected  as  being  a venous  aneu- 
rysm. 

If  a hernia  is  present,  when  pressure  is  made 
by  the  palpating  finger  on  the  bulge  it  can  either 
be  reduced  or  a sense  of  increased  resistance  will 
be  present.  If,  on  the  other  hand,  a venous 
aneurysm  is  present,  the  resistance  remains  the 
same  throughout  the  bulge,  but  when  the  pa- 
tient reclines  the  dilation  quickly  decreases  in 
size  but  does  not  entirely  disappear.  Cirsoid 
dilatations  of  this  type  are  always  associated 
with  incompetency  of  the  saphenous  system  and 
varicosities  of  the  lower  extremities.  I have 
recently  performed  a secondary  operation  on 
2 patients  who  had  had  surgical  treatment  else- 
where for  a supposed  femoral  hernia. 


Case  Reports 

Case  1. — A woman,  aged  45,  had  had  vari- 
cosities of  both  lower  extremities  for  a period  of 
eight  years.  These  had  increased  in  severity, 
and  a few  months  before  coming  to  me  for  treat- 
ment a bulge  was  noted  in  the  left  femoral  re- 
gion. She  consulted  a physician  elsewhere,  and 
the  diagnosis  of  femoral  hernia  was  made. 
Operation  was  performed  elsewhere  for  this 
condition.  The  postoperative  course  was  pro- 
longed by  a superficial  thrombophlebitis  of  the 
left  leg  and  a secondary  wound  infection.  The 
patient  states  that  she  was  aware  that  the  same 
bulge  was  present  in  the  left  femoral  region  as 
soon  as  the  dressings  had  been  permanently 
removed. 

It  was  for  this  reason  I was  consulted.  My 
examination  revealed  a well-appearing  woman 
who  had  moderate  varicosities  of  both  lower 
extremities  with  an  associated  incompetency  of 
the  great  saphenous  vein  on  the  left  side.  There 


was  an  oval  bulge  that  gave  an  impulse  on  cough- 
ing in  the  region  of  the  left  fossa  ovalis.  The 
diagnosis  was  an  incompetent  left  great  saphe- 
nous vein  with  associated  venous  aneu- 
rysm. 

Under  local  anesthesia,  incision  was  made 
directly  over  the  fossa  ovalis.  A great  deal  of 
scar  tissue  was  encountered,  which  made  the 
dissection  more  difficult.  A cirsoid  venous 
enlargement  approximately  4 cm.  in  diameter 
was  exposed.  This  enlarged  some  two  or  three 
times  on  coughing  or  straining.  The  dilated 
portion  of  vein  was  exposed  back  to  its  junction 
and  was  demonstrated  to  be  the  upper  portion 
of  an  incompetent  lateral  superficial  femoral 
vein,  which  entered  the  great  saphenous  vein 
on  its  lateral  and  anterior  aspect  almost  at  the 
saphenofemoral  junction.  The  great  saphenous 
vein  was  dilated  some  four  times  its  normal 
size  but  was  much  smaller  than  the  superficial 
femoral  vein.  Both  were  divided  and  ligated. 
The  aneurysmal  portion  of  the  superficial 
femoral  vein  was  excised,  and  2 cc.  of  a 5 per 
cent  solution  of  sodium  morrhuate  was  injected 
into  the  distal  portion  of  this  vein.  A com- 
bined division,  ligation,  and  injection  of  the 
great  saphenous  vein,  together  with  separate 
division  and  ligation  of  its  uppermost  tribu- 
taries, were  performed  after  a technic  previously 
described.1  Before  closure  of  the  incision  the 
patient  was  asked  to  cough,  and  all  evidence  of 
venous  bulging  had  disappeared.  The  patient 
was  allowed  to  be  ambulatory  and  was  given 
subsequent  injections  of  sclerosing  solution  in 
the  office.  The  operation  completely  relieved 
her  symptoms  as  well  as  all  evidence  of  bulging 
in  the  left  femoral  region. 

Case  2. — A woman,  aged  50,  had  had  varicose 
veins  in  the  left  lower  extremity  for  a period  of 
five  years.  Three  months  previous  to  my 
examination  she  had  noted  a bulge  in  the  left 
femoral  region,  and  operation  for  left  femoral 
hernia  had  been  performed  elsewhere.  She 
made  an  uneventful  convalescence  following  this 
operation,  but  on  discharge  from  the  hospital 
she  noted  the  same  bulge  in  her  left  femoral 
region.  It  was  for  this  reason  that  I was  con- 
sulted. My  examination  revealed  a well  woman 
who  had  moderate  varicosities  of  the  left  lower 
extremities.  These  were  associated  with  an  in- 
competent great  saphenous  vein  and  a cirsoid 
dilation  of  the  proximal  portion  of  this 
vein. 

Under  local  anesthesia,  the  saphenofemoral 
junction  was  exposed,  and  a cirsoid  dilation  of 
the  proximal  4 to  5 cm.  of  the  great  saphenous 
vein  was  found  (Fig.  1).  This  dilation  was 
twelve  to  fourteen  times  the  normal  size  of  a 
great  saphenous  vein.  Below  the  dilated  area 
the  saphenous  vein  was  approximately  four 
times  its  normal  size.  The  entire  aneurysmal 
dilation  was  excised,  and  a combined  division, 
ligation,  and  injection  of  the  great  saphenous 
vein  at  the  saphenofemoral  junction  were  per- 
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formed.  Four  cubic  centimeters  of  a 5 per  cent 
sodium  morrhuate  solution  was  injected  into 
the  distal  portion  of  the  saphenous  vein.  Sub- 
sequent obliterative  therapy  was  carried  out  in 
the  office,  and  the  patient  has  been  completely 
relieved  of  her  symptoms. 

Comment 

These  cirsoid  enlargements  of  the  proximal 
portion  of  the  saphenous  vein  or  its  associated 
tributaries  are  not  uncommon  findings.  I be- 
lieve these  2 cases  serve  to  illustrate  how  such  a 
condition  can  be  mistaken  for  a femoral  her- 
nia. 

It  is  possible  that  the  two  conditions  might  be 
associated,  but  in  such  instances  differentiation 
would  not  be  difficult.  In  each  of  these  cases 
the  same  bulging  and  symptoms  were  present 
following  herniotomy  as  were  present  before 
operation.  I feel  certain  that  it  is  safe  to  as- 
sume that  the  original  diagnosis  of  the  femoral 
hernia  was  incorrect.  In  each  instance,  I have 
confirmed  this  by  communication  with  the 
physician  who  performed  the  operation  for 
femoral  hernia.  This  condition  should  be  ex- 
cluded in  all  cases  in  which  the  diagnosis  of 
femoral  hernia  is  considered,  especially  if  vari- 
cosities are  present  in  the  involved  extrem- 
ity. 

These  2 cases  demonstrate  the  necessity  for 
such  consideration. 


Tributaries 


Fig.  1.  Venous  aneurysm  of  proximal  portion 
of  great  saphenous  vein. 
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DOCTORS  WHO  FAVOR  EUTHANASIA 

More  than  3,000  New  York  State  physic  ans 
favor  legalization  of  euthanasia  or  “merciful 
release”  for  sufferers  from  incurable  disease  who 
demand  it,  according  to  a poll  by  the  Euthanasia 
Society  of  America,  announced  May  22  at  the 
Society’s  annual  meeting,  held  at  its  head- 
quarters, 136  East  57th  Street.  Results  of  the 
poll  were  included  in  a report  of  the  Society’s 
Board  of  Directors  presented  by  its  president, 
Dr.  Clarence  C.  Little,  says  the  New  York 
Medical  Week. 

Eighty  per  cent  of  the  physicians  of  the  state 
who  replied  to  the  Society’s  questionnaire  stated 
that  they  believe  the  law  should  be  amended  to 
remove  the  penalty  for  criminal  action  now  exist- 
ing and  permit  physicians,  with  strict  safeguards 
against  abuse,  to  administer  euthanasia  to  adult 
incurable  sufferers. 

In  reply  to  a further  question,  “Is  it  a humane 
act  for  a physician  to  shorten  the  life  of  a patient 
suffering  from  an  incurable  painful  disease  like 
advanced  inoperable  cancer,  who  pleads  with 
him  to  do  so?”  3,144  physicians  answered 
“Yes”  and  837  “No.” 

“A  measure  demanded  by  such  a large  body 
of  informed  professional  opinion  deserves  con- 


sideration by  the  legislature  of  the  state,”  the 
report  pointed  out. 

Mrs.  Leslie  J.  Tompkins,  legislative  chairman 
stated  in  her  report  that  the  Society  hopes  to 
have  introduced  at  the  next  session  of  the  New 
York  legislature  a bill  to  legalize  euthanasia. 

The  report  of  a Committee  on  Policy,  read  by 
Mrs.  Louis  deB.  Moore,  stated  that  a number 
of  physicians  have  indicated  that  they  favor 
broadening  such  a bill  to  legalize  euthanasia 
administered  by  physicians  to  infants  born 
grossly  defective. 

Among  the  New  York  City  physicians  who  are 
serving  on  the  Advisory  Council  of  the  Eutha- 
nasia Society  of  America  are  Drs.  Theophilus  P. 
Allen,  Theodore  Bliss,  George  L.  Brodhead, 
Louis  Carp,  Russell  L.  Cecil,  James  A.  Corsca- 
den,  Joshua  W.  Davies,  Louis  B.  Dunn,  John 
F.  Erdmann,  Frederick  J.  Farnell,  John  H. 
Garlock,  Hirsch  Loeb  Gordon,  R.  Houghton 
Hooker,  Lawrence  S.  Kubie,  Max  Lederer, 
Earle  H.  Mavne,  Edwin  P.  Maynard,  Harold  R. 
Merwarth,  Woodbridge  E.  Morris,  N.  P.  Rath- 
bun,  Alan  DeF.  Smith,  Philip  Moen  Stimson, 
Fenton  Taylor,  Giles  W.  Thomas,  Norman  E. 
Titus,  and  David  M.  Weeks. 


Adequate  rest  is  still  the  basis  of  all  therapy  The  Fourth  Annual  Forum  on  Allergy  will  be 
of  tuberculosis. — Charles  K.  Potter,  M.D. , held  in  Detroit,  Michigan  on  January  10  and  11, 

Contact , February,  194-1.  1942. 
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CLINICOPATHOLOGICAL  CONFERENCES 

Departments  of  Medicine  and  Pathology,  New  York  Post-Graduate  Medical 
School  and  Hospital,  Columbia  University 


Date:  April  15, 1941 

Presiding:  Dr.  Herman  0.  Mosenthal 

History 

Dr.  Robert  McGrath:  A 19-year-old, 
single,  white  woman  was  admitted  to  the 
hospital  for  the  fourth  time  and  died  ten  days 
later.  The  chief  complaints  at  this  time  were 
hardening  of  the  skin  of  five  years’  duration, 
dizziness,  headaches,  and  shortness  of  breath 
for  six  months.  The  patient  was  well  until 
the  age  of  13,  when  generalized  weakness  and 
lassitude  developed.  Examination  by  her 
family  physician  revealed  an  anemia  for  which 
iron  was  prescribed.  There  was  no  improve- 
ment, and  she  began  to  have  attacks  of  di- 
arrhea without  melena  lasting  one  or  two  days 
and  unrelated  to  the  iron  medication.  At 
the  age  of  14  she  noticed  stiffness  of  the  hands, 
arms,  and  legs,  for  which  she  visited  a clinic 
of  another  hospital  where  a fairly  severe  hy- 
pochromic anemia  and  scleroderma  were 
noted.  It  was  also  observed  that  the  hands 
became  red  and  painful  on  exposure  to  cold. 
At  that  time  the  blood  pressure  was  110/80 
mm.  Hg.  Free  hydrochloric  acid  was  pres- 
ent in  the  gastric  contents.  The  basal 
metabolic  rate  was  15  per  cent  below  the 
average  normal.  The  serum  calcium  was 
10.8  mg.  per  hundred  cubic  centimeters; 
phosphorus,  4.9  mg.  per  hundred  cubic  centi- 
meters; and  the  icteric  index  was  7.5  units. 
X-rays  of  the  skull  and  lungs  were  negative. 
The  urine  contained  0.15  mg.  of  arsenic  per 
liter  and  arsenic  was  found  in  the  urine  of 
both  parents,  but  the  source  was  not  dis- 
covered. 

The  treatment  consisted  of  the  use  of  sodium 
thiosulfate  and  thyroid  extract.  The  blood 
count  soon  returned  to  normal  and  arsenic 
disappeared  from  the  urine.  She  was  seen 
in  the  Vascular  Clinic  of  the  New  York  Post- 
Graduate  Hospital  at  the  age  of  15  and  was 
still  complaining  of  stiffness  of  hands,  arms, 
and  legs.  Mecholyl  iontophoresis  and  pan- 
creatic tissue  extract  (Depropanex)  injections 
were  started  and  for  eight  months  she  im- 
proved. Despite  continued  therapy,  how- 
ever, ulcers  over  the  proximal  interphalangeal 


joints  of  both  hands  developed  and  the  joints 
gradually  became  stiffer.  At  the  age  of  16, 
x-ray  studies  of  the  hands  showed  no  signifi- 
cant pathology,  but  x-rays  one  year  later 
showed  narrowing  of  the  joint  spaces  with 
capsular  distention  and  generalized  periarticu- 
lar lime-salt  deficiency.  About  this  time 
she  had  a few  attacks  of  diarrhea,  each  last- 
ing two  to  three  days  and  consisting  of  eight  to 
seventeen  watery  stools  a day.  Occasionally, 
a rise  in  temperature  was  noted  with  these 
episodes.  In  the  gastrointestinal  clinic  free 
hydrochloric  acid  was  found  in  the  gastric  con- 
tents, and  examination  of  the  feces  showed  the 
presence  of  Endolimax  nana.  At  the  age  of  17 
she  was  admitted  to  the  hospital  on  three  occa- 
sions for  manipulation  of  the  fingers  under  an- 
esthesia. The  basal  metabolism  at  this  time 
was  2 per  cent  below  the  average  normal.  One 
year  before  the  final  admission  she  attended 
the  clinic  of  another  hospital  for  two  months. 
Here  a tachycardia  was  noted  and  the  basal 
metabolism  was  27  per  cent  above  the  average 
normal.  X-ray  studies  revealed  calcium  de- 
posits in  the  soft  tissues  of  the  left  arm  and  the 
lower  left  femur,  with  decalcification  of  the 
shafts  of  the  long  bones.  The  blood  pressure 
was  130/80  mm.  Hg.  A herni thyroidectomy 
and  parathyroidectomy  were  done  in  that 
institution  and,  on  microscopic  examination, 
revealed  normal  histologic  structures.  Pre- 
operatively,  the  serum  phosphorus  was  3.9 
mg.  per  hundred  cubic  centimeters,  and  post- 
operatively  it  was  4.9  mg.  per  hundred  cubic 
centimeters  with  a serum  calcium  of  11.8 
mg.  per  hundred  cubic  centimeters.  She 
soon  returned  to  the  New  York  Post-Graduate 
Hospital  where  mecholyl  treatments  were  re- 
sumed. Her  basal  metabolism,  serum  cal- 
cium, and  serum  phosphorus  were  within 
normal  limits  at  this  time.  Preceding  the 
final  admission  she  began  to  have  episodes  of 
dizziness  and  was  seen  in  the  cardiac  clinic 
where  her  blood  pressure  was  found  to  be 
elevated  (160  mm.  Hg  systolic).  The  elec- 
trocardiogram was  normal  except  for  tachy- 
cardia and  a right  axis  deviation.  The  day 
before  admission  the  blood  pressure  was  re- 
corded as  230/150  mm.  Hg.  Of  interest  was 


1870 


September  15,  1941] 


DIAGNOSIS 


1871 


the  presence  of  hypertension  in  both  par- 
ents. 

Physical  examination  at  the  time  of  ad- 
mission showed  a poorly  developed  young 
woman  with  a masklike  expression.  The 
skin  over  the  bridge  of  the  nose  and  face  was 
tightly  drawn,  smooth,  shiny,  and  hard.  A 
similar  change  was  noted  in  the  skin  covering 
the  hands,  wrists,  and  upper  thorax.  A 
yellowish  brown  pigmentation  was  uniformly 
scattered  over  the  skin  of  the  entire  body 
from  the  neck  down.  Examination  of  the 
fundi  revealed  moderately  tortuous  vessels 
with  pallor  of  the  disks.  There  was  some 
limitation  of  excursion  of  the  mandible  due 
to  the  tension  of  the  skin.  A thyroidectomy 
scar  was  present  in  the  neck.  The  lungs  were 
clear.  There  was  no  cardiac  enlargement. 
The  rhythm  was  regular  at  a rate  of  104  per 
minute.  No  murmurs  were  heard  but  A2 
was  accentuated.  The  blood  pressure  was 
220/152  mm.  Hg.  The  abdomen  was  not 
unusual.  Examination  of  the  extremities 
showed  the  fingers  of  both  hands  contracted 
at  the  proximal  interphalangeal  joints  to  45 
degrees  with  no  extension  beyond  that  posi- 
tion. The  skin  of  the  fingers  was  tightly 
drawn,  transparent,  and  shiny.  There  was 
no  limitation  of  motion  in  the  wrist,  but  the 
patient  was  able  to  flex  the  knees  to  45  de- 
grees . Reflexes  were  normal . 

Urinalysis  on  numerous  occasions  showed  a 
specific  gravity  of  1.020  with  1 plus  protein 
and,  occasionally,  a few  granular  and  hyalin 
casts.  Blood  chemical  studies,  including  uric 
acid,  creatinine,  calcium,  phosphorus,  and 
phosphatase,  were  within  normal  limits. 
The  urea  nitrogen  was  16.5  mg.  per  hundred 
cubic  centimeters.  The  total  serum  proteins 
were  8.2  mg.  per  hundred  cubic  centimeters, 
with  albumin  3.9  and  globulin  4.3  making  an 
A/G  ratio  of  0.9.  A glucose  tolerance  test 
was  normal.  The  Wassermann  reaction  was 
negative. 

The  day  after  admission  the  patient  had  an 
episode  of  dizziness  lasting  ten  minutes  and 
vomited  a large  amount  of  greenish  fluid. 
The  ophthalmologic  consultant  reported  bilat- 
eral papilledema,  particularly  of  the  right 
eye,  arteriolosclerosis,  and  edema  of  the  ret- 
ina. The  blood  pressure  remained  elevated 
(200/152)  even  after  a test  dose  of  9 grains  of 
sodium  amytal.  Five  days  after  admission 
the  patient  developed  a sore  throat  and  later 
in  the  day  complained  of  pain  in  the  left  an- 
terior part  of  the  chest.  Examination  re- 
vealed signs  of  consolidation  in  the  lower  lobe 
of  the  left  lung,  which  was  confirmed  by  x- 


rays.  The  leukocytes  rose  to  21,500  with  82 
per  cent  neutrophils.  Despite  a rapid  respira- 
tory rate  and  a slight  cyanosis,  the  tempera- 
ture remained  about  100  F.  (38  C.).  Sulfa- 
pyridine  therapy  was  instituted,  but  the  pa- 
tient failed  to  respond  and  died  on  the  tenth 
hospital  day. 

Discussion 

Dr.  Maurice  Bruger:  A review  of  the 
history  reveals  some  rather  important  leads. 
As  you  recall,  about  six  years  ago  the  pos- 
sibility of  chronic  arsenic  poisoning  was  en- 
tertained. Scleroderma  was  then  noted  for 
the  first  time,  and  during  the  several  years 
that  followed  therapy  was  directed  particu- 
larly toward  treatment  of  the  scleroderma. 
During  the  present  admission,  several  addi- 
tional findings  were  present.  The  patient 
had  a marked  systolic  and  diastolic  hyperten- 
sion, accentuation  of  the  second  aortic  sound, 
tachycardia,  pigmentation  of  the  skin,  and 
papilledema.  Laboratory  studies  revealed 
proteinuria,  cylindruria,  and  evidence  of  im- 
pairment of  renal  function.  Unfortunately, 
the  blood  chemistry  was  not  repeated  before 
death  occurred,  so  it  is  impossible  to  state 
with  what  rapidity  renal  insufficiency  ad- 
vanced. With  the  development  of  the  pul- 
monary complications,  a leukocytosis  and 
secondary  anemia  occurred.  Death  was  prob- 
ably due  to  lobar  pneumonia. 

Now,  with  regard  to  the  history  of  arsenic 
poisoning,  in  1936  Moench1  of  Cornell  pub- 
fished  the  case  record  of  this  patient  as  one  of 
chronic  arsenic  poisoning  associated  with 
profound  anemia  and  scleroderma.  The  pa- 
tient’s urine  at  that  time  contained  0.15  mg. 
of  arsenic  per  liter  and,  following  treatment 
with  sodium  thiosulfate,  a prompt  and  strik- 
ing improvement  occurred  in  the  blood  pic- 
ture. Of  course,  it  is  conceivable  that  the 
patient  had  arsenic  poisoning,  but  the  amount 
of  this  metal  found  in  the  urine  and  the  clinical 
response  to  thiosulfate  certainly  do  not  prove 
the  point.  A normal  individual  may  excrete 
as  much  as  0.8  mg.  of  arsenic  per  day  depend- 
ing on  the  type  of  diet  consumed.2  More- 
over, recent  work  in  this  hospital  has  shown 
that  sodium  thiosulfate  does  not  mobilize 
arsenic  from  body  stores  for  urinary  elimina- 
tion.3 The  presence  of  scleroderma  at  the 


1 Moench,  L.  M.:  New  York  State  J.  Med.  36:  1029 

(July  15)  1936. 

2 Mattice,  M.  R.,  and  Weisman  D.:  Am.  J.  M.  Sc. 

193:  413  (1937). 

3 Mattice,  M.  R.,  Baxt,  H.,  and  Byrne,  J.  M.:  Arch. 

Dermat.  & Syph.  42:  399  (1940). 
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time  the  diagnosis  of  chronic  arsenic  poison- 
ing was  made,  however,  is  in  favor  of  the  latter 
diagnosis,  since  the  two  disorders  have  been 
associated  according  to  some  workers. 

The  relation  between  scleroderma  and 
Raynaud’s  syndrome  is  of  more  than  casual 
interest.  The  peripheral  vasospastic  phe- 
nomena characteristic  of  Raynaud’s  syndrome 
may  precede  the  scleroderma  or  follow  it. 
Some  authors4  feel  an  underlying  parathyroid 
dysfunction  accounts  for  both  diseases,  and  I 
believe  it  must  have  been  this  concept  that 
led  to  the  parathyroidectomy  in  1940.  A 
thyroidectomy  was  done  simultaneously,  pre- 
sumably to  combat  the  hyperthyroid  mani- 
festations. The  development  of  pigmentation 
and  ulceration  of  the  skin,  arthritis  and  arth- 
ralgia, and  decalcification  of  bone  and  cal- 
cium deposits  in  soft  tissues  are  not  uncommon 
in  Raynaud’s  syndrome  and  scleroderma. 
The  etiology  of  the  diarrhea,  however,  is 
more  puzzling,  and  it  is  problematic  as  to  the 
part  played  by  the  nonpathogenic  Endolimax 
nana  in  this  complication. 

The  advent  of  a new  train  of  symptoms — 
dyspnea,  vertigo,  and  fatigue — in  the  past 
six  months  is  of  importance  in  evaluating  the 
course  of  this  disease.  Physical  and  labora- 
tory examinations  during  her  last  hospital 
admission  revealed  marked  hypertension,  ret- 
inal arteriolosclerosis,  edema  of  the  retina, 
papilledema,  proteinuria,  cylindruria,  and 
slight  nitrogen  retention.  That  some  under- 
lying diffuse  vascular  disease  may  account 
for  this  picture  is  further  substantiated  by  the 
onset  of  acute  cerebral  and  gastrointestinal 
manifestations.  The  history  of  scleroderma 
and  Raynaud’s  syndrome  strongly  supports 
such  a contention. 

Assuming  for  a moment  that  a diffuse  vas- 
cular disease  involving  particularly  the  smaller 
arteries  and  arterioles  of  the  body  is  the  basic 
disorder  in  this  patient,  can  it  be  classified 
into  a recognized  subgroup?  This,  however, 
is  extremely  difficult,  since  the  problem  of 
generalized  arterial  and  arteriolar  disease  is  in 
a state  of  flux.  Clinicians  and  pathologists 
recognize  diffuse  vascular  disease  in  lupus 
erythematosus  with  or  without  the  Libman- 
Sachs  syndrome,  in  dermatomyositis,  and  in 
scleroderma.  Periarteritis  nodosa  is  a closely 
associated  lesion.  Better  known  forms,  at 
least  from  an  etiologic  standpoint,  are  the 
generalized  arteriolosclerosis  of  benign  hyper- 
tension and  the  necrotizing  arteriolitis  of 
malignant  hypertension.  As  recent  as  March, 

4 Bernheim,  A.  R.,  and  Garlock,  J.  H.:  Ann.  Surg. 

101:  1012  (1935). 


1941,  Katzenstein  and  Murphy5  described  a 
case  of  diffuse  vascular  disease  (sclerosis  of 
the  small  arteries  without  thrombosis)  in  a 
22-year-old  woman,  the  cause  of  which  was 
entirely  unknown.  Clinically,  the  disease  in 
this  patient  resembled  bilateral  renal  cortical 
necrosis. 

From  the  available  clinical  and  laboratory 
evidence,  I shall  go  no  further  than  to  state 
that  this  patient  probably  had  a generalized 
vascular  disease,  the  classification  of  which  I 
should  rather  leave  to  Dr.  Richter.  I may 
venture  to  add,  however,  that  the  lesion  may 
be  the  type  generally  found  in  patients  with 
scleroderma. 

Dr.  Bruger’s  Diagnosis 

Scleroderma. 

Generalized  arterial  and  arteriolar  disease. 

Lobar  pneumonia. 

Dr.  A.  Wilbur  Duryee:  I do  not  be- 
lieve any  patient  was  ever  more  completely 
studied  in  our  Vascular  Clinic.  The  acute 
change  in  her  condition  in  the  terminal  state 
was  an  amazing  thing.  In  scleroderma  we 
are  dealing  first  with  some  vascular  lesion, 
and  we  know  that  many  cases  of  scleroderma 
have  manifestations  in  other  organs  such  as 
the  lung,  spleen,  and  kidneys.  But  why  this 
girl  after  five  to  six  years  of  progression  should 
suddenly  complain  of  the  symptoms  of  renal 
involvement  is  extremely  interesting.  What 
precipitated  this  change  is  hard  to  explain. 
Going  back  to  the  question  of  arsenic  poison- 
ing, the  only  evidence  we  have  as  to  the  cause 
is  that  she  ate  a great  many  berries  that  had 
been  sprayed.  The  main  treatment  was  the 
elimination  of  the  berries  from  her  diet.  I 
have  not  seen  the  slides,  but  I will  make  a 
guess  that  the  lesions  seen  in  the  kidneys,  al- 
though she  died  a pneumonic  death,  were  due 
to  generalized  vascular  disease. 

Dr.  Carl  H.  Greene:  I doubt  if  she  had 
any  primary  disturbance  of  the  parathyroid. 
Why  was  she  operated  on? 

Dr.  Duryee:  She  had  heard  about  this 
operation  and,  being  unsatisfied  with  our  de- 
cision, she  was  determined  to  have  it  done. 
Several  surgeons  had  reported  encouraging 
results  after  parathyroidectomy,  but  we  have 
failed  to  see  persistently  good  results.  Oc- 
casionally, there  does  appear  to  be  improve- 
ment for  a few  months,  but  relapse  has 
occurred  in  most  cases  that  we  have 
seen. 

5 Katzenstein,  R.,  and  Murphy,  J.  P.:  Arch.  Int. 

Med.  67:  579  (1941). 
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Pathologic  Diagnoses 

Dr.  Maurice  N.  Richter:  The  joints  of 
the  hands  could  not  be  examined  at  autopsy. 
The  left  knee  joint  showed  no  changes  re- 
sembling chronic  arthritis.  Most  of  the  or- 
gans showed  little  of  interest  in  the  gross  ex- 
amination. There  was  a comparatively  mild 
pneumonic  lesion  and  several  organs  were  con- 
gested. The  kidneys  were  red  and  had 
markedly  granular  surfaces.  The  heart  was 
slightly  enlarged,  and  there  was  an  area  of 
thickening  in  the  endocardium  beneath  the 
posterior  cusp  of  the  mitral  valve. 

Microscopic  examination  of  sections  of  the 
skin  showed  varying  degrees  of  thickening 
and  condensation  of  the  collagenous  connec- 
tive tissue,  with  a change  in  the  staining 
characteristic  of  the  latter.  The  collagen  was 
somewhat  more  basophilic  than  usual,  and 
this  change  was  noted  in  several  of  the  or- 
gans. 

The  most  important  lesion,  and  one  that 
was  also  found  in  several  different  organs,  was 
a lesion  of  the  blood  vessels,  especially  the 
small  and  medium-sized  arteries.  This  le- 
sion was  seen  to  best  advantage  in  the  arteries 
of  the  gallbladder  but  appeared  also  in  the 
kidney  and  ovary.  It  consisted  of  an  acute 
inflammatory  reaction  in  the  wall,  sometimes 
involving  the  intima,  sometimes  the  adven- 
titia. The  internal  elastica  was  fairly  well 
preserved.  With  Gram’s  stain  there  were 
strands  that  retained  the  dye  in  the  walls  of 
the  involved  arteries.  This  did  not  always 
have  the  appearance  of  fibrin. 

In  addition  to  the  changes  mentioned, 
there  were  lesions  of  arteriolosclerosis  present 
in  the  kidneys.  Similar  changes  were  seen 
in  the  arterioles  of  the  spleen,  pancreas,  peri- 
adrenal  fat,  ovary,  and  submucosa  of  the  in- 


testine. In  the  spleen  the  lesion  was 
marked. 

The  thyroid  gland  was  in  the  colloid  stage 
and  was  similar  microscopically  to  that  re- 
moved surgically  a year  ago. 

A few  small  foci  of  necrosis  were  seen  in 
the  myocardium.  In  the  rectus  abdominis 
there  were  a few  areas  with  altered  staining 
of  the  connective  tissues  and  nuclei  of  sheath 
cells  of  atrophied  muscle  fibers. 

It  seems  likely  that  in  this  case  we  are  deal- 
ing with  a diffuse  arteritis  associated  with 
scleroderma;  that  arteritis  in  the  kidney  led 
to  hypertension;  and  that  there  developed, 
subsequently,  generalized  arteriolosclerosis 
as  is  commonly  found  associated  with  hyper- 
tension. 

Anatomic  Diagnoses 

Scleroderma. 

Ankylosis  of  fingers. 

Acute  arteritis  of  gallbladder,  kidney,  and 
ovary. 

Hypertension,  clinical. 

Generalized  arteriolonecrosis. 

Arteriolosclerotic  atrophy  of  kidneys. 

Cardiac  hypertrophy. 

Lobular  pneumonia. 

Dr.  Benjamin  Silberg:  What  was  the 
character  of  the  lesion  on  the  mitral  valve? 

Dr.  Richter:  The  lesion  was  an  area  of 
endocardial  thickening  below  the  mitral  valve, 
presumably  the  result  of  a previous  mitral 
endocarditis. 


Editorial  Committee 

J.  Scott  Butterworth,  M.D. 
Maurice  R.  Chassin,  M.D. 
Herman  O.  Mosenthal,  M.D.,  Chairman 


OUT  OF  THE  BLACK  BAG 

The  doctor  had  two  children  who  were  ac- 
knowledged the  prettiest  in  the  district. 

While  out  walking  one  day,  they  passed  two 
small  boys:  one  lived  in  the  village  and  the 
other  was  a visitor. 

“I  say,”  said  the  latter,  “who  are  those  little 
girls?” 

“They  are  the  doctor’s  children,”  replied  the 
village  boy.  “He  always  keeps  the  best  for 
himself.”  — Canadian  Doctor 


SAFETY  FIRST 

The  doctor  had  advertised  for  a secretary  and 
among  the  applicants  was  a young  lady  of  unde- 
niable beauty  and  graceful  figure. 

“And  where  were  you  employed  previously?” 

“In  a doll  factory,”  was  the  reply. 

“And  what  were  your  duties?” 

“Making  eyes.” 

“Well,  said  the  doctor,  “you’re  engaged,  but 
forget  your  old  job  when  my  wife  is  around.” 

— Exchange 


ADVICE  TO  MEDICAL  STUDENTS 

“Be  true  to  yourselves,  your  patients,  and  of  your  profession  and  your  profession  will  be 
your  profession,  and  some  day  you  will  be  proud  proud  of  you.”  — J . M.  Hayes , M .D. 


Abstracts  of  Proceedings 

of  the 

NEW  YORK  PATHOLOGICAL  SOCIETY 

REGULAR  MEETING,  MARCH  27,  1941 
Dr.  Jean  Oliver,  President 
Dr.  John  M.  Pearce,  Secretary 


Histologic  Changes  Produced  in  Squamous-Cell  Epithelioma  of  the  Mouth  and 
Oropharynx  by  Fractionated  External  Irradiation.  Dr.  John  W.  Hall  {by  invi- 
tation} and  Dr.  Milton  Friedman  {by  invitation } 


A detailed  histologic  study  was  made  of  tis- 
sue obtained  from  28  patients  with  squamous- 
cell epithelioma  of  the  mouth  and  oropharynx 
who  had  been  treated  with  the  protracted 
fractionated  method  of  irradiation  (Coutard 
technic).  An  average  of  five  biopsy  speci- 
mens, including  one  taken  before  treatment, 
was  secured  from  each  patient. 

The  histologic  changes  observed  in  the 
tumor  tissue  following  irradiation  were  of 
three  types:  (1)  acute  cell  death;  (2)  forma- 
tion of  giant-sized  tumor  cells;  (3)  irradiation 
keratogenesis,  i.e.,  the  acceleration  of  the 
keratinization  process  in  keratinizing  and  kera- 
tinized cells. 

The  process  of  acute  cell  death,  occurring 
in  radiosensitive  cells,  was  most  marked  dur- 
ing the  first  seven  days  after  the  beginning  of 
treatment,  although  evidences  of  this  process 
were  still  visible  up  to  the  fourteenth  day. 
While  emphasis  has  been  given  to  the  process 
of  tumor  cell  degeneration  by  the  formation 
of  giant-sized  cells,  nevertheless,  acute  cell 
death  accounts  for  the  destruction  of  a plural- 
ity of  cells.  The  most  prominent  histologic 
evidence  of  degeneration  seen  in  acute  cell 
death  is  karyolysis,  although  to  a less  extent 
one  sees  pyknosis  of  the  nuclei  and  slight 
swelling  of  the  cytoplasm. 

The  formation  of  giant-sized  tumor  cells 
occurred  if  the  cells  were  less  radiosensitive. 
There  were  two  types  of  giant-sized  cells,  de- 
pending on  the  part  of  the  cell — cytoplasm  or 
nucleus — primarily  affected.  When  the  ir- 
radiation primarily  affected  the  cytoplasm, 
there  resulted  cells  measuring  up  to  180 
micra  in  greatest  diameter,  showing  marked 
swelling  and  vacuolization  of  the  cytoplasm. 
When  the  nucleus  was  primarily  affected, 
there  resulted  giant-sized  tumor  cells  repre- 
senting mutation  forms  produced  either  by 
changes  in  the  structure  of  the  chromosomes 


or  by  disturbance  in  cell  division.  These 
nuclear  changes  were  of  two  types:  either 

giant-sized  nuclei  varying  markedly  in  shape 
and  chromatism  or  multinucleation. 

The  process  of  radiation  keratogenesis  was 
either  rapid  (acute)  or  slow.  In  several  in- 
stances of  acute  keratogenesis  practically  all 
of  the  cells  showed  various  degrees  of  keratini- 
zation by  the  ninth  day,  and  biopsy  material 
obtained  at  later  dates  showed  only  masses  of 
keratin  surrounded  by  multinucleated  foreign 
body  giant  cells  lying  in  a dense  connective 
tissue  stroma.  Where  the  process  of  radiation 
keratogenesis  was  less  rapid  because  of  greater 
radioresistance  of  the  cells  or  because  of  in- 
adequate irradiation,  the  process  of  keratini- 
zation was  incomplete.  Radiation  kerato- 
genesis also  occurred  in  the  overlying  normal 
epidermis  or  mucous  membrane  epithelium. 
While  the  process  in  these  tissues  was  slower, 
requiring  twenty-one  to  twenty-five  days,  des- 
quamation finally  occurred  when  the  kera- 
tinization process  involved  all  the  cell  layers, 
including  the  basal  cells. 

In  radioresistant  cells  only  slight  swelling 
and  vacuolization  occurred.  These  changes 
seemed  to  be  transient. 

In  tissues  obtained  from  8 of  the  28  patients, 
squamous  metaplasia  of  the  submucous 
salivary  gland  epithelium  was  observed.  In  a 
few  instances  this  process  was  so  marked  that 
the  metaplastic  epithelium  itself  was  hyper- 
plastic. 

Discussion 

Dr.  Jean  Oliver:  Have  any  experiments 
been  done  which  combine  colchicine  treat- 
ment and  x-ray  therapy,  colchicine  arresting 
mitotic  figures  to  a certain  point,  letting  them 
heap  up,  the  x-ray  thereby  affecting  many 
more  mitotic  figures  than  would  normally 
happen? 
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Dr.  John  W.  Hall:  Several  experiments 
have  been  reported  concerning  the  combined 
effect  of  colchicine  and  x-ray  therapy  upon 
animal  tumors.  Some  of  these  experiments 
indicate  that  colchicine  is  either  ineffective  in 
enhancing  the  action  of  x-rays  on  tumors  or 
does  not  strikingly  increase  the  destructive 
effect  of  the  x-ray  therapy. 

Dr.  Paul  Klemperer:  In  the  tumors 

that  showed  the  cytoplasmic  changes,  the 
keratinization,  and  the  giant  forms,  did  you 
pay  attention  to  whether  mitoses  were  found 
in  such  cells?  Do  these  cytoplasmic  changes 
indicate  that  the  process  of  degeneration  is  ir- 
reversible? 

Dr.  Hall:  We  have  noted  a few  abnormal 
mitotic  figures  in  the  giant-sized  tumor  cells. 
Their  number  appears  to  be  dependent  upon 
the  time  when  the  biopsy  specimen  was  re- 
moved. During  the  first  week  there  was  an 
increase  in  the  number  of  mitotic  figures  and 
abnormal  forms  began  to  appear.  Thereafter 
the  mitotic  figures  became  almost  exclusively 
abnormal  in  form,  gradually  diminished  in 
number,  and  in  some  instances  disappeared 
entirely.  We  are  of  the  opinion  that  the 
giant-sized  tumor  cells  are  degenerating  forms 
and  will  eventually  die  out  because  of  failure 
to  multiply.  Further  evidence  substantiating 
this  belief  is  the  fact  that,  if  the  neoplasm 
recurs,  the  histologic  appearance  in  the  recur- 

Tumors  of  the  Eye.  Dr.  A.  B.  Reese 

Benign  melanomas  of  the  choroid  are  fairly 
common.  They  are  frequently  overlooked 
clinically.  Malignant  melanomas  may  arise 
from  these  benign  lesions.  The  clinical  and 
histologic  characteristics  of  these  tumors  were 
discussed.  The  only  other  place  where  the 
type  cell  is  seen,  from  which  the  melanoma  of 
the  uveal  tract  arises,  is  in  the  mongolian  spot 
and  the  blue  nevus.  The  malignant  melanoma 
arising  in  the  choroid,  therefore,  is  not  com- 
parable to  the  malignant  melanoma  arising 
elsewhere  over  the  body.  The  mortality  for 
this  tumor  of  the  uvea  after  enucleation  was 
about  50  per  cent  in  a series  of  350  cases  of  the 
Army  Medical  Museum  after  a five-year 
follow-up.  The  argyrophil  fiber  content  seems 
to  be  a good  criterion  of  the  degree  of  malig- 
nancy. Similar  benign  and  malignant  mela- 
nomas are  also  encountered  in  the  ciliary  body 
and  iris  but  much  less  frequently. 

The  retinoblastoma  (retinal  glioma)  occurs 
in  children ; 25  per  cent  are  bilateral  by  multi- 
ple origin  and  not  by  extension.  Calcium  de- 
position is  common,  and  the  tumor  tends  to  in- 
vade the  optic  nerve.  The  tumor  proves  fatal 


rence  is  that  of  the  original  tumor  before  ir- 
radiation treatment. 

Dr.  Alfred  Angrist:  I wonder  whether 
the  factor  of  control  of  the  nature  of  the 
biopsy  was  employed.  So  often  we  get  such 
variable  pictures,  and  dependence  alone  on 
punch  biopsies  has  always  been  a problem  in 
attempting  to  evaluate  tumors. 

I wonder  whether  in  these  extensive  studies 
any  thought,  however  tenuous,  as  to  any  bio- 
logic factors  can  be  advanced  for  explaining 
these  changes.  Have  the  authors  anything 
to  contribute  in  this  regard? 

Dr.  Hall:  I am  not  sure  that  I understand 
the  nature  of  the  question,  but  as  far  as  biop- 
sies are  concerned  we  realize  the  possibility  of 
making  mistakes.  However,  we  have  at- 
tempted to  overcome  this  by  taking  pieces  of 
tissue  from  various  areas  of  the  tumor,  having 
taken  as  many  as  one  to  four  pieces  of  tumor 
tissue  from  different  areas,  with  an  average  of 
two.  For  instance,  if  the  tumor  began  in  the 
tonsillar  pillar  region  and  extended  to  the 
tongue,  we  took  sections  of  the  tonsillar  pillar 
region  and  also  of  the  tongue.  The  biopsy 
material  I think  was  larger  than  is  usually 
taken.  I would  say  each  individual  piece 
averaged  8 by  6 mm.  Occasionally,  pieces 
were  as  large  as  1.2  by  1 cm.,  so  that  many 
times  punch  biopsy  was  not  used  but  the  tissue 
was  removed  by  means  of  a scalpel. 

{by  invitation } 

by  direct  extension  to  the  brain  via  the  optic 
nerve  or  by  distal  metastases  to  the  bones. 
The  mortality  after  enucleation  was  52  per 
cent  in  a series  of  95  cases  from  the  Army 
Medical  Museum  after  a five-year  follow-up. 

Metastatic  carcinoma  to  the  uveal  tract  is 
more  frequently  primary  in  the  breast,  thy- 
roid gland,  lungs,  and  stomach.  It  is  not  un- 
common to  have  a metastatic  carcinoma  mani- 
fest itself  in  the  eye  before  the  primary  site  is 
diagnosed. 

Among  the  rarer  intraocular  tumors  are 
benign  adenoma  of  the  ciliary  body,  heman- 
gioma of  the  choroid,  and  neurofibroma  of 
the  uvea. 

The  tumors  of  the  lids  and  orbit,  in  the 
order  of  their  frequency,  were  mentioned. 

Stress  was  placed  upon  the  importance  of 
precancerous  melanosis  of  the  conjunctiva  as 
the  forerunner  of  malignant  melanoma  of  the 
conjunctiva.  This  appears  as  a diffuse,  flat 
pigmentation  in  middle-aged  individuals. 
After  several  years  it  becomes  malignant  and 
has  the  same  unfortunate  prognosis  as  malig- 
nant melanoma  in  general,  unless  a radical 
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exenteration  of  the  orbit  is  done  early  in  the  dis- 
ease. 

Congenital  nevi  of  the  conjunctiva,  compar- 
able to  the  neurogenic  nevi  of  the  skin,  are 
common  and  do  not  lead  to  malignant  melano- 
mas. 

Slides  illustrating  the  various  types  of 
tumors  and  their  characteristics  were 
shown. 

Discussion 

Dr.  Andrea  Saccone:  About  ten  years 

ago  a patient  70  years  of  age  was  treated  in 
the  Metropolitan  Hospital.  The  eye  was 
enucleated  because  there  was  a neoplastic 
mass  in  the  internal  region  of  the  cornea,  in- 
vading the  sclera.  Histologic  examination 
showed  a squamous-cell  carcinoma.  The 
slide  was  also  examined  by  Dr.  Ewing.  After 
three  weeks  the  patient  died  of  hypostatic 
pneumonia.  A most  careful  examination  at 
autopsy  failed  to  show  any  other  focus  for 
the  carcinoma,  so  we  concluded  that  the 
squamous-cell  tumor  was  a primary  car- 
cinoma of  the  cornea. 

Dr.  Jean  Oliver:  I was  going  to  ask  Dr. 
Reese  about  tumors  of  the  cornea;  I notice 
he  did  not  mention  them. 


Dr.  A.  B.  Reese:  We  practically  never 
see  tumors  primary  in  the  cornea.  Bowen’s 
disease  or  an  intraepithelial  epithelioma  is 
sometimes  encountered.  I have  seen  2 regu- 
lar epitheliomas  of  the  cornea,  both  of  which 
developed  as  a later  complication  in  the  base 
of  a corneal  ulcer.  One  of  the  patients  had 
xeroderma  pigmentosum.  Usually,  tumors 
are  primary  at  the  limbus  and  spread  secon- 
darily onto  the  cornea.  Such  tumors  are  some- 
times referred  to  incorrectly  as  a corneal 
tumor. 

Dr.  Alfred  Angrist:  I wonder  whether 
your  experience  with  these  tumors  of  the  eye 
in  the  melanoma  group  has  ever  offered  any 
information  to  explain  the  known  tendency 
for  long  intervals  to  elapse  before  metastases 
become  manifest  in  this  group.  As  a corollary 
to  that  question,  why  is  a metastatic  focus  so 
often  so  extensive  and  occasionally  entirely 
limited  to  the  liver  with  no  other  area  in- 
volved? I have  had  several  cases  of  that 
type.  Is  there  any  explanation  for  it? 

Dr.  Reese  : It  is  amazing  that  a malignant 
melanoma  of  the  uveal  tract  may  apparently 
manifest  itself  in  the  liver  even  twenty-five 
years  after  an  enucleation.  I have  no  explana- 
tion. 


POLITICS  THREATENING  HEALTH 

The  politicians  are  trying  to  meddle  with  the 
people’s  health  and  with  the  practice  of  medi- 
cine, so  why  shouldn’t’the  doctor  take  a hand  in 
political  matters?  No  group  outside  the  medical 
profession,  says  a writer  in  Radiology,  “is  com- 
petent to  guide  the  policies  of  the  government  in 
matters  of  health.  It  is  the  responsibility  of  the 
medical  profession  to  provide  this  guidance. 
Under  our  system  of  government  there  is  one 
way,  and  only  one  way,  that  such  responsibility 
can  be  exercised — and  that  is  through  political 
effort. 

“Two  points  must  be  understood  if  the  political 
effort  of  individual  doctors  and  medical  organi- 
zations is  going  to  have  any  effect  upon  the 
policies  of  the  government.  To  appreciate  them 
fully,  it  is  going  to  be  necessary  that  some  firmly 
settled  illusions  be  discarded.  First,  local 
politics  is  much  more  important  than  national 


politics.  Second,  the  primary  is  vastly  more 
important  than  the  general  election.  Any  citi- 
zen can  exert  a great  deal  more  influence  upon  the 
political  trends  of  the  national  government  by 
quietly  interesting  himself  in  the  politics  of  his 
own  neighborhood  precinct  than  he  can  by  writing 
brilliant  letters  to  his  congressman.  Further- 
more, he  will  find  that  the  time  to  convince  a 
politician  regarding  any  fundamental  issue  is 
before  the  election  and  not  afterward. 

“These  are  stirring  times  in  America — times 
during  which  the  cloak  of  ‘national  defense’ 
can  be  used  to  usher  in  radical  innovations 
in  the  function  of  the  national  government. 
Now  is  the  time  for  all  good  doctors  to  come  to 
the  aid  of  their  nation.  They  can  aid  their 
country  and  pro'tect  the  interests  of  the  people  by 
once  more  occupying  a prominent  place  in  the 
civic  and  political  life  of  the  community.” 


AMERICAN  ASSOCIATION  FOR  THE  ADVANCEMENT  OF  ORAL  DIAGNOSIS 


The  Eighth  Annual  Congress  of  the  American 
Association  for  the  Advancement  of  Oral  Diag- 
nosis will  be  held  in  New  York  City  on  November 
13  and  14  at  The  New  York  Academy  of  Medi- 
cine. 

The  papers,  discussions,  and  exhibits  will  cover 
oral  diagnosis,  with  special  attention  given  to 


the  basic  sciences  as  related  to  oral  diagnosis. 

Members  of  the  medical  and  dental  profes- 
sions in  the  United  States  and  countries  of  the 
Western  Hemisphere  are  cordially  invited  to 
attend.  Programs  may  be  obtained  by  communi- 
cating with  the  secretary,  Dr.  H.  Justin  Ross, 
515  Madison  Avenue,  New  York  City,  New  York. 


Thirty-Fifth  Annual  Meeting 

of  the 

District  Branches 

of  the 

Medical  Society  of  the  State  of  New  York 

PROGRAM 

C '7L — } 

Third  District  Branch  « 

Tuesday,  September  30,  1941 
Saulpaugh  Hotel 
Catskill,  New  York 


Morning  Session — 10:00  A.M. 

General  program  of  activities  of  the  State  Society 
and  their  relations  to  the  county  societies,  as 
presented  by  the  officers  of  the  State  Society. 

Mahlon  H.  Atkinson,  M.D.,  Catskill,  'president 
of  the  Third  District  Branch,  presiding. 

Samuel  J.  Kopetzky,  M.D.,  New  York  City, 
president  of  the  Medical  Society  of  the  State  of 
New  York 

Advantages  of  Organization. 

Peter  Irving,  M.D.,  New  York  City,  secretary 
and  general  manager  of  the  State  Society 

How  the  general  activities  of  the  Society  are 
put  into  motion.  The  council  and  committee 
organization.  Duties.  New  York  State  Jour- 
nal of  Medicine.  Medical  Directory  of  New 
York,  New  Jersey  and  Connecticut. 

Edward  T.  Wentworth,  M.D.,  Rochester 
chairman  of  the  Finance  Committee 

John  L.  Bauer,  M.D.,  Brooklyn,  chairman  of  the 
Committee  on  Legislation 

Joseph  S.  Lawrence,  M.D.,  Albany,  executive 
officer 

Nothing  is  more  important  to  medical  men 
than  legislation  that  affects  their  patients  or 
themselves.  Hence,  the  chairman  of  the  legis- 
lative committee  must  be  one  who  will  give 
all  necessary  time  to  the  job.  He  and  his 
associates  on  the  committee  must  cultivate 
the  friendship  of  the  local  boss,  the  members 
of  their  local  bar  association,  and  of  the  legis- 
lators. Keep  the  legislators  informed  on  the 
attitude  of  organized  medicine  on  bills  under 
consideration.  Keep  Dr.  Lawrence  informed 
on  the  attitude  of  the  legislators  as  observed  at 
their  homes. 

Augustus  J.  Hambrook,  M.D.,  Troy,  chairman 
of  the  Committee  on  Public  Relations  and  Eco- 
nomics 

Thoughtful  consideration  of  the  relations 
with  other  agencies,  official  and  unofficial, 
is  most  essential.  Conferences  with  repre- 
sentatives of  state  departments  for  adjust- 
ment of  programs  are  frequent.  Occasionally 


our  advice  is  sought  by  representatives  of 
Federal  agencies.  Many  demands  have  been 
made  upon  this  committee  to  help  interpret 
and  administer  the  Welfare  Law.  Leader- 
ship in  all  communit}^  programs  that  relate  to 
public  health  or  the  practice  of  medicine 
should  be  the  constructive  objective  of  every 
county  society. 

O.  W.  H.  Mitchell,  M.D.,  Syracuse,  chairman 
of  the  Committee  on  Public  Health  and  Education 
Dr.  Mitchell  will  briefly  present  the  pro- 
gram of  this  committee  for  the  coming  year. 
The  numerous  activities  require  the  atten- 
tion of  several  subcommittees,  and  their 
organization  and  functions  will  be  described. 
Postgraduate  instruction  will  be  especially 
considered  and  a copy  of  the  recently  revised 
Course  Outline  Book  will  be  available  for  every 
county  society  desiring  one. 

Floyd  S.  Winslow,  M.D.,  Rochester,  chairman 
of  the  Committee  on  Medical  Publicity 

Mr.  Dwight  Anderson,  New  York  City,  director 
of  the  Public  Relations  Bureau 

The  aim  of  the  committee  is  to  fulfill  the 
following  purpose  expressed  in  the  Society’s 
Constitution:  “To  enlighten  and  direct  pub- 

lic opinion  in  regard  to  the  problems  of  medi- 
cine and  health  for  the  best  interests  of  the 
people  of  the  State.”  Principal  means  used 
are  newspaper  releases,  printed  matter  for 
direct  distribution,  radio,  and  service  bulle- 
tins to  physicians  and  laymen. 

Clarence  G.  Bandler,  M.D.,  New  York  City, 
chairman  of  the  Committee  on  Workmen's 
Compensation 

David  J.  Kaliski,  M.D.,  New  York  City,  director 
of  the  Workmen's  Compensation  Bureau 

Recent  amendments  and  court  decisions 
involving  the  Compensation  Law,  and  the 
rights  of  physicians  and  responsibilities  of  the 
compensation  committees. 

Clarence  G.  Bandler,  M.D.,  New  York  City, 
chairman  of  the  Committee  on  Malpractice 
Defense  and  Insurance 

Our  counsel  is  the  most  expert  in  this  line 
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of  legal  activity  and  defense  has  been  more 
than  adequate.  The  background  for  the 
majority  of  malpractice  actions  has  been 
loose,  unwarranted,  and  frequently  thoughtless 
criticism  by  fellow  members  of  their  confreres. 
This  phase  of  medical  practice  should  be  vigor- 
ously attacked  in  every  community  in  order 
to  set  up  an  effective  barrier  against  unfortu- 
nate and  unjust  claims. 

Mr.  Lorenz  J.  Brosnan,  New  York  City,  Counsel 
for  the  Medical  Society  of  the  State  of  New  York 


1:00  P.M.  Luncheon  and  Introduction  of 
Guests 


Afternoon  Session — 2:30  P.M. 

Group  Conferences 

The  physicians  will  break  up  into  different 
groups  so  that  the  chairmen  of  committees 
of  the  seven  component  county  societies  can 
meet  in  conference  with  the  chairmen  of  the 
corresponding  council  committees. 


Fourth  District  Branch 
Friday  and  Saturday,  September  26  and  27,  1941 
Lake  Placid  Club 
Lake  Placid,  New  York 


Friday,  September  26:  2:00  P.M.  Daylight 
Saving  Time 

Symposium  on  Tuberculosis 

“Tuberculosis  Control  and  Case  Finding  in  a 
Rural  Community” 

Richard  Nauen,  M.D.,  Ray  Brook, 
N.  Y.,  senior  tuberculosis  physician , 
Outpatient  Department , Ray  Brook  State 
Hospital 

A brief  exposition  of  the  principles  under- 
lying case-finding  and  the  control  of  tubercu- 
losis, and  their  practical  application  in  the 
Ray  Brook  Hospital  District,  with  a short 
summary  of  the  results. 

“Tuberculosis  in  Industry” 

Beverly  L.  Vosburgh,  M.D.,  Schenec- 
tady, medical  director,  General  Electric 
Company 

This  paper  will  discuss  tuberculosis  and 
related  medical  problems  of  industry. 
“Management  of  Pulmonary  Tuberculosis” 

Fred  H.  Heise,  M.D.,  Trudeau,  N.  Y., 
medical  director,  Trudeau  Sanatorium 

Pulmonary  tuberculosis  may  exist  with- 
out symptoms  or  physical  signs  and  may  exist 
where  there  is  a known  disability  from  an- 
other cause.  Painstaking  care  in  the  educa- 
tion of  the  patient  in  the  whys  and  wherefores 
of  treatment  is  essential.  Tuberculosis  is  a 
chronic  disease  and  much  of  the  treatment 
must  be  carried  out  by  the  patient  himself. 
“Surgery  in  Pulmonary  Tuberculosis” 

Warriner  Woodruff,  M.D.,  Saranac 
Lake,  N.  Y. 

The  judicious  use  of  surgery  in  suitable  cases 
is  of  great  value  in  the  treatment  of  pulmonary 
tuberculosis.  The  indications  for  the  various 
types  of  procedures  will  be  discussed  with  illus- 
trations. 

Evening  Session — 7:00  P.M. 

Dinner 

Address  by  Samuel  J.  Kopetzky,  M.D.,  New 
York  City,  president,  Medical  Society  of  the  State 
of  New  York 
Entertainment 

The  Schenectady  County  Medical  Society 
Orchestra  and  an  outstanding  speaker. 


Saturday,  September  27:  9:30  A.M. 

Symposium  on  War  Surgery 

“Blood  Studies  in  Shock  as  a Guide  to  Therapy” 
[with  motion  pictures  on  (a)  shock  and  (b) 
blood  and  plasma] 

John  Scudder,  M.D.,  New  York  City, 
Department  of  Surgery,  College  of 
Physicians  and  Surgeons,  Columbia 
University 

Certain  tests,  of  more  value  than  blood  pres- 
sure determination  in  the  anticipation  of 
shock,  measure  loss  of  fluid  from  the  blood — 
hemoconcentration : (1)  specific  gravity  of 

peripheral  blood;  (2)  cell  volume  as  deter- 
mined by  the  hematocrit;  (3)  specific  gravity 
of  the  plasma;  (4)  estimation  of  total  plasma 
proteins.  These  tests  give  objective  evidence 
of  whether  more  fluid  should  be  given  or 
whether  fluid  therapy  should  be  stopped. 

‘War  Wounds  of  the  Extremities  with  and 
Without  Involvement  of  the  Bony  Structures” 
Lieut. -Col.  George  A.  Koenig,  M.D., 
Fort  Jay,  N.  Y.,  clinical  professor  of 
surgery,  New  York  University 
The  paper  will  cover  the  methods  of  treat- 
ment in  the  first  World  War  and  show  the 
development  of  the  improved  methods  used 
in  the  present  war,  especially  in  regard  to 
prophylaxis,  transportation,  chemotherapy, 
immobilization  of  fracture  cases  and  evacua- 
tion. 

“The  Problem  of  Burns  in  Warfare” 

John  M.  Converse,  M.D.,  New  York 
City,  clinical  assistant,  Plastic  Surgery, 
St.  Luke's  Hospital 


Entertainment 

The  Women’s  Auxiliary  of  Essex  County  has 
planned  a ride  up  Whiteface  for  Friday  after- 
noon for  the  ladies. 

At  the  conclusion  of  the  Saturday  morning 
program  a picnic  lunch  will  be  served  to  all 
attending  the  meeting,  on  Moose  Island  in  Lake 
Placid.  The  autumn  colors  should  be  beautiful 
at  this  time. 
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Eighth  District  Branch 

( This  is  its  thirty-sixth  annual  meeting ) 

Thursday,  October  2,  1941 
Hotel  Jamestown 
Jamestown,  New  York 


Morning  Session — 9:30  A.M. 

Motion  pictures  with  sound  accompaniment. 
These  films  have  been  lent  by  Mead  John- 
son & Company  and  prepared  by  the  authors 
as  noted  below: 

1.  “Appendicitis” 

Joseph  Brennemann,  M.D.,  Chicago, 
emeritus  professor  of  pediatrics , Rush 
Medical  School;  chief  of  staff,  Children's 
Memorial  Hospital;  editor,  Brennemann 
System  of  Pediatrics 

2.  “Pneumonia” 

Isaac  Arthur  Abt,  M.D.,  Chicago, 
professor  of  pediatrics,  Northwestern 
Medical  School,  and  chief  of  service, 
Sarah  Morris  Hospital  for  Children 

10:30  A.M. — Scientific  Papers 

“The  Injection  Treatment  of  Varicose  Veins” 

Herman  E.  Pearse,  M.D.,  assistant  pro- 
fessor of  Surgery,  University  of  Rochester 
School  of  Medicine 

The  speaker  is  well  qualified  to  discuss  the 
various  aspects  of  this  practical  subject  from 
both  the  standpoint  of  indications  and  tech- 
nic as  adapted  to  the  different  types  of  cases. 

“Amputations  Through  the  Hand” 

J.  Harold  Couch,  M.A.,  F.R.C.S., 
Department  of  Surgery,  University  of 
T or  onto 

Amputations  through  the  fingers  are  the 
most  unsatisfactory  amputations  that  surgeons 
perform.  Many  patients  return  demanding 
reamputation.  This  speaker  has  written 
a book  on  this  subject  and  will  accompany  his 
presentation  with  a colored  motion  picture 
demonstrating  the  optimum  levels  to  am- 
putate in  the  various  parts  of  the  hand  for  the 
best  functional  result. 

“The  Clinical  Use  of  the  Sulfonamide  Group  of 
Drugs” 

W.  Barry  Wood,  Jr.,  M.D.,  associate 
in  the  department  of  medicine  and  asso- 
ciate physician  to  the  Johns  Hopkins 
Hospital 

The  sulfonamide  group  of  drugs  will  be  dis- 
cussed as  it  applies  to  the  physician  in  general 


practice.  A list  of  diseases  which  can  be 
helped  by  each  drug  will  be  given.  The 
method  of  use  including  dosage  will  be  out- 
lined in  detail. 

12:30  P.M.  Luncheon  and  Introduction  of 
Guests 

Afternoon  Session — 2:00  P.M. 

Business  Meeting — Election  of  Officers 

“Critical  Review  of  Procedures  of  Active  and 
Passive  Immunization” 

John  A.  Toomey,  M.D.,  Cleveland, 
chairman,  National  Committee  of  Im- 
munization Procedures;  professor  of 
pediatrics , Western  Reserve  Medical 
School;  director  of  the  department  of 
contagious  diseases,  Cleveland  City  Hos- 
pital 

Dr.  Toomey’s  many  years  of  experience  in 
research  and  the  practical  application  of  im- 
munological problems  have  made  him  an 
authority  on  the  subject. 

“Pathology  of  Uterine  Cervix  as  Encountered  in 
General  Practice” 

James  E.  King,  M.D.,  gynecologist- in- 
chief, Buffalo  General  Hospital;  profes- 
sor of  gynecology , University  of  Buffalo 
School  of  Medicine 

Many  conditions  in  women  arising  from  cer- 
vical pathology  should  be  recognized  and 
treated  by  the  general  practitioner.  An  at- 
tempt is  made  to  visualize  some  of  the  com- 
mon pathology  and  to  indicate  how  by  its 
recognition  a rational  treatment  may  be 
employed. 


Entertainment  for  Ladies 

All  doctors’  wives  are  invited  to  attend.  A 
most  interesting  trip  through  the  Furniture 
Exposition  Building  has  been  arranged.  On 
the  eight  floors  are  displayed  examples  of  the 
various  periods  of  furniture  design. 

Luncheon  with  the  doctors  has  been  arranged 
at  the  Hotel  Jamestown. 


ONE  SIGN,  ANYWAY 
The  honeymoon  over,  the  timid  bridegroom 
began  cleaning  his  thick  eyeglasses.  “Darling,” 
he  said,  “I  have  a confession  to  make.  I want  to 
tell  you  I am  color  blind!” 

Answer:  “Yo  sho  am,  honey  chile.” 

— Medical  World 


OVERSHOT  THE  MARK 
Patient:  “Well,  have  any  of  your  childhood 
ambitions  been  realized,  doctor?” 

Doctor  (father  of  large  family):  “At  least  one 
of  them — it  was  always  my  desire  to  wear  long 
trousers,  and  now  I believe  I wear  them  longer 
than  anybody  else.”  — The  Canadian  Doctor 


Medical  News 


County  News 


Cortland  County 

A scale  of  medical  fees  for  doctors  caring  for 
patients  who  are  receiving  county  welfare  was 
approved  on  August  6 by  the  board  of  super- 
visors. The  county  has  been  divided  into 
zones  where  certain  rates  for  home  calls  apply. 
A doctor  in  one  zone  answering  a call  in  another 
where  there  is  a physician  will  be  paid  the  mini- 
mum for  that  zone. 

Office  calls  for  indigent  patients  will  cost  the 
county  $1 ; home  calls  within  1 mile  radius  of  the 
physician  nearest  to  the  patient,  $2;  calls  be- 
tween 1 and  8 miles,  S3;  and  for  calls  more  than 
8 miles,  $4.  There  are  very  few  parts  of  the 
county  where  patients  are  more  than  8 miles 
from  the  nearest  physician  and  the  $4  fee  wrill 
be  rare. 

If  a patient  living  in  one  zone  where  there  is 
a doctor  within  a mile  of  his  home,  desires  a 
physician  who  has  to  travel  5 miles,  the  county 
will  pay  only  $2,  the  rate  for  1 mile. 

Greene  County 

Despite  the  efforts  of  the  members  of  the 
Greene  County  Tuberculosis  and  Public  Health 
Committee,  and  the  presentation  of  a petition 
signed  by  the  physicians  of  the  county  medical 
society,  recommending  the  appropriation  of  the 
sum  of  $4,059  to  provide  additional  nursing 
service  for  the  county,  a motion  introduced  for 
this  purpose  at  the  regular  meeting  of  the  County 
Board  of  Supervisors  on  August  11  was  defeated 
by  a vote  of  8 to  6. 

Jefferson  County 

Dr.  Gilbert  A.  Foote,  aged  82,  who  retired 
from  the  active  practice  of  medicine  a year  ago 
after  a medical  career  of  nearly  fifty-three  years, 
died  on  August  17  at  his  home  in  Dexter  after 
an  illness  of  only  eleven  days.  Death  was  caused 
by  angina  pectoris. 

Dr.  Foote,  one  of  Jefferson  county’s  oldest 
physicians  and  one  of  the  best  known  residents 
of  Dexter,  was  vice  president  of  the  First  Na- 
tional Bank  of  that  village  and  had  been  a di- 
rector of  the  institution  for  the  past  thirty-five 
years. 

In  addition  to  maintaining  a private  practice, 
Dr.  Foote  served  as  health  officer  of  the  town 
and  village  for  forty-five  years. 

Kings  County 

Dr.  Philip  I.  Nash,  for  many  years  active  in 
the  Coney  Island  community,  was  honored  at 
a testimonial  dinner  on  the  final  night  of  the 
Mardi  Gras,  September  13,  at  the  Half  Moon 
Hotel,  Coney  Island. 

Dr.  Nash,  medical  examiner  of  the  District 
Attorney’s  office,  was  the  first  president  of  the 
Coney  Island  Chamber  of  Commerce  and  held 
that  office  for  five  consecutive  years.  During 
his  tenure  many  improvements  were  made  in 
the  seashore  community. 

During  the  forty  years  he  has  been  a prac- 
ticing physician  at  Coney  Island  he  has  been 
chairman  of  the  medical  board  of  the  Coney 


Island  Hospital  for  the  past  thirty-five  years 
He  also  has  served  in  a similar  capacity  at  the 
Harbor  Hospital  in  Bensonhurst  for  many  years. 
He  was  formerly  president  of  the  Kings  County 
Medical  Society  and  at  one  time  taught  medicine 
at  Long  Island  College  Hospital.  Dr.  Nash 
also  is  an  active  member  of  the  American  College 
of  Surgeons. 

Dr.  Henry  Joachim,  a specialist  in  internal 
medicine,  who  was  president  of  the  Kings  County 
Medical  Society  in  1936,  died  on  August  18  in 
his  apartment  in  the  Waldorf-Astoria  Towers 
after  a long  illness.  He  was  58  years  old. 

Monroe  County 

Anticipating  a possible  shortage  of  doctors 
for  military  and  civilian  defense  needs,  Uni- 
versity of  Rochester’s  School  of  Medicine  and 
Dentistry  announced  recently  that  it  was  ad- 
mitting sixty-five  new  students,  the  largest 
entering  class  in  its  history. 

Twenty-two  colleges  and  seventeen  states 
are  represented  in  the  group,  chosen  from  more 
than  800  applicants. 

Nassau  County 

Long  Beach’s  physicians  are  now  taking  an 
active  part  in  the  nation-wide  defense  drive,  it 
is  revealed  with  the  announcement  that  the 
county  medical  society  has  appointed  a Medical 
Defense  Corps  for  the  district  embracing  the 
islands  of  Long  Beach  and  Island  Park. 

Dr.  J.  J.  Blinn,  chairman  of  the  local  unit, 
says  that  the  fifteen  local  member  physicians 
are  being  divided  into  three  sections.  One 
division  will  serve  as  the  hospital  staff,  while 
another  will  be  detailed  to  the  scene  of  disaster. 
The  third  will  be  stationed  at  their  offices, 
pending  assignment  to  either  the  hospital  or 
emergency  scene. 

The  corps  will  cooperate  entirely  with  other 
civilian  and  military  groups  under  the  defense 
setup,  it  was  stated. 

Twenty-two  South  Shore  banks  promoted  a 
“Pay  Your  Doctor  Month”  in  August  through 
a series  of  cooperative  advertisements  appearing 
each  Friday  during  the  month. 

The  “pay  your  doctor”  plan,  available  for 
the  settlement  of  both  doctors’  and  dentists’ 
bills,  is  to  obtain  a personal  loan  from  a bank, 
pay  the  bill  in  full  and  then  pay  off  the  loan  con- 
veniently in  small  weekly  or  monthly  pay- 
ments. 

The  program  had  the  approval  of  the  public 
relations  committees  of  the  Nassau  County 
Medical  Society  and  the  Nassau  County  Dental 
society.  A similar  program  has  proved  popular 
in  New  York  City,  where  doctors  and  dentists 
having  thousands  of  dollars  due  them  in  un- 
collected bills  have  arranged  for  their  patients 
to  pay  off  these  amounts  in  small  payments  to 
banks. 

The  plan  is  reported  to  be  popular  with  both 
doctors  and  dentists  and  their  patients. 
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New  York  County 

The  county  society’s  Special  Committee  on 
Child  Welfare  in  the  past  year  has  considered 
several  practical  methods  to  protect  children 
against  disease,  says  the  Medical  Week.  A very 
important  one  is  the  examination  of  domestic 
servants.  Physical  examination  before  employ- 
ment, including  x-ray  of  the  chest,  would  un- 
cover many  cases  of  tuberculosis,  and  prevent 
its  spread  to  previously  uninfected  households. 

Periodic  tuberculin  tests  would  also  help  to 
eliminate  phthisis  in  children.  A routine  tuber- 
culin test  on  every  child  examined  in  the  clinics 
or  admitted  to  the  wards  would  provide  an 
excellent  vantage  point  for  a continuous  drive 
against  tuberculosis  in  childhood. 

The  care  of  cardiopathic  children  today  leaves 
much  to  be  desired.  It  is  a sad  reflection  on  the 
prevailing  sense  of  values  that,  with  money 
spent  like  water  on  all  kinds  of  nonessential 
projects,  there  are  not  enough  hospital  beds  to 
house  the  great  number  of  children  crippled  by 
rheumatic  fever.  Weapons  of  war  are  im- 
portant— but  it  must  not  be  forgotten  that 
rheumatic  fever  is  almost  as  destructive  of  life 
and  hope  as  Hitler.  Proper  care  of  these 
children  would  prevent  many  deaths  in  middle 
age,  when  man  should  be  at  the  height  of  his 
productivity. 

Even  more  than  at  other  ages,  in  childhood 
the  goal  should  be  prevention  and  early  detection 
of  diseases.  For  this  reason  the  county  society’s 
Special  Committee  on  Child  Welfare  has  tried 
to  supply  physicians  for  the  examination  of  high 
school  students.  Experience  has  proved,  how- 
ever, that  this  task  is  too  big  for  voluntary 
contributions  of  time.  The  medical  men  who 
volunteered  were  called  upon  to  make  too  many 
examinations  at  each  session  for  satisfactory 
performance.  This  is  a service  which  self- 
supporting  families  should  provide  for  their 
own  children  and  the  city  for  the  medically 
indigent. 

It  is  obviously  impossible,  in  a brief  space,  to 
touch  on  all  the  questions  related  to  child  welfare 
in  a community  the  size  of  ours.  Undaunted  by 
their  number  and  complexity,  the  county  so- 
ciety’s Special  Committee  has  endeavored  “to 
investigate  as  many  problems  as  possible  in  this 
field.”  Many  medical  and  social  welfare 


agencies  will  testify  that  it  has  done  yeoman’s 
service  in  pursuit  of  this  aim. 

Oneida  County 

The  annual  outing  of  the  Syracuse  Academy 
of  Medicine  and  the  Utica  Academy  of  Medicine 
will  be  held  at  the  Teugega  Golf  Club,  Rome, 
Thursday,  September  18. 

The  Syracuse  Academy  will  act  as  host  and 
furnish  the  program — golf  followed  by  dinner. 

St.  Lawrence  County 

The  county  society  held  its  last  social  meeting 
of  the  year  at  the  Gouverneur  Country  club  on 
August  28.  The  staff  of  the  VanDuzee  hospital 
were  hosts  and  a program  of  golf  and  cards  was 
scheduled  for  the  afternoon. 

Steuben  County 

Following  a week’s  illness  at  Bath  Hospital, 
Dr.  Deyo  Palmer  Mathewson,  aged  72,  died  on 
August  19.  He  had  been  in  feeble  health  for 
two  years,  but  his  last  illness  was  of  but  a few 
days’  duration. 

He  had  been  active  in  practice  in  Steuben 
County  about  fifty  years. 

Dr.  Mathewson  was  several  years  superin- 
tendent of  the  former  county  institution,  the 
Pleasant  Valley  Sanitarium  for  tuberculosis  pa- 
tients at  Bath,  resigning  because  of  ill  health 
six  years  ago.  He  was  a former  president  of  the 
county  medical  society  and  had  served  as  health 
officer  in  Bath  town  and  village. 

Wayne  County 

The  Wayne  County  Medical  Society  held  its 
August  meeting  at  the  Wayne  County  Health 
Camp  on  Lake  Ontario,  Town  of  Sodus.  About 
sixty  doctors  and  guests  attended. 

Dinner  was  served  in  the  main  dining  room 
by  the  regular  camp  officers.  Before  dinner 
there  was  an  inspection.  There  were  ninety-two 
children  present  when  the  visit  was  made,  and 
Dr.  Ralph  Sheldon,  committee  president,  ex- 
plained that  there  were  ninety-six  children  there 
the  first  month.  Children  have  gained  from 
one  to  eight  pounds  in  weight. 

Operation  of  the  camp  is  in  the  hands  of  six 
counsellors,  a trained  nurse,  and  the  director. 
Dr.  Sheldon,  besides  being  president,  serves  as 
medical  supervisor. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Constantine  Carusos 

59 

Greece 

June  8 

Manhattan 

Alfonsq  Castelli 

70 

Palermo 

August  24 

Manhattan 

Gilbert  A.  Foote 

82 

N.  Y.  Univ. 

August  17 

Dexter 

Henry  Joachim 

58 

Cornell 

August  18 

Manhattan 

Ludwig  Kast 

64 

Prague 

August  14 

Manhattan 

Deyo  P.  Mathewson 

52 

N.  Y.  Univ. 

August  19 

Bath 

Arthur  L.  Sherman 

64 

P.  & S.  N.  Y. 

August  24 

Manhattan 

Max  Sonkin 

48 

Univ.  & Bell 

June  13 

Manhattan 

Walter  S.  Woodruff 

58 

Michigan 

August  19 

New  Rochelle 

Jerome  M.  Ziegler 

47 

P.  & S.  N.  Y. 

August  25 

Manhattan 
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Medical  Preparedness 


Emergency  Medical  Service  for  Civilian  Defense 


/T'HE  Medical  Division  of  the  Office  of  Civilian 
A Defense  has  issued  its  first  bulletin  from 
Washington,  D.  C.  The  material  therein  is 
general  in  scope  and  relates  to  the  appointment 
of  local  chiefs  of  Emergency  Medical  Service 
and  Local  Medical  Advisory  Councils  on  Civilian 
Defense.  The  State  Defense  Council  has  al- 
ready discussed  these  recommendations  as  they 
relate  to  New  York  State  with  Dr.  George 
Baehr,  chief  medical  officer  of  the  Office  of 
Civilian  Defense,  who  is  also  a member  of  our 
Preparedness  Commission.  He  is  thoroughly 
familiar  with  the  present  State  Health  Defense 
Administrative  setup,  in  which  field  a great 
deal  of  work  has  already  been  done  under  the 
chairmanship  of  the  Hon.  Lee  B.  Mailler.  The 
place  for  emergency  medical  services  centers 


around  hospitals  where  it  properly  belongs. 

The  Medical  Division  of  the  Office  of  Civilian 
Defense  has  already  established  harmonious 
working  relationships  with  the  New  York  State 
Health  Preparedness  Commission,  which  is  the 
official  body  of  the  State  Defense  Council  dealing 
with  medical  and  health  matters  relating  to  de- 
fense in  the  State  of  New  York.  It  is  stated 
that  the  plan  proposed  by  the  Office  of  Civilian 
Defense  will  be  worked  out  shortly  with  this 
official  state  group  and  through  channels  already 
established  and  now  functioning. 

There  should  be  little  or  no  confusion  or  con- 
flict in  this  state  in  applying  this  plan.  It 
emanates  from  federal  sources  as  a master  plan 
and  bears  the  official  stamp  of  approval  by  the 
President. 


The  Doctor  in  the  Navy 


"COR  every  two  thousand  officers  and  men  in  the 
A navy  and  marine  corps  the  authorized  allow- 
ance of  medical  officers  is  thirteen.  With  the 
present  great  expansion  of  the  navy,  therefore, 
there  has  been  a greatly  increased  need  for  doc- 
tors. Many  young  doctors  have  joined  the  regu- 
lar navy  and  the  naval  reserve  and  many  of  the 
older  doctors  with  specialist  qualifications  have 
joined  the  specialist  group  of  the  reserve.  There 
are  still  a number  of  vacancies  both  in  the  regular 
navy  and  the  reserve. 

To  qualify  for  the  regular  navy  doctors  must 
be  between  21  and  32  years  of  age  and  have  com- 
pleted at  least  one  year  of  internship.  Medical 
students  may  take  an  examination  sometime 
during  their  third  or  fourth  year  for  an  intern- 
ship in  one  of  the  naval  hospitals  accredited  for 
the  training  of  interns.  At  the  end  of  internship 
they  are  eligible  to  enter  the  regular  navy. 

For  the  medical  corps  of  the  reserve,  doctors 
up  to  50  years  of  age  may  apply.  If  under  35. 
they  are  eligible  for  the  general  service  group. 
If  between  35  and  50  they  are  eligible  only  for  the 
specialist  group.  The  specialist  group  is  or- 
anized  into  hospital  units  composed  of  eight 
ifferent  specialists  and  one  dentist.  It  is 
not  the  Navy  Department’s  intention  to  call 
these  groups  to  active  duty  except  in  case  of 
general  mobilization. 

The  rank  offered  to  doctors  varies  with  their 
age,  experience,  and  professional  repute.  Those 
entering  the  regular  navy  and  the  general  service 
group  of  the  reserve  are  commissioned  as  lieu- 
tenant (junior  grade)  with  salary  of  $2,699  or 
$3,158  per  year,  depending  upon  whether  or  not 
they  have  dependents.  In  the  specialist  group 
the  rank  is  either  lieutenant  (junior  grade), 
lieutenant,  or  lieutenant  commander,  and  the 
salary  ranges  from  $2,699  to  $4,848.  The  rank 
of  lieutenant  (junior  grade)  in  the  navy  corre- 
sponds with  that  of  first  lieutenant  in  the  army, 
lieutenant  with  captain,  and  lieutenant  com- 
mander with  major. 

The  physical  requirements  of  the  navy  are 


rather  rigid,  even  in  the  matter  of  height,  weight, 
vision,  hearing,  and  teeth.  The  reason  for  this 
is  that  if  an  individual  becomes  physically  dis- 
abled or  if  an  existing  disability  is  aggravated 
while  on  active  duty  in  the  navy  he  is  eligible  for 
a liberal  pension  or  retirement  pay. 

Medical  officers  in  the  hospital  specialists  units, 
when  called  to  active  duty,  will  be  assigned  to 
naval  hospitals  in  the  United  States,  to  hospitals 
beyond  the  continental  limits  of  the  United 
States,  or  to  hospital  or  ambulance  ships  and  will 
be  used  in  their  specialty. 

For  medical  officers  in  the  general  service 
group  and  in  the  regular  navy,  active  duty  offers  a 
wide  variety  of  experience  in  many  parts  of  the 
world  and  training  in  many  specialties.  They 
may  be  assigned  to  battleships,  cruisers,  aircraft 
carriers,  destroyers,  or  hospital  ships.  They 
may  be  detailed  for  duty  at  naval  hospitals, 
navy  yards,  naval  training  stations,  submarine 
bases,  naval  air  stations,  or  marine  corps  bases 
in  the  United  States  or  beyond  the  seas.  They 
may  spend  most  of  their  period  of  active  duty  at 
the  Naval  Hospital,  Brooklyn,  or  they  may 
serve  with  the  marines  in  Iceland,  Bermuda,  Ha- 
waii, or  the  Philippines.  They  may  be  detailed 
to  the  Naval  Air  Station  at  Pensacola,  Florida, 
or  to  the  Submarine  Base  in  Alaska.  They  will 
have  some  choice  as  to  where  they  go  and  what 
they  do,  for  the  navy  permits  officers  to  ask  for 
duty  they  prefer  and  assigns  them  to  it  if  prac- 
ticable to  do  so. 

Junior  medical  officers  of  the  regular  navy  and, 
to  a lesser  extent,  medical  officers  of  the  general 
service  group  of  the  reserve,  have  opportunities 
for  special  training  both  in  naval  and  civilian  in- 
stitutions. 

Doctors  desiring  information  about  com- 
missions in  the  regular  navy  or  naval  reserve 
may  obtain  it  from  the  District  Medical  Officer, 
Headquarters  of  the  Third  Naval  District,  Fed- 
eral Office  Building,  90  Church  Street,  New 
York  City,  by  personal  or  telephone  call  or  letter. 
The  telephone  number  is  REctor  2-9100. 
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CREST  VIEWr— 

SANITARIUM  gre™wicm 

f For  Nervous,  Mildly  Mental,  Digestive  and  Cardiovascu- 
lar cases,  and  special  care  for  ELDERLY  PATIENTS. 
Quiet,  refined,  homelike.  2 5 miles  from  N.  Y.  City. 
Moderate  rates. 

f.  st.  clair  hitchcock,  m.d.,  Director 
275  NORTH  MAPLE  AVE.,  GREENWICH,  CONN. 


ELMCKEST  MANOR 

A PRIVATE  SANITARIUM  for  the  individual  care  and  treatment 
of  nervous,  mildly  mental  patients,  toxic  conditions  and  habit  prob- 
lems Located  in  central  Connecticut,  limited  to  33  selected  patients. 
25  MARLBOROUGH  ST.,  PORTLAND,  CONN. 

Tel.:  MIDDLETOWN  881 

CARL  P.  WAGNER,  M.D.,  Phjs.-in-Chg.  V.  GERARD  RYAN,  M.D.,  Associate 
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Sanitariums 


ecialized  Tre 


RIVERLAWN  SANITARIUM 

FOUNDED  1 893 


A conveniently  situated  Sanitarium  offering  complete  facilities  for 
the  treatment  and  care  of  MENTAL  AND  NERVOUS  CASES 
and  ALCOHOLIC  AND  DRUG  ADDICTIONS.  We  extend  full 
cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  MD.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


ROUND-THE-CLOCK  CARE 


The  longest  day  of  the  year,  officially,  may  be  that  cold 
day  in  December — but  to  many  the  longest  day  is  the 
twenty-four  hour  day  of  illness. 

Time  is  an  eternity  for  those  confined  to  bed,  and  even 
more  so  when  their  wants  are  neglected.  There  are  few 
ordeals  more  trying  than  long  nights  of  waiting  for  some- 
one to  come  to  life  and  to  the  assistance  of  those  who  are 
too  ill  to  help  themselves.  Without  a doubt  it  is  then 
that  even  the  slightest  irritation  is  magnified  a hundred- 
fold from  a knowledge  that  there  is  no  vigilant  person 
close  by  ready  to  answer  the  call. 

Small  matters  of  attention  may  be  often  overlooked  in 


planning  the  all-important  regime  for  a particular  patient 
and  illness.  We  may  forget  that  as  a rule  the  sick  person 
is  a self-centered  being  who  is  seldom  very  considerate 
of  the  endurance  of  others.  The  sick  one  wants  atten- 
tion— wants  it  immediately  and  without  reservation. 
And  he  ought  to  have  it. 

Sanitariums  and  Nursing  Homes  generally,  place  great 
importance  on  their  provisions  to  provide  day  and  night 
care  for  patients.  Keeping  the  patient  occupied  during 
waking  hours  and  more  contented  during  sleeping  hours 
to  assure  beneficial  rest  is  as  necessary  to  the  efficiency 
of  the  institution  as  are  comfortable  and  quiet  rooms. 


McKINNEY’S 

for  ELDERLY  PEOPLE, 
CONVALESCENTS  and 
CHRONIC  INVALIDS. 


SANITARIUM 

Under  medical  supervision, 
tender  and  devoted  care  in 
an  atmosphere  unusually  home- 
like. Expert  dietetic  and 
nursing  service.  Full  coop- 
eration with  patient's  personal 
physician. 


105  BRUCE  AVE.,  YONKERS,  NEW  YORK 

YONKERS— 3265 


J 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifullylocated  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


THE  MAPLES  INC.,  OCEANSIDE, L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Hospital  News 


Splendid  New  Hospital  to  Fight  Cancer 

A PROGRAM  described  by  municipal  officials 
and  medical  men  as  “a  long  step  forward” 
in  the  treatment  and  prevention  of  cancer  in 
New  York  City  took  shape  in  July  when  the  city 
filed  plans  for  the  Florence  Nightingale  Hospital 
to  be  erected  on  a large  plot  in  West  163rd 
Street. 

The  building,  to  be  devoted  entirely  to  the 
treatment  and  study  of  cancer,  will  be  six  stories 
high  and  cost  $2,218,500.  It  will  house  labora- 
tory facilities  and  equipment  far  beyond  any- 
thing heretofore  made  available  by  the  city  for 
handling  cancer  cases  and  for  checking  incipient 
cases  of  the  disease. 

The  site,  the  old  home  of  the  Deaf  and  Dumb 
Institute,  was  donated  by  Presbyterian  Hospital. 
It  is  between  Riverside  Drive  and  Fort  Washing- 
ton Avenue. 

In  the  adjoining  blocks  to  the  north  are  the 
buildings  of  the  Columbia  Presbyterian  Medical 
Center  and  in  order  that  the  Florence  Night- 
ingale Hospital  may  match  these  in  appearance, 
the  exterior  of  the  upper  five  floors  will  be  of  buff 
brick.  The  lower  floor  and  basement  will  be  of 
native  stone  to  be  taken  out  of  the  site. 

As  designed  by  architects  of  the  Bureau  of 
Architecture  of  the  Department  of  Public  Works, 
the  hospital  will  be  of  “modern  functional” 
style,  with  broad  window  areas.  It  will  be  set 
diagonally  on  the  sloping  lot  so  that  there  will 
be  a view  of  the  Hudson  River  and  the  land- 
scaped gardens  around  the  building  from  nearly 
every  room. 

Largest  Outpatient  Department 

The  main  section  will  have  rooms  for  315  pa- 
tients, but  most  of  the  ground  floor  will  be  used 
for  what  was  described  as  “perhaps  the  largest 
outpatient  department  for  treatment  of  cancer 
in  the  world.”  Clinical  cases  and  nonresident 
patients  will  be  handled  there,  and  elaborate 
facilities  will  be  provided  not  only  for  discovering 
but  for  following  up  early,  as  well  as  advanced, 
cases. 

The  city  will  construct  the  building  through  the 
Department  of  Public  Works  and  then  will  oper- 
ate it  through  the  Department  of  Hospitals. 
The  staff  of  the  new  institution  will  be  nominated 
by  the  College  of  Physicians  and  Surgeons  of 
Columbia  University. 

Construction  of  the  hospital  may  be  delayed 
a year  or  more  because  of  defense  needs,  Homer 
R.  Seeley,  acting  commissioner  of  the  Depart- 
ment of  Public  Works,  said. 

“There  is  a delay  now  of  five  to  six  months  on 
steel  even  if  you  have  a gilt-edge  priority,”  he 
said.  “The  contracts  are  to  come  before  the 
Board  of  Estimate  in  the  near  future,  and  after 
that  four  to  six  weeks  will  be  needed  to  adver- 
tise for  bids  and  award  contracts  to  excavate  for 
the  foundation.  There  is  insufficient  money  in 
this  year’s  budget  to  complete  the  building  and 
no  provision,  of  course,  for  next  year’s  needs  yet. 
But  the  difficulty  of  getting  steel  is  the  big  prob- 
lem.” 


Improve  Employment  Conditions 

A T ALL  recent  conventions  there  has  been  one 
extremely  live  topic,  that  of  the  difficulties  at 
present  apparent  in  the  hospital  employment  situ- 
ation, says  Hospital  Management.  Many  of  our 
employees  are  being  called  to  military  service, 
many  others  are  attracted  by  higher  wages  being 
paid  in  industry,  while  some  just  like  to 
change. 

For  the  latter  class,  there  is  no  apparent 
remedy.  They  are  natural  floaters,  and  it  is 
doubtful  if  they  are  worth  retaining.  In  any 
event,  it  is  probably  impossible  to  keep  them. 

Those  called  to  military  service  must  be  re- 
placed, and  in  doing  so  the  answer  as  suggested 
is  that  we  select  new  employees  who  are  beyond 
the  draft  age. 

Deferment  can  undoubtedly  be  secured  for 
some  of  those  who  are  eligible  for  the  draft,  but 
it  is  doubtful  if  it  is  desirable  to  seek  such  defer- 
ment except  in  case  of  absolute  necessity.  In 
this  we  must  be  careful  to  lay  aside  selfish  con- 
siderations. We  must  remember  that  the  na- 
tion needs  the  men  and  women  and  that  we 
must  get  along  without  them  if  it  is  at  all  pos- 
sible. 

These  two  classes  constitute  the  smallest  part 
of  our  turnover,  and  it  is  to  the  great  majority 
that  we  should  devote  special  attention.  Most 
employees  leave  hospital  employ  because  indus- 
try offers  more  attractive  working  conditions. 
If  we  are  to  be  successful  in  competing  with  in- 
dustry, it  is  quite  obvious  that  we  must  find  out 
what  we  lack  and  apply  the  remedy. 

Wages  and  Hours 

First  is  the  wage  scale.  We  have  habitually 
paid  our  employees  a wage  below  that  of  industry, 
giving  as  our  reason  that  we  are  charitable  in- 
stitutions offering  free  care  to  those  who  cannot 
pay  for  it.  As  a matter  of  fact,  a great  deal  of 
our  charity  has  been  given  at  the  expense  of  our 
employees,  and  they  have  received  no  credit 
for  their  contributions.  This  practice  appears 
to  be  headed  for  the  discard. 

The  second  matter  to  be  considered  is  that  of 
hours  of  work.  The  eight-hour  day,  forty-eight- 
hour  week  is  generally  recognized  and  should  be 
kept  in  mind  as  the  desirable  objective.  Hos- 
pitals must  be  kept  open  at  all  times,  and  this 
adds  to  the  difficulty  of  offering  hours  compara- 
ble to  industry.  But  it  can  be  done  and  it  is 
better  that  we  do  it  voluntarily  than  that  it  be 
forced  on  us  by  unionization.  Because  of  con- 
ditions of  work  load  and  distribution,  it  is  some- 
times impossible  to  avoid  broken  shifts,  but  these 
are  undesirable. 

Old-Age  Security 

Security  is  the  third  of  the  three  major  factors 
affecting  employment.  Hospital  Management 
has  often  called  attention  to  the  position  of  the 
hospital  employee  who  has  given  years  of  faithful 
service  to  his  institution  and  faces  old  age  when 
he  can  no  longer  be  productive  with  no  provision 
for  that  age.  Our  employees  have  been  excluded 

[Continued  on  page  1886] 
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Ethical — Reliable — Scientific 

Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD  ,M.D„  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


FALKIRK 

• IN  THE  . 

RANAPOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


WHAT  IS  NEWS? 


“News!  What  is  it?”  asked  a writer  many  years  ago. 
Then,  answering  his  own  question,  he  declared,  “It  is 
he  stir  of  life  that  marks  the  difference  between  a living 
World  and  a dead  planet.  It  is  the  sound  of  civilization’s 
jnachinery  in  motion.  It  is  the  speed  gauge  of  progress, 
ft  is  the  background  for  all  thinking,  all  planning  and  all 
Knowledge  of  human  affairs.  When  paper  leaves  the 
{presses  imprinted  with  the  news,  it  is  an  inert  material 
no  longer  but  an  active  force.” 

I Before  the  advent  of  printing  and  paper,  exchange  of 
reports  was  made  chiefly  by  word  of  mouth.  It  was  prin- 
cipally for  this  purpose  that  men  gathered  at  common 
meeting  places,  formed  societies  for  the  discussion  of  new 
discoveries  and  common  interests,  and  listened  eagerly  to 
the  words  of  gossips. 

While  to  some  extent  we  still  gather  at  appointed 
times  to  discuss  events  and  new  things,  for  the  most  part 
we  obtain  our  information  from  printed  pages. 

We  may  well  wonder  how  dwarfed  the  progress  of 
medicine  might  have  been  without  the  medical  journals 


taken  so  much  for  granted  today.  Just  as  newspapers 
were  developed  as  the  means  for  transmitting  an  ever 
increasing  volume  of  news  interesting  to  all  people,  so 
medical  journals  were  developed  to  serve  the  profession 
and  keep  physicians  enlightened  on  many  subjects  of 
common  interest. 

The  medical  journal  exercises  many  functions — ad- 
visory, educational,  fraternal  and  economic.  The  doctor 
of  today  is  living  in  an  age  of  medical  achievement  and 
importance  that  his  predecessors  never  dreamed  possible, 
largely  because  through  his  medical  journal  he  can  be  the 
understudy  of  the  best  men  in  his  profession  and  in  his 
specialty. 

The  issue  that  he  receives  today  is  his  reference  book 
tomorrow.  Unlike  the  newspaper,  the  contents  of  the 
medical  journal,  in  spite  of  being  news,  lives  longer  be- 
cause it  is  even  more  than  news — it  is  the  pattern  for  the 
practice  of  medicine  today,  tomorrow  and  the  day  after 
tomorrow. 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates — Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


A HUMANE  IDEAL— A SCIENTIFIC  NECESSITY 

TWIN  ELMS  SYRACUSE,  N.  Y. 

A MODERN  PSYCHIATRIC  HOSPITAL 

Rates  for  limited  budgets. 

Personalized  Psycho-therapy  plus  the  Uplift  of  Refined  Living. 
Electro-shock  is  administered  in  selected  cases. 

EUGENE  N.  BOUDREAU,  M.D.,  Physician-in-Charge 


BRUNSWICK 

H/~\  ki  p A Private 
V/  Ivl  L Sanitarium, 
Broadway  and  Louden  Avenue 
AMITY VILLE,  L.  I— Phone:  1700,  01,  02 
N.  Y.  Office— 67  W.  44th  Street 
Tel:  MUrray  Hill  2-8323 
C.  L.  MARKHAM,  M.D.,  Supt. 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  nerv- 
ous disorders. 

Separate  accommoda- 
tions for  nervous  and 
backward  children. 
Physicians’  treatments 
rigidly  followed. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parlay 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  4-1143 


LOUDEN-KNICKERBOCKER  HAIL!" 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf  or  motion  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 
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from  the  old-age  security  offered  by  national 
legislation,  but  this  is  an  injustice  that  will  un- 
doubtedly be  remedied.  We  should  work  to 
that  end,  but  savings  and  investment  are  a better 
form  of  old-age  security.  We  believe  that  there 
should  be  an  organized  employees’  savings  and 
investment  department  in  every  hospital. 

These  are  only  three  of  the  outstanding  things 
that  can  be  done  to  make  employment  conditions 
in  the  hospital  more  attractive  and  help  forestall 
the  threatened  turnover  shortage.  We  believe 
that  it  would  be  worth  the  time  of  every  admin- 
istrator to  study  conditions  in  his  own  hospital 
and  find  out  how  they  can  be  improved.  We 
mean  actual  study,  not  just  moaning  at  the 
difficulties  we  face.  Get  to  the  employee  and 
find  out  why  he  is  thinking  of  leaving.  This 
may  not  prevent  the  loss  of  the  particular  person, 
but  it  may  give  you  a pointer  that  will  prevent 
the  loss  of  others. 


Newsy  Notes 

Because  the  country’s  military  forces  are  ex- 
pected to  make  a heavy  drain  on  trained  nurses 
during  the  coming  year,  the  Edward  J.  Meyer 
Memorial  Hospital  in  Buffalo  is  planning  to 
induct  the  largest  class  of  student  nurses  in  its 
history  this  fall,  Dr.  Walter  S.  Goodale,  super- 
intendent, announces. 

The  hospital  is  planning  for  a new  class  of 
200  students  in  September,  compared  with  150 
a year  ago. 


Workmen  have  been  converting  the  old  Kew 
Gardens  Inn  at  8002  Kew  Gardens  Road  into  a 
private  hospital. 

The  inn  closed  January  1,  this  year,  when 
Dr.  M.  A.  Mason,  a Bronx  physician,  leased  the 
building  for  35  years  for  approximately  $1,250,- 
000  to  set  up  a 240-bed  institution. 


Construction  of  the  proposed  $70,000  nurses’ 
home  addition  at  the  County  Hospital  in  Rome 
is  being  opposed  on  the  ground  that  defense 
building  should  be  given  priority,  says  the  Rome 
Sentinel. 

Included  with  the  building  are  the  proposed 
$414,000  UFA  gymnasium  in  Utica  and  con- 
struction of  physicians’  homes  at  Broadacres 
Sanatorium. 

These  last  two  are  opposed  by  Thayer  Burgess, 
president  of  the  Oneida  County  Taxpayers’ 
League.  Supervisor  George  C.  Wertz,  Jr.,  Utica, 
is  objecting  to  all  three  because  of  probable  need 
of  all  available  mechanics  for  construction  of  the 
Rome  Air  Corps  Depot.  The  ways  and  means 
committee  of  the  Board  of  Supervisors,  it  is 
learned,  has  assured  Wertz  the  nurses’  home 
addition  will  not  be  approved  at  this  time. 


The  drive  for  the  Eastern  Putnam  Hospital 
Fund  has  been  given  up  on  account  of  the 
national  defense  program,  and  all  contributions 
are  being  returned. 


Improvements 

Plans  for  construction  of  a new  municipal 
hospital  for  Niagara  Falls  have  been  revived  by 
the  City  Council,  and  arrangements  are  being 
made  to  apply  for  a federal  grant  to  defray  part 
of  the  cost  of  the  project,  it  is  announced  by 
City  Manager  W.  D.  Robbins,  who  said  that  the 
application  will  be  sent  in  as  soon  as  plans  for 
the  proposed  new  building  are  completed  and  a 
site  is  selected. 

The  application  for  a federal  grant  will  be 
made  to  the  Federal  Works  Agency  of  the  Public 
Works  Administration.  Present  plans  call  for  a 
new  fireproof  brick  building  with  100  rooms  or 
more,  but  details  have  not  yet  been  prepared, 
Mr.  Robbins  said. 

Another  view  is  that  expansion  of  present 
facilities  at  the  Memorial  Hospital  is  the 
most  expedient  manner  in  which  to  relieve  the 
increasingly  apparent  need  for  more  hospitaliza- 
tion space  in  Niagara  Falls,  P.  Godfrey  Savage, 
superintendent  at  Memorial  states. 

It  would  be  inadvisable,  Mr.  Savage  says,  to 
erect  a new  hospital  in  any  outlying  section 
because  of  the  added  cost  of  operation  such  a 
plan  would  entail. 

If  the  facilities  at  the  Memorial  Hospital  were 
expanded  through  the  erection  of  needed  patient 
space  on  existing  property  there,  the  new  structure 
could  be  heated  by  the  present  heating  plant, 
and  it  could  be  operated  under  the  same  direc- 
tion, he  pointed  out. 

Mr.  Savage  directed  attention  to  the  Strong 
Memorial  Hospital  in  Rochester,  where  this 
same  procedure  was  followed  more  than  fifteen 
years  ago. 


The  Westfield  Hospital  Association  is  raising 
funds  to  purchase  the  Skinner  estate  and  re- 
model it  for  a 26-bed  community  hospital. 


Construction  work  on  the  long  anticipated 
“Roslyn  Park  Medical  Center,”  will  be  started 
early  in  September,  Hubert  Tannenbaum,  archi- 
tect of  the  hospital,  announces. 

The  50-bed  institution  will  be  built  on  the 
6-acre  park  area  of  the  former  Benjamin  Rosen- 
baum estate  opposite  the  Roslyn  railroad  station. 

The  new  building  of  four  stories  will  include 
glass  block-walled  surgery  and  delivery  rooms; 
private  and  semiprivate  rooms;  x-ray  and 
therapy  rooms;  laboratory,  diet  kitchens,  two 
sun  decks,  and  roof  gardens  overlooking  the 
Hempstead  Harbor. 


With  the  first  of  the  new  state  hospital  build- 
ings at  Deer  Park  nearly  75  per  cent  completed, 
contractors  now  are  also  busily  engaged  on  three 
other  structures,  and  work  has  started  on  re- 
locating Commack  Road,  in  order  to  keep  traffic 
off  the  hospital  grounds.  Contracts  totaling 
[Continued  on  page  1888] 
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SCHOOLS  OF  REFINEMENT  WITH  HIGH  RATING  IN  EDUCATIONAL  AND  CULTURAL  ADVANTAGES 


CLINICAL  LABORATORY 
and  X-liAY  TECHNIC 

Thorough  Clinical  Laboratory  course  including 
Basal  Metabolism  9 months.  X-Ray  and  Electro 
cardiography  3 months.  Graduates  in  demand. 
Established  23  years. 

Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technology 

3422  E.  Lake  St.,  Minneapolis  , Minn. 


CAPABLE  ASSISTANTS 

Our  free  placement  service  will  be  glad  to  help  you  select  ex- 
actly the  right  assistant.  Paine  Hall  graduates  are  girls  of  character, 
intelligence,  appearance — thoroughly  qualified  to  assist  in  office 
and  laboratory,-  trained  in  haematology,  blood  chemistry,  urin- 
alysis, clinical  pathology,  medical  stenography,  bookkeeping. 
Address  inquiries  to  C.  R.  Porter,  Principal. 


Established 

1849 


lilnt'UaM. 


Licensed  by  the  State  of  New  York 


101  W.  31st  St. 

New  York 
BRyant  9-2831 


THE  X-RAY  HOSPITAL 

announces  classes  in 
X-RAY  DIAGNOSIS  • X-RAY  THERAPY 
and  RADIUM  THERAPY 

for  General  Practitioners 
PREPARATION  FOR  BOARD  EXAMINATIONS 

EVENING  AND  SUNDAY  CLASSES 

COURSES  START  JAN.  1ST,  APR.  1ST,  OCT.  1ST 

Phone  for  further  particulars 

• 

THE  X-RAY  HOSPITAL,  which  is  open  to  the  medical  profession, 
is  a General  Hospital  equipped  for  medical,  surgical  and  malignant 
cases.  Qualified  Radiologists  privileged  to  use  Hospital  equip- 
ment consisting  of  400,000-200,000  K.V.  X-ray  equipment,  Chaul 
Apparatus,  Radium,  etc. 

10  MT.  MORRIS  PARK  WEST,  NEW  YORK,  N.  V. 
Tel.:  BUT.  8-6988 


ONE  MINUTE 

MAY  SPELL  “PROFIT” 

SEE  PAGE  1889  for  "CLASSIFIED"  opportunities 
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Biological  & Pharmaceutical  Dietary  Foods 


Aminophyllin  (Dubin) 1798 

Belladenal  (Sandoz) 1808 

j Elixir  Bromaurate  (Gold) 1802 

I Hematinic  Plastules  (Bovinine) 1890 

j Hyclorite  (Bethlehem) 1804 

! Maxitate  (Strasenburgh) 1807 

Petrolagar  with  Cascara  (Petrolagar) 1814 

Phyllicin  (Bilhuber-Knoll) 1800 

Proliculin  (Loeser) 1802 

Pyridium  (Merck) 1797 

Racephedrine  (Upjohn) 1795 

Radon  Seeds  (Radium) 1805 

Vi-Syneral  (U.  S.  Vitamin) 1809 

Medical  & Surgical  Equipment 

I Orthopedic  Appliances  (Pomeroy) 1808 

I Orthopedic  Shoes  (Pediforme) 1805 

X-Ray  Apparatus  (General  Elec.  X-Ray) 1811 


Biolac  (Borden) 2nd  Cover 

Cerevim  (Lederle) 1806 

Gelatine  (Knox) 1803 

Karo  (Corn  Products) 1801 

Malted  Milk  (Horlick’s) 1812 

Pablum  (Mead  Johnson) 4th  Cover 

Similac  (M  & R Dietetic) 18K) 

S-M-A  (S.M.A.) 3rd  Cover 

Tomato  Juice  (Kemp’s) 1799 


Miscellaneous 


Brioschi  (Ceribelli) 1812 

Natural  Mineral  Waters  (Saratoga) 1813 

Wine  (Pleasant  Valley) 1804 

Whisky  (Johnnie  Walker) 1804 
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(dose  to  $7, 000, 000  are  now  in  the  works,  and 
between  400  and  600  men  are  employed.  When 
completed  the  hospital  will  accommodate  10,000 
patients,  says  the  Babylon  Eagle. 

The  construction  now  under  way  is  only  the 
beginning.  At  the  State  Department  of  Public 
Works,  Division  of  Engineering,  office  on  the 
grounds,  it  was  said  that  close  to  seventy  build- 
ings will  be  erected  before  the  hospital  unit  is 
complete.  These  buildings  will  include — besides 
the  reception  centers,  infirmary,  and  permanent 
patients’  structures — shops,  warehouses,  power- 
houses, and  doctors’  and  staff  residences. 

In  appearance  it  will  be  similar  to  the  nearby 
Pilgrim  State  Hospital  which  also  accommodates 
about  10,000  patients,  and  which  has  ninety 
buildings  scattered  over  a large  tract  of  land. 


An  addition  to  the  De  Graff  Memorial  Hos- 
pital in  North  Tonawanda,  to  provide  50  more 
beds,  is  contemplated,  and  it  is  hoped  a federal 
grant  of  $300,000  can  be  secured  toward  its 
construction. 


The  Shepard  Relief  Association  Hospital  at 
Montour  Falls  will  construct  a $20,000  addition. 


Federal  authorities  intend  to  start  providing 
hospitalization  facilities  for  war  veterans  at 
Saratoga  Springs  with  a single  unit,  rather  than 
construction  of  an  extensive  plant,  according  to 
a letter  received  by  Congressman  E.  Harold 
Cluett  of  the  Twenty-ninth  District  from  Gen- 
eral Frank  Hines,  chief  of  the  Administration  of 
Veterans’  Affairs. 


The  Cortland  County  Hospital  has  added  two 
new  maternity  delivery  rooms  at  a cost  of  over 
$7,000. 

• . 

The  Staten  Island  Hospital  has  opened  a new 
admitting  ward  for  children  under  12  to  avoid 
infection,  at  a cost  of  $3,000.  During  a twenty- 
four-hour  stay  in  the  admitting  ward,  the  chil- 
dren will  be  under  observation  for  contagion  and, 
in  case  of  infection,  will  be  segregated. 


A general  hospital  for  Schoharie  County  is 
urged  by  Dr.  R.  D.  Champlin,  district  health 
officer. 


CANCER  EDUCATION  HELD  INADEQUATE 

Dr.  James  Ewing,  consulting  pathologist  at 
Memorial  Hospital  for  the  Treatment  of  Cancer 
and  Allied  Diseases  and  dean  of  American  path- 
ologists, criticized  on  March  29  the  present  status 
of  cancer  education  in  American  medical  schools 
and  urged  its  improvement.  He  made  his  state- 
ments in  an  address  at  the  annual  meeting  of  the 
board  of  directors  of  the  American  Society  for 
the  Control  of  Cancer  in  the  Harvard  Club  in 
New  York  City. 

According  to  Dr.  Ewing,  a recent  survey 
made  by  Dr.  Samuel  Binkley,  assistant  managing 
director  of  the  society,  “reveals  that  the  medi- 
cal schools  are  generally  lacking  in  well-organized 
plans  for  such  education  of  students.” 

Conceding  that  cancer  education  in  the  last  ten 
years  has  shown  “really  remarkable  advances 
which  have  developed  along  sound  lines  and 
have  brought  permanent  results  of  great  value  to 
the  cancer  patient,”  Dr.  Ewing  nevertheless 
emphasized  the  following  summary  of  Dr. 
Binkley’s  survey: 

“Of  sixty-eight  questionnaires  sent  to  Class  A 
medical  schools  there  were  thirty-nine  re- 
plies. In  all  these  schools  the  teaching  of 
cancer,  aside  from  pathology,  was  scattered 
through  the  years  in  the  separate  departments. 
Thirty-four  schools  held  cancer  diagnostic  and 
treatment  clinics.  Attendance  at  these  clinics 
was  elective  in  43  per  cent;  required,  38  per  cent; 
and  students  were  unable  to  attend  because  of 
no  clinic  in  18  per  cent. 


Two  schools  had  a chair  of  oncology.  A dis- 
tinct coordinated  course  of  clinical  lectures  and 
demonstrations  on  cancer,  exclusive  of  lectures 
in  pathology,  radiology,  and  surgery,  was  given 
in  eleven  schools.  Twenty-eight  schools  felt 
that  their  students  were  qualified  to  diagnose 
cancer  in  its  early  stages,  while  eleven  schools 
declined  to  make  this  claim.  The  subject  of 
cancer  should  receive  consideration  in  the  State 
Board  examinations  in  the  opinion  of  fifteen 
schools,  while  seven  thought  not. 

“A  review  of  this  report  seems  to  justify  the 
statement  that  the  teaching  of  cancer  to  under- 
graduate students  takes  its  chances  with  the 
interest  or  neglect  of  the  heads  of  departments. 
This  state  of  affairs  is  not  inconsistent  with  a 
high  standard  of  work  in  individual  cases,  but  it 
offers  no  assurance  that  the  subject  is  adequately 
covered  in  its  essential  phases.” 

Dr.  Ewing  urged  that  one-third  of  a course  of 
480  hours  under  the  Department  of  Pathology 
in  each  medical  school  be  devoted  to  instruc- 
tion in  the  principles  of  neoplastic  (cancer) 
diseases.  The  teaching  of  cancer  diagnosis  and 
treatment,  he  added,  is  the  responsibility  of  de- 
partments of  surgery  and  should  include  demon- 
strations of  technical  surgery  and  also  of  “the 
results  of  treatment  pursued  to  the  return  clinic 
or  the  autopsy.”  He  said  that  radiology  “still 
remains  the  step-child  in  the  university  medical 
school”  and  asked  surgeons  to  see  that  it  is  kept 
abreast  of  the  times. 
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USED  EQUIPMENT  FOR  SALE  & RENT 


Largest  selection  used  physicians  equipment  short  wave  machine 
lamps  and  instruments — Sklar  Rotary.  Fox  Physicians  Equip- 
ment Exchange,  990  Broadway,  Brooklyn,  Glenmore  2-2350. 


TRAVEL  MEDICINE 

“There  is  something  intensely  romantic,  something 
that  carries  most  of  us  back  to  our  childhood,  about  a 
train  whistling  in  the  night.  There  is  an  invitation  and 
a command  in  its  clarion  call  breaking  quick  and  sharp 
and  suddenly  on  the  still  air,  suspended  there  for  a mo- 
! ment,  then  eddying  away  to  spend  itself  against  distant 
mountains  like  the  surf  against  a stubborn  shore. 

“It  is  an  invitation  to  action,  a promise  of  discovery, 
and  it  will  never  lose  its  grip  on  the  imagination  of  men.” 

That’s  the  invitation  of  one  of  our  great  railroads  to 
shed  a few  miles  from  the  home  anchorage  and  to  ease 
up  on  the  strain  of  everyday  work  with  a trip  to  Western 
wonders.  Wonders  of  geology  and  geography  and  his- 
tory. Wonders  contemporary  and  man-made.  The 
tallest  mountains,  the  deepest  lakes,  biggest  trees,  high- 
est waterfalls,  greatest  bridges,  lovliest  beaches  in 
America  are  a part  of  the  west. 

Out  there  is  Mt.  Shasta  and  Mt.  Whitney,  Donner 
Summit  in  the  High  Sierra,  Crater  Lake  and  Lake 
Tahoe  . . . the  California  Redwoods,  old  beyond  recorded 
time  . . . cities  large  and  small,  romantic  and  historic 
New  Orleans,  San  Antonio,  Los  Angeles,  San  Francisco, 
Reno,  Portland  . . . National  Parks,  Yosemite,  Sequoia, 
Carlsbad  Caverns  . . . man-made  wonders  like  the  San 
Francisco  bridges,  the  mighty  Shasta  Dam  in  the  making 
and  too  many  other  sights  to  mention. 

When  you  get  tired  of  looking  at  man-made  canyons 
in  the  East  . . . the  great  canyons  of  the  West  will  be  a 
tonic. 

The  automobile  may  take  you  anywhere,  but  it  is 
still  the  old  iron  horse  that  whisks  you  swiftly  and 
comfortably  and  safest  over  thousands  of  miles  to  new 
and  restful  vistas. 


SUPERIOR  PERSONNEL 

Assistants  and  executives  in  all  fields  of  medicine— young 
physicians,  department  heads,  nurses,  staff  personnel,  secre- 
taries, anaesthetists,  dietitians  and  technicians. 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


SANITARIUM  FOR  SALE 


Sanitarium  established  18  years  specializing  in  dietetics  for 
those  taking  the  Saratoga  Springs  Rest  Cure.  Clientele  primarily 
obtained  through  medical  recommendations.  Basic  rates  $35.00- 
$50.00  weekly.  Twenty  guests  comfortably  accommodated. 

M.  L.  Halligan,  R.N.  “Viasana”  Saratoga  Springs 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


FOR  RENT 


Excellent  apartment  for  physician,  50-60  West  Tremont  Avenue, 
5-room  first  floor  apartment  in  populous  section  of  West  Bronx. 
Light  outside  rooms  all  off  foyer,  95  family  building,  reason- 
able rental.  Phone  Wadsworth  7-5561. 


PRINTING 


Book  Printing,  reasonable  prices.  Special  attention  to  private 
editions;  expert  medical  editing,  revision.  Box  1600,  N.  Y.  State 
Jr.  Med. 


OFFICE  TO  SHARE 


Office  to  share  with  Dentist.  Prominent  corner  on  Eastern 
Parkway,  Brooklyn,  very  low  rental  of  $25.00.  Box  1032,  N.  Y . 
S.  Jr.  Med. 


WANTED— PRACTICE 


WANTED — to  buy  established  general  practice  in  small  town  of 
New  York  State.  Box  1500,  N.  Y.  State  Jr.  Med. 


FOR  SALE 


ESTATE  25  acres,  12-room  house,  2 baths,  oil  burner,  out- 
buildings, easily  convertible,  excellent  condition,  city  gas,  water, 
and  electricity — 24  miles  New  York,  buses  every  half  hour,  train 
service.  Suitable  Milk  Farm  — Sanatorium.  Price  $25,000. 
Inquire  B.  Plitt,  Spring  Valley,  N.  Y. 


It  is  the  physician's  duty,  when  the  occasion  requires,  to  recommend  a Funeral  Director  who  is 
ethical — yet  reasonable  in  price.  You  may  have  full  confidence  in  our  service. 

Long  Island  RIVERSIDE  MEMORIAL  CHAPEL  Westchester  County 

Far  Rockaway  7-7100  76th  St.  & Amsterdam  Ave.,  N.  Y.  Hillcrest  3535 

Endicott  2-6600 
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Hematinic  Plastules*  are  effective  in  small  doses  because 
they  provide  a soluble  ferrous  iron,  readily  available  for 
conversion  into  hemoglobin.  Hematinic  Plastules  Plain,  one  three  times 
daily,  is  the  suggested  dose  for  the  treatment  of  iron  deficiency  and 
secondary  anemias. 

The  effective  minimal  dosage  of  Hematinic  Plastules  makes  this 
modern  iron  therapy  easy  to  take,  economical  to  use. 


When  you  think  of  iron — 

HEMATINIC  PLASTULES  PLAIN 

Suggested  dosage— 1 T.  I.  D.  after  meals, 
or 

HEMATINIC  PLASTULES  with  LIVER  CONCENTRATE 

Suggested  dosage  — 2 T.  I.  D.  after  meals. 

BOTTLES  OF  50  AND  100 
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BETSY  ROSS  HOUSE  on  Arch  Street  in  Philadelphia.  It 
was  in  this  house  the  first  flag  of  the  United  States  was 
conceived  and  sewn  in  1777.  The  building  is  still  standing. 


REG.  U.  S.  PAT.  OFF. 


WYETH’S  BEEF  LIVER  WITH  IRON 


Bepron  is  indicated  in  the  treatment  of  the  nutri- 
tional anemias.  Bepron  is  a palatable,  complete 
preparation  which  contains  all  the  desirable  soluble 
constituents  of  fresh  whole  beef  liver  as  well  as  added 
soluble  ferrous  iron. 


Supplied  in  8-oz.  and  pint  bottles. 
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Brilliant  research  has  shown  that  sixteen  or  more  dis- 
tinct B Complex  vitamins  are  essential  to  man  or  animal. 


Trade  Mark 


THE  WHOLE  NATURAL  VITAMIN  B COMPLEX 


BEZON  contains  all  of  the  identified  and 
unidentified  factors.  It  is  so  concentrated 
that  one  capsule  furnishes  the  daily  re- 
quirements of  thiamine  and  riboflavin,  to- 
gether with  all  of  the  other  B Complex 
vitamins.  It  is  not  to  be  confused  with  the 
mixtures  containing  only  the  few  factors 
which  have  been  synthetically  prepared. 


Numerous  investigators  have  proved  that 
concentrated  whole  natural  Vitamin  B 
Complex  is  far  more  effective  than  any 
combination  of  the  synthetic  components. 
BEZON  is  available  in  bottles  of  30  cap- 
sules— a month’s  supply. 

Products  of  Nutrition  Research  Laboratories  are 
promoted  only  through  the  medical  profession. 


I 

j NUTRITION  RESEARCH  LABORATORIES 

4210  Peterson  Avenue,  Chicago,  Illinois  DePt.  ny  10-41 

Gentlemen:  Please  send  me  a professional  sample  of  Bezon. 


Dr Address 

City . State . . 
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FOR  SAFE  ANTISEPSIS  PLUS  DECONGESTION 


IT  HAS  BEEN  pointed  out  by  many  authors  that 
the  "ciliary  sweep”  plays  an  important  role  in 
throwing  off  upper  respiratory  infections.  Thus 
a mucous  membrane  antiseptic  which  injures 
the  cilia  is  defeating  its  own  end.  ARGYROL  pro- 
duces no  ciliary  injury.  This  is  one  reason  why, 
in  over  40  years  of  world-wide  use,  ARGYROL 
has  established  a remarkable  record  of  effective- 
ness and  safety  in  ridding  the  mucous  membranes 
of  infection.  Other  important  reasons  are: 

No  Systemic  Toxicity:  No  case  of  systemic 
toxicity  due  to  ARGYROL  has  ever  been  noted— 
and  this  despite  the  fact  that  it  has  been  instilled 
into  cavities  as  the  sinuses,  the  bladder,  and  the 
renal  pelvis  where  it  might  be  unsafe  to  employ 
some  of  the  toxic  metal  solutions. 

Decongestion  Without  Vasoconstriction: 

The  continued  use  of  vasoconstrictors  may  lead 


to  sogginess  and  loss  of  tissue  resiliency.  ARGY- 
ROL lessens  turgescence  but  induces  no  powerful 
artificial  vasoconstriction. 

Unique  Physical  Properties:  argyrol  is 
more  than  just  a simple  chemical  germ-killer. 
It  is  pus-dislodging,  soothing,  and  inflammation- 
dispelling. By  stimulating  the  mucous  cells  it 
effects  a "physiological  washing  of  the  mucous 
surface.” 

Controlled  pH  and  pAg  — Ultra-Fine  Col- 
loidal Dispersion.  The  hydrogen  ion  and  sil- 
ver ion  concentrations  of  ARGYROL  are  so  regu- 
lated that  solutions  of  any  strength  from  1 % to 
50%  are  equally  bland  and  non-irritating.  This 
is  not  true  of  other  mild  silver  proteins.  In 
addition,  genuine  ARGYROL  has  a much  finer 
colloidal  dispersion  and  a more  active  Brownian 
movement. 


A.  C.  BARNES  COMPANY,  NEW  BRUNSWICK,  N.  J. 

ANTISEPTIC  EFFICIENCY  PLUS 

1.  SOOTHING  AND  INFLAMMATION -DISPELLING  PROPERTIES 

2.  NO  CILIARY  INJURY— NO  TISSUE  IRRITATION 

3.  NO  SYSTEMIC  TOXICITY 

4.  NO  PULMONARY  COMPLICATIONS 

5.  DECONGESTION  WITHOUT  VASOCONSTRICTION 

SPECIFY  THE  ORIGINAL  ARGYROL  PACKAGE 
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When  the  Cast  is  Removed . . . 


★ During  the  weeks  or  months  of  immobilization  within  a 
cast,  the  skin  of  the  involved  part  undergoes  certain  unpre- 
ventable  changes.  Accumulation  of  perspiration  and  reten- 
tion of  superficial  epithelium  produce  cutaneous  maceration. 
Pruritus  usually  develops  shortly  after  the  application  of  a 
cast  and  increases  in  severity  with  each  week.  When  the  cast  is 
removed,  the  patient  is  possessed  of  an  almost  uncontrollable 
desire  to  scratch.  The  traumatic  consequences  of  scratching 
may  prove  serious,  since  infection  may  easily  develop  in  the 
macerated  tissue.  This  pruritic  torment  which  most  patients 
experience  upon  cast  removal  can  be  stopped  immediately 
with  Calmitol  Ointment.  Applied  generously  to  the  cleansed 
skin,  it  promptly  allays  the  impulse  to  scratch  and  controls 
subjective  discomfort  for  prolonged  periods.  Calmitol  also 
finds  valuable  application  in  the  treatment  of  other  pruritic 
affections,  such  as  eczema,  urticaria,  ringworm,  intertrigo, 
food  and  drug  rashes,  and  contact  dermatites. 

eft 

1 0 1 West  3 1 st  Street  New  York,  N.  Y. 


Because  of  its  contained  ingredients  (chlor-iodo-camphoric 
aldehyde,  levo-hyoscine  oleinate,  and  menthol  in  an  alcohol- 
chloroform-ether  vehicle),  Calmitol  Ointment  blocks  the 
further  transmission  of  offending  impulses,  exerts  a mild  anti- 
septic action,  contributes  to  resolution  by  local  hyperemia.  In 
obstinately  severe  pruritus,  Calmitol  Liquid  is  recommended 
prior  to  application  of  Calmitol  Ointment,  except  on  sensitive 
areas  or  denuded  surfaces. 


CALMITOL 

THE  DEPENDABLE  A N T I - P R U R I T I C 
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Are  you  familiar  with  this  new 
FOUR-ACTION  vaginal  therapy? 


WRITE  FOR  BOOKLET  DESCRIBING 
NEW  BETANAL  THERAPY 


This  descriptive  booklet  fully  ex- 
plains how  the  4-point  action  of 
Betanal  is  effective  in  helping  to 
restore  natural  vaginal  defenses 
and  promote  healing.  It  also  dis- 
cusses the  specific  indications  for 
prescribing  Betanal,  the  method  of 
use,  and  the  clinical  advantages  in 
gynecological  therapy. 

FOR  YOUR  COPY  of  this  booklet 
and  sample  of  Betanal  write  The 
Borden  Company,  350  Madison 
Avenue,  New  York,  N.  Y. 


Betanal  vaginal  capsules  embody! 
therapeutic  principles  of  proven  efficacy  in 
the  treatment  of  many  leukorrheal  disor-| 
ders,  including  trichomoniasis,  senile  vagi- 1 
nitis,  certain  types  of  cervicitis,  and  cervical 
erosions. 


The  prompt  efficacy  of  Betanal  in  vagi-] 
nal  therapy  is  due  to  its  four-fold  action : 


1 . Betanal  promotes  growth  of  normal  flora. 

2.  Betanal  aids  in  restoring  normal  acidity. 

3.  Betanal  helps  maintain  epithelial  carbo- 
hydrate. 

4.  Betanal  acts  to  dry  vaginal  walls  and  pro- 
mote healing. 


Betanal  is  convenient  to  use,  contains  no  strong 
chemicals,  is  stainless,  odorless,  and  non-irritat- 
ing. Each  capsule  contains  220  gr.  Borden’s  Beta 
Lactose  and  55  gr.  boric  acid. 


Betanal  is  available  at  any  phar- 
macy in  packages  of  ten  capsules. 


BETANAL  VAGINAL  CAPSULES 


A BORDEN  PRESCRIPTION  PRODUCT 
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(DUE  TO  NEISSERIA  GONORRHEAE) 
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ilver  Picrate, 
Wyeth,  has  a convincing  record  of 
effectiveness  as  a local  treatment  for 
acute  anterior  urethritis  caused  by 
Neisseria  gonorrheae.1  An  aqueous 
solution  (0.5  percent)  of  silver  pic- 
rate or  water-soluble  jelly  (0.5  per- 
cent) are  employed  in  the  treatment. 


Acomplete  techniqueof  treatment  and  literature  will  besentupon  request 


♦Silver  Picrate  is  a definite  crystalline  compound  of  silver  and  picric  acid. 
It  is  available  in  the  form  of  crystals  and  soluble  trituration  for  the  prepara- 
tion of  solutions,  suppositories,  water-soluble  jelly,  and  powder  for  vaginal 
insufflation. 


1.  Knight,  F.,  and  Shelanski, 
H.  A.,  ’'Treatment  of  Acute  Ante- 
rior Urethritis  with  Silver  Picrate,” 
Am.  J.  Syph.,  Gon.  & Ven.  Dis., 
23,  201  (March),  1939. 


JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA 
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ESTROGENIC  SUBSTANCE 
EFFECTIVE  ORALLY 


HOW  SUPPLIED 

Tablets,  0.1  mg.,  0.5  mg.  and 
1 mg.,  in  bottles  of  50,  250  and 


WINTHROP 


(Dl  ETHYLSTI LBESTROL ') 


CRYSTALUNi  SYNTH 


The  new  synthetic  estrogen,  Stilbestrol,  now 
made  generally  available  for  the  first  time, 
has  proved  effective  when  given  by  mouth 
as  well  as  by  injection.  A long  awaited  ad- 
vancement is  thus  realized  in  an  important 
field  of  hormone  therapy.  Moreover,  Stil- 
bestrol  is  much  more  economical  to  use  than 
synthetic  natural  estrogens  or  extracts  from 
animal  sources. 


INDICATIONS:  Stilbestrol  is  indicated  wherever  an 
estrogenic  effect  is  desired.  It  has  been  found  of  par- 
ticular value  in  relieving  the  symptoms  of  the  meno- 
pause, in  senile  vaginitis,  and  in  gonorrheal  vaginitis 
in  children.  It  will  relieve  or  prevent  painful  engorge- 
ment of  the  breasts  during  suppression  of  lactation. 


1000. 

Suppositories,  0.1  mg.  and  0.5 
mg.,  in  boxes  of  5 supposi- 
tories. 


Doctor:  Watch  your  mail  for  Winthrop's  booklet  giving  the  essential 
details  regarding  this  new  therapeutic  agent:  Chemical  and  phar- 
macologic data,  review  of  clinical  reports,  discussion  of  contraindi- 
cations, side  effects,  methods  of  administration  and  dosage  table. 


Ampules  (Stilbestrol  in  Oil), 
0.5  mg.  in  1 cc.,  and  1 mg.  in 
1 cc.,  each  in  boxes  of  5 and 
25  ampules. 


*The  Council  on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association  has  recently  adopted  the  name  ''Diethylstilbestrol”  as  the 
common  nonproprietary  designation. 


WINTHROP  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit  for  the  physician 

NEW  YORK,  N.  Y.  WINDSOR,  ONT. 


8I9M 
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WHAT 
HAPPENS 
WHEN 
SMOKERS 
INHALE ? 

( and  all  smokers  do — some  of  the  time) 


When  smokers  inhale,  naturally  exposure  to  irritation  increases. 
In  recognized  laboratory  test*,  the  irritant  quality  of  the  smoke  of  the  four 
other  leading  brands  averaged  more  than  three  times  that  of  the  strikingly 
contrasted  Philip  Morris . 

Further — the  irritant  effect  of  such  cigarettes  was  observed  to 
last  more  than  5 times  as  long*. 

The  more  smokers  inhale,  the  more  important  for  them  to 
change  to  Philip  Morris. 


PHILIP 

MORRIS 

PHILIP  MORRIS  & COMPANY,  LTD.,  INC., 
119  FIFTH  AVENUE,  NEW  YORK 

*Facts  from:  Proc.  Soc.  Exp.  Biol.  & Med.,  1934,  32,241 
N.  Y.  State  Jour.  Med.,  Vol.  35,  No.  11,590  Arch. 
Otolaryngology,  Mar.  1936.  Vol.  23,  No.  3,306 
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Optimum  Nutrition 


With  the  spotlight  of  national  -defense 
focused  on  improving  the  general  health 
of  our  population,  the  problem  of  pro- 
moting a state  of  optimum  nutrition  in 
his  patients  becomes  the  concern  of  every 
physician.  Ample  clinical  evidence  attests 
that  buoyant  health,  maximum  possible 
growth,  and  resistance  to  disease  are 
directly  related  to  the  nutritional  state. 

With  its  wealth  of  essential  nutrients 
— not  only  vitamins  and  minerals  but 
also  biologically  adequate  protein,  highly 
emulsified  fat,  and  readily  utilized  carbo- 
hydrate— New  Improved  Oval  tine  will 
play  an  important  role  in  achieving  and 
maintaining  optimum  nutrition. 

Since  it  is  more  easily  digested  than 


milk  alone,  it  may  be  given  as  often  as 
considered  necessary.  Adults  as  well  as 
children  enjoy  its  palatable  taste,  and 
drink  it  with  relish. 


The  recommended  three  daily  servings  of 
New  Improved  Ovaltine,  made  according 
to  directions,  each  with  8 oz.  of  milk,* 
provide: 

PROTEIN  30.00  Gm. 

CARBOHYDRATE  ....  66.00  Gm. 

FAT  (well  emulsified)  . . 31.95  Gm. 

CALCIUM 1.05  Gm. 

PHOSPHORUS 0.903  Gm. 

IRON 11.9  mg. 

COPPER 0.75  mg. 

VITAMIN  A 2953  I.  U. 

VITAMIN  D 432  I.  U. 

VITAMIN  Bi 302  1.  U. 

VITAMIN  G . . 511  Sherman-Bourquin  units 

PANTOTHENIC  ACID  . . . 8.90  mg. 

PYRIDOXIN 0.21  mg.t 

* Based  on  average  reported  values  for  milk 
t Provided  by  the  dry  Ovaltine  itself 


NEW  IMPROVED  f 

2 KINDS  — PLAIN  AND  CHOCOLATE  FLAVORED 
Ovaltine  now  comes  in  2 forms — plain,  and  sweet  chocolate  flavored. 
Serving  for  serving,  they  are  virtually  identical  in  nutritional  value. 

• • • 

Physicians  are  invited  to  send  for  individual  servings  of  New  Improved 
Ovaltine.  The  Wander  Company,  360  North  Michigan  Avenue,  Chicago,  Illinois. 
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THESE  SiHES,  THESE  TEARS. . . 

HATE  HELPED  MAEE  MODERN  MEDICAL  DISTORT 


One  of  a series  of  advertisements 
commemorating  three-quarters  of  a 
century  of  progress  and  achievement 


Parke,  Davis  & Company 

PIONEERS  IN  RESEARCH 
ON  MEDICINAL  PRODUCTS 
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THE  CENTRAL  LOCATION  OF 


MACY’S  PRESCRIPTION  DEPARTMENT 


makes  it  easy  to  reach  from  almost  any  point  in  greater  New  York , 
We  deliver  to  you  or  your  patients  in  Manhattan,  south  of  125th 
Street,  the  same  day,  if  requested. 

The  care  with  which  our  qualified  pharmacists  fill,  and  double - 
check,  each  prescription,  plus  the  use  of  the  latest  scientific  equip- 
ment, is  your  assurance  of  the  greatest  accuracy  in  the  compounding 
of  every  prescription. 


Mac y’s  Prescription  Department — Street  Floor 


EASTMAN-RADIANT 
ENERGY  LAMP 

DEEP 

PENETRATION 
EQUAL  TO 
MILD 

DIATHERMIA 

The  irritating  and  use- 
less not  so  penetrating 
rays  are  filtered  out. 

APPLICABLE 
WHEREVER  HEAT 
IS  NEEDED 

Sold  exclusively  to  the 
MEDICAL  PROFESSIONS, 

HOSPITALS  AND  SANI- 
TARIUMS. 

Inquire  of  your  Medi- 
cal Supply  House  or  write 
direct  to  us. 

A new  filtered  Infra-red  Ray — the  first  and  only  95% 
infra-red  ray  lamp  produced  between  5,000  and  27,000 
Angstroms.  Used  at  a distance  of  30  in.  from  the  field  of 
application  does  not  burn,  blister  or  discolor.  Treat  as 
long  as  four  hours. 

SUM  PRODUCTS  COMPANY 

14408  Grand  River  Ave.  Detroit,  Michigan 
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"Smoothage”  is  a successful  form  of  therapy  in  constipation.  It  depends 
upon  definite  physiologic  principles  for  success,  which  are  obtainable 

in  Metamucii-2: 


1.  SOFTENING 


— Normal  evacuation  demands  a soft  colonic  content. 
Metamucil-2  softens  and  keeps  soft  the  fecal  residue. 


2.  ENLARGEMENT  — The  physiologic  stimulus  to  peristalsis  is  bland  dis- 
tention. Metamucil-2,  with  adequate  liquids,  provides 
the  quantity  of  soft  bulk  necessary  for  easy  evacuation. 


3.  PROTECTION 


— The  avoidance  of  irritation  is  desirable  for  corrective 
bowel  hygiene.  Metamucil-2  is  free  from  roughage 
and  chemical  laxatives,  and  forms  a demulcent,  protec- 
tive coating. 


THE  GREEN  LABEL 


Metamucil-2  is  supplied  in  1 lb.,  8 oz.  and  4 oz.  containers. 


<Z§f  <Z Seurdes 

Ethical  Pharmaceuticals  Since  1888 

CHICAGO 

New  York  • Kansas  City 


San  Francisco 


Metamucil-2,  the  new  product,  is  distin- 
guished by  a green  label.  While  the  thera- 
peutic principle  is  the  same  as  that  contained 
in  Metamucil,  the  base  used  in  Metamucil-2 
affords  amore  palatable  product  which  mixes 
instantly— a great  convenience  to  the  patient. 

To  insure  the  patient’s  obtaining  this  new 
product  on  prescription,  the  physician 
should  specify  not  only  "Metamucil-2” 
but  "Green  Label." 
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INTERMITTENT  CLAUDICATION 
THROMBO-ANGIITIS 
OBLITERANS 
RAYNAUD/S  DISEASE 

$ 

CcUnacfam 

Biologically  Tested 
Diaphragmatic  Muscle  Extract 

Carnacton  supplies  certain  factors  to  the  or- 
ganism. These  (1)  reduce  blood  pressure  through 
a depressor  action,  (2)  exert  a prompt  and  forceful 
vasodilating  effect,  (3)  raise  the  threshold  of  excita- 
bility in  the  centers  of  the  vegetative  nervous 
system. 

These  biochemical  activities  endow  Carnacton 
with  marked  usefulness  in  peripheral  vascular 
disease,  particularly  of  the  extremities. 

Carnacton  is  especially  valuable  for  moderating 
the  symptoms  of  intermittent  claudication,  im- 
proving locomotion  and  alleviating  rest  pain. 
Carnacton  also  serves  effectively  in  the  control  of 
Raynaud's  Disease,  angina  pectoris,  arterio- 
sclerosis, cardiac  dyspnea,  cardiac  asthma. 
Write  Dept.  6 for  literature., 

and  2 cc.  ampuls — boxes  of  12  and  50. 

Vials  of  30  cc.  and  50  cc.  for  oral  use. 

CAVENDISH  PHARMACEUTICAL  CORP. 

25  West  Broadway  New  York 


DERATOL  (Brewer) 

Each  3 minim  capsule  contains  50,000  U.S.P. 
units  of  Vitamin  D obtained  from  activated 
Ergosterol  (Hebo  process)  in  a pure  vegetable  oil. 
Indicated  in  Vitamin  D deficiencies. 

Sig:  1 or  2 capsules  a day  for  4 days.  Then  in- 
crease dosage  by  1 capsule  per  day  every  4 days 
until  maximum  tolerance  of  patient  is  reached. 
Available  in  bottles  of  50, 100,  or  1,000  capsules. 
$4.50  per  100  capsules  on  prescription. 

Sample  and  literature  on  request. 

Pharmaceutical  chemists  since  1852 

BREWER  AND  COMPANY,  INC. 

WORCESTER,  MASS. 


GIVE  THE  DOCTOR 
A BREAK 

The  Low-Down  on  Group  Practice 
and  “Sickroom  Charm” 
by 

Floyd  Burrows,  M.D. 

Single  Copies  10  cents 
(Special  Prices  in  Quantities) 


“Money,  Money  for  everything,  but  no 
dollars  for  doctors!” 


PUBLIC  RELATIONS  BUREAU 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

292  Madison  Avenue 
New  York,  N.  Y. 
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Ccduoiliate 

(Charcoal  Adsorbate  of  Adrenal  Cortex— Schieffelin) 

TABLETS 

Orally  Potent 
Adrenal  Cortex  Therapy 


TWO  POTENCIES: 
V2  Oral  Rat  Unit 
1 Oral  Rat  Unit 

Patients  requiring  adrenal  cor- 
tex therapy  usually  benefit 
from  the  administration  of 
Cortisorbate  Tablets.  The 
oral  potency  of  the  tablets  is 
established  by  an  oral  assay 
which  demonstrates  their  abil- 
ity to  maintain  life  in  com- 
pletely adrenalectomized  lab- 
oratory animals. 

Chronic  asthenia  with  low 
blood  pressure  of  cortical  ori- 
gin and  general  weakness  fol- 
lowing infectious  states  are 
typical  indications  for  Corti- 
sorbate therapy.  The  tablets 
have  also  proved  helpful  in 
alleviating  the  severe  symp- 
toms of  surgical  shock  when  „ 
administered  ten  days  to  two 
weeks  preopera tively. 

% O.R.U.  pkgs.  of  20,  40  and 

100.  

1 O.R.U.  pkgs.  of  20  and  100. 


Literature  on  Request 


INDEX  TO  ADVERTISERS  AND 
ADVERTISED  PRODUCTS 

Biological  & Pharmaceutical 


Argyrol  (Barnes) 1895 

Auralgan  (Doho) 1907 1 

Bepron  (Wyeth) 1891 1 

Betanal  (Borden) 1898 

Bezon  (Nutrition) 1893 

Calmitol  (Leeming) 1897 

Carnacton  (Cavendish) 1907 

Cortisorbate  (Schieffelin) 1908 

Cot-Tar  (Doak) 1905 

Deratol  (Brewer) 1907 

Dilantin  Sodium  (Parke,  Davis) 1904 

Diurbital  (Grant) 2nd  Cover 

Elixir  Bromaurate  (Gold) 1984 

Ertron  (Nutrition) 1909 

Ipral  (Squibb) 1979 

Koromex  (Holland-Rantos) 1901 

R.  H.  Macy  & Co 1905 

Metamucil-2  (Searle) 1906 

Ortho-Gynol  (Ortho  Products) 1986 

Proliculin  (Loeser) 1984 

Silver  Picrate  (Wyeth) 1899 

Stilbestrol  (Winthrop) 1900 

Vitamins  (Lilly) 1910 

Zemmer  Company 1985 

Dietary  Foods 

Canned  Foods  (American  Can) 1977  ■ 

Ovaltine  (Wander) 1903 

Pablum  (Mead  Johnson) 4th  Cover 

Medical  and  Surgical  Equipment 

Pediforme  Shoe  Co 1896 

Ritter  Equipment  Co 1907 

Sum  Products  Co. 1905 

Miscellaneous 

I 

Cigarettes  (P.  Morris) 1902 

Harry  F.  Wanvig 1894 

Whiskey  (Carstairs) 3rd  Cover 
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THIKC  IS  NO  StttSTITUU  FOR 

ERTRON 

Reg.  U.  S.  Pal.  Off. 


Only  with  this  product  can  you  Ertronize  your  patients 
in  the  treatment  of  arthritis. 


All  the  clinical  publications  which  have  led  to  the 
extensive  and  successful  use  of  this  form  of  therapy  in 
arthritis  have  referred  to  high  potency,  activated,  va- 
porized sterol  (Whittier  Process).  Ertron  is  the  only 
product  which  meets  these  requirements.  It  is  effective 
and  non- toxic. 

The  brilliant  clinical  record  * of  Ertron  extends  over 
a period  of  six  years.  During  this  time  thousands  of  pa- 
tients in  private  practice,  in  addition  to  the  hundreds 
of  cases  that  have  been  reported  in  the  literature,  have 
benefited  from  Ertron.  bibliography  on  request 

Ertron  is  available  in  bottles  of  50  and  100  capsules. 

Products  of  Nutrition  Research  Laboratories  are 
promoted  only  through  the  medical  profession. 


NUTRITION  RESEARCH  LABORATORIES 


4210  PETERSON  AVENUE  • CHICAGO,  ILLINOIS 
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^ ' ricks , travertine  marble , and 
apparatus  cannot  solve  problems  or 
make  discoveries  but  may  be  tremen- 
dously useful  at  the  command  of 
knowledge  and  skill.” 


VITAMINS  FOR  CHILDREN 


‘Homicebrin’  (Homogenized  Vitamins  A,  Bi,  B2,  C,  and  D, 
Lilly)  is  a remarkable  multiple  vitamin  preparation  designed 
especially  for  pediatric  practice.  The  water-soluble  and  fat- 
soluble  vitamin  substances  in  ‘Homicebrin’  are  finely  divided 
and  suspended  in  a base  which  permits  mixture  with  milk  for- 
mulas, water,  fruit  juices,  or  food. 

Daily  administration  of  small  amounts  will  prevent  develop- 
ment of  deficiencies  due  to  lack  of  vitamins  A,  Bi,  B2,  C,  and  D. 


ELI  LILLY  AND  COMPANY 

Principal  Offices  and  Laboratories , Indianapolis , Indiana , U . S.  A. 
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Editorial 

Medical  Education  and  National  Defense 


The  forty-first  annual  presentation  of 
educational  data  by  the  Council  on  Medi- 
cal Education  and  Hospitals  of  the 
A.M.A.,  as  reported  in  the  J.A.M.A. 
for  August  30,  1941,  is  encouraging  with 
respect  to  the  foresight  shown  by  most 
of  the  medical  schools  during  the  last 
year  in  preparing  to  meet  increased  de- 
mands for  medical  personnel. 

The  report  points  out  that  formal  ac- 
tion by  the  Council  on  the  question  of  in- 
creasing the  enrollment  of  medical  stu- 
dents or  accelerating  the  output  of  gradu- 
ates of  medical  schools  has  not  been  taken 
because  of  the  absence  of  any  definite  in- 
formation from  the  War  Department  as 
to  the  necessity  for  such  moves.  How- 
ever, forty-four  medical  schools  have  in- 
creased the  enrollment  of  the  1941  en- 
tering class  by  a total  of  329  students. 
Eleven  schools  have  made  it  possible  for 
students  to  anticipate,  during  the  current 
summer,  a part  of  the  required  work  of 
the  fourth  year  and  in  three  of  these 
schools  the  program  is  required.  Classes 
will  be  graduated  in  February  or  March 
by  eight  schools.  Three  schools  will 
allow  seniors  to  finish  their  work  two 
months  earlier  and  begin  their  internship 
or  other  work  at  that  time,  but  they  will 
graduate  with  the  regular  class  in 
June. 

“The  medical  curriculum  has  not  thus 
far  been  curtailed,”  the  report  says, 
“although  the  total  time  involved  has 
been  shortened  by  cutting  down  vaca- 
tions. Additional  courses  in  military 


medicine  are  being  offered.  The  medical 
schools,  apparently,  are  able  to  proceed 
without  extensive  revision  of  the  cur- 
riculum and  without  shortening  the 
period  of  residence.  An  accelerated  pro- 
gram is  not  possible  in  many  institutions 
for  various  reasons,  including  the  fact 
that  their  teaching  forces  have  been  re- 
duced for  military  reasons.  Others  would 
consider  such  a program  if  completion  of 
the  course  could  be  integrated  with  hos- 
pital internships.  The  financial  aspect 
is  an  important  consideration  both  for 
students  and  for  schools 

“It  would  appear  that  every  effort  is  be- 
ing made  by  medical  educators  to  coop- 
erate in  the  national  emergency  while 
at  the  same  time  endeavoring  to  insure 
that  the  education  of  physicians  is  con- 
tinued at  the  present  level  and  without  in- 
terruption. 

“It  should  not  be  necessary  to  argue 
that  a continuing  and  undiminished 
supply  of  well-trained  physicians  is  ab- 
solutely essential  to  the  welfare  of  the 
nation.  We  cannot  speed  up  that  train- 
ing beyond  a certain  point  without  lower- 
ing educational  standards  and  degrading 
the  quality  of  medical  service.  The  pres- 
ent crisis  demands,  in  fact,  better  quali- 
fied physicians  if  we  are  to  face  the  future 
with  reasonable  confidence.  Those  who 
represent  the  medical  schools  are  making 
every  effort  to  preserve  their  institutions 
and  to  maintain,  unimpaired,  their  price- 
less contribution  to  the  health  and  wel- 
fare of  the  Nation.” 


1911 


1912 
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In  July1  we  said:  “It  is  the  foreign 
policy  of  the  government ....  which  is 
now  shaping,  and  will  continue  to  alter 
further,  the  future  of  medicine.”  No- 
where is  this  more  evident  than  in  the  field 
of  medical  education,  as  the  above  quoted 
report  indicates.  Plans  for  national  de- 
fense must  be  predicated  upon  what  we 
shall  have  to  defend,  where  we  must  de- 
fend it  and  how.  Any  such  plans  must 
to  a certain  extent  await  the  event.  In 
the  meantime,  certain  minimum  demands 
must  be  met  based  upon  authorized  ex- 
pansion of  the  armed  forces,  upon  cal- 
culable, necessary  expansion  of  industry 
and  predicable  civilian  needs. 

A broad  view  of  what  has  been  hap- 
pening in  the  Nation  seems  to  show  a 
tendency  to  place  domestic  health  and 
medical  affairs  under  the  expanding 
jurisdiction  of  the  Social  Security  Ad- 
ministration in  an  attempt  to  coordinate 
them  with  plans,  not  yet  fully  disclosed, 
if  indeed  they  have  been  condensed  in 
tangible  form  from  the  nebular  political 
mists  which  swirl  and  eddy  about  the 
Nation’s  capital.  Forecasts  in  almost 
every  kind  of  material  thought  to  be 
necessary — excepting  only  money — have 
seemed  to  fall  far  short  of  eventually 

1 The  Future  of  Medicine,  New  York  State  J.  Med.  41: 
1429  (July  15)  1941. 

That  Bill 

Under  the  headline  “New  Zealand 
Gets  Free  Doctor  Plan,”  the  New  York 
Times  of  September  8,  1941,  describes  a 
bill  now  before  the  House  of  Representa- 
tives by  which  national  free  medical  care 
estimated  to  cost  $5,000,000  a year  would 
be  visited  upon  the  people  of  New  Zea- 
land. Medical  fees  would  be  paid  from 
the  social  security  fund  at  the  rate  of 
$1.00  for  an  office  visit,  $1.25  for  a house 
call,  and  $0.25  a mile  for  travel  over 
twenty  miles.  The  government  intro- 
duced the  bill. 

We  have  commented  on  the  previous 
bill1  which  went  into  effect  March  1, 

1 New  Zealand  Acts,  New  York  State  J.  Med.  41: 
553  (March  15)  1941. 


proved  necessity.  One  thing  only  seems 
clear.  All  proposals  whether  related  to 
the  probable  demands  of  foreign  policy  or 
the  exigencies  of  domestic  affairs  must 
be  passed  through  the  fine  comb  of  the 
politico-social  theorists  at  Washington. 
Nothing  must  interfere  with  the  preser- 
vation of  “social  gains”  no  matter  how 
closely  related  to  reality  it  may  be. 

Since  nobody  apparently  knows  where 
our  foreign  policy  will  take  us,  or  to  what 
extent  our  “social  gains”  will  anchor  us, 
and  since  between  the  two  a good  deal  of 
activity  of  one  sort  or  another  is  going 
on,  the  picture  in  all  its  mystic  beauty 
suggests  a swarm  of  bees  in  an  accordion. 
How,  under  such  circumstances,  medical 
educators  can  “preserve  their  institutions, 
and  ....  maintain,  unimpaired,  their 
priceless  contribution  to  the  health  and 
welfare  of  the  Nation,”  as  well  as  to  exer- 
cise foresight  which  is  not  merely  plain 
guesswork,  is  beyond  us.  That  they  have 
successfully  accomplished  a great  deal  in 
the  matter  of  reorganization,  financing, 
and  the  maintenance  of  those  standards 
that  will  produce  a continuous  supply  of 
well-trained  physicians  in  the  face  of  un- 
believable pressure  and  muddling,  is  a 
tribute  to  the  soundness  and  adaptability 
of  the  structure  of  medical  education  in 
the  United  States. 

> in  Again 

1941.  The  Ministry  of  Health  which  is 
sponsoring  this  new  bill  must  be  credited 
with  persistence  if  not  with  a sense  of 
humor.  To  quote  the  Times : “One 

clause  provides  that  the  fees  must  be  ac- 
cepted as  full  payment  and  that  a doctor 
may  not  demand  nor  be  entitled  to  sue  for 
further  fees  except  by  permission  of  the 
Ministry  of  Health.” 

Health  Commissioner  Nordmeyer 
stated  before  the  Health  Committee  of 
the  House,  it  is  reported,  that  “the  gov- 
ernment was  fixing  one  fee  for  all  services 
though  he  said  the  government  pre- 
sumed2 these  would  be  the  best  the  doctor 
was  able  to  render ” 


2 Italics  ours — Ed. 
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One  admires  the  delicacy  of  feeling  of 
the  Minister  who,  when  one  Representa- 
tive called  the  measure  “coercion,”  ex- 
pressed regret  that  the  word  was  used. 
Asked  by  another  whether  the  bill  was 
intended  to  punish  the  doctors  for  not 
agreeing  to  free  medical  care,  Mr.  Nord- 
meyer  said  he  regarded  it  not  as  a penalty 
but  as  a concession  to  the  doctors.  He 
was  unable,  he  said,  to  imagine  any  doc- 
tor refusing  when  someone  asked  what 


would  happen  to  a physician  if  he  refused 
to  be  dragooned. 

It  is  evident  from  the  trend  of  events  in 
New  Zealand  that  an  end  is  sought  to  all 
private  medical  service.  The  government 
can  apparently  muster  sufficient  votes  to 
pass  the  bill.  Short  of  a general  strike 
which  public  opinion  would  not  tolerate 
“the  doctors  appear,”  says  the  Times , 
“to  have  no  weapon  to  oppose  the  meas- 
ure.” And  that  seems  to  be  that. 


Emergency  Civilian  Medical  Service 


Emergency  Medical  Service  for  Civilian 
Defense  is  now  in  the  stage  of  active 
organization.  In  New  York  City  Dr. 
Edward  M.  Bernecker,  general  superin- 
tendent of  city  hospitals,  has  been  ap- 
pointed as  its  head  and  the  medical  and 
public  health  section  of  the  New  York 
City  Health  Preparedness  Committee  of 
the  State  Defense  Council  will  serve  as  an 
advisory  board. 

Mayor  La  Guardia  has  wisely  ap- 
pointed the  chairmen  of  the  medical  pre- 
paredness committees  of  the  county 
medical  societies  to  act  as  Chiefs  of  the 
Emergency  Medical  Service  in  their  re- 
spective boroughs.  They  are:  Dr.  Con- 
dict  W.  Cutler,  Jr.,  New  York;  Dr.  Ed- 
ward R.  Cunniffe,  Bronx;  Dr.  Thomas 
A.  McGoldrick,  Kings;  Dr.  Harry  P. 
Mencken,  Queens;  and  Dr.  Herbert  A. 
Cochrane,  Richmond. 

The  action  of  the  Mayor  in  appointing 
Dr.  Bernecker  and  the  five  borough 
leaders  followed  the  recommendation  laid 
down  in  the  Medical  Division  Bulletin 
No.  1,  of  the  United  States  Office  of 
Civilian  Defense  of  which  Mayor  La 
Guardia  is  the  director  and  Dr.  George 
Baehr,  the  chief  medical  officer. 

Paragraph  one  of  the  Bulletin  deals 
with  the  appointment  of  the  local  chief 
of  Emergency  Medical  Service,  and  in 
this  state  he  will  be  designated  by  the 
Local  Defense  Councils. 

Paragraph  two  of  the  Bulletin  refers  to 
a Local  Medical  Advisory  Council  on 
Civilian  Defense.  In  New  York  State 
we  have  already  set  up  County  Health 


Preparedness  Committees  to  serve  the 
counties  and  the  cities  therein.  There 
is  thus  no  need  for  a new  committee. 

At  the  present  time,  County  Defense 
Councils  have  in  their  membership  the 
chairmen  of  the  County  Health  Prepared- 
ness Committees.  It  is  suggested  that 
each  City  Defense  Council  include  in  its 
membership,  if  it  has  not  already  done 
so,  a member  of  the  County  Health  Pre- 
paredness Committee  for  better  liaison 
between  the  county  committee  and  the 
City  Defense  Councils.  The  County 
Health  Preparedness  Committee  can,  and 
will,  expedite  the  coordination  of  the 
medical  facilities  from  which  the  civilian 
defense  organization  in  the  state  is  to  be 
developed. 

It  is  suggested  by  Dr.  Baehr  that  the 
chairmen  of  the  Medical  Preparedness 
Committees  of  the  various  county  medi- 
cal societies  be  appointed  as  Chiefs  of  the 
Emergency  Medical  Service  in  their 
localities.  Chosen  for  their  executive 
ability  and  standing  in  their  individual 
county  society  these  men  are  thoroughly 
familiar  with  the  data  so  far  accumulated 
by  the  committees  which  have  been 
functioning  for  well  over  a year. 

It  is  important  that  the  efficiency  and 
quality  of  our  emergency  medical  service 
should  be  initiated  and  maintained  at  the 
highest  possible  level.  The  first  and 
most  obvious  step  in  this  direction  is  the 
appointment  of  the  best  qualified  man  as 
chief  of  that  service.  The  county  medi- 
cal societies  are  in  the  best  position  to 
judge  of  the  qualifications  of  such  a 
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physician  in  the  opinion  of  Dr.  Baehr 
and  in  this  opinion  the  State  Health 
Preparedness  Commission  concurs. 


The  various  counties  are  urged  to  act 
on  this  recommendation  as  soon  as 
possible. 


Shortages 


We  have  written  before1  that  “major 
problems  arising  from  altered  economic 
concepts  and  practices  are  still  but  partly 
solved,  and  seemingly  will  be  still  further 
delayed  in  their  solution,  if  not  thrown 
out  altogether,  by  the  recent  abrupt 
change  that  has  precipitated  the  Nation 
into  a war  economy.  One  of  the  prob- 
lems still  very  largely  unsolved  and  re- 
lated intimately  to  the  domestic  policy  of 
government  is  that  of  medical  care  for 
welfare  cases.” 

For  a time,  the  increasing  expansion 
of  industry  has  reduced  the  relief  rolls  and 
has  rendered  less  acute  the  deficiencies  of 
the  welfare  program  relative  to  the  pro- 
vision of  good  medical  service.  This  does 
not  mean  that  the  problem  has  been 
solved.  The  lessened  pressure  has  merely 
rendered  existing  conditions  seemingly 
better. 

Now  there  seems  to  be  in  prospect  a 
new  wave  of  industrial  dislocations, 

1 The  Future  of  Medicine,  New  York  State  J.  Med. 
41:  No.  14,  1429  (July  15)  1941. 


strikes,  and  unemployment.  This  will 
be  occasioned  by  the  shortages  of  mate- 
rials in  nondefense  industries.  It  will  im- 
pose new  burdens  on  welfare  medical  serv- 
ice in  the  next  few  months.  In  many 
areas  numerous  physicians  have  been 
withdrawn  for  military  service  and  more 
will  be  called  shortly.  Nursing  personnel 
is  already  deficient. 

We  foresee  many  difficulties  ahead  un- 
less some  prompt  forethought  is  given  to 
a more  effective  arrangement  than  now 
exists  for  rendering  good  medical  service 
to  welfare  patients.  A shortage  in 
civilian  physician  personnel  will  result  in- 
evitably in  more  cases  being  hospitalized. 
Hospital  facilities  are  even  now  over- 
taxed in  many  areas  of  the  state,  not  only 
in  the  matter  of  available  beds  but  be- 
cause of  reduction  in  medical  staff  per- 
sonnel. The  prospect  for  the  ensuing 
months  seems  to  point  to  overcrowding, 
overwork,  and  a good  deal  of  muddling 
around.  A little  planning  would  do  no 
harm  in  the  interest  of  the  patient. 


Undermining  Medical  Practice 


If  it  were  not  so  serious,  one  could  derive  a 
certain  amount  of  amusement  from  the  clamor 
that  periodically  arises  when  some  branch  of 
medicine  is  encroached  upon  by  nonprofession- 
als and  is  tolerated  and  even  encouraged  by  the 
law.  In  the  years  gone  by  ophthalmology  has 
given  birth  to  the  optometrist  and  optician. 
General  practice  has  sired  the  physiotherapist. 
Anesthetists  are  responsible  for  the  large  num- 
ber of  nurses  who  have  intruded  into  the 
specialty.  There  has  even  been  a movement  to 
qualify  laymen  as  “audiometrists”  who  would 
be  eligible  to  test  hearing  with  an  audiome- 
ter. 

We,  as  a whole,  have  no  one  but  ourselves 
to  blame  for  this  situation.  It  is  a result  of 
carelessness,  but  more  so  of  indolence  in  the 
performance  of  the  time-consuming  details 
attendant  upon  every  branch  of  medicine. 


Others  have  been  quick  to  see  the  lucrative 
possibilities  of  these  stepchildren  of  medicine. 
They  have  had  our  unconscious  support  in  the 
development  of  these  fields  during  the  past 
decade  and  a half,  when  the  medical  profes- 
sion was  intense  in  the  encouragement  of 
specialization. 

When  the  world  depression  began  to  affect 
the  income  of  physicians,  it  began  to  dawn 
upon  us  that  we  had  relinquished  a consider- 
able source  of  revenue  which  rightly  belonged 
to  the  doctor.  Rectification  of  the  situation 
was  impossible.  There  are  still  fields  in  which 
there  is  a tendency  to  relegate  medical  func- 
tions to  laymen.  In  radiology,  dermatology, 
and  orthopedics — to  name  a few — one  sees 
this  inclination  all  the  time.  If  we  are  not  to 
be  further  encroached  upon,  it  is  up  to  us,  and 
us  alone,  to  stop  it. 


SOLDIER’S  HEART 

Louis  Faugeres  Bishop,  Jr.,  M.D.,  New  York  City 


THE  title  of  this  address  was  deliberately 
chosen  to  challenge  attention  to  the  fact 
that  there  should  be  no  such  thing  as  “soldier’s 
heart”  in  this  war.  Why?  Because  we  have 
accumulated  over  the  years  a knowledge  of 
this  condition,  now  called  neurocirculatory 
asthenia,  which  should  enable  us  to  prevent 
its  occurrence  in  the  Army.  All  of  us  now 
realize  what  the  heart  and  circulation  of  the 
soldier  may  be  called  upon  to  withstand.  In 
these  days  the  word  “soldier”  includes  the 
aviator  as  well,  who  is  called  upon  to  endure 
the  greatest  of  stress  and  strain.  Obviously, 
the  new  factors  of  speed  and  acceleration  and 
altitude  will  produce  profound  effects  upon 
the  circulation. 

The  solution  to  the  problem  of  “soldier’s 
heart”  lies  in  prevention.  And  where  does 
prevention  begin  in  America?  It  begins  with 
the  Selective  Service  examination  of  the  draftee. 
It  should  continue  through  the  Induction 
Service.  And  it  should  not  end  when  the  re- 
cruit or  trainee  arrives  in  camp. 

If  we  hope  to  eliminate  heart  disease  in  the 
soldier  and  take  care  of  his  heart,  the  circula- 
tion of  a boy  in  the  draft  must  not  be  super- 
ficially examined.  Therefore,  the  first  requi- 
site for  the  prevention  of  potential  soldier’s 
heart  is  to  have  experienced  medical  exam- 
iners, coupled  with  psychiatric  study. 

But  we  have  this  advantage:  We  tackle  the 
job  of  examining  the  heart  and  circulation  of 
the  draftees  with  greater  accuracy  by  reason 
of  the  advance  in  knowledge  of  heart  disease 
since  the  last  World  War.  We  should  have 
more  skilled  ability  to  evaluate  the  soldier’s 
heart  than  in  1918.  We  in  America  can  will 
to  avoid  many  of  the  errors  of  the  last  World 
War.  What  is  the  use  of  our  progress  in 
knowledge  of  heart  disease  if  we  cannot  apply 
it  to  the  draftee? 

Surely  the  first  examination  of  the  draftee 
by  the  local  board  examining  physician  and 
his  medical  advisory  board  and,  the  second, 
the  physical  check-up  by  the  board  of  spe- 
cialists at  the  army  induction  centers  should 
eliminate  the  unfit  boy  with  an  organically  de- 
fective heart.  And  I believe  it  will. 


Associate  Visiting  Physician,  Bellevue  Hospital. 
Chairman’s  address,  read  before  the  Section  on  Medi- 
cine at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  Buffalo,  New  York,  April  30, 
1941. 


But  that  elusive  malady,  “soldier’s  heart,” 
is  another  matter.  It  is  not  an  easy  diagnosis 
to  make  rapidly.  And  time  is  a factor  in  the 
draft. 

What  is  soldier’s  heart?  “Called  so  far  in 
this  war  ‘neurocirculatory  asthenia,’  the  name 
is  purely  descriptive  of  the  major  symptoms 
that  are  referable  to  the  nervous  and  circula- 
tory system  and  associated  with  an  increased 
susceptibility  to  fatigue.”1 

Soldier’s  heart  has  had  numerous  names 
from  the  time  of  the  Civil  War  to  any  new 
label  we  may  bestow  on  it  in  1941.  The  most 
interesting  term  may  contain  a kernel  of  truth 
as  to  the  nature  of  the  disease — “D.A.H.,”  or 
“disordered  heart  action,”  popularly  inter- 
preted as  “desperate  affection  for  home.” 
Apropos  is  a conversation  I had  with  a trainee 
visiting  New  York  City  at  Easter.  I asked 
him  what  the  soldiers  at  his  camp  talk  about. 
He  replied,  “food  and  girls.”  There  you  have 
it — longing  for  the  usual  way  of  life — home! 
It  is  inherent  in  the  normal,  as  well  as  the  neu- 
rotic, recruit.  Prevention  must  be  on  the 
alert  for  the  neurosis  that  dogs  the  mind  of  the 
soldier  away  from  his  usual  life  and  exposed  to 
unusual  mental  and  physical  stress  which  may 
in  turn  affect  his  heart.  Call  it  what  you  will, 
cardiac  neurosis,  effort  syndrome,  neurocircu- 
latory asthenia,  irritable  heart,  or  anxiety 
neurosis,  it  is  apparent  that  “soldier’s  heart” 
is  a real  disease,  with  far-reaching  effects  and 
as  worthy  of  prevention  as  cancer! 

The  classic  description  of  this  subject, 
neurocirculatory  asthenia,  is  contained  in  the 
article  by  J.  M.  Da  Costa,  one  of  the  physi- 
cians to  the  Pennsylvania  Hospital,  in  “Irri- 
table Heart:  A Clinical  Study  of  a Form  of 
Functional  Cardiac  Disorder  and  Its  Conse- 
quences.”2 This  study  was  published  in  the 
January,  1871,  issue  of  the  American  Journal 
of  the  Medical  Sciences.  A study  of  this  ar- 
ticle, which  is  really  a great  medical  classic, 
leaves  no  doubt  in  one’s  mind  that  Da  Costa 
was  writing  about  the  condition  now  called 
neurocirculatory  asthenia.  In  his  original  de- 
scription he  undoubtedly  included  some  other 
forms  of  heart  disease,  but  he  had  much  the 
same  experience  with  his  cases  that  was  again 
to  happen  in  the  World  War  of  1918  and  that, 
with  a fair  degree  of  prediction,  will  happen 
again  in  this  war.  Evidently  in  every  gen- 
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eration  there  are  always  unusual  ways  of  life 
that  shock  the  weak  and  nervously  unstable. 

Tt  would  seem  today  that  we  are  undoubt- 
edly going  to  overlook  a large  number  of  re- 
cruits with  this  disease.  It  is  true  that  it  will 
come  to  light  through  somewhat  of  a sifting 
process  after  they  have  undergone  training 
but  probably  will  not  be  recognized  to  its  full- 
est extent  until  these  boys  actually  engage  in 
warfare.  Listen  to  what  Da  Costa  has  to  say 
about  handling  this  problem.  After  a classic 
discussion  of  the  clinical  side  of  the  condition 
and  the  uselessness  of  drugs  in  treatment,  he 
makes  a number  of  interesting  statements: 
“The  treatment  is  never  a short  one;  the 
worst  cases  had  better  not  make  any  attempt 
to  be  soldiers  of  any  kind;  in  the  milder  cases 
an  attempt  should  be  made  to  treat  them  and, 
if  possible,  send  them  back  to  their  regiments 
to  do  anything  except  active  service  in  the 
field.”  This  is  very  much  the  attitude  we 
have  today  toward  neurocirculatory  asthenia. 

Hartshorne  aptly  described  soldier’s  heart 
in  1864. 3 He  states,  concerning  the  subject  of 
“Heart  Disease  in  the  Army”:  “In  a ward 
averaging  about  80  patients”  (he  apparently 
had  charge  of  a service  in  an  army  hospital 
following  the  Civil  War)  “I  have  met  with 
the  usual  variety  of  cardiac  affections.  Acute 
endocarditis  and  pericarditis  were  the  most 
rare.  Of  valvular  diseases  a few  instances  pre- 
sented themselves;  but  knowing  the  lax 
manner  in  which,  at  the  beginning  of  the  war, 
the  examination  of  recruits  was  conducted,  it 
was  impossible  to  judge  satisfactorily  of  their 
antecedents  or  origin.”  He  noted  a few  cases 
of  enlargement,  but  this  was  not  what  particu- 
larly worried  him.  It  was  the  large  number  of 
heart  cases  that  he  could  not  properly  classify 
and  that  cannot  be  classified,  even  to  the  pres- 
ent day,  so  he  coined  the  term  “cardiac  mus- 
cular exhaustion.”  Hartshorne  also  cites  the 
address  of  Dr.  A.  Stille,4  delivered  before  the 
Philadelphia  County  Medical  Society  and 
published  in  February,  1863,  as  the  one  pub- 
lished recognition  of  the  disorder.  Quoting 
Hartshorne:  “Although  Dr.  Stills  designates 
the  disorder  described  by  him  as  ‘palpitation’ 
of  the  heart,  his  account  otherwise  agrees  so 
well  with  my  own  observations  that  I infer  a 
general  identity  of  the  cases  studied  by  us.” 

The  symptoms  of  what  Hartshorne  called 
“cardiac  muscular  exhaustion”  were  much  the 
same  as  those  we  note  today  in  neurocircula- 
tory asthenia.  He  remarked,  for  example,  on 
the  feebleness  of  the  pulse  while  the  patient  is 
at  rest  and  on  the  great  acceleration  of  the 
heart  movement  on  the  slightest  exertion — 


still  an  important  point  in  judging  the  nervous 
control  of  the  circulation.  Hartshorne  de- 
scribed some  of  the  rather  vague  and  indefinite 
physical  signs  as  he  noted  them  and  makes  an 
interesting  statement  “that  autopsic  examina- 
tion was  not  available  to  any  extent  in  the  in- 
vestigation of  these  cases  since  the  affection  in 
the  hospital,  at  least,  was  not  mortal.”  His 
remarks  about  the  availability  of  these  men 
for  active  service  are  of  particular  importance 
because  the  same  applies  today.  Hartshorne 
speaking  again:  “Judging  from  what  I have 
seen,  I think  it  can  hardly  be  a mistaken  opin- 
ion that  they  are  entirely  unfit  for  ordinary 
field  service  in  the  army.  They  were  so 
broken  down  by  the  ‘double-quick’  or  even  by 
the  knapsack  and  musket  alone.  It  would  be 
not  cruelty,  but  false  economy,  to  compel  them 
to  undertake  duty  of  which  they  are  really  in- 
capable. No  doubt  many,  perhaps  most  of 
them,  would  be  able  to  do  light  service  in  vari- 
ous ways ; but  I am  well  satisfied  that  it  would 
be  cheaper  and  wiser,  as  well  as  more  just,  to 
discharge  them  than  to  return  them  to  regi- 
mental duty  before  the  exhausted  heart  has 
had  time  for  full  recuperation.”  All  this  was 
written  back  in  1864,  but  I am  sure  that  some- 
one else  will  dig  up  some  earlier  reference  than 
this  particular  article  and  perhaps  be  able  to 
refer  back  as  far  as  there  has  been  any  knowl- 
edge of  heart  disease.  However,  I think  these 
references  are  enough  to  indicate  the  early  and 
long  history  of  this  problem. 

The  question  of  the  soldier’s  heart  in 
America  begins  at  the  point  where  the  exam- 
inations for  Selective  Service  are  carried  out. 
Volume  6 of  Physical  Standards  of  Selective 
Service  Regulations,  Section  14, 5 outlines  the 
usual  procedure  in  examining  the  heart,  lungs, 
blood  vessels,  and  circulation  of  the  draftee. 
If  this  examination  is  carried  out  with  care, 
theoretically,  at  the  present  time  no  prospec- 
tive soldier  should  be  allowed  to  undergo  a 
planned  course  of  training  unless  he  is  fit.  I 
speak  from  the  standpoint  of  practical  experi- 
ence in  examining  the  circulation  of  a large 
number  of  these  boys  because  I have  had  an 
opportunity  of  serving  on  one  of  the  local 
draft  boards. 

I find  that  it  is  reasonably  easy  to  advise  re- 
jection when  there  is  a clear-cut  history  of 
rheumatism  and  marked  evidence  of  valvular 
defects,  a well-defined  example  of  congenital 
disease,  or  an  occasional  definite  syphilitic 
heart.  But  it  is  hard  to  determine  in  the  bor- 
derline problems  whether  a draftee  will  stand 
the  wear  and  tear  of  training. 

Any  consideration  of  the  soldier’s  heart  of 
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today  must  also  include  the  aviator’s  heart  as 
well.  For  example,  the  most  specialized  re- 
quirement of  the  circulation  of  the  aviation 
soldier  is  his  cerebral  circulation.  It  is  inter- 
esting to  note  what  special  requirements  must 
be  met  in  order  to  enable  a boy  to  be  accepted 
in  the  aviation  service  from  the  cardiovascular 
standpoint.  A survey  of  Armstrong’s  book,6 
The  Principles  and  Practice  of  Aviation  Medi- 
cine, discloses  extremely  interesting  data. 
In  considering  the  underlying  principles,  he 
states:  “In  aviation  the  cardiovascular  sys- 
tem is  important  principally  in  relation  to  the 
maintenance  of  adequate  tissue  metabolism  in 
order  that  the  different  organs  of  the  body  may 
operate  continuously  at  a high  level  of  effi- 
ciency.” 

As  mentioned  previously,  of  special  impor- 
tance is  the  maintenance  of  an  adequate  cere- 
bral circulation  for  the  support  of  conscious- 
ness. In  other  words,  it  is  important  that  the 
heart  of  a soldier-aviator  be  adequate  to  keep 
the  circulation  to  the  brain  intact.  The  con- 
ditions under  which  the  aviator’s  heart  oper- 
ates are  somewhat  different  from  those  of  the 
soldier  on  the  ground.  For  example,  in  flying, 
there  is  seldom,  if  ever,  any  physical  activity 
sufficient  to  cause  undue  stress  on  the  heart 
and  blood  vessels.  The  effect  of  altitude  is 
not  much  different  from  that  observed  in  mild 
exercise.  It  is  particularly  important  that  no 
possibility  of  a neurocirculatory  asthenic  con- 
dition is  overlooked  in  the  aviation  soldier’s 
heart.  The  acute  psychic  and  emotional 
shock  met  with  in  wartime  aviation  may  even 
lead  to  loss  of  consciousness  in  the  unstable 
individual. 

To  measure  up  to  the  ideal,  all  soldiers  and 
aviators  should  have  a heart  and  circulation 
such  as  described  by  Schneider.7  He  found 
that  those  factors  such  as  make  up  what  we 
term  “athletic  condition”— that  is,  a strong 
heart  muscle,  a highly  efficient  coronary  circu- 
lation, and  a good  peripheral  vasomotor  con- 
trol— all  contributed  markedly  to  increase 
altitude  tolerance. 

After  twenty  years  certainly  some  of  the 
mistakes  of  the  last  War  in  the  appraisal  of  the 
circulation  of  soldiers  will  be  eliminated.  At 
that  time  large  numbers  of  perfectly  healthy 
individuals  were  rejected  because  of  the  pres- 
ence of  some  signs  whose  significance  the  doc- 
tors were  never  taught  to  discount.  It  would 
seem  that  physiologic  variations  from  the 
normal  will  not  present  to  modern  doctors 
such  problems  as  those  in  the  past. 

I have  never  looked  upon  the  diagnosis  of 
heart  disease  as  an  easy  matter.  All  of  us 


know  that  the  symptoms  of  organic  heart  dis- 
ease can  be  mimicked  by  nervous  disorders; 
that  the  extracardiac  causes  of  pain  are  mani- 
fold; that  shortness  of  breath  may  come  from 
many  other  causes  than  heart  disease;  and 
that  various  so-called  circulatory  symptoms — 
such  as  dizziness,  syncope,  pallor,  or  flushing — 
may  not  mean  heart  disease  at  all. 

All  of  us  know  as  well  the  difficulty  of  evalu- 
ating minor  variations  of  physical  signs  from 
normal:  that  a diffuse  apical  beat  does  not 
mean  heart  disease;  that  percussion  is  not 
always  reliable;  that  the  position  of  the  apex 
may  vary;  that  heart  sounds  are  sometimes 
not  easy  to  appraise;  that  it  is  not  simple  to 
distinguish  functional  from  organic  murmurs. 
So  appraisal  of  the  normal  heart  should  lead 
us  all  to  take  stock  of  ourselves — we  should  re- 
examine ourselves  to  see  how  much  we  know 
about  some  of  these  variations  to  avoid  a few 
of  the  mistakes  that  were  committed  in  the 
last  World  War.  I might  here  recommend  a 
useful  pamphlet  that  can  be  obtained  from  the 
American  Heart  Association,8  called  “Exami- 
nation of  the  Heart.” 

Last  year  before  this  Section  there  was  given 
a review9  of  some  of  the  recent  advances  in  the 
study  of  the  heart  which  included:  interest- 
ing methods  of  visualizing  the  chambers  of  the 
heart  and  great  vessels;  methods  of  recording 
the  physiologic  movement  of  the  beating  heart 
on  a single  film ; and  the  new  sensitive  micro- 
phones and  recording  instruments  for  timing 
and  differentiating  murmurs.  Also,  there  was 
a new  idea  in  electrocardiography,  such  as  the 
development  of  the  lag-screen  belt.  By  this 
device  large  numbers  of  persons,  such  as  re- 
cruits, may  be  examined — such  a method  is 
useful  when  permanent  records  are  necessary 
only  if  abnormalities  are  noted.  There  was 
also  reported  a new  method  of  recording  car- 
diac output  by  a mechanical  device  and  meth- 
ods of  recording  graphic  registration  of  breath- 
ing— these  (although  used  primarily  for  the 
study  of  pulmonary  disease)  may  be  important 
in  differentiating  whether  dyspnea  is  of  cardiac 
origin  or  is  due  to  respiratory  neurosis  or  to 
malingering.  Some  of  these  newer  methods 
of  diagnosis  are  already  teaching  us  more 
about  neurocirculatory  asthenia;  for  example, 
the  method  of  ballistocardiography,  the 
method  of  recording  cardiac  output,  has  shown 
that  the  cardiac  output  in  neurocirculatory 
asthenia  is  reduced. 

While  it  has  been  generally  accepted  that 
physicians  know  how  to  estimate  the  physical 
fitness  of  individuals,  experience  has  shown 
that  this  is  not  easily  done.10  There  is  no 
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clinical  test  that  will  accurately  measure  the 
functional  capacity  of  a given  heart.  There 
are  numerous  useful  tests,  but  no  one  test  fits 
all  possibilities.  It  is  true  that  today  we  have 
many  more  mechanical  devices  to  estimate 
cardiac  circulatory  function,  but  often  they 
are  too  elaborate  or  they  require  too  much 
apparatus  and  training  in  their  use.  Moreover 
they  do  not  furnish  much  more  than  objective 
observations.  For  example,  the  recently  ad- 
vocated epinephrine  test  by  King11  for  the 
determination  of  functional  reaction  to  aid  us 
in  weeding  out  neuro  circulatory  conditions 
needs  many  more  observations  to  guarantee  its 
usefulness.  But  we  must  continue  trying  to 
get  an  accurate  gage  of  the  functional  capacity 
of  the  soldier  by  every  means  of  investigation 
and  observation. 

Functional  capacity  must  be  tested  by  ex- 
ercises of  longer  or  shorter  duration.  There 
is  no  doubt  that  in  the  final  analysis  this  will 
be  the  only  method  of  sorting  out  examples  of 
neurocirculatory  asthenia.  I would  recom- 
mend that  a careful  study  of  this  problem  of 
functional  capacity  and  endurance  be  intro- 
duced when  possible  where  men  have  started 
to  undergo  training. 

In  examining  the  heart  and  circulation  of 
the  draftee,  I am  sure  I am  only  stating  the 
usual  obstacles  that  come  up  in  examining 
large  numbers  of  persons  in  a short  time.  But 
by  calling  attention  to  them,  a few  of  these 
difficulties  may  be  overcome. 

A few  of  the  impressions  that  we  have 
gained  in  Local  Draft  Board  41  (New  York 
City)  are  the  following:  We  have  found  it 
important  to  examine  the  circulation  of  a 
draftee  in  an  environment  where  there  is  as 
little  noise  as  possible,  otherwise  the  interpre- 
tation of  the  heart  sounds  is  impossible.  This 
is  no  easy  matter  when  one  is  dealing  with  a 
large  number  of  adults  undergoing  an  examina- 
tion for  the  army. 

We  have  also  found  it  imperative  to  have  the 
draftee  rest  quietly  for  a few  minutes  rather 
than  to  rush  into  the  examination;  this  some- 
times happens  when  the  boys  are  going  from 
doctor  to  doctor  in  the  Selective  Service  units 
that  are  set  up. 

I would  like  to  mention  a few  impressions 
of  some  of  the  simple  questions  that  arise  in 
the  course  of  examinations  of  the  circulation. 
The  first  is  that  of  the  determination  of  the 
pulse  rate  and  rhythm.  Under  the  physical 
standards  a pulse  rate  of  100  or  over,  that  is 
persistent,  is  abnormal.  In  general,  this  is  a 
fairly  reliable  criterion.  In  examining  the 
draftees  it  is  hard  to  know  in  some  of  the  ex- 


amples of  rapid  pulse  which  we  encounter 
whether  the  increased  rate  will  be  persistent 
or  not  or  how  easily  it  will  change  under  vary- 
ing conditions.  In  general,  it  is  my  opinion 
that  the  boy  with  a labile  pulse  should  not 
necessarily  be  rejected  unless  this  is  accom- 
panied by  other  objective  evidences  of  neuro- 
circulatory impairment. 

We  have  noticed  that  one  of  the  common 
conditions  that  keeps  the  pulse  rate  up  per- 
sistently, besides  the  more  obvious  possibility 
of  an  infection,  is  the  effect  of  alcohol  taken 
during  the  day  of  examination.  We  have 
found  generally  that  alcohol  speeds  up  the 
pulse,  raises  the  blood  pressure,  and  in  general 
makes  any  evaluation  of  physical  signs  diffi- 
cult. It  is  always  a possibility  that  the  draftee 
who  is  sensitive  to  alcohol  or  other  drugs,  such 
as  tobacco,  may  be  a potential  candidate  to 
develop  neurocirculatory  asthenia.  This  is  a 
controversial  question. 

We  have  noted  that  extremely  slow  pulses 
are  exceedingly  rare  and  in  our  experience 
have  not  constituted  any  diagnostic  problem 
as  yet. 

In  general,  it  would  seem  that  arrhythmias 
are  also  infrequent.  In  examining  a large 
number  of  draftees,  I have  noted  premature 
contractions  in  relatively  few. 

Sinus  arrhythmia,  a common  finding  in 
young  adults,  is  frequent,  but  marked  sinus 
arrhythmia  is  seldom  noted. 

It  is  not  easy  to  determine  rapidly  the  size 
of  the  heart  in  examining  a large  number  of  re- 
cruits, particularly  since  in  Selective  Service 
it  must  be  done  by  physical  signs  alone.  It 
has  been  noted  that  the  boy  with  neuro- 
circulatory asthenia  usually  has  a small 
heart. 

With  regard  to  heart  sounds  and  cardiac 
murmurs,  the  time-old  question  of  whether  a 
given  murmur  is  functional  or  organic  is  still 
with  us.  One  of  the  main  handicaps  in  our 
unit  is  that  we  rarely  have  time  to  listen  care- 
fully enough  in  all  positions  and,  after  effort, 
to  localize  and  clearly  define  a given  murmur. 
A huge  mass  of  work  for  the  draft  boards  has 
grown  up  overnight. 

The  Selective  Service  booklet  states  that  a 
persistent  blood  pressure,  at  rest,  above  150 
systolic  or  above  90  diastolic  is  cause  for  re- 
jection.12 Out  of  a total  of  17,540  men  ex- 
amined between  the  ages  of  21  and  35,  487  (or 
approximately  11  per  cent)  have  been  rejected 
in  New  York  State  for  all  complaints  having 
to  do  with  the  heart,  blood  vessels,  and  circula- 
tion. Approximately  3 per  cent  of  the  487  re- 
jections have  been  due  to  a persistent  blood 
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pressure,  at  rest,  above  150  systolic  and  90  di- 
astolic.12 

In  our  unit  (Local  Draft  Board  41,  New 
York  City)  for  examining  recruits,  we  have 
had  some  interesting  experiences  with  the 
measurement  of  blood  pressure.  We  have  cer- 
tainly verified  to  our  own  satisfaction  what 
is  so  well  known  and  often  stated:  that  it  is  a 
well-established  fact  that  the  systolic  blood 
pressure  is  variable  and  that  it  reacts  to  vari- 
ous forms  of  external  and  internal  stimulation. 
It  has  been  stated  truly  that  the  systolic  blood 
pressure  is  more  easily  influenced  by  excite- 
ment or  exertion  in  the  draftee  with  neurocir- 
culatory  asthenia  than  in  a normal  per- 
son.13 

The  determination  of  blood  pressure  is  im- 
portant from  another  standpoint  if  we  are  to 
agree  with  Hines14  that  a transient  elevation 
of  systolic  and  diastolic  blood  pressure  above 
a certain  level  should  be  regarded  as  evidence 
of  a hypertensive  regulating  mechanism  for 
blood  pressure  and  that  this  hyperactivity  is  a 
precursor  of  sustained  hypertension.  There  is 
no  doubt  that  the  examination  of  a recruit  or 
trainee  is  in  a sense  a psychic  pressor  test. 
While  it  is  probably  not  so  consistent  a stand- 
ard test  as  the  well-known  Hines  cold-pressor 
test,  yet  it  may  have  a good  deal  of  signifi- 
cance. It  would  only  be  by  careful  follow-up 
study  and  more  detailed  records  of  these  ex- 
aminations in  recruits  that  we  could  work  out 
any  further  important  statistical  data  on  this 
subject.  The  work  of  this  draft  has  been  so 
voluminous  and  has  had  to  be  done  in  such  a 
short  time  that  it  has  not  been  generally  pos- 
sible to  set  up  any  definite  program  of  research 
along  such  fines.  It  is  possible  that  during  the 
coming  draft  important  studies  of  this  nature 
can  be  made. 

From  our  study  of  this  group  of  men  it  be- 
comes clear  that  the  range  of  normal  blood 
pressure  has  not  been  definitely  established. 

I think  the  important  point  to  remember  is 
that  even  transient  elevations  of  diastolic  and 
systolic  blood  pressure  into  the  upper  ranges 
of  the  so-called  normal  may  be  prognostic  of 
probable  subsequent  hypertension. 

We  have  made  an  interesting  observation 
that  just  as  the  slow  pulse  seems  to  be  quite 
unusual  in  examining  recruits,  hypotension 
also  in  our  experience  appears  equally  unu- 
sual. 

Certainly  a number  of  examples  of  neuro- 
circulatory  asthenia  will  be  spotted  by  the 
Selective  Service  examination;  others,  by 
Induction  Centers.  But  a comprehensive 
study  of  this  problem  will  have  to  come  after 


soldiers  have  undergone  training.  Exactly 
by  what  methods  of  study,  whether  it  be  re- 
sponse to  graded  exercises  or  whether  it  be 
further  refinement  of  functional  tests,  it  is  hard 
to  say  at  this  time. 

All  of  these  newer  methods  that  have  de- 
veloped during  the  last  years  should  help  us  in 
cases  of  differential  or  borderline  diagnosis  of 
the  normal  heart.  In  the  fight  of  our  experi- 
ence with  past  wars  and  in  the  knowledge 
we  have  gained  of  heart  disease  in  civil  fife,  to- 
gether with  what  we  have  learned  of  newer  ex- 
amining methods  and  the  aids  of  psychiatrists, 
we  are  still  not  going  to  eliminate  entirely  the 
question  of  neurocirculatory  asthenia,  because 
obviously  the  morale  of  the  army  is  an  impor- 
tant factor  in  the  prevention  of  this  disease. 
It  is  with  an  appreciation  of  the  intangible 
nature  of  the  morale  factor  with  which  I con- 
clude this  paper  on  the  soldier’s  heart. 

Although  we  hope  that  soldier’s  heart  of 
other  wars  will  not  be  a problem  in  our  Ameri- 
can army,  it  would  seem  from  a study  of  this 
subject  that  if  we  are  to  prevent  the  develop- 
ment of  this  condition  during  and  after  the 
training  period  is  ended  the  morale  factor  is 
important.  Prevention  of  soldier’s  heart  im- 
plies not  only  the  weeding  out  of  the  unfit  boys 
for  the  sake  of  themselves,  their  comrades,  and 
the  army,  but  prevention  must  be  actively 
pursued  in  building  up  the  morale  of  the  boys 
in  camp. 

The  medical  profession  will  play  no  small 
part  in  this  work . F or  example , j ust  the  giving 
of  friendly  instruction  and  adjustment  to  army 
routine  reduced  fainting  from  fear  of  inocula- 
tion from  40  to  2 or  3 per  hundred.15 

The  most  important  points  in  the  building  of 
a morale  have  been  only  recently  beautifully 
expressed  in  the  DeForest  speech  by  a young 
Yale  undergraduate,16  which  I should  like  to 
repeat.  Like  so  many  boys  of  our  times,  he 
was  told  by  one  of  his  elderly  friends  that  he 
was  glad  that  he  would  soon  be  out  of  it  all,  but 
that  our  young  Yale  friend  would  have  to  five 
through  it  all.  This  was  the  substance  of  the 
boy’s  reply: 

“Through  the  threefold  self-discipline  of 
courage,  faith,  and  understanding,  the  scales 
will  fall  from  our  eyes,  and  we  shall  see  ahead 
to  a future  worth  living  in.  Out  of  the  Night 
itself  we  shall  draw  the  inspiration  to  conquer 
by  the  power  of  the  fight  that  is  in  the  mind 
of  man.  And  beyond  the  sight  of  battling  na- 
tion and  a scarred  earth,  we  shall  catch  a 
dreaming  glimpse  of  peace  and  of  new  things  in 
a new  world.” 
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Discussion 

Dr.  C.  Ward  Crampton,  * New  York  City — 
Not  all  the  important  points  presented  by  Dr. 
Bishop  can  be  discussed.  We  must  apply  the 
principle  of  concentration  and  confine  our  re- 
marks to  a few  important  points. 

1.  The  clinical  concept  variously  called  the 
“soldier’s  heart,”  disordered  heart  action  (Eng- 
lish), and  neurocirculatory  asthenia  is  not  a 
single  simple  disorder.  It  is  a complex  com- 
pound of  a series  of  related  symptoms  occurring 
in  a variety  of  ways  and  arising  from  a variety 
of  related  causes.  The  disorder  has  its  center  in 
the  autonomic  nervous  system.  On  one  side  of 
this  center  we  have  the  structure  of  the  heart; 
on  the  other,  the  structure  of  the  mind.  While 
this  is  not  an  organic  disease  of  the  heart  (because 
the  cardiac  output  can  be  quite  “normal”),  yet 
it  may  coexist  with  organic  cardiac  conditions 
with  any  other  illness  of  the  body.  On  the  other 
side  of  the  autonomic  nervous  system  is  the 
psyche  and  the  emotional  field  with  its  various 
and  diverse  manifestations.  Neurocirculatory 
asthenia,  therefore,  has  three  related  and  vari- 
able departments:  (1)  the  structure  of  the  heart, 
(2)  the  autonomic  nervous  system,  and  (3)  the 
psyche. 

2.  While  the  heart  itself  is  not  characteristi- 
cally diseased,  yet  the  heart  is  usually  structur- 
ally,functionally,  and  typically  inadequate.  It  is 
commonly  a poor  heart — neglected,  undeveloped, 
and  untrained.  This  fact  is  commonly  over- 
looked in  discussions  of  neurocirculatory  asthenia 
of  the  soldier’s  heart.  Therefore,  I wish  to  em- 
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phasize  it.  I should  like  to  suggest  the  term 
“cardiac  inferiority.”  More  than  half  of  the 
cases  of  soldier’s  heart  (Lewis)  come  from  the 
white  collar  class,  neither  physically  fit  nor 
physically  trained  for  the  strains  of  a rugged 
civilian  life  or  the  rugged  life  of  a soldier.  This 
carries  two  lessons:  First,  we  as  a nation  should 
train  our  men  to  be  physically  fit  and  sufficiently 
rugged  for  something  more  than  sitting  on  a chair. 
America  glories  in  its  athletes — Joe  DiMaggio, 
Bob  Feller,  Leslie  MacMitchell.  All  three  to- 
gether could  not  win  a war.  Americans  typi- 
cally take  less  exercise  than  the  English  and  Ger- 
mans. The  typical  American  exercise  is  taken 
by  vicariously  reading  about  great  games  and 
great  athletes  in  the  newspapers  or  listening  to 
radio  descriptions  of  other  people’s  athletic 
heroism.  A good  stirring  broadcast  will  in- 
crease the  rapidity  of  the  heart  beat  10,  20,  or 
30  per  cent.  People  have  died  under  the  strain. 
But  this  vicarious  exercise  leaves  the  muscles 
cold  and  untrained.  Americans  think  they  are 
fit.  As  a nation  they  are  not.  We  should  get 
into  training.  It  takes  longer  to  build  a hardy, 
vigorous  soldier's  heart  than  it  does  to  build  a 
battleship.  Let  America  take  heed. 

3.  Tobacco. — It  has  been  claimed  by  some 
neuropsychiatrists  that  tobacco  is  responsible 
for  much  neurocirculatory  asthenia.  One  ob- 
jects strongly  to  giving  unlimited  cigarette  sup- 
plies to  soldiers  in  neurocirculatory  asthenia 
wards  in  hospitals.  Nicotine  is  a typical  auto- 
nomic nervous  system  disturber;  it  stimulates 
and  then  paralyzes.  The  autonomic  nervous 
system  is  the  central  affected  field  in  neurocircu- 
latory asthenia.  It  would  seem  logical  to  blame 
tobacco,  especially  since  the  cigarette  is  smoked 
so  much  more  in  the  Army  than  out  of  it.  Lewis 
and  McGregor,  however,  found  neurocirculatory 
asthenia  occurring  in  nonsmokers  for  example, 
the  Sikhs  in  India.  Oversmoking  is  not  so  com- 
monly found  in  the  previous  record  of  these  cases 
as  infections  of  a notable  character.  These  oc- 
curred in  over  half  the  cases.  The  distribution 
of  smokers  and  nonsmokers  in  a series  of  neuro- 
circulatory asthenia  cases  is  approximately  a sol- 
dier distribution.  Tobacco  poisoning  from  nico- 
tine, however,  can  and  does  occur  concurrently. 
Tobacco  aggravates  the  symptoms  of  a fair  pro- 
portion of  cases  but  not  all.  It  affects  symptoms 
variously,  usually  adversely  but  not  always. 
For  example,  tremor  is  typically  increased  by 
tobacco  deprivation.  Much  more  may  be  said 
on  the  relationship  of  tobacco  and  the  sol- 
dier. 

4.  Recommendations. — In  the  Army  examina- 
tions now  going  on,  the  heart  is  examined.  The 
routine  test  of  the  draft  board,  however,  does  not 
test  the  circulation,  although  a stepping  test  is 
offered  to  be  given  for  reason.  Let  me  emphasize 
this.  The  heart  is  examined  as  a routine,  yes; 
the  circulation,  no.  Circulation  efficiency  tests 
are  given  to  aviators.  The  first  one  used  was  my 
test  at  Mineola  Field  by  Captain  (now  Colonel) 
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Schneider.  He  added  to  this  test  some  exercise 
and  pulse  recovery  features  that  became  the 
Schneider  test.  This  is  more  useful  and  com- 
prehensive, although  less  meticulously  diagnostic 
than  my  test.  The  Army  is  now  working  with 
the  “flairimeter,”  which  adds  the  element  of 
breath  holding  and  endurance  to  the  Crampton, 
Schneider,  Master-Oppenheim  groups  of  func- 
tional tests.  It  is  hereby  recommended  that  a 
test  of  the  efficiency  of  the  circulation  be  in- 
cluded in  the  draft  board  examination.  This, 
depending  on  the  test  element  selected,  might 
add  three  to  five  minutes  to  the  procedure.  It 
would  screen  out  a large  proportion  of  potential 
neurocirculatory  physical  inferiors  who  will,  un- 
less something  of  this  kind  is  done,  produce  the 


same  effect  that  they  did  in  the  last  war.  Then, 
millions  of  hours  of  hard  labor  by  Army  instruc- 
tors, much  patience,  good  intent,  and  good  tem- 
pers were  lost  in  trying  to  make  a soldier  out  of 
something  that  never  was  and  never  could  be 
made  into  a soldier  within  a year,  two  years,  five 
years,  or  eternity.  Coupled  with  this  waste  is 
the  loss  of  millions  of  dollars  of  expense:  first, 
in  hospitals  and  treatment  of  these  cases  and, 
second,  in  giving  them  pensions.  The  way  to 
remedy  this  is  to  be  sought  by  study,  perhaps  by 
the  appointment  of  a joint  civilian  military  medi- 
cal commission.  From  an  assembly  of  basic 
facts  and  an  assay  of  their  values,  a procedure 
may  be  devised  to  the  advantage  of  both  the 
Army  and  the  rest  of  the  nation. 


Postgraduate  Lectures 


A course  on  Traumatic  Surgery  has  been  ar- 
ranged by  Dr.  Henry  H.  Ritter,  of  the  Recon- 
struction Unit,  New  York  Post-Graduate 
Medical  School,  Columbia  University,  New 
York  City,  for  the  Steuben  County  Medical 
Society.  The  lectures  will  be  given  at  Bath, 
New  York,  at  1:00  p.m. 

10/  2/41  Fractures  in  General.  The  Treat- 
ment of  Common  Fractures 

Henry  H.  Ritter,  M.D., 
New  York  City 

10/  9/41  The  Treatment  of  Burns  and  Hand 
Infections 

David  Goldblatt,  M.D., 
New  York  City 

10/16/41  The  Care  of  Head  Injuries 

Carl  A.  Peterson,  M.D., 
New  York  City 

10/23/41  Bursitis,  Sprains  and  Strains 

Willis  W.  Lasher,  M.D., 
New  York  City 

10/30/41  The  Treatment  of  Fractures  of  the 
Forearm  and  Leg 

Emmett  A.  Dooley,  M.D., 
New  York  City 

11/  6/41  The  Treatment  of  Fractures  of  the 
Femur  and  Humerus 

Walter  D.  Ludlum,  Jr.,  M.D., 
New  York  City 

11/13/41  Nerve  and  Tendon  Injuries 

Ernest  Lamps,  M.D., 
New  York  City 


Dr.  A.  F.  R.  Andresen,  Long  Island  College  of 
Medicine,  Brooklyn,  has  arranged  lectures  on 
General  Medicine  for  the  Westchester  County 
Medical  Society,  at  White  Plains,  New  York, 
at  8:30  p.m. 

9/10/41  Practical  Considerations  of  Blood 
Dyscrasias 

Dr.  Eugene  R.  Marzullo 
75  Remsen  Street, 
Brooklyn 

11/12/41  Recent  Advances  in  Therapeutics 

Dr.  George  H.  Roberts,  Jr., 
46  Sidney  Place, 
Brooklyn 

Dr.  Robert  A.  Cooke,  of  New  York  City,  has 
arranged  a course  on  Allergy  for  the  Queens 
County  Medical  Society. 

10/  9/41  Basic  Factors  of  Allergy 

William  B.  Sherman,  M.D., 
New  York  City 

10/16/41  Allergic  Dermatoses 

Beatrice  M.  Kesten,  M.D., 
New  York  City 

10/23/41  Bacterial  Allergy 

Albert  Vander  Veer,  M.D.,  and 
R.  C.  Grove,  M.D., 
New  York  City 

10/30/41  Inhalant  and  Food  Allergies 

Will  Cook  Spain,  M.D., 
New  York  City 


CONTRARY  LAWS 

Two  contrary  laws  seem  to  be  wrestling  with 
each  other  nowadays ; the  one  a law  of  blood  and 
of  death  ever  imagining  new  means  of  destruction 
and  forcing  nations  to  be  constantly  ready  for  the 
battlefield — the  other,  a law  of  peace,  work,  and 
health,  ever  evolving  new  means  of  delivering 
man  from  the  scourges  that  beset  him.  The  one 
seeks  violent  conquests;  the  other,  the  relief  of 
humanity.  The  latter  places  one  human  life 
above  any  victory,  while  the  former  would  sacri- 


fice hundreds  of  thousands  of  lives  to  the  ambition 
of  one.  The  law  of  which  we  are  the  instruments 
seeks,  even  in  the  midst  of  carnage,  to  cure  the 
sanguinary  ills  of  the  law  of  war;  the  treatment 
inspired  by  our  antiseptic  methods  may  pre- 
serve thousands  of  soldiers.  Which  of  these  two 
laws  will  ultimately  prevail,  God  alone  knows. 
But  we  may  assert  that  science  will  have  tried,  by 
obeying  the  law  of  humanity,  to  extend  the 
frontiers  of  life.  — Louis  Pasteur 


AN  EVALUATION  OF  THE  SURGICAL  TREATMENT  OF 
HYPERTENSION 

George  J.  Heuer,  M.D.,  and  Frank  Glenn,  M.D.,  New  York  City 


CARDIOVASCULAR  renal  disease  ranks 
foremost  among  the  causes  of  death  in 
our  present-day  population.  Hypertension 
plays  an  important  role  in  this  group.  During 
the  past  decade  a great  deal  of  attention  has 
been  directed  toward  this  subject.  The  labo- 
ratory investigator  has  developed  a method 
for  producing  experimental  hypertension  in 
animals  which  should  lead  to  a better  under- 
standing of  its  pathogenesis;  the  clinicians, 
both  physician  and  surgeon,  have  extended 
their  efforts.  Old  methods  have  been  revised, 
new  remedies  are  being  brought  forth,  and 
surgical  procedures  have  been  introduced  in 
our  attempts  to  improve  the  treatment  of 
patients.  The  surgical  treatment  of  hyper- 
tension is  as  yet  an  experiment  in  therapeutics. 

It  is  our  purpose  to  present  the  data  we  have 
collected  over  a period  of  eight  years  in  such 
an  attempt  and  to  comment  briefly  on  the 
reports  of  similar  studies  recently  appearing 
in  the  literature.  During  the  first  hah  of  this 
period  the  work  was  followed  in  close  coopera- 
tion with  Dr.  Irvine  H.  Page1  of  the  Rocke- 
feller Hospital.  After  Dr.  Page  left  New  York 
and  began  work  in  Indianapolis,  we  continued 
this  study  entirely  within  the  New  York  Hos- 
pital in  collaboration  with  Dr.  Harold  Stew- 
art.2 

Three  types  of  operation  have  been  em- 
ployed. They  are:  (1)  rhizotomy,  or  divi- 

sion of  the  anterior  nerve  roots  of  the  spinal 
cord;  (2)  supradiaphragmatic  resection  of  the 
splanchnic  nerves  combined  with  lower  dorsal 
ganglionectomy,  and  (3)  subdiaphragmatic  re- 
section of  the  splanchnic  nerves  combined  with 
interruption  of  the  first  and  second  lumbar 
sympathetic  ganglions  (Table  1). 

TABLE  1. — Fifty-seven  Hypertension  Patients 

Anterior  root  section  23 

Supradiaphragmatic  splanchnic  resection  12 
Subdiaphragmatic  splanchnicotomy  and 
ganglionectomy,  1 and  2 22 


Of  these  57  patients  selected  for  surgical 
treatment,  the  operative  procedures  were  com- 
pleted in  49.  Of  the  8 patients  in  whom  the 
operation  was  not  completed  only  1 remains 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  Buffalo,  New  York,  May  1,  1941. 

From  the  Department  of  Surgery  of  the  New  York 
Hospital  and  Cornell  University  Medical  College. 


alive.  Of  the  49  patients  in  whom  the  opera- 
tion was  completed,  23  are  now  dead.  The 
time  that  has  elapsed  since  operation  varies 
from  three  months  to  six  and  one-half  years 
(Table  2). 

TABLE  2. — Anterior  Root  Section  (23  Patients) 

Time  elapsed  since  operation — four  and  one-half  to  six 
and  one-half  years 
Operation  incomplete  in  4 patients 
1 died  near  the  end  of  the  operation 
1 died  of  meningitis  after  the  first  stage 
1 refused  to  have  the  second  stage  and  died  two  months 
later 

1 developed  a transverse  myelitis  after  the  first  stage 
Operation  was  completed  in  19  patients 
12  are  dead;  7 are  alive 


Rhizotomy,  or  anterior  root  section,  consists 
in  the  division  of  the  anterior  nerve  roots  of  the 
spinal  cord  from  the  sixth  dorsal  to  the  second 
lumbar  vertebra.  All  the  sympathetic  fibers 
carrying  vasoconstrictor  impulses  to  abdomi- 
nal vessels  below  the  diaphragm  are  thus  di- 
vided. This  operation  differs  from  splanch- 
nicotomy because  the  preganglionic  fibers  are 
divided  instead  of  the  postganglionic  rami. 

The  operation  is  usually  performed  in  two 
stages:  the  first  consists  of  a laminectomy 
with  exposure  of  the  dura;  the  second  con- 
sists of  the  opening  of  the  dura  and  division  of 
the  nerve  roots.  This  is  a formidable  proce- 
dure, one  that  is  time-consuming  and  not  with- 
out danger  because  of  the  possibility  of  an  acci- 
dent to  the  cord  with  the  appearance  of  the 
symptoms  of  a transverse  myelitis  (Tables  3 
and  4). 

Of  23  patients  selected  for  this  operation,  19 
were  carried  on  to  completion  and,  of  these  19, 
7 are  now  alive.  All  of  those  who  had  severe 
malignant  hypertension  at  the  time  of  the 
operation  are  dead.  Three  years  and  nine 
months  was  the  longest  period  to  elapse  be- 
tween operation  and  death  in  this  group.  F ol- 
lowing  operation  there  was  a fall  in  blood  pres- 
sure which,  over  a period  of  two  to  three  years, 
approached  but  seldom  reached  or  surpassed 
the  preoperative  level.  The  subjective  and 
some  of  the  objective  manifestations  of  the 
disease  were  definitely  relieved.  Specifically, 
we  refer  to  the  striking  relief  from  headaches, 
nervousness,  and  early  fatigue  on  exertion. 
In  many  of  these  patients  we  observed  the  dis- 
appearance of  papilledema  and  hemorrhage 
from  the  fundi  following  operation.  That  the 
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TABLE  3. — Anterior  Root  Section 
Summary  of  Clinical  Data  on  7 Patients  Now  Alive 


Age, 

Duration 

of 

Hyper- 

Average 
Preopera- 
tive Blood 

Average 
Postopera- 
tive Blood 

Time 

Elapsed 

Since 

Present 

Blood 

Subjective 

Present 

No. 

Years 

tension 

Pressure 

Pressure 

Operation 

Pressure 

Improvement 

Status 

1 

23 

18  mo. 

190/122 

150/94 

6 yr.  9 mo. 

190/105 

Very  marked 

Disease  progressive 

2 

32 

8 yr. 

210/130 

154/104 

6 yr.  3 mo. 

180/110 

Marked 

Good 

3 

17 

18  mo. 

180/122 

140/90 

6 yr.  2 mo. 

180/123 

Very  marked 

Good 

4 

24 

2+  yr. 

206/148 

162/98 

6 yr.  3 mo. 

158/90 

Very  marked 

Good 

5 

25 

3 yr. 

184/116 

156/106 

6 yr.  4 mo. 

210/100 

Marked 

Good 

6 

35 

3 yr. 

190/122 

176/114 

6 yr.  1 mo. 

220/120 

Marked 

Good 

7 

24 

7 mo. 

190/120 

162/110 

5 yr.  10  mo. 

130/78 

Marked 

Good 

TABLE  4. — Anterior  Root  Section 
Summary  of  Clinical  Data  on  12  Patients  Now  Dead 


Age, 

Duration 

of 

Hyper- 

Average 
Preopera- 
tive Blood 

Average 
Postopera- 
tive Blood 

Duration  of 
Life  Post- 

Subjective 

Cause  of 

No. 

Years 

tension 

Pressure 

Pressure 

operatively 

Improvement 

Death 

1 

33 

10  yr. 

258/140 

182/116 

4 yr.  8 mo. 

Moderate 

Cerebral  hemorrhage* 

2 

25 

2 yr. 

210/130 

162/110 

4 yr.  6 mo. 

Marked 

Cardiac* 

3 

44 

3 yr. 

200/132 

158/106 

3 yr.  9 mo. 

Moderate 

Cardiac;  uremiaf 

4 

22 

2yj  yr. 

284/184 

197/145 

2 yr.  11  mo. 

Marked 

Cardiac;  uremia* 

5 

21 

2 yr. 

215/155 

186/118 

1 yr.  11  mo. 

Moderate 

Cardiac;  uremiaf 

6 

46 

15  yr. 

270/160 

230/142 

1 yr.  3 mo. 

Moderate 

Cardiac;  uremia* 

7 

26 

3 yr. 

190/124 

190/138 

8 mo. 

No  symptoms  before 

Cardiac;  uremia* 

8 

41 

15  mo. 

205/139 

140/103 

7 mo. 

operation 

Marked 

Cerebral  hemorrhagef 

9 

40 

2 yr. 

230/142 

210/122 

7 mo. 

Marked  - 

Cerebral  hemorrhage; 

10 

45 

12  yr. 

230/150 

200/130 

2 mo. 

Moderate 

cardiacf 

Cardiac;  uremiaf 

11 

37 

7 yr. 

230/140 

232/140 

2 mo. 

Questionable 

Cerebral  hemorrhagef 

12 

37 

2 yr. 

270/170 

210/140 

2 mo. 

Moderate 

Cerebral  hemorrhage* 

* Autopsy  obtained, 
t No  autopsy  obtained. 


disease  was  always  interrupted  we  cannot  be 
sure  because  many  of  these  patients  died  as 
the  result  of  the  disease  within  a period  of  the 
ordinary  life  expectancy  as  computed  from 
vital  statistic  tables. 

Craig  and  Adson,3  in  1937,  reported  on  27 
patients  subjected  to  extensive  anterior  root 
section.  They  recorded  their  results  as  fol- 
lows: good,  13;  fair,  6;  failure,  6;  deaths,  2. 
Smith  wick, 4 of  Boston,  has  devised  and  used  a 
type  of  splanchnicotomy  which  provides  for 
the  division  of  the  communicating  rami  of 
dorsums  9,  10,  11,  and  12  with  removal  of  the 
sympathetic  trunk.  In  addition,  lumbars  1 
and  2 are  interrupted,  making  the  procedure 
even  more  radical  than  anterior  root  section. 
The  results  reported  by  him  are  most  encour- 
aging and  bear  further  study. 

Supradiaphragmatic  splanchnic  nerve  resec- 
tion with  the  interruption  of  the  thoracic 
sympathetic  chain  was  performed  in  12  pa- 
tients and  was  well  borne  in  all  (Table  5). 
There  were  no  complications  or  fatalities. 
The  reduction  in  arterial  pressure,  which  oc- 
curred following  operation,  within  six  months 
returned  to  the  preoperative  level  in  all 
patients.  Subjective  improvement — consist- 
ing of  lessening  in  frequency  and  severity  of 
headaches,  decrease  in  the  degree  of  nervous- 
ness, tenseness,  and  irritability — occurred  in 
the  majority  of  patients  with  essential  hyper- 


tension. Furthermore,  the  fatigue  occurring 
on  exertion  was  less  evident.  Improvement  in 
those  with  malignant  hypertension  was  tran- 
sient. 

Renal  efficiency  was  unaffected  by  the 
operation.  It  also  appeared  to  have  no 
marked  effect  on  the  heart,  as  judged  by  elec- 
trocardiographic records  or  roentgen-ray 
photographs.  Reduction  in  intensity  of  the 
constriction  in  retinal  arterioles  occurred  in  all 
of  the  cases  except  1 with  malignant  hyper- 
tension, suggesting  to  us  that  arteriolar  re- 
laxation occurs  in  regions  other  than  those 
denervated.  We  have  observed  this  constric- 
tion to  return  after  several  months. 

Peet,  Woods,  and  Braden5  have  reported  the 
largest  series  of  patients  treated  by  supra- 
diaphragmatic splanchnicotomy  and  lower 
dorsal  sympathetic  ganglionectomy.  They 
conclude  that  86.6  per  cent  of  the  patients 
have  been  relieved  of  major  symptoms  such 
as  headaches  and  that  81.3  per  cent  had  im- 
provement or  complete  restoration  from  in- 
capacitation. However,  30  per  cent  ol  the 
patients  operated  upon  were  dead  within  a 
period  of  nine  months  to  seven  years  and  a 

TABLE  5. — Supradiaphragmatic  Splanchnic 
Resection 


12  Patients  (operation  complete  in  all) 
6 Patients  are  dead 
6 Patients  are  alive 
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TABLE  6. — Supradiaphragmatic  Splanchnicotomy 
Summary  of  Clinical  Data  on  6 Patients  Now  Alive 


Age, 

Duration  of 
Hyper- 

Average 

Preoperative 

Average 

Postoperative 

Time 

Elapsed  Since 

Present 

Blood 

Subjective 

Present 

No. 

Years 

tension 

Blood  Pressure 

Blood  Pressure 

Operation 

Pressure 

Improvement 

Status 

1 

25 

3 yr. 

200/120 

100/80 

5 yr.  2 mo. 

200/110? 

Moderate 

Good 

2 

37 

3 yr. 

220/125 

110/80 

5 yr.  8 mo. 

190/115 

Marked 

Good 

3 

48 

1+ yr. 

230/120 

170/100 

5 yr.  2 mo. 

178/96 

Marked 

Good 

4 

37 

5 yr. 

220/140 

200/110 

3 yr. 

180/140 

Very  marked 

Good 

5 

47 

8+yr. 

230/120 

190/110 

3 yr.  1 mo. 

194/116 

Moderate 

Fair 

6 

42 

10  yr. 

224/120 

200/100 

3 yr.  2 mo. 

226/115 

Moderate 

Fair 

TABLE  7. — Supradiaphragmatic  Splanchnicotomy 
Summary  of  Clinical  Data  on  6 Patients  Now  Dead 


Age, 

Duration  of 

Average  Average 

Preoperative  Postoperative 
Blood  Blood 

Duration  of 
Life  Post- 

Subjective 

Improve- 

No. 

Years 

Hypertension 

Pressure 

Pressure 

operatively 

ment 

Cause  of  Death 

1 

46 

6 yr. 

180/130 

155/120 

5 yr.  3 mo. 

Marked 

Cerebral  hemorrhage* 

2 

34 

5 yr. 

190/150 

140/90 

4 yr.  6 mo. 

Marked 

? Cardiacf 

3 

35 

7 yr. 

240/130 

170/100 

3 yr.  1 mo. 

Moderate 

Cardiac;  uremia  f 

4 

25 

7 yr. 

208/136 

160/96 

1 yr.  3 mo. 

Moderate 

Cardiac;  uremiaf 

5 

24 

2 yr. 

240/180 

215/150 

1 yr.  1 mo. 

None 

Cardiacf 

6 

18 

2 yr. 

250/160 

250/160 

3 mo. 

None 

Cardiac  pheochromo- 
cytoma* 

* Autopsy  obtained, 
t No  autopsy  obtained. 


majority  of  these  died  from  the  cardiovascular 
renal  disease.  To  us,  their  report  is  optimistic 
indeed  because  they  have  had  relief  of  symp- 
toms in  so  many  patients  with  apparent  inter- 
ruption of  the  progress  of  the  disease. 

Although  our  series  is  quite  small — there 
were  only  12  patients — they  have  been  care- 
fully studied  and  selected  for  operation  (Tables 
6 and  7).  The  eldest  was  48  and  the  youngest 
18;  the  diastolic  pressure  was  120  or  over  in 
each  instance.  Within  a period  of  about  five 
years  after  operation,  6 patients  are  alive  and 
6 are  dead;  with  the  exception  of  1 patient 
who  died  at  three  months  after  operation  and 
at  postmortem  examination  was  found  to  have 
a pheochromocytoma,  all  lived  from  one  year 
to  five  years  and  three  months  and  died  of 
cardiovascular  disease.  Those  who  remain 
alive  have  been,  for  the  most  part,  markedly 
improved.  They  have  had  relief  of  symptoms 
and  lowering  of  blood  pressure  to  the  extent 
that  4 have  returned  to  their  regular  occupa- 
tions. The  remaining  2 patients,  we  feel,  are 
better  than  they  would  have  been  without  the 
operation.  However,  we  cannot  cite  in  this 
group  an  instance  of  complete  cure  with  total 
relief  of  symptoms,  a maintained  normal  blood 
pressure,  and  a return  of  the  vessels  to  normal 
limits. 

TABLE  8. — Sub  diaphragmatic  Splanchnicotomy  and 

Lumbar  Ganglionectomy,  1 and  2 (22  Patients) 


Operation  incomplete  in  4 patients 

1 refused  second  operation  and  is  now  dead 

1 died  of  cerebral  accident  after  first  operation 

2 died  of  uremia  after  first  operation 
Operation  completed  in  18  patients 

5 are  dead;  13  are  alive 


Twenty-two  patients  were  selected  for  sub- 
diaphragmatic  splanchnicotomy  and  interrup- 
tion or  resection  of  the  first  and  second  lumbar 
ganglia.  The  operation  was  carried  to  com- 
pletion in  18  cases  (Table  8).  Two  patients 
with  severe  malignant  hypertension  died 
after  the  first  operation  in  uremia;  1 died  of  a 
cerebral  accident  after  the  first  operation. 
One  patient  refused  the  second  operation  and 
died.  The  reduction  of  the  blood  pressure 
which  occurred  following  the  operation  was 
marked  but  tended  to  return  to  the  preopera- 
tive level  within  a period  of  six  months. 

There  was  marked  subjective  improvement 
in  many  of  the  patients,  consisting  of  lessening 
in  frequency  and  severity  of  headaches,  nerv- 
ousness, tenseness,  and  irritability  and  a de- 
crease of  fatigue  (Table  9). 

The  renal  efficiency  was  unaffected  by  the 
operation  as  indicated  by  urinary  findings  and 
the  urea  clearance  test.  The  heart  has  not 
been  observed  to  undergo  any  changes  as  de- 
termined by  electrocardiographic  records  or 
roentgen-ray  examination.  Reduction  in  in- 
tensity of  constriction  of  the  retinal  arterioles 
has  occurred  in  the  majority  of  patients  whose 
pressure  has  beenTowered.  With  a re-eleva- 
tion  of  the  blood  pressure  some  patients  failed 
to  exhibit  a return  of  this  constriction  (Table 
10). 

Adson* 1 2 3  reported  from  the  Mayo  Clinic  their 
experience  with  subdiaphragmatic  splanch- 
nicotomy as  follows:  good,  29;  fair,  35;  tem- 
porary improvement,  35;  and  failures,  25. 
These  results  were  based  on  a two-year  or 
more  check-up.  He  and  his  associates  recom- 
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TABLE  9. — Splanchnic  Resection — Lumbar  Ganglionectomy 
Summary  of  Clinical  Data  on  13  Patients  Now  Alive 


Average 

Average 

Duration 

Preoperative 

Postoperative 

Time 

Present 

Age, 

of  Hyper- 

Blood 

Blood 

Elapsed  Since 

Blood 

Subjective 

Present 

No. 

Years 

tension 

Pressure 

Pressure 

Operation 

Pressure 

Improvement 

Status 

1 

38 

6 yr. 

226/120 

180/ 

3 yr.  7 mo. 

180/100 

Moderate 

Fair 

2 

40 

2 yr. 

215/160 

120/80 

2 yr.  3 mo. 

200/110 

Marked 

Good 

3 

36 

4*/ 2 yr. 

230/140 

190/110 

2 yr.  1 mo. 

210/120 

Moderate 

Fair 

4 

33 

9 yr. 

240/130 

180/120 

1 yr.  9 mo. 

210/120 

Moderate 

Fair 

5 

37 

Syr. 

220/130 

190/100 

1 yr.  4 mo. 

185/110 

None 

Fair 

6 

33 

3+  yr. 

240/135 

170/100 

1 yr.  2 mo. 

198/122 

Moderate 

Fair 

7 

19 

2 yr. 

205/115 

176/98 

1 yr. 

210/110 

None 

Fair 

8 

38 

Syr. 

262/148 

180/95 

1 yr. 

204/105 

Moderate 

Fair 

9 

39 

10  yr. 

208/126 

150/90 

10  mo. 

184/120 

None 

Good 

10 

35 

10  yr. 

220/110 

166/100 

7 mo. 

180/130 

Marked 

Good 

11 

32 

2+  yr. 

195/100 

140/80 

5 mo. 

165/96 

Marked 

Good 

12 

43 

1+  yr. 

235/130 

178/90 

1 yr.  9 mo. 

270/152 

Moderate 

Fair 

13 

35 

9 yr. 

190/130 

154/104 

2 mo. 

170/105 

Marked 

Good 

TABLE  10. — Splanchnic  Resection — Lumbar  Ganglionectomy 


Summary  of  Clinical  Data  on  5 Patients  Now  Dead 

Age, 

Duration  of 
Hyper- 

Average 

Preoperative 

Average 

Postoperative 

Duration  of 
Life  Post- 

Subjective 

Cause  of 

No. 

Years 

tension 

Blood  Pressure 

Blood  Pressure 

operatively 

Improvement 

Death 

1 

35 

3 yr. 

250/150 

200/110 

1 yr.  1 mo. 

Moderate 

Cardiac;  uremia* 

2 

27 

3 yr. 

220/120 

200/100 

10  mo. 

Marked 

Hemorrhage  from 

3 

26 

1+  yr. 

235/140 

180/110 

8 mo. 

None 

duodenal  ulcer* 
Cardiac;  uremiaf 

4 

32 

2 yr. 

210/140 

190/130 

7 mo. 

Moderate 

Cardiac;  uremiaf 

5 

32 

IV2  yr. 

230/160 

198/136 

3 mo. 

Moderate 

Cardiac;  uremiaf 

* Autopsy  obtained, 
t No  autopsy  obtained. 


mend  the  procedure  because  of  its  comparative 
safety  and  fairly  high  beneficial  results.  In 
Boston,  Smithwick4  was  unsatisfied  with  his 
results  in  this  operation  and  has  supplemented 
it  in  an  attempt  to  denervate  more  completely 
the  splanchnic  area. 

The  medical  and  surgical  treatment  of 
hypertension  is  admittedly,  for  the  most  part, 
ineffective.  By  medical  treatment  we  refer 
to  that  therapy  which  is  dependent  upon  the 
use  of  various  medications  and  the  employ- 
ment of  those  regimens  outlined  by  any  physi- 
cian. The  surgical  treatment  of  hypertension, 
on  the  other  hand,  consists  of  the  direct  attack 
upon  the  disease  by  a surgical  procedure. 
These  attacks  have  been  carried  out  by  a few 
surgeons  in  the  United  States  and  have  con- 
sisted of  operations  interrupting  or  removing 
those  parts  of  the  sympathetic  nervous  system 
which  are  believed  to  control  the  blood  supply 
of  the  kidney  and  splanchnic  area.  From  the 
figures  that  we  have  presented,  it  is  evident 
that  the  procedures  we  employed  are  not  suf- 
ficient to  cure  or  interrupt  the  progress  of  this 
disease. 

Of  great  importance  in  our  experience,  how- 
ever, has  been  the  alleviation  of  symptoms 
which  has  occurred  so  frequently  in  this  group 
of  cases  that  we  can,  without  hesitating,  state 
that  the  patients  as  a whole  have  been  bene- 
fited. This  statement  would  be  valueless  in- 
deed if  we  were  unable  to  be  more  specific.  It 
is  for  this  reason  that  we  have  selected  the 


three  most  common  symptoms  associated  with 
the  hypertensive  patients  as  a subject  for 
critical  investigation  so  far  as  our  surgical 
therapy  is  concerned.  These  symptoms  are 
(1)  headache,  (2)  nervousness,  and  (3)  fatigue 
on  exertion. 

Of  the  57  patients  selected  for  operation, 
one  of  the  three  procedures  described  was  car- 
ried to  completion  in  49.  Headache  was  one  of 
the  three  chief  complaints  in  48  cases.  Forty- 
five  of  these  patients  were  completely  relieved 
of  headaches  for  a time  following  operation. 
Many  of  them  have  had  no  headaches  since, 
although  the  time  elapsed  since  operation  has 
extended  up  to  six  and  one-half  years. 

It  has  been  our  experience  from  prolonged 
observations  of  these  hypertensive  patients 
that  many  of  them  complain  of  nervousness,  a 
sense  of  tenseness,  and  hyperirritability  that 
are  difficult  to  correlate  as  a single  manifesta- 
tion of  the  disease.  We  have  sought  to  group 
these  manifestations  under  one  presenting 
symptom  labeled  nervousness.  It  is  second 
only  in  importance  to  headaches.  It  is  this 
symptom  that  prevents  the  hypertensive 
patient  from  resting,  adds  so  much  to  his 
general  discomfort,  and  makes  him  so  suscep- 
tible to  disturbing  stimuli  that  the  first  com- 
plaint of  headache  may  be  precipitated. 

Following  operation,  36  of  the  49  patients 
have  been  completely  relieved  of  this  symp- 
tom, 8 have  been  partially  relieved,  and  in  the 
remainder  it  was  difficult  to  determine  whether 
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or  not  this  symptom  had  been  effected.  We 
are  aware  that  the  realization  that  an  opera- 
tion has  been  performed  for  a serious  condition 
may  do  much  to  place  the  mind  of  the  indi- 
vidual at  rest  and  enable  him  to  relax  more 
readily  than  before.  However,  we  are  con- 
vinced that  there  is  something  much  more 
tangible  and  actual  than  this  and  that  the 
patients  are  not  exaggerating  when  they  claim 
they  are  much  less  nervous. 

Early  fatigue  on  exertion  associated  with 
hypertension  was  present  in  all  of  the  patients. 
From  a review  of  their  history  and  from  discus- 
sions with  the  patients  it  is  felt  that  only  34 
or  59.6  per  cent  actually  complained  of  early 
fatigue.  Patients  in  whom  headaches  were 
severe  and  who  were  subject  to  a state  of  nerv- 
ousness and  tenseness  were  most  frequently 
prone  to  complain  of  fatigue  on  exertion. 
This  is  not  unexpected  because  both  the  first 
and  second  symptoms  are  likely  to  prevent  the 
patient  from  securing  a normal  amount  of  rest 
and,  in  addition,  consume  energy  that  other- 
wise would  not  be  required.  Furthermore, 
there  is  the  lack  of  reserve  so  far  as  the  heart  is 
concerned,  together  with  the  added  work  that 
is  required  of  it.  These  manifestations  of  the 
disease  are  of  tremendous  importance  to  the 
patients,  and  to  relieve  them  either  by  medical 
or  surgical  means  is  to  make  life  more  pleasant 
for  them  and  probably  prolong  it  as  well. 
Unfortunately,  we  do  not  possess  instruments 
of  accuracy  for  measuring  such  improvement. 
If  we  were  but  able  to  measure  the  increase  in 
intensity  of  these  symptoms  as  we  are  able  to 
measure  the  blood  pressure  with  the  mercury 
manometer,  perhaps  we  would  be  justified  in 


being  more  adamant  in  insisting  upon  the 
surgical  treatment  of  these  unfortunates. 

The  surgical  treatment,  consisting  of  the 
above  three  described  operations,  was  em- 
barked upon  as  an  experiment.  We  have 
carefully  studied  a small  group  of  patients  in 
an  effort  to  determine  the  merit  of  this  ther- 
apy. We  believe  further  investigation  with 
this  type  of  therapy  is  indicated  because  (1)  it 
has  been  followed  by  a lowering  of  blood  pres- 
sure as  a result  of  the  operative  procedures,  (2) 
changes  in  the  fundi  have  occurred  and  in 
many  cases  persisted,  (3)  headaches  have  been 
relieved  for  variable  periods  of  time,  (4) 
nervousness  has  been  diminished,  and  (5)  early 
fatigue  has  been  lessened. 

Now,  because  we  find  among  these  five  fac- 
tors a ray  of  hope,  we  urge  the  continuation  of 
surgical  therapy  on  an  experimental  basis, 
employing  even  more  complete  operations  in 
denervating  the  splanchnic  area  such  as  that 
described  by  Smithwick.4  Improvement  in 
the  methods  of  surgical  attack  upon  this  dis- 
ease may  provide  for  its  interruption  as  well  as 
the  alleviation  of  symptoms.  If  this  can  be 
done,  the  surgeons  will  have  made  a contribu- 
tion to  the  treatment  of  cardiovascular  renal 
disease. 
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1942  Registration  Cards  Delayed 

[From  Dr.  Robert  R.  Hannon,  Secretary  of  the  New  York  State  Board 
of  Medical  Examiners,  came  the  following  announcement  on  September  26.  ] 

“Due  to  a reorganization  of  the  office  procedure  in  annual  registration  and  delay  caused 
by  conditions  arising  from  national  defense  restrictions  the  Department  will  not  be  able 
to  send  application  cards  for  annual  registration  for  the  calendar  year  1942  to  physicians 
until  early  November.  This  delay  is  unavoidable  but  the  application  cards  will  be 
mailed  as  early  as  possible.” 


CONTROL  OF  PAIN  AND  DISCOMFORT  BY  THE 
SUBCUTANEOUS  INJECTION  OF  OXYGEN 

John  H.  Evans,  M.D.,  Buffalo 


BEFORE  coming  to  the  subject  matter  of 
this  paper  I should  like  to  say  a few  words 
about  the  development  of  our  specialty  which 
I have  followed  with  great  interest  during  the 
twenty-eight  years  I have  been  an  anesthetist. 

In  1913  anesthesia  was  a neglected  and  un- 
honored field.  Today  it  is  receiving  world- 
wide attention  and  is  recognized  as  one  of  the 
most  important  of  the  specialties. 

In  1913  there  were  only  a few  physicians 
who  condescended  to  give  anesthetics,  while 
today  there  are  over  2,000,  all  of  whom  are 
proud  of  being  classified  as  anesthetists. 

In  1913  organization  of  professional  anes- 
thesia was  in  its  infancy.  Today,  we  have  the 
International  Anesthesia  Research  Society, 
the  American  Society  of  Anesthetists,  Inc., 
and  a section  in  the  American  Medical  As- 
sociation as  well  as  in  many  state  medical 
societies.  In  addition,  anesthesia  societies 
have  been  organized  in  nearly  all  of  the 
foreign  countries  and  there  are  many  local 
societies  in  the  large  cities  of  the  United 
States  and  Canada. 

In  1913  there  was  no  publication  devoted 
to  anesthesia,  the  occasional  article  written 
on  the  subject  being  published  in  the  various 
medical  journals,  and  textbooks  on  anesthesia 
were  few.  Today  we  have  two  journals  in 
this  country  devoted  exclusively  to  anesthesia 
— namely,  Current  Researches  in  Anesthesia 
and  Analgesia  and  Anesthesiology.  We  also 
have  textbooks  that  cover  all  types  and 
methods  of  administering  anesthetics  and 
Anesthesia  Abstracts  of  which  the  tenth  volume 
is  now  on  the  market.  In  England  The  British 
Journal  of  Anesthesia  made  its  debut  in  1927. 

In  1913  instruction  in  anesthesia  was 
limited.  Many  of  the  medical  colleges  did  not 
even  include  it  in  their  curriculum,  and  the 
graduate  in  medicine  wTas  not  required  to  have 
any  knowledge  of  the  subject.  The  few  who 
were  desirous  of  learning  the  art  and  science  of 
anesthesia  found  there  was  no  place  to  go  and 
their  practical  knowledge  could  be  obtained 
only  by  the  trial-and-error  method.  The 
designation  “Professor  of  Anesthesia”  did  not 
exist. 

Today,  instruction  in  the  various  phases  of 

Chairman’s  address,  read  before  the  Section  on  Re- 
gional and  General  Anesthesia  at  the  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New  York, 
Buffalo,  New  York,  April  29,  1941. 


anesthesia  is  given  in  all  medical  colleges, 
many  of  them  having  chairs  in  anesthesia; 
the  medical  student  cannot  graduate  without 
some  knowledge  of  the  subject  and  there  are 
several  teaching  hospitals  where  a three-year 
fellowship  can  be  acquired. 

This  remarkable  change  in  the  status  of 
anesthesia  has  been  brought  about  by  the 
efforts  of  many  professional  and  scientific 
workers  whose  object  has  been  to  make  sur- 
gery safer  for  the  patient.  The  list  is  too  long 
to  give  each  one  the  credit  he  deserves  at  this 
time.  However,  I cannot  refrain  from  men- 
tioning one  who  devoted  his  entire  fife  to  the 
advancement  of  anesthesia  and  to  whom  we 
owe  much  for  the  present  high  standards  of 
our  specialty — namely,  the  late  Dr.  Frank  H. 
McMechan. 

The  specialist  in  anesthesia  was  formerly 
confined  to  the  administration  of  anesthetics 
but  during  recent  years  he  has  taken  on  ad- 
ditional responsibilities. 

In  my  presidential  address  at  the  Sixth 
Annual  Congress  of  Anesthetists  in  19271 
I made  two  recommendations:  (1)  that 

inhalation  therapy  be  combined  with  the 
specialty  of  anesthesia,  and  (2)  that  100  per 
cent  oxygen  be  used  in  the  treatment  of 
anoxemia  to  replace  the  ineffectual  40  to  60 
per  cent  oxygen  dosage  then  in  vogue. 

The  first  of  these  recommendations  met  with 
prompt  approval.  Not  only  has  inhalation 
therapy  been  added  to  our  specialty  but  in 
several  hospitals  therapeutic  nerve  block  and 
blood  transfusions  have  also  been  allotted  to 
the  department  of  anesthesia. 

The  recommendation  relative  to  100  per 
cent  oxygen  for  years  met  with  vigorous  op- 
position2 notwithstanding  the  frequent  pub- 
lications3 regarding  its  safety  and  desirability. 
However,  in  recent  years  considerable  progress 
has  been  made.  There  are  several4  who  now 
advocate  and  use  100  per  cent  oxygen  but 
who  are  apparently  still  imbued  with  fear  of 
its  prolonged  administration,  otherwise  they 
would  not  reduce  the  oxygen  concentration  to 
50  to  70  per  cent  after  forty-eight  hours  al- 
though dealing  with  severe  anoxemia. 

It  has  been  shown  repeatedly3  that  these 
patients  are  still  cyanotic  while  inhaling  60 
per  cent  oxygen  and  are  often  in  the  death 
zone  of  asphyxia.  The  comfort,  and  often  the 
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life,  of  the  patient  depends  on  keeping  the 
arterial  blood  oxygen  at  its  normal  level  not 
only  for  a forty-eight-hour  period  but  for  as 
many  days  or  weeks  as  the  cause  of  the 
anoxemia  persists.  Is  it  just  to  the  patient  or 
good  therapeutics  to  limit  arbitrarily  dosage 
with  entire  disregard  to  physiologic  require- 
ments? 

The  word  “anesthesiology”  has  been  coined 
to  cover  the  enlarged  field  of  the  anesthetist, 
and  this  designation  has  been  approved  by  the 
American  Medical  Association  and  the  Ameri- 
can Boards. 

Subcutaneous  Oxygen 

Although  Damarquay5  in  1865  announced 
the  cure  of  a case  of  senile  gangrene  by  the 
injection  of  oxygen,  little  attention  was  given 
to  this  type  of  therapy  until  1911.  Since  then 
there  has  been  a steadily  growing  interest  so 
that  at  the  present  time  the  literature  on  the 
subject  is  quite  extensive. 

For  many  years  it  was  used  to  a greater  ex- 
tent in  Europe  than  in  this  country.  The 
great  majority  of  clinicians  who  have  em- 
ployed this  therapy  have  injected  the  oxygen 
into  healthy  tissue,  relying  on  the  increase  in 
the  oxygen  content  of  the  blood  for  beneficial 
results.  It  has  been  used  mostly  in  the 
diseases  and  conditions  of  which  anoxemia  is 
a complicating  factor. 

Even  in  the  treatment  of  localized  lesions 
and  diseases  the  oxygen  was  usually  injected 
into  healthy  tissue  remote  from  the  pathol- 
ogy. 

The  oxygen  has,  however,  been  given  in 
the  past  to  a limited  extent  for  its  local  effect, 
but  in  general  the  importance  of  direct  con- 
tact between  oxygen  and  diseased  tissues  has 
been  overlooked. 

When,  in  1935,  I decided  to  investigate  the 
merits,  if  any,  of  subcutaneous  oxygen  in 
diseases  not  complicated  by  anoxemia,  it  was 
with  the  idea  of  increasing  the  oxygen  content 
of  the  blood  by  injecting  the  oxygen  into 
healthy  tissue.  However,  as  this  method 
failed  to  produce  any  beneficial  results  in  the 
first  case  treated — which  was  for  eczema — 
the  oxygen  was  injected  directly  into  the  af- 
fected areas.  The  results  were  surprising. 
When  the  patient  returned  forty-eight  hours 
later  for  his  second  treatment  the  eczematous 
areas  were  greatly  reduced  in  size  and  there 
was  much  less  itching.  After  six  weeks,  the 
injections  being  given  three  times  weekly, 
there  was  complete  disappearance  of  the  ec- 
zema and  itching. 

It  was  then  decided  that  in  the  future  the 


oxygen  should,  when  possible,  be  injected 
directly  into  the  diseased  tissues.  The  im- 
portance of  following  this  rule  was  subse- 
quently proved  in  cases  of  acute  arthritis 
by  injecting  the  oxygen  into  healthy  tissue 
remote  from  the  pathology.  This  was  done 
for  four  consecutive  days,  but  no  benefit  was 
obtained  until  the  oxygen  was  injected  di- 
rectly into  the  affected  areas. 

Another  rule  was  later  adopted — namely, 
that  when  it  was  not  feasible  to  inject  the 
oxygen  directly  into  the  pathology  it  should 
be  injected  as  close  to  it  as  possible.  The  basis 
for  this  rule  was  the  good  results  obtained  in 
a prolonged  attack  of  asthma  when  the  oxy- 
gen was  injected  in  each  side  of  the  spine  in 
the  thoracic  region.  F or  two  days  previous  the 
continuous  inhalation  of  100  per  cent  oxygen 
plus  the  injection  of  oxygen  into  the  thighs 
and  abdominal  wall  had  proved  ineffectual. 

The  injection  of  oxygen  in  the  back,  while 
not  always  successful,  has  proved  equally 
beneficial  in  several  other  similar  cases,  the 
asthmatic  attack  beginning  to  subside  as  soon 
as  the  oxygen  was  injected  and  disappearing 
entirely  in  from  three  to  five  days. 

The  reason  for  the  good  results  obtained  in 
these  cases  cannot  be  credited  to  any  increase 
in  the  arterial  blood  oxygen  since  no  more 
oxygen  was  injected  in  the  back  than  in  the 
other  locations.  The  effect  on  the  spinal 
nerves,  brought  about  by  reduction  of  pres- 
sure due  to  localized  edema,  and  the  improved 
circulation  produced  by  the  oxygen  may  be 
possible  explanations.  The  nervous  system  is 
more  quickly  affected  by  reduction  in  normal 
oxygen  supply  than  the  other  tissues. 

The  injecting  of  oxygen  in  the  back  for  the 
treatment  of  pathology  in  the  chest  and  ab- 
dominal cavity  has  not  been  as  yet  thoroughly 
investigated,  but  encouraging  results  have  al- 
ready been  obtained  in  a few  conditions,  such 
as  relief  of  pain  and  discomfort  in  cases  of 
angina  pectoris,  coronary  thrombosis,  cardiac 
dyspnea,  and  nephritis. 

It  is  not  possible  within  the  scope  of  this 
paper  to  give  more  than  a general  idea  of  the 
results  obtained  with  subcutaneous  oxygen 
during  the  past  five  years.  A detailed  report 
of  100  cases  covering  the  first  year’s  work 
was  published  in  1937. 6 

We  have  found  that  relief  of  pain  and  dis- 
comfort can  be  obtained  in  a variety  of 
pathologic  conditions.  Unlike  nerve  blocking 
from  which  we  can  expect  relief  of  pain  only, 
the  oxygen  usually  has  a beneficial  effect  upon 
the  pathology.  Why  this  effect  is  brought 
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about  and  the  pain  relieved  is  a difficult  ques- 
tion to  answer  satisfactorily. 

The  oxygen,  in  cases  of  acutely  inflamed 
joints,  muscles,  or  nerves,  probably  has  a three- 
fold action.  (1)  It  seems  to  act  as  a buffer 
between  inflamed  cells,  separating  them,  open- 
ing lymph  channels  for  drainage,  and  reducing 
pressure;  (2)  it  probably  kills  certain  types 
of  bacteria;  and  (3)  it  may  neutralize  toxins 
and  stimulate  local  circulation  of  blood. 

The  clinical  results  have  been  so  uniform  in 
acute  conditions  that  it  is  possible  to  predict 
them  in  advance;  usually  there  is  prompt 
relief  of  pain,  within  twenty-four  hours  the 
local  temperature  drops,  the  redness  disap- 
pears, the  swelling  is  reduced,  and  the  tissues 
become  much  less  sensitive  to  pressure. 

The  beneficial  results  obtained  in  chronic 
conditions  are  probably  due  mainly  to  the 
same  factors  as  in  acute  cases.  However,  as 
there  are  more  pathologic  changes — such  as 
thickened  tissues,  induration,  diminished 
blood  and  oxygen  supply — more  time  is  re- 
quired to  produce  results,  and  in  some  cases 
none  have  been  obtained.  Apparently  the 
function  of  pure  oxygen  when  it  comes  in  con- 
tact with  abnormal  tissue  is  to  soften  it  so 
that  absorption  eventually  takes  place.  This 
effect  has  been  observed  to  occur  in  stiff 
fingers  following  infection,  the  palmar  nodules 
of  early  Dupuytren’s  contracture,  and  the 
persistent  areas  of  induration  at  the  site  of 
hyperdermics  of  drugs. 

X-rays  show  that  the  oxygen  not  only  fills 
the  subcutaneous  spaces  but  permeates  the 
deeper  tissues  until  it  reaches  bony  structure. 
This  explains  why  results  are  possible  in  other 
than  superficial  conditions. 

Acute  Inflammatory  Conditions 

Among  the  acute  diseases  for  which  we  have 
found  subcutaneous  oxygen  to  be  beneficial  are : 
atrophic  and  hypertrophic  arthritis,  sciatica, 
shingles,  myositis,  neuritis,  lumbago,  boils, 
and  abscesses.  None  of  the  infections  treated 
were  tubercular.  An  advanced  case  of  ery- 
sipelas was  treated  but  without  results.  The 
number  of  injections  necessary  in  acute  cases 
vary.  In  some,  one  injection  only  has  been 
sufficient,  while  others,  especially  in  acute 
atrophic  arthritis  of  the  knees,  may  require 
treatment  for  several  weeks  before  a return  to 
normal  is  accomplished. 

Trauma 

The  pain,  swelling,  and  tenderness  resulting 
from  trauma  responds  to  oxygen  in  a similar 
manner  as  in  acute  inflammatory  conditions. 


However,  when  there  is  marked  swelling  the 
pain  may  be  increased  for  the  first  ten  to 
twelve  hours,  after  which  it  is  either  greatly 
reduced  or  disappears.  The  tenderness  in 
these  cases,  as  in  acute  conditions,  persists 
after  the  pain  has  gone,  gradually  disappearing 
in  a few  days.  Apparently,  the  oxygen  hastens 
the  repair  of  damaged  tissues  and  function  is 
restored  sooner  than  when  oxygen  is  not  used. 

The  following  are  2 cases  of  pain  relief 
following  trauma. 

1.  A dentist,  aged  45,  a week  after  the  reduc- 
tion of  a dislocated  hip,  suffered  severe  pain  when 
walking,  which  he  did  with  the  aid  of  a cane. 
Immediately  after  the  injection  of  oxygen  he  was 
able  to  walk  without  his  cane  and  with  little 
pain.  The  following  day  the  pain  had  all  dis- 
appeared and  did  not  return. 

2.  The  right  hand  of  a woman,  aged  53,  be- 
came swollen,  cold,  cyanotic,  and  painful  four- 
teen weeks  after  a Colles  fracture.  It  looked  as 
though  amputation  would  be  necessary.  There 
was  some  relief  of  pain  after  the  first  injection  of 
oxygen  and  less  cyanosis.  Following  the  second 
injection  nearly  all  the  pain  disappeared  and 
the  color  of  the  hand  became  pink.  The  treat- 
ment was  continued  for  two  months,  three  in- 
jections being  given  weekly,  with  complete  re- 
covery. 

Skin  Diseases 

Although  our  experience  with  skin  lesions 
has  been  limited,  the  good  results  obtained  in 
some  of  the  cases  indicate  that  this  might  be  a 
fertile  field  for  further  investigation.  Several 
cases  of  eczema  have  been  treated  with  bene- 
fit. There  was  only  1 case,  diagnosed  as  con- 
tact dermatitis,  that  showed  no  improvement. 

Oxygen  has  also  proved  beneficial  in  cases 
of  ringworm. 

Pruritis  Ani 

Subcutaneous  oxygen  is  probably  the  best 
remedy  for  pruritis  ani  that  has  so  far  been 
found. 

Apparently  the  first  patient  ever  to  be  given 
this  treatment  was  a man,  aged  48.  The  pruritis 
ani  was  of  eighteen  months’  duration  and  was 
complicated  by  a dermatitis  involving  the  but- 
tocks and  the  inner  aspects  of  both  thighs.  He 
had  been  treated  by  his  family  physician  and 
for  the  last  four  months  by  a skin  specialist,  but 
without  any  improvement.  The  itching  was 
relieved  after  the  first  injection  of  oxygen  and 
the  dermatitis  was  improved.  From  November 
19,  1935,  to  December  21,  1935,  he  was  given 
three  treatments  a week,  at  which  time  the 
itching  and  dermatitis  had  disappeared  and 
treatment  was  discontinued.  On  February  7, 
1936,  the  patient  returned  complaining  of  a re- 
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turn  of  the  pruritis  ani  and  itching  from  small 
areas  of  dermatitis  on  both  thighs.  Treatment 
was  resumed  and  continued  for  six  weeks.  Since 
that  time,  a period  of  over  five  years,  there  has 
been  no  return  of  the  itching  or  skin  condition. 

I then  treated  several  cases  weekly  at  the 
Outpatient  Department  of  the  Buffalo  General 
Hospital.  While  one  treatment  a week  was 
beneficial,  the  dosage  was  inadequate  to  do 
justice  to  the  oxygen.  Dr.  Harry  C.  Guess, 
proctologist  of  Buffalo,  continued  the  investi- 
gation on  his  private  patients  and  reports  80 
per  cent  of  cures  in  a series  of  over  250  cases. 

Arterial  Diseases  of  the  Extremities 

Pain  in  the  hands  and  feet  due  to  restricted 
circulation  has  in  the  majority  of  cases  been 
relieved  by  the  injection  of  oxygen.  These  in- 
clude arteriosclerosis,  Berger’s  disease,  and 
Raynaud’s  disease.  Gangrenous  areas  have 
healed  and  probably  amputation  has  been 
avoided  in  3 cases.  The  following  case  is  an 
example. 

A woman,  aged  76,  with  hypertension  and 
arteriosclerosis,  began  to  have  cold  and  painful 
feet  in  July,  1937.  She  was  treated  with  an 
alternating  positive  and  negative  apparatus  with- 
out any  relief.  When  the  subcutaneous  oxygen 
treatment  was  begun  on  February  5,  1938,  the 
distal  half  of  the  second  toe  on  the  right  foot 
was  gangrenous  and  the  other  half  was  cyanotic. 
Blood  pressure  was  210/86.  Three  injections  of 
oxygen  were  given  weekly  until  April  24,  1938, 
at  which  time  the  protruding  bone  of  the  toe 
was  nipped  off  under  nitrous  oxide-oxygen  anes- 
thesia. As  the  blood  supply  to  the  remaining 
part  of  the  toe  was  good  and  as  there  was  no 
more  pain,  the  oxygen  treatments  were  dis- 
continued. The  toe  healed  and  the  patient  has 
had  no  pain  or  gangrenous  areas  since — a 
period  of  over  three  years. 

There  was  1 case  of  beginning  gangrene  of 
the  feet  with  severe  pain  which,  after  four 
injections  of  oxygen,  was  not  benefited.  This 
was  a man,  aged  84,  with  marked  arterioscle- 
rosis. He  died  a few  days  later  of  cerebral 
hemorrhage. 

Two  patients  with  diabetic  gangrene  were 
treated  for  a month  without  results. 

In  cases  of  Berger’s  disease  and  Raynaud’s 
disease  when  there  is  no  marked  edema,  the 
patient  can  be  relieved  of  pain  and  numbness 
to  a great  extent  and  the  fingers  or  toes  can 
be  kept  from  sloughing.  Cracking  of  the  skin 
and  some  ulceration  will  occur  in  most  cases 
in  spite  of  three  weekly  injections  of  oxygen. 

The  following  is  an  example  of  the  ability  of 
oxygen  to  check  sloughing. 


A man,  aged  50,  had  had  Raynaud’s  disease 
since  1924.  In  January  1937  the  distal  half  of  the 
right  index  finger  was  amputated  at  the  Mayo 
Clinic.  In  May,  1941  the  left  index  finger  began 
to  slough  at  the  distal  end  and  had  progressed 
to  about  the  same  degree  as  had  the  right  before 
the  amputation.  Subcutaneous  oxygen  was 
given  for  two  months,  three  times  weekly.  The 
pain  was  relieved,  the  sloughing  was  checked, 
and  the  finger  healed. 

Angina  Pectoris  and  Coronary  Pain 

The  results  in  10  cases  of  precordial  and  sub- 
sternal  pain  have  been  quite  uniform.  Usu- 
ally, there  is  immediate  relief  as  soon  as  the 
oxygen  is  injected  into  each  side  of  the  spine 
in  the  thoracic  region,  and  in  twenty  minutes 
the  pain  is  either  almost  or  entirely  gone. 
The  freedom  from  pain  lasts  from  one  to  three 
days  but  can  be  brought  on  by  overexertion 
or  emotional  upset.  In  4 of  these  cases  the 
diagnosis  of  coronary  occlusion  was  confirmed 
by  electrocardiograms. 

While  relief  of  coronary  pain  can  usually  be 
obtained  by  the  inhalation  of  100  per  cent 
oxygen,  it  is  not  so  effective  or  so  lasting  as 
with  subcutaneous  oxygen.  Occasionally,  a 
patient  will  be  little,  if  any,  benefited  by  the 
inhalation  of  100  per  cent  oxygen.  The  fol- 
lowing is  an  example. 

A man,  aged  43,  had  severe  substernal  and 
precordial  pain,  which  was  diagnosed  by  a 
competent  heart  specialist  as  due  to  coronary 
thrombosis.  He  was  put  to  bed  and  100  per 
cent  oxygen  therapy  by  inhalation  was  instituted. 
In  spite  of  the  oxygen,  which  was  given  con- 
tinuously for  the  first  twelve  hours  and  there- 
after twenty  minutes  each  hour  for  three  days, 
the  pain,  while  somewhat  less,  was  still  severe. 
Large  doses  of  morphine  had  also  been  given 
during  this  time.  About  1,000  cc.  of  oxygen  was 
then  injected  into  the  back,  the  procedure  re- 
quiring about  twenty  minutes.  As  soon  as  the 
injection  was  completed  the  patient  said  that 
there  was  not  enough  pain  left  to  mention.  Two 
days  later  he  refused  to  take  another  injection 
because  he  had  been  so  comfortable  and  free 
from  pain.  During  this  time  he  had  no  inhala- 
tion oxygen. 

The  clinical  results  in  the  following  case 
are  interesting  because  of  the  definite  path- 
ology found  in  the  heart  at  autopsy. 

A man,  aged  62,  was  known  to  suffer  from 
hypertension  and  cardiac  disease  since  1933. 
Diagnosis  after  admission  to  the  Buffalo  General 
Hospital  on  July  17,  1939,  was  arteriosclerosis, 
hypertension,  and  coronary  occlusion,  confirmed 
by  electrocardiograms.  Since  1933  he  had  had 
many  severe  attacks  of  precordial  pain  and 
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dyspnea,  sometimes  lasting  for  many  hours. 
After  discharge  from  the  hospital  on  July  29, 
1939,  the  pain  continued  to  be  severe  and  pro- 
longed. Some  relief  was  obtained  by  nitro- 
glycerine, but  there  was  no  relief  from  irradia- 
tion of  adrenals.  On  February  1,  1941,  the  pa- 
tient was  referred  to  me  for  treatment  at  the 
Outpatient  Department;  he  reported  only  once 
a week.  The  following  notations  are  taken  from 
the  patient’s  chart:  “February  8,  1941 — had  no 
pain  for  three  days  after  first  treatment  except 
on  sudden  exertion  or  when  walking  rapidly. 
Appetite  has  improved  and  sleeps  better. 
February  15,  1941 — an  hour  after  last  treatment 
had  pain  for  about  four  hours  but  since  then  has 
been  free  not  only  from  pain  but  also  precordial 
distress  for  long  intervals.  February  22,  1941 — 
had  a comfortable  week  with  no  sharp  pain  but 
some  precordial  ache  on  exertion.  March  1, 
1941 — no  pain  for  three  days  following  last 
treatment  and  says  he  feels  several  years 
younger.”  During  the  next  two  weeks  he  was 
given  two  injections  a week. 

“March  5,  1941 — feels  better  generally.  No 
pain  in  chest  until  this  morning.  March  8, 
1941 — no  pain  since  last  oxygen  treatment  until 
today  after  walking  from  his  home  to  the  hos- 
pital, a distance  of  over  half  a mile.  March  12, 
1941 — was  free  from  pain  for  twenty-four  hours 
following  last  treatment.  March  15,  1941 — no 
sharp  pain  since  last  treatment.  March  22, 
1941 — has  taken  only  four  nitroglycerine  tablets 
during  past  week  for  occasional  pain.  March  29, 
1941 — felt  good  the  past  week.  Took  only  one 
nitroglycerine  tablet  which  was  this  morning. 
Has  taken  long  walks  without  pain  or  dyspnea.” 

He  died  suddenly  on  April  8,  1941,  ten  days 
after  the  last  oxygen  injection. 

Autopsy  Report. — Distinct  concentric  myo- 
cardial hypertrophy  of  the  left  ventricle.  Marked 
arteriosclerotic  changes  of  the  coronary  arteries, 
particularly  the  left  circumflex  and  the  right 
marginal  branches,  which  do  not  admit  a probe. 
No  recent  thrombus  discovered.  Plum-size 
Rokitansky  aneurysm  on  the  posterior  wall  of 
the  left  ventricle  with  almost  complete  fibrous 
replacement  of  the  myocardium  at  this  point. 
On  section,  distinct  myocardial  fibrosis  in  septal 
wall. 

Nephritis 

The  beneficial  results  in  3 cases  of  nephritis 
which  coincided  with  the  initiation  of  sub- 
cutaneous oxygen  injected  in  the  back  is 
encouraging  and  is  reported  at  this  time 
with  the  idea  of  stimulating  further  investiga- 
tion. Two  of  the  cases  were  chronic  and  1 
was  acute. 

The  acute  case  was  a woman,  aged  48,  and 
the  glomerulonephritis  was  a complicating  factor 
of  a recent  pneumonia.  When  subcutaneous 
oxygen  therapy  was  begun  on  February  20, 
1936,  the  blood  pressures  were  165/90  and  there 


was  4 plus  albumin  in  the  urine.  The  injections 
were  given  daily  for  the  first  two  weeks  and  every 
other  day  for  the  third.  The  treatment  was  then 
discontinued  since  the  patient  had  almost  en- 
tirely recovered.  The  blood  pressures  were 
110/64  and  there  was  merely  a faint  trace  of 
albumin  in  the  urine.  Her  general  condition 
improved  remarkably  during  this  time  and  she 
left  the  hospital  a few  days  later.  A recent 
report  from  her  physician  is  that  there  has  been 
no  return  of  the  nephritis — a period  of  over  five 
years. 

The  second  case  was  a man,  aged  49,  who  had 
been  hypertensive  and  had  suffered  from  chronic 
nephritis  for  years.  He  had  an  acute  exacerba- 
tion and  became  delirious.  His  urine  was  loaded 
with  albumin  and  casts.  Following  the  first  in- 
jection of  oxygen  in  the  back,  the  delirium  began 
to  subside  and  in  a few  days  disappeared;  a 
corresponding  improvement  apparently  took 
place  in  the  kidneys  as  the  albumin  and  casts 
were  decreased.  Daily  injections  were  given  for 
two  weeks.  The  patient  enjoyed  his  former  usual 
health  for  a period  of  two  years,  when  he  suf- 
fered another  acute  exacerbation  of  the  chronic 
nephritis.  Subcutaneous  oxygen  plus  inhala- 
tion oxygen  at  this  time  proved  ineffectual  and 
the  patient  died. 

The  third  case  was  a girl,  aged  17,  who 
entered  the  hospital  on  January  9,  1941.  The 
diagnosis  was  chronic  glomerulonephritis  and 
malignant  hypertension  of  four  years’  duration. 
The  patient  was  confined  to  bed  and  was  mentally 
apathetic.  There  had  been  a gradual  rise  in  the 
blood  urea  nitrogen.  On  January  28,  1941,  it 
was  97  mg.;  on  February  1 1941,  it  had  risen  to 
125  mg.  After  the  institution  of  subcutaneous 
oxygen  therapy  the  readings  were  as  follows: 
102,  81,  74,  85,  91,  133,  145,  148,  158  and  197  on 
April  8,  1941,  when  the  patient  died.  The  day 
following  the  first  injection  of  oxygen  the  pa- 
tient’s mental  condition  improved;  she  had  a 
better  appetite  and  was  up  and  about  the  ward 
for  several  days  until  the  urea  nitrogen  began 
to  mount.  The  improvement  in  her  condition 
continued  during  the  time  she  regularly  received 
the  injections.  There  was  a period  of  eight  days 
preceding  the  sharp  rise  of  the  urea  nitrogen  from 
91  to  133  during  which  no  injections  of  oxygen 
were  given  and,  subsequently,  they  were  in- 
effectual. 

Dyspnea 

Cardiac  dyspnea,  when  not  too  severe,  can 
usually  be  controlled  by  three  injections  of 
oxygen  a week.  With  some,  daily  treatment 
may  be  required  and,  in  cases  of  marked 
dyspnea  with  a drop  in  blood  pressures  due  to 
left-sided  heart  failure  such  as  occurs  after 
coronary  thrombosis,  two  daily  injections  may 
be  necessary  together  with  the  continuous 
inhalation  of  100  per  cent  oxygen.  The  sub- 
cutaneous oxygen  in  these  cases  will  nearly  all 
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be  absorbed  after  twelve  hours  so  that  another 
injection  is  indicated. 

The  dyspnea  due  to  fibrous  changes  in  the 
lungs  or  to  emphysema  can  usually  be  re- 
lieved by  the  injection  of  oxygen  in  the  back. 

In  asthma  the  oxygen  is  usually  effective 
after  the  first  injection,  but  there  have  been 
some  failures  and  prolonged  treatment  may 
be  necessary.  Two  patients  were  treated  for 
a month  with  inhalation  and  subcutaneous 
oxygen  without  effect,  but  these  are  the  excep- 
tions. 

Fatigue 

Cases  of  chronic  fatigue  due  to  cardiac 
disease,  low  or  high  blood  pressures,  or  the 
aftermath  of  influenza  are  greatly  benefited 
by  the  injection  of  oxygen  in  the  back.  The 
patients  feel  refreshed  on  awakening  in  the 
morning  and  their  endurance  is  increased. 

Insomnia 

Patients  suffering  from  insomnia  associated 
with  heart  disease,  hypertension,  or  nervous 
exhaustion  have  been  benefited  by  the  injec- 
tion of  oxygen  in  the  back.  The  patient 
usually  sleeps  well  after  the  first  treatment  so 
that  hypnotics  can  often  be  dispensed  with. 
Once  the  habit  of  sleep  has  been  established 
it  may  be  possible  to  discontinue  the  oxygen 
injections. 

A woman,  aged  61,  had  been  confined  to  bed 
for  over  a year  with  congestive  heart  failure.  For 
ten  months  she  had  inhaled  100  per  cent  oxygen 
for  from  four  to  eight  hours  a day  but  was  unable 
to  sleep  except  for  short  intervals  and  was 
troubled  with  frequent  nightmares.  Following 
the  first  injection  of  oxygen  in  the  back,  she  had 
eight  hours  of  good  sleep  free  from  distressing 
dreams.  Her  ability  to  sleep  well  continued 
until  the  time  of  her  death  four  months  later, 
although  the  oxygen  injections  were  discontinued 
after  the  first  month,  during  which  fourteen  were 
given. 

Chronic  Arthritis 

The  results  in  the  treatment  of  chronic 
arthritis  have  been  variable  and  in  some  cases 
no  benefit  was  obtained  after  from  one  to  three 
months’  treatment.  However,  the  majority 
of  cases  were  distinctly  benefited  both  as  to 
relief  of  pain  and  increased  function.  Several 
months  or  a year  may  be  required  to  get  the 
maximum  results  in  these  cases. 

Apparatus 

I prefer  to  use  as  light  an  apparatus  as  pos- 
sible so  it  can  be  easily  transported.  It 


consists  of  a “B”  cylinder  of  oxygen;  a yoke 
with  needle  reducing  valve  sold  by  the  E-K 
Medical  Gas  Company,  Bloomfield,  New  Jer- 
sey; a 5-foot  rubber  tubing  to  one  end  of 
which  is  attached  the  barrel  of  a 2-cc.  syringe; 
and  26-gage  sterile  needles,  3/8  inch  in  length. 
In  the  office,  “D”  size  oxygen  cylinders  are 
used;  when  empty,  the  cylinders  are  refilled 
from  the  large  Linde  Air  Products  Company 
cylinders  to  a pressure  of  about  1,200  pounds, 
for  the  needle  valve  works  better  when  this 
pressure  is  not  exceeded. 

The  Ohio  Chemical  Company,  Cleveland, 
Ohio,  has  a reducing  gage  that  indicates  tank 
pressure  and  the  pressure  released  into  the 
tubing.  This  is  more  expensive  and  is  not  so 
easily  transported  because  of  its  weight  and 
size. 

A still  more  expensive  apparatus  by  which 
the  oxygen  injected  can  be  measured  is  called 
the  Thomas  Oxinjector,  sold  by  Perry  M. 
Thomas,  706  McBride  Street,  Elgin,  Illinois. 
Small  needles,  which  require  more  pressure 
to  force  the  oxygen  through  the  hole,  cannot 
be  used  with  this  apparatus  because  the 
oxygen  escapes  through  the  mercury  at  a 
given  pressure. 

Reducing  valves  or  gages  may  also  be  pur- 
chased from  the  Cheney  Chemical  Company, 
Cleveland;  McKesson  Technical  Appliance 
Company,  Toledo;  and  the  Forreger  Com- 
pany, New  York  City. 

Technic 

The  best  way  for  anyone  contemplating 
giving  oxygen  subcutaneously  is  to  practice 
first  on  himself.  He  will  then  get  first-hand 
information  as  to  how  the  needle  can  be  in- 
serted with  the  least  pain  and  how  much  ten- 
sion in  the  tissues  will  be  required  before  it 
becomes  painful. 

The  author  selects  a spot  where  there  are 
no  veins  and  swabs  it  over  with  tincture  of 
iodine.  The  skin  is  then  pinched  tightly  and 
the  needle  inserted  quickly  at  right  angles, 
usually  with  the  oxygen  flowing  through  the 
needle.  If  the  oxygen  is  seen  distending  the 
tissues  the  needle  is  not  in  a vein.  One  should 
be  constantly  on  the  alert,  however,  since 
the  needle  may  enter  a vein  with  even  slight 
movement.  If  several  punctures  are  to  be 
made,  as  in  the  back  or  extremities,  the  needles 
are  inserted  and  the  oxygen  is  injected  in 
rotation  through  the  needles.  With  this 
method  less  manipulation  is  required  to  spread 
the  oxygen  and  should  the  needle  get  into  a 
vein  less  oxygen  is  likely  to  enter  it  than  if 
only  one  needle  is  used.  If  blood  should  be 
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seen  dripping  from  one  of  the  needles,  it  does 
not  necessarily  mean  that  oxygen  has  entered 
a blood  vessel,  as  the  needle  may  have  been 
caused  to  enter  a vein  just  as  the  tubing  was 
being  disconnected.  If  one  listens  closely, 
a slight  crackling  sound  will  usually  be  heard 
as  the  oxygen  spreads  in  the  subcutaneous 
tissues.  When  it  enters  a vein  there  is  a 
gurgling  or  a hissing  sound  which  may  not  be 
heard  because  of  outside  noises. 

If  the  oxygen  is  injected  merely  into  the 
region  to  be  treated,  it  will  spread  and  only  a 
thin  layer  will  be  left  over  the  affected  area. 
In  order  to  avoid  this  the  areas  above  and  be- 
low must  also  be  filled.  For  example,  in  the 
treatment  of  a knee  the  thigh  and  leg  must  also 
be  filled.  The  patient  is  instructed  to  rub  the 
oxygen  from  the  leg  and  thigh  toward  the 
knee  two  or  three  times  on  the  following  day. 

In  a treatment  of  a lesion  in  the  foot  the 
needle  is  inserted  above  the  ankle,  and  after 
the  leg  is  filled  the  oxygen  is  forced  into  the 
foot  by  compression  above  the  needle.  This 
is  usually  accomplished  with  the  free  hand 
after  the  needle  has  been  connected. 

If  possible  it  is  better  not  to  insert  needles 
in  the  soles  of  the  feet  or  palms  of  the  hand 
since  these  areas  are  sensitive. 

When  a foot  is  being  filled  with  oxygen  there 
is  usually  some  pain  as  the  oxygen  passes 
over  the  arch,  especially  for  the  first  time. 

Reactions 

The  local  reactions  following  the  first  in- 
jections of  oxygen  vary.  There  may  or  may 
not  be  any  soreness  the  following  day,  but  the 
patients  are  told  of  this  possibility,  especially 
when  the  oxygen  has  been  injected  into  the 
arms  or  back. 

In  treating  lesions  in  the  head  the  oxygen 
should  be  prevented  from  entering  the  ear 
since  earache  may  result,  and  when  the  eye- 
lids are  filled  with  oxygen,  although  not  pain- 
ful, it  obscures  vision.  When  the  neck  is 
filled  with  oxygen,  especially  for  the  first  time, 
there  is  pain  on  swallowing  and  a raw  sensa- 
tion in  the  chest  which  the  patient  may  diag- 
nose as  a chest  cold.  Sometimes  the  injection 
of  oxygen  in  the  arms  will  be  painful  during 


the  first  night,  but  usually  pain  in  this  region 
will  be  immediately  relieved  and  the  patients 
will  have  a good  night’s  sleep. 

While  the  effects  of  injecting  oxygen  into 
the  blood  stream  are  disagreeable,  they  are  not 
usually  alarming  unless  a large  amount  has 
been  injected.  As  a rule  there  is  a dry  cough, 
dyspnea,  and  a raw  sensation  in  the  chest 
which  lasts  for  about  twenty  minutes.  Dur- 
ing this  time  the  face  is  either  flushed  or  pale 
and  the  pulse  is  slower  than  normal.  These 
symptoms  are  overcome  more  quickly  by  the 
inhalation  of  100  per  cent  oxygen. 


Conclusions 

1.  The  control  of  pain  and  discomfort, 
either  partial  or  complete,  by  the  subcutane- 
ous injection  of  oxygen  has  usually  been  found 
possible  in  the  following  conditions:  acute 
inflammatory  conditions  such  as  arthritis, 
myositis  and  neuritis,  arterial  diseases  of  the 
extremities,  pruritis  ani,  coronary  thrombosis, 
dyspnea,  chronic  fatigue,  insomnia,  and 
chronic  arthritis. 

2.  The  best  results  are  obtained  only  when 
the  oxygen  is  either  injected  into,  or  in  close 
proximity  to,  the  pathology.  This  rule  is 
imperative  in  most  instances. 
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EXPLAINS  A WORLD  OF  TROUBLE 
Teacher:  “William,  what  are  the  two  gen- 

ders?” 

William:  “Masculine  and  feminine.  The 

feminine  are  divided  into  frigid  and  torrid,  and 
the  masculine  into  temperate  and  intemperate.” 
— Southern  Pharm.  J. 


THEY’RE  WARDING  OFF  MORE  ’N  MORE 
Gladys:  “The  doctors  now  say  that  low-neck 
dresses  help  women  ward  off  colds  and  pneu- 
monia.” 

Dinocan:  “Well,  I was  at  a swell  restaurant 
last  night  where  all  the  girls  seemed  to  be  trying 
to  ward  off  lumbago  as  well.”  — Pathfinder 


DIFFERENTIAL  DIAGNOSIS  OF  CONDITIONS  IN  THE  UPPER 
PART  OF  THE  ABDOMEN 

Maximilian  A.  Ramirez,  M.D.,  New  York  City 


Characteristic  pains  often  hold  the 

key  to  a correct  diagnosis  of  various 
conditions  in  the  upper  part  of  the  abdomen. 
They  must  be  evaluated  in  conjunction  with 
other  fundamental  data  such  as  the  patient’s 
threshold  of  pain  perception,  periodicity  and 
degree  of  occurrence,  duration,  location,  radia- 
tion, etc.  Various  hypotheses  have  been 
advanced  regarding  the  anatomic  and  physio- 
logic concepts  of  pain  production,  as  well 
as  the  grouping  of  patients  in  relation  to  their 
sensitiveness  and  reactivity  to  pain.  From 
a practical  clinical  standpoint  one  may  dis- 
tinguish between  pain  of  autonomic  and  that 
of  somatic  cerebrospinal  origin.  Autonomic 
or  splanchnic  or  visceral  pain  results  from 
stimuli  traveling  along  the  splanchnic  nerves, 
wrhich  constitute  the  main  supply  of  the  gas- 
trointestinal tract,  gallbladder,  liver,  etc. 
Somatic  or  parietal  pain  results  from  stimuli 
traveling  along  afferent  somatic  nerves  sup- 
plying the  parietal  peritoneum. 

Visceral  pain  is  obscure,  lacks  precise  loca- 
tion, is  usually  deep-seated,  and  may  be  spas- 
modic or  continuous.  Somatic  pain,  on  the 
other  hand,  is  more  apt  to  be  stabbing  in 
character,  more  superficial,  and  usually  more 
continuous.  It  is  usually  associated  with 
tenderness  and  rigidity  of  the  abdominal  wall. 
Splanchnic  pain  results  from  tension  on  affer- 
ent nerve  endings  in  the  muscle  wall  of  the 
hollow  viscera.  A good  example  is  the  pain 
seen  in  early  intestinal  obstruction,  in  which 
the  pain  may  remain  unlocalized  and  ab- 
dominal tenderness  and  rigidity  may  be  ab- 
sent. Somatic  pain  is  the  familiar  type  en- 
countered in  inflammatory  lesions  involving 
the  parietal  peritoneum.  This  concept  of 
pain  is  of  great  practical  aid  in  distinguishing 
between  lesions  that  give  rise  to  distention 
of  a hollow  viscus  with  exaggerated  peristalsis 
and  those  that  produce  parietal  peritoneal  ir- 
ritations. 

As  in  all  other  fields  of  differential  diagnosis, 
it  is  absolutely  indispensable  to  obtain  a 
thorough  history.  This  is  fundamental. 
Nevertheless,  it  is  one  of  the  steps  most  fre- 
quently hurried  or  neglected  in  making  a di- 
agnosis. 


In  discussing  bedside  differential  diagnosis 
of  syndromes  of  the  upper  part  of  the  ab- 
domen, it  is  my  plan  to  devote  special  atten- 
tion to  the  disorders  of  the  pancreas  because 
pancreatic  disease  is  so  often  associated  with 
lesions  of  the  stomach,  duodenum,  fiver,  and 
bile  passages,  and  rarely  exists  as  an  uncom- 
plicated condition.  Besides,  this  is  one  organ 
that  is  often  overlooked.  The  pancreas  lies 
behind  the  peritoneum  in  close  contact  with 
two  important  nerve  structures — the  celiac 
plexus  and  the  semilunar  ganglia — and  is  part 
of  the  posterior  wall  of  the  lesser  peritoneal 
cavity.  Acute  inflammation  of  the  pancreas 
is  frequently  transmitted  to  the  overlying 
peritoneum,  causing  a more  or  less  localized 
peritonitis.  Excluding  diabetes  melfi  tus, 
which  may  be  considered  as  originating  in  the 
pancreas,  there  are  comparatively  few  diseases 
of  the  pancreas  which  are  of  clinical  impor- 
tance. Acute  pancreatic  necrosis  should  be 
thought  of  in  patients  complaining  from  sud- 
den, severe,  agonizing  epigastric  pain,  fre- 
quently radiating  to  the  left  lumbar  region. 
This  left  lumbar  pain  is  of  special  significance 
in  correct  diagnosis,  as  is  also  tenderness  in 
the  epigastrium  corresponding  to  the  position 
of  the  pancreas  and  deep-seated  tenderness 
in  the  left  loin.  There  is  profound  collapse, 
rapid  feeble  heart  action,  nausea,  vomiting, 
and  a peculiar  ashy  cyanosis.  Usually,  there 
is  a great  deal  of  muscular  rigidity.  Occa- 
sionally, glycosuria  occurs,  and  examination 
of  the  blood  and  urine  may  reveal  a marked 
increase  in  diastase. 

Chronic  pancreatitis  may  result  from  an 
acute  pancreatic  necrosis  of  mild  degree  or 
from  pancreatic  stasis  due  to  calculi  tumors, 
or  fibrous  tissue  formation.  The  chief  patho- 
logic characteristic  is  an  increase  in  intersti- 
tial connective  tissue,  with  pressure  upon, 
and  replacement  of,  the  gland  parenchyma. 
Peripancreatitis  is  usually  associated  with  a 
long-standing  infection  of  the  biliary  tract. 
It  also  follows  infection  of  the  pancreatic 
lymphatics,  secondary  to  inflammation  of  the 
duodenum  or  transverse  colon. 

The  symptoms  of  chronic  pancreatitis  are 
obscure,  not  clear-cut,  and  closely  simulate 
those  of  chronic  cholecystitis.  Patients  com- 
plain of  an  indefinite  epigastric  discomfort, 
indigestion,  and  “gas.”  Examination  of  the 


Read  at  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  Buffalo,  New  York,  May  1, 
1941. 

1934 


October  1,  1941] 


PAIN— UPPER  PART  OF  THE  ABDOMEN 


1935 


stool  shows  considerable  quantities  of  undi- 
gested fats — also  proteins  and  starches.  Ex- 
amination of  the  duodenal  contents  shows  a 
definite  reduction  in  pancreatic  enzymes. 
Quantitative  determination  of  the  lipase  and 
amylase  in  the  blood  is  an  aid  in  diagnosis. 

Tumors  of  the  pancreas  may  be  either  cystic 
or  solid.  As  a rule,  cystic  tumors  give  rise  to 
no  symptoms  unless  they  become  large  and 
interfere  with  the  function  of  the  surrounding 
structures.  Solid  tumors  of  the  pancreas  are 
usually  malignant  and  more  commonly  in- 
volve the  head  of  the  organ,  rapidly  extending 
so  as  to  involve  the  common  bile  duct  and  the 
regional  lymph  nodes. 

There  is  no  syndrome  that  is  absolutely 
characteristic  of  carcinoma  of  the  head  of  the 
pancreas.  Significant  early  symptoms  are 
gastrointestinal  dysfunction  of  a nondescript 
type,  loss  of  weight,  progressive  anemia,  in- 
creased nervousness,  and  a feelnig  of  inde- 
finable apprehension.  These  symptoms  are 
soon  followed  by  a steadily  increasing  jaun- 
dice. It  is  often  stated  that  painless  jaundice 
associated  with  a palpable  gallbladder  is  di- 
agnostic of  carcinoma  of  the  head  of  the  pan- 
creas. In  actual  practice  this  is  often  found 
not  to  be  so.  In  many  cases  pain  is  present 
and  the  gallbladder  is  not  always  palpable. 
In  the  early  stages  one  cannot,  as  a rule,  pal- 
pate a tumor  mass.  The  first  diagnostic  evi- 
dence of  its  presence  may  be  obtained  from 
x-ray  examination,  which  shows  a more  or 
less  characteristic  distortion  of  the  second  por- 
tion of  the  duodenum. 

Pancreatic  calculi,  though  not  common, 
are  not  so  unusual  as  formerly  supposed. 
They  result  apparently  from  stasis  of  pan- 
creatic secretion  and  are  soon  associated  with 
a chronic  pancreatitis.  It  is  difficult  to  differ- 
entiate an  attack  of  pain  due  to  pancreatic 
lithiasis  from  one  due  to  gallstones.  Ex- 
amination by  means  of  the  x-ray  offers  the 
best  chance  for  preoperative  diagnosis  in  these 
cases.  I have  purposely  dwelt  at  some  length 
on  pancreatic  lesions,  since  they  do  not  come 
to  one’s  mind  so  readily  as  do  diseases  of  the 
gallbladder  or  upper  part  of  the  gastrointesti- 
nal tract. 

In  acute  cholecystitis  the  inflammatory 
process  may  be  mild  or  severe  with  suppura- 
tion. In  the  mild  cases  the  patient  complains 
of  chilly  sensations,  headache,  nausea,  at  times 
vomiting,  and  little  or  no  pain,  though  there 
may  be  a sense  of  epigastric  distress  which  may 
be  relieved  temporarily  by  vomiting.  There 
is  but  a moderate  elevation  of  temperature 
and,  at  first,  some  increase  of  the  pulse  rate. 


During  the  early  stages  there  may  be  definite 
tenderness  over  the  gallbladder  region.  Any 
jaundice  that  develops  appears  slowly  and 
also  fades  slowly. 

The  suppurative  type  of  cholecystitis  is  ac- 
companied by  a severe  chill,  variable  pain, 
and  tenderness.  There  is  a prompt  rise  in  the 
temperature  and  pulse  rate.  Jaundice  is  apt 
to  develop  within  forty-eight  hours.  When 
chills,  fever,  and  marked  jaundice  continuing 
for  several  days  with  repeated  colicky  at- 
tacks of  pain  occur,  one  must  suspect  the 
presence  of  a stone  in  the  common  duct.  The 
abdomen  is  distended,  there  is  unmistakable 
muscular  rigidity  and  marked  tenderness  in 
the  region  of  the  gallbladder,  and  the  liver  it- 
self may  be  enlarged  and  tender.  Perforation 
of  the  gallbladder  should  be  considered  if 
there  is  marked  fluctuation  of  the  temperature 
with  a tendency  to  keep  rising,  an  increase 
of  the  pulse  rate,  diffuse  abdominal  disten- 
tion, cyanosis,  and  intermittent  jerky  breath- 
ing. For  a short  period  following  perforation, 
the  patient  often  experiences  some  relief  from 
abdominal  discomfort,  but  the  interval  is 
brief  and  not  quite  so  characteristic  as  that 
following  perforation  of  a peptic  ulcer.  Symp- 
toms accompanying  perforation,  as  is  true 
in  perforations  of  other  hollow  viscera,  depend 
to  a considerable  degree  on  whether  or  not 
the  process  is  rapidly  walled  off. 

The  symptoms  of  gallbladder  colic  are 
fairly  well  understood  and  depend  on  the 
size,  shape,  location,  and  activity  of  the  stone. 
Our  chief  interest  lies  in  the  necessity  of  dif- 
ferentiating this  type  of  pain  from  that  of 
coronary  thrombosis,  acute  pleurisy,  and  vari- 
ous conditions  occurring  in  the  upper  part  of 
the  abdomen,  including  pancreatitis  (which 
has  already  been  discussed)  and  other  syn- 
dromes that  we  will  discuss  later. 

In  suppurative  cholangitis  there  is  an  in- 
volvement not  only  of  the  extrahepatic  ducts 
but  also  of  the  intrahepatic  radicles  and  the 
fiver  parenchyma.  An  associated  choleli- 
thiasis is  usually  present.  Frequently,  the 
first  symptom  is  a colic.  There  is  consider- 
able prostration,  and  jaundice  appears  within 
a few  days  and  varies  in  intensity  from  day  to 
day.  The  fiver  becomes  enlarged  and  tender. 
When  the  cholangitis  is  secondary  to  a chole- 
cystic infection,  the  gallbladder  becomes 
tender  and  at  times  palpable. 

Suppurative  cholangitis  must  be  differen- 
tiated from  pylephlebitis,  which  frequently 
follows  an  acute  intra-abdominal  infection, 
such  as  appendicitis.  In  pylephlebitis  the 
jaundice  appears  late,  if  at  all,  and  is  not  inter- 
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mittent.  Also,  the  spleen  is  more  apt  to  be 
enlarged. 

Subphrenic  abscess  also  must  be  differen- 
tiated clinically  from  a suppurative  cholan- 
gitis. The  onset  may  be  sudden  with  severe 
epigastric  pain,  vomiting,  and  prostration. 
A little  later,  signs  of  infection  become  evi- 
dent. One  may  find  high  dullness  in  the 
axilla  accompanied  by  marked  percussion 
tenderness.  An  indefinite  swelling  may  ap- 
pear in  the  epigastrium.  The  greater  number 
of  cases  of  subphrenic  abscess  are  encountered 
following  suppurative  conditions  in  the  ab- 
domen for  which  .operation  has  been  per- 
formed. A genera1  bacterial  infection  may 
give  rise  to  the  condition.  Roentgenologic 
examination  is  of  great  value. 

Mesenteric  thrombosis  is  fortunately  not  a 
common  condition;  neither  is  it  so  rare  that 
it  can  be  completely  ignored.  Any  resulting 
peritonitis  is  secondary  to  changes  in  the  in- 
testinal wall  supplied  by  the  thrombosed 
vessel.  Disorders  that  favor  the  blocking  of 
vessels  by  emboli  or  thrombi  are  potential 
etiologic  factors.  The  onset  of  symptoms 
is  abrupt,  with  severe  generalized  colicky 
pains.  There  is  little  or  no  fever;  in  fact,  the 
temperature  may  even  be  subnormal.  There 
is  marked  shock,  nausea,  and  vomiting,  as 
well  as  signs  of  peritoneal  irritation;  the 
vomitus  may  be  hemorrhagic.  Some  patients 
have  diarrhea  with  bloody  stools;  others  have 
no  diarrhea  but  develop  a paralytic  ileus. 

Mesenteric  thrombosis  is  most  often  con- 
fused with  acute  intestinal  obstruction,  es- 
pecially so  in  the  presence  of  distention  and 
constipation.  It  is  to  be  remembered  that 
spasm  of  a mesenteric  artery  has  been  de- 
scribed as  giving  the  same  signs  as  an  occlu- 
sion. Such  visceral  spasms  are  more  com- 
monly found  in  patients  with  generalized 
arteriosclerosis  or  hypertension,  and  the  pain 
may  be  relieved  by  vasodilators. 

Gastric  and  duodenal  ulcers  give  a fairly 
characteristic  history.  Perforation  of  gas- 
tric ulcers  usually  causes  localized  tenderness 
in  the  epigastrium,  in  the  midline,  or  a little  to 
the  left.  The  tenderness  is  less  diffuse  than 
that  seen  in  pancreatitis.  In  considering 
perforation  of  peptic  ulcers,  it  is  well  to  re- 
member that  an  acute  perforation  may  be 
accompanied  by  the  escape  of  a considerable 
amount  of  gastric  or  duodenal  contents  into 
the  peritoneal  cavity  and  that  a more  chronic 
type  of  perforation  may  result  in  slow  oozing, 
permitting  a thorough  and  competent  pro- 
tective walling-off. 

The  perforation  is  usually  quite  acute,  and 


in  only  5 per  cent  of  the  cases  does  it  occur 
slowly  enough  to  result  in  a localized  limited 
peritonitis.  In  the  so-called  chronic  form  of 
perforation  the  ulcer  is  usually  located  in  the 
posterior  wall,  and  perigastric  abscess  for- 
mation may  result.  It  must  not  be  over- 
looked that  a posterior  perforation  of  the  stom- 
ach or  duodenum  may  initiate  an  acute  pan- 
creatitis. In  the  acute  form  of  perforation 
the  ulcer  is  usually  located  on  the  anterior 
wall,  and  the  onset  of  pain  is  sudden  and  ex- 
tremely severe,  well  localized  at  first  but  soon 
becoming  diffuse.  With  the  possible  excep- 
tion of  a pancreatic  necrosis,  it  is  doubtful 
whether  the  pain  of  any  other  disorder  exceeds 
that  of  a perforated  gastric  ulcer  occurring 
at  the  height  of  digestion.  The  abdomen 
is  retracted  and  assumes  a boardlike  rigidity. 
Respiration  is  shallow  and,  at  times,  painful. 
Vomiting  may  occur  and  the  temperature 
may  be  subnormal.  An  x-ray  examination 
of  the  abdomen  often  shows  an  accumulation 
of  gas  between  the  liver  and  diaphragm  and, 
perhaps,  also  in  the  general  peritoneal  cavity. 

In  acute  high  intestinal  obstruction  there 
is  an  abrupt  onset,  with  intense  colicky  pain. 
Vomiting  is  always  present  and  soon  takes  on 
a fecal  character.  Collapse  occurs  early  and 
is  more  intense  the  higher  the  obstruction. 
The  pain  is  usually  referred  to  the  middle 
of  the  abdomen,  but  exact  localization  has  no 
significance.  In  the  early  stages  of  acute  ob- 
struction the  abdomen  is  not  sensitive  to 
pressure.  Later,  when  peritonitis  develops, 
pressure  tenderness  is  eh  cited.  Distention 
of  the  abdomen  occurs  early  and  is  progres- 
sive in  character.  Acute  pancreatitis  may 
simulate  intestinal  obstruction  in  that  it  is 
attended  by  nausea,  vomiting,  constipation, 
and  severe  abdominal  pain.  But  in  pan- 
creatic inflammation,  the  vomiting  is  usually 
not  fecal  and  there  is  early  local  tenderness. 

In  acute  appendicitis,  which  may  be  con- 
fused with  almost  any  other  acute  disorder  of 
the  abdomen,  the  pain  syndrome  has  con- 
siderable diagnostic  significance.  Appendiceal 
pain  is,  in  the  majority  of  cases,  first  described 
by  the  patient  as  a diffuse,  deep-seated,  epi- 
gastric soreness.  However,  in  most  cases 
the  pain  becomes  localized  in  the  right  lower 
quadrant  in  a comparatively  short  time. 
Nausea,  vomiting,  fever,  and  leukocytosis 
may  all  be  absent  at  the  outset,  but  the  char- 
acteristic pain  syndrome  is  a significant  sign. 

In  nephrolithiasis  the  pain,  known  as  renal 
colic,  is  sudden  and  severe.  It  is  an  agonizing 
pain  referred  to  the  region  of  the  kidney. 
At  first,  it  radiates  across  the  abdomen  and 
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then  down  the  course  of  the  ureter  to  the  blad- 
der and,  perhaps,  the  testicle.  The  severity 
of  the  pain  is  in  a measure  dependent  on  the 
size  and  shape  of  the  stone.  Larger  calculi 
that  form  a mold  of  the  entire  pelvis  of  the 
kidney  often  give  no  sign  of  their  presence 
and  are  detected  only  on  radiographic  exami- 
nation. 

In  perinephric  abscess  there  is  frequently  a 
previous  history  of  boils  or  carbuncles.  The 
onset  may  be  sudden  or  insidious,  depending 
on  whether  the  condition  is  acute,  subacute, 
or  chronic.  The  chief  diagnostic  points  are 
the  pain  and  tenderness  over  the  kidney. 
Tenderness  is  maximal  in  the  costovertebral 
angle,  and  there  is  hyperesthesia  of  the  ab- 
dominal muscles  on  the  same  side.  A mass 
may  or  may  not  be  palpable  in  the  loin.  The 
abscess  may  affect  and  compress  the  neigh- 
boring viscera,  causing  pleurisy,  jaundice, 
ascites,  or  edema  of  the  leg.  There  may  be 
rigors  and  an  intermittent  fever  of  the  septic 
type.  The  x-ray  examination  is  often  of 
great  diagnostic  value.  It  shows  an  oblitera- 
tion of  the  marginal  outline  of  the  psoas  mus- 
cle and  a slight  scoliosis  of  the  spine,  with 
convexity  toward  the  normal  side. 

Thrombosis  of  the  splenic  vein  and  in- 
farction of  the  spleen  cause  severe  acute  pain 
in  the  upper  part  of  the  abdomen.  Infarc- 
tion of  the  spleen  occurs  much  more  often 
than  is  clinically  recognized.  The  main 
symptom  is  localized  pain  with  tenderness  over 
the  somewhat  enlarged  organ,  especially 
when  perisplenitis  develops.  However,  in 
my  experience  with  splenic  infarction,  the 
pain  first  manifests  itself  in  the  epigastrium 
and  later  becomes  localized  over  the  spleen 
itself. 

Tumors  of  the  spleen,  although  rare,  are 
also  more  common  than  is  generally  believed. 
The  steadily  growing  mass  may  produce  pain 
in  the  left  hypochondrium  and  may  be  at- 
tended by  rapidly  developing  anemia  and 
emaciation. 

Dissecting  aneurysm  of  the  aorta,  although 
of  comparatively  frequent  occurrence,  is  an 
important  and  serious  condition  that  must 
be  kept  in  mind.  The  patients  are  more  often 
men  than  women,  usually  between  the  ages  of 
40  and  70,  and  the  large  majority  have  hyper- 
tension. The  onset  is  sudden  and  not  un- 
commonly brought  on  by  physical  exertion, 
anger,  or  excitement.  The  pain  is  excru- 
ciating, being  described  as  tearing,  and 
reaches  its  maximum  intensity  very  quickly. 
The  site  of  onset  of  the  pain  varies,  depending 
upon  the  site  of  the  rupture.  The  pain 


quickly  spreads  from  the  chest  over  a wide 
area,  usually  downward  toward  the  lower 
part  of  the  abdomen  and  legs,  but  almost 
never  into  the  arms.  Despite  the  abdominal 
distribution  of  the  pain,  rigidity  is  usually  ab- 
sent. With  the  pain  there  is  shock,  collapse, 
and  loss  of  power  in  the  legs,  and  the  circula- 
tion in  the  lower  extremities  becomes  im- 
paired. There  is  moderate  fever  and  leu- 
kocytosis, but  the  blood  pressure  is  main- 
tained. As  a rule,  but  not  always,  death 
occurs  rapidly. 

An  analysis  of  pain  in  the  upper  part  of  the 
abdomen  would  be  incomplete  without  men- 
tion of  pain  referred  from  outside  the  ab- 
dominal cavity.  In  contrast  to  the  extreme 
rigidity  of  the  abdominal  muscles  in  the  con- 
ditions already  described,  the  stiffness  that 
may  occur  in  thoracic  lesions  usually  is  more 
superficial  and  more  readily  overcome.  There 
is  little  or  no  tenderness,  and  relief  is  often 
obtained  from  a degree  of  pressure  that  would 
be  unbearable  if  the  abdomen  were  affected. 

Coronary  artery  disease  may  give  rise  to 
chronic  intermittent  gastric  distress.  A care- 
ful history  is  of  the  greatest  assistance.  Myo- 
cardial infarction  is  also  apt  to  be  confused 
with  an  abdominal  episode.  Often,  the  pain 
is  in  the  epigastrium  or  right  upper  quadrant 
and  may  be  associated  with  nausea,  vomiting, 
and  fever.  However,  there  is  less  or  no  rigid- 
ity or  tenderness. 

The  possibility  of  coronary  occlusion  should 
always  be  considered  in  middle-aged  or  elderly 
individuals  with  acute  pain  in  the  upper  part 
of  the  abdomen.  Here,  differential  diagnosis 
is  facilitated  by  the  sudden  onset  with  shock, 
fall  in  blood  pressure,  pulse  changes,  leuko- 
cytosis, increased  sedimentation  rate,  and  the 
development  of  electrocardiographic  changes. 

The  visceral  crises  of  syphilis  may  also 
simulate  the  pain  of  organic  abdominal  dis- 
ease. Most  frequently  encountered  is  the 
gastric  crisis,  characterized  by  recurrent  ab- 
dominal distress,  vomiting,  and  pain.  There 
is  no  relationship  to  the  ingestion  of  food,  and 
the  pain  may  persist  for  hours  or  days  at  a 
time.  After  the  crisis  is  past,  the  patient 
feels  comparatively  well  and  has  no  gastro- 
intestinal symptoms.  Changes  in  the  pupil- 
lary and  patellar  reflexes,  as  well  as  other 
neurologic  signs,  and  a positive  serology  fur- 
nish a key  to  the  correct  diagnosis  in  these 
cases.  It  must  always  be  remembered  that 
abdominal  distress  in  patients  suffering  from 
cerebrospinal  syphilis  may  be  due  to  ordinary 
peptic  ulcers. 

Other  possibilities  not  to  be  overlooked  are 
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intoxication  by  foods  and  chemicals  and  food 
allergy.  A history  of  dietary  indiscretion  fol- 
lowed by  nausea,  vomiting,  and  diarrhea  is, 
of  course,  suggestive  of  intoxication.  Chem- 
ical poisoning  produced  by  lead  or  arsenic 
may  also  cause  generalized  abdominal  dis- 
tress. The  gums  should  always  be  carefully 
examined  for  a lead  line  and  the  blood  for 
basophilic  stippling,  and  a quantitative  de- 
termination of  the  metal  itself  in  the  blood 
and  urine  should  be  made.  An  excess  of  por- 
phyrin in  the  urine  is  often  found  in  lead  poi- 
soning. 

At  times,  food  sensitivity  can  produce  pain 
closely  resembling  that  of  organic  abdominal 
lesions.  Aids  to  correct  diagnosis  are  a his- 
tory of  known  allergic  phenomena,  relief  by 
the  administration  of  epinephrine,  and  the 
presence  of  eosinophilia  in  the  blood. 

In  the  short  time  at  my  disposal,  I have  at- 
tempted to  correlate  some  of  the  more  com- 
monly encountered  disorders  responsible  for 
pain  in  the  upper  part  of  the  abdomen.  Fre- 
quently, I have  interpolated  the  differentiation 
of  the  various  conditions  in  the  upper  part  of 
the  abdomen  from  intrinsic  pancreatic  lesions, 
because,  as  I stated  before,  I believe  that  this 
organ  is  too  often  ignored  in  the  clinical  di- 
agnosis of  diseases  of  this  section.  The  cor- 
rect interpretation  of  pain  in  the  upper  part 
of  the  abdomen  plays  an  important  part  in 
arriving  at  a correct  differential  diagnosis. 

Discussion 

Dr.  Henry  Craig  Fleming,  New  York  City — 
I compliment  Dr.  Ramirez  upon  his  enlightening 
treatment  of  so  vast  a subject  in  the  limited 
period  of  time  allotted  for  his  paper. 

The  confusing  similarity  of  many  dissimilar 
entities  exacts  the  most  cautious  consideration 
of  differential  criteria.  But  as  this  discussion 
must  be  limited  to  a short  period,  I shall  refer  but 
briefly  to  the  more  salient  symptoms  and  signs  of 
several  conditions  that  may  be  confused. 

Basal  pneumonia , in  spite  of  the  downward 
transmission  of  pain  by  way  of  the  intercostal 
paths  and  the  occasional  associated  digestive 
symptoms — the  “bilious”  pneumonia  of  bygone 
years — can  usually  be  recognized  by  an  onset 
with  chill,  fever,  a “stitch”  in  the  side,  cough, 
often  hemoptysis,  sputum  findings,  x-ray,  and 
the  absence  of  deep-seated  tenderness  over  the 
area  of  referred  pain. 

Coronary  disease  with  symptoms  expressed 
to  the  abdomen  may  be  suspected  by  persistent, 
intense  substernal  pain,  possibly  preceded  by 
months  or  years  of  angina;  elevated  tempera- 
ture; ESR  and  leukocytes;  fall  in  blood  pres- 
sure; and  often,  but  not  invariably,  electro- 
cardiographic changes  within  a few  hours.  In 


this  condition,  too,  deep-seated  tenderness  is 
absent. 

The  crises  of  tabes  should  be  suspected  by 
pupillary  changes,  absence  of  knee  jerks,  sero- 
logic findings,  and  absence  of  digestive  symp- 
toms following  the  attack. 

The  congested  liver  of  congestive  cardiac  fail- 
ure need  rarely  confuse  if  the  history  and  asso- 
ciated cardiac  and  pulmonary  findings  with 
extremity  edema  is  considered. 

Gallbladder  disease  commonly  follows  a long 
history  of  digestive  disturbance,  especially  gase- 
ous indigestion,  “bloating”  after  meals,  and 
intolerance  to  fats.  The  pain  varies  in  intensity 
and  may  be  felt  in  the  epigastrium  and  right 
upper  quadrant  with  radiation  toward  the  right 
scapula,  but  tenderness  is  eventually  localized 
in  the  right  upper  quadrant,  and  x-ray  and  duo- 
denal drainage  may  clarify  the  picture. 

Abrupt  perforation  of  gastric  or  duodenal 
ulcer  is  usually  agonizing  and  may  be  radiated 
to  one  or  both  shoulders,  contingent  upon  the 
degree  of  impingement  upon  the  phrenic  fila- 
ments in  the  diaphragm  by  the  irritating  fluid. 
Temperature  and  pulse  rise  and  the  rigid  ab- 
domen, which  may  contain  not  only  fluid  but 
also  air,  may  obliterate  the  normal  outline  of  the 
fiver.  In  this  condition  the  patient  often  vomits 
early  but  rarely  does  so  again,  thus  creating  an 
important  point  of  distinction  between  perfora- 
tion and  obstruction  of  the  bowel.  Great  thirst, 
too,  is  common  in  perforation — the  patient  will 
often  drink  large  quantities  in  spite  of 
nausea. 

Mesenteric  embolism  and  thrombosis  is  com- 
monly preceded  by  vegetative  endocarditis, 
phlebitis,  or  abdominal  infection.  It  commonly 
occurs  in  old  people  with  arteriosclerosis  and 
may  be  suspected  in  conditions  that  favor  stasis 
in  the  portal  system.  The  condition  commonly 
occurs  by  severe  colicky  generalized  pain.  Vom- 
iting occurs  in  about  one-half  of  the  cases  and, 
as  a result  of  infarction,  blood  may  be  present  in 
the  stool.  Leukocytosis  and  collapse  are  com- 
mon. 

Diaphragmatic  hernia  symptoms  are  often 
complex  because  of  various  structures  involved. 
Esophageal  diaphragmatic  hernias  are  usually 
congenital,  but  their  symptoms  may  begin  at 
birth  or  in  later  fife. 

Epigastric  distress,  soon  after  a meal  or  fol- 
lowing violent  exertion,  relieved  by  belching  or 
vomiting  should  arouse  suspicion.  But  either 
or  both  may  be  prevented  by  spasm  of  the 
diaphragm  or  cardia  as  a result  of  pressure  of 
the  herniated  portion  of  the  stomach  upon 
the  esophagus.  And  diaphragmatic  spasm,  by 
phrenic  pressure,  may  radiate  pain  to  the  left 
shoulder  and  arm. 

In  this  condition  there  may  be  many  weeks  of 
freedom  from  symptoms  between  spasms. 
Hemorrhage  may  occur  from  membranous  ero- 
sion. The  x-ray  is  an  essential  confirmatory 
procedure  of  the  condition;  but,  unless  the  pa- 
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tient  is  placed  in  the  Trendelenburg  position,  a 
small  hernia  may  escape  detection. 

Hepatic  carcinoma , primary  or  secondary, 
presents  anorexia,  loss  of  weight  and  strength, 
vague  digestive  symptoms,  and  advancing  ca- 
chexia. Jaundice,  as  ascites,  occurs  in  about 
one-half  the  cases.  Pain  may  or  may  not  exist, 
but  there  is  always  a sense  of  heaviness.  The 
liver  is  enlarged  and  often  tender  and  frequently 
presents  an  irregular  surface. 

Periarteritis  nodosa  presents  a multiplicity  of 
symptomatology.  The  principal  vessels  affected 
are  those  of  the  genitourinary  tract  (mesenteric 
and  celiac  axis),  kidney,  and  heart. 

Progressive  weight  and  strength  loss,  joint  and 
muscle  pain,  general  malaise,  progressive  anemia, 
leukocytosis,  eosinophilia — as  high  as  79  per 
cent  having  been  reported — hypertension,  hy- 
pertensive arteriosclerotic  fundi  changes,  renal  in- 
volvement, colicky  abdominal  pain,  and  at  times 
the  finding  of  palpable  nodules  suggest  the  classic 
picture,  which  may  be  established  by  biopsy. 

Localized  peritonitis  of  the  upper  part  of  the 
abdomen,  especially  that  of  gonorrheal  origin  in 
the  female,  may  be  strongly  suspected  by  his- 
tory and  residual  adnexal  evidence. 

Pancreatic  adenoma  should  be  well  understood, 
for  a moderate  number  of  these  patients  is  ad- 
mitted to  mental  hospitals  because  of  their  neu- 
rotic, psychotic,  or  convulsive  states. 

Bizarre  psychic  symptoms  or  convulsions,  of- 
ten associated  with  digestive  symptoms  after 
a period  of  fasting — as  in  the  morning  before 
breakfast  or  following  vigorous  exercise — asso- 
ciated with  hypoglycemia  commonly  below  50 
mg.  per  hundred  cubic  centimeters  of  blood 
and  rarely  as  low  as  20,  with  a sugar  tolerance 
curve  of  the  diabetic  plateau  type  but  with  lower 
absolute  values,  are  characteristic  signs.  Speedy 
recovery  from  the  attack  follows  intravenous 
glucose  administration.  An  epinephrine  injec- 
tion during  seizure  also  gives  relief  and  recovery 
by  mobilizing  the  liver  glycogen.  The  insulin 
tolerance  test  is  a valuable  aid  in  the  recognition 
of  this  condition,  for,  if  5 units  of  insulin  be 
given  intravenously  after  twelve  hours  of  fast- 
ing, two  hours  later  there  is  no  tendency  for  the 
blood  sugar  to  reach  a normal  level  if  adenoma 
of  the  islets  is  present.  Amnesia  for  the  attack 
is  the  rule. 

Intestinal  obstruction  is  suspected  by  evidence 
of  colicky  pain,  progressively  increasing  during 
hours,  in  contradistinction  to  the  severe  sudden 
epigastric  pain,  at  times  to  the  left  of  the  dorsal 
region,  of  pancreatitis.  Vomiting,  eventually 
fecal,  and,  very  rarely,  icterus  are  common 
findings.  The  absence  of  bile  in  the  vomitus 
favors  pancreatitis  and,  although  active  peristal- 


sis is  common  in  obstruction,  it  is  absent  in  pan- 
creatitis. 

Obstruction  is  more  common  in  the  young 
(intussusception,  Meckel’s  diverticulum,  ap- 
pendicitis) and  in  the  aged  (carcinoma,  strangu- 
lated hernia,  volvulus),  while  pancreatitis  is 
more  common  in  men  of  later  middle  life.  In 
obstruction,  a tumor  mass  may  at  times  be  felt. 

Acute  pancreatitis,  hemorrhagic  or  nonhemor- 
rhagic,  is  uncommon  before  40  and  usually  oc- 
curs in  fat  people.  There  may  be  mild  attacks 
before  the  eventual  severe  one. 

A typical  attack  is  characterized  by  excru- 
ciating pain,  extending  to  one  or  both  loins, 
and  profound  shock  (cold  extremities,  sweat, 
weak  pulse,  subnormal  temperature).  Reflex 
vomiting  is  usually  present.  Constant  epigastric 
tenderness,  with  an  occasional  point  of  tender- 
ness in  the  left  costovertebral  angle  close  to 
which  area  lies  the  tail  of  the  pancreas,  is  highly 
suggestive.  Abdominal  rigidity  may  be  extreme 
or,  at  times,  lacking.  Jaundice  may  occur 
from  compression  of  the  common  bile  duct  by 
the  swollen  head  of  the  pancreas,  but  this  find- 
ing is  variable,  and  even  obstructive  vomiting 
may  rarely  occur  from  pressure  of  the  swollen 
pancreatic  head  upon  the  duodenum. 

If  the  patient  survives  the  attack  ecchymoses 
in  one  or  both  loins,  due  to  extravasated  blood 
having  traveled  along  the  retroperitoneal  tissue 
planes,  may  occur  as  a greenish  yellow  or  purplish 
stain  in  the  loins;  rarely  have  the  ecchymoses 
occurred  about  the  navel.  This  symptom  can 
only  appear  two  or  three  days  following  the 
attack  but,  when  present,  is  pathognomonic. 

A valuable  diagnostic  aid  is  the  determination 
of  blood  amylase.  A high  blood  amylase  at  the 
time  of  an  acute  attack  is  strong  evidence  of 
pancreatitis,  while  the  absence  of  such  elevation 
points  to  an  extrapancreatic  lesion.  Following 
the  acute  attack  amylase  concentration  decreases 
rapidly. 

Increased  amylase  values  may  occur  in  some 
patients  suffering  from  gastritis,  gastric  and 
duodenal  ulcers,  cholecystitis,  and  other  diseases 
affecting  organs  in  close  proximity  to  the  pan- 
creas, but  in  these  conditions  the  high  levels — 
possibly  3,000  units  as  against  normal  values  of 
between  70  and  200  units — are  not  obtained. 

Disease  of  the  appendix  or  gallbladder  can 
usually  be  excluded  by  the  eventual  lack  of  ten- 
derness over  those  areas. 

I regret  that  extreme  limitation  of  time  not 
only  prohibits  consideration  of  additional  causes 
of  disturbances  in  the  upper  part  of  the  abdomen 
but  also  precludes  more  than  this  superficial  con- 
sideration of  the  more  nearly  characteristic  symp- 
toms of  the  subjects  discussed. 
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CRYPTITIS— PERIANAL  AND  PERIRECTAL  INFECTIONS 

F.  Leslie  Sullivan,  M.D.,  F.A.C.S.,  Scotia,  New  York 


CRYPTITIS  is  an  acute  or  chronic  infec- 
tion of  the  crypts  of  Morgagni  with  the 
pathologic  process  originating  in  the  anal 
ducts  opening  into  the  crypts.  It  is  impor- 
tant to  have  an  intimate  knowledge  of  the  per- 
tinent facts  regarding  the  anorectum — its 
susceptibility  to  focal  infection  and  subse- 
quent pathologic  changes  particular  to  the 
region  as  a result  of  these  infections.  Pen- 
nington1 stated  that  nearly  85  per  cent  of  all 
proctologic  diseases  in  or  about  the  anus  are 
caused  by  an  antecedent  infection  in  the 
crypts  of  Morgagni.  Buie2  emphatically 
writes:  “Therefore  let  it  be  understood  that 
there  never  has  been  an  anal  fistula  without 
a primary  internal  opening;  that  opening 
is  always  in  the  anal  crypts.”  Further, 
Mentzer3  writes  “that  the  crypt  has  been 
aptly  called  The  biggest  little  thing  in  proc- 
tology/ ” Thus,  it  may  be  deduced  that  the 
essential  nidus  for  nearly  all  the  infectious 
diseases  in  the  perianal  and  anorectal  zone  is 
a diseased  crypt. 

The  anorectal  fine,  dentate  line,  or  pecti- 
nate line  marks  the  union  of  the  proctodeum 
and  the  hind  gut.  At  this  line  the  pouchlike 
rectum  is  purse-stringed  and,  because  of  a 
greater  circumference  than  the  anal  canal, 
numerous  mucosal  folds  are  thrown  up, 
known  as  the  columns  of  Morgagni;  inter- 
vening are  the  crypts  of  Morgagni.4  At  the 
inferior  end  of  these  mucosal  valleys  are  the 
anal  valves,  which  consist  of  delicate  thin 
layers  of  transitional  stratified  epithelium 
stretched  from  one  column  to  another.  Be- 
tween the  anal  valves  at  the  bases  of  these 
columns  are  the  anal  papillae  or  “fingers  of 
the  rectum.”  They  are  small  irregularly 
placed  “nubbins”  of  epithelium,  usually  about 
five  to  eight  in  number,  in  the  total  circum- 
ference of  the  anorectal  line.  These  papilla- 
form  projections  contain  pacinian  corpuscles 
and  as  such  have  tactile  sense.  They  acquaint 
the  individual  with  the  presence  of  gas  or 
liquid  or  formed  stool  within  the  lowest  third 
of  the  rectum.  Below  the  anal  rectal  fine  this 
ectodermal  fining  is  stratified  squamous  epi- 
thelium.6 The  entire  anal  canal  is  held 
firmly  closed  by  the  tonic  action  of  the  anal 
musculature,  the  external  and  internal  sphinc- 
ters, and  the  puborectafis  portions  of  the 


levator  ani  inserted  into  the  sphincters  at 
Hilton’s  fine — the  White  fine. 

The  lymphatic  drainage  in  disease  of  the 
valves  is  important.  In  the  main,  most  of 
the  drainage  is  caudal,  by  the  inferior  hemor- 
rhoidal plexus.  There  is,  however,  some  com- 
munication with  the  middle  and  superior  hem- 
orrhoidal plexuses,  which  accounts  for  the 
many  submucosal  abscesses  seen  following 
crypt  infections.  The  highest  percentage  of 
infections  have  a tendency  to  drain  exter- 
nally from  the  anorectal  zone  by  several  routes 
which  we  shall  discuss  further  on. 

The  rectum  and  anus  also  are  highly  vas- 
cular organs,  and  in  general  the  anus  to  the 
anorectal  fine  is  bathed  with  blood  by  the  in- 
ferior hemorrhoidal  artery,  a branch  of  the 
internal  pudic,  the  rectum  being  fed  by 
branches  of  the  superior  hemorrhoidal  artery 
from  the  inferior  mesenteric  and  the  middle 
from  the  sacral  artery.6 

The  venous  drainage  is  similar  and  there 
is  free  communication  between  the  (three) 
plexuses.  So,  here  in  this  zone,  there  is  an 
established  communication  with  the  portal 
system  through  the  superior  hemorrhoidal 
veins  and  with  the  inferior  vena  caval  system 
through  the  middle  and  hemorrhoidal  veins. 

Drs.  Tucker  and  Hellwig,7  of  Wichita, 
Kansas,  have  presented  some  valuable  research 
material  as  a result  of  their  studies  of  the  anal 
crypts.  They  have  shown  that  the  crypt  it- 
self is  seldom  involved  but  that  the  infection 
starts  in  the  anal  ducts  except  in  g.c.  cases 
where  the  crypt  is  always  involved.  In 
their  article,  “Histopathology  of  the  Anal 
Crypt,”  read  before  the  American  Proctological 
Society  in  1933,  they  presented  the  result  of 
study  of  331  hemorrhoids  and  89  crypts  re- 
moved by  Dr.  Tucker  at  St.  Francis  Hospital. 
I quote  from  their  report:  “Without  excep- 
tion, our  specimens  of  cryptitis  showed  the 
pathologic  process  confined  to  the  ducts  which 
opened  into  the  crypts  of  Morgagni.  They 
were  either  simple  tubular  ducts  or  more  com- 
plex branching  structures  which  extended  from 
the  mucosa  into  the  submucosa  or  muscular 
layer.  In  acute  infections,  the  lumen  of  these 
ducts  was  filled  with  pus  cells  and  the  wall  was 
infiltrated  with  neutrophile  leucocytes.  In 
subacute  or  chronic  cases,  the  wall  of  these 
ducts  was  formed  by  dense  fibrous  tissue,  in- 
filtrated with  lymphocytes,  plasma  cells,  and 
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wandering  cells.”  They  showed  that  these 
ducts  were  preformed  structures  by  their  con- 
stant epithelial  lining  and  not  incidental  tracts 
caused  by  infection.  They  demonstrated  in 
every  case  well-developed  ducts  that  extended 
from  the  Morgagni  crypts  into  the  submucosa 
and  sometimes  into  the  internal  sphincter 
muscle.  These  same  structures  were  found 
microscopically  in  human  newborns  and  even 
embryos.  Occasionally,  we  have  been  able 
to  demonstrate  clearly  at  the  operating  table 
the  mouths  of  these  anal  ducts  macroscopi- 
cally.  With  good  muscular  relaxation  by 
turning  back  the  edges  of  the  valves,  the 
mouths  of  these  ducts  are  frequently  seen. 
That  they  secrete  a mucinous  lubricant  is  also 
occasionally  well  demonstrated,  particularly 
where  there  is  hypertrophy  of  the  ducts  and 
hypersecretion  without  infection.  This  is 
more  frequently  seen  anterior  in  the  anal 
canal  and  may  be  an  attempt  on  the  part  of 
nature  to  assist  the  flexible  and  distensible 
soft  tissues  of  the  canal  to  help  absorb  the 
force  of  the  stool  from  the  angulated  rectum 
as  it  is  thrown  forward  by  the  posterior  well- 
developed  sphincters. 

The  importance  of  this  revealing  research 
is  seen  comparatively  where  a small  anal  duct 
abscess  has  occurred.  In  one  of  our  own 
cases  the  infection  remained  localized  to  the 
duct  until  a cryptectomy,  or  rather  a valvec- 
tomy,  was  performed,  this  incision  being  car- 
ried well  outside.  The  operation  itself, 
however,  did  not  take  in  sufficient  field  in 
depth  and  only  served  to  seal  the  hitherto  well- 
draining duct,  with  the  result  that  after  ten 
days  the  infection  had  burrowed  down  to 
Hilton’s  fine,  out  between  the  external  sphinc- 
ter and  fibers  of  the  internal  and  levator,  to 
form  an  ischiorectal  abscess.  Further  quoting 
from  Drs.  Tucker  and  Hellwig:  “We  regard 
the  knowledge  of  these  structures  of  great 
value  in  the  understanding  of  the  question 
why  the  anal  canal  is  so  frequently  the  seat  of 
inflammatory  processes.  The  narrow  often 
branching  structures,  excretory  ducts,  with- 
out protecting  layers  of  secretion  on  its  epi- 
thelial inner  surface  must  be  regarded  as  a 
natural  incubator  in  case  fecal  material  laden 
with  bacteria  finds  its  way  into  the  opening 
of  these  ducts.” 

Dr.  Pope,8  of  Chicago,  further  confirmed 
these  findings  and  emphasized  his  belief  that 
such  a medium  of  infection  may  result  in  peri- 
vascular congestion  with  subsequent  hemor- 
rhoid formation.  This  may  be  true  in  part, 
but  a certainty  exists  that  daily  usage  of  the 
anorectal  canal,  together  with  many  cases  of 


obstipation,  predisposes  to  trauma20  with  con- 
sequent entrance  of  low-grade  infection  di- 
rectly into  the  lymphatic  tissue  in  the  anorec- 
tal zone.  Weakening  of  the  blood  vessel 
walls  with  vascular  stasis  gradually  contributes 
to  hemorrhoid  formation.  In  our  opinion 
no  hemorrhoids  removed  can  be  found  micro- 
scopically free  from  chronic  inflammation. 
Frequently  in  cryptitis,  the  adjoining  papilla 
or  papillae  fall  prey  to  infection,  which  seems 
to  stimulate  the  papilla  to  overgrowth  in  an 
attempt  to  survive  functionally.  These  hy- 
pertrophied papillae  are  easily  distinguishable 
(1)  because  of  their  situation,  the  base  of  which 
is  always  at  the  anorectal  fine;  and  (2)  be- 
cause of  the  general  appearance,  tusk-shaped 
with  a comparatively  broader  base  than  apex, 
and  a dirty  gray  color.  The  size  of  a diseased 
papilla  may  vary  from  l/A  to  3 inches  in 
length.  As  a result  of  prolapse  through  the 
anal  canal  it  will  produce  most  agonizing  pain 
while  in  the  grasp  of  the  spastic  sphincters. 
Upon  reclining  and  relaxation  of  the  muscula- 
ture, the  hypertrophied  papilla  may  return  to 
its  interior  position  with  instant  relief  for  the 
patient. 

The  symptoms  of  cryptitis  are  dependent 
directly  upon  the  duration  of  the  condition 
and  the  degree  of  extension  of  the  inflamma- 
tion to  other  associated  portions  of  the  ano- 
rectal zone,  canal,  and  perianal  and  perirectal 
tissues.  It  is  infrequent  to  see  a patient  with 
an  independent  acute  or  chronic  cryptitis. 
We  most  frequently  see  the  sequelae. 

In  cryptitis,  complaint  is  made  of  “throb- 
bing in  the  rectum,”  a stinging  pain  on  defeca- 
tion, a fullness  or  pressure  that  is  constant, 
or  “soreness  in  the  rectum”  on  sitting.  Many 
of  these  symptoms  are  common  with  other 
anorectal  diseases,  but  by  adequate  examina- 
tion they  can  be  readily  differentiated.  By 
careful  palpation  clockwise  around  the  ano- 
rectal ring,  a tender  area  may  be  encountered. 
The  patient  may  say:  “That  is  the  spot,” 
“that  is  the  same  feeling  I get  when  my 
bowels  move.”  Then  by  visual  examination 
with  a fenestrated  speculum  the  field  is 
studied.  The  crypt  is  readily  examined  with 
a probe.  The  amount  and  extent  of  in- 
flammation; the  effect  on  adjacent  papillae; 
the  presence  of  pus  or  internal  fistulous  open- 
ings; the  fibrosis  or  hypertrophy  of  the 
valves;  in  some  instances,  visualization  of  the 
inflamed  anal  ducts;  the  association  of  the  in- 
flamed crypt  with  a chronic  ulcer;  the  presence 
or  absence  of  a connecting  fistulous  tract  are 
determined. 

The  diagnosis  having  been  determined,  the 
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treatment  of  a high  percentage  of  these  cases 
is  primarily  surgical9;  in  cases  of  an  engorge- 
ment of  the  crypts,  with  slight  redness  and  no 
pus  formation  at  the  time,  office  and  home 
treatment  will  suffice.  This  consists  of  clean- 
liness by  irrigations  with  warm  alkaline  solu- 
tions or  normal  saline  immediately  after 
bowel  movements,  followed  by  hot  sitz  bath 
for  ten  to  fifteen  minutes,  plus  office  irriga- 
tions and  the  use  of  mild  antiseptics.  If  the 
infection  is  more  marked,  adequate  treatment 
necessitates  radical  dissection  of  the  crypt 
and  ducts,  preferably  under  caudal  anesthesia. 
As  Blaisdell10  writes:  “Linear  incision  by 
cryptatome  or  other  instrument  is  useless  as 
recurrence  will  be  inevitable.  To  perform 
the  dissection  expeditiously  and  with  the  least 
discomfort  to  the  patient  requires  thought  and 
practice.”  If  in  doing  a cryptectomy  suffi- 
cient drainage  is  not  established  by  an  excision 
of  the  infected  anal  ducts  along  with  the  valve 
and  mucosa,  a subcryptic  abscess  is  almost 
certain  to  occur  where  previously  a cryptitis 
was  present. 

It  is  conclusive  that  any  crypt  infection  may 
result  in  an  abscess.  The  location  of  the  ab- 
scess may  be  determined  by  the  extent  of  the 
infection  from  the  crypt.  An  abscess  is  the 
first  stage  of  a fistula,  and  careful  attention  to 
its  surgery  frequently  prevents  further  patho- 
logic changes.  Many  times,  however,  the 
amount  of  edema  and  induration,  the  quan- 
tity of  pus  present  is  so  great  that  correct 
identification  of  the  offending  crypt  is  futile. 
The  procedure  then  resolves  itself  into  one  or 
two  more  stages  for  the  complete  removal  of 
all  infected  tissue,  together  with  correct  pres- 
ervation of  muscular  action.  The  infected 
crypt  may  be  identified  by  redness  or  by  the 
presence  of  chronic  granulation  tissue.11  It 
may  be  scarified  or  obliterated,  but  proper  dis- 
section of  the  fistulous  tract  will  lead  one  to 
its  original  source  of  formation.  Mere  in- 
cision of  an  abscess  is  not  sufficient  to  prevent 
fistula  formation.  Consequent  contraction  of 
the  infected  tissues  gives  the  fistulous  tract, 
and  such  an  incision  provides  only  an  external 
opening  for  the  tract.  It  is  essential  for  treat- 
ment of  an  abscess  to  correctly  uncap  it  and 
expose  it.12-19  All  trabeculated  pockets  must 
be  broken  down  with  the  finger,  and  fight 
viaform  packing  placed  in  the  cavity  must  be 
removed  in  twenty-four  hours,  followed  by 
warm  saline  irrigations  twice  a day.  It  is  not 
advisable  to  curet  it,  and  ligatures  are  avoided 
as  much  as  possible. 

In  a submucous  abscess  after  the  initial  in- 
cision, an  inverted  V-shaped  portion  of  the 


mucosa  is  removed  between  curved  Kelly 
clamps  and  the  edges  are  tied  over  properly 
spaced  clamps.  Irrigations  are  done  daily  by 
use  of  a catheter  and  funnel. 

Pelvirectal  Abscess. — The  supralevator  space 
lies  between  the  levator  ani  muscles  forming 
the  diaphragmatic  floor  to  the  pelvis  and  the 
peritoneal  reflection  above.13  This  space  is 
occupied  by  loose  connective  tissue.  This 
connective  tissue  is  reflected  over  the  prostate 
and  the  neck  of  the  bladder  in  the  male  and 
the  broad  ligaments  in  the  female.  It  is  con- 
tinuous with  that  of  the  mesorectum.  Infec- 
tion here  may  take  place  in  several  ways.  It 
may  spread  upward  from  a deeply  placed 
complicated  anal  duct.  It  may  occur  as  the 
result  of  extension  of  a submucous  abscess 
through  the  regional  lymphatics.  It  may  oc- 
cur from  a primary  seminal  vesiculitis  or  pros- 
tatitis or  by  a hematogenous  infection  from 
elsewhere  in  the  body. 

Several  methods  of  treatment  are  advocated 
depending  on:  (1)  whether  the  abscess  has 
broken  through  the  levator  into  the  ischio- 
rectal fossa;  or  (2)  is  a well-localized  entity; 
or  (3)  is  secondary  to  infection  elsewhere,  as 
ruptured  appendix,  tubo-ovarian  abscess, 
etc. 

Those  of  class  1 should  be  opened  through 
the  ischiorectal  fossa  as  an  ischiorectal  ab- 
scess, with  the  incision  carried  through  and 
across  levator  fibers.  Those  of  class  2 or  3 
may  be  done  by  rectal  puncture  with  insertion 
of  a Vrinch  drainage  tube,  which  is  Hayden's 
method,  or  by  Hibshman's14  method  of  open- 
ing the  retrorectal  space  and  sweeping  around 
the  rectum  into  abscess. 

Systemic 

It  is  reasonable  that  an  established  nidus  of 
infection  is  the  cause  of  many  systemic 
diseases.  Much  stress  is  laid  on  focal  infec- 
tion but,  through  the  apparent  and  persistent 
neglect  to  examine  the  rectum  and  its  pro- 
ponent anatomical  parts  carefully,  an  im- 
portant field  has  been  overlooked.  Because 
of  great  absorptive  power  by  a highly  vascular 
and  lymphatic  field,  the  rectum  and  anus 
assume  paramount  significance  by  the  pres- 
ence of  a local  infection. 

Dr.  Raile,  of  Salt  Lake  City,  has  cited  the 
fact  that  cryptitis  may  be  a focus  for  many 
major  ailments  and  states16:  “that  much 
significance  has  been  ascribed  to  teeth,  tonsils 
and  other  focal  infections,  but  in  the  opinion 
of  the  writer  one  very  frequent  and  vital  in- 
fection is  frequently  overlooked.  This  infec- 
tion can  be  found  in  the  anorectal  region  in  the 
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crypts  of  Morgagni.  Although  this  anorectal 
infection  commonly  described  as  cryptitis 
has  been  the  subject  of  numerous  reports  by 
proctologists,  it  has  not  been  accredited  as 
being  of  major  importance  as  a focus.”  He 
states,  and  correctly,  that  bacteria  may  pass 
from  the  anorectal  zone  by  the  blood  stream 
to  the  liver,  setting  up  a periportal  hepatitis 
and  cholecystitis;  by  way  of  the  lymphatics , 
setting  up  an  intrapelvic  and  intra-abdominal 
lymphangitis  and  lymphadenitis  and,  thence, 
by  mingling  of  lymph  and,  by  extension,  in- 
fection of  intra-abdominal  organs  and  struc- 
tures; by  way  of  the  general  circulation  to  other 
remote  structures  through  the  following 
means:  (1)  directly  at  the  site  of  an  anorectal 
infection  through  the  middle  or  inferior 
hemorrhoidal  veins;  (2)  by  passing  through 
the  liver  to  the  general  circulation;  (3)  as 
lymph  collected  from  the  abdomen  flowing 
through  the  thoracic  duct  and  the  left  sub- 
clavian vein  into  the  general  blood  stream. 

Neurologic,  genitourinary,  gastrointestinal, 
and  rheumatic  symptoms  are  commonly 
caused  by  anorectal  disease.16-17  Probably 
the  most  frequent  is  low  back  pain  associated 
with  sphincter  spasm.18  Next  are  reflex  gas- 
tric symptoms.  These  may  occur  not  only 
in  acute  or  chronic  infection  of  the  anorec- 
tum  but  also  in  infected  new  growths  of  the 
rectum.  Anorectal  disease  plays  an  impor- 
tant role  in  the  hepatic  infections  as  hepatitis 
and  gallbladder  disease.  Rheumatoid  and 
other  types  of  arthritic  patients  have  shown 
definite  improvement  after  treatment  of  cryp- 
titis and  associated  lesions.  By  the  presence 
of  pain  and  its  effect  on  the  sympathetic  and 
parasympathetic  nervous  system,  many  re- 
flex bizarre  neurologic  conditions  may  be 
seen  clinically.  Genitourinary  symptoms  are 
also  frequently  associated. 

Summary 

1.  Cryptitis  is  a disease  that  pathologically 
is  confined  not  only  to  the  crypts  of  Morgagni 
but  the  anal  ducts  as  well. 

2.  If  this  diseased  area  is  not  removed  in 
its  entirety,  certain  local  complications  will 
inevitably  result. 

3.  Because  of  the  fact  that  the  anorectal 
zone  is  a highly  vascular  and  lymphatic  ter- 
minal center  of  the  circulation,  there  is  neces- 
sarily a great  absorptive  action  from  any 
focal  area  of  infection. 

4.  This  focus  of  infection  produces  both 
local  and  systemic  symptoms  and  diseases. 

5.  Methods  of  examination  are  important, 
and  consequent  methods  of  treatment  are 


doubly  important  to  eradicate  any  local  or 
systemic  disease  so  related. 
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Discussion 

Dr.  Harry  C.  Guess,  Buffalo,  New  York — 
Discussors  of  papers  are  used  to  augment,  elu- 
cidate, agree,  or  disagree  with  the  writer.  With 
regard  to  Dr.  Sullivan’s  contribution,  there  are 
but  few  points  regarding  this  “big  thing” — 
described  by  Hirschman  as  that  “little,  big  thing 
in  proctology”  and  by  Mentzer  as  the  “biggest, 
little  thing  in  proctology” — that  the  writer  has 
not  covered.  There  is  nothing  to  elucidate  and 
only  a slight  possibility  for  augmentation.  He 
has  made  a careful  study  of  anal  ducts  and  an 
exhaustive  search  of  the  literature  regarding  the 
condition  described. 

It  is  unwise  to  disagree  with  an  Irishman,  and 
I must  agree  with  his  five  points  of  summary. 

I must  confess  that  it  has  not  been  my  ex- 
perience to  view  the  openings  of  the  anal  ducts 
macroscopically. 

Dr.  Tucker,  a member  of  the  American  Proc- 
tological  Society,  has  given  us  a clear  description 
of  these  structures  and  has  proved  that  these  are 
not  the  result  of  lymphoid  tissue  retractions 
as  was  formerly  taught.  This  contribution  has 
aided  materially  in  the  diagnosis  and  treatment 
of  cryptitis. 
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If  we  accept  the  statement  that  85  per  cent  of 
all  infections,  perirectal  and  perianal,  originate 
in  the  crypts,  then  those  causes  that  comprise  the 
remaining  15  per  cent  would  seem  to  be  rela- 
tively infrequent.  In  my  experience  this  ratio 
is  at  variance  with  Dr.  Pennington’s  statement, 
even  though  that  statement  has  verification  by 
others  in  the  field  of  proctology. 

We  must  consider  the  following  sources  in  the 
remaining  15  per  cent:  (1)  the  source  of  infec- 
tion from  other  organs;  (2)  injury  of  the  rectal 
wall  without  perforation;  (3)  injury  and  in- 
fection with  perforation  of  the  rectal  wall;  (4) 
injury  and  infection  of  the  sebaceous  and  sweat 
glands  of  the  perianal  skin;  (5)  pilonidal  sinus; 
(6)  diverticula  of  the  rectum;  (7)  stricture  of 
the  rectum,  found  in  lymphopathia  venerea; 
(8)  as  a sequela  to  carcinoma;  (9)  accidents  fol- 
lowing episiotomy;  and  (10)  sequelae  of  re- 
gional ileitis. 

Regardless  of  the  source  of  perianal  and  peri- 
rectal infections,  this  is  one  of  the  most  impor- 
tant conditions  that  presents  itself  for  diagnosis 
and  treatment.  It  behooves  all  of  the  profession 
to  diagnose  quickly  and  correctly  the  source  of, 
and  also  the  type  of,  infection. 

As  has  been  stated,  the  perianal  and  perirectal 
area  is  more  than  richly  endowed  with  arterial, 
nerve,  and  lymphatic  supply.  The  large  amount 
of  lymphatic,  arterial,  and  venous  anastomosis 
has  been  ably  demonstrated  by  Mr.  Ernest  Miles 
and  Dr.  J.  P.  Nesselrode.  Because  of  this  rich 
endowment,  infection  finds  its  way  readily  to 
other  areas  through  both  portal  and  splanchnic 
systems. 

There  is  one  type  of  infection  which  most  gen- 
erally originates  from  the  crypts  that,  I believe, 
is  important,  this  being  the  only  chance  left  to 
augment. 

Perianal  streptococcic  infection  was  described 
over  sixty  years  ago  as  erysipelas;  later,  as  peri- 
anal cellulitis.  In  1934  Dr.  Herbert  T.  Hayes 
reported  this  condition,  with  the  treatment  by 
x-ray,  before  the  American  Proctological  Society. 


My  reason  for  mentioning  this  condition  is  the 
quick  cure  without  sequelae  by  radiation,  as 
compared  with  the  incision  and  drainage  meth- 
ods. The  history  and  symptoms  of  these  cases 
have  been  practically  the  same. 

There  quickly  occurs  a swelling  of  the  peri- 
anal area,  well  out  on  the  buttock.  The  area  is 
a dark  red  color.  There  is  considerable  weeping 
and  many  small  blebs  are  present.  Upon  pres- 
sure, there  is  a doughy  sensation  similar  to  that 
of  the  abdomen  with  tuberculous  peritonitis. 
The  affected  area  is  hot.  The  body  tempera- 
ture is  elevated — 102  to  104  F.,  and  the  pulse  rate 
is  rapid  and  thready.  The  patient  is  pro- 
foundly toxic. 

Generally,  incisions  of  varying  lengths  and 
depths  have  been  made  in  the  area  affected. 
These  wounds  are  covered  with  a necrotic,  black 
membrane.  Serous  material  discharges  from 
the  wounds.  This  is  probably  due  to  the  venous 
capillary  and  lymphatic  stasis.  No  appreciable 
swelling  is  felt  inside  the  anus  or  rectum. 

X-ray  treatment  as  recommended  by  Dr. 
Hayes  is  given.  The  results  might  be  described 
as  miraculous — to  say  the  least,  marvelous  and 
most  gratifying.  In  forty-eight  hours  the  pic- 
ture is  completely  changed.  The  swelling  sub- 
sides and  the  necrotic  material  disappears. 
The  temperature  and  pulse  rate  return  to  nor- 
mal. No  laudable  pus  is  present  and  no  fistulous 
tract  remains. 

The  dosage  recommended  by  Dr.  Hayes  is  as 
follows:  spark  gap,  5 inches;  milliamperes,  3; 
distance,  10  inches;  and  time,  3 minutes. 

My  results  have  been  so  gratifying  and  satis- 
factory that  I feel  indebted  to  Dr.  Hayes,  and 
I offer  it  that  it  might,  in  a small  measure,  aid  in 
the  quicker  diagnosis  and  treatment  of  this  type 
of  infection. 

As  I said  in  theb  eginning,  Dr.  Sullivan  has 
covered  his  subject  most  completely.  He  has 
shown  a most  enthusiastic  investigation  of  the 
literature  on  this  subject,  and  I have  enjoyed 
having  had  the  privilege  of  discussing  his  paper. 


JUNIOR  SPEAKS 

“Tommy,  your  manners  are  dreadful.  You’re 
a regular  little  pig  at  the  table,”  said  Father. 

Silence  from  Tommy,  and  Father  added,  “You 
know  what  a pig  is,  don’t  you?” 

“Yes,  Dad,”  answered  Tommy  meekly,  “It’s  a 
hog’s  little  boy.”  — Selected 


SLIPPED  UP  ON  HIM 

William : Would  you  believe  it,  Jerry  went  and 
married  that  Miss  Grimley  during  vaca- 
tion. 

Phillip:  You  don’t  say.  Why  I thought  he 
was  only  flirting  with  her. 

William:  So  did  Jerry.  — Selected 


WHY  DIDN’T  SHE? 

Aunt  (severely) : When  I was  a small  child  I 

was  told  if  I made  faces  like  that  my  face  would 
stay  that  way. 

Small  Nephew:  Then,  why  didn’t  you  stop, 

auntie?  — Selected 


LOW-DOWN  HOAX 

Bill:  There  goes  the  funeral  for  old  man 

Jenkins. 

Joe:  You  don’t  say?  Is  the  old  man  dead? 
Bill:  Well,  if  he  isn’t,  they  sure  are  playing  a 

mean  trick  on  him.  — Selected 


CIGARETTE  SMOKING  IN  PREGNANCY 

F.  J.  Schoeneck,  M.D.,  Syracuse,  New  York 


/^IGARETTE  smoking  has  become  such 
common  practice  that  the  question  of  its 
influence  on  pregnancy  should  be  carefully 
studied.  There  is  ample  evidence  in  the  liter- 
ature1'2*3 that  nicotine  poisoning  does  have  a 
deleterious  effect  on  pregnancy  and  reproduc- 
tive efficiency.  However,  there  are  few  data 
on  the  effect  of  cigarette  smoking  as  actually 
practiced. 

The  physician  can  almost  assume  from  prac- 
tical observation  that  moderate  cigarette 
smoking,  i.e.,  three  or  four  cigarettes  per 
day,  has  no  apparent  effect  on  pregnancy. 
Certainly,  there  is  no  evidence  in  the  literature 
to  the  contrary.  Are  we,  however,  prepared 
to  say  that  excessive  smoking  may  not  have 
some  influence?  In  order  to  throw  some  light 
on  this  subject  we  have  undertaken  a series  of 
experiments  to  demonstrate  the  influence  of 
cigarette  smoking  on  the  offspring  of  rabbits. 

We  candidly  admit  that  observations  car- 
ried out  on  human  beings  would  be  of  much 
greater  practical  value.  However,  aside  from 
the  difficulties  involved  in  gathering  trust- 
worthy data,  we  must  face  the  fact  that  were 
we  to  produce  evidence  of  deleterious  effects 
on  the  offspring  of  smoking  mothers,  the  reac- 
tion on  these  mothers  from  a psychologic  point 


of  view  would  be  tremendous.  We  have, 
therefore,  resorted  to  animal  experimentation. 
We  have  attempted  to  produce  conditions  as 
similar  to  actual  cigarette  smoking  as  pos- 
sible. 

Methods 

Normal,  healthy  rabbits  were  bred  and  the 
litters  raised  as  controls.  The  offspring  were 
weaned  at  twelve  weeks.  After  a rest  period 
the  same  does  were  subjected  to  cigarette 
smoking  for  a period  of  four  weeks  to  accli- 
mate them  to  this  pro  cedure . The  smoke  f rom 
one  cigarette  was  blown  into  the  nostril  of 
the  animal  by  means  of  a small  catheter,  each 
day.  Our  estimations,  according  to  weight, 
showed  that  one  cigarette  a day  for  the  rab- 
bit was  roughly  equivalent  to  twenty  ciga- 
rettes per  day  in  the  human.  The  gross  dif- 
ference was  that  the  rabbits  received  all  the 
smoke  in  a single  exposure  in  contrast  to  the 
twenty  exposures  entailed  in  smoking  that 
number  of  cigarettes. 

After  the  period  of  acclimation,  the  does 
were  bred  to  the  same  bucks  that  sired  the 
control  litters.  The  does  were  “smoked” 
daily  throughout  pregnancy  and  lactation. 
The  offspring  were  not  subjected  to  smoking 
at  any  time.  The  offspring  were  weighed  at 
weekly  intervals  from  birth  until  maturity, 
i.e.,  30  weeks.  The  breeding  bucks  were  not 
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TABLE  1 


Litter  No.  1,  Litter  No.  2,  Litter  No.  3, 

Number  of  Weeks  ✓ Not  Smoked ->  / Smoked » / Not  Smoked 


Average 

Average 

Average 

weight,  Gm. 

Alive 

weight,  Gm. 

Alive 

weight,  Gm. 

Alive 

Rabbit  No.  6 

1 

140 

6 — 1 stillborn 

95 

8 

4 

213 

6 

164 

7 

8 

396 

5 

400 

1 

16 

936 

5 

720 

1 

20 

1,212 

5 

760 

1 

24 

1,448 

5 

880 

1 

30 

1,720 

5 

0 

Rabbit  No.  9 

1 

147 

6 

97 

4 

4 

220 

6 

240 

4 

8 

413 

3 

440 

2 

16 

1,090 

2 

540 

2 

20 

1,210 

2 

630 

2 

24 

1,480 

2 

660 

1 

30 

1,600 

2 

0 

Rabbit  No.  10 

1 

124 

5 

8 stillborn 

150 

2 

4 

192 

5 

300 

2 

8 

540 

1 

0 

16 

1,180 

1 

0 

20 

1,180 

1 

0 

24 

1,220 

1 

0 

30 

1,200 

1 

0 
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Fig.  (la).  Fig.  (lb). 

Fig.  (la).  Three-month-old  rabbit  from  control  (nonsmoked)  litter. 

Fig.  (lb).  Three-month-old  rabbit  from  “smoked”  litter.  (Same  parents  as  rabbit  on  left.) 


subjected  to  smoking.  Consequent  to  smok- 
ing, some  nonsmoked  litters  were  raised  from 
the  same  parents. 

The  weight  of  the  does  was  also  observed 
weekly.  While  there  was  some  evidence  of 
loss  of  weight  when  smoking  was  started,  the 
rabbits  soon  became  accustomed  to  the  proce- 
dure and  there  was  no  appreciable  difference  in 
the  amount  of  weight  gained  during  pregnancy 
whether  the  animal  was  smoked  or  not.  Man}" 
of  the  rabbits  were  definitely  “groggy” 
and  lethargic  immediately  following  exposure 
to  cigarette  smoke.  This  lethargic  condition 
never  lasted  more  than  fifteen  or  twenty 
minutes,  and  there  never  were  any  convulsions 
as  is  commonly  reported  in  animal  experi- 
mentation when  nicotine  is  injected  hypo- 
dermically. Diets  were  standard  throughout 
the  experiments. 

Twenty  does  were  used  in  this  work.  How- 
ever, breeding  and  technical  difficulties  re- 
duced the  number  of  experimentally  accept- 
able rabbits  to  seven.  The  data  presented 
are,  therefore,  based  on  170  young  from  28 
litters  of  seven  does.  Several  does  died  during 
these  experiments.  These  animals  were  au- 
topsied  by  the  Department  of  Pathology.  In 
no  instance  was  evidence  of  nicotine  poisoning 
reported.  The  data  obtained  are  reported  in 
Tables  1,  2,  and  3. 

Study  of  these  detailed  tables  will  show  that 
in  practically  all  instances  when  offspring 
reached  maturity  those  of  the  smoked  litters 
were  appreciably  lighter  in  weight  than  those 
from  the  nonsmoked  litters.  Likewise,  it  will 
be  seen  that  the  mortality  and  stillbirth  rate 
was  definitely  higher  in  the  smoked  group. 
Further,  it  can  be  noted  that  the  offspring 
from  nonsmoked  litters,  in  which  the  does  had 
been  smoked  with  previous  litters,  did  not  do 
so  well.  This  may  be  incidental;  on  the  other 
hand,  possibly  the  previous  smoking  caused 
some  maternal  change  that  accounted  for 
these  discrepancies. 


TABLE  4 


Normal- 
Control  (5) 
Nonsmoked 

Smoked 

Nonsmoked 
Litters  (9) 
(Rabbits 
Smoked 

Litters 

Litters  (14) 

Previously) 

Average  number 
in  litter 

6 + 

6 + 

4 + 

Average  number 
stillborns  in 
each  litter  (0 . 2) 

2.5 

2.0 

Average  number 
alive  in  each 
litter  at  1 wk. 

6 + 

4 + 

2 + 

4 wk. 

6 

4 + 

2 

8 wk. 

4 

2 

2 

16  wk. 

3 

1 + 

1 

20  wk. 

3 

1 

1 

30  wk. 

3 

-1 

_ i 

Average  weight 
at  birth  (first 
week) 

133  Gm. 

111  Gm. 

138  Gm. 

Table  4 gives  a composite  picture  of  some  of 
the  data  obtained  in  these  experiments. 
There  was  no  appreciable  difference  in  the  av- 
erage number  of  young  in  the  control  and 
smoked  litters;  however,  the  nonsmoked 
litters  of  the  rabbits  that  had  been  subjected 
to  smoking  in  previous  pregnancies  were 
smaller. 

There  was  a definite  difference  in  the  aver- 
age number  of  stillbirths.  The  number  of 
stillbirths  was  more  than  ten  times  greater  in 
the  smoked  litters  than  in  the  controls.  This 
same  comparison  held  when  the  nonsmoked 
litters  came  from  does  that  had  been  exposed 
to  smoking  in  previous  pregnancies. 

The  average  birth-weight  of  the  offspring  of 
smoked  litters  was  approximately  17  per  cent 
less  than  those  of  the  control  litters. 

There  is  also  evidence  of  an  increased  death 
rate  among  the  offspring  of  the  does  that  had 
been  smoked.  At  maturity,  there  was  an 
average  of  3 rabbits  alive  in  the  control  litters, 
whereas  the  average  was  less  than  1 in  the 
smoked  litters. 

Fig.  1 illustrates  2 siblings  at  the  same  age. 
The  rabbit  in  Fig.  1(a)  is  from  a nonsmoked 
litter,  whereas  the  one  in  Fig.  1(b)  is  from  a 
smoked  litter. 
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Discussion 

The  results  of  a comparison  between  the  off- 
spring of  control  rabbits  and  those  exposed  to 
cigarette  smoke  in  the  approximate  equiva- 
lent of  twenty  cigarettes  per  day  in  the  human 
being  are  presented.  From  the  data  obtained 
it  seems  reasonable  to  conclude  that  the  off- 
spring from  such  smoked  female  rabbits  were 
smaller  at  birth  (by  17  per  cent)  than  the  con- 
trols; the  stillbirth  rate  was  ten  times  as 
great;  and  the  mortality  rate  was  definitely 
increased,  since  only  one-third  as  many  off- 
spring of  smoked  mothers  were  alive  at  ma- 
turity. In  general,  the  offspring  from  the 
smoked  fitters  were  underweight  in  comparison 
with  the  controls.  This  finding  is  in  agree- 
ment with  Essenberg,  Schwind,  and  Patras,4 
who,  working  with  albino  rats,  state  that  ap- 
proximately two-thirds  of  all  young  from 
mothers  treated  in  smoke  chambers  were  un- 
derweight. 

One  other  observation  seems  sufficiently  im- 
portant to  report.  In  one  experiment  the 
offspring  from  a smoked  fitter  were  carried  into 
the  third  generation.  The  original  doe 
weighed  approximately  3,500  Gm.  A daugh- 
ter from  a smoked  fitter  reached  maturity  with 
a weight  of  2,800  Gm.  From  this  daughter  a 
fitter  of  5 was  obtained,  from  which  one 
reached  maturity  to  weigh  1,520  Gm.  This 
third  generation  doe  was  the  only  one  raised 
from  this  second  generation  mother,  although 
she  was  bred  on  six  other  occasions:  one  preg- 


nancy resulted  in  8 stillborns,  2 others  resulted 
in  2 offspring  each,  all  of  these  dying  within 
two  weeks  of  birth.  Breedings  were  unsuc- 
cessful on  the  other  occasions.  All  attempts 
to  breed  the  third  generation  doe  were  unsuc- 
cessful. Neither  the  second  nor  third  genera- 
tion doe  was  subjected  to  smoking.  If  these 
findings  can  be  confirmed,  they  are  of  more 
than  passing  interest. 

Conclusions 

The  only  conclusion  that  can  be  drawn  from 
this  series  of  experiments  is  that  exposing 
pregnant  rabbits  to  the  smoke  of  one  ciga- 
rette per  day  results  in  apparent  deleterious 
effects  on  the  offspring.  It  is  admittedly  a far 
cry  to  cigarette  smoking  in  pregnant  women. 
No  evidence  is  presented  to  show  the  effect  of 
cigarette  smoking  on  human  offspring. 

Many  physicians  feel  that  excessive  smoking 
should  be  avoided  during  pregnancy.  The 
material  in  this  report  may,  perhaps,  serve  as  a 
basis  for  explanation  of  the  subject  to  prenatal 
patients.  Until  we  can  prove  that  excessive 
cigarette  smoking  is  not  harmful  in  pregnancy, 
we  should  caution  against  it. 
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THE  PART  OF  THE  PRIVATE  PEDIATRICIAN  IN  THE  SCHOOL 
HEALTH  PROGRAM 

William  E.  Ayling,  M.D.,  Syracuse,  New  York 


IN  ORDER  to  comprehend  the  important 
part  the  pediatrician  can  take  in  a school 
health  program  he  must  know  how  such  a pro- 
gram operates.  Undoubtedly  he  has  some  in- 
formation regarding  the  health  services  for 
school  children,  but  I am  afraid  many  do  not 
realize  the  full  extent  and  purposes  of  such  a 
procedure. 

Let  me  briefly  review  this  program  as  out- 
lined by  the  State  Department  of  Education 
for  the  schools  of  this  State,  outside  of  the 
cities  of  New  York,  Rochester,  and  Buffalo. 

Health  service  is  defined  as  “the  several 
procedures,  including  medical  examinations, 
designed  to  determine  the  health  status  of  the 
child;  to  inform  the  pupils,  parents,  and 
teachers  of  the  defects  that  may  be  present; 
to  guide  parents,  children,  and  teachers  in 
procedures  for  preventing  and  correcting  de- 
fects and  diseases;  to  instruct  the  school  per- 
sonnel in  procedures  to  take  in  case  of  acci- 
dent or  illness;  to  survey  and  make  necessary 
recommendations  concerning  the  health  as- 
pects of  the  school  plant  and  the  hygiene  of  in- 
struction.” 

Health  teaching  is  inseparable  from  health 
service,  inasmuch  as  doctors,  nurses,  and  den- 
tal hygienists  who  are  health  service  personnel, 
all  take  an  active  part  in  this  important  ef- 
fort. Health  teaching  is  defined  as  “the  in- 
culcation of  desirable  health  habits,  skills, 
attitudes,  and  knowledge,  in  safety,  sanitation, 
nutrition,  physiology  and  hygiene,  the  effects 
of  drugs  and  alcohol,  social  hygiene,  mental 
hygiene,  and  other  health  needs.”  Private 
physicians  should  also,  and  many  do,  make 
health  teaching  a part  of  every  medical  exam- 
ination. 

A great  deal  has  been  said  lately  about  the 
importance  of  physical  education  in  the  school 
program,  leading  many  lay  people  to  believe 
that  extension  of  the  physical  education  pro- 
gram would  take  care  of  all  aspects  of  health 
service,  even  to  correction  of  heart  defects, 
etc.  However,  the  definition  of  physical  edu- 
cation or  training,  as  given  by  the  State  De- 
partment, says  that  it  is  “a  method  and  pro- 
gram of  education  which  shall  be  construed 
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to  cover  all  forms  of  nonvocational  physical 
activities  both  intramural  and  interscholas- 
tic.” It  is  therefore  a limited  program,  mainly 
of  supervised  exercise,  and  it  alone  certainly 
will  not  result  in  physical  fitness. 

To  return  to  the  doctors’  part  in  a school 
health  program  I shall  speak  mainly  from  my 
experiences  in  Syracuse  where  I have  taken  an 
active  part  in  the  work  for  the  past  eighteen 
years.  In  our  school  system,  because  of  lack 
of  adequate  personnel  to  do  annual  medical 
examinations,  our  efforts  have  been  limited  to 
making  reasonably  good  examinations  of 
children  in  specified  grades — namely,  kinder- 
garten, first,  second,  third,  and  fifth,  and  also  at 
entrance  to  junior  high  in  the  seventh  grade  and 
at  entrance  to  senior  high  in  the  tenth  grade. 
However,  plans  are  now  being  formulated  to 
examine  annually  every  pupil  not  examined 
by  a private  doctor.  This  is  to  begin  in  Sep- 
tember when  new  personnel  will  be  added  to 
our  staff. 

Before  the  examinations  are  made  in  the 
schools,  notices  are  sent  to  the  parents  urging 
that  they  have  them  done  by  their  own  private 
physicians  or  pediatricians.  Proper  forms  are 
available  from  the  school  nurse  on  which  the 
doctors  are  asked  to  record  their  findings. 
These  are  then  returned  to  the  schools  by  the 
pupils.  Thus,  we  have  a record  of  each  child’s 
physical  condition  and  can  modify  his  school 
program,  or  place  him  in  a special  class,  if  such 
is  the  recommendation  of  the  family  physi- 
cian. We  realize  that  the  private  doctor  can 
make  a more  complete  examination,  that  he 
has  a fuller  knowledge  of  the  family  back- 
ground and  tendencies,  and  that  he  can  use 
laboratory  aids  such  as  urinalysis,  serology, 
etc.,  not  available  to  the  school  doctor. 

If  no  record  of  an  examination  by  a private 
physician  is  returned  to  the  school  within  one 
month,  the  parent  receives  another  notice 
stating  that  the  school  physician  will  proceed 
with  the  examination  and  inviting  her  to  be 
present.  Then,  from  the  parent  the  school 
doctor  can  elicit  history  not  already  shown  on 
the  school  health  record  and  learn  of  family 
tendencies.  He  can  discuss  with  her  the  ne- 
cessity of  medical  attention  for  correction  of 
defects,  general  health  habits,  and  hygiene. 

School  examinations  are  made  with  the 
chest  bare,  except  for  girls  in  the  higher  grades 
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who  are  given  gowns  to  wear.  They  include 
tests  for  visual  acuity  and  hearing;  inspection 
of  eyes  and  ears;  examination  of  nose,  throat, 
teeth,  cervical  glands,  thyroid,  heart,  lungs, 
skin,  posture  and  feet,  and  also  for  other  ortho- 
pedic conditions;  an  estimate  of  nutrition 
and  of  the  condition  of  the  nervous  system; 
and,  finally  as  a summary,  the  general  condi- 
tion— whether  good,  fair,  or  poor.  If  the 
parent  is  not  present  at  the  time  of  the  exam- 
ination, a written  notice  is  sent  home  recom- 
mending attention  for  the  abnormal  condi- 
tions found.  Later,  parents  of  children  found 
to  have  defects  are  requested  to  come  to  school 
at  an  appointed  time  for  a conference  with  the 
school  physician.  An  increasing  number  of 
parents  are  coming  either  at  the  time  of  the 
examination  or  for  parent  conferences,  and 
this  results  in  a larger  number  of  corrections 
being  made. 

The  corrections  are  not  being  made  in 
school.  All  children  with  defects  are  referred 
to  their  private  physicians  or,  if  they  cannot 
afford  one,  to  the  proper  clinic.  The  notice  to 
the  parent  states  that  the  school  examination 
“indicates  an  abnormal  condition  of  the — 
tonsils,  for  example.  It  is  urged  that  this  con- 
dition be  given  immediate  attention.”  This 
means  more  work  for  the  private  practitioner, 
and  he  should  look  at  each  such  reference 
as  a consultation  and  say  something  like 
this: 

“It  is  nice  that  the  schools  take  such  an  in- 
terest in  this  child.  I feel  that  these  tonsils 
should  come  out — or,  with  the  story  you  tell 
and  the  present  appearance  of  the  tonsils,  it 
would  seem  that  for  the  present  we  will  not 
need  to  take  the  tonsils  out.  They  may  have 
appeared  quite  different  when  the  school  doc- 
tor looked  at  them.  Bring  Johnny  back  in 
three  months  or  at  any  time  that  he  has 
trouble  with  his  throat  or  ears.  We  may  at 
that  time  feel  that  something  more  should  be 
done.” 

If  he  says  “that  school  physician  has  to  find 
something — forget  it,”  the  faith  of  the  people 
in  physicians  generally  is  shaken  and  no  one 
profits  by  that.  Maybe  the  folks  will  think 
that  there  is  a difference  of  opinion  among 
medicos  and  go  to  a “chiroquack”  or  other  ir- 
regular practitioner. 

Furthermore,  when  you  as  the  family  physi- 
cian are  asked  to  do  the  physical  examination, 
do  such  a good  one  that  the  family  will  not 
want  the  school  physician  to  do  the  next  one. 
Do  not  say,  “this  examination  business  is  all 
foolishness”  and  sign  a slip  that  Johnny  is  well 
without  looking  him  over.  The  need  of  an  ex- 


amination is  minimized  to  the  parent  and  all 
of  us  are  hurt,  particularly  the  pupil. 

Recently,  a parent  at  a Rotary  luncheon 
asked  me  in  a rather  aggrieved  way  why  we 
requested  him  to  take  his  girl  to  his  doctor  for 
an  examination,  saying  that  his  doctor  told 
him  the  child  was  all  right  and  did  not  need  to 
be  examined.  This  doctor  may  have  seen  the 
child  for  some  illness  in  recent  months  but, 
even  so,  a complete  examination  is  necessary 
at  regular  intervals  and  it  is  also  highly  im- 
portant that  the  school  health  service  have  a 
record  of  the  findings. 

When  the  child  is  found  to  be  normal  in 
every  way  he  will  fit  into  the  regular  school 
routine,  but  many  children  are  found  to  have  a 
condition  for  which  modification  of  the  pro- 
gram would  be  indicated.  If  such  is  the  case, 
let  us  have  your  recommendations.  Special 
classes  are  provided  for  handicapped  children. 
If  your  patient  has  defective  vision  amounting 
to  20/ 50,  or  worse,  in  the  better  eye,  probably 
the  special  facilities  of  the  sight-saving  class 
would  conserve  his  vision  and  allow  him  to 
get  an  education.  Perhaps  another  has  im- 
paired hearing,  amounting  to  a loss  of  20  or 
more  decibels  in  the  better  ear.  He  may  go 
into  the  hard-of-hearing  class  to  learn  lip 
reading.  This  is  especially  important  if  the 
hearing  loss  is  progressive. 

For  the  child  who  has  been  affected  by 
poliomyelitis  or  is  crippled  from  some  other 
condition,  there  are  the  classes  for  crippled 
children.  These  are  held  in  specially  arranged 
classrooms,  all  on  the  same  floor,  and  these 
children  may  receive  treatments  for  their  or- 
thopedic deformities  in  the  tanks,  under  the 
lamps,  and  by  use  of  special  apparatus.  This 
is  an  exception  to  the  mandate  that  no  treat- 
ments shall  be  given  in  school.  However,  you 
can  well  understand  how  important  it  is  that 
these  children  do  receive  treatment  for  their 
conditions  during  the  hours  that  they  spend  in 
school.  Few  would  get  it  elsewhere. 

Has  your  little  patient  had  rheumatic  fever 
with  some  resulting  cardiac  damage?  If  so, 
you  would  probably  wish  him  to  go  into  the 
special  class  for  cardiac  children,  to  which  he 
would  be  taken  by  the  school  bus,  have  his 
lunch  in  school,  get  from  one  to  two  hours’ 
rest  on  a cot  during  school  hours,  and  still  be 
able  to  attend  classes  and  obtain  an  education. 
Perhaps,  if  he  has  only  a slight  impairment  of 
function,  you  would  rather  have  the  child  at- 
tend the  nearby  neighborhood  school,  then 
you  would  recommend  a modification  of  the 
gymnasium  program,  perhaps  asking  that  the 
child  be  allowed  to  rest  instead  of  going  into 
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the  gymnasium  for  the  regular  exer- 
cises. 

For  those  children  who  are  physically  below 
par,  underweight,  tuberculosis  contacts,  or 
unusually  nervous,  who  would  benefit  from 
the  fresh  air,  extra  food,  and  rest  available  in 
the  open-air  classes,  you  would  request  ad- 
mission to  such  a class. 

Some  children  of  school  age  have  the  mis- 
fortune to  be  mentally  retarded.  They  need 
special  attention  and  instruction,  and  special 
teaching  facilities  are  provided  for  them.  At 
your  request  such  a child  will  be  considered  a 
candidate  and  the  necessary  psychologic  test 
will  be  made  to  determine  in  which  class  to 
place  him. 

Home  teachers  are  provided  for  children 
who  are  homebound  because  of  physical  dis- 
ability. The  family  physician  can  assist  the 
parent  in  procuring  the  services  of  such  a 
teacher,  and  then  his  patient  will  not  miss  his 
education  while  confined  to  his  home.  Of 
course  it  would  not  be  worthwhile  to  send  a 
teacher  for  only  a short  period  of  time,  so  I 
am  speaking  only  of  children  who  are  disabled 
for  periods  of  months — two  or  more. 

From  these  remarks  concerning  special 
classes,  it  must  be  clear  that  the  private  physi- 
cian plays  an  important  part  in  procuring  for 
his  patient  the  full  benefits  provided  in  the 
school  system.  Some  physicians  from  small  or 
rural  communities  might  well  ask  what  to  do 
with  the  handicapped  child  when  such  special 
classes  are  not  available  in  the  immediate 
neighborhood.  Of  course,  the  only  answer 
is  to  send  them  where  they  are  available. 
State  aid,  in  the  form  of  a court  order  to  pay 
tuition  and  other  expenses,  can  be  procured 
for  those  unable  to  pay. 

Most  parents  will  depend  upon  the  schools 
to  make  routine  examinations  in  spite  of  all  we 
can  do  to  urge  them  to  take  their  children  to 
their  own  doctors.  These  examinations  and 
tests  such  as  tuberculin  and  Schick,  which  are 
done  in  schools,  all  tend  to  make  more  busi- 
ness for  the  private  practitioner.  All  children 
needing  corrective  treatment,  or  immunization, 
are  referred  to  their  doctors  for  these  serv- 
ices. 

During  the  last  seven  years  in  Syracuse, 
tuberculin  tests  have  been  given  to  over  15,000 
high-school  pupils.  Chest  x-rays  were  taken 
of  the  4,000  positive  reactors  and,  for  each  of 
these,  a report  was  sent  to  the  family  physi- 
cian, if  they  had  one,  giving  a summary  of  the 
results  of  our  study.  For  the  most  part  the 
private  doctors  cooperated  very  well  in  put- 
ting these  pupils  under  proper  treatment  and 


observation.  However,  in  at  least  one  case  our 
recommendations  were  made  too  light  of,  and 
when  the  girl  became  so  sick  that  she  had  to  be 
sent  to  the  sanatorium  a year  later  her  dis- 
ease had  progressed  so  far  that  she  soon  died. 
Again,  I condemn  the  tendency  of  some  prac- 
titioners to  belittle  recommendations  from  the 
school  health  staff  and  I would  ask  for  better 
cooperation. 

As  a result  of  Schick  testing  last  fall  for  the 
purpose  of  determining  which  of  the  children  in 
the  first  four  grades — kindergarten,  1,  2,  and 
3 — were  susceptible  to  diphtheria,  42  per  cent 
were  found  to  be  positive  reactors.  The  par- 
ents of  every  one  of  these  received  notices  to 
go  to  their  family  doctors  for  protective  treat- 
ments— many  have  already  done  so,  although 
quite  a few  have  gone  to  the  city  clinics. 
Probably  most  of  the  58  per  cent  negative  re- 
actors had  received  their  protective  treatments 
as  infants  or  preschool  children,  and  they  were 
still  protected. 

Let  me  urge  that  the  private  doctors  give 
toxoid  to  the  babies  and  preschool  children 
who  are  their  patients  so  that  they  may  have 
their  protection  when  it  is  most  needed — be- 
fore they  come  to  school;  also  do  the  required 
vaccination  for  prevention  of  smallpox.  If 
there  is  a good  reason  for  postponing  vaccina- 
tion, even  after  the  child  is  of  school  age, 
write  a note  so  stating  and  send  it  to  the 
school  doctor,  who  will  probably  give  a permit 
good  for  a school  year  to  enable  the  pupil  to 
attend  until  successfully  vaccinated. 

The  pediatrician’s  cooperation  in  the  con- 
trol of  communicable  diseases  and  conditions 
is  most  necessary.  Definite  regulations  re- 
quiring exclusion  of  children  who  have  com- 
municable diseases  are  set  up  by  the  State 
Department  of  Health  and  local  health  de- 
partments. These  regulations  determine  the 
necessary  period  of  absence  from  school,  which 
varies  from  a few  days  to  several  weeks  de- 
pending on  the  disease.  School  doctors  and 
nurses  are  guided  by  these  and  at  times  have  to 
refuse  to  allow  a pupil  to  return  to  school 
when  the  private  doctor  has  told  the  parent 
she  may  send  the  pupil  back.  This  leads  to 
criticism  of  the  school  personnel  and  a ques- 
tion in  the  mother’s  mind  as  to  who  is  right — 
the  school  doctor  or  the  family  physician. 

All  pediatricians  should  be  familiar  with  the 
state  regulations,  a copy  of  which  may  be  ob- 
tained from  the  State  Department  of  Health. 
Briefly,  these  give  the  periods  of  exclusion  as 
follows : 

Chickenpox:  until  recovery — at  least  eight 
days  from  onset. 
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Diphtheria:  until  released  from  isolation  by 
negative  nose  and  throat  cultures. 

German  measles:  until  recovery — at  least 
four  days  from  onset. 

Measles:  until  recovery — at  least  seven 

days  from  onset. 

Scarlet  fever:  until  release  from  isolation. 

Septic  sore  throat:  until  recovery — at  least 
seven  days  from  onset. 

Whooping  cough:  until  one  week  after  last 
characteristic  cough — not  more  than  eight 
weeks. 

Mumps:  until  five  days  after  disappearance 
of  all  swelling. 

Children  with  acute  conjunctivitis,  im- 
petigo, scabies,  lice,  and  ringworm  shall  be 
excluded  from  school  until  in  the  opinion  of 
the  school  physician  there  is  no  longer  danger 
of  transmission  of  infection  or  infestation  to 
others. 

Much  is  being  done  to  improve  the  health 
of  school  children,  yet  it  is  apparent  from  the 
findings  of  the  draft  boards  and  induction 
center  examiners  that  our  young  men  have 
many  correctible  defects  that  have  been  neg- 
lected. These  may  have  developed  during  the 
period  between  the  end  of  school  life  and  the 
time  of  the  examination,  but  no  doubt  many 
of  the  conditions  had  been  detected  in  school 
and  nothing  was  done  about  it.  I believe  that 
parents  are  mainly  to  blame  for  not  getting 
the  corrections  made.  However,  these  find- 
ings should  spur  us  on,  both  private  doctors 
and  school  physicians,  to  bring  about  more 
corrections  of  remediable  defects. 

By  working  together  the  schools  and  the 
physicians  can  do  even  more  for  the  children 
and  keep  the  program  from  drifting  into  the 
control  of  those  with  much  less  training.  Even 
now  there  is  a bill  being  introduced  in  Wash- 
ington that  would  appropriate  funds  for  pre- 
vention and  correction  of  physical  deficiencies 
of  all  children  and  care  of  handicapped 
children  by  physical  educators. 

Conclusion 

The  pediatrician  has  a most  important  part 
in  the  school  health  program  because  many  of 
the  children  are  his  patients.  He  should  make 
recommendations  to  the  school  if  he  feels  that 
some  modification  of  the  regular  program  is  in- 
dicated. His  cooperation  is  earnestly  desired 
and  with  a good  understanding  of  the  school 
program  it  should  be  given  freely.  The  main 
interest  of  both  the  pediatrician  and  the  school 
doctor  is  to  improve  the  health  of  the  child. 
Let  us  both  strive,  through  good  medical  serv- 
ice and  health  education,  to  bring  this  about. 


Discussion 

Dr.  Paul  W.  Beaven,  Rochester,  New  York — 
Dr.  Ayling’s  paper  is  exceedingly  important  be- 
cause pediatricians  should  be  made  aware  of,  and 
sympathetic  with,  the  school  health  program.  It 
is  a fact  that,  in  general,  pediatricians  are  not 
interested  in  this  program.  There  are  reasons 
for  this.  One  of  them  is  that  they  are  almost 
never  asked  to  participate  in  the  program.  With 
rare  exceptions  they  are  not  used  either  as  school 
physicians  or  as  consultants  for  the  work  done 
in  the  schools.  Frequently  enough  in  the  state, 
the  school  physician  or  the  physician  who  works 
among  the  school  children  does  other  things  in 
the  community  which  a pediatrician  would  not 
be  qualified  to  do.  For  example,  in  Rochester 
the  same  physician  takes  care  of  school  children, 
the  sick  poor,  and  the  psychiatric  cases.  It 
would  be  possible,  however,  to  so  arrange  the 
school  program  that  pediatricians  could  be  used. 
It  is  clear  that  they  should  be  used  because  they 
represent  a group  better  qualified  than  any  other 
one  single  group  to  deal  with  health  problems  in 
children.  In  the  smaller  communities  there  are 
no  pediatricians.  I feel  that  if  pediatricians  are 
not  used  in  the  school  program  general  practi- 
tioners should  have  passed  certain  minimum 
tests  that  will  show  they  are  qualified  to  examine 
and  guide  the  health  of  children. 

I should  like  to  emphasize  that  part  of  Dr. 
Ayling’s  paper  in  which  he  calls  attention  to  the 
fact  that  in  Syracuse  they  do  not  do  annual  ex- 
aminations on  the  school  children.  They  are 
done  annually  the  first  four  years,  and  after  that 
until  the  tenth  grade  there  are  only  three  ex- 
aminations. The  New  York  Regents  Report 
and  the  School  Health  Committee  of  the  Acad- 
emy of  Pediatrics  point  out  that  this  is  a much 
better  procedure  than  the  usual  annual  examina- 
tion. The  tendency  for  the  physician  is  to  make 
an  annual  examination  on  the  child  and  then  con- 
sider he  is  through  with  his  work  for  the  year. 
It  is  the  province  of  the  school  physician  not  only 
to  make  examinations  but  to  act  as  permanent 
consultant  to  the  principal  in  all  matters  of 
health. 

The  New  York  Regents  Report  brings  up 
another  problem  with  which  we  are  all  ac- 
quainted. It  is  the  policy  in  most  schools  to 
encourage  children  to  continue  their  attendance 
even  though  they  obviously  have  a communica- 
ble infection  of  the  upper  part  of  the  respiratory 
tract.  The  reason  for  this  is  that  the  school  gets 
its  remuneration  from  the  state  according  to  the 
number  of  children  who  attend.  So  the  Report 
recommends  that  the  remuneration  from  the 
state  be  based  on  registration  rather  than  attend- 
ance. Then  the  teacher  will  not  feel  it  necessary 
to  keep  an  infectious  child  in  school.  As  a mat- 
ter of  fact,  whenever  the  policy  has  been  tried  of 
sending  children  home  the  moment  they  show 
signs  of  communicable  disease,  the  result  has 
been  that  the  average  annual  attendance  has  in- 
creased. 
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Dr.  Ayling  has  well  brought  out  the  fact  that 
the  school  physician  is  not  only  a part  of  the 
school  system  but  he  should  be  a connecting  link 
between  the  school  system  and  the  family  physi- 
cian. Hence,  there  should  be  greater  cooperation 
between  the  school  physician  and  the  family 
physician,  and  when  that  occurs,  of  course,  the 
child  will  be  the  one  who  benefits.  I am  sure 
that  what  Dr.  Ayling  states  is  true — that  family 
physicians  frequently  discount  the  work  the 
school  physician  does.  He  should  be  upheld  in 
his  work  just  as  we  would  uphold  any  other  prac- 
titioner. 

In  Syracuse  and  in  some  other  communities 
there  is  a great  effort  made  by  the  school  authori- 
ties to  have  family  physicians  do  the  periodic 
examining.  The  public,  however,  in  the  great 
majority  of  cases  would  rather  have  the  school 
physician  do  it.  There  are  two  reasons  for  this. 
One  of  them  is  that  the  school  physician  does  it 
for  nothing.  The  other  reason,  however,  is  the 
fault  of  the  private  physician.  He  does  not  take 
the  blanks  sent  to  him  seriously.  I have  seen 
blanks  returned  by  private  physicians  that  were 
absolutely  worthless,  even  though  the  patient 
had  been  charged  the  usual  consulting  fee.  It  is 
our  duty,  if  we  as  private  practitioners  do  not 
wish  to  see  the  state  take  over  the  routine  ex- 
amination of  children,  to  do  it  ourselves,  when  we 
are  asked  to,  in  a satisfactory  manner. 

Dr.  A.  Clement  Silverman,  Syracuse,  New 
York — In  all  sincerity,  I wish  to  praise  Dr.  Ayling 
and  those  who  arranged  this  program,  first  of  all, 
for  a paper  that  brings  to  the  practicing  physician 
or  pediatrician  the  aims  and  purposes  of  the 
school  health  program.  Too  frequently,  when  a 
public  health  official  appears  on  a scientific  pro- 
gram, the  clinician  tends  to  feel  cheated  if  the 
official  talks  about  and  explains  his  job.  Dr. 
Ayling  has  done  this  chiefly  to  show  how  the 
school  health  service  pertains  to  the  private  prac- 
titioner: the  suggestion  to  the  school  child's 
parents  that  their  own  physician  make  the  re- 
quired physical  examination;  the  referral  to  the 
private  practitioner’s  attention  of  abnormal  con- 
ditions or  defects  requiring  correction.  I cannot 
too  strongly  endorse  Dr.  Ayling’s  admonition  to 
the  practicing  physician  not  to  decry  the  school 
physical  examination  but  rather  to  “do  such  a 
good  one  that  the  family  will  not  want  the 
school  physician  to  do  the  next  one.”  For 
years,  pediatricians  have  been  urging  that  infants 
and  children  have  a periodic  appraisal  and  that 
this  examination  be  done  when  the  child  is  well 
rather  than  when  he  is  acutely  ill — when  the 
attention  is  focused  upon  symptoms  and  signs 
and  indications  for  treatment,  when  it  is  usually 
more  difficult  to  gain  the  child’s  cooperation,  and 
when  the  parents  are  too  distracted  to  think  of 
everyday  matters. 

Dr.  Ayling  has  appealed,  in  a sense,  to  our  self- 
interest,  but  he  has  not  overlooked  the  public 
interest.  Just  as  every  practicing  lawyer  is 


theoretically  a member  of  the  court,  so  every 
practicing  physician  is  part  of  the  public  health 
authority,  with  recognized  rights  to  certain 
privileges  but  also  with  obligations  to  perform 
certain  duties.  I am  afraid  it  must  be  admitted 
that  although  school  health  work  has  been  car- 
ried on  by  physicians  and  could  not  function 
without  them  the  organized  medical  profession 
has  not,  until  recently,  formulated  a set  of  princi- 
ples or  philosophy  for  the  school  health  program. 
School  physicians  in  the  past  have  too  often  been 
content  to  carry  out  the  routine  examinations  or 
procedures  without  relating  them  to  public  health 
policies  or  even  to  the  principles  of  private  prac- 
tice. 

Not  so  many  years  ago,  leaders  of  the  medical 
profession  were  still  in  favor  of  carrying  on  cer- 
tain treatments  in  the  schools,  assuming  that  so 
long  as  they  were  preventive  treatments  the 
practitioner  could  not  object.  Public  health 
officials  found  it  convenient  to  carry  out  preven- 
tive treatments  in  the  schools:  the  children 
were  there,  they  could  be  easily  corralled,  and  the 
effort  was  less  expensive  and  less  time-consuming. 
They  did  not  bother  their  heads  for  a long  time  to 
find  out  whether  it  was  the  most  effective  way, 
whether  it  was  perhaps  more  necessary  to  get 
back  to  the  infants  and  preschool  children.  It  is 
only  in  recent  years  that  the  principle  has  become 
established  and  adhered  to  that  the  school  is  not 
the  place  for  treatment,  with  the  exception  of 
needed  first  aid  or  the  special  case  of  paralytic 
victims. 

Fundamentally,  the  schools  are  interested  in 
the  health  of  the  pupils  as  an  educational  func- 
tion. Acute  illness  interferes  with  school  attend- 
ance; infectious  conditions  allowed  to  spread 
would  disrupt  the  school  program;  defects  of 
vision  or  hearing  or  general  nutrition  handicap  a 
child’s  progress;  emotional  maladjustment,  be- 
havior difficulties,  mental  retardation  on  the 
part  of  one  or  more  pupils  in  a classroom  may 
interfere  with  the  schooling  of  the  normal  pupils. 
These  are  some  of  the  conditions  that  school 
health  programs  are  designed  to  take  care  of.  In 
addition,  health — all  inclusive  and  dynamic — is 
something  the  school  program  must  include  in  its 
teaching  and  it  must  become  integrated  with 
health  service.  Physical  examinations  can  be 
counted  up  in  number,  the  time  consumed  can  be 
recorded,  the  findings  can  be  tabulated,  but  in 
itself  a routine  examination  would  be  sterile  and 
of  little  value.  It  is  continuous  health  super- 
vision that  must  be  stressed.  Hence,  to  fulfill  its 
purpose,  school  health  service  must  relegate  the 
examination  to  its  proper  position  and  its  proper 
place.  Dr.  Ayling  has  emphasized  this  point. 
There  will  be  a certain  proportion  of  children 
whose  parents  will  fail  for  one  reason  or  another 
to  provide  a medical  examination,  and  the  school 
doctor  will  have  to  examine  those  children.  We 
must  all  help  the  parents  to  see  that  this  is  not 
the  main  function  of  the  school  physician  as  it 
seems  to  be  in  rural  areas  where  the  doctor  comes 
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around  once  a year,  fills  out  the  examination 
forms,  and  then  feels  no  further  responsibility  for 
those  children.  Rather  it  must  be  made  plain 
that  the  school  physician  is  dealing  with  the 
health  of  the  school  children  en  masse.  The 
school  cannot  provide  sufficient  health  service  for 
the  individual  child  whose  time  in  school  amounts 
to  but  five  hours  a day,  five  days  a week,  180  days 
a year  for  not  more  than  eleven  or  twelve  years 
of  his  life.  In  this  time  it  is  necessary  to  give  him 
health  education  as  part  of  his  general  schooling, 
and  he  must  be  supervised  in  a health  way  so  as 
to  derive  the  greatest  benefit  from  his  schooling. 


School  doctors  in  dealing  with  parents  whose 
children  they  have  examined  would  do  better  to 
confer  with  them  in  groups  rather  than  as  indi- 
viduals. Furthermore,  school  physicians  will 
gain  in  stature  if  they  will  have  a comprehensive 
idea  of  the  principles  guiding  the  school  health 
program  and  will  not  encroach  upon  the  field  of 
individual  health  supervision.  The  chief  warn- 
ing to  sound,  however,  implied  in  Dr.  Ayling’s 
paper,  is  that  failure  of  cooperation  between 
practicing  physicians  and  the  school  health  serv- 
ice may  let  the  program  fall  into  hands  not 
equipped  to  deal  with  the  problem. 


Prize  Essays 

'T'HE  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition 
at  the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
April  27,  1942,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original 
essay  on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of 
the  Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition  are 
residents  of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  Prize  for  which  the 
essay  is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a 
motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  having 
on  the  outside  the  same  motto  or  device  and  containing  the  name  and  address  of 
the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  the  prize  automatically  becomes  the  property  of  the  Medi- 
cal Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1,  1942,  and  sent  to  the  Chair- 
man of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New 
York,  292  Madison  Avenue,  New  York. 

Chas.  Gordon  Heyd,  M.D.,  Chairman 
Committee  on  Prize  Essays 


MAKES  THE  T.  B.  BUG  SMILE 
War. . . .makes  pleasant  news  for  the  tubercle 
bacillus.  As  the  deaths  from  T.N.T.  increase, 
those  from  tuberculosis  lag  not  far  behind.  In 
the  World  War  all  countries  showed  this  phe- 
nomenon whether  under  arms  or  not.  What  effect 
on  our  efforts  to  eradicate  tuberculosis  will  these 


grim  months  ahead  bring  forth? ....  Unless  we 
find  a way  to  redouble  the  offensive  against  our 
hidden  enemy,  the  sad  story  of  twenty  years  ago 
will  be  told  again,  and  we  will  find  ourselves  fac- 
ing a record  of  lost  ground. — Kendall  Emerson , 
M.D. 


Case  Report 

PICROTOXIN  IN  BARBITURATE  POISONING 

Lester  Cohen,  M.D.,  Theodore  D.  Cohn,  M.D.,  and  Irving  Gray,  M.D.,  F.A.C.P., 

Brooklyn 


"Y\7TTH  the  increase  in  the  use  of  barbiturate 
* Y and  the  resultant  increase  in  the  number  of 
poisonings,  intentional  or  otherwise,  the  dis- 
covery of  an  effective  antidote  is  of  paramount 
importance.  Picrotoxin  was  first  discovered  by 
Boulay  in  1812.  It  was  not  until  1848  that  a 
rational  use  for  it  was  suggested  by  Tschudi1 
who  expressed  the  opinion  that  it  might  be  a 
suitable  antagonist  for  morphine.  Maloney, 
Fitch,  and  Tatum2  were  the  first  to  suggest  the 
drug  as  an  antidote  for  experimental  barbiturate 
poisoning  in  1931.  Maloney  and  Tatum3  demon- 
strated the  effect  of  picrotoxin  in  the  longer  act- 
ing barbiturate  poisoning  experimentally.  Ma- 
loney4 studied  the  relative  efficiency  of  cocaine, 
strychnine,  and  picrotoxin  for  eleven  typical 
barbiturate  acid  derivatives.  Cocaine  and  strych- 
nine showed  antidotal  properties  but  were  far 
below  picrotoxin  in  effectiveness.  These  results 
were  confirmed  by  Barlow5  who  tested  the  anti- 
dotal value  of  picrotoxin,  metrazol,  ephedrine, 
artificial  respiration,  coramine,  strychnine,  and 
caffeine  in  barbiturate  poisoning.  He  found  that 
picrotoxin  showed  the  highest  degree  of  antidotal 
properties,  with  metrazol  next.  Koppanyi, 
Linegar,  and  Dille6a  showed  that  when  picro- 
toxin alone  failed  to  save  the  life  of  any  animal 
that  had  received  large  doses  of  barbiturate  no 
combination  of  any  other  procedures  was  quite 
so  effective.  Following  the  pioneer  work  of 
Maloney  and  his  group  of  co-workers  and 
Koppanyi  and  his  co-workers,  cases  of  recovery 
after  barbiturate  poisoning  have  been  reported  in 
the  literature. 9 We  are  reporting  this  case  for  two 
reasons:  first,  to  illustrate  the  successful  action 
of  picrotoxin  on  the  narcosis  and,  second,  to 
illustrate  the  failure  in  preventing  the  respiratory 
complications — namely,  the  resultant  aspiration 
pneumonia,  lung  abscess,  and  subsequent  fatal 
termination. 

Case  Report 

L.  F.,  a man  aged  42,  born  in  Austria,  an  un- 
employed laborer,  was  admitted  to  the  hospital 
in  deep  coma.  The  patient  had  been  complain- 
ing of  insomnia,  loss  of  appetite,  and  weakness 
for  some  months  and  had  been  under  treatment  of 
his  family  physician.  He  had  been  unemployed 
for  some  time  and  was  quite  dejected  in  spirit. 
On  the  night  prior  to  admission,  he  had  a full 
meal  and  went  to  bed  without  any  complaints. 
At  3:30  a.m.  the  patient’s  wife  observed  that  her 

Associate  attending  physician,  assistant  attending 
physician,  and  attending  physician,  respectively.  Medical 
Service  of  Coney  Island  Hospital  (Dr.  Philip  I.  Nash, 
director) . 


husband  was  breathing  noisily  and  rather  pe- 
culiarly. She  tried  to  awaken  him  but  was  un- 
successful. One  hour  later  the  sleep  had  become 
deeper.  He  had  been  in  deep  coma  for  over  two 
hours  when  brought  to  the  hospital.  At  this  time 
he  started  to  have  generalized  clonic  convul- 
sions. On  physical  examination  the  eyeballs 
were  found  to  be  normal  and  the  pupils  equal  and 
contracted.  There  was  no  acetone  odor  to  his 
breath,  the  lips  were  markedly  cyanotic,  the 
teeth  were  tightly  clenched,  there  were  tracheal 
rales,  respirations  at  times  were  irregular  and 
convulsive,  heart  sounds  were  poorly  heard 
(rate  was  120),  and  there  was  increased  spasticity 
of  the  abdominal  wall.  Neurologic  examination 
revealed  a generalized  hyporeflexia,  with  absent 
knee  jerks. 

The  family  physician  volunteered  the  informa- 
tion that  he  had  prescribed  nembutal  (sodium 
pentobarbital),  iy2  grains,  12  capsules.  The 
empty  box  was  found  in  the  patient’s  clothing. 
On  recovering  consciousness,  the  patient  later 
volunteered  the  information  that  he  had  taken  10 
capsules  or  15  grains  of  nembutal  at  one  dose  on 
the  night  prior  to  admission. 

Treatment  on  Admission. — Gastric  lavage, 
dilute  tannic  acid  instillation,  and  chloral  hy- 
drate, 20  grains,  were  given  by  rectum. 

Treatment  and  Progress  in  the  First  Twenty-Four 
Hours. — The  convulsions  ceased  shortly  after 
admission  and  the  patient  developed  pulmonary 
edema.  The  coma  deepened,  tracheal  reflexes 
were  completely  lost.  Secretions  had  to  be 
cleared  from  the  patient’s  throat  by  suction. 
For  the  next  twenty-four  hours  four  doses  of 
atropine  sulfate,  lJn  grain,  were  administered 
by  subcutaneous  route.  Coramine  was  resorted 
to  as  the  main  therapeutic  agent  during  these 
first  twenty-four  hours.  Coramine  ampules  No. 
2,  every  1/2  hour,  were  given  intravenously  for 
fifteen  doses.  While  the  drug  was  being  ad- 
ministered, the  patient  sustained  some  stimula- 
tion, for  he  tried  to  draw  his  arm  away  and  raise 
himself  on  his  elbow.  This  stimulation,  however, 
was  short-lived  and  he  relapsed  into  his  former 
state  after  the  injection.  The  coramine  therapy 
was  interrupted  for  a period  of  four  hours  after 
30  ampules  had  been  given,  and  then  it  was  re- 
instituted for  occasional  doses,  raising  the  total 
number  of  ampules  used  to  36  before  this  treat- 
ment was  abandoned.  At  this  time  crepitant,  sub- 
crepitant, and  sonorous  sounds  were  heard  over 
the  entire  lung  field.  Greenish,  foul  secretions 
were  recovered  from  the  pharynx.  Tracheal  re- 
flexes were  completely  lost.  He  was  incontinent 
and  did  not  respond  even  to  the  most  noxious 
stimuli.  The  pulse  rate  was  110;  respirations, 
36;  and  temperature,  102.5  F. 

Treatment  and  Progress  in  the  Second  Twenty- 
Four  Hours. — For  therapy  during  these  twenty- 
four  hours,  picrotoxin  was  given.  The  particular 
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product  used  is  an  aqueous  solution  containing  3 
mg.  per  cubic  centimeter.  Supportive  measures 
were  used  such  as  hyperdermoclyses  and  intra- 
venous infusions  of  5 per  cent  glucose  in  normal 
saline.  Three  doses  of  atropine  sulfate,  1/75  grain, 
were  administered  during  these  twenty-four 
hours  to  curb  secretion  and  pulmonary  edema. 

Course  Under  Picrotoxin  Therapy. — 9:40  a.m. 
— Two  cubic  centimeters  of  picrotoxin  were  given 
intravenously — this  was  followed  by  a few  un- 
controlled movements  of  the  arms  and  head. 
10:00  a.m. — Two  cubic  centimeters  were  given 
intravenously  and  the  same  phenomenon  oc- 
curred. 10:25  a.m. — Two  cubic  centimeters 
again  were  given  and  within  a few  seconds  the 
patient  attempted  to  sit  up.  10:45  a.m. — The 
patient  responded  sluggishly;  he  understood 
orders  to  raise  his  arms,  tried  to  sit  up,  and  made 
attempts  to  talk  but  was  unable  to  swallow. 
Movements  were  in  all  directions.  These  move- 
ments were  uncontrolled  and  unsteady.  11:00 
a.m. — Four  cubic  centimeters  of  picrotoxin  were 
given  intravenously.  His  activity  increased; 
he  took  small  quantities  of  fluid,  swallowed  with 
difficulty,  mumbled  and  groaned,  and  then  gradu- 
ally went  back  to  sleep.  1 : 30  p.m. — He  was  less 
active  and  seemed  to  be  lapsing  into  a deep  sleep. 
2:00  p.m. — Five  cubic  centimeters  of  picrotoxin 
were  administered.  Fifteen  minutes  elapsed  be- 
fore any  response.  This  reaction  was  decidedly 
slower  than  the  previous  administration.  6:45 
p.m. — He  was  in  a deep  sleep  and  could  only  be 
aroused  by  the  most  noxious  stimuli.  Respira- 
tions were  16  per  minute.  7:00  p.m. — Six  cubic 
centimeters  more  of  picrotoxin  were  admin- 
istered. He  sat  up  immediately.  His  speech  was 
thick  and  his  motions  were  wild  and  excited. 

Treatment  and  Progress  in  the  Third  Day. — 
9:00  a.m. — Temperature  was  101.2  F.  His 
respirations  were  20.  His  speech  was  thick  but 
coherent.  He  complained  of  a headache,  dizzi- 
ness, and  blurred  vision.  The  general  condition 
was  much  improved.  He  told  of  having  taken 
10  capsules  of  nembutal,  prescribed  by  his  family 
physician,  and  ascribed  the  reason  for  this  to 
assure  a good  night’s  sleep.  1:00  p.m. — Four 
cubic  centimeters  of  picrotoxin  were  admin- 
istered. The  patient  was  rational  and  co- 
operative and  his  headaches  had  disappeared. 
There  was  no  ankle  clonus  and  his  knee  jerks 
were  present  and  equal. 

To  recapitulate,  during  the  first  twenty-four 
hours,  36  ampules  of  coramine  were  used  without 
any  response  of  any  lasting  nature.  During  the 
second  twenty-four  hours  25  cc.  of  picrotoxin, 
or  75  mg.,  were  administered  intravenously  with 
marked  immediate  and  sustained  stimulation. 

Subsequent  Course. — The  patient  developed  a 
temperature  of  104  F.  and  signs  of  a patchy 
atelectasis  and  bronchopneumonia.  The  pneu- 
monia was  proved  by  x-ray.  His  temperature 
continued  to  fluctuate  between  100  and  104  F. 
over  a period  of  three  weeks,  with  gradual  clear- 
ing of  the  area  of  pneumonia  and  subsequent 
development  of  further  patches  of  pneumonia. 
Finally,  a localization  of  the  pneumonic  process 
appeared  and  a cavity  formed  with  a definite 
fluid  level.  The  patient  developed  what  appeared 
to  be  a definite  lung  abscess.  He  was  treated 
with  sulfanilamide  and  postural  drainage. 
Fourteen  weeks  after  admission,  he  succumbed  to 
a surgical  procedure  for  lung  abscess. 


Discussion 

Picrotoxin  is  a pharmacologic,  not  a chemical, 
antidote  to  barbiturate  poisoning.  There  is  no 
chemical  antagonism  in  vivo  or  in  vitro  between 
picrotoxin  and  the  barbiturates.  Koppanyi 
and  his  associates6a,6b  found  that  the  action  of 
picrotoxin  as  an  antidote  to  barbiturate  poison- 
ing is  due  to  both  cortical  and  medullary  action. 

Cortical  Action  of  Picrotoxin. — When  minimal 
anesthetic  doses  of  barbiturate  have  been  given, 
the  cortical  awakening  effect  is  frequently  seen 
in  animals  and  in  man  within  a few  minutes  after 
the  intravenous  administration  of  the  antidote. 
This  was  definitely  demonstrated  in  the  above 
case,  when  the  patient  received  intravenous  in- 
jections of  picrotoxin  which  were  followed  im- 
mediately by  a definite  conscious  response.  The 
concentration  of  the  barbiturate,  however,  in  the 
animals  so  awakened  does  not  differ  from  that  in 
the  depressed  animals.  It  is  the  impression  of 
Koppanyi  and  his  associates6*’615  that  the  more 
normal  physiologic  state  of  the  awakened  animal 
enables  him  to  destroy  larger  amounts  of  bar- 
biturate. 

Medullary  Effects. — In  addition  to  these 
cortical  actions,  there  is  a direct  stimulatory 
effect  on  the  respiratory  and  the  circulatory 
mechanisms.  This  is  the  medullary  effect. 
The  medullary  actions  of  picrotoxin  counteract 
the  two  most  outstanding  effects  of  barbiturate 
poisoning — namely,  the  fall  in  blood  pressure 
and  the  decrease  in  respiratory  rates.  Picrotoxin, 
by  maintaining  the  blood  pressure  above  the 
critical  levels  and  by  insuring  proper  ventila- 
tion by  respiratory  stimulation,  is  the  most 
effective  antidote  to  barbiturate  poisoning.  The 
degree  of  fall  of  the  blood  pressure  depends  upon 
the  dose  of  barbiturate  administered.  With  the 
administration  of  picrotoxin  there  is  a definite 
recovery  from  the  barbiturate  circulatory  de- 
pression. Under  picrotoxin  the  respiratory  in- 
hibition is  greatly  remedied.  In  the  experimental 
animal,  both  respiration  and  the  heart  fail,  there 
is  a marked  dilatation  of  the  right  side  of  the 
heart,  and  this  dilatation  appears  whether  the 
animal  has  received  a large  or  a small  dose  of 
fluids.  The  body  temperature  after  an  initial  fall 
is  also  maintained  at  the  normal  level  after  using 
picrotoxin.  Animals  in  the  state  of  extreme 
depression  never  die  from  the  toxic  effect  of  the 
antidote  because  the  antagonism  is  more  effec- 
tive in  the  direction  of  the  barbiturate. 

There  are  two  groups  of  barbiturates:  one 

group  the  shorter  acting  and  the  other  the  longer 
acting.  The  symptomatology  and  the  prognosis, 
as  well  as  its  use  in  therapeutics,  are  strikingly 
different.  In  lethal  dosage  the  shorter-acting 
barbiturate  promptly  produces  a state  of  pro- 
found narcosis  with  a high  degree  of  anesthesia. 
In  corresponding  lethal  dosage  the  longer-acting 
members  produce  a low  grade  of  narcosis  and  a 
rather  high  degree  of  anesthesia.  The  shorter- 
acting  barbiturate  causes  death  from  respira- 
tory paralysis  when  given  in  excess  of  the 
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minimal  lethal  dose.  The  longer-acting  barbitu- 
rate in  proportionate  doses  causes  a prolonged 
narcosis  ending  in  pulmonary  congestion  and 
other  complications  and  sequelae.  In  1 case 
the  end  result  is  prompt,  whereas,  in  the  other  it  is 
insidious.  In  treatment,  picrotoxin  effects  a 
comparatively  speedy  recovery  from  poisoning 
by  the  shorter-acting  barbiturate  when  the  drug 
is  given  in  sublethal  dosages. 10  Recovery  is  con- 
siderably delayed  in  cases  of  sublethal  poisoning 
from  the  longer-acting  barbiturate.  In  treating 
the  poisoning  of  the  shorter-acting  barbiturate, 
the  antidoting  must  be  vigorous.  The  toxic 
effects  in  large  doses  are  made  manifest  by 
paralysis  of  the  respiratory  center  and  fall  in 
blood  pressure.  The  effects  may  be  counter- 
acted by  vigorous  use  of  picrotoxin  treatment 
pushed  to  the  physiologic  limit.  In  poisoning 
by  the  longer-acting  barbiturate,  the  antidote 
should  be  given  in  smaller  doses  at  more  frequent 
intervals.  The  margin  of  safety  between  the 
therapeutic  and  the  convulsive  dose  of  the  anti- 
dote is  narrower,  and  the  intravenous  measure, 
which  is  decidedly  the  most  effective,  often  has 
to  be  replaced  by  the  subcutaneous  or  intramus- 
cular method.  This  method  of  treatment  is  best 
because  of  the  absence  of  the  low  degree  of 
anesthesia  produced  by  this  group  of  barbitu- 
rates. For  these  reasons  picrotoxin  may  be 
effective  for  three  to  four  times  the  minimal 
lethal  dosage  of  the  shorter-acting  barbiturate, 
but  not  so  with  the  longer-acting  compound. 

Although  picrotoxin  itself  lowers  the  body 
temperature,  nevertheless,  there  is  return  to 
normal  when  the  drug  is  used  in  barbiturate 
poisoning.  Since  picrotoxin  lowers  body  tem- 
perature by  its  action  on  the  sweat  center,  the 
beneficial  heat-raising  effect  is  accomplished  by 
improvement  in  the  peripheral  circulation. 
In  effective  doses  picrotoxin  definitely  stimulates, 
directly  or  indirectly,  the  respiratory  mechanism. 
Picrotoxin  causes  a gradual,  though  long-sus- 
tained, increase  in  respiratory  rate  and  volume, 
the  rate  tending  to  improve  even  several  minutes 
following  administration.  At  the  same  time  there 
is  a gradual  rise  of  the  arterial  pressure  which 
overcomes  the  fall  due  to  the  depressive  drug, 
restoring  it  to  its  normal  or  predepressive  level. 

Effect  on  Tissues. — Acute  poisoning  from  bar- 
biturates causes  tissue  damage  as  well  as  func- 
tional derangement.  This  fact  has  received  re- 
peated confirmation.  Histologic  studies  of  the 
same  section  obtained  from  animals  acutely 
poisoned  by  various  barbiturates  substantiated 
these  findings.  Microscopic  examination  of  the 
lungs  of  untreated  barbiturate  poisoned  animals 
showed  no  functional  alveoli,  making  a condition 
incompatible  with  life.  In  the  lung  tissues  of 
treated  animals,  areas  of  congestion  were  limited 
and  patchy,  while  there  was  an  abundance  of 
functionally  efficient  alveoli.  It  therefore  seems 
that  picrotoxin  by  its  stimulant  action  of  the 
medulla  promotes  pulmonary  ventilation  and,  at 
the  same  time,  improves  the  circulation  by  in- 


creased vasomotor  tone.  In  sublethal  doses  of 
the  longer-acting  barbiturate,  picrotoxin  shortens 
the  recovery  time.  In  lethal  cases  picrotoxin 
affects  a cure  within  certain  limits  and,  in  bar- 
biturate poisoning  beyond  the  limit  of  thera- 
peutics, picrotoxin  prolongs  the  life  of  the  ani- 
mal. 

Picrotoxin  is  effective  when  administered  in- 
travenously, intramuscularly,  or  subcutaneously. 
It  is  also  effective  when  administered  orally. 
Because  absorption  is  slow,  this  mode  of  ad- 
ministration is  inadvisable  when  the  condition 
calls  for  active  treatment. 

Commeni 

In  the  case  reported,  coramine,  which  is  a 
cerebral  stimulant,  produced  no  effect  insofar 
as  cortical  or  medullary  stimulation  was  con- 
cerned. The  patient  continued  in  a deep  coma 
and,  except  for  an  occasional  twisting  movement 
of  the  arms  after  the  injection  of  coramine,  there 
was  no  effect.  As  soon  as  the  picrotoxin  therapy 
was  instituted  there  was  definite  cortical  stimu- 
lation within  a few  minutes.  He  sat  up  after 
intravenous  administration,  looked  around, 
mumbled,  talked,  but  then  seemed  to  lapse  back 
into  his  stupor.  After  using  the  drug  over  a 
period  of  time,  however,  the  patient  definitely 
resumed  consciousness  and  talked  and  regained 
his  normal  sensorium.  This  seemed  to  be  in 
accord  with  all  the  experimental  and  clinical 
evidence  reported  in  the  literature. 

In  this  case  we  had  the  opportunity  of  observ- 
ing the  action  of  coramine  and  picrotoxin  in 
barbiturate  poisoning.  Coramine  produced  no 
definite  sensorial  stimulatory  effect,  although  it 
probably  had  some  mild  degree  of  medullary 
effect  by  maintaining  the  patient’s  blood  pressure 
and  temperature.  The  picrotoxin  increased  the 
cortical  stimulation,  as  well  as  elevated  the  blood 
pressure  and  increased  respiratory  stimulation. 
Burstein  and  Rovenstine7  have  had  a large 
clinical  and  experimental  experience  with  the 
analeptics.  Rovenstine8  sums  up  his  experience 
with  picrotoxin  in  4 cases  of  barbiturate  poison- 
ing as  follows:  “The  experience  with  these 

patients  suggests  that  in  human  beings  results 
with  picrotoxin  in  barbiturate  poisoning  may  be 
anticipated  which  are  identical  with  those  found 
by  Tatum  and  his  co-workers  in  laboratory  ani- 
mals. In  the  management  of  patients  with 
severe  barbiturate  intoxication,  too  much  em- 
phasis cannot  be  given  to  the  therapeutic  pro- 
cedures in  addition  to  picrotoxin  therapy.  Ac- 
tive supervision  is  essential  with  frequent  changes 
in  position,  maintenance  of  body  temperature, 
support  of  circulation  and  nutrition  with  intra- 
venous fluids,  frequent  gastric  lavage  and  feed- 
ings, catheterization  when  indicated,  diuretics, 
blood  transfusion,  oxygen  therapy,  and  the  use 
of  an  endotracheal  airway;  frequent  cleaning 
of  the  trachea  by  suction  through  the  airway  is 
indicated,  and  its  importance  is  not  surpassed 
by  the  use  of  picrotoxin.”  Because  of  the  fact 
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that  experimentally  there  is  a patchy  atelectasis 
and  congestion,  undoubtedly  there  had  been 
some  mucous  puddling  in  the  lung  bed,  as  a result 
of  which  the  patient  developed  a bronchopneu- 
monia which  subsequently  went  on  to  lung  ab- 
scess formation. 

Although  case  reports  have  appeared  where 
recovery  has  taken  place  even  after  much  larger 
doses  of  barbiturate  than  was  ingested  by  our 
patient,  yet  this  case  is  startling  proof  for  the 
danger  that  exists  in  overdosage  with  barbiturate 
— namely,  the  danger  of  respiratory  complica- 
tions. In  view  of  the  definite  toxic  effect  of  this 
group  of  drugs  both  on  respiratory  centers  and 
the  lung  tissues,  it  is  important  to  institute  early 
and  vigorous  antidotal  treatment  for  barbiturate 
poisoning. 

Conclusions 

A case  of  poisoning  with  15  grains  of  nembutal 


is  reported.  The  comparative  activities  of  the 
antidotes  employed  are  discussed.  The  superiority 
of  picrotoxin  was  demonstrated.  Fatal  termina- 
tion was  due  to  one  of  the  complications  of 
poisoning — namely,  lung  abscess. 
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To  the  Editor: 

In  what  Hanson  Baldwin  describes  as  the  greatest  battle  in  history,  the  Russians 
are  making  an  epic  resistance  to  the  Nazi  onslaught.  The  longer  the  Russians  continue 
to  resist  the  better  for  the  United  States,  Great  Britain,  and  China. 

As  was  reported  in  the  New  York  Times  of  August  20,  a number  of  Americans  have 
been  so  moved  by  Russian  resistance  that  they  have  undertaken  to  form  an  American 
committee  for  medical  aid  to  Russia.  This  committee  has  been  incorporated  under 
the  name  of  Russian  War  Relief.  It  will  concentrate  its  efforts  on  raising  funds  for 
medical  supplies  and  surgical  instruments  now  urgently  needed  in  Russia  as  well  as  the 
collection  of  bundles,  food,  clothing,  etc. 

In  the  work  of  this  committee,  the  support  and  assistance  from  the  medical  profession 
is  most  urgently  needed.  Among  the  doctors  who  have  already  sponsored  this  effort 
are  Dr.  W.  W.  Palmer;  Dr.  Tracy  J.  Putnam;  Dr.  Eric  Matsner;  Dr.  Karl  Menninger, 
of  Topeka,  Kansas;  and  Dr.  Gregory  Zilboorg  and  Dr.  Dallas  B.  Phemister,  of  Chicago. 

We  hope  that  you  will  be  able  to  bring  the  appeal  of  Russian  War  Relief  to  the  atten- 
tion of  your  readers  as  we  are  sure  that  many  of  them  will  wish  to  help  in  rendering 
medical  aid  to  the  Russian  people. 

Very  sincerely, 

Harriet  Moore,  Secretary 
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Management  of  Constipation 


Dr.  McKeen  Cattell:  Constipation  is  a 
symptom  that  at  one  time  or  another  is  of  con- 
cern to  a great  proportion  of  the  population. 
That  is  testified  to  by  the  rather  staggering 
figures  that  are  given  for  the  annual  consump- 
tion of  cathartics  in  the  United  States. 

It  will  not  be  possible  for  us  to  cover  the 
subject  completely  during  the  hour,  but  I 
think  we  may  be  able  to  crystallize  our 
thoughts  in  relation  to  the  place  of  drugs  in 
the  treatment  of  this  condition  and  also  give 
some  attention  to  their  underlying  mech- 
anisms. 

The  discussion  will  be  opened  by  Dr. 
Travell,  who  will  speak  on  some  aspects  of  the 
pharmacology  of  cathartic  agents. 

Dr.  Janet  Travell:  Today  we  shall  con- 
sider the  management  of  constipation  in  its 
larger  sense — that  is,  all  types  of  constipa- 
tion, acute  and  chronic,  organic  and  func- 
tional. 

The  first  question  I wish  to  raise  is : What 
can  we  accomplish  by  the  use  of  cathartics? 
It  is  perhaps  important  to  reiterate  that  con- 
stipation is  a symptom  and  that  drug  therapy 
as  a rule  is  to  be  regarded  as  symptomatic 
treatment  only.  It  is  analogous  to  the  use  of 
morphine  for  the  relief  of  pain.  The  fact 
that  the  symptom  can  be  relieved  and  a daily 
bowel  movement  can  be  produced  by  the  use 
of  a cathartic  should  not  obscure  the  need  for 
searching  for  the  cause  of  the  condition. 
Whether  the  regular  use  of  cathartics  is  indi- 
cated in  the  treatment  of  the  condition  known 
as  chronic  functional  constipation  is  a debat- 
able question,  but  there  are  undoubtedly 
many  other  situations  in  which  such  sympto- 
matic treatment  is  entirely  justifiable.  For 
example,  it  is  obvious  that  cathartics  are 
needed  to  relieve  the  chronic  intestinal  stasis 
of  lead  poisoning  during  the  period  in  which  a 
diagnosis  is  being  made  or  deleading  carried 
out  and  to  overcome  the  chronic  constipation 
due  to  mechanical  obstruction  of  the  lower 


bowel  when  it  is  essential  to  increase  the 
fluidity  of  the  fecal  mass. 

Occasionally,  the  administration  of  drugs 
other  than  cathartics  may  accomplish  a com- 
plete cure  of  constipation.  This  is  illustrated 
by  the  cure  of  chronic  constipation  in  myxe- 
dema by  the  administration  of  thyroid,  or 
by  the  use  of  vitamin  B complex  or  certain 
minerals  when  there  is  a specific  deficiency  of 
one  of  these  essential  factors.  The  causal 
approach  to  therapy  is  of  course  the  ideal 
one. 

The  pharmacologic  background  for  the  use 
of  cathartic  drugs  is  the  aspect  of  the  problem 
which  I wish  to  discuss.  Cathartics  have 
been  variously  classified  according  to  chemical 
structure,  site  of  action,  intensity  of  action, 
and  mechanism  of  action.  Let  us  consider  the 
last  of  these  first:  How  do  cathartic  drugs 
act?  What  are  the  fundamental  mechanisms 
by  which  these  agents  may  increase  the  rate 
of  passage  of  the  intestinal  contents  and  in- 
duce defecation? 

First  of  all,  they  may  act  centrally  to  stimu- 
late the  defecation  center  in  the  medulla  ob- 
longata. In  animals  the  application  of  minute 
amounts  of  picrotoxin,  0.015  mg.,  to  this  cen- 
ter will  produce  immediate  defecation.  I 
think  no  therapeutic  application  is  made  of 
this  mechanism. 

Another  mechanism  is  the  direct  stimula- 
tion of  the  neuromuscular  apparatus  of  the 
gut  by  the  drug  circulating  in  the  blood 
stream.  For  instance,  in  postoperative  para- 
lytic ileus  physostigmine  or  prostigmine  in- 
jected in  suitable  doses  subcutaneously  or 
intramuscularly,  may  stimulate  peristalsis  by 
enhancing  the  action  of  acetylcholine  liber- 
ated at  the  parasympathetic  nerve  endings. 
Posterior  pituitary  solution  injected  intra- 
muscularly also  may  be  effective  in  this  con- 
dition, producing  its  effects  by  direct  stimula- 
tion of  the  intestinal  musculature.  It  is  in- 
teresting that  so  far  as  intestinal  motility  is 


1959 


1960 


THERAPEUTICS 


[N.  Y.  State  J.  M. 


concerned  pitressin  appears  to  be  the  active 
fraction  of  this  preparation.  In  cats  in  which 
the  colon  has  been  injected  with  thorium  di- 
oxide to  permit  visualization  by  x-ray,  pitres- 
sin produces  increased  peristalsis  and  defeca- 
tion, whereas  pitocin  yields  negative  re- 
sults. 

A third  mechanism,  and  the  one  most  com- 
monly utilized  in  the  treatment  of  constipa- 
tion, depends  on  the  local  actions  of  cathartic 
agents  present  within  the  lumen  of  the  gut 
itself.  Most  of  the  commonly  used  cathartics 
fall  in  this  third  category.  The  exact  nature 
of  their  local  actions  is  not  entirely  clear,  but 
they  are  generally  classified  as  either  increas- 
ing the  bulk  of  the  fecal  mass,  or  altering  its 
consistency,  or  irritating  the  intestinal  wall 
directly. 

The  chief  cathartics  that  act  by  increasing 
the  bulk  are:  first,  the  salines — that  is,  sol- 
uble salts  containing  poorly  absorbed  ions 
such  as  the  magnesium,  sulfate,  citrate,  phos- 
phate, and  tartrate  ions;  second,  the  gums 
contained  in  such  substances  as  agar,  psyllium 
seed,  etc.;  third,  foods  high  in  indigestible 
residues;  and  fourth,  liquid  petrolatum. 
These  have  been  termed  the  “mechanical 
laxatives.”  Bulk-producing  agents  raise  the 
internal  pressure  or  tension  of  the  gut,  and 
this  mechanical  stimulus  of  distention  is  an 
important  factor  in  the  regulation  of  intestinal 
motility.  For  instance,  Cannon  has  shown 
that  intestinal  muscle  that  is  stretched  tends 
to  contract.  Even  after  autonomic  denerva- 
tion of  the  gut  by  section  of  the  sympathetic 
and  parasympathetic  nerves,  normal  peri- 
stalsis may  continue. 

It  is  occasionally  stated  that  the  cathartic 
action  of  magnesium  sulfate  is  due  to  irrita- 
tion of  the  gut.  This  is  probably  not  true. 
Recently,  Lium  and  Florey  studied  this  ques- 
tion in  cats  with  a permanent  cecostomy.  An 
isotonic  solution  of  magnesium  sulfate  placed 
in  the  colon  induced  defecation,  but  the  ex- 
cised colon  showed  no  histologic  evidence  of 
irritation  during  periods  of  exposure  up  to  six 
hours.  Hypertonic  solutions  up  to  25  per 
cent  caused  an  appreciable  increase  in  intra- 
cellular mucus  in  the  goblet  cells  of  the  colon 
but  no  other  evidence  of  irritation.  The  ca- 
thartic effect  of  magnesium  sulfate  seems 
to  be  due  to  retention  of  fluid  by  the  osmotic 
tension  of  the  unabsorbed  ions. 

Occasionally,  large  doses  of  magnesium 
sulfate  fail  to  produce  catharsis.  For  in- 
stance, Hay  showed  that  when  hypertonic 
magnesium  sulfate  was  given  orally  to  animals 
that  had  been  deprived  of  water,  catharsis 


failed  to  occur  and  a large  part  of  the  dose  was 
absorbed  and  excreted  in  the  urine.  Such 
a situation  is  occasionally  duplicated  in  hu- 
man beings,  and  it  should  be  emphasized  that 
magnesium  sulfate  is  not  a completely  unab- 
sorbable  substance.  Its  absorption  is  ap- 
parently facilitated  by  administration  in  hy- 
pertonic solution  and  by  lack  of  available 
tissue  fluids  for  diluting  the  solution  in  the  in- 
testinal tract.  When  absorption  occurs,  es- 
pecially in  the  presence  of  renal  damage  and 
restricted  excretion  of  magnesium,  an  un- 
necessarily large  therapeutic  dose — 30  Gm. 
let  us  say — has  been  known  to  cause  toxic 
symptoms  and  a significant  rise  in  the  concen- 
tration of  magnesium  in  the  blood.  A dose 
of  15  Gm.  of  the  U.  S.  P.  salt,  or  4 teaspoonfuls, 
dissolved  in  a full  8-ounce  glass  of  water  repre- 
sents an  isotonic  solution  and  is  usually  ef- 
fective. 

Agar  contains  a hemicellulose  which  takes 
up  water  and  forms  a gel  and,  thus,  appreci- 
ably increases  the  bulk  of  the  stool.  It  has 
also  been  suggested  that  the  effectiveness  of 
agar  is  by  no  means  entirely  due  to  its  hy- 
groscopic properties.  Williams  and  Olm- 
stead  have  shown  that  about  60  per  cent  of  the 
hemicellulose  is  broken  down  in  the  gastroin- 
testinal tract.  Volatile  lower  fatty  acids  are 
formed  in  the  carbohydrate  breakdown,  and 
these  are  quite  laxative.  A similar  degrada- 
tion of  cellulose  in  foods  with  so-called  indigest- 
ible residues  has  been  shown  to  occur,  and 
the  cathartic  effects  of  these  foods  and  of  agar 
may  well  be  due  to  the  chemical  irritation 
produced  by  the  fatty  acids  and  other  degrada- 
tion products,  as  well  as  to  the  hygroscopic 
action  of  that  part  of  the  residue  which  es- 
capes breakdown. 

The  laxative  effect  of  liquid  petrolatum  has 
been  attributed  to  lubrication  and  to  soften- 
ing of  the  fecal  mass.  It  has  also  been  shown 
that  it  retains  water  in  an  emulsion  and,  thus, 
increases  the  bulk  of  the  stool.  This  last 
may  be  an  important  factor  in  the  production 
of  its  effects. 

I should  like  to  comment  on  the  claims 
made  of  special  virtues  for  proprietary  prepa- 
rations that  contain  both  liquid  petrolatum 
and  agar  in  an  emulsion.  The  amount  of 
agar  which  is  present  in  these  preparations  is 
of  the  order  of  0.5  per  cent,  and  in  a table- 
spoonful dose  of  the  emulsion  there  would  be 
about  0.15  Gm.  or  a twentieth  of  a teaspoon- 
ful of  agar.  The  effective  dose  of  agar  is  of 
the  order  of  several  teaspoonfuls  a day.  I am 
referring  to  certain  proprietary  emulsions  ot 
liquid  petrolatum  and  not  to  the  U.  S.  P. 
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emulsion  of  liquid  petrolatum  which  contains 
no  agar. 

The  largest  number  of  cathartics  produce 
their  effects  probably  by  local  irritation  of  the 
intestine.  This  group  includes  (1)  castor  oil; 
(2)  the  anthraquinone  derivatives  in  aloe, 
cascara,  senna,  and  rhubarb;  (3)  the  “dras- 
tics,” jalap,  colocynth,  podophyllum,  and 
croton  oil;  (4)  the  insoluble  mercurial  salts, 
especially  calomel;  (5)  phenolphthalein ; and 
(6)  sulfur. 

The  so-called  drastics  are  deservedly  little 
used  now.  We  scarcely  need  to  mention 
them.  It  is  possible,  however,  that  even  the 
less  irritant  cathartics  are  potentially  hazard- 
ous. This  would  be  especially  true  provided 
their  expulsion  from  the  intestinal  tract  were 
prevented  in  some  way,  as  by  mechanical  ob- 
struction. Experiments  in  cats  have  shown 
that  when  evacuation  is  prevented  by  mor- 
phine, the  usual  nontoxic  purgative  dose  of 
colocynth  causes  a violent  enteritis.  Also, 
it  is  generally  believed  that  an  irritant  cathar- 
tic such  as  castor  oil  will  enhance  a pre-ex- 
isting inflammation  of  the  gut,  as  in  acute  ap- 
pendicitis. This  point  of  view  is  at  variance 
with  that  presented  in  Cushny’s  textbook, 
Pharmacology  and  Therapeutics,  in  which  it  is 
stated  regarding  castor  oil:  “It  may  be 

given  in  very  large  quantities  without  produc- 
ing any  toxic  symptoms  save  those  of  a mild 
laxative.  The  harmless  nature  of  castor  oil 
is  shown  by  its  use  in  China  as  an  article  of 
the  diet.”  This  is  undoubtedly  true  under 
ordinary  conditions.  There  is  a wide  margin 
between  the  effective  therapeutic  dose  and 
the  toxic  dose  of  castor  oil,  but  consideration 
should  be  given  to  the  views  in  the  literature 
that  castor  oil  may,  under  certain  circum- 
stances, prove  to  be  dangerous. 

I have  included  phenolphthalein  in  the 
list  of  drugs  which  increase  motility  by  irrita- 
tion of  the  intestine.  I should  like  to  say 
something  more  about  the  mechanism  of  ac- 
tion of  this  laxative.  Phenolphthalein  itself 
is  insoluble  in  water  and  nonirritant.  It  forms 
salts  with  alkalis  and  carbonates,  however, 
which  are  quite  irritant.  Abel  and  Rowntree 
many  years  ago  reported  that  phenolphthalein 
produced  catharsis  not  only  after  oral  ad- 
ministration but  also  when  injected  parenter- 
ally.  After  both  routes  of  administration  it 
had  a prolonged  effect  that  lasted  several 
days.  It  is  excreted  largely  in  the  bile  and  is 
reabsorbed  from  the  colon  and,  hence,  the 
question  arises  as  to  whether  it  acts  locally 
or  only  after  absorption  into  the  blood  stream. 
Abel  and  Rowntree’s  experiments  seemed  to 


provide  an  answer  to  that  question.  Intra- 
venous injection  of  the  phthaleins  in  dogs 
with  biliary  fistulas,  in  which  none  of  the  drug 
could  pass  down  the  gut  to  the  colon,  failed 
to  have  any  laxative  effect.  Thus,  the  drug 
appeared  to  act  only  during  the  absorption- 
re-excretion  cycle  in  the  intestine  and,  hence, 
the  mechanism  of  action  is  apparently  a local 
one.  I am  not  sure  about  the  validity  of 
these  experiments  done  on  the  dog,  since  they 
have  not  been  confirmed,  I believe,  by  Dr. 
Loewe’s  observations  in  monkeys,  which  are 
in  many  respects  more  suitable  test  animals. 

A statement  as  to  the  “seat  of  action”  of 
laxative  drugs  usually  appears  in  connection 
with  nearly  every  locally  acting  cathartic — 
that  is,  whether  the  drug  acts  on  the  large  or 
small  bowel.  That  cathartics  may  have  a 
selective  action  on  the  gut  is  demonstrated 
by  some  experiments  of  Grabfield’s.  When 
cascara  was  perfused  through  a loop  of  the 
small  intestine  there  was  no  change  in  the 
motility  of  the  small  or  of  the  large  intestine. 
When  it  was  similarly  perfused  through  a loop 
of  the  colon  there  was  a marked  increase  in 
peristalsis,  first  in  the  colon  and  then,  after  a 
brief  period,  also  in  the  small  intestine.  Clin- 
ically, these  observations  are  confirmed  by 
barium  meal  studies,  which  show  that  after 
giving  cascara  or  senna  the  rate  of  passage  of 
the  material  through  the  small  intestine  is 
normal  and  no  acceleration  occurs  until  the 
drug  reaches  the  colon.  This  fact  makes  cas- 
cara and  senna  especially  suitable  for  adminis- 
tration on  retiring  at  night.  Grabfield’s  ex- 
periments also  indicate  the  existence  of  reflex 
mechanisms  for  coordinating  the  movements 
of  the  large  and  small  intestine  so  that  stimu- 
lation of  one  part  reflexly  induces  activity  in 
the  other.  This  has  been  demonstrated  in 
many  ways,  and  the  gastrocolic,  duodenocolic, 
and  ileocolic  reflexes  have  been  studied  by 
physiologists  and  gastroenterologists.  Most 
cathartic  drugs  hasten  the  rate  of  passage  of 
the  fecal  material  through  both  the  small  and 
the  large  intestines,  either  directly  or  by  re- 
flex action.  Magnesium  sulfate,  for  instance, 
will  often  cause  purgation  before  the  salt  has 
had  time  to  reach  the  colon;  in  fact,  in  dogs 
with  ileal  fistulas,  purgation  is  produced  even 
though  none  of  the  drug  can  reach  the  co- 
lon. 

The  abuses  of  cathartics  and  the  dangers  of 
the  cathartic  habit  have  been  much  in  the 
limelight,  and  yet  we  see  few  reports  of  poison- 
ing by  these  substances.  Certainly,  the  inci- 
dence of  poisoning  is  not  in  proportion  to  the 
number  of  doses  taken.  We  might  consider 
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then  what  some  of  the  deleterious  effects  of 
cathartics  are.  Why  is  the  medical  profes- 
sion so  concerned  about  the  use  of  these  agents 
in  chronic  constipation?  In  the  first  place, 
their  use  tends  to  establish  a self-perpetuating 
habit.  Purgation  by  any  drug  secondarily 
results  in  intestinal  delay  because  the  colon 
must  fill  up  again  with  enough  residue  to  pro- 
vide the  mechanical  stimulus  necessary  for 
defecation.  The  constipating  effect  of  castor 
oil,  which  sounds  paradoxical,  is  most  often 
mentioned,  but  secondary  constipation  is  also 
seen  after  other  purgatives.  It  is  probably 
more  pronounced  after  castor  oil  because  the 
emptying  of  the  bowel  may  be  more  com- 
plete. 

A second  danger  of  the  habitual  use  of  cath- 
artics is  the  loss  of  essential  nutritional  factors 
in  the  feces.  This  may  be,  in  part,  the  result 
of  undue  hastening  of  the  fecal  residue 
through  the  colon  with  insufficient  time  for 
intestinal  digestion  and  for  reabsorption  of 
water,  minerals,  bile  salts,  etc.  Those  drugs 
that  induce  fluid  movement  indicate  a rapid 
passage  of  material  and  are  unsuited  for  daily 
use.  For  daily  use  it  is  desirable  to  select  a 
laxative  that  continues  to  provide  a soft  and 
formed  stool.  Another  drawback  is  that 
there  may  be  loss  of  essential  substances  in 
the  feces  by  solution  or  adsorption  in  the  un- 
absorbed cathartic  agent.  An  outstanding 
example  of  this  is  the  loss  of  fat-soluble  vita- 
mins by  solution  in  liquid  petrolatum,  as 
shown  by  animal  experiments.  On  this  ac- 
count, liquid  petrolatum  is  perhaps  unsuited 
for  prolonged  use. 

I have  spoken  of  the  possibility  of  produc- 
ing excessive  local  irritation  of  the  bowel. 
Other  toxic  effects  of  cathartics  have  also  been 
observed.  In  this  connection  we-  should 
mention  skin  eruptions  and  signs  of  renal  ir- 
ritation caused  by  phenolphthalein,  and 
mercurial  poisoning  after  repeated  large  doses 
of  mercurous  chloride.  Special  effects  of 
cathartics  in  pregnancy  and  lactation,  such  as 
abortion,  or  diarrhea  in  the  nursing  infant 
should  also  be  kept  in  mind. 

A special  problem  in  the  management  of 
constipation  relates  to  the  use  of  “relaxing” 
drugs  such  as  atropine  and  the  barbiturates. 
Is  there  a sound  basis  for  the  differentiation 
of  so-called  “spastic”  from  “atonic”  types  of 
constipation?  Alvarez  doubts  whether  an 
atonic  colon  is  ever  an  important  factor  in 
constipation.  However,  part  of  the  rationale 
of  therapy  is  based  on  such  a classification  as 
to  the  state  of  the  bowel;  if  it  is  said  to  be 
hypermotile,  drugs  are  given  to  reduce  its 


activity;  if  hypomotile,  to  increase  its  ac- 
tivity. I hope  this  subject  will  be  clarified 
in  the  discussion. 

Dr.  Cattell:  Before  proceeding  to  the 
informal  discussion,  we  would  do  well  to  have 
some  comments  from  those  who  have  been 
working  directly  in  the  clinic  with  these  prob- 
lems. 

Dr.  Reid  R.  Heffner:  Constipation  is 
the  most  common  complaint  encountered  in 
medical  practice.  It  is  not  a disease  but  a 
functional  disorder  of  the  colon.  There  are 
many  factors  that  influence  the  action  of  the 
colon,  but  the  stimulation  mediated  by  im- 
pulses from  the  nervous  system  is  perhaps  the 
most  important. 

By  the  time  the  food  residue  reaches  the 
cecum  most  of  the  nutritive  material  has  been 
absorbed,  leaving  the  undigestible  residue  in 
a semifluid  state.  In  the  right  half  of  the 
colon,  considerable  absorption  of  water  takes 
place,  and  the  mass,  in  a much  drier  form,  is 
passed  along  to  the  left  half  of  the  colon  where 
it  remains  until  excreted.  The  time  it  takes 
this  material  to  pass  from  the  right  to  the 
left  half  of  the  colon  varies  considerably  in 
different  individuals.  Alvarez  has  demon- 
strated that  only  part  of  the  contents  of  the 
left  half  of  the  large  bowel  is  ejected  with  a 
bowel  movement  and,  further,  if  the  entire 
left  half  is  emptied  by  the  use  of  a strong 
cathartic  or  an  enema,  two  or  three  days  are 
required  for  this  portion  of  the  colon  to  fill 
again.  This  observation  explains  why  the 
use  of  strong  cathartics  and  enemas  promotes 
constipation.  It  is  unnecessary  here  to  re- 
view the  physiology  of  the  colon  in  detail, 
but  we  should  mention  the  mass  movements 
of  this  organ  which  occur  two  or  three  times 
in  twenty-four  hours  and  serve  to  carry  the 
fecal  material  into  the  descending  colon  and 
rectum.  It  is  this  movement  that  occurs 
when  food  enters  the  stomach  (gastrocolic  re- 
flex) and  in  many  people  induces  the  desire  to 
go  to  stool.  The  desire  to  empty  the  lower 
bowel  so  commonly  experienced  after  break- 
fast is  the  result  of  this  reflex;  fecal  material 
is  forced  into  the  rectum  and  the  defecation 
reflex  is  initiated.  This  reflex  may  result 
from  such  a mass  movement  or  perhaps  from 
overloading  the  lower  colon  and  increasing 
the  intrarectal  pressure. 

From  a practical  standpoint  it  is  no  more 
necessary  to  attempt  to  divide  constipation 
into  so-called  spastic  and  atonic  types  than 
to  differentiate  roentgenographically  a high 
colon  from  a ptosed  colon.  Treatment  of 
the  condition  depends  entirely  on  the  etiology, 
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and  the  most  important  causes  are  faulty 
habits,  nervous  tension,  anxiety,  and  worry. 

Before  instituting  therapy  the  physician 
should  make  sure  that  the  patient  is  con- 
stipated. Some  people  normally  do  not  have 
an  evacuation  of  the  bowel  more  than  twice 
each  week.  Other  individuals  may  have  one 
or  more  movements  daily  but  complain  of 
“insufficient  elimination.”  The  neurotic  pa- 
tient who  is  obsessed  with  the  idea  that  he  is 
absorbing  “poisons”  from  the  intestine  will 
oftentimes  relate  that  he  is  constipated  when 
in  reality  he  has  a diarrhea  from  purga- 
tion. 

There  is  no  successful  routine  treatment  for 
constipation.  The  patient  should  be  studied 
thoroughly  from  an  etiologic  point  of  view 
and  treated  accordingly.  The  selection  of  a 
regular  time  for  emptying  the  bowel  is 
important.  Proper  rest  and  relaxation  are 
necessary.  Sometimes  mild  sedatives  are 
prescribed  to  relieve  nervous  tension.  For 
the  sedentary  individual,  exercise  is  of  value. 
Stock  diet  forms  and  routine  prescriptions 
are  a poor  approach  to  a solution  of  the 
problem.  Some  patients  require  a smooth 
diet,  while  others  may  respond  better  when 
a certain  amount  of  roughage  is  allowed.  A 
liberal  intake  of  fluid,  particularly  fruit 
juices  between  meals,  is  of  tremendous 
value.  Frequently,  the  addition  of  one  of  the 
so-called  bulk  producers,  such  as  granular 
agar,  is  indicated.  However,  fecal  impaction 
may  result  from  their  use,  particularly  in  the 
aged.  Mineral  oil  by  mouth  is  widely  used 
and  is  well  known  for  its  “lubricating”  ef- 
fect. In  some  patients,  however,  it  “leaks” 
from  the  bowel  or  may  cause  gas  and  abdom- 
inal distress.  The  combination  of  mineral 
oil  in  small  doses  and  granular  agar  is  used 
frequently  in  the  gastrointestinal  clinic  of 
this  hospital.  In  stubborn  cases  of  constipa- 
tion, small  retention  enemas  of  cottonseed 
oil  or  mineral  oil  at  bedtime  for  a few  nights 
may  be  used  as  an  adjuvant  to  treatment. 

If  stronger  cathartics  are  prescribed,  they 
should  be  given  in  small  doses  several  times 
daily  rather  than  in  one  large  dose.  Cascara, 
milk  of  magnesia,  and  senna  are  the  cathar- 
tics of  choice.  There  is  no  evidence  that 
their  use  does  any  real  harm,  but  in  the  clinic 
we  prefer  to  use  laxatives  and  cathartics  only 
when  the  other  measures  outlined  fail. 
Elderly  or  bedridden  patients  are  exceptions, 
however. 

Dr.  Cattell:  Have  you  some  comments, 
Dr.  Martin? 

Dr.  Kirby  A.  Martin:  As  yet  I have 


failed  to  hear  a definition  of  the  thing  we  are 
talking  about.  In  other  words,  what  is  con- 
stipation? I do  not  believe  that  anyone  can 
define  it  adequately  in  a few  words.  Es- 
sentially, it  means  delayed  intestinal  motility 
or  incomplete  evacuation  of  the  feces  for 
that  particular  individual.  It  may  be  the  re- 
sult of  an  organic  disease  or  it  may  be  a func- 
tional disturbance.  It  has  already  been  em- 
phasized that  a patient  may  have  a bowel 
movement  once  in  three  days  and  be  per- 
fectly normal  until  he  reads  the  advertise- 
ment of  Father  John's  or  what  have  you,  and 
then  he  may  become  mentally  disturbed.  An 
important  thing  in  making  a clinical  diagnosis 
of  constipation  is  to  note  any  change  of 
rhythm  in  the  particular  person  we  are  con- 
cerned with.  An  unaccountable  change  of 
rhythm  should  be  considered  an  expression 
of  an  organic  disease  until  proved  otherwise. 

The  same  factor  that  may  produce  con- 
stipation today  may  produce  diarrhea  to- 
morrow in  the  same  person,  or  it  may  do 
little  or  nothing  in  other  individuals. 

The  literature  is  confused  on  the  whole  sub- 
ject of  colonic  function,  and  it  is  largely  due 
to  the  different  technics  used  by  different 
observers.  Some  have  made  extensive  studies 
of  the  colon,  radiologically,  following  a barium 
meal,  while  others  have  made  similar  obser- 
vations following  a barium  enema.  The 
two  methods  are  not  comparable  but  are 
used  to  their  best  advantage  when  the  first  is 
employed  to  study  function  and  the  second  is 
used  to  eliminate  the  presence  of  organic 
disease.  The  first  gives  a graphic  insight  into 
the  factory  at  work,  but,  if  there  is  an  irritable 
portion  in  the  tract,  it  may  very  well  be  missed 
by  this  technic.  The  barium  has  a tendency 
to  move  off  the  very  portion  you  are  most  in- 
terested in  seeing. 

In  this  clinic  we  have  been  led  to  believe 
that  the  twenty-four-hour  motor  meal  may 
be  misleading.  Its  limitations  must  be  ap- 
preciated. However,  it  is  most  helpful  in  a 
few  conditions — namely,  the  study  of  motility, 
filling  and  locating  the  appendix,  demonstrat- 
ing diverticula,  etc.  The  barium  enema,  on 
the  other  hand,  is  an  excellent  procedure  to 
eliminate  the  possibility  of  an  organic  lesion, 
such  as  carcinoma,  the  rectum  being  excluded. 
The  procedure  is  comparable  to  that  of  look- 
ing for  a tack  hole  in  the  inner  tube  of  an 
auto  tire. 

There  is  another  important  factor  that  I 
wish  to  stress.  Since  the  colon  is  largely  con- 
trolled by  the  autonomic  system  and  since  the 
reflex,  which  has  already  been  mentioned, 
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operates  jointly  between  the  stomach,  small 
intestines,  and  colon,  it  is  not  uncommon  to 
find  a dysfunction  between  these  three  seg- 
ments. The  barium  motor  meal  study  may 
show  an  increased  emptying  time  of  the  stom- 
ach, the  small  bowel  loops  distended,  and  at 
the  three-hour  period  the  meal  may  have  pro- 
gressed as  far  as  it  should  have  in  six  hours. 
This  increased  motility  usually  continues  until 
the  meal  has  reached  the  cecum,  and  from  that 
point  on  through  the  colon  it  may  be  very 
much  delayed;  thus,  constipation  results 
from  what  is  frequently  spoken  of  as  a spastic 
colon.  On  the  other  hand,  the  reflex  may 
operate  in  such  a way  as  to  cause  increased 
motility  not  only  in  the  small  bowel  but  also 
in  the  colon,  and  then  a diarrhea  results. 
Radiographically,  the  two  types  of  colon 
may  appear  very  much  the  same  when  ex- 
amined by  the  barium  enema. 

Many  individuals  who  are  thought  to  be 
constipated  are  so  only  when  under  the  ten- 
sion of  their  daily  routine.  Many  who  have 
great  difficulties  with  their  bowels  while  work- 
ing may  have  two  bowel  movements  a day 
with  no  change  of  food  or  medication  'while 
on  a fishing  or  hunting  trip. 

In  the  management  of  constipation  I give 
less  medication  each  year.  I find  it  more 
helpful  to  take  a few  minutes  to  explain  a few 
simple  points  of  physiology  of  the  colon  to 
the  individual.  The  patient  appreciates  it 
and  the  results  are  gratifying.  Usually,  he 
has  secured  a lot  of  bad  information  from 
magazines  and  placards  in  the  subways  and 
buses. 

Bowel  habit  is  an  important  factor.  It 
depends  on  a delicate  reflex.  Some  have  it 
normally,  and  by  many  it  is  acquired  with 
great  difficulty  and  lost  easily.  The  cause  of 
faulty  elimination  of  the  bowel  may  be,  and 
frequently  is,  in  the  rectum  or  rectal  pouch. 
It  has  always  seemed  rather  foolish  to  me  to 
upset  many  feet  of  intestinal  tract  by  giving 
a cathartic  to  relieve  a situation  within  a few 
inches  of  the  rectum.  Frequently,  a simple 
tap  water  enema  is  most  effective  and  does  no 
harm. 

Those  of  you  who  are  interested  to  know 
how  little  has  been  added  to  our  knowledge 
of  bowel  function  since  the  early  part  of  the 
seventeenth  century  should  read  John  Locke’s 
(1632-1704)  essay  on  “Some  Thoughts  Con- 
cerning Education”  (Harvard  Classics). 

Dr.  Paul  Reznikoff:  Has  anyone  had 
experience  with  the  use  of  olive  oil  as  a laxa- 
tive? Liquid  petrolatum  is  not  readily  mis- 
cible with  organic  material.  If  the  object 


is  to  obtain  a really  soft  stool,  one  should 
give  something  that  is  miscible.  Some  men 
have  used  olive  oil  with  the  idea  that,  al- 
though a good  part  of  it  is  absorbed,  the  re- 
mainder of  the  oil  becomes  thoroughly  mixed 
with  the  organic  material  of  the  stool.  Have 
you  any  comments  to  make  about  that? 

Dr.  Travell:  The  nonmiscibility  of  pet- 
rolatum is  well  illustrated  by  the  frequent 
leakage  of  the  oil  from  the  rectum,  not  ad- 
mixed with  the  fecal  contents.  In  fact,  as 
Dr.  Heffner  has  mentioned,  this  is  one  of  the 
real  objections  to  its  use  when  large  doses  are 
given. 

Dr.  Heffner:  I think  that  Dr.  Rezni- 
koff’s  point  is  a good  one.  But  often  the  pa- 
tients are  overweight,  and  by  giving  them 
olive  oil  one  merely  increases  their  weight. 
While  trying  to  relieve  their  constipation  one 
adds  to  the  burden  of  their  obesity. 

Dr.  Travell:  Cases  would  have  to  be 
carefully  selected  for  that  form  of  treatment. 

Dr.  Cattell:  There  is  another  aspect  of 
this  question.  It  has  been  shown  recently 
that  there  is  absorption  of  liquid  petrolatum 
as  indicated  by  the  fact  that  deposition  is  ob- 
served in  the  liver  following  large  doses. 

Dr.  W.  S.  Loewe  : I have  done  some  work 
that  bears  on  the  question  of  the  miscibility 
of  petrolatum.  I have  observed  that,  when 
liquid  petrolatum  is  emulsified  so  effectively 
with  agar  that  the  emulsion  is  stable  through- 
out the  intestine,  then  it  does  not  act  so  much 
as  a lubricant  but  rather  as  an  impregnant. 
The  emulsification  makes  it  miscible  with 
organic  matter,  and  the  emulsion  impregnates 
the  intestinal  contents  and  so  alters  the  con- 
sistency of  the  stool. 

Dr.  Travell:  You  would  say  then  that 
an  emulsion  of  liquid  petrolatum  has  some 
special  virtue. 

Dr.  Loewe:  I think  it  has.  I showed 
this  by  feeding  mice  with  petrolates  that  were 
stained  by  a fat  stain  and  then  fixing  the 
intestinal  contents  in  situ  by  dry  ice  after  an 
appropriate  time  interval.  In  cross  sections 
from  mice  fed  with  nonemulsified  petrolatum, 
a pink  ring  was  found  around  the  fecal  masses. 
When  emulsified  petrolatum  was  fed,  pink 
spots  were  observed  throughout  the  cross  sec- 
tion of  the  intestinal  contents.  One  is  the 
picture  of  a lubricant  and  the  other  is  the  pic- 
ture of  an  impregnating  and  softening  ma- 
terial. This  would,  in  my  opinion,  be  the 
correct  designation  of  the  action  of  emulsified 
petrolatum  and  of  what  may  be  desirable  in 
petrolatum  generally. 

Dr.  Harry  Gold:  Are  there  any  emul- 
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sions  of  petrolatum  which  do  not  break  down 
in  the  intestinal  tract  of  humans? 

Dr.  Loewe  : Yes,  there  are. 

Dr.  Gold:  Are  they  available  among  the 
preparations  that  are  marketed? 

Dr.  Loewe:  Yes,  but  unfortunately  the 
preparations  of  emulsified  petrolatum — and 
also  many  of  the  real  bulk  anticonstipants — 
are  “reinsured”  by  combination  with  pharma- 
codynamic laxatives,  for  example,  cascara 
and  phenolphthalein. 

Student:  I would  like  to  know  what  Ex- 
Lax  and  the  other  widely  advertised  candy 
cathartics  contain? 

Dr.  Martin:  Ex-Lax  is  a product  con- 
taining phenolphthalein. 

Dr.  Travell:  Most  of  that  group  contain 
phenolphthalein. 

Dr.  Cattell:  Dr.  Travell  brought  up  the 
question  of  the  mechanism  of  action  of  phe- 
nolphthalein. Dr.  Loewe  has  been  investigat- 
ing this  subject,  and  I wonder  whether  he 
would  add  some  comments. 

Dr.  Loewe  : In  connection  with  the  prob- 
lem of  the  mechanism  of  action  of  phenol- 
phthalein, I should  like  to  state  that  no 
species  of  animal  except  the  rhesus  monkey 
is  a reliable  test  object  for  the  study  of  the 
laxative  action.  It  is  agreed  that  in  dogs  even 
5 Gm.  doses  of  phenolphthalein  do  not  pro- 
duce watery  stools,  and  it  is  noteworthy  that 
the  conclusions  of  Abel  and  Rowntree  regard- 
ing the  laxative  effect  of  phthaleins  in  dogs, 
which  Dr.  Travell  mentioned,  were  based  on 
only  slight  changes  in  the  character  of  the 
stool.  In  the  rhesus  monkey,  there  is  no 
significant  difference  between  the  intramus- 
cular and  oral  laxative  doses  of  phenolphtha- 
lein. The  largest  doses  by  intravenous  injec- 
tion which  can  be  safely  given  without  killing 
the  animal  are  not  laxative.  In  the  case  of 
the  anthraquinone  derivatives,  such  as  cas- 
cara, on  the  other  hand,  the  laxative  dose  by 
intramuscular  injection  is  much  smaller  than 
the  oral  laxative  dose.  The  problem  of  the 
mechanism  of  action  of  these  laxatives  can 
be  solved  only  in  a species  of  animals  in  which 
the  intestinal  response  is  similar  to  that  of 
human  beings.  I believe  that  these  un- 
published experiments  in  monkeys  are  the 
first  modest  approach  to  this  problem. 

Dr.  Travell:  You  found  that  phenol- 

phthalein given  intravenously  did  not  cause 
purgation?  Would  you  say  that  this  lends 
support  to  the  conclusion  drawn  from  Abel 
and  Rowntree’s  experiments  that  the  site  of 
action  of  phenolphthalein  is  a local  one — that 
is,  it  acts  by  way  of  the  lumen  of  the  gut? 


Dr.  Loewe:  The  difficulty  is  that  the 
intravenous  lethal  dose  is  only  one-tenth  of 
the  oral  laxative  dose,  so  the  question  re- 
mains open.  At  any  rate,  if  there  is  a local 
mechanism,  it  is  not  a simple  irritant  action. 

Dr.  C.  H.  Wheeler:  Dr.  Heffner  men- 
tioned the  subject  of  diet  in  constipation. 
Some  people  insist  on  giving  roughage,  some 
insist  on  giving  a smooth  diet.  I think  we 
see  patients  that  are  continually  constipated 
while  on  a diet  high  in  roughage  and  then 
have  more  frequent  bowel  movements  when 
they  are  placed  on  a smooth  diet.  Would 
Dr.  Heffner  or  Dr.  Martin  comment  on  the 
choice  of  diet? 

Dr.  Heffner:  I think  the  diet  should  be 
suited  to  the  individual.  If  a person  can 
tolerate  a certain  amount  of  roughage,  there 
is  no  reason  why  he  should  not  take  it.  There 
is  no  good  evidence  that  roughage  causes 
permanent  harm  to  the  bowel.  In  some  indi- 
viduals it  does  cause  a certain  amount  of  gas 
and  indigestion,  but  there  is  no  reason  to  put 
all  patients  on  a mush  diet  simply  because 
they  are  constipated.  I think  this  is  often 
carried  to  extremes. 

Dr.  Martin:  There  has  been  a great  deal 
of  confusion  on  the  subject  of  diet  in  this 
connection  for  the  reason  that  many  fail  to 
appreciate  the  difference  between  bulk  of  the 
feces  and  the  types  of  residue  that  result  from 
selected  diets.  The  residue  may  be  small  or 
large  in  amount,  it  may  be  rough  or  smooth. 
I feel  that  most  of  us  have  been  asleep  to  this 
problem  until  Olmstead’s  work  during  the 
past  ten  years  has  thrown  new  light  on  the 
subject.  He  has  worked  on  about  ten  com- 
mon vegetables  to  my  knowledge,  some  of 
which  have  been  found  to  contain  cellulose 
fiber  that  is  hydroscopic  and,  thus,  produce  a 
large  smooth  residue,  whereas,  heretofore,  it 
was  thought  that  they  produced  a large 
rough  residue.  These  foods  fall  into  the  class 
with  agar-agar  and  out  of  the  class  of  bran. 
Good  examples  of  foods  that  increase  the 
bulk  by  taking  up  water  and  yield  a smooth 
residue  are  the  carrot,  lettuce,  and  humble 
cabbage  family,  particularly  the  cabbage  it- 
self. 

I agree  with  Dr.  Heffner  that  the  diet  must 
be  selected  to  suit  the  patient,  but  I believe 
that,  exclusive  of  rectal  causes  for  delayed 
emptying  of  the  bowel,  the  chief  cause  of  con- 
stipation is  a spastic  or  irritable  colon,  and 
this  type  of  case  does  best  on  a diet  that  gives 
a moderately  large  smooth  residue. 

Dr.  Walter  Modell:  Is  there  any  ob- 
jection to  either  the  suppository  or  the  en- 
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ema?  It  seems  to  me  these  have  one  prac- 
tical advantage  in  that  one  knows  when  they 
are  going  to  work,  which  is  not  always  so 
with  a cathartic.  The  latter  may  wake  you 
up  at  night,  or  you  may  get  a call  on  the  sub- 
way while  on  the  way  to  work  in  the  morning. 

Dr.  Travell:  An  enema  is  sometimes 
equally  disturbing  in  that  some  people  ex- 
perience difficulty  in  expelling  it  all  promptly 
and  continue  to  have  repeated  calls  over 
periods  of  time  and  even  into  the  middle  of  the 
night. 

Dr.  Modell:  What  about  suppositories? 

Dr.  Travell:  If  they  are  effective,  they 
are  probably  more  satisfactory  than  the 
enema. 

Dr.  Reznikoff:  In  connection  with  this 
question,  I would  like  to  make  one  suggestion 
to  those  who  are  going  to  be  interns.  In 
ordering  enemas  it  is  routinely  understood — 
that  is,  we  understand  here — that  a soapsuds 
enema  is  meant.  The  soapsuds  enema  it 
seems  to  me  is  irritating  and  should  not  be 
employed  when  only  a cleansing  effect  is  de- 
sired. A saline  or  tap  water  enema  is  just  as 
effective.  Soapsuds  enemas  have  even  been 
thoughtlessly  given  to  obtain  stools  for  cul- 
ture. 

Intern:  Does  increased  spasticity  of  the 
sphincters  contribute  to  or  simulate  con- 
stipation? I have  noticed  in  the  clinic 
several  cases  of  fecal  impaction  in  the  dilated 
rectum.  WRy  would  that  not  tend  to  cause 
constipation? 

Dr.  Heffner:  Sometimes  in  hysteria  a 
high  degree  of  proctospasm  will  occur,  and 
it  may  result  also  from  nervous  tension. 

Dr.  Travell:  Is  it  not  true  that  dilata- 
tion of  the  rectal  sphincter  is  sometimes  ap- 
plied as  a therapeutic  measure  in  infants,  at 
times  with  considerable  success? 

Dr.  Heffner  : That  is  true. 

Dr.  Henry  B.  Richardson:  There  is 
some  indication  that  the  psychogenesis  of  the 
patient  has  been  a more  important  factor  than 
has  been  realized.  I wonder  what  has  been 
the  experience  among  the  people  who  have 
studied  that  here. 

Dr.  Edwin  J.  Doty:  Important  and  often 
illuminating  factors  in  psychoneurotic  pa- 
tients complaining  of  disturbances  in  gastro- 
intestinal function  are  frequently  discovered 
in  the  study  of  the  formation  and  develop- 
ment of  their  habits  with  regard  to  elimina- 
tion. The  study  of  mood  disorders  has  shed 
light  on  the  nature  of  disturbed  gastrointes- 
tinal physiology  in  depressions  and  elations. 
In  many  depressed  individuals  constipation 


is  an  outstanding  symptom.  In  that  connec- 
tion I recall  the  studies  Dr.  George  W.  Henry 
made  some  years  ago  at  the  Westchester 
Division  of  the  New  York  Hospital.  He  ob- 
served the  rapidity  of  passage  of  opaque  ma- 
terial through  the  intestines  in  depressed  and 
elated  patients  and  made  comparisons  with 
normal  individuals.  A definite  slowing  was 
found  in  depressed  patients  and  a tendency  to 
acceleration  in  elated  patients.  It  is  of  fur- 
ther interest  that  successive  observations  in 
these  two  groups  showed  acceleration  and 
slowing,  respectively,  as  the  depression  or 
elation  diminished  and  the  intestinal  motor 
pattern  “normal”  for  the  individual  reap- 
peared in  conjunction  with  the  disappearance 
of  the  mood  disturbance. 

Dr.  Cattell:  Dr.  Martin’s  remarks  in- 
dicate that  he  al&o  regards  the  psychic  situa- 
tion to  be  of  considerable  importance  in  rela- 
tion to  the  causes  of  constipation. 

Dr.  Martin:  In  that  connection  it  should 
be  remembered  that  in  a given  individual  one 
is  unable  to  predict  what  effect  a given  stimu- 
lus may  have  on  colonic  function.  As  I 
have  already  stated,  it  may  have  no  effect 
or,  again,  it  may  produce  either  diarrhea  or 
constipation.  Frequently,  wre  see  patients 
with  a tense  anal  sphincter,  as  has  been  men- 
tioned, and  marked  constipation.  At  pres- 
ent we  have  a patient  in  the  clinic  who  has  a 
tense  sphincter  and  severe  diarrhea. 

Dr.  Gold:  I have  the  impression  that  a 
large  proportion  of  the  cases  of  constipation 
one  encounters  in  the  hospital  is  due  to  the 
drugs  that  are  given,  especially  codeine,  mor- 
phine, the  barbiturates,  and  other  hypnotics. 
I wonder  whether  that  impression  is  general 
or  not. 

Dr.  Richardson:  I have  that  impression 
with  respect  to  codeine  and  not  necessarily 
with  respect  to  the  hospital.  We  give  the 
drug  in  1/2  grain  doses  by  mouth  and  after 
that  manage  the  constipation. 

Dr.  Martin:  Is  it  the  drug  or  is  it  the 
hospital?  In  taking  histories  the  patient  will 
frequently  tell  you:  “My  bowels  were  per- 

fectly regular  until  I went  to  the  hospital  and 
had  my  appendix  out,”  or  “went  to  the  hos- 
pital to  have  my  baby,”  or  to  have  any  opera- 
tion you  might  name.  The  routine,  the  ene- 
mas, or  the  change  of  food  started  or  destroyed 
some  reflex  that  never  returned  to  normal. 

Dr.  Loew^e:  It  is  generally  accepted  that 
a patient  who  is  put  to  bed  becomes  more  con- 
stipated. That  happens  to  most  hospital 
patients  who  are  in  bed. 

Dr.  Martin:  Any  change  in  habit  is 
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important — riding  on  a train,  or  change  from 
a hotel  diet  to  some  other  form  of  cooking,  or 
from  a home  to  a hotel — these  are  all  factors. 
There  are  many. 

Student:  What  keeps  the  bowel  condi- 
tion from  returning  to  normal  after  the 
changes  you  have  mentioned,  such  as  train 
rides  and  hotel  foods,  have  ceased  to  operate? 

Dr.  Martin:  They  frequently  do  become 
adjusted. 

Dr.  Travell:  When  they  fail  to  become 
normal,  perhaps  the  establishment  of  a 
cathartic  habit  is  a factor. 

Dr.  W heeler  : How  important  is  the 
factor  of  exercise?  People  are  often  told  to 
exercise  as  part  of  the  treatment  of  constipa- 
tion. 

Dr.  Martin:  That  is  a big  subject,  ex- 
ercise. It  is  something  more  than  exercising 
the  muscles.  You  do  not  see  a dog  out  chasing 
a hypothetic  rabbit  every  day  to  keep  his 
muscles  in  shape.  The  mental  relaxation 
that  goes  with  the  proper  exercise  for  a given 
individual  is  undoubtedly  important  in  the 
regulation  of  the  bowels. 

Dr.  Cattell:  Dr.  Loewe,  have  you  any 
further  comments? 

Dr.  Loewe  : I should  like  to  discuss  briefly 
the  question  of  the  variation  of  sensitivity  to 
laxative  drugs. 

Before  discussing  this  problem,  I want  to 
confirm,  from  my  experiments  with  monkeys, 
the  observation  that  has  been  mentioned — 
that  in  man,  after  a laxative  effect  is  produced, 
a short  phase  of  constipation  may  occur. 
The  rhesus  monkey  is  the  only  animal  I 
know  of — and  I have  worked  with  manj^ 
species  of  animals — which  responds  to  laxa- 
tives, qualitatively  and  quantitatively,  like 
humans.  In  the  monkey,  vigorous  catharsis 
is  not  infrequently  followed  by  one  or  two  days 
of  complete  lack  of  stool.  This  is,  however, 
the  only  condition  in  which  I ever  observed 
anything  resembling  constipation  in  monkeys. 
Considering  that  monkeys  are  emotional 
animals,  it  may  throw  some  fight  on  the  origin 
of  constipation  in  man — that  there  is  one  im- 
portant difference  between  the  emotional 
monkey  and  the  emotional  human:  The 
monkey  is  never  troubled  with  any  social  re- 
straint. 

Variation  of  sensitivity  to  a drug  has  two 
aspects — namely,  interindividual  and  intra- 
individual variation.  The  interindividual 
sensitivity  to  laxatives  varies  enormously. 
The  average  effective  dose  in  one  animal  may 
be  more  than  twenty-five  times  that  in  an- 
other. There  is  no  reason  why  this  should 


not  be  true  in  humans,  too,  and  in  many  cases 
of  constipation  lack  of  effectiveness  of  the 
laxative  dose  employed  may  be  due  only  to  a 
lower  sensitivity  of  the  patient. 

The  question  of  intraindividual  variation 
of  sensitivity  is  important  because  it  bears 
on  the  problem  of  habituation  to  laxatives. 
Intraindividual  variation  of  sensitivity  to  a 
laxative  is  a regular  phenomenon  in  monkeys. 
However,  in  about  10,000  experiments  in 
about  200  rhesus  monkeys,  I did  not  obtain 
any  evidence  of  the  existence  of  a real  and 
regular  habituation.  Many  of  these  monkeys 
received  a -laxative  regularly  over  periods  of 
many  months  or  even  two  to  three  years. 
The  variation  was  manifested  by  a consider- 
able fluctuation  of  the  threshold  laxative 
dose  in  the  same  individual,  but  there  were 
periods  of  lowered,  as  well  as  of  heightened, 
threshold. 

An  illustration  of  a decrease  in  sensitivity 
was  observed  in  connection  with  what  I call 
the  “virginal”  hypersensitivity  of  the  monkey 
to  laxatives.  The  first  dose,  or  rather  the 
first  doses  with  which  a monkey  comes  in 
contact,  are  usually  much  more  effective 
than  any  later  dose.  This  “virginal”  hyper- 
sensitivity is  most  marked  when  the  animal 
has  just  been  acquired  by  the  laboratory. 
When  an  animal  has  been  kept  in  the  new  sur- 
roundings without  administration  of  laxatives 
for  two  to  three  months,  this  hypersensitivity 
to  the  first  doses  is  much  less  evident  or  even 
entirely  absent.  Thus,  the  environment,  both 
general  and  social,  can  be  important  in  ab- 
normal intestinal  responses. 

These  are  matters  that  may  throw  fight  on 
the  nature  of  the  psychic  factors  that  in- 
fluence intestinal  function  in  human  beings. 

Dr.  Cattell:  Dr.  Travell,  would  you 
summarize  the  discussion? 

Summary 

Dr.  Travell:  The  diagnosis  of  constipa- 
tion sometimes  presents  difficulties  because 
of  the  normal  variation  in  the  frequency  of 
emptying  the  bowel,  and  it  should  be  recog- 
nized that  certain  individuals  normally  have 
a bowel  evacuation  only  once  in  two  or  three 
days.  A change  in  the  intestinal  rhythm 
for  the  particular  individual  is  an  important 
criterion  in  establishing  a diagnosis  of  con- 
stipation. 

Constipation  is  not  a disease  but  a symptom. 
After  excluding  those  cases  in  which  it  is  due 
to  organic  disease,  one  is  left  with  a large 
group  of  persons  in  whom  constipation  is  the 
result  of  a functional  disturbance  of  the  gas- 
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trointestinal  tract  and,  usually,  of  the  colon 
in  particular.  The  reflexes  that  coordinate 
the  motor  activities  of  the  various  parts  of  the 
gut  may  be  altered  or  interfered  with  in  a 
multitude  of  ways,  especially  by  emotional 
and  psychic  factors,  by  changes  in  the  en- 
vironment, by  changes  in  the  habit  of  bowel 
evacuation,  and  by  the  use  of  constipating 
drugs  such  as  morphine,  codeine,  and  hypnot- 
ics. It  is  noteworthy  that  the  intestinal 
motor  pattern  in  psychiatric  patients  has 
been  shown  to  be  directly  related  to  the  type 
of  mood  disturbance.  Another  cause  of  con- 
stipation which  should  not  be  overlooked  is 
the  daily  use  of  enemas  or  strong  cathartics; 
the  premature  emptying  of  the  bowel  by  this 
means  prevents  the  accumulation  of  feces  in 
the  colon  which  provides  the  normal  stimulus 
for  defecation.  Another  etiologic  factor  may 
be  a specific  deficiency,  as  for  instance,  a de- 
ficiency of  the  thyroid  hormone  or  of  certain 
minerals  or  vitamins. 

The  successful  management  of  the  func- 
tional disturbance  known  as  “chronic  con- 
stipation” involves  a detailed  study  of  the 
patient’s  psychosomatic  reactions  and  of  his 
habits  and  daily  routine.  The  various  fac- 
tors that  may  be  important  in  the  etiology 
of  the  condition  should  be  regulated.  These 
include  the  bulk  of  the  diet,  fluid  intake,  ex- 
ercise, rest  and  relaxation,  and  bowel  habits. 
Bulk-producing  agents  that  yield  a smooth 
residue,  in  particular  granular  agar  and  cer- 


tain vegetables  high  in  cellulose,  are  often 
useful.  In  cases  in  which  the  cause  of  the 
trouble  is  located  in  the  rectum  or  anal  sphinc- 
ter, enemas  of  tap  water  or  oil  may  be  indi- 
cated. The  judicious  use  of  cathartic  drugs 
may  be  resorted  to  in  some  cases,  especially 
in  elderly  and  bedridden  patients;  the  milder 
agents  that  induce  formed  stools  are  to  be 
preferred,  such  as  cascara,  senna,  sodium 
phosphate,  and  small  doses  of  milk  of  mag- 
nesia. Cascara  and  senna  have  a selective 
action,  in  that  increased  motility  of  the  gut  is 
not  observed  until  the  drug  has  reached  the 
large  intestine.  Liquid  petrolatum  is  often 
effective,  but  it  has  disadvantages  in  that  it 
may  leak  from  the  rectum  and  may  cause  a 
loss  of  fat-soluble  vitamins;  it  is  also  to  some 
extent  absorbed  and  deposited  in  the  liver. 
It  may  be  rendered  more  miscible  with  the 
organic  matter  of  the  stool  by  emulsifica- 
tion. 

The  mechanisms  by  which  drugs  may  in- 
duce catharsis  are  discussed.  The  cathartics 
used  in  the  treatment  of  chronic  constipation 
probably  act  by  increasing  the  bulk  of  the 
stool,  by  altering  its  consistency,  or  by  local 
irritation  of  the  intestine.  The  problem  of  the 
mechanism  of  action  of  this  class  of  compounds 
has  not  been  adequately  studied.  Species 
differences  are  important,  and  it  is  suggested 
that  the  rhesus  monkey  is  the  only  animal 
that  yields  results  that  are  comparable  to 
those  obtained  in  man. 


THE  DOCTOR’S  THIRST  FOR  KNOWLEDGE 


“One  of  the  facts  that  has  always  impressed 
me  about  American  medicine  has  been  the  thirst 
for  knowledge  on  the  part  of  physicians.  As  I 
travel  the  country  from  one  end  to  the  other,  I 
am  moved  by  the  number  of  doctors  who  are 
willing  to  give  up  their  practice,  to  travel 
limitless  numbers  of  miles  to  acquire  knowledge. 
As  I see  them  in  postgraduate  meetings,  often 
the  same  faces  in  the  front  rows,  taking  notes, 
listening  attentively  hour  after  hour,  I am  deeply 
impressed  with  the  sincerity  of  their  purpose, 
with  the  height  of  their  ambition  to  improve 
themselves,  and  with  the  zeal  they  display  in 
accomplishing  this.  I doubt  if  there  exists  a 
group  of  men  in  the  world  who  labor  more 
diligently  or  more  religiously  or  with  greater 
constancy  to  improve  their  knowledge  than  do 
doctors.  One  has  but  to  tabulate  the  number 
of  postgraduate  teaching  courses  going  on  in  this 
country,  the  number  of  organized  medical  society 
meetings  before  which  papers  are  read,  and  the 
number  of  doctors  who  are  in  constant  motion 
in  the  way  of  visiting  medical  centers,  medical 
schools,  and  clinics  to  be  convinced  of  the  truth 
of  this  statement.  The  popularity  of  post- 
graduate teaching  meetings  is  evidence  of  the 


fact  that  knowledge  is  being  sought*  and  these 
meetings  are  answering  a real  need. 

“There  is  an  aspect,  however,  of  this  situation 
which  needs  consideration,  and  that  is  from  the 
point  of  view  of  the  talent  available  for  this 
postgraduate  teaching.  Should  the  number  of 
postgraduate  seminars  increase  materially,  it 
will  be  necessary  either  for  these  seminars  to 
develop  additional  teaching  talent  or  for  some 
of  the  teachers  at  these  seminars  to  arrange  to 
eliminate  their  practice  at  home  and  to  accept 
the  fact  that  thev  are  to  become  full-time  post- 
graduate teachers.  It  has  always  seemed  pos- 
sible to  me  as  one  busily  occupied  in  post- 
graduate teaching  that  a better  control  in  the 
way  of  spacing  and  planning  postgraduate 
seminars  could  make  them  even  more  valuable 
to  those  physicians  who  wish  to  attend  them  and 
less  burdensome  to  those  teachers  who  are  in 
the  habit  of  occupying  positions  on  their  teach- 
ing staff.  This  suggestion  is  presented  not  as  a 
personal  complaint  but  as  a suggestion  whereby 
the  quality  of  postgraduate  teaching  could  be 
maintained  and  perhaps  even  improved.” — 
Frank  H.  Lahey,  M.D. , president  of  the  A.  M.  A., 
Presidential  Address 
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Medical  Expense  Fund  of  New  York  Inc. 

[The  following  bulletin  was  received  on  August  26, 1941,  from  the  Secre- 
tarial Office,  122  Seventy-Sixth  Street,  Brooklyn,  New  York. — Editor ] 

LICENSED  TO  DO  BUSINESS! 


The  Fund  is  now  qualified  and  prepared 
to  furnish  medical  expense  insurance.  Con- 
tracts are  ready  for  delivery  to  accepted  ap- 
plicants. Contracts  to  the  first  subscribers 
are  in  the  mail. 

Forms.  Professional  Members  of  the 
Fund  have  received  a folder  containing  the 
four  forms  to  be  used  in  connection  with 
service  to  Subscriber  Members.  The  Fund 
is  a fiscal  agency,  not  an  institution  for  re- 
search; accordingly,  the  forms  require  only 
such  information  as  is  essential  to  intelligent 
administration.  The  profession  will  find 
their  use  economical  of  time  and  attention. 

Benefits.  Benefits  will  be  paid  for  emer- 
gent care  of  a subscriber  by  any  licensed 
physician.  However,  benefits  will  be  paid 
only  for  the  services  of  Professional  Mem- 
bers beyond  the  emergent  period  and  for 
other  than  emergent  care.  Benefits  at  the 
rate  paid  for  similar  service  to  a Professional 
Member  will  be  paid  when  a Subscriber 
Member  requires  and  receives  medical 
service  while  outside  the  territory  of  the 
Fund. 

All  Physicians.  All  physicians  are  eligi- 
ble to  Professional  Membership.  More  than 
2,500  are  enrolled.  Physicians  who  have 
not  enrolled  are  urged  to  make  use  of  the 
enclosed  application. 

The  Fund  is  the  only  medical  expense  in- 
surance organization  which  is  entirely 
within  the  control  of  the  medical  profession. 
The  Trustees  of  the  corporation  are  elected 
by  the  “voting  members”  who  are  the 
physicians  of  the  seventeen  counties  cur- 
rently elected  by  County  Medical  Societies 
to  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York. 

Ten  County  Medical  Societies  [in  the 
southeastern  section  of  the  state]  have 
voted  approval  of  the  principles  and  pur- 
poses of  the  Fund,  and  the  Medical  So- 
ciety of  the  State  of  New  York  has  “rec- 
ognized” that  the  Fund  conforms  to  the 
specifications  for  medical  expense  insurance 
of  both  the  American  Medical  Association 
and  the  New  York  State  Medical  Society. 

Subscribers.  During  the  past  six  months 


more  than  two  thousand  employers  of  large 
groups  have  received  circulars  of  informa- 
tion to  which  many  have  made  favorable 
replies:  more  than  two  hundred  have  been 
visited.  Now  that  the  Fund  has  a license 
to  do  business  many  will  be  making  appli- 
cations. Each  applicant  must  name  his 
usual  or  family  physician.  When  such 
physician  is  not  enrolled  there  must  be  cor- 
respondence, delay,  and  expense.  Universal 
participation  is  urged  upon  the  medical  pro- 
fession in  order  that  this  or  similar  un- 
pleasantness may  be  avoided.  All  physi- 
cians enrolled  under  the  Workmen's  Com- 
pensation Law  will  find  similar  benefits  in 
the  plan  of  the  Fund. 

Instructions  to  Subscribers.  A letter  ac- 
companies each  contract,  which  says  in 
part: 

“You  are  urged  to  see  your  physician 
promptly  whenever  there  is  any  suggestion 
of  need.  Often  prompt  attention  and  care 
prevent  or  minimize  disability  and  keep 
little  troubles  from  developing  into  serious 
consequences. 

“File  your  contract  in  a safe  place,  and 
keep  the  ‘Identification  card'  in  a handy 
place.  Present  the  card  to  the  doctor  when 
you  require  his  services. 

“We  suggest  that  each  time  you  see  your 
doctor  you  make  such  payment  as  may  be 
due  for  the  services  rendered,  up  to  the 
limit  of  the  ‘deductible  sum'  . . . and  that 
you  make  sure  he  enters  such  payment  and 
date  on  the  back  of  the  card. 

“When  it  comes  time  for  the  Fund  to 
take  over  the  settlement  of  your  medical 
expense,  the  doctor  will  send  the  card  to  the 
Fund.  The  card  will  be  returned  to  you 
after  notation  is  made  on  it  of  the  period 
during  which  you  will  be  exempt  from  any 
further  payments  for  medical  care  under  the 
'deductible  sum’  clause  of  the  contract.” 

Cooperation  of  Professional  Members.  If 

our  Professional  Members  will  assist  it  will 
be  possible  to  eliminate  the  “small  charges” 
accounts  from  the  practice  of  medicine. 
This  will  operate  to  the  advantage  of  the 
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public,  the  profession,  and  the  plan  of 
management  of  the  Fund. 

Prompt  rendering  of  the  “Notice  of 
Pending  Claim”  will  enable  the  Fund  to 
advise  the  doctor  if  the  subscriber  member 
has  exhausted  part  or  all  of  any  of  the  bene- 
fits of  his  contract ...  or  has  permitted  it  to 
lapse  through  nonpayment  of  premium. 
Use  Workmen’s  Compensation  fee  sched- 
ule. 

Prompt  rendering  of  bill  for  service  . . . . 
at  the  end  of  each  fourth  week,  or  at  the 
end  of  services  of  less  than  four  weeks  .... 
will  promote  economy  of  administration  and 
favor  early  remittances. 

Test  of  Experience.  The  rate  structure 
and  premiums  schedule  should  provide  satis- 
factory remuneration  for  all  services 
rendered,  in  accordance  with  the  economic 
status  of  the  different  subscribers.  We  ask 
a fair  trial  for  it.  If  and  when  experience 
indicates  necessity  or  desirability  for  change, 
steps  will  be  taken  without  delay;  the  direc- 
tion of  the  affairs  of  the  Fund  is  in  the 
hands  of  physicians  selected  by  elected 
representatives  of  the  profession. 

The  Superintendent  of  Insurance,  Mr. 
Louis  H.  Pink,  has  an  uncommonly  clear 
understanding  of  the  situation.  He  has 


recognized  that  some  details  must  be  worked 
out  on  the  basis  of  trial  and  experience.  In 
the  supervision  and  regulation  of  the  de- 
velopment of  medical  expense  insurance  we 
are  confident  that  the  interests  of  the  general 
public  as  well  as  the  concerns  of  the  medical 
citizens  will  be  guarded  sympathetically, 
faithfully,  and  impartially. 

In  Your  Hands  Now.  Responsibility  for 
the  planning  of  details  and  the  establish- 
ment of  organization  has  rested  upon  the 
Board  of.  Trustees.  With  the  issue  of  a 
“license  to  do  business”  the  enterprise  of 
voluntary  medical  expense  insurance  is 
brought  to  the  point  of  practical  test  and 
use.  The  issue  of  success  or  failure  is  now 
in  the  hands  of  the  medical  profession. 

The  operation  of  this  insurance  is  under- 
taken by  the  Trustees  with  confidence  in 
the  integrity  of  the  participating  profession 
and  the  subscribing  public.  If  this  atti- 
tude is  reciprocated  any  difficulties  which 
may  arise  will  be  easily  dissolved. 

This  enterprise  cannot  succeed  without 
Subscribers.  The  recommendation  of  this 
insurance  by  the  physician  is  the  best  pub- 
licity which  it  can  receive. 

And  so,  we  place  the  outcome  of  our  plans 
in  your  hands. 


BOARD  OF  TRUSTEES 


Hon.  Emanuel  Celler,  New  York  City 
Dr.  John  B.  D’Albora,  Brooklyn 
Karl  Eilers,  Sea  Cliff 
Dr.  Frederic  E.  Elliott,  Brooklyn 
Dr.  Maxwell  J.  Fein,  Brooklyn 
Dr.  Clarence  L.  Gannon,  Kingston 
Rowland  H.  George,  New  York  City 
Dr.  James  T.  Harrington,  Poughkeepsie 
Dr.  Harold  S.  Heller,  Spring  Valley 
Dr.  Roy  B.  Henline,  New  York  City 
Walter  Hochschild,  New  York  City 
Dr.  Stanley  P.  Jones,  Mattituck 


Dr.  David  J.  Kaliski,  New  York  City 
John  Reed  Kilpatrick,  New  York  City 
Dr.  C.  R.  Kingsley,  St.  George 
J.  Louis  Neff,  Mineola 
Dr.  C.  J.  F.  Parsons,  Dobbs  Ferry 
Dr.  Stuart  T.  Porter,  Floral  Park 
Lawrence  C.  Thaw,  New  York  City 
Hon.  Jane  Todd,  Tarrytown 
Judge  Charles  A.  Voss,  White  Plains 
Dr.  Earl  C.  Waterbury,  Newburgh 
George  M.  Wells,  New  York  City 
Dr.  Joseph  Wrana,  Jamaica 


The  officers  are : Rowland  H.  George,  president;  Dr.  John  B.  D’Albora,  vice-president ; 
Dr.  Frederic  E.  Elliott,  secretary-treasurer;  Dr.  Charles  G.  Heyd,  chairman , general 
advisory  board;  Mr.  W.  A.  Milliman,  consulting  actuary;  Judge  Charles  A.  Voss,  counsel. 


County  News 

Albany  County  Bronx  County 

The  county  society  held  its  annual  field  day  Radio  talks  under  the  auspices  of  the  county 
and  clambake  at  the  Albany  Country  Club  on  society  and  other  health  organizations  were  given 

September  10,  with  golf,  tennis,  swimming,  darts,  by  Dr.  Joseph  Golomb,  on  August  25,  on  tuber- 

softball  horseshoe  pitching,  bridge,  and  dancing.  culosis;  by  Dr.  Frederick  A.  Wurzbach,  on 
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August  23,  on  children’s  mental  training;  by 
Dr.  John  B.  Schwedel,  on  September  6,  on  pre- 
mature aging  of  kidney  arteries;  and  by  Dr. 
S.  A.  Scherl,  on  September  8,  on  tuberculosis. 

Chemung  County 

The  county  society  met  for  dinner  on  Sep- 
tember 10,  and  heard  an  address  by  Dr.  R. 
Plato  Schwartz,  professor  of  orthopedics  of  the 
University  of  Rochester  Medical  College,  on 
“Growing  Feet  of  Children.” 

Chenango  County 

Members  of  the  county  society  held  their 
quarterly  meeting  at  Homer  Folks  Hospital, 
Oneonta,  on  September  9. 

The  staff  entertained  the  visiting  physicians 
at  dinner,  conducted  them  on  a personal  inspec- 
tion trip  of  the  Institution,  and  provided  them 
with  an  interesting  program. 

Dr.  Ralph  Horton,  superintendent  of  the 
hospital;  Dr.  Arthur  McGrath  Stokes,  chief 
assistant  to  the  superintendent;  and  Dr.  Ed- 
mund F.  Kerper,  x-ray  specialist,  each  read 
papers  illustrated  with  lantern  slides.  Dr.  Kerper 
showed  x-ray  films  in  connection  with  his  talk. 

Erie  County 

The  Western  New  York  Medical  Plan,  says 
the  county  society  Bulletin , completed  on  July  1, 
1941,  its  fifth  quarter  of  operation.  During  the 
quarter  from  April  1 to  June  30  there  were  filed 
505  claims,  the  highest  number  received  in  any 
quarter  since  the  start.  Of  these,  18  (3V2  per 
cent)  were  rejected,  largely  on  the  grounds  of 
being  pre-existing  conditions;  a few  because  of 
being  elective  surgery.  Only  11  of  these  claims 
(2  per  cent)  were  covered  by  our  limited  surgical 
contract;  75  (12.8  per  cent)  by  our  indemnity 
contract,  which  is  issued  to  subscribers  with 
incomes  above  the  limits  set  for  complete  medical 
and  surgical  care. 

Seven  hundred  and  eighty-five  participating 
physicians  are  enrolled.  Thirty-five  who  paid 
their  original  organization  fee  of  $10  have  not 
yet  completed  their  contracts  as  participating 
members. 

Total  claims  completed  and  authorized  for 
payment  during  the  quarter  numbered  456, 
amounting  to  $5,616  or  an  average  of  $12.32  per 
claim. 

The  heavy  utilization  during  the  quarter 
made  it  impossible  to  pay  more  than  85  cents  as 
the  unit  value,  and  checks  to  the  amount  of 
$4,773.60  were  mailed  to  all  doctors  whose  claims 
were  completed  and  authorized.  It  is  expected 
that  the  15-cent  deficit  on  the  unit  value  will  be 
made  up  during  the  current  calendar  quarter. 
If  so,  participating  physicians  will  receive  checks 
in  October  for  that  contingent  balance,  in  addi- 
tion to  any  claims  authorized  this  quarter. 

Our  total  subscriber  membership  has  increased 
over  200  per  cent  in  the  past  six  months,  and  is 
steadily  gaining.  As  a result  of  this  steady 
growth  more  and  more  of  our  participating 
physicians  will  be  consulted  by  our  subscribers. 

The  Buffalo  and  Erie  County  Chapter  of  the 
National  Foundation  for  Infantile  Paralysis,  Inc., 
wish  to  call  to  the  attention  of  all  interested 
doctors  the  fact  that  there  are  available  in 
Buffalo  seven  (7)  adult  and  two  (2)  infant 


respirators.  These  are  located  as  follows: 
Buffalo  General  Hospital,  one  adult  and  one 
infant;  Children’s  Hospital,  one  adult  and  one 
infant;  Emergency  Hospital,  one  adult;  Colum- 
bus Hospital,  one  adult;  Fire  Headquarters,  Staats 
Street,  one  adult;  and  Meyer  Memorial  Hos- 
pital, two  adults. 

The  Women  Physicians’  League  met  Saturday, 
September  6,  at  Furlough  Lodge,  summer  resi- 
dence of  Dr.  Louise  W.  Beamis-Hood  for  vaca- 
tion reminiscences  and  a picnic  supper. 

Montgomery  County 

Dr.  Edward  A.  Bogdan  was  re-elected  presi- 
dent of  the  Amsterdam  Medical  Society  at  its 
annual  meeting  held  at  St.  Mary’s  Hospital  on 
September  10. 

Other  officers  chosen  were:  Dr.  Leonard  M. 
McGuigan,  vice-president;  Dr.  Roman  R. 
Violyn,  treasurer;  and  Dr.  Adam  A.  Kindar, 
secretary. 

Nassau  County 

Dr.  Herman  O.  Mosenthal,  of  New  York,  dis- 
cussed the  treatment  of  diabetes  during  the  scien- 
tific session  of  the  county  society  on  September 
30.  Dr.  Charles  W.  Martin,  of  Woodmere,  pre- 
sided. 

Of  1,500  young  men  and  women  examined  in 
a typical  month  by  the  medical  unit  of  the 
Astoria  Work  Experience  Center,  National 
Youth  Administration,  34  per  cent  had  one 
defect  and  63.2  per  cent  had  more  than  one, 
leaving  only  2.8  per  cent  without  physical  lia- 
bilities, reports  the  Brooklyn  Eagle. 

These  figures  were  cited  by  NYA  officials  as 
proof  of  the  need  for  keeping  a strict  medical 
vigilance  over  American  youth,  simultaneously 
announcing  that  a health  program  has  been 
launched  for  Nassau  and  Suffolk  counties. 

The  chief  defects  were:  dental,  92.6  per  cent; 
visual,  40;  malnutrition,  14.3;  skin  lesions,  11.5; 
nose  and  throat,  8.5;  and  heart,  5.5. 

The  Long  Island  program  is  utilizing  existing 
facilities  of  county  health  departments  at  Glen 
Cove,  Mineola,  Freeport,  Lawrence,  Greenport, 
and  Huntington.  The  arrangements  were  made 
possible  through  the  cooperation  of  Dr.  Earl  G. 
Brown,  Nassau  health  commissioner;  Dr.  A.  T. 
Davis,  Suffolk  health  commissioner;  J.  Louis 
Neff,  executive  secretary  of  the  county  society; 
and  the  membership  of  the  two  county  medical 
societies. 

The  units  are  equipped  to  give  examinations 
consisting  of  a general  physical  test,  complete 
medical  history,  thorough  physical  examination 
of  all  parts  of  the  body,  blood  pressure,  hemo- 
globin tests,  Wassermann  tests,  vaccinations, 
urinalyses,  and  recommendations.  Each  unit  also 
has  dental  equipment  and  a laboratory. 

New  York  County 

No  group  makes  a greater  contribution  of  time 
and  effort  to  the  county  society  than  the  Com- 
mittee on  Legislation.  In  the  few  months  that 
the  Legislature  is  in  session  at  Albany,  this  Com- 
mittee reviews  hundreds  of  bills.  Many  of  them 
are  long  and  complicated  and  must  be  studied 
exhaustively  to  discover  possible  jokers.  After 
analysis  of  the  bills  the  real  work  begins.  No 
effort  is  spared  to  translate  the  wishes  of  the 
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society  into  legislative  actions,  says  the  Medical 
Week. 

This  work  goes  on  throughout  the  year. 
Municipal  and  federal  legislative  bodies  are  in 
session  long  after  the  State  Legislature  has  ad- 
journed and  many  measures  of  medical  import 
come  up  before  them.  City  Hall  and  Capitol 
Hill  engage  the  attention  of  the  Committee  on 
Legislation  over  a longer  period  of  time  than, 
if  not  so  intensively  as,  Albany. 

In  the  past  few  years  the  legislative  policies  of 
organized  medicine  have  won  many  victories  and 
encountered  relatively  few  serious  defeats.  This 
is  in  large  measure  the  result  of  the  effective  work 
done  by  state  and  county  legislative  committees. 
The  latter’s  influence  would  be  greatly  aug- 
mented if  the  membership  at  large  supported 
their  efforts  with  individual  representations  on 
important  issues. 

In  an  editorial  on  the  county  society’s  Milk 
Commission  the  Medical  Week  remarks  that 
certified  milk  is  a “clean,  safe,  pure  wholesome” 
food,  produced  under  the  most  favorable  sani- 
tary and  scientific  conditions  known  to  our  times. 
In  view  of  the  close  relationship  between  milk 
and  public  health,  the  Medical  Milk  commis- 
sions, which  supervise  the  production  of  certified 
milk,  render  a most  important  service  to  the 
community.  Like  many  other  health  services 
performed  by  organized  medicine  and  its  mem- 
bers, this  is  done  without  pay. 

Certified  milk  is  the  only  milk  which  may  be 
sold  in  New  York  City  without  pasteurization. 
This  is  possible  because  of  its  extremely  low 
bacterial  count.  While  a maximum  count  of 
10,000  per  cubic  centimeter  is  permissible,  actu- 
ally it  rarely  exceeds  5,000  and  often  averages 
under  1,000.  The  colonies  obtained  are  exam- 
ined for  Bacillus  coli  and  aerogenes  and  various 
spore  formers. 

As  much  attention  is  paid  to  the  producers  of 
the  milk  as  to  the  latter  itself.  All  employees 
are  examined  at  regular  intervals  and  isolated  at 
the  first  suspicion  of  communicable  disease  in 
themselves  or  their  households.  If  the  slightest 
presumption  of  exposure  to  milk-borne  infection 
exists,  shipments  of  milk  from  the  suspected 
source  are  stopped. 

Inevitably,  the  extreme  care  displayed  in  the 
handling  of  certified  milk  has  had  an  influence 
on  the  production  of  other  grades.  As  new  and 
better  methods  are  put  in  force  in  connection 
with  the  former,  the  standards  for  the  latter  are 
also  raised.  Thus,  the  benefits  of  the  work  done 
by  the  county  society’s  Milk  Commission  extend 
into  every  home  where  this  essential  food  is  used. 

The  war  has  introduced  new  complications 
into  the  intricate  problems  associated  with  the 
operation  of  medical  institutions  in  this  county. 
The  county  society’s  Special  Committee  on 
Hospitals  and  Dispensaries  reports  30  men 
already  in  service  from  one  hospital  alone. 
Draft  examinations  have  further  curtailed  the 
service  rendered  in  wards  and  clinics.  From 
500  to  700  physicians  have  been  obliged  to  reduce 
the  time  normally  allotted  to  institutional  duties 
because  of  preparedness  activities,  reports  the 
Medical  Week. 

So  far,  the  difficulties  that  have  arisen  from 
the  defense  program  have  been  successfully 
handled.  As  military  needs  grow,  however,  the 


dislocation  of  medical  staffs  in  civilian  institu- 
tions may  be  expected  to  become  more  acute. 
Preparations  should  be  made  now  to  cope  with 
a possible  shortage  of  seasoned  personnel. 

Defense  problems  have  not  diverted  the  atten- 
tion of  the  Special  Committee  on  Hospitals  and 
Dispensaries  from  other  needs.  In  the  past  year 
it  has  made  a study  of  eleven  prepayment  plans 
for  medical  service  to  the  low  and  moderate 
income  groups. 

One  of  the  most  pressing  questions  which  the 
committee  has  investigated  is  the  need  for  a new 
hospital  in  Harlem.  That  this  need  is  imme- 
diate and  urgent,  no  one  familiar  with  the  situa- 
tion denies.  Unfortunately,  legislation  to  pro- 
vide the  necessary  funds  has  not  been  forth- 
coming. Every  effort  should  be  made  to  see 
that  this  lack  is  remedied  next  year. 

Surprisingly  enough,  the  Special  Committee 
on  Hospitals  and  Dispensaries  has  had  little  call 
to  perform  one  of  the  main  duties  for  which  it 
was  originally  created.  Although  physicians 
constantly  decry  the  abuse  of  hospitals  and  dis- 
pensaries by  ineligible  patients,  not  a single 
complaint  to  this  effect  has  been  received  in  the 
current  year.  Either  such  abuses  are  less  com- 
mon than  most  medical  men  believe  or  the  pro- 
fession is  restrained  by  fear  or  apathy  from  ex- 
posing them.  In  spite  of  its  multitude  of  other 
duties  the  committee  is  eager  to  aid  practitioners 
with  legitimate  grievances  and  strongly  urges 
that  all  such  be  submitted  for  investigation. 

Rockland  County 

The  tenth  annual  clambake  of  the  county 
society  was  held  Wednesday,  September  3,  on 
the  grounds  of  the  Summit  Park  Sanitarium, 
under  direction  of  Dr.  William  J.  Ryan,  superin- 
tendent of  the  sanitarium  and  secretary  of  the 
society. 

Seneca  County 

Dr.  Duane  Walker,  health  officer,  working  in 
conjunction  with  the  Public  Health  Committee 
of  the  county  society,  is  holding  clinics  in  every 
health  district  in  the  county  for  vaccination 
against  smallpox. 

Suffolk  County 

A meeting  of  the  Hampton  Clinical  Society 
was  held  on  September  5.  The  program  was  as 
follows:  (1)  “The  Acute  Surgical  Abdomen”  by 
Dr.  Fenton  Taylor  and  (2)  “Prostatic  Hyper- 
trophy” by  Dr.  W.  T.  C.  Gaynor.  The  program 
of  the  meeting  on  September  19  was:  (1)  “Com- 
mon Diseases  of  the  Eye”  by  Dr.  J.  H.  Born 
and  (2)  “Congenital  Abnormalities”  by  Dr.  S.  R. 
Jagger. 

Westchester  County 

Plans  for  an  extensive  fall  and  winter  program 
of  educational  activities  are  announced  by  the 
county  society.  The  Public  Health  Committee, 
under  the  chairmanship  of  Dr.  Fairfax  Hall,  of 
New  Rochelle,  is  arranging  a series  of  five  post- 
graduate educational  evening  sessions,  to  which 
all  members  of  the  society  are  invited.  The 
first  was  given  at  the  New  York  Hospital,  West- 
chester Division,  White  Plains,  Wednesday 
evening,  September  10,  when  Dr.  Eugene  R. 
Marzuflo,  assistant  professor  of  medicine  at 
Long  Island  College  of  Medicine,  read  a paper 
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and  led  a discussion  on  “Practical  Considerations 
of  Blood  Dyscrasias.” 

On  Tuesday  evening,  September  16,  the 
society  held  its  first  regular  fall  meeting.  This 
meeting  also  was  held  at  New  York  Hospital, 
Westchester  Division,  with  the  business  session 
being  followed  by  a scientific  program  on  “The 
Psychiatric  Aspects  of  Pregnancy  and  Child- 
birth/’ presented  by  Dr.  Clarence  O.  Cheney, 
medical  director,  and  other  members  of  the 
professional  staff  of  the  hospital. 

At  the  October  21  meeting  the  society’s  guest 
speaker  will  be  Dr.  Walter  L.  Niles,  of  New 
York  City,  whose  topic  will  be  “The  Art  of  the 
Practice  of  Medicine.” 

On  November  12,  the  second  postgraduate 
educational  program  will  be  held,  the  speaker 
being  Dr.  George  H.  Roberts,  Jr.,  associate  pro- 
fessor of  pharmacology  at  Long  Island  College, 
on  the  topic,  “Recent  Advances  in  Therapeutics.” 

The  one  hundred  and  forty-fourth  annual 
meeting  of  the  society  will  be  held  in  White 
Plains  on  November  18,  when  new  officers  headed 
by  Dr.  George  C.  Adie,  of  New  Rochelle,  presi- 
dent-elect, will  be  inducted  into  office.  Addresses 
will  be  delivered  by  Dr.  Adie  and  by  Dr.  Reginald 
A.  Higgons,  of  Port  Chester,  retiring  president. 

Twenty-eight  members  of  the  White  Plains 
Medical  Society  participated  in  the  organization’s 
informal  golf  tournament  at  the  Gedney  Country 
Club,  arranged  by  Dr.  Harry  Klapper,  society 


president,  and  Dr.  H.  W.  Nottley,  secretary,  on 
September  10.  A dinner  followed. 

Dr.  Henry  T.  Kelly,  of  White  Plains,  chief-of- 
staff  of  White  Plains  Hospital,  who  had  prac- 
ticed medicine  forty  years  in  that  city,  died  at 
his  home  on  September  8 after  an  illness  of  four 
months.  He  was  in  his  sixty-sixth  year. 

Dr.  Kelly,  a former  president  of  the  county 
society,  returned  from  his  summer  home  on  Fire 
Island,  where  he  had  been  convalescing  from  a 
severe  attack  of  arthritis. 

Dr.  Malcolm  Goodridge,  president  of  the  New 
York  Academy  of  Medicine  and  a classmate  of 
Dr.  Kelly  at  the  College  of  Physicians  and  Sur- 
geons of  Columbia  University,  recalled  the 
latter’s  “horse  and  buggy  days”  in  the  city,  at 
a testimonial  dinner  January  11  in  the  West- 
chester Country  Club.  More  than  200  persons 
honored  Dr.  Kelly  at  the  event,  arranged  by  the 
medical  staff  and  the  board  of  governors  of  the 
hospital  in  celebration  of  the  fortieth  anniver- 
sary of  Dr.  Kelly’s  practice  in  White  Plains. 
The  date  also  marked  the  doctor’s  sixty-fifth 
birthday. 

A large  silver  plate  was  presented  to  the  guest 
of  honor  and  his  services  to  the  community 
were  praised  by  John  W.  Appel,  Jr.,  president 
of  the  White  Plains  Hospital  Association;  James 
R.  Stevenson,  member  of  the  board  of  governors ; 
and  C.  B.  Winslow,  vice-president  of  the  hospital 
association. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Tausbee  B.  Beatty 

32 

Hahne.  Phila. 

August  7 

Margaretville 

Edward  L.  Blake 

58 

L.  I.  C.  Hospital 

June  12 

Brooklyn 

James  C.  Coles 

67 

Dunham  Chicago 

August  2 

Ellenville 

John  P.  Conroy 

80 

Bell. 

September  13 

Manhattan 

Ethel  M.  Dolinskv 

65 

N.  Y.  M.  C.  & H.  Worn. 

June  27 

Manhattan 

Henry  T.  Kelly 

66 

P.  & S.  N.  Y. 

September  8 

White  Plains 

Vincent  J.  McAuliffe 

49 

Baylor 

September  8 

Huntington 

Henry  D.  Niles 

40 

Johns  Hopkins 

August  27 

Manhattan 

Joseph  F.  Trudnowski 

54 

Buffalo 

August  20 

Buffalo 

Alfred  W.  White 

66 

Cornell 

September  9 

Brooklyn 

HAPHAZARD  VITAMIN  SWALLOWING 

Everyone  agrees  that  nutrition  is  an  essential 
element  in  national  defense.  It  is  conceded  that 
nothing  must  interfere  with  the  supply  of  an  ade- 
quate balanced  diet  to  the  entire  population  and 
that  vitamins  destroyed  en  masse  by  the  process- 
ing of  foods  should  be  restored  to  the  finished 
product. 

There  is  a reverse  side  to  the  picture,  however, 
remarks  the  New  York  Medical  Week,  which 
should  not  be  ignored.  That  is  the  indiscrimi- 
nate ingestion  of  large  quantities  of  vitamins 
without  medical  supervision.  This  not  only  con- 
sumes income  which  might  better  be  employed 
in  the  purchase  of  necessary  foods,  but  may  do 
actual  physical  harm. 

As  Dr.  Russell  M.  Wilder,  chairman  of  the 
Committee  on  Foods  of  the  National  Research 
Council,  told  the  Institute  of  Food  Technologists 


recently,  we  do  not  know  enough  about  nutrition 
to  try  to  improve  on  nature  by  adding  vitamins 
to  foods  from  which  they  are  naturally  absent. 
There  is  considerable  evidence  that  the  hap- 
hazard injection  of  vitamin  concentrates  into 
foods  is  harmful.  The  vitamin  requirements  of 
the  body  are  delicately  balanced.  If  the  intake  of 
one  vitamin  is  increased,  ingestion  of  the  others 
must  be  adjusted  in  proportion.  Obviously, 
this  demands  expert  medical  judgment. 

The  profession  has  a triple  responsibility  in 
this  important  matter  of  national  diet.  First,  it 
must  keep  abreast  of  modern  nutritional  science. 
Second,  it  must  give  the  public  detailed  practical 
instruction  in  what  to  eat.  Third,  it  must  warn, 
repeatedly  and  persistently,  against  the  addition 
of  vitamin  concentrates  to  the  normal  diet  with- 
out verified  cause. 


THE  NEW  YORK  ACADEMY  OF  MEDICINE 

Annual  Graduate  Fortnight 

October  13  to  October  24,  1941 

SUBJECT  OF  THE  FORTNIGHT:  "CARDIOVASCULAR  DISEASES 
INCLUDING  HYPERTENSION” 


MORNING  PANEL  DISCUSSIONS — 1 1:00  A.M.  TO  12:30  P.M.— HOSACK  HALL 


Tuesday,  October  14 

Heart  Failure,  Pathological  Physiology,  Symptomatology 
and  Treatment 

Chairman:  Paul  D.  White 
Physician 

Massachusetts  General  Hospital 
Members: 

Lewis  A.  Conner  Milton  J.  Raisbeck 

Harry  Gold  Harold  J.  Stewart 

Friday,  October  17 

Diseases  of  the  Coronary  Arteries  and  Their  Treatment 
Chairman:  Robert  L.  Levy 

Professor  of  Clinical  Medicine 
College  of  Physicians  and  Surgeons 
Columbia  University 

Members: 

Cary  Eggleston  Edwin  P.  Maynard,  Jr. 

Arthur  M.  Master  Harold  E.  B.  Pardee 


Tuesday,  October  21 

Peripheral  Vascular  Disease,  Diagnosis  and  Treatment, 
Including  the  Role  of  Alcohol  and  Tobacco 

Chairman:  Edgar  V.  Allen 

Associate  Professor  of  Medicine 
University  of  Minnesota  Graduate  School 

Members: 

Gerald  H.  Pratt  J.  Murray  Steele 

Samuel  Silbert  Irving  S.  Wright 

Friday,  October  24 

Hypertension  and  the  Present  Status  of  Therapy 

Chairman:  Harry  Goldblatt 

Professor  of  Experimental  Pathology 
Western  Reserve  University 

Members: 

Arthur  M.  Fishberg  Henry  A.  Schroeder 

Tinsley  R.  Harrison  Walter  Timme 

Herman  O.  Mosenthal  Carnes  Weeks 


AFTERNOON— HOSPITAL  CLINICS 
All  clinics  will  be  held  from  2:00  to  5:00 
First  Week  Second  Week 


Monday , October  13 

1.  Bellevue 

2.  St.  Luke’s 

Tuesday , October  14 

3.  Flower-Fifth  Avenue 

4.  Mount  Sinai 

Wednesday,  October  15 

5.  Montefiore 


6.  Presbyterian 

Thursday,  October  16 

7.  Morrisania 

8.  New  York 

Friday,  October  17 

9.  Beth  Israel 

10.  Post-Graduate 


Monday,  October  20 

11.  Bellevue 

12.  Lenox  Hill 

Tuesday,  October  21 

13.  Mount  Sinai 

14.  Post-Graduate 

Wednesday,  October  22 

15.  Montefiore 


16.  Presbyterian 

Thursday,  October  23 

17.  New  York 

18.  Polyclinic 

Friday,  October  24 

19.  Roosevelt 

20.  St.  Vincent’s 


EVENING  SESSIONS— 8:30  AT  THE  NEW  YORK  ACADEMY  OF  MEDICINE 

Monday,  October  13  3. 

I.  ADDRESS  OF  WELCOME 

Malcolm  Goodridge,  President,  The  New  York 
Academy  of  Medicine 


II.  SCIENTIFIC  PROGRAM 

1.  The  Ludwig  Kast  Lecture:1  Basic  hemodynamic 

principles  essential  to  interpretation  of  cardio- 
vascular disorders 

Carl  Wiggers,  Professor  of  Physiology,  Western 
Reserve  University  School  of  Medicine 

2.  The  Wesley  M.  Carpenter  Lecture:  Heart  failure 

Paul  D.  White,  Lecturer  in  Medicine,  Harvard 
Medical  School 

Tuesday,  October  142 

1.  Coronary  insufficiency:  Observations  on  diagnosis 

and  treatment 

Robert  L.  Levy,  Professor  of  Clinical  Medicine, 
College  of  Physicians  and  Surgeons,  Columbia 
University 

2.  Pathology  of  arteriosclerosis,  with  special  reference 

to  coronary  arteries 

Timothy  Leary,  Emeritus  Professor  of  Pathology, 
Tufts  College  Medical  School 


1 In  honor  of  Dr.  Ludwig  Kast  who  proposed  the 
Graduate  Fortnight. 

2 Program  arranged  by  courtesy  of  the  Section  of 

Neurology  and  Psychiatry. 


Arteriosclerosis:  Social  significance  and  recent  ad- 
vances in  treatment 

George  Morris  Piersol,  Professor  of  Medicine, 
Graduate  School  of  Medicine,  University  of 
Pennsylvania 

Wednesday,  October  153 

1.  Advances  in  our  knowledge  of  endocarditis  with 

special  reference  to  the  therapy  of  subacute 
bacterial  endocarditis 

Emanuel  Libman,  Consulting  Physician,  The 
Mount  Sinai  Hospital 

2.  Neurocirculatory  asthenia  and  related  problems  in 

military  medicine 

Bernard  S.  Oppenheimer,  Physician  to  The 
Mount  Sinai  Hospital 

3.  Syphilis  of  the  cardiovascular  system 

Edwin  P.  Maynard,  Jr.,  Assistant  Clinical  Pro- 
fessor of  Medicine,  Long  Island  College  of 
Medicine 


Thursday,  October  16 

1.  Arrhythmias,  including  paroxysmal  tachycardia,  and 
their  treatment 

Isaac  Starr,  Research  Professor  of  Therapeutics, 
University  of  Pennsylvania  School  of  Medicine 

3  Program  arranged  by  courtesy  of  the  Sections  of 
Genito-Urinary  Surgery  and  Otolaryngology. 


1974 


October  1,  1941] 


ANNUAL  GRADUATE  FORTNIGHT 


1975 


2.  The  value  and  limitations  of  the  electrocardiogram 

in  medical  practice 

H.  M.  Marvin,  Associate  Clinical  Professor  of 
Medicine,  Yale  University  School  of  Medicine 

3.  Evaluation  of  drugs  used  in  the  treatment  of  cardio- 

vascular diseases 

Arthur  C.  De  Graff,  Samuel  A.  Brown  Professor 
of  Therapeutics,  New  York  University  College 
of  Medicine 


Friday,  October  174 

1.  Surgery  of  the  heart  and  large  vessels 

Edward  D.  Churchill,  John  Homans  Professor 
of  Surgery,  Harvard  Medical  School 

2.  Surgical  treatment  of  peripheral  embolism  and  pe- 

ripheral aneurysm 

Gerald  H.  Pratt,  Assistant  Clinical  Professor  of 
Surgery,  Post-Graduate  Medical  School,  Colum- 
bia University 


Monday,  October  205 

1.  Thrombophlebitis 

Irving  S.  Wright,  Professor  of  Clinical  Medicine, 
Post-Graduate  Medical  School,  Columbia  Uni- 
versity 

2.  Heparin 

D.  W.  Gordon  Murray,  Surgeon,  Toronto  General 
Hospital 


Tuesday,  October  216 

1.  Raynaud’s  disease 

James  C.  White,  Assistant  Professor  of  Surgery, 
Harvard  Medical  School 

2.  Thromboangiitis  obliterans 


4 Program  arranged  by  courtesy  of  the  Section  of 
Orthopedic  Surgery. 

5 Program  arranged  by  courtesy  of  the  Section  of 
Ophthalmology  and  the  New  York  Roentgen  Society. 

6 Program  arranged  by  courtesy  of  the  Section  of 

Medicine. 


Edgar  V.  Allen,  Associate  Professor  of  Medicine, 
University  of  Minnesota  Graduate  School 

3.  Experimental  studies  related  to  shock 

Magnus  I.  Gregersen,  Professor  of  Physiology, 
College  of  Physicians  and  Surgeons,  Columbia 
University 

Wednesday,  October  22 

1.  Influence  of  extrinsic  factors  on  the  coronary  flow 

and  the  clinical  course  of  heart  disease 

N.  C.  Gilbert,  Professor  of  Medicine,  North- 
western University  Medical  School 

2.  Treatment  of  heart  disease  in  childhood 

T.  Duckett  Jones,  Research  Director  and  Visiting 
Physician,  House  of  Good  Samaritan  Hospital, 
Boston 

3.  Management  of  heart  disease  in  pregnancy 

Harold  E.  B.  Pardee,  Assistant  Professor  of 
Clinical  Medicine,  Cornell  University  Medical 
College 

Thursday,  October  237 

1.  Mechanism  and  treatment  of  pulmonary  edema 

Soma  Weiss,  Hersey  Professor  of  the  Theory  and 
Practice  of  Physic,  Harvard  University 

2.  Natural  history  of  rheumatic  cardiac  disease 

Alfred  E.  Cohn,  Member  of  Rockefeller  Institute 
for  Medical  Research 

Friday,  October  24 

1.  Mechanism  of  essential  hypertension 

Harry  Goldblatt,  Professor  of  Experimental 
Pathology,  Western  Reserve  University 

2.  Effects  of  renal  extracts  on  hypertension 

Tinsley  R.  Harrison,  Professor  of  Medicine, 
Bowman  Gray  School  of  Medicine  of  Wake 
Forest  College 

3.  Concluding  remarks 

Irving  S.  Wright,  Chairman,  Fortnight  Com- 
mittee 


7  Program  arranged  by  courtesy  of  the  New  York 
Pathological  Society. 


THE  DOCTOR  IS  THE  KEY  MAN 

In  any  community  plan  for  safe  maternity,  the 
doctor  takes  the  key  position.  He  it  is  who  is 
teacher,  guide,  and  leader.  The  life  and  health 
of  mothers  and  babies,  the  future  of  their  families 
depends  upon  his  ministrations  and  counsel. 
A doctor  to  fulfill  his  tasks  should  either  have  a 
certificate  from  the  American  Board  of  Obstetrics 
and  Gynecology  or  have  other  evidence  of  ade- 
quate preparation  and  experience  in  obstetrics. 

The  nurse’s  work  must  complement  the 
doctor’s  so  that  the  mother  will  receive  care 
that  is  complete  and  the  doctor  will  have  the 
nursing  assistance  he  needs  to  enable  him  to  do 
his  work  well. 

To  perform  these  tasks  requires  training  and 
skill  and  tact  of  the  highest  order.  A maternity 
nurse  cannot  be  a Sairey  Gamp,  no  matter  how 
willing.  She  must  be  a graduate  nurse  from  a 
recognized  school  of  nursing.  She  must  have 
had  special  training  and  experience  in  the  care 
of  mothers  and  babies,  and  she  must  have  a 
thorough  knowledge  of  basic  public  health  prin- 
ciples as  well  as  obstetrics.  But  more  than  that, 
she  must  understand  the  worth  of  each  individual 
and  have  the  desire  and  the  ability  to  inspire 
them  to  do  things  for  themselves. 


This  country  has  too  many  hospitals  which  are, 
to  put  it  mildly,  public  menaces  to  mothers  and 
babies.  They  are  protected  by  small-town  pride, 
by  politics,  by  ignorance,  by  lack  of  public  in- 
terest, by  unscrupulous  tactics.  Mothers  would 
do  much  better  if  they  had  their  babies  at  home 
rather  than  to  go  to  one  of  these  unsafe  hospitals. 
The  quality  and  quantity  of  local  hospital 
facilities  need  to  be  faced  squarely.  If  a local 
hospital  does  not  meet  the  requirements  of  the 
American  College  of  Surgeons,  which  in  them- 
selves do  not  guarantee  hospital  care  of  the  first 
grade,  plans  should  be  made  either  to  im- 
prove the  hospital  or,  if  that  is  not  possible, 
to  care  for  mothers  and  babies  in  their  own 
homes. 

The  specifications  for  a safe  hospital  for  ma- 
ternity patients  are  simple  but  rigid:  separate 
maternity  wing  or  floor  with  no  direct  connection 
with  other  parts  of  the  hospital,  including 
separate  delivery  room  and  nursery;  medical 
and  nursing  staff  of  the  maternity  division  en- 
tirely separate  from  rest  of  hospital;  expert 
specialist  service  always  available;  no  major 
operative  procedures  without  consultation. 

— Maternity  Center  Briefs 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


BEST  wishes  and  congratulations  to  the 
three  new  counties : Warren — Mrs.  Leonard 
Hulsebosch,  president,  Glens  Falls;  Chau- 
tauqua— Mrs.  Gifford  Hayward,  president, 
Jamestown;  Cattaraugus — Mrs.  E.  C.  Moore, 
president,  Olean. 

The  Bulletin 

Extra  copies  of  the  post-convention  issue  of  the 
Bulletin  of  the  Woman’s  Auxiliary  are  available. 
You  may  begin  your  subscriptions  with  this  issue 


if  you  desire.  It  is  an  interesting  and  valuable 
number,  containing  four  of  the  major  programs 
of  the  national  organization  which  have  to  do 
with  plans  for  home  defense.  It  is  the  plan  of  the 
national  board  to  use  the  official  publication  to 
present  all  important  material  to  the  members  of 
the  Woman’s  Auxiliary.  All  issues  of  the  Bulletin 
will  contain,  therefore,  important  programs  and 
articles  presenting  information  necessary  for  the 
efficient  promotion  of  our  Auxiliary  projects. 

Subscribers  are  entitled  to  four  issues  of  the 
Bulletin  for  one  dollar. 


County  News 


Erie.  At  the  September  30  meeting  a sound 
motion  picture,  “The  American  Way,”  was  pre- 
sented through  the  courtesy  of  the  American  Air- 
lines. On  October  28  Mrs.  Ethel  Holmes  Mun- 
sey  will  give  a book  survey. 

An  Erie  County  Invitation 

Mark  your  calendar  for  a day  of  fun 
October  the  second,  nineteen  forty-one. 

Come  and  help  with  all  your  might 
Jamestown  is  hostess  from  morn  until  night. 

When  led  by  our  President  Betty  Wertz 
Who  could  refuse  to  have  fun  and  works. 

Woman’s  Auxiliary  true  and  strong 
Jokes  and  laughs  and  rolls  along. 

You’ll  be  considered  a social  wreck 
Should  you  fail  to  make  this  8th  District  trek. 

Keeping  expenses  cut  to  the  bone 
We’ll  receive  free  advice  on  decorating  a home. 

A tour  through  a furniture  factory  you  will  agree 
Is  just  the  thing  we  all  want  to  see. 

To  Hubby  just  say  you’ll  be  free 
But  to  Jamestown  must  go  me  and  thee. 

Our  Guest  of  Honor  is  hard  to  date 
She  is  Mrs.  George  B.  Adams,  President  of  State. 

Our  pots  and  pans  we’ll  forget  for  a day 
While  our  aluminum  dishes  we  must  give  away. 

The  8th  District  Meeting  will  be  a big  success 
With  scientific  papers,  good  speakers  and  food  for 
our  guest. 

We  will  lunch  with  our  doctors,  won’t  that  be 
fun? 

Pay  no  mind  to  the  weather  rain  or  sun. 

You’ll  hear  talk  on  diet  for  National  Defense! 
But  join  the  Woman’s  Auxiliary  and  take  the 
consequence — 

Because!  we’re  in  the  Auxiliary  now. 

Fulton.  At  the  last  meeting  of  the  auxiliary 
it  was  voted  to  give  $5.00  to  the  Fulton  County 
Children’s  Health  Camp.  A party  was  planned 
for  the  benefit  of  Bundles  for  Britain,  Inc. 


Nassau.  A luncheon  and  executive  board 
meeting  was  held  at  the  home  of  Mrs.  Byron  St. 
John,  president.  The  program  and  plans  for  the 
year  were  outlined.  The  annual  membership 
tea  was  held  on  September  29  at  the  Auditorium 
of  the  Nassau  Hospital,  Mineola.  A Nutrition 
Day  for  the  county  will  be  sponsored  by  the 
auxiliary  on  October  22. 

Oneida.  Mrs.  Fred  G.  Jones,  president,  enter- 
tained the  executive  board  at  a luncheon.  Plans 
were  made  for  the  work  ahead.  A special  meet- 
ing of  the  membership  was  called  to  discuss  Na- 
tional Defense  projects.  The  auxiliary  will  re- 
sume its  routine  meetings  in  October. 

Oswego.  Oswego  now  ranks  sixteenth  in  New 
York  State.  This  city  now  has  56  per  cent  of  its 
young  children  immunized.  The  woman’s  aux- 
iliary has  encouraged  the  work  against  diph- 
theria as  its  civic  project.  This  has  sent  Oswego 
steadily  upward  in  scale. 

Queens  has  been  working  during  the  summer 
on  a “Health  Defense  Forum”  to  take  place  at 
their  Medical  Building,  Forest  Hills,  on  October 
22.  The  hour  is  8:30  p.m.  The  underlying 
thought  is  “The  Health  of  the  People  is  the 
Strength  of  the  Nation.”  Many  noted  speakers 
including  Mayor  La  Guardia  are  scheduled. 
Mrs.  Walter  J.  Lynch,  chairman  of  this  commit- 
tee, is  also  planning  to  enroll  women  for  Red 
Cross,  First  Aid,  and  Nutrition  courses  and  to 
provide  recreation  for  the  doctors  in  the  service. 
There  will  be  public-health  talks  by  our  women 
in  the  various  clubs.  Mrs.  M.  A.  Sanders, 
library  chairman,  is  endeavoring  through  bridge 
parties  held  in  various  homes  to  raise  money  for  a 
contribution  to  the  Queens  Medical  Library. 
The  membership  chairman,  Mrs.  Edwin  Core,  is 
planning  one  of  the  largest  membership  teas  in 
the  history  of  the  auxiliary.  The  first  regular 
meeting  will  be  held  at  the  Medical  Society  Build- 
ing, September  23,  at  8:00  p.m.  Mrs.  Michael 
M.  Schultz,  president,  will  preside. 

Schenectady.  The  auxiliary  raised  $1,117  for 
medical  relief. 


Q.  I always  use  the  syrup  in  which  canned  fruit  comes.  But 
has  it  any  food  value? 

A.  I am  glad  to  learn  you  use  it  because  it  has  excellent 
food  values.  It  contains  sugar  and  other  carbohydrates 
as  well  as  valuable  food  components,  such  as  vitamins 
and  minerals,  (i ) 

American  Can  Company,  230  Park  Avenue,  Newr  York,  N.  Y. 

(i) 

1925.  J.  Home  Econ.  17,  377. 

1930.  J.  Home  Econ.  25,  588. 

1938.  Commercial  Fruit  and  Vegetable  Products,  Second  Edition, 

W.  V.  Cruess,  McGraw-Hill,  New  York. 

1940.  J.  Hygiene  40,  699. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  in  this  advertisement  are  accept- 
able to  the  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


WOMAN’S  AUXILIARY 


ONEIDA 


ORLEANS] 


monroeTwavne 


GENESEE 


OTSEGO 


CMtNAMOO 


STEUBEN  Purity 


CATTARAUGUS 


ULSTER. 

^>11  lOUTCWESS 


DELAWARE 


ORANGE 


NEW  YORKw, 


OUR  DISTRICTS 

1 CUNTON  | 

NEW  YORK  STATE 

>*5T.  LAWRENCE!  J 

STOP!  LOOK!  LISTEN! 

This  map  shows  you  how  weak  we  are  as  a state  auxiliary.  The  organized  counties  [ dark  ] are 
scattered  in  isolated  sections  of  the  state  and  have  no  connecting  link.  It  is  my  job  to  join  these  sec- 
tions of  our  chain.  You  all  know  that  a chain  is  only  as  strong  as  its  weakest  link  and  it  is  to  the 
unorganized  counties,  the  weak  links,  that  I now  appeal.  We,  the  organized  auxiliaries,  want  you 
to  be  that  connecting  link,  we  need  you  to  give  us  new  life  and  strength.  Only  in  unity  is  there 
strength  and  the  old  adage  “united  we  stand,  divided  we  fall”  is  applicable  in  this  instance. 

By  our  very  name — Auxiliary  to  the  Medical  Society — our  job  is  designated  for  us.  We  are  the 
assistants,  the  helpers,  the  cooperators,  the  collaborators,  in  fact,  the  supporters  of  the  medical 
societies — county,  state,  and  national. 

The  question  of  “What  will  we  individually  and  collectively  get  out  of  organizing,”  will  no  doubt 
arise  in  your  minds  so  I will  anticipate  that  thought  and  answer  it  for  you. 

Benefits  individually  and  collectively  derived  from  an  organized  auxiliary  are  many  and  far  reach- 
ing and  I will  attempt  to  list  only  a few  of  the  more  important  ones.  You  need  the  organization 
behind  you  and  your  community  because : 

(1)  You  are  a vital  part  of  your  community  and  its  public  health  problems  and  you  can  exert  your 
influence  more  effectively  through  a medical  organization. 

(2)  Your  organization  brings  about  a unity  and  friendliness  through  fellowship  among  doctors 
and  their  wives. 

(3)  Your  interest  in  your  auxiliary  will  stimulate  the  interest  of  your  husbands  in  their  county 
medical  society. 

The  medical  societies  exist  for  the  doctors'  interests,  individually  and  collectively,  and  therefore  we, 
as  an  auxiliary,  exist  for  the  same  purpose. 

Betty  Wertz,  Chairman — Organization  Committee 
91  Parker  Avenue 
Buffalo,  New  York 
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Ipral  produces  a sound,  restful  sleep, 
closely  resembling  the  normal  from 
which  the  patient  awakens  generally 
calm  and  refreshed.  This  safe,  effec- 
tive sedative  is  therefore  useful  in 
combatting  sleeplessness  which  may 
be  occasioned  by  worry,  by  mental 
strain,  by  disease,  or  by  the  dread  of 
operative  procedure. 

Ipral  is  a dialkyl  barbiturate,  the 
action  of  which  is  classified  between 
preparations  of  rather  prolonged  ac- 
tion and  those  of  relatively  brief 
effect.  During  the  more  than  fifteen 
years  in  which  it  has  been  in  use,  no 
untoward  effects  have  been  reported 
from  its  use  in  the  usual  therapeutic 
dosage.  Even  in  the  larger  therapeu- 
tic doses  the  effect  on  heart,  circula- 


tion and  blood  pressure  is  negligible. 

Ipral  is  readily  absorbed  and  elim- 
inated. The  therapeutic  dose  is  small 
(2  to  4 grains)  and  it  is  free  from 
cumulative  effects  when  dosage  is 
properly  regulated.  Ipral  Calcium 
(calcium  ethylisopropylbarbiturate ) 
is  supplied  in  2-grain  tablets  as  well 
as  in  powder  form  for  use  as  a seda- 
tive and  hypnotic;  also  in  3A -grain 
tablets  for  use  when  it  is  desired  to 
secure  a mild  sedative  effect  through- 
out the  day.  Ipral  Sodium  (sodium 
ethylisopropylbarbiturate ) is  sup- 
plied in  4-grain  tablets  for  pre-anes- 
thetic medication. 

• 

For  literature,  address  Professional  Service 
Department,  745  Fifth  Avenue,  New  York 


Squibb  & Sons,  New  York 

RING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  t85S 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


RECEIVED 


Infantile  Paralysis,  Anterior  Poliomyelitis. 

By  Philip  Lewin,  M.D.  Octavo  of  372  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1941.  Cloth,  $6.00. 

The  American  Illustrated  Medical  Dictionary. 

A complete  dictionary  of  the  terms  used  in 
Medicine,  Surgery,  Dentistry,  Pharmacy,  Chem- 
istry, Nursing,  Veterinary  Science,  Biology, 
Medical  Biography,  etc.  By  W.  A.  Newman 
Dorland,  M.D.  Nineteenth  edition.  Octavo  of 
1,647  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1941.  Cloth.  Plain,  $7.00. 
Thumb-Indexed,  $7.50. 

Play  for  Convalescent  Children  in  Hospitals 
and  at  Home.  By  Anne  M.  Smith.  Octavo  of 
133  pages.  New  York,  A.  S.  Barnes  & Com- 
pany, 1941.  Cloth,  $1.60. 

Start  Today:  Your  Guide  to  Physical  Fitness. 

By  C.  Ward  Crampton,  M.D.  Octavo  of  224 
pages,  illustrated.  New  York,  A.  S.  Barnes  & 
Company,  1941.  Cloth,  $1.75. 

The  March  of  Medicine.  The  New  York 
Academy  of  Medicine  Lectures  to  the  Laity, 

1940.  Octavo  of  154  pages.  New  York,  Colum- 
bia University  Press,  1941.  Cloth,  $2.00. 

Orbital  Tumors.  Results  Following  the  Trans- 
cranial  Operative  Attack.  By  Walter  E.  Dandy. 
Octavo  of  168  pages,  illustrated.  New  York, 
Oskar  Piest,  1941.  Cloth,  $5.00. 

Chemistry  of  Food  and  Nutrition.  By  Henry 
C.  Sherman,  Ph.D.  Sixth  edition.  Octavo  of 
611  pages.  New  York,  Macmillan  Company, 

1941.  Cloth,  $3.50. 

Collected  Papers  of  the  Mayo  Clinic  and  the 
Mayo  Foundation.  Edited  by  Richard  M. 
Hewitt,  M.D.,  A.  B.  Nevling,  M.D.,  Harry  L. 
Day,  M.D.,  and  others.  Volume  XXXII. 
Octavo  of  1,190  pages,  illustrated.  Philadelphia, 

W.  B.  Saunders  Company,  1941.  Cloth,  $11.50. 

Effective  Living.  By  C.  E.  Turner,  A.M.,  and 
Elizabeth  McHose,  M.A.  Octavo  of  432  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Company, 
1941.  Cloth,  $1.90. 

School  Health  Services.  A Study  of  the  Pro- 
grams Developed  by  the  Health  Department  in 
Six  Tennessee  Counties.  By  W.  Frank  Walker, 
Dr.P.H.,  and  Carolina  Ii.  Randolph.  Octavo 
of  172  pages.  New  York,  The  Commonwealth 
Fund,  1941.  Cloth,  $1.50. 

Clinical  and  Experimental  Investigations  on 
the  Genital  Functions  and  Their  Hormonal 
Regulation.  By  Bernhard  Zondek.  Octavo  of 
264  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Company,  1941.  Cloth,  $4.50. 

Outlines  of  Industrial  Medical  Practice.  By 
Howard  E.  Collier,  M.D.  Octavo  of  440  pages. 
Baltimore,  Williams  & Wilkins  Company,  1941. 
Cloth,  $5.00. 

X-Ray  Therapy  of  Chronic  Arthritis.  By  Karl 
Goldhamer  M.D.  Octavo  of  131  pages,  illus- 
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trated.  Quincy,  Illinois,  Radiologic  Review 
Publishing  Company,  1941.  Cloth,  $2.00. 

Infantile  Paralysis.  A Symposium  Delivered 
at  Vanderbilt  University,  April,  1941.  Octavo 
of  239  pages,  illustrated.  New  York,  the  Na- 
tional Foundation  for  Infantile  Paralysis,  1941. 
Cloth. 

Papers  of  Wade  Hampton  Frost,  M.D.  A Con- 
tribution to  Epidemiological  Method.  Edited 
by  Kenneth  F.  Maxcy,  M.D.  Octavo  of  628 
pages,  illustrated.  New  York,  The  Common- 
wealth Fund,  1941.  Cloth,  $3.00. 

Electrocardiography:  Including  an  Atlas  of 

Electrocardiograms.  By  Louis  N.  Katz,  M.D. 
Quarto  of  580  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1941.  Cloth,  $10. 

Exercises  in  Electrocardiographic  Interpreta- 
tion. By  Louis  N.  Katz,  M.D.  Quarto  of  222 
pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1941.  Cloth,  $5.00. 

Abdominal  Surgery  of  Infancy  and  Childhood. 

By  William  E.  Ladd,  M.D.,  and  Robert  E. 
Gross,  M.D.  Octavo  of  455  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1941. 
Cloth,  $10. 

The  Pharmacological  Basis  of  Therapeutics. 

A Textbook  of  Pharmacology,  Toxicology  and 
Therapeutics  for  Physicians  and  Medical  Stu- 
dents. By  Louis  Goodman,  M.D.,  and  Alfred 
Gilman,  Ph.D.  Quarto  of  1,383  pages,  illus- 
trated. New  York,  Macmillan  Company,  1941. 
Cloth,  $12.50. 

Contact  Lens  Technique.  A Concise  and 
Comprehensive  Textbook  for  Practitioners.  By 
L.  Lester  Beacher,  Sc.D.  Second  edition. 
Octavo  of  125  pages,  illustrated.  New  York, 
the  author,  1941.  Cloth,  $3.50. 

The  Spectacle  of  a Man.  By  John  Coignard. 
Octavo  of  252  pages.  New  York,  Duell,  Sloan 
and  Pearce,  1941.  Cloth,  $2.50. 

The  Medical  Clinics  of  North  America.  July, 
1941.  Volume  25,  Number  4.  (Mayo  Clinic 
Number.)  Octavo.  Illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1941.  (Six  numbers  a 
year.)  Cloth,  $16  net;  paper,  $12  net. 

Lymphatics,  Lymph,  and  Lymphoid  Tissue. 
Their  Physiological  and  Clinical  Significance. 
By  Cecil  K.  Drinker,  M.D.,  and  Joseph  M. 
Yoffey,  M.D.  Octavo  of  406  pages,  illustrated. 
Cambridge,  Harvard  University  Press,  1941. 
Cloth,  $4.00. 

The  Analytical  Chemistry  of  Industrial  Poi- 
sons, Hazards  and  Solvents.  By  Morris  B. 
Jacobs,  Ph.D.  Volume  I of  “Chemical  Analy- 
sis.” A Series  of  Monographs  on  Analytical 
Chemistry  and  Its  Applications.  Octavo  of  661 
pages,  illustrated.  New  York,  Interscience 
Publishers,  Inc.,  1941.  Cloth,  $7.00. 

Mechanisms  of  Biological  Oxidations.  By 
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THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
’ Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


WOODLAWN  SANITARIUM,  INC. 

For  Medical  and  Surgical  Cases 

Complete  modern  equipment,  including  X-Ray,  fluoroscope  and 
combination  incubator  and  oxygen  tent  for  infants. 

412  East  238th  Street  Bronx,  IV.  Y. 

Telephone  FAirbanks  4-3601 
See  also  our  adv.  p.  49a  Medical  Directory 


“HOW  OLD  IS ” 


The  story  of  the  experience  of  a psychiatrist  in  a 
schoolroom,  appeared  recently  in  an  article  on  mental 
| health  in  a contemporary  medical  journal. 

The  psychiatrist,  testing  the  pupils,  said,  “Now  I am 
going  to  tell  you  a story  and  I want  you  to  tell  me  what 
you  think  of  it.  I am  interested  in  learning  how  you 
think  and  the  most  important  thing  to  me  will  be  not 
what  you  think,  but  how  you  arrive  at  it.  The  story  is 
this : The  United  States  is  bounded  on  the  north  by  the 
Gulf  of  Mexico,  on  the  south  by  the  Pacific  Ocean,  on  the 
east  by  Canada  and  on  the  west  by  the  Atlantic  Ocean — 
now  can  you  tell  me  how  old  I am?” 

When  no  one  answered,  he  told  the  story  again  and 
encouraged  anyone  who  might  have  an  idea  as  to  his  age 
to  speak  up.  Finally  a small  hand  went  up  near  the 
back  of  the  room  and  Johnny  said,  “I’d  guess  you’re  44 
years  old.” 

The  psychiatrist  answered,  “That’s  exactly  right — 
what  I want  to  know  is  how  you  could  tell,”  to  which 
the  boy  said,  “Well,  I have  a brother  at  home.  He’s 
been  a lot  of  trouble  to  the  family  ever  since  he  was  born. 
We’ve  had  him  to  about  all  the  doctors  around  here, 
and  they  all  say  that  he’s  half  nuts.” 


“That’s  interesting,”  said  the  psychiatrist,  “but  how 
can  you  tell  how  old  I am  from  that?” 

The  boy  answered,  “Well,  mister,  my  brother  is  22 
vears  old.” 


The  question  of  age  comes  up  in  a physician’s  practice 
as  many  times  a day  as  he  has  a new  patient.  Many 
of  the  problems  of  the  treatment  and  care  of  a patient 
are  settled  through  knowing  the  age  of  the  individual  be- 
cause so  many  diseases  appear  more  frequently  in  certain 
periods  of  life.  Knowing  the  age  helps  in  the  diagnosis. 

The  history  of  a patient  is  important,  too,  as  every 
practitioner  knows. 

“Diagnosing”  the  value  of  a sanitarium  or  the  con- 
valescent home  might  follow  a similar  pattern.  Yet,  in 
all  fairness  to  less  aged  institutions,  length  of  establish- 
ment should  not  be  the  only  test  of  efficiency.  True,  a 
long  experience  has  many  merits,  but  the  history  of  this 
experience  is  a far  more  reliable  criterion. 

Practically  all  have  literature  that  can  be  filed  for 
reference  and  which  may  be  helpful  in  satisfying  a patient 
that  the  institution  you  recommend  is  all  you  say  it  is. 


PINE WOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene.  Emphasizing 
diagnosis  and  treatment  of  Neuro-psychiatric  cases. 

In  addition  to  the  usual  forms  of  treatment  (occupational  therapy, 
physiotherapy,  outdoor  exercise,  etc.)  we  specialize  in  more  specific 
techniques.  Insulin,  Metrazol  and  Electro  shock.  Psychological  and 
physiological  studies.  Psychoanalytic  approach . 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 
Dr.  Barnett  Rosenblum  ) Resident  Tel:  KATONAH  775 

Dr.  Abram  Lichtyger  ) Physicians  YONKERS  5786 

N.  Y.  Office:  25  West  54th  St.  Tues.  & Fri.  by  appointment 
Circle  7-2380 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates  — Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


LOUDEN-KNICKERBOCKER  HAIL.1” 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 
Full  inf ormation  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 
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David  E.  Green.  Octavo  of  181  pages.  Cam- 
bridge: At  the  University  Press;  New  York: 
Macmillan  Company,  1941.  Cloth,  $2.75. 

The  Care  of  the  Aged  (Geriatrics).  By  Mal- 
ford  W.  Thewlis,  M.D.  Third  edition.  Octavo 
of  579  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Company,  1941.  Cloth,  $6.00. 

Essentials  of  Pharmacology  and  Materia 
Medica  for  Nurses.  By  Albert  J.  Gilbert,  M.D., 
and  Selma  Moody,  R.N.  Octavo  of  251  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Company, 
1941.  Cloth,  $2.25. 

A Textbook  of  Bacteriology.  By  R.  W.  Fair- 
brother,  M.D.  Third  edition.  Octavo  of  451 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Company,  1941.  Cloth,  $5.00. 

Synopsis  of  Applied  Pathological  Chemistry. 
By  Jerome  E.  Andes,  M.D.,  and  A.  G.  Eaton, 
M.A.  Duodecimo  of  428  pages.  St.  Louis, 
C.  V.  Mosby  Company,  1941.  Cloth,  $4.00. 

Handbook  of  Communicable  Diseases.  By 
Franklin  H.  Top,  M.D.,  and  Collaborators. 
Octavo  of  682  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Company,  1941.  Cloth,  $7.50. 

Microbes  Which  Help  or  Destroy  Us.  By 
Paul  W.  Allen,  Ph.D.,  D.  Frank  Holtman,  Ph.D., 
and  Louise  A.  McBee,  M.S.  Octavo  of  540  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Companv, 
1941.  Cloth,  $3.50. 

Cardiac  Clinics.  A Mayo  Clinic  Monograph. 
By  Frederick  A.  Willius,  M.D.  Octavo  of  276 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Company,  1941.  Cloth,  $4.00. 

Principles  of  Microbiology.  By  Francis  E. 
Cohen,  M.S.,  and  Ethel  J.  Odegard,  R.N. 
Octavo  of  444  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Company,  1941.  Cloth,  $3.00. 

Necropsy.  A Guide  for  Students  of  Anatomic 
Pathology.  By  Bela  Halpert,  M.D.  Duodecimo 


of  75  pages.  St.  Louis,  C.  V.  Mosby  Companv, 
1941.  Cloth,  $1.50. 

Edith  Cavell.  By  Helen  Judson.  Octavo  of 
288  pages.  New  York,  Macmillan  Company, 
1941.  Cloth,  $2.50. 

Fundamentals  of  Comparative  Embryology  of 
the  Vertebrates.  By  Alfred  F.  Huettner. 
Octavo  of  416  pages,  illustrated.  New  York, 
Macmillan  Company,  1941.  Cloth,  $4.50. 

Trauma  and  Disease.  Edited  by  Leopold 
Brahdy,  M.D.,  and  Samuel  Kahn,  M.D.  Second 
edition.  Octavo  of  655  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1941.  Cloth,  $7.50. 

Operative  Surgery  Including  Anesthesia,  Pre- 
and  Postoperative  Treatment,  Principles  of 
Surgical  Technic,  Blood  Transfusion,  and  Ab- 
dominal Surgery.  Edited  by  Frederic  W.  Ban- 
croft, M.D.  Quarto  of  1,102  pages,  illustrated. 
New  York,  D.  Appleton-Century  Company, 
1941.  Cloth. 

Gould’s  Medical  Dictionary.  Edited  by  C.  V. 
Brownlow.  Fifth  revised  edition.  Quarto  1,528 
pages,  illustrated.  Philadelphia,  Blakiston 
Company,  1941.  Cloth.  Plain,  $7.00.  Thumb- 
indexed,  $7.50. 

Developmental  Diagnosis.  Normal  and  Ab- 
normal Child  Development.  Clinical  Methods 
and  Practical  Applications.  By  Arnold  Gesell, 
M.D.,  and  Catherine  S.  Amatruda,  M.D. 
Octavo  of  447  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.,  1941.  Cloth,  $6.50. 

Fatal  Partners:  War  and  Disease.  By  Ralph 
H.  Major,  M.D.  Octavo  of  342  pages,  illus^- 
trated.  Garden  City,  Doubleday-Doran  & Com- 
pany, 1941.  Cloth,  $3.50. 

Clinical  Immunology,  Biotherapy  and  Chemo- 
therapy in  the  Diagnosis,  Prevention  and  Treat- 
ment of  Disease.  By  John  A.  Kolmer,  M.D.,  and 
Louis  Tuft,  M.D.  Octavo  of  941  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1941.  Cloth,  $10. 


REVIEWED 


Hernia.  By  Alfred  H.  Iason,  M.D.  In  Three 
Sections.  Historical  Evolution  of  Hernial  Sur- 
gery; Technical;  Medico-Legal  Aspects.  Quarto 
of  1,325  pages,  illustrated.  Philadelphia,  Blakis- 
ton Company,  1941.  Cloth,  $15. 

At  first  sight  this  book  of  1,325  pages  with  355 
illustrations  might  appear  a somewhat  ponderous 
treatise  on  a particular  surgical  subject.  A more 
careful  study  of  its  contents,  however,  will 
justify  its  size  because  of  the  inclusion  of  a greater 
amount  of  detailed  discussions  than  is  usually 
found  in  similar  presentations  of  this  subject. 
The  book  is  divided  into  three  sections:  His- 
torical Evolution  of  Hernial  Surgery,  Technical 
Aspects,  and  Medico-Legal  Aspects.  In  all 
these  sections  full  details  are  given,  even  to  the 
extent  of  verbatim  quotations  from  original 
texts.  The  preoperative  preparation  of  the 
patient,  “making  the  patient  safe  for  surgery,” 
to  which  55  pages  are  allotted,  if  carefully  noted, 
will  result  in  better  figures  in  the  “cured” 
columns.  It  would  seem,  however,  that  there 
is  a disproportionately  brief  discussion  of  the 
ambulant  treatment  of  hernia  by  injection.  The 
book  represents  an  accumulation  of  surgical 


data  and  experiences  to  which  the  author  has 
devoted  himself  with  extraordinary  energy  and 
perseverance.  The  resulting  Arbeit  is  a compre- 
hensive reference  book  on  hernia. 

Joseph  Raphael 

Applied  Physiology.  By  Samson  Wright, 
M.D.  Seventh  edition.  Octavo  of  787  pages, 
illustrated.  New  York,  Oxford  University  Press, 
1940.  Cloth,  $7.00. 

The  new  edition  of  this  well-known  book  main- 
tains the  same  standards  as  previous  editions. 
The  same  concise  style  presents  the  current 
views  of  physiology  in  the  broadest  sense  in 
such  a manner  as  to  make  the  information  readily 
accessible.  The  section  on  neurophysiology  is 
especially  well  done.  Although  the  information 
pertaining  to  the  major  branches  of  physiology 
is  complete,  there  is  a tendency  for  the  informa- 
tion to  be  scattered.  The  book  is  an  excellent 
reference  book  for  the  physician  wishing  an  effi- 
cient source,  but  its  organization,  together  with 
its  style,  leaves  much  to  be  desired  as  a student 
text — it  is  more  for  the  medical  graduate. 

G.  B.  Ray 
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BRIGHAM  HALL  HOSPITAL 


AT  CANANDAIGUA 


N 


FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.,  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in- Charge 


BRUNSWICK 
HOME 


A Private 
Sanitarium 
Broadway  and  Louden  Avenue 
AMITYVILLE,  L.  I.— Phone:  1700,  01,  02 

N.  y.  Office— 67  W.  44th  Street 

Tel:  MUrray  Hill  2-8323 

C.  L.  MARKHAM,  M.D.,  Supt. 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  nerv- 
ous disorders. 

Separate  accommoda- 
tions for  nervous  and 
backward  children. 
Physicians’  treatments 
rigidly  followed. 


CREST  VIE  Wr 

SANITARIUM 


Phone 

GREENWICH 
773 

f For  Nervous,  Mildly  Mental,  Digestive  and  Cardiovascu- 
' lar  cases,  and  special  care  for  ELDERLY  PATIENTS. 
Quiet,  refined,  homelike.  2 5 miles  from  N.  Y.  City. 
Moderate  rates. 

f.  st.  clair  hitchcock,  M.D.,  Director 

275  NORTH  MAPLE  AVE.,  GREENWICH,  CONN. 
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ELMCREST  MANOR 


A PRIVATE  SANITARIUM  for  the  individual  care  and 
treatment  of  nervous,  mildly  mental  patients,  toxic  conditions 
and  habit  problems.  Located  in  central  Connecticut,  limited 
to  33  selected  patients. 


25  Marlborough  St.,  PORTLAND, 

Tel.  : MIDDLETOWN  881 

CARL  P.  WAGNER,  M.D. 

Physician-in-Charge 


CONN. 


V.  GERARD  RYAN,  M.D. 
Associate 


GLENMARY 

SANITARIUM 

For  individual  care  and  treatment  of  selected  number  of  Nervous 
and  Mental  cases,  Epileptics,  and  Drug  or  Alcoholic  addicts. 
Strict  privacy  and  close  cooperation  with  patient’s  physician  at 
all  times.  Successful  for  over  50  years. 

ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO.  TIOGA  CO.,  N.  Y. 


BLIND,  DEA 

There  are  five  great  blessings  according  to  the  philoso- 
phy of  an  almanac  author.  These  are — Ignorance,  In- 
sensibility, Stupidity,  Indifference,  and  Peace.  Says  this 
sage,  “The  first  you  were  born  with — the  last  is  only  to 
be  obtained  by  death.,, 

These  so-called  blessings  might  also  be  considered  as 
the  five  stages  of  life  for  in  infancy  we  are  truly  unaware 
of  danger  and  in  childhood  unconscious  of  it.  In  youth 
many  of  us  become  callous  to  imminent  danger  and  in 
later  life  often  unconcerned  about  it.  Immunity,  like 
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AND  DUMB 

peace  and  complete  tax  exemption,  comes  only  at  the 
close  of  life. 

Funny,  how  little  the  hazards  of  life  mean  to  so  many. 
In  Japan,  three  familiar  figures  are  seen  carved  in  relief 
on  stone  slabs  along  the  country  roadsides,  and  are  found 
as  ivory,  wooden,  or  composition  statues  among  the  com- 
mon of  Japanese  objects  of  art,  carrying  to  mankind  a 
simple  lesson  of  right  living. 

These  three  reminders  of  virtue  are  inseparably  con- 
nected with  Koshin  (the  god  of  the  roads),  for  the  image 
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WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


FALKIRK 

. IN  THE 

KANAPOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1839 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«I.  4-1143 
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Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 

Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 
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of  the  god  is  seldom  seen,  but  his  presence  is  revealed  by 
the  statues  or  bas-reliefs  of  his  servants,  the  three  mystic 
monkeys. 

Mi-saru,  the  blind  one,  covers  his  eyes  and  will  see  no 
evil:  Kika-saru,  the  deaf  monkey,  covers  his  ears  and  will 
hear  no  evil,  while  Iwa-saru,  the  dumb  one,  covers  his 
mouth  and  will  speak  no  evil. 

In  America,  we  have  the  counterpart  of  these  images 
along  our  highways,  in  three  symbolic  jackasses:  the 
“jack”  who  is  blind  to  danger  (the  careless  driver),  the 
“mule”  who  is  deaf  to  danger  (the  stubborn  man),  and 
the  “donkey”  who  is  dumb  to  danger  (the  stupid  driver). 

Our  three  symbolic  figures  have  an  object  lesson  too, 
but  in  contrast  to  the  apes,  they  teach  us  not  to  follow 
their  example . N othing  but  a j ackass  would  close  the  eyes 
to  evident  hazards,  nor  would  anything  but  a jackass  be 


impartial  to  laws  of  safety,  or  be  stupid  enough  to  lack  in- 
terest in  learning  more  about  safeguarding  life  and 
limb. 

The  all  wise  Creator  has  made  such  men  as  these,  just 
as  He  made  fleas,  lice,  bugs,  wasps,  snakes,  skunks,  and 
other  unpleasant  things.  Why  He  did,  He  alone  knows. 
In  time  we  may  come  to  understand,  but  until  then  per- 
haps we  must  continue  to  accept  them  as  part  of  life’s 
queer  antics  and  take  from  them  the  lessons  they  con- 
stantly teach. 

Ordinarily,  doctors  are  not  connected  with  safety 
crusades,  yet  the  medical  practitioner — physician  or 
surgeon — constantly  preaches  the  doctrine  of  safety  first. 
Perhaps  they  are  more  understanding,  seeing  daily  the 
results  of  four  of  those  “blessings”  our  almanac  sage 
interprets  so  highly. 


TRAVEL  MEDICINE 


For  the  majority  of  people,  vacations  (except  for  brief 
holidays)  are  over  for  this  year.  But  gone,  too,  are  the 
days  when  travel  was  restricted  to  Spring  and  Summer. 
So  we  find  many  who  take  their  rest  and  relaxation  “out 
of  season.” 

With  the  four  corners  of  the  country  “open-season” 
for  tourists  the  year  ’round,  late  and  repeat  vacationers 
have  unlimited  choices  for  their  destinations. 

The  South,  although  fast  becoming  a vacation  paradise 
even  in  Summer,  still  attracts  its  greatest  number  of  visi- 
tors when  snow  falls  in  this  vicinity.  Florida,  undoubt- 
edly ranks  first  as  an  attraction,  but  many  parts  of 
Georgia  are  making  that  state  a close  runner-up,  and  for 
those  who  like  a blend  of  the  South  and  the  West,  Texas 
offers  its  Dude  Ranches  and  interesting  cities. 

Increasing  interest  in  Winter  sports,  especially  skiing, 
is  perhaps  the  only  real  competition  the  North  can  give 
our  balmier  States  during  the  peak  of  Winter. 


To  claim  that  either  the  South  or  the  North  offers  the 
healthiest  Winter  vacation,  except  in  cases  of  ill  health, 
would  be  decidedly  unfair.  The  main  object  in  any 
recess  from  business  is  to  get  out  of  doors  and  to  derive 
some  benefit  from  a change  in  environment  and  activity. 

Unless  complete  rest  is  essential,  outdoor  exercise 
whether  obtained  in  a bathing  suit  or  a snow  suit  is 
equally  beneficial.  Perhaps  only  where  there  is  a need 
for  greater  sunshine  may  a Southern  climate  be  pre- 
ferred. 

A prescription  for  a “travel  treatment”  may  require 
different  ingredients,  but  there  is  such  a variety  of  useful 
“remedies”  in  this  field  that  only  in  extreme  cases  is  it 
difficult  to  prescribe  some  form  of  healthful  travel  for  any 
size  purse. 

Where  your  own  experiences  and  knowledge  fail,  there 
are  many  bureaus  and  travel  agencies  ready  to  offer  sug- 
gestions. 


IN  WHOOPING  COUGH 


ELIXIR  BROMAURATE 

IS  A UNIQUE  REMEDY  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSISTENT 
COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 or  4 hours. 

GOLD  PHARMACAL  CO.,  New  York  -i— — « 
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Literature  on  request 
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Classified  Rates 


Rates  per  line  per  insertion: 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times ,80 

12  consecutive  times .75 

24  consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of  First 
and  bv  the  5th  for  issue  of  Fifteenth 

Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


AH  statements  in  classified  ads  are  published  in  good  faith,  but  it 
is  impossible  to  make  minute  investigation  of  each  advertisement. 
We  exclude  all  known  questionable  ads,  and  will  appreciate 
notification  from  readers  relative  to  misrepresentation  The 
right  is  reserved  to  reject  or  modify  advertising  copy. 
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We  specialize  in  printing  for  the  Medical  Profession.  Let  us 
quote  on  your  requirements. 

ROTH  PTG.  CO.  61  Beekman  St.,  New  York.  BEekman  3-0298 


SANITARIUM  FOR  SALE 


Sanitarium  established  18  years  specializing  in  dietetics  for 
those  taking  the  Saratoga  Springs  Rest  Cure.  Clientele  primarily 
obtained  through  medical  recommendations.  Basic  rates  $35.00- 
$50.00  weekly.  Twenty  guests  comfortably  accommodated. 

M.  L.  Halligan,  R.N.  “Viasana”  Saratoga  Springs 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


WA'NTKD 


BOOK  Manuscripts  Wanted.  Works  of  public  interest  on  all 
subjects.  Write  for  free  booklet.  Meador  Publishing  Company, 
324  Newbury  Street,  Boston,  Mass, 

COLLECTIONS 

Specialists  in  the  Collection  of  Professional  Accounts 

Send  card  or  prescription  blank  for  details 

NATIONAL  DISCOUNT  &,  AUDIT  CO. 
Herald  Tribune  Bldg. — New  York 

Representative!  in  all  parts  of  the  United  States  and  Canada 


SCHOOLS 


FIRST  BELLS 

Looking  at  the  war — one  begins  to  wonder  just  how 
I much  a part  education  plays  in  the  final  settlement  of 
conflict. 

. 

Are  educated  nations  “push-overs”  for  less  intelligent 
but  more  aggressive  people?  Probably  not  if  training 
and  schooling  are  along  lines  that  are  helpful  in  defense. 
Armament  plays  an  important  part  in  wars,  naturally, 
but  inventive  genius  is  even  more  important  and  the 
history  of  this  nation  shows  that  liberal  education  creates 
an  abundance  of  this  vital  war-necessity. 

There  may  be  some  danger  of  education  softening  a 
nation,  but  more  from  overconfidence  in  an  impreg- 
nability than  from  super-intelligence. 

Schools  may  well  play  a part  in  any  defense  program. 
From  grade  school  to  post-graduate  courses  the  knowl- 
edge gained  will  help  the  individual,  but  more  important 
the  ability  to  think  and  to  think  fast  gained  through 
schooling  may  some  day  save  a nation  and  its  way  of  life. 

When  the  first  bell  rings  and  there  is  a rush  for  the 
opening  doors  of  a school,  the  future  of  a nation  has 
answered  its  call. 
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chemistry,  urinalysis,  clinical  pathology,  office 
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Address  C.  R.  Porter,  Principal. 
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SPERMICIDAL..  . yet  not  germicidal 

• A spermicidal  agent  should  not  only  be  effective  in  immobilizing  sperm,  but  should 
not  disturb  resident  bacteria  which  are  responsible  for  the  maintenance  of  proper 
vaginal  flora.  The  above  vaginal  smears  show  that  after  continued  treatment  with 
Ortho-Gynol  the  Doderlein  bacilli  are  present  in  normal  concentration  to  control  the 
desired  acidity  of  the  vagina.  Physicians  prescribe  Ortho-Gynol  because  it  is  effec- 
tive, non-irritating  and  dependable. 
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When  you  prescribe  Racephe- 
drine  Hydrochloride  (Upjohn) 
for  topical  use  in  children, 
your  small  patients  will  find 
that  it  relieves  nasal  congestion 


without  unpleasant  smarting  or 
burning.  The  reason  is  that  the 
vehicle  used  in  making  the  1% 
solution  is  isotonic,  and  there- 
fore relatively  nonirritating. 


* 

RACEPHEDRINE  HYDROCHLORIDE 

(UPJOHN) 

is  available  as: 

Solution  Racephedrine  Hydrochloride  ( Upjohn ) 
1%  in  Modified  Ringer’s  Solution,  in  one  ounce 
dropper  bottles  for  prescription  purposes,  and  in 
pint  bottles  for  office  use 

Capsules  Racephedrine  Hydrochloride  {Upjohn), 
% grain,  in  bottles  of  40  and  250  capsules 
Powder  Racephedrine  Hydrochloride  {UpjoJm), 
in  lA  ounce  bottles 

- 


If  the  patient  reclines  on  the  side  with  the  head  at  ao 
angle  of  about  45°,  a decongestant  solution  applied  to 
the  lateral  aspect  of  each  nostril  will  reach  the  orifices 
of  the  nasal  sinuses  of  both  sides. 
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AMPHOJEL,*  Wyeth’s  Alumina  Gel,  is  becoming  the  preferred  treatment 
for  peptic  ulcer.  Four  striking  features  of  Ampliojel  are  recognized  by 
clinicians  • It  provides  prompt  relief  from  pain  • It  permits  rapid 
healing  of  the  ulcer  • It  cannot  be  absorbed  and  eliminates  the  hazard 
of  alkalosis  • It  reduces  excess  acidity  without  completely  neutralizing 
the  gastric  contents. 

x\mphojel  is  a valuable  adjunct  in  the  treatment  of  melena  and  hemat- 
emesis  when  administered  by  continuous  drip. 


AMPHOJEL 

Wyeth's  Alumina  Gel 

Fluid  Antacid  . . Adsorbent 

One  or  two  teaspoonfuls 
either  undiluted  or  with  a 
little  water,  to  be  taken  five 
or  six  times  daily,  between 
meals  and  on  retiring. 

Supplied  in  i 2-ounce  bottles 


FOR  THE  CONVENIENCE  OF 
AMBULATORY  PATIENTS 

Wyeth's  Hydrated 

ALUMINA  TABLETS 

Antacid 

One-half  or  one  tablet  in 
half  a glass  of  water.  Repeat 
five  or  six  times  daily  be- 
tween meals  and  on  retiring. 

Supplied  in  boxes  of  60  tablets 


REG.  U.S.  PAT.  OFF. 
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l/Uliat  mill  belt  oo-ntsuoi  'Nujttt  PaUt' 
in  the  peptic  utcesi  patient?” 


Four  drams  of  Amphojel  given  at  bedtime  exert  a prolonged 
antacid  effect  usually  lasting  until  morning.  The  patient  sleeps 
more  comfortably. 


AMPHOJEL 
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Carrel’s  immortal  chicken -tissue 
serves  research  at  Lederle  Laboratories — 


It  was  in  1912  that  dr.  alexis  carrel  put  this  bit 
of  chick  embryo  heart  into  a nutrient  and  made 
it  grow.  Every  48  hours  since  then  it  has  doubled. 
If  it  had  been  feasible  to  multiply  the  tissues  to 
their  greatest  possible  extent,  today  their  mass 
would  be  bigger  than  the  solar  system.  When 
DR.  carrel  retired,  the  strain  was  brought  to 
Lederle,  where  it  lives  on  in  the  right  environ- 
ment. Here  cultures  from  it  serve  as  standards  for 
studying  the  growth  of  certain  viruses.  And  it  is  a 
useful  tool  for  measuring  antiseptic  values.  In- 
deed research  has  put  immortality  to  work! 

Tissue  culture  has  become  a productive  art  and 
the  control  of  65  virus  diseases  of  man  or  beast 
is  a proper  task  for  research  in  the  world’s  largest 
immunological  establishment.  Four  buildings 
(out  of  67)  are  devoted  to  viruses — the  two  larg- 
est are  used  entirely  for  research. 


Lederle  Laboratories.  Inc. 

30  ROCKEFELLER  PLAZA  NEW  YORK,  N.  Y. 
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To  Assure  Quick  Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


JDUBIN 

fJh&DphyUiite-Sthylenj&iiamirhe 


American  Made  from  American  Materials 


H.  E.  DUBIN  LABORATORIES 

250  E.  43rd  St.  '"corporated  New  York>  N.  Y. 


1992 


In  making  Kemp's  Sun-Rayed,  the  tomato  solids  ALWAYS  LIKE  THIS  NEVER  LIKE  THIS 

are  broken  into  extremely  fine  particles — super- 
homogenized  by  these  big  viscolizers. 


Never  Thin  or  Watery  - Non-Separating 


• You  never  have  to  shake  a can  of  Kemp’s 
Sun-Rayed  brand  Tomato  Juice  before  using. 
Its  rich,  red  color  stays  put — never  separates 
no  matter  how  long  it  stands.  But  there  is 
far  more  to  this  than  meets  the  eye.  Ease  of 
digestibility  is  enhanced.  Breaking  the  nutri- 
tious tomato  solids  into  extreme  fineness, 
increases  surface  exposed  to  digestive  en- 
zymes and  encourages  tolerance;  also  permits 
free  flow  through  nipple  of  nursing  bottle, 
adding  to  convenience  for  infant  feeding  . . . 
This  super-homogenization  is  a basic  part  of 
Kemp’s  patented  process  No.  1746657  for 
converting  the  whole,  carefully  cored  tomato 
into  juice  . . . Enjoy  Kemp’s  Sun-Rayed  in  your 
own  home  and  recommend  it  with  confidence. 


THE  SUN- RAYED  CO.,  FRANKFORT,  INDIANA 

N.  Y.  Agent:  Seggerman  Nixon  Corp.,  Ill  Eighth  Ave. 
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THE  BIBLIOGRAPHY 


ERTRON 


REG.  U.  S.  PAT.  OFF. 


N THE  TREATMENT  OF  ARTHRITIS 


The  treatment  of  chronic  arthritis  with  Ertron  extends  back  to  1934.  Since 
that  time,  thousands  of  cases  have  been  treated  successfully  with  this  form 
of  therapy  in  university  clinics,  hospitals  and  private  practices  throughout 
the  country. 

Among  the  outstanding  publications  describing  the  effectiveness  of 
Ertron  in  arthritis  are  the  following: 


1935 

Dreyer,  I.,  and  Reed,  C.  I.: 

Arch.  Phys.  Ther.,  Sept.  1935 

".  . . encouraging  responses  . . ." 

1936 

Livingston,  S.  K.: 

Arch.  Phys.  Ther.,  Nov.  1936 

fe.  . . progressive  improvement . . ." 

1937 

T F • 

111.  Med.  JL,  March  1937 

ff.  . . most  beneficial ..." 

Farley,  R.  T.: 

111.  Med.  Jl.,  Jan.  1937 

ff.  . . uniform  improvement ..." 

1938 

Farley,  Roger  T.: 

J.  Amer.  Inst.  Horn.,  July  1938 

"...  a weapon  so  powerful ..." 


1939 

Reed,  C.  I.,  Struck,  H.  C.,  and  Steck, 

I.  E.: 

Vitamin  D,  Univ.  of  Chgo.  Press,  1939 

ff.  . . definite  measurable  improve- 
ment ..." 

Farley,  Roger  T.: 

Journal-Lancet,  Sept.  1939 

ff.  . . uniformly  good  results  ..." 

1940 

Snyder,  R.  G.,  and  Squires,  W.  H.: 

N.  Y.  St.  J.  Med.,  May  1,  1940 

fr.  . . benefited  the  great  majority  . . ." 

1941 

Farley,  R.  T.,  Spierling,  H.  F.,  and 
Kraines,  S.  H.: 

Indus.  Med.,  Aug.  1941 

ff.  . . beneficial  effects  are  sus- 
tained ..." 

ERTRON  is  available  in  bottles  of  50 
and  100  capsules. 

Products  of  Nutrition  Research  Laboratories  are 
promoted  only  through  the  medical  profession. 


NUTRITION  RESEARCH  LABORATORIES 

4210  Peterson  Avenue,  Chicago,  Illinois 
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the  success  of  THESOOATE  (Brewer) 

(Original  enteric  coated  tablet  of  Theobromine  Sodium  Acetate) 

is  due  to  these  factors : 

1.  It  is  Clinically  Proven 

2.  It  is  effectively  Enteric  Coated 

3.  It  is  decidedly  Less  Expensive. 

Indicated  in  treatment  of  coronary  artery  disease  and  edema. 

Dosage:  One  71/i  gr.  tablet  4 times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription,  in  71/*  gr-  tablets  with  or  without  Phenobarbital 
OA  gr.),  or  V/4  gr.  tablets  with  or  without  Phenobarbital  (*/«  gr.) 
100  per  bottle. 

Samples  and  literature  on  request 

BREWER  & COMPANY,  INC.  Worcester , Mass. 

PHARMACEUTICAL  CHEMISTS  SINCE  1852 


HYCLORITE 


ANTISEPTIC 

For  irrigating,  swabbing,  and 
dressing  infected  cases  wherever 
an  antiseptic  is  needed. 

For  Hand  and  Skin  Sterilization 


gSg&SSSS  To  Make  a Dakin’s  Solution 
of  the  American  Medical  °f  Correct  Hypochlorite 
Association  (N.  N.  R.)  Strength  and  Alkalinity. 

NON-POISONOUS  Practically  NON-IRRITATING 

Comprehensive  literature  on  request 

BETHLEHEM  LABORATORIES 


INCORPORATED 

300  Century  Building  Pittsburgh,  Pa. 


1996 


INDEX  TO  ADVERTISERS 
AND 

ADVERTISED  PRODUCTS 

;r.  Barnes  Sanitarium 2079 

sthlehem  Laboratories,  Inc 1996 


ovinine  Company,  The 2073 

leorge  A.  Breon  & Co.,  Inc 2003 

irewer  & Company,  Inc 1996 

jrigham  Hall  Hospital 2075 

runswick  Home 2075 

, H.  Camp  & Company 2001 

l anada  Dry  Ginger  Ale,  Inc 2000 

r.  Ceribelli  & Co 1998 

!oca-Cola  Company 2082 

Jrane  Discount  Corporation 2080 

)rest  View  Sanitarium 2077 

I.  E.  Dubin  Laboratories,  Ine 1992 

’alkirk  in  the  Ramapos 2075 

'ox  Physicians  Equipment 2081 

ileneral  Electric  X-Ray  Corp 2004 

Hold  Pharmacal  Company 2080 

Jalcyon  Rest 2075 

Liynson,  Westcott  & Dunning,  Inc 1998 

hterpines 2079 

phas.  B.  Knox  Gelatine  Co.,  Inc 1999 

Lederle  Laboratories,  Inc 1991 

Louden-Knickerbocker  Hall,  Inc 2077 

McKinney’s  Sanitarium 2079 

The  Maples,  Inc 2077 

M & R Dietetic  Laboratories,  Inc 2nd  Cover 

Mead  Johnson  & Company 4th  Cover 

[Merck  & Co.  Inc 2002 

[New  York  Medical  Exchange 2081 

Northwest  Institute  of  Medical  Tech 2080 

Nutrition  Research  Laboratories 1995 

Paine  Hall 2080 

[iPediforme  Shoe  Company 1994 

i Petrolagar  Laboratories,  Inc 2006 

i Pleasant  Valley  Wine  Co 1998 

Z.  H.  Polachek 2081 

! Riverlawn  Sanitarium 2075 

Riverside  Memorial  Chapel 2081 

Saratoga  Springs  Authority 2005 

S.  M.  A.  Corp 3rd  Cover 

R.  J.  Strasenburgh  Co 1997 

Sun-Rayed  Co.,  The 1993 

Terrace  House 2077 

Twin  Elms 2077 

Upjohn  Company 1987 

Viasana 2081 

West  Hill 2075 

John  Wyeth  & Brother,  Inc 1988,  1989 


(Continued  on  page  2000 ) 





'^Iwa-tyoUL 

VaAa<llilcituM 


MAXITATE 

WITH 

NITROGLYCERIN 


• Maxitate  with  Nitroglycerin  is  a 
tablet  designed  to  give  immediate 
relief  for  attacks  of  Angina  Pectoris 
and  continued  vasodilation  to 
guard  against  further  attacks.  By 
careful  adjustment  of  dosage,  the 
period  of  vasodilation  may  be  ex- 
tended indefinitely.  This  prolonged 
vasodilation  is  of  particular  value 
in  the  treatment  of  essential  hyper- 
tension. The  suggested  dosage  is 
one  to  two  tablets,  every  four  to 
six  hours. 


Maxitate  with  Nitroglycerin 
tablets  are  supplied  in  bottles 
of  100  only. 

Write  for  sample  and  folder 
No.  8. 


R.  J.  STRASENBURGH  COMPANY 

Pharmaceutical  Chemists  Since  1886 
ROCHESTER,  NEW  YORK 
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For  three  years  Cobra  Venom  Solution,  H.  W.  & D.,  has  been 
used  clinically  for  relief  of  intractable  pain.  During  this  period 
many  thousands  of  doses  have  been  administered  with  a meas- 
ure of  relief  from  pain  reported  in  50-70%  of  the  cases  treated. 

Cobra  Venom  Solution,  H.  W.  & D.,  is  a purified,  standard- 
ized, sterile  preparation  supplied  in  ampules  for  intramuscular 
injection.  It  has  been  rendered  clinically  acceptable  by  removal 
in  large  measure  of  the  objectionable  hemotoxic  and  proteolytic 
constituents  of  crude  venom,  the  finished  preparation  being 
essentially  a solution  of  cobra  neurotoxin. 

Indications:  Reports  indicate  that  Cobra  Venom  Solution, 
H.  W.  & D.,  is  particularly  helpful  in  relieving  severe  pain 
associated  with  malignant  disease.  It  has  also  been  used  to  re- 
lieve pain  in  certain  forms  of  arthritis,  herpes  zoster, Parkinson’s 
disease  and  other  neurologic  disorders.  In  some  cases  the  solu- 
tion alone  is  effective;  in  others  it  is  necessary  to  use  it  in  con- 
junction with  an  analgesic.  Dosage  of  morphine  and  other  drugs 
may  be  reduced  in  a majority  of  patients. 

The  solution  does  not  produce  the  objectionable  reactions  of 
morphine,  is  not  habit  forming;  the  margin  of  safety  is  wider; 
patients  do  not  develop  tolerance.  Dosage  is  usually  reduced 
rather  than  increased  after  relief  has  been  established.  No 
serious  untoward  reactions  or  changes  in  the  blood  of  vital 
organs  have  been  reported,  but  the  solution  should  be  used 
under  careful  medical  supervision. 


References  : Macht,  D.  I.:  Ann.  Int.  Med..  1938,  11,  1824.  - Macht,  D.  I. 

Irans.  Am.  lher.  Soc.,  1940,  40,  62.  - Rutherford,  R.  N.:  New  England  J 
Med.,  1939,  221,  408.  - Black,  W.  T.:  South.  M.  J.,  1940,  33,  432.  -Kelso,  J 
W.:  Am.  J.  Obst.  & Gynec.,  1940,  40,  1050.  -Meigs,  J.  V.:  New  England  J 
Med.,  1940,  222,  187.  - Treves,  N.:  M.  Clin.  North  America,  1940,  24,  695. 
Greenhill,  J.  P.:  M.  Clin.  North  America,  1941,  25,  118.  - Greenhill  J.  P 
Year  Book  of  Obstetrics  & Gynecology,  1940,  357.  - Barr,  D.  P.:  Modern 
Medical  Therapy  in  General  Practice,  1940,  Vol.  1,  40.  - Macht,  D.  I.,  and 
Brooks,  D.  J.:  Proc.  Soc.  Exper.  Biol.  & Med.,  1939,  41,  418.  - Macht,  D. 

I. ,  Sherman,  S.,  and  Brooks,  D.  J.:  Ibid.,  1940,  43,  458.  - McDowell.  M.  M.: 
Med.  Rec.,  1941,  153,  173.  - Steinbrocker,  O.,  McEachern,  G.  C.,  LaMotta 
E.  P.,  and  Brooks,  F.:  J.  A.  M.  A.,  1940, 114,  318,  - Hayman,  M.,  and  Macht’ 

D.  I.,  Med.  Rec.,  1940,  152,  67.  - Gayle,  R.  F.,  and  Williams,  J.  N.:  South! 
M.  J.,  1938,  31,  188.  - Thomas,  L.:  Med.  Rec.,  1940,  152,  109.  - Parsonnet,  A. 

E. ,  and  Bernstein,  A.:  Am.  J.  M.  Sc.,  1940,  200,  581.  - Lee,  L.:  J.  A.  M.  A., 
1941,  116,  216.  - Gottdenker,  F.,  and  Wachstein,  M.:  J.  Pharmacol.  & Exper. 
Therap.,  1940,  69,  117.  - Macht,  M.  B.:  Proc.  Soc.  Exper.  Biol.  & Med.,  1939, 
42,  433  and  436.  - Behan,  R.  J. : Am.  J.  Surg. , 1940,  50,  450.-  Johnson, W.  M . ■ 
Ann.  Int.  Med.,  1940,  14,  325.-  Poole.  W.  B.:  Med.  Rec.,  1941,  153  , 288.- 
Bethea,  O.  W.:  Year  Book  of  General  Therapeutics,  1940,  351.  - Drueck.  C 

J. :  Med.  World,  1941,  59,  20. 


Supplied  in  boxes  of  ten  1 c.c.  size  ampules  of  solution  containing  10  mouse  units  per  c.c. 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 


New*York  State  Champagne 
and 

Fine  American  Still  Wines 


When  a patient  re- 
quires a superior 
champagne  or  a 
fine  wine  during 
convalescence, 
specify 

"Great  Western.” 

Most  good  Stores 
sell  genuine 
"Great  Western.” 


19%  to  21% 
Ale.  by  Vol. 


PLEASANT  VALLEY  WINE  CO. 


Est.  1860  - Rheims,  N.  Y. 


BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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IMPORTANT  USES  FOR 
KNOX  GELATINE 
IN  CONVALESCENCE 


Not  only  is  there  difficulty  in  supplying  protein  to  rebuild  losses  of  body  protein 
during  illness,  but  after  illness  it  is  important  to  stimulate  appetite  by  appeal  to 
eye  as  well  as  to  palate. 

During  severe  illness  the  loss  of  body  protein  may  greatly  exceed  the  supply. 

0 Concentrated  protein  which  is  easily  digested  will  help  spare  body  proteins 
and  aid  in  the  repair  and  replacement  of  essential  tissues. 

O The  fluid  and  soft  diet  during  illness  and  convalescence  can  easily  be  sup- 
plemented with  the  Knox  Gelatine  Drink*  (in  water,  fruit  juice  or  milk),  a 
concentrated  source  of  easily  digested  protein. 

# Knox  Gelatine  contains  a majority  of  the  known  amino  acids  making  up 
proteins,  including  7 of  the  10  considered  “essential!’  (Amino  acid  analysis  on 
request.) 

*To  prepare,  pour  1 envelope  Knox  Gelatine  into  3A  glass  water,  fruit  juice  or  milk,  not 
iced.  Let  liquid  absorb  gelatine.  Stir.  Drink  immediately.  If  gelatine  thickens,  stir  again. 

Attractive  preparation  of  food  is  an  important  factor  in  the  convalescent  diet. 

0 The  delicious  value  of  Knox  Plain  Gelatine  dishes  has  a psychological 
effect  which  aids  proper  digestion  and  assimilation. 

0 With  Knox  Plain  Gelatine  the  various  protective  foods  can  be  combined 
into  dishes  that  are  rich  in  three  essential  food  elements:  vitamins,  minerals, 
protein. 

The  coupon  below  will  bring  you  dietary  leaflets  and  additional  information  on  the  varied  uses  of 
Knox  Gelatine  in  cases  where  extra  supplementary  protein  intake  is  indicated.  Your  hospital  will 
procure  Knox  Gelatine  for  your  patients  if  you  specify  it  by  name. 

KNOX  GELATINE  (u.s.p.) 

IS  PLAIN,  UNFLAVORED  GELATINE- ALL  PROTEIN,  NO  SUGAR 

■■  mm*  mi  mmta  Send  This  Coupon  for  Useful  Dietary  Booklets  ^ v - 

□ Feeding  Sick  Patients  □ The  Diabetic  Diet  □ Peptic  LJlcer 

□ The  Protein  Value  of  Plain,  Unflavored  Gelatine,  including  amino  acid  analysis 

□ Reducing  Diets  and  Recipes  □ Infant  Feeding 

KNOX  GELATINE,  Johnstown,  N.  Y.,  Dept.  474 

Please  send  me  free  booklets  for  the  medical  profession  as  checked. 

Name 

Address 
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Each  sip  of  smooth,  satisfying 
Johnnie  Walker  is  a taste-adven- 
ture— always  enjoyable,  always 
welcome. 

★ 

ITS  SENSIBLE  TO  STICK  WITH 

Johnnie 

Walker 


BLENDED  SCOTCH  WHISKY 


CANADA  DRY  GINGER  ALE,  INC.,  NEW  YORK,  N.  Y. 
SOLE  IMPORTER 
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Lederle  Laboratories,  Inc 1991 
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New  Cigktweigkt 
Prenatal  Supports 


SOME  physicians  consider  favorably  a less 
rigid  support  for  the  prenatal  patient. 
Lightweight  garments,  that  furnish  good 
support,  prove  equally  popular  with  patients. 
Therefore,  acceptable  to  both  doctor  and  pa- 
tient are  these  new  light  supports  just  intro- 
duced by  S.  H.  Camp  & Co. 


These  garments  provide  excellent  support  for 
the  abdomen  and  back.  We  believe  that  phy- 
sicians will  find  these  supports  of  assistance 
in  the  management  of  those  prenatal  patients 
who  need  support  and  yet  who,  through 
nervousness  or  unfamiliarity  with  supports, 
show  resentment  in  the  wearing  of  them. 


S.  H.  Camp  & Company,  Jackson,  Michigan 
World’s  largest  mamifacturers  of  scientific  supports 


Offices  in:  New  York;  Chicago,  Merchandise  Mart;  Windsor,  Ontario;  London,  England 
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rpHE  introduction  and  clinical  evaluation  of 
these  compounds  constitute  one  of  the  great- 
est advances  of  all  times  in  the  chemical  treatment 
of  diseases.  In  these  chemotherapeutic  agents  the 
physician  now  commands  potent  weapons  to 
combat  a wide  variety  of  conditions. 

Literature 


This  group  of  compounds  is  effective 
against  infections  produced  by 

Pneumococci  Hemolytic  Streptococci 

Gonococci  Friedlander’s  Bacilli 

Staphylococci  Meningococci 

Escherichia  Coli 

Lymphogranuloma  Venereum  Trachoma 

Certain  Urinary  Tract  Infections  Chancroid 

on  request 


MERCK  & CO.  Inc.  ^^Manu^actur-iny,  RAH  WAY,  N • J. 
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Fluagel,  because  of  its  unique  col- 
loidal makeup,  fixes  more  than  25 
times  its  volume  of  N/10  HC1. 
One  teaspoonful  is  thus  capable 
of  combining  with  the  acids  in 
102  cc.  of  gastric  juice. 


Twice  the  Neutralizing  Capacity 

More  Sustained  Action Pleasingly  Palatable 

FLUAGEL  (Aluminum  Hydroxide-Breon) 


A unique  research  preparation,  Fluagel  possesses  distinctive 
and  exclusive  advantages  in  the  treatment  of  peptic  ulcer. 

Because  of  its  higher  concentration  and  the  greater 
degree  of  dispersion  of  its  colloidal  particles,  one  tea- 
spoonful (4  cc.)  of  Fluagel  combines  with  at  least  102  cc. 
of  0.36%  hydrochloric  acid  (25  times  its  volume  of 
N/10  HC1),  leading  to  speedier  relief  of  pain  and  exert- 
ing a more  sustained  action.  Hence  smaller  doses  and 
less  frequent  administration  are  needed,  markedly  sim- 
plifying the  therapeutic  regimen  and  making  for  economy. 

Its  astringent  properties  also  contribute  to  more  rapid 
healing.  Fluagel  does  not  lead  to  alkalosis,  to  chloride 
depletion,  or  to  secondary  acid  rise.  Its  pleasing  orange 
taste  assures  maximum  patient  cooperation,  and  its  dis- 
tinctive orange  color  makes  for  ready  identification. 


Average  dose,  1 teaspoonful 
four  times  daily  after  meals 
and  before  bedtime.  Sup- 
plied in  10  ounce  wide- 
mouth  jars. 


GEORGE 


BREON  & CO.,  I NC. 

(^Pharmaceutical  (Phemists 


KANSAS  CITY,  MISSOURI 

NEW  YORK  • LOS  ANGELES  • ATLANTA  • SEATTLE 
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NEW  YORK  CITY 

205  East  42nd  St. 

G.  R.  Mayer,  Mgr. 

Paul  Lipman 

G.  A.  Boeck 

H.  R.  Petri 
W.  G.  Duerre 
S.  Hollander 
G.  W.  Bradburn 

E.  D.  Northup 

LONG  ISLAND 

54  Cuthbert  Place 
C.  M.  Hayes 

NEW  ROCHELLE 

30  Clinton  Place 

F.  J.  Westhead 

HYDE  PARK 

Box  183 
W.  W.  Maurer 

ALBANY 

75  State  St. 

C.  J.  Straight 

SARANAC  LAKE 

26  Old  Military  Road 
W.  G.  Williams 

ROCHESTER 

209  Medical  Arts  Bldg. 
C.  H.  Renaud,  Mgr. 

L.  R.  Dyer 

BUFFALO 

1 51  W.  Mohawk  St. 

J.  V.  Nelson 
R.  W.  Mayer 

SYRACUSE 

901  Chimes  Bldg. 

E.  Johnson 

ELMIRA 

P.  O.  Box  35,  S.S.  Sta. 

G.  B.  Clark 


He’s  G-E’s  direct  representative  who  regularly 
makes  the  rounds  of  physicians  and  hospitals  in 
your  locality,  and  responds  to  their  emergency 
calls  for  expert  technical  service  or  advice  on  the 


operation  and  maintenance  of  x-ray  and  other 
electro-medical  devices. 


X-RAY  CORPORATION 
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THE  NATURAL  MINERAL  WATERS  OF  SARATOGA  SPA  ARE 


OWNED  AND  BOTTLED  BY 


THE  STATE  OF  NEW  YORK 


Analysis  of  the  Three  Waters 


(MINERAL  PARTS  PER  MILLON) 


Hypothetical 

Combinations 

Geyser  Hathorn 
Water  Water 

Coesa 

Water 

Ammon,  chlorid 

48.25 

59.10 

33.30 

Lithium  chlorid 

21.07 

64.49 

46.43 

Potass,  chlorid 

361.91 

789.54 

714.86 

Sodium  chlorid 

2,010.48 

8,594.84 

4,233.14 

Potass,  bromid 

9.23 

160.00 

13.90 

Potass,  iodid 

1.10 

4.80 

1.36 

Sodium  sulphate 

None 

None 

None 

Sod.  metaborate 

Trace 

None 

Trace 

Sodium  nitrate 

Trace 

Trace 

Trace 

Sodium  nitrite 

Trace 

Trace 

Trace 

Sodium  bicarb. 

2,213.78 

424.71 

1,331.15 

Calcium  bicarb. 

1,829.14 

3,380.84 

2,519.74 

Barium  bicarb. 

16.67 

25.65 

25.00 

Strontium  bicarb. 

Trace 

Trace 

Trace 

Ferrous  bicarb. 

9.94 

40.07 

5.86 

Magnes.  bicarb. 

753.89 

2,244.88 

1,186.57 

Alumina 

7.14 

4.98 

6.37 

Silica 

19.40 

14.40 

12.80 

Total  7,284.00  15,808.30  10,130.48 

Look  for  the  Seal  of  The  State  of  New  York  on  ev- 
ery bottle  of  the  genuine  waters  of  Saratoga  Spa. 


SARATOGA  SPA 
COESA  WATER 

for 

Poor  Elimination  from 
the  Gall  Bladder 

This  is  a condition  in  which  Saratoga  Spa’s  Coesa  Water  has  resulted 
in  notable  usefulness.  In  some  patients  with  gall  bladder  conditions 
it  has  helped  achieve  the  elimination  of  small  concretions  of  a size 
which  may  pass  through  the  cystic  and  common  ducts. 

Coesa  is  a mildly  laxative  water,  antacid  and  diuretic,  and  has  been 
found  beneficial  in  both  gall  bladder  and  liver  conditions.  Because 
it  dissolves  mucus  and  has  a generally  restorative  and  tonic  effect, 
Coesa  is  prescribed  for  many  suffering  from  mild  catarrh  of  the 
stomach  and  intestines.  Experience  indicates  the  soundness  of  a 
dosage  of  one  bottle  during  the  hour  before  luncheon  and  one  during 
the  hour  before  dinner. 

As  a mild  laxative  for  some  people,  Coesa  is  taken  as  Hathorn  is: 
i.e.,  a bottle  upon  arising. 


Clinical  literature  on  these  and  related  matters  is  available — as  is 
also  physician’s  sample  package  of  four  bottles  of  the  Waters. 
Address  W.  S.  McClellan,  M.D.,  Medical  Director,  155  Saratoga 
Spa,  Saratoga  Springs,  New  York. 


THE  BOTTLED  WATERS  OF 

SiUBAffGXBil 

8M 


GEVSER  • HATHORN  • 
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Petrolagar*. . . 

As  a Bland  Cleansing  Enema 


• The  effect  of  a Petrolagar  cleansing  enema  is  to  soften  thoroughly  the  inspissated 
stool,  and  help  establish  a complete,  comfortable  bowel  movement.  Petrolagar  serves 
this  purpose  well  because  it  is  miscible  with  water,  a virtue  that  enables  an  even 
dissemination  of  minute  oil  globules  throughout  the  residue  in  the  colon. 

The  Petrolagar  cleansing  enema  is  preferable  to  irritating  soap  solutions  in 
either  the  home  or  the  hospital,  because  of  its  gentle,  but  thorough  softening  action. 

Consider  the  routine  use  of  the  Petrolagar  cleansing  enema  in  the  hospital, 
postoperatively  or  in  obstetrical  cases,  where  normal  bowel  habits  are  temporarily 
disturbed. 


How  to  use:  Mix  3 ounces  of  Petrolagar  Plain  with  water  sufficient  to  make 
one  pint  to  one  quart,  as  desired,  and  administer  by  gravity.  For  retention  enema 
administer  at  body  temperature. 


*Petrolagar — The  trademark  of  Petrolagar  laboratories , Inc., 
brand  emulsion  of  mineral  oil  ...  Liquid  petrolatum  65  c.c. 
emulsified  ivith  0.4  gm.  agar  in  a menstruum  to  make  100  cc. 


Petrolagar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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Editorial 

Free  Medical  Care 


News  dispatches  dated  September  7, 
1941,  proclaimed  the  free  doctor  plan  of 
the  government  of  New  Zealand,  as 
noted  editorially  by  this  Journal,  October 
1,  p.  1912.  On  September  8,  the  New 
York  Times  said  of  the  plan: 

“Though  the  bill  may  be  modified  as 
the  result  of  the  doctors’  storm  of  pro- 
test, New  Zealand’s  example  (free  doc- 
tor care)  should  be  taken  to  heart 

But  if  we  are  not  to  go  at  least  part  way 
down  the  road  that  New  Zealand  is  evi- 
dently bent  on  following  we  shall  need 
to  have  a practical  alternative.  Organ- 
ized medicine  itself  can,  and  should, 
provide  that  alternative  by  advocating 
a policy  which  will  recognize  the  neces- 
sity of  a sweeping  change  in  the  pattern 
of  medical  practice,  make  the  hospital 
the  center  of  every  community’s  medi- 
cal activities,  bring  the  best  that  medi- 
cine has  to  offer  to  the  needy,  and  per- 
mit the  public  to  organize  its  own 
medical  services  under  competent 
supervision.” 

Thus,  the  Times  prescribes  expertly  for 

American  medicine 

We  know  nothing  about  the  newspaper 
business  ourself,  except  what  we  have 
seen  on  the  stage  in  such  plays  as  The 
Front  Page,  or  what  we  read  occasionally 
in  a magazine  article  or  see  in  the  daily 
papers.  But  it  must  be  an  easy  business 
to  run.  Just  a matter  of  putting  one 
letter  after  another  and  keeping  at  it; 
nothing  to  it,  apparently,  now  that  ma- 


chinery has  replaced  the  hand-operated 
methods  of  Gutenberg. 

But  even  so  the  newspaper  business 
compels  our  admiration.  We  in  medicine 
are  so  hampered  by  the  necessity  to  be 
sure  of  everything,  so  earth-bound  by 
sordid  fact  and  sober,  even  drab,  reality, 
that  we  contemplate  with  awe  the  freedom 
of  the  press.  Let  us  also  confess  that, 
with  a little  envy  at  times,  we  covet  other 
occupations  than  our  own,  others  in 
which  life  can  be  at  once  so  simplified, 
so  beautiful. 

We  suppose  it  is  only  natural  now  and 
then  for  one  to  feel  that  he  has  perhaps 
missed  his  calling.  We  do,  be  it  con- 
fessed. Is  it  nostalgia?  Perhaps.  Or 
frustration?  Maybe  a little  of  both.  In 
our  case  it  takes  the  form  of  a longing, 
curiously  enough;  a longing  to  be  in  the 
newspaper  business  in  which,  during  one 
of  our  depressed  states,  we  like  to  fancy 
ourself  as  one  of  the  lords  of  the  press 

Gradually,  the  querulous  voices  of  the 
familiar  sick,  the  crying  children,  the 
screams  of  women  in  childbirth,  the  bub- 
bling, halting,  gasping  of  the  dying  seem 
to  be  drowned  in  the  crescent  grumbling 
of  the  presses.  . . . the  building  shakes  and 
quivers,  even  in  the  high  soft  carpeted 
office  where  we  seem  to  sit  at  our  vast, 
polished  desk.  Our  mood  of  depression 
is  superseded  by  a growing  sense  of  exulta- 
tion as  we  look  about  the  noble  apart- 
ment. We  arise,  we  stride  about  up- 
lifted as  Gutenberg  or  Greeley  must  have 
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been  uplifted  by  a sense  of  power — power, 
might,  dominion,  majesty,  glory.  And 
the  presses  rumble  as  the  papers  flow, 
headlines  screaming  all  the  news  that’s  fit 
to  print. 

A pressman  rushes  to  us  a copy  of  the 
edition  still  warm  and  a little  damp; 
moist,  as  though  sprinkled  with  the  tears 
of  those  whose  mortal  struggle  it  chroni- 
cles. Black  upon  white;  no  gray  tones 
of  compromise,  no  tempering  of  justice 
with  mercy.  Power,  might,  dominion, 
glory!  The  unleashed  energy  of  words 
thrills  us  as  we  glance  at  the  front  page, 
the  foreign  news,  the  editorials — letter 
on  letter,  sentence  on  sentence,  precept 
on  precept,  page  on  page;  a dynamic 
stream  of  power  carries  us  onward,  relent- 
less, and  so  right! 

We  press  the  lever  on  the  intercom- 
municating interoffice  loudspeaking 
equipment  with  imperious  finger.  “Send 
us  the  Treasurer,  Miss  Tillinghast,”  we 
say  to  our  secretary  and  resume  our  pac- 
ing  

The  watchdog  enters.  “You  wanted 
me?” 

“Ah,  Entwhistle,  I do  indeed.  Marve- 
lous, Entwhistle,  that’s  what  it  is.  I 
don’t  see  how  they  do  it  on  the  paltry 
sums  you  pay  them!  Don’t  interrupt;  I 
say  it’s  marvelous;  the  words,  the  power, 
the  insight  and  imagination,  Entwhistle, 
are — shall  we  say? — priceless.  Pay  them 
more,  much  more!  Don’t  interrupt,  do 
as  I say,  and  as  you  go  out  send  me  the 
foreman  of  the  pressroom 

“Ah,  Ulsheffer,  come  in.  I meant  to 
speak  to  you  before  this;  marvelous,  my 
dear  boy,  simply  marvelous.  Can  you 
stop  the  presses?” 


“Stop  them,  sir?  Why,  yes;  if  neces- 
sary.” 

“Can  you  run  them  backward?” 
“Backward?  Why,  no,  sir!” 

“Have  them  fixed  at  once  so  this  can 
be  done,  Ulsheffer.  Don’t  argue!  At- 
tend to  it.  Just  the  other  day,  Ulsheffer, 
I discovered  a split  infinitive.  You 
understand  that  this  cannot  he  allowed  to 
occur  again!  If  it  does,  I shall  order  the 
presses  reversed.  This  will  recall  all  the 
papers  before  the  organization  is  dis- 
graced— publicly.  Attend  to  it,  Ulshef- 
fer, and  send  me  in  the  Sweeping  Change 
Editor.” 

“But,  sir — the  Sweeping  Change  Edi- 
tor?” 

“Certainly;  that’s  what  I said,  isn’t  it? 
Do  I have  to  repeat  myself?” 

“But,  sir,  I don’t  know — .” 

“That  will  do,  Ulsheffer.  We  do  not 
use  that  expression  in  this  organization; 
this  is  a newspaper;  send  him  in.” 

“Yes,  sir ” 

Power,  might,  dominion 

“Ah,  Kerksieg,  come  in;  a word  with 
you,  sir.  Marvelous,  Kerksieg,  simply 
marvelous!  Admired  your  work  for  years. 
Your  pay  is  raised.  Keep  on  with  the 
sweeping  changes;  turn  the  rascals  out, 
Kerksieg;  turn  them  inside  out,  upside 
down.  If  you  think  they  are  too  big, 
make  them  smaller;  if  they  are  going 
ahead,  march  them  backward;  you  know, 
Kerksieg,  marvelous  stuff,  sweeping 
changes.  And,  Kerksieg — we  cannot  be 
paltry  about  these  things  you  know;  I 
have  ordered  a new  broom  to  be  delivered 
to  you  once  a week.  Use  it  vigorously! 
With  us,  Kerksieg,  expense  is  no  ob- 
ject.” 


Chemotherapy 


An  exceptional  opportunity  is  now  be- 
ing afforded  to  obtain  information  on  the 
current  status  of  chemotherapy.  The 
Council  Committee  on  Public  Health  and 
Education,  together  with  the  New  York 
State  Department  of  Health,  is  offering 
to  the  medical  organizations  that  request 
this  program  a course  consisting  of  three 


sessions,  either  clinics  or  lectures,  which- 
ever may  be  preferred.  The  course  this 
year  will  deal  with  every  aspect  of  the 
chemotherapy  of  the  sulfonamides,  and 
it  is  anticipated  that  the  instruction  af- 
forded by  the  lectures  or  clinics  will  be 
much  in  demand. 

In  anticipation  of  this  demand  a con- 


October  15,  1941] 


EDITORIAL 


2009 


ference  was  held  on  October  7 and  8 in 
the  library  of  the  Division  of  Laboratories 
and  Research  of  the  State  Department  of 
Health  at  Albany.  At  this  meeting, 
which  was  not  open  to  the  members  of  the 
medical  profession  generally,  those  physi- 
cians who  will  present  the  graduate  work 
to  the  county  medical  societies  were  af- 
forded the  opportunity  to  confer  with 
leading  authorities  on  sulfonamide  ther- 
apy and  to  exchange  ideas.  The  subjects 
presented  at  the  two-day  session  included 
chemistry,  absorption,  distribution,  con- 
jugation, and  excretion  of  sulfonamides; 
action  of  sulfonamides  on  bacteria  and  the 
role  of  immunity  in  the  response  to  chemo- 
therapy; the  approved  laboratory  in  New 
York  State  in  relation  to  chemotherapy; 
modes  of  administration  and  preparation 
of  solutions;  toxicity  and  follow-up  of 
patients;  the  clinical  use  of  gramicidin 
and  penicillin;  pneumonia,  gonorrhea, 
and  infections  of  the  urinary  tract;  and 


sulfonamides  in  surgery,  pediatrics,  and 
meningitis. 

It  is  evident  that  much  foresight  and 
thought  have  been  used  by  the  Council 
Committee  on  Public  Health  and  Educa- 
tion in  arranging  this  conference  with  the 
assistance  of  the  New  York  State  Depart- 
ment of  Health.  In  this  way  a uniform- 
ity of  information  covering  this  really  vast 
subject  is  afforded  the  instructors  in  a 
manner  that  it  would  be  impossible  to 
acquire  by  other  means,  and  at  the  same 
time  each  instructor  has  been  given  a 
broad  general  view  of  the  whole  field  of 
sulfonamide  therapy  which  should  pre- 
vent too  much  stress  being  placed  on  any 
one  aspect  and  insure  at  the  same  time 
that  no  aspect  will  be  overlooked  or  under- 
emphasized. It  is  another  example  of  the 
thorough  preparation  and  careful  con- 
sideration which  your  Committee  on  Pub- 
lic Health  and  Education  brings  to  the 
many  courses  of  postgraduate  instruction. 


Industrial  Health 


The  current  issue  presents  a Sympo- 
sium on  Industrial  Health  featuring  the 
periodic  examination,  industrial  health 
and  the  general  practitioner,  and  new 
medical  opportunities  in  national  defense 
industries.  When  it  is  considered  that 
at  least  seventeen  workers  in  factories  are 
needed  to  back  up  the  efforts  of  a single 
soldier  in  the  armed  forces,  a picture  is 
created  of  the  vast  army  of  workers  neces- 
sary to  the  maintenance  of  modern 
mechanized  warfare.  If  the  picture  is  en- 
larged to  include  the  production  of  sup- 
plies and  armament  for  which  we  have 
obligated  ourselves  for  the  other  nations 
resisting  the  aggressor,  the  seriousness  of 
the  industrial  health  problem  becomes 
proportionately  magnified. 

It  is  said  that  about  4 per  cent  of  the 
working  time  of  the  average  employee  is 
lost  through  accident  or  illness.  But  this 
does  not  paint  the  picture  with  sufficient 
realism.  If  we  translate  that  4 per  cent 
in  terms  of  a five-day,  forty-hour  week 
into  annual  working  hours  lost  to  produc- 
tive defense  work,  we  see  nearly  210,000,- 


000  hours  drop  out  of  the  effective  defense 
effort.  Because  of  accident  and  injury? 
Not  at  all.  Because  of  ordinary  diseases 
and  illnesses,  90  per  cent  of  which  are  non- 
occupational. 

This  puts  the  matter  of  industrial 
health  conservation  squarely  in  the  cate- 
gory of  a problem  of  local  control  and 
lays  the  burden  of  responsibility  right  in 
the  lap  of  local  physicians  and  health 
authorities. 

“ Putting  safeguards  on  machines  is 
not  enough,”  says  Health  Commissioner 
John  L.  Rice  in  a press  release  of 
August  30,  1941  to  which  we  should 
like  to  add  that  if  all  industrial  injuries 
and  accidents  were  prevented  it  would 
account  for  only  10  per  cent  of  the  num- 
ber of  man-hours  lost.  Commenting  on 
the  medical  Bulletin  of  the  Standard  Oil 
Company  (New  Jersey)  and  Affiliated 
Companies,1  the  J.A.M.A.  says:  “Neg- 
lect of  employee  absenteeism  from  pre- 
ventable sickness  or  accident  is  not  re- 
garded as  sound  business  by  many  large 


1 q.  V.  5:  No.  1 (June)  1941. 
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corporations.”  If  it  is  not  sound  business 
for  many  large  corporations,  or  small  ones 
either,  it  is  not  sound  business  for  the 
corporations,  large  or  small,  which  are  the 
governing  bodies  of  the  numerous  towns, 
villages,  and  cities  of  the  state.  The 


building  up  and  conservation  of  individual 
health  is  essential  for  the  successful  prose- 
cution of  the  national  defense  effort.  It 
must  begin  at  home,  in  every  home  where 
individual  workers  are  treated  by  indi- 
vidual physicians.* 


Nondefense  Spending 


Of  particular  interest  to  the  medical 
profession  should  be  the  new  tax  bill.  It 
marks  the  beginning,  in  all  probability,  of  a 
series  of  such  tax  bills,  since  at  the  present 
rate  of  spending  the  government  is  put- 
ting out  about  twice  as  much  as  it  is  tak- 
ing in.  What  the  government  is  putting 
out  falls  into  two  categories : defense  and 
nondefense  spending.  What  we  must 
spend  for  defense  we  must  spend  without 
stint.  Control  of  such  disbursements  is 
no  longer  entirely  within  our  power ; it  is 
dependent  upon  the  event. 

But  nondefense  spending  can  be  con- 
trolled. Congress  can  economize  on  non- 
defense expenditures.  But  what  the  Con- 
gress will  do  about  this  seems  to  depend 
upon  what  public  opinion  demands. 
With  the  public  debt  growing  at  the  rate 
of  ten  billions  or  so  a year,  it  should  not 
be  a matter  of  great  difficulty  to  obtain  a 
quite  positive  statement  of  public  opinion 
on  this  matter.  And  we  believe  that 
such  a statement  would  be  favorable  to  a 
sharp  decrease  in  nondefense  spend- 
ing. 

After  all,  no  one  will  escape  paying  his 
share,  and  the  contribution  of  physicians 
under  this  and  subsequent  tax  bills  will 
be  considerable.  The  contributions  of 
the  physicians’  patients  will  also  run  into 
money.  There  is  thus  established  a new 
community  of  interest  between  doctor 


and  patient  which,  for  lack  of  a better 
term,  we  may  call“  taxitis,”  the  symptoms 
of  which  seem  to  be  an  increasingly  large 
hole  in  the  pocketbook. 

There  is  no  good  reason  why  this  mat- 
ter of  a reduction  in  nondefense  spending- 
should  not  be  discussed  by  physician  and 
patient  with  the  end  in  view  of  recom- 
mending to  Congress  that  something  be 
done  about  it.  It  is  certain  that  little  or 
nothing  will  be  done  unless  there  is  pub- 
lic protest. 

This  Journal  is  of  the  opinion  that  a 
congressional  survey  should  be  made  and 
completed,  as  soon  as  possible,  of  the 
numerous  items  of  nondefense  spending 
which  could  be  reduced  or  eliminated. 
We  believe  that  such  an  inquiry  would 
have  the  unqualified  support  of  the  physi- 
cians of  the  state.  They  are  aware  of  the 
seriousness  of  the  coming  tax  burden  and 
are  willing  to  assume  their  share  of  re- 
sponsibility. We  do  not  think,  however, 
that  they  will,  without  protest,  continue 
to  carry  a staggering  load  of  taxation  to 
support  the  continuance  of  numerous 
projects  not  related  to  the  immediate 
necessities  of  national  defense,  where  it 
can  be  demonstrated  that  they  are  no 
longer  necessary,  however  much  they  may 
have  been  justified  in  a time  of  national 
depression  that  no  longer  exists.  The 
time  to  start  such  an  inquiry  is  now. 


* See  page  2059  for  an  announcement  of  the  second  annual  meeting 
of  the  American  Conference  on  Industrial  Health  which  will  he 
held  in  Chicago  on  November  5 and  6 — Editor 
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Special  Article 

Military  Medicine  in  New  York  State  Army  and  Navy  Hospitals:  III 


YOUR  editors  report  in  this  final  survey  on 
their  visits  to  the  hospitals  at  Fort 
Hamilton,  Fort  Tilden,  and  Mitchel  Field. 

Fort  Tilden  has  a hospital  of  approximately 
42  beds  with  a medical  staff  of  4 officers.  This 
hospital  serves  the  garrison  of  the  post,  which 
comprises  approximately  1,000  men.  Much 
new  construction  is  in  progress  and  when 
finished  the  hospital  will  have  a capacity  of 
about  75  beds  and  a personnel  of  7 medical 
officers.  The  hospital  building  is  relatively 
new  and  well  equipped. 

Fort  Hamilton  has  a hospital,  the  present 
capacity  of  which  is  about  78  beds.  This  is 
being  enlarged  to  an  eventual  capacity  of  250 
beds.  The  hospital  cares  for  a permanent 
garrison  of  about  2,000  men.  However,  since 
the  post  function  includes  the  facilities  for 
troops  coming  into  or  leaving  the  New  York 
metropolitan  area,  its  population  at  times  may 
be  as  high  as  10,000  men  when  new  temporary 
buildings  are  completed.  The  medical  staff, 
now  consisting  of  10,  will  eventually  be  about 
23  medical  officers.  Its  medical  problems  will 
be  subject  to  many  variations  because  of  the 
constantly  changing  character  of  the  patient 
personnel.  As  the  result  of  many  troops  from 
widely  scattered  areas,  there  will  probably  be 
an  increase  in  the  incident  rate  of  communi- 
cable diseases.  At  present,  many  of  the  cases 
of  acute  infectious  diseases  from  other  nearby 
posts  are  treated  at  this  hospital. 

The  hospital  at  Mitchel  Field,  at  present 
having  150  beds,  is  also  in  the  process  of  being 
enlarged  by  about  170  additional  beds.  The 
permanent  personnel  of  the  field  numbers 
about  6,000  men.  Pilots  who  have  had 
training  at  one  of  the  student  training  fields 
are  sent  here  for  special  instruction.  Operat- 
ing out  of  this  hospital,  examining  boards  with 
a personnel  of  about  30  medical  officers  travel 
about  the  country  examining  applicants  for 
enrollment  as  Flying  Cadets.  It  will  be  ap- 
preciated that  many  special  medical  problems 
arise  in  aviation  medicine  which  are  not  en- 
countered at  any  of  the  other  posts  hitherto 
visited. 

It  might  be  expected  that  in  a hospital  serv- 
ing such  a group  the  surgical  service  would 
overbalance  the  medical  because  of  the  hazards 
encountered  in  training;  however,  we  are  in- 
formed that  the  medical  service  is  usually  the 
more  active.  Thirteen  nurses  are  on  duty  at 


the  hospital.  The  disease  incidence  here  is  ex 
tremely  low,  and  the  few  acute  cases  arising  at 
this  station  are  treated  in  the  hospital. 

Each  group  and  squadron  has  its  own  medi 
cal  officer,  who,  in  addition  to  his  ordinary 
medical  duties,  must  study  and  know  every 
pilot  in  his  group  intimately.  Flying  high- 
speed planes  of  the  new  types  in  high  altitude 
creates  problems  not  only  of  a physical  nature 
but  of  a psychosomatic  character.  It  is 
therefore  necessary  that  medical  officers  caring 
for  pilots  be  permanently  attached  to  these 
groups  and  closely  associated  with  the  indi- 
viduals composing  them  so  that  they  may  per- 
sonally know  the  habits  of  mind  of  each  as 
well  as  his  physical  condition.  This  is  the 
function  of  the  flight  surgeon,  who  has  many 
complicated  duties  to  perform.  A great  deal 
of  research  is  continually  carried  on  by  many 
of  the  flight  surgeons,  since  new  problems  in 
physiology,  psychology,  and  psychiatry  are 
constantly  occurring  due  to  the  rapid  develop- 
ment of  new  circumstances  under  which  pilots 
must  operate. 

The  U.  S.  Naval  Hospital,  Brooklyn,  New 
York,  was  established  more  than  one  hundred 
years  ago.  The  administration  building  was 
constructed  in  1838.  Most  of  the  other 
buildings  were  constructed  during  the  World 
War.  It  has  a capacity  of  1,000  beds,  600  of 
which  are  now  occupied,  and  is  staffed  by  30 
medical  officers,  2 dental  officers,  10  interns,  2 
chief  pharmacists,  3 pharmacists,  40  nurses, 
and  225  members  of  the  Navy  Hospital  Corps. 
It  cares  for  the  officers  and  enlisted  men  of  the 
Navy  and  Marine  Corps,  both  active  and  re- 
tired, ashore  and  afloat  in  this  area.  Depend- 
ents of  the  above  personnel  receive  attention 
in  the  outpatient  department  and  are  hos- 
pitalized if  necessary.  Some  Veteran  Bureau 
patients  and  WPA  patients  are  also  cared 
for. 

At  the  present  time  many  of  the  medical 
staff  are  members  of  the  Naval  Reserve  who 
have  been  called  to  active  duty.  All  the  fe- 
male nurses  are  carefully  selected  graduates 
from  civil  hospitals.  Many  are  members  of 
the  Naval  Reserve.  It  is  of  interest  to  note 
that  some  Navy  nurses  are  always  at  sea  on 
hospital  ships  and  transports.  They  are 
generally  assigned  duties  as  ward  supervisors, 
operating  room  and  clinic  supervisors,  physical 
therapy  technicians,  and  dietitians. 
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The  personnel  of  the  hospital  corps  (pharma- 
cists’ mates  and  hospital  corpsmen)  do  prac- 
tically all  of  the  work  in  the  actual  care  of  the 
sick  both  in  hospitals  and  on  ships.  They  are 
carefully  trained  in  Navy  hospital  corps  train- 
ing schools  and  in  naval  hospitals.  After  such 
training  they  are  ready  for  assignment  to  sea  or 
any  place  where  Navy  sick  are  received. 

The  American  Red  Cross  maintains  a social 
service  department  in  the  hospital  consisting 
of  6 workers.  This  is  an  active  department 
and  adds  much  to  the  efficiency  of  the  hospital. 

This  hospital  is  approved  by  the  American 
College  of  Surgeons  and  the  Aanerican  Medical 
Association. 

Summary 

With  this  article  your  editors  have  com- 
pleted their  survey  of  the  Army  post  and  camp 
hospitals  of  the  state.  We  have  found  that: 

1.  The  physical  equipment  of  all  the  hos- 
pitals is  of  the  most  modern  type  and  is  being 
utilized  in  a manner  to  produce  results  in  every 
way  comparable  with  the  highest  standards  of 
medical  service  within  the  limitations  im- 
posed by  the  rapid  expansion  of  these  hos- 
pitals. 

2.  New  construction  is  being  hastened  to 
provide  hospital  and  nursing  care  that  will  be 
adequate  to  meet  the  demands  not  only  of  a 
new  and  greatly  expanded  Army  and  Navy  but 
of  any  situation  that  may  arise  as  a result  of 
the  present  emergency.  From  a medical 
point  of  view  every  provision  has  been  made, 
or  is  being  provided,  for  the  care  and  housing 
of  the  sick  and  injured. 

3.  Nearly  all  of  the  medical  officers  com- 
prising the  staffs  of  these  Army  hospitals  in 
the  state  are  derived  from  within  the  state. 
The  Medical  Reserve  officers  are  nearly  all 
members  of  the  Medical  Society  of  the  State 
of  New  York.  It  is  this  fact  that  prompted 
the  interest  in  making  this  survey. 

4.  A new  situation  has  arisen  which  con- 
cerns us  all.  Many  of  our  members  are  now 
in  the  services.  More  will  continue  to  leave 
private  life  and  go  on  active  duty  as  the 
preparedness  and  training  program  carries  on. 
The  interest  of  the  Medical  Society  of  the 
State  of  New  York  in  those  of  its  members  who 
go  into  active  service  continues,  as  it  should. 
We  have  desired  first  to  report  to  you  on  what 
kind  of  medical  service  was  being  afforded  to 
the  troops  in  training  under  circumstances  of 
great  difficulty  due  to  rapid  development  and 
expansion.  It  is  excellent. 

Our  next  concern  has  been  for  our  members 
who  are  making  that  kind  of  medical  service 


possible  under  the  direction  of  Army  and 
Navy  authorities.  Medical  officers  are  being 
well  quartered  and  well  trained.  The  morale 
in  all  of  the  hospitals  is  high.  Teamwork  is 
everywhere  apparent.  Opportunity  for  in- 
struction in  paper  work  is  being  afforded  to 
those  who  care  to  learn  such  administrative 
work.  The  best  of  facilities  are  available  for 
good  surgical  work  in  well-equipped  operating 
rooms,  nursing  service  is  adequate,  and  hous- 
ing for  nurse  personnel  is  rapidly  being  pro- 
vided where  it  has  been  found  insufficient  due 
to  expansion.  Stocks  of  drugs,  linen,  blankets, 
and  dressings  are  sufficient.  There  can  be  no 
question  of  inadequate  facilities  to  work  with. 
The  kind  of  work  and  its  volume  are  naturally 
dependent  upon  circumstances.  It  cannot  be 
manufactured  or  provided  where  it  does  not 
exist.  The  healthier  a body  of  troops  is,  the 
less  there  will  be  to  do.  But  there  will  always 
be  an  irreducible  minimum. 

5.  There  is  a function  of  the  State  Medical 
Society  which  it  has  not  been  able  fully  to  per- 
form in  previous  wars  or  preparation  for  war 
with  respect  to  its  members  in  the  services — 
namely,  its  postgraduate  educational  function. 
We  have  touched  on  this  in  our  preceding 
article.  The  State  Society  in  conjunction 
with  its  component  county  societies  carries  on 
an  active  program  of  postgraduate  education. 
Our  members  have  been  accustomed,  prior 
to  entering  the  services,  to  attend  the  scientific 
sessions,  the  clinicopathologic  conferences,  the 
seminars,  and  other  activities  connected  with 
this  program.  There  seems  to  be  no  reason 
why  this  should  not  continue,  since  the 
members  involved  will  probably  be  more  or 
less  continuously  stationed  at  their  present 
posts  except  during  maneuvers . W e therefore 
suggest  that  the  State  Society  arrange, 
through  the  various  county  medical  societies, 
for  notification  of  such  meetings  to  be  sent  to 
the  men  stationed  in  the  vicinity.  Meetings 
of  the  various  district  branches,  with  their 
varied  scientific  programs,  should  afford 
another  opportunity  to  extend  to  medical  offi- 
cers an  additional  contact  with  postgraduate 
medical  activities  in  the  state.  The  annual 
meeting,  which  in  1942  will  be  held  in  New 
York  City,  could  also  be  made  an  opportunity 
for  contact  with  the  members  in  the  services, 
since  a large  proportion  of  them  are  stationed 
in  adjacent  areas.  We  cannot  stress  too 
strongly  the  opportunity  for  continuing  in- 
terest and  service,  open  to  the  State  Society 
and  the  county  medical  societies  and  the  teach- 
ing hospitals  of  the  state,  whereby  their  activ- 
ities could  be  made  available  to  all. 


THE  NEW  MEDICAL  ATTACK  ON  SO-CALLED 
“MENTAL”  DISEASE 

Foster  Kennedy,  M.D.,  F.R.S.E.,  New  York  City 


BY  ITS  very  nature,  neurology  and  psy- 
chiatry must  pervade  and  be  pervaded  by 
all  medicine. 

Neurology  must  rest  on  and  be  supported 
by  internal  medicine  and  must  in  its  turn  be 
the  base  of  psychiatry.  We  who  study  either 
must  concern  ourselves  with  the  general  field, 
and,  like  Peter  on  the  roof  top,  call  nothing  in 
biologic  thought  common  or  unclean.  In  the 
past  century  neurologists  were  busy  collect- 
ing, classifying,  and,  as  their  often  unapprecia- 
tive colleagues  would  say,  “labeling”  speci- 
mens of  neural  disorder.  Now  this  work  is 
largely  outgrown,  and  we  have  to  dig  below 
the  surface  of  morbid  phenomena  to  find  the 
toxic  or  chemical  or  glandular  origins  of  dis- 
ease; often  heavy  and  seemingly  unprofitable 
labor,  but  work  which  is  the  very  stuff  of 
medicine,  and  on  which  one  day  will  be  es- 
tablished a real  pathology  of  Mind.  We  need 
not  pile  up  argument  to  show  that  neural 
change  most  often  depends  on  changes  in 
other  tissues.  Within  the  lifetime  of  many 
here,  general  paresis,  once  regarded  as  a uni- 
tary disease — insanity — has  been  shown  to 
be  syphilis  and  nothing  but  syphilis;  but 
most  of  the  older  men  as  students  were  in- 
structed that  this  crumbling  of  a personality 
might  come  from  overwork  or  exposure — pre- 
sumably to  the  winds  of  Heaven. 

When  I was  a house  officer  at  Queen  Square 
one  of  my  seniors  surmised  that  paralysis 
agitans  was  a neurosis  with  no  organic  or 
structural  basis.  We  know  now  its  cellular 
pathology  and  much  of  its  infective  origin. 
Migraine,  often  described  as  a neurosis,  is 
proved  to  be  allergic  edema  capable  of  being 
microphotographed.  Asthma  was  once  to  me 
akin  to  the  vapors  of  a still  earlier  day.  Now 
we  understand  its  allergic  etiology  and  are  be- 
ginning to  sense  the  enormous  part  individual 
sensitiveness  to  specific  protein  may  play  in 
many  cases  of  both  organic  and  functional 
nerve  disorder.  So  we  must  live  in  no  ivory 
tower.  We  have  to  scour  and  delve  in  the 
fields  of  internal  medicine  and  also  try  to  throw 
searchlights  through  the  tenebrous  fog  of 
endocrinologic  fact  and  fable. 

However,  while  our  vision  of  the  so-called 


organic  field  has  deepened  and  widened,  we 
are  still  inclined  to  regard  deviations  of 
mental  and  emotional  nature  as  disease  units 
in  themselves.  Surely  the  time  has  come  to 
put  away  the  notion  that  psychiatry  deals 
just  with  mind-disease.  This  dualistic  phi- 
losophy, this  ecclesiastic  view  of  man,  is  without 
biologic  or  medical  support,  and  it  has  beset 
our  minds  and  lamed  our  thoughts  for  2,000 
years.  The  notion  of  “space-empty”  or 
“space-ethereal”  has  today  been  abandoned, 
and  Nature  is  now  viewed  as  Energy,  pat- 
terned into  Worlds,  patterned  variously  also 
for  every  stick,  stone,  or  bit  of  life  upon  them. 
Man  thus  becomes  one  with  his  environment, 
which  pervades  him  wholly  and  into  which 
he  extends  himself  hugely;  born  according  to 
his  manner,  he  holds  his  unique  pattern  as  a 
momentary  opportunity  for  experience;  a 
stream  of  creative  continuity,  with  aim. 

Anywhere  where  vitality  exists,  aim  is 
found.  A primitive  consciousness  exists  as 
“purpose”  in  every  living  cell  and  organizes 
itself  as  structure;  this  primitive  mind  be- 
comes specialized,  layer  upon  layer,  super- 
segment upon  supersegment,  into  complicated 
reflexes,  later  more  complicated  instincts,  and 
later,  still  more  complex  emotional  tones  and 
feelings,  integrated  and  channeled  for  expres- 
sion through  thalamus  and  hypothalamus. 
Finally,  there  has  been  added  the  neopallium, 
the  new  brain,  more  and  more  exquisitely  in- 
tegrated— a concatenation  of  such  ordered 
representation  and  swift  activity  that  through 
it  primitive  power  can  eventually  appear  even 
as  the  gift  of  critical  discrimination.  Slowly, 
too,  this  primitive  cellular  power  is  distilled 
into  a sense  of  spatial  and  temporal  relation- 
ship. Up  to  the  present  point  of  evolutionary 
time,  the  highest  product  of  this  captured, 
specialized,  focused  Energy  of  Cosmic  Origin 
is  our  self-awareness,  self-direction,  power  of 
surmise,  and  power  of  speculative  imagination 
which  almost  denies  the  Universe  itself  for 
Boundary — all  radiated,  implemented,  and 
sometimes  disturbed,  by  Emotion. 

Purpose  is  mediated  by  protoplasm.  Our 
consciousness  is  an  enormous  amplification  of 
early  purpose  as  primitive  as  tropism,  and  it  is 
raised  to  its  highest  form  and  focused  for  its 
greatest  good  by  the  contrivance  of  symbolism 
and  imagery  and  the  invention  of  the  tool  of 
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speech.  This  distillate  of  consciousness  is  thus 
focused  into  self-awareness.  Such  achieve- 
ment is  nothing  but  the  flowering  of  the  aim, 
drive,  and  purpose,  innate  and  part  and  parcel 
of  every  cell  in  our  bodies,  and  as  truly  a part 
of  each  cell  as  its  mere  “skeleton,”  with 
which  by  our  ingenuity  and  skill  we  have 
made  our  senses  familiar. 

There  has  been  a tendency  among  psychia- 
trists in  the  recent  past  to  ignore  this  struc- 
tural patterning  of  man,  to  divorce  soma  and 
psyche,  and  to  treat  the  mind  as  though  it 
were  Mohammad’s  coffin,  swung  in  the  empy- 
rean between  earth  and  heaven,  having  neither 
structure  nor  fabric.  Plotinus  says  that  sensa- 
tions are  obscure  thoughts,  and  intelligible  or 
spiritual  thoughts  are  clear  sensations.  Such 
unity  of  function  and  structure  has  been  for- 
gotten through  a kind  of  blinkered  specialism, 
so  that  some  psychiatrists  today  have  a 
sense  of  professional  and  social  demotion 
should  they  deign  to  regard  the  bodily  func- 
tions at  all.  Juvenal  may  have  told  him  that 
his  patient  “cannot  cry  Evoe  Bacchus  with 
an  empty  belly,”  but  nowadays,  the  god  of 
wine  can  only  be  invoked,  with  psychiatric 
propriety,  as  an  unconscious  compensation 
against  an  incestuous  passion  for  a maiden 
aunt  who  keeps  a milk  farm! 

We  talk  of  the  modern  bread  of  psychology 
as  an  analysis.  Much  of  this  ingenious  scholas- 
ticism is  so  far  from  really  plumbing  the 
depths  of  mental  origins  that  it  is  but  figure- 
skating  on  the  surface  of  the  problem.  The 
real  problem  is,  why  does  a certain  person 
have  to  substitute  something  else  for  his  dif- 
ficulty in  order  to  relieve  his  difficulty?  And 
why  does  another  person  not  have  to  go 
through  that  complicated  procedure  in  order 
to  be  happy?  The  true  problem  is  the  nature 
of  the  play  of  the  forces  in  the  individual  caus- 
ing the  stable  or  unstable  equilibrium  of  his 
feelings  and  his  intellect.  The  difference  be- 
tween one  individual  and  another  is  here  in 
modern  psychology,  only  described  and  not 
explained.  It  is  not  enough  to  go  into  a pic- 
ture gallery  and  say  “I  understand  this  pic- 
ture; it  is  by  Reubens,”  and  “That  one  there 
is  by  Velasquez” — mere  recognition.  The 
person  who  recognizes  those  pictures  enough 
to  christen  them  does  not  necessarily  under- 
stand Velasquez,  nor  need  he  have  an  iota  of 
knowledge  as  to  how  Velasquez  mixed  either 
his  paints  or  his  ideas.  Just  as  we  have  not 
an  iota  of  knowledge  of  the  causes  of  two  of 
the  great  scourges  of  our  civilization,  demen- 
tia praecox  and  manic-depressive  psychosis. 
To  make  up  for  our  ignorance  we  rechristen 


them  each  decade  in  different  dead  languages 
and  call  it  progress.  We  must  not  mistake  the 
projections  and  productions  for  the  deeper 
causes  of  those  projections  and  productions. 
And  the  cause  of  the  projections  in  the  last 
analysis  lies  there  in  the  type  and  quality  of 
both  brain  and  body.  Through  sixty  years 
my  grandfather  nourished  the  vain  hope  of 
elucidating  the  problem  of  “fever”  by  the 
study  of  miles  of  temperature  charts.  Lack- 
ing a somatic  orientation,  an  orientation  pri- 
mary rather  than  secondary,  the  causes  of 
fever  would  never  have  thus  been  bared; 
and  now  we  know  that  “the  fever,”  then  re- 
garded as  a primary  disease  entity,  is  really  a 
beneficent  and  often  conquering  ally  against 
a more  concealed  opponent.  In  body  and 
brain  and  their  energic  and  probably  electric 
impulses  lies  the  center  and  the  controller  of 
the  weather  in  our  souls. 

Mind  is  to  brain  and  body  as  the  function  of 
sight  is  to  the  eye.  Who  would  try  to  discover 
the  meaning  of  Sight  with  no  reference  to  the 
eye,  or  the  retina  and  the  optic  tracts,  or  to 
the  ability  of  the  cortex  to  gather  up  and  dif- 
ferentiate impulses  to  it  and  to  unify  or  reject 
them?  We  should,  thus,  learn  nothing  of 
sight:  lacking  such  consideration  we  would 
know  esthetics,  visual  esthetics,  and  we  would 
be  dwelling  in  this,  too,  as  among  the  Mys- 
teries. After  all,  in  encephalitis  there  came 
morbid  behavior  and  morbid  emotional  states, 
emerging  from  lesions  as  organic  as  a frac- 
tured femur,  and  we  must  believe  that  such 
cases  furnish  precious  knowledge  of  neurotic 
and  psychotic  happenings  from  a physical 
rather  than  from  emotional  or  psychic  causes. 

When  I say  “physical”  I include  electrical 
and  chemical  forces.  For  too  long  we  have 
thought  in  terms  of  dead  stained  matter  and 
neglected  the  dynamic  drive  through  all  living 
matter  and,  especially  for  psychiatric  medi- 
cine, through  the  hypothalamus.  Many 
cases  of  hysteria  are  clinically  identical  with 
those  occasioned  by  midbrain  disease,  pos- 
sibly because  in  hysteria  “the  personality” 
retreats  from  the  new  to  the  old  brain  and 
thus  obtains  an  archaic  or  midbrain  aspect. 

All  the  specific  fevers  have  their  nervous 
concomitants.  Is  it  not  strange  in  us  that  a 
patient  with  pneumonia,  who,  harassed  by 
delusions  of  imminent  destruction,  throws 
himself  from  a window,  is  classified  as  de- 
lirious from  fever,  while  a similar  psychic 
situation  with  no  obvious  intoxication  may  be 
called  cyclothymia,  the  organic  pathology  of 
which  most  psychiatrists  deny?  One  patient 
is  said  to  have  a disease  of  the  body;  the 
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other,  a disease  of  the  mind.  This  is  at  once 
loose  and  dogmatic  thinking.  Only  in  Won- 
derland can  we  find  the  grin  without  the  cat. 
We  must  educe  a pathology  for  neuroses  and 
psychoses — and  they  are  only  two  parts  of  the 
same  spectrum — through  medicine;  the  effort 
to  do  so  through  philosophy  and  psychology 
has  not  succeeded.  These  were  useful  until 
our  knowledge  of  the  body  grew  to  a larger 
stature.  In  therapeutics  they  deal  well 
enough  at  times  with  symptoms,  but  a sharper 
sword  is  today  being  forged  by  medicine  to 
deal  with  the  nature  of  mental  illness  itself. 

Often  one  hears  a proper  plea  from  the 
psychologist  for  a consideration  of  the  human 
animal  as  a whole.  One  can  understand  his 
meaning  in  that  the  metazoic  multicellular 
animal  functions  in  each  act,  as  uniquely  and 
in  as  unified  a manner  as  does  the  unicellular 
animal.  Each  act  of  behavior  is  the  resultant 
of  the  distilled  and  sublimated  forces  in  the 
organism,  so  that,  I think,  one  may  properly 
speak  of  the  human  being  as  acting  “as  a 
whole,”  which,  of  course,  is  not  the  same  as 
feeling  or  thinking  as  a whole. 

Many  have  described  Freud’s  philosophy, 
Freud’s  theories,  as  being  a purely  motivistic 
relation  of  human  behavior.  One  feels,  how- 
ever, not  at  all  that  Freud’s  point  of  view  is 
incorrect  but  that  it  is  true  only  in  part.  It  is 
one  angle  of  view  only.  Our  mind  symbolizes 
everything  we  see;  wre  see  but  one  aspect  at  a 
time  and,  first  and  clearest,  that  which  ap- 
peals to  the  consciousness  of  the  observer. 
The  important  thing  is  to  try  to  have  more 
than  one  line  of  attack  and  more  than  one 
angle  of  vision;  but  the  psychoanalyst  seems 
to  see  like  Polyphemus  with  but  a single  eye, 
and  one  cannot  help  feeling  that  there  is  a 
certain  belief  in  his  circles  that  they  have  ab- 
sorbed psychiatry,  that  without  their  rigid 
technic  and  ritual  one  is  not  a psychiatrist, 
and  that  he  who  is  not  for  them  is  against 
them.  This  is  on  the  banner  of  all  religions 
but  is  on  the  banner  of  no  science. 

“Fanatics  have  their  dreams,  wherein 
they  weave 

A paradise  for  a sect.” 

It  is  suggested  that  one  had  little  power  to 
appraise  human  personality  in  other  terms 
than  those  of  psychoanalysis.  Now,  Shakes- 
peare was  not  a psychoanalyst,  nor  Vol- 
taire, nor  George  Meredith,  nor  Anatole 
France,  but  I venture  to  say  that  these  men 
knew  more  of  the  human  spirit  and  the  moti- 
vistic phenomena  that  prevails  in  the  human 
heart  than  most  practitioners,  however  pro- 


fessionally eminent.  The  great  artists,  so  far, 
have  been  perhaps  the  greatest  of  all  psychia- 
trists. Their  understanding  has  been  better 
than  our  knowledge. 

So,  I feel  the  freudian  contribution  to  be 
this:  Freud  has  demonstrated  that  there  is  a 
phylogeny  of  personality.  We  have  long 
known  that,  physically,  each  of  us  is  a de- 
velopmental microcosm  of  our  race.  From 
the  egg  to  maturity  we  pass  through  stages  in 
our  body  at  least  similar  to  those  through 
which  the  whole  race  has  passed.  Freud, 
however,  has  made  it  clear  that  in  our  emo- 
tions, in  our  strivings,  in  the  preponderance 
of  this  instinct  over  that  at  different  periods 
of  our  lives,  we  have  a like  phylogenetic 
evolution — and,  if  we  live  long  enough,  devo- 
lution— of  instinctive  growth  and  personal- 
ity, that  the  child  is  a polytheistic  savage, 
that  its  sexual  instincts  emerge  by  gradual 
progression  from  a preoccupation  with  one 
orifice  of  its  body  to  a preoccupation  with 
another.  Freud  himself,  however,  said  in  his 
last  lectures  that  he  was  not  sure  that  this  is 
a contribution  to  therapeutics.  And  indeed, 
few  men  feel  better  or  happier  when  reduced 
to  their  lowest  common  denominator,  and 
some  despair  and  are  degraded  when  con- 
fronted by  the  Kitchen-rebellion  of  their 
antique  urges. 

Nevertheless,  this  work  does  make  it  clear 
how  our  instincts  have  developed  within  the 
microcosm  of  each  man’s  body.  However, 
we  have  physical  vestigial  remnants  like  gill 
slits,  and  instinctive  and  emotional  vestigial 
remnants  like  sexual  reversions,  and  scato- 
logic  tropisms  or  fecal  favorites,  but  we  would 
be  foolish  to  appraise  the  total  anatomy  in 
terms  of  gill  slits  or  the  total  personality  in 
terms  of  a discovered  sexual  reversion. 

Further,  the  assurance  with  which  symbolis- 
tic theories  are  applied  tends  to  give  our 
thoughts  an  orientation  away  from  ideas  that 
promise  much  from  other  points  of  view,  and 
one  pleads  that  psychiatrists  should  not  ex- 
pend too  much  precious  energy  away  from  the 
discipline  of  modern  medical  knowledge.  The 
work  on  the  metabolism  of  brain  tissue,  on  the 
chemistry  of  the  nerve  impulse,  on  the  role 
played  by  vitamins  and  enzymes  in  neural 
nutrition,  on  mood-changes  associated  with 
blood  sugar  variation,  on  the  significance  of 
the  temporary  appearance  of  menopausal 
vaginal  epithelium  in  young  women  passing 
through  cyclical  mental  depressions,  on  cere- 
bral electric  dysrhythmia — these  notions  are 
just  appearing  over  our  horizons.  If  we  should 
tend  to  limit  our  inquiries  into  neurotic  and 
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psychotic  behavior  to  any  pontifical  doctrine, 
be  content  with  patterning  and  docketing  of 
mental  phenomena,  with  the  formalism  and 
rigidity  and  humorlessness  of  the  chemical 
analytic  tables  of  our  student  days,  then  I 
say  we  are  deserting  the  spirit  of  medicine 
for  Alexandrine  scholasticism.  We  are  asked 
by  “psychoanalysts”  to  regard  each  human 
being  as  a single  unswerving,  unchanging  uni- 
formity against  which  environmental  stimuli 
are  directed.  Should  we  postulate  that  each 
individual  invariably  reacts  to  these  in  the 
same  way  as  does  every  other  individual? 
According  to  “the  book  of  words,”  then, 
we  are  saying  something  contrary,  I am 
sure,  to  human  experience  and  to  common 
sense. 

Individuals  differ  as  much  in  their  personali- 
ties and  reactions  as  in  their  noses.  They  dif- 
fer, as  even  Freud  has  admitted,  in  their  in- 
herited endowments.  Nor  is  inherited  endow- 
ment a fixed  concept.  There  is  certainly  such 
a thing  as  the  inheritance  of  acquired  charac- 
teristics. Our  trouble  is  that  we  see  this 
problem  narrow  and  we  see  it  short.  We 
think  in  far  too  small  units  of  time.  We  can- 
not see  the  results  of  inheritance  of  acquired 
characteristics  because  of  the  paltry  shortness 
of  our  own  fives  and,  because  our  eyes  are 
holden,  our  minds  are  holden  also. 

There  is  much  evidence  in  the  animal  world 
that  such  transmission  of  acquired  character- 
istics exists,  that  a defective  germinal  cell 
will  produce  a defective  descendant,  and  that 
the  defective  descendant  will  procreate  a de- 
fect in  his  descendant.  If  this  can  happen  in 
the  lower  animals,  it  can  happen  to  us;  only 
our  nervous  systems  are  so  complex,  they  are 
so  much  more  evolved,  that  we  cannot  see 
these  changes  in  them  in  terms  of  our  little 
lifetimes. 

All  of  this  is  far  from  denying  the  reciprocal 
influence  of  emotional  stress  on  bodily  tissue. 
Strain  and  unhappiness  produce  gastric  ulcer. 
In  both  civil  and  military  fife,  we  have  all 
seen  fright  produce  hyperadrenafism  and 
acute  enlargement  of  the  thyroid.  Many  al- 
lergic persons  only  react  to  their  specific  pro- 
tein when  their  autonomic  systems  are,  as  it 
were,  “triggered”  by  emotion.  This  shadow 
country  where  the  saints  dwell  and  where 
soma  and  psyche  are  wedded  is  perhaps  the 
“Never-Never  Land”  of  medicine.  If  we 
should  learn  it  enough  for  geography  and 
charts,  we  may  learn  to  control  personality 
and  thereby  lose  our  humanity!  However, 
the  stupidity  of  statesmen  may  be  depended 
upon  to  destroy  civilization  before  disaster 


comes  to  us  through  knowing  what  should  not 
be  known. 

Of  course,  the  pressure  of  sex,  the  pressure 
of  hunger,  and  the  pressure  of  the  herd  im- 
pinge on  and  mold  and  modify  and  direct  the 
growing  organism.  A potential  homosexual 
may  be  made  a complete  homosexual  by  edu- 
cation and  experience,  but  I believe  he  must  be 
biologically  nearly  a complete  homosexual 
not  to  resist  the  normal  trend  of  physiologic 
living. 

If  environmental  stresses  are  the  causes — 
as  indeed  most  laymen  believe — of  mental 
breakdown,  there  would  have  been  an  epi- 
demic of  dementia  praecox  and  manic-de- 
pressive insanity  during  the  War  and  during 
the  depression.  However,  all  this  is  far  from 
advocating  a mechanistic  approach  to  the 
study  of  functional  or  “reversible”  disorder. 
But  one  pleads  that  we  employ  all  our  physio- 
logic knowledge,  as  well  as  our  knowledge  of 
anthropology  and  psychology,  to  find  out 
the  nature  of  the  mind  of  man  and  not  limit 
our  approach  to  any  one  arbitrary  symbolistic 
theory.  We  should  treat  man  as  a dynamic 
and  a physiologic  whole. 

As  yet  we  use  insulin,  metrazol,  and  electric 
shock  therapy  to  alter  the  balance  of  chemical 
and  physical  forces  in  a manner  entirely  em- 
piric. We  know  by  thousands  of  cases  that 
the  passage  of  from  80  to  150  volts  of  electric 
current  for  a tenth  of  a second  through  the 
brain  produces  an  often  miraculous  alteration 
for  the  better  in  mood  and  obsessive  thinking 
and  that  agitated  depression,  even  though  ac- 
companied by  a delusional  state,  can  by  this 
means  be  replaced  by  a happy  tranquillity 
and  clear-eyed  insight. 

How  is  this  extraordinary  result  brought 
about?  We  do  not  yet  know,  though  clearly 
the  sympathetic  system  is  hugely  stimulated. 
However,  only  our  five  senses  prevent  us 
from  perceiving  that  matter  and  energy  are 
merely  different  forms  of  the  same  thing. 
In  truth,  we  are  aggregations  of  geometric 
force  molecules — probably  each  with  his  in- 
dividual pattern — derangement  of  which 
changes  mood  and  the  intramural  radio  ac- 
tivity that  we  call  thought.  Why  electric 
shock  should  re-establish  the  normal  energy 
balance  and  pattern  rather  than  still  further 
disturb  it  will  no  doubt  be  discovered— given 
peace  in  our  time. 

So,  our  attitude  is  more  a biopsychic  ap- 
proach than  a mechanistic  approach.  We 
must  believe  that  we  cannot  have  intellect 
or  ecstasy  without  a good  neuronic  endow- 
ment. 


October  15,  1941]  NEW  MEDICAL  ATTACK  ON  “ MENTAL ” DISEASE 


2017 


The  strategic  outlines  and  boundaries 
of  mind  are  laid  down  by  what  we  call  physi- 
cal heredity — its  tactical  plan  by  social  in- 
heritance, by  education,  and  by  the  molding 
pressures  of  sex,  the  herd,  and  hunger.  All 
may  be  destroyed  by  infection  or  injury  or 
degeneration. 

We  are  now  only  picking  at  the  locks  of 
doors  behind  which  he  the  answer  to  these 


mysteries.  Many  keys  will  be  needed  for  the 
opening,  but  it  surely  will  not  be  beyond 
man’s  wit  to  make  them. 

We  have  in  shock  therapy  an  attack  on 
mental  iUness  which  means  to  the  treatment 
of  disorders  of  the  “mind”  what  the  appear- 
ance of  Lister’s  carbolic  spray  meant  to  sur- 
gery. 

410  East  57th  Street 


TRANSFUSION  DISCOVERY  TO  CUT  WAR  DEATHS 


A medical  achievement  that  eliminates  a long, 
involved  step  in  blood  transfusions  has  been  dis- 
covered by  two  Buffalo  medical  scientists,  re- 
ports the  Buffalo  Courier-Express. 

Credited  with  the  discovery  are  Dr.  Ernest 
Witebsky,  professor  of  bacteriology  and  im- 
munology of  the  University  of  Buffalo  Medical 
School  and  bacteriologist  of  Buffalo  General 
Hospital,  and  Dr.  Niels  C.  Klendshoj,  bio- 
chemist and  member  of  the  medical  staff  of  the 
same  hospital  and  newly-appointed  assistant  in 
medicine  at  the  medical  school. 

The  medical  advancement  involves  the  mixing 
of  specific  isolated  substances  with  transfusion 
blood  and  makes  unnecessary  the  typing  of  the 
patient’s  blood.  Hitherto  it  has  been  necessary 
to  “type”  and  “crossmatch”  the  patient,  a pro- 
cedure requiring  one  to  two  hours. 

The  development  is  expected  to  be  a potent 
weapon  in  saving  lives  on  the  battlefield,  as  well 
as  in  the  sickroom,  since  it  can  be  administered 
with  far  less  delay.  The  method  already  has 
been  made  known  to  London  for  possible  treat- 
ment of  war  victims. 

A new  foundation,  the  Buffalo  Research  As- 
sociates, Inc.,  has  been  founded  by  the  uni- 
versity and  hospital  to  handle  the  discovery. 
The  foundation  is  headed  by  Langdon  Albright, 
president  of  the  General  Hospital  Board  of 
Trustees,  as  president.  Chancellor  Samuel  P. 
Capen  of  the  university  is  vice-president,  and 
George  D.  Crofts,  comptroller  of  the  university, 
is  secretary-treasurer. 

The  foundation,  whose  purpose  is  to  “pro- 
mote, encourage,  and  aid  scientific  investigation 
and  research,”  also  is  composed  of  Dr.  Witebsky, 
Dr.  Klendshoj,  and  three  representatives,  each, 


of  the  university  and  the  hospital.  They  are 
Albright,  Dr.  Capen,  Crofts,  Gen.  Louis  L.  Bab- 
cock of  the  university,  and  Edward  W.  Case  and 
Rudolph  B.  Flershem  of  the  hospital. 

By  injecting  what  are  known  as  “A”  and  “B” 
factors  into  “C”  blood,  the  foundation  said  the 
scientists  have  been  able  to  neutralize  the  active 
anti-“A”  and  anti-“B”  factors,  thus  making  the 
blood  suitable  for  any  transfusion  and  eliminat- 
ing a long,  involved  step.  The  development  has 
been  used  successfully  in  more  than  one  hundred 
transfusions  at  Buffalo  General  Hospital. 

The  two  scientists  succeeded  in  isolating  the 
“B”  substance  and  obtained  it  first  from  gastric 
juice.  They  now  use  tissue  from  dead  animals. 
The  “B”  substance,  like  the  “A”  substance  which 
was  isolated  nine  years  ago,  is  white  powder,  a 
carbohydrate,  and  only  a few  milligrams  of  each 
are  necessary  to  neutralize  the  anti-“A”  and 
anti-“B”  factors  for  an  ordinary  transfusion  of 
500  cc.  of  blood. 

Dr.  Witebsky,  who  has  been  at  the  medical 
school  and  the  General  Hospital  five  years,  re- 
ceived his  medical  degree  from  Heidelberg  Uni- 
versity, Germany,  in  1925.  He  served  as  an  as- 
sistant and  an  assistant  professor  at  the  German 
university  for  eight  years  before  coming  to  this 
country.  He  spent  twro  years  at  Mt.  Sinai  and 
Beth  Israel  hospitals  in  New  York  before  coming 
to  Buffalo. 

Dr.  Klendshoj  is  a native  of  Denmark  and  re- 
ceived his  bachelor’s  degree  from  the  University 
of  Copenhagen  in  1921  and  a degree  correspond- 
ing to  the  American  Ph.D.  five  years  later, 
specializing  in  engineering.  Four  years  ago  he 
took  his  medical  degree  from  the  University  of 
Buffalo. 


Have  You  Any  Surplus  Surgical  Tools? 

Great  Britain’s  need  for  medical  and  surgical  instruments  is  as  great — if  not  greater — 
than  it  ever  has  been.  Won’t  you  take  inventory  of  your  supplies  and  send  any  that 
are  not  in  use  to  the 
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PERIODIC  EXAMINATION 

McIver  Woody,  M.D.,  New  York  City 

THE  periodic  examination  is  the  best 
means  yet  devised  of  detecting  disease  in 
its  incipient  state,  and  yet  during  the  past 
twenty  years  its  benefits  have  reached  only  a 
fraction  of  our  population.  We  doctors  are 
partly  to  blame  because  we  are  trained  to 
care  for  the  sick,  not  to  detect  illness  in  the 
well.  The  more  closely  I study  periodic 
examinations,  the  more  certain  I become  that 
the  examiner  should  really  be  called  the 
“disease  detector.”  Diagnosis  plays  an  im- 
portant part  in  medicine,  but  detecting  dis- 
ease in  the  apparently  healthy  person  is  a 
challenge  to  the  wits  and  ability  of  the  ablest 
medical  practitioner. 

Physical  Examination  Not  New 

The  physical  examination  has  an  interesting 
though  not  lengthy  history,  but  up  to  the 
present  time  it  has  been  all  too  truly  a physi- 
cal examination.  And  yet  many  a healthy 
man  is  physically  unfitted  for  work  by  a 
diseased  mind.  Here  the  Sherlock  Holmes 
which  is  latent  in  every  man,  particularly  the 
physician,  should  be  given  free  rein.  I should 
not  dare  make  such  a statement  to  a lay 
audience  but  before  colleagues,  trained  in 
medicine,  surgery,  and  psychiatry,  I feel 
quite  safe;  and  I believe  your  patients  would 
be  equally  so. 

In  advocating  a wider  application  of  the 
periodic  examination  I do  not  attempt  to 
represent  it  as  something  new  or  revolution- 
ary, for  it  is  neither.  It  is  older  than  either 
roentgenology  or  antiseptic  surgery;  as  a mat- 
ter of  fact,  it  is  older  than  bacteriology  itself. 
Unfortunately,  its  growth  and  development 
have  not  been  so  continuous  or  so  vigorous, 
for  though  it  has  borrowed  many  technics 
that  are  of  the  utmost  value,  the  central  core 
of  the  idea  has  changed  not  at  all.  Our  funda- 
mental approach  to  this  problem  is  much  the 
same  as  it  was  eighty  years  ago.  But,  if  we 
are  to  do  our  full  duty  by  ourselves  and  our 
patients  we  must  be  alive  to  the  teachings  of 
modern  neuropsychiatry.  Twenty-five  years 
ago  shell  shock  was  a mysterious  disease 
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peculiar  to  foul  and  loathsome  trench  warfare. 
In  its  place  we  now  have  its  counterpart  in  the 
fearsome  war  of  nerves,  which  affects  all 
classes,  but  which  is  calmly  accepted  for  what 
it  is,  simply  because  its  true  nature  is  under- 
stood by  all. 

In  venturing  to  link  the  modern  concepts 
of  psychosomatic  medicine  to  such  a material- 
istic procedure  as  the  periodic  examination,  I 
shall  not  attempt  to  revise  or  improve  the 
somewhat  standardized  blanks  that  have  been 
put  out  by  various  organizations;  but  rather 
do  I want  to  direct  your  attention  for  a few 
minutes  to  certain  misconceptions  that,  to 
my  way  of  thinking,  have  hampered  its  de- 
velopment, and  have  militated  against  a wider 
application  of  an  idea  that  is  of  great  po- 
tential value. 

Granting  for  the  moment  that  my  ap- 
proach to  the  whole  problem  is  one-sided,  let 
me,  by  turning  to  the  past,  trace  the  proposi- 
tion backward  to  its  beginnings,  in  the  hope 
that  I may  be  able  to  find  something  new  to 
suggest,  something  worthwhile  which  has 
been  overlooked.  There  may  be  a fork  in  the 
road  where  medical  pioneers  took  the  wrong 
turning,  leaving  the  other  path  unexplored 
and  its  possibilities  unutilized.  If  my  quest 
is  in  any  degree  successful  the  remedy  will  be 
self-evident,  and  its  application  can  safely  be 
left  to  the  profession  at  large. 

Present  Need 

In  troubled  times  such  as  these,  when  the 
nation  is  once  again  preparing  for  war,  it  be- 
hooves each  one  of  us  to  keep  ourselves  in 
good  physical  condition.  Indeed,  as  members 
of  the  medical  profession  we  have  a double 
responsibility  here,  for  one  of  our  first  duties 
in  a war  such  as  this,  which  bids  fair  to  be- 
come a struggle  for  survival  between  two  op- 
posing civilizations,  one  of  which  is  entirely 
dependent  on  science  and  learning,  is  to  do 
what  we  can  to  protect  and  maintain  the  health 
of  all  of  our  citizens. 

There  was  a time  when  battles  were  fought 
and  won  by  roving  bands  of  mercenaries. 
Within  the  memory  of  most  of  us,  campaigns 
were  waged  by  conscript  armies  led  by  profes- 
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sional  soldiers.  But  now  all  this  has  been 
changed  by  total  warfare,  which  has  brought 
the  struggle  to  the  home  front,  to  every  man, 
woman,  and  child  in  the  population.  No 
prosperous  businessman  can  hire  a substitute 
to  do  his  fighting  for  him,  no  woman  can 
continue  to  five  peacefully  in  her  home,  and 
no  child  can  grow  up  ignorant  of  air  raids  and 
high  explosives.  Nowadays,  no  individual  can 
be  forgotten,  for  each  must  play  his  part.  No 
longer  will  it  be  sufficient  for  us  doctors  to 
examine  the  soldiers;  we  must  maintain  the 
health  of  the  entire  community,  rich  or  poor, 
sick  or  well. 

Views  and  Procedure — 1861 

Going  back  eighty  years,  let  me  quote  from 
a lecture  given  in  London,  at  the  Infirmary  for 
Diseases  of  the  Chest,  on  June  19,  1861, 1 
which  except  for  its  rather  high-flown  lan- 
guage might  quite  well  have  been  written  yes- 
terday. 

“I  am  perfectly  convinced,  from  my  own  ob- 
servation and  experience  in  practice,  that  pa- 
tients never  think  of  consulting  their  doctors  till 
these  conditions  of  impaired  general  health  have 
advanced  far  enough  to  have  been  developed  into 
some  form  of  disease:  that  thousands  and  thou- 
sands of  people,  believing  themselves  to  be  in 
health,  are  nevertheless  undergoing  these  early, 
occult,  and  evasive  stages  of  defect  in  the  physio- 
logical state;  and  that  such  persons  may  be  con- 
sidered to  be  in  health,  not  only  by  themselves, 
but  by  any  one  accustomed  to  associate  with 
them,  even  though  it  be  a physician,  and  that 
even  if  they  submit  to  a medical  examination,  as 
ordinarily  conducted,  they  may  be  declared  to 
be  in  health.” 

May  I point  out  the  clear  implication  here 
that  the  onset  of  organic  disease  is  always 
heralded  by  “early  occult  and  evasive  stages 
of  defect  in  physiological  state.”  This  is  an 
extraordinarily  acute  statement  for  the  times. 
One  might  wish  that  this  distinction  had  been 
developed  further,  but  in  all  fairness  we  must 
realize  that  the  subject  of  physiology  did  not 
exist  when  this  lecture  was  delivered.  At 
that  time  Claude  Bernard  was  still  without 
a laboratory  in  which  to  work,  and  yet  here 
we  have  an  unequivocal  statement  that  a 
“medical  examination  as  ordinarily  con- 
ducted” may  fail  to  reveal  certain  disturb- 
ances of  function  that  foreshadow  organic 
changes.  The  speaker  continued  as  follows: 

“I  wish  then,  to  propose,  as  the  only  means  by 
which  to  reach  the  evil  and  to  obtain  the  good, 
that  there  should  be  instituted  as  a custom,  a 
system  of  periodical  examination,  to  which  all 
persons  should  submit  themselves,  and  to  which 
they  should  submit  their  children.” 


For  this  auspicious  beginning,  all  honor  is 
due  Dobell,  but  before  considering  where  his 
conception  of  the  periodic  examination  fell 
short,  I want  to  tell  you  something  about  the 
man  himself.2  Horace  Benge  Dobell  was  born 
on  New  Year’s  Day,  1828,  and  died  on 
Washington’s  Birthday  in  1917.  During  the 
reign  of  George  IV,  one  of  his  early  recollec- 
tions as  a child  must  have  been  the  establish- 
ing of  Greece  as  an  independent  kingdom 
under  the  protection  of  Great  Britain,  France, 
and  Russia;  as  an  old  man  of  ninety,  during 
the  reign  of  George  V,  he  lived  to  see  Germany 
begin  her  campaign  of  unrestricted  submarine 
warfare.  In  the  field  of  science  he  saw  even 
greater  changes,  for  he  was  a contemporary 
of  Charles  Darwin,  Louis  Pasteur,  and  Joseph 
Lister  and,  of  course,  was  greatly  influenced 
by  their  work.  His  father  was  a prosperous 
wine  merchant  of  London,  and  Sidney 
Dobell,  the  poet,  was  a brother.  At  the  age 
of  fourteen  he  was  apprenticed  to  a surgeon; 
at  seventeen  he  entered  St.  Bartholomew’s 
Hospital,  where  he  took  prizes  in  surgery  and 
legal  medicine.  At  twenty-one  he  became  a 
member  of  the  Royal  College  of  Surgeons, 
and  at  twenty-eight  a member  of  the  Royal 
College  of  Physicians. 

After  that,  he  practiced  as  a consultant, 
and  probably  as  medical  director  of  one  of 
the  early  life  insurance  companies,  for  when 
twenty-five  he  had  published  an  article3  on 
physical  examinations  for  life  insurance, 
with  a list  of  questions  for  the  guidance  of 
local  examiners  in  making  their  reports  to  the 
home  office.  Finally,  in  1859  he  was  elected 
physician  to  the  Royal  Infirmary  for  Diseases 
of  the  Chest.  It  was  there,  at  the  age  of 
thirty-three,  that  he  gave  a series  of  six 
lectures  on  the  “Germs  and  Vestiges  of 
Disease,”  and  on  the  “Prevention  of  the  In- 
vasion and  Fatality  of  Disease  by  Periodical 
Examinations.”  The  first  word  in  the  title 
may  be  somewhat  misleading  to  our  ears, 
because  Pasteur  had  not  yet  disproved  the 
theory  of  spontaneous  generation  and  Koch’s 
discovery  of  the  tubercle  bacillus  was  not  due 
for  another  fifteen  years.  With  this  back- 
ground in  mind,  one  can  better  appreciate  the 
genius  of  this  young  consultant  who,  as  a 
result  of  his  familiarity  with  the  scientific 
thought  of  the  day,  his  experience  with  a life 
insurance  company,  and  his  services  in  the 
charity  wards  of  a London  hospital  for  pul- 
monary tuberculosis,  invented  the  periodic 
examination  and  had  the  courage  to  advocate 
its  universal  application.  But  I,  for  one,  feel 
that  his  conception  had  its  limitations,  and 


2020 


McIVER  WOODY 


[N.  Y.  State  J.  M. 


that  he  gave  the  movement  the  wrong  direc- 
tion, from  which  it  suffers  to  this  very  day. 
For,  like  many  another  consultant,  he  was 
guilty  of  an  impersonal  attitude  toward  his 
patients,  and  had  little  interest  in  them  as 
individuals. 

Believing  as  he  did  that  periodic  examina- 
tions could  be  put  on  what  we  would  now  call  a 
“production  basis/’  he  drew  up  an  elaborate 
list  of  questions  or  a sort  of  written  examina- 
tion to  be  taken  by  the  patient  with  what 
help  he  could  get  from  a senior  student  or 
junior  physician.  And  again  I quote: 

“With  this  schedule,  so  far  filled  up,  the  pa- 
tient should  now  appear  before  an  examining 
physician  and  surgeon.  By  them,  his  personal 
condition  would  be  ascertained  and  entered  on 
the  schedule.  During  this  time,  his  secretions 
would  have  been  under  examination  by  a micros- 
copist  and  chemist  who  would  fill  in  their  report 
upon  the  schedule. 

“Finally,  with  the  schedule  thus  filled  up,  he 
should  appear  before  a senior  physician  and 
surgeon,  by  whom  the  document  would  be  ex- 
amined, and  any  further  questions  asked,  if 
necessarj^.  It  would  be  their  business  to  form 
an  opinion  as  to  the  physiological  state,  the  dam- 
ages sustained,  etc.,  and  to  direct  the  hygienic 
and  other  precautions  suitable  to  the  case.  In 
order  to  save  time,  and  ensure  that  these  direc- 
tions should  not  be  forgotten,  certain  forms  of 
directions  should  be  drawn  up,  suited  to  all  the 
principal  abnormal  physiological  states,  and 
damaged  conditions,  which  should  be  kept 
printed  and  numbered.  The  advising  physician 
and  surgeon  would  only  have  to  mark  on  the 
schedule  the  necessary  numbers,  and  these  forms 
of  directions  might  then  be  distributed  by 
students,  who  would  thus  become  familiar  with 
the  right  methods  of  preventive  treatment  in 
particular  cases.” 

It  is  only  fair  to  explain  that  Horace  Dobell 
had  his  hospital  patients  in  mind  when  he  laid 
out  this  rather  elaborate  and  wholly  imper- 
sonal procedure.  But  the  fact  remains  that 
he  did  not  feel  it  was  something  for  the  general 
practitioner  to  attempt  independently.  He 
put  it  thus. 

“There  is  nothing  to  prevent  general  prac- 
titioners from  undertaking  such  examinations 
themselves.  But  the  numerous  and  uncertain 
calls  upon  their  time  would  probably  stand  in  the 
way,  and  they  would  rather  entrust  the  task  to 
consulting  men,  in  which  case  I think  the  connec- 
tion between  the  two  classes  of  practitioners 
would  be  of  the  most  agreeable  and  advantageous 
kind.” 

Practice  of  Examinations  Neglected — 
Doctors  Guilty? 

Horace  Dobell  may  have  been  right,  the 
general  practitioner  may  not  be  particularly 
interested  in  the  routine  examination  of  ap- 


parently healthy  persons,  but  the  fact  re- 
mains that  this  idea,  as  ingenious  as  it  may 
have  been,  did  not  take  hold;  instead,  his  sug- 
gestion was  neglected  and  forgotten,  only  to 
be  resurrected  after  our  first  World  War, 
when  the  examination  of  drafted  men  re- 
vealed an  appalling  prevalence  of  physical  de- 
fects that  had  gone  unrecognized  and  un- 
treated. 

Perhaps  we  doctors  are  at  fault.  It  is  well 
to  recognize  that  we  tend  to  be  fatalists  as  far 
as  our  own  health  is  concerned.  We  are 
tolerant  toward  the  medical  student  who  fan- 
cies that  he  has  contracted  every  dread  disease 
he  comes  across  in  his  textbooks,  but  when  we 
graduate  and  become  responsible  for  the  wel- 
fare of  others,  we  put  away  childish  things  and 
think  of  ourselves  no  longer.  We  close  our 
eyes  to  the  possibility  that  we  ourselves  may 
not  be  wholly  sound.  We  ignore  fleeting  dis- 
comfort in  the  left  chest  and  arm,  we  seldom 
test  our  urine  for  sugar  and  we  seldom  take 
our  blood  pressure.  Until  we  come  to  believe 
in  the  periodic  examination  for  ourselves  we 
cannot  expect  to  convince  our  patients  that 
it  is  worthwhile  for  them  to  be  examined  at 
regular  intervals.  Until  we  ourselves  are  will- 
ing to  be  examined  annually  by  some  col- 
league in  whose  wisdom  we  have  faith  and 
confidence,  we  cannot  speak  with  real  convic- 
tion on  the  subject. 

Modern  Doctor  Checks  Body  and  Mind 

Not  that  I would  belittle  the  mechanistic 
ideals  handed  down  to  us  by  the  nineteenth 
century,  but  I would  go  them  one  better,  for 
along  with  the  careful  findings  on  kidney  dis- 
ease, I would  have  the  physician  so  alert,  so 
sensitive  to  the  feelings  of  his  patient  that  the 
patient  would  begin  to  talk  about  his  life, 
his  ambitions,  his  sorrows,  the  trouble  with  his 
wife,  the  vagrant  pain  in  his  left  chest. 
Rather  than  a hundred  questions  on  health, 
which  the  patient  had  to  answer  before  being- 
examined,  I would  have  the  modern  doctor 
able  to  pursue  and  inventory  swiftly  all  the 
necessary  physical  findings  of  the  usual  physi- 
cal examination  and  would  have  him  do  more — 
I would  have  him  try  with  gentle  friendliness 
to  find  out  if  there  was  any  mental  distress 
which  could  or  should  be  relieved. 

Because  we  know  so  much  more  about  the 
nature  of  infectious  disease,  because  we  are 
improving  aseptic  surgery  every  day,  we  must 
increase  our  knowledge  and  care  of  the  re- 
cesses of  the  human  mind  if  we  intend  to  do 
our  best  for  our  patients.  No  longer  can  we 
say,  even  in  jest,  what  they  once  said  in 
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Vienna,  “that  the  ideal  patient  had  a diag- 
nosis made  by  Skoda,  an  operation  by  Billroth 
and  an  autopsy  by  Rokitansky.” 

Perhaps  what  I am  trying  to  tell  you  is  that 
we  must  abandon  the  impersonal  approach 
to  the  periodic  examination  and  get  back  to 
the  friendly  relationship  between  country 
doctor  and  patient  before  we  modern  medical 
men  can  give  a truly  comprehensive  physical. 
Not  that  I would  go  back  in  years.  Far  from 
it,  the  x-rays,  the  blood  test,  the  electrocardio- 
grams are  all  extremely  valuable,  but  before 
we  moderns  can  search  the  mind  we  must 
know  our  patients,  have  their  confidence,  their 
respect,  and  their  complete  collaboration. 

Examination  Technic 

I believe  that  the  family  doctor  is  the  ideal 
physician  to  conduct  such  an  examination 
but,  except  in  a small  town,  the  family  doctor 
has  given  way  to  specialist  and  consultant.  In 
his  stead  has  appeared  the  company  doctor — 
a physician  who  is  usually  on  duty  where  the 
man  works  and  to  whom  the  man  can  come  for 
anything  from  a cut  finger  to  a broken  leg  or 
an  attack  of  nerves.  The  plant  doctor  is  able, 
in  most  cases,  to  give  the  physical  examination 
year  after  year  and  get  to  know  the  workers 
personally.  He  thus  becomes,  as  the  years 
pass,  both  friend  and  health  director.  Be- 
cause of  this  personal  factor,  a strange  phe- 
nomenon in  a mechanical  age,  the  physical 
examination  as  done  in  large  plants  is  rapidly 
approaching  the  ideal,  as  I see  it.  I speak 
from  experience  here.  I have  given  thousands 
of  physical  examinations  and  I feel  they  have 
been  successful  if,  when  I go  back  to  a plant, 
after  some  years,  workers  greet  me  and  begin 
at  once  to  tell  me  about  themselves  and  their 
families  because,  though  we  may  have  seen 
each  other  for  only  half  an  hour  a year,  they 
still  remember  me  as  an  interested  friend. 

I think  that  quiet,  pleasant  surroundings 
and  freedom  from  rush  and  bustle  make 
the  man  who  is  being  examined  feel  more 
secure  and  that,  as  a result,  the  examination 
goes  faster.  I try  to  have  my  patients  re- 
ceived promptly,  shown  into  a small  room 
where  they  may  undress  in  privacy.  I try  to 
be  ready  and  waiting  when  they  come  into 
the  examining  room,  as  if  they  truly  were  pri- 
vate patients.  I seem  to  ignore  the  printed 
blank  as  much  as  possible  because  this  appar- 
ent freedom  from  routine  gives  my  patient 
the  pleasing  impression  that  he  is  the  one  and 
only  person  to  be  getting  this  particular  ex- 
amination. The  more  examinations  I do,  the 
easier  it  is  to  watch  the  patient  with  a sort 


of  all-seeing  eye,  and  as  the  examination  pro- 
ceeds I try  to  keep  part  of  my  mind  free  from 
the  actual  physical  findings  and  observe  the 
patient’s  reactions  to  the  things  I am  doing. 
Because  of  this  I see  things  I wouldn’t  ordi- 
narily see,  for  a patient’s  physical  symptoms 
can  easily  blind  one  to  the  mental. 

By  taking  the  blood  pressure  first  I am  able 
to  observe  the  patient  when  he  is  truly  inter- 
ested, for  however  mistaken  his  notions,  every 
layman  has  ideas  on  blood  pressure,  and  few 
are  averse  to  airing  them.  Some  even  may 
ask  questions.  Usually  this  is  such  a good 
get-acquainted  measure  that  I have  to  divert 
their  attention  to  get  an  accurate  reading,  par- 
ticularly if  it  seems  better  that  they  be  not 
frightened  completely  out  of  their  wits  by  one 
which  is  too  high  or  too  low.  But  this  is  help- 
ful, too,  for  I learn  much  from  what  will  di- 
vert him.  I do  try  to  be  frank  with  him,  so 
that  he  will  not  feel  that  vital  information  is 
being  withheld,  but  we  all  know  that  there  are 
times  when  blunt  honesty  is  not  the  kindest 
policy. 

Of  taking  the  pulse  I make  a ritual,  and 
then  I get  my  patient  on  the  scales.  Though 
I have  seemed  acutely  interested  only  in  the 
things  I am  doing,  I need  hardly  tell  you  that 
these  minutes  have  been  practically  free  time 
in  which  to  evaluate  the  man  and  his  behavior. 
After  the  height  and  weight  comes  the  visual 
acuity  test  on  an  eye  chart  across  the  room, 
and  now  I may  stare  as  closely  as  I please  at 
the  man  without  seeming  unduly  curious  or 
presumptious  because  his  eyes  are  focused  on 
the  eye  chart.  By  now  the  average  patient  is 
telling  me  things,  and  because  I seem  willing 
and  interested  they  often  run  on  and  on. 
Actually,  a few  pertinent  questions  will  elicit 
all  sorts  of  intimate  information  which  is 
usually  given  freely  and  in  detail.  Those 
patients  who  refuse  to  talk  at  first  often  start 
in  suddenly  once  they  are  stretched  out  on  a 
comfortable  table  and  have  become  relaxed. 
Two  things  I try  always  to  remember:  to 
omit  no  essential  part  of  the  examination 
and  to  let  my  patient  know  that  what  I am 
doing  is  for  his  benefit. 

I try  never  to  walk  out  on  a patient  until  I 
have  given  him  a clear  idea  of  the  result  of  the 
examination.  If  I can  give  him  a clean  bill  of 
health  I try  to  make  him  feel  that  I am  proud 
and  happy  to  do  so.  If  defects  have  been 
brought  to  light  I try  to  recommend  a doctor 
he  will  know  in  town,  that  there  may  be  a tie 
between  him  and  the  new  man,  even  before 
he  goes  to  him.  A letter  of  introduction  or  a 
telephone  call  does  much  to  speed  the  part- 
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ing  patient  to  the  specialist.  If  an  operation 
is  indicated,  I have  the  patient  sit  down  and 
go  into  detail  with  him  to  mitigate  the  first 
sense  of  shock  and  to  convince  him  as  promptly 
as  I can,  as  friend  and  adviser,  that  opera- 
tion will  be  truly  beneficial  to  him.  Most 
patients  will  go  ahead  and  have  a physical  de- 
fect corrected  immediately,  once  they  realize 
that  it  will  be  to  their  advantage. 

No  doubt  one  of  the  best  ways  to  convince 
a man  of  the  worth  of  the  physical  examination 
is  to  advise  him  to  have  his  children  examined 
on  their  birthdays  as  a “health”  present.  I 
suggest  that  when  this  is  done  several  snap- 
shots be  taken  for  the  family  album  and  the 
weight,  height,  and  physical  condition  written 
down,  along  with  the  contagious  diseases,  if 
any,  that  the  child  has  had  during  the  year. 
In  this  way  a simple,  worthwhile  record  of 
the  child — his  physical  and  mental  health 
during  each  year  of  his  life — is  assured.  Most 
men  immediately  perceive  the  benefit  this 
will  be  to  their  children  and  usually  remark, 
“Gee,  I wish  I’d  had  such  a record.  I never 
did  know  what  I’ve  had  besides  measles  and 
whooping  cough,  and  as  far  as  a birth  certifi- 
cate’s concerned,  I had  to  get  my  uncle  to 
swear  I was  even  born.” 

Because  this  record  is  not  started  at  the  age 
of  one  is  no  reason  not  to  start.  Even  if  a 
man  is  thirty-three,  he  will  realize  that  with 
half  a lifetime  yet  to  live  such  a record  may 
prove  extremely  valuable  to  him  in  later  years. 

Before  their  first  physical  examination  I 
often  found  hard-boiled  scoffers  and  skeptics, 
but  after  I have  examined  a man  for  two  or 
three  years,  given  him  good  advice  about 
himself,  shown  him  where  his  thinking  was 
getting  a little  off  the  right  track  I have  found 
that  I could  safely  stake  my  reputation  on  the 
dependability  of  my  findings. 

Psychosomatic  Medicine  an  Adjunct  to 
the  Periodic  Examination 

In  closing,  I hope  I have  convinced  you 
that  it  is  the  humanness  of  the  man  giving  the 
examination  that  counts  as  much  as  his 
medical  skill.  If  I have  also  convinced  you 
that  it  is  this  humanness  that  will  make  it  pos- 
sible for  general  practitioner  or  plant  physi- 
cian actually  to  practice  psychosomatic  medi- 
cine in  the  physical  examination  I will  have 
succeeded  in  leaving  with  you  the  germ  of 
what  I believe  is  new  in  the  periodic  examina- 
tion. If  I have  also  convinced  you  that  if  a 
physical  examination  is  good  for  the  patient 
it  is  equally  good  for  the  doctor — I will  be 
truly  surprised! 
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Discussion 

Dr.  R.  C.  Kimball,  Brooklyn — Dr.  Woody,  I 
think,  has  stressed  periodic  physical  examinations 
by  citing  from  past  experiences  and  outlining  his 
approach  to  this  problem.  May  I emphasize  that 
the  purpose  of  periodic  physical  examinations  is 
the  prevention  of  illness  or  disease.  There  are 
two  phases  of  this  prevention:  education  of  the 
laity  to  prevention  and  the  examination  for  the 
early  detection  of  disease. 

I agree  with  Dr.  Woody  that  we  as  doctors  are 
partly  to  blame  for  not  having  made  greater  ad- 
vances in  periodic  physical  examinations  in  that 
we  have  not  succeeded  in  educating  the  laity  on 
this  problem.  There  are  two  reasons  why  this 
has  not  occurred.  We  have  not  been  able  to 
erase  from  the  mind  of  the  “oldster”  the  still 
existing  superstition  regarding  illness.  However, 
among  the  “youngsters,”  public  schools  and  col- 
leges have  done  much.  The  other  reason  has  been 
somewhat  the  fault  of  the  doctor  himself  in  that 
he  fostered  this  superstition  and  fear  by  being 
uncommunicative  and  mysterious  regarding  the 
patient’s  illness.  After  he  has  made  his  study — 
history,  physical  examination,  laboratory  tests — 
and  established  his  diagnosis,  he  proceeds  di- 
rectly to  the  point  of  telling  the  patient  only 
what  to  do  to  rid  himself  of  his  disease. 

We  must  go  beyond  the  point  that  pain  and 
cosmetic  reasons  cause  the  laity  to  seek  medical 
attention.  We  can  do  this  by  suggesting  to  our 
patients  that  a “stitch  in  time  may  save  nine,” 
and  that  you  would  much  prefer  to  see  them 
yearly  for  the  purpose  of  prevention  of  illness 
rather  than  care  for  them  during  an  acute  illness. 
You  might  go  so  far  as  to  suggest  that  you  will 
be  glad  to  send  yearly  reminders,  such  as  the 
dentists  do. 

Half  of  the  practice  of  medicine  is  salesman- 
ship— establishing  a definite  confidence  in  the 
patient  toward  you,  not  so  much  as  to  the  powers 
as  a doctor,  as  much  as  a confidant  or  advisor. 
Don’t  be  abrupt,  be  willing  to  talk  with  him,  not 
to  him;  be  willing  to  listen  and  share  with  him 
his  burden,  whether  it  be  himself  or  some  mem- 
ber of  his  family. 

I agree  with  Dr.  Woody:  establish  some  defi- 
nite routine,  a routine  that  you  have  found  to  be 
impressive.  Stick  to  it,  develop  it,  improve  on  it, 
and  establish  it  to  such  an  extent  that  you  are 
unaware  of  it  but  the  patient  is  not — that  when 
the  patient  is  with  you,  you  are  giving  him  your 
undivided  attention  and  your  sole  concentration; 
he  commands  your  one  thought.  When  you  have 
done  this,  regular  periodic  physical  examinations 
will  become  the  rule. 

The  stress  placed  on  the  mental  aspect  was 
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gratifying.  Remember  the  old  saying— “that  the 
practice  of  medicine  is  90  per  cent  from  the  neck 
up.”  Of  course,  this  is  not  true  but  it  does  say 
that  you  must  sell  yourself,  that  confidence  must 


be  established,  that  the  doctor  has  to  be  more 
than  a physician,  that  he  must  be  a “Tribal 
Medicine  Man,” — a man  who  not  only  under- 
stands you  but  knows  his  medicine. 


NEW  MEDICAL  OPPORTUNITIES  IN  NATIONAL 
DEFENSE  INDUSTRIES 

C.  D.  Selby,  M.D.,  Detroit 


SINCE  its  organization  in  December,  1937, 
the  Council  on  Industrial  Health  of  the 
American  Medical  Association  has  foreseen 
great  opportunities  for  general  medical  prac- 
titioners in  service  to  industry  beyond  the  care 
of  occupational  injuries  and  diseases  and  has 
endeavored  to  prepare  the  profession  to  meet 
these  opportunities  in  a creditable  fashion. 

Among  the  early  discoveries  were  these 
amazing  facts: 

1.  Medical  service  in  industry  is  predomi- 
nantly in  the  hands  of  general  medical  prac- 
titioners. 

2.  Those  who  specialize  in  industrial  medi- 
cine are  relatively  few,  being  employed  mostly 
in  large  industrial  establishments  and  en- 
gaged chiefly  in  applying  measures  for  the  pre- 
vention of  occupational  diseases  and  the  pro- 
motion of  health. 

3.  Opportunities  of  like  nature  can  be 
found  in  small  manufacturing  establishments 
as  well  as  large  and  are,  therefore,  available  to 
the  general  medical  practitioners. 

4.  These  have,  to  a considerable  degree, 
failed  to  see  this  opportunity,  having  limited 
their  industrial  activities  to  the  treatment  of 
occupational  injuries  and  diseases. 

Realizing  the  importance  of  manufacturing 
in  relation  to  national  defense,  the  health  of 
the  workers  in  relation  to  defense  manufac- 
turing, and  the  medical  profession  in  relation 
to  the  health  of  the  workers,  the  Council  of 
National  Defense  of  the  Federal  Government 
has  taken  the  following  action. 

With  the  approval  of  the  President  it  has 
designated  the  Federal  Security  Administrator 
as  coordinator  of  all  health,  medical,  welfare, 
and  related  defense  activities.  He  is  author- 
ized, with  the  approval  of  the  President,  to 
appoint  such  advisory  committees  and  sub- 
committees as  he  may  find  necessary  or  de- 
sirable to  assist  him  in  his  coordinating  duties. 


Read  by  invitation  at  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  Buffalo,  New 
York,  April  30,  1941. 

From  the  General  Motors  Corporation,  Detroit. 


One  of  such  committees  thus  appointed  is 
known  as  the  Subcommittee  on  Industrial 
Health  and  Medicine  and  it  functions  through 
the  Health  and  Medical  Committee — consist- 
ing of  Dr.  Irvin  Abell,  the  three  surgeons  gen- 
eral, and  the  secretary  of  the  National  Re- 
search Council — as  an  adviser  to  the  coordi- 
nator in  industrial  health  and  medical  activi- 
ties relating  to  national  defense. 

This  Committee  is  pursuing  its  work  of  co- 
ordinating with  these  two  objectives  in  view: 
(a)  the  integration  of  all  federal,  state,  and 
volunteer  organizations — such  as  the  Council 
on  Industrial  Health,  the  American  Medical 
Association,  the  American  Association  of  In- 
dustrial Physicians  and  Surgeons,  the  Ameri- 
can Industrial  Hygiene  Association,  and  the 
Section  on  Industrial  Hygiene  of  the  American 
Public  Health  Association — to  the  end  that  an 
organized  program  in  the  field  of  industrial 
health  can  be  applied  to  the  national  defense 
industries;  and  (b)  the  promotion  of  a demand 
for  more  complete  health  service  in  the  small, 
as  well  as  large,  defense  industries. 

The  latter  points  directly  toward  the  general 
medical  practitioners  who  serve  industries 
either  on  a part-time  basis  or  on  call. 

Two  means  of  health  protection  are  essen- 
tial in  the  defense  industries: 

1.  Control  of  manufacturing  conditions 
known,  and  thought  to  have,  adverse  effects 
upon  health — this  is  known  as  “industrial 
hygiene  engineering.” 

2.  Medical  service  for  the  workers  in  the 
shape  of  physical  examinations,  safe  place- 
ment, consultations  in  regard  to  health,  and 
the  care  of  occupational  injuries  and  diseases, 
all  of  which  are  collectively  known  as  “indus- 
trial medicine.” 

“Industrial  hygiene”  and  “industrial  medi- 
cine” jointly  comprise  the  science  of  indus- 
trial health. 

It  is  particularly  in  relation  to  industrial 
medicine  that  the  new  medical  opportunities 
are  found  in  the  national  defense  industries. 
Openings  for  full-time  industrial  doctors  are 
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increasing,  and  already  there  appears  to  be  a 
shortage  of  qualified  men  brought  on,  no 
doubt,  by  military  activities.  The  Council 
on  Industrial  Health  of  the  A.M.A.  proposes 
to  assist  in  this  emergency  by  registering  all 
physicians  who  wish  to  take  up  industrial 
medicine  as  a career,  regardless  of  training  or 
lack  of  training  and  experience.  The  training 
will  have  to  come  later,  whether  in  service  or 
by  special  arrangements  yet  to  be  completed. 
Those  who  might  be  interested  are  requested 
to  address  Dr.  C.  M.  Peterson,  secretary  of  the 
Council  on  Industrial  Health,  at  535  North 
Dearborn  Street,  Chicago.  The  demand  for 
part-time  doctors  who  are  usually  general 
medical  practitioners  is  also  growing,  and  it  is 
here  that  those  who  serve  industry  on  a call 
basis  are  most  likely  to  find  their  opportunities 
if  they  are  prepared  to  do  something  more 
than  treat  occupational  injuries  and  diseases. 

This  type  of  industrial  service  need  not 
interfere  greatly  with  private  practice.  There 
is  nothing  new  about  it  except  that  in  the  past 
it  has  usually  not  included  physical  examina- 
tions, safe  placement  of  applicants  for  work, 
etc.,  being  limited  to  the  care  of  compensation 
cases.  As  industry  is  now  expecting  more 
than  this  and  as  the  Subcommittee  on  Indus- 
trial Health  and  Medicine  is  urging  more  upon 
industry,  the  Council  on  Industrial  Health 
recommends  that  county  and  state  medical 
societies  prepare  themselves  to  give  local  post- 
graduate instruction  to  those  physicians  who 
are  interested,  especially  those  who  are  al- 
ready doing  part-time  work  on  a limited  scale. 
An  outline  of  such  a course  can  be  obtained  by 
application  to  the  secretary  of  the  Council  on 
Industrial  Health,  and  no  doubt  there  are 
enough  able  industrial  physicians  to  put  it 
on  in  an  attractive  and  interesting  manner. 

A course  of  this  nature  will  prepare  to  a con- 
siderable extent  the  general  medical  practi- 
tioners to  render  a service  in  industry  which 
compares  favorably  with  that  of  the  full-time 
service  of  large  establishments. 

In  order  that  there  may  be  an  adequate 
conception  of  medical  service  in  industry,  the 
following  are  offered  as  principles  governing 
practice  of  that  character: 

1.  Prevention  of  disease  or  injury  in  in- 
dustry by  establishing  proper  medical  super- 
vision over  industrial  materials,  processes, 
environments,  and  workers. 

2.  Health  conservation  of  workers  through 
physical  supervision  and  education. 

3.  Medical  and  surgical  care  to  restore 
health  and  earning  capacity  as  promptly  as 


possible  following  industrial  accident  or 
disease. 

The  duties  of  the  physician  in  industry  are 
sketched  as  follows: 

Prevention. — The  physician  should  acquaint 
himself  by  regular  inspection  with  all  ma- 
terials and  processes  used  in  the  working  en- 
vironment over  which  he  has  supervision  to 
the  end  that  he  may  recommend  appropriate 
protection  of  employees  from  conditions  ac- 
tually or  potentially  harmful. 

Industrial  Physical  Examination. — Pre-em- 
ployment physical  examinations  should  be 
complete.  They  should  be  used  only  for  the 
purpose  of  assisting  the  employer  to  provide 
safe  and  healthful  employment ‘for  the  pros- 
pective workman. 

Periodic  physical  examinations  should  be 
complete  enough  to  provide  positive  health 
protection  for  the  workmen  and  to  safeguard 
the  public  welfare.  The  frequency  of  such 
physical  examinations  must  be  determined 
by  the  physician  in  accordance  with  specific 
requirements. 

In  the  interest  of  completeness  and  uni- 
formity, physical  examination  forms  are 
recommended.  Personal  records  of  this  char- 
acter are  confidential  and  should  always  be 
kept  in  the  custody  of  the  medical  depart- 
ment. Access  to  these  records  should  be 
granted  only  upon  request  or  consent  of  the 
examinee. 

The  examining  physician  should  acquaint 
the  examinee  with  the  results  of  all  examina- 
tions and  take  steps  to  refer  all  conditions  re- 
quiring correction  to  the  physician  of  the 
worker’s  choice. 

Health  Education. — The  plant  physician 
should  take  advantage  of  all  opportunities  for 
beneficial  instruction  of  the  workmen  in  hy- 
gienic living  both  in  and  out  of  the  industrial 
environment. 

Medical  and  Surgical  Care.  (1)  Treatment 
of  compensable  injuries  and  diseases. — The 
disabled  worker  should  be  free  to  choose  his 
physician  from  all  those  competent  to  supply 
the  required  services.  Competence  should  be 
determined  by  professional  standards  only. 

(2)  Treatment  of  noncompensable  injuries 
and  diseases. — The  treatment  of  injuries  or 
diseases  not  industrially  induced  is  a function 
of  private  medical  practice  from  which  the 
industrial  physician  should  abstain  except 
in  the  case  of: 

(A)  Minor  ailments. — The  physician  in  in- 
dustry may  treat  minor  physical  disorders 
which  temporarily  interfere  with  an  em- 
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ployee’s  comfort  or  ability  to  complete  a 
shift,  and  for  the  relief  of  which  he  may 
need  immediate  medical  attention. 

(B)  First  aid  for  urgent  sickness. — The 
physician  in  industry  should  employ  such 
measures  as  the  emergency  dictates  in  all 
cases  of  urgent  sickness  occurring  during 
working  hours  upon  the  working  premises 
until  such  time  as  prompt  notification  of  the 
family  physician  relieves  him  of  further 
responsibility. 

(C)  Rehabilitation  after  sickness  and  injury. 
— The  physician  in  industry  can  properly  as- 
sume responsibility  for  those  phases  of 
rehabilitation  after  disability,  industrially 
induced  or  otherwise,  which  progress  best 
under  controlled  working  conditions. 

The  general  relationships  of  the  physician  in 
industry  are  as  follows: 

With  the  Employer. — Adequate  industrial 
medical  supervision  requires  full-  or  part-time 
service  of  physicians  depending  upon  size  of 
plant,  location,  prevalence  of  dangerous  health 
exposures,  and  other  considerations.  In  every 
case  a physician’s  relation  to  industry  is  im- 
proved if  he  does  not  solicit  the  appointment. 
Written  contracts  between  a physician  and  an 
employer  are  usually  unnecessary.  If  a con- 
tract seems  desirable  a copy  should  be  filed 
with  the  local  county  medical  society. 

With  the  Employee — Adequate  industrial 
health  conservation  depends  upon  cooperation 
from  workmen.  They  must,  therefore,  receive 
the  same  courtesy  and  professional  honesty  as 
do  private  patients. 

Industrial  physicians  should  not  treat 
employees  for  noncompensable  disability  or 
assume  any  obligation  contractual  or  other- 
wise for  the  diagnosis  and  treatment  of  de- 
pendents of  employees  or  members  of  plant 
administrative  or  advisory  staffs  except  in  the 
absence  of  conveniently  accessible  independ- 
ent private  facilities. 

With  Industrial  Nurses  and  Nonprofessional 
Assistants. — Industrial  physicians  should  be 
responsible  for  the  proper  instruction  and  sub- 
sequent activities  of  nurses  and  other  assist- 
ants. Their  functions  should  be  described  in 
clear  and  comprehensive  written  orders  posted 
in  the  medical  department.  There  should  be 
no  delegation  of  services  requiring  expert 
medical  attention. 

With  Consultants. — Assistance  should  be 
asked  of  consultants  in  industrial  medicine, 
surgery,  hygiene,  or  in  the  clinical  specialties 
whenever  the  interests  of  the  workmen  de- 
mand it. 

In  the  control  of  working  environments  the 


same  consulting  arrangements  should  be  en- 
tered into  with  industrial  hygienists  and  safety 
engineers. 

With  Official  Health  Agencies. — The  phy- 
sician in  industry  should  consider  himself  -as 
a deputy  health  officer  in  practice  if  not  in 
fact.  Assistance  from  bureaus  of  industrial 
hygiene  in  state  and  city  governments  to  con- 
trol healthful  working  conditions  is  available. 
In  return,  the  industrial  physician  should 
cooperate  by  accumulating  and  reporting- 
compilations  of  dependable  data  on  the  rela- 
tion of  occupation  to  morbidity  and  mortality. 

The  foregoing  outline  of  medical  service  in 
industry  is  conceived  in  the  sole  purpose  of 
giving  the  employed  population  the  best  pos- 
sible health  protection  consistent  with  (1)  the 
purpose  of  industry,  which  is  manufacturing; 
(2)  the  employer’s  responsibilities  as  fixed  by 
law,  which  are  the  prevention  and  care  of,  and 
compensation  for,  occupational  injuries  and 
diseases;  (3)  the  duties  and  objectives  of 
official  and  nonofficial  health  agencies,  which 
are  distinctively  in  the  field  of  preventive 
medicine;  and  (4)  the  employee’s  rights  as  to 
free  choice  of  physician  in  the  care  of  sickness 
and  injuries  not  legally  related  to  occupation. 

This  conception  offers  a broader  scope  to 
industrial  medicine  than  is  generally  under- 
stood and  appreciated  by  physicians  in  private 
practice,  yet  it  recognizes  their  rights  as  pri- 
vate physicians  as  well  as  those  of  other  parties 
concerned  in  the  general  problem  of  protecting 
the  health  of  the  working  people. 

Discussion 

Dr.  R.  C.  Kimball,  Brooklyn — Extensive  dis- 
cussion of  Dr.  Selby’s  paper  is  unnecessary  since 
he  has  given  a clear,  concise  statement  of  existing 
facts.  These  are:  (1)  what  steps  the  Federal 
Government  has  taken  to  intergrade  the  present 
medical  and  hygienic  agencies  into  a working 
unit  to  oversee  or  supervise  the  health  of  the  de- 
fense worker;  (2)  that  there  is  room  in  this  de- 
fense industrial  medical  setup  for  more  and  more 
physicians,  with  instruction  for  those  inexperi- 
enced in  industrial  medicine;  and  (3)  the  part 
the  physician  should  and  will  play  in  defense  in- 
dustry. 

I wish  to  emphasize  another  fact  not  dis- 
cussed here — that  is,  both  the  Army  and  Navy 
are  cognizant  of  the  need  of  coordination  and 
cooperation  on  their  part  with  this  program. 
They  must  depend  upon  adequate  war  material 
being  delivered  in  a steady  flow  to  them  by  these 
defense  industries  in  order  to  build  our  defense 
efficiently  as  well  as  rapidly.  They  realize  as 
much  as  we  the  need  for  safe  speed,  that  this 
war  is  being  operated  on  a time  schedule  and, 
therefore,  early  delivery  depends  upon  safe  and 
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healthful  working  conditions  and,  above 
all,  the  continued  good  health  of  every 
worker. 

There  is  yet  another  fact  that  I think  should 
be  called  to  our  attention — that  is,  once  this 
system  comes  into  full  operation  it  will  have 
such  momentum  that  it  will  carry  over  to  the 
near  defense  industries  and,  finally,  into  all  in- 
dustry, particularly  so  if  this  war  lasts  a number 


of  years.  This  is  brought  up  not  to  cloud  the 
present  issue  but  to  clarify  it,  since  we  must 
at  the  same  time  carry  on  long-term  thinking 
about  our  medical  problems  as  well  as  short- 
term present-need  thinking.  In  other  words, 
are  we  and  will  we  be  prepared  from  a medical 
standpoint  to  meet  this  demand  with  a concrete 
positive  answer  for  the  benefit  of  both  medicine 
and  society? 


INDUSTRIAL  HEALTH  AND  THE  GENERAL  PRACTITIONER 

Leverett  D.  Bristol,  M.D.,  Dr.P.H.,  New  York  City 


IN  NO  field  of  medicine,  public  health,  or 
allied  sciences  have  more  rapid  or  signifi- 
cant developments  recently  taken  place  than 
in  that  of  industrial  health.  The  terminology 
and  objectives  of  today  are  different  from 
those  of  yesterday.  A short  time  ago  one 
spoke  only  of  occupational  diseases  and  acci- 
dents. Now  one  speaks  of  industrial  health, 
including  the  prevention  and  control  of 
syphilis  as  well  as  of  silicosis,  of  tuberculosis 
as  well  as  of  traumatic  neurosis,  of  pneumonia 
as  well  as  of  plumbism,  of  the  common  cold 
as  well  as  of  carbon-monoxide  poisoning,  of 
heart  disease  as  well  as  of  heat  exhaustion, 
and  of  off-duty  accidents  as  well  as  of  indus- 
trial injuries.  Industrial  health  implies  not 
only  that  health  should  be  promoted  in  in- 
dustry but  that  industry  should  take  a lead- 
ing part  in  community  health  conservation. 

The  vast  majority  of  workers  are  employed 
by  smaller  plants  and  business  concerns,  most 
of  which  have  little  or  no  facilities  for  adequate 
programs  of  industrial  health.  For  smaller 
business  concerns  much  of  the  health  service 
and  medical  work  ultimately  must  be  made 
available  either  (a)  by  groups  of  these  smaller 
concerns  working  together  as  units  through 
some  joint  plan  of  centralization — as,  for 
example,  those  in  one  building  or  trade  group 
or  in  a restricted  locality — on  the  basis  of 
pooling  of  costs  for  medical,  nursing,  and 
other  assistance  required;  or  (b)  by  local 
community  agencies  such  as  official  health  or 
labor  departments,  voluntary  health  agencies, 
university  institutes  of  industrial  hygiene,  or 
organized  local  medical  societies  or  groups  of 
physicians.  In  this  latter  connection  the  gen- 
eral practitioners  of  medicine  would  have  im- 
portant functions  to  perform. 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  Buffalo,  New  York,  April  30, 
1941. 

Health  director,  American  Telephone  and  Telegraph 
Company. 


The  science  and  art  of  industrial  health, 
like  the  worker  whose  mental  and  physical 
fitness  it  serves  to  protect  and  promote,  have 
evolved  through  periods  of  infancy,  childhood, 
and  adolescence  into  vigorous  adult  life.  It 
may  be  of  interest  to  emphasize  the  changing 
characteristics  of  organized  industrial  health 
promotion  through  these  four  periods  and  to 
note  the  relationship  of  the  practitioner  of 
medicine  to  this  development. 

I.  Development  Periods  of  Industrial 
Health 

( 1 ) Infancy — Traumatic  Surgery. — A little 
over  twenty-five  years  ago,  interest  in  the 
health  of  workers  in  various  industries  of  the 
United  States  was  aroused,  particularly  by 
the  need  for  surgical  care  or  treatment  of 
industrial  accidental  injuries  and  in  the  newer 
compensation  cases  associated  therewith. 
Traumatic  surgery  rapidly  developed  as  a 
specialty,  and  the  company  surgeon  became 
the  first  central  figure  in  the  field  of  early 
industrial  medicine. 

(2)  Childhood — Accident  Prevention. — The 
next  stage  in  the  development  of  industrial 
health  as  we  know  it  today  was  that  of  acci- 
dent prevention.  To  the  credit  of  numerous 
lay  representatives  of  industry  and  such  or- 
ganizations as  national,  state,  and  local  safety 
councils,  excellent  results  followed  the  inaugu- 
ration of  industrial  safety  programs  and  prac- 
tices. The  key  person  of  this  period  has  been 
the  safety  engineer  or  supervisor.  However, 
there  are  important  medical  aspects  of  acci- 
dent control,  and  the  practicing  physician 
working  in  the  industrial  field  has  much  he 
may  contribute  to  the  solution  of  this  problem 
of  accident  prevention  and  safety.  The 
physician’s  chief  function  during  this  period 
has  been  in  the  teaching  and  practice  of  first 
aid,  which  is  one  of  the  most  important  ad- 
juncts of  safety  work. 
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(3)  Adolescence  — Occupational  Disease 
Control. — The  third  stage  in  our  well-rounded 
development  of  industrial  health  in  this 
country  has  been  associated  with  many  signifi- 
cant discoveries  in  relation  to  occupational 
diseases  and  in  the  establishment  of  pro- 
cedures for  their  control.  The  general  prac- 
titioner of  medicine  has  long  had  knowledge 
of  the  diagnosis  and  treatment  of  these  con- 
ditions, but  he  has  had  to  depend  to  a con- 
siderable extent  on  the  chemist,  the  toxicolo- 
gist, the  laboratory  expert,  the  engineer,  or 
the  so-called  industrial  hygienist  for  much  of 
the  recent  progress  in  prevention  and  the 
hygiene  of  the  industrial  working  environ- 
ment. 

(4)  Adult  Life — Positive  Health  Promotion 
and  Sickness  Prevention. — While  these  four 
periods  in  the  development  of  organized  in- 
dustrial health  work  are  not  mutually  ex- 
clusive— inasmuch  as  each  period  partakes 
somewhat,  and  makes  use  of,  the  technics  of  the 
period  that  has  gone  before — the  present  stage 
of  industrial  health  activities  involves  positive 
health  promotion  and  education  and  sickness 
and  accident  prevention  on  a broad  scale. 
Attention  must  be  given  not  only  to  occupa- 
tional injuries  and  diseases  but  also  to  the 
prevention  and  control  of  all  nonoccupational 
sickness  and  accidents,  with  special  reference 
to  the  common  diseases  of  the  upper  part  of 
the  respiratory  tract,  tuberculosis,  syphilis, 
heart  disease,  diabetes,  appendicitis,  and 
arthritis,  as  well  as  so-called  off-duty  acci- 
dents in  the  home  and  on  the  public  highway. 
In  this  complete  development  of  the  modern 
industrial  health  program  the  general  prac- 
titioner will  have  an  increasingly  important 
part  to  play. 

Gradually  weaving  her  way  into  the  very 
warp  and  woof  of  industrial  health,  the  indus- 
trial nurse,  particularly  in  this  present  period, 
has  come  to  occupy  an  important  place  in 
what  might  be  called  the  industrial  profes- 
sional triumvirate  along  with  the  physician 
and  the  hygienist. 

II.  The  Physician  in  Industry 

Industrial  physicians  may  be  classified  into 
three  groups  based  on  the  amount  of  time 
given  to  work,  viz.:  (a)  those  on  full  time, 

(b)  those  on  part  time,  and  (c)  those  on  call 
for  special  emergency  services. 

The  full-time  industrial  physician  usually 
is  a member  of  the  company  medical  depart- 
ment staff  on  a salaried  basis,  with  special 
training  and  experience  in  industrial  medicine. 
He  must  assume  duties  not  only  as  a consult- 


ing physician  or  surgeon  but  also  more  or 
less  as  the  health  officer  of  the  company,  ap- 
plying all  of  the  known  principles  of  pre- 
ventive medicine  and  industrial  hygiene  to  the 
employee  group.  In  some  of  the  larger  com- 
panies various  of  these  functions  may  be 
separated  under  several  physicians. 

Part-time  physicians  give  shorter  or  longer 
periods  of  time  to  services  in  one  or  more 
company  plants.  They  usually  are  paid  a 
stated  sum  per  week,  month,  or  year  by  the 
company  in  question  according  to  the  amount 
of  time  given.  In  general,  their  activities  are 
associated  with  physical  examinations,  case 
work,  and  special  problems  having  to  do  with 
compensation  and  other  medicolegal  matters. 

Physicians  on  call  serve  only  on  special 
request.  They  and  the  part-time  plant  physi- 
cians are  the  usual  community  practitioners 
and  specialists  without  any  particular  training 
or  experience  in  the  medical  or  health  prob- 
lems of  industry.  Up  to  the  present  time 
most  of  the  smaller  industrial  plants  are 
served  by  these  general  practitioners,  and  in- 
dustry is  slowly  making  more  and  more  use 
of  such  medical  knowledge  and  service. 

In  no  sense  should  the  so-called  industrial 
physician  be  a competitor  of  the  general  prac- 
titioner in  the  community.  All  members  of 
the  medical  profession,  including  the  general 
practitioners,  the  full-time  and  part-time  in- 
dustrial physicians,  and  the  public  health 
officers,  should  work  together  for  the  benefit 
of  all  concerned  and  for  the  better  promotion 
of  industrial  health. 

( 1 ) The  General  Practitioner  and  His 
Functions. — Without  attempting  to  go  into 
detail  as  to  the  functions  or  duties  of  the 
general  practitioner  in  relation  to  industrial 
health,  it  may  be  stated  that  his  chief  obliga- 
tions and  opportunities  are  as  follows : 

(a)  To  promote  industrial  health  as  an  im- 
portant function  in  the  larger  field  of  public 
health. 

(b)  To  maintain  joint  responsibilities  to 
employers,  employees,  and  official  govern- 
mental agencies  concerned  with  industrial 
health. 

(c)  To  recognize  and  report  occupational 
diseases  and  all  other  diseases  required  by 
law  to  be  reported. 

(d)  To  encourage  management  and  labor 
to  see  the  value  of  industrial  health  con- 
servation. 

(e)  To  educate  and  advise  employed  per- 
sons regarding  their  health. 

(f)  To  make  pre-employment  or  preplace- 
ment and  other  physical  examinations  that 


2028 


LEVERETT  D . BRISTOL 


[N.  Y.  State  J.  M. 


may  be  required  and  to  assist  in  the 
follow-up  of  cases  needing  correction  of 
impairments. 

(g)  To  guide  employed  individuals  to  ade- 
quate medical,  surgical,  or  specialized  treat- 
ment facilities  where  necessary. 

(h)  To  assist  in  matters  pertaining  to  gen- 
eral sanitation  of  the  plant  and  to  have 
knowledge  of  the  potentially  toxic  ma- 
terials or  disease-producing  processes 
used  in  any  organization  that  he  may  serve. 

(i)  To  have  a general  knowledge  of  em- 
ployee and  industrial  relations  and  of  per- 
sonnel practices  and  facilities. 

(j)  To  be  versed  in  the  handling  of  trau- 
matic surgical  emergencies  and  in  work- 
men’s compensation  laws. 

(k)  To  work  in  harmonious  and  ethical  re- 
lations with  fellow  practitioners  and  in- 
dustrial physicians. 

(2)  The  General  Practitioner  and  His 
Leadership. — The  most  essential  requirement 
for  the  ultimate  success  of  industrial  health 
administration  is  a sympathetic  cooperation 
between  the  private  practitioners  of  medicine 
and  surgery  and  the  industrial  authorities,  in- 
cluding lay  and  medical  leaders  of  private  in- 
dustry and  governmental  agencies.  It  may  be 
stated  without  much  fear  of  contradiction  that 
the  general  practitioner  of  medicine,  whether 
he  is  giving  a small  amount  of  time  directly  to 
industrial  work  or  serving  industry  indirectly 
as  the  private  physician  to  employed  persons, 
is  potentially  the  most  important  unit  in  indus- 
trial health  work.  On  him,  at  present,  largely 
rests  the  success  or  failure  of  such  work,  par- 
ticularly for  the  smaller  industries.  While 
much  may  be  said  in  favor  of  the  thesis  that 
industrial  health  service  is  not  a medical 
monopoly,  it  must  be  admitted  that  it  would 
be  more  difficult  to  carry  on  successful  indus- 
trial health  work  without  the  physician  than 
without  the  other  specialists  who  make  up  the 
so-called  industrial  health  profession. 

Special  studies  of  the  causes  of  industrial 
absenteeism  indicate  an  average  of  a little 
less  than  one-half  day  lost  time  per  person  per 
year  from  industrial  accidents,  a little  over 
one-half  day  per  person  per  year  from  non- 
industrial accidents,  and  over  eight  days  per 
person  per  year  from  the  ordinary  run  of  sick- 
ness. Only  10  per  cent  of  the  lost  time  of 
employees  is  due,  in  general,  to  accidents  and 
occupational  diseases  that  are  compensable. 
These  facts  emphasize  the  problems  for  im- 
mediate attack  and  also  suggest  the  large  part 
that  the  general  practitioner  of  medicine 


should  have  in  their  solution  in  cooperation 
with  industrial  management  and  workers. 

(8)  The  General  Practitioner  and  National 
Defense. — Industrial  health  work  should  be  a 
strong  arm  in  national  defense,  particularly  in 
the  preservation  of  expert  workers  and  as- 
sisting in  the  development  of  additional  skilled 
workers.  Reducing  lost  time  due  to  occupa- 
tional and  nonoccupational  illness  and  acci- 
dents and  cutting  down  excessive  exposure  to 
injurious  materials  are  parts  of  the  industrial 
health  program  which  wall  be  conducive  to 
maximum  national  effectiveness  and  produc- 
tion. It  is  particularly  necessary  that  studies 
be  made  to  determine  unfavorable  environ- 
mental factors  in  the  production  of  war  equip- 
ment and  munitions.  As  a matter  of  fact,  the 
needs  of  national  defense  require  a strengthen- 
ing and  broadening  of  the  entire  industrial 
health  program  all  along  the  line,  from  private 
industry  to  local,  state,  and  federal  jurisdic- 
tions. In  this  significant  period  of  rearma- 
ment during  which  our  chief  defense  will  be 
our  industrial  skill,  let  us  be  sure  that  we 
place  first  on  our  list  the  health  and  safety 
conservation  of  our  industrial  workers.  In 
this  connection  the  general  practitioners  of 
medicine  will  be  called  .upon  for  an  ever  in- 
creasing leadership. 

Man  power  is  the  greatest  need  both  of  in- 
dustrial production  and  national  defense. 
Adequate  man  power  is  dependent  upon  the 
highest  type  of  mental  and  physical  fitness. 
The  speed-up  of  production  and  manufacture, 
the  development  of  new  materials  and  meth- 
ods, the  increased  employment  of  new  workers 
unused  to  the  hazards  of  industry  will  re- 
quire new  industrial  health  routines  and  regu- 
lations, more  intensive  study  and  research  in 
the  field  of  occupational  diseases  and  industrial 
poisons,  and  the  extension  and  improvement 
of  all  health  and  safety  education.  To  speed 
the  work  but  to  spare  the  worker  should  be  our 
aim. 

Industrial  health  preparedness  in  the 
United  States  is  only  one  phase  of  a general 
health  preparedness  program,  although  from 
the  standpoint  of  national  defense  industrial 
health  undoubtedly  should  command  first 
attention  since  it  involves  our  adult  civilian 
population  of  productive  workers  and  the  en- 
listed land,  sea,  and  air  forces  of  the  country, 
upon  all  of  which  successful  national  defense 
in  times  of  emergency  must  depend.  Indus- 
trial medicine,  even  in  a national  defense  pro- 
gram, must  be  preventive  and  educational,  as 
well  as  reparative,  reconstructive,  and  cura- 
tive. General  practitioners  will  have  impor- 
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tant  parts  to  play  in  the  national  defense 
program  both  from  the  standpoints  of  (a) 
the  physical  and  mental  fitness  of  civilian 
workers  and  enlisted  forces,  and  (b)  the  safety 
and  healthfulness  of  working  and  training 
environments. 

According  to  recent  data  obtained  by  the 
American  Medical  Association,  while  upward 
of  10,000  carry  on  some  industrial  activity, 
there  are  probably  less  than  5,000  out  of  a 
total  of  over  175,000  physicians  canvassed  in 
the  United  States  who  can  qualify  as  compe- 
tent in  the  field  of  industrial  medicine.  Only 
about  1,300  could  be  listed  as  actual  specialists 
or  experts.  This  emphasizes  one  of  the  chief 
unmet  needs  in  connection  with  the  national 
defense  emergency  and  calls  not  only  for  more 
and  better  graduate  and  postgraduate  instruc- 
tion on  industrial  health  in  our  medical  schools 
but  also  for  the  immediate  organization  of 
short  industrial  health  courses  in  strategic 
training  centers  throughout  the  United  States, 
as  well  as  “on-the-job”  refresher  courses  by 
local  medical  societies. 

III.  Industrial  Health  and  the  Medical 
Society 

The  Medical  Society  of  the  State  of  New 
York  for  some  years  has  had  a Section  on 
Industrial  Medicine  and  Surgery,  active,  par- 
ticularly, in  connection  with  the  annual  meet- 
ing of  the  Society.  In  addition,  there  is  a 
standing  Committee  on  Industrial  Dermatoses 
and  one  on  Workmen’s  Compensation.  In 
conformity  with  the  recent  trend  in  many 
states,  it  is  respectfully  suggested  that  the 
Society  create  a standing  Committee  on  In- 
dustrial Health  and  plan  the  scope  of  its  ac- 
tivities in  cooperation  with  the  Council  on 
Industrial  Health  of  the  American  Medical 
Association  and  other  state  committees  of 
like  nature.  Moreover,  in  those  counties 
made  up  of  large  industrial  populations,  it 
would  be  desirable  to  encourage  the  establish- 
ment of  Committees  on  Industrial  Health  in 
county  medical  societies  where  this  has  not 
already  been  done.  It  is  here  that  most  of  the 
important  industrial  health  problems  and 
services  must  be  worked  out  in  cooperation 
with  local  community  agencies,  public  and 
private. 

The  Council  on  Industrial  Health  of  the 
American  Medical  Association  has  developed 
a guide  to  committees  on  industrial  health 
in  state  medical  societies,  and  it  includes  the 
following  suggested  objectives: 

1.  To  train  industry  and  labor  to  the  value 

of  industrial  health  conservation. 


2.  To  develop  a clear  understanding  of  the 
proper  scope  and  functions  of  industrial 
medicine  and  to  clarify  relationships  be- 
tween private  and  industrial  practice. 

3.  To  keep  the  medical  profession  in- 
formed about  all  accepted  methods  for  re- 
ducing the  frequency  and  severity  of  indus- 
trially induced  disability. 

4.  To  elevate  medical  relations  under 
workmen’s  compensation. 

5.  To  scrutinize  all  legislation  affecting  the 
health  of  industrial  workers. 

6.  To  improve  relationships  between  medi- 
cine and  insurance. 

7.  To  establish  working  relationships  with 
all  agencies  in  the  state  interested  in  indus- 
trial health. 

8.  To  arrange  for  the  adoption  of  similar 
activities  through  cooperating  committees 
in  the  medical  societies  of  the  industrial 
counties. 

To  accomplish  these  objectives  it  has  been 
recommended  by  the  Council  that  the  person- 
nel of  the  state  committees  include  representa- 
tion from: 

1.  Private  practice. 

2.  Industrial  medical  practice. 

3.  Medical  representation,  if  such  exists, 
from  each  of  the  following: 

(a)  State  bureau  of  industrial  hygiene. 

(b)  State  workmen’s  compensation 

agency. 

(c)  The  medical  faculties  in  the  state. 

(d)  Industrial  insurance  company. 

A bulletin  has  been  developed  by  the 
Council  on  Industrial  Health  to  permit  inter- 
change of  ideas  between  committees  of  the 
state  societies  and  as  a means  of  estimating- 
progress. 

It  is  my  privilege,  as  a member  both  of  this 
Society  and  of  the  Industrial  Health  Council 
of  the  American  Medical  Association,  to  offer 
on  behalf  of  the  Council  every  possible  as- 
sistance in  furthering  the  interests  of  the 
Medical  Society  of  the  State  of  New  York  and 
the  general  medical  practitioners  of  this  state 
as  they  relate  to  the  increasingly  important 
subject  of  industrial  health. 

Discussion 

Dr.  R.  C.  Kimball,  Brooklyn — Dr.  Bristol  has 
expressed  in  a most  enlightening  way  the  relation- 
ship between  the  worker  and  his  family  doctor. 
Today,  every  family  doctor  is,  in  reality,  an  in- 
dustrial physician,  whether  employed  by  industry 
or  employed  by  the  worker.  This  is  true  because 
most  of  the  larger  industries  have  medical  de- 
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partments  that  control  the  sickness  benefits  that 
the  worker  receives  and,  as  such,  are  in  constant 
contact  with  the  general  practitioner.  This  is  an 
indirect  relationship  but  it  is  becoming  more 
direct  each  year.  The  industrial  physician  is 
actually  “looked  up  to”  by  the  workers  because 
he  has  shown  them  to  what  extent  he  may  benefit 
them,  and  he  is  in  reality  a “go-between”  be- 
tween his  company  and  the  workers.  He  takes 
up  the  varying  problems  that  confront  the  in- 
dustry— the  working  conditions — partially  guides 
the  safety  programs,  even  extends  his  helping 
hand  into  the  home  of  the  worker  through  advice 
and  through  programs  of  illness  preventions,  and 
may  even  plan  with  employers  on  health  prob- 
lems. 

We  speak  of  industrial  health  not  because  it  is 
apart  from  the  general  health  but  because  as  in- 
dustrial physicians  we  have  the  worker  under  our 
control  for  at  least  eight  hours  a day.  This 
amount  of  time  gives  us  the  opportunity  to  work 
with  him  and  for  him  not  only  because  of  acci- 
dents but  all  the  other  illnesses  that  may  overtake 
him.  Industrial  Health  is  only  a portion  of  the 
general  health  program,  and  due  to  the  changing 
social  order  we  are  able  to  do  today  what  we  could 
not  do  forty  years  ago.  Medicine,  as  it  should, 
must  follow  in  the  wake  of  all  social  changes  or 
reforms.  It  must,  however,  keep  up  with  these 
changes,  and  the  industrial  physician  can  guide 
and  aid  medicine  in  these  changing  times.  Dr. 
Bristol's  suggestion  of  creating  a standing  com- 
mittee on  industrial  health  should  be  acted  upon 
without  hesitation.  Dr.  Bristol  has  listed  eight 
definite  reasons  why  this  committee  should  be 
formed,  and  with  the  defense  program  going  into 
high  gear  we,  as  industrial  physicians,  should  be 
ready  to  answer  the  call  that  is  becoming  more 
insistent  each  day. 

Discussion  of  Symposium 

Dr.  Irving  Gray,  Brooklyn — The  appeal  issued 
by  Dr.  Woody  for  the  periodic  health  examina- 
tion is  a reiteration  of  what  the  leaders  in 
medicine  have  long  been  advocating. 

From  the  standpoint  of  the  laity  and  from  the 
point  of  view  of  the  physician  the  periodic  health 
examination  is  highly  desirable.  The  profession 
has  long  recognized  that  diseases  such  as  hyper- 
tension and  associated  cardiovascular  phe- 
nomena, diabetes,  and  nephritis  may  exist  for 
months  and  years  before  symptoms  or  complica- 
tions arise  which  bring  the  patient  to  the  doctor. 
Many  of  the  complications  of  these  “silent  dis- 
eases” are  irreversible  and  medical  science  can 
accomplish  little  when  the  disease  is  treated  at  a 
late  date.  The  reduction  of  the  mortality  rate 
from  carcinoma  depends  primarily  upon  early 
diagnosis. 

The  periodic  health  examination  is  essential  if 
early  diagnosis  is  to  be  made.  It  is  not  uncom- 
mon among  those  interested  in  industrial  medi- 
cine to  see  individuals  with  active  pulmonary 
tuberculosis  engaged  in  arduous  physical  activi- 


ties. These  individuals  have  no  symptoms  and 
continue  in  their  work  until  some  accident  occurs 
and  the  question  of  compensation  arises.  The 
underlying  disease  is  then  revealed. 

Experience  has  shown  that  there  is  no  parallel- 
ism between  pathologic  findings  and  clinical 
symptoms.  The  autopsy  frequently  discloses 
findings  entirely  unexpected  and  unrelated  to  the 
cause  of  death  and  unassociated  with  any  clinical 
symptoms.  The  corollary  is,  of  course,  correct. 
There  are  patients  with  many  complaints  who 
have  no  organic  disease. 

The  logical  answer  to  the  entire  question  is  the 
periodic  health  examination.  This  can  only  be 
achieved  by  intensive  education  of  the  public. 

Dr.  Selby  has  drawn  attention  to  the  new 
medical  opportunities  offered  in  National  Defense 
Industries.  The  presentation  by  Dr.  Bristol  on 
“Industrial  Health  and  the  General  Practitioner” 
has  amplified  and  correlated  the  position  of  the 
general  practitioner  and  his  relationship  to  the 
entire  problem  of  Industrial  Health  in  National 
Defense. 

In  the  Kings  County  Medical  Society  there  has 
been  organized  a Committee  on  Industrial 
Health.  We  have  recognized,  as  Dr.  Selby  has 
pointed  out,  that  the  Medical  Service  in  Industry 
is  predominantly  in  the  hands  of  the  general  med- 
i cal  practitioners.  As  a committee  we  are  familiar 
with  the  fact  that  comparatively  few  industries 
have  physicians  in  their  employ  either  full  time 
or  part  time.  It  therefore  becomes  essential  for 
organized  medicine  to  assume  the  responsibility 
of  forcefully  bringing  home  to  the  general  prac- 
titioner the  important  part  that  is  his  in  this 
entire  program  of  Industrial  Health.  We  have 
received  the  fullest  cooperation  from  the  Council 
on  Industrial  Health  of  the  American  Medical 
Association,  especially  through  their  printed  bul- 
letins. 

I agree  with  Dr.  Bristol  that  it  would  be  ad- 
visable for  the  State  Society  to  create  a standing 
committee  on  Industrial  Health.  Similar  com- 
mittees in  the  component  county  medical  socie- 
ties should  be  organized.  Although  the  basic 
problems  and  principles  are  the  same  in  all  county 
societies,  special  problems  may  arise  in  certain 
communities,  as  occur  with  a sudden  shift  of  a 
large  population  to  a given  area. 

Such  problems  require  the  complete  coopera- 
tion of  the  committee  on  industrial  health,  the 
general  practitioner,  and  the  public  health  offi- 
cers. Likewise,  in  certain  localities,  the  use  of 
special  chemicals  or  metals  may  require  the  edu- 
cation of  the  practitioners  in  the  given  locale  in 
the  early  recognition  of  occupational  disease. 
The  problems  that  arise  can  be  promptly  and 
competently  met,  if  proper  organization  exists 
and  all  forces  integrate. 

The  conception  of  medical  service  in  industry, 
as  outlined  by  Dr.  Selby,  needs  little  comment. 
Prevention  of  disease  or  injury  has  always  been 
recognized  as  the  first  step  in  any  program. 

Progress  in  the  control  of  occupational  disease 


October  15,  1941] 


SYMPOSIUM  ON  INDUSTRIAL  HEALTH 


2031 


continues.  The  physician  in  industry  makes  his 
contribution  in  the  field  of  Preventive  Medicine. 
The  value  of  the  service  by  the  physicians  in 
industry  should  not  be  estimated  by  the  number 
of  patients  referred  to  the  family  physician  for 
treatment  upon  discovery  of  such  diseases  as 
tuberculosis,  syphilis,  etc.,  as  a result  of  an  in- 
dustrial physical  examination  but  rather  from  the 
larger,  namely,  the  public  health,  point  of  view. 

The  physician  in  industry  is  adequately  dis- 
charging his  responsibilities  to  his  patients  and 
to  the  medical  profession.  Dr.  Bristol  has  ably 
discussed  the  position  of  the  general  practitioner 
in  his  relationship  to  this  entire  question  of  In- 
dustrial Health  in  National  Defense. 

There  can  be  no  difference  of  opinion  as  to  the 
importance  of  an  adequate  health  examination  for 
all  individuals.  If  periodic  health  examinations 
could  be  made  obligatory  among  all  individuals 
we  would  have  an  index  of  the  health  of  the  Na- 
tion which  would  be  of  immense  value.  The  posi- 
tion of  the  family  physician  in  relation  to  the 


periodic  health  examination  has  been  ably 
reviewed  by  Dr.  Woody.  It  does  seem  essential 
from  the  industrial  point  of  view,  however,  that  a 
complete  physical  examination  should  include  an 
x-ray  examination  of  the  chest,  an  examination 
of  the  eyes,  ears,  etc.,  in  order  that  the  health  of 
the  worker,  as  well  as  the  interest  of  the  public, 
is  adequately  protected.  This  physical  examina- 
tion by  teams  of  specialists  under  the  supervision 
of  the  county  medical  societies  may  be  desirable. 
The  result  of  such  examinations  and  recommenda- 
tions for  treatment  can  be  forwarded  to  the  family 
physician. 

The  term  “vocational  examination”  rather 
than  the  term  pre-employment  or  employment 
examination  would  seem  more  fitting.  The  term 
“vocational  examination”  more  accurately  de- 
scribes the  purpose  of  the  health  examination. 
The  education  of  the  physician  and  more  espe- 
cially the  education  of  the  public  is  most  essential 
in  this  program  of  Industrial  Health  and  Voca- 
tional Health  Examinations. 


AN  EXAMINATION  COMING  UP?  PREPARE  AT  THE  RACES,  CORNER  MOVIE 


The  “midnight  oil”  burns  no  more,  for  cram- 
ming availeth  naught  according  to  high-school 
teachers  who  recently  took  an  examination  in 
New  York  City.  They  called  the  questions 
“silly”  and  “asinine”  but  the  Board  of  Exam- 
iners had  no  apologies  to  make.  Here  are  some 
samples. 

1 —  The  planet  that  in  November,  1940,  crossed  the 
face  of  the  sun  thirty  seconds  later  than  the 
astronomists  had  predicted  was  (a)  Venus, 
(b)  Mars,  (c)  the  moon,  (d)  Saturn,  (e) 
Mercury. 

2 —  Much  publicity  has  been  given  to  experi- 
ments by  scientists  who  claim  to  predeter- 
mine the  sex  of  cats,  dogs,  etc.,  by  the  use  of 
(a)  adrenalin,  (b)  sulfanilamide,  (c)  hor- 
mones, (d)  vinegar,  (e)  baking  soda. 

3—  The  race  horse  which  became  the  world’s 
greatest  money  winner  in  1940  was  (a)  Man 
o’  War,  (b)  Seabiscuit,  (c)  Level  Best,  (d) 
Kayak  II,  (e)  Eight-thirty. 

4—  In  February,  1940,  Joe  Louis  fought  with 
Arturo  Godoy.  The  fight  lasted  (a)  two, 


(b)  seven,  (c)  eleven,  (d)  fifteen,  (e)  twenty 
rounds. 

5 —  The  star  of  the  French  film  “The  Baker’s 
Wife”  was  (a)  Jean  Gabin,  (b)  Maurice 
Chevalier,  (c)  Will  Fyffe,  (d)  Conrad  Veidt, 
(e)  Raimu. 

6—  A recent  collection  of  verse  by  Ogden  Nash 
is  entitled  (a)  “No  Stone  Unturned,”  (b) 
“Behind  the  Lines,”  (c)  “All  Gaul  Is  Di- 
vided,” (d)  “The  Face  Is  Familiar,”  (e) 
“Spring  Will  Not  Fail.” 

7 —  “Foreign  Correspondent”  was  directed  by 
(a)  Frank  Capra,  (b)  Cecil  B.  DeMille,  (c) 
John  Ford,  (d)  Alexander  Korda,  (e)  Alfred 
Hitchcock. 

8 —  The  polo  player  who  retired  in  1940,  after 
being  the  top  player  for  ten  years,  was  (a) 
Stewart  Iglehart,  (b)  Cecil  Smith,  (c)  Robert 
L.  Gerry,  Jr.,  (d)  Thomas  Hitchcock,  Jr., 
(e)  Alan  L.  Corey,  Jr. 

9 —  The  best  way  to  stop  a nosebleed  is  to  use 
(a)  baking  soda,  (b)  salt  pork,  (c)  cotton, 
(d)  beef  liver,  (e)  silk. 

[Answers  on  page  2051.] 


ARE  YOU  WEARING  A P.C.G.N.Y.  BUTTON? 

Every  contributor  to  the  Physicians’  Com- 
mittee of  Greater  New  York — the  Medical  Aid 
Department  of  the  British  War  Relief  Society— 
receives  a button  upon  making  a donation.  It  is 
very  attractive  with  the  emblem  of  Aesculapius 
shown  in  white  on  a green  Geneva  Cross  which 
is  encircled  in  royal  blue.  If  you  haven’t  yours, 
mail  in  your  contribution  to  Dr.  Adolph  G.  De- 
Sanctis,  chairman  of  the  Physicians’  Committee 
of  Greater  New  York,  The  New  York  Academy 
of  Medicine,  2 East  103rd  Street,  New  York 
City.  There  is  no  need  to  tell  you  what  your 
help  will  do. 


The  committee  was  organized  last  April  by 
Mrs.  W.  Coda  Martin  and  Dr.  Alfred  Heilman, 
president  of  the  New  York  County  Medical 
Society. 

The  other  officers  are:  Dr.  B.  Wallace 

Hamilton,  secretary;  Dr.  Kirby  Dwight,  treas- 
urer; Dr.  Chas.  Gordon  Heyd,  Manhattan 
vice-chairman;  Dr.  John  E.  Jennings,  Brooklyn 
vice-chairman;  Dr.  Nathan  B.  Van  Etten, 
Bronx  vice-chairman;  Dr.  H.  P.  Mencken, 
Queens  County  vice-chairman;  and  Dr. 
Herbert  A.  Cochrane,  Staten  Island  vice-chair- 
man. 


CLINICAL  STUDIES  IN  ELECTROCARDIOGRAPHY 


IV.  The  Value  of  the  Electrocardiogram  in  Coronary  Thrombosis, 
with  Special  Reference  to  Localization  of  Infarct 

Abraham  Lieberson,  M.D.,  Julius  Chasnoff,  M.D.,  and  A.  Allen  Goldbloom, 
Major,  Medical  Corps,  Army,  U.  S.  A.,  New  York  City 


EVER  since  the  studies  of  Smith,1  Herrick,2 
Pardee,3  and  others  who  described  the 
characteristic  electrocardiographic  changes 
after  acute  coronary  occlusion,  the  exact 
correlation  between  this  condition  and  its 
electrocardiographic  representation  has  been 
of  great  clinical  interest.  The  importance  of 
the  role  played  by  the  electrocardiogram  in 
the  diagnosis  and  prognosis  of  coronary  oc- 
clusion has  been  appreciably  increased  by  the 
work  of  Parkinson  and  Bedford4  (and  inde- 
pendently by  Barnes  and  Whitten5)  who  dif- 
ferentiated, in  1928,  the  prominent  electro- 
cardiographic changes  in  lead  I caused  by  an- 
terior infarct  (Ti  type)  from  that  seen  in 
posterior  infarction  where  similar  changes  are 
found  in  lead  III  (T3  type).  Wilson  and  his 
coworkers6  further  differentiated  the  promi- 
nent Q and  QRS  changes  in  the  first  lead  in 
anterior  infarction  (Qi  type)  from  the  QRS 
changes  in  lead  III  in  posterior  infarction  (Q.3 
type).  This  electrocardiographic  localization 
of  the  infarct  is  believed  to  be  not  purely  of 
academic  but  of  prognostic  importance  by 
many  observers.  Wood  and  his  coworkers7 
feel  that  posterior  infarction  (right  coronary) 
is  more  favorable  than  anterior  infarction  (left 
coronary). 

In  1932  the  accuracy  of  the  electrocardio- 
graphic detection  and  localization  of  coronary 
infarction  was  further  increased  by  the  use  of 
chest  leads,  introduced  by  Wolferth  and 
Wood8  after  the  experimental  work  of  Wil- 
son.9 The  4-lead  electrocardiogram  was 
found  to  be  especially  revealing  when  re- 
peated often  so  that  the  serial  changes  could  be 
followed,  particularly  in  lead  IV.10  In  1938  a 
standardization  of  the  various  chest  leads  in 
use  was  effected  following  our  original  sug- 
gestion;11 so  that  we  are  now  beginning  to 
exploit  fully  the  electrocardiogram  as  a help 
in  the  diagnosis  of  coronary  occlusion.  A 
similar  refinement  has  occurred  in  the  patho- 
logic study  of  postmortem  material  in  coro- 
nary occlusion.  The  coronary  vessels  are  now 
all  traced  to  their  minutest  branches,  and  the 
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scars  and  aneurysmal  bulging  of  old  infarcts 
are  noted  as  well  as  the  myomalacia  of  more 
recent  ones.  In  short,  wTe  are  beginning  to 
be  in  a position  to  determine  how  accurate  the 
electrocardiogram  is  in  the  diagnosis  and 
localization  of  cardiac  infarction  by  use  of 
serial  4-lead  electrocardiograms  and  refined 
pathologic  technic.  We  expect  to  obtain 
enough  material  in  the  next  four  or  five  years 
to  report  upon  it  at  the  end  of  that  time. 

There  is,  however,  a definite  clinical  need  at 
present  to  pause  and  review  our  past  findings 
in  the  light  of  our  present  knowledge  of  this 
disease,  for  onty  rarely  in  our  private  practice 
are  we  able  to  follow  a case  with  numerous 
4-lead  electrocardiograms  and  conclude  the 
study  with  a thorough  postmortem  examina- 
tion, especially  since  the  patient  often  reaches 
exitus  before  electrocardiograms  can  be  taken. 
The  most  common  situation  as  we  find  it  in 
practice  is  still  one  where  we  are  asked  to  de- 
termine from  a single  3-  or  4-lead  electro- 
cardiogram and  the  clinical  examination  of  the 
patient  whether  coronary  occlusion  has  taken 
place.  We  therefore  feel  it  worthwhile  to  re- 
view the  34  patients  with  coronary  thrombosis 
proved  by  autopsy  at  Beth  Israel  Hospital, 
Xew  York  City,  in  the  past  ten  years,  who 
had  one  or  more  electrocardiograms  taken 
before  death.  Usually  a single  3-lead  electro- 
cardiogram was  obtained.  Aside  from  some 
clinical  correlation  that  we  shall  speak  of 
later,  our  main  interest  was  to  compare  the 
accuracy  of  clinical  as  against  electrocardio- 
graphic diagnosis  in  coronary  occlusion  and 
the  accuracy  of  electrocardiographic  localiza- 
tion of  the  infarct. 

The  34  cases  were  classified  clinically  as 
shown  in  Table  1.  The  electrocardiographic 
findings  in  these  cases  (see  Table  2)  fall  con- 
veniently into  three  groups:  A — characteris- 
tically infarct,  either  anterior  or  posterior  in 
type;  B — block;  and  C — nonspecific  myo- 
cardial damage.  The  criteria  for  anterior  and 
posterior  infarction  are  those  advocated  by 
Barnes  and  by  Wilson  (raised  RS-T  interval 
in  lead  I,  inverted  Ti,  deep  Qi  with  small 
slurred  QRS  in  lead  I in  anterior  infarction; 
and  raised  RS-T3,  inverted  T3,  and  deep  Q3 
in  posterior  infarction).  All  cases  of  complete 
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TABLE  1. — Clinical,  Material  Studied 


Per- 

Per- 

cent- 

cent- 

Men 

age 

Women 

age 

Total 

Number  of  cases 

24 

71 

10 

29 

34 

Y oungest-oldest 
Average  age  at 

35-72 

46-76 

death 

Coronary  infarct 

57 

57 

57 

with  angina 
Coronary  infarct 

9 

37 

0 

0 

9 

with  hyper- 
tension 

7 

29 

5 

50 

12 

Coronary  infarct 

with  diabetes 

5 

21 

5 

50 

10 

heart  block,  bundle  branch  block,  or  intra- 
ventricular block  were  classified  under  group 
B.  Low  voltage  or  marked  slurring  of  QRS 
or  low-voltage  T-waves  were  classified  under 
group  C.  Tables  2 and  3 show  the  actual 
condition  found  at  autopsy  corresponding 
to  the  various  electrocardiographic  groupings. 

Reference  to  Table  1 shows  that  of  the  34 
patients  with  fatal  coronary  thrombosis  10 
were  women  (29  per  cent).  The  average  age 
for  the  women  was  the  same  as  for  the  men — 
57  years.  The  coronary  thrombosis  was  as- 
sociated with  diabetes  in  5 of  the  24  men  (21 
per  cent)  and  in  5 of  the  10  women  (50  per 
cent).  The  high  incidence  of  complicating 
diabetes  in  these  women  with  fatal  coronary 
thrombosis  is  more  than  coincidental  and  ap- 
pears of  definite  prognostic  import,  especially 
when  the  incidence  of  diabetes  in  these  fatal 
cases  (10)  is  compared  with  a similar  group  of 
nonfatal  coronary  occlusion  cases  (3)  (see 
Table  4). 

There  was  a history  of  previous  hyperten- 
sion in  7 men  and  5 women  of  the  34  autopsied 
cases.  A history  of  previous  angina  pectoris 
was  obtained  in  9 men  but  in  not  a single 
woman.  It  is  indeed  an  interesting  clinical 
situation — five  women  with  definite  histories 
of  antecedent  hypertension  dying  of  coronary 
occlusion  and  not  a single  one  with  previous 
angina — demonstrating  strikingly  the  clinical 
fact  that  angina  is  essentially  a disease  of  the 
male. 

We  also  considered  it  worthwhile  to  study 
the  question  of  glycosuria  in  these  cases  of 
coronary  thrombosis,  since  many  observers 
report  the  frequent  association  clinically  of 
glycosuria  with  acute  coronary  occlusion  in 
nondiabetics.12  A review  of  our  34  cases 
showed  that  glycosuria  occurred  in  9 cases  but 
only  in  2 that  were  not  definitely  chronic  dia- 
betic patients.  In  1 nondiabetic  case  a slight 
trace  of  sugar  was  found  in  the  urine,  but  the 
blood  sugar  was  only  100  mg.  In  the  second 
case  a slight  trace  of  sugar  was  found  on  only 
one  occasion,  but  it  was  negative  at  all  other 


TABLE  2. — Showing  Electrocardiographic  and 
Pathologic  Classification  of  Cases 


- — Electrocardiographic  Type — . 

Number 

of 

cases 


(A) 

Anterior  infarct  8 

Posterior  infarct  8 

(B) 

Bundle  branch  (left)  4 

Intraventricular  block  5 

Complete  heart  block 
with  ventricular 
tachycardia  1 

Heart  block  with  left 
bundle  branch  block  1 

(C) 

Nonspecific  myocardial 
damage  7 


/ Autopsy > 

Anterior 

Ante-  Poste-  and 
rior  rior  posterior 

8 

7 1 


1 1 2 
4 1 


1 


1 


1 4 


Total 


34  16  9 


9 


times.  Our  experience,  therefore,  is  that  there 
is  no  clinical  association  of  glycosuria  with 
acute  coronary  thrombosis. 

Little  more  than  this  cursory  review  of  some 
interesting  clinical  correlations  that  we  found 
in  our  cases  is  needed  when  we  consider  the 
fine  clinical  monograms  on  this  subject,  such 
as  Levine’s13  and  Levy’s.14  We  come  then  to 
our  main  task — the  evaluation  of  the  role 
played  by  the  electrocardiogram  in  the  diag- 
nosis of  coronary  thrombosis.  It  is  important 
here  to  compare  the  accuracy  of  the  older 
method  of  diagnosing  coronary  occlusion — the 
clinical — with  the  newer  method  alone — 
the  electrocardiographic — and  consider,  fi- 
nally, how  one  method  supplements  the  other. 
Table  3 is  a convenient  charting  of  the  clinical 
diagnosis  in  each  case  before  the  electrocardio- 
gram was  taken  as  compared  to  the  actual 
autopsy  findings.  This  is  contrasted  with  the 
electrocardiographic  findings  per  se  as  com- 
pared with  autopsy  findings.  Table  3 shows 
that  of  these  34  proved  cases  of  coronary 
thrombosis  26  were  correctly  diagnosed  on 
clinical  grounds  alone  while  only  16  were 
diagnosed  electrocardiographically  as  coro- 
nary thrombosis.  In  12  cases  both  the  electro- 
cardiogram and  the  clinical  diagnosis  were  cor- 
rect. In  14  cases  the  clinical  diagnosis  was 
correct  while  the  electrocardiogram  was  not 
of  specific  value.  In  only  2 cases  did  the 
electrocardiogram  definitely  point  to  the  cor- 
rect diagnosis  of  coronary  thrombosis  in  the 
absence  of  any  clinical  evidence,  and  in  2 more 
cases  the  electrocardiogram  was  mildly  sug- 
gestive of  an  acute  coronary  process  in  the 
absence  of  a positive  clinical  diagnosis.  When 
clinical  impressions  were  combined  with  elec- 
trocardiographic findings,  31  of  the  34  cases 
were  correctly  diagnosed,  indicating  the  com- 
plementary nature  of  the  clinical  and  electro- 
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TABLE  3. — Showing  Correlation  of  Clinical  and  Electrocardiographic  Diagnoses  with  Autopsy  Finding 


Correlation 

Correlation 

Clinical  Diagnosis  Before 

with 

Electrocardiographic 

with 

No. 

Electrocardiogram 

Autopsy 

Diagnosis 

Autopsy 

Autopsy 

1 

Ac.  coronary  thrombosis 

+ 

Anterior  infarct 

+ 

Ant.  infarct 

2 

Ac.  coronary  thrombosis 

+ 

Bundle  branch  block,  left 

Ant.  infarct 

3 

Ac.  coronary  thrombosis 

+ 

Anterior  infarct 

+ 

Ant.  infarct 

4 

Ac.  coronary  thrombosis 

+ 

Nonspec.  myocard.  damage 

Ant.  infarct 

5 

Ac.  coronary  thrombosis 

+ 

Anterior  infarct 

+ 

Ant.  infarct 

6 

Ac.  coronary  thrombosis 

+ 

Anterior  infarct 

+ 

Ant.  infarct 

7 

Arteriosclerosis — ac.  coronary  thrombosis 

+ 

Intraventricular  block 

Ant.  infarct 

8 

Ac.  coronary  thrombosis 

+ 

Heart  block  with  ventricu- 

lar tachycardia 

— 

Ant.  infarct 

9 

Ac.  coronary  thrombosis,  bronchopneumonia 

+ 

Intraventricular  block 

— 

Ant.  infarct 

10 

Ac.  coronary  thrombosis 

+ 

Intraventricular  block 

+ 

Ant.  infarct 

11 

Coronary  thrombosis 

+ 

Nonspec.  myocard.  damage 

Ant.  infarct 

12 

Ac.  coronary  thrombosis 

+ 

Anterior  infarct 

+ 

Ant.  infarct 

13 

Ac.  coronary  thrombosis,  bronchopneumonia 

+ 

Anterior  infarct 

+ 

Ant.  infarct 

14 

Ac.  coronary  thrombosis 

+ 

Anterior  infarct 

+ 

Ant.  infarct 

15 

Coronary  artery  disease  and  hypertension 

Anterior  infarct 

+ 

Ant.  infarct 

16 

Coronary  sclerosis  with  myocard.  insuffi- 

ciency 

— 

Intraventricular  block 

— 

Ant.  infarct 

17 

Ac.  coronary  thrombosis,  bronchopneumonia 

+ 

Nonspec.  myocard.  damage 

— 

Post,  infarct 

18 

Ac.  coronary  thrombosis 

+ 

Posterior  infarct 

+ 

Post,  infarct 

19 

Ac.  coronary  thrombosis,  bilateral  broncho- 

pneumonia 

+ 

Posterior  infarct 

+ 

Post,  infarct 

20 

Ac.  coronary  thrombosis 

+ 

Posterior  infarct 

+ 

Post,  infarct 

21 

Coronary  sclerosis  and  myocard.  insuffi- 

ciency 

— 

Posterior  infarct 

+ 

Post,  infarct 

22 

Hypertension  with  terminal  ac.  coronary 
thrombosis 

+ - 

Bundle  branch  block,  left 

Post,  infarct 

23 

Ac.  coronary  thrombosis 

+ 

Posterior  infarct 

+ 

Post,  infarct 

24 

Coronary  thrombosis  with  pulmonary  in- 

farct 

+ 

Posterior  infarct 

+ 

Post,  infarct 

25 

Coronary  artery  disease  with  occlusion 

Posterior  infarct 

+ - 

Post,  infarct 

26 

Coronary  thrombosis 

+ 

Bundle  branch  block,  left, 

with  heart  block 

— 

Ant.  and  post. 

27 

Coronary  thrombosis  with  decompensation 

+ 

Nonspec.  myocard.  damage 

— 

Ant.  and  post. 

28 

Ac.  coronary  thrombosis 

+ 

Intraventricular  block 

— 

Ant.  and  post. 

29 

Ac.  coronary  thrombosis 

+ 

Nonspec.  myocard.  damage 

— 

Ant.  and  post. 

30 

Hypertensive  cardiac  in  failure 

Nonspec.  myocard.  damage 

— 

Ant.  and  post. 

31 

Coronary  sclerosis  with  ac.  coronary 

thrombosis 

+ 

Bundle  branch  block,  left 

— 

Ant.  and  post. 

32 

Coronary  sclerosis  and  thrombosis 

+ 

Nonspec.  myocard.  damage 

— 

Ant.  and  post. 

33 

Nephritis — hypertension  with  coronary 

thrombosis 

— 

Posterior  infarct 

+ - 

Ant.  and  post. 

34 

Coronary  sclerosis 

— 

Bundle  branch  block,  left 

Ant.  and  post. 

cardiographic  findings  in  coronary  occlusion. 

Reviewing  the  electrocardiographic  findings 
in  these  cases  (Tables  2 and  3),  one  notes  im- 
mediately that  there  was  no  case  of  coronary 
thrombosis  in  this  series  in  which  the  electro- 
cardiogram was  entirely  normal.  In  more 
than  half  of  the  cases,  however,  only  some 
nonspecific  form  of  myocardial  damage  could 
be  diagnosed,  and  no  definite  indication  of 
coronary  thrombosis  was  present.  Thus,  in 
fully  11  cases  left  bundle  branch  block  and 
intraventricular  block  were  present,  covering 
up  in  all  probability  the  electrocardiographic 
changes  produced  by  coronary  occlusion.  In 
6 more  cases  the  electrocardiogram  showed 
myocardial  damage  but  not  specifically  of 
coronary  configuration.  We  did  not  come 
across  any  case  in  which  the  electrocardiogram 
was  typically  that  of  anterior  infarction  that 
pathologically  showed  posterior  infarction  or 
vice  versa.  In  our  cases  whenever  the  elec- 
trocardiogram was  characteristically  anterior 
or  posterior  infarct  in  type,  the  autopsy  con- 
firmed the  localization.  This  is  in  agreement 
with  the  report  of  Barnes16  and  the  more  re- 
cent report  of  Sprague  and  Orgain16  and  dis- 
agrees with  Gilchrist  and  Ritchie17  and  Smith, 


Goodrich,  and  Needles18  who  have  found  in 
several  cases  inconsistencies  in  the  electro- 
cardiographic localization.  We  believe  that 
although  there  is  little  doubt  of  the  localizing 
powers  of  the  electrocardiogram  when  it  is  of 
the  characteristic  acute  coronary  pattern 
there  is  unfortunately  little  justification  for 
the  concept  that  there  is  any  appreciable  dif- 
ference prognostically  between  anterior  and 
posterior  infarct.  We  have  come  to  this  con- 
clusion by  comparing  the  frequency  of  anterior 
and  posterior  infarcts  in  the  34  fatal  cases 
here  reported  with  34  nonfatal  cases  gleaned 
from  the  Beth  Israel  Hospital  files  of  the  same 
1929-1939  period  (see  Table  4).  This  shows 
that  the  group  that  survived  the  coronary 
occlusion  was  similar  to  the  fatal  group  with 
respect  to  age,  sex,  previous  history  of  hyper- 
tension, and  angina.  Diabetes  was  much  com- 
moner in  the  fatal  group.  Electrocardio- 
graphically,  however,  although  the  incidence 
of  anterior  and  posterior  infarction  is  about 
the  same  for  both  groups,  the  fatal  cases 
much  more  often  showed  a low  voltage  (14 
fatal  to  5 nonfatal  cases),  bundle  branch  or 
intraventricular  block  (11  fatal  to  1 nonfatal 
case),  and  also  nonspecific  myocardial  damage 
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(7  fatal  to  3 nonfatal  cases).  This  is  probably 
explained  by  the  fact  that  the  electrocardio- 
gram is  more  characteristic  with  a single  fresh 
infarct  and,  prognostically,  this  is  more  favor- 
able than  the  noncharacteristic  electrocardio- 
gram seen  in  chronic  cases  with  multiple  in- 
farcts. This  similarity  in  the  prognostic  sig- 
nificance of  anterior  and  posterior  infarction 
was  also  found  in  the  recent  report  of  Smith, 
Goodrich,  and  Needles.18  The  distinct  ad- 
vantage that  the  electrocardiogram  has  over 
clinical  examination  in  coronary  thrombosis — 
the  localization  to  the  front  or  the  back  of  the 
heart — to  the  left  or  the  right  coronary  is 
thus  seen  to  be  largely  of  academic,  rather 
than  practical,  prognostic  importance. 

Table  3 clearly  demonstrates  the  most  im- 
portant single  fact  to  be  gleaned  from  this 
study — that  more  than  half  of  the  cases  of  cor- 
onary thrombosis  in  this  series  failed  to  show 
definite  electrocardiographic  signs  of  this  condi- 
tion. If  the  electrocardiogram  alone  were 
considered,  the  diagnosis  would  have  been 
missed  more  than  half  of  the  time.  On  com- 
bined clinical  and  electrocardiographic  evi- 
dence, on  the  other  hand,  the  diagnosis  was 
made  in  91  per  cent  of  the  cases.  This  sounds 
a clear-cut  warning  against  overemphasis  on 
the  electrocardiogram  to  the  exclusion  of 
clinical  consideration  in  the  diagnosis  and 
prognosis  of  coronary  thrombosis. 

It  is  important  at  this  point  to  make  some 
accounting  for  the  low  percentage  of  correct 
electrocardiographic  diagnoses  in  this  series. 
The  most  important  difficulty  is  the  frequent 
accompaniment  of  intraventricular,  arboriza- 
tion, or  bundle  branch  block  (32  per  cent  of 
our  cases),  which  dominates  the  electrocardio- 
graphic picture  and  suppresses  the  evidence  of 
coronary  thrombosis.  Another  difficulty  is 
the  fact  that  the  classic  electrocardiographic 
tracing  of  coronary  thrombosis  is  present 
mainly  in  the  first  or  second  infarction  when 
the  heart  muscle,  aside  from  the  fresh  infarct, 
is  relatively  normal.  After  repeated  infarc- 
tions an  indefinite  electrocardiographic  ex- 
pression occurs.  The  same  considerations  hold 
in  large  infarcts  involving  both  the  anterior 
and  posterior  walls  of  the  ventricle.  The 
electrocardiographic  changes  produced  by  the 
anterior  portion  of  the  infarct  are  largely  neu- 
tralized by  the  reciprocal  changes  produced 
by  the  posterior  portion  of  the  infarct,  result- 
ing in  a noncharacteristic  picture.  With  the 
larger  infarcts,  too,  the  septum  is  often  in- 
volved, and  the  resulting  intraventricular  or 
bundle  branch  block  covers  up  the  electrocar- 
diographic characteristics  of  coronary  throm- 


TABLE  4. — Clinical  and  Electrocardiographic 
Comparison  op  34  Autopsied  Cases  with  34 
Coronary  Occlusion  Cases  Which  Survived 


Died 

Survived 

Number  of  cases 

34 

34 

Men 

24 

25 

Women 

10 

9 

Average  age 

57 

57 

With  angina 

8 

9 

Hypertension 

12 

10 

Diabetes 

10 

3 

Low  voltage  (less  than  5 mm.) 

14 

5 

Rel.  low  voltage  (less  than  7 mm.) 
Anterior  (Ti)  type  electrocardio- 

6 

4 

gram 

Posterior  (T3)  type  electrocardio- 

8 

16 

gram 

Combined  Ti  and  T3  type  electro- 

8 

12 

cardiogram 

1 

Block  type  of  electrocardiogram 
Nonspecific  myocardial  damage 

11 

1 

type  of  electrocardiogram 
Insufficient  electrocardiographic 
changes  to  diagnoses  myocardial 

7 

3 

damage 

0 

1 

bosis.  It  is  thus  seen  (Table  2)  that  of  the  25 
cases  that  had  single  infarcts  at  postmortem 
15  showed  the  electrocardiographic  diagnostics 
of  coronary  occlusion,  while  of  the  9 cases  with 
combined  anterior  and  posterior  infarcts  only 
1 gave  a typical  electrocardiogram  [see  Case 
32,  Table  3,  which  showed  posterior  (T3) 
type  electrocardiogram].  In  contrast  to  this, 
Table  3 shows  that  in  these  9 cases  with  multi- 
ple infarcts  the  correct  diagnosis  was  made 
clinically  in  6.  There  appears  to  be  little 
doubt  that  a single  fresh  primary  infarct  is 
likely  to  give  the  characteristic  electrocardio- 
graphic picture  and  also  the  characteristic 
clinical  picture.  With  secondary  infarcts  in 
chronic  coronary  sufferers  and  in  long-stand- 
ing cases,  fresh  infarction  is  most  often  over- 
looked if  only  electrocardiographic  evidence  is 
sought  but  will  be  correctly  diagnosed  in  the 
majority  of  cases  by  clinical  evidence  alone  if 
the  possibility  of  a new  infarction  in  old  coro- 
nary sufferers  is  constantly  kept  in  mind. 
Translated  into  practical  language  this  means 
that  if  a patient  with  an  old  infarction  or  with 
coronary  sclerosis  appears  clinically  to  have 
had  a fresh  coronary  occlusion  and  the  elec- 
trocardiogram shows  nothing  characteristic 
of  an  acute  coronary  closure  the  greatest 
likelihood  is  that  a coronary  thrombosis  has 
occurred,  and  the  patient  should  be  treated  ac- 
cordingly. 

It  may  be  said  in  criticism  of  the  above 
statement  that  if  chest  leads  as  well  as  the 
conventional  leads  were  taken  the  percentage 
of  correct  electrocardiographic  diagnoses  in 
coronary  occlusion  would  be  appreciably  in- 
creased18 and  that,  occasionally,  serial  studies 
indicate  the  possible  presence  of  an  acute  proc- 
ess in  the  heart  which  may  not  be  apparent  in 
a single  electrocardiogram.  It  is  the  uncom- 
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mon  case,  however,  that  shows  characteristic 
signs  of  acute  coronary  occlusion  in  lead  IV 
and  no  signs  of  this  in  the  conventional  leads, 
the  average  of  reports  indicating  that  this  situ- 
ation occurs  in  only  3 or  4 per  cent  of  the  cases. 
The  second  situation,  where  serial  changes 
point  to  a coronary  thrombosis  not  suspected 
by  single  electrocardiogram,  is  also  rare,  oc- 
curring in  only  2 or  3 per  cent  of  the  cases.  It 
may  be  also  said  in  criticism  of  our  published 
results  that  many  of  the  electrocardiograms 
were  agonal — terminal — and,  thus,  are  less 
likely  to  be  diagnostic.  A careful  review  of 
our  cases  showed,  however,  that  of  the  9 
cases  in  which  the  electrocardiogram  was 
taken  one  day  or  less  before  death  3 showed 
electrocardiograms  characteristic  of  coronary 
occlusion  while  6 showed  block  or  nonspecific 
myocardial  damage — about  the  same  average 
of  electrocardiographic  diagnostic  accuracy 
in  the  agonal  cases  as  in  those  where  the  elec- 
trocardiograms were  taken  days  or  weeks  be- 
fore death.  Finally,  it  must  not  be  forgotten 
that  lead  IV  can  be  of  no  added  assistance  with 
the  two  main  problems  in  electrocardiographic 
diagnosis  of  coronary  thrombosis — the  pres- 
ence of  block  and  nonspecific  changes.  Al- 
though our  figures  for  the  frequency  of  inci- 
dence of  characteristic  electrocardiographic 
changes  in  acute  coronary  thrombosis  appear 
lower  than  those  usually  reported,  it  is  not  due 
to  the  lack  of  lead  IV  but  to  the  fact  that  the 
oases  represent  not  only  primary  infarction 
but  secondary  and  multiple  infarctions  in  old 
coronary  sufferers. 

Conclusions  and  Summary 

Review  of  34  patients  who  showed  myo- 
cardial infarction  at  autopsy  (24  men  and  10 
women)  and  who  had  at  least  one  electrocar- 
diogram taken  before  death  emphasizes  several 
interesting  clinical  correlations.  Hypertension 
and  diabetes  were  commoner  in  the  women 
than  in  the  men,  while  a history  of  angina 
was  obtained  in  9 men  and  in  not  a single 
woman.  Glycosuria  is  only  a rare  accompani- 
ment of  acute  coronary  occlusion. 

The  autopsy  material  included  16  cases  of 
anterior  infarcts  (left  coronary),  9 cases  of 
posterior  infarcts  (right  coronary),  and  9 cases 
of  combined  anterior  and  posterior  infarcts. 


Eight  cases  of  the  anterior  infarcts,  7 cases  of 
the  posterior  infarcts,  and  only  1 case  of  the 
combined  infarcts  were  detected  electrocar- 
diographically.  Thus,  only  16  of  the  34  cases 
(47  per  cent)  were  diagnosed  by  the  electro- 
cardiogram alone.  The  other  18  cases  showed 
left  bundle  branch  block  or  intraventricular 
block  (11  cases)  and  nonspecific  myocardial 
damage. 

In  contrast,  the  clinical  diagnosis  before  the 
electrocardiogram  was  taken  was  correct  in 
26  of  the  34  cases  (76  per  cent).  Using  both 
the  clinical  and  electrocardiographic  evidence, 
the  correct  diagnosis  of  coronary  infarct  was 
made  in  31  of  the  34  cases  (91  per  cent). 
This  emphasizes  the  prime  importance  of  the 
history  and  clinical  examination  in  the  diag- 
nosis of  this  condition,  particularly  in  patients 
who  are  sufferers  of  old  coronary  thrombosis  or 
sclerosis  and  who  are  not  likely  to  have  a char- 
acteristic electrocardiogram  with  the  repeated 
infarctions. 


The  authors  are  deeply  indebted  to  Dr. 
Isidore  W.  Held  for  his  invaluable  aid  in  the 
clinical  study  of  these  patients  and  to  Dr. 
Alfred  Plaut  for  the  pathologic  study. 
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ASSOCIATION  OF  MILITARY  SURGEONS 
The  Association  of  Military  Surgeons  of  the 
United  States  will  meet  at  the  Hotel  Brown, 
Louisville,  Kentucky,  from  October  29  to 
November  1.  All  members  of  the  medical 


profession  are  cordially  invited  to  attend.  The 
session  will  conclude  with  a mass  review  of 
military  medicine  and  inspection  of  Fort 
Knox. 


THE  INCIDENCE  OF  HEART  DISEASE  IN  THE  UNIVERSITY 
STUDENT  AGE  GROUP 

Muriel  Cuykendall,  M.D.,  Ithaca,  New  York 


THE  university  student  age  group  is 
unique  in  the  study  of  heart  disease.  At 
this  age,  the  rheumatic  state  has  already  pro- 
duced recognizable  lesions  in  practically  all 
susceptible  hearts;  the  severe  congenital 
heart  diseases  have  either  terminated  or  the 
patients  are  not  ambulatory.  On  the  other 
hand,  the  types  of  heart  disease  resulting  from 
syphilitic  and  degenerative  changes  have  not 
yet  developed. 

No  survey  to  date  has  published  results 
on  the  incidence  of  heart  disease  in  this  age 
group.  Figures  are  available  on  many  sur- 
veys conducted  in  grade  and  high-school 
groups,  and  the  incidence  in  the  adult  popula- 
tion has  been  estimated,  but  the  university 
age  group  has  been  surprisingly  neglected. 

The  cardiac  program  of  the  Student  Health 
Service  at  Cornell  University  was  instituted 
seven  years  ago  and  was  extended  three  years 
ago  to  include  the  men  students.  The  present 
survey  is  limited,  however,  to  the  6,489  men 
and  women  students  in  residence  during  the 
academic  year  1938  to  1939.  All  the  cardiac 
examinations  were  made  by  one  physician, 
myself,  and  thus  the  diagnoses  and  criteria 
for  classification  are  self-consistent. 

Sources  of  Material 

Cardiac  examinations  were  given  to  the 
following:  (1)  Students  with  a cardiac  ab- 

normality discovered  on  the  entering  physi- 
cal examination.  This  routine  entrance  ex- 
amination, about  forty-five  minutes  in  dura- 
tion, with  the  student  stripped,  was  con- 
ducted by  some  one  of  the  eleven  staff  mem- 
bers of  the  Department  of  Hygiene  and  Pre- 
ventive Medicine.  As  a part  of  the  exami- 
nation, the  heart  was  tested  for  its  size,  for 
the  character  and  position  of  the  apex  beat, 
and  for  the  presence  of  a thrill  and  murmur. 
The  blood  pressure  was  recorded.  The 
rhythm  of  the  pulse  was  noted,  and  a cardiac 
function  test  was  made  by  having  the  student 
perform  a standard  exercise.  Upon  the  slight- 
est suspicion  of  heart  abnormality  the  stu- 
dent was  referred  to  me  for  further  cardiac 
examination.  (2)  A chest  roentgenogram  was 
available  at  the  option  of  each  student  for  a 
nominal  fee,  and  in  case  the  cardiac  shadow 

Assistant  professor  of  hygiene  and  attending  physician, 
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in  this  picture  was  abnormal,  the  student  was 
given  the  cardiac  examination.  (3)  Students 
who  consulted  the  Student  Health  Service 
complaining  of  signs  or  symptoms  referable 
to  the  heart  were  examined  for  cardiac  diagno- 
sis. 

The  Cardiac  Examination 

The  cardiac  examination  consisted  of  pal- 
pation, percussion,  auscultation,  and  fluoro- 
scopic examination.  A chest  roentgenogram 
in  the  posterior  position  was  usually  made, 
and  supplemental  roentgenograms  were  oc- 
casionally made  with  the  student  in  several 
oblique  positions.  An  electrocardiogram  was 
usually  made.  Other  laboratory  procedures 
— urinalysis,  renal  function  test,  blood  counts, 
sedimentation  rate,  and  basal  metabolism — 
were  made  when  deemed  necessary  or  helpful. 

Diagnostic  Criteria 

Much  of  the  variation  in  the  reported  in- 
cidence of  heart  disease  is  due  to  a lack  of 
uniform  application  of  a definition  of  heart 
disease.  Some  surveys  define  organic  heart 
disease  as  being  synonymous  with  anatomic 
heart  disease.  Other  surveys  include  one  or 
more  of  the  subheadings  of  etiologic  or  physio- 
logic diagnosis.1  In  particular,  incidence 
variations  occur  with  the  inclusion  or  exclu- 
sion of  hypertension,  psychoneurosis,  thyroid 
diseases,  extrasystoles  or  tachycardia.  Other 
confusions  arise  from  difficulties  in  the  differ- 
ential diagnosis  of  borderline  organic  and  func- 
tional systolic  murmurs. 

In  this  survey  the  incidence  of  heart  dis- 
ease is  based  on  the  anatomic  diagnosis  only. 
The  definitions  of  types  of  organic  heart  dis- 
ease are  essentially  those  established  by  the 
American  Heart  Association.  Clarification  of 
certain  of  the  diagnoses  was  made  by  rating 
the  intensity  of  the  murmur.  Thus,  a diag- 
nosis of  mitral  insufficiency  was  not  made 
when  the  intensity  of  the  murmur  was  less 
than  Grade  22,  and  a functional  murmur  was 
usually  less  than  Grade  2 intensity.  The 
changes  in  cardiac  contour  or  dynamics  char- 
acteristic of  an  organic  lesion  were  always 
sought  by  fluoroscopic  examination.  A diag- 
nosis of  lesion  was  not  made  unless  these  ac- 
companying characteristics  were  observed. 

Abnormal  processes  occurring  in  the  body 


2037 


2038 


MURIEL  CUYKENDALL 


[N.  Y.  State  J.  M. 


in  regions  other  than  the  heart  may  give  rise 
to  signs  and  symptoms  which  are  referred  to 
the  heart.  These  processes  are  not  considered 
to  be  heart  disease  in  this  survey.  They  are 
noted  here  for  reference  purposes. 

Hypertension. — Hypertension  is  present  when 
the  student’s  systolic  blood  pressure  is  above 
140  or  the  diastolic  pressure  is  above  90  mm. 
Hg.  Effort  was  made  to  put  the  student  at 
ease  during  the  examination,  and  the  lowest  blood 
pressure  reading  of  repeated  visits  was  used. 
Sampson  in  his  study  of  16-  to  18-year-olds 
found  10  per  cent  with  hypertension,  64  per  cent 
of  whom  were  boys.3  Among  the  university 
students  of  the  present  study,  hypertension  was 
present  in  only  4.5  per  cent  of  the  men  and  0.45 
per  cent  of  the  women  students.  Comparison 
of  the  results  of  these  two  surveys  proves  the 
need  for  a'  standard  procedure  and  technic  in 
making  blood  pressure  readings. 

Psychoneurosis. — A psychoneurotic  basis  for 
symptoms  of  heart  disease  was  found  in  0.2 
per  cent  of  the  university  students;  no  sex  dif- 
ference was  present.  The  complaints  made  by 
the  students  to  the  Health  Service  Office  were: 
precordial  pain,  palpitation,  dizziness,  fainting, 
tachycardia,  and  extrasystoles.  Precordial  pain 
occurred  frequently  in  students  who  feared 
disease,  a fear  often  caused  by  a recent  cardiac 
death  in  the  family. 

Thyroid  Disease. — Mild  but  insignificant 
changes  in  the  heart  due  to  hyperthyroid  or 
hypothyroid  conditions  were  observed  in  several 
students. 

Extrasystoles. — Premature  beats  are  of  com- 
mon occurrence.  They  have  no  effect  on  the 
student  other  than  to  arouse  slight  apprehension 
concerning  the  heart. 

Possible  Heart  Disease. — The  diagnosis  of  pos- 
sible heart  disease  was  not  used  in  this  survey. 
A definite  diagnosis  either  of  heart  disease  or  of 
no  heart  disease  was  made  in  every  case.  Bor- 
derline cases  and  suspected  cases  with  evidence 
inadequate  for  classification  as  heart  disease 
were  considered  to  have  no  heart  disease.  Such 
arbitrary  diagnosis  of  heart  disease,  although  not 
permissible  in  medical  practice,  was  necessary 
in  a statistical  survey.  The  opinion  of  the 
physician  was  accepted  as  statistical  fact. 

Potential  Rheumatic  Heart  Disease. — Two 
surveys  were  recently  published  dealing  with 
cases  of  potential  rheumatic  heart  disease  on 
which  observations  had  been  taken  during  a 
ten-year  period.  One  of  these  surveys  re- 
ported on  patients  whose  onset  of  potential 
rheumatic  heart  disease  occurred  at  about  8 
years  of  age.4  Of  this  group  25  per  cent  de- 
veloped a permanent  valvular  deformity  by  the 
age  of  18  years.  The  other  survey  reported  on 
patients  whose  age  of  onset  was  approximately 
14  years  of  age.5  Less  than  5 per  cent  of 
this  group  had  developed  such  a deformity  at 
the  age  of  24  years.  Both  surveys  noted  that 


the  transition  to  active  involvement  occurred 
predominantly  during  the  years  closely  following 
the  onset  of  the  potential  disease.  A comparison 
of  these  surveys  reveals  a progressive  decrease 
with  age  in  resultant  valvular  deformity  fol- 
lowing the  rheumatic  state. 

The  final  ages  of  the  groups  observed  in  the 
two  surveys  mentioned  in  the  previous  para- 
graph agree  well  with  the  age  group  of  university 
students.  Thus,  it  is  logical  to  assume  that  the 
probability  of  a potential  rheumatic  heart  dis- 
ease becoming  a manifest  lesion  during  the 
university  age  or  after  is  very  small.  There- 
fore, to  include  potential  rheumatic  heart  dis- 
ease as  an  organic  type  of  heart  disease  at  the 
university  age  is  to  swell  unduly  the  total  or- 
ganic heart  disease  incidence. 

Functional  Systolic  Murmur. — The  functional 
systolic  murmur  merits  special  attention  be- 
cause of  its  close  similarity  to  slight  mitral  in- 
volvement. The  prevalence  of  confusion  in 
these  two  diagnoses  is  evident  from  the  fact 
that  the  mortality  for  life  insurance  entrants 
with  a functional  systolic  murmur  is  higher  than 
the  mortality  for  standard  lives.6 

This  pseudo  disease,  most  difficult  to  diag- 
nose, is  common  and  was  found  in  3.1  per  cent 
of  the  men  and  9.3  per  cent  of  the  women 
students. 

Results 

The  diagnosis  of  organic  heart  disease  in 
this  survey  was  limited  to  the  anatomic  di- 
agnosis of  changes  in  heart  structure.  This 
diagnosis  was  made  in  1.5  per  cent  of  the 
Cornell  students:  1.1  per  cent  of  the  men 

and  3.0  per  cent  of  the  women.  The  dis- 
tribution among  the  types  of  disease  is  indi- 
cated in  Table  1.  The  rheumatic  type  com- 
prised 82  per  cent  of  the  organic  heart  dis- 
ease and  was  present  in  1.2  per  cent  of  the 
students.  The  mitral  valve  was  involved  in 
90  per  cent  of  the  rheumatic  hearts.  Rheu- 
matic heart  disease  was  present  in  2.6  per  cent 
of  the  women  and  0.8  per  cent  of  the  men,  a 
ratio  of  3.2  to  1. 

Discussion 

The  incidence  of  rheumatic  heart  disease, 
the  most  common  type  of  heart  disease  among 
the  students,  is  affected  by  age,  sex,  economic 
environment,  prevalence  of  the  rheumatic 
state  in  the  family  or  environment,  and  race. 
A qualitative  analysis  of  these  factors  in 
relation  to  this  university  group  is  in  order. 

Age. — The  incidence  of  rheumatic  heart 
disease  increases  with  age.  In  school  children 
in  New  York  State  this  incidence  is  0.5  per 
cent;7  and  in  Boston  school  children,  0.52.8 
Cahan9  found  the  incidence  to  increase  from 
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TABLE  1. — Cardiac  Diagnoses  Among  Students,  1939  to  1940 


Men 

Percentage 

Women 

Percentage 

Total 

Percentage 

Cornell  registration 

4,991 

1,498 

6,489 

Organic  heart  disease 

54 

1.1 

45 

3.0 

99 

1.5 

Congenital  defect 

13 

0.26 

6 

0.4 

19 

0.29 

Rheumatic  heart  disease 

41 

0.80 

39 

2.6 

80 

1.2 

A.  I.* 

2 

2 

4 

A.  I.  and  aortic  stenosis 

2 

1 

3 

A.  I.  and  M.  I.f 

1 

0 

1 

M.  I. 

33 

27 

60 

Mitral  stenosis 

0 

2 

2 

M.  I.  and  mitral  stenosis 

2 

7 

9 

Subacute  bacterial  endocarditis 

1 

0 

1 

* Aortic  insufficiency, 
t Mitral  insufficiency. 


0.5  per  cent  in  grade-school  to  0.9  per  cent  in 
high-school  children.  The  incidence  in  men 
of  military  age  is  3.0  per  cent.10  In  the  pres- 
ent university  age  group,  most  of  whom  are 
between  the  ages  of  17  and  22  years,  the 
incidence  is  1.2  per  cent.  This  agrees  well 
with  the  scattered  figures  of  other  surveys. 

Sex. — A greater  incidence  of  rheumatic 
heart  disease  obtains  in  women  than  in  men. 
The  ratio  as  reported  in  other  surveys11  has 
never  been  more  than  4:3.  The  ratio  of 
3.2:1  in  this  survey  is  therefore  striking. 
Arguments  to  rationalize  the  high  rheumatic 
sex  ratio  in  terms  of  the  specialized  university 
group  are  not  satisfying.  The  increase  in  the 
rheumatic  state  which  occurs  in  girls  during 
adolescence  is  not  sufficient  to  account  for  the 
high  ratio. 

There  are  3.3  times  as  many  men  as  women 
students  in  residence  at  Cornell  University. 
Men  acquire  rheumatic  heart  disease  less 
frequently  than  women.  Thus,  the  incidence 
of  heart  disease  in  this  particular  group  is 
lessened  because  of  its  sex  distribution. 

Economic  Environment. — The  incidence  of 
rheumatic  heart  disease  is  relatively  high  in 
people  in  a low  economic  bracket.  Raugh12 
classified  the  incidence  of  acquired  heart  dis- 
ease in  school  children  according  to  the  eco- 
nomic status  of  the  parents.  He  found  the 
incidence  of  heart  disease  to  range  from  0.32 
per  cent  in  the  children  in  the  lowest  quartile 
to  0.063  per  cent  in  the  children  in  the  highest 
quartile  income  bracket. 

Wide  variation  exists  in  the  economic  back- 
ground of  the  students  attending  Cornell 
University.  The  average  level  is  undoubt- 
edly higher  than  that  of  the  population  as  a 
whole. 

Climate. — Rheumatic  heart  disease  is  more 
common  among  people  living  in  a cold  cli- 
mate than  among  those  living  in  a warm  cli- 
mate. The  climate  variation  was  measured 
by  Paul13  who  made  a survey  of  two  groups 
of  North  American  Indian  children,  one  group 
living  in  Wyoming  and  the  other  in  Arizona. 


We  assume  that  Indian  hearts  are  similar  to 
hearts  of  the  white  race.  In  the  two  Indian 
groups  the  factors  which  affect  the  rheumatic 
state  were  present  to  a remarkably  similar 
degree  except  for  the  climate  which  in  Wyo- 
ming w^as  the  colder.  The  children  who  lived 
in  Wyoming  had  ten  times  as  much  rheu- 
matic heart  disease  as  did  those  who  lived 
in  Arizona. 

Race. — Rheumatic  heart  disease  occurs  less 
frequently  in  the  negro  than  in  the  white 
race.14  Less  than  25  of  the  6,489  students 
were  of  the  negro  race  and  none  of  these  had 
heart  disease.  The  number  of  negro  students 
in  this  survey  is  too  small  to  be  of  statistical 
value.  No  effort  was  made  to  estimate  the 
incidence  in  other  races. 

Comment 

The  findings  of  this  survey  suggest  com- 
parison with  surveys  on  other  groups  of  the 
same  age,  particularly  with  students  in  resi- 
dence at  other  universities,  and  with  corre- 
sponding ages  in  other  groups  in  the  northern 
part  of  the  United  States.  No  reports  on 
such  surveys  are  available.  However,  one 
may  generalize  on  the  expected  incidence  of 
heart  disease  in  such  groups  relative  to  the 
incidence  at  Cornell  University. 

Of  the  five  known  factors  which  influence 
the  incidence  of  rheumatic  heart  disease,  pos- 
sibly two  are  common  to  the  students  of  most 
universities,  i.e.,  the  age  group  and  the  eco- 
nomic background.  The  factors  which  cause 
the  incidence  to  vary  in  another  university 
are  its  location,  the  proportion  of  men  to 
women  students,  and  the  race  distribution. 
Since  these  factors  cause  appreciable  varia- 
tion, a wide  range  in  incidence  in  university 
student  groups  may  be  expected. 

Considering  the  average  economic  status, 
the  proportion  of  men  to  women,  and  the 
proportion  of  the  Negroes  to  the  whites,  we 
conclude  further  that  the  incidence  of  heart 
disease  in  the  same  age  group  of  the  general 
population  in  the  northern  part  of  the  United 
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States  will  be  greater  than  that  of  the  univer- 
sity students. 

Summary 

In  the  university  student  age  group  the 
rheumatic  state  has  already  produced  ana- 
tomic change  in  practically  all  hearts  suscep- 
tible to  this  change  but  the  syphilitic  and 
degenerative  heart  diseases  of  middle  life 
have  not  yet  occurred.  A survey  of  the 
incidence  of  heart  disease  was  conducted 
among  the  6,489  students  in  attendance  at 
Cornell  University  during  the  academic  year 
1938  to  1939. 

In  previous  surveys  wide  variations  in  the 
incidence  of  heart  disease  result  from  lack  of 
uniformity  in  the  compilation  of  material. 
Some  surveys  include  one  or  more  of  the  vari- 
ous subheadings  of  etiologic  or  physiologic 
diagnosis.  Further  variation  in  the  reported 
incidence  is  due  to  confusion  in  the  differen- 
tial diagnosis  of  borderline  organic  and  func- 
tional systolic  murmur.  In  the  present  sur- 
vey the  anatomic  diagnosis  is  considered  to  be 
the  only  diagnosis  of  organic  disease.  How- 
ever, certain  of  the  etiologic  and  physiologic 
diagnoses  with  their  incidence  among  Cornell 
University  students  are  briefly  noted  so  as 
to  make  possible  a comparison  with  those 
surveys  which  include  these  additional  condi- 
tions. 

Organic  heart  disease  was  diagnosed  in 
1.5  per  cent  of  the  Cornell  students,  i.e., 
1.10  per  cent  of  the  men  and  3.0  per  cent  of 
the  women.  The  rheumatic  type  of  heart 
disease  comprised  82  per  cent  of  the  organic 
heart  disease  in  this  group  and  was  present 


in  1.2  per  cent  of  th'e  students.  The  mitral 
valve  was  involved  in  90  per  cent  of  the  rheu- 
matic hearts.  Rheumatic  heart  disease  was 
present  in  2.6  per  cent  of  the  women  and  0.8 
per  cent  of  the  men  students,  a sex  incidence 
ratio  of  3:1. 

Rheumatic  heart  disease  is  the  most  com- 
mon type  of  heart  disease  present  among  the 
Cornell  University  students.  Factors  that 
are  known  to  influence  rheumatic  heart  disease 
— namely,  age,  sex,  economic  environment, 
prevalence  of  the  rheumatic  state  in  the 
community,  and  race — are  found  in  general 
to  exert  the  expected  influence.  An  excep- 
tion, however,  is  the  influence  of  sex:  the 
ratio  of  three  times  as  much  rheumatic  heart 
disease  among  the  women  students  as  among 
the  men  is  much  greater  than  in  any  previ- 
ously reported  survey. 
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HELPMEET 

“I’m  sorry,  but  the  doctor's  out; 

From  what  you’ve  told  me,  there’s  no  doubt 
Your  boy  has  measles — you  must  keep 
Him  in  the  dark,  and  let  him  sleep 
Where  it  is  warm — perhaps  a spoon 
Of  oil — the  doctor  will  come  soon.” 

Now  was  she  right?  Would  he  take  pride 
In  such  a helpful  little  bride? 

She  welcomed  him  with  beaming  face, 

And  cried,  “Sweetheart,  another  case.  . . . 
Were  my  suggestions  all  correct? 

Has  Johnny  got  what  I suspect?” 

The  doctor’s  face  was  long  and  sad: 

“Your  diagnosis  was  not  bad; 

The  treatment’s  recommended,  too — 

But  what  is  left  for  me  to  do?” 

Sequel 

Since  then,  his  knowledge  has  increased, 

And  hers  has  wisely  all  but  ceased. 

Ernestine  Mercer , Medical  World 


T.B.  PATIENTS  UNDER  POLICE  GUARD 

Under  police  guard,  26  men  and  10  women 
are  being  treated  for  tuberculosis  in  a wing  of  the 
Philadelphia  Hospital  for  Contagious  Diseases. 
There  is  a policeman  standing  at  the  door  day 
and  night  to  see  that  they  do  not  run  away  from 
the  city’s  beneficence,  reported  The  NTA 
Bulletin , March,  1941. 

These  patients  are  being  subjected  to  com- 
pulsory hospitalization  under  a 30-year-old 
state  law,  which  for  the  first  time  is  being  in- 
voked in  the  city’s  war  on  tuberculosis. 

They  were  “sentenced”  to  treatment  at  the 
hospital  by  Judge  Charles  L.  Brown  of  the 
Municipal  Court.  The  complainant  was  the 
division  of  tuberculosis  of  the  city  department  of 
health.  . 

In  each  case  an  agent  of  the  division  testified 
that  the  defendant  repeatedly  disobeyed  orders 
to  place  himself  under  medical  supervision  and 
observe  certain  hygienic  safeguards. 


THE  MEDICAL  DIAGNOSIS  OF  MENTAL  DEFECT 

Edward  J.  Humphreys,  M.D.,  Thiells,  New  York 


THE  diagnosis  of  mental  defect  may  be 
made  on  the  basis  of  one  or  a combination 
of  three  factors  of  identification — namely,  the 
existence  and  nature  of  the  retardation  in  in- 
tellectual growth,  the  description  of  the  syn- 
drome presented,  and  the  analysis  of  the 
causal  or  etiologic  agents  responsible  for  the 
production  of  organismic  defect.  In  the  early 
history  of  the  diagnosis  of  mental  defect, 
identification  of  defect  was  made  by  the  physi- 
cian. During  the  more  recent  periods  of  di- 
agnosis, the  physician’s  diagnosis  has  been 
supplemented  to  increasing  degree  by  con- 
tributions from  the  educator  and  the  psycholo- 
gist. These  contributions  are  especially  valu- 
able in  the  study  of  high-grade  and  borderline 
types  of  defectives  in  relation  to  the  problems 
of  commitment,  re-education,  and  general 
socialization.  Among  the  contributions  of 
the  psychologist  the  intelligence  test  results 
have  received  special  emphasis,  but  there  is 
growing  unanimity  of  opinion  that  the  diag- 
nosis of  mental  defect  is  to  be  determined  by 
more  than  an  I.Q.  rating  alone.  This  “more 
than  an  I.Q.”  is  included  by  diagnosticians 
under  the  term  “composite  classification,” 
which  considers  the  physical  and  behavioral 
elements  of  the  patient’s  experience,  as  well  as 
the  summarized  results  of  the  measurements 
of  partial  factors  of  intelligence.  In  order  to 
make  the  “composite  classification”  clinically 
significant,  it  is  still  the  physician  who  is  called 
to  make  the  general  diagnosis  of  mental  de- 
fect, upon  the  basis  mentioned  above,  and  he 
can  do  so  with  much  more  detailed  assistance 
than  was  available  to  him  during  the  earlier 
days  of  diagnosis. 

The  consideration  of  the  composite  or  gen- 
eral classification  requires  the  review  of  bio- 
logic and  sociologic  factors  involved  in  any 
given  case.  Many  of  us  believe  that  the  con- 
dition of  so-called  “true  mental  defect”  arises 
fundamentally  from  distortion  in  the  vast 
understructure  of  organic  and  psychobiologic 
organization  of  the  individual  regardless  of 
either  circumscribed  or  extensive  effects  of  the 
environmental  forces.  The  question  may  be 
asked:  “If  it  were  possible  to  remove  the  es- 

Read  at  the  Northeastern  Section  Meeting  of  the 
American  Association  on  Mental  Deficiency,  held  at 
Mansfield  State  Training  School,  Mansfield  Depot,  Con- 
necticut, September  28,  1940. 

Director  of  research,  State  of  New  York  Department  of 
Mental  Hygiene,  Letchworth  Village. 


sentially  subnormal  germ  plasm  from  the 
general  population,  how  much  mental  defect 
would  remain?”  Many  w’ould  reply  that  with 
the  removal  of  the  hereditary  taints,  a large 
percentage  of  the  so-called  “true  mental  de- 
fect” would  disappear.  This  would  no  doubt 
also  obtain,  to  an  unknown  extent,  for  other 
conditions  of  arrest  in  mental  development — 
as,  for  example,  certain  cases  of  the  “tempera- 
mental deficiencies”  mentioned  by  Burt  and 
others.  Instances  of  mental  defect  not  in- 
cluded under  the  hereditary  types  and  in 
which  organic  factors  are  basic  would  repre- 
sent individuals  who  have  become  defective 
because  of  agents  that  have  destroyed  or  dam- 
aged living  tissue  (the  so-called  secondary 
types).  Still  other  types  of  defect  are  repre- 
sented by  those  who  suffer  from  disabilities 
that  may  or  may  not  be  due  to  definite  altera- 
tions in  physiologic  activities.  Emphasis 
upon  the  basic  importance  of  the  organic 
groundsetting  of  mental  defect  does  not  mean 
for  one  moment  that  environmental  forces 
may  not  strongly  contribute  to  the  intensify- 
ing of  defects  in  the  growth  of  the  organism. 
Furthermore,  in  reference  to  certain  persons 
of  borderline  intelligence,  environmental  ad- 
versities may  throw  the  person  under  the 
technical  classification  of  mental  defect. 
This  question  still  remains,  however:  “Why 
is  it  that  the  person  originally  was  to  be  found 
in  the  ‘borderline’  or  ‘dull  normal’  state  of  in- 
telligence?” In  short,  we  might  conceive  of 
the  diagnostic  problems  of  mental  defect  in  a 
somewhat  allegoric  manner  by  saying  that 
mental  defect  represents  a vast  storm  of  so- 
cial problems  whirling  upon  a deep  ocean  of 
organic  crosscurrents. 

The  physician  can  readily  identify  certain 
conditions  associated  with  mental  defect  such 
as  those  of  mongolism,  cretinism,  or  phenyl- 
pyruvic  oligophrenia.  For  this  purpose  he 
has  at  his  disposal  the  beginning  of  a helpful 
classification  system — namely,  that  as  found 
in  the  Standard  Classified  Nomenclature  of  Dis- 
ease. This  classification  has  gone  a long  way 
in  organizing  a more  adequate  system  for  the 
medical  identification  of  mental  defectives. 
It  needs  further  revision,  however,  as  both 
descriptive  and  etiologic  factors  are  used 
somewhat  interchangeably.  For  example,  the 
diagnosis  of  “000-071  mongolism”  is  purely 
descriptive  in  nature,  the  etiologic  diagnosis 
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being  unknown  at  the  present.  In  another 
instance,  the  diagnosis  “000-077  with  develop- 
mental cranial  anomalies”  indicates  only  that 
the  mental  deficiency  may  be  found  to  be  con- 
comitant with  hydrocephalus  but  not  neces- 
sarily that  the  deficiency  may  be  directly  due 
to  the  hydrocephalus.  In  still  another  in- 
stance, the  diagnosis  of  “000-077  with  endo- 
crine disorder”  means  that  the  mental  de- 
ficiency may  be  found  concomitantly  with  the 
endocrine  disorder  but  does  not  indicate 
whether  the  mental  deficiency  may  be  directly 
due  to  the  endocrinopathy  or  whether  the 
mental  defect  may  represent  an  expression  of  a 
more  generalized  deficiency  of  which  both  the 
mental  and  endocrine  defects  are  part-mani- 
festations. Despite  the  fact  that  this  classifi- 
cation system  needs  further  differentiation, 
physicians  in  state  or  private  medical  practice 
are  urged  to  employ  this  system,  at  least  ex- 
perimentally, so  that  out  of  increasing  diag- 
nostic experience  in  the  field  of  mental  de- 
ficiency a more  adequately  descriptive  and 
a more  analytico-etiologic  system  may 
emerge. 

The  medical  diagnosis  of  mental  defect  also 
includes  the  analysis  of  so-called  “social  de- 
ficiencies.” The  physician  has  a right  to  in- 
clude such  considerations  in  his  final  diagnosis 
of  mental  defect  primarily  through  psychiatry, 
which  is  an  extension  of  medicine  into  the 
field  of  social  science.  The  word  “mental” 
throughout  centuries  and  throughout  the 
works  of  present-day  investigators  into  the 
phenomena  of  mind  has  connoted  not  only 
elementary  physiologic  expressions  of  action 


but  also  those  of  thinking,  will,  feeling,  emo- 
tion, temperament,  and  character.  It  is  be- 
coming increasingly  clear  that  individuals  may 
exhibit  arrests  not  only  in  the  development  of 
intellectual  processes  but  also  in  the  growth 
of  other  integrations  of  mind.  Social  deficien- 
cies may  thus  arise  from  defects  in  the  ability 
not  only  to  conceptualize  in  the  terms  of  name 
and  form  but  also  to  evaluate  in  the  terms  of 
social  relationships.  Ability  to  do  the  latter 
is  constantly  influenced  not  only  by  cogni- 
tional  forces  but  by  all  of  the  integrations  of 
mental  functioning,  including  the  conative  and 
emotional. 

It  may  thus  be  seen  that  the  medical  diag- 
nosis of  mental  defect  depends  upon  factors 
both  -within  and  adjacent  to  the  field  of  medi- 
cine; that  the  medical  interpretation  of  men- 
tal defect  is  determined  by  the  clinical  training 
and  experience  of  the  physician;  and  that  a 
physician  in  diagnosing,  and  even  in  treating, 
mental  defect  needs  the  assistance  of  properly 
qualified  professional  workers  from  special- 
ties within  medicine  itself  and  from  fields  such 
as  psychology  and  education.  If  the  physician 
is  to  improve  his  diagnostic  work  in  mental 
deficiency,  he  must  establish  more  adequately 
his  evaluations  of  arrest  in  development, 
whether  in  reference  to  physical,  conative, 
emotional,  or  characterial  qualities  of  mental 
organization.  The  medical  diagnosis  of  men- 
tal defect,  therefore,  is  not  a simple  matter  but 
includes  a general  recognition  of  basic  under- 
lying organic  defects  upon  which  innumerable 
social  influences  may  act  to  confuse  and  arrest 
the  efforts  of  the  organism  to  mature. 


SYPHILIS  AMONG  SELECTEES 
The  Division  of  Venereal  Diseases  of  the 
United  States  Public  Health  Service  announced 
on  June  12  that  unpublished  analyses  of  serologic 
and  clinical  examinations  of  1,070,000  selectees 
and  volunteers,  as  of  April  15,  1941,  indicate  a 
total  of  about  48,500  cases  of  syphilis.  For  white 
selectees  and  volunteers  for  whom  reports  were 
submitted  the  rate  was  18.5  per  thousand;  for 
Negroes,  241.2  per  thousand.  — J.A.M.A. 


NO  TWO  ALIKE 

Were  all  men  built  to  a stock  pattern  so  that 
they  responded  to  physical  agents  or  bacterial 
infections  in  regular  fashion  according  to  their 
peculiar  constitution,  the  practice  of  medicine 
would  be  a simple  business All  men,  how- 

ever, are  like  contrary  women  of  whom  the 
comedian  sang:  “You  never  see  two  alike 

any  one  time  and  never  see  one  alike  twice.” 
— Quincy  Med.  Bulletin 


PREVENTION  OF  MENTAL  ILLNESS 
Many  personality  difficulties  begin  as  rather 
simple  reactions  to  ordinary  life  situations  that 
should  be  recognized  by  any  physician.  If  these 
were  recognized  they  could  be  corrected  in  a 
great  number  of  instances,  provided  the  physi- 
cian and  surgeon  treated  the  patient  as  a total 
personality  rather  than  as  the  mere  host  to  in- 
numerable organs  and  functions.  The  real  pre- 


vention of  mental  ill  health  lies  in  the  hands  of 
the  family  physician,  internist,  and  surgeon  to 
whom  the  patient  first  goes  for  help,  not  in  the 
hands  of  the  psychiatrist  specialist. 

— Edward  G.  Billings , M.D.,  of  the  Psych.  Liaison 
Dept,  of  the  Univ.  of  Colorado  School  of  Med.,  in 
an  address  before  the  Wisconsin  State  Medical 
Society 


Diagnosis 


CLINICOPATHOLOGICAL  CONFERENCES 

Fourth  Medical  Division  of  Bellevue  Hospital 


History 

The  patient  was  a 53-year-old  colored  man, 
admitted  on  May  15,  1941,  complaining  of 
severe  precordial  pain,  dyspnea,  orthopnea, 
and  swelling  of  the  ankles.  Until  three  years 
ago  the  patient  had  apparently  been  in  good 
health.  At  that  time  he  noted  ankle  swelling 
that  prevented  him  from  working.  Since  then 
he  had  had  occasional  episodes  of  paroxysmal 
nocturnal  dyspnea  and  ankle  edema.  One 
year  ago  the  patient  noted  the  onset  of  exer- 
tional dyspnea  and  consulted  an  L.  M.D. 
(local  physician)  who  told  him  that  he  had  a 
weak  heart.  Three  weeks  prior  to  admission 
while  climbing  the  fifth  of  five  flights  of  stairs, 
he  experienced  a sudden  severe  precordial 
pain  described  as  “a  heavy  pressure  over  the 
breast  bone,”  the  pain  lasting  for  twenty-four 
hours  until  relieved  by  a hypodermic  injec- 
tion. Vomiting  occurred  shortly  after  the 
onset  of  pain.  With  the  disappearance  of  the 
pain  he  became  dyspneic  and  slightly  orthop- 
neic  and  felt  weak.  During  this  three-week 
interval  the  patient  was  apparently  digital- 
ized, was  given  intravenous  injections  for  in- 
stituting diuresis,  but  was  not  given  complete 
bed  rest.  Three  days  prior  to  admission  the 
patient  had  a return  of  the  substernal  pres- 
sure, which  continued  until  the  time  of  ad- 
mission. The  past  history  revealed  that  the 
patient  had  drunk  1 pint  of  whiskey  per  day 
for  the  past  ten  years  until  three  months  ago. 

The  patient  was  a middle-aged,  well- 
nourished,  well-developed  colored  man,  dysp- 
neic, and  slightly  orthopneic  and  appeared 
moderately  acutely  ill.  The  temperature  on 
admission  was  99.4  F.;  pulse,  120;  respira- 
tions, 30;  and  blood  pressure,  130/110.  An 
examination  of  the  head  and  scalp  was  nega- 
tive. The  pupils  were  equal  and  reacted  to 
light  and  accommodation;  the  extraocular 
movements  were  normal.  There  was  a small 
perforation  of  the  nasal  septum.  The  tongue 
was  coated  and  had  smooth  edges,  and  the 
oropharyngeal  mucous  membranes  were  nor- 
mal. There  was  no  distention  or  pulsation  of 
the  neck  vessels.  The  trachea  was  in  the 
midline,  no  tug;  the  thyroid  was  not  enlarged. 
The  lungs  were  moderately  dull  at  both  bases 


with  moist  rales  and  diminished  breath 
sounds.  The  heart  was  enlarged  to  the  left. 
The  point  of  maximal  impulse  was  in  the 
sixth  interspace  in  the  anterior  axillary  line. 
The  sounds  were  weak  and  rapid,  with  occa- 
sional extrasystoles.  The  second  pulmonic 
sound  was  equal  to  the  second  aortic.  The 
abdomen  was  slightly  distended  and  non- 
tender, and  the  liver  edge  was  soft  and  three 
finger  breadths  below  the  costal  margin. 
There  were  no  other  organs  or  masses  pal- 
pable and  no  ascites.  The  genitalia  were 
normal  male.  The  reflexes  were  physiologic; 
the  extremities  showed  4 plus  ankle  edema  to 
1 plus  at  the  knees. 

The  blood  pressure  on  admission  was 
146/110;  it  gradually  fell  to  104/84  during 
the  third  week  and  continued  at  about  this 
level  until  the  time  of  death.  The  patient's 
temperature  remained  about  101  F.  during 
the  first  week,  at  the  end  of  which  time  the 
erythrocyte  sedimentation  rate  was  52  mm. 
per  hour,  the  blood  nonprotein  nitrogen  was 
34,  and  the  blood  sugar  was  78.  The  urine 
showed  a concentration  to  specific  gravity  of 
1.024  with  2 plus  albumin,  which  cleared  in 
four  days,  with  an  occasional  granular  cast, 
red  blood  cell  and  5 to  7 white  blood  cells. 
During  the  second  week  the  patient's  tem- 
perature was  never  above  100.2  F.  For  the 
next  seven  weeks  the  patient  ran  a daily 
spiking  temperature  ranging  between  99.6 
and  103  F.,  rising  rapidly  at  the  time  of 
death — the  tenth  week.  The  pulse  corre- 
sponded to  the  fluctuation  in  temperature 
ranging  between  70  and  120  per  minute.  The 
physical  findings  were  essentially  as  on  ad- 
mission. It  was  noted  that  there  was  gallop 
rhythm,  poor  and  feeble  heart  sounds  with  a 
systolic  at  the  apex,  and  enlargement  at  the 
apex  moderately  to  the  left.  The  congestive 
signs  disappeared  by  the  eighth  week  when  the 
liver  was  no  longer  palpable  and  there  was  no 
peripheral  edema.  Repeated  blood  counts 
showed  the  white  cells  never  to  be  above 
10,900;  the  polymorphonuclears  were  never 
above  76  per  cent.  The  red  cells  ranged  be- 
tween 4,260,000  and  5,400,00.  On  June  30 
the  patient  was  put  on  a course  of  sulfapyri- 
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dine  with  a slight  diminution  in  the  febrile 
state,  receiving  then  a total  of  15  Gm.  Sulfa- 
pyridine  was  again  started  eight  days  before 
death,  then  being  given  in  V2-Gm.  doses. 
During  the  last  two  weeks  the  patient  be- 
came progressively  weaker  and  more  dyspneic, 
and  episodes  of  paroxysmal  tachycardia  were 
noted.  In  the  last  five  days  the  patient’s 
temperature  gradually  rose  to  107  F.  at  the 
time  of  death,  with  a heart  rate  of  150. 
During  the  last  week  the  urine  again  showed 
2 to  3 plus  albumin  concentrating  to  specific 
gravity  of  1.025.  The  blood  sulfapyridine 
levels  were  6.7  and  9.4,  respectively.  The 
icteric  index  on  July  2 was  9;  a blood  culture 
taken  on  this  day  was  negative.  Agglutina- 
tion tests  for  the  typhoid  group  were  all  nega- 
tive. A roentgenogram  of  the  chest  taken  on 
July  17  showed  the  heart  to  be  markedly  en- 
larged in  the  transverse  and  longitudinal 
diameters,  with  accentuation  of  the  left  ven- 
tricular curve  due  to  considerable  left  ven- 
tricular hypertrophy.  There  was  present 
hypervascularization  throughout  both  lungs. 
The  electrocardiogram  on  admission  showed 
inverted  T},  T4  with  depressed  R-T  segment 
in  lead  IY,  with  a sinus  tachycardia  and  left 
axis  deviation.  Subsequent  serial  electro- 
cardiograms showed  inverted  T of  the  seagull 
type  in  leads  I and  IV  with  return  to  the 
base  line  of  the  S-T  segment  in  lead  IV  and 
again  became  depressed  during  the  fourth 
week  to  return  to  the  base  line  after  three 
more  weeks,  at  which  time  the  T4  became  up- 
right. A left  bundle  branch  block  and  occa- 
sional premature  contractions  of  nodal  origin 
were  noted  during  the  seventh  week.  The 
patient  received,  in  addition  to  symptomatic 
treatment,  mercupurin. 

Discussion 

Dr.  Max  Trubek:  It  was  logical  to  as- 
sume that  this  patient  had  a pre-existing 
hypertension  and  that  the  preceding  symp- 
toms of  congestive  failure  were  on  the  basis 
of  myocardial  insufficiency  due  to  hyper- 
trophy. The  left  ventricle  showed  consider- 
able enlargement  and,  in  the  absence  of  val- 
vular disease  or  of  a preceding  story  to  sug- 
gest the  presence  of  widespread  coronary 
sclerosis,  hypertension  was  left  as  the  most 
logical  etiologic  factor.  It  is  a common 
finding  in  the  Negro  race.  The  initial  epi- 
sode of  the  present  illness,  characterized  by 
prolonged  precordial  pain  with  accentuation 
of  the  manifestations  of  cardiac  failure,  cer- 
tainly point  to  coronary  insufficiency  and,  as 
subsequent  events  showed,  to  myocardial 


infarction.  There  was  not,  however,  the  ex- 
pected restitution  of  cardiac  function  or  a 
drop  in  temperature  such  as  would  be  ex- 
pected after  a usual  episode  of  myocardial 
infarction.  There  was  a persistence  of  the 
tachycardia  with  apical  gallop  rhythm,  pro- 
gressive decline  in  blood  pressure  and  pulse 
pressure,  maintained  elevation  of  the  erythro- 
cyte sedimentation  rate,  and  continued  eleva- 
tion of  the  temperature  over  a period  of  five 
weeks.  An  attempt  was  made  to  correlate 
these  findings  by  surmising  the  presence  of  a 
large  mural  thrombus  associated  with  the 
necrotic  myocardium.  Previous  experience 
suggested  this  possibility  as  a cause  particu- 
larly for  the  maintained  fever  that  was  other- 
wise not  explainable.  There  was  a terminal 
abrupt  rise  in  temperature  which  was  con- 
sidered due  to  pulmonary  hypostasis  in  a 
patient  already  moribund.  No  examination 
of  the  fundi  oculi  was  recorded  which  might 
have  confirmed  our  impression  of  a long- 
standing hypertension,  although  the  elevated 
diastolic  pressure  present  at  first  was  ade- 
quate confirmation.  The  question  of  a syphi- 
litic aortitis  and  stenosis  of  the  coronary  ostia 
was  ruled  out  as  a clinical  possibility  in  the 
differential  diagnosis. 

Dr.  Charles  H.  Nammack:  Historically, 
clinically,  and  electrocardiographically  this 
case  was  one  of  failure  of  the  cardiovascular 
dynamics.  We  have  frequently  seen  cases  of 
perforation  of  the  nasal  septum  which  were 
not  confirmed  by  positive  serology  as  being 
syphilitic. 

Dr.  Trubek:  We  have  seen  several  cases 
on  this  service  in  which  there  have  been  elec- 
trocardiographic changes,  indicating  coronary 
occlusion  with  myocardial  infarction,  which 
ran  a prolonged  febrile  state  and  subsequently 
at  autopsy  showed  mural  thrombus  without 
embolization.  In  myocardial  infarction  with 
healing,  the  temperature  remains  persistently 
high  for  the  first  to  second  week  and  then 
gradually  returns  to  normal  with  a later  cor- 
responding decrease  in  the  erythrocyte  sedi- 
mentation rate.  However,  I feel  that  the 
diagnosis  of  mural  thrombus  following  exten- 
sive myocardial  necrosis  was  the  best  possible 
diagnosis  in  this  case,  in  spite  of  the  fact  that 
the  patient  continued  a daily  spiking  tem- 
perature with  little  or  no  response  to  sulfa- 
pyridine. 

Dr.  Arnold  Koffler:  It  is  possible  that 
this  patient  had  an  infarction  in  the  posterior 
wall  of  the  left  ventricle  with  involvement  of 
the  septal  portion  with  production  of  bundle 
branch  block.  This  patient  may  have  had 
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multiple  small  acute  occlusions  that  at  autopsy 
might  not  have  been  evident  except  as  demon- 
strated by  the  injection  method  of  Blumgart 
and  Schlessinger.  The  temperature,  which 
was  atypical  of  infarction  per  se,  may  be  ex- 
plained on  the  basis  of  necrosis  of  the  infarct 
or,  failing  this,  it  may  have  been  from  some 
cause  that  has  not  yet  been  demonstrated  in 
this  case. 

Dr.  Henry  C.  Fleming:  One  might  have 
suspected  the  possibility  of  syphilis  as  the 
etiologic  factor  in  this  case.  There  was  no 
evidence  for  either  coronary  ostial  stenosis  or 
aortic  regurgitation.  I believe  that  this  was 
a case  of  myocardial  infarction  rather  than 
that  of  mere  occlusion.  The  fact  that  the 
erythrocyte  sedimentation  rate  remained  ele- 
vated and  that  the  electrocardiogram  showed 
only  the  changes  characteristic  of  an  initial 
insult  to  the  myocardium  led  us  to  believe 
that  there  were  no  subsequent  infarctions  of 
the  myocardium.  The  temperature  typifying 
coronary  occlusion  falls  with  healing,  and  this 
process  usually  occurs  within  a few  weeks. 
Patient  showed  no  response  to  chemotherapy. 
Because  of  the  septic  state  in  this  patient  one 
might  think  that  there  was  a thrombophlebitis 
of  some  part  of  the  body.  Thrombophlebitis 
is  sometimes  missed  at  autopsy.  The  white 
blood  count  does  not  tell  us  anything  about 
an  infectious  process;  the  erythrocyte  sedi- 
mentation rate  does  tell  us  much  more. 

Dr.  Arthur  L.  Washburn:  There  was  no 
evidence  of  syphilitic  involvement  of  the 
cardiovascular  system.  However,  syphilis 
could  be  present  in  spite  of  a negative  blood 
Wassermann.  A large  group  of  syphilis 
patients  in  the  tertiary  state  show  negative 
blood  Wassermann  reactions. 

Dr.  Mennasch  Kalkstein:  Another  pos- 
sibility to  be  entertained  is  a mural  thrombus 
attached  to  the  interventricular  septum  and 
extending  into  the  right,  as  well  as  the  left, 
ventricle,  giving  rise  to  repeated  small  emboli 
to  the  lungs. 

Dr.  Trubek:  Right  ventricular  thrombus 
is  a rare  condition. 

Dr.  Washburn:  Emboli  should  show  in 
the  x-ray. 

Dr.  Kalkstein:  Minute  emboli  are  fre- 

quently overlooked. 

Dr.  Harry  A.  Solomon:  The  outstanding 
point  in  this  case  was  the  toxic,  progressively 
failing  heart.  It  would  have  been  possible 
for  this  patient  to  have  had  an  aneurysm  of 
the  left  ventricle  or  some  other  intrinsic  heart 
lesion.  However,  I feel  that  this  patient  had 
a myocardial  infarction  leading  to  myocardial 


necrosis  and  cardiac  failure.  I think,  clini- 
cally, that  there  was  no  other  cause  for  the 
toxic,  remittent  state  than  absorption  from 
a necrotic  myocardium.  By  administering 
sulfapyridine,  we  attempted  to  take  the  load 
off  the  heart  by  reducing  the  fever.  This 
case  began  as  one  of  left  failure  subsequently 
going  into  right  failure  followed  by  prolonged 
fever.  This  is  not  the  first  time  that  we  have 
seen  such  cases. 

Presentation  of  Pathology 

Dr.  Max-Wilhelm  Johannsen:  At  ne- 

cropsy the  interesting  findings  were  confined 
to  the  heart,  which  weighed  540  Gm.  The 
pericardium  was  thin  and  smooth,  and  its 
cavity  contained  about  75  cc.  of  dark  fluid. 
The  endocardium  of  the  right  auricle  and 
ventricle  and  that  of  the  left  auricle  was  thin, 
smooth,  and  glistening.  The  myocardium  of 
these  chambers  was  of  normal  thickness  and 
light  brown  in  color.  The  tricuspid,  pul- 
monic, mitral,  and  aortic  valves  were  thin 
and  delicate  and  appeared  functionally  com- 
petent. On  examining  the  left  ventricle  it 
was  seen  to  be  greatly  hypertrophied  and 
dilated.  On  the  posterior  external  aspect 
was  a pale  yellow  area  covering  nearly  the 
entire  inferior  half  of  the  ventricular  wall. 
On  examining  the  interior  of  the  left  ventricle, 
a large  mural  thrombus  was  found  on  the 
posterior  wall,  bulging  into  the  lumen  of  the 
chamber.  In  places,  this  thrombus  was  deep 
red;  in  other  places,  pale.  It  was  fibrinous 
throughout  and  could  be  separated  only  with 
difficulty.  On  section  of  the  myocardium  it 
could  be  seen  that  there  was  extensive  infarc- 
tion and  necrosis  and  fibrosis  of  the  posterior 
wall  of  the  ventricle;  this  process  extended 
down  to  include  the  apex.  The  coronary 
ostiums  were  patent;  careful  examination  of 
all  the  coronary  arteries  revealed  no  stenosis 
or  occlusion  adequate  to  explain  the  infarc- 
tion, but  the  vessels  were  of  an  extremely 
fine  caliber  and  were  barely  traceable  after 
the  midportion  of  the  heart.  The  remainder 
of  the  organs  showed,  except  for  chronic  pas- 
sive congestion,  no  noteworthy  changes. 

Clinically,  as  far  as  I can  see,  there  was  no 
doubt  that  the  patient  had  a myocardial  in- 
farction. The  point  of  primary  interest  rests 
in  the  cause  for  the  prolonged  spiking  tem- 
perature. You  have  heard  in  the  description 
of  the  necropsy  findings  that  the  myocardial 
infarction  was  found  but  that  there  was  no 
evidence  of  coronary  occlusion.  The  patient 
had  a poorly  developed  coronary  circulation, 
the  major  branches  being  barely  traceable  in 
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the  lower  half  of  the  heart.  When  this  pa- 
tient developed  myocardial  hypertrophy,  the 
coronary  circulation  became  inadequate.  The 
major  physical  exertion  of  climbing  five  flights 
of  stairs  could  very  well  have  produced  acute 
coronary  insufficiency  with  myocardial  ische- 
mia and  subsequent  necrosis. 

As  to  the  second  point  of  interest,  the 
clinicians  tried  to  explain  the  prolonged 
temperature  on  progressive  myocardial  infarc- 
tion. True  enough,  myocardial  infarction 
may  give  rise  to  a fever,  but  this  fever  rarely 
lasts  more  than  seven  days.  Progressive  in- 
farction could  naturally  prolong  the  elevated 
temperature  curve.  But  the  important  dif- 
ferentiation between  this  patient’s  tempera- 
ture and  the  one  seen  in  myocardial  infarction 
is  the  fact  that  the  spiking  temperature  ex- 
hibited in  this  case  was  evidence  of  a bacterial 
infection,  whereas  myocardial  infarctions  have 
a sustained  elevated  temperature.  Further- 
more, progressive  myocardial  infarction  would 
exhibit  progressive  electrocardiographic 
changes,  which,  if  I am  correct,  were  not  pres- 
ent in  this  case.  I believe  we  have  demon- 
strated that  myocardial  infarction  could  not 
very  well  have  been  the  cause  for  the  spiking 
temperature  and  that  we  have  deducted  a 
bacterial  infection  to  be  the  underlying  factor. 
This  bacterial  infection  was  found  at  micro- 
scopic examination  to  be  an  acute  hematoge- 
nous tuberculosis  involving  the  lungs,  liver,  and 
spleen. 

During  the  last  three  years  I had  occasion 
to  observe  3 cases  in  which  old  people — 1,  87 
years  of  age;  the  others,  71  and  69  years,  re- 
spectively— at  necropsy  showed  acute  hema- 
togenous tuberculosis  involving  many  of  the 
parenchymal  organs.  The  first  case  at 
necropsy  presented  easily  recognizable  miliary 
tubercles  throughout  the  parenchymal  organs. 
It  took  us  three  hours  to  demonstrate  the 
source  of  dissemination.  The  only,  and  I 
stress  the  only,  caseous  necrotic  focus  was  one 
lymph  node  surrounding  the  thoracic  duct  at 
the  level  of  the  first  lumbar  vertebra.  This 
lymph  node  had  perforated  into  the  thoracic 


duct,  and  this  caused  the  acute  lymphohema- 
togenous  dissemination.  The  second  case 
suffered  for  five  years  from  pain  in  the  lower 
part  of  the  back  which  was  diagnosed  re- 
peatedly as  hypertrophic  osteoarthritis  of  the 
lower  spine.  In  this  case  at  necropsy,  the 
only  demonstrable  caseous  necrotic  area  was 
found  to  be  the  second  lumbar  vertebra,  which 
served  as  focus  for  an  acute  hematogenous  dis- 
semination. In  the  third  case,  a caseous 
necrotic  prostatitis  was  the  course  from  which 
the  tubercle  bacilli  found  their  way  into  the 
blood  stream.  Clinically,  in  the  first  2 cases 
the  diagnosis  of  miliary  tuberculosis  was 
missed  completely,  whereas  in  the  third  case  a 
tuberculous  meningitis  revealed  the  true 
character  of  the  underlying  pathology — but, 
even  here,  the  focus  of  dissemination  was  not 
determined  until  necropsy.  In  our  case  we 
were  unable  to  demonstrate  a caseous  necrotic 
focus  that  could  have  given  rise  to  the  hema- 
togenous dissemination,  but  no  doubt  it 
existed.  We  just  missed  it. 

In  concluding,  I should  like  to  say  that  it  is 
naturally  difficult  to  make  the  diagnosis  of 
miliary  tuberculosis  in  the  absence  of  obvious 
pulmonary  tuberculosis  but  that  its  occurrence 
is  by  no  means  rare  in  the  old-age  group. 

Anatomic  Diagnosis 

Primary:  Myocardial  infarction  due  to  cor- 
onary insufficiency. 

Acute  hematogenous  tuberculosis 
involving  lungs,  liver,  and 
spleen;  primary  focus  un- 
known. 

Secondary: 

Heart:  Left  ventricular  hypertrophy  and 
dilatation;  moderate  coronary 
atherosclerosis ; moderate  peri- 
cardial effusion;  mural  throm- 
bus, left  ventricle. 

Lungs:  Pulmonary  edema  and  conges- 
tion; acute  bronchitis,  right; 
fibrous  pleural  adhesions, 
right. 

Aorta:  Moderate  atherosclerosis. 


For  the  most  part,  American  doctors  are 
determinedly  opposed  to  this  drive  for  social- 
ized medicine,  and  I must  say  I am  with  them 
all  the  way.  State  medicine,  in  my  opinion, 
bears  disaster  for  doctor  and  patient  alike. 
You  cannot  pipe  out  medicine  to  the  community 
as  you  do  with  steam  heat. — Dr.  A.  J.  Cronin, 
English  Author  of  “The  Citadel ” 


According  to  Science  Service , the  U.  S.  Navy 
is  shipping  to  Cuba  a new  500-bed  mobile  hos- 
pital that  will  be  rushed  to  any  outpost  in  the 
Western  Hemisphere  where  American  fighting 
forces  may  need  hospital  care.  The  staff  will 
include  thirty  medical  officers  and  300  enlisted 
men  of  the  Navy. 

— Journal  of  the  Kansas  Medical  Society 
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The  Pathology  of  the  Premature  Infant. 

The  pathology  of  the  prematurely  born  in- 
fant constitutes  but  one  chapter  in  human 
pathology.  Except  for  certain  disease  states 
conditioned  by  the  immaturity  of  the  organ- 
ism and  by  the  factors  peculiar  to  intrauterine 
existence  and  the  act  of  delivery,  pathologic 
changes  in  the  prematurely  born  baby  are 
much  the  same  as  those  in  the  full-term  neo- 
nate and  in  the  older  individual.  No  satis- 
factory statement  can  be  made  concerning 
the  cause  of  death  unless  a complete  gross  and 
microscopic  postmortem  examination  supple- 
mented by  indicated  bacteriologic  and  even 
chemical  studies  is  carried  out,  no  matter  what 
the  size  of  the  infant.  Prematurity  is  not  an 
acceptable  cause  of  death.  Anatomic  im- 
maturity of  organs  and  tissues — such  as  may 
be  demonstrated,  for  example,  in  the  lungs, 
central  nervous  system,  the  pancreas,  and  the 
kidneys — may  be  correlated  with  recent 
physiologic  studies  and  should  indicate  the 
direction  for  further  important  research. 

Pathologic  changes  may  be  divided  into 
those  that  characterize  the  neonatal  and  the 
postnatal  periods.  For  the  purposes  of  this 
discussion  a lantern-slide  demonstration  is 
made  of  gross  and  microscopic  alterations  in 
the  prematurely  born  infant  with  particular 
reference  to  (1)  atelectasis,  the  cause  of  which 
must  be  demonstrated  in  every  case;  (2)  as- 
piration of  contents  of  the  amniotic  sac;  (3) 
hemorrhage,  gross  or  petechial  in  character, 
occurring  mainly  in  the  central  nervous  sys- 


Dr.  Sidney  Farber  ( by  invitation),  Boston 
tern,  lungs,  gastrointestinal  tract,  and  skin; 
(4)  acute  infections,  such  as  pneumonia,  oc- 
curring secondary  to  aspiration  of  infected 
amniotic  sac  contents,  omphalitis,  and  skin 
infections  or  after  exposure  to  infections  of  the 
upper  part  of  the  respiratory  tract  after  birth; 
and  (5)  congenital  anomalies.  Attention  is 
paid  to  several  special  questions.  Chronic 
inflammatory  process  may  be  present  at 
birth  as  a mark  of  intrauterine  infection. 
Kernicterus  occurs  more  frequently,  erythro- 
blastosis fetalis  less  so,  in  the  premature  than 
in  the  full-term  infant.  Pulmonary  edema 
is  an  important  cause  of  death  of  both  the 
premature  neonate  and  the  older  premature 
infant. 

A few  general  suggestions  appear  to  be 
pertinent  to  this  discussion.  The  pathology 
of  the  premature  infant  should  be  regarded 
not  as  a task  to  be  relegated  to  a young  clini- 
cian marking  time  while  waiting  for  a clinical 
appointment  or  to  the  most  inexperienced 
member  of  the  department  of  pathology  but 
as  one  of  the  important  and  intriguing  divi- 
sions of  human  pathology.  Postmortem  ex- 
amination, pathologic  interpretation,  and  re- 
search in  this  field  are  among  the  many  re- 
sponsibilities of  the  trained  pathologist.  Ad- 
vances can  be  made  only  on  the  basis  of 
knowledge  concerning  the  anatomic  and 
physiologic  peculiarities  of  the  prematurely 
born  infant  and  familiarity  with  the  obstetric 
and  pediatric  problems  involved. 


The  Chicago  Plan  for  the  Reduction  of  Infant  Mortality.  Dr.  Edith  L.  Potter  ( by 
invitation),  Chicago 

For  the  past  several  years  the  members  of  on  an  active  program  designed  to  lower  the 

the  medical  profession  and  the  Health  De-  infant  mortality  rate.  Early  in  the  program, 

partment  in  the  City  of  Chicago  have  carried  an  extensive  autopsy  study  of  infants  less 
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than  1 year  of  age  was  instituted  in  order  that 
accurate  information  concerning  the  relative 
importance  of  various  factors  causing  death 
might  be  available  for  a basis  on  which  to 
plan  a course  of  procedure.  This  study  is 
still  in  progress  and  is  a valuable  educational 
portion  of  the  program.  Prematurity,  birth 
trauma,  and  infections  are  the  three 
major  fields  into  which  effort  has  been  di- 
rected. 

Approximately  two-thirds  of  the  infants  in 
Chicago  who  succumb  under  2 weeks  of  age 
and  over  one-third  of  all  of  those  who  die 
under  1 year  of  age  are  premature  at  birth. 
The  care  of  premature  infants  has  been  im- 
proved, and  for  several  years  all  have  been 
housed  in  adequately  equipped  and  conducted 
nurseries  until  normal  birth  weight  has  been 
attained  and  until  they  have  demonstrated 
their  ability  to  maintain  an  independent  ex- 
istence in  a world  devoid  of  incubators,  oxy- 
gen, and  other  special  appliances. 

The  second  most  common  cause  of  death 
is  birth  trauma  and,  in  an  attempt  to  cope 
with  this  problem,  measures  designed  to 
modify  in  some  degree  the  practice  of  ob- 
stetrics have  been  instituted.  The  most  im- 
portant was  the  establishment  by  the  hos- 
pitals of  definite  obstetric  staffs  and  the  pro- 
vision for  consultation  for  doctors  who  are 

Discussion  of  Papers  by  Drs.  Farber  and 

Dr.  Rustin  McIntosh:  It  is  a great 
privilege  to  hear  these  two  contributions  by 
such  distinguished  workers.  I do  not  sup- 
pose that  we  can  claim  that  the  entire  in- 
terest in  the  pathology  of  premature  and  new- 
born infants  in  the  United  States  is  focused 
here,  but  I do  know  that  the  leading  fights  and 
the  most  incandescent  enthusiasts  in  this 
country  in  that  field  are  present. 

No  clinician  can  be  satisfied  with  the  mor- 
phologic approach  alone  and,  while  I agree 
with  Dr.  Farber  when  he  tells  us  that  we 
must  not  be  content  to  assign  prematurity 
as  a cause  of  death  without  pressing  our  in- 
quiry further,  nevertheless  it  seems  to  me 
that  the  chief  function — the  function  most 
important  to  the  pediatrician — of  the  careful 
anatomic  studies  now  being  made  under  the 
leadership  of  such  able  demonstrators  as  Dr. 
Farber  and  Dr.  Potter  is  to  furnish  us  sign- 
posts, direction  finders,  that  will  point  the 
way  back  to  the  underlying  disturbances  of 
physiologic  mechanisms.  Anatomic  end  re- 
sults often  represent  the  final  and  irremediable 
product  of  disturbances  which,  if  taken  in 


not  specialists  in  obstetrics.  An  attempt  has 
been  made  to  improve  the  general  level  of  ob- 
stetric practice  through  various  educational 
channels. 

Infections  are  an  important  cause  of  still- 
births and  maternal  deaths  as  well  as  of  in- 
fant deaths.  Measures  directed  toward  limit- 
ing the  possibility  of  infection  of  the  mother 
during  or  after  delivery  and  of  the  infant  after 
birth  consist  in  the  required  isolation  from  the 
rest  of  the  hospital  of  obstetric  and  newborn 
units  and  the  maintenance  in  each  of  a 
strictly  aseptic  technic. 

All  procedures  that  have  been  put  into  ef- 
fect have  been  recommended  by  the  Joint 
Maternal  Welfare  Committee  of  Cook  County, 
which  is  composed  of  members  from  all  of  the 
societies  in  Chicago  concerned  with  the  care 
of  obstetric  or  pediatric  patients  or  with 
hospital  management. 

The  infant  death  rate  (under  1 year)  in 
Chicago  has  decreased  from  124  per  1,000 
five  births  in  1916  to  28.8  in  1940;  under  1 
month,  from  26.1  in  1925  to  20.3  in  1940; 
and  under  1 day,  from  13.9  in  1916  to  10.4  in 
1940.  The  mortality  rate  for  premature  in- 
fants was  37  per  cent  in  1935,  the  first  entire 
year  in  which  all  premature  births  were  re- 
ported, and  had  dropped  to  19  per  cent  in 
1940. 

Potter 

hand  at  an  earlier  stage,  might  have  been 
brought  under  therapeutic  or  even  prophy- 
lactic control.  It  is  through  a proper  choice 
of  such  measures  and  through  their  applica- 
tion during  the  stage  of  functional  derange- 
ment that  one  may  hope  to  effect  a reduction 
of  premature  and  neonatal  mortality. 

Dr.  Potter  points  out  that  the  chief  fines 
of  attack  on  neonatal  mortality  rates  fie  in 
the  prevention  of  premature  delivery,  of 
trauma,  and  of  infections.  The  whole  ques- 
tion of  nutrition  has  also,  it  seems  to  me,  be- 
come much  more  important  than  it  ever 
seemed  before  and  has  taken  on  new  aspects. 
It  is  no  longer  a question  merely  of  the  pro- 
vision of  an  adequate  supply  of  food  energy 
as  calories.  Under  the  influence  of  Dr. 
Samuel  Levine  and  his  collaborators  we  have 
learned  new  facts  about  the  water  require- 
ments of  premature  infants.  Closely  re- 
lated is  the  problem  of  how  a young  infant, 
taking  a mixed  diet  of  electrolytes,  can  select 
what  he  needs  for  proper  growth  and  me- 
tabolism and  deal  adequately  with  the  excre- 
tion of  the  remainder.  The  whole  vitamin 
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question  has  also  been  thrown  into  promi- 
nence. One  reference  has  been  made,  from 
morphologic  evidence,  to  the  possibility  of 
scurvy  arising  in  the  premature  infant;  we 
know  that  serum  analyses  during  life  have 
shown  that  premature  infants  are  apt  to 
suffer  a quick  lowering  of  their  blood  level  of 
ascorbic  acid;  and,  again,  Dr.  Levine  has 
demonstrated  that  their  inability  to  prevent 
the  excretion  of  a certain  aromatic  compound 
can  be  controlled  by  the  administration  of 
vitamin  C.  Vitamin  K is  also  of  outstanding 
importance;  many  of  the  workers  with  a good 
deal  of  experience  in  this  field  and  who  speak 
with  considerable  authority  take  a different 
point  of  view  from  that  of  Dr.  Farber  with 
regard  to  the  relationship  of  intracranial 
hemorrhage  in  the  premature  infant  to  vita- 
min K deficiency.  These  are  only  a few  ex- 
amples. The  number  of  problems  is  vast, 
and  their  scope  can  only  be  hinted  at.  The 
important  thing  is  the  angle  of  approach, 
which  justifies  the  hope  that  gratifying  re- 
sults will  come  through  appropriate  study. 

It  is  obvious  that  Chicago  has  made  great 
progress  in  lowering  the  incidence  of  prema- 
ture and  neonatal  deaths.  Here  in  New  York 
we  have  a great  deal  to  learn.  We  are  or- 
ganizing. and  I hope  that  discussion  will  be 
forthcoming  here  from  those  who  represent 
the  Committee  on  Prematurity.  It  has  been 
extremely  interesting  to  hear  the  papers,  and 
I wish  to  voice  my  thanks  to  both  the  speakers. 

Dr.  Beryl  H.  Paige:  It  is  rare  indeed 
for  members  of  the  New  York  Pathological 
Society  to  hear  a survey  of  such  a large  group 
of  cases  as  these  two  papers  represent.  In 
this  vicinity,  autopsies  on  newly  born  infants 
are  done  in  some  hospitals  in  the  department 
of  general  pathology,  and  in  other  hospitals 
they  are  done  by  the  department  of  obstetrics 
and  gynecology.  Consequently,  among  the 
audience  there  are  those  to  whom  this  age 
group  is  of  special  interest.  These  patholo- 
gists are,  I am  sure,  especially  appreciative 
of  the  interesting  presentations  and  the  ex- 
cellent demonstrations  that  have  been  shown. 
To  the  pathologists  whose  services  are  limited 
to  older  age  groups  it  is  evident  that  newly 
born  infants  and  the  pathologic  lesions  found 
in  them  represent  a more  or  less  specialized 
study. 

As  has  been  stressed,  a thorough  autopsy  is 
extremely  important,  and  it  has  been  indi- 
cated that  the  methods  used  must  be  some- 
what modified  from  those  used  in  older  pa- 
tients. This  I think  is  an  important  point. 
For  instance,  failure  to  employ  proper  methods 


in  examining  the  cranial  cavity  may  give  rise 
to  such  damage  to  the  tentorium,  the  dural 
sinuses,  and  the  brain  itself  that  it  may  not 
be  possible  to  evaluate  the  true  pathologic 
conditions  so  that  the  autopsy  may  be  worth- 
less and  useless  for  statistical  studies.  The 
emphasis  that  Dr.  Farber  has  placed  on  the 
lung  indicates  that  no  autopsy  can  be  con- 
sidered complete  until  a microscopic  examina- 
tion of  the  lung  has  been  done.  The  lesions 
described  bring  to  the  minds  of  many  of  us 
the  papers  that  Dr.  Johnson,  pathologist  to 
the  Sloane  Hospital,  presented  at  the  meet- 
ings of  the  pathologic  and  obstetric  societies 
years  ago.  Some  of  you  here  may  remember 
that  he  first  presented  a series  of  4 prema- 
ture infants  with  lesions  in  the  lungs  similar 
to  those  found  in  influenza,  especially  in  the 
presence  of  a hyaline  membrane.  Within 
the  year  he  realized  it  was  due  to  the  aspiration 
of  amnio  tic  contents.  In  his  second  paper  he 
analyzed  cases  of  congenital  pneumonia  and 
drew  conclusions  regarding  the  obstetric 
complications  that  result  in  fetal  asphyxia 
and  in  the  aspiration  of  large  amounts  of  am- 
niotic  fluid  into  the  lungs  and  the  relationship 
of  infection  of  the  amniotic  contents  to  ante- 
natal pneumonia.  These  papers  did  much 
to  stimulate  interest  in  the  lungs  of  newborn 
infants  in  New  York  and  vicinity.  After 
hearing  Dr.  Farber’s  discussion  on  immaturity, 
atelectasis,  and  lesions  resulting  from  aspira- 
tion of  amniotic  contents,  I think  that  Dr. 
Johnson  could  no  longer  say,  as  he  did  in  1924, 
that  the  newborn  lung  requires  much  addi- 
tional study. 

The  recognition  of  a low  concentration  of 
prothrombin  in  the  blood  of  the  newly  born  is 
interesting  in  connection  with  this  group  where 
hemorrhages  are  so  extensive  but,  as  the  pre- 
vious speakers  have  said,  we  still  have  to 
wait  to  see  what  the  results  will  be. 

Dr.  Farber  has  covered  the  other  significant 
pathologic  findings  in  the  newly  born.  I 
should  like  to  add  a comment  on  one  condi- 
tion in  antenatal  and  postnatal  life  which 
has  been  of  interest  to  us — that  is  a condition 
that  Dr.  Potter  mentioned — toxoplasmosis. 
Most  of  you  recall  the  recent  paper  by  Drs. 
Pinkerton  and  Henderson  in  the  Journal  of  the 
American  Medical  Association  on  “Adult 
Toxoplasmosis/’  a disease  resembling  Rocky 
Mountain  spotted  fever  in  some  of  its  clinical 
manifestations.  In  the  same  journal  Dr. 
Sabin  reported  instances  of  atypical  encepha- 
litis in  children,  6 and  8 years  old,  due  to  the 
organism,  Toxoplasma.  Up  to  the  present 
time  this  organism  has  been  found  most  fre- 
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quently  in  young  infants,  in  whom  it  gives 
rise  to  extensive  encephalomyelitis  and  chori- 
oretinitis. The  onset  of  symptoms  and  signs 
in  some  of  these  patients  during  the  first  2 or 
3 days  of  life  has  led  to  the  diagnoses  of  birth 
injury,  congenital  hydrocephalus,  or  convul- 
sions of  undetermined  etiology.  In  other  in- 
fants hydrocephalus  has  developed  gradually 
to  reach  a moderate  degree  at  the  end  of  the 
first  month.  Lesions  in  the  fundi  have  pre- 
sented difficulty  in  identification  and  have 
been  looked  on  variously  as  atypical  retino- 
blastomas or  unusual  forms  of  chorioretinitis. 
A diagnostic  feature  of  some  importance  in 
the  disease  is  due  to  the  fact  that  calcium  is 
deposited  early  in  the  necrotizing  and  in- 
flammatory lesions  in  the  brain  and  is  demon- 
strable by  roentgenologic  examination.  In 
1 patient,  intracranial  calcification  was  so 
demonstrated  during  the  second  week  of  life 
and,  in  another,  heavy  deposits  of  calcium 
were  found  at  the  end  of  the  first  month  when 
the  first  roentgenograms  were  taken. 

Until  recently,  we  have  been  of  the  opinion 
that  the  disease  terminated  fatally,  usually 
in  early  infancy,  but  identification  of  2 cases 
in  older  children,  still  alive,  shows  that  the 
eventual  course  in  some  patients  is  still  un- 
known. 

The  early  onset  of  symptoms  and  the  dem- 
onstration of  calcification  of  lesions  so  soon 
after  birth  suggested  that  the  parasitic  infec- 
tion was  active  during  intrauterine  life,  and 
this  was  proved  to  be  true  by  a case  that  Dr. 
Watson  has  kindly  allowed  us  to  include  in 
our  study.  Roentgenograms  of  the  mother, 
taken  late  in  pregnancy,  suggested  hydro- 
cephalus in  the  fetus,  and  eventually  craniot- 
omy was  required  for  delivery.  In  this  still- 
born, hydrocephalic  fetus,  encephalitis  was 
advanced  and  in  some  sites  had  undergone 
calcification.  There  were  also  characteristic 
myelitis  and  chorioretinitis.  Parasites  were 
numerous  in  the  lesions  and  also  in  the  heart, 
adrenals,  and  striated  muscles.  Numerous 
sections  from  the  placenta  failed  to  show  or- 
ganisms, and  none  could  be  recovered  from 
the  mother.  She  and  the  mothers  of  the 
other  infected  infants  knew  of  no  unusual 
diseases  during  their  lives. 

From  what  source  and  by  what  route  Toxo- 
plasma reaches  the  fetal  brain  remains  to  be 
determined,  and  some  pathologist  interested 
in  the  pathology  of  the  premature  infant  will 
in  the  future  contribute  much  to  the  knowl- 
edge of  the  infantile  disease  by  identifying 
the  disease  in  its  incipient  stage. 

Dr.  William  E.  Studdiford:  Dr.  Potter 


has  presented  to  us  an  admirable  plan  for  the 
study  of  stillbirths,  neonatal  deaths,  and 
deaths  in  infants  under  1 year  taking  place 
in  a large  community.  This  plan  has  been 
carried  out  in  Chicago  for  the  past  several 
years  so  that  the  vast  amount  of  material 
available  in  such  a community  has  been  al- 
most fully  utilized.  She  has  emphasized  not 
only  the  importance  of  the  autopsy  but  the 
correlation  of  the  findings  at  autopsy  with  the 
clinical  background.  Such  a correlation  is 
of  particular  importance  to  the  obstetrician 
in  the  group  of  cases  consisting  of  stillbirths 
and  neonatal  deaths  and  to  the  pediatrician 
in  the  group  of  infants  up  to  1 year  of  age. 
It  has  been  pointed  out  that  comparatively 
little  improvement  has  been  brought  about 
in  the  latter  group. 

Many  institutions  in  New  York  are  doing 
fine  work  along  these  lines,  but  such  efforts 
are  isolated.  We  do  not  as  yet  have  any 
special  system  of  coordination  such  as  has 
been  described  in  Chicago.  I am  sure  that 
the  various  committees  working  in  this  field 
are  making  serious  efforts  to  bring  such  a 
plan  about  and  to  equal  the  results  we  have 
seen  here. 

In  reviewing  a much  smaller  quantity  of 
material  than  has  been  reported  by  Dr. 
Potter — namely,  the  autopsies  seen  at  Belle- 
vue Hospital — we  can  fully  agree  on  the 
causes  of  death  in  these  three  groups.  I think 
Dr.  Potter  has  been  quite  kind  to  the  ob- 
stetrician in  discussing  the  methods  of  attack 
on  the  main  causes  of  death:  prematurity, 
intracranial  injury,  and  infection.  She  de- 
voted most  of  her  time  to  the  care  of  the  pre- 
mature infant  after  it  was  born,  but  prema- 
turity, certainly  to  some  extent,  is  the  problem 
of  the  obstetrician.  It  is  probable  that  a 
certain  amount  of  prematurity  can  be  pre- 
vented by  proper  antepartum  care.  Al- 
though some  are  inevitable,  a certain  number 
of  premature  births  initiated  by  premature 
rupture  of  the  membranes  can  be  postponed. 
Once  labor  has  commenced  it  has  been  fairly 
well  shown  that  the  use  of  sedation  of  any 
kind  works  greatly  against  the  interests  of 
the  fetus.  Finally,  we  should  deliver  these 
babies  with  the  least  possible  trauma.  If 
the  obstetrician  will  work  along  these  lines 
he  will  hand  the  premature  baby  over  to  the 
pediatricians  in  the  best  possible  condition. 

I do  not  believe  there  can  be  any  discussion 
of  Dr.  Potter’s  remarks  on  the  methods  to  re- 
duce the  incidence  of  intracranial  injury  nor 
of  her  remarks  on  the  efforts  to  reduce  the 
possibility  of  infection. 
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I was  greatly  interested  in  Dr.  Farber’s 
paper,  and  particularly  interested  in  two  of  the 
points  that  he  brought  out : one,  the  question 
of  hemorrhage  in  the  premature.  I find  that 
most  premature  autopsies  are  marked  by 
hemorrhage  in  some  degree  and  very  often  by 
hemorrhage  in  the  brain,  subarachnoid  mem- 
brane, and  sub  ventricular  areas  It  seems 
almost  certain  that  the  premature  vascular 
system  is  not  able  to  withstand  the  forces 
with  which  it  is  brought  in  contact  during 
labor  and  that,  as  a result  of  the  poorly  de- 
veloped vascular  system,  we  find  these  hem- 
orrhages developing.  It  is  for  this  reason 
that  I believe  it  is  of  extreme  importance 
that  we  should  shorten  premature  labor  and 
avoid  any  compression  of  the  premature  fetus 
in  the  second  stage  with  due  regard  to  the 
safety  of  the  mother.  I also  have  no  means 
of  proving  this  yet,  but  I feel  in  definite  agree- 
ment with  Dr.  Farber  that  it  is  quite  unlikely 
that  vitamin  K will  prove  of  much  value  in 
preventing  this  type  of  premature  hemorrhage. 
I do  not  believe  such  hemorrhage  has  much 
to  do  with  the  ability  of  the  blood  to  clot  but 
is  rather  due  to  a definite  weakness  of  the 
vessel  wall. 

Second,  I was  interested  in  some  of  the 
specimens  Dr.  Farber  showed  of  the  prema- 
ture lungs,  particularly  one  which  he  termed 
aspiration  of  vernix  caseosa.  It  showed  a 
quite  definite  thick  layer  of  material  lining 
the  alveolar  ducts  and  plugging  the  alveolar 
spaces.  This  is  the  type  of  lesion  that  the 
late  Dr.  Johnson,  whose  name  we  have  heard 
many  times  here,  termed  “hyaline  membrane 
of  the  lung,”  and  I wonder  if  Dr.  Farber  has 
any  explanation  as  to  why  this  material  looks 
so  different  from  the  usual  material  that  is  as- 
pirated into  the  fetal  lung  during  labor. 

Finally,  I should  like  to  express  my  com- 
plete agreement  with  Dr.  Farber  that  the 
presence  of  any  large  amount  of  amniotic  resi- 
due in  the  lung  is  almost  certain  evidence 
that  the  baby  has  suffered  some  degree  of  as- 
phyxia. 

Dr.  Sidney  Farber:  Dr.  McIntosh  raised 
a question  concerning  the  importance  of 
vitamin  K in  preventing  hemorrhages  in  the 
premature  infant.  My  own  experience  is 
not  great  enough  to  permit  a definite  answer 
at  this  time.  I do  not  believe,  however,  that 
vitamin  K will  prevent  the  initial  large  hem- 


orrhage caused  by  the  rupture  of  a dilated, 
bridging  cerebral  vein.  Vitamin  K might  be 
expected  to  have  an  important  effect  in  pre- 
venting a continued  oozing  or  bleeding  after 
rupture  of  small  vessels.  Until  the  accumula- 
tion of  sufficient  data  permits  an  answer  to 
this  question,  I would  prefer  to  answer  as  I 
did  because  of  the  danger  that  vitamin  K ad- 
ministration to  the  mother  and  to  the  infant 
may  be  regarded  as  a substitute  for  the  special 
obstetric  and  pediatric  measures  required  for 
the  successful  care  and  prevention  of  hemor- 
rhage in  the  prematurely  born  baby. 

In  thanking  you  again  for  this  opportunity 
to  speak  on  the  pathology  of  the  premature 
infant,  I wish  to  say  one  last  word  concerning 
this  problem.  It  appears  clear  that  if  the 
conclusions  that  Dr.  Potter  and  those  of  you 
who  have  been  trying  to  reduce  the  mortality 
of  the  prematurely  born  infant  have  reached 
are  put  into  practice  by  all  who  have  the  re- 
sponsibility for  the  delivery  and  care  of  pre- 
mature babies  an  immediate  and  important 
reduction  in  premature  mortality  would  be 
achieved.  I do  not  have  to  be  a prophet  to 
predict  that  when  that  day  comes  a large 
number  of  problems  of  great  interest  and 
importance  in  the  physiology  and  pathology 
of  the  premature  baby  will  be  encountered 
Once  again,  the  results  of  carefully  per- 
formed postmortem  examinations  closely  allied 
with  clinical  and  physiologic  observations  will 
be  needed  to  point  the  way  for  further 
research.  Here  we  have  an  illustration  of 
what  Dr.  Wolbach  might  have  had  in  mind 
when,  to  a clinical  friend  who  remarked 
“morphology  is  dead — all  the  morphologic 
problems  have  been  solved,”  he  replied  in 
characteristic  fashion:  “Yes — all  the  simple 
problems  have  been  solved.” 

Dr.  Edith  Potter:  I wish  to  thank  you 
for  permitting  me  to  address  this  society.  A 
program  that  is  a success  in  one  community 
may  need  to  be  considerably  modified  to 
meet  with  equal  success  in  another  location, 
and  no  one  plan  can  be  universally  applied. 
The  principal  condition  required  to  decrease 
morbidity  and  mortality  among  mothers  and 
infants  is  an  awareness  that  problems  exist 
which  in  a large  measure  are  capable  of  solu- 
tion. New  York  is  doing  an  admirable  piece 
of  work,  and  I wish  you  continued  suc- 
cess. 


“If  people  knew  how  hard  I have  had  to  work 
to  gain  my  mastery,  it  wouldn’t  seem  wonderful 
at  all.”  — Michelangelo 


The  answers  to  questions  [page  2031  ] were, 
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Special  Article 

A STUDY  OF  SONIZED  SOFT  CURD  MILK  PREPARED  FROM 
CERTIFIED  MILK* 


Part  1. — The  Theoretic  and  Clinical 
Basis  for  the  Study  and  Use  of  a Low 
Curd  Tension  Milk  Prepared  from  Cer- 
tified Milk 

For  the  fundamental  reasons  that  have  given 
the  present  prominence  and  importance  to  the 
use  of  homogenized  milk  in  the  feeding  of  in- 
fants, reference  is  necessary  to  the  publications  of 
Dr.  Joseph  Brennemann,1  of  Chicago.  In  this 
work  particular  attention  is  drawn  to  the  differ- 
ence in  the  character  of  the  curd  which  raw  and 
treated  cow’s  milk  forms  in  the  infant’s  stomach. 

In  subsequent  publications  and  again  most  re- 
cently in  his  Practice  of  Pediatrics  in  the  chapter 
on  “Artificial  Feeding  of  Infants,”  Dr.  Brenne- 
mann2 in  comparing  bovine  and  human  milk  has 
called  attention  to  certain  differences  between  the 
protein  and  fat  of  these  two  milks.  These  it 
would  seem  may  be  correlated  to  explain  the 
relative  digestibility  of  the  milks  and  the  differ- 
ences in  the  character  of  the  curd  which  they  form 
in  the  infant’s  stomach. 

It  is  recognized  that  the  fat  of  cow’s  milk  is  not 
as  readily  and  fully  utilized  as  that  of  breast  milk. 
This  is  apparently  dependent  on  factors  other 
than  the  fat,  in  particular  the  physicochemical 
characteristics  of  the  medium  in  which  it  is  con- 
tained. Thus,  there  are  certain  striking  differ- 
ences between  the  two  milks  relative  to  their 
protein  content  and  its  distribution  in  the  respec- 
tive forms  of  lactalbumin  and  casein.  Thus, 
while  in  human  milk  the  casein  content  averages 
0.5  per  cent  and  the  lactalbumin  0.75  per  cent, 
in  cow’s  milk  the  casein  is  3.0  per  cent  and  the 
lactalbumin  is  0.5  per  cent.  Hence,  in  digestion, 
owing  in  large  part  no  doubt  to  the  much  smaller 
amount  of  casein  and  the  fact  that  lactalbumin 
does  not  coagulate  in  the  stomach,  human  milk 
remains  nearly  a liquid,  forming  fine  soft  curds 


* This  report  was  made  for  the  Milk  Commission  of 
the  Medical  Society  of  the  County  of  Kings  by  a Special 
Committee  [see  below].  It  was  submitted  to  the  De- 
partment of  Health,  New  York  City,  on  February  1, 
1940,  following  an  experimental  study  of  the  milk  from 
April  1,  1939,  to  January  15,  1940. 

As  presented  now  for  publication,  this  paper  is  almost 
a facsimile  of  that  sent  to  the  Health  Department  with 
the  exception  that  the  bibliography  has  been  revised, 
certain  footnotes  have  been  included,  and  the  laboratory 
analyses  of  individual  milk  samples  have  been  placed  in 
summary  forms  in  appropriate  tables.  In  the  planning 
and  execution  of  this  study,  the  Committee  expresses  its 
indebtedness  for  the  constant  guidance  and  invaluable 
advice  given  by  Dr.  Alec  N.  Thomson,  secretary  of  the 
Milk  Commission. 

The  following  physicians  have  cooperated  by  register- 
ing cases  with  the  Committee:  Drs.  Harold  L.  Barnes, 

Manning  Field,  Charles  F.  Fisher,  Clarence  Friedman, 
William  Z.  Fradkin,  Thurman  B.  Givan,  Lewis  A.  Koch, 
Abraham  Litvak,  Philip  Lombard,  Emil  Smith,  and 
Benjamin  Stoloff. 

For  assistance  with  the  technical  laboratory  examina- 
tions we  express  appreciation  to  Mrs.  Evelyn  Crabb  for 
her  valuable  cooperation,  and  for  assistance  with  records 
and  reports  our  acknowledgment  is  due  to  Miss  Mabel  T. 
Fisher. 

Respectfully  submitted:  Harry  S.  Bikoff,  M.D.; 

Samuel  S.  Brown,  M.D.;  Edward  W.  Zukauckas,  M.D.; 
Joseph  C.  Regan,  M.D.,  Chairman. 


in  the  infant’s  stomach;  while  cow’s  milk,  owing 
to  its  sixfold  greater  casein  content,  coagulates 
to  form  one  or  more  large  clots. 

This  type  of  curd  offers  considerable  hindrance 
to  access  of  the  digestive  juices  of  the  stomach 
and,  therefore,  leaves  the  stomach  much  more 
slowly.  While  this  is  mainly  due  to  the  large 
casein  curds  that  are  formed,  it  may  also  pos- 
sibly be  attributed  in  part  to  the  character  of 
the  fat.  Therefore,  a most  important  considera- 
tion in  the  feeding  of  cow’s  milk  formula  is  its 
adequate  preparation  by  some  means  that  will 
insure  a finer,  softer,  more  readily  digested  curd. 
In  fact,  “such  a process  of  attenuation  of  the 
curd  of  cow’s  milk  has  been  intentionally  or  unin- 
tentionally a major  factor  in  the  preparation 
of  every  infant’s  food  that  has  ever  been  de- 
vised.”2 

The  effect  of  dilution,  boiling,  acidification, 
and  alkalinization,  the  removal  of  calcium,  and 
the  addition  of  cereal  water  have  all  resulted  in 
the  production  of  a finer,  softer  curd  more  nearly 
approaching  that  of  human  milk.  Most  all 
processed  milks  for  infant  feeding  have  inten- 
tionally or  unintentionally  a finer,  softer  curd. 
In  explanation  of  whatever  values  are  claimed  for 
these  various  milks  in  infant  feeding,  the  factor 
of  lowered  curd  tension  is  a consideration  that 
should  not  be  lost  sight  of. 

There  is  no  question  that  the  popularity  that 
certain  processed  milks  have  with  a large  group 
of  the  medical  profession  is  concerned  in  prac- 
tical application  with  the  simplicity  and  ease 
with  which  milk  of  this  kind  may  usually  be  fed 
to  the  average  infant  without  exciting  digestive 
troubles.  Here  again  one  must  not  be  forgetful 
of  the  fact  that  this  ease  of  digestibility  relates 
especially  to  the  changes  that  the  process  used 
has  induced,  thus  lowering  the  curd  tension  of 
the  milk.  It  is  doubtful  whether  the  profession 
as  a whole  has  as  yet  a correct  appreciation  of  this 
fundamental  fact.  As  a matter  of  fact,  since 
the  early  experiments  of  Brennemann  demon- 
strating the  different  curd  qualities  of  raw  and 
treated  milks,  the  character  of  the  curd  which  the 
milk  forms  in  the  infant’s  stomach  has  been 
generally  recognized  as  an  important  factor  in  its 
digestibility. 

There  has  recently  been  introduced  into  the 
preparation  of  milk,  particularly  for  infant  feed- 
ing, a process  termed  homogenization3’4'6-6  in 
which,  by  means  of  mechanical  subdivision  of  the 
fat  particles  to  smaller,  more  uniform  size,  there 
results  a milk  in  which  there  occurs  a curd  ten- 
sion lowering  proportional  to  the  reduction  in 
size  of  the  fat  globules.  A second  process  for 
producing  a milk  of  low  curd  tension  is  known  as 
the  sonic  process.  In  this  method  the  milk  is 
passed  slowly  at  no  pressure  over  a magnetically 
driven  plate  vibrating  intensely  with  the  fre- 
quency of  sound  waves.  Effective  curd  tension 
lowering  results. 

In  this  connection,  there  are  also  the  interest- 
ing studies7-8’9  of  Dr.  Irving  J.  Wolman  and  Dr. 
2052 


October  15,  1941] 


SONIZED  SOFT  CURD  MILK 


2053 


L.  A.  Chambers*  of  the  University  of  Pennsyl- 
vania on  curd  digestion  in  an  artificial  digestion 
apparatus.  In  these  studies  they  give  the  ap- 
proximate range  of  curd  size  expressed  in  total 
surface  for  various  kinds  of  milks  used  in  infant 
feeding.  Dr.  Wolman10  has  used,  with  most 
satisfactory  results  in  the  feeding  of  infants  at 
the  Children’s  Hospital  of  Philadelphia,  a low 
curd  tension  milk  prepared  by  the  sonic  wave 
process.! 

In  view  of  the  activity  in  the  milk  industry 
today  in  pushing  the  preparation  of  soft  curd 
milk  by  various  methods,  including  pressure 
homogenization,  as  well  as  the  increasing  interest 
on  the  part  of  the  medical  profession  in  processed 
milks  of  various  types,  particularly  evaporated 
milk,  there  has  arisen  a challenge  that  Certified 
Milk  could  not  overlook. 

By  reason  of  the  increasing  prominence  and 
general  acceptance  of  the  teachings  of  Dr. 
Brennemann  and  his  associates,  the  work  of  Drs. 
Wolman  and  Chambers,  and  others,  the  matter 
seemed  deserving  of  the  most  careful  attention 
and  consideration  on  the  part  of  the  Milk  Com- 
mission. 

Certified  Milk  seemed  the  best  source  for  a soft 
curd  milk.  It  was  felt  that  a processed  milk  pro- 
duced from  Certified  would  go  a long  way  in 
meeting  this  ideal  of  a milk  for  infant  feeding  in 
that  (1)  it  would  be  a milk  of  low  curd  tension 
produced  from  the  highest  grade  of  milk  in  the 
dairy  industry;  (2)  it  would  be  processed  after 
milking  at  the  point  of  production  and  immedi- 
ately bottled;  (3)  it  would  be  a processed  milk 
that  the  profession  would  know  was  subject  to 
the  same  methods  and  standards  under  which 
Certified  Milk  is  produced;  (4)  the  milk  used  in 
its  preparation  would  be  the  cleanest,  freshest, 
most  nutritious,  as  well  as  the  lowest  bac- 
teria count  milk  available  in  the  dairy  industry — 
a milk  obtained  from  cows  in  an  optimal  state  of 


* In  Dr.  Wolman’s  work  the  curds  of  raw,  processed, 
and  modified  milks  were  measured  after  carefully  con- 
trolled digestion  of  these  milks  in  an  artificial  digestion 
apparatus  using  a synthetic  gastric  juice.  The  coagu- 
lated material  then  was  passed  through  a series  of  graded 
wire  sieves  of  meshes  ranging  from  V2  to  V40  inch. 
Filter  paper  collected  the  finest  particles.  After  weigh- 
ing, it  is  possible  to  make  an  estimate  of  the  total  surface. 

t More  recently  in  a report  on  a comparative  study 
of  soft  curd  homogenized  milks  produced  by  various 
methods,  Dr.  Wolman  gives  data  concerning  the  curd 
tension  of  different  milks.  The  high-pressure  homogen- 
ized milk  gave  readings  of  5 to  20  Gm.,  the  low-pressure 
homogenized  milk  and  the  sonized  milk  a range  between 
10  and  30  Gm.,  the  former  giving  higher  readings;  the 
raw  milk  unboiled  tested  40  to  60  Gm.  and,  if  boiled  five 
minutes,  5 to  10  Gm.  He  considers  that  pasteurized 
homogenized  milks  are  as  good,  or  better,  as  a food  than 
pasteurized  milk  boiled  five  minutes  in  the  home  and  that 
the  process  possesses  the  advantage  of  making  less  any 
danger  of  household  contamination  of  the  food.  In  a 
table  giving  the  number  of  loose  bowel  movements  with 
each  of  these  for  varieties  of  milk,  the  following  episodes 
of  loose  bowel  movements,  with  or  without  vomiting, 
occurred:  pasteurized  milk  boiled  five  minutes  at  home, 
77;  sonized  milk,  28;  low-pressure  homogenized  milk, 
76;  high-pressure  homogenized  milk,  44  (reference: 
Soft  Curd  Homogenized  Milk  in  Infant  Feeding,  Pre- 
liminary Report  by  Dr.  Irving  J.  Wolman  in  the  Weekly 
Roster  and  Medical  Digest , the  Philadelphia  Medical 
Society,  April  6,  1940,  p.  1000). 

The  Committee  wishes  to  draw  attention  in  this  con- 
nection to  the  low  curd  tension  readings  npted  in  the 
present  study  of  Sonized  Certified  Milk,  which  average 
10.5  Gm.  and  which  appear  lower  than  those  reported  by 
Dr.  Wolman.  The  almost  complete  absence  of  loose 
bowel  movements  in  our  series  except  when  associated 
with  respiratory  infection  is  in  accord  with  the  lower  inci- 
dence with  this  milk  as  reported  by  Dr.  Wolman. 


health  and  hygiene  and  freedom  from  tubercu- 
losis. 

Therefore,  using  Certified  Milk  as  a basis  and 
employing  a process  for  inducing  a soft  curd  milk 
which  would  add  nothing  to  the  milk  and  take 
nothing  away  from  it,  we  should  theoretically 
have  a rather  ideal  milk  for  infant  feeding— a 
milk  in  which  no  preliminary  preparation  would 
be  necessary — a milk  that  the  physician  might 
use  as  the  base  for  the  feeding  formula  with  such 
dilution  or  addition  as  might  be  prescribed. 

Because  of  the  curd  tension  of  Certified  Milk 
in  its  natural  state,  preliminary  boiling  is  de- 
sirable to  render  it  more  easily  digested  by  the 
average  infant  stomach,  especially  for  the  very 
young  and  more  particularly  for  prematures. 
This  preliminary  boiling  in  making  the  formula 
in  the  home  quite  readily  prepares  the  milk  for 
use  in  routine  infant  feeding,  and,  as  the  ar- 
ticle11 in  the  Journal  of  the  American  Medical  As- 
sociation  of  June  19, 1937,*  states,  there  is  meager 
evidence  that  any  soft  curd  milks  are  better  di- 
gested or  more  completely  digested  than  ordinary 
boiled  milk.  Despite  the  simplicity  of  this  pro- 
cedure for  preparation  of  milk  formulas,  the  prac- 
titioner may  have  trouble  using  milk  in  feeding 
babies  under  his  care  because  of  lack  of  suffi- 
ciently long  boiling  or  no  boiling  at  all. 

There  is  not  one  processed  milk  available  in 
the  market  for  infant  feeding  in  which  proof  has 
been  submitted  that  the  milk  used  in  its  prepara- 
tion meets  the  same  high  standards  for  purity, 
nutrition,  and  cleanliness,  and  safeguards  as  to 
production  and  freshness  as  does  Certified  Milk. 

It  appeared  clear  that  if  a milk  could  be  pre- 
pared by  a process  that  would  maintain  and  safe- 
guard the  excellent  qualities  of  Certified  Milk 
and  yet  provide  a more  readily  digestible  curd  a 
real  contribution  might  be  made  to  the  practi- 
tioner’s feeding  problems. 

On  this  basis  preliminary  investigation  of  the 
possibility  of  the  production  of  a low  curd  ten- 
sion milk  from  Certified  was  undertaken.  After 
consideration  of  the  pressure  homogenization 
procedure  and  the  sonic  oscillation  process,  it 
was  decided  that  the  latter  method  would  com- 
ply with  the  requirement  for  Certified  Milk  in 
that  nothing  would  be  added  to  or  taken  away 
from  the  milk  as  produced  by  the  cow,  because 
in  the  sonic  oscillation  process  reduction  of  curd 
tension  is  accomplished  without  any  other  known 
change  in  the  milk.t 

The  preliminary  steps  and  investigations  made 
were  currently  reported  upon  at  Milk  Commis- 
sion meetings.  The  apparatus  manufactured  by 
the  Submarine  Signal  Company  of  Boston  for  the 
production  of  a soft  curd  milk  was  installed  on 
experimental  production  at  Louden  Hill  Farm, 
South  Montrose,  Pennsylvania,  with  the  ap- 
proval of  the  Department  of  Health.  An  ex- 
perimental study  period  of  a clinical  type  was 
decided  on.  The  Milk  Commission  appointed 
a committee  to  conduct  the  study  of  the  product. 
A plan  was  prepared,  forms  were  mimeographed, 

* The  article  on  ‘‘The  Nutritional  Significance  of  the 
Curd  Tension  on  Milk”  appeared  as  an  authorized  pub- 
lication of  the  Council  of  Foods.11  This  article  is  most 
informative  and  was  freely  drawn  on  by  the  Committee 
both  during  its  work  and  in  formulating  the  report. 

t It  appears  from  our  present  knowledge  that  no 
changes  occur  in  the  process  of  sonic  oscillation  other 
than  those  that  may  be  incidental  to  the  pasteurization 
that  precedes  the  processing. 
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TABLE  1. — Group  A:  Statistical  Summary 


Color 

Sex 

- Race 

White— 22 

Male— 11 

Irish- A mer  ican — 9 

Female — 11 

German-American — 3 

Italian — 4 

American- 

-1 

Hebrew — 

5 

Birth  Weight, 

Age  Started  on  Sonized 

Birth  Status 

Pounds 

Milk 

Full  term — 12 

4-  5—2 

Birth 

-6  mo. — 16 

Premature — 6 

5-  6—4 

6 mo. 

-1  yr. — 3 

Immature — 4 

6-  7—8 

1 yr.- 

-IV2  yr— 2 

7-  8—5 

IV2  yr.-2  yr. — 0 

8-  9—2 

Over 

2 years — 1 

9-10—1 

Before  Using 

After  Using 

Sonized  Cer- 

Sonized  Cer- 

tilled Milk 

tified  Milk* 

Crying 

Great  deal 

2 

0 

Occasional 

14 

4 

When  hungry 

1 

2 

None 

5 

16 

Regurgitation 

Yes 

10 

0 

No 

8 

20 

Occasional 

4 

2 

Vomiting 

Yes 

7 

0 

No 

13 

21 

Occasional 

1 

1 

Exceptional 

1 

0 

Abdominal  Distention 

Yes 

8 

0 

No 

14 

22 

Colic 

Yes 

5 

0 

No 

15 

21 

Occasional 

1 

1 

Exceptional 

1 

0 

Hiccough 

Yes 

7 

0 

No 

13 

17 

Occasional 

2 

4 

Exceptional 

0 

1 

Constipation 

Yes 

6 

0 

No 

13 

17 

Occasional 

2 

5 

Exceptional 

1 

0 

Comfort 

Excellent 

0 

7 

Normal 

13 

15 

Uncomfortable 

6 

0 

Very  uncomfortable 

3 

0 

* The  clinical  study  of  these  cases  as  evidenced  in  the 
statistical  summary  clearly  indicates  that  in  nearly  all  in- 
stances where  infants  with  signs  of  curd  indigestion  were 
placed  on  this  milk  there  was  rapid  improvement  and  dis- 
appearance of  the  symptoms  of  colic,  abdominal  disten- 
tion, regurgitation,  vomiting,  crying,  restlessness,  etc. 
It  may  safely  be  said  that  sonic  Certified  Milk  is  an  easily 
digested  milk. 


and  a laboratory  study  as  to  curd  tension,  bac- 
terial counts,  fat  content,  as  well  as  clinical  re- 
sults of  the  use  of  this  milk  in  private  practice, 
was  begun  in  April,  1939. 

The  results  so  far  as  laboratory  reports  of  the 
examination  of  this  milk  at  the  Milk  Commis- 
sion’s laboratory,  bacterial  counts,  butterfat 
content,  and  curd  tension  readings  are  concerned 
have  exceeded  our  expectations  and  are  avail- 
able in  the  accompanying  reports.  As  to  the 
clinical  results,  the  reports  filed  by  the  cooperat- 
ing physicians  who  have  made  observations  of  in- 
fants fed  with  this  milk  are  herein  presented,  as 
well  as  the  impressions  arrived  at  as  to  the  value 
of  this  milk. 

The  practitioner  should  be  made  aware  of  the 
fact  that  a soft  curd  milk  produced  by  the  sonic 
oscillation  process  from  Certified,  with  a wonder- 
fully good  taste,  a low  curd  tension,  remarkably 


TABLE  2. — Weight  Gains  Before  and  After  Using 
Sonized  Certified  Milk 


Case 

Gain  per  Week 
Before  Use  of 
Sonized  Certified 

Gain  per  Week 
After  Use  of 
Sonized  Certified 

Number* 

Milk,  Ounces 

Milk,  Ounces 

1 

4.8 

2.3 

2 

2.5 

4.1 

3 

3.7 

6.7 

4 

2.5 

7.8 

5 

5.0 

1.6 

7 

6.6 

6.3 

10 

6.3 

3.2 

11 

3.0 

6.6 

12 

6.7 

4.6 

13 

4.5 

3.1 

14 

5.8 

5.8 

16 

4.0 

6.3 

20 

2.6 

5.2 

24 

4.4 

4.3 

25 

5.5 

5.8 

26 

2.6 

14.2 

27 

11.4 

13.0 

28 

6.7 

7.8 

29 

7.0 

3.7 

30 

10.1 

6.0 

31 

9.8 

5.5 

32 

4.6 

2.5 

*It  is  apparent  that  while  the  case  numbers  range  from 
1 to  32,  there  are  only  22  patients  listed.  This  discrep- 
ancy is  not  real,  however,  but  is  explainable  in  the  fact 
that  in  3 patients  originally  registered  with  a case  number 
no  follow-up  examinations  were  made  by  the  cooperating 
physician  and,  therefore,  they  are  included  in  Group  B. 
In  7 other  patients,  although  they  were  registered  and  re- 
ceived their  proper  numerical  designation,  no  history  or 
physical  examination  forms  were  filed  with  the  Commis- 
sion and,  therefore,  they  necessarily  had  to  be  excluded 
from  Group  A. 


low  bacterial  count,  and  normal  butterfat  con- 
tent, is  available  for  infant  feeding.  The  milk 
deserves  a high  place  in  the  physician’s  dietetic 
armamentarium . 

Part  2. — Clinical  Study  of  Sonized  Certi- 
fied Milk  as  Used  in  Private  Practice 

After  the  plan  of  study  had  been  drawn  up,  the 
forms  for  physical  examination  of  the  infant 
were  prepared,  and  the  Louden  Hill  Farm  at 
South  Montrose,  Pennsylvania,  was  inspected 
by  a visit  of  representatives  from  the  Commis- 
sion. The  operation  of  the  sonic  oscillator  was 
critically  observed,  and  samples  of  the  milk  in 
various  parts  of  the  process  from  the  pasteurizer 
to  the  cooler  were  examined  on  many  occasions. 
On  the  basis  of  the  excellent  results  found  in  the 
laboratory  tests  for  curd  tension,  bacterial 
counts,  fat  content,  etc.,  the  clinical  study  was 
begun.  The  cases  for  study  were  registered  in 
the  Milk  Commission  office  through  the  secre- 
tary-stenographer of  the  Subcommittee. 

From  April  8,  1939,  when  the  first  case  was 
registered,  until  January  15,  1940,  when  the 
study  period  was  ended,  a total  of  25  cases  was 
registered.  In  22  of  these  the  history,  physical 
examination,  and  follow-up  forms  were  made  out 
and  the  findings  could,  therefore,  be  tabulated. 
This  group  is  the  main  one  on  which  the  tabu- 
lated study  of  results  could  be  made  and  is 
designated  as  Group  A (Table  1).  The  remain- 
ing cases  without  sufficient  follow-up  examination 
data  are  designated  as  Group  B.  In  these  3 
cases  the  cooperating  physicians  expressed  their 
opinion  as  to  the  results  obtained  with  sonized 
Certified  Milk. 

Sonized  Certified  Milk  was  supplied  and  used 
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Infants'  Percentil#  Weight  Chart 
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WEEKS 

Fig.  1.  This  is  known  as  a Percentile  Weight 
Chart  and  may  be  used  to  advantage  in  following 
the  growth  and  nutrition  of  normal  infants 
throughout  the  first  year.  It  is  recommended 
that  the  baby  be  weighed  regularly  once  each 
week  at  bath  time  and  that  the  weight  be  re- 
corded on  this  chart.  When  the  points  repre- 
sented by  these  weights  are  joined  together,  a 
weight  curve  for  the  infant  will  be  formed,  and 
the  nature  of  this  curve  will  give  valuable  infor- 
mation as  to  health  and  nutrition. 

A normal  infant  receiving  a satisfactory  diet 
will  be  expected  to  follow  quite  closely  in  weight 
one  or  another  of  the  curves  shown  in  the  chart. 
Failure  to  keep  up  with  the  line  previously  fol- 
lowed or  rapid  gain  beyond  it  suggests  the  need 
for  change  in  diet  and  should  be  brought  to  the 
attention  of  your  physician. 

Normal  infants  of  the  same  age  differ  in  body 
build  and  hence  in  weight.  The  weight  of  80 
per  cent  of  normal  infants  will  fall  between  the 
90  and  10  per  cent  lines  on  the  Percentile  Chart 
(shaded  area).  If  a baby’s  weight  falls  below 
the  10  per  cent  line  or  rises  above  the  90  per  cent 
line,  progress  is  unusual  and  requires  attention. 
Regular  progress  within  the  shaded  area  suggests 
that  the  infant  is  well  nourished  and  making 
satisfactory  progress. 

The  measurements  upon  which  this  chart  is 
based  were  obtained  on  a small  series  of  normal 
full-term  babies  born  at  the  Boston  Lying-in 
Hospital  and  carefully  followed  throughout  the 
first  year.  Small  prematurely  born  or  otherwise 
exceptional  babies  should  not  be  expected  to 
conform  to  the  pattern  of  this  chart. 


in  a third  group  designated  as  Group  C.  The 
patients  were  not  formally  registered  in  the  Com- 
mission office  with  any  history  forms.  The  re- 
sults from  the  cooperating  physicians  as  ex- 
pressed in  telephone  or  written  reports  will, 
therefore,  be  briefly  mentioned. 

It  is  rather  difficult  to  determine  in  such  a 
small  series  the  significance  of  weight  increment 
that  occurred  in  the  cases  on  this  milk.  The  in- 
fants in  the  group  under  1 year  were  too  few  in 
number  and  some  were  on  the  milk  too  short  a 


TABLE  3. — Average  Weight  Gains  per  Week  Accord- 
ing to  Age  Groups 


Average 
Gain  per 


Number  of 

Week, 

Low, 

High, 

Age 

Infants 

Ounces 

Ounces 

Ounces 

Under  6 mo. 

16 

5.6 

3.1 

10.0 

6 mo.-l  yr.* 

3 

2.7 

2.6 

2.9 

1 yr.-l1/^  yr* 

2 

5.3 

2.3 

3.3 

1 V 2 yr.-2  yr. 

0 

Over  2 yr. 

1 

4.0 

* The  number  of  infants  between  6 months  and  1 year, 
and  1 year  and  18  months  included  in  the  series  is  too 
small  to  consider  the  average  gain  per  week  as  given  in 
this  table  as  an  index  of  what  would  actually  be  the  case 
with  a larger  series  of  cases. 


TABLE  4. — Analysis  of  Weight  Gains  According  to 
the  Infants’  Percentile  Weight  Chart  of  Cam- 
bridge Hospital 

Cases  Studied  by  the  Special  Committee,  Kings  County 
Milk  Commission 


Age 


Birth  Weight 

Began  Sonized, 

Group 

Group 

Pounds 

Ounces 

Weeks 

Began  in 

Ended  in 

8 

4 

3 

3 

6 

6V2 

6V2 

-1 

4 

6 

8 

5 

2 

4 

7 

3 

10 

2 

1 

6 

14 

13 

2 

2 

8 

6 

231/2 

2 

1 

7 

1 

8 

2 

4 

5 

8 

3 

3 

3 

6 

4 

17 

1 

1 

5 

8 

71/2 

4 

+4 

5 

10 

4 

1 

2 

7 

10 

31/2 

2 

2 

9 

9 

241/2 

3 

2 

7 

4 

I6V2 

4 

3 

6 

12 

61/2 

4 

3 

6 

9 

61/2 

3 

3 

TABLE  5. — Analysis  of  Weight  Gains  According  to 
the  Infants’  Percentile  Weight  Chart  of  Cam- 
bridge Hospital 

Cases  Studied  by  Dr.  Irving  J.  Wolman,  of  Philadelphia 


Birth  Weight 

Age 

Began  Sonized, 

Group 

Group 

Pounds 

Ounces 

Weeks 

Began  in 

Ended  in 

8 

2 

15 

1 

+ 4 

5 

6 

31/2 

2 

-1 

7 

41/2 

1 

-1 

7 

1 

2 

2 

4 

7 

9 

Vi 

2 

3 

8 

21/2 

2 

1 

6 

13 

Vi 

1 

— 1 

7 

3 

Vi 

2 

2 

6 

4 

Vi 

1 

1 

7 

1 

1 

3 

7 

7 

4 

2 

2 

5 

14 

3 

1 

1 

7 

1 

2V2 

2 

1 

6 

3 

I1/2 

1 

1 

8 

41/2 

1 

2 

7 

3 

31/2 

1 

1 

6 

8 

1 

1 

2 

8 

11 

2 

4 

4 

4 

8 

8V2 

-1 

-1 

7 

4 

3 

3 

4 

7 

8 

II1/2 

-1 

1 

8 

1 

4 

4 

+ 4 

5 

4 

3 

-1 

1 

5 

15 

4 

4 

4 

5 

14 

91/2 

-1 

-1 

time  to  give  a clear-cut  pattern  of  what  effect 
the  milk  may  have  on  weight  increment. 

We  have  attempted  to  analyze  the  weights  re- 
corded in  several  ways:  (1)  according  to  the  In- 
fants’ Percentile  Weight  Chart  of  Cambridge 
Hospital,  Cambridge,  Massachusetts  (Fig.  1); 
(2)  in  accordance  with  the  ounces  gained  per 
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CHART  1. — Sonized  Certified  Milk 
Plate  Counts  in  Various  Parts  of  the  Process 


Number  of 

Colonies 

From  Vent  at 

From  Cooler  After 

per  Cubic 

Before  Pasteurization 

After  Pasteurization 

Sonic  Oscillator 

Bottling- 

— After 

Centimeter 

- 

from  Vat ■. 

✓ from  Vat •. 

Before  Sonized 

Being  Sonized 

1/10 

1/100 

1/10 

1/100 

1/10 

1/100 

1/10 

1/100 

0 counts 

10 

36 

12 

35 

37 

174 

O-  50 

1 

34 

36 

206 

50-  100 

1 

3 

4 

15 

24 

75 

100-  200 

1 

9 

1 

3 

12 

24 

200-  300 

1 

3 

1 

1 

2 

6 

300-  400 

1 

1 

2 

2 

2 

400-  500 

2 

1 

1 

1 

500-  1,000 

10 

6 

2 

1 

1 

1 

1,000-  2,000 

32 

27 

3 

2,000-  3,000 

6 

14 

3,000-  4,000 

4 

4,000-  5,000 

1 

5,000-10,000 

1 

Total  counts 

52 

54 

53 

54 

54 

55 

284 

283 

High  count 

2,880 

6,300 

980 

1,300 

250 

500 

720 

500 

Low  count 

20 

700 

0 

0 

0 

0 

0 

0 

Average  count 

1,311 

1,937 

76 

118 

27 

52 

33 

57 

0 count 

0 

0 

10 

36 

12 

35 

37 

174 

CHART  2. — Sonized  Certified  Milk  Standard  Plate  Counts 
After  Being  Sonized — Samples  from  Cooler  and  Bottler.  Comparative  Counts,  Specified  as  “Number  of  Colonies  per 

Cubic  Centimeter” — Different  Periods  in  Process 


Number  of  Standard 


Plate  Counts 

Average 

Counts 

Zero  Counts 

Percentage  Zero  Counts 

✓ — Dilutions — . 

/ — Dilutions — - 

✓ — Dilutions — > 

^—Dilutions— ' 

Date 

1/10 

1/100 

1/10 

1/100 

1/10 

1/100 

1/10 

1/100 

March  24-May  31,  1939  (process 

just  started) 

50 

50 

65 

126 

3 

16 

6 

32 

June  1-July  14 

51 

51 

31 

66 

2 

29 

4 

57 

July  14-August  31 

61 

60 

30 

40 

4 

41 

6 

68 

August  31-October  16 

41 

39 

44 

36 

11 

27 

27 

70 

October  16-December  1 

43 

44 

20 

47 

2 

26 

4.7 

59 

December  1-January  16,  1940  (proc- 

ess well  established  for  some 

months) 

38 

38 

11 

8 

16 

35 

42 

92 

Note:  During  an  observation  period  of  a little  more  than  two  weeks,  April  19,  1939,  to  May  5,  1939,  just  after  the 
study  was  begun,  there  were  a number  of  standard  plate  counts  which  were  higher  than  at  any  time  in  the  study. 
These  excessive  counts  were  considered  due  to  thermophilic  organisms  and  evidently  were  in  part  due  to  some  defect  in 
processing.  They  are  as  follows: 


1/10  Dilution  1/100  Dilution 

Average  Average 

Raw  Certified,  4 counts  3,842  5,675 

From  pasteurizer,  4 counts  927  1,350 

From  vent  on  Sonic  Oscillator,  4 counts  1,207  1,525 

After  being  sonized  from  cooler,  17  counts  1,747  2,512 

At  no  subsequent  time  in  the  study  were  counts  like  the  above  encountered. 

Note:  The  butterfat  content  of  sonized  Certified  Milk  has  conformed  with  the  Certified  requirements  of  4 per  cent, 

with  the  variations  permitted  by  the  Methods  and  Standards  for  the  Production  of  Certified  Milk.  The  average  fat 
content  of  288  samples  was  3.98  per  cent. 


week  before  and  after  the  use  of  sonized  Certi- 
fied Milk;  and  (3)  according  to  the  average 
weight  gains  with  high  and  low  figures  in  age 
groups.  The  results  according  to  these  methods 
are  shown  in  Tables  2,  3,  4,  and  5.  These  tables 
are  not  so  illuminating,  however,  in  showing  the 
trend  of  the  weight  curve  as  the  Infants’  Per- 
centile Weight  Chart  because  of  the  number  of 
premature  and  immature  babies  in  the  series. 
Even  the  latter  cannot  be  completely  adapted 
to  this  purpose  but  it  does  give  a much  clearer 
picture. 

According  to  the  Infants’  Percentile  Weight 
Chart  of  Cambridge  Hospital,  the  following  re- 
sults were  revealed  in  an  analysis  of  16  of  the 
babies  studied  in  whom  this  chart  could  be 
utilized  (as  the  babies  remained  under  1 year  of 
age  during  the  time  of  the  study):  (1)  In  3 in- 
fants the  weight  curve  ended  in  a lower  zone  than 
that  in  which  the  infant’s  weight  fell  when  placed 
on  sonized  milk;  (2)  in  7 cases  the  weight  curve 
ended  in  the  same  zone  as  that  in  which  the 


infant’s  weight  fell  when  placed  on  sonized  milk ; 
(3)  in  3 cases  the  weight  curve  ended  in  a higher 
zone  than  that  in  which  the  infant’s  weight  curve 
fell  when  placed  on  sonized  milk;  (4)  in  2 cases 
the  weight  curve  ended  in  a much  higher  zone 
than  that  in  which  the  infant’s  weight  curve 
fell  when  placed  on  sonized  milk;  and  (5)  in  only 
1 infant  did  the  weight  curve  on  sonized  milk  fall 
below  the  lower  limit  of  the  10  per  cent  weight 
curve  as  shown  in  Fig.  1. 

It  is  to  be  noted  that  these  weight  curves  refer 
to  normal,  full-term  babies.  “Small  prema- 
turely born  or  otherwise  exceptional  babies 
should  not  be  expected  to  conform  to  the  pat- 
tern of  this  chart.”  In  the  series  of  16  infants 
here  studied,  6 were  prematures  and  4 were  im- 
matures.  The  development  of  these  infants  ap- 
peared normal  on  this  milk  so  far  as  one  could 
judge  by  the  clinical  impressions  given  by  the 
physicians. 

According  to  the  Cambridge  Percentile  Weight 
Chart  and  in  accordance  with  the  physical  ex- 
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animation  follow-up  forms,  all  16  infants  who 
could  be  studied  by  virtue  of  their  ages  accord- 
ing to  this  method  were  well  nourished  and  made 
satisfactory  progress  except  1.  Of  the  remaining 
6 infants  as  judged  by  their  weight  gains,  prog- 
ress was  satisfactory  in  all.  In  3 of  the  6,  de- 
tailed follow-up  was  carried  out.  In  the  remain- 
ing 3 there  was  insufficient  data  but  the  physi- 
cians summarized  their  opinions  as  satisfactory. 

The  stools  of  all  infants  placed  on  this  milk 
were  satisfactory.  Constipation,  if  any  was 
present  before,  appeared  to  diminish  or  dis- 
appear after  this  milk  was  used.  In  3 cases 
curds  and  mucus  were  mentioned  as  being  pres- 
ent in  the  stools  prior  to  the  use  of  sonized  milk, 
and  these  disappeared  after  its  use.  In  no  in- 
stance did  loose  stools  develop  while  on  sonized 
Certified  Milk  in  the  absence  of  an  acute  in- 
fection of  the  upper  part  of  the  respiratory  tract. 
In  a few  instances  when  an  acute  infection  of  the 
upper  part  of  the  respiratory  tract  occurred, 
some  loose  stools  were  present.  These,  how- 
ever, disappeared  quickly.  It  was  found  during 
the  study  that  it  was  unnecessary  to  stop  son- 
ized Certified  Milk  in  the  presence  of  infections 
of  the  respiratory  tract. 

In  recognizing  the  difficulty  of  drawing  con- 
clusions from  comparison  of  weights,  the  Sub- 
committee using  Fig.  1 was  interested  to  see 
whether  the  cases  registered  (16)  could  be  con- 
sidered normal  and  whether  the  cases  reported 
by  Dr.  Wolman  of  Philadelphia  (10)  remained 
within  the  grouping  of  the  percentile  lines.  Ar- 
bitrarily and  for  the  purposes  of  tabulation,  the 
10  to  25  per  cent  line  was  called  Group  1 and 
the  others  Groups  2,  3,  and  4.  Tables  4 and 
5 are  presented  as  an  interesting  procedure  of 
comparison  without  conclusions. 

Group  B. — Because  of  the  lack  of  sufficient 
follow-up  examination  data  the  3 cases  in  this 
group  could  not  be  studied  fully.  However, 
there  was  evidenced  a marked  improvement  in 
the  general  condition  and  comfort  of  these  in- 
fants, and  all  showed  a satisfactory  weight  gain 
after  they  were  placed  on  sonized  Certified  Milk. 

Group  C. — Of  the  infants  not  registered  and  not 
included  in  the  analysis  of  cases,  telephone  re- 
ports on  the  results  of  the  use  of  the  milk  were 
received  from  9 physicians  concerning  12  in- 
fants. The  results  are  as  follows:  satisfactory 
in  6,  unsatisfactory  in  1,  and  not  followed  up  in 
5.  In  3 of  the  latter  cases  almost  immediate  dis- 
continuance of  the  milk  was  ordered  by  the 
mother  because  no  cream  line  was  visible.  It 
was  impossible  by  reason  of  lack  of  data  on  all 
these  cases  for  the  physician  to  arrive  at  any 
definite  clinical  impressions. 

Summary 

It  is  evident  from  the  tabulation  of  the  condi- 
tion of  the  infants  before  and  after  the  use  of 
sonized  Certified  Milk  that  with  regard  to  the 
condition  of  comfort  of  the  baby  and  the  associ- 
ated symptoms  of  crying,  regurgitation,  vomit- 
ing, abdominal  distention,  colic  and  hiccough 


CHART  3. — Sonized  Certified  Milk  Curd  Tensions* 


Tension 

Before 

Pas- 

teuri- 

zation 

After 

Pas- 

teuri- 

zation 

From 
Vent  at 
Sonic 
Oscillator 

From 
Cooler 
After 
Bottling — 

from 

from 

Before 

After 

in  Grams 

Vat 

Vat 

Sonized 

Sonized 

10  and  under 

0 

0 

0 

145 

11-15 

0 

1 

0 

91 

16-20 

0 

0 

0 

14 

21-25 

0 

1 

0 

1 

0 

26-30 

0 

3 

8 

31-35 

13 

21 

17 

0 

36-40 

15 

22 

18 

0 

41-45 

13 

4 

9 

0 

46  and  over 

13 

3 

3 

0 

* These  curd  tension  readings  were  those  obtained  by 
use  of  the  Curd  Tension  Meter  of  the  Submarine  Signal 
Company  in  which  the  operation  is  entirely  automatic 
and  the  accuracy  of  the  measurements  is  not  subject  to 
human  errors  as  with  the  use  of  the  spring  balance 
method. 

there  was  a marked  difference  in  these  symptoms 
after  sonized  Certified  Milk  was  started.  The 
findings  most  characteristic  throughout  the 
study  are  the  improvement  and  the  rapid  disap- 
pearance of  the  above  symptoms  so  often  associ- 
ated with  cow’s  milk,  especially  in  the  young  in- 
fant during  the  first  few  months  of  fife.  The 
rapid  improvement  generally  noticed  in  the  in- 
fant’s comfort  was  one  of  the  most  prominent 
features  of  sonized  milk  made  from  Certified. 


Part  3. — Laboratory  Report 

Charts  1,  2,  and  3 give  the  results  of  the 
laboratory  analyses  of  individual  milk  samples. 
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WHATCHA  GOT? 

The  nurse  entered  the  professor’s  room  and 
said  softly:  “It’s  a boy,  sir.” 


The  professor  looked  up. 

“Well,  what  does  he  want?” — Analyst 


WORKMEN’S  COMPENSATION 

September  18,  1941 

Owing  to  an  unfortunate  experience  in  Philadelphia,  where  a laborer  employed  on  one 
of  the  Construction  Division  Projects  died  suddenly  after  an  injection  of  tetanus  anti- 
toxin (sensitivity  tests  allegedly  not  having  been  done)  the  War  Department,  Office  of 
the  Quartermaster  General,  Washington,  D.  C.,  issued  an  order  instructing  all  con- 
tractors and  their  insurance  carriers  and  all  civilian  physicians  to  whom  any  contractor 
employees  might  be  sent  for  treatment  for  injury  sustained  while  at  work,  that  tetanus 
antitoxin  should  not  be  administered  without  first  making  the  usual  tests  to  determine 
the  patient’s  reaction  to  the  serum.  In  this  order  it  was  also  recommended  that  all  sensi- 
tive cases  requiring  antitoxin  he  hospitalized. 

It  was  pointed  out  to  the  War  Department  that  among  other  things  this  recommenda- 
tion might  involve  unnecessary  hospitalization,  loss  of  time  and  money,  and  that  safety 
could  be  assured  without  hospitalization  in  every  case.  Under  date  of  September  6, 
1941,  this  order  was  rescinded  and  a new  order  known  as  Construction  Division  Letter 
No.  443  was  issued.  It  follows: 

“SUBJECT:  Instructions  Concerning  the  Use  of  Tetanus  Antitoxin,  etc. 

“TO:  All  Zone  Constructing  Quartermasters. 

All  Constructing  Quartermasters. 

“1.  This  letter  rescinds  Construction  Division  Letter  No.  334.  Effective  this  date 
you  are  instructed  to  direct  all  contractors  and/or  their  insurance  carriers,  and 
through  either  or  both  of  them,  all  civilian  physicians  to  whom  any  of  the  contractors’ 
employees  may  be  sent  for  treatment  of  injuries  sustained  while  at  work,  that  tetanus 
antitoxin  will  not  be  administered  to  any  such  injured  employee  without  first  making 
the  usual  skin  test  to  determine  the  patient’s  reaction  to  the  serum. 

“2.  In  the  event  that  a highly  positive  reaction  develops  and  antitoxin  is  still 
necessary,  the  patient  shall  be  desensitized  in  accordance  with  the  circumstances 
indicated. 

“3.  The  procedure  in  paragraphs  1 and  2 shall  also  be  followed  by  all  Constructing 
Quartermasters  on  Purchase  and  Hire  Projects. 

“For  the  Quartermaster  General: 

Brehon  Somervell, 
Brigadier  General,  U.  S.  A.,  Assistant” 

Physicians  treating  claimants  employed  on  Government  projects  and  entitled  to 
medical  care  under  the  Workmen’s  Compensation  Law  of  this  state  are  urged  to  carry 
out  the  spirit  and  letter  of  this  recommendation. 

A careful  history  should  be  taken  in  every  case  before  tetanus  antitoxin  is  administered 
to  determine  if  the  patient  had  previously  received  tetanus  antitoxin  or  horse  serum 
injections  or  is  otherwise  allergic.  Sensitivity  tests  should  be  carried  out  in  every  case 
by  the  usual  and  accepted  procedures,  which  are  ordinarily  outlined  by  the  manufac- 
turers of  serum  in  the  package  containing  the  tetanus  antitoxin.  Great  caution  should 
be  used  in  desensitizing  and  injecting  a patient  found  to  be  sensitive  or  suffering  from 
allergic  conditions  and  requiring  tetanus  antitoxin.  Hospitalization  may  be  provided 
where  in  the  judgment  of  the  attending  physician  the  degree  of  sensitivity  warrants  de- 
sensitization and  subsequent  injection  of  tetanus  antitoxm  under  hospital  conditions. 

David  J.  Kaliski,  M.D.,  Director 


THE  LOUIS  LIVINGSTON  SEAMAN  FUND 
The  New  York  Academy  of  Medicine  an- 
nounces the  availability  of  the  Louis  Livingston 
Seaman  Fund  for  the  furtherance  of  research  in 
bacteriology  and  sanitary  science.  Two  thou- 
sand dollars  is  available  for  assignment  in  1941. 
This  fund  has  been  made  possible  by  the  terms 
of  the  will  of  the  late  Dr.  Louis  Livingston  Sea- 
man and  is  administered  by  a committee  of  the 
Academy  under  the  following  regulations: 

1.  The  committee  will  receive  applications 
either  from  institutions  or  individuals  up  to 


November  1,  1941.  Communications  should  be 
addressed  to  Dr.  Wilson  G.  Smillie,  chairman  of 
the  Louis  Livingston  Seaman  Fund,  1300  York 
Avenue,  New  York  City. 

2.  The  fund  will  be  expended  only  in  grants 
in  aid  for  investigation  or  scholarships  for  re- 
search in  bacteriology  or  sanitary  science.  The 
expenditures  may  be  made  for:  (a)  securing  of 

technical  help,  (b)  aid  in  publishing  original 
work,  and  (c)  the  purchase  of  necessary  books  or 
apparatus. 
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Thirty -Fifth  Annual  Meeting 

of  the 

Second  District  Branch 

PROGRAM 

Thursday,  October  30,  1941 
Garden  City  Hotel,  Garden  City,  New  York 


President:  Burdge  P.  MacLean,  M.D. 
Secretary-Treasurer:  Charles  F.  McCarty,  M.D. 

Exhibits— 10:00  A.M.-5:00  P.M. 

A unified  County  Cancer  Program — Nassau 
County  Cancer  Committee,  Meadowbrook  Hos- 
pital, New  York  Memorial  Hospital. 

Industrial  Accidents  and  Industrial  Diseases — 
New  York  State  Department  of  Labor. 

Morning  Session — 10:00  A.M.-12:30  P.M. 

Symposium:  Industrial  Medicine 
“Pre-employment  Examination” 

Cassius  H.  Watson,  M.D.,  medical  di- 
rectory American  Telephone  and  Tele- 
graph Company,  New  York  City 
“Occupational  Diseases” 

Irving  Gray,  M.D.,  chairman,  Commit- 
tee on  Industrial  Health,  Medical  So- 
ciety of  the  County  of  Kings 
“The  Prevention  of  Infection  in  Injury” 

S.  Potter  Bartley,  M.D.,  chief,  Trau- 
matic Clinic , Long  Island  College  Hos- 
pital, Brooklyn 

“Placement  of  the  Handicapped” 

Murray  Nathan,  New  York  State  Em- 
ployment Service,  Albany 
“Rehabilitation” 

Henry  H.  Kessler,  M.D.,  medical  di- 


lst  Vice-President:  Francis  G.  Riley,  M.D. 
2nd  Vice-President:  John  B.  D’Albora,  M.D. 

rector,  New  Jersey  State  Rehabilitation 
Clinic,  Newark,  New  Jersey.  A sound 
film  will  be  shown. 

Afternoon  Session — 2:30-5:00  P.M. 

“Diseases  of  the  Thyroid  Gland” 

Frank  H.  Lahey,  M.D.,  director,  Lahey 
Clinic,  Boston;  president,  American 
Medical  Association.  Slide  demonstra- 
tion. 

Woman’s  Auxiliary 

The  woman’s  auxiliaries  of  the  four  county 
medical  societies  on  Long  Island  will  attend  the 
Luncheon  and  will  hold  a meeting  at  the  Garden 
City  Hotel  in  connection  with  the  meeting  of 
the  Second  District  Branch.  (Notice  of  this 
meeting  will  be  mailed  to  the  members  of  each 
of  these  auxiliaries.)  Bridge  will  follow. 

Luncheon — 1:00-2:30  P.M. 

Dr.  Samuel  J.  Kopetzky,  president  of  the 
Medical  Society  of  the  State  of  New  York,  will 
briefly  address  those  present — the  rest  of  the 
luncheon  period  will  be  entirely  a social  one. 
Tickets  will  be  $2.00  per  plate. 


AMERICAN  CONFERENCE  ON  INDUSTRIAL  HEALTH 


The  second  annual  meeting  of  the  American 
Conference  on  Industrial  Health  will  be  held 
on  November  5 and  6 at  the  Chicago  Towers 
in  Chicago.  The  conference  will  be  attended 
by  industrial  physicians  and  manufacturers 
from  all  over  the  country.  It  is  sponsored  by 
the  American  Association  of  Industrial  Physi- 
cians and  Surgeons,  which  maintains  a public 
forum  for  all  who  are  interested  in  the  prevention 
of  disease,  injury,  and  disability  in  industry  and 
in  the  active  supervision  and  promotion  of 
health  in  industrial  groups. 

The  opening  session,  which  will  be  held  in  the 
morning,  will  consist  of  a symposium  on  the 
technical  problems  of  industrial  health;  this 
will  be  conducted  from  the  standpoint  of  the 


adjustment  of  the  working  environment  to  the 
employees  and  vice  versa.  The  afternoon 
session  will  consider  the  economics  of  industrial 
health,  including  the  organization  and  cost  of 
a health  service  and  the  value  of  an  industrial 
health  service  to  employer  and  employee. 

The  morning  of  the  second  day  will  be  devoted 
to  a symposium  on  the  social  implications  of 
industrial  health,  including  such  topics  as  the 
extent  of  an  industrial  health  service,  the  prac- 
tical relation  of  hospital  and  medical  care  to 
industrial  health,  the  part  played  by  legislation, 
the  evaluation  of  labor  turnover,  the  lack  of 
trained  men,  the  experiences  of  management, 
and  the  interests  of  insurance  carriers  in  the 
medical  and  social  problems  presented. 
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MEDICAL  PROBLEMS  IN  THE  DEFENSE  PROGRAM 

Samuel  J.  Kopetzky,  M.D.,  F.A.C.S.,  New  York  City 


YOU  may  recall  that  the  philosopher,  Bertrand 
Russell,  stated:  “Thinking  is  not  one  of  the 

necessary  activities  of  man.  It  is  the  product  of 
disease,  like  high  temperature  in  illness.  The 
disease  in  the  body  politic  causes  certain  men  to 
think  important  thoughts  which  develop  into  the 
science  of  political  economy.” 

The  first  fruits  of  these  thoughts  are  the  de- 
velopment of  a reasonable  defense  mechanism  for 
our  safety.  I may  say,  without  contradiction, 
that  in  my  long  service  within  the  ranks  of  organ- 
ized medicine  I have  never  known  the  medical 
profession  more  united,  more  cooperative,  and 
more  ready  to  accept  the  tasks  so  obviously  ours 
to  do  as  part  of  the  program  to  defend  our  coun- 
try and  save  our  body  politic  from  the  contagious 
infection  ravaging  Europe.  We  are  doing  our 
part  now  to  save  the  “American  way  of  fife,”  and 
we  shall  win  that  fight. 

We  have  a potent  organization  and  the  pro- 
gram before  us  is  clear.  Only  the  superficial 
observer  seems  confused.  He  senses  chaos  and 
confusion  because  there  are  all  sorts  of  plans  pro- 
posed which  involve  medical  service. 

Like  the  circulating  blood  whose  free  flow  is 
necessary  that  the  body  may  continue  to  live 
and  its  parts  to  function  properly,  so  in  all  the 
plans  and  proposals,  concerned  as  they  are  with 
the  public  welfare,  the  medical  profession  is  the 
essential  factor.  To  a great  extent  the  success  or 
failure  of  these  plans  is  dependent  upon  how  well 
our  profession  will  function  in  each  one  of  them. 
To  function  at  its  best,  the  medical  profession 
must  see  the  human  need  involved.  It  must  be 
content  to  work  in  the  organized  setup  and  it 
must  see  that  the  goal  sought  is  attainable.  In 
each  of  the  proposals  and  plans,  economic  sacri- 
fices on  the  part  of  the  profession  are  essentially 
involved.  The  profession  must  be  convinced 
that  the  goal  attainable  warrants  this  sacrificial 
contribution  on  its  part.  Consequently  and 
logically,  it  should  have  a hand  both  in  the  plan- 
ning and  in  the  medical  administration  of  each  to 
smooth  the  machinery  and  keep  its  medical  side 
functioning  adequately. 

We  desire  to  cooperate  enthusiastically;  we 
desire  above  all  to  employ  our  every  useful 
“yardstick”  to  each  proposal.  The  quality  of 
medical  care  and  service  delivered  should  never 
be  lowered  from  that  caliber  we  are  wont  to 
deliver,  which  has  won  for  the  American  people 
the  finest  health  level  achieved  anywhere  in  the 
world.  In  all  the  plans  and  proposals  and  in  all 
the  mechanisms  of  serving  the  public  with  medi- 
cal care,  we  must  maintain  this  level  or  better  it. 

We  are  organized;  the  organized  profession 
has  stood  like  a rock  against  the  emotional  critics 

President’s  address,  meeting  of  the  Fourth  District 
Branch,  the  Medical  Society  of  the  State  of  New  York, 
at  the  Lake  Placid  Club,  September  26,  1941. 

President,  the  Medical  Society  of  the  State  of  New 
York. 


and  embittered  partisan  assaults  aimed  at  its 
destruction  because  it  stood  for  definite  principles 
based  on  considered  judgments  instead  of  on  the 
expediencies  that  the  given  moment  prompted. 
Let  us  remember  that  our  organization  does  not 
exist  for  its  own  sake  but  to  promote  special  ends, 
and  one  of  the  principles  of  these  is  the  public 
welfare.  For  this  reason  we  survive  and  shall 
continue  not  only  to  survive  but  also  to  serve. 

I have  been  engaged  during  the  current  year 
with  the  medical  side  of  the  Selective  Service 
Law’s  administration  in  the  New  York  City  area. 
My  study  of  the  health  of  the  age  group  con- 
cerned— from  21  to  35  years  of  age — has  brought 
to  my  attention  many  interesting  facts.  I have 
had  an  actual  insight  into  the  statistics  of  the 
health  of  this  section  of  our  population.  The 
average  health  of  the  group  seemed  to  be  good. 
The  figures,  based  on  the  examination  of  119,242 
registrants  showed  that  42  per  cent  were  in- 
ducted into  the  Army.  Thirty  per  cent  were 
qualified  for  limited  military  service,  and  26  per 
cent  were  disqualified  for  any  military  service 
whatsoever. 

No  false  impression  should  be  assumed  from 
these  figures.  The  Army  accepts  only  the 
“cream  of  the  crop” — the  healthy  and  the 
vigorous  of  the  male  population.  To  do  other- 
wise would  be  folly.  Nevertheless,  from  our 
standpoint  as  civilian  physicians  we  must  not  be 
led  astray  by  the  figures  themselves.  To  be  unfit 
for  full  military  service  does  not  necessarily  imply 
that  the  individual  is  therefore  unfit  to  carry  on  a 
gainful  civilian  occupation  or  that  he  is  unable  to 
be  a useful  member  of  civilian  society.  A small 
minority  are  actually  disabled.  However,  the 
enunciation  of  this  latter  postulate  must  not  de- 
tract us  from  striving  to  attain  a program  that 
would  result  in  making  future  generations  present 
increasingly  larger  numbers  of  men  fit  for  the 
severe  exigencies  of  military  service,  using  the 
physical  standards  of  this  type  of  service  as  the 
measuring  rod  to  gage  individual  health. 

Realizing  that  although  nothing  could  be  done 
for  many  who  had  congenital  lesions  nor  for 
others  who  had  lesions  whose  pathology  was 
known  but,  for  the  disease  which  this  pathology 
signified,  medical  science  still  stood  helpless  and 
futile  as  far  as  curative  therapy  is  concerned, 
nevertheless,  there  has  been  a definite  effort  to 
study  the  possibilities  of  rehabilitation  among 
those  men  who,  on  the  other  hand,  presented 
remediable  conditions.  Under  my  own  direction 
this  study  of  the  response  on  the  part  of  the  pub- 
lic to  this  effort  is  now  proceding.  Without  going 
into  detail,  the  results  thus  far  seem  to  be  prom 
ising. 

This  rehabilitation  program  has  connotations 
far  beyond  the  scope  of  the  rehabilitation  of 
those  embraced  within  the  limits  of  the  Selective 
Service  Law.  The  idea  of  rehabilitation  is,  of 
course,  the  by-product  resulting  from  the  study 
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of  statistics  accumulated  by  the  medical  ex- 
amination of  the  selectees.  The  percentages  of 
disqualifications  increase  with  each  successively 
older  age  group. 

With  advancing  age  the  handicap  due  to 
physical  defects  increases,  and  this  has  a bearing 
upon  gainful  occupation.  The  physically  handi- 
capped man  tends  eventually  to  become  an  un- 
employable. The  group  of  unemployables  are 
an  ever  present  problem  in  our  communities. 

With  these  factors  in  mind,  the  Medical  Society 
of  the  State  of  New  York,  should  give  thought  to 
the  subject.  The  topic  divides  itself  into  two 
categories:  first,  what  to  do  to  settle  the  instant 

problem  presented  by  handicapped  manhood  so 
that  it  may  be  a better  and  healthier  group? 
This  means  integrating  existing  facilities,  hos- 
pital clinics,  private  practitioners  of  medicine 
and  dentistry,  and  the  existing  eleemosynary  lay 
associations  organized  to  help  the  public  welfare. 

It  must  be  realized  that  remedial  therapy  is 
but  a stopgap.  It  puts  individuals  on  their  indi- 
vidual road  to  health.  The  plans  to  assure  this 
are  being  developed  without  disturbing  private 
practice  and  with  the  basic  idea  of  bringing  the 
ailing  man  into  the  care  of  his  own  doctor. 
When  the  case  is  completed,  it  closes  an  indi- 
vidual record.  It  constitutes  strictly  an  indi- 
vidualized service  by  doctors  to  individuals.  Of 
course,  in  the  aggregate,  it  supplies  an  intense 
need  but  leaves  untouched  the  repetition  of  its 
own  features  in  other  individuals.  Therefore, 
the  problem  has  deeper  factors,  which  require  our 
careful  consideration. 

If  the  prevention  of  conditions  now  found 
among  our  population  is  to  be  enhanced,  some- 
thing more  than  mere  curative  therapy  must  be 
called  into  action. 

This  implies  a long-range  program  whose  goal 
is  a definite  change  in  the  health  level  of  our 
people.  This  program  needs  much  study,  re- 
quires development  of  measures  aimed  at  the 

roblem  as  a whole,  so  that  the  statistics  revealed 

y the  physical  examinations  under  the  Selective 
Service  Law  will  not  become  an  ever  recurring 
factor  in  our  community  life. 

In  a casual  perusal  of  the  factors  at  issue  in  this 
long-range  program,  there  is  implied  a changed 
conception  of  the  duties  and  functions  of  the 
school  physician,  the  enlargement  of  his  duties, 
and  the  assembly  of  an  adequate  staff  of  special 
assistants  to  handle  special  departments  such  as 
physical  training,  behavior  problems,  body 
growth  development,  tooth  preservation,  and 
health  standards  obtainable  by  comprehending 
the  essentials  of  nutrition. 

The  long-range  program  has  begun  to  evolve. 
Noncomprehension  of  its  essentials,  however,  is 
not  only  evident  in  the  profession  itself  but 
among  the  legislators  and  higher  governmental 
officials  concerned  with  public  health. 

In  each  county  society  I hope  to  see  groups  of 
physicians  begin  to  study  one  or  another  aspect  of 
this  long-range  program.  I believe  in  the  main- 
tenance of  a strong  central  organization  because 
such  is  necessary  to  make  essential  and  prompt 
decisions  to  reach  a given  goal.  Locally,  how- 
ever, each  program  needs  modification  according 
to  local  needs. 

In  the  official  transactions  of  our  Council  and 
the  various  reports  of  our  standing  committees, 
diverse  aspects  of  this  program  are  beginning  to 


take  form.  Our  organization  exists  to  clarify 
medical  situations  of  interest  to  the  public,  and 
whatever  actually  is  good  for  the  public  we  serve 
is  good  for  us,  too.  If  one  reads  the  activities  of 
the  various  programs  on  the  national  scale,  what 
I have  designated  as  representing  fundamentals 
on  a state  scale  become  no  different  except  that 
they  are  magnified  by  the  width  and  breadth  of 
our  country.  The  wisdom  of  the  American 
Medical  Association  in  advocating  a secretary  of 
health  in  the  cabinet  is  substantiated  by  the 
need  of  a guiding  hand  in  the  development  of 
these  programs  for  the  public  welfare.  I do  not 
mean  a health  officer  in  the  sense  that  we  have  a 
commissioner  of  health  in  our  state  government. 
Such  an  officer  is  trained  and  habituated  to  look 
at  the  public  welfare  mostly  from  the  health 
officer’s  standpoint;  to  better  sanitation,  to  ex- 
tend preventive  measures  for  communities  by 
making  available  proved  palliatives  and  prophy- 
lactics within  the  realm  of  public  health  medicine, 
per  se.  Meanwhile,  eleemosynary  associations  of 
private  organizations  like  the  Cancer  Control 
Committee,  the  Heart  Association,  the  Tubercu- 
losis and  Health  Association,  the  League  for  the 
Hard  of  Hearing  are  all  trying  to  lessen  the  inci- 
dence, prevalence,  and  recurrence  of  the  diseases 
in  which  they  are  specially  interested,  and  all  this 
comes  within  the  domain  of  nonpublic  health 
medicine.  Does  it  not  seem  that  the  time  is  ripe 
for  our  state  to  take  the  lead  by  establishing,  as 
part  of  the  state  government,  an  officer  con- 
cerned with  these  wider  aspects  of  the  problems 
of  the  health  of  the  people,  which  task  primarily 
should  be  the  development  of  that  long-range 
program  and  the  coordination  and  integration 
into  its  very  structure  of  all  the  available  experi- 
ence of  these  privately  financed  organizations? 
I would  see  such  an  officer  concerned  more  with 
planning  and  study  than  with  executive  direc- 
tion. He  should  also  coordinate  all  the  health 
activities  of  the  state. 

If  the  rfght  man  is  chosen,  it  will  serve  as  a 
pilot  test  for  the  questions  at  issue  in  the  pro- 
grams on  a national  scale.  Sooner  or  later  this 
will  become  a necessity,  and  our  state  govern- 
ment will  come  to  it.  It  is  germane  in  these 
times  to  know  that  we  are  aware  of  the  general 
need.  Many  of  our  people  have  heretofore  con- 
cerned themselves  with  an  earnest  endeavor  to 
bring  more  medical  care  to  our  people.  They 
seemed  hardly  concerned  with  the  quality  of 
medical  service  that  they  would  attempt  to  de- 
liver. Had  they  accomplished  their  goal,  any 
step  in  real  progress  that  might  have  reached  the 
roots  of  the  factors  at  issue  in  bettering  the 
health  of  ensuing  generations  would  have  been 
lost  for  decades,  because  nothing  would  have 
been  changed  in  the  fundamental  setup  of  the 
health  control  of  following  generations.  Only 
the  cheapest  price  would  have  been  paid  for 
individually  procured  medical  care.  The  dis- 
coveries of  the  medical  research  laboratories 
might  or  might  not  gradually  have  become  avail- 
able to  this  cheapened  medicine.  Medical  aid 
to  the  afflicted  would  still  have  been  limited  to 
the  care  of  diseases  for  which  cures  are  available. 
The  problem  of  how  to  prevent  the  repetition  of 
medical  deficiencies  in  succeeding  generations  of 
our  population  would  not  even  receive  con- 
sideration because  it  would  be  outside  of  what  is 
normally  considered  the  field  of  public  health 
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medicine — that  of  bringing  medical  care  to  the 
general  population. 

We  should  still  see  muscular  development  and 
muscular  strength  confused  with  inherent  good 
health.  We  should  still  see  exercise  taken  vicari- 
ously by  thousands  watching  football,  baseball, 
or  hockey  games  instead  of  entering  into  these 
healthy  sports  themselves  for  their  own  improve- 
ment. We  should  still  be  content  to  see  attempts 
on  the  part  of  government  to  appropriate  millions 
to  develop  “little  Sandows”  whose  eyesight  and 
whose  teeth  were  poor,  who  might  have  chronic 
discharging  ears  or  an  inherited  tendency  to 
deafness  which  would  make  them  unable  to  hear 
when  they  reached  middle  age,  but  who  could 
lift  weights  and  swing  dumbbells! 

While  great  events  are  taking  place,  let  us  not 
forget  our  training.  Each  day  that  we  serve  the 
sick  we  also  profit  and  learn  something  helpful 
for  use  in  subsequent  days.  So,  too,  do  we  gain 


when  organized.  Our  particular  organization 
has  gained  wisdom  in  handling  community 
medical  problems;  it  is  the  collective  knowledge 
translated  and  tested  by  experience  covering 
many  years  of  study.  We  must  guide  our  people 
with  idealism  to  a brighter  and  better  future. 

Idealism  has  been  held  the  offspring  of  suffering 
and  hope.  It  reaches  its  maximum  when  a 
period  of  misfortune  is  nearing  its  visible  end. 
At  the  end  of  a period  of  great  economic  depres- 
sion among  us  and  at  the  height  of  the  suppres- 
sion of  freedom  in  Europe,  with  its  enslavement 
of  labor  and  the  concomitant  degradation  of 
personal  human  dignity,  perhaps  the  environ- 
mental circumstances  are  such  that  our  own 
idealism  is  enhanced,  and  we  may  follow  with 
assurance  those  who  lead  the  way  to  a better 
future  and  healthier  succeeding  generations  upon 
the  American  scene  while  we  continue  to  live  our 
lives  in  the  “American  way.” 


County  News 


Albany  County 

Albany’s  health  defense  plan  initiated  by  a 
series  of  public  meetings  earlier  in  the  year  by 
Albany  Medical  College  and  Hospital,  the  Hos- 
pital Council,  and  the  Albany  County  Medical 
Society  was  described  before  the  annual  conven- 
tion of  the  American  Hospital  Association  by 
E.  W.  Jones,  director  of  Albany  Hospital,  on 
September  15.  He  added:  “We  expect  to  con- 
tinue our  efforts  during  the  fall  and  winter  season, 
not  only  in  presenting  a second  series  of  health 
talks  but  in  providing  speakers  to  appear  before 
all  types  of  organizations  to  discuss  all  phases  of 
health  improvement  activities.  I believe  that 
many  of  you  can  find  much  of  value  in  our 
‘Albany  plan.’  ” 

Chautauqua  County 

The  Eighth  District  Branch  meeting  of  the 
State  Society  was  held  in  Jamestown  on  October 
2. 

Chenango  County 

111  only  a few  hours,  Dr.  Frederick  Eugene 
Roper,  oldest  practicing  physician  in  Chenango 
County,  died  suddenly  at  Chenango  Memorial 
Hospital  on  September  8,  aged  77.  He  was  a 
graduate  of  the  Cleveland  Homeopathic  Col- 
lege and  had  practiced  medicine  for  fifty-five 
years. 

Cortland  County 

A joint  dinner  of  the  Cortland  Bar  Association 
and  county  society  was  held  at  the  Cortland 
Country  Club  on  September  19. 

Principal  speaker  at  the  dinner  was  Dr.  Harry 
S.  Fish,  of  Sayre,  Pennsylvania,  surgeon  of  the 
Tioga  County  General  Hospital  in  Waverly, 
New  York. 

Delaware  County 

Dr.  George  U.  Carneal,  of  New  York  City, 
addressed  the  county  society  at  its  meeting  on 
September  16  at  the  Elm  Tree  Restaurant  in 
Delhi.  A practicing  surgeon  in  the  metropolis 
for  about  twelve  years,  Dr.  Carneal  discussed 
“Varicose  Veins  and  Cystic  Conditions,”  il- 
lustrating his  talk  with  slides  and  movies. 


Jefferson  County 

Tribute  was  paid  to  the  memory  of  the  late 
Dr.  Gilbert  A.  Foote,  of  Dexter,  during  the  first 
meeting  of  the  season  of  the  county  society,  held 
at  the  Black  River  Valley  Club  on  September  11. 

A committee  was  appointed  to  draw  up  suit- 
able resolutions  on  the  death  of  the  veteran 
physician,  and  the  resolutions  were  read  before 
the  group  at  the  meeting. 

Dr.  F.  R.  Calkins,  president  of  the  society, 
presided.  About  45  doctors  attended  the  meet- 
ing. Dinner  was  served  at  6:30. 

The  speaker  was  Henry  H.  Kessler,  Ph.D., 
M.D.,  Newark,  New  Jersey,  whose  topic  was 
“The  Rehabilitation  of  the  Physically  Handi- 
capped.” The  doctor  demonstrated  his  lecture 
with  sound  motion  pictures. 

Madison  County 

The  Oneida  Medical  Society  held  a dinner 
meeting  in  Hotel  Oneida  on  September  11  and 
discussed  plans  for  the  fall  season. 

Dr.  Felix  Ottaviano  gave  a talk  on  “The 
Paraffin  Pack  in  the  Treatment  of  Pulmonary 
Tuberculosis.”  The  paper  was  based  upon  a 
four-year  survey  made  by  Dr.  Ottaviano,  who 
has  specialized  in  tubercular  cases. 

Monroe  County 

Some  300  physicians  from  eight  counties  in 
central  and  western  New  York  gathered  Septem- 
ber 25  for  the  annual  meeting  of  the  Seventh  Dis- 
trict of  the  State  Medical  Society,  in  Rochester. 

Dr.  Walter  Dandy,  Johns  Hopkins  University, 
was  the  principal  speaker  at  the  convention. 
He  discussed  brain  surgery.  Another  speaker 
was  Dr.  Samuel  Kopetzky,  president  of  the  State 
Medical  Society  and  director  of  Medical  Defense 
for  New  York  State. 

Recent  findings  of  Dr.  George  H.  Whipple, 
dean  of  the  University  of  Rochester’s  Medical 
School,  on  blood  substitution  in  case  of  emer- 
gency were  discussed. 

Other  Rochester  speakers  were  Dr.  James  H. 
Sterner,  head  of  laboratory  of  industrial  medicine 
of  Eastman  Kodak  Company;  Dr.  James  K. 
Quigley,  Dr.  Albert  D.  Kaiser,  and  Dr.  Merle 
Scott. 
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Counties  represented  were  Cayuga,  Livingston, 
Monroe,  Seneca,  Ontario,  Steuben,  Wayne,  and 
Yates. 

New  York  County 

New  York  City  participants  in  the  program  of 
the  Medical  Society  of  the  State  of  Pennsylvania, 
holding  its  ninety-first  annual  meeting,  October 
6 to  9,  at  Pittsburgh,  included  Drs.  Chas.  Gordon 
Heyd,  speaking  on  “Common  Errors  in  Selection 
of  Patients  for  Surgery”;  Meredith  F.  Campbell, 
on  “Urinary  Obstruction  in  Infants  and  Chil- 
dren”; and  Maximilian  A.  Goldzieher,  on  “Diag- 
nosis and  Treatment  of  Pituitary  Disorders.” 

The  annual  dinner  of  the  New  York  Society 
for  Clinical  Ophthalmology  was  held  at  the  Park 
Royal  Hotel  on  September  15.  Dr.  Iago 
Galdston,  executive  secretary,  Medical  Informa- 
tion Bureau,  The  New  York  Academy  of  Medi- 
cine, was  the  guest  speaker. 

For  the  past  several  years  the  Health  Depart- 
ment of  New  York  City  has  put  more  emphasis 
upon  its  policy  of  promoting  private  physician 
examinations  of  children  entering  elementary 
school.  Since  this  principle  has  been  pursued 
with  vigor,  the  percentage  of  those  children  in 
the  new  admission  group  examined  by  private 
physicians  has  increased  from  14  in  1936  to  25 
in  1939  and  27  for  the  school  term,  September, 
1940-February,  1941. 

Among  the  reasons  for  encouraging  private 
physician’s  examinations  are:  It  makes  the  par- 
ents appreciate  the  value  of  individualized 
medical  attention  which  the  family  physician  can 
best  give.  The  family  physician  can  make  a 
more  thorough  examination  and  is  in  a position 
to  know  the  child  better,  as  well  as  carry  out 
treatment.  It  enables  school  physicians  to  give 
more  time  to  other  children  needing  special  at- 
tention. 

Ontario  County 

Moving  pictures  on  coramine,  provided  by  a 
drug  firm,  were  presented  by  Dr.  Malcolm  R. 
Blakeslee  as  the  program  for  the  first  fall  meeting 
of  the  Canandaigua  Medical  Society  on  Septem- 
ber 11.  Dr.  James  F.  Maltman,  vice-president, 
conducted  the  meeting  and  was  host  for  dinner 
at  Wenna  Kenna,  East  Lake  Shore.  There  were 
14  members  present. 

Pictures  showed  experimental  and  clinical  re- 
sults with  the  drug  used  in  respiratory  and 
cardiac  conditions. 

At  the  meeting  on  Oct.  9,  Dr.  F.  C.  McClellan 
was  host,  and  Dr.  A.  W.  Armstrong  read  a paper 
on  “Home  and  Health.” 

Otsego  County 

An  address  by  Dr.  Samuel  J.  Kopetzky,  presi- 
dent of  the  State  Medical  Society,  was  the  princi- 
pal feature  of  the  thirty-fifth  annual  meeting  of  the 
Sixth  District  Branch  of  the  state  group  held 
at  the  Mary  Imogene  Bassett  Hospital  in  Coopers- 
town  on  September  18. 

There  were  six  speakers  in  addition  to  Dr. 
Kopetzky.  Dr.  Gilbert  Dalldorf,  of  Pleasant- 
ville,  New  York,  director  of  the  division  of 
laboratories  at  Grasslands  Hospital,  East  View, 
New  York,  spoke  on  “The  Medical  Examiner 
and  the  Coroner — Is  New  Legislation  Needed?” 

Dr.  Walter  M.  Boothby,  of  Rochester, 


Minnesota,  a professor  of  experimental  metabo- 
lism at  the  Mayo  Foundation  and  director  of  the 
laboratory  for  research  in  aviation  medicine, 
spoke  on  “The  Physiology  of  High  Altitude 
Flying,”  with  motion  pictures. 

Other  speakers  were:  Dr.  Hugh  Auchincloss, 
of  New  York  City;  Dr.  Edward  A.  Strecker,  of 
Philadelphia,;  Dr.  Robert  L.  Levy,  of  New  York 
City;  and  Dr.  Norman  H.  Jolliffe,  of  New  York 
City. 

Putnam  County 

The  county  society,  through  Dr.  F.  C.  Geno- 
vese, Committee  on  Public  Relations,  has  issued 
the  following  warning,  published  in  the  county 
newspapers : 

“With  the  advent  of  newer  and  almost  miracu- 
lous results  in  the  field  of  chemotherapy  resulting 
from  the  use  of  such  drugs  as  sulfanilamide  and 
sulfathiazole  in  the  treatment  of  septic  or  strepto- 
coccic sore  throat,  blood  poisoning,  meningitis, 
pneumonia,  gonorrhea,  and  other  diseases,  we  are 
apt  to  lose  sight  of  the  fact  that  in  spite  of  their 
magic  results  on  curing  disease  their  use  is  not 
without  danger. 

“Because  some  of  these  toxic  manifestations 
result  fatally  when  improperly  used,  the  medical 
profession  warns  the  public  against  the  use  of 
these  drugs  in  treating  themselves.  Because  of 
ignorance  the  cure  may  be  worse  than  the  dis- 
ease.” 

Queens  County 

The  county  society  met  on  September  23  with 
the  Queensboro  Tuberculosis  and  Health  As- 
sociation and  listened  to  the  following  program: 
“Recent  Aspects  in  the  Evaluation  and  Treat- 
ment of  Pulmonary  Tuberculosis,”  by  Dr.  Edgar 
Mayer,  assistant  physician  at  New  York  and 
Bellevue  hospitals ; consultant  physician  at 
Broad  Street  Hospital.  “Surgical  Therapy  in 
Pulmonary  Tuberculosis  and  Its  Evaluation,” 
by  Dr.  Louis  R.  Davidson,  thoracic  surgeon, 
Post-Graduate  Hospital;  surgeon,  Queens  Gen- 
eral Hospital;  director  of  thoracic  surgery,  Sea 
View  Hospital.  Scientific  Exhibit — Kodachrome 
illustrations  of  the  pathology  of  tuberculosis — 
8:15  p.m.  Film— “Artificial  Pneumothorax  in 
the  Treatment  of  Pulmonary  Tuberculosis” — 
8:30  p.m. 

The  Friday  afternoon  talk  on  October  17  at 
4:30  p.m.  will  be  “Anemias  of  Childhood,”  by 
Dr.  Frederick  Wilke,  pediatrician  at  St.  Luke’s, 
Babies’  and  Woman’s  hospitals. 

Dr.  H.  V.  Z.  Hyde,  officer-in-charge  of  medical 
work  in  the  Second  Regional  Defense  Area,  which 
includes  New  York  City,  will  address  the  open 
forum  on  defense  activities  which  is  to  be  held 
by  the  Queens  County  Medical  Society  Auxiliary 
in  the  Medical  Society  Building  on  Queens 
Boulevard,  Forest  Hills,  October  22. 

Dr.  Luvia  Willard,  of  Jamaica,  chairman  of 
the  American  Women’s  Reserve  Corps,  Queens 
Branch,  will  speak  on  allied  matters. 

Rensselaer  County 

Troy’s  new  Medical  Division  of  Civilian  De- 
fense met  on  September  12  at  the  Health  Center 
to  draw  up  plans  of  action  in  event  of  a bombing 
or  other  war  catastrophe. 

Dr.  James  H.  Flynn,  commissioner  of  health, 
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was  named  chairman  of  the  Division  by  Mayor 
Frank  J.  Hogan. 

Dr.  Flynn  has  appointed  a medical  advisory 
council  to  aid  him  in  formulating  medical  de- 
fense plans. 

Members  of  the  council  include:  Dr.  Irving 
Walsh,  representing  the  Rensselaer  County 
Medical  Society;  Miss  Grace  Allison  and  Mrs. 
Walter  Phelps  Warren,  representing  Samaritan 
'Hospital;  Sisters  Vincent  and  Margaret  Mary, 
Troy  Hospital;  Mrs.  Mary  Reed,  American  Red 
Cross;  Miss  Catherine  Tierney,  representing 
nurses  of  the  city;  Miss  Palma  Ferraro,  Leonard 
Hospital;  and  A.  Leonard  Barton,  area  Boy 
Scout  commissioner. 

Dr.  Flynn  said  that  it  was  suggested  to  set  up 
first-aid  stations  at  each  hospital.  Physicians 
and  nurses  of  each  hospital  will  form  these  units. 

Provision  for  making  beds,  cots,  blankets, 
first-aid  kits,  and  other  articles  available  when 
needed  was  also  discussed. 

Steuben  County 

Approximately  100  lawyers  and  doctors  at- 
tended the  annual  joint  luncheon-meeting  of  the 
Steuben  County  Bar  and  Medical  associations 
at  the  Hornell  County  Club  on  September  11. 

Guest  of  honor  at  the  luncheon  was  Supreme 
Court  Justice  Nathan  D.  Lapham,  of  Geneva. 
Principal  luncheon  speaker  was  Professor  Lyman 


P.  Wilson  of  Cornell  University.  His  subject 
was  “Doctors  on  the  Witness  Stand.” 

Dr.  John  Conway,  chairman  of  the  Steuben 
County  Defense  Council,  announced  the  appoint- 
ment of  Dr.  R.  J.  Shafer,  of  Corning,  as  chief  of 
emergency  medical  services  in  the  county.  The 
appointment  was  made  on  a request  by  Governor 
Lehman.  Dr.  Shafer  is  director  of  Steuben 
County's  laboratories  and  chairman  of  the  county 
medical  advisory  committee. 

Suffolk  County 

Dr.  Vincent  J.  McAuliffe,  of  Huntington,  a 
specialist  in  diseases  of  women,  died  on  Septem- 
ber 8 in  the  New  York  Hospital  of  heart  disease 
after  an  illness  of  five  days.  He  was  49  years  old. 

Tioga  County 

Dr.  J.  B.  Schamel,  of  Waverly,  was  nominated 
for  the  presidency  of  the  county  society  at  the 
September  meeting  at  the  Jenkins  Inn,  Waverly. 

Other  officers  nominated  were:  vice-president, 
Hiram  Knapp,  Jr.,  Newark  Valley;  secretary- 
treasurer,  Dr.  Ivan  Peterson,  Owego;  delegate  to 
state  convention,  Dr.  Corbet  Johnson,  Spencer; 
alternate,  Dr.  F.  K.  Shaw,  Waverly;  censors, 
Drs.  F.  H.  Spencer  and  Fred  Carpenter,  of 
Waverly,  and  Dr.  John  Jakes,  of  Candor. 

Officers  will  be  elected  at  the  December  meet- 
ing. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

George  A.  Armstrong 

82 

N.  Y.  Univ. 

August  9 

Utica 

Harold  W.  Bell 

64 

P.  & S.  N.  Y. 

September  10 

Camden 

George  H.  Craft 

68 

Buffalo 

September  1 

Newark 

Christian  G.  Hacker 

64 

Albany 

September  20 

Albany 

Edward  K.  Harrison 

38 

P.  & S.  N.  Y. 

September  16 

Ossining 

Isidore  M.  Lashinsk3r 

53 

Fordham 

July  19 

Bronx 

Edward  H.  Levy 

42 

Cornell 

September  24 

Saranac  Lake 

Julius  Michaelis 

66 

L.  I.  C.  Hospital 

September  21 

Brooklyn 

Hallie  M.  Ratliff 

57 

Med.  Col.  Va. 

September  29 

Manhattan 

Frederick  E.  Roper 

77 

Cleveland  Horn. 

September  8 

Norwich 

Frank  W.  Shipman 

71 

Bell. 

September  20 

Mount  Vernon 

Glenn  W.  Smith 

44 

Univ.  & Bell. 

September  4 

Warwick 

Henry  McH.  Stephens 

39 

Emory 

September  25 

Manhattan 

Harry  B.  Townsend 

70 

Univ.  & Bell. 

September  18 

Penn  Yan 

Thomas  E.  Waldie 

57 

Cornell 

September  18 

Manhattan 

BRITISH  NUTRITION  EXPERT  GIVES  THE  POTATO  A HAND 


Advice  to  Britishers  in  wartime  from  Sir 
John  Boyd  Orr,  expert  on  nutrition,  leader  in  the 
League  of  Nations'  committee  on  nutrition, 
gives  the  lowly  potato  a hand: 

After  milk  (and  Britain  has  enough  milk  to 
drink  a fifth  more)  and  vegetables  (and  Sir 
John  says  eat  twice  as  much),  the  most  im- 
portant food  produced  in  the  tight  little  isles 
is  the  potato.  It  is  a protective  food,  the  main 
source  of  one  of  the  vitamins.  In  England  an 
average  of  only  4 pounds  of  potatoes  per  week 
per  person  are  eaten.  Some  countries  eat  twice 
as  much. 


“Some  women  are  afraid  to  eat  potatoes  be- 
cause they  think  they  are  fattening,”  remarked 
Sir  John.  “This  is  nonsense:  1 lb.  of  bread  and 

butter  is  more  fattening  than  4 lbs.  of  pota- 
toes. 

“If  you  think  you  are  too  fat,  cut  out  the  bread 
and  butter  and  eat  potatoes  and  vegetables. 
In  a time  of  threatened  food  shortage,  the  po- 
tato is  by  far  the  most  important  crop,  because, 
in  addition  to  its  special  health  value,  it  gives  the 
highest  yield  of  food  per  acre.  An  acre  of 
potatoes  gives  twice  as  much  food  as  an  acre  of 
wheat.”  — Science  News  Letter 


Hospital  News 


Nurse-Famine  Closes  Floors  of  City 
Hospitals 

npwo  large  hospitals  in  Queens  had  to  close 

•F  completely  equipped  floors  in  August  because 
of  the  shortage  of  nurses.  Flushing  Hospital 
closed  its  sixth  floor  and  part  of  the  fifth,  and  two 
floors  were  closed  at  the  Triboro  Tuberculosis 
Hospital. 

Growing  opportunities  in  industry  and  in  pub- 
lic health  services  of  one  kind  or  another,  as  well 
as  the  needs  of  the  Army  Nursing  Corps,  are 
creating  a shortage  of  nurses  available  for  duty  in 
hospitals  all  over  the  United  States,  it  is  indicated 
in  a survey  of  the  city’s  hospitals  and  other 
agencies.  In  the  main,  the  nurses  are  going  into 
other  fields  because  they  offer  better  wages  and 
more  attractive  working  conditions. 

There  are  400,000  nurses  in  the  United  States, 
according  to  the  information  bureau  of  the 
American  Nurses  Association,  of  whom  23,000 
are  in  public  health  service.  This  field,  which  is 
growing  larger  every  year,  includes  visiting  nurse 
services;  city,  county,  and  state  health  depart- 
ments; welfare  departments;  clinics;  schools; 
and  private  social  agencies.  Each  of  these  em- 
braces a variety  of  specializations,  such  as  ortho- 
pedics, prenatal  work,  pediatrics,  tuberculosis, 
and  psychiatry. 

Moreover,  as  the  nation’s  industry  booms,  in- 
creased personnel  brings  with  it  the  need  for 
expanded  medical  and  first-aid  service.  De- 
partment stores,  banks,  and  other  firms  are  in- 
creasing their  medical  departments. 

Significantly,  the  number  of  patients  able  to 
pay  for  private  nursing  care  in  the  home  is  in- 
creasing. Although  this  type  of  income  is  not 
the  most  lucrative  and  steady  in  the  long  run  for 
the  nurse,  its  temporary  advantage — high  wages 
— is  attracting  many  nurses  from  other 
fields. 

The  American  Red  Cross,  which  is  the  nursing 
auxiliary  of  the  United  States  Army,  assigned 
some  4,371  reserve  nurses  to  active  Army  service 
during  the  year  ended  July  1.  Normally,  the 
Army  has  about  1,324  regular  nurses. 

Army  nurses  receive  only  $70  a month,  plus 
maintenance,  but  many  are  attracted  to  this  serv- 
ice by  the  ranks  they  hold — lieutenant,  captain, 
and  so  on — as  well  as  travel  opportunities  and 
other  privileges. 

Among  other  reasons  for  the  increasing  short- 
age, marriage  was  found  to  be  an  important  fac- 
tor. Some  nurses  have  married  men  who  are 
able  to  support  them  without  the  nurses’  own  in- 
come, while  some  married  nurses  have  retired  to 
protect  their  husbands  from  being  called  up  un- 
der the  Selective  Service  Act. 

Dr.  Edward  N.  Bernecker,  general  medical 
superintendent  of  the  New  York  City  Depart- 
ment of  Hospitals,  reported  that  the  department 
was  about  300  nurses  short  of  its  normal  comple- 
ment of  5,797. 

“They’re  paid  better,”  Dr.  Bernecker  com- 
mented in  explaining  why  nurses  are  leaving  hos- 
pital service.  “They  get  shorter  and  more  con- 
venient hours,  and  their  work  is  not  so  difficult — 


certainly  nicer  than  hospital  work.  We’re  short 
of  nurses,  and  it’s  going  to  be  worse.” 

He  said  the  shortage  was  primarily  responsible 
for  the  department’s  inability  to  open  160  beds  at 
Triboro  Tuberculosis  Hospital,  Parsons  Boule- 
vard and  Goethals  Avenue,  Jamaica,  Queens. 
However,  he  added,  no  other  hospital’s  services 
have  been  affected.  The  nursing  division  of  the 
department  explained  that  the  present  nurses 
simply  have  more  work  to  do. 

The  department,  which  now  conducts  six 
nursing  schools,  will  open  a new  one  at  Fordham 
Hospital. 

Newsy  Notes 

Following  a request  by  four  of  Albany’s  hos- 
pitals, a committee  of  the  Board  of  Supervisors 
is  studying  the  possibility  of  a publicly  owned 
hospital  in  Albany  County.  The  Albany  hospi- 
tals in  their  request  reported  an  increase  of  ap- 
proximately 25  per  cent  in  rates  for  welfare 
cases. 

The  matter  was  referred  to  the  committee  after 
a communication  from  Welfare  Commissioner 
Leo  M.  Doody  had  been  read.  He  said  present 
rates  paid  to  hospitals  should  be  sufficient.  He 
argued  it  might  be  more  advisable  to  build  and 
operate  a public  hospital  than  to  pay  the  in- 
creases. 

The  four  Albany  hospitals  said  they  had  sus- 
tained losses  totaling  $251,330  in  caring  for 
medical  indigents  of  Albany  County  in  1940  and 
indicated  that  they  face  insolvency  unless  relief  is 
afforded. 

The  hospital  communication  pointed  out  that 
because  of  their  financial  problem  an  increase  for 
private  and  semiprivate  rooms  went  into  effect 
July  1.  This,  they  said,  is  due  to  rapidly  in- 
creasing labor  and  material  costs.  They  asked 
the  board  to  petition  the  State  Welfare  Depart- 
ment to  permit  allowances  to  clinic  indigent  cases 
so  the  county  may  be  reimbursed  partly  by  the 
state. 


Skidmore  College  at  Saratoga  Springs,  which 
since  1922  has  conducted  a nurses’  training  course 
through  affiliation  with  the  Mary  McClellan 
Hospital  in  Cambridge,  has  transferred  its  col- 
legiate course  in  nursing  to  the  New  York  Post- 
Graduate  Medical  School  and  Hospital  in  New 
York  City.  This  announcement  was  made  by 
Dr.  Henry  T.  Moore,  president  of  the  college, 
and  Dr.  Arthur  F.  Chace,  president  of  the  board 
of  directors  of  the  New  York  Hospital.  A five- 
year  course  will  be  given  by  the  college  and  hos- 
pital and  will  lead  to  the  bachelor  of  science  de- 
gree in  nursing. 


Bedeviled  by  rising  commodity  costs  and 
lower  yield  from  invested  funds,  St.  Luke’s  Hos- 
pital, Amsterdam  Avenue  and  113th  Street, 
ended  1940  with  a net  operating  loss  of  $604,- 
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448.26,  according  to  the  eighty-second  annual  re- 
port of  the  institution. 

“Obviously,  St.  Luke’s  must  either  have  more 
income  for  charity  work  or  begin  to  curtail  its 
services,”  said  Lincoln  Cromwell,  president  of 
the  institution. 

In  1940  St.  Luke’s  free  service  cost  more  than 
$450,000,  putting  it  at  the  head  of  the  list  of  the 
city’s  voluntary  hospitals  in  the  percentage  of 
charitable  service. 


“At  Long  Island  College  Hospital  the  stork’s 
more  than  frequent  visits  found  the  hospital 
running  out  of  cribs  in  which  to  put  the  newcom- 
ers,” relates  the  Brooklyn  Eagle.  “Did  hospital 
officials  set  up  an  alarm  about  needing  new  equip- 
ment to  cope  with  the  added  numbers  of  their 
little  guests?  Did  they  ask  that  new  cribs  be 
provided  for  what  in  all  probability  is  a tempo- 
rary condition,  growing  as  it  did  out  of  last  year’s 
great  increase  in  marriages? 

“They  did  not.  They  found  some  orange 
crates,  a good  mechanic,  hammer,  nails,  a saw, 
and  some  paint.  The  result  was  perfectly  ac- 
ceptable bassinets,  fit  to  care  for  any  baby  of  high 
or  low  degree.  Time  was  when  in  anticipation 
of  the  blessed  event  a wash  hamper  was  set  aside 
for  use  and,  with  a hot  iron  carefully  wrapped  in 
blankets,  it  often  served  as  an  effective  incuba- 
tor. 

“Using  the  orange  crates  in  the  present  emer- 
gency is  an  example  of  ingenuity  worthy  of  study 
and  emulation.” 


The  Thompson  Memorial  Hospital  in  Canan- 
daigua is  to  have  a new  ambulance. 


A new  plan  of  student  government  under  which 
nurses  in  training  at  Edward  J.  Meyer  Memorial 
Hospital  in  Buffalo  would  direct  their  own  activi- 
ties in  a highly  democratic  procedure  is  being 
considered  by  hospital  authorities.  Some  of  the 
aims  of  the  new  program  are : 

1.  To  develop  loyalty  by  developing  group 
consciousness. 

2.  To  stimulate  a larger  interest  in  govern- 
ment and  the  welfare  of  the  nursing  school. 

3.  To  promote  social  development. 

4.  To  foster  appreciation  of  the  rights  of  in- 
dividuals. 

A discussion  club  would  be  organized,  debates 
conducted,  democratic  elections  held,  cabinet 
members  appointed,  and  chairmen  named  for 
various  activity  committees. 


The  U.  S.  Navy  commissioned  a new  400-bed 
hospital  ship,  the  “Solace,”  August  9,  1941,  at 
the  Naval  Hospital,  Brooklyn.  Her  equipment  in- 
cludes six  wards;  two  general  operating  rooms; 
an  eye,  ear,  nose,  and  throat  operating  room;  a 
urologic  operating  room;  an  x-ray  depart- 
ment; a physical  therapeutic  department;  a 
pharmacy;  and  a clinical  laboratory.  Through 
a specially  constructed  elevator,  patients  can  be 


removed  with  a minimum  of  disturbance  from 
ward  to  ward  or  from  ward  to  the  operating 
rooms.  There  is  ample  deck  space  for  convales- 
cents as  well  as  for  the  recreational  activities  of 
the  ship’s  company.  Meals  prepared  in  a diet 
kitchen  will  be  served  to  patients  on  compart- 
ment trays  brought  to  their  bedsides  in  elec- 
trically heated  food  carts.  Each  ward  has  its 

own  pantry In  addition  to  her  regular 

crew  of  390  men  and  35  officers,  the  “Solace”  will 
carry  thirteen  medical  officers,  three  dental 
officers,  thirteen  nurses,  three  pharmacists,  and 

139  hospital  corps  ratings Captain  Harold 

L.  Jansen  is  the  senior  medical  officer  in  charge 
of  hospital  facilities. 

Improvements 

A proposed  Tarrytown-Dobbs  Ferry  Hospital, 
affording  the  most  modern  facilities  and  an  ulti- 
mate 150-bed  capacity,  to  be  established  in  the 
former  Luke  estate  on  South  Broadway,  Tarry- 
town,  is  being  studied  by  officials  and  directors  of 
the  two  hospitals  which  would  be  merged. 


Construction  of  a five-story  addition  to 
Rochester  Municipal  Hospital  by  W.P.A.  awaits 
a conference  between  city  and  W.P.A.  officials. 
Estimated  cost  of  the  work  is  $77,378  and  in- 
cludes enlargement  of  the  existing  connection 
with  Strong  Memorial  Hospital. 

“The  construction  depends  on  whether  W.P.A. 
can  furnish  the  required  skilled  labor  to  go  ahead 
with  the  project,”  Commissioner  of  Public 
Works  William  H.  Roberts  said. 

The  project  has  approval  of  W.P.A.  in  Wash- 
ington, following  City  Council  action,  and  now 
awaits  only  State  W.P.A.  check  and  approval  for 
work  to  begin — if  W.P.A.  can  supply  the  neces- 
sary labor. 


An  application  for  a grant  of  $687,502  from 
the  Federal  Government  for  alterations  and  im- 
provements to  the  Edward  J.  Meyer  Memorial 
Hospital  in  Buffalo  has  been  rejected,  Mayor 
Thomas  L.  Holling  was  notified  by  Charles  D. 
Drew,  New  York  State  projects  manager.  The 
mayor  was  informed  that  a $50,000  allotment 
would  be  approved  for  urgent  fire  protection. 


The  Margaretville  Hospital  has  a new  $2,500 
x-ray  machine  and  equipment. 


Overcrowding  now  and  anticipation  of  a pos- 
sible emergency  are  given  as  reasons  for  a move 
to  seek  federal  funds  for  a $75,000  improvement 
to  Monticello  Hospital. 


Mahopac  Hospital  is  raising  $15,000  for  a new 
Maternity  Ward. 
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Application  for  a 50  per  cent  grant  on  a 60-bed 
hospital  for  Massena  has  been  submitted  by  the 
town  board  to  the  Defense  Public  Works  Office 


in  New  York  City.  The  hospital,  including 
the  site,  would  cost  $300,000,  it  is  estima- 
ted. 


POSTGRADUATE  COURSES— BELLEVUE 

The  New  York  University  College  of  Medicine 
announces  the  following  postgraduate  courses 
by  the  Fourth  Medical  Division  of  Bellevue 
Hospital. 

Internal  Medicine. — This  course  is  designed 
for  physicians  in  general  practice  who  wish  a 
practical  review  of  recent  advances  in  diagnosis 
and  treatment.  Instruction  will  be  given  to 
small  groups  at  the  bedside  by  a member  of  the 
staff,  usually  the  specialist  in  the  field  which  is 
the  subject  of  discussion.  Once  each  week 
members  of  the  course  will  attend  the  Clinico- 
pathologic  Conference. 

Instruction  will  be  given  five  mornings  a week 
from  9:00  a.m.  to  12:00  m.  for  a period  of  one 
month.  Each  month  will  constitute  a complete 
session,  beginning  on  the  first  weekday  and 
ending  on  the  last  weekday.  There  will  be  eight 
sessions  during  the  year  from  October  through 
May.  The  fee  per  session  is  $50. 

(Note:  Those  who  prefer  to  do  so  may 

attend  one  morning  a week  for  a period  of  five 
months  at  the  same  fee.) 

Registration  will  be  limited  for  each  session. 


Clinical  Electrocardiography. — This  course  is 
planned  so  to  teach  the  physician  the  interpre- 
tation of  the  electrocardiogram  and  its  practical 
application  that  it  will  be  useful  to  him  in  his 
daily  practice.  Under  the  direction  of  Dr. 
Louis  F.  Bishop,  Jr.,  the  members  of  the  course 
will  have  an  opportunity  to  learn  to  measure 
and  analyze  a large  number  of  curves,  to  learn 
the  operation  of  standard  instruments,  and  to  see 
patients  and  analyze  their  electrocardiograms 
in  detail.  Work  is  included  on  both  the  normal 
and  abnormal  electrocardiogram. 

Instruction  will  be  given  Monday  afternoons 
from  2:30  to  4:30  for  a period  of  fifteen  weeks. 
The  first  session  of  the  year  covers  the  period 
October  6,  1941,  through  January  12,  1942. 
The  course  will  be  repeated  February  2 through 
May  11,  1942.  The  fee  per  session  is  $50. 

Those  accepted  will  register  at  the  New  York 
University  College  of  Medicine.  Applications 
and  inquiries  should,  however,  be  addressed  to : 
Dr.  Charles  H.  Nammack,  Director 
Fourth  Medical  Division,  Bellevue  Hospital 
Twenty-Sixth  St.  and  E.  River,  New  York,  N.  Y 


BRITISH  PLASTIC  SURGEON  TO  ADDRESS  CHICAGO  MEETING  OF  SPECIALISTS 


Sir  Harold  Delf  Gillies,  one  of  Great  Britain’s 
leading  plastic  surgeons,  who  is  now  in  charge  of 
special  units  for  the  repair  of  facial  injuries  in  the 
London  area,  is  to  be  a guest  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
national  organization  of  eye,  ear,  nose,  and 
throat  specialists,  when  it  meets  in  Chicago  at 
the  Palmer  House,  October  19  to  23. 

Sir  Harold  will  address  a special  defense  pro- 
gram presented  by  the  Academy  on  Monday 
evening,  October  20.  The  other  speakers  will  be : 
Dr.  Irvin  Abell,  Louisville,  Kentucky,  a former 
president  of  the  American  Medical  Association 
and  now  chairman  of  the  Association’s  Com- 
mittee on  Medical  Preparedness  as  well  as  chair- 
man of  the  Health  and  Medical  Committee  of  the 
Federal  Security  Agency;  Col.  Louis  H.  Bauer, 
Hempstead,  New  York,  an  authority  on  aviation 
medicine  and  now  a member  of  the  New  York 
State  Medical  Society’s  Committee  on  Medical 
Preparedness,  and  Dr.  Burt  R.  Shurly,  Detroit, 
a former  president  of  the  Academy  and  chairman 


of  its  Special  Committee  on  National  Defense. 
Dr.  Samuel  J.  Kopetzky,  chief  of  the  medical 
division  of  the  Selective  Service  System  in  New 
York  City,  will  be  the  narrator  for  a series  of 
motion  pictures  on  the  medical  services  of  the 
Army  and  Navy. 

Sir  Harold,  a native  of  New  Zealand,  is  plastic 
surgeon  to  the  great  St.  Bartholomew’s  Hospital 
in  London  and  has  been  on  the  staffs  of  other 
hospitals  at  various  times.  At  present  he  is 
consultant  adviser  to  the  ministry  of  health  and 
is  in  charge  of  the  three  plastic  surgery  units  in 
London.  It  was  recently  reported  to  the  Ameri- 
can Medical  Association  that  Sir  Harold’s  house 
had  been  bombed  and  that  his  eldest  son  was 
taken  prisoner  following  a forced  landing  of  his 
plane. 

Sir  Harold  is  an  honorary  member  of  the 
American  College  of  Surgeons  and  of  the  Ameri- 
can Dental  Association.  In  1935  he  delivered  the 
Mayo  Lecture  at  Northwestern  University 
Medical  School,  Chicago. 


YOU  MEAN  HER  CALF 
A Jersey  farmer  who  had  put  a cow  and  his 
calf  in  the  pasture  was  later  startled  by  the  loud 
and  incessant  clanging  of  the  cow  bell.  Investi- 
gating, he  discovered  that  mosquitoes  had  de- 
voured the  cow  and  were  ringing  the  bell  to  call 
the  calf.— The  Chementator,  New  York  City 


“WHAT  IS  THE  CHIEF  END  OF  MAN?” 
“The  Lord  gave  us  two  ends, 

One  to  sit  on  and  the  other  to  think  with. 

A man’s  success  depends  upon  which  end  he  uses 
most. 

It  is  a case  of  heads  you  win,  or  tails  you  lose. 
Take  your  choice.”— Quoted  in  III.  Med.  J. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Diagnosis  of  Fracture 


AN  INFANT,  eighteen  months  of  age,  was 
brought  by  his  mother  to  the  office  of  a 
physician  who  devoted  a great  part  of  his  prac- 
tice to  pediatrics.  She  told  the  doctor  that  the 
boy  had  fallen  and  seemed  to  be  in  pain.  The 
child  was  promptly  examined  by  fluoroscope  for 
the  purpose  of  ascertaining  whether  there  were 
any  fractures  present  and  such  examination  was 
negative  for  fracture.  Manual  examination  like- 
wise showed  no  evidence  of  fracture.  The  left 
foot  was  somewhat  swollen,  which  swelling  ex- 
tended to  just  above  the  ankle.  The  child  seemed 
to  suffer  from  some  pain  but  was  able  to  walk. 
The  doctor  bandaged  the  boy’s  ankle  and  in- 
structed the  mother  to  keep  him  off  his  feet  and 
also  suggested  that  x-rays  be  taken  but  the 
mother  refused,  claiming  the  expense  would  be 
too  great.  Five  days  later  the  child  was  brought 
back  and  an  examination  revealed  no  evidence 
indicative  of  fracture  although,  at  that  time,  the 
child  was  unable  to  bear  weight  on  his  leg.  The 


bandages  were  renewed.  The  child  was  never 
thereafter  seen  by  the  doctor. 

It  seems  that  about  two  weeks  later  it  was 
discovered  at  a hospital  by  x-rays  that  there 
was  a healed  fracture  of  the  left  tibia  in  excellent 
position  with  no  bony  infection. 

A malpractice  action  was  instituted  on  behalf 
of  the  child  in  which  it  was  claimed  that  severe 
injuries  resulted  from  the  defendant’s  failure  to 
diagnose  a fracture.  A physical  examination 
prior  to  the  trial  revealed  that  the  child  walked 
entirely  without  a limp  and  that  there  was  abso- 
lutely no  deformity  present  after  a year  and  a half 
had  elapsed.  The  end  result  apparently  was  a 
perfect  one. 

The  case  was  tried  before  an  official  referee 
and  at  the  end  of  the  whole  case  a verdict  on  the 
merits  was  rendered  in  favor  of  the  defendant 
thereby  exonerating  him  of  the  charges  of 
malpractice  which  had  been  made  against 
him. 


Treatment  of  Xanthelasma 


A YOUNG  woman  consulted  a physician  who 
TL  specialized  in  the  treatment  of  eye  diseases, 
with  respect  to  a condition  of  xanthelasma  con- 
sisting of  several  patches,  yellowish  in  character, 
on  the  lids  of  each  eye  extending  from  the  eyelid 
about  one  inch  down.  She  told  him  that  nine 
years  before  the  condition  had  been  removed 
with  electric  needle,  and  three  years  later  it  had 
been  removed  with  a knife,  and  two  years 
thereafter  by  scissors.  However,  after  each  of 
said  treatments,  the  condition  had  returned. 

The  physician  undertook  to  treat  the  xanthel- 
asma by  the  use  of  the  application  of  chromic 
acid.  Two  such  treatments  were  administered 
and  after  the  second  a slight  reaction  was  noticed 
on  the  left  eyelid  consisting  of  a pulling  down  of 
the  eyelid  described  as  ectropion. 


A FEW  weeks  ago  our  highest  State  Court,  the 
Tk  Court  of  Appeals,  rendered  a decision  in  an 
important  and  interesting  case  involving  the  at- 
tempt of  a physician,  who  recently  came  here 
from  another  country,  to  become  a licensed  prac- 
titioner of  medicine  in  New  York. 

It  seems  that  the  petitioner,  M.,  had  received  a 
license  from  the  government  of  Austria  to  prac- 
tice medicine  in  1899.  He  had,  it  seems,  gradu- 
ated from  a gymnasium  after  nine  years’  at- 
tendance, after  which  he  took  a five-year  course 
at  the  University  of  Vienna  Medical  School. 
From  1919  to  1938  he  was  head  of  a clinic  and 
laboratory  for  postgraduate  instruction  in 
neurology  and  occupied  the  position  of  director 


A malpractice  action  was  instituted  on  behalf 
of  the  patient  in  which  the  plaintiff  claimed  that 
she  had  been  disfigured  owing  to  the  negligent 
use  of  acid.  On  the  trial  of  the  action,  before  a 
judge  and  a jury,  it  was  the  contention  of  the 
plaintiff  that  the  eyelid  had  been  pulled  down  by 
scar  tissue  as  a result  of  the  defendant  having  im- 
properly permitted  the  acid  to  touch  healthy 
tissue.  It  was  the  position  of  the  defendant  that 
the  patient  had  received  a reaction  which  some- 
times is  unavoidable  with  the  proper  use  of  acid. 
The  plaintiff  failed  upon  the  trial  to  introduce 
sufficient  medical  expert  testimony  to  establish  a 
prima  facie  case  that  the  defendant  had  been 
guilty  of  malpractice  in  treating  the  plaintiff. 
For  that  reason,  the  case  was  dismissed  by  the 
court  on  defendant’s  motion. 


of  that  institution.  Aside  from  teaching, 
M.  was  the  author  of  numerous  scientific 
articles. 

In  1938  he  left  Austria  as  a refugee  and  came 
to  this  country.  In  a few  months  he  declared 
his  intention  to  become  a citizen  of  the  United 
States.  In  1939  he  received  appointment  in 
New  York  as  clinical  professor  of  neurology  at 
a medical  school  and  research  neuropathologist 
at  a hospital.  That  same  year  he  took  and  passed 
an  examination  in  English  given  by  the  Depart- 
ment of  Education,  and  endeavored  to  obtain 
the  right  to  practice  medicine  by  endorsement  of 
his  foreign  license. 

Under  the  provisions  of  the  Education  Law 
three  alternatives  were  open  to  M.  One  of  them 
required  a licensing  examination;  another  was  to 


* Matter  of  M.  v.  Cole — Decided  by  Court  of  Appeals, 
July  29.  1941. 
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seek  endorsement  of  his  foreign  license  “Upon 
satisfactory  evidence  that  the  requirements  for 
the  issuance  of  such  license  were  substantially 
the  equivalent  of  the  requirements  in  force  in 
this  State  when  such  license  was  issued,  and  that 
the  applicant  has  been  in  the  lawful  and  repu- 
table practice  of  his  profession  for  a period  of  not 
less  than  five  years  prior  to  his  making  applica- 
tion for  such  endorsement”;  and  the  third  was 
under  Section  1259  of  the  Education  Law  whereby 
“The  Commissioner  of  Education  may  in  his 
discretion  on  the  approval  of  the  Board  of  Re- 
gents indorse  a license  or  diploma  of  a physician 
from  another  State,  or  country,  provided  the 
applicant  has  met  all  the  preliminary  and  pro- 
fessional qualifications  required  for  earning  a 
license  on  examination  in  this  State,  has  been 
in  reputable  practice  for  a period  of  ten  years, 
and  has  reached  a position  of  conceded  eminence 
and  authority  in  his  profession.” 

M.  chose  the  latter  course  and  attempted  to 
become  licensed  as  a person  who  had  “reached  a 
position  of  conceded  eminence  and  authority  in 
his  profession.”  He  filed  various  letters  of 
recommendation  and  was  accorded  opportunities 
to  be  heard  by  the  Board  of  Regents.  The  Board 
denied  the  application  for  endorsement  of  the 
foreign  license  on  the  grounds  that  M.  had  not 
in  their  opinion  reached  a position  of  conceded 
eminence  and  authority  sufficient  to  entitle  him 
to  the  endorsement. 

The  Austrian  physician  then  instituted  a 
proceeding  in  the  Supreme  Court  to  obtain  an 
order  directing  the  Commissioner  of  Education 
and  the  Board  of  Regents  to  endorse  his  Austrian 
medical  license.  At  Special  Term  the  applica- 
tion was  granted  and  the  respondents  appealed 
to  the  Appellate  Division  of  the  Supreme  Court. 
The  majority  of  that  Court  affirmed  the  ruling  of 
Special  Term  but  there  was  a dissent.  The  re- 
spondents carried  the  matter  to  our  Court  of 
Appeals  which  has  now,  by  a five  to  two  de- 
cision, ordered  a reversal  and  ordered  a dis- 
missal of  the  proceedings. 

That  Court,  in  arriving  at  its  conclusion,  re- 
viewed the  instances  in  the  past  that  Section 
1259  had  been  invoked  to  permit  the  endorsing  of 
licenses  of  persons  of  “eminence  and  authority.” 
It  was  found  to  have  only  been  utilized  four  times 
in  the  past.  In  the  opinion,  the  Court  said  in 
part: 

“In  the  case  at  bar,  after  an  oral  hearing 
and  after  petitioner’s  application  had  been 
before  them  for  consideration  upon  three 
separate  occasions,  appellants  have  come  to  the 
determination  that  the  eminence  of  this  ap- 
plicant does  not  satisfy  the  standard  required 
by  the  statute  as  it  has  been  interpreted  by 
them  in  the  past.  It  is  this  determination 
which  we  are  asked  to  declare  to  be  arbitrary, 
unfair  and  capricious  upon  this  record.  It  is 
our  opinion  that  such  is  not  the  case. 

“It  is  not  claimed  here  by  the  petitioner  nor 
does  the  record  show  that  this  petitioner  is  re- 
sponsible for  any  outstanding  original  con- 
tribution to  any  field  of  medicine.  Thus,  if 
the  eminence  of  petitioner  is  in  any  way  to 
satisfy  the  high  degree  of  eminence  which  has 
been  set  as  a prerequisite  for  the  indorsement 
of  a medical  license,  it  must  be  shown  that  his 
eminence  in  the  field  of  neurology  is  so  great 
that  it  can  be  said  to  be  arbitrary,  unfair  or 


capricious  for  appellants  to  have  refused  to 
make  an  exception  to  the  general  standard  in 
his  case. 

“A  careful  examination  of  the  record  in  the 
case  at  bar  reveals  that  such  is  not  the  case. 
The  record  shows  that  petitioner  has  an  envi- 
able record  as  the  Director  of  the  Neurological 
Institute  at  the  University  of  Vienna  from  1919 
to  1938,  that  he  was  in  active  practice  in 
Vienna  from  1905  to  1938,  and  that  he  has 
published  about  two  hundred  scientific  papers 
and  books  written  in  his  native  German  tongue 
as  well  as  being  accorded  membership  in  the 
American  Neurological  Society.  Upon  his 
enforced  emigration  to  America,  Dr.  M.  has 
continued  his  career  and  has  received  an  ap- 
pointment as  a Clinical  Professor  of  Neurology 
at  A and  as  Research  Neuropathologist  at  the 
B Hospital.  The  letters  from  his  friends, 
former  students,  and  associates  in  the  field  of 
neurology  clearly  show  that  he  has  attained 
their  esteem  and  respect  as  a medical  teacher 
and  practitioner.  This  evidence,  while  it  is 
impressive,  does  not  sustain  the  contention 
that  appellants  must  make  an  exception  to 
their  general  standard  in  Dr.  M.’s  case  because 
their  refusal  to  be  satisfied  that  he  ranks  among 
the  few  outstanding  men  in  his  profession  as 
evidenced  by  universal  recognition  and  out- 
standing appointments  to  positions  of  high 
responsibility  in  this  State  is  arbitrary,  unfair 
or  capricious.  ...  In  the  case  at  bar  neither 
were  appellants  satisfied  that  the  evidence  of 
his  eminence  in  his  profession  introduced  by 
Dr.  M.  proved  that  they  should  make  an  ex- 
ception to  their  general  standard  in  his  case, 
nor  was  this  evidence  so  overwhelming  that  we 
can  say  as  a matter  of  law  that  their  refusal 
to  make  such  an  exception  was  arbitrary,  un- 
fair or  capricious.  It  follows  that  in  the 
case  at  bar  the  refusal  by  appellants  to  indorse 
petitioner’s  medical  license  was  not  an  abuse 
of  their  discretion.  Since  the  Board  of  Regents 
has  determined  that  Dr.  M.  has  not  shown  that 
he  is  of  equal  eminence  with  any  of  the  other 
four  persons  who  have  been  licensed  pursuant 
to  this  Section,  that  determination  is  binding 
upon  us. 

“Petitioner  does  not  allege,  nor  is  there  any 
evidence  to  support  a claim,  that  the  standard 
which  has  been  adopted  by  appellants  is  ar- 
bitrary or  unreasonable.  The  law  is  well 
settled  that  it  is  not  always  necessary  that 
license  legislation  prescribe  a specific  rule  of 
action.  Where  it  is  difficult  or  impractical 
for  the  Legislature  to  lay  down  a definite, 
comprehensive  rule,  a reasonable  amount  of 
discretion  may  be  delegated  to  the  adminis- 
trative officials.  Where  the  administrative 
agency  has  adopted  a standard  as  an  inter- 
pretation of  the  broad  powers  granted  to  it  by 
the  statute,  we  may  declare  such  a standard  in- 
valid only  in  the  event  that  it  is  so  lacking  in 
reason  for  its  promulgation  that  it  is  essentially 
arbitrary. 

“In  view  of  the  liberality  accorded  by  New 
York  State  to  practitioners  of  other  States 
pursuant  to  Sections  51  and  1256  of  the  Educa- 
tion Law,  as  well  as  the  numerous  applications 
made  by  noncitizens  to  practice  medicine  in 
New  York,  the  interpretation  of  the  powers 
confided  to  them  by  the  Legislature  through 
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the  provisions  of  Section  1259  is  not  unreason- 
able. Thus  in  the  case  at  bar,  where  the  Board 
of  Regent  has  interpreted  the  words  ‘conceded 
eminence  and  authority  in  his  profession’  to 
mean  an  outstanding  original  contribution  to 
a certain  field  of  medicine  or  standing  among 


the  first  few  men  of  his  profession  as  evidenced 
by  universal  recognition  and  outstanding  ap- 
pointments to  positions  of  high  responsibility 
in  the  State,  such  interpretation  cannot  be 
said  as  a matter  of  law  to  be  unreasonable  or 
arbitrary.” 


HOSPITALS  AND  NURSES  AIDING  BRITISH  COLLEAGUES 


Physicians  and  nurses  of  the  United  States 
have  quietly  stepped  into  war  relief  work  giving 
benefits,  contributing  money,  offering  their  time 
and  help  in  many  ways,  a report,  recently  made 
by  Mrs.  Coda  Martin  of  The  British  War  Relief 
Society,  discloses.  Mrs.  Martin  is  director  of  the 
Society’s  Medical  Aid  Department  with  head- 
quarters at  730  Fifth  Avenue,  New  York  City. 

Although  most  of  the  activities  to  date  have 
been  in  New  York  City  and  vicinity,  plans  are 
now  under  way  to  launch  a nation-wide  drive 
among  hospitals,  doctors,  and  nurses  for  funds 
to  purchase  supplies  and  equipment  for  800 
voluntary  British  hospitals.  Many  benefits  are 
now  being  arranged  for  the  fall  and  winter 
seasons. 

A large  proportion  of  the  money  collected  to 
date  has  been  raised  through  the  Greater  New 
York  Hospital  Association,  which  in  December, 

1940,  voted  to  give  complete  cooperation  and 
assistance  to  the  B.  W.  R.  S.  through  the  Medical 
Aid  Department  by  raising  funds  in  its  100  mem- 
ber hospitals.  A goal  of  $50,000  was  set. 

James  U.  Norris,  now  president  of  the  Greater 
New  York  Hospital  Association,  was  appointed 
chairman  of  a special  committee  to  organize  the 
personnel  of  the  hospitals  but  in  September, 

1941,  Miss  Mabel  Davies,  superintendent  of 
Beekman  Hospital,  was  appointed  the  new 
chairman.  Serving  on  this  committee  are  the 
following  people:  Dr.  Claude  W.  Munger,  di- 
rector, St.  Luke’s  Hospital;  Mr.  John  F. 
McCormack,  superintendent,  Presbyterian  Hos- 
pital; Dr.  W.  B.  Talbot,  superintendent,  Post- 
Graduate  Hospital;  Mr.  Wm.  B.  Seltzer,  super- 
intendent, Bronx  Hospital;  Dr.  E.  M.  Blue- 
stone,  director,  Montefiore  Hospital;  Rev.  John 


J.  Bingham,  superintendent,  New  York  Catholic 
Charities;  Rev.  C.  O.  Pederson,  superintendent, 
Norwegian-Lutheran  Deaconesses’  Home  and 
Hospital,  Brooklyn;  Mr.  Boris  Fingerhood, 
superintendent,  Israel  Zion  Hospital,  Brooklyn; 
Mr.  John  H.  Olsen,  superintendent,  Richmond 
Memorial  Hospital,  Staten  Island;  Miss  Mabel 
R.  Davies,  superintendent,  Beekman  Hospital; 
Dr.  Joseph  Turner,  director,  Mt.  Sinai  Hospital; 
Miss  Isabel  Byrne,  superintendent  of  nurses  at 
Roosevelt  Hospital  and  president  of  the 
Thirteenth  District  Nursing  Group,  New  York 
City. 

To  date,  16  of  these  hospitals  have  given  bene- 
fits and  raised  a total  of  approximately  $9,000  at 
a cost  of  less  than  1 per  cent.  Others  have 
scheduled  benefits  and  parties  for  the  early  fall. 

Mrs.  Martin  expressed  the  hope  in  her  report 
that  this  winter  voluntary  hospitals  in  other 
cities  all  over  the  United  States  will  also  organize 
to  give  benefits  and  that  the  drive  will  become  a 
national  campaign. 

A number  of  nurses’  homes  and  individual 
nurses  in  Greater  New  York  have  given  benefits 
and  contributions  independent  of  the  efforts  of 
the  voluntary  hospitals.  These  contributions 
total  more  than  $5,000. 

A campaign  has  been  conducted  by  the 
Physicians’  Committee  of  Greater  New  York, 
which  was  formed  in  April,  1941,  by  Mrs.  Martin, 
director  of  the  B.  W.  R.  S.  Medical  Aid  Depart- 
ment. Many  doctors  have  given  outright  con- 
tributions, and  others  have  pledged  certain  sums 
each  month  for  the  duration  of  the  war. 

A similar  committee  for  all  members  of  the 
dental  profession  of  Greater  New  York  is  now 
being  organized. 


JOINT  STATEMENT: 

U.  S.  CIVILIAN  DEFENSE  AND  AMERICAN  RED  CROSS 


According  to  the  joint  statement  issued  by  the 
U.  S.  Director  of  Civilian  Defense  and  the  Chair- 
man of  the  American  National  Red  Cross,  the 
state  and  local  defense  councils  are  the  official 
agencies  responsible  for  the  coordination  of  all 
available  resources  that  may  be  required  for 
civilian  protection  in  the  event  of  belligerent 
action. 

Defense  councils  should,  therefore,  acquaint 
themselves  with  the  resources  of  the  local  Red 
Cross  chapters  in  providing  food,  clothing,  shel- 
ter, nursing  care,  transportation,  and  other  basic 
necessities  and  should  integrate  them  into  the 
comprehensive  local  program. 

Duplication  of  trained  and  experienced  person- 
nel and  of  available  supplies  of  the  Red  Cross 
should  be  avoided  except  where  supplementation 


is  essential  to  meet  the  anticipated  needs  of  the 
community. 

September  18,  1941  George  Baehr,  M.D. 

Chief  Medical  Officer 
Office  of  Civilian  Defense 
In  cooperation  with  the  American  National 
Red  Cross,  the  New  York  State  Health  Pre- 
paredness Commission  is  completing  a survey  of 
the  current  facilities  and  activities  of  the  indi- 
vidual Red  Cross  chapters  in  New  York  State. 
This  information  will  be  placed  in  the  hands  of 
the  chairmen  of  the  defense  councils  and  the 
chairmen  of  the  county  health  preparedness  com- 
mittees to  assist  them  in  planning  full  utilization 
of  the  Red  Cross  facilities  in  the  development  of 
the  Civilian  Defense  Program  in  their  communi- 
ties. 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 
County  News 


Albany:  On  September  24  a membership 

tea  and  a combined  business  meeting  was 
held. 

Cattaraugus:  On  August  5,  1941,  about  35 
guests  assembled  at  the  Olean  House,  Olean. 
Mrs.  Carlton  E.  Wertz,  guest  speaker,  and  Mrs. 
Walter  Rennie,  both  of  Buffalo,  were  present, 
and  a luncheon  was  served  in  the  Colonial  Room 
of  the  hotel.  The  following  officers  were  elected: 
Mrs.  E.  C.  Moore,  Olean,  President;  Mrs.  A.  L. 
Remals,  Olean,  first  vice-president;  Mrs.  R.  L. 
Tschoff,  Gowanda,  second  vice-president;  Mrs. 
R.  F.  Garvey,  Olean,  recording  secretary;  Mrs. 
D.  J.  Maloney,  Olean,  corresponding  secretary; 
and  Mrs.  C.  A.  Greenleaf,  Olean,  treasurer.  On 
September  8,  1941,  a board  meeting  was  held  at 
Olean,  and  the  following  committees  were  named: 
membership — Mrs.  H.  G.  Storner;  program — 
Mrs.  M.  G.  Sheldon;  public  health  and  public 
relations — Mrs.  J.  P.  Kane;  economic — Mrs.  A. 
J.  Lorenzo;  home  and  hospitality — Mrs.  W.  C. 
Goodlett;  press  and  publicity — Mrs.  L.  D. 
Gunn;  historian — Mrs.  R.  C.  Peale;  and  tele- 
phone— Mrs.  N.  P.  Johnson.  Meetings  are  to  be 
held  the  first  Monday  in  October,  December, 
February,  and  April.  On  October  6,  1941,  a 
general  meeting  was  held  at  the  Evergreen  Tea 
Room  at  Great  Valley. 

Erie:  The  auxiliary  began  its  active  fall 
season  with  the  first  executive  board  meeting  on 
September  10,  in  the  board  rooms.  A business 
meeting  was  held  with  a full  quota  of  members 
present.  The  big  project  before  Erie  County 
was  the  Eighth  District  Branch  Meeting  at 
Jamestown  on  October  2.  The  newly  formed 
Chautauqua  Auxiliary  acted  as  hostess  this  day. 
A special  luncheon  was  given  with  the  doctors  and 
their  wives  together  in  joint  meeting.  Mrs. 
George  Adams,  our  own  president,  was  present 
with  a welcome  to  all  Auxiliary  members. 

Fulton:  A business  meeting  was  held  at  the 
home  of  Mrs.  J.  Edward  Grant,  of  Northville, 
and  activities  for  the  fall  and  winter  were  dis- 
cussed. A report  on  the  card  party  at  the 
Adirondack  Inn,  Sacandaga,  in  July  by  the 
Auxiliary  for  Bundles  for  Britain  netted  the 
unit  SI  14.  This  will  be  divided  equally  between 
the  Gloversville  and  Johnstown  branches  of  the 
organization.  The  auxiliary  has  made  it  possible 
for  one  underprivileged  child  to  spend  one  week 
at  the  Fulton  County  Children’s  Camp  this 
summer.  Refreshments  and  a social  time  fol- 
lowed the  business  meeting. 

Herkimer:  The  first  fall  meeting  of  the 
auxiliary  was  held  at  Mrs.  Smith’s  Corner  House 
in  Herkimer,  with  Mrs.  Horace  Morey  presiding. 
Twenty  members  were  present.  The  guest 
speaker  was  Mrs.  Marcus  De Wolfe  who  spoke 
to  the  members  on  India.  Mrs.  De  Wolfe  lived 
there  several  years  and  her  talk  was  both  fasci- 
nating and  instructive,  touching  not  only  on  the 


beauty  and  romance  of  this  distant  country  but 
giving  a clear  and  interesting  resume  of  the 
medical  care  and  hospital  facilities  in  India.  At 
this  meeting  the  members  discussed  the  advisa- 
bility of  meeting  every  month  instead  of  the  six 
meetings  held  last  year.  Everyone  was  in  favor 
of  this  change.  A motion  was  made  that  the 
Bylaws  be  revised  and  that  we  meet  every  month, 
the  alternate  month  to  have  no  guest  speaker  but 
to  serve  as  a sewing  or  knitting  bee  for  the  British 
War  Relief.  It  was  also  unanimously  decided  to 
continue  our  help  with  the  Summer  Camp  at 
Pine  Crest  Sanatorium — a project  that  included 
all  of  Herkimer  County  insofar  that  under- 
privileged children  were  given  the  advantage  of 
a summer  camp  with  trained  counselors,  balanced 
diets,  and  the  chance  to  improve  not  only  physi- 
cally but  mentally  and  socially  as  well.  We  have 
decided  to  make  this  our  pet  activity.  This  year 
we  held  a county-wide  card  party  and  raised 
$70,  with  which  a slide  was  purchased  for  the 
playground.  We  feel  that  these  meetings  will 
bring  us  closer  together;  that  we  will  enjoy  the 
contacts  we  make  and  will  be  more  closely 
united  not  only  as  an  auxiliary  to  the  Medical 
Society  but  as  friends. 

Convention  Notice:  The  Convention  is  to  be 
held  at  the  Waldorf-Astoria,  New  York  City, 
from  April  27  to  30.  The  Convention  Chairman 
of  the  State  Medical  Society  is  Dr.  J.  L.  Bauer, 
984  Bushwick  Avenue,  Brooklyn.  Let  us  all 
mark  these  in  our  datebook. 

Did  you  read  “A  Personal  Inventory”  in  the 
spring  Bulletin ? If  you  did,  let  us  read  it  again. 
“When  we  join  the  Auxiliary,  do  we  think  ‘How 
much  is  there  in  it  for  me?’  or  rather  ‘How  much 
can  I do  through  this  organization  to  promote 
good  health  and  right  feeling  toward  medicine 
in  my  community?’  and  ‘How  much  service  can 
I render?’  Silence  may  have  been  golden  in 
the  days  gone  by,  but  in  these  chaotic  times 
action  may  be  worth  its  weight  in  platinum.  A 
person  may  be  intelligent  but,  if  he  simply  hides 
his  light  under  a bushel,  he  is  no  different  than 
any  other  clod.  As  a part  of  a great  whole,  the 
wives  of  these  fine  medical  men  in  this  country, 
we  must  put  aside  petty  jealousies  and  pet  ideas 
and  work  for  the  accomplishments  that  will  bene- 
fit all  in  the  end.  One  officer  must  continue  on 
with  the  work  of  the  predecessor,  provided  it  is 
a step  forward.  Living  today  and  serving 
through  the  Auxiliary,  are  we  making  our  com- 
munities better  that  each  citizen  of  this  grand 
Democracy  may  have  a finer,  healthier,  happier 
place  in  which  to  live?  We  build  on  the  past  for 
the  future.  Take  stock  of  our  resources,  ma- 
terial and  human,  and  then  create  in  others  the 
will  to  use  what  we  shall  pass  on  to  them.  We 
must  work  diligently,  yet  inconspicuously,  re- 
membering always  that  we  are  just  the  auxiliary 
or  the  aid  to  the  medical  profession.” 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

REVIEWED 


Infantile  Paralysis.  Edited  by  W.  L.  Colze. 
Volume  A40  of  the  International  Bulletin  for 
Economics , Medical  Research , and  Public  Hy- 
giene. Octavo  of  179  pages,  illustrated.  New 
York,  National  Foundation  for  Infantile  Par- 
alysis, Inc.,  1939-1940.  Paper. 

This  small  volume  contains  the  latest  de- 
velopments in  research,  prophylaxis,  and  meth- 
ods of  treatment  of  infantile  paralysis.  It  is 
sponsored  by  the  International  Foundation  for 
Infantile  Paralysis. 

Eminent  authorities  such  as  Drs.  Josephine  B. 
Neal,  W.  Lloyd  Ay  cock,  James  D.  Trask,  Albert 
B.  Sabin,  John  A.  Toomey,  and  authors  from 
European  countries  have  contributed  short, 
terse,  instructive  articles  making  this  report  one 
that  should  be  in  the  hands  of  every  physician  in 
order  that  he  may  have  the  most  up-to-date 
scientific  evaluation  of  the  problem  of  infantile 
paralysis. 

The  individual  articles  have  been  well  chosen, 
and  the  authors  are  qualified  to  speak  with 
authority  in  the  field  they  represent.  One  can- 
not praise  too  highly  a volume  of  this  nature. 

Joseph  L.  Abramson 

The  Doctor  Takes  a Holiday.  An  Auto- 
biographical Fragment.  By  Mary  McKibbin- 
Harper,  M.D.  Octavo  of  349  pages,  illustrated. 
Cedar  Rapids,  Iowa,  The  Torch  Press,  1941. 
Cloth,  $2.50. 

Dr.  McKibbin-Harper,  editor  of  Women  in 
Medicine , official  publication  of  American 
Medical  Women,  among  many  other  trips  made 
a two-year  tour  of  the  world.  This  was  some- 
thing of  a busman’s  vacation.  We  visit  with  the 
doctor,  therefore,  most  of  the  outstanding  points 
of  interest  but  are  brought  into  close  contact 
with  many  of  the  local  medical  problems  and 
conditions.  Because  of  her  official  position  and 
special  interest,  the  author  has  emphasized,  and 
rightly  so,  the  fine  work  done  by  the  many  women 
practicing  medicine  throughout  the  world.  One 
reads  on  page  182  of  “two  hundred  women’s 
hospitals  in  India  staffed  entirely  by  women,  as 
well  as  women’s  wards  in  various  hospitals  over 
India  under  the  care  of  women  doctors.”  The 
chapters  dealing  with  the  Holy  Lands,  India, 
and  China  are  particularly  interesting  and  in- 
structive. Dr.  McKibbin-Harper  has  an  open 
mind  and  a seeing  eye. 

Joseph  Raphael 

Emergency  Surgery.  By  Hamilton  Bailey, 
F.R.C.S.  Fourth  edition.  Octavo  of  944  pages, 
illustrated.  Baltimore,  William  Wood  & Com- 
pany, 1940.  Cloth,  $15. 

Doctor  Bailey’s  fourth  edition  on  Emergency 
Surgery  has  provided  the  reviewer  with  many 
hours  of  interest  and  admiration  on  the  excellent 
manner  in  which  the  work  has  been  presented. 

There  is  reference  to  practically  every  subject 
that  might  be  of  interest  and  aid  to  the  surgeon. 
Included  are  both  the  simple  and  more  difficult 


procedures  presented  in  a concise  manner  which, 
together  with  930  illustrations  including  many 
in  natural  color,  have  made  this  volume  one  of  the 
most  interesting  and  complete  ever  published. 

Ralph  F.  Harloe 

Diagnostic  Procedures  and  Reagents.  Tech- 
nics for  the  Laboratory  Diagnosis  and  Control  of 
the  Communicable  Diseases.  First  edition. 
Octavo  of  353  pages,  illustrated.  New  York, 
American  Public  Health  Association,  1941. 
Cloth,  $2.75. 

This  book,  compiled  by  experts  for  the  Ameri- 
can Public  Health  Association,  makes  a valuable 
addition  to  the  list  of  laboratory  manuals.  The 
material  is  presented  clearly  and  concisely  and 
in  a manner  easy  to  understand.  Although  the 
scope  of  the  work  is  limited  to  communicable 
diseases,  there  is  much  information  applicable 
to  the  diagnosis  of  other  diseases  of  infectious 
nature.  The  book  deserves,  and  almost  cer- 
tainly will  receive,  a warm  welcome  by  workers 
in  public  health  and  hospital  laboratories. 

Alvin  Hollander 

Mental  Disease  and  Social  Welfare.  By 
Horatio  M.  Pollock.  Quarto  of  237  pages,  illus- 
trated. Utica,  State  Hospitals  Press,  1941. 
Cloth,  $2.00. 

This  timely  publication,  dedicated  to  Dr. 
William  J.  Tiffany,  New  York  State  Commis- 
sioner of  Mental  Hygiene,  brings  into  one  volume 
a number  of  outstanding  studies,  largely  of  a 
statistical  and  sociologic  nature,  already  pub- 
lished by  the  author.  Dr.  Pollock  is  uniquely 
qualified  to  write  authoritatively  upon  these 
phases  of  preventive  psychiatry,  psychopatho- 
logic  studies,  and  sociologic  trends,  having 
served  the  New  York  State  Hospital  Commission 
as  statistician  and  editor  since  1911. 

The  contents  include  chapters  on  the  social 
significance,  expectation,  and  outcome  of  mental 
diseases  in  the  United  States;  economic  loss  and 
the  effects  of  the  economic  depression  in  relation 
to  mental  disease;  trends  in  outcome  of  general 
paresis;  recurrence  of  attacks  in  manic-depres- 
siVe  psychoses;  hereditary  and  environmental 
factors  in  the  causation  of  manic-depressive 
psychoses  and  dementia  praecox;  mental  disease 
in  relation  to  environment,  sex,  and  age;  the 
future  of  mental  disease;  what  happens  to  pa- 
tients during  first  year  of  hospital  life;  statistical 
study  of  patients  treated  with  metrazol;  mental 
disease  in  Peru;  use  and  effect  of  alcohol;  thirty 
years  of  alcoholic  mental  disease  in  New  York 
State;  and,  finally,  is  the  paroled  patient  a 
menace  to  the  community?  Each  chapter  com- 
prises a complete  study.  A comprehensive 
bibliography  is  appended.  Numerous  tables  and 
graphs  strikingly  emphasize  the  content. 

No  worker  in  social  welfare,  psychiatry,  mental 
hygiene,  sociology,  public  health,  and  related 
fields  can  afford  to  be  without  this  most  valuable 
[Continued  on  page  2074] 
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# Hematinic  Plastules  provide  ferrous  iron  in  small  soluble  elastic 
capsules — a modern,  convenient  dosage  form.  Where  iron  therapy 
is  indicated,  Hematinic  Plastules  can  usually  be  relied  upon. to  bring 
about  a steady,  rapid  rise  in  hemoglobin.  Their  administration  is  seldom 
complicated  by  gastric  disturbance. 

Hematinic  Plastules  are  an  economical  iron  preparation  especially 
effective  for  the  treatment  of  the  iron  deficiency  anemia  of  pregnancy, 
for  chronic  blood  loss,  or  post -infection  anemia. 

Hematinic  Plastules  are  available  in  two  types,  Plain  or  with  Liver 
Concentrate,  in  bottles  of  50  and  100. 

* REG.  U.  S.  PAT.  OFF. 
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contribution.  It  elucidates  and  points  the  way 
to  a melioristic  resolution  of  very  real  and 
knotty  social  problems  which  demand  more 
public  recognition,  understanding,  and  financial 
support  for  study,  prevention,  and  treatment. 

Frederick  L.  Patry 

Approved  Laboratory  Technic.  Clinical  Patho- 
logical, Bacteriological,  Mycological,  Parasito- 
logical, Serological,  Biochemical,  and  Histo- 
logical. By  John  A.  Kolmer,  M.D.,  and  Fred 
Boerner,  V.M.D.  Third  edition.  Quarto  of  921 
pages,  illustrated.  New  York,  D.  Appleton- 
Century  Company,  1941.  Cloth,  $8.00. 

The  third  edition  of  this  book  is  recommended 
to  the  attention  of  laboratory  workers  and 
practitioners  of  medicine  who  either  do  their 
own  laboratory  work  or  desire  to  keep  abreast 
of  the  new  methods  in  this  field. 

The  book  combines  all  the  excellent  features 
of  the  second  edition  and  includes  besides,  in 
the  form  of  an  appendix,  the  newer  laboratory 
procedures  that  have  warranted  general  clinical 
use.  Such  tests  include  Quick’s  method  of  de- 
termination of  prothrombin,  as  well  as  the 
estimation  of  liver  function  by  the  hippuric  acid 
test  and  a method  for  the  determination  of  thio- 
cyanates in  the  blood,  among  others. 

This  book  has  received  the  approval  of  the 
American  Society  of  Clinical  Pathologists  as  one 
of  standard  methods  and  should  continue  to 
enjoy  the  popularity  that  it  has  had  in  the  past. 

Theo.  J.  Curphey 

A Textbook  of  Clinical  Neurology.  By  J.  M. 
Nielsen,  M.D.  Quarto  of  672  pages,  illus- 
trated. New  York,  Paul  B.  Hoeber,  Inc.,  1941. 
Cloth,  $6.50. 

This  volume  is  an  effort  to  present  a simplified 
“text  of  the  subject  during  the  time  allotted  to 
neurology  in  a general  medical  course”  and  “to 
form  a systematized  groundwork  in  clinical 
neurology.”  In  this  aim  it  succeeds  only  par- 
tially. The  subject  matter  is  well  organized 
but  irregularly  treated.  Undue  emphasis  is 
given  to  some  subjects  and  too  little  to  others. 
The  usual  preliminary  treatment  of  neuro- 
anatomy and  physiology  has,  with  good  sense, 
been  eliminated.  At  the  same  time  the  subject 
matter  reflects  much  personal  experience  with 
the  result  that  it  is  often  refreshing  and  holds 
interest.  The  style  is  conversational  and  avoids 
the  cut-and-dried  style  of  the  formal  textbook. 
This  refreshing  discoursiveness  would  make  for 
greater  appeal  and  usefulness  to  the  student  and 
general  practitioner  were  it  not  for  the  errors 
that  have  crept  into  the  text  and,  it  is  hoped, 
will  be  deleted  from  future  editions.  Numerous 
brief  vignettes  of  special  experience  are  inter- 
spersed through  the  book.  They  are  often  dis- 
concerting and  occasionally  confusing  and,  from 
brevity,  throw  little  light  on  the  problems. 
Many  of  them  could  well  have  been  eliminated. 
The  general  practitioner  and  internist  will  find 
the  book  generally  pleasant  and  useful  reading. 
The  neurologist  will  find  it  meager  for  reference. 
The  volume  is  up  to  date.  Treatment  is  stressed 
throughout. 

The  book  is  handsomely  bound  and  is  a credit 
to  the  excellent  reputation  of  the  publisher.  The 
type  is  unusually  clear  and  readable.  The  illus- 


trations are  excellent,  well  chosen,  appropriate, 
and  well  reproduced. 

I.  S.  Freiman 

A Method  of  Anatomy.  Descriptive  and 
Deductive.  By  J.  C.  Boileau  Grant,  M.C. 
Second  edition.  Quarto  of  794  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1940 
Cloth,  $6.00. 

This  second  edition  is  essentially  the  same  as 
the  first,  with  the  exception  that  several  addi- 
tional chapters  have  been  added  relating  to 
topics  not  discussed  previously.  These  added 
chapters  deal  with  general  descriptions  of  the 
body  systems,  with  some  more  detailed  discus- 
sions of  certain  of  the  skeletal  constructions. 
There  are  approximately  140  more  pages. 

In  addition  to  the  line  drawings  in  the  first 
edition,  there  are  some  more  detailed  repro- 
ductions included  in  this  edition.  In  general, 
this  book  is  a somewhat  elaborated  first  edition. 
It  is  not  an  anatomic  reference  book  but  offers 
an  approach  to  the  study  of  anatomy  which 
makes  this  subject  interesting  and  more  compre- 
hensible than  does  the  average  textbook. 

Walter  H.  Schmitt 

Medical  Diagnosis  and  Symptomatology. 

By  Samuel  A.  Loewenberg,  M.D.  Fifth  edition. 
Quarto  of  1,139  pages,  illustrated.  Philadel- 
phia, F.  A.  Davis  Company,  1941.  Cloth,  $12. 

The  book  is  well  arranged  and  written  in 
simple  style.  Short,  inclusive  paragraphs  sum- 
marize important  features.  New  chapters  in- 
cluding endocrinology,  diseases  of  the  blood- 
making  organs,  diseases  of  the  cardiovascular 
system,  and  the  discussion  on  vitamins  and  vita- 
min deficiency  diseases  constitute  an  important 
addition  to  this  revision.  The  section  on  labora- 
tory procedures  is  adequate  for  the  routine  office 
procedures.  The  book  is  adequately  illustrated 
with  photographic  and  anatomic  reproductions. 
It  serves  its  purpose  as  an  aid  and  a guide  to  the 
examining  physician.  The  section  on  physical 
diagnosis  can  be  of  value  not  only  to  the  physi- 
cian but  to  the  student  as  well.  This  book 
should  become  part  of  the  library  of  every  prac- 
ticing physician. 

Irving  Greenfield 

Accidental  Injuries.  The  Medico-Legal  As- 
pects of  Workmen’s  Compensation  and  Public 
Liability.  By  Henry  H.  Kessler,  M.D.  Sec- 
ond edition.  Octavo  of  803  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1941.  Cloth,  $10. 

This  revised  edition  contains  much  informa- 
tion that  is  of  importance  to  every  physician 
who  practices  industrial  medicine.  It  is  con- 
cerned with  the  physician’s  responsibilities  in 
the  interpretation  of  medicolegal  problems. 
The  differentiation  between  occupational  disease 
and  occupational  accident  is  clearly  made.  The 
chapters  on  traumatic  neuroses  and  rehabilita- 
tion have  been  rewritten.  Much  careful  atten- 
tion has  been  given  to  the  latter.  There  is  a 
short  discussion  of  the  medicolegal  aspects  of 
the  various  types  of  industrial  diseases  and 
industrial  accidents.  Every  physician  on  the 
industrial  panel  should  be  familiar  with  the 
contents  of  this  valuable  contribution. 

Irving  Greenfield 

[Continued  on  page  2076] 
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RIVERLAWN  SANITARIUM 

FOUNDED  1 893 


A conveniently  situated  Sanitarium  offering  complete  facilities  for 
the  treatment  and  care  of  MENTAL  AND  NERVOUS  CASES 
and  ALCOHOLIC  AND  DRUG  ADDICTIONS.  We  extend  full 
cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  MD.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.,  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,M.D.,  Physician-in- Charge 


A New  Course  in  Education 


A new  educational  field  suggested  by  Morton  D. 
Kintisch,  Director  of  the  Albany  Vacation  Service,  is 
arousing  wide-spread  interest  in  the  travel  industry  and 
in  Government  circles. 

A reply  to  the  suggestion  that  colleges  offer  courses 
that  would  prepare  graduates  for  specialized  work,  in 
travel,  was  made  by  the  Supervisor  of  the  Department 
of  Interior,  National  Park  Service,  United  States  Travel 
Bureau.  It  stated  that  the  idea  expressed  concerning  the 
need  for  various  college  courses  devoted  to  training  men 
and  women  for  the  growing  field  of  travel  promotion 
strikes  a very  responsive  chord.  The  Government  has 
long  entertained  thoughts  along  a similar  line. 

The  Supervisor,  J.  L.  Bossemeyer,  intimated  that  the 
Government’s  department  travel  publication  would  de- 
vote pages  to  advancing  the  idea.  In  general,  the  pos- 


sibilities for  studies  for  a “travel  career”  would  cover 
courses  in  subjects  such  as  public  relations,  travel  sales 
methods,  travel  geography,  foreign  exchange,  accounting, 
hotel,  steamship,  bus  and  airplane  travel,  travel  clubs, 
literature,  etc. 

Opportunities  for  the  graduates  of  such  training  would 
be  sufficiently  great  to  make  this  specialized  schooling 
worth  while  for  many  youngsters  who  now  view  with 
dismay  the  overcrowded  professional  fields  today.  In 
addition  few  professions,  if  any,  could  be  more  interest- 
ing. 

As  family  counsellors,  as  well  as  heads  of  families, 
this  new  educational  prospect  should  be  of  interest  to 
physicians.  It  may  possibly  open  new  avenues  of  sug- 
gestions for  starting  many  youngsters  on  a good,  healthy 
and  happy  career. 


BRUNS 

HOME 


WICK 

A Private 
Sanitarium 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  nerv- 
ous disorders. 


Broadway  and  Louden  Avenue  Separate  accommoda- 

AMITYVILLE,  L.  I. — Phone:  1700,  01,  02  tions  for  nervous  and 
N.  Y.  Office— 67  W.  44th  Street  backward  children. 

Tel:  MUrray  Hill  2-8323  Physicians’  treatments 

C.  L.  MARKHAM,  M.D.,  Supt.  rigidly  followed. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician -in- Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


FALKIRK 

• IN  THE  . 

RAHAPOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  ISB9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 
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A Handbook  for  Dissectors.  By  J.  C.  Boileau 
Grant,  and  H.  A.  Cates.  Duodecimo  of  239 
pages.  Baltimore,  Williams  & Wilkins  Com- 
pany, 1940.  Cloth,  $2.50. 

This  dissecting  manual  is  intended  to  be  used 
in  conjunction  with  Grant’s  Method  of  Anatomy. 
it  is  clearly  and  concisely  written  and  describes 
dissection  approaches  to  certain  parts  of  the 
body  which  are  somewhat  of  a departure  from 
the  methods  ordinarily  used. 

Walter  H.  Schmitt 

A Manual  of  Allergy  for  General  Practitioners. 

By  Milton  B.  Cohen,  M.D.  Duodecimo  of 
156  pages.  New  York,  Paul  B.  Hoeber,  Inc., 
1941.  Cloth,  $2.00. 

This  small-sized  book  deals  in  a practical  and 
simple  manner  with  the  broader  aspects  of  allergy 
and  with  many  of  the  allergic  diseases.  It  has 
been  written  primarily  for  the  general  practi- 
tioner as  an  introductory  guide  prior  to  his 
reading  of  the  monographs  and  textbooks  on 
the  subject.  The  author  presents  only  his  own 
point  of  view  and  avoids  discussion  of  the  litera- 
ture and  controversial  questions. 

In  addition  to  chapters  on  diagnosis,  treatment 
of  hay  fever,  asthma,  etc.,  one  finds  excellent 
material  on  the  “life  history  of  an  allergic 
patient”  and  a good  discussion  of  the  changes  in 
growth  and  development  of  allergic  children. 
A review  of  important  allergens  that  may  be 
encountered  is  included.  Urticaria,  angioneu- 
rotic edema,  gastrointestinal  allergy,  and  mi- 
graine are  only  briefly  mentioned. 

Max  Harten 

The  Medical  Aspect  of  Boxing.  By  Ernst 
Jokl,  M.D.  Octavo  of  251  pages,  illustrated. 
Johannesburg,  South  Africa,  the  Author,  Wit- 
watersrand  Technical  College,  Eloff  Street,  1941. 
Cloth. 

The  author  has  gathered  together  and  analyzed 
clinical  and  research  evidence  demonstrating 
the  dangerous  effects  of  blows  received  during 
boxing  on  the  nervous  system  and  also  in  a lesser 
degree  on  the  heart. 

Delayed  sequelae  of  various  types  of  “knock- 
out” are  also  analyzed.  Careful  researches  of 
reported  cases  in  the  literature  and  the  addition 
of  many  personal  experiences  of  the  writer  yield 
a large  number  of  severe  injuries  ranging  from 
paralysis  of  the  serratus  anterior  and  quadriceps 
muscles  through  permanent  injury  to  the  facial 
nerves,  rupture  of  the  pectoralis  major,  arterio- 
venous aneurysm,  hemothorax,  fractures  of  the 
mandible,  concussion  of  the  brain  and  lung,  and 
an  exceedingly  impressive  number  of  fatalities 
from  blows  in  the  ring. 

Regarding  its  value  as  an  exercise,  he  points 
out  that  any  benefits  coming  from  boxing  can 
be  equally  well  achieved  through  other  sports 
that  do  not  constantly  endanger  health  and  the 
efficiency  of  the  central  nervous  system. 

The  author  presents  considerable  evidence  of 
the  brutalizing  influence  of  this  sport  not  only 
upon  the  boxers  themselves  but  upon  the  spec- 
tators. He  makes  a strong  plea  for  the  abolition 
of  boxing  among  members  of  the  air  corps  claim- 
ing that  delayed  results  of  intracranial  injuries 
sustained  during  boxing  have  produced  many 


fatal  accidents  during  subsequent  flights.  In 
all,  through  the  tremendous  amount  of  material 
he  has  gathered  together  and  comprehensively 
presented,  the  reader  is  given  the  impression 
that  boxing  is  anything  but  a “manly  art  of 
self-defense,”  that  as  a sport  it  is  markedly 
inferior  to  many  others,  that  it  has  inherent  in 
it  many  dangers  that  other  sports  lack,  that  it 
is  brutalizing  for  participant  and  spectator  alike, 
and  that  it  is  an  undesirable  form  of  physical 
education. 

Harry  Koster 

Oral  Pathology.  A Histological,  Roentgeno- 
logical, and  Clinical  Study  of  the  Diseases  of 
the  Teeth,  Jaws,  and  Mouth.  By  Kurt  H. 
Thoma,  D.M.D.  Quarto  of  1,306  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Company, 
1941.  Cloth,  $15. 

An  adequate  review  of  this  well-illustrated 
book  of  1,306  pages  in  the  available  space  is 
impossible  not  alone  because  of  size  but  also 
because  of  the  comprehensive  scope  of  the  text. 
It  ably  covers  the  fields  of  heredity  and  endo- 
crinology in  relation  to  the  oral  cavity;  modi- 
fications and  maldevelopments  of  the  face  and 
jaws;  injuries  and  diseases  of  the  teeth,  of  the 
peridental  membrane  of  the  jaws  and  soft  tissues, 
and  of  the  salivary  and  mucous  glands;  and 
all  types  of  tumors.  However,  particular  em- 
phasis might  be  placed  upon  its  value  to  dentists 
and  physicians  alike  both  as  an  office  reference 
volume  and  for  the  thoughtful  study  and  correla- 
tion of  the  joint  problems  of  both  professions. 
In  this  connection  the  recent  action  of  the 
Association  of  Deans  of  Medical  Schools  in  as- 
suming direction,  at  least  in  part,  of  the  educa- 
tion of  the  intern  has  given  impetus  to  the 
correlation  and  cooperation  of  the  specialties  of 
medicine.  Their  requests  for  more  clinicopatho- 
logic  conferences,  as  a specific  example,  have 
made  necessary  increased  library  facilities  in 
the  modern  hospitals.  At  present  there  is  a 
woeful  lack  of  knowledge,  cooperation,  and  co- 
ordination of  dental  information  as  related  to 
the  other  specialties  of  medicine.  This  book 
in  the  hospital  library  and  frequently  used  in  the 
pathologic  conferences  would  go  far  to  correct 
this  deficiency. 

Joseph  J.  Stahl 

Techniques  of  Conception  Control.  By 
Robert  L.  Dickinson,  M.D.,  and  Woodbridge  E. 
Morris,  M.D.  Quarto  of  56  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1941. 
Cloth,  $0.50. 

Whether  the  physician  believes  in  the  control 
of  conception  or  not  is  beside  the  point,  since  it 
is  certain  that  a large  proportion  of  the  public 
do.  Therefore,  the  physician  should  be  equipped 
to  give  advice  and  offer  technics  for  control  of 
conception  or  be  in  a position  to  refer  such 
patients  to  reliable  individuals  or  institutions 
for  advice.  In  either  instance  it  behooves  the 
modern  physician  to  be  “up”  on  his  knowledge 
of  family  planning. 

This  brochure  by  Dickinson  and  Morris  does 
just  this  and  does  it  unusually  well.  The  illus- 
trations are  second  to  none,  and  the  publishers 
are  to  be  congratulated  for  their  well-nigh  perfect 
reproduction  of  them.  We  can,  without  reser- 
[Continued  on  page  20781 
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THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

i A sanitarium  especially  for  invalids,  convalescents,  chronic 
l patients,  post-operative,  special  diets,  and  body  building.  Six 
i acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rales:  $18  fo  $35  Weekly. 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


l HUMANE  IDEAL— A SCIENTIFIC  NECESSITY 

"WIN  ELMS  SYRACUSE,  N.  Y. 

A MODERN  PSYCHIATRIC  HOSPITAL 

llates  for  limited  budgets. 

Personalized  Psycho-therapy  plus  the  Uplift  of  Refined  Living. 
1 Slectro-shock  is  administered  in  selected  cases. 

JGENE  N.  BOUDREAU,  M.D.,  Physician-in-Charge 

1 

( 

CREST  VIE  Wr  =: 

SANITARIUM  gree?nwich 

For  Nervous,  Mildly  Mental,  Digestive  and  Cardiovascu- 
lar cases,  and  special  care  for  ELDERLY  PATIENTS. 
Quiet,  refined,  homelike.  25  miles  from  N.  Y.  City. 
Moderate  rates. 

F.  ST.  CLAIR  HITCHCOCK,  M.D.,  DirtdOT 

275  NORTH  MAPLE  AVE.,  GREENWICH,  CONN. 

“Getting  Our  Minds  Off  Our  Troubles” 


| During  the  trying  period  of  this  emergency,  it  is  es- 
jintial  that  the  American  people  be  kept  reminded  that 
[ ere  is  a need  to  continue  normal  habits  of  recreation 
id  travel.  So  says  the  United  States  Travel  Bureau. 
Faced  as  we  are  with  an  extremely  serious  situation, 
ie  nerves  and  morale  of  the  people  will  not  be  improved 
I ? a continuous  grim  and  unrelentless  attention  to  the 
[roblems  and  troubles  that  confront  the  nation  as  a 
I hole.  It  is  necessary,  states  the  Government  travel 
Ispartment,  to  “get  our  minds  off  our  troubles”  at  in- 
I ;rvals,  and  the  prescription  suggested  is  healthful  rest 
I r exercise  in  the  out-of-doors,  or  by  refreshing  change 
I f scene  that  comes  through  travel. 

A secondary  reason  for  maintaining  these  recreational 
nd  travel  activities  is  for  the  important  contribution 
hat  they  make  to  the  Nation’s  economic  welfare.  Dur- 
lg  the  current  year,  according  to  conservative  estimates, 
be  will  spend  nearly  seven  billion  dollars  on  travel  in 
he  United  States.  This  is  an  important  source  of 
levenue  for  many  types  of  business,  and  it  is  particularly 
valuable  as  a means  of  spreading  to  remote  parts  of  the 
1 ountry  a little  of  the  prosperity  that  is  now  apparent 
'n  metropolitan  areas  but  not  likely  to  be  felt  otherwise 
n these  places. 

These  thoughts  have  been  emphasized  constantly  by 
he  Chief  of  the  United  States  Travel  Bureau,  Mr.  W. 
3ruce  Macnamee.  The  Bureau’s  slogan  for  1941 — 
1 Travel  Strengthens  America ” — has  been  widely  used 
hroughout  the  country. 


In  spite  of  the  fact,  however,  that  the  United  States 
Travel  Bureau  is  the  Federal  Government’s  official 
travel  organization,  it  is  not  at  present,  a defense  agency 
Yet,  those  interested  in  maintaining  travel  and  recrea- 
tion through  the  emergency  had  been  hoping  for  a 
statement  from  one  of  the  key  defense  officials  that  would 
indicate  that  these  officials  hold  the  same  views  regarding 
the  need  for  maintaining  travel  that  the  Government’s 
bureau  holds.  The  longed-for  statement  was  made  last 
month  by  Federal  Security  Administrator  Paul  V.  Mc- 
Nutt, who  also  holds  the  post  of  Defense  Recreation  Co- 
ordinator. In  a signed  article  in  the  August  issue  of  the 
Official  Bulletin  of  the  United  States  Travel  Bureau,  he 
said,  in  part: 

“When  the  national  defense  program  was  initiated  the 
President  and  the  Nation  as  a whole  recognized  that  safe- 
guarding the  Nation  is  not  wholly  a matter  of  guns, 
bombers,  tanks  and  warships.  In  fact,  the  most  signifi- 
cant aspect  of  our  defense  efforts  may  well  prove  to  be 
the  fact  that  the  national  state  of  health,  welfare  and 
recreation,  as  integral  parts  of  the  defense  program,  has 
been  accepted  with  prompt  unanimity.  Travel,  a para- 
mount factor  in  recreational  activity,  is  important  to  na- 
tional health  which  is  vital  to  our  manpower,  defense 
production  and  morale.  Therefore,  the  maintenance  of 
travel  facilities  is  doubly  urgent  at  this  time. 

“The  pleasure  and  relaxation  of  travel  will  do  a great 
deal  toward  bringing  about  a national  unity  which  is 
essential  to  our  defense  program.  Furthermore,  we  are 
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ONE  MINUTE 

MAY  SPELL  “PROFIT” 

SEE  PAGE  2081 

for  "CLASSIFIED"  opportunities 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates  — Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


LOUDEN-KNICKERBOCKER  HALL1* 

81  LOUDEN  AVENUE  Tel.  Amity viUe  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 
Full  inf  or  motion  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 
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vation,  recommend  this  brochure  to  practitioner, 
teacher,  and  student. 

Harvey  B.  Matthews 

A History  of  Medicine.  By  Arturo  Castig- 
lioni,  M.D.  Translated  from  the  Italian  and 
edited  by  E.  B.  Krumbhaar,  M.D.  Octavo  of 
1,013  pages,  illustrated.  New  York,  Alfred  A. 
Knopf,  1941.  Cloth,  $8.50. 

The  first  edition  of  this  excellent  work  was 
published  at  Milan  in  1927,  a French  translation 
of  the  book  appeared  in  Paris  in  1931,  and  now 
we  are  presented  with  an  English  version.  The 
present  edition  represents  virtually  a new  work, 
having  been  amplified  and  brought  up  to  date 
by  Professor  Castiglioni  and  Dr.  E.  B.  Krumb- 
haar, who  translated  and  edited  the  book.  The 
book  is  extremely  well  printed,  serviceably  bound 
in  handsome  blue  cloth,  and  illustrated  with 
443  extremely  well-chosen  pictures. 

The  text  of  the  book  is  no  less  excellent  than 
the  dress  in  which  it  appears.  Castiglioni’s 
History  of  Medicine  is  at  present  the  best  single- 
volume history  of  medicine  available  in  the 
English  language.  As  the  author  of  some 
twelve  volumes  on  the  history  of  medicine  and 
as  a frequent  contributor  to  the  journals  devoted 
to  medical  history,  Professor  Castiglioni’s  quali- 
fications for  writing  such  a history  of  medicine 
are  unquestionably  excellent.  Although  the 
book  is  exceedingly  exhaustive,  the  author’s 
happy  felicity  of  style  makes  it  a work  that  can 
be  read  continuously  from  cover  to  cover. 

The  scope  of  the  book  may  be  gathered  from 
the  titles  of  some  of  its  twenty  chapters.  Medi- 
cal Thought  in  Its  Historical  Evolution;  The 
Origin  of  Medicine  in  Prehistory  and  in  Primitive 
Peoples;  Mesopotamian  Medicine,  Magic  and 
Priestly  Medicine;  Old  Egyptian  Medicine; 
Priestly  Medicine;  Origins  of  the  Philosophic 
Concept;  The  Medicine  of  the  People  of  Israel; 
Theurgic  Medicine;  Canonical  Codifications  of 
Sanitary  Laws;  The  Medicine  of  Ancient  Persia 
and  India;  Far  Eastern  Medicine;  The  Medi- 
cine of  Ancient  Greece;  The-  Golden  Age  of 
Greek  Medicine;  Roman  Medicine;  The  De- 
cadence of  Medical  Science;  Arabian  Medicine; 
Medicine  in  the  Later  Middle  Ages;  The 
Renaissance;  The  Seventeenth  Century;  The 
Eighteenth  Century;  The  Nineteenth  Century; 
and  The  Twentieth  Century. 

The  book  is  supplied  with  a very  good  bibliog- 
raphy of  44  pages,  an  index  of  names,  an  index 
of  subjects,  and  a table  illustrating  the  rise  of 
medical  faculties.  As  a work  that  may  be  read 
with  pleasure  and  also  used  with  equal  facility 
as  a book  of  reference,  it  is  highly  recommended. 

George  Rosen 

Arthritis  and  Allied  Conditions.  By  Bernard 
I.  Comroe,  M.D.  Second  edition.  Octavo  of 
878  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1941.  Cloth,  $9.00. 

This  second  edition  of  Dr.  Comroe’s  work  on 
arthritis,  appearing  as  it  does  so  soon  after  the 
first  edition,  attests  to  its  reception  by  the 
medical  profession.  The  book  has  been  largely 
rewritten  but  the  general  plan  is  unchanged. 

It  is  larger  by  more  than  100  pages.  The  com- 
pleteness almost  disturbs  one,  as  even  the  pre- 
vailing hotel  and  treatment  prices  at  the  various 


spas  are  given.  If  it  were  not  for  the  wonderful 
analysis  and  therapy  of  the  text,  it  might  suggest 
a Baedeker  on  arthritis.  This  book  should  be 
of  value  to  every  physician. 

Jaques  C.  Rushmore 

Chemical  Warfare.  By  Curt  Wachtel.  Oc- 
tavo of  312  pages.  Brooklyn,  Chemical  Pub- 
lishing Company,  1941.  Cloth,  $4.00. 

The  author  is  an  internationally  known 
chemist  on  industrial  chemical  poisons  and 
chemical  warfare  agents.  Most  of  the  authors 
on  chemical  warfare  agents  are  military  chemists 
and  almost  without  exception  leave  the  impres- 
sion that  no  new  war  gas  combinations  are  to 
be  expected.  This  volume  corrects  that  impres- 
sion that  has  all  along  been  difficult  for  the 
nonmilitary  physician  interested  in  civil  defense 
to  accept,  since  it  is  well  known  that  progress 
is  being  made  in  industrial  and  forestry  chemical 
poisons. 

The  technical  and  pathologic  descriptions  are 
somewhat  condensed,  but  clarity  has  not  been 
sacrificed.  The  psychologic,  historical,  and 
economic  aspects  of  chemical  warfare  agents  are 
more  inclusive  than  the  average  treatise  and 
make  interesting  reading. 

This  volume  is  timely  and  will  be  a valuable 
aid  to  those  assigned  to  duty  with  the  Chemical 
Warfare  Services. 

Carl  W.  Lupo 

The  Family  Doctor’s  Notebook.  By  I.  J. 

Wolf,  M.D.  Octavo  of  315  pages.  New  York, 
Fortuny’s,  1940.  Cloth,  $2.00. 

Dr.  Wolf  writes  briefly  about  his  fife  and  de- 
votes the  greater  part  of  his  book  to  sections  on 
physician  and  patient,  topics  of  the  day,  and 
quo  vadis ? The  latter  contains  a chapter  on  the 
patient  and  religion.  The  style  is  rambling  and 
the  literary  merit  of  the  volume  is  scant.  It 
will  probably  have  a small  audience  but  the 
comments  of  the  author  on  medical  problems 
are  sensible  and  often  interesting. 

Milton  Plotz 

Physical  Medicine.  The  Employment  of 
Physical  Agents  for  Diagnosis  and  Therapy. 

By  Frank  H.  Krusen,  M.D.  Octavo  of  846 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1941.  Cloth,  $10. 

The  scope  of  physical  therapy  is  now  such  that 
it  is  difficult  to  include  a comprehensive  coverage 
of  the  subject  in  a single  volume.  Dr.  Krusen 
has  attempted  to  do  this  and  has  accomplished 
his  purpose  in  a most  creditable  manner.  He 
has  also  achieved  an  unusual  degree  of  clarity 
throughout  the  text  and  has  avoided  the  more 
involved  aspects  of  advanced  physics.  A feature 
of  particular  interest  is  attention  to  simplified 
apparatus  that  makes  physical  treatment  more 
readily  available  to  the  average  practitioner. 
Considerable  thought  is  given  to  the  practical 
application  of  the  methods  under  discussion, 
with  adequate  detail  of  technic,  indications,  and 
contraindications.  A conservative  view  may 
be  noted  throughout  the  text,  which  emphasizes 
the  obvious  sincerity  of  the  writer.  The  book 
is  well  written,  clearly  printed,  and  profusely 
illustrated  and  may  well  be  considered  an  out- 
standing contribution  to  the  literature. 

Jerome  Weiss 
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MCKINNEY’S 


SANITARIUM 


for  ELDERLY  PEOPLE, 

CONVALESCENTS  and 
CHRONIC  INVALIDS. 

105  BRUCE  AVE.,  YONKERS,  NEW  YORK 


Under  medical  supervision, 
tender  and  devoted  care  in 
an  atmosphere  unusually  home- 
like. Expert  dietetic  and 
nursing  service.  Full  coop- 
eration with  patient's  personal 
physician. 


YONKERS— 3265 


J 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  4-1143 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 

Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 
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committed  to  the  sound  policy  that  leisure  must  com- 
plement labor.  That  commitment  entails  an  obligation 
to  see  that  hours  off  duty  can  also  be  well  spent. 

“More  than  half  of  the  population  of  the  United  States 
— over  60  million  people — travel  for  pleasure  and  rec- 
| reation  each  year.  The  national  emergency  which  has 
ii  been  accompanied  by  increased  wage  scales  and  overtime 
| pay,  has  accelerated  their  travel  pursuits.  In  a vast  wave 
i they  spread  over  the  Nation,  and  they  come  in  contact 
! with  new  people,  new  conditions,  new  scenes  which  per- 
manently influence  their  thinking  and  their  activities  on 
social  and  economic  problems  affecting  the  people  as  a 
whole.  They  spend  large  sums  of  money  each  year. 
In  1940,  their  total  expenditure  was  over  $6,000,000,000. 
i That  money  provides  funds  for  defense  purposes. 

“Summing  up,  their  visits  and  their  expenditures  in 
| turn  profoundly  effect  the  areas  to  which  and  through 
which  they  travel.  Thus,  national  unity  is  engendered. 


“Travel — the  common  activity  of  a majority  of  the 
people — is  one  of  the  major  sources  from  which  the  Na- 
tion obtains  much  of  its  strength  and  creativeness.” 

This  is  a significant  statement  by  a man  empowered 
by  the  President  to  coordinate  the  Nation’s  health,  wel- 
fare and  recreation  during  the  emergency  and  it  is  im- 
portant to  everyone  dealing  with  travel.  Here  we  may 
include  the  medical  profession,  too,  for  travel  is  still 
prescribed  for  many  persons  in  ill  health. 

Perhaps  many  have  hesitated  to  plan  any  extensive 
traveling  during  1942 — for  such  the  reassuring  remarks 
made  by  Mr.  McNutt  may  prove  beneficial.  There  is 
little  prospect  that  there  will  be  any  curtailment  of 
travel  during  the  coming  months.  If  anything,  it 
should  increase  greatly  with  thousands  of  families  prob- 
ably planning  now  to  spend  vacations  on  trips  to  see 
their  boys  in  the  various  camps  throughout  the  country- 


SUmumtluH- 

THE  PHYSICIANS’  HOME 


THIS  FORM  MAY  BE  USED  AS  A CLAUSE  IN,  OR  A CODICIL  TO  YOUR  WILL : 


“I  give  and  bequeath  to  the  Physicians’  Home, 
Incorporated  in  the  State  of  New  York,  June 

4,  1919,  the  sum  of dollars,” 

to  be  used  by  the  Board  of  Directors  as  it 
deems  best  to  maintain  and  continue  the  pur' 
pose  and  activities  of  the  Physicians'  Home. 


MAKE  CHECKS  PAYABLE  TO: 

PHYSICIANS’  HOME  • 52  East  66th  Street,  New  York  City 
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SCHOOLS 


CAPABLE  ASSISTANTS 

CALL  our  free  placement  service.  Paine  Hall 
graduates  are  girls  of  character,  intelli- 
gence, appearance;  qualified  for  office  or 
laboratory  work;  trained  in  haematology,  blood 
chemistry,  urinalysis,  clinical  pathology,  office 
machines,  medical  stenography,  bookkeeping. 
Address  C.  R.  Porter,  Principal. 


101  West  31st  Street,  New  York 
BRyant  9-2831 

Licensed  by  the  State  of  New  York 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 


Thorough  Clinical  Laboratory  course  incli| 
Basal  Metabolism  9 months.  X-Ray  and  El1 
cardiography  3 months.  Graduates  in  den 
Established  23  years. 

Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technolog) 

3422  E.  Lake  St.,  Minneapolis,  j 


PROFESSIONAL  tx 

ECONOMICS  ...  AN  ETHICAL,  I 

PRACTICAL  PLAN  FOR  BETTERING  YOUR 
INCOME  FROM  PROFESSIONAL  SERVICES. 

Send  card  or  prescription  blank  for  details. 

CRANE  DISCOUNT  CORPORATION 

Representatives  throughout  U.  S.  and  Canada 

30  W.  41st  St.,  N.  Y.  City  LOngacre  5-2943 


COMPULSORY 
HEALTH  INSURANCE  AND 
DISEASE  CONTROL 

By  FREDERICK  L.  HOFFMAN,  LL.D. 

40  pages 
Price  1 0 cents 
(Special  Prices  in  Quantity) 

Public  Relations  Bureau 
Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue,  New  York,  N.  Y. 


THE  NEW  WAR’S  NEWEST  MEDICAL  PROBLEM 


Practically  every  war,  since  gun  powder  replaced  hand- 
propelled  projectiles,  has  presented  the  medical  profes- 
sion with  some  new  type  of  case.  The  present  conflict 
is  no  exception. 

In  World  War  I there  were  gassed  cases,  shell-shock, 
trench  fever  and  some  others.  Among  civilian  non- 
combatants,  influenza  struck  to  overtax  already  heavily 
burdened  physicians  on  the  home  front  and  surgery 
found  its  problem  in  reconstructing  disfigured  casualties. 

World  War  II,  has  not  as  yet  presented  such  an  array 
of  new  medical  problems,  but  it  has  created  a case  that 
no  conflict  in  the  past  was  base  enough  to  produce — the 
child  victim  of  bombings. 

In  England,  the  greatest  sufferer  so  far  of  air  raids, 
injuries  to  children  have  been  considerable  but  even 


larger  numbers  have  been  “bomb-shocked”  casualty 
Here  then,  arose  an  entirely  new  problem  for  medii 
science  to  meet.  In  addition  to  the  customary  difficul 
of  treating  infants  and  the  youngest  children,  the  medi( 
profession  of  England  had  to  devise  methods  of  treatme 
similar  to  those  used  in  adult  nervous  cases,  but  modifii 
to  a child’s  physical  and  mental  capacity. 

“Bomb-shock”  made  its  first  appearance  amoi 
London  children  during  the  first  air-raids  last  fall.  Tl 
usual  symptoms  were  loss  of  normal  equilibrium,  i: 
ability  to  walk  entirely,  extreme  nervous  tension  ar 
uncontrollable  sobbing  when  air-raid  signals  sound© 
Other  cities  severely  bombarded  had  similar  cases  amoi 
children  under  five  years  of  age. 

Medical  veterans  of  the  first  World  War  have  d 
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ELIXIR  BROMAURATE 

IS  GIVING  EXCELLENT  RESULTS 


IN  WHOOPING  COUGH 


Shortens  the  duration  of  the  cough,  relieves  the  distressing  spasms  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSIST- 
ENT COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  Teaspoonful  every  3 to  4 hours 

GOLD  PHARMACAL  CO.,  New  York 
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Classified  Index  of  Service  and  Sunn 

a a 


Classified  Rates 

Rates  per  line  per  insertion: 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of  First 
and  by  the  5th  for  issue  of  Fifteenth 


WANTED  POSITION 


Wanted  position,  Registered  New  York  Physician,  gentile  bachelor. 
Captain  in  last  War,  Hospital  and  Clinic  experience  foreign — 
native  born.  X.L.M.  Box  1700,  N.  Y.  State.  Jr.  Med. 


USED  EQUIPMENT  FOR  SALE  & RENT 


Largest  selection  used  physicians  equipment,  short  wave  machine 
lamps  and  instruments — Sklar  Rotary.  Fox  Physicians  Equip- 
ment Exchange,  990  Broadway,  Brooklyn,  Glenmore,  2-2350. 


SUPERIOR  PERSONNEL 

Assistants  and  executives  in  all  fields  of  medicine— young 
physicians,  department  heads,  nurses,  staff  personnel,  secre- 
taries, anaesthetists,  dietitians  and  technicians. 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 

SCHOOL  OF  LANGUAGES 

Social  and  Professional  Prestige  through  Good  Diction,  Precise 
Accent  in  English  or  Spanish,  French,  German,  etc.  FREE  Trial. 
BARBIZON  SCHOOL 

Vocabulary — Accent  Specialists,  20  East  57th  St.,  EL.  5-2783. 
SANITARIUM  FOR  SALE 

Sanitarium  established  18  years  specializing  in  dietetics  for 
those  taking  the  Saratoga  Springs  Rest  Cure.  Clientele  primarily 
obtained  through  medical  recommendations.  Basic  rates  $35.00- 
$50.00  weekly.  Twenty  guests  comfortably  accommodated. 

M.  L.  Halligan,  R.N.  “Viasana”  Saratoga  Springs 

PATENT  ATTORNEY 

Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  6-J 
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helpful  material  were  obtained  from  America  through 
the  aid  of  the  British  War  Relief  Society,  and  a practical 
form  of  treatment  was  devised  by  the  medical  authorities. 

This  treatment,  following  somewhat  the  pattern  used 
by  hospitals  and  sanitariums  in  adult  nervous  cases, 
consists  of  rest,  controlled  exercises,  attention  of  skilled 
doctors  and  nurses,  and  a friendly  environment.  The 
chief  therapy  employed  comprises  re-educating  the  child 
in  the  normal  behavior  of  the  body.  This  is  usually  done 
by  having  the  little  patients  walk  along  wooden  rails 
placed  slightly  above  the  floor  and  having  them  climb 
ladder-like  devices. 

Toys,  too,  have  an  important  place  in  the  treatment. 
Hobby  horses,  rocking  animals,  and  table  games  which 
require  coordination  of  brain  and  hands  are  some  of  the 
devices  most  commonly  used.  Reports  state  that  the 
children  generally  recover  rapidly  under  the  regime  and 
seldom  show  symptoms  of  relapse. 


It  is  the  physician's  duty,  when  the  occasion  requires,  to  recommend  a Funeral  Director  who  is 
ethical — yet  reasonable  in  price.  You  may  have  full  confidence  in  our  service. 

Long  Island  RIVERSIDE  MEMORIAL  CHAPEL  Westchester  County 

Far  Rodcaway  7-7100  76th  St.  & Amsterdam  Ave.,  N.  Y.  Hlllaart  3535 

Endicott  2-6600 


II  dared  that  “bomb-shock”  of  this  war  differs  widely  from 
the  “shell-shock”  cases  of  the  last.  Shell-shock  was 
common  among  soldiers  of  all  armies  of  1914-1918,  and 
I has  been  diagnosed  as  a psychological  “escape”  mecha- 
nism which  resulted  in  varying  types  and  degrees  of  ner- 
j vous  condition.  Modern  bomb-shock,  however,  rarely 
i appears  among  adults.  Medical  authorities  explain  this 
in  that  having  a physical  rather  than  a psychological 
, basis,  it  has  less  effect  on  the  stronger  constitutions  of 
adults. 

The  first  cases  of  “bomb-shocked”  babies  found  British 
1 medical  facilities  already  over-taxed  by  the  war.  Many 
1 hospitals  and  nursing  homes  had  been  destroyed.  Places 
f that  might  have  been  used  were  in  the  air-raid  zones, 
far  from  ideal  for  treating  bomb-shocked  patients. 

The  first  step  taken  was  to  convert  country  homes  into 
refuges  and  rehabilitation  centers;  the  second,  to  enlist 
the  services  of  doctors  and  nurses.  Clothes  and  other 
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An  Effective 
Medicinal  Weapon 

Mild  pathological  depressions  may  accom- 
pany a variety  of  clinical  syndromes.  In 
addition  to  prescribing  whatever  forms  of 
therapy  are  indicated  for  the  individual  con- 
dition, it  may  also  be  advisable  to  treat  the 
underlying  or  concomitant  depression. 

If,  in  the  judgment  of  the  physician,  treatment 
of  this  depression  appears  advisable,  the  ad- 
ministration of  Benzedrine  Sulfate  Tablets  will 
often  prove  useful.  In  depressive  psychopathic 
cases  the  patient  should  be  institutionalized. 

Benzedrine  Sulfate  Tablets  offer  “a  therapeu- 
tic rationale  which,  in  its  very  efficiency,  cuts 
across  the  old  categories”.  (Parker,  M.  M. 
— J.  Abnorm.  & Soc.  Psych.,  34:465,  1939) 


Benzedrine 

Sulfate 

Tablets 


Brand  of  amphetamine  sulfate 


Initial  dosage  should  be  small,  2.5  to  5 mg.  If  there  is 
no  effect  this  should  be  increased  progressively.  “Nor- 
mal Dosage”  is  from  5 to  20  mg.  daily,  administered 
in  one  or  two  doses  before  noon. 

Benzedrine  Sulfate  Tablets  are  now  manufactured  in  two 
sizes.  In  writing  prescriptions  please  be  sure  to  specify  the 
tablet-size  desired , either  5 mg.  or  10  mg. 


SMITH , 


KLINE  & FRENCH 


LABORATORIES , PHILADELPHIA , PA. 


100  YEARS  OF  SERVICE  TO 


THE  MEDICAL  PROFESSION 
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and  the.  THERAPEUTIC  VALUE 
o/  INCREASED  BILIARY  FLOW 

aN  THE  treatment  of  chronic  cholecystitis,  noncalculous  cholangitis,  and  biliary 
engorgement,  an  increase  in  the  quantity  and  rate  of  bile  flow  washes  out  inspis- 
sated, stagnant  accumulations.  Nidi  of  infection,  if  present,  are  also  removed. 

Decholin,  chemically  pure  dehydrocholic(triketocholanic)acid,  through  its  chol- 
eretic action  increases  secretion  of  bile  by  the  liver  cells  as  much  as  200  per  cent, 
and  enhances  gallbladder  evacuation.  Thus  drainage  from  the  entire  tract  is  encour- 
aged, leading  to  relief  from  the  associated  subjective  discomfort  and  usually  to 
objective  improvement.  Decholin  is  also  employed  in  biliary  dyskinesia  and  for  the 
removal  of  common  duct  stones  overlooked  at  surgery.  It  is  contraindicated  in  total 
obstruction  of  the  common  or  hepatic  bile  duct. 

Physicians  are  invited  to  request  the  third  edition  of  "Biliary  Tract  Disturb- 
ances," which  discusses  in  detail  the  wide  therapeutic  applicability  of  Decholin. 

Riedel-de  Haen,  Inc. 


105  HUDSON  STREET 


NEW  YORK,  N.  Y. 


A Dry,  Instantaneous 


TEST  FOR  DETECTING  URINE  SUGAR 

No  test  tubes,  pipettes,  or  heating  required.  One 
drop  of  urine  on  a little  Galatest  powder  is  all  that  is 
necessary  to  detect  the  absence  or  presence  of  sugar. 

Write  for  particulars: 


■ . '• 


The  Denver  Chemical  Mfg.  Company  • 163  Varick  Street,  N.  Y. 
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I V EFFECTIVE  ANTISPASMODIC 

RATROBARB  No.  3 

Phenobarbital  Sodium  1/2  Gr.  Atropine  Sulphate  1/sooGr. 


laboratories,  INC.  auburn,  n.  y. 
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A-B-M-C  Ointment*  relieves  arthritic 
pain  because  of  its  local  action  in  in- 
creasing the  blood  supply  to  the  affected 
part  by  dilatation  of  the  arterioles  and  capillaries. 

In  88  percent  of  96  patients  studied,  A-B-M-C 
Ointment  provided  relief  from  pain  without  any 
untoward  effects  when  used  as  directed.  No  urticaria 
was  produced  in  any  case.f 

A-B-M-C  Ointment  is  spread,  without  rubbing,  on 
the  affected  part  and  heat  is  applied  for  20  minutes. 

Supplied  in  1 -ounce  tubes 

tArchives  of  Physical  Therapy,  21,  12  (Jan.),  1940. 

*A-B-M-C  Ointment  is  a trademark  of  John  Wyeth  & Brother, 
Incorporated,  for  its  brand  of  ointment  containing  Acetyl-fl-Methyl- 
choline  Chloride  0.25%,  menthol,  thymol,  eucalyptol  and  methyl 
salicylate  in  an  emollient  base. 


SAMPLES  AND  LITERATURE  ON  REQUEST 


. . t/ie 

ARTHRITIC  PATIENT 


JOHN  WYETH  & BROTHER,  INC.,  PHILADELPHIA,  PA. 


Say  you  saw  It  to  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

292  MADISON  AVENUE,  NEW  YORK  CITY,  MURRAY  HILL  3-9841 


PRESIDENTS,  DISTRICT  BRANCHES 


First  District 

Alexander  N.  Selman,  M.D.,  Spring  Valley 
Second  District 

Burdge  P.  MacLean,  Huntington 
Third  District 

Mahlon  H.  Atkinson,  M.D.,  Catskill 
Fourth  District 

W.  Warriner  Woodruff,  M.D.,  Saranac  Lake 


Fifth  District 

Fred  C.  Sabin,  M.D.,  Little  Falls 
Sixth  District 

George  M.  Mackenzie,  M.D.,  Cooperstown 
Seventh  District 

Frederick  W.  Lester,  M.D.,  Seneca  Falls 
Eighth  District 

Leon  J.  Leahy,  M.D.,  Buffalo 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


i 


Publication  Committee 


Thomas  M.  Brennan,  M.D. 
Kirby  Dwight,  M.D. 


Peter  Irving,  M.D. 


Dwight  Anderson,  LL.B. 
Laurance  D.  Redway,  M.D. 


LEGAL  DEPARTMENT 


Counsel  . . . Lorenz  J.  Brosnan,  Esq.  Attorney  . . . Thomas  H.  Clearwater,  Esq. 

30  Broad  Street,  New  York.  Telephone:  HAnover  2-0670 


AUTHORIZED  INDEMNITY  REPRESENTATIVE 
Harry  F.  Wanvig,  70  Pine  St.,  New  York.  Telephone:  DIgby  4-7117 


EXECUTIVE  OFFICER 

Joseph  S.  Lawrence,  M.D.,  100  State  St.,  Albany.  Telephone:  4-4214 

DIRECTOR,  BUREAU  OF  WORKMEN’S  COMPENSATION 
David  J.  Kaliski,  M.D.,  292  Madison  Ave.,  New  York.  Telephone:  MUrray  Hill  3-9841 

DIRECTOR,  PUBLIC  RELATIONS  BUREAU 

Dwight  Anderson,  LL.B.,  292  Madison  Ave.,  New  York.  Telephone:  MUrray  Hill  3-9847 


Wintry  weather  brings  with  it  the  usual  prevalence  of 
throat  affections. 

Thantis  Lozenges,  H.  W.  & D.,  were  developed  for 
medical  use  in  the  treatment  of  throat  soreness  and  irri- 
tation and  following  tonsillectomy.  They  dissolve 
slowly,  permitting  prolonged  throat  medication. 


are  convenient  and  economical. 
They  are  antiseptic  and  anesthetic 
for  the  mucous  membranes  of  the 
throat  and  mouth. 

Thantis  Lozenges  contain 
Merodicein,  H.  W.  & D.,  1/8 
grain,  and  Saligenin,  H.  W.  & D., 
1 grain.  They  are  supplied  in 
vials  of  1 2 lozenges  each. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 
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ERTRON 
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• In  every  report  on  Ertron-treated  arthritis  cases 
appearing  in  leading  medical  journals,  the  success  of 
this  therapy  has  been  demonstrated  and  established. 

Of  importance  also  is  the  safety  of  Ertron  when 
used  in  adequate  dosage.  The  most  recent  reports*, 
covering  over  300  cases,  states: 

ff.  . . symptoms  of  toxicity  have  never  occurred 
in  any  of  our  patients  who  received  Ertron...” 


This  safety  factor  allows  you  to  Ertronize  your  arth- 
ritic patients,  and  to  maintain  a high  dosage  over  a 
sufficiently  long  period  to  obtain  maximum  results. 


*FarIey,  R.  T.,  Spierling,  H.  F.  and  Kraines, 
S.  H„  Indus.  Med.  (Aug.)  1941. 


ERTRON  is  supplied  in  bottles  of 
50  and  100  capsules. 

Products  of  Nutrition  Research  Laboratories 
are  promoted  only  through  the  medical  prof ession. 


NUTRITION  RESEARCH  LABORATORIES 

4210  Peterson  Avenue  Chicago,  Illinois 
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WHAT  IT  MEANS  TO  BE  A DOCTOR 


By  Dwight  Anderson 


Southern  Medicine  and  Sursery: 

“A  valid  argument  against  state  medicine.” 

Bulletin  of  the  Medical  Society  of  the  County  of  Kings  (N.  Y.): 

“A  copy  in  the  waiting  room  of  every  physician  might  do  a 
great  deal  toward  informing  the  public.” 

Southwestern  Medicine: 

“This  is  one  of  the  most  interesting  little  volumes  it  has 
been  our  pleasure  to  come  across  in  our  browsings  through  the 
printed  word.  ...  It  is  a well  conceived,  well  written  piece  of 
work.” 


Butte  (Mont.)  Standard: 

“Requires  only  a few  minutes  for  the  reading,  but  it  has 
great  i mportance.  ’ ’ 

Cincinnati  (Ohio)  Enquirer: 

“The  book  affords  a wealth  of  information  to  the  prospective 
medical  student  as  to  what  he  may  expect  in  his  training  and 
practice.” 

Scranton  (Pa.)  Catholic  Light: 

“This  splendid  narrative  brings  home  to  the  reader  in  the 
most  forceful  manner  it  has  ever  been  done,  in  this  reviewer’s 
experience,  ‘What  It  Means  to  Be  a Doctor.’  ” 


96  pages.  Price — Cloth  75i. 
PUBLIC  RELATIONS  BUREAU 


Medical  Society  of  the  State  of  New  York 

292  Madison  Ave.  New  York,  N.  Y. 
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PHILADELPHIA,  PA. 


A-B-M-C  OINTMENTt  j ounce  tubes 

Contains  acetyl-beta-methylcholine  chloride  0.25%.  Rubefacient  counter-irritant 
indicated  in  the  relief  of  arthritic  pain.  Applied  with  heat  to  affected  area. 

Spread,  without  rubbing,  a thin  film  of  A-B-M-C  Ointment  over  the  affected  part  and  apply 
heat  for  20  minutes  to  produce  a slight  redness. 


ALULOTION*  AMMONIATED  MERCURY  with  KAOLIN 

% ounce  and  3 ounce  bottles 

Germicidal  drying  lotion.  Indicated  in  impetigo  contagiosa. 

IMPETIGO  CONTAGIOSA:  Before  starting  treatment  with  Alulotion  Ammoniated  Mercury 
with  Kaolin,  remove  loose  crust  by  washing  with  soap  and  warm  water.  Do  not  pull 
off  crusts  forcibly.  Removal  of  crust  will  be  followed  by  oozing.  Immediately  apply  the 
lotion.  Repeat  application  every  hour  until  oozing  ceases  and  affected  areas  are  dry.  After  the 
areas  have  dried  use  lotion  less  frequently,  once  or  twice  a day.  Remove  later  crusts  only  if 
loose.  As  the  condition  improves  the  crust  will  become  firmly  attached  and  need  not  be 
removed.  The  surrounding  skin  may  be  wiped  off  with  soap  and  warm  water  as  required. 


AMPHOJEL'1'  12  ounce  bottles 

Wyeth’s  Alumina  Gel.  Antacid,  adsorbent,  indicated  for  the  control  of  gastric 
hyperacidity  in  the  management  of  peptic  ulcer.  Also  supplied  “Without  Flavor.” 

Dose  is  1 to  2 teaspoonfuls  5 or  6 times  daily  between  meals  and  on  retiring.  It  may  be  taken 
undiluted  or  with  a little  water. 

B-PLEX*  ELIXIR  8 ounce  bottles 

Elixir  of  yeast  concentrate  with  added  vitamins  Bx  and  B2. 

Dose:  Two  teaspoonfuls  Elixir  B-Plex  twice  a day. 


BEPRON*  8 ounce  and  pint  bottles 

Wyeth’s  Beef  Liver  with  Iron,  a hematopoietic  indicated  in  secondary  or  nutri- 
tional anemias. 

The  average  daily  dose  of  Bepron  is  one  to  two  tablespoonfuls  twice  daily. 


BE  WON*  ELIXIR  Pint  and  gallon  bottles 

Appetite  stimulant  and  vehicle  containing  500  International  Units  of  vitamin  Bx 
per  ounce. 

The  average  dose  of  Bewon  Elixir  is:  For  Adults,  2 to  4 teaspoonfuls  twice  a day  before  meals. 
Children  from  five  drops  to  one  teaspoonful  twice  a day  in  orange  juice  or  water. 


CETRO-CIROSE*  Pint  bottles 

Sedative  expectorant  for  the  relief  of  coughs  due  to  colds. 

Dose:  One  to  two  teaspoonfuls,  with  or  without  water,  to  be  swallowed  slowly  and  repeated 
every  half  hour  for  three  or  four  doses  if  needed.  Succeeding  doses  may  be  taken  every  three 
or  four  hours.  Children,  from  15  drops,  according  to  age. 


PRESCRIPTION  SPECIALTIES 


• ERGONOVINE  PRODUCTS 

Ergoklonin*  (liquid),  Ergonovine  Maleate  tablets  and  Ergonovine  Lactate 
ampoules.  Oxytocic,  indicated  in  the  control  of  postpartum  hemorrhage. 

A satisfactory  postpartum  prophylactic  routine  is  as  follows:  One  fluid  dram  of  Ergoklonin, 
or  two  Ergonovine  Maleate  tablets,  every  four  hours  for  six  doses,  and  then  three  times  daily 
for  three  or  four  days. 

Ergoklonin  may  be  used  rectally  in  anesthetized  patients.  Dose:  One  fluid  dram  in  about  two 
ounces  of  water. 


• HYDRATED  ALUMINA  TABLETS,  WyetM  Boxes  of  60  tablets 

Antacid.  Convenient  ambulatory  treatment  for  gastric  hyperacidity. 

Average  Dose:  One-half  or  one  tablet  in  half  glass  of  water.  Repeat  five  or  six  times  daily 
between  meals  and  on  retiring.  If  desired,  tablet  may  be  chewed  and  swallowed  with  half 
glass  of  water. 

® KAOMAGMA'*'  J2  ounce  bottles 

Magma  of  Kaolin  and  Alumina.  Intestinal  adsorbent  indicated  in  diarrhea,  intesti- 
nal toxemias  and  colitis.  Available  in  two  forms — Plain  and  with  Mineral  Oil. 

To  Check  Diarrhea  with  Kaomagma:  At  the  onset  of  diarrhea  administer  two  tablespoon- 
fuls Kaomagma  Plain,  in  a little  water — follow  with  one  tablespoonful  after  every  bowel 
movement — when  stools  are  consolidated  administer  one  tablespoonful  Kaomagma  with 
Mineral  Oil  three  times  daily,  preferably  one  hour  before  meals. 

• MUCARA*'  6^4  ounce  bottles 

Bulk  producing  peristaltic  stimulant  indicated  in  intestinal  stasis.  Supplied  Plain 
and  with  Cascara. 

One  heaping  teaspoonful  is  swallowed  with  a full  glass  of  water,  once  daily  after  the 
evening  meal. 

• WYANOIDS*  Boxes  of  12 

Hemorrhoidal  suppositories  for  the  relief  of  painful  and  bleeding  hemorrhoids. 

Remove  tinfoil  and  insert  suppository  with  gentle  pressure,  pointed  end  first,  at  bedtime. 

• QtyeM*  SULFUR  FOAM  APPLICATORS  Boxes  of  3 

Cloths  impregnated  with  soap  and  sulfur  for  the  external  application  of  sulfur, 
as  in  scabies. 

Following  a warm  bath,  using  plenty  of  soap,  the  patient  moistens  the  Sulfur  Foam  Applicator 
and  lathers  the  area  to  be  treated.  Allow  lather  to  dry.  As  the  lather  dries,  a film  of  sulfur  is 
deposited  on  the  skin.  For  scabies  treatment,  the  use  of  a fresh  applicator  on  three  successive 
nights  is  sufficient.  Do  not  bathe  between  applications. 

t A-B-M-C  Ointment  is  a trademark  of  John  Wyeth  & Brother,  Incorporated,  for  its  brand  of  ointment 
containing  acetyl-beta-methylcholine  chloride  0.25%,  menthol,  thymol,  eucalyptol  and  methyl  salicylate  in  an 
emollient  base. 

*Reg.  U.  S.  Pat.  Off. 


MS-425- F Printed  in  U.  S.  A. 


“What  will  best  control  ‘Night  Pain ’ in  the  peptic  ulcer  patient ?” 

Four  drams  of  Amphojel*  given  at  bedtime  exert  a prolonged  antacid  effect  usually 
lasting  until  morning.  The  patient  sleeps  more  comfortably. 

Four  striking  features  of  Amphojel,  Wyeth’s  Alumina  Gel,  are  recognized  by  clinicians: 

Amphojel  provides  prompt  relief  from  pain.  It  permits  rapid  healing  of  the  ulcer. 
It  cannot  be  absorbed  and  eliminates  the  hazard  of  alkalosis.  It  reduces  excess  acidity 
without  completely  neutralizing  the  gastric  contents. 


AMPHOJEL 


AMPHOJEL 

S^/wmcna  ^e/ 

Fluid  Antacid  . . Adsorbent 

One  ortwo  teaspoonfuls  either 
undiluted  or  with  a little 
water,  to  be  taken  five  or  six 
times  daily,  between  meals 
and  on  retiring. 

Supplied  in  12-ounce  bottles 
* Reg.  U.  S.  Pat.  Off. 


FOR  THE  CONVENIENCE  OF 
AMBULATORY  PATIENTS 


ALUMINA  TABLETS 

Antacid 


One-half  or  one  tablet  in  half 
a glass  of  water.  Repeat  five 
or  six  times  daily  between 
meals  and  on  retiring. 


Supplied  in  boxes  of  60  tablets 


A “SOFT  DRINK” 
THAT’S  HARD  TO  BEAT 


1 HE  Bureau  of  Milk  Publicity  of  the  State  of  New  York  is 
urging  the  use  of  milk  as  a refreshing  between-meal  beverage. 
The  Bureau  points  out  that  milk  “satisfies  thirst  while  it  fortifies 
health”,  with  vitamins  for  cold  resistance,  minerals  for  well- 
being, alkaline  reaction  for  fatigue,  calcium  for  clear  complexion. 

It  is  our  belief  that  the  physicians  of  the  state  will  concur  in  the 
Bureau’s  work,  and  our  hope  that  it  will  prove  of  assistance  to 
them  in  the  protection  of  public  health. 


BUREAU  OF  MILK  PUBLICITY 


THE  STATE  OF  NEW  YORK 
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(DUE  TO  NEISSERIA  GONORRHEAE) 


of 


ilver  Picrate, 
Wyeth,  has  a convincing  record  of 
effectiveness  as  a local  treatment  for 
acute  anterior  urethritis  caused  by 
Neisseria  gonorrheae.1  An  aqueous 
solution  (0.5  percent)  of  silver  pic- 
rate or  water-soluble  jelly  (0.5  per- 
cent) are  employed  in  the  treatment. 


Acomplete  technique  of  treatment  and  literature  will  besentupon  request 


♦Silver  Picrate  is  a definite  crystalline  compound  of  silver  and  picric  acid. 
It  is  available  in  the  form  of  crystals  and  soluble  trituration  for  the  prepara- 
tion of  solutions,  suppositories,  water-soluble  jelly,  and  powder  for  vaginal 
insufflation. 


1.  Knight,  F.,  and  Shelanski, 
H.  A.,  "Treatment  of  Acute  Ante- 
rior Urethritis  with  Silver  Picrate,” 
Am.  J.  Syph.,  Gon.  & Ven.  Dis., 
23,  201  (March),  1939. 


JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA 
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IN  THE  TREATMENT  OF  PEPTIC  ULCER 

FLUAGEL  (A  luminum  Hydroxide  - Breon) 


The  attractive  orange  taste  and 
color  of  Fluagel  assure  patient 
cooperation  and  make  for  ready 
identification.  Average  dose,  1 
teaspoonful  four  times  daily  after 
meals  and  before  bedtime.  Sup- 
plied in  convenient  10-ounce 
wide-mouth  jars. 


In  the  management  of  peptic  ulcer  and  gastric  hyper- 
acidity, Fluagel  offers  three  unique  advantages:  (l) 

It  neutralizes  not  less  than  102  cc.  of  0.36%  HC1 
per  teaspoonful  (4cc.),25  times  its  volume  of  N/lO 
HC1,  virtually  twice  as  much  as  other  aluminum 
hydroxide  preparations;  (2)  it  is  effective  in  smaller 
dosage;  (3)  it  is  active  over  a longer  period,  reduc- 
ing frequency  of  administration.  Fluagel  produces 
speedier  relief  of  pain  and  comparatively  rapid 
healing  of  the  lesion.  It  does  not  lead  to  alkalosis, 
chloride  depletion,  or  secondary  acid  rise. 

George  A.  Breon  & Co.,  Inc. 


spi, 


artnaceuitca 


l (Si 


emtsis 


KANSAS  CITY,  MISSOURI 
NEW  YORK*  LOS  ANGELES  • ATLANTA  • SEATTLE 
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NATIONAL  ASSOCIATION  OF  CHEWING  GUM  MANUFACTURERS,  STATEN  ISLAND,  NEW  YORK 


Xt  makes  their  regular  check-ups 
"fun”  by  giving  youngsters  some 
wholesome  CHEWING  GUM 

It’s  such  an  easy,  thoughtful  gesture  to  always  offer 
your  little  patients  some  delicious  Chewing  Gum 
while  they’re  waiting  or  when  they  leave  the  office. 
They  just  love  it  — and  it  makes  a big  hit  with 
adults,  too.  And  for  such  a small  cost  this  one, 
friendly,  little  act  goes  a long  way  in  winning  extra 
good  will  and  affection.  Besides,  as  you  know,  the 
chewing  is  an  aid  to  mouth  cleanliness  as  well  as 
helping  to  lessen  tension.  Enjoy  chewing  Gum, 
yourself.  Get  a good  month’s  worth  for  your 
office  today. 

v-201  There's  a reason,  a time 

and  place  for  Chewing  Gum 


III  ■ ■ ■ 

INTERMITTENT  CLAUDICATION 
THROMBO-ANGIITIS 
OBLITERANS 
RAYNAUD'S  DISEASE 

r 

CaVnadmi 

Biologically  Tested 
Diaphragmatic  Muscle  Extract 

Carnacton  supplies  certain  factors  to  the  or- 
ganism. These  (1)  reduce  blood  pressure  through 
a depressor  action,  (2)  exert  a prompt  and  forceful 
vasodilating  effect,  (3)  raise  the  threshold  of  excita- 
bility in  the  centers  of  the  vegetative  nervous*system. 

These  biochemical  activities  endow  Carnacton 
with  marked  usefulness  in  peripheral  vascular 
disease , particularly  of  the  extremities. 

Carnacton  is  especially  valuable  for  moderating 
the  symptoms  of  intermittent  claudication,  im- 
proving locomotion  and  alleviating  rest  pain. 
Carnacton  also  serves  effectively  in  the  control  of 
Raynaud's  Disease,  angina  pectoris,  arterio- 
sclerosis, cardiac  dyspnea,  cardiac  asthma. 
Write  Dept.  6 for  literature. 

1 cc.  and  2 cc.  ampuls — boxes  of  12  and  50. 

Vials  of  30  cc.  and  50  cc.  for  oral  use. 

CAVENDISH  PHARMACEUTICAL  CORP. 

25  West  Broadway  New  York 


EFFECTIVE  THERflPV 

IN 

OhliA  yTledia 


Requires  Analgesia 
Bacteriostasis,  and 
Dehydration  of  the  Tissues. 


THE  DOHO  CHEMICAL  CORPORATION 
New  York  - Montreal  - London 
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BOUND  WATER 


99 


w?*- 


Relieves  the  "Thirsty”  Bowel 


To  Aid  Nature,  Man  In- 
geniously Maintains  a 
"Water  Balance"  in  a 
Thirsty  Soil 


♦Oelgoetz,  A.  W.,  Oel- 
goetz,  P.  A.  and  Witte- 
kind,  J.,  Studies  in  Bowel 
Drainage,  Am.  J.  Diges. 
Dis.  & Nutrition,  3:549 
(October)  1936. 


“The  major  difference  between  a 
normal  stool  and  a constipated  stool 
is  that  the  latter  is  deficient  in 
water.55* 

The  prime  objective,  therefore, 
in  the  corrective  treatment  of 
bowel  stasis  is  obvious — to  supply 
that  agent  to  the  dehydrated,  con- 
stipated stool  which  will  hold  water 
and  prevent  the  recurrence  of  dry, 
hard,  packed,  inspissated  masses 


in  the  spastic  or  atonic  bowel. 

The  agent  that  has  been  used  to 
accomplish  this  purpose  is  the  hy- 
drophilic, water-binding  hemicel- 
lulose 

MUCILOSE 

Mucilose  helps  to  restore  normal 
consistency,  normal  bulk,  normal 
peristalsis,  without  vitamin  absorp- 
tion or  tendency  toward  leakage. 


FREDERICK  STEARNS  & COMPANY,  Detroit,  Michigan 

New  York  Kansas  City  San  Francisco  Windsor,  Ontario  Sydney,  Australia 


n 


Frederick  Stearns  & Company 
Detroit,  Michigan 

Please  send  me  a clinical  supply  of  Mucilose. 


Dept.  N.Y.  11-41 


Name 


M.D. 


Address 
City.  . . . 


State 
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PROLICIILIK 

IN  OIL 

Physiologically  Standardized 


in  the  treatment  of 

AMENORRHEA  • DYSMENORRHEA 
and  DISORDERS  OF  THE  MENOPAUSE 

Literature  on  request 

LOESER  LABORATORY,  INC. 

37-43  West  26th  Street  New  York,  N.  Y. 


HARRY  F.  WANVIG 

Authorized  Indemnity  Representative 

of 

of  ttj t of  ^ork 

70  PINE  STREET  NEW  YORK  CITY 

TELEPHONE:  DIGBY  4-7117 


DERATOL 

J (BREWER) 

The  Red  Capsule  with  orange  dot 
Sample  and  Literature  on  request 

BREWER  AND  COMPANY, 


Each  3 minim  capsule  contains  50,000  U.S.P.  units  of  Vitamin  D obtained  from  activated 
Ergosterol  (Hebo  process)  in  a pure  vegetable  oil. 

Indicated  in  Vitamin  D deficiencies. 

Sig:  1 or  2 capsules  a day  for  4 days.  Then  increase  dosage  by  t capsule  per  day 
every  four  days  until  maximum  tolerance  of  patient  is  reached. 

Available  in  bottles  of  50,  100  or  1,000  capsules.  S4.50  per  100  capsules  on 
prescription. 


NC. 


Pharmaceutical  Chemists  Since  1852  WORCESTER,  MASS. 


SJimmnhi’r 

THE  PHYSICIANS’  HOME 


THIS  FORM  MAY  BE  USED  AS  A CLAUSE  IN,  OR  A CODICIL  TO  YOUR  WILL: 


“I  give  and  bequeath  to  the  Physicians’  Home, 
Incorporated  in  the  State  of  New  York,  June 

4,  1919,  the  sum  of dollars,” 

to  be  used  by  the  Board  of  Directors  as  it 
deems  best  to  maintain  and  continue  the  pur- 
pose  and  activities  of  the  Physicians’  Home. 


MAKE  CHECKS  PAYABLE  TO: 

PHYSICIANS’  HOME  • 52  East  66th  Street,  New  York  City 
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Meta  m ucil-2 


The  evolution  of  constipation  therapy  through  the  stages  of 
cathartics,  salines,  "roughage”  and  oils  to  the  present  phy- 
siologic treatment  with  "Smoothage”  represents  the  constant 
aim  toward  correction  rather  than  palliation. 


Metamucil-2 


has  achieved  this  aim  because  it  provides  Smoothage  and 
nothing  else — no  irritant  chemical  stimulants;  no  dehy- 
drating salines;  no  harsh  roughage;  no  leaky  or  vitamin- 
depleting  oils. 


Metamucil-2 


is  a highly  refined  product.  Its  mucilloid  softens  the  fecal 
residue  and  protects  the  gastrointestinal  mucosa.  The  bland 
mucilaginous  gel  afforded  by  its  combination  with  ingested 
water  encourages  physiologic  evacuation. 


Metamucil-2 


(GREEN  LABEL) 


is  a palatable  and  quick-mixing  fine  powder,  supplied 
in  1 lb.,  8 02.  and  4 oz.  containers. 


Dosage:  One  rounded  teaspoonful  in  water,  followed 
by  an  additional  glass  of  water. 


New  York 


CHICAGO 
Kansas  City 


San  Francisco 


qtf.  D.  (Searcy 

Ethical  Pharmaceuticals  Since  1 888 
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28  WORDS  tell  the  story: 

Clinical  tests  showed  that  when 

smokers  changed  to  Philip 
Morris  Cigarettes,  every  case  of 

irritation  of  the  nose  and  throat 
due  to  smoking  cleared  com- 
pletely or  definitely  improved. 

Would  you  like  to  see  the  studies ? 


PHILIP  MORRIS  & CO.  LTD.,  INC.,  119  FIFTH  AVENUE,  NEW  YORK 
Please  send  me  copies  of  the  reprints  checked. 

□ Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  241-245 —"Pharmacology  of  Inflammation:  III.  Influence 
of  Hygroscopic  Agents  on  Irritation  From  Cigarette  Smoke." 

□ N.  Y.  State  Jour.  Med.  1935,  35-No.  11,590— "Irritating  Properties  of  Cigarette  Smoke  as  Influenced 
by  Hygroscopic  Agents.” 

□ Laryngoscope,  1935,  XLV,  No.  2,  149-154— "Some  Clinical  Observations  on  the  Influence  of  Certain 
Hygroscopic  Agents  in  Cigarettes." 

□ Laryngoscope,  1937,  XLVII,  58-60— "Further  Clinical  Observations  on  the  Influence  of  Hygroscopic 
Agents  in  Cigarettes." 
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Are  you  familiar  with  this  new 
FOUR-ACTION  vaginal  therapy? 


The  prompt  efficacy  of  Betanal  in  vagi- 
nal therapy  is  due  to  its  four-fold  action: 


1.  Betanal  promotes  growth  of  normal  flora. 

2.  Betanal  aids  in  restoring  normal  acidity. 

3.  Betanal  helps  maintain  epithelial  carbo- 
hydrate. 

4.  Betanal  acts  to  dry  vaginal  walls  and  pro- 
mote healing. 


Betanal  is  convenient  to  use,  contains  no  strong 
chemicals,  is  stainless,  odorless,  and  non-irritat- 
ing. Each  capsule  contains  220  gr.  Borden’s  Beta 
Lactose  and  55  gr.  boric  acid. 


WRITE  FOR  BOOKLET  DESCRIBING 
NEW  BETANAL  THERAPY 


Betanal  vaginal  capsules  embody 
therapeutic  principles  of  proven  efficacy  in 
the  treatment  of  many  leukorrheal  disor- 
ders, including  trichomoniasis,  senile  vagi- 
nitis, certain  types  of  cervicitis,  and  cervical 
erosions. 


This  descriptive  booklet  fully  ex- 
plains how  the  4-point  action  of 
Betanal  is  effective  in  helping  to 
restore  natural  vaginal  defenses 
and  promote  healing.  It  also  dis- 
cusses the  specific  indications  for 
prescribing  Betanal,  the  method  of 
use,  and  the  clinical  advantages  in 
gynecological  therapy. 

FOR  YOUR  COPY  of  this  booklet 
and  sample  of  Betanal  write  The 
Borden  Company,  350  Madison 
Avenue,  New  York,  N.  Y. 


Betanal  is  available  at  any  phar- 
macy in  packages  of  ten  capsules. 


BETANAL  VAGINAL  CAPSULES 

A BORDEN  PRESCRIPTION  PRODUCT 
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Q.  I’ve  heard  that  some  varieties  of  canned  marine  fish  are 
good  sources  of  vitamin  I ).  Is  that  true? 

A.  Yes.  it  is.  A four-ounce  serving  of  canned  salmon  contains 
approximately  200  to  800  U.S.P.  units  of  vitamin  D-2. 
The  body  oils  of  sardines  approach  a good  cod  liver  oil  in 
vitamin  A and  D potencies.  Therefore,  canned  sardines 
are  another  important  dietary  source  of  vitamin  D.  (1) 
It  has  been  reliablv  estimated  that  the  amount  of  canned 
salmon  sold  in  this  country  alone  contains  more  vitamin  1) 
that]  the  cod  liver  oil  used  for  both  animal  and  human 
feeding.  (2) 

American  Can  Company,  230  Park  Avenue,  New  York,  X.  Y. 

(1) 

1935.  J.  Home  Econ.  27,  658. 

(2) 

1931.  Ind.  Eug.  Chem.  23,  1066. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  in  this  advertisement  are  accept- 
able to  the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 
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HERALD  SQUARE 


NEW  YORK 


THE  POLICY  OF 

MiCY’S  PRESCRIPTION  DEPARTMENT 

To  provide  the  highest  quality  in  materials  and  workmanship,  at 
Mercy's  modest  cash  prices . Each  new  prescription  is  individually  com- 
puted according  to  uniform  pricing  formulas. 

The  comprehensive  stock  maintained  at  all  times  enables  us  to  offer 
immediate  service  on  all  types  of  prescriptions,  compounded  carefully, 
accurately,  and  double  checked  by  the  supervising  pharmacist  before 
delivery  to  the  patient. 

fdacy’s  Prescription  Department — Street  Floor 
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GUBORATORiy 


Treatment  of  disease, 
to  a great  extent , is 
built  on  confidence. 
The  patient  believes 
in  the  competence  of 
his  physician , and 
the  doctor,  in  turn, 
relies  upon  the  com- 
pany whose  products 
he  prescribes. 


ENSEALS 

(Enteric-Sealed  Tablets,  LiMy) 

STILBESTROL 

(Diethyl-stilbestrol) 

Stilbestrol,  a new  crystalline  synthetic 
estrogen,  is  of  particular  value  in  re- 
lieving symptoms  of  the  menopause 
and  in  treating  senile  and  gonorrheal 
vaginitis.  Stilbestrol  also  may  relieve 
or  prevent  painful  engorgement  of  the 
breasts  during  suppression  of  lactation. 

Stilbestrol  is  fully  effective  when 
administered  orally  and  when  given 
as  ‘Enseals5  Stilbestrol  rarely  causes 
gastro -intestinal  side-effects. 

Supplied  in‘ Enseals,5  Tablets,  Ampoules, 
and  Suppositories.  Comprehensive 
literature  is  available  to  physicians. 


Eli  Lilly  and  company 


PRINCIPAL  OFFICES  AND  LABORATORIES,  INDIANAPOLIS,  INDIANA,  U.  S.  A. 

Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1941  by  the  Medical  Society  of  the  State  of  New  York 

VOLUME  41  NOVEMBER  1,  1941  NUMBER  21 


Editorial 

Salute  to  Norway 


One  ponders  at  times  the  fate  of  the 
medical  profession  in  the  occupied  coun- 
tries of  Europe.  Out  of  the  dark  agony 
that  seems  to  envelop  France,  Belgium, 
Holland,  Norway,  Poland,  and  the  rest 
comes  no  word,  no  picture  of  what  is 
happening  to  the  members  of  the  medical 
profession  or  any  inkling  of  how  they  are 
meeting  the  ordeal  of  their  captivity, 
their  sojourn  in  the  house  of  bondage. 

The  newspaper  PM  for  September  25, 
1941,  carried  a special  article  by  Albert 
Deutsch1  which  permits  a brief  glimpse 
of  the  Norwegian  medical  profession 
under  circumstances  of  great  difficulty. 
From  this  we  quote: 

Several  years  ago  the  eminent  Norwegian 
psychiatrist,  Dr.  Johann  Scharfenberg,  wrote 
a scholarly  paper  on  the  personality  of  Adolf 
Hitler,  concluding  that  the  Fuehrer  was  a 
madman.  Soon  after  the  Nazis  occupied 
Norway,  Gestapo  agents  entered  Dr.  Schar- 
fenberg’s  home  and  asked  him  point-blank 
if  he  still  held  the  same  opinion. 

“My  opinion  has  changed  in  one  respect,” 
Dr.  Scharfenberg  replied.  “When  I wTote 
my  article  I believed  Hitler  was  insane.  Now 
I know  it.” 

“Don’t  you  realize  your  remark  is  highly 
dangerous?”  asked  the  Gestapo  men. 

“Of  course,”  he  replied.  “But  I am  an 
old  man,  you  see.  My  work  is  about  finished. 
Now  you  can  do  what  you  like  with  me.  It 
doesn’t  matter.” 

The  Nazis  spluttered  that  Dr.  Scharfen- 

* Norwegian  Doctors  “Refuse  to  Swallow  Nazi  Medi- 
cine.” Excerpts  from  the  newspaper  PM,  Inc.  Re- 
printed by  special  permission. 


berg  would  have  to  report  at  the  local  Quisling 
police  station  each  day. 

“Too  much  trouble,”  said  the  grand  old 
man.  “Here’s  my  phone  number.  You  can 
call  me  daily  if  you  wish.” 

They  threw  Dr.  Scharfenberg  into  prison. 
Every  day  the  good  people  of  Oslo  sent  many 
baskets  of  flowers  and  food  to  his  cell.  It  all 
got  too  embarrassing  for  the  Quislings,  wdio 
released  the  old  psychiatrist  after  six  weeks. 

PA/’s  staff  writer  says  that  he  obtained 
his  information  by  piecing  together  re- 
ports from  abroad  and  from  firsthand 
accounts  from  recently  arrived  medical 
refugees  from  Norway. 

The  Dikemark  Insane  Asylum,  near  Oslo, 
is  the  largest  institution  of  its  kind  in  Norway. 
Last  spring  its  medical  director,  Dr.  Rolv 
Gjessing,  received  a notice  from  the  new  Nazi 
surgeon  general,  Dr.  Ostrem,  ordering  him  to 
promote  a certain  orderly  to  superintendent  of 
male  nurses.  Dr.  Gjessing  refused,  knowing 
that  the  man’s  only  qualification  for  the  job 
was  being  a loyal  Nazi.  After  repeated  threats 
failed,  the  Quisling  administration  dismissed 
and  imprisoned  Dr.  Gjessing. 

This  outrage  was  followed  by  one  of  the 
most  remarkable  acts  in  medical  history. 
The  heads  of  all  medical  institutions  in  Oslo 
signed  a manifesto  to  the  Quisling  regime 
declaring  their  opposition  to  appointments 
made  on  the  basis  of  political  allegiance,  de- 
manding the  immediate  release  and  reinstate- 
ment of  their  colleague,  and  threatening  a 
strike  of  the  entire  medical  body  of  Oslo — more 
than  2,000  strong — unless  their  demands  were 
granted. 

The  Nazis  threatened  to  throw  every 
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signer  into  a concentration  camp,  but  the 
medical  ranks  held  and  in  a few  weeks  Dr. 
Gjessing  was  reinstated  as  director  of  Dike- 
mark. 

The  Norwegian  medical  profession  has  re- 
peatedly joined  with  organized  labor  and  other 
groups  in  bold  protests  against  Nazi  tyranny. 
One  such  protest,  addressed  to  the  Nazi 
Reichscommissar,  Josef  Terboven,  denounced 
the  brutality  of  Storm  Troopers  and  mass  im- 
prisonments of  Norwegian  democrats.  It 
was  signed  by  43  organizations,  representing 
all  sections  of  the  people,  including  the  Nor- 
wegian Medical  Association  and  the  national 
societies  of  nurses,  dentists,  and  pharmacists. 

The  Nazis  and  their  Quisling  henchmen 
have  failed  time  and  again  to  coordinate  the 
Norwegian  medical  profession.  At  first  they 
tried  to  bribe  their  way  into  control  of  the 
Norwegian  Medical  Association.  This  at- 
tempt soon  proved  unsuccessful,  and  the 
Quislings  then  set  up,  in  opposition  to  the 
N.M.A.,  a national  guild  that  lumped  to- 
gether physicians  with  natural  healers  and 
other  quacks  of  the  Julius  Streicher  type. 

Only  15  or  20  doctors  entered  the  Nazi 
medical  guild.  When  the  names  of  these 
medical  Quislings  were  made  public,  most 
found  themselves  without  patients  and  sev- 
eral were  compelled  to  attach  placards  to 
their  shingles  repudiating  any  connection 
with  the  new  guild. 

In  a short  time  the  Nazi  guild  fell  apart 
and  the  Quisling  regime  then  took  over  the 
Norwegian  Medical  Association  by  decree. 


The  existing  head,  Dr.  Jorgen  J.  Berner,  was 
kicked  out  and  replaced  by  one  Dr.  Wagner, 
a Nazi  sympathizer. 

So  now  the  Norwegian  Medical  Associa- 
tion, along  with  nearly  all  other  labor  and  pro- 
fessional groups,  is  in  the  hands  of  the  Nazis. 
But  it  is  an  empty  shell,  a virtually  member- 
less society,  over  which  the  mediocre  Dr. 
Wagner  presides.  The  reputable  physicians 
of  Norway  have  suddenly  found  it  undesirable 
to  continue  active  membership. 

If  but  a part  of  this  report  were  subse- 
quently confirmed,  PM  has  done  the 
medical  profession  everywhere  a com- 
mendable service  by  publishing  it. 
Doubtless,  were  the  facts  obtainable,  a 
similar  story  could  be  written  of  the  pro- 
fession in  other  conquered  countries. 

We  are  particularly  interested  in  the 
repeated  Nazi  attempts  and  their  failure 
to  “coordinate”  the  Norwegian  doctors. 
If  the  New  Zealand  confreres  are  of  simi- 
lar rugged  material,  the  plan  of  the  Min- 
istry of  Health  of  that  island  to  “coor- 
dinate” the  profession  into  its  pet  scheme 
of  free  doctor  care  should  not  fare  too 
well  in  practice. 

We  assume  that  in  any  real  test  the 
American  profession  of  medicine  would 
be  just  as  insusceptible  of  coercion  as 
the  Norwegian  profession,  which  we 
salute. 


History  of  the  Directory 


For  the  first  time,  in  the  current  1941- 
1942  issue  of  the  Medical  Directory  of 
New  York , New  Jersey  and  Connecticut 
will  be  found  a condensed  history  of  the 
Directory  of  the  Medical  Society  of  the 
State  of  New  York. 

Published  first  in  1899,  the  current 
volume  is  the  forty-first  to  appear.  The 
total  number  of  registered  physicians  in 
the  three  states  when  the  directory  was 
first  published  was  11,625.  In  the  1941- 
1942  edition,  the  total  is  32,609.  In  1899 
New  York  had  9,199;  New  Jersey,  1,481; 
and  Connecticut,  945.  Today  New  York 
has  24,777;  New  Jersey,  5,332;  and 
Connecticut,  2,500. 

In  the  1900  edition  of  this  Directory 


the  statement  appears  on  the  title 
page,  “Published  by  the  New  York 
State  Medical  Association.”  The  same 
statement  appears  thereafter  until,  in 
the  eighth  volume,  1906,  it  is  changed  to 
“Published  by  the  Medical  Society  of 
the  State  of  New  York.” 

For  those  not  familiar  with  medical 
society  history  in  New  York  State,  cer- 
tain events  deserve  recital  here.  The 
Medical  Society  of  the  State  of  New 
York  was  organized  under  an  act  of  in- 
corporation in  the  year  1807.  In  1884, 
owing  to  a schism  within  the  ranks  of 
its  members,  a second  state-wide  soci- 
ety was  formed  under  the  name  of  New 
York  State  Medical  Association.  Both 
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organizations  continued  to  function 
with  overlapping  membership  until,  by 
legal  agreement,  they  were  amalga- 
mated in  the  year  1905.  By  this  agree- 
ment the  New  York  State  Medical 
Association  went  out  of  existence, 
transferring  its  assets  and  good  will  to 
the  Medical  Society  of  the  State  of 
New  York.  Since  that  time  the  Medi- 
cal Directory  of  New  York , New  Jersey 
and  Connecticut  has  been  published  by 
the  Medical  Society  of  the  State  of  New 
York. 

This  year,  for  the  first  time,  a Session  on 
the  History  of  Medicine  was  held  at  the 


Annual  Meeting.  Reference  to  the  papers 
read  at  that  time  shows  the  growing 
interest  of  New  York  physicians  in  this 
topic.  Much  history  is  even  now  in  the 
making  in  the  state,  and  it  is  to  be  hoped 
that  medical  men  will  take  the  large  view 
that  current  archives  and  Americana  are 
just  as  valuable  as  the  old. 

The  editors  of  the  Directory  have 
shown  commendable  imagination  and 
“ resource  and  sagacity,”  by  publishing 
its  history  and,  by  printing  the  compara- 
tive data,  have  painted  a vivid  picture  of 
the  growth  of  medicine  in  the  trinity  of 
states. 


Warning 


The  increasing  use  of  drugs  of  the  sul- 
fonamide group  has  called  attention  to 
certain  reactions  of  a febrile  and  psycho- 
somatic character.  It  is  well  that  atten- 
tion be  paid  to  the  real  source  of  these  re- 
actions in  order  that  they  may  be  at- 
tributed to  their  proper  cause  and  ap- 
propriate precautions  be  exercised. 

We  have  all  been  taught  that  when  an 
infection  in  any  part  of  the  body  is  fol- 
lowed by  the  development  of  chills  and 
fever,  the  chances  are  that  the  infecting 
organism  has  gotten  into  the  blood  stream. 
In  other  words,  a septicemia  has  taken 
place,  and  this  is  usually  the  result  of 
thrombophlebitis.  The  sulfonamide  drugs 
are  now  coming  into  more  general  use 
and  are  being  given  more  frequently  and 
in  larger  doses  than  when  they  were 
first  administered.  Certain  toxic  symp- 
toms of  these  drugs  are  widely  known. 
These  include  leukopenia,  a skin  rash,  and 
some  rise  in  fever.  However,  it  is  not 
generally  known  that  chills  and  fever 
and  a severely  toxic  state  may  occur  in 
certain  individuals  who  are  hypersensi- 
tive to  any  of  these  sulfonamide  drugs. 
There  is  an  increasing  number  of  cases  in 
which  chills  and  fever,  even  exceeding  106 
F.,  are  due  to  these  drugs.  Prompt  ces- 
sation of  administration  of  the  drugs  is 
usually  followed  by  prompt  relief.  How- 
ever, if  the  source  of  the  toxicity  is  not 
recognized  promptly,  the  patient  may  go 


on,  even  to  death,  and  the  attending  phy- 
sician remain  under  the  misapprehension 
that  the  patient  had  an  overwhelming  in- 
fection. More  and  more,  physicians  are 
prescribing  sulfonamide  drugs  in  the 
early  stages  of  infection.  Under  these 
circumstances,  when  chills  and  fever  set 
in,  it  is  vitally  important  to  judge  crit- 
ically the  source  of  the  chills  and  fever. 
Blood  stream  infection  can  be  proved  by 
positive  blood  cultures.  Leukopenia,  a 
relatively  low  leukocytosis,  jaundice, 
anemia,  cyanosis,  or  mental  symptoms 
may  indicate  drug  hypersensitivity.  A 
skin  rash  resulting  from  drug  reaction 
differs  from  that  of  septicopyemia.  The 
cases  are  multiplying  in  which  there  ac- 
tually was  a blood  stream  infection  with 
chills  and  fever — in  which  the  drug  has 
done  its  work,  has  eliminated  the  infec- 
tion, and  then  has  continued  to  produce 
toxic  symptoms.  The  obvious  conclusion 
is  to  check  the  blood  cultures  repeatedly 
as  the  drug  is  administered  in  these  cases 
and,  in  instances  of  doubt,  to  withhold 
the  drug  for  twenty-four  to  forty-eight 
hours . 

It  is  one  thing  to  write  a fist  of  toxic 
symptoms  arising  from  the  use  of  these 
drugs.  It  is  quite  another,  and  a much 
more  important  thing,  to  alter  our  funda- 
mental habits  of  thinking  so  that  we  in- 
quire specifically  in  a patient  who  has  an 
infection  in  any  part  of  the  body  and  then 
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develops  chills  and  fever  whether  any 
sulfonamide  drugs  have  been  adminis- 
tered. If  they  have  been  given,  we  must 
consider  the  likelihood  that  the  chills  and 
fever  may  be  due  to  a chemical  toxemia 
rather  than  to  bacterial  toxemia. 


We  are  indebted  to  a correspondent 
who  has  called  our  attention  to  the  neces- 
sity for  a proper  evaluation  of  the  causes 
of  febrile  reactions  in  cases  of  infections 
treated  with  drugs  of  this  group.  [See  page 
2156  for  Conference  on  Chemotherapy.] 


What  Price  Public  Safety? 


Now  to  the  disgraceful  record  must  be 
added  one  more  instance  of  disregard  for 
the  public  safety.  On  April  18,  1941,  as 
we  reported,1 *  occurred  the  strike  of  maids, 
orderlies,  and  employees  in  the  nurses’ 
home,  the  engineering  division,  and  the 
garages  of  the  West  Penn  Hospital.  A 
serious  situation  was  created  affecting  the 
lives  and  health  of  all  the  patients. 

In  Kansas  City,  on  September  17,  a 
dramatic  power  strike  blacked  out  a city 
of  400,000  inhabitants,  plunging  its  hos- 
pitals in  darkness  for  the  better  part  of  a 
whole  night  and  paralyzing  its  utilities. 

This  seems  to  us  to  be  recklessness  and 
irresponsibility  of  an  order  that  no  cause 
can  justify  and  that  must,  in  the  end, 
utterly  alienate  public  sympathy  from 
labor’s  just  grounds  for  complaint.  There 
is  something  peculiarly  callous  and  cynical 
in  actions  that  subject  the  sick,  the  help- 
less, and  the  maimed  to  the  additional 
hazard  of  fright,  terror,  darkness,  and 

1 Strikes  in  Hospitals,  New  York  State  J.  Med.  41: 
1618  (Aug.  15)  1941. 


violence.  It  does  not,  somehow,  seem 
to  fit  into  the  picture  of  the  “social  gains” 
of  which  we  hear  now  and  again  and  which 
we  are  given  to  understand  must  be  pro- 
tected at  whatever  cost. 

The  price  seems  to  us  to  be  too  high,  as, 
we  are  convinced,  it  will  also  appear  to  be 
to  the  great  majority  of  American  labor 
which  is  even  now  here  and  there  rising  in 
open  revolt  against  the  callous  tyranny  of 
a rascally  leadership.  We  cannot  believe 
that  labor  itself  will  permit,  even  if  civil 
authorities  seem  to  condone,  such  irre- 
sponsible acts  as  strikes  against  the  public 
safety  by  a small  section  of  its  member- 
ship. We  believe  in  the  good  common 
sense  of  the  rank  and  file  of  American 
labor,  who  do  not  have  to  have  us  point 
out  that  everyone  needs  tranquil  and  se- 
cure hospitals.  We  trust  that  American 
labor,  given  the  opportunity  really  to 
control  its  actions,  will  concede  and  en- 
force the  principle  that  there  is  no  right  to 
strike  against  the  public  safety,  any  time, 
anywhere. 


Preventing  Postoperative  Complications 


One  of  the  dread  postoperative  complica- 
tions is  embolus.  Patients  who  have  done  per- 
fectly well,  will  suddenly,  upon  getting  out  of 
bed,  develop  a fatal  postoperative  embolus. 
This  has  led  many  surgeons  to  favor  insti- 
tuting activity  as  soon  as  possible. 

Leithauser  and  Bergo1  used  early  rising  and 
ambulatory  activity  after  operation  as  a means 
of  preventing  complications  in  383  appen- 
dectomies consecutively  performed.  On  the 
first  postoperative  day  the  patient  was  as- 
sisted to  the  sitting  position  on  the  edge  of  the 
bed  and  then  he  was  made  to  stand  beside  the 
bed  for  deep  breathing  exercises.  He  was 

1 Leithauser,  D.  J.,  and  Bergo,  H.  L.:  Arch.  Surg.  42: 
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made  to  walk  about  the  room  and  made  to  sit 
in  the  chair  for  a few  moments  before  return- 
ing to  bed.  In  each  position  he  was  instructed 
to  inhale  deeply  and  cough.  The  average 
period  of  postoperative  confinement  to  bed 
was  from  one  to  one  and  a half  days.  The 
mean  hospital  stay  was  23/io  days. 

Upon  leaving  the  hospital  the  patients 
were  ambulatory  and  returned  for  observa- 
tion on  the  sixth  day.  Those  engaged  in  light 
work  were  permitted  to  return  to  their  offices 
on  the  eighth  day  and  those  doing  manual 
labor  on  the  fourteenth  day.  The  authors  have 
been  impressed  by  the  freedom  from  complica- 
tions and  the  rapid  recovery  following  this 
type  of  management. 


RECENT  DEVELOPMENTS  IN  THE  FIELD  OF 
LABORATORY  MEDICINE 

Ralph  G.  Stillman,  M.D.,  New  York  City 


A DISCUSSION  of  recent  developments 
in  any  field  is  fascinating  because  it  stirs 
our  imagination  and  arouses  our  hopes,  but  it 
may  be  dangerous  because  our  tendency  is  to 
exaggerate  the  importance  of  new  things  and 
to  adopt  them  before  they  have  been  evaluated 
properly.  However,  it  is  our  duty  to  apply 
them  whenever  possible,  to  review  the  results 
critically,  and  thus  help  to  shorten  the  time 
necessary  for  accumulating  the  information 
that  will  fix  their  true  value.  In  this  pres- 
entation there  will  be  found  mention  of  some 
procedures  that  are  almost  wholly  untried  as 
well  as  some  whose  position  has  been  fairly 
well  established  and,  in  addition,  reference  to  a 
few  methods  that  are  not  at  all  new  but  appear 
to  deserve  some  attention. 

The  influence  of  the  diet  upon  carbohydrate 
tolerance  has  long  been  known,  but  it  appears 
to  have  been  largely  forgotten  by  the  clinician 
or  perhaps  has  not  been  called  to  his  attention 
because  the  reports  have  appeared  in  journals 
not  ordinarily  seen  by  him.  Rather  recently, 
however,  several  articles  have  appeared  on 
the  subject  and  deserve  particular  emphasis. 

Conn1  has  shown  clearly  that  normal  indi- 
viduals that  had  been  on  a preparatory  diet 
containing  adequate  carbohydrate  for  three 
days  gave  a normal  response  to  the  usual  glu- 
cose tolerance  test,  but  when  these  same  per- 
sons were  restricted  for  five  days  to  a diet 
containing  only  20  Gm.  of  carbohydrate  daily 
they  yielded  a response  to  the  glucose  toler- 
ance test  that  was  regarded  as  typical  of 
diabetes  mellitus. 

Andrews  and  Muether2  studied  patients 
suffering  with  typical  rheumatoid  arthritis 
and  found  that  their  tolerance  to  carbohydrate 
was  lowered  after  a low  carbohydrate,  high 
fat  diet  and  was  raised  by  a high  carbohy- 
drate, low  fat  period.  Langner  and  Fies3 
studied  normal  individuals  using  the  Exton- 
Rose  one-hour,  two-dose  tolerance  test  and 
short  diet  periods,  and  they  obtained  results 
that  were  practically  identical  with  those  of 
Conn  in  that  typically  diabetic  curves  were 
obtained  following  even  a short  period  of  low 
carbohydrate  diet. 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  Buffalo,  New  York,  April  30, 1941. 

Assistant  professor  of  medicine  (clinical  pathology), 
Cornell  University  Medical  College,  and  clinical  path- 
ologist, the  New  York  Hospital. 


It  has  been  our  experience  that  many 
clinicians  ask  for  glucose  tolerance  tests  wholly 
without  reference  to  the  previous  diet  of  the 
patient,  and  it  must  often  happen  that  a pa- 
tient in  whom  a glucosuria  has  been  discovered 
will  come  to  a glucose  tolerance  test  after  a 
period  of  restriction  of  his  carbohydrate  in- 
take. Under  these  circumstances  the  danger 
of  incorrect  diagnosis  is  greatly  increased  and 
astonishing  “cures”  of  diabetes  may  be  en- 
countered. Conn  suggests  that  the  glucose 
tolerance  test  should  be  preceded  by  a period 
of  at  least  three  days  during  which  there 
should  be  adequate  carbohydrate  intake — for 
example,  a diet  containing  300  Gm.  carbo- 
hydrate, 80  Gm.  fat,  and  2,800  calories  daily. 
If  this  precaution  is  observed,  our  sugar  toler- 
ance tests  will  be  more  consistent  and  reliable. 

There  is  nothing  new  in  hemoglobin  deter- 
minations except  that  new  forms  of  apparatus 
are  constantly  being  introduced  for  this  pur- 
pose— notably  the  photoelectric  colorimeter. 
It  is  still  unfortunately  the  case  that  hardly 
any  of  the  more  common  laboratory  proce- 
dures is  generally  so  poorly  carried  out.  This  is 
true  not  only  of  determinations  made  in  the 
doctor’s  office,  sometimes  with  inaccurate 
apparatus  but  more  often  with  hemoglobi- 
nometers  originally  accurate  but  made  inaccu- 
rate by  neglect,  but  also  of  those  made  in  in- 
stitutions where  we  would  expect  technical 
procedures  to  be  carried  out  surpassingly  well . 
It  must  be  borne  in  mind  that  from  the  taking 
of  the  blood  to  the  final  reading  the  technic 
presents  pitfalls  that  must  be  avoided  and  that 
many  of  these  are  not  appreciated  by  the 
clinician.  One  of  the  worst  features,  however, 
is  the  fact  that  it  is  rarely  possible  to  read  a 
report  of  a hemoglobin  estimation  and  know 
what  the  examiner  meant  by  it.  Different 
technics  and  values  have  been  introduced  for 
this  procedure  to  such  an  extent  that  100  per 
cent  hemoglobin  may  mean  anywhere  from 
13.8  to  18.0  Gm.  per  hundred  cubic  centimeters 
of  blood.  When  hemoglobin  is  reported  only 
in  terms  of  percentage  without  specification  of 
the  standard  used,  the  reader  often  cannot 
tell  whether  the  patient  is  anemic  or  how  to 
calculate  the  color  index.  The  real  reason  for 
this  confusion  appears  to  be  that  most  of  the 
authors  of  methods  have  attempted  to  estab- 
lish 100  per  cent  as  the  average  hemoglobin 
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value  of  the  so-called  normal  male  adult  and 
have  ignored  the  wide  variations  that  are  due 
to  age  and  sex.  These  difficulties  will  be 
largely  resolved  if  we  will  adopt  the  practice  of 
reporting  hemoglobin  only  in  terms  of  grams 
per  hundred  cubic  centimeters  of  blood. 
Such  a report  cannot  be  misunderstood  and 
can  be  used  in  the  interpretation  of  the  blood 
examination  under  all  circumstances.  Some 
clinicians  will  protest  because  it  upsets  their 
previous  habit  but  they  should  soon  become 
able  to  think  in  terms  of  grams  rather  than 
percentage. 

When  it  is  desired  to  have  a figure  for  100 
per  cent  hemoglobin,  as  is  the  case  when  calcu- 
lating the  color  index  and  certain  other  indices, 
it  is  necessary  to  rely  upon  reported  observa- 
tions. When  one  analyzes  the  figures  ob- 
tained in  a number  of  series  by  different  in- 
vestigators in  various  parts  of  the  country  for 
“normal”  persons  of  both  sexes  and  all  ages,  it 
is  found  that  for  each  5,000,000  red  blood  cells 
per  cubic  millimeter  there  are  nearly  14.5  Gm. 
of  hemoglobin  per  hundred  cubic  centimeters 
of  blood.  It  is  to  be  remembered  that  this 
does  not  represent  the  mythical  “normal,”  for 
women  will  average  about  13.8  Gm.  per  hun- 
dred cubic  centimeters  with  about  4,700,000 
red  blood  cells  and  many  men  will  show  16  Gm. 
of  hemoglobin  with  5,500,000  red  blood  cells. 
For  the  purposes  of  certain  calculations,  there- 
fore, 100  per  cent  hemoglobin  may  be  regarded 
as  14.5  Gm.  per  hundred  cubic  centimeters. 
This  figure  applies  to  both  sexes  and  all  ages. 
Once  the  confusion  that  results  from  making 
reports  in  terms  of  percentage  of  a nonexistent 
normal  is  recognized,  all  will  wish  to  record 
their  results  in  terms  of  grams  per  hundred 
cubic  centimeters  of  blood. 

One  of  the  most  intriguing  of  recent  sugges- 
tions in  the  field  of  laboratory  medicine  has 
been  contributed  by  Kahn,  the  author  of 
Kahn’s  serologic  test  for  syphilis,  in  what  he 
calls  the  verification  test.4  In  spite  of  the  un- 
doubted value  of  the  usual  Kahn  procedure  in 
the  diagnosis  of  syphilis,  it  is  not  an  unusual 
experience  to  have  this  test  yield  doubtful  or 
more  or  less  strongly  positive  results  in  cases  in 
which  it  has  not  been  possible  to  detect  any 
clinical  or  historical  evidence  of  this  infection. 
Kahn  reminds  us  that  the  blood  of  many  ani- 
mals— rabbits,  horses,  dogs,  etc. — yield  posi- 
tive serologic  tests  for  syphilis.  He  investi- 
gated this  phenomenon  and  found  that  when 
he  carried  out  these  tests  at  1 C.  the  results 
were  positive,  while  if  they  were  carried  out  at 
37  C.  the  results  were  negative.  On  the  con- 
trary, with  the  blood  of  patients  suffering  with 


syphilis  the  test  was  positive  at  37  C.  and 
weaker  or  negative  at  1 C.  Kahn  therefore 
concluded  that  the  reaction  that  is  positive  at 
1 C.  and  negative  at  37  C.  is  a general  biologic 
reaction  that  is  present  in  a certain  number  of 
animals  and  humans  and  has  no  significance 
in  the  diagnosis  of  syphilis.  In  a respectable 
series  of  cases  his  results  support  his  theory, 
and  it  would  appear  that  in  the  verification 
test  the  clinician  and  the  serologist  have  at 
last  been  offered  a means  of  clearing  away  at 
least  some  of  the  difficulties  created  by 
doubtful  and  false  positive  results  with 
serologic  tests. 

At  the  present  moment  too  few  cases  have 
been  studied  to  enable  us  to  form  a considered 
opinion  of  this  procedure.  At  the  New  York 
Hospital,  in  a small  series,  some  carried  out  by 
Kahn  and  some  by  the  hospital  laboratory, 
the  results  have  not  been  entirely  consistent. 
However,  several  serologists  are  investigating 
the  test,  and  we  can  expect  before  long  to  have 
sufficient  evidence  to  evaluate  it  accurately. 
Moore  has  objected  that  in  a test  that  is  ad- 
mittedly nonspecific  one  can  scarcely  hope  for 
great  improvement  to  result  from  a merely 
technical  refinement.  Nevertheless,  if  Kahn’s 
claims  are  substantiated,  an  important  con- 
tribution to  the  serology  of  syphilis  will  have 
been  made. 

Of  the  many  new  serologic  tests  for  syphilis 
which  are  constantly  being  introduced,  the 
one  introduced  by  Mazzini6  appears  to  have 
attracted  the  most  favorable  attention.  The 
technic  of  this  test  is  practically  the  same  as 
that  of  the  well-known  Kline  slide  test,  but  a 
different  antigen  devised  by  Mazzini  is  em- 
ployed. More  than  14,000  of  these  tests  have 
been  carried  out  at  the  New  York  Hospital 
during  the  past  eighteen  months,  and  the 
results  are  distinctly  promising.  Mazzini ’s 
procedure  yields  fewer  doubtful  and  sig- 
nificantly more  positive  results  when  com- 
pared with  the  Kline  and  a complement-fixa- 
tion test,  and  the  investigation  of  the  clinical 
accuracy  of  the  findings  which  is  now  going  on 
has  been  favorable.  Reports  by  others  seem 
to  indicate  that  the  Mazzini  test  is  superior  in 
both  sensitivity  and  specificity  to  many  of  the 
tests  in  general  use  and  has  the  additional  ad- 
vantages of  speed  and  simplicity. 

Attempts  continue  to  be  made  to  increase 
the  sensitivity  and  the  rapidity  of  the  methods 
used  to  demonstrate  the  presence  of  tubercle 
bacilli.  It  is  said  that  Meunier  in  1898  first 
suggested  the  examination  of  the  gastric  con- 
tents of  infants  for  tubercle  bacilli,  but  it  was 
not  until  1931  that  the  method  was  applied  to 
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adults.  Once  so  applied  it  met  with  immedi- 
ate success,  and  there  have  been  many  reports 
of  series  of  examinations  which  demonstrate 
the  superiority  of  this  method.  For  instance, 
Stadnichenko,  Cohen,  and  Sweany6  in  a group 
of  1,000  patients,  of  whom  176  were  regarded 
as  nontuberculous,  found  307  in  whom  the 
gastric  contents  were  positive  and  the  sputum 
negative.  It  appears  now  to  be  generally 
agreed  that  no  person  should  be  regarded  as 
having  a negative  sputum  until  the  gastric 
contents  have  been  concentrated  and  ex- 
amined by  inoculation  into  both  guinea  pig 
and  culture  medium.  At  the  New  York 
Hospital  nearly  40  per  cent  of  the  specimens 
submitted  for  these  procedures  are  gastric 
washings. 

If  one  adopts  this  measure,  certain  precau- 
tions should  be  observed.  The  cleansing  of 
the  tube  used  in  the  removal  of  the  contents 
must  be  undertaken  with  great  care  to  avoid 
the  contamination  of  subsequent  specimens7 
either  with  tubercle  bacilli  retained  on  the 
inner  surface  of  the  tube  or  other  acid-fast 
bacilli  from  the  distilled  water  employed;  the 
material  should  be  obtained  the  first  thing  in 
the  morning  before  the  patient  leaves  his  bed 
or  eats  any  food  and  preferably  after  exclusion 
of  milk,  butter,  and  cheese  from  the  diet  for 
twenty-four  hours,  and  lavage  should  be  per- 
formed with  a limited  amount  of  sterile  dis- 
tilled water;  the  material  obtained  should  be 
immediately  treated  or  refrigerated,  and  both 
culture  medium  and  animals  should  be  inocu- 
lated. 

At  first  it  was  thought  that  the  tubercle 
bacilli  gained  access  to  the  stomach  because 
the  patient  swallowed  them,  and  this  is  prob- 
ably the  most  frequent  mechanism.  Ulmar 
and  Ornstein,8  however,  showed  by  x-ray  stud- 
ies that  even  in  the  absence  of  cough  it  is 
possible  for  bronchial  secretion  to  reach  the 
esophagus  and  thus  be  collected  in  the 
stomach  and  thought  that  this  is  due  to  peri- 
staltic action  of  the  trachea  and  the  bronchial 
tree.  It  seems  more  likely,  however,  that  it  is 
due  to  the  action  of  the  ciliated  epithelium. 
This  action  occurs  rather  more  effectively 
when  the  patient  is  lying  down. 

Two  of  the  most  important  advances  in 
recent  years  have  been  the  discovery  of  vita- 
min K and  its  action  in  preventing  hemorrhage 
through  stimulation  of  the  production  of 
prothrombin.  This  work  has  been  greatly 
facilitated  by  the  introduction  by  Quick  and 
by  Warner,  Brinkhous,  and  Smith  of  methods 
for  the  determination  of  the  relative  amount  of 
prothrombin  in  the  blood . The  latter  method 


is  much  more  complicated  but  is  generally 
accepted  as  being  more  reliable  than  those  of 
Quick,  though  the  Quick  methods  have  the 
advantage  of  being  more  rapid  and  of  requiring 
less  special  apparatus.  It  has  been  quite  defi- 
nitely shown  that  prothrombin  is  produced  in 
the  liver;  that  it  is  constantly  being  used  up  or 
destroyed,  especially  in  the  lung;  that  it  is  not 
stored  in  the  body  in  appreciable  amounts; 
and  that  bile  salts  are  necessary  for  the  satis- 
factory absorption  of  vitamin  K from  the  in- 
testine. It  is  also  now  known  that  the 
hemorrhages  occurring  in  hemorrhagic  dis- 
eases of  the  newborn  and  in  obstructive  jaun- 
dice are  due  to  prothrombin  deficiency  and,  if 
the  liver  is  not  too  seriously  affected,  this  de- 
ficiency can  be  corrected  by  the  administration 
of  synthetic  vitamin  K (2  methyl-1, 4-naphtho- 
quinone) and  bile  salts  by  mouth  or  of  the 
former  alone  by  intramuscular  injection. 

It  also  appears  to  be  the  case  that  if  the 
prothrombin  content  of  the  blood  fails  to  show 
a satisfactory  increase  after  the  administration 
of  this  synthetic  vitamin  it  may  be  assumed 
that  there  is  a deficiency  in  the  function  of  the 
liver,  and  the  degree  by  which  the  prothrombin 
fails  to  return  to  normal  is  a rough  measure- 
ment of  the  extent  of  the  liver  damage.  Just 
how  reliable  this  procedure  is  as  a measure  of 
liver  function  is  now  the  subject  of  study  in  a 
number  of  laboratories,  and  there  have  re- 
cently been  published9  some  observations  that 
appear  to  contradict  this  thesis.  It  is  quite 
possible  that  like  the  other  tests  that  have 
been  proposed  for  studying  liver  function  this 
procedure  will  be  found  to  be  subject  to  a 
number  of  qualifications  and  limitations. 

The  introduction  of  the  falling  drop  method 
for  the  determination  of  the  specific  gravity  of 
the  serum10  and  the  use  of  this  figure  in  esti- 
mating the  protein  content  and,  thus,  the  con- 
centration of  the  blood  have  greatly  facilitated 
investigation  in  this  field.  It  has  long  been 
appreciated  that  the  colorimetric  method  of 
Greenberg  is  subject  to  a fairly  large  error  and 
that  the  Kjeldahl  method,  while  highly  accu- 
rate, is  more  time-consuming  and  elaborate 
than  is  desirable  for  a clinical  method.  The 
specific  gravity  method  appears  to  be  suffi- 
ciently accurate  for  all  clinical  purposes  pro- 
vided one  takes  care  not  to  be  misled  by  bloods 
containing  an  unusually  large  amount  of 
glucose  or  cholesterol.  The  determination  of 
serum  proteins  is  recognized  as  an  important 
procedure  not  only  in  the  demonstration  of  the 
edema  level  but  also  in  heralding  the  approach 
of  surgical  shock  and,  more  recently,  in  de- 
tecting a low  or  falling  serum  protein,  espe- 
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cially  in  patients  suffering  from  carcinoma  of 
the  gastrointestinal  tract.  It  has  been  found 
that  the  low  serum  protein  in  these  diseases  is 
an  important  factor  in  determining  an  un- 
favorable outcome,  especially  after  operative 
procedures,  and,  if  this  can  be  overcome  by 
the  transfusion  of  concentrated  plasma,  the 
mortality  rate  can  be  lowered  significantly. 
Determinations  can  be  made  in  a minimum  of 
time  with  this  method,  and  it  has  been 
quite  largely  adopted  as  a standard  pro- 
cedure. 

Determinations  of  phosphatase  in  the  blood 
have  been  carried  out  for  a number  of  years, 
and  the  significance  of  the  findings  has  been 
fairly  well  settled.  Recently,  it  has  been 
shown  that  there  are  many  phosphatases  in  the 
body,  among  them  one  found  in  the  substance 
and  the  secretion  of  the  prostate  which  is  most 
active  in  an  acid  medium  (pH  4.9).  Gutman 
and  his  co workers 11  have  shown  that  the  blood 
content  of  such  an  “acid”  phosphatase  is 
usually  increased  in  patients  suffering  with 
carcinoma  of  the  prostate  w’hen  metastases 
have  developed  in  the  bones.  Other  condi- 
tions that  show  an  increase  in  the  acid  phos- 
phatase are  hyperparathyroidism,  well-ad- 
vanced Paget’s  disease  of  the  bones  and, 
rarely,  bone  metastases  from  tumors  in  other 
locations.  These  authors  present  a large 
series  of  cases  in  support  of  their  theory,  and 
it  seems  likely  that  there  is  here  a method  for 
detecting  the  development  and  spread  of  bone 
metastases  from  prostatic  carcinoma. 

The  creatine  tolerance  test  is  not  a recent 
appearance  in  laboratory  medicine,  but  it 
seems  to  be  not  so  well  known  or  so  frequently 
used  as  it  deserves  to  be.  Its  principal  appli- 
cation is  in  disturbances  of  the  thyroid  gland 
in  which,  at  times,  it  proves  to  be  more  reliable 
than  the  far  more  popular  determination  of 
the  basal  metabolic  rate,  which  is  sometimes 
not  carried  out  in  an  accurate  manner. 
There  is  a diminished  tolerance  to  ingested 
creatine  in  hyperthyroidism,  and  this  is  readily 
restored  to  normal  by  the  administration  of 
iodine.  A similar  abnormality  occurring  in 
progressive  muscular  dystrophy  is  not  abol- 
ished by  iodine.  In  myxedema  there  is  ex- 
cellent tolerance  for  ingested  creatine  which 
may  be  lowered,  at  least  temporarily,  by  the 
administration  of  thyroid.  This  procedure  is 
not  technically  exceedingly  difficult,  but  the 
laboratory  should  have  some  experience  with 
it  and  all  details  in  the  directions  should  be 
strictly  adhered  to. 

The  introduction  of  sulfanilamide  and  its 
numerous  derivatives  naturally  required  that 


a method  be  devised  for  the  determination  of 
the  concentration  of  these  substances  in  the 
blood,  other  body  fluids,  and  the  urine.  Brat- 
ton and  Marshall’s  method12  has  proved  to  be 
adequate  for  the  purpose  and  is  well  suited  for 
the  derived  compounds  so  far  as  we  have 
tested  them  It  is  necessary  to  remember 
that  the  request  for  examination  should  state 
the  name  of  the  drug  that  the  patient  is  re- 
ceiving, since  much  confusion  arises  when  this 
is  not  done.  Only  the  free  form  of  the  drug  is 
effective  so  that  determinations  in  the  blood 
need  not  include  the  combined  (acetylated) 
form. 

The  occurrence  of  renal  calculi  during  the 
administration  of  some  of  these  drugs — nota- 
bly, sulfapyridine,  sulfadiazene,  and  sulfa- 
thiazole — has  been  noted  so  often  that  the 
microscopic  examination  of  the  urine  should  be 
carried  out  frequently  and  thoroughly  when 
these  compounds  are  given.  Unfortunately, 
there  is  a great  deal  of  confusion  concerning 
the  crystal  form  assumed  by  them  in  the 
urine,  and  it  is  likely  that  the  same  substance 
may  appear  in  more  than  one  form.  It  may 
be  said  that  if  one  detects  crystals  in  the  urine 
which  cannot  be  identified  as  of  a form  ordi- 
narily found  there  they  are  likely  to  be  those 
of  the  drug  being  given.  These  crystals  are 
colorless  or  yellow,  may  appear  as  broad  or  fine 
needles  arranged  in  wedges  or  sheaves  or  some- 
times built  up  into  irregular  balls  or  dumbbell 
forms,  and  have  at  times  been  mistaken  for 
acid  ammonium  urate.  They  may  be  present 
in  truly  enormous  quantities,  the  sediment 
forming  as  much  as  10  per  cent  of  the  total 
volume  of  the  urine. 

Complaints  have  been  made  that  when  pa- 
tients are  receiving  large  quantities  of  sulfanil- 
amide or  one  of  its  derivatives  it  may  be  im- 
possible to  culture  organisms  from  the  blood, 
urine,  or  spinal  fluid,  even  though  they  may  be 
present,  because  of  the  bacteriostatic  effect  of 
the  drug  in  the  material.  During  the  past 
year  it  has  been  discovered13  that  sulfanil- 
amide is  completely  neutralized  by  p-ami no- 
benzoic  acid  and,  recently,14  it  has  been  shown 
that  the  addition  of  this  substance  to  culture 
mediums  may  lead  to  a success  in  the  cultiva- 
tion of  organisms  which  would  otherwise  be 
impossible.  It  is  claimed  that  the  presence  of 
p-aminobenzoic  acid  in  the  proportion  of  5 mg. 
to  100  cc.  of  culture  mediums  will  not  inhibit 
the  growth  of  any  organisms  and  will  com- 
pletely neutralize  the  bacteriostatic  effect  of 
any  sulfanilamide  or  derivative  that  might  be 
present  in  the  material.  The  claim  has  not 
yet  been  fully  substantiated  but  is  supported 


November  1,  1941] 


LABORATORY  MEDICINE 


2111 


by  excellent  evidence.  Meanwhile,  it  would 
be  wise  for  laboratories  to  use  this  medium  in 
addition  to  those  ordinarily  employed  when 
culturing  materials  derived  from  a patient 
receiving  a compound  of  this  group. 

The  methods  that  have  been  used  for  the 
cultivation  of  anaerobes  have  long  been  a 
source  of  dissatisfaction  to  bacteriologists  be- 
cause of  their  awkwardness  and  complexity. 
Clear  liquid  mediums  that  may  be  used  for  this 
purpose  have  been  introduced  in  the  past  but 
for  the  most  part  require  an  elaborate  method 
of  application  and  maintain  anaerobiosis  for 
only  a short  period  of  time.  To  meet  this 
situation,  Brewer15  has  devised  a medium, 
which  has  come  to  be  known  as  Brewer’s 
thioglycollate  medium,  which  appears  to  be 
nearly  ideal  for  this  purpose.  This  product 
remains  anaerobic  for  more  than  a month, 
except  for  a thin  surface  layer,  and  will  sup- 
port the  growth  of  the  most  strict  anaerobes 
as  well  as  if  contained  in  an  anaerobic  jar.  It 
has  been  found  that  “80  cc.  of  sterile  air  per 
minute  can  be  bubbled  through  a tube  of  the 
medium  for  thirty  minutes  and  it  will  still 
support  the  growth  of  Clostridium  novyi,  one 
of  the  most  strict  anaerobes.”  In  a rather 
limited  use  at  the  New  York  Hospital  this 
medium  has  proved  to  be  entirely  satisfactory, 
and  its  introduction  will  be  the  source  of  much 
convenience  and  benefit  to  bacteriologic 
laboratories. 
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Discussion 

Dr.  Ward  J.  MacNeal,  New  York  City — I 
should  like  to  emphasize  the  value  of  a culture 
medium  containing  a neutralizing  substance 
when  making  blood  cultures  on  patients  under 
treatment  with  sulfonamide  drugs.  These  drugs 
may  exist  in  the  patient’s  blood  in  sufficient 
amount  to  delay  or  prevent  the  development  of 
bacteria  in  the  culture,  and  one  may  fall  into  the 
error  of  believing  that  the  blood  has  become 
bacteria-free  when  such  is  not  the  case. 
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PRINCIPLES  OF  TREATMENT  OF  EPILEPSY 

With  Particular  Reference  to  the  Surgical  Aspect 

William  P.  Van  Wagenen,  M.D.,  Rochester,  New  York 


EPILEPSY  represents  a physiologic  insur- 
rection and  rebellion  within  the  nervous 
system.  Like  its  political  counterpart,  a re- 
volt may  start  at  any  of  the  levels  of  govern- 
ment and  spread  far  or  remain  local.  The  pro- 
voking incidents  may  be  varied  and  manifold 
or  they  may  be  the  same  each  time.  The 
treatment  may  have  to  be  on  the  basis  of  a 
broad  change  directed  at  all  levels  or  it  may  be 
directed  toward  the  eradication  or  isolation  of 
an  offending  party. 

Classifications  of  Epilepsy 

A.  The  variations  of  epilepsy  may  be 
classified  in  several  different  ways.  The  old- 
est and  still  best-known  classification  is  that  of 
petit  mal,  grand  mal,  and  the  epileptic  equiva- 
lent. While  such  a division  of  the  subject  is  a 
purely  descriptive  clinical  one,  it  has  the  back- 
ing, in  part,  of  investigators  in  electroen- 
cephalography who  find  fairly  characteristic 
wave  form  changes  in  each  of  these  types. 

B.  A classification  on  the  basis  of  known 
etiologic  agents  leads  to  a clearer  thinking  and 
a better  understanding  of  the  therapeutic  prob- 
lem at  hand.  Year  by  year  some  item  is 
taken  out  of  that  catch-all  basket  called  idio- 
pathic epilepsy  and  given  the  standing  it  war- 
rants on  a pathologic  or  physiologic  basis. 
Brain  tumor  of  slow  growth  was  once,  and 
even  now  is,  occasionally  considered  to  be 
idiopathic  epilepsy  until  an  eventual  diagnosis 
is  made. 

I.  Intrinsic  Organic  Nervous  System  Lesions 
Associated  with  Epileptic  Seizures. 

1.  Space  displacing  masses. 

(a)  Tumors,  largely  cerebral. 

(b)  Cysts  of  the  pia-arachnoid — congenital, 
infectious,  or  traumatic. 

(c)  Cysts  within  brain — hemorrhagic,  infec- 
tious, neoplastic,  or  congenital. 

(d)  Granulomas. 

2.  Cicatrices. 

(a)  Traumatic. 

(b)  Infectious. 

(c)  Posthemorrhagic. 

(d)  Ischemic. 
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3.  Infections. 

(a)  Spirochetal. 

(b)  Virus. 

(c)  Pyogenic. 

(d)  Granulomatous. 

4.  Degenerations. 

(a)  Diffuse  and  progressive — cause  un- 
known. 

(b)  Isolated  and  stationary — cause  un- 
known. 

5.  Vascular  changes. 

(a)  Arteriosclerotic. 

(b)  Angiospastic. 

(c)  Congenital  anomalies. 

6.  Congenital  anomalies  of  brain. 

(a)  Microgyria — nonischemic  in  origin. 

(b)  Agenesis  of  cerebrum,  local  or  diffuse. 

II.  Extrinsic  Nervous  System  Agents  Associ- 
ated with  Epilepsy. 

1.  Toxins  and/or  poisons. 

(a)  Febrile. 

(b)  Metals  and  gases. 

(c)  Drugs  and  chemicals. 

2.  Disturbances  of  metabolism. 

(a)  Water. 

(b)  Carbohydrates. 

(c)  Proteins  as  in  phenyl-pyruvic  acid. 

3.  Anemia — cerebral. 

(a)  Associated  with  heart  disease. 

(b)  Angiospastic. 

III.  Idiopathic  Epilepsy. 

1.  Etiology  is  as  yet  not  understood  but  is 

probably  of  intrinsic  nervous  system  ori- 
gin. 

C.  A third  classification  may  be  made  on 
the  basis  of  disturbance  of  the  electroen- 
cephalographic  findings.  This  classification 
most  nearly  corresponds  to  the  gross  clinical 
type  of  petit  mal,  grand  mal,  and  epileptic 
equivalent,  for  each  of  these  types  of  fit  has  a 
reasonably  constant  pattern. 

D.  A fourth  classification  essential  to  the 
surgeon  is  that  based  on  the  anatomic  location 
of  the  origin  of  the  fit  and  the  level  or  levels 
involved  so  far  as  they  can  be  determined. 
Certain  telltale  symptoms  or  observations  may 
often  lead  to  this  information.  The  faithful 
recording  of  the  events  in  a fit,  particularly  be- 
fore consciousness  is  lost,  by  nurses,  house 
staff,  and  attending  physicians  is  of  great  im- 
portance in  this  regard: 

1.  Prerolandic  motor  areas — with  focal  or 
“marching”  motor  phenomena. 
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2.  Postrolandic  sensory  areas — with  focal 
or  “marching”  sensory  phenomena. 

3.  Occipital  and  temporal  areas — with  hal- 
lucinations of  light,  formed  and  diffuse. 

4.  Temporal  areas — with  hallucinations  of 
sound,  formed  and  diffuse;  with  perceptual  de- 
lusions of  person  and  place;  with  dream  states; 
and,  questionably,  with  disturbance  of  at- 
tention. 

5.  Olfactory  areas — with  hallucinations  of 
smell. 

6.  Frontal — with  psychic  fits  without 
motor  component  (?). 

7.  Diencephalic — with  disturbances  of 
autonomic  nervous  function  and  with  simple 
transient  partial  loss  of  contact  with  environ- 
ment (?). 

8.  Mesencephalic — with  fits  of  decerebrate 
postures. 

9.  Bulbospinal — with  gross  myoclonic  fits. 

Mode  of  Spread  of  a Fit 

A great  deal  of  information,  clinical  and 
laboratory,  points  to  the  belief  that  the  dis- 
turbed wave  of  electrical  impulses  thought  to 
give  rise  to  a fit  travel  by  way  of  nervous  path- 
ways. Nothing  to  the  contrary  has  yet  been 
proved.  However,  it  could  be  conjectured 
that  other  types  of  electrical  waves  giving  rise 
to  a fit  could  pass  through  fluid  medium  of 
the  brain  much  the  same  as  radio  waves  pass 
through  the  ether.  For  the  present,  how- 
ever, we  must  proceed  and  work  on  the  prin- 
ciple that  anatomic  conduits  are  the  only 
means  of  spread  of  a fit. 

Where  the  fit  has  its  origin  in  the  cortex, 
the  spread  may  be  downward  into  the  basal 
ganglia  and  diencephalon,  giving  peripheral 
manifestations  of  abnormal  function  of  one  or 
all  of  these  levels.  The  reverse  would  also 
seem  to  be  true.  Fits  starting  in  the  basal 
ganglia  may  spread  upward  to  the  cortex  and 
be  reflected  from  there  to  appropriate  areas. 
By  piecing  together  bits  of  information,  it 
would  appear  that  the  first  effect  of  the  ab- 
normal wave  originating  in  or  striking  an 
area  was  one  of  stimulation  followed  by  one  of 
paralysis.  The  wild  tonic  and  clonic  move- 
ment of  an  arm  or  leg  may  be  followed  by 
palsy.  The  most  dramatic  of  the  paralytic 
effects,  if  such  it  be,  is  the  loss  of  conscious- 
ness. No  one  knows  with  certainty  where  the 
seat  of  consciousness  lies  or  if  it  lies  in  any  one 
discrete  area.  There  is  some  good  evidence 
pointing  to  a posterior  diencephalic  and  upper 
midbrain  residence.  On  the  other  hand, 
large  cortical  lesions,  suddenly  produced  or 
stimulated,  are  associated  with  loss  of  con- 


sciousness. Manually  occluding  the  middle 
cerebral  artery  when  exposed  in  the  sylvian 
fissure  under  local  anesthesia  may  lead  to  a 
rapid  temporary  loss  of  consciousness.  The 
same  is  seen  in  embolic  phenomena,  though 
the  loss  of  consciousness  is  much  longer. 

It  must  not  be  assumed  that  the  site  from 
which  the  first  clinical  symptoms  arise  during 
a fit  is  necessarily  the  site  of  its  origin,  for  the 
abnormal  wave  may  simply  “bump”  into  a 
symptom-producing  area  on  its  way  elsewhere. 
Only  too  frequently  are  motor  phenomena  a 
first  hint  of  a fit  from  a scar  in  the  frontal  pole. 

Principles  of  Treatment 

The  principles  of  treatment  of  epilepsy  in  a 
given  patient  must  naturally  vary  with  the 
concept  of  the  disease  in  that  person.  It  can- 
not be  too  strongly  emphasized  that  each  case 
is  just  as  much  an  individual  problem  as  a 
tumor  situated  in  various  levels  of  the  nervous 
system  would  be. 

Principle  I.  Eradication  of  ‘ ‘ Firing  Points. ’ ’ 
— Since  at  the  present  day  it  is  held  that 
a particular  fit  starts  in  one  area,  this  area  may 
be  considered  for  surgical  eradication  where  its 
location  makes  this  possible.  Examples  are 
neoplasms,  cysts,  and  scars.  All  too  frequent 
is  the  observation  that  as  soon  as  one  offending 
“firing  point”  is  eradicated  another  one  just  as 
potent  assumes  control.  This  is  particularly 
true  of  brain  scars. 

Case  Report 

Case  1. — G.  F.  H.,  a boy  aged  17,  had  a chief 
complaint  of  “spells.”  His  birth  history  is  as 
follows:  The  patient  was  delivered  by  instru- 
ments. The  head  was  molded  until  “it  looked 
like  a Zeppelin,”  the  chin  being  one  point  and  the 
occiput  the  other.  One  blade  of  forceps  was  over 
the  right  eye  and  the  other  was  over  the  left  occi- 
put. There  were  large  bruises  at  each  point, 
the  eye  being  swollen  shut.  These  bruises  did 
not  clear  up  for  about  three  months.  As  a baby 
he  was  “very  nervous”  and  slept  but  little. 

Two  to  three  weeks  after  starting  school  at  the 
age  of  6,  he  had  the  first  attack  of  spells.  He  felt 
rather  unwell,  and  several  times  during  the  day 
he  had  a slight  gnawing  sensation  in  the  region 
of  the  right  temple  which  came  on  without  warn- 
ing, lasted  a few  seconds,  and  left  no  sequelae. 
This  was  repeated  again  in  two  to  three  weeks. 
His  physician  prescribed  certain  pills  that  re- 
sulted in  the  disappearance  of  these  symptoms 
for  a few  weeks.  The  feeling  of  being  unwell 
then  became  so  severe  that  he  had  to  leave  school 
on  the  days  that  he  had  the  attacks,  and  he  has 
never  had  a full  year  of  school  work  since.  The 
early  attacks,  which  were  called  “little  spells,” 
lasted  until  he  was  9 or  10  years  old  when  he 
began  to  have  “big  spells.” 
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Fig.  1.  Photograph  of  patient  during  hospital  stay  in  1929  showing  facies  and  operative  wound. 


The  big  spells  consisted  of  the  same  gnawing 
sensation  in  the  right  temporal  region  as  before 
but  lasted  longer  and  ended  with  a period  during 
which  he  would  see  flashes  of  light  “just  like 
lightning”  out  of  the  temporal  corner  of  the  right 
eye.  At  first  he  remained  conscious  throughout 
the  attack,  but  later  and  especially  more  re- 
cently— that  is,  1929 — he  has  had  spells  during 
which  he  felt  numb  all  over  and  knew  nothing  of 
his  surroundings  until  the  end  of  his  attack.  He 
has  never  fallen  and  has  no  other  signs  to  give 
evidence  of  falling  during  an  attack.  He  has  had 
attacks,  however,  while  riding  a bicycle  through 
traffic  but  by  some  miracle  ejscaped  without  seri- 
ous injury.  The  longelst  period  of  freedom  from 
attacks  has  been  three  months.  Treatment  has 
consisted  of  many  forms  of  medication.  Each 
medicine  prescribed  would  have  a mild  beneficial 
effect  for  a short  period  of  time. 

During  the  year  prior  to  admission  in  1929  he 
lost  weight  and  became  depressed,  morose,  com- 
bative, and  at  times  assaultive.  Some  of  these 
attacks  of  depression  would  be  accompanied  by  a 
sense  of  dizziness  during  which  the  floor  seemed  to 
rise  in  front  of  him  and  appear  higher  the  farther 
away  that  it  went.  Following  the  big  spells  he 
would  have  severe  headache  and  be  fairly  lethar- 
gic for  a period  of  hours.  He  had  had  inconti- 
nence during  the  night  until  the  age  of  7.  This 
stopped  but  began  again  with  the  onset  of  big 
spells  at  the  age  of  9 or  10  and  continued  until 
the  age  of  15. 

The  patient  was  thought  to  have  a left  occipi- 
tal lobe  scar.  The  entire  occipital  lobe  was  ex- 
cised on  March  7,  1929.  He  had  freedom  from 
any  attacks  until  September,  1939,  when  he  be- 
gan to  have  petit  mal  attacks  again.  He  has  not 
had  a return  of  grand  mal  attacks  (Fig.  1). 

Principle  II.  “ Blanketing.” — Where  there 
are  thought  to  be  many  irritable  foci — these 
located  in  different  levels  of  the  nervous  sys- 
tem— the  principle  of  “blanketing”  must  be 
resorted  to.  Particularly  true  is  this  of  the 
patient  with  petit  mal,  as  well  as  grand  mal, 


fits  or  equivalents.  The  use  of  drugs  to  lower 
the  receptivity  of  nerve  cells  to  incoming 
stimuli  is  well  known.  Whether  drugs  lower 
the  discharge  rate  or  potency  of  the  irritable 
focus  is  not  known.  Bromides,  phenobarbital, 
dilantin,  and  the  products  of  an  acidosis  are 
well  known  to  you  all.  Illustrative  cases  of 
the  benefits  of  such  medication  can  doubtless 
be  had  from  the  practices  of  every  doctor  in 
this  field.  A word  may  be  said  against  the 
continued  use  of  these  drugs  when  reasonably 
effective  results  are  not  forthcoming  in  a few 
weeks’  time. 

Principle  III.  “Counter stimulation.” — An- 
other well-known  age-old  principle  is  that  of 
neutralizing  stimuli  from  a “firing  point”  by 
counterstimuli  from  a peripheral  somatic  area. 
Many  an  epileptic  has  learned  some  trick  to 
“ward  off”  an  attack — such  as  rubbing  the 
hand  vigorously,  getting  into  a hot  tub  of 
water,  or  drinking  some  favorite,  often  nau- 
seating, mixture. 

The  recognition  of  the  periodicity  of  epilep- 
tic seizures  in  certain  people  has  been  recog- 
nized since  the  beginning  of  medicine  itself. 
This  periodicity  has  been  associated  with  the 
menstrual  cycle.  There  cannot  be  any  ques- 
tion of  the  coexistence  of  seizures  with  the 
menstrual  cycle  at  times.  For  this  reason  the 
device  of  electrical  shock  producing  a seizure 
periodically  has  been  resorted  to.  Reports  on 
this  procedure  are  of  relatively  recent  date  for 
final  evaluation. 

Principle  IV.  “Ditching.” — The  principle 
of  “ditching”  is  an  old  one  in  fire  fighting  and 
one  that  I have  been  most  interested  in  of  late. 
It  consists  of  trying  to  prevent  the  spread  of  an 
epileptic  fit  by  surgical  section  of  association 
pathways  where  this  is  possible.  The  path- 
ways amenable  to  this  are  the  corpus  callosum 
and  anterior  commissure  and  the  fornix  sys- 
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tem.  The  case  selected  is  one  where  the  firing 
point  or  points  seem  limited  largely  to  one 
hemisphere  and  where  the  offending  area  or 
areas  cannot  be  eradicated  without  serious 
neurologic  consequences — such  as  palsies  and 
speech  disturbances.  The  theory  behind  this ' 
procedure  is  the  often-made  observation  that 
where  the  fit  remains  localized  to  one  hemis- 
phere the  patient  does  not  tend  to  lose  con- 
sciousness. 

This  work  was  undertaken  with  moderate 
trepidation,  inasmuch  as  these  pathways  were 
considered  as  fairly  holy  ground  and  certainly 
not  fit  for  a surgical  desecration.  Portions  of 
these  association  pathways  have  been  sec- 
tioned from  time  to  time  by  various  surgeons 
incident  to  tumor  removal.  On  a basis  of 
more  than  25  cases,  I can  assure  you  that  these 
pathways  are  not  sacrosanct  and  may  be  di- 
vided without  untoward  effect — such  as  the 
production  of  a motor  aphasia,  apraxia, 
alexia,  dissociation  of  motor  movements, 
astereognosis,  permanent  incontinence  of  blad- 
der or  bowel,  or  the  onset  of  the  so-called 
Korsakoff’s  syndrome,  the  onset  of  cortical 
deafness,  etc. 

It  must  be  realized  that  the  corpus  callosum 
and  the  anterior  commissure  are  not  the  only 
interhemispheral  association  pathways.  A fit 
may  spread  via  the  habenular,  the  posterior 
commissure,  and  by  midbrain  pathways.  It 
must  also  be  remembered  that  a fit  originating 
in  basal  ganglia  or  diencephalon  may  discharge 
upward  into  each  hemisphere  whether  the 
mentioned  association  pathways  are  intact  or 
not.  Assuming  that  there  are  firing  points  in 
each  cortex,  there  is  no  reason  why  each  of 
them  may  not  “fire”  simultaneously  and  a 
generalized  fit  result.  We  have  seen  a patient 
with  a partially  divided  corpus  callosum  have 
a series  of  Jacksonian  fits  on  the  right  one  day 
and  on  the  left  the  next  and,  with  hydration, 
have  the  one  side  begin  with  a fit,  be  followed 
by  a similar  one  on  the  other,  and  a grand  mal 
attack  result. 

The  problem  of  limiting  the  spread  of  a fit 
known  as  an  epileptic  equivalent  by  means  of  a 
prefrontal  lobotomy  is  under  investigation  and 
is  worthy  of  a real  trial. 

While  any  procedure  carried  out  on  an 
epileptic  patient  takes  years  to  evaluate  and 
numbers  to  argue  from,  I am  convinced  that 
this  procedure  has  a real  place  in  the  surgical 
attack  on  this  problem.  Work  on  the  prob- 
lem of  eliminating  the  epileptic  equivalent  type 
of  fit  by  prefrontal  lobotomy  or  similar  white 
fiber  section  is  in  its  beginning.  A further  re- 
port on  this  will  be  made  at  a later  time. 


Case  Report 

Case  2. — E.  C.  C.,  a single  woman  aged  28,  was 
first  seen  in  this  hospital  on  September  26,  1938, 
at  which  time  she  complained  of  convulsions  of 
some  five  years’  duration.  The  patient  states 
that  she  was  in  good  health  until  some  six  years 
prior  to  1938,  when  she  was  in  an  automobile 
accident  and  struck  her  head  against  the  roof  of 
a car.  The  accident  was  not  a severe  one  and 
the  connection  of  this  accident  with  the  com- 
plaint of  convulsions  is  dubious.  The  first  con- 
vulsive seizure  was  a grand  mal  attack  coming  on 
during  sleep  and  lasting  some  five  to  ten  minutes. 
Seizures  had  continued  from  that  time  until  the 
date  of  operation  on  November  6,  1939.  At 
times  the  convulsions  began  with  a sensation  of 
numbness  and  tension  in  the  left  face  followed  by 
clonic  contractures  of  the  left  side  of  the  face 
which  spread  to  the  left  arm  and  leg  and  then  be- 
came generalized.  The  patient  usually  lost  con- 
sciousness with  an  attack,  bit  the  tongue,  occa- 
sionally lost  control  of  the  sphincter,  and  had  a 
period  of  drowsiness  following  the  seizure.  The 
physical  examination  gave  evidence  of  a slight 
left-sided  atrophy  of  the  arm  and,  to  a less  ex- 
tent, of  the  leg.  There  was  a slight  facial 
weakness  of  the  left  lower  side.  A ventriculo- 
gram gave  evidence  of  a diffuse  atrophy  in  the 
region  of  the  right  temporoparieto-occipital  area 
(Fig.  2).  The  patient  had  been  taking  sedatives 
of  various  types  since  around  1933.  She  had 
been  tried  on  a ketogenic  diet,  limited  fluid  in- 
take, and  daily  magnesium  sulfate  administra- 
tion, all  without  any  particular  effect  on  the 
seizures.  On  November  29,  1939,  the  corpus  cal- 
losum was  completely  divided,  together  with  one 
limb  of  the  fornix.  The  patient  has  not  had  a 
grand  mal  seizure  since  that  date.  She  has  had 
numerous  unilateral  seizures  consisting  of  numb- 
ness of  the  entire  side  and  a few  tonic  and  clonic 
movements  of  the  left  arm  and  leg  but  never  with 
loss  of  consciousness.  Her  ability  to  think, 
reason,  remember,  calculate,  etc.,  is  intact. 
Physically,  she  is  as  intact  as  before  operation. 
There  is  no  evidence  of  an  astereognosis  or  an 
apraxia. 

There  are  many  interesting  and  fascinating- 
side  chains  to  this  study  which  cannot  be  gone 
into  at  this  time.  The  effect  of  association 
fiber  section  on  the  speech  disorder  of  stutter- 
ing is  one.  If  stuttering  is  a fight  for  domi- 
nance between  hemispheres,  a section  of  the 
corpus  callosum  might  be  thought  of  as  a 
means  of  stopping  it.  Such  is  not  our  experi- 
ence in  2 cases.  The  speech  disorder  goes  on 
unchanged. 

Principle  V.  Blanketing  by  Means  of 
Altered  Metabolism. — Another  principle  of 
treatment  of  the  epileptic  not  suitable  for 
surgical  eradication  of  firing  point  or  ditching 
is  that  of  alteration  or  blanketing  of  the  cell 
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Fig.  2.  Case  2.  Ventriculogram  films  to  show  the  dilation  of  the  right  temporo-occipito-parietal 

lobe  of  the  brain. 


receptivity  by  the  products  of  acidosis.  High 
fat  diets  and  limitation  of  water  intake  fall 
within  this  category.  Numerous  papers  since 
those  of  McQuarrie  and  Fay  have  dealt  with 
the  relation  of  hydration  to  the  epileptic  state. 
As  a result  of  experimental  work  on  diabetes 
insipidus  carried  out  by  Dr.  Rowland  Bellows 
and  myself,  I believe  that  it  is  a chronic  de- 
hydrating disease.  The  bodily  water  trans- 
port is  large,  and  the  water  balance  tends  to  be 
a negative  one.  Proceeding  on  this  theory, 
work  is  underway  to  treat  surgically  a group 
of  hopeless  epileptics  by  producing  a state  of 
diabetes  insipidus.  The  procedure  is  in  the 
period  of  trial,  and  reports  on  it  will  have  to  be 
made  at  a later  date.  Incident  to  this  is  a 
study  by  the  Medical  Service — Drs.  Keut- 
mann  and  Kaltreider — of  the  distribution  of 
water  in  the  intercellular  and  intracellular 
spaces  in  diabetes  insipidus  by  means  of  the 
radioactive  sodium  method,  as  well  as  the 
other  better  known  methods. 

Case  Report 

Case  3. — J.  B.,  a single  man  aged  24,  had  a 
chief  complaint  of  epileptic  seizures  for  nine  to 
ten  years.  He  has  had  many  petit  mal  seizures, 
as  well  as  grand  mal  attacks.  The  patient  has 
been  observed  in  a number  of  instances  in  which 
he  was  in  status  epilepticus.  Needless  to  say,  this 
man  has  been  studied  from  every  point  of  view. 
He  has  had  every  known  form  of  treatment  in 
extenso  without  any  appreciable  change  in  his 
condition.  The  neurologic  examination  was  es- 
sentially negative.  From  the  mental  point  of 
view  the  man  was  much  deteriorated.  He  was 
able  to  do  certain  things  with  quite  a good  deal 


of  facility — such  as  carrying  out  card  tricks  and 
amusing  others  about  the  ward.  He  was  ex- 
tremely religious  and  could  pray  with  a great  deal 
of  fervor.  He  was  able  to  sing  a number  of  songs 
and  at  one  time  participated  in  a small  act  in 
vaudeville.  The  electroencephalographic  record 
gave  evidence  of  numerous  petit  mal  attacks,  as 
well  as  grand  mal  seizures.  All  the  details  of 
laboratory  findings  will  not  be  gone  into  at  this 
time.  Suffice  to  say  that  he  has  been  studied 
with  particular  reference  to  the  intracellular  and 
extracellular  water  content  by  the  Medical  Serv- 
ice. The  method  employed  has  been  that  of 
estimation  of  radioactive  sodium  in  these  spaces. 
On  April  21,  1941,  a craniotomy  was  done,  at 
which  time  a hypothalamic  puncture  was  made 
at  the  upper  end  of  the  pituitary  stalk.  The  ap- 
proach was  through  the  corpus  callosum,  which 
was  divided  from  the  juncture  of  the  body  of  that 
structure  with  the  fornix.  The  anterior  commis- 
sure was  divided  and  the  right  limb  of  the  fornix. 
The  patient  developed  the  primary  phase  of  a 
diabetes  insipidus.  The  secondary  phase  is  just 
beginning.  The  patient  has  taken  as  high  as 
6,000  to  7,000  cc.  of  fluid  a day.  Up  to  the  pres- 
ent time  he  has  not  had  a convulsion.  It  is  ap- 
preciated that  this  patient  is  early  in  his  post- 
operative course,  and  no  deductions  are  being 
drawn  regarding  the  ultimate  result. 

This  patient  is  one  of  the  few  hopeless  epi- 
leptics who  have  been  treated  in  the  last  few 
years  by  means  of  punctures  or  lesions  of  the 
pituitary  stalk  designed  to  bring  about  a dia- 
betes insipidus.  The  individual,  G.  T.,  who 
was  operated  upon  some  four  to  five  years  ago 
has  not  had  a grand  mal  seizure  since,  except 
associated  with  a hypoglycemia.  The  hypo- 
glycemia is  due  to  a lesion  of  the  pituitary  body 
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itself  and  subsequent  atrophy  of  the  adrenals. 

I believe  that  it  can  be  stated  with  certainty 
that  any  epileptic  that  we  have  ever  seen 
would  have  had  a series  of  severe  convulsions 
in  the  postoperative  state  had  he  been 
hydrated  to  the  extent  that  the  patient  J.  B. 
has  been. 

Summary 

The  direct  surgical  attack  on  a known  or 
proved  single  firing  point  from  which  a fit  is 
thought  to  start  is  obvious,  where  it  can  be 
done,  and  should  probably  have  first  considera- 
tion among  surgical  procedures.  Methods  of 
search  for  a firing  point,  such  as  a scar,  are 
laborious  and  time-consuming  and  often  fruit- 
less. The  history  may  give  a lead  suggesting 
the  neighborhood  of  origin  of  the  fit.  Distant 
foci  setting  up  waves  that  “bump”  the  area 
must  ever  be  remembered.  The  electroen- 
cephalogram in  experienced  hands  may  give  a 
clue  to  an  area  of  persistent  abnormal  waves, 
and  from  this  the  presence  of  a firing  point 
may  be  suspected.  Air  encephalograms  may 
aid  in  picking  up  scars  by  revealing  areas  of 
cortical  or  subcortical  atrophy.  Stimulation 
of  the  suspected  area  after  a craniotomy,  under 
local  anesthesia,  may  confirm  the  site  of  the 
focus  by  producing  a fit  typical  of  that  com- 
plained of.  The  use  of  the  electroencephalo- 
gram on  the  exposed  cortex  is  one  with  which 
I have  not  had  experience. 

Eradication  of  the  “firing  area”  is  not  always 
simple.  Excision  of  one  scar  may  lead  to  a 
larger  one.  Wherever  possible,  the  crater  of 
the  excision  should  connect  with  a ventricle  in 
order  to  permit  it  to  fill  with  a pool  of  cere- 
brospinal fluid.  Various  devices  are  in  order 
to  prevent  a reforming  of  adhesions  between 
the  dura  and  brain — such  as  the  use  of  amni- 
otic  membrane,  peritoneum,  etc.  The  pres- 
ence of  one  proved  scar  or  firing  point  does  not 
necessarily  mean  there  are  not  others  that  are 
only  too  ready  to  carry  on.  Particularly  is 
this  true  in  the  scar  of  traumatic  and  infectious 
origin.  Eradication  of  a true  firing  point  has 
the  advantage  of  limiting,  and  perhaps  abol- 
ishing, bombardment  of  the  basal  ganglia  and 
diencephalon  by  abnormal  brain  waves  lead- 
ing to  unconsciousness. 

Should  clinical  and  laboratory  studies  give 
evidence  of  a widespread  hemispheral  scar  too 
extensive  for  excision,  or  in  a zone  not  amen- 
able to  surgical  removal,  a section  of  certain 
major  association  pathways  is  certainly  in 
order,  inasmuch  as  it  can  be  done  without  any 
more  serious  consequences  to  the  patient  than 
removal  of  a scar. 


Should  the  patient  be  thought  to  have 
fits  originating  in  the  basal  ganglia  or  dien- 
cephalon, an  alteration  of  water  metabolism 
by  means  of  a suitable  hypothalamic  puncture 
may  warrant  consideration  after  other  usual 
medical  measures  have  failed. 

Surgical  Technic 

The  surgical  technic  of  scar  excision,  associa- 
tion pathway  section,  and  hypothalamic  punc- 
ture for  the  production  of  diabetes  insipidus 
is  too  extensive  to  be  dealt  with  here. 

Selection  of  Cases  for  Surgical  Attack 

The  selection  of  cases  for  surgical  attack  is 
one  that  is  bound  to  vary  from  clinic  to 
clinic  depending  on  the  facilities  and  interest 
of  the  personnel.  All  agree  that  every  search 
should  be  made  for  extracranial  faults — such 
as  altered  metabolic  states,  infection,  etc.  A 
fair  trial  of  methods  of  blanketing  is  in  order  in 
most  instances.  When  the  blanket  becomes 
too  heavy  or  is  ineffective,  the  possibilities  of 
surgical  methods  outlined  are  worthy  of  real 
consideration. 

Discussion 

Dr.  Eldridge  Campbell,  Albany , New  York. — 
There  is  no  greater  problem  in  medicine  today 
than  epilepsy.  From  the  study  of  this  dreadful 
malady  in  the  past  have  come  not  only  many 
efficacious  methods  of  treatment  but  also  several 
important  advances  in  the  physiology  of  the  cen- 
tral nervous  system.  It  is  to  be  recalled  that 
from  an  analysis  of  the  march  of  the  fit,  Hugh- 
lings  Jackson  first  postulated  the  existence  of  the 
motor  area  itself.  From  Dr.  Van  Wagenen’s 
report  of  the  effect  of  corpus  callosum  section,  at 
least  two  points  of  practical  neurologic  significance 
have  emerged.  In  the  first  place,  the  entire  cor- 
pus callosum  may  be  divided  with  the  same  im- 
punity that  Dandy  has  found  in  sectioning  the 
posterior  two-thirds.  This  is  rather  surprising 
in  view  of  the  older  teachings  and  of  the  mental 
symptoms  that  usually  accompany  gliomas  in- 
volving this  structure.  In  such  instances,  inva- 
sion of  the  adjacent  cerebral  hemispheres  must 
play  a large  role  in  the  production  of  apraxia  and 
astereognosis.  Secondly,  division  of  the  forward 
portions  of  the  corpus  callosum  affords  an  advan- 
tageous route  for  the  removal  of  tumors  in  the 
anterior  portions  of  the  third,  and  even  of  the 
lateral,  ventricles. 

It  is  important  to  consider  epilepsy  a symptom. 
As  such,  it  is  of  particular  interest  to  remember 
that  fits  may  be,  and  indeed  often  are,  for  long 
the  only  manifestations  of  a brain  tumor.  Just 
recently,  I removed  a huge  temporo-occipital 
lobe  glioma  from  a 50-year-old  man  whose  only 
symptoms  for  seven  years  had  been  occasional 
generalized  fits.  Of  all  the  patients  with  cerebral 
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tumors  operated  upon  at  the  Albany  Hospital, 
24  per  cent  had  convulsions  as  a prominent  symp- 
tom, and  in  several  instances  these  long  preceded 
any  other  complaint.  One  patient  had  had  Jack- 
sonian seizures  for  ten  years,  and  several  had 
been  so  afflicted  for  more  than  five  years  before 
the  tumor  had  otherwise  announced  its  presence. 


Indeed,  in  this  group  the  average  duration  of 
convulsions  prior  to  admission  was  nineteen 
months. 

It  is  well  to  remember  then  that  the  onset  of 
convulsions  in  a person  past  the  age  of  35  should 
mark  the  patient  as  a brain  tumor  suspect  until 
proved  otherwise. 


NOTED  ENGLISH  PSYCHIATRIST  TO  LECTURE  HERE 


Dr.  R.  D.  Gillespie,  who  is  now  chief  psychia- 
trist for  the  British  Royal  Air  Force,  is  coming  to 
this  country  at  the  request  of  the  Salmon  Com- 
mittee on  Psychiatry  and  Mental  Hygiene  of 
The  New  York  Academy  of  Medicine.  He  will 
deliver  the  Salmon  Memorial  Lecture  in  the  New 
York  Academy  building  November  17  and  18, 
speaking  on  “Psychoneuroses  from  the  Stand- 
point of  War  Experience.” 

Dr.  Gillespie’s  observations  made  under  actual 
war  conditions  are  expected  to  be  of  inestimable 
value  to  American  psychiatrists  in  formulating 
plans  for  maintaining  civilian  morale  in  wartime. 
His  lectures  will  also  give  his  hearers  new  in- 
formation concerning  the  pressing  psychiatric 
problem  of  today — the  psychoneuroses. 

Dr.  C.  Charles  Burlingame,  chairman  of  the 
Salmon  Committee,  which  each  year  chooses  an 
outstanding  specialist  in  psychiatry,  neurology, 
or  mental  hygiene  for  the  Salmon  Memorial 
Lecture,  has  issued  a general  invitation  on  behalf 
of  the  committee  to  members  of  the  medical 
profession  and  their  friends  to  attend.  Dr. 
Gillespie  will  be  the  ninth  lecturer  who  has  been 
selected  from  the  top-ranking  psychiatrists  and 
neurologists  throughout  the  world  who  have 
made  the  greatest  contribution  to  their  field 


during  the  preceding  year.  Selection  for  de- 
livering the  Salmon  Lecture  has  been  likened  to 
selection  for  the  Pulitzer  Prize  in  letters. 

Dr.  Gillespie  is  the  author  of  two  medical 
volumes  Disorders  in  Sleep  and  Textbook  of 
Psychiatry , a reference  work  in  collaboration  with 
Dr.  D.  K.  Henderson,  of  Edinburgh,  who  is  a 
former  Salmon  lecturer.  Before  he  undertook 
his  wartime  duties  as  chief  psychiatrist  for  the 
R.A.F.,  Dr.  Gillespie  was  the  lecturer  in  psycho- 
logic medicine  at  Guys  Hospital  and  Medical 
School  in  London.  He  was  also  the  lecturer  in 
psychopathology  at  the  University  of  Aberdeen. 
He  received  his  medical  degree  from  the  Uni- 
versity of  Glasgow  and  his  doctorate  in  psycho- 
logic medicine  from  the  University  of  London. 
He  is  a member  of  the  Royal  College  of  Physi- 
cians. 

Among  Dr.  Gillespie’s  many  important  find- 
ings concerning  the  psychologic  effects  of  modern 
warfare  on  civilians  and  combatants  is  the  fact 
that  chronically  neurotic  people  and  those  suffer- 
ing from  mild  depressions  have  become  chroni- 
cally heroic  and  self-sacrificing  under  the  stress 
of  bombing  raids.  Also,  he  has  noted  that 
women  stand  up  as  well  if  not  possibly  better 
than  men  under  civilian  bombings. 


CHILDREN’S  BUREAU  NEEDS  MATERNAL  AND  CHILD  HEALTH  SPECIALISTS 


Employment  registers  are  to  be  established 
by  the  Civil  Service  Commission  to  fill  maternal 
and  child  health  specialist  positions  in  the  Chil- 
dren’s Bureau  of  the  Department  of  Labor. 
Vacancies  in  similar  positions  in  state  agencies 
cooperating  with  the  Children’s  Bureau  may 
also  be  filled  from  these  registers  at  the  request  of 
the  states  concerned.  The  examination  an- 
nouncement just  issued  by  the  Civil  Service 
Commission  to  recruit  persons  for  these  positions 
allows  the  filing  of  applications  until  November 
15,  1941 . 

There  are  three  options  in  which  persons  may 
qualify — pediatrics,  obstetrics,  and  orthopedics. 
For  each  of  these  options  employment  lists  will 
be  established  for  administrative,  research,  and 
clinical  positions.  The  duties  of  the  adminis- 
trative positions  include  giving  consultations 
and  advisory  service  to  state  and  other  govern- 
ment agencies  carrying  out  maternal  and  child 
health  programs.  The  research  positions  involve 
the  planning  or  directing  of  studies  in  such  fields 
as  infant  and  maternal  mortality  and  child 


growth  in  relation  to  social,  economic,  and  other 
factors.  Persons  appointed  to  clinical  positions 
will  do  clinical  work  in  one  of  the  options. 

A written  test  will  not  be  given  for  these  posi- 
tions. Competitors  will  be  rated  on  their  educa- 
tion, experience,  and  corroborative  evidence. 
Applicants  must  have  graduated  from  a medical 
school  of  recognized  standing  with  an  M.D. 
degree  and  must  have  served  a one-year  intern- 
ship. In  addition,  they  must  have  had  full- 
time postinternship  clinical  training  as  well  as 
other  appropriate  experience  in  the  option 
selected  and  in  the  type  of  work  in  which  they 
seek  appointment. 

Doctors  of  medicine  who  are  interested  in  this 
opportunity  for  government  employment  are 
urged  to  seek  further  information  about  these 
positions,  which  pay  from  $3,200  a year  to 
$5,600  a year.  Further  information  and  ap- 
plication forms  may  be  obtained  from  the  Com- 
mission’s representative  at  any  first-  or  second- 
class  post  office  or  from  the  central  office  in 
Washington,  D.  C. 


OXYCEPHALY 

Joseph  E.  J.  King,  M.D.,  New  York  City 


IN  NOVEMBER,  1937,  I made  a prelimi- 
nary report  of  a new  operation  for  oxy- 
cephaly in  a paper  read  before  the  New  York 
Neurological  Society  in  the  Section  of  Neurol- 
ogy and  Psychiatry  of  The  New  York  Acad- 
emy of  Medicine.  In  this  paper  a case  oper- 
ated upon  by  this  method  was  reported,  in- 
cluding the  details  of  the  operation  and  the 
follow-up  record  for  a period  of  a few  months. 

A later  report  will  now  be  made  after  a 
period  of  about  four  and  one-half  years,  to- 
gether with  a report  of  another  case  that  I 
operated  on  and  other  cases  operated  upon  by 
colleagues. 

In  the  original,  indications  for  operation 
were  reviewed,  as  well  as  a brief  description 
of  the  operative  procedures  that  had  previ- 
ously been  employed  in  the  hope  of  relieving 
this  condition.  None  of  the  operations  ap- 
peared to  have  been  followed  by  good  results. 
Since  publication  of  my  paper  in  1938,  a num- 
ber of  papers  on  the  subject  have  been  pub- 
lished; these  have  been  reviewed.  Only  a 
small  amount  of  space  has  been  devoted  in 
any  of  these  papers  to  relief  of  this  condition 
by  operation.  Subtemporal  decompression 
was  mentioned  more  than  any  other  operation, 
and  this  afforded  only  temporary  relief. 

Therefore,  I wish  to  bring  to  your  attention 
further  information  regarding  the  proposed 
operation  that  worked  so  well  in  the  first 
case  and  that  has  had  equally  good  results  in 
some  other  cases  operated  upon  by  colleagues. 

Case  Reports 

Case  1. — E.  C.  was  operated  upon  at  the  age  of 
8 years  on  November  10,  1936.  When  he  was  3 
years  old  he  had  sustained  a fracture  of  the  right 
femur,  for  which  three  attempts  at  reduction, 
both  open  and  closed,  had  been  made  before  ad- 
mission without  effect.  There  was  present  a 
malunited  fracture  of  the  femur  on  admission. 
After  recovery  from  the  operation  for  oxycephaly 
the  malunited  fracture  was  operated  upon  with  a 
good  result. 

A recent  report  on  this  patient  has  been  ob- 
tained, together  with  his  photograph  and  x-ray 
films  of  the  skull.  This  boy  is  now  13  years  old, 
is  well  developed,  and  is  attending  school.  His 
grandmother  states  that  he  keeps  well  and  has 
not  missed  a day  at  school.  He  wrote  me  a letter 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  Buffalo,  New  York,  April  30, 
1941. 


from  his  home  in  Halifax,  Nova  Scotia,  dated 
January  28,  1941,  as  follows: 

“I  was  glad  to  hear  from  you.  Since  I have 
arrived  home  from  the  States  I have  been  feel- 
ing fine.  In  school  I have  been  doing  pretty 
well,  but  I suppose  I could  do  better.  My  leg 
is  feeling  stronger  now.  There  is  plenty  of  ice, 
so  I do  lots  of  skating. 

“Grandmother  was  glad  to  hear  from  you. 
Enclosed  you  will  find  the  x-rays  and  the  pic- 
tures which  you  wanted,  and  my  examination 
papers.  I am  ending,  hoping  you  are  all  well. 
Remember  me  to  Dr 

Yours  truly, 
Eddie.” 

He  is  in  Grade  5.  He  sent  me  his  examination 
paper  in  spelling,  and  most  of  the  words  were 
correctly  spelled. 

These  simple  facts  are  reported  for  the  reason 
that  this  boy  had  had  but  little  schooling  before 
his  operation,  and  had  not  attended  school  for 
at  least  a year  before  the  operation  on  his  head. 
Most  significant,  however,  was  the  fact  that  he 
was  almost  blind  and  could  not  distinguish  the 
features  of  one  standing  at  the  foot  of  his  bed. 
About  six  months  following  the  second  stage  of 
the  operation,  he  was  able  to  recognize  a person 
as  he  entered  an  assembly  hall  at  a distance  of 
100  feet  or  more. 

The  results  four  and  one-half  years  following 
operation  on  this  boy  are  most  gratifying. 

Case  2. — E.  H.,  a negro  boy  aged  5,  was  ad- 
mitted to  Lawrence  Hospital,  Bronxville,  New 
York,  on  October  17,  1940. 

The  birth  of  this  child  was  apparently  quite 
normal.  There  were  12  other  children  in  the 
family,  with  7 living.  A brother,  6 years  old, 
showed  an  elongated,  flattened  skull  but  was 
otherwise  in  good  condition.  There  was  no  his- 
tory of  oxycephaly  in  the  family.  Lumbar  punc- 
ture and  encephalograms  were  not  considered 
necessary. 

Examination  revealed  a child,  intelligent  for 
his  age.  General  and  neurologic  examinations 
were  negative.  There  was  slight  bulging  of  his 
eyes,  but  this  was  not  marked.  The  intrinsic  and 
extrinsic  eye  muscles  were  normal.  X-ray  films 
of  the  skull  previously  made  by  Dr.  C.  I.  Head- 
land, who  referred  the  case,  revealed  the  follow- 
ing: 

“Films  made  of  the  skull  in  the  anteroposte- 
rior and  posteroanterior  and  both  lateral  direc- 
tions show  a high,  pointed  skull  of  the  type 
known  as  oxycephaly  (Figs.  1(a)  and  1(b)). 

“This  is  due  to  premature  ossification  of  the 
suture  lines.  As  a result,  increase  in  the  size  of 
the  brain  causes  increase  of  pressure  within  the 
cranial  vault  with  resulting  protrusion  upward 
in  the  region  of  the  junction  of  the  coronal  and 
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Fig.  1(a).  Fig.  1(b). 

Figs.  l(aj  and  1(b).  E.  H.,  preoperative  x-ray  films  of  skull  showing  deformity,  convolutional 
markings,  shallow  orbit,  and  prognathous  jaw. 


Fig.  2(a).  Fig.  2(b). 

Figs.  2(a)  and  2(b).  E.  H.,  preoperative  photographs  showing  typical  malformation  of  head  and 
prognathous  jaw.  Proptosis  of  eyes  least  marked  in  this  case. 


saggital  sutures,  pressure  downward  into  the  mid- 
dle fossa,  and  pressure  forward,  causing  protru- 
sion of  the  eyeballs  due  to  shallow  orbits.  The 
convolutional  markings  are  unusually  prominent 
due  to  increased  intracranial  pressure. 

“This  will  eventually  result  in  blindness  due  to 


papilledema  and  a secondary  optic  atrophy  and 
may  probably  result  in  idiocy  unless  the  condi- 
tion is  corrected  surgically.” 

On  the  day  before  operation  a blood  transfu- 
sion of  200  cc.  was  given.  The  day  of  operation, 
October  22,  1940,  his  head  was  shaved  and  it 
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showed  a most  peculiar  formation  (Figs  2(a) 
and  2(b)).  There  was  an  apical  bulging  at  the 
site  of  the  anterior  fontanel  which  protruded 
IV2  inches  or  more  above  the  level  of  the  nar- 
rowed skull  like  a haystack.  With  the  head 
shaved,  the  prognathous  jaw  was  accentuated  in 
appearance. 

The  operation  as  previously  advocated  was 
carried  out  but  in  this  case  in  one  stage.  A mid- 
line incision,  extending  from  the  hairline  on  the 
forehead  directly  backward,  bifurcating  and  ex- 
tending for  a distance  of  about  IV2  inches  just 
above  the  external  occipital  protuberance,  was 
made.  All  of  the  soft  parts,  including  the  peri- 
cranium, were  stripped  off  the  skull  and  re- 
flected downward  over  the  ears.  This  afforded 
proper  exposure  of  the  entire  vault  of  the  skull. 
The  skull  was  cut  in  variously  shaped  and  sized 
pieces.  It  was  necessary  to  cut  that  portion  of 
the  skull  forming  the  marked  protuberance  in 
smaller  pieces  in  order  to  have  them  conform 
properly. 

During  the  procedure  the  same  phenomena — 
i.e.,  bulging  of  the  dura  between  the  partially  cut 
pieces  of  bone,  pulsation  of  a bone  flap,  etc. — 
were  observed.  Upon  completion  of  the  opera- 
tion one  could  readily  perceive  that  the  proper 
shape  of  the  skull  had  been  restored  and  that  the 
eyes  were  less  prominent  (Fig.  3). 

A protective  dressing  was  applied.  The  in- 
cision healed  kindly.  A radiographic  report  on 
November  1,  194(> — ten  days  following  opera- 
tion— reads  as  follows: 

“Films  made  of  the  skull  in  the  anteroposte- 
rior, and  posteroanterior  and  both  lateral  direc- 
tions (Figs.  4(a)  and  4(b))  show  that  approxi- 
mately seventeen  holes,  1 cm.  in  diameter,  have 
been  drilled  through  the  upper  portion  of  the 
frontal  and  both  parietal  bones.  The  bone  has 
been  cut  between  these  holes  leaving  a checker- 


Fig.  3.  E.  H.,  photograph  made  on  the  table 
immediately  following  operation. 

board  appearance  in  the  upper  half  of  the  cranial 
vault.  The  separation  between  the  rectangular 
fragments  varies  between  1 to  4 mm.  The  de- 
formity of  the  upper  and  anterior  portion  of  the 
cranial  vault  which  was  apparent  on  the  original 
films  has  completely  disappeared.” 

There  was  noted  the  same  semisolid  sensation 
on  palpation  of  the  skull  observed  in  Case  1. 
The  sections  of  the  skull  became  fixed  rather 
rapidly.  When  he  was  discharged  on  November 
19,  1940,  the  vertex  offered  rather  firm  resistance 
on  pressure.  Complete  filling  in  of  the  intervals 
between  and  fixation  of  the  pieces  of  bone  can  be 
expected.  The  operation  was  performed  in  this 


Fig.  4(a).  Fig.  4(b). 

Figs.  4(a)  and  4(b).  E.  H.,  x-ray  films  of  skull  made  on  tenth  postoperative  day. 
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case  to  prevent  blindness  and  mental  deteriora- 
tion. 

Case  3. — In  February,  1940,  Dr.  Barnes  Wood- 
hall,  professor  of  neurosurgery  at  Duke  Uni- 
versity, wrote  to  me  as  follows: 

‘‘Some  time  ago  Dr.  Deryl  Hart  gave  me  a re- 
print published  by  you  in  the  Archives  of  Neurol- 
ogy and  Psychiatry , December,  1938,  on  the  sub- 
ject of  oxycephaly,  describing  your  new  pro- 
cedure for  its  relief.  I had  been  treating  these 
children  with  ....  and  on  1113^  own  service  here 
with  bilateral  decompression  and  naturally  had 
never  been  fully  satisfied  with  our  results. 

“I  was  much  impressed  with  your  new  pro- 
cedure, and  I am  taking  the  liberty  of  forwarding 
to  you  some  photographs  and  x-rays  of  a case  in 
which  it  has  been  applied.  In  this  child  the  in- 
tracranial pressure  was  terrific  and,  as  you  will 
see  in  the  x-rays,  the  right  side  expanded  a great 
deal  following  morsellation.  When  the  left  side 
was  done  at  a later  date  the  expansion  was  not  so 
marked.  However,  the  clinical  result  except  for 
the  slight  asymmetry  is  splendid.  The  child’s 
vision  has  improved,  the  exophthalmos  has  de- 
creased, and  the  child  has  become  very  alert  and, 
according  to  its  mother,  completely  transformed. 
....  I have  several  more  patients  in  whom  I 
should  like  to  try  this  procedure,  and  I should 
greatly  appreciate  any  criticism  you  may  have 
from  your  experience.” 

Dr.  Woodhall  sent  photographs  and  x-rays  of 
this  patient,  but  did  not  send  the  clinical  record; 
therefore,  the  case  report  cannot  be  given  more 
completely. 

Case  4 (Clinical  record  from  Dr.  Barnes  Wood- 
hall). — T.  C.,  a white  girl  aged  14,  was  born 
with  a peculiarly  shaped  head  and  protruding 
eyes.  She  was  admitted  to  Duke  Hospital 
June  6,  1940,  with  the  complaint  of  convulsions 
of  ten  months’  duration.  During  the  convul- 
sions there  was  cyanosis,  unconsciousness,  uri- 
nary incontinence,  and  a drawing  up  of  the  hands 
and  legs.  The  seizures  had  increased  in  fre- 
quency and  severity.  When  she  was  admitted 
they  were  occurring  five  and  six  times  a night. 
There  were  marked  bilateral  exophthalmos  and 
other  typical  features  associated  with  oxy- 
cephaly. A prominent  smooth  bulge  in  the  an- 
terior fontanel  measured  about  4 or  5 cm.  Optic 
disks  were  a trifle  hazy;  vision  was  20/200  in  the 
right  eye  and  20/400  in  the  left  eye.  X-ray  films 
of  the  skull  showed  a typical  picture  of  oxy- 
cephaly with  decided  convolutional  markings  and 
absence  of  suture  lines.  The  sella  were  small  and 
deep. 

Lumbar  puncture  revealed  240  mm.  water 
spinal  fluid  pressure.  Encephalograms  showed 
typical  small  ventricles  without  loss  of  sym- 
metry. The  blood  and  spinal  fluid  Wasser- 
mann  and  Kahn  tests  were  negative.  Electro- 
encephalograms showed  the  presence  of  delta 
waves  over  the  entire  cortex,  indicative  of  dif- 
fuse increased  intracranial  pressure.  She  was 


discharged  to  return  when  hospital  arrange- 
ments could  be  made. 

The  patient  was  readmitted  in  November, 
1940.  A complete  examination  from  all  angles 
was  made,  including  endocrine  consultations, 
audiograms,  electroencephalograms,  Binet’s  test, 
etc. — too  detailed  to  report  here.  The  exoph- 
thalmos had  increased  enormously  from  Novem- 
ber 5 until  the  time  of  the  operation  in  the  middle 
of  November.  The  typical  operation  was  done 
on  the  right  side  by  Dr.  Woodhall,  to  be  followed 
by  a second  stage  on  the  left  side  at  a later  date. 
She  made  a good  recovery.  Comparison  of  the 
photographs  before  and  after  the  first  procedure 
showed  marked  recession  of  the  bilateral  ex- 
ophthalmos. Vision,  which  had  gradually  become 
less  between  the  time  of  the  first  examination 
and  operation,  improved.  Electroencephalo- 
grams showed  improvement. 

Other  Cases. — I have  reports  of  3 cases  oper- 
ated upon  by  Dr.  R.  F.  Slaughter,  professor  of 
neurosurgery  at  the  University  of  Georgia,  in 
which  he  stated  that  improvement  followed 
operation  in  each  case.  All  had  rather  high 
initial  pressure  on  lumbar  puncture,  ranging 
from  250  to  300.  All  had  exophthalmos  and 
some  of  them  had  optic  atrophy.  All  were 
quite  dull  and  lethargic  before  operation  and 
had  the  typical  bulging  of  the  dura  between 
the  cut  margins  of  bone  at  operation.  In  his 
third  case  only  one  side  has  been  operated 
upon. 

Sufficient  evidence  is  presented  to  warrant 
the  use  of  this  operation  in  cases  of  true  oxy- 
cephaly. It  is  advised  that  the  operation  be 
done  before  failing  vision  occurs. 

Summary 

1.  Oxycephaly,  including  various  skull 
deformities,  can  be  relieved,  loss  of  vision  can 
be  prevented,  and  mental  acuity  can  be  im- 
proved or  restored  by  the  operation  that  has 
been  described. 

2.  A follow-up  of  the  original  case  showing 
restoration  of  vision  and  mental  and  physical 
activities  is  given. 

3.  Reports  of  other  cases  with  immediate 
improvement  are  made. 

4.  The  procedure  is  not  advocated  in  cases 
of  microcephaly  or  idiots. 

5.  Good  results  should  follow  performance 
of  this  operation  in  cases  of  true  oxycephaly. 

140  East  54th  Street 

Discussion 

Dr.  Fred  W.  Geib,  Rochester , New  York — 
Dr.  King  has  made  a great  contribution  for  the 
relief  of  increased  intracranial  pressure  in  oxy- 
cephaly by  inventing  the  mosaic  craniotomy. 
Apparently  in  vigorous  patients  it  can  be  done 
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in  one  stage,  although  it  may  be  a bit  safer  to 
follow  his  two-stage  technic.  Certainly  before 
Dr.  King  gave  us  this  operation,  we  were  dis- 
couraged with  the  results  of  operating  on  these 
cases. 

Faber  and  Towne,  in  reporting  “Early 
Craniotomy  as  a Preventive  Measure  in  Oxy- 
cephaly and  Allied  Conditions  with  Special  Ref- 
erence to  Prevention  of  Blindness,”  say  that  the 
symptoms  of  vomiting  and  headaches  do  not 
play  an  outstanding  role  because  the  intracranial 
pressure  hardly  ever  attains  a considerable  de- 
gree. This  means  we  are  dealing  with  a slow 
insidious  process  that  should  be  recognized  much 
earlier.  The  ophthalmologists  usually  see  these 
patients  first  because  of  failing  vision.  The 
youngest  patient  mentioned  in  Dr.  King’s  series, 
I believe,  is  5 years  of  age.  Faber  reported  oper- 
ating on  a patient  6 months  old  on  whom  he  did 
a linear  craniectomy.  I operated  on  a child 
21  months  old  who  had  early  fusion  of  the  su- 
tures, but  the  anterior  fontanel  was  open  and 
bulged  out,  giving  a unicorn  appearance. 
Knowing  we  could  not  do  a mosaic  craniotomy 
because  we  would  be  unable  to  suture  the  scalp 


together,  we  tried  a cross  craniectomy  on  one 
side.  The  incisions  through  the  scalp  were 
stopped  near  the  center  of  the  cross  to  prevent  a 
four-cornered  closure  and  to  help  hold  the  scalp 
together  with  some  intact  blood  supply.  The 
child  did  well,  although  the  flaps  were  under 
tremendous  pressure.  In  the  intervening  two 
months  he  began  to  walk,  his  speech  became 
clearer  and  his  vocabulary  increased,  his  ex- 
ophthalmos decreased,  fretfulness  and  holding  his 
head  disappeared,  and  there  was  a rounded  con- 
tour of  the  skull  on  the  operative  side.  We  did 
the  same  procedure  on  the  opposite  side  and  lost 
him  a few  hours  later  from  herniation  into  the 
foramen  magnum.  I mention  my  experience 
with  this  early  type  of  case  because  of  the  tre- 
mendous increase  of  intracranial  pressure  which 
is  not  seen  in  the  older  cases.  It  seems  reason- 
able to  suppose  that  the  extra  capacity  attained 
by  doing  the  mosaic  craniotomy  is  enough  to 
alleviate  the  disproportion  between  a growing 
brain  and  a stationary  skull  in  older  patients,  but 
in  younger  patients  I wonder  if  we  will  not  have 
to  do  further  skull  expanding  operations  after 
several  years  have  elapsed. 


PUBLIC  BECOMING  AWARE  OF  ADVANTAGES  OF  ETHICAL,  PRESCRIBED 
REMEDIES 


“Education  is  making  the  public  aware  of  the 
advantage  of  using  ethical  remedies  and  pre- 
scribed remedies,”  the  Journal  of  the  American 
Medical  Association  for  June  21  declares  in  com- 
menting on  the  results  of  recent  federal  legisla- 
tion affecting  prescriptions  and  “patent  medi- 
cine” claims. 

“When  the  new  Federal  Food,  Drug  and  Cos- 
metic Act  was  enacted,”  the  Journal  says, 
“many  doubted  its  effectiveness.  Similar  con- 
sideration was  given  to  the  Wheeler-Lea  Amend- 
ment to  the  Federal  Trade  Commission  Act, 
which  became  a law  at  about  the  same  time. 
Now  some  figures  have  become  available  which 
seem  to  indicate  clearly  that  such  legislation  is 
having  a desirable  effect.  The  American  Journal 
of  Pharmacy  for  January,  1941,  contains  an  item 
under  the  title  ‘The  Nation  Takes  Its  Medi- 
cine,’ noting  that  prescription  drugs  and  medi- 
cines showed  an  increase  of  $36,000,000  for  1939 
over  1937  and  that  ‘patent’  and  proprietary  medi- 
cines for  public  sale  decreased  $18,000,000  in 


value  in  the  same  period.  The  actual  value  of 
the  prescription  medicines  in  1939  was  $178,930,- 
487.  The  value  of  ‘over-the-counter’  medicines 
in  that  year  was  $166,577,263.  Obviously, 
therefore,  the  permissible  claims  for  ‘patent 
medicines’  today  are  so  restricted  as  to  reduce 
their  sale  to  the  public,  or  the  public  is  becoming 
better  informed  as  to  the  advantages  of  employ- 
ing ethical  remedies  and  prescribed  remedies. 
The  Drug  and  Cosmetic  Industry  for  December, 
1940,  provides  an  analysis  in  its  story  ‘Ethicals 
Take  Lead.’  Apparently  vitamins  showed  the 
greatest  gain,  glandular  preparations  also  ad- 
vanced, and  the  use  of  biologic  preparations  was 
adversely  affected  by  the  popularity  of  sulfanil- 
amide in  infectious  conditions If,  by  action 

of  the  various  federal  agencies,  the  sales  of 
‘patent  medicines’  continue  to  decrease,  a new 
day  will  dawn  for  the  health  of  the  American 
people. 

“The  health  of  the  nation  is  an  integral  part 
of  national  defense.” 


NINETY-TWO  AMERICAN  DOCTORS  HA) 
GREAT  BRITAIN 

A total  of  230  applications,  up  to  September  4, 
have  been  received  by  the  American  Red  Cross 
from  physicians  wishing  to  enroll  with  the  Royal 
Army  Medical  Corps  in  response  to  a British 
Red  Cross  request  for  American  physicians,  the 
J.A M A.  for  September  1 3 reports . : 


QUALIFIED  FOR  SERVICE  IN 

“Of  these.,”  the  Journal  says,  “138  had  been 
found  unqualified  because  of  age,  lack  of  citizen- 
ship, or  other  similar  reasons.  Ninety-two  have 
been  qualified  and  42  have  been  given  passports 
to  Great  Britain;  the  remaining  50  are  in 
process.  : • ' . • 


THE  CHEMOTHERAPY  OF  PYOGENIC  MENINGITIS  WITH  THE 
SULFONAMIDES 

Willard  B.  Weary,  M.D.,  and  John  J.  A.  Lyons,  M.D.,  Albany,  New  York 


CHEMOTHERAPY  with  the  sulfonamide 
drugs  has  significantly  reduced  the 
mortality  rate  in  all  types  of  pyogenic  men- 
ingitis. The  purpose  of  the  present  study  is  to 
present  the  results  of  treatment  of  staphylo- 
coccus (aureus  and  albus),  Streptococcus  hemo- 
lyticus,  pneumococcus,  and  meningococcic 
meningitis.  The  material  is  based  upon  the 
treatment  of  20  cases  of  meningitis  and  upon 
a review  of  the  recent  literature.  Certain 
pitfalls  in  the  chemotherapy  of  meningitis  are 
emphasized.  Observations  concerning  cere- 
brospinal fluid  drainage  and  the  subcutaneoic 
administration  of  the  sulfonamide  drugs  are 
presented. 

Staphylococcic  meningitis , though  relatively 
rare,  has  been  practically  100  per  cent  fatal 
until  recent  months.  Experimental  evidence 
concerning  the  bacteriostatic  effect  of  sulfa- 
thiazole  on  the  staphylococcus  indicates  that 
it  is  the  most  effective  of  the  sulfonamide 
group.1  Long  states  that  sulfathiazole  is  the 
drug  of  choice  in  the  treatment  of  all  types  of 
staphylococcic  infections  with  the  exception 
of  meningitis.2  This  exception  is  based  upon 
observations  that  sulfathiazole  does  not 
readily  pass  into  the  cerebrospinal  fluid.3  On 
the  other  hand,  Banks  has  reported  a 2.1  per 
cent  mortality  in  sulfathiazole  treatment  of 
meningococcic  meningitis.4  This  implies  that 
the  drug  enters  the  cerebrospinal  fluid  in 
sufficient  quantities  or  that  a relatively  small 
amount  may  be  effective.  Successful  treat- 
ment of  2 cases  of  staphylococcic  meningitis 
with  sulfathiazole  has  recently  been  re- 
ported.5’6 

Sulfathiazole  treatment  of  staphylococcic 
meningitis  was  begun  at  the  Albany  Hospital 
in  January,  1940.  Previously  1 patient  had 
died  with  staphylococcic  meningitis,  failing 
to  respond  to  sulfapyridine  therapy.  Sulfa- 
methylthiazole  was  tried  in  the  next  case, 
with  cure.  Since  then  4 patients  have  been 
treated  with  sulfathiazole  with  1 death. 
In  these  cases  an  attempt  was  made  to 
maintain  the  free  sulfathiazole  in  the  blood 

Read  by  invitation  at  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  Buffalo,  New 
York,  April  29,  1941. 

From  the  Departments  of  Neurosurgery  and  Medicine 
of  the  Albany  Hospital  and  Albany  Medical  College. 
Resident  in  neurosurgery  and  resident  in  medicine, 
respectively. 


at  4 to  5 mg.  per  hundred  cubic  centimeters. 
Free  sulfathiazole  in  the  cerebrospinal  fluid 
may  reach  40  per  cent  of  that  in  the  blood. 
No  values  were  obtained  in  the  spinal  fluid 
higher  than  3 mg.  per  hundred  cubic  centi- 
meters. This  level  may  be  obtained  by  an 
initial  oral  dose  of  4 Gm.,  followed  by  4 Gm. 
in  four  hours  and  1 to  2 Gm.  every  four  hours 
thereafter. 

The  following  case  suggests  that  cerebral 
edema  may  be  caused  by  drug  toxicity.  It 
also  emphasizes  the  difficulty  that  may  be  en- 
countered when  treating  meningitis  in  dis- 
tinguishing between  reactions  due  to  progress 
of  the  disease  and  those  due  to  chemotherapy. 

Case  Report 

Case  1. — A white  truck  driver,  aged  19,  was 
admitted  to  the  hospital  complaining  of  pro- 
gressive loss  of  vision  and  photophobia  of  three 
months’  duration.  A diagnosis  of  a right  middle 
fossa  neoplasm  was  made  on  the  basis  of  choked 
disks,  visual  field  changes,  and  x-ray  findings. 
A right  temporal  craniotomy  was  performed,  and 
a meningioma  filling  the  right  middle  fossa  was 
removed. 

Within  four  hours  postoperatively  the  patient 
was  conscious  and  cooperative.  Periods  of  rest- 
lessness, drowsiness,  and  increasing  tension  of  the 
wound  necessitated  ventricular  aspirations  of 
cerebrospinal  fluid  three  to  four  times  a day  for 
four  days.  Twenty  to  thirty  cubic  centimeters 
of  blood-tinged  fluid  were  removed  at  each  punc- 
ture. One  to  two  aspirations  were  necessary  daily 
from  the  fifth  to  the  eleventh  postoperative  days, 
with  the  removal  of  80  to  140  cc.  of  clear,  xantho- 
chromic fluid  at  each  puncture.  On  the 
thirteenth  postoperative  day  the  patient  com- 
plained of  severe  headache,  and  on  the  fourteenth 
day  his  temperature  rose  to  103.4  F.  and  his 
pulse  rose  to  132.  He  became  comatose  and 
developed  cervical  rigidity.  His  wound  was 
tense  and  nonpulsating.  Lumbar  puncture 
showed  a pressure  of  360  mm.  of  water.  The 
cerebrospinal  fluid  was  opalescent  and  contained 
1,400  white  blood  cells  per  cubic  millimeter,  85 
per  cent  of  which  were  polymorphonuclear  leuko- 
cytes. Staphylococcus  albus  was  cultured  from 
the  fluid.  The  white  blood  cell  count  was 
29,500.  Sulfathiazole  was  started  (for  dosage  see 
Fig.  1).  Within  twenty-four  hours  the  patient 
became  mentally  alert  and  his  temperature  was 
100.8  F.  The  wound  flap  became  soft  and  pul- 
sated. However,  periods  of  drowsiness  necessi- 
tated lumbar  punctures  twice  daily  for  five  days. 
The  sulfathiazole  level  of  the  spinal  fluid  was  too 
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low  to  read  on  the  first  day,  and  no  further  de- 
terminations were  made.  A stitch  abscess  was 
opened  on  the  fifteenth  day  and  was  healed  in 
three  days;  a culture  from  this  was  negative. 
Spinal  fluid  culture  after  five  days  of  drug  ad- 
ministration was  negative.  On  the  eighteenth 
postoperative  day  his  drowsiness  was  unrelieved 
by  lumbar  punctures.  At  the  same  time  there 
was  a low  blood  level  of  sulfathiazole  and  a slight 
rise  in  temperature.  On  the  basis  of  these  ob- 
servations the  dosage  of  the  sulfathiazole  was  in- 
creased. On  the  twentieth  day  the  temperature 
rose  to  102.6  F.  Drug  fever  was  considered  and 
the  dose  was  decreased;  the  patient  became  more 
alert.  Cervical  rigidity  and  drowsiness  increased 
on  the  twenty-third  day,  and  the  wound  again  be- 
came tense.  Lumbar  puncture  showed  no  cells, 
but  the  sulfathiazole  was  again  increased.  The 
patient  became  semicomatose  and,  when  a nodu- 
lar rash  appeared,  the  drug  was  stopped.  Soon 
thereafter  he  became  alert,  the  wound  was  soft, 
the  temperature  was  normal,  and  the  neurologic 
examination  was  negative.  The  patient  was  dis- 
charged on  the  thirty-seventh  postoperative  day. 

Streptococcus  hemolyticus  meningitis  is  usu- 
ally secondary  to  middle  ear,  mastoid,  or  sinus 
infections.  The  mortality  in  this  form  of 
meningitis  has  been  reported  as  about  98 
per  cent.7  Fatalities  have  been  reduced  to 
about  50  per  cent  since  sulfanilamide  has  been 
employed.7  Reports  indicate  that  some  diffi- 


culty has  been  encountered  in  culturing  the 
organism  f rom  the  spinal  fluid . 8 The  diagnosis 
often  must  be  made  solely  by  culture  of  the 
Str.  hemolyticus  from  the  primary  focus  and 
by  the  presence  of  gram-positive  cocci  in  the 
spinal  fluid. 

At  present,  the  consensus  is  that  sulfanil- 
amide is  the  drug  of  choice  in  the  treatment  of 
Str . hemolyticus  meningitis . The  f ree  sulf anil- 
amide  blood  level  should  be  maintained  be- 
tween 10  and  15  mg.  per  hundred  cubic  centi- 
meters in  order  to  produce  an  effective  spinal 
fluid  concentration  of  8 to  10  mg.  per  hundred 
cubic  centimeters.  Such  levels  may  usually 
be  obtained  by  an  initial  oral  administration  of 
6 Gm.  of  sulfanilamide,  followed  by  1 to  ll/2 
Gm.  every  four  hours. 

Five  patients  with  Str.  hemolyticus  men- 
ingitis have  been  treated  with  sulfanilamide  at 
the  Albany  Hospital  in  the  past  eighteen 
months  with  1 death.  In  this  case  the  men- 
ingitis was  complicated  by  the  presence  of 
Bacillus  proteus  in  the  middle  ear  and  in  the 
spinal  fluid.  The  following  is  a report  of  a 
recovered  case: 

Case  Report 

Case  2. — A white  married  housewife,  aged  32, 
was  admitted  to  the  hospital  in  a semicoma  of 
a three-day  duration.  The  patient  had  been  ex- 
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posed  to  scarlet  fever  three  weeks  previously. 
One  week  before  admission  she  developed  a 
fever,  followed  by  a diffuse,  erythematous  rash. 
Five  days  before  admission  she  complained  of 
pain  in  the  left  ear,  which  drained  spontaneously. 
Following  this  she  grew  worse.  Her  treatment 
at  home  had  consisted  of  an  unknown  amount 
of  sulfanilamide  and  antistreptococcus  serum. 

On  admission  her  temperature  was  103  F.; 
pulse,  90;  respirations,  20;  and  blood  pressure, 
120/55.  An  erythematous  rash  was  present 
over  the  back  and  the  shoulders.  There  was 
moderate  tenderness  over  the  left  mastoid  area. 
The  left  external  auditory  canal  was  filled  with 
seropurulent  discharge.  Neurologic  examination 
revealed  marked  cervical  rigidity  and  definite 
right  facial  weakness  of  central  type.  The 
abdominal,  knee,  and  ankle  reflexes  were  absent; 
there  were  bilateral  Kernig  and  Babinski  signs. 
The  hemoglobin  was  75  per  cent,  and  the  blood 
leukocyte  count  was  21,600.  A culture  from  the 
left  ear  disclosed  Str.  hemolyticus.  On  admission 
there  was  14  mg.  per  hundred  cubic  centimeters 
of  free  sulfanilamide  in  the  blood.  A lumbar 
puncture  revealed  an  initial  pressure  of  270  mm. 
of  water,  405  polymorphonuclear  leukocytes  per 
cubic  millimeter,  and  1.8  mg.  per  hundred  cubic 
centimeters  of  free  sulfanilamide.  A smear  of 
the  spinal  fluid  revealed  a few  gram-positive 
cocci  singly  and  in  pairs.  No  growth  was  ob- 
tained on  culture. 

Shortly  after  admission  a left  simple  mastoid- 
ectomy was  performed,  with  drainage  of  an 
extradural  abscess  from  which  Str.  hemolyticus 
was  isolated.  Sulfanilamide  was  administered 
through  a duodenal  tube  every  four  hours  (for 
dosage  see  Fig.  2).  Lumbar  punctures  were  per- 
formed daily,  with  the  drainage  of  10  to  20  cc. 
each  time.  The  patient  slowly  improved,  and  her 
temperature  was  normal  on  the  seventh  hospital 
day.  Two  days  later,  cervical  rigidity  was  ab- 


sent, but  a left  horizontal  nystagmus,  left 
Babinski  sign,  and  clumsiness  of  the  upper  left 
extremity  were  noted.  On  the  eleventh  hospital 
day  her  temperature  reached  102.4  F.  There  was 
no  change  in  her  neurologic  examination.  The 
fever  was  regarded  as  a sulfanilamide  reaction, 
and  the  drug  was  discontinued.  On  the  twelfth 
hospital  day  her  temperature  dropped  to  normal 
and  remained  there.  The  above  neurologic  signs, 
suggesting  either  a right  frontal  or  a left  cerebellar 
abscess,  persisted.  Since  these  signs  slowly  dis- 
appeared, they  were  regarded  as  evidence  of  a 
localized  encephalitis  rather  than  in  indication  of 
an  abscess  formation.  A secondary  closure  of  the 
mastoid  wound  was  performed  on  the  forty- 
second  hospital  day,  and  the  patient’s  progress 
from  then  on  was  uneventful. 

; Pneumococcic  meningitis  is  regarded  as  the 
most  lethal  form  of  pyogenic  meningitis. 
Before  the  sulfonamide  drugs  were  used  the 
mortality  was  almost  100  per  cent.9  Mortality 
rates  from  50  to  85  per  cent  have  been  reported 
following  the  use  of  sulfapyridine. 8,10,11,12 
There  is  no  doubt  that  sulfapyridine  is  the 
drug  of  choice  in  this  form  of  meningitis.  The 
concomitant  use  of  type-specific  antipneumo- 
coccus serum  is  advised.13  Its  use  should  be 
restricted  to  the  intravenous  route.  Intra- 
thecal administration  of  serum  is  contra- 
indicated because  of  the  development  of  sub- 
arachnoidal block,  abscess,  and  arachnoiditis, 
with  its  consequent  intractable  pain,  or  sudden 
death.12 

Sulfapyridine  is  present  in  the  cerebrospinal 
fluid  shortly  after  appearing  in  the  blood  and 
attains  a level  of  60  to  70  per  cent  of  that  in  the 
blood.9  A concentration  of  free  sulfapyridine 
in  the  blood  should  be  established  at  about 
10  mg.  per  hundred  cubic  centimeters  in  treat- 
ing pneumococcic  meningitis.  This  blood 
level  may  usually  be  maintained  by  3 Gm.  of 
sulfapyridine  as  an  initial  oral  dose,  followed 
by  another  3 Gm.  in  four  hours  and  the  ad- 
ministration of  1 to  2 Gm.  every  four  hours 
thereafter. 

In  the  past  year  4 patients  with  pneumo- 
coccic meningitis  have  been  treated  at  the 
Albany  Hospital.  Two  patients  with  type  III 
pneumococcic  meningitis  failed  to  survive, 
whereas  two  others  (type  VI  and  type  XXXI) 
recovered.  In  addition  to  sulfapyridine, 
antipneumococcus  serum  was  given  to  the 
patients  with  types  III  and  XXXI.  In  the 
following  case,  type  VI,  serum  was  not  ad- 
ministered : V 

Case  Report 

Case  3. — A man  aged  42  was  admitted  to  the 
hospital  thirty-four  hours  after  an  automobile 
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accident  in  which  he  had  been  knocked  uncon- 
scious for  one-half  hour.  He  had  sustained  a 
scalp  laceration  in  the  right  frontal  area,  which 
had  been  sutured,  and  a gauze  wick  inserted 
by  a local  physician.  He  was  apparently  well 
until  twenty-eight  hours  after  the  accident,  at 
which  time  he  became  restless  and  drowsy. 

On  admission  he  was  semicomatose,  and  the 
laceration  of  the  scalp  showed  evidence  of  acute 
inflammation  and  fluctuation.  There  was  peri- 
orbital ecchymosis  on  the  left.  His  temperature 
was  101.4  F.;  pulse,  90;  respirations,  24;  and 
blood  pressure,  165/85.  His  neck  was  stiff  and 
pain  was  elicited  on  flexion.  The  wick  was  re- 
moved from  the  laceration  and  a culture  revealed 
Staph,  aureus. 

The  following  day  his  temperature  rose  to 
103  F.  Lumbar  puncture  was  performed  because 
of  increasing  cervical  rigidity.  The  initial  pres- 
sure was  550  mm.  of  water.  There  were  4,100 
leukocytes  per  cubic  millimeter,  predominantly 
polymorphonuclears,  and  the  smear  showed  a 
few  gram-positive  cocci  in  the  cerebrospinal 
fluid.  A diagnosis  of  Staph,  aureus  meningitis, 
secondary  to  the  infected  laceration,  was  made. 
Intravenous,  oral,  and  subcutaneous  sulfathi- 
azole  was  administered  (for  dosage  see  Fig.  3). 
Lumbar  punctures  were  performed  every  eight 
to  twelve  hours,  with  removal  of  10  to  20  cc.  of 
fluid  each  time.  On  the  third  hospital  day  the 
culture  from  the  spinal  fluid  revealed  Pneumo- 
coccus type  VI.  Sulfathiazole  was  continued  be- 
cause the  patient  was  doing  well  and  the  me- 
ningeal signs  had  disappeared.  His  temperature 
was  99.5  F.  An  x-ray  of  his  chest  was  negative. 
Sulfathiazole  was  continued  for  ten  days,  and  at 
the  end  of  this  period  the  cell  count  of  the  spinal 
fluid  was  40  per  cubic  millimeter.  The  patient  was 
apparently  making  a satisfactory  recovery  ex- 
cept that  his  temperature  continued  around  100.8 
F.,  so  chemotherapy  was  discontinued.  After 
four  days  without  chemotherapy  his  temperature 
rose  to  103  F.  The  spinal  fluid  showed  2,000 
leukocytes,  predominantly  polymorphonuclears, 
although  the  culture  remained  negative.  Sulfa- 
pyridine  was  now  administered  (for  dosage,  see 
Fig.  3).  This  type  of  therapy  was  continued  for 
fifteen  days,  and  the  patient  made  a satisfactory 
recovery.  An  x-ray  of  the  skull,  taken  before 
discharge,  revealed  no  evidence  of  fracture. 
Type  VI  pneumococcus  was  isolated  from  the 
sputum,  and  a history  was  finally  elicited  of  pre- 
vious chronic  sinus  disease. 

In  retrospect,  it  appears  probable  that  the 
meningitis  arose  from  a fracture  through  a para- 
nasal sinus  rather  than  from  the  infected  lacera- 
tion. The  presence  of  the  left  retrobulbar  hemor- 
rhage on  admission  indicated  the  possibility  of 
such  a fracture.  The  continuous  fever  after 
eleven  days  of  drug  therapy  showed  the  existence 
of  an  incomplete  cure  rather  than  a drug  reaction. 
The  free  sulfathiazole  in  the  spinal  fluid  reached 
values  of  40  per  cent  of  that  in  the  blood.  This  is 
higher  than  any  previous  reports  save  one.4 
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1 Meningococcic  meningitis  is  regarded  as  the 
least  serious  of  the  various  forms  of  purulent 
meningitis.  The  mortality  in  the  endemic  type 
is  reported  to  be  about  45  per  cent  with  the  use 
of  the  antimeningococcus  serum.14*20  In  me- 
ningococcus antitoxin  therapy,  it  is  reported  to 
be  about  23  per  cent.14  In  those  cases  treated 
with  sulfanilamide  alone  or  with  additional 
serum  or  antitoxin  the  mortality  ranges  from 
3 to  20  per  cent.4*8  It  is  the  consensus  that 
sulfanilamide  alone  is  equal,  or  superior,  to 
either  serum  or  antitoxin.  Sulfanilamide  alone 
may  be  even  more  effective  than  when  com- 
bined with  either  serum  or  antitoxin.10  How- 
ever, Hoyne,  Long,  and  others  feel  that  in 
critical  cases  the  use  of  serum  or  antitoxin  is 
probably  desirable  in  conjunction  with  sulfa- 
nilamide.13*15 Serum  should  be  given  only 
by  the  intravenous  route.  Again,  the  contra- 
indications to  intrathecal  injections  of  serum 
are:  the  possible  development  of  subarach- 
noid block,  localized  abscesses,  and  arach- 
noiditis with  the  consequent  intractable  pain 
or  sudden  death. 

At  the  present  time,  sulfanilamide  is  the 
drug  of  choice  in  treating  meningococcic 
meningitis,  although  the  2.1  per  cent  mortality 
reported  by  Banks4  deserves  further  investiga- 
tion of  sulfathiazole  therapy.  Between  10 
and  15  mg.  per  hundred  cubic  centimeters  of 
free  sulfanilamide  should  be  maintained  in  the 
blood.  This  should  produce  a free  sulfa- 
nilamide level  between  8 and  10  mg.  per 
hundred  cubic  centimeters  in  the  cerebrospinal 
fluid.  Such  a level  may  usually  be  maintained 
by  an  initial  dose  of  6 Gm.  of  sulfanilamide, 
followed  by  1 to  l1/*  Gm.  every  four  hours 
thereafter. 
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Only  5 cases  of  meningococcic  meningitis 
have  been  treated  at  Albany  Hospital  in  the 
past  two  years.  Two  patients  died;  1 was 
complicated  by  the  presence  of  lupus  ery- 
thematosus disseminatus  and  the  other  by  a 
brain  abscess. 

Discussion 

The  latest  reports,  particularly  those 
emanating  from  England,  indicate  that  after 
the  first  diagnostic  puncture  no  further  cere- 
brospinal fluid  drainage  is  needed  in  chemo- 
therapy of  meningitis.4’16  The  maintenance 
of  cerebrospinal  fluid  drainage  was  apparently 
of  definite  therapeutic  value  in  the  cases 
treated  at  the  Albany  Hospital.  This  observa- 
tion concurs  with  that  of  others.10,12*14  Care- 
fully controlled  cerebrospinal  fluid  drainage 
is  a widely  used  method  for  combating  cerebral 
edema.  The  method  should  have  application 
in  treating  the  cerebral  edema  of  meningitis. 
It  is  believed  by  some  that  this  procedure  also 
removes  inflammatory  products  in  helpful 
quantities  and  that  the  re-establishment  of 
normal  blood  and  cerebrospinal  fluid  circula- 
tion is  promoted.  There  is  the  possibility  that 
the  periodic  removal  of  cerebrospinal  fluid 
facilitates  the  transfer  of  the  sulfonamides 
through  the  choroid  plexus.  The  observed  in- 
crease of  the  sulfonamides  in  the  cerebrospinal 
fluid  after  drainage  and  the  subsequent  clinical 
improvement  of  some  of  the  patients  in  this 
series  suggest  the  value  of  maintaining  a rela- 
tively normal  level  of  intracranial  pressure  by 
lumbar  punctures  or  wound  tappings. 

The  established  principle  of  surgical  drain- 
age of  primary  or  secondary  foci  is  imperative 
in  the  treatment  of  meningitis.13  Sulfon- 
amide therapy  is  merely  bacteriostatic,  not 
bacteriocidal. 

In  certain  cases  of  meningitis  the  comatose 
condition  of  the  patient  makes  parenteral  ad- 
ministration of  one  of  the  sulfonamide  group 
desirable.17,21  Repeated  intravenous  use  of 
these  drugs  is  dangerous,  and  severe  reactions 
may  occur  because  of  a sudden  development  of 
an  excess  in  the  blood.18  Death  in  1 case  re- 
ported in  this  series  was  apparently  due  to  the 
repeated  intravenous  administration  of  sulfa- 
thiazole.  At  the  Albany  Hospital  the  sub- 
cutaneous route  is  used  for  the  administration 
of  an  0.8  per  cent  aqueous  solution  of  sulfa- 
nilamide and  a 0.5  per  cent  aqueous  solution 
of  sodium  sulfathiazole  or  of  sodium  sulfa- 
pyridine.  No  local  tissue  reactions  have  been 
noted  in  over  250  injections  in  50  patients. 
Following  an  initial  dose  of  100  cc.  of  5 per 
cent  sodium  sulfathiazole  or  sodium  sulfa- 


pyridine  intravenously,  an  adequate  blood 
level  may  be  maintained  by  the  subcutaneous 
clysis  of  1,000  cc.  of  0.5  per  cent  sodium  sulfa- 
thiazole or  sodium  sulfapyridine  over  a period 
of  twelve  hours.  This  rate  of  administration 
may  be  continued  for  several  days.  To  pre- 
vent exacerbations  and  complications,  the 
drug  should  be  continued  for  at  least  two  weeks 
after  clinical  improvement  has  been  estab- 
lished. Objections  to  the  intrathecal  use  of 
the  sodium  salts  of  the  sulfonamides  are  the 
same  as  those  for  the  intrathecal  use  of  serums. 

The  toxic  manifestations  of  sulfonamide 
drugs  affecting  the  nervous  system  have  been 
regarded  as  of  minor  importance.19  Nausea, 
vomiting,  confusion,  restlessness,  dizziness, 
irritability,  lassitude,  hallucinations,  and  neu- 
ritis have  been  reported.  In  addition,  we  have 
seen  1 case  of  the  Guillain-Barre  type  of  poly- 
neuritis following  the  use  of  sulfathiazole. 
The  nervous  system  complications  deserve 
more  consideration  in  the  treatment  of  men- 
ingitis than  in  other  forms  of  infection.  Ap- 
parently, cerebral  symptoms  due  to  increased 
intracranial  pressure  may  result  from  the  toxic 
reaction  to  the  sulfonamide  drugs.  In  over  20 
patients  under  sulfonamide  therapy,  an  in- 
crease in  the  cerebrospinal  fluid  pressure  has 
been  observed  in  association  with  drowsiness, 
confusion,  and  even  coma.  In  these  instances, 
when  the  drug  had  been  discontinued  and 
fluids  had  been  forced  intravenously,  the 
cerebrospinal  fluid  pressure  decreased  and  the 
mental  symptoms  disappeared  in  four  to  eight 
hours.  Although  difficult,  it  is  essential  to 
differentiate  cerebral  edema  and  the  other 
neurologic  manifestations  from  failure  of 
therapy  or  the  formation  of  a brain  or  spinal 
abscess.  This  is  particularly  true  when  a feb- 
rile reaction  is  present.  The  solution  of  the 
problem  can  only  be  made  by  frequent  ob- 
servations of  the  blood  level  of  the  drug,  daily 
determinations  of  cerebrospinal  fluid  pressure 
and  cytology,  and  repeated  neurologic  examina- 
tions. 

Summary 

X 1.  An  analysis  of  the  data  from  20  cases  of 
pyogenic  meningitis  treated  with  the  sulfon- 
amides is  presented . Thirteen  recoveries  and  7 
deaths  resulted. 

2.  Sulfathiazole  is  suggested  as  the  drug  of 
choice  in  treating  staphylococcic  meningitis, 
on  the  basis  of  4 recoveries  in  5 cases. 

3.  The  value  of  cerebrospinal  fluid  drain- 
age as  part  of  the  treatment  of  meningitis  is 
stressed. 

4.  Successful  subcutaneous  administration 
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of  a 0.5  per  cent  aqueous  solution  of  sodium 
sulfathiazole  or  sodium  sulfapyridine  is  noted. 

5.  Cerebral  edema  and  the  Guillain-Barr6 
type  of  polyneuritis  are  presented  as  possible 
toxic  manifestations  of  the  sulfonamide  drugs. 

6.  The  differentiation  between  toxic  neuro- 
logic manifestations  due  to  the  sulfonamides 
and  failure  of  therapy  is  of  major  importance 
in  treating  meningitis.  V 


The  grateful  thanks  of  the  authors  are  ex- 
tended to  Dr.  T.  J.  C.  von  Storch  for  his 
valuable  help  and  criticism. 
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Discussion 

Dr.  Emanuel  Appelbaum,  New  York  City — 
It  is  a privilege  to  discuss  this  excellent  paper  by 
Drs.  Weary  and  Lyons. 

In  an  extensive  experience  over  a period  of 
many  years,  the  Meningitis  Division  of  the  New 
York  City  Health  Department  has  had  a mortal- 
ity rate  of  18  to  25  per  cent  in  meningococcic 
meningitis  treated  with  serum.  Except  in  the 
septicemic  type  of  case  we  have  used  the  serum 
intraspinally  only.  With  the  introduction  of 
sulfonamides  we  have  not  given  serum  intra- 
venously even  to  the  septic  cases.  There  can  be  no 
doubt  that  the  sulfonamides  are  of  great  value  in 
treating  this  form  of  meningitis.  There  have 
appeared  several  favorable  reports  on  the  use  of 
sulfonamides  alone  in  this  disease.  Indeed,  in  a 
small  group  of  cases  I have  obtained  excellent 
results  from  either  sulfanilamide  or  sulfapyridine 
without  the  use  of  serum.  However,  the  en- 
demic form  of  the  disease  varies  so  greatly  in 


virulence  that  only  an  outbreak  of  epidemic  pro- 
portions would  make  it  possible  to  evaluate  the 
question  of  sulfonamides  alone  versus  the  com- 
bined treatment  with  sulfonamides  and  serum. 
I should  like  to  point  out  also  that  we  have  found 
sulfapyridine  at  least  as  effective  as  sulfanilamide 
in  this  disease. 

In  pneumococcic  meningitis  we  have  had  a 
recovery  rate  of  about  33  per  cent  with  sulfa- 
pyridine and  sodium  sulfapyridine.  The  sulfa- 
pyridine was  given  orally  and,  in  several  in- 
stances, rectally  in  the  form  of  an  emulsion.  One 
may  obtain  adequate  blood  and  spinal  fluid  levels 
of  the  drug  following  rectal  administration.  The 
sodium  sulfapyridine  was  given  by  vein  in  solu- 
tions varying  from  0.8  to  5 per  cent  and  was  of 
particular  value  in  the  comatose  cases.  In  many 
instances  we  have  injected  a 1 or  2 per  cent  solu- 
tion of  this  compound  intraspinally  without  any 
untoward  reactions.  In  most  of  our  cases  specific 
serum  was  also  injected  intrathecally,  usually 
combined  with  the  sodium  sulfapyridine.  How- 
ever, many  of  our  recoveries  followed  the  use  of 
sulfapyridine  alone.  At  present,  we  are  trying  to 
evaluate  the  respective  merits  of  sulfapyridine 
alone  and  its  combined  treatment  with  serum. 
In  some  of  our  recent  cases,  when  the  patient 
failed  to  respond  to  sulfapyridine,  we  changed 
to  sulfadiazine,  often  with  excellent  results.  This 
new  sulfonamide  compound  is  unquestionably 
effective  against  the  pneumococcus  and  other 
organisms  and  is  probably  the  least  toxic  of  all 
the  sulfonamides.  I am  in  full  accord  with  Dr. 
Weary  and  Dr.  Lyons  in  stressing  the  importance 
of  changing  sulfonamides  when  there  is  a failure 
of  therapeutic  response. 

In  meningitis  due  to  the  hemolytic  strepto- 
coccus we  have  had  85  per  cent  recoveries  follow- 
ing sulfonamide  therapy.  Most  of  our  patients 
were  treated  with  sulfanilamide,  but  a significant 
number  of  recoveries  followed  the  use  of  neopron- 
tosil  or  sulfapyridine.  While  it  is  probably  de- 
sirable to  obtain  drug  levels  of  10  or  more  milli- 
grams per  hundred  cubic  centimeters  in  the  blood 
and  6 or  more  milligrams  in  the  spinal  fluid,  it 
should  be  noted,  nevertheless,  that  there  is  no 
evidence  of  any  correlation  between  drug  level 
and  recovery. 

We  have  seen  successful  results  in  staphylo- 
coccic meningitis  treated  with  sulfathiazole. 
However,  it  is  my  belief  that  sulfapyridine  is  the 
drug  of  choice  in  this  disease,  since  sulfathiazole 
does  not  readily  pass  into  the  spinal  fluid. 

Since  there  has  occurred  in  recent  years  a rise 
in  the  incidence  of  meningitis  due  to  Hemophilus 
influenzae,  it  is  important  to  comment  briefly  on 
the  treatment  of  this  disease.  We  have  had  about 
50  per  cent  recoveries  with  sulfapyridine  and 
sodium  sulfapyridine.  Many  of  the  patients  also 
received  the  specific  horse  serum  intraspinally. 
However,  a significant  number  of  recoveries 
followed  the  use  of  sulfapyridine  alone.  Two 
patients  who  failed  to  improve  with  sulfapyridine 
responded  promptly  to  sulfadiazine.  Excellent 
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results  have  been  claimed  also  for  a special  rabbit 
serum. 

I am  in  complete  agreement  with  Dr.  Weary 
and  Dr.  Lyons  with  regard  to  the  therapeutic 
value  of  spinal  fluid  drainage  and  the  importance 
of  eradicating  foci  of  infection.  In  this  connec- 
tion it  should  be  noted  that  a mastoiditis  may  not 
present  clinical,  or  even  x-ray,  evidence  of  in- 
volvement. 

With  regard  to  drug  fever,  I have  observed  two 
types.  One  form  of  fever  occurs  relatively  early 
in  the  course  of  the  disease  when,  after  a short 
period  of  obvious  improvement,  the  temperature 
begins  to  rise  in  steplike  fashion.  More  common 
is  the  delayed  drug  fever  that  occurs  late  in  the 
course  of  treatment.  It  is  at  times  difficult  to 
decide  whether  the  fever  is  due  to  the  infection  or 
to  the  drug. 

Dr.  Weary  and  Dr.  Lyons  have  stressed  the 
sulfonamide  toxic  manifestations  affecting  the 
nervous  system.  In  addition  to  the  reactions 
enumerated  by  them,  we  have  seen  also  a num- 
ber of  patients  who  developed  various  psychoses. 
While  these  toxic  reactions  are  not  infrequent, 
as  a rule  they  are  not  serious. 

Dr.  H.  van  Zile  Hyde,  Albany,  New  York — 
The  present  generation  of  younger  doctors  has 
become  callous  to  miracles.  Despite  this  fact, 
the  presentation  of  5 cases  of  staphylococcic 
meningitis  with  only  1 death  is  breathtaking. 
In  recent  years  we  have  adjusted  our  thinking 
to  accommodate  the  acceptance  of  recoveries  in 
cases  of  hemolytic  streptococcic  meningitis,  but 
we  had  come  to  think  that  the  staphylococcus 
was,  for  the  time  being  at  least,  unbeatable.  We 
noted  reports  of  recoveries  by  Dietel  and  Kaiser 
and  by  Sadusk  and  Nielsen  but,  in  our  thinking, 
catalogued  them  unfairly  with  the  isolated  re- 
ports of  recoveries  in  all  types  of  pyogenic  men- 
ingitis which  have  occurred  in  the  literature  from 
time  to  time  in  the  past,  with  recovery  always 
attributed  to  some  different  and  often  bizarre 
method  of  treatment.  When  we  consider  the 
results  obtained  by  Drs.  Weary  and  Lyons,  re- 
ported here,  and  group  these  with  cases  we  have 
seen  or  have  been  told  about  by  our  colleagues, 
we  must  accept  the  fact  that  staphylococcic 
meningitis  is  now  one  of  those  diseases  that  pose 
a real  challenge  to  the  physician,  demanding  his 
utmost  attention  to  every  detail  of  therapy. 

Drs.  Weary  and  Lyons  have  added  important 
factual  material  to  one  particular  discussion  of 
vital  importance  which  has,  heretofore,  been 
centered  chiefly  around  theoretic  considerations. 
In  balancing  the  relative  bacteriostatic  efficacy  of 
sulfapyridine  and  sulfathiazole  against  the  poorer 
penetration  of  the  latter  through  the  blood  spinal 
fluid  barrier,  it  has  been  more  or  less  generally 
agreed  that  sulfapyridine  was  the  drug  of  choice 
in  staphylococcic  and  pneumococcic  meningitis. 
Certainly,  the  evidence  presented  here,  despite 
any  theoretic  considerations  to  the  contrary, 
demonstrates  that  sulfathiazole  is  a remarkably 


effective  drug  in  at  least  the  staphylococcic 
group.  This  is  particularly  encouraging  because, 
from  the  standpoint  of  annoying  toxic  reactions, 
it  is  the  more  satisfactory  drug  to  employ. 

This  paper  is  an  important  contribution  to  a 
field  that  has  been  one  of  the  most  discouraging 
in  the  practice  of  medicine.  I am  sure,  however, 
that  the  authors  would  be  the  first  to  admit  that 
it  is  not  the  last  word.  In  sharp  contrast  to  the 
history  of  arsenic  agents  in  the  treatment  of 
syphilis,  new  and  more  effective  sulfonamides  are 
appearing  at  a rapid  pace,  tending  to  supplant 
their  predecessors.  The  medical  world  now  has 
its  eyes  focused  on  the  possibilities  of  sulfadiazine. 
Reports  are  sparse  as  yet,  but  there  is  promising 
evidence  of  greatly  lowered  toxicity,  better  ab- 
sorption, slower  excretion,  diminished  acetyla- 
tion, and  increased  bacteriostatic  efficacy  cover- 
ing a wide  range  of  bacteria.  Preliminary  evi- 
dence also  indicates  that  it  penetrates  the  blood 
spinal  fluid  barrier  about  as  well  as  sulfapyridine. 
The  evidence  thus  far  is  scant  but  indicates  an 
even  brighter  future  than  is  anticipated  in  this 
paper.  It  behooves  us  all  to  keep  a close  eye  on 
the  literature  regarding  sulfadiazine  so  that  we 
may  be  prepared  to  employ  it  intelligently  upon 
its  release  for  general  distribution. 

Dr.  Weary  and  Dr.  Lyons  are  to  be  congratu- 
lated on  the  diligence  with  which  they  observed 
and  treated  their  patients.  To  be  noted  particu- 
larly is  their  close  attention  to  detail  and  their 
adaptability  to  the  changing  condition  of  the 
patient.  The  drug  was  carefully  administered 
with  constant  observation  of  its  effect  in  relation 
to  toxic  potentialities  and  the  status  of  infection. 
Coupled  with  this  was  the  courage  to  withdraw 
or  readminister  as  the  condition  indicated. 
Blood  levels,  spinal  fluid  levels,  fluid  require- 
ments, urinary  findings,  spinal  fluid  pressures 
and  cytology,  and  localization  of  infection  were 
all  carefully  watched  and  skillfully  interpreted 
and  handled.  A successful  outcome  should  not 
be  attributed  alone  to  the  sulfonamides  but  must 
be  attributed  to  the  care  and  intelligence  with 
which  these  drugs  were  administered.  Pyogenic 
meningitis  still  requires  skillful  care — medical 
and  surgical. 

Dr.  George  V.  Taplin,  Rochester , New  York — 
Drs.  Weary  and  Lyons  are  to  be  congratulated 
on  their  excellent  paper.  Their  results  are  far 
superior  to  those  obtained  in  Rochester,  par- 
ticularly in  reference  to  pneumococcic  meningitis. 
For  the  past  two  years  I know  of  only  3 recoveries 
in  25  or  30  cases  of  pneumococcic  meningitis. 
Two  of  these  cases  were  secondary  to  mastoiditis; 
the  third  case  was  an  infant  with  primary  menin- 
gitis. The  infant  made  a recovery  following  the 
use  of  sulfapyridine  alone. 

Inasmuch  as  nearly  everyone  has  used  the 
same  therapeutic  agents  for  these  diseases,  the 
results  of  Drs.  Weary  and  Lyons  must  in  large 
part  be  attributed  to  the  intelligent  handling  of 
their  cases.  I was  particularly  interested  in  the 
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use  of  the  sodium  salts  of  sulfapyridine  and 
sulfathiazole  by  hypodermoclysis.  It  has  not 
been  appreciated  generally  that  it  is  possible  to 
use  these  drugs  in  this  manner.  In  fact,  the 
various  drug  houses  warn  against  such  a mode 
of  administration,  stating  that  serious  local  reac- 
tions may  result.  At  Rochester  we  have  used 
sodium  salts  of  sulfapyridine,  sulfathiazole,  and 
sulfadiazine  in  this  manner  in  over  150  cases  and 
have  not  observed  a single  local  reaction.  We 
feel  that  the  subcutaneous  route  of  administra- 
tion is  preferable  in  most  cases  of  meningitis 
where  parenteral  therapy  is  needed  because  a 
more  constant,  satisfactory  blood  concentration 
of  these  drugs  may  be  attained.  The  blood  con- 
centration is  maintained  for  longer  periods  of 


time  than  with  intravenous  administration,  and 
there  is  less  danger  from  untoward  renal  reac- 
tions. 

As  a result  of  our  preliminary  experience  with 
about  25  cases  of  pneumonia  treated  with  sulfa- 
diazine, we  feel  that  this  drug  is  likely  to  replace 
all  the  previously  used  sulfonamides,  particularly 
in  pneumococcic  and  staphylococcic  infec- 
tions. 

Apparently,  sulfadiazine  is  at  least  as  effective 
for  staphylococcic  infections  as  sulfathiazole. 
However,  in  staphylococcic  meningitis  it  should 
be  superior  because  it  penetrates  the  spinal  fluid 
to  a high  degree.  For  the  same  reason,  it  should 
be  superior  to  sulfapyridine  in  the  treatment  of 
pneumococcic  meningitis. 


GROWING  DEMAND  FOR  INDUSTRIAL  PHYSICIANS 


“The  demand  for  more  and  better  trained 
medical  personnel  in  war  industries,  under  both 
governmental  and  private  control,  is  steadily 
becoming  more  insistent/’  the  Journal  of  the 
American  Medical  Association  says  in  an  editorial 
on  “Availability  of  Trained  Industrial  Physi- 
cians,” in  its  March  29  issue. 

“The  scarcity  of  competent  industrial  nurses, 
engineers  and  physicians  accords  with  an  early 
impression  of  the  Committee  on  Medical  Pre- 
paredness of  the  American  Medical  Association; 
one  of  the  first  resolutions  of  the  committee 
called  for  prompt  organization  and  adequate 
support  of  training  facilities  for  physicians  in- 
terested in  this  field.” 

“The  present  emergency  will  undoubtedly  be 
sufficient  inducement  for  many  more  physicians 
to  undertake  industrial  medical  service,  especi- 
ally those  who  have  an  interest  in  preventive 
medicine  and  a flair  for  administration.  There 
are  sound  indications  for  believing  that  interest 
in  industrial  medicine  and  hygiene  will  not 
lapse  as  it  did  in  the  period  following  the  last 
war.  Opportunity  for  professional  advance- 
ment, then,  is  most  reassuring  and  need  not  be 
considered  as  limited  to  the  period  of  the  emer- 
gency. Certainly  the  obligation  of  medical 
educators  to  prepare  the  profession  for  greater 
and  more  competent  participation  in  the  main- 
tenance of  health  in  industry  is  much  better 
recognized.  At  present,  organized  instruction 
is  available  in  a few  medical  and  professional 


schools.  Teaching  facilities  of  the  same  type 
ought  to  be  widespread  and  will  be  developed 
elsewhere  without  much  difficulty  as  soon  as 
financial  support  becomes  available.  The  funda- 
mentals of  preventive  industrial  medicine  and 
surgery  can  be  supplied  to  a well  qualified 
physician  in  three  months’  time,  especially  if  a 
period  of  controlled  experience  in  an  acceptable 
industrial  medical  department  can  be  added  to 
this  instruction.  Since  the  medical  require- 
ments of  industry  are  so  varied,  considerable 
adaptability  in  the  content  of  the  course  and 
in  field  work  is  essential.  Medical  societies  are 
also  developing  introductory  and  refresher 
courses  as  part  of  the  program  to  integrate  all 
industrial  medical  activity  under  the  joint 
guidance  of  the  committees  on  industrial  health 
in  the  state  medical  societies  and  the  bureaus 
of  industrial  hygiene  in  the  state  govern- 
ments. 

“The  Subcommittee  on  Industrial  Health  and 
Medicine  of  the  Federal  Security  Agency,  acting 
as  coordinator  in  this  field,  has  developed  a Com- 
mittee on  Registration  and  Training  of  Medical 
Personnel  for  Service  in  Industry.  During  the 
early  period  of  adjustment  to  emergency  condi- 
tions, physicians  who  wish  to  apply  for  intensive 
training  or  for  actual  placement  in  industry  are 
urged  to  register  their  names  with  the  office  of 
the  Council  on  Industrial  Health  of  the  American 
Medical  Association,  535  North  Dearborn 
Street,  Chicago.” 


TO  MEMBERS  IN  U.  S.  ARMY  OR  NAVY  SERVICE 

If  you  desire  to  have  your  New  York  State  Journal  of  Medicine  forwarded 
to  your  service  address,  please  advise  the  Circulation  Department,  292  Madison 
Avenue,  New  York  City. 


Symposium  on  Health  Education  for  Youth 

Organizations 

A HEALTH  PROGRAM  FOR  YOUTH  ORGANIZATIONS 

J.  G.  Fred  Hiss,  M.D.,  Syracuse,  New  York 


TODAY  practically  all  American  youth 
organizations  have  health  programs  of 
various  kinds.  These  vary  from  a few  lessons 
in  first  aid  to  a fairly  comprehensive  program. 
Some  of  these  consist  of,  or  include,  a physical 
examination  or  inspection  before  the  member 
is  allowed  to  participate  in  athletics  or  go  to  a 
summer  camp.  Forms  for  such  examinations 
vary  in  size  from  a small  card  to  several  full- 
sized  sheets  of  paper.  In  addition,  practically 
every  public  school  in  the  state  has  some  kind 
of  a periodic  medical  examination  of  all  pu- 
pils. These  examinations  are  more  properly 
called  medical  inspections  and  serve  the  chief 
purpose  of  detecting  communicable  diseases. 
Comparatively  few  pupils  ever  receive  a com- 
plete or  adequate  examination  during  their 
entire  school  career. 

Nation-wide  experiences  with  the  Selective 
Service  examinations  of  men  between  the 
ages  of  21  and  36  have  again  confirmed  what 
most  investigators  have  long  known — namely, 
that  the  incidence  of  preventable  and  correct- 
able defects  is  high.  The  most  frequent  causes 
of  rejection  because  of  physical  condition  are 
defects  of  teeth,  eyes,  feet,  ears  and  dis- 
turbances of  height  and  weight.  Because  the 
findings  are  similar  to  those  of  the  first  World 
War  Draft,  one  can  probably  assume  that 
youth  health  programs  are  inadequate  or  in- 
volve too  small  a percentage  of  the  total  popu- 
lation. The  large  number  of  rejections  has 
caused  much  comment  in  newspapers  and 
periodicals.  Several  remedies  for  this  state  of 
affairs  have  been  proposed  including  a con- 
gressional appropriation  of  $150,000,000  for  a 
nation-wide  plan  of  physical  education  and 
training  with  the  implication  that  such  a pro- 
gram would  be  a powerful  factor  in  improving 
the  health  of  the  nation.  It  would  seem  that 
this  is  an  opportune  time  for  the  organized 
medical  profession  to  study  this  problem  and 
to  aid  in  its  solution. 

It  has  been  my  privilege  and  pleasure  to  be 
associated  with  the  New  York  State  4-H 
Clubs  for  several  years.  This  state  has  31,000 


of  the  1,400,000  4-H  members  in  the  entire 
United  States.  Most  of  the  members  are 
boys  and  girls  between  the  ages  of  10  and  21 
residing  on  farms  or  in  small  rural  communi- 
ties. I feel  that  this  organization  has  gradu- 
ally evolved  a commendable  health  program. 
It  is  largely  because  of  this  contact  and  its 
resulting  experience  that  I am  suggesting  the 
following  program  for  use  by  the  various 
youth  organizations  of  this  state.  Possibly 
it  might  be  sounder  to  have  the  State  Educa- 
tional System  follow  such  a health  program, 
since  it  would  then  reach  all  the  youth  of  the 
state  rather  than  only  the  fraction  that  be- 
longs to  youth  organizations.  However,  it 
seems  infinitely  easier  to  work  out  many  of 
the  various  aspects  of  this  problem  on  smaller 
and  more  compactly  organized  groups  such  as 
4-H  Clubs,  Boy  Scouts,  Girl  Scouts,  and 
others. 

Before  proceeding  with  the  plan  let  me  say 
plainly  that  I am  making  no  claim  for  origi- 
nating any  of  the  4-H  Health  Program.  Some 
of  it — for  example,  the  nutrition  part — was 
not  even  planned  by  the  medical  profession 
but  was  developed  by  the  Nutrition  Depart- 
ment of  Cornell  University.  Because  of  its 
excellence  it  is  a pleasure  to  endorse  it. 

The  proposed  plan  consists  of  three  parts, 
partially  overlapping:  (1)  Health  Education, 
(II)  Health  Preservation,  and  (III)  Health 
Restoration. 

Under  Health  Education  the  plan  calls  for 
the  dissemination  of  information  dealing  with 
all  health  aspects  of  life.  The  detail  with 
which  this  is  done  naturally  must  vary  with 
the  age  group  under  consideration,  but  in 
general  the  following  subdivisions  can  be 
made. 

Foremost,  it  seems  essential  to  broadcast  a 
great  deal  of  general  information  about  nu- 
trition. The  great  use  of  the  many  recent  dis- 
coveries in  this  field  should  be  primarily  for 
the  prevention  of  illness  and  only  secondarily 
by  physicians  for  the  cure  of  illness.  It  is  be- 
coming more  and  more  apparent  that  the  tre- 
mendous number  of  dental  defects  in  the 
general  population  is  due  largely  to  faulty 
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nutrition.  Preventive  dentistry  is  a subject 
really  in  its  infancy.  Adequate  nutrition  is 
also  the  basis  for  good  general  health  and  a 
normal  development  of  the  body.  4-H  Club 
members  already  know  many  basic  facts  of 
nutrition  because  they  have  been  forced  to 
learn  them  in  connection  with  the  care  of  their 
livestock,  and  it  is  rather  easy  for  them  to  see 
the  rationale  of  applying  these  same  factors  to 
themselves. 

The  second  big  subject  under  the  heading  of 
Health  Education  might  be  called  Personal 
and  Mental  Hygiene.  These  terms  are  self- 
explanatory. 

Thirdly,  under  Health  Education,  it  is 
necessary  to  describe  the  ordinary  communi- 
cable diseases  in  some  detail.  This  applies  es- 
pecially to  the  modes  of  transmission  so  that 
an  enlightened  public  may  aid  local  health 
officers  in  preventing  and  combating  epi- 
demics of  various  kinds.  Without  such  help 
public  officials  can  accomplish  little. 

Next,  it  is  essential  that  considerable  infor- 
mation concerning  first  aid  be  given  to  the 
general  population,  because  it  is  practically 
always  members  of  the  laity  who  first  see  an 
injured  or  sick  person.  Many  lives  are  lost 
annually  because  of  inadequate  or  improper 
first  aid  given  by  well-intentioned  friends. 
In  connection  with  this  subject  it  is  necessary 
to  give  rather  technical  information  in  some 
fields — for  example,  persons  injured  in  an 
automobile  accident  wrho  cannot  move  their 
extremities  should  be  left  where  they  are  be- 
cause they  may  have  a fractured  spine  or  neck 
and,  again,  persons  who  have  an  abdominal 
pain  should  not  be  given  cathartics  because 
they  may  have  appendicitis,  etc.  There  are 
many  conditions  in  which  it  is  impossible  to 
reduce  the  death  rate  unless  the  public  is  told 
about  these  conditions  and  advised  what  to 
do  and  what  not  to  do  about  them.  As  ex- 
amples of  the  successful  dissemination  of  life- 
saving information,  one  might  cite,  first,  the 
widespread  knowledge  regarding  the  care  of 
fresh  wounds  and  the  prevention  of  their 
contamination  and,  second,  the  understand- 
ing of  the  procedure  of  artificial  respira- 
tion. 

There  are  many  other  subjects  that  can  be 
covered  in  a general  health  education  program; 
I have  mentioned  only  four  of  the  most  im- 
portant. 

The  second  part  of  the  program  deals  with 
Health  Preservation  and  can  be  subdivided 
at  once  into  general  and  specific  measures. 
Under  general  measures  comes,  first,  the  ap- 
plication of  information  gathered  through  the 


health  education  program,  such  as  using  one’s 
knowledge  of  nutrition  and  personal  and  men- 
tal hygiene. 

It  is  under  the  heading  of  personal  hygiene 
that  one  should  consider,  among  other  things, 
good  posture,  systematic  exercise,  and  both 
indoor  and  outdoor  recreation.  Important  as 
these  things  are,  they  in  themselves  cannot 
constitute  a complete  health  program. 

Application  of  the  knowledge  of  communi- 
cable diseases  should  be  used  to  provide  a safe 
milk  supply,  a safe  water  supply,  and  the 
abatement  of  fly  and  other  insect  nuisances. 
The  knowledge  of  the  common  causes  of  ac- 
cidents should  be  used  to  prevent  them. 

Under  the  group  of  specific  measures  for 
health  preservation,  two  are  generally  ad- 
vocated: antismallpox  vaccination  and  im- 

munization against  diphtheria.  Others,  such 
as  typhoid  immunization,  should  be  used 
when  indicated  or  requested  by  local  health 
officers. 

The  third  part  of  the  program  deals  with 
Health  Restoration  or  the  detection  and  cor- 
rection of  defects.  To  do  this  adequately 
calls  for  physical  and  dental  examinations  at 
least  once  a year.  This  part  of  the  program 
must  be  carried  out  in  its  entirety  by  physi- 
cians and  dentists.  The  ideal  arrangement  is 
to  have  such  examinations  carried  out  on  a 
private  patient-private  physician  basis.  In 
this  way  the  patient  will  be  considered  as  an 
individual  rather  than  merely  a collection  of 
organs  with  a serial  number.  Such  a program 
imposes  a definite  obligation  on  the  part  of 
the  physician  to  render  a good  complete  ex- 
amination. It  also  calls  for  some  standardiza- 
tion of  procedures.  At  this  point  I should 
like  to  suggest  that  the  Manual  for  Physicians 
published  by  the  American  Medical  Associa- 
tion entitled  “Periodic  Health  Examination” 
be  used  as  a basis.  If  this  is  done,  then  an 
identical  physical  examination  blank  can  be 
used  by  all  comparable  youth  organizations 
and  probably  also  by  the  state  school  system. 
In  this  way  multiple  examinations  can  be 
avoided.  In  this  connection  I should  like  to 
quote  verbatum  a sentence  from  the  Manual 
as  indicating  a goal  to  which  such  a program 
should  be  directed : 

“The  ideal  conception  of  the  periodic 
health  examination  is  that  it  is  done  in  the 
interest  of  the  patient  and  that  the  records 
thereof  remain  in  the  confidential  files  of  the 
personal  physician,  just  as  do  the  records 
of  consultations  with  patients  for  purposes 
of  diagnosis  and  treatment  in  illness.” 
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Sometimes,  especially  at  the  beginning  of 
this  program  of  annual  examinations,  it  may 
be  advisable,  as  a temporary  expedient  only, 
for  county  societies  to  make  such  examina- 
tions on  an  organization  basis.  Such  a proj- 
ect has  just  recently  been  carried  out  by  the 
Delaware  County  Medical  Society,  and  their 
results  and  experiences  form  the  subject  of 
the  following  papers  in  this  symposium.  It 
is  probable  that  similar  projects  will  be  at- 
tempted in  two  additional  counties  this  year. 
Quite  naturally,  all  arrangements  for  these 
examinations  should  be  made  by  the  medical 
societies  of  the  counties  affected. 

As  an  aid  to  this  campaign  of  annual  physi- 
cal examinations  of  4-H  Club  members, 
several  educational  features  are  planned  and 
should  be  mentioned  at  this  point.  At  the 
Annual  Congress  of  about  1,500  members 
held  in  Ithaca  during  the  first  week  in  July, 
1941,  actual  physical  examination  demon- 
strations, one  for  the  boys  and  another  for  the 
girls,  were  given.  It  is  felt  that  such  demon- 
strations make  the  members  more  physical 
examination-minded  and  greatly  increase  the 
numbers  who  will  request  this  service  of  their 
family  physician.  Also,  by  becoming  familiar 
with  the  procedure,  much  of  the  nervousness 
and  shyness  attending  the  examination  of 


boys  and  girls  for  the  first  time  should  be 
eliminated.  It  was  found  that  it  was  quite  a 
surprise  to  some  members  to  learn  that  they 
had  to  remove  their  clothing  for  the  examina- 
tion. “We  never  had  to  do  this  for  a school 
examination”  was  a frequent  comment.  It 
was  also  planned  to  make  either  a moving 
picture  film  or  a set  of  kodaslides  of  this  same 
demonstration  to  be  shown  at  various  4-H 
Club  meetings  throughout  the  state. 

This  entire  plan  can  be  a success  only  if  the 
entire  organized  medical  profession  supports 
it.  A strong  plea  is  therefore  made  that  each 
county  medical  society  cooperate  actively 
with  the  leaders  of  the  various  youth  organi- 
zations in  its  area.  In  the  sparsely  settled 
counties  the  entire  society  can  function  in  this 
capacity,  while  in  the  more  populous  counties 
a special  committee  appointed  for  this  pur- 
pose might  function  more  efficiently. 

I suppose  that  it  will  be  said  that  any  com- 
prehensive plan  like  this  one  will  be  accused  of 
promoting  self-medication  and  of  making 
neurotics,  but  I am  personally  sure  that  if  the 
doctors  will  aid  and  guide  this  plan  in  their 
own  localities  this  risk  will  be  entirely  elimi- 
nated. 

“Good  national  health  is  the  most  funda- 
mental of  all  defense  measures.” 


DEMONSTRATION  OF  A COUNTY  4-H  CLUB  HEALTH  PROGRAM 

Evelyn  F.  H.  Rogers,  M.D.,  Oneonta,  New  York 


THAT  4-H  Clubs  are  interested  in  the 
health  of  individual  members  to  the  ex- 
tent of  choosing  the  healthiest  or  most  nearly 
perfect  boy  and  girl  in  an  annual  contest  is 
common  knowledge.  In  recent  years,  how- 
ever, prominence  has  been  given  to  a more 
constructive  health  program,  which  seeks  to 
promote  a higher  standard  of  health  in  each 
and  every  member  by  teaching  him  the  basic 
elements  of  personal  hygiene  and  good  health. 
The  demonstration  to  be  discussed,  as  carried 
out  in  Delaware  County  in  the  fall  of  1940, 
was  precipitated  partly  by  the  national  cry  of 
“Better  Health  for  Defense”  and  is  a visible 
manifestation  of  such  a trend.  The  program 
provided  facilities  so  that  every  member  in 
the  clubs  might  receive  a general  physical  and 
an  orthopedic  examination.  Furthermore, 
the  club  leaders  were  to  be  included  in  an  in- 
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tensive  follow-up  to  stimulate  interest  in 
carrying  out  the  ensuing  recommendations. 

The  objective  of  the  program  was  primarily 
educational  in  that  it  aimed  to  impress  on 
these  young  people  the  value  of  such  an  ex- 
amination carried  out  annually.  Secondly, 
through  the  leaders’  participation  it  was 
hoped  that  the  ways  and  means  might  be  un- 
earthed to  correct  various  defects  previously 
unknown  or  neglected. 

Considering  it  wise  to  proceed  with  caution 
in  this  more  ambitious  type  of  health  pro- 
gram, the  project  was  to  be  limited  to  the  one 
county  in  the  state  until  the  end  result  might 
be  determined  by  a series  of  re-examinations. 
This  report,  therefore,  constitutes  only  an 
analysis  of  the  primary  examinations,  suf- 
ficient time  not  having  elapsed  for  their 
evaluation. 

The  project  was  endorsed  by  the  state  leader 
for  4-H  Club  work  and  the  New  York  State 
Department  of  Health.  Tentative  plans  were 
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outlined  at  a meeting  of  representatives  of 
these  organizations  in  April,  1940,  which  was 
also  attended  by  a member  of  the  Department 
of  Education.  At  that  time  it  was  determined 
that  the  Orthopedic  Division  of  the  Health 
Department  was  willing  to  give  each  child  an 
orthopedic  examination  and  that  through 
federal  funds  a small  honorarium  was  available 
for  the  local  physicians  who  were  to  be  asked 
to  examine  the  children.  The  county  medical 
society  agreed  to  cooperate,  and  19  of  its  30 
members  conducted  the  examinations. 

Delaware  County  is  a hilly  rural  area.  The 
population,  according  to  preliminary  returns 
of  the  1940  census,  was  40,989,  a decrease  of 
0.4  per  cent  from  the  1930  census.  The  two 
largest  villages  are  Walton  and  Sidney  with 
populations  between  3,000  and  4,000.  Sid- 
ney is  the  seat  of  one  of  the  major  defense  in- 
dustries, the  Scintilla  Magneto  Plant,  but  the 
chief  industry  of  the  county  as  a whole  is 
dairying.  The  population  is  95  per  cent  native 
white.  The  area  in  square  miles  is  1,449, 
there  being,  therefore,  an  average  of  28  per- 
sons per  square  mile. 

4-H  Club  work  constitutes  part  of  the  ex- 
tension program  of  all  land  grant  colleges 
organized  by  the  United  States  Department 
of  Agriculture.  It  is  a specialized  educational 
enterprise  for  rural  youth  from  10  to  21, 
carried  on  in  this  state  through  Cornell  Uni- 
versity under  the  immediate  supervision  of  a 
county  club  or  extension  agent.  In  1940 
Delaware  County  had  the  largest  membership 
in  the  state,  with  113  organized  clubs  and  a 
total  membership  of  1,405,  making  an  average 
of  13.6  members  per  club.  Each  club  is  under 
the  guidance  of  a local  voluntary  leader  and, 
since  the  number  supervised  by  the  leader  is 
small,  it  seemed  reasonable  to  expect  compre- 
hensive assistance  in  carrying  to  completion 
any  follow-up  that  might  prove  necessary. 

Arrangements  were  made  by  the  county 
club  agent  to  conduct  the  examinations  in 
suitable  centers  which,  for  the  most  part, 
were  centralized  schools.  Necessary  sup- 
plies and  transportation  were  provided  by  the 
county  clubs.  Nursing  assistance  at  examin- 
ing centers  was  given  by  the  school  and  public 
health  nurses  in  the  county.  Physicians  were 
assigned  by  the  county  medical  society  ac- 
cording to  the  number  required  for  any  one 
session.  A member  of  the  staff  of  the  Ortho- 
pedic Division  of  the  New  York  State  Health 
Department  was  present  at  most  of  the  ses- 
sions. 

A comparatively  simple  record  form  was 
devised  for  use.  The  identifying  data,  his- 


tory, weight,  height,  temperature,  and  pulse 
were  obtained  and  recorded  by  the  nurse. 
She  also  obtained  audiometer  readings  and  re- 
fractive errors  from  the  school  examinations 
if  such  were  available.  Otherwise,  she  checked 
the  hearing  with  a watch  and  the  eyes  by  a 
Snellen  chart.  The  children  were  suitably 
dressed  to  facilitate  an  adequate  examination. 

The  general  physical  examination  of  the 
1,047  club  members  examined  in  the  twenty- 
two  centers  was  accomplished  in  twenty- 
three  days.  From  1 to  4 doctors  were  present 
at  one  period,  the  total  number  of  physician 
sessions  being  97,  making  an  average  of  10.7 
patients  examined  per  doctor  per  session. 
Each  session  was  from  two  and  one-half  to 
three  hours  long,  so  that  the  doctor  spent 
about  fifteen  minutes  on  each  patient.  On  an 
average,  33  patients  per  session  were  checked 
by  the  orthopedic  surgeon. 

Out  of  the  total  club  enrollment  of  1,405 
members,  1,072  or  76.3  per  cent  were  ex- 
amined. A general  physical  examination  was 
received  by  1,047,  or  74.5  per  cent  of  the 
group,  10  of  these  being  done  privately  by  the 
family  physician.  Orthopedic  examinations 
were  made  on  1,028,  or  73  per  cent  of  the  chil- 
dren, while  1,003,  or  71  per  cent,  received  both 
types. 

Of  the  total  number  of  individuals  exam- 
ined, 71.4  per  cent  were  from  10  to  14  years  of 
age,  19.5  per  cent  were  in  the  age  group  from 
15  to  19,  while  only  8 per  cent  were  in  the  5 
to  9 group,  and  1.1  per  cent  were  over  20. 

Of  the  group  41.6  per  cent  were  boys  and 
58.4  per  cent  were  girls.  The  preponderance 
of  girls  is  constant  throughout  the  specific 
age  groups.  Only  2 of  the  group  were  colored. 

Based  on  the  population  of  Delaware 
County  in  1940,  estimated  for  specific  age 
groups  and  excluding  the  32  living  outside  the 
county,  it  was  found  that  in  the  10  to  14  age 
group  21.9  per  cent  of  the  estimated  Dela- 
ware County  population  for  1940  were  ex- 
amined. Although  these  children  came  from 
the  more  rural  areas,  the  county  is  so  predomi- 
nately rural  that  this  number  may  be  con- 
sidered a fair  sample  in  this  age  group  for  the 
county  as  a whole.  Only  2.7  per  cent  of  the 
estimated  population  in  the  5 to  9 group  and 
5.7  per  cent  in  the  15  to  19  group  were  ex- 
amined, the  number  over  20  being  negligible. 

Histories 

In  obtaining  the  family  history  particular 
note  was  made  of  familial  contact  with  tuber- 
culosis. Only  41  such  instances  were  found. 
Of  this  group,  16  had  been  x-rayed  and  were 
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PERCENTAGE  OF  1047  4H  CLUB  MEMBERS 
REPORTING  HISTORY  OF  RECEIVING  IMMUNIZING  AGENT  AGAINST 
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found  to  be  negative,  while  25  had  not  been 
followed  up.  There  were  12  children  who  gave 
a history  of  a cervical  adenitis  that  had  re- 
quired incision  and  drainage,  2 of  whom  were 
known  to  have  had  a negative  x-ray.  The 
remaining  10  in  the  latter  group,  together  with 
the  25  in  the  former,  making  a total  of  35  in- 
dividuals, appeared  to  be  the  only  ones  in 
whom  one  might  search  for  tuberculosis  as 
far  as  the  history  was  concerned.  Only  1 
child  gave  a past  history  of  healed  childhood 
type  tuberculosis.  The  percentage  of  those 
having  had  measles,  whooping  cough,  chicken 
pox,  and  mumps  increased  as  one  would  expect 
in  the  older  age  groups. 

Further  histories  of  illness,  other  than  opera- 
tions, were  not  remarkable.  The  most  com- 
mon ailment,  reported  by  17.2  per  cent,  was  a 
frequent  sore  throat,  the  individual’s  standard 
of  what  constituted  frequency  being  accepted. 
A history  of  pneumonia  was  given  by  9.3 
per  cent,  of  otitis  media  by  8.9  per  cent,  while 
2.8  per  cent  gave  a history  of  what  might  be 
considered  a rheumatic  syndrome — namely, 
joint  pains  or  rheumatism,  rheumatic  fever, 
and  chorea.  A past  history  of  heart  disease 
was  obtained  from  5,  or  0.5  per  cent. 

A tonsillectomy  had  been  performed  on  26 
per  cent  of  the  group,  this  being  the  most 


common  surgery  reported.  This  number 
contrasts  sharply  with  a sampling  of  1,000 
11-year-old  children  in  New  York  City 
schools,  carried  out  by  the  American  Child 
Health  Association,1  in  which  instance  61 
per  cent  had  had  a tonsillectomy. 

A history  of  having  been  vaccinated  for 
smallpox  was  given  by  66  per  cent  of  the 
group,  and  65  per  cent  reported  having  re- 
ceived an  immunizing  agent  against  diphtheria 
(Fig.  1).  The  number  claiming  past  immuni- 
zation for  typhoid,  amounting  to  0.8  per 
cent,  was  naturally  small.  No  form  of  arti- 
ficial immunization  had  been  received  by  16.8 
per  cent. 

A dietary  history  was  obtained  primarily 
for  educational  purposes.  Without  a detailed 
quantitative  and  qualitative  analysis  over  a 
period  of  time  it  is  impossible  to  derive  any 
conclusions  as  to  the  adequacy  of  the  daily 
intake  of  food.  From  the  data  on  hand,  how- 
ever, it  was  possible  to  ascertain  those  who  re- 
ceived daily  less  than  1 pint  of  milk,  1 fruit 
and  1 vegetable,  in  addition  to  potato,  and  an 
egg  or  some  meat.  The  35  per  cent  fading  in 
this  category  may  be  classed  as  having  an  in- 
adequate diet.  Moreover,  a number  of  these, 
amounting  to  10  per  cent  of  the  study  group, 
reported  drinking  no  milk.  That  this  esti- 
mate of  the  dietary  status  is  not  grossly  in 
error  is  strengthened  by  two  facts : first,  that 
72  per  cent  of  the  individuals  noted  by  the 
examining  physician  as  having  good  nutrition 
received  a diet  containing  at  least  the  daily 
intake  mentioned,  while  only  27  per  cent  of 
those  on  the  inadequate  diet  were  so  classified. 
Second,  only  38  per  cent  of  those  receiving 
this  diet  or  better  required  dental  care,  while 
52.3  per  cent  of  those  on  the  inadequate  diet 
required  care. 

Physical  Examinations 

Recent  studies  such  as  that  by  Souther, 
Eliot,  and  Jenss2  have  shown  the  inconsisten- 
cies inherent  in  using  any  of  the  various  in- 
dices of  nutrition.  For  this  reason  the  decision 
in  regard  to  nutrition  was  left  entirely  up  to  the 
examining  physician.  In  the  opinion  of  these 
physicians  54  members,  or  5.2  per  cent  of  the 
1,047  receiving  a physical  examination,  were 
malnourished. 

Of  1,006  individuals  whose  eyes  were  ex- 
amined for  limitation  of  vision,  346,  or  34.4 
per  cent,  were  not  normal.  Of  this  number,  97, 
or  28  per  cent,  wore  glasses.  One  hundred 
and  four  children,  or  11  per  cent  of  the  total 
group,  showed  an  error  of  20/50  or  worse,  and 
55  of  these,  or  53  per  cent,  wore  glasses.  The 
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latter  findings  are  in  substantial  agreement 
with  those  obtained  by  the  American  Child 
Health  Association1  in  sampling  5,000  New 
York  City  fifth  and  sixth  grade  school  children, 
in  which  instance  14  per  cent  had  a visual  de- 
fect of  20/50  or  worse,  one-half  of  whom  were 
wearing  glasses. 

Of  those  who  were  wearing  glasses  in  the  4- 
H group,  about  one-third  were  corrected  to 
20/20.  Assuming  that  until  proved  other- 
wise vision  is  correctable  to  20/20,  it  was 
found,  on  adding  the  59  whose  glasses  did  not 
correct  the  error  to  the  249  who  wore  no 
glasses  but  showed  a refractive  error,  that 
those  needing  further  care  amounted  to 
308,  or  30.8  per  cent  of  the  study  group. 

Upon  otoscopic  examination,  15,  or  1.4 
per  cent,  were  found  to  have  a chronic  otitis 
media.  According  to  the  school  records,  26 
per  cent  of  the  group  had  been  given  an  audi- 
ometer test  by  the  group  method  within  a year. 
Acuity  of  hearing  in  the  remainder  was 
checked  with  a watch  heard  normally  at  a 
distance  of  20  inches  from  either  ear.  In- 
cluded as  having  a limitation  of  hearing  are 
those  with  a loss  of  6 decibels  in  either  ear,  as 
well  as  those  unable  to  hear  the  watch  at  less 
than  20  inches.  By  these  combined  methods 
14.8  per  cent  appeared  to  have  some  impaired 
hearing.  It  is  not  felt  that  such  results  are  ac- 
curate, because,  undoubtedly,  many  of  these 
would  be  found  to  have  normal  hearing 
if  retested  individually  with  an  audiome- 
ter. 

From  the  data  on  hand  it  was  not  possible 
to  determine  those  who  had  received  past 
dental  care.  However,  the  examining  physi- 
cians noted  that  43  per  cent  of  those  examined 
required  dental  care. 

Findings  on  examining  the  tonsils  indicated 
that  in  addition  to  the  26  per  cent  who  had 
had  a tonsillectomy  22  per  cent  had  patho- 
logically enlarged  tonsils.  Realizing  that  in 
such  instances  repeated  examinations  should 
be  the  dominant  factor  in  advising  a tonsillec- 
tomy, the  only  recommendation  made  was 
that  the  patient  consult  his  family  doctor  re- 
garding the  desirability  of  this  procedure. 

No  cases  of  congenital  heart  disease  were 
diagnosed,  while  6,  amounting  to  0.6  per  cent 
of  the  group,  were  classified  by  the  examining 
physician  as  having  definite  valvular  disease. 
The  latter  figure  is  comparable  to  the  0.5 
per  cent  of  acquired  heart  disease  found  to 
exist  in  Philadelphia  school  children  in  a study 
by  Cahan3  made  in  1934  to  1936. 

In  looking  over  the  records  it  was  found  that 
in  an  appreciable  number  of  instances  abnor- 


mal findings  referable  to  the  heart  were  noted 
in  which  the  physician  did  not  offer  any  diag- 
nosis to  amplify  his  clinical  signs.  About  one- 
half  were  referred  to  the  family  physician  for 
further  study,  but  since  the  others  were  not 
mentioned  in  the  summary,  the  physician 
apparently  attached  little  importance  to  his 
findings.  A search  for  other  than  rheumatic 
etiology  revealed  that  4 of  this  group,  1 of 
whom  also  had  rheumatic  fever,  gave  a history 
of  having  had  scarlet  fever.  Upon  further 
investigation,  the  majority  in  this  undeter- 
mined group  would  probably  be  found  to  have 
no  organic  heart  disease. 

Brief  mention  of  the  results  of  the  blood 
pressure  determinations  on  733  individuals  in 
the  10  to  14  age  group  may  be  of  academic  in- 
terest. Of  this  number,  59  per  cent  gave  a 
systolic  reading  of  from  100  to  119,  and  77 
per  cent  of  them  gave  a diastolic  reading  of 
from  60  to  79.  In  the  other  age  groups  the 
numbers  were  too  small  to  derive  any  con- 
clusions. 

Examination  of  the  lungs  revealed  that  8, 
or  0.8  per  cent,  had  an  acute  bronchitis  at 
that  time,  1 had  asthma,  while,  in  7,  certain 
abnormal  findings  were  present  which  indi- 
cated the  necessity  of  further  study  with,  pos- 
sibly, an  x-ray. 

A genital  examination  was  not  done  in  the 
girls,  but  391,  or  91  per  cent  of  the  471  boys, 
were  examined.  Of  the  latter,  4 had  an  in- 
direct inguinal  hernia,  a rate  of  1.2  per  cent 
for  those  examined.  In  addition,  11,  or  2.8 
per  cent,  had  a unilateral  or  bilateral  unde- 
scended testicle,  while  41,  or  10.5  per  cent  of 
those  examined,  were  said  to  have  phimosis. 
One  case  of  hypospadia  was  found. 

Orthopedic  Examination 

Abnormalities  as  found  by  the  Division  of 
Orthopedics  were  placed  in  two  classes:  first, 
those  who  were  considered  as  having  true 
orthopedic  problems  and  who  were  referred  to 
an  orthopedist  for  further  care  and,  second, 
those  who  showed  moderate  and  severe  foot 
and  postural  deviations  but  who  presented  no 
subjective  symptoms. 

In  the  first  group  of  86  individuals  are  in- 
cluded those  foot  problems  with  pain,  in  addi- 
tion to  those  with  any  other  clinically  positive 
sign,  such  as  irritation  of  bony  areas,  hammer 
toes,  etc.  There  were  19  children  referred  for 
painful  flat  feet,  14  for  a scoliosis,  9 for  short 
lower  extremities,  and  4 for  an  epiphysitis  of 
the  spine.  Two  of  the  number  showed  rachitic 
deformities,  and  the  same  number  had  a wry 
neck  and  arthritis,  respectively.  One  indi- 
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TABLE  1. — Number  and  Percentage  of  Individuals 
Among  1,047  4-H  Club  Members  Receiving  Physical 
Examination  Having  Defects  by  Type  of  Defect 


Defect 

Number 

Percent- 
age of 
Total 

Total  Examined 

1,047 

100.0 

Orthopedic 

757 

73.6i 

Foot  and  posture  deviations 

671 

65.3i 

Orthopedic  cases 

86 

8.4i 

Teeth 

453 

43.3 

Eye 

Limitation  of  vision 

346 

34. 42 

Total  number  needing  care 

308 

30. 82 

Enlarged  tonsils 

240 

22.9 

Ear 

Limitation  of  hearing 

154 

14.7 

Otitis  media 

15 

1.4 

Malnutrition 

54 

5.2 

Heart 

50 

4.8 

Cardiovalvular  disease 

7 

0.7 

Undetermined 

43 

4.1 

Slight  or  moderately  enlarged  thyroid 

38 

3.6 

Endocrine  imbalance 

4 

0.4 

Phimosis 

41 

10.5* 

Indirect  inguinal  hernia 

4 

1.2* 

Undescended  testicle 

11 

2.8* 

Hypospadia 

Lung 

Undetermined 

1 

0.3* 

7 

0.7 

Asthma 

1 

0.1 

1 Based  on  1,028  members  receiving  orthopedic  exami- 
nation. 

2 Based  on  1,006  members  receiving  eye  examination. 

3 Based  on  391  boys  examined  for  such. 


vidual  was  diagnosed  as  having  Osgood  Schlat- 
ter’s disease,  1 showed  an  internal  derange- 
ment of  the  knee  joint,  and  1 showed  a hallus 
valgus. 

Falling  in  the  second  classification  are  671 
individuals  who  showed  moderate  and  extreme 
foot  and  posture  deviations.  Although  it 
was  felt  that  all  of  the  1,028  youths  examined 
might  profit  by  posture  training,  this  group  in 
particular  would  be  benefited  by  properly 
supervised  corrective  exercises.  Individual 
recommendations  were  made  in  each  instance 
when  Thomas  heels  or  lifts  on  the  shoes  were 
thought  advisable. 

Table  1 is  a summary  table  showing  the 
various  abnormalities  noted.  Not  mentioned 
previously  are  included  38  with  slight  or  mod- 
erately enlarged  thyroids  and  4 persons  who 
showed  evidence  of  an  endocrine  disturbance. 
Counting  only  the  defects  shown  and  exclud- 
ing the  incidental  acute  conditions  picked  up, 
it  was  found  that  only  57  individuals,  or 
5.4  per  cent  of  those  receiving  a physical  ex- 
amination, were  considered  normal.  An  ad- 
ditional 144  had  only  some  orthopedic  de- 
fect, so  that  had  the  group  not  been  examined 
by  an  orthopedist  19  per  cent  would  have 
been  considered  in  good  health. 

In  many  instances  it  was  impossible  to 
make  a definite  diagnosis  on  the  single  ex- 
amination. No  doubt  many  of  the  suspected 
abnormalities  will  subsequently  be  ruled  out 
by  the  family,  physician. 


Cost  of  Demonstration 

An  effort  was  made  to  estimate  the  cost  of 
this  demonstration,  which  was  borne  by  the 
cooperating  agencies.  Included  is  the  honor- 
arium paid  the  examining  physicians,  time 
spent  by  the  personnel  of  the  State  Health 
Department  in  the  actual  examinations, 
nurses’  time,  4-H  Club  agent’s  and  assistant’s 
time,  clerical  work,  supplies,  and  cost  of  inci- 
dental travel,  which  total  amounted  to 
$2,646.  This  was  approximately  $2.50  per 
examination. 

Discussion 

To  evaluate  this  demonstration  at  the  pres- 
ent time  is  an  impossibility.  One  cannot 
doubt  the  educational  value  of  a properly 
conducted  physical  examination.  However, 
the  end  result  can  only  be  measured  by  the 
benefits  incurred  through  meticulously  carry- 
ing out  any  recommendations  made.  An  effort- 
will  be  made  in  the  spring  of  1942  to  determine 
whether  or  not  sufficient  interest  was  aroused 
to  make  the  procedure  worthwhile. 

Summary 

A demonstration  health  program  in  the  4-H 
Clubs  of  Delaware  County  was  begun  in  1940 
by  examining  the  members,  an  analysis  of  the 
findings  being  presented. 

Those  in  the  10  to  14  age  group  constituted 
a fair  sample  of  that  group  in  the  county. 

Dental  care  was  needed  by  43  per  cent  of 
those  examined. 

The  diet  was  inadequate  in  35  per  cent  of 
the  group  and  10  per  cent  drank  no  milk. 

Correction  for  visual  errors  was  needed  by 
30.8  per  cent  of  the  group. 

Pathologically  enlarged  tonsils  were  present 
n 22.9  per  cent. 

About  14.7  per  cent  had  some  loss  of  hearing 
and  1.4  per  cent  had  a chronic  otitis  media. 

An  orthopedic  problem  was  presented  by 
8.4  per  cent,  and  65  per  cent  showed  foot  and 
posture  deviations. 

Definite  malnourishment  was  said  to  be 
present  in  5.2  per  cent. 

Acquired  heart  disease  was  present  in  0.7 
per  cent. 

Only  5.4  per  cent  of  the  group  were  classed 
as  having  no  defects. 

'• • • 
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THE  PHYSICIAN’S  ROLE  IN  A COUNTY  4-H  HEALTH  PROJECT 

Thomas  C.  Monaco,  M.D.,  Walton,  New  York 


PREVENTIVE  medicine  has  always  been 
accorded  a deservingly  high  position  in  the 
medical  Utopia  toward  which  we  continu- 
ously grasp,  even  though  we  never  quite  reach 
it.  Recently,  however,  the  importance  of 
prophylaxis  in  disease  has  been  more  forcibly 
emphasized  by  certain  events  and  by  certain 
facts.  The  events,  of  course,  are  those  of  the 
present  worldwide  upheaval  which  have 
caused  us  to  take  stock  not  only  of  machines 
and  raw  materials  but  also  of  the  tangible 
asset  of  national  health.  The  facts  that  have 
aided  in  bringing  both  lay  and  medical  atten- 
tion to  the  importance  of  prophylaxis  are 
those  gained  in  the  fight  against  tuberculosis, 
cancer,  diabetes,  and  other  less  publicized 
diseases.  All  of  us  seem  more  or  less  agreed 
now  that  public  health  measures  may  eradi- 
cate an  infectious  disease  like  tuberculosis 
long  before  a specific  remedy  is  discovered. 
Then,  too,  advertisements  of  the  insurance 
and  drug  houses  in  nationally  distributed 
periodicals  have  long  stressed  the  advisability 
of  annual  examinations  as  a routine  health 
measure. 

In  line  with  these  tendencies,  the  Delaware 
County  Medical  Society  voted  last  fall  to 
undertake  the  examinations  of  the  4-H 
children  who  signed  up  under  the  health  proj- 
ect that  Dr.  Rogers  has  so  well  described.  A 
committee  was  appointed  which  assigned  the 
physicians  who  volunteered  to  localities  other 
than  their  own  local  communities.  The  com- 
mittee decided  that  it  was  advantageous  for  a 
doctor  to  examine  a child  he  had  never  seen 
before  if  possible,  since  this  would  tend  to 
liven  his  interest  in  the  examination.  It  was 
reasoned  that  an  examination  by  another  than 
the  child’s  usual  physician  ought  to  be  more 
objective  and  impersonal. 

After  the  project  was  completed,  certain 
questions  arose  in  the  minds  of  the  examining 
physicians.  First  was  the  time  taken  in  each 
examination  enough  to  complete  a satisfactory 
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physical  examination?  It  is  true  that  the  aver- 
age number  of  children  examined  was  10.7  per 
doctor  per  three-hour  session.  But  actually 
the  working  time  per  session  was  only  two  and 
one-half  hours  or  less,  and  the  number  to  be 
examined  was  often  as  many  as  18.  This 
made  the  actual  examining  time  as  little  as 
seven  minutes  in  some  instances  although  as 
much  as  twelve  minutes  in  others.  With  doc- 
tors as  far  as  fifteen  to  eighteen  miles  away 
from  the  examining  center,  it  was  difficult 
to  correct  immediately  a situation  where  there 
were  too  many  examinees.  On  one  afternoon, 
for  this  reason,  1 doctor  examined  39  children 
in  five  and  one-half  hours.  This  was  excep- 
tional, of  course,  but  stressed  the  importance 
of  knowing  nearly  exactly  the  number  to  be 
examined.  The  consensus,  however,  was  that 
even  eight  minutes  permitted  a fairly  careful 
checkup  of  the  child’s  condition  if  he  had 
been  stripped  and  weighed  and  had  had  his 
history,  visual,  and  hearing  defects  already 
noted. 

Second,  we  asked  ourselves  whether  the  in- 
formation derived  was  worth  the  expenditure 
of  time  of  the  doctors,  health  officers,  nurses, 
and  clerical  staff,  as  well  as  actual  outlay  of 
federal  funds  and  materials.  Dr.  Rogers  has 
mentioned  $2.50  as  an  estimate  of  the  cost  of 
each  examination,  and  in  reviewing  her  fig- 
ures I certainly  feel  that  this  was  a conserva- 
tive rather  than  a generous  estimate.  In 
general,  however,  we  agreed  that  the  facts 
uncovered  about  these  children  were  well 
worth  the  price  paid,  assuming  that  these  de- 
fects had  not  been  already  noted  in  their  school 
examinations.  We  felt  that  the  examinees 
were  an  excellent  cross  section  of  all  the  chil- 
dren in  Delaware  County  and  that  they  could 
be  leaders  in  other  health  projects.  If  the  de- 
fects were  followed  up  and  corrected,  there 
could  be  an  incalculable  saving  by  correcting 
as  youths  the  physical  faults  that  in  later 
years  would  cause  an  expenditure  of  time  and 
money,  as  well  as  a waste  of  the  invaluable 
community  resource  of  health  and  well- 
being. 
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Third,  in  answer  to  the  implied  question 
just  mentioned,  we  wanted  to  know  if  data 
over  and  above  those  already  amassed  in  the 
school  examinations  were  found  or  whether 
we  were  simply  repeating  a job  unnecessarily. 
Remembering  that  in  nearly  all  instances  the 
visual  and  hearing  tests  and  the  height  and 
weight  measurements  were  taken  from  school 
records  or  else  checked  by  the  nurses  present 
and  also  noting  that  the  teeth  had  been  just 
as  carefully  checked,  if  not  more  so,  by  dental 
hygienists  or  school  physicians,  it  was  decided 
that  nothing  at  all  had  been  added  to  the 
group  of  defects  which,  together,  comprised 
a total  greater  than  the  orthopedic  faults  that 
headed  the  list.  In  the  latter  instance  none  of 
the  school  doctors  pretended  to  have  either 
the  specialized  knowledge  or  the  time  to  com- 
plete as  excellent  an  orthopedic  examination 
as  the  state  orthopedists  made.  The  state 
orthopedists  acknowledge  too  that  a great 
number  of  the  foot  and  posture  deviations  are 
borderline  cases  requiring  little  or  no  care 
and  that  the  true  orthopedic  deficiencies  lay 
in  the  smaller  number  of  86,  or  8.3  per  cent  of 
the  1,026  receiving  such  examinations.  We 
decided,  therefore,  that  the  advantage  of  such 
a project  as  this,  would  have  to  rest  in  the 
follow-up.  With  the  interest  of  the  children 
aroused  because  of  the  competitive  nature  of 
the  project  and  with  4-H  leaders  and  parents 
alike  knowing  and  checking  the  aftercare, 
there  should  be  a greater  percentage  of  cor- 
rections than  would  follow  simple  compul- 
sory school  examinations.  It  is  still  too  early, 
of  course,  to  answer  that  question.  The  chil- 
dren are  supposed  to  be  re-examined  in  one 
year  and  improvements  are  to  be  noted.  In 
passing,  however,  most  of  the  physicians  seem 
to  have  had  my  experience  with  the  follow- 
up to  date — namely,  out  of  35  examinations 
reported  of  which  26  required  treatment,  just 
7 children  or  parents  have  been  in  to  discuss 
the  reports,  and  only  3 have  completely  fol- 
lowed the  advice  offered.  Perhaps  our 
Utopia  will  always  thus  elude  us. 

It  is  impossible  to  close  without  alluding 
as  Dr.  Hiss  has,  to  some  of  the  similarities  be- 
tween the  list  of  defects  in  this  project  and  the 


lists  for  the  Selective  Service  Act  rejects.  Of 
course,  the  percentages  rejected  for  each  de- 
fect are  lower,  since  the  Army  will  take  a cer- 
tain minimum  deficiency  in  its  soldiers  and  we 
tried  to  allow  none  in  the  4-H  children,  but 
there  was  a lesson  to  be  learned  nonetheless. 
Of  6,743  men  examined  in  the  second  corps 
area  from  June  through  August,  1940,  2,195 
were  rejected,  of  which  23  per  cent  were  for 
teeth,  21  per  cent  for  eyes,  15  per  cent  for 
height  and  weight  abnormalities,  and  10  per 
each  for  ear  and  feet  defects.  In  the  last 
World  War  orthopedic  faults  led  the  list,  with 
visual,  cardiovascular-renal,  dental,  and 
underweight  deficiencies  close  behind.  It  was 
obvious  after  studying  the  reports  that  the 
only  way  to  have  a healthier  adult  is  to  find 
and  correct  the  physical  failings  of  the  boy 
and  girl  of  the  age  group  examined  in  this 
project.  While  that  statement  seems  trite  or 
at  least  undeniable,  it  is  amazing  how  little  is 
done  about  it.  Any  physician  examining 
draftees  today  is  impressed  by  the  number 
of  remediable  faults  that  cause  rejection. 

Summary 

Studying  the  results  of  this  4-H  health  proj- 
ect from  the  physician’s  point  of  view,  the 
following  conclusions  seem  tenable: 

1.  In  examining  large  numbers,  proper 
preparation  of  the  subject  is  essential.  If 
ordinary  measurements  are  taken,  as  well  as 
a good  history,  and  if  visual  and  hearing  tests 
are  made  (preferably  with  an  audiometer), 
the  rest  of  the  physical  examination  can  be 
completed  in  ten  to  twelve  minutes. 

2.  The  information  derived  was  important 
and  worthwhile,  but  not  worth  $2.50,  since  the 
examinations  were  a repetition  of  the  school 
examination  with  the  exception  of  the  ortho- 
pedic. 

3.  If  the  school  examinations  were  prop- 
erly followed  up  by  parents  and  school  nurses, 
there  would  be  more  than  enough  opportunity 
for  correction  without  additional  fact-finding. 
In  addition,  if  school  examinations  were  made 
more  complete,  with  perhaps  an  annual 
check-up  by  an  orthopedist,  a project  such  as 
this  would  be  redundant. 


AN  OVERDOSE 

Steinmetz,  of  General  Electric  fame,  defined  a 
highbrow  as  “any  person  educated  beyond  his 
intelligence.” 


CAN’T  COIN  SOFT  SAWDER 
If  kind  words  paid  bills,  about  the  most  pros- 
perous of  all  citizens  would  be  the  general  prac- 
titioner of  medicine.  — New  York  Sun 


MEDICAL  PRACTICE  FOR  BODY  AND  MIND 

Harold  Inman  Gosline,  M.D.,  F.A.C.P.,  Ossining,  New  York 


IT  MAY  be  summarily  stated  that,  his- 
torically, this  subject  is  as  old  as  the 
problem  of  matter  and  of  mind,  and  it  may  be 
considered  as  one  aspect  of  that  controversy. 

My  immediate  inspiration  was  one  of  my 
medical  school  teachers,  Dr.  Elmer  Ernest 
Southard,  Bullard  professor  of  neuropathology 
at  Harvard  Medical  School  and  for  many  years 
pathologist  to  the  then  “State  Board  of  In- 
sanity” of  the  Commonwealth  of  Massa- 
chusetts. I recommend  to  you  his  biography 
not  only  for  your  own  perusal  but  for  your 
families’  with  special  reference  to  any  serious- 
minded  youngsters  of  high-school  age.  It  is 
called  The  Open  Mind 1 and  was  written  by 
Dr.  F.  P.  Gay,  late  professor  of  bacteriology  at 
Columbia  Medical  School. 

I have  been  privileged  in  the  more  than 
twenty-five  years  since  my  graduation  from 
medical  school  to  elaborate  on  one  aspect  of 
the  many  projects  outlined  in  their  most 
general  terms  by  Dr.  Southard. 

Plunging  at  once  into  the  midst  of  things 
it  may  be  convenient  to  compare  the  situa- 
tion of  the  individual  person  to  the  surround- 
ings and  state  of  a tree.  Realizing  that  the 
analogy  is  incomplete  and  that  it  will  break 
down  if  pushed  too  closely  into  detail,  let  us 
assume  categorically  that  the  branches  may 
roughly  represent  the  main  divisions  of  his 
social  activities;  that  the  secondary  branches 
and  twigs  may  represent  the  subdivisions  of 
these  social  activities;  and  that  the  foliage — 
blossoms,  leaves,  and/or  fruit — may  represent 
the  words  (written  or  spoken)  and  the  gestures 
by  which  social  communication  and  contact 
are  made  possible. 

Again  speaking  in  metaphor  and  only  by 
analogy,  the  trunk  of  the  tree  is  the  structure 
or  organ  in  which  courses  the  fluids,  the  proc- 
esses of  the  flow  of  which  may  be  likened  to  the 
flow  of  the  mental  processes.  This  similarity, 
which  seems  so  tenuous  particularly  at  this 
point  where  “mind”  is  concerned,  becomes 
strikingly  clear  and  convincing  when  one  real- 
izes that  the  search  for  the  “mind”  on  the 
somatic  level,  as  revealed  by  recent  electro- 
encephalographic  studies,* *  shows  only  elec- 
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trical  waves  of  varying  amplitudes  and  fre- 
quencies. These  may  be  likened  to  the  fluids 
in  the  trunk  of  the  tree;  the  flow  of  these 
fluids  which  is  “function”  then  represents  the 
“flow  of  the  mind”  which  is  function,  and  the 
trunk  of  the  tree  which  is  “structure”  is  the 
brain  of  the  man  which  is  structure.  Whether 
the  listener  acknowledges  or  accepts  the 
analogy  is  an  incident  of  little  if  any  moment 
but  the  speaker  would  request  that  the 
audience  keep  in  memory  the  essential  dis- 
tinction of  importance,  namely,  that  made 
between  “structure”  and  “function.” 

Pressing  once  more  to  the  analogy,  the 
main  roots  and  rootlets,  together  with  the 
root  mass  in  complex  profusion,  correspond 
to  the  bodily  organs,  to  their  subdivisions 
and  fine  cellular  structure,  while  the  physico- 
chemical processes  that  take  place  there  have 
an  analogic  counterpart  metaphorically  in 
the  biochemical  processes  of  bodily  organs. 
These  biochemical  processes  are  rapidly  and 
extensively  being  incorporated  with  the  great 
treasures  of  chemistry  and  physics  collectively 
known  as  physical  chemistry  with  its  subdivi- 
sions of  structures  and  processes  or  func- 
tions. 

As  an  oak  tree  grows  from  an  acorn  and 
not  from  a beechnut  so,  in  general,  among 
humans  and  animals  the  laws  of  heredity  are 
controlling.  Though  we  realize  that  cross- 
fertilization is  possible  in  all  branches  of  the 
great  human  family,  we  have  not  yet  deter- 
mined which  hybrids  are  potentially  valuable 
and  which  are  worthless.  All  we  know  now  in 
this  particular  is  that  certain  hybrids  are 
repulsive  to  persons  of  finer  sensibilities  and 
keener  understanding.  This  paragraph  makes 
no  claim  to  completeness  on  the  great  and 
important  matter  of  heredity,  but  it  is  all  that 
can  be  said  here. 

Just  as  foliage — blossom,  fruit,  or  leaf- 
of  one  tree  does  not  affect  foliage  of  another 
directly  but  only  through  some  medium, 
such  as  air  or  the  ground  upon  which  it  falls 
and  decays  into  its  chemical  constituents, 
so  also  words  (written  or  spoken)  and  gestures 
do  not  affect  the  mind  of  another  directly — 
“telepathically” — but  only  by  the  medium 
of  the  air  and  of  the  “ether.”  The  former  is 
well  known  but  the  latter  is  still  only  a con- 
struction of  physicists,  tentatively  set  up  to 
explain  certain  phenomena  and  never  yet 
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quite  entirely  satisfying  to  all  the  conditions 
known  or  surmised  from  experiment.  In 
terms  of  physiology  the  former  is  well  known 
as  “hearing,”  and  the  latter  is  still  being  stud- 
ied as  “vision.” 

Sound  and  light,  the  first  in  the  form  of  the 
spoken  word  and  the  second  as  written  words 
and  gestures,  are  taken  up  through  the  bodily 
organs  with  particular  reference  to  the  end- 
organs  and  nerves — the  ear  and  the  eighth 
nerve  for  sound,  the  eye  and  the  second  nerve 
for  light. 

That  the  constituents  of  the  fluids  in  the  tree 
arise  not  only  from  the  rot  of  the  leaf  and  the 
fruit  but  also  from  the  other  components  of 
the  soil  in  which  the  roots  are  embedded  is  a 
matter  of  such  general  and  common  knowl- 
edge that  no  elaboration  appears  to  be 
needed.  It  is,  perhaps  not  so  clearly  evi- 
dent to  the  layman  of  nonphilosophic  training 
that  in  him  also  it  is  not  only  what  he  sees 
and  hears  that  affects  all  his  functionings  called 
“mental”  but  that  it  is  also  all  the  other  con- 
stituents of  his  milieu,  environment,  or  sur- 
roundings which  improve  or  impede  the 
power  and  the  force  and  complexity  of  the 
mental  functionings  of  which  he  is  capable. 

The  point  will  be  accepted  at  once  when  I 
say  that  in  the  clear,  cool  atmosphere  of  the 
mountain  one’s  faculties  are  refreshed  and 
invigorated,  while  in  the  smoke  of  the  slum 
of  the  city  the  deadly  carbon  monoxide  does 
not  help,  assist,  or  favor  any  mental  or  bodily 
function.  It  is  not  necessary  to  go  into  de- 
tail about  anesthetics,  soporifics,  somnifaci- 
ents, or  narcotics  to  convince  men  of  average 
intelligence  that  substances  taken  by  inges- 
tion (which  is  gastrointestinal)  or  by  inhala- 
tion (which  is  pulmonary)  may  also  affect  the 
functionings  called  “mind”  from  the  slightest 
perceptible  traces  to  the  depths  of  the  most 
complete  abolition.  On  the  other  side  of  the 
picture  are  the  stimulating  effects  of  the  caf- 
feine in  a good  aromatic-like  coffee.  The  as- 
sumed similar  effects  of  alcoholic  beverage  are 
not  what  is  popularly  imagined  but  are  really 
due  to  the  depression  effected  upon  the  in- 
hibiting centers  of  higher  intelligence,  thus 
releasing  those  more  spontaneous  functions 
of  emotional  and  personality  responses  which 
lend  themselves  so  delightfully  and  charm- 
ingly to  party  conviviality  except  when  it 
sometimes  happens  that  others  of  more  animal 
nature  chance  to  be  in  attendance  at  such 
places  and  are  unable  in  the  words  of  the 
Southland  “to  carry  their  liquor  like  gentle- 
men.” 

However,  it  should  be  stated  at  once, 


without  quibbling,  that  “somatopsychic  medi- 
cine” is  not  concerned  with  such  compara- 
tively easy  problems.  In  fact,  it  may  be 
stated  promptly  that  present-day  “body-mind 
medicine”  could  not  exist  as  a practice  if  it 
were  not  for  the  advances  of  science  in  the 
fields  of  immunochemistry*  and  in  the  chem- 
istry of  glands*  and  nutrition*  with  special 
reference  to  the  processes  of  oxidation,*  re- 
duction,* and  deamination*  and  if  it  were  not 
for  the  parts  played  by  enzymes*  and  electro- 
lytes* in  the  intimate  chemical  exchanges 
that  subserve  those  functionings  called 
“mind.” 

I regret  that  I can  only  mention  these 
matters,  but  I hope  that  they  will  arouse  curi- 
osity which  may  lead  to  an  earnest  and  desir- 
able interest.  I must  proceed  to  a related 
matter  which  may  prove  to  be  of  utmost  im- 
portance in  the  brief  space  of  scientific  ad- 
vancement which  is  infinitely  brief  in  com- 
parison with  the  milleniums  about  which  the 
geologists  tell  us  but  which  seems  long  and 
roundabout,  if  not  tedious,  when  measured 
in  the  more  finite  figures  which  apply  to  the 
lifetime  wherever  the  individual  is  considered. 

We  now  have  evidence  before  us  the  inter- 
pretation of  which  is  still  in  the  balance.  It  is 
known  that  in  many  diseases  a trace  is  left 
after  the  illness  is  over.  This  remainder  is 
perhaps  like  a “hang-over” ; in  technical 
terms  it  may  be  a “residual.”  While  its  inti- 
mate nature  is  still  undetermined,  it  is  a 
matter  of  widespread  knowledge  that  dis- 
eases like  syphilis,  scarlet  fever,  and  diph- 
theria, as  well  as  tuberculosis,  pneumonia, 
and  brucellosis,  leave  a trace  which  is  de- 
tectable by  methods  well  known  to  competent 
pathologists  as  well  as  to  many  practitioners. 

These  serologic*  and  skin  tests*  have  raised 
another  and  more  momentous  inquiry  as  to 
whether  other  diseases,  not  syphilis,  may  also 
run  a course  in  three  stages.  Even  the  posi- 
tive Wassermann  gives  no  direct  or  conclu- 
sive evidence  as  to  the  presence  or  absence  of 
continued  treponemal  invasion.  So,  also,  a 
positive  skin  test,  for  example  in  undulant 
fever,*  neither  proves  nor  denies  that  the 
etiologic  agent  is  still  present  or  absent  com- 
pletely. While  this  question  remains  to  be 
answered  in  these  and  still  others  where 
posited,  there  are  a number  of  important 
diseases  where  the  question  has  not  yet  even 
been  raised.  Among  these  are  the  common 
diseases  of  childhood  together  with  gastro- 
intestinal and  infections  of  the  upper  part  of 
the  respiratory  tract.  Under  the  terms  of 
this  theory,  each  case  of  these  common  ail- 
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ments  should  be  considered  by  every  prac- 
titioner as  a possible  cause  for  further  con- 
cern at  some  future  undetermined  date.  It  is 
for  this  reason  and  others  that  a routine 
physical  checkup  should  be  made  at  least 
once  or  twice  yearly,  with  the  possibility  in 
the  mind  of  the  doctor  that  he  may  be  on  the 
path  of  discovery  of  complications  or  of  se- 
quelae of  a previously  neglected  condition. 
It  is  here  that  the  close  observation  of  the 
keen  and  observant  physician  may  solve  the 
enigma  quite  early  and  thus  save  the  full- 
blown catastrophe.  However,  in  my  opin- 
ion, it  is  not  enough  to  be  an  observer;  in 
order  to  do  the  job  properly,  resort  should  be 
had  to  the  laboratory.  If  the  overhead  looks 
expensive  and  heavy,  then  arrangement 
should  be  made  by  some  other  method,  but 
the  scientific  aid  of  the  laboratory  should  in 
no  case  be  slighted  or  neglected.  No  organ  or 
system  of  “soma”  is  of  such  insignificant  value 
that  it  may  not  yield  information  of  vital 
and  crucial  importance  for  the  healthy  func- 
tionings called  “psyche.”  In  fact,  it  may  be 
stated  dogmatically  that,  at  times,  it  is  not 
character  or  temperament  or  any  of  the  other 
intangibles  that  go  to  make  up  the  “psyche” 
but  some  common  somatic  organ  that  needs 
treatment  and  careful  attention.  It  would 
seem  as  though  each  organ  in  “soma”  may  be, 
in  its  disorder  or  illness,  a possible  and  uner- 
ring indicator  of  the  nature  of  the  etiologic 
agent.  Thus,  for  example,  it  appears2  that  a 
substance  may  be  released  in  some  instances 
by  the  action  of  some  childhood  infection; 
that  this  substance  may  then  form  a union 
with  a fraction  of  the  invading  bacterium; 
and  that,  finally,  this  newly  formed  compound 
may  damage  not  only  the  organ  of  its  primary 
origin  but  also  some  other  more  distant  related 
structure,  the  connection  possibly  being  some 
microscopically  similar  unit  perhaps  in  the 
supporting  framework  of  otherwise  dissimilar 
organs.  Thus,  a study  of  kidney  damage  with 
a history  of  scarlatinal  infection  may  contain 
the  key  situation  to  another  injured  focus, 
perhaps  in  some  cases  the  brain.  The  pos- 
sibilities of  this  new  and  striking  discovery 
are  so  many,  so  broad,  and  so  inviting  that, 
in  the  words  of  another  investigator,  the  out- 
look is  “fairly  bewildering.” 

My  early  studies3  and  studies  of  others  have 
shown  fairly  succinctly  and  clearly  that  the 
mental  symptoms  of  illness  also  follow  a defi- 
nite pattern;  that  first  there  are  signs  of  the 
stimulus  that  comes  with  the  primary  inva- 
sion; that  later  these  acute  signs  fade  out 
more  or  less  in  their  action;  and  that,  finally, 


with  long  continuation  of  the  disease  that 
produces  the  picture,  the  mental  symptoms 
themselves  also  wane  to  a level  of  demented 
nonreaction. 

Further  study  with  our  childhood  diseases 
has  yielded  the  most  fascinating  conclusion4 — 
namely,  that  not  only  stupidity  but  even  pre- 
cocity itself  and  sometimes  brilliance  is  not 
only  not  to  be  viewed  with  self-satisfaction 
but  is  rather  to  be  carefully  followed  to  deter- 
mine how  far  it  is  normal  and  how  far  it  is  the 
result  of  some  illness. 

Carrying  over  a similar  notion  into  the 
field  of  delinquency  and  crime,  I4  have  found 
that  the  incipiency  of  juvenile  and  of  adult 
criminality  may  frequently  be  traced,  without 
effort,  to  the  onset  of  some  childhood  infec- 
tion. Confirmation  of  this  observation  is 
open  to  any  well-trained  pathologist  who  will 
take  the  necessary  trouble  and  time  to  make 
the  needed  examinations  and  studies.  The 
bodies  of  electrocuted  criminals,4  whether 
aged,  middle-aged,  or  young,  will  reveal  evi- 
dences of  damage  and  of  retardation  which 
have  no  relation  to  electrical  current.  Thus, 
the  fixation  of  somatic  development  at  a stage 
that  would  be  normal  in  a younger  person 
closely  parallels  what  we  know  of  the  “psyche” 
of  the  young  criminal  or  the  old  recidivist. 
Their  intelligence  may  be  above  normal,  but 
their  temperament  and  character  show  devia- 
tions which  are  accurately  classified  together 
as  evidences  of  slowness  of  development. 
Fixations  at  infantile  levels  account  for  their 
puerile  conduct.  Perhaps  it  is  a similar 
condition,  a “hang-over”  in  the  more  nearly 
normal,  which  produces  the  playboys  and 
others  who  contribute  to  social  disorders.  In 
this  detail  it  would  not  be  amazing,  when  we 
consider  the  universality  of  the  infections  and 
malnutritions  of  childhood,  if  some  scientist 
were  later  to  discover  that  the  inability  of  the 
race  to  find  ways  out  of  its  social  dilemmas 
is  due  to  the  failure  to  develop  that  maximum 
degree  of  attainment  which  is  needed  for  the 
complete  elucidation  of  these  most  complex 
of  all  human  problems. 

Reverting  to  analogy  and  metaphor,  the 
somatopsychic  physician  “tills  the  ground” 
for  the  somatic  root  mass.  He  attempts  to 
prevent  the  advent  of  noxious  influences  and 
agents — infections  or  insidious  foreign  propa- 
gandas. His  theory  brings  a clear  realization 
that,  whether  growing  or  grown,  the  accept- 
ance and  incorporation  of  harmful  agents, 
whether  germs  or  adverse  situations,  can 
have  but  one  effect  upon  the  mind,  at  least  in 
tendency,  and  that  is  to  retard  progress  and 


2144 


HAROLD  INMAN  GOSLINE 


[N.  Y.  State  J.  M. 


mental  advancement  to  the  goal  of  all  human 
endeavor — the  attainment  of  that  harmony 
and  beauty  (whether  of  intellect,  tempera- 
ment, or  character)  which  is  the  necessary 
and  desirable  precondition  for  the  enjoyment 
of  those  aims  of  any  free  democracy:  life, 
liberty,  and  the  pursuit  of  happiness. 

In  the  words  of  the  ancient  Latins,  the 
objective  of  the  somatopsychic  theory  and 
practice  is  the  accomplishment  and  fruition 


of  the  ancient  ideal — mens  sana  in  corpore  sano 
(a  healthy  mind  in  a healthy  body) — in  a 
hectic,  if  not  a chaotic,  present-day  world 
situation. 
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PHYSICIAN,  DUST  THYSELF 
Dr.  W.  H.  G.  Logan,  dean  of  the  Chicago  Col- 
lege of  Dental  Surgery,  recently  addressed  an 
audience  of  doctors  and  dentists  in  Wichita, 
Kansas,  as  reported  in  the  Wichita  Medical 
Bulletin.  Many  of  us,  he  said,  are  prone  to  com- 
plain to  our  office  girl  that  the  fixtures  have  not 
been  thoroughly  dusted.  We  complain  to  the 
building  manager  that  the  walls  or  floors  are  not 
kept  up  as  they  should  be.  We  become  tired  of 
our  office  furniture  and  have  it  refinished,  or 
perhaps  buy  new.  We  look  at  our  surroundings 
with  critical  eye  and  when  dissatisfaction  be- 


comes too  disturbing  we  do  something  about  it. 

“But,  he  interrogated,  how  often  do  you  look 
at  yourself  as  an  individual — as  a human  entity? 
What  are  you  doing  about  that  mind?  Have 
you  recently  stepped  out  of  yourself,  stood  at  a 
distance  and  with  critical  eye  evaluated  yourself 
physically,  spiritually,  intellectually?  You  owe 
it  not  only  to  yourself  but  to  your  patient  to  do 
so.  Your  patient  comes  to  you  with  confidence 
and  trusts  that  you  can  help  him.  You  must 
keep  yourself  well  dusted  if  you  are  to  serve  him 
best.” 


Case  Report 

THIAMINE  CHLORIDE  IN  THE  TREATMENT  OF  DIABETIC  ACIDOSIS 

James  Ralph  Scott,  M.D.,  F.A.C.P.,  New  York  City 


A DIABETIC,  white,  American  housewife, 
aged  64,  was  admitted  to  St.  Luke’s  Hospi- 
tal on  November  27,  1940,  in  diabetic  acidosis. 
She  had  been  a diabetic  patient  for  sixteen  years 
and  was  adequately  controlled  on  30  units  of 
protamine  insulin  daily.  The  morning  of  the 
day  before  admission  she  forgot  to  take  her  usual 
insulin.  The  evening  before  admission  she  felt 
well.  She  had  a cocktail  before  dinner  and  ate 
more  than  usual.  She  awakened  at  1:00  a.m. 
with  vomiting  and  abdominal  pain.  At  8:30 
a.m.  when  seen  by  me,  she  was  lethargic  and  slow 
in  speech  but  was  conscious  and  coherent.  A 
physical  examination  was  essentially  negative 
except  for  a slight  hyperpnea;  pulse,  90;  oral 
temperature,  99  F.;  and  blood  pressure,  110/80. 
When  admitted  to  the  hospital  at  9:40  a.m.  the 
hemoglobin  was  85  per  cent;  red  blood  count, 
4,300,000;  white  blood  count  9,500;  polymorpho- 
nuclears,  88;  lymphocytes,  7;  monocytes,  4; 
eosinophils,  1 ; blood  sugar,  268  mg.  per  hundred 
cubic  centimeters;  CO2,  16.4  volumes  per  cent; 
urine  sugar,  1.2  per  cent;  and  acetone,  xxxx. 

The  blood  chemistry,  urinary  findings,  insulin 
dosage,  and  fluid  intake  are  summarized  in  Table 
1. 

The  patient  remained  in  the  hospital  for  three 
days,  leaving  the  morning  of  the  fourth  day. 
She  has  been  well  since  and  is  adequately  con- 
trolled on  her  former  diet  and  protamine  insulin 
dosage. 

On  admission  the  patient  was  placed  on  our 
acidosis  routine  as  outlined.  For  the  first  twelve 
hours  she  was  unable  to  take  any  nourishment  by 
mouth.  During  this  period  she  received  465 
units  of  insulin  and  4,500  cc.  of  5 per  cent  glucose 
in  physiologic  saline  intravenously.  Total  carbo- 
hydrate was  225  Gm.  The  second  day  she  was 
placed  on  our  fluid  diet.  Unmodified  insulin  was 
given  as  indicated  by  the  urinalyses.  Orange 
juice  was  given  in  addition  to  the  diet  if  the 
urinalyses  indicated  a need  for  it.  The  third  day 
she  was  placed  on  our  beginning  diabetic  diet 
with  a value  of  carbohydrates  130,  proteins  65, 
and  fats  50.  Protamine  insulin  was  given  for  the 
first  time  on  the  third  day  with  additional  un- 
modified insulin  as  indicated. 

When  large  amounts  of  fluid  are  given  by  vein 
(or  by  mouth)  the  excretion  of  thiamine  in  the 
urine  is  increased.1  This  tends  to  create  a thi- 
amine deficiency.  The  need  for  thiamine  varies 
directly  with  the  carbohydrate  calories  assimi- 
lated. For  twenty-four  hours  the  only  food  this 
patient  received  was  225  Gm.  of  glucose.  This  in- 
creased her  need  for  thiamine.  She  was  sub- 
jected, therefore,  at  one  and  the  same  time  to  an 
increased  loss  of  thiamine  and  an  increased  need 
for  thiamine.  Add  to  this  a possible  chronic 
suboptimal  thiamine  intake  due  to  the  American 
habit  of  eating  plus  the  restrictions  inherent  in  a 
diabetic  diet,  and  the  assumption  of  a developing 


thiamine  deficiency  is  justified.  Therefore,  thi- 
amine chloride,  50  mg.,  was  given  intramuscu- 
larly once  daily. 

It  was  not  until  the  patient  was  discharged  and 
the  chart  reviewed  that  the  apparent  favorable 
effect  of  the  thiamine  chloride  on  the  course  of 
the  acidosis  was  discovered  (Fig.  1). 

For  the  first  six  hours  the  patient  was  inten- 
sively treated.  During  this  period  she  received 
3,000  cc.  of  5 per  cent  glucose  in  saline  (150  Gm. 
carbohydrate)  and  270  units  of  unmodified  insu- 
lin. During  this  period  of  intensive  therapy  her 
C02  rose  from  16.4  to  19.2  volumes  per  cent — 
practically  no  rise  at  all.  As  great  a difference  as 
this  may  occur  from  changing  technicians.  But 
in  the  next  three  and  one-half  hours  the  CO2  rose 
from  19.2  to  40  volumes  per  cent.  In  half  the 
time  it  took  to  increase  by  2.8  volumes  per  cent, 
it  increased  by  30.8  volumes  per  cent! 

This  appeared  to  be  an  unusual  acceleration  of 
improvement.  In  searching  for  a cause,  it  was 
discovered  that  the  thiamine  chloride  happened 
to  be  given  two  hours  after  the  19.2  volumes  per 
cent  reading  and  an  hour  and  a half  before  the  40 
volumes  per  cent  reading.  One  is  tempted  to  as- 
sume that  the  thiamine  chloride  may  have  ef- 
fected this  improvement. 

It  appears  that  there  is  a theoretic  basis  for 
supposing  that  such  an  effect  might  have  been 
predicted.  It  has  been  definitely  established 
that  pyruvic  acid,  an  intermediate  metabolite  in 
the  oxidation  of  carbohydrate,  accumulates  in 
the  blood  as  a result  of  thiamine  deficiency.1 
Pyruvic  acid  is  a ketone  body.  Its  accumulation 
in  the  blood  diminishes  the  alkaline  reserve. 
When  thiamine  is  given  in  adequate  amounts,  the 
excess  of  pyruvic  acid  is  removed  and  the  alkaline 
reserve  returns  to  normal.1 

It  is  my  contention  that  the  sharp  acceleration 
in  improvement  of  the  alkaline  reserve  observed 
following  the  administration  of  thiamine  chloride 
to  this  patient  was  due  to  the  removal  of  accumu- 
lated pyruvic  acid  from  the  blood. 

It  is  not  suggested  that  an  accumulation  of 
pyruvic  acid  in  the  blood  is  the  sole  cause  of  the 
diminished  alkaline  reserve  in  diabetic  acidosis, 
but  it  may  very  well  be  a contributing  cause  in 
the  presence  of  thiamine  deficiency.  Of  course,  if 
thiamine  deficiency  does  not  exist,  the  adminis- 
tration of  thiamine  chloride  would  have  no  effect 
whatever  on  the  restoration  of  a normal  alkaline 
reserve. 

Diabetic  acidosis  may,  therefore,  at  times  be 
due  to  two  components.  First,  an  accumulation 
of  the  well-known  ketone  bodies — acetone,  di- 
acetic  acid,  and  beta-oxybutyric  acid — and,  sec- 
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TABLE  1* 


/ Blood — — ' 

, 

Urine  * 

Date 

Time 

Sugar 

CO2 

Sugar 

Acetone 

Fluids  and  Food 

Insulin 

Notes 

11/27 

9:40  a.m. 

268 

16.4 

1.2 

XXX 

30 

10:20 

1,500  cc.  s.  & g. 

35 

10:30 

10 

11:30 

6.7 

xxxx 

20 

Vomited 

12:30  p.m. 

0 

50 

1:00 

4 

xxxx 

20 

1:30 

y 

20 

Vomited 

2:00 

0 

20 

Vomited 

2:30 

y 

20 

3:20 

y 

1,500  cc.  s.  & g. 

50 

4:00 

107 

19.2 

y 

20 

4:30 

3.6 

XX 

20 

5:00 

y 

20 

5:30 

0 

20 

Vomited  gastric 

6:00 

Thiamine 

chloride 

lavage 

50  mg. 

I.M. 

0 

20 

6:30 

0 

20 

7:30 

100 

40 

0 

20 

7:55 

1,500  cc.  s.  & g. 

35 

8:30 

0 

15 

10:30 

y 

10 

12:00  m. 

6 oz.  O.J. 

Saline  6 oz.  P.R. 

11/28 

1:30  a.m. 

g 

Fluid  diet 

5 

3:00 

6 oz.  O.J. 

Perspiring 

4:30 

g 

5 

Saline  6 oz.  P.R. 

7:30 

46 

28 

b 

4 oz.  O.J. 

9:30 

b 

4 oz.  O.J. 

10:00 

0 

X 

11:30 

Thiamine 

chloride 

50  mg.  I.M. 

b 

4 oz.  O.J. 

Taking  fluids  well 

1:30  p.m. 

0 

15 

3:30 

0 

15 

4:00 

0 

0 

5:30 

g 

7:30 

79 

40 

b 

4 oz.  O.J. 

9:30 

b 

10:30 

b 

11/29 

6:00  a.m. 

g 

C 130,  P 65,  F 50 

8:00 

364 

41 

0 

20  Prot. 

10  Reg. 

10:00 

2 

X 

10 

2:00  p.m. 

g 

5 

4:00 

0 

0 

7:30 

g 

5 

11/30 

8:00  a.m. 

b 

30  Prot. 

9:30 

6 

XX 

10 

* A record  of  three  days’  treatment  of  a case  of  diabetic  acidosis.  The  thiamine  chloride  was  given  intramuscularly. 
Most  of  the  urinalyses  were  done  by  the  attending  nurse  using  Benedict’s  qualitative  solution.  The  results  are  recorded 
as  orange  (o),  yellow  (y),  green  (g),  or  blue  (b).  At  intervals,  more  complete  analyses  of  the  urine,  including  tests 
for  acetone,  were  performed  in  the  laboratory,  with  results  recorded  in  grams  per  hundred  cubic  centimeters. 


Fig.  1. — The  thiamine  chloride  was  given  the 
first  day  two  hours  after  the  19  volumes  per  cent 
reading  was  made,  and  one  and  one-half  hours 
before  the  40  volumes  per  cent  reading  was 
made. 

On  the  second  day  it  was  given  four  hours  after 
the  28  volumes  per  cent  reading  was  made  and 
eight  hours  before  the  40  volumes  per  cent 
reading  was  made.  The  insulin  figures  represent 
the  amount  of  insulin  given  during  the  periods 
between  successive  readings  of  the  CO2  volumes 
per  cent. 


ond,  an  accumulation  of  the  lesser  known  ke- 
tone body,  pyruvic  acid.  The  specific  treatment 
for  one  is  glucose  and  insulin.  The  specific 
treatment  for  the  other  is  thiamine  chloride. 
Physiologic  saline  is  given  for  both  conditions. 

In  diabetic  acidosis  under  treatment  it  is  fre- 
quently found  that  acetone  disappears  from  the 
urine  but  that  the  blood  C02  remains  low.  That 
means  that  the  component  of  the  acidosis  which 
was  due  to  a lack  of  insulin  and  glucose  has  been 
removed.  It  is  suggested  that  the  remaining 
component  may  be  due  to  thiamine  deficiency 
with  its  resultant  accumulation  of  pyruvic  acid  in 
the  blood.  The  prompt  restoration  of  the  alka- 
line reserve  in  this  patient  following  the  injection 
of  thiamine  chloride  strongly  suggests  that  this 
patient  was  suffering  from  a deficiency  of  thi- 
amine. 

It  is  admitted  that  the  evidence  supplied  by 
this  single  case  is  incomplete,  but  the  sequence 
of  events  is  most  suggestive  and  is  a challenge  for 
further  investigation.  This  investigation  is 
being  undertaken  and  will  be  reported  in  a subse- 
quent communication. 

Meanwhile,  would  it  not  be  wise  to  give  liberal 


November  1,  1941] 


CASE  REPORT 


2147 


doses  of  thiamine  chloride  to  all  patients  in  dia- 
betic acidosis  on  the  assumption  that  they  may 
be  deficient  in  thiamine?  Until  a simple  chemi- 
cal method  is  devised  to  measure  the  concentra- 
tion of  pyruvic  acid  in  the  blood,  the  administra- 
tion of  thiamine  would  be  purely  empiric.  It 
would  at  least  do  no  harm  and  in  the  presence  of  a 
thiamine  deficiency  would  accelerate  the  restora- 
tion of  a normal  alkaline  reserve. 

Summary 

1.  A case  of  diabetic  acidosis  is  reported  in 
which  the  alkaline  reserve  was  promptly  re- 
stored to  normal  following  the  injection  of  thi- 
amine chloride. 


2.  It  is  suggested  that  diabetic  acidosis  may 
frequently  be  complicated  by  a thiamine  defi- 
ciency with  a consequent  reduction  of  the  alka- 
line reserve  due  to  the  accumulation  of  pyruvic 
acid  in  the  blood. 

3.  It  is  further  suggested  that  thiamine  chlo- 
ride be  given  to  all  patients  in  diabetic  acidosis  on 
an  empiric  basis  until  further  investigation  proves 
or  disproves  its  administration  as  a sound 
physiologic  measure. 

Reference 

1.  Cowgill,  George  R.:  J.A.M.A.  110:  806,  810,  811 

(March  20)  1938. 


Postgraduate  Courses 


A course  on  internal  medicine  from  the  De- 
partment of  Medicine  of  the  Long  Island  College 
of  Medicine  has  been  arranged  by  Dr.  Albert  F. 
R.  Andresen,  of  Brooklyn,  for  the  Cortland 
County  Medical  Society  at  the  Staff  Room  of  the 
Cortland  County  Hospital  on  Friday  evenings 
at  8:30.  The  lectures  follow: 

October  24:  “Dietary  Therapy  in  Gastroin- 
testinal Disease,”  by  Dr.  Albert  F.  R.  An- 
dresen, professor  of  clinical  medicine,  Brook- 
lyn. 

November  7:  “Practical  Considerations  of 

Blood  Dyscrasias,”  by  Dr.  Eugene  R.  Marzullo, 
clinical  professor  of  medicine,  Brooklyn. 

November  21:  “Some  Problems  in  Cardiac 
Diagnosis,”  by  Dr.  Nicholas  J.  DiGregorio, 
instructor  in  medicine,  Brooklyn. 

December  5:  “Diabetes  Mellitus — Its  Modern 
Interpretation  and  Treatment,”  by  Dr.  Milton 
B.  Handelsman,  assistant  clinical  professor  of 
medicine,  Brooklyn. 

December  19:  “Some  Problems  in  Pulmonary 
Disease,”  by  Dr.  Richard  H.  Bennett,  clinical 
professor  of  medicine,  Brooklyn. 

A course  on  general  medicine  (No.  1)  was  ar- 
ranged by  Dr.  Walter  W.  Palmer,  College  of 
Physicians  and  Surgeons,  Columbia  University, 
New  York  City,  for  the  Nassau  County  Medical 
Society.  The  following  lectures  are  held  at  the 
South  Nassau  Communities  Hospital,  Rockville 
Centre,  at  4:00  p.m. 

October  20:  “Diabetes  Mellitus,”  by  Dr. 

David  D.  Moore,  New  York  City. 

November  17:  “Rheumatic  Fever,”  by  Dr. 
Alvin  F.  Coburn,  assistant  professor  of  medicine, 
Columbia  University,  College  of  Physicians  and 
Surgeons,  New  York  City. 

December  15:  “The  Diagnosis  and  Treatment 
of  Anemia,”  by  Dr.  Paul  Reznikoff,  associate 
professor  of  clinical  medicine,  Cornell  University 
Medical  College,  New  York  City. 

January  19:  “Diseases  of  the  Heart,”  by  Dr. 
Harold  E.  B.  Pardee,  assistant  professor  of 
clinical  medicine,  Cornell  University  Medical 
College;  professor  of  internal  medicine  (cardi- 


ology), New  York  Post-Graduate  Medical  School, 
New  York  City. 

February  16:  “Asthma,”  by  Dr.  Robert  A. 
Cooke,  assistant  professor  of  clinical  medicine, 
Cornell  University  Medical  College,  New  York 
City. 

March  16:  “Syphilis,”  by  Dr.  Leslie  P.  Barker, 
New  York  City. 

April  20:  “Nephritis,”  by  Dr.  Dana  W.  Atch- 
ley,  associate  professor  of  medicine,  Columbia 
University,  College  of  Physicians  and  Surgeons, 
New  York  City. 

The  lectures  on  “Rheumatic  Fever”  and 
“Syphilis”  are  a cooperative  endeavor  between 
the  State  Department  of  Health  and  the  Medical 
Society  of  the  State  of  New  York. 

Dr.  Walter  W.  Palmer  also  arranged  a course 
on  general  medicine  for  the  Oswego  County 
Medical  Society  at  the  Elks  Club,  Oswego,  at 
8:30  p.m.  The  program  follows: 

October  22:  “Rheumatic  Fever,”  by  Dr. 

Alexander  T.  Martin,  clinical  professor  of  pedi- 
atrics, New  York  University  College  of  Medicine, 
New  York  City. 

November  7:  “The  Diagnosis  and  Treatment 
of  Anemia,”  by  Dr.  Paul  Reznikoff,  associate 
professor  of  clinical  medicine,  Cornell  University 
Medical  College,  New  York  City. 

November  19:  “Diseases  of  the  Heart,”  by 
Dr.  Charles  A.  R.  Connor,  instructor  in  medicine, 
New  York  University  College  of  Medicine  and  the 
Cardiac  Classification  Service,  New  York  City. 

December  3:  “Nephritis,”  by  Dr.  John  D. 
Lyttle,  assistant  clinical  professor  of  pediatrics, 
Columbia  University,  College  of  Physicians  and 
Surgeons,  New  York  City. 

December  17:  “Treatment  of  Chronic  Rheu- 
matism (General  Medicine,  No.  4),  by  Dr. 
Russell  L.  Cecil,  professor  of  clinical  medicine, 
Cornell  University  Medical  College,  New  York 
City. 

The  lecture  on  “Rheumatic  Fever”  is  a co- 
operative endeavor  between  the  New  York  State 
Department  of  Health  and  the  Medical  Society 
of  the  State  of  New  York. 
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CONFERENCES  ON  THERAPY 

HPHESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of 
**■  the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical  Col- 
lege and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  institu- 
tions. The  questions  and  discussions  involve  participation  by  members  of  the  staff  of 
the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear  in  the  De- 
cember 1 issue  and  will  concern  “Management  of  the  Menopause.” 

Treatment  of  Chronic  Nephritis 


Dr.  Claude  E.  Forkner:  The  subject  of 
our  therapeutic  conference  is  “The  Manage- 
ment of  Chronic  Nephritis.”  We  are  glad  to 
have  Dr.  H.  0.  Mosenthal  here  to  introduce 
the  discussion. 

Dr.  H.  0.  Mosenthal:  I am  glad  to  be 
back  here  again.  It  was  long  ago  that  I was 
an  intern  at  this  institution. 

In  this  discussion  I am  taking  for  granted 
that  etiologic  factors  such  as  foci  of  infection, 
pyelitis,  mechanical  obstruction  of  the  ureters 
and  urethra,  etc.,  have  been  taken  care  of  and 
that  the  chronic  nephritis  is  established  be- 
yond curative  redemption.  The  treatment 
resolves  itself  into,  first,  prevention  of  the 
progress  of  the  nephritis  and,  second,  keeping 
the  patient  fit,  enabling  him  to  participate  in 
all  activities  in  full  measure  while  life  lasts — 
and  it  often  continues  for  a long  time. 

The  notion  of  a generation  ago  hat  a low 
protein  diet  shields  the  kidney  apparently  will 
not  down,  despite  the  fact,  which  needs  no 
proof,  that  starvation  or  semistarvation  results 
in  malnutrition  and  in  degenerative  changes 
in  all  tissues,  including  the  kidneys.  Further- 
more, an  elevation  of  urea  or  nonprotein  ni- 
trogen in  the  blood  is  harmless,  does  not  pro- 
duce uremia,  and  may  even  be  beneficial  in 
that  it  provides  a splendid  diuretic  stimulus. 

There  is  no  formula  for  the  management  of 
chronic  nephritis,  as  is  implied  by  the  oft  re- 
curring question:  “What  is  the  treatment  for 
chronic  nephritis?”  The  treatment  of  chronic 
nephritis  is  almost  entirely  symptomatic  and 
is  largely  governed  by  the  symptom  complex 
that  dominates  the  disease  picture  at  the 
moment.  Consequently,  the  therapy  varies 
greatly,  not  only  from  patient  to  patient,  but 
also  at  different  periods  in  the  same  case. 

The  disturbances,  any  one  of  which  may  de- 
velop as  the  paramount  influence  in  chronic 
nephritis,  are  three:  (1)  albuminuria,  (2) 

hypertension,  and  (3)  renal  insufficiency. 

These  are  the  hubs  of  the  wheel  from  which 


various  sequelae  originate.  The  complete 
word  picture  of  these  syndromes  is  this: 

I.  Albuminuria 

1.  Hypoproteinemia 

a.  Edema 

2.  Hypocalcemia 

II.  Hypertension 

1.  Heart 

a.  Hypertrophy — dilata- 

tion 

b.  Coronary  thrombosis 

2.  Brain 

a.  Thromboses — hemor- 

rhages 

b.  Encephalopathy 

3.  Kidneys 

a.  Nephrosclerosis 

III.  Renal  insufficiency 

1.  Anemia 

2.  Retention  uremia 

a.  Acidosis 

b.  Hypocalcemia 

c.  Chloride  retention  or  loss 
Albuminuria. — Thus  far,  no  remedy  has 

been  discovered  which  will  check  albuminuria. 
On  lying  down,  about  half  as  much  albumin  is 
lost  in  the  urine  as  in  the  upright  position. 
This  may  be  the  reason  why  some  patients 
with  nephrotic  edema  exhibit  a diuresis  and 
loss  of  weight  when  they  are  put  to  bed. 

Hypoproteinemia. — This  will  inevitably  oc- 
cur when  the  albuminuria  is  marked  1 per 
cent  or  more  and  prolonged.  A high  protein 
diet  is  the  main  prophylactic  and  curative 
measure.  Amounts  of  protein  up  to  200  Gm. 
per  day  and  more  have  been  advocated.  Such 
quantities  of  protein  do  no  harm  and  are  of 
great  benefit.  However,  the  appetite  of  most 
nephritic  patients  falters  when  they  are  con- 
fronted with  such  a diet,  and  in  the  average 
patient  it  is  an  achievement  to  have  them  at- 
tain the  criterion  of  protein  intake  set  up  by 
Peters  and  Bulger — of  75  Gm.  plus  the  quan- 
tity of  albumin  lost  in  the  urine.  In  addition 
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to  alleviating  hypoproteinemia,  a liberal  pro- 
tein intake  is  of  aid  in  stemming  the  develop- 
ment of  anemia  and  also,  as  I have  had  the 
opportunity  to  observe  in  several  cases  that 
had  previously  been  on  a prescribed  lacto- 
vegetarian  diet,  it  will  lower  hypertension  and 
will  relieve  albuminuric  retinitis. 

All  the  food  proteins  have  not  yet  been 
studied  in  regard  to  their  power  to  form  blood 
and  body  proteins.  In  the  order  of  efficiency, 
according  to  Weech,  they  are  beef  serum,  egg 
white,  beef  muscle,  beef  liver,  casein,  and 
gelatin.  All  of  these  appeared  to  be  good  pro- 
tein restorers  except  gelatin,  which  showed  a 
negative  value.  Dried  beef  serum,  desirable 
as  it  may  be  from  the  nutritional  point  of 
view,  has  thus  far  not  been  supplied  in  pala- 
table form. 

Thus  far,  the  systematic  infusion  of  plasma 
or  amino  acid  preparations  has  yielded  no 
satisfactory  or  conclusive  results,  although 
when  these  procedures  are  perfected  they 
should  become  most  valuable. 

Acacia  infusions  to  raise  the  osmotic  pres- 
sure of  the  blood  have  been  advocated  and 
discarded  in  turn  and  are  recently  again  spon- 
sored by  Goudsmit  and  Binger  of  the  Mayo 
Clinic. 

Transfusions,  as  a rule,  do  not  serve  to 
raise  the  level  of  the  serum  proteins,  and  it  is 
useless  to  resort  to  them  for  this  purpose. 

Edema. — The  measures  that  remedy  hy- 
poproteinemia also  prevent  or  cure  edema. 
When  the  serum  albumin  drops  in  spite  of 
treatment,  reaching  a level  of  3 per  cent  or 
less,  then  edema  may  develop.  The  salt  in- 
take should  be  restricted  as  much  as  possible. 
The  limitation  of  the  fluid  intake  is  not  so  im- 
portant as  that  of  the  sodium  chloride.  Salt 
substitutes  as  marketed  are  usually  sodium 
salts  of  some  acids  other  than  hydrochloric 
and  inasmuch  as  it  is  the  sodium  moiety  of  the 
sodium  chloride  that  induces  water  retention 
they  are  valueless.  Potassium  and  am- 
monium chloride  have  been  suggested  as  sub- 
stitutes for  table  salt.  Because  of  their  bitter 
taste,  they  rarely  become  a routine  part  of  the 
diet;  they  have  to  be  taken  in  capsule  form, 
2 to  4 Gm.  a day  and  they  will  relieve  some 
of  the  craving  for  salt  and  will  have  a distinct 
diuretic  action. 

The  possible  existence  of  cardiac  insuffi- 
ciency and  the  advisability  of  using  digitalis 
have  to  be  considered  in  every  case.  The 
purine  diuretics  are  rarely  employed  except 
theophylline  combined  with  the  mercurials. 
Urea  is  a valuable  diuretic  in  those  cases  in 
which  the  blood  urea  is  not  elevated.  It  is 


not  resorted  to  as  often  as  it  should  be.  No 
complications  are  caused  by  it.  It  is  readily 
soluble  and  is  administered  in  solution,  about 
10  Gm.  three  times  a day. 

Thyroid  has  been  advocated,  in  large,  even 
huge,  doses.  The  results  have  been  somewhat 
disappointing.  It  may  be  that  sufficient 
amounts  have  not  been  given.  A good  way  to 
regulate  the  thyroid  medication  is  to  push  it 
when  the  plasma  cholesterol  is  elevated  and  to 
withdraw  it  as  the  cholesterol  approaches  a 
normal  level. 

The  mercurial  diuretics  are  the  final  resort 
when  the  nephrotic  edema  becomes  a crippling 
complication.  In  cardiac  conditions  they  have 
been  found  to  be  irreplaceable.  Their  use  in 
nephrosis  has  been  successful  and  has  not 
damaged  the  kidneys.  When  a nephritis  ac- 
companies an  edema  there  has  been  much 
hesitancy  about  using  them.  Some  of  us  have 
had  recourse  to  them  in  cases  of  chronic  neph- 
ritis and  have  seen  no  harmful  result.  The 
mercurials,  combined  with  theophylline,  con- 
stitute the  ideal  diuretic,  since  theophylline 
promotes  filtration  of  glomerular  urine  and 
mercury  checks  reabsorption  of  fluid  and  so- 
dium chloride  in  the  tubules,  thus  calling  all 
parts  of  the  nephron  into  action  simultane- 
ously. Acid  salts,  usually  ammonium  chlo- 
ride or  potassium  nitrate,  will  enhance  the  ef- 
fect of  the  mercurials  but  need  not  be  em- 
ployed in  every  case.  They  may,  if  adminis- 
tered without  restraint,  be  responsible  for  a 
considerable  degree  of  acidosis. 

Hypocalcemia  has  thus  far  been  regarded 
as  a terminal  event  occurring  in  uremia. 
However,  it  often  develops  earlier  in  the 
course  of  chronic  nephritis  and  produces 
symptoms  that  usually  are  comparatively 
slight,  manifesting  themselves  as  “cramps” 
in  the  extremities  or  abdomen,  though  they 
may  be  severe  and  come  to  the  fore  as  full- 
blown tetany.  The  usual  calcium  medica- 
tions by  mouth  may  be  used.  In  emergencies, 
calcium  by  vein  may  be  necessary.  The  most 
reliable  remedy  for  oral  administration,  just 
as  it  is  in  hypoparathyroidism,  has  proved  to 
be  dihydro tachysterol,  or  A.  T.  10.  The  hy- 
pocalcemia probably  results  from  the  loss  of 
calcium  combined  with  albumin  in  the  urine. 
Since  we  cannot  control  albuminuria,  it  is 
obvious  that  the  deficiency  of  serum  calcium 
must  be  rectified  by  symptomatic,  in  this 
case  replacement,  therapy. 

Hypertension  often  becomes  the  dominant 
factor  in  cases  of  chronic  nephritis  and  is  a 
common  cause  of  death  in  this  disease.  The 
control  of  hypertension,  whether  of  the  essen- 
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tial  or  the  renal  variety,  has  not  been  satis- 
factorily accomplished.  Specific  remedies 
that  hit  the  bull’s  eye  with  even  moderate 
regularity  do  not  exist.  The  latest  of  these, 
potassium  thiocyanate,  has  in  my  experience 
not  been  so  completely  successful  as  those  who 
have  advocated  it  have  found  it  to  be.  How- 
ever, the  devastating  reactions  that  have  been 
attributed  to  it  have  failed  to  materialize  when 
the  dosage  was  guided  according  to  the  thio- 
cyanate concentration  in  the  patient’s  blood. 

It  is  both  surprising  and  gratifying  how 
much  can  be  accomplished  for  hypertensives 
by  hygienic,  physical,  and  mental  adjust- 
ments in  which  selected  drug  therapy  plays  a 
big  role.  A permanently  elevated  blood  pres- 
sure is  one  of  the  functional  disturbances  that 
is  more  effectively  handled  in  private  practice 
than  in  an  institution.  This  does  not  gainsay 
that  other  methods  of  treatment,  especially 
the  discovery  and  remedying  of  unilateral 
renal  impairments,  are  not  of  the  greatest 
importance,  and  we  live  in  the  hope  that  the 
efforts  of  those  investigators  who  are  engaged 
in  preparing  a biologic  preparation  for  the 
control  of  blood  pressure  will  be  successful. 

Renal  insufficiency,  when  marked  and  pro- 
longed, results  in  uremia  and  death.  The  re- 
tention of  urinary  excretory  products  within 
the  body  in  the  long  run  causes  two  sets  of 
symptoms:  asthenia  and  toxic  manifesta- 

tions, ordinarily  called  retention  uremia.  We 
have  learned  to  cope  with  the  latter  with  a fair 
degree  of  success,  but  the  former  is  still  a 
mystery  to  us  and  patients  succumb  to  it. 

Anemia. — J.  R.  Bradford  in  1899  found 
that  when  three-quarters  of  the  kidney  sub- 
stance is  extirpated,  in  dogs,  death  takes  place 
from  asthenia  without  coma  or  convulsions. 
The  asthenia  is  attended  in  human  beings  by 
anemia,  which  is  the  constant  accompani- 
ment of  renal  insufficiency  whether  this  is 
caused  by  chronic  nephritis  or  other  renal  or 
urinary  tract  impairments.  The  remedying 
of  anemia  in  chronic  Bright’s  disease  is  a 
major  problem  since  the  diminution  in  the 
hemoglobin  and  red  blood  cells  may  be  a 
reason  for  disability  and  may  be  a contributing 
cause  to  a fatal  termination.  A high-protein, 
high-caloric  diet  will  do  a great  deal  in  slowing 
the  development  of  anemia.  However,  when 
renal  function  is  severely  curtailed  it  will  not 
prevent  the  occurrence  of  anemia  or  its  down- 
ward progress.  The  routine  medications  for 
anemia  accomplish  little.  Iron,  liver  ex- 
tracts, and  vitamins  are  usually  given  in  the 
customary  fashion.  They  probably  put  the 
brakes  on  the  downhill  course,  but  their  slight 


effect  is  disheartening  to  both  patient  and 
doctor. 

The  really  efficacious  remedy  for  the  ane- 
mia of  chronic  Bright’s  disease  is  transfusion. 
It  must  be  understood  at  the  outset  that 
transfusions  will  return  the  blood  count  to 
normal  but  will  accomplish  nothing  more 
than  this,  and  any  expectation  that  they  will 
increase  renal  function  or  relieve  the  symptoms 
of  uremia,  is  not  warranted.  On  the  other 
hand,  transfusions  produce  no  harmful  ef- 
fects. They  will  not  elevate  the  blood  pres- 
sure and  are  no  more  prone  to  cause  reactions 
in  chronic  nephritic  patients  than  in  other 
persons.  Since  transfusions  provide  the  only 
effective  means  of  rectifying  anemia  in  chronic 
Bright’s  disease,  it  is  difficult  to  see  why  there 
has  been  so  much  opposition  to  their  use. 
When  the  transfusions  are  used  early — that  is, 
before  the  hemoglobin  and  red  cells  are  greatly 
diminished — one  will  do,  but  when  the  anemia 
has  progressed  to  a point  where  the  hemoglo- 
bin is  down  to  a level  of  50  per  cent  or  less, 
then,  as  a rule,  it  requires  three  or  four  trans- 
fusions of  500  to  700  cc.  each  to  restore  the 
blood  to  its  normal  level.  As  a rule,  the  first 
transfusion  or  two  have  no  demonstrable  ef- 
fect, while  the  third  and  fourth  result  in  a 
marked  rise  in  the  number  of  red  blood  cells. 
Direct  transfusions  have  been  much  more 
satisfactory  than  indirect  ones.  I have  come 
to  appreciate  this  largely  as  a result  of  the 
demonstrations  given  me  by  Dr.  Lester  Un- 
ger. 

An  interesting  case  in  this  connection  is 
one  of  a boy  of  high-school  age  who  was  the 
victim  of  severe  chronic  nephritis.  His  anemia 
was  rectified  by  frequently  repeated  transfu- 
sions carried  out  by  Dr.  Lester  Unger.  Death 
resulted  in  an  unexpected  way.  Marked  hem- 
orrhages developed  rapidly.  The  blood  was 
vomited  and  passed  in  the  urine  and  the  stools, 
and  there  were  many  large  ecchymoses.  The 
terminal  tendency  of  chronic  nephritis  to 
bleed  evidently  was  not  prevented  by  main- 
taining the  hemoglobin  and  red  cells  at  a 
normal  level. 

Retention  Uremia. — Although  the  anemia 
may  be  considered  as  part  of  the  effect  of  re- 
tention uremia,  the  accepted  symptoms  of 
actual  retention  uremia — marked  lassitude, 
nausea,  vomiting,  coma,  and  convulsions — 
come  on  a long  time  after  the  progressive  loss 
of  hemoglobin  and  red  cells  has  begun.  Orig- 
inally, it  was  thought  that  the  accumulation 
of  all  the  urinary  excretory  products,  espe- 
cially the  urea,  w^as  responsible  for  the  uremic 
symptoms,  but  this  concept  has  come  to  be 
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modified  so  that,  today,  the  generally  ac- 
cepted opinion  is  that  the  urea  and  the  other 
nonprotein  nitrogenous  substances  in  the 
blood  are  not  responsible  for  the  uremic  mani- 
festations. The  symptoms  appear  to  rest 
largely  on  three  changes:  namely,  acidosis, 
hypocalcemia,  and  either  loss  of  or  excessive 
rise  of  sodium  chloride  in  the  blood  and  tis- 
sues. We  are  in  a position  to  remedy  these 
disturbances  by  intravenous  calcium,  the  ad- 
ministration of  suitable  amounts  of  alkalies, 
and  the  regulation  of  the  salt  intake.  Con- 
sequently, the  symptoms  of  uremia  can  usu- 
ally be  fairly  well  controlled,  and  our  objective 
is  largely  to  determine  how  well  we  can  make 
nephritic  patients  continue  to  live  with  a mere 
5 per  cent  of  their  kidney  tissue  remaining. 
Of  course,  this  has  its  limitations  and  death 
occurs  from  asthenia.  A week  before  life 
terminates,  the  blood  pressure  is  prone  to 
drop  and  assume  a normal  or  even  a sub- 
normal level,  although  the  general  sense  of 
comfort  and  well-being  is  not  disturbed  in  all 
cases. 

By  meticulous  care  in  meeting  and  remedy- 
ing the  changes  that  occur  in  patients  with 
chronic  nephritis  their  life  can  be  prolonged  a 
good  deal.  As  long  as  they  live,  with  the  ex- 
ception of  a few  weeks  before  death,  they  are 
active  and  useful  citizens.  The  defeatist  will, 
of  course,  ask  what  is  the  use  of  all  this  when 
in  many  instances  a fatal  termination  cannot 
be  avoided  and  the  evil  day  is  only  postponed. 
However,  as  we  have  watched  the  subjects  of 
chronic  Bright’s  disease  and  seen  them  active, 
ambitious,  and  enjoying  life,  instead  of  going 
through  months  of  chronic  invalidism,  the 
careful,  symptomatic  treatment  accorded  these 
patients  has  appeared  to  be  distinctly  worth- 
while. 

Dr.  Forkner:  Before  opening  this  in- 
teresting presentation  to  general  discussion,  I 
am  going  to  ask  Dr.  Tolstoi  to  discuss  it  for  a 
few  minutes. 

Dr.  Edward  Tolstoi:  I just  want  to 
elaborate  on  one  point,  the  mechanism  of 
acidosis  in  nephritis,  since  the  subject  was 
covered  so  thoroughly.  I am  sure  that  Dr. 
Mosenthal  is  familiar  with  this  picture  as  most 
of  you  probably  are,  but  I will  repeat  it  to  fix 
it  in  our  minds.  The  diet  of  any  individual 
consists  of  proteins,  carbohydrates,  and  fats, 
and  that  diet  holds  for  the  nephritic  as  well. 
Our  proteins  are  composed  of  carbon,  oxygen, 
hydrogen,  nitrogen,  sulfur,  and  phosphorus. 
The  carbon,  hydrogen,  and  oxygen  are  oxi- 
dized to  C02  and  water  and  excreted  by  the 
way  of  the  lungs,  skin,  and  kidneys.  Nitro- 


gen is  excreted  by  the  kidneys,  and  the  sulfur 
and  phosphorus  are  oxidized  to  S04  and  P04, 
respectively.  Those  are  the  two  acid  radicals, 
the  accumulation  of  which  in  the  blood  stream 
results  in  the  acidosis  associated  with  the  fail- 
ing kidney. 

The  phosphate  radical  plays  another  im- 
portant role.  Since  there  is  some  calcium 
floating  about,  we  have  a combination  of  it 
with  the  phosphate,  the  compound  being  elim- 
inated through  the  gut,  establishing  a low 
blood  calcium  level.  The  body  attempts  to 
compensate  for  the  calcium  want.  The  para- 
thyroids are  then  stimulated,  resulting  in  a 
compensatory  hypercalcemia,  and  sometimes 
we  find  at  postmortem  that  the  parathyroids 
are  enlarged.  That  is  the  mechanism  of  the 
renal  type  of  acidosis  as  I have  been  accus- 
tomed to  regard  it.  As  to  the  mechanism  of 
the  toxemia,  as  Dr.  Mosenthal  mentioned,  it 
is  not  due  to  the  high  blood  urea.  A person 
with  a urea  concentration  of  200  or  300  mg. 
may  be  about  with  few  or  no  toxic  symptoms, 
while  another  with  75  mg.  may  be  drowsy  and 
reveal  manifestations  of  calcium  want,  such  as 
nervous  irritability. 

It  has  been  my  concept  that  nephrosis  is  a 
relatively  benign  disease.  It  occurs  in  young 
people.  The  so-called  pure  lipoid  nephrosis 
that  was  described  by  Muller,  made  known  in 
this  country  by  the  work  of  Epstein  of  Mount 
Sinai  and  then  elaborated  by  the  Rockefeller 
group,  shows  these  characteristic  phenomena: 
prodigious  edema — every  cavity  may  have 
fluid,  the  face  is  swollen;  severe  albuminuria; 
low  plasma  proteins;  elevated  cholesterol; 
normal  blood  urea  content;  absence  of  hema- 
turia. These  patients  are  treated,  as  Dr. 
Mosenthal  indicated,  with  a high  protein 
diet,  but  their  appetite,  as  a rule,  is  poor  and 
it  is  difficult  to  get  them  to  eat.  It  is  my  im- 
pression from  1 or  2 cases  that  I have  seen 
recently  that  a large  dose  of  vitamin  Bi  in- 
travenously two  or  three  times  a week  or 
even  daily  stimulates  their  appetite  somewhat. 
I have  in  mind  a boy  who  was  here  for  over  ten 
weeks  and  who  recovered  to  such  a degree 
that  the  only  indication  of  the  disease  was  a 
residual  moderate  albuminuria,  2 plus  or  so. 

I am  much  interested  in  the  question  of  the 
so-called  “dry”  and  “wet”  uremia.  I am  not 
entirely  clear  as  to  the  mechanisms  involved 
and  the  basis  for  treatment.  Perhaps  Dr. 
Mosenthal  can  help  us  out.  When  an  indi- 
vidual is  brought  to  the  hospital  in  uremic 
coma,  as  we  recognize  it  from  the  conventional 
syndrome,  and  he  is  “dry,”  is  it  desirable  to 
give  fluids  by  every  possible  route  or  will  it 
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tial  or  the  renal  variety,  has  not  been  satis- 
factorily accomplished.  Specific  remedies 
that  hit  the  bull's  eye  with  even  moderate 
regularity  do  not  exist.  The  latest  of  these, 
potassium  thiocyanate,  has  in  my  experience 
not  been  so  completely  successful  as  those  who 
have  advocated  it  have  found  it  to  be.  How- 
ever, the  devastating  reactions  that  have  been 
attributed  to  it  have  failed  to  materialize  when 
the  dosage  was  guided  according  to  the  thio- 
cyanate concentration  in  the  patient's  blood. 

It  is  both  surprising  and  gratifying  how 
much  can  be  accomplished  for  hypertensives 
by  hygienic,  physical,  and  mental  adjust- 
ments in  which  selected  drug  therapy  plays  a 
big  role.  A permanently  elevated  blood  pres- 
sure is  one  of  the  functional  disturbances  that 
is  more  effectively  handled  in  private  practice 
than  in  an  institution.  This  does  not  gainsay 
that  other  methods  of  treatment,  especially 
the  discovery  and  remedying  of  unilateral 
renal  impairments,  are  not  of  the  greatest 
importance,  and  we  live  in  the  hope  that  the 
efforts  of  those  investigators  who  are  engaged 
in  preparing  a biologic  preparation  for  the 
control  of  blood  pressure  will  be  successful. 

Renal  insufficiency,  when  marked  and  pro- 
longed, results  in  uremia  and  death.  The  re- 
tention of  urinary  excretory  products  within 
the  body  in  the  long  run  causes  two  sets  of 
symptoms:  asthenia  and  toxic  manifesta- 

tions, ordinarily  called  retention  uremia.  We 
have  learned  to  cope  with  the  latter  with  a fair 
degree  of  success,  but  the  former  is  still  a 
mystery  to  us  and  patients  succumb  to  it. 

Anemia. — J.  R.  Bradford  in  1899  found 
that  when  three-quarters  of  the  kidney  sub- 
stance is  extirpated,  in  dogs,  death  takes  place 
from  asthenia  without  coma  or  convulsions. 
The  asthenia  is  attended  in  human  beings  by 
anemia,  which  is  the  constant  accompani- 
ment of  renal  insufficiency  whether  this  is 
caused  by  chronic  nephritis  or  other  renal  or 
urinary  tract  impairments.  The  remedying 
of  anemia  in  chronic  Bright's  disease  is  a 
major  problem  since  the  diminution  in  the 
hemoglobin  and  red  blood  cells  may  be  a 
reason  for  disability  and  may  be  a contributing 
cause  to  a fatal  termination.  A high-protein, 
high-caloric  diet  will  do  a great  deal  in  slowing 
the  development  of  anemia.  However,  when 
renal  function  is  severely  curtailed  it  will  not 
prevent  the  occurrence  of  anemia  or  its  down- 
ward progress.  The  routine  medications  for 
anemia  accomplish  little.  Iron,  liver  ex- 
tracts, and  vitamins  are  usually  given  in  the 
customary  fashion.  They  probably  put  the 
brakes  on  the  downhill  course,  but  their  slight 


effect  is  disheartening  to  both  patient  and 
doctor. 

The  really  efficacious  remedy  for  the  ane- 
mia of  chronic  Bright’s  disease  is  transfusion. 
It  must  be  understood  at  the  outset  that 
transfusions  will  return  the  blood  count  to 
normal  but  will  accomplish  nothing  more 
than  this,  and  any  expectation  that  they  will 
increase  renal  function  or  relieve  the  symptoms 
of  uremia,  is  not  warranted.  On  the  other 
hand,  transfusions  produce  no  harmful  ef- 
fects. They  will  not  elevate  the  blood  pres- 
sure and  are  no  more  prone  to  cause  reactions 
in  chronic  nephritic  patients  than  in  other 
persons.  Since  transfusions  provide  the  only 
effective  means  of  rectifying  anemia  in  chronic 
Bright's  disease,  it  is  difficult  to  see  why  there 
has  been  so  much  opposition  to  their  use. 
When  the  transfusions  are  used  early — that  is, 
before  the  hemoglobin  and  red  cells  are  greatly 
diminished — one  will  do,  but  when  the  anemia 
has  progressed  to  a point  where  the  hemoglo- 
bin is  down  to  a level  of  50  per  cent  or  less, 
then,  as  a rule,  it  requires  three  or  four  trans- 
fusions of  500  to  700  cc.  each  to  restore  the 
blood  to  its  normal  level.  As  a rule,  the  first 
transfusion  or  two  have  no  demonstrable  ef- 
fect, while  the  third  and  fourth  result  in  a 
marked  rise  in  the  number  of  red  blood  cells. 
Direct  transfusions  have  been  much  more 
satisfactory  than  indirect  ones.  I have  come 
to  appreciate  this  largely  as  a result  of  the 
demonstrations  given  me  by  Dr.  Lester  Un- 
ger. 

An  interesting  case  in  this  connection  is 
one  of  a boy  of  high-school  age  who  was  the 
victim  of  severe  chronic  nephritis.  His  anemia 
was  rectified  by  frequently  repeated  transfu- 
sions carried  out  by  Dr.  Lester  Unger.  Death 
resulted  in  an  unexpected  way.  Marked  hem- 
orrhages developed  rapidly.  The  blood  was 
vomited  and  passed  in  the  urine  and  the  stools, 
and  there  were  many  large  ecchymoses.  The 
terminal  tendency  of  chronic  nephritis  to 
bleed  evidently  was  not  prevented  by  main- 
taining the  hemoglobin  and  red  cells  at  a 
normal  level. 

Retention  Uremia. — Although  the  anemia 
may  be  considered  as  part  of  the  effect  of  re- 
tention uremia,  the  accepted  symptoms  of 
actual  retention  uremia — marked  lassitude, 
nausea,  vomiting,  coma,  and  convulsions — 
come  on  a long  time  after  the  progressive  loss 
of  hemoglobin  and  red  cells  has  begun.  Orig- 
inally, it  was  thought  that  the  accumulation 
of  all  the  urinary  excretory  products,  espe- 
cially the  urea,  was  responsible  for  the  uremic 
symptoms,  but  this  concept  has  come  to  be 
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modified  so  that,  today,  the  generally  ac- 
cepted opinion  is  that  the  urea  and  the  other 
nonprotein  nitrogenous  substances  in  the 
blood  are  not  responsible  for  the  uremic  mani- 
festations. The  symptoms  appear  to  rest 
largely  on  three  changes:  namely,  acidosis, 
hypocalcemia,  and  either  loss  of  or  excessive 
rise  of  sodium  chloride  in  the  blood  and  tis- 
sues. We  are  in  a position  to  remedy  these 
disturbances  by  intravenous  calcium,  the  ad- 
ministration of  suitable  amounts  of  alkalies, 
and  the  regulation  of  the  salt  intake.  Con- 
sequently, the  symptoms  of  uremia  can  usu- 
ally be  fairly  well  controlled,  and  our  objective 
is  largely  to  determine  how  well  we  can  make 
nephritic  patients  continue  to  live  with  a mere 
5 per  cent  of  their  kidney  tissue  remaining. 
Of  course,  this  has  its  limitations  and  death 
occurs  from  asthenia.  A week  before  life 
terminates,  the  blood  pressure  is  prone  to 
drop  and  assume  a normal  or  even  a sub- 
normal level,  although  the  general  sense  of 
comfort  and  well-being  is  not  disturbed  in  all 
cases. 

By  meticulous  care  in  meeting  and  remedy- 
ing the  changes  that  occur  in  patients  with 
chronic  nephritis  their  life  can  be  prolonged  a 
good  deal.  As  long  as  they  live,  with  the  ex- 
ception of  a few  weeks  before  death,  they  are 
active  and  useful  citizens.  The  defeatist  will, 
of  course,  ask  what  is  the  use  of  all  this  when 
in  many  instances  a fatal  termination  cannot 
be  avoided  and  the  evil  day  is  only  postponed. 
However,  as  we  have  watched  the  subjects  of 
chronic  Bright’s  disease  and  seen  them  active, 
ambitious,  and  enjoying  life,  instead  of  going 
through  months  of  chronic  invalidism,  the 
careful,  symptomatic  treatment  accorded  these 
patients  has  appeared  to  be  distinctly  worth- 
while. 

Dr.  Forkner:  Before  opening  this  in- 
teresting presentation  to  general  discussion,  I 
am  going  to  ask  Dr.  Tolstoi  to  discuss  it  for  a 
few  minutes. 

Dr.  Edward  Tolstoi:  I just  want  to 
elaborate  on  one  point,  the  mechanism  of 
acidosis  in  nephritis,  since  the  subject  was 
covered  so  thoroughly.  I am  sure  that  Dr. 
Mosenthal  is  familiar  with  this  picture  as  most 
of  you  probably  are,  but  I will  repeat  it  to  fix 
it  in  our  minds.  The  diet  of  any  individual 
consists  of  proteins,  carbohydrates,  and  fats, 
and  that  diet  holds  for  the  nephritic  as  well. 
Our  proteins  are  composed  of  carbon,  oxygen, 
hydrogen,  nitrogen,  sulfur,  and  phosphorus. 
The  carbon,  hydrogen,  and  oxygen  are  oxi- 
dized to  CO2  and  water  and  excreted  by  the 
way  of  the  lungs,  skin,  and  kidneys.  Nitro- 


gen is  excreted  by  the  kidneys,  and  the  sulfur 
and  phosphorus  are  oxidized  to  S04  and  P04, 
respectively.  Those  are  the  two  acid  radicals, 
the  accumulation  of  which  in  the  blood  stream 
results  in  the  acidosis  associated  with  the  fail- 
ing kidney. 

The  phosphate  radical  plays  another  im- 
portant role.  Since  there  is  some  calcium 
floating  about,  we  have  a combination  of  it 
with  the  phosphate,  the  compound  being  elim- 
inated through  the  gut,  establishing  a low 
blood  calcium  level.  The  body  attempts  to 
compensate  for  the  calcium  want.  The  para- 
thyroids are  then  stimulated,  resulting  in  a 
compensatory  hypercalcemia,  and  sometimes 
we  find  at  postmortem  that  the  parathyroids 
are  enlarged.  That  is  the  mechanism  of  the 
renal  type  of  acidosis  as  I have  been  accus- 
tomed to  regard  it.  As  to  the  mechanism  of 
the  toxemia,  as  Dr.  Mosenthal  mentioned,  it 
is  not  due  to  the  high  blood  urea.  A person 
with  a urea  concentration  of  200  or  300  mg. 
may  be  about  with  few  or  no  toxic  symptoms, 
while  another  with  75  mg.  may  be  drowsy  and 
reveal  manifestations  of  calcium  want,  such  as 
nervous  irritability. 

It  has  been  my  concept  that  nephrosis  is  a 
relatively  benign  disease.  It  occurs  in  young 
people.  The  so-called  pure  lipoid  nephrosis 
that  was  described  by  Muller,  made  known  in 
this  country  by  the  work  of  Epstein  of  Mount 
Sinai  and  then  elaborated  by  the  Rockefeller 
group,  shows  these  characteristic  phenomena: 
prodigious  edema — every  cavity  may  have 
fluid,  the  face  is  swollen;  severe  albuminuria; 
low  plasma  proteins;  elevated  cholesterol; 
normal  blood  urea  content;  absence  of  hema- 
turia. These  patients  are  treated,  as  Dr 
Mosenthal  indicated,  with  a high  protein 
diet,  but  their  appetite,  as  a rule,  is  poor  and 
it  is  difficult  to  get  them  to  eat.  It  is  my  im- 
pression from  1 or  2 cases  that  I have  seen 
recently  that  a large  dose  of  vitamin  Bi  in- 
travenously two  or  three  times  a week  or 
even  daily  stimulates  their  appetite  somewhat. 
I have  in  mind  a boy  who  was  here  for  over  ten 
weeks  and  who  recovered  to  such  a degree 
that  the  only  indication  of  the  disease  was  a 
residual  moderate  albuminuria,  2 plus  or  so. 

I am  much  interested  in  the  question  of  the 
so-called  “dry”  and  “wet”  uremia.  I am  not 
entirely  clear  as  to  the  mechanisms  involved 
and  the  basis  for  treatment.  Perhaps  Dr. 
Mosenthal  can  help  us  out.  When  an  indi- 
vidual is  brought  to  the  hospital  in  uremic 
coma,  as  we  recognize  it  from  the  conventional 
syndrome,  and  he  is  “dry,”  is  it  desirable  to 
give  fluids  by  every  possible  route  or  will  it 
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suffice  merely  to  control  the  nervous  unrest 
with  sedation  and  other  measures?  Would 
Dr.  Mosenthal  also  tell  us  how  to  treat  an 
ambulatory  case?  Consider  the  case  of  a 
man  who  has  “recovered”  from  acute  diffuse 
glomerulonephritis.  We  see  him  two  or 
three  months  later  and  find  a high  albumin- 
uria. Is  that  to  be  regarded  as  the  chronic 
stage  of  the  disease?  As  you  all  know,  prob- 
ably 2 per  cent  of  the  supposedly  normal 
population  have  albuminuria,  and  some  of 
them  have  even  granular  casts.  Are  they 
really  normal,  or  shall  we  consider  every  in- 
dividual with  a high  albumin  and  a few  casts 
as  having  some  type  of  renal  lesion?  McLean 
found  during  the  first  World  War  that  among 
some  70,000  soldiers  5 per  100  had  albumin 
in  the  urine  and  about  1 per  1,000  had  finely 
granular  or  hyaline  casts. 

For  the  advanced  renal  disease,  Dr.  Mosen- 
thal painted  a much  more  hopeful  picture  than 
I am  inclined  to  associate  with  these  cases. 

Dr.  Forkner:  About  twelve  years  ago  I 
attended  a meeting  of  an  association  of  physi- 
cians in  Atlantic  City,  and  at  that  time  there 
was  held  a symposium  on  chronic  nephritis. 
Many  different  points  of  view  were  presented, 
and  there  was  much  discussion  about  the 
etiology  and  treatment  of  chronic  nephritis, 
many  individuals  feeling  strongly  about  cer- 
tain points  of  view  and  others  feeling  strongly 
about  other  points  of  view.  At  the  end  of  the 
discussion,  after  two  hours  or  so,  Dr.  William 
Welch  mellowed  the  discussion  by  saying  that 
he  had  heard  almost  word  for  word  the  same 
discussion  about  chronic  nephritis  twenty 
years  before.  So  I think,  although  we  have 
made  a good  deal  of  progress,  there  is  still 
much  to  be  learned  and  much  that  is  still 
confusing.  We  will  ask  Dr.  Mosenthal  if  he 
will  answer  the  questions  that  have  been 
raised,  and  then  we  will  go  on  with  other 
questions  from  the  group. 

Dr.  Mosenthal:  Dr.  Tolstoi’s  account  of 
the  mechanism  that  brings  about  the  low 
serum  calcium  in  nephritis  follows  that  of 
Mariott.  I had  the  good  fortune  to  be  with 
Dr.  Mariott  when  he  first  put  out  that  hy- 
pothesis in  about  1916  or  1917.  But  I think 
there  are  other  reasons  for  the  low  calcium 
than  its  combination  with  phosphates  and  its 
vicarious  elimination  by  the  intestines.  Mari- 
ott, in  the  Department  of  Pediatrics,  investi- 
gated some  of  the  adult  cases  I had  charge  of, 
and  it  was  fascinating  to  see  his  predictions 
work  out:  When  there  was  a fairly  advanced 
chronic  nephritis  or  renal  insufficiency  from 
any  cause  such  as  polycystic  kidneys,  the  blood 


phosphates  were  elevated,  the  C02  combining 
power  was  depressed,  and  the  calcium  was 
diminished.  The  matter,  as  far  as  my  obser- 
vations were  concerned,  rested  there  until  one 
day  about  six  years  ago  a child  whom  I had 
been  treating  for  nephrosis  came  into  my  of- 
fice showing  marked  tetany.  That  child  had 
a low  serum  calcium,  without  renal  insuf- 
ficiency and  without  acidosis.  Since  then  we 
have  been  determining  the  serum  calcium  in 
cases  of  albuminuria,  and  we  found  that  with- 
out acidosis  and  without  renal  insufficiency 
the  serum  calcium  is  often  diminished  and 
that  apparently  it  produces  symptoms  that 
may  be  quite  severe.  A case  of  this  sort  is 
that  of  a dentist  who  had  an  albuminuria  and 
a chronic  nephritis  without  impairment  of 
renal  function  and  without  any  elevation  of 
the  blood  pressure  and  who  complained  par- 
ticularly of  cramps  in  his  hands.  That  was 
rather  an  embarrassing  situation  to  a dentist. 
With  dihydrotachysterol  medication  the  serum 
calcium  rose  and  at  the  same  time  his  symp- 
toms disappeared.  In  nephrosclerosis  there  is 
comparatively  little  albuminuria,  and  these 
patients  do  not  develop  a hypoproteinemia  or 
hypocalcemia,  although  they  may  die  of  renal 
insufficiency.  Recently,  I saw  1 such  patient 
who  died  of  retention  uremia  with  a normal 
level  of  serum  proteins  and  a normal  value  of 
serum  calcium,  10.6  mg.  per  hundred  cubic 
centimeters.  Consequently,  I am  a little  bit 
skeptical  about  the  original  explanation  of 
hypocalcemia  in  renal  conditions  as  the  only 
available  explanation.  I do  think  a loss  of 
serum  calcium  becomes  of  importance  long 
before  acidosis  develops  in  those  patients 
who  have  a marked  albuminuria,  though  it 
does  not  always  parallel  the  degree  of  hypo- 
proteinemia. 

As  far  as  the  relation  of  nephrosis  and 
chronic  nephritis  is  concerned,  we  have  the 
cases  of  nephrosis  that  will  follow  Epstein’s 
dictum  that  all  these  patients  get  well.  I 
have  seen  them  cured  in  less  than  six  months 
after  the  development  of  marked  hypopro- 
teinemia and  marked  edema.  In  some,  the 
albuminuria  persists  indefinitely  in  spite  of 
all  that  can  be  done,  and  a great  many  of 
them  go  over  into  a chronic  diffuse  glomerulo- 
nephritis. 

The  difference  between  “dry”  and  “wet” 
uremia  is,  I think,  explained  on  this  basis: 
In  the  early  stages  of  chronic  nephritis  there  is 
likely  to  be  the  so-called  nephrotic  component 
associated  with  marked  edema.  As  the  neph- 
ritis persists  and  the  kidney  becomes  sclerosed, 
the  amount  of  albumin  diminishes  in  the  urine, 
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and  the  blood  proteins  are  prone  to  rise;  con- 
sequently, the  edema  will  disappear.  With 
that  comes  the  so-called  compensatory  poly- 
uria, when  these  patients  put  out  more  urine 
than  usual  to  eliminate  the  urinary  excretory 
products.  The  result  is  that  they  have  the 
familiar  large  volume  of  urine  with  low  specific 
gravity,  and  they  are  then  dry — that  is,  free 
from  edema.  Unless  there  is  a complication, 
they  remain  dry,  if  I can  call  it  such,  right 
down  to  the  terminal  uremic  stage.  When 
they  become  wet,  I believe  it  is  nearly  always 
due  to  cardiac  insufficiency,  which  may  occur 
in  these  cases.  They  are  prone  to  have  hyper- 
tension. Hypertension  dilates  the  left  ventri- 
cle and  makes  it  insufficient;  consequently, 
edema  may  develop.  Sometimes  you  cannot 
prove  this  clinically,  but  digitalis  remedies 
the  edema  in  a great  many  of  these  cases. 

Concerning  ambulatory  treatment,  I be- 
lieve it  is  really  the  essential  way  to  manage 
these  cases.  It  is  essential  for  two  reasons: 
In  the  first  place,  the  disease  lasts  a long  time. 
In  the  second  place,  we  want  to  keep  these 
people  at  work,  like  the  case  Dr.  Tolstoi 
mentioned  who  is  now  attending  some  uni- 
versity. All  of  these  cases  should  be  checked 
at  least  once  in  six  months,  when  the  urine 
should  be  examined  for  albumin,  casts,  red 
cells,  and  concentrating  power.  The  level  of 
blood  urea,  the  serum  proteins,  and  serum 
calcium  should  be  determined.  The  height 
of  the  blood  pressure  and  the  presence  or  ab- 
sence of  anemia  must  also  be  investigated. 
That  gives  us  all  the  phases  that  should  be 
considered.  They  vary  from  time  to  time, 
and  the  treatment  has  to  be  changed  and  ad- 
justed to  the  symptoms  and  signs  that  present 
themselves  at  the  moment. 

As  examples  of  how  this  plan  wurks  out  I 
can  mention  three  cases,  all  of  whom  curi- 
ously enough  began  their  “nephritic  career,” 
in  1931.  One  boy  was  the  son  of  a doctor. 
The  boy’s  brother  had  died  of  nephritis.  When 
albumin  was  found  in  his  urine,  his  family 
naturally  were  apprehensive.  He  was  about 
18  at  the  time.  There  was  albumin  in  his 
urine,  but  he  was  normal  in  all  other  respects. 
We  have  checked  him  about  twice  a year  by 
the  method  I have  mentioned.  About  three 
years  ago  he  developed  hematuria.  A uro- 
logic  check-up  failed  to  reveal  any  reason  for 
the  hematuria.  The  only  other  change  he  has 
had  is  a slight  lowering  of  his  blood  proteins, 
which  was  remedied  when  the  proteins  in  his 
diet  were  increased,  so  that  he  has  been  per- 
fectly normal  except  for  the  albuminuria  and 
hematuria.  He  is  engaged  in  a business  ca- 


reer, is  married,  and  has  two  children,  and 
everything  is  progressing  satisfactorily,  al- 
though the  albuminuria  and  the  hematuria 
have  continued  for  nine  years. 

There  is  another  man  in  whom  we  first 
noticed  albuminuria  about  nine  years  ago. 
His  blood  pressure  at  that  time  was  normal. 
The  albuminuria  continued.  Hypertension 
developed  in  this  case;  the  pressure  rose  to 
about  200  or  more  systolic  and  120  or  more 
diastolic,  and  he  died  of  cerebral  complica- 
tions due  to  the  hypertension  eight  years  after 
the  albuminuria  was  first  noticed.  His  kidney 
function  was  normal.  There  was  no  anemia, 
and  no  other  troubles. 

Finally,  I have  the  record  of  a man  who  at- 
tended Yale  University  in  1931.  He  was  ex- 
amined by  Dr.  Peters  at  that  time  and,  on 
several  subsequent  occasions,  had  no  sign  of 
nephritis  except  albuminuria.  He  died  in 
May,  1940,  in  uremia  with  a renal  insuf- 
ficiency. 

Consequently,  the  progress  of  chronic 
nephritis  can  proceed  along  different  lines, 
and  each  one  of  them  may  be  a different  syn- 
drome though  they  are  all  part  of  the  same 
disease.  Too,  what  is  so  important,  a case 
may  be  treated  for  edema  during  one  six 
months’  period,  in  the  next  six  months’  period 
the  edema  disappears,  while  hypertension 
becomes  the  outstanding  feature.  A year 
later  renal  insufficiency  may  be  the  dominant 
factor  that  has  to  be  controlled.  The  main 
point  I want  to  stress  is  that  there  is  no  single 
formula  for  the  treatment  of  chronic  nephritis. 
There  are  various  symptom  complexes,  if  we 
can  call  them  such,  and  treatment  must  be 
adjusted  to  the  symptoms  that  present  them- 
selves. 

Dr.  Forkner:  We  will  now  open  the 
meeting  to  general  discussion. 

Dr.  C.  H.  Wheeler:  It  is  my  notion  that 
a reciprocal  relationship  exists  between  cal- 
cium and  phosphorus  in  the  blood.  Hence,  if 
a patient  has  phosphate  retention  as  part  of 
renal  insufficiency  he  will  develop  hypo- 
calcemia and,  if  phosphate  is  not  increased, 
hypocalcemia  will  usually  fail  to  develop. 
The  level  of  the  blood  calcium  is  then  more 
closely  related  to  that  of  the  phosphate  than 
it  is  to  protein,  although  protein  plays  a role. 

Dr.  Mosenthal:  I think  that  what 
Dr.  Wheeler  says  is  perfectly  true,  but  my 
point  about  this  story  is  that  from  an  empiric 
point  of  view  we  have  found  that  the  serum 
calcium  does  diminish  in  cases  with  albumin- 
uria and  the  hypocalcemia  does  produce 
symptoms.  How  the  phosphorus  stands  in 
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all  of  these  cases  I do  not  know,  but  I am  cer- 
tain that  the  calcium  will  diminish  without 
there  being  any  acidosis  of  note.  It  is  purely 
from  the  practical  therapeutic  point  of  view 
that  we  have  pursued  this  subject  thus  far 
and  have  found  that  we  could  relieve  many  dis- 
agreeable symptoms  by  attending  to  the  cal- 
cium deficiency. 

Dr.  Oscar  Bodansky:  I think  it  ought  to 
be  mentioned  in  respect  to  the  blood  calcium, 
phosphorus,  and  protein  that  formulas  have 
been  devised  by  Peters  and  by  Greenwald 
showing  that  there  is  a relationship  among 
the  three  of  them — the  calcium  content  varies 
inversely  as  the  phosphorus  and  directly  as  the 
protein.  When  these  three  are  taken  into  ac- 
count the  agreement  of  findings  is  usually,  but 
not  always,  pretty  good — that  is,  the  blood 
chemistry  findings  are  in  accord  with  these 
formulas. 

Dr.  Harry  Gold  : I should  like  to  ask  Dr. 
Mosenthal  if  he  would  say  a few  words  about 
the  matter  of  diet  in  nephritis.  Is  there  any 
virtue  in  the  restriction  of  the  meat  intake  or 
the  protein  intake  in  any  case  of  chronic 
nephritis?  Is  there  any  merit  in  the  sugges- 
tion of  putting  patients  on  an  acid-ash  diet  in 
nephritis  with  edema?  Also,  should  fluids 
necessarily  be  restricted  in  a patient  with 
nephritis  and  edema,  or  do  these  patients  do 
better  even  though  they  have  a good  deal  of 
edema  if  one  allows  a liberal  supply  of  water — 
let  us  say,  IV2  L-  or  even  2 L.  a day?  One 
further  question,  does  physical  rest  play  an 
important  part  in  the  maintenance  of  renal 
function?  There  are  experiments  showing  that 
violent  physical  exercise  has  the  tendency  to 
depress  renal  function  and  reduce  the  clear- 
ance tests.  These  have  been  made  with 
normal  athletes.  I wonder  whether  a person 
with  a borderline  renal  insufficiency  might  not 
precipitate  serious  renal  failure  by  walking 
about  a good  deal  or  by  engaging  in  other 
physical  activities.  Is  there  any  experience  in 
regard  to  this  matter? 

Dr.  Mosenthal:  About  twenty-five  years 
ago  Von  Norden  dominated  the  treatment  of 
all  the  so-called  diseases  of  metabolism.  He 
advocated  a prolonged  lactovegetarian  diet 
whenever  albuminuria  occurred.  The  con- 
ception was  that  albuminuria  signified  renal 
insufficiency,  and  we  all  accepted  it.  That 
was  before  we  had  a test  for  renal  function 
except  the  specific  gravity  in  casual  specimens 
of  urine.  Then  Rowntree  and  Geraghty’s 
phenolsulfonephthalein  test  came  into  being, 
and  we  discovered,  much  to  our  amazement, 
that  a person  could  have  albumin  in  the  urine 


while  the  kidney  function  was  apparently 
normal.  Twenty-five  years  ago  we  began  with 
fear  and  trepidation  to  feed  a high  protein 
diet  to  patients  with  albuminuria.  We  were 
gratified  to  learn  that  this  remedied  their 
anemia,  increased  their  vigor  and  failed  to 
raise  their  blood  pressure  or  diminish  their 
renal  function.  This  practice  has  continued, 
and  a few  years  ago  we  fed  a high  protein  diet 
to  all  patients  until  the  blood  urea  nitrogen 
rose  as  high  as  40,  then  as  high  as  60  and,  to- 
day, contrary  to  what  I think  some  others 
would  do,  I allow  nephritic  patients  to  have 
all  the  meat  and  fish  and  eggs  they  want  until 
the  end  of  their  days.  As  I have  watched  the 
situation,  I think  that  is  the  proper  method  to 
pursue.  As  far  as  the  acid-ash  diet  is  con- 
cerned, we  do  know  that  an  acidosis  promotes 
diuresis,  but  whether  we  have  not  become 
overenthusiastic  in  this  regard  is  an  open 
question.  At  the  Post-Graduate  Hospital  I 
was  shown  a severe  acidosis  resulting  from  the 
routine  administration  of  ammonium  chloride. 

The  idea  of  giving  fluids  in  the  presence  of 
edema  is  based  on  the  fact  that  it  is  not  the 
fluid  intake  that  results  in  the  retention  of 
water  and  edema,  but  it  is  the  sodium.  Fluid 
can  be  taken  in  reasonable  amounts  without 
causing  an  increase  in  the  edema  provided 
sodium  salts  are  rigidly  restricted.  Somebody 
was  telling  me  only  a few  days  ago  that  the 
cardiologists  in  the  treatment  of  cardiac  failure 
were  doing  the  same  thing — giving  water  with- 
out salt  and  giving  it  freely. 

The  questions  of  physical  rest  and  exercise 
influencing  the  clearance  tests  can  well  be 
considered  together.  In  1915  I saw  a medical 
student  with  albuminuria,  and  I had  the  idea 
at  that  time  that  if  a person  had  albuminuria 
he  should  be  put  up  in  cotton  batting  and  a 
glass  case  and  looked  at  once  in  a while  to  see 
how  he  felt.  This  young  man  had  been  a 
patient  of  Dr.  Christian's  and  I corresponded 
with  Dr.  Christian  about  him.  He  said, 
“Why  don’t  you  let  him  go  ahead  and  do  his 
work?  His  albuminuria  is  going  to  pursue  the 
same  course  whether  he  is  active  or  whether  he 
is  not.”  Ever  since  then  I have  encouraged 
these  patients  to  lead  normal  fives  as  far  as 
possible.  The  results  have  been  gratifying 
because  life  becomes  worth  living,  and  the 
fortunate  optimism  that  chronic  nephritic* 
patients  have  right  down  to  the  very  end  can 
express  itself. 

Dr.  Tolstoi:  Would  you  care  to  say 
something  about  climate? 

Dr.  Mosenthal:  I think  Florida  is  a 
poor  climate  for  nephritic  and  cardiac  patients 
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because  of  the  humidity.  I think,  on  the 
whole,  they  do  best  with  the  comforts  of  their 
home  surroundings,  provided  they  are  prop- 
erly protected  from  the  weather  when  they  go 
outdoors.  The  ideal  experiment  would  be  to 
set  up  a series  of  air-conditioned  rooms  in 
which  the  nephritic  patient  could  live  and 
really  see  what  effects  would  ensue  when  the 
humidity  and  temperature  were  carefully  con- 
trolled. 

Dr.  F.  J.  Hughes:  I should  like  to  ask 
Dr.  Mosenthal  to  say  a word  about  the  con- 
trol of  itching  in  chronic  nephritis,  what  he 
does  for  it,  and  what  explanation  is  most 
likely? 

Dr.  Mosenthal:  I don’t  know  the  expla- 
nation. Lots  of  people  have  written  about  the 
itching,  and  I do  not  think  there  is  any  satis- 
factory answer.  It  may  be  that  with  the  com- 
pensatory polyuria  these  patients  have  they 
dry  out  their  skin  and  because  of  it  they  have 
the  itching. 

Dr.  Forkner:  In  patients  with  bilateral 
nephritis,  with  possible  pyelonephritis  on  one 
side,  what  are  the  chances  of  getting  into  the 
difficulty  of  a renal  shutdown  through  retro- 
grade pyelography? 

Dr.  Monsenthal:  If  they  have  marked 
renal  insufficiency,  I think  the  chances  of  a 
shutdown  have  to  be  recognized.  Patients 
with  hypertension  do  not  endure  retrograde 
pyelography  very  well.  We  have  not  observed 
any  serious  setbacks,  but  we  have  seen  severe 
reactions  in  checking  these  patients  by  uro- 
logic  procedures  so  that,  as  a result,  patients 
have  had  to  remain  in  the  hospital  for  three 
or  four  days. 

Dr.  Wheeler:  How  about  an  intrave- 
nous pyelogram?  Is  renal  insufficiency  a coun- 
terindication? 

Dr.  Mosenthal:  When  there  is  marked 
impairment  of  renal  function,  the  intravenous 
pyelogram  is  a useless  procedure.  I have  not, 
up  to  the  present,  witnessed  a severe  reaction 
in  connection  with  intravenous  pyelography. 

Summary 

Dr.  McKeen  Cattell:  In  chronic  neph- 
ritis we  have,  by  definition,  a condition  in 
which  irreversible  changes  are  present  in  the 
kidney,  and  therapy,  therefore,  resolves  itself 
into  the  problem  of  preventing  the  disease 
from  progressing  and  of  keeping  the  patient 
as  fit  as  possible.  The  treatment  is,  thus,  al- 
most entirely  symptomatic  and  is  directed  to- 
ward the  alleviation  of  disorders  associated 
with  albuminuria,  hypertension,  and  renal  in- 
sufficiency. 


For  the  albuminuria  we  have  no  cure,  but  it 
is  reduced  by  bed  rest.  The  associated  edema 
is  prevented  or  relieved  by  a high  protein 
diet — up  to  200  Gm.  or  more  per  day.  Beef 
serum,  egg  white,  beef  muscle,  beef  liver,  and 
casein  have  all  been  shown  to  be  effective. 
Gelatin  is  without  value,  and  transfusions  as 
a rule  do  not  help.  The  salt  intake  should  be 
restricted,  but  limitation  of  the  fluid  intake  is 
regarded  as  of  secondary  importance.  The 
elimination  of  fluid  is  promoted  by  diuretics, 
and  one  of  the  most  useful  of  these  is  urea, 
which  in  the  absence  of  elevated  blood  levels 
may  be  given  in  doses  of  10  Gm.  three  times  a 
day.  When  the  edema  is  advanced  and  crip- 
pling, recourse  is  had  to  the  mercurial  diuretics, 
which  are  recommended  despite  diseased  kid- 
neys. Their  effect  can  be  enhanced  by  the 
use  of  acid  salts,  which  are  employed  only 
when  necessary. 

The  mechanism  of  the  hypocalcemia  fre- 
quently observed  in  chronic  nephritis  was  dis- 
cussed and  the  association  with  high  blood 
phosphorus  and  depleted  albumin  levels  was 
noted,  but  no  agreement  was  reached  as  to  the 
primary  cause.  The  remedy  is  replacement 
therapy  or  calcium  by  mouth  or,  in  emergen- 
cies, by  vein.  Dihydrotachysterol  by  mouth 
is  also  efficacious. 

The  symtoms  of  uremia  may  to  a large  ex- 
tent be  controlled  by  the  prevention  of  hypo- 
calcemia, acidosis,  and  excessive  chloride  re- 
tention. 

For  hypertension  we  have  no  specific  treat- 
ment, but  a great  deal  can  be  accomplished 
by  attention  to  general  hygiene,  including 
both  physical  and  mental  aspects.  Thio- 
cyanate was  the  only  form  of  drug  therapy 
mentioned  as  having  possible  value. 

As  the  disease  progresses  an  anemia  tends 
to  develop,  an  occurrence  that  may  be  de- 
layed by  a high  protein,  high  caloric  diet. 
While  routine  anemia  therapy  (iron,  liver,  and 
vitamins)  is  usually  instituted,  it  accom- 
plishes but  little.  Repeated  transfusions  are 
efficacious  in  raising  the  blood  count  and  im- 
proving the  general  condition  of  the  patient, 
but  they  do  not  improve  renal  function  or 
relieve  the  symptoms  of  uremia. 

In  general,  it  is  recommended  that  few,  if 
any,  restrictions  be  placed  on  ordinary  ac- 
tivity, diet,  or  fluid  intake.  The  important 
matter  in  the  management  of  patients  with 
chronic  Bright’s  disease  is  meticulous  care  in 
symptomatic  treatment,  by  which  means  we 
may  prolong  life  and  maintain  these  patients 
as  active  and  useful  citizens  until  the  terminal 
stages  of  the  disease. 


Medical  News 


Speakers  on  Chemotherapy  Available  to  Medical  Groups 


TN  THE  October  15  issue  there  was  an  editorial 
T on  the  recent  conference  held  in  Albany  on 
the  use  of  the  sulfonamides  in  the  treatment  of 
disease.  The  program  of  the  meeting,  which 
was  attended  by  thirteen  experts  on  chemo- 
therapy from  some  of  the  larger  medical  centers 
throughout  the  East,  is  printed  below.  County 
societies  and  other  medical  groups  that  may  wish 
it  can  have  a course  dealing  with  every  aspect 
of  the  chemotherapy  of  sulfonamides  arranged 
for  them  through  the  Council  Committee  on 
Public  Health  and  Education. 

The  program  of  October  7 and  8 at  Albany 
was  as  follows: 

Chemistry,  absorption,  distribution,  conjugation, 
and  excretion  of  sulfonamides 

E.  K.  Marshall,  M.D. 
Baltimore 

Action  of  sulfonamides  on  bacteria  and  role  of 
immunity  in  the  response  to  chemotherapy 

Colin  MacLeod,  M.D. 
New  York  City 

The  approved  laboratory  in  New  York  State  in 
relation  to  chemotherapy 

John  K.  Miller,  M.D. 
Albany,  New  York 

Modes  of  administration  and  preparation  of  solu- 
tions 

W.  Barry  Wood,  Jr.,  M.D. 
Baltimore 


Toxicity  and  follow-up  of  patients 

Maxwell  Finland,  M.D. 
Boston 

Submission  of  written  questions  from  the  floor 
Round-table  discussion 

William  S.  McCann,  M.D. 
Rochester,  New  York 
The  clinical  use  of  gramicidin  and  penicillin 

Chester  S.  Keefer,  M.D. 
Boston 

Pneumonia 


Gonorrhea 


Norman  Plummer,  M.D. 
New  York  City 


C.  J.  Van  Slyke,  M.D. 
Washington,  D.  C. 
Infections  of  the  urinary  tract 

E.  P.  Alyea,  M.D. 
Durham,  North  Carolina 
Sulfonamides  in  surgery — local  and  general  use 
John  S.  Lockwood,  M.D. 
Philadelphia 

Use  of  sulfonamides  in  pediatrics 

Benjamin  W.  Carey,  M.D. 
Pearl  River,  New  York 
Treatment  of  meningitis 

John  H.  Dingle,  M.D. 
Boston 

Submission  of  written  questions  from  the  floor 
Round-table  Discussion 

George  M.  Mackenzie,  M.D. 
Cooperstown,  New  York 


Broome  County 

At  the  regular  meeting  of  the  society,  held 
October  14  in  the  auditorium  of  City  Hospital  in 
Binghamton,  the  society  decided  to  enroll  in  the 
Council  of  Social  Agencies  of  Broome  County  for 
the  coming  year.  It  was  reported  at  the  meeting 
that  a new  tuberculosis  clinic  had  been  opened  by 
the  State  Department  of  Health  in  Binghamton, 
Dr.  E.  R.  Dickson  to  be  in  charge.  This  step 
was  taken  as  a result  of  studies  made  by  the 
Tuberculosis  Conference  Committee,  set  up  last 
year  by  the  State  Department  of  Health,  with 
representatives  from  the  State  Charities  Aid 
Association,  the  State  Medical  Society,  the 
Metropolitan  Life  Insurance  Company,  and  the 
New  York  State  Department  of  Mental  Hy- 
giene. 

After  the  regular  meeting  Dr.  Peter  Irving, 
secretary  of  the  State  Society,  addressed  the 
members.  He  reviewed  the  activities  of  the 
State  Society  in  general,  stressing  in  particular 
certain  efforts  to  solve  present  urgent  problems. 
One  of  these  is  the  revision  of  the  school  health 
program.  Dr.  Irving  also  asked  that  experiences 
of  the  members  with  “direct  payments”  for 
medical  care  under  the  categories  of  relief  to  the 
aged,  blind,  and  dependent  children  be  reported 
to  the  county  society  committee  as  well  as  to  the 
local  health  officer  for  reference  after  the  period 
of  observation  is  over. 
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Cattaraugus  County 

Dr.  J.  Louis  Preston,  of  Salamanca,  died  on 
October  3 from  injuries  received  in  an  airplane 
accident  a few  days  before.  Dr.  Preston  was  52 
years  old.  Active  in  civic,  as  well  as  medical, 
organizations,  he  was  one  of  the  founders  of  the 
Western  New  York  Hospital  Service  Corporation 
and  a member  of  its  board  of  managers;  he  was 
also  one  of  the  organizers  of  the  Western  New 
York  Medical  Plan,  representing  the  county 
society  on  its  board  of  managers.  He  was  a past- 
president  of  the  society  and  had  practiced  medi- 
cine in  Salamanca  for  twenty-one  years. 

Columbia  County 

Dr.  Ralph  S.  Spencer,  Hudson  surgeon,  was 
elected  president  of  the  county  society  at  the 
annual  meeting  of  the  organization  held  October 
7 at  the  Hudson  City  Hospital.  The  meeting  was 
presided  over  by  Dr.  R.  P.  Harris,  retiring  presi- 
dent. 

Other  officers  elected  were:  vice-president — 

Dr.  Cecil  L.  Schultz,  of  Philmont;  secretary- 
treasurer — Dr.  Henry  C.  Galster,  Hudson,  re- 
elected; delegate  to  the  New  York  State  con- 
vention— Dr.  John  L.  Edwards,  Hudson;  cen- 
sors— Dr.  Clark  G.  Rossman,  Dr.  R.  P.  Harris, 
Hudson;  Dr.  Frank  C.  Maxon,  Chatham;  Dr. 
Henry  J.  Noerling,  Valatie;  and  Dr.  Leonard 
Carpenter,  Germantown. 
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The  business  meeting  with  the  election  of 
officers  was  in  the  morning,  and  members  of  the 
Association  were  guests  of  the  hospital  at  a 
luncheon.  Later,  Dr.  Harris  addressed  the 
group  and  gave  a demonstration  on  vitamin 
complex. 

Sound  motion  pictures  depicting  the  work  of 
Dr.  Tom  Spies,  of  Hillman  Hospital,  Birming- 
ham, Alabama,  were  shown  through  the  courtesy 
of  Squibb  and  Company. 

Members  of  the  county  association  from  Hud- 
son and  every  town  in  Columbia  County  at- 
tended the  annual  session.  The  group  meets 
twice  each  year,  and  the  next  meeting  is  sched- 
uled to  be  held  during  the  summer  of  1942. 

Erie  County 

Dr.  Joseph  C.  O’Gorman,  chairman  of  the 
publicity,  education,  and  speakers’  supply  com- 
mittee, reports  that  Thursday,  November  13, 
has  been  designated  as  the  “Fall  Clinical  Day 
and  Fifty-Year  Dinner,”  which  will  be  held  in 
the  Hotel  Statler,  Buffalo. 

The  afternoon  will  be  devoted  to  a scientific 
program  by  three  nationally  outstanding  mem- 
bers of  the  profession.  Following  this  will  be  a 
“refreshment  and  get-acquainted  hour,”  and  the 
evening  will  be  devoted  to  honoring  the  forty-odd 
members  who  have  practiced  medicine  for  fifty 
years  or  more. 

The  meeting  of  the  Buffalo  Academy  of  Medi- 
cine on  October  29  was  devoted  to  the  general 
practitioners  who  comprise  the  majority  of  the 
physicians  practicing  in  Erie  County.  Three 
local  physicians  each  presented  subjects  of  spe- 
cific interest  to  the  general  practitioner,  including 
rectal  conditions,  the  new  sulfa  drugs,  and  vari- 
cose veins. 

The  Regional  Maternal  Welfare  Teaching  Day 
was  held  at  the  University  of  Buffalo  Medical 
School  on  October  16.  It  was  presented  under 
the  auspices  of  the  Maternal  Welfare  committees 
of  Erie,  Niagara,  Chautauqua,  Cattaraugus, 
Genesee,  and  Wyoming  county  medical  societies; 
the  University  of  Buffalo  School  of  Medicine; 
the  Division  of  Maternity,  Infancy  and  Child 
Hygiene  of  the  New  York  State  Department  of 
Health;  and  the  Medical  Society  of  the  State  of 
New  York. 

The  program  was:  “Maternal  Mortality 
Investigation  in  Buffalo,”  by  Dr.  Louis  A.  Siegel; 
“Treatment  of  the  Toxemias  of  Pregnancy,”  by 
Dr.  Francis  C.  Goldsborough ; “Diagnosis  and 
Treatment  of  Bleeding  in  the  Third  Trimester,” 
by  Dr.  Herbert  Burwig;  “Treatment  of  Post- 
Partum  Hemorrhage,”  by  Dr.  Hugh  C.  Mc- 
Dowell; “Technique  of  Breech  Extraction,”  by 
Dr.  Milton  G.  Potter;  and  “Forceps  Technique,” 
by  Dr.  Edward  G.  Winkler. 

Dr.  Walter  S.  Goodale,  superintendent  of  the 
Edward  J.  Meyer  Memorial  Hospital,  died  of  a 
heart  attack  on  October  8 at  his  home  in  Buffalo. 
He  was  66  years  old.  Among  the  policies  that 
Dr.  Goodale  inaugurated  and  which  commanded 
national  attention  were  the  establishment  of  a 
special  division  of  communicable  diseases  within 
the  hospital,  full-time  services  in  the  medical, 
surgery,  and  laboratory  departments,  and  a de- 
partment of  surgical  research  and  the  develop- 
ment at  the  hospital  of  the  physical  therapy  de- 
partment and  alcoholic  and  psychiatric  wards. 


Greene  County 

Dr.  R.  Reudemann,  Jr.,  of  Albany,  was  the 
guest  speaker  at  the  annual  meeting  of  the 
county  society  which  was  held  on  October  14  in 
the  Memorial  Hospital  in  Catskill.  His  subject 
was  “The  Diagnosis  and  Management  of  the 
More  Common  Skin  Diseases  in  General  Prac- 
tice.” 

Dr.  Herbert  F.  Weinauer,  delivered  the  an- 
nual presidential  address  and  the  election  of 
officers  was  held. 

Dr.  Herbert  Weinauer,  president  of  the  county 
society,  explained  why  he  is  in  favor  of  the  public 
health  nursing  project  at  the  meeting  of  the 
supervisors  on  October  13,  in  compliance  with  a 
resolution  passed  by  the  Greene  County  Tubercu- 
losis and  Public  Health  Association  at  their  last 
meeting.  They  requested  him  to  speak  on  the 
project  from  his  own  practical  experience. 

Miss  Clara  Marciano,  public  health  nurse,  has 
been  serving  a population  of  approximately  5,000 
persons  in  Windham,  Ashland,  Prattsville,  and 
Durham,  giving  a service  such  as  the  association 
is  proposing  for  the  county,  with  each  nurse  living 
in  and  serving  a community  of  that  size. 

If  Greene  County  will  appropriate  $4,059,  the 
State  Department  of  Health  will  match  this  fund 
with  another  $4,059;  then  Greene  County  can 
employ  three  public  health  nurses.  In  order  to 
have  the  county  adequately  covered  with  public 
health  nurses,  the  State  Department  of  Health 
will  place  two  more  nurses  there  without  any 
additional  expense  to  the  county. 

Figures  presented  at  the  meeting  showing 
costs  of  tuberculosis  cases  not  discovered  earljr 
enough  for  early  cure  demonstrated  the  saving 
in  human  values  and  taxes  when  an  adequate 
program  of  prevention,  treatment,  and  cure  is 
carried  out  by  public  health  nurses  in  cooperation 
with  the  doctors. 

Jefferson  County 

At  the  regular  monthly  meeting  of  the  county 
society  held  on  October  9 at  the  Black  River 
Valley  Club  in  Watertown,  Dr.  William  W.  Hall 
discussed  “The  Present  Status  of  Diabetes.” 
Dr.  Frederic  R.  Calkins,  president,  presided  at 
the  meeting,  which  was  attended  by  45  members 
and  which  was  preceded  by  a dinner. 

Kings  County 

The  Kings  County  and  South  Brooklyn  Medi- 
cal societies  are  collaborating  with  the  Health 
Department  in  a community  experiment  that 
stresses  the  control  and  cure  of  tuberculosis  in  the 
early  stages  of  the  disease. 

A section  of  South  Brooklyn  has  been  tempo- 
rarily designated  as  the  grounds  for  the  experi- 
mental project  which  will  start  early  in  Decem- 
ber. 

Outlining  tentative  plans  for  the  experiment  at 
a meeting  of  the  Tuberculosis  Sanatorium  Con- 
ference of  Metropolitan  New  York  at  the  Kings 
County  Hospital,  Dr.  Alfred  E.  Shipley,  emeritus 
professor  of  preventive  medicine  of  Long  Island 
College  of  Medicine,  said  that  a letter  will  be 
prepared  under  the  joint  heading  of  both  medical 
societies  and  will  be  sent  to  doctors  in  the  South 
Brooklyn  area. 

The  doctors,  in  turn,  will  urge  their  patients 
and  friends  to  come  in  for  x-ray  examinations 


2158 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


and  then  report  their  findings  to  a central  head- 
quarters. 

The  annual  meeting  of  the  Brooklyn  Urological 
Society  will  be  held  on  Monday  evening,  Novem- 
ber 10,  1941,  at  9:00  p.m.  at  the  Kings  County 
Medical  Society  Building. 

The  guest  speaker  will  be  Dr.  Leon  Herman, 
of  Philadelphia,  professor  of  urology  in  the 
Graduate  School  of  Medicine  of  the  University  of 
Pennsylvania.  He  will  discuss  “Difficult  and 
Obscure  Urological  Problems.” 

Monroe  County 

The  county  society,  the  University  of  Roches- 
ter Medical  School,  and  the  Education  Com- 
mittee of  the  State  Medical  Society  are  cooper- 
ating this  year  for  the  first  time  in  sponsoring  a 
Postgraduate  Institute  on  November  11,  12,  and 
13.  (See  page  2164  for  the  complete  program.) 

New  York  County 

Dr.  James  Frederick  Rogers  and  Dr.  Haven 
Emerson  were  honored  at  a testimonial  dinner  at 
the  American  School  Health  Association  Conven- 
tion held  in  Atlantic  City  on  October  13. 

Dr.  Louis  Faugeres  Bishop  died  at  his  home 
in  New  York  City  on  October  6.  Dr.  Bishop, 
who  was  77  years  old,  had  practiced  medicine  in 
New  York  City  for  over  forty  years.  Since  1908 
he  had  devoted  his  time  entirely  to  diseases  of 
the  heart  and  blood  vessels. 

Dr.  Eugene  F.  DuBois,  retiring  as  physician- 
in-chief  of  the  New  York  Hospital  and  professor 
of  medicine  at  Cornell  Medical  College,  was 
honored  by  250  physicians  at  a dinner  at  the 
Waldorf-Astoria  in  New  York  City  on  October  9. 
Dr.  DuBois,  an  authority  on  metabolism,  is  con- 
tinuing as  professor  of  physiology  at  the  college. 

The  American  Social  Hygiene  Association 
arranged  a dinner  on  October  11  to  mark  the 
thirtieth  anniversary  of  the  announcement  of  the 
discovery  of  salvarsan  by  Dr.  Paul  Ehrlich. 
Mrs.  Ehrlich  was  the  guest  of  honor  on  this  occa- 
sion. Among  the  speakers  was  Dr.  Thomas 
Parran,  Surgeon  General  of  the  U.  S.  Public 
Health  Service. 

Nassau  County 

Nassau  County  is  in  a singularly  vulnerable 
position  if  trouble  should  start,  says  the  Nassau 
Medical  News.  It  contains  vital  defense  indus- 
tries of  considerable  magnitude;  it  is  the  home  of 
Mitchel  Field But  more  than  that:  Nas- 

sau County  is  on  the  direct  line  of  flight  to  New 
York  City  from  any  point  to  the  East.  Nassau 
must  be  prepared  to  care  for  its  own  casualties. 

The  Office  of  the  State  Director  of  Civilian 
Defense  in  New  York  State,  through  Major 
General  John  F.  O’Ryan,  recently  addressed  a 
question  to  the  Nassau  County  Defense  Council 
asking  whether  the  hospitals  of  Nassau  County 
had  on  hand  reserve  medical  stores  for  a possible 
1,500  casualties  in  one  day 

The  Nassau  County  Medical  Society  sees  five 
vital  steps  necessary  in  the  care  of  civilian  casual- 
ties: first,  there  must  be  medical  men  immedi- 
ately available  at  the  scene  of  the  disaster; 
second,  these  doctors  must  have  adequate  ma- 
terials and  supplies  made  available  to  them 
when  they  arrive;  third,  transportation  to  hos- 


pitals must  be  provided  for  the  more  seriously 
injured;  fourth,  doctors  must  be  at  the  hospitals 
to  take  care  of  these  patients  when  they  are 
brought  in;  finally,  the  hospitals  must  have  im- 
mediately available  the  reserve  medical  stores 
needed  in  an  emergency. 

The  society  has  completed  its  plan  whereby 
doctors  would  be  available  at  once  both  at  the 
scene  of  disaster  and  at  the  hospitals.  The  other 
three  steps  must  be  taken  by  other  official  and 
voluntary  agencies. 

Oneida  County 

The  regular  monthly  meeting  of  the  county 
society  was  held  on  October  14  at  the  Oneida 
County  Hospital  in  Rome.  Luncheon  was 
followed  by  this  scientific  program : “Carcinoma 
of  the  Penis,”  by  Dr.  John  Fitzgerald,  “Appendi- 
citis from  Pin  Worms”,  by  Dr.  W.  Theodore 
Wheeler;  interesting  case  reports  and  general 
discussion.  Dr.  J.  B.  Lawler,  president,  pre- 
sided. 

Onondaga  County 

Dr.  Garrison  L.  Brown  has  just  completed  sixty 
years  of  practice  in  Euclid.  Eighty-seven  last 
June,  Dr.  Brown  is  still  going  strong  according 
to  the  Syracuse  Herald  of  October  5.  Dr.  Brown 
is  the  oldest  active  member  of  the  Onondaga 
Medical  Society  and  one  of  its  first  presidents  a 
half  century  ago. 

“Examining  the  Town”  in  a recent  Onondaga 
Bulletin  carried  the  following  paragraph: 

“One  of  the  busiest  men  during  the  summer 
months  was  O.  W.  H.  Mitchell  arranging  many 
an  important  meeting  under  the  guidance  of  the 
New  York  State  Medical  Society.  Only  a few 
can  fully  appreciate  what  he  has  done  in  this 
capacity.” 

During  October  the  following  broadcasts  were 
arranged  by  the  medical  society:  “The  School 

Child  and  Its  Health”  by  Dr.  Ralph  R.  Scobey 
on  October  3,  “Burns”  by  Dr.  Leonard  M. 
Aquilino  on  October  10,  “The  M.D.  and  National 
Defense”  by  Dr.  Edward  S.  Van  Duyn  on  Octo- 
ber 17,  “Kidney  Stones”  by  Dr.  Ephraim  J. 
Goldman  on  October  24,  and  “Anemia”  by  Dr. 
Ellery  G.  Allen  on  October  31. 

Ontario  County 

The  regular  fourth  quarterly  meeting  of  the 
county  society  was  held  at  the  Canandaigua 
Hotel  on  October  14. 

The  business  meeting  preceded  the  dinner  after 
which  there  was  a scientific  session.  A talk  was 
given  on  “Diseases  of  the  Skin — in  Color,”  by 
Dr.  Leon  H.  Griggs,  associate  professor  of  derma- 
tology, Syracuse  University. 

Otsego  County 

The  regular  quarterly  meeting  of  the  Otsego 
County  Medical  Society  was  held  on  September 
24,  at  the  Hotel  Oneonta  in  Oneonta.  Pre- 
liminary steps  were  taken  to  recommend  a 
medical  adviser,  chosen  from  society  members,  to 
act  as  go-between  for  practicing  physicians  and 
the  County  Welfare  Department  in  the  handling 
of  indigent  patients.  At  the  scientific  session,  a 
paper,  illustrated  by  lantern  slides,  was  given  by 
Dr.  John  Latcher,  of  Oneonta,  on  the  subject: 

‘ ‘Endometriosis.  ” 
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Rockland  County 

The  fall  meeting  of  the  county  society  was 
held  at  the  Letchworth  Village,  Thiells,  New 
York,  on  September  24. 

The  speaker  of  the  afternoon  was  Dr.  Morris 
Kellogg  Smith,  F.A.C.S.,  attending  surgeon  at 
St.  Luke’s  and  New  York  hospitals.  Dr.  Smith 
delivered  a most  interesting  talk  on  “The  Medi- 
cal and  Surgical  Treatment  of  Thyroid  Disease.” 

Following  the  scientific  session  and  adjourn- 
ment of  the  meeting,  the  members  retired  to  the 
dining  room  where  a collation  was  greatly  en- 
joyed.— William  J.  Ryan,  M.D.,  Secretary. ' 

St.  Lawrence  County 

Members  of  the  county  society  held  their 
annual  dinner  meeting  at  the  Arlington  Inn, 
Potsdam,  on  October  9.  A business  and  scien- 
tific session  followed  the  dinner. 

Dr.  W.  J.  Baldwin,  of  Potsdam,  was  elected 
president  to  succeed  Dr.  U.  R.  Plante.  Other 
officers  chosen  were  Dr.  F.  E.  Clark,  Ogdensburg, 
vice-president;  Dr.  Robert  Reynolds  and  Dr. 
J.  McNulty,  both  of  Potsdam,  re-elected  secre- 
tary and  treasurer;  Dr.  M.  J.  Stearns,  Ogdens- 
burg, Dr.  Frederick  Mason,  Massena,  and  Dr. 
Robert  Reynolds,  censors. 

Retiring  President  Plante  spoke  on  “Acne- 
bulgaris,”  skin  disease,  as  part  of  the  program. 

Seneca  County 

The  members  of  the  county  society  were  guests 
of  the  staff  of  the  Willard  State  Hospital  for  their 
annual  meeting  October  2. 

At  this  meeting  the  fee  for  home  calls  was  in- 
creased from  $2.00  to  a minimum  of  $2.50  and  the 
fee  for  office  calls  was  raised  from  $1.00  to  a 
minimum  of  $1.50. 

An  amendment  to  the  bylaws  was  introduced 
to  reduce  the  number  of  yearly  meetings  from  ten 
to  four. 

Dr.  K.  S.  Landauer,  of  Geneva,  showed  some 
pictures  and  held  an  interesting  bull  session  on 
“Diagnosis  and  Treatment  of  Allergic  Diseases.” 

To  take  office  January  1 are  the  following: 
president,  Dr.  G.  M.  Brandt,  Seneca  Falls; 
vice-president,  Dr.  R.  E.  Wallace,  Seneca  Falls; 
secretary-treasurer,  Dr.  D.  B.  Walker,  Waterloo; 
delegate  to  State  Society,  Dr.  Arthur  Baldwin, 
Waterloo;  alternate  delegate,  Dr.  G.  M.  Brandt, 
Seneca  Falls;  delegate  to  Seventh  District 
Branch,  Dr.  A.  Letellier,  Seneca  Falls;  and 
alternate  delegate,  Dr.  J.  E.  Allen,  Seneca  Falls. 

The  Public  Health  Committee  of  the  county 
society,  through  its  chairman,  Dr.  Duane  B. 
Walker,  has  organized  a series  of  clinics  to  cover 
every  village  and  town  in  the  county.  Dr.  Don 
Griswold,  district  health  officer,  warns  that  “with 
the  advent  of  cold  weather,  communicable  dis- 
ease may  make  its  appearance  and  it  is  part  of 
good  judgment  for  every  citizen,  migrant  worker, 
and  resident  alike  to  be  immunized  as  far  as  pos- 
sible.” 

Schenectady  County 

The  county  society  held  a symposium  on  cancer 
at  a meeting  in  the  auditorium  of  Nurses’  Home, 
Ellis  Hospital,  October  7. 

Members  of  the  society  who  spoke  and  their 
subjects  include:  Dr.  Arthur  Q.  Penta,  “Carci- 
noma of  the  Larynx,  a Case  Presentation”;  Dr. 


C.  L.  Morave,  “Primary  Carcinoma  of  the  Gall- 
Bladder”;  Dr.  W.  M.  Brown,  “Gastric  Cancer”; 
Dr.  F.  F.  McGauley,  “Carcinoma  of  the  Large 
Intestine”;  Dr.  J.  M.  Blake,  “Cancer  of  the 
Lung”;  Dr.  H.  L.  Traenkle,  “Treatment  of  Can- 
cer of  the  Skin”;  and  Dr.  C.  M.  Zaia,  “Medical 
Care  for  the  Advanced  Cancer  Patient.” 

Steuben  County 

Members  of  the  county  society  are  being  given 
a course  of  lectures  on  traumatic  surgery  at 
Bath.  The  lectures  are  given  by  surgical  men  of 
New  York  City,  sponsored  by  the  Council  Com- 
mittee on  Public  Health  and  Education  of  the 
State  Medical  Society. 

The  two  remaining  lectures  in  the  series  are: 
November  6,  “Treatment  of  Femur  and  Humerus 
Fractures,”  W.  D.  Ludlum,  Jr.,  New  York  City: 
November  13,  “Nerve  and  Tendon  Injuries,” 
Ernest  Lampe,  New  York  City. 

Suffolk  County 

The  Suffolk  County  Tuberculosis  and  Public 
Health  Association  celebrated  its  twenty-first 
birthday  on  September  25  at  the  Patchogue 
Hotel. 

The  celebration  was  the  occasion  for  the  pres- 
entation by  the  association  to  Dr.  William  H. 
Ross,  of  Brentwood,  first  president  of  the  associa- 
tion, of  a citation  for  public  service.  The  cita- 
tion was  presented  by  Surrogate  Richard  W. 
Hawkins,  who  praised  Dr.  Ross  for  his  “far- 
sighted leadership  and  unselfish  service.” 

Among  those  present  were  the  three  men  who 
first  proposed  the  establishing  of  the  Suffolk 
Sanatorium  before  the  Suffolk  Medical  Society 
in  1912.  These  were:  Dr.  Ross,  Dr.  Frank 
Overton,  of  Patchogue,  and  George  Nelbach,  ex- 
ecutive secretary  of  the  Tuberculosis  Division  of 
the  State  Charities  Aid  Association.  Of  the  6 
original  officers  4 were  present  and  of  19  original 
directors  8 were  present. 

Sullivan  County 

The  following  lectures  conclude  a pediatrics 
series  that  began  October  15:  November  5, 

“Rheumatic  Fever  and  Heart  Disease”  at  Work- 
men’s Circle  Sanatorium,  Liberty,  New  York, 
bjr  Dr.  Albert  D.  Kaiser,  associate  professor  of 
pediatrics,  Rochester  University  School  of 
Medicine;  November  12,  “Poliomyelitis — Prac- 
tical Suggestions  in  the  Treatment  and  Care  of  a 
Poliomyelitis  Case”  at  Monticello  Hospital, 
Monticello,  New  York,  by  Dr.  Francis  Carr, 
New  York  City;  November  19,  “The  New  York 
State  Program  for  the  Rehabilitation  of  Handi- 
capped Children”  at  Lenape  Hotel,  Liberty,  New 
York,  by  Dr.  Francis  Carr,  New  York  City;  and 
November  26,  “Infectious  Diseases  of  Child- 
hood” at  the  home  of  Dr.  Harry  Golembe,  111 
Champlin  Avenue,  Liberty,  New  York,  by  Dr. 
A.  C.  Silverman,  professor  of  clinical  pediatrics, 
Syracuse  University  College  of  Medicine. 

Tioga  County 

Dr.  John  B.  Schamel,  of  Waverly,  has  been 
nominated  for  the  presidency  of  the  county 
society.  Officers  will  be  elected  in  Decem- 
ber. 

Others  nominated  are  as  follows:  vice-presi- 
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dent,  Dr.  Hiram  Knapp,  Jr.,  of  Newark  Valley; 
secretary-treasurer,  Dr.  Ivan  N.  Peterson,  of 
Owego;  delegates  to  state  convention,  Dr.  Cor- 
bett Johnson,  of  Spencer;  alternate  delegate,  Dr. 
Frederick  K.  Shaw,  of  Waverly;  censors,  Drs. 
F.  H.  Spencer  and  Frederick  A.  Carpenter,  both 
of  Waverly. 

Tompkins  County 

At  a meeting  of  the  county  society  in  Ithaca  on 
October  9,  Dr.  Robert  A.  Anderson,  of  New  York 
City,  gave  a talk  on  nasal  allergy  to  a crowded 


house — 76  in  number. — Willets  Wilson,  Secre- 
tary. 

Wayne  County 

The  October  meeting  of  the  county  society  was 
held  at  the  Hotel  Wayne  in  Lyons  on  October  14. 
Dr.  William  J.  Orr,  professor  of  pediatrics  at  the 
University  of  Buffalo  College  of  Medicine,  spoke 
on  “Modern  Concept  and  Treatment  of  Polio- 
myelitis.” “Moving  X-Rays,”  a movie,  was 
shown,  and  the  report  of  the  nominating  com- 
mittee was  given. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Louis  F.  Bishop 

77 

P.  & S.  N.  Y. 

October  6 

Manhattan 

Frank  R.  Coe 

83 

N.  Y.  Univ. 

October  7 

Warners 

Walter  Fischbein 

47 

Frankfurt 

August  24 

Woodmere 

John  C.  Frey 

45 

Syracuse 

October  8 

Syracuse 

Frederick  H.  Goddard 

77 

Western  Reserve 

October  12 

Rochester 

Walter  S.  Goodale 

66 

Buffalo 

October  8 

Buffalo 

George  McK.  Hall 

69 

Buffalo 

October  2 

Buffalo 

Frank  P.  Hough 

82 

Jefferson 

July  10 

Binghamton 

Francis  J.  McKown 

69 

Albany 

October  9 

Carmel 

George  T.  McMurray 

57 

L.  I.  C.  Hospital 

October  6 

Farmingdale 

Charles  G.  Pease 

86 

N.  Y.  Horn. 

October  7 

Manhattan 

J.  Louis  Preston 

52 

Univ.  & Bell. 

October  3 

Salamanca 

Charles  Slater 

38 

Glasgow 

October  2 

South  Ozone  Park 

ADVANTAGES  OF  COUNTY  SOCIETY  MEMBERSHIP 


The  Special  Committee  on  New  Members  of 
the  New  York  County  Society  sums  up  the  ad- 
vantages of  membership  admirably  in  a recent 
report  as  follows: 

The  strength  of  the  profession  lies  in  its 
solidarity  and  fellowship.  Membership  in  the 
society  has  many  varied  advantages  and  values, 
both  professional  and  educational.  It  gives 
professional  prestige;  you  have  the  assurance 
of  ethical  standing  and  professional  responsi- 
bility to  the  public,  the  law,  and  the  profes- 
sion. 

In  addition  to  serving  the  educational  needs  of 
the  doctor,  the  Medical  Society  of  the  County  of 
New  York  engages  in  a wide  range  of  advisory 
service  in  collaboration  with  members  of  the 
municipal,  state  and  federal,  and  welfare  organ- 
izations on  various  aspects  of  public  health  and 
welfare. 

It  affords  active  membership  in  the  Medical  So- 
ciety of  the  State  of  New  York  and  the  American 
Medical  Association;  it  offers  admission  and  par- 
ticipation in  annual  meetings  of  the  state  and 
national  societies;  it  cooperates  in  the  giving  of 
refresher  courses  and  graduate  study  courses;  and 
at  the  same  time  gives  the  members  an  oppor- 
tunity to  express  their  viewpoint  and  aid  in  direct- 
ing organized  medical  activities.  You  get  the 
benefit  of  your  officers  and  committeemen  work- 
ing for  a common  interest,  collectively  solving 


problems  impossible  of  solution  by  individual 
physicians. 

You  receive  the  New  York  Medical  Week;  the 
Medical  Directory;  the  semi-monthly  scientific 

Sublication,  The  New  York  State  Journal  of 
Iedicine;  an  opportunity  to  obtain  group  health 
and  accident  insurance  at  a very  reduced  rate; 
and  the  right  to  free  legal  defense  and  low  cost 
indemnity  insurance  against  malpractice  claims. 

You  have  individual  service  and  protection  in 
Workmen’s  Compensation  cases;  you  have  pro- 
tection for  yourself  and  your  patients  in  exposing 
charlatans,  fraudulent  schemes,  and  illegal  prac- 
titioners through  local  enforcement  agencies  and 
other  legal  contacts  of  medicine. 

Membership  in  your  county  society  is  necessary 
for  certification  by  the  national  specialty  qualify- 
ing boards;  many  hospitals  require  county  so- 
ciety membership  for  staff  appointment. 

It  goes  without  saying  in  these  trying  times 
that  the  profession  belongs  together  as  a unified 
body  of  ladies  and  gentlemen,  able,  willing,  and 
cooperative  with  one  another  to  such  a degree 
that  the  cost  of  participation  in  the  New  York 
County  Medical  Society  membership  is  a privi- 
lege and  a duty  which  must  and  will  pay  its 
dividends  by  an  enlightened  and  healthy  com- 
munity furnishing  high  type  medical  standards. 

We  invite  your  immediate  attention  for  your 
own  and  our  own  good. 


Hospital  News 


Hospital  Bed  Facilities  in  the  U.  S.  A. 

THE  most  widespread  survey  ever  made  of 
hospital  bed  facilities  in  the  United  States 
reveals  that  1,282,785  beds  were  available  in 
9,614  institutions  for  the  medical  care  of  the 
American  people  in  1939,  according  to  a Sep- 
tember release  by  the  Census  Bureau  of  the  De- 
partment of  Commerce. 

The  country’s  6,991  hospitals  and  sanatoriums 
provided  the  great  bulk  of  this  care — 355,145,063 
patient-days  or  the  equivalent  of  one  weekend 
stay  in  a hospital  each  year  for  every  person  in 
the  United  States.  Infirmaries  and  nursing,  con- 
valescent, and  rest  homes  provided  the  re- 
mainder. 

Hospitals  and  sanatoriums  had  1,186,262 
beds — 92  per  cent  of  the  nation’s  total.  Census 
Bureau  figures  show  that  the  average  hospital 
had  169  beds  and  served  5,000  families. 

Hospital  facilities  for  the  country,  however, 
were  well  below  the  “minimum  requirements  for 
adequate  medical  service”  set  up  in  1933  by  the 
Committee  on  the  Costs  of  Medical  Care. 
Here’s  how  the  number  of  hospital  beds  per 
10,000  population  compares: 


Beds  Available 


General  38 

Tuberculosis  6 

Mental  46 

Total  90 


Beds  Needed 
46 
14 
56 
116 


To  meet  this  minimum  of  116  beds  per  10,000 
population,  the  United  States  would  have  to 
build  2,000  more  average-size,  170-bed  hospitals. 

Even  counting  in  all  the  beds  available  in  in- 
firmaries and  nursing,  convalescent,  and  rest 
homes,  the  Census  figures  show  that  twenty-six 
states  had  inadequate  hospital  facilities — fewer 
than  100  beds  per  10,000  population.  Eighteen 
states  had  between  100  and  124  beds — approxi- 
mately adequate  facilities.  Massachusetts,  New 
York,  Colorado,  Maryland,  and  the  District  of 
Columbia  had  good  facilities — more  than  124 
beds  per  10,000  population.  New  York  State 
alone  had  192,345  medical-care  beds — more  than 
one-seventh  of  the  nation’s  total. 

Even  existing  facilities  are  not  being  used  fully, 
the  Census  Bureau  Survey  indicated.  Allowing 
a margin  of  reserve  for  epidemic  peaks,  the  Com- 
mittee on  the  Cost  of  Medical  Care  estimated 
that  general  hospitals  would  operate  most  ef- 
ficiently with  an  occupancy  of  80  per  cent;  men- 
tal and  tuberculosis  hospitals,  with  an  occupancy 
of  90  per  cent. 

In  1939,  general  hospitals  were  operating  at  70 
per  cent  of  capacity,  tuberculosis  hospitals  at  85 
per  cent,  and  mental  hospitals  at  95  per  cent. 
The  Census  Bureau  noted  that  many  mental 
hospitals  are  overcrowded  because  of  rapidly  in- 
creasing hospitalization  for  this  type  of  illness. 
Although  only  594  hospitals — less  than  1 in  10 — 
were  for  nervous  and  mental  patients,  they  had 
602,850  beds — more  than  one-half  of  the  total 
for  all  types  of  patient. 

Approximately  77  per  cent  of  the  care  rendered 
in  1939  was  in  state,  local,  and  federal  govern- 


ment-controlled hospitals;  20  per  cent  in  non- 
profit institutions ; and  3 per  cent  in  proprietary 
institutions,  the  Census  Bureau  noted. 


Average  Stay  per  Patient  in  General 
Hospitals,  1940 


AS  PART  of  the  exhibit  of  the  American  Medi- 
f*-  cal  Association  at  the  Cleveland  meeting 
in  June  there  was  a chart  showing  the  average 
stay  per  patient  in  general  hospitals  in  1940  ac- 
cording to  the  types  of  hospitals  involved,  says 
the  Nassau  County  Bulletin. 

Days 


Government  Hospitals: 

Federal  31.3 

County  ' 19.4 

State  18.1 

City  15.6 

City-County  15.0 

Non  Proprietary: 

Association  10 . 7 

Church  10 . 5 

Proprietary: 

Corporation  8 . 7 

Individual  and  Partnership  7.8 


Newsy  Notes 

Dr.  Robert  E.  Plunkett,  of  Troy,  general  super- 
intendent of  the  tuberculosis  hospitals  of  the 
state,  has  been  named  by  the  Republic  of  Colom- 
bia as  consultant  in  the  construction  of  a new 
tuberculosis  hospital  in  that  country. 

Dr.  Plunkett  will  assist  the  architect  designing 
the  building  in  working  out  details  and  in  finding 
a suitable  location  for  the  structure.  Colombia 
is  the  fourth  South  American  country  to  receive 
Dr.  Plunkett’s  aid  in  their  efforts  to  fight  tuber- 
culosis. Other  countries  he  has  aided  are 
Bolivia,  Dominican  Republic,  and  Argentina. 


E.  W.  Jones,  director  of  Albany  Hospital  and 
president  of  the  Hospital  Association  of  North- 
eastern New  York,  in  an  address  before  the  Mas- 
sachusetts Hospital  Association  at  Pittsfield  od 
October  3,  said  that  his  experience  has  shown  him 
that  hospitals  are  “the  least  understood  by  the 
general  public  of  all  our  social,  health,  business, 
industrial,  or  public  utility  organizations.” 

He  added  that  hospitals  can  tell  their  story 
through  cooperative  relations  with  local  news- 
papers, telling  the  hospital’s  story  to  the  civic, 
social,  and  church  organizations,  and  bj'  urging 
hospital  employees  to  help  improve  public  rela- 
tions. Constant  contact  with  the  community 
is  essential,  he  said. 

“The  hospital  that  maintains  an  aloof,  secre- 
tive attitude,  refusing  to  tell  its  story  and  to 
cooperate  with  all  agencies,  will  become  a mys- 
terious, fearsome  place  from  which  people 
shrink,”  he  remarked. 
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Dr.  John  D.  Stewart,  member  of  the  surgical 
staff  of  the  Massachusetts  General  Hospital  and 
of  the  faculty  of  Harvard  Medical  School,  has 
accepted  the  position  of  full-time  surgeon-in- 
chief of  the  Edward  J.  Meyer  Memorial  Hospital 
at  Buffalo  and  professor  of  surgery  in  the  Uni- 
versity of  Buffalo  Medical  School. 


To  prevent  the  landlord  from  taking  over 
operation  of  Yonkers  Professional  Hospital,  the 
institution’s  board  of  directors  has  agreed  to  a 
higher  rent  schedule  and  will  assume  responsi- 
bility for  whatever  deficit  may  result  from  in- 
creased rent,  Dr.  John  A.  Faiella,  board  presi- 
dent, disclosed  on  October  3. 


The  dedication  ceremonies  of  the  new  $700,- 
000  Hillside  Hospital,  were  held  on  October  19. 
The  site  of  the  mental  hospital  is  at  263rd  Street 
and  Union  Turnpike,  Queens,  Long  Island. 

Originally,  the  Hillside  Hospital  was  located  in 
Hastings  and  the  directors  had  asked  the  Village 
Board  for  permission  to  build  an  additional  wing 
to  the  property  which  was  located  just  above 
Reynolds  Field. 

With  the  refusal  of  the  Board  to  grant  such 
authority,  because  of  Village  zoning  laws,  the 
hospital  was  moved  from  Hastings  last  year. 

• • • 

Dr.  Vincent  Haight,  of  Buchanan,  has  been 
unanimously  elected  president  of  the  Medical 
Board  of  the  Peekskill  Hospital  to  succeed  Dr. 
B.  R.  Lowery  whose  term  has  expired.  The  con- 
sulting staff  and  the  courtesy  staff  of  the  Peeks- 
kill Hospital  were  reappointed. 

Other  officers  elected  were:  vice-president, 
Dr.  Nathaniel  Blumenkranz;  secretary,  Dr.  Leo 

V.  Feichtner  (re-elected) ; treasurer,  Dr.  Willard 

W.  Sweet,  Jr.  (re-elected) ; executive  officer,  Dr. 
Theodore  Trousdale;  Supervisory  Committee: 
Dr.  Nathaniel  Blumenkranz,  Dr.  Frederick 
Rauch,  and  Dr.  Hyman  Millman  (re-elected). 


Sixteen  hundred  babies  have  been  born  at 
Monticello  Hospital  since  it  opened  in  1923.  A 
dollar  contribution  to  the  hospital  for  each  of 
these  babies  was  the  aim  of  Philip  Kaplan,  chair- 
man of  the  arrangement  committee  for  the  annual 
hospital  banquet. 

Improvements 

A new  emergency  ward  for  men  in  the  C and  D 
Pavilion  of  Bellevue  Hospital  in  New  York  City 
was  opened  on  October  2 by  Dr.  William  F. 
Jacobs,  medical  superintendent  of  the  hospital. 
The  ward  is  equipped  with  all  modern  fixtures, 
including  indirect  lighting,  and  has  a capacity  of 
24  beds.  There  is  a balcony  from  which  physi- 
cians and  nurses  can  look  down  on  the  entire 
ward. 


St.  Luke’s  Hospital  in  Newburgh  has  been  pre- 


sented with  a modern,  fully  equipped  iron  lung 
by  the  Orange  County  Chapter  of  the  National 
Foundation  for  Infantile  Paralysis. 


Work  will  soon  begin  on  a new  two  and  one- 
half  story  dispensary  building  at  Cumberland 
Hospital,  Auburn  Place  and  North  Elliott  Place, 
Brooklyn.  The  foundation  will  be  strong 
enough  to  add  two  more  stories  when  sufficient 
funds  are  allotted  for  their  construction. 


Hospital  Plan,  Inc.,  has  remodeled  a building 
at  5 Hopper  Street,  Utica,  for  the  exclusive  use  of 
the  nonprofit  hospital  and  cooperating  medical 
plan.  Hospital  Plan,  Inc.,  one  of  the  first  of  68 
similar  plans  in  the  United  States  to  be  officially 
approved  by  the  American  Hospital  Association, 
has  adopted  the  Blue  Cross  as  its  emblem  and,  in 
cooperation  with  sixty-seven  other  Blue  Cross 
plans,  exchanges  information  and  transfers  en- 
rollments and  hospitalization  cases. 


The  Tubercular  Pavilion  at  Riverside  Hospital’ 
the  Bronx,  will  not  be  completed  this  year  be- 
cause of  material  shortage,  it  is  announced  by 
Dr.  John  G.  Grimley,  deputy  commissioner  of 
hospitals.  The  project  was  one  of  eight  city  im- 
provements given  high  priority  ratings  by  the 
OPM,  and  all  the  steel  needed  for  the  framework 
of  the  $1,000,000  hospital  structure  has  been  de- 
livered. But  additional  steel  for  elevators,  stair- 
ways, etc.,  must  be  obtained  on  the  basis  of  pri- 
ority rating  that  places  it  secondary  to  govern- 
ment needs. 

• • • 

The  new  $200,000  addition  to  the  Brooks 
Memorial  Hospital  in  Dunkirk  will  be  opened  to 
the  public  in  the  early  part  of  December.  The 
new  building  is  the  first  of  two  similar  wings 
planned  to  complete  the  new  hospital  plant. 

Metal  laundry  chutes,  which  will  convey  all  the 
soiled  clothing  and  linens  (12  tons  daily)  of  3,600 
inmates  directly  to  washing  and  cleaning  appa- 
ratus, will  be  installed  by  WPA,  among  other  fea- 
tures incorporated  in  a $207,500  Presidential- 
approved  project.  The  project  also  involves 
1,300,000  square  feet  of  interior  and  exterior 
painting  and  the  replacement  of  obsolete  plumb- 
ing features  including  old  galvanized  water  lines 
in  all  buildings,  which  cover  28  acres  between 
Albany  and  Utica  avenues. 

According  to  Dr.  Clarence  H.  Bellinger,  super- 
intendent in  charge,  the  residential  population 
of  the  Brooklyn  Hospital  has  increased  since  1936 
from  1,250  patients  to  3,600  patients. 


Defense  priorities  have  occasioned  the  delay 
in  the  completion  of  the  new  addition  to  the 
Leonard  Hospital  in  Troy,  which  was  to  have 
been  opened  September  1.  The  addition  will 
probably  not  be  ready  before  December. 
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Jeffcoate,1  in  a paper  on  estrogenic 
hormone  therapy,  states  that  80  per- 
cent of  women  experience  menopau- 
sal symptoms  varying  from  the  well- 
recognized  vasomotor  disturbances 
to  those  of  vaguer  character  such  as 
headaches,  emotional  instability,  de- 
pression, anxiety  and  muscle  pains. 
In  a large  percentage  of  cases  these 
symptoms  can  be  eliminated  by  ade- 
quate estrogenic  therapy. 

During  the  more  than  10  years  in 
which  Amniotin  has  been  available 
to  the  medical  profession  its  clinical 
effectiveness  in  controlling  meno- 
pausal symptoms  has  been  abun- 


dantly demonstrated.  It  differs  from 
estrogenic  substances  containing  or 
derived  from  a single  crystalline 
factor  in  that  it  contains,  in  highly 
purified  form,  estrogenic  substances 
naturally  present  in  pregnant  mare’s 
urine.  Its  estrogenic  activity  is  ex- 
pressed in  terms  of  the  equivalent 
of  international  units  of  estrone. 

Amniotin  is  available  in  Capsules 
containing  the  equivalent  of  1000, 
2000  and  4000  I.  U.  of  estrone;  in 
Pessaries  containing  1000  and  2000 
I.  U.  and  in  1-cc.  ampuls  containing 
2000,  5000,  10,000  and  20,000  I.U. 

1 Jeffcoate,  T.  N.  A.:  Brit.  Med.  J.  2:671  (Sept. 
30)  1939. 


For  literature  address  the  Professional  Service  Department, 
E.  R.  Squibb  & Sons , 745  Fifth  Avenue,  New  York,  N.  Y. 
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ASQUIBB  PREPARATION  OF  ESTROGENIC  SUBSTANCES 
OBTAINED  FROM  THE  URINE  OF  PREGNANT  MARES 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


POSTGRADUATE  INSTITUTE 
OF  THE 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  MONROE 
AND  THE 

UNIVERSITY  OF  ROCHESTER  SCHOOL  OF  MEDICINE  AND  DENTISTRY 
WITH  THE  COOPERATION  OF  THE  MEDICAL  SOCIETY  THE  OF  STATE  OF  NEW  YORK 

NOVEMBER  11,  12,  AND  13 


9:00-10:00  a.m. 
10:00-12:00  a.m. 


12:15-2:00  p.m. 


2:30-3:30  p.m. 


3:30-4:30  p.m. 


7 : 00  p.m. 


Tuesday, 
November  11 
Medical  Rounds 
Institute  Assembly 
Subject:  Endocrine  Dis- 
orders 

1.  Cushing  syndrome 

2.  Juvenile  diabetes 

3.  Cretinism 

4.  Diabetes  insipidus 
Summary  by  guest 

speaker — Dr.  Russell 
L.  Haden,  physician- 
in-chief  of  the  Cleve- 
land Clinic,  Cleveland 


Luncheon 

Forum — Laboratory 
Methods  in  Clinical 
Medicine,  Dr.  Russell 
L.  Haden 


X-Ray  Diagnostic  Con- 
ference 


Round  Tables 

1.  Nephritis 

2.  Obstetrical  hemor- 
rhages 

3.  Treatment  of 
burns  and  infected 
wounds 

Monroe  County  Medical 
Society  Dinner  and 
Meeting 

Guest  Speaker:  Dr. 

Howard  W.  Haggard 

Subject:  To  be  an- 

nounced later 


Wednesday, 
November  12 
Pediatric  Rounds 
Institute  Assembly 
Subject:  Infectious  Diseases 

1.  Bacterial  meningitis 

2.  Undulant  fever 

3.  Clinical  entities  due 
to  herpes  virus 

4.  Incidence  and  mortal- 
ity trends  of  contag- 
ious disease 

Summary  by  guest  speaker 
— Dr.  John  A.  Toomey, 
director  of  the  Division 
of  Infectious  Diseases, 
Cleveland  City  Hospital, 
Cleveland 
Luncheon 
QuestionBox 
Guest  Speakers : 

Dr.  J.  Murray  Steele,  as- 
sistant professor  of 
medicine,  New  York 
University,  New  York 
Dr.  Hugh  Auchincloss, 
professor  of  clinical 
surgery,  Columbia  Uni- 
versity, New  York 
Dr.  Alton  Ochsner,  pro- 
fessor of  surgery,  Tu- 
lane  University,  New 
Orleans 

Dr.  John  A.  Toomey, 
professor  of  pediatrics, 
Western  Reserve  Uni- 
versity, Cleveland 
2:30-4:30  p.m. 

Academy  of  Pediatrics  Pro- 
gram 

Symposium  on  the  Newborn 
Period 

1.  Treatment  of  as- 
phyxia and  cyanosis 

2.  Feeding  problems 

3.  Vitamins 

4.  Infections  of  the  new- 
born 

5.  Anemias 

6.  Hemorrhagic  disease 
2 : 30  p.m. 

Problems  in  the  Treatment 
of  Adult  Tuberculosis 


8 : 45  p.m. 

Monroe  County  Medical 
Society  Lecture  — Dr. 
John  A.  Toomey 
Subject:  Poliomyelitis 


Thursday, 
November  13 
Surgical  Rounds 
Institute  Assembly 
Subject:  Peripheral  Ar- 
terial Disease 

1.  Arteriosclerosis 
and  thromboangii- 
tis obliterans 

2.  Raynaud’s  disease 

3.  Posttraumatic 
vasospasm 

Summary  by  guest 
speaker — Dr.  Alton 
Ochsner,  professor  of 
surgery,  Tulane  Uni- 
versity, New  Orleans 

Luncheon 


2:00-3:00  p.m. 

X-Ray  Diagnostic  Con- 
ference 


3:00-4:00  p.m. 

Round  Tables 

1.  Nutrition 

2.  Neoplasm  therapy 

3.  Dermatology 


8:30  p.m. 

Eastman  Memorial  Lec- 
ture— Dr.  Alton  Ochs- 
ner 

Subject:  The  Treatment 
of  Intravenous  Clotting 
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SEE  YOUR  DOCTOR*  Reproduced  below  is  Number  171 

of  a series  of  full-page  advertisements  published  by  Parke,  Davis  & Co. 
in  the  interest  of  the  medical  profession.  This  "See  Your  Doctor"  cam- 
paign has  been  running  in  The  Saturday  Evening  Post  and  other  leading 
magazines  for  thirteen  years. 


The  man  who  nearly  died . . . from  a few  kind  words 


eyond  that  DOOR  lies  a very  sick  man. 
True,  his  doctor  says  he  is  going  to  pull 
rough.  But  he  has  come  mighty  close  to 
tying  a tragic  price  for  a few  words  of  free 
Ivice  from  a well-meaning  friend. 

When  he  complained  of  a nagging  pain 
his  abdomen,  his  friend  said:  "You’ve 
obably  eaten  something  that’s  poisoned 
iu.  Here’s  what  I’d  do  . . .” 

So  he  promptly  followed  his  friend’s  sug- 
stion  and  took  a cathartic.  And  in  a mat- 
r of  hours  he  was  being  rushed  by  ambu- 
nce  to  the  hospital  . . . with  a ruptured 
tpendix. 

Say  you 


His  friend,  of  course,  had  acted  from  the 
kindest  of  motives.  But  he  didn’t  know  that 
an  abdominal  pain  might  mean  acute  ap- 
pendicitis, in  which  case  a cathartic  should 
never  be  taken. 

Unfortunately,  appendicitis  is  only  one 
of  many  illnesses  where  amateur  medical 
advice  can  result  in  tragedy.  Yet,  human 
nature  being  what  it  is,  many  people  just 
can’t  resist  the  temptation  to  offer  advice 
when  a friend  is  sick. 


seems  wrong  with  you,  it  is  the  part  of  wis- 
dom to  observe  this  common-sense  rule: 
Take  a friend’s  advice  about  buying  a radio, 
a car,  or  even  a home  if  you  wish;  but  don’t 
let  him  advise  you  about  your  health. 

Don’t  let  a friend  who  means  well  tell  you 
how  to  get  well.  To  get  well,  and  keep  well, 
the  man  to  see  is  your  physician. 

Copyright,  19441,  Parke,  Davis  A Co. 

PARKE,  DAVIS  & COMPANY 

Detroit,  Michigan 

Seventy-five  years  of  service  to 
medicine  and  pharmacy 

SEE  YOUR  DOCTOR 


Intelligent  medical  treatment  depends 
upon  various  factors  which  only  a physician 
is  qualified  to  evaluate.  When  something 
saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


REGIONAL  MATERNAL  WELFARE  TEACHING  DAY 

Nassau  and  Suffolk  Counties 


THE  Maternal  Welfare  Teaching  Day  will 
be  held  at  the  Nassau  Hospital  in  Mine- 
ola,  New  York,  on  Thursday,  November  13. 
Dr.  Arthur  C.  Martin,  of  Hempstead,  is  chair- 
man of  the  local  committee  on  arrangements. 
Other  committee  members  are  Drs.  L.  J.  Barber, 
W.  W.  Gardner,  and  George  Bergman  from 
Suffolk,  and  Drs.  A.  F.  Calveffi  and  R.  L.  Jones 
from  Nassau. 

The  event  is  sponsored  by  the  Long  Island 
College  of  Medicine  and  is  presented  under  the 
auspices  of  the  Department  of  Obstetrics  and 
Gynecology,  the  Long  Island  College  Hospital; 
Maternal  Welfare  committees  of  the  Nassau 
and  Suffolk  County  Medical  societies;  the  Divi- 
sion of  Maternity,  Infancy  and  Child  Hygiene, 
New  York  State  Department  of  Health;  and 
the  Medical  Society  of  the  State  of  New  York. 

The  meeting  will  be  called  to  order  at  1:30 
p.m.  by  Dr.  Harvey  B.  Matthews,  regional 
chairman,  Maternal  Welfare  Committee,  Medi- 
cal Society,  State  of  New  York,  who  will  intro- 
duce Dr.  George  Borden  Granger,  chairman, 
Maternal  Welfare  Committee,  Nassau  County 
Medical  Society;  Dr.  Leon  J.  Barber,  chairman, 
Maternal  Welfare  Committee,  Suffolk  County 
Medical  Society;  and  Dr.  Arthur  C.  Martin, 
chairman,  Local  Committee  on  Arrangements. 

2:00  p.m.  Demonstration  of  a Maternal  Wel- 
fare Conference  Procedure,  Dr.  Charles 
A.  Gordon,  Brooklyn,  professor  of  clini- 
cal obstetrics  and  gynecology,  Long 
Island  College  of  Medicine  (Kings 
County  Division). 

Hemorrhage  Associated  with  Preg- 
nancy. 

2:30  p.m.  1 . Bleeding  During  the  Early  Period 
of  Pregnancy,  Dr.  Vincent  P.  Maz- 
zola,  instructor  in  obstetrics  and 
gynecology,  Long  Island  College 
of  Medicine. 

2:50  p.m.  2.  Bleeding  During  the  Last  Tri- 
mester of  Pregnancy,  Dr.  Mer- 
vyn  V.  Armstrong,  assistant 
clinical  professor  in  obstetrics 
and  gynecology,  Long  Island 
College  of  Medicine. 

3:10  p.m.  3.  Postpartum  Hemorrhage,  Dr. 

Morris  Glass,  assistant  clinical 


professor  in  obstetrics  and  gyne- 
cology, Long  Island  College  of 
Medicine. 

3:30  p.m.  The  Toxemias  of  Pregnancy,  Dr. 

Frank  P.  Light,  instructor  in  ob- 
stetrics and  gynecology,  Long  Island 
College  of  Medicine. 

Exhibits  and  Demonstrations 

1 Postgraduate  Education  in  New  York  State, 
Dr.  0.  W.  H.  Mitchell,  Syracuse,  New  York, 
chairman,  Council  Committee  on  Public 
Health  and  Medical  Education,  Medical 
Society  of  the  State  of  New  York. 

2.  Shock  (Experimental  data,  graphs,  charts, 
illustrations,  photographs,  etc.),  Dr.  Erich 
Ponder. 

3.  The  Blood  Plasma  Bank,  Dr.  T.  J.  Curphev 
and  Dr.  J.  Wesley  Bulmer. 

4.  Obstetrical  Pathology,  Dr.  T.  J.  Curphey. 

Adjournment  to  Garden  City  Hotel 

A social  hour  will  be  held  at  5:30  p.m.  fol- 
lowed by  a dinner  meeting  at  6:30  p.m.  The 
speaker  will  be  Dr.  Alfred  C.  Beck,  professor  of 
obstetrics  and  gynecology,  Long  Island  College 
of  Medicine.  His  subject  will  be  “How  Can  the 
Obstetrician  Aid  in  Reducing  the  Mortality  of 
the  Prematurely  Born  Infant?”  The  discussion 
will  be  opened  by  Dr.  Minor  Hill,  followed  by  a 
general  discussion  and/or  questions. 


The  price  of  the  dinner  is  $4.00  plus  40^ 
new  Federal  Tax,  including  cocktails  and 
gratuities.  No  other  fees  will  be  charged. 
Dress — Informal.  The  Committee  on 

Arrangements  must  know  how  many 
plan  to  attend  the  afternoon  session  and 
how  many  will  be  at  the  dinner.  Reser- 
vations should  be  addressed  to: 

Committee  on  Arrangements 

Arthur  C.  Martin,  M.D.,  chairman, 
131  Fulton  Street, 

Hempstead,  L.  I. 


The  car  had  come  to  a sudden  standstill  on  a 
country  road.  The  motorist  descended,  diag- 
nosed the  trouble,  and  then  applied  at  a neighbor- 
ing cottage  for  assistance. 

“Pardon  me,”  he  said  to  the  old  woman  who 
answered  his  knock,  “do  you  by  chance  possess 
any  lubricating  oil?” 

The  old  women  shook  her  head. 

“Any  oil  will  do,”  said  the  motorist,  hopefully, 
“castor  oil  if  you  have  any.” 

“I  ain’t  got  it,”  said  the  old  woman,  regret- 
fully, “but  I could  fix  you  up  with  a bit  of  salts.” 

— Kablegram 


The  publicizing  of  a biological  discovery  before 
the  matter  has  been  fought  out  in  expert  conclave 
is  not  only  stupid  but  in  many  cases  is  cruel  by 
reason  of  the  false  hopes  it  arouses  and  the  vain 
expenditures  of  money  and  effort  it  imposes  on 
those  who  may  be  misled.  To  be  just  to  the 
scientists  themselves,  it  may  be  said  that  the 
most  serious  delinquencies  of  this  kind  com- 
mitted in  our  country  in  the  last  decade  or  so 
must  be  laid  at  the  doors  of  administrators  and 
directors  impelled  by  desire  for  institutional 
advertising. — Hans  Zinsser  in  As  I Remember 
Him 
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PHYSIOLOGIC  ANTISEPSIS 


ARGYROL 


NO  CILIARY  INJURY 

DECONGESTION  WITHOUT  VASOCONSTRICTION 
DETERGENT  AND  DEMULCENT 
NO  PULMONARY  COMPLICATIONS 
NO  SYSTEMIC  TOXICITY 


Safe  and  Effective  Mucous  Membrane  Therapy 


The  ability  to  kill  micro-organisms  is  but  one  of 
many  factors  which  determine  the  clinical  effi- 
cacy of  a mucous  membrane  antiseptic. 

It  is  because  argyrol  impedes  bacterial  life 
without  injuring  the  tissues ; because  it  aids 
and  does  not  impede  those  natural  defensive 
processes  which  the  tissues  employ  to  throw 
off  infection,  and  because  it  is  non-noxious  to 
the  organism  as  a whole,  that  argyrol  is  truly 
a “physiologic  mucous  membrane  antiseptic.” 

argyrol  effects  a decongestion  through  cir- 
culatory stimulation  and  without  resorting  to 
powerful  artificial  vasoconstriction.  Because 
of  its  unioue  physical  properties  it  is  detergent. 


demulcent,  and  inflammation-dispelling.  But 
it  is  non-injurious  to  the  cilia— whose  vital  role 
in  overcoming  upper  respiratory  infections  has 
been  repeatedly  pointed  out.  ARGYROL  remains 
equally  bland  and  non-irritating  to  the  tissues 
in  all  concentrations  from  1%  to  50%,  and  it  is 
free  from  the  dangers  of  systemic  toxicity  and 
pulmonary  complications. 

argyrol  has  a superior  clinical  record  to  all 
other  mild  silver  proteins  and  it  is  chemically 
and  physically  different — in  colloidal  disper- 
sion, in  Brownian  movement,  in  pH  and  pAg 
and  in  chemical  reactions.  Insist  on  the  Orig- 
inal argyrol  Package. 


i:UU:SSt„„ 


THE  ORIGINAL  ARGYROL 


A.  C.  BARNES  COMPANY,  NEW  BRUNSWICK,  N.  J. 

ANTISEPTIC  EFFICIENCY  PLUS 

1.  SOOTHING  AND  INFLAMMATION -DISPELLING  PROPERTIES 

2.  NO  CILIARY  INJURY— NO  TISSUE  IRRITATION 

3.  NO  SYSTEMIC  TOXICITY 

4.  NO  PULMONARY  COMPLICATIONS 

5.  DECONGESTION  WITHOUT  VASOCONSTRICTION 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Workmen’s  Compensation 

September  15,  1941 

Concerning  Physicians  Making  out  Employer’s  C-2  Report  of  Accident 

Some  time  ago  the  propriety  of  a physician’s  preparing  the  C-2  report  for  an 
employer  was  questioned.  An  opinion  was  requested  of  the  Industrial  Commissioner 
as  to  the  propriety  of  this  procedure.  Under  date  of  September  9,  1941,  the  following 
ruling  has  been  received  from  the  Department  of  Labor. 

“Dear  Dr.  Kaliski: 

“This  is  in  reply  to  your  letter  of  July  23rd  in  the  above  matter. 

“In  this  instance  the  insurance  carrier"’ complained  that  the  employer’s  report, 
our  form  C-2,  was  made  out  by  the  claimant’s  attending  physician  and  submitted 
to  the  employer’s  bookkeeper.  I have  delayed  in  replying  to  this  matter  in  order 
to  give  it  second  thought. 

“Technically,  it  would  appear  that  the  employer  has  complied  with  Section  110 
of  the  Workmen’s  Compensation  Law  since  the  form  was  signed  by  a person  in 
his  employ  designated  to  perform  this  function.  On  the  other  hand,  it  was  ob- 
viously the  intent  of  the  Workmen’s  Compensation  Law  to  have  the  information 
required  by  the  Industrial  Commissioner  corrected  and  fully  supplied.  It  is  con- 
ceivable that  the  practice  complained  of  may  deprive  the  Department  of  Labor 
of  information  as  to  the  circumstances  of  the  accident  or  injury.  It  is  therefore  in 
the  interest  of  justice  that  authorized  'physicians  be  advised  that  it  is  not  their  business 
to  prepare  reports  which  the  law  requires  employers  to  file. 

Very  truly  yours, 

Ralph  R.  Boyer,  Director , 

Division  of  Workmen’s  Compensation” 

Authorized  physicians  are,  therefore,  requested  to  desist  from  this  practice  in  the 
future.  The  form  C-2  must  be  made  out,  signed,  and  filed  by  the  employer.  It  would 
not  be  improper  for  a physician,  reporting  a claim,  to  request  the  employer  to  file  the 
C-2  form  promptly  with  the  Department  of  Labor  and  carrier,  but  it  is  not  the  physi- 
cian’s duty  or  right  to  make  out  the  form  and  submit  it  to  the  employer  for  his  signature. 

David  J.  Kaliski,  M.D.,  Director 


Announcement  of  Van  Meter  Prize  Award 

The  American  Association  for  the  Study  of  Goiter  again  offers  the  Van  Meter 
Prize  Award  of  $300  and  two  honorable  mentions  for  the  best  essays  submitted  con- 
cerning original  work  on  problems  related  to  the  thyroid  gland.  The  Award  will  be 
made  at  the  annual  meeting  of  the  Association  which  will  be  held  at  Atlanta,  Georgia, 
June  1,2,  and  3,  providing  essays  of  sufficient  merit  are  presented  in  competition. 

The  competing  essays  may  cover  either  clinical  or  research  investigations;  should 
not  exceed  3,000  words  in  length;  must  be  presented  in  English;  and  a typewritten, 
double  spaced  copy  must  be  sent  to  the  corresponding  secretary,  Dr.  T.  C.  Davison, 
478  Peachtree  Street,  Atlanta,  Georgia,  not  later  than  April  1. 

The  Committee  who  will  review  the  manuscripts  is  composed  of  men  well  qualified 
to  judge  the  merits  of  the  competing  essays.  Dr.  Asher  Chapman,  of  Rochester, 
Minnesota,  received  the  Award  for  the  year  1941  in  recognition  of  his  essay  entitled 
“The  Relationship  of  the  Thyroid  and  the  Pituitary  Glands  to  Iodine  Metabolism 
and  Extrathyroid  Iodine  Metabolism.” 

A place  will  be  reserved  on  the  program  of  the  annual  meeting  for  presentation 
of  the  Prize  Award  Essay  by  the  author  if  it  is  possible  for  him  to  attend.  The  essay 
will  be  published  in  the  annual  Proceedings  of  the  Association.  This  will  not  prevent 
its  further  publication,  however,  in  any  journal  selected  by  the  author. 
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BETAPLEXIN 
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Trademark  Reg.  U.  S.  Pat.  Off.  & Canada 


Brand  of  VITAMIN  B COMPLEX 


WINTHROP  CHEMICAL  COMPANY,  I 

Pharmaceuticals  of  merit  for  the  physician 

NEW  YORK,  N.  Y.  WINDSOR,  ONT. 


821M 


Planning  of  diets  which 
provide  sufficient  amounts 
of  the  factors  comprising 
vitamin  B complex  presents 
certain  difficulties.  The  quantitative  dis- 
tribution in  foods  has  been  rather  accu- 
rately determined  for  some  of  the  factors, 
but  regarding  others  much  must  still  be 
learned.  Moreover,  there  is  an  appreciable 
loss  of  water  soluble  factors  during  cooking. 

In  view  of  these  and  other  perplexities,  the 
synthesis  and  concentration  of  the  various 
factors  of  the  vitamin  B complex  group 
assume  particular  importance. 


Betaplexin — vitamin  B complex — is  avail- 
able in  several  forms.  Variations  in  dosage 
are  made  readily  and  individual  tastes  are 
easily  satisfied. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


THE  fall  executive  board  meeting  of  the 
State  Auxiliary  was  held  at  Auburn,  Sep- 
tember 30  and  October  1.  It  was  a splendid 
meeting,  with  good  attendance;  44  members 
were  present.  Twenty-two  county  presidents 
answered  the  roll  call.  Mrs.  George  B.  Adams, 
state  president,  welcomed  the  visitors  on  their 
arrival  at  her  home.  A delicious  dinner  was 
given  at  the  Owasco  Country  Club  on  Tuesdaj7 
evening.  The  Cayuga  County  Auxiliary  was 
hostess  to  the  visiting  board  members.  Guests 
were  entertained  in  private  homes  and  at  the 
Springside  Inn  on  Owasco  Lake.  On  Wednesday 
the  business  meeting  was  held  at  Springside  Inn, 
Mrs.  George  B.  Adams  graciously  presiding. 
She  extended  greetings  to  all  present,  especially 
to  the  three  new  county  presidents.  Reports  of 
all  state  officers,  chairmen  of  committees,  and 
county  presidents  were  read  and  accepted.  These 
reports  evidenced  an  increase  in  membership 
and  continued  interest  in  the  varied  activities 
of  the  Auxiliary.  We  are  honored  to  have  in  our 
group  Mrs.  John  L.  Bauer,  the  first  president  of 
the  State  Auxiliary  and  now  first  national  vice- 
president.  Mrs.  Carlton  F.  Potter,  first  vice-presi- 
dent of  the  State  Auxiliary,  is  a director  on  the 
National  Board. 

Mrs.  Henry  F.  Pohlman,  convention  chair- 
man, announced  the  New  York  State  Medical 
Convention,  which  will  be  held  in  New  York 
City  at  the  Waldorf-Astoria  on  April  27,  28,  29, 
30,  1942.  Mrs.  Alfred  Madden  is  planning  to 
have  the  county  legislative  chairmen  visit  a 
legislative  session.  Mrs.  Carlton  E.  Wertz  is 
striving  for  more  members  and  for  more  county 
auxiliaries.  Mrs.  Louis  A.  Van  Kleeck  brought 
good  news  from  th^  Physicians’  Home.  All  of 
the  guests  have  received  a remembrance  on  their 
birthday.  Mrs.  G.  Scott  Towne  is  taking  sub- 
scriptions for  the  Bulletin,  and  Mrs.  Albert  M. 
Bell  presented  many  ideas  for  program  mate- 
rial. 

The  board  members  are  indebted  to  Mrs. 
George  B.  Adams  and  to  the  Cayuga  County 
Auxiliary  members  for  their  generous  hospitality 
and  their  splendid  entertainment. 

Mrs.  Luther  H.  Kice,  junior  president  and  now 
serving  as  a director,  has  been  appointed  chair- 
man of  the  Nassau  County  Mental  Hygiene 
Committee. 

On  Program 

“The  Doctor’s  Wife  in  Defense”  is  the  title 
of  an  article  in  the  postconvention  issue  of  the 
Bulletin  of  the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association.  This  article  outlines  a 
broad  program  of  activity  for  state  and  county 
auxiliaries  by  means  of  fourteen  well-thought-out 
procedures,  beginning  with  the  all-important 
admonition,  “do  nothing  without  the  approval 
of  your  local  advisory  council,”  and  continuing 
on  current  health  problems,  the  study  of  nutri- 
tion, first  aid,  mental  hygiene,  and  legislation. 

As  our  programs  are  the  tools  with  which  we 
build  the  structure  of  an  active  organization, 


we  should  make  sure  that  we  fully  understand 
the  use  of  these  instruments.  Tastes  differ  and 
what  interests  one  member  keenly,  another  feels 
not  worth  spending  time  on.  Therefore,  we  must 
recognize  all  three  types  of  program — educa- 
tional, social,  and  economic.  The  value  of  a 
planned  program,  printed  if  possible  and  dis- 
tributed to  the  membership  at  the  beginning  of 
the  year,  will  be  noticeable  in  the  increased  at- 
tendance at  meetings. 

In  planning  the  program  for  any  auxiliary  the 
chairman  and  her  committee  should  work  closely 
with  the  committee  on  public  health  and  public 
relations.  These  supply  material  for  many 
interesting  programs,  and  the  public  health 
services  in  the  state  are  always  ready  to  assist  by 
suggesting  topics  and  speakers. 

Health  has  been  called  our  nation’s  “first  line 
of  defense.”  In  these  serious  days  we  Auxiliary 
members  have  an  opportunity  to  take  our  places 
alongside  the  members  of  the  medical  profession, 
interpreting  to  the  general  public  the  full  mean- 
ing and  proper  maintenance  of  fine  physical  and 
mental  health.  Let  us  determine  to  serve  our 
country  both  in  peacetime  and  in  wartime.  If 
the  need  arises,  let  us  be  fully  equipped  physi- 
cally, mentally,  and  spiritually. 

Mrs.  Albert  M.  Bell 

County  News 

Columbia.  Mrs.  George  B.  Adams,  state 
president,  was  a guest  at  a luncheon,  held  at 
Rainbow’s  End,  Valatie,  on  October  21,  followed 
by  a business  meeting  and  social  hour. 

Jefferson.  The  opening  meeting  of  the  auxili- 
ary was  held  at  the  Black  River  Valley  Club, 
with  Miss  Marjorie  Starkweather,  Y.  W.  C.  A. 
representative  of  the  U.  S.  O.  as  the  speaker. 
The  wives  of  all  medical  officers  at  Pine  Camp 
and  Madison  Barracks  were  invited. 

Nassau.  On  November  25  the  regular  meet- 
ing of  the  auxiliary  will  be  held  at  the  Nassau 
Hospital  Auditorium  at  8:45  p.m.  Dr.  Legrand 
Kerr,  of  Brooklyn,  will  speak  on  “Dames,  Doc- 
tors, and  Doings  in  the  Drab  Nineties.” 

Onondaga.  The  Auxiliary  was  happy  to  be 
given  the  opportunity  of  assisting  in  the  plans  for 
the  luncheon  given  the  members  of  Fifth  District 
Branch  held  in  the  Terrace  Room  of  Hotel 
Syracuse  on  September  23.  Mrs.  Leo  E.  Gib- 
son was  general  chairman  and  was  assisted  by 
the  following  committee  chairmen:  Mrs.  John 

Buettner  and  Mrs.  Edward  C.  Reifenstein,  hos- 
pitality; Mrs.  Charles  D.  Post,  luncheon;  Mrs. 
John  J.  Hogan,  tickets;  and  Mrs.  Marcus  D. 
Richards,  entertainment. 

A clever  playlet,  written  by  Mrs.  Marcus 
Richards,  was  enacted  by  Mrs.  Francis  R.  Irving, 
Mrs.  Brooks  McCuen,  Mrs.  Carlton  F.  Potter, 
Mrs.  Tom  Walsh,  Mrs.  Gerald  Cooney,  Mrs. 
Glendon  Lewis,  Mrs.  Walter  W.  Street,  Mrs. 
Henry  H.  Haft,  Mrs.  Albert  Garofalo,  Mrs.  J.  J. 
Derr,  Mrs.  Truman  Wilcox,  Mrs.  John  Hogan, 
Mrs.  Neil  Paul,  Mrs.  Herman  L.  Harding,  Mrs. 
Joseph  Delmonico,  and  Mrs.  B.  F.  Colegrove. 

[Continued  on  page  2172] 
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Koromex  Diaphragms  provide  the  most  thoroughly  tested,  thoroughly  proven  diaphragms 
offered.  Koromex  Jelly , likewise  proven  in  clinical  use,  is  a thoroughly  buffered  lactic 
acid  preparation.  H-R  Emulsion  Cream,  a contraceptive,  supplies  a minimum  of 
lubrication.  The  new  Koromex  Trip  Release  Introducer  facilitates  use  of  Diaphragms. 

Write  for  literature 
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Mrs.  Edgar  M.  Neptune,  the  auxiliary  president, 
greeted  the  guests  and  introduced  the  play. 

The  first  fall  meeting  of  the  auxiliary  was  held 
at  the  Nurses’  Recreation  Hall  of  St.  Joseph’s 
Hospital  on  October  7.  Mrs.  Grace  Saunders, 
supervisor  of  cafeterias  in  the  city  schools,  dis- 
cussed nutrition  and  its  effects.  She  described 
the  breakfasts  being  served  undernourished 
children  in  our  community. 

Mrs.  De Alton  Ridings,  president  of  the  Wom- 
an’s Auxiliary  to  the  Syracuse  Free  Dispensary, 
outlined  the  work  of  the  Dispensary,  describing 
numerous  ways  in  which  our  organization  could 
assist  that  institution.  We  are  outlining  our 
work  for  the  year  now  and  this  Dispensary  is  one 
of  the  fields  we  are  hoping  to  work  in.  We  will 
continue  our  collection  of  surgical  equipment  for 
Bundles  for  Britain  and  the  Red  Cross. 

Mrs.  Charles  DeMong  was  chairman  of  the 
hostess  committee  for  the  evening,  with  Mrs. 
Frederick  S.  Wetherell  and  Mrs.  Gerald  Cooney 
as  co-chairmen,  assisted  by  Mrs.  Albert  Swift, 
Mrs.  Brooks  McCuen,  Mrs.  George  L.  Wright, 
Mrs.  John  Buettner,  Mrs.  Eugene  N.  Boudreau, 
Mrs.  Dwight  V.  Needham,  Mrs.  Neal  Conan, 
Mrs.  Louis  G.  Fournier,  Mrs.  V.  G.  Van  Ornam, 
Mrs.  Francis  Rosenberger,  Mrs.  George  Raus, 
Mrs.  William  Pelow,  Mrs.  Thomas  Walsh,  Mrs. 
Raymond  J.  Devine,  and  Mrs.  Joseph  Thornton. 

Oswego.  Members  of  the  auxiliary  opened 
their  season  with  a luncheon  at  Hotel  Pontiac, 
with  Mrs.  Harold  F.  McGovern,  of  Fulton, 
president,  presiding.  Plans  were  formulated  for 
cooperating  with  Dr.  Harwood  L.  Hollis,  super- 
intendent of  the  Oswego  County  Sanatorium  at 
Orwell,  in  an  effort  to  control  tuberculosis.  All 
boys  and  girls  participating  in  athletics  in  high 
schools  of  the  county  are  to  be  examined  before 
being  on  teams.  Plans  were  made  for  a fashion 
show  to  be  held  at  the  Pontiac  Hotel  on  Novem- 
ber 13. 

Queens.  The  Defense  Health  Forum,  held  at 


the  Medical  Society  Building  on  October  22,  was 
an  outstanding  success.  Dr.  Thomas  D’Angelo 
introduced  the  following  speakers:  Dr.  Herbert 

R.  Edwards,  who  spoke  in  the  absence  of  Dr. 
John  L.  Rice;  Dr.  H.  V.  Z.  Hyde,  medical 
officer,  Second  Defense  Area;  Dr.  Luvia 
Willard,  chairman  of  American  Women’s 
Hospital  Corps;  and  Dr.  H.  P.  Menken, 
chairman,  Medical  Preparedness.  A film,  “In 
Defense  of  the  Nation,”  was  shown  through 
the  courtesy  of  Mr.  Charles  Freck,  executive 
director  of  the  Queensboro  Tuberculosis  and 
Health  Association. 

The  first  regular  meeting  was  held  on  October 
28,  with  Mrs.  Michael  M.  Schultz,  president,  pre- 
siding. The  speaker  for  the  evening  was  Mrs. 
Elsie  Stapleton,  from  Gimbel  Brothers,  whose 
topic  was  “Fun  on  a Budget.”  She  was  intro- 
duced by  Mrs.  William  Lavelle,  chairman  of  the 
program. 

The  Fall  Dinner-Dance  will  be  held  November 
15  at  Hotel  Pierre,  Fifth  Avenue,  New  York 
City.  Mrs.  Edward  Veprosky  will  be  in  charge. 

The  Red  Cross  surgical  groups  and  first-aid 
classes  are  still  doing  splendid  work.  Mrs. 
Thomas  D’Angelo  is  in  charge. 

Warren.  On  the  motion  of  Mrs.  E.  B.  Jenks, 
of  the  Bolton  Road,  the  auxiliary  voted  at  a 
meeting  that  all  members  collect  physicians’ 
discarded  instruments  and  drug  samples  to  be 
sent  to  the  hospitals  in  Great  Britain.  Mrs. 
Leonard  A.  Hulsebosch  reported  on  the  executive 
board  meeting  held  in  Auburn.  Plans  for  the  fall 
were  outlined  in  keeping  with  the  purpose  of  the 
organization — to  create  closer  cooperation  in  the 
community  between  the  medical  profession  and 
the  various  civic  and  service  groups.  Emphasis 
will  be  placed  on  public  health  and  nutrition  and 
hygiene  in  connection  with  the  community  wel- 
fare, and  work  is  being  done  for  such  groups  as 
the  American  Red  Cross  and  other  service  or- 
ganizations. The  meeting  closed  with  a social 
hour  and  refreshments. 


NEW  YORK  STATE  SOCIETY  OF 
PATHOLOGISTS 

The  annual  meeting  of  the  New  York  State 
Society  of  Pathologists  was  held  on  October  4 at 
the  De  Witt  Clinton  Hotel  in  Albany. 

The  following  amendment  to  the  Constitution 
of  the  Society  was  presented  and  carried  unani- 
mously: “that  the  Annual  Meeting  of  the  Soci- 

ety be  changed  to  the  place  and  date  preceding 
the  Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York,  the  specific  time  to  be 
decided  by  the  Executive  Council.” 

The  following  officers  were  elected : president, 
Dr.  Ward  H.  Cook;  vice-president,  Dr.  Ward  J. 
MacNeal;  secretary-treasurer,  Dr.  M.  J.  Fein. 
Dr.  Ralph  Stillman  and  Dr.  Walter  S.  Thomas 
were  nominated  and  elected  councillors  to  the 
American  Society  of  Clinical  Pathologists. 

Dr.  Ward  H.  Cook,  chairman,  has  appointed  a 
committee  composed  of  Drs.  Dalldorf,  Marten, 
and  MacNeal  to  join  with  the  New  York  State 
Association  of  Public  Health  Laboratories  to 
recommend  the  replacing  of  the  coroner  system 
by  Medical  Examiners. 


“PETROLAGAR”  CHANGED  TO  “PETRO- 
GALAR” 

A change  in  the  spelling  of  the  name  “Petro- 
lagar”  to  “Petrogalar”  has  been  announced  by 
the  Petrolagar  Laboratories.  The  change  is 
being  made  in  both  the  product  name  and  cor- 
porate name. 

Company  officials,  while  pointing  out  that  the 
adoption  of  the  new  spelling  does  not  affect  the 
formula  or  quality  of  the  product  in  any  way, 
said  that  they  considered  the  change  advisable 
to  avoid  any  possible  misconception  as  to  the 
nature  of  the  product. 

“Because  it  has  never  been  the  intention  of  the 
company  to  imply  that  agar-agar  was  used  for 
any  other  purpose  than  as  an  emulsifying  agent, 
the  last  syllable  of  the  former  name  has  been  al- 
tered in  favor  of  the  new  spelling,”  officials  said. 

Officials  emphasized  that  no  change  has  been 
made  in  the  size  of  the  package,  price,  or  formu- 
las and  that  each  of  the  five  different  tyi>es  of 
the  product  will  carry  the  new  spelling  “Petro- 
galar.” The  new  corporate  name  is:  Petrogalar 
Laboratories,  Inc. 
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THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  LI. 

I A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates:  $18  to  $35  Weekly. 

MRS.  M.  K.  MANNING/  Supt.  - TEL:  Rockville  Centre  3660 
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WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 
HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  4-1143 


THE  WAR  ECONOMY 


To  date,  comparatively  speaking,  war  economies  have 
not  affected  the  daily  existence  of  the  average  person. 
The  full  force  of  non-defense  curtailments  and  priorities 
has  not  as  yet  created  any  serious  hardships.  But,  unless 
the  seemingly  impossible  at  this  moment  occurs  soon, 
there  will  come  a day  when  we  will  all  be  faced  with  the 
1 problem  of  obtaining  some  of  the  necessities  of  life  and 
business. 

True,  it  becomes  increasingly  difficult  to  get  materials 
! and  finished  products  without  great  delays  in  deliveries, 
but  actually  there  is  no  shortage  of  things  that  are  really 
j necessary.  The  problem,  as  it  now  stands,  is  to  antici- 
j pate  our  wants  and  requirements  far  enough  in  advance 
i to  assure  receiving  things  by  or  before  the  time  they  are 
needed. 

Mounting  costs  also  suggest  the  advisability  of  order- 


ing an  ample  quantity  as  far  in  advance  as  may  be  prac- 
tical. While  the  government  in  good  faith  may  be  trying 
to  prevent  war  profiteering  in  every  field,  in  the  face  of 
mounting  taxes  it  is  inconceivable  that  such  efforts  can 
be  wholly  successful. 

For  those  who  have  some  used  equipment  to  sell,  now 
is  the  time  to  offer  it  for  sale.  The  difficulty  of  obtaining 
new  equipment  and  the  higher  prices,  makes  this  period 
an  opportune  time  to  dispense  with  things  at  a profit 
that  may  no  longer  be  required  by,  or  useful  to,  an  indi- 
vidual. 

The  classified  columns  of  this  Journal  provides  an 
excellent  contact  with  thousands  of  your  colleagues  each 
issue.  The  cost  of  a few  lines  is  small,  and  you  can  never 
tell  without  trying  whether  or  not  a colleague  would  be 
interested  in  the  item  you  have  to  sell. 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates  — Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


GLENMAR Y 

SANITARIUM 

For  individual  care  and  treatment  of  selected  number  of  Nervous 
and  Mental  cases,  Epileptics,  and  Drug  or  Alcoholic  addicts. 
Strict  privacy  and  close  cooperation  with  patient’s  physician  at 
all  times.  Successful  for  over  50  years. 

ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO,  TIOGA  CO.,  X.  Y. 


LOUDEN-KNICKERBOCKER  HALL." 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 
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For  Nervous,  Mildly  Mental,  Digestive  and  Cardiovascu- 
lar cases,  and  special  care  for  ELDERLY  PATIENTS. 
Quiet,  refined,  homelike.  25  miles  from  N.  Y.  City. 
Moderate  rates. 

f.  st.  clair  hitchcock,  m.d..  Director 
275  NORTH  MAPLE  AVE.,  GREENWICH,  CONN. 


BRUNSWICK 
HOME 


A Private 
Sanitarium 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  nerv- 
ous disorders. 


Broadway  and  Louden  Avenue  Separate  accommoda- 

AMITYVILLE,  L.  I. — Phone:  1700,  01,  02  tions  for  nervous  and 
N.  y.  Office— 67  W.  44th  Street  backward  children. 

Tel:  MUrray  Hill  2-8323  Physicians,  treatments 

C.  L.  MARKHAM,  M.D.,  Supt.  rigidly  followed. 


FALKIRK 


IN  THE 


R AMAPOS 


A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 


ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 
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“NO  SHOWS”  IN  AIR  TRANSPORTATION 


Several  serious  problems  face  the  nation’s  air  transport 
companies  these  days,  and  the  one  that  baffles  them  most 
is  a solution  to  the  “No  Show”  problem. 

In  the  parlance  of  air  transportation,  “No  Shows” 
are  passengers  who  make  reservations  and  then  fail  to 
appear  for  the  flight.  As  a service  to  passengers,  reserva- 
tions are  held  right  up  to  actual  time  of  departure,  and 
if  the  passenger  is  not  on  hand  the  plane  must  leave  with 
the  seat  unoccupied. 

The  bad  feature  of  this  practice  is  the  inconvenience 
it  causes  others  who  could  have  taken  the  plane.  An 
empty  seat  might  have  been  filled  by  a businessman  on 
an  urgent  defense  mission,  or  by  an  engineer  rushing  to  a 
military  post,  or  by  a surgeon  racing  to  an  emergency 
operation.  When  flights  are  booked  solid,  it  is  rare  when 
a seat  reserved  for  a “No  Show”  could  not  have  been 
filled  by  someone  racing  against  time.  And  time  is  im- 
portant to  America  today. 


PINE WOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene.  Emphasizing 
diagnosis  and  treatment  of  Neuro-psychiatric  cases. 

In  addition  to  the  usual  forms  of  treatment  (occupational  therapy, 
physiotherapy,  outdoor  exercise,  etc.)  we  specialize  in  more  specific 
techniques.  Insulin,  Metrazol  and  Electro  shock.  Psychological  and 
physiological  studies.  Psychoanalytic  approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 
Dr.  Barnett  Rosenblum  ) Resident  Tel:  KATONAH  775 

Dr.  Abram  Lichtyger  ) Physicians  YONKERS  5786 

N.  Y.  Office:  25  West  54th  St.  Tues.  & Fri.  by  appointment 
Circle  7-2380 


‘INTERPINES’ 

Goshen,  N.  Y. 


Phone  117 


-Reliable — Scientific 

Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physicior 
CLARENCE  A.  POTTER,  M.D,,  Resident  Physiciar 


Thousands  of  businessmen,  government  officials,  mili- 
tary leaders,  and  technical  experts  are  dependent  upon 
our  fastest  mode  of  travel,  while  the  air  lines  must  adhere 
to  higher  standards  than  before  in  spite  of  having  their  _ 
fleets  depleted  by  the  demands  for  military  craft.  Elimi- 
nating the  “No  Show”  waste  can  help  air  liners  and  the 
general  public  alike. 

If  a reservation  is  cancelled  the  minute  a person  knows 
he  or  she  cannot  make  the  trip,  the  seat  can  be  used  by 
another  passenger  whose  mission  may  be  just  as  urgent, 
or  more  so. 

So  if  you  are  scheduled  to  fly  at  any  time  and  something 
urgent  causes  a change  of  plans,  make  some  attempt  to 
notify  the  air  line,  even  if  it  gives  them  only  a few  min- 
utes to  replace  you  as  a passenger.  There  are  often  ( _ 
others  who  must  make  a last  minute  decision  to  fly  and  " 
your  cancellation  will  provide  them  the  opportunity  they 
might  otherwise  miss. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifullylocated  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 
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BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
inetitutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  tne  Medical 
Directory  of  N.  Y.,  N.  J.,  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,M.D.,PAystcion-in-CAor^e 


WOODLAWN  SANITARIUM,  INC. 

For  Medical  and  Surgical  Cases 

Complete  modern  equipment,  including  X-Ray,  fluoroscope  and 
combination  incubator  and  oxygen  tent  for  infants. 

412  East  238th  Street  Bronx,  N.  Y • 

Telephone  FAirbanks  4-3601 
See  also  our  adv.  p.  49a  Medical  Directory 
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IVE  THE  DOCTOR 
A BREAK 

| The  Low-Down  on  Group  Practice 
and  “Sickroom  Charm” 
by 

Floyd  Burrows,  M.D* 

Single  Copies  10  cents 
( Special  Prices  in  Quantities ) 


‘Money,  Money  for  everything,  but  no 
dollars  for  doctors!” 


PUBLIC  RELATIONS  BUREAU 


MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

292  Madison  Avenue 
New  York,  N.  Y. 


COT-TAR 

PIX-LITHANTHRACIS  5% 


WARTIME  LITERATURE 


Salute , a new  magazine  published  by  the  British  War 
I Relief  Society,  discusses  in  one  of  its  articles  the  merits 
of  literature  in  wartime. 

“The  criticism  of  books  written  during  wartime,”  de- 
I dares  the  publication,  “must  be  concerned  with  the  tra- 
ditional problem  of  whether  or  not  great  writing  can  be 
j achieved  under  the  stress  of  great  emotion.” 

While  the  article  agrees  that  war  conditions  do  stimu- 
late creative  ability,  it  feels  that  the  emotions  aroused 
i are  likely  to  be  conflicting  and  violent,  and,  that  there  is 
! inevitably  a lack  of  perspective  in  writing  about  a war 
j while  bombs  fall  about  the  writer. 

“For  these  reasons,”  remarks  the  author,  citing  All 
Quiet  on  the  Western  Front  as  an  example,  “prose  classics 
are  likely  to  flower  long  after  the  war  that  inspired 
them.”  Poetry,  however,  fares  differently  and  some  of 
lasting  value  was  composed  during  the  last  war  within 
battle  areas. 

A second  branch  of  writing  that  also  flourishes  in 
wartime  is  that  of  speeches,  and  for  just  one  verification 
of  this  fact  we  need  only  to  recall  the  immortal  address 
of  our  own  Civil  War  President  at  Gettysburg.  Eng- 


land’s man  of  the  hour  has  created  speeches  “that  fill  two 
noble  volumes.” 

The  most  successful  literature  in  wartime,  according 
to  this  article,  must  deal  with  the  thoughts  and  feelings 
of  real  people — not  imaginary  ones,  and  the  novelist 
finds  it  difficult  to  create  characters  and  invent  situa- 
tions stirring  enough  to  drag  us  away  from  our  news- 
papers. “Personal  affairs  seem  a little  trivial  and 
fictitious  tragedies  tend  to  dwindle  against  a background 
so  awesome  and  exciting  as  the  real  scene  today.” 

The  author  of  the  article  in  Salute  believes  it  idle  to 
attempt  to  prove  that  a wartime  book  (especially  one 
penned  during  a current  war)  is  great  or  not,  but  ex- 
presses the  opinion  that  such  literature  does  have  a par- 
ticular quality,  a merit  of  its  own,  particularly  one  that 
gives  us  an  idea  of  what  people  think  while  they  are 
fighting  a war. 

Sums  up  the  author — “All  that  is  written  later  in  ‘tran- 
quillity,’ however  classic,  cannot  give  us  the  first  impact, 
the  immediate  reaction.  It  is  sure  to  be  touched  by  after- 
thoughts and  later  interpretations,  just  as  books  about 
childhood  by  adults  can  never  quite  recall  a child’s  feelings. 


IN  WHOOPING  COUGH 


ELIXIR  BROMAURATE 

IS  A UNIQUE  REMEDY  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSISTENT 
COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 or  4 hours. 


— GOLD  PHARMACAL  CO.,  New  York  — 
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Children  like  this  wholesome,  easily  di- 
gested, hot,  brown,  wheat  cereal.  A 
good  natural  source  of 
Vitamin  Bi  (50  U.S.P.  units 
per  oz  dry).  For  Sample, 

Height  Weight  Charts  and 
Daily  Diet  Records  write: 

The  Maltez  Company,  Dept. 

BB,  Burlington,  Vt. 


<Um  financial 

"figures  £tmmmea 


The  DAILY  LOG  tells  you  at  a glance  how 
your  daily,  monthly  and  annual  business  rec- 
ords stand.  Important  non-financial  records, 
too.  It  has  protected  the  earnings  of 
thousands  of  physicians  for  14  yrs. 
A life  saver  at  income  tax  time! 

WRITE — for  booklet  “The  Adventures  of 
Doctor  Young  in  the  Field  of  Bookkeeping." 

COLWELL  PUBLISHING  CO. 

140  University  Ave.f  Champaign,  III. 


COLLEC  T I O N S 


B»t#  I 


Specialists  in  the  Collection  of  Professional  Accounts 


Send  card  or  prescription  blank  for  details 


NATIONAL  DISCOUNT  & AUDIT  CO. 

Herald  Tribune  Bldg. — New  York 
Representatives  in  all  parts  of  the  United  States  and  Canada 


ONE  MINUTE 

MAY  SPELL  “PROFIT” 

SEE  PAGE  2177 

for  "CLASSIFIED"  opportunities 
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INDEX  TO  ADVERTISERS  AND  ADVERTISED  PRODUCTS 


Biological  & Pharmaceutical 


A-B-M-C  (Wyeth) 2087 

Amniotin  (Squibb) 2163 

Argyrol  (Barnes) 2167 

Atrobarb  (Jenkins) 2086 

Auralgan  (Doho) 2094 

Benzedrine  Sulfate  Tablets  (Smith,  Kline  & 
French) 2083 

Betanal  (Borden) 2099 

Betaplexin  (Winthrop) 2169 

Brewers  Yeast  (Mead  Johnson) 4th  Cover 

Oarnacton  (Cavendish) 2094 

Cot-tar  (Doak) 2175 

Decholin  (Riedel-de  Haen) 2085 

Deratol  (Brewer) 2096 

Diurbital  (Grant) 2nd  Cover 

Elixir  Bromaurate  (Gold) 2175 

Ertron  (Nutrition) 2089 

Fluagel  (Breon) 2093 

Galatest  (Denver) 2085 

Koromex  (Holland-Rantos) 2171 

Macy’s  Prescription  Dept.  (Macy) 2101 

Metamucil-2  (Searle) 2097 


Mucilose  (Steams) 2095 

Ortho-Gynol  (Ortho) 2178 

Parke,  Davis  & Company 2165 

Proliculin  (Loeser) 2096 

Silver  Picrate  (Wyeth) 2092 

Stilbestrol  (Lilly) 2102 

Thantis  (Hynson) 2088 

Zemmer  Company 2177 


Dietary  Foods 

Canned  Foods  (American  Can  Company) 2100 

Maltex  Cereal  (Maltex  Co.) 2176 

Medical  and  Surgical  Equipment 


Orthopedic  Shoes  (Pediforme) 2101 

Miscellaneous 

Chewing  Gum  (National  Association) 2094 

Cigarettes  (P.  Morris) 2098 

Whiskey  (Carstairs) 3rd  Cover 
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Classified  Rates 


Rates  per  line  per  insertion: 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of  First 
and  by  the  5th  for  issue  of  Fifteenth 

Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


All  statements  in  classified  ads  are  published  in  good  faith,  but  it 
is  impossible  to  make  minute  investigation  of  each  advertisement. 
We  exclude  all  known  questionable  ads,  and  will  appreciate 
notification  from  readers  relative  to  misrepresentation.  The 
right  is  reserved  to  reject  or  modify  advertising  copy. 

New  York  State  Journal  of  Medicine 
292  Madison  Avenue  MUrray  Hill  3-9841 


SANITARIUM  FOR  SALE 


Sanitarium  established  18  years  specializing  in  dietetics  for 
those  taking  the  Saratoga  Springs  Rest  Cure.  Clientele  primarily 
obtained  through  medical  recommendations.  Basio  rates  $35.00- 
$50.00  weekly.  Twenty  guests  comfortably  accommodated. 

M.  L.  Halligan,  R.N.  “Viasana’*  Saratoga  Springs 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


WANTED 


BOOK  Manuscripts  Wanted.  Works  of  public  interest  on  all 
subjects.  Write  for  free  booklet.  Meador  Publishing  Company, 
324  Newbury  Street,  Boston,  Mass. 


SCHOOL  OF  LANGUAGES 


Social  and  Professional  Prestige  through  Good  Diction,  Precise 
Accent  in  English  or  Spanish,  French,  German,  etc.  FREE  Trial. 
BARBIZON  SCHOOL 

Vocabulary — Accent  Specialists,  20  East  57th  St.,  EL.  5-2783. 


CROSS-REFERENCE  . . . It  may  be  necessary  at  times  to  check  the  informa- 
tion provided  in  an  advertisement  on  some  particular  product  to  be  prescribed.  To  facili- 
tate this,  a cross  index  of  advertisers  and  advertised  products  is  published  in  every  issue 
of  the  JOURNAL.  We  hope  you  will  find  it  a convenient  and  useful  instrument.  In 
this  issue  see  pages  2092  and  2176. 


SCHOOLS 


3>a  tfou  Need  a ^aauied 
Medical  AiAUtant? 

/GRADUATES  with  twelve  months  intensive  train- 
(r-ing  in  laboratory  techniques,  apparatus  and 
*J  secretariat.  High  School,  College,  Nursing  or 
Business  School  Background.  Intelligent  assistants 
possessing  personality,  ability  and  all  the  requisites 
essential  to  the  trained  Medical  Assistant. 


Tel. 

MUrray  Hill 
6-1186 


Matt&l  School 


for 

MEDICAL  ASSISTANTS 

Licensed  by  the  State  of  New  York 


62  West 
45th  St. 
N.  Y.  C. 


CAPABLE  ASSISTANTS 

CALL  our  free  placement  service.  Paine  Hall 
graduates  are  girls  of  character,  intelli- 
gence, appearance;  qualified  for  office  or 
laboratory  work;  trained  in  haematology,  blood 
chemistry,  urinalysis,  clinical  pathology,  office 
machines,  medical  stenography,  bookkeeping. 
Address  C.  R.  Porter,  Principal. 


101  West  31st  Street,  New  York 
BRyant  9-2831 

Licensed  by  the  State  of  New  York 


59  ADVERTISERS 
are  represented 
in  this  ISSUE 
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PRESCRIBE  OR  DISPENSE  ZEMMER 

Pharmaceuticals  . . . Tablets,  Lozenges,  Ampoules,  Capsules, 
Ointments,  etc.  Guaranteed  reliable  potency.  Our  products 
are  laboratory  controlled.  Write  for  general  price  list. 

Chemists  to  the  Medical  Profession  N.Y.  11-1-41 

THE  ZEMMER  COMPANY,  Oakland  Station,  PITTSBURGH,  PA. 
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ORTHO. GYNOL  APPROXIMATES 


yVc/ima/  ytlcidity 


• The  maintenance  of  normal  vaginal  acidity  is  desirable  to  discourage  invasion  by  for- 
eign or  pathogenic  organisms.  Reports  indicate  that  most  types  of  vaginal  infections  are 
usually  accompanied  by  a reduction  in  vaginal  acidity.  The  pH  of  Ortho -Gynol  con- 
forms with  the  normal  vaginal  pH  and  tends  to  fortify  this  important  bio-chemical  bal- 
ance. Because  of  this,  Ortho-Gynol  is  used  frequently  in  the  management  of  certain 
vaginal  infections.  Physicians  prescribe  Ortho-Gynol  because  it  is  not  only  efficacious 
but  is  physiological  and  does  not  disturb  the  normal  vaginal  flora. 


ORTHO  PRODUCTS,  INC.,  LINDEN,  NEW  JERSEY 

COPYRIGHT  1941.  ORTHO  PRODUCTS.  INC. 
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SARATOGA  SPA 
NATURAL  MINERAL  WATERS 


Repairing  Mineral  Deficiency 
as  in  Pregnancy 


In  pregnancy,  the  value  of  the  natural  mineral  waters  of  Saratoga 
Spa  makes  itself  felt  with  particular  emphasis.  The  unique  natural 
carbonation  makes  them  palatable  and  encourages  the  patient  to 
take  the  full  prescribed  amount. 

The  richness  of  their  mineral  content  is  displayed  in  the  tabular 
analyses  of  the  three  waters,  as  shown  below.  All  are  of  saline- 
alkaline  type,  but  variable  as  to  total  mineralization  and  saline- 
alkaline  ratios. 

The  labile  form  of  the  contained  minerals  encourages  their  assimila- 
tion. This  is  a mineralization  impossible  of  artificial  duplication. 
Ready  evidence  lies  in  the  fact  that,  once  evaporated  out  of  solution, 
the  salts  are  not  again  entirely  soluble.  That  is  why  the  State 
bottles  the  natural  mineral  solutions,  and  seals  them  under  their 
own  natural  C02  pressure.  No  air  can  touch  them  until  the  bottle 
is  uncapped. 

For  professional  literature,  write  W.  S.  McClellan,  M.D.,  Medical 
Director,  Saratoga  Spa,  155  Saratoga  Springs,  N.  Y. 


THE  NATURAL  MINERAL  WATERS  OF  SARATOGA  SPA  ARE 


OWNED  AND  BOTTLED  BY 


■a  a 


THE  STATE  OF  NEW  YORK 


Analysis  of  the  Three  Waters 


(mineral  parts  per  millon) 

Hypothetical 

Geyser  Hathorn 

Coesa 

Combinations 

Water 

Water 

Water 

Ammon,  chlorid 

48.25 

59.10 

33.30 

Lithium  chlorid 

21.07 

64.49 

46.43 

Potass,  chlorid 

361.91 

789.54 

714.86 

Sodium  chlorid 

2,010.48 

8,594.84 

4,233.14 

Potass,  bromid 

9.23 

160.00 

13.90 

Potass,  iodid 

1.10 

4.80 

1.36 

Sodium  sulphate 

None 

None 

None 

Sod.  metaborate 

Trace 

None 

Trace 

Sodium  nitrate 

Trace 

Trace 

Trace 

Sodium  nitrite 

Trace 

Trace 

Trace 

Sodium  bicarb. 

2,213.78 

424.71 

1,331.15 

Calcium  bicarb. 

1,829.14 

3,380.84 

2,519.74 

Barium  bicarb. 

16.67 

25.65 

25.00 

Strontium  bicarb. 

Trace 

Trace 

Trace 

Ferrous  bicarb. 

9.94 

40.07 

5.86 

Magnes.  bicarb. 

753.89 

2,244.88 

1,186.57 

Alumina 

7.14 

4.98 

6.37 

Silica 

19.40 

14.40 

12.80. 

Total  7,284.00  15,808.30  10,130.48 

Look  for  the  Seal  of  The  State  of  New  York  on  ev- 
ery bottle  of  the  genuine  waters  of  Saratoga  Spa. 


THE  BOTTLED  WATERS  OF 

SA®J1SF(D®J1 


GEYSER  • H ATHORN  • 
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practitioners  on  the  effectiveness  of  Fyridium,  have  appeared  in  medical 
literature  for  more  than  a decade.  The  value  of  Fyridium  for  symptomatic 
relief  during  the  treatment  of  common  urogenital  infections  has  been  eon- 
sistently  reported  during  that  period,  and  again  affirmed  in  1940,  following 
a study  of  183  cases  of  various  urologic  conditions12.  In  the  same  year,  the 
results  of  an  experimental  study  of  the  anesthetic  and  analgesic  property 


of  Fyridium1 1 introduced  its  value  for  surface  anesthesia  during  cystoscopy. 
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CHATHAM  PHARMACEUTICALS,  INC. 

NEWARK,  N.  J. 


Non-toxic,  isotonic  to  the  blood,  and  will  not 
cause  hemolysis  — no  alkaloids  nor  nar- 
cotics— protein-free.  Supplied  in  10  c.c. 
diaphragm-stoppered  bottles. 

Literature  on  request. 


Ott  the.  Go.+it'iol 

HEMORRHAGE 

KO  AG  AM  IN  is  a rapidly  effective  parenteral  hemostatic  widely  used 
clinically  to  control  capillary  and  venous  bleedings. 


2182 


2183 


HOW  TO  DRINK  KNOX  GELATINE 
FOR  SUPPLEMENTARY  PROTEIN 

In  cases  where  you  want  to  supplement  your  patients’  protein,  Knox  Gelatine 
(U.S.P.)  may  be  of  help.  It  can  be  taken  very  easily  in  concentrated  drink  form. 
2 to  4 envelopes  a day  (or  more,  depending  on  the  patient’s  needs)  may  be  pre- 
scribed. Here  is  the  way  to  drink  Knox: 


IPourl  envelope  of plain,  unflavored 
■ Knox  Gelatine  into  a glass  % filled 
with  water  or  fruit  juice,  not  iced. 


Be  sure  the  patient  does  not  confuse 
Knox  Gelatine  with  ready-flavored  gel- 
atine dessert  powders.  They  are  about 
85%  sugar,  3%  flavor,  acid,  and  color- 
ing, and  only  10%  to  12%  gelatine. 
Knox  Gelatine  (U.  S.P.)  is  all  protein. 
Among  its  15  amino  acids  are  7 of  the 
10  considered  “essential!’  It  is  manufac- 
tured under  rigid  bacteriological  control 
to  maintain  purity  and  quality.  It  con- 
tains no  sugar! 

One  package  ( 1 oz.)  of  Knox  Gelatine 
contains  as  much  protein  as  4.2  eggs,  or 
1.7  pts.  milk,  or  9.1  oz.  wheat  cereal. 

Your  hospital  will  procure  Knox  for 
your  patients  if  you  specify  it  by  name. 


2 Let  the  liquid  absorb  the  Gelatine. 
■ Then  stir  briskly. 


3 Drink  immediately.  If  the  gelatine 
■ thickens,  stir  again.  Knox  is  taste- 
less, odorless. 


The  above  method  is  also  followed  in  Pep- 
tic Ulcer  conditions. 

KNOX  GELATINE 

(U.  S.  P.) 

A SUPPLEMENTARY  PROTEIN  CONCENTRATE 


I 

I 

ft- 


KNOX 

^U-S.P.  PLAIN* 

$pARKl||y(j 
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- “ Send  This  Coupon  for  Useful  Dietary  Booklets  — — — — — — — — 

□ The  Diabetic  Diet  □ Peptic  Ulcer  □ Infant  Feeding 
□ The  Protein  Value  of  Plain,  Unflavored  Gelatine  □ Reducing  Diets  and  Recipes 

KNOX  GELATINE,  Johnstown,  N.  Y.,  Dept.  474 

Please  send  me  free  booklets  for  the  medical  profession  as  checked. 

Name  

Address  
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Bellergal 
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stabilizes  KLlER0‘L- 


ance 

DOES  IT! 


Sedation  of  the  entire  neurovegetative  system 


GYNERGEN 

Sympathetic  Depressant 

BELLAFOLINE 

Vagus  Sedative 


autonomic  functions 


PHENOBARBITAL 

Central  Sedative 


Average  Dose:  3 to  4 tablets  daily. 
Supplied:  Bottles  of  25,  100,  250  and  1000  tablets. 

Samples  and  Literature  on  Request. 


SANDOZ  CHEMICAL  WORKS 


New  York  and  San  Francisco 
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A BEVERAGE  THAT 


SATISFIES  THIRST 
...FORTIFIES  HEALTH 

With  this  theme,  the  Bureau  of  Milk  Publicity  of  the 
State  of  New  York  promotes  the  refreshing  "beverage 
quality”  of  milk  as  a between-meal  drink.  The  Bureau 
also  points  out  that  milk  supplies  vitamins  for  cold  resist- 
ance, minerals  for  well-being,  alkaline  reaction  for  fatigue, 
calcium  for  clear  complexion. 

It  is  our  belief  that  the  physicians  of  the  state  will  concur 
in  the  Bureau’s  work,  and  our  hope  that  this  work  will 
prove  of  assistance  to  them  in  the  protection  of  public  health. 


BUREAU  OF  MILK  PUBLICITY 


THE  STATE  OF  NEW  YORK 
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FOR  MODERN  IRON  THERAPY  USE 


Vita-Liv-Ferin 

TABLETS  (S.  C.  Pink) 

Useful  in  the  treatment 
of  secondary  anemia,  anemia  of  pregnancy, 
nutritional  anemia  and  general  debility  due  to 
loss  of  blood,  chronic  or  infectious  diseases. 

For  sample  and  literature  mail  request 
on  professional  letterhead. 


EACH  TABLET  CONTAINS 


Ferrous  Sulfate,  Exsiccated 2 grs. 

Vitamin  Bi  (Thiamin  Chloride  0.15  mg. 

50  International  Units 

Vitamin  B2  (Riboflavin)  75  Gammas 

approximately  50  Sherman  Units 

Liver  Concentrate  (1:20) 

. . .2V6  grs.  containing  other  B Complex  factors 


Price:  $.75  per  100  list,  $5.60  per  1000  list 

"77>e  Physician's  Company" 

MUTUAL  PHARMACAL  COMPANY 

INCORPORATED 

817-21  SOUTH  STATE  STREET,  SYRACUSE,  N.  Y. 
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A typical  Lederle  development — 


' 


Serum  Refining 


Serum  sickness  used  to  be  a serious  obstacle  to 
the  successful  application  of  serotherapy.  So 
great  was  the  fear  of  these  reactions  that  at  times  the 
patient  was  even  deprived  of  life-saving  treatment. 

From  1906  to  1934  the  “salting  out”  method  of 
serum  refining  was  virtually  unchanged.  It  remained 
for  Lederle’s  staff,  long  experienced  in  the  problems 
of  serum  production,  to  establish  firmly  the  value  of 
a new  process  of  serum  refining.  This  process,  based 
upon  the  phenomenon  of  peptic  digestion,  removes 
up  to  90%  of  the  troublesome  proteins  believed  re- 
sponsible for  untoward  serum  reactions.  Globulin 
Modified  Antitoxins  refined  by  this  method  may  be 
expected  to  cause  a minimum  of  reactions.  They  are 
higher  in  potency,  smaller  in  volume  and  of  greater 
clarity  than  previous  antitoxins. 

But  serum  refining  is  only  one  of  many  Lederle 
biological  achievements.  Antitoxins,  serums,  vac- 
cines and  toxoids  from  Lederle’s  200-acre  serum 
farm  protect  countless  individuals  from  the  ravages 
of  disease  all  over  the  world. 

LEDERLE  LABORATORIES,  INC. 
30  ROCKEFELLER  PLAZA  NEW  YORK,  N.  Y. 
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The  Pomeroy  standards  of  excellence  in  quality 
and  workmanship  are  maintained  in  the 
construction  and  fitting  of  artificial  limbs. 


ARTIFICIAL  LIMBS 


Boston 


Two  factors  are  essential  to  a completely  satisfactory  artificial  limb: 
the  judgment  of  the  physician  in  prescribing  and  the  skill  of  the 
manufacturer  in  designing  and  fitting  the  proper  appliance  to  indi- 
vidual cases. 


I oni 

a* 


For  seventy  years  Pomero'y  has  served  physicians  and  their  patients 
in  this  highly  specialized  field. 


1st 


PameA&q 


16  EAST  42nd  ST.,  NEW  YORK 
208  LIVINGSTON  ST.,  BROOKLYN 


Springfield 


Newark 


Detroit 


Wilkes-Barr 


A 


For  the  Failing  Hearts 

Phyllicin 


( theophylline-calcium  salicylate) 


A well  tolerated  diuretic  and  myocardial  stimulant 

in  congestive  heart  failure, 
cardiovascular -renal  disease 
and  angina  pectoris. 


DOSE:  1 tablet  (4  grains) 

2 to  4 times  a day. 


Literature  and  trial  quantity  upon  request. 

BILHUBER- KNOLL  CORP.  - ORANGE,  NEW  JERSEY 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


2189 


I 


INDEX  TO  ADVERTISERS 
AND 

ADVERTISED  PRODUCTS 


irbizon  School 2273 

Barnes  Sanitarium 2269 

thlehem  Laboratories,  Inc 2195 

lhuber-Knoll  Corp 2188 

Dvinine  Company,  The 2197 

rewer  & Company,  Inc 2196 

righam  Hall  Hospital 2267 

runs  wick  Home 2271 

anada  Dry  Ginger  Ale,  Inc 2196 

. Ceribelli  & Co 2190 

hatham  Pharmaceuticals,  Inc 2182 

olwell  Publishing  Company 2195 

orn  Products  Sales  Company 2191 

irane  Discount  Corporation 2195 

Irest  View  Sanitarium 2269 

I.  E.  Dubin  Laboratories,  Inc 2192 

’alkirk  in  the  Ramapos 2267 

'ox  Physicians  Equipment  Exchange 2273 

leneral  Electric  X-Ray  Corp 2263 

iold  Pharmacal  Company 2271 

^lalcyon  Rest 2267 

lorlick’s  Malted  Milk  Corporation 2193 

lotel  Lexington 2196 

nterpines 2269 

|£alak  Water  Co.  of  N.  Y.,  Inc 2192 

Charles  B.  Knox  Gelatine  Co.,  Inc 2183 

jCederle  Laboratories,  Inc 2187 

Couden-Knickerbocker  Hall,  Inc 2271 

McKinney’s  Sanitarium 2269 

M & R Dietetic  Laboratories,  Inc 2265 

The  Maples,  Inc 2267 

Mead  Johnson  & Company 4th  Cover 

(Merck  & Co.  Inc 2181 

[Mutual  Pharmacal  Co 2186 

National  Tuberculosis  Association 2194 

New  York  Medical  Exchange 2273 

New  York  State  Bureau  of  Milk  Publicity 2185 

Northwest  Institute  of  Medical  Tech 2273 

Nutrition  Research  Laboratories 2nd  Cover 

Paine  Hall 2273 

Pediforme  Shoe  Company 2195 

Petrogalar  Laboratories,  Inc 2198 

Pleasant  Valley  Wine  Co 2195 

Z.  H.  Polachek 2273 

Pomeroy  Company,  Inc 2188 

Radium  Emanation  Corp.,  The 2190 

Riverlawn  Sanitarium 2267 

Riverside  Memorial  Chapel 2269 

Sandoz  Chemical  Works,  Inc 2184 

Saratoga  Springs  Authority 2179 

S.M.A.  Corp 3rd  Cover 

R.  J.  Strasenburgh  Co 2189 

Terrace  House 2271 

Twin  Elms 2269 

Upjohn  Company 2274 

Viasana 2273 

West  Hill 2271 


5-6  d-ouM. 
fyaAodUlatiM 


• 00 


9*t  &4A&*UicU 

c4ippesite*iAio*t 


Maxitate  (Mannitol  Hexanitrate)  is  re- 
puted to  be  the  longest  acting  (5-6 
hours)  vasodilator.  The  gradual  and  pro- 
longed action  of  this  tablet  is  efficacious  in 
the  treatment  of  essential  hypertension  and 
in  forestalling  attacks  of  angina  pectoris 
(Beckman,  "Treatment  in  General  Prac- 
tice”). Worried  and  excitable  patients  with 
essential  hypertension  often  require  a seda- 
tive to  obtain  nervous  relaxation.  Maxitate 
with  Phenobarbital  Tablets  meet  both  re- 
quisites. Your  sample  will  be  sent  on  re- 
quest. Write  for  folder  No.  8 

Maxitate  is  available  at  leading  Pre- 
scription Pharmacies  everywhere . 

R.  J.  STRASENBURGH  CO. 

Pharmaceutical  Chemists  Since  1886 

ROCHESTER,  NEW  YORK 
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OR  safety  and  reliability  use  composite  Radon  seeds  in  your 
cases  requiring  interstitial  radiation.  The  Composite  Radon 
Seed  is  the  only  type  of  metal  Radon  Seed  having  smooth, 
round,  non-cutting  ends.  In  this  type  of  seed,  illustrated 
here  highly  magnified,  Radon  is  under  gas-tight,  leak-proof 
seal.  Composite  Platinum  (or  Gold)  Radon  Seeds  and 
loading-slot  instruments  for  their  implantation  are  available 
to  you  exclusively  through  us.  Inquire  and  order  by  mail, 
or  preferably  by  telegraph,  reversing  charges. 


THE  RADIUM  EMANATION  CORPORATION 

GRAYBAR  BLDG.  Telephone  MO  44455  NEW  YORK,  N.  Y. 

N.y.S.Jr.1 1 


BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 
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AGE-TWO  WEEKS 

Milk 10  ozs. 

Water 10  ozs. 

Karo  syrup 2 tbs. 

3 ozs.  every  4 hrs. — 6 feedings 

AGE  — ONE  MONTH 

Milk 12  ozs. 

Water 13  ozs. 

Karo  syrup 2Vi  tbs. 

4 ozs.  every  4 hrs. — 6 feedings 


AGE— TWO  MONTHS 


Milk 15  ozs. 

Water 13  ozs. 

Karo  syrup 3 tbs. 


41/2  ozs.  every  4 hrs. — 6 feedings 


AGE— THREE  MONTHS 


Milk 17  ozs. 

Water 9 ozs. 

Karo  syrup 3 tbs. 


5 ozs.  every  4 hrs. — 5 feedings 


AGE  — FOUR  MONTHS 


Milk 20  ozs. 

Water 11  ozs. 

Karo  syrup 3l/z  tbs. 


6 ozs.  every  4 hrs. — 5 feedings 


AGE  — FIVE  MONTHS 


Milk 23  ozs. 

Water 11  ozs. 

Karo  syrup 4 tbs. 


6V2  ozs.  every  4 hrs. — 5 feedings 


AGE-SIX  MONTHS 


Milk 26  ozs. 

Water 10  ozs. 

Karo  syrup 4 tbs. 


7 ozs.  every  4 hrs. — 5 feedings 


The  amount  of  Karo  in  each  for- 
mula is  optional.  During  the 
summer,  it  may  be 
reduced  according 
to  the  baby’s  diges- 
tive reaction. 


A formula  of  whole  cow’s  milk,  carbohydrate  and 
water  may  be  calculated  for  the  individual  infant 
according  to  the  following  requisites: 

(1)  The  amount  of  cow’s  milk  necessary  will  be  1.5 
to  2.0  ounces  per  pound  (100  to  130  cc  per  kilo)  of 
expected  body  weight  per  day;  or,  one-half  to  two- 
thirds  of  the  total  calories  required  for  the  infant. 

(2)  The  amount  of  added  Karo  syrup  required  will 
be  about  one- tenth  of  the  quantity  of  milk  used,  i.e., 
0.15  to  0.2  ounces  per  pound  (0.1  to  1.13  grams  per 
kilo)  of  expected  body  weight  per  day,  or  one-third 
to  one-half  the  total  calories  required  for  the  infant. 

(3)  The  total  caloric  value  of  the  formula  should 
be  approximately  50  to  55  calories  per  pound  (110 
to  115  calories  per  kilo)  of  body  weight  per  day. 

(4)  The  amount  of  water  added  to  the  formula  will 
be  two  to  three  ounces  per  pound  (130  to  200  cc 
per  kilo)  of  body  weight  per  day;  and  the  amount 
of  water  added  to  the  formula  for  the  24-hour  period 
depends  upon  the  degree  of  dilution  required  to 
render  the  mixture  digestible. 

(5)  The  amount  of  formula  offered  at  a feeding  dur- 
ing the  first  few  months  is  expressed  by  the  rule — Age 
in  months  plus  two  ounces  at  four-hour  intervals.” 

Kugelmass:  " Newer  Nutrition  in  Pediatric  Practice .”  1940. 
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For  Hypo-Alkalinity 


ALKALINE  WATER 


SPARKLING 


NOT 


LAXATIVE 


Complete  literature  on  request 


Kalak  Water  Co.  of  New  York,  Inc. 


30  Rockefeller  Plaza 


New  York.  N.  Y. 


CROSS-REFERENCE  . . . It  may  be  necessary  at  times  to  check  the  informa- 
tion provided  in  an  advertisement  on  some  particular  product  to  be  prescribed.  To  facili- 
tate this,  a cross  index  of  advertisers  and  advertised  products  is  published  in  every  issue 
of  the  JOURNAL.  We  hope  you  will  find  it  a convenient  and  useful  instrument.  In 
this  issue  see  pages  2189  and  2193. 
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THE  PHYSICIANS’  HOME 


THIS  FORM  MAY  BE  USED  AS  A CLAUSE  IN,  OR  A CODICIL  TO  YOUR  WILL: 


“I  give  and  bequeath  to  the  Physicians’  Home, 
Incorporated  in  the  State  of  New  York,  June 

4,  1919,  the  sum  of dollars,” 

to  be  used  by  the  Board  of  Directors  as  it 
deems  best  to  maintain  and  continue  the  pur' 
pose  and  activities  of  the  Physicians’  Home. 


MAKE  CHECKS  PAYABLE  TO: 

PHYSICIANS’  HOME  • 52  East  66th  Street,  New  York  City 


To  Assure  Quick  Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


DUB  IN  AMINODHYZsZjIIV 

yh&ophtylUrhe,  - SthylesvesiuirTiitie 


American  Made  from  American  Materials 


H.  E.  DUBIN  LABORATORIES 


250  E.  43rd  St. 


INCORPORATED 


New  York,  N.  Y. 
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kminophyllin  (Dubin) 2192  ; 

Bellergal  (Sandoz) 2184  j 

Elixir  Bromaurate  (Gold) 2271  ! 

Ertron  (Nutrition) 2nd  Cover 

Hematinic  Plastules  (Bovinine) 2197 
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Maxitate  (Strasenburgh) 2189 

Petrogalar  (Petrogalar) 2198 
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Racephedrine  Hydrochloride  (Upjohn) 2274 

Radon  Seeds  (Radium) 2190 

Thesodate  (Brewer) 2196 

Vita-Liv-Ferin  (Mutual) 2186  ! 


Medical  and  Surgical  Equipment  and 


Appliances 

Artificial  Limbs  (Pomeroy) 2188  j 

Orthopedic  Shoes  (Pediforme) 2195  i 

Physicians  Equipment  (Fox) 2273  | 

X-Ray  Equipment  (General  El.  X-Ray) 2263 
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Brioschi  (Ceribelli) 2190 
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Similac  (M  & R Dietetic) 2265 
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Spring  Water  (Saratoga  Springs) 2179 
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USE  HORLICK’S-FORTIFIEP 
TO  HELP  MAINTAIN 
INCLUSIVE  NUTRITION 

A carefully  planned  diet  may  be  largely  defeated 
through  the  appetite  peculiarities  or  digestive  re- 
sponse of  the  individual. 

Horlick’s  Malted  Milk— Fortified  is  a well- 
balanced  basically  nutritious  food,  rich  in  a 
majority  of  the  protective  factors.  It  is  an 
excellent  source  of  vitamins  A,  Bx,  D,  and  G, 
as  well  as  calcium  and  phosphorus.  Horlick’s 
affords  a convenient  means  of  "buffering”  the 
diet  to  help  maintain  inclusive  nutrition. 

EASY  TO  DIGEST 

Horlick’s  is  exceedingly  easy  to  digest.  It  produces 
no  troublesome  curds  in  the  stomach  when  mixed 
with  water.  It  so  modifies  milk  that  soft  flocculent 
curds  are  formed. 

The  cereal  carbohydrates  of  Horlick’s  are  made 
soluble  by  enzyme  digestion.  The  product  is  homog- 
enized in  vacuum  for  greater  digestibility  of  fat  and 
protein. 

Horlick’s  is  produced  from  full  cream  milk,  wheat 
and  barley.  It  provides  a high  quality  protein  as  well 
as  energy  producing  fat  and  carbohydrates. 

In  addition  to  the  vitamins  which  occur  naturally 
in  the  ingredients,  the  following  vitamins  have  been 
added  to  each  ounce  of  Horlick’s— Fortified : 


Vitamin  A 1,334  U.S.P.  Units  Vitamin  D 134  U.S.P.  Units 

Vitamin  Bi  84  U.S.P.  Units  Riboflavin  340  Gamma 


As  a liquid  food,  Horlick’s  is  adapted  for  use  both 
with  and  between  meals.  Ideal  for  frequent  feedings. 
Its  bland  residue  indicates  its  use  in  many  conditions 
of  gastro-intestinal  disorder. 

Write  for  physicians’  samples  and  descriptive 
literature. 

HORLICK’S  MALTED  MILK  CORPORATION 

RACINE,  WISCONSIN 

STATE  JOURNAL  OF  MEDICINE 


BLACKOUT 
THE  SHADOW! 


CLOSE  to  all  of  us  is  the  threat- 
ening spectre  of  tuberculosis. 
No  respecter  of  persons,  it  lurks  in 
every  corner,  may  strike  at  any  mo- 
ment. More  people  between  15  and  45 
die  from  tuberculosis  than  from  any 
other  disease. 

Yet  tuberculosis  can  be  driven  from 


the  face  of  the  earth.  Since  1907  your 
Local  Tuberculosis  Association  has 
helped  reduce  the  toll  of  tuberculosis 
by  75% ! 

By  buying  Christmas  Seals  you  will 
help  us  complete  the  job — and  make 
this  a safer  world  for  yourself  and 
your  loved  ones. 


Buy 

CHRISTMAS 


The  National,  State  and  Local 
Tuberculosis  Associations 
in  the  United  States 


SEALS 
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PROFESSIONAL  1% 

ECONOMICS  ...  AN  ETHICAL, 

PRACTICAL  PLAN  FOR  BETTERING  YOUR 
INCOME  FROM  PROFESSIONAL  SERVICES. 

Send  card  or  prescription  blank  for  details. 

CRANE  DISCOUNT  CORPORATION 

Representatives  throughout  U.  S.  and  Canada 

30  W.  41st  St.,  N.  Y.  City  LOngacre  5-2943 


New  York  State  Champagne 
and  fine  American  still  wines 


When  a patient  requires  a superior  champagne  or 
a fine  wine  during  convalescence,  specify  "Great 
Western." 

Most  good  stores  sell  genuine  "Great  Western." 

Pleasant  Valley  Wine  Co. 

Established  I860  - - Rheims,  N.  Y. 


HY  CLORITE 

ANTISEPTIC 

For  irrigating,  swabbing,  and 
dressing  infected  cases  wherever 
an  antiseptic  is  needed. 

For  Hand  and  Skin  Sterilization 

To  Make  a Dakin's  Solution 
of  the  American  Medical  of  Correct  Hypochlorite 
Association  (N.  N.  R.)  Strength  and  Alkalinity. 

NON-POISONOUS  Practically  NON-IRRITATING 
Comprehensive  literature  on  request 

BETHLEHEM  LABORATORIES 

INCORPORATED 

300  Century  Building  Pittsburgh,  Pa. 


if  TIQW  How  You  Stand  1 

J l Compared  with  Last  Year  * 


. . . You’d  know  exactly , at  a glance,  if  you  were 
using  the  DAILY  LOG.  It’s  the  SIMPLIFIED, 
thoroughly  ORGANIZED  system  of  office  book- 
keeping. Includes  in  one  neat  volume  every  essen- 
tial business  record  of  your  practice. 
Important  non-financial  ones,  too. 
It’s  a treasure  at  income  tax  time! 
WRITE — for  illustrated  booklet  "The  Ad- 
ventures of  Dr.  Young  in  the  Field  of  Book- 
keeping." 

COLWELL  PUBLISHING  CO. 

140  University  Ave.,  Champaign,  III. 


DDMUYUdDG 
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Did  you  know 
Johnnie  Walker 
is  a duet? 


Johnnie  Walker  has  to  be  two  people.  For 
the  friendly  gentleman  identifies  both  12- 
year-old  Black  Label  and  8-year-old  Red 
Label  Scotch  whis- 
ky. Each  has  the 
smooth,  friendly 
flavour  that  brings 
a special  feeling  of 
satisfaction  to  your 
taste.  You’ll  like 
mellow  Johnnie 
Walker,  from  the 
very  first  sip. 


BORN  1820  . . . 
still  going  strong 


WHEREVER  YOU  ARE 
ITS  SENSIBLE  TO  STICK  WITH 


BLENDED  SCOTCH  WHISKY 


BOTH  86.8 
PROOF 


Canada  Dry  Ginger 
Ale,  Inc.,  New  York,  N.  Y.,Sole  Importer 


505  ROOMS  at  $420 

...  all  outside  with  combination  tub  and 
shower  bath,  circulating  ice  water,  full  length 
mirror  and  four-station  radio!  Double  rooms 
home  of^the  from  $5.50;  suites  from  $12.  Here 
^OU  ^ave  a maximum  assurance  of 
%$0R | accommodations  at  the  price  you  want 
to  pay.  “New  York's  Friendly  Hotel!” 


jAfte/  Je. 


ex/nq/ow 

Charles  E.  Rochester,  Vice-President  and  Managing  Director 

LEXINGTON  AVE.  at  48th  ST.,  NEW  YORK 


COMPULSORY 
HEALTH  INSURANCE  AND 
DISEASE  CONTROL 

By  FREDERICK  L.  HOFFMAN,  LL.D. 

40  Pages 
Price  10  cents 
(Special  Prices  in  Quantity) 

Public  Relations  Bureau 
Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue,  New  York,  N.  Y. 


the  success  of  THESODATE(Brewer) 

(Original  enteric  coated  tablet  of  Theobromine  Sodium  Acetate) 

is  due  to  these  factors: 

1.  It  is  Clinically  Proven 

2.  It  is  effectively  Enteric  Coated 

3.  It  is  decidedly  Less  Expensive. 

Indicated  in  treatment  of  coronary  artery  disease  and  edema. 

Dosage:  One  71/ 2 gr.  tablet  4 times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription,  in  71/ 2 gr.  tablets  with  or  without  Phenobarbital 
(i/2  gr.),  or  33/4  gr.  tablets  with  or  without  Phenobarbital  (»/4  gr.) 
100  per  bottle. 

Samples  and  literature  on  request 

BREWER  & COMPANY,  INC.  Worcester,  Mass. 

PHARMACEUTICAL  CHEMISTS  SINCE  1852 
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# Hematinic  Plastules  provide  ferrous  iron  in  small  soluble  elastic 
capsules — a modern,  convenient  dosage  form.  Where  iron  therapy 
is  indicated,  Hematinic  Plastules  can  usually  be  relied  upon  to  bring 
about  a steady,  rapid  rise  in  hemoglobin.  Their  administration  is  seldom 
complicated  by  gastric  disturbance. 

Hematinic  Plastules  are  an  economical  iron  preparation  especially 
effective  for  the  treatment  of  the  iron  deficiency  anemia  of  pregnancy, 
for  chronic  blood  loss,  or  post-infection  anemia. 

Hematinic  Plastules  are  available  in  two  types,  Plain  or  with  Liver 
Concentrate,  in  bottles  of  50  and  100. 

•reg.  u.  s.  pat.  off. 
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Available  at  all 
Pharmacies 


Petrogalar* 

Shut  in — No  exercise — Appetite  off — Sluggish  bowel,  all 
suggest  the  use  of  Petrogalar  to  assist  Bowel  Habit  Time. 

Petrogalar  Plain  adds  unabsorbable  fluid  to  tjie  bowel 
content  to  encourage  regular,  comfortable  elimination  by 
purely  mechanical  means,  free  of  habit-forming  tendencies. 

Children  and  adults  alike  enjoy  the  delightful  flavor  of 
Petrogalar.  It  is  easy  to  take,  either  from  a spoon  or  in 
water,  as  desired. 


* Trade  Mark.  Petrogalar  is  an  aqueous  suspension  of  pure  mineral 
oil  each  100  cc.  of  which  contains  pure  mineral  oil  suspended  in  an 
aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc.  • 8134  McCormick  Boulevard 
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Editorial 


The  Bitter  Fruit 


iUhas  come  to  pass  that  as  this  is  writ- 
ten small  groups  of  willful  men  are  openly 
defying  the  authority  of  government  in 
these  United  States  on  a question  that 
has  nothing  to  do  with  the  preservation  of 
human  rights,  at  a time  of  grave  peril, 
when  the  civil  liberties  of  everyone  in  the 
nation  will  have  to  be  abridged  temporar- 
ily for  the  common  safety. 

The  rebellion  of  this  misled  group  fol- 
lows by  a little  more  than  a month  (Sep- 
tember 17)  the  dramatic  power  strike  in 
Kansas  City  which  plunged  400,000  peo- 
ple into  darkness  and  terror,  and  a mere 
six  months  after  the  strike  of  maids,  order- 
lies, employees  in  the  nurses’  home,  the 
engineering  division,  and  the  garages  of 
the  West  Penn  Hospital. 

Why  should  medicine  take  editorial  cog- 
nizance of  these  strikes?  Because,  at  this 
writing,  Mr.  John  L.  Lewis  and  Mr. 
Westbrook  Pegler’s  well-named  “union- 
eers”  have  the  power,  if  they  wish  to  do 
so,  to  tie  up  this  country’s  entire  defense 
program  unless  they  get  just  what  they 
want.  Furthermore,  if  they  have  no 
hesitation  or  compunction  about  doing 
this,  how  much  less  would  they  hesitate  to 
disorganize  the  country’s  hospitals,  ambu- 
lance services,  and  power  supplies.  This 
has,  in  fact,  been  demonstrated  in  the 
Kansas  City  outrage. 

The  extent  to  which  the  auxiliary  serv- 
ices of  the  hospitals  have  already  been 
unionized  is  not  generally  appreciated. 
The  extent  of  communist  infiltration  of 


the  technical  services  of  hospitals  is  also 
not  generally  known.  It  has  been  as- 
sumed that  institutions  of  this  humani- 
tarian character  would  be  immune  from 
threats  to,  or  attacks  upon,  the  welfare 
of  the  sick,  the  maimed,  and  the  dy- 
ing. 

Apparently,  the  assumption  is  without 
basis  in  fact.  Apparently,  the  temper  of 
Mr.  Westbrook  Pegler’s  “unioneers”  is 
such  that  they  do  not  and  will  not  concede 
the  immunity  of  the  Nation’s  defense 
program  or  the  safety  of  its  sick,  maimed, 
and  dying  from  ruthless,  cynical,  and  at 
times  violent,  attack.  There  is  little  to  be 
anticipated  from  public  authority,  seem- 
ingly, beyond  the  soft  word.  The  entire 
legislative  structure,  both  federal  and 
state,  respecting  labor  has  been,  and  now 
is,  set  up  in  a manner  which,  in  operation, 
encourages  the  exploitation  of  the  de- 
fenseless, both  in  the  hospitals  and 
throughout  the  Nation. 

This  fact  is  of  grave  concern  at  least  to 
medicine,  for  much  of  medicine’s  ability 
to  function  effectively  and  efficiently  in 
our  so-called  industrial  civilization  is  de- 
pendent upon  the  continuity  of  services 
that  lie  within  the  domain  of  labor.  The 
right  of  labor  to  strike  does  not  in  our 
view  of  constitutional  liberties  include  the 
right  to  strike  at  the  welfare  of  the  help- 
less or  to  hold  them  as  hostages  to  the 
settlement  of  jurisdictional  disputes  and 
irresponsible  rapacity.  T 
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fruit  of  unwise  government  policy  toward 
industrial  problems  is  bad  enough,  but 
that  the  sick,  the  maimed,  and  the  dying 
should  be  compelled  in  their  helplessness 
to  have  to  eat  it  too,  and  to  wash  it  down 
with  the  sour  wine  of  their  impotence  in 


darkness,  in  terror,  in  fear,  is  the  last  in- 
sult of  a truly  decadent  way  of  life. 

Is  there  no  courage  in  our  legislators 
which,  in  the  name  of  God,  will  place  the 
necessities  of  the  sick  above  the  loss  of  a 
few  votes? 


The  Missionary  Spirit 


The  American  Association  for  Social 
Security,  which  is  sponsoring  a “ health 
insurance”1  bill  introduced  in  Washing- 
ton by  Senator  Capper,  is  ably  repre- 
sented by  Mr.  Abraham  Epstein,  its  ex- 
ecutive secretary. 

Mr.  Epstein  now,  as  in  the  past,  is  en- 
gaged in  selling  government  “ health  in- 
surance,” federal  and/or  state.  It  is  his 
life’s  work.  He  gets  around.  On  October 
10,  1941,  he  got  around  to  the  conven- 
tion of  the  New  York  State  Osteopathic 
Society.  There  he  spoke.  Said  he,  in 
part:  “It  is  fortunate  that  the  leader- 
ship of  the  New  York  State  Osteopathic 
Society  has  had  the  vision,  still  lacking  in 
the  New  York  State  Medical  Society ,2 
to  realize  that  constructive  programs  of 
social  action  along  the  lines  of  providing 
medical  care  can  only  help  the  physicians 

as  well  as  the  nation To  continue 

to  ignore  the  problem  of  sickness  when  it 
is  known  that  it  is  the  greatest  cause  of 
poverty,  is  social  negligence  bordering  on 
the  criminal  ....  it  is  obviously  suicidal 
to  permit  our  people  to  go  without  ade- 
quate medical  care  merely  because  they 
cannot  afford  to  buy  such  care  individ- 
ually and  unaided.” 

The  Medical  Society  of  the  State  of 
New  York  will  doubtless  be  gratified  to 
learn  that  Mr.  Epstein  has  reserved,  if 
he  has  been  correctly  reported,  a place 
in  his  commodious  doghouse  not  only  for 
the  Medical  Society  but  for  the  United 
States  Treasury  as  well.  He  is  said3  to 
have  charged  “the  medical  profession  with 
blocking  extension  to  its  field  of  the  social 
security  program,”  and  “attacked  the 
United  States  Treasury  Department  on 

1 Sickness  tax.  Ed. 

2 Italics  ours.  Ed. 

3 New  York  Times,  October  11,  1941. 


the  ground  that  it  thought  of  the  existing 
social  security  set  up  in  terms  of  revenues 
rather  than  benefits.” 

Mr.  Epstein,  though  not  yet  so  color- 
ful, is  rapidly  acquiring  the  technic  of 
salesmanship  long  exemplified  by  Mr. 
Harold  Ickes.  We  shall  probably  hear 
more  of  him  as  time  goes  on.  He  is  sell- 
ing an  idea — government  “health  insur- 
ance”— which  more  and  more  people  are 
inclined  to  think  of  as  a sickness  tax.  It 
may  be  that  this  aspect  of  the  matter 
accounts  for  the  reluctance  of  the  Medical 
Society  of  the  State  of  New  York  to  em- 
brace Mr.  Epstein’s  current  and  past 
enthusiasm.  The  Society  is  not  inter- 
ested in  sales  campaigns.  It  is  concerned 
now,  as  in  the  past,  not  with  the  pere- 
grine promotion  of  a government  sick- 
ness tax  but  with  workable  and  forth- 
right plans  to  provide  the  best  possible 
medical  service  to  the  greatest  number 
of  people.  The  Medical  Society  of  the 
State  of  New  York  has  the  vision,  still 
lacking  in  diverse  nonmedical  groups 
regrettably,  to  see  that  before  the  best 
medical  service  can  be  made  widely  avail- 
able to  the  public  it  is  necessary  to  have  a 
sufficient  quantity  of  the  best  kind  of 
doctors  to  provide  it. 

The  possession  of  a certain  amount  of 
vision,  in  the  evangelical  meaning  of  the 
word,  peed  not  blind  anyone  to  practical, 
common,  or  horse,  sense.  The  world  can- 
not get  along  without  the  evangel.  His 
enthusiasm,  his  energy,  his  penetration 
of  far  places,  his  unflagging  endurance 
and,  in  the  case  of  the  urban  evangel,  his 
iron  digestive  tract  capable  of  withstand- 
ing the  continual  assault  of  dinner  after 
hotel  dinner  compel  the  admiration  of 
lesser  clods.  And  yet.  . . . 
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There  remains  the  necessity  to  deal  with 
cold,  hard,  inescapable  fact.  It  is  often 
wearisome,  we  admit,  and  unsensational. 
But  it  is  our  business.  Our  “constructive 
program  of  social  action”  consists,  first, 
in  assuring  to  the  people  of  the  state  the 
largest  number  possible  of  thoroughly 
trained,  well-educated  physicians  and, 
second,  in  providing  the  means  and  the 
opportunity  for  keeping  them  well  in- 
formed by  a state-wide  program  of  post- 
graduate education.  At  the  moment,  a 
large  proportion  of  the  younger  members 
of  the  profession  are  serving  the  govern- 
ment. The  remainder  are  caring  for  the 
medical  needs  of  the  civilian  population 
in  the  only  way  that  has  yet  proved  to  be 
practical — namely,  by  painstaking  atten- 
tion to  one  case  at  a time,  day  after  day. 
Prosaic,  but  practical. 

True,  all  this  has  to  be  paid  for.  Phy- 
sicians, like  anyone  else  must  have  some 
means  of  support,  even  in  this  pleasant 
Utopia  in  which  as  a Nation  we  have  at- 
tempted to  isolate  ourselves.  Some- 
thing for  nothing  is  still  comparable  to 
perpetual  motion  in  fact,  if  not  in  sales 
talks.  That  is  probably  why  the  United 
States  Treasury  Department,  which  Mr. 
Epstein  excoriates,  has  finally  found  its 
way  into  his  doghouse.  It  must  think  in 
terms  of  revenues  before  it  can  begin  to 


think  in  terms  of  benefits,  being  charged 
with  the  financing  of  a social  security 
program. 

It  occurs  to  us  that,  beginning  now,  a 
great  many  people  are  commencing  to 
worry,  not  about  the  certainty  of  ulti- 
mate death  but  about  the  certainty  of 
proximate  taxes.  This  same  hard-boiled 
attitude  of  the  Treasury  Department,  so 
obnoxious  to  the  evangelical  Mr.  Ep- 
stein— namely,  the  securing  of  adequate 
revenues — will  be  reflected  in  the  citizen- 
taxpayer’s  1942  tax  bills,  in  his  pay  envel- 
ope, in  the  hidden  levies  on  everything 
he  needs. 

Mr.  Epstein’s  task  of  selling  a govern- 
ment sickness  tax4  now  to  a citizenry 
already  faced  with  a one  hundred  billion 
dollar  debt,  increasing  at  the  rate  of  ten 
billions  a year;  to  a citizenry  now  faced 
with  enormous  taxes  and  surtaxes;  to  a 
citizenry  now  awakening  to  the  fact  that 
such  a government  sickness  tax4  could 
only  be  administered  by  a huge,  expen- 
sive bureaucracy  of  still  more  tax  eaters 
makes  the  job  comparable  to  that  which 
the  New  York  Times  itself  has  under- 
taken in  a similar  evangelical  spirit.  We 
do  not  see  eye  to  eye  with  Mr.  Epstein, 
but  we  recognize  courage  when  we  see 
it,  even  if  it  be  the  valor  of  enthusiasm. 

4 Often  referred  to  as  “Health  Insurance.” 


Rehabilitation 


On  October  10,  1941,  the  President  an- 
nounced plans  for  “ rehabilitating  200,000 
of  the  1,000,000  youths  who  have  been 
rejected  for  military  service  because  of 
physical  or  mental  deficiencies.”1 

This  plan  has  been  adopted  on  the  basis 
of  a report  to  the  President  made  by 
Brigadier  General  Hershey,  director  of  the 
Selective  Service  System.  It  is  a work- 
able plan.  It  has  been  in  operation  as  a 
pilot  experiment  in  the  Second  Corps 
Area  under  the  direction  of  Colonel  Ar- 
thur McDermott,  director  of  Selective 
Service  for  New  York  City,  and  under 
the  supervision  of  Colonel  Samuel  J. 

1 New  York  Times,  October  11,  1941,  p.  1. 


Kopetzky.  It  follows  sound  principles. 
It  has  adhered  to  facts  and  has  been  de- 
signed in  such  a way  as  to  bring  to  light 
certain  basic  data  about  which,  to  date, 
little  has  been  known  and  much  has  been 
asserted. 

The  program  “will  apply  immediately 
to  the  200,000  who  were  certified  by  local 
draft  boards  as  susceptible  of  physical 
rehabilitation  for  the  Army.  Local  phy- 
sicians and  dentists  will  give  the  treat- 
ments, for  which  the  Federal  Govern- 
ment will  pay  as  part  of  the  cost  of  na- 
tional defense.”1 

We  are  of  the  opinion  that  this  is  the 
proper  approach  to  an  eventual  improve- 
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ment  in  the  national  thinking  as  well  as 
the  national  well-being.  It  has  been  made 
possible  by  an  emergency  which  produced 
the  Selective  Service  System,  a realistic 
application  of  the  democratic  process,  free 
from  political  considerations  and  con- 
cerned solely  with  the  common  safety. 
As  such,  the  program  must  be  supported 
wholeheartedly  by  the  medical  profession 
and  should  be  given  every  encourage- 
ment by  the  public. 

It  involves  a concept  difficult  for  the 
man  on  the  street  to  grasp  unless  it  is  pre- 
sented simply  and  unless  it  is  kept  simple 
and  straightforward.  Of  this  concept 
Dr.  S.  J.  Kopetzky2  said:  “Educational 
campaigns  are  not  enough  to  make  the 
obvious  remedy  to  solve  the  problem  prac- 
tical. The  concept  that  every  citizen 
has  an  obligation  to  perform  his  military 

duty  should  be  strengthened A law 

which  makes  it  compulsory  for  the  citi- 
zen to  perform  a year’s  duty  in  the  armed 
forces  of  the  country  should  be  broadened 
to  prevent  remediable  defects  from  de- 
terring men  from  carrying  out  this  ob- 
ligation of  citizenship.”  Later,  on  Au- 
gust 15,  1941,  the  Commission  on  Physical 
Rehabilitation,  headed  by  Dr.  George 
Baehr  of  Columbia  University,  recom- 
mended to  Mr.  Paul  V.  McNutt,  Federal 
Security  Administrator,  a government- 
financed  program  of  voluntary  physical 
rehabilitation  of  rejected  selectees.  Of 
this  recommended  plan  Mr.  McNutt 
said,  in  part:  “While  the  program  is 
directed  primarily  toward  making  more 
men  available  for  military  service,  it  has 
far  greater  implications  for  the  future 
public  health  of  the  country,  particularly 
in  relation  to  the  opportunities  for  the  re- 
placement of  these  registrants  into  civilian 
pursuits  after  the  emergency  is  over.” 

This  is  common  sense;  it  is  the  kind  of 
hardheaded  thinking  which,  simply 
stated,  should  appeal  to  the  man  on  the 

* Kopetzky,  S.  J.:  New  York  State  J.  Med.  41:  No. 

14,  1487  (July  15)  1941. 


street.  It  is  something  he  can  understand, 
devoid  of  political  or  emotional  obliquity. 
It  is  fair.  The  government  contributes 
something,  the  physicians  contribute 
something,  the  public  contributes  some- 
thing. The  public  safety  is  secured  and 
the  public  well-being  is  enhanced. 

It  seems  to  us  unfortunate  that  in  its 
write-up  the  Times 1 should  have  chosen 
to  state  in  the  subhead  of  the  article 
“President  Tells  Rehabilitation  Plan  and 
Says  Our  Health  Conditions  Indict  Am- 
erica.” It  seems  to  be  true  that  Mr. 
Roosevelt  said  “he  considered  the  exist- 
ence of  the  conditions  revealed  by  the 
Selective  Service  examinations  as  an 

indictment  of  America ” A little 

farther  on,  the  news  story  states:  “Of 
those  rejected  under  the  Selective  Serv- 
ice Act,  100,000  were  found  mentally 
unequipped  for  service,  since  they  did  not 
have  the  equivalent  of  a fourth-grade 
education.” 

Just  how  this  is  related  to  our  health 
conditions  is  not  clear.  It  is  not  ex- 
plained. It  does  not  appear  to  be  related 
to  the  rehabilitation  program.  It  is  fur- 
ther stated:  “Of  the  approximately  one 
million  rejected,  900,000,  or  about  90  per 
cent,  were  found  to  be  physically  or  men- 
tally unfit.”  But  it  is  seen  that  on  the 
breakdown  of  the  figures  57,000,  or  6.3 
per  cent  only,  were  rejected  for  mental 
and  nervous  diseases  per  se.  The  larger 
number,  100,000,  were  rejected  because  of 
insufficient  educational  equipment  or 
educational  capacity,  aside  from  any  ques- 
tion of  mental  disease  or  other  physical 
handicap. 

Because  of  the  apparent  irrelevancy  of 
these  figures  and  the  false  impression  they 
tend  to  create,  we  repeat  that  it  is  unfor- 
tunate in  our  view  that  they  should  have 
been,  so  to  speak,  dragged  in  by  the  ears 
to  becloud  the  straightforward  issue  of 
the  rehabilitation  of  about  200,000  men 
with  assorted  but  remediable  mental  or 
physical  defects. 
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THE  SIGNIFICANCE  OF  MUSCULAR  BALANCE  IN  ACUTE 
DISORDERS  OF  POSTURE  AND  LOCOMOTION* * 

Henry  H.  Jordan,  M.D.,  New  York  City 


THE  significance  of  pathologic  conditions 
of  the  musculature  in  acute  disorders  of 
posture  and  locomotion  has  not  been  suffi- 
ciently recognized.  In  a considerable  number 
of  so-called  minor  ailments,  seen  in  everyday 
practice  by  physical  therapeutists  as  well  as 
by  orthopaedic  surgeons,  the  purely  muscular 
nature  of  the  pathologic  condition  is  often  not 
diagnosed.  Consequently,  the  treatment  may 
not  be  the  most  efficient  and  the  rehabilita- 
tion of  the  patient  is  either  delayed  or  not 
achieved.  Then,  patients  belonging  in  this 
group  frequently  turn  for  help  to  osteopaths 
or  even  chiropractors.  It  is  exactly  in  the 
conditions  to  be  discussed  in  this  paper  that 
manipulative  treatment  by  an  osteopath  is 
often  successful,  casting  an  unfavorable  re- 
flection on  the  medical  profession.  It  seems, 
therefore,  timely  to  analyze  and  discuss  acute 
disorders  of  locomotion  and  posture  caused 
by  disturbance  of  the  physiologic  balance  be- 
tween agonists  and  antagonists  or  between 
bilateral  synergists.  These  conditions,  if 
properly  diagnosed,  would  yield  readily  to 
our  treatment;  as  a matter  of  fact,  these 
are  most  gratifying  cases  for  both  specialties, 
orthopaedics  and  physical  therapy. 

A classic  example  of  such  an  acute  mus- 
cular disorder  is  represented  by  the  so-called 
spastic  or  rigid  pronated  flat  foot,  with  its 
characteristic  sequence  of  events. 

A patient  comes  to  the  office  walking  with  a 
marked  limp  and  complaining  of  severe  pain 
on  weight-bearing  in  one  foot.  He  states  that 
he  has  had  occasional  foot  trouble  and  that  he 
has  previously  tried  various  types  of  foot 
plates  and  orthopaedic  shoes  with  more  or  less 
success.  But  today,  while  going  down  the 
subway  steps,  he  apparently  turned  his  foot 
and,  since  then,  has  had  severe  pain  that  made 
weight-bearing  almost  impossible.  Exami- 


Read at  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  Buffalo,  New  York,  April  29, 
1941. 

* This  paper  is,  in  the  last  analysis,  based  upon  the 
research  and  teaching  of  Hans  von  Baeyer.  Von  Baeyer 
has  given  us  in  countless  contributions  a new  and  stimu- 
lating realization  of  the  role  that  the  musculature  plays 
for  man’s  posture  and  locomotion.  The  influence  of  his 
teaching  on  the  rational  treatment  of  their  disorders  can- 
not be  overrated. 

The  shadow  of  Naziism  fell  on  the  last  years  of  his  life. 
He  died  in  his  Fatherland  but  exiled  from  the  great  in- 
stitution he  had  created.  On  January  22,  1941,  a cor- 
onary occlusion  put  an  end  to  von  Baeyer’s  work. 


nation  shows  no  symptoms  of  an  acute  trauma, 
no  swelling,  and  no  discoloration  indicating 
hematoma.  While  the  unaffected  foot  pre- 
sents a moderate  degree  of  pes  piano  valgus, 
freely  movable  in  all  directions,  the  painful 
foot  is  completely  rigid  in  a position  of 
supination.  Active  movements  of  the  foot 
in  the  direction  of  pronation  and  supination  are 
impossible,  while  a certain  degree  of  dorsi- 
flexion  and  plantar  flexion  may  still  be  pres- 
ent. An  attempt  at  passive  motion  of  the 
foot  from  the  position  of  extreme  supination 
to  normal  alignment  and  pronation  fails. 
The  foot  is  so  stiff  that  bony  ankylosis  is 
simulated.  The  metatarsus  follows  the  tar- 
sus rigidly  into  marked  supination  and  cannot 
be  pronated.  In  the  upright  posture  the  first 
metatarsal  bone  and  the  great  toe  do  not  touch 
the  ground.  Weight  is  borne  on  the  heel  and 
the  outer  border  of  the  foot  only.  The  ten- 
dons of  the  tibialis  anticus  and  tibialis  posti- 
cus muscles  are  conspicuously  prominent. 
These  muscles  are  maximally  contracted; 
they  are  hard  and  painful.  Pain  in  the  foot 
may  be  so  severe  as  to  suggest  an  acute  in- 
flammation. Apart  from  the  pain,  however, 
the  other  classic  symptoms  of  inflammation 
are  absent.  Roentgen  examination  may  be 
completely  negative,  especially  in  younger 
patients.  X-rays  may,  on  the  other  hand, 
show  osteoarthritic  changes,  for  instance,  in 
the  region  of  the  scaphoid  or  the  first  meta- 
tarsophalangeal joint.  On  the  basis  of  such 
x-ray  findings  the  acute  painful  condition  may 
be  diagnosed  as  arthritis,  misleading  for  treat- 
ment. 

Let  us  analyze  what  has  actually  happened 
to  this  foot.  For  months  or  years  both  feet 
have  been  in  piano  valgus  position — that  is. 
in  faulty  static  alignment  with  regard  to  the 
center  axis  of  gravity  in  standing  and  walk- 
ing. In  the  upright  posture,  for  instance,  the 
plumbline  from  the  center  of  the  hip  joint 
through  the  center  of  the  knee  joint  and  of 
the  ankle  joint  did  not  hit  the  ground  through 
the  center  of  the  heel  as  is  normal. 6 The  valgus 
position  places  the  heel  laterally  to  the  center 
axis  of  gravity.  This  faulty  static  alignment, 
which  presents  itself  in  innumerable  cases,  is 
mechanically  unsound.  The  body  weight  is 
not  properly  supported  by  those  elements  of 
the  foot  which  are  built  to  take  up  the  axial 


2203 


2204 


HENRY  H.  JORDAN 


[N.  Y.  State  J.  M. 


compression  stresses.  As  a result,  the  aux- 
iliary soft  tissue  structures — namely,  the 
muscles  with  their  tendons  and  the  liga- 
ments— are  forced  to  participate  to  an  abnor- 
mal degree  in  the  transmission  of  compression 
and  tensile  stresses.  The  ligaments  offer 
considerable  passive  resistance  but  gradually 
become  overstretched;  the  faulty  static 
alignment  becomes  worse.  When  the  liga- 
ments give  way,  opposing  articular  surfaces 
lose  their  normal  relation  and  become  incon- 
gruent.  Incongruence  of  articular  surfaces 
interferes  with  normal  function  and  renders 
it  painful,  especially  under  weight-bearing. 
Such  pain  calls  for  reflex  action  of  the  muscles. 
They  try  to  restore  normal  alignment  to  avoid 
strain  on  the  ligaments  and  incongruence  of 
the  articulations.  As  a result,  these  muscle 
groups  are  under  abnormal  strain  and  become 
fatigued.  Waste  products  of  muscle  metabo- 
lism accumulate  with  the  sequelae  of  pain, 
changes  in  circulation,  and  malnutrition. 

The  flexibility  and  adaptability  of  the  foot 
required  in  the  various  phases  of  standing, 
walking,  running,  climbing,  and  jumping  en- 
tail a considerable  degree  of  skeletal  instabil- 
ity below  the  ankle.  The  lower  leg  and  foot 
muscles  must  guarantee  functional  stability 
where  the  skeletal  stability  is  lacking.  This 
purpose  is  achieved  through  the  physiologic 
balance  mainly  between  the  lateral  group 
of  the  peroneal  muscles  and  the  medial  group 
of  the  tibial  muscles.  Both  muscle  groups 
cooperate  under  normal  conditions  to  main- 
tain the  correct  static  alignment  of  the  foot 
for  optimal  support  of  the  body  weight  in  all 
phases  of  standing  and  walking.  With  the 
heel  in  valgus  position,  weight-bearing  causes 
abnormal  strain  on  the  medial  structures  at 
the  ankle.  In  order  to  maintain  correct  align- 
ment the  tibial  group  must  make  greater  ef- 
forts, while  the  peroneal  group  is  relaxed.  If 
this  condition  prevails  for  some  time,  the 
equilibrium  between  the  two  muscle  groups  is 
definitely  disturbed.  At  first,  the  patient 
will  note  fatigue  and  pain  in  the  tibial  muscles; 
then  comes  the  point  where  these  muscles, 
overworked  and  suffering  from  accumulation 
of  waste  products  and  lack  of  nourishment,  sud- 
denly contract  with  a last  spastic  effort,  pull- 
ing and  holding  the  entire  foot  in  an  unphysio- 
logic  position  of  total  supination.  The 
onset  of  this  final  stage  of  chronic  damage  to 
this  muscle  group  comes  suddenly,  resembling 
an  accident.  One  may  assume  that  a minor 
incident  during  walking — for  instance,  an 
unevenness  of  the  ground — added  to  the  im- 
balance already  present,  has  furnished  the 


last  straw.  We  now  have  the  picture  of  an 
acute  disorder  of  both  posture  and  locomo- 
tion caused  by  a disturbance  of  the  physio- 
logic balance  between  pronating  and  supi- 
nating  muscles. 

If  we  recognize  the  characteristic  picture 
of  an  extremely  painful,  completely  rigid 
flat  foot  as  the  result  of  a disturbance  of  the 
equilibrium  of  the  muscles  controlling  the 
position  of  this  foot,  the  first  aim  of  our  treat- 
ment must  be  the  restoration  of  the  physio- 
logic balance.  Relaxation  of  the  spastic 
or  contracted  muscle  group  is  the  logical  re- 
quirement. This  can  be  achieved  in  many 
ways.  We  will  select  those  measures  that 
restore  muscular  balance  and,  consequently, 
painless  function  of  the  foot  with  a minimum 
expenditure  of  time  and  energy.  Relaxation 
would  be  readily  accomplished  by  general 
anesthesia,  which,  however,  is  indicated  only 
if  major  surgical  procedures  are  intended. 

Quick  and  complete  relaxation  of  the  spastic 
muscles  in  a rigid  foot  is  obtained  by  local 
anesthesia  if  properly  applied.  There  are 
two  methods  of  using  local  anesthesia  for  this 
purpose.  One  consists  of  injections  of  novo- 
cain into  the  ankle  joint.  By  the  other, 
which  in  my  experience  is  more  effective,  the 
affected  muscle  groups  are  infiltrated  with 
novocain.5  I inject  up  to  a total  of  100  cc.  of 
a 0.5  per  cent  solution  without  epinephrine 
at  three  or  four  points  into  the  spastic  mus- 
cles. After  a period  of  from  ten  to  twelve 
minutes,  anesthesia  becomes  effective,  the 
tibial  group  is  relaxed,  and  the  foot  can  be 
brought  back  into  normal  alignment. 

It  is  also  possible  to  overcome  the  rigidity 
of  the  foot  without  anesthetics.  In  selected 
cases  skillful  manipulation  may  restore  the 
muscular  equilibrium  with  immediate  relief 
of  pain  and  spasticity  especially  if  we  have 
succeeded  in  distracting  the  patient’s  atten- 
tion. When  we  state  that  manipulation  alone 
under  favorable  circumstances  can  restore  the 
muscular  balance,  we  must  emphasize  at  the 
same  time  that  it  is  not  a manipulation  of 
displaced  joints  or  slipped  articulations  as 
claimed  by  osteopaths;  what  actually  hap- 
pens in  a sudden  stretching  and  relaxation  of 
the  contracted  muscle  group  which  accounts 
for  the  sometimes  spectacular  result. 

Between  the  two  extremes  of  general  or 
local  anesthesia  on  the  one  side  and  manipu- 
lation on  the  other,  practically  all  modalities 
of  physical  therapy  may  be  used  to  obtain  the 
desired  result.  Rest,  heat,  and  histamine 
iontophoresis  are  among  the  most  effective. 
Restoration  of  physiologic  balance  between 
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pronating  and  supinating  muscle  groups  on 
the  foot  cures  the  acute  disorder  of  the  pain- 
ful, rigid  flat  foot.  It  does  not,  of  course, 
remove  the  underlying  cause  of  the  disorder, 
and  additional  therapeutic  measures  are 
necessary  to  correct  permanently  the  faulty 
static  alignment  and  to  eliminate  its  effect 
on  all  the  structures  that  have  suffered  from 
the  strain  of  abnormal  weight-bearing. 

It  is  not  within  the  scope  of  this  paper  to 
discuss  in  general  differential  diagnosis  and 
treatment  of  pathologic  conditions  of  the 
foot.  I have  used  the  well-known  picture  of  a 
painful,  rigid  flat  foot  merely  as  a classic 
example  for  the  significance  of  muscular  bal- 
ance in  acute  disorders  of  posture  and  locomo- 
tion. The  course  of  events,  described  for  the 
development  of  the  painful,  rigid  flat  foot 
and  its  logical  treatment,  applies  to  similar 
conditions  in  other  regions  of  the  body,  es- 
pecially in  the  back. 

I shall  now  discuss  the  back  in  reference  to 
acute  disorders  of  posture  and  locomotion. 
Backache  of  muscular  origin  is  of  greater  im- 
portance than  the  disorders  of  the  foot.  It 
occurs  much  more  frequently,  and  entails,  as 
a rule,  prolonged  disability  with  all  the  im- 
plications including  the  significant  economic 
factor.  Its  great  tendency  to  recur  is  only 
too  well  known.  Furthermore,  the  nature 
of  muscular  backache  is  not  readily  under- 
stood and,  as  a result,  treatment  may  be  in- 
adequate. 

A survey  of  the  current  literature  shows  a 
flood  of  publications  on  the  subject  of  low 
back  pain  and  of  the  injured  back  and  its 
treatment.3*4  There  is  no  doubt  that  an 
acute  attack  of  disabling  pain  in  the  back 
may  present  one  of  the  most  puzzling  prob- 
lems for  differential  diagnosis.  As  far  as  I 
can  see  the  chief  interest  in  this  subject  in  re- 
cent years  has  been  focused  on  the  discussion 
of  two  aspects  of  the  manifold  problem : 

1.  On  the  role  of  the  intervertebral  disk 
and  its  herniation,  wThich  seems  to  occupy  a 
prime  position  in  the  considerations  of  ortho- 
paedic and  neurosurgeons. 

2.  On  the  slipping  or  displacement  of  the 
sacroiliac  articulation.  This  hypothesis  has 
found  more  attention  on  the  part  of  the 
physical  therapeutists  under  the  noticeable  in- 
fluence of  osteopaths  who  claim  to  cure  the 
acute  painful  back  by  manipulation  of  slipped 
articulations.  The  possibility  of  the  purely 
muscular  origin  of  an  acute  disorder  of  the 
back  has  attracted  little  attention.  This  is 
showed  by  the  fact  that  the  term  “acute 
lumbago”  is  rarely  used  nowadays,  while  a 


diagnosis  of  sacroiliac  syndrome,  sacroiliac 
dislocation,  lumbosacral  arthritis,  sciatica, 
etc.,  is  favored. 

To  prevent  misunderstanding  I should  like 
to  emphasize  that  an  acute  attack  of  low  back 
pain  may  be  caused  by  a great  variety  of 
pathologic  conditions;  in  many  instances, 
differential  diagnosis  is  difficult  and  requires 
the  aid  of  medical,  surgical,  urologic,  gyne- 
cologic, and  neurologic  examinations.  It  has 
been  my  experience,  however,  that  the  in- 
cidence of  purely  muscular  disorders  causing 
acute  back  pain  is  much  higher  than  is  gen- 
erally recognized,  and  this  statement  is  borne 
out  by  the  result  of  the  treatment.  It  is  there- 
fore worthwhile  to  study  the  back  conditions 
under  discussion  from  the  same  point  of  view 
as  we  have  done  in  the  first  part  of  this  paper 
for  the  rigid  flat  foot. 

The  typical  picture  of  an  acute  attack  of 
lumbago  is  well  known.  A man  sitting  at  his 
desk  in  a swivel  chair,  reading  a newspaper, 
bends  over  to  the  right  to  pick  a section  of  the 
paper  from  the  floor.  He  experiences  a sud- 
den sharp  pain  in  the  right  lumbar  region  and 
is  unable  to  resume  the  erect  posture.  With 
difficulty  he  gets  up  from  his  chair,  supporting 
himself  with  his  arms,  his  trunk  is  shifted 
and  bent  toward  the  right  side,  and  an  at- 
tempt to  straighten  up  fails.  Pain  may  or 
may  not  radiate  down  to  the  right  leg.  Every 
movement  is  painful;  even  coughing  or  sneez- 
ing causes  a pain  in  the  right  lumbar  region. 
Examination  shows  that  the  trunk  is  shifted 
toward  the  right  side  over  the  pelvis,  the 
lumbar  lordosis  is  flattened  out  or  reversed 
into  kyphosis.  The  right  lumbar  erector  spi- 
nae  muscle  group  is  conspicuously  prominent 
and  markedly  rigid.  A straight  leg  raising 
test  shows  a positive  Lassegue  on  the  right 
side ; it  may  also  show  a hamstring  spasm  on 
the  left  side  with  pain  referred  to  the  right 
lumbosacral  region.  The  patient  may  localize 
his  pain  over  the  right  sacroiliac  joint  and  not 
in  the  region  of  the  spastic  lumbar  muscles. 

Regardless  of  the  origin  of  the  pathologic 
condition,  this  patient  presents  the  picture  of 
an  acute  disturbance  of  the  physiologic  bal- 
ance between  the  right  and  the  left  lumbar 
erector  spinae  muscle  groups.  In  this  case 
we  have  a unilateral  disturbance.  In  other  in- 
stances the  lesion  may  be  bilateral  or  sym- 
metric. A bilateral  attack  of  acute  lumbago 
occurs  for  instance  when  a person  standing  at 
the  washbasin  bends  forward  while  brushing 
his  teeth.  When  attempting  to  resume  the 
erect  posture  he  feels  a sudden  sharp  pain  in 
the  back,  as  if  struck  by  lightning,  and  he  is 
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unable  to  straighten  up.  Examination  shows 
lumbar  kyphosis,  marked  spasticity  of  the 
bilateral  erector  spinae  muscles  and,  fre- 
quently, a boardlike  rigidity  of  the  abdominal 
muscles.  The  disturbance  of  the  physio- 
logic balance  between  muscle  groups  acting 
on  the  spine  concerns  the  erector  spinae 
muscles  posteriorly  and  the  iliopsoas  and  ab- 
dominal muscles  anteriorly.7 

We  are  now  concerned  with  a painful  and 
disabling  disorder  of  posture  and  locomotion  of 
the  spine  due  to  an  acute  disturbance  of  the 
physiologic  balance  between  bilateral  syner- 
gists (in  the  case  of  the  unilateral  lesion) 
or  between  agonists  and  antagonists  (as  in  the 
bilateral  lesion).  The  picture  is  similar  to 
the  one  presented  by  the  acute  spastic  flat 
foot.  Restoration  of  the  physiologic  equilib- 
rium between  the  affected  muscle  groups  is  the 
first  and  logical  aim  of  our  treatment.  This 
requires  the  application  of  measures  that  will 
effect  a complete  relaxation  of  the  spastic  or 
rigid  muscle  group.  Before  discussing  the 
modalities  of  treatment  which  have  proved 
most  useful  for  this  purpose,  I should  like  to 
discuss  the  nature  of  the  muscular  disorder. 

Man’s  erect  posture  and  the  multitude  of 
static  and  dynamic  functions  of  the  spinal 
column  depend  to  a large  extent  upon  the 
function  of  the  muscle  groups  that  act  on  the 
spine  and  control  the  postural  relation  of 
the  spinal  column  and  the  trunk  to  the 
“closed  chain”  of  the  pelvis  and  the  lower 
extremities.  A weakness  of  the  lumbosacral 
region  is,  generally  speaking,  the  price  we 
still  have  to  pay  for  the  privilege  of  the  erect 
posture.  Man’s  adaptation  to  the  erect  pos- 
ture is  not  yet  complete  as  is  showed  by  the 
many  skeletal  variations  that  occur  in  this 
region.  The  greater  the  individual  instability 
at  the  lumbosacral  junction,  the  greater  are 
the  demands  made  upon  the  musculature. 
Analogous  to  what  we  have  seen  at  the  ankle, 
here,  too,  skeletal  instability  requires  muscu- 
lar stabilization.  Although  nature  has  en- 
dowed the  human  body  with  an  admirable  sys- 
tem of  reserves  and  safety  devices  in  order  to 
maintain  the  physiologic  functions  even  under 
adverse  circumstances,  it  is  readily  under- 
stood that  the  imperfection  of  human  nature 
accounts  for  frequent  disorders.  The  lumbar 
musculature  bearing  the  greater  part  of  the 
burden  imposed  by  the  erect  posture  is  prone 
to  fail  under  undue  strain,  especially  in  cer- 
tain types  of  individuals.  Muscles  are  under 
abnormal  strain  whenever  there  is  a discrep- 
ancy between  their  functional  capacity  and 
the  demands  made  upon  them.  If  the  muscles 


are  normal,  their  physiologic  balance  will  be 
disturbed  by  abnormal  demands.  These  may 
be  due  to  intrinsic  and  extrinsic  causes.  The 
latter  are:  (1)  overexertion  from  heavy  physi- 
cal labor  or  athletics,  leading  to  muscular 
fatigue,  and  (2)  trauma,  causing  tear  of  muscle 
fibers  and  hematoma. 

Among  the  intrinsic  causes  defective  posture 
plays  the  predominant  role  because  it  entails 
habitually  strained  muscles  and  a lack  of  bal- 
ance of  the  bones  at  the  joints.  Von  Baeyer1 
has  pointed  out  that  posture  is  the  status 
present  at  the  beginning  and  at  the  end  of 
motion.  The  essence  of  posture  is  physio- 
logic balance  or  equilibrium.  If  there  is  no 
equilibrium,  there  is  motion.  Physiologic 
posture  requires  a minimum  of  muscular  ef- 
fort. Active  contraction  of  muscles  means  in- 
creased metabolism;  physiologic  muscle  tone 
does  not.  Defective  posture  necessitates  con- 
stant muscle  action,  leading  to  muscular  fatigue 
and  an  accumulation  of  waste  products.  Next 
to  defective  posture  we  have  to  mention 
pathologic  conditions  of  the  skeleton  which 
may  increase  the  demands  made  upon  the 
musculature.  This  will  be  the  case  in  sym- 
metric and  asymmetric  deformities — e.g.,  a 
gibbus  of  the  dorsal  spine  or  a fixed  scoliosis 
disturbing  the  physiologic  balance  between  the 
bilateral  synergists  acting  on  the  spine — and 
in  spondylarthritis  or  spondylosis  where  the 
muscles  are  called  upon  to  immobilize  the 
diseased  parts  of  the  skeleton  to  avoid  pain. 
Finally,  we  must  list  pathologic  conditions  of 
the  viscera  and  the  central  nervous  system 
which  lead  to  “muscular  defense”  to  prevent 
pain.  The  common  denominator  of  all  the 
conditions  mentioned  is  that  they  place  an 
undue  strain  on  normal  muscles,  leading  to  an 
unphysiologic  condition  of  these  muscles  and 
preparing  for  the  occurrence  of  an  acute  at- 
tack of  lumbago. 

On  the  other  hand,  we  must  consider  patho- 
logic conditions  of  the  musculature  proper 
which  make  it  unfit  even  for  physiologic  de- 
mands made  upon  it.  Such  conditions  are: 
general  weakness  of  the  musculature,  con- 
stitutional or  conditional;  and  diseases  of  the 
muscle  fibers  or  the  interstitial  tissues,  e.g., 
myositis  or  myositis  ossificans.  Exposure  to 
cold  and  humidity  undoubtedly  has  a detri- 
mental influence  on  the  physiologic  function 
of  the  muscles.  We  must  consider  among 
this  group,  also,  the  results  of  many  of  the 
intrinsic  and  extrinsic  causes  mentioned 
above  which  lead  to  undue  strain  and  which 
eventually  impair  the  physiologic  function  of 
the  affected  muscle  groups. 
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At  this  point  I should  like  to  discuss  the  so- 
called  “myogeloses.” 

The  term  myogelosis8  was  introduced  by 
Fritz  Lange  and  Heinrich  Schade  in  1921, 
describing  a pathologic  condition  of  the  mus- 
culature characterized  by  painful  hard  nodules 
in  the  muscle  fibers.  These  two  authors,  work- 
ing independently,  believe  that  myogeloses 
present  a distinct  pathologic  entity  and  that 
the  palpable  changes  of  the  muscle  fibers  are 
organic  in  nature.  They  have  not  been  able 
to  prove  the  exact  nature  of  these  pathologic 
changes.  Histologic  examination  of  excised 
nodules  was  negative.  The  chief  objective 
criteria  for  the  existence  of  myogeloses  were  a 
determination  of  the  circumscribed  indura- 
tion in  the  muscle  with  the  aid  of  the  sclerome- 
ter.  Myogeloses  do  not  disappear  in  deep 
general  anesthesia,  and  they  remain  palpable 
postmortem  for  approximately  ten  hours  until 
rigor  mortis  has  occurred  (Schade).  From 
these  observations  both  authors  concluded 
that  myogeloses  are  not  circumscribed  spasms 
of  muscle  fibers  but  organic  changes,  very 
likely  colloid-chemical  in  nature.  A detailed 
discussion  of  the  myogelosis  problem  will  be 
the  subject  of  a later  presentation.*  It  may 
suffice  to  state  that  myogeloses  are  frequently 
found  in  the  pathologic  conditions  of  the 
musculature  presented  today.  As  a rule,  they 
respond  well  to  treatment — not  only  to  the 
deep  massage  or  gelotripsy  recommended  by 
Lange  and  Schade  but  also  to  histamine  and 
other  modalities  of  physical  therapy. 

An  acute  attack  of  lumbago  occurs  most 
frequently  when  a sudden  uncontrolled  mo- 
tion puts  an  additional  strain  on  a muscle 
group  that  already  has  been  taxed  to  capacity 
for  one  or  several  of  the  reasons  mentioned. 
A slight  disturbance  of  the  physiologic  equilib- 
rium, insufficient  to  interfere  with  the  function 
of  normal  muscles,  furnishes  the  last  straw; 
the  strained  muscle  group  contracts  with  a 
last  spastic  effort,  and  the  muscular  balance 
of  either  bilateral  synergists  or  of  agonists 
and  antagonists  is  finally  deranged.  This 
necessarily  leads  to  a shift  in  the  relations  of 
the  pertinent  sections  of  the  skeleton;  hence, 
the  common  assumption  that  a displacement 
or  slipping  of  one  or  several  joints  has  oc- 
curred. Because  pain  in  an  acute  attack  of 
lumbago  is  frequently  referred  to  the  sacro- 
iliac rather  than  to  the  lumbosacral  region  or 
the  lumbar  muscles,  osteopaths  and  their 

* “Myogeloses.  The  Significance  of  Pathologic  Con- 
ditions of  the  Musculature  in  Acute  Disorders  of  Posture 
and  Locomotion,”  read  before  the  American  Congress 
of  Physical  Therapy,  Washington,  D.  C.,  September  4, 
1941. 


followers  have  established  the  routine  diagno- 
sis of  a sacroiliac  sprain  or  dislocation.  There 
is  not  time  to  discuss  the  anatomy  and 
physiology  of  the  sacroiliac  articulations  and 
to  explain  why  it  is  my  firm  conviction  that  a 
displacement  of  the  sacroiliac  articulation  is 
highly  improbable,  if  not  impossible  (with 
rare  exceptions  in  the  case  of  severest  trauma) . 
It  may  suffice  to  state  that  the  manipulative 
procedure  carried  out  by  osteopaths  and  by 
some  orthopaedic  surgeons  frequently  is  suc- 
cessful because  it  restores  the  muscular  bal- 
ance of  the  erector  spinae  muscles.  We  fully 
agree  with  regard  to  the  classic  symptoms  of 
an  acute  attack  of  lumbago  and  with  the  pos- 
sibility of  immediate  relief  of  the  patient’s 
suffering  and  a restoration  of  the  physiologic 
balance  of  the  affected  muscle  groups  through 
adequate  manipulative  procedures.  We  do 
not  agree  with  regard  to  the  conception  of  the 
underlying  pathologic  condition  and  the  name 
with  which  it  is  labelled. 

The  rationale  of  the  treatment  of  the  acute 
disorder  of  posture  and  locomotion  caused  by 
an  acute  attack  of  lumbago  is  essentially  the 
same  as  outlined  for  the  spastic  flat  foot. 
Complete  relaxation  of  the  spastic  muscle 
group  is  a prerequisite  for  restoration  of 
muscular  balance.  Among  the  various  thera- 
peutic modalities  that  could  serve  this  pur- 
pose, I should  like  to  mention  two  that  in  my 
experience  have  proved  to  be  most  efficient, 
while  at  the  same  time  their  application  is 
simple  and  safe. 

Since  its  introduction  by  Deutsch,2  of 
Budapest,  in  1931,  I have  made  the  most 
extensive  use  of  histamine  iontokataphoresis 
in  the  treatment  of  many  pathologic  conditions 
of  the  musculature,  especially  those  char- 
acterized by  muscular  rigidity  and  myoge- 
loses. Histamine  treatment  alone  or  in  com- 
bination with  other  modalities  of  physical 
therapy  is  the  treatment  of  choice  for  a ma- 
jority of  cases  of  acute  lumbago.  I use  a hist- 
amine solution  1:10,000  and  a galvanic  cur- 
rent of  6 miffiamperes  for  six  minutes  per 
field  of  application.  Histamine  is  applied  not 
only  to  the  spastic  lumbar  muscles  but  to  the 
entire  back  and  the  gluteal  muscles  and,  oc- 
casionally, to  the  posterior  aspect  of  the 
thigh.  In  some  instances  the  first  treatment 
brings  a dramatic  relief ; in  more  severe  cases 
treatment  must  be  repeated  on  the  following 
days.  As  a rule,  three  treatments  suffice  to 
restore  the  muscular  balance  of  the  erector 
spinae  muscles  and  to  enable  the  patient  to 
resume  his  occupation. 

Injections  of  novocain  into  the  muscles  as 
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recommended  for  the  treatment  of  the  spastic 
muscles  in  the  rigid  flat  foot  have  not  been 
so  effective  when  applied  to  the  lumbar  mus- 
cles. I have  discarded  the  use  of  novocain 
injections  in  favor  of  the  histamine  treatment. 
During  the  past  two  years,  however,  I have 
availed  myself  of  a new  type  of  injection  which 
was  recommended  by  Tarsy10  for  the  conserva- 
tive treatment  of  low  back  pain. 

Two  cubic  centimeters  of  “eucupin”  in  oily 
solution,  a bactericidal  local  anesthetic  of  low 
toxicity  and  prolonged  analgesic  action  con- 
taining 2 per  cent  iodine,  are  injected  deep 
into  the  lumbar  erector  spinae  muscles  with 
a lV2-inch,  22 -gage  needle.  The  needle  is 
inserted  vertically  to  its  hilt  at  a point  slightly 
proximal  to  the  tip  of  the  transverse  process  of 
the  fifth  lumbar  vertebra.  If  no  blood  is  as- 
pirated, IV3  cc.  are  deposited.  During  the  in- 
jection of  the  last  third  of  the  solution  the 
needle  is  gradually  withdrawn.  The  lumbar 
region  is  then  subjected  to  a vigorous  massage. 
A few  minutes  after  the  injection  prompt  re- 
lief of  the  muscular  rigidity  is  noted  and  the 
muscular  balance  may  be  restored.  This  type 
of  treatment  is  especially  suitable  in  cases  of 
unilateral  lumbago,  where  pain  is  localized 
in  the  lumbar  erector  spinae  muscles  rather 
than  referred  to  the  sacroiliac  region.  The 
injection  may,  of  course,  be  supplemented 
by  the  various  modalities  of  physical  therapy 
and  it  may  be  repeated  after  two  or  three 
days. 

Histamine  iontokataphoresis  and  eucupin 
injections  thus  represent,  in  my  experience, 
the  preferred  treatment  for  the  acute  attack 
of  lumbago.  It  is,  of  course,  not  sufficient 
to  treat  the  acute  symptoms  only.  Most  of 
these  patients  require  not  only  a complete 
and  careful  examination  in  order  to  determine 
the  underlying  pathologic  changes  responsible 
for  the  acute  disorder.  They  also  require  pro- 
longed aftercare  after  the  acute  symptoms 
have  disappeared  and  prophylactic  measures 
to  prevent  a recurrence,  which  is  so  common 
in  the  conditions  characterized  by  a disturb- 
ance of  the  physiologic  muscular  balance. 
The  discussion  of  this  phase  of  the  treatment 
is  beyond  the  scope  of  this  paper. 

A word  may  be  added  with  regard  to  in- 
jections into  the  sacroiliac  region.  In  selected 
cases  where  the  lower  back  pain  is  connected 
with  a radiation  of  sciatic  distribution,  injec- 
tions of  a 2 per  cent  filtered  solution  of  iodine 
in  alcohol  into  the  sacroiliac  region  of  the 
affected  side  has  given  good  results.  The  in- 
jection is  carried  out  with  a 1-cc.  tuberculin 
syringe  and  a 3-inch,  22-gage  needle.  The 


technic  is  not  easy.  With  the  patient  in  the 
prone  position  the  needle  is  inserted  V2  to  1 
inch  lateral  to  the  median  line  at  the  level  of 
the  proximal  margin  of  the  sacroiliac  articu- 
lation. The  needle  is  introduced  in  a direction 
toward  the  anterior  superior  spine  of  the 
same  side.  When  the  needle  penetrates 
through  the  strong  and  tough  ligamentous 
structures  on  the  posterior  aspect  of  the 
sacroiliac  articulation,  a definite  resistance  is 
felt.  After  this  is  overcome  the  needle  comes 
in  contact  with  bone;  it  is  slightly  withdrawn 
and  from  0.2  to  0.4  cc.  of  the  solution  are  de- 
posited. At  this  moment  the  patient  experi- 
ences a sharp  pain  that  frequently  radiates 
down  to  the  knee.  The  needle  is  then  with- 
drawn, and  the  patient  is  allowed  to  get  up 
after  a short  period  of  rest  in  a recumbent 
position. 

This  type  of  sacroiliac  injection  has 
a definite  place  in  our  armamentarium, 
provided  the  suitable  cases  are  properly 
selected  and  the  technic  is  correct.  I have 
learned  this  method,  which  apparently  has 
not  been  published,  from  Walter  I.  Galland 
and  have  used  it  for  more  than  six  years  with 
good  success.  It  is  not  quite  easy  to  give  a 
satisfactory  explanation  for  its  action.  I be- 
lieve that  the  small  amount  of  iodine  deposited 
in  the  midst  of  the  network  of  nerves  in  the 
sacroiliac  region  causes  a marked  and  pro- 
longed reflex  hyperemia  throughout  the  en- 
tire distribution  of  these  nerves. 

Summary 

A considerable  number  of  acute  disorders  of 
posture  and  locomotion  are  of  purely  mus- 
cular origin.  They  are  characterized  by  a dis- 
turbance of  the  physiologic  equilibrium  be- 
tween muscle  groups  that  function  as  ago- 
nists and  antagonists  or  as  bilateral  syner- 
gists. 

The  spastic  or  rigid  flat  foot  and  an  attack 
of  acute  lumbago  serve  as  typical  examples  for 
the  significance  of  muscular  balance  in  acute 
disorders  of  posture  and  locomotion.  The 
recognition  of  the  purely  muscular  nature  of 
such  disorders  shows  the  way  to  efficient  treat- 
ment. Histamine  iontokataphoresis  and  in- 
jections of  eucupin  into  the  spastic  lumbar 
muscle  group  are  recommended  for  the  treat- 
ment of  the  acute  disorders  of  the  back. 
Iodine-alcohol  injections  into  the  sacroiliac 
region  are  of  considerable  value  in  selected 
cases  with  sciatic  distribution  of  pain.  Novo- 
cain injections  into  the  spastic  tibialis  muscles 
lead  to  the  restoration  of  muscular  balance  in 
the  rigid  flat  foot. 
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THE  CHOICE  OF  A BOY  OR  GIRL 

“The  newspapers  and  popular  magazines  have 
heralded  the  announcement  that  science  can  fix 
the  sex  of  babies.  One  must  view  this  from 
different  standpoints.  Will  the  possibility  which 
is  implied  add  to  the  world’s  troubles  or,  by 
making  certainty  out  of  uncertainty,  contribute 
anything  to  happiness?  Prospective  and  poten- 
tial parents  naturally  have  an  interest  in  the 
claim  that  the  sex  of  their  young  hopeful  can 
be  made  to  order  and  that  they  may  have  a girl 
baby  or  a boy  baby  according  to  individual 
preference  or  desire,”  writes  Dr.  George  W. 
Kosmak  in  Maternity  Center  Briefs. 

“The  glowing  accounts  of  what  has  been  ac- 
complished by  experiments  in  the  laboratory 
with  rabbits  and  rats  does  not  mean  that  such 
results  are  readily  transferred  to  human  beings 
or  that  isolated  instances  of  a boy  or  girl  baby, 
according  to  desire,  prove  the  truth  of  the  theory 
that  the  choice  may  easily  be  achieved  by  acid  or 
alkaline  diets.  And  if  you  could  control  the 
matter  in  such  a simple  fashion,  would  it  in  the 
end  be  wise?  The  beautiful  uncertainty  whether 
the  coming  baby  is  a boy  or  a girl  has  its  ad- 
vantages. Father  may  have  his  heart  set  on 
a boy  and  mother  may  prefer  a girl.  But 
mother,  according  to  the  new  pronouncement, 
can  control  the  situation  by  drinking  an  abun- 
dance of  bicarbonate  of  soda  or  of  lactic  acid 
“cocktails,”  according  to  directions.  Her  per- 
sonal wishes  would  be  fulfilled,  father  to  the 
contrary  notwithstanding. 

“No,  it  were  better  to  let  Nature  decide.  She 
seems  to  have  maintained  a satisfactory  pro- 
portion in  the  past  between  the  two  sexes,  and 
we  had  better  continue  to  let  her  have  her  way. 
People  must  remember  that  in  such  matters 
individual  preference  counts  for  little  in  the 


natural  scheme  of  things.  And,  I repeat, 
would  there  be  any  real  gain  if  we  had  our  way 
in  such  matters?  Nobody  in  authority  has 
dared  to  say  so  for  the  simple  reason  that  con- 
scientiously they  can’t.  It  were  better  if  all 
of  these  speculative  theories  were  set  aside  and 
more  attention  given  to  the  production  of  healthy 
babies,  be  they  boys  or  girls. 

“Either  John  or  Jennie  should  be  welcome. 
As  the  final  outcome  is  surrounded  with  so  many 
uncertainties,  the  failure  of  mother  to  bring 
forth  the  expected  kind  of  baby  will  lead  to 
incrimination  and  disappointment,  and  of  what 
use  is  it  all?  Any  normal,  healthy  baby  should 
be  welcomed,  whether  it  be  boy  or  girl.  The 
world  needs  both.” 


“Old  Dame  Nature’s  not  going  to  put  anything 
over  on  us  this  time!” 


AIN’T  IT  AWFUL? 

From  the  Dallas  (Texas)  News 

Docile  Germs  Provide  Thief  Perpetual  Alibi 

Because  he  is  a recognized  typhoid  carrier, 
a 16-year-old  Negro  boy  has  become  the  problem 
child  of  Dallas  County  juvenile  authorities.  He 
can  steal  with  impunity,  since  no  jail  or  reform- 
atory will  accept  him  because  of  the  danger  of  a 
typhoid  epidemic. 

The  youth,  who  has  been  three  times  released 
from  Gatesville  reformatory  because  he  en- 
dangered other  inmates,  was  arrested  again 


Saturday  for  stealing  a bicycle.  He  told  R.  R. 
Harvill,  bicycle  theft  officer,  where  the  stolen 
bike  could  be  found,  readily  admitting  prowling 
several  cars  recently  as  well  as  the  theft  of  an 
additional  bicycle. 

He  admitted  freely,  Harvill  said,  because  he 
knows  that  at  present  he  cannot  be  punished. 
He  was  released  as  usual  after  questioning. — 
J.A.M.A. 


THE  VARIOUS  FORMS  OF  SHOCK  THERAPY  IN  MENTAL 
DISORDERS  AND  THEIR  PRACTICAL  IMPORTANCE 

Lothar  B.  Kalinowsky,  M.D.,  New  York  City  and  Brentwood,  New  York 


THE  main  interest  in  today’s  psychiatry 
centers  around  problems  of  treatment. 
This  in  itself  is  a fact  of  far-reaching  signifi- 
cance in  a field  so  little  therapeutic-minded 
until  a short  time  ago. 

In  the  beginning  the  various  shock  treat- 
ments were  overestimated  by  some  psychia- 
trists, belittled  by  others.  Today  they  are 
sufficiently  recognized  to  discuss  them  before 
a general  medical  society.  Sensational  news- 
paper reports  keep  the  interest  of  the  laity 
awake.  The  general  practitioner  is  con- 
stantly asked  about  them,  and  one  cannot 
overstress  the  importance  of  his  role  in  a field 
where  early  diagnosis  and  recommendation 
of  early  treatment  are  decisive.  Therefore,  we 
shall  try  to  give  here  an  account  of  what  shock 
treatments  are  and  how  much  of  them  is  be- 
yond the  stage  of  research. 

It  is  more  than  difficult  to  discuss  in  a brief 
paper  facts  and  problems  in  this  field  that  is 
so  much  in  a state  of  flux.  The  ideas  here 
presented  are  based  on  a year’s  trip  through 
most  of  the  European  centers  of  psychiatric 
shock  therapy,  followed  by  work  in  shock 
therapy  in  New  York  State.  This  made  it 
possible  to  utilize  in  this  paper  experiences 
of  various  psychiatric  schools. 

The  term  “shock  treatment”  is  misleading 
because  it  is  applied  in  general  medicine  to 
something  quite  different.  It  was  introduced 
in  psychiatry  by  Sakel1  for  his  insulin  treat- 
ment by  means  of  which  the  patient  is  brought 
into  a hypoglycemic  coma.  Later  on  it  was 
likewise  used  for  the  different  methods  to 
produce  epileptiform  attacks  as  a treatment 
for  mental  disorders — namely,  metrazol  treat- 
ment and  electric  shock  treatment. 

These  three  methods  are  the  main  types  of 
shock  therapy  nowadays.  But  it  is  usually 
overlooked  that  they  had  an  important  prede- 
cessor in  Klaesi’s2  “prolonged  sleep”  treat- 
ment, described  in  1922  and  still  done  as  a 
routine  treatment,  besides  the  others  in  the 
leading  institutions  in  Switzerland.  The 
patient  is  brought  into  a continuous  sleep  for 
eight  to  twelve  days.  It  was  considered 


Read  at  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  Buffalo,  New  York,  May  1, 
1941. 

From  the  Department  of  Psychiatry  of  the  New  York 
State  Psychiatric  Institute  and  Hospital. 


dangerous  as  long  as  somnifen  was  used;  it 
is  now  done  with  a mixture  of  barbiturates, 
chloralhydrate,  and  paraldehyde,  induced  by 
enema.  Its  advantages  have  mostly  been 
seen  in  the  quieting  effect  and  in  bringing  the 
patient  into  a good  psychotherapeutic  rela- 
tion to  the  doctor.  The  best  results  are  seen 
in  persons  affected  with  catatonia  and  in  the 
various  stages  of  the  manic-depressive 
group. 

Another  forgotten  predecessor,  already 
called  “shock  treatment,”  is  Schuster’s3 
treatment  with  anaphylactic  shocks  (milk  in- 
jections repeated  at  ten-day  intervals). 

A wider  application  was  given  to  insulin 
treatment  than  any  other  method  since  1934. 
Hypoglycemia  had  been  tried  as  a sympto- 
matic treatment  in  morphine  addicts  and  in 
psychoses.  But  what  Sakel’s  predecessors 
avoided  and  feared,  i.e.,  the  production  of 
full  coma,  became  the  main  point  of  his  tech- 
nic. It  is  due  to  this  treatment  and  to  the 
elaboration  of  a precise  technic  that  a system- 
atic treatment  of  schizophrenia  was  initiated 
in  all  psychiatric  places  in  the  world.  We 
can  state  today  that  whatever  way  psychiatric 
therapy  may  take  in  the  future  it  was  the  in- 
sulin treatment  that  made  psychiatrists  thera- 
peutic-minded. It  was  shown  that  physi- 
cal treatments  are  helpful  in  dementia  prae- 
cox  and  manic-depressive  psychosis  and  that 
they  are  superior  in  efficiency  to  psychothera- 
peutics as  far  as  the  major  psychoses  are  con- 
cerned. 

We  cannot  give  here  details  about  the 
technic,  but  I can  state  from  what  I have  seen 
in  most  countries  that  almost  everywhere  the 
original  technic  is  being  used,  at  least  in  its 
essential  features.  Only  few  authors  recom- 
mend subcomatous  doses  and  claim  results 
with  this  so-called  ambulatory  insulin  treat- 
ment (Polatin).  Treatments  should  be  given 
five  or  six  days  a week  and  this  for  two,  three, 
or  more  months. 

Contraindications  are  acute  forms  of  tuber- 
culosis, fiver  and  kidney  diseases,  myocardial 
damage,  and  coronary  disease. 

It  is  the  definite  opinion  of  most  workers 
that  it  is  desirable  to  bring  the  patient  into  as 
deep  a coma  as  compatible  with  safety. 
Many  feel  that  in  otherwise  hopeless  cases  it 
is  even  worthwhile  to  take  a risk  and  to  leave 
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the  patient  in  a longer  coma.  All  reports 
about  cases  complicated  by  a protracted  coma 
show  clearly  that  those  cases,  when  they  were 
brought  out  from  their  prolonged  comatose 
condition,  had  an  extremely  good  recovery 
rate  (Binzley,  Anderson,  et  al.A ).  A special 
technic  to  obtain  a prolonged  coma  at  will  is 
given  by  Kraulis.5 

As  far  as  complications  are  concerned,  we 
can  say  that  fatal  accidents  are  rare.  In  all 
places  with  a good  technic  and  a sufficiently 
numerous  and  well-trained  medical  and  nurs- 
ing staff,  the  death  rate  is  kept  below  1 per 
cent.  The  most  important  complication  is 
the  above-mentioned  “prolonged”  coma. 
When  this  was  first  seen,  large  doses  of  glucose 
were  given  to  overcome  it,  but  it  is  known 
today  that  it  is  not  a prolonged  hypoglycemic 
coma  but  apparently  an  expression  of  acute 
brain  cell  disease. 

A second  group  of  complications  are  those 
on  the  part  of  the  cardiovascular  system. 
They  are  rare  but  dangerous.  They  may  oc- 
cur not  only  during  deep  coma  but  also  in  the 
precomatous  state.  However,  the  possibility 
of  such  events  is  no  good  argument  against 
insulin  or  other  shock  treatments.  It  should 
not  be  forgotten  that  in  dementia  praecox  we 
are  dealing  with  a progressive  disease  that 
kills  the  personality  of  the  patient  and,  there- 
fore, in  many  respects,  is  a more  terrible  dis- 
ease than  many  organic  diseases  with  rapid 
fatal  results. 

Epileptic  seizures  are  a frequent  occurrence 
in  insulin  treatment  but  are  not  absolutely 
to  be  considered  as  complications.  They  may 
occur  during  the  coma  as  well  as  in  the  pre- 
comatous state.  A patient  of  Katzenelbogen6 
had  eleven  seizures  the  same  day;  the  follow- 
ing day  she  showed  a full  remission.  These 
and  similar  experiences  led  to  the  idea  that 
epileptic  seizures  in  insulin  treatment  might 
be  of  therapeutic  value.  Whether  the  cases 
with  spontaneous  convulsions  during  the  hy- 
poglycemic state  really  have  a better  recovery 
rate  than  others  is  still  being  discussed.  This 
opinion,  however,  and  the  apparently  incor- 
rect idea  that  epilepsy  and  schizophrenia  do 
not  occur  in  the  same  person  gave  the  theo- 
retic basis  for  the  second  important  group  of 
shock  therapy,  the  so-called  convulsive  treat- 
ments (von  Meduna7) . This  group  has  in  com- 
mon the  provocation  of  epileptic  seizures. 
They  are  produced  either  pharmacologically 
with  metrazol  and  similar  drugs  that  are 
toxins  for  the  brain  cells  or  with  electric 
stimulation  of  the  brain — the  so-called  elec- 
tric shock  treatment. 


The  technic  of  metrazol  treatment  will  not 
be  discussed  in  detail;  it  consists  of  a quick 
intravenous  injection  of  5 cc.  or  more  of  a 10 
per  cent  solution  of  metrazol.  The  fit  is  pre- 
ceded by  a latent  period  during  which  the 
patient  experiences  a rather  disagreeable  sen- 
sation of  anxiety.  The  treatment  is  generally 
given  two  or  three  times  a week.  A treatment 
course  consists  of  fifteen  or  twenty  applica- 
tions, but  improvements  are  usually  achieved 
between  the  fourth  and  the  eighth  treatment. 
The  short  duration  of  this  and  other  convul- 
sive therapies  makes  it  possible  that  a far 
greater  number  of  patients  can  be  benefited 
by  convulsive  treatment  than  by  hypogly- 
cemic treatment.  Insulin  and  convulsive 
treatments  are  often  used  simultaneously,  be- 
cause in  this  way  the  therapeutic  effect  is 
considered  to  be  more  intense.  They  can  be 
combined  in  different  ways.  Either  the 
course  of  insulin  treatment  is  interrupted  by 
days  on  which  convulsions  are  given  or  the 
metrazol  is  given  at  the  beginning  or  during 
the  insulin  coma. 

The  opinion  about  metrazol  treatment 
varies  greatly  in  different  places.  In  most 
European  countries  it  has  its  place  equal  to 
insulin  treatment.  In  England  I got  the 
definite  impression  that  it  finds  a considerably 
greater  application  than  insulin.  Metrazol 
therapy  has  found  its  strongest  opponents  in 
New  York  State.  Several  health  authorities 
even  objected  to  its  being  used.  It  is  all  the 
more  important  that,  recently,  an  objector  to 
the  method,  Cheney,  and  his  coworkers8  re- 
ported favorable  results  and  strongly  sug- 
gested resumption  of  its  use  where  it  had  been 
discontinued. 

Some  unfavorable  statistics  about  the  re- 
sults not  so  much  brought  up  the  sharp  fight 
against  the  metrazol  method  as  overvalua- 
tion of  certain  ill-effects. 

Of  these,  one  group  has  to  be  discussed 
here — namely,  the  fractures  and  dislocations, 
especially  the  vertebral  fractures.  After 
the  method  had  been  used  for  years,  the  ex- 
planation for  frequent,  usually  slight  back- 
ache was  found  in  vertebral  compression 
fractures.  These  x-ray  findings  were  gener- 
ally confirmed,  but  it  must  be  stated  that 
they  have  a limited  or  no  clinical  significance 
at  all.  Polatin  and  coworkers,9  who  gave  the 
first  report,  warned  against  exaggerated  con- 
clusions. The  psychologic  factor  of  the 
“broken  back,”  however,  considerably  dis- 
credited a method  that  is  of  definite  help  in 
psychiatric  treatment. 

Today  we  have  found  many  ways  to  pre- 
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vent  these  complications  almost  completely. 
Fractures  of  the  long  bones  and  dislocations 
can  be  avoided  by  a careful  technic.  The 
same  holds  good  for  the  vertebral  fractures, 
as  Chaney’s  report  shows.  Chemical  meahs, 
like  curara  and  6rythroidin,  are  used  ih  order 
to  paralyze  the  iffuscles  and  prevent  the 
Strength  of  their  contraction,  which  is  the 
cause  of  those  fractures.  The  same,  however, 
can  be  achieved  by  good  position  of  the  pa- 
tient. Since  these  fractures  occur  in  the  an- 
terior part  of  the  dorsal  vertebrae,  we  bring 
the  patient  into  an  exaggerated  hyperexten- 
sion of  the  vertebral  column  and,  thus,  are 
able  to  avoid  fractures  without  the  use  of 
curara,  which  gives  the  patient  acute  discom- 
fort and  sometimes  makes  breathing  more 
difficult. 

It  could,  furthermore,  be  shown  that  these 
radiologic  fractures  have  no  clinical  impor- 
tance whatsoever;  re-examination  of  those  pa- 
tients, which  has  been  made  two  or  more 
years  after  such  fractures,  showed  that  no 
late  effects  are  produced  which  eventually 
may  hamper  the  working  capacity  of  the  pa- 
tient. 

Other  more  serious  complications  are  ex- 
tremely rare.  The  greatest  disadvantages 
remain  as  sensation  of  fear  before,  frequent 
intravenous  injections,  and  a rather  unpleas- 
ant condition  when  the  injection  does  not 
bring  about  a convulsion. 

These  disadvantages,  in  1937,  led  Cerletti 
and  Bini10  to  the  attempt  to  produce  convul- 
sions by  means  of  electric  current.  This  electric 
shock  treatment,  recently  introduced  in 
many  places  in  this  country,  uses  the  ordinary 
house  current.  We  send  60  to  120  volts 
through  large  electrodes  applied  to  both  fronto- 
temporal regions  for  the  duration  of  usually 
not  more  than  1/10  second.  We  know  that 
only  a small  part  of  this  current,  probably 
less  than  V^o,  reaches  the  brain,  and  no 
damage  from  the  current  has  to  be  expected. 
No  serious  accidents  of  any  kind  have  been 
observed  in  those  institutions  using  this  treat- 
ment (Kalinowsky  and  Barrera11) . 

Electric  shock  therapy  gives  two  responses 
that  are  analogous  to  the  corresponding  phe- 
nomena in  epileptic  patients.  With  subcon- 
vulsive  doses,  we  obtain  petit  mal  consisting 
of  unconsciousness,  with  apnea  from  1 to  60 
seconds.  Increasing  the  voltage,  we  obtain 
typical  grand  mal  convulsions.  Either  re- 
sponse can  be  produced  at  will.  In  old  per- 
sons and  in  those  patients  where  the  full 
strength  of  a convulsion  is  undesirable,  petit 
mal  can  be  given,  though  we  could  show  that 


the  therapeutic  effect  is  definitely  not  the 
same  as  with  grand  mal  seizures. 

Electric  shock  therapy  is  given  at  the  same 
intervals  as  metrazol.  Its  great  advantages 
are  simplicity,  minimal  expense,  and  a com- 
plete lack  of  discomfort  on  the  part  of  the 
patient,  who  has  a perfect  amnesia  for  the 
treatment  itself  and  retrograde  amnesia  for 
all  the  preparations.  Therefore,  perfect  co- 
operation of  the  patient  is  another  advantage. 

Before  I discuss  the  indications  and  results 
of  the  various  treatments,  I wish  to  mention 
briefly  three  other  methods  still  in  the  trial 
stage.  Many  investigators  believe  that  the 
common  factor  in  all  the  mentioned  treat- 
ments is  depression  of  brain  metabolism. 
With  insulin  this  is  caused  by  the  lack  of 
sugar;  with  metrazol,  by  the  lack  of  oxygen. 
In  the  so-called  nitrogen  or  “anoxic  shock” 
treatment  (Himwich,  Alexander,  and  Li- 
petz12)  anoxemia  is  achieved  by  administra- 
tion of  nitrogen  or  other  gaseous  mixtures, 
this  being  done  preferably  by  an  experienced 
anesthetist.  Some  reports  are  favorable,  but 
information  that  I was  able  to  obtain  from 
other  places  where  this  method  has  been  tried 
was  not  convincing. 

Apparently  not  much  applied  so  far  is  the 
“faradic”  shock  treatment  of  Berkwitz.13 
Here,  a current,  too  low  to  produce  even  un- 
consciousness, is  supplied.  Shortly  after  this 
faradization,  unconsciousness  is  obtained  by 
intravenous  injection  of  a barbiturate.  It  is 
our  impression  that  eventual  results  are  ob- 
tained not  by  means  of  electric  current  but  by 
the  following  artificially  produced  sleep. 

The  most  recent  method,  still  in  the  experi- 
mental stage,  is  the  low-temperature  treat- 
ment as  used  primarily  for  cancer,  known  to 
the  public  as  “frozen  sleep”  treatment  and 
going  to  be  published  as  hypothermia  by 
Talbot  and  Tillotson. 

The  crucial  point  of  treatments  lies  in  their 
results.  The  answer  should  be  expected 
from  the  percentage  of  recoveries  and  im- 
provements. But  no  good  comparison  is 
possible  because  opinions  about  the  frequency 
of  spontaneous  remissions  in  the  preshock  era 
vary  considerably.  Before  I mention  some  of 
the  data  available,  I want  to  state  that  the 
statistical  approach  is  not  the  only  one. 
After  speaking  with  psychiatrists  of  various 
schools  and  countries,  I found  that  they  all 
feel  that  the  different  shock  treatments  bring 
about  definite  results,  which  are  not  over- 
whelming but  represent  a distinct  progress. 
Insulin,  as  well  as  the  two  convulsive  treat- 
ments, was  recommended  originally  for  de- 
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mentia  praecox.  Later  on,  it  was  found  by 
American  authors  that  the  convulsive  thera- 
pies have  their  main  indication  in  the  manic- 
depressive  group  and  in  involutional  psychoses 
where  the  most  spectacular  results  are  ob- 
tained. Everyone  who  has  seen  depressive 
patients  mute,  stuporous,  and  tube-fed  for 
years,  who  after  three  or  four  convulsive 
treatments  recover  completely,  will  no  more 
belittle  the  importance  of  these  treatments. 
In  this  group,  amazing  recoveries  are  achieved 
in  the  majority  of  all  treated  cases. 

Results  in  schizophrenia  are  less  striking, 
but  they  occur  in  a number  sufficient  to  satisfy 
everybody  who  is  seriously  working  in  shock 
therapy. 

As  to  statistics,  we  find  big  differences. 
The  percentage  of  improvements  is  higher  in 
European  statistics.  But  when  we  consider 
the  ratio  between  treatment  remissions  and 
spontaneous  remissions,  we  come  to  the 
strange  result  that  the  New  York  State  statis- 
tics by  Ross  and  Malzberg14  for  schizophrenia 
are  more  favorable.  They  find  nearly  three 
times  as  many  recoveries  in  insulin-treated  as 
in  nontreated  patients,  whereas  the  largest 
Swiss  and  German  statistics  only  come  to  a 
ratio  of  less  than  2 : 1 between  treated  and  un- 
treated cases.  In  the  group  of  much  im- 
proved cases  this  difference  is  still  greater. 

The  explanation  is  that  in  American  statis- 
tics the  figures  for  recovery  without  treatment 
are  extremely  low  (3.5  per  cent).  Reports 
utilizing  figures  from  various  European  coun- 
tries come  to  20  per  cent  spontaneous  remis- 
sions. This  considerable  difference  is  some- 
timeSvexplained  by  supposing  that  the  diagnosis 
“schizophrenia”  is  made  more  frequently  in 
Europe  than  in  the  United  States.  Psy- 
chiatrists who  have  worked  on  both  continents 
cannot  accept  this  explanation.  Since  statis- 
tics are  generally  based  upon  cases  paroled  or 
discharged  from  the  hospital,  it  is  more  likely 
that  a difference  in  parole  policy  is  the  ex- 
planation. Apparently,  a parole  decision  is 
less  easily  made  in  this  country. 

A fact  of  greatest  importance  resulting  from 
all  statistics  is  that  persons  with  schizo- 
phrenia with  short  duration  of  disease  have  a 
better  Outcome  than  long-standing  cases. 
In  cases  of  less  than  six  months’  duration,  be- 
tween 55  and  80  per  cent  remissions  are  re- 
ported after  insulin  therapy  by  reliable 
workers.  Cases  of  between  six  and  twelve 
months’  duration  showed  about  25  per  cent 
less  remissions.  The  rate  of  full  remissions 
decreases  constantly  with  the  longer  duration 
of  the  disease.  Furthermore,  relapses  are 


rarer  in  patients  treated  during  the  first  year 
of  the  disease  and  become  more  frequent  the 
later  patients  are  subjected  to  treatment. 
This  fact  has  to  be  stressed  again  and  again 
because  it  shows  the  great  danger  of  reluc- 
tance on  the  part  of  the  practitioner  and  of 
many  psychiatrists  in  referring  patients  for 
treatment.  It  is  a mistake  made  in  many 
places  to  let  valuable  time  slip  by  hoping 
that  spontaneous  recovery  might  still  occur. 

Statistics  of  metrazol  treatment  in  schizo- 
phrenia are  still  more  contradictory  than  with 
insulin.  Ross  and  Malzberg’s  report  shows 
even  fewer  recoveries  than  in  untreated 
schizophrenia.  Most  of  the  other  statistics, 
including  Cheney’s  last  report,  are  far  more 
favorable,  and  many  statistics  go  up  to  such 
figures  as  seen  in  insulin  treatment.  In 
electric  shock  treatment  the  time  of  observa- 
tion is  still  too  short,  but  our  own  experience 
in  two  parallel  series,  one  treated  at  the  New 
York  State  Psychiatric  Institute  and  the  other 
at  Pilgrim  State  Hospital,  compares  favor- 
ably with  experiences  with  other  methods. 

It  would  be  of  great  help  if  we  knew  more 
about  the  treatment  prognosis.  Prognostic 
aids  are  given  by  transient  improvement 
after  intravenous  injection  of  sodium  amytal 
(Harris,  Horwitz,  and  Milch15),  certain  Ror- 
schach findings  (Piotrowski16),  and  other  psy- 
chologic performance  tests.  But  more  im- 
portant for  the  choice  of  patients  and  pre- 
diction of  the  therapeutic  outcome  are  clinical 
experiences.  We  have  mentioned  the  im- 
portance of  the  duration  of  the  disease. 
Other  favorable  factors  are  conservation  of  a 
certain  affective  responsiveness  and,  in  older 
cases,  a history  of  previous  remissions  which 
makes  even  old  cases  worthwhile  for  treat- 
ment. An  unfavorable  factor  is  seen  in  the 
admixture  of  psychoneurotic  symptoms. 
This  latter  point  is  in  accordance  with  my 
own  experience — that  cases  of  pure  psychoneu- 
roses get  the  least  benefit  from  all  kinds  of 
shock  treatments. 

The  various  groups  or  types  of  schizo- 
phrenia are  believed  to  react  differently  to 
treatment.  It  is  said  that  acute  paranoid 
types  and  agitated  catatonic  types  react 
better  to  insulin;  stuporous  catatonic  types 
and  hebephrenic  types  react  more  to  convul- 
sive therapy.  Opinions  in  this  respect  vary 
widely.  Apparently  the  treatment  prognosis 
goes  parallel  to  the  prognosis  for  spontaneous 
remissions  in  the  various  types. 

In  affective  disorders  pure  convulsive  treat- 
ment has  become  more  and  more  the  method 
of  choice.  Bennet17  in  this  country  was 
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the  first  to  draw  attention  to  the  excellent 
response  of  depressions  of  the  manic-depres- 
sive group,  as  well  as  of  involutional  cases, 
to  metrazol  treatment.  Figures  of  80  per 
cent  and  more  were  given.  Cheney’s  recent 
metrazol  report  comes  to  similar  results.  Our 
own  electric  shock  experience  gives  the  same 
favorable  picture  for  depressives  as  well  as  for 
manics.18 

The  practical  value  of  the  various  forms 
of  shock  treatment  cannot  be  doubted.  What 
is  the  best  possible  "way  to  utilize  the  new 
methods?  It  has  to  be  admitted  that  we 
have  no  idea  how  these  treatments  act  and 
that  "we  treat  an  unknown  disease  by  un- 
known means”  (Frostig).  These  methods 
break  up  a psychosis,  and  rapport  with  the 
world  is  re-established.  We  do  not  know 
how  this  occurs,  but  we  see  empirically  that 
we  obtain  results.  The  only  practical  con- 
clusion, therefore,  can  be  that  we  have  to 
treat  our  patients  with  one  or  another  of  these 
methods.  A certain  reluctance  is  felt  in  many 
places — a fact  that  one  gathers  not  from 
literature  but  from  personal  contact  with 
people.  Disappointments  give  no  right  to 
give  up.  The  most  consistent  argument  one 
hears  is  the  occurrence  of  relapses;  if  this 
were  an  argument  against  treatment,  no  cancer 
therapy  would  exist.  Our  chances  are  cer- 
tainly better  than  in  cancer,  because  relapsed 
psychotic  patients  offer  a good  prognosis  on 
re  treatment.  We  should  not  forget  that 
every  day  outside  a mental  institution  is  a 
gain  of  life  for  the  individual  and  his  family 
and  a financial  gain  for  the  community. 

Treatment  of  large  groups  of  patients  will 
increase  our  experiences.  At  this  time  and 
for  several  years  to  come  it  will  be  a moot 
question  to  ask  whether  insulin  or  metrazol 
or  electric  shock  is  the  best  treatment.  The 
best  results  will  be  achieved  by  a combination 
of  the  different  methods  in  different  ways. 
The  various  methods  are  not  meant  to  com- 
pete but  to  complete  each  other. 

This  leads  to  the  suggestion  that  special 
treatment  units  should  be  developed  in  all 
state  hospitals  as  it  was  recently  done  in  this 
state  at  Pilgrim  State  Hospital.  In  these 
treatment  units,  all  methods  should  be  used, 
combining  them  in  a purely  empirical  way. 
Relatively  large  numbers  of  patients  can  be 
treated  today,  thanks  to  the  convulsive  ther- 
apies, which  are  simple  and  act  quickly  if 
they  act  at  all.  Thus,  the  more  intense  in- 
sulin treatment  can  be  reserved  for  selected 
cases,  perhaps  after  an  attempt  with  the  other 
methods . Insulin  and  the  convulsive  methods 


are  beyond  the  experimental  stage,  and  fur- 
ther progress  in  therapeutic  knowledge  should 
come  from  studies  on  large  groups  of  patients 
in  state  hospitals. 

We  should  be  able  to  treat  all  new  patients 
who  come  to  a mental  hospital  before  they 
become  chronic  and  institutionalized.  It  is 
another  weak  argument  against  shock  ther- 
apy that  it  is  not  effective  in  old  standing 
cases.  All  cases  have  at  one  time  been  recent. 
The  population  of  state  hospitals  will  decrease 
considerably  when  all  new  admissions  can 
get  the  chance  of  some  sort  of  shock  therapy. 
I have  tried  to  deal  with  all  the  various  shock 
treatments  in  this  short  paper  because  in  my 
opinion  only  common  consideration  of  all 
the  methods  can  bring  us  forward.  These 
new  treatments  give  the  patient  a chance  to 
recover;  they  give  the  community  the  possi- 
bility of  decreasing  the  number  of  inmates; 
to  clinical  research  they  show  new  possibilities 
for  psychiatric  understanding;  and  to  the  in- 
dividual psychiatrist  they  give  a satisfaction 
that  he  has  missed  so  long — to  become  an 
active  therapeutist  in,  so  far,  untreatable  dis- 
eases and,  thus,  to  be  a physician  in  the  sense 
of  the  word. 
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Discussion 

Dr.  Ralph  W.  Bohn,  Helmuth,  New  York — 
It  is  a pleasure  and  an  honor  to  discuss  so  able  an 
exposition  of  the  various  types  of  shock  therapy. 
Dr.  Kalinowsky's  paper  is  concise  but  inclusive. 
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There  was  only  one  point  to  which  I take  excep- 
tion and  that  is  the  last  sentence.  As  a psy- 
chiatrist I have  felt  just  as  competent  a physician 
as  those  who  deal  exclusively  in  drugs  or  surgery. 
I believe  that  our  therapeutic  results  in  recent 
years  more  than  justify  such  an  attitude. 

The  introduction  of  the  shock  therapies  is  just 
another  addition  to  our  steadily  increasing  arma- 
mentarium. Dr.  Kalinowsky  has  not  exagger- 
ated its  importance. 

In  our  enthusiasm  for  a method  that  is  giving 
such  startling  results  I feel  that  we  must  be  care- 
ful not  to  stress  the  pharmacologic  side  to  the 
exclusion  of  the  psychic.  It  is  still  my  studied 
belief  that  the  shock  therapies  operate  as  a 
threat  to  the  existence  of  the  individual  which 
cannot  be  ignored  and  thus  force  contact  with 
reality.  Those  cases  in  which  psychotherapy  is 
ignored  or  neglected  are  apt  to  relapse  quickly. 

At  the  Gowanda  State  Homeopathic  Hospital 
we  have  had  continuous  experience  with  Sakel’s 
hypoglycemic  shock  since  he  introduced  it  to 
the  New  York  State  hospitals  through  arrange- 
ments made  by  our  former  commissioner,  Dr. 


Parsons.  It  was  finally  necessary  to  relinquish 
it  reluctantly  because  of  the  excessive  personnel 
necessary  for  safe  administration.  We  have 
substituted  the  so-called  ambulatory  type  of 
insulin  therapy  with  rather  encouraging  results. 

We  were  among  the  first  to  use  metrazol  and 
continue  to  at  the  present  time.  Our  experiences 
here  coincide  closely  with  those  cited  by  Dr. 
Kalinowsky.  I have  been  particularly  im- 
pressed with  results  in  the  agitated  depressions 
and  the  involution  melancholias.  At  the  present 
time  I am  engaged  in  accumulating  statistics  on 
these  two  types  of  cases  admitted  to  our  hospital 
over  a period  of  more  than  three  years.  Con- 
trasting the  metrazol  treated  cases  with  the  “un- 
treated,” I find  that  the  period  of  hospitalization 
has  been  neatly  halved  in  the  former,  and  the 
recoveries  bid  fair  to  rise  appreciably.  I hope 
to  be  able  to  make  a formal  report  reasonably 
soon. 

Last,  but  by  no  means  least,  it  would  seem 
that  sufficient  evidence  has  accumulated  to  recog- 
nize the  shock  therapies  as  “accepted  treat- 
ment.” 


EXAMINATIONS— AMERICAN  BOARD  OF  OBSTETRICS  AND  GYNECOLOGY 


The  written  examination  and  review  of  case 
histories  (Part  I)  for  Group  B candidates  will  be 
held  in  the  various  cities  of  the  United  States 
and  Canada,  on  Saturday,  January  3,  1942,  at 
2 : 00  p.m.  Formal  notice  of  the  place  of  examina- 
tion will  be  sent  each  candidate  several  weeks  in 
advance  of  the  examination  date.  No  candi- 
date will  be  admitted  to  the  examination  whose 
examination  fee  has  not  been  paid  at  the  Secre- 
tary’s Office.  Candidates  who  successfully  com- 
plete the  Part  I examination  will  proceed  auto- 
matically to  the  Part  II  examination  held  in 
June,  1942. 

Candidates  for  re-examination  in  Part  I (writ- 
ten paper  and  submission  of  case  histories)  must 
request  such  re-examination  by  writing  the 
Secretary’s  Office  not  later  than  November  15, 
1941.  Candidates  who  are  required  to  take  re- 
examinations must  do  so  before  the  expiration  of 
three  years  from  the  date  of  their  original  ex- 
amination. 


The  general  oral  and  pathological  examina- 
tions (Part  II)  for  all  candidates  (Groups  A and 
B)  will  be  conducted  by  the  entire  Board,  meet- 
ing at  Atlantic  City,  New  Jersey,  in  June,  1942, 
immediately  prior  to  the  annual  meeting  of  the 
American  Medical  Association,  to  be  held  in  the 
same  city. 

Application  for  admission  to  Group  A,  Part  II, 
examinations  must  be  on  file  in  the  Secretary’s 
Office  not  later  than  March  1, 1942. 

As  previously  announced  in  the  Board  book- 
let, this  fiscal  year  (1941-1942)  of  the  Board 
marks  the  close  of  the  two  groups  of  classifica- 
tion of  applicants  for  examination.  Thereafter, 
the  Board  will  have  only  one  classification  of 
candidates,  and  all  will  be  required  to  take  the 
Part  I examinations. 

For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  secretary,  1015 
Highland  Building,  Pittsburgh  (6),  Pennsyl- 
vania. 


ODE  TO  AN  ULCER 

Sent  by  A.  W.  H.,  Calif. , who  says  it  was  written 
by  a patient  who  had  one 
O duodenum  miserable 
Why  is  it  when  I eat  considerable 
A sense  of  comfort  permeates 
My  being  and  full  peace  creates 
But  in  mid-morn  when  belly’s  flat 
There  comes  the  weakness  of  a cat 
Must  I rush  forth  to  milk  a cow 
To  stem  the  pangs  and  stop  the  row 


That  started  when  the  hydrochloric 
Got  frisky  with  my  damned  pyloric 
Must  I forever  decorate 
My  innards  at  ten,  four,  and  eight 
With  powders  made  of  God  knows  what 
Is  that  my  fate,  is  that  my  lot? 

Burns?  (sometimes) 
—J.A.M.A. 


THE  GENERAL  PRACTITIONER’S  PART  IN  THE  CAMPAIGN  FOR 
THE  PREVENTION  OF  BLINDNESS  FROM  GLAUCOMA 

Mark  J.  Schoenberg,  M.D.,  New  York  City 


THE  decision  as  to  whether  in  the  future  we 
shall  have  a small  or  large  number  of  per- 
sons blind  from  glaucoma  rests  largely  upon 
the  general  practitioner. 

Surveying  the  facts,  we  find : 

1 .  Out  of  hundreds  of  thousands  of  ambula- 
tory patients  daily  consulting  medical  practi- 
tioners throughout  this  land,  at  least  30  per 
cent  are  40  years  of  age  or  more. 

2.  It  is  within  this  age  group  of  patients, 
which  constitutes  a large  part  of  the  clientele 
of  general  practitioners  and  clinics,  that  one 
has  to  look  for  the  present  and  future  glaucoma 
victims. 

3.  Patients  afflicted  with  glaucoma  are 
potentially — nay,  frequently — victims  of  par- 
tial or  total  loss  of  sight. 

4.  It  is  estimated  that  there  are  approxi- 
mately 200,000  blind  persons  in  this  country, 
of  whom  over  20,000  are  blind  from  glaucoma. 
In  a paper  recently  published,  Pfeiffer  and 
Booth1  report  that  of  2,685  cases  of  blindness 
12  per  cent  were  thus  affected  by  glaucoma. 
In  addition,  there  may  be  five  to  ten  times  as 
many  one-eyed  blind  and  two-eyed  partially 
blind  people — altogether  100,000  to  200,000 
victims  of  glaucoma.* 

5.  Blindness  from  glaucoma  is  preventable 
in  a large  percentage  of  cases. 

6.  The  general  practitioner  is  one  of  the  first 
to  have  an  opportunity  of  detecting  or  at  least 
suspecting  the  presence  of  glaucoma  at  an  early 
stage.  By  including  a few  more  items  in  his 
list  of  diagnostic  procedures  and  by  asking  a 
few  relevant  questions  he  would  be  able  to 
survey  the  condition  of  the  visual  organs  of  his 
patients  and  discover,  or  at  least  suspect , the 
disease  responsible  for  so  much  blindness. 

Recently,  the  National  Society  for  the  Pre- 
vention of  Blindness  initiated  a campaign  to 
reduce  the  percentage  of  blindness  due  to 
glaucoma.  This  organization,  in  agreement 
with  the  ophthalmologic  profession,  reasons  as 
follows : 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  Buffalo,  New  York,  April  30, 1941. 

Chairman,  Committee  on  Glaucoma,  National  Society 
for  the  Prevention  of  Blindness,  1790  Broadway,  New 
York  City. 

* The  probable  loss  of  income  due  to  unemployment 
caused  by  blindness  from  glaucoma  would  amount  ap- 
proximately to  $10,000,000  per  year  for  20,000  persons 
blind  from  this  cause.  These  figures  do  not  cover  the 
financial  loss  due  to  partial  disability,  etc. 


A.  Early  treatment  of  glaucoma  gives  good 
results  and  saves  sight  in  a large  percentage 
of  cases;  late  treatment  does  not. 

B.  Early  treatment  cannot  be  adminis- 
tered without  an  early  diagnosis. 

C.  The  medical  practitioner’s  cooperation 
is  essential  to  discover  the  early  cases  or  at 
least  many  of  those  still  in  a stage  in  which 
treatment  may  save  a great  deal  of  sight. 

D . Having  established  or  at  least  suspected 
the  diagnosis  of  glaucoma,  medical  practition- 
ers are  in  a position  to  direct  their  patients  as 
soon  as  possible  to  ophthalmologists  or  eye 
clinics  for  checkups  and  to  cooperate  in  the 
treatment  by  furnishing  the  necessary  in- 
formation concerning  their  patients’  general 
health. 

The  result  of  such  an  effort  would  increase 
appreciably  the  number  of  glaucoma  patients 
taking  treatment  and  would  lead  to  a proportion- 
ate decrease  of  blindness. 

Glaucoma — a Blinding  Disease 

There  is  a type  of  glaucoma — acute  glau- 
coma— which  has  a stormy  beginning  and  runs 
a stormier  and  exciting  course.  It  is  charac- 
terized by  excruciating  pain  in  and  around  the 
eye,  almost  complete  loss  of  vision,  one-sided 
headache,  nausea,  vomiting,  dilation  of  the 
pupil,  and  cloudy  cornea.  Occasionally,  the 
inexperienced  physician  may  think  he  is  deal- 
ing with  a gastric  upset  or  iritis.  Valuable 
time  is  lost.  And  yet  the  diagnosis  is  simple ; 
loss  of  vision,  hardening  of  the  eyeball,  con- 
gestion, and  cloudy  cornea  are  pathognomonic 
of  acute  glaucoma.  Immediate  action  can 
save  the  eye  from  blindness.  There  is  nothing 
insidious  about  this  type  of  glaucoma. 

But  for  every  case  of  acute  glaucoma  there 
are  about  10  cases  of  a different  type — simple 
glaucoma.  This  kind  of  illness  sneaks  into  a 
patient’s  eye  almost  without  his  knowledge, 
gradually  and  almost  painlessly  robbing  him 
of  his  sight.  This  is  the  type  that  if  not  dis- 
covered and  treated  in  time  causes  blindness. 
It  is  for  the  early  discovery  of  this  type  of 
glaucoma  that  the  medical  practitioner’s  help 
is  needed.  The  impairment  of  vision  usually 
begins  in  one  eye  at  first.  It  usually  appears 
around  the  age  of  presbyopia  or  menopause, 
somewhere  between  40  and  50  (at  times  later) , 
with  an  occasional  blur  in  front  of  one  or  both 
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eyes  and  a slight,  one-sided  headache.  The 
patient  experiences  some  difficulty  in  reading; 
sometimes  he  complains  of  tearing  and  at  other 
times  of  excitement  and  worry;  a few  hours 
spent  playing  cards  or  at  the  movies  leave  him 
with  an  uncomfortable  feeling  in  his  eye  and 
blurred  vision;  or  he  may  see  rainbow-colored 
halos  around  the  lights.  This  dangerously 
mild  course  may  last  a long  time  (months  or 
even  years)  before  the  patient  becomes  aware 
of  a considerable  loss  of  central  vision  and  of  a 
defect  in  the  peripheral  field  of  vision.  Most 
of  the  time  the  loss  is  not  recoverable  and, 
then,  the  problem  is  how  to  arrest  further  loss 
of  vision. 

And  now  arises  the  question  whether  the 
rank  and  file  of  medical  practitioners,  some  of 
whom  have  excluded  for  a long  time  a routine 
eye  examination  from  their  daily  practice,  can 
still  master  or  acquire  the  essential  points  that 
make  up  the  armamentarium  for  recognizing 
or  suspecting  glaucoma. 

The  answer  is  definitely  “Yes!”  It  is  rela- 
tively easy  to  make  a diagnosis  of  glaucoma  in 
the  advanced  stage  and  often  not  really  im- 
possible in  the  less  advanced  stage.  In  both 
cases  such  a diagnosis  is  of  considerable  value, 
especially  since  one  eye  may  be  much  less 
affected  and  may  be  “caught”  at  its  initial 
stage  when  treatment  is  usually  most  effective. 

Six  Points  of  a Diagnostic  Armamen- 
tarium for  the  Medical  Practitioner 

The  proper  technic  could  be  acquired  in  a 
few  hours  by  attending  lectures  and  demon- 
strations organized  by  ophthalmologists  of 
your  locality. 

1.  Measure  the  acuity  of  vision.  The 
cause  of  subnormal  vision  of  one  or  both  eyes 
must  always  be  investigated. 

2.  Examine  the  size  of  the  pupils  and  their 
reaction  to  light.  Inequality  of  pupils  or  poor 
reaction  to  fight  is  not  to  be  ignored. 

3.  Feel  with  the  fingers  whether  the  eyes 
are  normally  soft  or  hard.  One  can  acquire 
this  “feel”  by  instruction  and  practice. 

4.  Examine  each  eye  with  the  ophthalmo- 
scope and  find  out  whether  the  optic  disks  are 
pale  and  excavated. 

5.  Ask  the  patient  about  the  occurrence  of 
occasional  blurring  or  clouding  of  vision,  seeing 
rainbow  rings  around  a distant  fight,  one-sided 
headaches,  discomfort  in  or  around  the  eyes 
after  movies,  excitement,  and  worry.  Inquire 
whether  the  patient  experiences  difficulty  in 
reading  in  spite  of  recently  prescribed  glasses. 

6.  Ask  whether  there  is  a case  of  glaucoma 
in  the  family. 


Above  all,  exercise  tact  so  as  not  to  alarm 
the  patient  unduly. 

The  presence  of  any  one  of  these  points  is 
not  sufficient  to  make  a diagnosis  of  glaucoma, 
but  investigation  of  all  the  points  will  fre- 
quently suffice  to  obtain  enough  evidence  to 
detect  or  suspect  the  existence  of  glaucoma. 
Of  these  points,  the  technic  of  ophthalmoscopy 
is  the  most  difficult  part,  but  even  this  can  be 
acquired  within  a few  hours’  time  to  a suffi- 
cient degree  to  enable  one  to  see  the  optic 
disks  in  a majority  of  patients.  All  one  needs 
is  a willing  instructor  and  an  electric  ophthal- 
moscope. With  a pair  of  healthy  eyes,  pa- 
tience, and  ten  carefree  hours  at  his  disposal, 
any  medical  practitioner  may  acquire  the 
necessary  knowledge  and  skill. 

Now  that  a campaign  for  early  diagnosis  of 
glaucoma  is  about  to  be  started,  ophthal- 
mologists have  a splendid  opportunity  to  popu- 
larize among  medical  practitioners  the  use  of 
the  ophthalmoscope,  one  of  the  most  impor- 
tant discoveries  in  the  field  of  medicine. 
Medical  practitioners,  being  always  ready  to 
appropriate  procedures  that  improve  their 
diagnostic  acumen,  will  surely  not  be  indiffer- 
ent to  an  offer  from  ophthalmologists  enabling 
them  to  enrich  their  knowledge  This  being 
so,  the  following  question  arises:  Assuming 
that  the  problem  of  prevention  of  blindness 
from  glaucoma  is  a serious  one  and  that  the 
medical  practitioner  agrees  that  he  can  play  an 
important  role  in  the  present  campaign  of 
prevention  of  blindness  from  glaucoma,  what 
plan  could  be  suggested  to  familiarize  the  rank 
and  file  of  the  medical  profession  with  the  “six 
diagnostic  points ” enumerated  above  and  their 
application  in  daily  practice? 

Outline  for  Organizing  a Glaucoma 
Campaign  Among  Medical  Practitioners 

1.  Form  a committee  of  one  ophthal- 
mologist and  one  prominent  medical  practi- 
tioner (preferably  an  influential  officer  of  the 
county  medical  society)  residing  in  each 
principal  town  or  district  to  conduct  the  local 
campaign.  The  aid  and  sponsorship  of  the 
county  medical  society  should  also  be  enrolled 
whenever  possible. 

2.  The  campaign  committee  should  call  a 
meeting  of  the  rank  and  file  of  all  local  oph- 
thalmologists, explain  the  object  of  the  cam- 
paign, and  ask  their  cooperation  in  presenting 
to  general  practitioners  a series  of  lectures  and 
demonstrations  on  diagnosis  of  glaucoma. 

3.  As  soon  as  this  is  organized,  letters  and 
circulars  should  be  sent  to  all  medical  practi- 
tioners inviting  them  to  enroll  for  the  course. 
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Groups  of  five  or  six  men  could  easily  get  the 
necessary  individual  instruction;  if  necessary, 
two  or  more  groups  could  be  taught  at  the 
same  time  in  separate  lecture  rooms. 

4.  Whenever  possible  the  course  of  instruc- 
tion should  be  centered  in  clinics  or  hospi- 
tals. 

5.  No  discrimination  should  be  made 
against  ophthalmologists  who  are  not  con- 
nected with  hospitals  or  clinics.  All  oph- 
thalmologists should  participate  in  the  cam- 
paign of  instruction  and  demonstration. 
Allow  the  practitioners  to  take  the  course 
several  times  if  they  so  desire. 

The  National  Society  for  the  Prevention  of 
Blindness,  its  Committee  on  Glaucoma,  and 
the  New  York  State  Bureau  of  Services  for 
the  Blind,  through  its  prevention  of  blindness 
service,  are  eager  to  cooperate  in  every  possible 
way  to  promote  this  important  phase  of  the 
campaign. 

Summary 

1.  Every  glaucoma  patient  is  a candidate 
for  partial  or  total  loss  of  sight. 

2.  Blindness  from  glaucoma  is  frequently 
preventable. 

3.  Prevention  of  blindness  is  often  attain- 
able by:  (a)  an  early  diagnosis,  (b)  early 

treatment,  and  (c)  constant  watchfulness. 

4.  Late  diagnosis  and  treatment  mean 
failure  in  the  majority  of  cases. 

5.  It  is  better  and  more  economical  to  pre- 
vent blindness  than  to  subsidize  the  blind. 

6.  The  role  of  the  medical  'practitioner  in  this 

campaign  is:  (a)  to  discover  or  suspect  the 

presence  of  glaucoma  among  his  patients,  (b)  to 
refer  them  to  eye  clinics  or  ophthalmologists, 
and  (c)  to  cooperate  with  the  latter  by  furnish- 
ing all  the  data  concerning  the  general  health 
of  the  patients. 

Reference 
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Discussion 

Dr.  William  A.  Groat,  Syracuse , New  York — 
The  outline  that  Dr.  Schoenberg  has  presented 
which  details  the  general  practitioner's  part  in 
the  prevention  of  blindness  from  glaucoma  im- 
presses an  internist  as  sound  medical  practice. 
I am  not  one  of  those  who  believes  that  a general 
practitioner  or  an  internist  should  feel  himself 
qualified  to  make  the  finer  differentiations  in  the 
special  examination  of  the  eye,  but  I certainly 
do  feel  that  every  internist,  practitioner,  or 
student  who  has  been  properly  taught  physical 
diagnosis  should  be,  and  in  the  main  is,  qualified 


to  make  as  a routine  the  basic  examinations  that 
Dr.  Schoenberg  considers  necessary. 

It  might  be  well  to  point  out  that  reciprocally 
the  ophthalmologist  should  be  careful  not  to  dis- 
parage or  discredit  these  simple  routines,  carried 
out  with  minimum  equipment,  so  useful  as  a part 
of  a cooperative  plan  to  pick  up  deviations  from 
the  normal  as  early  as  possible. 

The  part  of  a general  examiner  should  be  to 
know  the  danger  signs  and  to  be  able  to  satisfy 
himself  as  to  the  absence  of  these  danger  signs  in 
the  particular  patient.  The  part  of  the  ophthal- 
mologist is  to  carry  on  from  there.  The  ultimate 
treatment  should  be  a cooperation  enterprise. 

It  was  a little  bit  of  a shock  to  me  to  hear  it 
said  that  there  is  so  much  blindness  due  to  un- 
treated glaucoma  or  that  glaucoma  is  such  an 
important  item  in  the  prevention  of  blindness. 
I,  therefore,  took  occasion  to  inform  myself  a 
little  bit,  and  I find  that  so  far  as  the  literature  is 
concerned  the  general  opinion  seems  to  be  that  it 
is  a matter  of  2 to  5 per  cent.  There  is  some  dis- 
crepancy perhaps  because  of  differences  of  opin- 
ion as  to  just  what  blindness  is  and  whether  it  is 
absolute,  economic,  vocational,  or  educational 
impairment  in  some  degree  as  classified  by  the 
Division  for  the  Blind  in  the  State  Department 
of  Social  Welfare.  However,  there  need  be  no 
serious  quibble  about  this.  Slight  or  partial  im- 
pairment of  vision  is  a definite  handicap  to  a 
person  who  does  anything  at  all.  It  limits  his 
activities  and  his  pleasures  somewhat  no  matter 
what  his  status  may  be.  So  far  as  glaucoma  is 
concerned,  acute  or  chronic,  2 or  3 per  cent  of 
blindness  is  not  much  as  a percentage,  but  it  is 
altogether  too  much  and  causes  too  much  eco- 
nomic loss  and  suffering  in  the  aggregate  not  to 
be  an  important  topic  for  consideration  by  the 
internist,  as  well  as  the  ophthalmologist. 

The  thing  to  be  worked  for  is  a solution  of  just 
what  glaucoma  is.  It  seems  now  to  be  just  a 
symptom  of  something  deeper  and  unknown. 
It  is  as  much  the  duty  of  the  internist  as  it  is  for 
the  ophthalmologist  to  discover  it,  and  investiga- 
tional research  should  point  that  way.  It  is  no- 
where near  as  valuable  to  be  able  to  discover 
glaucoma  early  as  it  is  to,  as  an  Irishman  might 
say,  discover  it  before  it  happens.  In  other 
words,  the  true  objective  is  to  know  how  to  pre- 
vent glaucoma  rather  than  how  to  treat  it.  To 
do  this  the  internist  needs  to  know  what  glau- 
coma really  is. 

Dr.  Harold  H.  Joy,  Syracuse , New  York — The 
National  Society  for  the  Prevention  of  Blindness 
is  to  be  commended  on  its  appointment  of  Dr. 
Schoenberg  as  chairman  of  its  glaucoma  com- 
mittee. Dr.  Schoenberg  has  been  intensely  in- 
terested in  glaucoma  for  many  years,  and  no  one 
in  American  ophthalmology  is  better  qualified  to 
carry  on  this  work. 

The  glaucoma  problem  is  one  of  intensifying 
importance,  for  it  is  probable  that  its  incidence  is 
rapidly  increasing.  In  great  part  this  is  due  to 
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the  rise  in  the  population  age  group  of  those  over 
40  and  to  the  strain  and  worry  to  which  a large 
part  of  the  adult  population  has  been  subjected 
in  recent  years. 

I think  we  all  agree  that  it  is  of  the  utmost  im- 
portance to  make  a concerted  move  to  attack  this 
problem.  To  do  this  it  is  essential  to  arouse  the 
interest  and  get  the  cooperation  of  all  physicians 
practicing  medicine  in  adults.  It  is  not  a ques- 
tion of  converting  them  into  ophthalmologists 
but  of  making  them  glaucoma-conscious. 

This  need  is  exemplified  in  its  crudest  form  by 
the  many  instances  of  improperly  diagnosed 
acute  glaucoma.  It  not  only  is  confused  with 
iritis  and  even  conjunctivitis  but  with  gastro- 
intestinal upsets  and  other  general  conditions. 
In  the  majority  of  cases  even  a cursory  examina- 
tion of  the  eye  would  reveal  the  true  condition. 
If  the  physician  were  thinking  in  terms  of  glau- 
coma, such  tragic  mistakes  would  seldom  occur. 

The  diagnosis  of  chronic  glaucoma,  particu- 
larly the  noncongestive  type,  offers  many  diffi- 
culties to  the  general  practitioner.  It  is  probable 
that  relatively  few  cases  can  be  uncovered  by 
him  in  the  earlier  stages  in  spite  of  any  instruc- 
tion ophthalmologists  may  give.  However,  if  he 


becomes  conscious  of  the  frequency  of  glaucoma 
and  knows  its  symptoms,  great  progress  can  be 
made  in  diagnosing  many  cases  before  too  much 
irreparable  damage  has  been  done.  The  six 
points  which  Dr.  Schoenberg  has  brought  out 
should,  on  the  whole,  be  rather  easily  mastered. 
This  is  particularly  true  of  the  history,  the  visual 
acuity,  and  the  examination  of  the  anterior  seg- 
ment of  the  eye.  I believe  that  less  reliance 
can  be  placed  on  his  ability  to  test  the  intraocular 
tension  by  palpation  and  that  the  interpretation 
of  the  ophthalmoscopic  picture  may  be  confusing 
to  many. 

While  Dr.  Schoenberg  is  attacking  the  prob- 
lem in  the  right  manner  in  attempting  to  secure 
the  interest  and  cooperation  of  the  general  prac- 
titioner, the  role  of  the  medical  student,  intern, 
and  nurse  should  not  be  neglected.  In  our 
teaching  we  should  constantly  impress  upon 
them  the  signs  and  symptoms  of  glaucoma,  its 
frequency,  and  the  horrible  results  of  mistaken 
diagnosis. 

Whatever  effort  we  as  ophthalmologists  put 
into  this  campaign  will  be  richly  rewarded  in 
saving  the  vision  of  many  who  might  otherwise 
end  their  days  in  twilight  or  darkness. 


WE  MUST  LOOK  BEYOND  TOMORROW 

Through  our  Selective  Service  Act,  we  are 
removing  our  future  husbands  and  fathers  from 
their  sweethearts  and  wives;  we  break  the  ties 
which  form  the  foundations  of  the  family.  The 
very  thought  of  draft  prevents  many  couples, 
who  want  children,  from  having  them.  No  re- 
sponsible man  wants  to  turn  to  soldiering  leav- 
ing behind  a frightened  wife  expecting  a baby. 
The  prospects  of  fife  for  her  and  her  baby  on  a 
soldier’s  meager  pay  are  terrifying. 

Students  of  our  country  have  been  greatly 
concerned  with  the  possibilities  of  a declining 
population  in  peacetime  conditions.  The  threat 
of  war  and  possible  draft  may  accelerate  this 
trend,  especially  among  those  who  are  imagina- 
tive, sensitive,  far-sighted — who  under  happier 
conditions  would  be  the  first  to  have  families. 
It  is  the  final  indictment  of  war  that  both  its 
direct  and  indirect  casualties  fall  most  heavily  on 
“the  best  people.” 

It  is  an  established  medical  fact  that  the  best 
ages  for  having  children  are  between  twenty-one 
and  twenty-six.  After  that  time,  the  risks  for 
mother  and  baby  rise  rapidly.  These  young 
married  people,  therefore,  for  their  own  sakes, 
for  their  children’s  sakes,  for  the  future  of  this 
land,  must  have  in  these  insecure  times  as  much 
security  as  is  possible  to  provide.  Hesitant  hus- 
bands and  wives  should  be  encouraged  to  go 
ahead  with  their  families  by  assurance  from  the 
community  that  if  conscription  is  necessary, 
mother  and  baby  will  receive  good  medical,  hos- 
pital, and  nursing  care  before,  during,  and  after 
delivery. 

But  more  is  needed  than  just  care  of  mother 
and  baby  during  childbirth.  If  families  must  be 


broken  up  because  the  husband  is  drafted,  be- 
cause he  must  seek  work  in  a distant  defense 
project,  or  because  children  must  be  evacuated 
from  some  areas — it  should  be  a cardinal  rule  of 
social  policy  that  the  mother  should  always  re- 
main with  her  family.  She  may  be  both  mother 
and  father  to  her  children.  She  will,  doubtless,  be 
able  to  keep  the  rudiments  of  family  fife  strong, 
to  instill  courage,  to  build  character  and  regard 
for  the  other  fellow,  to  keep  a unity  in  family 
living  which  is  so  necessary  to  the  future  of 
children  and  the  strength  of  the  United  States 
in  the  next  generation.  There  are  many  possible 
means  of  keeping  a mother  with  her  family. 
Some  have  suggested  government  subsidies  to 
those  families  who  are  called  upon  to  pay  the 
cost  of  crisis  in  self-denial  and  sacrifice.  The 
method  does  not  matter  nearly  so  much  as  the 
end  result — that  of  keeping  families  together. 
We  must  not  repeat  the  injustices  and  sufferings 
which  befell  families  in  the  last  war  in  this  coun- 
try and  which  are  even  now  falling  upon  families 
in  other  lands. 

We  must  look  beyond  tomorrow  and  the  day 
after  tomorrow  and  the  day  after  that.  We  must 
endeavor  to  bring  as  much  good  out  of  this  period 
of  flux  as  is  possible  to  achieve — better  children 
with  better  health,  better  education,  better 
equipment  for  life.  We  need  more  than  National 
Defense;  we  need  a national  offensive  program  to 
make  family  living — the  very  root  of  national 
living — stronger,  richer,  and  more  enduring. 
That  offensive  can  begin  in  keeping  the  rudi- 
ments of  family  living  strong  in  this  crisis. 
That  should  be  one  of  our  own  peacetime  aims. 

— Maternity  Center  Briefs 


RECENT  ADVANCES  IN  GYNECOLOGIC  HORMONE  THERAPY* 

Samuel  H.  Geist,  M.D.,  and  Udall  J.  Salmon,  M.D.,  New  York  City 


IN  RECENT  years  the  chemists  have  made 
amazingly  rapid  progress  in  isolating  and 
synthesizing  a whole  series  of  hormones.  A 
number  of  these  compounds  have  been  em- 
ployed successfully  in  the  treatment  of  a 
variety  of  endocrine  disorders.  Others  seem 
to  be  chiefly  of  academic  interest,  appearing, 
at  present,  to  have  little  therapeutic  value. 
Unfortunately,  clinical  endocrine  research 
has  not  been  able  to  keep  up  with  the  hormone 
chemists,  so  that,  at  present,  clinicians  are 
in  the  anomalous  position  of  having  available 
a number  of  pure  hormone  products  of  high 
potency  without  knowing  how  to  apply  them 
clinically.  Moreover,  the  nature  of  the  basic 
endocrine  disturbances  underlying  many  func- 
tional gynecologic  conditions  is  still  but  im- 
perfectly understood,  and  for  this  reason 
much  of  hormone  therapy  is  still  more  or  less 
empiric  or  based  upon  theoretic  concepts. 
To  the  clinician  who  has  to  cope  daily  with 
the  practical  problems  of  correcting  disorders 
and  relieving  symptoms,  the  academic  dis- 
cussions of  rationale  are  only  of  secondary 
importance.  His  chief  interest  is  in  therapeu- 
tic efficacy.  We  shall,  therefore,  confine  our 
presentation  to  the  recent  advances  in  gyneco- 
logic endocrine  therapy  that  have  proved  ef- 
fective and,  in  addition,  present  to  you 
briefly  some  phases  of  hormone  therapy  that 
are  still  in  an  experimental  stage  but  that  are 
potentially  of  practical  value. 

Recent  Advances  in  Estrogen  Therapy 

Clinical  Considerations. — Estrogens  are  now 
universally  accepted  for  the  treatment  of  the 
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menopause  syndrome,  whether  natural,  sur- 
gical, or  induced  by  x-ray.  No  other  phase 
of  endocrine  therapy  has  a more  logical  ra- 
tionale. It  is  common  knowledge  that  in  this 
syndrome  the  basic  hormone  disturbance 
consists  of  an  estrogen  deficiency.  This 
leads  to  a variety  of  symptoms  that  manifest 
themselves  with  varying  intensity  and  em- 
phasis on  various  systems  in  different  indi- 
viduals. Although,  in  the  majority,  vaso- 
motor symptoms  usually  are  predominant, 
in  many  instances  other  systems  bear  the 
brunt  of  the  disorder.  Thus,  gastrointestinal, 
urinary,  cardiovascular,  neurologic,  or  psy- 
chiatric symptoms  may  dominate  the  clinical 
picture,  either  singly  or  in  various  combina- 
tions. Many  of  the  functional  disorders 
that  were  traditionally  classified  as  “neuras- 
thenia” and,  currently,  as  “psychosomatic” 
are  attributable  to  an  estrogen  deficiency. 
More  and  more  evidence  is  accumulating 
which  indicates  that  the  estrogens  have  a 
much  more  fundamental  role  to  play  in  the 
economy  of  the  body  as  a whole  than  has 
hitherto  been  appreciated.  There  is  both 
clinical  and  experimental  evidence  that  sug- 
gests that  disturbances  of  liver  function  and 
gastrointestinal  disorders,  as  well  as  functional 
cardiovascular  disturbances,  may  be  related 
to  derangements  of  sterol  hormone  metabo- 
lism. 

Although  recent  endocrinologic  studies 
have  demonstrated  the  somatic  basis  for  the 
menopause  symptomatology,  one  should  not 
lose  sight  of  the  fact  that  parallel  with  the 
endocrine  imbalance  many  of  these  patients 
have  emotional  disturbances  that  may  in- 
tensify or  prolong  the  somatogenic  symptoms. 
This  is  particularly  important  when  one  at- 
tempts to  evaluate  the  efficacy  of  a thera- 
peutic measure  in  these  cases.  The  thera- 
peutic end  point  varies  in  different  patients, 
as  well  as  in  the  same  patient,  at  different 
times,  depending  upon  their  emotional  status. 
A proper  evaluation,  therefore,  of  the  effec- 
tiveness of  a therapeutic  agent  should  con- 
sist of  a composite  appraisal  of  the  objective 
evidence  of  efficacy  (e.g.,  hormonologic  and 
morphologic  data),  as  well  as  of  the  patient’s 
emotional  makeup. 

With  regard  to  objective  diagnostic 
methods,  it  is  worth  remembering  that  the 
studies  of  Papanicolaou  and  Shorr1*78  have 
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made  available  for  us,  in  the  vaginal  smear,  a 
method  to  determine  whether  an  estrogen 
deficiency  is  present.  The  finding  of  definite 
evidence  of  the  deficiency  in  a patient  enables 
one  to  interpret  these  symptoms  more  ac- 
curately, supplies  one  with  a basis  for  rational 
therapy,  and  leads  to  a more  comprehensive 
appraisal  of  the  total  personality  of  the  pa- 
tient and,  therefore,  to  a more  accurate  prog- 
nosis. We  have  simplified  the  above- 
mentioned  method  for  determining  estrogen 
deficiency  so  that  this  extremely  valuable 
diagnostic  procedure  can  be  performed  in  the 
office  or  clinic  in  a few  minutes.2,3 

Estrogenic  Compounds. — It  has  been  es- 
tablished that  a-estradiol  is  the  physiologic 
estrogen  normally  produced  by  the  ovary. 
And  for  clinical  purposes  this  compound  and/ 
or  its  esters,  at  present,  appear  to  give  the 
most  satisfactory  results.  It  has  only  one 
disadvantage  and  that  is  its  costliness. 

Numerous  studies,  both  in  animals  and 
humans,  have  demonstrated  that  the  ben- 
zoate acid  ester  of  estradiol  is  absorbed  and 
utilized  more  slowly  than  estradiol  and,  by 
virtue  of  this  property,  is  therapeutically 
more  efficient.  Recently,  another  ester  of 
estradiol  was  prepared — namely,  estradiol 
dipropionate. 

Experimental  studies  in  animals  have 
shown  that  the  dipropionate  ester  of  estradiol 
has  a more  prolonged  estrogenic  effect  than 
any  of  the  other  estrogenic  compounds.79 
Two  years  ago  before  this  Society  we  pre- 
sented a preliminary  report  on  the  use  of  this 
compound.  Since  then,  we  have  used  it  in  a 
series  of  over  100  patients  in  varying  doses. 
We  have  obtained  satisfactory  therapeutic 
results  with  this  compound.  Morphologic 
and  hormonologic  studies  performed  in  these 
patients  have  demonstrated  that  estradiol 
dipropionate  is  an  estrogen  of  high  potency. 
It  is  available  in  concentrations  of  5 mg.  per 
cubic  centimeter  making  it  possible  to  ad- 
minister large  doses  of  estrogens  in  concen- 
trated form. 

Stilbestrol:  This  synthetic  compound  has, 
in  the  past  two  years,  attracted  a great  deal 
of  attention.  Aside  from  the  academic  in- 
terest in  the  fact  that  it  is  a synthetic  com- 
pound not  related  chemically  to  the  natural 
estrogens,  it  has  enlisted  the  interest  of  clini- 
cians because  of  its  high  potency  when  ad- 
ministered by  mouth.  Another  factor  that 
is  of  great  importance  is  its  low  cost.  It  has 
one  disadvantage  and  that  is  that  it  nduces 
unpleasant  reactions  in  some  patients.  These 
include  nausea,  vomiting,  epigastric  pain, 


and  dizziness.4,5  The  incidence  of  these 
reactions,  according  to  reports  of  different  ob- 
servers, varies,  ranging  as  high  as  60  per 
cent.5*7  Studies  of  liver  function  and  of  the 
blood  chemistry  to  date  have  not  revealed 
the  cause  of  these  symptoms.6,7,8  Pregnant 
women  appear  to  be  able  to  tolerate  large 
doses  without  ill  effect . 3 6 A lively  controversy 
is  going  on  at  present  as  to  the  advisability 
of  using  stilbestrol  clinically. 

The  first  report  on  stilbestrol  in  America 
was  made  before  this  Society  in  1939. 4 We 
felt  then  that  since  the  administration  of 
estrogens  constitutes,  in  the  majority  of  in- 
stances, substitution  therapy,  necessitating 
treatment  for  many  months  and  possibly 
years,  the  ideal  substance  for  this  purpose 
would  be  one  that  most  closely  approaches 
the  endogenous  physiologic  hormone.  Al- 
though we  have  amplified  our  studies  with 
stilbestrol,  to  date  we  have  not  found  any  rea- 
son to  change  our  views  on  the  subject. 
Without  losing  sight  of  the  importance  of 
making  available  a therapeutic  estrogen  of 
low  cost  to  those  of  limited  means,  it  seems  to 
us  that  the  primary  considerations  in  the  ap- 
praisal of  a therapeutic  agent  are  its  efficiency 
and  lack  of  deleterious  action.  Judged  by 
these  criteria,  stilbestrol  is  distinctly  inferior 
to  the  physiologic  estrogens.  It  is  to  be 
hoped  that  further  research  will  result  in  the 
elimination  of  the  unpleasant  reactions  in- 
duced by  stilbestrol  and  that  the  price  of  the 
physiologic  estrogens  will  be  reduced  so  that 
their  therapeutic  properties  will  be  made 
available  to  all  in  need  of  estrogen  ther- 
apy. 

Ethinyl  Estradiol:  In  our  search  for  an 
orally  effective  and  inexpensive  estrogen  dur- 
ing the  past  year,  we  have  treated  a series  of 

55  cases  with  ethinyl  estradiol.9  This  com- 
pound was  prepared  by  Inhoffen  and  Hohl- 
weg10  by  the  replacement  of  the  seventeenth 
carbon  atom  in  estradiol  by  an  ethinyl  group. 
The  authors  report  that  when  given  sub- 
cutaneously in  oil,  ethinyl  estradiol  and  es- 
tradiol are  equal  in  potency  but,  when  given 
orally,  ethinyl  estradiol  is  fifteen  to  twenty 
times  as  active  as  estradiol.  The  use  of 
ethinyl  estradiol  has  been  reported  in  second- 
ary amenorrhea  and  oligomenorrhea,  and 
proliferative  changes  have  been  demonstrated 
in  the  uterine  mucosa  following  doses  of 

56  mg.  of  ethinyl  estradiol  over  a period  of 
twenty  days. 

Our  studies  have  revealed  that  this  com- 
pound is  an  estrogen  of  extremely  high  po- 
tency as  demonstrated  by  its  estrogenic  ef- 
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feet  on  the  vaginal  mucosa  and  endometrium 
and  by  the  relief  of  estrogen  deficiency  symp- 
toms. Estrogenic  effects  in  the  vaginal 
smears  were  noted  at  the  end  of  five  days 
following  an  average  daily  dose  of  0.5  mg. 
Clinical  relief  of  symptoms  occurred  within 
four  to  seven  days  on  average  daily  doses 
varying  between  0.15  and  0.45  mg.  The 
majority  of  the  patients  were  kept  symptom- 
free  on  maintenance  doses  of  0.15  mg.  daily. 
Ethinyl  estradiol  was  found  to  be  at  least 
ten  times  as  effective  as  estradiol  administered 
orally. 

Eighteen  per  cent  of  the  cases  developed 
nausea  or  epigastric  discomfort  in  doses  as 
low  as  0.15  to  0.45  mg.  per  day.  These  un- 
pleasant reactions,  as  in  the  case  of  stil- 
bestrol,  in  our  opinion  detract  from  the  value 
of  this  estrogen  for  therapeutic  purposes. 
This  compound,  however,  deserves  further 
study  in  order  to  determine  and  eliminate  the 
causes  of  the  unpleasant  side  reactions. 

Sublingual  Administration  of  Estradiol  in 
Propylene  Glycol  Solution. — At  present,  es- 
trogen maintenance  therapy  is  most  commonly 
administered  by  the  oral  route.  Absorption 
of  estrogens  from  the  gastrointestinal  tract  is 
not  satisfactory.  For  instance,  judged  by 
vaginal  smear  reactions,  only  about  one- 
tenth  of  ingested  estradiol  appears  to  be  ef- 
fective. This  makes  oral  therapy  rather  ex- 
pensive. We  have,  therefore,  attempted  to 
administer  estrogens  through  other  routes. 
Estradiol  is  absorbed  through  the  skin,11 
but  there  are  obvious  objections  to  this 
method.  The  vaginal  route  is  effective  in 
some  patients  but  is  not  satisfactory  in  the 
majority  of  parous  women,  since  much  of  the 
material  is  lost  from  the  vagina  and  many 
women  object  to  vaginal  medication  for 
esthetic  reasons. 

Recently,  we  have  reported  on  the  absorp- 
tion of  estradiol,  in  solution  in  propylene 
glycol,  from  the  sublingual  space.12  We 
have  found  evidence  in  the  vaginal  smears  of 
estrogenic  effects  within  three  or  four  days 
and  with  surprisingly  small  doses.  In  post- 
menopausal and  castrated  women  with  char- 
acteristic estrogen  deficiency  smears,  estro- 
genic effects  were  noted  at  the  end  of  one 
week  with  daily  doses  of  0.2  to  0.3  mg.  The 
solution  contains  0.5  mg.  of  o:-estradiol  per 
cubic  centimeter  of  propylene  glycol.  Most 
satisfactory  results  were  obtained  by  instill- 
ing 4 drops  under  the  tongue  and  instructing 
the  patient  not  to  swallow  for  five  minutes 
thereafter.  This  procedure  is  repeated  several 
times  daily.  Once  the  clinical  symptoms  are 


controlled,  the  patients  have  been  main- 
tained on  as  little  as  0.1  mg.  (1,200  rat  units) 
per  day  of  estradiol. 

We  have  since  employed  this  method  of 
administering  estrogens  in  a series  of  42  cases 
with  encouraging  results.  This  method  has 
some  objections.  It  requires  the  intelligent 
cooperation  of  the  patient,  since  the  drops 
must  be  taken  three  or  four  times  daily  and 
the  patient  must  be  mindful  not  to  swallow 
for  at  least  five  minutes  after  their  sublingual 
instillation.  In  some  “nervous”  patients  it 
is  rather  difficult  to  insure  observance  of 
these  directions.  Excessive  salivation  may 
interfere  with  absorption,  although  medica- 
tion with  atropine  controls  this  satisfactorily. 
The  chief  advantage  of  sublingual  administra- 
tion lies  in  its  effectiveness  in  small  doses. 

None  of  the  patients  reported  any  unto- 
ward reactions  from  the  propylene  glycol. 
Although  a number  of  experimental  studies 
have  been  reported  in  animals  and  humans 
attesting  to  the  absence  of  toxicity  of  propy- 
lene glycol,51-55  further  studies  should  be 
conducted  in  order  to  determine  what  the  ef- 
fect of  continued  administration  would  be, 
before  recommending  this  method  for  general 
use. 

Implantation  of  Crystals  and  Pellets  of  Estro- 
gens.— Two  years  ago  before  this  Society,  we 
presented  a preliminary  report  on  the  im- 
plantation of  estradiol  crystals  into  meno- 
pausal patients.4  This  method  of  adminis- 
tering estrogens  was  undertaken  to  determine 
whether  it  was  possible  to  prolong  the  thera- 
peutic effects  of  estrogenic  hormone  and 
obviate  the  necessity  for  frequent  injections. 
Since  then,  we  have  implanted  over  150  pa- 
tients. We  have  attempted  to  supplement 
our  evaluation  of  the  clinical  effectiveness  of 
the  implanted  hormone  by  objective  methods, 
viz.:  (a)  duration  of  pituitary  inhibition  (as 
indicated  by  suppression  of  gonadotropic 
hormone  production)  and  (b)  duration  of 
estrogenic  effects  in  the  vaginal  mucosa  (as 
indicated  by  vaginal  smears  and  biopsies) 
and  endometrium. 

For  this  purpose  we  have  used  doses  vary- 
ing from  4 to  50  mg.  of  estradiol,  estradiol 
benzoate,  and  estradiol  dipropionate  in  the 
form  of  loose  crystals  as  well  as  compressed 
pellets.  Some  phases  of  this  study  have  al- 
ready been  reported.13-14-15  60 

Prolonged  Action  on  Pituitary,  Genital 
Tract  and  Symptoms. — These  studies  have 
revealed  (a)  that  by  the  implantation  of  es- 
trogen crystals  gonadotropic  hormone  secre- 
tion may  be  suppressed  for  as  long  as  ninety 
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days,  (b)  that  estrogenic  effects  on  the  vaginal 
mucosa  may  persist  for  periods  varying  from 
four  to  fourteen  months,  and  (c)  that  symp- 
toms may  be  relieved  for  periods  varying 
from  three  to  upwards  of  twenty-two  months. 

Comparison  of  Therapeutic  Effectiveness  of 
Pellets  and  Crystals. — In  the  series  of  cases 
implanted  with  pellets  of  comparable  weight 
and  chemical  constitution,  the  physiologic 
and  therapeutic  effects  were  of  much  shorter 
duration.  In  a number  of  cases  in  which  the 
pellets  were  excised,  it  was  found  that  a 
fibrous  capsule  had  formed  about  the  pellets 
and  apparently  prevented  further  absorption 
of  the  hormone,  so  that  the  majority  of  these 
patients,  several  months  after  implantation, 
manifested  morphologic  evidence  of  estrogen 
deficiency  even  though  they  retained  pellets 
within  their  tissues  weighing  as  much  as  40  mg. 

On  the  basis  of  these  observations  we  have 
come  to  the  conclusion  that  the  implantation 
of  loose  crystals  is  far  superior  to  pellets  for 
therapeutic  purposes. 

Prophylactic  Implantation  of  Estrogens. — A 
series  of  patients  requiring  hysterectomy  and 
bilateral  ovariectomy  was  implanted  with 
estrogen  crystals  at  the  time  of  operation,  or 
shortly  thereafter,  in  an  attempt  to  prevent 
the  castration  syndrome.  The  details  of  this 
study  have  been  reported  elsewhere.61  The 
results  to  date  have  been  encouraging. 
Many  patients  have  remained  symptom-free 
for  periods  of  over  one.yearf  It  is  obviously 
difficult  to  determine  accurately  the  value  of 
this  prophylactic  therapy,  since  the  incidence 
of  symptoms  after  surgical  castration  is 
variable.  Final  evaluation  will  have  to  be 
deferred  until  a much  larger  series  of  cases 
has  been  studied. 

Implantation  of  crystals  of  estrogens  is  un- 
doubtedly the  most  efficient  and  economical 
method  of  estrogen  administration.  This 
form  of  therapy  should  be  reserved  for  pa- 
tients with  severe  symptoms  and  with  mor- 
phologic evidence  of  estrogen  deficiency. 

Recent  Advances  in  Androgen  Therapy 

In  the  past  three  years,  synthetic  male 
hormone  has  been  used  with  increasing  fre- 
quency in  the  treatment  of  a variety  of  func- 
tional gynecologic  disorders.16-46  In  order  to 
understand  the  therapeutic  modus  operandi 
of  androgens,  it  is  necessary  to  know  the  bio- 
logic effects  of  androgens  when  administered 
to  women. 

Biologic  Effects  of  Androgen  Administration 
in  Cyclical  Women. — The  most  potent  andro- 
gen available  is  testosterone  propionate.47 


If  500  mg.  or  more  of  testosterone  propionate 
is  administered  to  a woman  with  a regular 
menstrual  cycle,  the  following  occur:  (1) 
gonadotropic  activity  of  the  hypophysis  is 
inhibited;  (2)  follicle  growth  and  ovulation 
are  suppressed,  with  consequent  failure  of  es- 
trogen and  progesterone  production;  (3)  no 
pregnandiol  is  excreted  in  the  urine;  (4)  the 
next  menstrual  period  is  suppressed  for  four 
to  six  weeks;  (5)  the  secretory  pattern  in  the 
endometrium  does  not  develop,  normal  pro- 
liferation is  inhibited,  and  the  endometrium 
is  reduced  to  a state  of  hypoplasia  or  atrophy  : 
and  (6)  the  vaginal  mucosa  undergoes  regres- 
sion and  the  vaginal  smears  and  biopsies  re- 
veal changes  indicative  of  estrogen  defi- 
ciency.48-49 

In  addition  to  the  above,  in  some  patients 
this  dose  will  induce  acne  and  arrheno- 
mimetic49-50 (masculinizing)  symptoms — viz., 
hypertrichiasis,  deepening  of  the  voice,  and 
enlargement  of  the  clitoris.  Within  a few 
weeks  after  discontinuation  o'f  therapy,  there 
is  a gradual  regeneration  of  the  vaginal  and 
uterine  mucosa,  a restoration  of  the  normal 
ovulatory  pattern,  followed  by  menstruation. 
The  acne  disappears  within  two  or  three  weeks 
and  the  arrhenomimetic  effects,  within  several 
months.  In  order  to  induce  the  afore-men- 
tioned biologic  and  arrhenomimetic  effects,  a 
minimum  of  500  mg.  of  testosterone  propio- 
nate in  one  cycle  is  usually  required. 

Rationale  for  Androgen  Therapy. — It  is  ob- 
vious from  the  above  that  androgens  counter- 
act or  negate  the  biologic  effects  of  the  female 
sex  hormones,  and  the  therapeutic  use  of 
androgens  in  gynecology  is  based  upon  this 
antigynecogenic  property.49 

Clinical  Indications  and  Dosage. — Func- 
tional Menorrhagia:  Twenty-five  milligrams 
of  testosterone  propionate,  given  two  or 
three  times  weekly,  have  been  found  to  be  ef- 
fective in  the  majority  of  cases  of  functional 
uterine  bleeding.66-35 

Menometrorrhagia  Associated  with  Fibroids: 
Abnormal  bleeding  associated  with  small 
myomas  responds  to  treatment  with  testoster- 
one propionate.  It  has  been  found,  however, 
that  if  the  menometrorrhagia  is  caused  by  a 
submucous  fibroid  the  therapeutic  result  is 
only  temporary  and,  in  the  majority  of  cases, 
excessive  bleeding  recurs  shortly  after  cessa- 
tion of  therapy.35 

Metrorrhagia  Associated  with  Endometriosis: 
The  abnormal  bleeding  responds  to  androgen 
administration  but  is  likely  to  recur  shortly 
after  discontinuation  of  therapy.49 

Dysmenorrhea:  The  dosage  is  essentially 
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the  same  as  for  functional  menorrhagia. 
Satisfactory  results  are  frequently  obtained 
with  smaller  doses  (100  to  200  mg.  of  testoster- 
one propionate)  administered  during  the 
latter  two  weeks  of  the  cycle. 49,57-58 

Ovulation  Pain  and  Bleeding:  Four  to  six 
doses  of  25  mg.  each,  given  at  two-day  in- 
tervals, beginning  on  the  second  to  fifth  day 
of  the  cycle,  has  proved  effective.49 

Premenstrual  Tension:  Symptoms  are  al- 

most invariably  relieved  with  25  mg.,  two  or 
three  times  weekly,  beginning  on  the  tenth  to 
fifteenth  day  of  the  cycle  and  continued  to 
within  two  or  three  days  of  menstruation.49 

Premenstrual  Mastopathies:  The  swelling, 

pain,  and  tenderness  usually  respond  to  10 
mg.,  twice  weekly,  beginning  on  the  tenth  day 
of  the  cycle.  It  may  be  necessary  to  increase 
the  dose  in  some  cases.  In  the  majority  of 
the  aforegoing  conditions  it  has  been  found 
advisable  to  continue  administration  of  the 
hormone  for  three  consecutive  cycles,  reduc- 
ing the  dose  by  25  to  50  per  cent  each  month. 

Postpartum  Congestion  of  Breasts:  Fifty 

milligrams  daily,  for  three  days,  beginning 
immediately  after  delivery,  have  been  found 
effective  in  the  majority  of  patients. 

Safeguards  Against  Over  dosage. — Although 
the  threshold  for  arrhenomimetic  effects  has 
been  found  to  be  500  to  600  mg.,  occasionally 
one  encounters  patients  who  appear  to  be  un- 
usually susceptible  and  will  develop  hyper- 
trichosis or  acne  after  smaller  doses.  The 
hirsuties  is  likely  to  occur  in  dark-complex- 
ioned individuals  with  an  inherent  tendency 
to  hypertrichiasis.  Likewise,  individuals  who 
have  had  acne  may  experience  a recurrence 
even  with  therapeutic  doses.  Fortunately, 
the  incidence  of  these  complications  is  so  low 
with  the  therapeutic  dose  that  the  chance  of 
their  occurrence  need  not  he  considered  a de- 
terrent in  the  use  of  androgens  as  therapeutic 
agents  in  women. 

Value  of  Vaginal  Smears  in  Avoiding  Ar- 
rhenomimetic Effects. — During  the  course  of 
our  studies  it  was  observed  that  the  vaginal 
smears  would  frequently  reveal  signs  of  es- 
trogen deficiency  before  any  clinical  evidence 
of  overdosage  was  noted.  Making  use  of  this 
observation,  we  have  found  it  of  value  to 
take  vaginal  smears  weekly  during  the  course 
of  androgen  therapy.  At  the  first  sign  of 
androgen  effect29-35  in  the  vaginal  smears, 
androgen  therapy  should  be  discontinued. 

The  Value  of  Androgens  in  the  Treatment  of 
the  Menopause.— Androgens  have  been  found 
valuable  in  the  treatment  of  patients  with 


symptoms  of  the  climacteric,  who  are  still 
menstruating.49  Administration  of  estrogens 
to  such  patients  frequently  aggravates  the 
symptoms  and  causes  menorrhagia.  In  these 
cases,  25  mg.  of  testosterone  propionate,  twice 
weekly,  are  usually  helpful  in  controlling  the 
symptoms. 

In  addition,  there  are  some  menopause  pa- 
tients who  are  refractory  to  estrogen  therapy. 
Such  patients  may  show  adequate  estrogen 
response  in  the  vaginal  smears  but  remain 
symptomatically  unimproved.59  Some  of 
these  patients  often  experience  symptomatic 
relief  from  androgens. 

Oral  Androgen  Therapy. — Methyl  Testoster- 
one: This  compound  has  been  found  to  be  a 
therapeutically  effective  androgen  when  ad- 
ministered by  the  oral  route.  Its  biologic 
and  therapeutic  properties  are  similar  to 
those  of  testosterone  propionate.  It  appears 
to  be  approximately  one-third  to  one-half  as 
effective  by  mouth  as  testosterone  propionate 
is  when  administered  parenterally.49  It  has 
also  been  found  to  be  absorbed  in  effective 
amounts  when  administered  by  skin  inunc- 
tion, but  this  method  of  hormone  treatment 
is  unsatisfactory. 

Sublingual  Absorption  of  Testosterone  in 
Propylene  Glycol  Solution. — We  have  found 
that  testosterone  is  absorbed  in  therapeutically 
effective  amounts  if  administered  sublin- 
gually in  solution  in  propylene  glycol.  The 
solution  contains  25  mg.  of  testosterone  per 
cubic  centimeter  of  propylene  glycol.  In 
order  to  insure  absorption  of  the  hormone,  the 
precautions  advocated  with  regard  to  the  use 
of  estrogens  in  propylene  glycol12  must  be  ob- 
served. 

Implantation  of  Crystals  and  Pellets  of 
Testosterone  and  Testosterone  Propionate.— 
We  have  found  this  method  of  administering 
androgens  of  little  value  for  clinical  purposes. 
While  a few  patients  with  dysmenorrhea  and 
menorrhagia  experienced  good  therapeutic 
results  for  several  months,  the  majority  de- 
veloped arrhenomimetic  symptoms  within  a 
few  weeks,  necessitating  excision  of  the  pellets. 
With  the  availability  of  enteral  and  sublingual 
methods  of  administering  androgens,  it  seems 
quite  unnecessary  to  resort  to  implantation. 

Theoretic  Implications  of  Androgen  Ther- 
apy . — The  therapeutic  efficacy  of  androgens 
in  a variety  of  gynecologic  endocrinopathies 
raises  the  question  as  to  whether  the  andro- 
gens have  a purely  pharmacologic  action  or 
act  as  a form  of  substitution  therapy.  If  we 
assume  the  latter,  then  we  are  committed  to 
the  theory  that  androgens  play  a physiologic 
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role  in  the  normal  sex  hormone  economy  of  the 
female. 

There  is  considerable  evidence  in  support 
of  this  concept.  Thus,  it  has  been  shown  by 
a number  of  investigators  that  normal  adult 
women  excrete  significant  amounts  of  andro- 
gens (26  international  units  per  day  as  com- 
pared to  an  average  of  40  international  units 
per  day  by  men).73-76  On  the  basis  of  these 
and  related  observations,  the  theory  of  an- 
drogen-gynecogen  balance  has  been  formulated. 
“In  the  normal,  sexually  mature  women, 
gynecogens  and  androgens  are  conceived  as 
being  in  a state  of  dynamic  balance,  giving 
rise  to  the  normal  female  secondary  sex  char- 
acteristics and  normal  menstruation.  The 
equilibrium,  however,  may  be  upset  in  one 
direction  or  the  other.  If  the  gynecogens  be- 
come dominant,  either  as  a result  of  a qualita- 
tive or  quantitative  deficiency  in  androgens 
or  because  of  an  excessive  production  of  gyne- 
cogens, the  resulting  imbalance  would  be 
manifested  clinically  by  menorrhagia,  metror- 
rhagia, premenstrual  tension,  mastopathies, 
and  dysmenorrhea,  separately  or  in  various 
combinations. 

“If,,  on  the  other  hand,  the  androgen  in- 
fluence were  to  predominate,  the  clinical  pic- 
ture would  consist  of  oligomenorrhea  or 
amenorrhea  and  arrhenomimetic  phenomena. 
It  is  obvious  that  in  such  a dynamic  system 
similar  biologic  and  clinical  effects  may  re- 
sult from  an  excess  of  the  one  as  from  a de- 
ficiency of  the  opposing  factor.  It  is  tempting 
to  accept  this  theory  of  a dynamic  gynecogen- 
androgen  balance  since  it  appears,  at  present, 
to  offer  a solution  to  the  riddle  of  functional 
gynecologic  disorders.”49 

Pregneninolone. — This  compound  possesses 
a unique  variety  of  biologic  properties.  In 
animals,  it  has  progestomimetic,  some  estromi- 
metic,  and  slight  andromimetic  action.  It 
is,  furthermore,  active  when  administered 
orally.62 

In  a series  of  20  cyclical  women,  treated 
orally  with  doses  varying  from  30  to  60  mg. 
per  day  over  periods  of  one  to  two  months, 
none  of  the  suppressive  (antigynecogenic  ef- 
fects, which  can  be  so  strikingly  produced  by 
testosterone  propionate  and  methyl  testoster- 
one, were  observed.  Menstruation  was  never 
suppressed  and  no  estrogen  deficiency  phe- 
nomena appeared.  Furthermore,  in  no  in- 
stance did  arrhenomimetic  phenomena  de- 
velop.63 

When  administered  orally  to  postmeno- 
pausal women  after  adequate  priming  with 
estrogens,  progestational  changes  were  pro- 


duced with  doses  of  300  to  600  mg.,  adminis- 
tered over  periods  of  one  to  two  weeks.64 

In  pregneninolone,  we  have  available  an 
orally  active  substance  that  has  a progester- 
one-like action.  We  have  found  it  helpful 
in  some  types  of  dysmenorrhea  and  in  pre- 
menstrual tension.  It  has  proved  ineffective, 
in  our  hands,  in  functional  menometrorrhagia. 

The  use  of  pregneninolone  has  been  ad- 
vocated in  the  treatment  of  threatened  and 
habitual  abortion.65  However,  recent  studies 
by  Hamblen66  shed  considerable  doubt  on  the 
value  of  progesterone  therapy  in  these  condi- 
tions. 

Recent  Advances  in 
Gonadotropin  Therapy 

Gonadotropins. — Ever  since  gonadotropic 
extracts  have  become  available  for  therapeu- 
tic use,  gynecologists  have  been  interested  in 
attempting  to  demonstrate  gonadotropic  ef- 
fects in  humans.  Many  reports  have  ap- 
peared purporting  to  prove  such  effects. 
Unfortunately,  the  majority  of  these  reports 
were  solely  of  a clinical  nature  and  presented 
no  conclusive  morphologic  evidence  of  gonado- 
tropic effect  on  the  ovaries.  In  1933,  Geist67 
described  atretic  follicles  with  hemorrhage  in 
women  treated  with  chorionic  gonadotropin. 
In  a carefully  controlled  study  of  the  effects 
of  gonadotropins  on  human  ovaries,  Ross68 
and  Hamblen69  failed  to  find  evidence  of  in- 
duced ovulation  and  reported  the  finding  of 
regressive  changes  in  these  ovaries.  Re- 
cently, Brown,  et  al .,77  have  described  atrophy 
of  the  endometrium,  in  women  with  normal 
menstrual  cycles,  following  prolonged  treat- 
ment with  chorionic  gonadotropin.  In  the 
past  twTo  years  several  enthusiastic  reports 
have  appeared  describing  the  production  of 
ovulation  by  means  of  the  gonadotropin  of 
pregnant  mares’  serum.70-71  We  have  used  three 
different  brands  of  the  same  hormone  (An- 
teron  — Schering;  Gonadogen  — Upjohn; 
Gonadin — Cutter)  in  a variety  of  doses,  in- 
travenously as  well  as  intramuscularly,  but 
we  could  not  demonstrate  to  our  satisfaction 
conclusive  evidence  of  induced  ovulation. 
Recently,  Mazer  and  Ravetz72  have  reported 
striking  gonadotropic  effects  in  the  ovaries  of 
women  treated  with  a combination  of  hy- 
pophyseal “synergist”  and  chorionic  gonado- 
tropin (Synapoidin — Parke,  Davis).  We 

have  noted  similar  histologic  reactions  in 
women  following  the  administration  of  com- 
binations of  hypophyseal  “synergist”*  and 

* Gonadotropic  Factor  (Collip) — Ayerst,  McKenna 
and  Harrison;  Follicle-Stimulating  Hormone  (Schwenk) 
— Schering  Corporation. 
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chorionic  gonadotropin  (Pranturon — Scher- 
ing).  The  reactions  elicited,  however,  do 
not  appear  to  be  physiologic  in  character  and, 
in  many  instances,  appear  to  border  on  the 
pathologic.  In  our  opinion,  such  stimulation 
of  the  parenchyma  of  the  ovary  and  the  follicu- 
lar elements  is  abnormal  and  does  not  ap- 
pear to  serve  any  useful  purpose.  Until  un- 
equivocal morphologic  evidence  of  an  orderly 
gonadotropic  action  on  the  human  ovary  simulat- 
ing the  normal  physiologic  effect  is  demon- 
strated, clinical  reports  of  therapeutic  triumphs 
achieved  with  gonadotropins  should  he  regarded 
skeptically.  At  present,  the  gonadotropins 
available  for  clinical  use  appear  to  have  little, 
if  any,  therapeutic  value  in  gynecology. 

Summary  and  Conclusions 

1.  A brief  summary  of  recent  advances  in 
gynecologic  hormone  therapy  is  presented. 
In  the  field  of  estrogen  therapy,  the  therapeu- 
tic effectiveness  of  the  following  estrogenic 
compounds  is  described:  estradiol  benzoate, 
estradiol  dipropionate,  stilbestrol  and  ethinyl 
estradiol. 

2.  A preliminary  report  on  the  sublingual 
administration  of  estradiol  in  solution  in 
propylene  glycol  is  made. 

3.  The  value  of  estrogen  implantation  is 
described. 

4.  Prophylactic  implantation  of  estrogens 
when  removal  of  both  ovaries  is  necessary 
is  recommended. 

5.  The  biologic  and  therapeutic  properties 
of  androgens  are  described  and  the  value  of 
androgen  therapy  in  the  treatment  of  func- 
tional menorrhagia,  dysmenorrhea,  premen- 
strual tension  and  premenstrual  mastopathies, 
and  the  menopause  is  appraised. 

6.  The  therapeutic  properties  of  an  orally 
effective  androgen,  methyl  testosterone,  is 
described. 

7.  The  signs  and  symptoms  of  androgen 
overdosage  are  detailed  and  methods  for  pre- 
venting the  arrhenomimetic  phenomena  are 
described. 

8.  The  biologic  and  therapeutic  properties 
of  pregneninolone,  an  orally  active  proges- 
tomimetic  compound,  are  described. 

9.  The  therapeutic  value  of  the  gonado- 
tropic hormones  is  briefly  reviewed. 
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NINE  OUT  OF  EVERY  TEN  YOUTHS  IN  NYA  POSSESS  HEALTH  DEFECTS 


“While  about  80  per  cent  of  the  young  people 
employed  by  the  National  Youth  Administration 
are  fit  for  any  type  of  work,  nine  out  of  every 
ten  have  health  defects,  most  of  which  can  be 
remedied  provided  suitable  treatment  is  made 
available,  according  to  preliminary  statistics 
compiled  under  the  health  program  of  the  Na- 
tional Youth  Administration,”  a report  in  the 
Medical  Preparedness  Section  of  the  Journal  of 
the  American  Medical  Association  for  May  31 
states. 

“These  figures  are  based  on  the  results  of 
medical  examinations  of  10,000  NYA  workers 
made  by  local  practicing  doctors  and  dentists 
who  have  been  employed  by  the  National 
Youth  Administration  to  do  this  work.  The 
records  tabulated  to  date  reflect  the  health 
needs  of  youth  as  seen  by  physicians  from 
twenty-one  states  representing  all  geographic 
regions  of  the  United  States. 

“With  the  cooperation  of  the  medical  profes- 
sion as  well  as  of  federal  and  state  health  au- 
thorities, the  National  Youth  Administration’s 
health  program  now  operates  in  all  states.  The 
basis  of  this  health  program,  which  is  an  im- 
portant part  of  the  defense  work  of  this  agency, 
is  a medical  examination  which  facilitates  as- 
signment of  youth  to  suitable  work  activities 
and  at  the  same  time  discloses  to  young  people 
their  need  for  remedial  treatment. 

“While  the  primary  aim  of  the  NYA  is  to  pro- 
vide young  people  with  basic  work  experience  to 
fit  them  for  jobs  in  private  industry,  it  has  a 
logical  concern  with  building  up  the  health  and 
physical  fitness  of  its  employees,  both  from  the 
standpoint  of  the  national  welfare  and  as  the 
largest  employer  of  youth  labor  in  the  country. 

“Dental  care  was  recommended  for  56  per 
cent  of  those  examined.  This  is  made  up  of 
recommendations  made  by  both  physicians  and 
dentists.  If  dentists  had  been  used  to  make  the 
dental  examination  for  each  youth,  the  figure 
would  have  been  considerably  higher,  since 
among  youths  examined  by  dentists  72  per  cent 
were  reported  as  having  carious  teeth,  while 
physicians  reported  only  47  per  cent. 


“It  is  of  interest  that,  in  10  per  cent  of  the 
youth,  each  had  from  ten  to  thirty  decayed 
teeth. 

“Tonsillectomy  [surgical  removal  of  the  ton- 
sils] was  recommended  for  15  per  cent. 

“Refraction  [of  the  eyes]  was  recommended 
for  15  per  cent. 

“Special  diets  were  recommended  for  10  per 
cent. 

“Minor  surgery  ....  was  recommended  for  2 
per  cent. 

“Venereal  disease  treatment  was  recommended 
for  2 per  cent.  If  a youth  is  already  under 
treatment  for  a venereal  disease,  many  physi- 
cians do  not  recommend  treatment  in  this  type 
of  examination,  although  they  do  note  presence 
of  the  disease. 

“Major  surgery  ....  was  recommended  for 
2 per  cent. 

“Hookworm  treatment  was  recommended  for 

2 per  cent.  Considering  youth  from  the  south- 
ern states  only,  treatment  for  hookworm  disease 
and  hookworm  infection  was  recommended  for 
5 per  cent. 

“Slightly  over  5 per  cent  were  described  as 
being  malnourished,  while  obesity  was  present 
in  3 per  cent. 

“Organic  heart  disease  was  reported  in  almost 

3 per  cent  of  those  examined. 

“In  this  first  group  to  be  reported,  tuberculin 
testing  and  chest  roentgenograms  had  not  been 
completed;  however,  95  cases  of  pulmonary 
tuberculosis  were  reported,  of  which  26  were 
active. 

“The  eight  leading  health  defects  for  which 
corrections  have  been  recommended  can  largely 
be  taken  care  of  in  clinics  or  offices  of  physicians 
and  dentists.  Only  a small  group  need  hospitali- 
zation. Most  of  the  health  defects  noted  do  not 
affect,  at  this  early  age,  the  ability  of  approxi- 
mately 80  per  cent  of  these  youth  to  work,  but 
many  of  the  defects  will  influence  unfavorably 
the  selection  of  many  youths  by  private  industry 
and  will,  at  a slightly  later  stage  of  life,  decidedly 
affect  the  efficiency  of  the  individual  on  any 
job,  as  well  as  eligibility  for  military  service.  . . .” 


MULTIPLE  NECROTIZING  SKIN  LESIONS  IN  CHRONIC 
ULCERATIVE  COLITIS 

Joseph  Felsen,  M.D.,  New  York  City 


THE  following  report  is  of  interest  because 
of  the  unusual  character  of  the  complica- 
tions in  chronic  ulcerative  colitis.  There  oc- 
curred during  the  exacerbation  phase  of  a pre- 
viously existing  chronic  ulcerative  colitis  mul- 
tiple areas  of  skin  necrosis,  generally  discrete 
but  sometimes  confluent,  often  appearing  in 
successive  crops,  rapidly  progressive  and  dis- 
tinctly phagedenic  in  character.  The  distri- 
bution of  the  lesions  was  chiefly  over  the  chest, 
abdomen,  buttocks,  back,  and  extremities. 
Starting  as  a small,  painful,  reddened  papule, 
there  was  exhibited  within  approximately 
twenty-four  hours  a central  zone  of  necrosis 
and  pus  surrounded  by  a dark  red,  angry- 
looking  halo  that  gradually  tapered  off  into 
the  surrounding  normal-appearing  skin.  In 
all  instances  the  floor  of  the  ulcer  was  formed 
by  muscle  or  fascia,  the  general  picture  resem- 
bling that  seen  in  Bacillus  histolyticus  infec- 
tion where  massive  necrosis  and  dissolution  of 
tissue  occur  almost  overnight.  In  our  pa- 
tients, however,  the  necrosis  did  not  involve 
the  muscle.  The  lesions  described  were  usu- 
ally widely  separated  and  discrete  but  some- 
times continued  to  advance  rapidly  until  con- 
tiguous ulcers  (5  by  5 and  5 by  10  cm.  in  1 
case)  were  separated  by  a bridge  of  7 cm.  of 
intact  skin,  which,  however,  was  completely 
undermined  and  finally  broke  down  to  form  a 
single  large  confluent  ulcer.  Multiple  fresh 
lesions  appeared,  varying  in  size,  shape,  and 
stage  of  development,  as  long  as  there  was 
evidence  of  progressive  pathology.  With 
healing,  soft  pink  granulation  tissue  covered 
the  floor  of  the  ulcers  and  delicate  bluish 
epithelium  grew  from  the  margins  of  intact 
skin.  Occasionally,  temporary  regression 
took  place,  portions  of  the  young  epithelium 
becoming  necrotic.  In  general,  advancing 
skin  lesions  were  concomitant  with  the  height 
of  intestinal  pathology  and  healing  was  syn- 
chronous with  subsidence  of  intestinal  symp- 
toms and  signs.  The  end  result  was  a slightly 
depressed,  dimpled,  round  or  oval  scar  at  the 
site  of  each  ulcer,  often  with  a marginal  area 
of  brownish  pigmentation. 

In  no  case  were  the  necrotizing  skin  lesions 
ever  present  during  the  remission  phase  or  in 
previous  exacerbations  of  the  chronic  ulcera- 
tive colitis. 

Besides  the  rapidly  necrotizing  character 


of  the  skin  lesions,  two  striking  features  were 
the  depth  and  extension  of  subcutaneous  in- 
volvement. Indeed,  in  some  areas  healthy- 
appearing  skin  adjacent  to  an  ulcer  was  seen 
to  be  totally  undermined  with  subsequent 
death  en  masse.  This  was  particularly  mani- 
fest in  Case  3 in  whom  a deep  cellulitis  of  the 
cervical  tissues  occurred  with  final  breaking 
down  of  the  overlying  skin  and  subcutis, 
producing  an  immense  ulcer  covering  the  right 
side  of  the  neck  and  upper  anterior  aspect  of 
the  chest. 

We  have  seen  the  sternocleidomastoid, 
biceps,  trapezius  and  gluteus  maximus  laid 
bare  in  part  by  these  rapidly  progressive, 
histolytic,  or  phagedenic  ulcers.  While  most 
of  them  occurred  in  hairy  regions,  in  Case  1 
they  also  involved  the  cornea  and  conjunc- 
tiva . The  time  of  healing  varied  f rom  approxi- 
mately one  week  in  the  case  of  small  discrete 
ulcers  to  several  months  for  the  largest  ones. 
Cultural  studies  revealed  Bacillus  coli, 
Staphylococcus  aureus,  and  a nonhemolytic 
streptococcus  in  Cases  1,  2,  and  3,  respec- 
tively. No  anaerobic  organisms  were  recov- 
ered. 

Case  Report 

Case  1. — E.  W.,  a single  woman,  aged  22,  re- 
ferred by  Dr.  Samuel  C.  Levine,  was  admitted 
to  the  Bronx  Hospital  on  April  11,  1939.  Ap- 
proximately four  months  previous  she  had  begun 
to  complain  of  frequent  abdominal  cramps  and 
bowel  movements.  These  increased  in  severity 
with  minor  remissions  until  frank  blood  and  pus 
were  noted  in  the  stools.  There  was  marked 
anorexia  and  loss  of  weight.  At  the  time  of  her 
admission  she  exhibited  the  characteristic  symp- 
toms and  signs  of  a severe  chronic  ulcerative 
colitis  in  the  exacerbation  phase,  with  frequent 
watery,  purulent,  and  bloody  diarrheal  dis- 
charges. The  major  pathology  in  the  bowel  ex- 
tended from  the  cecum  to  the  sigmoid,  with 
somewhat  lesser  involvement  beyond  this  point. 
The  blood  revealed  an  agglutination  titer  of 
1 : 320  against  Flexner  Y,  and  dysentery  bacterio- 
phage was  found  in  the  feces.  Toxic  systemic 
manifestations  with  articular  or  periarticular 
involvement,  chiefly  of  the  upper  extremities, 
were  prominent  clinical  features.  A number  of 
discrete,  deep  necrotic  ulcers  were  present  over 
the  buttocks,  trunk,  and  lower  extremities. 
Successive  crops  appeared  until  sixteen  were 
present,  varying  somewhat  in  appearance  de- 
pending upon  their  stage  of  development.  In 
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general,  each  was  surrounded  by  a dark  red  hem- 
orrhagic halo  and  was  exceedingly  painful  to  the 
touch.  The  skin,  arthritic  and  general  toxic 
manifestations  appeared  to  reach  their  peak  when 
the  intestinal  infection  was  at  its  height.  The 
temperature  was  104.5  F.  with  gradual  decline 
to  101  F.  Six  blood  counts  revealed  leukocytes 
totaling  17,400  to  22,500  per  cubic  millimeter, 
with  segmented  forms  varying  from  56  to  80 
per  cent  and  nonsegmented  forms  from  1 to  22 
per  cent.  With  recedence  of  the  colitis  the  other 
symptoms  and  signs  gradually  disappeared  and 
the  temperature  fell  to  normal.  She  was  dis- 
charged on  May  2,  1939.  On  December  10, 
1939,  she  was  admitted  to  Mt.  Sinai  Hospital* 
because  of  recurring  symptoms.  The  clinical 
course  was  similar  to  that  just  described.  The 
skin  lesions  were  distributed  over  the  left  leg 
and  left  side  of  the  trunk.  In  addition,  there 
was  an  ulcer  of  the  left  cornea,  above  the  limbus, 
which  progressed  rapidly  with  formation  of  a 
deep  slough  extending  toward  the  center  of  the 
cornea.  Similar  ulcers  developed  in  the  right 
upper  palpebral  conjunctiva.  Both  the  corneal 
and  conjunctival  ulcers  were  poorly  vascular- 
ized, the  tissue  appearing  to  have  “just  melted 
away.”  The  temperature  varied  from  99  to 
103  F.  and  there  were  four  to  eight  fluid  bowel 
movements  daily.  The  blood  count  was  as  fol- 
lows: hemoglobin,  75  per  cent;  leukocytes, 

16,000  per  cubic  millimeter;  polymorphonuclear 
neutrophils:  segmented  forms  16  per  cent,  non- 
segmented forms  44  per  cent;  lymphocytes,  24 
percent;  mononuclear  cells,  10  per  cent;  eosino- 
phils, 3 per  cent;  plasma  cells,  3 per  cent.  There 
was  marked  toxic  granulation  of  the  polymor- 
phonuclear cells.  Healing  of  the  necrotizing 
skin  lesions  was  again  synchronous  with  subsi- 
dence of  intestinal  symptoms  and  signs.  Cul- 
tures of  the  pus  in  the  ulcerated  areas  revealed 
B.  coli.  Anaerobic  cultures  were  negative. 

Case  2. — I.  D.,  a married  man,  aged  35,  was 
referred  by  Drs.  Frank  M.  Frankfeldt  and  David 
Zahn.  In  July,  1937,  the  patient,  his  wife  and 
child  were  involved  in  a hotel  outbreak  at  Rock- 
away  Park,  Long  Island,  characterized  by  ab- 
dominal cramps  and  diarrhea.  Almost  all  of  the 
residents  were  affected.  While  no  accurate  data 
are  available  regarding  the  nature  of  this  out- 
break, it  occurred  in  an  endemic  area  of  bacillary 
dysentery,  and  the  incubation  period  and  clinical 
picture  were  highly  suggestive  of  the  disease. 
Three  months  later  there  was  a recurrence  of 
symptoms  in  the  patient  and  his  wife,  bloody 
movements  occurring  in  both,  the  latter  being 
affected  for  two  weeks.  Since  then  the  patient 
has  suffered  from  repeated  attacks,  increasing 
in  severity  and  duration.  On  May  14,  1938,  the 
time  of  his  first  consultation,  sigmoidoscopy  re- 
vealed the  typical  picture  of  chronic  ulcerative 
colitis.  This  period  corresponded  to  that  noted 
in  the  follow-up  studies  of  the  Jersey  City  epi- 

*  I am  indebted  to  Dr.  George  Baehr  for  the  follow-up 
data  in  this  case. 


demic  of  Flexner  dysentery,  10.7  per  cent  of  the 
patients  developing  chronic  ulcerative  colitis 
or  distal  ileitis  by  the  end  of  9 to  12  months.1 
Of  further  interest  in  this  connection  is  the  recent 
recurrence  (December,  1940)  of  bloody  move- 
ments in  the  wife  and  diarrhea  in  the  child. 
Under  appropriate  treatment  there  was  an  ap- 
parently complete  recession  of  the  ulcerative 
colitis  in  the  husband  without  any  evident  signs 
of  pseudopolyposis,  intramural  fibrosis,  or  lumi- 
nal stenosis.  In  the  spring  of  1940  the  patient 
had  a serious  infection  of  both  middle  ears  even- 
tually necessitating  bilateral  mastoid  operations. 
He  ran  a stormy  clinical  course  with  a poor  gen- 
eral physical  state  as  an  aftermath.  During  this 
time,  signs  of  recurring  intestinal  manifestations 
were  noted  which  appeared  to  yield  temporarily 
to  neoprontosil,  which  was  being  used  for  treat- 
ment of  the  ear  infections.  Within  a few  weeks, 
however,  the  ulcerative  colitis  reappeared  in  a 
much  more  aggravated  form  than  ever  before. 
It  was  at  this  time  that  the  multiple,  focal,  or 
discrete  ulcers  appeared,  chiefly  on  the  face, 
chest,  lower  extremities,  and  neck.  New  lesions 
were  noted  almost  daily  during  the  height  of 
their  evolution.  Necrosis  was  rapid  and  deep 
and  on  the  anterior  aspect  of  the  chest  a large 
geographic  denudation  of  the  skin  was  produced, 
measuring  approximately  15  by  10  cm.  in  size. 
This  was  produced  by  the  confluence  of  two 
rather  widely  separated,  but  rapidly  spreading, 
ulcers,  which  gave  the  impression  that  the  skin 
was  melting  away.  The  intervening  normal  ap- 
pearing skin  was  completely  undermined  for  a 
distance  of  approximately  7 cm.  before  breaking 
down.  The  pectoral  muscle  fibers  could  be  dis- 
cerned. With  subsidence  of  the  intestinal  symp- 
toms and  signs  the  ulcers  healed  rapidly,  leaving 
slightly  depressed  dimpled  scars.  On  December 
13,  1940,  the  ulcer  on  the  chest  and  another  on 
the  right  thigh  were  still  present  but  were  almost 
completely  epithelialized.  It  is  of  interest  that 
at  the  height  of  the  recurring  colitis,  when  mas- 
sive intestinal  hemorrhages  occurred,  small 
focal  areas  of  necrosis  were  noted  in  the  advanc- 
ing edge  of  marginal  epithelium.  A culture  of 
the  pus  bathing  the  ulcerated  areas  disclosed  a 
Staph,  aureus.  The  blood  culture  was  negative. 

Case  3. — N.  S.,  a single  man,  aged  20,  was  re- 
ferred by  Dr.  Alfred  M.  Wise.  In  March,  1934, 
the  patient  noted  bloody  stools  for  the  first  time, 
accompanied  by  indefinite  generalized  abdomi- 
nal discomfort.  Recurring  attacks  increased  in 
severity  and  duration  until  July  6, 1934,  when  the 
patient  was  seized  with  severe  right  lower  quad- 
rant pain  accompanied  by  bloody,  diarrheal 
movements.  On  July  8 the  temperature  rose  to 
105  F.,  and  a laparotomy  was  performed  by  Dr. 
J.  Landy  with  a presumptive  diagnosis  of  acute 
appendicitis.  The  findings  were  a severe  ulcera- 
tion of  the  entire  colon  with  a rather  doubtful 
involvement  of  the  appendix.  The  patient  was 
subsequently  treated  at  two  other  hospitals  for 
chronic  ulcerative  colitis  with  no  appreciable 
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effects.  On  September  8,  1940,  following  an  at- 
tack of  sore  throat,  there  developed  a severe  cel- 
lulitis with  lymphadenitis  on  the  right  side  of 
the  neck.  With  it  there  was  an  increase  in  in- 
testinal manifestations.  The  cervical  infection 
advanced  rapidly  with  marked  dissolution  and 
necrosis  en  masse  of  the  overlying  skin  until  a 
single,  large,  ulcerated  area  covered  the  entire 
right  side  of  the  neck  and  upper  third  of  the  an- 
terior aspect  of  the  chest.  The  floor  was  formed 
by  the  muscles  and  fascia  of  the  neck  and  chest. 
Healing  of  this  ulcer  proceeded  steadily  with 
beginning  recession  of  intestinal  symptoms.  At 
the  time  of  consultation  on  December  20,  1940, 
several  discrete  healed  ulcers  were  present  in 
addition  to  the  large  area,  described  above, 
which  was  still  denuded  to  a size  of  approxi- 
mately 15  by  20  cm.  A nonhemolytic  streptococ- 
cus was  recovered  from  the  area  of  cervical  cel- 
lulitis. throat,  and  feces.  Anaerobic  wound  cul- 
tures proved  negative.  Blood  cultures  were  also 
negative. 

Therapy  and  Comment 

The  therapeutic  procedures  that  appeared 
to  be  most  helpful  may  be  summarized  as  fol- 
lows, starting  with  those  of  greatest  effective- 
ness: 

1.  Repeated  whole  blood  transfusions, 
more  particularly  from  a donor  immunized 
with  dysentery-colitis  vaccine.2  More  re- 
cently, I have  had  comparable  results  in  severe 
toxic  cases  of  chronic  ulcerative  colitis  by  the 
repeated  use  of  polyvalent  desiccated  (lyo- 
phil)  plasma  (Sharpe  and  Dohme).  Its  use 
was  predicated  upon  the  assumption  that  some 
degree  of  passive  immunization  was  afforded 
by  the  intravenous  or  intramuscular  injec- 
tion of  pooled  homologous  plasma  fractions  of 
the  blood  from  25  to  50  donors.  Other  ad- 
vantages were:  availability  without  the  ne- 
cessity of  blood  grouping,  compatibility  or 
Kahn  tests;  the  reported  adequate  preserva- 
tion of  antibodies  and  complement  by  the 
lyophil  process;  and  control  of  plasma  con- 
centration. The  last  consideration  is  of  some 
value  in  hypoproteinemia  and  nutritional 
edema,  conditions  sometimes  encountered  in 
chronic  ulcerative  colitis.  Where  profuse 
intestinal  hemorrhage  and  anemia  are  present, 
whole  blood  supplemented  by  plasma  trans- 
fusions may  prove  more  effective  than  either 
used  alone. 

2.  High- vitamin  diet  supplemented  by 
oral  and  parenteral  administration  of  large 
amounts  of  synthetic  vitamins,  particularly 
B complex,  C,  and  A. 

3.  Intestinal  oxygenation.3 

4.  The  local  use  of  sulfathiazole  powder 
dusted  upon  the  ulcerated  area.  A 2-per  cent 


alcoholic  solution  of  gentian  violet  applied 
locally  occasionally  aborted  an  early  lesion. 

5.  Sulfonamide  (sulfathiazole,  neopronto- 
sil,  sulfanilamide)  medication.  These  should 
be  used  with  great  caution  since,  in  addition 
to  the  known  toxic  manifestations,  I have 
occasionally  noted  hemorrhagic  necrosis  of 
the  intestinal  mucosa  following  their  adminis- 
tration. 

6.  Local  dressings  of  boric  acid  ointment 
are  applied  thickly  to  protect  the  granulating 
areas  and  borders  of  epithelization.  Fre- 
quent exposure  of  large  ulcers  to  the  air  or 
sunlamp  also  appears  to  favor  healing. 

The  pathogenesis  of  the  peculiar  necrotizing 
skin  lesions  can  only  be  surmised  from  a care- 
ful study  of  the  clinical  aspects  of  the  cases 
described.  It  appears  quite  evident  that  a 
single  bacterial  agent  is  not  involved,  since 
cultures  revealed  different  organisms  in  each 
instance.  The  general  clinical  features  indi- 
cate a close  relationship  between  the  skin 
lesions  and  exacerbation  phase  of  the  intes- 
tinal infection,  since  the  former  were  never 
seen  in  the  remission  phase  when  the  patient’s 
general  health  was  at  a relatively  high  level. 
We  have  previously  pointed  out  that  the  ex- 
acerbation and  remission  phases  of  chronic 
ulcerative  colitis  often  corresponded  to  low 
and  high  degrees  of  immunity.4  While  this 
statement  was  predicated  to  some  extent 
upon  serologic  studies,  the  limitations  of  such 
studies  are  well  recognized.  However,  many 
clinical  observations  lend  support  to  this 
view,  since  recurring  attacks  of  ulcerative 
colitis  are  often  precipitated  by  unrelated 
extraenteric  infections  such  as  those  involving 
the  upper  part  of  the  respiratory  tract.  Once 
the  exacerbation  phase  develops  there  occurs 
a rapid  undermining  of  the  nutritive  economy 
due  to  a vicious  combination  of  anorexia, 
frequent  bowel  movements,  and  toxemia.  The 
result  is  a state  of  nutritional  imbalance  in- 
volving excessive  loss  of  body  fluids,  salts, 
vitamins,  fats,  and  other  elements  at  a time 
when  they  are  most  needed  to  enable  the  body 
to  combat  the  intestinal  infection.  Their 
adequate  replacement  is  essential  for  the  maxi- 
mum immunologic  response  involved  in  re- 
covery. One  of  the  most  important  compo- 
nents appears  to  be  the  vitamins.  The  de- 
ficiency is  of  the  multiple  vitamin  type  (A,  C, 
and  B complex).  With  adequate  replace- 
ment, prompt  resolution  of  the  skin  lesions 
occurred  in  our  cases,  but  not  until  the  intes- 
tinal infection  also  began  to  recede.  There- 
fore, we  feel  that  while  the  skin  ulcers  appear 
to  be  due  largely  to  a vitamin  deficiency  with 
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poor  tissue  resistance  both  are  essentially 
secondary  manifestations  of  the  ulcerative 
colitis.  The  necrotizing  lesions  have  been 
seen  thus  far  only  in  the  severe  forms  of 
chronic  ulcerative  colitis.  Their  rarity  is  at- 
tested by  an  incidence  rate  of  less  than  0.3 
per  cent  in  my  series. 

Summary 

Necrotizing  phagedenic  skin  lesions  occur 


as  a complication  of  severe  forms  of  chronic 
ulcerative  colitis.  They  appear  to  be  as- 
sociated with  loss  and  inadequate  replacement 
of  the  essential  nutritive  elements  of  the  body, 
particularly  vitamins. 
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PUT  THE  DOCTOR  ON  A PAR  WITH  OTHER  CREDITORS 


The  average  run  of  citizens  who  take  automo- 
biles to  a garage  for  overhauling  or  repairs  do  not 
expect  to  recover  their  property  until  they  have 
paid  the  mechanic’s  bill.  How  different  is  their 
attitude  toward  the  doctor’s  indebtedness! 

The  doctor  is  mechanician,  engineer,  and  all- 
around  repairman  for  the  ailing  human  frame, 
yet  he  rarely  gets  paid  when  his  work  is  done. 

According  to  an  editorial  some  time  ago  in 
America,  the  Metropolitan  Life  Insurance  Com- 
pany made  an  interesting  survey  among  its 
millions  of  policyholders.  The  survey  reports 
that  the  average  annual  payment  of  the  average 
family  to  its  physician  was  $140.  Only  the 
doctor  himself  knows  when  and  after  what  delays 
this  sum  was  finally  paid  to  him. 

The  commentator  says  wisely: 

“Now  the  cost  of  repairing  the  human  ma- 
chine engenders  one  of  the  most  interesting 
problems  of  the  day.  It  is  a most  important 
factor  in  the  family  budget.  From  very  many 
parts  of  the  country  the  report  has  come  that, 
after  the  bill  for  medical  services  has  been 
rendered,  the  family  physician,  who  floated  into 
the  house  with  healing  upon  his  angelic  wings, 
assumes  the  menacing  part  of  a Shylock. 

“That  medical,  hospital,  and  surgical  fees  do 
impose  a terrific  burden  upon  some  families  is 
beyond  all  question.  To  many  a man  working 
for  a salary,  the  physician’s  order  to  go  to  a hos- 
pital for  an  operation  is  worse  than  a decree  in 
bankruptcy.  It  means,  in  many  instances,  the 
loss  of  his  job,  and  a period  in  which  bills  pile  up 
so  high  that  he  must  work  for  the  rest  of  his  life 
to  pay  them. 


“This  fact  is  recognized  by  the  profession. 
For  several  years  medical,  surgical,  and  hos- 
pital committees  have  been  surveying  the  field, 
and  as  they  are  animated  by  an  honest  purpose, 
we  can  rely  upon  an  accurate  and  intelligent 
diagnosis  of  a very  serious  social  problem.  But 
it  has  already  become  apparent  that  the  reason 
for  many  a heavy  hospital  bill  is  the  fact  that  the 
patient  and  his  family  have  demanded  unneces- 
ary,  and  even  luxurious,  accommodations  and 
special  service.  Even  when  they  are  sick,  some 
people  never  lose  their  ambition  to  keep  up  with 
the  family  of  Jones. 

“One  aspect  of  this  problem  should  not  be 
lost  sight  of.  If  some  physicians  demand,  and 
collect  exorbitant  fees,  others  never  receive  the 
modest  fees  which  they  ask.  Every  profession 
has  its  list  of  nonpaying  clients,  but  the  physi- 
cians probably  have  the  longest  catalogue.  Men 
who  have  been  snatched  from  what  Mr.  Toots 
would  designate  the  Cold  and  Silent  Tomb  are 
so  jubilant  that  they  are  quite  unable  to  think 
of  anything  so  prosaic  as  a bill  for  professional 
services  rendered.  Besides,  now  that  the  crisis 
is  safely  passed,  they  are  too  busy  arranging  a 
trip  to  Europe. 

“Most  families  have  a tale  of  the  Exorbitant 
Physician.  There  is  such  a creature.  But 
there  is  also  the  physician  who  comes  home 
tired  out  after  a long  day,  to  wonder  where  he 
can  scrape  enough  money  together  to  meet  his 
office  rent.  In  his  behalf,  we  would  urge  the 
obligation,  sanctioned  by  all  law,  human  and 
Divine,  to  pay  one’s  debts  as  promptly  as  pos- 
sible.” — Illinois  Medical  Journal. 


The  Nueces  Valley  District  [Texas]  Dental 
Society,  composed  of  thirty-three  members,  has 
an  organization  which  is  called  the  “Chicago 
Club,”  in  which  each  member  pays  one  dollar 
per  month  and  at  the  end  of  the  year  numbers  are 
drawn  allowing  two  winners.  These  two  winners 
divide  the  money  to  pay  their  expenses  to  the  Chi- 
cago Dental  Midwinter  Meeting  for  that  year. 
They  are  obliged  to  bring  detailed  reports  of  the 
meeting  to  the  Society. 


Great  longevity  without  health  is  much  more 
than  an  individual  tragedy.  Contrariwise,  in- 
creased longevity  can  be  made  an  incalculably 
valuable  asset  to  the  commonwealth  if  the  poten- 
tialities of  the  elderly  are  wisely  guided.  A 
period  of  intellectual  conquest  may  be  dawning. 
Man  at  last  will  live  long  enough  to  have  time  to 
think. — Dr.  Edward  J.  Stieglitz,  consultant  in 
gerontology,  National  Institute  of  Health , Bethesda , 
Maryland 


SODIUM  PHOSPHATE  IN  THE  TREATMENT  OF  DIABETES 

A Clinical  Study 

Barnet  Joseph,  M.D.,  New  York  City 


SODIUM  phosphate  is  a preserver  of  muscu- 
lar energy.  This  was  first  demonstrated 
by  Embden,  and  the  salt  was  administered  on 
its  largest  scale  to  the  fighting  personnel  of 
the  German  Army  during  the  War  of  1914- 
1918. 

Since  then  considerable  evidence  has  ac- 
cumulated to  prove  that  sodium  phosphate  in 
sublaxative  doses  can  retard  muscular  fatigue 
and  exert  a benign  influence  on  the  metabo- 
lism of  the  body. 

I began  its  use  as  a therapeutic  agent  against 
the  complaint  of  “weakness”  in  1920.  Among 
those  who  were  placed  under  this  treatment 
were  several  diabetic  patients  in  whom  weak- 
ness was  a persistent  complaint.  It  was  soon 
observed  that  under  this  therapy  the  glyco- 
suria of  the  latter  became  reduced,  that  then 
general  well-being  was  distinctly  elevated,  and 
that  they  could  tolerate  an  increased  carbo- 
hydrate intake  without  materially  increasing 
the  amount  of  urinary  or  blood  sugar. 

In  the  first  few  years  of  insulin  I did  not 
discontinue  the  use  of  sodium  phosphate  for 
most  of  my  diabetic  patients  wTho  either  re- 
fused or  were  in  no  position  to  undergo  the 
hormonal  treatment.  In  1925  one  of  our  pa- 
tients who  had  been  using  insulin  (about  20 
units  daily)  for  four  weeks  went  into  insulin 
shock,  followed  by  mild  delirium,  one  hour 
after  what  would  today  be  estimated  at  about 
a 20-unit  dose.  She  was  a woman  aged  54, 
with  diabetes  of  four  years’  standing,  who  was 
careful  of  her  diet  even  while  taking  sodium 
phosphate.  Following  the  shock-effect,  she 
refused  to  take  any  more  insulin  and  was  not 
seen  for  several  months.  She  continued  to  feel 
well  on  the  now  more  liberal  diet  but  was  tak- 
ing more  sodium  phosphate. 

That  it  was  the  sodium  phosphate  that  in- 
tensified the  action  of  insulin  in  the  first  case 
was  demonstrated  a year  later  when  another 
of  my  diabetic  patients  (a  woman,  aged  50, 
with  diabetes  for  three  to  four  years)  had  a 
similar  accident,  under  almost  exactly  the 
same  conditions  as  obtained  in  the  one  previ- 
ously mentioned.  Thereafter,  proof  of  the 
synergistic  action  of  sodium  phosphate  to 
insulin  was  made  manifest  in  increasing  num- 
bers, the  case  herewith  recorded  being  a com- 
mon occurrence. 


Case  Report 

S.  R.,  a moderately  diabetic  woman,  aged  48, 
(first  blood  sugar  260,  now  140-190;  first  urine 
4x/2  per  cent;  lately  0.5  to  1.3  per  cent)  shows  a 
comparatively  sugar-free  urine  when  she  uses  10 
units  of  insulin  before  dinner,  three  times  a week, 
and  2 Gm.  of  sodium  phosphate  a day.  Therapy 
in  this  case  was  begun  with  30  units  of  insulin 
divided  in  3 ante  cibum  doses,  and  3 Gm.  of 
sodium  phosphate  daily.  At  the  end  of  ten  days, 
the  urine  was  sugar-free  and  the  blood  content 
on  a fasting  stomach  was  150.  The  insulin  was 
then  brought  down  to  20  units,  which  occasionally 
had  to  be  remitted  because  of  evidence  of  hypo- 
glycemia in  spite  of  a satisfactory  diet.  Four 
weeks  later  insulin  was  established  at  10  units 
once  a day.  Mild  insulin  shock  occurred  two 
hours  after  the  last  meal  of  the  day  under  the 
uninterrupted  use  of  the  10-unit  dose  for  fifty  - 
eight  days.  She  was  taken  off  the  daily  insulin 
and  the  dosage  of  the  sodium  phosphate  was 
made  more  frequent,  but  still,  at  the  end  of 
another  week  of  treatment,  there  was  evidence 
of  shock  after  the  fifth  successive  insulin  injec- 
tion. 

Since  that  period  (four  years  at  this  writing) 
this  patient  feels  comfortable  under  10  units 
every  other  day  if  she  takes  the  sodium  phos- 
phate; otherwise  it  becomes  necessary  to  in- 
crease the  insulin  to  30  units  a day,  for  at  least 
six  days,  in  order  to  keep  her  urine  sugar-free. 
Without  the  sodium  phosphate  for  a few  days 
and  even  with  her  full  complement  of  insulin, 
this  patient  complains  of  weakness  and  nervous- 
ness. 

It  is  because  many  diabetic  sufferers  are  in 
no  position  to  receive  insulin  injections  ac- 
cording to  directions  and,  as  a consequence, 
are  but  inadequately  treated  that  I have  used 
sodium  phosphate  as  an  additive  treatment 
in  104  diabetic  patients  (46  men)  during  a 
period  of  twelve  years.  Of  that  number  I 
have  reason  to  believe  that  only  about  30 
per  cent  are  consistent  users  of  insulin  as 
directed. 

To  prove  the  status  of  this  salt  in  sugar 
metabolism,  sugar  tolerance  tests  were  con- 
ducted on  12  nondiabetic  patients  (whose 
blood  sugar  content  was  slightly  over  120  on 
the  fasting  stomach)  who  were  all  past  the  age 
of  40,  on  14  with  higher  sugar  levels  in  their 
blood,  and  on  8 diabetic  women  under  insulin 
control.  From  eight  to  twelve  days  after  the 
administration  of  sodium  phosphate,  retesting 


2232 


November  15,  1941] 


SODIUM  PHOSPHATE— DIABETES 


2233 


for  sugar  tolerance  showed  that  close  to  90 
per  cent  had  an  increased  sugar  tolerance  on 
the  test  days  ranging  from  about  20  to  ovel 
90  per  cent.  As  is  to  be  expected  the  non- 
diabetics gave  the  better  figures. 

Twenty-four  of  the  more  moderately  dia- 
betic patients  under  the  simultaneous  adminis- 
tration of  phosphate  of  soda  and  insulin  in- 
creased their  carbohydrate  intake  (including 
such  foods  as  ice  cream  and  chocolate)  from 
one-fifth  to  one-third  of  their  usual  allowance 
without  any  perceptible  effect  on  the  blood 
sugar  content  or  urinary  sugar  excretion. 

Pruritis  is  one  of  the  most  common  first 
complaints  of  hyperglycemia.  The  word 
“hyperglycemia”  is  used  advisedly,  since 
many  of  these  patients  at  first  have  but  few  of 
the  classic  symptoms  of  diabetes.  It  was  the 
chief  complaint  in  83  out  of  604  diabetic 
patients  observed  in  the  past  twenty-six 
years.  It  was  present  as  a secondary  com- 
plaint in  48  and  occurred  at  one  time  or  an- 
other in  84  others. 

In  this  class  of  patients  the  blood  sugar  con- 
tent is  invariably  higher  than  the  urinary 
sugar.  In  fact,  the  arbitrary  ratio  that  I 
have  been  able  to  establish  among  my 'private 
patients  (1  in  the  blood  to  1.5  in  the  urine)  is 
more  than  reversed  in  patients  whose  chief 
complaint  is  pruritis. 

Four  of  these  patients  (3  men,  1 woman) 
showed,  respectively,  at  the  first  examination: 
blood  sugar,  4.6,  urine,  trace;  blood  sugar,  3.3, 
urine,  0;  blood  sugar,  5.1,  urine,  0.2  (woman); 
blood  sugar,  2.5,  urine,  trace. 

Virtually  all  of  the  more  severe  cases  of 
pruritis  when  first  seen  presented  evidence  of 
marked  focal  infection  or  had  recently  over- 
come an  infection  or  suffered  for  a long  time 
from  a chronic  focus,  especially  in  the  si- 
nuses. 

Prior  to  the  advent  of  insulin,  the  customary 
mode  of  the  treatment  of  pruritis  due  to 
hyperglycemia  was  the  immediate  deprivation 
of  all  forms  of  sugar,  the  reduction  of  starches, 
and  the  administration  of  pancreatic  extract 
and  alkalies  in  the  form  of  bicarbonate  of  soda. 
Success  depended  a great  deal  on  the  treat- 
ment of  any  focus  of  infection.  The  results 
varied  from  fair  to  poor. 

Better  results  followed  the  addition  of 
sodium  phosphate  to  the  above  treatment  but 
was  partially  discarded  in  a number  of  pa- 
tients when  it  was  discovered  that  insulin 
worked  far  more  rapidly  than  any  other  form 
of  treatment.  In  fact,  insulin  is  almost  an 
immediate  specific  in  pruritis.  However, 
where  insulin  was  not  immediately  available, 


sodium  phosphate  alone  gave  us  better  re- 
sults than  any  other  form  of  therapy. 

Two  of  the  most  common  complaints  of  the 
undertreated  diabetic  patient  are  dryness  of 
the  mouth  and  dull  headache.  Sodium  phos- 
phate seems  to  act  almost  as  a specific  in  the 
relief  of  these  complaints.  An  outstanding 
example  of  this  action  of  the  salt  was  demon- 
strated in  one  of  our  patients  (Mrs.  S., 
aged  49,  a rather  severe  diabetic  sufferer  of 
fifteen  years’  duration)  who  averages  40 
units  of  insulin  a day  with  sodium  phosphate 
but  60  to  80  without  this  salt.  While  on  a1 
cruise  she  found  herself  without  insulin  and 
could  obtain  none  for  forty-eight  hours.  Dry- 
ness of  the  mouth  and  headache  became  in- 
tense in  twelve  hours.  The  dryness  was  not 
relieved  by  copious  draughts  of  water,  al- 
though the  headache  was  somewhat  modified 
by  acetyl  salicylate. 

The  ingestion  of  approximately  2 Gm.  of 
sodium  phosphate  in  divided  doses  gave  relief 
from  the  dryness  in  about  eight  hours,  while 
the  headache  disappeared  entirely.  The  ap- 
petite, which  failed  from  the  first  omission  of 
the  insulin,  now  returned. 

In  the  past  eight  years  44  of  the  104  dia- 
betics (of  whom  81  were  women  and  on  whom 
these  observations  are  built)  “juggle,”  so  to 
speak,  their  insulin  with  the  sodium  phos- 
phate. Some  who  are  on  doses  of  10  units  a 
day  or  under  sometimes  give  up  the  insulin 
in  favor  of  the  phosphate  for  weeks  at  a time, 
the  criterion  being  the  reappearance  of  traces 
of  sugar  in  the  urine. 

Two  female  patients,  aged  38  and  46,  re- 
spectively, with  rather  severe  diabetes  (first 
blood  content  in  both,  4.8  per  cent)  and  under 
insulin  for  years,  went  over  six  weeks  at  one 
time  and  nearly  eight  weeks  at  another  with- 
out insulin  but  on  sodium  phosphate.  In 
both  periods  and  on  an  unchanged  diet,  there 
was  only  a moderate  increase  in  the  blood 
sugar,  while  urinary  sugar  occasionally  ran  up 
to  4 per  cent  in  one  and  2.8  in  the  older  pa- 
tient. No  acetone  or  diacetic  acid  could  be 
ascertained  in  fourteen  examinations  of  the 
urine  in  each  of  both  periods. 

Moderate  mildly  diabetic  patients  under 
sodium  phosphate  treatment  not  uncommonly 
cut  their  insulin  treatment  down  to  a third 
or  less  for  long  periods  at  a time;  none,  how- 
ever, to  the  best  of  my  knowledge,  ever  de- 
veloped acidosis  if  they  were  careful  not  to 
go  beyond  certain  limitations. 

One  man,  aged  50,  known  to  have  had 
diabetes  with  hypertension  for  about  four 
years,  can  get  along  with  10  to  15  units  of 
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TABLE  I 


1st  Following 

Average  blood  sugar  content  on  fasting  stomach  of 

Morning 

2nd 

3rd 

4th 

5th 

6th 

7th 

first  noninsulin  day — 2.1% 

Average  sugar  in  urine  collected  24  hours  of  the 
last  day  of  insulin — 0.3% 

2.4 

2.8 

2.4 

2.4 

2.6 

1.4 

1.5 

1.4 

1.5 

1.6 

1.6 

insulin  a week  while  taking  sodium  phosphate, 

TABLE  2 

but  he  requires  10  daily  units  without  the  salt. 

2nd  Day 

3rd 

4th 

5th 

6th 

8th 

In  this  case,  in  spite  of  a more  liberal  diet, 
hypoglycemia  symptoms  develop  after  six  con- 

Blood 

1.6 

1.6 

1.8 

1.8 

Urine 

0.4 

0.4 

0.6 

0.62 

0.7 

0.64 

secutive  daily  10-unit  doses  of  insulin  if  he 
takes  the  sodium  phosphate  at  the  same  time. 

In  the  course  of  the  past  twelve  years,  24 
ambulatory  diabetic  patients — selected  be- 
cause of  recent  onset  of  symptoms,  closer  age 
period,  and  for  presumed  reliability  in  follow- 
ing orders — cooperated  in  tests  to  prove  the 
effects  of  sodium  phosphate  on  their  blood 
and  urinary  sugar  contents  while  still  on  in- 
creased diets  but  without  using  insulin.  The 
test  period  was  of  eight  days’  duration;  33 
others  who  underwent  the  insulin  deprivation 
for  the  same  length  of  time  had  urinary  tests 
only.  All  patients  (of  whom  48  were  women) 
had  exactly  thirty  days  of  insulin  treatment 
(average  30  units  per  day),  and  none  had  taken 
sodium  phosphate  prior  to  the  first  test.  The 
average  age  was  44.  The  average  presumable 
date  of  onset  of  symptoms  was  barely  more 
than  two  months;  the  average  first  blood 
sugar  content  was  3.35  to  3.5;  the  average 
urinary  content,  4.2.  No  patient  took  less 
than  2V2  Gm.  or  more  than  3 Gm.  of  sodium 
phosphate  a day  during  the  test  period.  All 
blood  tests  were  made  on  the  fasting  stomach; 
the  urine  consisted  of  mixed  small  quantities 
of  each  voidance  in  twenty-four  hours.  The 
individual  variations  were  negligible  and  are 
omitted  from  Table  1. 

On  their  own  initiative,  14  patients  con- 
tinued the  therapy  for  several  days  more,  6 
of  them  for  as  long  as  two  weeks,  and  2 others 
for  as  long  as  three  weeks.  No  further  tests, 
however,  were  performed  except  on  the  2 
patients  who  went  without  insulin  for  three 
weeks.  In  these  and  on  the  day  prior  to  the 
reinstitution  of  insulin  the  blood  sugar  con- 
tent was  2.8  and  2.6  per  cent,  respectively; 
their  blood  sugar  at  the  first  visit  was  3.85 
and  3.2  per  cent,  respectively;  and  at  the  end 
of  the  first  eight-day  series  of  tests  the  blood 
sugar  was  1.4  and  1.6  per  cent,  respectively. 
The  last  urinary  examination  made  on  the  last 
day  of  their  noninsulin  therapy  showed  a 
sugar  content  of  1.8  and  1.2  per  cent,  re- 
spectively. 

All  were  free  from  symptoms  and  several 


expressed  the  satisfaction  of  not  having  to 
take  hypodermic  medication.  So  similar  were 
the  conditions  in  the  patients  selected  for  the 
tests  that  the  individual  variations  never  went 
beyond  20  per  cent  above  or  below  the  average 
established  for  the  group  as  a whole. 

Eight  of  the  above  group  (all  women)  were 
retested  six  months  after  the  first  study  (aver- 
age blood  sugar  content  was  1.5;  urinary  sugar 
was  0.3  before  being  taken  off  the  insulin)  in 
exactly  the  same  manner  as  on  the  prior  oc- 
casion, and  Table  2 gives  the  average  of  a 
week. 

To  prove  whether  sodium  phosphate  had 
the  same  muscular  energizing  effect  in  diabetic, 
as  in  nondiabetic,  patients,  all  were,  at  various 
times,  requested  to  note  the  effects  on  their 
physical  capacity  under  nearly  identical  physi- 
cal conditions  as  season,  diet,  exercise,  etc., 
under  insulin  alone,  under  sodium  phosphate 
alone,  and  in  a combination  of  the  two.  Few 
knew  the  name  of  the  salt,  the  information 
being  withheld  in  order  to  eliminate  a mental 
factor. 

Twelve  of  these  thought  themselves  better 
off  under  insulin  alone;  7,  under  sodium  phos- 
phate alone;  and  the  remainder,  under  the 
combination  of  sodium  phosphate  and  insulin 
as  against  insulin  alone,  stating  that  they 
would  not  be  without  either. 

Conclusions 

Sodium  phosphate  was  found  to  affect 
favorably  the  physical  and  mental  status  of 
diabetic  patients.  In  sublaxative  doses  this 
salt  is  of  undoubted  benefit  in  all  forms  of 
fatigue,  especially  that  affecting  the  skeletal 
muscles.  This  salt  is  a preserver  of  sugar  as 
proved  by  its  effect  on  both  the  blood  sugar 
content  and  excretion  in  the  urine  of  104 
diabetic  patients  and  16  normal  patients  with 
low  sugar  tolerance.  It  appears  to  enhance 
the  action  of  insulin  but  is  in  no  sense  a sub- 
stitute for  the  latter,  for  sodium  phosphate 
does  not  create  extra  insulin.  A significant 
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fact  is  that  insulin  utilizes  phosphates  in  the 
conversion  of  glucose  into  glycogen. 

I have  given  moderate  doses  of  sodium  phos- 
phate to  over  1,500  patients,  including  those 
with  diabetes,  in  the  past  nineteen  years  and 
have  never  noted  any  deleterious  effect.  At 
least  10  per  cent  of  our  patients  have  taken 
this  salt  more  or  less  constantly  for  over  ten 
years.  There  is  preponderant  clinical  evi- 
dence that  sodium  phosphate  in  small  repeated 
doses  is  productive  of  increased  physical  and 
mental  power. 

In  moderate  doses  sodium  phosphate  aug- 
ments the  combining  power  of  C02  and  con- 
serves the  excretion  of  fluids  in  almost  all  true 
diabetic  cases  (the  diabetic  patient  is  readily 
dehydrated).  On  the  other  hand,  because  of 
its  mild  chologenetic  action,  small  doses  of 
sodium  phosphate  minimize  the  invariable 
constipation  of  these  patients. 


The  administration  of  sodium  phosphate 
raises  the  threshold  of  sugar  excretion  in  the 
urine  and,  thus,  spares  a great  deal  of  anguish 
to  the  diabetic  patients  who  are  accustomed 
to  test  their  urine  themselves  and  who  become 
mentally  distressed  when  the  color  is  even  only 
slightly  greenish;  they  then  get  into  real 
trouble  by  suddenly  limiting  their  diets  to 
the  point  of  exhaustion  and  acidosis.  Regard- 
less of  the  extent  of  the  glycemia,  sodium  phos- 
phate lowers  the  amount  excreted  in  the  urine. 

Sodium  phosphate  is  a protection  to  the 
ambulatory  diabetic  patient,  who,  for  some 
reason  or  other  is  unable  to  follow  a strict 
regimen  both  as  to  diet  and  the  use  of  insulin. 
It  is,  however,  no  substitute  for  insulin  but 
apparently  a good  synergist  to  the  hormone 
and  an  adjuvant  to  the  general  treatment  of 
diabetes. 

340  East  57th  Street 


PSYCHOTHERAPY  IN  THE  GENERAL  PRACTITIONER’S  OFFICE 


“Emotional  Factors  in  the  Etiology  and 
Therapy  of  Medical  Conditions”  was  the  sub- 
ject of  a recent  address  by  Louis  H.  Twyeffort, 
consulting  psychiatrist  to  the  Medical  Division 
of  the  University  Hospital,  and  psychiatrist  to 
the  Pennsylvania  Hospital  Institute,  University 
of  Pennsylvania.  He  said,  in  part,  that  owing 
to  neglect  in  the  past  of  this  phase  of  therapy  in 
the  curriculum  of  most  medical  schools,  there  is  a 
confused  idea  as  to  the  true  etiology  of  functional 
disorders,  also  a completely  inadequate  compre- 
hension on  the  part  of  the  patient.  There  is  need 
to  understand  the  “total  person”  in  treating 
disease  processes.  In  every  illness  there  is  both 
an  anatomic  and  a mental  component,  each  of 
which  should  be  properly  evaluated. 

The  majority  of  functional  disorders  are  pri- 
marily psychologically  conditioned.  It  is  un- 
fortunate to  call  them,  for  instance,  “cardiac 
neuroses, ”or  “gastrointestinal  neuroses,”  as  these 
disorders  are  actually  part  manifestations  of  a 
larger  disorder  involving  the  entire  personality. 
Incapacitating  personality  traits  and  attitudes, 
as  well  as  that  which  happens  to  the  individual, 
will  cause  emotional  turmoil  and  its  physiologic 
repercussion.  These  traits  frequently  result,  not 
from  inheritance,  but  from  early  conditioning  by 
parental  attitudes.  The  overdominant  parent 
may  foster  overdependency  in  the  child,  for 
example.  Such  inadequacy  will  give  rise  to 
strong  emotions  frequently  operative  on  a sub- 
conscious level,  yet  still  very  active  in  producing 
chronic  tension  states  and  their  physical  mani- 
festations. 

A comprehensive  appreciation  of  functional  ill- 
ness must  remain  anatomically  oriented.  The 
hypothaknus  serves  as  a bridge  between  psyche 
and  soma  and  acts  as  the  chief  effector  of  the 
emotions  by  way  of  the  autonomic  nervous 
system.  Hence  emotional  perturbation  reflects 
itself  principally  in  those  organs  containing 


smooth  muscle  fibers  and  in  disturbance  of  endo- 
crine glandular  tissue. 

It  is  being  increasingly  suspected  that  functional 
disturbances  may  play  a significant  role  in  bringing 
about  actual  structural  changes  and  tissue  dam- 
age. Psychiatric  contributions  have  supple- 
mented our  knowledge  of  the  etiology  of  many 
cases  of  peptic  ulcer,  mucous  colitis,  etc. 

Diagnosis  of  psychogenesis  is  established 
usually  in  indirect  fashion.  A thorough  per- 
sonality study  should  be  part  of  any  thorough 
medical  approach  to  such  a case. 

No  surgery  should  ever  be  undertaken  “ in  the 
hope  of  relieving ” some  functional  disorder  without 
a complete  preliminary  psychiatric  examination 
and  evaluation. 

Psychotherapy  in  the  simpler  functional  disorders 
is  not  a prerogative  solely  of  the  neuropsychia- 
trist but  should  be  handled  in  the  general  practi- 
tioner’s office.  By  promoting  understanding  of 
the  meaning  of  his  symptoms  and  the  nature  of 
his  conflicts,  the  clinician  may  gradually  show  his 
patient  how  strong  emotions  cause  physiologic 
dysfunctions,  with  the  result  that  his  symptoms 
may  soon  have  an  entirely  new  meaning  for 
him. 

During  the  treatment  the  energies  of  repressed 
emotional  conflicts  are  converted  from  their 
somatic  channels  into  psychic  channels,  permit- 
ting a constructive  solution  of  the  conflict 
through  the  medium  of  speech  and  volition.  The 
successfully  treated  patient  speaks  less  in  terms  of 
his  symptoms  and  more  in  terms  of  the  situations 
and  inner  attitudes  which  cause  their  appearance. 
Where  it  becomes  necessary  to  refer  refractive 
cases  for  specialized  treatment,  the  physician  can 
help  the  patient  by  acquainting  him  and  his 
family  with  the  reasons  for  the  need  of  specialized 
help,  as  well  as  by  emphasizing  the  time,  effort, 
and  cooperation  necessary  for  successful  results. 

— Pennsylvania  M.  J.,  August,  1941 


RESIN  DERMATITIS  FROM  NEW  PAJAMAS  AND  NEW  SHORTS 

Adrian  G.  Gould,  M.D.,  Arthur  B.  Berresford,  M.D.,  and 
Norman  S.  Moore,  M.D.,  Ithaca,  New  York 


IT  IS  our  intention  to  amplify,  by  means 
of  this  report,  an  article1  published  under 
the  title,  “An  Outbreak  of  Dermatitis  from 
New  Resin  Fabric  Finishes.” 

In  the  several  months  after  the  opening  of 
college  late  in  September,  1940,  5 students 
were  seen  with  severe  acute  dermatitis,  the 
onset  of  which  followed  the  wearing  of  new 
shorts  or  pajamas  that  had  not  been  laundered. 
The  dermatitis  appeared  in  from  a few  hours 
to  two  days  after  donning  the  new  clothing. 
In  all  of  the  cases  there  was  a period  of  about 
twenty-four  hours  of  penile  and  scrotal  irri- 
tation followed  by  a rash  on  the  inner  sides  of 
the  thighs  which  soon  became  quite  generalized 
over  the  body  except  on  the  head. 

The  penile  irritation  consisted  of  an  ery- 
thematous macular  area  extending  from  the 
meatus  down  the  foreskin  to  the  most  de- 
pendent part  of  the  latter.  Where  the  tip  of 
the  foreskin  made  contact  with  the  scrotum 
there  was  a similar  erythematous  area.  Both 
regions  were  slightly  inflamed  and  they  burned 
and  itched.  During  the  next  twelve  to 
twenty-four  hours,  edema  of  the  penis  and 
scrotum  occurred.  Both  became  immense  in 
size,  and  the  former  looked  as  though  a pin 
puncture  would  result  in  the  loss  of  a consider- 
able amount  of  fluid. 

The  eruption  on  the  extremities  and  trunk 
was  maculopapular,  and  the  presence  of 
scratch  marks,  due  to  the  intense  pruritus,  re- 
sulted somewhat  in  the  appearance  of  scabies. 
The  interdigital  spaces  and  the  shaft  of  the 
penis  were  free  of  maculopapular  lesions, 
however.  The  pruritus  was  almost  intolerable 
before  treatment;  the  patients  complained 
bitterly  of  their  discomfort  and,  in  several 
cases,  frantically  scratched  to  relieve  the  ir- 
ritation. 

Four  of  the  5 patients  had  histories  of  vari- 
ous types  of  allergy.  One  patient  while  in 
the  infirmary  manifested  a mild  allergic  reac- 
tion to  ephedrine,  which  had  been  adminis- 
tered to  him. 

Treatment 

The  following  measures  were  found  to  be 
efficacious  in  these  cases  of  resin  dermatitis 
and  were  almost  routinely  used  in  all  of  the 


From  the  Student  Health  Clinic  and  Cornell  Infirmary, 
Cornell  University. 


group.  The  patients  were  admitted  to  the 
Cornell  University  Infirmary;  the  offending- 
clothing  was  removed  and  was  replaced  by 
pajamas  that  had  been  previously  worn  with- 
out the  occurrence  of  skin  irritation.  A house 
diet  was  provided.  A histaminase  compound 
(torantil)  was  given  by  mouth  up  to  25  units 
four  times  a day.  Calcium  gluconate  was 
given  in  22V2-grain  doses  three  times  a day. 
Starch  baths  were  used  during  the  daytime  to 
allay  the  pruritus,  and  calamine  lotion  with 
phenol  was  available  at  night  for  local  appli- 
cation. These  measures  gave  relief  in  a short 
time,  and  the  edema  and  the  eruption  sub- 
sided simultaneously. 

One  of  the  men  had  put  on  newly  purchased 
shorts  and  started  by  automobile  to  New 
York  City.  After  he  had  driven  about  100 
miles,  the  irritation  of  the  skin  and  genitalia 
became  so  disagreeable  that  he  sought  a phy- 
sician’s advice  and  treatment.  The  adminis- 
tration of  epinephrine  solution  and  the  appli- 
cation of  calamine  lotion  gave  temporary  re- 
lief. The  trip  was  completed,  and  several 
days  later  upon  his  return  to  the  university 
he  put  on  a pair  of  shorts  that  also  had  been 
newly  purchased  and  not  laundered.  Within 
a few  hours  there  was  an  acute  exacerbation  of 
the  previous  eruption  which  had  somewhat 
subsided  but  had  not  completely  disappeared. 
This  was  the  only  patient  in  which  epi- 
nephrine had  been  used.  The  administration 
of  ephedrine  to  another  of  the  group  re- 
sulted in  marked  edema  of  the  eyelids. 

In  the  original  article  by  Schwartz,  et  oZ.,1 
the  suggestion  was  made  that  clothing  that 
might  contain  the  resin  should  be  laundered 
before  wearing.  One  of  our  patients,  after 
recovery  from  his  dermatitis,  laundered  the 
newly  purchased  pajamas  and  upon  wearing 
the  suit  had  a return  of  his  dermatitis,  al- 
though each  laundering  seemed  to  remove 
more  and  more  of  the  offending  material  and 
lessened  the  amount  of  resulting  dermatitis. 
He  and  others  in  the  group  finally  discarded 
the  garments  or  returned  them  to  the  mer- 
chants from  whom  they  had  been  purchased. 
Patch  tests  were  not  performed  because  of  the 
liability  of  securing  a negative  response  after 
such  a severe  allergic  response  and  because 
of  the  desire  to  return  the  undamaged  gar- 
ments to  the  merchants  for  a monetary  re- 
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bate.  The  histories  of  the  cases,  the  similarity 
of  the  symptoms  and  signs  in  all,  the  universal 
response  to  the  outlined  therapy,  plus  the  re- 
currence of  the  dermatitis  in  2 cases  upon  re- 
wearing of  the  new  garments  seemed  sufficient, 
with  Schwartz's  report  of  widely  disseminated 
cases  of  a similar  affection,  to  warrant  the  di- 
agnosis of  resin  dermatitis. 

We  agree  with  the  observation  of  Schwartz 


and  his  collaborators  that  white  garments 
may  offend  in  some  persons,  as  well  as  colored 
or  striped  clothing,  and  that  the  garments 
were  not  the  product  of  one  manufacturing 
company. 

Reference 

1.  Schwartz,  et  al.:  J.A.M.A.  115:  906-911  (Sept. 
14)  1940. 


ROCKEFELLER  FOUNDATION  MAKES  $75,000  GRANT  TO  FINANCE  THREE- 
YEAR  STUDY  OF  HEALTH  AGENCIES  IN  UNITED  STATES 


The  National  Health  Council,  which  has  served 
for  the  past  two  decades  as  a clearing  house  for 
national  voluntary  organizations  promoting  bet- 
ter health,  is  undertaking  a comprehensive  study 
of  the  activities  of  all  private  health  agencies  in 
the  United  States  under  a special  grant  of 
$75,000  from  the  Rockefeller  Foundation,  it  is 
announced  by  Dr.  Kendall  Emerson,  president 
of  the  Council. 

“Great  strides  have  been  made  in  health  edu- 
cation during  the  past  twenty  or  thirty  years,” 
said  Dr.  Emerson,  “and  the  American  public  has 
come  to  understand  that  it  is  much  more  eco- 
nomical, as  well  as  far  more  humane,  to  prevent 
disease  than  to  cure  it.  Communities  through- 
out the  country  have  built  up  many  excellent 
private  health  services  devoted  to  the  prevention 
of  illness,  and  we  have  now  reached  a point  where 
it  seems  desirable  to  appraise  this  whole  field  of 
endeavor  in  order  that  our  efforts  may  be  even 
more  effective. 

“The  study  will  take  about  three  years  to  com- 
plete, and  the  report  will  answer  such  broad 
questions  as  the  following:  What  are  the  vari- 

ous types  of  state  and  local  voluntary  health 
agencies?  What  fields  do  they  cover?  What 
methods  of  cooperation  with  official  health 
agencies  have  they  established?  What  do  they 
cost  to  operate?  What  types  of  health  work 
lead  to  the  greatest  active  participation  on  the 
part  of  the  citizens?” 

Dr.  Louis  I.  Dublin,  chairman  of  a special 
committee  of  the  National  Health  Council, 
which  has  been  making  plans  for  this  study,  said : 
“It  is  particularly  appropriate  that  the  Rocke- 
feller Foundation  should  finance  such  an  under- 


taking, for  it  was  the  support  of  the  Foundation 
which  made  possible  the  establishment  of  the 
National  Health  Council  in  1921,  and  since  then 
the  Foundation  has  shown  unmistakable  interest 
in  various  Council  activities.  We  are  especially 
pleased  that  the  Foundation  has  met  our  request 
to  grant  a leave  of  absence  to  its  vice-president, 
Mr.  Selskar  M.  Gunn,  one  of  the  world’s  out- 
standing authorities  on  public  health  problems, 
to  direct  this  study.” 

Mr.  Gunn  returned  to  America  recently  after  a 
long  stay  abroad  as  director  of  the  European 
headquarters  of  the  Rockefeller  Foundation  in 
Paris,  now  closed  because  of  the  war.  Previ- 
ously, he  had  been  in  charge  of  the  Foundation’s 
program  of  rural  reconstruction  in  China. 

The  active  members  of  the  National  Health 
Council  include  the  following:  American  Red 

Cross,  American  Public  Health  Association, 
American  Eugenics  Society,  American  Heart 
Association,  American  Social  Hygiene  Associa- 
tion, American  Society  for  the  Control  of  Cancer, 
American  Society  for  the  Hard  of  Hearing,  Con- 
ference of  State  and  Provincial  Health  Authori- 
ties of  North  America,  Maternity  Center  Asso- 
ciation, National  Committee  of  Health  Council 
Executives,  National  Committee  for  Mental 
Hygiene,  National  Organization  for  Public 
Health  Nursing,  National  Society  for  the  Preven- 
tion of  Blindness,  and  the  National  Tuberculosis 
Association. 

There  are  two  associate  members — the  Ameri- 
can Nurses’  Association  and  the  Foundation  for 
Positive  Health — and  there  are  two  advisory 
members — the  United  States  Children’s  Bureau 
and  the  United  States  Public  Health  Service. 


YOUR  BEST  FRIEND  WON’T  TELL  YOU 
Some  people  walk  in  their  sleep  at  night. 
Others  sleepwalk  straight  around  the  clock.  The 
former  may  get  up  a little  dull  in  the  morning. 
The  latter  are  dull  all  day,  and  even  their  best 
friends  won’t  tell  them  how  dull  they  are.  They 


are  intellectual  sleepwalkers  who  wander  halt- 
ingly from  cradle  to  grave,  their  most  exciting 
powers  unexercised. — Stringfellow  Barr,  'president 
of  St.  John's  College,  in  the  magazine  Tomor- 
row 


History  of  Medicine 

[The  Session  on  History  of  Medicine  was  created  last  year , and  four  papers  were  read 
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HELMHOLTZ  IN  MEDICINE 

Eliott  B.  Hague,  M.D.,  Buffalo,  New  York 


IN  1921  scientific  societies  in  this  country 
and  abroad  celebrated  the  centenary  of  the 
birth  of  Hermann  Ludwig  von  Helmholtz. 
Honored  during  his  lifetime  for  outstanding 
achievements  in  the  field  of  physics,  it  was  he, 
more  than  any  other,  who  laid  the  broad 
foundations  of  the  science  of  biophysics.  His 
contributions  to  thermodynamics,  hydro- 
dynamics, electrophysiology,  acoustics,  physi- 
ologic optics,  and  experimental  psychology 
were  of  exceptional  magnitude. 

His  early  inclination  would  have  led  him 
to  devote  himself  entirely  to  the  field  of 
physics.  In  his  maturity  he  was  always  as- 
sociated actively  with  institutions  of  higher 
learning,  and  his  scientific  productions  were 
of  such  great  importance  to  the  then  rapidly 
developing  field  of  physiology  that  he  was  im- 
mediately recognized,  and  has  since  been  al- 
ways honored,  as  one  of  the  principal  archi- 
tects of  the  basic  preclinical  sciences.  More- 
over, in  his  later  years  he  devoted  himself 
more  entirely  to  the  field  of  pure  physics 
where  his  discoveries  and  pronouncements  so 
greatly  opened  up  the  channels  of  modern 
scientific  methods  that  his  contributions  to 
the  field  of  clinical  medicine  are  relatively  ob- 
scured and  forgotten. 

The  year  1942  will  mark  the  one-hundredth 
anniversary  of  Helmholtz’  graduation  from 
the  Royal  Medical  and  Surgical  Institute  in 
Berlin,  where  he  received  a medical  education 
gratis  with  the  understanding  that  after  his 
graduation  he  was  to  serve  as  a surgeon  in  the 
Prussian  Army.  In  this  inaugural  thesis,  pre- 
sented when  he  was  21  years  of  age,  he  demon- 
strated for  the  first  time  the  connection  be- 
tween nerve  fibers  and  nerve  cells.  It  was 
only  eight  years  previously  that  nerve  cells 
had  been  discovered  in  ganglia  and,  although 
no  connection  between  nerve  corpuscles  and 
nerve  fibers  had  been  observed,  one  of  the 
greatest  of  Helmholtz’  teachers  had  held  it 
likely  that  such  a connection  existed. 


This  youthful  discovery  is  regarded  by 
physiologists  as  laying  much  of  the  ground- 
work of  neurologic  histology.  The  previous 
year  he  had  spent  the  autumn  vacation  in  the 
Charite  Hospital  prostrated  by  typhoid 
fever.  As  a medical  student  he  was  cared 
for  without  charge,  and  on  his  recovery  he 
found  that  his  small  stipend,  barely  enough 
to  cover  the  expenses  of  his  living,  had  ac- 
cumulated sufficiently  to  enable  him  to  pur- 
chase a microscope.  In  his  own  words: 
“The  instrument  was  not  beautiful,  yet  I 
was  able  to  recognize  by  its  means  the  pro- 
longations of  the  ganglionic  cells  in  the  in- 
vertebrata,  which  I described  in  my  disserta- 
tion.” 

Helmholtz’  contributions  to  medical  science 
came  in  the  years  closely  following  his  gradua- 
tion in  medicine.  As  I shall  briefly  list  them, 
I think  that  the  breadth  and  depth  of  their 
medical  relevance  may  surprise  you. 

For  the  purposes  of  this  paper  it  would 
seem  more  pertinent  to  limit  biographic  data 
elsewhere  available  and  to  touch  upon  a few 
unconnected  medical  topics,  illuminated  di- 
rectly or  indirectly  by  Helmholtz’  work  and 
comment.  Except  for  his  brief  army  ex- 
perience, Helmholtz  never  practiced  medicine. 
He  was  always  reticent  in  regard  to  his  ex- 
perience with  army  discipline,  although  we  do 
know  that  he  regarded  self-discipline  more 
efficacious  than  that  imposed  from  without. 
In  his  later  years,  it  is  known,  he  resented  the 
fact  that  civilians  were  subject  to  pushing 
and  shoving  on  the  sidewalks  of  Berlin  by  the 
uniformed  servants  of  the  state.  To  us  it 
appears  important  that  official  circles  quickly 
recognized  his  actual  worth  and  that  he  was 
relieved  of  the  necessity  of  wasting  his  mental 
substance  in  medical  routine. 

Perhaps  the  only  real  justification  for  a 
paper  on  this  subject  lies  in  the  need  we  have 
today  for  the  same  clear  thinking  that  illumi- 
nates Helmholtz’  method.  In  the  period  of 
his  youth,  many  medical  dogmas,  long  held 
unquestionable,  were  beginning  to  be  doubted. 
As  he  put  it:  “It  was  a period  of  fermenta- 
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tion,  of  the  fight  between  learned  tradition 
and  the  new  spirit  of  natural  science,  which 
would  have  no  more  of  tradition,  but  wished 
to  depend  upon  individual  experience.” 
Doubt  of  the  older  dogmas  as  they  affected 
medical  treatment  led  naturally  to  the  posi- 
tion of  therapeutic  nihilism,  and  we  have  had 
little  more  to  offer  our  patients,  until  observa- 
tions in  the  new  natural  sciences  have  ac- 
cumulated and,  today,  are  giving  medical 
progress  most  of  its  momentum. 

In  his  popular  writings,  Hemholtz  fre- 
quently recurred  to  the  influence  that  dogma 
and  deductive  thinking  played  in  current 
medical  practice,  as  well  as  in  the  sciences 
allied  to  medicine,  in  his  earlier  years.  Medi- 
cal deductions  based  on  faulty  assumptions 
were,  he  was  aware,  the  fundamental  error  of 
former  medical  times.  It  was,  indeed,  heresy 
to  carry  out  original  observations  either  in  the 
laboratory,  where  investigative  work  was 
deemed  beneath  the  dignity  of  the  titled 
pedagogue,  or  in  the  sick  room,  where  it  was 
not  considered  good  form  to  perform  osculta- 
tion  or  percussion  or  to  use  a sphygmomanom- 
eter or  the  ophthalmoscope.  In  his  time, 
medical  knowledge  based  upon  authority 
alone,  tinged  with  a psychologic  anthropo- 
morphism, was  not  easily  dislodged,  and  Helm- 
holtz, possibly  better  than  any  other  man  of 
his  time,  popularized  the  need  for  widespread 
medical  research  and,  by  so  doing,  gave  it 
impetus. 

It  is  today  a curious  fact  that  legislative 
bodies  feel  called  upon  to  distinguish  between 
scientific  medicine  based  only  upon  careful 
observation  of  many  facts  and  certain  varieties 
of  cult  medicine.  What  Helmholtz  said  of 
cult  medicine  is  probably  as  true  today  as 
when  he  said  it  in  1877.  He  pointed  out  that 
medical  cults  assume  that  it  is  possible  to 
refer  all  diseases  to  a single  explanation. 
“One  characteristic  of  the  schools  which  built 
up  a system  on  such  hypotheses,  which  they 
assumed  as  dogmas,  is  the  tolerance  of  ex- 
pression which  I have  already  partially  men- 
tioned. One  who  works  upon  a well-ascer- 
tained foundation  may  readily  admit  an 
error.  He  loses  by  so  doing  nothing  more 
than  that  in  which  he  erred.  If,  however,  the 
starting  point  has  been  placed  upon  an  hy- 
pothesis, which  either  appears  clouded  by 
authority,  or  is  only  chosen  because  it  agrees 
with  that  which  is  wished  to  be  believed 
true,  any  crack  may  then  hopelessly  destroy 
the  whole  fabric  of  conviction.” 

Although  Helmholtz  expressed  a consistent 
and  calm  optimism  in  regard  to  medical 


progress,  this  man,  who  was  at  once  one  of 
the  greatest  of  our  medical  geniuses  and  at 
the  same  time  a keen  observer  and  analyst 
of  social  tendencies,  realized  that  eternal 
vigilance  is  a real  duty  if  the  status  of  medical 
practice  is  to  be  maintained.  “But  do  not 
think,  gentlemen,  that  the  struggle  is  at  an 
end.  As  long  as  there  are  people  of  such 
astounding  conceit  as  to  imagine  that  they 
can  effect,  by  a few  clever  strokes,  that  which 
man  can  otherwise  only  hope  to  achieve  by 
toilsome  labor,  hypotheses  will  be  stated 
which,  propounded  as  dogmas,  at  once  promise 
to  solve  all  riddles.  And  as  long  as  there  are 
people  who  believe  implicitly  in  that  which 
they  wish  to  be  true,  so  long  will  the  hy- 
potheses of  the  former  find  credence.  Both 
classes  will  certainly  not  die  out,  and  to  the 
latter  the  majority  will  always  belong.” 

In  his  later  years,  Helmholtz  was  singularly 
distinguished  by  numerous  honors  bestowed 
upon  him  by  institutions  of  higher  learning 
and  by  the  state  of  which  he  was  always  a 
loyal  citizen;  loyal  enough,  it  may  be  said, 
to  recognize  certain  superior  qualities  more 
inherent  in  other  races  than  in  his  own,  while 
at  the  same  time  he  staunchly  maintained  the 
existence  of  certain  fine  qualities  common  in 
his  own  countrymen. 

We  may  doubt  that  under  any  circum- 
stances his  inclination  would  have  led  him  to 
develop  in  himself  the  qualities  that  enable 
the  physician  to  apply  the  healing  arts;  and 
yet  it  is  as  one  of  us  that  he  spoke  when  he 
said:  “I  am  glad  that  I am  able  to  address 

an  assembly  consisting  almost  entirely  of 
medical  men.  Medicine  was  the  intellectual 
home  in  which  I grew  up;  and  even  the 
emigrant  best  understands,  and  is  best  under- 
stood by,  his  native  land.”  ....  I consider  the 
study  of  medicine  to  have  been  the  training 
which  preached  more  impressively  and  more 
convincingly  than  any  other  could  have  done, 
the  everlasting  principles  of  scientific  work; 
principles  which  are  so  simple  and  yet  so 
easily  forgotten;  so  clear,  and  yet,  always 
hidden  by  a deceptive  veil.” 

In  view  of  the  importance  and  amplitude 
of  the  scientific  productions  of  Hermann  von 
Helmholtz,  it  is,  perhaps,  surprising  that  so 
little  is  known  of  the  life  and  more  intimate 
personal  qualities  of  the  man.  Although  there 
are  several  biographies  and  although  some  of 
his  students  are  living  today,  there  is  a certain 
paucity  of  material  that  relates  well  as  biog- 
raphy. It  appears  to  have  been  on  this  ac- 
count that  one  of  his  biographers,  the  Scotch 
physiologist,  McKendrick,  limits  himself 
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largely  to  a chronologic  account  of  Helm- 
holtz’ scientific  inquiries.  In  preface  he  writes : 
“Helmholtz  was  one  whose  private  life  was 
known  only  to  a few,  and  he  would  have  in- 
stinctively recoiled  from  biographical  revela- 
tions of  a purely  personal  character.  At  the 
same  time,  I have  endeavored  to  give  the 
reader  some  idea  of  the  man — calm,  placid, 
reserved,  thoughtful — whose  love  of  truth, 
yearning  of  the  spirit  of  inquiry,  and  great 
intellectual  powers  give  him  a place  in  the  front 
ranks  of  the  interpreters  of  Nature.  A life 
full  of  intellectual  activity,  creative,  ever 
productive,  could  not  contain  much  in  the 
way  of  trivial  accident.  ...” 

In  a biography  of  Hermann  von  Helmholtz, 
Hermann  Knapp  wrote:  “The  father  of 
Hermann  Ludwig  von  Helmholtz  was  born  in 
1792  in  Berlin.  He  chose  philology  for  his 
support,  participated  as  voluntary  chasseur 
in  the  campaign  against  Napoleon  in  1813  and 
1814,  entered  the  philosophical  faculty  in 
Berlin  University  in  1815,  and  was  called  as  a 
teacher  to  the  (Lyceum)  in  Potsdam,  where  he 
received  the  appointment  as  professor  in 
1828.  In  October,  1820,  he  married  Caroline 
Penn,  the  twenty-three-year-old  daughter  of  a 
Hanovarian  artillery  officer,  a direct  descend- 
ant of  William  Penn,  the  founder  of  the  State 
of  Pennsylvania.  Caroline  Penn  Helmholtz, 
whose  maternal  grandmother  came  of  a family 
of  French  refugees,  was  remembered  as  ‘a 
plain,  intelligent  and  refined  woman.’  Her 
speech  was  direct,  her  judgment  clear;  with  a 
kind  of  divination,  apparently  without  pre- 
meditation, she  quickly  penetrated  difficult 
problems  to  their  remotest  consequences,  and 
expressed  her  opinion  in  the  simplest  form.” 
Hermann  von  Helmholtz,  the  eldest  of  5 
children,  was  born  in  Potsdam  on  August  21, 
1821.  Frequently  ill  for  the  first  seven  years 
of  his  life,  he  was  not  considered  a precocious 
child,  although  his  father — a teacher  in 
philology,  philosophy,  and  mathematics — 
tutored  him  until  he  was  well  enough  to  at- 
tend school.  Distinct  in  his  recollections  of 
these  earlier  years  was  his  inability  to  remem- 
ber facts  or  phrases  unless  they  were  organized 
or  related  in  logical  sequences  of  thought.  He 
always  found  it  impossible  to  commit  prose 
passages  to  memory;  he  found  it  difficult  to 
remember  idiomatic  expressions  and  irregular 
grammatic  forms ; this  lack  of  memory  for  dis- 
connected facts  showed  itself  even  in  the 
difficulty  of  distinguishing  between  left  and 
right.  It  is  surely  noteworthy  that  a man  who 
correlated  and  interpreted  data  dealing  with 
the  most  fundamental  factors  of  our  existence 


was  able  to  cope  with  his  environment  only  as 
he  correlated — only  as  he  interpreted  and 
rationalized. 

The  year  following  his  graduation  in  medi- 
cine he  was  a military  physician  at  Potsdam. 
In  1848  he  taught  anatomy  in  Berlin.  This 
teaching  appointment  followed  his  announce- 
ment of  mathematic  proof  of  the  doctrine  of 
conservation  of  energy.  When  he  first  in- 
formally shared  the  details  of  this  demonstra- 
tion with  several  of  his  contemporaries,  the 
magnitude  of  his  findings  was  immediately 
recognized.  DuBois  Reymond,  widely  known 
in  the  field  of  electrophysiology  and  a former 
schoolmate  of  Helmholtz  and,  with  him,  one 
of  the  cofounders  of  the  Berlin  Physical 
Society,  immediately  acclaimed  this  paper  as 
an  historical  document.  When  Helmholtz 
later  read  it  before  the  Berlin  Physical 
Society  he  made  the  occasion  the  most  memor- 
able in  the  Society’s  annals,  and  “manifested 
himself  forwith  as  a physicomathematician 
capable  of  solving  any  problem.”  This  paper, 
which  “showed  his  capacity  as  a mathematical 
physicist,”  ....  furnished  the  foundation  upon 
which  our  present  sciences  of  physics  and 
chemistry  rest,  namely:  “that  all  modes  of 
energy  are  capable  of  transformation  from  one 
to  the  other  but  are  indestructible  and  im- 
possible of  creation.  This  had  actually  been 
demonstrated  for  physiological  processes  by 
the  Heilbronn  physician,  Robert  Mayer, 
whose  priority  in  this  regard  Helmholtz  recog- 
nized, and,  for  physical  phenomena  by 
Joule  ....  but  Helmholtz  gave  it  universal 
application.”  In  1849  he  was  made  professor 
of  physiology  and  pathology  at  Konisberg. 
In  1855  he  was  called  to  the  chair  of  anatomy 
and  physiology  at  Bonn  and,  in  1858,  to  that 
of  physiology  at  Heidelberg.  His  official  con- 
nection with  the  teaching  of  the  vital  sciences 
terminated  in  1871  when  he  became  professor 
of  physics  in  the  University  of  Berlin;  in 
1877  when  the  Physico-Technical  Institute 
was  founded  at  Charlottenberg,  largely  at  his 
own  recommendation  and  advice  Helmholtz 
was  chosen  as  its  first  director.  In  1891  the 
seventieth  anniversary  of  his  birth  was  cele- 
brated in  Berlin  with  great  ceremony,  in  which 
representatives  of  all  parts  of  the  German 
Empire  and  from  many  countries  participated. 
By  the  Emperor  he  was  pronounced  “Ger- 
many’s foremost  citizen,  No.  1 public  friend.” 

It  would  greatly  exceed  the  limits  of  this 
sketch  to  indicate  in  detail  the  scope  of  Helm- 
holtz’ work  in  the  various  fields  of  science  or 
even  in  medicine.  You  will  find  thirty  items 
alone  in  a bibliography  of  his  ophthalmologic 
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writings.  Among  his  achievements  the  follow- 
ing are  to  our  interest:  discovery  of  the  way 
to  measure  the  angle  of  aperture  in  a micro- 
scope, leading  to  important  improvement  of 
that  instrument ; contributions  to  the  analyses 
and  interpretations  of  heart  sounds;  a clear 
clinical  description  of  hay  fever — from  which 
he  himself  suffered — reporting  organisms,  be- 
lieved to  be  pollen  granules,  which  he  found 
in  the  nasal  mucosa;  the  classical  analysis  of 
the  action  of  the  muscles  of  the  upper  arm. 
He  also  founded  the  science  of  acoustics  and 
gave  the  definitive  anatomic  description  of  the 
inner  ear. 

The  broad  foundations  of  the  field  of 
ophthalmology  as  we  know  it  today  were  laid 
by  three  men:  Bowman,  of  England,  whose 
various  anatomic  discoveries  bear  his  name; 
Donders,  of  Holland;  and  the  German,  von 
Graefe,  who  from  the  date  of  their  first  meet- 
ing in  1851  were  in  frequent  correspondence 
with  one  another — “a  constant  source  of 
stimulus  and  encouragement,  each  to  the  other 
two.”  The  year  of  their  first  meeting  was  the 
year  that  Helmholtz  announced  his  invention 
of  the  ophthalmoscope.  This  instrument  was 
received  with  enthusiasm  by  von  Graefe  and 
by  the  other  leaders  in  the  field  of  ophthal- 
mology. As  we  know,  with  it,  observation  of 
the  interior  of  the  eyeball  was  made  clinically 
possible  for  the  first  time.  Through  the 
ophthalmoscope  the  physician  was  able  to 
observe  multiform  manifestations  of  ocular 
disease  and,  beyond  that,  by  visualizing 
changes  in  the  retinal  tissues  he  may  con- 
tribute to  the  diagnosis  and  prognosis  of  many 
systemic  diseases.  The  ophthalmoscope  helps 
to  maintain  the  close  association  between  the 
oculist  and  the  internist,  an  association  that 
we  prize  partly  on  account  of  historical  con- 
siderations. Bowman  in  his  time  and,  in  our 
time,  Sir  Henry  Smith,  to  whom  more  than 
any  other  we  owe  our  growing  esteem  of  the 
intracapsular  method  of  cataract  extraction, 
practiced  general,  as  well  as  ophthalmic, 
surgery.  The  triumvirate  of  Bowman,  Don- 
ders, and  von  Graefe,  all  men  of  medicine, 
led  us  to  our  present  understanding  and  treat- 
ment of  the  relief  of  eyestrain. 

In  the  invention  of  the  ophthalmometer, 
Helmholtz  gave  us  an  instrument  that  led  us 
to  a proper  understanding  of  the  cause  of 
astigmatism  and  enriched  our  diagnostic 
armamentarium.  Among  his  other  ocular 


contributions  were  original  and  important 
studies  on  ocular  movements,  an  interpreta- 
tion of  ocular  accommodation,  work  of  primary 
importance  on  color  sensation  and  color  blind- 
ness, and  the  use  of  oblique  illumination  for 
clinical  purposes  in  his  invention. 

Indeed,  so  greatly  and  in  so  many  ways  did 
he  contribute  to  medicine  that  we  are  apt  to 
forget  or  to  minimize  how  much  we  now  de- 
pend upon  a number  of  his  discoveries. 

One  of  the  personal  characteristics  of  Helm- 
holtz was  modesty.  He  took  less  pride  in  his 
invention  of  the  ophthalmoscope  than  in  his 
development  of  brilliant  pupils.  Although  he 
considered  it  his  democratic  duty  to  indicate 
to  the  general  public  the  bearing  that  the  new 
science  had  on  their  way  of  life  and,  although 
his  public  addresses — such  as  “On  Thought  in 
Medicine,”  “Academic  Freedom  in  the  Ger- 
man Universities,”  and  “On  the  Origin  of  a 
Planetary  System” — are  models  of  clarity  of 
exposition,  he  was  not  popular  as  a classroom 
teacher  because  of  the  supposed  obscurity  of 
his  style  and  the  difficulty  of  following  his 
mathematic  explanations. 

It  was  on  this  account  that  for  some  time 
some  physicians  refused  to  use  the  ophthal- 
moscope, believing  that  an  understanding  of 
his  mathematic  explanation  of  the  construc- 
tion of  the  instrument  must  precede  its  clinical 
use.  Helmholtz  used  higher  mathematics 
as  the  simplest  method  precisely  to  express 
definite  relationships  and,  along  with  Rie- 
mann,  preceded  Einstein  in  quite  a complete 
development  of  the  concept  of  the  fourth  di- 
mension. 

Among  his  pupils  were:  Hertz,  the  in- 
ventor of  the  hertzian  wave  used  in  wireless 
telegraphy  and  radio  transmission;  Stein  way, 
whose  instruments  won  prizes  for  their  me- 
chanical and  acoustic  excellence;  the  Ameri- 
can psychologist,  G.  Stanley  Hall;  and  the 
internationally  known  ophthalmologist,  Casey 
Wood.  Hermann  Knapp  knew  him,  and  Dr. 
Nicholas  Murray  Butler  attended  his  lectures 
to  observe  his  teaching  methods. 

One  must  agree  with  G.  Stanley  Hall  that 
no  brief  sketch  can  do  justice  to  a man  whose 
attainments  added  so  greatly  to  the  sum  of 
scientific  medical  knowledge.  To  the  medical 
historian,  the  intellectual  stature  and  scien- 
tific discretion  of  Helmholtz  are  indeed  re- 
markable. 

454  Franklin  Street 
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HORACE  NELSON  AND  HIS  LANCET 

Leonard  J.  Schiff,  M.D.,  Plattsburg,  New  York 


THIS  is  the  story  of  an  obscure  man  who 
practiced  medicine  in  a small  town  in 
northern  New  York  one  hundred  years  ago. 
He  published  a medical  journal  which,  after 
six  years  of  vicissitude,  died.  He  started  a 
medical  school  which  did  not  last  two  sessions. 
His  name  is  known  now  but  to  a few,  his 
journal  to  a still  smaller  number,  and  his 
abortive  medical  school  only  to  one  or  two. 
Yet,  in  his  lifetime,  his  voice  rang  loud  and 
clear  and  his  journal  was  known  from  Ver- 
mont to  Ohio.  He  was  a member  of  a large 
and  active  family  of  doctors;  men  who  were 
not  only  doctors  but  great  political  figures. 

This  man’s  story  has  never  been  told.  It  is 
worth  telling,  for  it  is  an  interesting  tale. 
But  more  than  that  it  is  a graphic  picture  of 
medicine  one  hundred  years  ago. 

The  Man 

Horace  Nelson  was  born  in  Canada  in  1821. 
The  family  was  distantly  related  to  the 
famous  admiral.  Horace’s  father,  Wolfred 
Nelson,  and  his  uncle,  Robert  Nelson,  were 
both  doctors  and  apparently  good  ones.  How- 
ever, they  were  much  more  interested  in 
politics  than  medicine;  they  were  revolu- 
tionists and  French-Canadian  sympathizers 
in  the  unsuccessful  revolution  of  1837.  As  a 
matter  of  fact,  Wolfred  actually  took  part  in 
the  fighting.  His  forces  were  speedily  over- 
come and,  following  his  arrest,  he  was  sent  to 
Bermuda.  In  1838  he  was  allowed  to  come 
to  the  United  States  and  in  1845,  following  the 
general  amnesty,  returned  to  Canada.  He 
again  took  up  politics  and  eventually  became 
mayor  of  Montreal. 

Horace  was  also  arrested  in  1837  but  was 
allowed  to  come  to  the  United  States.  Evi- 
dence would  indicate  that  the  family  settled 
in  Plattsburg,  New  York,  which  is  about  20 
miles  from  the  Canadian  border.  A great 
many  of  the  French-Canadian  families  now 
living  in  Plattsburg  first  came  over  here  at 
that  time. 

Horace  was  16  at  the  time  of  emigration. 
Nothing  is  known  about  the  next  six  years  of 
his  life.  In  1843  he  graduated  from  the  Uni- 
versity of  New  York  Medical  College  and  pre- 
sumably returned  to  Plattsburg  to  practice. 

Read  at  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  Buffalo,  New  York,  April  30, 
1941. 


It  is  quite  evident  from  his  writings  that  at 
least  part  of  his  time  for  the  next  fifteen  years 
was  spent  practicing  medicine  in  Plattsburg. 
It  is  also  quite  evident  that  he  was  not  in  this 
city  all  of  the  time. 

From  1845  to  1847  he  was  professor  of 
anatomy  and  physiology  in  L’Ecole  de 
M6decine  et  de  Chirurgie  of  Montreal.  This 
school,  after  many  ups  and  downs,  eventually 
became  incorporated  into  the  University  of 
Montreal  Medical  College.  In  1851,  he 
helped  to  found  the  St.  Lawrence  School  of 
Medicine — also  in  Montreal — and  occupied 
the  chair  of  anatomy.  This  school  lasted  only 
one  or  two  years.  Dr.  Nelson’s  connection 
with  it  was  even  shorter,  for  early  in  1852  he 
refers  to  himself  as  late  professor  of  anatomy, 
etc. 

Undaunted,  however,  he  joined  the  faculty 
of  the  University  of  Vermont  Medical  School 
in  1853  as  professor  of  theory  and  practice  of 
medicine  and  pathology.  He  occupied  this 
post  until  1854,  at  which  time  he  became 
professor  of  surgery  and  surgical  jurisprudence. 
In  1855  this  versatile  teacher  found  it  neces- 
sary to  withdraw  from  the  faculty  because  of 
“numerous  professional  engagements.” 

Such  a varied  multitude  of  teaching  posi- 
tions might  be  enough  to  satiate  the  average 
man,  but  Horace  Nelson  was  not  an  average 
man.  The  desire  to  teach  and  to  spread 
medical  knowledge  must  have  been  strong  in 
him.  In  June,  1854,  the  New  York  School  of 
Practical  Medicine  at  Plattsburg,  New  York, 
was  opened.  The  professors  were  Dr.  Edward 
Kane,  of  Plattsburg;  Professor  Henry  Erni, 
of  Vermont;  and  Dr.  Horace  Nelson,  of 
Plattsburg.  There  is  no  doubt  that  the 
latter  was  the  principal  instigator  and  moving 
spirit  behind  the  school.  Unfortunately, 
after  one  session,  the  school  disappeared.  Its 
life  was  so  brief  that  it  is  not  even  mentioned 
in  the  various  histories  of  Plattsburg  which 
deal  with  this  period. 

This  ended  Dr.  Nelson’s  teaching.  In 
August,  1854,  he  was  offered  a post  in  the 
newly  organized  Atlanta  (Georgia)  Medical 
College  which  he  refused.  Not  even  Horace 
Nelson  could  commute  between  Atlanta  and 
Plattsburg  and  publish  a medical  journal  at 
the  same  time. 

During  all  this  time  Dr.  Nelson  was  prac- 
ticing medicine  in  Plattsburg  and  publishing 
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a medical  journal.  He  also  spent  a portion  of 
his  time  in  Montreal  where  his  father  and 
brother  were  then  practicing.  In  1858  he  left 
Plattsburg  for  good  and  set  up  practice  in 
Montreal.  He  spent  the  rest  of  his  life  there 
and  contributed  many  articles  to  the  British - 
American  Journal.  He  died  at  the  early  age 
of  42  on  December  19,  1863. 

The  Lancet 

In  April,  1850,  Horace  Nelson  published 
the  first  number  of  his  medical  journal.  It 
was  called  the  Northern  Lancet  and  Gazette  of 
Legal  Medicine  and  bore  on  its  masthead  the 
motto  “Truth  Without  Fear.”  The  place  of 
publication  was  Plattsburg.  Nelson  published 
this  journal  continuously  for  the  next  six 
years,  but  its  name  and  form  were  changed 
from  time  to  time. 

In  July,  1851,  one  number  of  a weekly  sup- 
plement, American  Lancet,  was  published. 
There  were  no  other  numbers.  Publication  of 
two  medical  journals  was  too  impossible  a 
task  for  a man  as  active  as  Dr.  Nelson.  This 
was  also  the  year  in  which  the  St.  Lawrence 
School  of  Medicine  was  founded. 

In  October,  1851,  the  name  was  changed  to 
Nelson’s  Northern  Lancet  and  American 
Journal  of  Medical  Jurisprudence.  In  April, 
1853,  it  was  changed  again,  this  time  to 
Nelson’s  American  Lancet;  A Monthly  Jour- 
nal of  Practical  Medicine.  The  space  devoted 
to  legal  medicine  had  been  getting  smaller 
and  smaller,  and  this  department  was  finally 
dropped.  In  December,  1855,  the  Lancet  was 
changed  from  a monthly  to  a weekly  publica- 
tion. This  was  not  an  improvement.  The 
quality  of  its  articles  and  the  number  of  sub- 
scribers speedily  declined.  The  last  number 
was  published  on  June  2,  1856. 

At  the  height  of  its  career,  the  Lancet  had 
an  exceedingly  wide  circulation.  Letters  from 
readers  would  indicate  that  it  circulated  in  at 
least  twenty  states — from  Vermont  down  to 
Georgia  in  the  east  and  as  far  west  as  Wis- 
consin and  Louisiana.  However,  as  new 
journals  serving  these  areas  sprang  up,  these 
readers  gradually  dropped  out.  In  the  last 
feeble  year  of  its  life,  the  Lancet’ s circulation 
was  practically  confined  to  New  York  and 
Vermont. 

Prior  to  1855  the  Lancet  was  quite  an  im- 
pressive journal.  Its  mainstays  were  the 
reports  of  lectures  delivered  in  the  various 
large  medical  schools.  Two  series  of  such  re- 
ports deserve  special  mention. 

Alfred  Nelson,  Horace’s  brother,  was  a 
student  in  the  University  of  London.  From 


him  Horace  obtained  notes  of  Professor 
Anthony  Todd  Thomson’s  lectures  on  medical 
jurisprudence.  These  notes  were  well  edited 
and  occupied  fully  half  of  each  issue  of  the 
Lancet.  They  constituted  its  only  claim  to 
being  a journal  of  legal  medicine.  When 
Alfred  returned  to  Montreal  in  1853,  juris- 
prudence was  dropped  from  the  title  page. 

An  even  greater  attraction  were  the  reports 
of  “Clinical  Lectures  on  Diseases  of  Women 
and  Children”  by  Dr.  Gunning  S.  Bedford  of 
New  York  University.  These  were  reported 
to  the  Lancet  by  various  medical  students. 
They  were  not  well  edited  and  varied,  de- 
pending on  the  reporter,  from  short,  sketchy 
abstracts  to  flowery  rewritings  of  the  students’ 
notes.  These  lectures  appeared  in  almost 
every  issue  of  the  journal  until  1855,  when 
Dr.  Bedford  published  a book  on  the  subject. 
This  marks  the  beginning  of  the  Lancet’s  de- 
cline. 

In  addition  to  these  lectures,  the  Lancet 
contained  occasional  articles  by  other  authors 
and  numerous  articles  by  the  several  doctors 
of  the  Nelson  family.  The  rest  of  its  pages 
were  taken  up  with  letters  from  readers,  ab- 
stracts from  other  journals,  editorials,  and 
whatever  miscellaneous  matter  Dr.  Nelson 
chose  to  throw  in. 

Some  of  this  miscellaneous  matter  seems 
singularly  out  of  place  in  a medical  journal. 
For  example:  “Coffee  is  largely  adulterated 
with  corn,  peas,  potato-flour  and  rye,  chest- 
nuts, acorns,  etc.,  and  to  give  it  a high  and  rich 
color  sugar  is  burnt  with  these  substances. 
Purchase  the  raw  coffee,  burn  and  prepare  it, 
and  you  will  avoid  the  imposition.” 

There  is  neither  time  nor  space  enough  in 
this  paper  to  detail  the  medical  and  scientific 
matter  that  the  Lancet  contained.  It  was  no 
different  from  the  common  medical  knowledge 
of  the  period  which  has  been  amply  presented 
by  other  writers.  One  item,  however,  a re- 
print from  the  London  Lancet  of  March,  1851, 
is  worthy  of  note.  It  is  as  follows: 

“The  formation  of  cancerous  growths  will 
be  retarded  by  the  application  of  cold  and, 
were  it  at  all  possible  to  bring  down  the  tem- 
perature of  an  entire  growth  below  the 
vegetating  point,  it  would  inevitably  be 
killed.  Apply  . . . . V2  pound  of  broken  ice, 
with  y4  pound  of  common  salt  ....  keeping  it 
on  for  five  minutes.  The  skin  becomes  white 

in  a few  seconds The  sore  on  the  breast 

becomes  clean  and  even  healthy  in  appear- 
ance.” 

Last  year  the  refrigeration  treatment  of 
cancer  was  reintroduced.  Yet,  it  was  prac- 
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ticed  (not  quite  so  vigorously)  one  hundred 
years  ago.  To  the  historian  nothing  is  en- 
tirely new. 

The  nineteenth  century  was  a troublous 
time  for  doctors.  Suits  for  malpractice  in 
the  case  of  fractures  were  apparently  common. 
At  any  rate,  they  worried  Dr.  Nelson  enough 
so  that  he  devised  an  indemnity  bond.  In 
this  bond  the  patient  agreed  to  refrain  from 
suits,  actions,  and  judgments  against  the 
physician.  If  the  patient  or  his  legal  repre- 
sentative would  not  sign  such  a bond,  Nelson 
refused  to  take  the  case.  He  frequently  pub- 
lished the  bond  in  the  Lancet  as  a warning  and 
example  to  other  physicians. 

One  of  the  most  interesting  features  of  the 
Lancet  is  the  editorial  department.  Horace 
Nelson  was  a fighter.  He  carried  on  a con- 
tinual editorial  battle  with  doctors  all  over 
the  country.  Most  of  his  opponents  were  the 
editors  of  other  medical  journals,  but  he  also 
found  time  to  criticize  book  reviewers,  pro- 
fessors, druggists,  lawyers,  and  many  others. 
Practically  every  issue  of  the  Lancet  contains 
at  least  one  angry  or  sarcastic  editorial.  Nel- 
son was  not  a man  who  could  hold  his  tongue. 
On  the  contrary,  he  seemed  to  take  a perverse 
delight  in  exposing  himself  to  battle.  His 
greatest  joy  was  to  take  a righteous  stand  and 
then  fire  away — it  did  not  matter  whom  the 
bullets  hit. 

The  most  lengthy  and  vicious  campaign 
was  directed  against  David  M.  Reese,  of 
New  York.  Reese  had  once  been  a minister 
but  had  left  this  profession  (Nelson  says,  he 
was  thrown  out).  He  obtained  a medical 
degree  and  began  to  publish  a journal,  The 
New  York  Medical  Gazette.  His  particular 
enemies  were  the  teachers  at  New  York  Uni- 
versity— especially  Dr.  Valentine  Mott.  Now, 
Nelson  was  an  alumnus  of  New  York  Uni- 
versity and  a former  pupil  of  Mott’s.  Natur- 
ally he  sprang  to  the  defense.  Reese  had  some 
friends  who  did  not  agree  with  Nelson,  and 
so  the  weary  battle  dragged  itself  through  all 
twelve  volumes  of  the  Lancet. 

Another  of  Dr.  Nelson’s  pet  hates  was  the 
American  Medical  Association.  Thus,  he  be- 
gins one  editorial:  “The  Association  met  in 
St.  Louis,  on  the  2nd  day  of  May,  and  con- 
tinued two  days  in  Session.  As  usual,  nothing 


of  any  importance  was  transacted,  and  as  we 
can  better  employ  some  half  dozen  pages  than 
by  copying  the  proceedings  we  will  give  a 
short  abstract  of  what  was  done,  leaving  our 
Readers  easily  to  find  out  what  should  have 
been  done.” 

In  the  last  few  issues  of  the  Lancet  the 
editor  describes  a case  that  not  only  shows  his 
nature  but  also  gives  a clue  to  the  character 
of  the  period  in  which  he  lived.  He  was  called 
by  the  coroner  to  examine  the  body  of  a man 
who  had  died  two  months  after  receiving  a 
head  injury.  Dr.  Nelson  asserted  that  the 
patient  had  died  not  from  the  injury  but  be- 
cause he  had  been  “very  unscientifically  and 
injudiciously  treated.”  Not  only  did  he  tell 
the  coroner  this;  he  published  it  in  the  Lancet 
(naming  the  doctor  whom  he  accused),  and  he 
appeared  at  the  trial  as  a witness  for  the  man 
who  struck  the  blow.  The  prisoner  received 
a sentence  of  only  three  years  as  a result  of 
this  testimony.  Naturally,  this  did  not  in- 
crease Nelson’s  popularity  with  the  medical 
profession  of  Plattsburg,  and  it  may  be  one 
of  the  reasons  why  he  left  that  city,  two  years 
later,  for  Montreal. 

Conclusion 

This  is  the  story  of  an  active  and  restless 
man — a man  who  had  to  be  always  doing 
something.  He  was  a bold  man  who  took 
“Truth  Without  Fear”  for  his  motto  and 
tried  to  five  up  to  it.  But  it  is  more  than  the 
story  of  a man;  it  is  the  story  of  an  age  in 
medical  history — the  nineteenth  century. 

The  nineteenth  century  was  a turbulent, 
hurly-burly  century.  It  was  a period  of  great 
vigor  and  expansion,  with  all  the  strife  and 
tribulation  that  accompany  growth.  It  saw 
the  rise  and  fall  of  many  medical  schools  and 
many  journals.  It  was  a time  of  outspoken 
acrimonious  debate.  American  medicine  was 
having  growing  pains. 

The  story  of  Horace  Nelson  and  his  Lancet 
is,  I think,  the  story  of  the  nineteenth  century. 

I wish  to  acknowledge  the  helpful  assist- 
ance of  Miss  Maude  E.  Nesbit  of  the  New 
York  State  Medical  Library  and  Dr.  W.  W. 
Francis  of  the  Osier  Library,  McGill  Uni- 
versity. 
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Case  Report 

REPORT  OF  A CASE  OF  PNEUMOCOCCUS  TYPE  XVIII  MENINGITIS 
COMPLICATED  BY  SO-CALLED  “SILENT  MASTOID” 

James  M.  Dobbins,  M.D.,  F.A.A.P.,  and  Michael  A.  Brescia,  M.D.,  Long  Island  City, 

Queens,  New  York 


TT  WAS  thought  pertinent  to  report  this  case 

of  Pneumococcus  type  XVIII  meningitis  be- 
cause it  presents  some  interesting  features  re- 
garding the  course  of  the  disease  which  lend 
themselves  to  speculation  concerning  additional 
procedures  that  may  have  been  followed.  This 
case  of  pneumococcic  meningitis  was  treated  ex- 
tensively with  sulfapyridine  and  specific  serum. 

Case  Report 

J.  L.  B.,  a boy,  aged  8 months,  had  Pneumo- 
coccus type  XVIII  meningitis. 

Past  and  Family  History. — The  child  was 
bom  spontaneously  at  full  term;  he  was  an  only 
child  and  his  parents  were  living  and  well.  He 
had  never  been  ill  and  was  well  until  the  onset  of 
the  present  illness  on  July  13,  1940. 

Present  Illness. — At  about  8:00  a.m.  on  July 
13  the  parents  noted  that  the  child  had  a temper- 
ature, was  breathing  rapidly,  and  was  less  play- 
ful than  usual.  At  about  noon  of  the  following 
day  the  child  began  to  have  convulsions  involving 
mainly  the  right  side,  and  soon  the  convulsions 
became  generalized,  at  which  time  the  child 
was  hospitalized. 

Physical  Examination  on  Admission. — The 
child  was  well  nourished  and  well  developed  and 
appeared  acutely  ill  and  pale.  The  respirations 
were  rapid.  The  hands,  arms,  and  legs  moved 
continuously  in  an  uncoordinated  manner. 
There  was  slight  opisthotonos  and  the  neck  was 
somewhat  rigid.  The  abdomen  was  soft,  with 
no  palpable  masses;  the  skin,  clear;  the  throat, 
reddened.  The  pupils  reacted  to  light  sluggishly. 
Coarse  moist  rales  could  be  heard  at  the  right 
base  of  the  chest.  Both  eardrums  were  injected 
and  Kernig’s  signs  were  negative;  the  neck 
Brudzinski  was  positive  and  the  Babinski, 
doubtful.  The  patellar  reflexes  were  active. 
The  impression  on  admission  was:  (1)  lobar 

pneumonia,  (2)  acute  tonsillitis,  and  (3)  bilateral 
acute  catarrhal  otitis  media. 

The  following  day  the  child  had  generalized 
convulsions  with  clonic  twitchings  of  the  right 
arm  and  deviation  of  the  eyes  to  the  right.  The 
neck  was  more  rigid.  A spinal  tap  done  at  this 
time  revealed  cloudly  fluid  and  the  culture 
yielded  Pneumococcus  type  XVIII.  This  same 
organism  was  also  recovered  from  the  blood. 

Treatment  (see  Chart  1). — The  child  was  on 
sulfapyridine  by  mouth  for  the  first  eleven  days 
in  the  hospital  and,  in  addition,  received  for  five 
days  sulfapyridine  intrathecafly  as  2 per  cent 
solution  of  the  sodium  salt.  At  the  same  time 

Case  presented  at  the  Pediatric  Staff  Conference, 
October  7,  1940. 

From  the  pediatric  service  of  Dr.  J.  M.  Dobbins,  St. 
John’s  Hospital;  attending  pediatrician  and  assistant 
attending  pediatrician,  respectively. 


the  child  was  given  specific  concentrated  anti- 
pneumococcus rabbit  serum*  intramuscularly, 
intrathecafly,  and  one  dose  intravenously.  Sul- 
fathiazole  was  given  for  three  days  when 
Staphylococcus  hemolyticus  was  reported  from 
the  right  ear  culture.  In  all,  the  child  received 
843.5  grains  of  sulfapyridine  (orally  798  grains; 
intrathecafly  30.5  grains,  as  2 per  cent  solution 
of  the  sodium  salt;  and  intravenously  15  grains, 
as  5 per  cent  solution  of  the  sodium  salt)  and  180 
grains  of  sulfathiazole  (by  mouth  only).  In 
addition  to  the  sulfonamide  compounds,  this 
child  received  a total  of  1,215,000  units  of  specific 
concentrated  rabbit  serum  (intramuscularly, 
650,000  units;  intrathecafly,  540,000  units;  and 
intravenously,  25,000  units). 

A paracentesis  of  the  right  eardrum  was  per- 
formed on  July  14  and  again  on  the  eighteenth, 
yielding  blood  each  time.  The  left  ear  and  mas- 
toid were  considered  normal  by  the  ear  de- 
partment. A right  mastoidectomy  was  done  on 
July  29.  The  mastoid  appeared  to  be  normal  at 
operation.  Culture  from  pus  of  the  middle  ear 
at  operation  showed  Pneumococcus  type  XVIII. 
The  child  received  two  blood  transfusions  and 
other  supportive  therapy  as  indicated. 

Course. — The  boy  seemed  to  be  improving 
under  the  treatment  of  sulfapyridine  and  specific 
serum  until  July  21  when  his  condition  became 
critical.  He  continued  to  become  worse  after  this 
date.  Difficulty  in  deglutition  was  noted,  and 
feeding  and  medication  were  given  by  gavage. 
A right  mastoidectomy  was  advised  because  of 
the  downhill  course  in  spite  of  what  appeared  to 
be  adequate  therapy,  but  this  was  opposed  be- 
cause of  the  precarious  condition  of  the  patient 
and  the  “lack”  of  patent  clinical  evidence  of 
mastoiditis.  However,  after  roentgenologic 
studies  of  the  mastoids  indicated  what  was 
thought  to  be  a right  mastoiditis,  the  right  mas- 
toid was  opened  on  July  29  and  was  found  to  be 
normal.  The  operation  had  no  apparent  effect 
on  the  course  of  the  disease.  The  condition  re- 
mained the  same  notwithstanding  all  therapy, 
and  the  child  finally  died  on  August  10,  the 
twenty-ninth  day  of  illness. 

In  spite  of  the  large  doses  of  the  sulfonamide 
compounds  used  in  this  case  (an  infant  of  about 
15  pounds)  there  was  no  vomiting,  cyanosis,  or 
other  disturbing  symptom  that  could  be  at- 
tributed to  the  exhibition  of  the  drugs. 

Laboratory. — The  results  of  blood  counts, 
spinal  and  blood  cultures,  and  the  sulfapyridine 
determinations  of  the  blood  and  spinal  fluid  are 
noted  on  Chart  1.  The  urine  findings  were  nega- 
tive. The  microscopic  spinal  fluid  examinations 
always  revealed  large  numbers  of  white  blood 


* The  antipneumococcus  serum  used  was  obtained 
from  the  Department  of  Health,  City  of  New  York. 
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CHART  1 


ABBREVIATIONS 

Ti — Transfusion  175  cc.  of  citrated  whole  blood. 

T2 — Transfusion  180  cc.  of  citrated  whole  blood. 

0 — Right  mastoidectomy. 

S.S.L. — Sulfapyridine  level  in  spinal  fluid. 

B.S.L. — Sulfapyridine  level  in  blood. 

SULFAPYRIDINE 
Oral  ( ■)  798  grains. 

Intrathecal  ( ) 30.5  grains  (as  a 2 per  cent  solution  of  sodium  salt). 

Intravenous  (-•-•-•)  15  grains  (as  a 5 per  cent  solution  of  sodium  salt) . 
Total — 843.5  grains. 

SULFATHIAZOLE 


Oral  ( ) 180  grains. 

BLOOD  COUNTS 

Hemoglobin, 

W.B.C. 
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cells  with  polymorphonuclears  predominating. 

X-Rays  of  Mastoids  ( July  27 , 1940). — X-rays 
showed  a thickening  of  the  sinus  plate  of  the 
right  mastoid  with  localized  rarefaction  within 
the  periantral  cells.  The  left  mastoid  was  nor- 
mal. The  findings  indicated  right  mastoiditis. 

Autopsy 

Brain. — Pia  mater  and  dura  were  adherent. 
There  was  an  enormous  amount  of  thick  yellow 
pus  present  over  the  entire  brain  which  appeared 
to  be  organizing  at  the  base.  There  was  moder- 
ate internal  hydrocephalus  and  the  ventricles 
contained  cloudy  fluid. 

Cranial  Surfaces. — Both  mastoids  appeared 
to  be  normal,  and  both  lateral  sinuses  were  nor- 
mal and  without  thrombi.  Removal  of  the  left 
temporal  bone  showed  the  middle  and  inner  ear 
to  be  filled  with  thick  yellowish  purulent  exu- 
date. The  ossicular  chain  was  completely  sur- 
rounded, exudate  filling  the  entire  cavity.  No 
evidence  of  exudate  was  found  in  the  region  of 
the  left  internal  auditory  meatus;  there  was  no 
localized  cerebellar  or  subdural  abscess  over  the 
petrous  portion  of  the  temporal  bone.  The  mas- 
toid portion  of  the  left  temporal  bone  was  ne- 
crotic. The  right  mastoid  area  was  entirely  nor- 
mal. 

Anatomic  Diagnosis. — (1)  Acute  suppurative 
otitis  media,  left;  (2)  acute  suppurative  mas- 
toiditis, left;  (3)  Pneumococcus  type  XVIII 
meningitis;  and  (4)  acute  parenchymatous  de- 
generation of  the  liver. 

Discussion 

One  always  appears  to  be  the  wiser  in  retro- 
spection rather  than  in  prospection.  However, 
in  reviewing  this  case  it  appears  that  the  treat- 
ment could  have  been  improved  by  doing  a 
bilateral  mastoidectomy  at  the  first  relapse  de- 
spite normal  findings  by  x-rays  and  the  ear  de- 
partment. This  child  had  received  what  we 
thought  was  adequate  serum  and  drug  therapy 
and  appeared  to  be  on  the  way  to  recovery  when 
there  was  a sharp  turn  for  the  worse  and  the 
child  became  critical.  This  indicated  the  pres- 
ence of  a focus  that  was  feeding  virulent  bacteria 
into  the  system,  and  the  most  likely  site  of  such 
a focus  must  have  been  either  or  both  mastoids 
or  inner  ears.  It  has  been  demonstrated  that 
the  prognosis  in  pneumococcic  meningitis  with  a 
secondary  focus  is  worse  than  in  a so-called  pri- 
mary meningitis1  and  that  the  sulfonamide  com- 
pounds are  not  effective  when  bone  is  involved.2 
One  should  also  bear  in  mind  when  dealing  with 
infants  that  a mastoid  can  be  “silent,”  i.e.,  with- 
out any  apparent  clinical  manifestations  of  mas- 
toiditis, that  x-ray  studies  are  deceptive,  and 
that  with  the  more  recent  use  of  the  sulfonamide 
compounds  there  have  been  many  reports  of 


masking  of  symptoms  of  mastoiditis,  as  may 
have  very  well  occurred  in  this  case. 

This  case  clearly  illustrates  that  greater  em- 
phasis should  be  placed  on  surgery  of  mastoids 
and  that  these  should  be  explored  early  despite 
the  lack  of  either  clinical  or  x-ray  evidence  of 
disease  when  other  nidi  have  been  eliminated. 
The  futility  of  the  sulfonamide  compounds  and 
large  doses  of  type-specific  serum  to  overcome  a 
persistent  focus  of  infection  is  demonstrated. 

No  particular  reaction  in  the  blood  was  noted 
because  of  the  relatively  large  doses  of  sulfa- 
pyridine  and  sulfathiazole.  However,  we  noted 
in  this  case  an  antipyretic  effect,  per  se,  of  sulfa- 
pyridine.  This  has  been  reported  by  many.3 
After  the  first  series  of  sulfapyridine  (see  Chart 
1)  the  temperature  came  down  by  rapid  lysis, 
but  after  the  second  and  third  series  of  sulfa- 
pyridine there  was  a drop  in  temperature  by 
crisis.  The  sulfathiazole  had  no  such  effect  on 
the  temperature. 

Judging  from  the  facts  and  subsequent  course 
in  this  case,  it  appears  definitely  to  be  clear  that 
surgery  of  the  mastoids  must  be  resorted  to  early 
in  similar  cases  even  before  clinical  evidence  of 
mastoiditis  is  present.  This  is  further  confirmed 
by  the  lack  of  benefit  from  any  form  of  therapy. 
It  is  our  opinion  that  closer  teamwork  by  a lim- 
ited group  specializing  in  the  treatment  of  this 
disease  will  offer  greater  success. 

Summary 

1.  A case  of  Pneumococcus  type  XVIII 
meningitis  is  presented. 

2.  The  advisability  of  early  attack  of  second- 
ary foci  whenever  suspected  in  cases  of  pneumo- 
coccic meningitis  is  discussed. 

3.  A fatal  result  was  obtained  in  spite  of  the 
use  of  large  amounts  of  specific  serum  and  sulfa- 
pyridine. 


We  wish  to  express  our  appreciation  for  the 
advice  and  many  valuable  suggestions  given  to 
us  by  Dr.  Josephine  B.  Neal  in  the  treatment  of 
this  case. 
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Pain  is  the  fire  alarm  of  danger,  but  stopping 
the  alarm  does  not  put  out  the  fire. 

—Pennsylvania  M.  J. 


Our  idea  of  sweet  revenge  is  a chiropractor 
giving  an  adjustment  to  the  dentist  who  pulled 
the  wrong  tooth  for  him.  — Tile  and  TiU 


Diagnosis 


CLINICOPATHOLOGIC  CONFERENCES 

Departments  of  Medicine  and  Pathology,  New  York  Post-Graduate  Medical 
School  and  Hospital,  Columbia  University 


Date:  May  20,  1941 
Presiding:  Dr.  Carl  H.  Greene 

History 

Dr.  Robert  McGrath:  A 42-year-old 
single  woman  was  admitted  to  the  hospital 
on  December  31,  1940,  and  died  on  February 
10,  1941.  Her  family  history  and  past  his- 
tory were  negative  with  the  exception  of  a 
subtotal  thyroidectomy  for  hyperthyroidism 
in  1932.  The  present  illness  began  two  and 
one-half  years  prior  to  admission  when  she 
noticed  stiffness  in  the  joints  of  the  hands  and 
feet.  She  was  treated  by  her  family  physi- 
cian for  one  month  with  complete  relief.  One 
year  later  stiffness  involving  the  feet,  knees, 
hips,  shoulders,  elbows,  and  hands  recurred. 
There  was  no  swelling  or  redness  of  any  of 
these  joints.  Despite  the  administration  of 
thyroid  extract  and  a series  of  injections,  some 
of  the  finger  joints  became  swollen  during  this 
period.  At  the  end  of  three  months  she  had 
again  completely  recovered  and  remained  well 
for  about  one  year.  Three  months  before  ad- 
mission there  was  a recurrence  of  the  same 
symptoms  accompanied  by  moderate  pain. 
She  had  lost  16  pounds  during  this  period. 
There  was  no  history  of  fever. 

On  admission  to  the  hospital  her  tempera- 
ture was  101  F.  (38.5  C.) ; pulse,  80  per  min- 
ute; and  respirations,  20  per  minute.  Physi- 
cal examination  showed  a well-developed, 
although  somewhat  thin  woman  not  appear- 
ing acutely  ill.  The  skin  was  of  normal  color 
and  texture.  Pyorrhea  was  present,  and  the 
tonsils  looked  chronically  infected.  The 
lungs  were  clear.  A soft  systolic  murmur 
heard  at  the  apex  was  not  transmitted.  Regu- 
lar sinus  rhythm  was  present,  and  the  blood 
pressure  was  120/80  mm.  Hg.  Active  move- 
ment of  the  involved  joints  was  painful,  but 
careful  passive  movements  caused  little  or  no 
discomfort.  Questionable  swelling  of  the 
wrist  and  interphalangeal  joints  was  noted. 
The  remaining  joints  were  normal  in  appear- 
ance. An  orthopaedic  consultant  reported 
limited  internal  and  external  rotation  of  both 
shoulders.  Vascular,  neurologic,  and  gyne- 
cologic examinations  were  normal. 


Course  in  the  Hospital. — On  the  day  of  ad- 
mission, 10  mg.  of  aurothioglucose  was  given 
intramuscularly.  On  the  same  day  the  leu- 
kocyte count  was  3,600  per  cubic  millimeter 
with  87  per  cent  neutrophils.  The  red  cells 
numbered  3,850,000  per  cubic  millimeter,  and 
there  were  13  Gm.  of  hemoglobin.  A letter 
subsequently  received  from  her  physician 
stated  that  two  months  prior  to  admission 
her  leukocytes  totaled  3,800  per  cubic  milli- 
meter and  the  basal  metabolic  rate  was  —13. 
Thyroid  extract  had  been  prescribed. 

A week  after  admission  the  leukocyte  count 
dropped  to  1,850  per  cubic  millimeter  with  72 
per  cent  neutrophils.  Ten  cubic  centimeters 
of  pentonucleotide  was  given  intramuscularly, 
and  a severe  febrile  reaction  followed.  Daily 
leukocyte  counts  ranged  between  900  and 
2,450  per  cubic  millimeter,  of  which  75  per 
cent  were  neutrophils  and  25  per  cent  were 
lymphocytes.  Some  of  the  neutrophils  showed 
toxic  granulations.  Sixteen  days  after  ad- 
mission a sternal  bone  marrow  biopsy  showed 
a slight  increase  in  the  plasma  cells.  A lymph 
gland  was  removed  from  the  left  axilla,  and 
normal  histologic  structure  was  found  on 
microscopic  examination.  On  the  following 
day,  impaired  resonance,  bronchovesicular 
breathing,  and  crepitant  rales  were  noted  at 
the  right  base  associated  with  herpes  labialis. 
An  x-ray  of  the  chest  was  suggestive  of  a 
pneumonic  infiltration  in  the  right  lower 
lobe. 

From  this  time  on  the  patient  had  a febrile 
course  (102  and  103  F.)  associated  with  chang- 
ing pulmonary  signs  at  both  bases.  Blood 
pressure  readings  were  consistently  low  during 
this  period,  averaging  88/50  mm.  Hg.  Treat- 
ment was  symptomatic,  consisting  of  vitamin 
B complex,  yellow  bone  marrow,  liver  extract, 
and  a series  of  blood  transfusions.  One  month 
after  admission  an  x-ray  of  the  chest  showed  a 
possible  bronchiectatic  lesion  in  the  central 
portion  of  the  right  lower  lobe.  The  patient 
went  rapidly  downhill  with  signs  of  consolida- 
tion at  both  bases.  No  pneumococci  or  tuber- 
cle bacilli  were  found  in  the  sputum.  The 
leukocyte  count  increased  to  5,600  with  90  per 
cent  neutrophils.  Despite  sulfadiazine  ther- 
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apy  (6  Gm.  daily)  the  patient  expired  on  the 
forty-second  hospital  day. 

Laboratory  Data . — Frequent  examinations 
of  the  urine  were  normal.  No  Bence-Jones 
protein  was  found.  Stools  were  negative  for 
occult  blood,  ova,  and  parasites,  and  culture 
revealed  a normal  flora.  The  blood  urea  ni- 
trogen, uric  acid,  sugar,  chlorides,  calcium, 
and  phosphorus  were  all  within  the  normal 
limits.  Serum  cholesterol  was  85  mg.  per 
hundred  cubic  centimeters  with  esters  of 
45  mg.  per  hundred  cubic  centimeters.  The 
serum  proteins  totaled  6.1  Gm.  per  hundred 
cubic  centimeters,  but  the  A/G  ratio  was  in- 
verted, the  albumin  fraction  being  2.9  Gm. 
and  the  globulin,  3.2  Gm.  There  was  20  per 
cent  retention  of  bromsulfalein  one  hour  after 
the  administration  of  5 mg.  per  kilogram  of 
body  weight.  Serologic  examination  for 
syphilis  was  negative.  Westergren  sedimen- 
tation rates  varied  between  13  and  20  mm. 
per  hour.  X-ray  studies  of  the  long  bones, 
pelvis,  and  skull  were  negative.  The  elec- 
trocardiogram and  basal  metabolic  rate  were 
within  normal  limits.  Sputum  cultures 
showed  a predominance  of  Staphylococcus 
aureus,  and  on  one  occasion  yeast  cells  were 
present.  Agglutination  tests  for  the  enteric 
fevers,  brucellosis,  tularemia,  and  typhus  were 
all  negative.  Repeated  blood  cultures  showed 
no  growth.  Intradermal  tests  with  tuberculin 
and  brucellergin  were  negative.  A Weltmann 
test  showed  a band  of  5.  Hanger’s  cephalin 
test  was  4 plus.  Erythrocyte  fragility  and 
heterophilic  antibody  tests  were  normal. 

Discussion 

Dr.  Edward  F.  Hartung  : In  a case  of  this 
sort  one  may  select  the  outstanding  finding 
and  then  classify  the  possibilities  explaining 
this  particular  finding.  The  leukopenia  was 
an  outstanding  finding  in  this  patient.  There 
are  many  causes  of  leukopenia,  but  I will 
mention  only  a few.  Most  of  them  have  been 
ruled  out  by  the  thorough  laboratory  study  of 
this  case — typhoid  fever,  for  example.  An- 
other possibility  is  undulant  fever,  which 
might  give  arthralgia  or  even  arthritis.  The 
points  against  this  diagnosis  are  the  negative 
agglutination  tests  and  the  low  mortality  rate 
of  undulant  fever,  so  I think  it  would  be  diffi- 
cult to  defend  this  as  a diagnosis.  The  virus 
diseases  also  cause  a leukopenia,  but  their 
course  is  usually  of  short  duration.  Toxic  drug 
reactions  may  result  in  leukopenia.  The 
medication  prescribed  for  the  arthritis  in  this 
case  may  have  been  the  etiologic  factor.  Pyr- 
amidon,  the  sulfonamide  group,  arsenic  and 


gold  medicaments  commonly  used  in  the  treat- 
ment of  arthritis  may  all  cause  bone  marrow 
changes.  An  interesting  phase  of  the  leu- 
kopenia in  this  case  was  the  drop  in  the  ab- 
solute number  of  both  neutrophils  and  lym- 
phocytes. This  feature  does  not  fit  in  with  a 
diagnosis  of  agranulocytic  angina.  Felty’s 
syndrome — consisting  of  arthritis,  spleno- 
megaly, and  leukopenia — is  another  possibility. 

Of  the  above-mentioned  causes  of  leuko- 
penia, there  are  three  that  should  be  con- 
sidered in  the  differential  diagnosis  of  this 
case.  These  are  rheumatoid  arthritis  fol- 
lowed by  (1)  toxic  hepatitis  due  to  drugs, 
(2)  Felty’s  syndrome,  and  (3)  undulant  fever. 

In  my  opinion  the  patient  had  rheumatoid 
arthritis.  She  was  seen  in  the  dispensary,  and 
it  was  the  impression  then  that  there  were 
some  objective  signs  of  arthritis  in  the  joints. 
The  fever,  hyperglobulinemia,  hypocholester- 
olemia,  and  a Weltmann  band  of  5 favor  the 
presence  of  an  inflammatory  process.  The 
relative  increase  of  plasma  cells  in  the  bone 
marrow  and  the  presence  of  toxic  granulation 
in  the  neutrophils  and  the  leukopenia  indi- 
cate a toxic  effect  on  the  bone  marrow.  The 
patient  was  treated  by  her  local  physician  for 
arthritis,  and  he  may  have  used  arsenic,  gold, 
or  one  of  the  sulfonamide  group  which  would 
result  in  bone  marrow  irritation  with  or  with- 
out toxic  hepatitis. 

The  abnormal  retention  of  bromsulfalein 
and  the  4 plus  Hanger’s  test  suggest  liver 
damage.  In  arthritic  patients  who  have  liver 
damage  with  an  altered  A/G  ratio,  the  sedi- 
mentation rate  is  usually  normal.  When  the 
sedimentation  rate  in  patients  on  gold  ther- 
apy decreases  suddenly,  we  think  of  a toxic 
hepatitis. 

The  absence  of  splenomegaly  makes  the 
diagnosis  of  Felty’s  syndrome  unlikely.  Un- 
dulant fever  is  ruled  out  by  the  negative  ag- 
glutination and  intradermal  tests. 

Dr.  Hartung’s  Diagnoses 

Rheumatoid  arthritis  with  hepatitis  and 
leukopenia  of  toxic  origin. 

Bronchopneumonia,  terminal. 

Dr.  Greene  : Is  there  any  other  discussion 
before  the  pathologist  gives  his  report?  The 
impaired  bromsulfalein  test,  the  positive 
Hanger’s  test,  and  the  hypocholesterolemia 
indicate  liver  damage  despite  the  normal  ic- 
teric index. 

Dr.  Herbert  K.  Ensworth:  This  pa- 
tient’s chest  findings  were  always  more 
marked  on  physical  examination  than  the 
x-ray  showed. 
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Dr.  Maurice  N.  Richter:  I should  like 
to  ask  whether  or  not  skin  lesions  were  ever 
noted. 

Dr.  McGrath:  There  was  no  history  of 
skin  eruptions,  and  none  were  noted  on  physi- 
cal examination. 

Pathology 

Dr.  Richter:  The  gross  lesions  found  at 
autopsy  were  not  so  striking  as  the  clinical 
features  would  lead  one  to  expect.  In  the 
lungs  there  were  areas  of  lobular  pneumonia 
and  edema.  There  was  thickening  of  the  pleu- 
rae, and  fluid  was  present  in  each  pleural 
cavity.  The  liver  and  kidneys  were  congested. 
In  the  heart  a small  area  of  thickening  was 
found  in  the  ventricular  endocardium  beneath 
the  mitral  valve.  The  other  organs  showed 
no  gross  features  of  interest. 

In  contrast  to  the  gross  findings,  the  micro- 
scopic changes  were  of  great  interest,  the  most 
important  ones  being  in  the  heart.  Here, 
there  were  areas  of  cellular  infiltration  in  the 
myocardium  between  the  muscle  bundles. 
The  cells  appeared  to  be  lymphocytes  and 
mononuclear  cells.  These  cells  and  cell  col- 
lections were  not  the  same  as  in  rheumatic 
fever  and  were  not  necessarily  related  to  blood 
vessels.  They  formed  linear  cell  arrangements 
in  the  interstitial  tissues  of  the  myocardium. 

In  addition  to  the  presence  of  the  cells, 
there  was  a change  in  the  appearance  of  the 
collagenous  fibers.  They  seemed  coarser  than 
usual  and  slightly  more  basophilic.  With 
azure-eosin  they  became  differentiated  more 
slowly  than  normal  collagen  fibers  and  were, 
therefore,  more  clearly  demonstrated. 

The  only  other  vascular  lesion  found  was  in 
one  of  the  periadrenal  arteries.  A small  de- 
generative lesion  with  cellular  infiltration,  not 
unlike  the  lesion  of  diffuse  vascular  diseases 
such  as  periarteritis  or  scleroderma,  was  noted 
in  one  side  of  the  vessel.  This  lesion  was  too 
small  to  classify  accurately. 

In  the  spleen  there  was  a peculiar  arrange- 
ment of  the  connective  tissue  around  the 
arterioles,  forming  concentric  circles  of  colla- 
gen fibers. 

Several  sections  of  voluntary  muscle  were 
examined,  in  only  one  of  which  a lesion  was 
found.  This  consisted  of  a cellular  collection 
in  the  interstitial  tissue  too  small  to  study  ad- 
vantageously. 

The  thyroid  gland  showed  a moderate  de- 
gree of  diffuse  hyperplasia  with  areas  of  in- 
volution. This  was  compared  to  sections  of 
the  gland  removed  at  operation  nine  years  be- 
fore and  found  to  be  similar. 


The  lesions  described  are  not  comparable  to 
any  that  I have  seen  before.  Rheumatic 
fever,  interstitial  myocarditis  of  the  usual 
types  and  periarteritis  nodosa  can  be  ruled 
out.  While  the  case  was  under  discussion  in 
the  laboratory,  Dr.  Arthur  C.  Allen  remarked 
that  the  cardiac  and  splenic  lesions  were  simi- 
lar to  those  in  cases  of  lupus  erythematosus 
which  he  had  seen  in  Dr.  Klemperer’s  labora- 
tory. Accordingly,  sections  were  sent  to  Dr. 
Klemperer,  who  confirmed  the  diagnosis  and 
permitted  us  to  study  some  of  his  material. 
Dr.  Klemperer  feels  that  alteration  of  the 
collagenous  tissues  is  the  principal  underlying 
change  in  cases  of  this  type. 

The  lesions  in  the  heart  and  spleen  are  de- 
scribed by  Drs.  Klemperer,  Pollack,  and 
Baehr  in  a recent  paper. 

The  splenic  lesion  in  particular  interested  us, 
since  Dr.  Homer  Kesten  recently  showed  us 
similar  lesions  in  a spleen  removed  surgically 
for  purpura  hemorrhagica.  In  his  case  the 
patient  had  had  a skin  lesion  diagnosed  as 
lupus  erythematosus  thirteen  years  before. 

We  have,  therefore,  made  a diagnosis  of 
lupus  erythematosus.  In  this  connection  it 
is  worth  calling  attention  to  the  fact  that 
symptoms  referable  to  the  joints  and  reduc- 
tion in  the  white  cell  count,  as  seen  in  this  case, 
have  been  noted  in  lupus  erythematosus  be- 
fore. 

Pathologic  Diagnoses 

Interstitial  myocarditis,  lupus  erythemato- 
sus type. 

Acute  arteritis  (periadrenal),  lupus  erythe- 
matosus type. 

Periarterial  fibrosis  of  spleen. 

Lobular  pneumonia,  bilateral. 

Edema  of  lungs. 

Hydrothorax,  bilateral. 

Atelectasis,  right  and  left  lower  lobes. 

Chronic  passive  congestion  of  liver. 

Hyperplasia  of  thyroid  gland. 
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County 

Albany  County 

Dr.  Edward  D.  Churchill  of  the  Harvard 
Medical  School  addressed  the  county  society  on 
October  22  in  the  Albany  College  of  Pharmacy. 
His  subject  was  “Wounds  of  the  Chest.”  The 
woman’s  auxiliary  met  the  same  night  in  the 
auditorium  of  the  Nurses’  Home,  Albany 
Hospital.  Dr.  John  Swan,  of  Rochester,  was 
the  speaker. 

Bronx  County 

The  regular  meeting  of  the  society  was  held 
at  Burnside  Manor,  85  West  Burnside  Avenue, 
on  October  22.  Following  the  executive  session, 
Dr.  Abner  Stern,  president,  delivered  the  in- 
augural address.  The  research  director  of  the 
State  Health  Preparedness  Commission,  Dr. 
John  J.  Bourke,  spoke  on  “Health  Defense  and 
Emergency  Medical  Service  and  Their  Relation 
to  the  General  Defense  Program  in  New  York 
State.” 

The  first  fall  dinner  meeting  of  the  Doctors’ 
Club  was  held  at  the  Park  Royal  Hotel,  West 
73rd  Street,  on  November  9,  at  7:  30  p.m. 

The  Doctors’  Club  was  organized  for  the  cul- 
tural and  social  activities  of  Bronx  doctors. 
Those  interested  in  joining  are  requested  to 
communicate  with  the  president,  Dr.  H.  Silver, 
or  the  secretary,  Dr.  H.  P.  Posner. 

One  of  a series  of  Obstetrical  Conferences, 
conducted  by  the  Maternal  Welfare  Committee 
and  sponsored  by  the  society,  will  be  held  on 
November  19  at  4:00  p.m.  at  the  new  quarters — 
District  Health  Center  Auditorium,  1826  Arthur 
Avenue.  The  Bulletin  announces  that  doctors 
wanting  reminder  cards  of  the  monthly  meetings 
should  send  their  names  to  the  county  society 
offices  and  they  will  be  put  on  a special  mailing 
fist — a good  way  to  boost  attendance. 

Canandaigua  County 

Dr.  A.  W.  Armstrong  spoke  on  “Home  and 
Health”  before  the  county  society  on  October  9. 
Dr.  Frederick  C.  McClellan  was  host  at  Wenna 
Kenna,  with  dinner  served  to  21,  Dr.  J.  F. 
Maltman  presided. 

Dr.  Hubbard  K.  Meyers,  of  Buffalo,  former 
president,  was  among  those  present.  Guests 
were  Dr.  Hans  Hansen  and  Dr.  Parker  G. 
Borden,  Veterans’  Hospital;  Dr.  O.  J.  Mason, 
Farmington;  Dr.  John  Marsh,  Palmyra;  Dr. 
Carl  Smith,  Victor;  Dr.  Ludwig  Mayer,  Man- 
chester; and  Dr.  Frederick  C.  Robbins,  Brigham 
HaU. 

Dr.  Margaret  T.  Ross,  Brigham  Hall,  was 
hostess  on  November  13. 

Dutchess  County 

At  the  county  society  meeting  on  October  15 
a special  committee  was  appointed  to  consider 
the  question  of  whether  or  not  the  children’s 
preventorium  at  Bowne  Memorial  Hospital  will 
be  continued. 

Dr.  A.  L.  Peckham  is  chairman  of  the  com- 
mittee and  other  members  are  Dr.  John  I. 


News 

Cotter,  Dr.  E.  A.  Stoller,  Dr.  Samuel  E.  Appel, 
and  Dr.  A.  A.  Rosenberg. 

The  report  of  the  committee  is  scheduled  to 
be  given  at  the  society’s  meeting  in  November. 

A moving  picture  on  “The  Vitamin  B Com- 
plex” was  shown,  depicting  symptoms  of  de- 
ficiency of  the  vitamin  and  the  effects  of  treat- 
ment. 

Dr.  James  T.  Harrington,  president,  presided. 
Erie  County 

At  the  Fall  Clinical  Day,  held  November  13, 
the  guest  speakers  were  Dr.  Chas.  Gordon  Heyd, 
of  New  York  City,  former  Buffalonian  and 
former  president  of  the  American  Medical 
Association;  Dr.  J.  C.  Meakins,  of  Montreal; 
Dr.  Logan  Clendenning,  of  Kansas  City;  and 
Dr.  Jennings  C.  Litzenberg,  of  Minneapolis. 

The  evening  was  devoted  to  honoring  the 
Buffalo  physicians  with  fifty  years  or  more  of 
practice,  who  are:  Herbert  Beals,  A.  L.  Benedict, 
Alice  Bennett,  Albert  J.  Colton,  J.  Henry  Dowd, 
Sidney  A.  Dunham,  Thomas  F.  Dwyer,  Edgar 

A.  Forsythe,  Lawrence  George  Hanley,  Herman 
E.  Hayd,  George  A.  Himmelsbach,  Jeannette 
Himmelsbach,  F.  Whitehall  Hinkel,  William 
Hoddick,  John  D.  Howland,  Allen  A.  Jones, 
Benjamin  G.  Long,  Eli  H.  Long,  William  H. 
Mansperger,  Salo  Matheus,  Henry  John  Mulford, 
Albert  W.  Persons,  Irving  W.  Potter,  Frank 

B.  Rasbach,  Anna  Reinstein,  Charles  J.  Rey- 
nolds, Charles  A.  Schladermundt,  James  C. 
Spiegel,  Chester  T.  Stewart,  Emil  Tobie,  Frank 
B.  Voght,  James  F.  Whitwell,  James  P.  Wilson, 
and  Harry  A.  Wood. 

Doctors  in  other  communities  are:  William 
Henry  Norrish,  Kenmore;  Frank  Sweetland, 
Angola;  Albert  Erb,  Clarence  Center;  E.  W. 
Buffum,  East  Aurora;  Mark  N.  Brooks  and 
Thomas  B.  Fowler,  Springville;  John  J.  Finerty, 
Derby;  and  Edgar  J.  Foote,  Williamsville. 

Franklin  County 

At  the  county  society’s  annual  meeting  held 
in  Malone  on  October  15  the  following  officers 
were  elected:  Dr.  Frank  F.  Finney,  of  Malone, 
president;  Dr.  Francis  Trudeau,  of  Saranac 
Lake,  vice-president;  Dr.  Daisy  Van  Dyke,  of 
Malone,  secretary-treasurer. 

The  meeting  was  held  in  the  Nurses,  Home  at 
the  Alice  Hyde  Hospital  in  the  afternoon  and 
was  featured  by  a talk  by  Dr.  William  H.  Wehr 
of  the  State  Institute  for  the  Study  of  Malignant 
Diseases  of  Buffalo.  He  told  of  the  newer 
concepts  and  developments  in  operative  methods 
and  treatment  of  cancer. 

A dinner  at  the  Hotel  Franklin  concluded  the 
meeting. 

Greene  County 

At  the  annual  meeting  of  the  county  society 
held  in  October  the  following  officers  were  elected: 
Dr.  William  V.  Wax,  of  Catskill,  president; 
Dr.  Elisha  B.  Van  Deusen,  vice-president;  Dr. 
Wm.  M.  Rapp,  secretary;  Dr.  Mahlon  H, 
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Atkinson,  treasurer.  Dr.  Percy  G.  Waller  was 
named  chairman  of  the  legislative  committee; 
Dr.  T.  Earl  McQuade,  chairman  of  public  rela- 
tions; Dr.  Kenneth  F.  Bott,  Greenville,  delegate 
to  the  State  Society;  and  Dr.  William  A.  Petry, 
alternate. 

Herkimer  County 

Dr.  Byron  G.  Shults,  of  Herkimer,  was  nomi- 
nated for  president  of  the  county  society  at  the 
meeting  held  October  14  in  the  Mohawk  Valley 
Country  Club  at  Herkimer.  He  has  been  first 
vice-president.  Other  officers  nominated  were: 
first  vice-president,  Dr.  Nicholas  D.  Lill,  Dolge- 
ville;  second  vice-president,  Dr.  Dominick 
Aloisio,  Herkimer;  third  vice-president,  Dr.  F. 
M.  Neuendorf,  Mohawk;  treasurer,  Dr.  A.  C. 
Fagan,  Herkimer;  secretary,  Dr.  Fred  C.  Savin, 
Little  Falls;  librarian,  Dr.  George  F.  Eveleth, 
Little  Falls;  delegate  to  State  Society  meeting 
in  April,  Dr.  George  A.  Burgin,  Little  Falls. 

Dr.  Sabin  was  nominated  for  his  eighth  term 
as  secretary  and  Dr.  Fagan  has  completed  seven 
terms  as  treasurer. 

The  nominations  were  proposed  by  a com- 
mittee headed  by  Dr.  T.  B.  O’Neil,  of  Ilion. 
Election  will  take  place  at  the  December  meet- 
ing, but  nomination  is  tantamount  to  election. 

Dr.  Shults,  as  first  vice-president,  presided 
over  this  meeting,  in  the  absence  of  Dr.  H. 
Dan  Vickers,  of  Little  Falls,  president,  who  is 
honeymooning  in  South  America. 

The  medical  men  discussed  the  question  of 
fees  for  county  work  and  the  method  of  payment, 
but  they  took  no  action. 

Kings  County 

The  first  series  of  “Lectures  to  the  Laity,” 
sponsored  by  the  Medical  Society  of  the  County 
of  Kings  and  the  Academy  of  Medicine  of  Brook- 
lyn, in  cooperation  with  the  Brooklyn  Institute 
of  Arts  and  Sciences,  will  be  given  this  winter 
in  the  Music  Hall  of  the  Brooklyn  Academy  of 
Music  at  8 : 15  p.m. 

The  series  includes:  “Devils,  Drugs,  and 

Doctors,”  Mr.  Howard  W.  Haggard,  professor, 
Department  of  Applied  Physiology,  Yale  Uni- 
versity, Tuesday,  October  28,  1941.  “Relation 
of  Medicine  to  Crime  Detection,”  Dr.  Thomas 
A.  Gonzales,  chief  medical  examiner,  City  of 
New  York,  Tuesday,  November  25,  1941. 

“What  and  Why  Is  Your  Mind?”  Dr.  Foster 
Kennedy,  professor  of  neurology,  Cornell  Uni- 
versity Medical  College,  Tuesday,  January  27, 
1942.  “The  Man  Within  the  Patient,”  Dr. 
George  Draper,  associate  professor  of  clinical 
medicine,  Columbia  University  Medical  College, 
Tuesday,  February  24,  1942.  “Food,  Faith  and 
Civilization,”  Dr.  Walter  C.  Alvarez,  senior 
consultant  in  medicine,  Mayo  Clinic,  Rochester, 
Minnesota,  Tuesday,  March  24,  1942. 

The  regular  meeting  of  the  Pediatric  Section 
of  the  county  society  will  be  held  on  Monday, 
November  24,  at  8:30  p.m.  at  the  County 
Building,  1313  Bedford  Avenue.  A paper, 
“The  Foot  Problem  in  Children,”  will  be  given 
by  Dr.  Dudley  J.  Morton,  of  New  York  City. 
Dr.  Herbert  C.  Fett,  of  Brooklyn,  will  discuss 
the  paper. 

The  profession  is  cordially  invited  to  this 
meeting. 


The  first  fall  meeting  of  the  county  society 
was  held  on  October  21.  The  speaker  for  the 
scientific  session  was  Dr.  William  P.  Murphy, 
of  Boston.  He  discussed  two  subjects,  “Chronic 
Leukemia”  and  “Esophageal  Hiatus  Hernia.” 
The  latter  subject  is  an  unpublished  paper  of 
particular  interest  to  hematologists,  gastro- 
enterologists, and  general  practitioners.  Dr. 
Murphy  is  consultant  hematologist  at  the 
Melrose  Hospital,  senior  associate  in  medicine 
at  the  Peter  Bent  Brigham  Hospital,  and  asso- 
ciate in  medicine  at  Harvard  University. 

Madison  County 

Dr.  Eugene  W.  Carpenter,  Oneida,  was  named 
president  of  the  county  society  at  the  135th 
annual  meeting  on  October  16  in  Oneida.  He 
succeeds  Dr.  Howard  Beach,  Oneida,  who  pre- 
sided at  the  two  sessions  and  dinner  of  the 
medicos. 

Dr.  Lee  S.  Preston,  Oneida,  and  Dr.  Paul 
Ferrara,  Canastota,  were  renamed  secretary  and 
treasurer,  respectively.  Dr.  Jackson  W.  Thro, 
of  Hamilton,  was  selected  as  vice-president. 

Delegates  to  the  annual  meeting  of  the  New  j 
York  State  Medical  Society  are  Dr.  Carpenter  ' 
and  Dr.  Beach.  Dr.  Otto  Pfaff,  dean  of  the 
Oneida  Medical  Society,  was  reappointed  to  the 
board  of  censors.  Other  members  are  Dr. 
Robert  L.  Crockett,  Oneida,  and  Dr.  O.  H. 
Langworthy,  Hamilton. 

Speaking  on  the  medical  preparedness  in  na- 
tional defense,  Dr.  John  J.  Bourke,  research 
director  of  the  New  York  State  Department  of  j 
Health,  outlined  the  emergency  medical  service 
for  the  state. 

Dr.  E.  C.  Hughes,  Syracuse,  presented  a 
paper  at  the  evening  session  on  “Relationship  of 
the  Thyroid  and  Adrenal  Glands  to  Toxemias  i 
of  Pregnancy.  Colored  slides  on  “Skin  Lesions” 
were  shown  and  explained  by  Dr.  Leon  Griggs, 
Syracuse.  Dr.  Beach  gave  a paper  on  “Surgical 
Gallbladder  Cases.” 

Monroe  County 

The  regular  meeting  of  the  county  society  j 
was  held  on  October  21  at  the  Academy  of  ' 
Medicine  in  Rochester. 

Dr.  James  K.  Quigley  was  nominated  to  suc- 
ceed Dr.  C.  Stewart  Nash  as  president  of  the  ' 
Monroe  County  Medical  Society  wheli  it  holds  | 
its  annual  meeting  in  November. 

Other  men  nominated  were:  Dr.  G.  Kirby 
Collier,  vice-president;  Dr.  William  A.  MacVay,  j 
for  re-election  as  secretary;  and  Dr.  John  L. 
Norris,  treasurer.  | 

Nominations  preceded  a discussion  on  food  | 
supplies  and  nutritions  in  France  led  by  Dr. 
John  B.  Youmans  of  Vanderbilt  University 
School  of  Medicine  and  member  of  the  Rocke- 
feller Health  Service  Commission  to  France  from 
December,  1940,  to  June,  1941. 

“To  some  extent,  the  French  nutritional 
laws  may  be  of  help  to  this  country,  if  future 
developments  warrant,”  Dr.  Youmans  de-  j 
dared.  He  said  France  was  still  receiving  food 
from  its  colonies  when  he  left,  but  there  were  ' 
too  many  uncertainties  in  its  development  as  a 
conquered  country  to  tell  what  the  future  might 
hold. 


November  15,  1941] 


MEDICAL  NEWS 


2253 


Montgomery  County 

A regular  meeting  of  the  county  society  was 
held  on  October  14  in  Amsterdam  at  the  Elks 
Club  with  the  president,  Dr.  Julius  Schiller, 
presiding.  New  members  introduced  were  Dr. 
Leonard  Bolognino  and  his  wife,  Dr.  Christine 
Heffernan,  and  Dr.  Daniel  P.  McMahon,  district 
health  officer. 

The  scientific  paper  was  given  by  Dr.  J.  A. 
Dickson,  the  subject  being  “Surgical  Indications 
of  Treatment  of  Peptic  Ulcer.,,  The  paper  was 
discussed  by  Dr.  Welch,  professor  of  surgery  in 
Albany  Medical  College. 

There  followed  a general  discussion  partici- 
pated in  by  members  of  the  society,  after  which 
a buffet  luncheon  was  enjoyed. 

The  following  attended:  Dr.  Julius  Schiller, 
Dr.  Leonard  Bolognino,  Dr.  Christine  Heffernan, 
Dr.  Welch  (Albany),  Dr.  L.  H.  Finch,  Dr. 
Erich  Hausner,  Dr.  James  P.  Curran,  Dr.  Wil- 
liam H.  Seward,  Dr.  Max  Gutmann,  Dr.  E.  C. 
LaPorte,  Dr.  Edwin  B.  Kelly,  Dr.  Peter  J. 
Lucas,  Dr.  J.  A.  Dickson,  Dr.  E.  J.  Collier,  Dr. 
C.  A.  Spence,  Dr.  N.  T.  Lombardi,  Dr.  G.  C. 
Ferguson,  Dr.  Harry  S.  Howard,  Dr.  M.  T. 
Woodhead,  Dr.  J.  B.  Conant,  Dr.  M.  F.  Geruso, 
Dr.  R.  R.  Violyn,  Dr.  Walter  Dreyfuss,  Dr. 
John  G.  Butkus,  Dr.  L.  M.  McGuigan,  Dr.  S. 
L.  Homrighouse,  Dr.  Adam  A.  Kindar,  and 
John  Zeigler. 

Nassau  County 

Dr.  Louis  H.  Bauer  has  been  appointed  head 
of  public  health  and  welfare,  with  Dr.  A.  L. 
Higgins,  deputy  head,  of  the  Nassau  County 
Defense  Council.  Dr.  Earle  Brown,  head  of  the 
county  health  department  is  the  operating  head 
of  the  health  division.  A program  embracing 
practically  every  war  emergency  health  problem 
has  been  worked  out  by  the  Council  with  the 
aid  of  the  County  Health  Department,  the 
Nassau  County  Medical  Society,  and  local 
voluntary  organizations. 

The  plan  as  set  up  by  the  Council  will  include 
surveying  emergency  hospital  facilities,  ambu- 
lance service,  nursing  service,  first  aid,  sanitation, 
immunization,  the  prevention  of  infection  and 
contagion,  and  the  listing  of  available  medical 
supplies.  Under  the  supervision  of  the  medical 
preparedness  committee  of  the  county  society, 
a county-wide  plan  has  been  worked  out  under 
which  every  physician  in  the  county  will  be 
assigned  to  emergency  duty. 

New  York  County 

The  first  meeting  of  the  county  society  for  the 
fall  was  held  at  The  New  York  Academy  of 
Medicine,  October  28.  Dr.  Nathan  B.  Van 
Etten  addressed  the  meeting  on  “Triumphs  of 
Optimism  in  Social  and  Scientific  Medicine, 
1841-1941.”  The  Honorable  Bernard  L.  Shien- 
tag,  Judge,  Supreme  Court,  had  as  his  topic 
“Whither  Medicine?” 

One  of  America’s  greatest  needs,  according  to 
Dr.  Van  Etten,  is  more  average  practitioners  to 
take  care  of  average  patients  and  fewer  medical 
specialists.  He  said  that  most  teachers  in 
medical  schools  are  themselves  specialists  and 
naturally  inspire  their  students  to  follow  their 
example,  with  the  result  that  many  interns  have 
decided  on  specialized  fields  by  the  time  they 


begin  their  internships  and  seem  uninterested 
in  general  clinical  work.  Dr.  Van  Etten  ad- 
vocated the  postponement  of  specialty  teaching 
until  it  is  demanded  by  the  graduate  students. 
He  also  said  that  he  would  like  to  see  many  of 
our  specialists  re-educated  in  general  medicine 
in  order  to  improve  their  appreciation  of  the 
importance  of  coordinated  study  of  the  whole 
patient. 

Justice  Shientag  said  that  while  he  did  not 
favor  any  plan  of  compulsory  health  insurance, 
he  believed  that  the  doctors  might  have  to  face 
the  likelihood  of  such  a system  unless  they  ade- 
quately met  the  problem  of  medical  costs 
in  serious  illness  affecting  low-income  pa- 
tients. 

Dr.  John  C.  A.  Gerster,  for  fifteen  years  chair- 
man of  the  New  York  City  Cancer  Committee, 
received  a testimonial  from  the  American  Society 
for  the  Control  of  Cancer  at  the  committee’s 
fifteenth  annual  dinner  held  at  the  Advertising 
Club  in  New  York  City  last  month.  The 
dinner  preceded  the  opening  of  the  committee’s 
campaign  for  $75,000  for  its  work  in  1942.  In 
an  address  by  Dr.  Frank  E.  Adair,  chairman  of 
the  national  society’s  executive  committee,  he 
said  that  the  proof  of  the  effectiveness  of  any 
such  campaign  can  only  be  ascertained  by  exact 
scientific  studies  of  the  facts  and  that  in  the 
case  of  the  New  York  City  Cancer  Committee 
striking  demonstration  of  effectiveness  is  shown 
by  the  fact  that  in  1920  the  operable  cases  of 
breast  cancer  averaged  eleven  months  and  seven 
days  between  the  patient’s  first  noticing  a lump 
and  her  admission  to  the  hospital  for  treatment. 
In  1940  the  same  type  of  case  averaged  only  four 
months  and  seven  days,  a reduction  of  62  per 
cent  in  lost  time. 

The  Doctors’  Orchestral  Society  has  resumed 
its  regular  weekly  rehearsals  at  the  National 
Hospital  for  Speech  Defects  at  61  Irving  Place. 
Mr.  Fritz  Mahler,  conductor,  directed  the  Na- 
tional Theatre  in  Mannheim,  conducted  the 
Berlin  Radio  Symphony,  Copenhagen  Sym- 
phony, British  Broadcasting  Symphony  Orches- 
tra, and  other  notable  symphonies  in  Stockholm, 
Budapest,  Vienna,  Warsaw,  and  Dresden. 

The  annual  concert  will  be  given  at  Town 
Hall,  New  York  City,  on  May  8,  1942. 

Onondaga  County 

An  experiment  being  conducted  in  Syracuse 
by  the  College  of  Medicine,  Syracuse  University, 
with  a grant  of  the  Josiah  Macy,  Jr.,  Foundation 
of  New  York  City,  has  interested  the  United 
States  Public  Health  Service  to  the  extent  that 
Dr.  Dean  A.  Clark  of  the  research  division  spent 
two  days  in  Syracuse  last  month  looking  into 
the  work,  which  is  being  carried  on  by  Dr. 
Frode  Jensen,  extramural  resident  who  main- 
tains offices  at  University  Hospital,  in  collabora- 
tion with  Dr.  Herman  G.  Weiskotten,  dean  of 
the  college. 

Since  July  1,  1940,  ward  patients  of  University 
Hospital,  upon  being  taken  to  their  homes  after 
treatment  for  medical — not  surgical — illnesses, 
have  been  given  needed  treatment  by  physicians 
under  Dr.  Jensen’s  direction. 

The  purpose  of  this  activity  has  been  to  deter- 
mine whether  this  practice  is  the  best  method  of 
aiding  the  medical  indigent;  it  has  been  sought 
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to  detennine  whether  both  the  community  and 
the  patient  benefit  from  this  procedure. 

The  aid  provided  by  the  foundation  provides 
for  poor  people  the  after-hospital  care  that  those 
able  to  pay  for  medical  service  would  normally 
receive  at  their  own  expense.  The  object  is  to 
improve  the  health  of  the  patient  and  prevent 
the  need  of  further  hospitalization. 

The  objective  of  the  experiment,  according  to 
Dr.  Weiskotten,  is  to  provide  continuity  of 
medical  care  to  save  hospitalization,  both  by 
returning  patients  to  their  homes  earlier  because 
of  available  medical  supervision  and,  by  such 
continued  medical  supervision,  to  prevent  re- 
currence of  disease  and  return  to  the  hospital. 

The  program  is  being  carried  out  with  the  full 
approval  of  the  county  society,  the  Syracuse 
Academy  of  Medicine,  and  the  Syracuse  and 
Onondaga  County  Health  departments. 

Syracuse  psychiatrists  will  be  present  at  the 
free  dispensary  when  Selective  Service  enrollees 
from  Onondaga  County  are  given  medical  exami- 
nations at  the  city  clinic  held  for  military  ex- 
humation. This  was  decided  at  a recent  meet- 
ing of  draft  board  physicians  held  at  the  Syracuse 
State  Psychopathic  Hospital,  with  Dr.  Noble 
R.  Chambers  presiding.  The  meeting  was 
arranged  by  the  Syracuse  mental  hygiene  com- 
mittee in  cooperation  with  the  defense  committee 
of  the  county  society. 

Dr.  Harry  A.  Steckel,  superintendent  of  the 
Psychopathic  Hospital,  told  of  three  men  in- 
ducted into  the  army  who  broke  down  within 
three  months  because  of  psychopathic  conditions 
previously  undetected.  Dr.  Eugene  Davidoff 
said  that  emotional  traits  constituting  a psycho- 
pathic personality  made  some  men  unfit  for 
military  service.  Dr.  H.  B.  Lang,  of  Albany, 
Col.  H.  Gaus,  Dr.  Jerome  Alderman,  Dr.  Eugene 
N.  Boudreau,  Dr.  F.  Ross  Haviland,  Dr.  A.  B. 
Siewers,  and  Dr.  Edward  S.  Van  Duyn  were 
other  speakers. 

Ontario  County 

At  the  annual  meeting  of  the  county  society 
held  at  Canandaigua  on  October  14  the  follow- 
ing members  were  elected:  president,  Dr.  M. 
Eagerton  Deuel,  Geneva;  president-elect,  Dr. 
Adrian  S.  Taylor,  Clifton  Springs;  secretary 
and  treasurer,  Dr.  Daniel  A.  Eiseline,  Shorts- 
ville;  censors,  Dr.  M.  W.  Gasper,  Gorham,  Dr. 
P.  M.  Standish,  Canandaigua,  and  Dr.  A.  M. 
Stewart,  Naples;  delegate,  Dr.  Homer  J. 
Knickerbocker,  Geneva;  and  alternate,  Dr. 
Melville  D.  Dickinson,  Geneva. 

Dr.  Eiseline  was  elected  for  his  forty-fifth 
consecutive  term  as  secretary-treasurer  of  the 
county  society. 

Rensselaer  County 

At  the  county  society’s  first  meeting  of  the 
fall,  held  at  the  Hendrick  Hudson  Hotel  in 
Troy  on  October  14,  Dr.  Joseph  S.  Lawrence, 
of  Albany,  executive  officer  of  the  Medical 
Society  of  the  State  of  New  York,  said  that 
public  health  from  a government  standpoint 
is  here  to  stay  but  planned  and  executed  by 
physicians.  He  said  the  government  desires  a 
widespread  health  program  but  is  giving  indi- 
vidual physicians  the  opportunity  through  the 
county  societies  to  work  out  the  actual  setup. 


St.  Lawrence  County 

The  county  society  held  a meeting  on  October 
14  in  Potsdam  and  elected  Dr.  W.  J.  Baldwin, 
of  Potsdam,  as  president  to  succeed  Dr.  U.  R. 
Plante.  Other  officers  chosen  were:  Dr.  F.  E. 
Clark,  Ogdensburg,  vice-president;  Dr.  Robert 
Reynolds  and  Dr.  J.  McNulty,  both  of  Potsdam, 
re-elected  secretary  and  treasurer;  and  Dr. 
M.  J.  Stearns,  Ogdensburg,  Dr.  Frederick 
Mason,  Massena,  and  Dr.  Robert  Reynolds, 
censors. 

Schenectady  County 

Dr.  William  H.  Meyer,  of  Poughkeepsie, 
director  of  the  Dutchess  County  Maternal 
Health  Center,  spoke  to  members  of  the  county 
society  on  October  16  at  the  Ellis  Hospital  in 
Schenectady  in  commemoration  of  the  twenty- 
fifth  anniversary  of  the  founding  of  the  first 
birth  control  clinic. 

Dr.  Meyer’s  topic  was  “Medical  and  Surgical 
Aspects  of  Birth  Control.”  He  said  he  was 
glad  to  have  an  opportunity  to  endorse  the 
Schenectady  Maternal  Health  Center  and  the 
work  of  the  Schenectady  Maternal  Health 
League.  He  spoke  of  the  work  of  Mrs.  Margaret 
Sanger,  who  founded  the  first  clinic,  and  said 
he  was  proud  to  be  able  to  take  part  in  the 
anniversary  celebration.  According  to  Dr. 
Meyer,  the  local  center  is  playing  an  important 
part  in  community  life. 

Dr.  Norman  D.  Kathan,  medical  director  of 
the  Schenectady  Center,  led  a discussion  that 
followed  Dr.  Meyer’s  talk. 

At  the  Ellis  Hospital  in  Schenectady  on  No- 
vember 13  was  held  a “teaching  day”  on  clinical 
medicine  and  surgery  and  maternal  and  child 
welfare.  Following  the  morning  session,  which 
was  devoted  to  surgery,  medicine,  and  the 
specialties,  there  was  a luncheon  in  the  Nurses’ 
Cafeteria.  Dr.  Charles  E.  Wiedenman,  presi- 
dent of  the  county  society,  opened  the  afternoon 
session,  which  dealt  with  maternal  and  child 
welfare.  Dr.  William  M.  Mallia,  regional  chair- 
man in  obstetrics,  was  chairman  of  the  meet- 
ing. 

Schoharie  County 

Dr.  Roy  G.  S.  Dougall,  of  Cobleskill,  was 
elected  president  of  the  county  society  at  the 
annual  meeting  held  in  Cobleskill  on  October  16. 
Other  officers  are:  vice-president,  Dr.  Leroy 
Becker,  Cobleskill;  secretary,  Dr.  Donald  Lyon, 
Middleburgh;  treasurer,  Dr.  Duncan  L.  Best, 
Middleburgh;  delegate  to  the  State  Society 
meeting,  Dr.  David  W.  Beard,  Cobleskill; 
censor,  Dr.  Joseph  Duell,  Jefferson. 

Scientific  papers  were  given  by  Dr.  John 
Hesslein,  of  Albany;  Dr.  Joseph  Cornell  of 
Schenectady;  and  Dr.  John  Lyon,  of  Albany. 

Steuben  County 

The  county  society  held  a meeting  following 
a dinner  at  the  Hotel  Wagner  in  Bath  on  Oc- 
tober 16.  The  meeting  was  under  the  direction 
of  Dr.  M.  J.  MacFarland,  Homell,  with  Dr. 
George  Peterson  of  Post-Graduate  Hospital, 
New  York  City,  as  the  speaker.  Dr.  Peterson, 
noted  brain  surgeon,  discussed  “Head  Injuries.” 
More  than  35  attended  the  meeting. 
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Suffolk  County 

The  Suffolk  County  Cancer  Committee, 
assisted  by  the  county  society  and  the  County 
Department  of  Health,  recently  mailed  its 
annual  fall  appeal  to  25,000  families  in  Suffolk 
County. 

Dr.  Charles  C.  Murphy,  of  Amityville,  chair- 
man, said  that  as  a result  of  the  educational 
work  of  the  Suffolk  County  Cancer  Committee 
more  cancer  patients  are  now  seeking  medical 
advice  earlier  than  ever  before. 

The  work  of  the  committee  extends  beyond 
education.  X-ray  and  radium  treatments  are 
supplied  to  cancer  patients  who  cannot  afford 
treatments  but  who  are  not  on  county  relief. 
Transportation  for  cancer  patients  to  and  from 
the  clinics  is  provided  when  needed. 

Sullivan  County 

On  November  19  at  the  Lenape  Hotel  in 
Liberty,  the  subject  for  the  lecture,  which  is 
one  of  a series  on  pediatrics,  will  be  “The  New 
York  State  Program  for  the  Rehabilitation  of 
Handicapped  Children”  by  Dr.  Francis  Carr. 

On  November  26  at  the  home  of  Dr.  Harry 
Golembe,  111  Champlin  Avenue,  Liberty,  the 
subject  will  be  “Infectious  Diseases  of  Child- 
hood.” The  speaker,  Dr.  A.  C.  Silverman,  is 
professor  of  clinical  pediatrics,  Syracuse  Uni- 
versity College  of  Medicine. 

Washington  County 

At  the  annual  meeting  of  the  county  society 
held  in  the  Court  House  in  Hudson  Falls  on 
October  14,  Dr.  Elias  W.  Young,  of  Cambridge, 
was  elected  president  to  succeed  Dr.  William 
C.  Cuthbert,  of  Hudson  Falls. 

Dr.  Arthur  E.  Falkenbury,  of  Whitehall,  was 
named  vice-president;  Dr.  Denver  M.  Vickers, 
of  Cambridge,  secretary;  and  Dr.  Charles  A. 
Prescott,  of  Hudson  Falls,  treasurer. 


On  the  board  of  censors  are:  Dr.  Cuthbert, 
of  Hudson  Falls;  Dr.  R.  E.  Borrowman,  of 
Fort  Edward;  Dr.  W.  S.  Bennett,  of  Granville; 
and  Dr.  Charles  H.  Holmes,  of  Cambridge. 
Dr.  Kennedy  Creavy,  of  Cambridge,  was  named 
chairman  of  the  committee  on  legislation.  Dr. 
Michael  A.  Rogers,  of  Greenwich,  was  named 
chairman  of  the  committee  on  public  relations 
and  medical  economics.  Dr.  Vickers,  of  Cam- 
bridge, was  named  delegate  to  the  State  Soci- 
ety. 

Dr.  Cuthbert  spoke  on  practical  application 
of  short-wave  diathermy. 

Dr.  J.  G.  Fred  Hiss,  of  Syracuse,  professor  of 
clinical  medicine,  Syracuse  University  College 
of  Medicine,  addressed  the  physicians  on 
“Rheumatic  Fever  and  Rheumatic  Heart 
Disease.” 

Westchester  County 

“The  Art  of  the  Practice  of  Medicine”  was  the 
title  of  an  address  given  before  the  county  society 
on  October  21  by  Dr.  Walter  L.  Niles,  professor 
of  medicine  at  Cornell  University  Medical  School. 
Dr.  Niles’  talk  was  heard  by  more  than  200 
physicians  attending  the  meeting  at  New  York 
Hospital,  Westchester  Division. 

Dr.  Frederick  E.  Elliott,  of  Brooklyn,  secretary 
of  the  Medical  Expense  Fund  of  New  York, 
outlined  the  medical  expense  insurance  plan 
which  is  now  offered  by  his  organization  through- 
out the  entire  metropolitan  area.  The  West- 
chester County  Medical  Society  has  endorsed 
this  organization’s  plan  of  service. 

Wyoming  County 

The  fiftieth  anniversary  of  the  practice  of 
medicine  by  Dr.  Mary  T.  Greene,  of  Castile, 
was  celebrated  as  a part  of  the  program  at  the 
monthly  meeting  of  the  county  society  which 
was  held  at  the  Community  Hospital  on  October 
15. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

William  P.  Brady 

32 

Georgetown 

October  15 

Buffalo 

Arthur  B.  Breese 

83 

P.  & S.  N.  Y. 

October  13 

Syracuse 

Andrew  C.  Callahan 

60 

Ohio  Med. 

October  11 

Buffalo 

Karl  Connell 

63 

P.  & S.  N.  Y. 

October  18 

Branch 

Thomas  L.  Craig 

76 

Maryland 

October  17 

Davenport 

Herman  E.  Doege 

63 

Baltimore 

October  24 

New  Rochelle 

Frank  J.  Donigan 

43 

L.  I.  C.  Hospital 

October  19 

Brooklyn 

John  W.  Eustace 

36 

Buffalo 

October  11 

Buffalo 

Lamont  H.  Fisher 

64 

Univ.  & Bell. 

October  10 

Brooklyn 

James  P.  Fiske 

75 

P.  & S.  N.  Y. 

October  24 

Manhattan 

Curt  B.  Hardt 

33 

Frankfurt 

October  16 

Woodmere 

George  H.  Harkin 

46 

McGill 

July  28 

Rochester 

Robert  A.  Joyce 

90 

Bell. 

October  16 

Monroe 

Robert  R.  King 

33 

Buffalo 

October  15 

Lancaster 

Ray  W.  Moe 

61 

Baltimore 

October  27 

Peekskill 

Thomas  F.  Rearden 

70 

Vermont 

September  5 

Mount  Vernon 

Louis  D.  Retz 

44 

Syracuse 

October  23 

Elmhurst 

Charles  H.  Sangster 

79 

Buffalo 

October  20 

Buffalo 

Kenneth  G.  Theis 

40 

N.  Y.  Horn. 

October  16 

Nyack 

Joseph  S.  Wheelwright 

65 

Cornell 

October  9 

Manhattan 

TUBERCULOSIS  ABSTRACTS 

A Review  for  Physicians 


ISSUED  MONTHLY  BY  THE  NATIONAL  TUBERCULOSIS  ASSOCIATION 
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npEN  years  ago  no  more  than  a dozen  school  health  administrators  were  actively  seeking  out 
•f-  tuberculosis  among  the  students  in  colleges  and  universities,  despite  the  acknowledged  pre- 
dilection of  the  tubercle  bacillus  for  those  of  this  age  group.  Today,  248  institutions  of  higher  learn- 
ing have  some  form  of  program  for  the  finding  of  tuberculosis  on  the  campus.  The  Tenth  Annual 
Report  of  the  Tuberculosis  Committee  of  the  American  Student  Health  Association  is  both  a record 
of  progress  and  a reminder  of  what  is  still  to  be  done. 

FINDING  TUBERCULOSIS  AMONG  COLLEGE  STUDENTS 


The  colleges  and  universities  of  the  United 
States  and  Canada  are  becoming  increasingly 
“unfair  to  tuberculosis!”  They  are  showing  that 
they  recognize  an  obligation  to  safeguard  and 
improve  campus  health  and  the  present  report 
of  the  Tuberculosis  Committee  relates  action  such 
as  no  previous  report  has  recorded. 

For  the  academic  year  of  1939  to  1940,  248 
colleges  had  some  form  of  tuberculosis  control,  an 
increase  of  about  50  per  cent  over  the  preceding 
school  year.  Necessarily,  where  a movement  is 
gaining  new  adherents  annually,  the  character  of 
individual  programs  varies  greatly.  There  are 
still  629  colleges  with  no  program  but  about  30 
of  these  hope  to  initiate  one  this  year.  Although 
402  schools  neglected  to  return  the  questionnaire 
sent  by  the  Committee,  there  were  193  additional 
replies  this  year.  In  spite  of  this,  six  states  have 
failed  to  report  a single  collegiate  tuberculosis 
program. 

The  duties  of  the  Committee  fall  into  three 
divisions:  first,  the  presentation  to  interested 

schools  of  the  most  approved  outline  of  workable 
institutional  tuberculosis  case-finding;  second, 
the  active  encouragement  of  interest  in  case-find- 
ing; and  third,  the  collection,  analysis,  and  pub- 
lication of  statistical  data  secured  from  colleges 
taking  part  in  the  national  survey. 

Since  the  statistical  data  collected  by  the  Com- 


TABLE  1. — Tuberculin  Testing  of  American  Col- 
lege Students 


Year 

Total  No. 
Tested 

Percentage, 

Positive 

1932-1933 

14,318 

35.0 

1933-1934 

25,184 

30.3 

1934-1935 

26,861 

29.4 

1935-1936 

31,601 

30.0 

1936-1937 

56,224 

27.3 

1937-1938 

64,232 

25.8 

1938-1939 

82,774 

25.5 

1939-1940* 

123,389 

25.4 

* Reliable  returns  only. 


TABLE  2. — Cases  of  Pulmonary  Tuberculosis  Di- 
agnosed Among  College  Students  1939  to  1940 


A*  Bf 

Clinically  active  cases  diagnosed  J 292  21 

Apparently  arrested  cases  diagnosed^  345  14 

Withdrawals  due  to  tuberculosis  273  25 

Old  cases  back  in  school  338  23 

Institutions  reporting  248  227 


Approximate  total  enrollment  490,000  200,000 


* In  institutions  with  some  tuberculosis  control  pro- 
gram. 

t In  institutions  with  no  tuberculosis  control  program, 
j Generally  recognized  criteria  of  activity  were  speci- 
fied. 


mittee  are  submitted  by  manjr  people  and  ac- 
cumulated under  widely  differing  conditions, 
some  are  open  to  criticism,  so  the  report  figures 
are  indicative  of  trends  rather  than  mathematic 
pronouncements . 

The  procedure  is  to  mail  questionnaires  early 
in  May  to  cooperating  schools,  and  a follow-up 
is  sent  in  October  when  necessary.  Nothing  is 
asked  which  would  require  the  keeping  of  com- 
plex records.  The  form  requests  the  name  and 
enrollment  of  the  college,  number  of  positive  re- 
actors to  tuberculin,  tuberculosis  cases  discovered 
and  their  disposition,  and  the  number  of  students 
tuberculin  tested  and  x-rayed  elsewhere  than  on 
the  campus.  Similar  data  are  requested  on 
nonstudent  tuberculosis.  Returns  are  divided 
by  sex.  The  reverse  side  contains  questions  as 
to  procedure  which,  in  general,  can  be  answered 
by  a check  mark.  The  recommended  technics 
are  plainly  underlined.  A duplicate  copy  of  the 
questionnaire  is  sent  for  the  use  of  the  health 
officer  of  the  institution. 

This  year  questionnaires  were  sent  to  20  col- 
leges and  universities  in  Canada.  There  is  no 
Canadian  student  health  association  and  so  fre- 
quent have  been  the  requests  for  information 
that  it  was  decided  to  circularize  these  colleges. 
Several  fine  programs  are  already  under  way  in 
Canada. 

More  colleges  have  discovered  this  year  that 
a relatively  simple  system  suffices  to  keep  track 
of  tuberculin  testing,  negative  and  positive  re- 
actors, x-ray  results,  etc.  It  is  essential  that 
those  conducting  health  work  know,  at  any  time, 
the  exact  status  of  their  effort  and  the  result. 

The  Committee  agreed  that  tuberculin  testing 
is  a prime  prerequisite  to  a tuberculosis  case- 
finding plan  and  believes  that  only  thus  can  aU 
infected  students  be  identified.  The  Committee 
recommends  the  annual  retesting  of  all  negative 
reactors  since  the  initial  infection  occurring  in  a 
young  adult  may  produce  an  unpredictable 
clinical  sequence  of  events.  Where  hazards  of 
infection  are  heightened,  as  in  nursing,  medicine, 
dentistry,  practice  teaching,  etc.,  more  frequent 
testing  is  indicated. 

The  Committee  recommends  that  only  reliable 
tuberculin  be  used  and  that  a positive  reaction  to 
the  tuberculin  test  be  succeeded  by  a good  chest 
film.  Where  possible,  the  fluoroscope  should  be 
used  as  a supplement  to  the  film. 

In  Table  1 data  from  166  colleges  are  compiled 
because  their  figures  seemed  satisfactory  in  qual- 
ity. The  continued  shrinkage  in  positive  re- 
actors seems  to  indicate  a national  decline  in 
childhood  infection. 
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Using  only  the  active  cases  for  comparison,  it 
is  seen  that  such  cases  were  turned  up  with  much 
greater  frequency  in  Group  A.  It  is  fair  to  pre- 
sume that  these  cases  were  found  early,  often  pre- 
clinically,  instead  of  late  and  with  marked  signs 
and  symptoms,  which  proves  again  the  impor- 
ance  of  early  diagnosis. 

Educators  are  sensing  the  urgency  that  ani- 
mates an  enlightened  citizenry  intent  on  eliminat- 
ing every  preventable  disease.  The  ultimate  aim 


of  the  Committee  is  to  report  that  in  answer  to 
their  questionnaire,  every  American  college  has 
replied: 

“We  have  a modern  tuberculosis  control  pro- 
gram, and  tuberculosis  will  not  catch  this 
college  or  any  of  our  students  napping.” — Tenth 
Annual  Report  of  the  Tuberculosis  Committee , 
American  Student  Health  Association , 1939  to 
1940  by  Charles  E.  Lyght , M.D.,  Chairman . 
Journal-Lancet , April , 1941. 


INCREASE  OF  INSANITY  IN  THE  AGED 

There  will  be  a huge  increase  in  mental  disease 
of  the  aged  in  America  if  present  trends  continue, 
Dr.  Oscar  Kaplan,  University  of  California 
psychologist,  predicted  recently  as  reported  in 
California  and  Western  Medicine. 

Dr.  Kaplan,  who  has  just  completed  a study 
of  the  psychopathology  of  later  life,  said  that  the 
increase  in  insanity  in  America  in  recent  years  is 
due  largely  to  a rise  in  the  number  of  persons 
above  45  being  admitted  to  institutions. 

He  pointed  out  that  in  1937  approximately 
49.5  per  cent  of  all  first  admissions  to  state  hos- 
pitals in  the  United  States  were  more  than  45 
years  of  age. 

On  the  basis  of  present  trends  the  percentage  of 
persons  above  65  in  the  United  States  will  double 
in  the  next  thirty  or  forty  years,  and  Dr.  Kaplan 
says  that  this  in  itself  will  add  greatly  to  the 
number  of  older  dements. 

Other  factors  that  wall  lead  to  an  increase  in 
the  number  of  elder  mental  cases  admitted  to 
institutions  include: 

The  increase  in  population  of  the  United  States 
as  a whole  means  that  the  absolute  number  of  per- 
sons above  45  will  be  greatly  increased. 

The  improvement  in  public  institutions  and 
resultant  rise  in  public  confidence  will  make  rela- 
tives more  willing  to  part  with  troublesome 
older  members  of  the  family. 

The  trend  toward  urbanization,  although  it 
has  been  arrested  in  many  places  by  the  de- 
velopment of  suburban  areas,  may  make  it  nec- 
essary for  families  to  give  elder  psychotic  pa- 
tients over  to  institutions.  Urbanization  creates 
problems  unknown  to  simpler  society;  it  is 
easier  to  care  for  seniles  on  a farm  than  in  a city. 

Better  diagnosis  may  result  in  more  commit- 
ments. 


MEDICINE  AND  CULTURE 

In  an  address  delivered  at  the  opening  exercises 
of  Cornell  University  Medical  College,  Dr. 
Samuel  Z.  Levine  stressed  the  social  responsi- 
bilities of  the  physician.  There  is  no  doubt  that 
our  medical  schools  stand  high  and  that  in  them 
the  best  instruction  in  the  world  is  now  given  in 
various  branches  of  medicine.  But  more  is  de- 
manded of  a physician  than  professional  knowl- 
edge. The  whole  personality  should  be  de- 
veloped to  exploit  the  full  benefit  of  a scientific 
education.  We  have  only  to  think  of  William 
Osier,  Oliver  Wendell  Holmes,  Harvey  Cushing, 
and  S.  Weir  Mitchell  to  grasp  the  significance  of 
what  Dr.  Levine  preached.  These  were  not  only 
outstanding  physicians  but  men  of  the  world, 
men  of  culture,  men  who  were  leaders  not  only  in 
their  professions  but  in  the  community  because 
of  their  broad  human  outlook. 

More  than  any  other  science,  medicine  is  con- 
cerned with  human  relationships.  It  is  well 
enough  to  diagnose  disease  with  the  aid  of  the 
microscope,  the  stethoscope,  and  the  test  tube. 
Psychic  factors  are  involved  that  defy  the 
laboratory  technician.  It  is  precisely  here  that 
men  like  Holmes,  Osier,  Cushing,  and  Mitchell 
shone.  Mind  must  meet  mind  at  the  bedside. 
In  this  sense  Voltaire  and  Kant,  Spencer  and 
Macaulay  have  as  much  to  convey  to  the  prac- 
titioner as  any  professor  of  pathology.  And  so 
Dr.  Levine  would  establish  a course  in  social 
medicine  in  every  medical  school  to  inculcate 
broad  humanism  as  well  as  a sense  of  civic  obliga- 
tion. Give  us  this  humanism  and  doctors  will 
be  in  no  danger  of  becoming  bureaucrats  under 
some  system  of  “socialized”  medicine  that  would 
compel  them  to  treat  their  patients  as  living 
machines  rather  than  as  thinking  human  beings. 
— Editorial , New  York  Times , September  11,  1941 


NO  RETREAT,  NO  SURRENDER! 

“The  medical  profession  now  represents  the 
only  important  group  in  the  United  States 
which,  while  harassed  from  within  and  without, 
has  shown  no  slightest  signs  of  capitulation 

“On  the  basis  of  this  fact,  it  has  automatically 
placed  itself  in  the  position  of  an  intellectual 
leadership  of  those  individuals,  groups,  and  in- 
stitutions which  seek  to  preserve  the  important 
elements  of  individual  freedom  and  initiative  and 
the  principle  of  ‘Free  Enterprise.’ 


“If  we  five  up  to  this  opportunity  and  the 
serious  responsibility  it  entails,  the  physicians 
of  this  country  can — while  preserving  the  inde- 
pendence of  American  Medicine — most  impor- 
tantly and  vitally  serve  their  country  during  its 
period  of  crisis  and  greatest  stress.” 

—Dr.  Edward  H.  Cary,  president, 
National  Physician’s  Committee  for 
Extension  of  M edical  Science 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 

Privilege — Public  Health  Records 


THE  Court  of  Appeals  has  recently  handed 
down  a decision  of  considerable  importance, 
passing  upon  the  extent  to  which  certain  records 
compiled  by  reason  of  the  provisions  of  the 
Public  Health  Law  are  privileged.  * 

Section  25  of  the  Public  Health  Law  pre- 
scribes various  procedures  to  be  followed  for  the 
prevention  of  the  spread  of  infectious,  contagious, 
or  communicable  diseases  and,  among  other 
things,  directs  that  physicians  shall  report  every 
case  of  such  disease  to  the  State  Department  of 
Health  and  to  the  Health  Officer  of  the  county 
seat,  town,  or  village  where  the  disease  occurs. 
The  State  Sanitary  Code  has  included  a direc- 
tion that  information  concerning  known  or  sus- 
pected typhoid  carriers  should  come  within  the 
provisions  of  the  law.  Said  Section  25  contains 
the  following  language:  “Reports  of  cases  of 

tuberculosis,  syphilis,  chancroid,  and  gonorrhea, 
including  laboratory  reports,  shall  not  be  di- 
vulged or  made  public  so  as  to  disclose  the 
identity  of  the  persons  to  whom  they  relate,  by 
any  person;  except  insofar  as  may  be  authorized 
by  the  public  health  council.”  It  should  be 
noted  that  the  statute  is  not  specific  as  to  whether 
information  concerning  typhoid  carriers  could 
properly  be  divulged  or  whether  such  cases 
would  be  in  the  same  category  as  cases  of  tuber- 
culosis and  venereal  disease. 

The  section  of  the  Civil  Practice  Act  which 
deals  with  professional  information  generally, 
so  as  to  prevent  its  disclosure  in  many  situations, 
is  Section  352  of  the  Civil  Practice  Act,  providing 
as  follows: 

“A  person  duly  authorized  to  practice  physic 
or  surgery,  or  a professional  or  registered  nurse, 
shall  not  be  allowed  to  disclose  any  information 
which  he  acquired  in  attending  a patient  in  a 
professional  capacity,  and  which  was  necessary 
to  enable  him  to  act  in  that  capacity;  unless, 
where  the  patient  is  a child  under  the  age  of  16, 
the  information  so  acquired  indicates  that  the 
patient  has  been  the  victim  or  subject  of  a 
crime,  in  which  case  the  physician  or  nurses  may 
be  required  to  testify  fully  in  relation  thereto 
upon  any  examination,  trial,  or  other  proceed- 
ing in  which  the  commission  of  such  crime  is  a 
subject  of  inquiry.” 

Plaintiff,  in  the  case  referred  to,  instituted  an 
action  as  administrator  of  the  estate  of  a de- 
ceased person  against  the  defendant,  in  which 
the  claim  was  that  defendant  in  her  hotel  had, 
being  a known  typhoid  carrier,  prepared  and 
handled  food  served  to  the  decedent.  The  ac- 
tion sought  damages  for  the  death  of  decedent 
from  typhoid  fever,  the  claim  being  that  the 
fatal  bacillus  was  transmitted  by  the  food 
handler.  In  the  course  of  the  case  the  plaintiff 
made  an  application  before  the  Court  at  Special 
Term  giving  notice,  both  to  the  County  Health 

* Thomas  vs.  Morris,  N.  Y.;  Court  of  Appeals,  July 
29,  1941. 


Commissioner  and  the  State  Department  of 
Health,  to  obtain  an  order  directing  each  to  pro- 
duce upon  the  trial  of  the  action  all  records  that 
might  indicate  that  the  person  in  question  was 
in  fact  a typhoid  carrier.  Upon  the  argument 
of  the  application  the  Attorney  General  and  the 
County  Health  Commissioner  were  not  in  agree- 
ment as  to  whether  they  should  oppose  the  ap- 
plication as  an  invasion  of  the  privilege  forbid- 
ding the  disclosure  of  confidential  communica- 
tions. The  motion  was  granted  and  the  Court 
made  an  order  for  the  issuance  of  a subpoena 
directing  the  production  of  the  records  in  court. 
The  County  Health  Commissioner  appealed  to 
the  Appellate  Division  and  that  Court  reversed 
the  order. 

The  plaintiff  took  the  matter  to  the  Court  of 
Appeals,  where  the  order  of  the  Appellate  Divi- 
sion was  reversed  and  that  of  the  Special  Term 
affirmed,  the  ruling  being  that  under  all  the  cir- 
cumstances present,  the  records  were  not  privi- 
leged and  should  be  produced  in  court.  In  the 
course  of  its  opinion,  the  Court  of  Appeals 
stated : 

“We  decide,  however,  that  no  privilege  at- 
taches to  these  records  and  that  the  public 
policy  of  the  State,  as  expressed  in  the  Public 
Health  Law  (Cons.  Laws,  chap.  45)  and  the 
State  Sanitary  Code,  confers  no  such  privilege. 
Privilege  does  not  exist  unless  conferred  by 
some  statute  (People  vs.  Austin , 199  N.  Y., 
446,  451).  Here  the  statutes  point  the  other 
way  and  seem  to  require  that  such  records, 
insofar  as  they  refer  to  known  or  suspected 
typhoid  carriers,  be  made  available  in  a case 
like  this.  The  Sanitary  Code,  which  has  the 
force  of  law  (Public  Health  Law,  Sec.  2-b), 
requires  local  health  officers  to  keep  the  State 
Department  of  Health  informed  of  the  names, 
ages,  and  addresses  of  known  or  suspected 
typhoid  carriers,  to  furnish  to  the  State 
Health  Department  necessary  specimens  for 
laboratory  examination  in  such  cases,  to  in- 
form the  carrier  and  members  of  his  household 
of  the  situation,  and  to  exercise  certain  con- 
trols over  the  activities  of  the  carriers,  includ- 
ing a prohibition  against  any  handling  by  the 
carrier  of  food  which  is  to  be  consumed  by 
persons  other  than  members  of  his  own  house- 
hold (see  Sanitary  Code,  chap.  2,  regulations 
1,  13,  31,  32,  33,  and  34).  Why  should  the 
record  of  compliance  by  the  county  health 
officer  with  these  salutary  requirements  be 
kept  confidential?  Hidden  in  the  files  of  the 
health  office  it  serves  no  public  purpose  ex- 
cept a bare  statistical  one.  Made  available 
to  those  with  a legitimate  ground  for  inquiry, 
it  is  effective  to  check  the  spread  of  the  dread 
disease.  It  would  be  worse  than  useless  to 
keep  secret  an  order  by  a public  officer  that  a 
certain  typhoid  carrier  must  not  handle  foods 
which  are  to  be  served  to  the  public. 
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“Section  352  of  the  Civil  Practice  Act  does 
not  control  here.  The  information  in  the 
health  commissioner’s  files  concerning  the  de- 
fendant, if  there  be  any  such  information  there, 
was  not  acquired  by  the  health  commissioner 
‘in  attending  a patient  in  a professional  ca- 
pacity,’ nor  was  the  information  ‘necessary  to 
enable  him  to  act  in  that  capacity.’  Al- 
though the  information  may  have  come  to  the 
commissioner  from  a physician  in  private 
practice  the  transmittal  from  that  physician 
to  the  public  officer  was  in  obedience  to  the 
express  command  of  Section  25  of  the  Public 


Health  Law.  An  intention  that  these  records 
as  to  communicable  diseases  should  not  be 
kept  confidential  is  found  in  the  history  of  this 
same  Section  25.  Since  1913  it  has  provided 
as  to  one  such  disease  (tuberculosis)  that  the 
report  ‘shall  not  be  divulged  or  made  public.’ 
In  1939  the  Legislature  amended  the  section 
by  naming  three  other  diseases,  not  including 
typhoid  fever,  as  to  which  the  reports  should 
be  kept  secret  (see  Laws  of  1939,  chap.  159). 
It  seems  to  follow  that  similar  reports  as  to 
other  communicable  diseases  are  not  so  privi- 
leged.” 


Inquiries 


YOUR  counsel  recently  received  the  following 
inquiry: 

“Dear  Mr.  Brosnan: 

“As  a member  of  the  State  Society,  I should 
like  to  ask  you  a question  concerning’ a case 
at  which  I shall  soon  have  to  appear  as  a 
witness. 

“A  husband  is  suing  his  wife,  who  was  a 
former  patient  of  mine,  for  divorce  on  the 
grounds  that  she  married  him  knowing  that 
she  had  syphilis.  I believe  that  they  were 
married  in  1931,  but  I first  treated  her  in  1933. 
I treated  her  at  intervals  through  1935.  Her 
husband  was  examined  by  me  upon  my  ad- 
vice in  1933  and  found  to  be  negative,  both 
from  the  standpoint  of  physical  and  serologic 
findings. 

“The  wife  gave  a history  in  1933  of  having 
acquired  the  disease  ten  years  prior  to  that 
and  had  treatment  in  Montreal. 

“In  order  to  avoid  saying  too  much  and, 
therefore,  laying  myself  open  to  a countersuit 
by  the  wife,  how  much  am  I allowed  to  testify? 
Can  you  also  tell  me  what  the  legal  method 
of  waiver  of  the  law  of  privileged  communica- 
tion is?  If  the  Judge  informs  me  that  I can 
testify  everything  concerning  the  wife  and 
that  he  has  obtained  such  a waiver,  is  this 
final? 

Very  truly  yours,” 

Your  counsel  replied: 

“Dear  Doctor: 

“I  assume  from  your  letter  that  you  have 
given  no  information  as  yet  to  anybody  con- 
cerning your  treatment  of  the  wife.  In 
following  this  course  you  did  absolutely  the 
right  thing. 

“If  you  are  subpoenaed  on  the  trial  and  any 
questions  are  addressed  to  you  regarding  the 
wife’s  condition,  I would  refuse  to  answer  on 
the  ground  that  this  is  a matter  protected  by 
the  Statute  regarding  confidential  communica- 
tions between  patient  and  physician. 

“It  would  not  be  necessary  for  you  to  take 
this  position  if,  prior  to  the  trial  or  on  the 
trial,  a written  waiver  was  presented  to  you 
signed  by  the  wife  permitting  you  to  testify 
as  to  your  examinations  of  her,  your  findings, 
your  treatment,  etc.  I do  not  imagine,  how- 
ever, that  this  waiver  will  be  forthcoming. 

“When  you  have  taken  the  position  on  the 
trial  above  set  forth,  the  Court  will  then  be 
required  to  decide  whether  you  should  answer 
or  not.  If  the  Court  decides  that  you  must 
answer,  that,  in  my  opinion,  would  sufficiently 


protect  you  since  your  failure  to  answer  would 
result  in  your  being  placed  in  jail  by  the 
Court  for  contempt  of  court. 

Very  truly  yours,” 
In  answer  to  an  inquiry  by  a physician  who 
is  the  director  of  a hospital,  your  counsel  replied 
as  follows: 

“Dear  Doctor: 

“In  your  letter  you  ask  three  questions : 

“ ‘1.  This  institution  is  a philanthropic 
one,  devoted  to  the  rehabilitation  of  the  tuber- 
culous. The  patients  all  pay  in  part  or  are 
paid  for  in  part  by  social  agencies  or  govern- 
mental agencies  such  as  departments  of  wel- 
fare. Can  such  an  institution  be  successfully 
sued  for  alleged  malpractice  on  the  part  of 
its  physicians?’ 

“Generally  speaking,  it  has  been  held  that 
a charitable  not-for-profit  hospital  is  not  re- 
sponsible for  the  negligence  of  its  nurses,  doc- 
tors, or  interns  in  the  treatment  and  care  of  a 
patient  unless  it  has  failed  to  use  due  care  in 
the  selection  of  the  particular  individual  for 
whose  acts  the  hospital  is  sought  to  be  held 
responsible.  This  rule  of  law  is  predicated 
on  the  theory  that  interns,  doctors,  and  nurses 
are  considered  independent  contractors  and 
not  employees  of  the  hospital. 

“The  hospital,  however,  may  be  held  re- 
sponsible, even  though  it  is  what  is  called  a 
charitable  not-for-profit  hospital,  for  adminis- 
trative negligence.  If,  for  example,  the  hospital 
authorities  permit  a dangerous  condition  to 
exist  in  a hospital  and  a patient  is  injured 
thereby,  the  hospital  would  be  responsible. 
If  the  hospital  authorities  failed  to  use  reason- 
able care  in  the  conduct  of  the  premises  where 
the  hospital  is  located,  the  hospital  would  be 
responsible. 

“ ‘2.  I am  the  director  of  the  institution. 

I have  one  resident  physician  who  carries  on 
his  work  in  the  care  of  the  patients  but  is 
under  my  general  direction.  Can  suit  be 
brought  against  the  resident  physician  indi- 
vidually for  any  alleged  error  or  malpractice?’ 

“The  answer  to  this  question  is  ‘yes.’  A 
resident  physician  can  be  sued  individually 
for  his  alleged  errors  or  malpractice. 

“ ‘3.  Are  individual  members  of  the  board 
of  trustees  of  such  an  institution  liable  for 
any  of  the  acts  of  employees  of  the  institu- 
tion?’ 

“Generally  speaking  I should  say  the  answer 
to  this  question  is  that  the  board  of  trustees 
would  not  be  responsible  for  the  acts  of  em- 
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ployees.  However,  there  are  situations  where 
they  would  be  responsible.  For  example,  if 
they  permitted  an  employee  whom  they  knew 
or  should  know  to  be  incompetent  and  damage 


[N.  Y.  State  J.  M. 

results,  they  might  well  be  held  responsible. 
The  trustees  to  avoid  responsibility  must  ex- 
ercise vigilance  in  the  affairs  of  the  hospital. 

Very  truly  yours,” 


AID  IN  POLIOMYELITIS 

The  seasonal  increase  in  poliomyelitis  demands 
the  utmost  vigilance  of  physicians  called  to  at- 
tend “cold”  and  “upset  stomachs,”  says  the  New 
York  Medical  Week.  No  examination  can  be 
considered  complete  which  does  not  include  the 
neurologic  tests  that  betray  the  presence  of  this 
disease.  In  view  of  the  importance  of  early 
diagnosis,  they  should  be  made  in  all  cases  pre- 
senting any  of  the  symptoms  associated  with 
poliomyelitis. 

Once  a diagnosis  has  been  made,  many  thera- 
peutic problems  arise,  particularly  in  connection 
with  the  procurement  of  necessary  mechanical 
aids.  The  National  Foundation  for  Infantile 
Paralysis  offers  practical  assistance  to  physicians 
in  the  solution  of  such  problems.  Its  offices,  at 
120  Broadway,  have  a complete  list  of  “iron 
lungs”  available  throughout  the  country.  These 
adult  cabinet-type  respirators,  of  winch  Man- 
hattan has  24,  are  not  to  be  confused  with  such 
other  machines  as  chest  type  respirators,  resusci- 
tators,  inhalators,  or  aspirators.  Physicians  de- 
siring to  locate  one  in  an  emergency  will  be  glad 
to  know  where  this  information  is  available. 

An  equally  important  service  offered  by  the 
Foundation  is  the  free  distribution  of  Toronto 
splints  and  Bradford  frames  for  indigent  patients. 
The  central  supply  depot  in  New  York  City  is 
prepared  to  meet  any  requests  for  such  aid  in  be- 
half of  the  needy.  No  charge  is  made  except  for 
expressage. 

It  is  not  anticipated  that  the  current  seasonal 
rise  in  poliomyelitis  will  reach  serious  propor- 
tions. Nevertheless,  the  profession  must  be  on 
its  guard  and  prepared  to  institute  proper  treat- 
ment at  the  earliest  possible  moment.  To 
physicians  whose  practice  lies  principally  among 
the  poor,  it  is  a comfort  to  know  that  the  National 
Foundation  for  Infantile  Paralysis  is  prepared  to 
supply  their  indigent  patients  with  necessary 
therapeutic  devices,  which  it  might  otherwise  be 
impossible  for  them  to  obtain. 


THE  VANISHING  HOME 

Unfortunately,  the  home  has  become  merely 
a place  to  go  when  everything  else  is  closed, 
remarks  Dr.  M.  A.  Austin  in  Clinical  Medicine 
and  Surgery.  A person  is  born  in  a hospital 
and  is  given  a superficial  education  in  schools 
that  President  Hutchins,  of  Chicago,  says  are 
the  worst  in  the  world  and  have  the  poorest 
teachers.  The  children  go  through  adolescence 
in  automobiles  and,  if  lucky,  are  married  in  a 
church;  they  five  in  an  apartment  and  entertain 
at  a picture  show;  they  eat  at  a drugstore,  die 
in  a hospital,  are  buried  from  a mortuary,  and 
stored  in  a mausoleum.  The  only  “God  Bless 
Our  Home”  motto  that  I know  of  is  in  a mu- 
seum. The  responsibility  of  parenthood  has 
been  taken  over  by  the  state  and  a mother’s 
pension.  The  responsibilities  of  one’s  parents 
is  also  a state  function  now,  with  old-age  pen- 
sions. And  too  soon,  I fear,  the  family  physi- 
cian will  be  merely  a medical  technician,  subsi- 
dized by  the  government  and  as  impersonal  as 
his  probable  ally,  the  unemployment  relief 
part  of  the  social  security  setup. 

We  have  made  medicine  such  a nightmare  to 
the  laity  by  publicizing  its  attainments  in  un- 
usual cases  that  the  layman  has  developed  a 
doctor  phobia.  Our  various  campaigns  have 
undoubtedly  done  far  more  good  than  harm  in 
giving  information  about  tuberculosis,  syphilis, 
cancer,  and  pneumonia;  but  with  the  demand 
for  an  early  diagnosis  is  the  inevitable  accom- 
paniment that  this  diagnosis  and  the  treatment 
of  these  conditions  take  both  time  and  money. 
As  a direct  outcome  of  this  propaganda,  the 
treatment  of  these  patients  has  become  more 
and  more  a state  function. 

I went  through  the  influenza  epidemic  at 
Camp  Custer  during  1918,  and  in  one  day  141 
boys  died.  In  my  opinion,  as  many  of  them 
died  because  of  their  environment  as  from  the 
disease.  The  same  hospital  fear  is  engendered 
in  many  patients  who  die  in  hospitals 


LIST  OF  DISEASES  UNDER  INVESTIGATION 


Rockefeller  Institute  for  Medical  Research 
issues  the  annual  fist  of  diseases  under  investiga- 
tion in  its  hospital  during  1941-1942,  no  charges 
being  made  for  treatment,  room,  board,  or  any 
other  services. 

1.  Bright’s  Disease — Children  and  adults 
with  the  nephrotic  syndrome,  and  with  nephritis 
in  the  early  stages.  2.  Heart  Disease — Ad- 
vanced heart  failure.  3.  Rheumatic  Fever- 
Children  (ages  6 to  12)  in  inactive  stage  of  this 
disease,  whose  parents  are  willing  to  bring  them 
to  the  Outpatient  Clinic  monthly,  from  October 
until  June.  4.  Acute  Respiratory  Diseases — 


Acute  lobar  pneumonia  and  acute  broncho- 
pneumonia in  adults,  both  preferably  in  early 
stages.  An  oxygen  chamber  is  available  for 
suitable  patients.  5.  Neurotropic  Virus  Dis- 
eases— Acute  encephalitis  and  aseptic  menin- 
gitis. 6.  Nutritional  Diseases — Advanced  non- 
malignant  diseases  of  the  liver,  and  muscular 
dystrophies  and  atrophies. 

Physicians  should  communicate  by  telephone 
(REgent  4-8000)  or  by  personal  application  to 
the  Resident  Physician  before  sending  patients 
to  the  hospital.  An  ambulance  will  be  sent 
when  necessary. 
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Albany.  A card  party  and  bake  sale  was  held 
at  the  auditorium  of  St.  Peter’s  Hospital.  Mrs. 
Herman  Rosenblatt  was  general  chairman,  as- 
sisted by  Mesdames  John  Horner,  Daniel  B. 
Lynch,  Daniel  O’Keefe,  Darwin  A.  Bruce,  Aimer 
T.  George,  Daniel  F.  Hannon,  Stanley  E.  Alder- 
son,  Donald  D.  Prentice,  and  Joseph  V.  Tobacco. 

Columbia.  The  auxiliary  opened  with  the  fall 
meeting  October  21,  1941,  at  Rainbows  End, 
Valatie,  with  Mrs.  George  B.  Adams,  state  presi- 
dent, as  guest  speaker.  Following  the  famous 
Rainbows  End  luncheon,  Mrs.  Bowerhan,  county 
president,  opened  the  business  meeting. 

Mrs.  R.  P.  Harris  read  a letter  on  behalf  of  the 
local  chairman  of  Bundles  for  Britain  thanking 
the  auxiliary  for  their  cooperation.  Mrs.  Henry 
J.  Noerling,  Sr.,  reported  the  meeting  of  the  State 
Executive  Board  which  was  held  in  Auburn. 
Mrs.  Joseph  Gold,  chairman  of  county  legislative 
committee,  attended  a meeting  at  Mrs.  Alfred 
Madden’s  home  at  Albany.  Mrs.  T.  E.  Bullard, 
president  of  Saratoga  County,  gave  a short  hu- 
morous talk,  giving  the  reason  for  her  belief  that 
Columbia  County  is  one  of  the  best — referring  to 
a lasting  memory  picture  from  a story  related  to 
her  when  she  was  a child. 

Mrs.  Adams  paid  tribute  to  Mrs.  S.  R.  Reed, 
of  Texas,  who  twenty  years  ago,  before  there  was 
a National  Auxiliary,  established  an  auxiliary  in 
Texas,  feeling  that  the  doctors’  wives  had  a 
definite  place  behind  the  doctor  as  an  auxiliary 
helper.  The  first  idea  of  an  auxiliary  was,  per- 
haps, that  of  sociability,  but  it  now  has  a strong 
educational  side.  Auxiliary  members  should  edu- 
cate themselves  in  matters  of  health  because  it  is 
their  job  to  educate  the  public.  There  is  also 
the  service  side:  cancer  control  education  pro- 
gram, health  in  the  schools,  tuberculosis  work, 
and  work  for  Red  Cross  and  Bundles  for  Britain. 

In  her  very  interesting  talk  that  was  so  much 
enjoyed,  Mrs.  Adams  traced  the  growth  of  the 
auxiliaries  in  this  state  saying  that  “in  six  years 
the  counties  have  grown  from  five  to  twenty-nine 
with  a membership  of  over  2,000.  There  should 
be  a friendliness,  a unity  of  purpose  in  an  auxil- 
iary, the  members  should  be  well  informed  and 
they  should  be  ready  when  called  upon  to  assist 
the  medical  profession.” 

Contract  bridge  followed,  attractive  awards 
going  to  those  with  high  scores.  Those  who  at- 
tended the  luncheon  meeting  were:  Mrs.  George 
B.  Adams,  of  Auburn,  president  of  the  State 
Auxiliary;  Mrs.  G.  Scott  Towne,  of  Saratoga, 
past-president  of  the  State  Auxiliary  and  now 
State  I)irector;  Mrs.  Albert  Vander  Veer,  of 
Albany,  state  recording  secretary;  Mrs.  F.  Leslie 
Sullivan,  of  Scotia,  state  treasurer;  Mrs.  Alfred 
Madden,  of  Albany,  state  legislative  chairman; 
Mrs.  J.  J.  Clemmer,  of  .Albany,  past-president 
of  Albany  County;  Mrs.  A.  Tidd,  of  Auburn; 
Mrs.  T.  E.  Bullard,  president  of  Saratoga 
County;  and  Miss  Frances  Towne,  of  Sara- 
toga. Members  present  were:  Mesdames  Rob- 
ert L.  Bowerhan,  Hugh  G.  Henry,  Leonard  Car- 


penter, Harry  Pattison,  Henry  J.  Noerling,  Sr., 
Henry  J.  Noerling,  Jr.,  L.  J.  Byron,  Cecil  L. 
Schultz,  Ralph  F.  Spencer,  William  D.  Collins, 
John  L.  Edwards,  R.  P.  Harris,  Clark  Rossman, 
O.  H.  Bradley,  Joseph  P.  Gold,  W.  L.  J.  McDon- 
ald, and  Harold  Levine. 

Erie.  The  county  auxiliary  has  made  a good 
start,  with  a busy  program  ahead.  At  the  meet- 
ing on  September  28,  in  addition  to  the  regular 
program,  Mrs.  John  D.  Taylor,  a member  of  the 
Emergency  Volunteer  Services  and  co-chairman 
of  the  Volunteer  Activities  in  the  Buffalo  Defense 
Council,  explained  the  working  of  the  Volunteer 
Services  and,  in  accord  with  their  Executive 
Board,  the  membership  at  large  voted  to  make 
this  one  of  their  projects  for  the  year. 

On  October  2,  twenty-five  women  of  the  auxil- 
iary went  via  bus  to  the  Eighth  District  meeting 
at  Jamestown.  There  they  enjoyed  the  hos- 
pitality of  the  newly  formed  Chautauqua  Auxil- 
iary. They  also  enjoyed  meeting  again  Mrs. 
George  B.  Adams,  state  president.  The  program 
committee  is  sponsoring  a book  survey  by  Mrs. 
Ethel  Holmes  Munsey.  The  book  to  be  sur- 
veyed is  “My  Scottish  Husband,”  by  Lady 
Neish.  The  proceeds  of  this  project  will  go 
toward  their  gift  to  the  Physicians’  Home. 
On  November  6 the  auxiliary  celebrated  its 
second  birthday  with  an  informal  dinner-dance 
in  the  Terrace  Room  of  the  Hotel  Statler.  The 
husbands  of  members  were  honored  guests.  A 
good  time  was  had  by  all  who  attended. 

Nassau.  The  program  in  advance  is  as  fol- 
lows. Meeting,  November  25,  Nassau  Hospital 
Auditorium,  8:45  p.m.;  speaker:  Dr.  Legrand 
Kerr,  Brooklyn,  “Dames,  Doctors  and  Doings 
in  the  Drab  Nineties.”  December  6,  Medical 
Society  and  Auxiliary  Dinner-Dance.  Decem- 
ber 16,  Nassau  Hospital  Auditorium,  8:30  p.m., 
Auxiliary  Christmas  Party.  January  27,  Nassau 
Hospital  Auditorium,  8:45  p.m.,  moving  pictures 
shown  by  Dr.  Eugene  H.  Coon.  February  24, 
Cathedral  House,  9:00  p.m.,  combined  county 
medical  society  and  auxiliary  meeting;  speaker: 
Dr.  Richard  Brickner.  March,  Cancer  Institute. 
April  28,  2:00  p.m.,  excursion  to  Meadowbrook 
Hospital;  speaker:  Dr.  A.  J.  McRae.  April 
27-30,  New  York  State  Medical  Convention, 
Waldorf-Astoria,  New  York  City.  May  26, 
Nassau  Hospital  Auditorium,  8:45  p.m.,  auxiliary 
annual  meeting.  June  8-12,  A.M.A.  Conven- 
tion, Atlantic  City.  June  17,  auxiliary  luncheon 
and  bridge  at  12:30  p.m. 

Queens.  At  the  Medical  Building,  Forest 
Hills,  one  of  the  largest  membership  teas  in  the 
history  of  the  auxiliary  was  held.  The  hall  was 
beautifully  decorated  with  autumn  leaves  and 
flowers,  and  the  large  tea  table  with  its  glistening 
silver  and  centerpiece  of  roses  was  most  inviting. 
Mrs.  William  Godfrey,  president-elect,  and  Mrs. 
Raymond  Murphy,  past-president,  poured.  Mrs. 
Michael  M.  Schultz,  president,  welcomed  the 
members  and  guests  and  thanked  Mrs.  Edwin 
Core,  chairman  of  membership,  and  her  commit- 
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tee.  Miss  Virginia  Gildershene  Shuey,  15-year- 
old  concert  pianist  and  daughter  of  Dr.  and 
Mrs.  Paul  Shuey,  of  Jackson  Heights,  rendered 
several  classical  selections.  About  150  attended; 
twenty  new  members  were  interviewed. 

At  8:30  p.m.  the  regular  monthly  meeting  was 
held,  with  the  president,  Mrs.  Michael  M. 
Schultz,  presiding.  After  all  the  reports  were 
read,  Mrs.  William  LaVelle,  chairman  of  pro- 
gram, introduced  the  speaker  of  the  evening, 
Mrs.  Wilbur  Surbur,  whose  topic  was  “Market- 
ing, Your  Hobby.”  Mrs.  Frank  Mozzola  was 
hostess  for  this  meeting. 

Rensselaer.  Mrs.  Marion  L.  Fahey,  execu- 
tive secretary  of  the  Rensselaer  County  Tuber- 
culosis and  Public  Health  Association,  outlined  a 
lan  whereby  persons  hiring  domestic  help  will 
e asked  to  hire  only  those  who  can  produce  cer- 
tificates showing  them  to  be  free  of  communicable 
diseases.  If  prospective  employees  have  no  such 
certificates,  they  should  be  asked  to  secure  one 
from  the  clinic  or  the  family  physician.  The 
auxiliary  approved  the  plan  and  will  name  a com- 


mittee to  work  with  Mrs.  Fahey  and  Dr.  Fred 
T.  Cavanaugh  of  the  county  medical  society  in 
carrying  it  out. 

“Nutrition  in  Defense”  was  the  topic  of  an  ad- 
dress by  Miss  Mabel  A.  Milhan,  Rensselaer 
county  home  demonstration  agent.  Mrs.  John  J. 
Rainey,  auxiliary  president,  presided.  Mrs. 
Rainey  reported  on  the  meeting  of  the  State  Ex- 
ecutive Board.  A nominating  committee  to  re- 
port at  the  next  meeting  was  selected.  Mrs. 
Victor  C.  Jacobson,  chairman;  Mrs.  Stephen  H. 
Curtis,  vice-chairman;  Mrs.  John  F.  Russell; 
Mrs.  Minnie  B.  Stannard;  and  Mrs.  James  H. 
Donnelly.  Two  new  members  were  admitted  to 
the  auxiliary:  Mrs.  James  H.  Donnelly,  Jr.,  and 
Mrs.  Eugene  J.  Hanratta,  Jr.  Tea  was  served 
at  the  conclusion  of  the  meeting,  with  Mrs. 
John  J.  Quinlan  and  Mrs.  Fred  T.  Cavanaugh 
pouring.  Those  who  served  included  Mrs. 
Minnie  B.  Stannard,  chairman  of  the  hospitality 
committee;  Mrs.  John  F.  Russell;  Mrs.  Eugene 
J.  Hanratta,  Jr.;  Mrs.  James  H.  Donnelly,  Jr.; 
and  Mrs.  John  J.  Noonan,  Jr. 


THE  PRIME  DILEMMA  THROUGH  ALL  MEDICAL  HISTORY 


. . . . has  been  whether  to  tell  the  truth  to  a 
fatally  ill  patient,  says  an  editorial  in  the  Journal 
of  the  Medical  Society  of  New  Jersey. 

There  are  those  who  believe  that  no  good  ever 
comes  out  of  deception;  that  it  is  more  honest 
and  more  humane  in  the  long  run  to  tell  a patient 
that  he  is  the  victim  of  an  incurable  or  inevitably 
fatal  disease.  There  are  those  who  say  that  such 
a practice  is  not  only  cruel  but  inaccurate,  since 
tomorrow  some  new  remedy  may  come  into  our 
ken  which  will  remove  a disorder  from  the  classi- 
fication of  the  hopeless  to  that  of  the  treat- 
able. 

Patients  themselves  usually  say:  “Tell  me 

the  truth,  Doctor,  I’d  rather  know,  and  I can 
take  it.”  It  is  doubtful,  however,  whether  even 
the  sturdiest  wants  to  have  a death  warrant  read 
to  him. 

This  much  seems  incontrovertible:  the  physi- 

cian who  discovers  or  diagnoses  a hopeless  ail- 
ment must  transmit  that  information  to  some 


responsible  member  of  the  family.  To  tell  the 
patient  that  he  is  doomed  to  an  early  death, 
however,  seems  pointless,  for  it  is  impossible  to 
see  any  good  that  could  come  out  of  such  a pro- 
cedure except  in  a small  group  of  cases  in  which 
rearrangement  of  a man’s  business  affairs  might 
make  for  financial  security  in  his  family.  Even 
in  these  cases  it  would  seem  sufficient  to  tell  the 
patient  that  he  would  be  too  sick  to  carry  on  his 
business  for  a long  time,  and  that  he  should  ad- 
just his  affairs  accordingly. 

To  transmit  a verdict  of  inevitable  death  under 
any  other  circumstances,  however,  appears  ut- 
terly without  justification  except  perhaps  the 
abstract  one  of  rigid  truthfulness,  no  matter 
what  the  cost.  Since  the  emotional  state  of  the 
patient  is  so  large  a factor  and  since  the  hope- 
lessly sick  patient  has  so  few  comforts,  there 
would  appear  to  be  no  justification  for  taking 
from  the  tiny  reservoir  still  available,  that  one 
last  blessing  in  Pandora’s  Box. 


CARDIAC  CLINICS  TO  BE  HELD 
A scientific  session  of  the  Committee  on  Car- 
diac Clinics  of  the  New  York  Heart  Association 
will  be  held  Tuesday,  November  25,  at  The  New 
York  Academy  of  Medicine,  New  York  City. 
The  meeting  will  start  at  8:30  p.m.  Dr.  Cary 
Eggleston,  associate  physician  at  New  York 
Hospital,  will  preside.  Three  papers  will  be  pre- 
sented: “Measurement  of  Cardiac  Output  by  the 
Ballistocardiograph  and  the  Direct  Fick 
Method,”  by  Dr.  Hilmert  A.  Ranges,  Depart- 
ment of  Medicine,  New  York  University  College 
of  Medicine,  and  Dr.  Andre  Cournand,  Depart- 


ment of  Medicine,  College  of  Physicians  and  Sur- 
geons, Columbia  University;  “Concentration  of 
Carbon  Dioxide  in  Expired  Air  in  Normal  and 
Cardiac  Patients,”  by  Drs.  Cameron  Bailey  and 
Paul  Boyer,  New  York  Post-Graduate  Medical 
School;  “Angiocardiograph  in  Congenital  Heart 
Disease,”  by  Dr.  Marcy  L.  Sussman,  radiologist 
at  Mount  Sinai  Hospital. 

The  session  will  be  open  to  physicians  and 
medical  students  without  charge.  The  New  York 
Heart  Association  is  a division  of  the  New  York 
Tuberculosis  and  Health  Association. 
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it  TfaofctiMatM 


— when/  five  years  ago,  G.  E.  intro- 
duced this  radically  different  design 
in  roentgen  therapy  apparatus — the 
G-E  completely  oil-immersed,  shock- 
proof  Maximar. 

True,  it  was  a revolutionary  step  in 
x-ray  engineering  — necessarily  so, 
in  order  to  obtain  the  important 
technical  advantages  here  realized, 
which  would  also  make  it  economi- 
cally feasible  for  more  institutions 
to  equip  for  a thoroughly  efficient 
x-ray  therapy  service,  and  thus  make 
treatments  conveniently  available  to 
more  people  in  more  communities. 

The  fact  that  in  five  short  years  the 
Maximar  has  come  into  world-wide 
use  is  tangible  evidence  of  its 
eminently  successful  design.  And 
the  records  of  performance  and 
maintenance  costs  on  these  hundreds 
of  installations  tell  a story  of  imme- 
diate interest  to  every  prospective 
buyer  of  therapy  equipment. 

Since  there  are  now  four  Maximars 
available— the  200  Kv.,  220  Kv.,  250 
Kv.,  and  400  Kv.  models — you  can 
readily  select  between  them  according 
to  the  specific  type  and  range  of 
therapy  service  you  have  in  mind. 
Moreover,  our  experienced  engineers 
stand  ready  to  draw  up  a floor  plan 
to  show  you  how  a Maximar  can  be 
most  practically  adapted  to  the  space 
you  have  available. 


Write  today  for  information  helpful 
to  your  preliminary  planning. 


GENERAL  ELECTRIC  X-RAY  CORPORATION 

2012  JACKSON  BOULEVARD  CHICAGO,  ILLINOIS 


Say  you 


saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE^ 


Books 


Books  for  review  should  be  sent  to  the  Book 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt 
ficient  notification.  Selection  for  review  will 


Review  Department  at  1313  Bedford  Avenue, 
will  be  made  in  these  columns  and  deemed  suf- 
be  based  on  merit  and  interest  to  our  readers. 


RECEIVED 


Body  Mechanics  in  Health  and  Disease.  By 
Joel  E.  Goldthwait,  M.D.,  Lloyd  T.  Brown, 
M.D.,  Loring  T.  Swain,  M.D.,  and  John  G. 
Kuhns,  M.D.  With  a chapter  on  the  “Heart  and 
Circulation  as  Related  to  Body  Mechanics”  by 
William  J.  Kerr,  M.D.  Third  edition.  Octavo 
of  316  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1941.  Cloth,  $5.00. 

Standard  Radiographic  Positions.  By  Nancy 
Davies,  M.S.R.,  and  Ursel  Isenburg,  M.S.R. 
Octavo  of  136  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Company,  1941.  Cloth, 
$2.00. 

Theory  of  Occupational  Therapy  for  Students 
and  Nurses.  By  Norah  A.  Haworth,  M.A.,  and 
E.  Mary  Macdonald.  Octavo  of  132  pages,  il- 
lustrated. Baltimore,  Williams  & Wilkins  Com- 
pany, 1941.  Cloth,  $2.00. 

Cerebrospinal  Fever.  By  Denis  Brinton, 
D.M.  Octavo  of  163  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Company,  1941. 
Cloth,  $3.00. 

Manual  of  the  Diseases  of  the  Eye  for  Stud- 
ents and  General  Practitioners.  By  Charles  H. 
May,  M.D.  Seventeenth  edition.  Duodecimo 
of  519  pages,  illustrated.  Baltimore,  William 
Wood  & Company,  1941.  Cloth,  $4.00. 

Pathology  of  the  Oral  Cavity.  By  Lester  R. 
Cahn,  D.D.S.  Octavo  of  240  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1941. 
Cloth,  $5.50. 

Visual  Outline  of  Psychiatry.  By  Leland  E. 
Hinsie,  M.D.  (Oxford  Medical  Outline  Series.) 
Octavo  of  109  pages.  New  York,  Oxford  Uni- 
versity Press,  1941.  Cloth,  $2.00. 

Fractures  and  Dislocations.  By  Kenneth  M. 
Lewis,  M.D.  (Oxford  Medical  Outline  Series.) 
Octavo  of  217  pages.  New  York,  Oxford  Uni- 
versity Press,  1941.  Cloth,  $2.00. 

Histology  and  Embryology.  By  Jose  F. 
Nonidez,  Sc.D.  (Oxford  Medical  Outline 
Series.)  Octavo  of  199  pages.  New  York,  Ox- 
ford University  Press,  1941.  Cloth,  $2.00. 

Thoracic  Surgery.  By  Charles  W.  Lester, 
M.D.  (Oxford  Medical  Outline  Series.)  Octavo 
of  141  pages.  New  York,  Oxford  University 
Press,  1941.  Cloth,  $2.00. 

Abdominal  Surgery.  By  John  E.  Hammett, 
M.D.  (Oxford  Medical  Outline  Series.)  Octavo 
of  356  pages.  New  York,  Oxford  University 
Press,  1941.  Cloth,  $2.00. 

Diseases  of  the  Respiratory  Tract.  By  Jacob 
Segal,  M.D.  (Oxford  Medical  Outline  Series.) 
Octavo  of  172  pages.  New  York,  Oxford  Uni- 
versity Press,  1941.  Cloth,  $2.00. 

Obstetrics.  By  Hervey  C.  Williamson,  M.D., 
and  George  Schaefer,  M.D.  (Oxford  Medical 
Outline  Series.)  Octavo  of  113  pages.  New 
York,  Oxford  University  Press,  1941.  Cloth, 
$2.00. 


Surgery  of  the  Head  and  Neck.  By  Arthur 
S.  McQuillan,  M.D.  (Oxford  Medical  Outline 
Series.)  Octavo  of  138  pages.  New  York,  Ox- 
ford University  Press,  1941.  Cloth,  $2.00. 

Sulfanilamide  and  Related  Compounds  in 
General  Practice.  By  Wesley  W.  Spink,  M.D. 
Octavo  of  256  pages.  Chicago,  Year  Book  Pub- 
lishers, 1941.  Cloth,  $3.00. 

A Manual  of  Bandaging,  Strapping  and  Splint- 
ing. By  Augustus  Thorndike,  Jr.,  M.D.  Duo- 
decimo of  144  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1941.  Paper,  $1.50. 

Out  of  the  Test  Tube.  By  Harry  N.  Holmes, 
Ph.D.  Third  edition.  Octavo  of  305  pages,  il- 
lustrated. New  York,  Emerson  Books,  Inc., 
1941.  Cloth,  $3.00. 

The  Foot  and  Ankle:  Their  Injuries,  Diseases, 
Deformities  and  Disabilities  with  Special  Ap- 
plication to  Military  Practice.  By  Philip  Lewin, 
M.D.  Second  edition.  Octavo  of  665  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1941. 
Cloth,  $9.00. 

The  New  International  Clinics.  Original  Con- 
tributions; Clinics;  and  Evaluated  Reviews  of 
Current  Advances  in  the  Medical  Arts.  Edited 
by  George  M.  Piersol,  M.D.  Volume  III,  New 
Series  F our.  ( September. ) Octavo  of  300  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1941.  Cloth,  $3.00. 

Society  and  Medical  Progress.  By  Bernhard 
F.  Stern.  Octavo  of  264  pages,  Princeton,  New 
Jersey,  Princeton  University  Press,  1941.  Cloth, 
$3.00. 

A Text-Book  of  Pathology.  Edited  by  E.  T. 
Bell,  M.D.  Fourth  edition.  Octavo  of  931 
pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1941.  Cloth,  $9.50. 

Essentials  of  General  Surgery.  By  Wallace 
P.  Ritchie,  M.D.  Octavo  of  813  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Company,  1941. 
Cloth. 

The  Microscope.  By  Simon  H.  Gage.  Seven- 
teenth edition.  Octavo  of  616  pages,  illustrated. 
Ithaca,  Comstock  Publishing  Company,  1941. 
Cloth,  $4.00. 

The  1941  Year  Book  of  Public  Health.  Edited 
by  J.  C.  Geiger,  M.D.  Duodecimo  of  544  pages. 
Chicago,  Year  Book  Publishers,  1941.  Cloth, 
$3.00. 

The  Baker  Memorial.  A Study  of  the  First 
Ten  Years  of  a Unit  for  People  of  Moderate 
Means  at  the  Massachusetts  General  Hospital. 
By  Haven  Emerson,  M.D.  Octavo  of  75  pages. 
New  York,  The  Commonwealth  Fund,  1941. 
Cloth. 

Wounds  and  Fractures.  A Clinical  Guide  to 
Civil  and  Military  Practice.  By  H.  Winnett 
Orr,  M.D.  Quarto  of  227  pages,  illustrated. 
Springfield,  Charles  C.  Thomas,  1941.  Cloth, 
$5.00. 
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• The  name  is  never  abbreviated; 
other  infant  food — notwithstanding 


and  the  product  is  not  like  any 
a confusing  similarity  of  names. 


The  fat  of  Similac  has  a physical  and  chemical  composi- 
tion that  permits  a fat  retention  comparable  to  that  of 
breast  milk  fat  (Holt,  Tidwell  & Kirk,  Acta  Pediatrica, 
Vol.  XVI,  1933)  ...  In  Similac  the  proteins  are  rendered 
soluble  to  a point  approximating  the  soluble  proteins  in 
human  milk  . . . Similac,  like  breast  milk,  has  a con- 
sistently zero  curd  tension  . . . The  salt  balance  of 
Similac  is  strikingly  like  that  of  human  milk  (C.  W. 
Martin,  M.  D.,  New  York  State  Journal  of  Medicine, 
Sept.  1,  1932).  No  other  substitute  resembles  breast  milk 
in  all  of  these  respects. 


A powdered,  modified 
milk  product  especially 
prepared  for  infant  feed- 
ing, made  from  tuber- 
culin tested  cow’s  milk 
(casein  modified)  from 
which  part  of  the  butter 
fat  is  removed  and  to 
which  has  been 
added  lactose,  vegetable 
oils  and  cod  liver  oil 
concentrate. 


SIMILAR  TO 
BREAST  MILK 


M&R  DIETETIC  LABORATORIES,  INC.  • COLUMBUS,  OHIO 
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REVIEWED 


A Textbook  of  Ophthalmology.  By  Sanford 
R.  Gifford,  M.D.  Second  edition.  Octavo  of 
470  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1941.  Cloth,  $4.00. 

This  book  is  printed  in  clear  type  on  good 
paper.  It  is  replete  with  illustrations,  the 
majority  of  which  are  actual  photographs.  The 
14  color  plates  are  remarkably  good  for  a volume 
of  this  size.  The  subject  of  ophthalmology  is 
surprisingly  well  covered,  the  chapters  on  the 
large  phases  of  the  subject,  such  as  cataract, 
glaucoma,  ocular  motility,  fundus  changes  in 
cardiovascular  renal  diseases  being  quite  ade- 
quate for  the  author’s  purpose  in  presenting  this 
book  to  the  student  and  general  practitioner. 

As  would  be  expected  in  a second  edition,  some 
chapters  have  been  rewritten,  some  illustrations 
have  been  left  out  and  new  ones  added,  and  the 
subject  has  been  brought  up  to  date  in  line  with 
advances  during  the  three  years  since  the  first 
edition  appeared.  In  ocular  therapeutics  the 
use  of  the  newer  drugs  for  chemotherapy  and  the 
broadened  use  of  the  vitamins  have  been  pre- 
sented. As  would  be  expected  of  the  author  of 
a book  on  ocular  therapeutics,  treatment  of  the 
various  conditions  in  this  book  is  well  covered. 

This  is  a readable,  simple,  and  concise  pres- 
entation and  should  prove  valuable  both  to 
the  student  and  for  the  general  practitioner  for 
whose  use  it  is  especially  intended.  It  is  to  be 
hoped  that  its  perusal  by  the  latter  especially 
will  lead  him  not  to  think  himself  an  ophthal- 
mologist but  to  recognize  the  ocular  conditions 
that  require  the  aid  of  one  to  the  furtherance  of 
the  eye  health  of  his  patients. 

E.  Clifford  Place 

Man’s  Greatest  Victory  over  Tuberculosis. 

By  J.  Arthur  Myers,  M.D.  Quarto  of  419  pages, 
illustrated.  Springfield,  Charles  C.  Thomas, 
1940.  Cloth,  $5.00. 

Another  excellent  book  has  arrived  from  the 
prolific  pen  of  Dr.  J.  Arthur  Myers.  This  book 
deals  almost  wholly  with  the  historical  aspect 
of  the  fight  upon  tuberculosis  in  animals.  One 
can  hardly  conceive  a more  complete  recording 
of  the  step-by-step  progress  that  has  been  made 
in  the  control  of  this  disease.  While  this  par- 
ticular book  confines  itself  largely  to  the  charac- 
ter of  the  efforts  made  in  control  of  cattle 
tuberculosis,  one  is  tremendously  impressed  with 
the  fact  that  a technic  has  been  evolved  which 
if  carried  out  to  its  logical  conclusion  should 
eventuate  in  the  eradication  of  tuberculosis  in 
man  as  well  as  in  cattle. 

Here  is  a book  no  student  of  medical  progress 
should  be  without.  It  epitomizes  the  monu- 
mental work  that  has  been  done  here  in  the 
United  States  to  eradicate  tuberculosis  as  a 
social  and  economic  problem. 

Foster  Murray 

The  Heart  in  Pregnancy  and  the  Childbearing 
Age.  By  Burton  E.  Hamilton,  M.D.,  and  K. 
Jefferson  Thomson,  M.D.  Octavo  of  402  pages, 
illustrated.  Boston,  Little,  Brown  and  Com- 
pany, 1941.  Cloth,  $5.00. 

This  volume  represents  a review  by  Drs. 
Hamilton,  Thomson,  and  Irving  of  cardiac 


patients  treated  during  pregnancy  at  the  Boston 
Lying-In  Hospital  over  a seventeen-year  period. 

Rheumatic  heart  disease  was  found  to  be  the 
most  prevalent  type  of  cardiac  involvement 
constituting  the  etiologic  factor  in  92  per  cent  of 
the  number  of  pregnant  women  with  cardiac 
involvement.  Congenital,  syphilitic,  and  de- 
generative lesions,  along  with  deficiency  heart 
disease,  were  the  causative  factors  also  encoun- 
tered in  this  series. 

Prophylactic  treatment  and  the  treatment  of 
cardiac  failure  is  thoroughly  discussed.  Post- 
partum complications  are  considered.  The 
heart  in  toxemias  of  pregnancy  is  thoroughly 
covered.  The  normally  pregnant  patient  is 
compared  with  the  pregnant  cardiac  patient. 
Case  reports  are  included  to  review  the  subject. 
It  is  a reliable,  sane  resume  of  an  important 
phase  of  obstetrics. 

James  F.  Butler 

Radiologic  Physics.  By  Charles  Weyl,  S. 
Reid  Warren,  Jr.,  and  Dallett  B.  O’Neill.  Octavo 
of  459  pages,  illustrated.  Springfield,  Charles 
C.  Thomas,  1941.  Cloth,  $5.50. 

This  book  was  written  as  a text  to  be  used  in 
the  courses  in  radiology  given  in  the  Graduate 
School  of  the  University  of  Pennsylvania.  As 
such,  the  book  probably  serves  its  purpose  well. 
It  covers  all  the  necessary  electrophysics  re- 
quired for  an  understanding  of  modern  x-ray 
equipment.  The  book  is  divided  into  two  parts. 
The  first  deals  with  the  more  general  principles 
of  electricity,  electromagnetism,  and  electronics. 
The  second  part  considers  the  more  direct  appli- 
cation of  these  principles  to  x-ray  and  further 
discusses  such  matters  as  principles  of  technic, 
development,  and  stereoscopy. 

The  book’s  chief  defect  lies  in  the  brevity  of 
most  of  its  presentations.  For  proper  use  of 
the  volume  one  requires  either  an  instructor  to 
provide  additional  background  material  or  a 
good  physics  text  must  be  always  at  hand  and 
be  studied  in  conjunction  with  the  main  work. 
To  meet  this  requirement  the  authors  have 
included  a comprehensive  bibliography  at  the 
end  of  each  chapter.  In  addition,  in  the  ap- 
pendix there  is  a brief  review  of  the  mathe- 
matical concepts  necessary  for  an  understanding 
of  the  book. 

The  volume  indicates  clearly  all  the  material 
that  should  be  learned  for  a good  working  knowl- 
edge of  radiologic  physics  and,  if  used  in  a course 
or  together  with  more  detailed  texts,  it  serves 
its  purpose  admirably. 

A.  L.  L.  Bell 

A Diabetic  Manual  for  the  Mutual  Use  of 
Doctor  and  Patient.  By  Elliott  P.  Joslin,  M.D. 
Seventh  edition.  Duodecimo  of  238  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1941. 
Cloth,  $2.00. 

This  book  fulfills  its  title  very  well.  It  is  the 
seventh  edition  of  an  original  and  classic  manual 
of  its  type.  It  is  rich  in  scientific  material  and 
practical  suggestions.  It  abounds  with  clinical 
considerations,  and  one  will  find  of  particular 
interest  case  reports  with  their  follow-up. 

[Continued  on  page  2268] 
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RIVERLAWN  SANITARIUM 

FOUNDED  1 893 


A conveniently  situated  Sanitarium  offering  complete  facilities  for 
the  treatment  and  care  of  MENTAL  AND  NERVOUS  CASES 
and  ALCOHOLIC  AND  DRUG  ADDICTIONS.  We  extend  full 
cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  MD.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4*2342 


FALKIRK 

• IN  THE 

RAMAPOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


AN  AMERICAN  HOSPITAL  IN  THE  WAR  ZONE 


America’s  aid  to  Great  Britain  covers  more  than  ma- 
terials of  defense  and  offense — more  than  the  daily  needs 
of  civilian  relief. 

An  American  Hospital  in  Britain,  staffed  completely 
by  American  doctors,  nurses,  and  technicians  and  main- 
tained by  American  contributions,  has  been  in  operation 
since  September,  1940.  Since  the  day  it  opened,  more 
than  2,600  severe  air-raid  casualties  have  been  treated  at 
the  hospital  and  the  American  surgeons  have  performed 
over  1,400  operations.  Most  outstanding  has  been  the 
work  on  severe  bone  fractures  so  common  among  vic- 
tims of  bombings. 

The  technique  developed  by  the  American  doctors  in 
the  treatment  of  these  cases  has  been  so  successful  that 
it  has  attracted  the  attention  of  medical  men  in  all  parts 
of  the  island  kingdom.  Many  British  doctors  have 
sought  the  opportunity  to  watch  and  study  the  tech- 
nique of  their  American  colleagues. 

Plastic  surgery  and  skin-grafting  have  also  taxed  the 
skill  of  the  hospital  staff,  especially  among  patients 
from  the  air  force  who  have  been  burned  about  the  hands 
and  face  when  bailing  out  of  flaming  planes.  Other 
delicate  operations  performed  with  remarkable  results 
include  those  of  brain  and  spinal  cases. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physidan-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


The  delicate  brain  operation  that  restored  the  power  of 
speech  to  a 7-year  boy  struck  dumb  by  bomb  injuries, 
and  which  became  international  news,  is  but  one  ex- 
ample of  what  the  American  Hospital  calls  a regular 
performance  in  the  line  of  duty. 

This  tremendously  important  experience  in  war  sur- 
gery is  being  made  available  to  America  for  our  own  de- 
fense measures  through  the  records  which  are  being 
turned  over  to  the  Committee  on  Wound  Infection  of  the 
National  Council  of  Medical  Research  in  this  coun- 
try. 

Pioneer  work  in  compound  fracture  treatment,  brain 
and  spinal  operations,  plastic  surgery  and  skin  grafting,  at 
the  American  Hospital,  is  supplying  a medical  program 
valuable  to  America’s  defense  plans. 

The  fine  work  done  will  be  materially  expanded  in 
January,  1942  when  the  hospital  moves  to  larger  quarters 
at  Oxford.  Here  it  will  take  over  a new  hospital  build- 
ing of  200  beds,  and  its  staff  will  be  increased  by  some  60 
new  members  recruited  in  America. 

The  cost  of  operating  the  American  Hospital  for  1942 
has  been  estimated  by  the  British  War  Relief  Society  of 
America,  at  $300,000.  The  hospital  has  been  wholly 
supported  by  contributions  made  through  this  Society. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.,  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rales:  $18  lo  $35  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 
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General  considerations,  as  well  as  specific  prob- 
lems pertaining  to  diabetes,  are  presented  in  a 
clear  and  concise  manner.  Its  small  cost  makes 
it  possible  for  all  physicians,  as  well  as  diabetic 
patients,  to  include  it  among  their  current 
books. 

E.  R.  Marzullo 

The  Principles  and  Practice  of  Ophthalmic 
Surgery.  By  Edmund  B.  Spaeth,  M.D.  Sec- 
ond edition.  Octavo  of  886  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1941.  Cloth,  $10. 

The  second  edition  of  Principles  and  Practice 
of  Ophthalmic  Surgery,  coming  so  soon  after  the 
first,  not  only  speaks  for  the  popularity  of  this 
work  but  demonstrates  beyond  a doubt  that  it 
is  authentic  in  its  field. 

The  present  volume  has  been  brought  up  to 
date  not  only  by  elaboration  of  the  text  but  by 
the  addition  of  numerous  illustrations. 

The  reviewer  is  particularly  impressed  by  the 
logical  plan  of  this  book,  by  its  orderly  pres- 
entation of  each  problem,  and  by  the  step-by- 
step  sequence  of  each  technical  descrip- 
tion. 

This  arrangement  makes  the  book  ideal  as  a 
study  text  for  the  ophthalmic  resident  and  yet 
makes  readily  accessible  any  aspect  of  a problem 
which  the  “arrived’’  ophthalmologist  may  choose 
to  brush  up  on  before  he  enters  the  operating 
room. 

The  illustrations,  with  but  one  or  two  excep- 
tions, are  readily  understandable  and  the  dia- 
grams, charts,  and  tables  are  a decided  asset 
in  supplementing  the  text. 

The  author  has  quoted  directly  from  other 
authorities  in  many  instances,  thereby  showing 
his  lack  of  bias  in  favor  of  his  own  ideas  to  the 
exclusion  of  others.  This  plan  of  a broad  and 
inclusive  point  of  view  has  resulted  in  a much 
wider  scope  than  other  similar  works  that  have 
set  forth  only  one  man’s  ideas  and  experiences. 

Because  of  this,  the  reviewer  would  think  it 
justifiable  to  call  this  work  of  Doctor  Spaeth’s, 
the  “Bible  of  Ophthalmic  Surgery.” 

John  N.  Evans 

The  New  International  Clinics;  Original 
Contributions:  Clinics;  and  Evaluated  Re- 

views of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  M.  Piersol,  M.D.  Volume 
II,  New  Series  Four.  Octavo  of  299  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1941.  Cloth,  $3.00. 

This  issue  of  the  New  International  Clinics 
contains  ten  miscellaneous  original  contributions 
and  two  symposiums,  one  from  Yale  and  the 
other  from  the  University  of  Louisville.  The 
comprehensive  review  is  that  by  Tumen  and 
Lieberthal  of  chronic  gastritis.  Special  mention 
should  be  made  of  the  excellent  articles  on  the 
treatment  of  bronchospastic  dyspnea  by  Wend- 
kos  and  Robertson  and  that  on  cryptorchidism 
by  Hamilton  and  Hubert. 

Milton  Plotz 

Pharmacology.  By  J.  H.  Gaddum,  Sc.D. 
Octavo  of  407  pages,  illustrated.  New  York, 
Oxford  University  Press,  1940.  Cloth,  $6.00. 

This  book  is  devoted,  as  the  title  would  sug- 
gest, almost  exclusively  to  pharmacology.  In 


it  one  finds  an  authoritative  discussion  of  sound 
physiologic  and  pharmacologic  principles. 

A study  of  the  general  principles  so  clearly 
presented  in  this  work  would  fortify  the  physi- 
cian against  the  unscientific  and  extravagant 
claims  made  for  so  many  drugs. 

Charles  Solomon 

An  Introduction  to  Dermatology.  By  Rich- 
ard L.  Sutton,  M.D.,  and  Richard  L.  Sutton,  Jr., 
M.D.  Fourth  edition.  Octavo  of  904  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Company, 
1941.  Cloth,  $9.00. 

This  book  is  a condensed  volume  from  the 
authors’  tenth  edition  of  Diseases  of  the  Skin 
and  contains  approximately  800  pages  of  text 
with  over  700  photographic  cuts  including  many 
photomicrographs.  Thirty-five  pages  of  bibli- 
ography are  appended,  arranged  according  to 
chapters,  under  disease  headings,  and  set  up  so 
that  they  make  an  easy,  ready  reference.  These 
references  are,  of  course,  only  the  outstanding 
ones  applying  to  the  subject  and  are  completely 
up  to  date. 

Anyone  who  has  read  the  authors’  more  com- 
prehensive text  will  appreciate  that  while  this 
book  is  written  for  the  student  and  general  prac- 
titioner, it  is  complete  and  well  written.  It  is 
not  a compend,  nor  does  it  omit  a great  number 
of  the  less  common  diseases.  The  only  abridge- 
ment is  found  in  lengthy  description  of  varia- 
tions, in  theories  of  etiology,  and  in  ideas  of 
therapy. 

The  reviewer  heartily  endorses  this  as  an 
excellent  book,  more  than  sufficiently  complete 
for  all  but  the  specialist  and  research  worker. 
In  fact  it  could  even  be  used  by  them  for  its 
concise  capitulation  of  pigmentations,  lympho- 
blastomas, gangrene  of  the  skin,  etc. 

E.  Almore  Gauvain 

Air  Raid  Precautions.  (In  Ten  Parts.) 
Reprinted  by  Permission  of  the  Controller  of 
His  Britannic  Majesty’s  Stationery  Office. 
First  American  Edition.  Octavo.  Brooklyn, 
Chemical  Publishing  Co.,  1940.  Cloth,  $3.00. 

Air  Raid  Precautions  is  an  American  edition 
from  the  Great  Britain  Ministry  of  Home  Secur- 
ity. The  volume  is  in  ten  sections  and  is  ex- 
pertly prepared  by  various  civil  and  military 
groups  who  have  had  the  most  recent  experiences 
in  air-raid  defenses. 

Duties  of  the  municipal  services,  including  the 
Fire  and  Police  departments  and  various  other 
civil  and  volunteer  units,  are  outlined,  as  well  as 
the  multiplicity  of  personnel  training  prior  to 
attacks;  classifications  of  buildings,  etc.,  as  to 
ability  to  withstand  bombardment;  and  the 
planning  and  construction  of  shelters.  Emphasis 
is  placed  on  the  type  of  equipment  to  issue  and 
its  care,  inspection,  repair,  and  storage. 

Two  sections  are  devoted  to  gas  detection  and 
identification  service,  care  and  inspection  of  res- 
pirators and  individual  equipment,  and  special 
protective  clothing  against  chemical  warfare 
agents. 

Air  Raid  Precautions  is  a valuable  guide  for 
any  individual  or  municipality  interested  in  such 
a service. 

Carl  W.  Ltjpo 
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INTERPINES 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 

Disorders  of  the  Nervous  System 

BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


CREST  VIE  Wr 

SANITARIUM 


Phone 

GREENWICH 

773 


r 


For  Nervous,  Mildly  Mental,  Digestive  and  Cardiovascu- 
lar cases,  and  special  care  for  ELDERLY  PATIENTS. 
Quiet,  refined,  homelike.  2 5 miles  from  N.  Y.  City. 
Moderate  rates. 

f.  st.  clair  hitchcock,  M.D.,  Director 

275  NORTH  MAPLE  AVE.,  GREENWICH,  CONN. 


MCKINNEY’S 


(or  ELDERLY  PEOPLE, 
CONVALESCENTS  and 
CHRONIC  INVALIDS. 
105  BRUCE  AVE 


SANITARIUM 

Under  medical  supervision, 
tender  and  devoted  care  in 
an  atmosphere  unusually  home- 
like. Expert  dietetic  and 
nursing  service.  Full  coop- 
eration with  patient's  personal 
physician. 

YONKERS,  NEW  YORK 

YONKERS— 3265 


J 


BOTTLENECK  OF  FATIGUE 

A gentleman  in  the  West  remarks  that  “Pleasure 
travel  is  playing  a vital  role  in  relieving  the  strain  of 
overwork  in  the  national  defense  emergency.  Men  can- 
not work  like  machines.  A vacation  of  pleasure  travel  is 
proving  the  cure  for  the  danger  of  a bottleneck  of  over- 
worked executives.” 

Maybe  the  gentleman  from  California  has  something 
there.  If  it  isn’t  true  as  yet,  physicians  will  undoubtedly, 
as  time  goes  on,  have  an  increasing  number  of  patients 
who  have  cracked  under  the  strain.  The  cure  may  not 
be  as  simple  as  this  travel-minded  gentleman  would  have 
us  all  believe,  but  as  every  physician  knows,  a trip  of  even 
one  day  away  from  the  grind  certainly  is  an  adjuvant  in 
treating  frayed  nerves  and  tired  mind  and  body. 

In  addition,  as  this  man  explains,  “Travel  makes  better 
Americans.  It  is  a marvelous  thing  for  people  to  travel 
over  and  know  their  own  state.  It  is  still  better  for  them 
to  travel  over  their  own  country.  A person  traveling 
over  the  United  States  from  the  Alleghenies  to  the  Pacific 
learns  to  appreciate  his  part-ownership  of  the  most 
valuable  real  estate  on  earth.  He  learns  to  know 
America.  And  when  you  know  America,  you  won’t  let 
anything  happen  to  America. 

“We  need  only  to  look  at  Canada,”  he  adds,  “which  has 
been  at  war  for  two  years.  There  every  effort  is  being 
made  to  encourage  travel  and  recreation,  for  every 
Canadian  realizes  the  vital  necessity  of  keeping  himself 
physically  and  mentally  fit  to  do  his  or  her  share.” 


SLEEP  IN  SEASON 

In  an  article  setting  forth  new  rules  for  sleeping,  an 
Australian  newspaper  states  that  we  are  seasonal  sleepers 
— that  wintertime  sleep  is  not  the  same  as  slumbers  at 
other  times  of  the  year. 

“You  will  fall  asleep  most  easily  in  the  spring,  and  you 
will  move  around  less  and  dream  more. 

“You  will  have  the  hardest  time  to  go  to  sleep  in  sum- 
mer. 

“In  the  autumn  it’s  all  turned  around.  You’ll  move 
around  more,  and  will  do  less  dreaming  than  at  any  time 
of  the  year.” 

Weather,  too,  affects  sleep  according  to  the  news 
article.  As  the  barometer  goes  down,  restlessness  goes 
up.  The  soothing  monotone  of  rain  falling  on  the  roof 
may  induce  slumber,  but  a person  will  probably  be  more 
restless  on  a damp  night. 


CUSS  WORDS  AID  BOMB  VICTIMS 

Not  that  railwaymen  are  any  more  addicted  to  pro- 
fanity than  the  ordinary  run  of  mortals,  but  the  Queen’s 
Canadian  fund  received  an  unexpected  contribution  when 
a Canadian  National  train  crew  fined  themselves  every 
time  a naughty  word  slipped  out.  By  mutual  consent 
it  was  agreed  that  any  member  of  the  crew  who  said 
— ” or  “**$-%& — ” (literal  translation  “oh 
fudge!”  and  “dear  me!”)  would  place  a penny  in  a box. 

When  the  train  reached  Moncton  terminal,  the  box  was 
filled  to  overflowing.  . .so  $9.56  went  to  aid  bomb  victims 
in  Britain. 


A HUMANE  IDEAL— A SCIENTIFIC  NECESSITY 

TWIN  ELMS  SYRACUSE,  N.  Y. 

A MODERN  PSYCHIATRIC  HOSPITAL 

Rates  for  limited  budgets. 

Personalized  Psycho-therapy  plus  the  Uplift  of  Refined  Living. 
Electro-shock  is  administered  in  selected  cases. 

EUGENE  N.  BOUDREAU,  M.D.,  Physician-in-Charge 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  4-1143 


It  is  the  physician's  duty,  when  the  occasion  requires,  to  recommend  a Funeral  Director  who  is 
ethical — yet  reasonable  in  price.  You  may  have  Full  confidence  in  our  service. 

Long  Island  RIVERSIDE  MEMORIAL  CHAPEL  Westchester  County 

Far  Rockaway  7-7100  76th  St.  & Amsterdam  Ave.,  N.  y.  Hillcrert  3535 

Endicott  2-6600 
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Dr.  Colwell’s  Daily  Log  for  Physicians.  A 

Brief,  Simple,  Accurate  Financial  Record  for  the 
Physician’s  Desk.  Quarto.  Champaign,  Illi- 
nois, Colwell  Publishing  Company,  1941.  Cloth 
$6.00. 

This  attractively  bound  volume  is  a continuing 
evidence  of  the  appreciated  efforts  toward  sim- 
plification of  the  physician’s  business  routine. 
We  rate  it  among  the  best  for  its  labor-saving 
and  efficiency. 

Andrew  M.  Babey 

Textbook  of  Pediatrics.  By  J.  P.  Crozer 
Griffith,  M.D.,  and  A.  Graeme  Mitchell,  M.D. 
Third  edition.  Octavo  of  991  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1941. 
Cloth,  $10. 

The  third  edition  of  this  textbook  has  been  re- 
vised from  cover  to  cover.  Its  name  has  been 
changed  from  Diseases  of  Infants  and  Children. 
It  stands  as  one  of  the  two  best  general  books  on 
pediatrics  for  students  in  this  country. 

Like  most  modern  textbooks,  collaborators 
have  greatly  aided,  so  that  special  fields  of 
endeavor  have  been  covered  by  those  who  have 
done  special  work  in  a particular  field.  The 
book  was  rewritten  by  Dr.  Mitchell  and  various 
chapters  were  sent  to  the  collaborators  for  criti- 
cism and  advice.  Thus,  the  style  remains  the 
same  throughout. 

There  is  no  bibliography  for  this  edition. 
The  authors  thought  it  would  be  too  bulky  in  a 
single  volume — that  is,  if  it  were  complete. 
However,  a bibliography  of  the  edition  can  be 
secured  by  writing  to  the  Society  for  Research 
in  Child  Development,  National  Research  Coun- 
cil, 2101  Constitution  Avenue,  Washington,  D.  C. 

Since  receiving  this  book  for  review,  both 
authors  have  died.  No  greater  monument  than 
this  book  could  be  erected  to  these  great  and  be- 
loved teachers  of  pediatrics.  Dr.  Griffith  lived 
to  be  an  elderly  man  and  he  saw  the  field  of 
pediatrics  develop  from  its  infancy,  while  Dr. 
Mitchell  was  in  the  prime  of  a wonderful  teach- 
ing career. 

Thurman  B.  Givan 

The  Story  of  Clinical  Pulmonary  Tuberculosis. 

By  Lawrason  Brown,  M.D.  Octavo  of  411 
pages.  Baltimore,  Williams  & Wilkins  Com- 
pany, 1941.  Cloth,  $2.75. 

During  the  many  years  that  Dr.  Lawrason 
Brown  lectured  at  the  Trudeau  Post-Graduate 
School  for  Pulmonary  Tuberculosis,  he  delivered 
a series  of  talks  on  the  “Historical  Aspect  of  the 
Clinical  Study  of  the  Disease.”  These  lectures 
embrace  knowledge  of  the  subject  from  the  time 
of  the  earliest  discoveries  to  those  of  the  present 
time.  They  proved  to  be  of  absorbing  interest  to 
those  privileged  to  hear  them  and,  on  the  urging 
of  many  friends,  Mrs.  Brown  has  brought  these 
lectures  together  and  published  them  in  a single 
volume,  much  to  the  advantage  of  us  all. 

The  book  is  divided  into  four  parts.  The  first 
part  is  episodic  in  character,  dealing  with  events 
coincident  with  existing  knowledge  in  and  about 
the  years  1700,  1800,  and  1900.  The  second  part 
deals  with  “Diagnosis  of  Early  Pulmonary  Tuber- 
culosis,” stressing  particularly  the  contributions 
of  Laennec  and  his  successors,  “Early  Publica- 
tions in  Germany  and  Austria”;  “The  Diffusion 


of  Knowledge  in  England”;  “Diagnosis  in 
America”;  and,  last,  a chapter  on  “Diagnosis  by 
X-Ray.”  This  last  chapter  was  contributed  by 
Dr.  Brown’s  close  associate,  Dr.  Homer  L. 
Sampson.  The  third  part  deals  with  the  “Mod- 
ern Surgical  Treatment  of  Pulmonary  Tubercu- 
losis,” stressing  largely  the  evolution  and  de- 
velopment of  surgical  methods  in  general.  Much 
of  this  chapter  has  been  written  by  Dr.  Edward 
W.  Archibald,  of  Montreal,  Canada.  The  forth 
part  of  the  book  is  devoted  to  some  sidelights  of 
importance — namely,  “Laennec  and  His  Writ- 
ings,” “The  Story  of  the  Stethoscope,”  and 
“Early  Medical  Journals.” 

The  book  as  a whole  is  highly  readable,  is 
extremely  well  documented,  and  has  a most  com- 
plete bibliography.  It  is  invaluable  to  the  stu- 
dent of  pulmonary  tuberculosis. 

Foster  Murray 

Brucellosis  (Undulant  Fever)  Clinical  and 
Subclinical.  By  Harold  J.  Harris,  M.D.  Oc- 
tavo of  286  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  Inc.,  1941.  Cloth,  $5.50. 

Brucellosis  is  a disease  concerning  which  there 
is  a growing  interest  on  the  part  of  the  medical 
and  veterinary  profession,  as  well  as  the  public 
health  authorities.  This  book  is,  therefore, 
timely  and  informative.  It  may  very  well  be 
expected  to  focus  attention  on  this  infection, 
which  is  desirable  because  of  the  controversial 
nature  of  so  much  that  has  been  written  con- 
cerning it.  The  author  describes  the  various 
aspects  of  the  disease  in  their  logical  sequence, 
giving  many  personal  observations  and  quoting 
from  many  of  the  authors  whose  publications  are 
listed  in  the  appended  biography.  Although  he 
makes  mention  of  a personal  series  of  249  cases, 
certain  of  which  he  cites  to  illustrate  points  made 
in  the  text,  Dr.  Harris  has  not  included  an  in- 
dividual tabulation  of  his  patients  by  age,  sex, 
occupation,  suspected  mode  of  infection,  diag- 
nostic proofs,  symptoms,  complications,  etc. 
He  has  attempted,  however,  the  important  task 
of  bringing  forth  to  more  searching  scrutiny  the 
subject  of  chronicity,  or  latency,  as  related  to  the 
brucella  infection.  In  this  he  shows  keen  alert- 
ness to  its  public  health  significance,  as  well  as  to 
the  realization  that  one  of  our  main  problems  is 
to  define  clearly  this  disease.  As  Henry  Dietrich 
has  said:  “Undulant  fever  is  without  pathog- 
nomonic symptoms  or  clinical  signs,  and  one  is 
dependent  on  a reliable  laboratory  for  a final 
decision  in  a given  case.”  Even  tissue  diagnosis, 
as  Dr.  Harris  agrees,  is  not  yet  of  practical  value, 
and  the  necropsy  observations  that  have  reached 
the  literature  are  practically  negative,  at  least 
for  specific  findings.  In  contradistinction  to 
other  milk-borne  diseases,  like  typhoid  and  septic 
sore  throat,  it  is  rarely  possible  to  trace  the  sus- 
pected outbreak  to  a given  dairy.  Even  all  the 
laboratory  procedures  used  for  its  diagnosis  are 
subject  to  a variable  interpretation  with  the 
exception  of  a positive  culture,  and  this  is  ad- 
mittedly difficult  to  obtain  and  infrequently 
found.  Most  all  statistical  and  serologic  evi- 
dence tends  to  establish  that  brucellosis  (Brucella 
abortus),  is  most  infrequent  in  children  under  10 
years  of  age,  although  they  are  the  greatest 
consumers  of  milk.  On  the  contrary,  the  diag- 
nosis is  rather  commonly  made  among  those 
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LOUDEN-KNICKERBOCKER  HALL.1" 

81  LOUDEN  AVENUE  Tel.  Amityville  52  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf ormation  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 


WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 
Fsr  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scicatiically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


ONE  MINUTE 

MAY  SPELL  “PROFIT” 
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TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates— Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


BRUNSWICK 

H/~\  kin  A Private 
/Vi  L Sanitarium 

Broadway  and  Louden  Avenue 
AMITYVILLE,  L.  I.— Phone:  1700,01,02 

N.  Y.  Office— 67  W.  44th  Street 

Tel:  Mllrray  Hill  2-8323 

C.  L.  MARKHAM,  M.D.,  Supt. 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  nerv- 
ous disorders. 

Separate  accommoda- 
tions for  nervous  and 
backward  children. 
Physicians’  treatments 
rigidly  followed. 


A Way  to  Collect  Money — Though  Not  Recommended 


Ghandi’s  custom  of  fasting  as  a protest  may  appear 
senseless  to  Western  ways  of  thinking,  but  to  the  Hindu 
it  is  the  “mode”  of  asserting  one’s  right  to  redress. 

Throughout  India  of  old,  the  practice  of  “sitting 
d’hama”  was  resorted  to  by  creditors  against  their 
debtors  who  had  defaulted,  and  in  some  parts  of  that 
country  the  practice  is  still  in  vogue. 

There  the  creditor  places  himself  before  the  door  of  his 


debtor,  there  to  remain  until  the  debt  is  paid.  The  ex- 
pected payment  is  seldom  delayed  for  public  opinion 
would  instantly  and  severely  punish  the  debtor  who 
allowed  his  creditor  to  become  exhausted  or  to  die  of 
starvation  before  his  doorway. 

It  may  work  in  less  calloused  nations,  but  it  is  not  to 
be  recommended  here  for  who  would  want  to  sit  out  the 
payment  of  our  rising  public  debt? 


Baldness  Always  a Hair-Raiser 


Baldness  has  baffled  the  human  race  since  the  beginning 
of  the  lowest  form  of  civilization,  and  perhaps  has  pro- 
voked more  remedies  than  any  malady  the  human  race 
has  ever  experienced. 

Some  five  thousand  years  ago  they  had  remedies  for 
this  bane  of  man,  but  oddly  enough  the  first  recorded  pre- 
scription was  for  a woman — for  Ses,  the  mother  of  Teta 
who  was  King  of  Upper  and  Lower  Egypt.  It  is  to  be 


found  in  the  famous  Ebers  Papyrus,  a medical  treatise 
still  in  the  possession  of  the  University  of  Leipzig  unless 
it  was  burned  in  one  of  Hitler’s  purges  of  non-Aryan 
literature. 

While  testimonials  as  to  its  efficacy  are  lacking,  it  did 
have  some  rather  impressive-sounding  ingredients.  The 
prescription  called  for  such  “drugs”  as  “toes-of-a-dog,” 
“refuse-of-dates”  and  “hoof-of-an-ass.” 


ELIXIR  BROMAURATE 

IS, GIVING  EXCELLENT  RESULTS 


IN  WHOOPING  COUGH 


Shortens  the  duration  of  the  cough,  relieves  the  distressing  spasms  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSIST- 
ENT COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  Teaspoonful  every  3 to  4 hours. 

GOLD  PHARMACAL  CO.,  New  York 
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[Continued  from  page  2270] 

adults  who  handle  infected  animals  and  their 
carcasses.  The  evidence  would  seem  clearly  to 
suggest  a contact  infection.  Much  information  is 
needed,  however,  before  too  many  conclusions 
are  drawn  as  to  prophylaxis  and  dissemination 
of  a disease,  the  clinical  aspects  of  which  we 
possess  so  little  knowledge. 

Joseph  C.  Regan 

I.  Help  Your  Doctor  to  Help  You  When  You 
Have  Sick  Headache  or  Migraine.  Duodecimo 
of  37  pages.  New  York,  Harper  & Brothers, 
1941.  Cloth,  $0. 95. 

II.  Help  Your  Doctor  to  Help  You  When  You 
Have  Colitis.  Duodecimo  of  30  pages.  Cloth, 
$0.95. 

III.  Help  Your  Doctor  to  Help  You  When  You 
Have  Food  Allergy.  Duodecimo  of  50  pages. 
Cloth,  $0.95. 

IV.  Help  Your  Doctor  to  Help  You  When  You 
Have  Gallstones  and  Diseases  of  the  Gall- 
bladder. Duodecimo  of  41  pages,  illustrated. 
Cloth,  $0.95. 

V.  Help  Your  Doctor  to  Help  You  When  You 
Have  Gastric  or  Duodenal  Ulcer.  Duodecimo  of 
53  pages,  illustrated.  Cloth,  $0.95. 

The  purpose  of  this  series  of  small  booklets  is 
to  provide  manuals  of  the  type  that  a doctor 
might  want  to  give  to  his  patients  in  order  to 
supplement  his  verbal  explanations  and  instruc- 
tions. 

I.  “Migraine.” — This  is  clearly  and  well  writ- 
ten. One  wonders  why  it  was  necessary  to  tell 
the  patient  where  his  physician  could  find  the 
latest  therapy  on  the  subject.  (Shouldn’t  the 
physician  know  or  find  out  for  himself?)  It 
seems  to  the  reviewer  that  the  text  strays  a bit 
too  widely  from  its  avowed  purpose  when  it 
fists  and  suggests  simple,  as  well  as  proprietary, 
drugs  used  in  treatment  of  this  condition. 

II.  “ Colitis.” — This  is  a most  sensibly  written 
little  volume.  It  discusses  “so-called  colitis” 
and  exposes  much  of  the  “hokum”  surrounding 
it.  Sane  and  wholesome  advice  to  those  who 
suffer  from  this  disturbance  is  given.  This  ma- 
terial is  worth  reading  by  many  doctors  and  by 
high-strung  persons  suffering  from  occasional  or 
frequent  “bellyaches”  with  or  without  diarrhea. 

III.  “Food  Allergy.” — “Fitting  the  diet  to  the 
individual”  is  the  essence  of  the  advice  given  in 
this  little  book.  This  difficult  and  complex 
problem  is  handled  in  a masterful  way.  This 
again  is  a volume  from  which  both  sufferer  and 
doctor  can  profit  greatly. 

IV.  “Gallstones  and  Diseases  of  the  Gall- 
bladder.”— It  would  seem  that  too  much  detail 
is  given  to  the  lay  person  about  x-ray  diagnosis. 
The  discussion  of  technical  diagnostic  methods 
and  criteria  is  overstressed.  This  volume  was 
apparently  written  by  a surgeon,  who  discusses 
the  case  for  and  against  immediate  and  future 
surgery  intelligently;  he  says  actually  and  per- 
haps in  truth,  “there  is  no  medical  treatment  for 
this  disease.” 

V.  “Gastric  or  Duodenal  Ulcer.” — For  lack 
of  a more  modern  and  probably  more  rational 
treatment  for  ulcer,  the  author  adequately  dis- 
cusses frequent  feeding,  neutralization  of  acid, 
and  the  like  in  the  handling  of  this  condition. 
Sticking  to  the  Sippy  routine,  as  he  does,  appears 
a bit  unprogressive  in  the  fight  of  recent  knowl- 


edge. The  indications  for  surgery  are  well  dis- 
cussed. The  inclusion  of  ulcer-like  diseases,  as 
well  as  the  outlook  for  possible  improvement  by 
medical  therapy  in  the  near  future,  seems  wise. 

In  general,  one  can  say  that  these  five  booklets 
are  valuable  adjuncts  to  the  physician  in  the 
necessary  explanations  given  to  the  patient  about 
his  condition.  Both  editors  and  authors  must 
ever  keep  in  mind  that  narrow,  dangerous  divid- 
ing fine  beyond  which  they  must  not  go,  particu- 
larly in  advising  specific  treatment,  lest  they 
permit  the  booklets  to  become  competitors  of  the 
doctor. 

Benjamin  M.  Bernstein 

Cardiac  Classics.  A Collection  of  Classic 
Works  on  the  Heart  and  Circulation  with  Com- 
prehensive Biographic  Accounts  of  the  Authors. 
Fifty-Two  Contributions  by  Fifty-One  Authors. 
By  Frederick  A.  Willius,  M.D.,  and  Thomas 
E.  Keys,  M.A.  Quarto  of  858  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1941.  Cloth,  $10. 

Physicians  interested  in  diseases  of  the  heart 
and  circulation  will  welcome  the  appearance  of 
Cardiac  Classics.  The  authors  have  made  wise 
selections  from  the  vast  amount  of  original  mate- 
rial dealing  with  cardiology,  placing  in  one 
volume  the  observations  of  many  of  the  masters. 
The  book  is  entertaining,  but  more  than  that  it 
is  of  value  in  locating  source  material.  Its  use 
may  stimulate  others  in  the  field  of  historical 
medicine.  It  will  be  of  value  to  the  teacher  be- 
cause in  it  he  can  find  just  what  Austin  Flint 
said  about  his  murmur,  Duroziez  about  his  sign, 
and  Fallot  about  his  tetralogy.  The  short  bio- 
graphic sketches  about  each  author  are  well 
written,  and  the  illustrations  accompanying 
them  help  the  reader  to  picture  what  manner  of 
men  were  pioneers  in  cardiology. 

Edwin  P.  Maynard,  Jr. 

A Short  History  of  Psychiatric  Achievement: 
With  a Forecast  for  the  Future.  By  Nolan 
D.  C.  Lewis,  M.D.  Octavo  of  275  pages.  New 
York,  W.  W.  Norton  & Co.,  1941.  Cloth, 
$3.00. 

This  is  a small  and  yet  painstaking  review 
tracing  the  development  of  psychiatry  through 
the  ages.  It  is  a historical  survey  and  yet  a 
most  comprehensive  scientific  analysis  of  the 
types  of  thought  and  evolution  of  principles  that 
have  been  the  basis  for  the  development  of  pres- 
ent day  psychiatric  achievement.  It  is  interest- 
ing reading  and  is  recommended  alike  to  the 
student  of  medicine,  the  practicing  physician,  and 
the  psychiatrist. 

Abraham  M.  Rabiner 

The  Medical  Clinics  of  North  America.  July, 
1941.  Volume  25,  Number  4.  (Mayo  Clinic 
Number.)  Octavo.  Illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1941.  (Six  numbers 
a year.)  Cloth,  $16  net;  paper,  $12  net. 

The  July  number  of  the  Clinics  will  appeal 
chiefly  to  the  specialist  in  radiology,  for  it  is 
devoted  entirely  to  diagnosis  and  treatment  by 
x-rays  and  radium.  Three  more  or  less  clinical 
articles  on  ulcers  and  intestinal  obstruction  will 
be  of  interest  to  the  internist  and  general  prac- 
titioner. 

Andrew  M.  Babey 


Classified  Rates 

tates  per  line  per  insertion : 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 

MINIMUM  3 LINES 


FOR  SALE 


SUPERIOR  PERSONNEL 

Assistants  and  executives  in  all  fields  of  medicine — young 
physicians,  department  heads,  nurses,  staff  personnel,  secre- 
taries, anaesthetists,  dietitians  and  technicians. 


NEW  YORK  M^E  DICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


Private  House,  6 rooms,  3 garages.  Suitable  for  Doctor. 
Near  subway.  Corner  property.  For  details  write  Box  1605, 
N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


PHYSICIAN  in  general  practice  wishes  to  take  care  of  follow- 
up cases  at  patients’  home  and  night  calls  for  busy  doctor  in 
Greater  N.  Y.  C.  area.  Efficient,  honest,  reliable,  owns  car. 
Percentage  or  salary.  Box  1500,  N.  Y.  State  Jr.  Med. 


USED  EQUIPMENT  FOR  SALE  & RENT 


English,  Spanish,  Portuguese,  French,  German.  Accents  cor- 
rected. FREE  Trial.  Vocabulary  and  Accent  Specialists. 
BARBIZON  SCHOOL  20  East  57th  St.  PL.  5-0678 


SANITARIUM  FOR  SALE 


Sanitarium  established  18  years  specializing  in  dietetics  for 
those  taking  the  Saratoga  Springs  Rest  Cure.  Clientele  primarily 
obtained  through  medical  recommendations.  Basic  rates  $35.00- 
$50.00  weekly.  Twenty  guests  comfortably  accommodated. 

M.  L.  Halligan,  R.N.  “Viasana”  Saratoga  Springs 


PATENT  ATTORNEY 


Largest  selection  used  physicians  equipment,  short  wave  machine 
lamps  and  instruments — Sklar  Rotary.  Fox  Physicians  Equip- 
ment Exchange,  990  Broadway,  Brooklyn,  Glenmore,  2-2350. 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


MNEMONICS 

Numbers  are  more  difficult  to  remember  than  other 
facts  because  they  usually  have  no  meaning  in  them- 
selves, comments  The  Psychologist , London. 

As  a suggestion  to  improve  number  memory,  the  pub- 
lication cites  a young  man  who  devised  the  following 
memory  trick : 

“Compile  a sentence  of  words  each  having  the  number 
of  letters  corresponding  to  the  figures  to  be  memorized. 
For  the  number  163,225  a six-word  sentence  is  neces- 
sary— the  first  word  having  one  letter,  the  second  six 
letters,  and  so  on.”  Thus: 

1 6 3 2 2 5 

I detest  jam  on  my  bacon 

How  can  you  remember  the  sentence?  The  author 
didn’t  say.  Perhaps  by  recalling  that  there  is  no  “jam 
session”  with  “bacon.” 


SUCH  IGNORANCE 

“Every  moment  dies  a man,  every  moment  one  is 
born,”  expressed  Tennyson  in  one  of  his  poems,  sym- 
bolizing the  continuance  of  life  from  generation  to 
generation. 

Babbage,  the  mathematician,  with  his  calculating 
machine  mind,  angrily  accused  Tennyson  of  wilfully  mis- 
leading the  people.  According  to  this  expert,  if  what 
Tennyson  wrote  was  true,  the  population  would  remain 
stationary  and  the  poet  must  have  known  that  the  num- 
ber of  births  exceeded  the  number  of  deaths. 

If  Babbage  had  edited  Tennyson’s  poems,  the  fine 
would  have  read  “that  while  every  moment  died  a man, 
every  moment  one  and  one-sixteenth  was  born.” 

Thus  works  the  mind  of  the  expert — mechanically  and 
precise. 


SCHOOLS 


CAPABLE  ASSISTANTS 

CALL  our  free  placement  service.  Paine  Hall 
graduates  are  girls  of  character,  intelli- 
gence, appearance;  qualified  for  office  or 
laboratory  work;  trained  in  haematology,  blood 
chemistry,  urinalysis,  clinical  pathology,  office 
machines,  medical  stenography,  bookkeeping. 
Address  C.  R.  Porter,  Principal. 


101  West  31st  Street,  New  York 
BRyant  9-2831 

Licensed  by  the  State  of  New  York 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  Clinical  Laboratory  course  including 
Basal  Metabolism  9 months.  X-Ray  and  Electro 
cardiography  3 months.  Graduates  in  demand. 
Established  23  years. 

Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technology 

3422  E.  Lake  St.,  Minneapolis , Minn. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


2274 


“When  the  frost  is  on  the  punkin . . 


Local  application  of  Solution  Racephe- 
drine  Hydrochloride  (Upjohn)  to  nasal 
mucous  membranes  diminishes  hyper- 
emia and  reduces  swelling.  In  many 
cases  Capsules  Racephedrine  Hydro- 
chloride (Upjohn)  are  also  useful  in 
ameliorating  these  symptoms. 


The  pollens  are  gone  with  the  frost  and 
your  allergic  patients  breathe  freely 
again.  But  with  the  fall  come  colds  and 
upper  respiratory  infections,  and  to  ob- 
tain relief  from  the  nasal  congestion 
from  these  causes  you  will  again  have 
need  of  a reliable  decongestant. 


RACEPHEDRINE  HYDROCHLORIDE 

(UPJOHN) 

is  available  as: 

Solution  Racephedrine  Hydrochloride  ( Up- 
john) 1%  in  Modified  Ringer’s  Solution,  in 
one  ounce  dropper  bottles  Jor  prescription 
purposes,  and  in  pint  bottles  jor  office  use 

Capsules  Racephedrine  Hydrochloride  (Up- 
john), grain,  in  bottles  oj  40  and  250 

Powder  Racephedrine  Hydrochloride  (Up- 
john), in  34  ounce  bottles 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


FOR  SAFETY 


IN  EFFECTIVE  DOSAGE 


The  remarkable  record  of  Ertron  therapy  in  arthritis  may  be  traced 
not  only  to  its  clinical  effectiveness  but  also  to  the  fact  that  it  can  be 
safely  administered  in  large  doses. 

The  distinctive  method  of  activation  employed  in  the  manufacture  of 
Ertron  provides  potency  without  toxicity.  The  Whittier  Process  product 
is  the  only  medication  which  enables  you  to  Ertronize  your  patients. 

ERTRON  in  Arthritis 

REG.  U.  S.  PAT.  OFF. 

An  exhaustive  study  of  the  literature  reveals  that  there  is  no  substitute 
for  Ertron  in  arthritis.  Acting  systemically,  Ertron  improves  the  joint 
manifestations  and  the  general  symptoms  concurrently. 

ERTRON  for  performance  — ERTRON  for  safety 

Available  in  bottles  of  50  and  100  capsules. 

Complete  outline  of  mode  of  administration  available  on  request. 

Products  of  Nutrition  Research  Laboratories  are  promoted  only  through  the  medical  profession 

NUTRITION  RESEARCH  LABORATORIES 

4210  Peterson  Avenue,  Chicago,  Illinois 
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THESE  FACTS  ON 


Recent  U.  S.  government  reports  indicate  a considerable  increase 
in  cigarette  smoking.  As  physicians  realize,  this  is  a natural  devel- 
opment during  times  of  public  tension. 

This  situation,  and  the  advent  of  recent  and  very  significant  research, 
have  greatly  increased  the  interest  of  the  profession  in  the  subject  of 
cigarette  smoking. 

Naturally,  situations  arise  in  which  a physician  may  find  it  desirable 
to  modify  his  patients’  smoking  hygiene.  But  in  any  case,  the  physi- 
cian is  concerned  about  the  smoke  itself,  the  principal  carrier  of 
physiologically  reactive  substances. 

Scientific  authorities  in  general  agree  that  the  constituent  of  cigarette 
smoke  with  the  greatest  physiologic  significance  is  nicotine.  Any  re- 
duction of  this  substance  in  a patient’s  smoking  is  considered  desirable 
by  most  physicians. 

When  the  modification  of  a patient’s  smoking  is  indicated,  here  are 
facts  which  should  be  of  interest  to  you : 

The  makers  of  Camel  cigarettes  arranged  for  independent  tests  on 
5 of  the  largest-selling  brands  of  cigarettes.  The  rate  of  burning 
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I,l  CONSIDERED 


\ICIGARETTE  SMOKING? 


and  the  nicotine  content  of  the  smoke  of  Camels  were  compared  to 
the  averages  of  the  other  brands  tested. 

The  results  paralleled  the  findings  of  prominent  medical— scientific 
authorities.*  Here  is  the  most  important  conclusion : 

THE  SLOWER-BURNING  CIGARETTE 
PRODUCES  LESS  NICOTINE  IN  THE  SMOKE 

This  research  also  suggests  that  by  advising  patients  to  smoke  slower- 
burning  Camels,  it  is  possible  to  reduce  the  nicotine  content  of 
cigarette  smoke  without  sacrifice  of  smoking  pleasure.  Thus,  the 
patient’s  cooperation  is  assured. 

A RECENT  ARTICLE  by  a well-known  physician  in  a leading  national 
medical  journal**  presents  new  and  important  information  on  this  subject, 
together  with  other  data  on  the  significance  of  the  burning  rate  of  cigarettes. 

There  is  a comprehensive  bibliography.  Let  us  send  you  this  article  for 
your  own  inspection.  Write  to  Camel  Cigarettes,  Medical  Relations  Divi- 
sion, 1 Pershing  Square,  New  York  City. 

*J.A.M.A.,  Vol.  93,  No.  15,  p.  1110,  Oct.  12,  1929 
Bruckner,  Die  Biochemie  des  Tabaks,  1936 
**The  Military  Surgeon,  Vol.  89,  No.l,  p.  7,  July,  1941 
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Sfieh  tfit 

REG.  U.  S.  PAT.  OFF. 

WYETH’S  BEEF  LIVER  WITH  IRON 


Bepron  is  indicated  in  the  treatment  of  the  nutri- 
tional anemias.  Bepron  is  a palatable,  complete 
preparation  which  contains  all  the  desirable  soluble 
constituents  of  fresh  whole  beef  liver  as  well  as  added 
soluble  ferrous  iron. 


Supplied  in  8-oz.  and  pint  bottles. 
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Clarence  G.  Bandler,  M.D. 
New  York 

Harry  Aranow,  M.D. 

Bronx 
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AN  EFFECTIVE  ANTISPASMODIC 

^ATROBARB  No.  3 

Phenobarbital  Sodium  1/2  Gr.  Atropine  Sulphate  1/500  Gr. 


LABORATORIES,  INC.  AUBURN,  n.  y. 
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A TREAT  FOR  THIRST 
A TOAST  TO  HEALTH 


It  is  the  aim  of  the  Bureau  of  Milk  Publicity  of  the  State 
of  New  York  to  drive  home  the  fact  that  milk  is  a refresh- 
ing beverage,  as  well  as  a delicious  food-drink.  The 
Bureau  emphasizes  that  milk  ‘'satisfies  thirst  while  it  forti- 
fies health,”  with  vitamins  for  cold  resistance,  minerals 
for  well-being,  alkaline  reaction  for  fatigue,  calcium  for 
clear  complexion. 

It  is  our  belief  that  the  physicians  of  the  state  will  concur 
in  the  Bureau’s  work,  and  our  hope  that  it  will  prove  of 
assistance  to  them  in  the  protection  of  public  health. 


BUREAU  OF  MILK  PUBLICITY 


THE  STATE  OF  NEW  YORK 
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WHEN  PROTECTIVE  FOODS  ARE  MOST  NEEDED 


During  this  and  the  following 
months,  when  the  incidence  of  in- 
fectious diseases  rises  sharply, 
maintenance  of  optimum  nutri- 
tion is  especially  important.  A 
good  nutritional  state  measurably 
improves  resistance  to  many  infec- 
tions, and  enables  adults  as  well 
as  children  to  go  through  the 
winter  with  fewer  and  milder  res- 
piratory disturbances. 

New  Improved  Ovaltine,  pro- 
viding an  abundance  of  essential 
nutrients,  considerably  augments 
the  daily  intake  of  protective  food 
substances.  Palatable  in  taste,  it 


is  taken  with  relish  several  times 
daily,  both  as  a mealtime  beverage 
and  between  meals. 


i 


NEW  IMPROVED 


2 KINDS  — PLAIN  AND  CHOCOLATE  FLAVORED 

Ovaltine  now  comes  in  2 forms — plain,  and  sweet  chocolate  flavored. 
Serving  for  serving,  they  are  virtually  identical  in  nutritional  value. 

• • • 

Physicians  are  invited  to  send  for  a supply  of  individual  servings  of  New  Im- 
proved Ovaltine.  The  Wander  Company,  360  North  Michigan  Ave.,  Chicago,  111. 
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Forgotten  Charges ...??? 


Do  your  bank  deposits  reflect  ALL  the  work  you  do 
on  EACH  and  EVERY  case  ...  or  are  there  unseen 
leaks  along  the  line?  You  can  eliminate  the  hazards 
of  hit-and-miss  records  when  you  use  the  DAILY 
LOG.  It’s  REAL  protection  against  forgotten  charges 
use  • • • simplified,  concise,  complete 

the  *n  one  neat  volume- 

WRITE— for  illustrated  booklet  "The  Ad- 
ventures of  Dr.  Young  in  the  Field  of  Book- 
keeping". 

COLWELL  PUBLISHING  CO. 

140  University  Ave.,  Champaign,  III. 


©MILVILCxCi 
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Mapharsen  offers  a record  for  effectiveness  and 
safety  as  an  antiluetic  which  has  not  been  surpassed 
by  any  other  arsenical  since  the  days  of  Ehrlich.  The 
proof  lies  in  the  more  than  ten  million  intravenous 
injections  administered  over  a seven  year  period. 

Directly  spirocheticidal  without  chemical  change 
within  the  body,  Mapharsen  exhibits  relatively  con- 
stant parasiticidal  value.  It  makes  possible  intensive 
action  against  the  spirochete  with  comparatively 
small  doses  of  arsenic.  Untoward  reactions  are 
fewer  and  less  severe  than  those  attending  use  of 
arsphenamine  and  neoarsphenamine. 

Convenience  and  ease  mark  the  preparation  of 
Mapharsen  solutions.  Mapharsen  dissolves  readily 
in  distilled  water  to  form  a neutral  solution  isotonic 
with  the  blood — no  neutralization  required. 

Mapharsen  (meta-amino-para-hydroxy-phenylar- 
sine  oxide  hydrochloride)contains29percentarsenic 
in  trivalent  form.  It  does  not  become  more  toxic  in 
the  ampoule,  in  the  solution,  in  the  body,  or  when 
exposed  to  air. 


Supplied  in  0.04  Gm.  and  0.06  Gm.  single-dose  ampoules, 
and  in  0.4  Gm.  and  0.6  Gm.  multiple-dose  (10  dose)  ampoules. 


A product  of  modern  research  offered 

to  the  medical  profession  by 

" ' 

PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 


The  Sickle  I fas  Lost  Its  Edge 

SLOWLY  BUI  SURELY.  MEDICAL  SCIENCE  IS  CONQUERING  SYPHILIS 
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(DUE  TO  NEISSERIA  GONORRHEAS ) 


Ofi I 


ilver  Picrate, 
Wyeth,  has  a convincing  record  of 
effectiveness  as  a local  treatment  for 
acute  anterior  urethritis  caused  by 
Neisseria  gonorrheae.1  An  aqueous 
solution  (0.5  percent)  of  silver  pic- 
rate or  water-soluble  jelly  (0.5  per- 
cent) are  employed  in  the  treatment. 


Aco  mplete  techniqueof  treatment  and  literature  will  besentup  on  request 

■ 

♦Silver  Picrate  is  a definite  crystalline  compound  of  silver  and  picric  acid. 
It  is  available  in  the  form  of  crystals  and  soluble  trituration  for  the  prepara- 
tion of  solutions,  suppositories,  water-soluble  jelly,  and  powder  for  vaginal 
insufflation. 


1.  Knight,  F.,  and  Shelanski, 
H.  A.,  "Treatment  of  Acute  Ante- 
rior Urethritis  with  Silver  Picrate,” 
Am.  J.  Syph.,  Gon.  & Ven.  Dis., 
23,  201  (March),  1939. 


JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA 
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ROUTINE  physical  examinations,  supplemented  whenever  indicated 
* with  roentgenologic  and  electrocardiographic  data,  are  the  diagnostic 
means  employed  nowadays  for  the  protection  of  the  vascular  system. 

When  high  blood  pressure  is  encountered  it  is  sound  practice  to  order  a 
regimen  which  will  bring  about  a gradual  decrease  in  the  tension.  With 
regulation  of  diet  and  avoidance  of  physical  and  emotional  upsets  much 
can  be  accomplished  in  the  conservative  management  of  vascular  disease. 
High  blood  pressure  often  yields  also  to  the  prolonged  administration  of 
Theominal,  the  reduction  being  slow  and  steady,  never  precipitate. 

Each  tablet  of  this  agent  contains  theobromine  5 grains  and  Luminal* 
l/2  grain. 

Write  for  booklet  containing  data , 
including  discussion  of  side  effects . 

HOW  SUPPLIED:  Theominal  is  supplied  in  bottles  of  25,  100  and  500  tablets. 


* Luminal  (trademark),  Winthrop  Chemical  Company,  Inc.,  brand  of  phenobarbital. 


THEOMINAL 

Li- Reg.  U.S.  Pa,  Off.*.  Canada _ 

WINTHROP  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit  for  the  physician  NEW  YORK,  N.  Y.  • WINDSOR,  ONT. 
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THE  NEW  YORK  POLYCLINIC 

Medical  School  and  Hospital 

(ORGANIZED  1881) 


(‘ The  Pioneer  Post-Graduate  Medical  Institution  in  America :) 

UROLOGY 


For  the  GENERAL  SURGEON 

A combined  surgical  course  comprising  general  surgery, 
traumatic  surgery,  abdominal  surgery,  gastro-enterology, 
proctology,  gynecological  surgery,  urological  surgery.  At- 
tendance at  lectures,  witnessing  operations,  examination  of 
patients  pre-operatively  and  post-operatively  and  follow- 
up in  the  wards  post-operatively.  Pathology,  roentgen- 
ology, physical  therapy.  Cadaver  demonstrations  in  sur- 
gical anatomy,  thoracic  surgery,  regional  anesthesia.  Op- 
erative surgery  and  operative  gynecology  on  the  cadaver. 


EYE,  EAR,  NOSE  and  THROAT 

A combined  full-time  course  covering  an  academic  year 
(9  months),  consisting  of  attendance  at  clinics,  witnessing 
operations,  lectures,  demonstration  of  cases  and  cadaver 
demonstrations;  operative  eye,  ear,  nose  and  throat  on 
the  cadaver;  head  and  neck  dissection  (cadaver);  clinical 
and  cadaver  demonstrations  in  bronchoscopy,  laryngeal 
surgery  and  facial  palsy;  refraction;  ocular  muscles;  roent- 
genology; pathology,  bacteriology  and  embryology; 
physiology;  neuro-anatomy;  anesthesia;  physical  ther- 
apy; allergy;  examination  of  patients  pre-operatively  and 
follow-up  post-operatively  in  the  wards  and  clinics;  work 
in  the  out-patient  department  as  assistant. 

Special  arrangements  can  be  made  for  shorter  courses. 


A combined  full  time  course  in  Urology  covers  an  academic 
year  (8  months) . It  comprises  instruction  in  pharmacology; 
physiology;  embryology;  biochemistry;  bacteriology  and 
pathology;  practical  work  in  surgical  anatomy  and  uro- 
logical operative  procedures  on  the  cadaver;  regional  and 
general  anesthesia  (cadaver) ; office  gynecology;  procto- 
logical  diagnosis;  the  use  of  the  ophthalmoscope;  physical 
diagnosis;  roentgenological  interpretation;  electrocardio- 
graphic interpretation;  dermatology  and  syphilology; 
neurology;  physical  therapy;  continuous  instruction  in 
cysto-endoscopic  diagnosis  and  operative  instrumental 
manipulation;  operative  surgical  clinics;  demonstrations 
in  the  operative  instrumental  management  of  bladder 
tumors  and  other  vesical  lesions  as  well  as  endoscopic 
prostatic  resection. 


Proctology,  Gastro-Enterology 

and  ALLIED  SUBJECTS 


For  Information,  Address 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  Street,  N.  Y.  C. 


2{rnmttbrr 

THE  PHYSICIANS’  HOME 

THIS  FORM  MAY  BE  USED  AS  A CLAUSE  IN,  OR  A CODICIL  TO  YOUR  WILL: 


MAKE  CHECKS  PAYABLE  TO: 

PHYSICIANS’  HOME  • 52  East  66th  Street,  New  York  City 


“I  give  and  bequeath  to  the  Physicians’  Home, 
Incorporated  in  the  State  of  New  York,  June 

4,  1919,  the  sum  of dollars,” 

to  be  used  by  the  Board  of  Directors  as  it 
deems  best  to  maintain  and  continue  the  pur^ 
pose  and  activities  of  the  Physicians’  Home. 
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You’ve  saved 
two  million  lives 
...  so  far! 


SINCE  1907,  when  the  fight  be- 
gan, the  tuberculosis  death  rate 
has  been  reduced  75  %!  — by  people 
like  you  buying  Christmas  Seals.  More 
than  two  million  lives  have  been 
saved. 

But  the  battle  against  this  scourge 
must  go  on.  Tuberculosis  still  kills 


more  people  between  the  ages  of  15 
and  45  than  any  other  disease. 

Yet  it  is  possible  to  eliminate  com- 
pletely this  enemy  of  mankind.  Our 
weapons  are  Research,  Education, 
Prevention,  Control  — made  possible 
by  your  use  of  Christmas  Seals.  Get 
them  today. 


Buy 

CHRISTMAS 


The  National,  State  and  Local 
Tuberculosis  Associations 
in  the  United  States 


SEALS 
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The  Danger  of  Secondary  Insult  in  Pruritic  Lesions 


★ The  patient  afflicted  with  pruritic  lesions  rarely  is  able  to  suppress 
the  impulse  to  scratch.  Not  infrequently  the  results  of  scratching — 
extension  of  the  original  process,  traumatization,  and  secondary  infec- 
tion— present  a greater  therapeutic  problem  than  the  primary  involve- 
ment itself.  Through  the  specific  antipruritic  influence  of  Calmitol, 
scratching  is  readily  prevented.  Regardless  of  the  underlying  cause, 
Calmitol  Ointment  controls  itching  for  prolonged  periods.  Its  protec- 
tive lanolin-petrolatum  base  reduces  skin  irritation,  especially  when  the 
lesions  are  of  a weeping  nature.  Regardless  of  other  indicated  therapy, 
Calmitol — because  of  its  prompt  relief  of  pruritus — should  be  the  first 
thought  in  eczema,  urticaria,  intertrigo,  food  and  drug  rashes,  contact 
dermatites,  and  during  the  resolving  stage  of  the  exanthemata. 


101  West  31st  Street 


Because  of  its  contained  ingredients  (chlor-iodo-camphoric 
aldehyde,  levo-hyoscine  oleinate,  and  menthol  in  an  alco- 
hol-chloroform-ether vehicle),  Calmitol  Ointment  blocks 
the  further  transmission  of  offending  impulses,  exerts  a 
mild  antiseptic  action,  contributes  to  resolution  by  local 
hyperemia.  In  obstinately  severe  pruritus,  Calmitol  Liquid 
is  recommended  prior  to  application  of  Calmitol  Oint- 
ment, except  on  sensitive  areas  or  denuded  surfaces. 


(ft 


New  York,  N.  Y. 


CALMITOL 

THE  DEPENDABLE  A N T I - P R U R I T I C 
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Q.  Of  course,  we  eat  canned  vegetables.  But  just  what  is 
their  value  in  a diet? 

A.  The  nutritional  value  of  fresh  vegetables  varies  some- 
what with  the  type  of  vegetable.  The  green,  leafy,  and 
yellow  vegetables  are  among  the  best  sources  of  pro- 
vitamin A.  In  general,  in  the  amounts  usually  consumed, 
vegetables  are  valuable  sources  of  vitamin  C and  mem- 
bers of  the  vitamin  B complex.  In  addition,  vegetables 
contribute  to  the  body’s  needs  for  iron  and  other  minerals. 
Canning  retains  to  a good  degree  the  dietary  value  of 
vegetables  and  makes  a wide  variety  of  vegetables  avail- 
able all  the  year  round.  (1) 

American  Can  Company, 230  Park  Avenue,  New  York,  N.  Y. 
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The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  in  this  advertisement  are  accept- 
able to  the  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association. 
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THE  PHARMACISTS  OF 


MACV’S  PRESCRIPTION  DEPARTMENT 

Mercy’s  fifteen  registered  pharmacists  were  selected  only  after  pas- 
sing comprehensive  written  and  performance  tests  in  which  accuracy 
and  quality  of  workmanship  were  the  deciding  factors. 

They  compound  prescriptions  presented  by  your  patients  carefully 
and  accurately  in  our  two  modern  laboratories  open  to  public  view. 

Every  prescription  is  double  checked  by  the  supervising  pharmacists 
before  delivering  to  your  patients. 

Macy’s  Prescription  Department — Street  Floor 


EFFECTIVE  THERAPY 

IN 

Oli/ilyWedia, 


Requires  Analgesia 
Bacteriostasis,  and 
Dehydration  of  the  Tissues. 


THE  DOHO  CHEMICAL  CORPORATION 
New  York  - Montreal  - London 


In  . . . 

INTERMITTENT  CLAUDICATION 
THROMBO- ANGIITIS 
OBLITERANS 
RAYNAUD'S  DISEASE 

& 

Qaiknadm 

Biologically  Tested 
Diaphragmatic  Muscle  Extract 

Carnacton  supplies  certain  factors  to  the  or- 
ganism. These  (1)  reduce  blood  pressure  through 
a depressor  action,  (2)  exert  a prompt  and  forceful 
vasodilating  effect,  (3)  raise  the  threshold  of  excita- 
bility in  the  centers  of  the  vegetative  nervous  system. 

These  biochemical  activities  endow  Carnacton 
with  marked  usefulness  in  peripheral  vascular 
disease,  particularly  of  the  extremities. 

Carnacton  is  especially  valuable  for  moderating 
the  symptoms  of  intermittent  claudication,  im- 
proving locomotion  and  alleviating  rest  pain. 
Carnacton  also  serves  effectively  in  the  control  of 
Raynaud's  Disease,  angina  pectoris,  arterio- 
sclerosis, cardiac  dyspnea,  cardiac  asthma. 
Write  Dept.  6 for  literature. 

1 cc.  and  2 cc.  ampuls — boxes  of  12  and  50. 

Vials  of  30  cc.  and  50  cc.  for  oral  use. 

CAVENDISH  PHARMACEUTICAL  CORP. 

25  West  Broadway  New  York 
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The  ethical  relation- 
ship which  exists  among 
physicians  has  its  counter- 
part in  the  Lilly  policy  of 
close  co-operation  with  the 
doctor.  Distribution  of 
information  concerning 
Lilly  Products  is  restricted 
to  the  medical  and  allied 
professions. 


-■  Mil:  i 


GELSEALS 

MULTICEBRIN 

( Pan-Vitamins,  Lilly  ) 

One  gelseal  contains  a daily  prophylac-| 
tic  dose  of  all  the  better  known  water- 1 
soluble  and  fat-soluble  vitamin  fractions. 
The  dose  of  Gelseals  ‘Multicebrin’  may 
be  increased  for  those  patients  with  def-l 

inite  signs  of  multiple  vitamin  deficiency. 

. 

Supplied  for  the  physician’s  prescrip- 
tion in  bottles  of  30  and  100  gelseals. 


Eli  Lilly  and  company 


PRINCIPAL  OFFICES  AND  LABORATORIES,  INDIANAPOLIS,  INDIANA,  U.  S.  A. 
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Editorial 

Common  Sense 


For  pure,  unadulterated  common  sense 
we  commend  the  editors  of  the  Woman’s 
Home  Companion  for  their  editorial  com- 
ment on  the  alleged  bad  health  of  Ameri- 
can youth  as  supposedly  revealed  by  the 
medical  examinations  for  the  Army. 
We  quote: 

One  More  Rumor  Scotched 

Don’t  believe  all  you  hear  about  the  bad 
health  of  American  youth  as  revealed  by  the 
medical  examinations  for  the  army.  For  the 
stories  conflict  and  most  of  them  are  not  true 
except  for  one  group  or  some  small  area.  Such 
wild  reports,  as  that  40  per  cent  fail  in  vision 
tests,  have  led  us  to  go  to  some  pains  to  get 
official  figures.  They  show  the  following : 

It  is  estimated  that  45  per  cent  of  those 
examined  are  classed  as  “unavailable  for 
general  military  service.” 

The  major  cause  of  rejection  is  dental  de- 
fects, found  in  18.7  per  cent  of  those  rejected. 
This  means  that  just  under  8.5  per  cent  of  all 
those  men  examined  have  bad  teeth — and  no 
physical  trouble  shows  any  higher  percentage. 

The  next  greatest  cause  of  rejection  is  eye 
abnormality — 11.1  per  cent,  or  about  5 per 
cent  of  all  those  examined. 


Next  in  order  come  musculoskeletal  defects, 
then  mental  and  nervous  diseases.  Flat  feet, 
about  which  you  hear  a lot,  cannot  be  very 
prevalent,  for  of  all  the  men  examined  less  than 
1.5  per  cent  have  feet  defective  in  any  way. 

So  there  seems  to  be  little  reason  to  worry 
about  the  general  physical  condition  of  our 
young  men.  Let’s  devote  ourselves  to  the 
state  of  the  nation  instead.1 

It  is  a source  of  considerable  satisfac- 
tion for  physicians  to  know  that  the  great 
number  of  mothers  and  sisters,  yes  and 
fathers,  too,  of  the  men  who  have  been 
disqualified  for  full  military  duty,  who 
read  the  Woman’s  Home  Companion , 
will  be  correctly  informed  as  to  the  facts. 

It  is  significant  that  such  comment  as 
this,  shorn  of  political  considerations, 
divorced  from  the  economic  compulsions 
of  the  professional  welfare  workers’  ap- 
proach, is  beginning  to  present  conclu- 
sions from  the  facts,  conclusions  that  are 
sane  and  well  founded.  We  could  wish 
for  more  of  this  sort  of  common-sense 
journalism. 

'Woman’s  Home  Companion  68:  No.  11,  2 (Nov.)  1941. 


Attention!  China  Calling 


Early  this  year  the  Journal  received 
from  Chengtu,  Szechuan  Province,  China, 
a request  for  reprints  of  medical  articles. 
Because  of  the  difficulty  in  transmitting 
mail,  second-class  matter  is  being  held 
up,  if  not  permanently,  at  least  tempo- 
rarily. No  publications  have  been  re- 


ceived later  than  May  of  this  year  in  that 
province  at  least. 

The  Journal’s  correspondent  is  Dr. 
Eugene  Chan  of  the  Department  of  Oph- 
thalmology, Eye,  Ear,  Nose  and  Throat 
Hospital  of  the  Associated  Universities  in 
Chengtu.  He  says  (Sept.  6, 1941) : 
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“Your  reply  of  March  18  arrived  just 
before  I was  rushed  to  the  operating 
room  for  an  emergency  appendectomy. 
When  I barely  recovered  from  my  opera- 
tion, Chengtu  experienced  the  worst  air 
raid  since  the  outbreak  of  the  Chinese- 
Japanese  War.  On  July  27,  108  Jap 
planes  bombed  this  city.  More  than 
2,000  civilians  were  killed  and  many 
wounded.  We  had  a terribly  busy  time 
in  our  hospital.  Part  of  my  house  was 
also  destroyed.  On  Aug.  11  and  Aug.  31 
this  city  was  again  raided.  The  damage 
done  by  the  last  two  raids,  however,  was 
slight.  You  can  understand  why  under 
such  circumstances  I was  unable  to 
answer  you  earlier. 

“I  am  very  pleased  to  hear  from  you 
and  am  particularly  glad  to  know  that 
you  are  willing  to  copy  some  ophthalmo- 
logic articles  and  send  them  to  me.  I am 
certainly  grateful  to  you  for  your  cour- 
tesy and  help.  In  our  hospital  we  have  a 
Journal  Club  which  meets  every  Wednes- 
day evening.  We  review  and  discuss  all 
kinds  of  ophthalmologic  subjects.  Be- 
cause our  journals  are  not  coming  in 
regularly  at  all,  we  are  trying  to  obtain 
reprints  from  various  authors  to  supple- 
ment our  journals.  Furthermore,  the 
back  numbers  of  our  journals  are  not 
complete.  This  is  September.  We  have 


received  only  the  March  issue  of  the  1941 
Archives  of  Ophthalmology  and  the  May 
issue  of  the  1941  American  Journal  of 
Ophthalmology  .” 

If  this  is  true  of  the  special  journals, 
it  must  also  be  true  of  the  others.  The 
Journal  suggests  that  the  Journal  Club 
in  Chengtu  should  be  aided  in  every  way 
possible.  It  suggests  that  every  oph- 
thalmologist who  reads  this  and  who  has 
extra  reprints  available,  make  it  his 
business  to  send  one  to  the  Journal 
Club  hy  first-class  mail. 

It  is  further  suggested  that  articles 
other  than  those  on  ophthalmology  be 
sent  to  the  Journal  Club  as  a distributing 
center.  When  any  one  of  you  reads  an 
article  in  this  or  any  other  medical 
periodical,  mark  it  if  it  is  of  interest  to 
you ; then,  when  you  have  read  it,  cut  it 
out  or  have  your  secretary  copy  it  on 
onionskin  paper  if  you  wish  to  retain  the 
original.  Send  this  by  first-class  mail  to 

Dr.  Eugene  Chan 
E.  E.  N.  T.  Hospital 
Chengtu,  Szechuan 
China 

Here  is  something  personal  which  you 
can  do  to  keep  the  light  of  learning  glow- 
ing in  the  far  places  of  the  earth.  Do  it 
consistently.  Do  it  now! 


Medical  News 


“Most  reputable  physicians,”  says  the 
Westchester  Medical  Bulletin,1  “abhor  in- 
dividual publicity  of  any  kind Un- 

fortunately, doctors  have  failed  to  take 
into  account  the  fact  that  in  recent  years 
medical  news  has  become  more  and  more 

interesting  to  the  general  public 

“Recently,  organized  medicine  has  be- 
come more  vocal,  more  adept  in  the  use 
of  legitimate  media  of  public  informa- 
tion  However,  as  news  releases 

concerning  general  problems  and  scientific 
developments  in  medicine  have  become 
more  and  more  numerous,  local  news- 
papers everywhere  have  become  more 


interested  in  finding  local  medical  items 
of  lay  interest.” 

Out  of  this  fact  arises  the  delicate  prob- 
lem of  purely  local  medical-press  relation- 
ships. The  time  has  long  passed  when 
this  problem  can  be  ignored  or  its  solution 
be  put  off.  Public  interest  in  medicine  is 
lively  and  legitimate.  There  are  two 
angles  to  the  lay  curiosity:  one, 

interest  in  medicine’s  scientific  achieve- 
ments ; the  other,  interest  in  both  doctors 
and  patients  as  living,  vital  human  be- 
ings, creatures  of  God  endowed  with  a 
mixture  of  nobility  and  frailty,  citizens 
of  the  community,  relatives,  perhaps,  or 
friends. 
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How  should  this  local  problem  be 
handled  in  the  best  interest  of  all?  The 
solution  does  not  he  certainly  in  a mu- 
tually antagonistic  attitude. 

“As  might  be  expected,  local  physicians 
everywhere  individually  have  been  far  more 
conservative  in  their  feelings  toward  publicity 
than  their  county,  state,  and  national  organi- 
zations. Apd,  with  very  good  reason,  for  in 
medical  publicity  what  is  sauce  for  the  geese 
as  a flock  is  not  sauce  for  the  gander  as  an 
individual.  A medical  society  can  and  should 
actively  undertake  to  interpret  itself  and  its 
purposes  to  the  public,  but  the  traditional 
restraints  upon  an  individual  physician  issuing 
news  releases  about  himself  are,  in  West- 
chester County  at  least,  and  elsewhere  so  far 
as  we  know,  no  less  stringent  than  ever  be- 
fore. 

“Hence,  as  local  papers  have  begun  pub- 
lishing items  of  local  news  interest  concerning 
medicine  more  and  more  frequently,  the  doc- 
tors involved  in  these  news  reports  have  be- 
come increasingly  apprehensive.  This  has 
resulted  in  many  cases  in  the  adoption  of  a 
hang-up-the-receiver  technic  or  slam-the-door 
policy  on  the  part  of  individual  physicians — 
a policy  which,  whatever  it  may  have  pre- 
vented, has  certainly  not  produced  more 
friendly  relationships  between  the  profession 
as  a whole  and  the  members  of  the  fourth  es- 
tate. 

“Editors,  naturally  enough,  finding  their 
obvious  sources  of  medical  information  more 
than  unresponsive,  have  sometimes  short- 
circuited  the  medical  profession  in  the  prepa- 
ration of  their  news  releases,  resulting  in  the 
publication  of  many  erroneous  statements 
about  medicine  usually  obtained  from  laymen 
or  nurses  or  from  seeking  doctors  of  question- 
able reputation. 

“There  is  much  to  be  said  for  the  viewpoint 
of  the  editors  in  this  matter.  They  have  good 
reason  for  complaint  in  many  cases.  Their 
job  is  to  deliver  all  the  news  of  general  and 
local  public  interest.  Medical  news  is  in  an 
important  category,  and  the  interest  of  the 
public  in  medical  news  is  proved  beyond  cavil. 
If  the  editor  of  a local  paper  is  denied  the 
privilege  of  consulting  the  doctor  concerned 
in  a given  case  he  can  scarcely  be  blamed  for 
errors  in  description  or  in  choice  of  material. 
It  behooves  the  medical  profession  to  stand 
ready  to  pre-edit,  insofar  as  they  may  have  the 
opportunity  to  do  so,  these  medical  news 

1 Westchester  Med.  Bull.  9 : No.  11,  11  (Nov.)  1941. 


items.  Such  services  can  be  given  with  the 
understanding  that  the  doctor’s  name  will  not 
be  used  or,  if  mentioned,  will  not  be  given  any 
unwelcome  professional  boost.  It  is  com- 
pletely understandable  that  a news  item  of 
local  interest  demands,  in  many  cases  at 
least,  casual  mention  of  well-known  local 
medical  men  involved  in  the  case.  Where 
only  one  local  physician  is  involved,  however, 
or  if  the  use  of  the  name  might  be  construed 
as  indirect  advertisement  of  the  peculiar  skill 
of  the  particular  physician  concerned,  the 
physician’s  name  should  not  be  mentioned. 

“A  factor  of  paramount  importance  which 
should  be  understandable  to  medical  men  is 
the  establishment  of  confidence  between  the 
newspaper  man  and  the  physician  whom  he 
is  interviewing  in  regard  to  a given  case. 
Any  newspaper  man  worth  his  salt  knows  that 
he  can  never  get  anywhere  in  his  line  of  work 
if  he  violates  confidences,  and  a physician  in 
discussing  a case  with  a newspaper  man,  un- 
less the  latter  is  entirely  unknown  to  him, 
should  feel  perfectly  free  to  discuss  all  sides 
of  the  case  if  he  has  made  it  clear  to  the  re- 
porter just  what  aspects  and  what  angles  of 
the  story  must  not  be  reported  and  are  men- 
tioned merely  to  enable  the  newspaperman  to 
understand  the  incident  as  a whole. 

“It  should  be  possible  to  enable  the  mem- 
bers of  our  profession  to  feel  more  at  home  in 
their  relationships  with  the  press,  in  order  that 
we  may  help  the  editors  to  produce  medical 
news  which  is  authentic  as  well  as  interesting 
reading.  Unless  we  do  cooperate  in  this  man- 
ner we  cannot  blame  the  newspapers  if  they 
continue  to  paddle  their  own  canoes  to  the 
best  of  their  ability.” 

This  is  sound  common  sense  and,  we 
feel,  an  argument  that  cannot  fail  to  ap- 
peal to  both  editors  and  physicians.  Just 
as  doctors  in  the  practice  of  their  pro- 
fession must  work  with  knives  and  poi- 
sons but  with  trained  skill,  so  newspaper 
editors  must  use  words  and  ideas,  poten- 
tially just  as  dangerous  as  the  physicians’ 
tools  in  their  business.  The  exact  word, 
the  correct  slant  to  a story,  is  difficult  to 
achieve  in  any  case;  it  is  virtually  impos- 
sible where  all  the  facts  are  not  known. 
The  county  medical  society  can  do  much 
to  smooth  the  path  both  for  the  physician 
and  the  editor. 

“The  Medical  Society  in  Westchester  has 
expressed  its  willingness  to  cooperate  with  the 
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newspapers  by  maintaining  a clearing  house 
for  all  medical  news  items.  Such  a plan  both 
the  editors  and  doctors  feel  may  be  of  great 
value  to  the  newspapers.  The  plan  is  sim- 
plicity itself.  Given  a lead  on  some  medical 
news  of  potential  public  interest,  the  news- 
paper editor  will  simply  call  the  executive 
office  of  the  society  and  ask  for  verification, 
clarification,  or  elaboration  of  the  medical 
facts  as  reported  to  him.  The  executive 
office  will  then  promptly  contact  a reliable 
medical  source,  usually  in  the  locality  involved 
and  within  the  shortest  possible  time  will  give 
the  newspaper  the  information,  opinion,  or 
advice  it  needs  or  make  suggestions  concern- 
ing modification  of  the  newspaper’s  proposed 
report. 

“In  this  way  the  doctors  involved  would 
be  freed  of  any  personal  responsibility  for  the 
part  they  have  played  in  the  newspaper  ac- 
count as  it  finally  appears.  They  are  free  to 
reveal  what  should  be  revealed  without  the 
fear  that  what  they  say  will  be  wrongfully 
construed  by  some  of  their  confreres.  Such 
news  releases  may  even  be  published  with  a 
small  by-fine  indicating  that  they  have  been 
passed  by  the  “Medical  Information  Service” 


of  the  county  medical  society.  This  plan  is  not 
a theory  but  a realized  fact  which  has  demon- 
strated its  effectiveness  more  than  once  in  re- 
cent months.  It  represents  a genuine  effort, 
and  a promising  one,  to  take  some  of  the 
“bugs”  out  of  the  relationship  between  phy- 
sicians and  newspapermen  and  to  provide  a 
mechanism  whereby  the  two  can  cooperate 
more  effectively  for  the  public’s  good. 

“Whatever  methods  may  eventually  be 
used,  it  is  certainly  true  that  in  Westchester, 
at  least,  a definite  spirit  of  cooperation  is  de- 
veloping between  the  press  and  the  medical 
profession.” 

We  republish  this  contribution  to  the 
knotty  problem  of  medical-press  relation- 
ships not  as  a theoretic  solution  but  as 
one  that  has  been  tried  and  found  to 
work.  It  is  earnestly  hoped  that  the  plan 
will  be  given  a thorough  study.  It  goes 
to  the  heart  of  a matter,  that  is  becom- 
ing of  greater  importance  as  interest  in 
things  medical  continues  to  become  more 
widespread. 


Correspondence 


To  the  Editor: 

In  a recent  article  discussing  “Physical  De- 
fects in  the  Genesis  of  Juvenile  Delinquency,” 
Blumenthal1  highlights  two  important  points: 
the  effect  of  physical  deformity  in  producing 
complexes  and  behavior  problems,  and  the 
disquieting  effect  on  children  of  parental  dis- 
agreements. To  be  a bit  classical  we  note  that 
these  ideas  were  well  presented  by  Shakespeare. 

Richard  III  (the  hunchback)  suffers  from  an 
inferiority  complex  and  in  a soliloquy  bemoans 
his  physical  infirmity,  thus, 

“Why,  love  foreswore  me  in  my  mother’s  womb: 
And,  for  I should  not  deal  in  her  soft  laws, 
She  did  corrupt  frail  nature  with  some  bribe, 
To  shrink  mine  arm  up  like  a wither’d  shrub; 
To  make  an  envious  mountain  on  my  back, 
To  shape  my  legs  of  an  unequal  size; 

To  disproportion  me  in  every  part, 

Like  to  a chaos,  or  an  unlick’d  bear-whelp 
That  carries  no  impression,  like  the  dam.” 

3rd  King  Henry  VI,  III,  ii,  153. 
and  then  he  vows  that  he  will  become  king  and 
embarks  on  a villainous  role  to  obtain  his  end. 
“But  to  command,  to  check,  to  o’erbear  such 
As  are  of  better  person  than  myself, 

1 New  York  State  J.  Med.  41:  1749  (Sept.  1)  1941. 


I’ll  make  my  heaven  to  dream  upon  the  crown, 
And,  whiles  I five,  to  account  this  world  but  hell, 
Until  my  mis-shaped  trunk  that  bears  this  head* 
Be  round  impaled  with  a glorious  crown.” 

Tbid.,  166. 

In  order  for  children  to  develop  properly  both 
mentally  and  physically,  one  of  the  most  im- 
portant requirements  is  a congenial  home  en- 
vironment. This  essentially  means  pleasant 
and  agreeable  parental  relationship.  Any  dis- 
cord between  husband  and  wife  is  of  necessity 
reflected  in  the  health  and  happiness  of  the 
children.  One  can  only  surmise  the  myriad 
mental  aberrations  that  obtain  in  the  unfortunate 
children  of  divorced  parents.  Shakespeare  de- 
picts the  effect  of  parental  disagreements  on  a 
child.  Leonates  who  is  unjustly  jealous  of  his 
wife  maltreats  her.  This  home  maladjustment 
weighs  heavily  on  their  only  son,  thus, 

“He  straight  declined,  droop’d,  took  it  deeply, 
Fasten’d  and  fix’d  the  shame  on  ’t  in  himself, 
Threw  off  his  spirit,  his  appetite,  his  sleep, 
And  downright  languished.” 

Winter’s  Tale,  II,  iii,  14. 

Michael  A.  Brescia,  M.D. 

Woodside,  Queens,  New  York 

September  6,  1941 
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GOITER— INDICATIONS  FOR  OPERATION 

How  to  Differentiate  Toxic  Goiter  from  Conditions  Simulating  It 
G.  W.  Cottis,  M.D.,  Jamestown,  New  York 


A GENERATION  ago,  hyperthyroidism 
without  exophthalmos  was  often  un- 
recognized by  physicians.  When  it  was  recog- 
nized it  was  treated  medically  more  often  than 
surgically.  Operative  mortality  was  high, 
while  the  mortality  of  the  disease  itself  was 
assumed  to  be  low.  Forchheimer  in  his 
System  of  Therapeutics  said:  “In  my  whole 
experience  I have  seen  only  1 death  from  this 
disease  and  that  was  due  to  thyroid  feedings.” 
At  every  medical  convention  there  was  a battle 
royal  between  surgeons  and  medical  men  over 
the  question  of  whether  hyperthyroidism  and 
appendicitis  were  surgical  or  medical  diseases. 

The  surgeons  won  the  contest  for  appendi- 
citis long  before  they  could  prove  their  claim 
to  superior  results  in  the  treatment  of  hyper- 
thyroidism. As  the  technic  of  thyroidectomy 
became  standardized,  operative  mortality  was 
lowered,  while  the  high  morbidity  and  the 
final  high  mortality  caused  by  cardiac  dam- 
age in  long-standing  cases  became  more  widely 
appreciated. 

The  parallelism  of  thyroid  and  appendix 
disease  still  continues.  While  it  is  still  true 
that  in  both  cases  the  surgeon  receives  many 
patients  too  late,  the  public  is  threatened  not 
so  much  by  delayed  operations  as  by  opera- 
tions that  are  not  justified.  For  that  reason 
it  seems  worthwhile  to  consider  the  diseases 
that  simulate  hyperthyroidism  before  discuss- 
ing the  indications  for  operation. 

Last  year  Dr.  Noehren  reported  an  analysis 
of  185  cases  referred  to  him  with  a mistaken 
diagnosis  of  goiter.  His  findings  were  in  ac- 
cord with  the  experience  of  all  thyroid  sur- 
geons. About  two-thirds  of  the  mistaken  di- 
agnoses came  under  the  head  of  anxiety  and 
other  neuroses  and  neurocirculatory  asthenia. 
Organic  heart  disease  and  essential  hyperten- 
sion accounted  for  most  of  the  remainder. 

Mild  forms  of  depression  which  occur  in  both 
men  and  women  between  the  ages  of  40  and 
60  constitute  a danger  against  which  we  must 
always  be  on  guard.  If  agitation  is  an  ac- 
companiment of  the  depression,  the  basal 


metabolic  rate  may  rise  to  +30.  The  tremor, 
nervousness,  and  emotional  disturbances  are 
suggestive  of  hyperthyroidism.  If  a patient 
with  this  syndrome  does  not  improve  under 
iodine  treatment,  testosterone  in  men  and 
theelin  in  women  will  often  act  as  specifics. 
Improvement  or  apparent  cure  under  such 
treatment  is  a positive  contraindication  to 
thyroidectomy,  even  though  a thyroid  ade- 
noma is  present.  Operation  makes  these 
patients  worse,  and  in  some  cases  suicides  have 
followed  within  a few  months  after  such  mis- 
takes have  been  made. 

Without  attempting  to  classify  the  neuroses, 
we  may  say  that  the  broad  picture  is  one  of 
nervousness,  weakness,  tachycardia,  emo- 
tional disturbances,  tremors,  and  either  loss 
of  weight  or  constant  underweight.  When  the 
sensation  of  choking  (globus  hystericus)  is 
added  to  this  picture,  it  is  not  surprising  that 
many  of  these  patients  come  to  the  surgeon  for 
thyroidectomy.  Unfortunately,  once  the  sug- 
gestion of  goiter  has  been  made,  they  are  eager 
for  operation  and  are,  therefore,  easy  prey  for 
incompetent  or  dishonest  practitioners.  To  a 
commercially  minded  surgeon  they  must  be 
irresistible. 

In  most  cases  differential  diagnosis  is  not  dif- 
ficult if  the  following  points  are  kept  in  mind: 

In  hyperthyroidism  some  degree  of  thyroid 
enlargement  is  always  present,  although  some- 
times its  detection  requires  skillful  palpation. 

Thyroid  tachycardia  is  constant;  in  neurosis 
it  subsides  under  rest  alone. 

The  skin  of  thyroid  patients  is  warm  and 
moist,  and  flushing  of  the  neck  and  chest  fre- 
quently appears  during  the  examination;  in 
neurotic  patients  the  hands  and  feet  are  usu- 
ally cold  and  clammy. 

In  thyroidism  loss  of  weight  occurs  in  spite 
of  a good  appetite;  in  neurosis  the  appetite  is 
usually  poor. 

Patients  with  hyperthyroidism  are  usually 
intolerant  of  heat.  Neurotics  are  either  cold 
or  alternate  between  sensations  of  heat  and  of 
cold. 

The  therapeutic  test  by  iodine  administra- 
tion is  of  value.  Few  cases  of  hyperthyroid- 
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ism  fail  to  show  improvement  and  these  are 
always  cases  of  toxic  adenoma  where  the  nodu- 
lar goiter  is  easily  palpable. 

Exophthalmos  and  increased  basal  meta- 
bolic rate  point  strongly  to  hyperthyroidism, 
but  neither  of  them  is  a positive  proof  of  its 
existence  and  their  absence,  of  course,  does 
not  disprove  it. 

We  must  be  especially  on  our  guard  now  that 
the  real  World  War  is  getting  under  way.  In 
the  last  war,  anxiety  neuroses  were  common  in 
the  Army.  When  our  public  finally  awakes  to 
the  implications  of  the  present  situation,  these 
neuroses  will  become  as  common  among  civil- 
ians as  they  were  among  our  soldiers  in  the 
lesser  war  of  1918. 

Time  does  not  permit  discussion  of  organic 
heart  disease  and  hypertension.  Any  proper 
examination  should  lead  to  their  discovery. 

We  come  now  to  the  indications  for  thyroid 
operations.  We  need  waste  no  time  on  cases 
of  fully  developed  hyperthyroidism  whether 
due  to  toxic  adenomas  or  diffuse  hyperplasia 
or  to  large  nontoxic  goiters  producing  pressure 
symptoms.  In  these  patients  the  indication 
for  surgical  treatment  is  no  longer  debatable. 

Difficulty  in  deciding  whether  or  not  to  oper- 
ate arises  most  often  in  two  classes  of  cases. 
First  are  those  patients  with  slight  thyroid  en- 
largement and  mildly  toxic  symptoms.  It 
seems  reasonable  to  believe  that  many  of  these 
patients  suffer  from  functional  rather  than 
organic  hyperthyroidism.  There  is  often  a 
background  of  domestic  or  financial  troubles. 
With  correction  of  the  psychic  factor,  rest,  and 
medication  with  small  doses  of  iodine  and 
sedatives  many  of  them  can  be  cured  without 
operation.  It  is  true  that  recurrences  are  not 
infrequent,  but  even  when  they  do  occur  the 
patient  usually  responds  again  to  treatment. 


If  she  is  found  to  be  iodine-resistant,  operation 
is  indicated  before  the  thyrotoxicosis  becomes 
too  great  for  safe  surgical  intervention. 

The  second  group  comprises  older  patients 
with  long-standing  heart  disease  whether 
caused  or  complicated  by  toxic  hyperplasia, 
toxic  adenoma,  or  large  nontoxic  goiter.  In 
these  cases  fibrillation  is  often  present,  and 
decompensation  is  shown  by  edema,  dyspnea, 
and  cyanosis.  They  are  obviously  poor  surgi- 
cal risks.  Nevertheless,  some  of  these  bad 
risk  cases,  even  though  the  thyroid  factor 
seems  debatable,  in  my  experience  have 
yielded  the  most  brilliant  results.  Whether  it 
is  the  toxic  effect  or  the  added  load  on  the 
heart  caused  by  pressure  is  difficult  to  say. 
The  fact  remains  that  many  cardiac  patients 
who  are  bedridden,  who  are  no  longer  respond- 
ing to  any  medical  treatment,  and  whose  fibril- 
lation is  constant  and  refractory  may  be  re- 
stored to  usefulness  by  a carefully  performed 
thyroidectomy,  carried  out  in  one  or  more 
stages  as  indicated  by  the  reactions  observed 
during  the  operation. 

One  other  group  worth  mentioning  because 
it  is  not  generally  referred  to  in  textbooks  is 
that  of  paroxysmal  tachycardia.  They  are 
not  often  seen  but,  when  recognized,  operation 
gives  dramatic  results.  We  have  had  about  6 
such  cases.  None  of  them  were  extremely 
toxic,  and  the  first  case  had  no  toxic  symptoms 
whatever.  In  all  of  them  an  adenoma  of  the 
left  lower  pole  extended  well  into  the  thorax, 
and  in  all  of  them  the  attacks  were  perma- 
nently eliminated.  Whether  they  were  due  to 
mechanical  irritation  of  the  vagus,  as  I suspect, 
or  to  intermittent  hyperactivity  of  the  ade- 
noma, which  I doubt,  the  fact  remains  that  in 
every  case  of  paroxysmal  tachycardia  this 
etiology  is  worth  considering. 


THE  PREOPERATIVE  AND  POSTOPERATIVE  USE 
OF  IODINE  IN  HYPERTHYROIDISM 


T.  B.  Jones,  M.D.,  Rochester,  New  York 

THE  subject  of  the  use  of  iodine  in  hyper- 
thyroidism may  appear  hackneyed  to  many 
and  unworthy  of  further  discussion.  However, 
a few  points  may  be  reviewed  at  this  time,  in 
addition  to  calling  attention  to  some  clinical 
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experiences  that  possibly  have  not  been  suf- 
ficiently emphasized. 

In  the  past  there  has  been  some  difference 
of  opinion  as  to  the  response  to  iodine  ob- 
tained in  the  various  forms  of  hyperthyroid- 
ism. Clinical  experience  has  established  the 
fact  that  iodine  is  as  effective  in  secondary 
hyperthyroidism  (toxic  nodular  or  adenoma- 
tous goiter)  as  it  is  in  primary  hyper- 
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CHART  I 


THE  FIRST  FIVE  CASES  ARE  OF  THE  DIFFUSE  TYPE  OF  GOITER.  THE  REMAINDER  ARE  CASES  OF 
NODULAR  GOITER.  THERE  IS  NO  ESSENTIAL  DIFFERENCE  IN  THE  REACTION  TO  IODINE  IN  THE 

TWO  GROUPS  OF  CASES 


Case  Number 

Age 

Sex 

Pre-iodine 

Amount  Iodine 
Intravenous 

Post-iodine 

Per  Cent 
Decrease, 

B.M.R. 

Time, 

B.M.R. 

Pulse 

Doses 

Total, 

Gms. 

B.M.R. 

Pulse 

Days 

77004 

47 

F 

39 

120 

3 

4 

10 

106 

74 

3 

88909 

52 

F 

48 

90 

3 

2-5 

22 

78 

54 

4 

78789 

24 

F 

21 

90 

2 

3 

6 

70 

7i 

3 

83957 

34 

F 

60 

1 18 

2 

3 

34 

1 18 

43 

2 

83957 
(2nd  adm.) 

34 

F 

32 

120 

2 

3 

14 

11 5 

56 

5 

72529 

49 

F 

39 

90 

3 

4 

17 

90 

56 

4 

24181 

27 

F 

45 

96 

2 

2.6 

29 

80 

35 

3 

59980 

38 

F 

27 

105 

2 

3 

11 

94 

60 

3 

95219 

42 

F 

34 

90 

2 

4 

17 

80 

50 

4 

73820 

14 

F 

44 

100 

2 

2 

10 

IOO 

79 

3 

92699 

50 

F 

56 

1 10 

2 

3 

30 

95 

46 

3 

85699 

53 

F 

66 

106 

2 

3 

38 

IOO 

42 

3 

60863 

27 

F 

43 

100 

1 

25 

13 

90 

70 

3 

57007 

3i 

F 

43 

100 

2 

3 

9 

80 

79 

6 

94236 

42 

F 

52 

100 

2 

3 

24 

IOO 

54 

4 

84738 

44 

F 

49 

1 16 

2 

3 

26 

IOO 

47 

2 

89592 

46 

E 

83 

IIO 

2 

3 

'44 

80 

46 

2 

67904  • 

5f 

M 

25 

IOO 

2 

2 

8 

90 

68 

3 

65078 

25 

F 

50 

IOO 

2 

3 

21 

84 

58 

4 

76455 

70 

M 

72 

IOO 

2 

3 

39 

IOO 

46 

3 

Average 

40 

46.4 

2. 1 

2.98 

21 . 1 

54-5 

3-3 
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thyroidism  (exophthalmic  goiter).  The  ma- 
jority of  cases  of  toxic  goiter  seen  in  our  clinic 
are  of  the  nodular  type.  It  has  been  our  ob- 
servation that  they  react  to  iodine  in  the  same 
way.  and  to  the  same  degree,  as  do  the  cases 


of  diffuse  toxic  or  exophthalmic  goiter.  We 
feel  that  there  is  no  essential  difference  be- 
tween the  two  types  of  cases  and  that  the 
differences  in  symptoms  commonly  seen  are 
often  attributable  to  the  differences  in  ages  at 
which  the  disease  develops. 

Lugol’s  solution  is  the  most  popular  iodine 
preparation  used,  although  other  compounds 
such  as  potassium  or  sodium  iodide  have  been 
shown  to  be  equally  effective  in  producing  a 
remission.  That  the  usual  doses  given,  10  to 
30  minims  daily,  are  far  in  excess  of  the  amount 
of  iodine  required  to  produce  a remission  has 
been  shown  by  Thompson,  et  al.;  who  secured 
a satisfactory  response  using  1 minim  of  com- 
pound solution  of  iodine  by  mouth  daily.1 
The  greater  part  of  the  iodine  given  in  these 
larger  doses  is  lost  to  the  body  by  excretion  in 
the  urine.  It  is  not  known  whether  iodine  in 
the  circulation,  other  than  that  bound  by  the 
thyroid,  exerts  any  beneficial  effect  on  the 
toxic  symptoms.  It  has  been  suggested  that 
under  these  circumstances  a temporary  ab- 
sorption by  the  thyroid  gland  may  occur  with 
some  benefit.2  In  our  experience  we  have 
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never  noted  any  untoward  symptoms  from 
the  use  of  excessively  large  amounts  of  iodine 
other  than  the  development  of  a rash,  an  oc- 
casional instance  of  pain  in  the  jaw,  and  saliva- 
tion . W e have  never  seen  the  deleterious  effects 
described  by  Barker,3  although  we  have  given 
daily  as  much  as  1 to  3 Gm.  of  sodium  iodide 
intravenously  over  a period  of  several  days  in 
some  cases.  Since  there  may  be  some  virtue 
in  supplying  an  excess  of  iodine,  it  would  ap- 
pear advisable  to  continue  using  the  larger 
doses. 

Brief  references  have  appeared  in  the  litera- 
ture regarding  the  use  of  iodine  intravenously, 
but  such  parenteral  administration  has  not  re- 
ceived the  emphasis  it  deserves.  In  a previous 
communication4  we  reported  some  of  our  ex- 
periences with  large  doses  of  sodium  iodide 
given  intravenously  and,  while  intravenous 
iodine  is  not  advocated  as  a routine  procedure, 
certain  observations  and  advantages  might  be 
re-emphasized.  We  found  that  in  the  majority 
of  cases  of  hyperthyroidism  a satisfactory  io- 
dine remission  could  be  obtained  within  a 
period  of  three  to  four  days  by  giving  a total 
of  3.0  Gm.  of  sodium  iodide  intravenously. 


Within  this  period  of  time  subjective  improve- 
ment was  often  noted  by  the  patient.  Ob- 
jectively, there  was  also  improvement,  the 
basal  metabolic  rate  decreasing  an  average  of 
54.5  per  cent.  Twenty  cases  so  treated  are 
shown  in  Chart  I.  It  will  be  seen  that  the 
cases  are  representative  as  to  age,  type,  and 
degree  of  toxicity.  Furthermore,  the  remis- 
sion in  most  instances  was  complete,  additional 
iodine  failing  to  produce  any  further  decrease 
in  the  basal  metabolic  rate  (Fig.  1).  It  would 
appear  from  these  observations  that  excessive 
amounts  of  iodine  intravenously  are  of  some 
value  when  a rapid  remission  and  decrease  in 
toxicity  are  necessary. 

It  should  be  emphasized  that  intravenous 
iodine,  with  the  attendant  rapid  response,  is 
not  advocated  to  the  exclusion  of  the  usual 
preoperative  preparation  of  rest  in  bed  and 
other  general  medical  measures.  Rather  is  it 
suggested  that  by  obtaining  such  a rapid 
iodine  response  quickly  and  early  in  the  course 
of  treatment  one  can  expect  greater  benefit 
from  the  other  forms  of  preoperative  treat- 
ment. 

This  method  of  iodine  administration  also 
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seemed  to  be  of  value  in  some  cases  that  were 
refractory  to  oral  administration.  We  often 
obtained  a satisfactory  response  in  these 
patients,  although  on  the  average  the  improve- 
ment was  not  so  marked  as  in  the  cases  men- 
tioned above.  However,  the  possibilities  of  in- 
travenous administration  should  be  borne  in 
mind  when  one  is  treating  a patient  who  ap- 
pears to  be  “iodine-fast.” 

We  have  seen  a number  of  patients  in  an 
impending  or  a fully  developed  “thyroid 
storm”  and,  while  it  is  extremely  difficult  to 
evaluate  accurately  each  therapeutic  measure 
used,  we  have  the  distinct  impression  that  the 
repeated  intravenous  administration  of  sodium 
iodide  in  such  patients  has  been  responsible  for 
overcoming  this  most  disastrous  of  all  thyroid 
complications  in  many  instances.  We  have 
given  1.0  Gm.  of  sodium  iodide  as  often  as 
three  times  per  day  and  have  observed  no  ill 
effects.  In  the  patient  whose  course  is  shown 
in  Fig.  2,  a maximum  dose  of  1.0  Gm.  per  day 
was  used.  This  patient  appeared  to  be 
“iodine-fast,”  since  there  was  no  diminution 
in  the  basal  metabolic  rate  after  thirteen  days 
of  Lugol’s  solution  by  mouth.  In  fact,  on  the 
thirteenth  day  it  appeared  that  a “storm” 
was  impending,  and  on  the  fourteenth  day  it 
was  obviously  fully  developed.  By  the  time 
3.0  Gm.  of  sodium  iodide  had  been  given  in- 
travenously the  patient  was  out  of  coma  and 
obviously  improving  clinically,  although  the 
improvement  was  not  immediately  apparent 
on  her  chart.  Her  recovery  continued  satis- 
factorily thereafter. 

Since  using  this  type  of  treatment,  we  have 
been  more  successful  in  handling  such  cases 

THYROIDECTOMY— TECHNIC 

Frederick  S.  Wetherell,  M.D.,  Syracuse, 

THE  prime  requisite  of  any  surgical  technic 
is  safety.  In  no  operative  procedure  is 
this  more  important  than  in  that  of  thyroidec- 
tomy. Two  most  important  pitfalls  are  to  be 
avoided:  viz.,  injury  to  recurrent  laryngeal 
nerves  and  hemorrhage.  Hemorrhage  may  be 
immediate,  at  the  time  of  operation,  or  later — 
after  the  patient  has  returned  to  his  room. 
Another  factor  to  be  considered  is  the  amount 
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than  formerly.  Since  other  therapeutic  meas- 
ures employed  were  essentially  the  same,  it 
would  seem  reasonable  to  attribute  any  im- 
provements in  results  to  the  iodine  given.  We 
urge  its  use  in  such  cases,  particularly  as  no 
untoward  effects  have  been  observed. 

The  question  of  how  long  after  operation 
iodine  should  be  continued  is,  as  far  as  I 
know,  a matter  of  conjecture  and  personal 
opinion.  We  usually  give  small  amounts,  2 to 
5 minims,  of  LugoFs  solution  per  day  during 
the  period  of  hospitalization.  It  has  been  our 
custom  to  continue  iodine,  1 minim  per  day, 
over  a period  of  some  two  months.  The  only 
rationale  for  its  use  is  the  observation  of 
Halsted  that  the  administration  of  small 
amounts  of  iodine  in  dogs  prevented  regenera- 
tion of  normal  thyroid  tissue  remaining  after 
subtotal  resection  of  the  gland.  Whether  or 
not  it  prevents  the  regeneration  of  hyperplastic 
thyroid  tissue  is  not  known. 

Any  discussion  of  iodine  therapy  would  not 
be  complete  without  emphasizing  the  point 
that  the  surgeon  should  be  given  the  oppor- 
tunity to  examine  the  patient  before  iodine  is 
given.  One  cannot  accurately  appraise  the 
severity  of  the  toxicity  after  a remission  has 
been  obtained,  and  a surgeon  seeing  a patient 
for  the  first  time  under  such  circumstances  is 
at  a distinct  disadvantage. 
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of  tissue  removed  during  the  operation,  a con- 
sideration that  is  rather  empiric  yet  demands 
clean-cut  surgery  lest  only  a shaving-off  re- 
sult ensues. 

Every  surgeon  develops  a technic  that  fits 
his  abilities;  without  question  this  is  always 
a combination  of  methods  that  have  been 
taught  since  Kocher’s  time.  It  would,  there- 
fore, be  impertinent  for  anyone  to  say  that 
this  or  that  complete  technic  was  entirely  of 
his  own  devising.  It  is,  however,  equally  true 
that  small  portions  of  a technic,  elaborated  by 
an  individual  by  trial-and-error  methods,  may 
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perhaps  be  claimed  as  his  contribution  to  the 
general  advancement  of  surgery.  With  this 
understanding  the  following  method  of  thy- 
roidectomy is  here  presented,  with  reasons  for 
each  step  described. 

The  Skin  Incision 

This  is  made  with  a firm  sweep  of  the  knife 
which  carries  down  to  the  superficial  layer  of 
the  deep  fascia  of  the  neck.  It  is  made  some- 
what more  than  two  fingers  breadth  above  the 
suprasternal  notch,  determined  by  laying  the 
middle  finger  along  the  upper  border  of  the 
notch  with  the  index  finger  above  it.  The 
incision  goes  straight  across  rather  than  form- 
ing a downward  convexity  as  was  formerly, 
and  still  is,  practiced  by  some.  In  thyroidec- 
tomy the  head  is  usually  tilted  backward; 
thus,  if  the  incision  is  not  made  higher  than 
usually  seems  proper,  an  unsightly  scar  run- 
ning across  the  upper  border  of  the  clavicles 
results.  The  scar  is  the  only  thing  about  which 
the  patient  may  brag  after  the  operation,  and 
surgeons  have  been  known  to  admire  a hair- 
line scarcely  visible  at  three  feet. 

Reflecting  the  Skin 

Having  reached  the  proper  plane,  that  be- 
tween the  superficial  fascia  and  the  superficial 
layer  of  the  deep  fascia,  one  need  but  begin 
the  skin  reflection  with  the  knife.  It  is  then 
possible  to  push  back  both  the  upper  and  lower 
flaps  with  a piece  of  gauze  over  the  index  finger 
of  the  dissecting  hand,  a thumb  forceps  holding 
the  flap  as  it  is  separated  from  the  underlying 
deep  fascia.  There  is  a distinct  advantage  in 
this  maneuver  in  that  small  hemorrhages  are 
avoided  inasmuch  as  the  large  veins  he  deep 
to  the  deep  fascia,  while  the  many  small 
vessels  in  the  superficial  fascia  seldom  com- 
municate with  the  deeper  ones.  We  therefore 
have  a practicahy  hemorrhage-free  plane  if  we 
start  the  dissection  properly.  This  is  a time- 
saving technic. 

Opening  the  Neck 

With  Robert  Emmett  Farr  spring  retractors 
in  place,  the  deep  fascia  and  underlying  pre- 
tracheal muscles  are  separated  in  the  medial 
line,  longitudinally,  of  course,  and  avoiding 
the  anterior  j ugular  veins.  Having  reached  the 
surface  of  the  gland,  the  index  fingers  of  the 
operator  and  first  assistant  are  placed  under- 
neath the  muscles  and  the  neck  is  opened  in 
the  same  manner  as  the  peritoneum  is  opened 
in  an  abdominal  incision:  viz.,  by  lifting  to- 
ward the  ceding,  thus  avoiding  injury  to  under- 
lying structures.  With  care  it  is  often  possible 


to  note  the  presence  of  the  communicating 
branch  between  the  two  anterior  jugular  veins 
at  the  level  of  the  suprasternal  notch.  This  is 
an  inconstant  vein  yet,  if  seen,  should  be  tied 
immediately.  This  incision  should  never  be 
skimped.  Room  makes  for  better  surgery. 

Cleaning  Surface  of  Lobe 
The  handle  of  the  knife  is  now  insinuated 
between  the  surface  of  the  lobe  and  the  sterno- 
thyroid muscle  and  the  muscle  is  freed  from  the 
gland.  A fenestrated,  curved  retractor  is 
placed  under  the  upper  angle  of  the  muscles 
and  held  by  the  second  assistant  on  the  opera- 
tor’s left.  This  maneuver  should  partially 
expose  the  superior  pole.  It  is  at  this  point 
that  I have  seen  the  beginning  of  a sloppy 
thyroidectomy  caused  by  the  failure  to  recog- 
nize the  presence  of  muscle  fibers  of  the  sterno- 
thyroid still  sticking  to  the  gland.  This  has 
prevented  visualization  of  the  gland  surface; 
so  many  technics  still  depend  on  visualiza- 
tion— a matter  to  be  taken  up  later.  It  is  at 
this  point,  therefore,  that  the  operator  must 
make  certain  that  no  muscle  fibers  remain  on 
the  gland,  a condition  so  frequently  observed 
when  thyroiditis  has  been  present.  The  fibers 
are  easily  scraped  off  the  gland  with  the  edge 
of  the  knife,  being  then  caught  up  by  the  re- 
tractor with  the  rest  of  the  muscle  bundle. 

Middle  Thyroid  Veins 

At  this  point  of  the  dissection  it  is  likely 
that  veins  may  be  seen  coursing  laterally  from 
the  midportion  of  the  lobe.  These  are  to  be 
double  clamped  and  tied  at  once,  for,  if  torn, 
a troublesome  hemorrhage  and  time-consum- 
ing hemostatic  effort  ensue.  It  is  well  to  care 
for  these  veins  immediately  at  any  time  that 
they  are  seen. 

Delivery  of  Lobe 

After  being  certain  that  muscle  and  often 
areolar  tissue  (particularly  on  the  lower  por- 
tion of  the  lobe)  have  been  cleaned  off,  the 
gland  is  grasped  by  its  upper  third  with  a pair 
of  toothed  forceps  with  a lock  handle  (there 
are  several  varieties)  which  do  not  tear  through 
the  gland  tissue.  A downward  pull  is  made  to 
expose  the  superior  pole  and  two  Stille-hemo- 
stats  are  applied,  crushing  the  uppermost  por- 
tion of  the  pole  between  them.  The  knife  then 
cuts  through  the  pole  below  the  lowermost 
clamp  and,  thus,  the  lobe  is  made  ready  for 
delivery.  It  has  been  my  feeling  for  a long 
time  that  more  recurrent  laryngeal  nerves  are 
damaged  by  blindly,  or  without  sense  of  touch, 
placing  clamps  from  either  the  medial  or 
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lateral  side  of  the  gland  than  have  been  in- 
jured by  delivering  the  gland  much  as,  E.  P. 
Sloan  said,  the  head  is  delivered  by  a pair  of 
low  forceps.  There  is  no  particular  pull  or 
tension  exerted  on  the  nerve  by  this  maneuver. 
The  right  hand  holds  the  forceps  previously 
mentioned,  and  another,  placed  at  the  junc- 
tion of  the  lower  and  middle  thirds  of  the 
lobe,  exerting  a pull  toward  the  midline  while 
the  finger  tips  of  the  left  hand  gradually  work 
behind  the  gland  toward  the  trachea.  The 
posterior  surface  of  the  gland  may  then  be 
seen  and,  what  is  more  important,  felt.  It  is 
at  this  point  that  the  technic  here  described 
differs  from  those  that  I have  seen — from  this 
point  on  the  sense  of  touch  of  the  left  hand 
directs  the  lobectomy.  Both  holding-forceps — 
more  if  necessary — can  be  held  between  the 
thumb  and  index  finger  while  the  remaining 
fingers  are  behind  the  gland.  This  maneuver 
not  only  detects  nodules,  which  may  be  either 
adenomas  or  parathyroid  glands,  but  it  also 
gives  evidence  of  the  absence  of  the  threadlike 
recurrent  laryngeal  nerve.  It  must  be  remem- 
bered that  the  sense  of  touch  is  much  more 
accurate  than  sight  when  it  comes  to  identify- 
ing deep  lying  nerves.  Those  who  have 
operated  on  trunks  of  the  sympathetic  nervous 
system,  or  on  the  phrenic  nerve,  will  readily 
testify  to  this  fact,  once  having  found  how 
much  simpler  it  is  to  feel  first  and  see  after- 
ward. A fine  piece  of  silk  laid  along  the 
posterior  surface  of  the  gland  will  prove  this 
to  the  doubter.  Having  determined  that  the 
fingers  are  as  far  medially  as  it  is  possible  to 
go  behind  the  gland,  hemostats  are  then 
placed  in  a lateralward  direction,  from  upper 
lobe  downward  to  isthmus,  biting  into  isthmus 
(thus  leaving  only  small  tufts  of  it  on  the 
tracheal  surface)  and  encircling  the  lower  pole. 
The  hemostats  along  the  lower  pole  are  placed 
so  that  the  tips  point  superficially;  this  is  an 
added  safeguard  against  injury  to  the  recurrent 
laryngeal  nerve.  To  point  them  backward 
during  application  is  dangerous  from  this  point 
of  view.  As  each  clamp  is  placed  the  tissue 
is  cut  with  a knife.  With  practice,  as  much  or 
as  little  may  be  left  as  is  desired,  the  tips  of 
the  fingers  behind  being  the  guide  to  the 
forceps  in  front.  In  other  words,  this  is 
largely  a sense-of-touch  technic.  In  this  man- 
ner one  may  safely  skim  closer  to  the  posterior 
envelope  than  it  is  possible  to  do  by  any  sight 
method.  Having  completed  the  dissection  on 
one  side,  all  points  are  ligated  with  No.  00 
chromic  catgut.  I have  a so-called  catgut 
detail  man  to  thank  for  my  having  changed  to 
a fine  chromic  catgut.  Being  assured  by 


him  that  this  suture  would  practically  elimi- 
nate the  serum  found  so  often  when  plain 
catgut  is  used  and  finding  silk  not  so  easy  to 
handle  as  catgut,  I have  been  agreeably  sur- 
prised to  find  that  the  chromic  suture  equals 
the  silk  with  respect  to  the  lack  of  postopera- 
tive serum. 

Superior  Thyroid  Arteries 

These  arteries  are  now  handled  by  placing 
around  them,  on  a round  pointed  needle,  a 
suture  of  No.  00  chromic  catgut,  doubled,  and 
tied  once  above  the  upper  superior  pole  clamp 
and  then,  having  thrown  both  clamps  up- 
ward, tied  below  them,  removing  both  clamps 
after  the  first  lower  knot  is  tied.  This  suture 
is  then  carried  downward,  closing  over  the 
surface  of  the  gland.  This  suture  not  only 
doubly  insures  hemostasis  but  it  also  destroys 
tissue  caught  in  its  succeeding  bights — of  no 
little  value  in  an  extremely  hyperplastic 
gland.  The  suture  is  run  down  the  gland 
remnant  and  then  back  up  again,  and  the  two 
ends  are  tied  onto  the  superior  thyroid  artery. 
When  placing  the  needle  under  the  superior 
pole,  the  fingers  of  the  left  hand  press  back 
the  main  vessels  of  the  neck.  The  opposite 
lobe  is  dealt  with  in  the  same  manner,  assur- 
ing hemostasis. 

At  this  point  the  anesthetist  (employing 
cyclopropane  anesthesia  in  most  cases)  allows 
the  patient  to  “come  out,”  cough,  speak,  gag, 
and  in  any  way  possible  induce  an  increase  in 
intrathoracic  pressure,  the  purpose,  of  course, 
being  to  uncover  potential  bleeders.  Saline 
solution,  always  at  hand  in  case  inadvertent 
damage  to  a vein  requires  its  being  poured 
into  the  wound  to  avoid  an  air  embolism,  is 
now  poured  into  the  wound  to  wash  out  clots 
that  might  later  blow  out.  Hemostasis  hav- 
ing thus  been  assured,  the  muscles  are 
brought  together. 

Muscle  Suture 

After  the  upper  portion  of  the  sternohyoid 
has  been  brought  together  with  No.  00  chromic 
catgut,  the  midportion  of  this  muscle  is  lifted, 
and  the  sternothyroid  muscle  is  pulled  forward 
from  the  laterally  receded  position  it  has  as- 
sumed. This  is  an  important  step  in  that  this 
muscle,  brought  back  to  the  midline,  covers 
the  trachea  and  prevents  the  swallowing-tug 
due  to  adherence  of  the  trachea  to  the  more 
superficial  tissues. 

Drainage 

Four  strands  of  silk  are  now  laid  across  the 
wound,  a split-shot  is  clamped  on  either  end 
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(Roeder,  C.  A.),  and  the  skin  is  approximated 
with  small  Michel  clips. 

The  drainage  strands  are  removed  at  the 
end  of  twenty-four  hours;  the  clips,  on  the 
third  postoperative  day. 

The  foregoing  describes  a typical  thyroidec- 
tomy without  complications.  It  is  a safe 
technic  in  my  hands.  There  are,  of  course, 
exigencies  in  which  it  must  be  altered.  For 
example,  a large  gland  might  demand  that 
the  prethyroid  muscles  be  cut  transversely; 
there  should  never  be  any  hesitancy  about 
doing  this.  Plenty  of  room — as  much  room 
as  possible — is  demanded  in  any  operation  in 
which  danger  constantly  lurks. 

The  technic  of  handling  intrathoracic  goiters 
is  not  gone  into,  this  being  a subject  by  itself. 
“For  thrills  in  surgery,”  says  Andre  Crotti, 
“limit  your  work  to  the  removal  of  intra- 
thoracic goiters.” 

Neither  has  this  discussion  taken  up  the 
matter  of  the  amount  of  gland  substance  to  be 


removed;  that  is  a matter  of  judgment  which 
can  be  acquired  by  practice  and  reading. 
There  can  be  no  excuse,  however,  for  merely 
shaving  off  the  surface  of  the  gland  and  leav- 
ing three-fourths  of  a lobe  behind.  Thyroidec- 
tomy at  its  best  is  but  a crude  method  for  the 
treatment  of  goiter,  but  it  does  require  of 
those  who  attempt  it  that  they  perfect  them- 
selves in  technic. 

To  the  following,  whose  work  I have  ob- 
served over  a long  period  of  years,  who  have 
always  been  an  inspiration  to  me,  and  who 
have  made  it  possible  that  the  foregoing  was 
written  at  all,  go  my  thanks: 

Pemberton  (hemostatic  suture) ; Crotti 
(time-saving  methods) ; Sloan  (delivery 
of  gland) ; Dinsmore  (forward-pointing 
clamps  at  lower  pole) ; Arnold  Jackson  (handy 
saline);  Crile  (nicety  of  technic);  and  to 
many  others  whose  additions  rest  in  one’s 
subconscious  mind  yet  direct  the  fingers  when 
the  need  arises. 

514  Medical  Arts  Building 


MANY-STAGE  OPERATION  FOR  GOITER 

Martin  B.  Tinker,  M.D.,  F.A.C.S.,  and  Martin  B.  Tinker,  Jr.,  M.D., 
Ithaca,  New  York 


ALL  surgeons  familiar  with  the  care  of 
- desperate  risk  goiter  cases  realize  that 
operation,  even  after  considerable  preliminary 
care  and  medication,  is  attended  by  almost 
prohibitive  risk.  It  is  generally  conceded  that 
all  desperate  patients  usually  should  be  kept 
on  preliminary  rest  and  care  for  weeks  or,  in 
some  instances,  months  before  attempting 
even  slight  surgical  intervention.  Kocher,  of 
Bern,  reduced  this  risk  by  preliminary  liga- 
tion many  years  ago.  At  a meeting  of  the 
Section  on  Surgery  of  the  American  Medical 
Association  in  1912,  one  of  us  (M.  B.  T.)  pro- 
posed the  many-stage  operation,  adding  to  liga- 
tion the  unilateral  excision  of  one  lobe,  packing 
the  wound  temporarily,  and  making  a secon- 
dary closure — this  procedure  being  followed 
on  both  sides  if  necessary.  Fortunately,  it 
is  not  essential  that  all  be  finished  at  one  stage 
as  in  many  operations  of  major  surgery.  Re- 
duction to  a minimum  of  time  on  the  operat- 
ing table  makes  it  possible  to  operate  success- 
fully in  some  apparently  inoperable  cases. 

Read  at  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  Buffalo,  New  York,  May  1, 
1941. 


This  reduces  the  mortality  to  a fraction  of  1 
per  cent  and  gives  satisfactory  permanent  re- 
sults for  a number  of  such  patients. 

The  number  of  short  operative  stages  we 
have  used  has  been  as  many  as  six  in  certain 
extremely  bad  cases;  some  of  these  patients 
were  admitted  to  the  hospital  on  three  differ- 
ent occasions.  One  patient  whose  basal 
metabolic  rate  could  not  be  taken  lower  than 
4-120  is  now  in  relatively  good  health  and 
working  his  farm  near  Ithaca.  The  laboratory 
tests  were  made  under  the  supervision  of  Dr. 
Barton  Hauenstein,  now  teaching  at  Buffalo 
University  Medical  College.  Another  patient 
with  a serious  heart  lesion,  and  almost  as 
toxic,  has  been  in  fairly  good  health  for  over 
a year  and  bids  fair  to  improve  still  further. 
The  combination  of  stages  varies  under  differ- 
ent conditions., 

Kocher’s  ligation  of  the  superior  pole 
through  incision  directly  over  the  artery  is  the 
simplest  and  safest  procedure.  A triangle  is 
formed  with  the  base  upward  by  the  hyoid 
bone  above,  the  sternomastoid  behind,  and 
the  sternohyoid  muscle  in  front.  The  sterno- 
mastoid has  to  be  retracted  backward  as  a 
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rule.  The  entire  upper  pole  of  the  gland  should 
be  exposed  by  reason  of  the  fact  that  there  are 
frequently  several  branches  of  the  artery  and 
vein  supplying  the  upper  pole.  Seven  such 
vessels  were  found  in  1 case.  In  bad  risk 
cases  that  react  seriously,  a second  ligation 
is  safer.  These  very  seriously  ill  patients  are 
best  sent  to  their  homes  for  two  to  four 
months’  rest  in  bed  and  general  care  before 
undertaking  even  unilateral  excision. 

With  patients  apparently  in  not  so  serious 
a condition,  the  regular  collar  incision  may  be 
made.  If  alarming  symptoms  develop,  the 
superior  thyroid  artery  may  be  ligated  under 
the  flap  and  three  or  four  temporary  sutures 
inserted.  If  postoperative  progress  is  satis- 
factory, it  is  sometimes  possible  to  reopen 
the  wound  and  to  go  on  with  the  unilateral 
excision  within  five  or  ten  days.  Rarely  is  it 
possible  to  do  a partial  bilateral  excision. 
When  the  condition  is  so  serious  as  to  demand 
unilateral  excision,  excision  of  the  remaining 
lobe  may  be  undertaken  from  three  to  six 
months  later,  depending  on  the  rapidity  and 
degree  of  improvement.  At  almost  any  stage 
in  the  operation  if  alarming  symptoms  de- 
velop, operation  should  not  be  continued  fur- 
ther, but  closure  should  be  made  with  tempo- 
rary stitches  inserted.  The  incision  is  usually 
best  reopened  in  from  five  to  ten  days,  the 
edges  of  the  flap  trimmed  and  a careful 


closure  carried  out  with  sutures  of  the  pla- 
tysma  muscle,  and  careful  skin  closure  done 
for  which  we  usually  use  fine  black  silk.  In 
cases  of  the  worst  possible  risks  we  have 
ligated  each  superior  thyroid  artery  at  sepa- 
rate operations  at  an  interval  of  a week  through 
direct  incision  (first  and  second  stages) ; then 
we  have  undertaken  the  excision  of  one  lobe 
with  temporary  closure  (third  stage);  and  a 
second  trip  to  the  operating  room  is  made  to 
trim  the  flaps  and  make  a satisfactory  per- 
manent closure  (fourth  stage).  The  second 
unilateral  excision  (fifth  stage)  almost  always 
has  to  follow,  with  another  secondary  closure 
(sixth  stage). 

The  patients  requiring  such  intervention 
are  those  having  extreme  toxemia;  a badly 
damaged  heart;  extremely  high  blood  pres- 
sure; in  a few  instances,  extremely  large  or 
deeply  located  goiters,  particularly  those  in 
which  the  rings  of  the  trachea  have  been 
softened  by  prolonged  pressure  so  that  there 
is  great  difficulty  in  breathing;  and,  occasion- 
ally, in  case  of  malignancy. 

In  conclusion,  with  desperate  risk  goiters 
(1)  do  the  least  possible  surgery  that  offers 
the  patient  benefit;  (2)  make  the  operating 
time  short,  but  not  at  the  sacrifice  of  accuracy 
and  gentle  manipulation;  and  (3)  avoid  long 
and  extensive  procedures — this  is  highly  im- 
portant. 


ANESTHESIA  IN  GOITER  SURGERY 

Oscar  Hayen  Stover,  M.D.,  Buffalo,  New  York 


NOT  so  many  years  ago  the  choice  of  a gen- 
eral anesthetic  for  any  particular  pro- 
cedure was  rather  an  easy  one.  It  was  easy 
because  there  was  so  little  choice.  The  patient 
was,  so  to  speak,  molded  to  fit  the  anesthetic 
pattern.  Today,  with  a wide  choice  of  general 
anesthetic  agents  and  the  help  of  various  pre- 
medicants,  the  anesthetic  is  planned  so  as  to 
suit  the  patient’s  pathology.  The  statement 
that,  “one  uses  this,  or  that,  anesthetic  rou- 
tinely,” seems  to  me  to  be  as  much  out  of  our 
past  as  is  the  horse  and  buggy. 

Only  a few  years  ago  it  was  the  surgeon  who, 
alone,  made  whatever  choice  was  made  in 
regard  to  anesthetics.  Today,  due  to  the 
development  of  the  science  of  anesthesiology 
and,  along  with  it,  a trained  personnel  of 
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anesthesiologists  almost  everywhere  avail- 
able, this  situation  has  changed.  Surgeon  and 
anesthetist  together  decide  on  the  type  of 
anesthetic  most  suitable  for  the  patient.  How- 
ever, it  must  be  borne  in  mind  that  a patient 
is  only  having  an  anesthetic  because  he  must 
for  some  reason  be  operated  upon.  The 
anesthetic,  therefore,  must  be  one  that  per- 
mits the  surgeon  to  do  the  necessary  surgery 
with  the  greatest  possible  ease.  On  the  other 
hand,  the  anesthetic  must  accomplish  this 
with  the  least  amount  of  physiologic  upset  to 
the  patient.  To  bring  about  this  balance  be- 
tween the  patient  on  the  one  hand  and  the 
necessary  surgical  procedure  on  the  other  hand 
is  often  difficult.  Sacrificing  of  operative  con- 
venience may  be  necessary  for  the  immediate 
good  of  the  patient.  No  operation,  or  no 
anesthetic  either  for  that  matter,  is  successful 
unless  the  patient  lives. 
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In  no  other  operative  field  is  the  full  co- 
operation of  surgeon  and  anesthetist  more 
necessary  than  in  that  of  thyroid  surgery. 
This  cooperation  should  not  be  one  for  merely 
the  time  that  the  patient  is  on  the  operating 
table.  It  should  be  a cooperative  venture 
from  the  beginning  of  hospitalization  until  the 
patient  is  well  along  in  convalescence.  It  is 
true  that  in  nontoxic  goiters  without  obstruc- 
tive symptoms  the  anesthetic  is  no  particular 
problem.  However,  as  the  surgeon  gains  ex- 
perience through  seeing  many  cases  so,  too, 
does  the  anesthetist.  The  value  of  the  judg- 
ment of  the  anesthetist  is  also  in  direct  propor- 
tion to  the  number  of  thyroid  cases  of  all  kinds 
which  he  has  an  opportunity  to  see  and  study. 
The  anesthetist’s  duty  is  not  merely  to  keep 
the  patient  alive  during  the  period  that  he  is 
in  surgery,  for  this  is  only  shortsightedness, 
but  his  judgment  must  be  influenced  not  only 
by  events  of  the  present  but  by  reactions  that 
may  follow  postoperatively.  He  must  be  so 
familiar  with  the  patient  that  should  unfavor- 
able signs  develop  during  the  course  of  the 
anesthetic  he  will  recognize  them  as  such  and 
suggest  termination  of  the  operation,  or,  per- 
haps not  even  start  it.  In  order  that  the 
anesthetist’s  judgment  be  tempered  by  ex- 
perience, he  must  note  the  postoperative  re- 
sponse of  all  of  his  thyroid  cases. 

With  regard  to  thyroid  anesthetic  agents, 
the  literature  gives  ample  evidence  of  the 
fact  that  ether,  nitrous  oxide,  ethylene,  cyclo- 
propane, avertin,  various  types  of  local  anes- 
thesia, and  combinations  of  local  and  general 
have  all  been  successfully  used  in  thyroid 
surgery.  Each  of  these  agents  have  advan- 
tages and  disadvantages  over  each  of  the  others. 
The  choice  of  an  anesthetic  should  be  on  a 
pharmacologic  basis  in  an  attempt  to  adjust 
the  anesthetic  to  the  patient’s  pathology  and 
the  operative  procedure  contemplated. 

A good  anesthetic  presupposes  proper  pre- 
anesthetic medication  and  preanesthetic  treat- 
ment. First  and  foremost  is  a personal  con- 
tact between  patient  and  anesthetist.  The 
patient  must  have  confidence  in  the  person 
who  is  to  put  her  to  sleep.  Much  of  the  pa- 
tient’s fear  of  the  operation  is,  in  reality,  fear 
of  the  anesthetic.  Good  anesthetist-patient 
relationship  does  much  to  minimize  this  fear. 

Sedatives  are  often  given  thyroid  patients 
from  the  beginning  of  their  hospitalization  but 
should  always  be  given  in  fairly  good  doses 
the  evening  before  the  operation  and  the  fol- 
lowing morning.  Such  drugs  as  phenobarbital, 
sodium  amytal,  nembutal,  and  sodium  bro- 
mide are  useful  in  proper  dosage.  Where 


barbiturates  are  not  tolerated  a bromide 
preparation  may  be  used.  There  are  those  who 
use  paraldehyde  as  a hypnotic.  Its  use  may 
increase  the  incidence  of  pneumonia  (Crile  and 
Adams1),  due  to  the  fact  that  it  is  largely 
excreted  through  the  lungs.  Besides,  I be- 
lieve a hypodermic  of  morphine  sulfate  and 
atropine  sulfate  about  forty  minutes  prior 
to  the  operation  should  be  used.  Morphine 
further  depresses  metabolism,  and  atropine 
dries  the  secretion  of  mucus  and  saliva. 
Scopolamine  may  be  substituted  for  atropine 
but  may  cause  unpleasant  cerebral  stimula- 
tion. Oversedation  may  mask  inherent  tox- 
icity (Cole  and  Brunner2).  This  is  another 
reason  why  the  anesthetist  must  be  familiar 
with  the  patient. 

Thyroid  surgery  is  best  performed  early  in 
the  morning,  particularly  in  the  toxic  patient, 
obviating  the  necessity  of  a long  period  of 
waiting.  The  patient’s  room  should  be  dark 
and  quiet  so  that  the  mental  state  will  be  as 
calm  as  possible.  The  trip  to  the  operating 
room  should  be  made  quickly,  with  the  eyes 
covered  with  a loose  fitting  towel.  A portable 
operating  table  taken  to  the  patient’s  room 
necessitates  only  one  move  from  bed  to  table. 
On  arriving  in  surgery  there  should  be  no  de- 
lays, and  the  patient  should  immediately  be 
taken  into  the  operating  room  and  the  anes- 
thetic started  at  once.  Operating  room  and 
personnel  should  be  absolutely  quiet  until 
patient  has  lost  consciousness. 

Ether,  alone,  has  no  place  in  modern  thyroid 
anesthesia  where  other  anesthetics  are  avail- 
able. It  is  irritating  to  the  mucous  membrane 
of  the  trachea,  and  its  use  increases  the  in- 
cidence of  tracheitis  following  thyroidectomy. 
Ether  has  a too  long  and  unpleasant  stage  of 
induction  adding  to  the  psychic  trauma  of  the 
patient.  Small  amounts  of  ether  are  some- 
times used  without  deleterious  effect  with 
nitrous  oxide,  ethylene,  and  cyclopropane  to 
bring  the  patient  to  a suitable  stage  of  anes- 
thesia. It  has  been  shown  (Rosenthal  and 
Bourne3)  that  ether  produces  a mild,  transient 
impairment  of  liver  function.  Where  used  in 
small  amounts,  however,  this  is  not  a factor. 
Where  an  anesthetic  is  to  be  administered  by 
inexperienced  hands,  however,  ether  is  the 
choice. 

Nitrous  oxide-oxygen  is  an  excellent  anes- 
thetic for  thyroid  patients.  Inasmuch,  as 
these  patients  are  ordinarily  well  premedicated 
and  since  the  operation  requires  no  great 
amount  of  relaxation,  nitrous  oxide  is  usually 
sufficient  unto  itself.  Small  amounts  of  ether 
may  be  added  without  harm.  It  has  the  ad- 
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vantage  of  being  controllable  with  regard  to 
the  depth  of  the  anesthesia.  Sometimes,  when 
the  surgeon  works  close  to  the  recurrent 
laryngeal  nerve,  the  anesthesia  is  lightened 
and  the  patient  becomes  conscious  and  is 
made  to  talk.  This  gives  some  indication 
as  to  whether  there  has  been  any  injury  to 
the  nerve  (Noehren4).  After  this  test  is 
made  the  patient  is  again  carried  to  a deeper 
level  of  anesthesia.  On  awakening,  the  patient 
has  no  recollection  of  this  test.  Nitrous  oxide- 
oxygen  is  also  nonexplosive,  and  this  is  a fac- 
tor where  electrosurgery  is  to  be  carried  out. 
It  must  not  be  forgotten,  however,  that  ad- 
dition of  any  ether  to  this  mixture  makes  it 
explosive.  With  this  anesthetic  patients  re- 
cover quickly  and  there  is  less  nausea  than 
with  any  other  general  inhalation  anesthetic. 

The  chief  disadvantage  of  nitrous  oxide  is 
the  fact  that  it  is  given  with  a low  percentage 
of  oxygen.  This  anesthetic  is  often,  though 
not  always,  associated  with  an  anoxemia  in 
varying  degrees.  The  anoxemia  is  theo- 
retically more  dangerous  than  it  is  practically 
more  dangerous.  This  is  definitely  borne  out 
by  the  thousands  of  these  anesthetics  ad- 
ministered each  year  without  difficulty.  Be- 
cause we  have  a choice,  I believe  that  thyro- 
cardiac  patients,  thyroid  patients  with  ob- 
struction, or  patients  suffering  from  any  car- 
diac decompensation  should  be  given  general 
inhalation  anesthetics  where  anesthesia  is  as- 
sociated with  higher  oxygen  concentration, 
contraindicating  the  use  of  nitrous  oxide- 
oxygen. 

Ethylene  is  an  excellent  anesthetic  for  thy- 
roid surgery.  It  has  a rapid  induction  and  a 
short  recovery  period.  It  is  given  with  con- 
siderable oxygen  and  ordinarily  there  is  no 
associated  anoxemia.  Postoperative  nausea 
is  greater  than  with  nitrous  oxide,  and  the 
anesthesia  produced  is  satisfactory.  Mixtures 
of  ethylene  with  oxygen  or  air  are  explosive, 
and  this  should  be  kept  in  mind,  making  its 
use  contraindicated  where  electrosurgery  is 
contemplated.  Because  I believe  that  there 
is  nothing  that  ethylene  will  do  that  cyclo- 
propane will  not  do  better,  I have  not  had  oc- 
casion to  use  ethylene  for  quite  some  time. 

Cyclopropane  is  my  choice  of  a general  in- 
halation anesthetic  in  thyroid  surgery  where  a 
high  oxygen  concentration  is  beneficial  to  the 
patient.  Because  the  administration  of  cyclo- 
propane is  so  satisfactory  from  the  anesthe- 
tist’s personal  point  of  view,  I feel  that  we 
many  times  use  it  when  nitrous  oxide  would 
be  of  advantage.  The  high  concentration  of 
oxygen,  the  extreme  controllability,  the  rapid 


induction,  the  short  wakening  time  and, 
usually,  the  satisfactory  type  of  anesthesia  are 
the  outstanding  advantages  of  cyclopropane. 
In  thyroid  patients  suffering  from  dyspnea 
due  to  obstruction,  the  high  oxygen  concen- 
tration is  of  definite  value.  Many  of  these 
patients  who  have  a poor  color  before  the 
anesthetic  will  have  an  excellent  color  under 
the  anesthetic.  The  anesthesia  can  also  be 
carried  to  a sufficiently  deep  plane  so  that  an 
intratracheal  catheter  may  be  passed  should 
the  occasion  arise. 

I do  not  believe  in  the  routine  use  of  intra- 
tracheal catheters  in  cases  of  tracheal  obstruc- 
tion or  suspected  obstruction.  The  passing 
of  the  intratracheal  tube  is  not  without  danger, 
and  the  patient  should  not  needlessly  be  sub- 
jected to  this  extra  risk.  The  dangers  are: 
physical  trauma,  associated  with  the  passage 
of  the  tube,  and  also  the  introduction  of  in- 
fection from  the  nose  or  pharynx  directly  into 
the  trachea.  It  is  well  always  to  remember 
the  fact  that  where  cyclopropane  or  any  other 
combustible  anesthetic  is  used  the  use  of 
electrically  lighted  instruments  in  the  oral 
cavity  is  not  without  risk.  Five  anesthetic 
combustions,  resulting  in  the  death  of  1 pa- 
tient and  a serious  injury  to  another,  have 
recently  been  reported  (Greene6).  A laryngo- 
scope and  appropriate  catheters,  etc.,  should, 
however,  be  immediately  available  should  the 
necessity  for  their  use  arise.  I have  ad- 
ministered anesthetics  to  more  than  1,000  con- 
secutive thyroid  cases  of  Dr.  Noehren’s  with- 
out using  intratracheal  intubation. 

Ordinarily,  thyrocardiac  patients  do  well 
under  cyclopropane  anesthesia  but,  occasion- 
ally, auricular  fibrillation  will  take  place.  This 
can  sometimes  be  controlled  by  lightening  the 
plane  of  anesthesia;  but,  if  this  is  not  pos- 
sible, the  anesthetic  plan  can  be  changed  and 
the  patient  switched  to  nitrous  oxide-oxygen, 
with  or  without  adding  ether.  The  disad- 
vantages of  cyclopropane  in  thyroid  surgery 
are  the  occasional  association  of  auricular 
fibrillation,  the  increased  postoperative  nausea 
as  compared  to  nitrous  oxide,  and  its  explosive- 
ness. The  explosion  range  of  cyclopropane  can 
be  materially  shortened,  if  not  altogether 
eliminated,  by  the  proper  use  of  helium  in  the 
anesthetic  mixture  (Jones  and  Thomas7). 

Some  advocate  the  use  of  avertin  in  thyroid 
surgery,  particularly  in  the  toxic  thyroid  pa- 
tients. Here,  however,  it  is  not  used  as  an 
anesthetic  but  as  a powerful  hypnotic,  it 
being  necessary  to  administer  an  anesthetic 
to  the  patient  prior  to  his  being  operated 
upon.  It  is  true  that  because  the  patient  goes 
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to  sleep  in  bed  and  because  he  is  unconscious 
on  his  trip  to  surgery  he  is  spared  a great  deal 
of  psychic  trauma.  From  this  point  of  view 
it  is  desirable.  A patient’s  inherent  toxicity, 
however,  must  not  be  underrated  and,  if  the 
trip  to  the  operating  room  causes  him  to  react 
unduly,  I believe  it  is  better  to  recognize  this 
before  the  operation  than  unsuspectingly  pro- 
ceed with  the  anesthetic  and  face  the  conse- 
quences postoperatively.  Avertin  masks  this 
reaction  completely.  It  is  well  to  remember 
that  avertin — which  is  tribromethanol  and 
according  to  Sollman5,  has  action  closely  re- 
lated to  chloroform — produces  a considerable 
fall  in  blood  pressure  and,  since  these  indi- 
viduals usually  carry  a high  pressure,  this  fall 
is  detrimental.  With  avertin,  the  pulse  rate 
is  often  slower  than  it  would  be  under  like 
circumstances  with  another  anesthetic,  thus, 
again  tending  to  mask  the  true  state  of  affairs. 
It  produces  some  liver  damage  and  also  has  a 
deleterious  effect  on  the  kidneys. 

Local  block  anesthetics  are  successfully  used 
by  many  surgeons  in  goiter  surgery.  In  non- 
toxic thyroid  patients  and  in  thyroid  patients 
having  no  obstruction  the  use  of  local  anes- 
thesia is  satisfactory.  I do  not  feel  that  even 
in  these  cases  there  is  any  advantage  over  a 
general  anesthetic.  Their  use  prolongs  the 
operation.  In  toxic  thyroid  patients  the  extra 
manipulating  necessary  to  the  injection  of  the 
anesthetic  adds  to  the  psychic  trauma.  In 
thyroid  patients  with  obstructive  symptoms, 
general  anesthesia  is  more  preferable,  giving 
the  surgeon  the  benefit  of  increased  ease  of 
handling  the  gland.  There  is  also  an  oppor- 
tunity of  inserting  a tracheal  catheter  should 
the  occasion  arise.  The  patient  has  the  benefit 
of  an  environment  high  in  oxygen  and  is  free 
from  the  sensation  of  choking  and  difficult 


breathing  often  associated  with  tracheal  pres- 
sure and  obstruction.  After  all,  local  anes- 
thesia is  harder  on  the  patient  than  it  is  on 
the  surgeon. 

A combination  of  local  and  general  anes- 
thetics is  often  used.  This  may  be  advanta- 
geous in  some  cases,  particularly  where  it  may 
be  desirable  to  wake  the  patient  in  the  middle 
of  the  operation  to  test  the  vocal  cords.  Often, 
the  skin  may  be  incised  under  general  anes- 
thesia and  the  local  injection  then  made,  thus 
obviating  the  chance  of  carrying  the  infection 
through  the  skin  with  the  injecting  needle. 

Summary 

The  first  essential  toward  good  anesthesia 
in  thyroid  patients  is  full  cooperation  between 
surgeon  and  anesthetist. 

Nitrous  oxide-oxygen  or  cyclopropane  may 
both  be  used  to  advantage  in  thyroid  surgery, 
the  choice  depending  upon  the  patient’s  oxygen 
requirements. 

Intratracheal  intubation  should  be  used  in 
those  obstruction  cases  definitely  requiring  it 
but  should  not  be  used  routinely. 

The  use  of  avertin  in  toxic  thyroids  may 
mask  important  symptoms  that  ordinarily 
give  warning  of  the  possibility  of  delayed 
reactions. 
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THE  TREATMENT  OF  COMPLICATIONS  OF 
THYROID  SURGERY 

George  E.  Beilby,  M.D.,  F.A.C.S.,  Albany,  New  York 


THE  prevention  of  complications  is  the 
keynote  of  success  in  thyroid  surgery. 
The  brilliant  results  now  obtained  in  this 
field  of  surgery  have  been  made  possible  not 
only  by  an  improved  surgical  technic  but,  more 
particularly,  by  the  careful  preoperative  prepa- 
ration of  the  patient  and  by  the  anticipa- 
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tion  of  possible  complications  and  suitable 
measures  directed  toward  their  preven- 
tion. 

From  a mortality  rate  of  40  per  cent  in  pre- 
antiseptic times,  when  hemorrhage  and  sepsis 
were  chiefly  responsible  for  this  almost  pro- 
hibitive death  rate,  we  have  seen  a gradual 
drop  until,  now,  all  good  goiter  clinics  are  able 
to  maintain  a mortality  rate  under  1 per  cent. 
To  obtain  this  result  requires  the  most  careful 
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attention  to  every  detail,  especially  toward  the 
prevention  of  complications. 

Formerly,  many  patients  died  from  so-called 
thyroid  crisis;  today,  this  alarming  condition 
is  only  rarely  seen  and  then  usually  in  patients 
who  have  been  the  unfortunate  victims  of  an 
attempt  to  cure  hyperthyroidism  by  the  ad- 
ministration of  iodine.  Such  patients  demand 
the  utmost  skill  and  attention  to  ensure  a suc- 
cessful result.  Prolonged  preoperative  treat- 
ment— including  bed  rest,  a high  calorie 
diet,  a high  fluid  intake,  vitamin  preparations, 
and  suitable  sedatives — is  an  important  gen- 
eral measure.  Compound  solution  of  iodine 
is  the  specific  preoperative  treatment  of 
choice  and  is  preferably  given  by  mouth. 
Intravenous  sodium  iodide  is  helpful  in  the 
preparation  of  difficult  cases.  Reassurance 
and  psychotherapy  are  important  aids  in 
overcoming  fear  and  apprehension.  Preven- 
tion of  infections  of  the  upper  part  of  the 
respiratory  tract  and  proper  attention  to  oral 
hygiene  are  beneficial.  The  fluid  intake  may 
be  easily  supplemented  by  intravenous  glu- 
cose and,  in  selected  cases,  by  blood  trans- 
fusion. 

The  selection  of  the  type  of  operation, 
single-  or  multiple-stage,  is  most  important 
to  these  critically  ill  patients.  The  decision 
should  be  based  upon  the  condition  of  the 
patient  at  the  time  of  admission  to  the  hos- 
pital and  should  rarely  be  changed  by  the  im- 
provement achieved  by  preoperative  care. 
The  use  of  multiple-stage  operations  has 
indeed  been  a factor  in  lowering  the  mortality 
from  thyroid  surgery,  but  in  our  experience 
less  than  5 per  cent  of  the  cases  actually  de- 
mand this  type  of  operative  procedure.  In 
spite  of  this  low  incidence  of  two-stage 
thyroidectomies  our  mortality  rate  has  been 
0.85  per  cent.  We  feel  that  a more  careful 
study  of  each  patient,  together  with  better 
preoperative  care,  has  enabled  us  to  attain 
this  result  without  too  frequently  resorting 
to  multiple  operations. 

The  most  valuable  postoperative  thera- 
peutic agents  are  morphine  and  intravenous 
glucose.  Coller  and  his  associate1  have  amply 
demonstrated  the  enormous  fluid  requirement 
of  patients  with  hyperthyroidism  and,  when 
the  throat  is  sore  and  swallowing  difficult, 
intravenous  administration  of  glucose  solu- 
tions is  the  most  satisfactory  way  of  main- 
taining an  adequate  fluid  intake.  A few  cases 
may  require  the  addition  of  blood  trans- 
fusion. Morphine  in  doses  large  enough  to  re- 
lieve pain  and  prevent  restlessness  is  as  im- 
portant as  proper  fluid  intake.  It  should  be 


remembered  that  hyperthyroidism  increases 
the  tolerance  to  morphine,  and  larger  or  more 
frequent  doses  are  required  to  produce  a full 
effect.  Patients  with  a psychosis  may  respond 
better  to  a paraldehyde  than  to  morphine. 

Oxygen  therapy  has  been  proved  a valuable 
aid  in  the  treatment  of  the  critically  ill  thyroid 
patient.  Since  hyperthyroidism  greatly  in- 
creases the  need  for  oxygen  and  since  anoxia 
cannot  be  detected  in  its  early  stages,  we  feel 
that  the  postoperative  administration  of  this 
agent  should  be  made  a routine  procedure  for 
all  bad  risk  patients. 

Ice,  either  as  individual  ice  caps  or  as  an  ice 
pack,  may  be  necessary  to  control  the  extreme 
hyperthermia  that  is  sometimes  seen.  Acetyl 
salicylic  acid  is  also  helpful  in  reducing  fever. 

In  our  experience,  iodine  therapy  in  the  post- 
operative period  is  not  necessary  in  the  diffuse 
toxic  goiter  patient  if  an  adequate  subtotal 
thyroidectomy  has  been  done.  In  the  interval 
between  multiple-stage  operations  it  is  our 
practice  to  continue  its  use.  This  confirms  the 
views  recently  expressed  by  Davison  and 
Aries.2 

In  elderly  patients,  arteriosclerotic  or  hyper- 
tensive cardiovascular  disease  may  complicate 
the  goiter  problem.  The  standard  measures  to 
combat  cardiac  decompensation  are  indicated 
to  overcome  this  additional  hazard.  Often, 
mild  degrees  of  decompensation  will  respond 
to  the  treatment  of  the  goiter  problem  alone. 
Auricular  fibrillation  is  not  a contraindication 
to  thyroidectomy.  Sometimes  this  annoy- 
ing complication  appears  for  the  first  time  in 
the  postoperative  period,  and  quinidine  has 
been  suggested  as  the  treatment  of  choice. 
Our  experience  favors  waiting  until  late  in  the 
convalescent  period  before  employing  this 
drug. 

More  careful  attention  to  oral  hygiene  in 
the  preoperative  period  and  refusal  to  operate 
upon  a patient  too  soon  after  recovery  from 
an  acute  infection  of  the  upper  part  of  the 
respiratory  tract  will  help  prevent  post- 
operative pneumonia.  When  actually  pres- 
ent, the  treatment  of  this  complication  is  the 
same  as  for  the  disease  when  it  occurs  without 
the  added  handicap  of  thyroidectomy.  Ju- 
dicious selection  of  serum,  chemotherapy,  or 
both  will  prevent  a fatal  outcome  in  a high 
percentage  of  the  cases.  Early  recognition 
of  atelectasis  and  immediate  bronchoscopic 
aspiration  of  the  mucous  plug  will  prevent  the 
development  of  pneumonia  in  the  areas  of  the 
collapsed  lung. 

Complications  strictly  the  result  of  surgery 
are  rare  in  the  experience  of  those  surgeons 
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whose  technic  is  designed  to  avoid  known 
hazards.  Gentle  handling  of  the  tissues  by 
all  members  of  the  surgical  team  will  reduce 
unpleasant  postoperative  sequelae  to  a mini- 
mum. One  of  these  is  edema,  which  may  be 
controlled  by  applications  of  heat  when  the 
swelling  is  mild  but  which  sometimes  requires 
tracheotomy  when  the  edema  is  laryngeal  with 
respiratory  obstruction. 

Injury  to,  or  removal  of,  the  parathyroid 
glands  results  in  parathyroid  tetany  that 
may  appear  any  time  from  a few  hours  to  sev- 
eral weeks  after  the  operation.  Fortunately, 
it  is  usually  mild,  is  the  result  of  temporary 
interference  of  the  function  of  these  glands,  and 
frequently  disappears  before  the  patient  leaves 
the  hospital.  Removal  or  destruction  of  too 
many  of  the  parathyroid  glands  during  the 
operation  will  result  in  permanent,  chronic 
parathyroid  tetany — a subject  too  complicated 
for  discussion  here.  The  immediate  treat- 
ment of  tetany  includes  the  use  of  parathyroid 
extract  and  calcium — the  former  by  intra- 
muscular injection  and  the  latter  by  mouth  as 
the  lactate  powder  or  intravenously  as  the 
gluconate  or  chloride. 

Although  exposure  of  the  recurrent  laryn- 
geal nerve  has  been  suggested  as  a means  of 
avoiding  their  injury  during  thyroidectomy, 
we  feel  that  a technic  designed  to  avoid  the 
nerve  will  more  certainly  prevent  its  injury. 
A normal  vocal  cord  on  one  side  will  usually 
compensate  for  a cord  paralyzed  by  injury  of 
its  nerve  on  the  other  side,  but  weakness  and 
hoarseness  of  the  voice  will  persist.  When 
both  vocal  cords  are  paralyzed  by  nerve 
injury,  a permanent  tracheotomy  may  be 
necessary  to  assure  an  adequate  airway. 
Whether  or  not  the  function-restoring  opera- 
tion designed  by  King3  will  prove  successful 
in  treating  these  problems  remains  to  be  seen. 
Injury  to  the  superior  laryngeal  nerve  results 
in  excessive  mucus  production  and,  because  it 
frequently  supplies  the  interarytenoid  mus- 
cles, voice  changes  often  follow  its  injury. 

Postoperative  hemorrhage  sufficient  to  re- 
quire opening  the  neck  has  occurred  only  five 
times  in  the  last  1,000  operations  in  our  clinic. 


Adequate  and  careful  hemostasis  at  the  time 
of  operation  eliminates  this  distressing  com- 
plication that  formerly  was  one  of  the  great- 
est hazards  of  thyroid  surgery.  Similarly, 
postoperative  infection  can  be  eliminated  by 
careful  adherence  to  rigid  aseptic  principles. 
The  use  of  drainage  material  increases  the 
danger  of  infection,  and  many  times  a clean 
wound  has  become  infected  when  serum 
collections  are  drained.  The  use  of  fine  cat- 
gut or  silk,  gentle  handling  of  tissues,  and 
complete  hemostasis  will  reduce  the  produc- 
tion of  serum  and  lessen  the  danger  of  infec- 
tion. 

Minor  complaints  such  as  headache  are 
easily  controlled  by  mild  sedatives  or 
anodynes.  Annoying  cough  and  distressing 
mucus  can  be  relieved  by  cough  mixtures  with 
codeine  and  by  inhalations  of  plain  steam. 
A high  fluid  intake,  expectorants  rather  than 
atropine  derivatives,  a high  humidity  with 
constant  temperature  in  the  room  help  to  pre- 
vent formation  of  mucous  plugs  and  favor 
the  expectoration  of  the  tracheal  secre- 
tions. 

Prolonged  apnea  during  the  operation  may 
require  a tracheotomy  to  re-establish  an 
adequate  airway.  Better  premedication  and 
careful  selection  of  the  anesthetic  agent  and 
of  the  technic  of  administering  this  agent  will 
prevent  most  of  the  emergency  tracheotomies 
during  thyroidectomy.  The  assistance  of  a 
medical  anesthetist  in  these  matters  is  ex- 
tremely valuable  to  the  thyroid  surgeon. 

Skillful  nursing  care  by  those  experienced  in 
treating  patients  with  goiter  is  important 
both  in  the  preparation  of  the  patient  for 
operation  and  in  the  postoperative  period. 
Constant  nursing  care  by  private  duty  nurses 
in  the  postoperative  period  is  a necessity  for 
critically  ill  patients. 
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EXOPHTHALMOS— MODERN  VIEWS  ON  THE 
CAUSE,  TREATMENT,  AND  PROGNOSIS 


John  C.  Brady,  M.D.,  Buffalo,  New  York 

FOR  a full  century  the  highly  complex  phe- 
nomenon of  exophthalmos,  as  seen  in 
Grave’s  disease,  has  been  the  object  of  in- 
tensive study  without  any  clear  conception  of 
its  cause  forthcoming.  It  can  be  defined  as  a 
chronic,  progressive,  bilateral,  rarely  uni- 
lateral, usually  nonsymmetric  protrusion 
of  the  orbital  contents. 

The  scope  of  this  paper  limits  the  discussion 
to  the  exophthalmos  of  Grave’s  disease,  but 
in  passing  it  is  well  to  note  that  the  phe- 
nomenon is  not  limited  to  diseases  of  the 
thyroid  gland  but  may  be  produced  experi- 
mentally in  low  phosphorus  rickets  in  rats  (by 
Thompson)  and  is  seen  clinically  in  acro- 
megalia, in  the  leukemias,  in  Parkinson’s 
syndrome,  in  chronic  nephritis,  and  in  chronic 
experimental  renal  insufficiency.  There  are 
other  clinical  conditions  in  which  it  is  seen, 
but  in  all,  as  in  Grave’s  disease,  it  is  a late 
symptom. 

In  about  two-thirds  of  the  cases  of  primary 
Grave’s  disease  it  occurs  below  the  age  of  45 
and  rarely  after  the  decline  of  sexual  fife.  If 
all  the  cases  of  thyrotoxicosis  are  included, 
it  is  present  in  about  one-third  of  the  number. 

Etiology 

Basedow  thought  it  was  due  to  a hyper- 
trophy of  the  cellular  tissues  of  the  orbit; 
Sattler,  W.  Krauss,  and  others,  to  a venous 
congestion;  Naffziger,3  to  an  enlargement  and 
weakness  of  the  muscles.  In  addition,  an  ab- 
normal or  normal  secretion  of  the  thyroid  was 
presupposed.  All  of  the  theories  would  seem 
to  require  a fixed  condition  in  the  orbits. 
However,  we  know,  although  Smelser’s 
recent  work5  casts  some  doubt  on  these  ob- 
servations, that  in  the  early  stages  of  exoph- 
thalmos there  is  considerable  variation  in 
man  and  in  experimental  animals  and  that  the 
condition  may  disappear  after  death  and  under 
general  anesthesia  or  after  section  of  the 
cervical  sympathetic  nerves,  thus  making 
these  conjectures  more  or  less  untenable. 

The  discovery  by  H.  Muller  in  1858  of  the 
smooth  muscles  of  the  orbit  of  mammals  and 
his  recognition  of  the  two  separate  groups, 
i.e.,  periorbital  and  palpebral,  further  stimu- 
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lated  study  of  these  or  like  muscles  in  man  and 
animals.  Lid  lag  (von  Graefe’s  sign)  and 
widening  of  the  palpebral  fissures  (Stellwag’s 
and  Dalrymple’s  sign)  are  principally  due  to 
increased  tone  of  the  palpebral  muscles  of 
Muller.  It  is  only  the  protrusion  of  the  globe 
in  man  by  the  increased  tone  of  the  vestigial 
periorbital  muscle  that  is  doubted.  In  lower 
animals  it  is  possible,  but  one  must  pre- 
suppose a weakness  in  the  recti  muscles  to 
produce  this  phenomenon  in  man. 

A vast  amount  of  work  has  been  done  ex- 
perimentally on  animals  (puberal  rabbits) 
by  Grey,  by  Stockaert  on  bay  ducks,  and  by 
Loeb  and  his  co workers  on  guinea  pigs. 
Then,  in  1932,  Marine,1  Baumann,  Spence,  and 
Cipra  did  extensive  work  on  puberal  rabbits. 

It  was  found  that  daily  injections  of  anterior 
pituitary  extract  could  produce  exophthalmos 
and  that  on  a diet  of  alfalfa,  hay,  and  oats, 
with  daily  intramuscular  injections  of  0.1  cc. 
or  more  of  methyl  cyanide,  exophthalmos 
was  produced  when  an  associated  parenchy- 
matous goiter  existed  but  not  until  the  goitrous 
condition  was  well  advanced.  This  latter  con- 
dition was  always  associated  with  hyper- 
trophy of  the  anterior  pituitary.  Thyroid- 
ectomy always  hastened  the  early  develop- 
ment of  exophthalmos  and,  when  these  animals 
were  autopsied,  they  showed  fragments  of 
thyroid  tissue  still  present.  From  this  it 
would  seem  that  a high-grade  thyroid  in- 
sufficiency but  not  an  athyria  is  necessary  to 
produce  this  phenomenon.  Marine  also  found 
that  subtotal  thyroidectomy  plus  injections 
of  anterior  pituitary  extracts  promoted  exoph- 
thalmos. The  obvious  conclusion  is  that  it 
was  not  the  thyroid  hormone  but  rather  some 
secretion  of  the  anterior  pituitary,  either 
directly  or  indirectly,  that  took  a positive  part 
in  the  production  of  exophthalmos. 

In  addition,  Marine  and  his  coworkers 
found  that  the  greatest  exophthalmos  was 
produced  in  the  more  sexually  active  males, 
with  the  females  showing  more  resistance. 
Further  experiments  showed  that  the  germinal 
epithelium  of  the  testis  had  little,  if  anything, 
to  do  with  the  production  of  exophthalmos 
but  that  the  interstitial  cells  were  a prominent 
factor.  Considerable  work  was  done  with 
testosterone,  dehydroandrosterone  and  like 
substances,  and  also  with  estrogenic  sub- 
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stances  in  the  female,  who  shows  an  increase 
in  exophthalmos  during  the  menstrual  period 
when  the  blood  estrogens  are  at  their  lowest 
level,  suggesting  that  this  may  be  the  resist- 
ant factor  in  the  female.  The  lack  of  function 
of  the  gonads  in  cretinism  and  myxedema 
probably  explains  the  nonoccurrence  of 
exophthalmos  in  these  conditions. 

Diet  probably  plays  some  part,  with  a dis- 
turbance between  the  calcium  and  the  phos- 
phorus ratio  as  found  in  the  experimental 
production  of  exophthalmos.  Aub  and  his  co- 
workers have  shown  great  losses  of  calcium 
and  phosphorus,  even  osteoporosis,  in  Grave’s 
disease. 

Incidentally,  the  long  held  idea  that  ex- 
ophthalmos could  be  produced  by  the  ad- 
ministration of  thyroxine  or  desiccated  thyroid 
has  been  proved  a myth.  On  the  contrary,  its 
administration  is  a preventative.  Further 
experimentation  along  these  lines  was  done 
by  Donald  L.  Paulson2  of  the  Mayo  Founda- 
tion, and  the  results  were  presented  before 
the  American  Association  for  the  Study  of 
Goiter  in  April,  1940.  He  used  a daily  injec- 
tion of  1 cc.  or  50  guinea-pig  units  of  an  extract 
of  anterior  pituitary  containing  potent  quan- 
tities of  the  thyrotropic  factor — antuitrin  T. 
Nonthyroidectomized  and  thyroidectomized 
guinea  pigs  were  the  subjects  employed. 
Protrusion  of  the  eyeballs  occurred  twenty- 
four  hours  after  the  first  injection  in  80  per 
cent  of  the  nonthyroidectomized  pigs  and  in 
100  per  cent  of  the  thyroidectomized  animals, 
reaching  a maximum  in  ten  days  in  non- 
thyroidectomized pigs  and  increasing  in  those 
that  were  thyroidectomized  as  long  as  the 
injections  were  continued  and  not  reaching  a 
maximum  until  as  late  as  the  fifty-ninth  day. 
The  protrusion  of  the  eyeballs  in  the  non- 
thyroidectomized animals  reached  a maximum 
exceeding  2.5  mm.,  with  an  average  of  1.84 
mm.;  while  in  the  thyroidectomized  animals 
the  increase  was  up  to  2.6  to  6.0  mm.,  with  an 
average  of  3.29  mm.  The  mean  percentage  of 
water  in  the  retrobulbar  tissues  (exclusive  of 
the  lacrimal  glands)  of  the  animals  given 
antuitrin  T increased  by  5.03  mm.  in  the 
nonthyroidectomized  animals  and  by  6.37  mm. 
in  those  whose  thyroid  had  been  removed. 
The  edema  in  the  orbital  tissues  seemed  to  be 
responsible  for  the  exophthalmos. 

In  addition  to  the  orbital  changes,  there 
were  definite  changes  in  the  skeletal  muscles 
in  both  groups  as  early  as  twenty-four  hours 
after  the  beginning  of  the  injections.  The 
muscles  appeared  pale  on  gross  examination 
nd  showed  diffuse  Zenker’s  degeneration. 


After  three  or  four  days,  in  addition  to  de- 
generation, a marked  cellular  reaction  oc- 
curred, consisting  of  masses  of  phagocytes, 
giant  cells,  and  lymphocytes.  Hemorrhage 
due  to  tearing  of  necrotic  muscle  was  visible 
at  this  stage.  Later  on,  these  changes  were 
less  marked,  due  probably  to  some  degree  of 
recovery.  The  heart  muscle  showed  similar 
changes. 

Sodium  iodide  and  di-iodotyrosine  given 
in  daily  doses  of  100  mg.  failed  to  arrest  the 
development  of  exophthalmos  or  muscle  de- 
generation, but  they  did  lessen  the  hyper- 
trophy of  the  thyroid  gland  and  prevent  rise 
of  the  metabolic  rate. 

Smelser,5  working  with  guinea  pigs,  drew 
the  following  conclusions  from  a series  of 
experiments: 

1.  The  hypertrophy  and  pathologic  modi- 
fication of  retrobulbar  tissues  found  in  ex- 
ophthalmos, produced  by  the  injection  of 
anterior  pituitary  extract  in  the  thyroid- 
ectomized guinea  pigs,  is  independent  of 
Muller’s  orbital  muscle. 

2.  The  changes  are  unaffected  by  uni- 
lateral or  bilateral  extirpation  of  the  cervical 
sympathetic  ganglia. 

3.  The  ptosis  created  by  sectioning  of  the 
cervical  ganglia  or  by  removing  Muller’s 
muscle  decreases  the  apparent  degree  of 
exophthalmos. 

4.  Exophthalmos,  produced  as  described 
and  judged  postmortem,  is  not  dependent 
either  upon  Muller’s  muscle  or  upon  sympa- 
thetic innervation  through  the  cervical  gan- 
glia. 

5.  Orbital  decompression  as  achieved  in 
experiments  does  not  relieve  the  condition  of 
the  orbital  tissues  but  slightly  decreases  the 
degree  of  proptosis. 

Grace  and  Weeks,6  in  a review  of  a series  of 
360  consecutive  cases  of  thyroid  disease, 
concluded  that  the  “postoperative  regression 
in  exophthalmos  is  apparent  and  not  real.” 

Treatment 

So  far  as  advancing  and  severe  exophthal- 
mos is  concerned,  no  satisfactory  statement  as 
to  medical  treatment  can  be  made. 

Helpern,  in  1933,  reported  benefit  from  the 
estrogenic  substances  in  humans. 

The  wide  use  of  Lugol’s  solution  has  greatly 
lessened  the  incidence  of  exophthalmos  in  the 
past  few  years.  Rudemann,4  in  1931,  advised 
thyroid  gland  by  mouth,  and  in  the  patients 
who  show  lower  metabolic  rates  than  the 
average  normal,  a combination  of  Lugol’s 
with  fairly  large  doses  of  desiccated  thyroid 
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was  given.  Considerable  improvement  has 
been  noted. 

Surgically,  Naffziger’s  operation,  i.e.,  de- 
compression of  the  orbit  in  the  extreme  ad- 
vancing type,  the  so-called  malignant  type, 
has  been  a great  boon  and  shows  a high  in- 
cidence of  success.  It  should,  however,  be 
reserved  for  this  type  of  case  and  should  not  be 
attempted  for  cosmetic  purposes. 

The  prognosis,  on  the  whole,  remains  rather 
poor. 
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Summation  of  the  Symposium 

Dr.  Donald  Guthrie,  Sayre,  Pennsylvania — 
This  has  been  a most  valuable  symposium  on 
hyperthyroidism — in  fact,  one  of  the  best  I 
have  ever  heard — and  I wish  to  congratulate  the 
essayists  upon  their  valuable  contributions  and 
the  concise  way  in  which  they  have  presented 
them. 

In  the  time  allotted  me  to  summarize  the 
symposium,  I should  like  to  emphasize  some  of 
the  most  important  points  that  appealed  to  me 
and  to  add  briefly  some  facts  about  the  disease 
which  I consider  important. 

Dr.  Cottis  did  well  when  he  warned  about  the 
conditions  that  might  be  mistaken  for  hyper- 
thyroidism and  stressed  the  importance  of  a care- 
ful study  of  the  borderline  cases.  I agree  with 
him  that  the  majority  of  mistakes  that  occur  are 
due  to  the  anxiety  and  other  neuroses  and  to 
neurocirculatory  asthenia.  I further  agree  with 
him  that  these  patients  are  invariably  made 
worse  by  thyroidectomy.  Only  careful  study  and 
experience  will  safeguard  these  patients  from 
operation.  His  conservatism  in  treating  the 
neurasthenia  patients  with  mild  hyperthyroidism 
and  of  withholding  operation  until  the  psychic 
factor  has  been  corrected  by  suggestion,  rest, 
and  iodine  and  his  conservative  management  of 
the  older  patient  with  long-standing  heart  dis- 
ease, whether  caused  or  complicated  by  toxic 
hyperplasia,  are  both  excellent  plans. 

I have  had  no  experience  with  the  intravenous 
use  of  iodine  for  preoperative  preparation  and  for 
treating  postoperative  reactions  which  Dr. 
Jones  advocates,  but  his  results  are  convincing 
and  I mean  to  employ  it  in  selected  cases.  He 
was  wise  to  warn,  however,  of  the  dangers  of 
operating  upon  seriously  ill  patients  too  early, 
without  careful  study  and  preparation,  because  of 


the  rapid  control  of  the  toxic  symptoms  which 
the  method  seems  to  bring  about. 

I am  glad  that  Dr.  Wetherell  stressed  the  im- 
portance of  teamwork  and  gentleness  in  the 
operation  of  thyroidectomy.  I agree  with  him 
heartily  in  all  he  said  about  the  treatment  of  the 
poles,  the  protection  of  the  nerve  and  parathy- 
roids, the  use  of  fine  chromic  catgut  or  silk,  and 
the  prevention  of  air  embolism.  The  movie  of 
his  operation  is  a demonstration  of  a carefully 
planned  operative  technic,  keeping  the  impor- 
tant points  that  he  stressed  in  his  paper  in  mind. 

To  C.  H.  Mayo,  George  Crile,  and  Martin 
Tinker  belong  the  credit  of  adopting  and  advo- 
cating polar  ligations  and  staged  operations,  as 
suggested  by  Theodor  Kocher,  in  the  treatment 
of  the  severely  ill  thyrotoxic  patient.  This  was 
the  first  great  advancement  in  our  knowledge  of 
this  disease,  which  I will  discuss  more  fully  later. 
We  all  agree  with  Lahey  that  if  a goiter  death 
occurs  it  was  perhaps  due  to  too  much  surgery  or 
because  the  operation  was  performed  at  the  wrong 
time,  but  it  is  my  belief  that  with  proper  pains- 
taking and  often  prolonged  preoperative  prepara- 
tion the  need  for  the  staged  operation  may  be 
greatly  reduced.  I shall  attempt  to  prove  this 
later  when  I review  the  results  of  our  method. 
However,  great  credit  belongs  to  these  pioneers, 
Mayo,  Crile,  and  Tinker,  for  their  early  efforts 
to  control  the  frightful  mortality  of  this  disease 
before  Lugol’s  solution  was  employed. 

I agree  with  Dr.  Stover  about  the  full  coopera- 
tion between  the  surgeon  and  the  anesthetist  and 
that  the  anesthetist  should  be  an  experienced  one, 
for  he  is  a most  valuable  member  of  the  goiter 
team. 

Few  men  employ  local  anesthesia  today.  It  is 
impossible  to  emply  anoci-association  with  it, 
and  for  this  reason  we  have  never  used  it  rou- 
tinely. The  protection  the  method  offers  the  re- 
current laryngeal  nerves  has  been  greatly  over- 
estimated, and  I am  convinced  that  it  is  a poor 
method  to  use  with  the  severely  ill  patient.  It  is 
easy  to  obliterate  pain  sense  by  local  anesthesia, 
but  the  sense  of  suffocation  caused  by  elevating 
lobes  that  are  deeply  placed,  adherent,  or  sub- 
sternal  cannot  be  obliterated  by  local  anesthesia, 
and  many  patients  are  terrified  by  this  feeling  of 
choking  or  suffocation.  The  oxygen  require- 
ments of  a seriously  ill  thyrotoxic  patient  are 
greatly  increased;  therefore,  ethylene  or  cyclo- 
propane are  much  safer  to  use  than  ether  or  ni- 
trous oxide.  We  have  used  ethylene  for  many 
years  and  are  impressed  with  its  advantages  and 
with  its  wide  margin  of  safety. 

We  employed  avertin  in  about  200  cases  and 
considered  it  an  ideal  adjunct  to  anoci-associa- 
tion. We  had  an  unfortunate  fatality  due  to 
respiratory  center  paralysis,  and  since  that  ex- 
perience, which  I reported  before  the  Southern 
Surgical  Association,  we  have  discontinued  its 
use. 

I enjoyed  Dr.  Beilby’s  paper  very  much  and 
agree  with  him  especially  in  the  plan  he  advocates 
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for  the  preparation  of  the  seriously  ill  patient 
approaching,  or  in,  crisis.  His  plan  of  prolonged 
preoperative  preparation  including  bed  rest, 
high  calorie  diet,  high  fluid  intake,  vitamins,  and 
suitable  sedatives;  his  use  of  compound  solu- 
tion of  iodine  as  the  specific  preoperative  treat- 
ment of  choice;  and  the  psychotherapy  he  em- 
ploys are  all  excellent  ideas. 

I am  glad  to  note  that  by  the  proper  prepara- 
tion and  selection  he  has  reduced  the  need  of 
staged  operations  to  less  than  5 per  cent  in  his 
work.  He  is  correct  when  he  says  that  a technic 
planned  to  avoid  the  nerve  rather  than  expose  it 
will  surely  prevent  less  injury  to  the  nerve  and, 
as  he  has  wisely  pointed  out,  the  use  of  silk, 
gentle  handling  of  tissues,  and  adequate  hemo- 
stasis will  reduce  the  production  of  serum  and 
lessen  the  need  for  drainage  and  the  danger  of 
postoperative  infection. 

I also  enjoyed  Dr.  Brady’s  paper  on  exophthal- 
mos. My  experience  with  progressive  exophthal- 
mos is  naturally,  and  I am  glad  to  say,  limited. 
It  is  interesting  to  note  in  reports  that  the  major- 
ity of  patients  who  develop  this  distressing  and 
rare  complication  are  men  and  that  most  of  them 
are  in  a state  of  mild  hypothyroidism.  Two  of 
our  3 patients  improved  under  conservative 
measures,  directed  to  keeping  the  metabolic  rate 
slightly  above  the  normal  time.  Both  of  these 
patients  had  unusually  good  results.  The  third 
patient  received  an  excellent  result  from  a double 
Kronlein  operation  (a  much  less  radical  one  than 
the  Naffziger  operation),  but  the  Naffziger  oper- 
ation, in  spite  of  its  magnitude,  provides  relief 
to  the  patient  with  the  progressive  type  whose 
sight  is  imperiled. 

To  appreciate  what  changes  have  taken  place 
in  the  treatment  of  hyperthyroidism  perhaps  a 
short  account  of  my  early  experiences  with  this 
disease  will  be  of  interest.  In  1906  I became  as- 
sociated with  C.  H.  Mayo  as  a member  of  his 
goiter  team,  and  I recall  with  interest  the  tragic 
experiences  we  had  with  the  patients  who  were 
seriously  ill  with  hyperthyroidism,  for  postopera- 
tive crises  were  extremely  common  and  the 
mortality  was  extremely  high.  Von  Eiselsberg 
lost  3 of  his  first  4 cases;  C.  H.  Mayo  lost  4 of 
his  first  16  patients,  3 of  the  next  30,  1 in  the 
next  75,  and  4 in  the  next  278. 

Irrespective  of  the  degree  of  intoxication,  all 
patients  received  the  same  radical  form  of  sur- 
gical therapy.  They  were  brought  to  the  operat- 
ing room  and  anesthetized  on  the  operating  table 
with  ether,  and  a unilateral  lobectomy  was  per- 
formed upon  each  of  them.  This  was  before  the 
use  of  saline  and  glucose  infusions  and  before 
oxygen  was  employed  therapeutically.  The 
postoperative  thyroid  storms  were  terrible  to 
observe  and  to  treat.  In  those  days  the  house 
staff  believed  that  any  patient  who  was  strong 
enough  to  survive  the  operation  for  thirty-six 
hours  would  probably  recover.  C.  H.  Mayo 
and  Plummer  noticed  that  an  operation  per- 
formed too  soon  after  a crisis  almost  always 


proved  to  be  fatal,  and  they  decided  from  this 
experience  to  withhold  operation  for  a few 
months  after  a crisis.  This  was  the  first  con- 
servative step  suggested  in  the  treatment  of 
hyperthyroidism. 

In  1908  Kocher  advocated  the  use  of  prelimi- 
nary polar  ligation,  a method  adopted  by  all  sur- 
geons in  this  country  who  were  brave  enough  to 
treat  the  disease  surgically.  And,  as  a result  of 
preliminary  ligations,  the  multiple-stage  opera- 
tions developed.  This  method  of  treatment  was 
suggested  and  advised  by  Mayo,  Crile,  and 
Tinker.  The  patient  seriously  ill  with  hyper- 
thyroidism was  subjected  to  two  or  more  polar 
ligations,  performed  two  or  three  months  apart. 
Then  a partial  lobectomy  was  done,  followed  in 
three  months  by  a second  partial  lobectomy, 
often  employing  the  use  of  boiling  water  (sug- 
gested by  Miles  Porter)  to  destroy  some  of  the 
parenchyma  of  the  gland  after  the  ligations  or 
during  the  period  between  the  lobectomies.  As 
a result  of  this  plan — and  it  was  then  the  only 
safe  plan  to  treat  those  seriously  ill  with  the  dis- 
ease— several  months,  a year,  and  sometimes 
even  a longer  time  elapsed  before  the  surgery 
could  be  completed  and  the  patient  restored  to 
health.  The  psychic,  the  physical,  and  the 
financial  strain  placed  upon  these  patients  was 
almost  unbearable,  but  as  a result  of  the  method 
the  mortality  fell  constantly.  In  those  days  the 
use  of  iodine  was  taboo,  because  Kocher  noticed 
that  its  use  produced  toxic  symptoms  in  quies- 
cent nodular  goiter — the  type  so  common  in 
Switzerland — and  he  warned  against  the  use  of 
iodine  in  the  treatment  of  goiter.  Following  the 
master  without  using  their  heads,  all  surgeons  in 
America  gave  up  the  use  of  iodized  catgut  and 
the  use  of  iodine  to  prepare  the  skin  of  the 
operating  field,  and  the  regrettable  thing  about 
it  was  that  these  patients  were  crying  for  iodine 
in  large  amounts. 

In  1922  Plummer  advocated  the  use  of  iodine 
in  the  preparation  of  the  patient  with  hyper- 
thyroidism. His  plan  of  treatment,  based  upon 
his  theory  of  its  beneficial  effect  upon  the  dis- 
ease, is  so  well  known  that  I shall  merely  refer 
to  it  as  the  greatest  contribution  to  our  knowl- 
edge and  treatment  of  the  disease.  It  has  done 
more  to  reduce  the  mortality  and  the  morbidity 
of  hyperthyroidism  than  any  suggestions  made 
before  or  since  that  time.  The  isolation  of  thy- 
roxin by  Kendall  in  1914,  together  with  its  effect 
upon  the  basal  metabolic  rate,  has  also  increased 
our  knowledge,  and  practically  all  surgeons  use 
iodine  in  preparation  and  the  basal  metabolic 
rate  to  estimate  the  degrees  of  hyper-  and  hypo- 
thyroidism. 

Unfortunately,  in  spite  of  all  that  has  been 
written,  there  is  a misunderstanding  in  the  minds 
of  many  about  these  important  subjects.  Too 
much  reliance  is  placed  upon  one  metabolic 
reading,  often  taken  incorrectly,  without  a care- 
ful and  painstaking  study  of  the  patient,  with 
the  result  that  an  uncalled-for  operation  is  often 
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performed.  The  basal  metabolic  reading  wrongly 
interpreted  is  a dangerous  and  misleading  test. 
Instead  of  using  iodine  in  the  treatment  and  pre- 
vention of  adolescent  goiter  and  for  the  prepara- 
tion of  the  toxic  case  for  operation,  iodine  is 
used  for  the  treatment  of  hyperthyroidism,  and 
we  see  many  patients  with  quiescent  adenoma- 
tous goiter  seriously  harmed  by  its  use.  We 
also  see  many  patients  who  have  been  treated  for 
many  months  with  large  doses  of  iodine,  iodine 
refractory,  or  iodine  fast  at  the  time  of  examina- 
tion and  who  show  all  the  symptoms  of  hyper- 
thyroidism which  have  returned  and  have  con- 
tinued after  a quiescent  period  of  improvement, 
during  which  time  the  operation  should  have  been 
performed.  In  the  minds  of  some  it  is  customary 
to  employ  iodine  for  a week  or  ten  days  and  then 
operate  upon  the  patient,  employing  a staged 
operation  that  might  have  been  prevented.  As  a 
matter  of  fact,  we  have  found  that  it  often  re- 
quires several  weeks  to  prepare  the  seriously  ill 
patient,  but  we  have  often  been  rewarded  by 
being  able  to  perform  the  radical  operation  of 
thyroidectomy  after  this  period  of  prolonged  but 
careful  preoperative  preparation.  We  never 
decide  upon  first  examining  the  patient  whether 
a ligation,  a staged  operation,  or  a radical  thy- 
roidectomy should  be  performed  in  a particular 
case  without  careful  study  and  careful  prepara- 
tion. 

We  are  impressed  with  the  value  of  fully 
appreciating  the  degree  of  psychic  disturbance 
in  our  patients,  for  we  believe  there  is  no  disease 
in  which  the  symptoms  are  so  much  aggravated 
by  the  degree  of  emotional  imbalance.  It  is  for 
this  reason  that  we  approach  these  patients, 
studying  them,  preparing  them,  anesthetizing 


them,  and  treating  them  postoperatively  ac- 
cording to  a plan  that  has  practical  psychology 
as  its  basis.  It  might  be  said  that  we  spoil  our 
patients  with  hyperthyroidism,  but  we  are  con- 
vinced that  if  we  are  to  keep  our  staged  opera- 
tions at  a low  point  and  our  mortality  within  ac- 
ceptable bounds  these  cases  must  be  handled  by 
a special  technic  directed  by  those  who  under- 
stand the  harmful  effects  of  fear  upon  theni. 

To  summarize,  the  methods  that  we  employ 
to  prevent  postoperative  crisis  are  adequate  pre- 
operative preparation,  psychic  support,  anoci- 
association,  good  general  anesthesia,  teamwork, 
the  postoperative  use  of  iodine,  the  postopera- 
tive use  of  oxygen,  the  maintenance  of  fluid 
balance,  and  sedation. 

In  our  clinic  we  have  kept  our  mortality  within 
the  acceptable  limits.  We  have  reduced  our 
hospital  morbidity,  and  we  have  greatly  reduced 
the  need  for  staged  operations.  For  example,  in 
reviewing  the  results  of  1,436  patients  operated 
upon  for  goiter  in  the  last  111A  years,  we  find 
there  has  been  but  one  ligation  performed  in  our 
clinic  in  the  past  thirteen  years.  There  were 
twenty-one  staged  operations  performed  upon 
1,087  of  those  patients  who  had  hyperthyroidism, 
with  a percentage  of  1.9.  Among  the  total  cases 
(1,436),  there  was  a percentage  of  1.4  of  staged 
operations.  There  were  10  deaths  among  the 
1,436  patients,  or  a mortality  of  0.69  per  cent. 
Among  the  1,069  toxic  cases,  there  were  8 deaths 
or  a mortality  of  0.74  per  cent.  There  has  been 
1 death  in  the  last  537  patients  operated  upon. 

Permit  me  to  express  my  appreciation  of  the 
honor  of  being  invited  by  the  section  to  discuss 
this  excellent  symposium  upon  the  treatment  of 
hyperthyroidism. 


OPPORTUNITIES  FOR  YOUNG  PHYSICIANS  IN  CIVIL  SERVICE 


...  .is  the  title  of  an  article  by  Dr.  Verne  K. 
Harvey  and  Dr.  E.  Parker  Luongo  that  appeared 
in  a recent  issue  of  the  Medical  Annals  of  the 
District  of  Columbia.  It  is  not  generally  known, 
as  they  say,  that  a physician  in  the  Civil  Serv- 
ice may  participate  in  any  phase  of  medical 
activity,  ranging  from  a rural  practice  to  the 
most  highly  specialized  fields  and  that  a con- 
siderable number  are  engaged  in  the  general 
practice  of  medicine — for  example,  those  em- 
ployed in  the  Indian  Service  of  the  Department 
of  the  Interior.  Young  physicians  may  be  em- 
ployed under  Civil  Service  as  far  south  as  Pan- 
ama and  as  far  north  as  Alaska. 


They  list  the  various  fields  including  the 
Veterans  Administration,  with  its  numerous 
clinics,  and  describe  the  work  carried  on  at  St. 
Elizabeth’s  Hospital  in  Washington,  D.  C., 
which  is  under  the  jurisdiction  of  the  Federal 
Security  Agency.  The  Food  and  Drug  Admin- 
istration, the  Children’s  Bureau  in  the  Depart- 
ment of  Labor,  and  the  Public  Health  Service 
are  other  fields  that  physicians  in  Civil  Service 
may  enter. 

Information  about  the  openings  and  examina- 
tions may  be  obtained  from  the  Commission’s 
representative  at  any  first-  or  second-class  post 
office  or  from  the  Central  Office  in  Washington. 


BARE  TRUTH 

Girls  when  they  went  for  a swim, 
Once  dressed  like  Mother  Hubbard; 


Now  they  have  a different  whim 

And  dress  more  like  her  cupboard. — Analyst 


STREPTOCOCCIC  PUERPERAL  INFECTION 

Fred  L.  Adair,  M.D.,  and  Lucile  R.  Hac,  Ph.D.,  Chicago 


THE  history  of  our  knowledge  of  puerperal 
infection  parallels  the  development  of 
our  knowledge  from  the  realm  of  the  un- 
known— surrounded  by  superstition,  the 
supernatural,  and  mystery — to  that  of  the 
known  with  proved  facts  and  intelligent 
interpretation. 

There  is  no  reason  to  doubt  that  females 
of  many  species  have  succumbed  to  genital 
infection  and  that  puerperal  infection  has 
caused  death  since  animal  life  began.  There 
is  no  doubt  of  its  existence  among  the  primitive 
tribes,  of  more  recent  times,  who  have  had  no 
means  of  recording  the  events  that  affected 
them.  The  earliest  medical  chronicles  point 
definitely  to  the  existence  of  such  afflictions 
that  the  incantations  of  the  medicine  men 
and  priests  were  powerless  to  control.  Thou- 
sands of  years  passed  with  no  conception 
entering  the  human  mind  as  to  the  nature  of 
this  disease.  Within  the  past  two  centuries 
various  advance  guards  among  the  physicians 
have  suggested  that  it  might  be  a trans- 
missible disease.  The  physicians  from  Hip- 
pocrates to  Pare  inclined  to  the  idea  that 
this  disease  was  associated  writh  lochial  re- 
tention or  suppression.  The  epidemic  char- 
acter of  the  disease  seems  to  have  been  rec- 
ognized early  during  the  seventeenth  century 
in  Leipzig,  in  Paris.,  in  Copenhagen,  and  in 
Normandy.  The  first  suggestion  as  to  its 
possible  relationship  to  other  types  of  infec- 
tion seems  to  have  been  made  by  Pouteau 
(1750),  who  described  an  epidemic  in  the 
Hotel  Dieu  de  Lyon  under  the  title  “Inflam- 
mation erysipelateuse  du  bas  ventre.” 

Less  than  one  hundred  years  ago  a few 
advocates  of  the  contagious  theory  were 
decried  and  denounced  for  suggesting  that 
unclean  hands  could  possibly  “be  the  minister 
of  evil”  to  the  mother  in  labor.  Although 
Young,  Cedersjold,  Gordon,  and  others 
antedated  Holmes  and  Semmelweiss,  their 
observations  were  not  emphasized  by  be- 
coming controversial  and  their  ideas  lay 
dormant  awaiting  the  advent  of  the  historic 
mind  interested  in  delving  into  the  records 
of  the  past.  Leuwenhoeck  with  his  lenses, 
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Koch  with  his  anthrax,  and  Pasteur  with  his 
streptococci  illuminated  the  path  that  was 
blazed  by  their  forerunners.  The  work  of 
Tarnier,  DePaul,  Siredey,  and  others  supple- 
mented the  efforts  of  their  predecessors,  and 
the  epidemic  and  contagious  character  of  the 
disease  came  to  be  accepted.  It  was  showm 
that  outbreaks  were  more  common  in  hos- 
pitals and  cities  than  in  homes  and  the 
country.  Tarnier  (1858)  proved  that  in  the 
same  sections  of  Paris  the  maternal  mortality 
was  1 to  19  in  the  hospitals  and  1 to  322  in 
the  homes.  Tenon  demonstrated  that  condi- 
tions within  the  hospitals  influenced  the 
mortality  in  Y Hotel  Dieu  by  comparing  that 
of  1786  with  that  of  1836.  He  attributed  a 
reduction  in  the  mortality  to  the  fact  that  in 
1786  more  than  1 patient  occupied  the  same 
bed  while  in  1836  each  patient  had  a separate 
bed. 

Siredey  (1861),  by  separating  the  sick 
women  from  the  well,  was  able  to  reduce  the 
mortality  from  6.8  to  2.5  per  cent.  It  is 
hardly  possible  for  us  to  believe  that  about 
eighty  years  ago  1 woman  out  of  40  who 
delivered  in  a hospital  died.  One  of  the 
earliest  and  most  striking  examples  of  carrier 
infection  was  the  case  of  Dr.  David  Rutter 
(1843)  who  had  a maternal  mortality  of  about 
20  per  cent  while  his  contemporaries  had  a 
nominal  one.  He  gave  up  his  obstetric  prac- 
tice for  a time  but  subsequently  resumed  it 
with  a corresponding  result.  If  he  had  cured 
his  ozena,  more  of  his  patients  would  doubt- 
less have  survived. 

Lister,  by  his  application  of  the  scientific 
knowledge  of  Pasteur,  established  surgical 
antisepsis,  which  combatted  wound  infection. 
The  recognition  of  bacteria  in  general  led  to 
the  discovery  of  different  types  related  to 
definite  disease  entities.  The  recognition 
by  Koch  of  tuberculosis  and  the  establishment 
of  his  postulates  proving  the  specificity  of  the 
tubercle  bacilli  were  the  landmarks  by  which 
the  relation  of  a type  of  bacteria  to  a given 
disease  could  be  proved.  Puerperal  infection 
was  not  a specific  disease,  and  the  name 
should  be  interpreted  to  mean  a time  and 
place  relationship.  In  other  words,  it  in- 
dicates only  that  during  the  period  of  the 
puerperium  the  woman  is  suffering  from  an 
infection  that  originates  in,  and  spreads  from, 
the  genitalia. 
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The  specificity  arises  not  from  the  state  or 
the  site  but  from  the  type  of  the  invading 
organism.  A diphtheritic  infection  of  the 
genitalia  is  a specific  infection  as  truly  as 
though  it  involved  the  fauces  and  the  larynx. 
The  location  modifies  the  symptoms,  the 
course,  and  the  result.  The  same  is  true  of 
other  types  of  organisms  which  invade  the 
female  genital  tract,  though,  of  course,  there 
may  be  several  types  of  organisms  involved 
in  the  process  of  which  one  may  be  dominant. 
Pasteur  pointed  out  the  fact  that  streptococci 
produced  genital  infection  in  the  puerperal 
period,  and  for  many  years  the  streptococcus 
represented  more  or  less  of  an  entity  as  dis- 
tinguished from  the  staphylococcus  and  the 
diplococcus. 

The  epidemic  character,  the  contagious 
nature,  and  the  carrier  idea  having  been 
developed  and  promulgated,  there  remained 
certain  cases  that  could  not  be  explained 
fully  by  such  an  hypothesis.  The  theory 
developed  that  there  might  be  two  categories 
of  puerperal  fever  which  could  be  defined 
as  exogenous  and  endogenous  infections.  One 
author  remarks  that  the  latter  theory  was 
more  often  based  upon  an  excuse  rather  than 
upon  scientific  data.  This  is  either  facetious 
or  unjust,  since  there  are  undoubtedly  cases 
in  which  the  infectious  agent  is  present  in  the 
patient  at  the  time  of  delivery.  This  idea 
of  endogenous  infection  must  be  based  upon 
one  of  two  conceptions.  First,  that  a patho- 
genic organism  is  present  but  inert  prior  to 
confinement  or  that  a nonpathogenic  bac- 
terium becomes  pathogenic  subsequent  to 
the  change  in  environment  from  a pregnancy 
to  the  puerperium. 

It  is  difficult  to  define  an  endogenous  in- 
fection because  of  the  impossibility  of  knowing 
exactly  when  the  offending  organism  was 
introduced  into  the  genital  tract.  Personally, 
the  terms  exogenous  and  endogenous  infection 
do  not  appeal  to  us,  since  they  confuse  rather 
than  clarify  the  picture.  The  genital  tract 
tends  to  be  noninfectious  and  has  a natural 
flora  determined  by  tissue  and  chemical 
conditions. 

In  classifying  infections  from  a clinico- 
pathologic  point  of  view,  it  is  important  to 
attempt  to  clarify  the  factors  involved.  This 
might  be  done  by  recognizing  that  infections 
of  the  genital  tract  may  be  antepartum, 
intrapartum,  or  postpartum  and  that  during 
these  periods  they  may  be  latent  or  active. 
All  genital  tract  infections  may  be  regarded 
as  either  contact  or  metastatic.  All  contact 
infections  occur  either  from  the  woman 


herself  or  from  some  attendant  who  brings 
the  organisms  to  her  through  various  mediums. 
Metastatic  infections  are  relatively  uncom- 
mon, but  organisms  lying  in  remote  portions 
of  her  body  and  gaining  access  to  the  blood 
or  lymph  channels  may  become  deposited  in 
the  genital  tract  and  excite  inflammation. 
The  types  of  organism  involved  in  any  of 
these  processes  may  vary  greatly  from  time 
to  time  depending  upon  their  prevalence  and 
from  case  to  case  depending  upon  environment 
and  susceptibility  of  the  individual.  Various 
organisms  have  been  and  still  are  associated 
with  puerperal  infection,  but  at  this  time  we 
are  concerned  with  the  most  prevalent  and 
serious  variety  of  infectious  agent  which 
occurs  in  inflammation  of  the  puerperal  geni- 
talia. The  streptococcus  discovered  by 
Mayerhofer  was  isolated  by  Pasteur  from 
cases  of  puerperal  fever,  and  for  a long  time 
all  streptococci  were  considered  to  belong  to 
one  and  the  same  group. 

We  know  now  that  while  all  streptococci 
have  certain  identical  morphologic  character- 
istics and  many  cultural  propensities  in  com- 
mon their  pathogenetic  properties  differ 
markedly.  As  with  puerperal  fever  so  with 
other  diseases,  they  were  at  first  clinical 
entities  that  could  not  be  classified  until 
their  etiology  was  established.  In  some 
instances,  the  clinical  picture  was  so  clear 
that  when  the  etiologic  agent  was  found  the 
disease  entity  persisted.  This  is  well  illus- 
trated by  scarlatina  and  erysipelas.  Puer- 
peral fever  does  not  belong  to  such  a group; 
consequently,  one  has  to  define  such  a clinical 
picture  according  to  the  infecting  agent. 
This  becomes  progressively  of  greater  im- 
portance when  the  treatment  becomes  more 
specific.  The  relationship  between  various 
diseases  also  becomes  clearer  as  we  learn 
that  the  etiologic  agent  is  the  same  even 
though  the  manifestations  vary  with  the 
condition  of  the  patient  and  the  site  of  attack. 
It  has  long  been  noted  that  certain  cases  of 
puerperal  fever  had  an  erythematous  rash, 
but  it  was  not  clear  that  scarlet  fever  and 
certain  types  of  puerperal  fever  were  the  same 
until  it  became  known  that  certain  strains  of 
streptococci  produced  an  erythrogenic  toxin. 
It  is  difficult  to  trace  the  exact  course  of  our 
knowledge  of  the  streptococcus  family.  At 
first  all  cocci  seem  to  have  been  included  in 
the  same  morphologic  group.  Certain  char- 
acteristics were  noted,  such  as  a tendency  to 
multiply  in  chains,  in  groups,  or  in  packets. 
Subsequently,  certain  differences  were  noted 
in  their  growth  products,  and  the  strepto- 
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cocci  were  placed  along  with  certain  bacilli 
in  the  category  of  those  bacteria  that  ferment 
sugar  and  usually  produce  lactic  acid.  This 
property  and  their  ability  to  grow  aerobically 
and  anaerobically,  to  form  chains,  and  to  stain 
positively  with  Gram’s  method  are  the  com- 
mon characteristics  of  all  streptococci,  and 
for  some  time  no  further  differentiation  was 
made.  The  picture  was  somewhat  confused 
because  the  environment  sometimes  altered 
the  growth  tendencies  of  certain  organisms. 
Morphologic  characters  seemed  to  be  the 
starting  point  for  the  classification  of  the 
streptococcus  group.  At  first  there  was  the 
subdivision  into  the  long  and  the  short  chain 
streptococci.  Such  characteristics  are  vari- 
able and  not  pathognomonic,  though,  in 
general,  the  former  are  pathogenic  to  man 
and  the  latter  are  either  weakly  or  not  at  all 
pathogenic.  All  varieties  are  parasitic  and 
exist  in  the  mouth  and  upper  parts  of  the 
respiratory  and  gastrointestinal  tracts.  The 
latter  relatively  harmless  group  also  occurs 
in  dairy  products.  The  fact  that  certain 
types  had  hemolytic  properties  and  others 
had  not  led  to  the  next  step  in  the  recognition 
of  the  various  types.  Much  confusion  arose 
which  more  recently  has  been  overcome  by 
the  use  of  differential  cultural  methods. 
Schottmueller  (1903),  who  pioneered  in  using 
blood  cultures  for  diagnosing  infectious 
diseases,  was  able  to  show  the  hemolytic 
power  of  certain  strains  of  streptococci  on 
blood  agar  plates. 

This  basic  method  led  to  the  subdivision 
of  streptococci  into  the  green-producing 
Streptococcus  viridans  and  the  hemolyzing 
Streptococcus  hemolyticus  strains.  A third 
strain  that  produces  no  change  in  blood  cells 
has  also  been  recognized  Schottmueller  re- 
covered anaerobic  streptococci  from  the  blood 
of  patients  with  puerperal  infection,  many  of 
whom  had  thrombophlebitis.  Colebrook, 
Schwarz  and  Dieckmann,  and  Brown  have 
called  attention  to  this  observation  and  con- 
firmed it  with  some  of  their  own.  This  variety 
is  for  the  most  part  saprophytic,  but  under 
certain  circumstances  it  is  pathogenic  to  man. 
As  a group  it  is  nonhemolytic  and  is  gas- 
producing. 

These  observers  believe  that  these  strepto- 
cocci are  frequently  present  in  the  flora  of  the 
normal  vagina.  Fermentation,  agglutina- 
tion, precipitin  and  antigenic  reactions  have 
been  used  to  type  the  hemolytic  streptococci 
successfully.  On  the  basis  of  such  cultural 
and  biochemical  characteristics  Lancefield 
and  others  consider  it  possible  to  differentiate 


into  serologic  groups  streptococci  from  human, 
bovine,  and  other  sources.  Colebrook  and 
his  associates  have  proved  that  certain  strains 
of  hemolytic  streptococci  are  pathogenic  to 
man  and  others  to  animals  and  that  still 
other  strains  are  nonpathogenic.  He  believes 
that  pathogenic  hemolytic  strains  are  rarely 
found  in  the  vagina.  Lancefield  has  classified 
these  strains  into  A,  B,  C,  D,  etc.,  by  the  use 
of  the  precipitin  tests  with  extracted  poly- 
saccharides. Griffith  has  been  able  to  sub- 
divide further  the  group  from  human  sources — 
that  is,  Group  A into  many  types  of  which  at 
least  thirty-two  have  been  differentiated. 

While  much  knowledge  has  been  gained 
there  is  much  to  be  learned.  It  is  clear  that 
the  hemolytic  attribute  is  no  longer  an  index 
of  pathogenicity  and  that  the  streptococcus 
in  common  with  organisms  causing  fermenta- 
tion can  grow,  though  not  luxuriantly,  under 
either  aerobic  or  anaerobic  conditions.  We 
now  know  that  certain  strains  can  produce 
an  exotoxin  that  has  erythrogenic  properties — 
as  in  scarlet  fever  and  certain  forms  of  puer- 
peral infection.  This  strain  does  not,  how- 
ever, seem  always  to  elaborate  this  exotoxin, 
as  shown  by  the  observations  of  Plass  and  his 
coworkers  and  others.  Various  studies  in- 
dicate that  pathogenic  hemolytic  streptococci 
seldom  occur  in  the  genital  tract  of  pregnant 
women  but,  on  the  other  hand,  the  non- 
hemolytic nonpathogenic  and  the  anaerobic 
streptococci  do  occur.  Of  the  Lancefield 
strains,  Group  A is  pathogenic  to  man  and 
causes  scarlet  fever,  puerperal  sepsis,  ery- 
sipelas, septic  sore  throat,  or  pneumonia. 
These  strains  are  not  specific  for  any  one 
disease  but  may  cause  scarlet  fever  in  one 
patient  and  puerperal  sepsis  or  erysipelas  in 
another.  Groups  B and  D are  associated 
with  mild  infections  and  may  be  found  in  the 
antepartum  genital  tract  and  also  in  the 
human  throat.  D occurs  in  the  human 
intestinal  tract  also. 

It  seems  clear  that  there  is  an  anaerobic 
strain  of  streptococcus  which  is  pathogenic 
to  man;  attacks  dead  tissue;  produces  in- 
fection, especially  postabortal;  invades 
thrombi;  and  causes  thrombophlebitis.  Cole- 
brook has  recognized  one  group  as  pathogenic 
and  another  that  is  not. 

The  primary  pathology  of  streptococcic 
puerperal  fever  is  that  of  a wound  infection 
of  the  vulva,  the  vagina,  the  cervix,  or  the 
placental  site.  The  contributory  factors  are 
infectious  contacts,  trauma,  and  blood  loss. 
Mild  streptococcic  infections  may  remain 
localized  but  the  tendency  is  for  lymphatic 
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and  blood  stream  extension,  either  singly  or 
in  combination.  The  former  is  essentially  a 
lymphangitis  and  the  latter  is  a thrombo- 
phlebitis with  or  without  emboli.  Blood 
stream  infections  may  be  direct  into  the 
uterine  sinuses  or  indirect  through  the 
lymphatic  channels.  The  latter  mechanism 
prevailed  in  the  epidemic  described  by 
Watson.  The  direct  lymphatic  spread  is  the 
prevailing  one,  and  in  severe  cases  the  infec- 
tion spreads  through  the  uterine  wall  like 
water  through  a sponge  and  a general  peri- 
tonitis results.  Surface  extension  rarely  oc- 
curs in  streptococcic  puerperal  infection. 
This  is  more  characteristic  of  gonococcic 
infections. 

Remote  organ  involvement  occurs  either 
from  lymphatic  spread  or  from  blood-born 
emboli . Massive  inf ar ction  may  cause  sudden 
death.  Various  strains  have  different  be- 
havior. The  hemolytic  types  tend  to  produce 
anemia  and  vary  greatly  in  their  invasive 
properties.  Butler  and  Hill  are  of  the 
opinion  that  encapsulated  forms  resist  phago- 
cytosis and  have  high  invasive  characteristics. 
They  believe  Lancefield  A is  the  most  fre- 
quently potent  type.  Infection  with  B is 
generally  mild  but  occasionally  severe.  In- 
fections with  C and  G are  usually  mild. 

Clinical  types  consist  of  antepartum, 
intrapartum,  and  postpartum  infections. 
Metastatic  infections  may  develop  during 
pregnancy,  but  antepartum  infections  are 
more  commonly  associated  with  ruptured 
membranes  and  delayed  onset  of  labor. 
Intrapartum  infections  usually  arise  in  pro- 
tracted labors  often  with  ruptured  membranes, 
frequent  vaginal  manipulations,  and  poor 
aseptic  technic.  So-called  postpartum  in- 
fections may  be  truly  postpartum,  usually 
from  poor  technic  in  puerperal  care.  They 
are  generally  the  result  of  contact  infection 
in  the  terminal  second-stage,  third- stage,  or 
immediate  postpartum  period.  Carriers,  poor 
aseptic  technic,  contact  from  infected  urine 
or  feces,  in  addition  to  the  contributory  fac- 
tors, are  responsible  for  these  infections. 

Most  authors  find  that  the  hemolytic  strep- 
tococci are  responsible  for  their  cases,  but  some 
point  to  the  frequency  of  the  anaerobic  type 
of  infection.  The  clinical  course  depends  upon 
the  virulence  of  the  organism,  the  atrium  of 
infection,  and  the  resistance  of  the  patient. 
Fever;  chills;  varying  clinical  findings  to- 
gether with  leukocytosis,  positive  uterine 
smears,  and  cultures;  and  positive  blood  cul- 
tures determine  the  diagnosis.  The  degree  of 
fever  varies  from  slight  to  high,  is  usually 


irregular,  and  attains  irregular  high  peaks  asso- 
ciated with  chills  in  the  thrombophlebitic  type. 

The  treatment  consists  of  the  prophylactic, 
which  is  accomplished  by  overcoming  anemia, 
maintaining  proper  nutrition,  and  eliminating 
the  foci  of  infection.  Specific  immunization 
has  been  tried  but  its  value  has  not  been 
proved.  We  have  immunized  over  1,100 
patients  with  no  deaths,  but  the  postpartum 
febrile  morbidity  of  these  patients  was  not 
better  than  our  general  morbidity.  All  of 
these  patients  were  skin  sensitive  to  strepto- 
coccic toxins.  Some  gave  a history  of 
antecedent  streptococcic  infections  and  others 
gave  no  such  evidence.  There  was  no  sig- 
nificant difference  in  the  morbidity  of  these 
two  groups.  Our  evidence,  as  well  as  that 
of  others,  indicates  that  the  value  of  ante- 
partum immunization  is  at  least  doubt- 
ful. 

The  most  important  preventive  treatment 
is  the  avoidance  of  carriers  and  infectious 
contacts  and  of  poor  aseptic  technic,  trauma, 
and  blood  loss  prior  to,  during,  and  subsequent 
to  labor.  Up-to-date  aseptic  and  antiseptic 
technic  must  be  employed.  Patients  must 
be  kept  in  a constantly  clean  environment  and 
infected  persons,  whether  patients,  attend- 
ants, or  visitors,  must  be  kept  away  from  the 
parturient  woman.  Antiseptic  vaginal  in- 
stillations have  been  advocated  and  used  by 
some.  All  these  details  are  too  extensive  for 
discussion  at  this  time. 

The  treatment  of  the  actual  infection 
consists  of  proper  rest,  nutrition,  and  nursing 
care.  Transfusions  overcome  anemia  and 
have  supportive  and  nutritive  value.  Specific 
therapy  is  now  available  with  the  sulfon- 
amides, of  which  three  are  of  proved  value — 
sulfanilamide,  sulfapyridine,  and  sulfathiazole. 
The  relative  value  of  these  has  not  been 
finally  determined.  The  latter  two  are  cer- 
tainly less  toxic.  The  first  named  is  of  great 
value  in  treating  hemolytic  streptococcic 
infections  but  is  of  no  help  in  curing  those  due 
to  anaerobic  streptococcus.  The  second  is 
of  specific  value  in  pneumococcic  infections. 
The  last  is  more  specific  for  staphylococcic 
and  gonococcic  infections  but  may  prove 
useful  in  hemolytic  streptococcic  infections 
as  well.  Inasmuch  as  sulfonamide  therapy 
is  of  such  proved  value  in  hemolytic  strepto- 
coccic infection,  which  is  the  most  frequent 
type  in  serious  and  fatal  cases  of  puerperal 
fever,  the  following  procedures  are  recom- 
mended. There  is  no  time  for  discussion  of 
pros  and  cons  of  the  sulfonamides,  so  this 
rather  specific  information  is  given. 
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Sulfonamide  Therapy 

Severe  Infections 

Sulfanilamide — maintain  blood  level  at  10-15 
mg./100  cc. 

Dosage:  a.  0.5  Gm.  trial  dose. 

b.  Large  initial  dose  (3-5  Gm.). 

c.  5-8  Gm.  daily  divided  in  equal 
4-hour  doses. 

Sulfathiazole 

Dosage:  3-6  Gm.  daily  divided  in  equal 
4-hour  doses. 

Blood 

Daily  hemoglobin,  cell  volume,  white  blood 
count,  and  blood  level  unless  otherwise 
specified. 

Mild  Infections 

Sulfanilamide — maintain  blood  level  around 
5 mg./lOO  cc. 

Dosage:  a.  Trial  dose  0.5  Gm. 

b.  4-5  Gm.  daily  for  3 days  in 
5 equal  doses. 

c.  3 Gm.  daily  for  4-10  days  in 
5 equal  doses. 

Sulfathiazole 

Dosage:  a.  3 Gm.  for  2 days  in  6 equal 
doses. 

b.  2 Gm.  for  6-8  days  in  4 equal 
doses. 

Blood 

Daily  hemoglobin,  cell  volume,  white  blood 
count,  and  blood  level  unless  otherwise 
specified.  Collect  approximately  same 
time  of  day;  1st,  2nd,  3d,  5th,  7th,  9th 
days. 

If  peritonitis  occurs,  the  Wangensteen 
gastrointestinal  drainage  is  helpful.  Localized 
drainage  of  abscesses  is  naturally  essential, 
but  heroic  treatment  of  diffuse  peritonitis 
by  surgical  procedures  is  of  doubtful  value. 
The  attempt  to  ligate  thrombosed  pelvic 
veins  will  result  in  many  casualties  and  can 
hardly  be  justified.  The  treatment  of  strepto- 
coccic puerperal  fever  has  become  specific 
for  the  Lancefield  groups.  There  is  also  some 
specific  chemotherapy  for  other  types  of 
infection  which  do  not  come  under  considera- 
tion at  this  time.  This  is  no  reason  for  in 
any  way  relaxing  in  preventive  measures  that, 
on  the  whole,  are  more  effective  than  any 
curative  therapy. 

Discussion 

Dr.  Milton  G.  Potter,  Buffalo , New  York — 
It  is  presumptuous  on  my  part  to  attempt  to 
discuss  the  opinions  that  were  presented  so 
clearly  by  such  an  authority  as  Dr.  Adair.  I 
believe  it  can  be  said  without  exaggeration  that 
his  individual  efforts  have  done  more  to  reduce 
maternal  mortality  in  this  country  during  the 
past  three  years  than  anyone  else’s.  While  he 
is  internationally  known  as  a textbook  author 


and  teacher,  his  fame  will  stand  out  in  American 
obstetric  history  for  his  pioneer  work  with  the 
American  Committee  on  Maternal  Welfare  and 
his  development  of  the  American  Congress  of 
Obstetrics  and  Gynecology. 

I am  naturally  in  accord  with  what  was  said 
and  am  only  speaking  to  re-emphasize  in  my 
own  words  some  of  his  remarks  that  I feel  are 
not  generally  well  understood  by  the  medical 
profession. 

Puerperal  fever  is  now  the  greatest  cause  of 
maternal  mortality  and,  while  great  advances 
in  the  past  twenty  years  have  reduced  the 
incidence,  it  is  my  distinct  impression  that  in 
this  locality  during  the  past  five  years  the  inci- 
dence of  maternal  mortality  from  sepsis  remains 
fairly  constant  in  spite  of  the  advent  of  the 
sulfonamides,  which  could  be  called  glory  dust, 
for  it  appears  to  be  used  for  everything  indis- 
criminately. 

Considerable  confusion  still  exists  concerning 
the  classification  of  streptococci  and  the  use  of 
sulfonamides. 

It  must  be  kept  in  mind  that  in  general  there 
are  two  types  of  streptococcic  puerperal  infections 
which  are  clearly  defined  and  differentiated 
clinically  and  bacteriologically. 

By  far  the  most  common  type  is  that  caused 
by  the  anaerobic  streptococcus,  which  exists  in 
the  vagina  prior  to  delivery,  is  ordinarily  in- 
nocuous to  the  individual,  and  only  becomes 
pathogenic  or  runs  wild  when  the  individual 
resistance  of  the  patient  is  lowered  by  long 
labors,  ruptured  membranes,  trauma,  hemor- 
rhage, or  shock. 

The  8 cases  of  sepsis  which  died  in  Erie  County 
last  year  probably  belonged  in  this  type.  Six 
of  these  were  delayed  cesareans  and  2 were 
spontaneous  deliveries. 

No  amount  of  chemotherapy  will  change  the 
course  of  this  infection,  which  varies  in  severity 
and  is  usually  characterized  by  irregular  fever, 
foul-smelling  lochia,  thrombophlebitis,  and  a 
pulse  that  is  slower  than  one  would  expect  with 
the  existing  temperature. 

I have  been  taught  that  the  greater  the  smell 
the  better  the  prognosis  in  these  cases. 

Quite  different  is  the  puerperal  infection 
caused  by  the  Group  A hemolytic  strepto- 
coccus. This  organism  is  definitely  pathogenic 
to  the  human,  is  introduced  by  indirect  or 
direct  contact  and,  fortunately  for  all  concerned, 
is  a rarity. 

The  rarity  of  this  organism  in  the  parturient 
case  is  no  doubt  due  in  part  to  the  meticulous 
care  taken  in  most  hospitals  concerning  the 
proper  masking  of  nursing  and  medical  attend- 
ants to  avoid  the  contact  of  a possible  carrier 
and  is  probably  also  due  to  the  improved  ob- 
stetric technic  and  the  more  frequent  use  of 
consultations. 

This  virulent  type  of  infection  is  usually 
characterized  clinically  by  a high,  or  moderately 
high,  temperature  with  a rapid  pulse;  the  lochia 
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is  clear  or  sanguinous  and  for  the  most  part 
odorless.  If  the  cultures  from  the  vagina, 
cervix,  or  uterus  show  this  type  of  organism, 
sulfanilamide  is  indicated.  It  must  be  re- 
membered that  sulfanilamide  is  only  of  specific 
value  in  this  type  of  infection.  The  clinical 
classification  of  antepartum,  intrapartum,  and 
postpartum  infections,  as  suggested  by  Dr. 
Adair,  clarifies  our  thoughts  on  this  subject. 
His  discourse  on  the  preventative  and  prophy- 
lactic treatment  is  clear  and  cannot  be  over- 
emphasized. It  has  been  my  experience  with 
this  infection  during  the  postpartum  period  that 
transfusions  of  smaller  amounts  of  blood  more 
frequently  seem  more  beneficial  than  massive 
transfusions. 

We  have,  but,  of  course,  rarely — since  one 
must  be  pretty  certain  in  his  diagnosis — resorted 
to  the  use  of  the  Porro  operation  when  confronted 


with  antepartum  and  intrapartum  localized 
uterine  infections  with  satisfactory  results,  and 
the  advent  of  the  supravesical  section  also  offers 
possibilities  in  these  types  of  infections. 

In  summarizing  I would  reiterate  that  sulfanil- 
amide is  of  therapeutic  value  only  in  the  aerobic 
Group  A hemolytic  streptococcic  infections 
and  that  its  action  is  not  bactericidal  but 
bacteriostatic. 

While  I do  not  believe  that  chemotherapy 
should  be  used  in  minor  febrile  disturbances,  I 
would,  if  confronted  with  a definite  postpartum 
puerperal  infection,  immediately  institute  sulfa- 
nilamide therapy  and  then  obtain  cultures  from 
the  vagina,  uterus,  and  cervix.  I would  con- 
tinue the  therapy  only  if  a hemolytic  strepto- 
cocci, Bacillus  coli,  or  Bacillus  welchii  were  re- 
ported, and  I would  add  to  that  therapy  sup- 
portive measures  mentioned  by  the  speaker. 


PHYSICIANS  FOR  SERVICE  IN  THE  ARMY  OF  THE  UNITED  STATES 


While  at  present  no  appointments  are  being 
made  in  the  Medical  Corps  Reserve,  additional 
physicians  are  needed  for  service  in  the  Army 
in  connection  with  the  current  military  program. 
Appointments,  however,  are  being  made  in  the 
Medical  Corps,  Army  of  the  United  States,  in 
which  a very  large  number  of  vacancies  exist,  to 
bring  the  Medical  Department  to  required 
strength  and  to  furnish  replacements  for  medical 
officers  now  on  duty. 

Peacetime  regulations  governing  the  Medical 
Corps  Reserve  apply  to  appointments  in  the 
Medical  Corps,  Army  of  the  United  States. 
Candidates  must  be  between  the  ages  of  24  and 
36;  hold  the  degree  of  Doctor  of  Medicine  from 
an  approved  medical  school;  be  licensed  to  prac- 
tice medicine  in  a State,  Territory,  or  in  the 
District  of  Columbia;  and  be  engaged  in  the 
ethical  practice  of  medicine.  License  to  prac- 
tice and  actual  practice  of  medicine  may  be 
waived  for  recent  graduates  engaged  in  graduate 
training.  All  applicants  must  meet  physical 
standards. 

While  appointments  may  be  granted  on  suc- 
cessful completion  of  the  prescribed  four-year 
course  of  medical  instruction,  such  appointees 
are  not  eligible  for  active  duty  until  they  shall 


have  completed  at  least  one  year’s  hospital  in- 
ternship. They  are  then  available  for  active 
military  duty.  If  there  are  sufficient  medical 
officers  to  meet  the  military  requirements,  it  may 
be  possible  to  grant  deferment  of  active  duty 
for  the  purpose  of  pursuing  further  graduate 
training. 

Appointments,  other  than  for  the  purpose  of 
assignment  to  affiliated  medical  units  of  in- 
dividuals associated  with  the  sponsoring  in- 
stitution and  upon  recommendation  of  institu- 
tion authorities,  will  not  be  made  at  this  time  of 
applicants  above  the  age  of  35.  All  such  appoint- 
ments will  be  in  the  grade  of  lieutenant. 

In  the  event  of  a national  emergency,  these 
restrictions  will  be  removed,  thus  permitting 
the  appointment  of  qualified  individuals  above 
the  present  age  limit  and  in  grades  commensu- 
rate with  their  professional  training  and  attain- 
ments. 

It  is  strongly  urged  that  young  physicians, 
especially  those  who  are  completing  internships, 
residencies,  or  other  graduate  training,  make  ap- 
plication for  appointment  as  First  Lieutenant, 
Medical  Corps,  United  States  Army.  Inquiries 
should  be  addressed  to  The  Surgeon,  Second 
Corps  Area,  Governors  Island,  New  York. 


TO  REHABILITATE  PATIENTS  WHO  HAVE  BECOME  VOICELESS  . . . . 


....  through  loss  of  the  larynx,  a clinic  has  been 
opened  at  the  National  Hospital  for  Speech  Dis- 
orders, according  to  Dr.  James  S.  Greene,  medical 
director.  Treatment  is  given  to  develop  a sub- 
stitute voice,  and  at  the  same  time  social  aid  is 
given  the  patient  to  help  him  readjust  to  his  sur- 
roundings. 

The  hospital  also  is  undertaking  a series  of 


brain  wave  studies  to  determine  if  stuttering  can 
be  correlated  with  specific  brain  wave  patterns 
and  whether  anxiety  induces  any  significant 
changes  in  the  patterns.  Dr.  Donald  J.  Simons, 
working  under  the  supervision  of  Dr.  Harold  G. 
Wolff  of  the  Cornell  University  Medical  College, 
is  in  charge  of  the  study  program,  which  is  made 
possible  by  special  grants. 


OVARIAN  CANCER 

Clinicopathologic  Evaluation 

Andrew  A.  Marchetti,  M.D.,  New  York  City 


IF,  AS  Millar1  has  put  it,  “the  history  of 
cancer  has  been  the  history  of  one  of  the 
great  failures  of  man,”  the  record  of  cancer  of 
the  ovary  has  been  the  history  of  one  of  the 
great  failures  of  the  gynecologist.  When  an 
analysis  is  made  of  the  reported  end  results 
of  the  treatment  of  ovarian  cancer,  the  same 
distressing  and  dismal  note  is  universally 
sounded — the  outcome  is  poor.  The  present 
evaluation  will  be  no  different  insofar  as  the 
end  results  are  concerned,  since  one  will  find 
them  as  discouraging  as  any  reported.  How- 
ever, gloomy  as  the  outlook  may  appear  from 
our  past  experiences  with  cancer  of  the  ovary, 
rays  of  hope  and  encouragement  break  through 
that  vast  amount  of  untiring  world-wide  can- 
cer research  in  anticipation  of  the  day,  be  it 
far  or  near,  when  its  baffling  and  nebulous 
barriers  will  be  fully  penetrated  by  the  dis- 
covery of  its  cause  or  prevention  and,  even- 
tually, of  its  adequate  treatment  and  universal 
cure.  Careful  study  and  review,  from  time  to 
time,  of  the  clinical  data  and  observations 
that  accumulate  in  well-conducted  clinics  is 
vital,  for  as  Sir  James  Paget  once  said:  “We 
are  bound  to  search  everywhere  and  in  all 
ways.” 

No  apologies  need  be  advanced  for  the 
number  of  patients  reviewed  in  this  report, 
for  while  they  may  be  considered  numerically 
small  they  are  sufficiently  numerous  to  lend 
themselves  satisfactorily  to  analysis.  The 
completeness  of  the  data  and  follow-up  es- 
pecially enhance  the  value  of  the  study.  The 
analysis,  from  the  clinicopathologic  approach, 
is  made  as  a preliminary  study  with  two  special 
objectives  in  view — namely,  to  obtain  a better 
perspective  of  what  has  been  our  experience 
with  cancer  of  the  ovary  in  the  stated  period 
of  time  that  has  elapsed  and  to  secure  in 
whatever  way  possible  a better  approach  to 
the  problem  for  the  future. 

Statistical  Data 

The  statistics  in  this  report  are  based  upon 
7,009  individual  admissions  to  the  Gyneco- 
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logical  Service  in  the  Woman’s  Clinic  of  the 
New  York  Hospital  and  covers  the  period  of 
eight  years  and  four  months  from  September 
1, 1932,  to  January  1, 1941. 

During  that  time  there  were  1,164  ovarian 
cysts  (neoplastic  and  nonneoplastic)  and 
tumors  found  among  the  7,009  individual  pa- 
tients, representing  only  the  lesions  that  were 
actually  diagnosed  subsequent  to  macroscopic 
and  microscopic  study  of  all  the  pathologic 
material.  The  clinic  incidence  of  these  par- 
ticular ovarian  cysts  and  tumors  then  is 
found  to  be  16.6  per  cent  or  166  per  thousand. 
Of  the  1,164  instances,  1,104  or  about  95  per 
cent  were  considered  benign,  while  60  or  about 
5 per  cent  were  diagnosed  as  cancer.  Thus, 
for  this  clinic,  the  ratio  of  benign  to  cancerous 
ovarian  growths  is  approximately  19  to  1. 
However,  if  the  776  nonneoplastic  lesions  are 
deducted,  the  remainder  constitutes  a total  of 
328  primary  benign  neoplasms  of  the  ovary 
establishing  a ratio  of  these  new  growths  to 
cancer  of  the  ovary  of  about  5V2  to  1 (see 
Table  1). 

A diagnosis  of  cancer  of  the  female  genital 
tract  was  made  in  351  patients,  a clinic  inci- 
dence of  about  5 per  cent  or  50  per  thousand. 
Tables  2 and  3 indicate  its  distribution  ac- 
cording to  lesions  and  organs  and  reveals 
that  60  cases  or  17.1  per  cent  involved  the 
ovaries,  consequently  making  the  clinic  in- 
cidence of  cancer  of  the  ovary  0.85  per  cent 
or  just  more  than  8 per  thousand  (Table  4). 
The  60  patients  with  ovarian  cancer  were 
cases  in  which  the  diagnosis  was  unequivocal 
and  excluded  13  cases  in  which  the  diagnosis 
was  qualified  by  such  phrases  as,  “potentially 
malignant,”  “malignant  tendencies,”  “essen- 
tially benign” — phrases  sufficiently  disturb- 
ing to  the  pathologist  and  clinician  to  warrant 
treatment  in  many  instances  as  though  the 
lesion  were  cancer.  Later,  it  will  be  pointed 
out  that  a closer  histologic  study  of  the  tumor 
tissue  and  the  clinical  course  of  the  patients 
in  this  special  group  justify,  for  the  time  being, 
their  removal  from  the  cancer  group. 

Table  1 indicates  the  manner  in  which  the 
cases  of  ovarian  cancer  were  classified,  and 
shows  the  predominance  of  serous  cystadeno- 
carcinoma,  44  cases  or  73.3  per  cent.  It  also 
shows  that  the  serous  type,  in  our  experience, 
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TABLE  1. — Cancers  of  the  Ovary 


Serous  cystadenocarcinoma 

Cases 

44 

Per- 

centage 

73.3 

Pseudomucinous  cystadenocarcinoma 

6 

10.0 

Teratoid  (embryonal  adenocarcinoma 

5 

8.3 

Granulosa-cell  carcinoma 

4 

6.7 

Squamous-cell  carcinoma  in  der- 
moid cyst 

1 

1.7 

Total  number  of  cancers  of  the  ovary 

60 

100.0 

Total  number  of  benign  ovarian  cysts 

and  tumors 

1,104 

95 

Total  number  of  cancers  of  the  ovary 

60 

5 

Ratio  of  benign  to  cancer — 
Total  number  of  primary  benign 
neoplasms 

1,164 

19:1 

328 

100 

84.5 

T otal  number  of  cancers  of  the  ovary 

60 

15.5 

388 

Ratio  of  primary  benign  neoplasms 
to  cancer — about  5X/2:1 

100.0 

is  over  seven  times  more  prevalent  than  the 
pseudomucinous  type,  6 cases  or  10.0  per  cent. 
There  were  5 cases  of  teratoid  or  embryonal 
adenocarcinoma — some  of  these  undoubtedly 
would  be  designated  as  mesonephroma  ovarii 
by  Schiller — 4 cases  of  granulosa-cell  carci- 
noma, and  1 case  in  which  squamous-cell  car- 
cinoma was  found  in  a well-encapsulated 
dermoid  cyst. 

Clinical  Data 

Since  the  greater  part  of  the  ovarian  can- 
cers in  this  clinic  consisted  of  serous  cystade- 
nocarcinoma,  a fact  that  conforms  to  practi- 
cally all  reported  clinicopathologic  statistics, 
the  analysis  here  will  be  confined  to  the  44 
cases  falling  under  that  category. 

One  soon  learns  that  the  symptomatology 
appears  late  and  that  the  early  stages  of  the 
disease  are  insidious  and  go  unrecognized. 
It  is  primarily  for  these  reasons  that,  un- 
fortunately, the  doctor,  as  a rule,  is  not  sought 
until  the  disease  is  considerably  well  advanced. 
The  two  most  common  complaints  that  ap- 
peared in  over  70  per  cent  of  the  patients  in 
our  series  are  noticeable,  oftentimes  rapid  en- 
largement or  “swelling”  of  the  abdomen  and 
lower  abdominal  pain.  Depending  upon  the 
extent  and  nature  of  the  involvement,  such 
complaints  as  dyspnea,  nausea  and  vomiting, 
constipation,  backache,  anorexia,  a general 
feeling  of  fatigue  or  weakness,  loss  of  weight, 
and  to  a lesser  degree  vaginal  bleeding  may 
accompany  or  may  appear  independently  of 
the  two  aforementioned  commonest  com- 
plaints. 

No  age  is  exempt  of  the  disease.  The  ear- 
liest case  occurred  at  23;  the  oldest,  at  74 
years  of  age.  However,  from  Table  5 one 
notes  that  75  per  cent  of  the  cases  occurred 
between  the  ages  of  40  and  60.  Serous  cyst- 
adenocarcinoma  of  the  ovary  essentially  is  a 


TABLE  2. — Distribution  of  Cancer  of  the  Female 
Genital  Tract  According  to  Lesions 


Cases 

Per- 

centage 

Squamous-cell  carcinoma  of  the  cervix 

149 

42.45 

Adenocarcinoma  of  the  body  of  the 
uterus 

90 

25.64 

Serous  cystadenocarcinoma  of  the 
ovary 

44 

12.54 

Adenoma  malignum  of  the  endome- 
trium 

15 

4.28 

Adenocarcinoma  of  the  cervix 

7 

1.99 

Carcinoma  of  the  vulva 

7 

1.99 

Leiomyosarcoma  of  the  uterus 

7 

1.99 

Pseudomucinous  cystadenocarcinoma 
of  the  ovary 

6 

1.71 

Sarcoma  of  the  endometrium 

6 

1.71 

Carcinoma  of  the  urethra 

5 

1.43 

Teratoid  (embryonal)  adenocarcinoma 
of  the  ovary 

5 

1.43 

Carcinoma  of  the  vagina 

4 

1.14 

Granulosa-cell  carcinoma  of  the  ovary 

4 

1.14 

Adenocarcinoma  of  the  tube 

1 

0.28 

Squamous-cell  carcinoma  in  dermoid 
cyst  of  the  ovary 

1 

0.28 

351 

100.00 

TABLE  3. — Distribution  of  Cancer 

OF  THE 

Female 

Genital  Tract  According  to  Organs 

Organ 

Cases 

Percentage 

Cervix 

156 

44.44 

Body  of  the  uterus 

118 

33.62 

Ovary 

60 

17.10 

Vulva 

7 

1.99 

Urethra 

5 

1.43 

Vagina 

4 

1.14 

Tube 

1 

0.28 

351 

100.00 

TABLE  4 


Number  of  individual  patients  admitted 
to  the  Gynecological  Service  from 

Per- 

centage 

September  1,  1932,  to  January  1,  1940 
Clinic  of  incidence  of  ovarian  cysts  and 

7,009 

tumors 

Clinic  incidence  of  cancer  of  the  female 

1,164 

7,009 

16.60 

genital  tract 

351 

7,009 

5.00 

Clinic  incidence  of  cancer  of  the  ovary 

60 

7,009 

0.85 

TABLE  5. — Age  Incidence  in  Serous  Cystadeno 
carcinoma 


Decade 

Cases 

Percentage 

21-30 

1 

2.3 

31-40 

3 

6.8 

41-50 

15 

34.1 

51-60 

18 

40.9 

61-70 

6 

13.6 

71-80 

1 

2.3 

44 

100.0 

disease  of  middle  life  effecting  its  destruction 
in  those  two  decades  of  a woman’s  life  when 
she  is  undergoing  one  of  her  most  important 
biologic  transformations.  The  plea  that  is  so 
often  made  for  routine  physical  examination 
during  this  critical  period  is  not  repeated  in 
vain,  nor  can  it  be  too  emphatically  impressed 
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TABLE  6. — Serous  Cystadenocabcinoma,  44  Cases* 


Treatment 

Operation  (extirpative)  followed  by  x-ray  therapy 

Operation  (exploratory)  followed  by  x-ray  therapy 
X-ray  therapy  preceded  by  exploratory  and  followed  by 
operation  (extirpative) 

X-ray  therapy  preceded  by  paracentesis 
Operation  alone 


Cases 

Dead 

Average  Duration 
of  Life  in  Months 

Alive 

23 

18 

16 

5 ( 1 (7  yr.  and  5 mo.) 

7 

5 

9 

14  (averaging  11  mo.) 
2 (30  mo.  and  5 mo.) 

8 

7 

17 

1 (12  mo.) 

3 

3 

2 

0 

3 

3 

1 

0 

*There  were  8 cases  in  whom  x-ray  therapy  was  considered  inadequate. 


upon  the  physician  that  the  most  scrupulous 
pelvic  examination  must  always  be  recorded, 
irrespective  of  how  relevant  or  irrelevant  is 
the  rest  of  the  examination  and  history, 
particularly  her  menstrual  history.  The 
earliest  detection  and  investigation  of  pelvic 
masses,  especially  ovarian  masses  of  any  size, 
with  prompt  and  complete  excision  where 
indicated,  are  the  factors  that  will  bear  most 
fruit  if  we  are  to  improve  the  outcome  of  the 
patients  ultimately  succumbing  to  cancer  of 
the  ovary. 

All  but  3 of  the  44  cases  of  serous  cystade- 
nocarcinoma  underwent  some  form  of  lap- 
arotomy. On  29  occasions  generalized  car- 
cinomatosis was  noted  with  gross  evidence  of 
metastasis  to  the  omentum,  rectum,  colon, 
tubes,  uterus,  liver,  or  lungs  in  various  cases. 
It  is  obvious  that  such  hopeless  findings  in  so 
many  of  our  patients  must  have  accounted 
for  the  poor  results  that  will  be  considered 
later.  Fixed  and  adherent  unilateral  or 
bilateral  ovarian  masses  with  or  without  a 
ruptured  capsule  but  without  gross  evidence 
of  carcinomatosis  or  metastasis  were  observed 
in  9 cases.  A well-encapsulated  tumor  was 
found  free  in  the  abdomen  in  6 patients,  5 of 
whom  had  unilateral  tumors;  1,  bilateral. 
Abdominal  ascites  was  present  in  21  cases 
and  in  6 additional  ones  was  accompanied  by 
hydrothorax.  The  tumor  was  found  to  be 
unilateral  in  8 case§  (18.2  per  cent)  and  bi- 
lateral in  36  (81.8  per  cent). 

Treatment 

The  manner  in  which  our  patients  with 
serous  cystadenocarcinoma  were  treated  va- 
ried. As  indicated  in  Table  6,  a course  of  x- 
ray  therapy  was  combined  with  extirpative 
surgery  or  exploratory  laparotomy,  or  both, 
in  38  cases.  They,  as  well  as  their  results,  are 
separated  into  three  main  groups.  The  first 
group  includes  23  patients  in  whom  roentgen- 
ray  therapy  was  preceded  by  complete  or 
partial  surgical  removal  of  the  tumor  and 
pelvic  organs.  Eighteen  patients  in  this 
group  died  with  an  average  duration  of  life 
lasting  sixteen  months.  Survival  in  all  in- 


stances is  computed  from  the  time  treatment 
was  initiated.  Five  patients  are  alive:  1, 
seven  years  and  five  months,  and  the  remain- 
ing 4 average,  to  the  present  time,  eleven 
months’  survival.  The  second  group  consists 
of  7 patients  who  had  an  exploratory  lapa- 
rotomy followed  by  x-ray  irradiation.  A 
generous  biopsy  of  the  primary  tumor  or  of  a 
metastatic  nodule  was  obtained  in  each  case 
at  the  time  of  laparotomy.  Practically  all 
of  the  cases  in  this  group  were  inoperable. 
Five  are  dead,  with  an  average  survival  of  nine 
months,  whereas  2 are  still  living:  1,  thirty 
months;  the  other,  five  months.  The  third 
group  comprises  8 patients  whose  x-ray  ther- 
apy was  preceded  by  an  exploratory  lapa- 
rotomy and  then  followed  by  an  operation  in 
which  some  part  or  all  of  the  pelvic  organs 
and  the  tumor  were  removed.  Unquestion- 
ably, the  x-ray  rendered  operable  a good  part 
of  previously  inoperable  cases  in  this  group. 
Seven  of  them  have  died,  with  an  average 
duration  of  life  lasting  seventeen  months, 
and  1 is  still  living  twelve  months.  X-ray 
irradiation  was  given  to  3 hopelessly  inoper- 
able cases  subsequent  to  paracentesis,  2 of 
which  died  before  adequate  irradiation  could 
be  completed  and  the  other  dying  two  months 
after  adequate  dosage  was  administered. 
Finally,  there  were  3 patients  who  did  not 
survive  the  initial  surgical  procedure.  They 
succumbed  to  postoperative  complications — 
2 died  of  pneumonia  within  two  weeks  and 
1 died  of  pulmonary  embolism  a month  after 
the  operation.  They  may  be  regarded  as 
constituting  an  operative  mortality  of  6.8 
per  cent. 

X-ray  therapy  to  patients  with  cancer  is 
outlined  for  each  individual  patient,  and  it  is 
the  happy  and  close  cooperation  of  our  Radiol- 
ogy Department  that  makes  it  possible  to 
plan  for  the  patient’s  best  advantage.  The 
size  and  number  of  portals  and  the  total  dos- 
age that  is  administered  depend  upon  the  size 
and  condition  of  the  patient  and  the  extent 
of  the  involvement  of  the  disease  in  the  pel- 
vis and  the  abdomen.  In  general,  x-ray  ther- 
apy is  administered  to  patients  with  ovarian 
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cancer  as  follows:  four  to  six  portals  of  en try- 
varying  in  size  from  150  to  225  sq.  cm.  are 
employed;  200  r (in  air  without  backspatter) 
are  given  daily  to  each  of  two  portals,  and  the 
portals  are  rotated  in  order  until  each  one  has 
received  a total  of  from  1,800  to  2,400  r. 
The  accompanying  physical  factors  used  are 
200  kilovolts,  1.0  mm.  copper  plus  1.0  mm. 
aluminum  filtration  and  50  to  70  cm.  skin 
target  distance.  A total  dose  of  1,800  r,  or 
over,  per  portal  is  considered  adequate.  In 
our  series,  8 patients  received  inadequate 
treatment. 

The  current  belief  that  surgery  combined 
with  x-ray  irradiation  is  the  most  satisfactory 
and  beneficial  method  at  our  disposal  to  treat 
cancer  of  the  ovary  or  that  every  patient  oper- 
ated upon  for  ovarian  cancer  should  be  given 
postoperative  irradiation,  although  generally 
true,  is  much  too  inclusive  and  needs  to  be 
qualified.  The  fact  that  early  and  complete 
excision  of  any  type  of  tumor  by  surgical 
operation  continues  to  be  the  most  desirable 
path  to  follow  in  the  field  of  treatment  does 
not  require  elaboration.  Nor  can  it  be  denied 
that  roentgen-ray  therapy  with  its  associated 
improvement  of  technic  and  equipment  is  an 
indispensable  palliative  measure  and  does 
prolong  life.  However,  when  one  does  con- 
template the  use  of  x-ray  irradiation  with  sur- 
gery, it  would  appear  to  be  of  the  greatest 
importance  to  take  cognizance  of  the  type  or 
kind  of  tumor  of  the  ovary  that  is  being 
treated,  as  well  as  the  stage  of  its  progression 
and  involvement.  Much  is  yet  to  be  learned 
of  the  effect  of  x-rays  on  the  various  types  of 
ovarian  cancer.  If  we  consider  the  cases  of 
serous  cystadenocarcinoma  in  our  series,  the 
results  as  shown  in  Table  6 fail  to  reveal 
striking  advantages  in  the  three  main  groups 
already  referred  to.  True,  the  number  of 
cases  is  too  small  to  draw  any  final  conclusions 
and,  in  addition,  it  should  be  recalled  that  the 
greater  number  of  our  patients  did  not  ap- 
pear for  relief  and  treatment  before  the  disease 
was  well  advanced.  Nevertheless,  there  is 
substantial  positive  evidence  in  the  data  per- 
taining to  the  patients  who  have  died  of 
serous  cystadenocarcinoma  to  support  the 
following  inference.  While  one  considers  the 
fact  that  in  the  far-advanced  cases,  50  per 
cent  of  the  time,  the  element  of  pain  was  in- 
troduced as  frequently  as  it  was  relieved, 
that  over  40  per  cent  of  the  patients  more  than 
mildly  complained  of  some  of  the  adverse  ef- 
fects of  radiation  (diarrhea,  dysuria,  nausea, 
anemia),  that  abdominal  distention  from  as- 
cites made  its  reappearance  in  some  cases 


sooner  than  anticipated,  and  that  the  dura- 
tion of  life  was  only  slightly,  and  so  often 
only  painfully,  prolonged,  one  wonders  whether 
the  use  of  the  roentgen  ray  in  such  cases  really 
can  be  considered  palliative.  From  our  ex- 
perience one  has  to  infer  that  it  is  not. 

On  the  other  hand,  where  there  is  complete 
excision  of  a tumor  that  is  grossly  well  en- 
capsulated and  free  or  only  adherent  to  ad- 
jacent structures  without  evidence  of  metas- 
tasis, or  where  the  primary  ovarian  cancer  is 
completely  extirpated  with  total  or  partial 
removal  of  local  metastasis,  postoperative 
irradiation  is  of  the  greatest  value  and  com- 
fortably prolongs  the  patient’s  fife  for  a con- 
siderable period  of  time.  There  were  6 pa- 
tients in  our  series  who  had  presumably  well- 
encapsulated  serous  cystadenocarcinomas  ly- 
ing free  in  the  abdomen:  5 with  unilateral 
tumors  and  the  other  with  bilateral  ones. 
They  were  operated  upon,  the  tumors  and  the 
pelvic  organs  were  removed,  and  they  all  had 
adequate  postoperative  radiation.  Five  of 
these  patients  succumbed  as  a result  of  recur- 
rences, the  average  duration  of  fife  being 
three  years  and  three  months.  The  sixth 
patient  is  still  living  after  two  and  one-half 
years  without  evidence,  so  far,  of  any  recur- 
rence. 

That  postoperative  irradiation  proved  bene- 
ficial in  the  management  of  these  pa- 
tients, even  though  there  is  no  five-year  sur- 
vival among  them,  one  has  no  refutable  argu- 
ment to  advance,  since  our  series  lacks  the 
group  of  patients  that  would  run  parallel  for 
comparison — that  is,  patients  operated  upon 
under  the  same  conditions  but  not  subse- 
quently treated  by  x-rays.  There  are  statis- 
tical reports  representing  the  collected  and 
individual  experiences  of  other  clinics  which 
show  that  adequate  postoperative  x-ray  ir- 
radiation greatly  improves  the  outcome  of 
patients  treated  for  ovarian  cancer  when 
compared  to  those  simply  receiving  surgical 
treatment. 

Mortality 

Table  7 demonstrates  the  outcome  of  60 
cases  with  ovarian  cancer  according  to  years 
and  the  kind  of  tumor.  Not  enough  time 
has  elapsed  for  final  deductions,  but  it  is  ap- 
parent from  the  small  number  of  patients 
among  the  living  that  little  can  be  hoped  for 
by  way  of  improvement.  As  it  is,  the  mor- 
tality rate  for  the  entire  series  is  78.3  per  cent 
and,  if  the  year  1940  is  excluded  because  of 
its  recency,  it  rises  to  83.3  per  cent.  For 
serous  cystadenocarcinoma  the  mortality 
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TABLE  7* 


Serous 

Pseudomucinous 

Teratoid 

Squamous-Cell 

Cystadeno- 

Cystadeno- 

Adeno- 

Granulosa-Cell 

Carcinoma 

Year 

carcinoma . 

. carcinoma * 

carcinoma — > 

- Carcinoma . 

» in  Dermoid s 

No. 

Dead 

Alive 

No.  Dead 

Alive 

No. 

Dead  Alive 

No.  Dead 

Alive 

No.  Dead  Alive 

1932 

1 

1 

0 

1933 

4 

3 

It 

1934 

4 

4 

0 

1935 

7 

7 

0 

1 

1 

0 

1936 

2 

2 

0 

1 

1 0 

1937 

2 

2 

0 

2 1 

1 

2 

1 1 

1938 

6 

5 

1 

2 2 

0 

1 

1 

0 

1939 

7 

5 

2 

2 1 

1 

2 

2 0 

1 

1 

0 

1 0 1 

1940 

11 

7 

4 

1 

0 

1 

Totals 

44 

36 

8 

"6  4 

~2 

5 

4 T 

4 

3 

1 

r O'  r 

* All  60  cases — dead  47  or  78.3  per  cent;  alive  13  or  22.7  per  cent.  Serous  cystadenocarcinoma:  44  cases — dead 
36  or  81.8  per  cent;  alive  8 or  18.2  per  cent.  Excluding  the  year  cases  in  1940:  All  cases — dead  40  or  83.3  per  cent; 
alive  8 or  16.7  per  cent.  Serous  cystadenocarcinoma:  dead  27  or  87  per  cent;  alive  4 or  13  per  cent. 
tOnly  1 patient  a five-year  survival. 


TABLE  8. — Age  Incidence  in  the  13  Patients  with 
Histologically  Benign  (Papillary)  Serous  Cyst- 
adenoma 


Decade 

Cases 

Percentage 

21-30 

3 

23.1 

31-40 

5 

38.4 

41-50 

2 

15.4 

51-60 

0 

00.0 

61-70 

3 

23.1 

13 

100.0 

is  81.8  per  cent  and,  again  excluding  the  year 
1940,  it  rises  to  87  per  cent. 

Consideration  of  a Special  Group 
At  this  point  I should  like  to  consider  the  13 
patients  with  histologically  benign  papillary 
serous  cystadenoma.  This  group  displays  a 
more  encouraging  picture.  The  predominant 
complaints,  just  as  in  the  definite  cancer 
group,  were  enlargement  of  the  abdomen  (7 
cases)  and  pain  in  the  lower  part  of  the  abdo- 
men (5  cases).  A striking  difference  in  the 
history  of  these  patients  as  contrasted  to 
those  with  carcinoma  was  that  the  enlarge- 
ment and  distention  of  the  abdomen  occurred 
more  rapidly  or  within  a shorter  period  of 
time — respectively,  two  to  four  months  as 
compared  to  one  to  two  years.  Laparotomies 
were  performed  on  all  patients,  and  in  every 
case  complete  removal  of  the  primary  tumor 
was  possible.  The  tumor  was  unilateral  in 
3 cases  (23.1  per  cent)  and  bilateral  in  10 
cases  (76.9  per  cent).  Bilateral  ovarian 
tumors  with  the  uterus  were  removed  in  8 
patients;  without  the  uterus,  in  2 of  them. 
Extirpation  of  a unilateral  tumor  alone  was 
effected  twice  on  the  left  side  and  once  on  the 
right.  A ruptured  capsule,  with  papillary 
growths  breaking  through  the  surface,  was 
found  in  9 cases;  adhesions  to  adjacent  struc- 
tures, in  8;  ascites,  in  4;  and  peritoneal  im- 
plants, in  2.  In  4 patients,  a well-encapsu- 
lated tumor  was  found  free  in  the  abdomen. 
Adequate  postoperative  x-ray  irradiation 


was  administered  to  9 patients.  Four  cases 
had  no  x-ray  therapy,  3 because  of  their  com- 
paratively old  age  (65,  66,  and  67  years)  and 
1 because  she  was  thought  to  be  too  young 
(aged  29  years).  One  finds  a 30  per  cent  five- 
year  survival  in  this  group.  Of  the  greatest 
importance  is  the  fact  that  these  patients  are 
as  closely  followed  as  the  cancer  patients  and 
that  up  to  date  they  are  all  alive  and  in  good 
condition,  with  negative  pelvic  findings  as 
well  as  without  evidence  of  recurrence.  An 
interesting  observation  is  found  in  Table  8 
demonstrating  the  age  incidence.  Here,  the 
majority  of  cases,  61.5  per  cent,  has  shifted  to 
the  two  earlier  decades  when  contrasted  to 
the  period  between  40  and  60  years  of  age  in 
the  cancer  group. 

It  was  stated  previously  that  inasmuch  as 
these  were  considered  histologically  benign 
cases  of  papillary  serous  cystadenoma  it  was 
not  deemed  justifiable  to  include  them  in  the 
malignant  group,  even  though  about  70  per 
cent  had  clinical  evidences  that  could  be  in- 
terpreted grossly  as  characteristic  of  car- 
cinoma. The  timidity  of  the  pathologist 
and  clinician  to  assume  the  responsibility 
that  the  lesion  was  entirely  benign  clinically 
as  well  as  histologically  often  prompted  the 
recommendation  for  postoperative  x-ray  ir- 
radiation as  though  it  were  malignant. 

This  group  of  patients  will  indeed  prove  to 
be  the  most  interesting  to  follow,  for  only 
time  will  disclose  the  accuracy  of  the  histo- 
logic interpretation  and  of  the  good  prognosis 
that  has  been  associated  with  the  patient. 

Histopathology 

A separate  discussion  of  the  histopathology 
of  the  various  types  of  ovarian  cancer  con- 
sidered is  not  permissible  within  the  scope  of 
this  paper.  However,  special  attention  is 
directed  to  a consideration  of  the  papillary 
serous  cystadenoma  because  of  its  predomi- 
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nance  in  the  cancer  group  and  because  of  the 
implications  it  carries  in  the  special  group 
where  it  has  been  interpreted  as  histologically 
benign. 

That  the  histologic  distinction  between  a 
benign  and  cancerous  ovarian  cystadenoma, 
especially  the  papillary  type,  is  not  infre- 
quently difficult  is  universally  admitted. 
In  general,  extremely  few  errors  in  diagnosis 
are  made  in  the  interpretation  of  the  well- 
recognized  morphologic  patterns  that  char- 
acterize the  unequivocal  histologically  be- 
nign and  malignant  papillary  serous  cystade- 
noma.  Nevertheless,  it  seems  obvious  that 
more  effort  should  be  invested  in  an  intensive 
study  of  the  histologic  variations  of  this  type 
of  tumor,  particularly  the  more  complex 
variations  of  the  apparently  benign  type  that 
is  so  frequently  designated  as  “potentially 
malignant”  or  “of  low-grade  malignancy.” 
Moreover,  a correlation  of  the  microscopic 
evaluation  should  always  be  made  with  the 
pathologic  anatomy  found  at  the  time  of 
operation  and  with  the  clinical  course  of  the 
patient.  Whether  a papillary  serous  cyst- 
adenoma  of  the  ovary  is  small  or  large,  uni- 
lateral or  bilateral;  whether  the  capsule  is  in- 
tact or  has  been  penetrated;  whether  or  not 
there  is  dissemination  of  the  growth  by  meta- 
static implants  to  the  surface  of  the  pelvic 
organs  and  of  the  peritoneal  cavity;  whether 
there  is  ascites  or  not — these  are  all  important 
factors  that  must  be  considered  and  properly 
weighed,  but  they  do  not  ultimately  deter- 
mine whether  the  neoplasm  is  benign  or 
not. 

In  the  final  analysis,  for  the  greater  majority 
of  cases,  it  is  the  correct  interpretation  of  the 
histologic  picture  which  will  correspond  to  the 
outcome  of  the  disease.  What  one  sees  under 
the  microscope,  and  the  exact  interpretation 
of  it,  is  still  the  most  valuable  criterion  upon 
which  prognosis  and  subsequent  treatment 
should  be  based.  Indeed,  the  best  trained 
pathologist  and  clinician  is  misled  occasionally 
and  learns  that  what  was  thought  to  be  a be- 
nign process  eventually  turned  out  to  be 
malignant.  But  the  error  in  this  direction  is 
negligible  when  one  considers  how  often  a 
benign  process  is  diagnosed  carcinoma  or  sar- 
coma and  how  such  a misinterpretation  so 
often  vitiates  the  “better”  results  reported 
in  the  treatment  of  cancer  of  the  ovary. 
Likewise,  the  same  misinterpretation  credits 
the  beneficial  palliative  effect  of  x-ray  ther- 
apy with  more  than  it  deserves. 

The  morphologic  pattern  of  the  benign 
papillary  serous  cystadenoma  in  its  simplest 


form  is  reduced  to  broad  and  short  connec- 
tive tissue  stalks  lined  by  a single  layer  of 
cuboidal  or  low  columnar  epithelial  cells 
many  of  which  are  ciliated.  The  nuclei  are 
uniformly  ovoid  and  mitosis  is  never  seen. 
Invaginations  into  the  connective  tissue  form 
simple  cystic  spaces  and  glands  lined  by  the 
same  epithelium. 

With  growth  and  proliferation  the  papillary 
processes  elaborate  into  longer  and  finer  con- 
nective tissue  stalks  continuing  to  support, 
for  the  most  part,  a regular  and  single  layer 
of  serous  epithelium.  Parallel  to  the  papil- 
lary development,  the  glandular  elements 
become  more  numerous  so  that  the  structure 
appears  more  cystic  with  a reduction  and  dis- 
placement of  the  connective  tissue.  Yet, 
any  actual  invasion  or  break  in  the  continuity 
of  the  basement  membrane  supporting  the 
epithelium  is  not  to  be  seen. 

The  branching  becomes  more  complex 
and  develops  into  a luxuriant  papillary 
growth  in  which  the  broader,  as  well  as  the 
thinner,  supporting  stalks  may  be  lined  by  a 
double  or  triple  layer  of  epithelium  instead 
of  a regular  single  layer.  Absence  of  mitotic 
figures  is  still  noted  and,  whereas  the  cells  in 
the  stratified  areas  may  appear  a little  com- 
pressed and  spindle-shaped  with  a more 
elongated  nucleus,  cellular  and  nuclear  poly- 
morphism is  not  so  definite  that  one  can 
promptly  classify  it  as  malignant.  It  is  fair 
to  assume,  as  Brakemann2  points  out,  that 
the  capacity  of  the  tumor  to  grow  more 
rapidly  at  this  stage  accounts  for  its  breaking 
through  the  capsule  and  for  its  tendency  to 
form  implantation  metastases. 

Beyond  this  point  a few  mitotic  figures 
make  their  appearance,  and  definite  changes 
in  the  form  of  the  cells  and  the  nuclei  are  es- 
tablished so  that  the  transition  may  be  reached 
and  a papillary  serous  cystadenocarcinoma 
may  develop.  Where  one  is  to  draw  the  line 
between  a benign  process  and  early  malig- 
nancy is  still  difficult,  but  it  is  felt  that  if 
more  effort  is  expended  in  attempting  to 
make  as  correct  an  interpretation  of  the  his- 
tologic findings  as  possible  it  will  enable  one 
to  understand  to  a better  advantage  the 
clinical  course  and  outcome  of  the  dis- 
ease. 

No  attempt  has  been  made  to  classify  the 
serous  cystadenocarcinomas  into  papillary, 
semicystic,  solid,  medullary,  or  scirrhous, 
since  it  is  presumed  that  they  have  a common 
origin  and  represent  various  forms  and  stages 
in  development  of  the  same  process. 
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Conclusion  and  Summary 

The  evaluation  of  our  experience  with 
cancer  of  the  ovary  is  revealing  in  several 
interesting  ways.  Undertaken  as  a pre- 
liminary study  it  has  proved  of  some  value  in 
provoking  points  for  further  discussion  and 
serious  thought.  Most  striking  is  the  fact 
that  the  outcome  of  our  patients  has  been 
extremely  poor  and  that  a way  must  be  sought 
to  improve  our  end  results. 

The  determination  of  the  incidence  of 
ovarian  cancer,  its  ratio  to  benign  primary 
neoplasms  of  the  ovary,  and  other  related 
comparisons  and  percentages  as  calculated 
for  this  clinic  are  only  of  comparative  value 
but  do  serve  the  purpose  of  substituting  fact 
for  impression  for  those  who  are  statistically 
inquisitive.  Sixty  cases  of  ovarian  cancer 
were  reviewed  and  since  73.3  per  cent  or 
nearly  three-fourths  were  diagnosed  as  serous 
cystadenocarcinoma,  most  of  the  analysis 
was  confined  to  the  44  cases  included  under 
that  category. 

A summary  of  the  clinical  data  reveals 
that  the  symptomatology,  age  incidence,  and 
physical  and  pathologic  findings  generally 
conform  to  the  observations  that  have  been 
repeatedly  made.  Until  some  clue  or  sign 
that  will  disclose  the  early  development  of 
ovarian  cancer  can  be  made  available,  it  is 
urged  that  women  between  40  and  60  years 
of  age  submit  themselves  periodically  to 
routine  pelvic  examination.  One  is  aware 
that  this  plea  is  repeatedly  made,  but  it  al- 
ways bears  emphasis  and  the  present  study 
indicates,  just  as  others  in  the  past  have, 
that  the  investigation  of  pelvic  pathology  in 
its  earliest  stages  is  the  most  important  factor 
that  will  contribute  to  the  improvement  of 
the  outcome  of  cancer,  especially  ovarian 
cancer. 

The  results  in  treatment,  though  disappoint- 
ing, are  not  surprising  when  it  is  learned  that 
most  of  the  patients  presented  themselves  in 
the  more  advanced  stages  of  the  disease. 
Surgical  operation  with  early  diagnosis  and 
complete  extirpation,  or  with  the  removal  of 
the  primary  tumor  and  as  much  of  the  local 
metastasis  as  possible,  combined  with  ade- 
quate postoperative  x-ray  irradiation,  is  the 
most  hopeful  procedure  at  our  disposal  in  the 
management  of  patients  with  cancer  of  the 
ovary.  Although  the  palliative  effect  of  x- 
ray  irradiation  is  appreciated  and  its  use  gener- 
ally recognized  as  indispensable,  from  our  ex- 
perience in  the  inoperable  cases  and  certain 
far-advanced  cases  of  serous  cystadenocar- 


cinoma it  is  concluded  that  x-ray  therapy 
has  little,  if  any,  beneficial  remedial  effect. 
Not  only  the  stage  of  involvement  of  the  dis- 
ease should  be  considered  when  the  adminis- 
tration of  roentgen-ray  therapy  is  contem- 
plated but  also  the  type  or  kind  of  ovarian 
tumor.  Our  knowledge  of  the  consequences 
of  x-ray  upon  the  various  types  and  kind  of 
ovarian  tumors  is  incomplete. 

The  mortality  rate  is  high — 78.3  per  cent 
for  all  the  cases  and  81.8  per  cent  for  serous 
cystadenocarcinoma.  If  the  year  1940  is 
excluded  because  of  its  recency,  the  rates  rise 
to  83.3  and  87  per  cent,  respectively.  In- 
deed, the  computation  of  these  percentages 
covers  a short  and  most  recent  period  of  time 
but,  with  only  a single  patient  among  them 
a five-year  survival,  there  is  little  to  expect 
by  way  of  improving  the  outcome  of  the  pa- 
tients in  this  series  when  it  will  be  reconsidered 
five  years  hence. 

The  group  of  patients  that  will  be  followed 
with  the  greatest  interest  is  the  one  of  13  pa- 
tients who  are  considered  to  have  histologi- 
cally benign  papillary  serous  cystadenoma. 
They  are  a special  group  inasmuch  as  the 
diagnosis  was  qualified  and  most  of  them 
were  treated  as  though  the  lesion  were  cancer. 
Still  it  did  not  appear  justifiable  to  include 
them  in  the  definite  cancer  group,  inasmuch 
as  it  is  believed  that  such  cases  just  now  would 
vitiate  the  results.  Only  the  passing  of  time 
with  periodic  review  of  the  tumors'  histology 
and  vigilant  follow-up  of  the  patients'  clinical 
course  will  bring  forth  a sound  evaluation  of 
the  true  nature  of  their  activity. 

A discussion  of  the  histopathology  places 
emphasis  on  the  thought  that  a correct  inter- 
pretation of  the  histologic  findings  is  the  best 
criterion  upon  which  to  base  the  clinical 
course  and  outcome  of  the  patient.  No 
difficulty  is  encountered  by  the  pathologist 
in  diagnosing  the  unequivocally  benign  and 
malignant  tissues.  However,  particularly  in 
the  papillary  serous  cystadenoma,  a better 
understanding  of  the  transition  stages  is  en- 
couraged, since  a greater  number  of  the  more 
complex  variations  of  the  relatively  benign 
type  is  often  diagnosed  malignant.  Misin- 
terpretation in  the  opposite  direction  is  less 
frequent. 

In  closing,  it  is  appropriate  to  say  that  as 
we  confront  the  problem  of  cancer  one  finds 
eternal  optimism  reigning  over  an  undercur- 
rent of  pessimism.  “The  facts  are  here;  a 
medical  Newton  must  come  and  arrange  them 
for  us,"  and  to  quote  Leitch:3  “A  future 
generation,  knowing  surely  the  cause  of  can- 
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cer,  will  have  no  patience  with  our  flounder- 
ings,  or  guesses,  and  our  continued  argu- 
ments.” Let  us  hope  that  that  Newton  or 
that  generation  is  soon  forthcoming. 
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Discussion 

Dr.  Ward  L.  Ekas,  Rochester , New  York — 
It  has  been  a great  pleasure  to  hear  the  interest- 
ing paper  presented  by  Dr.  Marchetti.  A study 
of  the  69  cases  of  ovarian  cancer  occurring  in  our 
clinic  revealed  essentially  the  same  results  as 
you  have  just  heard. 

The  symptoms  of  this  dreaded  disease  appear 
late  and  are  insidious  in  their  appearance.  There 
are  no  symptoms  in  the  early  stages  of  this  dis- 
ease, and  it  is  not  unusual  to  see  a patient  late 
in  the  disease  who  has  had  symptoms  for  no 
longer  than  two  to  four  weeks.  Indeed,  40  per 
cent  of  our  cases  gave  a history  of  symptoms  for 
a period  less  than  four  months.  Gastrointestinal 
symptoms  occur  as  early  as  any;  they  are  in 
many  forms,  such  as  nausea  and  vomiting, 
flatulence,  distention,  sense  of  fullness,  and  par- 
ticularly constipation,  which  is  seen  in  a rather 
large  percentage.  The  constipation  is  usually 
described  as  an  increasing  constipation.  Pain 
occurred  in  over  half  of  the  cases  and  varied 
from  an  uncomfortable  heavy  sensation  to  sharp 
and  knifelike.  Vaginal  bleeding  is  not  too  com- 
monly seen  but  does  occur  in  a certain  percent- 
age of  the  cases.  Since  many  of  the  patients  are 
past  the  menopause,  it  is  significant,  when  it 
does  occur,  in  warning  the  patient  that  all  is 
not  well.  At  times,  the  patient  discovers  a 
tumor  mass  in  the  lower  part  of  the  abdomen. 
Grouping  the  symptoms,  one  can  say  that  many 
of  them  are  those  of  malignancy  in  its  last  stages. 
Ascites  occurs  frequently. 

In  our  group  of  cases,  29  were  carcinoma;  31, 
malignant  papillary  cystadenoma;  5,  adeno- 
carcinoma; 3,  embryonal  or  of  the  mixed  cell 
type;  and  1,  a malignant  pseudomucinous  cyst. 
Thirty-eight  of  the  cases  had  operative  removal 
of  the  tumor,  and  in  20  more  cases  an  exploratory 
laparotomy  or  paracentesis  was  done. 

In  the  treatment  it  would  seem  that  preopera- 
tive x-ray  is  rarely  indicated,  for  it  seems  better 
to  make  a diagnosis  before  resorting  to  x-ray 
therapy  unless  it  is  a hopeless  case.  Operative 
removal,  of  course,  is  to  be  done  in  all  cases  in 
which  it  is  possible.  Paracentesis  may  be  neces- 


sary in  not  a few  cases  before  laparotomy,  and 
in  some  of  the  cases  malignant  cells  may  be  found 
in  the  fluid. 

Subsequent  x-ray  therapy  should  be  given,  al- 
though the  results  have  been  anything  but 
encouraging.  It  was  used  in  only  twenty-four  of 
our  cases.  Since  the  depth  dose  is  the  important 
factor,  we  use  a 70-cm.  skin  target  distance  and 
a 220-kilovolt  peak.  A filter  of  0.5  mm.  of  cop- 
per and  1.0  mm.  of  aluminum  is  used.  Six 
portals  are  used,  giving  two  per  day  of  150  to 
225  sq.  cm.  The  dose  per  portal  is  1,600  r in 
air.  The  patients  are  measured  anterior- 
posteriorly  and  laterally  so  as  to  try  to  arrive  at 
a depth  dose  in  the  parametrial  region,  estimated 
at  perhaps  2,000  to  3,000  r. 

There  have  been  4 five-year  cures  in  our 
series.  Two  cases  had  tumors  of  the  solid  mixed 
cell  type;  1,  carcinoma  in  a ruptured  cyst; 
a fourth,  a malignant  papillary  cystadenoma.  A 
fifth  patient,  who  had  carcinoma,  is  alive  and 
apparently  well  after  four  and  one-half  years. 
Most  of  the  patients  were  dead  within  a year 
after  being  first  seen. 

One  of  the  objectives  noted  was  to  secure,  if 
possible,  a better  approach  to  the  problem  of  the 
future.  This  to  my  mind  may  be  done  in  two 
ways.  First,  women  must  be  educated  to  the 
need  of  a periodic  health  examination.  With  the 
cancer  teaching  they  are  already  becoming 
more  and  more  cancer  conscious  and  are  coming 
to  the  doctor  for  more  routine  examinations. 
Already  in  our  clinic  a limited  well-woman 
clinic  has  been  started  for  the  purpose  of  semi- 
annual breast  and  pelvic  examinations. 

The  second  way  is  to  emphasize  to  the  medical 
student  during  his  school  years  the  need  of  a 
routine  pelvic  examination.  This  means  re- 
peated and  frequent  pelvic  examinations  under 
supervision  and  description  of  the  findings.  It 
is  our  practice  in  teaching  to  do  just  this  thing 
so  that  our  graduates  may  feel  a fair  degree  of 
confidence  in  interpreting  a pelvic  examination. 

Furthermore,  every  doctor  should  be  taught 
to  consider  a pelvic  examination  as  important 
a part  of  a physical  examination  as  the  heart  or 
lungs.  Such  an  examination  should  include  the 
use  of  a vaginal  speculum  to  view  the  cervix. 
Particularly  those  patients  over  30  years  of  age 
should  be  examined.  Every  sizable  ovarian 
tumor  should  be  removed  and  the  small  ones 
watched;  if  they  do  not  disappear  in  a short 
time,  they,  too,  should  be  removed.  While 
some  small  benign  cysts  may  be  removed,  the 
more  important  potentially  malignant  or  malig- 
nant ones  will  be  removed. 


A THOUGHT 

It  would  be  tragic  if  people  had  to  wait  as 
long  for  the  doctor  to  come  as  he  waits  for  his 
money.  — St.  Louis  Star-Times 


GOOD  NEWS 

Receptionist — “The  doctor  is  at  liberty  now.” 
Patient — “Well,  well.  I didn’t  even  know  he 
was  in  jail.”  — Selected 


FOLLOW-UP  STUDY  OF  ARTHRITIC  PATIENTS  TREATED  WITH 
ACTIVATED  VAPORIZED  STEROL 

R.  Garfield  Snyder,  M.D.,  F.A.C.P.,  and  Willard  H.  Squires,  M.D.,  F.A.C.P., 
New  York  City 


THE  progress  of  a one-year  follow-up  of  the 
original  23  cases  of  arthritis  treated  with 
Ertron  and  described  in  the  New  York  State 
Journal  of  Medicine 1 will  be  reported  briefly 
at  this  time.  Although  an  extensive  study 
on  a group  of  100  patients  is  now  being  con- 
ducted in  our  clinic,  it  is  considered  important 
at  this  time  to  record  the  roentgenologic  and 
laboratory  results,  as  well  as  the  clinical  prog- 
ress observed  during  the  past  twelve  months, 
in  the  original  series  of  cases. 

A detailed  discussion  of  these  cases  ap- 
peared in  the  previous  report,1  and  the  reader 
is  referred  to  the  original  table  on  page  710 
of  the  May,  1940,  issue  of  the  Journal. 
Data  obtained  during  the  past  year  is 
tabulated  in  the  same  manner  and  listed 
under  the  same  case  numbers  as  in  the  original 
report  so  as  to  show  a complete  record  of  each 
patient  covering  a period  of  from  two  to  four 
years  (Chart  1). 

In  the  follow-up  study  of  these  patients  the 
following  factors  received  special  attention: 
(1)  toxicity,  (2)  blood  changes,  (3)  weight, 
(4)  radiographic  studies,  (5)  results  obtained 
in  23  cases  of  arthritis  treated  with  activated 
vaporized  sterol  for  a three-year  period,  and 
(6)  permanence  of  improvement.  A sum- 
mary of  each  of  these  findings  is  presented  in 
the  following  conclusions. 

Clinical  Findings 

(1)  Lack  of  Toxicity. — The  minor  and  in- 
frequent toxic  reactions  to  Ertron  exhibited 
by  the  patients  in  this  study  were  in  sharp 
contrast  to  the  more  serious  and  frequent 
toxic  reactions  reported  by  Bauers  and  his 
associates2  when  they  used  large  doses  of 
vitamin  D produced  by  ultraviolet  irradia- 
tion of  ergosterol  under  the  Wisconsin  pat- 
ent. 

The  occasional  signs  of  intolerance  that 
have  followed  the  use  of  Ertron  have  all  been 
temporary.  These  disturbances  included  nau- 
sea, vomiting,  moderate  diarrhea,  and  fre- 
quency of  urination.  To  protect  the  pa- 
tients against  these  gastric  symptoms  they 
were  instructed  to  take  Ertron  with  a glass  of 
milk.  When  a slight  nausea  developed  it 


usually  yielded  to  either  rhubarb  and  soda  or 
sodium  bicarbonate.  The  most  severe  com- 
plications resulting  from  the  use  of  Ertron 
disappeared  within  a week  or  ten  days  after 
withdrawal  of  the  drug. 

The  appearance  of  gastric  distress  was  not 
found  to  be  consistent  with  any  increase  of 
the  blood  calcium  as  has  been  claimed  by 
others.  In  fact,  some  of  the  cases  in  which 
there  was  a temporary  elevation  of  blood 
calcium  showed  no  signs  of  intolerance,  while 
those  who  did  have  digestive  upsets  had  nor- 
mal blood  calcium  values. 

(2)  Blood  Calcium  Changes. — There  is  no 
consistent  change  in  the  blood  calcium — 
some  cases  showing  a fall,  some  a rise,  and 
others  no  change.  It  is  interesting  to  note 
that  Case  No.  4,  who  has  taken  8 capsules 
daily  for  four  years,  still  has  a blood  calcium 
of  10.6  mg.  We  consider  from  10.0  to  11.5 
mg.  per  hundred  cubic  centimeters  as  being 
normal.  In  this  connection,  one  of  us 
(R.  G.  S.)  recently  encountered  a blood  cal- 
cium of  16  in  a perfectly  normal  woman  suf- 
fering from  a mild  attack  of  osteoarthritis  of 
the  knee  whose  previous  medication  had  been 
salicylates. 

Blood  sedimentation  rate:  The  sedimenta- 
tion rate  has  not  been  of  much  value  in  indi- 
cating the  progress  of  these  cases.  In  some 
with  the  greatest  clinical  improvement  the 
sedimentation  rate  remained  unchanged  or 
has  even  increased.  In  other  cases  with  the 
sedimentation  rate  approaching  the  normal, 
the  patient’s  degree  of  improvement  has  been 
slight.  Other  data  on  blood  chemistry  and 
blood  counts  reveal  no  consistent  changes 
that  can  be  correlated  with  the  progress  of  the 
disease. 

(8)  Weight. — Most  of  the  cases  showed 
an  increase  in  weight.  This  is  probably  due 
to  some  quality  in  the  Ertron  which  in  mas- 
sive doses  makes  optimum  nutrition  possible, 
especially  in  the  undernourished  rheumatoid 
type  of  arthritis.  There  are  several  research 
projects  in  large  universities  attempting  to 
explain  this  question  at  the  present  time. 
Just  how  Ertron  acts  we  do  not  know,  but 
one  point  is  obvious  from  the  clinical  findings : 
It  does  seem  to  act  as  a powerful  “tonic.” 
One  of  the  early  signs  of  Ertron  administra- 
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CHART  1 


Follow- 

Up 

Blood 

Chem- 

istry 

Case  Follow-Up  Cal-  Phos- 
No.  X-Rays*  cium  phorus 
1 No  further  10  2.27 

change.  More 
flexion,  con- 
traction 


2 Patient  moved  to  Washington. 


Follow- 

SedT- 

menta-  Present  Present 

tion  Joint  Physical 

Rate  Condition  States 

2 Still  further  dim-  Able  to  do  all  her 
inution  of  housework 
swelling  and 
pain.  Increased 
functional  ac- 
tivity 

Dropped  from  clinical  roll 


3 Suggestion  of  9.6  3.25 

early  ankylosis 
of  wrists 


50  Disappearance  of  Able  to  do  house- 
pain  and  soft  work,  includ- 

tissue  swelling  ing  washing 


4 


5 


7 


8 


9 


10 

11 


12 


13 


14 


15 


Original  films 

show  marked 
destructive 
changes  in 
hands  and 
wrists.  Follow- 
up films  iden- 
tical 

10.6 

2.56 

25 

Disappearance  of 
pain  and  stiff- 
ness 

Full  time  em- 
ployment. 
Drives  delivery 
truck 

Further  destruc- 
tion of  distal 
interphalangeal 
joints 

10 

3.03 

10 

Unchanged 

Difficult  to  eval- 
uate as  patient 
refused  to  co- 
operate 

No  further 
changes  in 
films 

9.4 

2.61 

36 

Unchanged 

Difficult  to  eval- 
uate as  patient 
refused  to  co- 
operate 

Normal  function 
of  all  joints 

No  further 
changes  in 
films 

9.5 

3.09 

10 

No  pain  or  swell- 
ing 

No  further 
changes  in 
films 

10.3 

2.94 

18 

Normal 

Does  all  own 
housework 

Decreased  bone 
density.  Dimi- 
nution of  soft 
tissue  swelling 

11 

3.09 

17 

Occasional  stiff- 
ness. No  pain 

No  pain.  Finish- 
ing high  school 

No  further 
changes  in 
films 

9 

2.45 

12 

Less  stiffness 

No  limitation  of 
activity 

No  further 
changes  in 
films 

13.8 

2.56 

6 

Marked  diminu- 
tion of  pain, 
stiffness,  and 
swelling 

Normal  func- 

tional Activity 

No  bone  changes. 
Less  soft  tissue 
swelling 

8.6 

3.85 

94 

Less  pain  and 
swelling 

Improved  func- 
tional activity. 
Able  to  play 
golf  last  sum- 
mer 

Calcareous  de- 
posits in  soft 
tissues  in  fin- 
gers 

12.3 

4.69 

138 

Unchanged 

Less  anemic.  Per- 
forms all  house- 
hold duties 

Patient  working  and  unable  to  at- 
tend Clinic  for  follow-up  x-rays 
and  blood  studies.  Sent  letter  an- 
swering our  questions 

Less  swelling 

Able  to  work 

No  further 
changes  in 
films 

10.6 

3.85 

27 

Less  swelling 

Very  active.  Free 
from  pain. 
Plays  all  chil- 
dren’s games 

16  Less  soft  tissue  10.5  2.75 

swelling.  Lime 
content  of 
bones  higher 


18  Absence  of  pain, 
stiffness,  and 
swelling.  Ap- 
pears normal 


No  limitation  of 
motion.  Per- 
forms all  house- 
hold duties 


17  Osteoporosis  and  10.5  2.36 
rarefaction 
seen  May  5, 

1939,  not  pres- 
ent on  Decem- 
ber 11,  1940 


9 Absence  of  pain, 
stiffness,  and 
swelling.  Ap- 
pears normal 


No  limitation  of 
motion.  Per- 
forms all  house- 
hold duties 


[Continued  on  page  2334] 
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Remarks 

No  medication  in 
seven  months,  then 
recurrent  pains 
which  disappeared 
with  resumption  of 
medication 


Had  three  relapses 
which  were  trace- 
able to  emotional 
stress  due  to  illness 
in  family.  All  symp- 
toms disappeared 
each  time  with  con- 
tinuation of  Ertron 
therapy 

On  Ertron  three  years 
with  maximum  dose 
of  8 capsules  daily. 
No  elevation  of 
blood  calcium 


Uncooperative.  Med- 
ication stopped.  Pa- 
tient refused  to  at- 
tend • Clinic  regu- 
larly 

Absent  from  Clinic 
four  to  five  months 
at  a time 

No  medication  in  one 
year.  Patient  free 
from  rheumatic 
pains 

No  medication  in 
eight  months.  Free 
from  all  rheumatic 
symptoms 

No  medication  in  one 
year.  Normal  ap- 
pearance and  func- 
tional activity 

Still  under  medication 
and  continues  to 
improve 

No  medication  in  past 
six  months 


Blood  calcium  lower 
despite  large  doses 
of  Ertron 


Sedimentation  rate 
remains  high 


States  appetite  is 
good.  General  im- 
provement without 
medication  in  eight 
months 

Patient  weighs  only 
48  pounds  due  prob- 
ably to  faulty  diet 
and  to  great  amount 
of  activity.  Has 
taken  6 capsules  of 
Ertron  daily  yet 
blood  calcium  shows 
a fall 

Normal  appearance 
and  normal  activity 
in  spite  of  no  medi- 
cation in  two 

months 

Normal  appearance 
and  normal  activity 
in  spite  of  no  medi- 
cation in  four 

months 


Results 

Good 


Eliminated 
from  this 
study 

Slight  im- 
prove- 
ment 


Excellent 


Eliminated 
from  this 
study 


Eliminated 
from  this 
study 

Excellent 


Excellent 


Excellent 


Good 


Good 


Slight  im- 
prove- 
ment 


Slight  im- 
prove- 
ment 

Good 


Excellent 


Good 


Excellent 
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CHART  1 ( Continued ) 


Follow- 

UP,  Follow- 

Blood  Up 

Chem-  Sedi_ 

istry  menta-  Present 

Case  Follow-Up  Cal-  Phos-  tion  Joint 

No.  X-Rays*  cium  phorus  Rate  Condition 

18  Patient  unable  to  attend  Clinic  for  No  pain  or  swell- 
follow-up  x-rays  and  blood  studies.  ing.  Occasional 
Sent  letter  answering  our  ques-  cramps  in 
tions  fingers 


19  Patient  working  and  unable  to  at- 

tend Clinic  for  follow-up  x-rays 
and  blood  studies.  Sent  letter 
answering  our  questions 

20  No  further  10.0  3.43  38 

changes  in 
films 


Less  pain  and 
swelling.  Joints 
swell  when 
weather 
changes 
Unchanged 


Present 

Physical 

Status 

Improvement  in 
systemic  con- 
dition. In- 
creased func- 
tional activity 
Able  to  work 


Some  pain  in 
shoulders  and 
right  ankle 


21  No  further  10.5  2.10  14  No  change  No  change 

changes  in 
films 


22  No  further 

changes  in 
films 

23  No  previous  x- 

rays  for  com- 
parison 


9.2 

2.36 

18 

13.8 

4.38 

145 

Less  swelling. 
Much  more 
motion 
Unchanged 


Able  to  dance 


Becoming  weaker. 
No  improve- 
ment, probably 
due  to  some 
other  systemic 
condition.  Age 
of  patient  is  62 


Remarks 

Varicose  ulcer  pre- 
vents the  patient 
from  working  at 
the  present  time 

Improved  functional 
activity.  Carrying 
on  normal  regular 
routine  in  spite  of 
no  medication 

Patient  shows  slight 
improvement  only. 
Able  to  work  but 
has  some  pain 

Very  emotional  and 
has  preconceived 
ideas  about  what 
various  forms  of 
therapy  will  do. 
Discontinued  Er- 
tron 

Has  gained  30  pounds 
while  on  this  ther- 
apy 

This  case  developed  a 
severe  anemia  and 
study  is  being  con- 
ducted to  ascertain 
its  cause.  An  un- 
discovered malig- 
nancy is  suspected 


Results 
Slight  im- 
prove- 
ment 


Good 


Slight  im- 

prove- 

ment 

Failure 


Excellent 


Failure 


* Due  to  lack  of  foresight  on  our  part  we  did  not  take  the  precaution  of  using  absolutely  the  same  technic  in  all  our 
cases  in  the  first  series,  but  the  results  must  be  fairly  accurate  since  all  the  plates  were  taken  by  the  same  technicians 
and  interpreted  by  the  same  radiologist.  The  notes  on  the  follow-up  of  the  x-rays  are  a short  abbreviation  by  us  of 
the  reports  of  the  radiologist. 


tion  is  a markedly  improved  sense  of  well- 
being and  a definite  improvement  in  nutrition. 

U)  Radiographic  Studies  of  the  Bones  and 
Joints. — In  our  experience  the  x-ray  studies 
of  the  bones  and  joints  are  of  no  definite 
value  in  determining  the  clinical  progress  of 
the  disease.  Even  over  a period  of  four  years 
significant  changes  are  rare.  The  bone  con- 
sistency and  joint  spaces  remain  practically 
unchanged.  Under  this  form  of  treatment  a 
diminution  of  soft  tissue  swelling  is  often  seen 
in  the  follow-up  films.  In  order  to  compare 
accurately  the  follow-up  films  with  those  ob- 
tained previously,  the  films  should  be  taken 
with  the  same  technic  and  interpreted  by  the 
same  radiologist. 

Many  clinicians  in  the  past  have  attempted 
to  use  recalcification  of  the  arthritic  bones  as 
a measure  of  improvement  following  Ertron 
therapy,  but  in  our  experience  there  is  no 
justification  for  this  claim. 

(5)  Clinical  Results  Obtained  in  23  Cases 
of  Arthritis  Treated  with  Activated  Vaporized 
Sterol  over  a Three-Year  Period. — We  ap- 
preciate that  no  definite  conclusions  can  be 
drawn  as  to  the  relative  therapeutic  value  of 
any  medication  on  the  results  obtained  in 
only  23  cases.  The  results  we  are  reporting 
may  not  be  considered  by  some  to  be  brilliant 


when  they  are  compared  with  the  more  glow- 
ing reports  of  results  obtained  by  many  other 
forms  of  treatment  for  arthritis.  Most  of 
these  latter  reports,  however,  include  the  re- 
sults obtained  in  early  cases — that  is,  cases 
of  less  than  one-year  duration.  It  is  our  con- 
tention that  the  inclusion  of  these  early  cases 
in  any  scientific  report  makes  the  report  of 
questionable  value,  because  many  of  these 
early  arthritic  cases  can  be  alleviated  by  al- 
most any  form  of  treatment.  We  feel,  how- 
ever, that  our  results  are  in  reality  better  than 
the  figures  would  indicate,  because  all  of  our 
cases  had  suffered  from  their  arthritis  for 
from  two  to  five  years  before  receiving  Ertron 
treatment  and  each  had  proved  to  be  resist- 
ant to  most  of  the  accepted  forms  of  therapy 
prior  to  the  administration  of  Ertron. 

It  is  a well-known  fact  among  the  medical 
profession  that  it  is  most  difficult  to  be  in- 
tellectually honest  when  trying  to  evaluate  the 
clinical  results  obtained  in  any  group  of  cases 
treated  by  oneself.  In  order  to  eliminate 
this  factor  as  much  as  possible  we  selected 
cases  that  had  been  unsuccessfully  treated 
by  other  forms  of  medication.  As  a further 
safeguard  the  patients  were  all  treated  by  one 
of  us  (W.  H.  S.),  but  the  end  results  were  ob- 
served and  recorded  by  the  senior  author 
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(R.  G.  S.),  who  had  nothing  to  do  with  the 
treatment.  The  clinical  progress  of  many 
of  the  cases  was  also  observed  by  members  of 
the  staff,  and  in  no  instance  was  there  any 
serious  disagreement  with  our  clinical  judg- 
ment in  reporting  the  results  obtained. 

Psychic  effects : The  influence  of  emotional 
stresses  on  the  arthritic  process  has  been  re- 
ceiving a vast  amount  of  attention  during  the 
past  few  years.  Because  of  this,  it  was  neces- 
sary to  rule  out  any  beneficial  influence  that 
might  be  brought  about  by  the  psychic  fac- 
tors incident  to  the  patients  coming  to  a group 
of  specialists  for  a new  form  of  treatment. 
At  the  present  time  this  is  being  studied  in 
great  detail  in  one  of  our  large  universities. 
A preliminary  study  of  this  factor  by  Dr. 
Reed3  of  the  University  of  Illinois  indicates 
that  the  beneficial  effect  following  Ertron 
therapy  is  due  to  the  Ertron  and  not  to  the 
psychic  factors,  because,  when  a placebo  was 
substituted  for  the  Ertron  without  the  pa- 
tient’s knowledge,  the  patient  invariably 
complained  of  increased  pain  and  stiffness. 
If  the  placebo  was  used  before  Ertron  ther- 
apy was  started,  then  the  patient  showed  no 
improvement  until  Ertron  was  administered. 
Furthermore,  since  the  patients  in  our  series 
have  all  been  subjected  to  numerous  types  of 
therapy  without  any  beneficial  results,  we 
feel  that  it  is  not  likely  that  they  would  be 
enthused  about  another  form  of  therapy  un- 
less they  were  definitely  benefited  by  it. 

We  also  appreciate  that  no  one  is  warranted 
in  arriving  at  a definite  conclusion  as  to  the 
efficacy  of  any  new  form  of  treatment  until 
he  has  personally  observed  the  cases  treated 
for  no  less  than  a five-year  period.  In  most 
of  our  cases  the  observation  period  has  been 
at  least  three  years. 

(6)  Permanence  of  Improvement. — One  of 
the  most  important  questions  to  be  answered 
is  the  permanence  of  the  relief  or  cure — 


whether  or  not  relapses  follow  the  cessation 
of  the  drug.  Most  of  the  patients  during 
this  follow-up  period  were  able  to  return  to 
their  normal  gainful  activity  either  without 
any  medication  or  on  a small  maintenance 
dose  of  Ertron. 

The  progress  of  each  case  is  listed  in  Chart 

1.  Some  cases  who  received  no  medication 
for  varying  lengths  of  time  since  Ertron  ther- 
apy was  stopped  remained  free  of  pain  and 
other  rheumatic  symptoms.  Other  cases, 
especially  those  who  had  not  received  Ertron 
in  adequate  dosage  for  a sufficiently  long  time, 
state  that  the  pains  recurred  when  the  medi- 
cation was  stopped  but  disappeared  again 
when  the  Ertron  administration  was  resumed . 
In  some  cases  that  suffered  from  recurrences, 
definite  extraneous  causes  were  discovered  to 
explain  these  relapses.  This  phase  of  the 
subject  will  be  taken  up  in  detail  in  a future 
report. 

Conclusions 

1.  We  believe  that  Ertron  is  an  agent 
that  has  definite  value  in  the  treatment  of 
arthritis. 

2.  We  feel  that  its  use  is  not  associated 
with  any  more  danger  than  is  usually  en- 
countered with  other  accepted  forms  of  ther- 
apy if  the  medication  is  given  under  the  ad- 
vice and  control  of  a physician. 

3.  It  is  too  early  to  praise  its  relative 
value,  but  it  is  now  being  tried  in  other  well- 
organized  clinics.  At  the  end  of  a five-year 
period  we  will  be  in  a better  position  to  ap- 
praise its  clinical  value  more  exactly. 
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THE  LONE  SINNER 

An  evangelist,  conducting  a revival  service  in 
a small  town,  in  the  midst  of  one  of  his  sensational 
sermons  commanded  all  in  the  house  who  were 
paying  their  honest  debts  to  stand  up.  Every 
man,  woman,  and  child — with  one  exception — 
rose  to  their  feet.  The  preacher  then  ordered 
them  to  be  seated.  “Now,  let  everyone  not  pay- 
ing his  honest  debts  stand  up.” 

The  lone  exception,  a careworn,  albeit  profes- 
sional-looking individual  in  spite  of  his  dingy, 


frayed,  last  year’s  suit,  slowly  assumed  a per- 
pendicular position. 

“How  is  it,  brother,  that  you  are  the  only  one 
in  this  congregation  who  is  not  meeting  his  just 
obligations?”  inquired  the  preacher. 

“I  am  a physician,”  he  answered  meekly,  “and 
most  of  the  brethren  are  on  my  books,  and — ” 

“Let  us  all  join  in  hymn  number  299,”  said  the 
preacher  hurriedly. — Jackson  County  (Mo.)  Med- 
ical Society  Bulletin 
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Management  of  the  Menopause 


Dr.  Charles  H.  Wheeler:  The  subject 
of  this  conference  is  the  “Management  of  the 
Menopause.”  We  thought  this  was  a sub- 
ject peculiarly  appropriate  for  a conference 
for  several  reasons:  In  the  first  place,  meno- 
pausal symptoms  are  among  the  commonest 
that  the  practitioner  has  to  deal  with;  second, 
one  does  not  find  an  adequate  discussion  of 
the  subject  in  the  standard  textbooks  of 
medicine  and  therapeutics;  and,  third,  we 
are  fortunate  in  having  as  a member  of  the 
staff  of  this  hospital  Dr.  Ephraim  Shorr,  who 
is  one  of  the  pioneers  in  this  field. 

Dr.  Ephraim  Shorr:  If  you  will  permit 
me  I should  like  first  to  review  briefly  the 
pathophysiology  of  the  menopause  in  order 
to  indicate  the  bases  for  its  therapeutic 
management.  With  regard  to  terminology, 
the  menopause  is,  strictly  speaking,  the  actual 
cessation  of  ovarian  activity,  whereas  the 
climacteric  is  the  period  of  transition  result- 
ing in  this  cessation.  This  may  occur  spon- 
taneously or  may  be  induced  or  accelerated 
by  measures  that  depress  ovarian  function, 
such  as  radiation  or  by  the  removal  of  the 
uterus  or  ovaries  or  both. 

The  problems  associated  with  this  condi- 
tion range  beyond  the  age  period  of  the  actual 
transition  and,  indeed,  may  be  present  for 
many  years  thereafter.  While  the  most 
important  events  at  this  time  are  the  quies- 
cence of  ovarian  activity  and  the  reduction 
in  the  amount  of  estrogenic  hormone  available 
to  the  organism,  many  other  significant 
changes  occur  at  this  critical  period.  It  is 
likely  that  the  pituitary  and  thyroid  glands 
undergo  some  alteration  in  function.  This  is 
the  period  of  the  highest  incidence  of  myxe- 
dema, and  increased  amounts  of  pituitary 
gonadotropic  hormone  appear  in  the  urine. 
Other  biologic  changes  also  take  place.  The 
climacteric  ushers  in  the  decrescent  phase  of 
the  life  cycle  of  the  organism.  It  is  the  age 
of  senescence,  and  all  the  various  processes  of 


aging  are  seen.  Sclerotic  vascular  changes 
make  their  appearance,  as  well  as  other  de- 
generative changes  in  the  viscera,  the  skele- 
ton, and  the  external  structures  of  the  body. 

On  the  psychologic  level  there  frequently 
occurs  a profound  reorientation  of  the  wo- 
man’s attitude  toward  her  environment. 
Psychologic  disturbances  ranging  from  the 
psychoneuroses  to  the  psychoses,  of  which 
involutional  melancholia  is  an  important  ex- 
ample, make  their  appearance.  Thus,  it  is  a 
symptom  complex  in  which  psychologic, 
glandular,  and  other  somatic  changes  partici- 
pate, and  any  approach  that  pretends  to 
completeness  must  bear  all  these  factors  in 
mind. 

What  brings  the  menopause  about  appears 
to  be  the  gradual  aging  of  the  ovary  which,  as  a 
result,  becomes  more  and  more  resistant  to 
the  normal  sequence  of  stimuli  that  bring 
about  the  menstrual  cycle.  This  quiescence 
of  ovarian  activity  is,  of  course,  part  of  the 
normal  sequence  of  events,  and  in  the  majority 
of  women  adjustment  is  adequate.  About 
one-third  of  the  women  fail  to  make  this  ad- 
justment, and  a number  of  unpleasant  symp- 
toms, grouped  under  the  term  “menopausal 
syndrome,”  result. 

There  have  been  several  hypotheses  offered 
to  explain  the  genesis  of  this  syndrome.  It 
has  been  suggested  that  these  symptoms  arise 
from  the  excessive  production  of  the  pituitary 
gonadotropic  hormone,  which  acts  to  produce 
vasomotor  and  other  disturbances.  An- 
other hypothesis  is  that  the  symptoms  are  a 
consequence  of  the  lowered  estrogen  produc- 
tion. Neither  of  these  hypotheses,  to  my 
mind,  explains  the  etiology  of  the  menopause 
syndrome,  since  there  is  no  difference  with 
respect  to  the  amount  of  estrogenic  hormone 
or  urinary  gonadotropic  hormone  in  women 
with  and  without  symptoms.  There  is  nothing 
known  with  certainty  of  the  factors  that  make 
one  woman  react  so  badly  to  these  hormonal 
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changes  and  another  adjust  harmoniously,  but 
it  is  becoming  rather  generally  recognized  that 
it  is  a psychobiologic  problem  in  which  the  sta- 
bility of  the  total  personality  is  an  important 
determinant.  In  this  discussion  I shall  confine 
myself  to  a consideration  of  the  hormonal  as- 
pects of  the  therapy  of  the  menopause. 

Before  passing  on  to  the  specific  treatment, 
I should  like  to  stress  the  importance  of  this 
age  period  for  the  development  of  neoplasms. 
The  climacteric,  while  frequently  terminating 
quietly,  is  often  a period  of  menstrual  irregu- 
larity, both  with  regard  to  periodicity  and 
flow.  Every  effort  should  be  made  with  the 
help  of  the  gynecologist  to  make  sure  that 
these  irregularities  are  not  associated  with 
pathologic  changes  in  the  pelvic  organs.  Be- 
fore initiating  any  hormonal  therapy,  it  is 
wise  to  correct  any  inflammatory  changes 
such  as  those  so  frequently  found  in  the  cer- 
vix and  which  may  predispose  to  the  develop- 
ment of  carcinoma.  The  necessity  for  such 
precautions  cannot  be  overemphasized. 

There  is  almost  no  syndrome  that  is  as 
bizarre  and  extensive  as  the  menopausal  syn- 
drome. Certain  classic  symptoms  are  recog- 
nized as  characteristic,  and  there  are,  in  addi- 
tion, a number  of  atypical  symptoms  that 
seem  to  be  specifically  related  to  ovarian  in- 
sufficiency but  which  occur  less  frequently. 
The  most  characteristic  and  common  is  the 
hot  flush,  followed  frequently  by  drenching 
sweats,  dizziness,  palpitation,  and  exhaus- 
tion. 

There  are  various  disturbances  of  the 
peripheral  circulation  which  take  the  form  of 
annoying  paresthesias.  Asthenia  is  frequent. 
Headaches  are  often  so  severe  as  to  render 
the  woman  quite  ineffective.  Insomnia,  in- 
creased nervousness,  irritability,  and  a variety 
of  gastrointestinal  symptoms  appear.  Ar- 
thralgias and  degenerative  changes  in  various 
joints  contribute  to  the  picture.  Senile 
atrophic  changes  in  the  genital  tract  may 
produce  considerable  local  discomfort.  On 
the  behavior  level  the  woman  tends  to  become 
distressed,  emotionally  unstable,  irritable, 
and  given  to  weeping.  She  is  inclined  to 
withdraw  more  and  more  into  herself,  feel 
insecure,  and  become  hypochondriacal,  re- 
sentful, and  suspicious.  Other  psychoneu- 
rotic manifestations  may  make  their  appear- 
ance or  become  exaggerated.  The  sexual 
life  may  wane  in  intensity,  although  occa- 
sionally this  period  is  associated  with  in- 
creased sexual  interest.  Frank  psychoses 
may  be  initiated. 

In  dealing  with  the  hormonal  aspect  of  the 
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menopause  syndrome  we  are  the  beneficiaries 
of  a really  remarkable  advance  in  our  chemical 
knowledge  of  the  sex  hormones  acquired  in 
the  past  decade.  We  are  indebted  to  the 
chemists  for  making  available  a number  of 
extremely  potent  estrogenic  substances  spe- 
cifically related  to  the  disturbances  of  the  meno- 
pause. I have  drawn  on  a chart  (Fig.  1)  the 
formulas  of  the  natural  estrogenic  hormones: 
estradiol,  the  dihydroxy  estrin;  estrone,  the 
ketohydroxy  estrin;  and  estriol,  the  trihy- 
droxy estrin.  Estradiol  is  very  likely  the 
form  in  which  the  hormone  is  first  elaborated 
by  the  ovary  and  represents  the  most  potent 
estrogen.  Estrone  and  estriol  are  thought  to 
be  intermediary  and  degradation  products, 
respectively;  nevertheless,  they  possess  es- 
trogenic properties  similar  to  estradiol.  They 
have  less  activity  per  unit  of  weight,  estriol 
being  the  least  active.  Later  on,  Dr.  Fish- 
man will  tell  you  something  of  the  character 


2338 


THERAPEUTICS 


[N.  Y.  State  J.  M. 


of  these  intermediaries  and  of  the  relation  of 
these  three  estrogens. 

I have  also  included  in  Fig.  1 the  formula 
of  testosterone,  the  most  active  male  hor- 
mone, which,  interestingly  enough,  has  proved 
useful,  although  with  definite  limitations,  in 
alleviating  menopausal  symptoms.  Two  syn- 
thetic estrogens — stilbestrol,  which  was  syn- 
thesized by  Dodds  and  his  coworkers,  and 
ethinyl  estradiol — have  also  been  included 
and  will  be  discussed  later. 

Of  the  estrogenic  hormones,  estradiol  and 
estrone  are  the  ones  most  commonly  used. 
Estradiol  is  usually  conjugated  either  with 
benzoic  or  propionic  acids  to  reduce  the  rate 
of  hydrolysis  in  the  body  and  so  prolong  its 
action.  The  use  of  estriol  and  estriol  glucu- 
ronidate  has  been  almost  entirely  reserved 
for  the  oral  route,  since  they  have  been  ob- 
served to  lose  little  of  their  potency  by  mouth 
in  animals  compared  to  their  parenteral  ac- 
tivity; whereas  both  estrone  and  estradiol 
lose  a great  deal  of  their  potency  (about  90 
per  cent)  when  given  by  mouth.  However, 
we  must  not  fall  into  error  with  regard  to  the 
relative  efficiencies  of  these  hormones  when 
given  by  mouth.  Although  estriol,  for  ex- 
ample, loses  little  of  its  efficiency  by  mouth, 
its  activity  per  unit  of  weight  is  so  low  that 
large  amounts  must  be  given  orally  to  produce 
either  symptomatic  or  estrogenic  effects;  and, 
although  estradiol  and  estrone  lose  a good  deal 
of  their  efficiency  by  mouth,  full  symptomatic 
and  estrogenic  effects  can  be  achieved  by 
taking  this  loss  into  account  and  adjusting 
the  oral  dosage.  What  one  should  bear  in 
mind  as  the  basis  for  the  use  of  these  hormonal 
preparations  in  the  therapy  of  the  human  are 
the  actual  estrogenic  requirements  of  the  pa- 
tient and  the  actual  estrogenic  activities  of 
the  preparation  to  be  used. 

At  present  there  is  considerable  confusion 
in  both  these  respects.  With  regard  to  the 
estrogenic  preparations,  there  are  a number  of 
different  units  employed  by  different  manu- 
facturers. We  are  confronted  with  interna- 
tional units  for  estrone  and  estradiol  benzo- 
ate, with  rat  units  for  a variety  of  estrone  and 
estradiol  preparations,  with  day  oral  units 
for  estriol  glucuronidate,  and  with  active 
units  for  estradiol  given  orally.  No  wonder 
the  practitioner  is  confused  in  his  choice  of 
preparation  and  of  dosage.  Sooner  or  later 
these  preparations  should  be  standardized  in 
terms  of  human  activity,  and  such  studies 
have  been  in  progress  in  this  laboratory  for 
some  time.  We  have  found  that  the  estradiol 
and  estrone  preparations  have  approximately 


equivalent  estrogenic  activity  in  the  human 
on  the  basis  of  the  rat  unit  as  determined  by 
the  biologic  assay  method  of  Allen  and  Doisy, 
so  that  in  substituting  one  for  another  it  is 
safer  to  base  such  substitution  on  the  rat  unit 
rather  than  the  international  unit.  With  re- 
gard to  the  estriol  preparations,  as  we  would 
expect  from  the  low  estrogenic  activity  by 
weight,  their  usefulness  in  human  therapy 
must  await  their  being  made  available  in  far 
greater  potencies  than  the  preparations  now 
obtainable;  these  have  proved  virtually 
useless  in  our  hands. 

As  to  the  second  factor,  the  human  require- 
ments, some  progress  is  being  made  for  setting 
up  objective  standards  for  dosage  such  as 
those  available  for  the  use  of  thyroid  hormone 
in  myxedema,  cortical  hormone  in  Addison’s 
disease,  and  insulin  in  diabetes.  A variety 
of  methods  exists  for  ascertaining,  in  addition 
to  subjective  symptoms,  the  effectiveness  of 
estrogenic  preparations.  One  may,  for  ex- 
ample, assay  estrogenic  hormone  in  the  urine, 
giving  enough  hormone  to  produce  the  normal 
level  of  estrogens.  One  may  obtain  endo- 
metrial biopsies  and  look  for  evidence  of  a 
proliferative  endometrium.  One  may  analyze 
the  urine  for  gonadotropic  hormone,  using  as  an 
end  point  the  suppression  of  the  excess  excre- 
tion characteristic  of  the  menopause.  All  of 
these  proceduresare  time-consuming,  laborious, 
and  not  free  from  trauma.  The  procedure 
used  in  this  clinic  is  the  vaginal  smear  method, 
which  offers  a simple  and  specific  indicator 
of  estrogenic  activity  and  which  may  be  ob- 
tained as  often  as  desired  with  no  trauma  and 
trivial  cost.  I shall  describe  this  method 
briefly. 

Vaginal  secretions  are  aspirated  by  means 
of  a glass  pipet  to  which  is  attached  a rubber 
bulb,  and  the  secretions  are  placed  on  a slide, 
fixed  in  alcohol  and  ether,  and  stained.  A 
few  photomicrographs  (Figs.  2,  3,  4,  and  5) 
illustrate  a typical  series  of  changes  which 
takes  place  when  a patient  in  the  menopause 
is  given  adequate  amounts  of  an  estrogenic 
hormone. 

The  first  is  that  of  a normally  menstruating 
woman  and  was  obtained  on  the  thirteenth 
day  of  the  cycle  at  the  time  of  the  ripening  of 
the  follicle  (Fig.  2).  It  is  composed  exclu- 
sively of  cornified  cells  that  are  large  and  flat 
and  have  small  pyknotic  nuclei.  It  is  vir- 
tually free  of  leukocytes.  This  is  the  smear 
produced  at  the  height  of  follicular  activity 
and  represents  the  maximal  vaginal  reaction 
that  can  be  obtained  with  estrogens. 

The  next  example  is  an  atrophic  smear  of  a 
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Fig.  2.  Fig.  3. 


Fig.  2.  Vaginal  smear  on  the  thir  teenth  day  of  a normal  menstrual  cycle  just  prior  to  ovulation. 
It  consists  almost  entirely  of  large  cornified  squamous  cells  with  small  pyknotic  nuclei  and  represents 
the  peak  of  follicular  activity.  [Illustrations  from  Papanicolaou  and  Shorr:  Am.  J.  Obst.  & Gynec. 
31:806  (1936).] 

Fig.  3.  Vaginal  smear  of  the  atrophic  type  from  an  untreated  menopausal  castrate.  It  is  com- 
posed almost  entirely  of  leukocytes  and  of  small  round  or  oval  “deep”  cells  with  large  nuclei.  These 
arise  from  the  exposed  basal  zone  of  the  atrophic  vaginal  epithelium.  This  picture  is  indicative  of 
the  absence  of  estrogenic  activity. 


menopausal  castrate  and  consists  largely  of 
small  round  or  oval  cells  shed  from  the 
atrophic  vaginal  epithelium  (Fig.  3).  It  con- 
tains, in  addition,  numerous  leukocytes  and 
much  debris.  In  the  succeeding  smears  the 
sequence  of  changes  brought  about  by  ade- 
quate estrogenic  therapy  is  shown.  At 
first,  there  is  an  exudation  of  mucus,  a disap- 
pearance of  the  deep  cells,  and  a growth  in 
the  size  of  the  epithelial  cells  (Fig.  4),  which 
reach  the  final  stage  (Fig.  5)  in  which  they 
are  similar  to  the  cornified  cells  seen  in  the 
smear  of  the  normally  menstruating  woman 
at  the  height  of  follicular  activity.  When 
this  stage  is  reached,  one  may  be  certain  that 
the  hormone  has  fully  replaced  the  estrogenic 
deficiency  and  that  those  symptoms  due  to 
the  ovarian  insufficiency  of  the  menopause 
should  be  corrected.  In  this  way  we  are  able 
to  separate  the  true  ovarian  insufficiency 
symptoms  from  those  symptoms  of  this  com- 
plex syndrome  which  arise  from  other  causes 


and  for  which  measures  other  than  hormonal 
should  be  taken. 

Treatment  of  this  character  must,  of  course, 
build  up  the  endometrium  in  similar  fashion 
to  the  estrogenic  hormone  elaborated  by  the 
ovary.  On  the  cessation  of  such  therapy,  the 
endometrium  will,  if  the  therapy  has  been  pro- 
longed, break  down  and  result  in  bleeding. 
This  bleeding  is  of  a withdrawal  type  from  a 
proliferative  endometrium  and  is  not  to  be 
regarded  as  true  menstruation.  It  occurs 
while  the  cells  are  still  cornified. 

Is  it  necessary  to  use  the  vaginal  smear  in 
the  treatment  of  all  cases  of  the  menopause? 
Cannot  one  rely  entirely  on  subjective  symp- 
toms? I should  say  that  in  most  cases  it  is 
possible,  now  that  we  have  potent  prepara- 
tions and  some  idea  of  dosage,  to  treat  the 
menopausal  syndrome  without  the  use  of  the 
vaginal  smear.  But  I believe  that  the  vaginal 
smear  helps  greatly  in  dealing  with  almost  any 
case  and  that  it  is  of  special  value  in  treating 
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Fig.  4.  Fig.  5. 

Fig.  4.  Vaginal  smear  from  the  same  case  during  estrogenic  therapy.  A partial  effect  has  been 
obtained,  with  the  disappearance  of  leukocytes  and  of  most  of  the  deep  cells  and  their  replacement 
with  a larger  type  of  epithelial  cell  from  the  growing  vaginal  epithelium. 

Fig.  5.  Vaginal  smear  from  the  same  case  after  full  replacement  therapy  with  an  estrogenic  hor- 
mone. It  is  identical  with  the  midmenstrual  smear  of  the  normal  cycle  (see  Fig.  1)  and  represents 
the  end  point  of  estrogenic  therapy  in  the  human. 


the  difficult  cases  in  which  the  etiology  of  a 
variety  of  symptoms  is  uncertain. 

The  actual  regimen  adopted  in  our  Clinic 
is  somewhat  as  follows:  Prior  to  any  treat- 
ment, the  patient  is  given,  in  addition  to  a 
general  examination,  a gynecologic  examina- 
tion, and  any  pathologic  difficulties  such  as  a 
cervicitis  are  corrected.  A psychologic  evalu- 
ation is  made  so  that  we  may  ascertain  what 
personal  and  psychologic  problems  may  be 
contributing  to  the  difficulty.  Estrogenic 
hormone  is  then  given  in  amounts  that  will 
produce  a full  follicular  reaction,  and  the 
symptomatic  improvement  is  observed  at 
each  level  of  smear  change.  The  first  course 
of  treatment  is  given  over  a period  of  a 
month  to  five  weeks;  then  treatment  is 
stopped  to  allow  the  endometrium  to  regress 
and  to  observe  the  rapidity  with  which  symp- 
toms return.  Then,  if  and  when  symptoms 
again  warrant,  that  dosage  which,  in  the  pre- 
vious course,  brought  about  optimal  relief 
is  selected  and  given  for  another  period  of  a 
month  or  so.  With  a patient  whose  uterus  has 


been  removed,  interruptions  in  therapy  are 
not  required  but  are  advisable  from  time  to 
time  to  permit  an  evaluation  of  what  read- 
justment to  the  new  status  has  been  achieved. 
Some  workers  suggest  a progressive  diminu- 
tion in  dosage,  a procedure  aimed  to  hasten 
the  readjustment,  but  I do  not  feel  that  read- 
justments are  accelerated  in  this  way  and  I 
always  give  an  amount  sufficient  to  keep  the 
patient  entirely  comfortable. 

It  is  interesting  to  compare  the  sympto- 
matic response  with  the  degree  of  smear 
change.  From  such  a comparison  it  becomes 
obvious  that  women  respond  differently 
symptomatically.  In  terms  of  estrus,  one 
woman  will  require  eight  or  ten  times  as  much 
estrogen  as  another.  In  terms  of  sympto- 
matic response,  about  one-quarter  of  the 
women  will  lose  their  symptoms  with  rela- 
tively slight  changes  in  the  smear;  another 
one-quarter,  with  moderate  changes;  about 
one-quarter,  with  advanced  changes;  and 
the  remainder,  only  when  full  replacement 
therapy  is  brought  about.  The  reason  for 
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this  is  not  clear  but  may  be  quite  closely  re- 
lated to  the  fundamental  psychobiologic 
maladjustments  that  to  many  of  us  appear  to 
underly  the  menopausal  syndrome. 

Women  also  differ  widely  in  the  ease  with 
which  they  make  an  adjustment  to  the  meno- 
pausal status  with  hormonal  therapy.  With 
some,  only  a relatively  short  period  of  treat- 
ment is  required;  with  others,  therapy  is  re- 
quired for  many  years.  The  majority  falls  in- 
between  these  two  groups. 

Let  us  turn  again  to  some  of  the  more  prac- 
tical aspects  of  the  administration  of  estro- 
gens. If  the  patient  can  afford  oral  therapy, 
this  is  by  all  odds  the  method  of  choice  be- 
cause of  its  convenience  and  the  ease  of  main- 
tenance of  a uniform  level  of  hormone  in  the 
organism.  Otherwise,  the  intramuscular 
route  is  the  most  economic  and  is  more  us- 
ually employed.  The  shorter  the  interval 
between  injections,  the  more  effective  the 
treatment  with  any  given  dosage.  That  is, 
large  doses  given  every  week  are  much  less 
efficient  than  the  same  total  amount  given  at 
short  intervals.  The  topical  application  of 
estrogen  in  pessaries  is  useful  for  the  local 
discomfort  of  vaginitis.  Implantation  of 
crystals  or  pellets  subcutaneously  has  been 
recommended  but  is  now  regarded  with  less 
enthusiasm  because  of  local  walling-off  of  the 
pellets  or  crystals  and  the  inability  to  control 
bleeding  in  the  presence  of  the  uterus.  In 
giving  oral  therapjq  one  must  bear  in  mind 
that  at  least  ten  to  twenty  times  the  effective 
parenteral  dose  of  estradiol  and  estrone  must 
be  given  to  produce  an  equivalent  effect.  One 
such  preparation  is  labeled  in  active  units, 
which  represent  10  per  cent  of  the  actual 
number  of  rat  units  in  the  preparation,  so  as 
to  provide  for  this  loss  of  activity.  All  oral, 
estrogenic  preparations  should  be  similarly 
labeled. 

Because  of  the  variability  from  patient  to 
patient,  each  patient  must  be  regarded  as  an 
individual  problem.  About  2,000  rat  units 
of  estrone  or  estradiol  benzoate,  intramus- 
cularly, three  times  a week,  will  probably  be 
reasonably  effective  in  dealing  with  the  meno- 
pausal symptoms  of  the  average  patient  and 
may  be  used  as  a trial  dosage  subject  to  modi- 
fication in  the  fight  of  the  needs  of  the  indi- 
vidual patient. 

In  addition  to  the  estrogens,  other  agents 
have  been  employed  in  the  treatment  of  the 
menopausal  syndrome.  Testosterone  pro- 
pionate has  also  been  found  to  relieve  symp- 
toms, but  because  of  the  production  of  un- 
desirable effects,  such  as  hirsutism,  deepening 


of  the  voice,  and  enlargement  of  the  clitoris, 
its  use  in  the  menopause  is  largely  of  academic 
interest  except  where  it  may  be  employed 
temporarily  for  the  suppression  of  excessive 
bleeding  of  the  climacteric. 

Of  much  more  interest  is  a group  of  syn- 
thetic estrogens  which  has  recently  been  elabo- 
rated. I have  included  the  formulas  of  two 
of  these  in  Fig.  1 — stilbestrol  and  ethinyl 
estradiol.  They  are  both  potent  estrogens 
by  mouth,  losing  little  of  their  activity  as 
compared  to  the  parenteral  route.  The  es- 
trous  unit  of  stilbestrol  in  the  human  is  be- 
tween 2 and  4 mg.  per  day,  although,  as  with 
the  natural  estrogens,  varying  degrees  of 
amelioration  of  symptoms  are  produced  with 
smaller  amounts.  With  ethinyl  estradiol, 
full  estrus  is  generally  produced  with  from 
0.30  to  0.45  mg.  per  day.  Unfortunately,  the 
use  of  these  synthetic  estrogens  is  associated 
with  the  production  of  unpleasant  symptoms, 
such  as  nausea,  vomiting,  dizziness,  and  lassi- 
tude, in  a fairly  considerable  percentage  of 
patients.  While  the  actual  percentage  of 
these  side  effects  varies  widely  in  the  hands  of 
different  investigators,  their  production  is 
agreed  upon;  the  mechanisms  by  which  they 
arise  are,  however,  still  obscure.  Evidence 
is  accumulating  to  show  that  the  body  is  un- 
able to  metabolize  the  synthetic  estrogens  as 
effectively  as  it  does  the  natural  ones.  This 
failure  of  the  detoxifying  mechanism  would 
permit  the  synthetic  compounds  to  accumulate 
in  greater  than  physiologic  concentrations, 
with  the  production  of  toxic  effects.  In  the 
face  of  the  present  uncertainty  as  to  the  na- 
ture and  significance  of  the  side  effects  en- 
countered with  stilbestrol,  its  recent  release 
for  general  use  places  a real  responsibility 
on  the  clinician  to  exercise  proper  caution 
in  its  administration  and  to  watch  carefully 
for  the  appearance  of  the  toxic  reactions  that 
call  for  its  discontinuance. 

I should  not  close  this  discussion  without  a 
word  about  carcinoma  in  relation  to  estro- 
genic therapy.  Carcinoma  can  be  produced 
in  experimental  animals  by  the  use  of  large 
amounts  of  estrogenic  hormones  under  cer- 
tain conditions  and  best  in  animals  with  a 
constitutional  predisposition  to  carcinoma. 
These  doses  are  several  hundred  times  those 
employed  in  therapy  of  the  human,  and  they 
must  be  given  for  periods  of  time  which  would 
correspond  to  decades  in  the  human  fife  cycle. 
Carcinoma  has  never  been  produced  in  ani- 
mals in  the  dosage  range  employed  in  human 
therapy.  From  time  to  time,  however,  car- 
cinoma has  arisen  in  women  during  or  after 
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estrogenic  therapy.  Based,  as  it  is,  purely 
on  the  chronologic  association  of  the  therapy 
with  the  carcinoma,  the  inference  that  the 
estrogens  have  been  causative  in  the  cases 
reported  appears  to  me  to  be  unwarranted. 
The  incidence  of  carcinoma  in  a large  group 
of  women  treated  with  estrogens  in  our  Clinic 
over  long  periods  of  time  is  no  higher  than 
that  of  the  general  population.  However, 
as  long  as  this  question  is  still  somewhat  con- 
troversial, we  should  exercise  every  precau- 
tion to  minimize  the  possibility  of  its  produc- 
tion. We  should  look  into  the  hereditary 
predisposition  of  the  patient  with  regard  to 
carcinoma  and,  as  I have  said  earlier,  subject 
the  patient  to  repeated  gynecologic  examina- 
tions during  therapy  and  watch  the  breasts 
carefully  throughout.  All  inflammatory  con- 
ditions in  the  pelvis  should  be  corrected  and 
excessive  doses  avoided. 

I should  also  like  to  point  out  that  we  are 
dealing  with  a syndrome  the  etiology  of  which 
we  do  not  know.  We  have  effective  therapeu- 
tic agents  that  are  capable  of  alleviating  the 
syndrome  without,  however,  permitting  us 
to  determine  the  etiologic  factors.  There 
remains,  once  the  symptoms  are  alleviated, 
the  problem  of  the  eventual  readjustment  to 
this  physiologic  state.  To  tills  readjustment 
other  than  hormonal  factors  must  contribute 
heavily,  and  to  this  end  the  psychotherapeutic 
approach  should  be  regarded  as  the  most  im- 
portant adjuvant. 

Dr.  Wheeler:  I should  like  to  ask  Dr. 
Fishman,  of  the  Department  of  Biochemistry, 
to  say  a few  words.  He  has  been  interested 
in  the  biochemical  aspects  of  some  of  the  es- 
trogens. 

Dr.  W.  H.  Fishman:  Supplementing  Dr. 
Shorr’s  discussion  of  the  management  of 
menopausal  conditions,  I shall  consider  the 
nature  of  the  estrogens  that  are  responsible 
for  the  well-known  changes  in  the  accessory 
sex  organs  of  the  female,  particularly  those 
of  the  vagina,  uterus,  and  mammary  glands. 

All  of  the  natural  estrogens  possess  the 
steroid  structure  (see  Fig.  1),  a four-ringed 
system  that  is  characteristic  of  some  other 
important  physiologic  substances,  such  as 
the  male  sex  hormones,  the  hormones  of  the 
adrenal  cortex,  and  vitamin  D.  They  are 
estriol  (1),  estrone  (2),  estradiol  (3),  and  es- 
triol  glucuronide  (6).  The  position  of  the 
glucuronic  acid  residue  has  not  yet  been  as- 
certained. All  of  these  compounds  have 
been  isolated  from  human  pregnancy  urine, 
and  estrone  and  estriol  have  also  been  isolated 
from  human  placenta. 


As  Dr.  Shorr  has  pointed  out,  estrone  and 
estradiol  are  usually  injected  in  oily  solution, 
and  estriol  and  estriol  glucuronic  acid  are 
usually  administered  orally.  A possible  rea- 
son is  the  greater  solubility  of  estriol  and  es- 
triol glucuronic  acid  in  water,  resulting  in  a 
more  ready  absorption  from  the  intestine. 
Furthermore,  they  do  not  undergo  so  much, 
destruction  in  the  body  as  do  estrone  and  es- 
tradiol. 

The  method  for  determining  the  biologic 
activity  of  these  compounds  now  in  general 
use  is  the  vaginal  smear  technic  of  Allen  and 
Doisy.  As  you  have  just  heard,  the  cornifica- 
tion  of  the  epithelial  cells  in  the  vagina  is  a 
characteristic  of  full  estrus  which  occurs  in 
the  mouse  every  five  days.  When  the  ovaries 
are  removed,  this  characteristic  disappears 
along  with  the  estrous  cycle.  After  an  in- 
terval following  an  injection  of  an  estrogen 
into  the  ovariectomized  animal,  the  vaginal 
smear  may  consist  entirely  of  cornified  cells. 
This  biologic  response  has  been  standardized 
for  quantitative  work  and  is  the  assay  method 
now  most  generally  used  by  endocrinologists. 
The  order  of  activity  established  on  the  basis 
of  this  procedure  places  estradiol  first,  followed 
by  estrone,  theelol  or  estriol,  and  estriol  glu- 
curonic acid. 

However,  there  is  confusion  still  existing 
with  regard  to  the  relative  potencies  of  these 
four  compounds.  Many  people  seem  to 
minimize  the  importance  of  estriol  and  its 
glucuronic  acid  conjugate  and  regard  the  two 
of  them  as  inactive  excretion  products  of  the 
more  powerful  estrogens,  such  as  estrone  and 
estradiol. 

Recently,  however,  there  has  been  another 
biologic  response  to  estrogens  which  has  been 
standardized  for  assay  purposes — this  is,  the 
uterine  weight  increase  in  the  immature  rat 
upon  the  inj  ection  of  estrogen.  The  standardi- 
zation curves  of  these  substances  show  that 
the  effects  of  estradiol  and  estrone  on  uterine 
weight  are  proportional  to  the  dose,  wdiereas 
the  curve  for  estriol  flattens  out  as  the  dosage 
is  increased — i.e.,  equal  increments  of  dosage 
result  in  progressively  smaller  response.  Fur- 
thermore, estriol  is  more  effective  in  causing 
the  opening  of  the  vagina  of  immature  rats 
and,  unlike  the  other  two,  the  administration 
of  estriol  does  not  result  in  an  accumulation  of 
uterine  fluid. 

One  gamma  of  estradiol  is  found  to  be 
equivalent  to  6 gamma  of  estriol  and,  by  the 
uterine  weight  assay,  to  20  gamma  of  estrone. 
Here  then,  estriol  appears  to  possess  a greater 
activity  than  estrone  in  contrast  to  the  results 
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obtained  by  investigators  using  the  vaginal 
smear  technic.  Is  the  qualitative  action  of 
estriol  different  from  estrone  and  estradiol? 
We  do  not  know  the  significance  of  this  ap- 
parent difference. 

What  happens  to  the  estrogens  in  the  body? 
This  is  somewhat  of  a mystery  at  present.  A 
few  hours  after  administering  large  amounts 
of  estrogens  to  rats,  minute  amounts  can  be 
found  in  the  urine  and  feces  and  hardly  any 
in  the  body  as  a whole.  Ninety  per  cent  of 
the  estrogen  injected  into  the  blood  stream  of 
a dog  disappears  within  a few  minutes  after 
injection,  and  only  13  per  cent  can  be  re- 
covered in  the  urine.  From  this  it  appears, 
therefore,  that  the  body  possesses  a low  ca- 
pacity to  store  these  estrogens  and  they  are 
readily  inactivated.  Is  this  inactivation  proc- 
ess brought  about  by  the  conjugation  with 
glucuronic  acid  and  subsequent  excretion  of 
estrogen  or  may  it  not  be  direct  destruction 
of  estrogen?  How  important  is  the  liver  in 
this  inactivation? 

The  metabolism  of  estrogen  during  preg- 
nancy pursues  an  interesting  course  and  one 
that  is  different  from  the  estrogenic  picture 
in  the  nonpregnant  woman.  Cohen  and 
Marrian  found  that  at  about  the  eighth  to  the 
ninth  month  of  pregnancy  as  much  as  20  to 
25  mg.  of  estriol  is  excreted  per  day  and  that 
99  per  cent  of  this  is  in  a combined  form. 
The  amount  of  free  estrogen  in  the  urine  is 
low,  approximately  1 per  cent  of  the  total. 
The  total  amount  of  combined  estrogen  ex- 
creted in  the  urine  mounts  up  month  by 
month  until  after  eight  and  one-half  months 
have  passed.  At  this  time  there  is  a sudden 
rise  in  the  amount  of  free  estrogen  excreted 
and  a corresponding  fall  of  that  which  is  in 
the  combined  form.  It  has  been  suggested 
that  this  sudden  liberation  of  free  estrogen 
sensitizes  the  uterus  to  the  oxytocic  principle 
of  the  posterior  pituitary  and  results  in  the 
initiation  of  the  first  stages  of  labor.  What- 
ever the  explanation,  the  mechanisms  that 
govern  the  conversion  of  combined  estrogen 
to  free  estrogen  may  prove  to  be  fundamen- 
tally important. 

Of  the  synthetic  estrogens  that  Dr.  Shorr 
mentioned,  stilbestrol  is  the  familiar  one, 
and  it  has  two  to  three  times  the  potency  of 
estrone.  It  is  more  effective  orally  than  es- 
trone or  estradiol.  Superficially,  it  would 
appear  inconceivable  that  this  compound 
could  lead  in  the  body  to  the  formation  of  the 
four-ringed  cyclopentanophenanthrene  nu- 
cleus that  we  find  in  estrone,  but  there  is  a 
structural  similarity  between  these  which  is 


evident  when  the  formula  for  stilbestrol  is 
written  as  in  No.  8 and  compared  with  No. 
2 in  Fig.  1.  It  is  interesting  to  note  that 
compound  No.  9,  which  is  stilbestrol  with 
the  rings  closed,  is  effective  in  producing 
estrus  but  that  large  amounts  are  required  to 
do  so.  Another  estrogen  that  has  been  re- 
cently synthesized  is  ethinyl  estradiol  (7). 
This  compound  has  a greater  oral  and  sub- 
cutaneous activity  than  any  of  the  naturally 
occurring  estrogens.  It  is  conceivable,  there- 
fore, that  this  compound  may  lead  to  the  for- 
mation of  estrogens  in  the  body.  It  must  be 
admitted,  however,  that  our  knowledge  of 
the  metabolism  and  mode  of  action  of  the 
synthetic  estrogens,  as  with  the  naturally  oc- 
curring estrogens,  is  meager,  indeed. 

Dr.  Wheeler:  Dr.  Javert,  I wonder  if 
you  would  say  a word  from  the  point  of  view 
of  the  Department  of  Obstetrics  and  Gyne- 
cology on  this  subject? 

Dr.  Carl  T.  Javert  : I should  like  briefly 
to  state  the  point  of  view  of  the  Department 
of  Gynecology  regarding  the  menopause  as 
Dr.  Stander  teaches  it.  The  menopause  is 
fraught  with  complications  from  time  to 
time.  The  patient  usually  consults  us  be- 
cause of  a deranged  menstrual  function,  and 
that  derangement  may  be  either  an  amenor- 
rhea or  scanty  menses  or  an  increased  flow. 
Before  the  patients  come  to  us  many  of  them 
have  had  a certain  amount  of  endocrine  ther- 
apy. This  therapy  may  have  been  oral,  in- 
tramuscular or  in  the  form  of  vaginal  sup- 
positories. In  the  group  that  has  amenor- 
rhea, this  form  of  therapy  may  have  been 
beneficial,  especially  following  a surgical  cas- 
tration with  sudden  cessation  of  the  menses. 
However,  not  infrequently,  when  we  perform 
the  gynecologic  examination  that  Dr.  Shorr 
has  stressed  repeatedly,  we  find  that  the  pa- 
tient is  pregnant.  We  have  had  several  pa- 
tients recently  who  had  received  large  quan- 
tities of  endocrine  therapy  and  were  pregnant. 
These  patients  may  have  had  amenorrhea 
longer  than  the  period  of  gestation,  thereby 
confusing  the  picture. 

Another  group  has  received  radiation  which 
has  produced  an  amenorrhea  and,  because  of 
the  amenorrhea,  they  in  turn  have  received 
a certain  amount  of  hormonal  therapy.  I can 
remember  several  cases  with  hematometra  re- 
sulting probably  from  the  restimulation  of 
the  lining  of  the  uterus. 

In  the  group  with  scanty  menses  or  surgical 
menopause,  the  hormonal  therapy  has  done 
the  greatest  good.  Here  the  hot  flush,  the 
vasomotor  symptomatology,  has  apparently 
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been  benefited.  I do  not  base  this  remark 
on  any  study  of  cases,  but  it  is  the  impression 
I have  and  you  can  take  it  for  what  it  is  worth. 
However,  in  this  group  we  have  the  obese  pa- 
tient and  the  hypertensive  woman,  and  it  is 
thought  that  in  addition  to  the  hormonal 
therapy  additional  benefit  might  be  derived 
from  attention  to  either  or  both  of  these  as- 
sociated conditions.  Many  of  the  women  in 
the  menopause  are  obese  and  a large  percent- 
age of  them  do  have  hypertension. 

Of  the  patients  with  profuse  periods  or  in- 
creased flow,  not  a few  have  had  endocrine 
therapy  for  six  months  or  a year  without  a 
pelvic  examination,  and  it  is  in  this  group 
that  the  gynecologist  finds  cases  that  create 
despair;  for,  not  infrequently,  carcinoma  of 
the  body  of  the  fundus  or  carcinoma  of  the 
cervix  is  uncovered.  Six  months  or  a year  or 
even  two  years  have  elapsed  when  other 
therapy  could  have  been  instituted.  Here 
again,  Dr.  Shorr  has  commented  in  regard  to 
the  importance  of  the  gynecologic  examina- 
tion. I am  glad  he  said  repeated  gynecologic 
examinations  during  the  course  of  endocrine 
therapy.  It  is  common  in  the  taking  of  the 
history  of  these  patients  to  learn  that  the 
doctor  did  not  make  a pelvic  examination. 
That  is  the  case  even  in  the  City  of  New  York 
and  in  many  other  large  cities.  Carcinoma 
of  the  cervix  or  fundus  has  been  the  biggest 
bugbear,  as  far  as  the  gynecologic  department 
is  concerned,  when  hormonal  therapy  is  used 
during  the  menopause. 

Among  the  causes  of  increased  flow  at,  or 
after,  the  menopause,  strangely  enough,  we 
find  hyperplasia  of  the  endometrium.  Why 
hyperplasia  should  be  associated  with  the 
menopause  when  hormonal  function  is  pre- 
sumably at  a lower  threshold  is  not  clearly 
understood.  Hyperplasia  has  been  reported 
up  to  the  seventieth  year  of  life.  In  fact, 
Novak  takes  the  view  that  it  may  be  a pre- 
cursor of  endometrial  carcinoma.  Whether 
that  is  true  or  not  remains  to  be  seen.  I saw 
a case  recently  that  had  been  in  the  meno- 
pause for  a year,  and  curettage  was  done  be- 
cause of  postmenopausal  spotting;  she  had 
hyperplasia  of  the  endometrium.  Of  course, 
in  other  cases  the  spotting  and  increased 
bleeding  may  also  be  due  to  a senile  endome- 
trium. Dr.  Shorr’s  presentation  is  admirable. 
From  the  standpoint  of  the  gynecologic  de- 
partment it  is  especially  so,  since  he  points 
out  that  these  patients  require  careful  and 
repeated  gynecologic  examinations. 

Dr.  Wheeler:  Thank  you,  Dr.  Javert. 

I should  like  to  ask  Dr,  Shorr  to  say  a word 


about  the  choice  of  preparations.  There  is  a 
huge  variety  of  proprietary  preparations  of 
the  endocrines  on  the  market,  and  it  would 
be  desirable  to  know  which  are  the  good  ones 
and  which  are  the  bad.  Also,  it  would  be 
useful  to  have  a few  more  words,  Dr.  Shorr, 
about  the  average  doses  required  as  a guide 
to  the  amounts  needed  in  starting  therapy. 

Dr.  Shorr:  In  answer  to  Dr.  Wheeler’s 
question  as  to  the  choice  of  medication,  there 
is  one  general  rule  as  to  what  not  to  use  in  the 
way  of  estrogenic  preparations.  These  are 
all  the  various  dried  ovarian  residues,  glycerol 
extracts  of  the  ovary,  and  watery  ovarian  ex- 
tracts. These  hangovers  from  the  dim  dark 
past  of  endocrinology  are,  of  course,  utterly 
useless  and  should  be  abandoned.  The  prep- 
aration of  the  active  estrogens  that  are  avail- 
able commercially  fall  into  several  groups. 
There  are  the  estradiol  preparations,  which 
consist  of  either  estradiol  or  of  estradiol  con- 
jugated with  benzoic  or  propionic  acids.  Free 
estradiol  is  intended  for  oral  administration; 
the  conjugated  forms  for  intramuscular  use. 
Estrone  is  available  in  either  a crystalline 
form  or  a highly  purified  state  for  intramus- 
cular or  oral  use.  There  are,  likewise,  an  in- 
creasing number  of  preparations  that  owe 
their  activity  almost  entirely  to  estrone  but  in 
which  no  effort  has  been  made  to  separate  it 
from  the  other  estrogens,  such  as  equilin  and 
equilenin,  which  occur  in  stallion  or  pregnant 
mares’  urine,  which  is  its  source.  Estradiol 
and  estrone  are  also  available  in  pessaries  and 
ointments  for  local  use.  Estriol  and  estriol 
glucuronidate  are  intended  for  oral  use  ex- 
clusively. It  is  hoped  that  they  will  ulti- 
mately be  made  available  in  sufficient  con- 
centrations so  that  they  will  be  useful  in  hu- 
man therapy.  As  I said  before,  the  chief 
considerations  with  respect  to  the  choice  of 
hormones  are:  the  actual  estrogenic  activity 
of  the  preparation,  of  which  the  rat  unit  is  a 
better  standard  of  reference  for  the  human 
than  the  international  unit;  and,  of  course, 
the  reliability  of  the  manufacturer.  The 
present  powers  of  the  Food  and  Drug  Ad- 
ministration are  such  as  to  insure  the  main- 
tenance of  rigid  standards  for  these  products. 

As  to  the  question  that  Dr.  Wheeler  asked 
about  the  average  dosage  required,  I have 
touched  on  that  previously.  It  is  an  individ- 
ual problem  with  each  patient.  With  some 
patients  1,000  rat  units  a day  produce  a full 
estrous  reaction;  in  others,  10,000  rat  units 
a day  are  required.  This  indicates  the  wide 
difference  in  response  which  we  encounter. 
As  a starting  dosage  I should  like  to  suggest 
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approximately  2,000  rat  units,  intramus- 
cularly, three  times  a week,  and  then  adjust- 
ing the  dosage  in  terms  of  the  response.  If 
the  expected  therapeutic  response  with  this 
or  higher  doses  is  not  achieved,  the  vaginal 
smear  can  then  be  used  to  ascertain  the  reasons 
for  it. 

Summary 

Dr.  Shorr:  You  have  listened  to  a dis- 
cussion of  what  is  perhaps  one  of  the  most 
satisfactory  chapters  of  present-day  endo- 
crinology. Clinicians  have  become  increas- 
ingly aware  of  the  variety  of  symptoms  which 
may  arise  from  the  menopausal  maladjust- 
ment and  which  can  become  a source  of  pro- 
found distress  not  to  the  patient  alone  but 
also  to  those  who  make  up  her  world.  As  the 
result  of  one  of  the  most  brilliant  achieve- 
ments of  modern  chemistry,  powerful  and  ef- 
fective estrogenic  agents  have  become  avail- 
able for  the  amelioration  of  this  distressing 
conditions.  Indeed,  a start  has  already  been 
made  toward  the  synthesis  of  inexpensive, 
actively  estrogenic  substances,  a fascinating 
chapter  that  Dr.  Fishman  has  briefly  touched 
upon.  Furthermore,  methods  have  been  de- 
veloped for  the  controlled  therapeutic  use  of 
these  hormones  which  compare  favorably  in 
accuracy  with  those  employed  in  dealing  with 
other  ductless  glandular  systems. 

The  practitioner  has  not  been  slow  to  take 
advantage  of  this  therapeutic  opportunity. 
But  he  has  been  confused  by  the  number  of 
different  estrogenic  preparations,  each  with 
its  own  unitage  based  on  any  one  of  a variety 
of  methods  of  assay  on  animals.  He  may 
take  comfort  from  the  growing  awareness 
that  the  human  is  the  most  appropriate  test 
object  for  the  assay  of  these  different  estro- 
genic agents  and  that  the  method  for  such  as- 
says is  already  available  in  the  vaginal  smear. 
He  can,  till  then,  accept  the  rat  unit  as  the 
more  reliable  index  of  the  comparative  ac- 
tivity of  different  estrogenic  preparations. 
When  estrogenic  preparations  are  employed 
by  mouth,  he  should  provide  for  the  loss  of 
90  to  95  per  cent  of  the  activity  of  natural  es- 
trogens by  this  route. 


The  swift  symptomatic  relief  from  estro- 
genic hormones  in  the  menopause  should, 
however,  not  lead  to  the  neglect  of  the  many 
organic  concomitants  of  this  age  period.  Dr. 
Javert  has  properly  emphasized  the  danger 
of  overlooking  possible  pelvic  abnormalities 
at  an  age  period  with  the  highest  incidence  of 
carcinoma  of  the  uterus.  And,  while  there  is 
no  proof  that  the  use  of  estrogens  leads  to 
neocarcinogenesis  in  humans  as  it  does  in 
animals,  this  does  not  relieve  the  physician 
of  the  responsibility  for  making  repeated  ex- 
aminations of  the  breasts  and  for  exercising 
special  caution  in  patients  with  a familial 
history  of  carcinoma. 

Another  prevalent  tendency  is  to  hold  the 
menopause  responsible  for  all  the  disturbances 
encountered  at  this  period.  It  is  safer  to  re- 
gard the  climacteric  as  only  one  episode  in 
the  more  inclusive  process  of  aging  and  to 
differentiate  those  phenomena  that  are  spe- 
cifically hormonal  from  those  of  other  origins 
for  which  other  types  of  treatment  are  ap- 
propriate. This  is  readily  done  by  instituting 
full  replacement  therapy  as  indicated  by 
vaginal  smears  and  noting  those  phenomena 
that  fail  to  respond  to  treatment. 

The  possession  of  an  effective  therapeutic 
agent  for  any  condition  often  has  the  unde- 
sirable effect  of  diminishing  our  concern  for 
the  less  immediately  pressing,  but  often  more 
fundamental,  aspects  that  still  remain  obscure. 
I have  pointed  out  how  little  is  known  of  the 
mechanisms  by  which  the  menopausal  syn- 
drome arises  and  have  had  to  confess  that 
our  concept  of  the  process  of  readjustment 
consists  of  mere  verbalization.  What  can  be 
said  with  certainty  is  that  the  menopausal 
adjustment  is  not  a purely  hormonal  matter 
but  is  dependent  on  more  fundamental  char- 
acteristics of  the  individual.  The  quality  of 
the  previous  personality  adjustment  to  the 
life  situation  appears  to  be  a major  deter- 
minant of  the  ease  or  difficulty  with  which  the 
menopausal  adjustment  is  made.  Such  con- 
siderations serve  to  point  out  the  increasingly 
important  role  that  psychotherapy  can  be  ex- 
pected to  assume  not  only  in  the  treatment 
but  also  the  prevention  of  this  condition. 


OLD-FASHIONED 

The  marriage  rate  is  rising  nowadays! 

Though  weapons  are  improved  in  many  ways, 
Dan  Cupid’s  doing  well,  we’re  glad  to  know, 
With  just  a simple  arrow  and  a bow. — Gerald 
Raftery  in  the  New  York  Sun,  September  29,  1941 


WHAT’S  THAT?  SAY  IT  AGAIN 

Did  you  ever  stop  to  think  how  much  better  it 
is  to  be  well  and  think  how  much  better  it  is  to 
be  well  than  it  is  to  be  sick  than  it  is  to  be  sick 
and  think  how  much  better  it  is  to  be  well  than 
it  is  to  be  sick?  — Adapted 


Mental  Health 


In  the  Salmon  Lectures  delivered  at  The  New  York  Academy  of  Medicine  last  month , Dr. 
Robert  Dick  Gillespie , psychiatric  specialist  of  the  Royal  Air  Force,  told  of  the  rare  in- 
stances of  mental  breakdowns  among  the  fliers  and  the  phenomenal  ability  of  the  English 
civilian  to  withstand  his  present  life.  Resumes  of  his  addresses  are  given  below — Editor 

Mental  Breakdowns  in  Army  Avoided  by  Strict  Tests 


HOW  the  United  States  may  avoid  mental 
breakdowns  among  its  armed  forces  by 
strict  mental  and  physical  examination  before 
induction  was  described  by  Dr.  Gillespie  in  his 
first  lecture. 

“There  are  remarkably  few  cases  of  psycho- 
neuroses among  the  members  of  the  Royal  Air 
Force,  and  this  is  largely  due  to  the  extreme  care 
which  is  used  in  selecting  them.  Only  the  men- 
tally and  emotionally  stable  get  past  the  weeding 
out  process  which  precedes  acceptance  into  the 
RAF. 

“Moreover,  everyone  who  flies  for  the  RAF 
and  most  of  the  ground  force  has  the  ‘professional 
attitude’  toward  his  work,  whether  he  is  a pilot 
or  an  air  gunner,  a mechanic  or  a rigger.  His 
patriotic  devotion  is  reinforced  by  his  pride  in  his 
particular  technique  and  his  devotion  to  his  job.” 
As  an  illustration  of  the  rarity  of  psychoneu- 
roses among  the  RAF,  Dr.  Gillespie  pointed  out 
that  a hospital  specially  built  for  the  care  of 
psychoneurotic  victims  in  the  RAF  had  to  be 
closed  down  after  a few  months  and  directed  to 
other  purposes  because  there  were  not  enough 
patients  to  keep  it  going. 

“One  reason  why  there  are  fewer  neurotics  in 
this  war  than  in  the  last  is  the  greater  impor- 
tance which  is  attached  to  the  individual.  Even 
among  the  infantry  today,  a man  tends  to  be 
more  and  more  a technician  and  less  of  a foot 
flogger.” 

Another  class  among  which  psychoneuroses 
are  virtually  unknown  is  the  medical  profession. 
Dr.  Gillespie  attributed  this  phenomenon  to  the 
fact  that  doctors  also  have  a “professional  at- 
titude” toward  work,  because  they  have  a great 
responsibility  to  others  and  have  had  a realistic 
education. 

“Surprisingly  enough,”  Dr.  Gillespie  con- 
tinued, “the  war  has  given  birth  to  two  institu- 
tions which  are  highly  successful  as  a preventive 
of  psychoneuroses.” 

Emphasizing  the  social  aspect  of  psychoneu- 
roses, which  he  defined  as  “a  social  disorder  of  the 
individual,”  Dr.  Gillespie  said,  “We  have  learned 
that  shelter  life  with  its  common  sharing  of  dan- 
ger has  helped  people  to  withstand  peril  better 
than  isolation  in  small  groups,  which  often  con- 
tributes to  the  development  of  psychoneuroses. 
The  feeling  of  being  with  others  during  an  air 
raid,  even  in  an  insecure  shelter,  brings  courage. 

“Moreover,  shelter  life  and  community  centers 
fill  a need  for  companionship  and  entertainment 
which  were  hitherto  unmet.  In  large  cities  be- 
fore the  war  we  had  the  paradox  of  want  amid 
plenty,  social  want  in  the  midst  of  social  possi- 
bilities. 

“Now  we  find  persons  returning  from  safe 
areas  to  the  shelters  in  large  cities  declaring  ‘I’d 
rather  be  bombed  than  bored.’  ” 

Dr.  Gillespie  named  as  one  of  the  most  signifi- 


cant symptoms  of  psychoneuroses  the  apathy 
noted  in  the  battle-worn  soldier  as  well  as  in 
those  whose  homes  have  been  destroyed  and 
whose  lives  are  completely  disorganized. 

“I  believe  that  this  apathy  is  a modern  equiva- 
lent of  the  passive  acceptance  or  lethargic  state 
known  in  the  Middle  Ages  as  ‘accidie’  and  that 
psychiatry  has  tended  to  overlook  its  existence 
because  the  symptoms  are  negative  rather  than 
positive.  This  apathy  is  usually  the  result  of 
the  continual  thwarting  of  simple  desires — in  the 
case  of  the  soldier,  the  repeated  thwarting  of  the 
instinct  of  self-preservation;  in  the  case  of  the 
civilian,  the  thwarting  of  the  desire  for  activity. 

“Activity  of  some  sort  is  a necessary  condition 
of  happiness  and  for  many  people  a necessary 
preventive  of  psychoneurotic  or  antisocial  be- 
havior. It  is  important  for  psychiatrists  to 
recognize  the  apathy  or  restlessness  which  may 
precede  psychoneuroses  or  antisocial  acts.” 

In  wartime,  he  pointed  out,  this  apathy  often 
precedes  symptoms  of  psychoneuroses  among 
soldiers  and  fliers.  Or  else  the  continual  thwart- 
ing of  the  desire  for  activity  produces  restlessness 
and  irritability  followed  by  rebellion. 

“The  organism  that  is  not  active  is  halfway 
to  death,”  Dr.  Gillespie  reminded  his  listeners. 
“After  the  war  we  may  expect  either  a dangerous 
restlessness  or  an  equally  dangerous  apathy  un- 
less we  are  as  energetic  in  organizing  peace  as 
we  have  been  in  organizing  war. 

“For  it  is  possible  that  if  the  psychiatrist  had 
extended  his  observations  to  the  preclinical 
changes,  he  might  have  been  more  useful  in  warn- 
ing politicians  of  the  threat  to  civilization  con- 
tained in  the  thwarting  of  the  activity  instinct  in 
such  large  sections  of  the  world’s  population, 
leading  in  one  country  and  one  time  to  the  symp- 
tom of  apathy,  at  another  to  delinquency  on  an 
international  scale.” 

Dr.  Gillespie  considers  the  economic  back- 
ground of  the  individual  a major  influence  in  the 
development  of  psychoneuroses.  In  the  poorest 
families,  he  pointed  out,  there  are  the  smallest 
number  of  psychoneurotic  cases.  If  the  psycho- 
logical conditions  in  the  home  are  good,  even  ex- 
treme poverty  leaves  children  unaffected. 

Much  more  important  than  money  in  prevent- 
ing the  development  of  future  psychoneuroses  in 
children,  Dr.  Gillespie  believes,  is  the  cultural 
or  family  background.  Emotional  security  is 
the  central  need  of  children  in  a family.  Paren- 
tal rejection  of  children  is  as  potent  a cause  of 
neurosis  as  divagations  of  the  libido. 

“Contrary  to  expectations,  we  have  found  in 
London  that  several  families  consisting  of  evacu- 
ated mothers  with  their  children  can  live  har- 
moniously in  one  house.  The  anticipated  crises 
do  not  arise.  This  method  works  out  much 
better  for  the  children  than  when  they  are  placed 
in  the  care  of  women  other  than  their  mothers, 
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no  matter  how  complete  is  the  care  these  women 
give  them. 

“Among  children,”  he  continued,  “we  have 
found  that  delinquency  is  often  the  opposite  of 
psychoneuroses.  In  many  cases,  if  a child  had 
not  been  delinquent,  it  would  have  become  neu- 
rotic.” 

It  is  only  when  psychiatrists  reach  the  middle- 
class  “competitive  society  in  their  observations 
that  they  find  psychoneuroses  becoming  much 
more  numerous,  since  competition  seems  to 
breed  the  desire  for  power,  and  this  desire  when 
unsatisfied  breeds  the  beginnings  of  psychoneu- 
roses.” 

Dr.  Gillespie  blamed  this  destructive  desire 
for  power  on  the  values  inculcated  by  the  more 
expensive  types  of  education,  which  do  not  pro- 
tect students  from  neuroses.  The  values  from 
the  cheapest  forms  of  education  he  called  inade- 
quate. 

“The  poorest  people  lack  ‘pivotal’  or  funda- 
mental values,”  he  said,  “and  have  instead  su- 
perficial interests  which  are  dictated  largely  by 
the  cheaper  newspapers.” 

Significant  findings  on  the  relation  of  unem- 
ployment to  psychoneuroses  have  been  made, 
Dr.  Gillespie  revealed.  From  their  observa- 
tions, he  said,  psychiatrists  have  concluded  that 
unemployment  is  less  likely  to  produce  psycho- 
neuroses in  men  than  in  their  wives,  who  are  more 
inclined  to  develop  anxiety  neuroses  from  finan- 
cial worry  than  men. 

Civilian  Population  Suffers 

THE  outstanding  phenomenon  of  the  present 
War  has  been  the  ability  of  the  English  civil- 
ian population  to  withstand  constant  air  bom- 
bardment, loss  of  home,  and  disruption  of  their 
daily  routine  without  suffering  appreciable  psy- 
chological damage.  Not  only  have  the  store- 
keepers of  London  and  elsewhere  done  “business 
as  usual,”  but  studies  have  indicated  that  there 
were  actually  fewer  days  lost  by  salespeople  and 
other  workers  in  bombed  areas  during  the  period 
of  the  “blitz”  than  in  normal  times.  Dr.  Gilles- 
pie cited  figures  showing  that  in  seventeen  stores 
in  the  London  area,  while  there  were  687  days 
lost  by  employees  in  1939,  during  a period  of 
heavy  air  bombardment  in  1940-1941,  for  a com- 
parable period,  there  were  only  673  days  lost. 

In  the  east  Anglian  area  a similar  condition 
was  found  with  absenteeism  being  reduced  from 
4.1  days  per  employee  to  3.1  per  employee  during 
the  period  of  heaviest  attack,  which  he  stated 
was  typical  of  the  rest  of  England. 

In  this  connection  he  said,  “In  general  the  de- 
crease in  absenteeism  in  the  aggregate  and  per 
person  employed  is  marked.  Over  this  whole 
area  it  decreased  by  one  day  per  person  taking 
the  area  as  a whole.  The  only  month  in  which 
there  was  an  absolute  increase  was  in  July  before 
the  bad  air  raids  started  but  at  that  time  there 
were  a good  many  night  alerts  and  the  girls  were 
very  tired  by  staying  up  through  the  whole  pe- 
riod of  the  alert. 

“It  can  be  said  that  one  of  the  most  striking 
things  about  the  effects  of  the  war  on  the  civilian 
population  has  been  the  relative  rarity  of  patho- 
logical mental  disturbances  among  the  civilians 
exposed  to  air  raids.  Guy’s  Hospital  which  is 
situated  in  Southwark — the  Southwark  of  the 


Women,  however,  do  not  seem  to  crave  em- 
ployment for  its  own  sake,  since  studies  show  that 
women  who  are  employed  outside  the  home  are 
less  happy  and  contented  than  women  who  are 
living  at  home  and  are  unemployed. 

In  his  lecture.  Dr.  Gillespie  defined  psychoneu- 
roses as  “abnormal  mental  states  showing  bodily 
or  mental  symptoms  and  resulting  from  a con- 
flict over  personal  relationships.” 

Differentiating  between  the  psychoneurotic  and 
the  psychotic  states,  Dr.  Gillespie  pointed  out 
that  “unlike  the  psychotic  victim  who  views  the 
world  with  delusions  and  hallucinations  the 
psychoneurotic  patient  has  the  same  outlook  as 
the  normal  man.  It  is  believed  that  the  psycho- 
neurotic and  the  psychotic  states  are  different 
degrees  of  intensity  of  reaction  of  the  same  mind 
to  stress.  A patient  may  at  one  time  exhibit 
psychoneurotic  symptoms  and  at  another  time 
psychotic  reactions. 

“Those  who  are  most  apt  to  develop  psycho- 
neuroses during  war  are  those  who  in  childhood 
exhibited  morbid  fears  and  ‘nervousness’  or  those 
who  have  an  obsessional,  conscientious  person- 
ality, particularly  when  overworked. 

“While  most  mental  disturbances  are  depar- 
tures from  a previous  normality  for  the  individ- 
ual, others  are  the  individual  who  may  be  sub- 
ject to  episodic  disturbances,  which  for  him 
are  the  only  actual  ‘disease.’  ” 

Small  Psychological  Damage 

Canterbury  Tales  and  of  John  Harvard — is  in 
the  middle  of  one  of  the  most  frequently  bombed 
areas  of  London,  and  in  the  midst  of  a large  popu- 
lation area  of  the  poorer  classes.  Yet  the  psychi- 
atric outpatient  department  which  still  functions 
there,  records  very  few  cases  of  neuroses  attribut- 
able to  war  conditions.  The  patients  who  do 
come,  with  few  exceptions,  present  mainly  the 
same  problems  as  in  peacetime. 

“As  regards  any  significant  sex  difference  in 
the  development  of  psychological  reactions  to 
bombing,  the  difference  seems  to  be  in  favor  of 
women  rather  than  men  among  the  civilians. 
The  male  cases  of  emotional  shock  and  psycho- 
neuroses resulting  from  air  raids  in  the  Guy’s  sec- 
tor comprises  South  East  London  and  the  whole 
Kent,  which  has  been  the  area  probably  of  the 
greatest  and  most  continuous  exposure.” 

Children,  generally  speaking,  take  their  pat- 
tern of  behavior  from  the  adults  and,  if  a brave 
demeanor  was  shown,  children  automatically 
followed  suit.  However,  with  children  as  with 
adults,  more  important  than  fear  of  death  or 
destruction  is  the  importance  of  satisfying  their 
everyday  needs.  “It  is  not  the  physical  danger 
or  the  prospect  of  it  that  matters  most,”  Dr. 
Gillespie  said.  “The  outstanding  lesson  learned, 
not  without  surprise  during  recent  experience,  is 
that  war  or  no  war  the  pressing  needs  of  parents 
with  problem  children  cannot  be  ignored.  In- 
creasing demands  for  help  coming  from  parents 
during  recent  weeks  indicate  that  anxiety  re- 
garding their  children’s  day-to-day  difficulties 
takes  precedence  even  in  these  times  over  the  re- 
moter fear  of  death  and  destruction.”  Behavior 
problems  arising  in  children  are  usually  caused 
by  environmental  or  domestic  situations,  as  in 
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peacetime,  and  can  rarely  be  traced  directly  to 
the  impact  of  the  war  itself,  Dr.  Gillespie  as- 
serted, although  there  were  several  instances 
where  a behavior  problem  was  aggravated  by  a 
fear  of  air  raids.  In  many  instances  the  absence 
of  one  or  both  parents,  in  the  service  of  muni- 
tions, played  an  important  role. 

Concluding  this  point,  Dr.  Gillespie  said, 
“Children  are  then  remarkably  unaffected  by 
fear  of  air  raids  and  this  is  undoubtedly  con- 
nected with  behavior  of  the  adults  around  them. 
It  is  recorded,  for  example,  that  in  a children's 
ward  of  a general  hospital  nurses  set  an  example 
of  cool  courage  by  carrying  little  patients  to 
shelter,  and  sitting  up  with  them  all  night.  None 
of  the  children  whimpered,  some  fell  asleep  in 
the  middle  of  the  bombardment.  Some  of  them 
indulge  in  games  representing  an  air  raid  and  may 
work  off  whatever  anxiety  they  have  in  this  way. 

“I  have  had  difficulty  in  collecting  instances 
of  ‘bomb  fright’  among  children.  No  acute  emo- 
tional reactions  among  children  have  been  seen 
in  Guy’s  Hospital,”  Dr.  Gillespie  said. 

Several  children  have  suffered  from  “siren 
fright,”  i.e.,  from  symptoms  associated  with  the 
sound  of  sirens;  but  these  particular  cases  oc- 
curred in  children  who  had  not  actually  been 
subjected  to  bombing  itself,  and  who  had  pre- 
viously shown  some  evidence  of  psychoneurotic 
tendencies. 

When  psychological  trauma  is  suffered  during 
a bomb  raid,  Dr.  Gillespie  stated,  it  might  assume 
any  one  of  a variety  of  forms;  most  immediate 
being  “acute  panic,”  some  confusion,  and  loss  of 
memory  for  what  has  actually  happened,  par- 
ticularly if  the  individual  has  left  his  post  of  duty. 
Acute  panic  occurs,  however,  only  in  the  predis- 
posed, especially  the  habitually  timid  and  anx- 
ious. 

The  second  type  of  immediate  reaction  to 
bombing  is  the  immobility  or  passive  reaction. 
For  example,  a young  married  woman  who  had 
always  been  timid  and  shy,  and  inclined  to 
tremble  in  talking  to  strangers,  heard  the  warn- 
ing siren  and  made  for  a shelter;  some  bombs 
dropped  before  she  reached  it,  and  she  hesitated 
before  entering,  and  then  apparently  became  un- 
conscious. On  recovering  in  the  hospital  she 
said  she  had  lost  the  use  of  her  legs. 

A third  type  of  immediate  reaction  consists  in 
direct  bodily  manifestations  of  fear,  tremor,  di- 
lated pupils,  staring  eyes,  and  such  transient  reac- 
tions as  weakness  of  the  legs. 

In  addition  to  psychological  reactions  ob- 
served at  the  immediate  scene  of  the  bombing, 
Dr.  Gillespie  pointed  out  that  more  frequently 
there  were  remote  reactions,  which  develop  after 
a period  of  time.  He  cited  the  case  of  a young 
woman  who  had  been  in  a building  which  had 
been  smashed  in  a bomb  raid  and  showed  hysteri- 
cal aphonia  (inability  to  talk)  for  a week  after- 
ward. The  reason  for  this  reaction,  he  said,  was 
because  her  mouth  became  filled  with  brick  dust 
immediately  after  the  explosion  and  she  had 
found  difficulty  in  speaking. 

“All  such  conditions  occur  as  a rule  only  in  the 
predisposed,”  Dr.  Gillespie  stated,  “but  excep- 
tions to  this  rule  are  those  who  have  been  re- 
peatedly exposed  to  frightening  experiences  and 
those  who  have  undergone  even  more  than  usu- 
ally terrifying  ordeals.” 

More  spectacular,  and  unexpected,  than  any 
of  these  reactions,  Dr.  Gillespie  emphasized,  was 


the  frequency  with  which  individuals  whose  en- 
tire life  had  previously  been  characterized  by 
timidity,  shyness,  or  other  psychoneurotic  mani- 
festations were  transformed  into  outstandingly 
courageous  and  self-sacrificing  persons. 

Typical  of  this  group  was  the  case  cited  of  a 
24-year-old  dental  mechanic  who  had  been  re- 
ceiving medical  attention  for  four  years  suffering 
from  a depression  in  a timid  personality.  He 
dated  his  condition  of  “nerves,”  as  he  called  it,  to 
an  air  raid  when  aged  four  in  the  last  war.  He 
was  very  small  in  stature  and  had  always  been 
self-conscious  about  his  size.  He  had  found  the 
greatest  difficulty  in  making  an  impression  any- 
where on  anyone;  unsuccessful  attempts  to 
learn  dancing,  for  example,  and  other  social  fail- 
ures aggravated  his  depression  of  spirits.  He 
dreaded  being  handed  a rifle,  and  before  the  at- 
tack on  London  began  he  dreaded  to  face  work 
with  casualties.  He  was  considered  unfit  for  the 
fighting  services  and  was  finally  assigned  to 
A.R.P.  work.  Anyone  who  saw  him  would  have 
marked  him  as  a miserable  little  shrimp  and  no 
future  hero — but  he  became  very  successful  as  an 
A.R.P.  warden.  According  to  Dr.  Gillespie, 
“he  has  had  at  least  three  remarkable  escapes, 
and  received  a bomb  splinter  in  one  hand.  He 
remarked  that  in  critical  moments  ‘girls  turn  to 
me.’  He  liked  to  see  the  planes  coming.  ‘It  is 
my  quickness,’  he  said,  ‘against  theirs.’ 

“In  1940  he  was  bombed  out  of  his  home;  his 
mother  and  father  were  cut  up  and  shocked. 
Following  this  he  was  bombed  again  twice,  and 
found  that  his  new  abode  had  also  been  destroyed. 
After  a week’s  leave  he  went  back  to  duty  and 
when  last  heard  of  was  in  full  activity,  and  rather 
aggressively  critical  about  conditions  in  shelters. 
It  is  clear  that  he  has  found  an  opportunity 
which  completely  relieves  his  sense  of  failure  and 
inferiority.” 

Some  of  these  so-called  neurotic  individuals 
show  no  signs  of  neurosis  and  are  efficient  and 
courageous  during  a bombing  but  develop  acute 
signs  of  anxiety  again  only  when  released  from 
duty  and  posted  to  a quiet  place. 

Dr.  Gillespie  stressed  the  fact  that  keeping 
people  busy  and  occupied  was  one  of  the  best 
ways  of  preventing  mental  breakdown  after  fac- 
ing tragedy  of  other  terrifying  experiences,  thus 
avoiding  a period  of  rumination  which  may  pre- 
cede a remote  psychological  reaction.  In  one 
survey  of  119  persons  in  a bombed  area,  it  was 
not  until  two  or  three  weeks  after  the  actual 
bombing  that  30  per  cent  complained  of  symp- 
toms of  one  sort  or  another,  usually  of  bodily 
distress,  but  without  evidence  of  physical  dis- 
ease. “This  observation,”  Dr.  Gillespie  said, 
“emphasizes  the  importance  of  occupation  in  the 
prevention  of  psychoneurotic  aftereffects.  It 
was  only  after  the  individuals  concerned  had 
finished  rearranging  themselves  and  their  affairs 
and  had  time  to  sit  down  and  consider  the  situa- 
tion that  the  symptoms  appeared.  It  is  disor- 
ganization rather  than  fright  that  is  the  causal 
factor  here.” 

Dr.  Gillespie  discussed  at  some  length  the 
problems  associated  with  the  transplanting  of 
thousands  of  evacuee  children  and  said  that 
while  some  personality  difficulties  were  noticed 
“children  adapt  themselves  far  more  readily  to 
new  persons  and  new  environments  than  had 
generally  been  predicted.” 
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In  commenting  on  an  increase  in  juvenile  de- 
linquency, he  said,  “It  has  to  be  remembered 
that  although  the  removal  of  many  of  the  outlets 
that  ordinarily  exist  in  a city  plays  a considerable 
part  in  sending  up  the  juvenile  delinquency,  on 
the  other  hand,  those  who  moved  to  the  country 
find  new  interests  and  probably  better  ones  than 
they  ever  did  in  town.  One  group  of  boys 
evacuated  from  London  to  the  country  have  ac- 
tually lost  their  interest  in  cricket  to  a large  ex- 
tent and  become  enthusiastic  about  hay  making 
and  work  on  the  farm  as  well  as  other  country 
pursuits.  It  is  an  interesting  object  lesson  for 
the  future  use  of  the  energy  of  the  young  and 
also  suggests  possible  lines  of  reorientation  of 
their  values.” 

A general  survey  of  evacuee  children,  Dr. 
Gillespie  said,  indicated  that  there  had  been  no 
great  increase  in  psychological  disturbances  and 
that  the  majority  of  those  who  exhibited  them 
had  presented  problems  also  before  the  war. 
Analysis  of  a group  of  children  who  had  evi- 
denced behavior  problems  after  evacuation  indi- 
cated that  in  10  per  cent  of  the  cases  the  new 
foster  home  was  unsuitable,  in  19  per  cent  the 
parents  of  the  child,  either  because  of  ignorance 
or  selfishness,  were  the  disturbing  factor,  and 
that  in  the  remainder  the  difficulty  was  caused  by 
some  personality  or  intellectual  difficulty  such  as 
feeblemindedness,  physical  defect,  or  bad  be- 
havior patterns  which  pre-existed. 

Disorganization  of  the  child’s  regular  routine 
is  the  most  devastating  factor  of  all,  Dr.  Gillespie 
said,  and  seems  to  have  occurred  as  frequently 


in  children  who  had  not  been  evacuated  but 
whose  school  hours  had  been  curtailed  and  whose 
recreational  clubs  are  no  longer  open  as  a result 
of  air  raids. 

Most  successful  placements  of  evacuee  chil- 
dren are  working-class  homes  where  the  evacuee 
“lumps  in”  with  the  rest,  “even  with  the  prob- 
lem children.”  “These  women  show  a patience 
which  is  often  lacking  elsewhere  in  big  houses  and 
with  richer  people,  and  the  only  successful  way 
is  to  have  a group  of  five  or  six  children  with  a 
helper.  Otherwise  the  child  is  apt  to  fall  be- 
tween the  owners  and  the  maids,  neither  of 
whom  feel  themselves  fully  responsible  for  its 
entertainment.  This  leads  to  wandering  about 
in  the  streets  and  getting  into  mischief.” 

He  indicated,  in  conclusion,  that  British  au- 
thorities were  readapting  themselves  to  facts  as 
they  became  known  and  were  aware  that  the  re- 
establishment of  homes  after  bombings  was  as 
important  as  hospital  treatment  for  the  mainte- 
nance of  good  mental  health;  that  the  problems 
arising  out  of  the  evacuation  of  children  were 
being  studied  and  more  attention  was  now  being 
given  to  be  certain  that  the  home  and  the  child 
were  mutually  adaptable;  that  psychoneurotic 
reactions  following  exposure  to  danger  were 
much  less  frequent  than  was  to  be  expected  and 
apparently  no  greater  hazard  than  the  disorgani- 
zation of  life  for  the  individual  as  a result  of  con- 
ditions in  a bombed  area  or  of  evacuation  to 
strange  districts,  where  habit  patterns  suddenly 
were  uprooted. 


MENTAL  HEALTH  AND  THE  GENERAL 
PRACTITIONER 

Urging  the  adoption  of  a comprehensive  pro- 
gram for  civilian  mental  health,  Mr.  Watson  B. 
Miller,  Assistant  Federal  Security  Administrator, 
recently  addressed  a group  of  psychiatrists,  ac- 
cording to  the  Annals  of  the  District  of  Columbia. 
He  stated  that  “psychiatric  knowledge  already 
far  outstrips  its  application.  Much  more  can  be 
learned,  and  will  be  learned  as  greater  attention 
is  paid  to  research  in  nervous  and  mental  dis- 
eases. Psychiatry  in  the  United  States  is  far 

more  advanced  than  in  any  other  country 

Yet  there  are  in  the  United  States  today  only 
3,000  trained  psychiatrists  ..... 

“What  is  more  disturbing,  medical  education 
has  not  equipped  general  practitioners  to  recog- 
nize mental  disease  in  its  early  stages,  nor  to 
apply  psychiatry  in  the  treatment  of  a very  large 
number  of  their  patients  whose  bodily  ailments 
are  clearly  psychic  in  origin.  Yet,  it  is  impossi- 
ble to  see  how  we  can  make  further  progress  in 
mental  hygiene  without  the  informed  interest  of 
the  general  practitioner.  It  is  he  who  first  sees 
the  great  majority  of  incipient  cases;  it  is  he  to 
whom  the  neurotics  turn  with  their  subjective 
symptoms,  very  real  to  them,  for  which  he  can 
find  no  demonstrable  physical  cause 

“Not  only  the  major  share  of  case-finding  but 
even  a part  of  treatment  can  be  done  by  the  well- 
trained  general  practitioner.  The  psychiatrist 
should  be  regarded  as  the  consultant  and  the 
specialist  in  the  treatment  of  mental  disease.” 


YESTERDAY,  TODAY,  AND 
TOMORROW 

There  are  two  days  in  every  week  about  which 
we  should  not  worry — two  days  which  should  be 
kept  free  from  fear  and  apprehension. 

One  of  these  days  is  yesterday  with  its  mis- 
takes and  cares,  its  aches  and  pains,  its  faults 
and  blunders.  Yesterday  has  passed  forever  be- 
yond our  control. 

All  the  money  in  the  world  cannot  bring  back 
yesterday.  We  cannot  undo  a single  act  we  per- 
formed; we  cannot  erase  a single  word  we  said. 
Yesterday  is  gone. 

The  other  day  we  should  not  worry  about  is 
tomorrow  with  its  possible  adversities,  its  bur- 
dens, its  large  promise  and  poor  performance. 
Tomorrow  also  is  beyond  our  immediate  control. 

Tomorrow’s  sun  will  rise  either  in  splendor  or 
behind  a mask  of  clouds — but  it  will  rise.  Until 
it  does,  we  have  no  stake  in  tomorrow,  for  it  is  as 
yet  unborn. 

That  leaves  only  one  day — today.  Any  man 
can  fight  the  battles  of  just  one  day;  any  woman 
can  carry  the  burdens  of  just  one  day.  It  is 
only  when  you  and  I add  the  burdens  of  those 
two  awful  eternities — yesterday  and  tomorrow — 
that  we  break  down. 

It  is  not  the  experience  of  today  that  drives 
men  mad — it  is  remorse  or  bitterness  for  some- 
thing which  happened  yesterday  and  the  dread 
of  what  tomorrow  may  bring.  Let  us,  therefore, 
journey  but  one  day  at  a time. — L.  H,  P,  in  the 
Pennsylvania  Med.  J, 


Medical  News 


Health  Record  for  the  Fir: 

OEPTEMBER,  1941,  recorded  a death  rate  of 
^ 6.5  per  1,000,  which  is  the  lowest  rate  for 
any  month  in  any  year  in  the  history  of  the  Met- 
ropolitan Life  Insurance  Company’s  industrial 
policyholders.  The  first  part  of  the  year,  how- 
ever, owing  to  the  influenza  epidemic,  registered 
higher  rates  than  the  corresponding  months  of 
1940. 

According  to  the  Bulletin  it  looks  as  if  1941 
will  be  among  the  best  health  years.  The  prog- 
nostication is  based  on  the  experience  of  the  mil- 
lions of  wage  earners  and  their  dependents  who 
are  industrial  policyholders  of  the  company  and 

County 

Albany  County 

At  the  first  of  a series  of  social  justice  forums 
sponsored  by  the  Beth  Emeth  Temple  in  Al- 
bany, Dr.  John  J.  Bourke,  research  director  of 
the  State  Health  Preparedness  Council,  spoke  on 
the  many  problems  of  medical  care  and  the  de- 
fense program.  Dr.  Joseph  Lawrence,  executive 
secretary  of  the  State  Society,  assisted  Dr. 
Bourke  in  answering  the  questions  of  the  audi- 
ence. 

Allegany  County 

At  the  annual  meeting  of  the  county  society, 
held  at  Belmont  on  October  30,  Dr.  Herman 
Pearse,  Jr.,  an  instructor  at  Strong  Memorial 
Hospital,  Rochester,  gave  a talk  on  vascular  dis- 
eases, their  symptoms  and  treatment,  illus- 
trated with  lantern  slides. 

The  officers  were  re-elected  as  follows:  Dr. 
William  Reedy,  Wellsville,  president;  Dr.  Loren 
P.  Bly,  Cuba,  vice-president;  Dr.  E.  F.  Com- 
stock, Wellsville,  secretary,  and  Dr.  R.  W. 
Blaisdell,  Wellsville,  treasurer. 

Broome  County 

The  society  held  its  business  meeting  on  No- 
vember 11  in  the  auditorium  of  the  City  Hospi- 
tal in  Binghamton.  The  scientific  program  was 
postponed  until  two  days  later  at  the  meeting 
of  the  Finger  Lakes  Regional  Fracture  Com- 
mittee. Dr.  Charles  L.  Scudder,  of  Boston,  who 
has  been  so  instrumental  in  the  revolutionary 
treatment  of  fractures  during  the  past  twenty 
years  spoke  on  “The  Operative  Treatment  of 
Fractures.” 

Chemung  County 

The  regular  monthly  meeting  of  the  county 
society  was  held  on  October  29  at  the  Arnot- 
Ogden  Hospital  in  Elmira.  The  meeting  was 
called  to  order  by  the  president,  Dr.  George 
Murphy. 

In  the  absence  of  Dr.  A.  H.  Hillman,  chairman, 
Dr.  J.  S.  Lewis  reported  for  the  nominating 
committee.  The  committee  made  the  following 
nominations:  president,  Dr.  John  Burke,  Sr., 
and  Dr.  Leon  Hamilton;  vice-president,  Dr. 
Swen  Larson  and  Dr.  F.  S.  Hassett;  secretary, 
Dr.  Harold  Walker  and  Dr.  Ross  Hobler;  treas- 


st  Nine  Months  of  1941 

from  fragmentary  data  for  the  general  popula- 
tion. The  1941  death  rate  of  the  policyholders 
for  the  January-September  period  is  7.6  per 
1,000,  which  is  1.3  per  cent  below  the  7.7  per 
1,000  of  a year  ago.  For  the  general  population 
in  the  88  major  cities  of  the  United  States,  there 
have  been  1,097  fewer  deaths  reported  in  the 
first  forty  weeks  of  this  year  than  in  the  cor- 
responding period  of  1940 — a decline  of  about 
1 per  cent  in  rate.  For  New  York  City  the  1941 
year-to-date  rate  is  9.9  per  1,000  or  2.9  per  cent 
below  the  figure  recorded  in  the  same  period  last 
year  which  was  10.2  per  cent. 

News 

urer,  Dr.  M.  F.  Butler  and  Dr.  John  P.  Mur- 
phy; censors,  Dr.  F.  E.  Woodhouse,  Dr.  A.  J. 
Westlake  to  succeed  himself,  and  Dr.  C.  H. 
Erway  to  continue;  delegate  to  the  State  So- 
ciety, Dr.  C.  F.  Leet;  alternate  to  the  State 
Society,  Dr.  J.  F.  Lynch  requested  to  remain  as 
alternate;  and  trustee,  Dr.  C.  F.  Abbott  to  suc- 
ceed himself. 

On  Wednesday,  December  10,  there  will  be  a 
joint  meeting  of  the  Medical  and  Dental  societies 
of  Chemung  County,  at  which  time  Frederick  S. 
Dunn,  M.D.,  D.D.S.,  will  speak. — F.  S.  Hassett , 
M.D.,  Secretary. 

Cortland  County 

The  members  of  the  society  are  attending  a 
series  of  lectures  at  the  Cortland  Hospital  on 
Friday  evenings.  The  next  lecture  will  be  on 
December  5 and  the  final  one  of  the  series  on 
December  19. 

Dutchess  County 

At  the  regular  meeting  of  the  society  held  in 
Poughkeepsie  on  November  12,  Dr.  Charles  A.  R. 
Connor,  of  New  York  City,  talked  on  “Rheu- 
matic Fever  and  Heart  Disease.”  The  speaker 
for  the  program  was  provided  by  the  Council 
Committee  on  Public  Health  and  Education  and 
the  Cardiac  Bureau  of  the  New  York  State  De- 
partment of  Health. 

Erie  County 

For  the  best  interests  of  his  patient,  the  gen- 
eral practitioner  or  family  physician  should  have 
equal  recognition  with  the  specialist  in  hospital 
privileges  and  in  “medical  government,”  Dr. 
Arch  Walls,  of  Detroit,  medical  organization 
leader,  told  the  county  society  on  October  28. 

A resolution  instructing  the  society’s  comitia 
minora  to  consider  the  setup  of  a general  practi- 
tioners’ unit  and  to  report  its  findings  at  the 
November  25  meeting  was  passed. 

With  hospitalization  insurance  becoming  so 
popular,  the  American  Medical  Association 
hopes  “to  give  stimulus  throughout  the  United 
States  to  creating  a general  practitioners’  sec- 
tion in  each  hospital  and  in  each  medical  asso- 
ciation,” Dr.  Walls  declared. 
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Dr.  Walls  is  past-president  of  the  Wayne 
County  Medical  Society  and  now  is  president  of 
the  West  Side  Medical  Society  and  the  Associa- 
tion of  Family  Physicians  of  Wayne  County  and 
chairman  of  the  General  Practitioners’  Section  of 
Mount  Carmel  Mercy  Hospital  of  Detroit. 

“Right  now,”  he  said,  “two-thirds  of  those  in 
the  profession  are  general  practitioners.  There 
are  about  100,000  of  them,  as  compared  with 
22,000  specialists  and  22,000  seeking  to  become 
specialists. 

“The  family  physician  usually  has  to  do  his 
work  in  a home,  even  when  he  needs  hospital  fa- 
cilities, or  turn  his  work  over  to  a specialist  with 
hospital  privileges.  We  know  that  we  must  have 
the  specialist,  but  we  also  want  equality. 

“General  practitioner  sections  are  on  trial  for 
the  following  year  with  the  A.M.A.  If  we  can 
show  a scientific  program  and  satisfactory  at- 
tendance, we  will  have  equal  voting  power  in  the 
A.M.A.  with  the  specialist.” 

The  society  passed  a resolution  providing  for 
employment  of  an  executive  secretary.  Dr.  Nel- 
son W.  Strohm  presided. 

At  the  November  meeting,  held  on  the  twenty- 
fifth,  Dr.  George  W.  Cottis,  president-elect  of  the 
State  Society,  addressed  the  County  Society. 
Dr.  Leonard  Greenburg,  director  of  the  Division 
of  Industrial  Hygiene  of  the  New  York  State 
Department  of  Health,  gave  a talk  on  industrial 
hygiene. 

Franklin  County 

Twenty  lectures  by  outstanding  medical  men 
are  fisted  on  the  fall  and  winter  programs  of  the 
Saranac  Lake  Medical  Society  and  Osier  Club. 
All  sessions  are  held  in  the  John  Black  Room  of 
the  Saranac  Laboratory. 

The  program  is  as  follows: 

October  29:  Dr.  David  Rutstein,  director 

of  the  Cardiac  Bureau,  New  York  State — “The 
Present  Status  of  the  Diagnosis  and  Treatment  of 
Rheumatic  Heart  Disease .” 

November  5:  Dr.  L.  U.  Gardner  and  Dr.  A. 

J.  Vorwald — “Clinical  Pathological  Conference .” 

November  12,  OSLER  CLUB:  Dr.  Charles 
C.  Trembley,  Saranac  Lake — “Recollections  of  a 
Coroner.” 

Friday,  November  21:  Dr.  Harold  Wolff, 
associate  professor  of  medicine,  Cornell  Uni- 
versity, New  York  City — “Headache  Mecha- 
nisms.” 

November  26:  Dr.  J.  F.  Volker,  assistant 

professor  and  Carnegie  Senior  Fellow  in  Den- 
tistry, University  of  Rochester,  Rochester, 
New  York — “Radioactive  Isotopes  in  Medical 
and  Dental  Research.” 

December  3,  OSLER  CLUB:  Dr.  Leonard 
Schiff,  Plattsburg,  New  York — “ Horace  Nelson 
and  His  Lancet,”  a Saga  of  North  Country 
Medicine. 

December  10:  Dr.  Henry  Marble,  assistant 

surgeon,  Harvard  Medical  School — “The  Care  of 
Infections  and  Injuries  of  the  Hand.” 

January  7:  Dr.  F.  A.  D.  Alexander,  director 

of  anesthesia,  Albany  Hospital;  assistant  pro- 
fessor of  pharmacology  and  physiology,  Albany 
Medical  College — Title  to  be  announced. 

January  14:  Ray  Brook  Sanatorium  Evening 

— Dr.  Harry  Bray  and  Staff. 

Jaunary  21,  OSLER  CLUB:  Canon  Thomas, 


Late  Canon  in  Residence,  Bermuda  Cathedral — 
“Relationship  Between  Religion  and  Medicine.” 

January  28:  Dr.  Norman  Plummer,  assist- 

ant professor  of  clinical  medicine,  Cornell 
University,  New  York  City — “Newer  Chemo- 
therapeutic Methods.” 

February  4:  Dr.  William  P.  Thompson, 

assistant  professor  of  medicine,  College  of  Physi- 
cians and  Surgeons,  New  York  City — “ Hemato- 
logical Aspects  of  Tuberculosis  of  the  Spleen  and 
Lymph  Nodes.” 

February  11:  Gabriels  Sanatorium  Evening — 

Dr.  John  Hayes  and  Staff. 

Thursday,  February  19:  Dr.  C-E.  A.  Wins- 

low, professor  of  public  health,  Yale  University 
School  of  Medicine — “The  History  of  the  Germ 
Theory.” 

February  25:  Veteran's  Administration  Hos- 

pital Evening — Sunmount,  New  York.  Dr. 
Siegfried  Thannhauser,  professor  of  medicine, 
Tuft’s  Medical  School,  Boston — “Xanthomatous 
Diseases.” 

March  4:  Stony  wold  Sanatorium  Evening — 

Dr.  Wayne  L.  Henning  and  Staff. 

March  11:  Dr.  Ross  Golden,  professor  of 

radiology,  College  of  Physicians  and  Surgeons, 
New  York  City — “The  Roentgenology  of  Diseases 
of  the  Terminal  Ileum  and  Cecum.” 

March  18:  Dr.  Sara  M.  Jordan,  Lahey  Clinic, 

Boston — “Practical  Problems  of  Peptic  Ulcer.” 

March  25,  OSLER  CLUB:  Dr.  George 
Wright,  Trudeau  Sanatorium — “History  of  Pul- 
monary Physiology.” 

April  1:  Dr.  Melvin  H.  Knisely,  assistant 

professor  of  anatomy,  University  of  Chicago — 
“ Microscopic  Observations  of  the  Circulation  in 
Small  Blood  Vessels  Under  Normal  Conditions 
and  During  Malaria  and  Other  Diseases.” 

Genesee  County 

James  A.  Le  Seur,  former  city  judge,  district 
attorney,  and  city  attorney,  was  honored  at  a 
joint  meeting  of  the  Genesee  County  Bar  Asso- 
ciation and  Genesee  County  Medical  Society 
held  at  the  Hotel  Richmond  in  Batavia  on  No- 
vember 5.  Twenty-seven  attorneys  and  18  physi- 
cians paid  tribute  to  Judge  Le  Seur  who  marked 
his  eighty-fourth  birthday  on  November  18. 

Greater  New  York 

To  the  Private  Practitioners  of  Medicine  and  Super- 
intendents of  Civil  Hospitals  in  the  City  of  New 
York:  New  Procedure  Regarding  the  Comple- 
tion of  Death  Certificates. 

Commencing  November  1,  1941,  private  prac- 
titioners of  medicine  and  civil  hospital  authori- 
ties will  be  relieved  of  the  responsibility  of  com- 
pleting the  left  side  of  death  certificates  required 
to  be  filed  with  the  Department  of  Health,  ex- 
cept in  those  instances  where  the  body  is  un- 
claimed by  a funeral  director  and  is  delivered  to 
representatives  of  the  City  Mortuary  for  burial 
in  the  City  Cemetery. 

This  procedure  was  adopted  by  the  Board  of 
Health  after  approval  by  (1)  the  Public  Health 
Relations  Committee  of  the  Academy  of  Medi- 
cine, (2)  the  Coordinating  Council  of  the  five 
county  medical  societies,  (3)  the  Greater  New 
York  Hospital  Association,  and  (4)  the  Metro- 
politan Funeral  Directors  Association. 

Funeral  directors  will  hereafter  be  held  respon- 
sible (1)  for  obtaining  and  entering  the  personal 
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particulars  required  to  complete  items  2 to  14  of 
the  death  certificate  and  (2)  for  obtaining  the  sig- 
nature and  address  of  the  Informant  and  rela- 
tionship to  the  deceased  in  item  15.  This  change 
will  bring  procedures  in  New  York  City  more 
nearly  in  conformity  with  practices  in  this  regard 
elsewhere  in  the  United  States  and  will  relieve 
physicians  and  hospital  authorities,  who  fre- 
quently have  little  or  no  interest  in  this  informa- 
tion, of  this  responsibility  with  which  they  were 
previously  charged. 

This  means  that  with  the  exception  of  City 
Cemetery  cases — mentioned  above — physicians 
and  hospital  authorities  will  be  required  only  (1) 
to  enter  the  name  and  social  security  account 
number  of  the  deceased  in  item  1;  (2)  to  com- 
plete the  Medical  Certificate  of  Death — items 
16  to  21,  inclusive  (and  in  Manhattan  the  Phy- 
sician’s Confidential  Medical  Report) — and  (3) 
to  fill  in  the  Physician’s  Supplementary  Certifi- 
cate of  Death  by  Natural  Causes — on  the  back 
of  the  certificate,  or  on  a separate  form,  except  in 
connection  with  Form  17-H-1941,  used  in  Man- 
hattan only  (see  upper  left-hand  comer  of  cer- 
tificate). 

The  Board  of  Health  is  confident  that  this 
change  of  procedure  will  receive  unanimous 
approval  and  trusts  that  private  practitioners 
and  hospital  authorities  will  renew  their  efforts 
to  prepare  promptly,  completely,  and  accurately, 
the  medical  certificate  of  death  and  the  related 
documents  for  which  they  are  still  responsible. 

Thomas  J.  Duffield 
Registrar  of  Records 
Department  of  Health,  City  of  New  York 
October  27,  1941 

Greene  County 

The  county  society  has  revised  the  fee  schedule 
to  conform  to  the  minimum  fee  schedules  of  the 
New  York  State  Workmen’s  Compensation  and 
the  counties  adjacent  to  Greene.  Office  visits — 
$2.00;  house  visits — 8 a.m.  to  9 p.m. — $3.00;  ad- 
vanced fee  for  night  calls — 9 p.m.  to  8 a.m.  ; mini- 
mum maternity  including  three  after  visits 
$40.00  (does  not  include  prenatal  calls) ; out-of- 
town  calls  per  mile  or  fraction  thereof  in  addi- 
tion to  other  charges — per  mile  50  cents  one 
way. 

Jefferson  County 

The  annual  meeting  of  the  county  society  was 
held  on  November  13  at  the  Black  River  Valley 
Club.  Dr.  James  L.  Crossley  spoke  on  “Endo- 
crinology in  Obstetrics  and  Gynecology.” 

Kings  County 

At  the  meeting  of  the  society  and  the  Academy 
of  Medicine  of  Brooklyn  on  November  18,  Dr. 
Edwin  C.  Hamblen,  associate  professor  of  ob- 
stetrics and  gynecology,  Duke  University,  gave 
a talk  on  “Some  Observations  on  the  Diagnosis 
and  Treatment  of  Functional  Disorders  of  the 
Pituitary  and  Ovaries.”  Dr.  S.  Bayne-Jones, 
dean  of  the  Medical  School,  Yale  University, 
spoke  on  “Cancer  Research.” 

Monroe 

At  the  rededication  of  the  Rochester  Academy 
of  Medicine  Museum  held  on  November  16, 
Dr.  Walter  B.  Cannon  of  the  Harvard  Medical 
School  gave  an  address.  Dr.  George  H.  Whipple 


made  the  introductory  remarks.  The  meeting 
was  under  the  sponsorship  of  the  Rochester 
Academy  of  Medicine,  the  Medical  Society  of  the 
County  of  Monroe,  and  the  University  of  Roches- 
ter School  of  Medicine. 

Nassau  County 

The  Nassau  Daily  Review  Star  carried  a special 
health  section  of  thirty  pages  in  its  issue  of  Octo- 
ber 29.  The  doctors  and  health  officers  of  Nas- 
sau County  and  the  county  society  are  to  be  con- 
gratulated on  the  well-integrated  activities  of  the 
county  and  the  splendid  achievements  of  the 
various  organizations. 

Dr.  Charles  W.  Martin,  president  of  the  county 
society,  presided  on  October  28  at  the  short 
business  meeting  which  followed  a dinner  of  the 
group  at  the  Garden  City  Hotel,  Garden  City. 

The  meeting  was  held  in  Cathedral  House. 
Dr.  Arthur  C.  Martin,  vice-president  of  the  can- 
cer committee  and  chairman  of  the  tumor  clinic, 
was  toastmaster.  “Technical  Aspects  of  Can- 
cer” was  the  topic  taken  up  at  the  scientific  ses- 
sion, and  the  speakers  were  Dr.  Fred  W.  Stewart 
of  Memorial  Hospital,  Manhattan;  Dr.  Robert 
P.  Ball  of  the  Presbyterian  Hospital,  Manhattan, 
and  Dr.  Ashley  W.  Oughterson  of  the  surgery 
department  of  the  Yale  University  School  of 
Medicine. 

New  York  County 

New  York  City’s  school  authorities  are  co- 
operating with  the  Medical  Society  of  the 
County  of  New  York  in  sponsoring  a series 
of  broadcasts  for  school  children  on  Thursdays 
at  11:45  a.m.  entitled  “For  Your  Health.”  The 
series  will  be  broadcast  over  WNYC. 

“These  broadcasts  will  lay  emphasis  on  many 
of  the  topics  contained  in  the  courses  of  study 
and  syllabuses  in  hygiene  for  the  elementary, 
junior  high,  and  senior  high  schools,”  Super- 
intendent of  Schools  Harold  G.  Campbell  de- 
clared in  a circular  to  school  supervisors  urging 
them  to  have  the  pupils  listen  in. 

“Schools  equipped  for  radio  reception  should, 
if  the  school  program  permits,  make  use  of  these 
broadcasting  programs  for  classroom  instruction 
in  healthful  ways  of  living,”  Dr.  Campbell  said. 
“Parents  also  should  have  their  attention  called 
to  these  programs,”  Dr.  Campbell  continued, 
adding: 

“Parents  and  pupils  through  their  teachers 
are  invited  to  submit  questions  on  health  prob- 
lems to  the  Medical  Society  of  the  County  of 
New  York,  care  of  Station  WNYC.  These 
questions  will  be  answered  by  the  speakers  who 
will  be  heard  on  this  program  each  week.” 

Dr.  Joseph  Francis  McCarthy,  director  of  the 
Department  of  Urology  of  the  New  York  Poly- 
clinic Medical  School  and  Hospital,  received  an 
unusual  honor  recently  when  a new  wing  in  the 
Barros  Luco  Hospital  in  Santiago,  Chile,  was 
named  for  him.  The  entire  cost  of  construction 
of  the  wing  and  equipment  was  covered  by  an 
endowment  by  Abraham  Atala,  a Syrian  mer- 
chant. Dr.  Edward  Abud,  a Syrio-Chilean  pupil 
of  Dr.  McCarthy,  presided,  and  the  ceremony 
was  attended  by  President  Pedro  Aguirro  Cerda 
and  Claude  E.  Bowers,  American  Ambassador, 
who  said  that  he  felt  that  the  entire  American 
medical  profession  has  been  honored. 
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The  comitia  minora  of  the  New  York  County 
Medical  Society  has  adopted  and  approved  a 
plan  to  provide  the  4,400  tenants  of  the  East 
River  Housing  Project,  446  East  104th  Street, 
New  York  City,  with  the  services  of  physicians 
at  low  cost.  It  is  expected  that  the  society  will 
approve  the  plan  after  details  are  worked 
out. 

The  plan  calls  for  a two-year  experiment  with 
voluntary  cooperation  of  residents  in  East  River 
houses.  Residents  would  pay  25  cents  monthly 
for  a single  person,  50  cents  for  a married  couple, 
75  cents  for  a couple  with  one  child,  and  SI. 00 
a month  for  a family  of  four  or  more. 

Subscribers  would  receive  the  unlimited  serv- 
ices of  a general  practitioner,  one  resident  phy- 
sician being  assigned  for  every  250  families,  or 
1,000  persons.  Subscribers  would  have  a free 
choice  of  any  resident  physician  and  the  physi- 
cian would  be  free  to  refuse  a patient  he  deems 
undesirable. 

It  was  recommended  that  the  physicians 
chosen  be  young  men  who  have  recently  com- 
pleted their  internship  in  a good  general  hospital. 
Then,  if  the  experiment  is  terminated  after  the 
two  years,  they  would  have  lost  nothing  but 
would  have  gained  experience.  They  would 
be  selected  by  a supervising  medical  board  of  out- 
standing physicians  who  are  senior  members  of 
the  staff  of  the  nearest  hospital. 

Ontario  County 

During  November  the  Geneva  Academy  of 
Medicine  held  its  annual  dinner  meeting  with 
Dr.  Charles  B.  Huggins  of  the  surgery  depart- 
ment of  the  University  of  Chicago  as  the  speaker. 
Dr.  Frederick  J.  Parmenter,  of  Buffalo;  Dr. 
Leo  Gibson  of  Syracuse;  Dr.  Arthur  H.  Paine, 
of  Rochester;  Dr.  Carlyle  Haines,  of  Sayre, 
Pennsylvania;  Dr.  William  Eikner,  of  Clifton 
Springs;  and  Dr.  Albert  M.  Crance,  of  Geneva, 
opened  the  discussions.  All  of  the  discussers 
recently  heard  Dr.  Huggins  present  a summary 
of  his  work  at  a sectional  urologic  meeting  in 
Hamilton,  Ontario,  Canada. 

Orange  County 

The  county  society  has  just  completed,  through 
its  medical  preparedness  committee,  plans  that 
will  embrace  medical  problems  of  civilian  defense 
for  the  entire  county.  Dr.  Theodore  W.  Neu- 
mann, of  Central  Valley,  is  chairman,  and  mem- 
bers include  Drs.  E.  G.  Cuddeback,  M.  A. 
Stivers,  S.  B.  Schleiermacher,  T.  D.  McMena- 
min,  and  H.  F.  Morrison. 

Oswego  County 

Appealing  for  more  intensive  efforts  in  the 
interest  of  rheumatic  fever  victims,  whom  he 
described  as  “cripples  who  don’t  limp,”  Dr. 
Alexander  T.  Martin,  clinical  professor  of  pedi- 
atrics at  Bellevue  Hospital,  New  York  Uni- 
versity, disclosed  his  findings  of  a twenty-year 
study  at  the  opening  fall  meeting  of  the  county 
society  at  the  Elks  Club  in  Oswego  on  October 
23. 

A round-table  discussion  followed  Dr.  Mar- 
tin’s talk.  Approximately  30  members  of  the 
county  society  were  present  with  Dr.  Edward 
Fox,  of  Fulton,  president,  presiding. 

At  the  November  7 meeting  Dr.  Paul  Rezni- 
koff,  associate  professor  of  clinical  medicine  at 


Cornell  Medical  College,  talked  on  the  diagnosis 
and  treatment  of  anemia. 

Putnam  County 

At  the  regular  monthly  meeting  at  the  Gipsy 
Trail  Club  in  Carmel,  October  1,  Dr.  John  I). 
Lyttle,  associate  attending  physician  at  Babies 
Hospital,  New  York  City,  was  guest  speaker. 
His  subject  was  “Indications  for  Urological  In- 
vestigation in  Children.” 

The  speaker  for  the  meeting  on  November  5 
was  Dr.  Walter  Timme,  of  New  York  City.  His 
subject  was  “Status  Hypoplasticus,”  especially 
in  reference  to  its  importance  in  examining  se- 
lectees for  the  Army. 

Rockland  County 

Members  of  the  county  society  and  the  board 
of  supervisors  at  a special  meeting  on  October 
22,  held  in  Jerry’s  Tavern  in  Nyack,  heard 
Dr.  Renfrew  Bradner,  of  Warwick,  unfold  the 
Orange  County  plan  of  providing  full  medical 
and  surgical  care  of  indigent  patients  which  has 
been  in  operation  in  Orange  since  1935  and  which 
he  stated  was  operating  most  successfully. 

Dr.  Bradner  gave  in  detail  the  history  of  the 
system  which  ended  in  an  agreement  between  the 
Orange  County  Board  of  Supervisors  and  the 
county  society  under  which  physicians  who  at- 
tended indigent  patients  received  remuneration 
for  their  services  on  a reduced  scale  of  fees  sub- 
ject to  approved  regulations. 

Dr.  Harold  Heller,  of  Spring  Valley,  explained 
that  a committee  of  the  medical  society  of  Rock- 
land County  had  made  a study  of  the  Orange 
County  plan  and  was  impressed  by  the  manner 
in  which  it  operated.  He  felt  that  the  physi- 
cians of  this  county  should  be  paid  for  their 
services,  pointing  out  that  the  indigent  patients 
and  the  public  as  a whole  were  inclined  to  the 
belief  that  in  the  treatment  of  indigents  the  phy- 
sician’s fee  was  paid  along  with  other  costs  at- 
tending treatment  of  the  patient. 

A series  of  lectures  being  given  on  general 
medicine  has  three  remaining  meetings.  They  are 
held  in  the  Summit  Park  Sanatorium  in  Po- 
mona at  3:30  p.m.:  December  5,  “Asthma,”  by 
Dr.  William  B.  Sherman;  December  12,  “Syphi- 
lis,” by  Dr.  Leslie  P.  Barker;  and  December  19, 
“The  Diagnosis  and  Treatment  of  Anemia,”  by 
Dr.  Paul  Reznikoff. 

Saratoga  County 

All  offices  were  re-elected  at  the  annual  meet- 
ing of  the  county  society  held  on  November  6 
at  the  sanatorium  of  the  Metropolitan  Life  In- 
surance Company,  Mount  McGregor.  They 
are:  president,  Dr.  Gilberto  S.  Pesquera,  Mount 
McGregor;  vice-president,  Dr.  M.  D.  Duby, 
Schuylerville;  secretary,  Dr.  Malcolm  J.  Mago- 
vem,  Saratoga  Springs;  treasurer,  Dr.  W.  J. 
Maby,  Mechanicville. 

The  society  voted  a $25  donation  to  the  iron 
lung  fund  and  received  annual  reports. 

Members  dined  as  guests  of  Dr.  William  H. 
Ordway,  sanatorium  superintendent,  after  which 
they  joined  the  Trudeau  Society  for  the  tech- 
nical program. 

The  speaker  was  Dr.  Herman  Mosenthal,  pro- 
fessor of  clinical  medicine  at  Columbia  Univer- 
sity, whose  topic  was  “Hypertension.” 
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Schenectady  County 

Dr.  Charles  L.  Brown,  professor  of  medicine 
at  Temple  University  Medical  School  in  Philadel- 
phia, addressed  the  members  of  the  county 
society  on  November  4 at  the  meeting  held  in 
the  auditorium  of  the  nurses’  home  at  Ellis 
Hospital,  Schenectady. 

The  Bulletin,  which  has  made  its  appearance 
this  fall,  is  a distinct  credit  to  the  society  and 
congratulations  are  due  its  publication  com- 
mittee: Dr.  Ralph  E.  Isabella  and  Dr.  Gomer 
Richards. 

Schoharie  County 

Dr.  R.  G.  S.  Dougall,  of  Cobleskill,  was  elected 
president  of  the  county  society  at  the  annual 
meeting  on  October  22  in  Cobleskill.  Other  offi- 
cers named  were:  Dr.  L.  R.  Becker,  Cobleskill, 
vice-president;  Dr.  Duncan  Best,  Middleburgh, 
secretary;  Dr.  Donald  Lyon,  Middleburgh, 
treasurer;  Dr.  Joseph  Duell,  Jefferson,  censurer; 
and  Dr.  David  W.  Beard,  Cobleskill  delegate  to 
the  State  Society. 

Steuben  County 

Dr.  W.  F.  MacPherland,  of  Hornell,  presided 
at  a meeting  of  members  of  the  county  society, 
following  a luncheon  at  the  Hotel  Wagner,  Bath, 
on  October  30.  In  this  postgraduate  program 
of  the  society,  Dr.  W.  W.  Lashure,  assistant 
professor  of  surgery  of  New  York  Post-Graduate 
Medical  School,  spoke  on  “Bursitis  Strains  and 
Sprains.” 

Warren  County 

Dr.  E.  J.  Fitzgerald,  of  Glens  Falls,  was  re- 
elected president  of  the  county  society  at  the 
annual  meeting  on  October  23  held  in  The 
Queensbury  at  Glens  Falls.  Dinner  and  a talk 
by  Dr.  Robert  Zollinger  preceded  the  election. 
Dr.  Zollinger  is  assistant  professor  of  surgery  at 
Harvard  Medical  School.  The  session  was  at- 
tended by  more  than  70  physicians,  including 
a number  from  Washington  and  Saratoga  coun- 
ties. 

Speaking  on  “When  Is  Surgery  Advisable  in 
Peptic  Ulcer?”  Dr.  Zollinger  said  that  the 
modem  trend  in  treating  the  ailment  and  its 
complications  is  through  medicine  and  that  sur- 


gery should  be  avoided  unless  a thorough  trial  of 
medical  treatment  fails.  After  the  address  a 
discussion  was  carried  on  by  Drs.  LeRoy  J. 
Butler,  Nelson  R.  Frasier,  Irving  R.  Juster,  E. 

B.  Probasco,  Lester  C.  Huested,  and  B.  J.  Single- 
ton,  of  Glens  Falls,  and  E.  J.  Callahan,  of  Sara- 
toga Springs. 

Dr.  H.  H.  Dier,  of  Lake  George,  was  elected 
vice-president  of  the  society  and  Dr.  Roger  S. 
Mitchell  was  re-elected  secretary  and  treasurer. 
Dr.  Joseph  Merin,  of  Bolton  Landing,  and  Drs. 
D.  A.  Zurlo  and  C.  A.  Buck,  of  Glens  Falls,  were 
named  a board  of  censors,  and  Dr.  Morris  Maslon 
was  re-elected  delegate  to  the  State  Society. 

Westchester  County 

The  144th  annual  meeting  of  the  county  so- 
ciety was  held  on  November  18  at  the  New  York 
Hospital,  Westchester  Division,  in  White  Plains. 
Dr.  W.  W.  Bauer,  director  of  Bureau  of  Health 
Education,  American  Medical  Association,  ad- 
dressed the  meeting  on  “Health  Education  and 
the  Doctor.” 

The  Special  Committee  on  Nominations, 
under  the  chairmanship  of  Dr.  Henry  J.  Vier,  of 
White  Plains,  presented  the  following  nomina- 
tions for  the  coming  year : president,  Dr.  George 

C.  Adie,  of  New  Rochelle  (by  automatic  suc- 
cession from  the  office  of  president-elect) ; presi- 
dent-elect, Dr.  E.  Christopher  Wood,  of  White 
Plains;  vice-president,  Dr.  Waring  Willis,  of 
Bronxville;  secretary,  Dr.  Virginio  Minervini,  of 
Yonkers;  treasurer,  Dr.  W.  Alex  Newlands,  of 
Tarry  town;  censors  (two  years),  Dr.  Reginald 
A.  Higgons,  of  Port  Chester,  Dr.  E.  H.  Hunting- 
ton,  of  Ossining,  and  Dr.  E.  Leslie  Burwell,  of 
New  Rochelle;  delegates  (two  years),  Dr.  L.  D. 
Redway,  of  Ossining,  and  Dr.  E.  H.  Restin,  of 
Mount  Vernon;  and  alternate  delegates  (two 
years),  Dr.  R.  B.  Archibald,  of  Bedford  Hills,  and 
Dr.  Ralph  T.  B.  Todd,  of  Tarrytown. 

Yates  County 

A regular  meeting  of  the  Yates  County  Medi- 
cal Society  was  held  in  Penn  Yan  on  October  21. 
Dr.  John  Lichty,  assistant  professor  of  pediatrics 
at  the  University  of  Rochester  School  of  Medi- 
cine, gave  the  scientific  paper  of  the  evening. 
His  subject  was  “Heart  Murmurs  in  Childhood.” 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

William  S.  Branner 

66 

Medico-Chirurg.  Phila. 

October  26 

New  Paltz 

Samuel  I.  Brody 

28 

Bern 

July  18 

Brooklyn 

W.  Price  Davis 

62 

Jefferson 

August  15 

Trumansburg 

Joseph  F.  de  Castro 

81 

Bell. 

November  2 

Brooklyn 

Menas  S.  Gregory 

63 

Albany 

November  2 

Manhattan 

Charles  W.  Heywood 

70 

Northwestern 

October  31 

Utica 

William  J.  Mulheran 

64 

Syracuse 

November  7 

Syracuse 

Herman  Schwartz 

65 

Univ.  & Bell. 

August  20 

Manhattan 

Seth  Selig 

44 

P.  & S.  N.  Y. 

November  2 

Manhattan 

Adolph  M.  Silten 

63 

Berlin 

November  3 

Manhattan 

Eugene  W.  Skelton 

70 

L.  I.  C.  Hospital 

October  30 

Brooklyn 

Max  Talmey 

74 

Munich 

November  6 

Manhattan 
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SULFADIAZINE  IN  THE  TREATMENT  OF  PNEUMONIA 

Henry  van  Zile  Hyde,  M.D.,  Albany,  New  York 


TF  WIDE  usage  of  sulfadiazine  substantiates 
A the  predictions  made  on  the  basis  of  studies 
thus  far  reported,  this  drug  may  replace  to  a 
large  extent  other  sulfonamides  in  the  therapy  of 
pneumonia.  On  preliminary  study  it  appears  to 
be  effective  in  combating  pneumococcic  infec- 
tion experimentally* 1 * *  and  clinically6-9  and  to  be 
less  toxic1'4-8*6'9  than  its  predecessors.  A sum- 
mary of  the  present  knowledge  concerning  the 
drug  is  presented,  subject  to  change  as  more  in- 
formation becomes  available. 

Effectiveness. — Animal  studies  indicate  that 
sulfadiazine  is  effective  against  the  beta-hemo- 
lytic streptococcus,  pneumococcus,  staphylococ- 
cus, and  type  B Friedlander  bacillus. 1 The  rela- 
tive bacteriostatic  efficacy  of  the  several  drugs 
has  not  as  yet  been  fully  determined.  Clinical 
experience  indicates,  however,  that  sulfadiazine 
is  probably  as  effective  an  agent  as  sulfapyridine 
and  sulfathiazole  in  the  treatment  of  pneumo- 
coccic pneumonia.  Limited  experience  indicates 
that  it  is  an  effective  agent  in  the  treatment  of 
pneumonia  due  to  hemolytic  streptococcus  and 
Staphylococcus  aureus. 

Absorption. — Those  who  have  studied  the  ab- 
sorption of  sulfadiazine  after  a single  dose1-5  are 
in  general  agreement  that  the  drug  is  readily  ab- 
sorbed from  the  gastrointestinal  tract,  reaching 
peak  blood  concentrations  in  from  four  to  eight 
hours,  and  is  maintained  at  relatively  high 
levels  in  the  blood  for  twelve  to  eighteen  hours 
after  administration.  Sodium  sulfadiazine  is 
readily  absorbed  from  the  subcutaneous  tissues.4 
Both  sulfadiazine  and  its  sodium  salt  are  poorly 
absorbed  from  the  rectum.4 

Distribution  in  Body  Fluids. — The  few  obser- 
vations thus  far  reported  indicate  that  in  pleural 
and  peritoneal  fluids  the  drug  attains  concentra- 
tions about  equal  to  those  in  the  blood.  In  spinal 
fluid,  concentrations  that  are  about  50  to  80  per 
cent  of  those  in  the  blood  are  usually  attained.3-6 
During  oral  administration  these  concentrations 
are  reached  in  about  twenty-four  hours,  whereas 
they  are  reached  in  eight  to  twelve  hours  after 
intravenous  administration. 

Excretion. — The  drug  is  excreted  by  the  kid- 
neys and  is  largely  recovered  from  the  urine  dur- 
ing the  period  of  administration  and  the  five  suc- 
ceeding days.  The  acetylated  form  is  excreted 
rapidly,3-4  leaving  a relatively  low  concentration 
of  acetyl  sulfadiazine  in  the  blood.  As  found  in 
the  urine,  the  drug  is  usually  about  one-third  con- 
jugated. Acetyl  sulfadiazine  is  more  soluble  in 
urine  than  is  acetyl  sulfapyridine  or  acetyl  sulfa- 
thiazole.1 

Indications. — An  inclusive  statement  concern- 
ing indications  would  be  premature  at  the  pres- 


From the  Bureau  of  Pneumonia  Control,  New  York 
State  Department  of  Health,  Albany. 

I am  particularly  indebted  to  the  following  authorities 

on  pneumonia  for  their  suggestions  and  criticisms:  Drs. 

Jesse  G.  M.  Bullowa,  Maxwell  Finland,  and  Norman 

Plummer. 


ent  time.  Experience  with  the  drug  in  various 
clinics  warrants,  however,  the  assertion  that 
sulfadiazine  may  be  used  justifiably  in  pneumo- 
coccic pneumonia  and  probably  in  pneumonias 
due  to  hemolytic  streptococcus  or  Staph,  aureus. 
As  experience  is  broadened,  sulfadiazine  may 
find  a much  wider  field  of  usefulness. 

Contraindications. — As  with  any  sulfonamide 
compound,  the  contraindications  to  sulfadiazine 
therapy  must  always  be  considered  in  relation  to 
the  severity  of  the  infection  under  treatment, 
the  urgency  of  the  need  for  sulfonamide  ther- 
apy, and  the  availability  of  alternative  forms  of 
treatment.  A history  of  serious  toxic  reaction  to 
any  of  the  drugs  of  the  sulfonamide  group  and 
renal  disease,  especially  in  the  presence  of  ni- 
trogen retention,  should  be  considered  definite 
contraindications  except  under  unusual  circum- 
stances. If  a sulfonamide  is  administered  in  the 
face  of  suspected  diminution  of  renal  function,  it 
is  essential  to  follow  the  blood  level  of  the  drug 
in  order  to  avoid  dangerous  accumulation  within 
the  body  and  to  observe  carefully  the  fluid  out- 
put in  order  to  detect  immediately  any  tendency 
toward  renal  block.  The  phenosulfonphthalein 
excretion  is  a reliable  index  of  the  capacity  of  the 
kidney  to  excrete  sulfonamides.10 

Dosage. — Because  of  the  low  incidence  of  gas- 
tric reaction,  it  is  usually  possible  in  the  adult 
to  give  an  initial  oral  dose  of  3 to  4 Gm.  of  sulfa- 
diazine. This  is  followed  by  1 Gm.  every  four 
hours,  day  and  night.  Since  the  drug  is  slowly 
excreted,  1.5  to  2 Gm.  may  be  given  at  the  mid- 
night dose,  the  patient  being  allowed  to  sleep  for 
eight  hours  without  further  administration  dur- 
ing that  interval.  The  drug  should  be  continued 
for  thirty-six  to  forty-eight  hours  following  ap- 
parent recovery  by  crisis  or  lysis  in  order  to  pre- 
vent recurrences.  During  the  postfebrile  period 
it  may  be  given  in  1-Gm.  doses  at  six-hour  in- 
tervals. On  theoretic  ground,  it  should  be  con- 
tinued at  full  dosage,  rather  than  be  tapered  off, 
because  of  the  danger  of  the  possible  develop- 
ment of  drug  resistance  on  the  part  of  the  micro- 
organisms when  exposed  to  the  low  blood  concen- 
trations attained  with  small  doses.  Administra- 
tion should  not  be  continued  any  longer  than 
necessary  for  proper  control  of  the  infection  be- 
cause of  the  danger  of  toxic  reactions.  If  a re- 
crudescence of  infection  occurs  following  inter- 
ruption of  treatment,  the  drug  should  be  read- 
ministered in  full  doses,  starting  with  3 to  4 Gm. 

In  severe  infections  it  is  advisable  to  give  an 
initial  intravenous  dose  in  order  to  reach  a high 
blood  concentration  immediately. 

The  dosage  for  children11  weighing  70  to  80 
pounds  or  less,  recommended  for  severe  infec- 
tions, is  an  initial  dose  of  35  to  75  mg.  per  kilo- 
gram (y4  to  x/2  grain  per  pound)  of  body  weight, 
with  a maintenance  dose  of  0.15  to  0.2  per  kilo- 
gram (1  to  iy2  grains  per  pound)  per  twenty- 
four  hours.  The  initial  dose  should  not  exceed 
5 Gm.  (75  grains).  The  twenty-four-hour  dose 
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is  divided  into  four  equal  parts  and  given  at  six- 
hour  intervals.  This  dosage  usually  maintains 
an  average  blood  level  of  8 to  12  mg.  per  hundred 
cubic  centimeters.  After  the  first  few  days,  in  a 
patient  responding  well,  this  dose,  which  is  rela- 
tively higher  than  that  recommended  for  adults, 
can  be  reduced  by  one-half  and  given  at  eight- 
hour  intervals  for  an  additional  forty-eight  to 
seventy-two  hours.  In  children  over  70  to  80 
pounds  in  weight,  the  dosage  can  be  based  on 
the  adult  schedule,  with  an  initial  dose  of  from 
2 to  3 Gm. 

Parenteral  Administration. — Parenteral  admin- 
istration should  be  reserved  for  cases  in  which  the 
drug  cannot  readily  be  administered  orally  in  full 
dosage  and  for  cases  in  which  the  prompt  attain- 
ment of  high  blood  concentrations  is  essential. 
Frequent  determination  of  the  blood  level  should 
be  made  as  a guide  to  dosage  in  cases  being 
treated  parenterally.  Levels  of  8 to  15  mg. 
per  hundred  cubic  centimeters  of  blood  should  be 
maintained  in  seriously  ill  patients. 

Intravenous:  Sodium  sulfadiazine  may  be  ad- 
ministered intravenously  in  5 per  cent  concen- 
tration in  sterile  distilled  water  and  should  be  in- 
jected slowly  with  strict  precautions  against  ex- 
travasation. Two  and  one-half  to  4 Gm.  may 
be  given  as  the  initial  adult  dose.  If  the  former 
is  used,  it  is  advisable  to  give  a second  dose  of  2.5 
Gm.  in  four  to  six  hours.  Succeeding  doses 
must  depend  on  the  blood  concentrations  ob- 
tained, since  there  is  great  variation  in  levels  in 
different  individuals  on  repeated  intravenous 
administration.  Without  observation  of  blood 
levels,  dangerously  high  concentrations  may  be 
reached. 

Subcutaneous:  Sodium  sulfadiazine  may  be 
given  subcutaneously  in  0.5  per  cent  concentra- 
tion in  physiologic  saline  solution,  taking  one- 
half  to  one  hour  for  the  injection.  Four  grams 
in  800  to  1,000  cc.  of  physiologic  saline  can 
be  given  in  this  way,  repeated  after  eight  to 
twelve  hours,  depending  upon  the  blood  concen- 
trations maintained  and  the  ability  of  patient 
to  take  supplementary  drug  by  mouth. 

Toxic  Reactions. — Although  the  present  limited 
experience  with  sulfadiazine  indicates  that  toxic  re- 
actions are  less  frequent  than  is  the  case  with  other 
sulfonamides,  it  has  been  found  that  the  same 
types  of  reactions  do  occur  and  may  be  serious 
if  not  detected  early  and  properly  treated. 

Gastric  reactions  are  rare  as  compared  with 
sulfapyridine  and  are  distinctly  less  frequent 
than  with  sulfathiazole.  Drug  fever  and  rashes 
have  been  observed.  Hematuria  occurs  and  may 
be  followed  by  anuria.  It  is  essential  to  observe 
the  urine  daily  for  evidence  of  blood  and  to  meas- 
ure and  record  the  total  fluid  intake  and  output. 
Carelessness  due  to  a false  sense  of  security  in 
this  new  drug  has  already  resulted  in  unfortunate 
and  unnecessary  fatalities  due  to  renal  block. 


No  severe  blood  dyscrasias  have  been  reported 
as  yet.  The  potential  danger  to  the  leukopoietic 
system  has  not  been  fully  assayed,  so  that  close 
observation  and  withdrawal  of  drug  in  the  face  of 
granulocytic  depression  are  necessary  in  the  light 
of  present  knowledge.  Cases  in  which  the  ad- 
mission blood  count  showed  marked  depression 
of  the  total  white  count  but  with  a satisfactory 
percentage  (40  per  cent  or  above)  of  granulocytes 
have  been  treated  successfully  with  sulfadiazine, 
and  the  white  count  has  increased  under  treat- 
ment. A distinction  must  be  made,  there- 
fore, between  general  leukocytic  depression  asso- 
ciated with  severe  infection  and  specific  granu- 
locytic depression  due  to  drug  toxicity.  In  the 
former,  the  drug  is  strongly  indicated;  in  the 
latter,  it  must  be  withdrawn.  The  distinction  can 
be  made  only  by  differential  counts  made  before 
and  during  the  administration  of  the  drug. 

In  view  of  the  limited  experience  with  sulfa- 
diazine it  would  seem  hazardous  at  the  present 
time  to  relax  the  vigilance  with  which  sulfon- 
amide patients  are,  or  should  be,  observed. 

The  addition  of  sulfadiazine  to  the  sulfonamide 
group  does  not  change  in  any  way  the  funda- 
mental and  generally  accepted  principles  under- 
lying the  proper  management  of  pneumonia. 
These  principles  emphasize  the  importance  of  the 
following  points: 

Early  diagnosis  and  prompt  institution  of 
sulfonamide  therapy. 

Immediate  sputum  typing  and  blood  culture. 

Proper  nursing  care  and  isolation  of  patient. 

Administration  of  serum  in  the  absence  of  ade- 
quate response  to  the  drug  within  twenty-four 
to  forty-eight  hours.  It  is  the  opinion  of  the 
majority  of  experts  that  serum  should  be  given 
promptly — in  addition  to  the  drug — in  patients 
over  50  years  of  age,  in  the  presence  of  bacter- 
emia, and  in  the  treatment  of  pregnant  women. 

References 

1.  Feinstone,  W.  H.,  Williams,  R.  D.,  Wolff,  R.  T., 

Huntington,  E.,  and  Crossley,  M.  L.:  Bull.  Johns 

Hopkins  Hosp.  67:  427  (Dec.)  1940. 

2.  Plummer,  N.,  and  Ensworth,  H.  K.:  Proc.  Soc. 

Exper.  Biol.  & Med.  45:  734  (Dec.)  1940. 

3.  Rheinhold,  J.  G.,  Flippen,  H.  F.,  Schwartz,  L., 

and  Domm,  A.  H.:  Am.  J.  M.  Sc.  201:  106  (Jan.) 

1941. 

4.  Peterson,  O.  L.,  Straus,  E.,  Taylor,  F.  H.  L.,  and 

Finland,  M.:  Am.  J.  M.  Sc.  201:  357  (March)  1941. 

5.  Sadusk,  J.  F.,  Jr.,  and  Tredway,  J.  B.:  Yale  J. 

Biol.  & Med.  13:  539  (March)  1941. 

6.  Flippen,  H.  F.,  Rose,  S.  B.,  Schwartz,  L.,  and 
Domm,  A.  H.:  Am.  J.  M.  Sc.  201:  585  (April)  1941. 

7.  Plummer,  N.,  Liebeman,  J.,  Solomon,  S.,  Kam- 
merer,  W.  H.,  Kalkstein,  M.,  and  Ensworth,  H.  K.: 
J.A.M.A.  116:  2366  (May  24)  1941. 

8.  Finland,  M.,  Straus,  E.,  and  Peterson,  O.  L.: 
J.A.M.A.  116:  2641  (June  14)  1941. 

9.  Dowling,  H.  F.,  Hartman,  C.  R.,  Sugar,  S.  J.,  and 

Feldman,  H.  A.:  J.A.M.A.  117:  824  (Sept.  6)  1941. 

10.  Alyea,  Edwin  P.:  Chemotherapy  Conference, 

New  York  State  Department  of  Health,  Albany,  New 
York,  October  7 and  8,  unpublished. 

11.  Carey,  Benjamin  W.:  Personal  communication. 


HAPPY  HOME  DEPARTMENT 
Doctor:  “There’s  plenty  of  time  for  our 

daughter  to  think  about  marriage.  Let  her 
wait  till  the  right  man  comes  along.” 

Wife:  “Why  should  she?  I didn’t.” — Smiles 


ALL  EXPLAINED  NOW 

Out  of  every  hundred  women  between  the  ages 
of  33  and  35,  fifty  must  diet  to  reduce,  and  fifty 
just  naturally  shrink  from  work. 

— Rocky  Mountain  M.  J. 


Medical  Preparedness 

NAVY  PERSONNEL 

Rear  Admiral  Adolphus  Andrews,  U.  S.  Navy,  Commandant,  Third  Naval  District 


IT  IS  an  unusual  pleasure  for  me  to  stand  here 
before  so  many  physicians  and  dentists  .... 
secure  in  the  feeling  that  for  once  in  my  life  I am 
not  to  be  subjected  to  the  multitude  of  thump- 
ings, probings,  drillings,  and  specimen-takings 
that  ordinarily  feature  my  personal  relationships 
with  the  members  of  your  professions. 

I have  always  felt  that  there  is  nothing  that 
puts  a man  on  the  defensive  quicker  than  to 
deprive  him  of  his  clothes  and  then  set  grimly  to 
work  on  his  superstructure  with  a range  finder, 
a listening  device,  and  several  direct  hits  amid- 
ships. So  you  can  readily  estimate  my  feeling 
of  relief  in  being  able  to  be  with  you  officers  and 
still  retain  a little  more  than  my  shirt  and,  also, 
not  be  forced  to  express  my  few  words  of  greeting 
in  competition  with  a dentist’s  drill. 

As  the  Commandant  of  the  Third  Naval  Dis- 
trict and  Commander  of  the  newly  created  North 
Atlantic  Coastal  Frontier  Defense  ....  respon- 
sible for  both  the  fitness  and  performance  of  tens 
of  thousands  of  Navy  personnel,  I cannot  over- 
emphasize to  you  doctors  the  great  importance 
of  your  work  as  Naval  officers. 

The  Navy  needs  men.  The  Navy  has  now 
undertaken  a mighty  effort,  but  there  is  an  in- 
finitely greater  and  more  crucial  task  ahead. 

The  number  of  men  required  for  our  rapidly 
expanding  fleet  is  vital  to  the  success  of  our  en- 
tire program,  but  mere  quantity  has  never  been 
the  paramount  thing  in  our  Navy  ....  and  never 
will  be.  In  both  men  and  ships  quality  is  that 
decisive  factor  on  which  depends  our  capacity 
to  bring  to  a successful  conclusion  the  tremen- 
dously important  mission  that  our  inspired  Com- 
mander-in-Chief  has  given  us.  In  this  respect 
it  is  my  firm  conviction  that  the  proper  selection 
and  care  of  Navy  personnel  from  a medical  stand- 
point is  of  equal  importance  with  their  profes- 
sional qualifications. 

America’s  dominant  position  on  the  seas  of  the 
world  today  rests  squarely  upon  two  fundamen- 
tals: the  superior  ability  of  each  man  to  excel  in 
the  performance  of  his  individual  duty  and  our 
steadily  increasing  superiority  in  the  finest  of 
modern  combatant  ships. 

We  all  realize  that  no  man  can  do  his  job  if  he 
is  not  qualified  physically  and  mentally,  as  well 
as  professionally.  The  most  powerful  ship  afloat 
is  only  as  effective  as  the  crew  that  mans  her. 
After  all  it  is  the  man  behind  the  gun.  If  his 
morale  is  low,  if  his  physical  condition  is  below 
par,  his  efficiency  and  effectiveness  will  suffer  in 
direct  and  dangerous  proportion. 

Another  important  contribution  that  the 
medical  and  dental  officers  make  to  the  well-being 
of  our  Service  is  in  the  careful  examination  of  new 
personnel.  There  is  no  place  in  the  Navy  for 
men  who  deviate  in  the  slightest  way  from  the 


An  address  given  at  a dinner  of  the  Naval  Reserve 
Medical  and  Dental  Officers  Association  at  the  Naval 
Hospital,  New  York  City,  on  October  29,  1941. 


highest  physical  standards.  There  is  a twofold 
and  obvious  reason  for  this.  First  of  all,  the 
work  that  our  men  are  required  to  perform  de- 
mands superb  physical  and  mental  equipment. 
No  man  can  be  depended  upon  to  handle  the  in- 
tricate mechanism  of  a modern  man  of  war  unless 
he  is  sound  both  in  body  and  mind.  Second,  any 
person  on  active  duty  who  acquires  a disability 
for  which  he  has  to  be  retired  is  subject  to  retire- 
ment benefits  for  the  rest  of  his  fife.  The  Navy 
is  prepared  to  take  ample  care  of  itte  disabled 
members,  but  reason  tells  us  that  any  laxity  on 
the  part  of  examining  physicians  might  very  well 
create  a serious  situation. 

No  doubt  you  are  all  interested  in  hearing  some 
up-to-date  information  on  the  development  of 
our  Navy.  Before  I give  you  some  details  of  the 
greatest  naval  expansion  program  in  history,  let 
me  advise  you  that  at  this  very  instant  our  pres- 
ent fleet  is  the  most  efficient  fighting  fleet  afloat. 
The  fleet  is  ready — stripped  for  action.  In  tac- 
tics, gunnery,  morale,  and  every  other  factor  it  is 
superior.  Our  naval  aviation  arm  is  greater  in 
both  numbers  and  performance  than  that  of  any 
other  navy  in  the  world.  Make  no  mistake  about 
our  first  line  of  defense.  This  is  no  idle  boast  and 
is  not  prompted  by  my  pride  in  our  Service  but 
can  be  stated  as  a simple  and  powerful  fact. 

As  you  may  know,  I have  recently  finished 
three  years  at  sea.  When  I relinquished  com- 
mand of  the  scouting  force  of  the  United  States 
Fleet,  that  advance  unit  of  the  Navy  had  under- 
gone twenty-four  months  of  the  most  extensive 
training  exercises  ever  performed.  It  was  then — 
and  is  now — ready  for  immediate  action. 

Meanwhile,  we  are  constructing  the  most 
powerful  fleet  that  ever  sailed  the  seas.  When 
completed,  the  United  States  will  have  32 
battleships,  18  aircraft  carriers,  91  light  and 
heavy  cruisers,  364  destroyers,  and  186  sub- 
marines. This  vast  fleet  will  consist  of  691  com- 
batant vessels  with  731  ships  in  all. 

We  have  set  the  signal  for  “full  speed  ahead” 
to  accomplish  this  program.  Every  shipyard 
capable  of  meeting  our  needs  is  operating  at  full 
capacity.  Many  new  yards  are  being  opened, 
and  we  are  farming  out  widespread  production 
contracts  and  constantly  searching  for  new  pro- 
duction units. 

Sea  power  is  as  important  today  as  it  ever  has 
been.  Upon  it  rests  our  security,  the  fate  of  this 
Nation — with  sea  power  this  war  will  be  won. 
As  Admiral  Thomas  C.  Hart  so  aptly  said:  “If 
unhappily  our  nation  does  have  to  enter  into  a 
dispute  for  the  vital  control  of  the  seas  ....  these 
seas  or  any  other  seas  ....  I not  only  hope 
but  I feel  sure  that  you  will  not  be  hampered  in 
the  use  of  these  seas  for  very  long.” 

Personnel  is  one  of  our  important  problems 
and  one  in  which  you  doctors  play  a particularly 
important  part.  We  are  enlisting  men  at  the 
rate  of  over  10,000  per  month.  New  training 
stations  have  been  created,  but  this  does  not 
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solve  our  problem  entirely.  Officers’  schools  are 
augmenting  the  United  States  Naval  Academy 
so  that  new  junior  officers  are  being  delivered  to 
the  fleet  at  the  rate  of  5,000  per  year.  More- 
over, we  have  more  than  12,000  Reserve  officers 
on  active  duty.  To  man  our  future  Navy  we  will 
need,  afloat  and  ashore,  a total  of  approximately 
33,500  officers  and  461,000  enlisted  men.  We 
now  have  over  200,000  enlisted  men  and  more  are 
coming  each  day. 

Obviously,  the  medical  facilities  of  the  Navy 
must  expand  in  proportion.  In  this  respect  you 
doctors  can  perform  a special  service  to  the  Navy 
by  urging  your  professional  associates  to  volun- 
teer their  services  just  as  you  have.  For  the  year 
starting  July  1,  the  Third  Naval  District  must 
furnish  284  new  medical  officers  and  100  new 
dental  officers.  Encouraging  progress  has  been 
made  but  much  remains  to  be  done,  and  you  are 
the  men  we  are  counting  on  to  do  it. 

Many  of  you  have  been  called  to  active  duty. 
Many  more  will  be.  All  should  be  in  readiness 
for  immediate  call.  As  Reserve  officers,  you  have 
a duty  to  give  yourself  the  greatest  possible  prep- 
aration for  service.  You  have  numerous  cor- 
respondence courses  and  many  other  ways  to 
equip  yourselves  so  that  you  will  be  able  to  justify 
the  confidence  that  the  Navy  places  in  you. 

From  long  and  intimate  experience  I am  keenly 
aware  of  the  great  part  played  by  the  medical 
and  dental  officers  of  the  Navy.  I am  delighted 


that  this  opportunity  has  been  presented  for  me 
to  pay  a well-deserved  tribute  to  our  splendid 
medical  officers  of  our  regular  Navy  and  to  the 
unselfish,  enlightened  patriotism  that  prompted 
you  to  offer  your  services  to  your  country.  In 
this  critical  period  of  the  world’s  history,  service 
in  the  Navy  is  service  to  the  cause  of  humanity, 
to  the  cause  of  peace,  and  to  the  preservation  of 
the  flame  of  freedom  to  which  untold  generations 
have  sacrificed  their  lives. 

There  is  a particular  appreciation  due  to  men 
like  yourselves — men  trained  to  be  leaders  in 
your  fields — because  you  have  in  many  cases 
sacrificed  far  more  lucrative  endeavors  in  civil 
life  to  put  your  skill  and  experience  at  the  call  of 
your  country.  The  Navy  needs  such  help  and  is 
grateful  for  it.  I can  assure  you  that  your 
return  in  satisfaction  will  be  a far  richer  heri- 
tage. 

The  fate,  gentlemen,  of  many  centuries  of 
human  advancement  and  even  of  civilization 
itself  is  resting  now  more  heavily  than  ever  before 
on  the  guns  and  men  of  the  United  States  Fleet. 
The  Navy  is  ready  ....  willing  and  able  ....  to 
assume  this  burden.  Confident  of  the  outcome 
and  fully  aware  of  its  responsibilities,  the  Navy 
is  girding  itself  for  its  mightiest  effort.  So  to  you 
officers,  as  a vital  part  of  that  Navy,  I say  “Stand 
By!”  and  prepare  yourselves  thoroughly  for  the 
work  ahead.  Good  luck  to  you  and  many  thanks 
for  having  me  with  you. 


NEW  PROCUREMENT  AND  ASSIGNMENT  SERVICE  FOR  PHYSICIANS, 
DENTISTS,  AND  VETERINARIANS 


The  functions  of  the  new  Procurement  and 
Assignment  Service  for  Physicians,  Dentists,  and 
Veterinarians,  just  created  by  the  President  as  a 
part  of  the  Office  of  Defense,  Health,  and  Wel- 
fare Services,  are  outlined  in  an  editorial  in  the 
Journal  of  the  American  Medical  Association  for 
November  8.  The  scope  of  the  problems  con- 
fronting the  new  agency  also  is  presented  in  the 
same  issue  of  the  Journal  in  an  analysis  of  the 
nation’s  physician  requirements  which  reveals 
that,  even  without  any  sudden  expansion  of  the 
Army,  between  2,000  and  3,000  physicians  will 
be  needed  by  various  governmental  agencies 
during  the  next  year.  The  seriousness  of  this 
situation  can  be  realized  when  it  is  pointed  out 
that  approximately  5,000  physicians  are  gradu- 
ated by  medical  schools  each  year,  barely  suffi- 
cient to  replace  the  number  who  die  annually. 

The  Journal’s  editorial  points  out  that:  “One 
of  the  most  significant  actions  taken  by  the  House 
of  Delegates  at  the  annual  session  of  the  Ameri- 
can Medical  Association  held  in  Cleveland  in 
June  was  its  approval  of  a resolution  introduced 
by  the  Committee  on  Medical  Preparedness  urg- 
ing that  the  United  States  government  establish 
an  agency  for  the  procurement  and  assignment 
of  physicians  to  meet  the  many  needs  arising 
out  of  the  emergency  in  which  the  nation  finds 
itself. 

“On  Friday,  October  31,  the  President  of  the 
United  States  approved  an  order  establishing  a 
Procurement  and  Assignment  Service  for  Phy- 
sicians, Dentists,  and  Veterinarians  as  a part 
of  the  Office  of  Defense,  Health  and  Welfare 
Services  under  the  direction  of  Mr.  Paul  V. 
McNutt  to  stimulate  voluntary  enrollment  of 


these  professions.  The  resolution  of  the  House 
of  Delegates  also  urged  that  this  agency  be 
under  the  direction  of  representatives  of  the 
civilian  medical  profession.  The  President  has 
appointed  as  a board  to  administer  the  new  serv- 
ice the  following  members:  Chairman,  Dr.  Frank 
H.  Lahey,  president  of  the  American  Medical 
Association;  Dr.  Harold  S.  Diehl,  dean  of  the 
medical  school  of  the  University  of  Minnesota 
and  a member  of  the  Education  Committee  of 
the  Health  and  Medical  Committee;  Dr.  James 
E.  Paullin,  who  is  retiring  president  of  the  Am- 
erican College  of  Physicians  and  chairman  of  the 
Council  on  Scientific  Assembly  of  the  American 
Medical  Association  and  also  a member  of  the 
Committee  on  Medical  Preparedness;  Dr.  Har- 
vey B.  Stone,  a member  of  the  House  of  Delegates 
of  the  American  Medical  Association,  of  the 
Committee  on  Medical  Preparedness,  and  of  the 
Council  on  Medical  Education  and  Hospitals; 
and  Dr.  Caleb  Willard  Camalier,  Jr.,  Washington 
D.  C.,  a past-president  of  the  American  Dental 
Association  and  a member  of  its  Committee  on 
Medical  Preparedness. 

“The  functions  of  the  agency  now  established 
include  primarily  the  procurement  of  personnel 
from  existing  qualified  members  of  the  profes- 
sions concerned.  It  is  proposed  that  various 
governmental  and  other  agencies  requiring  pro- 
fessional personnel  for  needs  related  to  the  emer- 
gency shall  send  their  requests  to  the  Procure- 
ment and  Assignment  Service  indicating  the  num- 
ber of  men  desired,  the  time  during  which  they 
must  be  secured,  and  the  qualifications  and  limi- 
tations placed  on  such  personnel.  The  Service 

[Continued  on  page  2360] 


Nature  Alone  Can  Synthesize 
the  ENTIRE  B COMPLEX 


When  you  prescribe  the  Whole  Natural  B Complex  prep- 
aration, Bezon,  you  are  giving  the  patient  the  benefit  of 
all  of  the  16  or  more  B components,  not  merely  the  few 
which  have  been  chemically  identified. 

That  is  but  one  of  many  reasons  why  Bezon  has  given 
such  remarkable  results  in  the  prophylaxis  and  treatment 
of  the  commonly  occurring  B Complex  deficiencies. 

Another  important  reason  is  that  the  balanced,  high 
potency,  natural  vitamins  found  in  Bezon  simplify  the 
problem  of  administration.  One  capsule  provides  the  full 
daily  dosage  of  thiamin  and  riboflavin  together  with  all  the 
other  factors.  If  preferred,  the  capsule  contents  may  be 
emptied  into  milk,  cereal,  etc.,  without  destroying  potencies. 


BEZON 


Trade  Mark 


Whole  Natural  Vitamin  B Complex 

Now  available  in  bottles  of  100  as  well  as  30  Capsules. 
Made  by  the  manufacturers  of  Ertron. 

Products  of  Nutrition  Research  Laboratories 
are  promoted  only  through  the  medical  profession 


NUTRITION  RESEARCH  LABORATORIES 

4210  Peterson  Avenue,  Chicago,  Dept.  N.Y.  12-41 

Gentlemen:  Please  send  me  professional  sample  of  Bezon. 

Dr 
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[Continued  from  page  2358] 

may  then  by  appropriate  mechanism  arrange  to 
secure  lists  of  professional  personnel  available  to 
meet  these  requirements,  utilizing  existing  rosters 
such  as  the  one  now  available  in  the  headquarters 
of  the  American  Medical  Association  and  of  the 
American  Dental  Association,  or  other  public 
and  private  rosters  which  it  may  consider  ac- 
ceptable. The  agency  is  also  authorized  to  ap- 
proach such  professional  personnel  as  are  con- 
sidered to  be  available  and  to  use  suitable  means 
to  stimulate  voluntary  enrollment.  Emphasis 
should  be  placed  on  the  fact  that  voluntary  en- 
rollment is  desired  and  that  modern  means  of  pro- 
curement will  be  utilized.  Already  the  states 
and  many  of  the  counties  of  the  United  States 
have  been  organized  for  military  medical  pre- 
paredness through  the  Committee  on  Medical 
Preparedness  of  the  American  Medical  Associa- 
tion. Thus  it  becomes  possible  to  determine 
availability  of  various  physicians  and  their  quali- 
fications for  special  services.  Obviously  it  is 
possible  also  in  this  way  to  protect  the  civilian 
needs  of  American  communities. 

“In  its  work  the  Procurement  and  Assignment 
Service  is  authorized  to  procure  an  executive 
secretary  who  shall  serve  as  executive  officer  and 
who  is  to  be  a full  time  appointee  with  a salary. 
The  members  of  the  board  which  administers  the 
agency  are  to  serve,  as  does  the  Health  and  Medi- 
cal Committee,  whose  organization  it  parallels, 
without  salary.  The  board  is  authorized  to  se- 
cure such  necessary  assistants  as  may  be  required, 
to  establish  advisory  committees  and  subcom- 
mittees representing  the  various  interests  which 
may  be  concerned,  to  develop  suitable  liaison 
with  governmental  and  private  agencies,  to  estab- 
lish suboffices  if  they  are  required,  and  indeed  to 
do  almost  ever}dhing,  short  of  compulsion,  that 
may  be  useful  in  supplying  the  Army,  the  Navy, 
the  Public  Health  Service,  essential  industries 
and  the  civilian  population  with  necessary  pro- 
fessional personnel. 

“Recently  the  Journal  called  attention  to  the 
problem  created  by  failure  of  junior  and  senior 
medical  students  and  of  interns  to  avail  them- 
selves of  the  opportunities  offered  by  the  Army 
and  Navy  medical  departments  to  become  en- 
rolled in  official  agencies  which  would  make  them 
available  when  called  as  commissioned  medical 
officers.  No  doubt  the  new  Procurement  and 
Assignment  Service  will  give  special  consideration 
to  this  phase  of  the  problem.  From  the  reservoir 
of  young  physicians  coming  into  the  practice  of 
medicine  must  be  obtained  the  majority  of  those 
needed  for  replacement  of  physicians  now  in  serv- 
ice as  members  of  the  reserve  corps.  Should 
there  be  a sudden  large  expansion  of  our  army, 
the  number  of  physicians  needed  might  approach 
ten  thousand  or  more.  The  securing  of  these 
men  could  be  brought  about  without  jeopardizing 
the  health  of  the  nation  by  utilizing  the  complete 
cooperation  of  the  medical  profession.’ ’ 

In  the  Medical  Preparedness  Section  of  the 
same  issue  of  the  Journal  appears  an  analysis  of 


the  present  situation  as  regards  the  supply  of 
physicians  in  the  present  emergency.  Pointing 
out  that  the  officers  in  the  Medical  Department 
of  the  Army  today  include  11,465  physicians  in 
the  Medical  Corps,  of  whom  8,983  are  Reserve 
officers,  1,250  regular  officers  and  1,232  National 
Guard  officers,  the  Journal  says  that  “there 
is  at  present  a shortage  of  1,473  medical  offi- 
cers  Should  the  Army  not  be  greatly  ex- 

panded within  the  next  }rear  but  continue  with 
a training  program  of  about  the  present  scope, 
a maximum  of  approximately  3,200  replacements 
would  be  required  each  year  for  the  next  five 
years  during  the  period  of  the  Selective  Service 
Act.  It  is  estimated  that  approximately  two- 
thirds  of  the  physicians  now  in  service  wrould 
elect  to  remain  for  the  period  of  the  emergency. 
If,  however,  it  should  not  be  possible  to  retain 
these  men  in  service,  the  number  needed  for  re- 
placement would  be  considerably  expanded.” 

In  the  Navy  approximately  100  physicians  are 
required  at  the  present  time  as  replacements  and 
it  appears  that  with  the  expansion  now  in  pros- 
pect another  700  would  be  required  by  next  July. 
To  meet  this  need  the  Navy  has  a pool  of  1,000  in 
its  Reserve  Corps.  The  calling  up  of  these  men 
obviously  wrould  reduce  the  number  of  physi- 
cians available  for  civilian  and  nonmilitary 
needs. 

The  United  States  Public  Health  Service  re- 
quires about  35  new  officers  each  year  to  meet 
its  normal  requirements  for  replacements,  but 
in  view  of  the  present  expanded  activities  ap- 
proximately 100  interns  in  public  health  service 
institutions  will  be  required  within  the  next  year. 
In  addition,  state  health  departments  require 
about  150  additional  physicians  to  meet  newT  ex- 
pansions. 

The  United  States  Veterans’  Bureau  nowr 
has  about  1,800  physicians  in  full-time  posi- 
tions, about  500  of  wrhom  are  in  the  United 
States  Army  Medical  Reserve  Corps.  These 
500  will  require  replacement  if  they  resign  their 
commissions  in  the  Reserve  Corps  or  if  they  elect 
to  accept  active  duty  with  the  Army. 

The  various  federal  agencies  provided  phy- 
sicians by  the  Civil  Service  Commission  employ 
about  2,500  doctors  and  need  about  400  new  men 
for  replacements  or  for  new  positions  each  year. 
For  the  present  fiscal  year  they  lack  250  phy- 
sicians to  meet  their  requirements. 

It  is  also  pointed  out  in  the  analysis  that  the 
approximately  5,000  physicians  graduated  from 
medical  schools  of  the  United  States  each  year 
are  about  the  number  needed  to  supply  the  hos- 
pitals capable  of  extending  the  education  of  the 
young  physician  by  an  internship  with  the  in- 
terns that  they  require.  Many  smaller  hospitals 
now  are  finding  it  difficult,  if  not  impossible,  to 
secure  interns. 

In  addition  to  the  demands  made  on  the  medi- 
cal profession  by  the  various  governmental  serv- 
ices there  also  is  the  necessity  for  some  service 
related  to  civilian  defense,  to  the  Selective  Serv- 
ice, and  to  expanded  war  industries. 


The  most  important  addition  which  a superior  medical  know  ledge,  is  not  so  much  novelty , as 
understanding  can  contribute  to  the  stock  of  truth.  — “ Lives  of  British  Physicians ” (1830) 
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Koromex  Diaphragjns  provide  the  most  thoroughly  tested,  thoroughly  proven  diaphragms 
offered.  Koromex  Jelly , likewise  proven  in  clinical  use,  is  a thoroughly  buffered  lactic 
acid  preparation.  H-R  Emulsion  Cream,  a contraceptive,  supplies  a minimum  of 
lubrication.  The  new  Koromex  Trip  Release  Introducer  facilitates  use  of  Diaphragms. 

Write  for  literature 


Holla  nd-Rantos 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


MRS.  John  L.  Bauer  tells  us  in  our  national 
Bulletin  that  the  functions  of  the  State 
Auxiliary  may  be  listed  thus:  To  help  with  the 
entertainment  of  the  wives  of  doctors  at  the 
state  medical  society  meetings,  to  aid  in  the 
program  on  health  education,  to  take  active 
part  in  all  public  health  movements,  to  encour- 
age periodic  health  examinations,  to  encourage 
birth  registration  work,  to  aid  in  securing  better 
medical  legislation,  to  assist  families  of  doctors 
in  need,  to  promote  Hygeia. 

These  are  but  a few  of  the  many  worthwhile 
reasons  for  a state  auxiliary. 

County  News 

Albany.  At  the  last  meeting  held  at  the 
Nurses’  Auditorium  of  the  Albany  Hospital 
fifty-five  members  and  thirty-nine  invited 
guests  were  present.  Dr.  John  M.  Swan 
spoke  on  “Choose  to  Live.”  Movies  illustrated 
the  talk.  Dr.  Swan  is  executive  secretary  of  the 
State  Committee  of  the  American  Society  for 
the  Control  of  Cancer. 

The  open  meeting  was  so  successful  that  the 
November  meeting  was  also  opened  for  invited 
guests.  Dr.  Harold  Street,  of  the  Winthrop 
Chemical  Company,  gave  a talk  on  vitamins. 

Fulton.  At  a recent  meeting  held  at  the 
Eugene  Lettaver  Memorial  Laboratory,  Mrs. 
J.  Edward  Grant,  president,  presided.  The 
chairman  of  committees  gave  reports.  Mrs. 
Leslie  Backus,  hospitality  chairman,  reported 
on  the  successful  and  enjoyable  dinner  held  at 
Newman’s  Lake  House,  Saratoga.  Mrs.  Grace 
Taylor  Frye,  secretary  of  the  Gloversville  Red 
Cross,  gave  an  interesting  and  instructive  talk 
on  the  work  of  the  Red  Cross  since  its  forming 
and  asked  for  full  cooperation  and  help  at  this 
critical  time.  Mrs.  Louis  Tremante  and  Mrs. 
Arthur  Wilsey  represented  the  auxiliary  at  a 
Nutrition  Dinner  at  the  Hotel  Johnstown. 

Jefferson.  On  November  13  a dinner  was 
held  at  the  Black  River  Valley  Club.  The 
project  that  the  auxiliary  members  are  working 
on  now  is  the  sale  of  Christmas  Seals  for  the 
tuberculosis  campaign. 

Montgomery.  At  the  October  meeting  held 
at  St.  Mary’s  Hospital,  Mrs.  Josephine  Secor, 
district  supervising  nurse  of  Amsterdam  district 
of  the  New  York  State  Department  of  Health 
was  guest  speaker.  Mrs.  Secor  explained  the 
value  of  the  auxiliary’s  participation  in  home 
hygiene  and  first-aid  classes.  She  also  told  of 
the  need  for  all  individuals  to  be  prepared  to 
meet  an  emergency.  At  the  business  meeting, 
plans  for  the  coming  year  were  made.  Those 
present  were:  Mrs.  S.  L.  Homrighouse,  Mrs. 

Walter  Dreyfuss,  Mrs.  Max  Gutman,  Mrs. 
James  P.  Curran,  Mrs.  Leonard  M.  McGuigan, 
Mrs.  William  H.  Seward,  Mrs.  Edwin  B.  Kelly, 
Mrs.  Edward  A.  Bogdan,  Mrs.  Roman  R.  Violyn, 
Mrs.  P.  J.  Fitzgibbons,  Mrs.  Melvin  T.  Wood- 
head,  Mrs.  Martin  F.  Geruso,  Mrs.  John  G. 
Butkus  (Hagaman),  Mrs.  Raymond  E.  Wytrwal 
(St.  Johnsvifle),  and  Mrs.  Josephine  Secor. 


Nassau.  On  Saturday,  December  6,  the 
Medical  Society  and  Auxiliary  Dinner-Dance 
will  be  held.  On  Tuesday,  December  16,  at  the 
Nassau  Hospital  Auditorium  at  8:30  p.m.,  the 
auxiliary  Christmas  party  will  take  place. 

Onondaga.  The  November  meeting  was 
held  at  the  Nurses’  Recreation  Hall  of  the  Syra- 
cuse Memorial  Hospital.  Forty-two  members 
were  present.  Dr.  Eugene  Davidoff  of  the 
Syracuse  Psychopathic  Hospital  Staff  gave  an 
address  on  “Child  Guidance  and  Mental  Hy- 
giene.” 

Mrs.  Walter  W.  Street,  first  vice-president, 
presided  at  the  meeting  in  the  absence  of  Mrs. 
Edgar  M.  Neptune,  president.  Mrs.  Nobel 
Chambers,  chairman  of  public  relations,  an- 
nounced her  chairmen  of  the  various  charitable 
endeavors  planned  for  the  year.  Mrs.  Mortimer 
G.  Brown  heads  the  auxiliary  group  of  volunteers 
at  the  Syracuse  Free  Dispensary  ; Mrs.  Brewster 
Doust,  the  workers  on  nutrition;  Mrs.  P.  K. 
Menzies,  the  work  on  the  collection  of  surgical 
instruments  for  Bundles  for  Britain;  and  Mrs. 
Oren  D.  Chapman,  the  Red  Cross  work.  Mrs. 
Neil  Paul,  chairman  of  Hygeia  magazine,  gave  an 
enthusiastic  report,  hoping  to  swell  the  sale  of 
subscriptions  for  this  year. 

Mrs.  Winthrop  Pennock  will  be  the  guest  of 
honor  and  speaker  at  a formal  dinner  for  members 
of  the  auxiliary  to  be  given  at  the  Hotel  Syra- 
cuse on  Tuesday  evening,  December  2,  at  seven 
o’clock.  All  members  are  cordially  encour- 
aged to  attend.  Mrs.  John  Buettner  and  Mrs. 
Francis  Irving  are  general  chairmen. 

Mrs.  Ferdinand  Schoeneck  is  chairman  of 
the  hostess  committee  and  is  assisted  by  Mrs. 
Ellery  Allen,  Mrs.  Wardner  Ayer,  Mrs.  Robert 
K.  Brewer,  Mrs.  Jerome  E.  Alderman,  Mrs. 
Joseph  I.  Alperin,  Mrs.  William  E.  Ayling,  Mrs. 
George  Andrews,  Mrs.  Armand  Aqualino,  Mrs. 
Albert  Bailey,  Mrs.  James  Brown,  of  Cleveland, 
Mrs.  Eugene  Bogardus,  and  Mrs.  P.  F.  Britt. 

Queens.  At  the  regular  meeting  on  October 
28  Mrs.  Michael  M.  Schultz,  president,  presided. 
Mrs.  Thomas  D’Angelo,  chairman  of  Red  Cross, 
reported  572  hours’  work  turned  in,  and  service 
pins  were  awarded  to  Mrs.  Alfred  Angrist  and 
Mrs.  Walter  J.  Lynch.  The  success  of  the 
Health  Defense  program  was  due  to  the  hard 
work  of  Mrs.  Lynch  and  her  committee.  An 
all-day  program  of  the  Second  District  New 
York  Medical  Society  was  held  October  30, 
at  Garden  City.  Mrs.  William  Godfrey  was 
in  charge  of  the  luncheon  and  Mrs.  John  Finni- 
gan  was  in  charge  of  the  bridge. 

Mrs.  Michael  M.  Schultz  entertained  twenty- 
five  members  of  the  Executive  Board  at  a lunch- 
eon at  the  North  Hills  Country  Club  on  Novem- 
ber 10.  The  regular  meeting  followed.  Election 
of  officers  took  place  at  the  meeting  on  November 
25.  Mrs.  Irving  Poneman  is  chairman  of  the 
nominating  committee.  The  proceeds  of  the 
dinner-dance  held  on  November  15  were  turned 
over  to  the  medical  society. 

[Continued  on  page  2364] 
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AFTER  FORTY  CENTURIES 


"They  purge  themselves  every 
month,  three  days  in  succes- 
sion," says  Herodotus,  "seeking 
to  preserve  health  by  emetics 
and  clysters  . , Garrison 
History  of  Medicine,  pg.  41'. 
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A FTER  40  centuries — or  more — of  purges,  cathartics, 
ii  * 'roughage”  and  enemas,  a rational  regimen  for 
the  spastic  bowel  has  been  evolved. 

It  is  this — a smooth,  bland,  chemically  inert  mucil- 
loid  is  used  to  encourage  normal  peristalsis  and  facili- 
tate elimination  without  irritation  of  any  sort. 

To  do  exactly  this,  Searle  Laboratories  have  produced 


Meta  m ucil-2 


— a highly  purified  extract  of  Plantago  Ovata-Forsk, 
which  mixes  easily  with  water  or  fruit  juices  to  produce 
the  necessary  mucilloid  gel,  "Smoothage.” 

Specify  Metamucil-2  "Green  Label" 

Metamucil-2,  the  new  "Smoothage”  product,  is  dis- 
tinguished by  a green  label.  The  therapeutic  principle 
is  the  same  as  that  of  Metamucil  but  the  base  used  in 
Metamucil-2  affords  a more  palatable,  easy-to-mix 
product.  To  insure  your  patient’s  obtaining  the  new 
product,  specify  "Metamucil-2 — Green  Label.” 

Supplied  in  7 lb 8-oz.  and  4-oz.  containers 

<&.<£).  (bewray  dfyO. 


New  York 


Ethical  Pharmaceuticals  since  1888 

CHICAGO 
Kansas  City 


San  Francisco 
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WOMAN’S  AUXILIARY 


[N.  Y.  State  J.  M. 


[Continued  from  page  2362] 

Rensselaer.  The  auxiliary  decided  to  con- 
tinue the  drive  to  have  houses  in  the  city  of  Troy 
numbered  so  well  that  Doctors  will  lose  no  time 
on  their  calls.  The  subject  was  presented  again 
to  the  City  Council  and  the  Police  Department. 
The  members  planned  to  sew  at  the  Hospital. 

Schenectady.  The  possibility  of  establishing 
a First-Aid  Red  Cross  Course  was  discussed 
at  the  October  meeting.  This  activity  is  being 
conducted  by  Mrs.  Francis  Mulcare.  The 
auxiliary  was  represented  at  the  Fourth  District 


Branch  meeting  which  was  held  at  Lake  Placid 
in  September.  The  members  who  attended 
were  Mrs.  William  E.  Gazeley,  Mrs.  A.  H. 
Congdon,  Mrs.  F.  Leslie  Sullivan,  Mrs.  Albert 
Grussner,  Mrs.  James  E.  Blake,  Mrs.  George 
Van  Borstel,  Mrs.  T.  L.  Lyons,  Mrs.  D.  H. 
Lester,  Mrs.  B.  L.  Vosburgh,  and  Mrs.  W.  C. 
Treder. 


Save  Your  Dimes  for  Convention  Time. 
The  Place:  The  Waldorf-Astoria. 

The  Time:  April  27,  28,  29,  and  30, 1942. 


SYPHILIS  RATE  OF  45.2  CASES  .... 

“.  . . . per  thousand  persons  examined  was  found 
through  physical  examinations  and  routine  sero- 
logic blood  tests  of  the  first  million  selectees  and 
volunteers  called  for  classification  under  the 
Selective  Service  Act  of  1940,”  R.  A.  Vonderlehr, 
M.D.,  and  Lida  J.  Usilton,  M.A.,  Washington 
D.  C.,  report  in  the  Journal  of  the  American 
Medical  Association  for  October  18. 

“The  greatest  prevalence  of  syphilis  among  the 
selectees  and  volunteers  was  reported  by  Florida 
and  South  Carolina,  with  rates  of  170.1  and  156 
cases  per  thousand,  respectively,”  they  say. 
“The  lowest  rate,  of  5.8  per  thousand,  was  re- 
ported by  New  Hampshire.  Seven  Southern 
states  and  the  District  of  Columbia  reported 
rates  in  excess  of  100  cases  per  thousand.  The 
rate  for  Negroes  is  consistently  higher  than  that 
for  white  men  in  all  the  states.  There  are  indi- 
cations that  high  rates  among  the  whites  are  co- 
incidental with  high  rates  among  the  Negroes. 
For  the  country  as  a whole,  the  prevalence  of 
syphilis  among  negro  selectees  and  volunteers  is 
thirteen  times  that  for  the  white.  In  twenty 
states  and  the  District  of  Columbia  the  negro 
rate  is  in  excess  of  ten  times  that  of  the  white. 


THE  NOSE  KNOWS 

How  to  answer  a phone  call,  yet  avoid  having 
to  make  a needless  visit  to  a patient,  is  disclosed 
by  an  unnamed  physician-correspondent  of  the 
British  Lancet.  His  letter  says,  in  part: 

“To  answer  in  your  own  voice  is  to  be  left 
defenseless  in  case  of  an  unurgent  call,  and  few 
people  can  disguise  their  voices  effectively.  Now 
— grip  the  telephone  in  your  right  hand  and  your 
nose  in  your  left. 

“ ‘Is  the  doctor  in?’ 

“ T don’t  think  he  is,  but  I’ll  go  and  see.  Who 
is  it  speaking,  please?’  says  a strange  nasal  voice 
that  you  wouldn’t  recognize  yourself. 

“Lay  down  the  phone  and  tap  with  your  foot 
on  the  floor,  diminuendo.  That  is  Nosey  going 
away  to  find  the  doctor.  You  may  breathe 
naturally  now  and  think  the  matter  out.  After 
a suitable  interval  you  tap  on  the  floor  with  your 
foot  again,  this  time  crescendo,  pick  up  the 
phone,  and  (a)  gripping  the  nose  as  before: 
‘I’m  sorry,  the  doctor  isn’t  in  at  present.  Can  I 
take  a message,  Mum?’  or  (b)  in  your  own  voice: 

‘Hello,  Jones,  about  that  match ’” 

— Medical  Economics 


HEALTH  EDUCATION  CONSULTANTS  TO  BE  ASSIGNED  TO  KEY  DEFENSE  AREAS 


A vital  part  of  this  nation’s  “all-out”  defense 
effort  is  the  safeguarding  of  its  health.  The  rapid 
growth  in  industrial  and  governmental  produc- 
tion has  caused  unusual  concentrations  of  popu- 
lation and  increasing  health  problems.  To  assist 
state,  county  and  local  health  officials  in  coping 
with  these  problems,  the  U.  S.  Public  Health 
Service  is  planning  to  appoint  health  education 
consultants  to  various  defense  areas.  The  posi- 
tions, paying  $2,600  to  $3,800  a year,  will  be 
filled  through  the  open  competitive  examination 
process  and  the  Federal  Civil  Service  Commission 
has  just  issued  the  examination  announcement. 
A written  test  will  not  be  given,  but  applicants 
will  be  rated  on  their  qualifications  as  shown  in 
their  applications  and  corroborative  evidence. 

Appointees  will  work  with  local  health  officers 
and  their  staffs,  advising  them  as  to  methods, 
and  procedures  of  health  education  such  as  in- 
dividual instruction  through  interview,  group 


instruction  through  discussions,  talks,  lectures, 
and  other  educational  technics.  To  qualify  for 
the  positions,  applicants  must  have  completed 
a four-year  college  course,  including  or  supple- 
mented by  special  study — or  for  the  assistant 
grade,  experience — in  public  health.  In  addition, 
they  must  have  had  experience  in  public  health 
education  work  coordinating  the  activities  of  all 
organized  health  groups  in  a community  for  the 
purpose  of  promoting  a public  health  program. 
This  experience  must  have  been  in  a federal, 
state,  or  official  local  public  health  department  or 
in  a voluntary  agency  such  as  the  Red  Cross, 
Tuberculosis  Association,  or  the  like. 

Applications  must  be  filed  with  the  Civil 
Service  Commission  in  Washington,  D.  C.,  not 
later  than  December  11,  1941.  The  examination 
announcement  giving  detailed  requirements  can 
be  consulted  or  obtained  at  any  first-  or  second- 
class  post  office  or  at  the  central  office. 
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LOUDEN-KNICKERBOCKER  HALL1' 

81  LOUDEN  AVENUE  Tel.  Amity ville  52  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf ormation  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 


P I N E W 0 0 D 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene.  Emphasizing 
diagnosis  and  treatment  of  Neuro-psychiatric  cases. 

In  addition  to  the  usual  forms  of  treatment  (occupational  therapy, 
physiotherapy,  outdoor  exercise,  etc.)  we  specialize  in  more  specific 
techniques.  Insulin,  Metrazol  and,  Electro  shock.  Psychological 
and  physiological  studies.  Psychoanalytic  approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 
Dr.  Barnett  Rosenblum  ) Resident  Tel:  KATONAH  775 

Dr.  Abram  Lichtyger  ) Physicians  YONKERS  5786 

N.  Y.  Office:  25  West  54th  St.  Tues.  & Fri.  by  appointment 


CREST  VIE 

SANITARIUM 


Phone 

GREENWICH 

773 


r 


For  Nervous,  Mildly  Mental,  Digestive  and  Cardiovascu- 
lar cases,  and  special  care  for  ELDERLY  PATIENTS. 
Quiet,  refined,  homelike.  25  miles  from  N.  Y.  City. 
Moderate  rates. 

f.  st.  clair  hitchcock,  M.D.,  Director 


275  NORTH  MAPLE  AVE.,  GREENWICH,  CONN. 


TRAVEL  MEDICINE 


“We  are  hunters  pursuing  the  Summer  on  snowshoes 
and  skates,  all  Winter  long.  There  is  really  but  one  sea- 
son in  our  hearts,”  wrote  Thoreau. 

Winter  vacationing  has  changed  some  since  “dad 
was  a boy”  and  considerably  since  Thoreau  wrote  the 
idea  of  no  definite  season  for  travel,  so  pointedly. 

Those  were  the  days  when  travel  horizons  were  limited 
and  vacations  for  the  average  person  were  one-day  holi- 
days. Weekends  were  not  popular  as  an  opportunity  to 
spend  two  days  and  three  nights  hundreds  of  miles  away 
from  the  home  fires.  A trip  to  Florida  was  unheard  of 
off  Park  Avenue  or  whatever  street  it  was  that  the  four- 
hundred  wintered  on  in  those  days. 

Common  travel  opportunities,  increasing  from  year  to 
year,  have  done  much  to  raise  the  standards  of  living. 
When  you  find  more  than  half  of  a nation  travel-minded, 
there  is  bound  to  be  improvements  in  hygiene  at  home. 


No  one  can  stay  at  modern  hotels  and  mingle  with  others 
from  every  point  of  the  compass  without  wanting  to  im- 
prove daily  living  and  conditions  at  home. 

Travel  methods,  too,  have  changed.  The  open  high- 
way has  no  discrimination.  It  supports  the  most  eco- 
nomical conveyance  as  well  as  the  most  luxurious  motor 
car.  The  railway  coach,  today,  is  superior  to  the  parlor 
car  of  even  a decade  past.  And,  the  skyways  even  cam' 
the  ski  enthusiast  to  trails  that  would  otherwise  be  far 
beyond  reach. 

The  only  sad  note  in  the  vast  improvements  is  the 
fast  disappearing  explorations  by  foot.  Even  the  tramp 
can  thumb  a way  to  cover  ground  more  quickly  and  more 
lazily. 

But,  where  we  used  to  wear  out  more  footwear,  we 
now  use  up  more  trousers. 

And,  everybody  seems  happy  just  the  same. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt  *Tel.  4-1143 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rales:  $18  to  $35  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 
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TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-education  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates — Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


BRUNSWICK 

H/-\  k a r A Private 

V-/  /V I L Sanitarium 
Broadway  and  Louden  Avenue 
AMITYVILLE,  L.  I.— Phone:  1700,01,02 
N.  y.  Office— 67  W.  44th  Street 
Tel:  MUrray  Hill  2-8323 
C.  L.  MARKHAM,  M.D.,  Supt. 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  nerv- 
ous disorders. 

Separate  accommoda- 
tions for  nervous  and 
backward  children. 
Physicians’  treatments 
rigidly  followed. 


FALKIRK 

• IN  THE 

RAMAPOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


WHAT  ABOUT  WHAT? 


In  one  of  his  books,  Mr.  Rudyard  Kipling  wrote  so 
effectively — 

“I  have  six  honest  serving  men 

They  taught  me  all  I know 

Their  names  are:  What  and  Where,  and  When, 

And  How,  and  Why,  and  Who.  . . ” 

The  youngest  and  perhaps  busiest  of  these  six  brothers, 
is  Why.  He  is  the  choicest  friend  of  young  children, 
answering  their  very  first  question  and  the  millions  of 
juvenile  questions  asked  since  the  beginning  of  time. 

The  second  brother,  Who,  is  also  a busy  chap,  but  often 
a bit  of  a snob.  He  is  a pet  of  the  gossips,  yet  wise, 
worldly  vase  and  a great  social  consultant.  The  next 
in  the  family  are  the  twins,  When  and  Where.  These 
friendly  fellows  are  the  directors  who  guide  us  out  of 
problems. 

But  How  is  even  a more  important  adviser.  He  com- 
bines the  knowledge  of  all  the  failures  and  successes  of 
mankind.  His  true  name  is  Experience.  How  is  the 
faithful  friend  and  guide  to  the  creative  talents  of  men, 
and  the  keeper  of  the  keys  to  achievement.  The  older 
we  get,  the  more  we  consult  him  and  the  more  we  depend 
on  his  guidance. 


Why  and  Who,  and  When  and  Where,  and  How,  are  in- 
separable and  indispensable  in  the  lives  of  every  being. 
But  what  about  What  the  sixtji  of  these  serving  men  of 
Kipling’s? 

What  is  the  check-rein  to  our  emotions — the  chap 
who  can  save  us  from  error.  He  is  really  the  analyst, 
skilled  in  analyzing  the  action  we  should  take  or  per- 
haps should  not  take.  He  is  the  shadow  of  his  brothers, 
for  we  can  seldom  ask  Why,  Who,  Where,  When  or  How, 
without  a complementary  What. 

Read  a scientific  article  and  you  will  question,  perhaps 
only  subconsciously — Who  wu-ote  it?  (What  can  he  tell 
me?)  Why  wras  it  written?  (What  value  has  it?)  When 
and  where  wTere  the  facts  obtained?  (What  authority 
makes  them  valid?)  How  can  the  material  serve  me? 
(What  shall  I do  with  it?)  And  perhaps  in  conclusion — 
What  do  other  doctors  think  of  it? 

The  same  gamut  of  questions  will  run  their  course  if 
an  advertisement  arrests  your  attention.  Unconsciously, 
you  will  ask  the  Why  and  the  What,  the  Where  and  the 
When,  and  the  How  and  the  Who.  If  you  do  not,  then 
you  will  fail  to  derive  any  benefit  from  reading  the  ad- 


GLE YMARY 

SANITARIUM 


For  individual  care  and  treatment  of  selected  number  of  Nervous 
and  Mental  cases,  Epileptics,  and  Drug  or  Alcoholic  addicts. 
Strict  privacy  and  close  cooperation  with  patient’s  physician  at 
all  times.  Successful  for  over  50  years. 

ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO,  TIOGA  CO.,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 

Disorders  of  the  Nervous  System 
BE  AUTIFUL  — QUIET  — HOMEUKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


BRIGHAM  NALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.,  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS.  M.D.,  Physician-in-Charge 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


WOODLAWN  SANITARIUM,  INC. 

For  Medical  and  Surgical  Cases 

Complete  modern  equipment,  including  X-Ray,  fluoroscope  and 
combination  incubator  and  oxygen  tent  for  infants. 

412  East  238th  Street  Bronx,  Y. 

Telephone  FAirbanks  4-3601 
See  also  our  adv.  p.  49a  Medical  Directory 
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vertisement — or  the  advertisement  has  failed  its  pur- 
pose— to  interest  you. 

Now  you  may  ask,  “ What  of  it?” 

Nothing — except  that  unless  your  “I.  Q.”  (in  this  case, 
“Inquisitive  Quotient”)  is  high  enough  to  urge  you  to 
delve  into  even  advertisements,  you  are  not  giving  your- 
self the  benefit  of  every  angle  of  modern  medicine. 

The  Physician — History’s  Confederate 

The  father  of  the  “Father  of  Our  Country,”  Captain 
Augustine  Washington,  procured  the  services  of  a Dr. 
Green.  In  addition  to  the  requirements  of  his  medical 
abilities,  it  was  the  duty  of  Dr.  Green  to  prescribe  to  the 
spiritual  needs  of  the  early  settlers  in  that  wilderness 
which  has  since  become  the  City  of  Washington,  Arling- 
ton, Alexandria,  Mount  Vernon,  and  vicinity. 

Dr.  Green  also  gave  spiritual  as  well  as  medical  advice 
to  the  child  George  Washington  while  the  Washington 
family  were  living  in  their  Little  Him  ting  Creek  home. 
He  continued  these  duties  in  the  service  of  General  and 
Mrs.  George  Washington  and  other  members  of  the 
Washington  family  until  his  death  in  1765. 

So  the  physician-preacher  played  just  as  important  a 
role  in  the  foundation  of  our  country  as  did  the  patriots 
who  rebelled  for  liberty  ten  years  after  his  death.  Dr. 
Green  never  lived  to  see  his  famous  patient  become  the 
first  President  of  a new  nation  and  a leader  of  the  greatest 
freedom  human  beings  have  ever  enjoyed  on  this  earth, 
but  he  had  a share  in  our  destinies  for  which  we  should 
acknowledge  some  indebtedness. 

For  who  knows  how  much  of  Washington’s  character, 
wisdom,  and  health  this  venerable  old  gentleman’s  medi- 
cal and  spiritual  treatments  were  responsible  for?  Who 
knows  how  much  a certain  event  at  York  town  depended 
on  the  patient,  conscientious  care  of  a simple,  country 
doctor? 


HARRY  F.  WANVIG 

Authorized  Indemnity  Representative 
of 

(iHehtcal  Jioroty  of  the  Jidatc  nf  IJnrk 

70  PINE  STREET  NEW  YORK  CITY 

TELEPHONE:  DIGBY  4-7117 


CROSS-REFERENCE  . . . It  may  be  necessary  at  times  to  check  the  informa- 
tion provided  in  an  advertisement  on  some  particular  product  to  be  prescribed.  To  facili- 
tate this,  a cross  index  of  advertisers  and  advertised  products  is  published  in  every  issue 
of  the  JOURNAL.  We  hope  you  will  find  it  a convenient  and  useful  instrument.  In 
this  issue  see  pages  2286  and  2368. 


IN  WHOOPING  COUGH 


ELIXIR  BROMAURATE 

IS  A UNIQUE  REMEDY  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  ^PERSISTENT 
COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 or  4 hours. 

■mmhmmhhms  GOLD  PHARMACAL  CO.,  New  York 


COT-TAR 

PIX-LITHANTHRACIS  5% 
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Everyone  likesjthisj  wholesome 
easily  digested,  hot,  brown 
wheat  cereal.  A good  natural 
source  of  Vitamin  Bi  (50  U.S.P. 
units  per  oz.  dry).  For  Sample, 
Height  Weight  Charts  and  Daily 
Diet  Records  write:  The  Maltex 
Company,  Dept.  BB,  Burlington, 
Vt. 


COLLECTIONS 

Specialists  in  the  Collection  of  Professional  Accounts 

Send  card  or  prescription  blank  for  details 

NATIONAL  DISCOUNT  &,  AUDIT  CO. 

Herald  Tribune  Bldg. — New  York 
Representatives  in  all  parts  of  the  United  States  and  Canada 


ONE  MINUTE 

MAY  SPELL  “PROFIT’’ 

SEE  PAGE  2369 

In,  “n  ACCIEICn"  


DERATOLJ 


Each  3 minim  capsule  contains  50,000  U.S.P.  units  of  Vitamin  D obtained  from  activated 
Ergosterol  (Hebo  process)  in  a pure  vegetable  oil. 

Indicated  in  Vitamin  D deficiencies. 


J 


(BREWER) 

The  Red  Capsule  with  orange  dot 
Sample  and  Literature  on  request 


Sis:  1 or  2 capsules  a day  for  4 days.  Then  increase  dosage  by  1 capsule  per  day 
every  four  days  until  maximum  tolerance  of  patient  is  reached. 

Available  in  bottles  of  50,  100  or  1,000  capsules.  $4.50  per  100  capsules  on 
prescription. 


BREWER  AND  COMPANY,  INC.  Pharmaceutical  Chemists  Since  1852  WORCESTER,  MASS. 


INDEX  TO  ADVERTISERS  AND  ADVERTISED  PRODUCTS 


Biological  & Pharmaceutical 


Atrobarb  (Jenkins) 2280 

Auralgan  (Doho) 2293 

Bepron  (Wyeth) 2279 

Bezon  (Nutrition) 2359 

Calmitol  (Leeming) 2291 

Carnacton  (Cavendish) 2293 

Cot-tar  (Doak) 2367 

Deratol  (Brewer) 2368 

Diurbital  (Grant) 2nd  Cover 

Elixir  Bromaurate  (Gold) 2367 

Ertron  (Nutrition) 2275 

Follutein  (Squibb) 2289 

Gelseals  Multicebrin  (Lilly) 2294 

Koromex  (Holland-Rantos) 2361 

Macy’s  Prescription  Dept 2293 

Mapharsen  (Parke,  Davis) 2285 

Metamucil-2  (Searle) 2363 


Silver  Picrate  (Wyeth) 2286 

Theominal  (Winthrop) 2287 

Dietary  Foods 

Canned  Foods  (American) 2292 

Cereals  (Mead  Johnson) 4th  Cover 

Maltex  Cereal  (Maltex) 2368 

Milk  Products  (Milk  Bureau) 2281 

Ovaltine  (Wander) 2283 

Medical  and  Surgical  Equipment 

Lighting  Equipment  (Ritter) 2284 

Orthopedic  Shoes  (Pediforme) 2282 

Miscellaneous 

Cigarettes  (Camel) 2276,  2277 

Medical  Film  (Ortho  Products) 2370 

Whiskey  (Carstairs) 3rd  Cover 
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Classified  Rates 


Rates  per  line  per  insertion: 

Onetime 51.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 


SCHOOL  OF  LANGUAGES 


English,  Spanish,  Portuguese,  French.  Vocabulary  and  Accent 
Specialists.  Diction.  Accents  corrected.  FREE  Trial. 
BARBIZON  SCHOOL  20  East  57th  St.  PL.  5-0678 


WANTED 


BOOK  Manuscripts  Wanted.  Works  of  public  interest  on  all 
subjects.  Write  for  free  booklet.  Meador  Publishing  Company, 
324  Newbury  Street,  Boston,  Mass. 



WANTED 


POSITION,  locum  tenens,  general  practice;  Licensed  New  York, 
Texas,  Virginia;  Captain  last  World  War.  Especially  qualified 
otolaryngology,  contagious  diseases,  years  of  hospital  and  clinical 
experience,  many  months  in  European  clinics,  ample  references. 
Prefer  New  York;  any  reasonable  offer.  Box  X-L  673,  N.  Y. 
, S.  Jr.  Med. 


FOR  SALE 


21  Bed,  three  story  Sanitarium,  built  in  1912.  Highly  rated, 
completely  equipped.  Electric  elevator.  Price,  $35,000.  Take 
mortgage.  For  further  information  write  Mrs.  Geo.  W.  Gregg, 
Health  Home,  Canandaigua,  N.  Y. 


SANITARIUM  FOR  SALE 


Sanitarium  established  18  years  specializing  in  dietetics  for 
those  taking  the  Saratoga  Springs  Rest  Cure.  Clientele  primarily 
obtained  through  medical  recommendations.  Basic  rates  $35.00- 
$50.00  weekly.  Twenty  guests  comfortably  accommodated. 

M.  L.  Halligan,  R.N.  “Viasana”  Saratoga  Springs 


FOR  LEASE 


Beautiful  Estate,  Private  Beach,  17  room  Furnished  House, 
within  City  Limits.  May  be  used  for  Problem  Childrens’  Board- 
ing School  or  Convalescent  Home.  Box  1800,  N.  Y.  S.  Jr.  Med. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  6-3088 


SCHOOLS 


jba  you.  Need,  a ^'vaieted 
Medical  Ai&UtaeU? 

/GRADUATES  with  twelve  months  intensive  train- 
(xing  in  laboratory  techniques,  apparatus  and 
kJ  secretariat.  High  School,  College,  Nursing  or 
Business  School  Background.  Intelligent  assistants 
possessing  personality,  ability  and  all  the  requisites 
essential  to  the  trained  Medical  Assistant. 


Tel. 

MUrray  Hill 
6-1186 


A/fanAl  School 


62  West 
45th  St. 
N.  Y.  C. 


for 

MEDICAL  ASSISTANTS 

Licensed  by  the  State  of  New  York 


CAPABLE  ASSISTANTS 

CALL  our  free  placement  service.  Paine  Hall 
graduates  are  girls  of  character,  intelli- 
gence, appearance;  qualified  for  office  or 
laboratory  work;  trained  in  haematology,  blood 
chemistry,  urinalysis,  clinical  pathology,  office 
machines,  medical  stenography,  bookkeeping. 
Address  C.  R.  Porter,  Principal. 


101  West  31st  Street,  New  York 
BRyant  9-2831 

Licensed  by  the  State  of  New  York 


56  ADVERTISERS 
are  represented 
in  this  ISSUE 
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Prescribe  or  Dispense  Zemmer 
Pharmaceuticals,  Tablets,  Lozenges,  Ampoules,  Cap- 
sules, Ointments,  etc.  Guaranteed  reliable  potency. 
Our  products  are  laboratory  controlled. 


Write  for  general  price  list 

Chemists  to  the  P Medical  Profession 

THE  ZEMMER  COMPANY 

Oakland  Station,  Pittsburgh,  Pa. 

N.Y.  12-1-41 


NOW  BOOKING 


4942  ^Medical  tVUeedn^ 


• “Studies  in  Human  Fertility”  is  a sound  motion  picture  dealing 
with  the  physiology  of  reproduction  and  methods  for  the  control  of 
conception.  It  has  been  widely  recognized  as  a useful  contribution 
to  medical  knowledge.  The  subject  is  discussed  scientifically.  The 
film  contains  no  advertising. 

“Studies  in  Human  Fertility”  has  been  shown  to  more  than 
35,000  physicians  and  medical  students.  Medical  organizations  and 
schools  are  invited  to  write  for  bookings.  The  film  is  shown  without 
charge.  We  furnish  equipment  and  operator. 
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ANNOUNCING 

tAe  ek  taMoA/tii  ew  t 

THE  SAMUEL  HIGBY  CAMP  INSTITUTE 
FOR  BETTER  POSTURE 


Public  health  education  has  always 
played  a major  role  in  the  policy  of 
S.  H.  Camp  and  Company.  The  nation- 
wide tour  of  the  Transparent  Woman  ex- 
hibit provided  a dramatic  instance  of  this 
principle. 

The  establishment  of  National  Posture 
Week  was  another  step  forward.  Material 
prepared  for  this  annual  event  has  met 
with  the  approval  of  many  physicians  and 
has  been  extolled  by  educators,  public 
health  groups  and  the  laity. 

The  interest  in  posture  and  its  relation 
to  health  has  resulted  in  an  overwhelming 
number  of  requests  for  information.  It  is 
to  satisfy  the  obvious  need  for  additional 
information  that  S.  H.  Camp  and  Company 


have  established  this  separate  organization. 

The  Institute  will  augment  the  activi- 
ties of  National  Posture  Week  through  the 
creation  and  dissemination  of  additional 
material  throughout  the  year. 

It  will  cooperate  in  its  work  with  mem- 
bers of  the  medical  profession  and  other 
ethical  groups;  further,  it  will  endeavor  to 
impress  upon  the  public  not  only  the 
importance  of  good  posture  as  it  relates  to 
good  health,  but  will  emphasize  the  de- 
sirability of  periodic  health  examinations 
and  professional  medical  counsel  and  gui- 
dance for  special  exercises  and  diets. 

Everything  we  do  will,  as  always,  adhere 
to  the  ethical  practices  and  standards 
recognized  by  the  medical  profession. 


THE  SAMUEL  HIGBY  CAMP  INSTITUTE 


EMPIRE  STATE  BUILDING  • NEW  YORK 
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AMPHOJEL,*  Wyeth’s  Alumina  Gel,  is  becoming  the  preferred  treatment 
for  peptic  ulcer.  Four  striking  features  of  Ampliojel  are  recognized  by 
clinicians  • It  provides  prompt  relief  from  pain  • It  permits  rapid 
healing  of  the  ulcer  • It  cannot  be  absorbed  and  eliminates  the  hazard 
of  alkalosis  • It  reduces  excess  acidity  without  completely  neutralizing 
the  gastric  contents. 

Amphojel  is  a valuable  adjunct  in  the  treatment  of  melena  and  hemat- 
emesis  when  administered  by  continuous  drip. 


AMPHOJEL 

Wyeth's  Alumina  Gel 

Fluid  Antacid  . . Adsorbent 

One  or  two  teaspoonfuls 
either  undiluted  or  with  a 
little  water,  to  be  taken  five 
or  six  times  daily,  between 
meals  and  on  retiring. 

Supplied  in  12-ounce  bottles 


FOR  THE  CONVENIENCE  OF 
AMBULATORY  PATIENTS 
Wyeth's  Hydrated 

ALUMINA  TABLETS 

Antacid 

One-half  or  one  tablet  in 
half  a glass  of  water.  Repeat 
five  or  six  times  daily  be- 
tween meals  and  on  retiring. 

Supplied  in  boxes  of  60  tablets 


JOHN  WYETH 
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( Last  in  a series  of  six.) 


"What  H the  cfouicheAt  method 

ojj  QOMtSuUlUuf  simple  hippeAx^xUditif?'' 


Simple  hyperacidity  is  quickly,  effectively  controlled  with 
one  or  two  drams  of  Amphojel  or  a Wyeth’s  Hydrated 
Alumina  Tablet. 


AMPHOJEL 


wmma 
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This  Fact  Stands  Out  in 
Cigarette  Smoking  Research 

Scientific  conclusions  are  often  valued  according  to  frequency 
of  confirmation.  This  is  particularly  true  in  research  on  ciga- 
rette smoking.  A notable  fact — again  and  again , results  of  lead- 
ing authorities  have  confirmed  one  outstanding  circumstance : 

THE  SLOWER-BURNING  CIGARETTE  PRODUCES 
LESS  NICOTINE  IN  THE  SMOKE 


When  leading  authorities  indicate  that  the 
burning  rate  of  a cigarette  controls  the 
nicotine  in  the  smoke,*  Camel  cigarette 
research  takes  on  added  significance. 

Camel  cigarettes  have  long  been  known 
as  the  slower-burning  brand.  Recently,  in- 
dependent laboratory  tests  on  cigarette 
smoke  confirmed  this  fact.**  This  research 
also  revealed  that  slower-burning  Camels 
produced  less  nicotine  in  the  smoke  — and. 


where  else  could  nicotine  be  as  impor- 
tant to  the  smoker  as  in  the  smoke  itself ? 

When  modifying  patients’  smoking,  we 
think  you  will  agree  that  a reduction  of 
nicotine  intake  is  usually  desirable. 

Your  recommendation  of  Camels  assures 
this  goal.  Besides,  there  is  Camel’s  “plea- 
sure factor”— Camel’s  mildness,  better  fla- 
vor. This  extra  smoking  pleasure  guaran- 
tees your  patients’  hearty  cooperation. 


AN  IMPORTANT  CONTRIBUTION  to  the  modern  literature  on 
smoking— an  article  in  The  Military  Surgeon,  written  by  a promi- 
nent physician,  and  based  on  an  impressive  bibliography.  Let  us 
send  you  a reprint  of  this  work  for  your  own  inspection.  Write  to 
Camel  Cigarettes,  Medical  Relations  Division,  1 Pershing  Square, 
New  Y)rk  City. 


* J.  A.  M.  A.,  Vol.  93,  No.  15,  p.  1110,  Oct.  12,  1929 
Bruckner,  Die  Biochemie  des  Tabaks,  1936 
**  The  Military  Surgeon,  Vol.  89,  No.  1,  p.  7,  July,  1941 


CAMEL 

THE  CIGARETTE  OF  COSTLIER  TOBACCOS 
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To  Assure  Quick  Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


JDUBIN  AMIWOPZIYIjIjIN 

fJh&ophylUrve.  - SthylervadianvUve 


American  Made  from  American  Materials 


H.  E.  DUBIN  LABORATORIES 

250  E.  43rd  St.  '"corporated  New  York,  N.  Y. 
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Actually  no  words  are  needed  for  any  baby  of 
discriminating  taste  to  put  an  okay  on  finer  flavor, 
free-flow  through  the  nipple  of  a nursing  bottle, 
easy  digestibility.  All  these  are  characteristics  of 
Kemp’s  Sun-Rayed  Tomato  Juice.  Originated  for 
infant  feeding  and  now  a favorite  food  drink  for 
all  ages.  Never  thin  or  watery  because  all  the  red- 
ripe  solids  of  the  whole  tomato  are  made  into  juice 
by  our  patented  process  (No.  1746657),  which 
also  insures  high  retention  of  vitamins  A,  Bi  and 
C.  Always  use  and  recommend  Kemp’s  Sun-Rayed 
Tomato  Juice.  The  Sun-Rayed  Co.,  Frankfort,  Ind. 


Now  York  Agent:  Seggerman  Nixon  Corp.,  Ill  8th  Avenue 


NON-SEPARATING  ★ 
NEVER  THIN  OR  WATERY  ★ 
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• The  name  is  never  abbreviated ; 
other  infant  food — notwithstanding 


and  the  product  is  not  like  any 
a confusing  similarity  of  names. 


The  fat  of  Similac  has  a physical  and  chemical  composi- 
tion that  permits  a fat  retention  comparable  to  that  of 
breast  milk  fat  (Holt,  Tidwell  & Kirk,  Acta  Pediatrica. 
Vol.  XVI,  1933)  ...  In  Similac  the  proteins  are  rendered 
soluble  to  a point  approximating  the  soluble  proteins  in 
human  milk  . . . Similac,  like  breast  milk,  has  a con- 
sistently zero  curd  tension  . . . The  salt  balance  of 
Similac  is  strikingly  like  that  of  human  milk  (C.  W. 
Martin,  M.  D.,  New  York  State  Journal  of  Medicine, 
Sept.  1,  1932).  No  other  substitute  resembles  breast  milk 
in  all  of  these  respects. 


A powdered,  modified 
milk  product  especially 
prepared  for  infant  feed- 
ing, made  from  tuber- 
culin tested  cow’s  milk 
(casein  modified)  from 
which  part  of  the  butter 
fat  is  removed  and  to 
which  has  been 
added  lactose,  vegetable 
oils  and  cod  liver  oil 
concentrate. 


SIMILAR  TO 
BREAST  MILK 


M&R  DIETETIC  LABORATORIES,  INC.  • COLUMBUS,  OHIO 
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the  success  of  THESODATE  (Brewer) 

(Original  enteric  coated  tablet  of  Theobromine  Sodium  Acetate) 

is  due  to  these  factors: 

1.  It  is  Clinically  Proven 

2.  It  is  effectively  Enteric  Coated 

3.  It  is  decidedly  Less  Expensive. 

Indicated  in  treatment  of  coronary  artery  disease  and  edema. 

Dosage:  One  71/*  gr.  tablet  4 times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription,  in  7l/t  gr.  tablets  with  or  without  Phenobarbital 
PA  gr  ).  or  33A  gr-  tablets  with  or  without  Phenobarbital  (l/«  gr.) 
100  per  bottle. 

Samples  and  literature  on  request 

BREWER  & COMPANY,  INC.  Worcester , Mass. 

PHARMACEUTICAL  CHEMISTS  SINCE  1852 


H y C LO  R I T E 


ANTISEPTIC 

For  irrigating,  swabbing,  and 
dressing  infected  cases  wherever 
an  antiseptic  is  needed. 

For  Hand  and  Skin  Sterilization 


Accepted  by  the  Council  on  j.  Make  a Dakin’s  Solution 
Pharmacy  and  Chemistry  , “ rr  _ , . - . „ 

of  the  American  Medical  of  Correct  Hypochlorite 
Association  (N.  N.  R.)  Strength  and  Alkalinity. 

NON-POISONOUS  Practically  NON-IRRITATING 
Comprehensive  literature  on  request 

BETHLEHEM  LABORATORIES 


INCORPORATED 

300  Century  Building 


Pittsburgh,  Pa. 
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1 1 iHE  introduction  and  clinical  evaluation  of 
these  compounds  constitute  one  of  the  great- 
est advances  of  all  times  in  the  chemical  treatment 
of  diseases.  In  these  chemotherapeutic  agents  the 
physician  now  commands  potent  weapons  to 
combat  a wide  variety  of  conditions. 


This  group  of  compounds  is  effective 
against  infections  produced  by 

Pneumococci  Hemolytic  Streptococci 

Gonococci  Friedlander’s  Bacilli 

Staphylococci  Meningococci 

Escherichia  Coli 

Lymphogranuloma  Venereum  Trachoma 

Certain  Urinary  Tract  Infections  Chancroid 


Literature  on  request 


MERCK  & CO.  Inc.  ^Uanu^actuitin^  RAH  W AY,  N . J . 
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Will  you  help  her... 


against  her  worst  enemy? 


HER  worst  enemy?  Tubercu- 
losis! More  people  between 
15  and  45  die  from  tuberculosis  than 
from  any  other  disease! 

Yet  tuberculosis  can  be  wiped 
away.  Since  1907  your  Local  Tuber- 
culosis Association  has  helped  reduce 
the  annual  death  toll  from  179  to  47 
per  100,000. 

Join  this  fight!  From  now  till 
Christmas  send  no  letter,  no  card,  no 
package  without  the  Christmas  Seal 
that  fights  Tuberculosis! 


Buy 

CHRISTMAS 


The  National,  State  and  Local 
Tuberculosis  Associations 
in  the  United  States 


SEALS 
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SARATOGA  SPA 
GEYSER  WATER 


in 

Conditions  Requiring  Added  Water  Intake 

When  added  water  intake  is  indicated,  or  when  mineral  deficiency 
indicates  the  prescription  of  a mineralized  water,  the  following 
unique  qualities  of  the  New  York  State  owned  Spa  may  well  be 
given  consideration. 

i.  Three  waters — from  Geyser,  Coesa  and  Hathorn  No.  2. 
springs — are  bottled.  They  differ  in  the  ratio  of  their  bicar- 
bonate chloride  content  and  thus  permit  the  physician  to  vary 
the  patient’s  mineral  intake. 

2..  All  are  rendered  palatable  by  reason  of  their  supersaturation 
with  C02  deep  in  the  rocks  of  their  natural  source. 

3.  They  are  bottled  under  their  own  gas  pressure,  no  air  contact 
has  been  permitted  until  you  or  the  patient  uncaps  the  bottle. 

4.  The  mineral  content  is  in  complex  but  labile  combinations 
which  when  once  evaporated  to  dryness  undergo  change  and 
cannot  again  be  completely  dissolved.  NO  ARTIFICIAL 
DUPLICATION  IS  POSSIBLE. 

Those  interested  in  the  therapeutic  use  of  Mineral  Waters  will  find 
data  of  interest  in  Publication  No.  9 issued  by  the  Spa.  Write  Walter 

5.  McClellan,  M.D.,  Medical  Director,  Saratoga  Spa,  155  Saratoga 


THE  NATURAL  MINERAL  WATERS  OF  SARATOGA  SPA  ARE 
OWNED  AND  BOTTLED  BY  THE  STATE  OF  NEW  YORK 


Analysis  of  the  Three  Waters 

(MINERAL  PARTS  PER  MILLON) 


Hypothetical 

Geyser  Hathorn 

Coesa 

Combinations 

Water 

Water 

Water 

Ammon,  chlorid 

48.25 

59.10 

33.30 

Lithium  chlorid 

21.07 

64.49 

46.43 

Potass,  chlorid 

361.91 

789.54 

714.86 

Sodium  chlorid 

2,010.48 

8,594.84 

4,233.14 

Potass,  bromid 

9.23 

160.00 

13.90 

Potass,  iodid 

1.10 

4.80 

1.36 

Sodium  sulphate 

None 

None 

None 

Sod.  meta borate 

Trace 

None 

Trace 

Sodium  nitrate 

Trace 

Trace 

Trace 

Sodium  nitrite 

Trace 

Trace 

Trace 

Sodium  bicarb. 

2,213.78 

424.71 

1,331.15 

Calcium  bicarb. 

1,829.14 

3,380.84 

2,519.74 

Barium  bicarb. 

16.67 

25.65 

25.00 

Strontium  biearb. 

Trace 

Trace 

Trace 

Ferrous  bicarb. 

9.94 

40.07 

5.86 

Magnes.  bicarb. 

753.89 

2,244.88 

1,186.57 

Alumina 

7.14 

4.98 

6.37 

Silica 

19.40 

14.40 

12.80. 

Total  7,284.00  15,808.30  10,130.48 

Look  for  the  Seal  of  The  State  of  New  York  on  ev- 
ery bottle  of  the  genuine  waters  of  Saratoga  Spa. 


THE  BOTTLED  WATERS  OF 

gUMBAftdiXBA. 

a pa. 


GEYSER  • HATHORN  • 
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CONSERVATION  OF  MAN-POWER 

The  Number  One  Chronic  Disease — Arthritis — is  known  to  be 
an  important  cause  of  disability  in  civil  and  military  life. 

When  the  arthritic  patient  is  restored  to  activity,  not  only  is 
human  suffering  abolished  but  the  benefits  derived  are  reflected  in 
the  community  as  well  as  the  individual’s  family. 

With  Ertron  therapy,  you  can  perform  a most  valuable  service 
— first,  by  alleviating  the  mental  and  physical  distress  of  arthritis; 
second,  by  returning  the  patient  to  useful  activity. 

Ertron  acts  systemically  in  the  treatment  of  arthritis.  It  contains 
no  analgesics  or  coal  tar  derivatives.  The  bibliography  extends  over 
a period  of  seven  years,  during  which  time  it  has  been  repeatedly 
emphasized  that  there  is  no  substitute  for  Ertron  — the  Whittier 
Process  product. 

ERTRON  in  ARTHRITIS 

REG.  U.  S.  PAT.  OFF. 

Ertron  is  supplied  in  bottles  of  50  and  100  capsules. 

Products  of  Nutrition  Research  Laboratories  are  promoted  only  through  the  medical  prof  ession 

NUTRITION  RESEARCH  LABORATORIES 

4210  Peterson  Avenue  Chicago,  Illinois 
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5-6  cMomM. 
VcbbodUatiott 


Maxitate  (Mannitol  Hexanitrate)  is  re- 
puted to  be  the  longest  acting  (5-6 
hours)  vasodilator.  The  gradual  and  pro- 
longed action  of  this  tablet  is  efficacious  in 
the  treatment  of  essential  hypertension  and 
in  forestalling  attacks  of  angina  pectoris 
(Beckman,  'Treatment  in  General  Prac- 
tice”). Worried  and  excitable  patients  with 
essential  hypertension  often  require  a seda- 
tive to  obtain  nervous  relaxation.  Maxitate 
with  Phenobarbital  Tablets  meet  both  re- 
quisites. Your  sample  will  be  sent  on  re- 
quest. Write  for  folder  No.  8 

Maxitate  is  available  at  leading  Pre- 
scription Pharmacies  everywhere . 

R.  J.  STRASENBURGH  CO. 

Pharmaceutical  Chemists  Since  1886 

ROCHESTER,  NEW  YORK 
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B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 


The  name 


for  Wines,  Champagnes,  Vermouths 


is  a reliable  guide  to 
wines  of  bouquet,  flavor 
and  character. 

For  scores  of  years,  the 
men  in  the  "profession" 
have  kept  this  name  in 
mind  where  their  use  is 
indicated. 

Sautern  Port* 

Tokay*  Sweet  Catawba* 
Sherry*  Claret 
Rhine  Burgundy 

Muscatel*  Pale  Dry  Sherry* 

*19  to  21%  Ale.  by  Vol. 

GREAT  WESTERN 
AMERICAN  VERMOUTHS* 

Second  to  none  the  world  over 
*18%  Ale.  by  Vol. 


Made,  bottled  and  sealed  in  the  81-year  old  cellars  of 

PLEASANT  VALLEY  WINE  CO.,  Rheims,  N.  Y. 


COMPULSORY 
HEALTH  INSURANCE  AND 
DISEASE  CONTROL 

By  FREDERICK  L.  HOFFMAN,  LL.D. 

40  Pages 
Price  10  cents 
(Special  Prices  in  Quantity) 

Public  Relations  Bureau 
Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue,  New  York,  N.  Y. 


PROFESSIONAL  1% 
ECONOMICS  « mm 

PRACTICAL  PLAN  FOR  BETTERING  YOUR 
INCOME  FROM  PROFESSIONAL  SERVICES. 

Send  card  or  prescription  blank  for  details. 

CRANE  DISCOUNT  CORPORATION 

Representatives  throughout  U.  S.  and  Canada 

30  W.  41st  St.,  N.  Y.  City  LOngacre  5-2943 
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TO  RACEPHEDRINE 


(SYNTHETIC  EPHEDRINE) 


k 


From  the  Chinese  herb  jg  (ma  huang) 
is  obtained  1-ephedrine,  the  form  of 
the  alkaloid  commonlg  used  to  relieve 
nasal  congestion. 

Racephedrine  is  a sgnthetic  form  of 
ephedrine  but  differs  in  that  it  is  a 
racemic  combination  of  egual  parts  of 
1-ephedrine  and  d-ephedrine. 


Applied  topically  to  the  nasal  mucous 
membranes,  it  produces  prompt  and 
prolonged  vasoconstriction  and  de- 
congestion. 

It  is  comparatively  free  from  unde- 
sirable side  actions,  and  its  vehicle  is 
soothing  and  nonirritating.  This  is  of 
particular  value  in  pediatrics. 
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WHEREVER  YOU  ARE 
ITS  SENSIBLE  TO  STICK  WITH 

Johnnie 

Walker 

BLENDED  SCOTCH  WHISKY 


BOTH  86.8 
PROOF 


Canada  Dry  Ginger 
Ale,  Inc.,  New  York,  N.  Y., Sole  Importer 


Did  you  know 
Johnnie  Walker 
is  a duet? 


Johnnie  Walker  has  to  be  two  people.  For 
the  friendly  gentleman  identifies  both  12- 
year-old  Black  Label  and  8-year-old  Red 
Label  Scotch  whis- 
ky. Each  has  the 
smooth,  friendly 
flavour  that  brings 
a special  feeling  of 
satisfaction  to  your 
taste.  You’ll  like 
mellow  Johnnie 
Walker,  from  the 
very  first  sip. 


BORN  1820  . . . 
still  going  strong 
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# When  iron  reserves  are  depleted  and  the  daily  intake  is  low,  help 
build  a normal  blood  picture  with  the  aid  of  Hematinic  Plastules.* 

This  modern  therapy  provides  soluble  ferrous  iron  in  a well  toler- 
ated, easily  assimilated  form.  Small  doses  effect  a prompt  improvement 
in  most  cases  of  iron  deficiency  and  secondary  anemia. 

When  you  think  of  iron — 

R HEMATINIC  PLASTULES  PLAIN 

Suggested  dosage— 1 T.  I.  D.  after  meals, 
or 

HEMATINIC  PLASTULES  with  LIVER  CONCENTRATE 

Suggested  dosage— 2 T.  I.  D.  after  meals. 

BOTTLES  OF  50  AND  100 
•reg.  u.  s.  pat.  off. 

THE  BOVININE  COMPANY 

8134  MCCORMICK  BOULEVARD  . CHICAGO,  ILLINOIS 
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Available  at  all 
Pharmacies 
in  5 Types 


Petrogalar 

Shut  in — No  exercise — Appetite  off — Sluggish  bowel,  all 
suggest  the  use  of  Petrogalar  to  assist  Bowel  Habit  Time. 

Petrogalar  Plain  adds  unabsorbable  fluid  to  the  bowel 
content  to  encourage  regular,  comfortable  elimination  by 
purely  mechanical  means,  free  of  habit-forming  tendencies. 

Children  and  adults  alike  enjoy  the  delightful  flavor  of 
Petrogalar.  It  is  easy  to  take,  either  from  a spoon  or  in 
water,  as  desired. 


* Trade  Mark.  Petrogalar  is  an  aqueous  suspension  of  pure  mineral 
oil  each  100  cc.  of  which  contains  pure  mineral  oil  suspended  in  an 
aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc.  • 8134  McCormick  Boulevard 
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Editorial 


Christmas,  1941 


Mr.  Winston  Churchill  in  one  of  his 
early  speeches  referred  to  the  achieve- 
ments of  Britain’s  air  force  in  these 
words:  “Never  ....  was  so  much  owed 
by  so  many  to  so  few.” 

It  is  time  that  we  consider  a little  when 
those  words  could  have  been  spoken  with 
equal  applicability  in  former  times. 

Certainly,  as  we  approach  the  signifi- 
cant festival  of  the  Nativity,  the  whole 
surviving  Christian  world,  threatened 
with  extinction  of  its  religious  beliefs,  has 
reason  to  reflect  upon  its  debt  to  the  Jew 
of  Nazareth  and  His  twelve  followers, 
one  of  them  a physician. 

“Never  ....  was  so  much  owed  by  so 
many  to  so  few.” 

Are  we  prepared  to  begin  repayment? 
The  answer,  this  Christmas  season,  1941, 
lies  in  the  hearts  and  in  the  souls  of  all 
men  of  good  will  of  all  nations  every- 


where. Clear-headed  men  are  arising 
in  wrath  and  indignation  against  the 
brokers  of  treason,  the  knavery  of  false 
leaders,  against  the  proponents  of  slav- 
ery, against  those  who  propose  to  pro- 
voke a war  that  is  half  peace  in  the  hope 
of  a peace  that  would  be  all  war. 

“Never  ....  was  so  much  owed  by  so 
many  to  so  few.” 

Abraham  Lincoln  said  in  1863,  “.  . . . 
and  by  virtue  of  the  power  and  for  the 
purpose  aforesaid,  I do  order  and  de- 
clare that  all  persons  held  as  slaves.  . . . 
are,  and  henceforward  shall  be,  free; 
. . . .”  “that  this  nation,  under  God,  shall 
have  a new  birth  of  freedom,  and  that 
government  of  the  people,  by  the  people, 
for  the  people,  shall  not  perish  from  the 
earth.” 

“Never  ....  was  so  much  owed  by  so 
many  to  so  few.” 


Alcoholism  a Challenge 


Is  alcoholism  an  insolvable  problem? 
How  long  will  it  continue  Math  sardonic 
hideousness,  with  all  its  consequences  of 
“shattered  prospects,  blighted  homes, 
crumbled  faith  of  children,  and  the  indi- 
vidual’s own  misery”  to  defy  an  all-out 
attack  by  the  combined  forces  of  modern 
science,  modern  medicine,  modern  soci- 
ology, and  modern  mental  hygiene? 

“Alcoholism,”  says  Dr.  Eugene  N. 
Boudreau  in  a provocative  article,  “The 
Medical  and  Social  Challenge  of  Alco- 


holism,” on  page  2407  of  this  issue, 
“.  ...  is  a major  health  problem.  It  is  a 
cancerous  condition  in  our  social  fabric.... 
I would  have  you  disclaim  and  eliminate 
any  ethical  or  moral  qualifications  and 
accept  the  fact  that  it  is  a malady — a 
sickness.”  In  this  manner  does  Dr. 
Boudreau  throw  the  problem  squarely 
into  the  lap  of  medicine  to  be  studied 
like  any  other  disease,  syphilis  or  tuber- 
culosis, for  example,  without  prejudice 
or  bias. 
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Such  a challenge  cannot  be  ignored  or 
side-stepped.  The  last  World  War  pro- 
voked a legislative  onslaught,  noble  in 
motive,  ill  considered,  ill  conducted,  dis- 
astrous in  outcome,  on  the  problem  of  the 
alcoholic.  Now  another  period  of  world 
chaos  finds  us  little  more  advanced  in 
scientific  knowledge  of  alcoholism,  except 
perhaps  that  we  know  the  legislative  ap- 
proach does  not  answer  Omar’s  question: 

“I  wonder  often  what  the  Vintners  buy 
One  half  so  precious  as  the  stuff  they  sell.” 

Has  medicine  any  better  approach? 
We  think  so.  The  Research  Council  on 
Problems  of  Alcohol,  an  associated  so- 
ciety of  the  American  Association  for  the 
Advancement  of  Science,  has  for  some 
time  had  this  problem  under  close  scien- 
tific scrutiny.  Its  publication,  the  Quar- 
terly Journal  on  Problems  of  Alcohol , is 
now  in  the  hands  of  many  practitioners 
of  medicine,  as  well  as  in  those  of  the 
public,  spreading  accurate,  scientific  in- 
formation as  to  the  known  facts  concern- 
ing alcoholism  as  a disease.  The  Council’s 
address  is  111  Pondfield  Road  West, 
Bronxville,  New  York. 

Dr.  Boudreau  at  the  conclusion  of  his 
article  says:  “Our  profession  should  ac- 
cept the  challenge,  seek  by  research  for 
the  complete  medical  solution  and,  above 
all,  afford  leadership  in  a social  movement 
against  excessive  drinking.  More  drink- 
ing inevitably  is  followed  by  more  ad- 
dictions and  other  alcoholic  disorders.” 
At  its  annual  meeting  on  November  25, 
1941,  the  Research  Council  on  Problems 
of  Alcohol  held  group  conferences  under 
these  heads: 

The  problem  of  alcoholism  and  exces- 
sive drinking  in  industry. 

Research  on  the  relation  of  alcohol  to 
industrial  efficiency — for  personnel  and 
medical  directors. 

Problems  of  the  family  doctor,  clergy- 
man, and  layman  in  dealing  with 
alcoholism. 

Research  on  alcoholism  and  the  alco- 
holic psychoses. 

Alcoholism  as  a public  health  prob- 
lem. 


Methods  of  treatment  for  alcoholism. 
The  problem  of  the  acute  alcoholic — 
in  city  hospitals,  correctional  institu- 
tions, courts,  and  police  departments. 
Alcoholism  as  a problem  in  social 
work. 

The  problem  of  alcoholism  as  related 
to  the  legal,  trade,  and  social  controls 
of  the  sale  of  alcoholic  beverages. 

This  seems  to  be  a direct  answer  to 
Dr.  Boudreau’s  challenge  to  the  profes- 
sion. It  is  far  from  a solution,  but  there 
is  no  ending  that  does  not  have  a begin- 
ning. The  problem  cuts  squarely  across 
the  field  of  mental  hygiene,  leaving  an  un- 
lovely trail  of  human  wreckage  to  en- 
cumber the  machinery  of  industrial  pro- 
duction and  a continuing  problem  to  en- 
gage the  attention  of  the  committees  on 
public  health  of  the  various  county  and 
state  medical  societies. 

The  laymen  have  not  been  inactive  re- 
specting this  problem.  The  Mind  That 
Found  Itself  by  Clifford  Beers  paved  the 
way  for  a change  in  professional  and  popu- 
lar views  about  mental  cases,  which 
change  was  marked  by  the  widespread 
substitution  of  the  term  “mental  dis- 
ease” for  the  term  “insanity” — a posi- 
tive thought  replacing  a negative  one. 
The  story  of  a rapidly  growing  lay  move- 
ment is  told  in  the  volume  Alcoholics 
Anonymous , the  textbook  of  groups  known 
by  this  name.  The  book  has  helped 
many  men  and  women  to  recover  from 
alcoholism  by  a spiritual  approach — 
empirical,  but  useful.  Today,  there  are 
ninety  of  these  groups  that  have  sprung 
up  throughout  the  country  as  a result  of 
the  distribution  of  this  book,  which  may 
be  had  from  the  Works  Publishing  Com- 
pany, Box  658,  Church  Street  Annex, 
New  York  City.  Representatives  of 
Alcoholics  Anonymous  are  admitted  to 
call  on  patients  in  a number  of  leading 
hospitals  in  several  cities;  one  hospital 
in  a suburban  town  sends  a bus  load  of 
patients  to  the  weekly  meetings  of  the 
New  York  City  group. 

Most  people,  and  some  doctors,  at- 
tempt to  cure  the  alcoholic  patient  by 
“reading  the  riot  act”  to  him,  picturing 
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his  sins,  his  disgrace,  his  shame,  his 
faithlessness  to  his  obligations.  “In  the 
name  of  family,  associates,  friends”  and  so 
on.  This  is  done  in  the  hope  of  “making 
a man  of  him,”  but  it  accomplishes  little 
except  to  increase  the  load  of  guilt  the 
sufferer  carries,  which  is  already  part  of 


his  unfortunate  drive  for  release  from  the 
pain  of  his  environment. 

Here,  indeed,  is  a challenge,  as  Dr. 
Boudreau  points  out.  To  meet  it  calls 
for  scientific,  orderly  changes  in  medical 
and  social  attitudes  and  the  greatest 
possible  use  of  every  educational  facility. 


The  Good  Doctor 


Once  upon  a time  there  was  a good1  doctor.2 
He  lived  in  a house3  with  his  wife,4 *  two  chil- 
dren,6 and  a F.H.A.  mortgage.6  He  had  an 
automobile.7 

In  the  morning  he  took  the  children  to 
school8  on  his  way  to  the  clinic,9  where  he 
spent  the  forenoon  caring  for  the  poor10  sick 
people  without  recompense.11 

One  day12  in  the  clinic9  in  the  course  of  his 
work13  he  came  across  a lunatic,14  who  said  to 
him: 


1 Term  valid  temporarily  pending  further  court  de- 

cisions. 

2 M.D.,  P.H.D.,  D.P.H.,  Mus.D.,  L.L.D.,  Litt.D., 

D.O.,  D.D.S.,  V.M.D.,  ad  infin. 

3 Real  estate  tax. 

4 Joint  income  tax  returns  required  by  law. 

5'  Worth  $400  each  for  tax  purposes. 

8  Interest  payments  deductible,  not  payments  on  prin- 

cipal. 

7 License  tax.  Drivers’  tax.  Use  tax.  Gasoline  tax. 

Oil  tax.  Parts  tax.  Insurance. 

8 School  tax. 

9 From  Greek  Kline,  a bed. 

10  A person  earning  less  than  he  used  to. 

11  Financial  return. 

12  Saturday,  March  15,  1941. 

13  Practice  of  medicine. 

14  From  Latin  Luna,  the  moon. 


“You  think  I’m  crazy,15  don’t  you?” 

“Yes,”  said  the  doctor,  “I  am  afraid  I do.” 
“Well,  that’s  all  right  with  me;  would  you 
care  to  know  what  I think  of  you?” 

“Not  particularly,”  said  the  doctor. 

“It’s  always  that  way,”  said  the  poor  luna- 
tic, apologetically,  “and  yet  kings  used  to  lis- 
ten to  us,  you  know,  in  the  old  days.” 

“I  know,”  replied  the  doctor  who  was  in  a 
hurry  to  get  through  his  work,  “but  those  days 
are  gone  and  so  are  the  kings.  Besides,”  he 
added  as  an  after  thought,  “they  didn’t  pay 
any  attention  even  then.  Next  case.” 

So  they  took  the  poor  zany16  to  a state  hos- 
pital where  he  got  the  best  of  everything  for 
the  rest  of  his  life. 

The  good  doctor  got  in  his  automobile  and 
drove  home  to  his  office.  As  he  put  on  his 
white  coat  and  washed  his  hands  before  seeing 
the  accumulated  Customers17  he  shook  his 
head  and  murmured,  sympathetically,  “The 
poor  nut.” 

Moral:  You  never  can  tell. 

18  Nuts. 

18  Lunatic. 

17  Patients. 


Hospitals,  Attention! 

As  we  were  going  to  press  on  December  9 , the  following  telegram  was  received: 

Office  of  Civilian  Defense  requests  you  urge  all  hospitals  to  establish  immediately 
emergency  medical  field  units  in  accordance  with  plans  outlined  in  Medical  Divi- 
sion Bulletins  No.  1 and  2 and  drill  weekly.  Where  necessary,  reserve  field  units  should 
also  be  organized  with  medical  nursing  and  trained  volunteer  personnel  derived 
from  the  community.  Urge  immediate  action. 

George  Baehr,  M.D. 

Chief  Medical  Officer 
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Correspondence 

DR.  ARCHIBALD  McNEIL  AND  THE  GONORRHEAL  COMPLEMENT  FIXATION  TEST 


To  the  Editor: 

In  the  passing  of  Dr.  Archibald  McNeil  on 
October  13,  America  has  lost  a distinguished 
serologist.  It  may  be  fitting  to  pause  and  pay 
tribute  to  a colleague  who  so  brilliantly  and 
modestly  contributed  to  our  knowledge  of  one 
of  the  diseases  which  still  remains  a public 
health  problem  in  our  midst. 

Coming  from  New  Haven  where  he  had 
founded  the  first  bacteriologic  laboratory  of  the 
Department  of  Health,  he  became  associated 
with  the  New  York  City  Department  of  Health 
and  worked  there  for  many  years. 

In  1912  Dr.  McNeil,  in  collaboration  with 
Hans  G.  Schwarz,  drew  attention  to  the  value 
of  a blood  test,  the  complement  fixation  test, 
for  the  diagnosis  of  gonorrhea.  From  that  time 
until  his  death  he  remained  an  exponent  of  the 
value  of  this  test.  Dr.  Archibald  McNeil,  of 
America,  and  Orpwood  Price,  of  London,  have 
proclaimed  its  value  for  twenty  years  or  more. 

Dr.  McNeil  always  coupled  his  laboratory 
research  with  careful  bedside  observations  on 
the  part  of  the  clinician  in  charge  and  checked 
his  findings  with  other  serologists  with  whom  he 
had  worked  intimately.  Thus,  his  work  on  the 
gonococcus  was  associated  with  William  H. 
Park,  Anna  W.  Williams,  M.  A.  Wilson,  Annis 
Thomson,  Agnes  Hamann  of  the  Research 
Laboratory,  Department  of  Health,  Hirschland 
in  Pennsylvania,  and  other  serologists.  For 
many  years  his  work  was  carried  on  clinically 
in  the  female  gonorrheal  wards  of  the  Kingston 
Avenue  Hospital  on  the  service  of  Dr.  E.  D. 
Barringer. 

A number  of  private  grants  of  money  were 
made  by  public  spirited  citizens  who  were  in- 
terested in  the  effort  of  standardizing  this  blood 
test  for  gonorrhea.  Thus,  Mrs.  Charles  Day, 
of  Philadelphia;  Honorable  Lucius  N.  Littauer, 
of  New  York  City;  and  others  made  this  re- 
search possible.  The  results  of  this  work  were 
widely  reported  before  the  American  Medical 
Association  and  other  scientific  societies  and 
published. 

With  the  onset  of  the  Antivenereal  Disease 
Drive  and  the  appropriation  of  large  federal 
funds  to  finance  research  on  the  gonococcus, 
these  private  grants  stopped  in  favor  of  this 
governmental  help.  It  is  a matter  of  immeasur- 
able regret  that  funds  appropriated  by  the  gen- 
erous well-wishing  taxpayers  for  research  in 
venereal  disease  should  not  have  been  protected 
from  political  spoil. 

In  the  allocation  of  these  federal  funds  Dr. 
McNeil  was  unable  to  secure  any  grants  to 
finish  up  the  work  he  had  in  hand.  However, 
it  is  an  ironic  fact  that  in  spite  of  the  lack  of  this 
appropriate  financial  help  he  was  able  to  con- 
tinue singlehanded  in  his  own  private  laboratory. 
His  technic  today,  with  the  modification  of 
Thomson  and  Hamann,  is  the  most  widely  ac- 
cepted of  any  here  in  America. 

It  has  been  said  by  many  clinicians  in  dis- 
cussing the  complement  fixation  test  for  gonor- 
rhea that  it  is  uncertain  “unless  done  by  Dr. 
McNeil  himself.”  Dr.  McNeil  realized  the 


importance  of  this  criticism  but  believed  that 
with  further  intensive  study  and  standardization 
of  details  necessary  in  its  performance  the  test 
could  easily  be  made  available  to  the  skilled 
laboratory  worker.  He  always  stated  that  the 
test  called  for  a skillful  and  well-trained  tech- 
nician but  that  there  was  nothing  inherent  in  it 
that  need  be  considered  a variable.  I quote  his 
own  words:  “With  the  antigen  as  now  prepared 
it  should  be  possible  for  anv  technician  who  can 
properly  standardize  complement  and  perform 
satisfactory  Wassermann  tests  to  obtain  accu- 
rate and  reliable  results  that  will  satisfy  clinicians 
with  the  complement  fixation  test  for  gonorrhea 
infection.” 

His  last  public  pronouncement  was  at  the 
Post-Graduate  Fortnight  of  The  New  York 
Academy  of  Medicine  in  October,  1940. 

At  that  time,  in  a joint  exhibit  with  Barringer 
and  the  Staff  of  the  Gonorrheal  Service  of  the 
Kingston  Avenue  Hospital,  a statement  in  re- 
gard to  the  suggested  standardization  of  tests 
for  the  diagnosis  and  tests  of  proof  of  cure  of 
gonorrhea  in  the  female  was  made. 

What  will  be  the  future  of  the  complement 
fixation  test?  Will  it  hold  a recognized  standard 
place  in  the  departments  of  health  that  the 
Wassermann  test  does  for  syphilis?  Only  time 
and  further  clinical  experience  can  answer  that. 

Gonorrhea  is  at  the  crossroads  todav  with  re- 
gard to  its  future  history.  If  the  sulfonamides 
with  their  apparent  brilliant  cure  are  reallv 
what  they  seem  and  if  one  can  be  sure  that  a 
negative  spread  and  culture  of  available  dis- 
charges prove  this  cure,  then  there  would  seem 
to  be  little  need  for  further  tests  and  gonorrhea 
may  quickly  be  rated  an  unimportant  infection. 

To  those  who  have  studied  gonorrhea  over  a 
period  of  years  and  have  realized  its  many  mani- 
festations as  a general  systemic  disease  and,  es- 
pecially in  the  female,  have  noted  its  carrier 
quality — in  that  latent  foci  may  harbor  viable 
gonococci — it  does  not  seem  likely  that  the  care- 
ful conscientious  physician  will  be  willing  to  dis- 
charge his  patient  on  only  a negative  spread  and 
culture  of  available  local  discharges.  An  inti- 
mate knowledge  of  how  sulfonamides  affect  the 
morphology  of  the  gonococcus  and  of  the  dif- 
ficulty of  detecting  it  accurately  after  their  use 
would  add  to  the  hesitancy  on  the  part  of  the 
clinician  in  being  willing  to  forego  a reliable 
serologic  test. 

Also  there  are  other  needs  for  a gonococcic 
complement  fixation  test  which  should  not  be 
overlooked,  such  as  its  simultaneous  use  with 
the  Wassermann  test  in  premarital  blood  ex- 
aminations and  in  the  examination  of  employees, 
especially  nurses  and  attendants  who  care  for 
little  children. 

If  and  when  all  these  considerations  fall  into 
their  proper  perspective  in  the  problem  of  gonor- 
rhea as  a whole  and  when  the  need  for  a serologic 
test  is  proved,  it  is  to  be  hoped  that  the  McNeil- 
Thomson-Hamann  technic  will  receive  the  full 
recognition  it  so  richly  deserves. 

Emily  Dunning  Barringer 

November  28,  1941 


THE  DIET  OF  YOUNG  INFANTS 

Charles  Hendee  Smith,  M.D.,  New  York  City 


THIS  contribution  deals  with  the  methods 
of  feeding  and  the  food  requirements  of  the 
infant  in  his  early  months,  especially  in  the 
neonatal  period.  The  artificial  feeding  of  in- 
fants throughout  the  first  year  has  been  dis- 
cussed elsewhere.1’2 

The  first  question  that  confronts  the  physi- 
cian in  charge  of  a newborn  infant  is  “breast 
or  bottle?”  There  should  be  no  question  as 
to  which  is  the  best  food  for  infants.  All  au- 
thoritative teachers  and  texts  agree  that  breast 
feeding  is  the  method  of  choice  unless  the 
mother’s  health,  physical  or  mental,  is  below 
normal,  or  unless  there  has  been  more  than  one 
failure  in  nursing  previous  babies.  It  is  not 
necessary  to  enumerate  all  the  diseases  that 
contraindicate  nursing,  since  any  condition 
that  impairs  the  health  of  the  mother  is 
enough  to  do  so.  Breast  feeding  is  good  for 
the  mothers,  too.  Nursing  stimulates  uterine 
contractions,  promotes  involution,  and  gives 
the  mother  a psychologic  satisfaction  and 
comfort  surpassed  by  nothing  else  in  life.* * 

It  has  been  too  well  known  to  need  cor- 
roboration that  breast-fed  babies  not  only  have 
a better  chance  of  survival  than  bottle  babies 
but  also  have  less  acute  respiratory  illness, 
have  fewer  digestive  upsets,  and  gain  more 
surely  in  the  early  months.  Statistical  proof 
of  this  has  been  furnished  by  Faber  and  Sut- 
ton,3 Grulee,4  et  al.,  Griffiths,5  and  others.6’7’20 
But  what  is  the  common  practice  today  in 
this  matter?  It  is  an  unfortunate  fact  that  in- 
stead of  being  urged  and  encouraged  to  nurse 
her  infant  the  slightest  hint  from  the  mother 
that  she  wants  the  baby  to  be  bottle-fed  is 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  Buffalo,  New  York,  May  1,  1941. 

From  the  Department  of  Pediatrics,  New  York  Univer- 
sity and  the  Children’s  Medical  and  Obstetrical  Services, 
Bellevue  Hospital. 

* A recent  article  by  a mother  (Brown,  Elizabeth: 
Ladies  Home  Journal,  23  (Jan.)  1941)  tells  the  story  bet- 
ter than  any  words  of  mine: 

“American  women  have  been  charged,  recently,  in 
fairly  harsh  terms,  with  refusing  to  nurse  their  babies. 
And  the  implication  is  that  they  are  vain,  selfish,  lazy  or, 
to  say  the  least,  uninformed. 

“The  last  of  these  reasons — and  only  the  last,  I think — 
is  true.  Women  are  uninformed  about  nursing.  It 
isn’t  by  any  means  so  simple  as  the  books  say.  It’s  a 
difficult,  perplexing,  sometimes  dismaying  experience. 
There  is  nothing  natural  about  it,  if  you  think  of  natural 
processes  as  occurring  effortlessly.  But  for  the  mother 
who  surmounts  these  obstacles,  nursing  her  baby  is  a 
rich,  glowing  experience,  bringing  with  it  an  incompara- 
ble sense  of  peace  and  completion. 

“Medical  men,  psychologists,  and  almost  every  mother 
who  has  nursed  her  baby  agree  on  the  wisdom  of  nursing. 


taken  as  ground  for  weaning.  Every  possible 
obstacle  is  placed  in  the  way  of  the  mother 
who  wishes  to  nurse  her  baby  by  many  physi- 
cians and  nurses.  The  result  is  that  few  babies 
born  into  the  private-patient  class  are  now 
breast-fed.  It  is  easy  to  prove  this  by  visiting 
the  nursery  of  any  private  obstetric  hospital 
and  asking  the  nurse  in  charge  the  general  atti- 
tude toward  breast  feeding  (footnote,*  p.  2396). 

The  decline  of  breast  feeding  has  been  dep- 
recated by  many  writers.6’8*9  This  is  attri- 
buted by  some  to  the  improvement  in  artifi- 
cial food  methods  which  makes  it  much  less 
dangerous  to  wean  a baby  than  in  former 
times.19  Others  blame  indifference  and  mis- 
management. On  the  other  hand,  several 
studies  have  shown  that  in  some  parts  of  the 
world  and  in  certain  classes  of  society  there 
is  no  real  falling  off  in  the  percentage  of 
breast-fed  babies.10*11 

Breast  feeding  is  not  a lost  art,  but  its  man- 
agement is  a real  art.  The  results  of  a num- 
ber of  studies  show  that  the  great  majority  of 
mothers  (90  to  95  per  cent)  can  nurse  their 
babies  when  properly  encouraged  and  super- 
vised. The  pioneer  work  of  Sedgwick  in  this 
field  is  a perpetual  example.12*13’14  Breast 
feeding  is  the  routine  method  in  the  nurseries 
at  Bellevue  Hospital.  No  baby  is  given  a 
bottle  until  nursing  has  been  given  a fair  trial. 
Sugar  solution  is  the  only  prelacteal  feeding 
and  babies  take  very  little  of  it — only  a few 
ounces  a day  in  most  cases.  Only  10  per  cent 
of  the  babies  receive  any  artificial  food  during 
the  ten  days  in  the  hospital.  Artificial  feed- 
ing is  used  only  when  the  mother  is  tubercu- 


The  baby’s  greatly  increased  chances  of  staying  well 
during  the  first  year  and  of  developing  into  a happy,  con- 
fident child  are  matched  by  the  mother’s  own  deep  sense 
of  fulfillment.  But  too  many  mothers  are  uninformed  on 
the  first  point  and  so  never  discover  the  second.  I am 
convinced  that  if  women  were  better  prepared  for  the 
problems  of  nursing  and  realized  the  immense  satisfac- 
tions to  be  gained  from  it  a much  larger  number  would 
insist  on  breast  feeding  their  babies.” 

The  writer  then  describes  how  the  first  baby  was 
weaned  before  she  left  the  hospital  because  “she  wasn’t 
getting  enough  milk.”  She  says:  “The  whole  experi- 

ence left  me  feeling  dismayed  and  somehow  inadequate.” 
She  was  determined  to  nurse  the  second  baby  and  did 
so  successfully  in  spite  of  attempts  to  discourage  her. 

“The  outcome  was  an  unqualified  success.  The  baby 
not  only  grew  well  but  enjoyed  his  feedings  enormously. 
With  this  intimate  contact  I came  to  know  him  more 
quickly  as  an  individual.  The  price  of  being  at  home  at 
fixed  times  every  day  and  of  leading  a more  regular  and 
somewhat  less  active  life  than  usual  was  indeed  no  price 
at  all  but  a rich  and  profitable  interlude  physically, 
emotionally,  and  intellectually.” 
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TABLE  1. — Breast  Feeding — Duration  in  Private  Patients 


First  Seen 

Not  Nursed 

1-21  Days 

3-8  Weeks 

2-3  Months 

Over  3 Months 

Total 

Before  weaning 

2 

5 

21 

42 

157 

227 

At  weaning 

1 

7 

2 

18 

28 

After  weaning 

114 

61 

56 

30 

39 

300 

555 


Note  the  greater  number  of  breast-fed  babies  when  seen  before  weaning.  These  are  not  selected  cases  but  were  taken 
in  alphabetical  order  from  the  files  of  private  patients. 


lous,  acutely  ill,  psychotic,  or  otherwise  unfit 
to  nurse  her  baby  or  when  a fair  trial  shows 
that  she  cannot  produce  milk.  When  the 
babies  discharged  from  the  Obstetrical  Serv- 
ice come  to  the  Outpatient  Department  of 
the  Children’s  Medical  Service,  85  per  cent  of 
them  are  still  breast-fed,  although  several 
weeks  may  elapse  between  the  hospital  dis- 
charge and  the  first  visit  to  the  clinic. 

At  Baby  Health  Stations  on  the  east  side  of 
New  York  City  the  babies  come  from  several 
hospitals.  A study  is  under  way  to  determine 
the  character  of  feeding  ordered.  On  coming 
to  the  stations  70  per  cent  of  the  babies  born 
in  Bellevue  are  breast-fed,  but  from  one  other 
nearby  hospital  only  10  per  cent  are  still  nurs- 
ing. From  other  hospitals  20  to  40  per  cent 
are  breast-fed,  but  none  of  them  approaches 
the  rate  of  breast  feeding  of  the  Bellevue 
babies. 

Table  I shows  a study  of  the  records  of  555 
infants,  taken  in  alphabetical  order  from  my 
files,  and  should  represent  a fair  cross  section 
of  private  practice.  They  are  grouped  ac- 
cording to  the  time  at  which  they  first  came 
under  my  care,  before,  at,  or  after  weaning. 
Some  of  the  nursed  babies  obtained  all  their 
food  from  the  breast  until  near  the  time  of 
weaning,  others  had  one  or  more  bottles  for 
part  of  the  period.  But  no  baby  was  kept  on 
food  from  the  breast  unless  he  obtained  more 
than  half  his  requirements  and  was  gaining 
well.  These  babies  divide  themselves  into 
five  groups  by  the  length  of  time  they  were 
breast-fed. 

The  first  group  contains  the  babies  never 
nursed.  Only  two  mothers  seen  on  the  first 
day  absolutely  refused  to  try  breast  feeding — 


* A few  examples  are  typical.  A young  married  physi- 
cian was  delivered  in  a hospital  recently.  She  wanted  to 
nurse  her  baby  but  was  ridiculed  by  the  nursing  staff, 
who  told  her  that  breast  feeding  was  out  of  date,  that  no 
one  would  nurse  babies  in  a few  years,  and  that  she  was 
the  only  patient  in  the  hospital  who  was  nursing  her  in- 
fant. She  insisted,  however,  and  nursed  the  baby  suc- 
cessfully. In  a private  hospital,  at  a recent  visit,  not  1 
baby  out  of  30  was  breast-fed,  and  in  another,  only  1 
of  35.  In  one  of  the  best  private  hospitals  in  New  York 
City,  2 patients  who  wanted  to  nurse  their  infants  re- 
ported that  they  were  talked  out  of  it  by  the  nursing  staff. 
A prominent  obstetrician  told  a patient  of  mine  that  it  is 
easy  enough  to  feed  a baby  from  the  bottle,  and  there  is 
no  use  bothering  with  nursing  any  more.  These  examples 
illustrate  the  general  attitude  toward  breast  feeding  and 
could  be  multiplied  indefinitely. 


one  for  economic  reasons,  the  other  from  pure 
stubbornness.  On  the  other  hand,  114  babies 
whom  I saw  after  weaning  had  never  been  put 
on  breast  feeding.  The  reasons  were  ade- 
quate in  some  instances,  but  in  others  they 
certainly  were  not. 

The  second  group  was  nursed  from  a few 
days  to  two  to  three  weeks.  This  group  ob- 
viously consists  of  babies  nursed  during  the 
time  the  mother  was  in  bed  or  just  getting  up. 
Only  5 of  these  were  babies  under  my  observa- 
tion, 1 was  seen  at  the  time  of  weaning,  and 
61  had  been  weaned  before  I saw  them.  Some 
of  them  were  weaned  because  the  milk  was  ob- 
viously inadequate,  but  others  who  had  been 
weaned  before  I saw  them  had  had  as  much 
milk  as  could  be  expected  at  that  period.  By 
the  figures  it  appears  that  over  twelve  times  as 
many  mothers  were  discouraged  under  the  ob- 
stetricians, as  compared  with  the  group  en- 
couraged to  persist  in  nursing. 

In  the  third  group  the  babies  were  nursed 
three  to  eight  weeks — a longer  trial  and  one 
that  gave  the  baby  time  to  be  educated  to  ar- 
tificial food.  This  must  be  considered  as 
partially  successful  nursing.  Sixty-three  had 
been  weaned  before  they  came  under  observa- 
tion as  compared  to  21  in  the  group  seen  be- 
fore weaning. 

The  group  nursed  two  to  three  months 
shows  a reversal  of  the  figures;  42  were  under 
my  care,  while  32  had  been  weaned  before 
they  were  seen.  In  most  cases  these  babies 
were  successfully  nursed  until  the  mother  be- 
came more  active  and  more  tired.  This 
length  of  nursing  is  really  well  worth  while. 

The  babies  nursed  over  three  months  were 
the  most  successfully  breast-fed.  Of  these  157 
were  under  my  care  against  57  seen  at  or  after 
weaning. 

If  one  counts  all  babies  breast-fed  over  two 
months  as  successfully  nursed,  it  is  noteworthy 
that  87  per  cent  of  the  babies  seen  before  wean- 
ing fall  into  this  class.  On  the  other  hand, 
only  29  per  cent  of  those  seen  at  or  after  wean- 
ing were  nursed  as  long  as  two  months.  It 
may  be  suggested  that  the  babies  who  were 
weaned  early  were  more  apt  to  be  turned  over 
to  the  pediatrician  than  those  breast-fed. 
Careful  studies  of  the  histories  show  that  this 
factor  was  not  important.  These  facts  from 
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Fig.  1.  Shows  amount  of  milk  obtained  by  six  babies  in  first  ten  days  of  life.  Shaded  blocks  repre- 
sent calories  from  sugar  solution.  Note  the  low  energy  quotient  throughout  and  satisfactory  weight 
curve.  Numbers  indicating  weight  were  omitted  from  upper  blocks  by  an  error.  They  should  be 
as  in  the  lower  blocks.  The  first  baby  weighed  6V4  lb.;  the  second  73/4  lb.;  the  third,  9V<  lb.  at 
birth. 


the  Bellevue  class  and  from  private  practice 
make  it  fair  to  conclude  that  90  per  cent  of  the 
mothers  can  nurse  their  babies  for  two  months 
or  more  if  they  are  properly  encouraged  and 
supervised. 

Most  of  the  trouble  arising  during  breast 
feeding  is  due  to  neglect  or  ignorance  of  the 
simple  principles  upon  which  its  success  de- 
pends. It  Is  worth  while  to  review  the  funda- 
mental facts  that  the  physician  should  bear  in 
mind  and  about  which  it  is  his  duty  to  instruct 
the  mother.  This  story  is  an  old  one  but,  like 
many,  it  needs  to  be  repeated  from  time  to 
time  lest  it  be  forgotten. 

Early  weaning  is  ordered  by  some  obstetri- 
cians because  the  milk  is  slow  in  coming  or  the 
supply  seems  to  them  to  be  inadequate.  It 
is  well  known  that  little  or  no  milk  is  obtained 
in  the  first  days  of  life,  that  the  milk  only 
“comes  in”  after  several  days — usually  by  the 


sixth  day — and  that  it  may  take  two  weeks  or 
more  to  establish  a good  supply. 

The  amount  of  breast  milk  obtained  by 
hospital  ward  babies  is  illustrated  in  Fig.  1. 
These  are  6 typical  cases  selected  at  random 
from  a large  number  of  patients  weighed  be- 
fore and  after  each  feeding  and  representing 
the  behavior  of  the  breast-fed  babies  born  in 
Bellevue.  The  birth  weight  is  reached  or  ap- 
proximated by  the  tenth  day  in  most  instances. 
It  is  obvious  that  all  of  them  gained  as  soon  as 
they  got  about  30  calories  per  pound  about  the 
end  of  the  first  week.  Few  of  our  babies  ob- 
tain more  than  40  per  pound  by  the  tenth  day. 
By  the  end  of  the  second  week,  however,  in- 
fants need  45  calories  per  pound. 

Even  though  the  milk  supply  is  scanty  at 
first,  it  is  a common  experience  to  have  it  in- 
crease rapidly  as  soon  as  the  mother  gets  home 
from  the  hospital.  On  the  other  hand,  if  she 
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Fig.  2.  Weight  curve,  dotted  line;  average  breast-fed  baby’s  weight,  broken  line.  Vertical  solid 
lines  show  amount  of  breast  milk  obtained  each  day  during  nursing  period.  Broken  lines  show 
calories  in  artificial  food.  Curve  at  bottom  of  chart  shows  fluctuation  of  calories  per  pound  day  by 
day.  Note  low  calories  early,  rapid  increase  to  60  per  pound  at  three  weeks,  then  less  when  only  four 
feedings  were  given.  Note  good  gain  on  low  calories  most  of  time. 


does  too  much  and  gets  too  tired  in  the  third 
or  fourth  week,  the  milk  supply  may  fail.  It 
is  impossible  to  determine  during  the  hospital 
stay  what  will  happen  in  the  wreeks  during 
which  the  mother  is  getting  back  to  normal 
life.  Therefore,  no  obstetrician  is  justified  in 
predicting  whether  a normal  healthy  woman 
can  nurse  her  baby  until  she  has  been  given  a 
fair  trial.*  Naturally  he  is  (or  should  be)  the 
best  judge  of  her  health  and  strength,  and  it  is 
quite  within  his  province  to  decide  whether 


* A recent  example:  A mother  had  successfully 

nursed  her  first  child  for  three  months.  He  gained  well 
and  was  weaned  only  because  the  mother  was  anemic  and 
nervous  after  a severe  first  labor.  Her  second  baby  was 
ordered  off  the  breast  by  the  obstetrician  on  the  eleventh 
day  “because  she  was  only  giving  half  the  needed 
milk.” 

The  chart  showed  that  the  baby  had  obtained,  7, 9,  8x/*t 
10  and  13  ounces  of  milk  on  the  sixth  to  tenth  days,  as 


she  should  be  allowed  to  try  breast  feeding. 
Too  often  he  discourages  her,  or  lends  the 
weight  of  his  influence  against  nursing,  when  a 
little  explanation  of  its  advantages  would  con- 
vince a mother  who  is  not  aware  of  all  the 
facts.  Surely  this  is  a problem  in  the  decision 
of  which  the  pediatrician  is  entitled  to  share. 

The  nurse  who  interferes  in  the  matter  is 
stepping  outside  her  province  in  a most  unpro- 
fessional way.  Unfortunately,  in  many  ob- 

much  as  the  average  baby  gets  at  this  time!  The  mother  was 
iu  fine  condition  after  this  easy  labor  and  was  willing  to 
try  nursing  further,  especially  since  she  had  to  travel  to 
the  West  in  a few  weeks.  It  is  probable  that  the  breast 
supply  would  have  been  better  and  better  in  the  next  few 
days.  To  wean  a baby  who  obtained  13  ounces  of  milk 
on  the  tenth  day  showed  a profound  ignorance  of  the 
whole  psychology  of  breast  feeding.  (Incidentally,  the 
bottle  feeding  ordered  provided  55  calories  per  pound, 
and  the  baby  gained  11  ounces  from  the  eleventh  to  the 
fifteenth  day — not  a desirable  rate.) 
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stetric  hospitals  the  whole  management  of  the 
infant  is  left  to  the  nurse  by  the  obstetrician 
who  does  not  care  to  bother  about  the  “by- 
product of  the  mother’s  labor.”  More  and 
more,  then,  in  recent  years  the  baby  is  turned 
over  to  the  pediatrician  already  weaned  and, 
too  often,  on  a feeding  that  has  started  an  up- 
set. But  let  the  pediatrician  beware!  No 
word  of  criticism  may  be  uttered  as  to  the 
handling  that  has  caused  the  trouble.  Let 
him  get  out  of  it  as  best  he  may.  It  often  ex- 
hausts all  his  resources,  scientific  and  strategic. 

The  infant  lucky  enough  to  be  breast-fed 
requires  observation  and  management  as 
careful  as  that  given  to  his  brother  on  the 
bottle.  There  is  no  automatic  regulator  on 
the  milk  supply.  In  the  early  days  little  milk 
is  secreted,  then  the  breasts  begin  to  yield 
abundantly  and  may  overdo  the  matter,  so 
that  an  infant  of  3 or  4 weeks  may  obtain  al- 
most as  much  as  one  of  6 or  7 months.  A 
small  baby  may  find  as  abundant  a supply  as 
a large  one.  The  physician  who  appreciates 
this  fact  will  avoid  the  effects  of  overfeeding 
by  carefully  regulating  the  time  at  the  breast. 
He  must  be  equally  alert  to  detect  a failing 
supply.  Fig.  2 shows  the  amount  of  milk  ob- 
tained by  a baby  each  day  in  the  nursing  pe- 
riod. Note  the  rapid  increase  of  milk  up  to 
the  point  where  60  calories  per  pound  were 
obtained.  It  would  have  been  easy  to  over- 
feed this  baby.  It  was  necessary  to  cut  the 
number  of  nursings  from  five  down  to  four  a 
day  for  several  weeks,  then  five  were  given 
again  as  the  supply  began  to  fail.  Note  that 
the  baby  gained  on  rather  less  than  45  calories 
per  pound  for  most  of  the  nursing  period. 
Heubner16  published  curves  showing  similar 
facts  nearly  forty  years  ago. 

It  is  not  difficult  to  weigh  the  baby  before 
and  after  feeding  for  a few  days  and  to  deter- 
mine the  calories  he  gets  per  pound  per  day. 
When  he  is  getting  too  much  regularly,  the 
amount  can  be  reduced  by  increasing  the  in- 
terval, omitting  one  feeding,  shortening  the 
time  at  breast,  using  one  breast  instead  of 
both,  or  giving  water  before  nursing  to  take 
the  edge  off  the  baby’s  appetite.  Less  fre- 
quent and  less  prolonged  nursing  not  only 
gives  the  infant  a smaller  individual  meal  but 
automatically  cuts  down  the  supply  by  di- 
minishing the  stimulation  of  the  breasts.  It 
is  then  necessary  to  watch  the  supply  or  it 
may  be  cut  too  much,  but  it  can  be  increased 
by  longer  nursings  and  by  using  both  breasts 
at  each  feeding  again.  I have  never  found  a 
mother  willing  or  able  to  increase  the  milk  by 
manual  stripping. 


BREAST  FEEDING 

FIRST  BABY  VARIATION  BYDAY  AND  HOUR 


SECOND  BABY 


Fig.  3.  Shows  the  daily  and  hourly  variation 
of  breast  feedings  in  2 babies  of  the  same  mother. 
Each  block  represents  three  consecutive  days. 
Note  the  great  difference  in  the  amount  obtained 
at  different  feedings.  Some  were  much  larger 
than  is  usually  expected.  It  was  impossible  to 
estimate  the  size  of  the  feeding  from  the  baby’s 
behavior. 


The  rate  of  secretion  of  breast  milk  at  a 
feeding  must  be  remembered,  for  only  by  a 
knowledge  of  this  rate  can  we  regulate  the  time 
at  a feeding.  The  baby  gets  about  75  per  cent 
of  the  milk  obtained  at  a nursing  in  the  first 
two  to  four  minutes.16  A nursing  of  six  or 
eight  minutes  is  usually  adequate,  though  the 
infant  may  be  allowed  to  suck  for  ten  minutes 
to  strip  the  breast  and  thus  stimulate  the 
milk  secretion  if  necessary.  Further  nursing 
merely  macerates  the  nipple  and  predisposes 
it  to  cracking,  makes  the  mother  nervous,  and 
fills  the  infant  full  of  swallowed  air.  When  the 
milk  supply  is  overabundant,  the  time  may  be 
cut  to  three  to  five  minutes  or  even  less,  espe- 
cially in  the  morning.  One  of  my  patients 
got  all  he  needed  in  forty  seconds! 

The  amount  of  milk  obtained  at  a nursing 
varies  greatly.  As  a rule,  in  the  morning 
more  milk  is  secreted,  while  the  supply  drops 
off  toward  night.  This  daily  variation  seems 
to  do  no  harm,  for  a baby  will  often  go  as  long 
after  a small  feeding  as  after  a large  one. 
The  total  daily  amount  is  the  important  thing. 
Surprising  extremes  are  often  seen.  Fig.  3 
shows  the  daily  variation  in  2 breast-fed  in- 
fants of  the  same  mother.  It  seemed  to  make 
little  difference  to  the  babies  whether  they 
got  4 or  10  ounces  at  a meal.  On  one  morn- 
ing one  of  them,  at  the  age  of  3 months  and 
weighing  12  pounds,  took  12  ounces  without 
any  sign  of  discomfort. 
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Many  mothers  and  nurses  are  uncertain  as 
to  whether  one  or  both  breasts  should  be  given 
at  a nursing.  The  answer  is  simple.  If  the 
supply  is  abundant  one  side  is  enough,  if  not, 
both  may  be  given.  It  is  best  to  start  on  a 
different  side  at  each  feeding,  to  let  the  baby 
nurse  longer  on  the  first  breast,  and  to  fill  him 
up  with  “dessert”  from  the  second  breast. 
Yet,  in  one  New  York  hospital  the  routine 
allows  only  one  side  for  twenty  minutes  and 
orders  a bottle  if  that  is  not  enough! 

The  interval  between  feeding  depends  on 
the  size  of  the  baby.  A small  or  premature 
infant  may  be  fed  every  two  hours,  one  of  5 to 
7 pounds  may  need  three-hour  feedings,  but 
babies  of  8 pounds  or  more  will  usually  go  for 
four  hours.  A good  rule  is  to  put  a baby  on 
four-hour  feedings  as  soon  as  he  is  able  to  take 
enough  at  a feeding  to  last  four  hours.  But 
to  make  a small  infant  go  so  long  is  difficult 
and  to  insist  that  all  infants  of  all  sizes  must 
go  four  hours  between  feedings  is  unkind,  un- 
wise, and  impracticable.  Larger  babies  after 
the  first  few  months  may  go  five  hours  with- 
out undue  hunger. 

The  number  and  hours  of  feedings  depends 
on  the  interval.  Small  babies  on  three-hour 
intervals  need  seven  feedings,  larger  ones  on 
four  hours  only  require  five  or  six.  Some 
thrive  on  four  feedings  at  five-hour  intervals. 
Small  premature  infants  must  be  fed  as  often 
as  every  two  hours.  As  soon  as  the  baby  will 
go  all  night  he  should  be  allowed  to  do  so,  but 
it  is  unwise  to  try  to  make  him  skip  the  2 :00- 
a.m.  feeding  if  he  wakens  and  is  hungry  for  it. 
It  is  easier  for  all  concerned  to  feed  him  than 
to  have  the  whole  family  kept  awake  in  the  ef- 
fort to  break  him  of  the  night  feeding.  The 
insistence  of  the  nurse  in  the  hospital  that  the 
baby  must  not  have  this  feeding  makes  much 
trouble  when  he  gets  home  and  insists  on  hav- 
ing it.  Many  mothers  struggle  too  hard  to 
feed  the  infant  exactly  on  the  hour,  night  and 
day.  In  general,  it  is  best  to  feed  at  regular 
hours,  by  day,  but  let  the  baby  decide  when 
the  night  feedings  are  due.  This  plan  gives 
the  whole  family  more  sleep. 

There  is  no  single  guide  to  the  management 
of  the  feeding  of  any  infant.  The  total  be- 
havior must  be  studied  in  every  case.  All  of 
the  signs  and  symptoms  involved  are  objec- 
tive, for  the  baby  cannot  offer  any  subjective 
help.  So  the  nurse  or  mother  who  says  the 
baby  is  “hungry”  is  merely  offering  her  inter- 
pretation of  the  baby’s  behavior  and  is  more 
likely  to  be  wrong  than  right.  It  is  one  of  the 
pediatrician’s  most  difficult  problems  to  con- 
vince the  loving  mother  of  a baby  who  cries  a 


little  at  the  end  of  feeding  that  her  darling  is 
not  in  imminent  danger  of  death  by  starva- 
tion, even  when  he  has  gained  a good  rate  and 
shows  all  the  other  signs  of  adequate  feeding. 

In  judging  the  success  of  any  plan  of  feed- 
ing the  following  points  must  be  noted : weekly 
gain  in  weight,  vomiting,  stools  (number, 
color,  consistency),  eagerness  for  food,  crying 
before  or  after  feeding,  restlessness,  sleep,  the 
baby’s  aspect,  color,  general  nutrition,  tissue 
turgor,  and  the  skin.  None  of  these  points 
should  be  neglected,  nor  does  any  one  of  them 
serve  as  the  sole  index  of  the  need  of  more  or 
less  food. 

The  normal  well-fed  baby  gains  4 to  6 
ounces  a week,  vomits  little  (though  he  may 
regurgitate  with  air  eructations).  His  stools 
are  not  too  many  (one  to  four),  or  too  large, 
are  yellow  or  slightly  green,  and  are  soft  and 
smooth.  A little  variation  in  consistency, 
a few  curds,  or  a small  amount  of  mucus 
means  little.  He  takes  food  readily,  cries 
lustily  before  mealtime  for  a few  minutes  and, 
perhaps,  briefly  when  feeding  is  over.  He  is 
quiet  between  meals  and  sleeps  most  of  the 
day  and  night.  He  is  placid,  has  a good 
color,  and  tends  to  be  plump,  with  firm  tissues 
and  a smooth  clear  skin. 

The  overfed  child  gains  too  fast  (8  ounces 
or  more  a week)  and  soon  becomes  too  fat. 
He  vomits  after  meals  from  distention  or, 
later,  from  indigestion.  His  stools  are  too 
many,  too  large,  too  loose,  and  more  green 
than  yellow.  He  cries  little  before  meals  but 
may  do  so  from  overdistention  after  feedings 
or  from  indigestion  later.  He  often  sleeps 
past  mealtime.  He  may  develop  eczema. 

The  underfed  child  gains  too  little  (less 
than  4 ounces  a week),  cries  too  long  before 
meals,  rarely  vomits,  is  constipated,  and  sleeps 
too  little.  His  tissues  become  lax  and,  if  un- 
derfed for  long,  he  develops  malnutrition  or 
even  marasmus. 

How  long  shall  a baby  nurse?  Again  the 
answer  is  simple — as  long  as  the  baby  does 
well  and  the  mother  does  well.  The  mother 
should  nurse  only  so  long  as  her  physical  and 
mental  health  are  good  and  she  is  showing  no 
signs  of  strain.  In  general,  nursing  may  be 
profitably  continued  so  long  as  the  baby  gets 
half  his  requirements  from  the  mother.  When 
the  breast  milk  falls  below  this  amount  the 
end  is  in  sight. 

The  mother’s  hygiene  often  needs  regula- 
tion. She  should  have  enough  rest,  some  ex- 
ercise, and  an  adequate  diet.  But  she  should 
not  be  allowed  to  stuff  herself  with  the  idea 
that  she  will  produce  more  milk.  If  she  can- 
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Fig.  4.  Each  horizontal  line  indicates  the  duration  of  breast  feeding  in  an  individual  case.  When 
on  mixed  feeding  (broken  lines)  only  one  or  occasionally  two  bottles  were  given.  All  babies  obtained 
more  than  half  their  requirements  from  the  breast.  The  average  duration  of  nursing  is  about  four 
and  one-half  months. 


not  make  milk  on  a reasonably  balanced  diet, 
she  will  not  do  so  on  overeating.  An  extra 
glass  of  milk  with  one  meal  is  desirable,  but 
the  mother  who  takes  a quart  or  more  above 
her  normal  diet  either  gets  too  fat  or  has  in- 
digestion. Many  mothers  need  an  iron  tonic 
for  the  anemia  following  labor  and  the  not  in- 
considerable drain  of  iron  in  the  breast  milk. 

Breast  feeding  may  be  considered  successful 
if  it  can  be  continued  long  enough  to  educate 
the  baby  to  artificial  feeding  when  that  be- 
comes inevitable.  The  length  of  the  period 
on  the  breast  is  less  essential  than  the  result. 
It  is  not  necessary  for  it  to  continue  for  many 
months  but,  if  the  baby  can  be  carried  through 
the  neonatal  period  and  for  several  weeks 
thereafter,  he  is  better  fit  to  cope  with  artifi- 
cial food.  Even  if  weaning  is  necessary  in 


the  second  or  third  month,  breast  feeding  is 
worth  while,  provided  the  baby  gets  enough 
milk  to  take  him  past  the  dangers  of  early 
weaning. 

Weaning  should  be  gradual  rather  than 
sudden,  substituting  one  bottle  at  a time  for 
a breast  feeding.  The  baby  who  has  had 
water  from  a bottle  from  birth  will  take  arti- 
ficial food  easily.  It  may  be  extremely  diffi- 
cult to  make  him  take  the  bottle  if  he  has 
never  encountered  one  before.  For  this  rea- 
son all  babies  ought  to  have  water  or  sugar 
solution  from  the  bottle  while  they  are  breast- 
fed. One  bottle  of  formula  in  the  middle  of 
the  night  to  give  the  mother  more  sleep  may 
be  given  in  the  early  weeks  if  there  is  a nurse 
on  duty.  An  occasional  bottle  during  the  day 
gives  the  mother  a little  freedom  and  a sense 
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of  gratitude  to  the  physician  which  makes  her 
willing  to  continue  to  nurse.  It  does  not  nec- 
essarily mean  the  end  of  breast  feeding. 

Fig.  4 shows  the  duration  of  nursing  in  220 
patients  under  my  observation  (see  also  Table 
1).  The  solid  lines  indicate  all  breast  feeding, 
the  broken  ones  represent  periods  when  one  or 
occasionally  two  bottles  were  given.  In  all 
instances  the  babies  obtained  most  of  their 
food  from  the  breast.  The  long  continuation 
of  breast  feeding  on  this  plan  refutes  the  idea 
that  “one  bottle  means  the  end  of  nursing.” 
In  my  experience  it  helps  prolong  breast  feed- 
ing. 

When  mixed  feeding  is  necessary  because  . 
the  breasts  will  not  supply  enough  milk,  con- 
fusion sometimes  arises  as  to  whether  it  is  bet- 
ter to  give  a supplementary  bottle  for  one 
feeding  or  to  give  a complementary  one  after 
the  breast.  The  single  full  bottle  feeding  is 
useful  when  the  baby  gets  enough  from  the 
mother  at  all  feedings,  in  order  to  free  her  for 
social,  athletic,  or  other  activities  or  to  rest  her 
once  a day  (wThen  she  is  tired,  usually  at  the 
late  afternoon  feeding).  The  complementary7 
bottle  after  the  breast  should  be  used  only 
when  the  baby  gets  too  little  breast  milk  at 
some  feeding,  although  enough  in  the  day  to 
make  it  worth  while  to  prolong  nursing.  It 
has  been  shown  that  giving  complementary7 
feedings  to  all  babies  cuts  down  the  percentage 
of  breast  feeding.18  In  using  this  addition  to 
the  breast,  the  infant  should  be  weighed  be- 
fore and  after  nursing  and  then  be  given  only 
so  much  artificial  food  as  is  necessary  to  make 
up  an  adequate  meal.  It  is  often  necessary 
to  do  this  only  in  the  latter  part  of  the  day. 
Babies  usually  get  enough  in  the  first  two 
nursings  but  may  need  a complementary 
bottle  later.  For  instance,  if  a baby  needs  5 
ounces  of  milk  at  a feeding  but  gets  only  1 or  2 
at  some,  he  is  entitled  to  the  difference  from  a 
bottle.  One  must  remember  the  daily  fluctua- 
tion in  breast  milk,  however,  and  only  add  the 
bottle  when  the  day’s  total  is  failing. 

Babies  are  deprived  of  the  opportunity  to 
nurse  for  various  reasons.  The  mother  may 
be  afraid  of  being  tied  down — of  being  kept 
from  social  engagements.  She  may  fear  the 
effect  on  her  husband  who  wants  her  free  for 
his  companionship.  The  dread  of  losing  their 
figures  influences  some  mothers.  The  eco- 
nomic status  of  the  family7  may  force  the 
mother  to  go  to  work  as  soon  as  possible.  In 
the  majority  of  cases  she  can  earn  less  than  it 
costs  to  hire,  house,  and  feed  a competent 
nurse!  Inverted  or  small  nipples  may  make 
nursing  impossible,  but  with  proper  attention 


before  the  baby  is  born  most  nipples  can  be 
made  to  function.  The  doctor  sometimes 
thinks  “the  mother’s  milk  might  not  agree” 
(without  ever  giving  it  a trial) . In  one  such  in- 
stance the  mother’s  breast  “caked”  and  there 
was  great  difficulty  in  drying  up  the  milk. 
The  artificial  food  * disagreed  and  there  was 
trouble  for  several  months.  One  mother  said 
she  would  not  nurse  because  it  was  a “nasty 
animal  performance.”  She  had  so  much  milk 
that  she  had  to  nurse  her  baby  for  six  months 
— a just  retribution!  Of  course,  a mother  who 
has  honestly  tried  more  than  once  to  nurse  pre- 
vious babies  without  success  should  not  be 
pushed  further. 

Weaning  of  babies  who  are  started  on  the 
breast  is  prompted  by  many  of  the  above  rea- 
sons. Much  more  common  is  the  following  se- 
quence. The  baby  nurses  freely  from  an 
abundant  supply7,  gains  too  fast,  begins  to 
vomit,  to  have  loose  stools,  and  to  cry  from 
colic.  He  is  weaned  because  the  “milk  dis- 
agrees” and,  since  he  is  weaned  during  an  up- 
set, the  artificial  food  also  disagrees.  All  he 
needed  was  to  have  less  breast  milk.  This 
train  of  events  starts  many7  difficult  feeding 
cases.  Cracked  nipples  occasionally7  necessi- 
tate weaning,  but  with  short  nursing  periods  a 
temporary  use  of  a shield,  and  local  treatment, 
weaning  can  usually  be  averted. 

Failure  of  the  supply7,  of  course,  ends  the 
nursing  eventually.  This  takes  place  in  sev- 
eral ways.  In  the  first  group  are  the  mothers 
who  just  cannot  secrete  milk.  The  baby7 
gets  only7  a few  ounces  a day,  and  nursing  has 
to  be  abandoned  in  the  first  two  to  three  weeks. 
The  next  group  can  give  some  milk  for  four 
to  eight  weeks  but  the  supply7  is  never  ade- 
quate. This  amount  of  nursing  is  worth  while, 
for  it  enables  the  baby  to  acquire  a gradual 
education  to  cow’s  milk.  A third  group 
nurses  successfully7  for  two  or  three  months 
when  the  supply7  fails,  often  because  the 
mother  goes  back  to  her  normal  life  and  in  do- 
ing too  much  becomes  overtired.  The  really 
good  nurses  are  the  mothers  who  have  all  the 
milk  a baby7  needs  for  four  to  ten  months  and 
who  even  then  find  it  difficult  to  stop  nursing. 

Artificial  Feeding 

Giving  artificial  food  in  the  first  days  of  life 
is  a standard  practice  in  many  hospitals.  The 
attempt  to  prevent  the  initial  weight  loss  by 
this  means  is  not  necessary  and  may7  be  harm- 
ful. The  loss  of  half  a pound  or  even  more 
does  the  baby  no  harm.  Part  of  the  loss  rep- 
resents meconium  and  urine.  If  the  baby 
were  weighed  after  six  to  twelve  hours  instead 
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of  immediately  after  delivery,  the  initial 
weight  loss  would  be  much  less.  If  he  is  given 
a few  ounces  of  sugar  solution  in  the  first  few 
days,  he  gets  along  well  enough.  At  Bellevue 
all  babies  are  offered  5 per  cent  sugar  solution 
every  four  hours  in  the  first  three  days.  It  is 
surprising  how  little  they  take,  often  only  2 to  3 
ounces  a day,  occasionally  7 or  8.  They  do 
not  have  the  so-called  dehydration  fever  even 
with  this  small  amount.  Citrate-lactose  solu- 
tions, given  by  some,  may  cause  water  reten- 
tion and  prevent  weight  loss,  but  this  is  mere 
subclinical  edema.  Real  edema  has  been  pro- 
duced by  these  solutions. 

Artificial  feeding  in  the  prelacteal  period,  es- 
pecially if  too  generous,  may  cause  indigestion 
and  serious  trouble.  The  students  of  allergy 
believe  that  giving  cow’s  milk  in  these  early 
days  may  be  responsible  for  sensitivity  to  that 
food  later  in  life.  But  the  worst  feature  of 
giving  bottles  before  the  milk  “comes  in”  is 
the  tendency  to  continue  them  after  there  is 
plenty  of  milk.  Some  babies  have  bottles 
that  are  adequate  for  complete  feeding  forced 
upon  them  after  they  have  had  all  they  need 
from  the  breast! 

We  have  seen  that  the  average,  normal 
breast-fed  infant  gets  only  10  to  30  calories 
per  pound  in  his  first  week  and  35  to  45  in  the 
second.  By  the  beginning  of  the  third  week 
he  needs  45  calories  per  pound  and  will  gain 
on  this  amount.  The  bottle-fed  babies  do 
perfectly  well  on  equivalent  calories,  and  the 
weight  curve  is  identical  with  that  of  the  baby 
on  the  breast.  There  may  be  a loss  in  the 
first  few  days,  but  the  weight  curves  swing  up 
when  30  to  35  calories  per  pound  are  taken, 
and  there  usually  is  a good  gain  in  the  second 
week  on  less  than  45  calories  per  pound. 
These  statements  are  based  on  experience  in 
the  nurseries  of  the  Sloan  Hospital  for  Women, 
the  Bellevue  Hospital  Obstetrical  Service,  and 
in  many  years  of  private  practice.  Faber17 
offered  artificial  food  after  the  breast  and 
found  that  babies  would  take  45  calories  per 
pound  by  the  fifth  day  and  52  per  pound  by 
the  fourteenth  day.  Since  babies  gain  on  the 
lower  amounts  given  above,  his  method  must 
be  questioned. 

There  is  another  aspect  to  this  matter  be- 
sides the  mere  caloric  intake.  The  newborn 
baby  who  must  be  artificially  fed  from  birth 
needs  education  to  accustom  him  to  an  un- 
natural food.  A weak  formula  gradually 
strengthened  does  this  better  than  a strong 
one  that  may  disagree  with  him.  The  objects 
to  be  held  in  mind  in  artificial  feeding  should 
be:  first,  to  train  the  baby’s  digestion  to  take 


cow’s  milk;  second,  to  avoid  any  upset  at  any 
cost;  and,  only  last,  to  make  the  baby  gain 
weight  at  a satisfactory  rate. 

The  plan  introduced  at  the  Sloan  Hospital 
for  Women  over  forty  years  ago  accomplishes 
these  ends.  It  has  been  used  by  many  ob- 
stetricians and  pediatricians  on  thousands 
upon  thousands  of  babies.  I have  tried  many 
others  but  have  not  found  a better  plan.  It 
has  been  used  in  Bellevue  Hospital  on  the 
Children’s  Medical  Service  for  twenty-five 
years  and  on  the  Obstetrical  Service  for  over 
ten  years.  This  plan  gives  the  baby  the  same 
caloric  intake  in  the  first  weeks  as  that  ob- 
tained in  normal  breast  feeding. 

In  the  last  few  years,  however,  much  larger 
quantities  of  food  are  recommended  for  the 
newborn  infant.  Babies  are  started  off  on 
formulas  giving  50  to  60  calories  per  pound  in 
the  second  day.  “Standard”  formulas  are 
used  in  many  hospitals  by  obstetricians  who 
do  not  make  the  mental  effort  to  study  what 
they  contain.  The  matter  is  too  often  turned 
over  to  the  nurses.  These  standard  formulas 
have  been  widely  publicized  in  free  maga- 
zines of  commercial  firms,  by  evaporated  milk 
companies,  and  by  the  advertisements  of  cer- 
tain carbohydrates. 

The  following  are  the  standard  formulas 
commonly  used: 


or 


Ounces  Calories 


Evaporated  milk 

7 

301 

Water 

14 

Sugar 

1 

120 

21 

421 

Ounces  Calories 

Milk 

14 

280 

Water 

7 

Sugar 

1 

120 

21  400 

Seven  feedings  of  13  ounces  or  six  feedings  of 
3V2  ounces. 


If  a 7-  to  8-pound  baby  takes  all  of  these 
feedings  he  obtains  50  to  60  calories  per  pound 
two  or  three  times  the  amount  he  needs  in  the 
first  week. 

Many  infants  will  not  take  all  of  the  large 
amount  of  food  offered  them,  and  this  saves 
them  from  digestive  difficulty.*  Others  will 

* An  experience  in  the  newborn  nursery  of  a large  pri- 
vate hospital  is  illuminating.  While  seeing  a private 
patient  there,  one  of  the  nurses  who  was  in  charge  of 
another  baby  said:  “Doctor,  why  is  it  that  none  of  these 

babies  will  take  all  their  bottles?”  At  that  moment  five 
or  six  other  nurses  were  all  giving  bottles  to  their  charges, 
and  several  of  them  echoed  the  first  nurse’s  statement. 

(1 Continued  on  next  page) 
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TABLE  2. — Artificial  Feeding  for  Newborn 


Day 

1 2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13  14 

Milk,  ounces 

5 

6 

7 

8 

9 

10 

11 

Sugar,  ounces 

>/2 

7* * 

»/* 

2/z 

73 

7a 

7« 

Water,  ounces 

16 

15 

14 

13 

12 

11 

10 

Total  21  ounces 

Seven  feedings  of  3 ounces  or  six  feedings  of  372  ounces  are  offered.  Some  of  this  may  not  be  taken. 

Calories  per  pound  at  7 lb.  23  25  28  34  38  40  44 


take  all  they  can  get,  especially  if  they  are 
thirsty,  and  soon  show  the  signs  of  overfeed- 
ing. These  signs  may  not  develop  in  the 
hospital  or  under  the  obstetrician’s  eye  but 
often  come  on  just  as  the  pediatrician  takes 
charge.  He  then  gets  credit  for  the  upset,  and 
the  hospital  staff  goes  blandly  and  blindly  on 
its  way,  ignorant  of  the  damage  done  by  this 
early  overfeeding. 

In  the  study  of  Milk  Station  babies  and  of 
private  patients,  certain  hospitals  stand  out 
for  the  too  strong  formulas  given  babies  on 
discharge.  The  symptoms  of  overfeeding 
which  have  usually  resulted  are  promptly  re- 
lieved by  cutting  down  the  strength  of  the 
formula. 

After  the  first  two  weeks,  normal  infants 
need  about  45  calories  per  pound,  and  they 
will  gain  on  this  amount  at  a normal  rate.* 
Placid  and  calm  babies  may  gain  on  less.  It 
is  rarely  necessary  to  give  as  much  as  50  per 
pound,  except  to  active  babies.  Proof  of  this 
statement  also  rests  in  the  experience  of  many 
physicians  through  many  years.  Added  proof 
will  be  offered  elsewhere. 

Here  again,  after  the  first  weeks  one  sees 
enormous  amounts  of  food  prescribed  for  in- 
fants. The  results  are  inevitable.  Some  in- 
fants develop  an  intractable  anorexia,  refuse 
part  or  all  of  the  food  offered,  and  may  take 
so  little  that  they  stop  gaining.  The  physi- 
cian tries  to  increase  the  gain  by  giving  more 
food  or  by  adding  fancy  vitamins,  usually  with 
no  success!  The  appetite  promptly  returns 
when  the  food  offered  is  cut  down — below  45 
calories  per  pound  at  first— and  then  kept 
strictly  to  that  amount.  Other  infants  gain 


On  consulting  the  order  book  it  was  found  that  the 
formulas  all  contained  50  to  65  calories  per  pound  in  the 
first  two  weeks.  Wise  babies  to  refuse  part  of  the  food 
offered!  These  formulas  were  prescribed  by  obstetricians 
or  pediatricians  who  were  supposed  to  be  the  best  in  the 
city.  In  another  suburban  hospital  the  head  nurse  in  the 
nursery  said  that  many  babies  were  upset  by  the  “stand- 
ard” formula  and  the  food  had  to  be  reduced.  Yet,  the 
formula  remained  as  a routine  in  spite  of  the  protests  of 
the  pediatrician. 

* A simple  method  of  writing  a formula  containing  45 
calories  per  pound  is  to  give:  35  calories  of  milk,  iy« 

ounces  per  pound;  10  calories  of  sugar,  V12  ounce  per 
pound.  Water  is  added  to  make  a total  of  3 ounces  per 
pound  in  the  early  months  and  2 ounces  per  pound  in  the 
later  months. 


rapidly  on  overfeeding  and  become  extremely 
fat.  Real  obesity  is  undesirable  at  any  age. 
Some  babies  develop  acute  digestive  symptoms 
(vomiting,  diarrhea,  etc.),  especially  if  they 
acquire  an  acute  infection.  Some  overfed 
babies  develop  eczema,  especially  if  there  is  an 
allergic  family  history.  At  first,  this  is  a mild 
erythema  of  the  cheeks,  but  it  may  spread 
rapidly  to  the  extremities  and  trunk.  Facial 
eczema  humiliates  the  mother,  but  a severe 
universal  eczema  is  one  of  the  most  distressing 
conditions  seen  in  infancy.  It  carries  no  small 
threat  to  the  baby’s  health  or  even  to  his  life. 
The  itching  disturbs  his  sleep,  lowers  his  re- 
sistance, and  babies  with  eczema  may  suc- 
cumb to  acute  infections  of  the  skin  or  respira- 
tory tract. 

The  proponents  of  high-calorie  feeding  often 
assume  a calm  superiority  over  those  who  rec- 
ommend the  older,  more  conservative  plan. 
But  many  of  us  see  patients  whose  symptoms 
disappear  so  promptly  on  reducing  their  food 
that  it  is  impossible  to  doubt  that  they  were 
caused  by  overfeeding.  Numerous  examples 
come  to  my  notice  each  year,  and  more  are 
collected  by  my  hospital  staff.  A few  of  these 
have  been  reported.3 

Overfeeding  in  the  early  months  is  often 
seen  by  giving  solid  foods  too  soon  or  in  too 
great  a quantity.  While  small  amounts  of 
solids  (cereals,  vegetables,  egg,  etc.)  can  be 
given  early,  there  is  no  special  advantage  in 
giving  them  before  the  fourth  or  fifth  month. 
Minute  amounts  may  do  no  harm  but  really 
represent  a mere  gesture.  Large  amounts  are 
not  needed  and,  if  they  are  forced,  the  baby 
either  refuses  his  bottle  or  develops  a distaste 
for  all  food.  When  solids  are  begun,  the 
amount  should  be  small — 1 teaspoon  gradu- 
ally increased  to  1 tablespoon.  It  is  not  neces- 
sary to  give  the  4 to  6 ounces  often  ordered  at 
any  time  in  the  first  year. 

The  fear  of  deficiency  diseases  and  the  pres- 
ent furor  over  vitamins  makes  some  physi- 
cians feel  that  it  is  necessary  to  begin  codliver 
oil  and  orange  juice  in  the  first  days  of  life. 
It  has  been  proved  that  breast-fed  babies  get 
enough  ascorbic  acid  if  the  mother  eats  citrus 
fruits  regularly.  Orange  juice  or  the  pure 
vitamin  may  be  started  a week  or  so  after 
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weaning,  but  there  is  no  great  hurry.  Scurvy 
does  not  develop  overnight. 

The  normal  baby  who  can  get  sun  on  his 
skin  needs  no  codliver  oil  except  in  the  dark 
winter  months.  The  premature  or  weak  in- 
fant may  aspirate  oil  and  die  of  pneumonia. 
Drisdol  is  the  best  form  of  vitamin  D for  small 
infants  for  this  reason.  But  rickets  is  not  an 
acute  danger  in  the  early  days  of  life,  and  one 
can  wait  a week  or  two  before  beginning  any 
preventive. 

Summary 

Breast  milk  is  the  normal,  natural,  and  best 
food  for  the  young  infant.  Ninety  per  cent 
of  the  mothers  of  all  classes  can  nurse  their 
babies  when  properly  managed  and  super- 
vised. 

Artificial  feeding  should  be  based  on  the 
amount  of  food  obtained  from  the  breast. 
Babies  do  perfectly  well  on  low  calories  per 
pound  in  the  early  weeks.  Weak  formulas, 
gradually  made  stronger,  educate  the  young 
infant  to  artificial  food  which  is  more  impor- 
tant than  a rapid  early  gain.  Overfeeding 
in  the  early  months,  especially  in  the  neonatal 
period,  is  a dangerous  practice,  for  it  may  re- 
sult in  acute  digestive  upsets,  eczema,  or  an 
intractable  anorexia.  Some  babies  merely 
get  too  fat,  but  obesity  is  not  desirable  at  any 
age. 
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Discussion 

Dr.  George  R.  Murphy,  Elmira , New  York — 
As  a former  student  of  Dr.  Smith’s,  I am  fairly 
familiar  with  his  views  on  feeding  and  can  usu- 
ally agree  with  much  that  he  has  to  say. 

My  own  experience  in  charge  of  the  newborn 
services  at  each  of  the  two  hospitals  in  Elmira 
for  the  past  twelve  years  has  brought  out  certain 
definite  points.  Between  the  two  hospitals  there 
has  been  an  annual  total  of  births  from  around 
881  in  1930  to  1,203  in  1940.  Incidentally,  all 
but  18  babies  born  in  Elmira  last  year  were 
delivered  in  the  hospitals.  Of  course,  our  jur- 
isdiction is  limited  to  those  children  born  on 
service  and  our  own  private  patients.  However, 
through  our  control  over  the  routine  nursery  pro- 
cedures, we  are  able  to  exert  influence  on  the  other 
private  patients. 

For  instance,  it  is  routine  for  all  babies  to  re- 
ceive (a)  plain  water,  (b)  beta  lactose-sodium 
citrate  solution,  or  (c)  5 per  cent  glucose  during 
the  first  twenty-four  hours  and  to  offer  one  of 
these  post  cibum  until  the  breast  milk  is  estab- 
lished. If  there  are  no  contraindications  to 
nursing,  the  baby  is  put  on  breast  feeding  at  the 
end  of  twenty-four  hours  for  two  minutes  on 
each  side  every  four  hours.  The  time  at  the 
breast  is  increased  each  day  two  minutes  up  to  a 
total  of  eight  to  ten  minutes  on  each  breast, 
both  breasts  at  each  feeding,  at  the  end  of  four 
or  five  days.  By  this  time  most  mothers  have 
established  their  milk  supply.  The  mothers  are 
encouraged  to  help  by  manual  expression  of  the 
breast  during  nursing  and  by  pumping  dry  at  the 
end  of  the  nursing.  The  only  thing  a baby  gets 
in  addition  to  the  above  during  this  period  is 
1 mg.  of  synthetic  vitamin  K during  the  first 
six  hours  postpartum. 

It  must  be  admitted  that  one  has  to  check  on 
the  nurses,  especially  the  night  force,  fairly  care- 
fully or  they  will  give  a crying  baby  50  per  cent 
milk  no  matter  what  is  causing  the  crying!  Also 
it  must  be  said  of  those  babies  not  under  our  care, 
a fair  number  are  “weaned”  on  the  second  or 
third  day  “because  there  is  no  milk.”  This, 
despite  the  fact  that  everyone  knows  breast 
milk  “comes  in”  between  the  second  and  fifth 
days.  When  the  milk  supply  has  been  estab- 
lished, if  it  appears  to  be  insufficient,  we  may 
complement  the  feeding.  For  this  we  usually  use 
Dryco,  with  instructions  to  make  it  up  as  needed. 

We  make  no  attempt  to  put  babies  on  breast 
feeding  where  the  mother’s  condition  does  not 
warrant  an  added  strain,  where  her  past  nursing 
history  has  been  unfavorable,  where  there  has 
been  a long  period  between  pregnancies,  or  where 
her  age  (near  40  years)  suggests  that  such  efforts 
will  be  unsuccessful — unless  she  insists.  Occa- 
sionally, one  of  these  latter  women  will  surprise 
us  with  a successful  nursing.  We  used  to  at- 
tempt to  use  a pump  to  “pull  out”  inverted 
nipples  but  have  stopped.  We  used  to  argue 
with  the  women  who  refused  or  did  not  want  to 
nurse,  but  we  have  stopped  this.  We  are  es- 
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pecially  reluctant  any  more  to  ask  doctors’  wives 
to  nurse  because  they  “seem”  unable. 

The  only  addition  to  the  maternal  diet  which 
we  suggest,  besides  adequate  intake  of  food  and 
of  fluids,  is  some  preparation  with  the  B com- 
plex such  as  Chocolate  Vitavose  or  Cal-C-Tose. 
We  do  find  mothers  drinking  large  quantities  of 
fluid  at  the  expense  of  the  solids,  hoping  it  will 
go  from  the  mouth  to  the  breast.  Sometimes 
it  does  and  dilutes  her  milk. 

The  problem  of  the  cracked  nipple  is  a com- 
mon one.  We  still  favor  alcohol,  or  tincture  of 
benzoin,  Citrox-,  or  the  B.  D.  Nipple  Shield, 
which  is  really  an  air-conditioner.  The  towels 
bound  around  the  breasts  frequently  cause  ex- 
trusion of  milk  and,  by  friction,  produce  macera- 
tion of  the  nipples. 

For  the  baby  who  is  to  be  artificially  fed,  we 
are  interested  in  the  family  history  of  allergy,  if 
present.  We  usually  start  with  50  per  cent  milk 
and,  if  after  twenty-four  to  forty-eight  hours  the 
baby  handles  it  well,  we  start  building  up  the 
formula  toward  the  theoretic  requirements. 
Generally  speaking,  we  favor  an  irradiated  evap- 
orated milk,  1 part;  water,  2 parts;  and  1 ounce, 
carbohydrate — usually  beta  lactose.  This  is  the 
easiest  and  one  of  the  cheapest  formulas  to  pre- 
pare which  we  have  used.  It  has  one  disad- 
vantage— one  cannot  skim  off  any  of  the  fat. 
With  a vomiting  baby,  we  switch  to  ordinary 
cow’s  milk  in  a formula  boiled  three  minutes. 
The  evaporated  milk  also  has  the  advantage  of 
being  less  constipating  than  cow’s  milk. 

We  insist  on  babies  being  held  nearly  upright 
on  feeding.  We  also  like  to  have  them  empty 
their  bottles  within  ten  minutes,  as  they  swallow 
less  air.  To  aid  in  this  respect,  all  our  nipples 
are  prepared  according  to  the  suggestion  of  an 
Englishman  writing  in  the  Archives  of  Pediatrics 
about  two  years  ago.*  A cross  is  cut  in  the  top 
of  a new  nipple  with  a razor  blade.  The  two 
lines  of  the  cross  are  each  3^8  inch  long — to  com- 
plete the  cut  through  the  nipple  a Bard  Parker 
No.  11  knife  is  used.  This  nipple  allows  for  free 
flow  of  milk  on  the  slightest  suction  by  the  baby, 
but  the  flow  stops  as  soon  as  the  baby  stops 
sucking.  This  latter  advantage  precludes  chok- 
ing when  the  baby  stops  to  take  a deep  breath 
or  to  look  around  the  room.  We  have  used 
fewer  nipples  since  cutting  them  this  way.  The 

*Wikin,  M.:  Arch.  Pediat.  56:  No.  2 (Feb.)  1939. 


old  method  of  enlarging  the  holes  wasted  many 
nipples  by  making  the  holes  too  large. 

Fortunately,  we  have  had  no  experience  with 
epidemic  diarrhea  of  the  newborn.  This  un- 
doubtedly is  mostly  good  luck,  although  we 
think  aseptic  technic  may  be  responsible  in  part. 
No  one  is  allowed  in  the  nurseries  except  the 
nurses  assigned  there,  the  intern  on  obstetrics, 
the  cleaning  woman,  and  the  attending  physi- 
cian. All  persons  entering  the  nursery  must 
wear  mask  and  gown.  In  one  hospital  the  nurses 
scrub  between  each  baby.  In  the  other,  they 
use  the  technic  advocated  by  R.  G.  Flood  in  the 
American  Journal  of  Diseases  of  Children , No- 
vember, 1939.  His  technic  requires  the  baby 
nurse  to  scrub  thoroughly  on  entering  the  nur- 
sery. Then  she  soaks  her  hands  for  a slow  count 
of  10  in  5 per  cent  Lugol’s  solution  and  decolor- 
izes in  saturated  sodium  theosulfate  solution. 
She  repeats  the  soaks  between  each  baby.  All 
doctors  entering  the  nursery  are  required  to  put 
on  sterile  rubber  gloves  before  touching  any  baby. 
At  feeding  time,  mothers  are  required  to  wear 
masks  and  wash  their  hands  before  feeding  the 
child.  The  breasts  are  also  cleansed  if  the  baby 
nurses.  And  no  visitors  are  allowed  with  the 
mother  while  the  baby  is  being  fed — not  even 
its  father. 

In  conclusion,  let  me  emphasize  the  impor- 
tance of  written  or  printed  instructions  to  the 
mother.  The  attention  paid  to  the  small  details 
is  repaid  over  and  over  in  the  supervision  of  the 
baby.  We  try  usually  to  have  our  mothers 
read  Dr.  Aldrich’s  book  Babies  Are  Human 
Beings  in  order  to  dispell  the  fears  produced 
by  the  folklore  that  has  been  built  up  by  grand- 
mothers and  maiden  aunts.  One  of  the  primary 
purposes  of  a pediatrician,  as  I see  it,  is  to  en- 
courage mothers  and  to  avoid  creating  an  over- 
anxious atmosphere. 

Dr.  Charles  Hendee  Smith  ( Concluding  Re- 
marks)— May  I point  out  that  the  formulas  used 
by  Dr.  Murphy  for  the  newborn  are  stronger  than 
we  consider  necessary.  I have  seen  many  babies 
upset  seriously  by  a “50  per  cent  milk  mixture”  in 
the  first  week.  We  never  give  this  strength  until 
the  end  of  the  second  week.  Moreover,  the  mixture 
with  evaporated  milk  1 part  and  water  2 parts  is 
even  stronger.  These  are  the  “standard  formu- 
las” to  which  I object  so  strongly. 


PETER  RABBIT,  TOM  SAWYER  TO  REPLACE  JUSTICES ... . 


....  that  is,  if  Mayor  La  Guardia.  of  New  York 
City,  has  his  way.  The  Mayor  said  that  he  will 
be  happy  indeed  when  he  hears  that  the  justices 
in  children’s  courts  are  out  playing  golf — that 
they  have  nothing  to  do.  The  occasion  for  this 
speech  was  the  opening  of  a library  shelf  for  de- 
linquent children.  The  committee  for  the  selec- 


tion of  suitable  books  for  children  in  the  courts 
chose,  among  others,  The  Tale  of  Peter  Rabbit, 
Treasure  Island , Robinson  Crusoe,  Adventures  of 
Tom  Sawyer,  and  AZsop’s  Fables — all  bound  in 
gay  colors.  When  a justice  recommends  a cer- 
tain book  for  an  errant  child  the  library  will  see 
that  he  gets  a copy. 


THE  MEDICAL  AND  SOCIAL  CHALLENGE  OF  ALCOHOLISM 

Eugene  N.  Boudreau,  M.D.,  Syracuse,  New  York 


WITH  the  question  of  prohibition  settled 
by  the  voters  of  this  country  of  ours, 
the  public  as  a whole  gives  little  further  notice 
to  the  question  of  what  happens  in  the  mixture 
of  alcohol  and  human  living.  But  we  phy- 
sicians know  that  alcoholism  still  remains  a 
problem  because  we  all  view  it  with  such 
tragic  frequency.  We  see  this  disastrous 
combination  of  alcohol  and  human  living  in 
all  its  hideous  consequences — shattered  pros- 
pects, blighted  homes,  mothers’  despair, 
wives’  shame,  crumbled  faith  of  children, 
and  the  individual’s  own  misery. 

Alcoholism,  I believe,  is  a major  health 
problem.  It  is  a cancerous  condition  in  our 
social  fabric  which  must  be  resisted  or  con- 
trolled if  we  are  fully  to  prepare  our  social 
structure  for  the  inevitable  impacts  to  come 
in  this  critical  period  of  world  history.  Drink- 
ing alcohol  leads  in  frequent  instances  to  alco- 
holism. Let  us  then  consider  alcoholism  with 
the  object  of  analytically  breaking  down  the 
problem  into  its  various  aspects. 

But  first,  for  clarity  of  thinking,  I would 
ask  you  to  consider  alcoholism  as  a medical 
problem  and,  in  defining  it,  I would  have  you 
disclaim  and  eliminate  any  ethical  or  moral 
qualifications  and  accept  the  fact  that  it  is  a 
malady — a sickness.  For  a working  definition 
I would  have  you  consider  alcoholism  as  such 
continuous  and  immoderate  drinking  of  alco- 
hol as  to  produce  bodily  changes  that  under- 
mine or  destroy  the  physical  health  of  the  in- 
dividual and  promote  a disorganization  of  his 
psychologic  or  personality  integration,  unity, 
and  balance.  Then,  as  a medical  concept 
we  can  consider  it  as  to  incidence,  etiology, 
pathology,  clinical  symptoms,  its  social  im- 
plications and,  finally,  its  treatment. 

Incidence 

It  is  somewhat  difficult  to  know  the  actual 
incidence  of  alcoholism  in  the  population  as  a 
whole,  but  we  may  gain  some  appreciation  of 
its  frequency  by  surveying  the  frequency  of 
hospital  admissions  due  to  acute  alcoholism, 
the  psychoses  due  to  alcohol,  and  deaths  as- 
cribed to  it. 

By  a graph  (Fig.  1)  Jolliffe  shows  the  rates 
of  admissions  at  Bellevue  Hospital  from  1902 
to  1935.  It  is  evident  from  a study  of  this 
graph  that  there  was  a rise  of  admissions  to  a 
“high”  in  1910.  Following  that  through  the 


succeeding  years  to  1919,  a steady  decline  is 
manifest.  Remarkably,  in  1919,  1920,  and 
1921,  at  the  onset  of  the  prohibition  period 
the  admission  rate  shows  a fall  to  about 
2,000  as  compared  to  11,000  at  the  high  period 
of  1910.  Then  following  these  years  the  ad- 
mission rate  again  increased  in  a rapid  and 
steady  rise  to  1935. 

In  a second  graph  (Fig.  2)  Jolliffe  presents 
the  relative  rates  of  admission  of  male  and  fe- 
male patients  to  Bellevue  Hospital  for  the 
same  period  1902  to  1935.  Here  again,  we 
see  the  striking  gradual  fall  in  ratios  from  1909 
to  1919  and  a low  period  at  the  onset  of  pro- 
hibition. It  is  to  be  noted  that  the  ratios 
for  female  admissions  maintain  a relatively 
lower  rate  to  male  admissions  and  quite  ex- 
actly parallels  the  fall  and  rise  in  male  ratios 
before  and  after  prohibition.  It  is  common 
knowledge  that  drinking  is  less  in  the  general 
population  among  women.  It  can  be  fairly 
assumed  that,  therefore,  this  is  the  chief  rea- 
son for  fewer  admissions  for  acute  alcoholism 
among  women. 

Fig.  3 shows  graphically  the  admissions  to 
the  Civil  State  hospitals  of  New  York  State 
between  1909  and  1931.  Here  again,  we  see 
that  these  admissions  dropped  steadily  from 
1911,  or  thereabouts,  to  1920  and  1921  and, 
thereafter,  rose  again  to  1931.  Also,  female 
admissions  were  lower  but  kept  a relative 
ratio  with  the  male  admissions  during  the 
falling  and  rising  periods. 

From  Table  1 it  is  evident  that  alcoholic 
psychoses  have  a lesser  incidence  in  rural  than 
in  urban  populations.  In  the  latter  it  is 
generally  accepted  that  drinking  is  more 
common;  therefore,  this  tabulation  also 
shows  that  the  greater  the  drinking  among 
our  population  the  greater  the  incidence  of 
alcoholic  maladies.  The  figures  here  also  are 
notable  in  showing  the  decrease  of  the  al- 
coholic psychoses  during  the  years  1919, 
1920, 1921,  and  1922. 

Table  2 likewise  indicates  the  fall  of  first 
admissions  for  alcoholic  psychoses  during  the 
years  1919,  1920,  and  1921  especially,  also  a 
decline  from  1911  through  1920,  then  a steady 
rise  thereafter. 

Table  3 indicates  the  common  age  incidence 
of  alcoholism  and  shows  that  it  is  found  in  all 
walks  of  life  or  in  the  various  social  levels  of 
society. 
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Table  4 shows  figures  obtained  from  the 
United  States  Bureau  of  Census  and  reveals 
deaths  from  alcoholism  during  the  years  in 
which  we  have  been  interested.  This  shows 
a striking  diminution  of  these  deaths  during 
the  years  when  drinking  was  less  general,  es- 
pecially through  1919  to  1922. 

In  1938,  quoting  from  the  report  of  the  De- 
partment of  Mental  Hygiene  of  New  York 
State,  of  total  admissions  of  16,070  to  Civil 
State  hospitals,  2,072,  or  12  per  cent  (of 
which  1714  were  men  and  358  women),  were 
designated  intemperate  in  the  use  of  alcohol. 
In  the  same  year  there  were  831  admitted 
with  alcoholic  psychoses,  about  5 per  cent  of 
the  total  admissions. 

It  is  strikingly  proved,  I believe,  by  these 
statistics  that  in  periods  where  general  drink- 
ing decreased  the  incidence  of  deaths  from 
alcohol  and  hospital  treatment  for  various 
grades  of  alcoholism  diminished  and  when 
drinking  increased  these  conditions  promptly 
increased. 

As  Jolliffe1  pointed  out  in  his  Bellevue  re- 
port, the  pressure  of  social  opinion  became 
more  and  more  emphatic  from  1909  to  1919, 
leading  to  diminished  drinking  and  then  to 
the  adoption  of  the  prohibition  amendment. 
It  was  in  this  decade  that  our  statistics  showed 
decrease.  Then  came  the  “great  revolt” 
against  the  limitation  of  our  personal  liber- 


ties, followed  by  the  hip  flask,  bootlegging 
and,  finally,  repeal.  During  these  last  two 
decades  again,  the  incidence  of  alcoholism  as 
indicated  by  hospital  admissions  has  increased 
to  the  original  volume. 

One  is  rather  overwhelmed  by  statistics 
referred  to  in  a book  entitled  Alcohol — One 
Man’s  Meat,  by  Strecker  and  Chambers  in 
1938. 2 Dr.  Strecker  is  professor  of  psychiatry 
at  the  University  of  Pennsylvania.  Let  me 
quote  their  statements:  “Statistics  not  yet 
thoroughly  checked  are  alarming.  Drinking 
seems  to  be  rapidly  increasing  among  young 
people.  A report  of  one  insurance  company 
indicates  that  the  proportion  of  rejections, 
‘involving  heavy  alcoholic  indulgence’  in  the 
age  group  under  30,  in  1936,  was  almost  three 
times  the  proportion  in  1932. 

“The  percentages  are  as  follows : 

April  1,  1931,  to  March  31, 

1932—11.9  per  100 

April  1,  1934,  to  March  31,  Increase,  183 

1935— 29.7  per  100  per  cent 

April  1,  1935,  to  March  31, 

1936— 33.7  per  100 

“This  table  includes  only  cases  of  indul- 
gence sufficiently  heavy  to  be  a factor  in  re- 
jections.” 

From  my  own  personal  experience  at  Twin 
Elms,  a ten-bed  psychiatric  hospital  unit, 
figures  for  ten  years  from  1929  to  1939,  indi- 
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TABLE  1. — Rates  of  New  Cases  of  Alcoholic  Mental  Disease  in  Urban  and  Rural  Districts  of  New  York 

State,  1917-19313 


Rates  per  100,000  of  General 
Population  of  Same  Environ- 
Number  of  Cases * ✓ ment - 


Environment 


Year 

Urban 

Rural 

unascertained 

Urban 

Rural 

1917 

537 

52 

5 

6.6 

2.8 

1918 

309 

44 

1 

3.7 

2.4 

1919 

243 

26 

2.9 

1.4 

1920 

110 

11 

1 

1.3 

0.6 

1921 

182 

11 

2.1 

0.6 

1922 

209 

15 

2 

2.3 

0.8 

1923 

258 

18 

2.8 

1.0 

1924 

342 

31 

3.7 

1.6 

1925 

386 

36 

4.1 

1.9 

1926 

378 

43 

1 

3.9 

2.2 

1927 

506 

44 

4 

5.1 

2.2 

1928 

468 

40 

1 

4.6 

2.0 

1929 

482 

55 

4.7 

2.7 

1930 

516 

30 

4.9 

1.5 

1931 

540 

59 

5.1 

2.8 

10 
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Fig.  3.  Rates  by  sex  of  first  admissions  with  alcoholic  psychosis,  New  York  Civil  State  hospitals, 

1909-1931. 


TABLE  2. — First  Admissions  with  Alcoholic  Psychoses,  1909-1938* 


Number  per  100,000  of  General 


Year 

Men 

Number 

Women 

Total 

Men 

Population 

Women 

Total 

1909 

433 

128 

561 

9.7 

2.9 

6.3 

1910 

452 

131 

583 

9.9 

2.9 

6.4 

1911 

444 

147 

591 

9.6 

3.2 

6.4 

1912 

434 

131 

565 

9.3 

2.8 

6.1 

1913 

438 

134 

572 

9.2 

2.8 

6.1 

1914 

348 

116 

464 

7.3 

2.4 

4.9 

1915 

255 

90 

345 

5.3 

1.9 

3.6 

1916 

215f 

82f 

297t 

5.9J 

2.2% 

4.  U 

1917 

437 

157 

594 

8.8 

3.2 

6.0 

1918 

257 

97 

354 

5.1 

1.9 

3.5 

1919 

204 

65 

269 

4.0 

1.3 

2.6 

1920 

90 

32 

122 

1.7 

0.6 

1.2 

1921 

167 

26 

193 

3.2 

0.5 

1.8 

1922 

194 

32 

226 

3.6 

0.6 

2.1 

1923 

220 

56 

276 

4.1 

1.0 

2.6 

1924 

302 

71 

373 

5.5 

1.3 

3.4 

1925 

341 

81 

422 

6.2 

1.5 

3.8 

1926 

333 

89 

422 

5.9 

1.6 

3.7 

1927 

440 

114 

554 

7.6 

2.0 

4.8 

1928 

430 

79 

509 

7.2 

1.3 

4.3 

1929 

459 

78 

537 

7.5 

1.3 

4.4 

1930 

446 

100 

546 

7.1 

1.6 

4.4 

1931 

497 

102 

599 

7.7 

1.6 

4.7 

1932 

462 

131 

593 

7.0 

2.0 

4.5 

1933 

556 

150 

706 

8.3 

2.2 

5.3 

1934 

724 

160 

884 

10.5 

2.3 

6.5 

1935 

620 

164 

784 

8.8 

2.4 

5.6 

1936 

638 

188 

826 

8.9 

2.6 

5.8 

1937 

714 

163 

877 

9.7 

2.3 

6.0 

1938 

679 

152 

831 

9.1 

2.1 

5.6 

* Fiftieth  Annual  Report  of  the  Department  of  Mental  Hygiene,  July  1,  1937,  to  June  30,  1938.  Legislative  Docu- 
ment (1939)  No.  27,  P.  170,  J.  B.  Lyon  Company,  Albany, 
t Includes  nine  months  due  to  change  in  fiscal  year, 
j Estimated  for  twelve  months. 
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cate  that  I have  treated  69  cases  of  alcoholism, 
as  noted  in  Table  3.  In  the  same  time  I 
treated  291  cases  of  other  mental  and  nervous 
ailments.  The  incidence  of  alcoholism  from 
these  statistics  was  2.37  per  cent.  However, 
this  number  of  alcoholic  addicts  represents,  I 
should  estimate,  less  than  a fourth  of  all  cases 
that  have  come  to  my  attention  through  the 
solicitations  by  relatives  for  advice  and  pro- 
fessional assistance.  Such  assistance  was 
sought  for  individuals  who  had  evaded  prof- 
fered help  by  refusing  to  submit  to  hospital 
care,  believing  they  do  not  need  it  and  could 
care  for  themselves,  or  had  so  depleted  their 
resources  that  they  could  not  afford  the  cost 
of  the  treatment. 

Etiology 

In  my  experience  it  takes  eight  to  ten  years 
of  drinking  to  make  a helpless  addict.  Of 
these  eight  or  ten  years  it  is  the  drinking  of 
the  final  two  to  three  that  is  of  such  sort  as 
to  make  the  affliction  noticeable  to  friends  and 
associates.  Though  usually  the  victim  is  the 
first  one  to  realize  the  enslavement,  he  re- 
fuses to  acknowledge  it.  Instead,  he  fights 
it  helplessly,  making  good  resolutions  only 
to  find  them  broken  after  he  comes  to  full 
consciousness  after  the  next  debauch,  which 
now  is  always  carried  to  the  saturation  point 
unless  interrupted  by  some  external  interfer- 
ence from  family  or  friends.  The  vicious 
cycle  of  good  resolutions,  overwhelming  de- 
mand, saturation,  feeling  of  defeat,  demor- 


alization, and  loss  of  self-respect  repeats  itself 
more  and  more  frequently  and  lasts  longer  and 
longer  until  either  he  or  his  friends  or  relatives 
seek  help  in  desperation.  It  is  remarkable 
how  regularly  this  story  is  repeated  in  the 
history  of  these  unfortunates.  What  is  the 
explanation?  I am  convinced  there  is  a deep- 
seated  factor  that  is  elusive  and  not  as  yet 
discovered.  However,  I have  this  hypothesis. 
Individuals  have  three  types  of  reaction  to 
alcohol.  There  is  a group  for  whom  alcohol 
has  no  appeal — it  plays  not  the  slightest  role 
in  their  lives.  It  is  wholly  outside  their  sphere 
of  interest. 

A second  group  takes  alcohol  over  long 
periods  of  their  lives,  moderately  usually,  and 
seems  never  to  have  the  tendency  to  go  fur- 
ther. The  third  group  also  drinks,  at  first 
moderately  but  gradually  less  and  less  moder- 
ately, and  inevitably  becomes  enslaved  by  the 
drug  to  pursue  the  course  of  the  vicious  cycle 


TABLE  3. — Admissions  to  Twin  Elms  for  Alcoholism 
from  September  1,  1929,  to  October  1,  1939 


Sex 

Occupation 

Male 

61 

Businessman 

30 

Female 

8 

Artisan 

13 

Lawyer 

6 

Socialite 

4 

Physician 

3 

Executive 

2 

Age 

Housewife 

2 

Between  20  and  30 

3 

Contractor 

2 

Between  30  and  40 

25 

Engineer 

2 

Between  40  and  50 

17 

Railroader 

2 

Between  50  and  60 

16 

Nurse 

1 

Between  60  and  70 

7 

Teacher 

1 

Between  70  and  80 

1 

Policeman 

1 

TABLE  4. — Deaths  from  Alcoholism* 


■Total  Deaths- 


Year 

Number 

Rate  (per  1,000 
est.  pop.) 

Number 

1937 

1,450,427 

11.2 

3,305 

1936 

1,479,228 

11.5 

3,714 

1935 

1,392,752 

10.9 

3,349 

1934 

1,396,903 

11.0 

3,655 

1933 

1,342,106 

10.7 

3,297 

1932 

1,308,529 

10.9 

3,049 

1931 

1,322,587 

11.1 

3,933 

1930 

1,343,356 

11.3 

4,158 

1929 

1,386,363 

11.9 

4,339 

1928 

1,378,675 

12.1 

4,627 

1927 

1,236,949 

11.4 

4,372 

1926 

1,285,927 

12.3 

4,109 

1925 

1,219,019 

11.8 

3,694 

1924 

1,173,990 

11.7 

3,153 

1923 

1,193,017 

12.2 

3,148 

1922 

1,101,863 

11.7 

2,467 

1921 

1,032,009 

11.6 

1,611 

1920 

1,142,558 

13.0 

900 

1919 

1,096,436 

12.9 

1,367 

1918 

1,471,367 

18.1 

2,193f 

1917 

1,068,932 

14.3 

3,907  f 

1916 

1,001,921 

14.0 

4,161 

1915 

909,155 

13.6 

2,934 

1914 

898,059 

13.6 

3,239 

1913 

890,848 

14.1 

3,733 

1912 

838,251 

13.9 

3,1 67 

1911 

839,284 

14.2 

2,866 

1910 

805,412 

15.0 

2,899 

Alcoholism <• 

Rate  (per  100,000 
est.  pop.) 

2.6 

2.9 

2.6 

2.9 
2.6 

2.5 
3.3 

3.5 
3.7 
4.0 
4.0 

3.9 

3.6 


2.6 

1.8 

1.0 

1.6 

2.7f 

5.2t 

5.8 

4.4 

5.0 


5.3 
4.9 

5.4 


* United  States:  1936,  Vital  Statistics  Special  Reports,  Department  of  Commerce,  Bureau  of  Census,  Washington, 

October  25,  1939,  vol.  7,  no.  59,  p.  670. 

f Excludes  deaths  of  soldiers,  sailors,  and  marines. 
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above  defined.  It  is  clear  that  this  group 
never  should  have  taken  alcohol  at  all.  The 
inherent  quality  in  this  group  of  individuals 
which  makes  them  vulnerable  is  as  yet  not 
fully  defined. 

My  experience  with  them  is  that  they  uni- 
formly are  all  temperamentally  alike;  they 
are  most  agreeable  socially  and  they  have  an 
appealing  personality.  They  are  genial,  com- 
panionable, kindly,  and  affable  in  social  re- 
lationships, with  a host  of  friends.  They  are 
soon  welcomed  wherever  they  may  be.  In 
their  turn  they  desire  social  contacts  and  are 
restless,  busy  types — commonly,  the  extro- 
vert. One  is  usually  impressed  by  their  in- 
telligence and  their  inherent  worth.  They 
often  come  from  the  successful  group  of  those 
who  have  done  things  until  they  are  defeated 
by  their  slavery.  When  they  have  arrived  at 
this  state,  it  is  fully  apparent  that  they 
should  never  have  used  alcohol  at  all.  And 
this  is  the  crux  of  the  whole  matter. 

Another  apparent  observation  is  that  a 
number  of  such  addicts,  at  present  and  for  the 
past  few  years,  began  their  drinking  at  college 
or  in  their  early  twenties  during  the  earlier 
prohibition  era.  They  were  then  in  the  age 
to  be  impressed  and  moved  by  the  mode  of 
surreptitious  drinking  and  the  “smartness” 
of  it — the  “fancy  hip  flask  era.”  When  I am 
approached  by  a wife,  husband,  or  parent  who 
is  struggling  with  this  problem  in  his  family, 
I silently  guess  that  he  or  she  is  from  35  to  45 
years  of  age  and  this  is  usually  correct.  We 
are  reaping  the  crop  of  prohibition-made 
drinkers.  I am  convinced  that  each  genera- 
tion since  1919  has  had  its  crop  of  drinkers. 
It  probably  was  also  true  before  1919,  though 
now  the  harvest  seems  more  ample. 

Pathology 

To  attempt  in  this  part  of  the  discussion 
any  degree  of  detail  would  be  too  burdensome 
upon  you,  but  not  to  dwell  upon  some  of  the 
facts  would  be  to  lose  some  emphasis  in  the 
discussion  attempted  in  this  paper.  The 
material  here  presented  is  taken  from  that 
part  of  Alcohol  and  Man,  edited  by  Dr.  Haven 
Emerson,3  devoted  to  “Chronic  Alcoholic 
Poisoning,”  written  by  Dr.  Harrison  S.  Mart- 
land,  chief  medical  examiner  of  Essex  County, 
New  Jersey. 

First,  Dr.  Martland  points  out  that  the 
fatty  infiltration,  especially  of  the  heart  and 
liver,  commonly  ascribed  to  alcohol  may  be 
found  as  well  in  obese  persons  who  have  de- 
veloped their  obesity  from  excessive  eating 
and  little  exercise.  For  the  same  reasons  the 


same  condition,  of  course,  may  be  present  in 
individuals  who  overindulge  in  alcohol.  It 
is  known,  on  the  other  hand,  that  chronically 
alcoholic  persons  who  have  an  increased  meta- 
bolic rate  and  do  hard  work  may  have  organs 
that  are  in  comparable  states  to  abstainers  of 
similar  age.  Therefore,  fatty  infiltration  is 
not  inevitably  due  to  alcohol. 

Alcohol  produces  its  main  damage  in  the 
central  nervous  system  and  peripheral  nerves. 
However,  Mott4  states  “there  is  no  specific 
lesion  of  the  brain  in  acute  or  chronic  alco- 
holism,” though  in  chronic  alcoholic  cases 
the  delicate  covering  of  the  brain  shows  a 
cloudy  opaque  and  swollen  state.  The  brain 
may  be  shrunken,  the  folds  narrow,  the  fis- 
sures deep,  and  the  vital  gray  layer  thin;  in 
delirium  tremens  the  brain  tissue  is  soggy, 
swollen,  and  pale.  I should  add  here  that 
Alexander  of  Harvard  has  shown  by  the  in- 
cinerating method  of  miscroscopic  study  that 
an  appreciable  layer  of  calcium  is  found  de- 
posited beneath  the  outermost  layer  of  the 
brain.  These  calcium  or  bonelike  deposits 
cannot  be  dissolved  away  by  natural  repair. 

Mild  degrees  of  inflammation  of  the  nerves 
are  common  in  chronic  alcoholism.  In 
Korsakow’s  psychosis,  frequently  associated 
with  such  neuritis,  sometimes  there  is  found  a 
multiplication  of  small  blood  vessels  and  an 
overgrowth  of  supporting  tissues  in  the  brain. 

Chronic  inflammation  of  the  lining  of  the 
stomach  with  definite  structural  changes  may 
be  found,  and  Boyd8  states  that  in  over  50 
per  cent  of  all  alcoholic  patients  this  may 
reach  a stage  of  loss  of  the  important  glands 
and  result  in  the  absence  of  hydrochloric  acid 
in  the  gastric  juice. 

Norris6  states  that  a fatty  liver  is  the  lesion 
that  is  chiefly  associated  with  chronic  alco- 
holism. 

Fatty  infiltration  of  the  liver  in  alcoholism 
represents  an  increased  or  abnormal  storage 
of  fat  in  the  liver  cells,  the  result  of  the  general 
obesity  from  the  nonutilization  of  other  food- 
stuffs occurring  when  alcohol  is  oxidized  in  the 
body. 

Cirrhosis  of  the  fiver,  “hobnail  fiver,”  is 
found  in  4 to  6 per  cent  of  all  chronic  alcoholic 
patients.  Fifty  to  60  per  cent  of  all  cirrhosis 
of  the  fiver  occurs  in  chronic  alcoholic  cases. 

The  kidneys  apparently  suffer  little  from 
alcoholism. 

Clinical  Data 

As  we  develop  the  clinical  history  of  these 
patients,  there  are  some  fairly  uniform  clinical 
facts  revealed.  As  the  years  of  drinking  ad- 
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vance,  noticeable  personality  changes  become 
evident.  There  grows  a progressive  self-cen- 
teredness, an  apparent  selfishness,  and  a 
dulling  of  the  sensibilities.  The  individual 
becomes  less  considerate.  He  loses  his  ca- 
pacity for  business  and  is  negligent  or  impa- 
tient because  of  his  preoccupation  with  his 
avocation  of  drink.  He  becomes  irritable, 
rigid  in  his  ideas  and  social  attitudes,  or  he 
may  begin  to  show  excessive  sensitiveness  or 
paranoid  tendencies.  Later,  he  becomes  ob- 
tuse, his  moral  and  ethical  values  change, 
and  he  gets  into  unfortunate  difficulties  with 
his  business  associates,  his  employers,  or 
business  clientele.  His  behavior,  when  called 
to  his  attention,  he  blandly  excuses  with  evi- 
dent unconcern. 

Beyond  this  in  grades  of  disorders  due  to 
severer  alcoholism  are  delirium  tremens,  al- 
coholic hallucinosis,  and  Korsakow’s  psy- 
chosis. Delirium  tremens  is  an  acute  con- 
fused state  with  predominant  visual  hallucina- 
tions. A more  prolonged  disorder  is  the  al- 
coholic hallucinosis,  which  is  characterized 
by  paranoid  delusional  formation  and  hallu- 
cinations, usually  of  hearing.  The  most 
severe  and  hopeless  disorder  is  the  Korsa- 
kow’s syndrome.  Here  is  a profound  condi- 
tion of  mental  changes  in  which  the  memory 
is  all  but  gone  and  is  replaced  by  fabrications 
of  bizarre  character  in  the  mental  production. 
There  are  also  associated  extreme  grades  of 
polyneuritis. 

Social  Aspects 

Those  of  us  who  lived  our  early  fives  before 
the  first  World  War  period  know  that  in  that 
period  the  attitude  toward  drinking  was  quite 
different  than  following  it.  Then,  it  was  de- 
cidedly not  common  to  feel  the  need  of  serv- 
ing “drinks”  at  a home  gathering.  In 
business  the  mode  was  not  to  “high  pressure 
sales”  by  way  of  dinners,  drinking,  and  night 
clubs.  Rather,  employees  in  business  were 
carefully  scrutinized  as  to  their  drinking 
habits.  In  college  there  were  rare  beer 
parties,  but  a college  social  function  was 
scandalized  by  a “fit”  college  man.  A 
college  woman  who  drank  was  unheard  of 
and  inconceivable.  Then  came  the  war  and 
prohibition.  The  “he-man”  rose  up  in 
righteous  indignation  at  the  challenge  to  his 
personal  liberties  and  started  to  “show  the 
world.”  He  talked  and  acted  so  vigorously 
or  belligerently  as  to  make  it  seem  quite  ef- 
feminate not  to  show  one’s  “backbone”  by 
carrying  a hip  flask.  Soon  the  high  school 
children  were  doing  it,  as  well  as  college  girls 


and  boys.  I know  even  of  an  instance  of  a 
mother  who  gave  her  16-year-old  daughter  a 
flask  as  she  was  going  to  a party  so  that  she 
would  not  be  endangered  by  poisoned  bootleg 
liquors.  The  mode  spread  to  locker  rooms 
and  bridge  tables. 

Thus,  in  a relatively  few  years  I should 
say,  we  lost  the  benefits  derived  from  some 
fifty  or  more  years  of  what  was  really  preven- 
tive medicine,  though  it  was  unfortunately 
often  in  the  guise  of  moral  or  religious  propa- 
ganda. 

All  good  medical  authority  recognizes  that 
alcohol  in  immoderation  reduces  the  efficiency 
of  the  individual,  as  well  as  dulls  his  ethical 
and  moral  sensibilities,  and  makes  him  less 
and  less  a social  and  economic  asset.  In 
business  he  becomes  a hindrance  to  an  organi- 
zation from  the  changes  slowly  wrought  in  his 
personality  before  it  is  recognized.  Adolf 
Meyer  phrases  it  as  follows:  “Alcohol  does 
much  of  its  harm  by  its  relatively  insidious, 
apparently  insignificant  effects  on  the  man- 
agement of  individuals  and  social  fife.  It  is 
difficult  to  say  where  the  definitely  con- 
spicuous effects  in  the  production  of  clearly 
pathological  consequences  begin.  The  usual 
effects  of  alcoholized  sociability  and  their 
lowering  of  standards  can  be  more  or  less 
covered  up  and  made  up  for.  At  any  rate, 
they  may  disappear  in  the  immediate  gain  of 
gratification  and  joviality  and  the  reduction 
of  tension  and  any  burdensome  sense  of  re- 
sponsibility, but  usually  at  the  expense  of 
ultimate  performance  and  of  the  family  bud- 
get and  of  interest  in  more  far-reaching  civic 
enterprises,  of  provisions  for  education,  of 
the  cultivation  of  amusements  free  from  al- 
cohol, and  of  the  general  standards  of  social 
fife.”  He  also  says:  “Any  easy  method  of 
escaping  responsibility  implies  a lowering  of 
standards  and  avoidance  of  effective  solu- 
tion.” 

The  greater  the  multiplication  of  individual 
instances  of  alcoholism,  the  greater  the  weak- 
ening of  the  social  fiber  of  a community. 
The  wastage  in  living  is  intangible  and  incal- 
culable, but  nevertheless  positive  and  lamen- 
table. 

Treatment 

In  the  individual  case  the  treatment  is  often 
discouraging  in  its  results.  Yet  the  need  for 
treatment  is  so  challenging  that  we  must  ac- 
cept the  challenge,  for  there  is  no  other  source 
of  help  that  can  give  as  much  as  the  medical 
man.  However,  we  are  greatly  limited  be- 
cause the  essentia]  cause  is  not  known  and 
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may  be  so  deep-seated  in  the  personality  con- 
stitution of  the  individual  as  to  balk  nearly 
all  effort.  However,  striking  benefits  can 
frequently  be  attained,  which  is  the  only  en- 
couragement we  have. 

The  only  known  methods  that  give  any 
lasting  results  aim  to  attain  capacity  for 
total  abstinence.  This  involves  complete 
control  of  the  sufferer  by  residence,  for  a 
time,  in  a special  hospital  where  complete 
surveillance  is  maintained.  I have  established 
the  rule  that  acceptance  of  each  problem  is 
conditioned  upon  willingness  to  submit  to  a 
minimum  period  of  treatment  of  six  weeks. 
The  effort  then  is  directed  toward  three  ob- 
jectives: first,  “detoxication”  or  elimination 
of  the  effects  of  alcohol;  second,  physical  re- 
building by  healthy  living,  good  food,  and 
graduated  physical  exercise;  and,  third,  com- 
plete psychiatric  survey  of  the  personal  prob- 
lems and  essential  psychic  conflict.  Each 
individual  is  led  to  the  appreciation  of  the  ex- 
tent of  these  conflicts  upon  himself,  he  is  then 
helped  in  the  reformulation  of  his  attitudes 
toward  them,  and  proper  adaptation  to  them 
is  outlined  for  him.  Finally,  he  is  led  to  ap- 
preciate fully  the  price  he  pays  in  fife’s  values 
for  his  overindulgence. 

The  real  approach  to  this  problem,  I be- 
lieve, is  through  prevention,  and  the  way  to 
this  must  be  by  social  effort  directed  to  mass 
education.  This  movement  can  best  be  led 
by  the  medical  profession.  A sustained 
campaign  in  this  direction  is  assuredly  an  ef- 
fort in  preventive  medicine,  which  the  statis- 
tics I have  presented  fully  justify.  The 
statistics  fully  illustrate  and  emphasize  that 
generally  less  drinking  and  fewer  drinkers 
mean  fewer  alcoholic  victims,  and  the  only 
effective  means  to  promote  less  drinking  is  to 
develop  a strong  social  attitude  against  drink- 


ing. An  attitude  that  reduces  the  lightness 
and  the  carelessness  of  our  present  views  rela- 
tive to  drinking  must  be  attained.  Happily, 
there  are  again  some  recent  indications  that 
the  younger  members  of  society  are  drinking 
less,  but  unfortunately  that  does  not  seem  to 
have  been  promoted  by  the  example  of  us 
elders,  unless  it  is  that  that  example  has  been 
to  disgust  the  youth  and  make  him  deter- 
mined to  do  a better  job  with  this  social  prob- 
lem than  we  did. 


Conclusions 

In  ending,  let  me  emphasize  what  conclu- 
sions this  discussion  endeavors  to  prove. 

1.  Alcoholism  is  a medical  problem  of 
great  magnitude. 

2.  Our  profession  should  accept  the  chal- 
lenge, seek  by  research  for  the  complete 
medical  solution  and,  above  all,  afford  leader- 
ship in  a social  movement  against  drinking. 
More  drinking  inevitably  is  followed  by  more 
addictions  and  other  alcoholic  disorders. 

3.  Each  generation  of  drinkers  has  cases 
that  are  eventually  bound  to  become  addicts, 
if  they  drink  at  all. 

4.  Addiction  promotes  economic  loss,  social 
decay,  and  untold  suffering  and  sorrow. 
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ARMY  COLD  WEATHER  HEADGEAR 

The  results  of  experiments  on  clothing  for  cold 
climates  made  during  the  Byrd  Antarctic  expedi- 
tions have  been  used  in  the  designs  of  new  head- 
gear  for  soldiers,  standardized  by  the  Army 
Quartermaster  Corps,  the  War  Department  has 
announced.  An  olive-drab  knitted  cap,  a stock- 
ing cap,  and  a cloth  hood  designed  for  protection 
of  the  head  and  neck  will  be  used  by  soldiers  this 
winter. 

Adapted  from  the  Eskimo  parka  for  Army  use, 
the  hood  is  made  of  wind-  and  water-resistant 
poplin.  Tightening  a drawstring  brings  the  hood 
together  in  front  to  cover  almost  the  entire  face. 
The  attached  shawl  protects  the  back  of  the 


soldier’s  head  and  fits  down  over  the  top  of  his 
shoulders. 

The  new  cap,  which  may  be  worn  up  over  the 
ears,  includes  a snug  shawl  which  may  be  turned 
down  to  protect  the  ears  and  neck. 

During  his  Antarctic  experiments,  Dr.  Paul 
Siple  developed  a formula  to  measure  the  effects 
of  wind  on  the  heat  loss  of  the  body.  He  found 
that  whereas  a person  wearing  only  a medium 
heavy  sweater  is  reasonably  warm  at  zero  tem- 
perature he  quickly  becomes  cold  if  there  is  a 
wind  of  even  10  miles  an  hour  velocity,  because 
his  heat  loss  increases  in  proportion  to  the  in- 
crease in  the  velocity  of  the  wind. — J.A.M.A. 


BLEEDING  AS  A LATE  SEQUELA  OF  GASTROENTEROSTOMY  AND 
SUBTOTAL  GASTRECTOMY  OF  THE  BILLROTH  II  TYPE  FOR 
DUODENAL  ULCER 

Sigmund  Mage,  M.D.,  and  Ralph  Colp,  M.D.,  New  York  City 


DUODENAL  ulcer,  as  a rule,  responds  fa- 
vorably to  medical  therapeutic  measures. 
It  becomes  a surgical  problem  when  such  treat- 
ment fails  to  relieve  pain,  when  gross  hemor- 
rhages of  a severe  degree  are  repeated,  and 
when  a pyloric  stenosis  persists  or  an  acute 
perforation  occurs.  If  surgery  is  indicated, 
various  procedures  are  available.  There  are, 
however,  two  main  operative  approaches : one 
the  more  conservative  procedure  of  gastro- 
enterostomy; the  other,  the  more  radical  sub- 
total gastrectomy. 

There  is  no  doubt  that  gastroenterostomy 
usually  heals  a duodenal  ulcer,  and  in  the  ma- 
jority of  cases  the  patients  are  relieved  of  their 
symptomatology.  However,  not  infrequently, 
a more  serious  train  of  symptoms  may  follow. 
This  is  due,  in  most  instances,  to  the  develop- 
ment of  jejunal  or  gastrojejunal  ulcerations. 
The  incidence  of  this  untoward  and  serious 
complication  following  gastroenterostomy  var- 
ies in  different  clinics.  However,  as  the  re- 
finements of  diagnosis  have  become  better 
and  patients  have  been  followed  more  care- 
fully and  for  longer  periods,  the  incidence  of 
jejunal  and  gastrojejunal  ulcerations  has  as- 
sumed increasing  proportions.  These  compli- 
cations have  been  observed  to  occur  as  soon 
as  a few  weeks  and  as  late  as  twenty-five  years 
after  the  primary  operation  has  been  per- 
formed. 

In  an  effort  to  avoid  these  unfavorable  se- 
quelae of  gastroenterostomy,  the  operations 
of  Billroth  I and  II  type  of  subtotal  gastrec- 
tomy were  introduced  two  decades  ago  for  the 
treatment  of  gastroduodenal  ulceration.  While 
the  former  procedure  has  enjoyed  great  popu- 
larity on  the  Continent,  the  modifications  of 
the  Billroth  II  type  of  resection  have  been 
used  almost  exclusively  in  the  surgical  clinics 
of  this  country.  The  advocates  of  subtotal 
gastrectomy  stressed  the  importance  of  the 
.acid  factor  in  ulcer  pathogenesis  and  con- 
tended that  jejunal  ulcerations  followed  gas- 
troenterostomy because  that  operation  failed 
to  control  the  secretion  of  free  HC1  in  the 
stomach.  It  was  argued  that  since  peptic 
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ulceration  seemed  to  occur  in  the  presence, 
and  not  in  the  absence,  of  free  HC1  the  crea- 
tion of  a gastric  anacidity  should  be  a reason- 
able means  for  the  prevention  of  a recurrence. 
When  subtotal  gastrectomy  was  first  proposed, 
the  resection  of  the  pylorus  and  antrum  was 
expected  to  effect  a gastric  anacidity  because 
it  removed  the  antral-stimulating  influence  on 
the  acid-secreting  fundic  glands.  Physiologic 
studies  have  revealed  that  the  removal  of  the 
antral  stimulus  affects  only  the  gastric  phase 
of  gastric  secretion.  Theoretically,  a subtotal 
gastrectomy,  therefore,  should  diminish  but 
not  necessarily  eliminate  the  secretion  of  free 
HC1.  Experience  has  shown  this  to  be  ac- 
tually so.  For  some  undetermined  reason  the 
operation  seems  to  bear  out  its  anticipated 
effects  with  gastric  ulcer  but  not  with  duodenal 
ulcer.  There  are  many  patients  who,  after  a 
Billroth  II  operation  for  duodenal  ulcer,  still 
secrete  free  HC1  in  appreciable  amounts. 
These  patients  are,  therefore,  candidates  for 
further  trouble.  Some  develop  jejunal  or 
gastrojejunal  ulcerations  manifested  by  hem- 
orrhage, with  or  without  pain.  It  is  this 
bleeding,  occurring  as  a late  sequela  of  gas- 
troenterostomy and  subtotal  gastrectomy, 
which  will  form  the  basis  of  this  communica- 
tion. 

Recently,  Ginzburg  and  Mage1  reviewed  88 
cases  in  which  partial  gastrectomy  had  been 
performed  for  the  relief  of  recurrent  symptoms 
after  gastroenterostomy  for  duodenal  ulcer. 
The  pathologic  findings  in  the  resected  speci- 
mens were  correlated  with  the  clinical  history 
and  radiologic  findings.  Certain  significant 
observations  were  made  in  a group  of  15  pa- 
tients in  whom  hemorrhage  was  a prominent 
symptom.  These  cases  do  not  represent  the 
total  number  of  such  cases  seen  in  our  clinic. 
They  merely  comprise  a group  in  which  the 
pathologic  studies  of  the  resected  specimens 
not  only  offered  an  insight  into  the  nature  and 
sources  of  bleeding  after  gastroenterostomy  for 
duodenal  ulcer  but  also  suggested  a basis  for 
therapy. 

In  this  group  there  were  14  men  and  one 
woman.  Their  ages  were  divided  equally  be- 
tween the  third,  fourth,  and  fifth  decades. 
The  hemorrhages  occurred  at  intervals  vary- 
ing from  a few  months  to  eighteen  years  after 
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gastroenterostomy,  and  in  5 patients  there 
was  a free  interval  of  more  than  ten  years. 
Most  of  the  group  had  several  episodes  of 
melena  or  hematemesis,  and  in  6 cases  the 
bleeding  was  severe  enough  to  reduce  the 
hemoglobin  below  30  per  cent. 

All  these  patients  were  treated  conserva- 
tively during  the  acute  phase  of  hemorrhage, 
operations  being  deferred  until  there  was  a 
quiescent  period. 

These  15  patients  may  be  further  divided 
into  two  groups:  one  in  which  hemorrhage 

was  the  sole  symptom  and  another  in  which 
the  bleeding  was  preceded,  accompanied, 
or  followed  by  ulcer  symptoms — especially 
pain. 

Painless  Bleeding  After 
Gastroenterostomy 

There  were  6 patients  in  whom  the  present- 
ing complaint  was  hemorrhage  without  pain, 
and  in  4 of  these  cases  the  bleeding  was  most 
severe.  It  is  interesting  to  note  that  the  x- 
ray  findings  showed  evidence  of  a jejunal  ul- 
cer in  only  1 case,  while  the  resected  specimens 
revealed  either  superficial  healing  gastroje- 
junal  or  jejunal  ulcers.  It  must  be  borne  in 
mind,  however,  that  these  patients  were  oper- 
ated upon  only  after  prolonged  bed  rest  and 
medical  treatment.  It  is  not  unusual  to  ob- 
serve a similar  pathology  in  specimens  ob- 
tained from  a gastrectomy  in  cases  of  primary 
duodenal  ulcers  which  have  received  compara- 
ble preoperative  treatment.  The  ulcerations 
in  this  type  of  case,  too,  are  superficial  and 
show  no  tendency  to  penetrate  into  adjacent 
vessels. 

Bleeding  After  Gastroenterostomy 
Associated  with  Pain 

There  were  9 cases  in  which  bleeding  was 
associated  with  pain,  and  in  5 of  these  the 
hemoglobin  fell  below  40  per  cent.  The  pain 
was  of  a severe  type,  which  had  grown  more 
and  more  intractable.  In  spite  of  thorough 
ulcer  therapy,  the  surgical  explorations  dis- 
closed evidences  of  active  disease,  and  the  re- 
sected specimens  revealed  penetrating  ulcera- 
tions of  either  the  jejunum  or  gastroenteric 
stoma  without  tendency  toward  healing. 

Bleeding  After  Subtotal  Gastrectomy 
(Billroth  II) 

Since  1923  we  have  followed  for  a year  or 
longer  over  429  ward  patients  in  whom  a duo- 
denal ulcer  was  the  original  lesion  and  upon 
whom  a subtotal  gastrectomy  (Billroth  II) 
was  performed.  Eighteen  of  these  patients 


are  known  to  have  experienced  gross  hemor- 
rhages, i.e.,  either  melena  or  hematemesis. 
The  clinical  features  of  these  cases,  which 
closely  simulate  those  following  gastroenteros- 
tomy, may  likewise  be  divided  into  two 
groups:  bleeding,  without  and  with  pain. 

Painless  Bleeding  After  Subtotal 
Gastrectomy 

There  were  13  patients  in  whom  bleeding 
was  the  sole  symptom.  The  hemorrhages  oc- 
curred at  intervals  varying  from  a few  months 
to  12  years  after  operation  and  varied  from  a 
moderate  to  a severe  degree,  the  hemoglobin 
falling  below  30  per  cent  in  4 patients.  Eight  of 
these  cases  had  experienced  gross  hemorrhages 
of  a severe  degree  prior  to  subtotal  gastrec- 
tomy, and  in  4 cases  there  had  been  more  than 
one  episode.  Three  of  the  cases  with  multiple 
bleedings  before  gastrectomy  bled  several 
times  after  operation  at  varying  intervals. 
All  cases  responded  to  conservative  therapy. 
After  the  acute  symptoms  had  subsided,  cer- 
tain diagnostic  procedures  were  instituted. 
Gastric  analyses  revealed  free  HC1  in  appreci- 
able amounts  in  the  12  cases  in  which  such 
studies  were  made.  The  x-ray  examination 
was  negative  in  9 patients.  However,  the 
roentgenogram  showed  that  a jejunal  ulcer  was 
present  in  1 and  that  a lesser  curvature  gas- 
tric ulcer  was  present  in  2 other  cases.  The 
twelfth  case,  in  which  a gastrojejunal  ulcer 
was  shown  in  a previous  x-ray  examination 
and  in  which  active  ulceration  was  seen  by 
gastroscopy,  presented  a healed  lesion  sub- 
sequently at  the  time  of  secondary  explora- 
tion. 

Bleeding  Associated  with  Pain 
Following  Subtotal  Gastrectomy 

There  were  5 cases.  The  hemorrhages  oc- 
curred at  intervals  varying  from  a few  months 
to  three  years  after  operation  and  were  severe 
enough  in  3 patients  to  reduce  the  hemoglobin 
below  40  per  cent.  Two  of  the  cases,  which 
had  had  pain  with  severe  hemorrhages  prior 
to  subtotal  gastrectomy,  had  a prompt  recur- 
rence of  these  symptoms  after  the  operation. 
Free  HC1  of  high  concentration  was  present 
in  the  gastric  anatysis  of  all  cases,  and  x-ray . 
studies  revealed  evidences  of  jejunal  ulcers. 
These  patients,  with  tangible  evidences  of 
penetrating  jejunal  ulcers,  remained  intrac- 
table to  medical  therapy. 

In  2 cases,  surgical  exploration  disclosed 
acute  penetrating  ulcers  of  the  jejunum.  The 
other  3 cases  have  been  continued  on  medical 
therapy.  One  of  these  patients  has  had  eight 
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readmissions  to  the  hospital  for  intractable 
pain,  which  was  complicated  on  two  occa- 
sions by  bleeding.  A second  patient  has  had 
three  hemorrhages  in  the  past  two  years. 

Discussion 

It  appears  from  this  study  that  when  bleed- 
ing occurs  following  a gastroenterostomy  or 
subtotal  gastrectomy  for  a duodenal  ulcer  it  is 
usually  due  to  an  ulceration  in  the  jejunum 
and  only  occasionally  to  such  a lesion  in  the 
stomach  or  duodenum.  In  these  cases  free 
HC1  is  invariably  present  in  appreciable 
amounts.  When  bleeding  is  painless,  the  ul- 
ceration as  a rule  is  superficial.  When  the 
bleeding  is  associated  with  pain,  the  ulceration 
is  generally  found  to  be  deep  and  actively 
penetrating.  It  has  been  seen  that  the  degree 
of  bleeding  is  no  indication  of  the  depth  of  the 
ulcer,  for  patients  with  superficial  lesions  bled 
as  severely  as  those  with  deep  ones.  No  pa- 
tient in  this  series  died  from  bleeding.  It  is 
recognized,  however,  that  there  is  always  the 
possibility  of  a fatal  termination  with  gross 
hemorrhage  from  any  peptic  ulcer.  The  first 
death  in  this  clinic  from  a late  bleeding  fol- 
lowing gastroenterostomy  for  a duodenal  ulcer 
occurred  during  the  past  year.  A postmortem 
examination  revealed  an  erosion  in  the  je- 
junum as  the  source  of  the  hemorrhage.  Be- 
cause of  the  rarity  of  a fatal  complication  and 
the  fact  that  surgery  in  secondary  ulcers  fol- 
lowing gastroenterostomy  and  subtotal  gas- 
trectomy is  so  hazardous,  it  is  strongly  felt 
that  the  bleeding  in  this  group  should  always 
be  treated  conservatively. 

In  this  study,  the  majority  of  patients  who 
bled  following  gastroenterostomy  and  sub- 
total gastrectomy  also  bled  before  operation. 
While  this  may  suggest  the  possibility  of  a 
bleeding  diathesis,  there  has  been  no  evidence 
to  prove  such  a contention.  It  seems  far  more 
likely  that  the  hemorrhages  that  recur  in  the 
same  individual  before  and  after  a gastroen- 
terostomy or  a subtotal  gastrectomy  for  duo- 
denal ulcer  are  merely  the  results  of  the  re- 
curring ulcerations.  For  the  same  reasons  we 
feel  that  the  frequency  of  bleeding  is  purely 
fortuitous  and  is  dependent  upon  the  factors 
that  determine  the  remission  or  recrudescence 
of  peptic  ulcer. 

In  this  discussion  no  distinction  is  made  be- 
tween “erosions”  and  the  “chronic  peptic 
ulcer.”  However,  these  lesions  are  different 
pathologically.  Erosions  are  frequently  as- 
cribed to  “gastritis,”  “duodenitis,”  or  “jejuni- 
tis.”  They  are  a manifestation  of  peptic  ulcer 
when  they  occur  in  an  individual  with  a known 


ulcer  diathesis  and  in  the  presence  of  free  HC1. 
This  is  a well-recognized  point  of  view.  Opin- 
ions differ  only  as  to  whether  gastritis  is  a 
precursor  or  an  associated  effect  of  peptic  ul- 
ceration. 

Patients  who  present  bleeding  without  pain 
as  a rule  respond  to  conservative  medical 
therapy  because,  as  has  been  demonstrated, 
the  ulcerations  are  superficial  and  heal  readily. 
This  has  been  noted  in  the  painless  bleeding 
attributed  to  erosions  or  superficial  ulcera- 
tions of  the  duodenum.  It  has  been  seen  in  the 
gastrojejunal  ulcerations  that  follow  gastro- 
enterostomy and  the  Billroth  II  type  of  sub- 
total gastrectomy.  The  conservative  therapy 
employed  may  consist  of  any  of  the  approved 
medical  methods  (Meulengracht’s  diet,  abso- 
lute gastric  rest,  sedation)  with  parental  ad- 
ministration of  saline  glucose  and  blood. 
Surgery  that  entails  an  appreciable  mortality 
is  to  be  avoided. 

Bleeding  accompanied  by  pain  presents  a 
different  problem.  It  portends  a penetration 
of  an  ulcer  which,  in  most  instances  either  be- 
cause of  intractability  to  medical  treatment 
or  because  of  mechanical  complications,  re- 
quires surgical  interference.  Operation  should 
be  done  during  a quiescent  stage.  The  best 
end  results  in  the  treatment  of  gastrojejunal 
ulceration  associated  with  pain  and  hemor- 
rhage following  gastroenterostomy  are  ob- 
tained by  resection  of  the  jejunal  ulceration 
and  radical  subtotal  gastrectomy. 

However,  the  group  of  patients  which  pre- 
sents bleeding  with  pain  following  subtotal 
gastrectomy  is  in  a different  category,  for — 
regardless  of  the  extent  of  gastric  resection, 
the  adequacy  of  alkaline  intestinal  regurgita- 
tion, and  the  rapidity  of  stomach  emptying — 
the  gastric  analysis  still  shows  free  HC1. 

Free  acidity,  combined  with  an  under- 
lying ulcer  diathesis,  produces  an  ulceration 
that  appears  to  be  almost  malignant  in  its 
tendency  to  recur.  Conservative  medical 
therapy,  while  it  is  temporary  in  its  effect  and 
at  times  futile,  still  offers  more  than  any  fur- 
ther radical  surgery  that  is  almost  always 
fatal. 

Conclusion 

Bleeding,  manifested  by  melena  or  hema- 
temesis  with  or  without  pain,  occurs  as  a se- 
quela of  gastroenterostomy  and  subtotal 
gastrectomy.  Bleeding  without  pain  follow- 
ing either  type  of  operation  is  usually  due  to  a 
superficial  ulceration  and,  as  a rule,  responds 
to  conservative  therapy.  Bleeding  with  pain 
is  invariably  due  to  active  penetrating  ulcera- 
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tion.  This  syndrome  following  gastroenteros- 
tomy is  amenable  to  surgical  excision  of  the 
area  of  ulceration  and  to  subtotal  gastrec- 
tomy. Cases  of  bleeding  with  pain  following 
radical  subtotal  gastrectomy  do  not  respond, 
as  a rule,  to  medical  measures,  and  at  present 


the  surgical  approach  is  limited  by  a prohibi- 
tive mortality. 
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THE  OPHTHALMIC  QUACKS  OF  LONDON 
An  ophthalmic  surgeon,  Mr.  E.  W.  Brewerton, 
has  contributed  to  St.  Bartholomew’ s Hospital 
Journal  an  account  of  the  ophthalmic  quacks 
who  have  flourished  in  London  during  the  last 
twenty  years.  These  quacks  may  be  classified 
as  (1)  those  who  say  that  every  chronic  eye  con- 
dition can  be  cured  by  glasses,  (2)  those  who 
claim  the  same  for  other  means,  usually  elec- 
tricity, (3)  those  who  claim  to  relieve  every  error 
of  refraction  by  exercises  and  say  that  all  glasses 
are  unnecessary,  (4)  the  osteopaths,  who  will 
guarantee  a cure  for  everything  from  pruritus 
ani  to  detached  retina  by  replacing  a displaced 
vertebra,  and  (5)  the  psychoanalysts.  The  first 
class  orders  patients  suffering  from  errors  of  re- 
fraction, cataract,  optic  atrophy,  or  macular 
degeneration  to  read  for  a certain  number  of  hours 
daily  with  strong  magnifying  glasses.  A man 
named  Fournier,  who  was  backed  by  a well- 
known  admiral,  was  the  originator  of  this 
method.  He  claimed  that  his  glasses  were  of 
secret  manufacture.  He  flourished  for  many 
years  until  the  business  was  taken  over  by 
Wright,  who  died  after  a few  years  of  lucrative 
practice,  to  be  followed  by  his  brother.  The 
present  proprietor  of  the  business  displays  a 
printed  notice  that  he  cured  a certain  cabinet 
minister  when  London  ophthalmologists  failed. 


The  quacks  who  claim  to  cure  by  electricity 
flourish  on  the  many  who  have  a horror  of  opera- 
tion on  the  eye.  A man  with  advancing  cataract 
was  told  to  attend  three  times  a week  at  a fee  of 
$30.  One  pole  of  a galvanic  battery  was  applied 
to  the  neck  and  the  other  was  passed  round  the 
orbit.  At  every  visit  the  nurse  told  him  he  was 
better,  but  as  his  vision  deteriorated  the  chair 
was  put  nearer  to  the  type  to  make  him  believe 
that  he  was  improving.  At  least  six  rooms  used 
in  the  house  were  always  full;  the  proprietor 
must  have  been  making  $250,000  a year.  The 
patient  was  told  that  his  was  a difficult  case  and 
that  another  course  was  necessary.  This  he 
declined. 

Those  who  treat  presbyopia  and  errors  of  re- 
fraction by  exercise  and  say  that  all  glasses  are 
unnecessary  deny  that  accommodation  depends 
on  the  ciliary  muscle  and  attribute  it  to  the  ex- 
trinsic muscles  of  the  globe.  Their  leader  says 
that  the  more  the  eyes  are  used  the  stronger  they 
get  and  that  light,  especially  sunlight,  is  a cure 
for  all  kinds  of  defective  sight.  Mr.  Brewerton 
mentions  the  case  of  a boy  with  4 diopters  of 
myopia  who  was  promised  a cure.  After  twelve 
months’  treatment  by  exercises  he  could  not  see 
6/60  and  his  error  is  now  4.5  diopters. — J.A.M.A. 
London  letter 
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VASOMOTOR  RHINITIS 

A Clinical  Study  of  45  Cases 

Henry  I.  Shahon,  M.D.,  F.A.C.P.,  Medical  Officer,  Veterans  Administration, 
Albuquerque,  New  Mexico 


FORTY-FIVE  cases  of  vasomotor  rhinitis 
were  selected  from  the  asthma  and  hay 
fever  adults’  clinic  of  the  New  York  Post- 
Graduate  Medical  School  and  Hospital  with 
the  following  points  in  mind:  (1)  age  of  the 
patient;  (2)  age  of  the  onset  of  symptoms; 

(3)  race;  (4)  nationality;  (5)  sex;  (6)  oc- 
cupation; (7)  presence  or  absence  of  allergy 
in  the  family  history;  (8)  number  of  years  the 
patient  was  under  treatment;  (9)  chief  com- 
plaint; (10)  presence  or  absence  of  associated 
allergic  conditions;  (11)  presence  or  absence 
of  associated  nonallergic  conditions;  (12) 
knowledge  of  the  presence  of  any  food  aver- 
sions; (13)  knowledge  of  the  presence  of  any 
drugs  causing  or  aggravating  symptoms;  (14) 
knowledge  of  the  presence  of  any  contacts 
proved  clinically  to  have  caused  symptoms 
with  positive  skin  tests  before  treatment; 
(15)  the  findings  of  the  direct  nose  and  throat 
examination;  (16)  determination  of  sinus 
infection  by — (a)  history  of  frequent  colds, 
(b)  transillumination,  (c)  x-ray  examination, 
(d)  exploratory  puncture;  (17)  positive  skin 
tests;  (18)  specific  treatment;  (19)  nonspecific 
treatment ; (20)  amount  of  improvement. 

( 1 )  Age  of  the  Patient. — The  ages  ranged 
from  15  to  45  years.  There  were  8 patients 
in  the  second  decade  of  life,  13  in  the  third,  8 
in  the  fourth,  12  in  the  fifth,  and  4 in  the  sixth. 

( 2 )  Age  of  the  Onset  of  Symptoms. — The 
age  of  onset  of  symptoms  ranged  from  8 to 
50  years — that  is,  the  youngest  patient  de- 
veloped vasomotor  rhinitis  at  8 and  the  oldest 
at  50  years.  There  were  1 in  the  first  decade 
of  life,  12  in  the  second  decade,  15  in  the 
third,  7 in  the  fourth,  and  10  in  the  fifth. 

(3)  Race. — All  patients  under  study  be- 
longed to  the  white  race,  except  1 who  was  a 
mixed  breed. 

(4)  Nationality. — Thirty-one  were  Ameri- 
cans— that  is,  born  in  the  United  States  but 
still  of  recent  foreign  extraction — 4 Russians; 
1 Rumanian;  3 Italians;  1 Irishman,  and  1 
Puerto-Rican. 

(5)  Sex — There  were  12  men  and  33  women. 


From  the  Department  of  Medicine,  Division  of  Ap- 
plied Immunology,  New  York  Post-Graduate  Medical 
School  and  Hospital,  Columbia  University,  New  York 
City. 


(6)  Occupation. — There  were  23  house- 
wives, 1 attorney,  1 clerk,  1 bookkeeper,  6 
students,  2 salesmen,  2 nurses,  3 tailors,  1 
upholsterer,  1 musician,  and  4 unemployed. 

(7)  Presence  or  Absence  of  Allergy  in  the 
Family  History. — Twenty-seven  patients  or 
60  per  cent  gave  a positive  family  history  of 
allergy  (asthma,  hay  fever)  in  one  or  more 
antecedents.  Eighteen  patients  or  40  per 
cent  gave  a negative  family  history  of  allergy 
in  the  antecedents.  This  corresponds  very 
well  with  the  work  of  Cooke  and  Spain1  on  the 
inheritance  factor  in  asthma  and  hay  fever. 

(8)  Number  of  Years  the  Patient  Was  Under 
Treatment. — Of  the  45  cases  studied,  1 had  re- 
ceived seven  years  of  treatment  at  the  clinic; 
3,  six  years;  1,  five  years;  4,  four  years;  1, 
three  years;  6,  two  to  three  years;  23,  one  to 
two  years ; and  6,  less  than  one  year. 

(9)  Chief  Complaint. — The  chief  complaint 
of  all  the  45  cases  was  vasomotor  rhinitis — 
that  is,  one  or  more  of  the  following  symp- 
toms: (a)  nasal  congestion  or  occlusion  of 
varying  degrees;  (b)  fullness  and  discomfort 
in  the  paranasal  sinuses;  (c)  watery  or  mu- 
coid discharge  from  the  nose;  (d)  sneezing; 
(e)  itching  in  the  nose,  throat,  palate,  ears,  or 
skin  of  the  face;  (f)  hoarseness  from  conges- 
tion or  edema  of  the  larynx;  (g)  soreness  and 
congestion  of  the  larynx;  (h)  impaired  hear- 
ing; (i)  hawking  or  clearing  of  the  naso- 
pharynx and  throat;  (j)  lacrimation,  itching, 
burning,  or  redness  of  the  conjunctiva. 

In  some,  these  symptoms  were  revealed  in 
paroxysms;  in  others,  they  were  more  pro- 
nounced from  arising  until  midmorning  or 
noon  or  on  retiring. 

(10)  Presence  or  Absence  of  Associated 
Allergic  Conditions. — The  associated  allergic 
conditions  were:  (a)  bronchial  asthma,  4 
cases;  (b)  hay  fever,  19  cases,  but  only  12  pa- 
tients knew  it  beforehand;  (c)  neuroderma- 
titis, 1 case;  (d)  urticaria,  7 cases;  (e)  mi- 
graine, 1 case,  but  not  severe. 

(11)  Presence  or  Absence  of  Associated  Non- 
allergic Complaints. — The  associated  nonaller- 
gic conditions  were:  (a)  emphysema,  1 case; 
(b)  cholecystitis,  1 case;  (c)  pulmonary 
hemorrhage,  1 case;  (d)  endocervicitis  and 
menopause,  1 case. 
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(12)  Knowledge  of  the  Presence  of  Any  Food 
Aversions. — Not  one  patient  knew  definitely 
that  foods  could  aggravate  or  cause  the  vaso- 
motor rhinitis  symptoms.  There  were,  never- 
theless, a few  who  complained  of  vague,  mild, 
gastrointestinal  disturbances  accompanied  by 
slight  headache. 

(13)  Knowledge  of  the  Presence  of  Any  Drugs 
Causing  or  Aggravating  Symptoms. — Likewise, 
with  the  drugs,  not  one  patient  knew  that 
their  ingestion  or  topical  application  would 
increase  or  cause  any  symptoms  of  vasomotor 
rhinitis. 

(14)  Knowledge  of  the  Presence  of  Any  Con- 
tacts Proved  Clinically  to  Have  Produced  Symp- 
toms with  Positive  Skin  Tests  Before  Treat- 
ment.— Only  1 patient  knew  definitely  that 
each  time  he  petted  a cat  he  would  develop 
symptoms  of  vasomotor  rhinitis  and  slight 
dyspnea. 

(15)  The  Findings  of  the  Nose  and  Throat 
Examination. — The  direct  nose  and  throat 
examination  revealed  41  cases  of  vasomotor 
rhinitis.  The  examination  of  these  patients 
was  performed  by  a competent  rhinologist 
attached  to  the  asthma  and  hay  fever  clinic. 
Practically  all  these  cases  showed  varying 
degrees  of  these  findings:  blanched,  swollen 
mucous  membrane;  boggy,  blanched  inferior 
and  middle  turbinates;  and  a thin  discharge 
or  rhinitis. 

(16)  Determination  of  Sinus  Infection  by: 

(a)  history  of  frequent  colds — 18  patients 
gave  a history  of  having  frequent  colds. 

(b)  Transillumination  — transillumination 
disclosed  11  cases  of  sinusitis;  of  these,  7 
were  definitely  confirmed  by  positive  x-ray 
findings  and  subsequent  exploratory  punc- 
tures. (c)  X-ray  examination — x-ray  exam- 
ination seemed  indicated  by  the  rhinologist 
in  only  7 cases.  These  were  the  findings: 
membranous  infiltration  of  right  antrum  and 
both  ethmoids,  4 cases;  slight  membranous 
infiltration  of  right  antrum  alone,  1 case; 
membranous  infiltration  of  left  antrum  alone, 

1 case;  membranous  infiltration  of  both  an- 
trums  and  ethmoids,  1 case,  (d)  Exploratory 
antrum  puncture — exploratory  puncture  re- 
vealed negative  findings  in  all  but  5 cases. 
Autogenous  vaccine  from  the  antrum  wash- 
ings was  prepared  in  2 cases  only. 

(17)  Positive  Skin  Tests. — All  patients  were 
thoroughly  tested  by  the  intracutaneous 
method  with  all  the  inhalants  and  foods. 
The  reactions  were  recorded  as  slight,  moder- 
ate, or  marked  depending  upon  the  size  and 
outline  of  the  wheal  and  the  amount  of  ery- 
thema, with  or  without  itching  ^of  the  site. 


Only  the  marked  reactions  are  recorded  in 
this  paper.  There  were,  of  course,  some 
slight  and  moderate  reactions  also.  Thirty- 
eight  patients  reacted  to  house  dust;  1,  to 
tree  pollens  (this  same  patient  was  sensitive 
to  timothy  and  plantain);  10,  to  timothy 
and  plantain;  14,  to  ragweed  (5  patients  were 
from  the  timothy-  and  plantain-sensitive 
group);  17,  to  feathers  (chicken,  goose,  and 
duck);  7,  to  orris  root;  3,  to  dog;  2,  to  cat; 
2,  to  silk;  1,  to  horse  epithelium;  1,  to  rabbit; 
1,  to  kapok;  1,  to  cottonseed;  1,  to  trichoph- 
ytin;  and  1 each,  to  egg,  chocolate,  orange, 
pork,  lamb,  beef,  tomato,  tea,  white  potato, 
green  peas,  spinach,  banana,  and  cantaloupe. 

(18)  Specific  Treatment. — Before  under- 
taking any  form  of  specific  treatment  each 
case  was  carefully  summarized,  and  the 
following  points  were  again  taken  into  con- 
sideration: (a)  careful  review  of  the  family 
and  past  histories:  (b)  the  question  of  pre- 
vious nasal  operations;  (c)  the  environmental 
factor;  (d)  the  seasonal  influence;  (e)  food 
idiosyncrasies;  (f)  the  question  of  retesting 
where  necessary,  even  the  employment  of  the 
indirect  method  of  testing  of  Prausnitz  and 
Kiistner.2 

In  every  case  the  hyposensitization,  desen- 
sitization, or  immunization  method  was 
started.  Instructions  were  given  regarding 
elimination  of  the  offending  agents  from  their 
immediate  environment  and  the  diet. 

The  most  important  extracts  used  for  im- 
munization were  house  dust,  feathers,  and 
orris  root.  At  times,  rabbit,  cat,  dog,  and 
silk  were  also  used. 

Each  patient  received  weekly  injections  of 
the  extracts  to  which  he  was  found  sensitive. 
At  first,  the  marked  reactions  were  taken  into 
consideration.  Later,  the  moderate,  and  at 
times  slight,  readings  were  also  considered  in 
the  order  of  their  importance. 

The  patients  who  reacted  to  pollens  and 
knew  definitely  that  they  felt  worse  during 
the  seasons  of  pollination  were  treated  as  the 
case  indicated;  they  received  weekly  injec- 
tions of  the  respective  pollens. 

There  were  19  cases  of  pollen  sensitivity  in 
all.  One  patient  was  sensitive  to  timothy, 
plantain,  and  three  pollens;  4,  to  timothy 
and  plantain;  5,  to  timothy,  plantain,  and 
ragweed;  the  last  9 patients,  to  ragweed 
(giant  or  tall  and  dw^arf  or  common  ragweed) . 
Of  all  these  19  pollen-sensitive  cases,  only  12 
patients  knew  that  they  had  had  hay  fever 
before  being  tested.  The  remaining  7 pa- 
tients, even  though  they  reacted  to  pollens, 
were  not  treated,  since  they  did  not  know 
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definitely  whether  or  not  they  felt  worse  dur- 
ing the  spring,  summer,  or  fall.  However, 
they  were  instructed  to  observe  any  increase 
of  severity  of  symptoms  of  vasomotor  rhi- 
nitis during  these  pollinating  seasons. 

There  were  13  clear-cut  cases  of  vasomotor 
rhinitis — that  is,  those  without  any  other  as- 
sociated allergic  conditions.  They  received 
subcutaneous  injections  of  the  offending  aller- 
gens in  gradually  increased  doses  until  suffi- 
cient tolerance  was  obtained.  The  maximum 
doses  given  to  these  patients  ranged  as 
follows:  5/io  cc.  of  concentrated  house  dust; 
5,000  protein  nitrogen  units  of  feathers  ex- 
tract; 5,000  to  10,000  protein  nitrogen  units 
of  orris  root  extract.  For  those  who  received 
injections  of  other  animal  epitheliums — like 
dog,  cat,  and  rabbit — the  maximum  dose  for 
each  was  approximately  1,000  protein  nitro- 
gen units.  (One  Cooke  and  Stull  protein 
nitrogen  unit  equals  0.00001  mg.  of  protein 
nitrogen  of  pollen.  In  the  case  of  inhalants 
and  foods,  each  substance  has  its  specific 
proportion  between  the  total  and  the  protein 
nitrogen.) 

There  were  exceptions,  of  course;  each  pa- 
tient was  studied  individually.  The  above 
method  of  immunization  or  hyposensitization 
was  selected  when  elimination  or  avoidance 
of  the  offending  agent  was  impossible  or  im- 
practical. 

The  problem  of  food  sensitization  was 
studied  by  the  combined  method  of  trial  and 
elimination.  All  the  foods  and  drugs  that 
the  patient  knew  would  cause  or  increase  his 
symptoms  of  vasomotor  rhinitis  were  elim- 
inated from  his  diet.  As  previously  stated, 
this  condition  was  not  known  to  any  of  the 
patients  under  study. 

The  next  procedure  was  the  elimination  of 
all  foods  that  gave  marked  positive  skin  tests 
from  the  patient’s  diet.  Each  patient  was 
also  asked  to  keep  a dietary  diary  of  all  foods 
eaten  and  to  note  the  time  and  place  of  the 
development  of  any  symptoms  of  vasomotor 
rhinitis  or  its  allied  conditions.  If  he  was 
symptom-free  on  this  kind  of  diet  for  a period 
of  a week,  he  was  told  to  introduce  another 
of  the  foods  giving  a marked  positive  skin 
test  in  his  diet.  If  the  food  this  time  caused 
any  symptoms  of  vasomotor  rhinitis,  within 
a half  hour  or  longer,  it  was  removed  from 
the  diet.  This  food  was  again  tried  at  some 
later  period  to  ascertain  its  true  allergenic  na- 
ture. 

If  the  patient’s  condition  remained  unim- 
proved after  removing  from  his  diet  the 
foods  that  reacted  markedly,  then  the  same 


procedure  was  undertaken  with  the  moderate 
and  the  slight  reactions.  In  each  case,  foods 
giving  positive  skin  tests  and  those  suspected 
from  a study  of  the  food  diary  were  excluded 
from  the  diet.  When  the  patient  became 
symptom-free,  feeding  of  the  suspected  foods 
was  again  instituted.  If  symptoms  followed, 
this  observation  was  again  checked  and  re- 
checked by  repeated  trial  and  elimination. 

All  other  available  methods — like  the 
trial  diet  method  of  Eyermann,3  the  trial 
diet  of  Vaughan,4  and  the  elimination  diets  of 
Rowe5 — may  be  tried.  The  immunization 
or  hyposensitization  method  alone  is  not  suf- 
ficient; the  combined  method  of  immuniza- 
tion and  food  elimination  as  described  is  the 
desired  one. 

The  general  consensus  is  that  foods  do  play 
a certain  role  in  the  causation  of  vasomotor 
rhinitis  and  other  allied  conditions;  they 
should  not  be  overlooked.  Because  a food 
gave  a positive  reaction  on  skin  testing,  it 
does  not  mean  that  clinically  it  is  also  posi- 
tive. It  is  best  that  the  tests  and  clinical 
symptoms  agree,  but  this  is  not  always  the 
case.  If  the  common  offenders — such  as 
milk,  eggs,  wheat,  chocolate,  nuts,  pork, 
mustard,  fish,  shellfish,  strawberries,  and 
oranges — are  removed  from  the  diet  and  if 
also  all  the  foods  the  patient  dislikes,  those 
he  likes  so  much  that  he  overeats,  and  those 
he  fears  and  suspects  of  causing  symptoms 
are  omitted  from  his  dietetic  diary,  the  prob- 
lem of  food  sensitization  is  much  simplified. 

There  is  no  known  hyposensitization  method 
for  foods  which  has  proved  to  be  of  any  great 
value.  However,  some  believe  that  by  giving 
orally  small  amounts  of  the  offending  foods 
and  gradually  increasing  their  amounts,  the 
tolerance  to  these  foods  might  be  raised. 
This  method  so  far  has  not  proved  to  be  ef- 
fective. 

(19)  Nonspecific  Treatment. — The  use  of 
glandular  extracts  should  be  considered  in 
these  cases  of  vasomotor  rhinitis.  In  the 
cases  under  study,  one  patient  was  definitely 
worse  at  the  menopause.  The  administra- 
tion of  estrogenic  substance  parenterally  aided 
her  improvement. 

Vitamin  therapy  was  also  tried  in  only  a 
small  number  of  patients  with  slight  appreci- 
able results.  Some  men  like  Rosenberg6 
and  others  have  shown  that  vitamins  do  play 
an  important  role  in  the  allergic  eczemas, 
asthma,  and  hay  fever. 

The  medicinal  use  of  ephedrine  and  epi- 
nephrine was  tried,  at  times  in  the  form  of 
spray  or  local  application  and  at  times  in  the 


2422 


HENRY  I.  SHAHON 


[N.  Y.  State  J.  M. 


form  of  capsules,  from  3/s  to  3/4  grain  each, 
twice  or  three  times  daily.  Injections  of 
epinephrine  or  adrenalin,  1 to  1,000,  were 
used  only  when  the  symptoms  were  severe 
or  during  a constitutional  reaction.  Not 
many  patients  required  injections  of  adrenalin 
during  their  treatment. 

The  infected  cases — namely,  those  with 
sinus  infection — were  carefully  examined  by 
the  rhinologist,  and  the  necessary  treatment 
was  instituted.  Some  patients  required  suc- 
tion and  packing  of  the  nose  alone;  while 
others  required  puncture  of  the  antrums  with 
subsequent  washings  with  sterile  .isotonic 
solutions.  These  patients  showed  varying 
degrees  of  improvement. 

(20)  Amount  of  Improvement. — The  amount 
of  improvement  that  the  patients  received  is 
as  follows: 

Twenty-one  patients  received  a great  deal 
of  relief — that  is,  they  showed  definite  im- 
provement. The  majority  were  sensitive  to 
house  dust,  feathers,  orris,  and  pollens  on 
direct  testing.  They  were  also  sensitive,  to 
a lesser  degree,  to  foods  and  were  free  from 
any  sinus  infection.  The  therapeutic  meas- 
ures employed  were  those  of  immunization 
or  hyposensitization  and  the  combined  method 
of  trial  and  elimination  of  the  allergenic 
foods. 

Seven  patients  showed  moderate  improve- 
ment— that  is,  the  paroxysms  of  rhinitis  and 
sneezing  became  less  and  less  following  the 
treatment.  Of  these  7 cases,  1 patient  had 
an  infection  of  the  antrum  and  improved  when 
the  rhinologic  treatment  of  suction  and  pack- 
ing was  instituted. 

Five  patients  showed  a slight  degree  of  im- 
provement. Every  one  of  these  had  an  in- 
fection of  the  sinuses — namely,  the  antrums 
or  ethmoids  or  both.  There  were  no  cases 
where  radical  operation,  like  the  Caldwell- 
Luc,  was  necessary. 

Six  other  cases  fared  poorly.  Of  these,  2 
had  sinus  infection  and  were  being  treated; 

1 was  irregular  in  attendance;  another  dis- 
continued the  treatment  too  soon;  the  other 

2 had  other  sensitivities  that  were  overlooked. 

The  last  6 cases  did  not  receive  sufficient 

treatment,  either  specific  or  nonspecific,  and 
were  not  ready  for  an  opinion  as  to  the  degree 
of  improvement  received. 

What  is  the  proper  management  of  the 
other  group  of  allergic  rhinitis  or  vasomotor 
rhinitis  patients  who  present  positive  ante- 
cedent allergic  histories,  positive  clinical 
symptoms  and  signs,  but  no  positive  skin 
tests? 


As  in  the  group  with  positive  skin  tests, 
all  the  ingestants,  inhalants,  and  contactants 
that  are  known  to  cause  any  symptoms  are 
first  eliminated  from  the  patient’s  immediate 
environment  and  diet.  Then,  a careful 
study  of  the  nasal  passages,  roentgen-ray 
studies  of  the  sinuses,  cytologic  and  bacterio- 
logic  studies  of  the  secretions,  and  possible 
antroscopic  studies  of  the  antrums,  together 
with  a careful  history,  are  undertaken.  If 
these  patients  present  any  obstruction  in  the 
nasal  passages — like  organized  polypi,  mark- 
edly deviated  septums,  or  hypertrophied 
turbinates — they  are  removed  or  corrected. 
This  conservative  attitude  should  be  taken 
after  the  allergy  has  been  studied  and  brought 
under  partial  or  complete  control. 

In  individuals  in  whom  allergic  therapy 
fails  to  control  symptoms,  the  repeated  re- 
moval of  polypi,  washings  of  antrums,  or 
local  nasal  therapy  is  justified  provided 
some  relief  is  given  them. 

The  other  methods  that  are  still  being  used 
by  several  rhinologists  are  cauterization  and 
ionization.  Some  use  concentrated  carbolic 
acid  to  paint  the  surface  of  the  mucous  mem- 
brane of  the  nose;  others  use  other  escharot- 
ics — like  trichloracetic  acid — and  the  injec- 
tion of  absolute  alcohol  in  the  subcutaneous 
tissues.  Their  use  is  unscientific,  and  in 
Hansel’s7  and  other  men’s  opinions  they  are 
apt  to  yield  serious  damage  to  the  nasal  mu- 
cosa. According  to  Alexander,8  this  method 
of  cauterization  is  usually  unsuccessful  in 
patients  with  definite  allergies.  Hansel9  again 
recently  stated  that  good  results  might  be  ex- 
pected from  ionization — not  cauterization — 
in  those  vasomotor  rhinitis  patients  with 
negative  skin  tests  and  warned  against  the 
procedure  in  the  presence  of  acute  infection 
of  the  nose  and  sinuses.  The  relief  obtained 
from  either  method  is  usually  temporary, 
and  as  soon  as  the  mucous  membrane  returns 
to  its  original  state  the  symptoms  reappear. 
Other  rhinologists  have  recommended  many 
other  local  therapeutic  measures.  They  are 
warranted  only  when  such  nasal  symptoms 
are  not  controlled  by  the  adequate  allergic 
diagnoses  and  therapy  carried  out  over  a pro- 
longed period  by  an  experienced  allergist. 

The  use  of  vaccines,  as  in  bronchial  asthma, 
should  not  be  overlooked.  The  important 
point,  however,  is  to  recognize  all  allergies 
other  than  bacterial  before  vaccine  therapy 
based  on  sensitization  to  bacteria  is  instituted. 
Either  stock  or  autogenous  preparations  may 
be  employed.  Skin  tests  with  vaccine  are  of 
no  diagnostic  value  so  far  as  the  etiology  of 
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focus  of  infection  in  vasomotor  rhinitis  is  con- 
cerned, but  according  to  Thomas  and  his 
coworkers10  they  are  of  definite  assistance  in 
selecting  a suitable  vaccine  for  the  treatment 
of  each  patient. 

At  the  clinic,  stock  vaccine  is  mostly  used. 
It  contains  these  microorganisms:  Micro- 
coccus catarrhalis,  Friedlander’s  bacillus, 
pneumococcus  (types  I,  II,  III,  and  IV), 
streptococcus  (hemolyticus  and  viridans), 
staphylococcus  (albus  and  aureus),  and 
Bacillus  influenzae.  At  times,  autogenous 
vaccine  is  also  used.  Favorable  results  are 
obtained  as  frequently  with  stock  prepara- 
tions as  with  autogenous  ones.  In  any  given 
case,  however,  one  form  may  succeed  where 
the  other  has  failed.  Dosage  in  vaccine  ther- 
apy usually  starts  with  small  amounts, 
ranging  from  50,000,000  organisms  as  the 
initial  dose  and  gradually  increasing  to  a maxi- 
mum of  1,000,000,000  to  3,000,000,000.  A 
slight  delayed  local  reaction  at  the  site  of  the 
subcutaneous  injection  is  desirable,  but  not 
essential,  for  favorable  results.11  The  doses 
are  usually  given  at  weekly  intervals. 

Physical  allergy  as  a possible  cause  in  a 
small  group  of  vasomotor  rhinitis  is  also  to  be 
considered.  Chilling,  change  in  temperature, 
weather,  location  and  elevation,  humidity 
and  wind  seem  to  exert  a special  influence  on 
these  patients  for  good  or  evil.  They  possibly 
act  as  secondary  factors  in  the  same  manner 
as  vapors,  certain  odors,  and  perfumes  do — 
by  stimulating  the  already  existing  sensitiza- 
tion in  the  cells  of  the  tissue  of  the  upper  part 
of  the  respiratory  tract. 

Menstruation,  pregnancy,  and  dysfunction 
of  the  thyroid  and  other  gonads  have  been 
reported  to  be  of  secondary  influence  in  some 
of  the  vasomotor  rhinitis  cases  also.  It  is, 
however,  possible  that  fluctuations  in  the  fe- 
male sex  hormone  may  change  the  allergic 
balance.  Some  are  of  the  opinion  that  the 
adrenals  play  a greater  role  in  allergy.  It  is  a 
well-known  fact  that  epinephrine  relieves 
and  controls  any  allergic  manifestations,  even 
though  transitory.  It  is  also  a fact  that  low 
blood  pressure  often  exists  in  a large  percent- 
age of  allergic  patients.  All  this  suggests  a 
deficiency  in  adrenal  activity.  No  striking 
results  have  so  far  been  obtained  from  the  in- 
gestion or  injection  of  adrenal  substance. 

Nervousness,  excitement,  and  emotion  as 
secondary  factors  have  been  mentioned  to  ex- 
aggerate any  allergic  state.  The  general 
trend  is  to  condemn  them  when  no  other  aller- 
gic causes  have  been  found. 


Conclusions 

A series  of  45  cases  were  taken  at  random 
from  the  allergy  clinic  for  adults  of  the  New 
York  Post-Graduate  Medical  School  and 
Hospital  for  purpose  of  study  with  twenty 
points  in  mind.  Each  point  has  been  thor- 
oughly discussed  in  this  paper  under  separate 
headings,  and  as  a result  the  following  recom- 
mendations have  been  drawn : 

1.  To  remove  all  the  positive  inhalants 
and  foods,  particularly  those  that  are  known 
to  cause  symptoms,  from  the  patient’s  en- 
vironment and  diet. 

2.  To  employ  the  immunization  or  hypo- 
sensitization method  when  necessary.  To 
remember,  of  course,  the  long  period  of  time 
necessary  for  successful  immunization,  from 
six  months  to  a year  or  longer. 

3.  To  make  a careful  survey  of  the  pa- 
tient’s diet  and  eliminate  the  foods  with  posi- 
tive skin  tests  from  the  diet,  but  to  use  good 
judgment  and  discretion  in  their  elimina- 
tion. If  positive  symptoms  exist  following 
their  ingestion,  to  remove  them  immediately. 
To  take  care  also  not  to  endanger  the  pa- 
tient’s health  by  too  much  elimination,  for 
more  harm  can  be  done  by  starvation. 

4.  To  remove,  if  present,  all  foci  of  in- 
fection— like  sinusitis,  infected  teeth,  and 
others. 

5.  To  prescibe  the  necessary  medicinal 
treatment  even  though  it  is  palliative  at 
first.  The  useful  drugs  are  ephedrine  and 
epinephrine  or  adrenalin.  Be  on  the  lookout 
for  ephedrine  sensitivity.  Also,  to  use  vita- 
mins when  indicated  and,  likewise,  glandular 
extracts  in  the  suspected  cases  of  hypogonad- 
ism, particularly  at  or  near  the  menopause. 
Calcium  and  potassium  are  as  yet  of  doubtful 
value. 

6.  A change  in  locality  is  sometimes  ad- 
visable in  some  cases.  It  is  best  to  tell  the 
patient  to  go  to  a dry  and  warm  climate. 
High  altitudes  seem  to  agree  with  the  allergic 
patient. 

7.  The  following  recommendations  are  to 
be  given  the  vasomotor  rhinitis  sufferers: 
(a)  not  to  live  in  damp  places,  like  basements 
or  cellars;  (b)  not  to  sleep  on  feather  pillows 
or  mattresses;  (c)  not  to  have  any  pets  (dog, 
cat,  etc.)  at  home;  (d)  not  to  use  face  powder 
or  other  cosmetics  containing  orris  root;  (e) 
not  to  be  engaged  in  dusty  occupations,  like 
tailoring,  milling,  and  sweeping;  (f)  not  to 
use  perfumes  of  any  kind  on  their  clothes  or 
hair  and  lotions  for  setting  the  hair;  (g)  not 
to  undertake  long  automobile  rides,  particu- 
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larly  in  an  open  car,  and  not  to  remain  too 
long  in  crowded  places. 

8.  Finally,  not  to  lose  sight  of  the  fact 
that  we  are  dealing  with  a constitutional 
illness  and  not  of  vasomotor  rhinitis  alone. 
Hence,  steps  are  to  be  taken  to  correct  any 
abnormalities  and  to  treat  any  other  local  or 
systemic  disturbances  that  may  be  impairing 
the  patient’s  health.  In  this  manner  one 
assists  in  restoring  these  poor  unfortunates  to 
as  nearly  a normal  state  as  possible. 
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NEW  MOTOR  VEHICLE  SAFETY-RESPONSIBILITY  LAW 

A special  bulletin  from  Joseph  S.  Lawrence , M.I).,  Legislative  Bureau  of  the  State  Society , dated 
November  18, 19A1,  reads  as  follows: 


“Are  you  familiar  with  the  provisions  of  this 
new  law  which  will  go  into  effect  January  1, 
1942?  If  you  are  not,  may  I suggest  that  the 
next  time  you  stop  at  a filling  station  for  oil  or 
gasoline,  you  ask  for  a pamphlet  entitled  You 
and  the  New  Motor  Vehicle  Safety-Responsibility 
Law,  which  was  published  by  the  State  Depart- 
ment of  Taxation  and  Finance. 

“The  new  law  does  not  compel  owners  of 
motor  vehicles  to  be  insured — that  is,  it  is  not  a 
compulsory  insurance  measure — but  it  does 
oblige  owners  to  guarantee  to  maintain  proof  of 
future  financial  responsibility. 

“The  principal  provision  in  which  hospitals 
and  physicians  will  be  interested  is  that  any 
owner  of  an  automobile  is  liable  for  payment  in 
full  of  all  expenses  resulting  from  personal  in- 
jury to  anyone  involved  in  an  accident  where  his 
car  is  at  fault.  Therefore,  hereafter  the  hos- 
pital or  physicians  rendering  services  to  persons 
injured  in  automobile  accidents  should  not  suffer 
the  financial  losses  that  they  have  suffered  in 
the  past. 

“If  an  operator  or  owner  involved  in  an  acci- 
dent was  not  insured  or  bonded,  he  must  meet 
two  specific  requirements  of  the  act  if  he  wishes 
to  retain  driving  and  registration  privileges; 
(1)  immediately  put  up  sufficient  security  to 
satisfy  any  judgment  that  might  result  from  the 
accident  and  (2)  immediately  furnish  proof  of 
financial  responsibility  for  the  future. 

“Bills  should  be  rendered  promptly  to  the 
patient  or  notice  served  the  patient  that  the 
bill  will  be  rendered  in  due  time.  If  the  re- 
sponsibility for  the  accident  is  not  his,  he  will 
pass  the  bill  to  the  responsible  party.  Since  the 
Commissioner  of  Motor  Vehicles  is  empowered 
to  suspend,  within  from  ten  to  forty-five  days 
after  receiving  a report  of  the  accident  that  re- 
sulted in  bodily  injury,  the  driving  license  of 
operators  and  all  registration  certificates  and 
plates  of  owners  of  motor  vehicles  in  any  manner 


involved  in  the  accident,  unless  they  pay  the 
bills  or  assume  responsibility  for  their  payment, 
it  is  obvious  that  the  responsible  parties  will 
attempt  to  effect  prompt  settlement. 

“This  law  should  accomplish  everything  that 
we  had  hoped  to  achieve  through  our  lien  bill,  so 
far  as  automobile  accidents  are  concerned. 

“The  Department  of  Motor  Vehicles  has  of- 
fered to  detail  one  of  its  staff  to  discuss  and  ex- 
plain the  law  to  any  medical  society  that  might 
make  a request.  There  is  much  more  to  the 
law  than  the  features  I have  mentioned  above; 
for  instance,  a man  cannot  escape  his  respon- 
sibility by  going  into  bankruptcy.  If  he  loses 
the  license  for  operating  one  car,  automatically 
he  loses  the  licenses  for  any  other  cars  that  he 
may  have  in  his  possession.  Until  the  judgment 
is  satisfied,  a car  from  which  a license  has  been 
suspended  or  revoked  cannot  be  licensed  by  any 
other  person.  This  means  that  ‘if  a person  sells 
his  car  or  transfers  it  to  another  member  of  his 
family  or  anyone  else  after  losing  his  registra- 
tion privileges  for  any  of  the  reasons  above 
named,  the  new  owner  will  not  be  able  to  obtain 
registration  plates  in  this  state  for  the  car/ 
The  law  applies  to  drivers  from  other  states 
while  they  are  operating  cars  in  this  state. 

“If  a person  who  has  neither  license  nor  regis- 
tration becomes  subject  to  the  law  as  the  re- 
sult of  an  accident,  he  will  be  barred  from  driving 
or  registering  a car  in  this  state.  Failure  to 
report  an  accident  constitutes  a misdemeanor 
and  is  ground  for  suspension  of  the  driver’s 
license  or  registration,  or  both,  of  the  person 
failing  to  make  a required  report. 

“The  new  law  does  not  apply  to  any  judg- 
ments or  civil  actions  arising  out  of  accidents  oc- 
curring before  January  1, 1942. 

“Since  this  description  and  explanation  are  so 
limited,  if  any  questions  should  arise,  I shall  be 
glad  to  make  an  effort  to  answer  them  if  you 
give  me  the  opportunity.” 


INCREASE  IN  HEIGHT  AND  WEIGHT  AMONG  THE 
UNDERPRIVILEGED 

Samuel  C.  Karlan,  M.D.,  Dannemora,  New  York 


A NUMBER  of  studies  have  been  made 
which  indicate  that  the  general  height 
and  weight  of  the  race  is  increasing.  Mosher1 
noted  that  the  height  of  Stanford  University 
women  students  had  increased  2.5  cm.  in 
thirty  years.  Gray2  observed  that  American 
boys  of  American-born  parents  were  more 
than  2 inches  taller  than  the  same  type  fifty 
years  earlier.  A study3-4  made  at  Harvard 
University  which  compared  the  heights  of 
1,166  fathers  and  1,461  sons  indicated  that 
the  mean  height  of  the  fathers  was  68.6 
inches  while  that  of  the  sons  was  70  inches. 
Chenoweth5  compared  the  heights  and  weights 
of  college  freshmen  who  had  been  admitted  to 
the  University  of  Cincinnati  from  1916  to 
1936  and  noted  that  the  men  increased  in 
height  from  67.45  inches  to  69.23  inches  and 
in  weight  from  132.05  pounds  to  141.79 
pounds.  He  therefore  concluded  that  man- 
kind was  steadily  growing  taller  and  at- 
tributed it  to  the  higher  standards  of  living, 
higher  degree  of  health  intelligence,  decrease 
in  communicable  disease,  and  better  nutri- 
tion. 

Many  investigations6  show  that  economic 
status  and  social  position  influence  growth  a 
great  deal.  Chenoweth  also  observed  that 
the  mean  height  of  the  students  at  the  Univer- 
sity of  Cincinnati  was  slightly  lower  than 
that  at  Harvard  and  attributed  it  to  the 
greater  wealth  and  social  position  of  the 
latter  group.  However,  the  studies  men- 
tioned above  dealt  almost  entirely  with  the 
middle  and  upper  classes  from  which  the 
vast  majority  of  college  students  are  drawn. 
We  therefore  thought  that  it  would  be  of 
scientific  value  to  determine  how  the  heights 
and  weights  varied  in  the  lower  classes  of 
society.  We  could  not  find  a more  representa- 
tive sample  of  the  poorer  elements  and  those 
with  the  lowest  social  position  than  the  in- 
mates of  a state  prison.  Moreover,  this  ma- 
terial lent  itself  to  investigations  of  this  na- 
ture since  we  had  reliable  data  as  to  height 
and  weight  in  the  records  of  the  inmates. 

A study  was  therefore  made  of  the  heights 
and  weights  of  all  the  admissions  to  the  Clin- 
ton State  Prison  from  January  1,  1910,  to 
October  1,  1940.  These  were  all  sorted  with 


respect  to  their  year  of  birth  so  as  to  create 
age  groups  that  passed  through  their  period 
of  growth  at  approximately  the  same  time. 
The  dates  of  birth  varied  from  1840  to  1923 
but,  since  there  were  too  few  cases  in  some  of 
these  years,  only  the  years  1871  to  1920  were 
used.  We  thus  found  10,923  cases  suitable 
for  our  investigation.  The  mean  heights 
were  then  calculated  for  each  five-year  pe- 
riod. Because  of  the  influence  of  age  on 
weight,  the  cases  for  each  year  of  birth  were 
further  divided  into  three  age  groups:  17  to 
29  years,  30  to  39  years,  and  over  40  years 
according  to  their  age  on  admission  to  prison. 
The  mean  weights  were  then  calculated  for 
each  ten-year  period.  The  average  devia- 
tions and  probable  errors  were  derived  for  all 
the  means.  The  results  are  given  in  Tables  1 
and  2. 

There  was  a difference  in  height  of  1.4 
inches  between  those  born  in  1871  to  1875 
and  those  born  in  1916  to  1920.  Since  this 
is  thirteen  times  the  probable  error  (a  dif- 
ference of  twice  the  probable  error  being  suf- 
ficient to  make  a result  statistically  signifi- 
cant), we  must  conclude  that  even  the  under- 
privileged are  increasing  in  height.  How- 
ever, we  must  also  note  that  the  gain  in  height 
for  a period  of  fifty  years  was  equal  only  to 
the  gain  achieved  by  the  Cincinnati  students 
in  twenty  years  and  by  the  Harvard  students 
in  one  generation.  Moreover,  while  the 
Cincinnati  students  were  about  0.7  to  1.2 
inches  shorter  than  the  wealthier  Harvard 
boys,  the  Clinton  Prison  inmates  were  about 
1.5  inches  shorter  than  the  Cincinnati  fresh- 
men. We  may  therefore  say  that  our  rising 
standard  of  living,  improved  health  condi- 
tions, and  better  nutrition  have  affected  the 
poor  and  the  underprivileged,  as  well  as  the 
other  groups  of  society,  although  to  a lesser 
extent. 

A gain  in  weight  was  also  found  between 
the  inmates  born  in  1871  to  1880  and  those 
born  in  later  years.  The  group  that  was  17 
to  29  years  of  age  showed  an  increase  of  2.7 
pounds  (about  six  times  the  probable  error) 
in  thirty  years.  The  group  that  was  30  to 
39  years  of  age  had  an  increase  of  5.2  pounds 
in  thirty  years  (about  eight  times  the  probable 
error).  The  group  over  40  years  of  age  on 
admission  to  prison  showed  a difference  of 


From  the  Clinton  State  Prison,  Dannemora.  Dr. 
Karlan  is  at  the  Dannemora  State  Hospital. 
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TABLE  1. — Heights  of  Inmates,  1871-1920 


Year  of  Birth 

Number 
of  Cases 

Mean 
Height 
in  Inches 

Probable 

Error, 

Inches 

1871-1875 

376 

66.3 

±0.12 

1876-1880 

582 

66.6 

±0.09 

1881-1885 

976 

66.6 

±0.07 

1886-1890 

1422 

66.3 

±0.06 

1891-1895 

1721 

66.5 

±0.05 

1896-1900 

1728 

66.7 

±0.05 

1901-1905 

1495 

67.0 

±0.05 

1906-1910 

1232 

67.3 

±0.06 

1911-1915 

1017 

67.6 

±0.07 

1916-1920 

374 

67.7 

±0.11 

TABLE  2 — 

-Weights  of 

Inmates, 

1871-1920 

Year  of  Birth 

Number 
of  Cases 

Mean 
Weight 
in  Pounds 

Probable 

Error 

(a)  17-29  Years  of  Age  on  Admission 


1881-1890 

1017 

144.6 

±0.4 

1891-1900 

2137 

145.2 

±0.3 

1901-1910 

1972 

147.4 

±0.3 

1911-1920 

1391 

147.3 

±0.4 

(b) 

30-39  Years  of  Age 

on  Admission 

1871-1880 

447 

144.7 

±0.7 

1881-1890 

867 

149.6 

±0.6 

1891-1900 

958 

151.4 

±0.6 

1901-1910 

755 

149.9 

±0.6 

(c) 

Over  40  Years  of  Age  on  Admission 

1871-1880 

505 

151.5 

±0.8 

1881-1890 

514 

154.2 

±0.8 

1891-1900 

360 

157.6 

±0.9 

6.1  pounds  (about  six  times  the  probable 
error).  All  these  results  are  statistically 
significant,  although  they  are  all  appreciably 
lower  than  the  difference  of  9.7  pounds  shown 
by  the  Cincinnati  students.  Incidentally, 
it  may  be  noted  that  among  the  poor,  as  well 
as  among  the  wealthy,  weight  tends  to  in- 
crease with  age,  since  the  group  over  40  years 


old  was  7 to  10  pounds  heavier  than  the  group 
17  to  29  years  of  age. 

Summary 

1.  Prison  inmates  born  in  1916  to  1920 
were  1.4  inches  taller  than  those  born  in  1871 
to  1875  and  2.7  to  6.1  pounds  heavier. 

2.  Even  the  poorer  and  underprivileged 
groups  of  society  are  improving  in  height  and 
weight.  However,  this  improvement  is  not 
so  high  as  that  shown  among  the  wealthier 
and  more  comfortable  groups. 

3.  It  is  likely  that  the  increase  in  height 
and  weight  is  due  to  better  nutrition,  higher 
standards  of  living,  and  better  health  condi- 
tions, all  of  which  have  improved  appreciably 
even  among  the  lower  strata  of  society. 
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Distribution  of  Sulfadiazine  by  the 
New  York  State  Department  of  Health 

Early  in  December  the  New  York  State  Department  of  Health  began  the  distribu- 
tion of  sulfadiazine  throughout  New  York  State,  exclusive  of  New  York  City,  to  regis- 
tered Doctors  of  Medicine  and  hospitals  for  the  treatment  of  pneumococcic  infections. 
As  with  sulfapyridine  and  sulfathiazole,  state-issued  sulfadiazine  is  intended  only  for 
those  patients  for  whom  purchase  of  this  drug  would  be  a hardship. 

The  new  drug,  in  packages  of  60  tablets  of  0.5  Gm.  each,  may  be  obtained  in  the 
same  manner  and  from  the  same  laboratory  supply  stations  as  those  furnishing  the 
older  compounds.  In  compliance  with  the  ruling  of  the  State  Board  of  Pharmacy,  the 
actual  signature  of  physicians  requesting  sulfonamide  drugs  is  required;  the  printed 
request  slip  prepared  by  the  Health  Department  is  preferred,  but  a prescription  or  a 
letter  signed  by  the  physician  will  be  acceptable. 

Sulfadiazine  should  not  be  used  for  the  treatment  of  gonococcic  infections,  since 
experience  indicates  that  it  is  not  so  effective  in  such  cases  as  sulfathiazole  or  sulfa- 
pyridine. Physicians  are  requested  not  to  use  state-supplied  sulfadiazine  for  any 
infections  other  than  pneumococcic,  and  they  are  urged  to  be  careful  not  to  leave  in 
the  home  such  tablets  as  may  remain  when  cure  has  been  effected,  lest  self-medication 
of  other  diseases  and  possible  toxic  reactions  result. 


Diagnosis 


CLINICOPATHOLOGICAL  CONFERENCES 

Fourth  Medical  Division  of  Bellevue  Hospital 


History 

The  patient  was  a 66-year-old  white  man 
admitted  on  October  2,  1941,  complaining  of 
shortness  of  breath  and  swelling  of  the  feet 
and  ankles  of  three  weeks’  duration.  It  was 
difficult  to  obtain  an  adequate  history  due  to 
the  fact  that  there  was  marked  language 
difficulty.  It  was  known,  however,  that  he 
had  been  treated  at  Bellevue  Hospital  about 
one  and  one-half  years  ago  for  congestive 
failure.  He  apparently  had  no  further 
difficulties  until  three  weeks  previous  to 
admission  when  he  suffered  shortness  of  breath 
and  swelling  of  both  feet  and  ankles.  This 
gradually  progressed  in  severity  until  about 
three  days  prior  to  admission  when  he  said 
he  suffered  sharp  pain  in  the  lower  right  por- 
tion of  his  chest.  Past  history  was  essentially 
negative  except  for  that  noted  above. 

The  patient  was  described  as  an  elderly, 
acutely  ill,  cyanotic,  dyspneic,  and  orthopneic 
white  man.  He  appeared  to  be  in  consider- 
able distress  and  there  were  signs  of  marked 
dehydration  noted.  On  admission  the  tem- 
perature was  101.6  F.;  pulse  (radial),  72, 
apex,  120;  respirations,  36;  and  blood 
pressure,  170/115.  An  examination  of  the 
skull  was  negative.  The  pupils  were  equal 
and  regular  and  reacted  to  light  and  accom- 
modation; the  extraocular  movements  were 
normal.  The  conjunctivae  were  injected 
and  suffused  with  a foul  discharge.  The  ears 
were  essentially  negative  as  was  the  nose. 
On  examination  of  the  mouth  four  carious 
teeth  were  all  that  remained.  The  breath 
was  fetid;  the  tongue  was  coated  and  dry. 
The  pharyngeal  mucous  membranes  were 
moderately  injected.  The  neck  veins  were 
described  as  distended,  the  thyroid  was  not 
palpable,  and  there  was  no  palpable  adenop- 
athy. The  thoracic  cage  was  emphysema- 
tous in  type  and  respiratory  lag  was  noted  on 
the  right.  Cutaneous  hyperesthesia  was  de- 
scribed over  the  right  side  of  the  chest  pos- 
teriorly. There  was  flatness  at  the  right  base 
on  percussion  and  the  breath  sounds  were 
diminished,  but  fine  inspiratory  crackling 
rales  were  heard  as  high  as  the  sixth  dorsal 
vertebra.  The  percussion  note  at  the  left 
base  was  considered  to  be  dull  and  a few  moist 


rales  were  heard  over  this  area.  The  heart 
was  enlarged  to  the  anterior  axillary  line  in 
the  fifth  intercostal  space.  The  point  of 
maximal  impulse  was  considered  forceful  and 
a systolic  thrill  was  palpable  over  this  area. 
A harsh,  high-pitched  systolic  murmur  was 
audible  over  the  mitral  area.  Because  of  the 
rapid  fibrillation  the  examiner  could  not  be 
sure  as  to  the  presence  of  any  other  murmurs. 
A pulse  deficit  of  approximately  40  was  noted. 
There  was  voluntary  abdominal  spasm  and 
no  masses  were  felt  at  the  time  of  this  exami- 
nation. The  liver  and  spleen  were  apparently 
not  enlarged  and  a rectal  examination  re- 
vealed no  gross  abnormalities.  The  genitalia 
were  those  of  a normal  man.  There  was  4 
plus  pitting  edema  of  both  legs  up  to  the  knees; 
the  reflexes  were  physiologic. 

The  patient  was  digitalized  on  admission 
and  put  on  pneumonia  routine  with  sulfa- 
pyridine.  A sputum  specimen  was  purulent 
but  not  bloody.  The  fibrillation  persisted  in 
spite  of  digitalization  at  the  very  rapid  rate 
noted  on  admission.  The  signs  in  the  right 
lower  lobe  persisted  as  noted.  After  a period 
of  five  days,  dehydration  was  still  present  and 
fluids  up  to  2,000  cc.  per  day  were  continued. 
The  temperature  remained  at  the  approximate 
level  of  101.0  F.  in  spite  of  adequate  level  of 
9.7  mg.  blood  sulfonamide  level.  On  the 
fourth  day  the  drug  was  changed  to  sulfa- 
thiazole,  and  this  was  continued  until  the 
seventh  day  when  sodium  sulfapyridine  was 
administered  intravenously.  This  was  con- 
tinued until  the  time  of  the  patient’s  death. 
A chest  tap  was  performed  and  100  cc.  of 
thin  bloody  fluid  was  removed  from  the  right 
side  of  the  chest.  The  patient  went  pro- 
gressively downhill  and  expired  on  the  eighth 
hospital  day. 

Laboratory  Findings.  — The  urinalysis 
showed  a specific  gravity  of  1.023,  a trace  of 
albumin,  and  one  red  blood  cell  per  high-power 
field.  The  white  blood  count  was  18,740 
with  88  per  cent  polymorphonuclears  and  12 
per  cent  lymphocytes;  the  red  blood  cell 
count  was  5,120,000  with  100  per  cent  hemo- 
globin. A sputum  examination  revealed  type 
IV  pneumococcus.  The  blood  Wassermann 
reaction  was  negative.  The  blood  non- 
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protein  nitrogen  on  admission  was  43;  on 
the  sixth  day,  48.  The  blood  sugar  was  133; 
the  blood  chlorides  ranged  from  429  to  460. 
The  blood  sulfonamide  levels  were  9.7  mg.  on 
two  occasions.  The  temperature  until  two 
days  before  death  remained  at  approximately 
101.0  F.;  on  the  seventh  day  it  spiked  to 
103  F.  and  rose  similarly  on  the  day  of  death. 
An  electrocardiogram  taken  on  the  second 
day  revealed  a ventricular  rate  of  100  in  the 
presence  of  auricular  fibrillation.  There  was 
moderate  left  axis  deviation;  QRS  complex, 
0.08  second.  There  was  depression  of  the 
R-T  segment  in  leads  I and  II  and  a diphasic 
T wave  in  leads  III  and  IV,  with  a deep  Q 
in  lead  III;  frequent  premature  ventricular 
contractions  were  present.  The  picture  was 
that  of  marked  myocardial  damage. 

Discussion 

Dr.  Emanuel  Appelbaum:  This  patient 
presented  two  groups  of  signs  and  symptoms 
which  may  or  may  not  have  been  closely 
related — namely,  cardiac  and  pulmonary. 
With  regard  to  the  cardiac  status,  there  was 
definite  evidence  of  congestive  heart  failure 
associated  with  cardiac  hypertrophy,  dilata- 
tion, and  auricular  fibrillation.  It  was  diffi- 
cult to  decide  whether  this  was  a case  of  hyper- 
tension with  superimposed  arteriosclerotic 
heart  disease  or  an  instance  of  chronic  mitral 
valvular  disease.  The  murmur  over  the 
mitral  area  was  certainly  a harsh  one.  It 
must  also  be  borne  in  mind  that  occasionally 
we  see  large  failing  hearts  that  cannot  be 
clearly  defined  pathologically.  Our  impres- 
sion was  that  this  was  an  instance  of  hyper- 
tensive and  arteriosclerotic  heart  disease 
with  perhaps  some  damage  to  the  mitral  valve. 

With  regard  to  the  pulmonary  features  it 
should  be  noted  that  a diagnosis  of  pneumonia 
due  to  Pneumococcus  type  IV  was  made 
shortly  after  admission.  When  the  patient 
did  not  respond  to  sulfonamides  in  the  usual 
manner,  it  became  necessary  to  investigate 
the  cause  of  the  therapeutic  failure.  Several 
possibilities  had  to  be  considered.  First,  the 
causative  pneumococcus  might  have  become 
sulfonamide-fast.  There  is  experimental  evi- 
dence to  indicate  that  if  an  organism  becomes 
resistant  to  one  sulfonamide  it  is  also  re- 
sistant to  all  sulfonamides.  Clinically,  how- 
ever, that  does  not  necessarily  hold  true. 
Also  it  was  possible  that  the  pneumonia  was 
an  atypical  one,  due  to  a bacterial  agent  other 
than  the  pneumococcus,  or  perhaps  of  virus 
etiology.  It  is  generally  stated  that  these 
atypical  pneumonias  do  not  respond  to  sulfon- 


amides. In  our  experience,  however,  we  have 
on  occasion  observed  such  cases  make  a 
satisfactory  response  to  sulfonamides.  The 
possibility  that  the  patient  had  a pulmonary 
neoplasm  had  to  be  considered.  We  have  all 
seen  cases  of  bronchogenic  carcinoma  mas- 
querade as  pneumonia.  The  finding  of  bloody 
fluid  from  the  right  pleural  cavity  lent  some 
support  to  this  idea.  Another  possibility  to 
be  considered  was  pulmonary  congestion  with 
edema  which,  not  infrequently,  simulates 
pneumonia.  Finally,  we  had  to  consider  the 
possibility  of  pulmonary  embolic  infarctions 
that  are  frequently  mistaken  for  an  atypical 
or  bronchopneumonia,  especially  when  the 
infarcts  are  multiple — and,  as  a rule,  they  are 
multiple.  This  type  of  pulmonary  infarction 
is  caused  by  moderate-sized  emboli  occluding 
secondary  or  tertiary  pulmonary  artery 
branches.  The  small  emboli,  as  a rule,  pre- 
sent no  symptoms,  and  a large  embolus  oc- 
cluding the  pulmonary  artery  or  one  of  its 
major  branches  produces  a severe  clinical 
picture  with  dyspnea,  cyanosis,  substernal 
pain,  collapse  and,  frequently,  death. 

It  is  important  to  bear  in  mind  the  relative 
frequency  of  pulmonary  infarction  in  necropsy 
material  both  among  cardiac  and  noncardiac 
patients,  but  particularly  the  former,  the 
estimated  incidence  of  this  complication  being 
8 per  cent.  The  majority  of  pulmonary  in- 
farcts complicates  heart  disease,  such  as 
coronary  occlusion  with  myocardial  infarction, 
hypertensive  heart  disease,  rheumatic  hearts 
usually  with  mitral  stenosis  and  auricular 
fibrillation,  subacute  bacterial  endocarditis, 
and  a group  of  patients  with  cardiac  enlarge- 
ment with  auricular  fibrillation  or  flutter  and 
no  other  abnormality.  Most  of  the  patients 
with  pulmonary  infarction  are  in  congestive 
failure,  which  masks  the  infarct  and  makes  the 
diagnosis  difficult.  Important  clues  to  diag- 
nosis may  be  marked  dyspnea,  pleuritic  pain, 
persistent  fever  and  tachycardia,  recurrent 
hemoptysis,  and  jaundice.  When  a patient 
presents  these  symptoms,  which  are  difficult 
to  evaluate,  the  physician  must  think  not  only 
of  pulmonary  infection  but  also  of  pulmonary 
infarction. 

It  is  also  important  to  remember  that 
pulmonary  infarction  in  noncardiac  patients 
may  simulate  heart  disease  by  producing 
cor  pulmonale  or  by  producing  rales  and 
edema  suggesting  left  ventricular  failure. 
One  must  bear  in  mind,  also,  that  pulmonary 
infarcts  may  be  complicated  by  pneumonia 
or  may  be  infected.  The  infection  in  such 
instances  may  lead  to  suppurative  pneumonitis 
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and  may  extend  to  the  pleura,  producing  a 
suppurative  pleuritis.  Various  streptococci 
or  pneumococci  are,  as  a rule,  the  organisms 
that  cause  such  an  infection,  and  they  are 
derived  from  the  respiratory  tract,  dissemi- 
nating in  a bronchogenic  manner. 

The  source  of  pulmonary  embolism  may  be 
a thrombus  or  vegetation  from  the  heart, 
but  the  great  preponderance  of  these  emboli 
are  derived  from  the  veins  of  the  pelvis  and 
of  the  leg,  most  commonly  the  latter,  especially 
in  the  region  of  the  popliteal  vein.  In  this 
connection  I should  like  to  mention  the  not 
infrequent  cases  of  septic  abortion  with 
embolization  to  the  lungs  which  masquerade 
as  a pneumonia. 

I have  discussed  this  problem  somewhat  in 
detail  because  medical  men  frequently  over- 
look this  important  complication  of  heart 
disease.  In  summary,  we  had  a patient  with 
marked  congestive  heart  failure  who  also  had 
pulmonary  signs  suggestive  of  pneumonia. 
The  patient  did  not  respond  to  sulfonamides. 
Various  possibilities  for  the  patient’s  failure 
to  respond  were  suggested.  Personally,  I felt 
that  the  patient  did  not  have  pneumonia  but 
had  multiple  pulmonary  embolic  infarcts. 

Dr.  Arnold  Koffler:  There  are  several 
features  that  I should  like  to  discuss  in  this 
case,  principally  in  relation  to  the  pulmonary 
findings.  The  failure  to  respond  to  sulfon- 
amides within  a reasonable  period  of  time — 

i.e.,  forty-eight  hours — is  presumptive  evi- 
dence that  the  process  was  not  pneumonic. 
Other  features  of  this  case  were  the  presence 
of  pain  of  three  days’  duration  and  a definite 
hyperesthesia  of  the  chest  wall.  This  combi- 
nation is  not  at  all  uncommon  in  pulmonary 
infarction  and  the  presence  of  bloody  fluid 
strongly  suggests  this  diagnosis.  In  addition, 
there  is  no  doubt  that  this  patient  had  hyper- 
tensive heart  disease  with  auricular  fibrilla- 
tion. The  possible  foci  of  embolization  are 
naturally  two  in  number:  first,  mural  throm- 
bus and,  second,  a peripheral  vein.  Either 
one  is  a possibility. 

Dr.  Max  Trubek:  The  cardiac  enlarge- 
ment was  due  to  hypertensive  disease.  I do 
not  feel  that  this  patient  had  pneumonia  in 
spite  of  the  finding  of  pneumococci  in  the 
sputum,  but  there  was  probably  pulmonary 
edema  with  a hypostatic  pneumonia.  Statis- 
tics for  many  years  have  shown  that  the  occur- 
rence of  pulmonary  infarction  is  far  more  fre- 
quent than  that  of  lobar  pneumonia  in  pa- 
tients in  cardiac  failure  who  present  physical 
findings  of  consolidation. 

Dr.  Mennasch  Kalkstein:  Among  the 


remaining  problems  with  which  pneumonia 
study  is  concerned  is  that  of  the  cases  that 
do  not  respond  to  modern  therapy.  Chemo- 
therapy, as  we  know,  has  been  extremely 
effective  in  reducing  the  mortality  from  this 
disease.  There  remains,  however,  a not  in- 
considerable mortality,  in  addition  to  which 
some  cases,  in  spite  of  recovery,  do  not  respond 
in  the  fashion  that  is  considered  typical. 
We  are  now  analyzing  the  accumulated  cases 
of  the  pneumonia  study  conducted  on  the 
First,  Second,  and  Fourth  divisions  of  Bellevue 
Hospital  during  the  past  three  years  in  an 
attempt  to  determine  the  causes  of  failure  of 
modern  therapy.  The  incomplete  data  sug- 
gests the  following  tabulation. 

I.  Misdiagnosis 

A.  Suppurative  lung  disease. 

1.  Lung  abscess. 

2.  Bronchiectasis. 

3.  Endobronchial  obstruction 
with  suppurative  infection, 
including  bronchogenic  carci- 
noma. 

B.  Pulmonary  tuberculosis  including 
pleurisy  with  effusion. 

C.  Pulmonary  infarction  with  or  with- 
out infection. 

D.  Cardiac  failure;  acute  localized 
pulmonar}'  engorgement  may 
closely  resemble  pneumonia;  diffuse 
congestion  may  resemble  broncho- 
pneumonia. 

II.  Complications  of  Pneumonia 

These  include  empyema,  bacterial  endo- 
carditis, meningitis.  Serum  sickness 

may  be  a complication  of  treatment. 

III.  Associated  Conditions 

A.  Renal  insufficiency. 

B.  Pneumonia  with  congestive  heart 
failure. 

C.  Diabetes  mellitus. 

D.  Associated,  unrelated  infection. 

IV.  Resistant  Organisms 

A.  Rarely  pneumococcus.  Pneumo- 
coccus resistance  to  sulfonamides 
may  be  induced  and  this  strain 
remain  pathogenic.  Resistant 
strains  develop  in  the  course  of 
pneumococcic  endocarditis. 

B.  “So-called  virus”  pneumonia.  This 
usually  does  not  respond  to  sulfon- 
amides but  runs  a relatively  benign 
course. 

C.  Other  pyogenic  organisms,  includ- 
ing Staphylococcus  aureus  hemo- 
lyticus  and  Bacillus  Friedlander. 
The  response  of  these  organisms  is 
variable. 

D.  Streptococcus  viridans  has  been 
shown  to  be  capable  of  producing  a 
severe  pulmonary  infection  with 
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little  or  no  response  to  sulfonamides. 
E.  Psittacosis,  typhoid  fever. 

V.  Drug  Fever 

The  disease  may  be  cured  by  withdraw- 
ing the  drug.  Sulfathiazole  produces 
drug  fever  most  often.  The  possibility 
of  this  condition  must  not  be  overlooked, 
since  its  recognition  is  usually  followed 
by  cure,  while  serious  results  follow  the 
continued  administration  of  the  drug. 

VI.  Low  Blood  Sulfonamide  Level 

This  may  be  inadequate  as  a result  of 
improper  administration,  vomiting,  fail- 
ure to  absorb,  rapid  excretion,  or  high 
acetylation.  It  is,  therefore,  incumbent 
on  the  clinician  to  check  these  levels 
frequently. 

VII.  Indeterminate 

Unfortunately,  while  this  group  is  small, 
the  cause  of  failure  may  not  be  ap- 
parent. Overwhelming  infection  with  a 
highly  virulent  organism  or  lessened 
resistance  with  poor  humoral  response 
on  the  part  of  the  host — especially  with 
pregnancy,  chronic  alcoholism,  or  in  late 
cases — accounts  for  some  of  these 
failures.  It  may  be  that  in  this  group 
serum  would  be  of  added  value. 

Pneumonia  adequately  treated  with  chemo- 
therapy before  the  fourth  day  of  the  disease  in 
the  absence  of  complicating  factors  should 
result  in  almost  100-per  cent  cure.  Where 
the  response  is  absent  or  slow  there  is  probably 
an  underlying  cause. 

Pathology 

Dr.  Max-Wilhelm  Johannsen:  The  body 
was  that  of  a senile  white  man.  There  was 
no  edema,  clubbing,  cyanosis,  or  jaundice. 
On  opening  the  left  pleural  cavity,  it  was 
found  to  contain  a moderate  amount  of  clear 
straw  colored  fluid.  The  right  pleural  cavity 
contained  a moderate  amount  of  blood-tinged 
fluid  which  was  divided  into  loculated  areas 
by  extensive  thick,  soft  adhesions  over  the 
middle  and  lower  lobes.  The  right  lung  was 
covered  over  the  middle  and  lower  lobes 
with  a thick,  soft,  fibrinous  yellow  membrane 
that  was  easily  stripped,  revealing  a lower 
lobe  of  a uniformly  deep  red  color  and  in- 
creased density.  The  lung  was  noncrepitant 
and  cut  with  greatly  increased  resistance. 
The  cut  surface  was  of  smooth,  deep  red, 
homogeneous  appearance.  A similar  area 
4 cm.  in  diameter  was  found  at  the  lateral 
part  of  the  right  middle  lobe.  The  right 
upper  lobe  showed  decreased  density,  coarse 
crepitation,  and  decreased  resistance  to  sec- 
tion, and  on  the  cut  surface  the  alveolar  struc- 
ture was  unusually  prominent.  The  left 


lower  lobe  presented  anterior^,  near  the  base, 
a roughened  yellowish  area  overlying  an 
elevated,  firm,  deep  red  area  which,  on  section, 
resembled  the  tissue  of  the  right  lower  lobe. 
The  remainder  of  the  left  lower  lobe  was  red- 
dish, somewhat  dense,  of  diminished  crepita- 
tion, and  of  increased  resistance  on  section, 
and  reddish  fluid  could  be  expressed  from  the 
cut  surface.  The  left  upper  lobe  resembled 
the  right  upper.  No  areas  of  infiltration 
could  be  felt.  On  dissection  of  the  right 
pulmonary  artery  the  main  branch  leading  to 
the  right  lower  lobe  was  found  to  contain  a 
large  shiny  blood  clot,  red-gray  in  color,  which 
was  loosely  adherent  to  the  vessel  walls.  A 
similar  clot  was  found  supplying  the  area  of 
consolidation  described  in  the  right  middle 
lobe;  also,  an  adherent  embolus  was  found 
in  the  artery  supplying  the  consolidated  area 
in  the  left  lower  lobe.  The  bronchi  contained 
throughout  a thick,  brown,  mucoid  material 
that  was  difficult  to  scrape  from  the  wall. 
The  mucosa  was  everywhere  thick,  boggy, 
and  injected. 

The  veins  of  the  right  upper  and  lower 
extremities  were  dissected,  and  organized 
and  organizing  thrombi  were  found  in  the 
median  cubital  and  greater  saphenous  veins. 
These  thrombi  were  prolonged  beyond  the 
area  of  excision.  No  gross  evidence  of 
canalization  was  seen. 

The  heart  showed,  except  for  hypertrophy 
and  dilatation,  no  abnormal  findings.  The 
liver  and  spleen  showed  evidence  of  chronic 
passive  congestion  and  there  was  some 
ascites. 

The  microscopic  findings  in  this  case  sub- 
stantiated the  gross  findings. 

There  is  little  to  add  to  the  obvious  sequence 
of  events  in  this  case.  We  were  fortunate 
enough  to  be  able  to  find  a well-organized 
thrombus  in  the  greater  saphenous  vein  of 
the  right  leg,  which  may  very  well  have  been 
the  source  from  which  embolization  took 
place.  The  thrombi  encountered  in  the 
antecubital  vein  were  fresh  and  probably  the 
result  of  intravenous  treatment.  The  ques- 
tion of  whether  pulmonary  infarction  does 
occur  in  the  absence  of  left-sided  heart  failure 
is  still  open  to  debate,  and  Dr.  Von  Glahn,  for 
instance,  believes  you  can  get  infarction  in  a 
patient  who  has  no  evidence  of  pulmonary 
congestion. 

Anatomic  Diagnosis 

Thrombosis  of  greater  saphenous  vein  with 
emboli  to  pulmonary  arteries. 
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Pulmonary  infarction  of  right  middle  lobe, 
right  lower  lobe,  left  lower  lobe. 

Hemorrhagic  pleural  effusion,  right. 

Pleural  effusion,  left. 

Fibrinous  pleuritis,  bilateral. 

Emphysema,  right  upper  lobe,  left  upper 
lobe. 

Hypostatic  congestion,  left  lower  lobe. 

Mucopurulent  bronchitis. 

Left  ventricular  hypertrophy  and  general- 
ized cardiac  dilatation. 

Chronic  passive  congestion  of  liver  and 
spleen. 


Polyposis  of  sigmoid  colon  and  bladder. 

Ascites  (slight). 

Dr.  Emanuel  Appelbaum:  It  becomes 
obvious  that  not  every  case  that  is  diagnosed 
as  pneumonia  is  necessarily  pneumonia. 
Ordinarily,  the  diagnosis  of  pneumonia  pre- 
sents no  difficulties.  But,  there  are  occasions 
when  the  clinician  is  faced  with  a problem  of 
differential  diagnosis.  This  is  particularly 
true  when  the  patient  fails  to  respond  to  sul- 
fonamides. The  possibilities  discussed  above 
must  then  be  carefully  considered  and  weighed 
before  arriving  at  a definite  conclusion. 


“EDITORIAL  STEW” 

That  editors  are  doing  their  bit  on  the  subject 
of  nutrition  cannot  be  denied,  for  apparently  no 
publication  can  get  to  press  these  days  without 
its  vitamins.  Proof  that  the  printed  word  is 
getting  around  is  the  recent  question  of  a twelve- 
year-old:  “Doctor,  when  was  Nutrition  dis- 

covered?”* 

It  was,  therefore,  surprising — and  puzzling — 
to  flip  through  the  September  issue  of  The  Interne 
without  coming  across  a single  mention  of  a 
calorie.  But  our  anxious  moment  was  due  to 
haste  alone:  on  second  look  we  spotted  the 

“stew”  and  found  it  so  palatable  that  it  is  here- 
with warmed  over  and  served  a second  time. 

“Fditing  and  publishing  a magazine  is  as  easy 
as  baking  a cake.  Take  a couple  of  artic  les,  add  a 
generous  dose  of  features,  and  flavor  with  some 
illustrations.  Arrange  these  in  a suitable  order 
and  send  to  the  printer.  Allow  to  simmer  for 
several  days,  after  which  serve  hot. 

“Cooking  up  The  Interne  is  as  easy  as  that — 
from  your  point  of  view.  But  ask  a chef  what 
goes  into  the  making  of  a tasty  dish.  He’ll  tell 
you  that  the  oven  does  the  work  of  cooking,  but 
the  important  part  of  the  job  comes  before  the 
stove  is  hot.  He  wull  stress  the  quality  of  the  in- 
gredients which  go  into  his  food,  insisting  only 
on  the  best  if  he  wants  a first-class  job.  He  will 
guarantee  to  paralyze  your  palate  if  you  shop  ac- 
cording to  his  orders.  • 

“Well,  the  kitchen  of  The  Interne  feels  the  same 
way.  Do  our  shopping  for  us  and  tell  us  what 
you  want.  We’ll  cook  up  the  meal ” 


* The  question  was  asked  of  Dr.  Burdge  P.  MacLean, 
of  Suffolk  County. 


OLD  AGE 

A symposium  on  old  age  was  presented  at  The 
New  York  Academy  of  Medicine  in  1928  and 
won  an  editorial  in  the  New  York  Times  of  Octo- 
ber 3 that  year.  The  doctors  decided  that  they 
could  not  prevent  old  age.  Dr.  George  E.  Vin- 
cent asked : “Can  an  average  man  or  woman  of 
65  or  80  hope  to  be  fairly  fit,  reasonably  alert, 
and  of  some  use  to  the  community,  or  is  it  only 
the  exceptional  person  who  may  entertain  that 
hope  and  reach  that  standard?”  He  also  said: 
“Doctors  ought  to  be  like  the  mechanicians  who 
take  contracts  to  keep  clocks  going  and  on  time, 
rather  than  emergency  men  to  be  summoned 
when  timepieces  stop  or  are  too  fast  or  too  slow.” 
In  the  New  York  T imes  of  October  3,  1928.  it  was 
said  that  Dr.  Solomon  Strouse  had  told  the 
Academy  that  the  kind  or  amount  of  food  a 
person  cats  had  little  or  nothing  to  do  with  his  or 
her  attainment  of  long  life.  Obviously,  the  doc- 
tor did  not  think  people  dug  their  graves  with 
their  teeth.  He  cited  case  histories  to  show  that, 
while  many  abstemious  persons  reached  a ripe 
old  age,  many  others  who  restricted  themselves 
in  no  way  whatsoever  also  achieved  that  goal  and 
enjoyed  life  to  the  end.  He  said  doctors  dis- 
agreed about  diet  anyway  (he  was  then  associate 
professor  of  medicine  at  the  University  of  Chi- 
cago) and  each  individual  must  determine  his 
own  best  ration.  He  had  found  comparatively 
few  examples  of  gluttony  that  caused  real  harm 
and  suggested  that  doctors  would  be  wise  to 
make  as  few  changes  in  the  diet  of  old  folks, 
well  or  sick,  as  possible.  At  the  same  meeting 
Dr.  Russell  L.  Cecil  remarked  that  “the  best 
friends  of  the  elderly  arthritic  are  rest,  heat,  and 
aspirin.” — Medical  Record 


AMERICAN  ORTHOPSYCHIATRIC  ASSOCIATION  TO  MEET 


The  nineteenth  annual  meeting  of  the  Ameri- 
can Orthopsychiatric  Association,  an  organiza- 
tion for  the  study  and  treatment  of  behavior  and 
its  disorders,  will  be  held  at  the  Hotel  Statler, 
Detroit,  on  February  19,  20,  and  21,  1942. 


Copies  of  the  preliminary  program  will  be  sent 
upon  request  to  the  chairman  of  the  publicity 
committee,  Dr.  Helen  P.  Langner,  Vassar  Col- 
lege, Poughkeepsie,  New  York.  A registration 
fee  will  be  charged  for  nonmembers. 


Abstracts  of  Proceedings 
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REGULAR  MEETING,  OCTOBER  30,  1941 
Dr.  Jean  Oliver,  President 
Dr.  John  M.  Pearce,  Secretary 


The  Pathology  of  Diabetes  Mellitus. 

The  pathology  of  diabetes  mellitus  is 
partly  well  understood  and  partly  still  con- 
fused. The  lesions  of  the  islands  of  Langer- 
hans,  particularly  hyalinization  and  fibrosis, 
are  adequate  to  explain  some  cases  of  the  dis- 
ease. Their  experimental  production  in  dogs 
and  cats  by  anterior  pituitary  extract,  ap- 
parently following  the  occurrence  of  hydropic 
degeneration  of  the  insular  cells,  suggests  the 
reality  of  the  assumed  relationship  between 
the  pituitary  gland  and  the  pancreas.  Yet, 
the  mechanism  of  production  of  hyalinization 
of  the  islands  is  as  yet  unknown.  The  oc- 
currence of  amyloid  and  para-amyloid  reac- 
tions may  be  significant.  Thus  far,  the  sig- 
nificance of  rather  striking  hyaline  deposition 
in  some  functioning  adenomas  and  carcino- 
mas of  the  islands  has  not  been  determined. 

In  certain  cases  we  have  no  morphologic 
evidence  of  abnormality  in  either  pancreas 
or  pituitary,  and  yet  the  type  of  disease 
shown  by  such  patients  in  life  is  not  distinc- 
tive. 

Owing  to  the  high  diffusibility  of  sugar  in 
the  tissues,  glycogen  is  our  only  help  in  the 
morphologic  study  of  carbohydrate  metabo- 
lism. Its  characteristic  storage  and  de- 
pletion in  the  diabetic  patient  have  long  been 
known,  but  even  now  we  have  no  answer  as  to 
why  the  liver  cell  nuclei  in  the  diabetic,  and 
sometimes  in  the  nondiabetic,  patient  become 
distended  with  glycogen. 

Much  interest  has  been  aroused  recently 
in  the  renal  changes  reported  by  Kimmelstiel 
and  recently  clearly  presented  by  Allen. 
The  renal  deposition  of  hyaline  material, 
while  not  specific  to  the  diabetic  process,  is 
far  more  common  in  diabetic  patients.  Its 
occurrence  is  not  restricted  to  cases  of  dia- 
betes with  edema.  In  my  own  series  it  has 
not  been  so  frequent  as  in  Allen’s  series,  oc- 
curring in  under  20  per  cent  of  those  over  40 
years  of  age.  The  hyaline  may  be  related  to 


Dr.  Shields  Warren  ( by  invitation ),  Boston 

that  seen  in  the  islands  of  Langerhans. 
When  present,  the  lesion  may  be  regarded  as 
presumptive  evidence  of  the  existence  of  dia- 
betes. 

The  chief  problem  of  the  diabetic  patient 
is  still  arteriosclerosis,  and  the  vessels  of  the 
leg  and  heart  are  still  the  most  vulnerable. 
The  lesion  is  typically  atheromatous  in  type, 
not  distinctive,  but  its  age  incidence  and  dis- 
tribution are  fairly  characteristic  for  the  dia- 
betic patient. 

Discussion 

Dr.  Arthur  C.  Allen:  I want  to  state 
at  the  outset  in  all  genuineness  that  there  are 
many  pathologists  here  who  are  more  ade- 
quately equipped  than  I to  discuss  a paper  on 
the  pathology  of  diabetes  or  any  other  of  a 
variety  of  papers  which  Dr.  Warren  might 
have  chosen  to  present  before  this  Society. 
But  this  much  I am  sure  of : he  has  rendered 
a real  service  in  his  compilation  and  evalua- 
tion in  the  past  few  years  of  the  facts  of  the 
pathology  of  a disease  whose  morbid  anat- 
omy, it  seems  to  me,  is  uniquely  difficult  to 
set  down  in  clear-cut  terms.  This  contribu- 
tion, I think,  is  being  increasingly  appreciated, 
because  we  are  currently  witnessing  a wave  of 
physiologic  research  in  diabetes  which  parallels 
that  of  the  early  1920’s  and  which  is  of  spec- 
tacular magnitude  and  of  concern  to  the 
pathologist,  as  well  as  the  physiologist.  The 
fundamental  theories  of  the  mechanism  of 
diabetes  which  we  were  taught  are  being 
seriously  challenged.  For  example,  the  con- 
cept that  the  diabetic  patient  is  unable  to 
utilize  sugar  adequately,  the  concept  that 
ketone  bodies  are  formed  because  of  this  in- 
adequate utilization  of  sugar,  and  the  con- 
cept that  the  pancreas  is  the  key  organ  in 
the  diabetic,  all  of  these  are  being  threatened 
with  major  modifications.  There  is  much 
impressive  evidence — contributed  in  large 
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measure  by  Soskin,  Mirsky,  and  Chaikoff — 
which  points  to  the  liver  as  the  key  organ 
and  places  the  difficulty  of  the  diabetic  not  so 
much  in  his  inability  to  use  sugar  but  in  his 
overproduction  of  sugar  and  ketone  bodies 
by  a prodigal  liver.  The  effect  of  anterior 
pituitary  extract  in  producing  a temporary 
or  permanent  diabetes  in  laboratory  animals 
is  another  remarkable  advance.  A permanent 
diabetic  state  can  be  produced  in  these  ani- 
mals in  from  two  weeks  to  two  months,  de- 
pending on  the  size  of  the  dose.  With  the 
use  of  this  extract,  certain  changes  are  seen  in 
the  islands  and  in  other  organs  which  remain 
to  be  studied  by  the  pathologist.  Inciden- 
tally, I may  be  wrong  but  I believe  that  partly 
on  the  basis  of  the  diabetogenic  action  of  an- 
terior pituitary  extract  in  insulin-treated  de- 
pancreatized  animals  it  is  presumed  that  the 
hypophyseal  hormone  acts  not  directly  on  the 
pancreatic  islets  but  as  an  antagonist  to  in- 
sulin. It  has  been  shown  by  Best  and  his  as- 
sociates and  by  others  that  this  diabetic 
state  and  the  changes  in  the  pancreas  of  the 
animals  so  rendered  by  anterior  pituitary  ex- 
tract may  be  influenced  favorably  by  certain 
factors — namely,  the  administration  of  in- 
sulin, high  fat  diet  and  low  carbohydrate  diet, 
and  fasting — and  that  these  changes  may  be 
influenced  unfavorably  by  a high  carbohy- 
drate diet.  And  that  brings  us  to  the  point 
raised  by  Haist,  Campbell,  and  Best  that  per- 
haps we  have  in  these  facts  a basis  for  hope, 
a provocative  hope,  indeed,  for  the  preven- 
tion of  diabetes  in  children  who  have  a he- 
reditary predisposition  thereto. 

As  far  as  the  kidney  is  concerned,  some  five 
years  ago  Kimmelstiel  and  Wilson  described 
a peculiar  lesion  of  the  glomerulus  of  the  kid- 
ney in  association  with  diabetes  mellitus. 
This  was  an  alert  observation.  I suppose  it 
is  surprising  that  this  correlation  has  been 
overlooked  for  decades.  However,  this  situa- 
tion is  by  no  means  unique;  the  juxtaglo- 
merular apparatus  of  Goormaghtigh  and  the 
pathology  of  lupus  erythematosus,  which  is 
being  clarified  at  the  present  day,  are  addi- 
tional examples  of  structures  and  lesions 
whose  significance  is  just  beginning  to  be 
understood.  Dr.  Siegal,  I think  very  as- 
tutely, became  aware  of  the  clinical  entity 
even  before  he  was  made  aware  of  the  patho- 
logic counterpart.  At  his  bidding  Dr.  Klem- 
perer with  his  characteristic  and  inspiring  re- 
ceptivity to  new  thoughts — I know  this  em- 
barrasses him,  but  that  is  how  I feel  toward 
him — asked  us  to  see  what  the  lesion  had  to 
offer.  There  are  several  points  about  it 


which  might  be  commented  upon.  First, 
there  is  the  matter  of  frequency.  One  does 
get  a bit  of  a discrepancy  in  the  incidence  re- 
ported by  different  observers  of  even  a less 
equivocal  lesion  than  the  intramural  glomeru- 
losclerosis of  the  kidney,  but  I should  like  to 
emphasize  that  we  have  included  among  our 
positives — and  perhaps  Dr.  Warren  has,  too — 
kidneys  in  which  one  or  two  glomeruli  were 
involved  by  a single  lesion,  the  lesions,  when 
they  are  found,  being  characteristic  even 
though  only  a single  lesion  is  present. 

The  question  of  specificity  is  a curious  one. 
If  you  comb  the  literature  and  the  verbal  re- 
ports on  the  subject,  you  find  workers  who 
run  the  whole  gamut  from  those  who  insist 
the  lesion  does  not  occur  in  nondiabetic  pa- 
tients— and  there  is  plenty  of  evidence  for 
that  in  the  published  reports — to  the  rare  in- 
vestigator who  feels  that  the  lesion  occurs  in 
as  high  a proportion  of  nondiabetic  as  in  dia- 
betic patients.  That  is  a remarkable  state 
of  affairs,  and  the  most  disconcerting  part  of 
it  is  that  those  on  the  other  (nonspecific)  side 
of  the  range  are  competent  observers  for 
whose  ability  we,  of  course,  have  a genuine 
respect.  That  makes  the  problem  all  the 
more  baffling.  I do  not  know  the  answer, 
but  I have  this  suggestion  to  make:  In 

Kimmelstiers  original  description  of  the  lesion 
it  was  reported  as  simply  an  advanced  stage 
of  senile,  as  he  called  it,  senile  glomerulo- 
sclerosis. He  regarded  it  as  differing  in  no 
qualitative  way  from  the  ordinary  aging  proc- 
ess. We  do  not  happen  to  agree  with  this, 
because,  for  one  of  many  reasons,  one  should 
expect  to  find  these  lesions  in  great  abun- 
dance, especially  in  the  most  senile,  severely 
contracted  kidneys.  This  is  not  compatible 
with  what  we  do  find,  but  you  can  understand 
that  if  pathologists  regard  the  lesion  as  qual- 
itatively similar  to  senile  glomerulosclerosis 
then  the  range  of  the  lesion  is  widened  con- 
siderably. We  have  a definite  concept  of 
what  the  lesion  is  and,  if  I were  to  give  a 
series  of  slides  to  another  pathologist  with  a 
morphologic  impression  of  the  lesion  similar 
to  our  own,  as  was  done  (New  York  Patho- 
logical Society:  New  York  State  J.  Med.  41 : 
1482,  1941),  I think  we  should  find  about  the 
same  percentage  of  lesions,  because  we  have  a 
narrow  and  clear-cut  conceptual  scheme  of 
what  the  hyaline  is,  where  it  is  placed,  and 
how  the  vessels  around  it  are  constituted. 

The  question  of  the  nature  of  the  hyaline  is 
again  interesting.  We,  of  course,  wondered 
whether  the  hyaline  within  the  glomerulus 
was  identical  with  the  hyaline  in  the  islands 
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of  Langerhans,  and  we  do  not  think  it  is  quite 
the  same.  For  example,  we  have  derived  a 
good  deal  of  information  from  the  study  of 
this  lesion  with  silver  stains,  the  capricious- 
ness of  which  I am  well  aware.  We  find  there 
is  a marked  argyrophilia  in  the  renal  lesions; 
we  do  not  find  a corresponding  argyrophilia 
in  the  hyalinized  islands  of  Langerhans. 

I think  perhaps  the  most  intriguing  part  of 
the  lesion  is  the  sclerosis  of  the  efferent  ar- 
teriole. We  know  the  pressor  substance  in' 
hypertension  is  assumed  to  act  in  great  meas- 
ure by  constriction  of  the  efferent  arteriole 
(Merrill,  A.,  Williams,  J.  R.,  Jr.,  and  Harrison, 
T.  R.:  Am.  J.  M.  Sc.  196:  240,  1938;  Cor- 
coran, A.,  and  Page,  I.  H.:  Am.  J.  Phys. 
126:  354,  1939),  thereby  raising  the  intraglo- 
merular  pressure  and  modifying  the  glo- 
merular dynamics.  We  know,  too,  that  there 
is  a higher  incidence  of  hypertension  among 
diabetic  patients  than  among  other  people  of 
a corresponding  are  group.  Here  we  have 
the  efferent  arterioles  frequently  organically 
narrowed,  especially  in  association  with  the 
intramural  glomerulosclerosis,  and  we  wonder 
about  the  relationship.  In  addition,  it  is 
pointed  out  in  the  literature  (McGregor,  L.: 
Am.  J.  Path.  6:  347,  1930)  that  the  renal  ef- 
ferent arterioles  of  ordinary  hypertensives 
are  morphologically  normal.  In  chronic  glo- 
merulonephritis this  vessel  seems  also  to  be 
unchanged,  as  shown  by  the  remarkable  plas- 
tic studies  of  Dr.  Jean  Oliver  and  his  associ- 
ates (Oliver,  J.  R.,  and  Lund,  E.  M.:  Arch. 
Path.  15:  755,  1933).  This  finding  in  itself 
would  constitute  a significant  difference  be- 
tween some  of  the  diabetic  and  the  nondia- 
betic kidneys.  Because  of  the  influence  of 
the  efferent  arteriole  on  glomerular  dynamics, 
we  should  be  much  interested  in  clearance 
studies  of  these  patients. 

What  I am  trying  to  say,  in  brief,  is  that  I 
can  hardly  subscribe  to  the  view  of  those  who 
feel  that  the  future  of  pathology  lies  in  simply 
extending  the  answers,  the  already  well-for- 
mulated answers,  to  additional  decimal  places. 
I do  not  believe  that  is  true  for  a whole  host  of 
diseases;  I am  certain  that  it  does  not  hold 
for  diabetes  mellitus. 

Dr.  Irving  Graef:  It  is  a pleasure  to 
salute  the  masterly  presentation  that  Dr. 
Warren  has  given  us  of  the  problems  and  some 
of  the  facts  about  the  lesions  we  may  see  in 
diabetes  mellitus.  I do  not  think  we  can 
make  any  summary  conclusions  about  work 
to  be  done.  I think  it  is  fair  to  say,  however, 
that  diabetes  mellitus  remains  a clinical  diag- 
nosis and  that  it  is  a disease  of  metabolism 


in  which  the  morphologic  substrate  has  yet  to 
be  identified.  I think  that  we  would  all  do 
well  to  remember,  certainly  as  pathologists, 
that  diabetes  mellitus  as  a clinical  disease 
waxes  and  wanes.  Experience  with  patients 
may  represent  only  the  terminal  phase  of  a 
physiologic  disorder  that  itself  may  be  years 
in  duration  or  actually  only  hours  in  duration. 
And,  here  again,  calling  all  persons  who  have 
glucose  or  reducing  bodies  in  their  urine  and  a 
large  quantity  of  glucose  in  their  blood  dia- 
betic patients  may  mislead  us  when  it  comes 
to  interpreting  their  morphologic  findings. 
It  can  hardly  be  safe  to  compare  those  individ- 
uals who  have  been  known  to  have  this  dis- 
order for  a long  period  with  individuals  who 
merely  have  a premortal  hyperglycemia  or 
glycosuria,  perhaps  even  clinically  unknown. 

When  Kimmelstiel  and  Wilson’s  lesion  first 
came  to  attention,  many  interested  in  mor- 
phologic pathology  were  intrigued  by  the 
notion  that  this  disorder  might  be  a new  form 
of  glomerular  alteration.  But  opinion  was 
withheld,  and  no  consensus  has  developed  yet 
that  this  disorder,  as  such,  is  primarily  related 
to  the  disturbance  of  carbohydrate  metabo- 
lism, which  was  associated  with  the  dis- 
order as  described  by  Kimmelstiel  and  Wilson 
in  all  but  one  of  their  cases.  Since  then,  a 
number  of  persons  have  surveyed  their  ma- 
terial and  their  experience,  and  I think  the 
opinion  is  growing  (and  Dr.  Warren  has  given 
voice  to  this  opinion)  that  this  peculiar  glo- 
merular lesion  is  found  most  frequently  in 
persons  who  have  had  clinical  diabetes  mel- 
litus. The  occasional  patient  who  lacks  the 
clinical  record  of  diabetes  mellitus  may  be  the 
individual  who  has  had  it  and  has  sponta- 
neously become  rid  of  it  or  who  comes  to  au- 
topsy at  a time  when  its  clinical  manifesta- 
tions are  in  abeyance.  Its  occurrence  in  hy- 
pertension is  extremely  interesting.  A few 
cases  are  accumulating  in  different  series  in 
nonhypertensive  patients. 

I thought  it  might  be  interesting  to  tell 
you  wdiat  a brief  survey  has  shown  in  75  un- 
selected cases  of  diabetes  mellitus  which  came 
to  necropsy  at  Bellevue  Hospital.  These  pa- 
tients consisted  of  36  men  and  39  women 
ranging  in  age  from  17  to  85  years.  The  in- 
cidence in  the  men  was  one-half  of  that  in  the 
women,  there  being  4 cases  among  the  men 
and  8 cases  among  the  women.  Together 
they  made  an  overall  incidence  of  16  per  cent. 
We  noticed  that  the  incidence  of  positive 
cases  of  intercapillary  glomerulosclerosis — 
or  intramural  glomerulosclerosis,  as  Dr.  Allen 
likes  to  call  it — was  limited  to  patients  over 
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40.  When  we  corrected  the  incidence  for 
the  patients  over  40,  the  relative  incidence  by 
sex  remained  the  same;  the  overall  incidence 
rose  to  18  per  cent.  The  highest  incidence 
remained  in  women,  in  the  corrected  groups, 
at  23  per  cent. 

Having  found  these  cases,  we  graded  them 
according  to  the  severity  and  extent  of  the 
lesion.  Four  of  them  were  most  severe  and, 
taking  an  arbitrary  designation,  we  called 
them  3 plus.  All  4 of  the  3 plus  cases  showed 
the  complete  clinical  syndrome.  It  was  in- 
teresting that  among  the  4 there  were  2 that 
had  been  previously  diagnosed  as  having 
amyloid  disease.  This  brings  me  to  the 
point  that  in  the  differential  microscopic 
diagnosis  the  resemblance  to  amyloid  is 
striking  in  preparations  stained  with  hema- 
toxylin and  eosin.  But  there  can  be  no  doubt 
on  differential  staining  that  the  lesions  in  the 
glomeruli  are  actually  hyaline  connective 
tissue;  they  stain  like  mature  hyaline  colla- 
gen. 

The  other  cases  fell  into  groups  of  2 plus 
and  1 plus,  and  there  was  a small  group  with 
focal  lesions  in  which  a single  glomerulus  in  a 
low-power  field  might  show  one  of  these  hya- 
line spheres.  These  cases  were  found  among 
individuals  who  did  or  did  not  have  hyper- 
tension and  who  had  diabetes  of  varying 
severity,  some  so  slight  as  to  require  no 
management  other  than  diet;  some  had  dia- 
betes so  severely  as  to  require  40  to  60  units 
of  insulin  per  day. 

In  the  12  positive  cases  that  were  analyzed 
in  detail,  we  could  not  find  a correlation  with 
the  clinical  severity  of  the  diabetes,  the  dura- 
tion of  the  diabetes,  or  its  management.  I 
mention  this  simply  to  emphasize  the  point  I 
made  first — that  diabetes  mellitus  in  these 
patients  may  be  a waxing  and  waning  dis- 
order of  a nature  unrelated  to  any  disturb- 
ance in  renal  function.  Some  of  the  pa- 
tients presented  themselves  at  the  hospital 
with  complications  related  to  the  disease — 
e.g.,  gangrene  of  the  extremities  in  2 patients, 
cardiac  failure  in  2 additional  patients;  pye- 
lonephritis was  present  in  several,  and  frank 
pus  in  the  urine  was  encountered  without 
particular  reference  to  the  grade  of  the  special 
glomerular  lesion.  There  was  one  thing 
that  all  had  in  common,  a finding  that  I hope 
to  hear  Dr.  Warren  or  Dr.  Allen  comment 
upon  perhaps  a little  later.  They  all  had 
arteriolosclerosis,  whether  they  had  an  iso- 
lated glomerular  lesion  or  a universal  glo- 
merular lesion.  And  this  was  universal, 
even  in  the  mildest  cases.  This  had  raised 


the  question  in  my  mind  whether  this  is  a 
prerequisite  to  the  development  of  this  pe- 
culiar intercapillary  glomerular  body. 

It  was  interesting  to  review  the  matter  of 
gross  diagnosis  in  these  patients.  As  the 
clinicians  have  become  aware  of  the  disease, 
several  patients  have  come  to  autopsy  with 
the  clinical  diagnosis  of  intercapillary  glo- 
merulosclerosis. They  were  patients  who 
had  the  syndrome  of  diabetes,  hypertension, 
and  the  “nephrotic”  state.  In  2 patients  the 
diagnosis  was  confirmed  at  autopsy,  but  only 
on  microscopic  examination.  I do  not  know 
how  to  make  the  gross  diagnosis  of  this  dis- 
order. Some  patients  had  normal  kidneys 
on  gross  inspection,  some  had  arteriosclerotic 
scars.  Most  exhibited  the  same  appearance 
as  the  kidneys  in  moderately  advanced  arte- 
riolonephrosclerosis.  Some  had  moderate 
amounts  of  lipid  material  deposited  in  the 
parenchyma. 

While  the  gross  diagnosis  is  unattainable, 
the  microscopic  diagnosis  is  not  so  difficult, 
particularly  in  the  mildest  cases;  but  even 
in  the  severe  cases  it  is  possible  to  find  glo- 
meruli scattered  about  which  show  this  pe- 
culiar hyaline  sphere  to  be  unrelated  to  the 
other  changes  in  the  glomerulus.  But  when 
one  encounters  a glomerulus  that  has  been  re- 
placed by  connective  tissue,  I do  not  see  how 
you  can  tell  the  process  by  which  it  has  reached 
this  stage.  It  seems  likely  that  the  end-stage 
lesion  will  often  be  the  source  of  dispute 
among  observers.  It  is  also  likely  that  a 
variety  of  lesions  in  the  glomerulus  might  pro- 
duce a hyaline  collagenous  deposition.  I am 
reminded  of  the  Lohlein  lesion,  which  is 
quite  distinctive  when  it  is  found  attached  to 
the  parietal  capsule,  but  it  may  be  an  iso- 
lated lesion  in  the  glomerulus.  Finally,  one 
may  find  necrotizing  lesions  like  those  seen 
in  malignant  hypertension,  thrombosis,  or 
necrosis  of  the  capillary  loops  associated  with 
necrosis  of  afferent  arteriolar  walls  with  in- 
tramural hemorrhage.  In  this  connection  3 
of  the  4 severe  cases  we  found  had  micro- 
scopic hematuria  in  their  urine  specimens. 

I believe  that  at  this  stage  in  the  develop- 
ment of  a new  subject  it  is  wise  to  wait  and 
see  about  the  specificity  of  these  lesions  in  the 
diabetic  subject.  They  certainly  stimulate 
interest  anew  in  the  possible  morphologic 
changes  in  this  disorder.  For  my  own  part, 
I think  Dr.  Warren  has  conspicuously  served 
to  stimulate  all  of  us  to  re-examine  the  wide- 
spread morphologic  problems  of  a disease  in 
which,  although  there  is  an  effective  thera- 
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peutic  agent,  the  pathogenesis  is  still  a chal- 
lenge. 

Dr.  Shields  Warren:  I appreciate  very 
much  the  interest  in  diabetes  that  has  been 
shown  by  all  of  you  and  particularly  by  those 
of  you  who  have  taken  part  in  the  discus- 
sion. 

The  problem,  as  you  can  see  from  what  I 
have  said  and  from  what  has  been  presented 
by  others,  is  as  yet  far  from  solved,  although 
we  are  steadily  getting  closer  and  closer  to 
the  fundamental  truths  that  will  help  us  to  a 


proper  solution,  I hope,  of  the  entire  problem 
of  disturbed  carbohydrate  metabolism.  One 
particular  thing  I should  like  to  stress  a little 
more  and  that  is  the  point  that  Dr.  Graef 
clearly  brought  out — diabetes  is  a disease 
that  shows  remarkable  fluctuations  in  its 
severity  and  a disease  that  may  at  times  be 
unrecognized  clinically  and  may  show  little 
relationship  between  the  pathologic  picture 
it  presents  and  the  severity  it  shows  in  the 
sick  individual  who  ultimately  comes  to 
postmortem. 


COMPLAINT  TO  THE  AMERICAN  MEDICAL  ASSOCIATION* 

(Concerning  their  members’  unfair  monopoly  of  best  selling  autobiographies  and  other  fiction) 

At  peril  of  life,  at  risk  of  limb. 

Yet  do  such  deeds  suffice  for  him? 

N o,  no.  In  secret  all  the  while 
He’s  sought  a Literary  Style. 

The  pen  (so  springs  the  constant  hope 


Of  all  God’s  creatures  here  below 
Whose  feats  confound  the  skeptic 
I most  admire  the  Medico, 

That  hero  antiseptic. 

He  has  my  heart,  he  has  my  hand, 

He  has  my  utmost  loyalties. 

(He  also  has  my  tonsils  and 
A lien  on  my  royalties.) 

For  from  the  time  he  doth  begin 
His  sacred  tryst  with  medicine, 

How  noble,  he!  How  never-tiring! 

Not  rain,  nor  heat,  nor  maids  admiring, 

Nor  bills  unpaid,  nor  farmers’  hounds 
Can  stay  him  from  his  sleepless  rounds. 

More  fleet  than  winners  of  the  Bendix, 

He  hastens  to  the  burst  appendix, 

Or  breasts  the  blizzard  cold  and  shivery 
To  make  some  rural  free  delivery. 

Or  if  to  ampler  orbits  whirled 
(As  fate  will  sometimes  toss  us), 

How  he  bestrides  this  narrow  world, 

A medical  Colossus! 

Perhaps,  his  kit  upon  his  back, 

He  dares  the  jungle  thickets, 

Intent  upon  the  fevered  track 
Of  yaws  or  mumps  or  rickets. 

The  chum  of  kings,  the  friend  of  presidents, 

He  makes  the  earth  his  private  residence ; 

One  day  prescribing  pills  and  pickups 
To  cure  an  emperor  of  hiccups, 

The  next  in  stricken  cities  stranded, 

Combatting  scourges  single-handed, 

* Originally  published  in  The  New  Yorker,  reprinted  in 
“A  Pocketful  of  Wey,”  by  Deull,  Sloan  and  Pearce,  and 
reprinted  here  by  the  kind  special  permission  of  the 
author. 


Of  all  devout  physicians) 

Is  mightier  than  the  stethoscope 
And  runs  to  more  editions. 

So  while  he’s  waged  bacillic  wars, 

Or  sewed  a clever  suture, 

His  mind  has  hummed  with  metaphors 
Laid  up  against  the  future. 

Amid  the  knives  and  sterile  gauzes 
He’s  dreamt  of  modifying  clauses, 

And  never  gone  to  bed  so  late 
His  diary  wasn’t  up  to  date, 

As  if  he’d  sworn  an  oath  to  follow 
Both  Harper  Brothers  and  Apollo. 

Oh,  more  than  Einstein,  more  than  Edison 
I do  admire  the  man  of  Medison. 

He  has  my  hand,  he  has  my  note, 

He  has  those  X-rays  of  my  throat, 

But  is  it  fair  he  should  lay  claim  to 
The  overcrowded  writing  game,  too? 

I eye  askance  those  dubious  laurels. 

Where  are  his  ethics?  Where  his  morals? 

In  what  brave  school  did  he  matriculate 
That  he  should  be  so  damned  articulate? 

And  where’s  the  seal  to  show  his  betters 
He’s  certified  a Man  of  Letters? 

Professional  sirs,  I gravely  doubt, 

In  any  really  nice  sense, 

Your  boys  should  practice  thus  without 
Their  literary  license. 

— Phyllis  McGinley 


NEW  TB  PROJECT 

The  x-raying  of  all  patients  and  employees  of 
New  York  State  hospitals  for  the  insane  and 
schools  for  the  feeble-minded  is  now  in  progress, 
according  to  Dr.  William  J.  Tiffany,  state  com- 
missioner of  mental  hygiene.  This  is  a joint 


undertaking  of  the  State  Department  of  Health 
and  Mental  Hygiene,  under  a legislative  ap- 
propriation of  $45,000,  and  is  but  one  of  several 
projects  of  the  No-Tuberculosis-After-1960  cam- 
paign. 
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■\yfORTALITY  from  tuberculosis  has  been  quartered  in  forty  years.  This  fact,  however,  reveals 
-LVL  no  accurate  information  regarding  prevailing  infection  and  morbidity  rates.  That  they  are 
less  is  too  logical  a deduction  to  be  doubted,  but  their  decline  relative  to  that  in  mortality  has  been  a 
matter  of  conjecture.  The  following  report  on  autopsy  findings  throws  valuable  fight  on  this  question, 
especially  since  accurate  studies  extending  over  the  past  half  century  furnish  the  needed  controls  for 
comparison. 


PREVAILING  TUBERCULOSIS  INFECTION  RATE 


In  1900  Naegefi  published  a careful  report  of 
508  autopsies.  Of  the  adults  over  18  years  of 
age  93  per  cent  showed  healed,  inactive  or  active 
tuberculous  lesions  in  the  lungs.  Only  17  per 
cent  of  those  under  18  yielded  positive  findings. 
Other  investigators  substantiated  these  findings, 
and  in  the  early  years  of  this  century  the  belief 
was  prevalent  that  all  adults  had  at  some  time 
suffered  an  invasion  by  the  tubercle  bacillus. 

Opie,  as  late  as  1917,  found  positive  evidence 
of  infection  in  all  of  50  autopsies  on  adults  and  in 
nearly  24  per  cent  of  a group  of  93  children,  the 
latter  showing  a far  higher  figure  in  the  adoles- 
cent years.  It  was  these  findings  that  led  Opie 
to  remark:  “Almost  all  human  beings  are  spon- 
taneously ‘vaccinated’  with  tuberculosis  before 
they  reach  adult  life.” 

In  1922  Wason  reported  positive  findings  in 
82  per  cent  of  his  autopsies,  and  in  1925  Lambert 
and  de  Castro  Filho  reported  a rate  of  72.8  per 
cent  in  a large  series  from  Brazil.  As  late  as 
1927  Todd  still  found  evidence  of  tuberculous 
infection  in  69  per  cent  of  autopsies  done  in  Edin- 
burgh on  patients  who  had  died  of  some  cause 
other  than  tuberculosis.  Such  evidence  indi- 
cates rather  clearly  that  the  decline  in  infection 
rate  has  not  kept  pace  with  mortality  from  this 
disease. 

The  present  study  was  carried  on  at  the  Wash- 
ington County  Hospital  in  Hagerstown  from 
September,  1938,  to  August,  1940,  all  autopsies 
being  performed  by  the  same  pathologist.  There 
were  176  autopsies  during  this  period,  which 
represented  45  per  cent  of  the  deaths  that  oc- 
curred. Eleven  of  these  were  rejected  because 
they  were  not  complete  postmortems,  leaving  165 
which  are  included  in  this  report.  Cases  of  ac- 
tive tuberculosis  are  not  admitted  to  the  hos- 
pital. The  population  of  Washington  County 
is  semirural  and  most  of  the  patients  were  long 
residents,  from  all  classes  of  society  and  of  the 
white  race  (only  four  negro  adults  in  the  group). 

Thirty-two  of  the  165  necropsies  were  done  on 
children  and  133  on  adults.  For  the  whole  group 
positive  findings  were  recorded  in  65  or  39.4  per 
cent,  which  is  just  half  of  Naegeli’s  findings — - 
79.9  per  cent  when  he  included  all  ages. 

Considering  only  the  adult  group  of  133  cases, 
the  positive  evidence  of  infection  yielded  47.4 
er  cent,  again  strikingly  near  one-half  the  num- 
er  of  adults  found  to  be  infected  by  the  earlier 
researches  of  Naegefi,  Burkhardt,  Opie,  and 
others.  In  this  series  there  were  5 cases  where  in- 


fection was  suspected  but  could  not  be  proved 
pathologically.  If  these  are  included,  the  per- 
centage would  stand  at  approximately  50. 

This  finding  of  almost  50  per  cent  of  positive 
tuberculosis  among  an  unselected  group  of  a 
semirural  population  indicates  that  the  fre- 
quency of  tuberculosis  is  still  sufficient  to  be 
alarming.  If  one  assumes  this  experience  as 
typical  of  the  country  as  a whole,  which  seems 
reasonable,  we  must  still  face  the  fact  that  at 
least  half  of  all  adults  have  suffered  invasions 
by  the  tubercle  bacillus  active  enough  to  leave 
discoverable  scars.  This  is  disconcerting  in  face 
of  the  far  greater  fall  in  the  death  rate  from  the 
disease. 

At  the  same  time  there  is  some  compensation 
in  the  discovery  revealed  by  this  study  that  only 
one-half  as  many  people  who  have  suffered  tu- 
berculous infection  actually  die  of  the  disease  as 
was  the  case  forty  years  ago.  The  infection  rate 
has  been  reduced  to  50  per  cent,  the  mortality 
to  25  per  cent  of  that  in  1900.  A number  of  fac- 
tors have  probably  contributed  to  this  gratifying 
preponderance  in  the  decline  of  the  death  rate. 
Better  sanatorium  care  and  the  management  of 
cases  has  undoubtedly  made  a large  contribution. 
The  fact  that  lessening  of  the  infection  rate  has 
apparently  shown  acceleration  in  the  past  fifteen 
or  twenty  years  brings  comfort  to  those  engaged 
in  the  preventive  and  therapeutic  aspects  of 
tuberculosis  control.  A 50  per  cent  reduction  in 
the  reservoir  of  spreaders  must  certainly  mean 
that  fewer  contact  cases  are  today  submitted  to 
massive  and  repeated  doses  of  infected  material. 
The  contribution  of  compression  therapy  and 
surgery  to  this  result  can  but  be  inferred.  Those 
who  advocate  freer  use  of  these  measures  cer- 
tainly would  seem  to  have  little  for  which  to 
apologize  in  the  evidence  presented  by  this  study. 

However,  there  are  other  factors  in  the  picture 
which  perhaps  deserve  first  mention.  Isolation 
is  the  time-honored  scheme  for  the  control  of 
epidemic,  infectious  disease.  It  is  a significant 
coincidence  that  during  the  period  when  tubercu- 
losis mortality  was  reduced  to  one-quarter  its 
1900  level  and  infection  rate  cut  by  50  per  cent 
the  sanatorium  beds  in  this  country  increased 
from  about  6,000  to  100,000.  It  would  be  idle 
not  to  recognize  this  prophylactic  procedure  as 
an  outstanding  influence  in  lessening  opportunity 
for  infection  among  the  general  public. 

The  result  of  this  procedure  would  have  been 
far  more  striking  had  it  been  possible  to  arouse 


2437 


2438 


TUBERC  ( 'LOS  IS  A B ST R ACTS 


IN.  Y.  State  J.  M. 


the  medical  profession  to  its  responsibility  in  find- 
ing the  early  case  and  effecting  its  immediate 
isolation.  Unfortunately,  this  is  one  of  the 
weaker  links  in  our  control  program.  From 
three-quarters  to  four-fifths  of  all  cases  admitted 
to  sanatoriums  are  still  found  to  be  in  the  ad- 
vanced stages  of  the  disease,  already  probable 
spreaders  of  the  infection  to  others.  More  pro- 
fessional education,  both  undergraduate  and 
postgraduate,  is  still  needed  to  impress  upon 
physicians  how  truly  further  progress  in  tuber- 
culosis control  rests  in  their  hands. 

Popular  health  education  and  school  hygiene 
have  also  played  their  parts  in  reducing  oppor- 
tunities for  infection.  Beginning  with  teaching 
the  infectivity  of  sputum,  the  transference  of  dis- 
ease through  common  utensils,  uncleanliness  in 
restaurants,  the  menace  of  infected  food  handlers, 
instruction  has  proceeded  to  the  point  where 
even  an  open  case  is  of  relatively  little  danger  to 
his  fellows  if  both  he  and  they  will  exercise  the 
prophylactic  measures  now  recognized  as  largely 
effective. 

Finally,  better  housing,  elimination  of  indus- 
trial hazards,  more  applied  knowledge  of  the 
laws  of  nutrition,  and  a growing  consciousness 
of  the  significance  of  personal  and  community 
hygiene,  all  have  played  their  part  in  reducing 
the  transmission  of  tuberculous  infection  from 
case  to  contacts. 

A highly  significant  factor  in  this  study  is  the 
observation  that  reduction  of  infection  as  shown 
at  autopsy  has  been  at  least  as  rapid  among  in- 
fants and  children  as  among  adults.  These 
younger  members  of  society  can  make  no  per- 
sonal contribution  to  their  own  protection. 


They  must  rely  on  that  of  others,  nurses,  teach- 
ers, parents,  and  relatives.  Cutting  their  infec- 
tion rate  in  two  as  well  as  that  of  their  elders  is 
clear  proof  that  a better  informed  public  is  mak- 
ing an  increasingly  effective  fight  against  spread 
of  this  disease. 

Frost  in  discussing  the  eradication  of  tubercu- 
losis wrote  as  follows:  “Tuberculosis  also  differs 
from  the  other  directly  transmitted  respiratory 
tract  infections  in  that  its  mortality  has  declined 
consistently  for  the  last  fifty  years  or  more  and 
continues  to  decline  in  every  part  of  this  country 
for  which  adequate  statistics  are  available.  It  is 
not  directly  established  by  comparable  statistical 
evidence  that  there  has  been  a proportionate  de- 
crease in  the  prevalence  of  infective  cases  of  the 
disease,  taking  into  consideration  not  only  the 
number  of  cases  but  duration  of  the  open  stage. 
However,  there  appears  to  be  no  good  reason  to 
doubt  that  the  prevalence  of  open  lesions  effec- 
tive in  spreading  the  tubercle  bacillus  has  di- 
minished progressively  and  continues  to  diminish 
in  each  considerable  period  of  time.” 

However,  it  must  not  be  overlooked  that  ac- 
cording to  present  autopsy  records  the  reservoir 
of  adults  infected  with  tuberculosis  at  one  time 
or  another  in  their  lives  still  amounts  to  half  of 
the  population.  Therefore,  tuberculosis  can  still 
flare  up  again  whenever  external  conditions  turn 
to  the  worse  for  the  bulk  of  the  people.  Without 
such  a reverse  there  exists  the  hope  that  further 
efforts  in  the  campaign  against  tuberculosis  will 
some  day  lead  to  a complete  eradication  of  the 
white  plague. — Lande , Kurt  E.y  and  Wolff , 
Georg:  Am.  Rev.  Tuberc.  44:  No.  2 (Aug.) 
1941: 


MATERNAL  WELFARE 

A report  of  a six-year  study  of  the  Maternal 
Welfare  Committee  of  the  Medical  Society  of  the 
County  of  Erie  will  be  given  in  Buffalo  at  the 
Buffalo  Museum  of  Science,  Humboldt  Park,  on 
Wednesday,  *December  17,  at  8:45  p.m.  It  is 
presented  under  the  auspices  of  the  Buffalo 
Academy  of  Medicine;  the  Maternal  and  Child 
Welfare  Committee  of  Erie,  Niagara,  Cattarau- 
gus, Genesee,  and  Wyoming  county  medical  so- 
cieties; the  University  of  Buffalo  School  of 
Medicine;  the  Division  of  Maternity,  Infancy 
and  Child  Hygiene,  New  York  State  Department 
of  Health;  and  the  Medical  Society  of  the  State 
of  New  York. 

Dr.  Louis  A.  Siegel,  secretary  of  the  Maternal 
Welfare  Committee  of  the  Medical  Society  of  the 
County  of  Erie,  will  have  as  his  subject  “Ma- 
ternal Mortality  in  Buffalo.”  During  Dr. 
Siegel’s  six  years  as  secretary  of  this  committee 


he  has  analyzed  over  300  maternal  deaths  and 
has  published  two  interval  reports  in  the  Jour- 
nal. His  six-year  report,  now  in  preparation, 
will  be  published  in  the  J.A.M.A. 

Dr.  Francis  C.  Goldsborough,  professor  of  ob- 
stetrics and  gynecology,  University  of  Buffalo 
School  of  Medicine,  will  speak  on  “Indications 
and  Contra-Indications  for  Cesarean  Section.” 
Each  year  the  Maternal  Welfare  Committee 
has  stressed  the  fact  that  over  50  per  cent  of  the 
maternal  deaths  occur  in  the  cesarean-section 
group.  Dr.  Goldsborough  will  disc  ass  the  recog- 
nized indications  for  this  operation.  He  will 
point  out  the  dangers  of  section  as  shown  by  the 
investigation  of  maternal  deaths  in  Buffalo. 

Discussion  of  these  papers  will  be  opened  by 
Dr.  Karl  Miller  Wilson,  professor  of  obstetrics 
and  gynecology,  University  of  Rochester  School 
of  Medicine  and  Dentistry. 


ONE  FOR  THE  KNEADY 
“What  is  college  bred,  Pop?” 

“College  bred,  my  son,  is  made  from  the  flower 
of  youth  and  the  dough  of  old  age.” 

— Southern  Pharm.  J. 


UNSUNG  HERO 

Some  men  smile  in  the  evening;  some  men 
smile  at  dawn.  But  the  man  worthwhile  is  the 
man  who  can  smile  when  his  two  front  teeth  are 
gone.  — Dental  Journal 
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Albany  County 

The  annual  dinner  and  dance  will  be  held  at 
the  DeWitt  Clinton  Hotel  in  Albany  on  Decem- 
ber 17.  The  publicity  announces  “Good  fellow- 
ship— novel  and  unusual  entertainment — and 
No  War  Speeches.” 

At  the  meeting  of  the  county  society  on 
November  26,  Dr.  Nathan  Chandler  Foot  talked 
on  “Mammary  Tumors.” 

Bronx  County 

Dr.  Foster  Kennedy,  of  New  York  City,  spoke 
on  “Neuroses  and  War”  at  the  meeting  of  the 
society  on  November  19.  Dr.  Joshua  H.  Leiner 
aiicl  Dr.  Edward  P.  Flood  led  the  discussion. 

Broome  County 

Broome  County  health  and  medical  organiza- 
tions, hospitals,  and  field  workers  are  ready  for 
almost  any  sabotage  or  war  emergency,  says  Dr. 
Ralph  M.  Vincent,  district  health  officer.  A 
survey  of  available  medical  facilities  in  the 
county  indicates  that  a vast  amount  of  work  has 
been  done  by  the  various  organizations — the 
county  medical  society,  the  medical  prepared- 
ness committee,  the  Red  Cross,  as  well  as  others. 

Although  the  survey  is  still  in  progress,  Dr. 
Vincent  said  t^at  at  present,  through  the  com- 
bined efforts  of  these  agencies,  it  is  believed  that 
the  residents  of  any  locality  in  Broome  County 
would  be  reached  quickly  by  medical,  nursing, 
and  first-aid  personnel  and  that  hospitalization 
would  be  provided,  if  necessary. 

Canandaigua  County 

At  the  meeting  on  November  13  Dr.  Leon  A. 
Stetson  spoke  on  “Public  Health  in  the  Preserva- 
tion of  Democracy.” 

Columbia  County 

A dinner  that  marked  the  beginning  of  an  in- 
tensified campaign  to  wipe  out  tuberculosis  in 
Columbia  County  was  held  on  November  24 
at  the  General  Worth  Hotel  in  Hudson  and  was 
attended  by  180  people.  Dr.  Harry  A.  Pattison 
was  in  charge  of  arrangements. 

Dr.  Edward  S.  Godfrey,  Jr.,  state  commis- 
sioner of  health;  Dr.  Peter  Irving,  executive 
secretary  of  the  New  York  State  Medical  So- 
ciety; and  Dr.  Kendall  Emerson,  director  of 
the  National  Tuberculosis  Association,  were  the 
speakers  for  the  occasion  that  opened  the  Christ- 
mas Seal  sale  in  the  county. 

Great  enthusiasm  was  manifested  for  the  new 
expanded  program.  Dr.  Irving  stressed  the 
wider  opportunity  that  practicing  physicians 
will  have  for  case-finding  among  contacts  with 
the  aid  of  the  Department  of  Health. 

Dutchess  County 

The  Hudson  Valley  Surgical  Guild  of  the  In- 
ternational College  of  Surgeons,  in  cooperation 
with  St.  Francis  Hospital,  Poughkeepsie,  held 
an  all-day  meeting  on  December  4.  Doctors 
from  nearby  states  attended  the  meeting  which 


took  the  form  of  a symposium  on  cancer  with 
eminent  speakers  in  that  field.  Dr.  Max  M. 
Simon,  president  of  the  guild,  was  in  charge  of 
the  meeting  and  was  assisted  by  Dr.  J.  E.  Mc- 
Cambridge,  Dr.  J.  J.  Toomey,  and  Dr.  R.  J. 
Boyce. 

Erie  County 

The  doctors  of  Akron  have  increased  their 
fees — effective  December  1.  The  new  fees  are 
$2.00  for  office  calls,  $3.00  for  home  calls  in  the 
village,  and  $3.00  (plus  mileage)  for  country 
calls. 

See  opposite  page  for  the  report  of  the 
Maternal  Welfare  Committee  which  will  be  given 
on  December  17  in  Buffalo. 

Fulton  County 

The  November  meeting  of  the  county  so- 
ciety was  held  on  November  13  at  the  Eccentric 
Club  in  Gloversville. 

The  speakers  included  Dr.  J.  R.  Ross,  super- 
intendent of  the  Harlem  Valley  State  Hospital 
at  Wingdale;  Dr.  I.  M.  Rossman,  senior  assis- 
tant in  the  hospital;  and  Dr.  H.  A.  La  Burt,  as- 
sistant superintendent  of  the  institution.  The 
pictures  were  made,  arranged,  and  shown  by 
Fred  Neilson,  of  Nassau. 

Neilson  is  troubled  with  an  affliction  of  the 
legs  and  some  time  ago  took  up  photograph}7, 
specializing  in  colored  motion  pictures.  The 
one  picture  deals  with  the  insulin  shock  treat- 
ment for  dementia  praecox.  The  various  stages 
of  the  treatment  were  explained  by  the  visiting 
physicians.  The  intimate  views  of  operations 
and  treatments  showed  the  great  skill  of  the 
photographer. 

Herkimer  County 

Adequate  medical  care  cannot  be  given 
county  relief  clients  on  the  basis  of  the  present 
fee  schedule  adopted  in  April  for  a six-month 
trial  period,  the  county  society  declared  on 
November  13  at  a special  session  in  the  Mohawk 
Valley  Country  Club  in  Herkimer. 

The  society  discussed  the  minimum  medical 
fee  schedule  in  the  regular  nonwelfare  cases  and 
decided,  because  of  the  increased  cost  of  ma- 
terials and  supplies  and  the  higher  cost  of  living 
generally,  to  adopt  slight  increases,  effective 
December  15.  The  state  workmen’s  compensa- 
tion fee  schedule  will  be  used  as  a basis. 

The  change  will  probably  increase  minimum 
office  call  charges  from  $1.50  to  $2.00.  House 
calls  will  either  remain  at  $2.00  or  be  slightly 
increased,  but  night  calls  will  go  to  $3.00. 

Because  of  the  charitable  nature  of  welfare 
work,  the  doctors  adopted  a resolution  allowing 
25  per  cent  reduction  from  the  new  schedule  on 
all  welfare  bills,  except  house  and  hospital  calls, 
which  will  remain  at  $2.00.  Under  the  present 
system,  $1.00  a day  is  allowed  for  hospital  calls 
daily  for  five  days  and  every  other  day  there- 
after. 
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Jefferson  County 

At  the  annual  meeting  of  the  society  held  in 
November  the  following  officers  were  elected: 
president,  Dr.  E.  Clifford  Soults,  of  Carthage; 
vice-president,  Dr.  Sutherland  E.  Simpson,  of 
Watertown;  treasurer,  Dr.  James  L.  Crossley, 
of  Watertown;  secretary,  Dr.  Charles  A.  Prud- 
hon,  of  Watertown;  censors,  Drs.  Frederic  R. 
Calkins,  of  Watertown;  Harold  Gokey,  of 
Alexandria  Bay;  James  E.  McAskill,  of  Water- 
town;  Harlow  E.  Ralph,  of  Belleville;  Jesse  R. 
Pawling,  of  Watertown. 

Kings  County 

The  committee  planning  the  annual  dinner  to 
the  ex-presidents  reports  that  the  dinner  will  be 
held  on  Saturday,  January  17,  at  the  Hotel  St. 
George.  At  this  dinner  each  living  ex-president 
will  be  presented  with  a medal  and  scroll.  There 
will  be  two  prominent  speakers  and  the  doctors’ 
orchestra  will  play. 

The  committee  consists  of  Drs.  Charles  A. 
Gordon,  chairman;  Frank  B.  Doyle,  vice-chair- 
man; Ignatius  P.  A.  Byrne,  secretary,  and 
Charles  F.  McCarty,  treasurer — other  mem- 
bers are  Drs.  William  C.  Meagher,  Leo  S. 
Schwartz,  H.  Tevel  Zankel,  and  Mrs.  Louis  I. 
Harris. 

In  response  to  many  requests  of  its  members, 
the  society  is  now  organizing  its  own  swing  band, 
according  to  the  Bulletin.  In  addition,  there  is 
a symphony  orchestra,  a billiard  club,  a doctors’ 
choir,  and  a Magic  Circle  for  doctors  interested 
in  developing  magic  as  a hobby.  The  members 
responsible  for  these  activities  are  to  be  con- 
gratulated, for  in  the  present-day  rush  it  is  easy 
not  to  find  time  for  hobbies,  which  are  just  as 
important  for  doctors  as  for  laymen. 

The  pediatric  section  of  the  county  society 
will  hold  a meeting  on  December  22  at  8:30  p.m. 
at  1313  Bedford  Avenue,  Brooklyn.  Dr.  Brett 
Ratner,  of  New  York  City,  will  talk  on  “Allergy 
in  Pediatric  Practice.” 

Lewis  County 

The  following  officers  were  elected  at  the  an- 
nual meeting  of  the  society  held  in  Lowville  on 
October  29:  president,  Dr.  David  J.  O’Connor, 
of  Croghan;  vice-president,  Dr.  Edgar  O.  Boggs, 
of  Lowville;  secretary-treasurer,  Dr.  Elbert 
Dalton,  of  Beaver  Falls;  censor  for  three  years, 
Dr.  Bruce  M.  Phelps,  of  Lowville;  delegate  to 
state  convention,  Dr.  Dalton;  alternate,  Dr. 
Boggs;  representative  to  the  staff,  Dr.  Thomas 
A.  Lynch,  of  Lowville. 

Monroe  County 

Dr.  Rufus  B.  Crane  of  the  medical  staff  of 
Eastman  Kodak  Company  and  Dr.  G.  Kirby 
Collier,  psychiatrist  and  chairman  of  the  com- 
mittee on  nervous  and  mental  diseases  of  the 
county  society,  addressed  the  Rochester  branch 
of  the  Vocational  Guidance  Association  held 
last  month.  The  speakers  urged  the  applica- 
tion to  candidates  for  jobs  in  industry  of  a plan 
of  rehabilitation  similar  to  that  being  used  by 
the  Selective  Service  Administration  to  cut 
down  the  rate  of  rejections  for  mental  and  physi- 
cal ailments. 

Dr.  Crane  pointed  out  that  the  Selective  Serv- 
ice Administration  is  sending  letters  to  all 


men  registered  under  the  draft  urging  them  to 
consult  family  doctors  and  dentists  if  they  be- 
lieve themselves  below  the  required  standard 
and  to  follow  treatment  prescribed. 

At  the  meeting  of  the  county  society,  the 
Rochester  Academy  of  Medicine,  and  the  Uni- 
versity of  Rochester  Medical  School,  held  in  the 
Academy  auditorium  on  November  30,  Dr. 
Donovan  J.  McCune,  Babies  Hospital,  New 
York  City,  spoke  on  “Food  Requirements  for 
Health.” 

Nassau  County 

The  monthly  meeting  of  the  society  was  held 
on  November  25  at  Cathedral  House,  in  Garden 
City.  Dr.  Yale  Kneeland,  Jr.,  assistant  pro- 
fessor of  medicine  at  Columbia,  spoke  on  “Chemo- 
therapy.” 

Listed  in  the  Bulletin  are  the  following  future 
events  of  the  society. 

January  19:  Joint  Meeting  with  Nassau 

County  Dental  Society.  Topic:  The  Relation 
of  Systemic  Diseases  to  Infections  of  the  Oral 
Cavity.  Speakers:  Russell  L.  Cecil,  M.D.,  pro- 
fessor of  clinical  medicine,  Cornell  University 
Medical  College;  Daniel  E.  Ziskin,  D.D.S., 
director,  Department  of  Oral  Diagnosis,  School 
of  Dental  and  Oral  Surgery,  Columbia  Univer- 
sity. 

February  24:  Joint  Meeting  with  the  Woman’s 
Auxiliary  to  the  Nassau  County  Medical  So- 
ciety. Topic:  Mental  Hygiene.  Speaker: 
Richard  M.  Brickner,  M.D.,  Neurological  In- 
stitute, Vanderbilt  Clinic,  and  Mount  Sinai 
Hospital. 

March  31:  Symposium  on  Surgery,  presented 
by  the  Nassau  Surgical  Society. 

April  28:  Symposium  on  Tuberculosis,  pre- 
sented by  the  Nassau  County  Sanatorium. 

May  26:  Annual  Meeting.  Topic:  The  Na- 
tional Nutrition  Program.  Speaker  to  be  an- 
nounced. 

The  annual  dinner  dance  was  held  this  year 
on  December  6 at  the  North  Hempstead  Country 
Club. 

New  York  County 

On  November  24  the  following  officers  were 
elected  for  the  coming  year:  president,  Dr. 
Maximilian  A.  Ramirez;  president-elect,  Dr.  J. 
Stanley  Kenney;  first  vice-president,  Dr. 
Conrad  Berens;  second  vice-president,  Dr. 
Francis  N.  Kimball;  secretary,  Dr.  B.  Wallace 
Hamilton;  assistant  secretary,  Dr.  John  Car- 
roll;  treasurer,  Dr.  Fenwick  Beekman;  assis- 
tant treasurer,  Dr.  Howard  C.  Taylor,  Jr.;  cen- 
sors (for  three  years),  Dr.  Samuel  B.  Burk  and 
Dr.  Roy  B.  Henline.  The  chairmen  of  com- 
mittees are  as  follows:  legislation,  Dr.  John  B. 
Lauricella;  public  relations,  Dr.  W.  Bayard 
Long;  medical  economics,  Dr.  William  B. 
Rawls;  and  membership,  Dr.  Carl  Binger. 
Dr.  Albert  H.  Aldridge  was  elected  a trustee 
(for  five  years).  The  delegates  to  the  State 
Society  are:  Drs.  W.  P.  Anderton;  Emily  D. 
Barringer;  Conrad  Berens;  Harold  B.  David- 
son; Vincenzo  Fanoni;  W.  Travis  Gibb,  Jr.; 
Roy  B.  Henline;  J.  Stanely  Kenney;  John  B. 
Lauricella;  Madge  McGuinness;  Maximilian 
A.  Ramirez;  Nathan  Ratnoff;  and  William  B. 
Rawls. 
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Dr.  Annie  S.  Daniel,  for  sixty  years  a member 
of  the  staff  of  the  New  York  Infirmary  for  Wo- 
men and  Children,  New  York  City,  was  recently 
honored  at  a dinner  by  one  hundred  graduates 
of  the  infirmary,  several  of  whom  studied  under 
her  in  the  eighteen  eighties.  Dr.  Daniel,  who 
gives  her  age  as  80  plus,  is  still  in  charge  of  the 
infirmary’s  outpatient  service. 

Niagara  County 

Inadequate  public  health  nursing  service  and 
lack  of  laboratory  facilities  in  the  rural  areas  of 
the  county  were  discussed  by  members  of  the 
county  society  at  a recent  meeting  at  the 
Niagara  County  Sanatorium  at  Lockport.  A 
resolution  dealing  with  conditions  was  offered 
by  Dr.  W.  A.  Peart,  of  Sanborn,  health  officer 
of  the  town  of  Niagara. 

Health  authorities  of  the  county  have  been 
engaged  for  some  time  in  the  task  of  enlarging 
the  public  health  nursing  service,  and  the  phy- 
sicians are  expected  to  offer  new  evidence  of  the 
need  for  more  nurses.  The  shortage  of  labora- 
tory facilities  is  said  to  be  a great  handicap  to 
physicians  in  rural  areas.  They  are  unable  to 
confirm  diagnoses  without  resorting  to  the  use 
of  equipment  in  city  hospitals,  the  delay  fre- 
quently resulting  in  serious  consequences  for 
their  patients.  The  situation,  it  is  claimed,  is 
particularly  serious  in  the  case  of  expectant 
mothers  who  are  denied  adequate  prenatal  care. 

Queens  County 

At  the  annual  meeting  of  the  county  society 
on  November  25  the  following  officers  were 
elected:  president,  Dr.  Chester  L.  Davidson, 
of  Jamaica;  president-elect,  Dr.  Jacob  Weme, 
of  Jamaica;  secretary,  Dr.  Ezra  Wolff,  of  Forest 
Hills;  assistant  secretary,  Dr.  Paul  Shuey,  of 
Jackson  Heights;  treasurer,  Dr.  John  J.  Sheehy, 
of  Hollis;  assistant  treasurer,  Dr.  Robert  Yan- 
over,  of  Flushing;  historian,  Dr.  W.  Guernsey 
Frey,  Jr.,  of  Forest  Hills;  directing  librarian, 
Dr.  Elmer  Kleefield,  of  Forest  Hills;  assistant 
directing  librarian,  Dr.  Alfred  Angrist,  of  Ja- 
maica; trustees  are  Dr.  d’  Angelo,  Dr.  Vincent 
Juster,  of  Jamaica,  and  Dr.  Walter  Lynn,  of 
Forest  Hills.  The  censors  are  Dr.  Joseph  Lanza, 
of  Long  Island  City;  Dr.  John  Keating,  of  Rego 
Park;  Dr.  David  Lothringer,  of  Jamaica;  and 
Dr.  Amadeo  dePoto,  of  Jamaica.  The  delegates 
are  Dr.  d’  Angelo  and  Dr.  Joseph  Wrana;  al- 
ternates, Dr.  C.  Nelson  Baker  and  Dr.  Walter 
Lynn. 

At  the  Friday  Afternoon  Talk  on  December  19 
Dr.  Norman  Jolliffe  of  Bellevue  Hospital  will 
speak  on  the  “Relation  of  Vitamins  to  Disease.” 

“Art  as  a Hobby  for  the  Busy  Doctor”  is  the 
heading  of  a notice  in  the  Bulletin  that  invites  all 
members  of  the  society  to  join  the  art  club. 
The  club  has  a well-equipped  studio  in  the  so- 
ciety’s building  in  Forest  Hills,  and  an  art  in- 
structor is  provided.  The  announcement  con- 
cludes: “Group  outings  to  rustic  and  peaceful 
environments  are  contemplated  where.  . . . 
rolling  hills,  drooping  foliage,  and  humming 
streams  will  inspire  us  to  interpret  ‘nature  in 
the  raw.’  ” 

Rensselaer  County 

At  the  annual  dinner  meeting  on  December  10, 


held  in  Troy,  Dr.  Haven  Emerson  spoke  on 
“Administrative  Medicine.” 

Schoharie  County 

“Tuberculosis,  like  a thief  in  the  night,  robs 
a man  of  his  health  when  he  is  least  aware  of  its 
presence.  Every  physician  realizes  the  need 
of  educating  the  layman  to  the  dangers  that  lie 
in  one  undetected  person  with  tuberculosis. 
The  germs  from  that  one  person  may  spread  to 
half  a dozen  persons,”  said  Dr.  Roy  G.  S. 
Dougall,  president  of  the  county  society,  at  the 
opening  of  the  Christmas  Seal  sale  of  the  Scho- 
harie County  Tuberculosis  Association. 

The  Boy  Scouts  are  participating  in  the  cam- 
paign by  putting  up  posters.  In  the  words  of 
one  Eagle  Scout:  “We’re  covering  this  town 

like  a blanket.” 

Steuben  County 

At  the  annual  meeting  held  on  November  13 
in  the  Hotel  Wagner  in  Bath,  Dr.  Joseph  B. 
Mathewson,  of  Bath,  was  elected  president. 

Other  officers  are:  vice-president,  Dr.  Stuart 
H.  Bean,  Addison;  secretary-treasurer,  Dr. 
Rudolph  J.  Shafer,  Corning;  censors,  Dr.  D. 
Roger  Haggerty,  Arkport,  and  Dr.  James  J. 
Sanford,  Bath.  Delegates  to  the  State  Society 
meeting  are:  first  district,  Dr.  Herbert  B. 
Smith,  Corning;  alternate,  Dr.  Edwin  H.  Ober, 
Painted  Post;  second  district,  Dr.  Leon  M. 
Kysor,  Hornell;  alternate,  Dr.  William  J. 
Tracy,  Hornell. 

Dr.  Ernest  Lampe,  Cornell  University,  gave 
a paper  on  “Tendon  and  Nerve  Injuries.” 

Tioga  County 

A series  of  nutrition  classes  is  being  held  in 
Owego,  sponsored  by  the  Parent-Teacher  As- 
sociation and  the  Public  Health  Association. 
Dr.  Ivan  N.  Peterson,  secretary  of  the  county 
society,  will  be  the  speaker  for  the  meeting  on 
January  6.  His  subject  will  be  “The  Part  of 
the  Community  in  National  Defense.” 

Washington  County 

Erratum. — In  the  November  15  issue  the  board 
of  censors  and  the  chairman  of  the  legislative 
committee  were  incorrectly  listed.  The  board 
of  censors  consists  of  Dr.  W.  C.  Cuthbert,  of 
Hudson  Falls;  Dr.  C.  H.  Holmes,  of  Cambridge; 
and  Dr.  K.  Creevey,  of  Cambridge.  The  chair- 
man of  the  legislative  committee  is  Dr.  W.  A. 
Leonard,  of  Cambridge. 

Westchester  County 

A course  in  general  medicine  has  been  ar- 
ranged for  the  county  society  by  Dr.  Walter  W. 
Palmer,  College  of  Physicians  and  Surgeons, 
Columbia  University,  New  York  City.  The 
meetings  will  be  held  at  the  New  York  Hospital, 
Westchester  Division,  White  Plains,  at  8:30 

P.M. 

On  January  14  Dr.  Dana  W.  Atchley,  as- 
sociate professor  of  medicine,  College  of  Phy- 
sicians and  Surgeons,  will  speak  on  “Nephritis.” 
Dr.  Albert  Vander  Veer,  consultant  in  allergy, 
Roosevelt  Hospital,  and  assistant  director  of 
the  Allergy  Clinic,  New  York  City,  will  lecture 
on  “Asthma”  on  March  11.  The  third  lecture 
will  be  given  on  May  13  by  Dr.  Homer  F.  Swift 
of  the  Hospital  of  the  Rockefeller  Institute  for 


2442 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


Medical  Research.  His  subject  will  be  “Rheu- 
matic Fever.”  This  lecture  is  a cooperative 
endeavor  between  the  New  York  State  Depart- 
ment of  Health  and  the  Medical  Society  of  the 
State  of  New  York. 

Wyoming  County 

The  officers  for  1942  are  as  follows:  president, 


Dr.  Paul  A.  Burgeson,  of  Warsaw;  vice-presi- 
dent, Dr.  G.  A.  McQuilkin,  of  Varysburg;  secre- 
tary-treasurer, Dr.  Oliver  T.  Ghent,  of  Warsaw; 
delegate  to  state  convention,  Dr.  Henry  S. 
Martin,  of  Warsaw;  alternate,  Dr.  G.  Stanley 
Baker,  of  Castile;  board  of  censors,  Dr.  Mary 
T.  Greene,  of  Castile;  Dr.  McQuilkin  and  Dr. 
L.  Hayden  Humphrey,  of  Silver  Springs. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Herbert  Beals 

86 

N.  Y.  Horn. 

November  18 

Buffalo 

Robert  G.  Contrell 

68 

Pennsylvania 

November  26 

Manhattan  and 
Englewood,  N. 

J.  M.  Clayland 

89 

Med.  Col.  Ohio 

November  23 

Brooklyn 

David  H.  Davison 

87 

P.  & S.  N.  Y. 

November  22 

Manhattan 

K.  Arvid  Enlind 

68 

P.  & S.  Baltimore 

November  17 

Manhattan 

John  B.  Harvie 

84 

McGill 

November  14 

Troy 

Mace  A.  Losee 

64 

Cornell 

November  8 

Livingston  ville 

George  Manulkin 

57 

Cornell 

October  18 

Brooklyn 

John  B.  Rae 

74 

Glasgow 

November  20 

Manhattan 

Harry  T.  Rosenthal 

54 

Univ.  & Bell. 

November  23 

Bronx 

Edward  W.  Southall 

90 

Cleveland  Horn. 

November  12 

Geneseo 

William  P.  Travers 

44 

L.  I.  C.  Hospital 

September  25 

Brooklyn 

Francis  C.  Vogt 

62 

L.  I.  C.  Hospital 

November  19 

Brooklyn 

SECTION  ON  HEALTH  EDUCATION  AND  MEDICINE  OPENED  BY  AMERICAN 
FILM  CENTER 


A section  on  films  in  health  education  and 
medicine  has  been  established  at  the  American 
Film  Center  according  to  an  announcement  by 
Donald  Slesinger,  director  of  the  Center,  at  its 
office,  45  Rockefeller  Plaza,  New  York  City. 
Dr.  Adolf  Nichtenhauser  is  in  charge  of  the  sec- 
tion. 

The  new  section  is  a clearinghouse  and  infor- 
mation center  on  the  use  and  production  of 
health  education  and  medical  films. 

Through  this  section  the  American  Film  Cen- 
ter will  evaluate  existing  health  films  in  collabo- 
ration with  health  experts  and  publish,  from  time 
to  time,  fists  of  recommended  films.  Coopera- 
tion with  the  many  groups  using  health  films 
will  be  sought  in  order  to  create  a solid  economic 
basis  for  their  production.  A long-range  produc- 
tion program  will  be  developed  in  collaboration 
with  competent  agencies. 

Attention  will  also  be  paid  to  the  technical 
medical  film,  especially  with  regard  to  its  use  in 
medical  schools.  From  its  beginning  the  Ameri- 


can Film  Center  has  cooperated  with  medical 
and  scientific  agencies,  such  as  the  Wistar  In- 
stitute of  Anatomy  and  Biology  in  Philadelphia 
and  various  hospitals  in  New  York  and  New 
England,  in  the  study  and  production  of  films. 

Dr.  Nichtenhauser  has  been  working  in  educa- 
tional cinematography  for  many  years.  Before 
joining  the  Center  he  was  on  the  staff  of  the  Na- 
tional Tuberculosis  Association  and  of  the  New 
York  Tuberculosis  and  Health  Association, 
where  he  worked  on  health  films.  His  produc- 
tion associate,  Ensign  Warren  Sturgis,  is  on  leave 
with  the  Naval  Medical  School. 

The  Section  on  Health  and  Medical  Films  has 
received  a three-year  grant  from  the  Rockefeller 
Foundation. 

The  American  Film  Center,  an  educational 
organization  supported  by  the  Rockefeller  Foun- 
dation, was  established  in  the  summer  of  1938. 
Among  the  members  of  its  Board  is  Kenneth  D. 
Widdemer,  director  of  the  Committee  on  Neigh- 
borhood Health  Development. 


The  thirty-eighth  annual  meeting  of  the  Phi 
Delta  Epsilon  medical  fraternity  will  take  place 
at  the  Waldorf-Astoria  Hotel,  New  York  City, 


December  30  and  31.  Dr.  Morris  Fishbein, 
editor  of  the  J.A.M.A.,  will  be  one  of  the 
banquet  speakers. 


Hospital  News 

See  Emergency  Notice  on  Page  2898 


Hospitals  and  Priorities 


IN  THE  November  issue  of  the  Modern  Hos- 
pital there  appears  an  up-to-date  summary 
of  the  hospital  and  priorities  situation.  Com- 
menting, editorially,  the  same  publication  says: 
“The  federal  government  has  expressed, 
through  various  officials,  a desire  to  do  every- 
thing possible  to  maintain  the  service  of  hos- 
pitals during  the  current  emergency.  ‘Every- 
thing possible’  must  be  interpreted  in  terms  of 
the  current  situation  and  the  judgment  of  dif- 
ferent officials  as  to  the  amount  of  effort  that 
will  be  required  to  defeat  Hitler.  The  Supply 
Priorities  and  Allocation  Board  is  apparently 
determined  not  to  underestimate  the  job  it 
faces. 

“We  in  the  hospital  field  must  not  underesti- 
mate it  either.  We  must  make  every  possible 
effort  to  cooperate  in  the  present  national  effort 
and  to  continue  to  merit  the  preferential  treat- 
ment that  we  are  receiving  at  the  hands  of  the 
government. 

“The  resolution  on  this  subject  adopted  at  the 
recent  Atlantic  City  convention  should  become 
the  guide  of  all  hospitals.  This  resolution 
pledged  the  hospitals  to  analyze  their  needs 
carefully  (eliminating  all  wanted  items  that  are 
not  strictly  necessary),  to  eliminate  all  possible 
waste,  to  keep  inventories  down  to  actually  in- 
dicated needs,  and  to  give  full  cooperation  in 
the  national  interest  during  this  time  of  emer- 
gency. 

“The  maintenance  and  repairs  order  was  re- 
cently amended  by  O.P.M.  to  give  hospitals  an 
A-10  rating  for  all  needed  operating  supplies. 
Since  hospitals  are  only  one  of  22  large  industries 
that  are  included  in  this  order,  it  is  impossible 
for  federal  officials  to  maintain  minute  control 
over  the  use  of  the  plan.  Hospitals  are,  there- 
fore, put  on  their  honor  to  use  the  plan  only 
when  necessary. 

“If  some  hospitals  abuse  the  special  privileges 
extended  to  them,  the  result  will  be  greater  dif- 
ficulty for  all  institutions — closer  control  by 
federal  officials  and  more  paper  work  for  the 
hospitals. 

“There  is  a war  to  win  and  we  in  the  hospital 
field  are  determined  to  do  our  part  to  see  that  it 
is  won  as  quickly  and  effectively  as  possible. 
This  is  the  only  humanitarian  viewpoint  pos- 
sible.” 

Newsy  Notes 

Dr.  William  T.  Clark  was  unanimously  elected 
to  succeed  the  late  Dr.  Walter  S.  Goodale  as 
superintendent  of  Meyer  Memorial  Hospital  in 
Buffalo.  Dr.  Clark  has  been  associated  writh 
the  hospital  for  sixteen  years  and  has  served  as 
assistant  superintendent  since  1939. 


More  than  100  executives  of  eastern  state 
hospitals  attended  the  New  York  Institute  for 
Hospital  Administrators  held  this  fall  at  the 
Cornell  Medical  College  in  New  York  City. 


The  superintendent  of  the  Mount  Vernon 
Hospital,  Arthur  B.  Solon,  informed  the  Board 
of  Managers  at  a meeting  last  month  that  the 
average  price  of  hospital  commodities  in  Septem- 
ber wTas  19  per  cent  higher  than  in  the  same 
month  a year  ago;  food,  73  per  cent;  cotton 
goods,  43  per  cent;  dairy  products,  34  per  cent; 
canned  fruits,  31  per  cent;  canned  vegetables, 
30  per  cent;  surgical  dressings,  18  per  cent;  and 
drugs  and  chemicals,  2 per  cent. 


In  an  address  before  the  New  York  State 
Nurses  Association  held  in  Brooklyn  last  month, 
Miss  Caroline  Falls,  director  of  the  defense 
program  of  the  association,  said  that  in  case  of 
war  20,200  registered  nurses  in  New  York  State 
would  be  ready  to  serve  in  the  armed  forces  of 
the  country.  She  reported  that  last  December 
60,000  questionnaires  wrere  sent  by  the  associa- 
tion to  as  many  registered  nurses  under  the 
sponsorship  of  the  United  States  Public  Health 
Service.  Of  the  32,000  who  responded,  14,000 
indicated  their  willingness  to  serve  in  the  Army 
and  6,200  in  the  Navy  in  case  of  war. 


Dr.  Henry  Wigerson,  former  New  York  Uni- 
versity instructor  in  surgery,  left  last  month  for 
Palestine  where  he  will  be  head  neurosurgeon  in 
the  Rothschild-Hadassah  University  Hospital. 


Thirty  per  cent  of  the  patients  at  Beth  Israel 
Hospital  in  New  York  City  are  men  and  women 
who  wrere  cast  into  concentration  camps  and 
jails  after  Hitler  rose  to  power  in  Germany. 
The  hospital  celebrated  its  fiftieth  anniversary 
last  month.  Its  initial  capitalization  was  $10 
contributed  by  forty  Jewish  merchants,  tailors, 
and  peddlers  who  decided  to  care  for  the  neg- 
lected sick  among  the  250,000  Jews — many  of 
them  immigrants — who  lived  in  a square-mile 
area  along  the  narrow,  crooked  streets  of  the 
lower  East  Side. 


A reversal  of  hospital  reports  generally  seen 
today  is  that  of  the  Frederick  Ferris  Thompson 
Hospital  in  Canandaigua,  which  says  that  the 
hospital  income  per  patient  day  showed  an  in- 
crease and  the  cost  per  day  went  dowrn  in  the 
year.  Whereas  the  average  income  per  patient 
day  was  $4.17  plus  in  1940,  it  was  $4.42  in  1941, 
and  the  cost  per  patient  day  decreased  from  $4.91 
last  year  to  $4.83  in  the  current  year. 


Only  9 of  the  291  births  in  the  City  of  Com- 
ing occurred  outside  the  Corning  Hospital  dur- 
ing the  first  six  months  of  1941.  A new,  badly 
needed  delivery  table  has  just  been  installed. 
The  hospital  has  an  unusually  low  rate  for  ma- 
ternity care — $45  for  ten  days  in  a private  room, 
which  includes  everything. 
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Nearly  10  per  cent  of  all  the  hospitals  in  the 
United  States  offering  courses  to  train  volunteer 
nurses’  aides  are  located  in  Westchester,  ac- 
cording to  a recent  announcement  by  Fiorello 
H.  La  Guardia,  Director  of  the  Office  of  Civilian 
Defense. 


Hospital  rates  are  going  up.  That  is  the 
crystallized  conclusion  drawn  from  a quick  na- 
tion-wide survey  made  recently  by  the  Modem 
Hospital  to  determine  the  trend  in  the  field  as  a 

whole Those  that  have  acted  during 

the  last  six  months  have  raised  their  rates,  on  an 
average,  50  cents  a day.  Laboratory,  x-ray 
department,  and  operating  room  fees;  flat  rates 
for  maternity  cases;  charges  for  drugs  and  dress- 
ings; all  have  been  increased  in  many  hospitals 
to  offset  a budget  deficit. 


Dr.  Fraser  D.  Mooney,  superintendent  of  the 
General  Hospital,  Buffalo,  has  been  re-elected 
president  of  the  Western  New  York  Hospital 
Council.  Speaking  at  the  Council’s  annual 
round  table  was  Robert  I.  Millonzi,  assistant 
counsel  of  the  New  York  State  Department  of 
Agriculture  and  Markets,  who  urged  the  hos- 
pitals to  pool  their  physical  equipment,  ideas, 
and  personnel  as  their  contribution  to  the  de- 
fense program.  Dr.  James  R.  Borzilleri,  presi- 
dent of  Columbus  Hospital,  told  the  same  meet- 
ing that  “hospitals,  to  survive  as  free  institu- 
tions, must  be  ever  alert  to  maintain  control  of 
themselves,  while  gracefully  accepting  the  in- 
evitable increasing  government  subsidies.” 


Dr.  Irvin  Abell,  in  making  the  announcement 
of  the  1941  list  of  approved  hospitals,  said  that 
“hospitals  are  more  appreciated  today  than 
ever  before,  doubtless  because  the  nation  in 
mobilizing  its  resources  for  defense  has  recog- 
nized the  fundamental  value  of  a high  average 
of  health.” 


On  October  30  Blue  Cross  Day  was  observed 
throughout  the  country.  The  occasion  marked 
the  enrollment  of  seven  and  a half  million 
American  workers  and  their  families  as  hospital 
service  subscribers. 


The  new  library  at  the  South  Nassau  Com- 
munities Hospital  in  Oceanside  was  recently 
dedicated  to  Miss  Mary  Pearson,  superintend- 
ent of  the  institution. 


Miss  Marian  G.  Randall  has  been  appointed 
by  Mayor  La  Guardia  as  nursing  consultant  in 
the  Medical  Division  of  the  Office  of  Civilian 
Defense.  Miss  Randall  is  on  leave  of  absence 
from  the  Henry  Street  Visiting  Nurse  Service. 

Improvements 

The  superintendent  of  the  General  Hospital 
of  Syracuse,  Carl  P.  Wright,  had  no  sooner  re- 


ceived the  green  light  from  Washington  than  he 
had  the  building  committee  on  the  phone  and  an 
impromptu  ground-breaking  took  place  for  the 
new  wings  of  the  hospital  for  which  some  5,900 
Syracusans  pledged  nearly  half  a million  dollars 
last  spring.  The  construction  had  been  de- 
layed because  of  the  lack  of  steel.  The  hospital 
bed  shortage  has  been  so  acute  that  in  some  cases 
men  have  had  to  be  put  in  the  maternity  ward. 


In  Westfield  a campaign  has  just  been  con- 
ducted to  raise  funds  for  a new  hospital.  Among 
the  pledges  are  work  contracts  that  bind  the 
signers  to  a stated  amount  of  labor  in  revamping 
the  building  or  grounds.  Chief  among  the 
signers  of  these  pledges  are  welfare  cases  unable 
to  give  money. 


The  new  $75,000  addition  to  Butterfield  Hos- 
pital in  Cold  Spring  will  be  completed  about  the 
first  of  the  year. 


St.  Mary’s  Hospital  in  Amsterdam  has  a new 
deep-therapy  equipment  added  to  the  x-ray  de- 
partment. 


Construction  of  a new  wing  to  the  present 
Ossining  Hospital  at  an  expenditure  of  about 
$40,000  is  now  being  considered. 


An  electrocardiograph  has  been  presented  as  a 
gift  to  the  Nathan  Littauer  Hospital  in  Glovers- 
ville  by  Jacob  Zuckerwar,  glove  manufacturer  of 
that  city. 


Plans  have  been  set  in  motion  by  the  Board  of 
Trustees  of  the  Geneva  General  Hospital  to  se- 
cure a loan  of  $68,000  from  the  Federal  Govern- 
ment for  the  rehabilitation  of  the  second  floor  of 
the  old  east  wing  of  the  building. 


A new  dispensary  building  at  Kings  County 
Hospital  in  Brooklyn,  costing  approximately 
$1,000,000,  was  recently  dedicated.  The  new 
dispensary  will  enable  its  professional  staff  to 
treat  patients  under  ideal  conditions.  Addi- 
tional units  are  planned  for  Harlem,  Lincoln, 
Coney  Island,  and  Cumberland  hospitals,  be- 
sides increases  in  present  facilities  for  Bellevue, 
Queens  General,  and  Morrisania  hospitals. 


Huntington  Hospital  has  an  iron  lung,  re- 
cently secured  through  the  National  Foundation 
for  Infantile  Paralysis. 


The  Ilion  Hospital  Board  agreed  to  accept  a 
federal  fund  allocation  of  $80,000  for  the  con- 


December  15,  1941] 


HOSPITAL  NEWS 


2445 


struction  of  an  $110,000  addition  to  the  hospital 
which  would  double  its  capacity. 


On  October  27,  ground  was  broken  for  the 
new  Nightingale  Hospital,  an  institution  for  the 
treatment  of  cancer,  at  163rd  Street  and  Fort 
Washington  Avenue.  Mayor  La  Guardia  and 
Dr.  Nicholas  Murray  Bulter,  president  of  Co- 
lumbia University,  were  the  principal  speakers. 
The  hospital  will  be  built  and  maintained  by 
the  city  and  will  be  staffed  by  Columbia  Uni- 


versity and  the  Presbyterian  Hospital.  The 
new  unit  in  the  city’s  hospital  system  will  cost 
an  estimated  $2,218,500  and  is  scheduled  for 
completion  in  March,  1943.  It  will  have  a 
capacity  of  315  beds  and  will  replace  the  old 
New  York  City  Cancer  Institute  on  Welfare 
Island  and  the  Cancer  Clinic  on  East  Fifty- 
ninth  Street. 


The  $21,000  addition  to  St.  John’s  Riverside 
Hospital  in  Yonkers  was  completed  last 
month. 


Prize  Essays 

npHE  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition 
at  the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
April  27,  1942,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original 
essay  on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of 
the  Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition  are 
residents  of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  Prize  for  which  the 
essay  is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a 
motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  having 
on  the  outside  the  same  motto  or  device  and  containing  the  name  and  address  of 
the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  the  prize  automatically  becomes  the  property  of  the  Medi- 
cal Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1, 1942,  and  sent  to  the  Chair- 
man of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New 
York,  292  Madison  Avenue,  New  York. 

Chas.  Gordon  Hetd,  M.D.,  Chairman 
Committee  on  Prize  Essays 


PROOF 

Patient  (coming  out  of  ether):  Oh  doctor, 

I’m  in  heaven,  in  heaven! 

Doctor  (pointing  across  the  room):  No, 

lady,  you  aren’t  in  heaven.  There  sits  your 
husband.  — Selected 


A SLIGHT  SLIP 

Boss:  Say,  what  does  this  mean?  Someone 
called  up  that  you  couldn’t  come  to  work  since 
you  were  sick. 

Man:  The  joke’s  on  him.  He  wasn’t  sup- 
posed to  call  up  until  tomorrow.  — Selected 
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THE  APPROVED  LABORATORY  IN  NEW  YORK  STATE  IN  RELATION 

TO  CHEMOTHERAPY 

John  K.  Miller,  M.D.,  Albany,  New  York 


THE  role  of  the  laboratory  in  the  management 
of  infectious  diseases  has  become  increasingly 
important  with  the  development  of  effective 
treatment  by  sulfanilamide  and  its  derivatives. 
It  is  fortunate,  therefore,  that  laboratory  facili- 
ties are  already  available  in  the  state  through 
the  system  of  approved  laboratories.  The 
joint  efforts  of  the  Division  of  Laboratories  and 
Research  and  the  New  York  State  Association 
of  Public  Health  Laboratories,  a separate,  inde- 
pendent organization  whose  members  are  elected 
from  qualified  representatives  of  the  approved 
laboratories,  have  been  directed  toward  the 
maintenance  of  high  standards  through  the  pro- 
vision of  well-qualified  directors  and  pathologists 
in  charge,  by  the  establishment  of  uniform 
technical  procedures,  and  by  research  leading  to 
the  introduction  of  new  and  improved  methods. 
From  time  to  time  the  Association  has  prepared 
leaflets  on  laboratory  aids  in  the  diagnosis  of  a 
number  of  diseases  including  pneumococcic  and 
streptococcic  infections. 

Laboratory  procedures  that  contribute  to 
effective  chemotherapy  by  sulfanilamide  and 
its  derivatives  can  be  divided  into  three  groups: 
(1)  methods  of  isolation  and  identification  of  the 
inciting  agent;  (2)  a quantitative  chemical  de- 
termination of  the  amount  of  the  drug  in  body 
fluids;  (3)  procedures  for  the  detection  of  the 
toxic  effects  of  the  drug.  A proper  evaluation 
of  the  results  of  these  tests  requires  a determina- 
tion of  the  pretherapeutic  status  of  the  cellular 
constituents  of  the  blood,  the  content  of  the 
urine,  and  the  renal  function. 

Identification  of  Inciting  Agent 

Chemotherapy  does  not  remove  the  necessity 
for  determining  the  inciting  agent  of  an  infec- 
tion. In  fact,  identification  of  the  invading 
microorganism  is  a definite  aid  not  only  in  the 
decision  to  use  chemotherapy  but  also  in  the 
choice  of  the  sulfonamide  that  acts  most  ef- 
fectively in  the  particular  infection.  For  ex- 
ample, these  drugs  have  no  demonstrable  action 
in  pneumonias  of  virus  origin,  but  sulfapyridine, 
sulfadiazine,  and  sulfathiazole  are  effective  in 
pneumococcic  pneumonias,  and  sulfathiazole 
and  sulfadiazine  are  effective  in  staphylococcic 
pneumonias.  In  mixed  infections  of  the  urinary 
system  a bacteriologic  differentiation  of  the 
microorganisms  present  is  important.  Most  of 
the  common  incitants  are  susceptible  to  sul- 
fanilamide but,  of  the  compounds  now  avail- 
able, sulfathiazole  and  sulfadiazine  are  the  only 
ones  that  inhibit  the  staphylococcus  and  entero- 


Presented  at  the  Conference  on  Chemotherapy  held 
under  the  joint  sponsorship  of  the  Medical  Society  of  the 
State  of  New  York  and  the  New  York  State  Department 
of  Health,  October  7,  1941,  Albany,  New  York. 

From  the  Division  of  Laboratories  and  Research,  New 
York  State  Department  of  Health. 


coccus — for  example,  Streptococcus  fecalis. 
One  of  the  most  significant  early  steps  in  effec- 
tive chemotherapy  is,  thus,  the  responsibility  of 
the  laboratory — namely,  the  attempt  to  isolate 
and  identify  the  causative  microorganism  in  the 
exudates  or  other  material  from  the  lesion  in  the 
blood,  spinal  fluid,  or  urine.  If  the  incitant  is 
identified,  the  patient  would  not  be  subjected  to 
the  toxic  action  of  a drug  that  is  not  effective  in 
his  particular  infection. 

It  is  important  also  to  know  the  type  of  the 
incitant  of  an  infectious  disease  for  which  there 
is  type-specific  serum  that  can  be  used  in  cases 
failing  to  respond  to  a drug  or  in  which  combined 
serum  therapy  and  chemotherapy  are  advisable. 
In  pneumococcic  pneumonias  a specimen  of 
sputum  for  pneumococcus  typing  should  be  ob- 
tained before  chemotherapy  is  started.  This 
avoids  delay  if  serum  is  to  be  administered  later. 
Moreover,  determination  of  type  may  be  dif- 
ficult after  chemotherapy  is  instituted.  Simi- 
larly, it  is  essential  to  know  the  group  to  which 
the  streptococcus  belongs,  since  strains  of  cer- 
tain groups  are  more  easily  inhibited  by  sul- 
fanilamide than  are  others. 

Examination  of  a blood  culture  is  another  valu- 
able diagnostic  procedure  in  the  management 
of  an  infectious  process.  It  serves  as  a check  on 
the  bacteriologic  diagnosis  of  material  from  the 
primary  lesion.  More  important,  however,  is 
the  fact  that  the  presence  of  a bacteremia  in- 
fluences the  course  of  therapy,  as  well  as  the 
prognosis  and  the  probability  of  complications. 
It  is  especially  desirable  to  obtain  a specimen 
of  blood  for  culture  before  starting  chemo- 
therapy, otherwise  blood  from  patients  receiving 
one  of  the  sulfonamides  might  contain  sufficient 
drug  to  retard  the  growth  of  bacteria  in  that 
blood  when  it  is  inoculated  into  mediums. 

Chemical  Determination  of  the  Amount  of 
Drug  in  Body  Fluids 

Once  the  proper  sulfonamide  has  been  selected 
and  therapy  commenced,  a quantitative  chemi- 
cal determination  of  the  concentration  of  the 
drug  in  the  blood  is  valuable  in  controlling  ade- 
quate dosage  and  in  avoiding  toxic  effects.  In 
meningitis,  determinations  on  both  blood  and 
spinal  fluid  are  important  because  there  may  be 
an  effective  level  in  the  blood  but  not  in  the 
spinal  fluid.  Both  the  free  and  total  concentra- 
tion of  drug  should  be  estimated.  The  differ- 
ence indicates  the  amount  that  has  been  aeety- 
lated.  It  is  the  acetyl  compound,  occurring  to 
a greater  extent  with  sulfapyridine  and  sulfa- 
thiazole, which  is  associated  with  the  injurious 
formation  of  crystals  and  urolites  in  the  urinary 
system. 

The  best  method  of  quantitative  determina- 
tion of  the  sulfonamides  is  that  of  Marshall.1-3 
The  details  of  the  procedure  in  mimeographed 
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form  have  been  distributed  to  the  directors  of 
the  approved  laboratories  whose  facilities  for 
carrying  on  this  work  are  being  surveyed  by  the 
Division  of  Laboratories.  It  should  be  noted 
that  under  the  conditions  of  the  method  certain 
compounds — such  as  phenacetin,  aniline,  and 
such  drugs  as  procaine,  epinephrine,  ephedrine, 
and  certain  amino  acids  (tryptophan) — will 
produce  a color  interfering  with  the  test.4-6 
Therefore,  a determination  should  not  be  done 
on  blood  from  patients  receiving  such  drugs. 

Detection  of  the  Toxic  Effects  of  the  Drugs 

During  the  course  of  therapy  with  sulfon- 
amides, certain  toxic  effects  may  occur.  Anemia, 
leukopenia,  and  agranulocytosis  have  been  noted 
most  frequently  following  treatment  with  sulfa- 
nilamide; with  sulfapyridine  and  sulfathiazole, 
hematuria  and  impairment  of  renal  functions  occur 
more  often.  However,  each  of  the  sulfonamides 
may  produce  any  of  these  toxic  effects.  With 
the  exception  of  agranulocytosis,  these  manifesta- 
tions can  usually  be  discovered  by  daily  clinical 
observation.  Certain  simple  laboratory  pro- 
cedures, however,  facilitate  the  early  detection 
of  toxicity:  hemoglobin  determination  and  eryth- 
rocyte count  for  the  presence  of  anemia,  total 
and  differential  leukocyte  count  for  the  detec- 
tion of  agranulocytosis,  examination  of  the  urine 
with  particular  attention  to  the  presence  of  red 
blood  cells  and  crystals  of  acetylated  sulfon- 
amides indicative  of  damage  to  the  urinary  tract, 
and  measurement  of  the  total  daily  urinary  out- 
put as  a check  on  renal  function.  Suspected  im- 
pairment of  the  renal  function  should  be  confirmed 
by  the  determination  of  the  nonprotein  nitrogen 
in  the  blood.  If  the  initial  level  is  high  or  if 
hematuria  or  anuria  occurs,  it  may  be  necessary 
to  have  this  determination  made  daily. 

The  frequency  of  tests  during  therapy  de- 
pends on  the  intensity  and  duration  of  treatment, 
toxic  manifestations,  and  therapeutic  response. 
The  interval  should  be  decided  by  the  clinician 
with  regard  for  the  limitation  of  laboratory  facili- 
ties available  to  him.  Ordinarily,  the  concen- 
tration of  the  drug  in  the  blood  should  be  de- 
termined within  the  first  twelve  to  eighteen 
hours  of  therapy,  particularly  when  there  has 
been  no  response  to  treatment;  if  the  infection 
is  severe  and  the  patient  is  receiving  intensive 
therapy,  determination  should  be  made  daily 
thereafter.  A hemoglobin  estimation  and  a 
total  and  differential  leukocyte  count  should  be 
done  at  one-  to  three-day  intervals,  especially 
during  the  first  week  of  therapy.  Since  agranu- 
locytosis usually  occurs  after  the  fourteenth 
day  of  treatment,  daily  leukocyte  counts  should 
be  done  when  therapy  is  continued  for  two 
weeks  or  longer.  Patients  receiving  sulfapy- 
ridine or  sulfathiazole  should  have  a determina- 
tion of  the  total  daily  urinary  output  and  an  ex- 
amination of  urine,  particularly  the  urinary 
sediment,  every  other  day.  There  is  less  need 
to  examine  the  urine  when  sulfanilamide  or  sulfa- 
diazine is  used.  Examinations  of  the  blood 
and  urine  at  weekly  intervals  usually  suffice  for 


ambulatory  patients  receiving  the  average 
course  of  therapy  for  such  an  infection  as  gonor- 
rhea. Failure  to  improve  under  chemotherapy 
when  there  is  adequate  concentration  of  drug  in 
the  blood  and  an  absence  of  detectable  complica- 
tions is  an  indication  for  additional  bacteriologic 
studies  in  a search  for  a possible  secondary  in- 
vading microorganism. 

In  view  of  the  increasing  use  of  sulfonamides, 
the  Division  of  Laboratories  and  the  Association 
are  investigating  certain  new  procedures  which 
they  believe  will  aid  in  the  management  of  in- 
fectious diseases  treated  by  the  sulfonamide  de- 
rivatives. The  work  of  Finland6  and  Janeway7 
and  studies  by  the  Division  of  Laboratories8-9 
indicate  that  para-aminobenzoic  acid  or  its 
sodium  salt  inhibits  the  bacteriostatic  action  of 
sulfonamides  on  microorganisms  in  blood  in- 
oculated into  culture  mediums.  This  allows 
the  detection  of  a bacteremia  that  might  other- 
wise be  hidden  by  the  action  of  the  sulfonamide. 
The  results  of  these  observations  will  shortly  be 
made  available  to  the  approved  laboratories. 
A simple  rapid  method  is  needed  to  estimate  the 
resistance  of  a strain  of  microorganism  to  a 
chemotherapeutic  agent.  A comparative  study 
of  several  methods10-13  is  being  made,  but  it  is 
too  early  to  evaluate  the  results.  With  such 
tests,  differences  in  the  capacity  of  the  sulfon- 
amides to  inhibit  the  growth  of  a strain  could  be 
shown.  Likewise,  differences  in  the  resistance 
of  various  strains  of  an  incitant  and  the  acquisi- 
tion of  strain  resistance  during  therapy  could  be 
detected.  Such  information,  if  evaluated  with 
regard  for  differences  between  conditions  in 
vitro  and  in  vivo,  would  be  of  value  in  the  man- 
agement of  chemotherapy. 

Thus  it  is  hoped  that  by  these  investigations 
and  future  research  the  scope  of  the  laboratory 
services  of  the  state,  through  the  collaboration  of 
the  central  state  laboratory  with  the  local 
approved  laboratories,  may  be  extended  in  these 
new  fields. 
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Women’s  double  chins  prove  that  exercising  Flattery  is  soft  soap  and  soft  soap  is  90  per 
is  a poor  method  of  taking  off  fat. — Med.  World  cent  lye.  Tile  and  Till 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 

Wrongful  Death  Case — Failure  of  Proof 


THE  highest  court  of  one  of  the  southern 
states  recently  handed  down  its  decision  in 
an  interesting  case  in  which  it  was  sought  to  im- 
pose liability  upon  two  physicians  by  reason  of 
the  death  of  a patient  following  childbirth.* 
The  action  was  brought  by  the  plaintiff  as  ad- 
ministrator of  the  deceased  to  recover  damages 
for  the  death  of  the  patient  against  Dr.  T and 
Dr.  P. 

It  seems  from  the  proof  on  the  trial  that  pre- 
vious to  the  day  of  the  delivery  of  the  patient 
arrangements  had  been  made  for  Dr.  T to  at- 
tend her,  and  on  that  day  he  was  called  a distance 
of  five  miles  and  arrived  at  the  home  at  7:30 
a.m.  He  was  told  that  the  woman  had  been 
suffering  from  convulsions  and  promptly  gave 
her  a “shot  of  medicine  from  a glass  container.” 
He  examined  her  heart  and  blood  pressure.  As 
testified  to  on  the  trial  by  the  plaintiff’s  lay  wit- 
nesses, Dr.  T realized  the  situation  was  serious 
and  called  in  a Dr.  P,  who  promptly  arrived  and 
was  told  of  what  had  developed.  A hospital 
was  considered,  but  as  the  nearest  one  was  30 
miles  away,  the  doctors  proceeded  with  the  de- 
livery. Chloroform  and  other  drugs  were  used, 
and  by  means  of  forceps  the  child  was  delivered 
alive.  The  doctors  stayed  with  the  woman  for 
over  two  and  a half  hours,  including  a period  of 
forty-five  minutes  after  delivery.  The  child 
lived,  but  the  mother  died  shortly  after  the  doc- 
tors left. 

Certain  relatives  and  neighbors  testified  that 
Dr.  T had  remarked,  upon  learning  of  the  con- 
vulsions, that  he  doubted  the  mother  would  be 
saved,  and  they  expressed  an  opinion  that  he  left 
too  soon  after  the  delivery.  It  was  further 
stated  upon  the  trial  that  the  doctors  left  the 
patient  in  the  charge  of  relatives  and  of  her 
mother  with  instructions  as  to  care  and  gave 
them  directions  as  to  how  to  reach  him  if  needed. 
He  was  called  back  in  a short  time,  but  the  pa- 
tient was  dead  on  his  arrival. 

The  foregoing  was,  in  substance,  the  testimony 
of  the  lay  witnesses  called  by  the  plaintiff,  except 
that  one  of  them  said  that  on  leaving  the  patient 
Dr.  T remarked  that  “she  was  getting  along  all 
right.” 

The  plaintiffs  called  a Dr.  M as  an  expert  wit- 
ness. His  answer  to  general  questions  about 
chloroform  was  that  its  use  depended  on  the 
symptoms  and  would  have  to  depend  on  things 
within  the  knowledge  of  the  doctor  in  attendance. 
However,  the  answer  “No”  was  given  to  the 
following  question  by  Dr.  M:  “From  your  gen- 
eral practice  and  from  your  general  knowledge 
of  practice  in  this  county,  I’ll  ask  you  if  it  would 
be  regarded  as  ordinary  skill  and  an  ordinary 
way  to  practice  medicine  in  this  county,  if  called 
upon  to  attend  a mother  in  childbirth,  and  you 
found  she  was  suffering  from  spasms  and  was 


unconscious,  and  you  began  to  administer  medi- 
cine that  would  eventually  produce  unconscious- 
ness, and  continue  to  use  that  medicine;  for  in- 
stance, chloroform,  which  would  tend  to  produce 
more  unconsciousness  and  make  the  patient  un- 
conscious entirely,  and  in  that  condition,  after 
the  birth  of  the  child,  you  would  walk  off  and 
leave  the  mother  in  that  condition,  is  that  con- 
sidered ordinary  skill?”  The  same  doctor  was 
also  asked:  “In  labor  cases,  when  you  attend  a 
patient  and  they  were  unconscious  when  you 
want  to  see  them,  and  you  used  medicine  to  put 
them  to  sleep  in  order  to  relieve  suffering  and  aid 
in  childbirth,  is  it  customary  to  leave  a patient 
in  that  condition  when  they  are  suffering  and 
flooding  to  such  an  extent  that  it  was  dangerous 
and  liable  to  result  in  death  in  any  case?”  His 
answer  to  the  latter  question  was:  “I  don’t 
know  the  general  practice;  all  I can  say  is  that 
it  is  not  my  mode  of  practice.” 

The  version  given  upon  the  trial  by  Dr.  T was 
considerably  different  and  much  more  explicit. 
He  told  of  failure  of  the  patient  to  come  in  for 
prenatal  care  in  response  to  instructions.  He 
testified  that  upon  arriving  he  had  found  that  the 
patient  was  in  a convulsion,  already  having  had 
two  such  attacks.  He  gave  morphine  and, 
when  another  convulsion  was  observed,  called  in 
Dr.  P to  assist.  They  found  more  dilatation 
necessary  and  administered  medication.  Dr.  P 
handled  the  forceps  and  Dr.  T gave  chloroform 
to  prevent  further  convulsions.  After  the  de- 
livery, according  to  the  testimony  of  Dr.  T,  he 
took  charge  of  the  mother.  Examination  re- 
vealed the  uterus  properly  contracted,  and  he 
remained  in  attendance  for  an  hour  and  a half. 
He  administered  pituitary  to  control  bleeding 
and  regulate  contraction.  On  leaving,  he  ad- 
ministered a heart  stimulant. 

He  stated  that  when  he  arrived  in  the  first  in- 
stance he  realized  the  serious  condition  of  the 
patient  but  gave  as  his  opinion  that  it  would 
have  been  too  dangerous  to  remove  the  patient 
to  a hospital  because  of  the  long  distance  to  be 
traveled.  He  attributed  the  death  to  shock  due 
to  eclampsia,  which  had  brought  on  the  convul- 
sions. Dr.  T testified  that  he  and  his  associate 
had  done  everything  possible  for  the  patient  and 
that  remaining  in  attendance  would  not  have 
saved  her.  He  stated  that  usual  and  customary 
practices  had  been  followed  throughout.  Dr.  P 
corroborated  the  testimony  of  Dr.  T. 

The  case  was  dismissed  as  to  Dr.  P and,  after 
all  testimony  had  been  given,  the  Court  directed 
a verdict  in  favor  of  the  defendant  Dr.  T.  The 
plaintiff  took  an  appeal  from  the  decision  as  re- 
garded Dr.  T only. 

Upon  appeal  the  plaintiff  relied  in  great  part 
upon  the  answers  made  by  Dr.  M to  the  two 
questions  quoted  above.  The  Appellate  Court, 
however,  ruled  that  they  were  not  sufficient  to 
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establish  plaintiff’s  case,  first,  since  they  failed 
to  state  the  facts  as  proved  and,  second,  and  more 
important,  they  failed  to  establish  that  anything 
that  was  done  or  left  undone  caused  the  death 
of  the  patient. 

The  high  court  ruled  that  the  action  had  been 
properly  disposed  of  upon  the  trial  and  in  its 
opinion  stated,  in  part,  as  follows: 

“.  . . . it  is  not  only  the  physician’s  duty  to  de- 
vote to  his  patient  his  best  skill  and  attention, 
but  not  to  leave  a patient  precipitately,  without 
making  arrangements  which  might  be  reasonably 
concluded  to  accomplish  favorable  results. 

“However,  there  are  other  rules  which  are  as 
sound  as  those  relating  to  the  doctor’s  duty. 
One  is  that  the  doctrine  of  res  ipsa  loquitur  has 
no  place  in  a case  of  this  nature.  A mere  failure 
to  effectuate  a eure  does  not  raise  the  presump- 
tion of  want  of  proper  care,  skill  or  diligence 

upon  the  part  of  a physician In  the  instant 

case,  insofar  as  the  proof  adduced  by  appellants 
concern  it,  the  theory  is  that  Mrs.  W died  very 
soon  after  the  departure  of  the  attending  physi- 
cians, hence  negligence. 


“Counsel  for  appellant  lays  down  the  prem- 
ise that  the  only  question  to  be  answered  is 
‘whether  or  not  the  appellee  was  guilty  of  negli- 
gence in  the  practice  of  this  case,’  and  we  agree, 
but  the  real  question  is,  whether  or  not  the  doing 
of  anything  by  the  doctors,  or  the  leaving  of  any- 
thing undone  which  is  required  of  a physician 
when  he  undertakes  the  task,  was  the  proximate 
cause  of  the  death  of  Mrs.  W.  Accepting  the 
testimony  of  the  lay  witnesses  to  the  fullest  ex- 
tent, accompanied  by  the  expert  testimony  of 
Dr.  M,  we  fail  to  find  any  proof  that  death  was 
due  to  any  factor  except  the  shock  coming  at  a 
time  when  the  patient’s  condition  was  not  such 
as  to  meet  it.  Even  if  the  rule  of  res  ipsa  loqui- 
tur applied,  it  is  difficult  to  see  how,  under  any 
circumstances,  it  could  supply  the  absence  of 
proof  of  the  specific  negligence  charged  in  the 
case.” 

In  concluding  the  Court  stated: 

“Before  plaintiff  is  entitled  to  recover,  it  must 
be  shown  that  the  defendant  was  negligent;  that 
his  want  of  skill  or  neglect  to  do  something  which 
a physician  of  ordinary  skill  would  have  done,  re- 
sulted in  death  or  injury.” 


PUBLIC  EDUCATION  IN  MEDICAL  MATTERS 


....  is  the  subject  of  an  editorial  that  appeared 
in  the  New  England  Journal  of  Medicine  and 
which  is  herewith  reprinted. 

The  Diabetes  Education  Program  that  is 
being  sponsored  by  the  Metropolitan  Life  In- 
surance Company  is  an  encouraging  example 
of  public  interest  in  good  medicine.  The  in- 
creasing evidence  that  the  early  recognition  and 
careful  control  of  diabetes  are  important  in 
checking  the  progress  of  the  pancreatic  and 
neurovascular  lesions  makes  such  a program  par- 
ticularly timely. 

The  economic  value  of  good  health  to  such  an 
insurance  company  is,  of  course,  obvious.  But 
good  public  health  or  that  of  the  individual  is  of 
equal  value  to  private  enterprise.  Loss  of  work 
due  to  ill  health  is  an  economic  burden  to  almost 
all  industry.  The  vast  sums  of  money  spent  an- 
nually by  the  American  people  on  life  and  sick- 
ness insurance  provide  evidence  concerning  the 
value  that  they  have  long  placed  on  life  and 
health. 

Advances  in  medical  science  have  so  increased 
the  effectiveness  of  available  medicine  that  the 
public’s  interest  is  shifting  from  insuring  health 
and  fife  by  cash  indemnities  to  securing  health 
and  longevity  by  medical  care.  The  expansion 
of  health  programs  by  state  departments  of  pub- 
lic health  and  a variety  of  nonprofit  lay  organi- 
zations reflects  the  public’s  increasing  apprecia- 
tion of  the  effectiveness  of  modem  medi- 
cine. 

The  National  Health  Conference  and  the  re- 
cent National  Nutrition  Conference  were  reflec- 
tions of  public  awareness  and  interest.  The 
federal  government  has  responded  through  the 
programs  of  the  United  States  Public  Health 
Service,  of  the  Maternity  and  Child  Welfare  Di- 


vision of  the  Department  of  Labor,  and  of  the 
National  Health  Institute  at  Bethesda,  Mary- 
land. This  increased  awareness  is  creating  an  in- 
creased demand  for  medical  care.  To  finance 
this  care,  a variety  of  plans  for  voluntarily  dis- 
tributing and  budgeting  the  costs  of  medical 
care  are  developing  throughout  the  country. 
Although  it  is  not  widespread,  there  is  even  some 
demand  for  compulsory  health  insurance.  Inso- 
far as  the  layman’s  medical  education  is  good 
and  the  plans  for  budgeted  health  services  are 
sound,  the  medical  profession,  as  well  as  the 
public,  will  benefit.  The  result  should  be  more 
and  better  medicine  more  widely  and,  therefore, 
with  present  economic  trends,  better  paid  for  in 
the  long  run. 

So  far  so  good,  and  the  medical  profession 
should  indeed  be  happy.  But  there  are,  of  course, 
many  who  will  turn  the  public’s  interest  in  medi- 
cine to  their  personal  advantage.  For  every 
educational  program  like  that  sponsored  by  the 
Metropolitan  Life  Insurance  Company  for  better 
health,  there  will  be  one  hundred  programs  on 
the  radio  and  in  the  press  sponsored  by  com- 
mercial organizations  for  the  sale  of  unneeded  or 
worthless  medication.  The  same  American  ad- 
vertising genius  that  has  popularized  alkalizing, 
laxatizing,  and  antihalitozing  remedies  appar- 
ently is  taking  over  the  newly  cultivated  fields  of 
vitamin  and  hormone  therapy.  As  it  does  so, 
the  numey  that  .the  public  should  spend  for  ef- 
fective health,  and  medical  services  will  be 
squandered  to  such  an  extent  that  sums  spent  on 
the  trial-apdTerror  method  of  establishing  work- 
able insurance  schemes  will  seem  inconsequential. 
But  no  matter  what  becomes  of  the  money,  the 
medical  profession  in  the  end  will  pay  the  bill 
; the0public  will  be  happy  anyway. 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


/^HRISTMAS  again!  It  is  a happy  coinci- 
dence  that  we  reach  the  half-way  mark  in 
our  Auxiliary  year  at  Christmas  time.  Renew- 
ing within  ourselves  the  spirit  of  the  season  we 
pause  to  “look  at  the  record”  comparing  our 
hopes  and  plans  with  our  accomplishments. 

As  we  push  ahead  in  our  auxiliary  work  toward 
our  goal  let  us  carry  with  us  the  Spirit  of  Christ- 
mas while  we  assist  our  tireless  Healers  of  the 
Body  to  spread  to  all  people  a knowledge  of 
Health  without  which  there  is  no  peace  or  happi- 
ness. To  each  member  of  our  Auxiliary,  Greet- 
ings and  the  old,  old  wish,  Joy  at  Christmas. 

Your  president, 

Virginia  Adams 

County  News 

Albany.  At  an  open  meeting  recently  held 
at  the  Joseph  Henry  Memorial,  Dr.  Harold 
Street  gave  a talk  on  “Nutrition.”  Preceding 
the  talk  a business  meeting  was  held.  Mrs. 
Darwin  A.  Bruce  was  chairman  for  the  social 
hour  which  followed,  assisted  by  Mesdames  Louis 
J.  De  Russo,  Philip  Hacker,  Joseph  Heim, 
Charles  A.  Perry,  Simon  Propp,  Walter  A.  Rey- 
nolds, Charles  E.  Stott,  Joseph  I.  Schleifstein, 
Raymond  Kircher,  Emerson  C.  Kelly,  and  John 
Cetner. 

Columbia.  At  a banquet  opening  the  Christ- 
mas Seal  Sale  for  County  Tuberculosis  work, 
many  of  the  doctors  and  their  wives  enjoyed 
hearing  Dr.  Peter  Irving,  general  manager  and 
executive  secretary  of  the  New  York  Medical 
Society.  Dr.  Irving  stated  that  unwillingness 
and  reluctance  on  the  part  of  citizens  to  take 
tests  because  of  fear  and  expense  was  one  of  the 
greatest  problems  practicing  physicians  and 
health  departments  have  to  face.  Expense  is 
of  no  small  moment  and  work  is  under  way  to 
provide  for  more  tests  through  tax  funds,  he 
said.  Dr.  Irving  was  clear  to  state  that  this 
does  not  mean  the  support  of  socialized  medicine. 

Dr.  Edward  S.  Godfrey,  Jr.,  state  commis- 
sioner of  health,  and  Dr.  Kendall  Emerson, 
director  of  the  National  Tuberculosis  Associa- 
tion, were  also  speakers  at  this  meeting. 

At  the  November  meeting  a luncheon  was 
held  at  the  General  Worth  Hotel  in  Hudson. 
Those  present  were:  Mrs.  Robert  L.  Bowerhan, 
Mrs.  Hugh  G.  Henry,  Mrs.  Harry  A.  Pattison, 
Mrs.  Ralph  F.  Spencer,  Mrs.  John  L.  Edwards, 
Mrs.  Charles  L.  Nichols,  Mrs.  Wilham  D.  Col- 
lins, Mrs.  W.  L.  J.  McDonald,  Mrs.  O.  H. 
Bradley,  Mrs.  Henry  C.  Galster,  Mrs.  Caldwell 
B.  Esselstyne,  Mrs.  Sherwood  V.  Whitbeck, 
Miss  Mary  G.  Whitbeck,  Mrs.  Heinz  Salm,  Mrs. 
Leonard  M.  Neisen,  Mrs.  IJqnry.tL  Neerji^g,  Sr., 
and  Mrs.  Leonard  D.  .Cab-ppflter*.**  ** ; ; * ’.* 

At  the  request  .of,  "M/s.  Bmvferhkn,  ‘p^iden't. 
Mrs.  Henry*  pr§sid&nt-felect,  presided..  During*' 
the  business  thpqting,  Mrs.  Pattis*qft,.!VI«rs.  Salm, 
Mrs.  Mop&jal*d,  Mrs.  Spencer,  and  fyKss  Whit- 
beck signified  their  willingness  to  attend  and 
help  on  coSnmitteeg.  fGrjtbe'Stal^'QQ.nv.emion. 

Dr.  Ralph  F.  Spehcfet; .president* Of  the  county 


medical  society,  was  the  guest  speaker.  He 
stressed  the  importance  of  lay  education  as 
regards  cancer  and  the  valuable  part  that  the 
doctors’  wives  can  play  in  this  work.  Dr. 
Spencer  said  that  the  New  York  Legislative 
Cancer  Survey  Commission  has  pointed  out  that 
there  are  three  main  points  of  attack  for  the 
solution  of  the  cancer  problem:  (1)  lay  educa- 
tion; (2)  professional  education;  (3)  increase  in 
local  facilities  for  diagnosis  and  treatment  of 
cancer.  Lay  education  is  by  far  the  most  im- 
portant, he  told  the  group.  Through  it  the  fear 
and  dread  of  the  disease  may  be  overcome  and 
the  pessimistic  attitude  toward  cancer  extin- 
guished. 

Montgomery.  Auxiliary  hears  project:  Mrs. 
E.  A.  Bogdan  addresses  the  meeting — giving  a 
talk  on  “Health  Education.”  Mrs.  P.  J. 
Fitzgibbons  presided  at  the  tea  table.  This 
meeting  was  held  at  the  Amsterdam  City  hos- 
pital. Members  from  various  city  and  county 
clubs,  a number  of  public  school  teachers,  and 
nuns  from  St.  Stanislaus  and  St.  Mary’s  schools 
were  present.  Mrs.  Bogdan  said  that  the  busi- 
ness of  health  education  was  the  cornerstone 
upon  which  the  auxiliary  was  founded  and  that 
the  National  Medical  Auxiliary  has  adopted  as 
its  slogan,  “ Hygeia  for  Health.” 

She  then  explained  the  importance  of  a health 
magazine  for  nonmedical  readers,  a periodical 
through  which  the  public  might  be  enlightened 
in  medical  science.  This  need  was  recognized 
as  early  as  1920  by  many  physicians  affiliated 
with  the  American  Medical  Association.  She 
also  said  the  possibility  of  such  a publication 
became  more  definite  the  following  year  and  a 
magazine  called  Hygeia,  a name  chosen  because 
it  is  a symbol  of  medical  science  and  preventive 
medicine,  was  first  issued  in  April,  1923. 

Mrs.  Bogdan  went  on  to  explain  that  it  was 
the  aim  of  the  auxiliary  to  place  this  magazine 
in  the  high  schools  of  the  city,  and  it  was  also 
hoped  to  have  it  available  in  the  grade  schools. 
She  urged  cooperation  of  Parent  Teacher  Asso- 
ciations in  this  important  undertaking. 

Nassau.  On  December  16  at  the  Nassau 
Hospital  Auditorium  at  8:30  p.m.  the  auxiliary 
will  have  its  Christmas  party. 

On  January  27  at  the  same  place  at  8:45  p.m., 
moving  pictures  will  be  shown  by  Eugene  H. 
Coons. 

Rensselaer.  The  medical  unit  met  at  the 
Y.W.C.A.  in  Troy.  Scientific  advances  in 
medicine  in  the  last  decade,  especially  in  rela- 
tion to  their  economic  aspects,  were  discussed  by 
Dr.  John  O.  Sibbald,  president  of  the  Rensselaer 
County  Medical  Society.  Dr.  Sibbald  dis- 
cussed public  health  trends  and  commented 
upon  the  symposiums  that  the  society  has  con- 
ducted during  the  year  to  acquaint  medical 
men  with  current  events  in  the  field  of  economics 
an4  .World  politics. 

Women* of  the  auxiliary,  he  said,  can  aid  their 
husbands  by^  encouraging  them  to  take  an  inter- 
est in  signifi'eant  events  outside  the  field  of 
mefficine. 
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Now  Is  the  Time.  . . . (Physicians’  Role  in  Defense),  934 

Office  Facilities,  555 

Physical  Education,  106 
Physicians  for  Britain,  1620 
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ical Student  Training;  Rehabilitation 
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You  Will  Never.  . . . (Annual  Meeting),  667 


Medical  Preparedness 


Civilian  Defense,  1786 
Doctor  in  the  Navy,  1882 
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Rehabilitation,  1587 
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Unique  Plan  of  the  Mount  Sinai  Hospital  to  Cooperate 
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Absences  of  Physician  upon  Delivery,  790 
Inquiries,  403,  1208,  1399,  1682,  2259 
Fracture,  Diagnosis  of,  2068 

Liability  of  Surgeon  in  Needle  Breaking  Case,  1398 
Licensing  of  Foreign  Physicians,  2068 
Physicians  and  Surgeons — Evidence  of  Malpractice,  788 
Privilege — Public  Health  Records,  2258 


Responsibility  of  Physician  for  Acts  of  Nurse,  403 
Responsibility  of  Surgeon  for  Care  Following  Operation, 
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Workmen’s  Compensation — Alleged  Fraud  in  Physician’s 
Report,  1681 

Wrongful  Death  Case — Failure  of  Proof,  2448 
Xanthelasma,  Treatment  of,  790,  2068 


Public  Health  News 


Chemotherapy,  The  Approved  Laboratory  in  New  York 
State  in  Relation  to  (Miller),  2446 
Pneumococcus  Pneumonia,  Revision  of  Clinical  Aspects 
of,  510 

School  Health,  407 

Sulfadiazine,  Distribution  of,  by  the  New  York  State 
Department  of  Health,  2426 

Sulfadiazine  in  the  Treatment  of  Pneumonia  (Hyde), 
2355 


Sulfapyridine  to  Be  Distributed  by  the  New  York  State 
Department  of  Health  for  the  Treatment  of  Pneumo- 
coccic  Infections,  302 

Sulfathiazole,  Distribution  of,  by  the  New  York  State 
Department  of  Health,  626 

Sulfathiazole  to  Be  Distributed  by  the  New  York  State 
Department  of  Health  for  the  Treatment  of  Gonococcic 
Infections,  1683 

Tuberculosis  “Must  Go”  Program,  1391 


Scientific 

Abdomen,  Differential  Diagnosis  of  Conditions  in  the 
Upper  Part  of  the  (Ramirez),  1934 
Abstracts  of  Proceedings — New  York  Pathological 
Society,  1093,  1254,  1481,  1673,  1874,  2047,  2432 
Accidents,  Industrial,  The  Office  Treatment  of  (Prince), 
600 

♦Acrodermatitis  Chronica  Atrophicans,  Soft  Tissue  Cal- 
cification in  (Nitkin),  1663 
♦Actinomycosis,  Intraperitoneal  (Leonardo),  1860 
Adrenal  Atrophy,  Contralateral,  Associated  with  Cortical 
Adrenal  Neoplasms  (Weinberg),  884 
♦Adrenal  Cortex  Carcinoma  (Greenberger  and  Winer), 
1665 

Alcoholism,  The  Medical  and  Social  Challenge  of  (Bou- 
dreau), 2407 

Allergic  Reactions  in  the  Abdomen  (Clarke),  1642 
Angina  Pectoris,  The  Nerve  Pathways  and  Clinical  Fea- 
tures of  Shoulder  Pain  in  Relation  to  (Miller),  345 
Anuria  Due  to  Complete  Bilateral  Ureteral  Impaction 
with  Concretions  Following  the  Use  of  Sulfapyri- 
dine in  Pneumonia  (Dourmashkin  and  Worton),  146 
♦Appendicitis,  Acute  Traumatic  (Linsky),  1358 
Arsenic:  See  Encephalomyelitis,  Subacute 
Arthritis:  See  Therapeutics 

Arthritis  Clinic,  The  Organization  of  an  (Snyder  and 
Traeger),  365 

Arthritis — Follow-up  Study  of  Patients  Treated  with 
Activated  Vaporized  Sterol  (Snyder  and  Squires),  2332 
Asthma,  Bronchial,  and  Vasomotor  Rhinitis,  Supportive 
Therapy  in  (Stovin),  463 

Asthma,  Bronchial,  The  Importance  of  Chronic  Sinusitis 
in  the  Treatment  of  (Grove),  455 
Asthma,  Occupational,  and  Vasomotor  Rhinitis  (Stern- 
berg and  Sorrell),  1649 


* Case  Reports. 


Articles 

♦Atelectasis,  Pulmonary,  Due  to  Aspiration  of  Blood 
Following  Face  Trauma  (Van  Duvn  and  Van  Duyn). 
995 

Athetosis:  See  Spasticity 

Avitaminosis  A (Rapaport  and  Greenberg),  879 

Bacteremia,  The  Clinical  Significance  of  (Keefer),  976 
Bacteriophage  Therapy,  Recent  Developments  in  (Mac- 
Neal),  1531 

♦Barbiturate  Poisoning:  See  Picrotoxin 

♦Bilateral  Abducens  Palsy  Following  Lumbar  Puncture 
(Dattner  and  Thomas),  1660 
Bladder,  Tumors  of  the  (Bugbee),  1085 
Blood  Plasma,  Dilute,  A New  Method  for  the  Prepara- 
tion of,  and  the  Operation  of  a Complete  Transfusion 
Service  (Alsever  and  Ainslie) , 126 
Blood,  Preserved,  and  Pooled  Plasma  Program  in  the 
Suburban  Hospital,  Practical  Operation  of  (Ehrlich), 
1737 

Blood  Pressure:  See  Kidney 
Blood  Pressure  Studies  in  the  Aged  (Miller),  1631 
Blood  Transfusion  Service:  See  Blood  Plasma 
Blood  W'assermann  Reaction  in  800  Private  Patients 
(Guion,  Adams,  and  McCombs),  237 
Bronchi:  See  Tuberculosis 

♦Brucellosis  with  Positive  Blood  Cultures  and  Negative 
Allergic  Skin  Tests  ( Singe wald),  1766 
Burow’s  Solution  (Combes),  51 

Cancer,  Ovarian  (Marchetti),  2324 

Cancer  Problem,  Popular  Education  as  a Factor  in  the 
Solution  of  the  (Swan),  1849 
Carcinoma  of  the  Rectum,  Amebic  Dysentery  as  a Com- 
plication in  the  Diagnosis  of  (Landsman),  1181 
Carcinoma,  Papillary,  See  Horseshoe  Kidney 
Cerebral  Palsy  Problem,  The  (Duryea),  1819 
Chemotherapy  of  Pyogenic  Meningitis  with  the  Sulfon- 
amides (Weary  and  Lyons),  2124 
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Children:  See  Deafness;  Larynx;  Virus  Diseases;  Uro- 
8urgery 

Cineroentgenography,  Contrast,  of  the  Circulatory 
Organs  (Stewart,  Breimer,  and  Maier),  1174 
Colitis,  Chronic  Ulcerative,  Multiple  Necrotizing  Skin 
Lesions  in  (Felsen),  2228 
Colitis,  Ulcerative  (Lahey),  475 
Constipation:  See  Therapeutics 

Convalescent  Care  at  the  Saratoga  Spa  (Callahan),  604 
Cortical  Adrenal  Neoplasms:  See  Adrenal  Atrophy 

Cryptitis — Perianal  and  Perirectal  Infections  (Sullivan), 
1940 

Dacryocystitis  of  the  Newborn  (Judge),  25 
Deafness  in  Children  (Fowler),  1543 

♦Dermatitis,  Exfoliative  (Ritter’s  Disease),  Treated 
with  Sulfathiazole  (De  Sanctis  and  De  Lorenzo),  1361 
Dermatitis,  Resin,  from  New  Pajamas  and  NewT  Shorts 
(Gould,  Berresford,  and  Moore),  2236 
Diabetes:  See  Sodium  Phosphate 
Diabetes  Mellitus:  See  Syphilis 

♦Diabetio  Acidosis,  Thiamine  Chloride  in  the  Treatment 
of  (Scott),  2145 

Diabetic  Women,  A Urologic  Study  of  (Kutzman,  Wat- 
son, and  Bowen),  957 

Diagnosis  (Departments  of  Medicine  and  Pathology, 
New  York  Post-Graduate  Medical  School  and  Hospi- 
tal, Columbia  University),  150,  614,  1089,  1477. 

1870,  2248 

Diagnosis  (Fourth  Medical  Division  of  Bellevue  Hospi- 
tal), 390,  887,  1250,  1668,  2043,2427 
Digitalis:  See  Therapeutics 

Diphtheria,  Current  Problems  in  (Seligmann),  136 
Diphtheria,  The  Tellurite  Test  for  the  Diagnosis  of 
(Stern  and  Brahdy),  588 

Draftee,  Deferred,  The  Mental-Hygiene  Aspect  of  the 
(Selling),  1339 

♦Drug  Allergy  with  Special  Reference  to  Tryparsamide 
(Wiseman  and  Gillette),  62 
Duodenal  Ulcer:  See  Gastroenterostomy 
Dysentery,  Amebic:  See  Carcinoma  of  the  Rectum 

Electrocardiography,  Clinical  Studies  in  (Lieberson. 

Chasnoff,  and  Goldbloom),  2032 
Embolism,  Pulmonary — Diagnosis  (Freston),  1843 
Encephalomyelitis,  Subacute,  Arsenic  as  a Possible  Cause 
of  (Ecker),  335 

♦Endocarditis,  Subacute  Bacterial:  See  Neuritis,  Pe- 

ripheral 

Endocarditis,  Subacute  Bacterial  (Solomon),  45 
Endometriosis,  The  Clinical  Features  of  (Sutton),  1343 
Enteric  Diseases,  Laboratory  Aids  in  the  Diagnosis  and 
Control  of  (Harris  and  Coleman),  1444 
Enteropathy  in  Deficiency  States  (Adlersberg  and 
Weingarten),  14 

Epilepsy,  Principles  of  Treatment  of  (Van  Wagenen), 
2112 

Epilepsy,  The  Neurosurgical  Approach  to  (Scarff),  939 
Exanthem  Subitum:  See  Roseola  Infantum 

Exophthalmos — Modern  Views  on  the  Cause,  Treat- 
ment, and  Prognosis  (Brady),  2313 

Favus  of  the  Scalp,  The  Treatment  of  (MacKee,  Lewis, 
and  Hopper),  1733 

Feeding  the  German  Army  (Gerson),  1471 
Food-Borne  Diseases  of  the  Gastrointestinal  Tract, 
Epidemiology  of  (Perkins),  1438 
Food-Borne  Diseases  of  the  Gastrointestinal  Tract,  The 
Treatment  of  (Bercovitz),  1450 
Foot  Function  Correlated  with  Anatomic,  Clinical,  and 
Laboratory  Data  (Schwartz  and  Heath),  447 
♦Fracture  of  the  Skull:  See  Meningitis,  Pneumococcic-. 

Type  XIII 

Gallbladder  Disease  (Heyd),  1183 

Gastroenterology,  The  Role  of,  in  American  Military 
Medicine  (Kantor),  1458 

Gastroenterostomy  and  Subtotal  Gastrectomy  of  the 
Billroth  II  Type  for  Duodenal  Ulcer,  Bleeding  as  a 
Late  Sequela  of  (Colp  and  Mage),  2415 
Gastrointestinal  Tract:  See  Enteric  Diseases;  Food- 
Borne  Diseases 

Geriatrics:  See  Blood  Pressure  Studies  in  the  Aged 
Glaucoma,  Chronic,  The  Responsibility  of  the  General 
Practitioner  in  (Esterman),  1646 
Glaucoma  Operations,  Common  (Terry),  467 
Glaucoma,  The  General  Practitioner’s  Part  in  the  Cam- 

gaign  for  the  Prevention  of  Blindness  from  (Schoen- 
erg),  2216 

♦Goiter,  Benign  Intrathoracic,  with  Reourring  Pleural 
Effusion  (Krohn),  1767 

Goiter — Indications  for  Operation  (Cottis),  2299 
Goiter,  Many-Stage  Operation  for  (Tinker  and  Tinker. 
Jr.),  2306 

Goiter  Surgery,  Anesthesia  in  (Stover),  2307 


Gynecologic  Lesions,  Serious,  Early  Signs  of  (Miller). 
470 

Hay  Fever,  A New  Treatment  for  (Elsbach),  1248 
Health  Program,  Demonstration  of  a County  4-H  Club 
(Rogers),  2134 

Health  Program  for  Youth  Organizations  (Hiss),  2132 
Health  Project,  The  Physician’s  Role  in  a County  4-H 
(Monaco),  2139 

Hearing  Aids,  Some  Problems  Involved  in  the  Fitting  of 
(Halsted  and  Grossman),  352 
Heart  Disease,  The  Incidence  of,  in  the  University  Stu- 
dent Age  Group  (Cuykendall),  2037 
Heart  Failure:  See  Therapeutics 
Heart,  Soldier’s  (Bishop),  1915 
Helmholtz  in  Medicine  (Hague),  2238 
Hemorrhage,  Gross,  in  Peptic  Ulcer,  The  Management 
of  (Segal,  Scott,  and  Stevens),  1074 
Hemorrhage  in  Otolaryngology  (Jones),  580 
♦Hernia,  A Loculated  Inguinal,  Simulating  Unilateral 
Inguinal  and  Femoral  Hernias  (Unobskey),  1359 
♦Hernia,  Femoral,  Venous  Aneurysm  as  a Factor  in  the 
Diagnosis  of  (Stalker),  1868 

Hormone  Preparations,  Commercial  Female,  Potency 
Evaluations  of  (Cinberg  and  Goldman),  864 
Hormone  Therapy,  Gynecologic,  Recent  Advances  in 
(Geist  and  Salmon),  2220 
Hormones:  See  Therapeutics 

Horseshoe  Kidney,  A Case  of  Papillary  Carcinoma  in  a 
(Fitzgerald),  1081 
Hyperinsulinism:  See  Tumors 

Hypertension,  An  Evaluation  of  the  Surgical  Treatment 
of  (Heuer  and  Glenn),  1922 

Hyperthyroidism,  The  Preoperative  and  Postoperative 
Use  of  Iodine  in  (Jones),  2300 
Hypochondriac,  Treatment  of  the  (McGraw  and  Pio- 
trowski),  1833 

Ileocol ostomy:  See  Regional  Ileitis 
Immune  Globulin  (Human):  See  Measles 
Industrial  Health  and  the  General  Practitioner  (Bristol). 
2026 

Infants,  The  Diet  of  Young  (Smith),  2395 
Infections,  Respiratory:  See  Pneumococci 
Iodine:  See  Hyperthyroidism 

Islets  of  Langerhans:  See  Tumors 

Jaundice:  See  Vitamin  K 

Juvenile  Delinquency,  Physical  Defects  in  the  Genesis 
of  (Blumenthal),  1749 

Kidney,  Relation  of,  to  Blood  Pressure  (Mosenthal),  953 

Laboratory  Medicine,  Recent  Developments  in  the 
Field  of  (Stillman),  2107 

Larynx  in  Infancy  and  Childhood,  The  Management  of 
Clinical  Problems  Involving  the  (Heatly),  607 
Leukorrhea,  The  Treatment  of,  with  Ozonide  of  Olive 
Oil  (Barrows),  118 

Lymphedema,  Hereditary  (Nonne-Milroy-Meige) 
(Bloom),  856 

♦Lymphosarcoma:  See  Tonsil 

Malignancy,  Advanced,  The  Roentgen  Treatment  of 
Patients  with  (Meigs),  260 
Marriage:  See  Sterility 

Measles,  Immune  Globulin  (Human)  in  the  Modifica- 
tion and  Prevention  of  (Lyall  and  Murdick).  452 
Medical  Practice  for  Body  and  Mind  (Gosline),  2141 
Medical  Reserve  Officer  of  the  United  States  Navy 
(Eaton),  7 

♦Meningitis,  Pneumococcic,  Type  XIII,  Complicating 
Fracture  of  the  Skull  (Ludlum  and  Peterson),  1769 
Meningitis,  Pyogenic:  See  Chemotherapy 
Menopause:  See  Stilbestrol;  Therapeutics 
Menstrual  Disorders  of  Puberty,  The  Physiologic  Ap- 
proach to  the  Endocrine  Treatment  of  (Siegel),  1558 
Mental  Defect,  The  Medical  Diagnosis  of  (Humphreys). 
2041 

“Mental”  Disease,  So-Called,  The  New  Medical  Attack 
on  (Kennedy),  2013 

Mental  Disorders,  The  Operation  of  Genetic  Factors  in 
the  Pathogenesis  of  (Kallmann),  1352 
Mental  Hygiene:  See  Draftee 
Mesenteric  Cysts  (Loeb),  1564 
♦Mononucleosis,  Infectious  (Philip),  1664 
Muscular  Balance,  The  Significance  of,  in  Acute  Dis- 
orders of  Posture  and  Locomotion  (Jordan),  2203 
Myelomeningocele,  Enormous,  with  Fatal  Leakage 
(Ecker  and  Ferguson),  1549 

National  Defense  Industries,  New  Medical  Opportuni- 
ties in  (Selby),  2023 

National  Defense,  Medical  Problems  in — Community 
Health  in  Areas  Adjacent  to  Military  Posts  and  in  De- 
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fense  Industries  (Russell),  1155;  From  the  Viewpoint 
of  the  Army  Medical  Officer  (Walson),  1147;  From 
the  Viewpoint  of  the  State  Health  Department  (Van 
Volkenburgh),  1158;  The  Part  of  the  Civilian  Physi- 
cian in  the  Defense  Program  (Naples),  1163 
Nelson,  Horace,  and  His  Lancet  (Schiff),  2242 
Nephritis:  See  Therapeutics 
♦Nephrosis:  See  Sulfapyridine 

Nervous  and  Mental  Diseases  of  Soldiers  During  Active 
Warfare  (Blakeslee),  1241 

Neuralgia,  Trigeminal,  A New  Angle  on  (Williams), 
1177 

♦Neuritis,  Peripheral,  Following  the  Use  of  Sulfamethyl- 
thiazole in  a Case  of  Subacute  Bacterial  Endocarditis 
(Appelbaum),  1864 
Newborn:  See  Dacryocystitis 

Nose,  Throat,  and  Ear,  Early  Recognition  of  Serious 
Lesions  of  (Coates),  376 


Otolaryngology:  See  Hemorrhage 
Oxycephaly  (King),  2119 

Oxygen,  Control  of  Pain  and  Discomfort  by  the  Sub- 
cutaneous Injection  of  (Evans),  1927 
Ozonide  of  Olive  Oil:  See  Leukorrhea 


Pancreatic  Function:  See  Secretin 

Panhysterectomy,  Urinary  Tract  Injuries  During  (Wal- 
lingford), 876 

♦Patent  Ductus  Arteriosus,  Acute  Bacterial  Endarteritis 
of  (Gibb),  1861 

Peptic  Ulcer:  See  Hemorrhage 
Periodic  Examination  (Woody),  2018 
Periodontia  in  Internal  Medicine  (Miller  and  Arvins), 
359 

Perirenal  and  Subphrenic  Infections  (Powers),  841 
Physical  Examination:  See  Periodic  Examination; 

School  Personnel 

Physical  Therapy,  The  Early  Use  of,  in  the  Treatment  of 
Injury  (Murray),  1052 

Physical  Therapy,  The  Role  of,  in  the  Early  Treatment  of 
the  Injured  Workman  (McGuinness),  1049 
♦Picrotoxin  in  Barbiturate  Poisoning  (Cohen,  Cohn,  and 
Gray),  1955 

Plantar  Warts,  Roentgen-Ray  Therapy  of  (Montgomery 
and  Montgomery),  371 
Plasma:  See  Blood,  Preserved 

Plasma,  Dessicated  Human,  Preparation  of,  by  Mass 
Production  Methods  (Hill),  1537 
♦Pleural  Effusion:  See  Goiter 

Pneumococci,  The  Incidence  of  Types  of,  in  Sputum  from 
Patients  wdth  Respiratory  Infections  Other  Than 
Pneumonia  (Ardelean),  40 
♦Pneumococcic  Infections:  See  Sulfapyridine 
♦Pneumococcus  Type  XVIII  Meningitis  Complicated  by 
So-Called  “Silent  Mastoid,”  Report  of  a Case  of  (Dob- 
bins and  Brescia),  2245 

Pneumonia:  See  Anuria;  *Sulfamethylthiazole;  Thera- 
peutics 

Pneumonia,  Specific  Treatment  of  (Rogers,  Rutstein,  and 
Langmuir),  111 

Pneumonia,  The  Treatment  of,  wdth  Sulfapyridine  (Fo- 
gel),  122 

Pneumonias,  Atypical  (Fredd),  34 

Pneumonias,  Primary  Staphylococcic,  A Study  of,  Oc- 
curring at  the  Rochester  General  Hospital  (G4sp£r), 
834 

Postconcussion  Syndrome  (Brown),  1065 
Postpartum  Lactation:  See  Testosterone  Propionate 

Pregnancy:  See  Syphilis 

Pregnancy,  Cigarette  Smoking  in  (Schoeneck),  1945 
Pregnancy,  Eruptions  of  (Costello),  849 
Psychosomatic  Problems  in  Medicine,  The  Importance 
of  the  Investigation  of  Personality  Factors  in  (Doty), 
1723 

Psychosomatic  Problems,  Practical  Aspects  of  Psychi- 
atric Management  in  (Daniels),  1727 
Puberty:  See  Menstrual  Disorders 

Puerperal  Infection,  Streptococcic  (Adair  and  Hac), 
2318 


Radiology,  The  Practice  of  (Taylor),  1172 
Regional  Enteritis  (Siris),  571 

Regional  Ileitis,  Ileocolostomy  with  Exclusion  in  the 
Treatment  of  (Colp  and  Ginzburg),  982 
Regional  Ileitis,  The  Treatment  of  (Sneierson),  1755 
Rehabilitation  and  Workmen’s  Compensation  (Zimmer), 
1057 

Rehabilitation  from  the  Standpoint  of  the  Carrier  (But- 
ler), 1055 

Renal  Function  Tests  (Van  Slyke),  825 
Rhinitis,  Vasomotor:  See  Asthma,  Bronchial 
Roentgen  Treatment:  See  Malignancy 
Roentgen-Ray  Therapy:  See  Plantar  Warts 
Roseola  Infantum  (Exanthem  Subitum)  (Breese),  1854 


Salpingitis,  Recurrent,  Conservative  Surgery  in  the 
Treatment  of  (Falk),  675 
Sarcoma  of  the  Uterus  (Smith),  681 
School  Health  Program,  The  Part  of  the  Private  Pedia- 
trician in  the  (Ayling),  1949 

School  Medical  Service,  The  Private  Physician — An 
Important  Link  in  (Landes),  973 
School  Personnel,  Physical  Examination  of  (Ormsby), 

Secretin  in  the  Study  of  Pancreatic  Function,  The  Clini- 
cal Application  of  (Diamond  and  Siegel),  869 
Serum:  See  Therapeutics 

Shock  Therapy  in  Mental  Disorders  and  Their  Practical 
Importance,  The  Various  Forms  of  (Kalinowskv), 
2210 

Shoulder  Pain:  See  Angina  Pectoris 
Sinusitis,  Chronic:  See  Asthma,  Bronchial 
Skin,  The  Prescription  for  the  (Goodman),  590 
♦Sodium  Iodide  and  Diodrast,  Death  Following  the  Use 
of  (Shanahan),  1662 

Sodium  Phosphate  in  the  Treatment  of  Diabetes  (Joseph), 
2232 

Spasticity  and  Athetosis,  Neurologic  Aspects  of  (Put- 
nam), 1822 

Spasticity,  and  Athetosis,  The  Differential  Characteris- 
tics of,  in  Relation  to  Therapeutic  Measures  (Phelps), 
1827 

Sterility — The  Male  Factor  in  Fertile  and  Barren  Mar- 
riage (Hotchkiss),  564 

Stevens- Johnson  Disease  with  Complete  Visual  Recovery 
(Givner  and  Ageloff),  1762 

Stilbestrol,  Clinical  Experiences  with  (Abarbanel  and 
Klein),  383 

Stilbestrol,  Treatment  of  the  Menopause  with  Small 
Doses  of  (Wimpfheimer  and  Portnoy),  1554 
Streptococcus  Viridans  Pneumonia  (Senerchia  and  Liven- 
good),  143 

♦Subluxation  of  the  Head  of  the  Radius  in  Infancy  (Hud- 
son), 1358 

♦Sulfamethylthiazole:  See  Neuritis,  Peripheral 
♦Sulfamethylthiazole  in  the  Treatment  of  Severe  Type  II 
Bacteremic  Pneumonia  (Solomon  and  Kalkstein),  270 
♦Sulfanilamide  Derivative:  See  Vincent’s  Angina 
Sulfapyridine:  See  A.nuria;  Pneumonia 
♦Sulfapyridine,  Recurrent  Pneumococcic  Infections  in 
Nephrosis  Treated  wdth  (Schwarz  and  Weiner),  273 
♦Sulfathiazole:  See  Dermatitis 
Sulfonamide  Drugs:  See  Therapeutics 
Sulfonamides:  See  Chemotherapy 
Surgery:  See  Salpingitis,  Recurrent 
Syphilis:  See  Blood  Wassermann  Reaction;  Venereal 

Disease 

Syphilis  and  Diabetes  Mellitus  (Williams),  252 
Syphilis,  Cardiovascular  (Berk),  223 
Syphilis,  Cardiovascular,  Public  Health  Aspects  of,  in 
New  York  City  (Weinstein),  234 
Syphilis  in  the  Pregnant  Woman  (Speiser),  240 
Syphilis,  Secondary,  Chronic  Tonsillitis  in — Differential 
Diagnosis  from  Diphtheria  and  Vincent’s  Infection 
(Thomas  and  Goldstein),  256 


Tellurite  Test:  See  Diphtheria 
♦Teras  Anadidymus  (Potter),  492 

Testosterone  Propionate,  The  Inhibiting  Action  of,  in 
Postpartum  Lactation  (Heilman  and  Ciner),  30 
Tetanus — Its  Prevention  and  Treatment  (Calvin),  1636 
Therapeutic  Relaxation  (Behrend  and  Weiss),  1838 
Therapeutics  (Cornell  University  Medical  College,  Con- 
ferences on  Therapy);  Arthritis,  Rheumatoid,  Treat- 
ment of,  688;  Constipation,  Management  of,  1959; 
Digitalis  in  Heart  Failure,  493;  Hormones,  Adrenal 
Cortical,  The  Uses  of,  1188;  Management,  General,  of 
a Seriously  111  Patient,  1771;  Menopause,  Manage- 
ment of  the,  2336;  Nephritis,  Management  of,  54; 
Nephritis,  Treatment  of  Chronic,  2148;  Pneumonia, 
Treatment  of,  276;  Serum,  The  Use  of  Human  Con- 
valescent, 1579;  Sulfonamide  Drugs,  997;  Vitamin  B 
Fractions,  The  Use  of,  1363 
♦Thiamine  Ghloride:  See  Diabetic  Acidosis 
Thyroid  Clinic  in  a General  Hospital,  Experiences  in  a 
(White),  968  . 

Thyroid  Surgery,  The  Treatment  of  Complications  of 

(Beilby),  2310  

Thyroidectomy — Technic  (Wetherell),  2303 
♦Tonsil,  Primary  Lymphosarcoma  of  the  (Cosco  and 
Pohlmann),  613 

Tonsillitis:  See  Syphilis,  Secondary  t . 

Toxic  Responses,  Possible,  to  a Varied  Orgamc  Chemical 
Exposure,  A Program  for  Detecting  (Sterner),  594 
Trachea:  See  Tuberculosis 

♦Tryparsamide:  See  Drug  Allergy  , 

Tuberculosis  in  the  Trachea  and  Bronchi,  Results  of 
Treatment  of  (Kernan  and  Cracovaner),  482 
Tuberculosis  in  Young  Women  (Plunkett  and  Katz), 
961 
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Tuberculosis,  Pulmonary,  Early  Diagnosis  of  (Wein- 
traub),  1570 

Tuberculosis,  Pulmonary,  in  Nurses  (Louria),  1573 

♦Tularemia  (Smith  and  Rice),  686 

Tumors:  See  Bladder;  Malignancy 

Tumors  of  Islets  of  Langerhans  with  Hyperinsulinism 
(Frantz),  881 

Tumors,  The  Behavior  of,  in  Tissue  Culture  at  Twenty- 
four  Hours  (Grace),  459 

♦Typhoid  Carrier  with  Bacillus  Typhosus  Bacteremia 
Accompanying  an  Acute  Exacerbation  of  a Chronic 
Cholecystitis  (Verrilli  and  Lane),  1187 

Underprivileged,  Increased  Height  and  Weight  Among 
the  (Karl an),  2425 

Undulant  Fever  with  Visual  Disturbances  (Jones  and 
Norris),  1625 

Urosurgery  in  the  Young:  The  Pediatrician’s  Role 

(Campbell),  671 

Uterus:  See  Sarcoma 

Uveitis,  The  Treatment  of  (Gipner),  1656 

Vasomotor  Rhinitis:  See  Asthma 


Vasomotor  Rhinitis,  A Clinical  Study  of  45  Cases  of 
(Shahon),  2419 

Venereal  Disease  Prophylaxis  (Lubowe),  247 

Ventricular  Aneurysm,  The  Clinical  Course  in  (Gross 
and  Schwedel),  488 

♦Ventricular  Fibrillation,  Three  Cases  of  (Vosburgh), 
1865 

Veterinary  Food  Inspection  (McKim),  1433 

♦Vincent’s  Angina,  Treatment  of  a Severe  Case  of,  with 
Sulfanilamide  Derivative  (Pelner),  1358 

Virus  Diseases  in  Childhood  (Wright),  559 

Vision,  Subnormal,  and  Occupational  Aptitude  (Snell), 
1165 

Vitamin  B Complex,  The  Clinical  Factors  of  the  (Drazin), 
20 

Vitamin  B Fractions:  See  Therapeutics 

Vitamin  K,  The  Use  of,  in  Obstructive  Jaundice  (Reed), 
1653 

Vitamins,  The  Present  Status  of,  in  Nervous  Health  and 
Disease  (Wortis  and  Jolliffe),  1461 

Work  Ability,  Restoring  (Elton),  1060 

Workmen’s  Compensation:  See  Rehabilitation 


Special  Articles 

(Included  Are  Medical  Events  of  the  Year) 


Annual  Meeting — House  of  Delegates,  Minutes  of  the, 
1262  and  1369 

Annual  Meeting,  Index  to  Minutes,  1261  and  1368 

Annual  Meeting  Program,  755 

Annual  Reports,  705 

Annual  Reports,  Index  of,  704 

County  Society  Activities,  A Study  of  (Lawrence),  155 
Defense  Program,  The  Role  of  the  Doctor  in  the 
(Kopetzky),  1487 

Libraries,  Medical,  in  the  State  of  New  York  (Cooksley), 
1098 


Medical  Preparedness  in  the  Navy  (White),  500 
Medical  Problems  in  the  Defense  Program  (Kopetzky), 
2060 

Military  Medicine  in  New  York  State  Army  Posts  and 
Camps:  I,  1528;  II,  1817;  III,  2011 
Milk,  Sonized  Soft  Curd  Prepared  from  Certified  Milk, 
A Study  of,  2052 

National  Defense,  Cooperating  for  (Hoover),  1623 
Socialized  Medicine,  The  Question  of  (Emerson),  698 
Woman’s  Auxiliary  Program,  773 
Women’s  Medical  Society  of  New  York  State,  774 
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A HUMANE  IDEAL— A SCIENTIFIC  NECESSITY 

TWIN  ELMS  SYRACUSE,  N.  V 

A MODERN  PSYCHIATRIC  HOSPITAL 

Rates  for  limited  budgets. 

Personalized  Psych o-therapy  plus  the  Uplift  of  Refined  Living. 
Electro-shock  is  administered  in  selected  cases. 

EUGENE  N.  BOUDREAU,  M.D.,  Physician-in-Charge 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.,  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 

Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET—  HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 
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NATURE— THE  GREATEST  SHOW  ON  EARTH 


The  New  York  World’s  Fair  of  1940  bragged  of  playing 
host  to  some  fifteen  million  visitors.  The  largest  crowd 
attending  a sports  event  numbered  about  160,000.  A 
hit  play  on  Broadway  performs  to  a half  a million  persons 
in  a year. 

Except  for  the  World’s  Fair,  perhaps,  all  more  pub- 
licized attractions  have  but  small-time  carnival  crowds 
in  comparison  to  the  total  Americans  visiting  their  Na- 
tional Parks  in  recent  years. 

In  1940,  for  example,  sixteen  million,  seven  hundred 
and  fifty-five  thousand  were  officially  recorded  as  the 
total  attendance  at  such  points  of  interest.  In  1941,  the 
number  increased  by  twenty-six  per  cent  (official  year 
ending  September  30)  to  reach  an  all-time  high  of  more 
than  twenty-one  millions. 

This  growing  interest  in  the  wonders  of  nature  in  our 
own  country  is  even  more  impressive  when  compared 
with  records  just  eight  years  ago  when  only  three  and  one- 
half  million  Americans  paid  any  enthusiastic  attention  to 
the  tremendously  interesting  marvels  here  in  this  country. 


Other  indications  of  the  magnitude  of  the  attendance 
may  be  grasped  from  the  fact  that  Park  Service  areas 
were  visited  by  sixteen  per  cent  of  the  population  of  the 
United  States.  Travel  to  the  twenty-six  units  of  the  park 
system  alone  reached  more  than  eight  and  a third  millions 
for  the  past  official  year. 

Leading  this  parade  were  the  Great  Smoky  Mountains 
in  Tennessee  and  North  Carolina  with  1,247,029.  Shen- 
andoah, previous  year’s  leader,  was  second  with  1,054,479 
and  Rocky  Mountain  was  third  with  685,393.  Yosemite 
and  Yellowstone  were  close  runners-up  with  over  500,000 
each. 

Other  Park  Service  areas,  not  listed  as  national  parks, 
that  reported  breaking  the  half  million  mark  were  Fort 
McHenry  National  Monument  and  Historical  Shrine, 
Colonial  National  Historic  Park,  Gettysburg  National 
Military  Park,  Lincoln  Memorial  and  Washington  Monu- 
ment in  the  District  of  Columbia,  Boulder  Dam  National 
Recreation  Area,  and  the  Blue  Ridge  National  Parkway. 

[Continued  on  page  2461] 


FALKIRK 

• IN  THE 

RAMAPOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


RIVERLAWN  SANITARIUM 

FOUNDED  1 893 


A conveniently  situated  Sanitarium  offering  complete  facilities  for 
the  treatment  and  care  of  MENTAL  AND  NERVOUS  CASES 
and  ALCOHOLIC  AND  DRUG  ADDICTIONS.  We  extend  full 
cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL  MD.,  Med.  Dir. 

45  Totowa  Avt.  PATERSON,  N.  J«  Armory  4-2342 
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THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rales:  $18  lo  $35  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


BRUNSWICK 

HjTN  kin  A Private 
v-/  IVl  L Sanitarium 


Convalescents,  post 
operative  and  habit 
cases,  for  the  aged  and 
infirm  and  those  with 
other  chronic  and  nerv- 
ous disorders. 


Broadway  and  Louden  Avenue  Separate  accommoda- 

AMITYVILLE,  L.  I.— Phone:  1700,  01,  02  tions  for  nervous  and 
N.  y.  Office— 67  W.  44th  Street  backward  children. 

Tel:  MUrray  Hill  2-8323  Physicians’  treatments 

C.  L.  MARKHAM,  M.D.,  Supt.  rigidly  followed. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


[Continued  from  page  2460] 

Other  National  Park  areas  that  attracted  a great 
stream  of  American  “homeland  tourists”  included — 
Acadia  in  Maine,  Bryce  Canyon  in  Utah,  the  Carlsbad 
Caverns,  Crater  Lake  in  Oregon,  Glacier  in  Montana,  the 
Grand  Canyon  in  Colorado,  Grand  Teton  in  Wyoming, 
Hawaii,  Hot  Springs  in  Arkansas,  Isle  Royale  in  Michi- 
gan, Kings  Canyon  in  California,  Lassen  Volcanic  in 
California,  Monmouth  Cave  in  Kentucky,  Mesa  Verde  in 
Colorado,  Mount  McKinley  in  Alaska,  Mount  Ranier  in 
Washington,  Olympic  in  Washington,  Platt  in  Oklahoma, 
Sequoia  in  California,  Wind  Cave  in  South  Dakota, 
and  Zion  in  Utah. 

WHEEL  CHAIRS— A PREMIUM 

One  of  those  small,  backwoodsy  tabloid  papers  that 
seem  to  find  their  way  somehow  into  homes  where  one  ex- 
pects better  things — offers  wheel  chairs  as  a premium  for 
selling  subscriptions.  In  September,  proudly  proclaims 
the  paper,  two  wheel  chairs  were  awarded — one  to  a 
woman  of  58  who  had  265  subscriptions  to  her  credit, 
and  the  other  to  a man  of  34  with  250  subscriptions  to  his 
credit. 

It  appears  a very  noteworthy  deed,  especially  when  one 
considers  that  a subscription  to  the  publication  costs 
only  twenty-five  cents  per  year  and  a wheel  chair  is  no 
five  and  dime  article.  In  addition  the  paper  pays  the 
freighting  charge  to  any  point  in  the  United  States. 

To  date,  claims  the  paper,  1246  wheel  chairs  have  been 
awarded  to  as  many  needy  men  and  women. 

BUT,  and  it’s  a large  but  indeed,  the  same  charitable 
paper  endorses  (and  any  publication  that  accepts  an  ad- 
vertisement for  its  readers  to  see  and  read  is  practically 
endorsing  it) — endorses  such  items  as  “false  teeth  by 
mail  at  $6.50  with  a 90-day  trial,”  a doctor’s  information 
free  for  childless  wives,  a medicine  for  varicose  veins  to 
be  applied  with  a paint  brush,  as  well  as  several  different 
versions  about  “what  every  husband  should  know.” 

Maybe  they  believe  in  making  more  “cripples”  for 
bountiful  subscription  premiums. 


TYPING  MEN 

According  to  what  young  moderns  are  led  to  believe 
by  one  of  the  newer  magazines  published  for  their  guid- 
ance— there  are  six  types  of  men,  viz 

Type  I.  A turtleneck  sweater  plus  cereal  plus  a gym- 
nasium equals  the  athletic  he-man  or  Ox.  He  likes  his 
gals  sweet,  feminine  and  shy. . . . 

Type  II.  A plaid  sports  coat  plus  a swanky  dinner 
plus  a low-slung  convertible  equals  the  Big  Shot — the 
best  catch  on  the  campus.  He  knows  all  about  women  so 
don’t  try  a line.  . . . 

Type  III.  A blue  serge  vest  with  a watch  chain  plus 
an  empty  country  road  equals  the  lonely  worm.  You 
must  help  him  over  embarrassing  situations. . . . 

Type  IV.  A pork-pie  hat  plus  a stein  of  foaming  beer 
plus  a booth  at  the  Greek’s  equals  the  busy  back-slapper. 
You  must  learn  to  feed  his  ego  in  public.  . . . 

Type  V.  An  open-neck  shirt  plus  a bottle  of  red  wine 
and  a hunk  of  baloney  plus  a mass  meeting  equals  the 
belligerent  idealist.  Don’t  try  hair  bows  or  glamour  or 
purple  lipstick  with  him.  . . . 

Type  VI.  A stiff  collar  and  string  tie  plus  black  coffee 
plus  a desk  piled  high  with  books  equals  the  intellectual 

grind.  He  doesn’t  care  much  for  frivolities.  . . . 

* * * 

Married  men  apparently  have  no  rating  in  the  classifi- 
cations of  the  younger  generations,  so  all  benedicts,  es- 
pecially, can  settle  back  in  their  uneasy  chairs  and  plac- 
idly watch  the  younger  world  go  by. 


MCKINNEY’S 

for  ELDERLY  PEOPLE, 
CONVALESCENTS  and 
CHRONIC  INVALIDS. 


105  BRUCE  AVE.,  YONKERS 

V_  YONKERS— 3S65 


SANITARIUM 

Under  medical  supervision, 
tender  and  devoted  care  in 
an  atmosphere  unusuallyhome- 
like.  Expert  dietetic  and 
nursing  service.  Full  coop- 
eration with  patient's  personal 
physician. 

NEW  YORK 


J 


LOUDEN-KNICKERBOCKER  HALL.1”' 

81  LOUDEN  AVENUE  Tel.  Amityville  52  AMITY VI LLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf or  motion  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 
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CREST  VIEW/' 

SANITARIUM 


Phone 

GREENWICH 

773 


r 


For  Nervous,  Mildly  Mental,  Digestive  and  Cardiovascu- 
lar cases,  and  special  care  for  ELDERLY  PATIENTS. 
Quiet,  'refined,  homelike.  25  miles  from  N.  Y.  City. 
Moderate  rates. 

f.  st.  clair  hitchcock,  M.D.,  Director 
275  NORTH  MAPLE  AVE.,  GREENWICH,  CONN. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  SupL  *Tel.  4-1143 


TERRACE  HOUSE 

for  ALCOHOLISM 

A private  sanatorium  offering  a specific  treatment  for  alcoholism,  formulated  to 
relieve  the  craving  for  alcohol  and  with  re-cducation  working  toward  permanent 
abstinence.  Homelike  surroundings.  Competent  medical  and  nursing  care. 
16  miles  from  Buffalo. 

Moderate  rates — Enquiries  invited 

64  Maple  St.  - East  Aurora,  N.  Y.  - Phone  784 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  [Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 
HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Ningsbridge  9-8440 


IN  A LIGHTER  VEIN 


From  Parade , the  British  Digest  of  Good  Reading,  we 
picked  up  the  following  choice  items  of  a “grim  business.” 

* * * 

Of  interest  to  the  Neurologist: 

“Insomnia  might  bother  us  more  than  invasion. 
Sleeping  upstairs  is  mainly  a habit.  It  is  just  as  restful 
to  sleep  downstairs  if  you  organize  it  properly.” 

* * * 

Of  interest  to  the  Psychiatrist: 

“The  indifference  of  many  to  the  most  urgently  re- 
iterated advice  about  taking  cover  and  staying  away  from 
windows.  Those  who  sit  at  their  bedroom  windows, 
stand  on  their  doorstep,  lean  over  their  front  gates,  es- 
pecially during  daylight  raids,  are  taking  big  risks.  Tell 
them  that  they  are  foolish  and  they  laugh.  ‘Might  see  a 
dog  fight/  is  their  excuse.  They  often  do.  No  wonder 
foreigners  look  at  us  and  tap  their  foreheads.” 

* * * 

For  the  Gastroenterologist: 

“The  consumption  of  tea  which  the  Nazi  bombers  en- 
courage is  enormous  during  and  after  the  raids.  Tea 
drinking  is  bringing  people  into  one  another’s  kitchens, 
who  a short  while  ago  didn’t  know  one  another  in  the 
street.  No  bottle  parties  have  ever  been  such  fun  as 
these  post-raid  teetotal  libations.” 

* * * 

For  the  Pathologist: 

(To  be  taken  with  a grain  of  salt.) 

Schoolboy  howler — “A  therm  is  a microbe  that  gets  into 
the  gas  meter  and  controls  consumption.” 


For  the  Obstetrician: 

Another  schoolboy  howler — “Heroic  couplets  are  a 
man  and  a women  who  have  many  adventures  and  mis- 
fortunes and  at  last  things  are  so  bad  they  get  married 
and  have  children.” 

* * * 

To  the  Surgeon: 

War  teaches  surgeons.  “It  is  too  early  to  say  whether 
victims  of  car  and  industrial  accidents  in  the  future  will 
be  helped  by  the  lessons  surgeons  learn  from  the  present 
war,  but  a look  at  the  past,  even  so  recent  a past  as  the 
war  in  Spain,  suggests  that  this  may  be  so.” 

* * * 

To  the  Medical  Examiner: 

“The  lads  had  presented  themselves  for  medical  ex- 
amination, and  Jimmy  had  been  passed  for  service. 
Asked  if  he  had  any  preference  as  to  what  he  wanted  to 
be,  Jimmy  replied,  “Yes.”  “Well,  what  would  you  like 
to  be?”  asked  the  officer.  “An  ex-Serviceman  with  a 
pension,”  was  the  answer. 

* * * 

And  the  Dietitian: 

“The  patient  was  recovering  from  pneumonia.  He 
had  asked  repeatedly  for  food  and  finally  the  nurse 
served  him  a mere  spoonful  of  rice.  A few  moments 
later  the  patient  called  her  and  said,  ‘Now  I want  to 
read  a little.  Bring  me  a postage  stamp.’  ” 


ELIXIR  BROMAURATE 

IS  GIVING  EXCELLENT  RESULTS 


IN  WHOOPING  COUGH 


Shortens  the  duration  of  the  cough,  relieves  the  distressing  spasms  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSIST- 
ENT COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  Teaspoonful  every  3 to  4 hours. 

GOLD  PHARMACAL  CO.,  New  York 
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Classified  Index  of  Service  and  Supplies 


Your  Guide  to  Opportunities  .for 


: ■ .. 


POSITIONS  locations]  help 


PURCHASES 


SERVICES 


Classified  Rates 


Rates  per  line  per  insertion: 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 


SCHOOL  OF  LANGUAGES 


English,  Spanish,  Portuguese,  French.  Vocabulary  and  Accent 
Specialists.  Diction.  Accents  corrected.  FREE  Trial. 
BARBIZON  SCHOOL  20  East  57th  St.  PL.  5-0678 


WANTED 

Equipment  for  purpose  of  furnishing  1 Medical  and  1 Dental 
office  and  X-Rays  for  same.  Private  Purchaser.  Box  200,  N. 
Y.  St.  Jr.  Med. 


JUST  A REMINDER 

The  New  York  Motor  Vehicle  Safety  Responsibility 
Law  goes  into  effect  January  1,  1942. 

If  you  are  a car  owner  and  are  involved  in  an  auto  ac- 
cident after  that  date,  you  may  lose  your  driver’s  license. 
The  law  places  certain  responsibilities  upon  the  motorist 
that  everyone  who  drives  a car  should  be  familiar  with. 

An  accident  may  result  in  loss  of  license  to  drive  and 
even  a revoking  of  the  car  registration  which  would  pre- 
vent its  sale  or  even  transfer  to  another  person. 

Check  up  on  your  car  insurance  now  to  see  that  you 
are  covered  properly  to  meet  any  possible  requirement. 


SUPERIOR  PERSONNEL 

Assistants  and  executives  in  all  fields  of  medicine — young 
physicians,  department  heads,  nurses,  staff  personnel,  secre- 
taries, anaesthetists,  dietitians  and  technicians.^ 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


FOR  SALE 


21  Bed,  three  story  Sanitarium,  built  in  1912.  Highly  rated, 
completely  equipped.  Electric  elevator.  Price,  $35,000.  Take 
mortgage.  For  further  information  write  Mrs.  Geo.  W.  Gregg, 
Health  Home,  Canandaigua,  N.  Y. 


SANITARIUM  FOR  SALE 


Sanitarium  established  18  years  specializing  in  dietetics  for 
those  taking  the  Saratoga  Springs  Rest  Cure.  Clientele  primarily 
obtained  through  medical  recommendations.  Basic  rates  $35.00- 
$50.00  weekly.  Twenty  guests  comfortably  accommodated. 

M.  L.  Halligan,  R.N.  “Viasana”  Saratoga  Springs 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-308 8 


USED  EQUIPMENT  FOR  SALE  & RENT 


Largest  selection  used  physicians  equipment,  short  wave  machine, 
lamps  and  instruments — Sklar  Rotary.  Fox  Physicians  Equip- 
ment Exchange,  990  Broadway,  Brooklyn,  Glenmore,  2-2350. 


SCHOOLS 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  Clinical  Laboratory  course  including 
Basal  Metabolism  9 months.  X-Ray  and  Electro 
cardiography  3 months.  Graduates  in  demand. 
Established  23  years. 

Catalog  sent  postpaid  on  request. 

Nartbwest  Institute  of  Medical  Technology 
$422  E.  Lake  St.,  Minneapolis , Minn. 


CAPABLE  ASSISTANTS 

CALL  our  free  placement  service.  Paine  Hall 
graduates  are  girls  of  character,  intelli- 
gence, appearance;  qualified  for  office  or 
laboratory  work;  trained  in  haematology,  blood 
chemistry,  urinalysis,  clinical  pathology,  office 
machines,  medical  stenography,  bookkeeping. 
Addreat  C.  R.  Porter,  Principal. 


101  West  31st  Street,  New  York 
BRyant  9-2831 

Licensed  by  the  State  of  New  York 


It  is  the  physician's  duty,  when  the  occasion  requires,  to  recommend  a Funeral  Director  who  is 
ethical — yet  reasonable  in  price.  You  may  have  full  confidence  in  our  service. 

Long  Island  RIVERSIDE  MEMORIAL  CHAPEL  Westchester  County 

Far  Rodcaway  7-7100  76»h  St.  & Amsterdam  Ave.,  N.  y.  Hllloest  3535 

Endicott  2-6600 
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NEW  YORK  CITY 

205  East  42nd  Street 
G.  R.  Mayer,  Mgr. 

E.  D.  Northup 
Paul  Lipman 

G.  A.  Boeck 

H.  R.  Petri 
W.  G.  Duerre 
S.  Hollander 
G.  W.  Bradburn 

LONG  ISLAND 

54  Cuthbert  Place 
C.  M.  Hayes 

NEW  ROCHELLE 

30  Clinton  Place 

F.  J.  Westhead 

HYDE  PARK 

Box  7 83 

W.  W.  Maurer 

ALBANY 

75  State  Street 

C.  J.  Straight 

SARANAC  LAKE 

7 14  Park  Ave. 

W.  G.  Williams 

ROCHESTER 

209  Medical  Arts  Bldg 
C.  H.  Renaud,  Mgr. 
R.  E.  Turner 

BUFFALO 

75  7 W.  Mohawk  Street 
J.  V.  Nelson 
R.  W.  Mayer 

SYRACUSE 

907  Chimes  Building 
E.  Johnson 

ELMIRA 

South  Side  Station 
P.  O.  Box  35 

G.  B.  Clark 


He’s  G-E’s  direct  representative  who  regularly 
makes  the  rounds  of  physicians  and  hospitals  in 
your  locality,  and  responds  to  their  emergency 
calls  for  expert  technical  service  or  advice  on  the 
operation  and  maintenance  of  x-ray  and  other 
electro-medical  devices. 

He  is  neither  an  agent  or  distributor  for  G-E  ap- 
paratus, but  is  a permanent  employee  on  G.  E/s 
payroll,  and  works  under  the  jurisdiction  of  a 
nearby  G-E  Branch. 

What  does  this  mean  to  users  of  G-E  equipment? 
Just  this:  That  a specially  trained  field  organiza- 
tion, directly  responsible  to  headquarters,  is  car- 
rying out  company  policies  established  in  the 
interest  of  customers,  and  rendering  a caliber  of 
maintenance  service  essential  to  the  consistently 
satisfactory  performance  of  electo-medical  ap- 
paratus. 

Twenty  years  of  direct  G-E  representation  have 
conclusively  proved  that  this  plan  operates  to  the 
distinct  advantage  of  all  concerned,  and  will 
fully  justify  every  dollar  that  you,  too,  might  in- 
vest in  G-E  equipment. 

The  G.  E.  men  who  are  serving  these  mutual  in- 
terests in  your  locality  are  listed  herewith.  We 
sincerely  believe  that  you  will  find  them  a reli- 
able source  of  helpful  suggestions. 


GENERAL  0 ELECTRIC 
X-RAY  CORPORATION 
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, IMPORTANT  CLINICAL  R 

on  HYPERTENS 

in  'SbiaitoU-i 
PneMnne  "£Hectujei 

Quadual  and  Snita 

«UiU  DIURBITAL * (<?* 


Using  anrispasmodic,  vasodilator,  sedative2  diurbital  in  ioo  cases  of  obesity  associated  with 
hypertension,  a reduction  of  blood  pressure  satisfactorily  beyond  that  obtained  with  rest, 
weight  reduction,  etc.,  was  achieved.  Reductions  are  slow  and  sustained,  unaccompanied  by 
undesirable  reactions.1 


Results  Obtained  in  100  Cases  of  Arterial  Hypertension 

Blood  Pressure 
Before  Treatment 

Reduction  Effected 
Without  Drugs 

Further  Reduction 
Obtained  with  Diurbital 

Av.  Syst.  i Av.  Diast. 

Av.  Syst. 

Av.  Diast. 

Av.  Syst. 

Av.  Diast. 

2i  1.5  mm.  1 10  mm. 

180.3  mm. 

100.2  mm. 

160.4  mm. 

90.3  mm. 

The  enteric  coating  of  diurbital  “was  par- 
ticularly desirable  in  eliminating  ...  ir- 
ritative effects  ...  on  the  gastric  mucosa.” 
Note,  please,  the  rational  co-ordinating 
ingredients  of  diurbital  . . . the  soluble 
double  salt  theobromine  sodium  salicylate 
3 grs.,  Phenobarbital  1/i  gr.,  and  Calcium 
Lactate  1V2  grs. 


Prompt  and  Ready  is  the  symptomatic 
relief  of  diurbital  from  vertigo,  headache, 
apprehension,  insomnia  and  nervousness  . . . 
in  hypertension  and  associated  conditions, 
angina  pectoris,  myocarditis,  arteriosclero- 
sis with  edema,  etc.  Why  not  ask  for 
clinical  supply?  diurbital  is  supplied  in 
bottles  of  2 / and  100  tablets. 


1.  Clinical  Medicine  and  Surgery,  Vol.  48,  No.  2.  2.  The  Medical  World,  Vol.  54,  No.  10. 


* Reg.  U.  S.  Pat.  Off. 


GRANT  CHEMICAL  CO.,  INC. 

89  Madison  Avenue  New  York,  N.  Y. 

SPECIALTIES  for  DISEASES  of  the  HEART  and  BLOOD  VESSELS 


Of  Special  Interest  to  Doctors 

tent ” by  I.  D.  Shor ell,  Medi- 
cal Record , Vol.  147 , f?  i45, 

1938. 

As  a connoisseur  of  fine  whiskey, 
you  will  also  find  Carstairs 
White  Seal  smooth,  mellow,  fla- 
vorful .. .truly  “The  Perfectly 
Balanced  Blend”. 

May  we  suggest  that  you  try 
Carstairs  White  Seal  yourself . . . 
and  recommend  it  when  whiskey 
is  indicated? 

THE  MAN  WHO  CARES  SAYS: 

Carstairs  White  Seal 


ONE  fact  about  Carstairs 
White  Seal  that  we  believe 
will  interest  you  as  a physician, 
is  that  this  whiskey  is  exceed- 
ingly low  in  congeneric  content. 

For  the  importance  of  this  we 
refer  you  to : 

“New  Views  on  Alcoholic 
Beverages  in  Health  and 
Disease.  Medical  Aspects  of 
Comparative  Toxicities 
Based  on  Congeneric  Con- 


Blended  Whiskey,  86.8  Proof.  72%  Grain  Neutral  Spirits. 
Carstairs  Bros.  Distilling  Co.,  Inc.,  Baltimore,  Md. 
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VACATIONS  are  too  often  a vacation  from  protective  foods.  For 
optimum  benefits  a vacation  should  furnish  optimum  nutrition 
as  well  as  relaxation,  yet  actually  this  is  the  time  when  many  persons 
go  on  a spree  of  refined  carbohydrates.  Pablum  is  a food  that  "goes 
good"  on  camping  trips  and  at  the  same  time  supplies  an  abundance 
of  calcium,  phosphorus,  iron,  and  vitamins  (thiamine)  and  G 
(riboflavin).  It  can  be  prepared  in  a minute,  without  cooking , as  a 
breakfast  dish  or  used  as  a flour  to  increase  the  mineral  and  vitamin 
values  of  staple  recipes.  Packed  dry,  Pablum  is  light  to  carry,  requires 
no  refrigeration.  Here  are  some  delicious,  easy-to-fix  Pablum  dishes 
for  vacation  meals : 


Pablum  Breakfast  Croquettes 

Beat  3 eggs,  season  with  salt,  and  add  all  the  Pablum  the  eggs  will  hold 
(about  2 cupfuls).  Form  into  flat  cakes  and  fry  in  bacon  fat  or  other  fat  until 
brown.  Serve  with  syrup,  honey  or  jelly. 

Pablum  Salmon  Croquettes 

Mix  1 cup  salmon  with  1 cup  Pablum  and  combine  with  3 beaten  eggs. 
Season,  shape  into  cakes,  and  fry  until  brown.  Serve  with  ketchup. 

Pablum  Meat  Patties 

Mix  1 cup  Pablum  and  1V2  cups  meat  (diced  or  ground  ham,  cooked  beef  or 
chickens,  add  1 cup  milk  or  water  and  a beaten  egg.  Season,  form  into 
patties,  and  fry  in  fat. 

Pablum  Marmalade  Whip 

Mix  % cup  Pablum,  !4  cup  marmalade,  and  !4  cup  water.  Fold  in  4 egg 
whites  beaten  until  stiff  and  add  3 tablespoons  chopped  nuts. 

Pablum  ( Mead’s  Cereal  thoroughly  cooked ) is  a palatable  cereal  enriched  with 
vitamin-  and  mineral-containing  foods,  consisting  of  wheatmeal  {farina),  oat- 
meal, wheat  embryo,  cornmeal,  beef  bone,  yeast,  alfalfa  leaf,  sodium  chloride, 
and  reduced  iron.  Samples  and  recipe  booklet  sent  on  request  of  physician. 

MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U.S.A. 
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THIS  IS  WHAT  S-M-A  IS  . . 


THIS  IS  HOW  IT  IS 
PREPARED  


THIS  IS  THE  WAY  IT  IS  FED 


A scientifically  prepared  formula  for 
infants  deprived  of  breast  milk. 


1.  Empty  one  tightly  2.  Add  enough  warm,  3.  Cap  bottle  and  shake 
packed  measuring  cup  previously  boiled  water  into  solution.  Feed  at 
of  S-M-A  Powder  into  to  make  one  ounce.  body  temperature, 
bottle. 


The  quantify  and  number  of  feedings  in  24  hours  should  be 
the  same  as  that  taken  by  the  normal  breast-fed  infant. 


THIS  IS  THE  ONLY 
SUPPLEMENT  REQUIRED . . 


THIS  (in  a nutshell)  is 
the  Easy,  Economical  Way  used  by  an 
ever-increasing  number  of  physicians 
to  insure  excellent  nutritional  results. 


S.M.A.  CORPORATION  *8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 


IT  DOES  HAPPEN  HERE 

Severe  rickets  still  occurs  — even  in  sunny  climates 


Vitamin  D has  become  such  an  accepted  practice  in  infant  feeding  that  it  is  easy  to  think  that 
rickets  has  been  eradicated.  However,  even  deforming  rickets  is  still  seen,  as  witness  the  above  three 
contemporary  cases  from  three  different  sections  of  the  United  States,  two  of  them  having  well 
above  the  average  annual  sunshine  hours  for  the  country.  In  no  case  had  any  antiricketic  been  given 
during  the  first  two  years  of  life.  It  is  apparent  that  sunlight  did  not  prevent  rickets.  In  other  cases  of 
rickets,  cod  liver  oil  was  given  inadequately  (drop  dosage)  and  even  this  was  continued  only  during 
the  winter  months. 

To  combat  rickets  simply , inexpensively,  effectively  — 

OLEUM  PERCOMORPHUM 


This  highly  potent  source  of  natural  vitamins  A and  D,  if  administered  regularly  from  the  first  weeks 
of  life,  will  not  only  prevent  such  visible  stigmata  of  rickets  as  pictured  above,  but  also  many  other 
less  apparent  skeletal  defects  that  might  interfere  with  good  health.  What  parent  would  not  gladly 
pay  for  this  protection ! And  yet  the  average  prophylactic  dose  of  Oleum  Percomorphum  costs  less 
than  one  cent  a day.  Moreover,  since  the  dosage  of  this  product  is  measured  in  drops,  it  is  easy  to 
administer  Oleum  Percomorphum  and  babies  take  it  willingly.  Thus  there  is  assurance  that  vitamin 
D will  be  administered  regularly. 


Oleum  Percomorphum  offers  not  less  than  60,000  vitamin  A units  and  8,500  vitamin  D units 
(U.S.P.)  per  gram.  Supplied  in  10  and  50  c.c.  brown  bottles,  also  in  10-drop  soluble  gelatin 
capsules,  each  offering  not  less  than  13.300  vitamin  A units  and  1,850  vitamin  D units,  in 

boxes  of  25  and  100. 

FOR  GREATER  ECONOMY,  the  50  c.c.  size  of  Oleum  Percomorphum  is 
now  supplied  with  Mead's  patented  Vacap-Dropper.  It  keeps  out  dust,  is 
spill-proof,  unbreakable,  and  delivers  a uniform  drop.  The  10  c.c.  size  of 
Oleum  Percomorphum  is  still  offered  with  the  regulation  type  dropper. 


MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.S.A. 
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